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 A systematic review of parent and clinician views and perceptions 
that infl uence prescribing decisions in relation to acute childhood 
infections in primary care      
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  Abstract 
  Objectives . To investigate the views of parents, clinicians, and children pertaining to prescribing decisions for acute 
childhood infection in primary care.  Methods . A systematic review of qualitative studies. Meta-ethnographic methods were 
used, with data drawn from the primary studies in an interpretive analysis.  Results . A total of 15 studies met the inclusion 
criteria. The literature was dominated by concerns about antibiotic over-prescription. Children ’ s views were not reported. 
Clinicians prescribed antibiotics when they felt pressured by parents or others (e.g. employers) to do so, when they believed 
there was a clear clinical indication, but also when they felt uncertain of clinical or social outcomes they prescribed  “ just 
in case ” . Parents wanted antibiotics when they felt they would improve the current illness, and when they felt pressure 
from daycare providers or employers. Clinicians avoided antibiotics when they were concerned about adverse reactions or 
drug resistance, when certain they were not indicated, and when there was no perceived pressure from parents. Parents 
also wished to avoid adverse effects of antibiotics, and did not want antibiotics when they would not relieve current symp-
toms. Some parents preferred to avoid medication altogether. Within paediatric consultations, parents sought a medical 
evaluation and decision. Primary care clinicians want satisfi ed parents and short consultations.  Conclusions . Antibiotic pre-
scriptions for childhood infections in primary care often result from  “ just in case ”  prescribing. These fi ndings suggest that 
interventions which reduce clinician uncertainty regarding social or clinical outcomes and provide strategies to meet parents ’  
needs within a short consultation are most likely to reduce antibiotic prescribing.  

  Key Words:   Anti-bacterial agents  ,   child  ,   general practice  ,   primary health care  ,   qualitative research  ,   systematic review  ,   United Kingdom   

 The factors that affect the decision to prescribe 
are likely to be important for determining responses 
to both over-prescribing and under-prescribing. The 
views of clinicians and patients (in this case parents 
and children) will infl uence the decision to prescribe, 
and a better understanding of the views of parents, 
clinicians, and children regarding prescriptions for 
minor childhood illness in primary care is needed. 
Findings from individual studies are useful in moving 
forward knowledge in the fi eld, but qualitative stud-
ies by their nature often have restricted sample sizes, 
offer a view unique to the particular circumstances 
of included participants, and refl ect the particular 
interpretations of one group of study authors [12]. 
These qualities are integral to the phenomenological 
and interpretive approach of qualitative research 

     Introduction 

 Prescription decisions in primary care matter because 
of the scale of prescribing. In England alone nearly 
a billion prescriptions were issued by primary care in 
2010, of which nearly 50 million were for infections 
[1]. Over-prescription of antibiotics for self-limiting 
illness is a signifi cant problem for health services, 
contributing to drug resistance [2 – 5] and re-
consultation for minor illness [6]. There is particular 
concern regarding overuse of antibiotics for children 
with self-limiting illness [7,8]. At the same time, 
severe infections are sometimes missed by clinicians 
and prescriptions not issued [9,10]. Similarly, 
non-specifi c abdominal pain in childhood is often 
under-investigated and over-medicated in primary 
care [11]. 
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[13], but can mean it is more diffi cult to know 
whether the fi ndings are also likely to be pertinent at 
another time and place. Systematic reviews (SR) of 
qualitative studies are useful in synthesizing across 
studies to fi nd common themes, a broader range of 
views and experiences, and the bringing together of 
different viewpoints. 

 We know of no reviews of the views of both clini-
cians and parents with regard to the use of prescrip-
tions for any acute minor illness in children. A 
previous SR considered clinicians ’  views regarding 
the use of antibiotics for respiratory tract infections 
(RTIs) only and did not focus on children [14]. 
A SR of parents ’  views regarding home care decisions 
did not focus on prescription medication and needs 
updating [15]. 

 Our objective was to review the literature on the 
views, beliefs, and attitudes of parents, children, and 
prescribing clinicians that infl uenced prescribing deci-
sions for acute childhood infection in primary care.   

 Material and methods 

  We followed Cochrane Qualitative and Implementa-
tion Methods Group guidance in the conduct of the 
review [16], including a broader search strategy than 
might be usual in systematic reviews of effectiveness 
studies and use of an expert group including clini-
cians to guide our methodological decisions.   

 Search strategy for the identifi cation of studies 

 Search terms for prescriptions or antibiotics were 
combined with terms for acute childhood infection, 
parents or clinicians, and qualitative methods (see 
Supplemental File). An information specialist devel-
oped a pre-planned, comprehensive search strategy 
in Medline and adapted it for use in other databases. 
Eight electronic databases were searched for studies 
published before October 2012: MEDLINE, 
EMBASE, CINAHL, PsycINFO, SSCI, SIGLE, 
Dissertation Express databases, and the NHS eco-
nomic evaluation database. In addition, hand search-
ing was carried out in  Social Science and Medicine , 
 Sociology of Health and Illness ,  British Journal of 
General Practice ,  Journal of Family Practice , and  Health 
Expectations , which were identifi ed by our Steering 
Committee and management group as most likely to 
publish relevant articles. We used forward citation 
tracking and screened reference lists of included 
studies.   

