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Resumen
Introduccion: existe controversia sobre el tipo de profesional mds adecuado —pediatras

(PED) o médicos de familia/generales (MF/MG)- para prestar atencién sanitaria a nifios y ado-
lescentes en Atencién Primaria (AP). No existen revisiones sistemadticas previas que hayan estu-
diado este aspecto. El objetivo de este estudio es comparar la atencidn sanitaria proporcionada
por PED y MIF/MG en los siguientes aspectos de la prdctica clinica: la prescripcién de antibi6ti-
cos (ATB), la indicacién de pruebas diagndsticas, el manejo de la otitis media (OMA), del asma,
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del sindrome febril y de diversas alteraciones psicopatoldgicas, asi como la realizacidn de acti-
vidades preventivas.

Material y métodos: disefio de estudio: revision sistemdtica. Fuente de los datos: hasta di-
ciembre de 2008 se revisaron las bases de datos MEDLINE y CENTRAL, el metabuscador TRIP
Database y el buscador Google Académico para recuperar articulos originales y revisiones sis-
temdticas que compararan la prdctica clinica de ambos tipos de profesionales. No se efectué
restriccion por idioma.

Seleccidn de estudios: se incluyeron estudios de cualquier tipo de disefio (transversal, co-
hortes, casos y controles, experimentales) que compararan la prdctica clinica del PED y el
MF/MG. Se excluyeron todas las referencias que no contuvieran investigacién original (cartas
al director o editoriales). Asimismo, se evalué la calidad metodoldgica de cada estudio con el
instrumento “OSTEBA; Fichas de lectura critica”. Dicha calidad era valorada de forma inde-
pendiente por dos revisores, que llegaban a un consenso en caso de discrepancia. La extrac-
cién de datos fue realizada por siete parejas de revisores de forma independiente. Las discre-
pancias se resolvieron mediante consenso.

Resultados: como promedio, los MF/MG prescribieron mds ATB que los PED en infeccio-
nes del tracto respiratorio superior de probable etiologia virica —odds ratio (OR): 1,4; intervalo
de confianza del 95% (IC 95%): 1,1-1,8—. Los PED tuvieron mds probabilidades de adherirse a
las recomendaciones de guias de prdctica clinica sobre el manejo del sindrome febril (OR: 9; IC
95%: 3-25) y del trastorno por déficit de atencidon con/sin hiperactividad (OR: 5, IC 95%: 3-
11), y una mayor capacidad de resolucion para otras enfermedades de elevada prevalencia du-
rante la infancia y la adolescencia (como asma y OMA). Los PED presentaban porcentajes de
vacunacion superiores a los de los MF/MG en todos los estudios que evaluaron este resultado.

Conclusion: en vista de los resultados expuestos, parece recomendable mantener la figura
del PED en los equipos de APy reforzar su funcién especifica como primer punto de contacto
del nifio con el sistema sanitario.

Palabras clave: Pediatria. Medicina familiar y comunitaria. Médicos de familia. Atencién
Primaria de Salud.

What medical professional is the most adequate to provide health care to children
in primary care in developed countries? Systematic review

Abstract

Introduction: There is controversy about which health professional is the most adequate
—pediatricians (PED) or family practitioners/general physicians (FP/GP)- to provide health ca-
re services to children and adolescents in Primary Care (PC). There are not previous systematic
reviews approaching this subject in the previously published literature. The objective of this
study is to compare health care provided between PED and FP/GP in the following aspects of
the clinical practice: antibiotic (ATB) prescription; diagnostic test indication; acute otitis media
(AOM), asthma, febrile syndrome and several psychopathological conditions’” management;
and preventive measures accomplishment.

Material and methods: study design: systematic review. Data sources: MEDLINE and
CENTRAL databases, TRIP Database and Google Scholar, were searched until December 2008
to retrieve original papers and systematic reviews comparing the clinical practice of both kinds
of health professionals. No language restriction was made. Studies’ selection: studies of any
kind of design were included (cross-sectional, cohorts, case-controls and experimental) com-
paring the clinical practice of PED and FP/GP. The references without original research were
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excluded (letters to the editor, editorials). The methodological quality of each study was as-
sessed with the tool “OSTEBA; Critical Appraisal Cards". Two reviewers assessed the quality
of the studies independently, achieving consensus in case of discrepancy. Seven pairs of revie-
wers made the data extraction independently. Discrepancies were achieved by consensus.

Results: On average, FP/GP prescribed more ATB than PED in upper respiratory tract in-
fections of probable viral etiology —odds ratio (OR): 1.4; 95% confidence interval (95% Cl):
1.1-1.8-; PED were more likely to adhere to clinical guidelines recommendations on febrile
syndrome management (OR: 9; 95% Cl: 3-25) and on attention deficit disorder with/without
hyperactivity (OR: 5; 95% Cl: 3-11), and showed more resolution capacity on other highly
prevalent conditions in children and adolescents (such as asthma and AOM). PED showed hig-
her vaccination coverage than FP/GP in all the studies assessing this result.

Conclusion: based on the presented results, it seems reasonable to recommend maintai-
ning the PED figure in PC health centers and reinforcing its specific task as the first point of
contact of the child with the health care system.

Key words: Pediatrics. Family practice. Physicians. Family. Interprofessional relations. Pri-
mary Health Care.

Resumen ampliado cion infantojuvenil. Mientras que en Es-
tados Unidos se constata una tendencia

Introduccion creciente a que los nifios sean visitados

Existe controversia sobre el tipo de  en AP principalmente por PED (entre
profesional mas adecuado —pediatras 1980y 2000 el porcentaje de nifios con-
(PED) o médicos de familia/generales  trolados por PED se incrementd desde
(MF/MG)- para prestar atencion sanita-  un 56,2% hasta un 64,2%, mientras
ria a nifios y adolescentes en Atencion  que los controlados por MF/MG dismi-
Primaria (AP). Son pocos los estudios cu- ~ nuyeron desde un 33,7% hasta un
yo objetivo principal ha sido comparar ~ 23,9%), en Europa se ha sugerido que
directamente la practica clinica de am-  existe una asociacion entre asistencia sa-
bos tipos de profesional. Hasta la fecha,  nitaria infantil en AP proporcionada por
tampoco se ha efectuado ninguna revi- ~ PED y una disminucion de la mortalidad
sion sistematica (RS) que haya profundi- infantil en aquellos paises cuyo sistema
zado en este aspecto. La cuestion esim-  sanitario incluye la provision de cuidados
portante, debido a que algunos estudios  a nifios y adolescentes en por parte de
han establecido ciertas diferencias, tanto  estos profesionales en el primer nivel de
en conocimientos como en habilidadesy  atencién. Con el objeto de clarificar el
actitudes, entre PED y MF/MG a lahora  estado de la cuestion, y dada la inexis-
de prestar atencion sanitaria a la pobla-  tencia de una RS sobre el tema, se plan-
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ted el presente estudio que tiene como
objetivo comparar la atencién sanitaria
proporcionada por PED y MF/MG en los
siguientes aspectos de la préctica clinica:
1) prescripcién de antibioticos (ATB); 2)
indicacién adecuada de pruebas diag-
nosticas; 3) manejo de la otitis media
(OMA); 4) manejo del asma; 5) manejo
del sindrome febril; 6) manejo de diver-
sos trastornos psicopatolégicos y 6) rea-
lizacion de actividades preventivas.

Material y métodos

Disefio de estudio

Revision sistematica (RS). Fuentes de
los datos: hasta diciembre de 2008 se
revisaron las bases de datos MEDLINE y
CENTRAL, el metabuscador TRIP-Data-
base y el buscador Google Académico
para recuperar articulos originales que
compararan la practica clinica de ambos
tipos de profesionales. No se efectud
ninguna restriccién por idioma.

Seleccién de estudios

Se incluyeron estudios de cualquier ti-
po de disefio (estudios transversales, co-
hortes, casos y controles, experimenta-
les) siempre que efectuaran, como
objetivo principal o secundario, una
comparacion de la préctica clinica de
PED y MF/MG. Se excluyeron todas las
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referencias que no contuvieran investi-
gacion original (cartas al director o edi-
toriales). Finalmente se seleccionaron 59
publicaciones (1 estudio antes/después,
10 de cohortes, 3 de casos/controles y
45 de disefio transversal). Asimismo, se
evalud la calidad metodolégica de cada
estudio con el instrumento “OSTEBA;
Fichas de lectura critica”. Dicha calidad
fue valorada de forma independiente
por dos revisores, que llegaron a un con-
senso en caso de discrepancia. La ex-
traccién de datos fue realizada por siete
parejas de revisores de forma indepen-
diente y conforme a un formulario pre-
establecido. Las discrepancias se resol-
vieron mediante consenso.

Andlisis estadistico

A partir de los resultados de cada es-
tudio se calcularon, cuando no se ofre-
cian y siempre que fue posible, los si-
guientes estimadores del efecto segln
el tipo de disefio del estudio y la prueba
estadistica utilizada: riesgo relativo,
odds ratio (OR) y prevalencia relativa.
Se calcularon, asimismo, los intervalos
de confianza del 95% (IC 95%) de cada
estimador. Cuando fue posible, se com-
binaron los resultados de los estudios
mediante el calculo de un estimador
combinado global, la OR, estimada por
el método del inverso de la variancia,
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aplicando un modelo de efectos fijos o
aleatorios, seglin hubiera ausencia o
presencia de heterogeneidad estadisti-
ca. La presencia de heterogeneidad se
estimé mediante la prueba Q.

Resultados

En promedio, los MF/MG prescribie-
ron mas ATB que los PED en infecciones
del tracto respiratorio superior de pro-
bable etiologia virica (OR: 1,4; 1C 95%:
1,1 a1,8). Los PED tuvieron mas proba-
bilidades de adherirse a las recomenda-
ciones de guias de préctica clinica sobre
el manejo del sindrome febril (OR: 9; IC
95%: 3 a 25) y del trastorno por déficit
de atencion con/sin hiperactividad (OR:
5,1C95%: 3 a11), y una mayor capaci-
dad de resolucién para otras enferme-
dades de elevada prevalencia durante la
infancia y la adolescencia (como asma y
OMA). Los PED presentaban porcenta-
jes de vacunacion superiores, las planifi-
caban mejor, introducian antes y mejor
las nuevas, y tenfan menos creencias
erréneas sobre sus efectos secundarios
en comparaciéon con los MF/MG, en
practicamente todos los estudios (16)
que evaluaron este resultado. Respecto
a actividades de prevencion “cardiovas-
cular” solo las relacionadas con el taba-
quismo y el ejercicio fisico fueron lleva-
das a cabo més adecuadamente por los
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MF/MG, mientras que la deteccion y
manejo de la obesidad, el cribado de hi-
percolesterolemia y la toma de tensién
arterial lo fueron por los PED. En la pro-
vision de otras actividades preventivas
los PED consejaron mas sobre acciden-
tes, intoxicaciones, prevencion del ra-
quitismo y menos que los MF/MG so-
bre consumo de toxicos. Finalmente, la
utilizacion de pruebas diagnésticas en
AP pediatrica fue mejor llevada a cabo
también por los PED, ya que solicitaron
menos radiografias de torax por sospe-
cha de neumonia (DR PED vs MF: -
6,90; IC 95% -8,80 a -4,90); mas anali-
ticas en el lactante pequefio febril (DR
PED vs MF: 12,50; IC 95%: 10,00 a
14,30); y mas test de deteccion de es-
treptococo beta-hemolitico grupo A en
caso de odinofagia (OR MF/MG vs
PED: 0,46; IC 95%: 0,32 a 0,66). Ade-
mas, cuando se solicitaban radiografias
de torax, la probabilidad de que fuera
patolégica fue mayor entre los PED que
entre los MG (RR: 2,6; IC 95%: 1,1-
6,6).

Conclusiones

Esta es la primera RS que compara la
préctica clinica de PED y MF/MG en el
ambito de la AP. Como conclusiones
principales de este estudio, parece com-
probarse que, en paises desarrollados, la
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AP pediatrica en manos de PED presen-
ta un mejor cumplimiento de los pro-
gramas de vacunacion y de las reco-
mendaciones de las guias de préctica
clinica de enfermedades de elevada in-
cidencia y prevalencia, en comparacion
con los MF/MG. Las variables estudia-
das (uso adecuado de medicamentos,
cumplimiento de recomendaciones de
las guias de practica clinica y de los ca-
lendarios oficiales de vacunacion y dis-
minucién del porcentaje de derivaciones
al nivel especializado) son, ademas, de
una gran importancia para médicos, pa-
cientes y gestores, ya que pequefias va-
riaciones en la forma de dispensar estos
cuidados pueden tener enormes reper-
cusiones sanitarias y no sanitarias. En
vista de los resultados expuestos, pare-
ce recomendable mantener la figura del
PED en los equipos de APy reforzar su
funcion especifica como primer punto
de contacto del nifio con el sistema sa-
nitario.

Introduccion

En los paises desarrollados existen di-
ferentes modelos de Atencién Primaria
pediatrica (APP). Aunque también de-
penden del tipo de financiacién de los
sistemas sanitarios (impuestos, asegura-
doras o mercado libre), en general po-
dria considerarse que en unos paises la
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APP es desempefiada fundamentalmen-
te por pediatras generalistas (PED); en
otros lo es, sobre todo, por médicos de
familia (MF) o médicos generales (MG);
mientras que en el resto el modelo es
mixto. En paises donde la poblacién eli-
ge a qué facultativo acudir, la evolucion
en el tiempo indica una clara tendencia
hacia la figura del PED, con mayor clari-
dad en el &mbito urbano (posiblemente
por la escasez de especialistas en el am-
bito rural)".

Ya en 1981, Fishbane et al.? referian
en EE. UU. que los PED hacian significa-
tivamente mads revisiones del nifio sano
que los MG, realizando en éstas mas
diagnésticos adicionales. En 1985 se pu-
blicé un estudio de Starfield® en el que se
constatd que los nifios preescolares eran
atendidos mayoritariamente por PED, y
los adolescentes por MG. Los PED reali-
zaban con mayor frecuencia frotis farin-
geos, pedian mas pruebas diagnosticas,
vacunaban mas y prescribian menos, pe-
ro efectuaban con menor frecuencia
educacion sanitaria sobre sexualidad y
problemas familiares y también llevaban
a cabo menos intervenciones de cirugia
menor. Un estudio de 2004’ revel6 que
el nimero de menores de 18 afios visita-
dos por PED en Atencién Primaria (AP)
en EE. UU. pasd, entre 1980 y 2000, de
un 56,2% a un 64,2%, coincidiendo
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con un descenso de los visitados por MF
0 MG (paso del 33,7% al 23,9%), cir-
cunstancia que también se dio en el por-
centaje de adolescentes atendidos por
PED (se incrementd desde un 26,3%
hasta un 37,4% entre 1980 y 2000, y
descendié desde un 51% a un 40,4%
los adolescentes visitados por MF/MG).
En el afio 2006 un nuevo trabajo* confir-
mé esta tendencia en EE. UU. y constatd
que la probabilidad de que un nifio fue-
se atendido en AP por un profesional no
PED fue significativamente mayor entre
los no asegurados -odds ratio (OR):
1,64- o asegurados en régimen de be-
neficencia (OR: 1,23), y menor entre los
que tenian seguro privado (OR: 0,76).

En el &mbito europeo hay pocas inves-
tigaciones que analicen cudl seria el pro-
fesional médico més adecuado para pro-
veer cuidados en salud en APP. Es un
hecho que llama la atencién, més aun
cuando Katz constaté que la mortalidad
infantil en paises europeos se reduce en
un 5,4/1.000 cuando la APP es respon-
sabilidad fundamentalmente de los PED®.
Otro factor también significativamente
asociado a una menor tasa de mortalidad
infantil fue el nivel de renta per cdpita del
pais (por cada 100 euros de incremento
de la renta per capita se produce un des-
censo de 0,711/1.000 en la mortalidad
infantil).
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Parece sorprendente que existan tan
pocos estudios que aborden esta cues-
tion, sobre todo en el &mbito de la sa-
lud publica, y mas en aquellos paises
como Espafia que optaron por el mode-
lo de APP claramente desempefiado
por PED’.

Para clarificar cudl seria el profesional
médico més adecuado para proporcionar
atencion sanitaria a nifios y adolescentes
en AP en paises desarrollados, se planted
la elaboracién de una revision sistematica
(RS). El objetivo principal de la presente
RS es comparar la practica clinica de PED
y MF/MG en la provision de cuidados al
nifo en AP.

Material y métodos

Criterios de seleccion

Tipos de estudio: estudios de cualquier
tipo de disefio (experimentales, revisio-
nes sistematicas, cohortes, casos y con-
troles, transversales) que tuvieran, como
objetivo principal o secundario, compa-
rar la préctica clinica de PED y MF/MG
en la atencién sanitaria pediatrica en AP.
Se excluyeron articulos de opinion (edi-
toriales y cartas al director) que no con-
tuvieran datos procedentes de investiga-
ciones originales.

Tipos de participantes: PED, MF y MG
que desarrollaran su actividad asistencial
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en AP y/o en servicios de urgencia hospi-
talarios.

Tipo de medidas de resultado: se agru-
paron en las siguientes categorias:

1.

Prescripcion de antibidticos (ATB)
en infecciones del tracto respirato-
rio (ITR) de probable origen virico.

2. Manejo de la otitis media.
3. Manejo del nifio con asma bron-

quial.
Manejo del nifio con sindrome febril.

. Manejo del nifio con trastornos psi-

quidtricos —depresion, trastorno ob-
sesivo-compulsivo (TOC), trastorno
por déficit de atencién con/sin hipe-
ractividad (TDAH)-.
Inmunizaciones: actitudes, creen-
cias, cobertura del calendario vacu-
nal y cumplimiento de las recomen-
daciones oficiales.

. Actividades de prevencion del ries-

go cardiovascular.
Otras actividades preventivas.
Utilizacion de pruebas diagnésticas.

Estrategia de busqueda

para la identificacion de estudios

La busqueda se realizo sin restriccién ni
de idioma ni de tiempo.

Hasta diciembre de 2008 se rastrearon

todos los articulos recuperables por me-

dio de los siguientes recursos: metabus-
cadores (TRIP Database) y bases de da-
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tos (CENTRAL y MEDLINE a través de la
interfaz de PubMed).

Términos descriptores utilizados:

- Respecto al tipo de profesional:

“pediatrics”, “family practice”,
“physicians, family”, “interpersonal
relations”.

Respecto al &mbito de atencion y
organizacién de la gestién sanitaria:
“primary health care”, “ambulatory
care", "health services", “child he-
alth services", “emergency services,
hospital”, “preventive health servi-
ces”, “personal health services”,
“delivery of health care”, “health
care sector”, “health care surveys”,
"health care reform"”, “health care
costs"”, “process assessment (health
care)”, "outcome assessment (he-
alth care)", “quality assurance, he-
alth care”, “patient acceptance of
health care”, "health care ratio-
ning", “quality of health care"”,
“health care facilities, manpower,
and services”, “quality indicators,
health care”, "health care quality,
access, and evaluation”, "outcome
and process assessment (health ca-
re)", “united states agency for he-
althcare research and quality”, “he-
alth services research”, "health
services accessibility”, “community

health services", "urban health ser-
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vices" [MeSH], “rural health servi-
ces" [MeSH], “"maternal-child he-
alth centers”" [MeSH], "health servi-
ces administration”  [MeSH],
“geographic locations” [MeSH],
“community health centers"”, “utili-
zation review", "medical audit”,
“guideline adherence”, “process
assessment (health care)”, “quality
indicators, health care”, "physi-
cian's practice patterns”, “inappro-
priate”, “appropriate”, “appropria-
teness”.

