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Antimicrobial stewardship (AMS) is now accepted practice in hospitals, 
particularly within high-risk areas such as the intensive care unit (ICU) 
where infection rate and antimicrobial use are predictably higher than the 
rest of the hospital.[1] In order to effectively address the dual challenges 
of inappropriate antimicrobial prescription and antimicrobial resistance 
(AMR), it is necessary for all members of the multidisciplinary 
team to fully participate within AMS programmes.[2,3] Core AMS 
strategies appear to be directed towards the function of medical staff;[4] 

however this does not preclude the complementary role that nursing 
interventions can play in AMS such as prescriber ‘prompting’ during 
treatment choice, ensuring that appropriate cultures are taken prior 
to commencement of treatment, and using culture and antibiogram 
results to advocate for de-escalation.[5-8] Nurses possess a vast amount of 
clinical and microbiological information about the patients in their care 
and about trends of antimicrobial use in the ICU, and therefore have 
the potential to influence decision-making within AMS.[9] The nursing 
role within AMS has been largely relegated to the care of the infection 
prevention and control (IPC) nurse specialist,[2] but recent studies have 

extended this role to that of the non-specialist nurse.[3,5,7,10-12] The non-
specialist nursing role is recognised as essential in the co-ordination of 
patient care in AMR and AMS,[7] and is identified in the ICU as both 
clinical and advocatory.[11] It is therefore important that the hospital 
nurse at ‘point of care’ should be supported to take an active role in this 
initiative. 

Objective
To explore the views of healthcare professionals regarding barriers to the 
AMS role of the nurse in intensive care.

Methods
This is part of a larger study exploring the role of the ICU nurse in 
AMS,[11] in which a qualitative descriptive research approach, using 
content analysis, was adopted.[13]

Setting
This study was conducted in a 20-bed adult ICU/high-care unit in a 200-
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Contribution of the study
Nurses are not well-integrated into antimicrobial stewardship. Insufficient training and education on aspects of antimicrobial stewardship are 
available to nurses.
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bed private hospital in KwaZulu-Natal, South Africa (SA), which admits 
medical and surgical patients managed by non-intensivists.

Participants 
Purposive sampling was used to identify participants from nurses and 
other healthcare professionals/other members of the multidisciplinary 
team (Table 1) who met the inclusion criteria and were interested to 
participate in the study.[14] Nursing participants included two nurses 
from hospital management who had set up the AMS programme two 
years previously, and six clinical ICU nurses whose responsibilities 
as shift leaders included daily AMS rounds. These were registered 
professional nurses; one held an additional qualification as an ICU 
nurse, the remaining five had experience of working in this area of 
nursing but held no specialist qualification. Non-nursing participants 
included a microbiologist, pharmacist, two anaesthetists, two physicians 
and two surgeons. The microbiologist was representative of one of the 
private laboratories that served the study hospital and the pharmacist 
was a representative from the hospital pharmacy. The clinicians were 
specialists who had admission rights in the ICU.

Ethical approval
Approval was granted by the ethics committee of the University 
of KwaZulu-Natal (ref. no. BE281/14), and hospital management. 
Participants were invited to take part in the study, were informed of the 
purpose of the study and the right to withdraw at any stage of the study. 
Written consent was obtained, and confidentiality maintained.

Data collection and analysis
Individual semi-structured individual interviews with all participants 
were held in a private room in the hospital during on-duty time, as 

agreed by hospital management. Interviews were conducted with 
nursing participants during routine break times, and with non-nursing 
participants at times that were determined convenient to them. All 
interviews were conducted by the principal investigator (JR) who worked 
in the unit as a clinical nurse. All interviews were digitally recorded 
with participant consent and knowledge. Interviews were transcribed 
verbatim and were read and reread in a process of submersion. Manifest 
content analysis [13] was used to identify categories arising from the data, 
guided by the purpose of the study and together with an experienced 
qualitative researcher. A process of interpretation was carried out by 
familiarisation with the text, examining each participant’s contribution, 
and paraphrasing and condensing the content of the text to determine 
codes and categories. This was then checked by a co-coder to verify the 
accuracy of the coding (Table 2). Rigour was assured by adherence to the 
principles of trustworthiness (credibility, transferability, dependability, 
and confirmability) during the preparation, organisation and reporting 
phases of the study.[15]

