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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 weigh these risks and benefits differently,
through deeply-held professional and personal values, which means that 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 at the Task Force for Global Health and Emory
University conducted 37 in-depth, semi-structured interviews (1 hour each) with stakeholders
representing clinical research, AMR policy, ethics, global health governance, health economics, MDA
implementation, public health surveillance, and community health. Seven additional interviews were
conducted in French and Bambara by collaborators at the International Center for Excellence in Research
(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, United Arab Emirates, 2025) supplemented data collected in
the primary sample.

Transcripts were analyzed in Atlas.ti using a grounded theory approach, with iterative coding and
constant comparative analysis by three researchers. 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
(Figure 1).

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 regard ‘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
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), starting/stopping criteria for MDA, and how to interpret resistance signals when AMR surveillance
is incomplete. Importantly, these uncertainties are interpreted differently depending on stakeholders'
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underlying values, reinforcing rather than shifting 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 S: 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 opportunities for exchange, but it lacks structured mechanisms for 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 they are not adequately represented.

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
decisions (e.g., which AMR indicators to monitor, which thresholds to set, what 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 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;’ a 20-month ‘responsive dialogue’ process in Thailand, which produced locally actionable
AMR recommendations;® and the observation that while 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 procedural fairness in decision-making.” 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

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.

2. Global Convening

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, neglected tropical disease (NTD), AMR, and public
health communities. Key outputs should include: (1) agreed priorities for AMR monitoring in the context
of MDA (2) an 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) will be
essential for a productive convening.

3. National and Regional Deliberation

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.

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 MDA with antibiotics should be conducted
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.

References

I.

Antimicrobial Resistance Collaborators. Global burden of bacterial antimicrobial resistance in
2019: a systematic analysis. Lancet. 2022;399(10325):629-655. doi:10.1016/S0140-
6736(21)02724-0

O’Brien KS, Arzika AM, Amza A, et al. Azithromycin to Reduce Mortality - An Adaptive
Cluster-Randomized Trial. N Engl J Med. 2024;391(8):699-709. doi:10.1056/NEJMo0a2312093
Hooda Y, Tanmoy AM, Sajib MSI, Saha S. Mass azithromycin administration: considerations in
an increasingly resistant world. BMJ Glob Health. 2020;5(6). doi:10.1136/bmjgh-2020-002446
Dryzek JS, Niemeyer S. Reconciling Pluralism and Consensus as Political Ideals. American J
Political Sci. 2006;50(3):634-649. doi:10.1111/j.1540-5907.2006.00206.x

Mendelson M, Siu A, Gough L, Morrow H, Fishkin J, Davies S. Understanding what citizens
think about Antimicrobial Resistance: Deliberative Polling® in six middle-income countries.
Wellcome Open Res. 2025;10:690. doi:10.12688/wellcomeopenres.24803.1

Poomchaichote T, Kiatying-Angsulee N, Boonthaworn K, et al. Embedding community and
public voices in co-created solutions to mitigate antimicrobial resistance (AMR) in Thailand
using the ‘Responsive Dialogues’ public engagement framework. Antimicrobial Resistance &
Infection Control. 2024;13(1):71. doi:10.1186/s13756-024-01416-2

Bosché M, Krust R, Fung A, Pawar AS. Exploring Democratic Deliberation in Public Health:
Bridging Division and Enhancing Community Engagement. Am J Public Health.
2025;115(4):500-505. doi:10.2105/AJPH.2024.307998



‘uoljeloqe||0o 0} skemyred mau Buluado ‘AjijIgeINSUBWIWOdUI SSBIPPE O} SJUSWIJILIWOD UOWWOI sdajs 1xau
olul uoniubooal paleys swiojsuel) uonelagi|dp paJniondls ‘punoldb uowwod uo Buipjing :5s3304d aAnesaqiag

aNNO¥D NOWWNOJ e #¢OIP O] Spiy

Juasqge ¥ [eoNLI0 ale pajosye juem noA os ‘jeym,

1SOW S92I0A AJlUNWWOD

sossaoold suois|oep
Ayuomysniy ‘aAnejussaidal paseqg-san|eA sainbay . :o:m.%n__wu painjonns elep YAV
‘Aeundiosipyinw paaN d 40 %9€][ }S9DDNS SMIIA PIaRIUS Buisn U0 SNSUBSUOD ON
S vwEmw,Q ol uJaduod SNouss e S| : . syusuibpnf opewioine
Buioepns (Ayoedeo YNV ‘uondsuu0d : THAV e suoisod Bunsixe 92Jojuley puokaq abebus 0} peoN -
anjeA pue Juswaalbesip wayshs yyeay) syyausq sbumes Ajjenow-ybiy
104 swisiUeyoaU 1OOIpHL g HOPEILIO THEH uruoheognsnr ¢ vQQS%H:wMﬁHM%MMMM JO uolje|[oIA 0) m>:mww%w
SHyoe| 80UBUIBAOD JuBLIND . A : A ; .
30e| @oueulanob juaiind suolsuawip HhcmEmSwmmE uaIp|IYD O} g udk [elow woly oBuel SMAIA
ajoeysqo Aewnd s pue ‘leuonnqgLisip wuey Bunuaneid 0} yjwwod T N BUSIIO Q._m\tm“w 1yany h .
Buiew-uoIsioap jusiedsues) ‘lesodwa) uo ainjoe.) S ‘swojgoJoiw ‘wisiueyosw aousuadxs ‘Buiures; ‘Anuspl
A s }_oc_ 10 80UBSQY - SJO-8pel} JeuUsg-Sly - Juswaaube jo syuiod sauy ‘suonsenb paAjosalun . [euoissajoid ul pojooy
t t f s3ajjuienasun t
uoljelaqljap ybnoua jou 3|qe|1nuodal newuwesboad uomiy s
JO anjep Sl 9uoje aJuapIing daJe suol}isod N J4nu3aldg S}al|aq m:c._u.m

_\OI .. —
& AR

7
QO L) 9

I - o o OOCpe

aoueulanob aAljelaqlep pue ‘YA ‘YAIN Uo sSmalA xajdwod Buliojdxs :2o0uabiaAuod 0] Juswaalbesip wolH

sbuipuig A3)] 2NV B VAW U0 saAndadsiad 1apjoyadels