 Inclusion criteria 

  Study focus : Studies which considered parent, child, 
or clinician views, attitudes, beliefs, knowledge, and 
values in relation to any prescriptions for medicines 
to treat acute minor childhood illness. Studies with 
general population samples were included where 
views towards prescribing for children were included 
and explicitly reported (and in these cases only data 
regarding paediatric consultations were extracted). 

  Design : Studies using qualitative methods (e.g. inter-
views, focus groups, observations) to collect and 
analyse data. Studies had to report direct quotes 
from parents and/or clinicians or themes, concepts, 
and ideas in analysis to ensure we were identifying 
empirical, qualitative work (and excluding discussion 
papers, surveys, and opinion pieces). 

  Setting : Studies based in or concerning any Primary 
Health Care settings (including general or family 
practices and walk-in-centres) in any country belong-
ing to the Organisation for Economic Co-operation 
and Development and published in any language. 

  Population : Parents of children aged between three 
months and 12 years, children in the same age group, 
and clinicians with authority to prescribe for children 
in this age group with acute minor illnesses.   

 Exclusion criteria 

 (a)Studies that included only quantitative reports of 
attitudes using closed questions (e.g. surveys). (b) 
Studies where views were in the context of children 
with concomitant long-term conditions.   

 What is known is that inappropriate medication 
of childhood infection, particularly overuse of 
antibiotics, is a concern. Primary care clinicians 
report feeling pressured by parents to prescribe 
antibiotics. What this study adds is that:   

 Clinicians often prescribe antibiotics  “ just in  •
case ” , when they feel uncertain about 
clinical or social outcomes. In contrast, anti-
biotics are avoided where there is concern 
about adverse effects or drug resistance, or 
where parents do not ask for them.   
 Parents want prescriptions when they believe  •
they will improve the current illness, but 
also wish to avoid adverse effects and some-
times have a  “ no treatment ”  preference.   
 Within paediatric consultations, the medical  •
examination in itself is reassuring to parents. 
Primary care clinicians want satisfi ed parents, 
but they also want shorter consultations.   
 Reducing uncertainty regarding social or  •
clinical outcomes might reduce  “ just in 
case ”  prescribing.   



 Parent and clinician views on prescribing for childhood infections    13

 Selection of studies 

 The title and abstracts of the fi rst 1000 hits were 
independently screened (using translations where 
necessary) by two researchers and results were 
compared and discussed to refi ne selection criteria 
in an iterative process. Once double screening was 
producing no differences in selection, one researcher 
screened the remainder of all searches. Final selec-
tion was undertaken independently by two research-
ers reviewing full texts of relevant papers.   

 Data extraction and critical appraisal approach 

 Data extraction was conducted by two researchers 
working independently. We assessed study quality 
considering the primary marker, context sensitivity, 
sampling strategy, data quality, theoretical adequacy, 
generalizability, and typicality [17], these judgements 
are explained and summarized in Table II. We also 
considered whether any studies were fatally fl awed 
(that is, the quality of the research was judged as so 
poor that it should not be included) and no studies 
were excluded on this basis.   

 Synthesis of fi ndings 

 We undertook an interpretive analysis, producing 
a new understanding of the data drawn from the 
primary studies using meta-ethnographic methods 
[18]. First order (refl ecting participants ’  understand-
ings) and second order (refl ecting authors ’  interpre-

7,045 unique records
Identified by electronic database searching

0 unique records
Identified through hand searching

6,931 records
Excluded in title/abstract screening

114 studies
Identified for full screening

99 studies excluded:
9 were not primary studies
78 did not report any qualitative data
7 did not report any child specific findings
1 was not in primary care settings
4 did not report on phenomena of interest

15 studies
Included

  Figure 1.     Flow chart of inclusion. Literature search and study descriptions.  

tations) concepts identifi ed from the primary studies 
were compared across studies, grouping those that 
were conceptually similar under third-order con-
structs  “ translating ”  the studies into each other. 
We followed guidance from Noblit  &  Hare [19] in 
incorporating the studies in chronological order. 
The synthesis was an iterative process: third-order 
constructs were developed in discussion between the 
researchers, considering reciprocal (where concepts 
support each other), refutational (where concepts are 
contested), and line of argument (interpreting across 
the complete set of constructs) [19].    

 Results 

 Searches of electronic resources yielded 7045 records 
of which 114 were retrieved in full text. While most 
were published in English, 12 were published in 
other languages. Online translation services together 
with review by native speakers were used to decide 
on inclusion. Fifteen studies met our inclusion crite-
ria. Figure 1 shows the fl ow of studies including 
reasons for exclusion. 

