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■ O B J E C T I V E To explore the experiences and
opinions of family physicians and patients regard-
ing the delay of antibiotic prescriptions, to be dis-
pensed if symptoms persist or worsen over time, in
treating upper respiratory tract infections.
■ S T U D Y  D E S I G N Qualitative study using
semistructured interviews conducted in family
practice in Auckland, New Zealand.
■ P O P U L A T I O N Thirteen physicians recruited
from a study of family physicians’ reported antibi-
otic prescribing and 13 patients recruited from the
intervention arm of a randomized controlled trial
on delayed antibiotic prescribing.
■ O U T C O M E S  M E A S U R E D Patients’ and
physicians’ experiences of delayed antibiotic pre-
scriptions for upper respiratory tract infections.
■ R E S U L T S The primary themes identified
were value judgments of antibiotics, decreased
antibiotic use, patient-centered factors, effects on
the physician–patient relationship, patient conven-
ience, adverse effects of delaying prescription, and
selectivity for use of antibiotics. Many themes
were common to both patients and physicians.
Physicians valued empowering patients’ decision
making about their health care management more
highly than did patients. Decreasing antibiotic use
was not a key factor for most patients. Both
groups acknowledged the value in saving patients
time and money. Physicians viewed the strategy as
giving patients reassurance and meeting their
expectations for antibiotics. Negative implications
included perception of physician incompetence
and physician loss of management control.
Opinions were mixed regarding which patients,
under which conditions, were suitable for delayed
antibiotic prescriptions.
■ C O N C L U S I O N S Although delayed antibiot-
ic prescriptions are effective in decreasing antibiot-
ic use for conditions not clinically warranting
antibiotics, neither patients nor physicians univer-
sally endorsed this strategy. Research to establish
formalized recommendations for patient suitability
and instructions for use would be of value.
■ K E Y  W O R D S Antibiotics; family practice;
qualitative evaluation; upper respiratory tract infec-
tion. (J Fam Pract 2002; 51:954-959)

Family physicians often prescribe antibiotics for
common colds despite being aware of their mar-

ginal effectiveness for such.1,2 Major contributing fac-
tors are overt patient expectation or demand for
antibiotics3–5 and the physician’s perception that the
patient expects antibiotics.6,7 Detrimental effects of
antibiotic overuse include adverse effects on patients,
development of antibiotic-resistant bacteria,8,9 and
increased health care costs.10–12

Although it is possible to “just say no” to
patients’ demands for antibiotics,13 family physicians
may be under considerable pressure to prescribe. A
strategy to decrease prescribing unnecessary antibi-
otics without damaging the physician–patient rela-
tionship involves giving a delayed (or deferred)
prescription, which is a prescription to be filled at
a later time if the patient’s condition fails to
improve or deteriorates.14 Couchman et al14 report-
ed that 50% of patients given “‘back-up”’ antibiotic
prescriptions did not fill them. Cates15 found that
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■ Delayed antibiotic prescriptions are effective
in decreasing antibiotic use for conditions
not clinically warranting antibiotics.

■ Family practitioners valued empowering
patients to be more involved in decision
making about their health care management
more highly than did patients.

■ Family practitioners generally viewed the
strategy as giving patients reassurance and
meeting their expectations for antibiotics.

■ Both patients and physicians agreed that
delayed prescribing is not appropriate for all
patients, but currently no consistent criteria
have been established. 
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delayed prescribing significantly decreased antibiot-
ic use in children with acute otitis media. Results of
a randomized controlled trial (RCT) found that 55%
of patients with uncomplicated cough did not fill
their delayed prescription, although patients
demonstrated some dissatisfaction with the strat-
egy.16 Little et al studied its effectiveness in manag-
ing sore throat17 and otitis media.18 In our recently
published RCT19 we reported that delayed prescrib-
ing significantly decreased the filling of antibiotic
prescriptions for the common cold.

The use and effectiveness of a new medical
intervention is influenced by how the intervention
is viewed by both physicians and patients. Delayed
prescription use for the common cold has not been
assessed in any qualitative study, although the
topic of 1 qualitative study was antibiotic prescrib-
ing for sore throats.2 The researchers found that
although making the diagnosis was not difficult,
treatment was a problem because one third of
patients expected to be prescribed antibiotics. Our
aim was to explore issues and attitudes regarding
delayed prescription use from the perspectives of
family physicians and patients.

