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Abstract: This paper presents an overview of a recently presented webinar “Antimicrobial 

Stewardship Masterclass”, June 17th 2021. This webinar was undertaken to provide an educational 

platform elucidating the basis of Antimicrobial Strategy in wound care and demonstrating how it 

impacts on wound care clinicians and their “day-to-day” practice using examples of “real-life” patient 

outcomes. 
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Presentation 1: Antimicrobial Strategies in Wound Care (KO) 

Antimicrobial Resistance (AMR): this is an umbrella term that covers antibiotics, antiseptics, and 

antimicrobials, including antimicrobial wound dressings.. Today, AMR causes about 700,000 deaths a 

year, but if we do not start to address it in daily practice now, the World Health Organisation (WHO) 

estimates that by 2050 we are going to see an extra 10 million deaths caused directly by it. Anti-

microbial resistance arises when organisms that cause infection evolve ways to survive treatments. 

This resistance is a natural biological phenomenon that is increased and accelerated by various factors 

such as misuse of medicines, poor infection control practices, global trade and travel. The organisms 

can develop resistance to, for example, antibiotics, antiprotozoals, antivirals, antifungal medicines & 

antimicrobial dressings. Antimicrobial resistance does affect wound management as wounds can be a 

source of infection by allowing unconstrained entry of microorganisms into the body including 

antibiotic resistant bacteria. The British Society for Antimicrobial Chemotherapy, in a review of AMR 

have identified ten steps that can be used to tackle AMR (as outlined in Text Box 1).  

Text Box 1. Tackling Anti-microbial Resistance on 10 Fronts - British Society for Antimicrobial Chemotherapy 

1. Increasing public awareness 

2. Better sanitation and hygiene 

3. Reducing antibiotics in agriculture and the 

environment 

4. Using vaccines and alternatives (to 

antimicrobials) 

5. Rapid diagnostics 

6. Increased surveillance of infections 

7. Human capital 

8. Drugs 

9. Global Innovation Fund 

10. International Coalition for action 

 

 

 

Introduction 

This paper presents an overview of a recently presented webinar “Antimicrobial Stewardship 

Masterclass (AMS)”, June 17th, 2021. This webinar was undertaken to provide an educational 

platform elucidating the basis of Antimicrobial Strategy in wound care and demonstrating how it 

impacts on wound care clinicians and their “day-to-day” practice using examples of “real-life” 

patient outcomes. The webinar consisted of 2 keynote presentations followed by a debate allowing 

a global discussion exploring challenges and opportunities faced by senior practitioners in wound 

care in augmenting practice of AMS. To provide data relating to the impact of AMS an online survey 

was distributed prior to the webinar to understand the current status of AMS across global health 

care areas with the results presented as part of the webinar. 



3 

Antimicrobial Stewardship (AMS): Because there have been very few “new antibiotics” developed 

over the past thirty years and with the coincidental surge in AMR, alternative treatment tactics have 

had to be developed. AMS has been developed as a way of addressing the rise in AMR and has been 

introduced across the globe. Antimicrobial Stewardship is defined as 'an organisational or 

healthcare‑system‑wide approach to promoting and monitoring judicious use of antimicrobials to 

preserve their future effectiveness (NICE Guidelines 2015). Programmes related to AMS have gone 

some way to addressing the problems associated with the rising development of AMR, but it is 

important to note that it is everybody’s responsibility to be active and be an antimicrobial steward.  

The challenges of AMS in wound care have been highlighted (Lipsky et al, 2006) identifying as the main 

aims: “to reduce inappropriate use antimicrobials by promoting, facilitating and teaching good 

antimicrobial practice”.  

