
Comment 

number

Role Organisation Section Page Number
Or  ‘general’ for comments on the 

whole document

Comments GRCG Response

1 Paediatrician CMDHB/Middlemore

General General

The problem I have with this document is that it does not acknowledge the high risk under 

5year disadvantaged Maori and Pacific infants and young children. They have rates of 

Bronchiectasis 17 times that of the UK and admission rates with pneumonia 3 to 5 times 

that of European children and advantaged children. The elderly high risk groups are 

recognised as a special high risk group for bacterial infection and I think we need to 

recognise the high risk nature of these infants for bacterial pneumonia and other 

complications such as mastoiditis. There is the issue of bronchiolitis which is again 3-5 

times more common in this group than European/advantaged children and Antibiotics 

usually are not necessary. This issue needs debate and I would favour a statement that this 

group in the same way as those unlikely to return should have a lower threshold fro 

prescribing particularly for AOM and Bronchitis. 

The GRCG noted the stakeholders concern, and would 

consider wording to address this

2 General General I appreciate the need for such a guideline Noted - thank you

3

General General

I think that the 3 categories need to be identified with punctuation marks throughout to 

make it more quickly understood i.e. ‘no prescribing’, ‘delayed prescribing’ and ‘immediate 

prescribing’ Especially on page 7 section 1.2

Noted - thank you

4
Introduction 4

Agree with the 2 exclusions here regarding NZ – ‘acute throat infection etc’ and ‘ those 

unlikely to reconsult’

Noted - thank you

5 1.1 7 “and, if indicated, an examination…”isn’t an examination always warranted? Wording was revised in this section

6 1.4 8 Section 1.4 – very helpful to have the days listed with each condition Noted - thank you

7

1.7 9

Section 1.7 – and chronic lung disease, bronchiectasis – note that the latter group is a far 

bigger group that cystic fibrosis which is individually listed 

The GRCG agreed that the specific reference to cystic 

fibrosis was not required (or bronchiectasis) given that 

earlier in the paragraph 'lung disease' is referred to, 

covering both of these conditions.

8

Section 1.7 – would it be possible to have a paragraph about when to consider that the 

disease is already become an exacerbation of a more chronic problem – again I am thinking 

of our delayed diagnosis from repeated or wet cough when the child/adult actually already 

has developed bronchiectasis – with a delay from our studies in Auckland from when 

symptoms became chronic from 2 to 5 years. By the time diagnosis is made more severe 

disease (80% bilateral 61% 3+ lobes involved) already exists – in children more severe than 

elsewhere (Australia, UK, USA). There is significant literature already on this.

A summary of delay to diagnosis for studies is available in available (Kapur N et al Paediatric 

Respiratory Reviews 2011; 12 (2):91-96) – but I will attach a slide of the pertinent table. 

Adults newly diagnosed with bronchiectasis 60-80% reported a wet or productive cough 

from childhood. (Pasteur MC et al, American Journal of Respiratory and Critical Care 

mediine 2000; 162 (4 part 1): 1277-84, & King PT et al, COPD 2009; 6 (2): 130-136

In one study over 205 of the children with chronic cough had seen a doctor more than 20 

times for this symptom before referral (Marchant JM et al, Chest 2008; 134 (2): 303-309

9 We have our own papers that show disease is more severe here than elsewhere – and of 

higher prevalence – but this data is somewhat dated (within the last decade though) and 

we are now diagnosing a new case at Starship Hospital every 10 days. Including in our 

papers – the age of diagnosis has gone from 8yrs to 5.2yrs to in the last 5 years of data 3.6 

years – but the disease is of the same severity. 

I will also attach the latest Thoracic Society of Australia and New Zealand guidelines for 

management of Bx which suggests when to ref – doi: 10.5694/mja14.00287  Chang AB et 

al, Medical Journal of Australia 2015; 202 (1): 21-26

Consultation for Self-limiting Respiratory tract infections - antibiotic use guideline

Insertion of wording for wet cough was made by the 

GRCG because of the high rate of bronchiectasis in 

Maori and Pacific patients in New Zealand with 

specific references cited. 

9,101.7

The University of 

Auckland & Starship 

Children's Hospital

Associate Professor, Paediatric 

Respiratory Medicine



10

1.4 8

Refers to NICE guidance for “Feverish illness in children”. Is this NICE guidance to be 

contextualised? If not, would local information be more appropriate? E.g. 

http://www.health.govt.nz/your-health/conditions-and-treatments/diseases-and-

illnesses/fever/fever-children or http://www.kidshealth.org.nz/fever 

The GRCG noted the Starship 'Fever Investigation and 

Management' guideline as a contextual reference. 

11
Updating the guideline 14

Link to NICE website at the end of this section? Noted - thank you

12

About this guideline 18

3rd paragraph “We have produced information for the public” This has been produced by 

NICE, not by bpacnz. Is this information (in the link) going to be contextualised?

The GRCG noted that supplementary patient 

information based on the contextualised guideline 

would be put forward for consideration by NICE.

13

1.6 8

Consider adding clinicians to give advice of a local nature for which pharmacist open over 

weekends or what to do after hours if needing to fill prescription. Many of our people not 

aware of after hours pharmacy/ hospital pharmacy.

