Chapter 9

General discussion

Doctor and parent: consensus in dealing with upper respiratory
infections in children?
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Case history

On a busy Monday morning consulting hour 4-year-old Kevin visits your family
practice, accompanied by his mother. You have known the family for quite some
years. Their family includes father Ron, mother Annabel, Kevin and his 2-year-old
sister Lisette. You have seen Kevin 3 times this year for an aspecific upper respiratory
infection and 2 times for a throat infection. Most of these episodes were treated
symptomatically with analgesics or a cough mixture. Kevin is a heavy snorer, but
otherwise sleeps well. Six weeks ago you prescribed Kevin antibiotics because his
mother felt that at that time the symptoms were not resolving spontaneously. Kevin is
now again suffering from a sore throat with fever and has been absent from school for
the last 3 days. Friends told the mother that their child had had the same problems as
Kevin and that adenotonsillectomy (T&Ads) “made him a different child”. She wants
your opinion. On examination you see an otherwise healthy 4-year-old boy, who is
suffering from an acute throat infection. No alarming signs are present. You decide to
treat this episode with penicillin for 7 days. You have just read the results of a recent
trial on adenotonsillectomy in children and tell the mother that adenotonsillectomy in
children with recurrent upper respiratory infections is unlikely to reduce the number of
throat infections or other upper respiratory infections materially and that you do not
think referral is appropriate. You advice her on how to deal with these upper
respiratory infections and when to contact you. She tells you she is glad an operation is
not needed (yet) and leaves your practice. Six weeks later you see her again with
Kevin, who is again suffering from an aspecific upper respiratory infection. She, as
well as her family and friends, believe a referral to the ENT-surgeon is now necessary.

State of the art on the effectiveness of adenotonsillectomy in children

Children with very frequent throat infections

For children with very frequent throat infections (i.e. 7 or more in the preceding year;
5 or more in each of the 2 preceding years; or 3 or more in each of the 3 preceding
years) (adeno)tonsillectomy compared to a non-surgical management reduces the
number of throat infections by 1.2 (95% CI 0,8 tot 1.7) episodes per person year."
Most doctors agree that (adeno)tonsillectomy is beneficial for this very selective group
of children with very frequent throat infections. However, even in these children a
spontaneous reduction of the incidence of throat infections can be expected.
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Children with obstructive sleep apnoea

Children with obstructive sleep apnoea (OSA) due to adenotonsillar hypertrophy
generally benefit from T&Ads. The effectiveness of adenotonsillectomy for
obstructive sleep apnoea has not been ascertained in a randomised trial, but several
uncontrolled studies have shown considerable postoperative improvement of objective
sleep parameters and obstructive complaints.>”

Children with relatively mild symptoms of throat infections or adenotonsillar
hypertrophy.

Children with very frequent throat infections or a high suspicion of OSA constitute
approximately 35% of the children currently undergoing T&Ads in The Netherlands,
whereas 65% are operated for non-evidence based indications like less frequent throat
infections and milder symptoms of adenotonsillar hypertrophy, or for other indications
such as upper respiratory infections. To assess the effectiveness of adenotonsillectomy
in these children, we performed our randomised trial. Its results show that many of the
children with relatively mild symptoms of throat infections or adenotonsillar
hypertrophy will derive only modest benefits from an operation over watchful waiting.

Since Kevin, the boy in our case history, is suffering from relatively mild symptoms of
throat infections and recurrent upper respiratory infections, the results of our trial are
applicable to him. You therefore decide that referral is, at this moment, not indicated.

The doctor

In the Netherlands, throat infections and other upper respiratory infections are
primarily managed by the general practitioner. If our trial results are to be
implemented in daily practice, the GP - and ENT surgeon - should be familiar with the
trial results and agree with its conclusions.’ Currently, many general practitioners and
ENT surgeons believe that adenotonsillectomy is not only effective in children with
very frequent throat infections and OSA but also in children with less severe throat
infections or other indications such as recurrent upper respiratory infections and milder
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symptoms of adenotonsillar hypertrophy.” "~ The question is whether our trial results

will change these beliefs.

123



Chapter 9

The parents

When consulting a doctor, parents of children with recurrent upper respiratory
infections have certain views about the problem and expectations for treatment, such

- a 11-14
as effectiveness of antibiotics or surgery.

Prior expectations of parents in the
beneficial effect of adenotonsillectomy are usually strong. However, the available trial
results are not in agreement with these common expectations and it may be difficult to
change them.

