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Resear ch Highlights

Qualitative study of 30 hospital-based doctors’aeignces of using antibiotics

» Examines the dilemma of the immediate versus lengs risks of prescribing

* Theorises antibiotic use utilising Bourdieu’s nogaoffield, habitus andcapital

Argues that resistance is a principle of limitegh#icance in the hospital



Title: Cultures of resistance? A Bourdieusian analysisho$pital doctors’ antibiotic

prescribing

Abstract:

The prospect of an ‘antimicrobial perfect storm’ the coming decades through the
emergence and proliferation of multi-resistant argans has become an urgent public health
concern. With limited drug discovery solutions fgeable in the immediate future, and with
evidence that resistance can be ameliorated bynggatiion of prescribing, focus currently
centres on antibiotic use. In hospitals, this isfiest in the development of stewardship
programs that aim to alter doctors’ prescribing dwebur. Yet, in many clinical contexts,
doctors’ antibiotic prescribing continues to eluokest practice. In this paper, drawing on
qualitative interviews with 30 Australian hospitssed doctors in mid-2013, we draw on
Bourdieu’s theory of practice to illustrate thatbsoptimal’ antibiotic prescribing is a logical
choice within thehabitus of the social world of the hospital. That is, thies of the game
within thefield are heavily weighted in favour of the manageméimnmediate clinical risks,
reputation and concordance with peer practice «sa longer-term population
consequences. Antimicrobial resistance is thusimacipal of limited significance in the
hospital. We conclude that understanding the habifi the hospital and the logics
underpinning practice is a critical step toward eleping governance practices that can

respond to clinically ‘sub-optimal’ antibiotic use.

Keywords. Australia; qualitative interviews; antibiotics; pribing; infection control;

hospital medicine.
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Antibiotic resistance has been heralded as onbeokéy challenges for medicine in the'21
Century (Kumarasamy et al., 2010). The emergencesi$tant superbugs has created the
prospect of an ‘antimicrobial perfect storm’ in thext few decades (Gould, 2002). Major
resistant organisms are increasingly prominent ([&o2002; Theuretzbacher, 2012), and
antibiotic use remains poorly controlled (Bantamakt 2003; Cairns et al., 2013). Hospitals
retain control of the few antibiotics effective aga multi-resistant organisms and thus are
important sites for optimising prescribing (Cairred al., 2013). Control strategies
implemented within hospitals, including antimicrabstewardship programs, have largely
failed to significantly influence hospital-basedctirs’ prescribing behavior (Bjornsdottir &

Hansen, 2002; Cairns et al., 2013; Davey et a092Blulscher et al., 2010).

On any given day in Australia, approximately 40% hafspital in-patients will receive
antibiotics (Ingram et al., 2012) with up to 50%tleése deemed sub-optimal in current best
practice terms (Gottleib & Nimmo, 2011; Ingram ket 2012). Clinically optimal prescribing
in this context relates to appropriate choice dfbamtic, route of administration (IV or oral)
and duration. Sub-optimal antibiotic prescribinghit restricted to Australia, and has been
illustrated within hospital settings internatioyallCairns et al., 2013). It has also been
identified as a contributing factor in failure tontrol the development of antimicrobial
resistance (Bantar et al., 2003; Davey et al., 20@9 key issue has been doctors’
preparedness to engage with issues around theonslaipp between their practices and
antimicrobial resistance (Pulcini et al., 2011)spiée major concerns for the future potency
and availability of antibiotics, changing how dastgrescribe has been challenging if not

ineffectual in many clinical contexts (Charani bt 2013; Davey et al., 2009).



The limited social science research available mig that the social relations of medicine
are influential in shaping antibiotic prescribiregd. Lewis & Tully, 2009). This includes the

relationships between doctors in the form of noamd hierarchies (Britten, 2001; Charani et
al., 2013; Lewis & Tully, 2009; Hulscher et al.,120) as well as relations with patients and
their families (Stivers, 2005). Analysis thus fasHargely focused on primary care settings
(e.g. Britten et al., 2000; Butler et al., 2001 nrlksen & Hansen, 2004; Kumar et al., 2003;
Rollnick et al., 2001) with very limited understamgl of practices within hospitals. Here we

focus on doctors’ antibiotic decisions within a pidal and the social relations that generate

and perpetuate norms of practice.

Background:

The modern antibiotic era began with the discowdryenicillin by Alexander Fleming in
London in 1928, which lead to dramatic improvemeintsthe ability to treat common
infections. Widespread use of penicillin and otleetibiotics that were subsequently
developed led to the emergence of bacteria resigtaralmost all currently available
antibiotics (Boucher et al., 2013; Kumarasamy et2010). The antibiotic pipeline of drug
development is now extremely limited (Boucher et 2013), with only five new chemical
classes of antibiotics developed since 1970. Giliamted success in antimicrobial
development, efforts have focused on preservingattievity of the current antimicrobials
(Cairns et al., 2013). Thus far, programs havelmaided effects (Cairns et al., 2013), have
been differentially implemented across clinicaltisgs, and have lacked responsiveness to

the socio-cultural factors that shape behavioua(@hi et al., 2013; Hulscher et al., 2010).

