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BEST PRACTICE ADVOCACY CENTRE NEW ZEALAND 

SCOPE 

1 Guideline title 

Respiratory tract infections (self-limiting) - reducing antibiotic prescribing 

2 Guideline Contextualisation 

This is a contextualisation of ‘Respiratory tract infections – antibiotic prescribing' 

(NICE clinical guideline 69). The guideline contextualisation process is described 

in detail on the BPACnz website (see section 6, ‘Further information’).  

The NICE guideline development process is described in detail on the NICE 

website (see section 6, ‘Further information’). The scope of NICE clinical guideline 

69 is available here. 

A Guideline Review and Contextualisation Group (GRCG) was convened with 

recognised experts and clinical leaders (see section 5). This group will be 

responsible for reviewing the NICE guideline and recommending to the Clinical 

Advisory Group any changes deemed necessary for the New Zealand context.  

The evidence base for the guideline being contextualised will not be reviewed 

and/or updated.  

The guideline will provide recommendations for good practice that are based on 

the best available evidence of clinical and cost effectiveness. 

3 Clinical need for the guideline  

a) Antibiotics are commonly prescribed in primary care for respiratory tract 

infections (RTIs) in both adults and children. General practice 

consultation rates in England and Wales show that a quarter of the 

population will visit their GP because of an RTI each year. RTIs are the 

reason for 60% of all antibiotic prescribing in general practice, and this 

constitutes a significant cost to the NHS. The cost of acute cough alone, 

in terms of antibiotic prescribing costs, is greater than £15 million a 

http://www.nice.org.uk/guidance/cg69/documents/respiratory-tract-infections-rti-final-scope-2
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year. The overall level of prescribing of antibiotics for the New Zealand 

population appears to be a little higher than that in the UK. A study of 

antimicrobial prescribing in the Tairawhiti DHB during 2005 and 2006, 

found that overall 51% of the population received one or more 

prescriptions for an antibiotic. Approximately 60% of children aged 0-15 

years received one or more prescriptions for an antibiotic.1 This level of 

antibiotic prescribing is similar to that reported in the UK during the 

same period : 508 antibiotic prescriptions per 1000 child years for 

children aged 0-18 years in the UK during 2006.2 Another study of the 

overall level of antimicrobial dispensing in New Zealand found that the 

annual per capita level of consumption of antibiotics in New Zealand 

during 2010, was approximately 24 defined daily doses (DDDs) per 

1000 population per day, a level that was higher than that in the UK – 

approximately 18 DDDs per 1000 population per day.3  

A study conducted in 17 general practices in New Zealand, caring for a 

total of just over 100,000 patients, between 1991 and 1992, found that 

the rate of prescribing an antibiotic for patients presenting with an upper 

respiratory tract infection, ranged from 61% to 89%.4 The available 

evidence suggests that there is a significant opportunity to reduce 

antimicrobial prescribing for respiratory tract infections in New Zealand. 

There is good evidence that antibiotics offer little benefit in treating a 

large proportion of RTIs in adults and children in primary care. These 

RTIs include the common cold, acute sinusitis, acute otitis media and 

acute bronchitis. These conditions are largely self-limiting, and 

complications are likely to be rare if antibiotics are withheld. The 

inappropriate prescribing of antibiotics has the potential to cause drug-

related adverse events, to increase the prevalence of antibiotic resistant 

organisms in the community and to increase primary care consultation 

rates for minor illness.  

b) There is evidence that the outcomes of respiratory tract infections in 

some New Zealand population groups are worse than those in the UK 

population, largely because of socioeconomic deprivation leading to 
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issues such as overcrowding and delayed healthcare consultation. This 

raises the possibility that in these New Zealand population groups there 

may be significant benefits from antibiotic therapy of self-limiting 

respiratory tract infections. The rates of admission to hospital for 

pneumonia in children and the severity of pneumonia in hospitalised 

children are considerably higher in Pacific and Māori children than they 

are in European children.5,6 Similarly, the incidence of bronchiectasis in 

Māori and Pacific children in New Zealand is considerably higher than 

in children in other comparable developed countries.7  

There is no evidence that the high incidence and severity of some 

respiratory tract infections in Māori and Pacific children is the 

consequence of them not receiving antibiotic treatment for self-limiting 

respiratory tract infections. However, it is likely that these ethnic 

disparities will influence decisions about which patients are offered an 

immediate antibiotic prescription based on their relative risks of 

developing complications.  