Results
Nursing and non-nursing participants, comprised of clinical and 
management nurses, anaesthetists, physicians, surgeons, and a 
microbiologist and pharmacist, identified the following three categories 
regarding barriers to the role of the nurse in AMS. These were: (i) lack of 
collaboration (subcategories: not participating in the AMS programme, 
no feedback about AMR in the unit, and not part of decision-making); 
(ii) inadequate knowledge (subcategories: not understanding IPC, 
missing the link between laboratory results and start of treatment, 
and inadequate knowledge of antibiotics and their administration) 
and; (iii) inexperienced nurses (subcategories: shortage of ICU nurses, 
lack of experienced nurses, and inadequate nursing staff to provide 

Table 1. Inclusion and exclusion criteria
Staff participants Included Excluded
Nursing Full-time employment in the general ICU

Full-time employment in nursing management
Registration with SANC
Day duty staff members

Agency nurses
Non-professional nurses
Night duty staff members 

Non-nursing Admitted patients to ICU/high care
Prescribed antibiotics/antifungals to patients
Dispensed antibiotics/antifungals to patients
Consulted regarding antibiograms and cultures

ICU = intensive care unit; SANC = South African Nursing Council.

Table 2. Example of content analysis coding and categorisation[13]

Meaning units Condensation Codes Category
‘I have been involved in doing those rounds but... I haven’t had 
any feedback.’

Haven’t had any feedback No feedback Lack of
collaboration

‘You know the doctors think I am just a nurse... just sometimes 
to carry out orders...’

Just a nurse Dismissive attitudes Lack of
collaboration

‘I think that there is a lack of education... I think there’s big gaps 
in the training today.’

Gaps in training Poor training Inadequate knowledge

‘You send off the specimen... You know it’s pointless if you are 
not going to look at the results.’ 

Not looking at results No follow-up Inadequate
knowledge

‘I think that the problems in the private sector... and I don't 
know what it's like in the province... Certainly in the private 
sector, we have a lot of inexperienced nurses.’

A lot of inexperienced nurses Inexperienced nurses Inexperienced
nurses

‘You try and do it while everybody is on duty and then the 
phone is ringing and doctors are coming and the patient’s 
unstable, so it is difficult to get them all together.’

You try and do it Inadequate staffing Inexperienced
nurses 
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in-service training). Contributions from both nursing (N) and non-
nursing participants (NN) are provided to illustrate the categories and 
subcategories. Strategies were also suggested by the participants in order 
to develop the nurses’ role in AMS and to address these barriers (Table 3).

Lack of collaboration
Nursing management started the AMS programme in this ICU soon 
after the hospital opened, following prompting by one of the private 
laboratories regarding global concerns of rising levels of bacterial 
resistance. The participants (both nursing and non-nursing) suggested a 
lack of collaboration, within the ICU multidisciplinary team, impacted 
negatively on the growth of this programme. 

(i) Not participating in the AMS programme: Weekly 
telecommunication was arranged by nursing management with the 
microbiologists from the private laboratory that had helped to set up 
the programme; however nursing shift leaders and bedside nurses 
were not included in these meetings. Although they were invited, these 
scheduled meetings were not supported by doctors or the pharmacist. 
The participants explained: ‘We tried initially to get the doctors on 

board to actually form part of our team and to join our meetings. They 
don’t seem to be very interested…’ (N1); ‘The pharmacist is not actively 
involved in the programme. I have been told that it is not happening... 
because the pharmacy is too busy...’ (N7). A non-nursing participant 
suggested: ‘The problem is still the doctor and physician buy-in culture 
in South Africa’ (NN5). 

(ii) No feedback about AMR in the unit: The clinical nurse participants 
reported that as shift leaders they had limited involvement within the 
AMS programme and did not receive feedback from the various aspects 
of the initiative. A participant explained: ‘There’s not much feedback... not 
that I’m aware of... that I’ve ever had back... and I have been involved in 
doing those rounds, but I haven’t had any feedback’ (N4). A non-nursing 
participant was also concerned that there was very little feedback from 
nursing management about AMR and the progress of the AMS initiative 
in the unit: ‘You see, there is no feedback on that to us as clinicians... which 
is crazy. You know, it’s all very well having these meetings but, I think, it 
is always good to get feedback to your clinicians, you know. Find out what 
bacteria are being cultured... I think it’s important that we know about 
these things because otherwise we are all working in isolation’ (NN6).