 The main features of the included studies are 
shown in Table I. Six studies were carried out in the 
UK [20 – 25], three in Iceland [26 – 28], two in the 
USA [29,30], and one each in France [31], Norway 
[32], and New Zealand [33], while one compared 
the views of GPs in the UK, France, Poland, Spain, 
and Belgium regarding interventions to reduce anti-
biotic use [14]. Five considered patients in primary 
care with any presentation [25 – 27,30,33], seven only 



14 P. J. Lucas et al. 
  T

ab
le

 I
. 

D
es

cr
ip

ti
on

 o
f 

in
cl

ud
ed

 s
tu

di
es

 (
in

 d
at

e 
or

de
r)

.  

F
ir

st
 a

ut
ho

r,
 

da
te

F
oc

us
 o

n 
an

ti
bi

ot
ic

 
pr

es
cr

ib
in

g
L

oc
at

io
n

P
ar

en
t 

sa
m

pl
e

C
lin

ic
ia

n 
sa

m
pl

e
Il

ln
es

s
S

tu
dy

 f
oc

us

C
la

rk
e 

19
89

 
[2

0]
N

o
L

ee
ds

, 
U

K
  U

rb
an

F
am

ili
es

N
on

e
R

T
I 

 &
  f

eb
ri

le
 

ill
ne

ss
T

o 
in

ve
st

ig
at

e 
ho

w
 p

ar
en

ts
 f

ro
m

 d
if

fe
re

nt
 e

th
ni

c 
gr

ou
ps

 m
an

ag
e 

th
ei

r 
ch

ild
re

n ’
 s 

R
T

Is
  &

  f
ev

er
s 

 &
  t

he
ir

 c
on

su
lt

at
io

n 
w

it
h 

G
P

s.
 

F
ac

e-
to

-f
ac

e 
in

te
rv

ie
w

s
B

ut
le

r 
19

98
 

[2
1]

Ye
s

C
ar

di
ff

, 
U

K
5 

m
ot

he
rs

21
 G

P
s

  [1
 – 2

8 
ye

ar
s 

as
 

pr
in

ci
pl

es
]

S
or

e 
th

ro
at

T
o 

be
tt

er
 u

nd
er

st
an

d 
re

as
on

s 
an

ti
bi

ot
ic

s 
ar

e 
pr

es
cr

ib
ed

 f
or

 s
or

e 
th

ro
at

s.
 F

ac
e-

to
-f

ac
e 

in
te

rv
ie

w
s

B
ar

de
n 

19
98

 
[2

9]
Ye

s,
 a

nd
 i

n 
co

nt
ex

t 
of

 o
ve

ru
se

A
tl

an
ta

, 
U

S
A

 U
rb

an
29

 p
ar

en
ts

22
 p

hy
si

ci
an

s
U

R
T

I
T

o 
as

se
ss

 t
he

 a
tt

it
ud

es
 a

nd
 a

ss
um

pt
io

ns
 o

f 
ph

ys
ic

ia
ns

 a
nd

 
pa

re
nt

s 
re

ga
rd

in
g 

an
ti

m
ic

ro
bi

al
 u

se
 a

nd
 m

is
us

e.
 F

oc
us

 g
ro

up
s

E
lw

yn
 1

99
9 

[2
2]

Ye
s,

 a
nd

 i
n 

co
nt

ex
t 

of
 o

ve
ru

se
C

ar
di

ff
, 

U
K

 U
rb

an
2 

m
ot

he
rs

  1 
fa

th
er

1 
G

P
T

on
si

lli
ti

s
T

o 
ex

am
in

e 
th

e 
 “ s

ha
re

d-
de

ci
si

on
-m

ak
in

g ”
  m

od
el

 i
n 

si
tu

at
io

ns
 o

f 
co

nfl
 ic

t 
ov

er
 p

re
fe

rr
ed

 t
re

at
m

en
ts

. 
D

is
co

ur
se

 a
na

ly
si

s 
of

 
re

co
rd

ed
 c

on
su

lt
at

io
ns

A
rr

ol
 2

00
2 

[3
3]

Ye
s,

 a
nd

 i
n 

co
nt

ex
t 

of
 o

ve
ru

se
A

uc
kl

an
d,

 N
ew

 
Z

ea
la

nd
 U

rb
an

P
ar

en
ts

 c
on

su
lt

in
g 

fo
r 

ch
ild

re
n

13
 p

hy
si

ci
an

s
G

en
er

al
T

o 
ex

pl
or

e 
is

su
es

 a
nd

 a
tt

it
ud

es
 r

eg
ar

di
ng

 d
el

ay
ed

 p
re

sc
ri

pt
io

n 
us

e 
fr

om
 t

he
 p

er
sp

ec
ti

ve
s 

of
 f

am
ily

 p
hy

si
ci

an
s 

an
d 

pa
ti

en
ts

. 
F

ac
e-

to
-f

ac
e 

in
te

rv
ie

w
s

B
jo

rn
sd

ot
ti

r 
20

02
 [

26
]

Ye
s

Ic
el

an
d 

U
rb

an
  &

  
ru

ra
l

N
on

e
10

 G
P

s
G

en
er

al
T

hi
s 

st
ud

y 
ai

m
s 

at
 u

nd
er

st
an

di
ng

 G
P

s ’
  d

ec
is

io
n-

m
ak

in
g 

w
he

n 
de

ci
di

ng
 w

he
th

er
 o

r 
no

t 
to

 p
re

sc
ri

be
 a

nt
ib

io
ti

cs
. 