c) Three different antibiotic management strategies can be used to deal 

with RTIs within the primary care consultation: no antibiotic prescribing; 

delayed (or deferred) antibiotic prescribing (in which an antibiotic 

prescription is written for use at a later date should symptoms worsen) 

and immediate antibiotic prescribing. The decision negotiated between 

practitioner and patient depends on both the practitioner’s assessment 

of the risk of complications if antibiotics are withheld and on the 

patient’s expectations regarding an antibiotic prescription. Perceived 

advantages of delayed prescribing as a strategy over no prescribing are 

that it offers a ‘safety net’ for the small proportion of cases that develop 

into complicated infections, and a patient expecting antibiotics is more 

likely to agree with this course of action rather than with no prescribing. 

There is also evidence that delayed antibiotic prescribing reduces the 

use of antibiotics for the common cold, acute otitis media, sinusitis and 

acute bronchitis. Delayed prescribing strategies have been used by 

some New Zealand general practitioners for more than a decade.8 
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However, the extent to which they are currently used in family practice 

in New Zealand is unknown. 

d) Various guidelines, including those from the Best Practice Advocacy 

Centre, 9 provide guidance for New Zealand primary care practitioners 

on the management of self-limited respiratory tract infections. However, 

the persistently high levels of antibiotic prescribing for these conditions 

suggest there is potential for substantial benefit from guidelines that 

discuss: 

 which RTIs do not require immediate antibiotic treatment 

 which antibiotic management strategies could be offered once a 

decision has been made that the patient does not need immediate 

antibiotic treatment 

 the clinical and cost-effectiveness of delayed prescribing or no 

prescribing as a management strategy to be used in the consultation 

to ensure the appropriate use of antibiotics for RTIs. 

 the need for stronger prevention efforts for infectious diseases, and 

reinforce the need to reduce ethnic and social inequalities; and to 

address disparities in broad social determinants such as income 

levels, housing conditions and access to health services10. 

 

4 The guideline 

a) This document is the scope. It defines exactly what this guideline will 

(and will not) examine, and what the guideline review and 

contextualisation group will consider.  

b) The areas that will be addressed by the guideline are described in the 

following sections. 
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4.1 Population  

Groups that will be covered 

Adults and children (3 months and older) in whom immediate antibiotic 

prescribing is not indicated (see section 4.3 a). 

Specific consideration will be given to Māori and Pacific Island 

populations.  

Groups that will not be covered 

Adults and children with RTIs in whom further investigation and/or 

immediate antibiotic prescribing is appropriate. 

4.2 Healthcare setting 

Primary care and community settings. These will include general 

practices, fee for service urgent care clinics, community pharmacies, 

and primary medical and nursing care provided in emergency 

departments. 

4.3 Clinical management (including key interventions) 

Areas covered by the guideline 

a) Definitions, using clinical symptoms and signs, for the following RTIs 

considered suitable for delayed prescribing or no prescribing:  

 earache (suspected acute otitis media) 

 acute cough (suspected acute bronchitis) 

 acute sinusitis 

 common cold/rhinosinusitis.  

This will include consideration of the evidence relating to the ability of 

symptom/sign clusters for each condition to predict likely benefit or not 

from immediate prescription of antibiotics. 
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b) Assessment of the above conditions within the primary care 

consultation, in order to decide what antibiotic management strategies 

should be offered. 

c) For patients for whom antibiotics are not indicated immediately, the 

following antibiotic management strategies will be considered. 