The GRCG note local differences will need to be 

considered during guideline implementation

14 1.7 9 Good guideline – access to transport very significant Noted - thank you

15

General General

As sore throats are excluded from this guideline, the Heart Foundation guideline for sore 

throat management should be referenced and practitioners pointed toward these 

http://www.heartfoundation.org.nz/uploads/sore_throat_guideline_14_10_06_FINAL-

revised.pdf

The GRCG has now included reference to these 

guidelines

16

Introduction 4

This BPAC guideline states 

“Sore throat/pharyngitis/tonsillitis has been excluded from contextualised guideline for 

two reasons: 

(i) 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 

in New Zealand there are widely used guidelines that recommend antimicrobial treatment 

for a large proportion of patients with sore throat”

There are other reasons for excluding sore throats in NZ from this BPAC document, and 

having a lower threshold for treating sore throats in the NZ context, these include:

1. Internationally in children is impossible to always ascertain on clinical grounds which 

throat infections are viral or Group A Streptococcus (Ref: Shaikh 2012 below). In NZ there 

are high rates of respiratory illnesses, which may cause chronic cough or other overlying 

symptoms which can  obscure the theoretical  viral/ vs bacterial symptom divide. These 

include bronchioecteis, bronchiolitis, asthma, which we have high rates of, especially in 

NZ’s lower socioec communities 

2. In high rheumatic fever risk sectors of NZ, it is important not to miss any Group A Strep, 

we don’t know that ‘carriage’ of GAS is safe for the individual (the studies are inadequate 

eg Dunlap 1973)and we do know for sure that it is infectious for others eg Viglionese 1991 

and can cause an array of streptococcal illnesses   (The ‘spread’ of GAS issue is discussed in 

more detail in the Heart Foundation guideline on Sore Throat Management).  

Ref to Shaikh:

J Pediatr. 2012 Mar;160(3):487-493.e3. doi: 10.1016/j.jpeds.2011.09.011. Epub 2011 Nov 

1.

Accuracy and precision of the signs and symptoms of streptococcal pharyngitis in children: 

a systematic review.

Shaikh N1, Swaminathan N, Hooper EG.

Abstract

The GRCG acknowledge the reasons for the exclusion 

of sore throat from this contextualised guideline

Canterbury DHBPublic Health  Physician

Nurse Practitioner (PHC)

NZFormularyStaff Editor



17  Re a lower threshold for antibiotic prescribing:

I agree it is good to have a lower threshold for prescribing. 

However maybe this needs to be widened to include the high RF risk sectors of NZ,  (such 

as Maori, Pacific, lower socioeconomic areas). I think  this group may need to have a lower 

threshold for investigating or treating respiratory symptoms, and even what seems like a 

‘cold’, if you suspect  Group A Strep as an agent -  given the chance it is very infectious 

(even when asymptomatic) and  can cause a range of diseases within the individual and the 

household/ close contacts. For example we do know that runny noses are possible in Group 

A Strep illnesses of the upper respiratory tract. This type of presenation is described as 

‘streptococcosis’ in the literature and supposedly how small children present with GAS (se 

Boisvert 1942, Powers & Boisvert 1944). As you can’t always tell the difference between 

viral and bacterial upper respiratory infections easily,  the US military (for example) 

consider Acute Respiratory Illnesses together and surveil them as such – see Gunzenhauser 

1995 for eg. 

It is hard to balance antibiotic stewardship with this;  I am not sure what a two –tiered 

approach might look like in NZ  but it may involve asking about bed sharing, how many 

people sleep in a room, as well as considering ethnicity (Maori & Pacific), number of 

siblings, if anyone else is sick at home (and with what) as well as if the individual or anyone 

at home has rheumatic fever. Also perhaps occupation (due to risk of spreading disease to 

vulnerable groups eg if a  neonatal nurse). 

18 I don’t purport to  have the answers but wonder if we do need to consider this a bit more 

as a sector before we can reassure people it is okay to overlook their symptoms. 

Refs:

Boisvert PL et al. Streptococcosis in children: a nosographic and statistical survey. Arch 

Pediat Adol Med. 1942; 64: 516–534.

Falck G et al. The role of household contacts in the transmission of group A streptococci.  

Scand J Infect Dis. 1997; 29: 239-244. 

Gunzenhauser  J et al. Epidemic streptococcal disease among army trainees, July 1989 

through June 1991. J Infect Dis. 1995; 172: 124-131.

19

1.1 7

History should include asking about crowding in the home, bedsharing, sibling numbers, is 

anyone at home sick (and with what), whether anyone with Rheumatic Fever at home or in 

the family (to give some idea of RF risk and concerns). 

The GRCG note the wording 'relevant risk factors' with 

interpretation intended for the individual to 

determine

20

1.7 9

This section states ‘An immediate antibiotic prescription and/or further appropriate 

investigation and management should only be offered to patients (both adults and 

children) in the following situations..’

I would also add, if there is someone with RF in front of you or at the home you would 

want to consider their symptoms further due to their higher  risk of Rf, or RF relapse.

Again it may be necc to consider a two tiered response to high RF risk and low RF risk 

patients, even if they aren’t there with a sore throat. 

The GRCG note the exclusion of sore throat from this 

contextualised guideline

21

Title 1

The title begs the question why would antibiotics be prescribed for self-limiting infections? 

Suggest adding “reducing antibiotic prescribing” or “appropriate prescribing” 

Self-limiting respiratory tract infections - reducing 

antibiotic prescribing. Management of self-limiting 

respiratory tract infections in adults and children in 

primary care.

GRCG agree with comments surrounding the title. 

Change is to reflect the overall aim of the guideline.

22

Introduction 3

Question whether the second line starting with “Management of these acute self-

limiting...” is accurate. Has any guidance produced in the last ten years (and probably 

longer) focused on prompt antibiotic prescribing for acute self-limiting infections?   