F
ac

e-
to

-f
ac

e 
in

te
rv

ie
w

s
Jo

ns
so

n 
20

02
 

[2
8]

N
o

Ic
el

an
d 

U
rb

an
17

 m
ot

he
rs

, 
6 

fa
th

er
s

N
on

e
O

ti
ti

s 
m

ed
ia

T
o 

ex
pl

or
e 

th
e 

vi
ew

s 
an

d 
fe

el
in

gs
 o

f 
pa

re
nt

s 
of

 p
re

-s
ch

oo
l 

ch
ild

re
n 

w
it

h 
ne

w
ly

 d
ia

gn
os

ed
 a

cu
te

 o
ti

ti
s 

m
ed

ia
 t

ow
ar

ds
 t

he
 

di
se

as
e 

an
d 

it
s 

di
ag

no
si

s 
an

d 
tr

ea
tm

en
t.

 F
ac

e-
to

-f
ac

e 
in

te
rv

ie
w

s
P

ra
di

er
 2

00
3 

[3
1]

Ye
s,

 a
nd

 i
n 

co
nt

ex
t 

of
 o

ve
ru

se
F

ra
nc

e
8 

gr
ou

ps
 o

f 
pa

re
nt

s
2 

gr
ou

ps
 o

f 
G

P
s

  1 
gr

ou
p 

of
 

pa
ed

ia
tr

ic
ia

ns
  2 

gr
ou

ps
 o

f 
ph

ar
m

ac
is

ts

F
ev

er
is

h 
na

so
ph

ar
yn

gi
ti

s
T

o 
ex

pl
or

e 
w

ay
s 

of
 m

od
if

yi
ng

 a
tt

it
ud

es
 a

nd
 b

eh
av

io
ur

s 
of

 d
oc

to
rs

 
(G

P
s 

an
d 

pa
ed

ia
tr

ic
ia

ns
),

 p
ar

en
ts

, 
an

d 
ph

ar
m

ac
is

ts
 t

ow
ar

ds
 

th
e 

ov
er

-p
re

sc
ri

pt
io

n 
of

 a
nt

ib
io

ti
cs

. 
F

oc
us

 g
ro

up
s

E
ve

ri
tt

 2
00

3 
[2

3]
Ye

s
U

K
11

 m
ot

he
rs

N
on

e
C

on
ju

nc
ti

vi
ti

s
T

o 
ex

pl
or

e 
pa

ti
en

ts
 ’  

un
de

rs
ta

nd
in

g 
of

 c
on

ju
nc

ti
vi

ti
s 

an
d 

it
s 

m
an

ag
em

en
t.

 F
ac

e-
to

-f
ac

e 
in

te
rv

ie
w

s
P

et
ur

ss
on

 
20

05
 [

27
]

Ye
s,

 a
nd

 i
n 

co
nt

ex
t 

of
 o

ve
ru

se
Ic

el
an

d 
U

rb
an

  &
  

ru
ra

l
N

on
e

16
 G

P
s

G
en

er
al

T
o 

ex
pl

or
e 

re
as

on
s 

gi
ve

n 
by

 I
ce

la
nd

ic
 G

P
s 

fo
r 

no
n-

ph
ar

m
ac

ol
og

ic
al

 p
re

sc
ri

bi
ng

. 
F

ac
e-

to
-f

ac
e 

in
te

rv
ie

w
s

L
ar

so
n 

20
06

 
[3

0]
Ye

s
N

ew
 Y

or
k,

 U
S

A
  U

rb
an

25
 m

ot
he

rs
3 

he
al

th
 c

ar
e 

pr
of

es
si

on
al

s
  2 

ph
ar

m
ac

y 
em

pl
oy

ee
s

G
en

er
al

T
o 

de
sc

ri
be

 t
he

 k
no

w
le

dg
e,

 a
tt

it
ud

es
, 

be
lie

fs
, 

an
d 

pr
ac

ti
ce

s 
of

 
L

at
in

o 
co

m
m

un
it

y 
m

em
be

rs
 r

eg
ar

di
ng

 t
he

 u
se

 o
f 

an
ti

bi
ot

ic
s.