Table 3. Strategies to develop the ICU nurse’s role in antimicrobial stewardship
Category Strategy
Lack of collaboration Facilitating collaboration

(Recognising the need for diplomacy)
‘And it’s an ego thing as well, doctors don’t like being told they’re wrong. It’s the way you approach them and discuss with 
them.’ (NN4)
‘I think also your approach and manner. Not coming across as I know it all... You are doing the wrong thing, and this is what 
you should be doing or whatever…. but rather having a discussion and say that...’I’ve established that this patient is on this 
antibiotic, but that maybe we should try this because the patient is sensitive.’ (N7) 
‘I suppose you communicate on a different level with a less trained nurse.’ (NN7)
‘Maybe it could be something to address... that you as a clinician could understand that if I’m talking to a staff nurse versus 
an experienced ICU sister...’ (NN6)
(Including bedside nurses in AMS interventions)
‘When we do the phone call on Friday to the pathologist... to involve them [the nurses] as well... to get them [the nurses] to 
sit in and listen to what we’re discussing and maybe they will get more confident.’ (N1)
‘So, the weekly meetings are very important because we then all speak the same language and you get trained on the job.’ (NN3)
(Encouraging bedside nurses to take responsibility for safe patient care)
‘I know that the doctors are busy... so we the nurses, we are the patients’ advocates.’ (N3)
‘The ICU nurse should be (one of a) proactive... she should be proactive...’ (NN1)

Inadequate knowledge Supporting nurse knowledge
(Allowing opportunities for learning)
 ‘I think that we have to include them [the nurses] when we do a round and discuss little things with them... they will be 
more and more aware and not only just the shift leader. It is actually all the staff.’ (N1)
‘… so, in that way, you know that nurses are empowered. They understand more about sepsis in the patient. Whether the 
patient is improving/deteriorating... they understand what lab tests to do in that particular case.’ (NN3)
(Teaching bedside nurses the importance of their role in AMS)
‘They don’t all have a big experience… you know... that comes with time… and I think that, what nurses need to be taught is 
the importance of their role in the whole team. That’s maybe sometimes, where they’re neglected.’ (NN4)
(Encouraging bedside nurses to take responsibility for self-growth)
‘I think it’s the integral... do I want to do it? Do I want to better myself? Do I want to understand?’ (NN4)
‘It’s all about self-development at the end of the day.’ (NN4)

Inexperienced nurses Addressing lack of inexperienced nurses
(Continue to try and employ more ICU trained nurses) 
‘I think, in an ICU situation, which is a highly specialised unit... that the first most important point is to get the right person 
in.’ (N7)
‘A good ICU trained nurse can add valuable... add huge value to patient management and get involved a lot.’ (NN6)
(Identify ICU trained nurses to facilitate AMS activities)
‘I think it's important that ICU trained staff should be identified... when you walk into the unit. Then you know that that 
person has ICU training and then you can immediately... you know, your expectation is elevated.’ (NN6)

NN = non-nursing participants; N = nursing participants; AMS = antimicrobial stewardship.
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(iii) Not part of decision-making: Nursing participants said that doctors 
in the unit tended not to listen to them when offering opinions on 
treatment choices and thus they felt excluded from decisions made about 
treatment: ‘There are the odd doctors who might say “what do you think?” 
or “how do you feel about this”, or “what else can we do” ... but not very 
often. No, not often at all’ (N4); ‘Like a doctor, if asked... just asked... that 
“maybe you should considering putting the patient on this antifungal as... 
as opposed to that antifungal” and he would say “no, just leave it such” 
and the next day he will come and then change it to your suggestion’ (N7). 
Nurses complained that some doctors showed dismissive behaviour in 
interactions with the bedside nurses. Participants further explained: 
‘You know the attitude… I’m the doctor... and if I say it’s got to be done, it’s 
got to be done’ (N2); ‘You know the doctors think I am just a nurse... just 
sometimes (someone) to carry out orders...’ (N5).

(iv) Strategies to facilitate collaboration: Participants suggested that 
development of the nurses’ role in AMS in this ICU, regarding 
collaboration, could be developed by: recognising the need for 
diplomacy; including bedside nurses in AMS interventions; and by 
encouraging bedside nurses to take responsibility for safe patient care. 
No recommendations were made for ways to facilitate feedback about 
progress with the AMS programme to the multidisciplinary team, or to 
improve doctor and pharmacist support for AMS in the unit (Table 3). 

Inadequate knowledge
The participants suggested that there are deficiencies in nurse training 
and education in SA, and this has impacted on the goals of AMS. 

