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| EXECUTIVE SUMMARY

Antimicrobial resistance (AMR) remains a complex cross-border public-health challenge requiring
coordinated action across human health, animal health, food systems and the environment. EU-JAMRAI
2 supports Member States and Associated Countries in strengthening National Action Plans, improving
infection prevention and control, antimicrobial stewardship, surveillance and coordination, and advancing
the One Health approach.

This deliverable presents the qualitative component of the EU-JAMRAI 2 evaluation framework,
developed under Work Package 3 (WP3). Its purpose is to complement quantitative monitoring by
exploring how EU-JAMRAI 2 activities and outputs are perceived, adopted and translated into policy and
practice across different One Health contexts. The analysis was designed to identify implementation
barriers, enabling conditions and actionable directions that can support timely improvement during the
remaining years of the Joint Action.

A qualitative study was conducted using three online focus groups between November and December
2025. Each focus group addressed a specific evaluation topic: sustainability and future uptake of EU-
JAMRAI 2 outcomes, which aligns with WP4 objectives and interests; integration of technical AMR
priorities into national policy processes, which aligns with WP5; and implementation of EU-JAMRAI 2-
supported activities and outputs in practice, in relation to WP6 and WP7. In total, 20 participants
contributed to the focus groups, representing policy, technical, clinical, public-health, implementation and
sectoral perspectives across human, animal and environmental health. Data were analysed through a
thematic analysis approach, combining focus-group-specific interpretation with a cross-cutting synthesis
across the three datasets.

The findings show that EU-JAMRAI 2 is addressing a central implementation challenge in AMR: the
difficulty of translating technical knowledge, guidance, tools and coordination structures into sustained
policy uptake and routine practice. Participants did not primarily describe a lack of evidence or technical
outputs. Instead, they emphasised that implementation depends on whether outputs are usable, adapted
to context, connected to decision-making, supported by clear ownership and embedded in institutional
routines.

Across the three focus groups, several common messages emerged. Sustainability requires more than
continuing project activities; it depends on ownership, resources, monitoring, follow-up and integration
into existing systems. National policy uptake depends on clear mandates, leadership, accountability,
political salience and the ability to connect surveillance and indicators to concrete action. Practical
implementation depends on practice-ready tools, adaptation to local routines, end-user involvement,
peer learning and sufficient time, staff and resources. Environmental AMS and IPC were identified as less
mature fields that require clearer terminology, shared concepts and stepwise implementation.

The findings also highlight EU-JAMRAI 2’s added value as a bridging mechanism. The Joint Action connects
evidence with action, technical outputs with implementation conditions, European-level work with
national uptake, and sector-specific expertise with One Health collaboration. However, this added value
will only be sustained if outputs become owned, usable and maintainable within national, institutional and
sectoral systems.

This deliverable identifies actionable directions for the work packages involved. These include embedding
outcomes in existing systems, strengthening implementation processes, clarifying mandates and
ownership, connecting monitoring to action, adapting outputs to sectoral maturity, supporting peer
learning and ensuring maintenance beyond the project period.
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Overall, DL3.2 indicates that EU-JAMRAI 2 is well positioned to contribute to its intended objectives,
particularly by supporting NAP development and uptake, strengthening IPC and AMS implementation,
promoting One Health collaboration and advancing sustainability. Its future impact will depend on how
effectively project outputs are translated into sustained policy and practice.
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3 INTRODUCTION

Antimicrobial resistance (AMR) is a complex, cross-border public-health threat that affects human health,
animal health, food systems and the environment. International and European policy frameworks
converge on the need for coordinated action built around awareness, surveillance, infection prevention
and control (IPC), antimicrobial stewardship (AMS), access to effective antimicrobials and diagnostics,
and sustainable investment (World Health Organization [WHOY], 2015; Council of the European Union,
2023). The One Health approach provides the conceptual and operational frame for this response,
defining AMR as a problem that requires integrated action across sectors to sustainably balance and
optimise the health of people, animals and ecosystems (One Health High-Level Expert Panel [OHHLEP]
etal., 2022; Food and Agriculture Organization of the United Nations [FAO] et al., 2022). In the European
Union, this framing has been reinforced through the Council Recommendation on stepping up EU actions
to combat AMR in a One Health approach (2023/C 220/01) and through the ongoing need to strengthen
and update National Action Plans (NAPs) on AMR (Council of the European Union, 2023; European
Commission, Directorate-General for Health and Food Safety, 2022).

Despite the strong policy consensus around AMR and One Health, implementation remains uneven.
Reviews of Member States' One Health NAPs and international governance analyses show that many
countries have plans, coordination structures and technical guidance in place, but frequently face many
gaps that impede adequate translation into routine practice (Anderson et al., 2019; European
Commission, Directorate-General for Health and Food Safety, 2022; Patel et al,, 2023; WHO, 2019).
The literature therefore suggests that AMR action is not only a technical challenge, but also a governance
and implementation challenge (Jeleff et al., 2023; WHO, 2018, 2019).

EU-JAMRAI 2 was established to support Member States and Associated Countries in addressing these
implementation challenges and in making Europe a best practice region in AMR response. The Joint
Action seeks to strengthen the development and update of AMR NAPs, promote the uptake of state-of-
the-art IPC and AMS strategies, reinforce the responsiveness and coordination of health systems,
improve surveillance and awareness, promote the One Health approach, and provide continuity and
further uptake of previous EU-JAMRAI | recommendations (2017-2021).

Within EU-JAMRAI 2, Work Package 3 (WP3) is responsible for the evaluation framework and for
assessing both project implementation and impact. As part of Task 3.1 within WP3, the qualitative
component reported in this document (Deliverable 3.2) was designed to complement the project’s
quantitative monitoring activities by exploring stakeholders’ experiences, perspectives and
recommendations regarding the implementation of EU-JAMRAI 2 activities and outputs. For this reason,
WP3, under Task 3.1, used focus groups with selected stakeholders to examine how EU-JAMRAI 2
activities are perceived, adopted and translated into policy and practice across different Work Packages
and One Health contexts. The focus-group approach allowed stakeholders to exchange experiences,
compare assumptions and make visible shared priorities, divergences and implementation barriers that
may not be captured through routine indicator reporting alone.

Therefore, the objective of this qualitative research was to better understand how EU-JAMRAI 2
activities and outputs are perceived, adopted and translated into policy and practice across
different One Health contexts, identify additional barriers and operational challenges, support timely
corrective strategies, and generate actionable knowledge for the remaining years of the Joint Action.
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4 METHODOLOGY

4.1 Overview of qualitative methodology

Qualitative research seeks to understand complex social, organisational and experiential phenomena by
exploring how individuals interpret and make sense of their experiences within specific contexts (Al-
Busaidi, 2008; Lim, 2024). Unlike quantitative approaches, which focus on measuring predefined variables,
qualitative methods aim to capture depth, meaning and contextual influences shaping human actions,
perceptions and interactions.

Methodologically, qualitative research is typically iterative and reflexive, allowing researchers to explore
emerging insights and identify patterns that may not be captured through structured quantitative
indicators (Busetto et al., 2020). Data collection and analysis often proceed in parallel, enabling
researchers to refine interpretations and explore unexpected issues arising during the research process.

Because qualitative inquiry relies on interpretation, methodological rigour is established through
transparency, reflexivity and systematic analytical procedures rather than through statistical measures of
validity and reliability (Lim, 2024). When appropriately applied, qualitative methods can generate rich and
transferable insights into implementation processes, contextual influences and stakeholder experiences,
thereby complementing quantitative monitoring and evaluation approaches (Al-Busaidi, 2008; Lim, 2024).

Given the objective of understanding how EU-JAMRAI 2 activities and outputs are perceived, adopted
and translated into policy and practice across different One Health contexts, a qualitative approach was
considered particularly appropriate for this evaluation.

4.2 Focus groups and in-depth interviews: purpose and key features

Focus groups and in-depth interviews are commonly used qualitative methods for exploring stakeholder
perspectives, experiences and expectations (Gill et al., 2008; Busetto et al., 2020). While in-depth
interviews provide detailed individual accounts and are particularly suitable when personal experiences
or sensitive topics require in-depth exploration, focus groups facilitate interaction among participants
and allow researchers to examine shared experiences, divergent viewpoints and collective reflections.

Focus groups are particularly useful when the objective is to understand how participants discuss,
interpret and make sense of complex issues within a group setting. Through interaction with other
participants, stakeholders may build upon, challenge or refine each other's perspectives, generating
insights that might not emerge during individual interviews (Kitzinger, 1994; Morgan, 1997).

In the context of EU-JAMRAI 2, focus groups were selected as the preferred data collection method
because they enabled discussion among stakeholders from different countries, sectors and professional
backgrounds involved in AMR and One Health activities. This interactional dynamic was particularly
valuable for exploring implementation challenges, policy integration and sustainability across diverse
contexts.

Furthermore, online focus groups offered a feasible and efficient approach for engaging geographically
dispersed participants across Europe while maintaining rich discussion and exchange of experiences.
Previous methodological research has shown that well-moderated online focus groups can preserve
conversational richness while reducing logistical constraints and resource requirements (Flynn et al,,
2018; Willemsen et al., 2022).

This approach was therefore considered particularly relevant for understanding how EU-JAMRAI 2
activities and outputs are implemented, adapted and sustained across complex One Health settings.
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4.3 Study design

A qualitative design was used, consisting of three focus groups, each addressing a specific evaluation topic
and involving stakeholders engaged in different aspects of EU-JAMRAI 2 implementation.

I. The first focus group (VWP4) explored the sustainability and future uptake of EU-JAMRAI 2
outcomes. Discussions addressed factors that may influence the long-term adoption of project
outputs, including implementation barriers, support needs and opportunities for collaboration
across Member States.

2. The second focus group (WP5) explored the integration of EU-JAMRAI 2 technical priorities
into national AMR policy processes. Participants discussed potential risks and barriers, as well
as policy-level actions that could support the incorporation of technical priorities into national
strategies and action plans.

3. The third focus group (WP6/7) explored the experiences of stakeholders involved in
implementing EU-JAMRAI 2-supported activities and outputs related to IPC and AMS in human,
animal and environmental fields. Discussions addressed factors influencing implementation in
practice, including resources, organisational support, training, motivation, policy context and
One Health collaboration.

Taken together, the three focus groups explored different aspects of EU-JAMRAI 2 implementation,
ranging from the sustainability of project outcomes and their integration into national policies to their
practical application in day-to-day settings. This design provided a broader understanding of the factors
influencing the uptake and implementation of EU-JAMRAI 2 activities across different contexts and
stakeholder groups.

4.4 Research question development and interview guide design

The research questions and focus group guides were developed through a collaborative process involving
WP3 partners, the WPI coordination team and the relevant Work Package Leaders (VWPLs).

The process started with consultations between WP3 and the coordination team to identify priority
topics for the qualitative evaluation. Subsequently, WPLs were invited to propose research questions
and stakeholder profiles through an online consultation process. The aim was to identify topics where
qualitative methods could contribute to a deeper understanding of implementation challenges, policy
needs and sustainability considerations beyond what could be captured through routine project
monitoring.

The proposed topics were reviewed, discussed and prioritised internally within WP3, following the topic
generation and refinement process described in Milestone 7. Candidate research questions were refined
based on their relevance to the objectives of EU-JAMRAI 2, their feasibility for focus group discussion
and their potential to generate actionable findings. Bilateral meetings with individual WPLs were then
organised to further clarify expectations, refine the scope of the discussions and identify the most
relevant stakeholder groups.

The final research questions and focus group topics were validated jointly by WP3 partners and the
coordination team. Semi-structured interview guides were subsequently developed in collaboration with
the relevant WPLs. Although each focus group addressed a different topic, all guides followed a similar
structure consisting of an introductory section, discussion of the main research topic, exploration of
barriers and enabling factors, and a final reflection on future needs and recommendations (see Annex 2).
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4.5 Participant recruitment and sampling

Purposive sampling was used to recruit participants with direct experience relevant to the objectives of
each focus group. Participant inclusion criteria and stakeholder profiles were informed by Milestone 7
and further specified for each focus group. Participants included both EU-JAMRAI 2 consortium partners
and external stakeholders, depending on the focus group and its target population. They were identified
through existing consortium contact lists and recommendations from the relevant Work Package
Leaders (WPLs).

Recruitment aimed to ensure a balance between thematic expertise and diversity of perspectives.
Attention was paid to geographical representation, professional background and involvement in different
One Health sectors. Depending on the focus group topic, participants included policy-makers, national
action plan coordinators, technical experts, implementation professionals and stakeholders from human,
animal and environmental health sectors.

The WP4 focus group primarily aimed to involve stakeholders working in organisations representing
different One Health sectors and perspectives and with experience in sustainability, implementation and
uptake of Joint Action outcomes. The WP5 focus group targeted policy-makers and AMR coordinators
engaged in the development, implementation or revision of National Action Plans. The WP6/7 focus
group included professionals working in infection prevention and control (IPC), antimicrobial stewardship
(AMS) and the implementation of EU-JAMRAI 2 technical activities.

To account for potential withdrawals or non-attendance, more participants were invited than required
for each session. This ensured that the planned number of participants could be reached while maintaining
diversity of perspectives.

4.6 Data-collection

All focus groups were conducted online using videoconferencing platforms and lasted approximately 90
minutes. Each session was facilitated by a lead moderator and supported by a co-moderator responsible
for note-taking, time management, and technical assistance. The moderator, co-moderator and technical
assistant were members of WP3. At the beginning of each session, participants were reminded of the
purpose of the study, as well as confidentiality arrangements and recording procedures. Time was also
allocated for introductions and for addressing any questions regarding participation.

Discussions followed semi-structured interview guides developed specifically for each focus group. While
the guides provided a common structure, moderators retained flexibility to explore issues raised by
participants and to probe emerging topics during the discussion. This approach allowed participants to
share experiences and examples relevant to their professional and national contexts. All sessions were
audio-recorded with participants' consent and subsequently transcribed using transcription systems such
as noScribe and Fireflies.ai. In addition to the transcripts, moderator notes and post-session debriefing
documents were used to support the interpretation of findings and to capture observations related to
group dynamics and contextual factors.

4.7 Data-analysis

The focus group data were analysed using a thematic analysis approach informed by Braun and Clarke
(2006, 2019, 2022). The aim of the analysis was to identify relevant patterns, recurring implementation
issues and cross-cutting insights across the three focus groups, while remaining closely grounded in the
participants' discussions. The analytical process was cyclical rather than strictly linear: familiarisation,
coding, grouping, comparison and theme refinement were revisited several times as understanding of the
data developed.
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The analysis started with repeated reading of the transcripts to become familiar with the content, context
and dynamics of each discussion. Coding was primarily data-driven. Relevant transcript fragments were
coded according to their meaning and analytical relevance, rather than being assigned in advance to
categories derived from the session flow or interview guides. The research questions and objectives of
each focus group were used later in the interpretation phase to ensure that the final themes remained
aligned with the purpose of the evaluation.

For the WP4 and WP5 focus groups, coding was carried out using structured coding matrices in Excel.
These matrices were used to organise transcript excerpts, initial codes, analytical notes, code families
and emerging themes. For the WP6/7 focus group, child coding was carried out in Dedoose, while Excel
was used to organise the coded excerpts, analytical notes, code families and emerging themes. Although
different tools were used for child coding, the same overall analytical approach was applied across all
three focus groups.

Following the initial coding phase, related child codes were grouped under a common set of nine
overarching parent codes. These parent codes were subsequently applied consistently across all three
focus groups. They provided a common analytical structure for organising the coded data and supported
comparison across the three datasets. The main and supporting themes were then developed separately
for each focus group, based on its specific research question and discussion content.

Rather than being predefined, the child codes, parent codes and focus-group-specific themes emerged
through the iterative review of the data and were refined throughout the analytical process. The nine
parent codes represented recurring analytical areas, including collaboration and governance,
implementation and practice change, resources and capacity, communication and awareness, data and
tools, sustainability, EU-JAMRAI 2 added value, policy uptake, and sector-specific considerations (see
Table 5).

For WP4, the analysis focused on sustainability and future uptake of EU-JAMRAI 2 outcomes. For WP5,
the analysis focused on risks and policy-level actions related to integrating technical priorities into
national AMR policy processes. For WP6/7, the analysis focused on implementation experiences and
factors influencing the use of EU-JAMRAI 2-supported activities and outputs in daily practice.