Antibiotic usein global context



The challenges of managing antibiotic use and as®éd resistance are not restricted to
Australia, posing problems globally. The Europeanod’s (EU) European Surveillance of
Antimicrobial Consumption Network records data frim EU, illustrating that while 29% of
in-patients receive antibiotics, only 50% are cadeat with clinical guidelines (Zarb et al.
2011). The Centers for Disease Control and Prewenhias invested significantly in
monitoring in-patient antimicrobial use in US hdafs, including recent initiatives seeking to
promote systematic reporting of antimicrobial usel aoll-out national point prevalence
surveys of hospitalised patients (Fridkin, 2013)clsinitiatives emerge from concerning US
data illustrating high levels of inter and intrastiiutional variability in antibiotic use within

US hospitals (e.g. Gerber et al. 2013).

The situation in developing countries is even mam@blematic, with the unenviable dual
challenges of unregulated access to antibiotics arfdgh burden of infectious diseases
(Nguyen et al. 2013). This has led to high ratesnafti-resistant organisms, which in turn
stimulates the over-prescription of broad spectramimicrobials. In India, the Chennai
declaration of 2012 outlined a commitment acrosdioa sectors to the implementation of a
plan to control use of antibiotics in India. Theteax to which practice change has been
enacted even in major metropolitan areas is un¢kss Kumarasamy et al. 2010). A recent
study shed light on the South American situatioanexing prescribing in Latin American
Intensive Care Units, finding widespread use oflih@adest spectrum antimicrobial group,
carbapenem, despite lack of clinical need (Cur2fii,1). Recent work in Brazil has showed
improvements resulting from enhanced infectiougakgs input in Brazilian hospitals in but

also ongoing inappropriate use and overuse (Kawaegah. 2011).



Globally, antibiotic use in hospitals remains pgonrtgulated and resistant organisms are
proliferating. There are important social and pssfenal factors which limit the capacity of

health services and providers to regulate and shiggseribing practices

Antibiotic prescribing asa social problem

As illustrated by social scientists previously, ibigtic use can be inflected by patient
expectations for care (Lewis & Tully, 2009; Stivers, 2005; g et al., 2003). In non-
hospital settings, antibiotic use has been showretdeeply embedded in doctor-patient talk
within medical consultations, including being shépey the use of power/capital and
performances of medical expertise. For exampléhéir study Heritage and Stiver’'s (1999)
illustrate how online commentary (i.e. ‘talk’ dugimedical examinations) is used in primary
care to prepare patients for ‘no problem’ diagn@sasto minimise the potential for the need
to prescribe antibiotics. That is, antibiotic demns should be viewed as relational and
negotiated, and tied to patient expectations as agelhe lay-expert dynamics that influence

these.

Another key social dynamic of relevance here ig tfaantibiotic decisions as articulating
professional cultures and hierarchies witand between medical specialties. There has been
some (albeit limited) social science work illusimgtthe continued localisation of prescribing
practices despite attempts to systematise medicak.wExamples include the role of
etiquette, fraternalism and relational pressuranitecting antibiotic prescribing practice
(Bjornsdéttir & Hansen, 2002; Charani et al., 20L8wis & Tully, 2009; see also Britten,
2001). Charani et al. (2013) recently identifietiquette as inflecting decisions about
antibiotic use within NHS hospitals, indicating thmofessional cultures strongly influence

doctors’ behaviour. While promising, existing wofkcused largely on primary care (e.g.



Butler et al., 2001; Henriksen & Hansen, 2004; Webdl., 2013), and requires extension to
capture questions of power, the role and produabiosocial capital, and deeper aspects of
medical identity work. There is a need for a catiexamination of shifting risk profiles in

the context of a surge in concern around antimiatalesistance. To achieve this we utilise

Bourdieu’s theory of practice.

A theory of (prescribing) practice

Bourdieu’s theoretical ideas have been applied wide a range of health-related contexts
(e.g. Ahmed & Jones, 2008; Brown et al., 2008).eHese utilise Bourdieu’s theory of
practice (1990; 1998) for conceptualising the dtriesagency dialectic as evident in a group
of Australian doctors’ accounts of antibiotic pneéising. Specifically, the interrelated
concepts ofield, habitus andcapital, to make sense of the disjunction between theeasing

threat of resistance and clinically sub-optimalctices.

For Bourdieu, a society contains mdigtds (Bourdieu, 1990); examples include medicine,
healthcare, education and the state. Within eatth, finstitutions, structures and activities are
underpinned by a discernible set of logics and dyoa (Bourdieu, 1998; Bourdieu &
Wacquant, 1992). In the context of antibiotic prdsng, the fieldincludes such things as:
hospital-specific, state-wide and national policg®cedural directives and education around
optimising prescribing practices; the knowledge arpertise of a range of social actors; and,
the organisational structures and hierarchiesaoelithin the hospital. Bourdieu analogises
that each field contains a distinct type of sogamne (1990). For each doctor (or ‘player’ in
Bourdieu’s terms) working in the hospital, theabitus is the production and reproduction of
processes of socialisation within various spacgsowfer; their ‘feel for the game’ (Bourdieu,

