	Class of structural QIs
	Item
	Sample proportion % (n)

	
	
	Available
	Not available
	Unknown

	AMS core structures and staffing
	AMS team available according to national guideline18
	59% (149)
	40% (101)
	1% (3)

	
	Funded staff position or protected time for AMS activities a
	36% (92)
	54% (136)
	10% (25)

	Bedside AMS interventions (consultations and ward rounds)
	Regular AMS ward rounds on intensive care units
	57% (143)
	43% (108)
	1% (2)

	
	Regular AMS ward rounds on general wards
	46% (117)
	51% (130)
	2% (6)

	
	Infectious disease consultation service available
	60% (152)
	38% (96)
	2% (5)

	Digital prescribing and reporting systems
	Reporting system for prescription of selected antibiotics 
	25% (64)
	65% (165)
	10% (24)

	
	Reporting system for bloodstream infections
	38% (95)
	56% (142)
	6% (16)

	
	Comprehensive use of electronic prescribing system b
	52% (131)
	48% (122)
	0.0% (0)

	Prescribing policies and documentation requirements
	Selective antibiogram reporting
	45% (114)
	49% (124)
	6% (15)

	
	Mandatory, documented reassessment of antibiotic therapy after 48-72 hours
	12% (29)
	85% (215)
	4% (9)

	
	Mandatory documentation of indication for antibiotic prescription
	25% (64)
	71% (180)
	4% (9)

	Surveillance and feedback of antibiotic use
	Antibiotic consumption data evaluated by department
	53% (134)
	18% (45)
	29% (74)c

	
	Antibiotic consumption density evaluated
	86% (218)
	14% (35)
	0% (0)

	
	Systematic prescription surveys within the last 12 months (any form)
	38% (96)
	46% (117)
	16% (40)

	
	Point or period prevalence analyses of prescriptions for intensive care units
	24% (61)
	74% (187)
	2% (5)

	
	Point or period prevalence analyses of prescriptions for general wards
	26% (65)
	70% (178)
	4% (10)

	
	Presentation of consumption data for infection prevention and control or drug and therapeutics committee
	82% (207)
	10% (25)
	8% (21)


 
[bookmark: _Ref225948697]Table 2: Structural AMS QIs assessed in German hospitals in 2024 (relative and absolute frequencies). These indicators were used to derive AMS implementation profiles. Prior to analysis, items with low variance (≥ 95% identical responses) and items with high intercorrelation (Spearman’s ρ > 0.9) were excluded. Relative frequencies are reported based on the total sample of 253 hospitals. Colours encode the thematic class of structural QIs and were assigned to improve clarity and readability. a This QI was defined as fulfilled if any level of staff time was allocated. Applying guideline-recommended staffing thresholds of 1.5 full-time equivalents would have reduced the proportion of hospitals fulfilling this criterion to 4%. b Comprehensive use is defined as > 90% of general wards. c Proportion and frequency refer to category “partly” instead of “unknown”. 

