
Supplementary Table 1: Codes mapped to TDF, COM-B and BCTs 

 

COM-B Theoretical 
Domain 

Codes and examples of interview quotes BCTs 

CAPABILITY 

(Psychological) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Knowledge: An 
awareness of the 
existence of 
something 

 

Training and knowledge around appropriate prescribing 

“We all need to make sure that we are aware of current guidelines, when to prescribe, and when you shouldn’t … to ensure 
that you are giing safe care”. (Interviewee 2 - nurse) 

“I think if they (practices) held 3 monthly or a yearly a sort of group session which they could invite local people to come to 
and people could give them a short presentation on you know winter is coming up, this is what you need to do to look after 
yourself, so you kind of educate the population beforehand”. (Interviewee 7 – pharmacist)  

 

 

4.1 Instruction 
on how to 
perform the 
behaviour  

Knowledge of own prescribing rate  

“..having your medicines management team come round and benchmark you against national standards, benchmark you 
against your peers, make you challenge and reflect on your clinical practice, I think those are all invaluable and should be 
encouraged.” (Interviewee 2 – nurse). 

“Yes we have a local meeting, a training session, it was more like a meeting actually but like an audit with the local CCG 
team, in relation to our practices antibiotic prescribing and comparing it to the area in the north west and things like that, so 
that kind of helped influence and perhaps reduced my antibiotic prescribing, by having a bit more scrutiny in prescribing so 
that  (Interviewee 7 – pharmacist) 

 send helped. (Nurse 7) 

 

6.2 Social 
comparison   

 

2.2 Feedback 
on behaviour  

 

 

 

 

 

 

 

 

 

 

 

Knowledge of AB resistance  

“I have sort of come from an area (practice) where they really are quite tough on it (resistance) and I can understand the 
consequences. And also, when you see people through and you see that those antibiotics are a quick fix of a consultation at a 
time, haven’t made any difference, then you are dealing with something that is probably either not infective, or like you say, 
where the antibiotics are just not working, maybe because of resistance.” (Interviewee 5 – nurse) 

“I can remember going to a few talks (by microbiologists) on those like god twenty odd years ago, and I have not been to 
anything recently and I don’t know where the forum would be, to have those sort of discussions, so that would be really 
useful, but I haven’t come across any of those”. (Interviewee 5 – nurse) 

“I think they are important (training updates) there’s e-learning which is useful as you can undertake this in your own 
time..you can sort of touch on the edges of this subject (antimicrobial resistance) when its e-learning..it helps to raise 
awareness.”(Interviewee 6 – nurse) 

 

5.2. 
Information 
about health 
consequences  

9.1. Credible 
source  

 

4.1 Instructions 
on how to 



 

 

CAPABILITY  

(Physical) 

 

 

 

 

 

 

 

 

 

CAPABILITY 

(Psychologicall)  

 

 

 

 

 

 

 

 

CAPABILITY 

(Psychological)  

perform a 
behaviour 

 

 

Skills: An ability or 
proficiency 
acquired through 
practice 

 

Consultation skills 

“You have to be confident, and you have to be… be competent, not only with your history taking… But, um, also with, um, 
knowledge of guidelines, um, knowledge of, er… er… or examination skills; you have to be able to examine… The patient; you 
have to be able to relate those findings… to the patient in a language that they can understand.” (Interviewee 15 – nurse) 

“Typically, the clinical examination would start with sats, move on to lymph’s, then we would go to throat, we go to ear 
examination if it was indicated, then we would do potentially shirt off, and we would do respiratory signs front and back 
oscultation, percussion… shirt back on, summary of assessments, patient’s point of view, consider treatments or safety 
netting, whether it be immediate treatment or whether it be standby treatments or it would be no you have got a viral 
infection here, so we go through the signs and what to look out for. And then they would be on their way (inaudible) to make 
sure that they knew what to do if things were to go badly, and when to seek review”. (Interviewee 17 – nurse) 

 

 

4.1 Instruction 
on how to 
perform 
behaviour 

6.1 
Demonstration 
of the 
behaviour 

Memory, attention 
and decision 
processes: The 
ability to retain 
information, focus 
selectively on 
aspects of the 
environment and 
choose between 
two or more 
alternatives 