Given the growing evidence that patients wish to be involved in decision-making,
particularly when the condition is not life threatening, it is important to be aware of
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patients’ (in this case parents’) views and expectations. It is also important to

realise that the expectations of parents of children with upper respiratory infections
influence the doctor’s decision.”'*"”

It is obvious that the help-seeking behaviour in the presented case history did not begin
in the general practitioners office, but started much earlier in parents’ conversations
with friends and relatives. The factors that influence patients help-seeking behaviour
include 1) signs and symptoms; 2) social interference; 3) medical beliefs; and 4) lay

referral network.

Signs and symptoms

The interpretation of the symptoms by the parents affects help-seeking behaviour and
is influenced by previous experiences, the perceived seriousness of the symptoms and
their duration and/or frequency. As Howel et al.'"® have shown, parental worry and
eagerness for surgery were significantly associated with the duration of episodes of
throat infections and the number of episodes in the previous year.

Social interference

When valued activities or social demands, such as school or work, are affected by a
condition, parents are more likely to seek prompt medical attention. Also if the illness
of the child leads to disagreements between the parents regarding the need for
therapeutic interventions, medical professionals are often consulted.” Two recent
studies have shown that recurrent throat infections have a considerable impact on
children and their families, especially if a child misses school, or if parents have to
take time off work.'®*°
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Medical beliefs

People have concepts of health and illness that influence how they react to physical
symptoms. These medical beliefs are acquired through personal previous experiences,
from family and friends, and through the media."” In families where parents or siblings
have undergone adenotonsillectomy, a higher proportion of parents preferred
adenotonsillectomy,'® and similarly, the probability of a child having a tonsillectomy
increased significantly, compared with families were no family members had been

treated surgically.?'**

Lay referral network

The lay referral network has an important influence on the help-seeking behaviour for
upper respiratory infections.” Most people have an informal network of family and
friends who offer their own interpretation of the symptoms and ideas about how they
should be treated well before any professional medical help is sought. As Burton
recently stated, “The word on the street is still this — if you are having trouble with

your throat, you should have your tonsils out”.”

Interaction between doctor and parents

According to current best evidence a referral of Kevin to an ENT-surgeon is not yet
indicated. Which tools does the general practitioner have to provide care to such
children and to inform the parents so that they agree on evidence-based management
of his symptoms?

Education

e health education

In the Netherlands the general practitioner is an important source of medical
information for many families. As such, he/she should be aware that patients’
knowledge of the usual presentation of upper respiratory infections, their natural
course, and appropriate treatment is incomplete or inaccurate.”* In particular, the self-
limiting character of upper respiratory tract symptoms is often not recognised by
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patients. Many patients consider antibiotics as necessary treatment for upper

respiratory symptoms,”**°

54% believes that bacteria are the cause of upper respiratory
infections, only 28% knows that upper respiratory infections are usually caused by
viruses and the majority of lay public does not know the difference between bacteria

. 132
and viruses.">**’
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General practitioners therefore have an important task to inform the parents that the
natural history of the disease is favourable and that with growing age the incidence of
upper respiratory infections will decrease. The latter is probably attributable to
maturation of the immune system with growing age. Furthermore, children are often
referred for adenotonsillectomy when their complaints are most severe and these are
likely to become less severe in time, whether surgery is being performed or not
(regression to the mean). This expected reduction in complaints might explain the high

parental satisfaction with the surgical procedure.”

These phenomena emphasise the
need for a control group in effectiveness studies. In our randomised trial -including a
non-surgical control group- children allocated to the adenotonsillectomy group
experienced fewer fever episodes and more improvement of sleeping and eating
patterns in the first 6 months after surgery than those in the watchful waiting group.
During the remaining follow-up of the trial, however, these differences gradually
disappeared. The early difference regarding the objective outcome fever between the
surgical and non-surgical group can only be explained by the effectiveness of
adenotonsillectomy; the early difference regarding the subjective parameters might
also be explained by the parental satisfaction with the surgical strategy (or
dissatisfaction with the watchful waiting strategy).

e encouragement of self management by e.g. supplying leaflets

Several studies showed that interventions such as distribution of a leaflet with
information on a medical condition may have a favourable, but small, impact on health
care utilization.”'** Such educational material is usually appreciated by both patients
and doctors.”