 Delayed treatment with antibiotics, including methods and duration of 

delay (antibiotic prescription written for collection or use at a later 

date should symptoms worsen or persist for a defined period of time). 

 No treatment with antibiotics (patients may be asked to re-consult if 

symptoms worsen or persist for a defined period of time with clear 

instruction on what symptoms to look out for when deterioration 

occurs i.e. skin rash, increasing SOB, recurrent vomiting). 

d) The mode of delivery of the strategies in 4.3.1 c – brief verbal advice 

from the practitioner compared with the use of patient information 

leaflets.  

e) Advice on the use of analgesics (paracetamol/aspirin and/or ibuprofen) 

or other symptomatic treatments for patients in 4.3.1 c. 

Areas not covered by the guideline 

a) Details of diagnosis and management of specific RTIs.  

b) Sore throat (suspected pharyngitis or tonsillitis). 

Sore throat/pharyngitis/tonsillitis has been excluded from the scope of 

the NZ contextualised guideline for two reasons: (i) that in contrast to 

the UK, New Zealand has a relatively high incidence of rheumatic fever 

and therefore the risks of not prescribing an antibiotic treatment for 

many patients with sore throat are very much greater; and (ii) that in 

contrast to the UK, in New Zealand there are widely used guidelines 

that recommend antimicrobial treatment for a large number of patients 

with sore throat.  



 

Respiratory tract infections (Self-limiting) – antibiotic prescribing 

Bpac
nz

 SCOPE  Page 7 of 11 

In recent years in New Zealand, there have been approximately 100 

hospital admissions per year in children aged 5-14 years for newly 

diagnosed acute rheumatic fever. Annual incidence rates, estimated 

from hospital admission data, in people aged 5-14 years have been 

approximately 80/100,000 in Pacific people, 34/100,000 in Māori people 

and 1/100,000 in European people.10 

Because of the high incidence of rheumatic fever in Pacific and Māori 

children the New Zealand Heart Foundation has developed local 

guidelines for the assessment and management of children with sore 

throat. The most recent (2014) update of these guidelines recommends 

that all Māori and Pacific people aged 3-35 years who present with a 

sore throat should have a throat swab cultured to detect infection with 

Streptococcus pyogenes, and start treatment either with oral penicillin 

or amoxicillin, or with a single intramuscular injection of benzathine 

penicillin, while awaiting the microbiology laboratory result.11 

c) Details of antibiotic regimens. 

d) The use of rapid diagnostic tests.  

e) Management of individuals with comorbidities that will affect the 

decision to prescribe antibiotics (for example, asthma or chronic 

obstructive pulmonary disease).  

4.4 Key outcome measures 

Key outcomes that will be considered when reviewing the evidence include: 

a) the presence, duration and severity of symptoms such as fever, pain 

and malaise 

b) the risk of complications from not prescribing antibiotics 

c) adverse events from prescribing antibiotics (for example, diarrhoea, 

vomiting, rashes, abdominal pain) 

d) the level of antibiotic prescribing, including antibiotic prescriptions 

consumed or collected 
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e) resource use (including re-consultation rates and rates of referral to 

secondary care) 

f) patient satisfaction and health-related quality of life. 

4.5 Review questions 

a) What alternatives to antibiotics are available within New Zealand? 

b) What social factors affect antibiotic prescribing within New Zealand? 

From NICE guidance 

 Which subgroups of adults and children with RTIs presenting in primary 

care settings are most likely to benefit from an immediate antibiotic 

prescribing strategy in terms of symptomatic management and prevention 

of complications? 

 What is the clinical and cost effectiveness of a delayed antibiotic prescribing 

strategy compared with both a no antibiotic prescribing strategy and an 

immediate antibiotic prescribing strategy for acute rhinosinusitis? 

 What is the clinical and cost effectiveness of differing methods of delivering 

a delayed antibiotic prescribing strategy in primary care for adults and 

children presenting with RTIs? 

