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Acute under-five wheezers are the most suitable group 
for targeting efforts aimed at reducing unnecessary 
antibiotic use. Viral bronchiolitis is an important 

cause of wheezing in under-five children while bacterial 
etiology cannot be ruled out [1]. Antibiotics are often used 
in the management of under-five children with wheezing. It 
has been reported in few studies that antibiotics modify the 
course of sore throats minimally [2]. Nevertheless, they are 
often prescribed. The pediatricians would use antibiotics 
in bronchiolitis because it is not easy to differentiate from 
acute pneumonia and because of the risk of secondary 
bacteremia in the cases with viral bronchiolitis. Detailed 
history taking and clinical evaluation are a must to zero in 
onto the possibility of acute bacterial infection in under five 
wheezers. It has been speculated that a patient presenting with 
bilateral diffuse wheezing and upper respiratory symptom may 
not require routine antibiotics. Studies show no usefulness 
of routine antibiotics in acute bronchiolitis. There is increase 
concern regarding expenses and the emergence of antibiotic-
resistant bacteria [3]. Rationality behind antibiotic usage has 
rarely been reported from Odisha. With this background in 
mind, we planned the present study to look into the decisions 
of private practitioners of Bhubaneswar regarding antibiotic 
prescription to under-five wheezers.

MATERIALS AND METHODS

This is a prospective observational study. Hundred 
prescriptions of private practitioners for under-five patients 
suffering from acute wheeze were studied in Bhubaneswar 
between January and June 2016. The prescriptions were 
grouped as with antibiotics (Group A) and without antibiotics 
(Group B). The antibiotics used in Group A were amoxyclav 
(37 prescriptions), azithromycin (13 prescriptions), cefuroxime 
(12 prescriptions), and clarithromycin (5 prescriptions). Cough 
and cold combinations were the second most commonly 
prescribed followed by antipyretics. Rest were bronchodilators, 
herbal mixtures and saline nasal drops in both the groups. The 
groups were compared for the presence of clinical, hematological, 
and n known to be suffering from atopic conditions, congenital 
heart disease and/or, known immunodeficiency were excluded 
from the study. Informed consent of the parents was taken before 
the study.
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Table 1: The different antibiotics used
Moxclav 37 prescriptions
Azithromycin 13 prescriptions
Cefuroxime 12 prescriptions
Clarithromycin 05 prescriptions
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Chi-square test was applied for statistical analysis using SPSS 
software version 18. p<0.05 was considered significant.

RESULT

Among all 100 prescriptions studied, 67 had antibiotics 
written in it (Fig.1). Moxclav was the most prescribed antibiotics 
while Clarithromycin was prescribed the least Table 1).

Table 2 shows a significant increase in the appearance of 
fever and tachypnoea in the non-antibiotic user group than the 
antibiotic user group. Similarly, crepitations, leucocytosis and 
x-ray findings were significantly less in the antibiotic user group 
when compared to the non-user group. Though average period 
of recovery was less in antibiotic user group than the non-user 
group, it was statistically insignificant.

DISCUSSION

Antibiotic prescription is on the higher side in this study 
(Fig. 1). Antibiotics mostly used were moxclav followed by 
azithromycin, cefuroxime, and clarithromycin. Antibiotics were 
seen to be prescribed with the severity of symptoms with a 
suspicion of bacterial infection [3,4]. Studies were conducted in 
the recent past reveal the presence of low rates of serious acute 
bacterial infections in children with acute bronchiolitis hinting 
at the futility of antibiotic prescriptions [5,6]. Few studies show 

that the antibiotic usage is around 40% in acute bronchiolitis 
group as compared to 67% in the present study which shows 
much higher value [7]. Some randomized control studies have 
also shown that there is no benefit of antibacterial therapy for the 
presence of crackles in children admitted as bronchiolitis [8,9]. 
Routine parenteral antibiotic use increases the cost of treatment 
as well as complications such as antibiotic-associated diarrhea, 
secondary fungal infection, and prolonged stay of the patients 
[10]. The present study findings reveal that a sizeable number 
of patients (33%) were managed well without antibiotics since 
the average period of recovery was almost the same in both the 
groups (p>0.05). The percentage of prescriptions with antibiotic 
usage was high (67%). The inclusion of antibiotics was associated 
with few positive clinical, hematological, and radiological signs 
and symptoms. These findings well correlate with some studies 
carried out in the recent past [9,11].

CONCLUSION

The number of prescriptions with antibiotic inclusion is 
higher (67%) as compared to the other group (33%). Antibiotics 
are mostly prescribed to younger patients (p<0.05). Antibiotic 
administration was associated with fever, tachypnea, crepitations, 
leukocytosis, and positive X-ray findings. The prescription 
pattern in the present study shows rational usage.
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