1990; Samuelsen & Steffen, 2004). Habitus - comrily shaping and shaped by everyday



practices - is a set of dispositions which a soaeior acquires through processes of
socialisation, providing a mechanism for highliglgtithe generative principles of action or
practice (Bourdieu, 1990; Bourdieu & Wacquant, 1992abitus is both an individual
embodied reality and an organising principle, desog the ways by which the external
(social) is internalised resulting in collective tieans of thinking and doing, without
necessarily rational or conscious reasoning (Bewrdi Wacquant, 1992). Within a field, the
rules of the game tend to be experienced as takegrinted, with the historical struggles by
which such norms were established forgotten (Beurdl990; Bourdieu & Wacquant, 1992).
Bourdieu refers to this akxa or ‘what goes without saying’. For each social actoe, ‘feel
for the game’ invokes and requires distinct slaltgl resources, where ‘playing by the rules’
affords beneficial outcomes (Bourdieu & Wacqua®92). As we will illustrate here, this is

shown in these doctors’ therapeutic choices.

Habitus is inflected by forms afpital (Bourdieu, 1990) with social capital providing mos
pertinence here. Capital refers to the range aurees acquired and displayed by a social
actor, through, for example, networks, recognitiamformation, style and educational
credentials (Bourdieu & Wacquant, 1992). Within teene, players harbor varying levels of
capital, as social actors cannot all access afideutesources to the equal extents (Bourdieu,
1990). The concept of capital thus elicits notiafisgelative advantage and pow&wocial
capital, as associated with status, professionalioaships, experience and reputation within
the hospital, can be viewed as multifaceted andilengled, with varying extents of social
capital also accrued and displayed according tegomality, biography, and knowledge and

understanding of antibiotic prescribing.



Here we utilise Bourdieu’s notions of field, halsitand capital to help make sense of medical
cultures of prescribing, situating doctors’ praeticand social positions within the structures
of power and resources of the hospital. Such atysisaenables, following Brown et al.
(2008:1049), an account of the moral and stratetaaces (‘prise de position’) that actors
may assume, which permit certain forms of impravegawhile inhibiting or disallowing
others. By utilising Bourdieu’s theory of practioee are able to situate antibiotic prescribing
as within a person’s habitus, the ‘sense of onééegd (Bourdieu, 1984), and as largely

unconscious and habitual practice governed by fais®cial interaction and social capital.

Methods:

We employed a qualitative inductive approach, usiegi-structured interviews in order to
investigate the experiences of doctors who presauttibiotics at a hospital in Queensland,
Australia. Once ethics approval was granted (#20QGR9) the study was advertised
throughout the hospital, with each department heakled to forward a participation
information statement to doctors within their deépent. To ensure maximum variation,
from the 50 doctors who responded, we selected o3%rovide representation across
specialty, seniority and gender. Of the 35 whoiahit offered to participate, five later
withdrew due to scheduling constraints, with alt@fa30 interviewed interviews in May
2013. The interviews each lasted between 30-60 tesnand were recorded and fully
transcribed. The interviews continued until dattursdion was reached. Participants were
interviewed from the following departments: emeigemedicine (3), general medicine (4),
geriatrics (3), intensive care (2), obstetrics ggdecology (3), oncology (2), orthopedics (2),
pediatrics (1), renal Medicine (2), sexual health 6urgery (2), urology (1) and infectious
diseases (4). A range of doctors according to siyiwere included: house officers (n=4),

registrars (7), advanced trainees (2), consultstafé/specialists (11) and consultants/senior



staff specialists (5). In total, 9 females and 2dlas were interviewed, reflecting the overall
ratio of female-to-male doctors within the hospitdl 1:2.5. During the interviews, we
focused on their everyday sensitivity towards tasise and the self-reported individual and

interpersonal factors influencing antibiotic deasisimaking.

Data analysis

The methodology for this project sits within théeirpretive traditions in sociology. The aim
was to achieve a detailed understanding of theingrgositions adhered to, and to locate
these within a spectrum of broader underlying ligliagendas and life experiences. The
approach to data collection was developmentalhat knowledge generated in the early
interviews was challenged, compared with, and hupibn by experiences and knowledge
gained during the course of the fieldwork. Thisraagh provided an opportunity to establish
initial themes and then search for deviant or negatases, complicating our observations
and retaining the complexity of the data. We apghned the analysis by conducting an initial
thematic analysis, writing notes and discussingsdeithin the research team. Within this
process, we continually sought to retain the rissnef the respondents’ experiences,
documenting atypical cases, conflicts, and conttamhs within the data. Once we had
identified a theme, we would search through therinéws for other related comments,
employing constant comparison to develop or compdichese themes further. This process
helped ensure that events initially viewed as wteel could be grouped together as their
interconnectedness became apparent. The finalistgved revisiting the literature and
seeking out conceptual tools that could be empldgechake sense of the patterns that had

emerged from the data.

