[bookmark: OLE_LINK25]We appreciate the thoughtful revisions suggested by the reviewers and have addressed each comment as denoted below. Changes made to the manuscript are described in detail in our point-by-point responses and are reflected in the revised text.

Reviewer 1
Comment 1: Methodology – Participant Selection and Potential Bias
One reviewer requested more specifics on your methodology; more about participant selection - “Patients who agreed to participate” - how were these patients found, etc. Did the selection of participants lead to an innate positive bias to the results?
We now address these issues in the Methods and Discussion sections (Line 55-62): We have added the following paragraphs in the Methods section: 
“Eligible participants were adult patients (≥18 years) residing in Harris County or Katy, TX, who were able to communicate in English or Spanish. Patients were excluded if they were <18 years of age or unable or unwilling to complete the survey. Participants were recruited at participating clinical sites during the study period using a consecutive sampling approach with stratified enrollment by race and ethnicity. All patients meeting eligibility criteria were systematically approached during clinic visits and invited to participate. Those who provided informed consent were enrolled in the study.” 
We also discussed self-selection bias in the Discussion section as follows (Lines 158-159): “As with any survey‑based study, self‑selection bias cannot be ruled out. Nonetheless, the high response rate suggests that such bias is unlikely to have substantially influenced the primary conclusions.”
Comment 2: Antibiotic Stewardship Literature
Our reviewers would like to see more review of the science of antibiotic stewardship in your discussion section. Your introduction does a good job of highlighting non-prescription antibiotic use. The study you completed validating your educational tool is going to have limited interest to our readership, but a good discussion of the literature on successful results of diminishing non-prescription antibiotic use, would make your manuscript more relevant to our readers.
Thank you for this suggestion. We have added a more in-depth review of the science of antibiotic stewardship to our discussion (Line 116-167).
Reviewer 2
Question 1: 
Were any measures used to assess participants understanding of proper antibiotic usage?
We did not use a measure of participants’ understanding of proper antibiotic use in this pilot study. Our primary objective was to evaluate the brochure’s acceptability, appropriateness, and usability using Weiner’s acceptability measures.
However, we did collect open-ended responses in which participants described what they had learned (for example, that antibiotics do not treat colds and allergies, that there are over-the-counter alternatives, and that antibiotics can have side effects). These qualitative responses provided insight into participants’ understanding, but they were not analyzed as a standardized knowledge outcome.
These data reflect perceived improvements in understanding rather than objectively measured knowledge.
We now address these issues in the manuscript in the discussion section (Lines 155-156):
“Second, we did not measure objective changes in knowledge or behavior, relying instead on participants’ self-reported perceptions after exposure to the brochure”.
Question 2: 
Were there differences in responses based on health literacy level?
Although we collected health literacy data using the Brief Health Literacy Screen and report the proportion of participants with adequate health literacy, we did not conduct stratified analyses to examine whether responses differed by health literacy level. Most participants (81%) demonstrated adequate health literacy, precluding the feasibility of a stratified analysis. Our primary objective in this pilot study was to assess overall acceptability, appropriateness, and usability among potential end-users. We agree this is an important area for future work, and we have added a statement to the Limitations indicating that we did not examine differences by health literacy level and that future studies should assess how materials perform across literacy strata (Lines 158-159).
Reviewer 3
Comment 1: 
The structure of this study is an uncontrolled before-and-after design, which though immensely popular in contemporary scientific literature, are discouraged by many journals (https://emj.bmj.com/content/32/7/507). The merit and strength of such a study design is altogether questionable.
[bookmark: OLE_LINK2]We did not conduct before-and-after study. Instead, we used a survey design incorporating validated measures of acceptability developed by Weiner et al.,Their measures have demonstrated reliability and validity for assessing implementation outcomes.

Weiner BJ, Lewis CC, Stanick C, et al. Psychometric assessment of three newly developed implementation outcome measures. Implementation Science. 2017;12(1):108. 

Comment 2: 
There is no discussion in the methods of the means by which you selected patients, which leads to concern for both sampling and selection bias.
We have added the following information to the methods section of the manuscript (Lines 55-65):
Eligible participants were adult patients (≥18 years) residing in Harris County or Katy who were able to communicate in English or Spanish. Patients were excluded if they were <18 years of age or unable or unwilling to complete the survey.
Participants were recruited at participating clinical sites during the study period using a consecutive sampling of eligible patients, with enrollment monitored and guided to achieve prespecified race and ethnicity representation. All patients meeting eligibility criteria were systematically approached during clinic visits and invited to participate. Those who provided informed consent were enrolled in the study.
Comment 3: 
Upon brief literature review, there are existing studies evaluating the use of leaflets and brochures for inappropriate antibiotic use, including a systematic review (https://pmc.ncbi.nlm.nih.gov/articles/PMC4458684/). The proposed article does not add anything novel to the literature at this time.
We agree that there is a growing body of literature evaluating educational leaflets and brochures to reduce inappropriate antibiotic use. However, currently available patient education materials are limited as (1) they are not specifically designed to address the misconceptions that drive non-prescription antibiotic use and (2) are rarely developed with community stakeholder input. Our intention is not to claim that patient educational materials are novel, but rather that our study adds value in several specific ways that are underrepresented in existing literature. Others may wish to borrow and use our brochures, for example.

We have added the following information on the discussion section of the manuscript (lines 125-133):

Prior work has largely focused on inappropriate prescribing within clinical encounters. Although leaflet and brochure-based interventions have been previously evaluated, these efforts have primarily been implemented within clinical settings with focus on prescribing behaviors. These approaches have less often directly targeted patient-driven non-prescription antibiotic use or incorporated community stakeholder input. In contrast, this pilot study evaluates the acceptability of a culturally tailored, patient education tool designed for community-engaged settings, including its potential relevance to non-prescription antibiotic use. However, direct evidence linking leaflets or brochure-based educational materials to reductions in non-prescription antibiotic use remains limited.
Comment 4: 
If the survey was administered in person immediately after the patient read the brochure, I am concerned that there is bias from Hawthorne effect, especially given the extremely high favorability ratings. It is likely that the participants felt compelled to offer positive reviews to a study researcher in person.
We agree that social desirability and Hawthorne effects are possible limitations. As described in the Methods, the survey was administered in person immediately after participants reviewed the brochure, and we did not collect any identifying information. Study staff emphasized that responses were anonymous, would not affect their care, and that there were no right or wrong answers. Nonetheless, we acknowledge that the in-person administration may have contributed to the high favorability ratings and have now clarified this as a limitation in the manuscript as follows (Lines 162-163): “Third, responses may have been influenced by social desirability bias”