After the within-focus-group analyses, the themes developed within the common parent-code framework
were compared across the three datasets. This cross-focus-group analysis aimed to identify recurring
patterns, shared implementation challenges and broader insights that cut across sustainability, policy
integration and implementation in practice.

Throughout the analysis, some child codes were merged when they reflected similar concepts, while
others were separated to capture distinct dimensions of a broader issue. Theme titles were also refined
as the interpretation of the data developed. Analytical notes documented reflections, coding decisions
and theme development.

The final themes were developed based on their analytical relevance to understanding implementation,
policy uptake and sustainability within EU-JAMRAI 2 rather than on the frequency with which topics were
mentioned. Representative quotations were selected to illustrate key findings and were anonymised prior
to reporting. Where necessary, minor edits were made to improve readability while preserving the
original meaning of participants’ contributions.

4.8 Ethical and GDPR considerations

Participation in the focus groups was voluntary. Prior to each session, participants received an
information sheet describing the purpose of the study, the planned use of the data, confidentiality
arrangements, and data protection measures.
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No project-level ethical approval was obtained for this qualitative study. In accordance with the EU-
JAMRAI 2 Grant Agreement, ethical assessment was to be addressed at national or institutional level
where applicable. Written informed consent was obtained from all participants before participation.

At the beginning of each session, participants were reminded of the objectives of the discussion, the
recording procedures and their right to withdraw from the study at any time without providing a reason.
Participants were also informed that the findings would be reported in an anonymised form and that
individual statements would not be attributed to identifiable persons.

All focus groups were audio-recorded to facilitate transcription and analysis. Recordings and transcripts
were stored on secure EU-JAMRAI 2 platforms with restricted access limited to authorised members of
the research team. Personal identifiers were removed during the transcription and analysis process.
When quotations were selected for reporting, only contextual information considered relevant for
interpretation, such as sector, stakeholder profile or country, was retained where appropriate and in
anonymised form.

The collection, storage and processing of data were conducted in accordance with the General Data
Protection Regulation (GDPR) and the data protection procedures applicable within EU-JAMRAI 2. Audio
recordings were used solely for analytical purposes and were not shared outside the research team.
Following verification of transcript accuracy and completion of the analysis, recordings were managed in
accordance with the project's data management and retention procedures.

Throughout the study, particular attention was paid to maintaining confidentiality and creating an
environment in which participants could openly share their experiences and perspectives. Although
complete confidentiality within a group setting cannot be guaranteed, participants were reminded to
respect the confidentiality of the discussions and not disclose statements made by other participants
outside the focus group.
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5 RESULTS

This section presents the findings of the three focus groups. It first provides descriptive information on
the focus-group sessions and participants, followed by an overview of the analytical outputs generated
during the coding process and the overarching analytical families used to structure and compare the
findings across the three datasets. The results are presented in three parts: descriptive findings for each
focus group, an analytical synthesis of each focus group, and cross-cutting themes across the three focus
groups.

5.1 Overview of focus-group sessions and participants

The three focus groups were conducted online between November 2025 and December 2025. Table |
provides an overview of the session dates, format and number of participants.

Table I. Overview of focus-group sessions

Focus group Date Format Number of participants
WP4 focus group 27/11/2025 Online 4
WPS5 focus group 01/12/2025 Online 8
WP6/7 focus group 21/11/2025 Online 8

Table 2 presents descriptive statistics for the focus-group participants. These descriptive data provide an
overview of participant characteristics across the three focus groups, including sex, country represented,
sector represented and role in EU-JAMRAI 2.

Table 2. Descriptive statistics of participants in the three focus groups (n=20)

Variable WP4 WP5 WP6/7 Total
n (%) n (%) n (%) n (%)
Sex
Female 2 (50.0%) 5 (62.5%) 7 (87.5%) 14 (70.0%)
Country represented
Austria 0 (0.0%) I (12.5%) 0 (0.0%) I (5.0%)
Belgium | (25.0%) 0 (0.0%) 0 (0.0%) | (5.0%)
Denmark 0 (0.0%) I (12.5%) I (125%) 2 (10.0%)
Finland 0 (0.0%) I (12.5%) I (125%) 2 (10.0%)
Germany 0 (0.0%) I (12.5%) 0 (0.0%) I (5.0%)
Greece 0 (0.0%) 0 (0.0%) I (12.5%) I (5.0%)
Latvia 0 (0.0%) I (12.5%) 0 (0.0%) I (5.0%)
Malta 0 (0.0%) I (12.5%) 0 (0.0%) I (5.0%)
Poland 0 (0.0%) I (12.5%) 0 (0.0%) I (5.0%)
Slovakia 0 (0.0%) I (12.5%) 0 (0.0%) I (5.0%)
Spain 0 (0.0%) 0 (0.0%) 2 (25.0%) 2 (10.0%)
The Netherlands 0 (0.0%) 0 (0.0%) I (12.5%) | (5.0%)
EU-level / international 3 (75.0%) 0 (0.0%) 2 (25.0%) 5 (25.0%)
Sector represented
Animal health I (25.0%) 0 (0.0%) 3 (37.5%) 4 (20.0%)
Environmental health 0 (0.0%) 0 (0.0%) 2 (25.0%) 2 (10.0%)
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Human health

Role in EU-JAMRAI 2 project
Academic/research expert

Civil society / professional stakeholder
Clinical / technical expert

European Commission / EU policy actor
Healthcare service / implementation
stakeholder

International organisation stakeholder
National ministry / competent authority
National public health institute / technical
agency

National AMR competence/reference

3 (75.0%)

| (25.0%)
0 (0.0%)
0 (0.0%)
3 (75.0%)
0 (0.0%)

0 (0.0%)
0 (0.0%)
0 (0.0%)

0 (0.0%)

®

8 (100.0%) 3 (37.5%) 14 (70.0%)
0 (0.0%) 0(0.0% I (5.0%)
0 (0.0%) | (125%) 1 (5.0%)
0 (0.0%) | (125%) 1 (5.0%)
0 (0.0%) 0(0.0%) 3 (15.0%)
0 (0.0%) | (125%) 1 (5.0%)
0 (0.0%) | (125%) 1 (5.0%)
4(50.0%)  0(0.0%) 4 (20.0%)
2(250%) 3 (37.5%) 5 (25.0%)
2(250%) 1 (12.5%) 3 (15.0%)

centre

5.2 Overview of analytical outputs and code families

Table 3 provides an anonymised overview of participant characteristics by focus group. Participant |Ds
are retained to allow linkage with anonymised quotations in the Results section. To reduce the risk of
re-identification, exact countries and highly specific institutional descriptions are not reported.

Table 3. Anonymised characteristics of focus-group participants

Focus Participant ID Broad sectoral Broad stakeholder profile

group perspective

WP4 WP4 Participant | Human health Policy / governance stakeholder
WP4 WP4 Participant 2 Human health Research / technical stakeholder
WP4 WP4 Participant 3 Animal health Technical / scientific stakeholder
WP4 WP4 Participant 4 Human health Policy / governance stakeholder
WP5 WP5 Participant | Human health Policy / governance stakeholder
WP5 WPS5 Participant 2 Human health Public health / technical stakeholder
WP5 WP5 Participant 3 Human health Public health / technical stakeholder
WP5 WP5 Participant 4 Human health Policy / governance stakeholder
WP5 WPS5 Participant 5 Human health Clinical / technical stakeholder

WP5 WPS5 Participant 6 Human health Clinical / policy stakeholder

WP5 WP5 Participant 7 Human health Laboratory / surveillance stakeholder
WP5 WP5 Participant 8 Human health Policy / governance stakeholder
WP6/7 WP6/7 Participant | Animal health Professional / technical stakeholder
WP6/7 WP6/7 Participant 2 Human health Public health / technical stakeholder
WP6/7 WP6/7 Participant 3 Environmental health  Technical / implementation stakeholder
WPé6/7 WP6/7 Participant 4 Animal health Professional / technical stakeholder
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WP6/7
WP6/7

WP6/7
WPé6/7

WP6/7 Participant 5
WP6/7 Participant 6
WP6/7 Participant 7
WP6/7 Participant 8

®

Human health Clinical / technical stakeholder

Human health Policy / implementation stakeholder

Animal health Technical / implementation stakeholder

Environmental health  Technical / implementation stakeholder

The analytical process generated a substantial number of initial child codes across the three focus groups,
as summarised in Table 4. For the WP4 focus group, |51 child codes were identified, resulting in 7 main
themes and | supporting theme. For the WP5 focus group, 143 child codes were identified, resulting in
7 main themes and 2 supporting themes. For the WP6/7 focus group, 466 child codes were identified,
resulting in 19 main themes and 7 supporting themes. The final main and supporting themes identified
for each focus group are presented in Annex 3.

Table 4. Overview of analytical outputs by focus group

Focus group Child codes identified

Parent code
families

Main themes and supporting themes

WP4
WP5
WP6/7

151 child codes
143 child codes
466 child codes

9 parent codes
9 parent codes
9 parent codes

7 main themes, | supporting theme
7 main themes, 2 supporting themes
19 main themes, 7 supporting themes

Across all three focus groups, the child codes were organised under the same set of nine overarching
parent codes to support consistency and comparison across the datasets. These parent codes did not
replace the focus group-specific themes, but structured recurring analytical areas and supported the
identification of cross-cutting findings. Table 5 presents the nine parent codes and their analytical scope.

Table 5. Common overarching code families used across the three focus groups

Code

Overarching code family

Analytical scope

A

EU

JAMRAI

Collaboration,
governance and
stakeholder alignment

Implementation,
practice change and
translation

Resources, capacity and
workload

Communication,
awareness and narrative

Data, tools, evaluation

and knowledge
infrastructure

Joint Action

Captures references to cross-sector collaboration, shared language,
governance structures, coordination mechanisms, stakeholder
alignment, networks and bridging roles across sectors and levels.

Captures references to the implementation of EU-JAMRAI 2 activities
and outputs, behaviour change, adaptation to local settings, feasibility,
transferability of best practices and translation into routine work.

Captures references to funding, staffing, workload, time constraints,
workforce availability, technical capacity and other practical resource
limitations affecting implementation.

Captures references to the framing, adaptation and dissemination of
AMR, IPC and AMS messages for different audiences, including
healthcare workers, farmers, policymakers and the general public.
Captures references to the collection, analysis and use of data to
monitor implementation, assess progress or impact, support decision-
making and facilitate access to tools, indicators, platforms and shared
resources.

Antimicrobial Resistance and
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F Sustainability and
continuity
G EU-JAMRAI 2 added

value, learning and
network effects

H Policy, strategy and
national uptake

I Sector-specific scope,
maturity and technical
content

®

Captures references to the continuation of activities beyond the
project timeframe, including long-term maintenance, institutional
embedding, ownership, handover, updating of materials and keeping
outputs accessible and relevant after EU-JAMRAI 2.

Captures references to the perceived added value of EU-JAMRAI 2,
including learning, professional development, networking, peer
exchange, motivation, project structure, momentum and spillover
effects.

Captures references to policy uptake, national anchoring, National
Action Plans, strategic alignment, political prioritisation, guidelines,
policy agendas and the translation of EU-JAMRAI 2 outputs into
national or regional action.

Captures references to sector-specific or technical content, including
human, animal and environmental health perspectives, IPC/AMS scope,
maturity of different fields, domain-specific examples and differences

in technical readiness.

5.3 Descriptive findings per focus group

5.3.1  WP4 focus group: Sustainability and future uptake of EU-JAMRAI 2 outcomes

This focus group, with four participants from different organisations, described implementation as a
central challenge for achieving WP4 priority outcomes. Barriers were not primarily linked to a lack of
evidence or technical knowledge, as reflected in the observation that “there is a substantial body of
evidence... but the real uptake is missing” (WP4 Participant 3), but to difficulties translating project
outcomes into daily practice. Implementation was framed as a behavioural and organisational process
requiring motivation, follow-up, and adaptation, with participants noting that “it is not a problem of
knowing what should be done... it is how to convince people to actually do it.” (VVP4 Participant 3).
Training and guidance alone were therefore seen as insufficient without monitoring and feedback
mechanisms to assess whether practice has changed after implementation, as reflected in the comment
that “the training is done... and then you don’t know what happens afterwards.” (WP4 Participant 2).

Implementation was also described as unevenly feasible across settings. Participants pointed to variation
in workforce capacity, funding, infrastructure, and governance arrangements, alongside differences
between sectors. Economic drivers were emphasized in the animal sector, and transferability was
presented as limited where contexts diverge substantially, reflected in the remark that “you could not
compare what goes on in Norway or Greece.” (VWP4 Participant 3).

Standardisation was discussed as important for coordination and comparability, including across tools,
processes, and data systems. Standardisation makes it possible to homogenize practices, generalize
processes, and compare results across sectors, institutions, systems, and regions. However, this was
viewed as workable only if paired with flexibility for local and sector-specific adaptation, and if it remained
feasible across different resource contexts. As one participant noted, standardisation should focus on
“minimal essential standards that could be affordable everywhere” (WP4 Participant 3). Overly rigid
approaches were considered likely to reduce usability, particularly in lower-resource settings.

Data and monitoring systems were described as enabling implementation and decision-making.
Participants noted that systems to monitor antimicrobial use, particularly in the animal sector, are already
relatively well established, but highlighted persistent gaps in linking use to resistance outcomes in
veterinary pathogens, as reflected in one participant’s comment that “it is very important that we connect
the use in animals with the resistance in animals and it's one of the things we cannot yet connect, because
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the data is very sparse on the resistance levels in veterinary pathogens” (WP4 Participant 3). This limits
the ability to demonstrate impact and is compounded by differences in laboratory capacity and levels of
digitalisation across countries, which constrain data comparability.

Collaboration was described as supporting implementation through exchange between actors facing
similar challenges. Peer learning and cross-country interaction were presented as facilitating the transfer
of approaches, reflected in the statement that “when you have people facing the same challenges and
having the same problems then it's easier to bring people together.” (WP4 Participant 3). EU-level
structures were described as enabling such exchanges by providing platforms for coordination and
learning.

Sustainability was linked to long-term embedding rather than continuation of project activities alone.
Participants stressed the need for ownership transfer to national or local actors, institutional anchoring,
and stable funding beyond project cycles, noting that initiatives should continue beyond the project and
operate autonomously.

In addition, sustainability was associated with the presence of supporting structures, including leadership,
coordination mechanisms, and partnerships across actors and sectors. Strong partnerships between
countries and entities were considered essential to address availability, joint purchasing, market
sustainability, supply chains, and national policy adjustments. Participants highlighted the role of networks
and external organizations in maintaining activities over time, particularly through knowledge exchange,
peer learning, and endorsement by recognized expert bodies.

Policy support was considered necessary but insufficient. Participants emphasized the need to translate
political commitments into concrete action supported by clear responsibilities, leadership, concrete
policies, technical support at national level, and funding. In some contexts, particularly in the animal
sector, structural barriers related to market dynamics and availability were highlighted, reflected in the
observation that “it’s not been prescribed because it was not available... it’s a circle that has to be
broken.” (WP4 Participant 2).

5.3.2  WPS5 focus group: Policy integration of EU-JAMRAI 2 technical priorities

This focus group, conducted with experts from eight European countries, explored how technical AMR
priorities could gain policy traction and be implemented in national contexts. Rather than merely
describing risks and barriers, participants pointed to a broader implementation challenge: technical
priorities, evidence and knowledge were often already present, but were not consistently translated into
political attention, institutional authority or concrete action. The discussion therefore focused on the
mechanisms needed to move AMR priorities from recognition to implementation, including governance
mandates, political will, accountability, framing and practical capacity.

Within the governance block, participants described governance and coordination structures as present
in many settings, but often too weakly anchored to support implementation. In some countries, AMR
coordination groups existed, but functioned mainly as consultative forums rather than bodies with the
authority to drive action. Their limited formal mandate, legal basis and decision-making power meant
that they could support information exchange, but not necessarily translate technical expertise into policy
decisions, resource allocation, or implementation. This created a bottleneck between coordination and
action. As one participant described, such a mechanism is “just a discussion group” that did not have
“any official mandate to do anything or give any binding recommendations.” (WP5 Participant 3).