To enable implementation of AMS, primarily there is a need to ensure that everybody is aware of it 

and the need to use antimicrobials appropriately. This awareness requires a continuing programme of 

education to ensure understanding of the concepts that underpin AMS allowing for appropriate use 

of antibiotics, antimicrobials and antiseptics. It is worth underlining that this is not preventing use of 

antimicrobials, but a requirement to first undertake a correct wound assessment. In this wound 

assessment, evaluate the wound bed to ascertain if there are there any covert or overt signs of 

infection. If the answer is YES, then there is a need for an antimicrobial. If NOT and the wound is 

following its normal healing trajectory, then an antimicrobial is not needed. As well as education there 

is a requirement to audit antimicrobial use, to compare pre with post-AMS introduction and ascertain 

what the impact of the programme has been, for example, has there been any difference in prescribing 

of antimicrobials. Figure 1. presents an overview of the components of an AMS Stewardship 

programme. 
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Figure 1. Components of an Antimicrobial Stewardship Programme 
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A Multimodal (a variety of modes or methods) approach to introduce and maintain AMS is essential 

(Figure 2), central to this approach is to increase public awareness and inform patients and their carers 

about AMR and AMS and how they can play their part. It is the role and responsibility of every 

healthcare professional to help educate patients that a wound showing redness does not necessarily 

mean that it is infected and that they need an antibiotic. So, there is a need for discussion with patients 

and helping them identify infection and understand that alternatives to antimicrobials can be as 

effective in treating their wounds. Furthermore, there is a need to enrol the help of National and 

International organisations to ensure that within their guidance, they also have specific aims relating 

to AMS. Importantly, from an academic point of view, AMR and AMS needs to be embedded into 

curricula so that student health care professionals possess an understanding of these concepts before 

prior to entering clinical practice.  Hopefully, then students can immediately ask “where's your 

antimicrobial stewardship programmes?”, Can you tell me about them?”, “Can I join them as well?”. 

If we do not educate people early, then we cannot expect them to know about it. 
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Figure 2. Demonstrating a Multimodal approach to AMS 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

In order to achieve one of the primary targets of an AMS strategy e.g. that of reducing inappropriate 

antimicrobial use there is an option of the use of wound dressings that have a physical mode of action, 

e.g. those coated with dialkylcarbamoyl chloride (DACC)). These dressings utilise the naturally 

occurring property “hydrophobicity”; a physical process that enables the attachment and binding of 

microorganisms to surfaces. The bacterial bioburden of wounds is then reduced by the removal of 

bound bacteria along with the DACC-coated dressing at dressing change, hence can prevent or reduce 

wound infection. These dressings have proved very successful in the prevention and treatment of 

infection in a variety of different wound types.  
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Following implementation of any change, e.g. AMS programmes it is essential that any impact of the 

change is measured, for example in reducing antimicrobial use, costs etc.  However, in wound care 

there is a paucity of “actual” data relating to this. To ascertain whether AMS programmes have been 

effective, an e-survey was designed by the authors and delivered to recipients via the webinar 

registration email. This survey was intended to investigate the level of AMS awareness, if there were 

local measures in place to measure impact of AMS programmes. There were 992 valid responses 

received results are summarised in Table 2. Survey data highlighted only a small proportion 351 

respondents (35.7%) of the 983 responses received reported that they took steps to measure the 

impact of AMS in their clinics. 632 respondents (64.3%) reported that they did not take steps to 

measure the impact of AMS in their clinics. Of those respondents who reported one or more perceived 

benefits of AMS implementation, 32 (9.22%) reported the benefits to be major; 238 (68.6%) reported 

the benefits to be moderate; and 77 (22.2%) reported the benefits to be minor. Respondents were 

asked whether they saw any challenging aspects of AMS implementation and 328 reported challenging 

aspects (33.1% of all respondents), 70 (21.3%) reported poorer clinical outcomes in terms of healing; 

179 (54.6%) reported increased costs (including 11 major increases, 110 moderate increases and 58 

minor increases reported); and 113 (34.5%) reported other challenging aspects.  

Table 2. Summary of Nurse Survey Results 

 There were 992 respondents to the survey, the majority were specialist wound care nurses, although significantly others (GPs, 

management staff, radiologists, sales personnel and academics) working in healthcare also took part who were almost all 

nurse specialists mainly based in UK or North America, treated most common wound types.  

 A high proportion of those surveyed were completely/partially aware of AMS (35.1% and 57.9% respectively) . 

