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Introduction 
Preschoolers experience regular illness because of infections, which results in more trips to basic care than any other age group. The most 

common reason pediatricians visit the hospital is for respiratory tract illnesses (RTIs). Antibiotics are frequently recommended for RTIs even though 
they are typically self-limited and unlikely to alter the course of the disease [1]. Antibiotic use raises the likelihood that patients will experience 
adverse events and that they will seek counsel in the event of recurrent episodes.  The limited diagnostic tools used in basic care frequently result 
in ambiguous diagnoses and incidents of improper antibiotic prescribing [2]. Moreover, antibiotics are provided in order to avoid complications or 
to satisfy parental expectations if symptoms continue. Some clinical practice guidelines advise DAP (Delayed Antibiotic Prescription) if the need 
for antibiotics is suspected. The scientific proof on the use of DAP in young kids is limited, with research studies only in the United States England 
and Jordan [3]. This occurs in some RTI infections, conjunctivitis, and urinary tract infections. Implications of the DAP method in wealthy nations 
with increased revenue. Antibiotic usage is unknown, as it is in southern Europe. Hence, in order to compare the effectiveness of DAP to that of IAP 
(Immediate Antibiotic Prescription) and NAP (No Antibiotic Prescription), we carried out a randomized trial. 

Methods 
Clinical research evaluating three different prescription methods for antibiotics. Participants were kids who visited 39 primary care clinics with 

simple acute respiratory infections. The following prescription drugs were given out at random to kids: DAP, IAP, or NAP [4]. The duration and 
intensity of the symptoms were the key results. Further primary care visits, antibiotic use, parent beliefs, problems at 30 days, and parent satisfaction 
were secondary outcomes. Children with pharyngitis were not included in the study by pediatricians with access to quick strep, but three other 
infections were. In Spain, recruitment took place in 39 primary healthcare facilities between June 2012 and June 2016 (Figure 1) [5]. Parents of 
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Figure 1: The number of participants enrolled, randomly allocated, followed-up, and included in the study.
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children treated with DAP were given antibiotic prescriptions by pediatricians, who also encouraged them to only consider providing the antibiotic 
if the kid did not feel better 4, 7, 15, or 20 days after the acute ear infection started. The child’s temperature was less than 39 °C after 24 hours or less 
than 38 °C but greater than 39 °C after 8 hours or the child’s condition was much worse (Table 1) [6]. All parents were informed that it was usual for 
the child to feel a bit worse at initial days to visit, and they were encouraged to think about going back to the doctor if they felt it was necessary or if 
the child felt worse after taking the antibiotic. Which antibiotic to recommend for the DAP and IAP methods was selected by each pediatrician. The 
coordinating center kept track of the kids by contacting the families on days 2 and 30 post inclusion, as well as on days 7, 15, and 22 if the families 
had previously reported persistent symptoms. Overall health, symptoms duration and severity, antibiotic and non-antibiotic use, extra primary care 
visits, serious incidents, and consequences were among the data gathered during telephone follow-up and were compared with patient records. Only 
daytime data on parental satisfaction and views were gathered 30 CDs [7, 8].

Conclusion 
Children with simple respiratory infections who underwent DAP exhibited no statistically significant change in symptom duration or intensity 

compared with NAP or IAP methods; However, DAP reduced antibiotic use and gastrointestinal side effects. Because trial participants receive 
systematic counselling and are therefore more motivated, it is important to proceed cautiously when interpreting the low use of antibiotics seen 
in clinical trials. In our pediatric investigation, symptom duration was marginally greater with DAP than with IAP or NAP, although the duration 
of moderate and severe symptoms in proportion to satisfaction was longer with DAP than with IAP but less than with NAP [9, 10]. DAP data on 
antibiotic use showed that children were more likely than adults to use them: 25.3% of children used antibiotics, compared to 32.6% of adults. Kid 
study’s lower usage of antibiotics than our adult studies could be attributed to two things: parents’ increased worry over antibiotic side effects and 
more use of medical consultations for less severe attacks [11]. When a doctor has cause to think that antibiotic therapy is being used inappropriately 

Prescription Strategy Total 
(N = 436)IAP (n = 148) DAP (n = 146) NAP (n = 142)