Respecto a las medidas de resulta-
do: "respiratory tract infections”,
“otitis media", “asthma", “fever”,
“depression”, “attention deficit di-
sorder with hyperactivity”, “obses-
sive-compulsive disorder”, “immu-
nization", “vaccination", “primary
prevention”, “secondary preven-
tion", “tertiary prevention”, “obe-
sity”, “overweight", “anti-bacterial
agents", "“depressive disorder”,
“common cold”, “nocturnal enu-
resis”, “child nutrition sciences”,
“"dental caries”, “dermatitis, ato-
pic", "breastfeeding”, “vaccines"”,
“smoking”, “tobacco use cessa-
tion", “tobacco”, "sudden infant
death”.

Como subdescriptores se usaron los
siguientes: “drug therapy"”, “diet
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therapy"”, “therapy"”, “therapeutic
use", “prevention and control”,
“diagnosis”, “mortality”, “compli-
cations”, "drug effects”, “econo-
mics".

Los equivalentes en castellano de estos
términos también se utilizaron para recu-
perar articulos adicionales a través del
buscador Google Académico.

Se reviso la bibliografia de los articulos
que fueron finalmente recuperados para
obtener estudios adicionales de interés.

Métodos de la revision

Seleccion de los estudios: dos autores
(J.C.B.y C.G.V.) revisaron las referencias
de los estudios recuperados examinando
su titulo y resumen. De aquellos estudios
que se consideraron de interés se obtuvo
el articulo completo. En caso de existir
discrepancias, se llegd a un consenso.

En la figura 1 se describe el proceso de
seleccion de los estudios. Cumplieron los
criterios de seleccién 59 (un estudio de
disefio antes-después, diez estudios de
cohortes, tres de casos y controles y 45
de disefio transversal).

Extraccion de los datos y evaluacion de
la calidad metodoldgica: una vez selec-
cionados los estudios, éstos fueron repar-
tidos entre siete parejas de revisores. Ca-
da miembro de la pareja evalud la calidad
metodoldgica de cada estudio de forma
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Figura 1. Resumen del proceso de la seleccién de estudios.

independiente; en caso de discrepancia,
se llegaba a un consenso entre los miem-
bros de la pareja de revisores. En caso de
no lograrlo, J.C.B. o C.G.V. eran los res-
ponsables de tomar la decisién final. Para
la evaluacion de la calidad metodologica
de los estudios se utilizé el programa Lec-
tura critica de estudios. Fichas de lectura
de OSTEBA (Osasun Teknologien Eba-
kuazioa - Evaluacién de Tecnologias sani-
tarias del Pais Vasco: www.osanet.euska-
di.net/r85-osteba/es/contenidos/inform
acion/osteba_formacion/es_osteba/os-
teba_fichas_critica.html). Este programa
asigna tres grados de calidad a los estu-
dios: bajo, medio y alto.
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Las mismas parejas que evaluaron la
calidad metodolégica de un estudio ex-
trajeron los datos de éste de forma inde-
pendiente. En caso de existir discrepan-
cias entre los miembros de una pareja,
éstos intentaban llegar a un consenso.
En caso de no lograrlo, J.C.B. o C.G.V.
eran los responsables de tomar la deci-
sion final.

Los datos extraidos de cada estudio
fueron: primer autor, afio de publicacién,
revista, pais en el que se efectu6 el estu-
dio, tipo de disefio, tamafio de la mues-
tra, tipo de profesional (PED, MF, MQ),
ndmero de pérdidas a lo largo del estu-
dio y causa de éstas, variable de resulta-
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do (que incluyé siempre una compara-
cion directa entre PED y MF/MG con re-
lacién a un aspecto concreto de la aten-
cion sanitaria al nifio y adolescente) y
estimadores del efecto.

Analisis estadistico

A partir de los resultados de cada estu-
dio se calcularon, cuando no se ofrecian
y siempre que fue posible, los siguientes
estimadores del efecto segun el tipo de
disefio del estudio y la prueba estadistica
utilizada: riesgo relativo (RR) en los estu-
dios de cohortes, OR en los estudios de
casos y controles, y prevalencia relativa
(PR) en los estudios de disefio transver-
sal. Se calcularon, asimismo, los interva-
los de confianza del 95% (IC 95%) de
cada estimador.

Cuando fue posible, se combinaron los
resultados de los estudios mediante el
célculo de un estimador combinado glo-
bal, la OR, estimada por el método del in-
verso de la variancia aplicando un modelo
de efectos fijos o aleatorios segtin hubiera
ausencia o presencia de heterogeneidad
estadistica. La presencia de heterogenei-
dad se estimé mediante la prueba Q de
Cochrane (un valor de P < 0,1 es indicati-
vo de presencia de heterogeneidad) y
mediante la prueba de I>. Se exploré la
posible presencia de sesgo de publicacion
mediante el método de Begg.
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Resultados

Utilizacion de antibiéticos

en infecciones respiratorias

de probable origen virico

Las caracteristicas principales de los es-
tudios que evaluaban este aspecto se
describen en la tabla 1.

Estudios realizados utilizando bases

de datos poblacionales

Para determinar la asociacién entre el
tipo de profesional y la prescripcién de un
ATB en ITR de probable origen virico
(ITRV) se combinaron los resultados de
aquellos estudios que reunian las siguien-
tes caracteristicas: 1) datos extraidos de
registros contenidos en bases de datos de
registros sanitarios en los que constaban
el diagndstico y la prescripcion; 2) estu-
dios cuyo disefio fuera compatible con
cohortes histéricas; 3) estudios que estu-
vieran emplazados en AP. Estos criterios
fueron cumplidos por siete estudios®™.
Uno" fue excluido por haber sido realiza-
do con la misma base de datos que otro
de los trabajos incluidos™. Otro se exclu-
yo por estudiar el uso de ATB en una en-
fermedad no infecciosa (asma bron-
quial). Para la combinacién de los
resultados se utilizé un modelo de efectos
aleatorios, dada la presencia de heteroge-
neidad (Q = 25,7, P = 0,00004, I> =
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Tabla 1. Estudios que comparan la préctica clinica de PED y MF/MG en la prescripcion de antibicticos
para infecciones del tracto respiratorio de probable origen virico

Autor/afio/pais Disefio/calidad Participantes Comparacion ~ Variable Resultado Mejor
resultado adecuacion
Fishbane M, Transversal, descriptivo  Datos clinicos Diferentes Porcentaje de prescripcion  35-45% mas prescripcion por  PED
1981, Registros del NAMCS ~ registrados por 80  actuaciones de medicamentos de receta  parte de MG (diferencia, dicen,
EE.UU. Calidad media-baja PEDy 425 MG enotalgia y diarrea significativa) vs PED
Starfield B, Transversal, registros ~ Muestrade PED  Diferentes Prescripcion de No da cifras, pero realizan PED
1985, clinicos profesionales  (429), MF (346)  diagndsticos medicamentos menos prescripciones los PED
EE.UU.” Calidad baja y MG (251) y cuidados
RoarkR, 1995,  Transversal, encuestaa ~ Muestra Escenario clinico  Otitis serosa PR PED vs MF: 1,51 (IC 95%: 1,14-1,99) MF
Colorado profesionales aleatorizadade  de otitis serosay  prescribir ATB de alto coste
(EE.LU)"” Calidad media PED (175)y MF  recidivante Otitis recidivante No existen diferencias
(250)
SchwartzRH,  Transversal, encuestaa ~ Muestra Manejo de la Antibiético desde el primer 1,33 (IC95%: 1,12-157) PED
1997, Virginia  profesionales aleatorizada rinitis purulenta  dia en rinitis purulenta
del Norte Calidad media de PED (201) (PR MF vs PED)
(EE.UU)™® y MF (145) Preocupacion por problema 0,91 (IC95%: 0,85-0,99)
de resistencias al ATB
(PR MF vs PED)
DavyT, 1998,  Transversal, encuestaa  Muestra Actuacion ante6 PR MF VS PED recetar ATB 1,38 (IC95%: 1,05-1,81) PED
Ontario profesionales aleatorizadade  escenarios sobre  dia3.°
(Canad4)”® Calidad media PED(98)yMF  prescripcionde  Alas 2 semanas: 2,29(1C95%:0,96-5,44)
(83) ATBen IRA, - Sineumonia previa 1,36 (IC95%: 1,08-1,72)
OMAo - SiOMA previa 1,58 (IC95%: 1,01-2,47)
neumonia -Sitemperaturarectal > 1,85(IC95%:1,23-2,77)
385°C
- Si hay ansiedad de los 1,81(1C95%:1,12-2,92)
padres
Diferencias en neumonia  No existen diferencias
uOMA
Mainous IIl AG, ~ Cohortes retrospectivas ~ Seleccion de205  Prescripcionde ~ OR (MF vs PED) de seralto 409 (IC 95%: 29-7.276) PED
1998, Kentucky ~ Registros de la médicosy 17.295  ATBen IRVA prescriptor (> p 75)
(EE.UU)"® aseguradora episodios de IRVA OR de ser poco prescriptor 0,08 (IC95%: 0,02-0,29)
Calidad alta (<P25)
Nyquist AC, Cohortes retrospectivas  Datossobre329  Prescripcionde  OR ajustada de prescripcion 0,57 (IC 95%: 0,35-0.92) PED
1998, Registros NAMCS 1992 PED 106 MF ATBeen procesos  de ATB en procesos
EE.UUS Calidad media y59 MG respiratorios respiratorios
(PED vs no PED)

Pennie RA, Cohortes retrospectivas ~ 4.344 visitas a Prescripcion RR MF vs PED prescribir 1,09 (IC95%:0,93-1,27) MF
1998, Ontario  sobre registros clinicos  nifios (1.079PED, deATBenIRA  ATBenIRA

(Canada)® Calidad media 595 MF, 2.670 RR MF vs PED de que 541 (1C95%: 1,51-16,73)
de urgencias) el ATB sea adecuado
WatsonRL, Transversal. Encuesta  Encuestaa212 AdhesionaGPC ~ PRMFvsPED usode ATB 1,14 (IC95%: 1,06-1,24) PED
1999, Georgia  aprofesionales, PED, 154 MF, 211 en el manejo rutinario para la bronquitis
(EE.UU.)® padres y registros padresyregistros e la IRA PRMFvs PED usode ATB 1,91 (IC95%: 1,50-2 45)
Calidad media de 748 nifios rutinario para CVA
Nash DR, 2002, Cohortes retrospectivas ~ 3.669 visitas por  Utilizacion OR usoinapropiado de ATB 0,81 (IC95%: 0,73-0,90) PED
EE.UU." Registros NAMCS MF/MGy9.409  deATBen en IRVAy bronquitis (PED
Calidad media por PED (100 infecciones vs MF/MG)
facultativos respiratorias OR uso inapropiado de ATB 1,03 (IC95%: 0,77-1,48)
en total) en OMAy sinusitis
(MF/MG vs PED)

AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics; ATB: antibiético;

CFES: Comité Francés de Educacion para la Salud; CVA: catarro de vias altas; DBP/FQ: displasia broncopulmonar/fibrosis quistica;
DR: diferencia de riesgos; GPC: guia de prdctica clinica; Hep B: hepatitis B; IC 95%: intervalo de confianza del 95%;

IRA: infeccion respiratoria aguda; IRVA: infeccidn respiratoria de las vias altas; MF: médico de familia; MG: médico generalista;
MHSIC: Manitoba Health Services Insurance Plan; MMR: sarampién, rubeola y parotiditis; NAMCS: National Ambulatory Medical
Care Survey; NHAMCS: National Hospital Ambulatory Medical Care Survey; n. s.: no significativa; OMA: otitis media aguda;

OR: odds ratio; ORL: otorrinolaringologia; PED: pediatra; PR: prevalencia relativa, RR: riesgo relativo; Rx: Radiografia;

SBGA: streptococcus betahemolitico del grupo A; TA: tension arterial; TCA: trastorno de la conducta alimentaria;

TDAH: trastorno por déficit de atencion con hiperactividad; TOC: trastorno obsesivo-compulsivo.
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Tabla 1 (...contintia). Estudios que comparan la practica clinica de PED y MF/MG en la prescripcion
de antibidticos para infecciones del tracto respiratorio de probable origen virico

Autor/afio/pais  Disefio/calidad Participantes Comparacion ~ Variable Resultado Mejor
resultado adecuacion
KozyrskyjAL, ~ Cohortes retrospectivas ~ En 1.2 variable Adhesionalas  ORPED vs MG prescripcion 0,51 (IC 95%: 0,42-0,62) PED
2004, Manitoba  Registros MHSIC 38.475 consultas  recomendaciones  inadecuada en IRA viral
(Canadd)" Calidad media MG 10.046 PED.  de GPCsobreel  OR PED vs MG prescripcion 1,27 (IC95%: 1,06-1,52) MG
En2233.098 uso adecuadode  de ATB de segunda eleccion
MG, 7958 PED  ATB en faringitis, OMA,
neumonia
Amold SR, Transversal, encuesta ~ Muestra Factores que OR PED vs MF de 0,65 (IC95%:0,51-0,82) PED
2005, Ontario  a profesionales aleatorizada influyen en la prescripcion de ATB en al
(Canada)”’ Calidad media de 122 PED prescripcionde  menos alguno de los
y 133 MF ATBen IRVA supuestos de IRVA
Bocquet A, Cohortes retrospectivas ~ Registros de Abordaje de Prescripcion de penicilinas ~ 23,9% menos PED que MG~ PED
2005, Calidad media aseguradoras varios problemas  Prescripcion de 73,9% menos PED que MG
Franche-Comté sobre 43.896 médicos en nifios ~ cefalosporinas
(Francia)"® nifios Prescripcion de macrélidos  52,9% menos PED que MG
Linder JA, 2005, Cohortes retrospectivas ~ 2.797 Abordaje dela OR MF/MG vs PED 1,58 (IC95%: 1,13-2,21) PED
EE.UU.” Calidad alta subregistros el faringoamigdalitis ~ prescripcion de ATB en
NAMCSy en nifios odinofagia
NHAMCS OR prescripcion de ATBno 1,14 (IC95%: 0,72-1,80)
de eleccion en odinofagia
Hare ME, 2006, Cohortes retrospectivas  3.739 visitaspor  Relacion tiempo ~ ORno PED vs PED en 1,48 (IC95%: 1,05-2,07) PED
EE.UU.® Registros NAMCS IRA, asistidas por  consulta primaria de prescribir ATB
Calidad media 1124 médicos prescripcion enRA,
de ATB bronquitis/bronquiolitis
Kozyrskyj AL, Cohortes retrospectivas ~32.746 visitas por ~ Analizar los OR MF vs PED prescripcion 2,10 (IC95%: 1,82-2,53) PED
2006, Manitoba ~ Registros clinicos reagudizacionen  motivosparala  de ATBal 2.°diade
(Canada)" Calidad media 7.791 nifios prescripcionde  reagudizacion
asmaticos ATB Alos7 dias de Se dice que datos similares
reagudizacion
Vemacchiol,  Transversal, encuesta ~ PEDy MF Manejode OMA ~ PRPED vs MF de aceptar 1,21 (IC95%: 1,03-1,43) PED
2007, aprofesionales (230y 66) seginGPCde  lapauta de esperarsin
EE. U7 Calidad media pertenecientes  AAP/AAFP tratamiento ATB en OMA
aunared de
investigacion

AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics; ATB: antibiético;
CFES: Comité Francés de Educacion para la Salud; CVA: catarro de vias altas; DBP/FQ: displasia broncopulmonar/fibrosis quistica;
DR: diferencia de riesgos; GPC: guia de prdctica clinica; Hep B: hepatitis B; IC 95%: intervalo de confianza del 95%;
IRA: infeccion respiratoria aguda; IRVA: infeccidn respiratoria de las vias altas; MF: médico de familia; MG: médico generalista,
MHSIC: Manitoba Health Services Insurance Plan; MMR: sarampién, rubeola y parotiditis; NAMCS: National Ambulatory Medical
Care Survey; NHAMCS: National Hospital Ambulatory Medical Care Survey; n. s.: no significativa; OMA: otitis media aguda;

OR: odds ratio; ORL: otorrinolaringologia; PED: pediatra; PR: prevalencia relativa, RR: riesgo relativo; Rx: Radiografia;

SBGA: streptococcus betahemolitico del grupo A; TA: tension arterial; TCA: trastorno de la conducta alimentaria;
TDAH: trastorno por déficit de atencidn con hiperactividad; TOC: trastorno obsesivo-compulsivo.

84,4%). No fue posible evaluar la exis-
tencia de sesgo de publicacién debido al
escaso numero de estudios incluidos en el
metaanalisis. La OR combinada fue de
1,41 (IC 95%: 1,07-1,8) e indicaba que
los médicos de AP no PED presentaron,
como promedio, 1,4 veces més probabili-
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dades de prescribir ATB para ITRV en
comparacién con los PED (figura 2).

Por diferencias en la metodologia de
estudio no fue posible combinar los resul-
tados de otros trabajos que utilizaron ba-
ses de datos poblacionales. Estos se des-
criben individualmente a continuacién.
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Figura 2. Utilizacion de antibidticos en enfermedades infecciosas de probable etiologia virica
(médicos no pediatras frente a pediatras), segtn diferentes estudios.

Nyquist — } ® |
Pennie } O |
Linder — } Y |
Kozyrskyj — f——e—
Nash — —eo—]
OR Combinada — = 2
| | |
1 2 3 4
— Limites inferior y superior @ OR

Célculo de odds ratio por el método del inverso de la variancia, modelo de efectos aleatorios.

Mainous et al.” analizaron los registros
de la base de datos de Medicaid en Ken-
tucky (EE. UU.) entre el 1 de julio de
1995 y el 30 de junio de 1996 —34.624
episodios de ITR superior (ITRS), (cddi-
gos C465 y C460 de la clasificacion inter-
nacional de enfermedades) en menores
de 18 afios-. Para poder ser incluidos en
el estudio, los médicos debian haber tra-
tado al menos 25 ITRS durante el perio-
do de realizacion de éste. Se defini¢ para
los profesionales la variable prescriptor
elevado, que era la proporcién de ITRS
tratadas con ATB que sobrepasaban el
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percentil (P) 75. Cincuenta y dos médi-
cos fueron considerados altos prescripto-
res (atendieron 11.899 episodios de
ITRS). De la misma forma, fueron consi-
derados prescriptores bajos los médicos
cuyo porcentaje de prescripcion estaba
por debajo del P25. Cumplieron este cri-
terio 55 médicos, que atendieron 5.396
episodios. Ser MF, en comparacién con
PED, se asocié a un mayor riesgo de ser
prescriptor elevado (OR: 409; IC 95%:
29-7.276).