 What are the rates of prescription, dispensing and complications in adults 

and children with RTIs when different delayed prescribing strategies or no 

prescribing are used, and how does any potential difference in risk of 

developing complications affect the cost effectiveness of a delayed 

antibiotic prescribing strategy or a no prescribing strategy? 

 Which clinical features of children and adults presenting in primary care 

with RTIs are associated with the development of serious complications and 

need for hospitalisation? 

 Do patients and parents/carers' preferences regarding antibiotic 

management strategies (immediate, delayed and no prescribing strategy) 

for RTIs differ according to ethnicity and socioeconomic status? 
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4.6 Status 

Scope 

This is the final scope.  

References 

1. Norris P, Horsburgh S, Keown S, et al. Too much and too little? Prevalence 

and extent of antibiotic use in a New Zealand region. J Antimicrob 

Chemother doi:10.1093/jac/dkr194  

2. Thompson PL, Spyridis N, Sharland M, et al. Changes in clinical indications 

for community antibiotic prescribing for children in the UK from 1996 to 

2006: will the new NICE prescribing guidelines on upper respiratory tract 

infections just be ignored? Arch Dis Child 2009;94:337-40. 

3. Thomas MG, Smith AJ, Tilyard M. Rising antimicrobial resistance: a strong 

reason to reduce excessive antimicrobial consumption in New Zealand. NZ 

Med J 2014;127(1394):72-84. 

4. McGregor A, Dovey S, Tilyard M. antibiotic use in upper respiratory tract 

infections in New Zealand. Family Practice 1995;12:166-70. 

5. Grant CC, Scragg R, Tan D, et al. Hospitalisation for pneumonia in children 

in Auckland, New Zealand. J Paediatr Child Health 1998;34:355-9. 

6. Grant CC, Pati A, TanD, et al. Ethnic comparisons of disease severity in 

children hospitalized with pneumonia in New Zealand. J Paediatr Child 

Health 2001;37:32-7. 

7. Twiss J, Metcalfe R, Edwaerds E, Byrnes C. New Zealand national 

incidence of bronchiectasis “too high” for a developed country. Arch Dis 

Child 2005;90:737-40. 

8. Arroll B, Goodyear-Smith F, Thomas DR, Kerse N. Delayed antibiotic 

prescriptions: what are the experiences and attitudes of physicians and 

patients? J Fam Pract 2002;11:954-9. 



 

Respiratory tract infections (Self-limiting) – antibiotic prescribing 

Bpac
nz

 SCOPE  Page 10 of 11 

9. BPACnz. Antibiotic choices for common infections. 2013 At: 

www.bpac.org.nz/Supplement/2013/July/antibiotics-guide  

10. Baker MG, Telfar-Barnard F, Kvalsvig A, et al. Increasing incidence of 

serious infectious diseases and inequalities in New Zealand: a national 

epidemiological study. Lancet 2012;379:1112-19. 

11. Milne RJ, Lennon DR, Stewart JM, et al. Incidence of acute rheumatic fever 

in New Zealand children and youth. J Paed Child Health 2012;48:685-91. 

12. Heart Foundation of New Zealand. Group A streptococcal sore throat 

management guideline. 2014 update. Auckland, Heart Foundation of New 

Zealand. 

13. Feverish illness in children: assessment and initial management in children 

younger than 5 years. NICE clinical guideline 160 (2007). Available from: 

www.nice.org.uk/CG047 

 

Related guidance 

New Zealand Guidelines for Rheumatic Fever, New Zealand Heart Foundation 

(2014 update). Available from: www.heartfoundation.org.nz 

 

Guideline 

The contextualisation of the guideline recommendations will begin in May 2015.  
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6 Further information 

Information on the Guideline Contextualisation process and progress of the 

guideline will be available from the bpacnz website.  

Information on the NICE guideline development process available from the NICE 

website and in ‘Developing NICE Guidelines: The Manual’ (2014).  

 

https://www.nice.org.uk/article/PMG20/chapter/1%20Introduction%20and%20overview