Participants also pointed to fragmentation between governance levels, sectors, and institutions, which
weakened the translation of AMR priorities into coordinated national implementation. This fragmentation
was visible not only in the connection between national, regional and local levels, but also in the uneven
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ownership of AMR across the One Health system. In some cases, even if expertise and structures existed,
they did not translate into coordinated national implementation because of the multiple interfaces and
levels. This was visible in examples where stewardship frameworks were described as fragmented across
regions or institutions, and where knowledge remained concentrated in particular settings without
extending across the wider system.

One contribution captured this policy—practice gap by noting that “knowledge is bound in the regional...
but they don’t really reach out to primary healthcare” and added more broadly that “we somehow need
the interaction between sectors... which is also the barrier.” (WP5 Participant 2). From a One Health
perspective, this fragmentation was reinforced when some sectors did not fully recognise AMR as a
shared responsibility. As one participant explained, “it is very difficult to persuade them that it’s also their
issue, their problem” because some sectors “prefer to work like more separately from the human health”
(WPS5 Participant 7). Together, these examples suggest that fragmentation was not only organisational,
but also reflected weak sectoral ownership and limited shared accountability.

This uneven ownership was particularly visible in relation to the environmental sector, which participants
often described as more difficult to involve in AMR governance. One participant noted that, especially at
ministerial level, it was difficult to create “true engagement or priority of the AMR issue” in the
environmental sector, which was described as “completely not participating” (VWWP5 Participant 2).
Similarly, in one country, the Ministry of Environment “just dropped out” of the intersectoral
coordination mechanism (WP5 Participant 5), while another participant described environmental AMR
work as “just like a side project” (VWP5 Participant I). This suggests that One Health coordination is also
weakened by limited ministerial engagement and unclear ownership within specific sectors. This was
linked to broader concerns about ownership and leadership because “the topic is so broad, so interlinked
to different disciplines [that] it is very difficult to find the person who is ownership of the whole topic to
be able to coordinate those actors”, including the observation that “we have a lot of experts, but we
don’t have leaders for the process.” (WP5 Participant 8).

The discussion further suggested that the main challenge for policy uptake was not the absence of data,
information, or knowledge, but the difficulty of turning available evidence into policy action. At the same
time, the discussion suggested that continued emphasis on surveillance can risk becoming a substitute for
decision-making, keeping AMR in a monitoring mode rather than moving it into implementation.
Participants repeatedly indicated that surveillance and indicators were generally not the main problem.
Instead, the challenge lies in making data meaningful for decision-makers and connecting knowledge to
action. One participant stated that “the data is here and the data shows what is necessary. It just needs
to land somewhere” (WP5 Participant |), while another put it more directly: “we have more than enough
surveillance... it is not a surveillance issue. It is an action issue” (WP5 Participant 6).

Participants also described AMR as difficult to keep high on the political agenda because it lacks urgency
and visibility. Several contributions suggested that AMR needs to be made more visible and urgent before
it can really lead to political action. Relatedly, AMR was described as “much too abstract” (WP5
Participant 4), for policy-makers or simply “they don't understand AMR” (WP5 Participant 6), which
reinforced a form of political stasis —mentioned as the “the frog in the hot water syndrome” (WP5
Participant 6) during the discussion. Therefore, they pointed it out to be harder to translate into concrete
political attention without reframing. And competing priorities and commercial interests were also
described as limiting sustained political attention.

In addition, besides the efforts in AMR for becoming a priority, several contributions emphasized that
policy action depends less on technical accuracy alone than on political will, engagement, and activation:
“a lot of the same barriers... political awareness, political will to do something” (WP5 Participant I).
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Finally, some countries highlighted persistent workforce constraints, diffuse responsibilities, and limited
policy-making capacity in ministries and agencies. This issue appears to be a systemic concern due to
scarcity of fundamental healthcare workforce in some cases but also specific and related to understaffing
in central agencies in others, where “it is very difficult really to find the person who will [...] keep up with
AMR issues” (WP5 Participant 5). Also, while several participants commented on the overall workforce
shortages and lack of skills among healthcare workers, a participant from Finland highlighted this gap as
"most of us have background, in Finland,... in science or medicine. We don't know anything about how
to make policy - that's the problem" (WP5 Participant 3), pointing to another barrier between
professionals and policy-makers, or even the translation of technical topics into policy actions. At the
same time, participants identified several factors that could help AMR priorities gain policy traction and
move into implementation. One was stronger European-level pressure, including performance indicators,
targets, and more binding instruments. A participant from Latvia argued that “more pressure from
European Commission would definitely help” (WP5 Participant 5) because politicians take European
directives seriously, while a participant from Austria added that “legally binding instruments, especially
on the European level would help as well, because most of it currently for us is on a voluntary basis”
(WP5 Participant I).

Another enabling factor concerned communication and framing. Participants suggested that AMR gained
more policy traction when translated into concrete consequences that policy-makers could readily
understand. One participant explained that AMR was often perceived as “much too abstract... it’s
something that’s nothing influencing their daily work” but became “much more real” when linked to
examples such as cancer care, where effective antibiotics are essential for preventing serious
consequences (WP5 Participant 4). A similar point was raised by another participant, who noted that
politicians (and the public) better understand AMR when it is framed through visible consequences for
patients, such as situations in which “there are simply treatments that are not available for patients, if we
don’t have effective antibiotics” (VWWP5 Participant 2). Similarly, it was noted that not only is the relevance
of the issue stressed by its severity but also by the economic consequences, and the need to get politicians
informed through cost-effectiveness studies that demonstrate the costs of AMR and return of the
investment. As a participant commented, "AMR s this really complicated term for most of us and for
most of the political level. So just to put it in perspective... with outcomes and also financial impact" (WP5
Participant 1).

A related but distinct enabling factor was public visibility. In the Danish pig production example, one
participant described how public frustration and ethical concern created pressure for political action
after years of limited change, noting that “if you can engage voters... this creates huge pressure... maybe
now something starts to happen... we see more law suggestions coming” (VWP5 Participant 2).
Participants presented this as an example of how broader public attention can contribute to policy
movement where technical arguments alone have had limited impact.

Also, participants highlighted the importance of legal frameworks, capacity, and practical translation into
real settings. Frameworks such as municipal public health laws, clearer mandates, and institutional support
were described as helping to connect policy to implementation. For example, one participant referred
to the Norwegian public health law, explaining that such a framework would enable municipalities to
work “at a more equal level with these topics” and that this “would imply action” (WP5 Participant 2).
The Danish representative proposed another potential solution, noting the absence of such a national
strategy and explaining how it could help align the efforts of local actors.

Finally, participants emphasized the necessity of solutions for shifting the focus from passive monitoring
to active, structurally supported interventions. As previously stated, while surveillance systems were
generally perceived as well-established, there was a strong consensus that data availability alone does not
drive policy. Thus, behavioural science was proposed as a potential solution, as the core barrier was
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described as a lack of “knowledge to translate what we have in a large amount of data, and knowledge
into effective behaviour change”. This sentiment was reinforced by several participants who stressed the
urgent need to "start utilizing the information we have into action" and acknowledged that while systems
"have enough information”, the enduring challenge is "how we tell that for those who are making really
the decisions". In addition, participants emphasised the need to pair these behavioural insights with robust
structural enablers, including binding responsibilities, sustained budgets, clear incentives, sufficient staffing
and empowered actors. Without a clear structural mandate, systems lack the "governance" required to
"be prepared to implement, to act, to find the finance for the program" (WP5 Participant 8), exacerbating
the vulnerability of AMR initiatives to pervasive budget cuts. However, activation, leadership and support
from decision-makers and stakeholders at ministries and agencies are key for the development and
deployment of the programs because “you can have the best national action plan you want. But if it's not
translatable, if you don't have support... you're not going to get anywhere” (WP5 Participant 6). Crucially,
overcoming the current situation where "whether or not you comply with the targets, nothing happens”
demands accountability and incentives. Participants advocated for legally binding frameworks and explicit
performance targets that may act as essential levers to ensure AMR implementation is incentivized,
politically prioritised, and adequately resourced.

The findings described a policy environment in which AMR priorities are recognized, but where
implementation remains shaped by political attention, institutional authority, and the ability to translate
knowledge into concrete action.

5.3.3  WPé6/7 focus group: Implementation of EU-JAMRAI 2 activities in practice

This focus group included eight participants involved in EU-JAMRAI 2 Work Packages 6 and 7,
representing human health, animal health and environmental perspectives. The discussion focused on the
current use of EU-JAMRAI 2 activities and outputs in practice, the factors influencing their uptake, and
the conditions needed to strengthen implementation across sectors and national contexts.

The focus group began with a general reflection on participants’ experiences with EU-JAMRAI 2 so far.
Participants described EU-JAMRAI 2 as a valuable but demanding project that is beginning to influence
daily work, particularly by helping move from conceptual discussions towards practical implementation.
Several participants framed their experience as a long-term process. One participant described it as “very
challenging, very tiring, but very exciting” (WP6/7 Participant 6), while another referred to AMR, AMS
and IPC work as “a marathon” with “no quick fix” (WP6/7 Participant 5).

A first descriptive finding was that EU-JAMRAI 2 activities and outputs are already being used in concrete
ways in national and organisational contexts. In the human IPC field, the COM-B model had been
introduced through EU-JAMRAI 2 workshops and applied with local hospitals through observations,
interviews and analysis of possible interventions. This created “valuable feedback on how this theoretical
framework actually works when we are out presenting it in practice” (WP6/7 Participant 2). The same
participant described ripple effects, “rings in the water” (WP6/7 Participant 2), after national theme days
and local training activities, as other infection control units began requesting support on behavioural
interventions.

Participants also gave examples of tangible outputs and practical materials linked to EU-JAMRAI 2
activities. A participant from the animal health sector explained how communication materials, including
postcards, pins and QR-code-linked resources, were used to reach veterinarians and companion animal
owners. These materials were described as practical and useful in veterinary settings, with the participant
noting that “the vets were really happy because it's something that they can put in the practices and
display it to pet owners” (WP6/7 Participant |). In the area of capacity building, participants referred to
the development of a digital tool under Task 6.3 to support the selection of training methodologies for
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AMR capacity-building interventions, described as “a very tangible outcome” already being used at
country level (WP6/7 Participant 3). Another example was an inspiration toolbox developed to collect
IPC interventions and make it easier to share and reuse existing materials, based on the idea that “we
don’t have to start over” (WP6/7 Participant 2).

A second descriptive finding concerned peer learning, exchange and the translation of European-level
work into local practice. Participants described EU-JAMRAI 2 as a space where professionals from
different countries, backgrounds and sectors could exchange experiences and learn from each other.
One participant described this as “very enriching” and “motivational”, particularly because many
participants were facing similar implementation challenges (WP6/7 Participant 6). EU-JAMRAI 2 was also
seen as helping to make European-level work more connected to local practice. One participant
explained that large EU projects can be difficult for local professionals to relate to, and that part of their
role was to “make it relational” and “operationalise all the ideas within EU-JAMRAI 2” (WP6/7 Participant
2).

A third descriptive finding was that implementation was uneven and context-dependent, particularly in
relation to the environmental domain. Participants explained that environmental AMS and environmental
IPC are still emerging fields and do not yet have the same level of definition, maturity or institutional
embedding as human or veterinary health. One participant stated: “I’'m working on antimicrobial
stewardship in the environment, which is not a very defined field. We don’t have clear definitions,
sometimes it can get very confusing” (WP6/7 Participant 3). Another participant argued that expectations
should reflect these differences in maturity: “You cannot now expect things from the environmental
domain that you expect from a human domain” (VWP6/7 Participant 8).

A fourth descriptive finding concerned collaboration across and within sectors. Collaboration was
described as both one of EU-JAMRAI 2’s strongest contributions and one of its main challenges.
Participants said that EU-JAMRAI 2 had increased contact between sectors, while also stressing that
collaboration requires more than bringing people into the same room. One participant described “one
of the biggest difficulties in One Health” as “finding a common language” and understanding “how can we
speak together and understand the same thing” (WP6/7 Participant 3). Another participant summarized
this as the need for “the common language, the common risk assessment, the common future prevention
and not them and us, but a common us” (VWP6/7 Participant 2). Participants also noted that collaboration
can be difficult within sectors, not only between them, and that joint work takes time, includes “hiccups”,
and requires continued motivation (WP6/7 Participant 8).

A fifth descriptive finding concerned resources, workload and sustainability. Participants described
practical limits related to time, staffing and funding, including difficulties integrating EU-JAMRAI 2 activities
alongside regular work. Sustainability was a central concern, particularly regarding whether outputs,
networks and knowledge would be maintained after EU-JAMRAI 2. One participant stressed that
motivated professionals are willing to invest substantial effort, but that the work needs to remain useful
beyond the project: “We need resources. We need that what we are creating remains” (WP6/7
Participant 6).

Finally, participants described AMR communication and narrative as important for implementation.
Several participants argued that AMR should not only be communicated through threat-based messages,
but also through positive and actionable narratives. One participant suggested linking environmental
protection to personal and public health: “If you look after your environment, you make your own
environment healthy, [and] that actually will make you healthy” (WP6/7 Participant 4). Participants also
discussed the need to shift the AMR narrative from treatment towards prevention, with one participant
describing EU-JAMRAI 2 as “going back to prevention” and moving beyond guidelines towards behaviour
and practical change” (WP6/7 Participant 2).
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Overall, participants described EU-JAMRAI 2 as already supporting practical tools, capacity building,
exchange and implementation. However, they also emphasized that the implementation of EU-JAMRAI 2
outputs and activities is not automatic, and depends on time, funding, staff, sectoral maturity, political
support, accessible tools, shared language and sustained engagement beyond the project period.

5.4 Analytical synthesis of focus-group findings

Building on the descriptive findings above, this section interprets what the focus group findings suggest
about the uptake and implementation of EU-JAMRAI 2 activities.

Each focus-group subsection includes a summary table of implementation conditions, barriers and
enablers (Tables 6, 7 and 8), followed by the detailed analytical interpretation.

54.1 WP4 focus group

Across this focus group, participants repeatedly framed the central question not as whether the WP
priority outcomes of WP4 are sufficiently developed, but what it takes for them to remain in use once
they move into daily practice. This reflects the structure of the discussion, which focused on readiness
for adoption, implementation barriers, and the types of partnerships and support required to sustain

uptake over time.

Table 6. WP4 focus group: implementation conditions, barriers and enablers

Implementation conditions

Barriers

Enablers

I. Implementation
processes

How outputs are translated into
and maintained within daily
practice

2. Standardisation and
adaptation

Balancing comparability and
coordination with contextual
flexibility

3. Feasibility and
transferability

Whether outcomes can be applied
consistently across different
settings

Joint Action

EU

Difficulty translating project
outcomes into daily practice.

Training and guidance without
follow-up or feedback.

No verification of whether
implementation has produced
real practice change.

Overly rigid approaches can
reduce usability.

Common approaches may be
less feasible in lower-resource
settings.

Cross-country variation in
workforce, funding,

infrastructure and governance.

Cross-sector differences in
capacity and implementation
conditions.

Antimicrobial Resistance and
JAMRAI Healthcare-Associated Infections

Implementation addressed as a
behavioural and organisational process.

Motivation, follow-up and adaptation.
Monitoring and feedback mechanisms.

Practical delivery formats that reduce
the local implementation burden.

Standardisation of tools, processes and
data systems.

Comparability across sectors,
institutions, systems and regions.

Minimal essential standards that remain
affordable and applicable across
contexts.

Flexibility for local and sector-specific
adaptation.

No specific enabler identified in the
WP4 findings for this condition.
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4. Data, monitoring and
demonstrable impact
Whether evidence can support
decisions, engagement and
assessment of change

5. Policy, market and
availability conditions
How political commitments are
translated into feasible
implementation

6. Collaboration and
exchange

How actors, countries and
organisations support
implementation and adaptation

Joint Action

EU

Differences in laboratory
infrastructure and cross-sector
collaboration.

Economic drivers affecting
feasibility, particularly in the
animal sector.

Regional and contextual
diversity constraining
transferability.

Sparse resistance data for
veterinary pathogens.

Limited ability to link
antimicrobial use with
resistance outcomes.

Uneven laboratory capacity and
levels of digitalisation.

Limited data comparability
across countries.

Difficulty demonstrating the
impact of stewardship
interventions.

National commitments do not
automatically lead to practical
availability.