Considering a range of factors in decision making  

“Looking at things like are they feverish, do they have other symptoms of being unwell, do you know what I mean, or is this 
just localised to the chest. We obviously do a full examination of the chest and look for signs, and see if we have got uneven 
signs, is it worse on the left or the right, which would indicate infection. We also much more than in general practice, which I 
find quite odd really, that I am still getting used to, do bloods. So if they have got a raised white cell count or they are CRP 
indicative as infection rather than as a disease process….”  (Interviewee 21- pharmacist)  

“If we have decided that they do have an acute bacterial that would benefit from antimicrobial treatments, I would use the 
HPA guidelines, un-amended. So we follow the guidelines that are the national ones, and depending on the patient’s 
situation because of the allergies, co-existing conditions, previous treatment perhaps, knowledge of locally circulating bugs, 
and I would choose according to that”. (Interviewee 13 – nurse)  

 

 

1.2.Problem 
solving 

 

 

4.1 Instructions 
on how to 
perform a 
behaviour 

 

Behavioural 
regulation: 
(Anything aimed at 
managing or 
changing 
objectively 

Benchmarking and audit processes 

“Making sure that there are audits that you can do so that you can benchmark your work against your colleagues. If you are 
consistently prescribing too much, I think medicines management should identify you, and you should be asked to do a top-up 
course. You know when you get 3 points on your license,  I think you need to do a half day training course. So over in Bath and 
Somerset, that is what they have been doing with her medicines management team, so if you are over prescribing, against 
your peers, you are identified and you are invited to come down for a training day. It is a little bit heavy handed, but we are 
heading towards a very scary place and I think we need to be quite bold with our interventions”.  Interviewee 2 – nurse)  

 

6.2 Social 
comparison 

 

2.2 Feedback 
on behaviour 



observed or 
measured actions 

“I am happy about that, because that is all about auditing your own practice and doing things like that yes. I mean I do go  
through periods where I audit people that I see, what’s happened, did they come back, did they get better, did they get 
worse, and that also kind of reassures you as well that you are either doing the right or the wrong thing, you know it is just... 
and you can do that at anytime, not just because you have been doing it for 14 years, but because you need to sort of turn 
the soil so to speak”. (Interviewee 3 – nurse) 

 

2.3 Self-
monitoring of 
behaviour 

MOTIVATION 

(Reflective) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Social/professional 
role and identity: A 
coherent set of 
behaviours and 
displayed personal 
qualities of an 
individual in a 
social or work 
setting 

Responsibility for appropriate prescribing 

“I believe I have a responsibility to follow guidelines and not prescribe an antibiotic if it is not needed. I see this as part of my 
job. I believe that it is part of my role to prescribe antibiotics appropriately and so help to reduce antimicrobial resistance”. 
(Interviewee 16 – nurse)“..so I’ve got that responsibility to the health service and to society, and that partly comes with the 
privilege of being a prescriber. …I think this is definitely part of my role, is…is managing antimicrobial prescribing”. (Interviewee 
17 – nurse) 

“….and also on the wall (poster) I have this pledge to care from Public Health England, I am an antibiotic guardian, so I point 
that to them (patients)as well, it has got my picture on it and I have signed it…”(Interviewee 8 – nurse) 

 

 

 

13.1 
Identification of 
self as role 
model 

 

Value-add of non-medical prescriber role  

“I do think as nurse prescribers, there is that added value from a nurse….I am probably more contentious and I am thinking 
more about what if this isn’t right and, whereas GP’s are very busy, they are doing lots of things… they have seen it before 
they have done this for a long long time, but we area much more updated on new guidance and much more aware of being 
up to date on new guidance …”(Interviewee 5 – nurse) 

“The non-medical prescribing course is so stringent and so strict that I don’t think you will see non-medical prescribers doing 
this sort of thing [prescribing on the basis of patient expectation]”.(Interviewee 2 – nurse) 

“there is that added value from a nurse prescriber….I am probably more contentious and I am thinking more about what if 
this isn’t right and, whereas GP’s are very busy, they are doing lots of things… they have seen it before they have done this 
for a long long time, but we are much more updated on new guidance…”(Interviewee 5- nurse) 

 

 

6.2 Social 
comparison 

 

4.1 Instructions 
on how to 
perform a 
behaviour 

 

 

Beliefs about 
capabilities 

(Acceptance of the 
truth, reality or 
validity about an 
ability, talent or 

Confidence in own abilities and awareness of own limits/limits of NMP role 

“…so there is one drug that you used to prescribe for chest infections and it was always for 7 days and the guidelines now are 
actually for 5 days, and now I always check my guide because I am just like that and now I am more confident to say no 
actually it should  only be five but when I very first started prescribing I found that really really difficult …because I felt maybe 
I should be prescribing longer than it says on the guide, because more experienced people are telling me that so I think when 

