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Objectives: The objective of this study was to systematically review quantitative and qualitative studies on the
public’s knowledge and beliefs about antibiotic resistance.

Methods: We searched four databases to July 2014, with no language or study design restrictions. Two reviewers
independently extracted data. We calculated the median (IQR) of the proportion of participants who agreed with
each statement and synthesized qualitative data by identifying emergent themes.

Results: Of 3537 articles screened, 54 studies (41 quantitative, 3 mixed methods and 10 qualitative) were
included (55225 participants). Most studied adults (50; 93% studies) and were conducted in Europe (23;
43%), Asia (14; 26%) or North America (12; 22%). Some participants [median 70% (IQR 50%-84%); n=8 stud-
ies] had heard of antibiotic resistance, but most [median 88% (IQR 86% -89%); n=2 studies] believed it referred
to changes in the human body. Many believed excessive antibiotic use [median 70% (IQR 59%-77%); n=11
studies] and not completing antibiotic courses [median 62% (IQR 47%-77%); n=_8 studies] caused resistance.
Most participants nominated reducing antibiotic use [median 74% (IQR 72%-85%); n=4 studies] and discussing
antibiotic resistance with their clinician (84%, n=1 study) as strategies to reduce resistance. Qualitative data
supported these findings and additionally identified that: participants believed they were at low risk from anti-
biotic resistance participants; largely attributed its development to the actions of others; and strategies to min-
imize resistance should be primarily aimed at clinicians.

Conclusions: The public have an incomplete understanding of antibiotic resistance and misperceptions about it
and its causes and do not believe they contribute to its development. These data can be used to inform interven-

tions to change the public’s beliefs about how they can contribute to tackling this global issue.

Introduction

Antibiotic resistance is a complex problem that transcends inter-
national boundaries. It is predicted to kill 10 million people globally
each year and cost the global economy USS$100 trillion by 2050.
Antibiotic use drives resistance?? and global rates of antibiotic
use” and resistance® continue to rise. However, antibiotic resistance
is reversible; resistance in the commensals of individuals who are
treated with antibiotics reduces exponentially up to 1 year after
the end of antibiotic treatment.? Effective actions by all sectors of
society to minimize antibiotic resistance through reduced antibiotic
use are urgently required, including global taskforces,® govern-
ments,” % researchers,'®'*industry,*! clinicians and the public.?**?

More than 70% of people visiting a primary care practitioner in
the USA with an acute respiratory infection receive antibiotics.*
Systematic reviews demonstrate that antibiotics can provide
only minor benefit for these infections,'®~2? yet half of patients
who attend their family physician with an acute respiratory tract

infection expect an antibiotic.?? Public health campaigns in vari-
ous countries have sought to dispel the myth that antibiotics
are necessary for acute respiratory tract infections?® and several
have incorporated messages about antibiotic resistance.?*° To
the best of our knowledge, studies of the public’s knowledge
and beliefs about antibiotic resistance have not been synthesized
across studies or settings and whether people are aware of its
reversibility is not known. Analysis of such studies may help to
inform future interventions. In this review, we sought to synthesize
qualitative and quantitative studies of the public’s knowledge and
beliefs about antibiotic resistance.

Methods

Protocol and registration

The review protocol was registered on the PROSPERO database
(CRD42013005029).

© The Author 2015. Published by Oxford University Press on behalf of the British Society for Antimicrobial Chemotherapy. All rights reserved.
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Eligibility criteria

We searched for primary studies of any study design, in any setting and
published in any language that measured people’s knowledge and beliefs
about antibiotic resistance. Studies did not need to meet any predeter-
mined quality criteria to be eligible. Studies that only included clinicians,
did not measure knowledge or beliefs about antibiotic resistance or
were published in abstract-only form were excluded.

Search and information sources

We searched MEDLINE, EMBASE, PsycINFO and CINAHL from inception
until the third week of July 2014. A MEDLINE search strategy was developed
and adapted for other databases (Table S1, available as Supplementary
data at JAC Online). Search terms also identified studies of clinicians’ beliefs
about antibiotic resistance; these studies have been reported separately.?®
We conducted forward and backward citation searching for all included
articles using Web of Science and Scopus. We attempted to identify
unpublished studies by contacting authors of articles available in
abstract-only form and key researchers in the field.

Study selection

Two reviewers (A. R. M. and J. R. or S. P. and J. R.) independently screened
titles and abstracts, followed by full texts of relevant articles. A third
reviewer resolved any disagreements (C. B. D. M. or T. C. H.).