Wording was revised in this section

Publications Best Practice Advocacy 

Centre

Introduction 5

The GRCG agreed that clinicians need to consider 

many factors when deciding on antimicrobial 

treatment for respiratory tract infections, and that the 

draft guideline encourages clinicians to do so. 

However, the GRCG consider that the evidence for the 

benefits of antibiotic treatment of sore throat to 

prevent rheumatic fever in Maori and Pacific children 

and young people is clear. In contrast, there is a 

relative lack of evidence that antibiotic treatment of 

Maori and Pacific children with otitis media or acute 

cough prevents serious sequelae.

Canterbury DHBPublic Health  Physician



23

Introduction 3

We question use of the word ‘most’ in the statement: “Most people presenting in primary 

care with an acute uncomplicated RTI will still receive an antibiotic prescription”. 

Practice is better than this now. Would be better phrased as ‘many’ 

Wording was revised in this section

24

Introduction 3

Question whether it is accurate to say that “many doctors” currently in New Zealand 

believe that routine prescribing of antibiotics for acute self-limiting RTIs is best practice. 

Perhaps “some” would be better  

The GRCG did not consider this change was necessary, 

with a reference added

25

Introduction 3

Suggest that the point of antimicrobial resistance be elevated to become the second point 

in the second paragraph and the point about families and friends becomes the third point 

in the paragraph; this will more accurately reflect the relative importance of the issues.

The GRCG did not consider this change was necessary

26
Introduction 4

It is unclear what the paragraph that begins with “The NICE Development Group...” is 

referring to, suggest that RTI be added to the first sentence. 

Wording was revised in this section

27
Introduction 4

Is the use of the word suffer appropriate, perhaps experience would be a better word? Wording was revised in this section

28
Introduction 4

The term ‘safety-netting” is not commonly used in New Zealand. Does this mean taking a 

cautious approach?

The GRCG did not consider this change was necessary

29
Introduction 4

... will be welcomed by those who manage and experience the clinical care of acute 

respiratory tract infections

Wording was revised in this section

30

Introduction 5

...in New Zealand there are widely used guidelines that recommend antimicrobial 

treatment for an appropriately targeted proportion of patients with sore throat (who are at 

high risk of developing acute rheumatic fever?)

Wording was revised in this section

31

Introduction 5

...a variety of factors that include: socioeconomic deprivation, high levels of household 

crowding, and greater exposure to cigarette smoke, etc

‘etc’ is unnecessary in a list of examples as it is not intended to be all inclusive

Wording was revised in this section, with a reference 

added

32

Introduction 5

Furthermore, financial, cultural and other barriers can reduce access to healthcare in these 

population groups (such as pay for service clinics)

‘pay for service’ clinics are the majority of primary care services in New Zealand – this is not 

necessary to be added

Wording was revised in this section

33
Introduction 5

The final paragraph (beginning “there is good evidence...”) seems lost at the end and quite 

a bit is repetitive – is it intended to be a summary?

Wording was revised in this section

34

Patient-centred care 6

The following comment implies that patients can choose to have antibiotic treatment, even 

if not considered necessary by their doctor: Adults and children (or their parents/carers) for 

whom immediate antibiotic prescribing is not indicated should have the opportunity to 

make informed decisions about their care and treatment

Noted - thank you

35

Patient-centred care 6

In the following sentence, it is not clear if the “It” refers to education or ‘treatment and 

care’:

Treatment and care, and the information patients are given about it, should be culturally 

appropriate. It should also be accessible to people with additional needs such as physical, 

sensory or learning disabilities, and to people who do not speak or read English.

Wording was revised in this section

36

Guidance 7

“The following guidance is based on the best available evidence”

The evidence was prior to 2008. Review was set for 2014 – now on static list, does this 

mean there was NO new evidence between 2008 and 2014?

The GRCG notes the remit for contextualisation is not 

to consider evidence other than that which is New 

Zealand specific within the scope of contextualisation.

37

Guidance 7

“The process and methods for contextualising the NICE guideline for the New Zealand 

health sector is available on the bpacnz guidelines website.”

We feel very strongly that this should be identified differently from the bpacnz website. 

You’ve gone to the effort of developing a separate website – use it. If the guidelines are not 

being written or edited to the same style as bpacnz publications (due to restrictions from 

NICE), they should not be identified as such.

Noted - thank you

Publications Best Practice Advocacy 

Centre



38

1.1 7

“At the first face-to-face contact in primary care, including walk-in centres and emergency 

departments”

Are walk-in centres commonplace in New Zealand? Agree and this is not a term that is 

commonly used in New Zealand.

The GRCG did not consider this change was necessary

39
1.1

Suggest adding “self-limiting” to the title to distinguish from more serious conditions Wording was revised in this section

40

1.1 7

…presenting with a history suggestive of the following conditions should be offered a 

clinical assessment

Odd words. If they have presented surely they expect an assessment!

Noted - thank you

41

1.1 7

and, if indicated, an examination to identify relevant clinical signs

When wouldn’t I examine someone?

Wording was revised in this section

42

1.2 7

Patients' or parents'/carers' concerns and expectations should be determined and 

addressed when agreeing the use of the three antibiotic prescribing strategies (no 

prescribing, delayed prescribing and immediate prescribing).

It would be clearer if the concept of three antibiotic prescribing strategies were introduced 

and described first, before dropping them into the guideline. Words also missing in the 

sentence? – agreeing to the use of one of the three antibiotic prescribing strategies?