 

15.3 Focus on 
past success 

15.1 Verbal 
persuasion 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

facility that a 
person can put to 
constructive use 

you are a newly qualified prescriber, the more experienced people can have a strong influence over you and it is not always 
right..’(Interviewee 10 – nurse) 

“I think I am fairly confident, there is always that element of doubt, you know there are no certainties in this world but if you 
give a thorough examination, you safety net appropriately, you are aware of the guidelines, you should be fairly confident at 
what you are doing, but I think new patient diagnostics are incredibly important in general practice”. (Interviewee 2 – nurse) 

about 
capability 

 

15.2 Mental 
rehearsal of 
successful 
performance  

Beliefs about 
Consequences: 
Acceptance of the 
truth, reality, or 
validity about 
outcomes of a 
behaviour in a 
given situation 

Managing risk  

“It can be for instance if they have got COPD or any on going respiratory problems because we have to be guided by that as 
well, well obviously the physical examination if they come in with a temperature, low blood pressure or a high pulse, or their 
chest is really rattily, so it is guided by my clinical examination”. (Interviewee 7 – pharmacist) 

“…and for me your level of frailty and how poorly you are are deciding factors, and I may choose to treat someone who is 
very frail, but I wouldn’t treat someone who is well… simply because the consequences of not treating would be much more 
serious, with the risk of hospitalisation. So what I am talking about is almost a threshold prescribing, and I think I do adjust 
that threshold according to the individual… based on their risk”. (Interviewee 10 – nurse)) 

 

4.1 Instruction 
on how to 
perform the 
behaviour 

5.1 Information 
about health 
consequences 

Consequences/risks of using antibiotics  

“We know that it is on the increase, we know that it has been fuelled by the over prescription of antibiotics, we know that if 
we don’t do anything about it, we are potentially heading to an antibiotic apocalypse. And we know by 2050, that more 
people will die of antimicrobial resistance disease than they do of cancers and car crashes today”. (Interviewee 2 – nurse)  

“You know that prescribing certain antibiotics are going to make people actually feel more unwell “(Interviewee 15 – nurse) 

 

5.1 Information 
about health 
consequences 

Fear of complaint  

“Some patients can be really quite demanding, um, and, er, well, make complaints as well … recently I’d had, in fact, two 
complaints that I had not prescribed antibiotics, which had then been prescribed by other clinicians”. (Interviewee 4 – nurse) 

“The expectations are easier to manage these days, of course there are arguments, well heated discussions, occasionally with 
patients who insist they want antibiotics… but occasionally in that situation we may be adopt a delayed prescription strategy, 
which can be really valuable in terms of defusing that situation”’(Interviewee 10 – nurse) 

 

 

5.3 Information 
about social 
and 
environmental 
consequences  

 

Meeting expectations and satisfaction   



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

MOTIVATION 

(Automatic) 

 

 

 

 

 

“As long as you have met their expectations or challenged their concerns, and have given them an answer that they understand 
in a way that they understand it, then they will leave satisfied whether they have got antibiotics or not!. (Interviewee 2 – nurse) 

“But it is if you leave a patient dissatisfied or with any unmet needs they are more likely to re-consult, to come back in to clinic, 
so they will either go to out of hours, A & E, or they will go and see another clinician in the GP practice, or you can end up with 
them having a long discussion about what antibiotics can and can’t do”. (Interviewee 2 – nurse) 

Patients will be satisfied if expectations are met but some patients will come back for antibiotics if you don’t prescribe.” 
(Interviewee 2 – nurse) 

5.3 Information 
about social 
and 
environmental 
consequences 

 

Prescribing antibiotics reinforces patient beliefs about their effectiveness  

“…the GP saw them last week, saw that they had a chesty cough, they had a bit of a temperature and they were coughing up 
something green and they prescribed some amoxicillin, and they have safety netted and said if you are no better in a week 
come back. Guess what, the patient is going to come back. So they come back and see me, and they say right I was here last 
week I saw GP Y, they said I have got a chest infection, they gave me some antibiotics, they said come back if I am no better. I 
am no better. I need some stronger antibiotics”. (Interviewee 2 – nurse) 

 