Data extraction

Two reviewers (A. R. M. and J. R. or S. P. and J. R.) independently extracted
data from included studies. We contacted the author of one (Bulgarian)
paper for an English translation.?” We extracted data on study design
and participants (Tables S2 and S3).

To assess survey quality, we extracted the survey method, sampling
method, response rate, sample size and description of participants.?® For
qualitative articles, we extracted the data collection method, sampling
method, type of data analysis, the number of people who analysed the
study transcripts and whether findings were validated by participants.?°
For knowledge and beliefs about antibiotic resistance outcomes, we
extracted data from relevant fixed responses and the percentage of parti-
cipants who responded affirmatively to the provided statement (yes or
strongly agree/agree).

Where appropriate, we collapsed positive Likert responses (e.g. strongly
agree and agree) into a single response and calculated the mean percent-
age of responses across the categories. For intervention studies, we
extracted either the pre-intervention data (non-randomized studies) or
the post-intervention control group data (randomized studies). One
reviewer (A. R. M.) extracted verbatim free-text responses and qualitative
outcomes. These included both direct quotes and themes identified by
study authors. We treated quotes, themes and free-text data as similar
and coded each, line by line, into NVivo®.

Synthesis of results and summary measures

Figure 1 summarizes the methods used for data synthesis. We synthesized
quantitative data by grouping similar fixed responses into categories. We cal-
culated the median, IQR and range of participants who agreed with that cat-
egory. We explored heterogeneity within each category by: publication year
(<2011 and >2011; 2010 was chosen as the cut-off point because it was the
median publication year of included studies); continent (Europe, North
America and Asia); and type of participant (parents versus non-parents).
Data were arranged into four overarching categories that emerged
from the data: knowledge of antibiotic resistance, beliefs about the
importance and causes of antibiotic resistance and strategies to reduce it.

A thematic synthesis was undertaken in four stages as previously
reported.?®° Briefly, data were coded into themes and grouped into the
four overarching categories above. Each theme was summarized and
given an identifier code (e.g. I1-4 for beliefs about importance themes
one to four). Content of qualitative and qualitative themes were cross-
referenced to identify common findings.

Results

We identified 54 studies, which involved a total of 55225 partici-
pants (Figure 1). Figure 2 and Tables S2 and S3 show the study
characteristics. They were mainly surveys (74%); 54% had high
and 34% had moderate response rates. Most studies were con-
ducted in Europe (43%), Asia (26%) or North America (22%)
(Figure 2 and Tables S2 and S3). In nearly all studies (50; 93%)
participants were adults, some of which (11) specifically involved
parents of children. Half (27; 50%) of included studies were pub-
lished between 2010 and 2014.

Knowledge and beliefs about antibiotic resistance
Quantitative data

Across the eight studies that measured awareness of antibiotic
resistance, a median of 70% of participants had heard of the
term antibiotic resistance. Most conceptualized resistance as
some change caused by antibiotics in the person to make the anti-
biotic ineffective (median 88%, across two studies). A median of
68% of participants, in the seven studies asking about this,
believed bacteria were becoming harder to treat with antibiotics
and a median of 53% of participants in four studies believed anti-
biotic resistance was a problem for their country (Figure 3) (full
supporting data are in Tables S4 to S7 and five additional state-
ments are in Table S8).

Most believed antibiotic resistance was due to excessive
(median 70%, in 11 studies) or unnecessary (median 74%, in 8
studies) antibiotic use and not completing an antibiotic course
(median 62%, in 8 studies). Less than half (median 45%, across
seven studies) believed that resistance could be caused by the
use of any antibiotic.

Of the few (seven) studies asking about strategies to minimize
resistance, a median of 74% of participants in four studies nomi-
nated reducing antibiotic use and 84% in one study nominated
discussing antibiotic resistance with their clinician. However, only
a median of 36% of participants in three studies indicated they
had discussed resistance with their clinician.

Heterogeneity within each category could not be explained by
publication year, continent where the study took place or type of
participants questioned.

Qualitative data

Findings from 13 qualitative and mixed methods studies generally
supported the quantitative findings (Figure 4 and Tables S9 to
S12). Participants exhibited low awareness of antibiotic resistance
(theme K1) and consistently conceived of antibiotic resistance as
a change in the human body rather than in bacteria (K2).