Kozyrskyj et al." evaluaron en 2006 el
uso de ATB en nifios asméaticos con rea-
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gudizaciones de la enfermedad. La reco-
mendacién oficial, procedente de una
guia de préctica clinica (GPC) vigente en
el momento del estudio, era no tratar
con ATB a los nifios con reagudizaciones
asmaticas. Se revisaron los registros de la
base de datos del Manitoba Health Ser-
vices Insurance Plan (MHSIP), que con-
tiene todos los datos sobre la asistencia
sanitaria a los habitantes de Manitoba
(Canada) entre 1995 y 2000. La variable
del resultado principal fue la prescripcion
de un ATB en las 48 horas posteriores a
la reagudizacion. Sobre 20.821 visitas
realizadas por el MF, el 29,3% de estos
profesionales receté un ATB frente a un
15,5% por parte de los PED (sobre
9.855 visitas atendidas por éstos). Los
MF prescribieron, por tanto, ATB con
mayor frecuencia (OR: 2,10; IC 95%:
1,82-2,53).

Hare et al.” revisaron la base de datos
del National Ambulatory Medical Care
Survey (NAMCS) en EE. UU. entre 1993
y 2003 para analizar los patrones de pres-
cripcion en nifios menores de 18 afios
con ITRV. Los médicos no PED prescribie-
ron ATB con mayor frecuencia que los
PED (OR: 1,48;1C95%: 1,05-2,07).

Bocquet et al."® compararon diversos
aspectos de la practica médica de PED y
MF/MG durante dos afios (entre enero
de 2001 y diciembre de 2002) en el de-
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partamento de Franche-Comté (Francia).
En comparacion con los MF/MG, los PED
prescribieron menos ATB de forma global
(un 25% menos) y segun la clase: un
24,9% menos penicilinas, 73,9% menos
cefalosporinas y 52,9% menos macroli-
dos.

Starfield et al.” y Fishbane et al.* tam-
bién estudiaron la prescripcion segun el
tipo de profesional recurriendo a bases
de datos poblacionales en EE. UU. Cons-
tataron que los PED prescribian menos,
aunque no ofrecen datos numéricos.

Estudios de disefio transversal basados

en encuestas a profesionales

Seis estudios evaluaron los habitos de
prescripcion utilizando, sobre todo, en-
cuestas autocumplimentadas por co-
rreo””. El elevado ndmero de personas
no respondedoras (en ocasiones superior
al 50%) y la ausencia de andlisis de las
caracteristicas de los no respondedores
aconsejan describir los resultados de es-
tos estudios por separado.

Roark et al.” enviaron una encuesta a
una muestra de profesionales selecciona-
da de forma aleatoria y compuesta por
250 MFy 175 PED de Colorado (EE. UU.)
sobre la actitud diagnéstico-terapéutica
en dos situaciones clinicas tedricas: nifio
de 13 meses con otitis media con derra-
me (OMD), asintomatica y persistente, y
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nifio de 15 meses con otitis media aguda
(OMA) recurrente. Respondieron 142
MF (57%) y 114 PED (65%). En compa-
racién con los PED, los MF presentaron
una mayor probabilidad de prescribir ATB
de alto coste (PR: 1,51; IC 95%: 1,14-
1,99). No existieron diferencias entre am-
bos tipos de profesional en cuanto a la
actitud ante el nifio con OMA recurrente.

Schwartz et al.” enviaron una encues-
ta a una muestra de 450 médicos de AP
seleccionados a partir de los registros de
cinco condados del norte del estado de
Virginia (EE. UU.). No se describe si la
seleccién de la muestra se realiz6 de for-
ma aleatoria, aunque puede deducirse
que la encuesta fue enviada a todos los
profesionales que cumplian el criterio de
estar en activo y dedicar al menos un
25% de su jornada laboral a visitar a lac-
tantes y nifios pequefios. El objetivo era
comparar la actitud diagnostico-tera-
péutica de PED y MF frente a la rinitis
purulenta planteando dos escenarios cli-
nicos tedricos: un nifo de 10 meses y
otro de seis afios. Respondieron 346
médicos (77%): 201 eran PED y 145,
MF. En el primer escenario (nifio de 10
meses), los MF indicaron de forma in-
mediata un ATB con mayor frecuencia
que los PED (71,1% frente a 53,5%; PR:
1,33; IC 95%: 1,12-1,57). La adopcién
de una conducta expectante, sin ATB en
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los siguientes 7-10 dias posteriores al
diagnéstico, fue mas frecuente entre los
PED (22,7%) que entre los MF (14,8 %),
aunque sin alcanzar significacion esta-
distica (PR: 0,65; IC 95%: 0,41-1,04).
La decisién de no prescribir ATB en nin-
gln caso también fue mas frecuente en-
tre los PED (11,1% frente a 3,5%; PR:
0,32; 1IC 95%: 0,12-0,82). En el caso 2,
los MF recetaban ATB con mayor fre-
cuencia (PR: 2,08; IC 95%: 1,54-2,8).
La decisién de no recetar nunca un ATB
fue mas habitual entre los PED (19,6%)
que entre los MF (5%) (PR: 0,25; IC
95%:0,12-0,55).

Davy et al.” enviaron una encuesta a
una muestra seleccionada de forma alea-
toria de 181 médicos de AP del area de
Toronto (Canada) con objeto de conocer
su patrén de prescripcion de ATB en ni-
fios con infeccién respiratoria aguda indi-
ferenciada con tos. Respondieron 63 de
98 PED (64%) y 73 de 83 MF (88%). Los
MF presentaron una mayor probabilidad
de prescribir ATB en los casos de infec-
cion de tres dias de evolucion (PR: 1,38;
IC 95%: 1,05-1,81), tres dias de evolu-
cion con tendencia al empeoramiento
(PR: 2,05; IC 95%: 1,19-3,53), dos se-
manas de evoluciéon (PR: 2,29; IC 95%:
0,96-5,44) y dos semanas de evolucién
con tendencia a empeorar (PR: 1,65; IC
95%:1,12-2,36).
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Watson et al.” enviaron una encuesta
por correo para conocer la actitud de los
profesionales ante la ITRS. La muestra se
extrajo, de forma aleatoria, del listado
de PED y MF que trabajaban en Georgia
(EE. UU.). De 846 encuestas enviadas a
sujetos elegibles, respondieron 366
(43,3%): 154 eran MF y 212, PED. En el
tratamiento del resfriado comun, la pro-
babilidad de recibir un ATB era superior
cuando el nifio fue atendido por un MF
(57,8% frente a 30,2%; PR: 1,91; IC
95%: 1,50-2,45).

Arnold et al.?', en 2005, realizaron en
Ontario (Canadd) una encuesta auto-
cumplimentada por correo enviada a
una muestra de 540 PED y MF seleccio-
nados de forma casi aleatoria a partir
del listado de médicos del Southam
Medical Lists. EI objetivo era determi-
nar la influencia de las caracteristicas de
la enfermedad (ITRS) y del paciente so-
bre los habitos de prescripcion de los
médicos. Respondieron 257 personas
(48%), de las cuales 119 (47,6%) eran
MF y 131 (562,4%) eran PED. Uno de
los factores asociados a un mayor uso
de ATB en ITRS en el andlisis multiva-
riante fue ser MF (OR de prescribirlos,
PED frente a MF: 0,65; IC 95%: 0,51-
0,82).

Vernacchio et al.” estudiaron la ade-
cuacién de los médicos de AP a las reco-
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mendaciones de una GPC sobre el tra-
tamiento de la OMA en EE. UU. Se en-
vid una encuesta en marzo de 2006 a
477 MF y PED preguntando sobre qué
actitud tomar ante diversos escenarios
clinicos. Respondieron 299 (62,7%), de
los cuales 230 (76,9 %) eran PED. La ac-
titud de vigilancia expectante sin trata-
miento ATB inicial fue adoptada mas
frecuentemente por los PED (86,5%
frente a 71,2%; PR: 1,21; IC 95%:
1,03-1,43).

Utilizacion de ATB de segunda eleccidn

Este resultado se recogié en cuatro es-
tudios”™. La forma diferente de medicién
de los resultados y la marcada heteroge-
neidad estadistica y clinica impiden la
combinacién de sus resultados. Las ca-
racteristicas de los estudios se describen
de forma individual.

Pennie et al.” recogieron datos sobre la
prescripcion de diez médicos (cinco MF,
dos PED vy tres médicos del servicio de
urgencias emplazados en AP) que aten-
dian a menores de 16 afios durante un
periodo de tres semanas en Ontario (Ca-
nadd). Tomando como patron de refe-
rencia las recomendaciones sobre trata-
miento ATB de una GPC de Ontario,
durante el periodo de estudio los MF
efectuaron, de 50 casos tratados, tres
prescripciones de ATB de segunda elec-
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cién (6%) frente a 36 de 111 de los PED
(32%). Los PED presentaron, por tanto,
una mayor probabilidad de prescribir un
ATB de segunda eleccion en OMA (RR:
54,1C95%:1,5-16,7).

Nash et al.” examinaron los registros
del NAMCS para analizar el patron de
prescripcion de ATB durante 1995-1998
en EE. UU. En este periodo, sobre 13.078
visitas realizadas por PED y MF a nifios
de entre 0 y 18 afios, los PED presenta-
ron menor probabilidad de prescribir ATB
de segunda eleccién para el tratamiento
de ITRS o bronquitis (OR: 0,81; IC 95%:
0,73-0,90, calculado mediante un andli-
sis de regresion logistica). No existieron
diferencias entre ambos tipos de profe-
sional en el tratamiento de la sinusitis y la
otitis media (OR: 1,03; IC 95%: 0,77-
1,48).

Kozyrskyj et al. en 2004 analizaron
los registros de cuatro bases de datos
poblacionales mantenidas por el MH-
SIP, que proporciona cobertura sanitaria
a todos los habitantes de Manitoba (Ca-
nadd), durante el periodo 1996-2000.
Compararon la prescripcién de ATB de
segunda eleccién en episodios de ITR de
origen presumiblemente virico (ITRV)
tomando como patrén de referencia las
recomendaciones de una GPC. Durante
el periodo de estudio se atendieron
48.421 ITRV. En comparacién con los
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MG, los PED presentaron una menor
posibilidad de prescribir inadecuada-
mente un ATB en IRTV (OR: 0,51; IC
95%: 0,42-0,62), pero una mayor pro-
babilidad de prescribir un ATB de se-
gunda eleccion (OR: 1,27; I1C 95%:
1,06-1,52).

Linder et al.” analizaron las pautas de
tratamiento ATB de la faringitis aguda en
nifios de edades comprendidas entre los
3y los 7 afios. Para ello revisaron los re-
gistros de las bases de datos NAMCS y
National Hospital Ambulatory Medical
Care Survey (NHAMCS). Esta dltima
guarda registros de consultas ambulato-
rias y de servicios hospitalarios de urgen-
cia de 1995-2003. Sobre 4.158 nifios
que presentaron este diagnéstico, los au-
tores no constataron diferencias entre
PED y MF/MG en cuanto a la prescrip-
cion de ATB no recomendados (OR:
1,14; 1C 95%: 0,72-1,80), aunque los
PED prescribieron menos ATB ante el
diagnéstico de odinofagia (OR: 1,58; IC
95%:1,13-2,21).

Manejo de la otitis media

Diez estudios analizaron la actitud de
PED y MF/MG respecto a diversos aspec-
tos del diagnéstico y tratamiento de la
OMA (tabla 2). Siete eran de disefio
transversal y tres correspondian a cohor-
tes historicas. En cinco’®** existe una
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Tabla 2. Estudios que comparan la préctica clinica de PED y MF/MG en el manejo de la otitis media

Autor/afio/pais Disefio/calidad Participantes Comparacion ~ Variable Resultado Mejor
resultado adecuacion
Fishbane M, Transversal, descriptivo  Datos clinicos Diferentes Porcentaje de prescripcion  35-45% mas prescripcion por  PED
1981, Registros del NAMCS  registrados por 80 actuaciones de medicamentos de receta MG (diferencia, dicen,
EE.UU2 Calidad media/baja PEDy 425 MG en otalgia significativa)
RoarkR, 1995,  Transversal, encuestaa ~ Muestra Escenarios clinicos PR No utilizacion de 0,83 (IC95%: 0,65-1,07) PED
Colorado profesionales aleatorizadade  sobre ofitis serosa  otoscopia neumética PED
(EE.UU)" Calidad media PED(175)y MF  yrecidivante vs MF
(250) Otitis serosa PR MF vs PED:
—Prescribir ATB de alto 1,51(1C95%: 1,14-1,99)
coste
- Prescribir descongestivo 2,78 (IC95%: 1,68-4,60)
oral
- Derivar a timpanostomiaa 2,00 (IC95%: 1,22-3,26)
[a9.% semana
- Derivar a timpanostomiaa 1,18 (IC95%: 1,04-1,35)
la12.% semana
Otitis recidivante No hay diferencias
DavyT, 1998,  Transversal, encuestaa  Muestra Actuacion ante 6 Probabilidad de recetar ATB 0,63 (IC95%: 0,40-0,99) PED
Ontario profesionales aleatorizada escenarios sobre i hay OMA previa (PR PED
(Canad4)”® Calidad media de PED (98) la prescripcion — vs MF)
y MF (83) de ATB
Pennie RA, Cohortes retrospectivas  4.344visitasa ~ Prescripcionde ~ Probabilidad de prescribir -~ 5,41 (IC95%: 1,51-16,73) MF
1998, Ontario  sobre registros clinicos nifios (1.079 PED, ~ ATBen IRA un ATB no de eleccion en
(Canad4)’ Calidad media 595MF,2.670  (incluye OMA)  OMA (RR bivariante PED
de urgencias) vs MF)
Watson RL, Transversal, encuestaa  Encuestaa212  AdhesionaGPC PR PED vs MF de utilizar 139(1C95%:1,18-1,64) PED
1999, Georgia  profesionales, padresy  PED, 154 MF, enelmanejode  otoscopia neumética en
(EE.UU.Y" registros 211 padresy OMA diagnostico de OMA
Calidad media registros de 748
nifios
Mclsaac W, Transversal, encuestaa ~ Muestra Actuacion segin PR PED vs MF de derivacion  MF derivan antesy se sienten ~ PED
2000, Ontario ~ profesionales aleatorizada a guiasante OMA,  aORLen 17 items més presionados por parte
(Canada)™* Calidad media PED (399)y MF  derivaciona ORL  diferentes de OMA serosay  de los padres
(551) recidivante
Boulis AK, 2002, Transversal, encuestaa ~ Muestra Actuacionante  Diferencia de medias de -147(C%%:-165a-129)  PED
EE.UUZ profesionales aleatorizadaa  varios escenarios  porcentajes de derivaciona
Calidad media PED (1.735)y MF  clinicos ORL, PED vs MF gjustado
(1.267)
Quach C,2004, Cohortes retrospectivas  60.513 nifios Adecuacion al OR de prescribir amoxicilina 1,23 (IC95%: 1,18-1,28) PED
Quebec a partir de registros menores de 7 tratamientode ~ como 1.2 eleccion de PED
(Canada)”® Calidad alta afios visitados por  ATBdelaOMA ~ vsMG
4110 MG (cuando se Adecuacionauna guiade 1,28 (1C95%: 1,05-157)
y 428 PED prescribe) consenso OR PED vs MG
AsherE, 2005,  Casosy controles a 590 nifios remitidos ~ Revision del OR de diagnéstico correcto 1,69 (IC 95%: 0,83-3,42) Similar
Istael (rura)®  partir de registros aurgendaspor  diagndstico de OMA: MFvs PED
Calidad media PED, MFOMG correctode OMA MG vs PED 1,11 (IC95%:0,73-1,78)
VernacchioL,  Transversal; encuestaa  PEDy MF Manejode OMA  PRPEDvs MF de aceptar ~ 1,21(IC95%: 1,03-143) PED
2007, profesionales (230y 66) seglin GPC la pauta de esperar sin
EE.UU2 Calidad media pertenecientesa e AAP/AAFP  tratamiento ATB enla
unared de OMA
investigacion

AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics; ATB: antibiético;

CFES: Comité Francés de Educacion para la Salud; CVA: catarro de vias altas; DBP/FQ: displasia broncopulmonar/fibrosis quistica;
DR: diferencia de riesgos; GPC: guia de prdctica clinica; Hep B: hepatitis B; IC 95%: intervalo de confianza del 95%;

IRA: infeccion respiratoria aguda; IRVA: infeccidn respiratoria de las vias altas; MF: médico de familia; MG: médico generalista;
MHSIC: Manitoba Health Services Insurance Plan; MMR: sarampién, rubeola y parotiditis; NAMCS: National Ambulatory Medical
Care Survey; NHAMCS: National Hospital Ambulatory Medical Care Survey; n. s.: no significativa; OMA: otitis media aguda;

OR: odds ratio; ORL: otorrinolaringologia; PED: pediatra; PR: prevalencia relativa, RR: riesgo relativo; Rx: Radiografia;

SBGA: streptococcus betahemolitico del grupo A; TA: tension arterial; TCA: trastorno de la conducta alimentaria;

TDAH: trastorno por déficit de atencion con hiperactividad; TOC: trastorno obsesivo-compulsivo.
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comparacion de la préctica clinica de am-
bos tipos de profesional respecto a un es-
tandar de referencia que es variable: GPC,
consenso de expertos o realizacién de una
prueba complementaria que confirma el
diagnostico de la enfermedad. Tres son de
disefio transversal®*** y dos correspon-
den a un disefio de cohortes histéricas®”.

La heterogeneidad en cuanto al tipo de
disefio, los métodos de seleccion de la
muestra de participantes y el estandar de
referencia utilizado impiden realizar una
combinacién de los resultados para obte-
ner un estimador combinado global.

En el estudio de Vernacchio et al.”* se
analizaron dos tipos de prescripcién de
ATB (inmediata frente a diferida) segtin
las recomendaciones de una GPC que re-
comendaba la prescripcion diferida. Los
PED se adhirieron con més frecuencia a
dicha recomendacion que los MF (PR:
1,21;1C95%: 1,03-1,43).