“Some GP’s will just write a prescription for 7 days with 250mg of amoxicillin, three times a day. And it’s a homeopathic dose 
it’s a pat on the head and a piece of green paper, and the patient comes away from that consultation happy, they have got 
their antibiotics, they won’t get better because of the antibiotics, they will get better because it is self-limiting, viral RTI. But 
what that health care professional is doing, is perpetuating the expectation of I am unwell, I will get antibiotics I will get better. 
The hard thing you have to do as a prescriber is to turn around and say you don’t need antibiotics at this time” (Interviewee 11 
– nurse) 

 

 

 

 

 

 

 

6.1 
Demonstration 
of behaviour 

 

 

Goals: Mental 
representations of 
outcomes or end 
states that an 
individual wants to 
achieve 

Maintain appropriate levels of prescribing 

“….whether you are doing it yourself (auditing) or someone else is and when you look in prescribing, when they send you the 
prescribing breakdown for the different practices within your area, you always want to try and be on the low side.”’ 
(Interviewee 3 – nurse) 

“I recently looked at some of our prescribing data and I am not doing badly. I am someone with lower antibiotic prescribing 
rates however, I only work part time. I wouldn’t want my data to be high as this would look really bad amongst colleagues” 
(Interviewee 16 – nurse) 

“…in nurse meetings I am always banging on about it, they are probably sick of it now.. Just so that everyone doesn’t over 
prescribe, and for all of my prescribing, for every antibiotic it is actually audited, so I can actually see if someone is 
overprescribing are there trends that are slightly out or who might be prescribing just for the sake of it because it is an easier 
life, and trying to eradicate it that way as well..” (Interviewee 6 – nurse) 

2.3 Self-
monitoring of 
behaviour 

 

 

1.1 Goal setting 
(behaviour) 

1.5 Review 
behaviour goal 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Reinforcement: 
(Increasing the 
probability of a 
response by 
arranging a 
dependent 
relationship, or 
contingency, 
between the 
response and a 
given stimulus 

Audit and feedback as a mechanism for reinforcing appropriate prescribing  

“Specifically, this year we have looked at the use of quinolones, ketasporines and comoxiclad and that was influenced of course 
by the national agenda but also our local medicines management team at the CCG, they push that agenda as one of their 
priorities for the year and resource it through the prescribing incentive scheme. So inevitably there were rewards available to 
practices and practitioners, so that will influence my prescribing for sure” (Interviewee 21 – pharmacist) 

“So over in Bath and Somerset, that is what they (medicines management team) has been doing, so if you are over prescribing, 
against your peers, you are identified and you are invited to come down for a training day. It is a little bit heavy handed, but 
we are heading towards a very scary place and I think we need to be quite bold with our interventions”.  (Interviewee 2 – 
nurse) 

 

2.1 Monitoring 
of behaviour by 
others without 
feedback 

10.2 Material 
reward 
(behaviour) 

2.2 Feedback 
on behaviour 

   

Emotion: A 
complex reaction 
pattern, involving 
experiential, 
behavioural, and 
physiological 
elements, by which 
the individual 
attempts to deal 
with a personally 
significant matter 
or event 

Empathy for patient suffering  

“If they have got an infection and they have waited quite a long time in the delays coming in to see someone or, if it’s a really 
busy day and they are sat there in the waiting room for hours and you can just see them getting worse and worse, and you are 
thinking someone needs to see this patient and get them in. You feel terrible for them, if you can give them… they are kind of 
looking at you wanting to be able to feel better and looking for that magic cure and you know it’s going to take time, you do 
feel for them..”(Interviewee 6 – nurse) 

“They can be very angry, frustrated, annoyed, frightened as well. It is petrifying, if you live on your own and you think you have 
got a serious chest infection, what if there is not going to be anyone there in the middle of the night, that is frightening, you 
really feel for them. Relief as well, you’ve listened to my chest, there is nothing there, hopefully I can get on with my day” 
Interviewee 2 – nurse) 

“They might be waiting… And obviously sometimes they are not very happy about that so that can influence my decision, 
because actually if they have been waiting an hour and they feel poorly and they want antibiotics what am I going to do… Am 
I going to sit there and explain that they don’t want it, or am I going to give it to them… That is a difficult scenario…”. 
(Interviewee 9 – nurse) 

 