Results:



Everyday sensitivity toward resistance
While the focus of the interviews was on antibiopicescribing practice and the use of
judgment, we began each interview with explicicdssion of questions of resistance and the
wider population issues confronting antibioticseTbcus was on exploring the participants’
accounts of concern around antimicrobial resistanoeveryday clinical work. There were
mixed perspectives on the important of resistanug iés relevance to everyday clinical
decisions:
Yeah, well it's definitely something that you catesi, considering MRSA is so strongly
talked about in the hospital. And in terms of regise, our consultants and most of our
bosses are usually not wanting us to prescribéiatits without considering what they're for,
and the potential for resistance, and what expsghiepatient's had before that might have...
So, it is a consideration that you normally takeswlyou are admitting a patient, or thinking
about prescribing an antibiotic. [Non-consultarmc@ogy, Female]
Another respondent:
We're seeing it aren’t we? You know, we're seeirf@B/ we're seeing MRSA, we are seeing
these things, and we're seeing them more and ménel we're seeing them in the
community, coming in fresh without having beenha hospital before. And if you know that
your antibiotic prescribing patterns potentiallfeat that, and all the pain that goes with it.
Like my Unit’s closed again at the moment, becaasraeone came over from [location] with
VRE...now | can't take anyone into my new unit untié clear it. [Consultant, Geriatrics,
Female]

It was evident in the interviews that the discussibresistance and its importance was often
talked about as “something we should be aware o#iso“there in the background”. There
was a consistent sense of resistance awarenessralynand professionally important, but
not necessary practical. That is, the majority easgged that, relative to other day-to-day

clinical considerations, antibiotic resistance wibmited concern at the bedside:



You've got to remember, just in terms of the degreéear in the medical community... we
see a lot of these multi-resistant organisms fhgaéiround, we know that they're bad and we
realise that they have major implications for what options are to treat people and what
they will be in the future. But, in fact, thereilé immediacy in the negative impact at an
individual patient level. If we think about MRSAell; we’'ve got drugs, we treat MRSA, it's
harder, you know, so it's there, but it's not agriediate as someone bleeding to death in
front of you. [Consultant, Paediatrics, Male]

Another respondent:

I: How sensitive do you feel people are to the tjaes around resistance?

Oh, I don't think trainees are, at all...they're momorried about someone having an
infection, they’'re more worried about the immediatimical problem... | think as you get
older, you tend to think more around a problem ymarealise that a lot of things were better
without you doing anything. What do they say? “Mo is the art of keeping patients
amused while nature heals the problem.” [Non-cdasatil Obstetrics and Gynaecology,
Male]

Another respondent:

| think everyone knows [resistance] is happeningl hguess on a broad level everyone’s
aware of it. But when they're faced with an indivédl patient | suppose they're going to go
on their clinical judgement. And | guess if theelfehat a patient needs broad spectrum
treatment...they’re going to do that whether thakie tight thing, in terms of resistance
patterns or not. | think there’s a lot of awarenek# at a higher [management] level. But
when it comes to individual patients | think someds it is down the list | guess of
considerations... [Consultant, Oncology, Female]

As shown above, and in the other participants’ aotsy the question of resistance, while
theoretically important, was of limited concern-aiwis other day-to-day issues. “Down the
list of considerations”, as the above participaticalated it, we were interested in delving

into the norms and values that underpinned suchegiions of relativemportance. As the



interviews continued, their accounts of the comipilex of antibiotic prescribing practice and

judgments about infection provided important insigito the role of risk in driving practice.

Risk, fear and uncertainty
A key topic within the interviews was the partiapsl day-to-day antibiotic prescribing
decisions including when to initiate antibioticdhat type to use and the question of duration
(all key sites of uncertainty). Largely they focdsen whether to initiate and choice of
antibiotic, particularly narrow versus broad spegtr options. Specifically, how they
balanced the plethora of risks evident in the cdndé potential or actual infection. Despite
the variety of specialties, sense of risk was qeotesistent across the participants:
| probably tend to over treat rather than undeattre
I: And why is that?
Oh, fear of relapse and uncertainty that they'rengdo get better. And actually lack of
evidence-based knowledge in myself... Safety foisusot making a mistake, not missing
something, where a patient has a bad outcome...ragepbing is more of [a broader] issue.
[Consultant, Paediatrics, Male]
Another respondent:
And | would err on the side of over-treating. Im@t words more extended spectrum, rather
than undertreating in the first instance. That delgea little bit on the condition that you're
treating, but in general terms. [Consultant, Redpry Medicine, Male]
Another respondent:
And most of the time [in delirium] you feel like ywe in a situation where you probably
can't afford not to treat them, because it [infetimight be contributing to their delirium.

And you know, these are people that can't tell ydhat their symptoms are. It's just an



unholy mess in terms of symptoms... And sometimeeethgay or may not be an infective
component in that... On the whole, | tend to errtba side of giving them antibiotics.
[Consultant, Geriatrics, Female]
Overtreatment - utilising broad spectrum, presogbprophylactic antibiotics, or beginning
antibiotics without a clear rationale - was vievasdsituated within a sense of risk that over-
treatment was more favourable than the potentialaftverse patient outcomes. In many
respects this was about peer perspective and temahrisk. Specifically, the balance
between being criticised for being too conservatwersus being too careless. The
participants talked about balancing the combins#sriof being “arrogant” and “careless”
versus being perceived as “weak” and unwilling tmake difficult decisions” for the greater
good:
I'm aware that | don’'t want to be criticised forirge either a cowboy or too cautious [in
prescribing]. So, | want to do what is recognisedtle standard of care. [Consultant,
Emergency Medicine, Male]
Another respondent:
I think there's a couple [of risks]. First of alihink it's, lack of experience plays a big role in
it. So you find junior docs you know, in a handowssrning, you know “this guy had a temp
of 38, so | gave him pip tazo.” [I say] “What wereu treating?” [He says] “I am not sure but
he had a temp of 38.” You know? So, there's afhihexperience... sometimes there's a fear
of being ostracised you know, “the guy had a tempee and you didn't give antibiotics?
Like, what the hell are you thinking man!”... [Contuit, Geriatrics, Male]
The stated fears of “missing something” and “faflorom not prescribing heavily
outweighed the potential embarrassment of unneglgspeescribing. It was suggested that
as they became more senior, their sense of risfedlsomewnhat (i.e. reputational risk versus