Quach et al.” revisaron los registros de
diagnéstico y tratamiento de nifios me-
nores de 7 afios diagnosticados de OMA
entre 1999 y 2002 e incluidos en una ba-
se de datos de emplazamiento comuni-
tario: Régie de I'Assurance Maladie du
Québec (RAMQ) (Canada). Durante es-
te periodo se registré a 60.513 nifios me-
nores de 7 afios con un primer episodio
de OMA, que fueron atendidos por
4.708 médicos (MF/MG: 87,3%, PED:
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9,1% vy especialistas en otorrinolaringo-
logia: 2,5%). Los autores analizaron me-
diante regresion logistica la adhesion a la
recomendacion de utilizar la amoxicilina
como ATB de primera eleccion; existio
un mayor cumplimiento de ella entre los
PED (OR: 1,23;1C95%: 1,18-1,28). Asi-
mismo, los PED, en comparacion con los
MF/MG, presentaron una probabilidad
menor de recetar azitromicina (OR: 0,62;
IC 95%: 0,58-0,66) y claritromicina (OR:
0,63; 1C 95%: 0,59-0,68). En general, la
adecuacién a las recomendaciones de
una guia de consenso fue superior en los
PED (OR1,28;1C95%: 1,05-1,57).
Pennie et al.’ constataron que la pro-
babilidad de prescribir un ATB de segun-
da eleccién fue mayor entre los PED (RR:
5,4:1C95%: 1,51-16,73). Este resultado
se estimo a partir de un subgrupo de 111
visitas realizadas por PED y 50 llevadas a
cabo por MF (para el diagnostico de
OMA, el nimero de visitas por tipo de
profesional durante el periodo de estudio
fue de 192 y 64, respectivamente).
Watson et al.* estudiaron la utilizacion
de otoscopia neumatica para realizar el
diagnostico de OMA. Dicha prueba fue
utilizada més frecuentemente por los
PED, como recomendaba una guia de re-
ferencia (PR: 1,39: 1C 95%: 1,18-1,64).
Mclsaac et al.* realizaron un estudio
mediante una encuesta por correo postal
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a 2.234 MF y 775 PED en Ontario (Ca-
nadd). Se obtuvieron 950 respuestas
(42,5%); el porcentaje de éstas fue simi-
lar por tipo de profesional. Los autores
analizaron el porcentaje de derivaciones
al servicio de otorrinolaringologia, cons-
tatando que éstas fueron inferiores entre
los PED en multiples situaciones clinicas,
entre las que destacan: OMA bilateral
(PR: 0,72: 1C 95%: 0,61-0,84), obstruc-
cion nasofaringea (PR: 0,82; IC 95%:
0,72-0,93) o derrame persistente por en-
cima de tres meses (PR: 0,95; IC 95%:
0,90-1,01). Los MF fueron mas influen-
ciables por el estado de preocupacion de
los padres a la hora de tomar la decision
sobre la necesidad de derivar a un nifio
con OMA. Asi, cuando los progenitores
expresaron su preferencia por la coloca-
cién de tubos de drenaje timpanico, los
MF derivaron con més frecuencia (PR:
0,70; IC 95%: 0,59-0,83). Lo mismo su-
cedié cuando los padres expresaron su
preocupacién por la frecuencia de los
episodios o bien por su percepcion de la
gravedad de éstos (PR: 0,65; IC 95%:
0,55-0,76).

Otros cinco estudios compararon la
préctica clinica de PED y MF/MG en au-
sencia de un estdndar de referen-
cia*"""*»?,_ Tenian un disefio transversal
todos excepto uno*, que correspondia a
un disefio de casos y controles.
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Asher et al.**, en un estudio emplazado
en un servicio de urgencias hospitalario
que atendia a poblacién rural de una re-
gién de Israel, realizaron timpanocentesis
a todos los nifios con OMA derivados
desde AP durante un afio (590 nifios) y
no constataron diferencias entre PED y
MF/MG en cuanto a diagnésticos co-
rrectos de OMA (OR: 0,82; IC 95%:
0,56-1,21; andlisis de regresion logisti-
ca).

Davy et al.” no constataron diferencias
entre ambos tipos de profesional, PED y
MF, en cuanto a la prescripcion de ATB
(OR: 0,86; IC 95%: 0,05-14,1), aunque
los PED prescribieron menos ATB cuando
existio un antecedente de OMA previa
(PR:0,63; 1C95%: 0,40-0,99).

Boulis et al.” entrevistaron telefonica-
mente a 1.735 PED y 1.265 MF de EE.
UU. durante un afio (respondi6 el 65,4 %
de los profesionales que fueron contac-
tados) y constataron un menor porcenta-
je de derivaciones a otorrinolaringologia
entre los PED en comparacion con los
MF (OR: 0,71;1C95%:0,61-0,82).

Roark et al.” no constataron diferen-
cias entre PED y MF en la utilizacion de
la otoscopia neumatica aunque, en el
abordaje de la OMD, los MF prescri-
bieron mas ATB de segunda eleccién y
elevado coste (PR: 1,51; IC 95%:
1,14-1,99), asi como mas farmacos an-
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ticongestivos (PR: 2,78; IC 95%: 1,68-
4,60), y derivaron con mas frecuencia
a un servicio de otorrinolaringologia a
las 9 (PR: 2; IC 95%: 1,22-3,26) y a las
12 semanas (PR: 1,18; IC 95%: 1,04-
1,35) de seguimiento.

Fishbane et al.” constataron una ten-
dencia estadisticamente significativa ha-
cia la prescripcién de ATB por parte de
los MG en nifios con otalgia (un porcen-
taje 35-45% superior).

Manejo del asma bronquial

Las principales caracteristicas de los
tres estudios analizados se sintetizan en
la tabla 3.

Finkelstein et al.”” publicaron en 2000
los resultados de una encuesta autocum-
plimentada enviada por correo a médi-
cos de AP (todos los PED de AP y una
muestra seleccionada aleatoriamente de
MF de tres estados de EE. UU.). El objeti-
vo fue comparar el grado de adhesion a
las recomendaciones de una GPC sobre
asma, vigente en 1997, segln el tipo de
profesional. Se enviaron por correo 722
cuestionarios, de los cuales fueron res-
pondidos 429 (64%). De éstos se exclu-
yeron 13 por ocupar menos del 25% del
tiempo de su jornada laboral (o menos
de ocho horas por semana) en visitar pa-
cientes y 9 por pertenecer a otras espe-
cialidades diferentes de PED y MF. La
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muestra final estuvo compuesta por 407
profesionales (56,3%). No se especifica
su distribucién por especialidad. En el
andlisis de regresion logistica no existie-
ron diferencias entre ambos tipos de pro-
fesional en cuanto a la realizacién de un
ensayo con farmacos beta-2-agonistas
inhalados (OR: 0,8; IC 95%: 0,2-3,9).
Los MF recomendaron con menor fre-
cuencia que los PED la realizacién de peak
flow diario (36% frente a 54%; OR: 0,3;
IC 95%: 0,1-0,5) y en la consulta (96%
frente a 68%; OR: 3; IC 95%: 0,8-10,8);
e indicaron con més frecuencia la realiza-
cién de una espirometria para diagnosti-
car el asma (40% frente a 12%; OR: 5,9:
IC 95%: 2,4-14,6). No existieron dife-
rencias entre ambos colectivos en cuanto
a la realizacién de radiografia de térax o
de senos, aunque se aprecié una tenden-
cia no significativa por parte de los MF a
pedirlas con mayor frecuencia (radiogra-
fia de torax: 38 % frente a 24%; OR: 1,7;
IC 95%: 0,8-3,5; radiografia de senos:
10% frente a1%; OR: 5,3; IC 95%: 0,6-
44). No existieron diferencias en la reali-
zacion de prick test o RAST (MF 8%
frente a PED 3%; OR: 1,2; 1IC 95%: 0,3-
4,8). Los MF derivaron al nivel especiali-
zado con mas frecuencia que los PED en
las siguientes situaciones clinicas no con-
templadas por la GPC: 2-3 visitas previas
al servicio hospitalario de urgencias (OR:
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Tabla 3. Estudios que comparan la practica clinica de PED y MF/MG en el manejo del asma

Autor/afio/pais Disefio/calidad Participantes Comparacion ~ Variable Resultado Mejor
resultado adecuacion
Finkelstein JA, ~ Transversal, encuestaa ~ Muestrade PEDy  Aplicacion de OR ajustada de realizacion ~ Ensayo, Rx, prick, RAST: Similar
2000, profesionales MF de tres GPCsobreasma  de ensayo con beta-2- diferencias no significativas
(EE. UU)" Calidad media/baja aseguradoras, agonista, Rx de senos, Rx
407 en total de torax, realizacion de
prick o RAST
Peak flow diario (OR MFvs 0,30 (IC 95%: 0,10-0,50)
PED)
Espirometria (ORMFvs 5,90 (IC 95%: 2,40-14,60)
PED)
Derivacion a especializada  Medida en cuatro ftems: en dos
seglin GPC la adecuacion de la derivacion
por parte de los MF era correcta
y en otros dos no
Kozyrskyj AL, Cohortes retrospectivas ~32.746 visitas por ~ Analizar los OR MF vs PED prescripcion 2,15 (IC95%: 1,82-2,53) PED
2006, Manitoba  Registros clinicos del reagudizacionen  motivosparala  de ATBal 2.° dia de
(Canada)" MHSIP 7.791 nifios prescripcionde  reagudizacion
Calidad media asmaticos ATB en asma Alos 7 dias de 1,25 (IC95%:1,23-1,27)
reagudizacion (RR)
SunHL, 2006,  Cohortes retrospectivas  222.537 Patrones de Prescripcion de 14,9% MF vs 3,1% PED Similar
Taiwén®® Registros clinicos prescripcionesen  prescripcionde  adrenérgicos inhalados (p<0,05)
Calidad media nifios< 16afios  farmacos contra  Prescripcion de corticoide ~ 5,6% MFvs 7,8% PED
elasma inhalado (p<0,05)
No se ofrece significacion, ~ MF vs PED
pero RR prescribirunsolo 0,76 (IC95%: 0,74-0,77)
antiasmatico
Prescripcion de xantinas 056 (IC95%: 0,53-0,59)
Prescripcion de beta-2 1,50 (IC95%: 1,45-1,56)
via oral

AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics; ATB: antibiético;

CFES: Comité Francés de Educacion para la Salud; CVA: catarro de vias altas; DBP/FQ: displasia broncopulmonar/fibrosis quistica;
DR: diferencia de riesgos; GPC: guia de prdctica clinica; Hep B: hepatitis B; IC 95%: intervalo de confianza del 95%;

IRA: infeccidn respiratoria aguda; IRVA: infeccion respiratoria de las vias altas; MF: médico de familia; MG: médico generalista;
MHSIC: Manitoba Health Services Insurance Plan; MMR: sarampidn, rubeola y parotiditis; NAMCS: National Ambulatory Medical
Care Survey; NHAMCS: National Hospital Ambulatory Medical Care Survey; n. s.: no significativa, OMA: otitis media aguda;

OR: odds ratio; ORL: otorrinolaringologia; PED: pediatra; PR: prevalencia relativa, RR: riesgo relativo; Rx: Radiografia;

SBGA: streptococcus betahemolitico del grupo A; TA: tension arterial; TCA: trastorno de la conducta alimentaria;

TDAH: trastorno por déficit de atencién con hiperactividad; TOC: trastorno obsesivo-compulsivo.

51;1C95%:2,5-10,5) y antecedente de
hospitalizacién previa por crisis asmatica
(OR:2,8;1C95%: 1,3-6,3). También de-
rivaron con mayor frecuencia en estas
dos situaciones clinicas que si estaban
contempladas como motivo de deriva-
cion: antecedente de dos exacerbaciones
previas que requirieron tratamiento con
corticoides orales (OR: 2,9: IC 95%: 1,4-
6,0) y niflos menores de tres afios que
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necesitaban medicacion diaria (OR: 7,8;
IC95%:2,7-23,1).

Kozyrskyj et al." evaluaron el uso de
ATB en nifios asméticos con reagudiza-
ciones de la enfermedad entre 1995 y
2000 (registros clinicos del MHSIP), y de-
terminaron la adhesion a las recomenda-
ciones de una GPC que indicaba no tratar
con ATB las reagudizaciones asmaticas.
En el andlisis de regresion logistica se
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constatd que los MF prescribieron ATB
con mayor frecuencia que los PED (OR:
2,15; 1C 95%: 1,82-2,53) en los dos pri-
meros dias de evolucion de la reagudiza-
cién asmatica. Los autores no analizaron
los datos cuando el periodo de posible
prescripcion de ATB se extendié hasta
siete dias después del inicio de la sinto-
matologia, aunque ofrecen los porcenta-
jes: 71,5% (MF) frente a 57,2% (PED). A
partir de los resultados del estudio fue
posible estimar el RR, que fue de 1,25 (IC
95%: 1,23-1,27), lo que indica que los
MF tenian més probabilidad de prescribir
un ATB en los siete primeros dias tras la
reagudizacion asmética.

Sun et al.”* publicaron en 2006 un estu-
dio realizado en Taiwan. El objetivo era
conocer los hébitos de prescripcion de
farmacos para el asma de PED y MF. Para
ello consultaron los registros de una base
de datos de cobertura estatal (Nacional
Health Insurance Research Database).
Los farmacos se agruparon en seis cate-
gorias: adrenérgicos inhalados, beta-2-
agonistas orales, corticoides inhalados,
xantinas, corticoides orales y antagonistas
de los receptores de los leucotrienos. Se
analizaron 225.537 prescripciones duran-
te un periodo de tres meses. Los MF pres-
cribieron mas tratamientos en régimen de
monoterapia que los PED (45,8% frente
a34,6%; PR:0,76;1C95%: 0,74-0,77) y
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recetaron con mayor frecuencia dos far-
macos simultineamente (43,8% frente a
39,9%; PR: 0,91; IC 95%: 0,89-0,93). La
combinacién de mas de dos farmacos fue
mas habitual entre los PED (25,6% frente
a 10,4%; PR: 2,47; 1C 95%: 2,41-2,64).
En cuanto a la distribucion de los medica-
mentos prescritos en régimen de mono-
terapia, los MF prescribieron adrenérgicos
inhalados con mas frecuencia que los
PED (14,9% frente a 3,1%; RR: 0,21; IC
95%: 0,19-0,23) y mas derivados de las
xantinas (30,1% frente a 16,9%: RR:
0,56; IC 95%: 0,53-0,59). Los PED pres-
cribieron con mayor frecuencia beta-2-
agonistas orales (70,4% frente a 46,9%;
RR: 1,5; 1C 95%: 1,45-1,56) y mas corti-
coides inhalados (7,8% frente a 5,6%;
RR:1,39;1C95%:1,21-1,6).

Manejo de la fiebre

Las principales caracteristicas de los es-
tudios, en este caso tres, se sintetizan en
la tabla 4.

En 1982, Leduc et al.® realizaron un
estudio de cohortes prospectivo cuyo
objetivo fue evaluar los resultados en sa-
lud de los nifios que acudieron a dos ser-
vicios de urgencias (uno de un hospital
infantil, atendido por PED, y otro de un
hospital general, atendido por MG). Para
ello, los autores contactaron telefénica-
mente con los padres de los nifios en un
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Tabla 4. Estudios que comparan la practica clinica de PED y MF/MG ante la fiebre en Atencion Primaria

Autor/afio/pais Disefio/calidad Participantes Comparacion ~ Variable Resultado Mejor
resultado adecuacion
Leduc DG, Cohortes, prospectivo  Nifios atendidos ~ Actuacionante  Peticion de Rx, 1,69 (IC95%:0,99-2,88) PED
1982, Montreal ~ Calidad media enurgenciaspor  nifios con fiebre  RRPED vs MG
(Canada)” PED (148) 0 por Probabilidad de Rx 2,63 (IC95%:1,05-6,57)
MG (111) patolégica sobre las
solicitadas, RR PED vs MG
Probabilidad de pruebade ~ 32,1% (IC95%: 14,8%-49,4%)
deteccion del antigeno
estreptocdcico en la faringe
positiva DR PED vs MG
No hay mejoriaa los 7 dias, 0,66 (IC95%:0,31-1,42)
RR PED vs MG
ZerrDM, 1999,  Transversal, encuesta ~ Muestra Adhesionauna  OR (andlisis multivariante) 9,13 (IC95%: 3,40-24,5) PED
EE.UUY a profesionales seleccionada guia parael de adhesion a la gufa,
Calidad media aleatoriamente  manejo de fiebre  PED vs MF
(193 PED PR conocer la guia PED 2,01(1C95%: 1,10-3,68)
y 104 MF) vs MF
Boluis AK, 2002, Transversal, encuesta ~ Muestra Actuacionante DR peticion de Rx de térax ~ -6,90 (IC95%: -8,80a-490)  PED
EE.UUP a profesionales seleccionada varios escenarios  por fiebre y sospecha de
Calidad media aleatoriamente  clinicos neumonia; PED vs MF
PED (1.735)y MF  pedidtricos DR realizacion analiticaa 12,50 (IC95%: 10,70-14,30)
(1.267) tedricos lactante febril; PED vs MF

AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics; ATB: antibidtico;

CFES: Comité Francés de Educacion para la Salud; CVA: catarro de vias altas; DBP/FQ: displasia broncopulmonar/fibrosis quistica;
DR: diferencia de riesgos; GPC: guia de prdctica clinica; Hep B: hepatitis B; IC 95%: intervalo de confianza del 95%;

IRA: infeccidn respiratoria aguda; IRVA: infeccion respiratoria de las vias altas; MF: médico de familia; MG: médico generalista;
MHSIC: Manitoba Health Services Insurance Plan; MMR: sarampidn, rubeola y parotiditis; NAMCS: National Ambulatory Medical
Care Survey; NHAMCS: National Hospital Ambulatory Medical Care Survey; n. s.: no significativa, OMA: otitis media aguda;

OR: odds ratio; ORL: otorrinolaringologia; PED: pediatra; PR: prevalencia relativa, RR: riesgo relativo; Rx: Radiografia;

SBGA: streptococcus betahemolitico del grupo A; TA: tension arterial; TCA: trastorno de la conducta alimentaria;

TDAH: trastorno por déficit de atencién con hiperactividad; TOC: trastorno obsesivo-compulsivo.

plazo de tiempo no superior a dos sema-
nas después de la consulta en el servicio
de urgencias. Las variables del resultado
principal fueron la duracién de los sinto-
mas, la realizacion de una nueva consulta
con su médico y el ingreso hospitalario.
Otra medida de resultado fue la realiza-
cién de pruebas complementarias. Se in-
cluy6 en el estudio a todos los nifios de
edades comprendidas entre 0 y 10 afios
que acudieron a urgencias por fiebre
igual o mayor de 38 °C acompafiada o
no de otros sintomas. Se excluyé a nifios
con enfermedades crénicas subyacentes
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(diabetes, inmunodeficiencias) y a aque-
llos que ya habian consultado previa-
mente por el mismo proceso. Durante el
periodo de estudio, 148 nifios acudieron
al servicio de urgencias pediatrico y 111
al de urgencias del hospital general. Fue
posible contactar con los padres en el
90% de los casos visitados por PED y en
el 94% de los visitados por MG. Once
(8,3%) de los nifios visitados en el hospi-
tal infantil presentaban persistencia de la
sintomatologia transcurridos siete dias
desde la visita en urgencias frente a 13
(12,5%) nifios visitados en el hospital
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general (RR: 0,66; IC 95%: 0,31-1,42).
De este subgrupo de nifios, uno precisd
el ingreso en un hospital pediatrico fren-
te a tres en un hospital general (RR: 0,26;
IC 95%: 0,03-2,47). Respecto a la reali-
zacion de pruebas complementarias, su
ndmero absoluto no difiri6 entre hospita-
les =58 (39,2%) en hospital pediatrico
frente a 45 (40,5%) en hospital gene-
ral-. Si existieron diferencias respecto al
tipo de prueba complementaria pedida:
los MG solicitaron mas radiografias de
torax que los PED: 36 (32,4%) frente a
16 (14,4%), con un RR de 1,69 (IC
95%: 0,99-2,88). El resultado de la ra-
diografia fue anormal con més frecuen-
cia cuando ésta fue solicitada por un
PED: 7 casos de 16 (43,8%) frente a 6 de
36 (16,7%) con un RR de 2,6 (IC 95%:
1,1-6,6). Los PED realizaron con mas fre-
cuencia que los MF la deteccion de anti-
geno estreptococico en la faringe (28
frente a2; RR: 18,7;1C95%: 4,5-76,7) y
obtuvieron un resultado positivo con
mayor frecuencia que los MF -9 frente a
0; diferencia de riesgos (DR): 32,1%; IC
95%: 14,8%-49,4%—. Respecto a la re-
alizacion de cultivos, los PED los solicita-
ron con mayor frecuencia (30 frente a 5;
RR: 4,5; IC 95%: 1,8-11,2) y obtuvieron
con mayor frecuencia un resultado posi-
tivo —aislamiento del germen- (2 casos
frente a 0, aunque sin diferencias signifi-
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cativas: DR: 6,7%; IC 95%: -2,3% a
15,6%).

