Additional file 3: Key emerging themes with exemplar quotes

	Theme
	
	Exemplar quotes 

	1. Loss of ownership of prescribing decisions
	Q1
	“It [antibiotic choice] depends on the time of day that you’re admitting the patient, and on a lot of other factors, whether you can ask your advanced trainee or your boss…sometimes you’re busy. you’ve kind of heard half of the story, and you haven’t fully done everything yourself, and it sounds like a good going infection, so you prescribe.” 

- Non-consultant, Oncology, Female, Australia [1]


	
	Q2
	“So I feel quite, I wouldn’t say disempowered, but I feel like the seniors make most of the decisions. So I’m quite reluctant to make any decisions about [de-escalating] antibiotics.” - On-rotation, Gastroenterology, UK [2]


	
	Q3
	“One thing about emergency is that we treat people at their initial presentation, and unless we make the effort to follow-up someone through the ward, we actually don’t know what happens to them.” 

- Emergency Department, Australia [3]


	
	Q4
	“If a patient moves from one ward to the other and decision has been taken to give antibiotics, then there should also have been decided what the duration of therapy should be! Sometimes, it`s very difficult to retrieve what the indication was!”  - Consultant, Internal Medicine, Belgium [4]


	2. Tension between individual care and broader public health concerns
	Q5
	“It [the problem of antibiotic resistance] is always there at the back of your mind, but then sometimes when you are faced with a particular situation, you're stuck between trying to think on the global way of trying to reduce broad-spectrum antibiotic use and all that versus trying to make sure you don't miss a bug by going too narrow.”

- Resident, USA [5]


	
	Q6
	“Like most things in medicine, especially when it comes down to thinking about, as you said, a global context or how much things cost or these big picture things, but we really are taught that we should be looking at the patient in front of us and doing what is best for that patient.” - Clinician, Australia [6]

	
	Q7
	“It’s very unusual that anyone would actually explain to you what they’re thinking. I think I’ve had one explanation which was like a ray of sunshine” - On-rotation, Renal UK [2]


	3. Evidence-based practice versus bedside medicine 
	Q8
	“We are trained to do something and fix something, so to not do anything is probably the hardest guideline to follow” - Resident, USA [7]


	
	Q9
	“I know this is not what microbiologists would say, but in my mind you like to feel like you are doing something...and that’s why you give them some intravenous antibiotics…and I think it makes everyone feel better whether it’s the patient and more significantly the doctor” - Consultant, General Internal Medicine, UK [2]


	
	Q10
	“Just the thought of not covering some resistant organism or more pathogenic organism, even though I do not have any definitive objective evidence, always makes me quite anxious.”  - Consultant, USA [5]


	
	Q11
	“I think in my mind it is you know, ‘Will my patient do as well? Will they respond?’ .. the major qualm I have about someone else looking at me is not ‘Oh, you didn’t prescribe a broad enough antibiotic.”  - Geriatrics Consultant, Australia [8]

	
	Q12
	“With the complaints culture, and the amount of litigation going on, I think a lot of doctors are afraid to stand up and say ‘no, you really don’t need antibiotics’, or ‘there’s really no indication’, or ‘you’re alright for now, let’s just wait and see what the blood test shows’, or things like that.” - Medical, Non-Consultant, UK [9]


	4.  Diverse priorities between different clinical teams
	Q13
	“I think it’s because the risk of a person getting an infection comes down onto them [surgeons] personally, not antimicrobial stewardship, not pharmacy, not ID, but them personally. So, if their patient gets an infection in a weeks’ time, they’re the one getting into trouble, and they’re the one the patient’s going to blame.” - Clinician, Australia [6]


	
	Q14
	“…sometimes those guidelines do not cover all the bases, and you still need to do what you think is best for the patient...” - Attending, USA [7]

	
	Q15
	“And it’s certainly in one trust I worked [as junior doctor] where the bronchiectasis specialist and the microbiologist often clashed overuse of gentamicin. I was frequently caught in that.”  - Medical Consultant, Male, UK [10]


	
	Q16
	“I think if it isn’t clearly in the guideline or I am not sure, if it doesn’t easily fit into the guideline, I am going to say [to my juniors], okay speak to microbiology and see what they think” - Respiratory Consultant, UK [2]


	
	Q17
	“Concerning antibiotic treatment, we follow a simple algorithm, but when things get complicated, we collaborate with the ID-specialists, and intensive care doctors, of course”  - Gastro-Surgery Consultant, Norway [11]
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