M E T H O D S
We used a qualitative approach (1) to explore the
complexity of, and relations between, issues iden-
tified in delayed prescription use, and (2) to
describe the experiences and attitudes of both
physicians and patients regarding delayed pre-
scription use. The physicians were recruited from
a list of high-prescribers (20 or more delayed pre-
scriptions per month) or low prescribers (1 or
fewer delayed prescriptions per month). This list
had been prepared for a previous study in which
100 random family physicians had reported their
use of delayed prescribing.1 Patients were recruit-
ed from the intervention arm of an RCT on delayed
prescribing that examined the hypothesis that
delayed prescriptions would result in decreased
use of antibiotics for the common cold.19 Inclusion
criteria comprised both patients receiving delayed
prescriptions and parents of children receiving
delayed prescriptions. Patients in the RCT had
given written consent to subsequent interview for
the qualitative study. Approval for our study was
granted by the Auckland Ethics Committee.

Thirteen physicians and 13 patients were inter-
viewed by telephone (F.G.-S. served as the inter-
viewer). Purposive sampling was used to deliber-
ately include “outliers”’ with respect to characteris-
tics such as sex, socioeconomic level, and geo-
graphic location.20,21 This built sample diversity with
respect to different subjects and themes along the
main topics of interest (eg, the advantages and dis-
advantages of delayed prescribing) to improve
data robustness. The physicians comprised men
and women ranging in age from their 30s to 60s,
including both New Zealand–trained physicians

and immigrants (from Asia and South Africa) with
practice locations ranging from lower to upper
middle-class suburbs. Both male and female
patients were interviewed, ranging in age from
adolescent to elderly (specific ages unavailable).
Parents of children receiving delayed prescriptions
were included in the patient population. Ethnicity
and socioeconomic level included those of
European, Moori, and Asian extraction from family
backgrounds of differing socioeconomic districts.

The interview data were collected in an iterative
process in which themes from the early interviews
were specifically checked in later interviews.
Interviewing ceased once data saturation had
occurred, ie, when no new themes emerged.22–24

Family physicians were paid for their time.
Semistructured, open-ended questions were pro-
gressively focused into more structured questions.
Questions for physicians included their views on
delayed prescribing; the duration, frequency, and
circumstances of their use of delayed prescribing;
and their perceived advantages and disadvantages
of delayed prescribing. Questions for patients
included their experiences of receiving delayed
prescriptions; their preferences for decision mak-
ing regarding antibiotic use; and their views about
delayed prescribing. The interviews were audio-
taped, and although the hand-written interview
notes were not transcribed, they were checked
against the audio recordings. Recording ceased
once it was established that concurrent hand-writ-
ten notes were similar (nearly verbatim) to the
recorded versions. Interviews typically lasted
between 10 and 20 minutes.

A general inductive approach, similar to
grounded theory, was used. Individual written
interview responses were initially analyzed to iden-
tify subthemes. Interviews were then collated and
analyzed for emerging categories. These were
combined into major themes through ongoing dis-
cussions with an experienced qualitative
researcher (D.T.) and rereading of the transcripts
by the first 3 authors until consensus was reached
regarding the main themes being expressed. The
data were double-coded by an independent
researcher (N.K.) as a consistency check, and dis-
crepancies were resolved by negotiation between
2 of the researchers (N.K., F.G.). Patient and physi-
cian data sets were coded separately.

R E S U L T S
A picture emerged of both advantages and disad-
vantages of delayed prescription use. An associat-
ed scenario was the variability of criteria used to
decide whether delayed prescribing was consid-
ered appropriate or inappropriate. Seven primary
themes were identified (Table 1): value judgment
of antibiotics, decreased antibiotic use, patient-cen-
tered factors, effects on the physician–patient rela-
tionship, patient convenience, adverse effects of
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delayed prescribing, and selectivity for use. Many
themes were common to both groups of subjects.
Examples of their responses illustrating the primary
themes are shown in Table 2.

Va lue  judgment  o f  an t ib io t i cs

The theme of “value judgment of antibiotics” was
evident only among patients. Several expressed the
opinion that antibiotics were the necessary treat-
ment to take every time they became ill.
Conversely, other patients considered antibiotics
bad for them and preferred to use alternatives such
as naturopathic medications.