Zerr et al.* publicaron en 1999 los re-
sultados de una encuesta autocumpli-
mentada realizada a una muestra selec-
cionada aleatoriamente de PED, MF y
médicos de servicios de urgencia hospi-
talarios de EE. UU. La muestra se extrajo
a partir de Medical Marketing Services,
empresa autorizada para ofrecer datos
de profesionales afiliados a la American
Medical Asociation (AMA). El objetivo
principal del estudio era determinar el
grado de acuerdo de estos tres tipos de
profesionales con las recomendaciones
de una GPC para el manejo de la fiebre
sin foco en nifios. El acuerdo con dichas
recomendaciones se determiné por me-
dio del planteamiento de dos escenarios
clinicos tedricos en dos lactantes: uno de
dos semanas y otro de ocho semanas de
vida. La calidad del estudio se clasifico
como media. Se enviaron 1.500 encues-
tas y respondieron 474 (31,6%), de los
cuales 193 eran PED, 177 médicos de
servicios de urgencias y 104 MF. El por-
centaje de respuestas por tipo de profe-
sional fue del 42%, el 41% vy el 23%
respectivamente. Segtn las recomenda-
ciones de la GPC, la actitud adecuada
que tomar ante un nifio de dos semanas
con fiebre era ingreso hospitalario y rea-
lizacién de urocultivo, hemocultivo y
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cultivo de LCR. En comparacion con los
MF, los PED se adhirieron con mas fre-
cuencia a las recomendaciones de la
guia (OR: 9,13; IC 95%: 3,4-24,5, de-
terminado por un anélisis de regresion
logistica).

En el estudio de Boulis® descrito con
anterioridad, de las seis vifietas presenta-
das a los médicos participantes, tres co-
rrespondian a casos clinicos en los que la
fiebre estaba presente. Caso nimero dos:
nifio de 10 afios sano con una historia cli-
nica de fiebre de dos dias de evolucion,
congestion nasal y dolor de garganta, sin
otros signos y sintomas adicionales. Los
padres llaman por teléfono al médico para
relatar el cuadro clinico de su hijo. Los au-
tores determinaron el porcentaje de casos
en los que se recomendo a los padres que
lo trajeran a la consulta. El 69,8% (IC
95%: 68,6%-71,1%) de los MF frente al
63,3% (IC 95%: 62,3%-64,3%) de los
PED indicaron a los padres que llevaran a
su hijo a la consulta (DR estimada me-
diante andlisis multivariante: -7,3%; IC
95%: -9% a -5,6%). Caso numero tres:
nifia de 10 afios sin antecedentes de inte-
rés que refiere un cuadro clinico de tres
dias de evolucién consistente en fiebre de
38,6 °C, tos productiva, taquipnea y cre-
pitantes en base derecha; es capaz de in-
gerir liquidos. Se pregunté a los médicos
en qué porcentaje de estos casos realizari-
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an una radiografia de térax. El 51,3% (IC
95%: 49,4%-53,2%) de los MF frente al
47,7% (IC 95%: 46,7%-48,8%) de los
PED indict la realizacién de una radiogra-
fia (DR estimada mediante un andlisis
multivariante: -6,9%: 1C 95%: -8,8% a -
4,9%). Caso niimero seis: nifio de seis se-
manas de edad, con buen estado general,
que presenta fiebre de 38,6 °C. Los auto-
res preguntaron a los médicos en qué
porcentaje de casos realizarian pruebas
complementarias (hemograma, hemocul-
tivo, urocultivo) para descartar sepsis. El
81,1% (IC 95%: 80,4%-81,8%) de los
PED frente al 66,4% (IC 95%: 65,3 %-
67,5%) de los MF realizaria las pruebas
complementarias (DR estimada mediante
un andlisis multivariante: 12,5%; 1C 95%:
10,7%-14,3%).

Manejo de trastornos psiquiatricos

Las principales caracteristicas de los
tres estudios seleccionados se resumen
en la tabla 5.

Rushton et al.”"* han estudiado la acti-
tud de los médicos de AP en el manejo
de la depresion, en los patrones de pres-
cripcion de inhibidores de la recaptacion
de la serotonina (ISRS) y en la implemen-
tacion de las recomendaciones de una
GPC sobre el tratamiento del trastorno
de déficit de atencion con/sin hiperacti-
vidad (TDAH).
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Tabla 5. Estudios que comparan la practica clinica de PED y MF/MG ante trastornos psicopatoldgicos

en Atencion Primaria

Autor/afio/pais Disefio/calidad Participantes Comparacion ~ Variable Resultado Mejor
resultado adecuacion
Rushton JL, Transversal, encuesta ~ Respondenala  Manejodela PR derivacion a otro 1,63 (IC95%: 1,41-1,88) PED
2000-2004, aprofesionales encuesta 349 depresion en profesional; PED vs MF
Carolina del Calidad media PEDy242MF  nifiosy PR prescripcion de 0,41(IC95%:0,26-0,65)
Norte adolescentes farmacos; PED vs MF
(EE. UL PR derivacién a psiquiatria 1,22 (IC 95%:1,12-1,32)
infantil; PED vs MF
PR derivacion a psiquiatria 0,60 (IC 95%: 0,44-0,82)
general; PED vs MF
OR (regresion logistica), 4,90 (IC95%: 2,80-8,70)
factores asociados con la
prescripcion precoz de
antidepresivos; MF vs PED
Rushton JL, Transversal, encuesta ~ Respondenala  Prescripcionde — OR (regresion logistica), 6,5(C9%:3,7-11,4) PED
2000-2006, a profesionales encuesta 349 inhibidores de ser MF se asoci6 con mayor
Carolina del Calidad media PEDy242MF  recaptaciéndela  probabilidad de
Norte serotonina prescripcion para cualquier
(EE.UU.)® diagnostico (depresion,
TDAH, TOC, TCA,
enuresis)
Rushton JL, Transversal; encuesta  Seleccion Adhesionauna  PRPEDvs MF de conocer 1,31 (1C95%: 1,18-1,46) PED
2004, a profesionales aleatoria, GPCsobre TDAH  laGPC
Michigan Calidad media finalmente 405 delaAAP De utilizar escala de 1,19.(IC95%: 1,10-1,30)
(EE.UU)® PEDy318 MF sintomas para profesores
De usar criterios diagndstico 1,85 (IC95%: 1,53-2,24)
DSM
De usar medicacion 1,22 (IC95%: 1,09-1,36)
recomendada

De evaluar el tratamiento
3-4 veces al afio

De realizar pruebas
complementarias no
necesarias

Incorporacion de
recomendaciones de GPCa
la préctica clinica PED vs MF
(OR por regresion logistica)

0,62 (1C95%:054-0,71)

0,45 (IC95%: 0,35-0,58)

54(IC95%:2,6-11)

AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics; ATB: antibidtico;

CFES: Comité Francés de Educacion para la Salud; CVA: catarro de vias altas; DBP/FQ: displasia broncopulmonar/fibrosis quistica;
DR: diferencia de riesgos; GPC: guia de practica clinica; Hep B: hepatitis B; IC 95%: intervalo de confianza del 95%;

IRA: infeccidn respiratoria aguda; IRVA: infeccion respiratoria de las vias altas; MF: médico de familia; MG: médico generalista;
MHSIC: Manitoba Health Services Insurance Plan; MMR: sarampién, rubeola y parotiditis; NAMCS: National Ambulatory Medical
Care Survey; NHAMCS: National Hospital Ambulatory Medical Care Survey; n. s.: no significativa; OMA: otitis media aguda;

OR: odds ratio; ORL: otorrinolaringologia; PED: pediatra; PR: prevalencia relativa, RR: riesgo relativo; Rx: Radiografia;

SBGA: streptococcus betahemolitico del grupo A; TA: tension arterial; TCA: trastorno de la conducta alimentaria;

TDAH: trastorno por déficit de atencion con hiperactividad; TOC: trastorno obsesivo-compulsivo.

En 2000”" publicaron los resultados de
una encuesta realizada a PED y MF de
Carolina del Norte (EE. UU.). Su objetivo
era comparar las actitudes de ambos
grupos en el manejo diagndstico y tera-
péutico de la depresion. La muestra de
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estudio estaba compuesta por todos los
PED (595) menores de 65 afios que tra-
bajaban en AP y un ndmero similar (557)
de MF menores de 65 afios y en activo.
El cuestionario se envi6 a 1.016 médicos
(505 PED y 511 MF). La muestra se ex-
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trajo de una base de datos de profesio-
nales licenciados de Carolina del Norte.
Respondieron la encuesta 591 personas
(349 PED y 242 MF). Resultados del
andlisis bivariante: derivaron al sector es-
pecializado el 48% de los MF y el 78%
de los PED (PR: 1,63; IC 95%: 1,41-
1,88, tomando como referencia a los
MF); prescribieron un farmaco el 18%
de los MF y el 9% de los PED (PR: 2; IC
95%: 1,33-3,14, tomando como cate-
goria de referencia a los PED); aconseja-
ron en la consulta el 61% de los MF
frente al 59% de los PED (PR: 1,04; IC
95%: 0,91-1,18, tomando como cate-
goria de referencia a los PED); mantuvie-
ron una conducta expectante el 22% de
los MF frente al 20% de los PED (PR:
1,09; IC 95%: 0,80-1,50). Respecto a la
variable “consejo”, los PED derivan més
a especialistas con este fin que los MF:
86% frente a 63% (PR: 1,37; IC 95%:
1,23-1,52, tomando como referencia a
los MF). Respecto al grado de acuerdo
con las siguientes afirmaciones (respues-
ta posible: si/no; resultados calculados a
partir de 236 MF y 332 PED que respon-
dieron), los MF se mostraron mas de
acuerdo que los PED con la siguiente fra-
se: “Me siento cdmodo con el tratamien-
to de la depresion infantil”: 22% frente a
11% (PR: 1,98; IC 95%: 1,34-2,91, to-
mando como categoria de referencia a
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los PED); los MF se mostraron mas de
acuerdo que los PED con la siguiente fra-
se: “los ISRS son més seguros que otros
antidepresivos en nifios y adolescentes”,
63% frente a 48% (PR: 1,3; IC 95%:
1,12-1,51, tomando como categoria de
referencia a los PED); los MF se mostra-
ron més de acuerdo que los PED con la
siguiente frase: “la ausencia de profesio-
nales de referencia disponibles me obliga
a tratar yo mismo la depresion”, 20%
frente a 12% (PR: 1,65; IC 95%: 1,12-
2,43, tomando como categoria de refe-
rencia a los PED). Respecto a la variable
“prescripcion”, los MF iniciaron un trata-
miento farmacoldgico antes de derivar a
otro especialista con més frecuencia que
los PED: 28% frente a 6% (PR: 4,67; IC
95%: 2,94-7,4, tomando como catego-
ria de referencia a los PED). En el andlisis
de regresion logistica, ser MF se asocié
con una mayor probabilidad de prescribir
un tratamiento farmacolégico en la de-
presion: OR 4,9 (IC95%: 2,8-8,7).

En 2000, los mismos autores, utilizan-
do la misma muestra de profesionales
que en el estudio previo, publicaron los
resultados de la encuesta que se referian
a la prescripcién de ISRS y su indicacion
para diversos trastornos psiquidtricos™.
En el andlisis bivariante, los MF emplea-
ron los ISRS para cualquier diagndstico
psiquidtrico con més frecuencia que los
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PED: 91% frente a 58% (PR: 1,57; IC
95%: 1,42-1,73); los MF prescribieron
ISRS asociados a otros farmacos psico-
tropos con més frecuencia que los PED:
54% frente a 31% (PR: 1,75; IC 95%:
1,44-2,13). Analizando cada trastorno
por separado, los MF utilizaron los ISRS
para la depresion con més frecuencia
que los PED: 88% frente a 51% (PR:
1,73:1C95%: 1,54-1,93); los MF usaron
los ISRS para el TDAH de manera mas
habitual que los PED: 45% frente a 30%
(PR: 1,5: I1C 95%: 1,21-1,85): los MF
emplearon los ISRS para el trastorno ob-
sesivo-compulsivo con mds frecuencia
que los PED: 38% frente a 28% (PR:
1,35; 1C 95%: 1,07-1,71). No hubo dife-
rencias entre MF y PED en la utilizacién
de los ISRS para el tratamiento de “con-
ducta agresiva", 26% frente a 20% (PR:
1,3;1C 95%: 0,96-1,75). Los MF emple-
aron los ISRS para los trastornos de la
conducta alimentaria con més frecuencia
que los PED: 32% frente a 9% (PR: 3,58;
IC 95%: 2,44-5,26). Los MF usaron los
ISRS para la enuresis con més frecuencia
que los PED: 12% frente a 7% (PR: 1,74;
IC 95%: 1,04-2,92). Otros resultados de
interés: el 41% de los MF realizaron en
los seis meses previos a la cumplimenta-
cion de la encuesta una prescripcion de
ISRS en al menos un adolescente frente
al 26% de los PED (PR: 1,57; IC 95%:
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1,24-1,98); los MF derivaron con menos
frecuencia al especialista en salud men-
tal: 48% frente a 77% (PR: 0,62; IC
95%: 0,54-0,72). En el andlisis de regre-
sion logistica se puso de manifiesto que
ser MF se asocié con una mayor probabi-
lidad de prescribir un ISRS por cualquier
diagnostico (OR: 6,5; 1C 95%: 3,7-11,4).

Los mismos autores publicaron en
2004 los resultados de una encuesta rea-
lizada en 2002 a PED y MF del estado de
Michigan (EE. UU.)®. El objetivo del es-
tudio era valorar la adhesion de los médi-
cos a las recomendaciones de una GPC
sobre el diagnéstico y el tratamiento del
TDAH, asi como determinar qué factores
influyen sobre el grado de adhesién a
ellas. Se envi6 un cuestionario por correo
a todos los PED (687) del estado y a una
muestra seleccionada de forma aleatoria
de 687 MF (de un total de 1.547). Los
datos de ambos tipos de profesional se
consiguieron a partir de la base de datos
American Medical Association Master Fi-
le. La muestra de 1.374 médicos se obtu-
vo una vez aplicados los siguientes crite-
rios de exclusion: edad menor de 30
afos 0 mayor de 65 afos, médicos reti-
rados, empleados de la Administracion
de Veteranos, médicos con certificacion
no generalista y médicos con ejercicio
profesional fuera de Michigan. De los
1.374 médicos, 166 se consideraron ine-
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legibles por estar jubilados, no visitar ni-
fos, no trabajar en AP o haberse trasla-
dado de domicilio. De los 1.208 partici-
pantes restantes, respondieron 723
(60%): 405 de los 608 PED (67 %)y 318
de los 600 MF (53%).

Resultados de andlisis bivariante: cono-
cian la GPC el 91,5% de los PED y el
59,8% de los MF (PR: 1,31; IC 95%:
1,18-1,46), y dijeron incorporarla a la
préctica el 78,1% de los PED y el 39%
de los MF (PR: 2; IC 95%: 1,73-2,32).
Respecto a las recomendaciones sobre el
diagnostico (porcentaje de respondedo-
res que realizaban cada recomendacién
“rutinariamente” frente a “nunca”, “ra-
ramente” y “alguna vez"), el 77% de los
PED (frente al 61,6% de los MF) utilizd
escalas de evaluacion de sintomas para
padres (PR: 1,25; IC 95%: 1,13-1,38); el
84,4% de los PED (frente al 70,8% de
los MF) empled escalas de evaluacién de
sintomas para profesores (PR: 1,19; IC
95%: 1,10-1,30); el 70,4% de los PED
(frente al 68,5% de los MF) valoré la
presencia de comorbilidad (PR: 1,03; IC
95%: 0,93-1,14); el 55,4% de los PED
(frente al 30% de MF) us6 los criterios
DSM para realizar el diagndstico de
TDAH (PR: 1,85; IC 95%: 1,53-2,24);
respecto a las recomendaciones sobre el
tratamiento (porcentaje de respondedo-
res que realizaban cada recomendacion
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“rutinariamente” frente a “nunca”, "“ra-
ramente” y “alguna vez"), el 72,2% de
los PED (frente al 59,2 % de los MF) utili-
26 los farmacos recomendados en la guia
(PR:1,22;1C 95%: 1,09-1,36); el 80,9%
de los PED realiz6 un ajuste de la medi-
cacion cuando se llevé a cabo un segui-
miento en un mes frente al 81,7% de los
MF (PR: 0,99; IC 95%: 0,92-1,06); el
41,6% de los PED realizd una evaluacion
de la respuesta al tratamiento 3-4 veces
al afio frente al 67,5% de los MF (PR:
0,62; IC 95%: 0,54-0,71); el 56,4% de
los PED reconsidero el diagndstico si el
paciente no respondia a dos o0 mas medi-
caciones frente al 46,3% de los MF (PR:
1,22;1C95%:1,05-1,41); y el 56,3% de
PED y el 53,2% de los MF recomenda-
ron terapia conductual (PR: 1,01; IC
95%: 0,88-1,16). El 18,1% de los PED
realiz6 pruebas analiticas no recomenda-
das por la guia (determinacion de hor-
monas tiroideas, plomo y hierro) frente al
39,6% de los MF (PR: 0,45; IC 95%:
0,35-0,58). En el andlisis de regresion lo-
gistica, la probabilidad de incorporar las
recomendaciones de la guia fue superior
entre los PED (OR: 5,4; 1IC95%: 2,6-11).