Noted - thank you

43 1.6 9 Is “settle” an appropriate term in a clinical guideline? Wording was revised in this section

44

1.7 9

 What is the guidance for prescribing antibiotics for children with recurrent acute episodes 

of RTI, e.g. recurrent acute otitis media or bronchitis?

The GRCG did not consider there to be New Zealand 

specific advice regarding recurrent otitis media or 

bronchitis.

45

1.7 9

Does the term “appropriate investigation” potentially include culture and sensitivity 

testing? Should this be mentioned somewhere in the document? Also, no mention is made 

anywhere about which antibiotic to chose; should there be some comment made about 

the use of broad and narrow spectrum with New Zealand examples?

The GRCG noted that culture and sensitivity testing 

had no place in most patients with self-limiting 

respiratory tract infections. 

46

1.7 9 and 10

Pages 9 and 10 provide exclusion criteria for older patients. The way this section is written 

makes it sound as though prescribing antibiotics for these patients is mandatory, whereas I 

think the authors are actually trying to say these patients are outside of the scope of these 

guidelines.

The GRCG considered that the wording with regards to 

patients over 65 or those over 80 did not need to be 

changed.

47

Scope of guidance 11

The scope of this guideline is available from the bpacnz guidelines website.

And also change any mention of this website throughout the document

The GRCG noted this comment for clarifying where to 

access materials

48

Updating the guideline 14

New evidence is checked 2 years after publication

Says 3 years in NICE – CG69

49

Updating the guideline 14

Bpacnz guideline updates will be triggered by a NICE update.

What if there is something New Zealand specific – surely that would trigger an update?

50

General General

I note the scope of this guideline includes primary medical and nursing care provided in 

emergency departments. Primary care provided within emergency departments tends to 

rely on junior staff who have a very low threshold for prescribing ABs, and typically a 

derogatory attitude towards prior care patients have received in general practice. I would 

be interested to learn how BPAC intends to disseminate this information to Emergency 

Department clinicians in order to support prescribing congruence between primary and 

secondary care providers.

Noted - thank you

Publications Best Practice Advocacy 

Centre

The GRCG noted that timeframes and process for 

updates would be checked with NICE.



51

General General

While NICE and BPAC guidelines endeavour to utilise “best available evidence”, it is 

pertinent to note that very little of this evidence actually originates from research 

conducted in primary care.[1] The guideline document notes that more research is required 

in primary care, both for guideline development, but also in order to evaluate the key 

outcome measures. Is BPAC developing a research strategy in order to measure the key 

outcomes? If so, this should be mentioned in the guideline/scoping document, and if not, 

then I think it is unlikely to assume research will be spontaneously undertaken in the next 2-

5 years which will provide adequate measures of this kind.

1.       Steel N, Abdelhamid A, Stokes T, Edwards H, Fleetcroft R, Howe A, Qureshi N. A 

review of clinical practice guidelines found that they were often based on evidence of 

uncertain relevance to primary care patients. Journal of Clinical Epidemiology. 2014. 67 

(11) 1251 - 1257

Noted - thank you

52

General General

It needs to be made clear that this is a copy of the NICE guideline with a few alterations - as 

it stands, it is easy to assume it was written by the NZ group and then you start to question 

why some of the phrases/concepts were included that are clearly from a UK practice 

perspective.

The GRCG considers that the contextualisation process 

is adequately described in the introduction and on the 

bpacnz guidelines website.

53

General General

We were surprised to see that the contextualisation of the document focuses only on the 

summary of recommendations from the full NICE guideline. The guideline 

recommendations are brief and assist clinicians in making generalised, high-level decisions 

rather than providing any in-depth treatment guidelines for upper RTIs, including antibiotic 

choices. The impact of this guideline on primary care practice is likely to be limited.

Noted - thank you

54

Introduction 3

However, in New Zealand and similar developed countries, rates of major complications are 

now low. In addition, there is no convincing evidence, either from international comparisons 

or from evidence within countries, that lower rates of prescribing are associated with 

higher rates of complications.'

Please check these three references before saying this – they support the idea that too few 

antibiotics leads to more complications. The aim should not just be to reduce antibiotic 

prescribing but to make sure those who need it get it

- Sharland M et al. Antibiotic prescribing in general practice and hospital admissions for 

peritonsillar abscess, mastoiditis and rheumatic fever in children: time trend analysis. BMJ 

2005; 331: 328-329

- Little P et al. Antibiotic prescribing and admissions with major suppurative complications 

of respiratory tract infections: a data linkage study. Br J Gen Pract 2002; 52: 187-193

- Price D et al. recent trends in GP antibiotic prescribing practice: a potential link to 

increased community-acquired pneumonia mortality. Thorax 2001; 56(Suppl 3):S79

Stakeholder has raised a valid concern in relation to 

mastoiditis, although the GRCG considering the 

evidence do not feel that there is evidence of 

increasing major complications as a result of reducing 

antibiotic use. The GRCG considered the Health Status 

of Children and Young People in New Zealand report 

(2011) figures in relation to mastoiditis and note that 

Sharland and Little (two of the authors of three papers 

considered) are authors of the NICE guideline CG69 

being contextualised. 

55

Introduction 4

Most people presenting in primary care with an acute uncomplicated RTI will still receive an 

antibiotic prescription'  Do you have data to support this for NZ?  Would not want to insult 

thoughtful NZ GPs by extrapolating overseas or old data.  

In relation to the comment "Most people presenting 

in primary care with an acute uncomplicated RTI will 

still receive an antibiotic prescription" the GRCG noted 

McGregor A, Dovey S, Tilyard M. Antibiotic use in 

upper respiratory tract infections in New Zealand. 