Decreased  ant ib io t i c  use

The primary motivation for delayed prescribing by
physicians was to decrease unnecessary antibiotic
use. Benefits include avoiding patient side effects;
decreasing the drug bill for taxpayers; and, espe-
cially, decreasing the occurrence of antibiotic
resistance. Several patients made comments rele-
vant to this theme. None identified decreasing
resistance as an important goal, but 3 patients said

the strategy could help avoid
unwarranted antibiotic use.

Pat ient - cente red  fac to rs

“Patient-centered factors” was a
strong theme to emerge—espe-
cially from high-prescriber physi-
cians. The physicians indicated
that delayed prescribing helped
them practice more patient-cen-
tered medicine—educating
patients to take more responsibil-
ity for their own health care man-
agement and being more recep-
tive to patient needs. Some physi-
cians took into account pending
weekends or patients’ travel or
work commitments when offering
delayed prescriptions. Although
some patients mentioned their
involvement in decision making,
this aspect generally was not a
key factor for many of them.
Some liked to make the decision
for themselves, which included
using their “delayed” prescription
immediately. Most patients did
not wish to have an active role in
decision making and preferred
their physicians to decide for
them. No patients commented on
the role of the physician in pro-
viding them with education on
their health matters.

E f f e c t s  o n  t h e  p h y s i -

c i an–pat ient  re la t ionsh ip

The theme of “effects on the physician–patient
relationship” delineated an associated factor for
physicians: the strategy of delayed prescribing
strengthened physician–patient relationships by
helping physicians cope with the pressure they
experienced from patients expecting antibiotics for
common colds; by reassuring patients; by giving
patients something to take home; and by prevent-
ing patients from going to a different physician to
obtain antibiotics. An alternative view, expressed
by one low-prescriber physician, was that delayed
prescribing might damage the physician–patient
relationship because the patient might consider the
physician incompetent.

For a few patients, use of delayed prescriptions
was reassuring. Several patients’ expectations that
antibiotics were required persisted at the end of
the consultation, and they chose to have their pre-
scriptions filled immediately. Presumably, they
would have gone elsewhere had they left the con-
sultation empty-handed. Use of delayed prescrib-
ing had a potential negative effect on the physi-
cian–patient relationship for at least 2 patients.
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Descriptions of themes

Theme Description

Value judgment of antibiotics The perception that antibiotics are either “good and
necessary” for people or “bad” for people

Decreased antibiotic use The desire to decrease unnecessary antibiotic use to
avoid patient side-effects, to decrease the drug bill 
for taxpayers, and to decrease the development of
resistance to antibiotics

Patient-centered factors The ability of physicians to educate patients and
empower them to be more involved in decision 
making about their health care management

Effects on the physician–patient The perception that delayed prescribing might have 
relationship either positive effects (eg, reassuring patients and

meeting their expectations for antibiotics) or negative
effects (eg, negative patient perception of physician
competence or increased patient concerns about 
entitlement from the health system)

Patient convenience The time and money patients save
Adverse effects of delayed The possible adverse effects, with potential 
prescribing medicolegal ramifications: the missing or masking of

serious illness; the physician losing control of the
patient’s medical situation; the physician becoming less
able to monitor outcomes; the possibility that some
patients might still take antibiotic unnecessarily; and/or
the possibility that antibiotics might be saved and later
used inappropriately by another family member

Selectivity for use The factors determining who might get a delayed 
prescription: patient age, education, ability to under-
stand English, transiency to the practice, and other
varying criteria for use regarding specific conditions 

TA B L E  1  
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Answers from physicians and patients interviewed about their use of delayed prescriptions

Theme Quotes from physicians Quotes from patients

Value judgment of antibiotics “I wanted to prove to myself I could get better 
without antibiotics.”
“I expect to get antibiotics if I go to the 
physician with the flu.”

Decreased antibiotic use “Using a delayed prescription means “I don’t like putting unnecessary drugs into  
you don’t give unnecessary antibiotics.” my body.”

Patient-centered factors “[Use of delayed prescribing provides] “I like to decide for myself; I know when I need 
an opportunity to educate and empower antibiotics.”
patients, allows them to make decisions “I prefer the physician to make the decision.”
for themselves, and offers them 
convenience of both access and cost. 
Otherwise they would have to return 
[to the physician’s office] if they [their 
condition] deteriorated.”