 
F

oc
us

 g
ro

up
s

R
os

e 
20

06
 

[2
4]

Ye
s,

 a
nd

 i
n 

co
nt

ex
t 

of
 o

ve
ru

se
S

he
ffi

 e
ld

  &
  

B
er

ks
hi

re
, 

U
K

N
on

e
39

 G
P

s
C

on
ju

nc
ti

vi
ti

s
T

o 
in

ve
st

ig
at

e 
th

e 
no

n-
cl

in
ic

al
 d

et
er

m
in

an
ts

 o
f 

th
e 

m
an

ag
em

en
t 

of
 a

cu
te

 i
nf

ec
ti

ve
 c

on
ju

nc
ti

vi
ti

s 
in

 c
hi

ld
re

n.
 T

el
ep

ho
ne

 
in

te
rv

ie
w

s
H

aw
ki

ng
s 

20
08

[2
5]

Ye
s

S
ou

th
 W

al
es

, 
U

K
A

du
lt

s,
 o

f 
w

ho
m

 
9 

w
er

e 
m

ot
he

rs
N

on
e

G
en

er
al

T
o 

ac
hi

ev
e 

a 
de

ep
er

 u
nd

er
st

an
di

ng
 o

f 
th

e 
us

e 
of

 a
nt

ib
io

ti
cs

 i
n 

th
e 

co
m

m
un

it
y.

 F
ac

e-
to

-f
ac

e 
in

te
rv

ie
w

s
H

oy
e 

20
10

 
[3

2]
Ye

s,
 a

nd
 i

n 
co

nt
ex

t 
of

 o
ve

ru
se

N
or

w
ay

N
on

e
33

 G
P

s
R

T
Is

T
o 

ex
pl

or
e 

N
or

w
eg

ia
n 

G
P

s ’
  v

ie
w

s 
an

d 
ex

pe
ri

en
ce

s 
of

 d
el

ay
ed

 
an

ti
bi

ot
ic

 p
re

sc
ri

bi
ng

 i
n 

pa
ti

en
ts

 w
it

h 
U

R
T

Is
. 

F
oc

us
 g

ro
up

s
T

on
ki

n-
C

ri
ne

 
20

11
 [

14
]

Ye
s,

 a
nd

 i
n 

co
nt

ex
t 

of
 o

ve
ru

se
U

K
, 

F
ra

nc
e,

 P
ol

an
d,

 
S

pa
in

, 
B

el
gi

um
N

on
e

52
 G

P
s

R
T

Is
T

o 
el

ic
it

 G
P

s ’
  v

ie
w

s 
on

 s
tr

at
eg

ie
s 

fo
r 

an
ti

bi
ot

ic
 p

re
sc

ri
bi

ng
. 

F
ac

e-
to

-f
ac

e 
an

d 
te

le
ph

on
e 

in
te

rv
ie

w
s



 Parent and clinician views on prescribing for childhood infections    15

those with RTIs [14,20 – 22,29,31,32], two with con-
junctivitis [23,24] and one with otitis media [28]. 

 More than 300 individuals, including 86 moth-
ers, 15 fathers, and 207 clinicians (usually GPs), 
were included in these studies (sample sizes were not 
always reported for specifi c participant groups). Six 
studies included the views of parents and clinicians 
[21,22,29 – 31,33], fi ve those of clinicians only 
[14,24,26,27,32], and four those of parents only 
[20,23,25,28]. No study included the views of chil-
dren. Study appraisals are presented in Table II. 

 Studies were published between 1998 and 2011, 
and only two earlier studies [20,28] did not focus 
only on prescriptions for antibiotics (see study focus 
Table I). Thirteen asked specifi cally about antibiotic 
treatment, of which eight set this within the context 
of over-prescribing. This context infl uenced design, 
data collection, and analysis  –  for example, by includ-
ing questions about perceptions of overprescribing 
[29], or by purposively sampling and comparing high 
and low prescribers [33]. Therefore fi ndings reported 
here often concern antibiotic prescribing only.   

 Synthesis 

 Figure 2 provides an example of the process of iden-
tifying and translating constructs. Constructs 
emerged relating to beliefs and behaviours that infl u-
enced preferences and decisions regarding prescrip-
tion of antibiotics for both parents and clinicians, 
along with consultation needs. These constructs are 
summarized in Table III, separated into views and 
perceptions that trigger a decision to prescribe, sup-
port a decision not to prescribe, and consultation 
needs for each of clinicians and parents.  

