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 Abstract 

This study aimed to investigate the socio-cultural drivers behind 
the use of first-line antibiotics outside the formal medical system 
in an informal urban settlement in Kisumu, Kenya. It specifically 
sought to analyze the cultural logics shaping antibiotic preferences 
and to document associated self-medication practices. A 
community-based, cross-sectional mixed-methods study was 
conducted in an urban community in Kisumu city, Kenya. Data 
were collected from 102 pharmacy clients, 8 pharmacies, and 31 
household informants using semi-structured and unstructured 
questionnaires, key informant interviews, and focus group 
discussions. The study revealed a pervasive system of antibiotic 
use operating "beyond prescription," with 73% of antibiotics 
acquired without a prescription. Cultural logics significantly 
shaped practices, including a preference for specific dosage forms 
culturally coded by age such as syrups for children, capsules for 
adults. Furthermore, antibiotic courses were frequently self-
regulated, with patients discontinuing treatment upon 
symptomatic relief, a practice they viewed as a logical form of 
managing their health rather than non-adherence. Key reasons for 
bypassing formal healthcare included the perception of illness as 
minor, financial constraints, and dissatisfaction with health 
institutions. The findings demonstrate that antibiotic use is not 
merely a matter of biomedical knowledge but is deeply embedded 
in culturally constructed logics and rational responses to structural 
constraints. Effective public health interventions to combat 
antimicrobial resistance must therefore move beyond prescriptive 
messaging and directly engage with these local understandings 
and practices. 

1 Introduction  

Antibiotics are drugs that target and destroy bacteria [1]. The discovery of antibiotics and their 
clinical use represented a breakthrough in 20th-century medicine, as it allowed the treatment of 
various infectious diseases and facilitated the execution of numerous medical techniques and 
procedures [2]. 1For several years, antibiotics were successfully employed [3], and have saved 
countless lives [1] significantly reducing the morbidity and mortality associated with infectious 
diseases [3]. However, antimicrobial resistance (AMR) presents a complex challenge that endangers 
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the health of humans [4], as well as the global economy and the security of nations [1]. Factors such 
as improper and excessive antibiotic use have led to a decrease in antimicrobial efficiency, thereby 
promoting bacterial resistance  [5]. Antibiotic-resistant bacteria cause 700,000 deaths per year 
worldwide, and it is predicted that resistance will be more lethal than cancer by 2050 [6]. Global 
consumption of antibiotics increased by 65% between 2000 and 2015, and this steadily increasing 
trend is mainly observed in low- and middle-income countries [7]. The majority of these antibiotics 
are consumed outside hospitals, and self-medication with antibiotics is a common practice 
worldwide, except in northern Europe and North America where it is strictly regulated [8]. While AMR 
is a biological phenomenon [9,10], it is heavily influenced by social, cultural, behavioural and 
economic factors, especially in low-and middle-income countries with often constrained healthcare 
acess [11,12]. Indeed, the intersection of poverty and limited healthcare access in low-resource 
settings creates fertile ground for the misuse of antibiotics and the spread of AMR [13,14]. In many 
impoverished communities, individuals face significant financial barriers to accessing quality 
healthcare and appropriate medications [15]. This economic constraint often leads to self-medication 
practices, including the use of incomplete antibiotic courses or substandard medications, as patients 
attempt to manage their health with limited resources [12]. How antibiotics are prescribed, 
consumed, and shared within communities reflects broader social practices [16]. Research indicates 
that societal expectations and beliefs significantly impact how individuals perceive and utilise 
antibiotics, often leading to practices that contribute to AMR [17,18]. Many individuals hold cultural 
assumptions about antibiotics, including a habit of self-medication and a belief in their necessity for 
future health needs [19]. A significant number of individuals reuse leftover antibiotics, often due to a 
lack of understanding of proper usage [20]. In some cultures, reliance on traditional medicine can 
reduce antibiotic use, highlighting the need for culturally sensitive healthcare alternatives [21]. 