 Almost all respondents implemented one or more AMS strategies; with reviewing of antimicrobial prescribing was the most 

common form of strategy implemented. However, variation in strategies implemented meant that no one AMS strategy was 

implemented by more than half of respondents. A substantial minority implemented 2 or more strategies. 

 Of those surveyed 36% took steps to measure the impact of AMS in their clinics. 

 Of those surveyed 35% of respondents reported positive impacts of AMS: reduction in systemic AM use and AM-resistant 

micro-organisms were the most commonly reported benefits of AMS; both reported by over 50% of respondents stating a 

benefit. However, in total, this amounted to fewer than 25% of all respondents.  

 Respondents  32 (9.22%) reported the benefits to be major and 238 (68.6%) reported the benefits to be moderate.  

 Similar levels of respondents reported specific disadvantages  of AMS as beneficial effects; with increased costs being the most 

commonly reported disbenefit. 

 Higher numbers of respondents felt that AMS would be easy/very easy 398 (40.49%)  to implement than those who felt that 

AMS would be difficult/very difficult to implement 214 (21.73%) whilst 371 (37.7%) did not know how easy it would be. 

 Most respondents 618 (62.9%) reported identical levels of usage of wound dressing with either “active” or a “physical” action  
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Concluding Remarks 

 AMR is a burgeoning problem in all healthcare sectors (including wound care) 
 AMS has been develop in an attempt to overcome AMR and specific components have 

been developed in relation to wound care.  
 Awareness of both AMR and AMS are imperative in enabling the clinician to understand 

the importance of these aspects in wound care 
 Education and training are key components or of implementation of AMS (in wound care) 
 DACC coated wound dressings have proven effectiveness on prevention and treatment of 

infection and can enable implementation of an AMS strategy 
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Presentation 2: AMS in the context of the everyday experiences of a wound care practitioner: (LA) 

Within the NHS NICE guidelines steers antimicrobial stewardship aiming to change antimicrobial 

prescribing practice to help slow the emergence of antimicrobial resistance and ensuring that 

antimicrobials remain an effective treatment for infection. This is used in alongside local 

policy/antimicrobial guidelines and antimicrobial stewardship programmes all encouraging 

responsible prescribing. 

Frequent education and training related to AMS is imperative. However, training and auditing of 

stewardship practices are only mandatory for GPs but not for other non-medical prescribers.  

However, a complicating factor in the treatment of a patients with a wound is that they may see many 

different clinicians and wound care practitioners over the course of their assessment/treatment (see 

Figure 3).   Within the community this can be exacerbated in that the patient may be seen by several 

different healthcare providers including community practitioners, the patient’s GP, the out of hours 

service, and community and/or practice nurses. Within the hospital environment, various nursing 

staff, medical staff from various disciplines, specialised practitioners such as podiatrists, and 

pharmacists may provide care for chronic wound patients. With all these different contributors to the 

care of the patient there can be a lack of clarity as to who is leading the plans of care and implementing 

AMS. So, it is difficult to see where the ownership for providing AMS for the patient with a wound lies 

and there can be additional problem of conflicting treatment perspectives arising from these different 

treating clinicians. 

However, for the majority of patients their wound management lies with a single professional, which 

in itself can raise issues with implementation of AMS, especially when that single professional is a 

generalist rather than wound expert. the Only 1% of patients who have a wound have any specialist 

nurse (e.g., tissue viability nurse) involvement, and only 17% of patients are seen in a specialist wound 

care clinic (Guest et al, 2020). Generally, the number of nurse prescribers remains low, but this number 

is increasing year-on-year, however there is little medical review or oversight for patients with a 

chronic wound and can potentially exacerbate the problem with regards to inappropriate 

antimicrobial treatment. 