Family Practice 1995;12:166-70. A mean of 75.9% of 

GP consultations for an URTI (>2,500) resulted in an 

antibiotic prescription. Mills N, Best EJ et al. What is 

behind the ear drum? The microbiology of otitis media 

and the nasopharyngeal flora in children in the era of 

pneumococcal vaccination. J Paediatr Child Health. 

2015 Mar;51(3):300-6. 

Publications Best Practice Advocacy 

Centre

Infectious Diseases Specialist and 

Medical Microbiologist

Nelson Bays Primary 

Health



56

Introduction 4

I think there is a missing concept from the introduction, which is how to differentiate 

pneumonia (which does need antibiotic treatment) from bronchitis (which does not), strep 

throat (which does need antibiotic treatment) from viral Pharyngitis (which does not), 

severe sinusitis from mild etc.. 

The GRCG  did not consider the diagnosis of 

pneumonia appropriate to cover in the introduction. 

The study referred to did contain useful clinical criteria 

and would approach NICE to consider where this is 

best to be placed. Note was made that a recent 

pneumonia NICE guideline had been published. 

Supplementary material may be considered for this by 

bpacnz.

57

Guidance 8

The following guidance is based on the best available evidence.  Have you looked beyond 

NICE or based this mostly on NICE?  If the latter, you should say this

The GRCG notes the remit for contextualisation is not 

to consider evidence other than that which is New 

Zealand specific within the scope of contextualisation.

58

Guidance 10

I have attached to my return email a PDF of a ppt file prepared on how to identify 

pneumonia versus bronchitis, as this is a critical step in the guidelines that you have not 

dealt with.  I understand very clearly that bronchitis does not need treatment, even in most 

COPD patients, but when GPs are faced with a patient with acute cough I think the key 

question is whether the patient has pneumonia versus bronchitis, rather than whether they 

will develop a complication of bronchitis.  You have ignored this.  In Nelson/Marlborough 

an educational campaign and algorithm to differentiate this has lead to a 5 to 10% drop in 

antibiotic prescription with no increase in pneumonia admissions.  The GPs are very 

pleased with it.  

The GRCG welcomes comments regarding clinical 

features of pneumonia in patients with acute cough 

derived from GRACE. The GRCG wonders whether 

providing these clinical criteria to clinicians would be 

more helpful than providing the demographic features 

currently in the guideline (for NICE consideration).

59

1.7 10

• if the patient has symptoms and signs suggestive of serious illness and/or complications 

(particularly pneumonia, mastoiditis, peritonsillar abscess, peritonsillar cellulitis, 

intraorbital and intracranial complications) 

You could give some clues about how to distinguish this from the references I am attaching 

to my email

Reference to 'peritonsillar abscess' and 'peritonsillar 

cellulitis' were removed by the GRCG, as these related 

to sore throat, which were excluded from this 

contextualised guideline. 

60

1.7 11

• if the patient is older than 65 years with acute cough and two or more of the following 

criteria, or older than 80 years with acute cough and one or more of the following criteria:

- hospitalisation in previous year

- type 1 or type 2 diabetes

- history of congestive heart failure

- current use of oral glucocorticoids.

You’ve got this directly from NICE but if you review the literature on acute cough and 

antibiotics it is not true.  These are not the predictors of pneumonia and therefore a need 

for antibiotics.  I think it is a mistake to advise giving antibiotics to all patients with a cough 

and hospitalisation in the last year or diabetes.  Remember 40% of Pacific Islanders have 

diabetes.  

The GRCG have drawn attention to patients with 

repeated episodes of prolonged wet cough and their 

further appropriate investigation and management.

61

General 1

There is a comment about international data on antibiotic use correlating with resistance. 

BPAC made some maps of NZ use which show the same in NZ so this should be included in 

the preamble

The GRCG note a reference has been inserted to 

address this.

62

General General

Sore throat has been excluded. I can understand the issues with rheumatic fever but sore 

throat still needs to be discussed and the guideline include current recommendations. I did 

suggest that Dr Tony Walls paediatrician be sent this guideline for comment and I reiterate 

this because he probably has up to date data on rheumatic fever in the S. Island at least. If 

this is left without recommendation it does not fully cover the topic.

The GRCG appreciates the stakeholder's comments, 

but noted that contextualisation is to remain within 

the scope agreed with NICE.

Infectious Diseases Specialist and 

Medical Microbiologist

Nelson Bays Primary 

Health

Clinical Microbiologist



63

General General

RACP recognises the importance and worth of clinical guidelines developed from a current 

evidence base and available best practice.  RACP believes, however, that caution is required 

in adopting or adapting a guideline that has been developed for use in another country 

with a different population mix and burden of disease.  New Zealand’s high prevalence of 

bronchiectasis and rheumatic fever in infants and children must be accommodated with 

specific mention; and if out of scope, BPAC should include specific reference to the 

guidelines relevant for these conditions, congruent with published recommendations.

The GRCG has now included reference to the Heart 

Foundation guidelines and included information for 

bronchiectasis

64

Introduction 3

Antimicrobial resistance is recognised as a growing global health crisis[1] [2].  Complex 

issues like antimicrobial resistance require a range of interventions to generate change, and 

the promotion of rational antibiotic prescribing practices is a central tenet in this approach.  