They believed others were largely responsible for the develop-
ment of antibiotic resistance (I3); perceived they had a low per-
sonal risk from resistance (I4); thought their risk increased if
they were hospitalized or used prolonged courses of antibiotics

20of7

175

180

185

190

195

200

205

210

215

220

230


http://jac.oxfordjournals.org/lookup/suppl/doi:10.1093/jac/dkv310/-/DC1
http://jac.oxfordjournals.org/lookup/suppl/doi:10.1093/jac/dkv310/-/DC1
http://jac.oxfordjournals.org/lookup/suppl/doi:10.1093/jac/dkv310/-/DC1
http://jac.oxfordjournals.org/lookup/suppl/doi:10.1093/jac/dkv310/-/DC1
http://jac.oxfordjournals.org/lookup/suppl/doi:10.1093/jac/dkv310/-/DC1
http://jac.oxfordjournals.org/lookup/suppl/doi:10.1093/jac/dkv310/-/DC1
http://jac.oxfordjournals.org/lookup/suppl/doi:10.1093/jac/dkv310/-/DC1
http://jac.oxfordjournals.org/lookup/suppl/doi:10.1093/jac/dkv310/-/DC1
http://jac.oxfordjournals.org/lookup/suppl/doi:10.1093/jac/dkv310/-/DC1

235

240

245

250

255

260

265

270

275

280

285

290

Systematic review

JAC

database searching

3732 records identified through

858 additional records
identified through forward and
backward citation searches

3537 records after duplicates
removed

Identification and screening

3537 records screened 3236 records excluded

|_|

301 full-text articles assessed for

247 full-text articles excluded:
142 no relevant outcomes

eligibility

47 incorrect population
34 review articles

21 abstract-only data
2 duplicates
1 study protocol

54 studies (from 55 articles)
included

Eligibility and inclusion

Quantitative studies (n=41)
Fixed- and free-text responses
extracted

Data
extraction

Mixed methods studies (n=3)
Quantitative and qualitative
data extracted

Qualitative studies (n=10)
Relevant results including
quotes extracted

together across studies.

each fixed response category.

 Similar fixed responses categories grouped

» Median, IQR and range were calculated for the |
percentage of participants who agreed with |

used to inform

Data synthesis

Figure 1. Summary of systematic review process.
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Figure 2. Summary of characteristics of included studies. Numbers denote percentage of studies. *Based on n= 24 studies with data: high=75%-100%
study response rate; moderate=50%-74% study response rate; low=25%-49% study response rate; and very low=0%-24% study response rate.
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Knowledge of antibiotic resistance (K)

Importance of antibiotic resistance (I)

ID Theme n ID Theme n
Low awareness of antibiotic Antibiotic resistance is a personal
K1 . 10 .
resistance I problem rather than a community 2
Inaccurate understanding of problem
K2 S ; 10 -
antibiotic resistance Beliefs about consequences of
antibiotic resistance, e.g.
- Treatment failure and more
= treatment e
- Severe infection, hospitalization
and death
3 Others are responsible for the 3
development of antibiotic resistance
Low perceived personal risk from
14 o - 2
antibiotic resistance
Causes of resistance (C) Strategies to minimize resistance (S)
ID Theme n ID Theme n
c1 Antibiotic use and overuse 10 Strategies should be aimed at
clinicians, not consumers, e.g.
. L - Improved hospital hygiene
C2 | Not completing antibiotic course | 6 - Reduced GP prescribing
S1 - Education of doctors 4
C3 Poor hospital infection control 1 - Antibiotic prescribing audits
- Clinicians providing better
4 Antibiotic resistance is a hospital 1 explanations about health and
problem illness
C5 | Did not know causes of resistance | 1 Strategies to change other consumers’
antibiotic use:
6 Antibiotic use in livestock 1 sS2 - Public health campaigns | ¢
- Improved adherence to antibiotic
c7 | Government spending cuts leading 1 (G TUETE o
to pressure on hospitals - Avoiding self-medication
Development of new antibiotics and
S3 S 3
laws about antibiotic use

Figure 4. Summary of qualitative synthesis of knowledge and beliefs about antibiotic resistance. ID=theme identifier code; n=number of studies
exploring each theme. Grey shading indicates theme was present in both quantitative and qualitative data. GP, general practitioner.

(I4); and believed causes of resistance included antibiotic use
and overuse (C1) and not completing an antibiotic course (C2).
However, they believed that minimizing antibiotic resistance
was outside their control and strategies should be aimed at clin-
icians (S1) or others’ antibiotic use (S2).

