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ABSTRACT
Respiratory syncytial virus (RSV) is a leading cause of lower respiratory tract infection in infants and young 
children, placing substantial burden on patients, their families, and health systems. This observational, cross- 
sectional, web-based, survey study in the United States (during October – November 2023) assessed 
physicians’ perceptions of RSV disease and new immunization strategies, including their preferences for 
monoclonal antibodies (mAbs) and maternal immunizations as RSV preventive measures. Immunization 
preferences were quantified through discrete choice experiment (DCE). Physicians aged ≥ 18 years, who 
spent at least 60% of their time in direct patient care and worked in a practice providing immunization to 
patients aged ≤ 2 years were recruited through online panels. Eighty pediatricians and 20 family practi
tioners participated. Mean (SD) age of physicians was 52.3 (12.7) years; majority were male (64.0%). Most 
physicians strongly agreed with supporting all types of recommended childhood immunizations (77.0%) 
and were aware of new RSV immunization strategies under development or recently approved (91.0%). 
A majority moderately/strongly agreed that maternal immunization and mAbs provide protection to the 
baby (77.0% and 87.0%, respectively). In DCE, physicians chose RSV immunization 96.1% of the time vs no 
immunization (3.9%). The most important attributes that drove physicians’ preferences were: increasing 
durability of protection from 90 to 180 days (24.9%), increasing efficacy against RSV hospitalization from 
57% to 80% (20.9%), and increasing efficacy against medically-attended RSV from 51% to 80% (20.2%). 
Understanding physicians’ attitudes and preferences regarding RSV immunization strategies is important as 
new RSV prevention methods become available and are introduced into clinical practice.
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Introduction

Respiratory syncytial virus (RSV) is the leading cause of acute 
respiratory infections in infants and young children.1,2 

Approximately 70% of infants experience at least one RSV 
infection within their first year of life, and, by the age of two, 
nearly all children will have a second RSV infection.3–5 In the 
United States (US), RSV infections result in a substantial bur
den of illness, leading to over 57,000 hospitalizations, 500,000 
emergency department visits, and 1.5 million outpatient clinic 
visits annually among children under the age of five.6

While preterm infants and those with underlying medical 
conditions are at a higher risk of severe RSV infection, 
a significant proportion of infants who are hospitalized with 
RSV infection are otherwise healthy and do not possess any 
known risk factors.4 In response to the significant morbidity 
associated with RSV, the US Food and Drug Administration 
(FDA) approved two new prevention strategies in 2023 for 
infants and young children in the US. These strategies involve 
the use of a monoclonal antibody (mAb) called nirsevimab 
(Beyfortus™) and a maternal immunization known as bivalent 
prefusion RSVpreF vaccine (Abrysvo™).7,8

The current recommendations from the US Centers for 
Disease Control and Prevention (CDC) advise either maternal 
RSV vaccination or infant immunization with RSV mAbs. 
Maternal RSV vaccination is recommended for pregnant 
women between weeks 32 and 36 of pregnancy,9 while the RSV 
mAb is advised for infants aged 8 months and younger who are 
born during or entering their first RSV season. Additionally, for 
infants and children aged 8 to 19 months at an increased risk of 
severe RSV disease and entering their second RSV season, a single 
dose of the mAb is recommended.10

Considering that guidelines recommend that most infants 
receive immunization from either the maternal RSV vaccine or 
the RSV mAb, but not both, a comprehensive understanding 
of physicians’ awareness and preferences regarding these new 
RSV immunization strategies is timely and informative.11 

Physicians’ knowledge plays a pivotal role in recommending 
vaccines to their patients, ultimately influencing patients’ 
acceptance of such preventive measures.12 Furthermore, the 
distinct clinical profiles of maternal RSV vaccination and RSV 
mAbs9,10 are expected to elicit independent preferences and 
concerns among healthcare professionals, influenced by their 
perceptions of the disease.13 Thus, the objective of this study is 
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to assess physicians’ perceptions of RSV disease and the new 
RSV immunizations, as well as to explore their preferences for 
mAbs and maternal immunizations as preventive measures 
for RSV.