Inmunizaciones

Las principales caracteristicas de los es-
tudios seleccionados se sintetizan en la
tabla 6.
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Tabla 6. Estudios que comparan la practica clinica de PED y MF/MG sobre la inmunizacion en nifios
en Atencion Primaria

Autor/afio/pais Disefio/calidad Participantes Comparacion ~ Variable Resultado Mejor
resultado adecuacion
Starfield B, Transversal, registros ~ Muestrade PED  Diferentes Recomendacion y Proveen mds vacunaciones los ~ PED
1985, clinicos profesionales (429), MF (346)  diagnosticos administracion de vacunas  PED en adolescentes y nifios
EE.UU. Calidad baja y MG (251) y cuidados de 10-19 afios
Freed GL, 1994, Cohortes retrospectivas; 778 PEDy Aplicaciondela  PRPED vs MF deaceptar ~ 2,1(IC95%: 1,6-2,8) PED
Carolina del encuestas sucesivas muestra recomendacion  las recomendaciones AAP
Norte Calidad media seleccionada devacunacion ~ y AAFP
(EE.UU)* aleatoriamente de  universal contrala PR PED vs MF de aplicarlas 2,3 (IC95%: 1,6-3,3)
300 MF HepB
Responde el 78%
SzilagyiP, 1994, Transversal, encuesta  Muestra Précticas de Vacunaciones en diferentes  No diferencias PED
EE.UU® a profesionales aleatorizada, profesionales tipos de visita, razones para
Calidad media finalmente 746 sobre vacunacion  no vacunar, mutiplicidad de
PEDy 429 MF [as vacunas

Registro que identifique 2,00(1C95%: 1,6-2,70)
alos mal vacunados,

OR PED vs MF
Freed GL, 1988, Transversal, encuestaa ~ Contestaron 704  Preocupacion ORPED vs MF de retrasar 0,29 (p<0,001; no se ofrece IC  PED
9 estados profesionales PEDy723MF  sobre mala praxis la vacunacion por 95%)
defE.UU*  Calidad media vacunal. enfermedad leve
Actitudes ORPED vs MF de retrasar 0,39 (p <0,001)
la vacuna por reaccion a
inmunizacion previa
Ipp M, 1998, Transversal, encuestaa ~ Muestra Conocimientosy PR PED vs MF 1,23 (IC95%: 1,09-1,39) PED
Toronto profesionales seleccionada actitudes sobrela  recomendarla a nifios con
(Canada)” Calidad media/baja aleatoriamente  vacunaantigripal  enfermedad cardiaca
100 PED y 100 Conasma 1,28 (IC95%:1,11-1,48)
MF Con DBP/FQ 1,26 (IC95%: 1,10-1,44)

PR de utilizar una estrategia 2,40 (IC95%: 1,53-3,77)
activa de contacto con los
familiares PED vs MF

Ewing GB, 1999, Transversal, encuestaa ~ Muestra Provision de PRPED vs MF deindicar 2,72 (IC 95%: 2,54-2,92) PED
EE.UU® profesionales seleccionada servicios vacuna antigripal
Calidad media aleatoriamente,  preventivos
788 PED, 2.117
MFy 550 MG
Santoli JM, Transversal, datosdel ~ Datosde 21.522  Anlisis del OR PED vs MF de estar 1,63 (IC95%: 1,46-1,82) PED
1999, registro del programa  nifios cumplimiento correctamente vacunados
EE.UUP estatal de vacunaciones vacunal en nifios  los nifios
Calidad media <3afios
TakayamaJl,  Transversal, encuestaa  Finalmente 110 Impacto del ORPEDvs MFdeaplicar 2,00 (IC95%: 1,66-241) PED
1999, profesionales PEDy 78 MF programa de correctamente el programa
2estadosde  Calidad media/baja vacunaciondela  de vacunacion universal de
EE.UU.® Hep B laHep B
Ehresmann KR, Transversal, encuesta  Encuestaa 65 Actitudes y PRPED vs MF Significativamente a favor Igual
2000, Minessota a profesionales, PEDY190MF  practicasdela  actitudes y creencias de PED en univariante, apenas
(EE.UU)" padres y registros vacunacontrala  sobrelarecomendacion  diferencias en multivariante
Calidad media varicela de laadministracion
de la vacuna contra
la varicela

AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics; ATB: antibiético;

CFES: Comité Francés de Educacion para la Salud; CVA: catarro de vias altas; DBP/FQ: displasia broncopulmonar/fibrosis quistica;
DR: diferencia de riesgos; GPC: guia de prdctica clinica; Hep B: hepatitis B; IC 95%: intervalo de confianza del 95%;

IRA: infeccion respiratoria aguda; IRVA: infeccidn respiratoria de las vias altas; MF: médico de familia; MG: médico generalista;
MHSIC: Manitoba Health Services Insurance Plan; MMR: sarampién, rubeola y parotiditis; NAMCS: National Ambulatory Medical
Care Survey; NHAMCS: National Hospital Ambulatory Medical Care Survey; n. s.: no significativa; OMA: otitis media aguda;

OR: odds ratio; ORL: otorrinolaringologia; PED: pediatra; PR: prevalencia relativa, RR: riesgo relativo; Rx: Radiografia;

SBGA: streptococcus betahemolitico del grupo A; TA: tension arterial; TCA: trastorno de la conducta alimentaria;

TDAH: trastorno por déficit de atencion con hiperactividad; TOC: trastorno obsesivo-compulsivo.
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Tabla 6 (...contintia). Estudios que comparan la prdctica clinica de PED y MF/MG sobre la inmunizacién
en nifios en Atencion Primaria

Autor/afio/pais  Disefio/calidad Participantes Comparacion ~ Variable Resultado Mejor

resultado adecuacion
Kahane SM, Transversal sobrelos ~ 1.719registros ~ Coberturasy OR MFvs PED de 2,79 (IC95%: 1,54-5,07) PED
2000, California  registros de historia de nifios précticas vacunacion incompleta a los
(EE. UV dinica vacunales 24 meses

Calidad media/baja
LeBaron CW,  Transversal/ecolégico  96.689 Asociacion de Correlacion entre mayor £0,006; p=0,001 PED
2001, registros del programa  facultativosque  tasasvacunales  concentracion de pediatras
EE.UU.® estatal de vacunaciones  proveen atencion  con distribucion y mejores coberturas
Calidad media anifios: 37% defacultativos ~ vacunales
PED, 49% MFy
14% MG
Schaffer S, Transversal, encuestaa 406 PED y 355 Evaluar las ORPED vs MF de seguirel 1,47 (IC95%: 1,22-1,78) PED
2001, profesionales MF précticas de protocolo vacunal en
EE. UL Calidad media inmunizacionen  adolescentes
adolescentes ORPED vs MF de revisarel - 1,42 (IC95%: 1,22-1,65)

estado vacunal

ORPED vs MF vacunacion 2,09 (IC95%: 1,64-2,65)

en adolescentes de Hep B

OR de varicela 228(1C95%:1,90-2,72)
CohenNJ,2003, Transversal, encuestaa 550 facultativos,  Evaluar los OR MFvs PED de acertar 0,23 (IC95%: 0,14-0,38) PED
Illinois profesionales 55% PED,39%  conocimientos  los escenarios propuestos
(EE.UU)® Calidad media MFy 6% MG paracorregirlas  OR MG vs PED deacertar 0,35 (IC95%: 0,13-0,96)

pautas vacunales los escenarios propuestos
David MM, Transversal, encuestaa  Muestraaleatoria  Incorporacionde PR PED vs MF de haber 1,46 (IC95%: 1,34-1,59) PED

2003, 24 profesionales de 833 PED la vacuna incorporado las
estados Calidad media y 788 MF antineumocdcica  recomendaciones AAP de
deEE.UU* Finalmente 295 vacunacion
MFy 435 PED antineumocdcica
Bocquet A, Cohortes retrospectivas ~ Registros de Abordaje de Cobertura vacunal 31% mejor PED que MG PED
2005, Calidad media aseguradoras varios problemas  de la Hep B PED vs MG
Franche-Comté sobre 43.896 médicos en nifios  MMR 7% mejor PED que MG
(Francia) '® nifios Otras vacunas 52% mejor PED que MG
Posfay-Barbe  Transversal, encuesta 458 PED, 317 Précticas sobre ORno PED vs PED no 3,09(1C95%:1,33-7,17) PED
KM, 2005, a profesionales MG, 144 vacunacion asus  vacunar a sus hijos contra
Suiza” Calidad media/baja internistas, 95 propios hijos sarampion
otros Contra parotiditis 1,97 (IC95%: 1,05-3,69)
pertenecientes a Contra Hep B 1,48 (IC95%: 1,07-2,05)
unared de Posponer MMR 2,77 (IC95%: 1,64-4,69)
trabajo on-line ORPED vs no PED vacunar 0,65 (IC 95%: 0,44-0,95)
sobre vacunas contra la encefaliis virica

AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics; ATB: antibiético;

CFES: Comité Francés de Educacion para la Salud; CVA: catarro de vias altas; DBP/FQ: displasia broncopulmonar/fibrosis quistica;
DR: diferencia de riesgos; GPC: guia de prdctica clinica; Hep B: hepatitis B; IC 95%: intervalo de confianza del 95%;

IRA: infeccidn respiratoria aguda; IRVA: infeccion respiratoria de las vias altas; MF: médico de familia; MG: médico generalista;
MHSIC: Manitoba Health Services Insurance Plan; MMR: sarampidn, rubeola y parotiditis; NAMCS: National Ambulatory Medical
Care Survey; NHAMCS: National Hospital Ambulatory Medical Care Survey; n. s.: no significativa; OMA: otitis media aguda;

OR: odds ratio; ORL: otorrinolaringologia; PED: pediatra; PR: prevalencia relativa, RR: riesgo relativo; Rx: Radiografia;

SBGA: streptococcus betahemolitico del grupo A; TA: tension arterial; TCA: trastorno de la conducta alimentaria;

TDAH: trastorno por déficit de atencién con hiperactividad; TOC: trastorno obsesivo-compulsivo.

Este aspecto fue revisado en 16 estu- En el estudio de Starfield et al.”, publi-
dios, 14 de los cuales eran de disefio  cado en 1985, se entrevistd a 429 PED y
transversal y dos eran cohortes histéri- 611 MF/MG mediante una encuesta. El
cas. porcentaje de profesionales que respon-
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dieron fue del 50% para los PED, el 44%
para los MF y el 36% para los MG. Los
PED, en comparacion con otros profesio-
nales, presentaron una probabilidad ma-
yor de administrar vacunacion a la pobla-
cién de 15-19 afios y de 10-14 afios que
consultaba con motivo de un examen de
salud. Los autores no ofrecieron resulta-
dos numéricos.

Freed et al.** realizaron en 1994 un es-
tudio de cohortes mediante encuestas
sucesivas por correo a una muestra de
591 médicos de AP (438 PED y 153 MF)
de Carolina del Norte (EE. UU.). El obje-
tivo era determinar el grado de adecua-
cion de ambos tipos de profesional res-
pecto a la recomendacion oficial de
vacunar sistematicamente a todos los ni-
fios de la hepatitis B, promulgada por la
American Academy of Pediatrics, la
American Academy of Family Physicians
y el Immunization Practices Advisory
Comittee. Respondieron la encuesta 363
PED (82,9%) y 110 MF (71,9%). El
66% de los PED (frente al 32% de los
MF) considerd que la inmunizacion esta-
ba justificada (PR: 2,1; IC 95%: 1,6-
2,8). El 53% de los PED vacunaba a to-
dos los recién nacidos en comparacion
con el 23% de los MF (PR: 2,3; IC 95%:
1,6-3,3).

Szylagyi et al.* realizaron en 1994 un
estudio transversal mediante una en-
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cuesta autocumplimentada enviada a
una muestra seleccionada aleatoriamen-
te de 1.310 PED y 954 MF en EE. UU.
Respondieron 1.075 PED (82%) y 490
MF (51%). El estudio tenia como objeti-
vo comparar, por un lado, las actitudes y
creencias de ambos tipos de profesional
ante la vacunacién y, por otro, la practica
vacunal de estos colectivos con las reco-
mendaciones oficiales realizadas por la
American Academy of Pediatrics, la
American Academy of Family Physicians
y el Immunization Practices Advisory
Committee, publicadas después de la re-
alizacién de la encuesta. Andlisis biva-
riante: respecto al tipo de consulta en la
que realizarian la vacunacion (nifio sano,
enfermedad aguda, visita de seguimien-
to o enfermedad crénica) no hubo dife-
rencias entre PED y MF en los dos prime-
ros tipos de visita —nifio sano (100%
frente a 99%) y enfermedad aguda
(29% frente a 28%)-. Los PED, en com-
paracién con los MF, usaron también las
consultas de seguimiento (92% frente a
86%; PR: 1,07; IC 95%: 1,02-1,12) y
por enfermedad cronica para vacunar
(81% frente a 70%; PR: 1,16; IC 95%:
1,08-1,24). Respecto a los mecanismos
para identificar a los nifios no vacunados,
los PED no dispusieron de ninguno en el
48% de los casos frente al 68% de los
MF (PR: 0,71; IC 95%: 0,64-0,78); asi-
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mismo, el 43% de los PED registraba sis-
teméticamente las vacunaciones frente al
35% de los MF (PR: 1,23; IC 95%: 1,06-
1,43). En el andlisis de regresion logistica,
la probabilidad de tener un registro que
identifique a los nifios no vacunados fue
superior en los PED (OR: 2; IC95%: 1,6-
2,7).

Freed et al.*® realizaron en 1998 un es-
tudio de disefio transversal (encuesta au-
tocumplimentada por correo) a PED y
MF de nueve estados de EE. UU. inclui-
dos en la base de datos American Medi-
cal Association Masterfile. Los objetivos
fueron explorar las preocupaciones de
ambos colectivos ante los riesgos legales
de las vacunas. Mediante el andlisis de
regresion logistica se estudiaron la per-
cepcion de ambos tipos de profesionales
para administrar vacuna en presencia de
infeccion respiratoria leve o febricula, la
percepcion de la seguridad de la adminis-
tracion de vacuna DTP en nifios que te-
nian antecedentes familiares de convul-
siones, la percepcion de seguridad de
administrar vacuna DTP cuando existia el
antecedente de una reaccion febril previa
(menor de 40,5 °C) a la misma vacuna y
la administracién de vacunas cuando el
nifio consulta por patologia aguda si no
estd especificamente contraindicada la
inmunizacién. Se seleccioné una muestra
de 1.165 PED y 1.849 MF. Respondieron
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1.863 profesionales (66%), de los que
442 fueron excluidos por no administrar
vacunas o no proporcionar cuidados al
nifio sano. La muestra final del estudio
estuvo compuesta por 1.421 participan-
tes (47,1% de la muestra inicial), de los
que 704 eran PED (60,4%) y 723, MF
(39,1%). Andlisis bivariante: en compa-
racion con los MF, los PED creyeron con
mayor frecuencia que la administracién
de DTP a un nifio con antecedentes fa-
miliares de convulsiones era una préctica
segura: 84% de PED frente a 66% de
MF (PR: 1,27; IC 95%: 1,2-1,35). Los
PED opinaron que la administracién de
vacunas a nifios con infeccién respirato-
ria leve era una medida segura y efectiva:
95% frente a 86% (PR: 1,1: IC 95%:
1,07-1,14); y que la administracion de
DTP en nifios que presentaron una reac-
cién previa febril (temperatura menor de
40 °C) era una practica segura: 73%
frente a 57% (PR: 1,28; IC 95%: 1,18-
1,39). Los PED registraron con mayor
probabilidad que los MF las vacunas en
un lugar especifico para ello dentro de la
historia médica (96% frente a 86%; PR:
1,12; 1C 95%: 1,08-1,15) y lo hicieron
con més probabilidad en un sistema in-
formatizado (23 % frente a 7%; PR: 3,3;
IC 95%: 2,4-4,4). En el andlisis de regre-
sion logistica, los MF retrasaron la vacu-
nacion en presencia de una infeccion res-

Revista Pediatria de Atencion Primaria ¢ Vol. XII. Supl. 18. Marzo 2010
Rev Pediatr Aten Primaria. 2010;12:(Supl 18): s9-s72



Buiiuel Alvarez JC, y cols. ¢ Qué profesional médico es el mds adecuado para impartir cuidados en salud a nifios en Atencidn Primaria...

piratoria leve (OR: 0,29; p < 0,001) o de
una reaccion febril previa a la misma va-
cuna (OR: 0,39; p < 0,001) o cuando
existian antecedentes familiares de con-
vulsiones (OR: 0,33; p < 0,001) con més
probabilidad que los PED.

Ipp et al.”” realizaron en Canadd un es-
tudio transversal mediante una encuesta
autocumplimentada a una muestra alea-
toria de 100 MF, 100 PED y a los 130 su-
bespecialistas del Hospital Infantil de To-
ronto. Se consideraron elegibles 315.
Respondieron 243 (77%), que incluian
76 MF (78%) y 72 PED de AP (83%). El
objetivo fue determinar el grado de co-
nocimiento, las actitudes y las conductas
de los profesionales ante la vacunacion
antigripal en nifios de alto riesgo. Los
PED recomendaron la vacunacién anti-
gripal para todas las enfermedades con-
sideradas de alto riesgo con mas frecuen-
cia que los MF: cardiopatia (70% frente
a 60%; PR: 1,23; IC 95%: 1,09-1,39),
asma (94% frente a 74%; PR: 1,28; IC
95%: 1,11-1,48), displasia broncopul-
monar/fibrosis quistica (96% frente a
76%; PR: 1,26; IC 95%: 1,10-1,44) y
tratamiento a largo plazo con écido ace-
tilsalicilico (71% frente a 41%: PR: 1,74;
IC 95%: 1,28-2,36). Existid también una
tendencia no significativa a que los PED
vacunaran mas a pacientes institucionali-
zados (74% frente a 61%; PR: 1,22; IC
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95%: 0,97-1,53) y a nifios que recibian
tratamiento inmunosupresor (71% fren-
tea62%;PR:1,15;1C 95%: 0,91-1,44).

Ewing et al.*® publicaron en 1999 un
estudio transversal realizado mediante
una encuesta cumplimentada por correo
a una muestra seleccionada aleatoria-
mente de médicos de diversas especiali-
dades médicas de EE. UU., cuya jornada
laboral se desarrollara en AP mas del
50% del tiempo. El objetivo del estudio
fue comparar la provision de servicios
preventivos en AP por tipo de profesio-
nal. De 1.629 PED, respondieron la en-
cuesta 1.303 (80%). Después de aplicar
el criterio “trabajar en AP mas del 50%
de la jornada laboral”, la muestra se re-
dujo a 788 (61%). Respecto a los MF, de
una muestra inicial de 5.000, 2.511 res-
pondieron a la encuesta (50%). Después
de aplicar el criterio “trabajar en AP més
del 50% del tiempo”, la muestra se re-
dujo a2.117 (84%). Entre las actividades
preventivas evaluadas, los autores estu-
diaron la recomendaciéon de vacunar
contra la gripe. Los PED recomendaron
dicha vacunacién mas frecuentemente
que los MF (85,3% frente a 31,3%; PR:
2,7:1C95%: 2,5-2,9; andlisis bivariante).