Limited availability constrains
prescribing.

Low prescribing reduces
incentives for market presence.

Policy frameworks alone are
insufficient without resources
and operational support.

Collaboration requires
alignment around shared
challenges.

Collaboration requires
resources, support and

coordination.

Different governance systems

Antimicrobial Resistance and
JAMRAI Healthcare-Associated Infections

Established systems for monitoring
antimicrobial use, particularly in animals.

Evidence that demonstrates relevance
for farmers and veterinarians.

Data that support decision-making and
sustained engagement.

Clear leadership and responsibilities.
Coordination across countries.

Alignment between political
commitments, funding and market
incentives.

Concrete policies and national-level
technical support.

Partnerships addressing availability, joint
purchasing, supply chains and market
sustainability.

Peer learning between actors facing
similar challenges.

Cross-country exchange supporting the
transfer of approaches.

EU-level platforms for coordination and
structured learning.
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can make sustained Endorsement and support from EU-level
collaboration difficult. and recognised expert organisations.
7. Sustainability and systemm  Dependence on project Transfer of ownership to national or
embedding structures and project funding local actors.
How outcomes are maintained cycles.
beyond project structures and Institutional anchoring.
funding cycles Insufficiently stable long-term
funding. Embedding outcomes in national
structures, routines and governance
Continuity is difficult without frameworks.
ownership, coordination and
supporting structures. Stable funding beyond project cycles.

Leadership and coordination
mechanisms.

Networks and partnerships supporting
knowledge exchange and continuity.

Outcomes capable of operating
autonomously beyond the project.

Across the discussion, the findings point to a consistent pattern: while VP4 priority outcomes are
technically mature, their implementation depends on a limited set of system level conditions that
determine whether they can be sustained in practice.

The central constraint was not the availability of tools or evidence, but the presence of
implementation processes that support uptake over time, particularly through follow up,
monitoring, and practical delivery formats that reduce the burden of local implementation. In this context,
the standardisation of tools, processes, and data—which allows for adaptation to different contexts—
was considered an essential element of the implementation processes. Participants highlighted that the
absence of such processes limits the ability to assess whether implementation leads to change, as
illustrated by the observation that “there is no follow up... you don’t even know whether there is a real
improvement” (WP4 Participant 3). This suggests that sustained use depends on how implementation is
organised in practice, rather than on the availability of outputs alone.

The feasibility of implementing the WP4 priority outcomes was further shaped by cross country and
cross sector variation in capacity and resources. Differences in workforce availability, laboratory
infrastructure and cross-sector collaboration influenced both whether project outcomes could be applied
and the extent to which implementation could be carried out consistently across settings, particularly
for WP8 surveillance activities such as EARS VET. These differences were described as constraining
transferability, also for the One Health approach, with one participant referring to “regional diversity”
as “a major feasibility hurdle” (VP4 Participant |).

In addition, the limited ability to link antimicrobial use to resistance outcomes in veterinary pathogens
was identified as a constraint for demonstrating the impact of antimicrobial stewardship interventions
and for supporting behaviour change. Participants indicated that continued implementation is
influenced by whether outcomes can demonstrate relevance for end users and support
decision-making, noting that evidence is needed “not only... for humans” but also for actors such as
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farmers and veterinarians (WP4 Participant 3). This positions data availability not only as a technical issue,
but also as a factor shaping sustained engagement.

For the priority outcome of WP9 on access, implementation was closely tied to policy and
market conditions. Participants noted that national commitments do not automatically translate into
practical availability, describing a reinforcing dynamic in which limited availability constrains prescribing,
while low prescribing reduces incentives for market presence. This dynamic was summarized as “a circle
that has to be broken” (WP4 Participant 2) and was associated with the need for clear leadership,
coordination across countries and alignment between commitments, funding, and market incentives.
More broadly, participants suggested that policy frameworks alone may not be sufficient to ensure
implementation, as their impact depends on how they are translated into concrete actions supported by
available resources and system level conditions.

Collaboration mechanisms were presented as a facilitator for uptake, enabling exchange between
actors facing similar implementation challenges and supporting adaptation across contexts. However,
participants noted that collaboration requires alignment around shared challenges and support, indicating
that its effectiveness depends on how it is structured. In this respect, EU level initiatives such as EU
JAMRAI 2 were described as contributing by enabling structured exchange and supporting coordination
between countries.

In addition, participants noted that building and sustaining such collaborations requires resources and
coordination across different governance systems. In this context, endorsement and support from EU
level and expert organisations were described as contributing to legitimacy and supporting continued
implementation across settings.

Sustainability was described as a process that depends on how project outcomes are taken up and
maintained within existing systems. Participants emphasized that sustainability involves more than the
continuation of activities and instead depends on whether outcomes become embedded in national
structures, routines, and governance frameworks. Achieving this was associated with several interrelated
conditions. Ownership at national or local level was described as important for supporting
continuity beyond project funding. Financial sustainability was linked to the availability of stable
funding mechanisms, with participants raising concerns about reliance on short-term project financing
and uncertainty around whether political commitments are translated into concrete budget allocations.

Participants further highlighted the importance of leadership and coordination in aligning policy
objectives with what is feasible in practice and maintaining stakeholder engagement over time. In
addition, sustainability was supported by networks and external actors, particularly when these enabled
exchange between countries facing similar challenges and facilitated the transfer of approaches across
contexts.

542  WPS5 focus group

Across this focus group, participants repeatedly framed the central question not as whether technical
solutions or policy priorities already exist, but what allows them to gain traction within policy systems
and move into implementation. In this sense, the discussion shifted attention away from the availability
of evidence alone and toward the conditions that enable technical priorities to become politically
actionable.

Table 7. WP5 focus group: implementation conditions, barriers and enablers

Implementation conditions /  Barriers Enablers
main findings
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I. Formal authority and
institutional anchoring
Whether coordination structures
can move beyond discussion and
drive action

2. Political salience,
communication and external
pressure

Whether AMR becomes visible,
urgent and politically relevant

3. Workable governance
frameworks and policy
capacity

Whether policy goals become
operational responsibilities in real
settings

4. Data-to-action and
accountability

Whether existing evidence is
translated into decisions, follow-up
and action

5. Fragmentation and shared
One Health ownership
Whether AMR responsibility is
shared across levels, sectors and
institutions

Joint Action

EU

Coordination groups
functioning mainly as
consultative forums.

Limited formal mandate, legal
basis or decision-making
power.

Weak ownership and
leadership for the overall
AMR process.

AMR perceived as slow-
moving, abstract or distant
from daily concerns.

Low political urgency and
competing priorities.

Commercial interests
limiting sustained political
attention.

Diffuse responsibilities
across ministries and
agencies.

Limited staff and policy-
making capacity.

Difficulty translating technical
expertise into policy action.

Data and surveillance do not
automatically drive policy.

Continued monitoring can
substitute for decision-
making.

Limited consequences when
targets are not met.

Fragmentation across
governance levels, sectors
and institutions.

Regional knowledge not
reaching primary care or the
wider system.

Some sectors do not fully
recognise AMR as their

Antimicrobial Resistance and
JAMRAI Healthcare-Associated Infections

Legislation, clear mandates and
recognised responsibility.

Coordination structures able to
direct priorities, resources and
action.

Clear leadership and institutional
anchoring.

Framing AMR through visible
patient consequences and financial
impact.

Public visibility, voter concern and
ethical pressure.

European Commission pressure,
performance indicators, targets and
binding instruments.

Municipal public health laws,
national strategies and clearer local
responsibilities.

Institutional support, sustained
budgets and empowered actors.

Practical translation of policy goals
into implementable structures.

Action-oriented use of evidence,
indicators and follow-up.

Feedback loops linking
measurement to accountability and
adjustment.

Explicit performance targets,
incentives and consequences for
inaction.

Stronger interaction between
sectors and levels.

Knowledge, expertise and
implementation experience moving

across organisational boundaries.

Shared accountability across the
One Health system.
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issue.

Limited engagement and
unclear ownership in the
environmental sector.

6. Behavioural translation Education alone considered Behavioural science as a route from
capacity insufficient to change knowledge to action.
Whether AMR priorities can be behaviour.
converted into effective behaviour Targeted and context-specific
change strategies Lack of behavioural approaches.

expertise.

Focus on high prescribers,
Difficulty translating data and  personalised prescribing data and
knowledge into effective high-risk settings.
behaviour change.

Adaptation to country systems and
No single approach works stages of implementation.
across contexts.

Across the discussion, a consistent pattern emerged: policy uptake was shaped less by the presence of
technical knowledge than by whether governance systems could turn a slow-moving and often
overlooked problem into a clear basis for action, through authority, urgency, and incentives. This was
reflected in one participant’s description of AMR as a “frog in the hot water” problem, where the risk
builds gradually but does not immediately trigger action (VWP5 Participant 6).

A first enabling condition therefore concerned formal authority and institutional anchoring.
Coordination structures were more likely to support implementation when they were linked to
legislation, clear mandates, and recognized responsibility. In contrast, participants repeatedly described
existing structures as too weakly positioned to move beyond discussion. This was reflected in the
governance theme, where participants pointed to the absence of clear ownership and leadership, with
one participant noting that “it is very difficult to find the person who is ownership of the whole topic”
(WPS5 Participant 8). This suggests that policy traction depends not only on having coordination spaces,
but on whether those spaces can direct priorities, resources, and action.

A second enabling condition related to political salience, communication, and external pressure.
Across the discussion, participants suggested that AMR struggled to remain high on the political agenda
when it was perceived as slow, abstract, and less urgent than competing priorities. In this context,
communication emerged as an enabling factor because it could help make AMR more concrete and
politically relevant. One participant stressed the importance of “using a language that they understand
and using examples they can understand” explaining that AMR often remains too distant from policy-
makers’ daily concerns unless it is linked to visible and relatable consequences (VWP5 Participant 4). At
the same time, participants suggested that domestic uptake was often strengthened by pressure from the
public and from higher levels, including public concern, voter pressure, European Commission targets,
follow-up, and more binding mechanisms. These external expectations appeared to matter especially
where political urgency was weak, as reflected in the observation that there is “absolutely no urgency in
the countries where urgency is most needed... no political will” (WP5 Participant 6) and that AMR is
“just something that is not of the highest priority most of the time” (WP5 Participant 5). Taken together,
these findings suggest that AMR gained traction not simply when more evidence was available, but when

Joint Action
Antimicrobial Resistance and
JAMRAI Healthcare-Associated Infections 29



®

the issue was framed in ways that created political attention and was reinforced by external accountability
structures that made inaction harder to sustain.

A third enabling condition concerned translation into workable governance frameworks.
Participants referred to local public health laws, clearer municipal responsibilities, and more explicit
national frameworks as examples of structures that could move priorities from policy aspiration into
routine practice. In this respect, the findings suggest that uptake depends not only on the recognition of
AMR as an issue, but on whether policy goals are translated into structures that distribute responsibility
operationally across the system. This was illustrated by one participant, who explained that a framework
enabling municipalities to work “at a more equal level with these topics” would be something that “would
imply action” (WP5 Participant 2).

A fourth enabling condition concerned the use of data for decision-making and accountability.
Participants repeatedly suggested that surveillance systems and evidence were already largely in place,
but that their policy value depended on whether they were translated into decisions, indicators, and
follow-up structures. In this respect, the issue was less about the availability of data than the capacity to
use data to compare progress, support uptake, and guide action. For indicators to be useful, they also
needed to be part of feedback loops, linking measurement to follow-up, accountability, and the possibility
to adjust action when progress was limited. This was reflected in comments such as “we need to start
utilizing the information we have into action” (WP5 Participant 2) and in the emphasis on “what is the
outcome! How can we measure ourselves!? How can we check if we are on the right track?” (WP5
Participant ).

A fifth enabling condition concerned stronger linkages between policy and practice. Across the
discussion, participants suggested that implementation was often weakened not because knowledge or
initiatives were absent, but because they remained fragmented across regions, sectors, and institutional
levels. One participant noted that “knowledge is bound in the regional... but they don’t really reach out
to primary healthcare” (WP5 Participant 2), while another described the need for more interaction
between sectors because “we somehow need the interaction between sectors... which is also the
barrier” (WP5 Participant 2). This fragmentation also appeared to reflect uneven ownership across the
One Health system. Participants indicated that policy traction was harder to sustain when sectors did
not fully recognize AMR as a shared responsibility, as reflected in comments that “it is very difficult to
persuade them that it’s also their issue, their problem” (WP5 Participant 7), and in the view that in some
contexts “80-90% of our problems are happening in human health” and “the problem is mainly in the
health sector” (WP5 Participant 6/7). In this sense, policy traction appeared to depend not only on formal
frameworks, but also on whether knowledge, expertise, and implementation experience could move
across organisational boundaries and whether responsibility for AMR was sufficiently shared across
sectors to support wider system uptake.

Finally, the focus group suggested that behavioural translation capacity is in itself an enabling
factor. Participants framed AMR not only as a technical or medical issue, but as a behavioural challenge
requiring changes in practice. Within this context, education alone was considered insufficient to
influence entrenched prescribing and infection prevention behaviours, and behaviour change was
described as difficult to achieve and sustain in practice.

This challenge was linked to a lack of behavioural expertise and to difficulties in translating available
knowledge into effective and actionable strategies. As one participant stated, “education does not change
behaviour; if it did, nobody smokes in the world” Another participant similarly noted that “we do not
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have the knowledge to translate what we have... into effective behaviour change” (VWP5 Participant 6)
Participants highlighted the need for more targeted and context-specific approaches, including focusing
on high prescribers, using personalized prescribing data, and prioritising high-risk settings such as long-
term care. They also emphasized that no single approach is effective across contexts, and that
interventions need to be adapted to country-specific systems and stages of implementation.

543 WP6/7 focus group
Across the discussion, implementation did not appear as a linear process in which project outputs are
simply transferred into practice. Rather, outputs became meaningful when they were adapted to local

routines, carried by professional networks, and supported by sufficient time, resources and ownership.

Table 8. WP6/7 focus group: implementation conditions, barriers and enablers

Implementation
conditions / main
findings

Barriers

Enablers

I. Translation into real
working contexts
Outputs only become useful
when tested, adapted and
made relevant to the settings
in which professionals work.

2. Peer learning,
exchange and
professional networks
Uptake was supported by
exchange between people,
countries, sectors and
professional contexts.

3. Context dependence
and sector maturity
Implementation was uneven
and shaped by national,
organisational and sector-
specific conditions.

Joint Action

EU

Finished tools or frameworks are

not simply transferred into practice.

Large EU-level activities can be
difficult for local professionals to
relate to unless operationalised
locally.

Collaboration requires more than
bringing sectors together.

Finding a common language,
common risk assessment and
common prevention perspective is
difficult.

Joint work takes time, includes
hiccups and requires continued
motivation.

Environmental AMS and IPC are
emerging fields with less definition,
maturity and institutional
embedding.

Expectations may be unrealistic if
newer domains are expected to
deliver at the same pace as more
established sectors.

Antimicrobial Resistance and
JAMRAI Healthcare-Associated Infections

Testing, adaptation and practical
operationalisation in local
routines.

Workshops and behaviour-
change approaches that influence
team organisation and who
becomes involved.

Tangible tools and materials,
such as communication
resources, digital support tools
and intervention toolboxes.

Access to examples, expertise
and ideas beyond one’s own
setting.

Networks that help participants
imagine, adapt and
operationalise outputs locally.

EU-JAMRAI 2 as a space for
cross-country, cross-sector and
professional exchange.

Expectations adjusted to sector
maturity.

Local adaptation to national and
institutional contexts.

Practical examples that help

translate European-level work
into local practice.
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4. Resources, workload
and institutional
anchoring
Implementation depends on
whether activities can be
integrated into existing roles
and supported by practical
capacity.

5. Sustainability
beyond project
momentum

Participants valued project
momentum but questioned
what would remain after the
project.

6. AMR framing,
prevention and
narrative

Implementation also
depends on how AMR action
is framed, communicated
and made meaningful.

Limited time, staffing and funding.

Difficulty integrating EU-JAMRAI 2
activities alongside regular work.

Successful uptake creates additional
requests for training, advice and
follow-up.

Limited uptake may reflect lack of
protected time rather than lack of
motivation.

Risk that AMR work remains
dependent on motivated individuals.