Consequently, a cultural logic, or a culture’s way of reasoning, reveals the belief systems that 
groups of people share and enact through discourse [22]. For instance, Ratcliffe identifies 
conservative religious logic, neoconservative logic, and Republican logic (p. 33) as recognisable 
forms of reasoning. Applied to health contexts, cultural logics reveal how local assumptions and 
expectations shape understandings of illness and acceptable care. Exposing these assumptions is 
essential for understanding cultural dynamics, since they reflect culture-specific expectations that 
influence healthcare decisions [22]. By analysing cultural logics, we can better examine how 
communities define illness, perceive treatment options, and determine the local acceptability of 
interventions such as antibiotics.          Certainly, cultural beliefs and practices surrounding 
healthcare-seeking behaviour play an important role in shaping patterns of antibiotic use [23]. This 
dimension, though critical, is often overlooked in discussions of antimicrobial resistance. For 
instance, in some communities, there may be a strong preference for injectable antibiotics [24, 25] 
or skepticism toward generic drugs, both of which can contribute to inappropriate use [26, 27]. Beliefs 
about the causes of illness also influence treatment choices such that in certain contexts, symptoms 
may be attributed to spiritual or supernatural forces rather than bacterial or viral infections [27, 28].  

In many regions, traditional or folk medicine operates alongside formal healthcare systems, 
with cultural perspectives on illness and treatment shaping how antibiotics are perceived and used 
[12]. Consequently, individuals may seek care from traditional or religious healers before consulting 
medical professionals. These practices can contribute to treatment delays, inappropriate dosing, and 
incomplete antibiotic courses, all of which accelerate the development and spread of antimicrobial 
resistance [12]. 

This perspective of cultural logic is particularly relevant in Kenya, where high rates of self-
medication and growing resistance to first-line antibiotics have been well-documented [29]. While 
much research highlights the quantitative prevalence of these practices, less attention has been paid 
to the underlying cultural logics, that is, the “why” that drive them. Examining the case of pharmacy 
clients in Manyatta ‘A’ sub-location, Kisumu, for example, reveals how cultural reasoning informs 
choices about antibiotic use “beyond prescription” [30]. Therefore, Kleinman’s Explanatory Model 
(EM) offers a productive framework for this analysis. It emphasises that illness is interpreted through 
culturally constructed logics, which in turn shape health-seeking behaviour. Through this lens, it 
becomes clear that local beliefs, perceptions of efficacy, and lived experiences with healthcare 
systems significantly influence how antibiotics are acquired and consumed outside the formal 
medical sphere [31]. Accordingly, cultural assumptions and expectations, then, are not peripheral 
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but central to understanding antibiotic use and resistance. They reveal complex dynamics that shape 
how individuals interpret care and process health-related information, often in ways that outsiders 
unfamiliar with local contexts may overlook. As a result, different cultures may hold distinct 
conceptions of what constitutes a health or medical condition thereby generating different 
expectations for how health issues should be recognised, understood, and addressed [32]. 

2 Purpose and Objectives of the Study   

The overarching purpose of this study was to understand why and how community members 
in an informal urban settlement in Kisumu, Kenya use first-line antibiotics outside of the formal, 
prescribed medical system. The study was guided by the following objectives: 

To analyse the cultural logics shaping community members' preferences and practices 
regarding  first-line antibiotic use. 

To document the self-medication practices associated with the acquisition and adherence to             
first-line antibiotics. 

3 Theoretical Framework 

This study is theoretically anchored in Arthur Kleinman’s Explanatory Model (EM) of illness 
which is a cornerstone of medical anthropology that challenges the purely biological focus of the 
biomedical model [33]. Explanatory models are culturally specific logics of disease with a narrative 
understanding of what illness is and what can be expected from it. This logic shapes perceptions of 
and interactions with the culturally constructed and socially organised, lived experiences [34]. 
Kleinman rejects the physicalistic reductionism of the biomedical model in favour of a culturally 
constructed experience where individuals and communities develop their own explanatory models 
for understanding sickness, which directly shape their perceptions, responses, and treatment 
choices. These explanatory models focus on fundamental questions about the cause of illness 
(etiology), the meaning of symptoms, the expected course of the sickness, and desired treatments 
[35]. In Kleinman’s perspective, health-seeking behaviour occurs within a pluralistic medical system 
comprising of three interconnected sectors: the professional (organized biomedicine), 
the folk (specialist traditional healers), and the popular (the lay domain of families, social networks, 
and community practices). It is within this popular sector where the majority of health decisions are 
initially made and where self-medication is most prevalent [33]. 