 Views and perceptions that trigger a decision/preference 
to prescribe 

 Four factors triggered decisions to prescribe among 
clinicians: perceived pressure from parents; perceived 
pressure from outsider the consulting room, a belief 
they should be prescribed  “ just in case ” ; and where 
clinicians believed they were clearly indicated. 
Perceived pressure from parents was reported as the 
principle reason to prescribe in several studies 
[14,27,29], although this did not necessarily imply a 
stated expectations or desire. This perceived pressure 
could also result from parental anxiety [24,27,28,33], 
fear of litigation, and concern for the consequences 
for the doctor – patient relationship (including re-con-
sultation). Perceived external pressure came from 
educators, employers [24,26,29], and in the US study 
from drugs companies [29]. The only clear indica-
tions for prescribing antibiotics given by clinicians in 
these studies was  “ green nasal discharge ”  [29] and as 
a  “ treatment ”  for high parental anxiety. In addition 
to these positive decisions to prescribe, there were a 
number of contexts within which clinicians prescribed 
 “ just in case ” . Where they felt over-prescription was 
not a problem, or not a problem for them (e.g. located 
in secondary care) they felt there was no reason not 
to prescribe [29]. Where clinicians felt uncertain of 
the consequences of not prescribing they would also 
sometimes prescribe. This occurred both where diag-
nosis was unclear, and also where they were uncertain 
that parents could manage the illness themselves, par-
ticularly where there was no continuity of care so doc-
tor and parent did not know each other [27]. 

 Two factors drove parents to certainly want a pre-
scription. In line with clinician reports, some parents 
reported that pressure from daycare providers and 

  Table II. Study appraisal.  

First author, 
date

Primary marker:
  Is the aim of the 

research to 
explore subjective 

meanings of 
experience?

Context sensitivity:
  Is the research 

design sensitive to 
the context in 

which study takes 
place?

Sampling strategy:
  Is the sampling 

strategy described 
appropriate and 

informed by theory 
or context?

Data quality:
  Are different 

sources of 
knowledge/

understanding 
compared?

Theoretical 
adequacy:

  Is process from 
theory to 

interpretation 
explicit?

Generalizability 
and typicality:

  What claims are 
being made, and 
do they follow 
from the data?

Clarke 1989 [20] Partly satisfi ed Partly satisfi ed Unclear Partly satisfi ed Satisfi ed Satisfi ed
Butler 1998 [21] Satisfi ed Unclear Satisfi ed Satisfi ed Satisfi ed Satisfi ed
Barden 1998 [29] Satisfi ed Unclear Unclear Satisfi ed Not satisfi ed No claims
Elwyn 1999 [22] Partly satisfi ed Unclear Satisfi ed Partly satisfi ed Satisfi ed No claims
Arrol 2002 [33] Satisfi ed Unclear Satisfi ed Satisfi ed ? No claims
Bjornsdottir 2002 [26] Satisfi ed Unclear Unclear Satisfi ed Satisfi ed Satisfi ed
Jonsson 2002 [28] Satisfi ed Unclear Satisfi ed Satisfi ed Satisfi ed Unclear
Pradier 2003 [31] ? Unclear Unclear Satisfi ed Not satisfi ed Unclear
Everitt 2003 [23] Satisfi ed Unclear Satisfi ed Partly satisfi ed Not satisfi ed Satisfi ed
Petursson 2005 [27] Satisfi ed Unclear Satisfi ed Partly satisfi ed Satisfi ed No claims
Larson 2006 [30] Satisfi ed Unclear Satisfi ed Satisfi ed Satisfi ed Satisfi ed
Rose 2006 [24] Partially satisfi ed Unclear Satisfi ed Satisfi ed Unclear Not satisfi ed
Hawkings 2008 [25] Satisfi ed Satisfi ed Satisfi ed Unclear Satisfi ed Satisfi ed
Hoye 2010 [32] Satisfi ed Unclear Unclear Satisfi ed Unclear Satisfi ed
Tonkin-Crine 2011 [14] Satisfi ed ? Satisfi ed Satisfi ed Not satisfi ed Satisfi ed



16 P. J. Lucas et al. 

Quotation presented in study (1st Order Construct)

“[They know the case] in spite of the best .. intentions
of not doing it (laughs) you see, to spend a long time on
something else when one has to cope, it is impossible.
[J]” Bjorndottir 2002 p.21 Q3

3rd Order Construct
Clinicians wanted quick
consultations

Theme present in literature (2nd Order Construct)

Theme present in literature (2nd Order
Construct) 
Physicians commented that prescribing
antibiotics allowed them to conclude the patient
visit rapidly (Barden 1998)

Some doctors described time pressure as an occasional
reason for prescribing, for example when lacking time
to explain to the patient the inadequacy of antibiotics.
Bjorndottir 2002 

  Figure 2.     Examples of third-order development.  

employers meant they wanted antibiotics to reduce 
the risk of absence, or to reduce the risk of infection 
[22,23,29]. Parents also wanted antibiotics where 
they believed they were effi cacious for their child ’ s 
current illness: they would improve the severity or 
duration of symptoms including pain [22,24,28,29], 
reduce the likelihood they would need to return to 
the doctor [22,29], or in one study that conjunctivi-
tis would persist and be transmitted to others with-
out treatment [23].   

 Views and perceptions that support a decision/preference 
not to prescribe 

 Concerns regarding adverse effects and antibiotic 
resistance discouraged clinicians from prescribing 
[22], as did concerns regarding over-prescription 
in general [29,31]. Where clinicians did not feel 
there was pressure from parents to give a prescrip-
tion, this enabled them to avoid prescribing anti-
biotics [26,29,32]. GPs in France and Poland used 
near-patient tests to reduce uncertainty concern-
ing diagnosis [14]. 