Uncertainty about maintaining tools,
networks and knowledge beyond
EU-JAMRAI 2.

Funding, political commitment,
institutional memory and continuity
of people are fragile.

Continued confidence in antibiotics
as the default solution.

Prevention is harder to
communicate and evaluate because
its impact is often indirect or long
term.

Threat-based messages alone may
be insufficient.

®

Linking activities to advisory,
educational or coordination
roles.

Protected time, staff and
resources.

Institutional anchoring that
makes EU-JAMRAI 2 part of
expected work rather than an
additional task.

Structures, resources and
ownership to preserve and
continue the work.

Sustained funding and political
commitment.

Maintenance of networks,
knowledge and outputs after the
project period.

Positive and actionable
narratives.

Framing AMR through
prevention, behaviour change
and practical action.

Linking environmental
protection to personal and
public health.

A first analytical finding is that EU-JAMRAI 2 outputs only become useful when they are
translated into real working contexts. Participants did not describe implementation as simply
“using” a finished tool. Instead, frameworks, materials and activities had to be tested, adapted and made
relevant to the settings in which professionals work. This was visible in the way behaviour change
approaches were taken up in IPC and AMS. After the first EU-JAMRAI 2 workshop, one participant
explained that their team immediately reconsidered how they were organised: “we need a nurse in our
team. We need to call IPC and sit together. And now... our meetings, we were three, now we are like
10” (WP6/7 Participant 6). This suggests that EU-JAMRAI 2 did not only provide knowledge but could
also change how people organise their work and who becomes involved in implementation.

A second analytical finding is that uptake was strongly supported by exchange between people,
countries and professional contexts. Participants described EU-JAMRAI 2 as valuable because it gave
them access to examples, expertise and ideas beyond their own setting. One participant explained that
the project helped them “think bigger, to get out of the box and say dream about it and it’s feasible”,
because “if you don’t have the answer, someone will let you, will guide you on how to adapt it to your
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local needs” (WP6/7 Participant 6). This points to an important form of project value: EU-JAMRAI 2 does
not only produce outputs but also creates a network through which participants can imagine, adapt and
operationalise those outputs in their own national or institutional context.

However, successful uptake also create pressure. The metaphor of EU-JAMRAI 2 spreading “like rings in
the water” (WP6/7 Participant 2) captures this double effect. On the one hand, it shows that activities
can generate interest beyond the initial project setting. On the other hand, once activities become visible,
more professionals request training, advice or follow-up. Implementation therefore expands through
enthusiasm, but this expansion also creates additional work for people who already have limited time
and staffing. This means that uptake cannot be sustained by motivation alone, it requires practical support,
including time, staff and resources.

This also suggests that implementation depends strongly on whether EU-JAMRAI 2 activities can be
connected to participants’ existing roles, mandates and institutional responsibilities. VWhere participants
could link project activities to advisory, educational or coordination roles, uptake appeared more feasible
because EU-JAMRAI 2 became part of work they were already expected to do. Where this link was
weaker, participants described having to prioritise EU-JAMRAI 2 and other responsibilities. One
participant captured this clearly: “| feel that JAMRAI has way more potential than | can currently make
use of... time and staff is a limiting factor” (WP6/7 Participant 8). This is analytically important because
it shows that limited uptake does not necessarily reflect limited motivation. Rather, it may reflect a lack
of protected time, staffing and institutional anchoring.

A third analytical finding concerns the tension between project-based momentum and long-
term AMR governance. Participants described EU-JAMRAI 2 as energizing and useful for creating
structures, networks and new practices, but this was accompanied by concern about what would remain
after the project. Sustainability was therefore not discussed only as a technical issue of maintaining tools
or websites. It was linked to funding, political commitment, institutional memory, continuity of people,
and the risk that AMR work remains dependent on motivated individuals. One participant captured this
concern by asking: “How do we keep on having the train moving in this one? How do we keep on
walking?”’ (WP6/7 Participant 2). This shows that sustainability was already perceived as an issue during
implementation, not only as an end-of-project concern.

The discussion therefore reveals a critical sustainability gap. While EU-JAMRAI 2 can generate
enthusiasm and practical outputs, participants questioned whether these gains would be sufficiently
protected beyond project funding. One participant expressed this tension strongly by saying that AMR
professionals are highly motivated and not driven by money or ego, but that motivation alone is
insufficient: “We all love this topic. We all believe in this topic. We want a better future for our kids...
but we need resources. We need that what we are creating remains” (VWWP6/7 Participant 6). This quote
shows that sustainability depends not only on individual commitment, but on whether structures,
resources, and ownership are in place to preserve and continue the work.

Resources were central to this sustainability challenge. Participants linked implementation to time, staff,
funding and the ability to maintain activities beyond the project. One participant warned that people are
becoming tired of hearing that AMR is important without seeing sufficient support attached to it: “if it’s
important... we need to fight it more efficiently and it needs to be now” (WP6/7 Participant 6). This
suggests that under-resourcing can affect not only what is feasible, but also how credible and motivating
AMR work feels to those expected to carry it forward. If AMR is presented as urgent but not matched
with sufficient staff time, funding and practical support, professionals may experience a disconnect
between the importance attached to the issue and the resources available to act on it.
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Finally, the focus group showed that implementation also depends on how AMR action is framed.
Participants did not describe AMR only as a technical challenge, but also as a matter of confidence,
motivation and narrative. One participant pointed to the need to shift confidence away from
antibiotics as the default solution, describing the assumption that “antibiotics... will resolve the problem
and we don’t see another solution” (WP6/7 Participant 4). Another participant interpreted EU-JAMRAI
2 as “going back to prevention” and moving attention from treatment and antibiotics towards prevention
and behaviour change (WP6/7 Participant 2). This prevention-oriented framing connects IPC, AMS,
environmental action and behaviour change, but also creates a challenge: prevention is harder to
communicate and evaluate because its impact is often indirect or long term.

5.5 Cross-cutting themes across focus groups

This section synthesizes the findings across the three focus groups by drawing on the linked parent codes
and overarching theme groups. Rather than repeating the focus group-specific results, it identifies the
main patterns that cut across the discussions and that appear relevant at project level.

Across the three focus groups, a consistent pattern emerged: EU-JAMRAI 2 is producing relevant
outputs, knowledge and opportunities for exchange, but their value depends on whether
they can be translated into sustained action within different systems. The cross-cutting themes
therefore point less to a lack of technical content, and more to the conditions needed for implementation,
national uptake and continuity.

5.5. Implementation requires more than knowledge or outputs

Across all three focus groups, implementation was described as more than the availability of evidence,
guidance, tools or policy priorities. Participants repeatedly pointed to a gap between knowing what
should be done and making it happen in practice. In the WP4 focus group, this was linked to the need
for standardisation, monitoring, collaboration and practical delivery formats. In the WP5 focus group,
participants similarly argued that AMR is not mainly a lack-of-data problem, but an action problem. In the
WP6/7 focus group, implementation was described as a process of testing, adapting and operationalising
EU-JAMRAI 2 outputs within daily work.

The cross-cutting pattern is that outputs only become meaningful and sustainable when
they are connected to implementation processes. This includes adaptation to local routines,
shared knowledge, attention to behaviour change, follow-up mechanisms, and the involvement of the
professionals who are expected to use or maintain the outputs, resources and political support. Across
the focus groups, implementation therefore appeared as an active process of translation into practice,
rather than a final step in which outputs have been produced.

5.5.2 Context shapes what can realistically be implemented

A second cross-cutting theme concerned the influence of context on feasibility and uptake. Across the
theme links, implementation was repeatedly connected to differences in countries, sectors, systems,
resources and maturity. Participants did not reject common frameworks or standardisation, but they
emphasized that these only work when they allow for local and sector-specific adaptation.

This pattern was visible across different levels. In WP4, feasibility was linked to differences in workforce
capacity, infrastructure, and system conditions. In WP5, policy uptake was shaped by country profile,
governance structures, and institutional capacity. In WP6/7, the environmental field illustrated how some
sectors are at an earlier stage of development and therefore cannot be expected to deliver the same
type of outputs at the same pace as more established sectors (human and veterinarian).

The cross-cutting insight is that implementation support needs to account for variation

without losing shared direction. EU-JAMRAI 2 outputs may be more likely to be used if they combine
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common principles, minimum standards or shared frameworks with enough flexibility to be adapted to
different national, institutional and sectoral realities.

5.5.3  Data, monitoring and communication only support implementation when they lead to action
Another recurring pattern concerned the role of data, monitoring and communication. Across the focus
groups, participants recognized the importance of data and evidence, but they also stressed that data do
not automatically lead to decisions or change. The theme links show a repeated distinction between
having information and using it to guide action, demonstrate impact, support accountability, convince
policymakers and stakeholders or promote sustained change.

This was especially visible in WP4 and WP5, where participants discussed the need to link data to
decision-making, indicators, follow-up and policy accountability. In WP6/7, the same issue appeared in
relation to prevention: participants noted that preventive action is important, but often harder to
demonstrate because its value lies in avoiding future harm. Across the focus groups, this points to the
need for monitoring and evaluation approaches that can make implementation and prevention efforts
visible, including through critical results such as health outcomes, costs and feedback.

Communication and narrative were closely connected to this issue. Participants across focus groups
described AMR as difficult to keep visible because it can appear abstract, slow-moving or distant from
daily concerns. The cross-cutting finding is therefore that evidence and communication need
to be actionable. Data, indicators and narratives are most useful when they help people understand
what needs to change, why it matters, and who needs to act.

554 Resources and capacity shape the ambition of implementation

Resources, workload and capacity formed a strong cross-cutting constraint. Across the theme links,
participants repeatedly connected implementation to available staff, time, funding, infrastructure and
skills. This was not only described as a practical limitation, but as something that shapes what level of
ambition is realistic.

In WP4, capacity and funding were linked to transferability, sustained implementation and system
embedding. In WP5, limited staff, weak policy-making capacity and competing priorities constrained AMR
action. In WPé6/7, participants described difficulties integrating EU-JAMRAI 2 activities into daily work
and raised concerns about workload and long-term support. Across the focus groups, under-resourcing
was therefore not simply a background issue. It affected uptake, motivation, feasibility and sustainability.

The cross-cutting insight is that implementation cannot be separated from capacity. If AMR
is framed as a priority but not supported by sufficient resources, staff time and funding, implementation
risks depending on individual motivation and commitment rather than stable systems.

5.5.5 Governance, ownership and responsibility determine whether uptake continues

Across the focus groups, implementation was closely linked to governance and ownership. Participants
repeatedly described situations in which coordination structures, policies or plans existed, but lacked the
authority, mandate, leadership or resources needed to drive action. This was especially visible in the
WP5 focus group, but the same underlying pattern appeared in VWWP4 and WP6/7 through concerns about
ownership transfer, institutional anchoring and continuity beyond the project.

The cross-cutting theme is that implementation depends on whether responsibility is
clearly located. Where ownership is unclear, outputs risk remaining temporary, fragmented or
dependent on motivated individuals. Where ownership is embedded in institutions, mandates or national
structures, outputs are more likely to move into routine use. This suggests that the sustainability of EU-
JAMRAI 2 outcomes depends not only on the quality of the outputs themselves, but also on whether
they are linked to actors and structures that can carry them forward.
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5.5.6  Sustainability depends on embedding, not only continuation

Sustainability was a recurring theme across the focus groups, but the theme links show that it was not
only about keeping activities going after EU-JAMRAI 2 ends. Participants linked sustainability to
ownership, institutional embedding, knowledge transfer, long-term funding and the maintenance of
networks and outputs.

The cross-cutting pattern is that sustainability needs to be built during implementation, not
addressed only at the end of the project. Outputs are more likely to remain useful if they are
connected to existing systems, integrated into routines, maintained by identifiable actors and supported
by resources. Conversely, outputs risk disappearing if they remain project-dependent, poorly owned or
difficult to update and access.

This theme also links back to collaboration and governance. Networks, peer learning and European-level
frameworks can support continuity, but only if they are connected to national and institutional structures
that can continue the work.

5.5.7 Collaboration is both an enabler and an EU-JAMRAI 2 outcome

Collaboration appeared across the theme links as both a condition for implementation and a result of
EU-JAMRAI 2. Participants valued exchange, peer learning, networking and cross-sector contact because
these helped them understand common challenges, access expertise and adapt approaches to their own
contexts. At the same time, collaboration was repeatedly described as difficult, especially when sectors
use different language, frameworks, priorities or risk assessment approaches.

This pattern was visible across the focus groups, although with different emphases. In WP4, collaboration
was linked to peer learning and transfer of approaches. In WP5, collaboration was connected to
fragmented governance and weak policy—practice linkages. In WP6/7, collaboration was strongly linked
to One Health, shared language and the practical challenge of identifying the right contact points across
sectors.

The cross-cutting insight is that collaboration should not be treated only as a way to deliver
outputs. It is also one of the project-wide outcomes of EU-JAMRAI 2, particularly when it creates shared
understanding, contact points, common language and spaces for continued exchange. However,
collaboration requires time, coordination and support; it does not happen automatically because sectors
are brought together.

55.8 EU-JAMRAI 2’s added value lies in connecting technical outputs with implementation
conditions

Across the theme links, the added value of EU-JAMRAI 2 was most explicitly discussed in the WP6/7

focus group, but related patterns also appeared in WP4 and WP5. EU-JAMRAI 2 was described not only

as producing outputs, but also as creating structure, focus, learning opportunities, networks and

collective legitimacy. These functions help connect technical work to implementation conditions.

At project level, this suggests that EU-JAMRAI 2’s value lies in bridging several gaps: between evidence
and action, between policy priorities and practice, between sectors, and between European-level outputs
and national implementation. The cross-cutting findings show that these bridging functions are
essential, but also fragile. They depend on clear ownership, sufficient resources, usable data,
adaptable tools, collaboration mechanisms and sustained institutional support.
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6 DISCUSSION

6.1 Main findings

The findings should be interpreted in relation to the specific role of EU-JAMRAI 2 as a Joint Action
designed to support Member States and Associated Countries in strengthening their response to AMR.
EU-JAMRAI 2 was not designed only to produce technical outputs, but to support the development and
update of NAPs, promote wider uptake of IPC and AMS, strengthen health-system coordination, support
One Health surveillance, raise awareness, promote the One Health approach, provide continuity from
previous EU-JAMRAI recommendations and contribute to making Europe a best practice region for AMR
response (Council of the European Union, 2023; European Commission, Directorate-General for Health
and Food Safety, 2022; FAO, 2022; OECD, 2023). Against this background, the focus-group findings
suggest that the Joint Action is addressing a central implementation problem: the main
challenge is not simply the absence of knowledge, guidelines or tools, but the translation of
those outputs into policy, routine practice and sustained use.

This interpretation is consistent with the broader AMR policy literature, which shows that NAPs,
coordination mechanisms and surveillance systems are necessary but insufficient when they are not linked
to authority, resources, accountability and implementation capacity (Anderson et al., 2019; European
Commission, Directorate-General for Health and Food Safety, 2022; FAO, UNEP, WHO, & WOAH,
2023; WHO, 2018, 2019). The focus groups reflected the same pattern. Participants described relevant
outputs, evidence and technical priorities as already present in several areas, but also highlighted that
their effect depends on whether they are embedded in systems that can act on them. This is
particularly relevant for the EU-JAMRAI 2 objective of supporting MS/AC in NAP
development and update. The findings suggest that the Joint Action is well positioned to support this
objective when its outputs are translated into usable policy inputs, connected to national decision-making
processes and supported by clear responsibilities for uptake.

In relation to IPC and AMS, the findings also align with the objective of supporting wider uptake of state-
of-the-art strategies across settings. Participants described examples of EU-JAMRAI 2 tools, workshops,
behavioural approaches and peer learning being used in practice. However, they also emphasized that
uptake is not automatic. Implementation required adaptation to local routines, involvement of the
professionals expected to use the outputs, protected time, follow-up and practical support. This finding
is consistent with implementation-science and behaviour-change evidence, which indicates that guidelines,
training and education alone rarely change practice unless they are combined with targeted strategies,
feedback, facilitation, context adaptation and attention to behavioural determinants (Damschroder et al.,
2009; Michie et al., 201 |; Powell et al., 2015). For EU-JAMRAI 2, this means that the value of technical
outputs depends on how well they are accompanied by implementation support during the remaining
years of the project.