Discussion

This systematic review of quantitative and qualitative studies
demonstrates that the public have an incomplete understanding
of and misperceptions about antibiotic resistance. Many partici-
pants also believed: they do not contribute to the development
of resistance and attributed it to the actions of others; and they
are at low risk from antibiotic resistance themselves. They
believe the main causes of resistance are using too many anti-
biotics and not completing a course and that strategies to min-
imize resistance should largely be aimed at clinicians and other
patients.

This review has a number of strengths. It used a robust search
strategy and included studies of any design published in any lan-
guage. Synthesis of qualitative and quantitative studies enabled
more in-depth explanations of knowledge and beliefs about
antibiotic resistance than would have been achieved using only
quantitative data and demonstrated that findings across both
qualitative and quantitative studies were similar.

This review also had a number of limitations. Of the studies for
which it was possible to report a response rate (n=24), the major-
ity had a high or moderate response rate. However, many studies
did not report a response rate and so the level of non-response
bias may be underestimated. Much of the qualitative data were
contributed by two key studies,*'** whose primary aims were to
explore beliefs about antibiotic resistance. Exploring knowledge
and beliefs about antibiotic resistance were secondary aims in
other included qualitative studies. Included studies used different
data collection and analysis processes, which may also have
affected data quality and subsequent analysis. We did not exclude
studies based on quality and this may have affected the findings.
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Synthesizing the quantitative data by meta-analysis was pre-
cluded by heterogeneity in both study design and the ques-
tions posed.

We are not aware of any other systematic reviews of the pub-
lic’s knowledge and beliefs about antibiotic resistance. We
recently performed a systematic review on clinicians’ knowledge
and beliefs about antibiotic resistance and found some important
similarities.?® These include: clinicians’ attribution of responsibility
for antibiotic resistance to the actions of others; overusing antibio-
tics and not completing a course of them as causes of resist-
ance;*® and proposed strategies to reduce resistance focus on
clinician behaviour rather than patient behaviour.?® It is not sur-
prising the public feel this way, given that they do not believe the
responsibility for tackling antibiotic resistance rests with them.
They trust clinicians’ decisions to prescribe or withhold an anti-
biotic.>*3* In contrast, clinicians continue to perceive that most
patients expect antibiotics.>® This represents an important disson-
ance between the two standpoints.

The public believed that they were at low risk from resistance,
although research shows that any antibiotic use can lead to resist-
ance in individual patients.? This finding can be explained in two
ways. Firstly, the public tend to underestimate the harms of health
interventions.>® Secondly, according to social cognitive theory, the
larger the number of people that contribute to the development
of a problem, and the more distant its consequences, the lower
our perceived personal risk from it.>’

The belief that antibiotic overuse and not completing a course of
antibiotics causes resistance form part of typical messages distrib-
uted during public health campaigns.”® While the former is
true,>*® the necessity of completing a course and its potential
impact on resistance by not doing so is unclear. Better evidence
about the causes of antibiotic resistance is needed to resolve
uncertainty here, particularly from studies that evaluate the opti-
mal length of antibiotic courses for various indications and the
effect of not completing a full course of antibiotics on resistance.*®

Some opportunities to intervene and address misperceptions
have been identified by this review. The public hold an inaccurate
understanding of what antibiotic resistance is and no studies
explored if people know that antibiotic resistance is reversible.
At a population level, public health campaigns could address
these misperceptions by: providing information about how bac-
teria develop resistance; emphasizing that individual antibiotic
use increases individuals’ risk from resistance; and also by high-
lighting that resistance is reversible if antibiotic use is minimized.
At the individual level, clinicians could use effective strategies
such as shared decision making“® (a process in which patients
receive balanced, evidence-based information about benefits
and harms of treatment*“?) to alert people to their actual risk
of antibiotic resistance following antibiotic use and provide infor-
mation on how quickly this resistance could be reversed. Current
studies have not specifically asked the public about which strat-
egies they would use to minimize resistance, but rather asked
more generally what they thought would be effective.®? Input
from all stakeholders is needed when designing new interventions
to minimize resistance.*?

Conclusions

The public have heard of antibiotic resistance, but have an incom-
plete understanding of and misperceptions about it and its causes

and do not believe they contribute to its development. These data
can be used to inform the design of interventions that seek to
change public beliefs about how they can contribute to tackling
this global issue.