Accurate recognition of whether a wound is infected or not remains an major challenge.  The clinical 

signs of whether there is a   local or even systemic infection are subtle, and often there are multiple 

other conditions which can mimic the signs of infection e.g. venous hypertension.,. As a consequence 

of the problems in recognising infection leads to inappropriate use of antimicrobials.  A recent study 

(Guest et al, 2020) examined the burden of wound care across the UK and found that, over the lifetime 
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of the wound 50% of all patients with a wound (acute or chronic) were prescribed at least one course 

of antibiotics. Over two-thirds of patients with a chronic wound received antibiotics. Hence, part of 

the problem associated with this high level of (perhaps inappropriate) use of antimicrobials is that 

although there are clear guidelines on assessing the signs of what is a true systemic infection, it is 

more difficult to accurately assess signs of local infection and specifically where the presence of 

microorganisms will affect the patient’s ability to heal. One of the major issues is that there is no clear 

bedside test, including the wound swab, to prove the presence of infection and hence support the use 

of appropriate wound treatment regimens that may (if infection is present) or may not (if infection is 

not present) allow the use of specifically targeting antimicrobials. 

Translating antimicrobial AMS to good clinical practice must start with preventing the development of 

infection itself. This means that there must be in place good local infection control policies, good ANTT 

(Aseptic Non-Touch Technique) policies, and practices that reduce the likelihood of infection and the 

risk of microorganism spread. As well as having the appropriate procedures in place, there is a need 

for healthcare professionals who are educated, competent and confident in the management of 

wounds including assessment, diagnosis and evidence-based treatment options. They should be 

confident in diagnosing when a wound is infected and, perhaps more importantly, have the confidence 

to say when a wound is not infected.  To ensure practice remains up to date it is vital that individual 

practitioners work as/or have access to a f a wider multidisciplinary team (e.g., diabetologist, 

microbiologist, pharmacist, etc.)  to ensure that there is a consistent team approach via the 

establishment of a local antimicrobial algorithm based upon local practices and local bacterial 

prevalence information that will result in effective therapies. The result is the streamlined and 

targeted use of antimicrobial therapy, this is when AMS is at its most effective.  

AMS Good Practice: AMS ensures the appropriate use of local antimicrobial therapies, a vital aspect 

of AMS within wound care is the practitioner’s ability in the identification of local infection (see 

infected leg Figure 4a) and treating it appropriately with local antimicrobial (topical) therapies.  Versus 

a systemic infection such as diabetic patient with a foot infection (Figure 4b,) requires to be treated 

quickly and with systemic antibiotics as the patient is at risk of developing a sepsis.  Another example 

would be when a wound is diagnosed and treated as a wound infection using oral antibiotics, where 

actually the deterioration of the ulceration is a result of inappropriate exudate management, venous 

hypertension and the correct treatment is appropriate wound dressings and compression therapy to 

control the underlying cause. Thus, an important aspect of AMS is the ability to accurately diagnosis 

the underlying disease/reason for the wound and recognising where local symptoms are due to poor 

wound management and the need for appropriate treatment of the underlying wound aetiology 

rather than reaching for the oral antibiotic. 
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Figure 4. AMS Good Practice in Wound Care - (patient written consent gained and copyrighted to Mid Yorks 
NHS trust).  
 

 

 

 

 

 

 

 

 

 

 

Figure 4a - wound with a local 
infection (pseudomonas) that 
requires treating with local 
antimicrobial (topical) 
therapies. 
 

Figure 4b - diabetic patient with 
a foot infection that requires to 
be treated quickly and with 
systemic antibiotics. 
 

Figure 4c – this wound is not infected and 
needs treatment for underlying 
aetiologies NOT oral antibiotics. 

 

Additionally, clinicians need to think about how high is the risk that this patient will develop an 

infection, but more importantly, what preventative strategies can we put in place early on within a 

pathway. 

AMS Poor Practice: poor AMS practice may occur, and antibiotics prescribed first line as a result of 

the following.  

o patient concern 

o Escalated from one practitioner to another 

o increasing odour 

o Increasing pain 

o Increasing wound size 

o Increasing redness 

Perpetuating the problem can the inappropriate use of wound swabs, routine wound swabbing 

remains standard practice in some areas.  The results of a wound swab should never be reviewed 

remotely and must always be reviewed alongside the current clinical condition of the wound. There 

continues to be a lack of knowledge when it comes to wound care and a lack of understanding that 

most wounds will have a degree of colonisation and that is normal in chronic wounds. Although wound 



11 

swabbing is an excellent tool when used correctly, as wound swabbing does allow targeting the 

specificity and sensitivity to antibiotics increasing effectiveness of treatment.   