En 1999 Santoli et al.* publicaron los
resultados de una encuesta telefénica re-
alizada a una muestra de padres de
28.298 nifios de EE. UU. (50 estados, dis-

Revista Pediatria de Atencién Primaria e Vol. XII. Supl. 18. Marzo 2010
Rev Pediatr Aten Primaria. 2010;12:(Supl 18): s9-s72



Bufiuel Alvarez JC, y cols. ;Qué profesional médico es el mds adecuado para impartir cuidados en salud a nifios en Atencin Primaria.

trito de Columbia y 27 éreas urbanas se-
leccionadas). El objetivo era comparar el
estado vacunal de los nifios sanos no ins-
titucionalizados de edades comprendidas
entre los 19 y los 35 meses, confirmando
su estatus vacunal con los registros médi-
cos, examinando las caracteristicas de los
proveedores enrolados en el programa
Vaccines For Children. Los registros pu-
dieron obtenerse en 21.522 nifios (76 %).
Se consider¢ correctamente vacunado a
todo nifio que hubiera recibido = 4 dosis
de DTP o DTPa, = 3 dosis de polio oral,
= 1 dosis de sarampion-parotiditis-rube-
olay = 3 dosis de Hib (4:3:1:3) antes de
la realizacién de la encuesta. Los nifios
vacunados sélo por PED tenian mayor
probabilidad de haber recibido la pauta
completa 4:3:1:3 que los que fueron va-
cunados por sélo MF (80% frente a
71%, p < 0,05 en el andlisis bivariante)
(OR:1,63;1C95%: 1,46-1,82, en el ana-
lisis de regresion logistica).

Takayama et al.* publicaron en 1999
un estudio transversal realizado median-
te una encuesta a profesionales auto-
cumplimentada por correo. El estudio se
realizé en los condados de Sacramento y
San Francisco (EE. UU.). La encuesta se
envi6 a 855 PED y MF de ambos conda-
dos. Respondieron 533 (62%). De éstos,
211 fueron excluidos debido a que no
prestaban atencién sanitaria a nifios en
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AP. La muestra final estuvo compuesta
por 322 médicos (37,7%): 155 en San
Francisco y 167 en Sacramento. De los
322 participantes, 110 eran PED y 86,
MG/MF —el resto (5) pertenecia a otras
especialidades-. El objetivo era comparar
el porcentaje de nifios vacunados contra
la hepatitis B en estos dos condados. En
San Francisco se realiz6 una intervencion
(el programa Universal Infant Hepatitis B
Immunization Demonstration Project),
mientras que en Sacramento no se llevd
a cabo ninguna. En cuanto a la compara-
cién entre PED y MF, ser PED fue un fac-
tor predictor para una correcta inmuniza-
cion contra la hepatitis B tanto en San
Francisco (OR: 2,0; IC 95%: 1,7-2,4) co-
mo en Sacramento (OR: 2,13; no se
ofrece el IC 95%) en el andlisis de regre-
sion logistica.

Ehresmann et al.* evaluaron las actitu-
des y creencias de MF y PED del estado
de Minnesota (EE. UU.) ante la vacuna
de la varicela en un estudio publicado en
2000. Se envid un cuestionario auto-
cumplimentado por correo postal a una
muestra seleccionada aleatoriamente de
420 médicos (319 MF y 101 PED). De
éstos, 91 se consideraron inelegibles por
no realizar su actividad profesional en AP
(incluyendo la inmunizacién). Del resto,
255 médicos cumplimentaron la encues-
ta (78%), de los cuales 190 (de 248,
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77%) eran MF y 65 (de 79, 82%) eran
PED. No existieron diferencias entre am-
bos tipos de profesional para recomen-
dar activamente la vacunacién en el ana-
lisis de regresion logistica (OR: 1,2; 1C
95%: 0,5-2,8). Respecto a la afirmacion
“todos los nifios y adolescentes (12 me-
ses a 18 afos) deberian ser vacunados”,
el 60% de los PED estaba de acuerdo en
comparacion con el 40% de los MF (PR:
1,64; 1IC 95%: 1,22-2,21; andlisis biva-
riante). Respecto a la afirmacion “todos
los nifios de cualquier edad deberian ser
vacunados a menos que exista un ante-
cedente bien documentado de haber pa-
decido la varicela", el 61% de los PED
estuvo de acuerdo en comparacion con
el 42% de los MF (PR: 1,55; IC 95%:
1,16-2,07; analisis bivariante). No exis-
tieron diferencias entre ambos colectivos
en cuanto a la aseveracién “la vacuna de
la varicela es segura” (el 98% de los mé-
dicos de ambas especialidades se mostr6
de acuerdo). Respecto a la afirmacion
“los nifios ya reciben demasiadas inyec-
ciones como para afiadir la vacuna de la
varicela”, el 27% de los MF (frente al
10% de los PED) se mostré de acuerdo
(PR:0,39;1C95%: 0,17-0,87; andlisis bi-
variante). En cuanto a la aseveracion
“esperando hasta que aparezca una va-
cuna combinada que incluya la varicela”,
el 22% de los MF (frente al 6% de los
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PED) se mostré de acuerdo (PR: 0,35; IC
95%: 0,13-0,96; andlisis bivariante).

Kahane et al.** publicaron en 2000 un
estudio transversal mediante una encues-
ta presencial a profesionales médicos y de
enfermeria de 45 consultas médicas pri-
vadas distribuidas en tres condados de
California (EE. UU.). El 62% de las 72
consultas era elegible, el resto declin6 su
participacién. Ademads se examinaron los
registros vacunales de los nifios de eda-
des comprendidas entre los 12 y los 35
meses (1.719 de 2.325 elegibles, 78%).
La probabilidad de presentar una vacuna-
cién incompleta a los 24 meses de edad
fue superior en nifios atendidos por MF
en comparacion con los PED: OR: 2,79
(IC 95%: 1,54-5,07). Dicha asociacion
dejaba de ser significativa en el andlisis de
regresion logistica (datos numéricos no
mostrados por los autores).

LeBaron et al.” publicaron en 2001 los
resultados de un estudio ecoldgico reali-
zado en todos los estados de EE. UU. que
relacionaba la concentracion de cada ti-
po de profesional en cada estado (PED,
MF, MG) con el porcentaje de nifios co-
rrectamente vacunados a una edad me-
dia de 27 meses —se considerd correcta-
mente vacunado todo nifio que hubiera
recibido = 4 dosis de DTP o DTPa, = 3
dosis de polio oral, = 1 dosis de saram-
pién-parotiditis-rubeola y = 3 dosis de
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Hib (4:3:1:3)-. Un total de 96.689 médi-
cos (PED: 37%, MF: 49% y MG: 14%)
proporcionaba cuidados pediatricos ha-
bituales. La presencia de altas tasas de
cobertura vacunal se asoci6 con una ma-
yor concentracién de PED en las zonas
geogréficas estudiadas (coeficiente p:
0,006; p = 0,001 en el andlisis de regre-
sion multiple).

Schaffer et al.* estudiaron, mediante
una encuesta autocumplimentada en-
viada por correo a una muestra seleccio-
nada de forma aleatoria de PED y MF de
EE. UU. (base de datos AMA Masterfile),
las actitudes y précticas vacunales de los
médicos en la poblacion adolescente. Se
enviaron 1.480 cuestionarios y fueron
respondidos 1.110 (75%), de los cuales
536 eran PED (porcentaje de respuesta
del 81%) y 582 eran MF (porcentaje de
respuesta del 71%). De los médicos que
respondieron, 761 (69%) cumplieron el
criterio de inclusion establecido por los
autores (visitar = 4 adolescentes/mes en
AP). Estos 761 médicos formaron la
muestra de estudio (406 PED y 335
MF). Los resultados del andlisis de regre-
sion logistica revelaron que, en compa-
racion con los MF, los PED tenian con
mayor frecuencia un protocolo estable-
cido de inmunizacion para adolescentes
(OR: 1,47; 1C 95%: 1,22-1,78), com-
probaron con mayor frecuencia el esta-
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tus vacunal en las consultas por enfer-
medad (OR: 1,42;1C95%: 1,22-1,65) y
en las consultas de seguimiento (OR:
1,43; 1C 95%: 1,23-1,67), vacunaron
con mayor frecuencia a adolescentes
que consultaron por enfermedad aguda
(OR: 1,31; IC 95%: 1,09-1,58) y a los
que acudieron a visitas de seguimiento
(OR: 1,49;1C95%: 1,46-1,51); vacuna-
ron con mayor frecuencia de tétanos a
los adolescentes elegibles (OR: 3,31; IC
95%: 1,73-6,63), asi como de la segun-
da dosis de triple virica (OR: 3,01; IC
95%: 1,77-5,12); vacunaron con mayor
frecuencia a los adolescentes elegibles
de hepatitis B (OR: 2,09; IC 95%: 1,64-
2,65) y de varicela (OR: 2,28; IC 95%:
1,90-2,72), y utilizaron de manera mas
habitual algin sistema para realizar se-
guimiento o recordatorio de los adoles-
centes que no habian recibido todas las
vacunas que les correspondian por edad
y calendario oficial (OR: 1,29; IC 95%:
1,06-1,57).

Cohen et al. publicaron en 2003 un
estudio transversal realizado mediante
una encuesta a profesionales. Su objetivo
era determinar la capacidad del profesio-
nal para disefiar protocolos de captacion
de nifios con falta de cumplimiento del
calendario vacunal. El estudio se desarro-
ll6 en un condado de lllinois (EE. UU.). A
partir del registro de médicos de la AMA
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se seleccion6 aleatoriamente una mues-
tra de 1.513 profesionales. El cuestiona-
rio planteaba seis escenarios clinicos que
referian situaciones de nifios de diversas
edades que presentaban diversos grados
de incumplimiento de su calendario de
inmunizacion. Ante cada escenario se le
planteaban al médico las siguientes pre-
guntas: “;qué vacuna deberias adminis-
trarle?”, “scuando le programarias la si-
guiente consulta?”, “;qué vacunas le
administrarias en esa consulta?”. Cada
escenario correctamente respondido su-
maba un punto. Se clasificé a los partici-
pantes segun tuvieran una puntuacion =
2 6 < 1 punto por encima o por debajo
de la puntuacion media. Ademds, se
plantearon cinco escenarios teéricos y se
preguntd, para cada uno, si las vacunas
triple virica y/o Hib debian o no adminis-
trarse. El resultado medido fue el porcen-
taje de profesionales que no administra-
ria triple virica o Hib. La encuesta fue
respondida por 550 médicos (36,4%). Se
compararon las caracteristicas demogré-
ficas y profesionales de respondedores y
no respondedores, y destacd que entre
las personas que respondieron la encues-
ta habia un 55% de PED y un 45% de
MF/MG, mientras que, entre los no res-
pondedores, las proporciones se inverti-
an: 34% de PED y 66% de MF/MG. En
el andlisis de regresion logistica, los PED
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tuvieron 4,3 (IC 95%: 2,6-7,1) veces
mas probabilidad que los MF y 2,9 (IC
95%: 1,04-7,7) veces mas probabilidad
que los MG de puntuar por encima del
promedio (1,83 puntos) en los escenarios
clinicos. Los autores no realizaron andlisis
de los resultados por tipo de profesional
para los cinco escenarios adicionales
donde se preguntaba sobre las posibles
contraindicaciones de triple virica y Hib.

Davis et al.* publicaron en 2003 los re-
sultados de una encuesta realizada a pro-
fesionales de 24 estados de EE. UU. (ba-
se de datos AMA Masterfile). El objetivo
fue comparar, en PED y MF, la adopcion
de la recomendacion de administrar la
vacuna conjugada heptavalente neumo-
cécica una vez aprobada su inclusién en
el calendario vacunal en todos los nifios
iguales o menores de 23 meses y en ni-
fios de 24-59 meses con factores de ries-
go de padecer enfermedad neumocdci-
ca. La encuesta se envio por correo a una
muestra de 788 MF y 833 PED. Respon-
dieron 259 MF (32,9%) y 435 PED
(562,2%). E199% de los PED y el 68% de
los MF cumplieron la recomendacién
(PR: 1,46:1C 95%: 1,34-1,59, andlisis bi-
variante).

Bocquet et al." realizaron en una regién
de Francia (Franche-Comté) un estudio
de cohortes histéricas basado en los regis-
tros de una base de datos sanitaria. El por-
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centaje de cobertura vacunal fue superior
entre los PED, en comparacién con los
MF. Mas concretamente, los autores
ofrecen datos numéricos sobre la vacuna
de la hepatitis B (un 31% mas que los
MF) y sobre la triple virica (un 7% mas).
Posfay-Barbe et al.”” (Suiza) publicaron
en 2005 un estudio transversal realizado
mediante una encuesta a través de In-
ternet. El objetivo era medir diversos as-
pectos relativos a la vacunacién en los
PED y otros profesionales sanitarios no
PED. En concreto, se preguntaba sobre
la actitud que tomar en sus propios hi-
jos. La encuesta se envié a 2.070 médi-
cos (860 de ellos eran PED) pertenecien-
tes a una lista de suscritos al boletin de
InfoVac (www.infovac.ch). La encuesta
consistia en 11 preguntas con 102 posi-
bles respuestas. Respondieron 1.017
(PED: 53,3%). Por defectos de forma de
algunos cuestionarios respondidos, la
muestra quedd reducida a 915 (PED:
392; 42,8%). Las madres y padres PED
tenian més probabilidad de administrar
todas las vacunas del calendario oficial
en comparacion con los no PED (91,6%
frente a 85,1%; OR: 2,19; IC 95%:
1,37-3,49; regresion logistica).

Riesgo cardiovascular
Diez estudios han evaluado la actitud
de PED y MF/MG frente a actividades de
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educacion sanitaria (fomento de habitos
saludables) y diagnostico-prevencién de
sobrepeso-obesidad y habitos toxicos
(consumo de tabaco y alcohol). Excepto
un estudio, basado en datos de un regis-
tro informatizado, el resto son de disefio
transversal mediante una encuesta. Se
describen con mayor detalle en la tabla 7.

Franzgrote et al.” publicaron en 1997
una encuesta a médicos de AP con ejer-
cicio en California (EE. UU.) para deter-
minar con qué frecuencia los profesiona-
les preguntaban a los adolescentes sobre
el consumo de tabaco. El cuestionario,
autocumplimentado, se envié por correo
postal a una muestra seleccionada alea-
toriamente de PED, MF, internistas y es-
pecialistas en medicina del adolescente.
La muestra final estuvo compuesta por
profesionales que dedicaran més del
50% del tiempo de su jornada laboral en
AP y que se hubieran graduado entre
1970y 1985. La encuesta se envi6 a 754
personas, de las cuales respondié un
77%. Por especialidades, respondieron el
77% de MFy el 78% de PED. Los resul-
tados principales fueron: 1) porcentaje
de adolescentes de 11-14 afios con cri-
bado sobre el consumo regular de taba-
co durante las visitas de control de salud:
PED 61,3% (IC 95%: 53,7%-66,8%)
frente a MF 69,2% (IC 95%: 63,8%-
74,6%), PR: 0,89 (IC 95%: 0,72-1,09);
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Tabla 7. Estudios que comparan la préctica clinica de PED y MF/MG en la provision de actividades
diagnosticas, terapéuticas y educativas en relacién con el riesgo cardiovascular en Atencién Primaria

pediatrica
Autor/afio/pais  Disefio/calidad Participantes Comparacion ~ Variable Resultado Mejor
resultado adecuacion
Franzgrote M, ~ Transversal, encuestaa 104 MF, 100PED  Cribado sobreel PR PED vs MF de hacer 0,89 (IC 95%: 0,72-1,09) MF
1997, California  profesionales habito tabaquico  cribado en visitas del nifio
(EE.UU)*® Calidad media aadolescentes  sano de 11-14 afios
PR a los 15-18 afios 0,87 (IC95%:0,76-1,01)
PRen visita espontdneaa 0,33 (IC95%:0,17-0,65)
los 11-14 afios
PR alos 15-18 afios 0,32 (IC95%:0,20-0,52)
Kimm SYS, Transversal, encuestaa ~ Sobre muestra Actitud ante el PR PED vs MF/MG de 1,56 (IC95%: 1,19-2,04) PED
1998, profesionales nacional, diagnésticoy hacer cribado rutinario de
EE.UU.® Calidad media responden430  tratamientode  colesterol
PED,398 MFy factoresderiesgo PR de hacerlo solo en nifios 1,26 (IC95%: 1,14-1,39)
208 MG cardiovascular con antecedente familiar
Si hay historia familiar MG: 8,7; MF: 8,4; PED: 4,7
positiva, edad del cribado
(afios)
PR dar tratamiento (p<0,001) 0,65 (IC95%
farmacologico 0,48-0,89)
Ewing GB, 1999, Transversal, encuestaa ~ Muestra Provision de OR PED vs MF de aconsejar 0,71 (p < 0,05) Similar
EE.UU® profesionales aleatorizada, servicios sobre ejercicio
Calidad media finalmente 788 preventivos Sobre dieta 3,96 (p<0,05)
PEDy2.117 MF Sobre tabaco 0,28 (p<0,05)
OR MF vs PED de tomar TA 0,37 (p < 0,05)
KleinJD, 2001,  Transversal, encuestaa ~ Muestra Consejos sobrela  Comparacion de la 61 MFvs53 PED p < 0,001 MF
Rochester profesionales aleatorizada, prevenciony el puntuacion escala (sobre
(NuevaYork,  Calidad media finalmente 192 abandono del 100) de calidad consejos
EE.UU)® PEDy179MF  habitotabaquico  Regresion lineal mlltiple, ~ Ser MF f=13,8 (IC95%:
en15-18afios  escalavariable 9,1-18,6;p<0,001)
dependiente, asociacion
significativa si hay mejor
escore
Pérez-Stable Transversal, encuesta ~ Muestra Consgjos a los PR PED vs MF de preguntar 1,14 (IC95%: 1,01-1,29) Similar
EJ, 2001, a profesionales aleatorizada, padresy técnicas i fuman en el domicilio
California Calidad media finalmente 260 de apoyo para PR de informar sobre 1,14 (IC95%: 1,02-1,27)
(EE. LU PEDy230MF  elabandono los riesgos del
deltabaco tabaquismo pasivo
PR repartir folletos 0,70 (IC95%: 0,55-0,90)
para dejarlo
PR de enviar al padre 0,73 (IC95%: 0,58-0,94)
aun programa
de deshabituacion
Kaplan CP, Transversal, encuestaa ~ Muestra Consejo OR MF vs PED d fijar fecha 2,41 (IC95%: 1,08-5,40) MF
2004, California  profesionales aleatorizada, antitabaquico para comenzar cesacion
(EE. UU.)* Calidad media finamente 242 en<18afios ORMFvsPED dedarcita 3,07 (IC95%: 1,22-7,73)
PEDy 187 MF para seguimiento de
cesacion
OR MFvs PED de sentirse 0,29 (IC 95%: 0,14-0,63)

falto de habilidades para
el consejo

AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics; ATB: antibiético;
CFES: Comité Francés de Educacion para la Salud; CVA: catarro de vias altas; DBP/FQ: displasia broncopulmonar/fibrosis quistica;
DR: diferencia de riesgos; GPC: guia de prdctica clinica; Hep B: hepatitis B; IC 95%: intervalo de confianza del 95%;
IRA: infeccion respiratoria aguda; IRVA: infeccidn respiratoria de las vias altas; MF: médico de familia; MG: médico generalista;
MHSIC: Manitoba Health Services Insurance Plan; MMR: sarampién, rubeola y parotiditis; NAMCS: National Ambulatory Medical
Care Survey; NHAMCS: National Hospital Ambulatory Medical Care Survey; n. s.: no significativa; OMA: otitis media aguda;

OR: odds ratio; ORL: otorrinolaringologia; PED: pediatra; PR: prevalencia relativa, RR: riesgo relativo; Rx: Radiografia;