Methods

Survey design and eligibility criteria

This was an observational, cross-sectional, web-based survey 
study to evaluate knowledge, attitudes, and preferences about 
RSV immunizations among physicians in the US between 
October and November 2023. Knowledge and attitudes were 
captured through 22 survey questions and immunization strat
egy preferences were quantified through a discrete choice 
experiment (DCE). DCE is a well-established preference elici
tation method to quantify which attributes drive preferences 
between and analyze the trade-offs that various stakeholders 
(e.g., health care providers [HCPs]) are willing to make.14

Physicians (comprising both pediatricians and family prac
titioners) were recruited for the study through local online 
panels owned by AllGlobal and their affiliated partners. 
Prospective participants, preidentified as pediatricians or gen
eral practitioners in the online panels, were randomly selected 
and received an e-mail containing a link to the online survey. 
The survey included an online eligibility screener, an informed 
consent statement, and the questionnaire, all integrated within 
the online platform. Physicians who expressed interest in par
ticipating were screened for eligibility until the target sample 
size was reached. The study recruitment strategy aimed to have 
broad representation of physicians across the US and to enroll 
80% pediatricians and 20% family practitioners. Only physi
cians who completed the survey in its entirety received com
pensation based on fair market value.

Physicians were eligible if they 1) provided direct patient 
care to patients aged 2 years or younger (minimum threshold 
was 100 pediatric visits in a typical month for pediatricians and 
50 for general practitioners), 2) worked in a practice that offers 
vaccinations for children aged 2 years or younger, 3) spent at 
least 60% of their time in direct patient care, 4) had at least 3  
years of clinical experience, 5) were board-certified, 6) prac
ticed within the United States, 7) were aged 18 years or older, 
and 8) could read and understand English.

Survey development and measures

The quantitative survey questionnaire was developed based on 
a targeted literature review and further refined based on results 
from qualitative research and cognitive interviews. Qualitative 
research identified aspects of mAb and maternal immuniza
tion for RSV that could influence physicians’ motivations and 
obstacles to prescribing mAb or maternal immunization. 
Interviews were conducted via telephone in the US with 6 
pediatricians and 2 family practitioners. These interviews 
helped to elucidate what mattered most to physicians when 
considering the choice of an RSV immunization strategy and, 
thus, informed a list of immunization strategy attributes for 
testing in the DCE.

After qualitative research, 8 web/telephone cognitive pret
ests were conducted to ensure that the quantitative question
naire was understood by respondents. The respondents 
reviewed the questionnaire with a trained moderator who 
asked pretest questions; respondents were given the option to 
verbally share comments and provide feedback. Any potential 
issues with respect to relevance, clarity, interpretation, and 
appropriateness of the survey content were then identified 
and corrected in the final quantitative survey.

The following data were collected: Physicians’ demographics 
and clinical practice characteristics (e.g., age, specialty, years of 
practice); attitudes and behaviors toward immunization (e.g., 
supporting all types of recommended childhood immunizations); 
clinical experience with RSV (e.g., number of RSV cases that 
physicians provided care for in the past 12 months); perception 
of RSV risk and severity (physicians were asked to state their 
degree of agreement or disagreement with a series of statements 
regarding RSV [e.g., RSV can be serious for premature infants, 
younger patients, or those with underlying disease]); awareness of 
new RSV immunization strategies (RSV mAbs and maternal 
immunization); and perception of new RSV immunization stra
tegies (e.g., perceived characteristics of mAb and maternal immu
nizations such as safety and durability).

In the DCE, physicians were asked to consider two 
hypothetical immunization profiles and a fixed “no immuni
zation” choice shown side-by-side and choose the option that 
was preferable to them (Supplementary Table S1). Each 
hypothetical immunization profile consisted of combinations 
of 8 ‘attributes’ (e.g., efficacy against RSV hospitalization) and 
2–3 ‘attribute levels’ (e.g., 57% less likely, 68% less likely) 
(Supplementary Table S2). Attributes were selected based on 
the previous qualitative research, and levels were selected 
based on clinical trials of new RSV immunizations: nirsevimab 
and a RSV prefusion F vaccine.15–18 The hypothetical immu
nization strategies had their attribute levels shuffled according 
to an experimental design. No actual strategy was named in the 
survey.

Statistical analysis

The study was descriptive in nature and had no initial hypoth
esis to test. The target sample size of 100 respondents was 
calculated such that at least a medium effect size 
(Cohen’s d of at least 0.5) could be detected with an alpha of 
0.05 and 80% power in a subgroup analysis. Furthermore, 
based on this target sample size and the DCE design, it was 
calculated that 14 choice tasks answerable by respondents, 
with an estimated opt-out rate of 10%, would lead to an error 
margin of 5.4% which was an acceptable trade-off between 
robustness and burden of the survey.