A considerable amount of antibiotics are used in wound care, but a significantly higher level of use is 

in the management of cellulitis, an inflammatory skin condition caused by acute infection of the 

dermal and subcutaneous layers of the skin. Cellulitis accounts for 3% of attendance to A&E 

departments within the UK, it has been calculated that annually the NHS spends £172-£254 million on 

the admission and treatment of patients with cellulitis, accounting for 400,000 bed-days per year . 

However, cellulitis is one of the most commonly misdiagnosed conditions, with as many as one-third 

of patients being diagnosed incorrectly. As a result, approximately 132,000 bed-days and £84.5 million 

per year are wasted as a result of inaccurate diagnosis.  

 

 

 

 

 

 

 

A case summary of a 58-year-old woman with a venous leg ulcer, and who became concerned when 

there was an increase in peri-wound skin redness and pain (Figure 5), highlights the problems of 

misdiagnosis and a lack of an effective AMS programme. Having raised her concerns on the change of 

her wound symptoms, the patient was diagnosed with cellulitis and prescribed a course of oral 

antibiotics.  The antibiotic had no effect on the pain or redness. The patient never had any evidence 

of local or systemic infection, the skin damage was a result of maceration due to poor exudate 

management not infection. An appropriate preventative strategy, including AMS by using appropriate 

wound dressings, would provide huge advantages for the patient’s treatment and experience. 

 

 

 

 

Figure 5. Case study of a venous leg ulcer with maceration (patient written consent 
gained and copyrighted to Mid Yorks NHS trust) 
 

 58-year-old female 
 Expressed concerns over increased pain 

and redness associated with the 
wound. 

 Treated with course of oral antibiotics. 
 No improvement 
 Misdiagnosis - patient did not have an 

infection and symptoms were 
secondary to poor wound exudate 
management. 
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Figure 6 Case Study Representations of Mis Diagnosis 

 
 
 
 
 
 
 
 
 
 

 
58-year-old lady 
Concerns over increasing pain and redness 
Reports having a course of oral antibiotic 
Patient reports legs don’t look any better 
Patient had no infection – symptoms secondary 
to poor wound management. 
Patient places in appropriate wound dressing 
and compression therapy 
MIS DIAGNOSIS 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
72-year-old man 
Increasing odour and exudate from leg 
ulceration 
7 days oral flux – no improvement 
Redness due venous disease 
Evidence of local infection  
Needs compression and appropriate wound 
management.  
MIS DIAGNOSIS 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
73-year-old man 
Chronic ulcer to dorsum of foot 
Increasing oedema of toes over last few months 
Wound exudate increasing.  
Oral floxacillin provided. 
MIS DIAGNOSIS 
No wound infection – increasing exudate as 
result of increasing oedema – patient needs 
compression therapy. 
High risk of infection – so infection prevention 
key 
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Concluding Remarks 

 When considering a chronic wound, with its high incidence of infection and the significant 

likelihood of the presence of biofilm and the high chance of needing to prescribe 

antimicrobials to counter any infection, the focus needs to be on prevention. The 

implementation of AMS will allow clinicians to use antimicrobials effectively and 

appropriately. 

 The question is how does AMS fit in with current clinical practice?  

o In answer to this, AMS must be a component of evidence-based practice a coming 

together of the best scientific evidence, the clinical experience, and the patient’s own 

values.  

 AMS starts with good clinical knowledge, good infection-prevention strategies targeted 

specifically to the wound bed, together with the ability to recognise when antibiotics are 

needed, and to have the confidence to recognise when antibiotics are not needed. More 

broadly, AMS requires the adherence at an individual, local and national level to antimicrobial 

guidelines and have a greater awareness of the danger of antimicrobial resistance. And there 

needs to be the regular monitoring of the impact of AMS to prove that these processes and 

strategies are benefiting the patient. 
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The webinar concluded with a debate of international key opinion leaders which is summarised as 

follows:   

Debate: consisted of Karen Ousey, Leanne Artkin, Trish Idensohn and Tom Serena. 