risk of adverse patient outcomes). That is, theosedoctors were more comfortable taking



on additional immediate risk whereas the junior tdc were focused more on ultra
conservative practice in order to avoid fallout &ethg censured by consultants:
| don’t want to prescribe the wrong thing and ldbk stupid, and | don’t want to prescribe
something that might have bad interactions and |dakgerous...every decision being
plagued with this possibility that you're being danous...we err between kind of passive
stupidity and dangerous. Passive and stupid whenew®t making any decisions and
dangerous when we do... [Non-consultant, SurgeryeMal
Another respondent:
I think they [junior doctors] realise and know tliaey’ll get into trouble if they don't treat
community-acquired pneumonia appropriately on thyhtn.if you're not sure, you should
ask. But they feel that they should know the ddfere, and they don't ask...| mean, you can'’t
ask about every decision that you make, and yoe I@awecide when to ask. And they save
up the asks for the really big things. [Consult&gspiratory Medicine, Male]
Another respondent:
People are now like, you know “you’re not alloweddie on my shift. So I'm going to do
everything that | can, you know I'm going to do mytleing, just give you antibiotics or
whatever you need, so that at eight in the morsimgeone else can make that decision.”
[Consultant, Geriatrics, Male]
What was evident in the interviews was the powempeér perception and the focus on
minimising peer perception of immediate risk takiAgculture of learning to be independent
and the perceived (lack of) importance of antilsialecisions shaped their willingness to
optimise prescribing in clinical terms by consujtimore senior doctors. The disjunction
between junior doctors’ decisions and experienegsus those of the consultants was evident
in the senior doctor’s greater tolerance of risk:
As a general rule, | try to encourage practice sm@&ncourage as narrow a spectrum as

possible, within the bounds of understanding thmtdometimes going to get it wrong with

narrow prescribing. [Consultant, Emergency MedicMale]



While an ability to tolerate immediate (patiengkriin the context of antibiotic prescribing
was emphasised by the senior doctors, the hieaichbspital system (discussed in more
depth below) reduced the capacity for consultationissues not perceived to be core
business, thus encouraging conservative (and st prescribing behaviour amongst
juniors. Despite the good intentions from consu#faactual consulting etiquette and learning

on the ward meant that antibiotic prescribing waisservative.

Time, pressure and uncertainty
A key organisational and intra-professional fa¢édked about as shaping antibiotic decisions
was time and the pressure on the ward. That issetwative practices were talked about as
being situated within the day-to-day (differentdteapacity of doctors at different levels
within the medical hierarchy to reflect on, ratibe@ or be educated on appropriate antibiotic
choices:
It [antibiotic choice] depends on the time of dhgttyou're admitting the patient, and on a lot
of other factors, whether you can ask your advam@edee or your boss...sometimes you're
busy... you've kind of heard half of the story, awd yaven't fully done everything yourself,
and it sounds like a good going infection.... [so ywascribe] [Non-consultant, Oncology,
Female]
Another respondent:
[Juniors] feel they want to cover themselves intaason where they might not have much
time, | mean, might not be able to ask for advicéha time. [Consultant, Renal Physician,
Male]
Another respondent:
...the ward rounds are extremely rapid, they'rerdmea flash, you don’t even have time to

look at the medication charts... [and] the juniote§ to try and manage ...their fluid, their



electrolytes, their antibiotics, their DVT prophyis, and any other complications...

[Consultant, Renal Physician, Male]
While clinical uncertainty and sense of the premaness surrounding the nature and
seriousness of infections encouraged conservate@sidns, there were also important
practical role-based issues that pushed juniord émmetimes senior doctors) toward over-
prescribing or over use of broad spectrum optidkilst the consultants were viewed as
having more time and capital - and able to contateplWwhat constitutes appropriate
prescribing within any given scenario - juniors e@ot often afforded such benefits, limiting
their capacity to effectively assess risk and dgved balanced clinical judgement about
short-term versus long-term costs. Such limitsiore twere viewed as intermingling with the

enactment of medical benevolence, which we exletew.