All data collected in the quantitative survey were reported 
descriptively, using frequencies, means, and standard devia
tions (SDs). Subgroups (pediatricians and family practitioners) 
were compared using Wilcoxon rank sum tests for continuous 
data and Fisher’s exact tests for categorical data.

Physicians’ attribute-level preference weights and the rela
tive importance of immunization strategy attributes were gen
erated from the DCE. In the DCE, the preference weights for 
each attribute level were estimated using a hierarchical 
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Bayesian model fitted to the choice data,19 with the underlying 
choice-probability model being conditional logit. The relative 
importance was calculated at the respondent level by dividing 
the range of each attribute (utility of highest level minus utility 
of lowest level) by the sum of ranges of all attributes and then 
multiplying by 100. For each respondent, the relative impor
tance estimates across attributes summed to 100%. All survey 
analyses were conducted using RStudio Version 2023.12.1+402 
and Sawtooth Software Lighthouse Studio Version 9.12.1 or 
higher for DCE analysis.

The study was reviewed by the Sterling Institutional Review 
Board (IRB) and was granted exemption on March 07, 2023.

Results

A total of 259 physicians entered the survey, of which 159 
physicians were excluded (18 did not complete the survey; 95 
did not meet eligibility criteria, including 65 who did not meet 
the threshold for the number of treating patients under 2 years 
old; 43 entered after the specialty-specific quota was met; and 
3 had a data quality issue). Ultimately, 100 participants were 
included in the final analysis (Supplementary Figure S1).

Physicians’ demographics and clinical practice 
characteristics

According to our pre-defined quota sampling, 80 physicians 
were specialized in pediatrics and 20 were family practitioners. 
Overall, the mean (SD) age of physicians was 52.3 (12.7) years, 
and most were male (64.0%) (Table 1).

The average percentage of time spent by physicians in 
various clinical settings was: 57.7% (48.7%) in group prac
tice, followed by 16.9% (36.9%) in a hospital setting, and 
13.3% (33.7%) in solo practice (data not shown). 
Physicians spent most of their time in direct patient care 
(96.2% [5.9%]); no statistically significant difference was 
observed between pediatricians and family practitioners 
(p = .6) (Table 1). On average, physicians had 20.0 (10.9) 
years of post-training clinical experience; years of experi
ence were significantly higher for pediatricians than family 
practitioners (21.0 [10.9] vs 16.0 [10.5]; p = .049). On aver
age, in a typical month, physicians treated 145.3 (67.9) 
patients aged ≤2 years, which was significantly higher for 
pediatricians than family practitioners (158.0 [60.8] vs 94.4 
[72.2]; p < .001).

Physicians’ attitudes and behaviors toward immunization

Most physicians strongly agreed with supporting all types of 
recommended childhood immunizations (77.0%); 89.0% of 
physicians moderately or strongly agreed that they tried 
their best to persuade parents to get all recommended 
immunizations for their newborns or infants 
(Supplementary Table S3). No statistically significant differ
ences were observed between pediatricians and family prac
titioners (p > .05).

Overall, 58.0% of physicians offered pre-natal visits and 
raised the topic of newborn immunization; the percentage 
was significantly higher for pediatricians than family practi
tioners (63.8% vs 35.0%, respectively; p = .020).

Table 1. Demographics and clinical experience of physicians.

Characteristics
Overall, 
N = 100

Family 
practitioners, 

n = 20
Pediatricians, 

n = 80 p-value*

Demographics
Age, years .082

N 96 19 77
Mean (SD) 52.3 (12.7) 48.2 (13.1) 53.3 (12.5)

Gender#, n (%) .14
Male 64 (64.0) 13 (65.0) 51 (63.8)
Female 33 (33.0) 5 (25.0) 28 (35.0)

Region, n (%) .2
Midwest 20 (20.0) 4 (20.0) 16 (20.0)
Northeast 31 (31.0) 3 (15.0) 28 (35.0)
South 29 (29.0) 6 (30.0) 23 (28.8)
West 20 (20.0) 7 (35.0) 13 (16.3)

Clinical practice
Post-training number of years of clinical experience, mean (SD) 20.0 (10.9) 16.0 (10.5) 21.0 (10.9) .049
Time spent in direct patient care, mean% (SD%) 96.2 (5.9) 96.2 (5.8) 96.2 (6.0) .6
Number of patients aged ≤2 years treated in a month, mean (SD) 145.3 (67.9) 94.4 (72.2) 158.0 (60.8) <.001
RSV experience
Approximate number of RSV cases in children aged ≤2 years in the past 12 months, mean 