In its application to the current study, the framework offers a crucial analytical lens to interpret 
the cultural logics underpinning antibiotic use. The explanatory model approach permits the 
interpretation of antibiotics use practices such as purchasing without prescription as rational actions 
grounded in patients’ own explanatory models as opposed to just misuse of antibiotics. For instance, 
the perception that an illness is “minor” (such as the local illness category known as ‘yamo’) or the 
belief that liquid formulations are exclusively for children are core components of local explanatory 
models that directly dictate behaviour. Moreover, the framework elucidate the social processes 
enabling self-medication through the popular sector. By concentrating on this sector, this study 
examined in-depth the advice from friends, relatives, and pharmacy clerks which constituted a lay 
referral system which often overrode professional medical advice in therapeutic decision-making.  

Thus, the use of this model negates the unjust judgment of local explanatory models against 
biomedical standards. This approach moved beyond a superficial view of patients as 
unknowledgable actors to reveal instead how antibiotics are embedded within a specific socio-
cultural context. Essentially, Kleinman’s framework offers an interpretive lens [33] for the systematic 
investigation of why individuals in Manyatta ‘A’ consistently operate “beyond prescription,” thereby 
offering a deeper understanding of the socio-cultural drivers of antibiotic resistance. 

4 Methodology 

This research adopted a mixed-methods approach, utilizing a descriptive cross-sectional design 
to provide a snapshot of the socio-cultural factors influencing antibiotic use in the community. This 
design was selected for its efficiency in capturing data within a limited timeframe. The study was set 
in Manyatta 'A', a densely populated semi-informal settlement in Kisumu City, Kenya, known for its 
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high poverty levels and a blend of formal and informal medicine outlets [36]. The research focused 
on 28 pharmacies, their owners, staff, and clients who had purchased first-line antibiotics (such as 
amoxicillin, co-trimoxazole, and metronidazole) within this area.  

A simple random sampling technique was used to select 8 pharmacies from the total of 28 
identified through community mapping. For the client sample, a modified theoretical sampling 
strategy was employed, leading to a sample of 102 pharmacy clients. This number was considered 
sufficient based on survey methodology guidelines. These 102 clients, along with the chief 
pharmacists and clerks from the 8 selected pharmacies, were chosen purposively. Additionally, 31 
informants were selected through systematic sampling for in-depth household follow-up interviews, 
with the sample size determined by applying the Prakash 30% rule. Data collection combined 
quantitative and qualitative techniques. A total of 102 semi-structured questionnaires were 
administered. To gather richer qualitative insights, 31 unstructured questionnaires, 8 key informant 
interviews, and 3 focus group discussions with pharmacy clerks were conducted. 

The study used rigorous pre-testing and validation procedures that ensured instrument 
reliability and validity that negated the formal psychometric scaling such as Cronbach’s alpha given 
the study’s exploratory and mixed-methods design. As a result, pretesting was conducted with 10 
pharmacy clients (10% of the sample) through the use of semi-structured questionnaires and 
unstructured questionnaires with 3 household informants. The feedback that arose from the 
pretesting was used to improve the clarity of questions, their sequencing and relevance. A test-retest 
procedure with 8 pharmacy clients compared over a two-week interval to assess consistency further 
ensured reliability. Methodological triangulation that combined quantitative survey data with 
qualitative insights from the interviews and focus groups strengthened validity. Moreover, the 
continuous supervisory review ensured further alignment with study objectives. These steps made it 
possible for the study instruments to be contextually appropriate and suitable for yielding trustworthy 
day that is reflective of the socio-cultural factors under investigation. The study was carried out in 
strict compliance with the ethical principles of the Declaration of Helsinki. All participants provided 
informed consent after the study's aims, objectives, and procedures were thoroughly explained to 
them. 

5 Findings 

5.1 Demographic characteristics of respondents 

Results of the gender and age of pharmacy clients are summarized in table 1 and table 2 
respectively. 