Benevolence and the emotional prerogative

The practice and rhetoric of benevolence operatexsa all spheres of medicine and is a core
assumptive basis of medical work. It is also a quag ofhabitus as seen in these doctors’
accounts of their prescribing practices. Benevaéanepractice interplays subtly with
perceptions of risk and inflects decision makingthe context of antibiotics. It articulates
professional identity but also ascribes a certala and set of expectations. Doctors express
it as part of their professional role and idensiteend their patients and families expect it as
part of their care. A key issue here is what theciice and performance of benevoledoes

in the context of antibiotic prescribing. It is@re principal of action in the hospital, and thus,
it remains a key ‘principle of the game’. Benevalerwas most evident in the participants’
accounts of their relationships with their patiestsl their emotional responsibility to provide
all immmediate therapeutic options regardless ofewpbpulation consequences:

| think that probably one of the most powerful ughces [on prescribing], is that doctor-

patient relationship, and that feeling of benevoterand of course the, your relationship with



your patient is much stronger than your relatiopstith the hospital inpatient population and
the microbial ether that we live in, you know? ...\@ucertainly got a much stronger
emotional bond, don’t you, with that patient? ...¢fluythink about it it's ah, on an emotional
or sort of a primal sense, it's my relationshiphwity patient, how well my patient goes, how
my patient interacts with me, what they think of inguppose, is critically important. And
that's where it's hard to not prescribe antibigtighere it takes effort. It takes a lot of effort
not to prescribe an antibiotic when someone's gskarn it. So there is also a patient
expectation, a relative expectation...and a patieokihg at you, and saying “why aren'’t |
better?”...1 probably tend to over treat rather thader treat. [Consultant, Paediatrics, Male]
Benevolence was performed and expected, and therdal ether”, was viewed as
relatively insignificant by comparison. The refli@et capacity of the participants regarding
the inter-subjective rules which governed their usfe antibiotic use was revealing.
Particularly the collective desire for feeling likKsomething has been done”, as one
participant stated, and the relational pressune fpatients and families of not “going home
empty handed”:
It's often more difficult to discharge a family Wwiut antibiotics than with antibiotics. So
there is a lot more explanation required, and thatslates to time in a busy Emergency
Department. They come in with their kid who's gosraffle; a fraction of a fever, they're
probably wanting Amoxil to go home with. So it wilke me more time to explain that they
don’t need that Amoxil... [Consultant, Emergency Meag, Male]
Another respondent:
[The] purpose in giving antibiotics sometimes ikéep the family happy... one of the worst
things, is to try and stop antibiotics on peopleovaine palliative. Really difficult. Family will
let you stop virtually any other drug, but stoppamgibiotics on a patient who they agree is
dying is very, can cause very negative feelingsiwia family... So that's not prescribed for

the patient, or for killing the germs, it's presed to alleviate the bad feelings for the family.



And if it's a cheap drug, and they look like they'going to survive 24 hours, then | would
probably do it, continue the antibiotics. [Non-colignt, General Medicine, Male]
Families introduced an additional variable on tbpatient expectations for “something to be
done” and the pressure to perform the benevoldatkewis & Tully, 2009). The capacity to
watch and wait was lessoned. The lack of clarityuabhe nature of the infection thereby was
perceived to lead to the necessity of broad specprescribing in order to cover a range of
unknown options:
| think it's easy to prescribe antibiotics, and i€asy to, and a broad spectrum antibiotic is far
more, requires less thought, you feel a bit morafodable that you've covered all the bases.
Because inevitably when you narrow the spectruereth always a chance that, there is a risk
that you have a particular organism that's redistanthat, that you're not covering it.
[Consultant, Paediatrics, Male]
A related issue was the extent to which choicentibaotics (i.e. questions of resistance, cost,
wastage, for example) was actually a core or pergdhissue. While a minority of the
participants considered it a core issue, for magipiotics hardly registered as significant:
No [antibiotics] it's a peripheral thing. | think tbe honest, it's a peripheral thing. You don’t
go read up, | don't memorise antibiotic guidelined.don’t bother reading up what’'s new in
the last twelve months. Only when patients havergiks do you ever pull out antibiotic
guidelines... [Consultant, Renal, Male]
Another respondent:
[My concern is] someone who's going to die in tlextnhour, or someone who's bleeding to
death, or someone who's had a major pulmonary emb&o antibiotic prescribing | think
isn’t viewed in the same light...we worry about tlpatient, and we don’'t have the big
picture, so we don’t worry as much about what's gesging in the community, about
resistance patterns, about community-wide use aibiatics... [Consultant, Respiratory

Medicine, Male]



These accounts link in with benevolence and thérakty of theres ipsa loquitur (i.e. the
thing speaks for itself) in medical work more brlyadlhat is, immediate physiological
improvement translating to good medicine. But #oafeflects the view within the hospital
that over-using antibiotics present fewer risks.(cost blow-out, side-effects for patients,
resistance) than potential limiting use. Benevodenie turn, dovetailed with the participants’

accounts with peer-related practice.