While countries like New Zealand have relatively low rates of infections caused by multiple-

drug resistant organisms, antibiotic prescribing in community and hospital settings is still 

considered high, and rates vary between District HHHealth Boards (DHBs)[3].  While 

antimicrobial resistance is referenced in the introduction, the reference could be expanded 

to strengthen the link between indiscriminate antibiotic prescribing and rates of resistance.

The GRCG agree with stakeholder comments about 

the relationship of antimicrobial usage and resistance. 

The article Thomas MG, Smith AJ, Tilyard M. Rising 

antimicrobial resistance: a strong reason to reduce 

antimicrobial consumption in New Zealand. NZ Med J 

2014;127:1394:72-84 extensively covers this 

relationship in the international and national context.

65

1.4 8

The guideline developed by the UK’s National Institute for Health and Care Excellence 

(NICE), on which the BPAC contextualisation is based, references other guidelines 

developed by NICE in the body of the text, for example, “Feverish illness in children” (NICE 

clinical guideline 47).  RACP’s members noted that New Zealand-developed guidelines 

should be cited where appropriate; for example the Fever Investigation and Management 

guideline developed by Starship Children’s Hospital could be referenced in place of the 

NICE guideline[1]. 

RACP notes that the introduction excludes sore throat/pharyngitis/tonsillitis from the 

guidelines, as the burden of disease for rheumatic fever is greater in New Zealand than in 

the United Kingdom where the guideline was developed, and as widely-used guidelines on 

the treatment and management of sore throat exist in New Zealand.  RACP believes, 

however, that reference to sore throat and pharyngitis should be made in the Guidance 

(section 1) for consistency, and to ensure prescribers are aware of the conditions’ 

importance, even if prescribers refer only to the guidance section of the document.  

The GRCG noted the Starship 'Fever Investigation and 

Management' guideline as a contextual reference. The 

GRCG considered a further reference to the New 

Zealand National Heart Foundation guidelines and did 

not consider further reference was required.

66

1.7 9

In the section “Identifying those patients with RTIs who are likely to be at risk of developing 

complications”, patients (both adults and children) at risk of acute rheumatic fever are not 

mentioned.  While New Zealand’s rate of rheumatic fever is acknowledged as high 

(particularly when contrasted against similarly developed countries), the guideline is 

lacking consistent reference to existing rheumatic fever guidelines throughout.  The Group 

A streptococcal sore throat management guideline developed by the New Zealand National 

Heart Foundation is widely used in clinical treatment and management of rheumatic fever.  

RACP recommends BPAC inserts an additional bullet point into the guideline under 1.7 

stating that for patients presenting with a sore throat/pharyngitis, it may not be 

appropriate to consider a prescribing strategy of no antibiotics or a delayed prescription.  

The additional point should reference the National Heart Foundation of New Zealand’s 

Group A streptococcal guideline recommendations as best practice for New Zealand[1].

RACP recommends the Guideline Development Group considers the incorporation of 

references to other existing complementary evidence-based, New Zealand-specific 

guidelines.  Considering RTIs, salient guidelines to reference could be the Investigation of 

chronic cough and/or confirmed Bronchiectasis, and Cystic fibrosis[2].     

The GRCG note the exclusion of sore throat from this 

contextualised guideline, and reference made to the 

National Heart Foundation guidance

New Zealand Policy and Advocacy 
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Division Committee; Māori Health 

Committee

Royal Australasian College 

of Physicians



67

General General

The College stresses the importance of taking care in contextualising UK guidelines for the 

New Zealand context.  College members have raised concerns that the guideline is not 

applicable to all populations in New Zealand.

One member explained that the guideline would not apply to a sub-population in New 

Zealand which comprise the vast majority of her practice.  She stated:

“If we take for example a person of Māori or Pacific origin; who does not have a high level 

of health literacy; who lives in a significantly overcrowded and/or poorly maintained 

accommodation where heating is an issue; a person of restricted financial means for whom 

even managing to arrive in the doctor’s consultation room is fraught with barriers; whose 

family have a predisposition to rheumatic fever; who may not be sufficiently confident in 

their history to volunteer the fact that they have had a sore throat; who don’t have 

sufficient finances to pay $5 for a prescription; who do not have reliable access to 

telephone or cellphone; who do not have ready access to transport to re-present if things 

become worse. …

In my opinion it is partly a result of guidelines like this that do not take factors like those 

mentioned above, that is part of the cause of the epidemic of rheumatic fever, and other 

3rd world conditions that we have!” 

Noting that bpacnz had excluded sore throat from the guideline, the College strongly 

recommends that bpacnz make it more explicit in the guidance that healthcare 

professionals should turn their mind to factors such as ethnic disparities, socioeconomic 

The GRCG considers that additions made following the 

valuable stakeholder consultation process have 

appropriately addressed these issues.
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General General

The College is concerned about the paucity of supporting evidence for the guideline despite 

the aim of the guideline to provide evidence-based recommendations.  As many of the 

guidance statements are not linked to evidence, it is difficult to determine the robustness 

and quality of the statements.  

For example, the guidance on the usual natural history of illnesses (para 1.4) is brief and 

lacks context.  One of our members asked whether research has differentiated between 

acute rhinosinusitis and a common cold in primary care, and then ascertained the 

difference in duration of illness (ie, 1.5 weeks for common cold and 2.5 weeks for acute 

rhinosinustitis as stated at para 1.4).  Furthermore, he asks what defines the endpoint of 

the illness (eg, Is it that 100% of the study population is symptom free at the specified 

time?)

Some areas of the guideline mention research such as the increased incidence and severity 

of RTIs in Māori and Pacific people (page 5).  However, references to the research are not 

provided in the guideline.  