Influence of stress and fatigue on ability to make prescribing decisions  

“…you know it shouldn’t but if you are tired and exhausted we know that quality and safety slips, we know that if you are in 
any profession, you miss your breaks, you are overtired, you’ve worked too long your head is somewhere else. Whether you 
are laying block, waiting on tables, nursing, you know a surgeon (a politician), you know if you are not there in present, you 
are going to let standards slip so you need to look after yourself”. (Interviewee 2 – nurse) 

 

11.2 Reduce 
negative 
emotions 
(within the 
practitioner) 

 

5.6 Information 
about 
emotional 
consequences 

5.4 Monitoring 
of emotional 
consequences 

 

 

11.2 Reduce 

negative 

emotions 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

“Probably towards the end of the day, I am probably a little bit more lenient, because you are tired and a b it stressed and 
you want to go home, and sometimes it can be an easy fix. I try not to, but sometimes, whether at the beginning of the day 
you weren’t quite sure, you would rationalise it a bit more and explain it a bit more, whereas you might at the end of the day, 
you might sort of lean to like well I am not quite sure, ok just take them..” (Interviewee 12 – nurse) 

 

Influence of emotions on prescribing decisions  

“Of course, you are never perfect all the time, but yes there are certainly times when I can recall when I have just gone (sigh) 
look here you go, you are never going to believe me anyway, or I have not got got through to you, I have not done it, or it is 
too much of a fight to argue the other way. And that is really disappointing, you don’t get any sort of pride in your work from 
that, it’s very very disheartening”.  (Interviewee 6 – nurse) 

 

“So I use local guidelines but I also like I say because I know a lot of local guidelines, and obviously from reading up on things 
and looking  at NICE guidelines, I use univadis and stuff like that, and I have been on the GP updates so I sort of use what I 
get from those as well, very much so I tend to, the local guidelines are there and I can see what neighbouring practices there 
and as I say the hospital seems to just give comoxiclad first thing, but I do what I think is the right thing through the different 
bits of evidence that there is around you know”. (Interviewee 5 – nurse) 

“Diagnostics, patient diagnostics, I am going to go back to that one, I think our consultations can be very subjective, they can 
be influenced by so many different factors from the clinicians to the patients themselves, and having some objective measures 
in there can really tighten things up”. (Interviewee 2 – nurse) 

“where you are seeing a patient every 15 minutes and half of them are all going to come in with the same thing, and you are 
going to have the same consultation, at repeated times throughout the day where this all looks really viral. I know you feel 
awful, but I don’t think antibiotics are going to do anything for you, and then you have the conversation about the antibiotics, 
that was exhausting. That is why I got involved with the diagnostics because I couldn’t emotionally go through another winter 
of listening to someone’s chest, giving them my opinion and for them to throw it back at me”. (Interviewee 4 – nurse)  

“It is very hard to divorce yourself from your feelings, and if you have had a long day and it is your last patient, it’s a Friday 
evening and as I say it is usually Mrs Smith with twins aged 8 with snotty noses at quarter to six on a Friday evening. Your 
feelings are I want to go home and it shouldn’t influence your decision making but I would be lying to you if it old you it didn’t 
because it does influence your decision making”. (Interviewee 11 – nurse) 

 

 

OPPORTUNITY 

(Physical) 

Environmental 
context and 
resources: Any 

Availability and accessibility of resources to make and communicate prescribing decisions  

“So I use local guidelines but I also like I say because I know a lot of local guidelines, and obviously from reading up on things 
and looking  at NICE guidelines, I use univadis and stuff like that, and I have been on the GP updates so I sort of use what I 

 

4.1 Instruction 
on how to 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

circumstance of a 
person’s situation 
or environment 
that discourages or 
encourages the 
development of 
skills and abilities, 
independence, 
social competence 
and adaptive 
behaviour 

get from those as well, very much so I tend to, the local guidelines are there and I can see what neighbouring practices there 
and as I say the hospital seems to just give comoxiclad first thing, but I do what I think is the right thing through the different 
bits of evidence that there is around you know”. (Interviewee 5 -nurse) 

“Diagnostics, patient diagnostics, I am going to go back to that one, I think our consultations can be very subjective, they can 
be influenced by so many different factors from the clinicians to the patients themselves, and having some objective measures 
in there can really tighten things up”. (Interviewee 2 – nurse) 

 

“Obviously the PC will tell you you have notes on the PMR, about whether they have got these comorbidities and the system 
will also tell you when they last had an antibiotic, which one is being prescribed to and what they are doing with it, how often 
are they returning with these symptoms so the computer kind of helps you in that sense” (Interviewee 7 – pharmacist) 