Table 1. Gender of pharmacy clients 

Gender Frequency Percent 

Male 25 24 

Female 77 76 

Total 102 100 

 

The results show that majority of pharmacy clients (n=102) were female (76%), while male 
respondents made up less than one-quarter of the sample. This gender disparity in participation 
arose because more female clients were present at pharmacies to buy antibiotics and were available 
to be interviewed. The overrepresentation of women reflects both their greater visibility as 
purchasers at the time of data collection and their central role in health-related activities, whether 
acting as messengers who obtain medication for others or as direct consumers of antibiotics. In the 
study, female respondents typically acquired antibiotics either for themselves, for their children, or 
for another adult household member. This pattern suggest the importance of directing community-
based antibiotic education initiatives toward women. 
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Table 2. Age of pharmacy clients 

Age distribution of pharmacy 
clients 

Frequency Percent 

18-30 74 73.0 

31-40 14 13.5 

41-50 9 8.5 

Above 51 5 5.0 

Total 102 100 

 

The findings demonstrate that majority of the pharmacy clients were between 18 to 30 years 
old (73%). This implies that this age age cohort is actively involved in obtaining antibiotics whether 
for themselves or others. This demographic pattern suggests their engagement with health-related 
behaviours involving antibiotics. Nevertheless, the cross-sectional design limited causal inference 
regarding their specific contribution to appropriate versus inappropriate use. 

Previous research offers varied insights. A Malaysian study identified adults aged 18–30 as 
the group most frequently linked to negative attitudes regarding antibiotic use [44]. Similarly, in a 
Jordanian community, younger respondents (18–25 years) were found more likely to have taken 
antibiotics within the previous year [45]. These findings, however, contrast with studies from East 
Asia and Europe. For instance, research in Taiwan [47] and Italy [46] noted that age significantly 
influences antibiotic use, even though these studies focused largely on pediatric prescribing patterns 
and parental behaviors rather than adult self-medication  

5.2 Cultural Logics Shaping Antibiotic Preferences and Use Practices 

Preferences for antibiotic dosage forms and their corresponding use practices were accompanied 
by distinct cultural logics as illustrated in table 3. The most preferred dosage form was capsules 
(41%), followed closely by liquid preparations or syrups (40%), while tablets were least preferred 
(19%). 

Table 3. Dosage Form Preferences (n=102) 

Dosage Form Frequency Percent 

Capsule 42 41% 

Liquid/syrup 40 40% 

Tablet 20 19% 

Total 102 100.0 

 

Consequently, the cultural logic behind these preferences were explored in-depth. For 
instance, liquid preparations/syrups were culturally coded for children as acknowledged by the 
following participants’ narratives:  

 “it (syrup) is good for children because they cannot use capsules” (Female informant, 26 
years). 

Conversely, the following narrative inadvertently reveal a perception about capsules as adult 
medicine:  

“The child is still young to use capsules, unless it is recommended by the doctor” (Female 
informant, 26 years old).  

Furthermore, perceptions about the efficacy of antibiotic dosage forms were shaped culturally 
as stated by one participant that: 
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“Amoxil syrup is given to a child for seven days then you have to discard after and maybe the 
cough has not been relieved” (Female informant, 19 years). 

Thus, these narratives imply a logic that challenges the potency of certain dosage forms. 
Moreover, the aforementioned narratives analytically constitute a lay classification system of 
antibiotic and subsequently drug administration. 

5.2. Therapeutic Pathways to Antibiotic Access  

The primary finding herein was the pervasiveness of a healthcare system operating “beyond 
formal prescription”. A considerable proportion of antibiotics were acquired without a prescription 
(73%) in contrast to 27% acquired with prescription as presented in table 4a. 

Table 4a. Type of Antibiotic Acquisition (n=102) 

Type of Acquisition Frequency Percent 

Without Prescription 74 73% 

With Prescription 28 27% 

Total 102 100% 

 

The logics behind circumventing formal healthcare in relation to non-prescription acquisition 
were multifaceted as illustrated in table 4b. The prevalent reasons were the perception that illness 
was minor (34.7%). Dissatisfaction with health institutions (21.3%) and financial constraints (14.7%) 
were also notable.  

Table 4b. Reasons for Acquiring Antibiotics Without Prescription (n=74) 

Reasons for acquisition Frequency Percent 

Illness was minor; no need to see a professional 26 34.7% 

Not satisfied by health institution 15 21.3% 

Financial constraints 12 14.7% 

Used same drugs before for same type of illness 10 13.3% 

Friend/relative/neighbour used same drugs before for same illness 5 6.7% 

Public health facilities far away/not there 3 4.1% 

Trust on pharmacy personnel 2 2.8% 

Total 74 100% 

 

Accordingly, qualitative data showed that pharmacy clients’ reasons were based on a logic of 
prior success with the acquired antibiotic. A participant for instance stated that: 

“Why should I go to the doctor if I know the sickness goes away with medication? If it doesn’t 
go away with that [medication] ill go to the doctors” (Male informant, 32 years old) 

5.3. Self-Regulation as Therapeutic Practice 

A proportion of pharmacy clients did not complete antibiotic course, hence justifying this 
practice as a form of self-regulation. Thus, the main reason was the disappearance of symptoms 
(34.7%), followed by a belief that the illness was relieved (20.8%) (Table 5). 