Management

e shared-decision making

In consultations in which disagreement might occur between parents and clinicians
about the necessity of adenotonsillectomy (or antibiotics) a ‘“shared-decision making”

model could be applied.***

This implies explicit exploration of expectations and
explanation of possible options and risks. Applying such models improve satisfaction
of parents with a non-surgical approach. In current practice, time constraints seriously
hampers shared-decision making.

e management guidelines

Clinical practice guidelines that are based on valid evidence may facilitate evidence-
based care. However, most studies evaluating the effect of clinical guidelines have
shown that they lead to only limited changes in physician behaviour.’®*® Several

barriers are known to influence the implementation of trial results, notably lack of
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awareness and of agreement, and external barriers such as lack of time and of other
17 on the effect of
tympanostomy tubes in children with bilateral otitis media with effusion showed that

treatment options.® For example, a study by Rovers et a

dissemination of their trial results did not change the prior beliefs of
otorhinolaryngologists. If the expectations as to the effects of adenotonsillectomy on
reducing upper respiratory infections remain high, even though trial results do not
confirm these beliefs, daily practice is unlikely to change. Therefore, simple
dissemination of a guideline is not sufficient. For successful implementation in daily
practice, it is important to design implementation strategies.****

In 1999 the Dutch College of General Practitioners (NHG) has issued a guideline for
the treatment of sore throat in general practice (NHG-Standaard Acute Keelpijn 1999,
revised version from 1990).* Importantly, this guideline is inconclusive about the
indications for (adeno)tonsillectomy. If such a guideline would be developed on the
indications for adenotonsillectomy in children, and both individual general
practitioners and ENT-surgeons would support this guideline, the chance of
implementation of our trial results would increase.

e other treatment options

Upper respiratory infections are inevitable when growing up and young children
experience on average 6 upper respiratory infections per year.*** Cultural and social
differences play a role in how these upper respiratory infections are managed
internationally, such as a preference for antibiotics (e.g. US and UK) or for surgical
management of upper respiratory infections (e.g. the Netherlands).*® Regarding
antibiotics for acute sore throat, recent studies have shown that antibiotics confer only
relative benefits in the treatment of acute sore throat and that the absolute benefits are
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modest. Protecting sore throat sufferers against suppurative and non-suppurative

complications in modern western society can only be achieved by treating many
children with antibiotics of whom most will derive no benefits from it.***

However, children like Kevin have serious complaints and need care. At present, the
best available treatment for these children is watchful waiting with careful monitoring
of the child and reassurance of parents. During sore throat episodes children should
receive adequate symptomatic relief, in particular by sufficient administration of
analgesics.””° It is known that, especially in children, analgesics are often given “on

demand” and that both the frequency and dosage are usually not optimal.**"!
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Future research

Future research could focus on 3 issues:

1) Individual targeting of the available treatment options.

It is important to individualise the currently available treatment options on an
individual basis, as there is no doubt that subgroup(s) exist in which an operation
and/or antibiotics and/or watchful waiting are more effective. Unfortunately, these
subgroups can not be identified as yet.****

- IPD-meta-analyses. The power of the available individual trials on adeno-
tonsillectomy is too limited to identify subgroups of children that might benefit from
the operation. To identify such subgroups larger numbers or specific groups of
children should be studied. However, a more efficient approach to detect subgroups
with differences in treatment effect might be to perform individual patient data (IPD)
meta-analyses including the original data from all adenotonsillectomy trials performed
so far.*™*

- Prognostic research. 1f it were possible to identify children at high-risk of
developing frequent upper respiratory infections or complications, we could target our
medical interventions, such as adenotonsillectomy, at these children. The prognostic
study presented in this thesis is the only available study so far attempting to identify
these children,”® and showed that it is not possible to predict the development of
chronic recurrent upper respiratory infections satisfactorily. Our study might be
hampered by a limited sample size, and much larger studies, perhaps also combining
individual study data, are necessary to assess whether it is possible —or simply

impossible- to predict chronic recurrent upper respiratory infections.

2) Etiological research

Upper respiratory infections are known to be a complex, multifactorial disease
resulting from interplay between host factors such as age, genetic predisposition,
immunological response, and the microbial load (viral and bacterial), which is
influenced by environmental factors such as siblings, group day care and season.”
The relative importance of, and interactions between the various known etiological
factors 1s still poorly understood. More insight into the pathogenesis of upper
respiratory infections is urgently needed to answer the question why some children are
more susceptible to infections of Waldeyer’s ring than others and to develop more

effective preventive and therapeutic approaches.
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3) Preventive measurements and novel therapies

Research in the past decade has focused on the development of preventive strategies

57-59
| and
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for upper respiratory infections, such as immunization with pneumococca

. . . .. . . 61 ..
viral vaccines,” intranasally administered immunoglobulins,®’ probiotics, o

46.64 . . .
664 and intranasal steroids.®>*® Most of these studies, however, have

streptococci spray
shown limited benefits of these interventions. Future research should focus on new and
more effective therapies that reduce the frequency and/or severity of upper respiratory
infections. Most success is expected if such therapies focus on interactions between

pathogenic factors.
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