Acknowledgements

Sarah Thorning, BSc, Grad Dip ILS, Centre for Research in Evidence-Based
Practice, Bond University, provided assistance with designing and
conducting the searches of the electronic databases and was not
compensated beyond her salary for her contribution.

Funding

This work was supported by the Centre for Research Excellence in
Minimising Antibiotic Resistance from Acute Respiratory Infections funded
by the National Health and Medical Research Council (grant number
1044904) and the National Health and Medical Research Council/
Primary Health Care Research, Evaluation and Development Career
Development Fellowship, with funding provided by the Australian
Government Department of Health (grant number 1033038) to T. C. H.

Transparency declarations

T. C. H. received royalties from Elsevier and C. B. D. M. received royalties
from BMJ Books and Elsevier, for activities unrelated to the submitted
work. All authors: nothing further to declare.

Author contributions

All authors contributed to the study design, drafted the manuscript,
gave final approval of the version to be published and are accountable for
all aspects of the work. A. R. M., S. P. and J. R. extracted the data.
A. R. M. analysed the data and designed figures and tables. All authors
had full access to all of the data (including statistical reports and tables)
in the study and can take responsibility for the integrity of the data and
the accuracy of the data analysis. The corresponding author had final
responsibility for the decision to submit for publication.

Data sharing

The full dataset is available from the corresponding author at
amccullo@bond.edu.au.

Supplementary data

Tables S1 to S12 are available as Supplementary data at JAC Online (http:/
jac.oxfordjournals.org/).

References

1 Review on Antimicrobial Resistance. Antimicrobial Resistance: Tackling a
Crisis for the Health and Wealth of Nations. 2014. http://www.jpiamr.eu/
wp-content/uploads/2014/12/AMR-Review-Paper-Tackling-a-crisis-for-
the-health-and-wealth-of-nations_1-2.pdf.

2 Costelloe C, Metcalfe C, Lovering A et al. Effect of antibiotic prescribing in
primary care on antimicrobial resistance in individual patients: systematic
review and meta-analysis. BMJ 2010; 340: c2096.

6 of 7

640

645

650

655

660

665

670

675

680

685

690

695


http://jac.oxfordjournals.org/lookup/suppl/doi:10.1093/jac/dkv310/-/DC1
http://jac.oxfordjournals.org/lookup/suppl/doi:10.1093/jac/dkv310/-/DC1
http://jac.oxfordjournals.org/lookup/suppl/doi:10.1093/jac/dkv310/-/DC1
http://www.jpiamr.eu/wp-content/uploads/2014/12/AMR-Review-Paper-Tackling-a-crisis-for-the-health-and-wealth-of-nations_1-2.pdf
http://www.jpiamr.eu/wp-content/uploads/2014/12/AMR-Review-Paper-Tackling-a-crisis-for-the-health-and-wealth-of-nations_1-2.pdf
http://www.jpiamr.eu/wp-content/uploads/2014/12/AMR-Review-Paper-Tackling-a-crisis-for-the-health-and-wealth-of-nations_1-2.pdf
http://www.jpiamr.eu/wp-content/uploads/2014/12/AMR-Review-Paper-Tackling-a-crisis-for-the-health-and-wealth-of-nations_1-2.pdf
http://www.jpiamr.eu/wp-content/uploads/2014/12/AMR-Review-Paper-Tackling-a-crisis-for-the-health-and-wealth-of-nations_1-2.pdf
http://www.jpiamr.eu/wp-content/uploads/2014/12/AMR-Review-Paper-Tackling-a-crisis-for-the-health-and-wealth-of-nations_1-2.pdf

700

705

710

715

720

725

730

735

740

745

750

Systematic review

JAC

3 Goossens H, Ferech M, Van der Stichele R et al. Outpatient antibiotic use
in Europe and association with resistance: a cross-national database
study. Lancet 2005; 365: 579-87.

4 Van Boeckel TP, Gandra S, Ashok A et al. Global antibiotic consumption
2000 to 2010: an analysis of national pharmaceutical sales data. Lancet
Infect Dis 2014; 14: 742-50.

5 WHO. Antimicrobial Resistance Global Report on Surveillance. 2014. http:/
apps.who.int/iris/bitstream/10665/112642/1/9789241564748_eng.pdf?
ua=1.

6 CDC. Transatlantic Taskforce on Antimicrobial Resistance: Progress Report.
2014. http://www.cdc.gov/drugresistance/pdf/tatfar-progress_report_
2014.pdf.