(SD) [range]
86.3 (89.2) 
[0.0–400.0]

36.0 (28.2) 
[0.0–100.0]

98.9 (94.7) 
[0.0–400.0]

.002

RSV patients aged ≤2 years having mild symptoms, mean% (SD%) [range] 59.9 (26.6) 
[0.0–100.0]

64.9 (25.7) 
[20.0–100.0]

58.7 (26.8) 
[0.0–100.0]

.4

RSV patients aged ≤2 years having moderate symptoms requiring pharmacotherapy, mean 
% (SD) [range]

28.3 (21.9) 
[0.0–85.0]

26.1 (20.7) 
[0.0–65.0]

28.9 (22.3) 
[0.0–85.0]

.7

RSV patients aged ≤2 years having severe symptoms requiring ED visits or hospitalization, 
mean% (SD) [range]

11.8 (14.8) 
[0.0–100.0]

9.1 (11.0) 
[0.0–35.0]

12.5 (15.6) 
[0.0–100.0]

.10

RSV, respiratory syncytial virus; SD, standard deviation. 
*P-values for comparison of family practitioners vs pediatricians are reported; Wilcoxon rank sum test for continuous data and Fisher’s exact test for categorical data. 

p-value < .05 was considered to be significant. 
#Non-binary: family practitioners, n = 1; overall, n = 1. Prefer not to answer: family practitioners, n = 1; pediatricians, n = 1; overall n = 2.
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Physicians’ clinical experience with RSV

Over the 12-month period preceding the study, physicians 
reported providing direct care for, on average, 86.3 (89.2) cases 
of RSV in children aged ≤2 years; pediatricians cared for 
a significantly higher number of cases compared with family 
practitioners (98.9 [94.7] vs 36.0 [28.2]; p = .002) (Table 1). 
Sixty percent of RSV patients aged ≤2 years seen by physicians 
had mild symptoms not requiring any treatment (59.9% [26.6%]), 
nearly a third had moderate symptoms requiring pharmacother
apy (28.3% [21.9%]), and the remaining had severe symptoms 
requiring ED visits or hospitalization (11.8% [14.8%]).

Physicians’ perception of RSV risk and severity

Almost all physicians moderately or strongly agreed (99.0%) 
that RSV can be serious for premature infants, younger 
patients, or those with underlying disease (Figure 1), with 
a higher percentage of pediatricians strongly agreeing with 
the statement than family practitioners (93.8% vs 75.0%, p  
= .025) (Supplementary Table S4). Most physicians moderately 
or strongly agreed that RSV is very common among children 
<2 years of age (94.0%). Most physicians (91.0%) also moder
ately or strongly agreed that RSV is usually mild but can lead to 
hospitalization. Additionally, a majority moderately or 
strongly agreed that RSV is unpredictable (82.0%), and that 
RSV evokes fear among parents (75.0%). Two-thirds of physi
cians moderately or strongly agreed that there is a lack of good 
treatment options for RSV (66.0%); a higher percentage of 
pediatricians (vs family practitioners) moderately or strongly 
agreed with the statement (72.5% vs 40.0%, p = .021).

Physicians’ awareness of new RSV immunization 
strategies

Most physicians were aware of new RSV immunization stra
tegies under development or recently approved (91.0%, n = 91) 

(data not shown). Among these 91 physicians who were aware, 
82 (90.1%) were aware of RSV mAbs under development or 
recently approved, and 84 (92.3%) were aware of RSV maternal 
immunization. Pediatricians were more likely than family 
practitioners to be aware of RSV mAbs (93.3% vs 75.0%, 
respectively; p = .048) and maternal immunization (96.0% vs 
75.0%, respectively; p = .017).

Physicians’ perception of new RSV immunization 
strategies: maternal immunization and monoclonal 
antibodies

Maternal immunization: The majority of physicians moderately 
or strongly agreed that maternal immunization is safe during 
pregnancy (80.0%) and that it provides immediate protection to 
the baby after birth (77.0%). Further, a majority of physicians 
moderately or strongly agreed that the efficacy and safety of 
maternal immunization depend on gestational age (72.0%) and 
that babies might still need additional immunization after birth 
(70.0%). Two-thirds moderately or strongly agreed that mater
nal immunization provides protection during the entire RSV 
season (63.0%). Forty-two percent of physicians moderately or 
strongly agreed that placental transfer of antibodies from mater
nal immunization is unpredictable (Figure 2A). No statistically 
significant differences were observed between pediatricians and 
family practitioners (Supplementary Table S5).