 A  “ no treatment ”  preference among parents was 
reported in several studies and this decreased demand 
for antibiotics. Parents wanted to monitor their 
child ’ s illness, and were happy to hear that antibiot-
ics were not required [21,23,25,30]. For some, resis-
tance to prescriptions was explicitly linked to 
concerns about harmful effects of antibiotics or med-
icines in general [23,25,28] and to fears that antibi-
otics would produce resistance  within their own child  
and thus he/she would not benefi t from future treat-
ment [25,28,29]. Some parents in one study reported 
deliberately limiting consumption of prescribed anti-
biotics [25]. Parents could feel unhappy when they 
received antibiotics but not the reassurance or infor-
mation they wanted, or if the symptoms they were 
concerned about (e.g. pain) were not addressed 
[20,21].   

 Consultation needs 

 Some of the factors infl uencing decisions to prescribe 
related to the consultation needs of parents and clini-
cians as described in this group of studies. Where the 
needs of these two parties were at odds, this seemed 
to feature in antibiotic prescribing decisions. Parent 
needs were threefold; they wanted a medical exami-
nation and evaluation [20,23,28,29], they wanted a 
medical decision [14,20 – 33], and fi nally (depending 
on this decision) they wanted appropriate treatment 
[20 – 23,29,31]. Importantly, where they felt they had 
received a good evaluation parents were happy to 
accept clinicians ’  advice and decisions even where 
this differed from their expectations. They trusted the 
clinicians ’  greater knowledge of the problems they 
were experiencing. Clinicians needed a consultation 
that was quickly completed and where both parents 
and clinician were satisfi ed with the outcome [24,29]. 
They also wanted to educate parents to understand 
that antibiotics were not necessary [21,29], but found 
this diffi cult to achieve [21]. The pressure to keep 
consultations short meant some gave in order to 
bring consultations to a rapid conclusion [26,29].    

 Discussion  

 Principal fi ndings 

 Across these studies clinicians described limited occa-
sions when they were certain about the prescription 
decision (either to prescribe or not to prescribe). More 
often, clinicians reported prescribing when uncertainty 
existed either because of the lack of diagnosis, or uncer-
tainty regarding the social, health, or legal consequences 
of not prescribing and therefore took a  “ just in case ”  
approach. Clinicians also report prescribing under 
pressure, when factors other than clinical presentation 
(parents, employers, drugs companies, time for consul-
tation) pushed them into prescribing. All of these fac-
tors increased the likelihood they would prescribe, even 



 Parent and clinician views on prescribing for childhood infections    17

  Table III. Factors infl uencing prescription decision (third-order constructs).  

Infl uence on Third order construct Supporting sub themes

Clinician factors 
supporting decisions 
to prescribe

Just in case Non-treatment is too risky where there is uncertainty about the 
consequences of not prescribing, uncertainty about a parent’s ability 
to cope, uncertainty about diagnosis [24,27]

Pressures from outside 
the consulting room

US based clinicians said incentives & free samples from pharmaceutical 
industry encouraged prescription [29]

Requirement to end consultation quickly [26,29]
Pressure to give antibiotics to allow return to work or daycare [24,26]
Clinicians believed that use of day care and other group exposures were 

a major cause of antibiotic overuse because it led to frequent 
infections [29]

Clinically indicated A green nasal discharge indicated antibiotics were needed [29]
Antibiotic prescription can reduce parental anxiety [24,27,28,33]

Perceived pressure from 
parents

Potential for litigation, repeat consultations, visits to other doctors, late 
night calls, [14,29,31]

To increase patient satisfaction and reinforce the doctor-patient 
relationship [29,31,14]

Prescribing was ‘less stressful’ for the clinician than an ‘anxious and 
angry’ parent. [28, 33, 24, 27]

Potential for litigation, repeat consultations, visits to other doctors, late 
night calls, [14, 29, 31]

Clinicians felt that parental expectations for antibiotics was the principle 
factor that infl uenced them to prescribe antibiotics when not needed 
[27, 29]

Parent factors 
supporting decisions 
to prescribe

Prescription is needed A minority of parents believed antibiotics would resolve symptoms and 
avoid repeat consultations and that they were needed when home 
management failed [21, 22, 29, 23, 24, 28]

Because the current illness is bacterial [29]
External pressures From day care providers/school or employment demands [22,23,29]

Clinicians factors 
supporting decisions 
not to prescribe

Concern about adverse 
outcomes

Lack of pressure to 
prescribe

Concern about adverse outcomes [22]

Lack of perceived parental pressure [26,29,32]

Certainty a prescription 
not needed

Near patient tests provided certainty a prescription is not needed [14]

Concern about over 
prescription

Belief that they or their practice colleagues already overprescribe [29,31]