Girls 79 (53.4) 68 (46.6) 79 (55.6) 226 (51.8)
Age, y, mean (SD) 6.4 (3.1) 6.4 (3.2) 6.1 (2.8) 6.3 (3.0)
  2 - 5 67 (45.2) 71 (48.6) 73 (51.4) 211 (48.4)
  6 - 10 59 (39.9) 58 (39.7) 57 (40.1) 174 (39.9)
  11 - 14 22 (14.9) 17 (11.7) 12 (8.4) 51 (11.7)
Wt, kg, mean (SD) 25.8 (11.6) 26.1 (12.1) 24.0 (10.0) 25.3 (11.3)
Parental education

  Primary or less 7 (4.7) 3 (2.1) 7 (4.9) 17 (3.9)
  Secondary 66 (44.6) 65 (44.5) 61 (43.0) 192 (44.0)
  Tertiary 75 (50.7) 78 (53.4) 74 (52.1) 227 (52.1)
Respiratory comorbidity 16 (10.8) 14 (9.6) 11 (7.8) 41 (9.4)
Pulmonary disease 13 (8.8) 13 (8.9) 7 (4.9) 33 (7.6)
Smoker parents 60 (40.5) 57 (39.0) 56 (39.4) 173 (39.7)
Respiratory tract infection

  Rhinosinusitis 9 (6.1) 9 (6.1) 8 (5.6) 26 (6.0)
  Pharyngitis 48 (32.4) 49 (33.6) 49 (34.5) 146 (33.5)
  Acute bronchitis 14 (9.5) 13 (8.9) 13 (9.2) 40 (9.2)
  Acute otitis media 77 (52.0) 75 (51.4) 72 (50.7) 224 (51.4)
Symptom severity score, mean (SD)a

  Fever 3.7 (2.0) 3.7 (1.6) 4.1 (1.7) 3.8 (1.8)
  Discomfort and/or general pain 3.1 (1.3) 3.0 (1.1) 3.0 (1.3) 3.0 (1.2)
  Cough 2.1 (1.9) 2.4 (1.9) 2.5 (2.1) 2.3 (1.9)
  Difficulty sleeping 2.6 (1.8) 2.8 (1.8) 3.1 (1.8) 2.8 (1.8)
  Everyday routine disruptions 2.8 (1.4) 2.7 (1.3) 2.9 (1.3) 2.8 (1.4)
  Irritability 2.6 (1.6) 2.6 (1.5) 2.6 (1.6) 2.6 (1.6)
Symptom duration previsit, d, mean (SD) 2.5 (3.1) 2.8 (5.8) 2.2 (3.2) 2.5 (4.2)
General health status score, mean (SD)b 66 (19) 65 (17) 64 (19) 65 (18)
Feverish 32 (36.8) 28 (33.3) 19 (26.0) 79 (32.4)
Fever ≥38 °C lasting ≥24 h 51 (34.5) 54 (37.0) 62 (43.7) 167 (38.3)
Parental worry level

  Not at all or only slightly worried 17 (11.5) 25 (17.1) 17 (12.0) 59 (13.5)
  A little worried 52 (35.1) 46 (31.5) 47 (33.1) 145 (33.3)
  Moderately worried 69 (46.6) 71 (48.6) 73 (51.4) 213 (48.9)
  Very or extremely worried 10 (6.8) 4 (2.7) 5 (3.5) 19 (4.4)

Table 1: Patient baseline characteristics.

Note: Data are presented as rates and percentages.
a)	 The symptoms that are common to the 4 studied pathologies are those that are rated on a Likert scale from 0 to 6. 
b)	 Rated on a visible analogy scale from 0 worst health status to 100 best health status at the initial appointment.
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for children with uncomplicated RTIs, DAP is an efficient and secure approach. Therefore, DAP is a helpful instrument to handle the bacterial 
resistance public health issue. When it is obvious that antibiotics are inappropriate, as is the case in the majority of acute bronchitis patients, NAP 
continues to be the favored approach. Children treated with DAP did not exhibit any measurable difference in side effect length or intensity when 
compared to NAP and IAP strategies in this randomized clinical trial. antibiotic study. DAP caused considerably very little antibacterial drugs use 
and gastrointestinal negative impacts when compared to IAP [12].        
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