Monoclonal antibodies: The majority of physicians mod
erately or strongly agreed that RSV mAbs offer immediate 
and direct protection (87.0%) (Figure 2B). A significant dif
ference was observed between family practitioners and 
pediatricians (p = .014); a higher percentage of pediatricians 
(vs family practitioners) moderately or strongly agreed with 
the statement (90.0% vs 75.0%) while a lower percentage 
moderately or strongly disagreed (0.0% vs 10.0%) 
(Supplementary Table S5). The majority of physicians mod
erately or strongly agreed that RSV mAbs are safe for infants 
(86.0%) and that RSV mAbs provide protection during the 

Figure 1. Physicians’ perception of RSV risk and severity. RSV, respiratory syncytial virus.
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entire RSV season (82.0%). Overall, 81.0% of physicians 
moderately or strongly agreed that RSV mAbs can be admi
nistered during routine pediatric visits and 79.0% moder
ately or strongly agreed that RSV mAbs protect newborns, 
infants, and older children. Additionally, approximately 
two-thirds of physicians moderately or strongly agreed that 
they preferred a fixed dosing regimen over a weight-based 
dosing regimen (62.0%).

Discrete choice experiment

Physicians’ attribute-level preference weights
Overall, physicians chose RSV immunization 96.1% of the time 
vs no immunization (3.9%) across the DCE choice tasks (data 
not shown). With respect to immunization profiles, physicians 

preferred the RSV mAb over a maternal immunization (utility: 
0.6; weight: 0.3 vs  −  0.3; Supplementary Figure S2).

Based on the preference weights, example trade-offs that 
physicians were willing to make included a risk of preterm 
birth (0.7 − [ − 0.7] = 1.4) in exchange for an increase in efficacy 
against RSV hospitalization from 68% to 80% (1.6 − [0.0] = 1.6), 
and shorter immunization durability from 180 to 150 days (1.6  
− [0.8] = 0.8) in exchange for an increase in efficacy against 
medically attended RSV from 70% to 80% (1.2 − [0.5] = 0.7).

Physicians’ relative importance of immunization strategy 
attributes
We identified three key attributes that were most important for 
physicians’ preferences. The attribute that ranked the highest 
in terms of numerical importance was an increase in the 

Figure 2. Physicians’ perception of new RSV immunization strategies. RSV, respiratory syncytial virus.
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durability of protection provided from 90 to 180 days (24.9%). 
This was followed by an increase in efficacy of the immuniza
tion against RSV hospitalization from 57% to 80% (20.9%), 
and an increase in efficacy against medically attended RSV 
from 51% to 80% (20.2%) (Figure 3). Extending the time 
since the immunization became available from less than 1  
year to 5 years (10.7%), risk of pre-term birth (from no to 
yes, 9.6%), type of immunization and administration (from 
maternal immunization to mAb, 8.2%), and type of dosing 
regimen (from adjusted dose to fixed dose, 4.5%) followed in 
importance. Common immunization side-effects was the least 
important attribute (yes vs no, 0.9%) (Figure 3). The relative 
importance of attributes varied by physician specialty, though 
the three key attributes of durability, efficacy against RSV 
hospitalization, and efficacy against medically attended RSV 
remained the most important across both specialties. Notably, 
efficacy against medically attended RSV had a significantly (p  
< .05) higher importance for family practitioners versus pedia
tricians (data not shown).

Discussion

This observational, cross-sectional, web-based survey in the 
US evaluated physicians’ perceptions about RSV and new RSV 
immunization strategies, including their knowledge, attitudes, 
and immunization preferences for mAbs and maternal immu
nizations. Very few published studies have evaluated HCPs’ 
attitudes toward RSV2,20 and preferences for RSV immuniza
tion strategies.2,21 Considering the recent introduction of 
novel immunization strategies for RSV infections,7,8 this 
study adds insights on the importance of a comprehensive 
set of attributes from efficacy (e.g., efficacy against medically 
attended RSV and against hospitalization) and safety (e.g., risk 
of preterm birth) to implementation aspects (e.g., dosing 

regimen), which were not measured in previous studies con
ducted in the US.

Physicians reported strong support for recommended 
childhood immunizations and reported actively engaging 
with parents of young children to discuss and advocate the 
importance of immunizations. The well-established high bur
den of RSV22,23 aligns with physicians’ extensive awareness of 
the disease. Along with the awareness of the specific risks 
associated with RSV, the majority of physicians were aware 
of new RSV immunization strategies under development or 
those recently approved. In our DCE, the very low preference 
weight for ‘no immunization’ could be interpreted as a very 
high acceptability of RSV immunizations by physicians.