7 Department of Health. UK Five Year Antimicrobial Resistance Strategy
2013 to 2018. 2013. https://www.gov.uk/government/uploads/system/
uploads/attachment_data/file/244058/20130902_UK_5_year_AMR_
strategy.pdf.

8 CDC. Antibiotic Resistance Threats in the United States. 2013. http://
www.cdc.gov/drugresistance/threat-report-2013/pdf/ar-threats-2013-
508.pdf#page=6.

9 Ministry of Health and Family Welfare. National Policy for Containment of
Antimicrobial Resistance, India. 2011. http://nicd.nic.in/ab_policy.pdf.

10 Antibiotic Research UK. About Us. 2015. http://www.antibioticresearch.
org.uk/worlds-first-charity-formed-combat-antibiotic-resistant-bacteria/.

11 Ling LL, Schneider T, Peoples AJ et al. A new antibiotic kills pathogens
without detectable resistance. Nature 2015; 517: 455-9.

12 PHE. Antibiotic Guardian UK Support for European Antibiotic Awareness
Day. 2014. http://antibioticquardian.com/.

13 NPS Medicinewise. Resistance Fighter Pledge. 2014. http://www.nps.
org.au/medicines/infections-and-infestations/antibiotics/for-health-
profesionals/resistance-fighter-pledge.

14 Lee G, Reveles K, Attridge R et al. Outpatient antibiotic prescribing in the
United States: 2000 to 2010. BMC Med 2014; 12: 96.

15 Dallas A, Magin P, Morgan S et al. Antibiotic prescribing for respiratory
infections: a cross-sectional analysis of the ReCENT study exploring the
habits of early-career doctors in primary care. Fam Pract 2015; 32: 49-55.

16 Wang J, Wang P, Wang X et al. Use and prescription of antibiotics in pri-
mary health care settings in China. JAMA Intern Med 2014; 174: 1914-20.

17 Gulliford MC, Dregan A, Moore MV et al. Continued high rates of anti-
biotic prescribing to adults with respiratory tract infection: survey of 568
UK general practices. BMJ Open 2014; 4: e006245.

18 Spurling G, Doust J, Del Mar C et al. Antibiotics for bronchiolitis in chil-
dren. Cochrane Database Syst Rev 2011; issue 6: CD005189.

19 Venekamp R, Sanders S, Glasziou P et al. Antibiotics for acute otitis
media in children. Cochrane Database Syst Rev 2013; issue 1: CD000219.

20 Spinks A, Glasziou P, Del Mar C. Antibiotics for sore throat. Cochrane
Database Syst Rev 2013; issue 11: CD000023.

21 Kenealy T, Arroll B. Antibiotics for the common cold and acute purulent
rhinitis. Cochrane Database Syst Rev 2013; issue 6: CD000247.

22 McNulty CAM, Nichols T, French DP et al. Expectations for consultations
and antibiotics for respiratory tract infection in primary care: the RTI clin-
ical iceberg. Br J Gen Pract 2013; 63: e429-36.

23 Huttner B, Goossens H, Verheij T et al. Characteristics and outcomes of

public campaigns aimed at improving the use of antibiotics in outpatients
in high-income countries. Lancet Infect Dis 2010; 10: 17-31.

24 Alberta Health Services. Do Bugs Need Drugs? 2015. http://www.
dobugsneeddrugs.org/educational-resources/.

25 Pharmaceutical Management Agency. Kick that Bug, the Wise Use of
Antibiotics. 2015. http://www.kickthatbug.co.nz/.

26 McCullough A, Rathbone J, Parekh S et al. Not in my backyard: a sys-
tematic review of clinicians’ knowledge and beliefs about antibiotic resist-
ance. J Antimicrob Chemother 2015; 70: 2465-73.

27 Keuleyan E, Valentinova M, Tete S. Rational usage of antibiotics.
J Contemporary Med Probl 2014; 1: 6-13.

28 Boynton PM, Greenhalgh T. Selecting, designing, and developing your
questionnaire. Br Med J 2004; 328: 1312-5.

29 CASP UK. Critical Appraisal Skills Programme (CASP) Qualitative Research
Checklist. http://media.wix.com/ugd/dded87_29c5b002d99342f788c6a
€670e49f274.pdf.

30 Thomas J, Harden A. Methods for the thematic synthesis of qualitative
research in systematic reviews. BMC Med Res Methodol 2008; 8: 45.

31 Hawkings NJ, Wood F, Butler CC. Public attitudes towards bacterial
resistance: a qualitative study. J Antimicrob Chemother 2007; 59: 1155-60.