The findings also speak directly to the One Health objective. Across focus groups, collaboration
was described both as a condition for implementation and as one of the emerging
contributions of the Joint Action. EU-JAMRAI 2 appears to be creating contact points, shared spaces,
peer exchange and collective legitimacy across countries and sectors. These are important achievements
because One Health is not only a conceptual frame, but an operational way of working that requires
shared language, coordination mechanisms, sectoral engagement and clear ownership (FAO, 2022;
WHO, 2018). At the same time, participants noted that collaboration remains uneven, especially where
sectors differ in terminology, priorities, maturity or institutional anchoring. This suggests that EU-JAMRAI
2 is contributing to the One Health objective, but that this contribution will be stronger if collaboration
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is treated as a project-level outcome requiring time, coordination and maintenance, rather than as an
assumed precondition of implementation.

The findings further relate to the objective of strengthening responsiveness and coordination of health
systems. Participants repeatedly distinguished between having data and using data to guide
action. Surveillance, indicators and monitoring were seen as particularly valuable when connected to
feedback loops, decision-making and accountability. This is aligned with AMR monitoring and evaluation
guidance, which emphasizes that indicators should support planning, implementation, learning and
corrective action, not only reporting (FAO, UNEP, WHO, & WOAH, 2023). In this sense, the qualitative
findings complement the quantitative monitoring system of WP3 by explaining which conditions may
allow indicators and outputs to become useful for implementation. They also reinforce the purpose of
Deliverable 3.2 as a formative evaluation product, intended to generate actionable directions for WPs 4,
5, 6 and 7 and to support improvement during the remaining period of the Joint Action.

Finally, the findings are strongly aligned with the EU-JAMRAI 2 objectives of sustainability, continuity and
further uptake of previous EU-JAMRAI recommendations. Across the focus groups, sustainability was
not framed as the mere continuation of project activities after the end of EU funding. Rather, it depended
on institutional embedding, ownership, long-term maintenance, stable resources, knowledge transfer and
the capacity to adapt outputs to changing contexts. This is consistent with sustainability literature, which
emphasizes that sustained use depends on organisational fit, routinisation, leadership, resources and
adaptation over time (Chambers et al., 2013; Wiltsey Stirman et al., 2012). For EU-JAMRAI 2, this means
that sustainability should be understood as a process to be built during implementation, not
only as an end-of-project concern. The key question is therefore whether outputs are becoming
usable, owned and maintainable within national, institutional and sectoral systems.

6.2 Reflection on EU-JAMRALI 2’s intended role and contribution

EU-JAMRAI 2 was set up as a large, time-limited, multi-country and multi-sector Joint Action, rather than
as a single technical intervention. Its design reflects the nature of AMR as a cross-border and One Health
challenge requiring coordination across policy levels, sectors, institutions and professional communities.
The project combines technical work on AMR priorities with mechanisms for coordination,
dissemination, evaluation, sustainability, policy linkage, implementation support, capacity building and peer
learning. This set-up is coherent with the type of challenge identified in the focus groups: AMR
implementation requires tools and evidence, but also coordination, ownership, behaviour
change, monitoring, political attention and sustained institutional support.

From the perspective of the focus-group findings, EU-JAMRALI 2 can be interpreted as functioning
as an implementation platform or bridging infrastructure. Its contribution is not limited to
producing tools, guidelines and deliverables. Participants described the Joint Action as creating structure,
focus, learning opportunities, networks, legitimacy and spaces for exchange. These functions help bridge
gaps between evidence and action, between European priorities and national implementation, between
policy and practice, and between sectors. This role is consistent with the original purpose of the Joint
Action: to support MS/AC efforts, strengthen coordination and promote uptake of AMR-related
outcomes, rather than to replace national responsibility for implementation.

The findings therefore suggest that EU-JAMRAI 2 is doing what it was intended to do at this stage of the
project, but with an important qualification. It is producing outputs and enabling exchange, and some
outputs are already being translated into national or local practice. However, the intended
contribution of the Joint Action cannot be assessed only through the existence of tools,
meetings, guidance, training activities or deliverables. It also needs to be assessed through the
extent to which those outputs are taken up, adapted, owned and maintained by the actors who can use
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them. In this sense, EU-JAMRAI 2 is progressing toward its intended role, but the achievement of its full
purpose remains conditional on implementation and sustainability mechanisms.

This qualification is particularly relevant for the remaining years of the project. The focus groups did not
suggest a need to fundamentally reorient EU-JAMRAI 2 away from its current objectives. Rather, they
indicate a need to strengthen the connection between the current objectives and the
practical conditions required to achieve them. The findings point to several project-level
conditions: clearer ownership for outputs, stronger links between WPs and national uptake pathways,
more explicit feedback loops from monitoring to action, better adaptation of outputs to different
contexts, protected capacity for implementation, and more deliberate maintenance of collaboration
spaces. These conditions are not separate from the objectives of EU-JAMRAI 2; they are the mechanisms
through which those objectives can become effective.

The reflection on how EU-JAMRAI 2 was set up also shows a productive tension inherent to Joint
Actions. The project is European and collective in its design, but implementation ultimately takes place
within national, regional, institutional and sector-specific systems. The focus-group findings show that this
tension is being managed through peer exchange, adaptable tools, pilot activities, stakeholder engagement
and policy discussions. At the same time, they show that the transfer from European-level outputs to
national practice is fragile when there is unclear ownership, limited staff time, weak mandates or
insufficient resources. This does not indicate that the Joint Action is misaligned. It indicates
that its effectiveness depends on making the handover from project outputs to national and
institutional routines more explicit.

Overall, the findings support a balanced answer to the reflection question. EU-JAMRAI 2 was set up in a
way that is broadly appropriate for the problem it addresses: it brings together Member States, technical
expertise, policy actors and One Health sectors around shared AMR priorities. It is doing what it was
intended to do insofar as it is generating relevant outputs, strengthening networks, supporting peer
learning and beginning to connect technical work with implementation. The next step is to ensure
that this added value is consolidated. For Deliverable 3.2, this means that the actionable directions
should not only support output development, but also help ensure that existing and forthcoming outputs
are usable, owned, monitored, adapted and sustained within the systems that EU-JAMRAI 2 aims to
support.

6.3 Actionable directions for the Joint Action and relevant WPs

6.3.1  Specific actionable directions VP4 focus group

Based on the findings of the WP4 focus group, the following actionable directions are proposed to
support the development of the EU-JAMRAI 2 sustainability roadmap and, ultimately, the sustainability
plan. Two elements were taken into account in developing these actionable directions: first, the results
obtained in this focus group, which focused on showcasing the progress made to date on the priority
outcomes of the JA’s technical WPs; and second, the elements identified regarding the sustainability
strategies of the other focus groups.

The actionable directions that have been identified are presented in Box | below.

Box |. Actionable directions for WP4 (Main insights)

Implementation processes
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e Move beyond training-only approaches by embedding monitoring mechanisms to verify
change.

e Use data not only for reporting, but also to demonstrate impact and support decision-making for
end users.

e Design implementation as a behavioural and organisational process, including motivation
strategies, and practical guidance for daily use.

e Tailor implementation strategies to differences in workforce, funding, infrastructure, and
governance.

Adaptable standardisation

e Develop “minimum essential standards” that are feasible across sectors, institutions,
systems, and regions, including low-resource contexts.

e Allow flexibility in local adaptations (sector-specific, country-specific conditions), which
promotes the transferability of the outcomes.

e Standardize tools, processes, and data formats enough to enable comparability and coordination.
Structured collaborations, networks and external partnerships

e Support peer learning and knowledge exchange between actors facing similar challenges.

e Build partnerships across countries, sectors, and organisations to address shared issues.

e Engage expert bodies and external organisations for endorsement, legitimacy, and continuity.

e Use EU-level or international platforms to enable coordination and knowledge transfer.
Long-term resources

e Shift from short-term project funding to stable financing mechanisms.

e Align political commitments with concrete budget allocations and operational support.

e Ensure sufficient staffing, as sustainability requires the expertise, time, and coordination of
people capable of translating objectives into concrete action.

Embedding outcomes in systems

e Transfer ownership to national or local actors early, with clear responsibilities.

e Integrate outcomes into existing institutional structures, routines, and governance frameworks.
e Ensure outcomes can function independently of project structures.

Translate policy into practice

e Convert high-level political commitments into actionable policies with defined responsibilities.
e Provide technical support at national level to enable implementation.

e Establish coordination mechanisms across sectors and countries.
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e Assign clear leadership roles to drive implementation.

6.3.2  Specific actionable directions VWP5 focus group

The WP5 focus-group findings allow for the identification of some actionable directions that might be
enabled as practical priorities for WP5 (Box 2). They take into account that WP5 has already created
the AMR One Health Policy Group, completed the needs assessment and developed country profiles
and roadmaps, while the most critical next step is to convert national priorities, technical outputs and
peer-learning opportunities into concrete, traceable support for NAP update, operationalisation and
uptake. The directions are intentionally synthetic and are derived from cross-cutting findings across all
three focus groups, including governance and ownership, implementation support, resources and
feasibility, data-to-action, One Health collaboration, sustainability and the bridging role of EU-JAMRAI 2.

Box 2. Actionable directions for WP5 (Main insights)

National ownership, mandate and policy translation

e Use Liaison Officers to clarify national ownership and mandate. Roadmaps should
identify not only technical priorities, but also the institution, sectoral lead, policy window,
decision pathway and level of authority needed to move from priority to action.

¢ Reinforce the role of Liaison Officers. Where this is not already operationalised, each
LO could be supported to identify who in their country can own, adapt and implement each
relevant output, especially when more than one One Health sector is involved and there is a
lack of ownership.

e Support Liaison Officers with policy-ready narratives. Convert technical outputs into
short, decision-oriented messages that link AMR priorities to concrete consequences, feasible
actions, resource implications and existing NAP commitments.

One Health collaboration as both an implementation objective and a result

e Treat One Health collaboration as an explicit support need. Where sectoral
engagement is weak, ask countries to identify sectoral co-owners or contact points, especially
for environmental and animal health actors, and document how each sector will be involved.

e Document collaboration as an outcome in itself. One Health collaboration should not
be treated only as a precondition. WP5 could capture where new cross-sector links, shared
language, peer relationships or joint planning spaces have been created through the Policy
Group and Support Programme.

Support Programme targeting, peer learning and country maturity

e Translate the need-based support programme into a clear menu of support offers for
countries. Group available support by NAP priority, sector, implementation maturity and
type of need, with a named WP contact and realistic participation requirements.

e Cluster countries around shared implementation barriers and priority themes, then use the
Policy Group to broker peer exchange, mentor countries, country-to-country visits or
targeted workshops with a concrete follow-up action.
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e Use tiered support according to country maturity. Different countries need different
types of support: countries without an adopted One Health NAP, countries updating a NAP,
countries operationalising M&E or ICM structures, and countries refining already mature
systems should not receive the same type of support.

Roadmaps, implementation support and feasibility

e Use the national roadmaps as living implementation tools, not only planning
documents. Consider periodic, light-touch updates to capture what has moved, what is
blocked, which actor owns the next step, and what EU-JAMRAI 2 support is still useful.

e Build behaviour-change and implementation support into VWP5 activities. Webinars,
peer exchanges and workshops should include barriers and drivers, stakeholder activation,
local adaptation, feedback and follow-up, rather than only information transfer.

e Make feasibility visible before recommending implementation. Distinguish actions that
countries can implement with current capacity from those requiring technical assistance,
additional staff time, political mandate, budget or structural change. WP5 can help countries
frame these barriers as implementation risks and policy messages for national authorities or
European-level discussion.

e Include end-user and implementer perspectives when policy priorities concern IPC,
AMS or behavioural change. Focus group findings suggest that policy outputs are more likely
to be used when professionals who must apply them can comment on feasibility, workflow fit
and local barriers.

Consolidation, prioritisation and learning loops

e  Use the remaining project period, and the foreseen extension window, to consolidate fewer
but higher-value support pathways. Prioritise countries and themes where there is clear
demand, identified ownership and a realistic opportunity to influence NAP update,
operationalisation or policy uptake.

e Close the learning loop with WP3 and WP4. Use DL3.2 findings, the adapted impact-
assessment approach for Liaison Officers and WP4 sustainability work to document what
WPS5 support changed and which outputs are becoming embedded in national systems.

Monitoring, impact and handover between WPs

e Connect monitoring to action for DL5.2 and leverage the Impact Assessment by
WP3. Track whether a country priority has moved forward, what decision or implementation
step occurred, which EU-JAMRAI 2 resource/output/tool was used, what barrier remains and
what support is needed next.

e Create a stronger handover loop between WP4, WP6, WP7 and WP5. For each
technical output or priority outcome, agree whether it is ready for policy translation, pilot
adaptation, peer learning, NAP integration or longer-term sustainability planning.

6.3.3  Specific actionable directions WP6/7 focus group

The WP6/7 findings suggest that the remaining project period should place particular emphasis on
ensuring that existing and emerging outputs can be used, adapted and maintained in practice.
Participants described EU-JAMRAI 2 as already supporting practical tools, capacity building, peer
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learning and implementation. However, uptake is not automatic. It depends on whether outputs
can be translated into local routines, connected to existing professional roles, supported by sufficient
time and resources, and embedded in networks or institutions that can continue the work beyond the
project period. The complete list of actionable directions are presented in Box 3.

Box 3. Actionable directions for WP6/7 (Main insights)

Practice-ready implementation

e Translate key WP6/7 outputs into practice-ready formats that help users understand who the
output is for, when it should be used, and how it can be applied in daily work.

e Ensure that EU-JAMRAI 2 outputs are not only technical or strategic, but also relational and
operational, enabling broader European-level ideas to be translated into locally relevant
practice.

e Link training activities to concrete follow-up steps, such as local testing, feedback moments,
peer exchange or documentation of what changed in practice.

Adaptation to context and sectoral maturity

e Build flexibility into WP6/7 outputs so they can be adapted to different national, institutional
and sectoral realities, while still maintaining common principles.

e Differentiate expectations across sectors, particularly for environmental AMS and environmental
IPC, where the field is still less defined and may require clearer definitions, shared terminology
and stepwise implementation objectives.

e Make feasibility visible before recommending uptake, including the time, staff, technical support,
funding or institutional conditions needed to implement and maintain outputs.

One Health collaboration and shared language

e Strengthen shared language across human, animal and environmental health actors by creating
spaces to clarify concepts, compare assumptions and align prevention goals.

e Treat collaboration as an implementation activity in itself, rather than only as bringing
sectors into the same room, since joint work requires time, coordination, continued motivation
and clear contact points

o Use WP6/7 activities to support a common ground across sectors, including common
language, common risk assessment and common prevention goals.

Peer learning and practical exchange

e Continue using peer learning, workshops, country examples and informal exchange to help
participants adapt EU-JAMRAI 2 ideas to their own settings.

e Collect short examples of practical uptake, including how outputs were used, what adaptations
were made, what barriers emerged and what supported implementation.

e Make existing materials easier to share and reuse, building on the idea that countries and
institutions do not always need to start from zero.
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Resources, ownership and sustainability

e Make resource needs explicit for key WP6/7 activities, including staff time, funding, technical
support and capacity needed for implementation and follow-up.

e Clarify ownership and maintenance responsibilities for major outputs, including who will
update, host, promote and support their use after the project period.

e Connect WP6/7 outputs to existing professional roles, institutional routines and national
structures wherever possible, so that implementation does not depend only on individual
motivation.

e Prepare sustainability while implementation is ongoing by identifying which outputs, networks and
practices should remain after EU-JAMRAI 2 and what support is needed to ensure that what is
created remains in use.

Communication and prevention narrative

e Strengthen communication that frames AMR not only as a threat, but also as an area where
practical prevention, IPC, AMS and environmental action can make a difference.

e Support a shift from treatment-oriented AMR messages towards prevention-oriented
narratives, in line with the idea of “going back to prevention” and moving beyond guidelines
towards behaviour and practical change.

6.4 Next steps and future initiatives beyond EU-JAMRAI 2

The findings of this deliverable will be disseminated across the EU-JAMRAI 2 consortium and used
to support ongoing reflection and learning during the remaining implementation period. In addition
to the project-wide insights presented in this report, the work package-specific findings and take-
away messages may help inform ongoing discussions within the relevant activities and support further
refinement of outputs, implementation approaches and sustainability planning.