(i) Not understanding IPC: Inadequate basic nursing knowledge was 
felt to have contributed towards poor understanding of IPC and the role 
that this plays in AMR. A participant said, ‘I think like when you first 
come to work (in the mornings), I don’t see many people washing hands.’ 
(N6). A non-nursing participant felt that patients admitted to ICU were 
at risk of severe infections due to exposure to the ICU environment, with 
the increased risk of cross infection: ‘If I have someone in an ICU, that’s 
there for longer than a week. The kind of infection that I expect is a very 
resistant bug which puts me immediately in the class of carbapenems, as 
a result.’ (NN2).

(ii) Missing the link between laboratory results and start of treatment: 
Non-nursing participants suggested that nurses’ reluctance to take 
the initiative, poor organisational ability in documentation and filing, 
and poor communication skills, led to delays in them receiving timely 
information regarding important antibiograms. This then impacted 
critical adjustment of antimicrobial therapy: ‘Basically, to beg them (the 
nurse) to get the information. “Is anything back?” “Well I don’t know” ... 
and this and that... and you have to go and dig through the whole file to 
see if there’s anything new’ (NN7). A participant said: ‘You send off the 
specimen... you know it’s pointless if you are not going to look at the results’ 
(NN6). This was a source of frustration for both groups of participants 
who attributed delayed treatment changes to inadequate nurse training 
and disinterest. Participants said: ‘If I (the nurse) file this thing, I (the 
doctor) am only going to see it tomorrow morning... think... think… (what) 
ICU is about... think!’ (NN4); ‘Just punch them (the results) and put them 
in the file. So, it doesn’t always get looked at and then... some days down 
the line... you’ll look, and doctor will ask “has anything been cultured on 
this?’”… and only when you go and look there and you find... oh... this, this 
and that has been cultured… but no one has said anything about it’ (N3) 

(iii) Poor knowledge of antibiotics and their administration: Both 
nursing and non-nursing participants stated that nurses need to 
understand not only how to mix antimicrobial treatment correctly but 
also how to administer it effectively: ‘Obviously, each drug has its own 

mixing... you play an important role... if something has to be mixed with 
saline and it gets dex (dextrose) water… you know, it’s stuffed… it’s not 
going to work...’ (NN4); ‘But their (the nurses) role is to understand... 
that, I’m giving Meronem... What, and how it is reconstituted, how it is 
given?’ (NN4). Adherence to the correct timing was considered to be the 
most important part of administration of the antibiotic. A participant 
explained: ‘Making sure that the frequency... the dose interval is done 
correctly... And it is strict 8 hourly, 12 hourly or whatever. The prescribed 
time, that is very important in stewardship also because you can create 
resistance by not carrying out your frequency correctly’ (N2). Reference 
was also made by the participants to the administration of antibiotics by 
extended infusions. A participant said: ‘Certain antibiotics you have to 
give regularly, and certain ones you have to give over a prolonged period... 
so, the nurses’ function is to make sure that the correct antibiotic has 
been given, and it has been correctly given’ (NN5). A nursing participant 
suggested that piggy backing the antibiotic onto the IV-fluid line allowed 
the nurse to flush the line, to ensure that the complete dose of antibiotic 
was delivered to the patient, but she said: ‘I don’t know why people give 
it as the whole individual line. But they do... a lot. I often find that with... 
especially the ICU patients that I’m looking after... then I’ll come and there 
will be another IV medication line when actually there’s a fluid, and you 
can just piggyback... like piggy back your little antibiotic on your add-a-
line and it’s done the job in the same amount of time and you can even 
actually fill... refill your line with some of the fluid from your maintenance 
and run it’ (N4). The lack of a pharmacist presence in the AMS 
programme had been identified by the nursing participants as being 
a problem; however, it was not reported that it was common practice 
to phone pharmacy for clarity on prescribed orders, or advice on the 
correct administration of treatment: ‘…we’re lacking in certain areas. 
Like, for example the pharmacy input... the pharmacists’ input...’ (N7).

(iv) Strategies to support nurse knowledge: Participants suggested 
that the development of the nurses’ role in AMS, regarding supporting 
knowledge, could be facilitated by allowing opportunities for learning; 
teaching bedside nurses the importance their role in AMS and 
encouraging bedside nurses to take responsibility for self-growth (self-
development) (Table 3).

Inexperienced nurses
Both nursing and non-nursing participants expressed concern about 
the shortage of ICU trained nurses in SA and the lack of ICU 
experienced nurses, resulting in the unit being mainly staffed with 
generalist nurses and non-registered nurses. The lack of skilled nurses 
was felt to impact on the general functioning of the ICU, and on 
senior-to-junior nurse guidance in the AMS programme. 

