Optimising use of antibiotics
– a behaviour change project
in Kenya and India
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Unpacking
the challenge
of AMR
x

Many Health Care Professionals
and patients are contributing
to the misuse of antibiotics, in
different ways.

x

*AMR – antimicrobial resistance
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What we learned

Self medication

Patients frequently take
antibiotics without a
prescription, unaware of the
risks to their own health.
They drive up demand.

OTC Availability

Pharmacies represent a bulk
of unsafe provision, but they
are unregulated businesses.
Majority of the staff are shop
keepers driven by sales, not
pharmacists.

Unofficial provision
Healthcare workers who are
not strictly allowed to provide
antibiotics do so at their
discretion, without the
education to understand the
damage they can do.

Pressure

Doctors feel the need to
provide medication to justify
their consultation fees. They
prescribe antibiotics even
when they are not confident
they’re needed.
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Opportunity landscape

Opportunity landscape
Takeaway:
BUY DRUGS
FROM PHARMACY

PHARMACY
POLICY AND
REGULATION

YES
YE
S

PATIENT

I AM
SICK

DO I KNOW WHAT
IS WRONG?

ASK PHARMACY
ADVICE

‘PRESCRIPTION’
FROM NETWORK

‘PRESCRIPTION’
FROM ALT PROVIDER

TRAINING
& EDUCATION

LEGITIMATE
PRESCRIPTION

ADDING
VALUE
TO A
DOCTOR
VISIT

PATIENT
AWARENESS

Different
approaches
are needed for
different players,
because the
drivers of
over-provision
are varied.

ALT PRIMARY
CARE

NO
ASK FRIEND /
FAMILY / ONLINE

UNSURE

TRAINED
DOCTOR

TEST

PERCEIVED
EFFORT, TIME & COST
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Doctors are open to positively
changing their behaviour around
antibiotics, because they care
about patient outcomes.

x

Selecting
our user
focus:
Doctors
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What we learned

Duty of care

They recognise that they
play a role in tackling the
issue of AMR and are seeing
resistance rise in their
communities.

Confidence

They aren’t always confident
when prescribing antibiotics they lack facilities and training
to support a clear decision,
especially around infections.

Guidelines

They may have learned
guidelines long ago, and find
them hard to recall or apply in
practice.

Mis-prescriptions
Doctors told us that they
mis-prescribe for a variety
of reasons - see below.
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Opportunity landscape
Takeaway:

3 types of doctor mis-prescription

The landscape of providers

TRAINED
MOST FRICTION
DOCTORS

Misguided

HOSPITALS

When doctors (wrongly)
think antibiotics are
needed due to a lack of
education/training

Dr Gopal

When doctors don’t think
an antibiotic is needed
but give one out of fear
of losing the patient

PATIENTS

DRIVER: MONEY

Maurice

DRIVER: ACCURACY

CUSTOMERS

TRAINED PHARMACISTS

Loyalty

ALT PRIMARY CARE GIVERS

Dr. Shetty

COMMUNITY HEALTH
WORKERS

Pavan Pharmacy

UNTRAINED PHARMACY STAFF

Just in case
When doctors don’t yet
see signs of bacterial
infection but give an
antibiotic in case one
develops

From a behavioural
perspective, doctors
present a strong
starting point;
they tell us they
mis-prescibe and
can recognise
their own overprescription as
part of the issue
of AMR.

Mary

LEAST FRICTION

UNTRAINED
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Identifying the
motivating
factor: loyalty
x
x

Strengthening the relationship
between doctors and patients is
what will motivate adoption of a
behaviour change tool.
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What we learned

Co-creation

This approach helped us
understand what signifies
being a good doctor;
reputation for good
clinical care and returning
patients.

Competition

We tapped into what matters
to doctors most - loyalty. Our
concept has to make them
more competitive than the
clinic across the street.

Feeling followed up
Spending time with patients
helped us to design the
service elements that would
make them feel cared
for; follow-up advice and
reminders.

Desirability

Making doctors excited to
adopt the tool that will change
their practices is the starting
point.
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Building a stronger relationship
Takeaway:
YES?

PATIENT

RECOVERED?
PRESCRIPTION
NO
CONSULT DIFFERENT
DOCTOR

VISIT
PHARMACY

DOCTOR
SMART
PRESCRIPTION

Motivating doctors
to change their
behaviours requires
us to present the
opportunity not as
‘an intervention’
but as a way to
make them more
successful.

PATIENT
SMART
PRESCRIPTION

CARING
ADVICE

ADHERENCE

EDUCATION
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Now that we’ve gained
permission to be present in
the moment of prescription,
we can influence its accuracy.

x

Identifying the
moment to
redesign:
prescribing
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What we learned

Support
confident decisions
We have developed a system
to guide, rather than dictate,
decisions around antibiotic
prescriptions.

Take adjacent
opportunities

A prescription links through to
patients and pharmacies, so
there are other chances to
influence behaviour that we
have learned about and
designed for.

Combine
multiple moments

To change behaviour
in one system, to have a
disproportionately higher
impact in relation to
changing doctors’ workflow.

Continuosly learn

A digital system collects
data about usage, behaviour
and points of optimisation;
These opportunities can be
implemented over time.
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Unlocking a system
of change
Takeaway:
EDUCATION
AUDIT AND
FEEDBACK

AUDIT AND
FEEDBACK

DOCTOR
SMART
PRESCRIPTION

PATIENT
SMART
PRESCRIPTION

CARING
ADVICE

ADHERENCE

AUDIT AND
FEEDBACK

EDUCATION

Designing a
system that
users trust
and want to
use means we
can further
explore ways
to experiment
and learn
alongside
them.

AUDIT AND
FEEDBACK

PHARMACY
SMART
DISPENSING
SP HALO EFFECT
ACCURATE
LEGAL DRUGS

•
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EDUCATION
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