Parent factors 
supporting decisions 
not to prescribe

No-intervention 
preference

Concern about side 
effects

Preference for a no-intervention approach [21,23,25,30]

Concern about adverse outcomes [22,23,25,28,29]

Do not believe will be 
helpful

Belief the prescription will not improve symptoms [20,21]

Clinician consultation 
needs

A good consultation A good consultation is one which is quickly completed, and both 
parents and clinician are satisfi ed [24,29]

Parent education To educate parents about illness/treatment [21, 29]

Parent consultation 
needs

A medical assessment
A necessary appointment

A medical evaluation and medical information [20,23,28,29,31]
Don ’ t want to  “ bother ”  the doctor unnecessarily [22]

 “ Appropriate ”  treatment To receive  “ appropriate ”  treatment as recommended by a doctor 
[20 – 23,29,31]

A medical decision A medical decision (which could be that no treatment was necessary) 
[21,23,29,20,21,33]

when they did not believe antibiotics were clinically 
indicated. Some parents wanted a prescription because 
they believed it would improve their child ’ s illness. But 
parents were also concerned to get appropriate advice 
or treatment for their child, and some preferred to avoid 
medicines if possible. Parents sought a thorough med-
ical assessment from a doctor they trusted, and were 

satisfi ed with treatment decisions which differed from 
their expectations where this was the case.   

 Strengths and weaknesses of the study 

 This review is the fi rst to consider the views of 
both parents and primary care clinicians regarding 
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all prescriptions for minor acute childhood infection. 
The scope of this review is wide, which resulted in a 
diffuse search strategy but also enabled us to include 
the views of a large number of people from diverse 
contexts, and to draw on unpublished work and 
papers published in languages other than English. 

 One of the strengths of a systematic approach to 
reviewing is in the ability to comment on what is 
absent, as well as what is present in the literature. We 
noted that no studies included the views of children, 
and this is a weakness of the literature. Further, we 
noted that the literature was dominated by concerns 
about over-prescribing of antibiotics. The means 
there is a focus on clinicians ’  perceptions regarding 
those occasions when they prescribe  despite  believing 
they are probably not clinically indicated. We do not 
know about those cases where clinicians believe they 
have made a clinically sound decision (either to pre-
scribe or not) [34], so we cannot comment on 
whether or how these would differ. 

 In common with other reviews of qualitative 
research, in pooling fi ndings across studies and meth-
ods we lose contextual details that may have relevance 
in understanding our fi ndings. Our search strategy 
may have missed studies of interest where they did 
not mention words relating to prescriptions.   

 Comparison with literature 

 Previous studies have shown that parents do not always 
get what they need from primary care consultations. 
Reports suggest parents leave consultations with insuf-
fi cient information on diagnosis and treatment options 
and feeling uncertain [35,36], and that poor clinical 
assessments and lack of access to health care contribute 
to hospitalization for RTI [10]. Our review suggests this 
dissatisfaction might arise when parents ’  desire for a 
thorough medical evaluation confl icts with a clinician ’ s 
desire for a speedy consultation or when it is interpreted 
by clinicians as anxiety or demands for antibiotics. 
Parental anxiety about child illness has been shown to 
increase the frequency of consultations and antibiotic 
use [37], but requests for medical evaluations and state-
ments of concerns by parents may be misinterpreted as 
requests for treatment [27,38,39]. 

 A recent study would agree with our fi ndings. 
Brookes-Howell and colleagues considered parent sat-
isfaction with prescribing decisions in four European 
countries. In 50 of the 63 cases examined, parents were 
satisfi ed with the prescription decision and their rea-
sons were similar to those reported here: beliefs that 
particular symptoms needed antibiotics, that antibiotics 
were effi cacious, and, in contrast, that medication 
should be avoided if possible. In common with our 
review, the authors note that parents are often ready to 
accept clinician decisions, even when they disagree with 

them, but that trust and open communication within 
the consultation are key to achieving this [40].   

 Meaning of the study 

 This review suggests that clinicians prescribe 
antibiotics  “ just in case ”  when faced with clinical 
uncertainty. This is important, because exhortations 
not to prescribe will not address this uncertainty. It 
is not certain which cases may develop complications 
and require hospitalization, or whether individual 
children might benefi t from antibiotics [9,10,41]. 

 This review further suggests that parental 
concerns or desire for a medical evaluation may be 
misinterpreted as a demand for medical treatment 
(a prescription), and that some parents prefer not 
to use medication for their children. It is important 
that clinicians check and address parental concerns, 
as this may reduce the  perceived  pressure to 
prescribe. 

 Good medicine includes emotional as well as 
clinical care [42] and guidance that clinicians explic-
itly address parental concerns already exists [43]. 
The fi ndings of this study suggest how clinicians 
might better present responses to these. First, infor-
mation on the natural history of an illness should 
respond to parents ’  desire for information that is 
specifi c to  this  child on  this  occasion. Second, the 
physical examination  in itself  may be important for 
reassuring parents.    
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