(i) Shortage of ICU nurses: A nursing participant was concerned 
about employing nurses who are not competent to nurse critically ill 
patients: ‘And I understand, and I know that there is a shortage of (ICU 
trained) nursing staff in the... countrywide, worldwide, it is a shortage. 
But, you know, you’re left in such a tight spot or a difficult situation 
when you just employ a body’ (N7). A non-nursing participant reported 
that the lack of trained ICU nurses impacted on doctor expectations 
of nursing staff: ‘I don’t even know how many of these nurses, that I 
work with in ICU, are actually properly ICU trained? So therefore, I 
suppose, my expectation is not particularly high... I don’t expect very 
much’ (NN6).

(ii) Lack of experienced nurses: Participants were concerned about 
the lack of skilled nursing staff in the unit. Participants explained: ‘I 
think that the problems in the private sector... and I don’t know what 
it’s like in the province... Certainly in the private sector, we have a lot of 
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inexperienced nurses’ (NN6); ‘We are using a lot more staff that don’t 
have the correct level of experience to be in an ICU. It’s just a sign of the 
times’ (N2). Non-nursing participants were concerned that the use of 
non-registered nurses in the ICU meant that their patients would not 
receive adequate care, as these nurses did not have the capability to 
participate in AMS: ‘Can’t just assume an enrolled nurse will know what 
an MC&S is... How are they going to know about a MC&S and bugs and 
antibiotics and stuff? I mean... it’s ridiculous’ (NN7).  

The participants went on further to say that placement in an acute 
care unit such as ICU without the necessary training and skills may 
affect nurse attitude. A participant said: ‘I can see them in ICU... I can see 
those that are there, and want to be there, and want to do the best for the 
patients... and I can see those who don’t... and we have got lots of those...’ 
(NN4).

(iii) Inadequate nursing staffing to provide in-service training: 
Nursing participants said that the unit was often too busy to provide 
in-service training on AMR and AMS, and that nurses as a result often 
did not have the opportunity to learn necessary skills. A participant 
explained: ‘You try and do it while everybody is on duty and then the 
phone is ringing and doctors are coming and the patient’s unstable, ... so it 
is difficult to get them all together’ (N1).

(iv) Strategies to address the lack of experienced nurses: The 
participants suggested strategies to address the barrier of inexperienced 
nurses, and these included: to continue to employ ICU trained nurses 
and to identify ICU trained nurses working in this ICU in order to 
facilitate communication between members of the AMS team. No 
recommendations were suggested by either the nursing or non-nursing 
participants to facilitate in-service training in AMS (Table 3).

Discussion
The successful implementation of a new AMS programme within 
a hospital requires ‘buy-in’ from doctors, and is more likely to be 
achieved if they are involved in the AMS programme from the start.[16] 
Many ICUs in the private healthcare sector in SA are not managed by 
intensivists but by independent specialists with autonomous practice, 
resulting in what is known as ‘open units’.[17] The dynamics of an ‘open 
unit’ are that doctors are generally not based within the ICU itself but 
in ‘rooms’ within the hospital, and multidisciplinary ‘ward’ rounds 
in ICUs with discussions regarding shared patient treatment are not 
common practice.[18] Regular formal meetings are essential to provide 
an opportunity for the pharmacist [16] and microbiologist to meet with 
the doctors and participate in decision-making regarding the general 
management of antibiotics within the ICU, use of generic antimicrobial 
medicines, optimal management of resistant pathogens of individual 
patients, and for audit feedback. Importantly, this also allows the ICU 
unit manager, ICU shift nurses, and the IPC nurse specialist a platform 
to discuss concerns regarding antibiotic choices, ongoing management 
of infection control within the unit, optimal nurse/patient allocations, 
and forward planning for in-service AMS teaching for nurses in the ICU.[5,7,19] 

Both nursing and non-nursing participants in the current study felt 
that there was a need for diplomacy in interactions between nurses and 
doctors, and that including nurses in AMS interventions would assist in 
encouraging the bedside nurse to take an interest in the AMS initiative. 
No recommendations were made by participants to improve doctor and 
pharmacist participation within the AMS program.