 
 
 



Beyond Hospital Prescription: Cultural Logics and Antibiotics Use Practices in an Urban Community  in Kisumu, Kenya 

  7 

Table 5. Reasons for Discontinuing Antibiotics (n=71) 

Reason for Discontinuation Frequency Percent 

When symptoms disappear 35 34.7% 

When illness is relieved 21 20.8% 

When I believe the drug is not working 12 11.9% 

When side effects create problems 3 3.0% 

Total 71 70.3% 

 

These results justifies the logic that antibiotics were mainly used for symptomatic relief and not 
for completing the antibiotic course. An informant stated: 

 “I was taking it (flagyl tablets) and the illness stopped before I completed the dose so I 
discontinued” (Male informant, 27 years old) 

Another informant also noted: 
“I used it for five days, I was already healed, the cough had already disappeared” (Female 

respondent, 24 years) 
Based on the aforementioned verbatim quotes, non-adherence was a form of self-regulation 

in the sense of discontinuing the antibiotic course. Ultimately, it was a way of evaluating the current 
state of the illness and in general, to assert control over the illness [30]. Hence, the participants 
acknowledged that they discontinued taking the antibiotics when they felt relieved and not as advised 
by the community pharmacy personnel. Thus, the action of using the antibiotics provided the 
pharmacy clients with an implied sense of improved well-being and their reason for using the 
antibiotics was instrumental, that is, to help them lead a ‘normal life’ [30]. From an emic perspective, 
the act of non-adherence in the current context is not framed as a deficiency, but as an active, logical 
practice of managing one’s own health. Succinctly, the crux of the relevant findings that stopping 
antibiotics when symptoms abate is a form of intentional self-regulation.  

6 Discussion 

This study reveals dynamic beliefs, perceptions, and behaviours that drive the use of first-line 
antibiotics in Manyatta ‘A’, signifying a consistent system of antibiotic utilisation that operates 
“beyond prescription.” While such practices are often framed as ‘misuse’ from a biomedical 
standpoint, a closer emic perspective reveals them to be logical and rational responses to illness as 
understood within the community’s semantic illness networks [37]. Within this framework, antibiotics 
are not merely pharmaceutical objects but socially meaningful tools entrenched in locally shared 
interpretations of symptoms, bodily sensations, and anticipated recovery trajectories. Antibiotic use 
is guided less by formal clinical protocols and more by culturally situated logics that render treatment 
decisions intelligible and practical to users. This aligns with longstanding anthropological insights 
that illness is fundamentally meaningful and that clinical practice, whether professional or lay, is 
inherently interpretive [38]. 

These findings aligns closely with Kleinman’s conceptualisation of healthcare systems, 
particularly the salience of the “popular sector,” where health actions are shaped by lay knowledge, 
lived experience and structural constraints in lieu of professional medical authority [33, 39]. In this 
regard, decisions about antibiotic acquisition and use mirror negotiated responses to illness that are 
socially and economically grounded. Kleinman’s distinction between disease, illness, and sickness 
is useful here: while biomedicine prioritises disease as a pathological abnormality, community 
members primarily engage with illness as lived experience and sickness as a socially recognised 
state requiring action [34, 35]. The apparent divergence from biomedical norms observed in this 
study therefore does not indicate ignorance or irrationality but rather highlights a different 
epistemological orientation to health and healing. 
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Methodologically, the study’s mixed-methods design strengthens confidence in these 
interpretations. The high rate of non-prescription antibiotic acquisition (73%) was supported by 
qualitative narratives that emphasised prior success with antibiotics, financial constraints, and 
dissatisfaction with formal healthcare services. This convergence illustrates a form of methodological 
triangulation that reinforces the validity of the findings within the local context. Nevertheless, future 
research could benefit from formal psychometric validation of survey instruments, such as the 
application of Cronbach’s alpha, to further enhance internal consistency. Additionally, incorporating 
control groups such as patients who exclusively use prescribed antibiotics or communities from 
higher-income settings could help extricate cultural logics from economic necessity. Moreover, 
longitudinal designs tracking treatment outcomes over time would also clarify whether self-regulated 
antibiotic use contributes to relapse or antimicrobial resistance. 