The findings from our DCE with respect to the acceptability 
of any RSV prevention strategy, and the importance of efficacy 
and durability, are consistent with a recent study of physician 
preferences by Beusterien et al. They also reported that HCPs 
strongly preferred a RSV prevention option over no option, 
and that the effectiveness and duration of protection were the 
most important attributes for a RSV preventive strategy.21 

Given the high burden of RSV disease in infants and the 
acceptable efficacy and durability demonstrated against RSV 
endpoints mAb and preF vaccine clinical trials,15,18,24 it is not 
surprising that the new immunization strategies are widely 
accepted and recommended by physicians. Furthermore, sev
eral real-world studies have demonstrated the effectiveness of 
nirsevimab25–28 shortly after launch.

In our DCE, however, HCPs preferred the RSV mAb over 
the maternal immunization, which contrasts with the findings 
of Beusterien et al., where HCPs preferred maternal immuni
zations over mAb.21 These differing results could be explained 
by the types of HCPs included in each study. In our study, 
obstetrician-gynecologists (OB/GYNs) were not included, 
while pediatrics was the predominant specialty. Beusterien 
et al. included an almost even distribution of pediatricians, 

Figure 3. Physicians’ relative importance of RSV immunization strategy attributes. RSV, respiratory syncytial virus. Error bars indicate 95% confidence interval.
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OB/GYNs, and family medicine doctors. Nevertheless, the type 
of immunization (RSV mAb vs maternal immunization) was 
not as important an attribute for HCPs overall, compared to 
efficacy and durability in both studies. Moreover, in Beusterien 
et al. study, the type of immunization was not a significantly 
important attribute even when analyzed by type of patient 
population treated (that is, HCPs who treat pregnant people 
only, infants only, or both).

In the current study, physicians were willing to administer 
a mAb, a newer class of immunization, during routine visits. 
They more frequently perceived RSV mAbs as providing pro
tection during the entire RSV season compared to the maternal 
immunization. Additionally, physicians preferred a fixed dos
ing regimen over a weight-based dosing regimen. The addition 
of an RSV immunization strategy with robust clinical profiles 
and lower implementation barriers can be useful in maximiz
ing protection for infants from severe RSV disease.

Our study results collectively suggest a readiness to adopt 
innovative strategies for RSV prevention, potentially leading to 
high RSV immunization coverage.

Strengths and limitations

There are several strengths related to our study design. First, 
our study comprised a geographically diverse sample of phy
sicians recruited from across the US. To ensure construct 
validity in the survey instrument, qualitative interviews were 
utilized to identify the motivations and obstacles to prescribing 
mAb as an immunization strategy for RSV, which informed 
the development of a quantitative questionnaire and selection 
of immunization strategy attributes for the DCE.

Our study has certain limitations. The use of convenience 
sampling methods, a relative small sample size of online phy
sician panels may affect the generalizability of results. 
Additionally, the 18 physicians who entered the survey but 
did not complete it, and thus were not captured in our study, 
could have represented different viewpoints against immuni
zation. While both pediatricians and family practitioners were 
included in the study, preferences were not elicited from pre
scribers of maternal immunizations (OB/GYN specialists). 
While we found that the perceptions between specialty types 
are generally consistent, the small sample of family practi
tioners may limit our ability to detect a wide spectrum of 
their perspectives. Since the study required participants to self- 
report attitudes and behaviors, results are subject to potential 
response biases such as social desirability, recall bias, or false 
reporting (intentional or unintentional).29 The hypothetical 
immunization strategy profiles and attributes used in the 
DCE may not reflect all aspects of an immunization strategy 
which can influence preferences. Lastly, results may not be 
applicable to other regions with significantly different immu
nization practices and healthcare systems. Further research, 
ideally with a larger sample size for better representativeness, 
will be necessary to confirm and refine our findings.

Conclusion

Our study’s findings showed that physicians supported all 
types of recommended childhood immunizations, recognized 

the high clinical burden of RSV among children <2 years of 
age, and are aware of available and emerging immunization 
strategies. Physicians reported efficacy and durability to be the 
most important attributes, and common side-effects as the 
least important attribute when considering RSV immunization 
options. Understanding physicians’ attitudes and preferences 
regarding RSV and RSV immunization strategies is important 
as new RSV prevention methods become available and are 
introduced into clinical practice.
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