Future initiatives beyond EU-JAMRAI 2 should build on the Joint Action not as a closed project cycle, but
as a strategic foundation for the next phase of European AMR implementation. The findings suggest that
EU-JAMRAI 2 has generated important implementation assets, including technical outputs, professional
networks, shared learning spaces, cross-country experience and a clearer understanding of what is
needed to translate AMR priorities into practice. Future initiatives should therefore avoid a restart logic
and instead protect, consolidate and scale the progress already made.

For a future EU-level AMR initiative, the key strategic question should not only be what new deliverables
need to be developed, but how existing and emerging outputs can be embedded into national, sectoral
and institutional systems. This requires clearer pathways for uptake, maintenance and long-term
responsibility from the beginning, including mechanisms to follow whether outputs are used, adapted and
linked to policy or practice change. In this way, future investment can strengthen the continuity between
European coordination and national implementation.

Beyond EU-JAMRAI 2, the priority should therefore be to move from project-based collaboration
towards sustained implementation capacity. A future initiative could play a critical role in supporting
Member States and Associated Countries to adapt EU-level outputs to their own systems, maintain cross-
country learning, and translate shared AMR priorities into measurable national and sectoral action. This
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would help ensure that the investment made through EU-JAMRAI 2 continues to generate value for AMR
governance, policy and practice across Europe.

6.5 Strengths and limitations

6.5.1  Strengths

A key strength of this study is that it moves beyond a narrow, output-oriented assessment of
whether EU-JAMRAI 2 has produced tools, guidance, training activities, meetings, recommendations or
deliverables. Instead, it addresses the more substantive implementation question of what happens to
these outputs once they are developed. In doing so, the study explores how EU-JAMRAI 2 outputs are
perceived, whether they are considered relevant and usable, how they are interpreted across national
and sectoral contexts, and under which conditions they are translated into policy, practice and
longer-term uptake.

The three focus groups addressed different but connected dimensions of implementation. Together, they
captured the movement from project outputs to policy integration, practical uptake and
longer-term sustainability. The study helped identify the conditions that influence whether EU-
JAMRAI 2 outputs can be taken up in practice. These included governance, ownership, resources,
communication, monitoring, sectoral maturity and One Health collaboration. Such
conditions are often difficult to understand through quantitative indicators alone.

The qualitative design was well suited to the formative nature of this evaluation, as it generated insights
while EU-JAMRAI 2 is still being implemented. Rather than providing only a retrospective assessment of
project achievements, the study identifies barriers, enabling conditions and areas for
improvement that can still inform decision-making, adaptation and implementation during
the remaining years of the Joint Action.

Beyond the evaluation of EU-JAMRAI 2 itself, the study also provides broader insight into AMR
implementation more generally. The findings underline that progress on AMR does not depend only
on the availability of technical knowledge, tools or recommendations, but also on the organisational,
political and practical conditions that allow these to be used. This is particularly relevant for AMR,
where implementation depends on coordination across sectors, levels of governance and national
contexts.

The inclusion of participants from different countries, sectors, Work Packages and
institutional roles broadened the analytical perspective of the study. It also made it possible to identify
patterns that went beyond a single country, sector or WP. Because the study was conducted within EU-
JAMRAI 2, it benefited from the participation of stakeholders with direct knowledge of project
activities, implementation realities and policy contexts.

The findings complement the quantitative monitoring activities of WP3 by adding explanatory
depth. While quantitative indicators can show whether activities and outputs are progressing, the
qualitative findings help explain why implementation may be facilitated or constrained. The findings are
relevant not only for evaluation, but also for learning within the Joint Action. They point to areas
where project outputs may need clearer ownership, stronger support, better communication or further
translation into practice.

6.5.2 Limitations

The findings should not be interpreted as statistically representative of all EU-JAMRAI 2 partners,
Member States, Associated Countries or AMR stakeholders. Their value lies instead in analytical depth
and in the extent to which the insights may be transferable to similar implementation contexts.
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The total sample included 20 participants across the three focus groups. While this was appropriate for
the exploratory purpose of the study, the WP4 focus group included a smaller number of participants
(n=4) than the other two focus groups. This may have limited the diversity of perspectives and the degree
of group interaction within that specific session. The WP4 findings should therefore be interpreted as
indicative of key stakeholder views rather than as capturing the full range of perspectives on sustainability
and future uptake.

The study reflects the views of selected stakeholders with relevant expertise or involvement in EU-
JAMRAI 2. This means that the findings may capture the perspectives of informed and engaged
participants more strongly than those of less involved or more peripheral actors. In addition,
participants’ reflections may have been shaped by their role in the project, their expectations of the
Joint Action or their familiarity with consortium priorities. Some countries, sectors or stakeholder
groups were more visible in the data than others. This may have influenced which implementation
challenges appeared most prominent. Finally, the study focused on selected WPs and selected
evaluation questions. It therefore provides targeted qualitative insight into implementation, policy
uptake and sustainability, but should not be read as a full evaluation of all EU-JAMRAI 2 objectives
or activities.

The study was conducted at a specific stage of EU-JAMRAI 2 implementation. Some activities and
outputs were still under development or at an early stage of uptake, meaning that participants’
reflections represent a snapshot in time and may evolve as the project progresses. The focus groups
provide insight into how participants perceive the conditions, barriers and opportunities for
implementation. However, they do not directly measure whether EU-JAMRAI 2 has already led to
behavioural change, policy impact or long-term sustainability. For this reason, the findings should be
interpreted together with other WP3 monitoring data and project indicators.

The three focus groups differed in topic, participant composition and proximity to
implementation. This enriched the analysis, but also means that findings from WP4, WP5 and WP6/7
should not be compared as if they were generated under identical conditions.

The online focus group format made it possible to include participants from different countries and
reduced logistical barriers. However, group dynamics, language fluency and differences in familiarity
with EU-JAMRAI 2 may have influenced how actively participants contributed and the level of detail
provided.

Although the analysis followed a systematic thematic approach, qualitative analysis necessarily
involves interpretation. The findings therefore represent a structured analytical reading of the data
rather than a purely mechanical coding output. Different analytical tools were used across the focus
groups for pragmatic reasons. While this did not change the overall analytical approach, it may have
influenced the level of detail with which codes and themes were organised. The cross-cutting synthesis
was useful for identifying broader project-level patterns, but it may also have reduced some of the
specificity of individual countries, sectors or WPs. For this reason, the cross-cutting findings should be
read together with the focus group-specific results.
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7 CONCLUSION

Overall, this qualitative study shows that the central challenge for EU-JAMRAI 2 is not simply
the production of relevant AMR outputs, but their translation into sustained policy
attention, routine practice and long-term institutional use. Across the three focus groups,
participants did not primarily question the technical relevance of the Joint Action. Rather, they pointed
to the conditions that determine whether technical work becomes actionable: ownership, mandate,
resources, contextual adaptation, feedback mechanisms, political salience and collaboration across
sectors and levels.

The findings therefore position EU-JAMRAI 2 as more than a project that develops tools, guidance,
training activities or recommendations. Its deeper added value lies in functioning as a form of
implementation infrastructure: creating spaces for exchange, connecting European-level expertise
with national realities, strengthening professional networks, and helping actors move from shared
recognition of AMR priorities towards practical action. This bridging function is particularly important
in AMR, where evidence and policy commitments are often already present, but where implementation
requires continued support to overcome fragmented governance, uneven sectoral engagement and
differences in capacity across settings.

At the same time, the analysis shows that this added value needs to be actively consolidated. The
usefulness of EU-JAMRAI 2 outputs can be strengthened when they are embedded in the systems
that are expected to carry them forward. This means clarifying who owns each output, how it
should be used, what resources are needed to maintain it, how uptake will be followed up, and how it
can be adapted to different national, institutional and sectoral contexts. In this sense, the findings do not
suggest that EU-JAMRAI 2 outputs are insufficient, but that their long-term impact depends on
whether they become part of routine AMR governance and practice beyond the project setting.

The study also highlights the importance of moving from information to action. Data, surveillance,
indicators and communication are essential, and their value increases when they are linked to decision-
making, accountability and practical change. Similarly, training and guidance are valuable,
particularly when accompanied by behavioural, organisational and structural support that enables
professionals and institutions to apply them in practice. The findings therefore suggest that the remaining
years of EU-JAMRAI 2 provide an important opportunity not only to complete planned deliverables, but
also to strengthen the pathways through which those deliverables can be used, owned, monitored
and sustained.

In conclusion, the qualitative findings underline that the success of EU-JAMRAI 2 should be understood
not only in terms of what it produces, but in terms of what it enables. Its contribution lies in helping
Member States and Associated Countries convert AMR knowledge into feasible action, European
coordination into national uptake, and project-based momentum into lasting institutional capacity.
The key task for the next phase is therefore to consolidate EU-JAMRAI 2’s outputs,
networks and lessons into durable implementation conditions that can continue to support and
strengthen the European AMR response beyond the lifetime of the Joint Action.
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9.1 Annex |. Selected illustrative quotes supporting the thematic

analysis
FG Analytical lllustrative quote Participant
category
WP4 Implementation  “There is a substantial body of evidence... but the =~ WP4 Participant 3
and uptake real uptake is missing.”
WP4 Behaviour and “It is not a problem of knowing what should be WP4 Participant 3
practice change done... it is how to convince people to actually do
it.”
WP4 Follow-up after  “The training is done... and then you don’t know  WP4 Participant 2
training what happens afterwards.”
WP4 Context and “You could not compare what goes on in Norway  WP4 Participant 3
transferability or Greece.”
WP4 Feasible “Minimal essential standards that could be WP4 Participant 3
standardisation  affordable everywhere.”
WP4 Data and “It is very important that we connect the use in WP4 Participant 3
monitoring animals with the resistance in animals.”
WP4 Peer learning “When you have people facing the same challenges VP4 Participant 3
and having the same problems then it’s easier to
bring people together.”
WP4  Availability and ~ “It’s not been prescribed because it was not WP4 Participant 2
market barriers available... it’s a circle that has to be broken.”
WP5 Governance “It's just a discussion group. It doesn't have any WVPS5 Participant 3
mandate official mandate to do anything or give any binding
recommendations.”
WP5 Policy—practice ~ “Knowledge is bound in the regional... but they WP5 Participant 2
gap don’t really reach out to primary healthcare.”
WP5 Cross-sector “We somehow need the interaction between WP5 Participant 2
interaction sectors... which is also the barrier.”
WP5 One Health “It is very difficult to persuade them that it’s also WPS5 Participant 7
ownership their issue, their problem.”
WP5 Leadership “We have a lot of experts, but we don’t have WP5 Participant 8
leaders for the process.”
WP5 Data-to-action  “The data is here and the data shows what is WP5 Participant |
gap necessary. It just needs to land somewhere.”
WP5 Action beyond  “We have more than enough surveillance... it is WPS5 Participant 6
surveillance not a surveillance issue. It is an action issue.”
WP5 Political “AMR is much too abstract.” WP5 Participant 4
visibility
WP5 Political “They don’t understand AMR.” WPS5 Participant 6
understanding
WP5 Political will “A lot of the same barriers... political awareness, WVP5 Participant |
political will to do something.”
WP5 European-level  “More pressure from European Commission WVPS5 Participant 5

EU

JAMRAI

pressure

Joint Action

would definitely help.”
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WP5

WP5

WP6/7

WP6/7

WP6/7

WP6/7
WP6/7

WP6/7
WP6/7

WP6/7

WP6/7

WP6/7

WP6/7

WP6/7
WP6/7

WP6/7

WP6/7

WP6/7

WP6/7

Binding
instruments
Communication
and framing
Implementation
experience
Long-term
nature of AMR
work

Applying
behavioural
frameworks
Ripple effects

Practical
communication
materials
Practical tools

Reuse of
existing
materials

Peer learning
and motivation
Translating EU-
level work
Environmental
health maturity
Sectoral
differences

Shared language

Cross-sector
understanding
One Health
collaboration

Resources and
sustainability
Environmental
prevention
narrative
Prevention
narrative

“Legally binding instruments, especially on the
European level would help as well.”

“AMR s this really complicated term for most of
us and for most of the political level.”

“Very challenging, very tiring, but very exciting.”

“A marathon” with “no quick fix.”

“Valuable feedback on how this theoretical
framework actually works when we are out
presenting it in practice.”

“Rings in the water.”

“The vets were really happy because it’s something
that they can put in the practices and display it to
pet owners.”

“A very tangible outcome.”

“We don’t have to start over.”

“Very enriching” and “motivational.”

“Make it relational” and “operationalise all the
ideas within EU-JAMRAI 2.”

“Im working on antimicrobial stewardship in the
environment, which is not a very defined field.”
“You cannot now expect things from the
environmental domain that you expect from a
human domain.”

“Finding a common language.”

“How can we speak together and understand the
same thing.”

“The common language, the common risk
assessment, the common future prevention and
not them and us, but a common us.”

“We need resources. We need that what we are
creating remains.”

“If you look after your environment, you make
your own environment healthy, [and] that actually
will make you healthy.”

“Going back to prevention.”

WPS5 Participant |
VPS5 Participant |
WP6/7 Participant 6

WP6/7 Participant 5
WP6/7 Participant 2

WP6/7 Participant 2
WP6/7 Participant |

WP6/7 Participant 3
WP6/7 Participant 2

WP6/7 Participant 6
WP6/7 Participant 2
WP6/7 Participant 3
WP6/7 Participant 8
WP6/7 Participant 3
WP6/7 Participant 3

WP6/7 Participant 2

WP6/7 Participant 6

WP6/7 Participant 4

WP6/7 Participant 2

9.2 Annex 2. Final versions of focus group guides

Annex 9.2.1 WP4 focus group guide
Focus group: WP4

EU

JAMRAI
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Primary research question: What strategies are being considered to ensure the project’s impact is
maintained beyond its official timeline?
Main focus: Sustainability and future uptake of EU-JAMRAI 2 outcomes
Format: Online focus group
Duration: Approximately 85-90 minutes
Language: English

Welcome and context

Timing: 5 minutes

Welcome

“Welcome and thank you for your time. I'm Nerea Gonzilez, from Biosistemak — Institute of Health
Systems Research, located in the Basque Country, Spain. We lead WP3, the Evaluation Work Package,
and | will be moderating today’s session together with my colleague Maite Zabala.”

Purpose

“The aim of this focus group is to discuss the strategies being considered to ensure that the project’s
impact is maintained beyond its official timeline. We are therefore focusing today’s discussion on the
sustainability of EU-JAMRAI 2. Your perspectives and expertise will be highly valuable to ensure that
future actions are relevant, inclusive and effective.”

Format and timing

“The session will last approximately 85—90 minutes. We will move through several thematic blocks. | will
ask the questions we have prepared and invite brief, to-the-point contributions, as we would like all
voices to be heard today.”

Clarity and participation

“To improve our shared understanding and obtain the best qualitative information, we may rephrase
questions and invite you to clarify or restate your views. Thank you in advance for your understanding.
It is important that everyone has the opportunity to contribute, so please be concise and allow space for
others to express their views.”

Recording and consent

“This meeting will be recorded solely for WP3’s internal analysis. No sensitive data will be transcribed.
The recording will be stored on the secure EU-JAMRAI 2 Teams SharePoint, and the transcription will
follow GDPR requirements. The transcript will be deleted once it has been verified that it accurately
reflects the content of the meeting. Do you consent to being recorded?”

Confidentiality
“As regards confidentiality, we may use the insights from this discussion outside this meeting, but we
may not reveal the identity or affiliation of other participants.”

Expected outputs

“By the end of the session, we aim to have a clearer overview of outcomes that may be ready for EU-
level adoption, as well as the partnerships and support needed to facilitate this adoption.”

Kick-off
“If that works for everyone, let us start with a quick round of introductions.”

B. Quick round-table
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Timing: 7 minutes

“Please state your name, organisation and one activity developed as part of your contribution to EU-
JAMRAI 2 sustainability or to other projects or Joint Actions.”

C. Readiness for adoption

Timing: 16 minutes

“As some of the questions will focus on priority outcomes identified by partners in the consortium, we
will show these on the screen.”

“From your point of view, which priority outcomes are readily operational for EU-level adoption?”

D. Barriers for implementation

Timing: 22 minutes
“Which outcomes do you think are too context-specific to be implemented uniformly across countries?”