Effects on the physician–patient “The patient goes out the door with Some parents panic; it helps to ease their 
relationship something. It does not damage the “minds.”

physician–patient relationship; the “If I go to the physician, it is because I know
patient does not feel short-changed.” I need antibiotics.”
“The patient might think you don’t know “Younger physicians these days don’t have 
what you are doing, that you are sitting the experience; they are too busy to know 
on the fence . . . the patient has decided when something is really wrong.”
to come to physician for advice and 
wants to be told what to do, not [be] 
given more options.”

Patient convenience “Patient convenience: preventing after- “It saved [me] time and money.”
hours office visits saves the patient 
time and money.”

Adverse effects of “Some patients will start right away “Some people might take it [antibiotics] 
delayed prescribing anyway and use antibiotic when they unnecessarily.”

really don’t need it. … [the physician “Maybe some people need to be told what 
has] no way of knowing whether they to do and would get confused.”
take it or not… [patients] may not 
seek medial attention if they get sicker 
because they have started the antibiotic 
and assume that’s all that can be done.”
“There could be medicolegal problems 
with a litigious patient.”

Selectivity for use “I would never give [a delayed prescription] “[Delayed prescribing is] good for me but not 
to very small children, infants, or even necessarily for everybody. Many people . . . 
children younger than 3 or 4 [years].” have a very poor understanding of medicines.”
“I mostly use it [delayed prescribing] “I want the physician to make the decision 
in children younger than 6 years. when it’s my children; I’d rather take them 
“I don’t use [delayed prescribing with] back [to the office if necessary].”
patients, especially elderly ones, having a 
past history of chronic illness—such as 
bronchitis, excessive smoking, sinusitis—
that has required antibiotics.”

TA B L E  2  

T h e  J o u r n a l  o f  F a m i l y  P r a c t i c e •   N O V E M B E R  2 0 0 2   •   V O L .  5 1 ,  N O .  1 1 ■  9 5 7



They perceived delayed prescribing as an indica-
tion of physician indecisiveness and incompetence
or that the physician was trying to hold down costs
to the patient at the risk of the patient’s being ill.

Pat ient  conven ience

The theme of “patient convenience” and cost sav-
ings was a strong theme among physicians and less
so among patients. Several patients identified that
delayed prescriptions could save them trouble and
expense. For 3 patients this was not an issue, but
they acknowledged it could be of value to busy
working people or low-income patients.

Adverse  e f f ec ts  o f  de layed  p resc r ib ing

Regarding the theme of “adverse effects of delayed
prescribing,” some physicians saw little or no dis-
advantage if delayed prescriptions were given to
the right patients with correct instructions.
However, low-prescribers identified a number of
possible adverse effects of delayed prescriptions,
such as leading to missing or masking serious ill-
ness, with possible medicolegal ramifications.
Physicians were concerned about being perceived
by patients as losing control of the situation and
being less able to monitor outcomes. Even using
delayed prescribing, some patients might still take
antibiotics unnecessarily. The possibility also exists
that the antibiotic might be saved and later used
inappropriately by another family member.

Patients identified several potential problems,
often for people other than themselves. Not only
could delayed prescriptions have the potential to
be confusing, especially for less-educated people,
but 1 patient thought the practice might lead to
patients taking antibiotics unnecessarily.

Se lec t i v i ty  fo r  use

Physicians generally were selective about patients
for whom they considered delayed prescribing
appropriate. Patients who were poorly educated,
who had a bad command of English, or who were
transient to the practice were identified as poor
candidates for receiving delayed prescriptions.
Most physicians restricted delayed prescriptions to
a particular age range. However, within this cate-
gory there was considerable variability and incon-
sistency. Many used delayed prescriptions only for
children, with children younger than 6 years being
the most suitable group; others used delayed pre-
scribing only for children older than 6 to 8 years.
One physician would not use the strategy in very
young children, ie, younger than 3 years. There
was no consensus regarding circumstances or spe-
cific instructions for use. Some used delayed pre-
scribing only with clearly viral illnesses; others
employed the strategy in patients with chronic ill-
nesses during which secondary infection was more
likely. Instructions varied regarding symptoms to
watch out for and how long to wait before filling

the prescription.
Selection of patients was also a dominant theme

for patients. Although they thought delayed pre-
scribing might be acceptable for themselves, a
number of patients believed that others might not
understand or get confused. One patient was
happy to make decisions about her own manage-
ment, but believed the physician should make
decisions about her children. Patients did not ven-
ture any opinions regarding conditions for which
they thought use of delayed prescribing was war-
ranted.