32 Brooks L, Shaw A, Sharp D et al. Towards a better understanding of
patients’ perspectives of antibiotic resistance and MRSA: a qualitative
study. Fam Pract 2008; 25: 341-8.

33 Brookes-Howell L, Wood F, Verheij T et al. Trust, openness and continu-
ity of care influence acceptance of antibiotics for children with respiratory
tract infections: a four country qualitative study. Fam Pract 2014; 31:
102-10.

34 Jin C, Ely A, Fang L et al. Framing a global health risk from the
bottom-up: user perceptions and practices around antibiotics in four vil-
lages in China. Health Risk Soc 2011; 13: 433-49.

35 Mustafa M, Wood F, Butler CC et al. Managing expectations of antibio-
tics for upper respiratory tract infections: a qualitative study. Ann Fam Med
2014; 12: 29-36.

36 Hoffmann T, Del Mar C. Patient expectations of the benefits and harms
of treatments, screening, and tests: a systematic review. JAMA Intern Med
2014; 175: 274-86.

37 Bandura A. Social cognitive theory of moral thought and action.
In: Kurtines WM, Gewirtz JL, eds. Handbook of Moral Behaviour
Development. Hillsdale: Erlbaum, 1991; 45-103.

38 WHO. The Evolving Threat of Antimicrobial Resistance: Options for
Action. 2012. http://whqlibdoc.who.int/publications/2012/978924150
3181_eng.pdf?ua=1.

39 Gilbert GL. Knowing when to stop antibiotic therapy. Med J Aust
2015; 202: 121-2.

40 Coxeter P, Hoffmann T, Del Mar C. Shared decision making for acute
respiratory infections in primary care. Cochrane Database Syst Rev
2014; issue 1: CD010907.

41 Hoffmann TC, Legare F, Simmons MB et al. Shared decision making:
what do clinicians need to know and why should they bother? Med J
Aust 2014; 201: 35-9.

42 Hoffmann TC, Montori VM, Del Mar C. The connection between
evidence-based medicine and shared decision making. JAMA 2014; 312:
1295-6.

43 Medical Research Council. Developing and Evaluating Complex
Interventions: New Guidance. 2008. https:/www.mrc.ac.uk/documents/
pdf/complex-interventions-guidance/.