“Then in your GP practices, making sure that you have got the posters up, I like the posters that tell patients it’s normal to go 
on for X amount of time, ear infections, it’s normal to go on for this amount of time….”(Interviewee 2 – nurse) 

 

“Massively helpful are the GP leaflets, you hand them to the patients, the reason why you are not prescribing and the safety 
net so that they feel reassured that they know precisely when they need to seek help”. (Interviewee 21 – pharmacist)  

perform 
behaviour 

 

 

 

 

 

 

 

7.1 Prompts 
and cues 

 

7.1 Prompt and 
cue 

Time and workload pressures 

“Yes but they might not have challenged the patient, they might not have really asked them are you really expecting antibiotics 
or do you just want me to check and makes sure you are ok, and that takes time … I have got the luxury of a 15 minute 
appointment. … I think you would struggle to give really good quality care under the pressures that current GPs have”.  
(Intervviewee 12 – nurse) 

“So you still have that extra 2,3, 4 minutes we can spend on educating the patient. So I normally print off the antibiotic toolkit 
from I think the royal college of… the RCGP website, there is an antibiotics leaflet on there, so I will print the leaflet off and I 
will give it to them and explain to them, these are your symptoms, this is what you need to in case this happens you need to 
come back to us, so I think the time element is the restriction”. (Interviewee 7 pharmacist) 

“I am really fortunate now and I would try to, and when I was I was in general practice, to offer a follow up appointment, say 
I will see you tomorrow or the next day, or when I was on triage, just give me a ring tomorrow morning if you have really had 
a bad night and we will take it from ther..”e (Interviewee 5 – nurse) 

“I think time is an element there… so the GPs get 10 minutes… myself and some of the… the Nurse Practitioners that I work 
with in… in our practice, they get 15 minutes as well… And I get 15 minutes, so, I mean, after… after a few years of experience, 
we… we… we kind of can do a respiratory tract… tract infection consultation in 10 minutes… you can do it, so you still have 
that extra sort of like two to three, four minutes… Which we can spend on educating the patient  (Interviewee 7 – pharmaicst) 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

OPPORTUNITY 

(Social) 

Patient factors  

“Generally, I think some of the younger patients, some of them are a little bit more understanding when you give them the 
explanation you know, why you are not giving them the antibiotics, and we give them that sheet (patient information leaflet) 
and obviously they can go and google stuff their selves if they want ..”(Interviewee 18 – nurse) 

“If there are any communication difficulties, so you know if they can’t hear very well. If they can’t understand me very well , if 
there are language problems, it is very difficult to manage patients who have learning difficulties, you might not be able to get 
a thorough story, they may be frightened by their examination as well, you have got patients who have got phobias as well, 
they don’t want to come in, they will be forced to come in, and then they will tell you anything so they can get out as fast as 
they can, so all those things can hinder it and cloud your examination”. (Interviewee 15 – nurse) 

“We have got quite a lot of eastern Europeans in the area and I assume from when they come in they always get antibiotics 
for whatever they go for, so they do come in expecting them and the because there is the language barrier, that creates quite 
a problem, explaining why you can’t give them, and then they are not really understanding why you are not because they are 
just expecting them.” (Interviewee 12 – nurse) 

 

“I have decision making support tools as well which allow me to text my management plan, so my consultation and my 
management plan I can text it straight to their phone. That is really handy if someone doesn’t… for example a child has been 
bought in by a grandparent but the grandparents don’t speak English, and the mum or dad is at work and I can text mum and 
dad and say look, I have seen your child, this is what I did, this is what I found out and this is what I’ve planned…”(Interviewee 
2 – nurse) 

 

 

1.2 Problem 
solving 

 

Social influences 

(Those 
interpersonal 
processes that can 
cause individuals to 
change their 
thoughts, feelings, 
or behaviours 

Manage patient expectation and satisfaction while providing appropriate care   

“I get them to engage with making the decision, and sometimes they’ll say oh well just leave it, you know, and if things get 
worse we’ll come back, and sometimes they say, um, you know, I’m happy to take that risk of actually not having the 
antibiotics. And very often, they don’t, you know, when you put it like that and you ask them to make the decision, the patient 
will choose not to have the antibiotics but come back if they get worse”. (Interviewee 17 – nurse)  