Habitus and the internalisation of peer practice norms

In addition to the aforementioned influences ok r@d uncertainty, and time, patient and

family pressures, the interviews illustrated theariance of peer-driven practice. Of note

were their accounts of the socialisation of présieg, with social capital talked about being

accumulated through learning the norms and routthése hospital (becoming ‘competent’):
Oh I think [antibiotics prescribing is] peer-reldtpractice, it's habit, and you learn from your
peers, and presume there's a leadership issue@ubltehaviours are heavily influenced by
what we see, and people do around us, and by rtbeklling [of] others. So that I think is
the probably the major issue...How we see our standiith our peers is very important to
us. And so being seen as a good clinician is Wapprtant. So my patient’'s not doing badly,
that's one thing that's very important...practisimgn evidence based sense, that hasn’t come
through culturally. [Consultant, Paediatrics, Male]
Another respondent:
So, | think the people who would do a third or thudegree [vaginal] tear while that
consultant was on duty would undertake antibiotespribing according to [that consultant’s]
practice. And then if you were [seeing a patientis@e of that consultant's duty day then
you would do whatever that [other] consultant ndlyndoes. [Non-consultant, Obstetrics and
Gynecology, Female]

Another respondent:



P: Even though, like if you go to the guidelinesrtis sort of multiple different [antibiotics]
and a range of doses. But you know, if you wenhwitdose that they don’t usually use on
orthopaedics, then people would be looking at yétile bit strange.

I: Where do those conventions kind of come from?

P: 1 have no idea! Yeah, they just seem to be dseslthat everyone uses. There seem to be
conventions and doses and things which everyormassée know from somewhere. | don't
know, I'm assuming that someone's checked thermme oint! [laughs] [Non-consultant,
Orthopaedics, Male]

As described above, antibiotic choice and presugilpractice are heavily influenced by their
habitus, with social capital able to be gaineddsrhing the rules of the game. In this sense
habitual antibiotic use and peer-related practiterplay to mediate choices within everyday
clinical work. These accounts also resonate withrBeu’s notion ofdoxa where their feel
for the game (in this case prescribing behavior)often taken-for-granted or below
consciousness. What this points to is how preswildecisions are governed including
recognition of how ‘the way others do it are regwoed and internalised by doctors. Such
dynamics also resonate with notions of fraterndigation (Freidson, 1988) where doctors
may perform etiquette to their peers through andabgpting similar decision-making
strategies, irrespective of individual preferenceopinion (see also Bjornsdottir & Hansen,

2002).

Hierarchies and the localisation of antibiotic prescribing

Organisational and professional cultures have b&®wn to heavily shape prescribing
behavior as well as medical work more broadly himinterviews the participants emphasised
the co-mingling of localised hierarchy and clini@ltonomy. That is, the dual process of

cultural resistance tehallenging prescribing (up the hierarchy) and a pressure to make



independent antibiotic choices (down the hierarchy). The hierarchy was viewegrasiucing

a culture of guesswork and ultimately conservapirescribing:
So I've kind of been institutionalised in a wayttlhau have your tiers, you know that's the
set-up, sort of like being in an army | guess. Yewot your bosses and then you move your
way down the ladder to keep organised troops [laudbo | think they think it's educational
that the residents should make the calls [abolbiatits], or be involved at that level. But in
actual fact it's not. It would be educational ieth[consultants] told the resident what they
wanted, but half the time [residents are] just gimgs [Non-consultant, Infectious Diseases,
Female]
Another respondent:
In terms of challenging them [consultants], asragudoctor you're also not so confident with
your own knowledge, and you have to look a lothofhds up. So having the confidence in
my own knowledge, to kind of say something to someewho is more senior than me - |
probably wouldn’t, unless | thought that - unledséw, or thought that it would negatively
impact the patient, or something like that. [Nomswaltant, Oncology, Female]

As shown in the excerpts above, hierarchies dichape antibiotic prescribing simplistically
by merely imposing idiosyncratic practices down kherarchy. Rather, practice and choice
were influenced by the strength of capital with sfi@ing and consulting not necessarily
actively supported. The idea of learning to docfoe. learning to make autonomous
decisions) and the medical rite of passage (i.anleg to cope with pressured/difficult
situations) were talked about as shaping the ldakapacity to consult regarding antibiotic
prescribing. Moreover, certain units preferred gpecombinations or options and the idea
of contesting existing practices (even from thespective of senior consultants) was
unappealing. This dynamic was often evident whemigggants had adapted when shifting

hospitals:



So | prescribed as | used to at my old hospitahbse that's what | was used to. And then
when | came here | was told that that probably Wasrgood idea. And the question was
asked “why do you prescribe what you do?” And airse, my very bad answer as a registrar
was “because that is what | have done for two yefieighs] [Non-consultant, Obstetrics
and Gynaecology, Female]

Another respondent:

Some of the habits I've picked up are guidelin@égedrbut derived in another hospital, and |
carry that over here sometimes. Until | get familiath “oh, okay, look this is now the new
practice, this is now the new recommendation,galril’ll change it now. Do | keep up with

antibiotics? Only via osmosis on the ward. [CoreaultRenal, Male]
It emerged in the interviews there were inter-ingibnal and intra-institutional factors in the
mediation of prescribing practice. That is, theftshcross institutions tended to reveal the
habitual and localised character of much antibiptiescribing. This often presented junior
doctors with challenges in adapting their practiddsreover, the specific rotations of junior
doctors resulted in the absorption of certain apgines to prescribing which were to a certain
extent carried across specialties until they wervaected by senior doctors. Antibiotic
prescribing, in sum, was viewed as variable, sigftand adaptable to a given context,

regardless of best practice or therapeutic guidslin

Discussion

Here we have focused on capturing the social coutethe practice of antibiotic prescribing.
What the interviews illustrate is that ‘sub-optimanhtibiotic use is a realistic and practical
choice within the habitus of the social world okthospital. The ‘game’ is more geared
toward protecting patients, managing time pressugasing and achieving social capital,

and expressing a benevolent identity, than it @uakhe threat of antimicrobial resistance.