The debate was opened by Prof Karen Ousey (KO) in the chair highlighting antimicrobial 

resistance/antimicrobial stewardship is a key issue globally. And asks the panel to discuss AMR/AMS 

strategies in their countries, a summary of pertinent discussions is presented below.   

Trish Idensohn (TI): stated that “genuinely commendable efforts are being made in South Africa in 

both public and private sectors towards AMS interventions”. But that the facilities are in different 

stages of AMS implementation and as yet guidelines for community practices, and primary health care 

clinics have not been published. The South African AMR National Strategy Framework timeline for 

these is 2024. Currently South African hospital AMS guidelines include extremely minimal 

recommendations with regards to AMS and wound management. This is because activity in this area 

is confounded by the issue of resource constraints such as lack of fresh running water, access to 

microbiological laboratories, poor availability of quality-assured microbe antimicrobials, and a lack of 

basic healthcare structures/infrastructure, with staff shortages, and a lack of educational resources, 

all being a constant and major challenge. Importantly, in the treatment of wounds both the clinical 

assessment of wounds and identification of the wound infection continuum is challenging because 

there are no valid or reliable assessment tools available. This can lead to utilizing the incorrect 

antimicrobials or management of the wounds, which is driving antimicrobial resistance.  

KO: It is interesting to see that in Southern Africa the fundamental issues and challenges of AMS in 

wound care are fundamentally the same. Is this so in the US?  

 

Thomas Serena (TS): There are many similarities between what the previous speakers have presented 

with regards to AMS, such as the problems of identification and assessment of wound infection. With 

regards to identifying bacteria, we have found that very few clinical signs and symptoms that can be 

used to identify a heavy bacterial burden within the wound. Because of this in the US anyway, the use 

of antimicrobials and antibiotics is completely haphazard in wound care. Importantly, we have shown 

that no correlation between the use of antimicrobials and the clinical signs and symptoms, or even 

the biopsy-proven infection. However, we have also shown that the use of biomarkers with clinical 

signs and symptoms, can increase detection of bacteria by about four-fold and that this is important 

in enabling implementation of an AMS strategy. In the United States, the Joint Commission, has come 

out with five elements to support implementation of AMS, these are 
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1. Identifying an antimicrobial stewardship leader. 

2. Establishing an annual antimicrobial stewardship goal. 

3. Implementing evidence-based practice guidelines related to the antimicrobial stewardship 

goal. 

4. Providing clinical staff with educational resources related to the antimicrobial stewardship 

goal. 

5. Collecting, analyzing, and reporting data related to the antimicrobial stewardship goal. 

To support implementation of these 5 elements an App was launched that allowed data collection and 

reporting to a central repository. Tomas explained a clinical study his team had undertaken in a “real 

life“ setting that used the additional technique of fluorescence imaging to identify bacteria. The results 

of this clinical study demonstrated that antibiotic use went down by over 30% in a year using this 

technology.  

KO: Do you also find (in your clinic) that patients can sometimes have a lack of understanding about 

antibiotics, antimicrobials? But that they have power to influence practitioners.  

TS: Yes, it’s true that patients quite often expect to be treated with antibiotics and that can influence 

a clinician’s decision for using them whilst we are also aware of the potential for litigation if their 

wound treatment goes wrong. That is why additional diagnostic tools are so important, and when the 

fluorescence images are shown to patients, they can see that there are no significant bacteria in this 

wound. This enables an easier conversation about why they are not being prescribed antimicrobials. 

KO: With regards to patients how can we involve them more do you think, in this identification of 

infection? 