“My goals are that the patient gets the correct diagnosis at the correct time by the correct clinician, that’s my goal. I don’t 
want to see anyone going to hospital, I want people to be managed in the community, I want them to be seen at the right 
time, that’s my goal, to get the correct diagnosis, and the correct management plan, that is absolutely my goal”. (Interviewee 
2 – nurse) 
 

 

1.2 Problem 
solving 

 

 

1.1 Goal 
setting 
(behaviour)  

 

 

 



Patient expectations and pressure for antibiotics 

“I wouldn’t prescribe if somebody asked me to, what I would do is sort of use that opportunity to give my rationale and sort of 
like maybe educate in terms of… so that next time they didn’t ask somebody else…” . (Interviewee 10 nurse)  

“I think maybe just trying to increase the public’s awareness of the appropriate use of antibiotics… that a viral cough can leave 
you with a cough for 6 weeks.  Most people don’t know that, …. So I think for me managing it nationally, if we could have 
better education”. ’(Interviewee 10 – nurse) 

“If you asked all the doctors nurses and pharmacists that I work with, they would all say I think for patients, that we all are 
singing from the same hymn sheet here and they are quickly getting used to the fact that antibiotics aren’t just automatically 
given every time you have a bit of a cough or a splutter.”  (Interviewee 21 -  pharmacist) 

“I refused, I said you really don’t need any amoxicillin, you don’t need anything, and he stood there, and he stood up above 
me, intimidating me saying you will give me what I want, and I said, I am really sorry but I will not. So what did he do, what 
did he do, he went out, he went outside, he phoned out of hours again and got another appointment and this time wouldn’t 
come in and see me. So he spent 8 hours of boxing day in the out of hours service, in Weston-Supermare to get the 
antibiotics..”. (Interviewee 11 – nurse) 

  

 

 

5.1 Information 
about health 
consequences 

 

Patient-prescriber relationship  

“I know in my head this is not a bacterial infection, and then it is that good communication, being open, friendly. So that the 
patients will then kind of listen and accept and trust what you are saying. I think gaining trust is really important”. (Interviewee 
9 – nurse)  

“I am lucky in my job I have got time to talk to people, but in general practice I think, often as a nurse practitioner you have 
often built up a trusting relationship, and I think on the whole people do find you easier to talk to than doctors. That is just so 
valuable, if you can use that to make an intervention if you like, to try and make a difference to expectations”. (Interviewee 5 
– nurse) 

 

“Yes you need a good rapport with that patient, you need to have them trust you in the first place so that they actually believe 
your judgement, and also to be able to feedback why you don’t feel antibiotics are right at that time.” (Interviewee 6 – nurse) 

 

 

 

 

3.1 Social 
support 
(unspecified) 



 

 

 

Relationships with other prescribers  

“Sometimes there might be a clinical issue where there might be something going on here that I am missing, or it might be can 
you (colleague) come in and have a chat and really we can both decided that definitely we don’t need to hand out an antibiotic, 
it can be something like, that’s standard across the board for seeing patients anyway. It can be another tool you can use to 
avoid prescribing”. (Interviewee 3 – nurse) 

“I will follow up or one of my colleagues, the three ANP’s in the team, so we will follow people up and we would know if they 
are getting worse, I mean often in my current role, we have carers who will go in 4 times a day, we would definitely review 
people, so it’s really useful actually you can see exactly how people are doing and whether it has made a difference or not”. 
(Interviewee 5 – nurse) 

“People (another prescriber) will say, just give them another one (different type of antibiotic) , and I will think that’s not really 
what I am asking you, I just wanted to discuss it and see if we can do something else, because I am not really sure if it is going 
to do anything if I do take you know (different type of antibiotic)… But then you are arguing with another clinician and maybe 
that is a doctor versus another nurse practitioner, so there is a slightly different playing field there. So yes those are some of 
the things (that influence prescribing)”. (Interviewee 3 – nurse) 

 

“I think you never work entirely alone in healthcare you have always got somebody to talk to and somebody to bounce it off, 
there are even things now you know like there is an ANP Facebook page, which is great because you will sit and you will mull 
over this in the evening and you will see all of these conversations going on, did I do the right thing here, what are the factors. 
You know it is easy to be critical of people for prescribing possibly inappropriately, but everybody understands the pressures 
that are there… “ (Interviewee 5 – nurse) 

 

 

3.1 Social 
support 
(unspecified) 

12.2 
Restructuring 
the social 
environment 

6.2 Social 
comparison 