These doctors’ practices are governed by exteawbfs at docal level. That is, they are
disciplined into habitual practices that do notessarily correlate with therapeutic guidelines
or current best practice. This process operatesigfr the internalisation of forms of risk.
First, the universal threat of antimicrobial resiste. Second, and more potent, sheal
risks including the peer-based and hierarchical reputati consequences associated with
“not doing enough”. Third, the emotional and redafl pressures to “do everything possible”
for a patient/family. The interviews showed thatem for the senior doctors, the latter two far

outweigh the former.

Given this, it is clear that decisions around aatibs are (at least in this context) governed
less by stewardship initiatives, therapeutic guidelimesl other techniques of bureaucratic
routinisation, than by what constitutes appropriabaviour within professional hierarchies,
and the securing of professional reputation. Tesonates with previous work in the area on
etiquette (Charani et al., 2013) and fraternalgation (Bjornsdéttir & Hansen, 2002). But a
key question remains - what holds people to loedlipractice, particularly when it is

explicitly reflected on as localised?

The results suggest that social capital plays gpoitant role in drawing in and retaining
players. Within the social world of the hospitawfindividuals have sufficient social capital
to resist the rules of the game, despite recognitiat they may be arbitrary. This is not to
say they are unconscious of this, indeed, the ntyj@f participants here illustrated
reflexivity. Habitus was not purely below the lewélconsciousness. While the interviews do
provide examples of ‘practical faith’ or doxic kniedge (Bourdieu, 1990: 68), they also
reveal an awareness of the threat of resistancea@areness that the process of adapting to

and perpetuating current norms of practisea game. As such, antibiotic prescribing



decisions were often described as taken-for-granéeduse of a conscious investment in the
game and its associated presuppositions. Put sirbglactively participating in the well-

established and competitive culture of medicingjaaapital could be more easily accrued.
Participation in peer-driven and hierarchically{s&e practice, although frequently described

as arbitrary and artificial, offers the potentiat greater reward than opting out.

An important point here is that the turn toward liiealism has promoted individualised,
self-disciplined, entrepreneurial techniques of egoance. This involves what Bourdieu
called ‘knowledge without concepts’ where the sboialer is progressively inscribed in
people’s minds (Bourdieu, 1984). For Bourdieu (irethe context ofhabitus and doxa),
power results in the internalisation of externattures, and is in turn often reflected in
individuals’ normalised, coherent, systematic aegufated actions and practices. Thus, for
practices - in this case antibiotic prescribing -change, the solicitations of the field must
change (i.e. the game and its rules). If doctorgsgribing practices (and professional
rewards) are governed by micro-social peer netwonksrarchies, and the pursuit of a
benevolent identity, clinically ‘sub-optimal’ pregung will persist. Resistance does not
represent a sufficiently serious risk, as compacethe local and often more acute social,
professional and clinical costs. It is also impottito emphasise that prioritising immediate
risks as a principle exists for a reason. The las and dispositions which make up habitus
prepare doctors to cope with unforeseen, time-fichiand ever-changing situations. Such
principles within the hospital prioritise individugatient care (the practical) and professional
credibility over the threat of resistance (the edad) (Lewis & Tully, 2009). As such, while
there may be costs associated with the currentciptes within the field, the costs of

countering principles such as benevolence, immediaatient wellbeing and clinical



autonomy, may introduce problems even more coraidierthat ‘sub-optimal’ antibiotic

prescribing practices.

A key question here is why is the game manifeshis particular way and how might this be
different from other spaces within a health systém® worth returning to the fact that this
study provides insight into habitus within one arar context of antibiotic use and
infection control. Furthermore, that there are idddt spheres of practice within health
systems whereby rules and norms develop, existpandetuate (Ahmed & Jones, 2008).
Some of these include primary care, secondary aateepidemiology; each holding and
espousing a series of complex and at times congpekpectations and rules to which doctors
are required to respond to (Armstrong & Ogden, 2006e hospital holds a specific mix of
these concerns - what may be described as thectitalerelationship of habitus and material
context. While in primary care contexts doctors raéise their capital to minimise patient
preference for antibiotics (cf Heritage & Stivei®99), in the acute hospital context, time
constraints, fear of mortality, and the hierarchb@legation of risk, means that the rules of
this particular game are more orientated to imntedisk reduction and thus conservative
prescribing practices. Good doctoring within théihg of the hospital is thus different to

what it is in primary care or from an epidemiolaiperspective.

What this means is that managing infection congahtimately tied to understanding and
managing spaces and sites of practice. In turnenstehding the dialectic between habitus
and material context is crucial for the future depenent of strategies to better regulate
antibiotic use. For future studies this will als@an exploration of the influence of other
stakeholders on antibiotic practice within the htadpncluding nurses, pharmacists and other

key players. In sum, we argue that the accumulaifarapital enables us to understand what



drives practice in a particular space. Moreoveat t#intibiotic use be understood as a social
game, rather than being driven by, for example,twhaecommended in the therapeutic
guidelines. Such an understanding will provide wcied means for supporting organisational

and practice change.
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