Another College member felt that part of the problem is “that the guideline tries too hard 

to cover too much ground with too little information.”

The College suggests improving the robustness of the guideline by inserting references to 

support the statements made.  Reasons to include references include the following:  

• It indicates to the reader that the comment is based on something more than the 

author’s opinion.

• It allows the reader to utilise the source material to further their own research on related 

areas.

• It appropriately acknowledges the work done upon which the opinion depends.

• It makes it relatively easier to ensure upon review that the evidence on which the opinion 

The GRCG appreciates this comment, and notes the 

full NICE guideline (CG69) contains the evidence base, 

which is not permitted to be changed as part of this 

contextualisation process.

The GRCG notes that the addition of  references to 

accompany contextualisation have been included in 

the revised document.
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General General

College members have commented on the overall style of the guideline.  Comments 

included:

• The style tends toward being “chatty”.

• “The guideline is rather disorganised and lacks a useful structure. Without structure, the 

information contained therein is hard to recall when it is needed. Generally guidance that 

can be made into a simple flow-chart is the easiest to follow and thus the most likely to 

have a clinical impact.”

• There is a risk that the guideline is underutilised because it is set out over three pages 

(excluding the explanation).

The College suggests developing a one-page summary/algorithm or flowchart with the 

remaining information as notes.

The GRCG appreciates the stakeholder's comments. 

Supplementary material based on the contextualised 

guideline would be put forward for consideration by 

NICE.

70

Introduction 4

The College accepts that sore throat has been excluded from the guideline for the reasons 

outlined in the Introduction and Scope document.  However, the College is of the view that 

the guideline should include a prominent reference to appropriate New Zealand guidance 

(ie, Heart Foundation guide for sore throat management).

The GRCG refer to the New Zealand National Heart 

Foundation guidelines on Sore throat in this guideline. 

Revision of wording within the guideline would be 

made.
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Introduction 5

The College is concerned about the accuracy of the statement “in New Zealand there are 

widely used guidelines that recommend antimicrobial treatment for a large proportion of 

patients with sore throat”.  This statement could imply that most patients presenting with 

a sore throat (including those at a low risk for rheumatic fever) should receive antimicrobial 

treatment.   However, New Zealand guidelines recommend only prescribing antibiotics for 

patients at high risk for rheumatic fever.

72

Introduction 5

The guideline states: “Furthermore, financial, cultural and other barriers can reduce access 

to healthcare in these population groups (such as pay for service clinics) resulting in 

patients failing to consult their family doctors despite the development of a significant 

clinical deterioration.  Clinicians are encouraged to consider these factors [socioeconomic 

deprivation, household crowding, exposure to cigarette smoke, and financial, cultural and 

other barriers] when deciding whether to prescribe an antibiotic.”

The College questions whether there is evidence that supports better outcomes from 

supplying prescriptions to those less likely to return (or are the patients harmed from 

overprescribing?)

73

Guidance 7

The first section is entitled “The clinical effectiveness and cost effectiveness of antibiotic 

management strategies for respiratory tract infections (RTIs)”.  However, the content under 

this heading makes no explicit reference to cost effectiveness.  We suggest reviewing the 

heading.

The GRCG have removed the reference to 'cost 

effectiveness' (page 7) as the NICE evidence behind 

this wording (page 65 full guideline) only pertained to 

sore throat, which is not included in this 

contextualised version. 
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1.2 7

The College is concerned that the statement, “Patients’ or parents’/carers’ concerns and 

expectations should be determined and addressed when agreeing the use of the three 

antibiotic prescribing strategies“ might imply that this is not usual practice.  Providing 

patients with all relevant information is part of the informed consent process, which is a 

legal requirement in New Zealand under the Code of Health and Disability Services 

Consumers’ Rights (the Code).  In giving information to patients, a shared dialogue between 

the healthcare professional and patient should be responsive to the patient’s needs, wishes 

and expressed concerns.   It might be helpful to make reference to Rights 5, 6 and 7 of the 

Code at this point.

The GRCG agreed to reference the context specific 

Health and Disability Code
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1.3 7

We note that the wording “should be agreed for patients” is confusing as to who should 

agree.  We suggest changing this along the lines of “The doctor should inform the patient 

of a no antibiotic prescribing strategy or a delayed antibiotic prescribing strategy for 

patients with …”

Wording was revised in this section

Royal New Zealand 
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The GRCG agree that there is minimal evidence 

supporting better outcomes from supplying 

prescriptions to those less likely to return. The GRCG 

also agree that the risks of overprescribing of 

antibiotics are relevant for all population groups. 

However, the GRCG has tried to encourage clinicians 

to consider a wide range of factors when deciding on 

the need for antibiotic treatment. In the light of their 

clinical experience, and the feedback provided by 

various clinicians to the draft guidelines, the GRCG 

does not consider the wording  needed to be changed.
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1.3 8

The guidance on subgroups in this paragraph is confusing as all three recommendations (ie, 

immediate antibiotic prescribing, no antibiotic, and a delayed antibiotic prescribing 

strategy) are presented.  The College suggests stating more clearly the circumstances 

where each recommendation applies.

Wording was revised in this section

77

1.4 8

The guideline refers to NICE clinical guideline 160, Feverish illness in children.  Are there 

any relevant New Zealand guidelines that could be referred to at this point?  Or are there 

any plans to contextualise this specific NICE clinical guideline? 

The GRCG noted the Starship 'Fever Investigation and 

Management' guideline as a contextual reference.