The responsibilities of the ICU nurse within an AMS programme 
are organisation of the programme itself in accordance with evidence-
based AMS principles, advocacy of patient care with respect to optimal 
antimicrobial therapy, timely identification of changes in the patient’s 

clinical condition, and communication of any changes to other members 
of the AMS team.[11] This is almost impossible if nursing staff are unable to 
fully comprehend the consequences of AMR, or cannot fully participate 
in AMS strategies. Improving nurse awareness of antimicrobial use and 
the impact of antibiotic therapy on infection outcomes contributes to 
the goals of AMS.[2] Participants’ concerns in the current study regarding 
basic safety measures such as handwashing suggest that nurses within 
the unit are either not aware of the consequences of non-compliance 
with best practice,[20] or are aware, but too busy or possibly even 
unwilling to follow IPC guidelines. This should not be overlooked, 
as hand hygiene is globally recognised as the foundation of universal 
standard IPC precautions.[21] Not understanding, or missing important 
laboratory information can lead to adverse events.[22] If the bedside 
nurse does not have the competence to recognise a newly identified 
pathogen in microbiology laboratory reports, and does not understand 
the significance of this with regard to the management of the ill patient, 
this may not be brought to the doctor’s attention. Similarly, should the 
nurse not understand the challenges of antimicrobial resistance, or 
know and understand current antimicrobial guidelines, the significance 
of a particular prescription may be missed. This raises concerns about 
medication safety[23] and the correct administration of antimicrobial 
medicines.[24] Nursing leadership, both in the specialist role of the nurse 
manager and in the senior-junior bedside nurse relationship, is vitally 
important in ensuring an environment that allows opportunities for 
learning,[25] both to support the development of the ICU nurse’s role 
within AMS and for the development of general nursing knowledge and 
skills. Participants in the current study suggest that the bedside nurse 
needs to be made aware of the importance of the AMS role, and that it 
is important to cultivate and support nursing interest and commitment 
to AMS. 

High bed occupancy and patient turnover in the private healthcare 
sector, exacerbated by the shortage of appropriately trained nursing 
workforce,[17] has created an almost untenable nurse workload.[18,25] The 
practice of using generalist nurses in ICUs in the private healthcare 
sector has become commonplace in SA,[17] as has the use of non-
professional nurses to care for patients with lower acuity scoring in the 
ICU.[26] Providing ‘on the job’ training becomes even more important 
when inexperienced and untrained nurses are used to care for patients 
in ICU. Time constraints within a busy unit affect additional duties 
such as AMS;[2] therefore ensuring adequate staffing is crucial to 
provide for the provision of in-service training in such programmes. 
The global literature clearly documents the link of sub-optimal staffing 
with increased morbidity and mortality from infection,[27,28] and should 
be acknowledged by hospital and nursing management as a major 
contributing factor to hospital-acquired infections and microbial 
resistance.[29] Allowing opportunities for in-service education shows 
a willingness to invest in nursing resources,[2] and underscores the 
message that the institution wishes to deliver with regard to controlling 
AMR in the ICU. The provision of on-going training supports the 
principles of professional nursing practice where it is expected that 
requisite knowledge, skills and competencies are maintained by an 
individual, and supported by the healthcare organisation.[30] 

Recommendations
It is essential that hospital and nursing management ensure that sufficient 
numbers of appropriately trained nursing staff are placed in specialised 
acute care areas such as the ICU in order to provide supervision 
and guidance to generalist and enrolled nurses, with regard to both 
general nursing care and AMS concepts and duties. Allocation of nurses 
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to individual patients within the ICU should be carried out with 
consideration to matching nurse competencies to patient acuity and needs. 
Every provision should be made by hospital and nursing management to 
provide an environment which ensures nurse education and patient 
safety. Research needs to be carried out into ICU nurse attitudes and 
performance in order identify appropriate training for personal skills such 
as organisational and communicative ‘soft’ skills. Healthcare professionals 
of all disciplines should have exposure to interdisciplinary AMR and AMS 
education at various stages of undergraduate education to promote respect 
and collegiality and improve collaborative efforts.

Study limitations
This study was conducted in a single setting, namely a new private 
hospital; thus these findings are contextual and specific to the setting. 
Interviews were held during tea/lunch breaks resulting in participant 
concerns about needing to return to the unit. The researcher was 
known to all participants; however, this was found to facilitate ease of 
the interview, and participant contributions were perceived by JR to be 
honest opinions.

Conclusion
The successful implementation of an AMS programme requires the 
‘buy-in’ of all healthcare professionals. This is especially important in 
acute areas such as the ICU which faces unprecedented rates of AMR. 
Effective AMS requires knowledgeable bedside nurses who understand 
AMS goals and can support AMS strategies. Hospital management 
must ensure adequate staffing in ICUs to allow opportunities for 
nurse education, in order for bedside nurses to participate actively and 
effectively in AMS.
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