Leanne Atkin (LA): I think that the culture is starting to change with antibiotics. So, we're not seeing 

as many patients wanting antibiotics for colds or ear or throat infections. If, however, patients do 

come in when they have been given (inappropriate) antimicrobial treatments (eg amoxicillin). I do try 

to change the patient’s belief in the fact that its infected and doesn’t need antimicrobials. However, I 

agree that the real issue is not having an evidence-based validated tool to enable recognition of wound 

infection and development of biomarkers (using for example fluorescence) as a bedside test might be 

an option.  
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Audience Debate Questions1 answered by - Karen Ousey, Leanne Artkin, Trish Idensohn 

K.O. Question 1. Do infection assessment tools and management strategies have a part to play in 

reducing unnecessary use of systemic antibiotics. T.D. Answer - Because there are no validated tools 

for infection, it requires a clinical diagnosis and a review of patient history to ascertain the patients 

risk status. And I refer you to the International Wound Infection Institute's consensus document 

guidelines, that provides clinicians with signs and symptoms, as well as management guidance as to 

when it's locally infected.  

K.O. Question 2. When do you suggest that you use DACC as prevention on high-risk wounds based 

on -their complexity? L.A. Answer –Any wound that has a susceptibility for infection (eg. chronic 

wounds), there is also emerging evidence for the use of DACC in surgical wounds. TD Comments - that 

if a patient that was high risk, eg. had an altered immune disorder, severe obesity, were malnourished 

or smokers. I would also utilise DACC on those patients.  

Question 3. Claire says that she sees a lot of antibiotics given for bilateral cellulitis, which always feels 

impossible to challenge. What advice would you suggest for changing this practice? L.A. Answer - we 

need to educate the wider workforce, about how to recognise an infection and getting the clinicians 

to be thinking of is this inflammatory, not infective. T.D. Comments - The only one other thing I would 

say is before we also think that it is cellulitis, perhaps also look at the oedema in the leg, because with 

a lot of the inflammatory situations, if we just reduce that swelling and reduce that oedema you will 

also see the inflammation will decrease.  

K.O. Question 4. what is the best way to trickle AMS strategies from the hospitals into long term care 

communities and they've noticed that this concept is sometimes non-existent in wound care in long 

term areas, so can you give any advice there? T.D. Answer - unfortunately, in South Africa, we also do 

not have a protocol yet of AMS, but I suggest start with a Point Prevalence study to see Is there a 

problem. L.A. Comments - data is the key, it's the leverage that you need and even though we're 

working in different environments, actually, across the globe, we're all facing the same problem. L.A. 

Comments - Importantly, as a result of COVID, we now realise how deadly a disease can be without a 

known therapeutic. And that's the future we are facing if we carry on abusing antibiotics as we 

currently are, we will be facing multiple strains of infection with no known therapeutic. In the future 

patients may die from tonsillitis skin infection, any type of post-operative bowel surgery.  

K.O. Question 5. There is a key problem with a AMS in that staff assume that this only relates to 

antibiotics and not antimicrobial dressings. K.O. Answer - Everybody talks about antibiotic resistance, 
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antibiotic guardianship, when actually we've got to be talking about antimicrobial resistance and 

antimicrobial stewardship as umbrella terms that encompasses antibiotics.  

K.O. Question 8. Has anybody established a weekly AMS meeting where you discuss patients in a 

multidisciplinary environment? T.D. Answer - We do not have weekly meetings we but do have 

them on a monthly basis. L.A. Comment – We do not have meetings relating specifically AMS, but 

have weekly complex MDT meetings where we get clinicians, microbiologists and pharmacists are 

involved to make sure that we are using the right agent at the right time. 

Note 1 – this is a selection of questions and answers from the debate 

 

 

 

 

K.O. Concluding Remarks to the Webinar 

– This webinar has highlighted the following important points: 

 There needs to be an increasing focus on raising awareness and increasing education 

around AMR and AMS 

 That the lack of a validated tool to identify wound infection is an impediment to (wound 

infection) treatment and the installation of successful AMS strategies. 

 Measurement of the impact of AMS and comparison with pre-introduction is an 

imperative in enabling better outcomes for the patient, the clinician and AMS 

introduction.  

 That antimicrobial stewardship is the responsibility of absolutely everybody and that it 

is not just antibiotics but also antimicrobials, anti-fungals and antiseptics that need to be 

included.  

 The implement of antimicrobial guardians is very important in order to enable the 

development of successful AMS programmes.  

 Prevention of AMR is a key part of the AMS strategy and in wound care dressings that 

act by a “physical” action should be considered as a first line preventative measure.   

 