78

1.6 8 – 9 

The College is concerned about the lack of detail in the guidance on delayed antibiotic 

prescribing.  It would be helpful to include a discussion of strategies for delayed 

prescribing, and links to resources, references and patient information sheets.

The GRCG welcomes the further development of 

implementation strategies and educational tools for 

prescribers throughout New Zealand. However, this 

was considered beyond the remit of this 

contextualised guideline.
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General General

The College is concerned that the guideline does not discuss the role of diagnostic tests 

such as the point-of-care C-reactive protein (CRP) test, the Rapid strep test (RST), rapid 

testing for influenza, and laboratory testing.  We note that NICE Bites (a summary of 

prescribing recommendations from NICE guidance) for pneumonia (January 2015) 

recommends that healthcare professionals consider a point-of-care CRP test for people 

with symptoms of lower respiratory tract infection.  

We suggest that bpacnz consider including guidance on diagnostic tests, and note that 

information on tests that are not useful would also be valuable to users.

The GRCG consider this beyond the scope of this 

contextualisation work. A note was made that recently 

published pneumonia guidance is available from NICE.
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General General

Thank you for your efforts in this area – we certainly support the overall intent of the 

guideline to avoid antibiotic use when it offers little or no benefit and carries risk of harm.

Noted - thank you

81

General General

We support dissemination of the key messages within this document to primary care, and 

ask that pharmacists (especially those working in the community) are included. 

Noted - thank you

82

Title 1

Reference to “antibiotic prescribing” in the title seems misleading, as there is no advice 

around choice of agent (etc) or indeed any antibiotic specifically mentioned within the 

document.  Are you obliged to follow the NICE title, or could something more fitting (eg. 

place of antibiotics) be used? Related to this, is it possible to include a link or 

recommendations on where prescribers should go to for antibiotic choice, where 

indicated?

Self-limiting respiratory tract infections - reducing 

antibiotic prescribing. Management of self-limiting 

respiratory tract infections in adults and children in 

primary care.

GRCG agree with comments surrounding the title. 

Change is to reflect the overall aim of the guideline.
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General General

This is a large document with less than half relating to the specific issue.  This will make the 

document less likely to be read. Are there plans in place for a more user-friendly 

streamlined version with improved readability?  The full document could be available 

online for those who wish to read it.

The GRCG appreciates the stakeholder's comments. 

Supplementary material based on the contextualised 

guideline would be put forward for consideration by 

NICE.

84

Implementation 12

Supplementary information – we couldn’t find this in the website consultation section (still 

in the pipeline?)

The GRCG noted that supplementary materials would 

be provided upon publication and implementation.

85

About this guideline 18

Patient information (and tools for GP practices) – link to the nice.org.uk website and apply 

“to people using the NHS in England and Wales”.  Will there be NZ links?

The GRCG noted that supplementary patient 

information based on the contextualised guideline 

would be put forward for consideration by NICE.
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General General

Overall, we support the intent of the guideline ie. to avoid unnecessary antibiotic use for 

self-limiting respiratory tract infections.

Noted - thank you

87

Title 1

 Reference to “antibiotic prescribing” in the main title seems misleading, as there is no 

discussion on actual prescribing of antibiotics (choice etc) within the document. Is this able 

to be changed to something more in keeping with content such as “the place of 

antibiotics”.

Self-limiting respiratory tract infections - reducing 

antibiotic prescribing. Management of self-limiting 

respiratory tract infections in adults and children in 

primary care.

GRCG agree with comments surrounding the title. 

Change is to reflect the overall aim of the guideline.
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General General

Document size – this is a very lengthy document, with only half of the 19 pages being the 

actual guideline.  We would like to see an abridged version that is more likely to be read.  

Interested parties could refer to the full document online if they wish.

The GRCG appreciates the stakeholder's comments. 

Supplementary material based on the contextualised 

guideline would be put forward for consideration by 

NICE.
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1.1 7

Immunisation status – clinical assessment should include documentation of immunisation 

status using practice records or the National Immunisation Register 

Wording was revised in this section

90

1.7 9

Definition of “prolonged” moist cough in children – please include specific information for 

children with a prolonged moist cough to define what “prolonged” is (perhaps in this 

section ie. patients at risk of complications).  We want to ensure that children with chronic 

bronchitis are treated early to avoid development of bronchiectasis.

The GRCG have drawn attention to patients with 

repeated episodes of prolonged wet cough and their 

further appropriate investigation and management.
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Implementation 12

Supplementary information – we couldn’t find this in the website consultation section (still 

in the pipeline?)

The GRCG noted that supplementary materials would 

be provided upon publication and implementation.
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About this guideline 18

Patient information (and tools for GP practices) – these links seem to be to the nice.org.uk 

website and apply “to people using the NHS in England and Wales”.  Are there plans to NZ-

ize this information?

The GRCG noted that supplementary patient 

information based on the contextualised guideline 

would be put forward for consideration by NICE.
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General General

Dissemination – we support dissemination of a summary of this information to primary 

care health professionals including community pharmacists and practice nurses. 

Noted - thank you

94 Consultant Paediatrician University of Otago, 

Wellington

General General

This is an excellent document well done! However it could be improved I think by also 

exploring choice of antibiotic. There is a worrying trend (which in USA has already reached 

60% in the case of children at least!! ) of prescribing a broad spectrum antibiotic such as a 

3rd generation cephalosporin or amoxycillin/clavulanate for community- acquired LRTIs 

such as pneumonia. The effect on the microbiome is huge and long-lasting of course…

Noted - thank you
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