
Stakeholder Perspectives on Child Survival and 
Antimicrobial Stewardship: Locating Common Ground 

Executive Summary, July 2026 

BACKGROUND & PURPOSE 
Antimicrobial resistance (AMR) is a rapidly growing global health crisis projected to cause 8 million 
deaths annually by 2050, with sub-Saharan Africa bearing a disproportionate burden. A parallel body of 
evidence shows that mass drug administration (MDA) of azithromycin to children aged 1–59 months can 
reduce child mortality by 14–18% in high-burden settings. Both goals — preventing child deaths and 
protecting the long-term efficacy of antibiotics — are urgent. But they are also in tension. 

MDA with azithromycin for child survival is currently scaling up across the REACH Network (Mali, 
Niger, and Nigeria), with substantial investment in AMR monitoring. Despite this, there is no consensus 
on how AMR signals should inform MDA decisions, nor shared processes capable of reaching 
harmonized decision-making. The risks and benefits are incommensurable, as they differ along temporal, 
distributional, and measurability dimensions. Stakeholders also weigh them differently, through deeply 
held professional and personal values, which means alignment cannot be achieved through scientific 
evidence alone. 

This project was designed to describe stakeholder perceptions and attitudes toward azithromycin MDA 
with respect to AMR, and to identify opportunities to improve mutual understanding and collaboration 
across stakeholder communities. 

METHODS 
Between March and December 2025, researchers conducted 37 in-depth, semi-structured interviews (60 
minutes each) with stakeholders representing clinical research, AMR policy, ethics, global health 
governance, health economics, NTD/MDA implementation, public health surveillance, and community 
health. Seven additional interviews were conducted in French and Bambara by collaborators at 
ICER-Mali, targeting public health leaders and community health workers in Mali and surrounding 
countries. Informal interviews and structured observation at two annual REACH Network meetings 
(Abuja, Nigeria, 2024; Dubai/Abu Dhabi, UAE, 2025) supplemented data collected in the primary 
sample. 

Transcripts were analyzed using a grounded theory approach in Atlas.ti, with iterative coding and constant 
comparative analysis conducted by three researchers working in close collaboration with the ICER-Mali 
team. The sample included participants of African heritage or residence, with 80% working extensively in 
Africa. 

KEY FINDINGS 
Five findings characterize stakeholder perspectives on MDA and AMR. Taken together, they reveal the 
depth of disagreement, but also the areas of convergence that present opportunities for 
consensus-building. 

Finding 1: Stakeholders hold strong beliefs about MDA for child survival. Beliefs are rooted 
in professional training, personal identity, and lived experience. Views range from those who see 
azithromycin MDA as a moral imperative — "If death has to occur, I prefer to die before those babies!" 
— to those who experience nonspecific antibiotic use as a fundamental violation of clinical ethics. These 
beliefs generate real friction: AMR researchers who raise concerns are sometimes met with comments 
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like, "what, so you want kids to die?" Despite strong convictions, several participants acknowledged a 
need to move beyond automatic judgments and engage seriously with opposing perspectives. 

Finding 2: Scientific and programmatic uncertainties reinforce these beliefs. Many 
foundational questions remain unresolved, such as the mechanism of action of azithromycin for child 
survival, long-term consequences for the gut microbiome, AMR risk in specific organisms (notably S. 
typhi), start/stop criteria for MDA, and how to interpret resistance signals in a context of incomplete 
surveillance. Importantly, these uncertainties are interpreted differently depending on stakeholders' 
underlying values, reinforcing rather than disrupting existing positions. No consensus currently exists on 
how AMR data should inform MDA decisions. 

Finding 3: Stakeholder positions are reconcilable. Despite strong beliefs, stakeholders across the 
spectrum share three points of agreement: (1) a commitment to preventing harm to children; (2) 
recognition of the compelling justification for MDA in settings with extremely high child mortality; and 
(3) acknowledgement that AMR is a serious concern requiring careful monitoring. Stakeholder views 
shifted noticeably during interviews as participants engaged with new framings and perspectives, 
suggesting that the apparent depth of disagreement reflects, in part, a lack of structured opportunities for 
deliberation. 

Finding 4: Uncertainties cannot be addressed through more evidence alone. Risk-benefit 
trade-offs fracture along three dimensions that evidence alone cannot resolve: temporal (mortality 
reduction now vs. antimicrobial resistance over time), distributional (benefits concentrated in endemic 
communities; AMR risks diffuse and global), and measurement (no agreed-upon AMR metric; link 
between bacterial carriage and mortality unclear). Critically, the harm of inaction is rarely counted. The 
indirect benefits of MDA — including reaching children who have never received routine childhood 
vaccination (‘zero-dose’ children) and connecting them to health systems and building national capacity 
for AMR surveillance through REACH — are underrepresented in program evaluations. AMR thresholds 
for MDA will ultimately require values-based decisions that conventional risk-benefit frameworks cannot 
supply. 

Finding 5: Stakeholders recognize the value of deliberation to facilitate alignment. 
Participants widely identified the absence of inclusive, transparent decision-making processes (not 
irreconcilable positions) as the primary obstacle to progress on this issue. The REACH network provides 
valuable exchange, but lacks structured mechanisms for managing disagreement or surfacing the values 
embedded in technical recommendations on AMR. Participants called for processes that are 
multidisciplinary, representative, and trustworthy. Community voices, those most affected by MDA 
programs, were identified as critical to decision-making and currently absent. 