“What regional differences, for example North versus South or East versus West, affect the feasibility of
certain outcomes?”

E. Partnerships
Timing: |5 minutes

“In order to build a strong network, what kinds of sustainable partnerships can you imagine between
countries to implement certain outcomes, for example shared surveillance systems or training
programmes?”

F. Support
Timing: |5 minutes

“What kinds of support would enable more harmonised implementation across Member States, for
example EU guidance, model policies or shared tools?”

G. Rapid synthesis

Timing: 4 minutes

“Have we missed anything crucial?”
“Would you like to add anything?”
H. Closing

Timing: 3 minutes

Thanks
“Thank you all for your collaboration in this research.”

Next steps
“We will integrate your contributions into the VWP4 report.”

Validation
“We aim to share a synthesis of your key messages in the following months. As soon as we have
completed the analysis and conclusions of this work, we will share them with you.”
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Contact
“For any clarifications, please contact me, Nerea Gonzilez, as the research coordinator for this focus
group.”

Closing
“This concludes our session. Many thanks again for your time and valuable input.”

Annex 9.2.2 WP5 focus group guide
Focus group: WP5

Primary research question: Which EU-JAMRAI 2 technical topics could gain policy traction in national
contexts, and which barriers and enabling factors influence their adoption?

Main focus: Policy integration of EU-JAMRAI 2 technical priorities into national AMR policy processes
Format: Online focus group

Duration: Approximately 85-90 minutes

Language: English

A. Welcome and context

Timing: 5 minutes

Welcome
“Welcome and thank you for your time. I’'m Ismael Martinez Nicolas, from the FFIS team, co-leaders in
WP3, and | will be moderating today’s session.”

Clarity and participation

“Please speak one at a time. Microphones may remain open, but | will ask for brief, to-the-point
contributions so that all voices are heard.”

“To improve our shared understanding and obtain the best qualitative information, we may rephrase
questions and invite you to clarify or restate your views. Thank you in advance for your understanding.”

Recording and consent

“This meeting is recorded solely for WP3’s internal analysis. No sensitive data will be transcribed. Do
you consent to being recorded?”

Purpose
“Today we want to explore which EU-JAMRAI 2 technical topics could gain real policy traction in your
countries, and which factors, including enablers and barriers, shape their adoption.”

“We will move through thematic blocks. The questions will be asked in order, but the discussion may
remain flexible.”

Kick-off
“If that works for everyone, let us start with a quick round of introductions.”

B. Quick round-table

Timing: 7 minutes

“Please state your name, organisation and one action from your National Action Plan, or a related
process, that has worked particularly well recently. Please keep this to 20-30 seconds per person.”

C. Exploring technical priorities
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Timing: 12 minutes
“Which EU-JAMRAI 2 technical topics could be a priority in your country, and why?”

D. Risks and barriers

Timing: 20 minutes

“Now, in this part of the discussion, we would like to focus on potential risks and barriers. Just to clarify:
when we talk about risks, we mean possible or anticipated challenges that could arise in the future. When
we talk about barriers, we refer to obstacles you have already encountered in practice. Making this
distinction will help us capture both perspectives more clearly.”

“Given these priorities, which practical or political barriers have you already identified?”

“Given the priorities you have identified, what practical or political risks might you face when
implementing them?”

Priority questions
Data and evidence gap

“In your opinion, to what extent does limited surveillance or lack of outcome data hinder the adoption
of these technical actions?”

Alignment barrier

“Where do you see misalignment or disconnection between technical priorities and existing national
strategies or legislation?”

“How does this misalignment affect implementation of these technical topics?”
Workforce and skills mix

“Are there specific human resource gaps that would make it difficult to operationalise these priorities?
Could you describe them?”

“What about skills gaps? Are these present in your region or country?”
“How do they affect the development of these priorities?”

E. Enabling factors

Timing: 20 minutes

“Which strategic actions do you know of that could help reduce these risks and barriers?”
“Where have you seen these actions? How did they mitigate the risks and barriers?”
“Please provide specific examples of levers or mechanisms that made them effective.”
Priority questions

Capacity-building success

“Could you describe a training programme or professional network that made a technical topic easier to
integrate into national policy?”

“Could you elaborate further and provide concrete examples or recommendations, for example
regarding skills or human resources?”

Cross-sector committees
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“Could you share an example where a government committee was coordinated across ministries, from
a multi-sectoral or One Health perspective, to accelerate decision-making in your region or country?”
“What did they do to achieve a successful outcome?”

Legislative catalyst

“Could you give an example of a law or regulation, either from your country or another European
country, that successfully included an antimicrobial resistance issue in policy?”

“What factors influenced its effectiveness?”
Dedicated funding lines

“What earmarked funds, reserved budgets or incentive schemes have you seen that were effective for
similar technical actions? Could you describe them?”

Policy hooks

“Have you seen specific actions, initiatives or mechanisms that were later expanded through policy
strategies! Could you describe how this happened?”

“Which connections between policy and practice would you point out?”

F. Next policy steps

Timing: 14 minutes

“What are the first two policy actions, at national or EU level, that you would recommend to integrate
the technical topics? How should they be implemented?”

G. Wrap-up
Timing: 4 minutes

“So far, we have discussed technical priorities, key risks, barriers and enablers, and possible policy actions.
Do you have any additional comments on these aspects?”

“Before closing this session, is there anything else we have not discussed that you feel is important to
mention?”

H. Closing
Timing: 3 minutes

Thanks
“Thank you all for your collaboration in this research.”

Next steps
“We will integrate your contributions into the WP5 report and roadmaps.”
“As soon as we have completed the analysis and conclusions of this work, we will share them with you.”

Contact
“For any clarifications, please contact Ismael Martinez Nicolds at ismael.martinez2@carm.es.”

Closing
“This concludes our session. Many thanks again for your time and valuable input.”
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Annex 9.2.3 WP6/7 focus group guide
Focus group: WP6/7

Primary research question: What are the main influences on end users when implementing EU-
JAMRAI 2-supported activities or outputs into practice within their organisational and national contexts?

Working title: Influences on implementing EU-JAMRAI 2 activities: a cross-sectoral analysis of IPC and
AMS practices in human, animal and environmental health settings

Main focus: Implementation experiences with EU-JAMRAI 2-supported IPC and AMS activities and
outputs

Participants: IPC and AMS professionals from human, animal and environmental health sectors involved
in EU-JAMRAI 2 technical activities

Format: Online focus group
Duration: Approximately 85 minutes
Language: English

Participant selection criteria

Participants were selected based on the following criteria:
e active involvement in IPC and/or AMS activities or implementation;
e transversal knowledge of AMS and IPC considered an asset;
e involvement in EU-JAMRAI 2 technical activities related to AMS and/or IPC;
e practical experience implementing EU-JAMRAI 2-supported actions;
e availability for focus group participation.

A. Welcome and context

Timing: 5 minutes

Introduction
The moderator introduces their role as evaluator/researcher, not policymakers, and explains the roles
of the co-moderator, note-taker and technical host.

Purpose

“The purpose of this discussion is to look at how EU-JAMRAI 2 activities and outputs can really be used
in daily practice. We want to understand how these tools are used in your own context, whether in
human health, animal health or the environment. We are interested in your experience of what has been
useful, what has not been useful, and why, so that lessons from this project can be practical and relevant.”

Ground rules
“There are no wrong answers, and all experiences are valid.”

“Confidentiality is important: what is said here stays here. Each participant is also responsible for
maintaining this confidentiality.”

“Please respect turn-taking and give others space to speak. Try to wait for a pause before joining the
discussion so we can maintain a good flow. If the discussion becomes too busy, we may ask you to raise
a virtual hand and we will invite people to speak in turn.”
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Consent and recording
“Participants have already provided consent to take part through the signed consent form.”

“We are recording this session to facilitate reporting and analysis. All data will be de-identified, and the
recording will be deleted afterwards.”

B. Quick round-table

Timing: 7 minutes

“Let us go around quickly. Please say your name, your organisation, and if your experience with the EU-
JAMRAI 2 project so far were a type of journey, what would it be? For example, a mountain hike, a busy
train ride or a marathon.”

C. Adaptation to local context and early experiences

Timing: 18 minutes

First experiences

“Which EU-JAMRAI 2 activities or outputs have you already started using in your work?”
Level of integration

“In what way, if any, do these activities show up in your daily work?”

“Would you say they have made a difference, or are they still more in the background?”
National and EU role in strengthening implementation

“What actions at national or EU level could help strengthen the local impact of EU-JAMRAI 2 activities,
especially for IPC and AMS implementation?”

“What kinds of policies, coordination or guidance would make a difference for you?”
“Are there any challenges in your setting that could be better addressed through national or EU action?”

D. Influences in practice

Timing: 35 minutes
“Now let us go a little deeper.”
Broader implementation influences

“Thinking about your experience so far, why have EU-JAMRAI 2 activities or outputs been possible, or
not possible, to use in your daily work?”

Practical needs and conditions

“Looking at your daily work in more detail, what practical conditions have most influenced whether you
can use EU-JAMRAI 2 activities? When it feels difficult, what would help you move forward?”

“In what way do resources such as time, staff or IT systems play a role?”

“How do communication within EU-JAMRAI 2 or clarity of guidance influence your work?”

“What kinds of support from WP6 and WP7, such as peer exchange or training, are important for you?”
“Do you see influences from outside the project that matter here, such as policies or regulations?”

Motivation and confidence
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“What has influenced your own motivation or confidence to work with EU-JAMRAI 2 activities?”
Optional prompts, if relevant:

“In what ways have interactions with relevant task leaders or other EU-JAMRAI 2 colleagues influenced
your motivation?”

“In what ways have the EU-JAMRAI 2 outputs been relevant, or not relevant, to your context?”

“How have the EU-JAMRAI 2 activities or outputs connected with your professional priorities or daily
routines?”

Future needs

“Looking ahead, both to the next two years of the project and beyond, what kind of support or conditions
would make the biggest difference for you?”

The moderator should allow sufficient time for each participant’s answer and ask follow-up questions
where needed to clarify meaning.

E. Coordinated efforts

Timing: |13 minutes
EU-JAMRAI 2 effect on One Health coordination

“In what ways, if any, has EU-JAMRAI 2 influenced how you collaborate across sectors? Has it made
things easier, more difficult, or has there been no real change?”

“Can you give an example of a moment where EU-JAMRAI 2 influenced how you worked with colleagues
from another sector, such as human, animal or environmental health?”

Future potential for One Health collaboration

“Looking ahead, what potential do you see for EU-JAMRAI 2 to strengthen One Health collaboration in
your daily work as the project moves forward?”

F. Rapid synthesis

Timing: 4 minutes

The co-moderator may provide a short wrap-up to create a moment for participants to react.

“This discussion is not the final word. It is intended to help us check whether we are on the right track.”
“Would you like to add anything?”

G. Closing

Timing: 3 minutes

Next steps

“What you have shared today will feed into the analyses we are carrying out in WP3. These insights will
help us shape recommendations and guidance for the remainder of the project and beyond. A summary
of the findings will also be shared with EU and national EU-JAMRAI 2 stakeholders.”

Confidentiality and data protection

“The full recording and transcript will not be shared with external stakeholders, and data will always be
de-identified.”
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Closing
“We will keep in touch. Thank you very much for your contributions today, and we will now close the
session.”
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9.3 Annex 3. Overview of final themes identified across the three
focus groups

The following annex presents the final main and supporting themes identified through the thematic
analysis of the three focus groups. These themes represent the final analytical structure resulting
from the coding, comparison and synthesis process and form the basis for the findings reported in
this deliverable.

Annex 9.3.1 Themes identified in the WP4 focus group

Theme

No.

Theme

Reaching EU-JAMRAI priority outcomes requires implementation work.
Implementation problems are not due to a lack of knowledge, but to difficulties in
uptake, behaviour change, follow-up and adaptation to real-world settings.

Supporting theme: Collaboration is needed for implementation, but only works when
it is based on shared problems, relevant expertise and appropriate governance
structures.

Implementation feasibility varies across countries and sectors due to differences in
resources, capacity and systems.

Sustainability depends on ownership, system embedding and long-term funding rather
than project-based delivery.

Standardisation is needed across tools, processes and data, but is only effective when
it allows adaptation to different national and sectoral contexts.

Data can be used to demonstrate impact, identify implementation gaps and support
decision-making, including helping to convince stakeholders to take action.

Policy support alone is insufficient for implementation and must be accompanied by
concrete action, adequate resources, leadership and clear ownership.

EU-JAMRAI contributes to implementation by supporting knowledge exchange,
collaboration and peer learning between countries

Annex 9.3.2 Themes identified in the WP5 focus group

Theme  Theme

No.

| AMR governance and coordination structures exist, but they lack the authority, legal basis
and political weight to effectively drive action.

2 AMR struggles to remain high on the political agenda because it lacks visibility, perceived

EU

urgency, clear incentives, accountability and political pressure.
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2a Supporting theme: AMR communication needs to make the issue more concrete and
relevant, particularly for policymakers and the general public.

2b Supporting theme: Data and surveillance are in place, but only contribute to
implementation when they are actively used to guide decision-making and monitor
performance.

3 Fragmented governance and weak policy—practice linkages make it difficult to translate

AMR strategies into coordinated, system-wide implementation.

4 AMR implementation remains uneven, as existing action plans, antimicrobial stewardship
and infection prevention and control measures are not consistently translated into routine
practice despite the availability of knowledge and data.

5 Behaviour change is central to AMR implementation but remains difficult to achieve in
practice, requiring targeted approaches, behavioural expertise and adaptation to local
contexts.

6 One Health collaboration is weakened by unclear ownership, uneven sectoral engagement

and the absence of a clearly defined lead actor across sectors.

7 AMR implementation capacity is constrained by limited staffing, workforce shortages, skill
gaps and competing responsibilities across the system.

Annex 9.3.3 Themes identified in the WP6/7 focus group

Theme Theme
No.
| Implementation is experienced as an iterative process of real-world testing, feedback

and learning.

la Supporting theme: Integration of JAMRAI activities into daily practice is challenged by
competing priorities and workload.

b Supporting theme: Behaviour-change implementation in human IPC remains challenging
in daily practice.

lc Supporting theme: Implementation is uneven across domains due to differences in
maturity and development.

2 Peer learning and shared experiences support implementation.
3 Best practices require adaptation and are not easily transferable across contexts.
3a Supporting theme: Environmental AMR and IPC remain emerging fields with weak

definitions, uneven maturity and unclear positioning.

4 JAMRAIl is perceived to support implementation by creating structure, focus and
momentum.
5 Collaboration is hindered by a lack of alignment, shared language and structural

coordination.
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14

16
17

17a

18
19

Collaboration develops gradually through dialogue and interaction, but remains uneven

across sectors.

JAMRAI facilitates collaboration by creating connections, visibility and practical
opportunities for exchange.

Supporting theme: Collaboration challenges exist within sectors and may be reinforced
by fatigue surrounding the One Health concept.

There is significant uncertainty about the sustainability of activities after JAMRAI ends.

Sustainability requires maintaining outputs and ensuring that they remain accessible and
relevant over time.

Sustainability is influenced by resources and the lasting organisational and network effects
of JAMRAI

Sustainability depends on continuity of people, knowledge transfer and institutional
embedding.

AMR work is constrained by structural funding gaps and under-resourcing.

Limited time, workload pressure and staffing shortages restrict implementation in
practice.

Supporting theme: Available resources shape what can realistically be achieved.
JAMRAI supports capacity building, learning and more structured ways of working.
JAMRAI creates networking opportunities, connections and spillover effects.
JAMRAI produces tangible outputs and practical added value for AMR work.

Effective AMR communication requires tailored narratives, accessible materials and
broad dissemination to raise awareness across audiences.

Supporting theme: AMR is framed as a preventive challenge affecting society, but
prevention is difficult to communicate and make visible.

JAMRAI helps translate European-level work into national action and policy influence.

Effective AMR implementation depends on accessible, integrated and user-friendly data
systems and tools.

Annex note. The themes presented in this annex reflect the final thematic structure resulting from the coding
and synthesis process. Detailed coding matrices, code families and analytical working files were used during the
analysis but are not reproduced in full due to their size and iterative nature. The themes presented above represent
the final analytical framework underpinning the findings reported in this deliverable.
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