The study’s insights are particularly salient within contemporary debates on antibiotic use and 
resistance. The cultural logics identified such as age-based classification of dosage forms and 
symptom-driven self-regulation of treatment are deeply entrenched and resistant to simple 
behavioural correction. These practices are further bolstered by systemic determinants such as 
economic precarity and persistent dissatisfaction with public health services, conditions that remain 
prevalent in informal urban settlements in Kenya [40, 41]. Furthermore, rising consultation fees and 
prolonged waiting times in formal healthcare settings push individuals toward pharmacies as more 
immediate and affordable points of care, promoting self-diagnosis and over-the-counter or 
prescription-like drug acquisition [42]. 

The COVID–19 pandemic heightened these dynamics due to the fear of health facilities and 
mobility restrictions that intensified reliance on non-prescription pathways globally [43]. The 
persistence of such pathways during periods of crisis accentuates their functional importance within 
community health systems, even as they pose significant challenges for antimicrobial stewardship. 
In this respect, the sustained escalation of antimicrobial resistance reiterates the urgency of 
understanding antibiotic use not primarily as an individual behavioural problem but as a socially 
patterned response to structural vulnerability [29]. 

The high proportion of antibiotics obtained without prescription in this study substantiates 
Kleinman’s assertion that the popular sector often serves as the primary point of care for many 
individuals [33]. The belief that an illness is minor and does not warrant professional consultation 
acts as a powerful cultural filter that directs care-seeking away from the professional sector 
altogether. While the professional sector remains central to biomedical governance encompassing 
physicians, nurses, specialists, and health administrators, it is frequently bypassed when its 
perceived costs outweigh its benefits. 

Ultimately, the logic of self-regulation through non-adherence to first-line antibiotic protocols 
emerges as one of the most significant findings of this study. This practice reflects a fundamental 
tension between biomedical models of care, which emphasise course completion and standardised 
dosing, and lay models of care, which prioritise symptomatic relief and embodied assessments of 
recovery. Such practices, while rational within local epistemologies, contribute to the structural 
conditions that facilitate antimicrobial resistance. Addressing this challenge therefore requires 
interventions that engage with community-based meanings of medicine and illness, rather than 
relying solely on normative biomedical directives. 

7 Study Limitations 

The nature of the study population demanded that all the pharmacy clients who purchased any 
category of first-line antibiotics, chief pharmacists and pharmacy clerks be categorised as difficult to 
find population. In line with this methodological consideration, it was therefore not possible to adopt 
a random sampling strategy in the selection of pharmacy clients, chief pharmacists and pharmacy 
clerks due to lack of physical list and a distinct sampling frame. On the other hand, the household 
follow-up interview study generated primarily qualitative data. Hence, the findings of the study could 
not be generalised to the entire population of Manyatta 'A' sub-location. Furthermore, there was no 
formal control group and longitudinal follow-up. This limited the ability of the study to compare 
behaviors with those who used prescribed antibiotics or to assess health outcomes following self-
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regulated treatment. Future studies would benefit from such designs to better understand causal 
pathways and clinical implications. 

8 Conclusion 

This study has showed that antibiotic use in Manyatta ‘A’ sub-location is constructed through 
consistent cultural logics that foster self-medication practices that operate beyond the reach of formal 
prescriptions. The findings of the study challenges the shortfall of the mechanistic biomedical model 
that position these practices simply as a lack of knowledge rather than an active, culturally-informed 
management of health within structural constraints. 

9 Recommendations 

Moving beyond prescription in strategy and analysis should involve cultural logics directly 
through public health messages that acknowledges the existing cultural understandings. For 
instance, community educational campaigns can be developed to engage the logic of dosage form 
preferences while explicating the significance of full-course completion. Essentially, controlling 
antimicrobial resistance requires respect for the community as a custodian of lay knowledge and 
logic. Additionally, future public health interventions should consider co-designing localized 
educational campaigns with women and younger adults who emerged as key actor in antibiotic 
acquisition. Embedded in cultural logics rather than prescriptive messaging alone, such approaches 
may prove more effective in promoting appropriate antibiotic use in the community.   
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