7 of 7

755

760

765

770

775

780

785

790

795

800

805

810


http://apps.who.int/iris/bitstream/10665/112642/1/9789241564748_eng.pdf?ua=1
http://apps.who.int/iris/bitstream/10665/112642/1/9789241564748_eng.pdf?ua=1
http://apps.who.int/iris/bitstream/10665/112642/1/9789241564748_eng.pdf?ua=1
http://apps.who.int/iris/bitstream/10665/112642/1/9789241564748_eng.pdf?ua=1
http://apps.who.int/iris/bitstream/10665/112642/1/9789241564748_eng.pdf?ua=1
http://www.cdc.gov/drugresistance/pdf/tatfar-progress_report_2014.pdf
http://www.cdc.gov/drugresistance/pdf/tatfar-progress_report_2014.pdf
http://www.cdc.gov/drugresistance/pdf/tatfar-progress_report_2014.pdf
http://www.cdc.gov/drugresistance/pdf/tatfar-progress_report_2014.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/244058/20130902_UK_5_year_AMR_strategy.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/244058/20130902_UK_5_year_AMR_strategy.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/244058/20130902_UK_5_year_AMR_strategy.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/244058/20130902_UK_5_year_AMR_strategy.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/244058/20130902_UK_5_year_AMR_strategy.pdf
http://www.cdc.gov/drugresistance/threat-report-2013/pdf/ar-threats-2013-508.pdf#page=6
http://www.cdc.gov/drugresistance/threat-report-2013/pdf/ar-threats-2013-508.pdf#page=6
http://www.cdc.gov/drugresistance/threat-report-2013/pdf/ar-threats-2013-508.pdf#page=6
http://www.cdc.gov/drugresistance/threat-report-2013/pdf/ar-threats-2013-508.pdf#page=6
http://www.cdc.gov/drugresistance/threat-report-2013/pdf/ar-threats-2013-508.pdf#page=6
http://www.cdc.gov/drugresistance/threat-report-2013/pdf/ar-threats-2013-508.pdf#page=6
http://www.cdc.gov/drugresistance/threat-report-2013/pdf/ar-threats-2013-508.pdf#page=6
http://www.cdc.gov/drugresistance/threat-report-2013/pdf/ar-threats-2013-508.pdf#page=6
http://nicd.nic.in/ab_policy.pdf
http://nicd.nic.in/ab_policy.pdf
http://nicd.nic.in/ab_policy.pdf
http://www.antibioticresearch.org.uk/worlds-first-charity-formed-combat-antibiotic-resistant-bacteria/
http://www.antibioticresearch.org.uk/worlds-first-charity-formed-combat-antibiotic-resistant-bacteria/
http://www.antibioticresearch.org.uk/worlds-first-charity-formed-combat-antibiotic-resistant-bacteria/
http://www.antibioticresearch.org.uk/worlds-first-charity-formed-combat-antibiotic-resistant-bacteria/
http://www.antibioticresearch.org.uk/worlds-first-charity-formed-combat-antibiotic-resistant-bacteria/
http://www.antibioticresearch.org.uk/worlds-first-charity-formed-combat-antibiotic-resistant-bacteria/
http://www.antibioticresearch.org.uk/worlds-first-charity-formed-combat-antibiotic-resistant-bacteria/
http://www.antibioticresearch.org.uk/worlds-first-charity-formed-combat-antibiotic-resistant-bacteria/
http://www.antibioticresearch.org.uk/worlds-first-charity-formed-combat-antibiotic-resistant-bacteria/
http://www.antibioticresearch.org.uk/worlds-first-charity-formed-combat-antibiotic-resistant-bacteria/
http://www.antibioticresearch.org.uk/worlds-first-charity-formed-combat-antibiotic-resistant-bacteria/
http://antibioticguardian.com/
http://antibioticguardian.com/
http://antibioticguardian.com/
http://www.nps.org.au/medicines/infections-and-infestations/antibiotics/for-health-profesionals/resistance-fighter-pledge
http://www.nps.org.au/medicines/infections-and-infestations/antibiotics/for-health-profesionals/resistance-fighter-pledge
http://www.nps.org.au/medicines/infections-and-infestations/antibiotics/for-health-profesionals/resistance-fighter-pledge
http://www.nps.org.au/medicines/infections-and-infestations/antibiotics/for-health-profesionals/resistance-fighter-pledge
http://www.nps.org.au/medicines/infections-and-infestations/antibiotics/for-health-profesionals/resistance-fighter-pledge
http://www.nps.org.au/medicines/infections-and-infestations/antibiotics/for-health-profesionals/resistance-fighter-pledge
http://www.nps.org.au/medicines/infections-and-infestations/antibiotics/for-health-profesionals/resistance-fighter-pledge
http://www.nps.org.au/medicines/infections-and-infestations/antibiotics/for-health-profesionals/resistance-fighter-pledge
http://www.nps.org.au/medicines/infections-and-infestations/antibiotics/for-health-profesionals/resistance-fighter-pledge
http://www.dobugsneeddrugs.org/educational-resources/
http://www.dobugsneeddrugs.org/educational-resources/
http://www.dobugsneeddrugs.org/educational-resources/
http://www.dobugsneeddrugs.org/educational-resources/
http://www.dobugsneeddrugs.org/educational-resources/
http://www.kickthatbug.co.nz/
http://www.kickthatbug.co.nz/
http://www.kickthatbug.co.nz/
http://media.wix.com/ugd/dded87_29c5b002d99342f788c6ac670e49f274.pdf
http://media.wix.com/ugd/dded87_29c5b002d99342f788c6ac670e49f274.pdf
http://media.wix.com/ugd/dded87_29c5b002d99342f788c6ac670e49f274.pdf
http://media.wix.com/ugd/dded87_29c5b002d99342f788c6ac670e49f274.pdf
http://whqlibdoc.who.int/publications/2012/9789241503181_eng.pdf?ua=1
http://whqlibdoc.who.int/publications/2012/9789241503181_eng.pdf?ua=1
http://whqlibdoc.who.int/publications/2012/9789241503181_eng.pdf?ua=1
http://whqlibdoc.who.int/publications/2012/9789241503181_eng.pdf?ua=1
https://www.mrc.ac.uk/documents/pdf/complex-interventions-guidance/
https://www.mrc.ac.uk/documents/pdf/complex-interventions-guidance/
https://www.mrc.ac.uk/documents/pdf/complex-interventions-guidance/
https://www.mrc.ac.uk/documents/pdf/complex-interventions-guidance/