D I S C U S S I O N
Delayed prescribing is a strategy developed prima-
rily to decrease unnecessary antibiotic use in the
management of upper respiratory tract infections.
Although physicians emphasized the importance of
decreasing antimicrobial resistance, patients did
not consider this factor. Continued public health
education on this issue, including family physicians
providing pertinent information to individual
patients, could be helpful. Many patients have rel-
atively fixed ideas that antibiotics are either “good”
or “bad” for their health without knowing the per-
sonal and public health nuances of antibiotic pre-
scribing.

Patients may pressure their physicians for
unnecessary antibiotics either by direct request or
indirectly by the way they present their com-
plaint.25 Physicians may also incorrectly perceive
that patients want antibiotics.6 This study showed
that physicians are likely to use delayed prescrip-
tion as a technique to decrease antibiotic use in
patients they perceive as wanting antibiotics
regardless of the medications’ appropriateness.

Empowering patients to have more control over
their health care management was more important
to physicians than patients. Patients held differing
views, and whereas some appreciated the option
of controlling the decision whether and when to
take antibiotics, others expected “the physician to
decide.” Perhaps improved physician–patient com-
munication, as well as delayed prescribing, could
help patients better understand about antibiotic use.

Many patients in this study had previously
received antibiotics for common colds. Most physi-
cians believed that using delayed prescriptions was
a compromise strategy that prevented patients
from feeling brushed off and offered reassurance,
thus protecting the physician–patient relationship.
Some patients reciprocated this view. However, a
concern expressed by 1 physician that patients
might view delayed prescribing as physician
incompetence was substantiated by comments
from other patients.

The potential adverse effects identified by some
of the physicians, such as a serious disorder being
masked or missed and physicians having less med-
ical control, could be largely remedied by estab-
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lishing criteria for suitable patient selection and
improved educational resources as suggested
above. Physicians and patients both expressed that
some patients might automatically have their pre-
scriptions filled and thus take antibiotics unneces-
sarily. Given that 2 patients had their “delayed”
prescriptions filled immediately, this concern
appears justified. No safeguard could entirely pre-
vent inappropriate use by other family members.

Both physicians and patients commented that
delayed prescribing is not appropriate for all
patients. Patients need to understand the explana-
tion of why antibiotics are not currently indicated
and the instructions as to when they might be
needed. In our opinion, patient comprehension
might be greatly assisted by the use of clear hand-
outs explaining, in patient-friendly terms, the man-
agement of upper respiratory tract infections.

The use of delayed prescribing in family practice
is becoming more common.14,16–19 Considerable
inconsistency and contradictory practices were
found regarding its use in children and adults. Such
diversity in physicians’ views regarding suitable
ages raises questions about the optimal use of
delayed prescriptions. Similarly, no consensus was
found regarding circumstances and instructions
under which physicians would use delayed pre-
scribing. The development of more formalized rec-
ommendations regarding patient suitability and cri-
teria for delayed prescribing is needed.

Given the concern that some patients might be
confused about when to use a delayed prescription,
placing the prescription in an envelope with clear-
ly written instructions (ie, when to use and under
what conditions) on the outside might ameliorate
this difficulty. This practice might serve to further
decrease unnecessary antibiotic use. Alternatively,
special patient instructions in written form may be
warranted, as was done in a controlled before–after
study of delayed prescriptions for otitis media.15

In conclusion, previous research has shown
delayed prescribing to be an effective means of
decreasing antibiotic consumption for conditions
not clinically warranting their use.14,15,19 However,
not all physicians or patients demonstrated com-
plete satisfaction with the strategy, and both groups
agreed that selectivity is required for issuing a
delayed prescription. Unlike interventions such as
administering new drugs, physicians have sponta-
neously and independently generated the practice
of delayed prescribing. Consequently, the practice
varies considerably with respect to which patients,
conditions, and instructions are considered appro-
priate. Formalizing recommendations for patient
suitability and instructions for use may be required
to ensure safety and consistency. Long-term safety
issues will need to be monitored using longitudinal,
large-cohort studies.
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