DISCUSSION: THE CASE FOR DELIBERATION 
Our findings support the conclusion that structured deliberation is both necessary and achievable. Three 
interlocking problems make the case. 

The incommensurability problem. Conventional tools (e.g., cost-benefit analysis, multi-criteria 
frameworks) cannot resolve trade-offs between outcomes in this context. The child deaths prevented by 
MDA today and the harms of antibiotic resistance that may accrue globally over decades cannot be 
represented on a single scale. Nor do standard frameworks capture a full accounting of risks and benefits. 
For example, the harm of not acting, and the indirect benefits of MDA (including promoting health 
system integration and AMR monitoring capacity), are not counted. 

Underlying values shape decisions. The primary fault line between stakeholders is not empirical but 
ethical: whether to prioritize beneficence (acting now to prevent child deaths) or non-maleficence 
(avoiding lesser-understood harms). These values are rarely made explicit, yet they shape technical 
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decisions (e.g., which AMR indicators to monitor, which thresholds to set, which level of uncertainty is 
tolerable). Making these values explicit is a necessary precursor to harmonizing decisions and approaches. 

Consensus requires process. The normative common ground among stakeholders is powerful. As 
Dryzek and Niemeyer (2006) note, a "normative meta-consensus" — that is, shared recognition that 
competing values are legitimate — does not require agreement on outcomes, but it does provide a 
foundation for deliberation. International experience supports this, as demonstrated by the literature. 
Three examples include: deliberative polling in six low- and middle-income countries meaningfully 
shifted opinion on AMR policy (2025); a 20-month ‘responsive dialogues’ process in Thailand, which 
produced locally actionable AMR recommendations (2024); while many participants in health governance 
deliberations in the U.S. and Canada reported that their priorities differed considerably from others in the 
group, most were willing to accept the outcomes, given the procedural fairness of decision-making 
(2025). Structured deliberation, which can transform common ground into shared commitments, is a 
promising approach in this context. 

RECOMMENDATIONS 
We recommend a series of four interconnected deliberative processes, designed to build progressively 
from scientific community engagement to global consensus-building, country-level grounding, and 
community inclusion. 

1.  Scientific Engagement: ASTMH Symposium (2026) 
A moderated discussion at the 2026 ASTMH annual meeting will introduce findings to a broad scientific 
community, reframe the MDA/AMR problem as one of incommensurable trade-offs requiring structured 
deliberation, and build momentum for a global convening. A symposium abstract has already been 
accepted. 

2.  Global Convening (2027) 
A structured, high-level convening, designed for deep listening, bridge-building, and the production of 
actionable shared commitments, should bring together researchers, policymakers, health officials, donors, 
bioethicists, and thought leaders from child survival, the broader NTD field, AMR, and public health 
communities. Key outputs should include: (1) agreed priorities for AMR monitoring in the context of 
MDA; (2) a draft aligned approach for responding to AMR signals; (3) a commitment to integrating AMR 
surveillance within national health systems; and (4) a plan for assessing community perspectives. 
Regional voices (e.g., national AMR and NTD program managers, Africa CDC, WHO/AFRO) are 
essential. 

3.  National and Regional Deliberation (2027) 
Global guidance must be grounded in what national health systems can realistically own and sustain. 
Country-level deliberative processes that are connected to the global convening through shared decision 
criteria and joint reporting can inform and link to regional-level deliberation that includes  REACH, 
Africa CDC, WHO/AFRO, the African Union, and health system officials with cross-cutting 
responsibilities. 

4.  Multi-Site Research on Community Knowledge and Perspectives 
Community voices are currently underrepresented in AMR and MDA discussions and governance. 
Multi-site research on community-level knowledge, risk perception, background antibiotic use, and 
decision-making preferences, particularly in REACH Network countries would inform the design of 
deliberative processes, strengthen country ownership, and address existing knowledge gaps articulated by 
country stakeholders. This research should be a concrete commitment emerging from the global 
convening. 
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CONCLUSION 
The common ground for more harmonized decision-making regarding MDA and AMR already exists. 
Stakeholders share a commitment to child health, recognize the compelling justification for MDA in 
high-mortality settings, and acknowledge AMR as a serious concern. Because stakeholders may approach 
and prioritize these commitments differently, a deliberative process is needed that is capable of aligning 
decisions on their shared commitments while attending to different perspectives, priorities, and values. 

Inclusive, transparent, and structured deliberative processes will make explicit the values embedded in 
technical decisions, surface the full range of stakeholder concerns, and create the conditions for shared 
commitments that stakeholders can recognize as procedurally legitimate and acceptable. Our findings 
show that this is both urgently needed and, given the existing common ground among stakeholders 
interviewed for this research, achievable. The question of how azithromycin MDA should be governed in 
the face of AMR is not only a question for the REACH Network or MDA programs, broadly. It is a test 
case for how global health can navigate the incommensurable trade-offs that will increasingly define 
decision-making in the decades ahead. 
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