SBGA: streptococcus betahemolitico del grupo A; TA: tension arterial; TCA: trastorno de la conducta alimentaria;
TDAH: trastorno por déficit de atencion con hiperactividad; TOC: trastorno obsesivo-compulsivo.
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Tabla 7 (...contintia). Estudios que comparan la préctica clinica de PED y MF/MG en la provisién de
actividades diagndsticas, terapéuticas y educativas en relacion con el riesgo cardiovascular en Atencién

Primaria pedidtrica
Autor/afio/pais  Disefio/calidad Participantes Comparacion ~ Variable Resultado Mejor
resultado adecuacion
Kolagotla L, Transversal, encuestaa ~ Muestra Conocimientode PR PED vs MF de preguntar 1,23 (IC95%: 1,01-1,50) PED
2004, Boston  profesionales aleatorizada, GPCdela por la dislipemia familiar
(EE.UU)P Calidad media/baja finalmente 213 obesidad PR de tomar[a tension
PEDy 74 MF arterial 1,10(IC95%: 1,01-1,19)
PR de valorar el dismorfismo 2,08 (IC 95%: 1,46-2,97)
PR de valorar el hirsutismo 1,30 (IC 95%: 1,04-1,62)
en nifias
PR de hacer una valoracion 1,32 (IC 95%: 1,05-1,66)
dietética
PR de valorar el ejercicio 1,16 (IC95%: 1,05-1,29)
fisico
ORPED vs MF de 259(1C95%:1,19-5,63)
considerarse al menos bien
capacitado para el
tratamiento
Cook 5, 2005,  Cohortes retrospectivas  2.452 PEDy 886  Diagndstico PR MF/MG vs PED 0,58 (IC95%: 0,54-0,63) PED
EE. UL Registros NAMCS registros de de obesidad de tomar TA
y MHAMCS MF/MG y sucomorbilidad ~ OR PED vs MF/MG de:
Calidad media - Dar consejo dietético 250(1C95%:1,6-3,9)
- Dar consejo sobre ejercicio 1,60 (IC95%:1,0-2,7)
Spurrier NJ, Transversal, encuestaa  29PEDy44 MG Diagndsticoy Cumplimiento deftems de  En general mejor PED
2006, Australia” profesionales manejo dela una GPC en los nifios cumplimentados por PED
Calidad baja obesidad diagnosticados de que por MG
sobrepeso u obesidad
GargA, 2007,  Unapartetransversal  Voluntarios Evaluacion sobre  Seguridad sobre a habilidad  PED 3,54, MF 3,38 (p<0,05)  Similar
Pensilvania mediante una encuesta.  captados paraun el consejo para aconsejar sobre
(EE.UU)* Otra parte, estudio programa sobrela - antitabaco tabaquismo pasivo en escala
antes/después eliminaciondel  Utilidad del deta4
Calidad baja tabaquismo. 80 programa Seguridad sobre PED 2,90, MF 3,06 (p < 0,05)
PEDy 146 MF conocimientos para ayudar

acesacionenescalade 1a4

Estudio antes/después PED y MF mejoran por igual

AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics; ATB: antibiético;

CFES: Comité Francés de Educacion para la Salud; CVA: catarro de vias altas; DBP/FQ: displasia broncopulmonar/fibrosis quistica;
DR: diferencia de riesgos; GPC: guia de prdctica clinica; Hep B: hepatitis B; IC 95%: intervalo de confianza del 95%;

IRA: infeccion respiratoria aguda; IRVA: infeccidn respiratoria de las vias altas; MF: médico de familia; MG: médico generalista,
MHSIC: Manitoba Health Services Insurance Plan; MMR: sarampién, rubeola y parotiditis; NAMCS: National Ambulatory Medical
Care Survey; NHAMCS: National Hospital Ambulatory Medical Care Survey; n. s.: no significativa; OMA: otitis media aguda;

OR: odds ratio; ORL: otorrinolaringologia; PED: pediatra; PR: prevalencia relativa, RR: riesgo relativo; Rx: Radiografia;

SBGA: streptococcus betahemolitico del grupo A; TA: tension arterial; TCA: trastorno de la conducta alimentaria;

TDAH: trastorno por déficit de atencidn con hiperactividad; TOC: trastorno obsesivo-compulsivo.

2) porcentaje de adolescentes de 15-18
afios con cribado sobre uso regular del
tabaco durante las visitas de control de
salud: PED 74,4% (IC 95%: 67,2%-
81,7%) frente a MF 85,2% (IC 95%:
81,1%-89,4%), PR: 0,87 (IC 95%:
0,76-1,01); 3) porcentaje de adolescen-
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tes de 11-14 afos con cribado sobre el
consumo regular de tabaco durante las
visitas espontaneas: PED 9,6% (IC 95%:
6-13,3) frente a MF 29,1% (IC 95%:
22,6%-35,7%), PR: 0,33 (IC 95%:
0,17-0,65); 4) porcentaje de adolescen-
tes de 15-18 afos con cribado sobre el
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consumo regular de tabaco durante las
visitas espontaneas: PED 16% (IC 95%:
11,7%-20,4%) frente a MF 50,1% (IC
95%: 43,5%-56,6%), PR: 0,32 (IC
95%:0,20-0,52).

Kimm et al.” publicaron en 1998 los
resultados de una encuesta telefénica a
médicos de AP de EE. UU. para estudiar
su actitud en cuanto a la identificacién de
factores de riesgo cardiovascular en AP.
La muestra de estudio se selecciond de
forma aleatoria a partir de registros de
asociaciones profesionales. Se identifica-
ron tres tipos de profesionales: MF, MG
y PED, que debian cumplir dos criterios
de elegibilidad: visitar al menos cinco ni-
fios por semana y realizar como minimo
20 horas por semana de actividad asis-
tencial. Respondieron la encuesta 1.036
profesionales (porcentaje de respuesta:
52,5%) que cumplian dichos criterios. El
porcentaje de respuestas varié significati-
vamente entre especialidades (PED:
63,6% frente a MF: 50,7% y MG:
40,3%; p < 0,001). Para el calculo de la
PRy suIC 95% se agruparon las catego-
rias MF y MG. Los PED realizaron mas
cribado rutinario de colesterol en la po-
blacion general (PR: 1,56; IC 95%: 1,19-
2,04) y en nifios con antecedentes fami-
liares de enfermedad cardiovascular (PR:
1,26; IC 95%: 1,11-1,39). En caso de
existir una historia familiar positiva, los
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PED efectuaron el cribado de hipercoles-
terolemia a una edad mas precoz: 4,7
afos (frente a 8,7 afios de los MG y 8,5
afios de los MF; p < 0,001). Respecto al
tratamiento de inicio de la hipercoleste-
rolemia, no puede estimarse por especia-
lidades; globalmente, el 70,8% de todos
los médicos recomend6 dieta y un
17,4% adicional dieta més ejercicio fisi-
co. En cuanto al tratamiento farmacold-
gico, los PED prescribieron menos farma-
cos que los MG y los MF (PR: 0,65; IC
95%: 0,48-0,89). En cuanto al cribado
de hipertension arterial, el 99% de todos
los médicos lo realiza; los PED lo efectua-
ron a menor edad: 2,9 afios frente a 5,4
afios (MF) y 6,9 afios (MG). La diferencia
no alcanz¢ significacion estadistica por el
bajo nimero de respuestas a este item.
Respecto al tratamiento de la hiperten-
sion, el método més usado por todos los
médicos encuestados fue la combinacién
de dieta y ejercicio fisico (60%). El
25,5% utiliz6 alglin fArmaco y no existie-
ron diferencias entre los PED y los
MF/MG (PR: 0,95; IC 95%: 0,7-1,28).
En el estudio de Ewing en 1999 se con-
sultd acerca de la actitud en la consulta
sobre los hébitos dietéticos y el consumo
de tabaco®. Los PED preguntaron més
que los MF sobre los habitos dietéticos
(53,3% frente a 18,6%; OR en andlisis
multivariante: 3,96; p < 0,05) y aconseja-
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ron con mayor frecuencia sobre ellos
(31,5% frente a 24%; OR: 1,27; p <
0,05). Respecto al habito tabaquico, los
PED preguntaron menos por él (8,4%
frente a 58,6%; OR: 0,28; p < 0,05) y
dieron consejos con menor frecuencia
(18,7% frente a 43,5%; OR: 0,29; p >
0,05).

Klein et al.* publicaron en 2001 los re-
sultados de una encuesta autocumpli-
mentada enviada por correo a médicos
de AP con ejercicio en tres areas metro-
politanas del estado de Nueva York (EE.
UU.). Estudiaron la realizacion de activi-
dades preventivas sobre el consumo de
tabaco. La encuesta se envi6 a 661 profe-
sionales que debian cumplir, como crite-
rio de elegibilidad, haber visitado al me-
nos a un adolescente en consulta para
examen de salud en los seis meses pre-
vios a la recepcion del cuestionario. De
551 personas elegibles, 156 no respon-
dieron, 24 rechazaron participar y 371
respondieron (67%). De éstas, 192 eran
PED y 179 eran MF. En el andlisis de re-
gresion multiple, ser MF se asoci6 con
una mayor probabilidad de ofrecer un
adecuado consejo antitabaco (coeficiente
beta: 13,8; IC 95%:9,1-18,6; p < 0,001).

Pérez-Stable et al.”' publicaron en
2001 los resultados de una encuesta au-
tocumplimentada enviada por correo a
médicos de AP con ejercicio en Califor-
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nia (EE. UU.). El objetivo era valorar el
nivel de conocimientos y las actitudes
de los médicos de AP respecto a la pro-
visién de consejo sobre el cese del con-
sumo de tabaco en adolescentes. Para
ser elegibles, los profesionales encues-
tados debian atender a pacientes meno-
res de 18 afos y ejercer en AP. La
muestra se seleccioné de forma aleato-
ria a partir de registros de asociaciones
médicas profesionales. De 1.000 cues-
tionarios enviados se consideraron ele-
gibles 899. De ellos, 499 (56 %) fueron
cumplimentados. Una parte del cuestio-
nario se dirigié a preguntar a los padres
de los nifios menores de cinco afios so-
bre su consumo de tabaco: preguntaron
si “fumaban regularmente” el 62% de
los PED y el 65% de los MF (PR: 0,95;
IC 95%: 0,83-1,09); respecto a la cues-
tion “fuman los padres en el domicilio”,
ésta fue formulada por el 73% de los
PED frente al 64% de los MF (PR: 1,14:
[C 95%: 1,01-1,29). En cuanto a la ad-
ministracién de consejo a los padres pa-
ra dejar de fumar, el 79% de los PED
(frente al 69% de los MF) informaron
del riesgo que el tabaquismo pasivo tie-
ne para el nifio (PR: 1,14; IC 95%:
1,02-1,27); registr6 en la historia el ha-
bito tabaquico de los padres conside-
réndolo como un problema para el nifio
el 65% de los PED (frente al 48% de los
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MF; PR: 1,36; IC 95%: 1,16-1,6); reco-
mendaron dejar de fumar el 77% de los
PED y el 78% de los MF (PR: 0,99; IC
95%: 0,9-1,09); los PED remitieron a
los padres a un programa de deshabi-
tuacién tabaquica menos frecuente-
mente que los MF (30% frente a 41%;
PR: 0,73; IC 95%: 0,58-0,94); ofrecie-
ron folletos con informacién para aban-
donar el consumo de tabaco el 8% de
los PED y el 40% de los MF (PR: 0,7; IC
95%: 0,55-0,9); y preguntaron a los
padres si habian pensado en una fecha
determinada para dejar de fumar el
18% de los PED y el 41% de los MF
(PR: 0,44; 1C95%: 0,33-0,6).

Kaplan et al.” publicaron en 2004 los
resultados de una encuesta autocumpli-
mentada enviada por correo a médicos
de AP con ejercicio en California (EE.
UU.). Este estudio fue realizado por el
mismo grupo investigador que el de Pé-
rez-Stable et al.”". El objetivo fue compa-
rar la préctica clinica de MF y PED respec-
to al consejo para el cese del consumo de
tabaco en adolescentes, asi como deter-
minar las barreras percibidas para éste en
ambos tipos de profesional. Para ser ele-
gibles, los profesionales debian prestar
atencion sanitaria a menores de 18 afios,
trabajar en AP al menos un 10% del
tiempo de su jornada laboral y referir que
como minimo un 10% de sus pacientes
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eran nifios o adolescentes. La muestra fue
seleccionada de forma aleatoria a partir
de registros de asociaciones médicas pro-
fesionales. De 1.000 cuestionarios envia-
dos se consideraron elegibles 899. De
ellos, 499 (56%) fueron cumplimenta-
dos. Después de aplicar el criterio “més
de un 10% de los pacientes atendidos
son nifios o adolescentes”, la muestra
quedo reducida a 429 profesionales (187
MFy 242 PED). En el andlisis de regresion
logistica, los MF consultaron a los adoles-
centes si estaban dispuestos a fijar una fe-
cha para dejar de fumar con mas frecuen-
cia que los PED (OR: 2,41; IC 95%:
1,08-5,4); los MF preguntaron de mane-
ra mas habitual que los PED sobre la pro-
gramacion de una consulta para estable-
cer una fecha de inicio para el cese del
consumo de tabaco (OR: 3,07; IC 95%:
1,22-7,73) y remitieron con mayor fre-
cuencia a los adolescentes a una enfer-
mera para que los aconsejara sobre el ce-
se del habito (OR: 3,7; IC 95%: 1,3-
10,6). No existieron diferencias entre am-
bos tipos de profesional en otros siete as-
pectos relacionados con el consejo antita-
baco.

Kolagotla et al.”® publicaron en 2004
los resultados de una encuesta autocum-
plimentada enviada por correo a médi-
cos de AP con ejercicio en EE. UU. El ob-
jetivo era comparar la practica clinica de
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PED y MF respecto a la obesidad, asi co-
mo evaluar su nivel de conocimientos y
la adherencia a las recomendaciones de
la Academia Americana de Pediatria y la
Academia Americana de Medicina de Fa-
milia. La muestra de estudio fue seleccio-
nada de forma aleatoria a partir de regis-
tros de asociaciones profesionales. Se
excluyo a los profesionales que invertian
menos de ocho horas o menos del 25%
de su jornada laboral a la practica clinica.
Respecto al diagndstico de obesidad, los
MF utilizaron mas el indice de masa cor-
poral que los PED (49% frente a 30%; p
= 0,002). Los PED preguntaron mas por
la existencia de antecedentes familiares
de dislipemia (76% frente a 62%; PR:
1,23; 1C 95%: 1,01-1,51), tomaron mas
la presion arterial (99% frente a 93%;
PR: 1,1; IC 95%: 1,01-1,19), realizaron
con mayor frecuencia la exploracién del
fondo de ojo (62% frente a 35%; PR:
1,85;1C 95%: 1,32-2,59) y valoraron de
manera mas habitual la presencia de dis-
morfismo (66% frente a 33%; PR: 2,08:
IC 95%: 1,46-2,97) y de hirsutismo
(72% frente a 57%; PR: 1,3; IC 95%:
1,04-1,62). Los PED efectuaron con mas
frecuencia una valoracién de la dieta
(71% frente a 56%; PR: 1,32; IC 95%:
1,05-1,66) y consultaron mas por el
tiempo que los nifios ven la television o
juegan con el ordenador (79% frente a
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54%; PR:1,51:1C95%: 1,2-1,89). Tam-
bién preguntaron con mayor frecuencia
sobre la realizacién de ejercicio fisico
(98% frente a 88%; PR: 1,16; IC 95%:
1,05-1,29).

Cook et al.** publicaron en 2005 un es-
tudio cuyo objetivo fue determinar el
diagnéstico de obesidad segun el criterio
médico, asi como medir la frecuencia de
la determinacion de la presion arterial y
del consejo sobre una dieta adecuada y el
gjercicio fisico en consultas de AP de EE.
UU. Para ello se utilizaron los registros in-
formaticos del NAMCS y NHAMCS entre
1997 y 2000. Se seleccionaron todas las
visitas efectuadas a pacientes de edades
comprendidas entre los 2 y los 18 afios y
que fueron codificadas como “obesidad”
y otros diagnésticos afines segln criterios
de la clasificacion internacional de enfer-
medades CIE-9. De 32.930 visitas, 281
(0,78%) correspondieron a estos diag-
nosticos. En las visitas del nifio sano, el
porcentaje de diagnostico de obesidad
fue 0,9%. El 96,8% de ellas fue realizado
por PED (frente al 3,2% de MF; PR: 8,49;
IC 95%: 2,1-34,9). En el andlisis de re-
gresion logistica, los PED dieron més con-
sejos dietéticos (OR: 2,5; IC 95%: 1,6-
3,9) y sobre ejercicio fisico (OR: 1,6; IC
95%:1,0-2,7).

Spurrier et al.”®, en un estudio realizado
en Australia (mediante una encuesta por
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correo a MF y presencial a PED) intenta-
ron determinar la habilidad para recono-
cer a pacientes con sobrepeso y obesidad
por medio de la visualizacién de unas vi-
fietas que representaban a nifios de dife-
rente tamafio corporal (normopeso, so-
brepeso y obesidad). La habilidad para
reconocer estos tres estados fue similar
entre MF y PED (72% frente a 68%).
Respondieron 44 de 245 MF y los 29
PED encuestados. Estos ultimos mostra-
ron, en general, una mayor adherencia a
las recomendaciones de una guia de
préctica clinica local sobre obesidad.
Garg et al.*® publicaron en 2007 un es-
tudio cuyo objetivo era determinar y
comparar el grado de autoeficacia de
PED y MF en la administracion de conse-
jo antitabaquico. Se catalogd como de
calidad baja. El estudio fue realizado en
Pensilvania (EE. UU.). Otro de los objeti-
vos era evaluar si una intervencion edu-
cativa realizada en la consulta puede au-
mentar el nivel de autoeficacia de ambos
tipos de profesional. El estudio fue reali-
zado en una muestra de conveniencia de
PED y MF. Ambos tipos de profesional
recibieron una sesion de 60-90 minutos
dirigida a aumentar la autoeficacia de los
facultativos en la administracién de con-
sejo antitabaco. El grado de seguridad
para medir la habilidad de administrar di-
cho consejo se evalud en una escala de 1
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a 4 puntos; no existieron diferencias en-
tre PED y MF (3,54 puntos frente a 3,38
puntos). En otros items medidos se cons-
taté que, tras realizarse la intervencion
educativa, ambos colectivos mejoraban
su nivel de autoeficacia de forma similar.

Otras actividades de prevencion

La provisién de otras intervenciones
preventivas aparte de la vacunacion, asi
como otras actividades de educacion sa-
nitaria, fueron evaluadas en seis estu-
dios. Se ofrece informacién adicional so-
bre éstos en la tabla 8.

Lévéque et al.”” realizaron en Francia
(1995) un estudio transversal mediante
una encuesta telefénica a tres tipos de
profesionales de AP: PED que practicaban
la medicina privada, PED que se ocupa-
ban de la provision de servicios al nifio sa-
no y MG. El objetivo era determinar en
qué medida estos profesionales aconseja-
ban sobre la prevencién de accidentes.
Fueron seleccionados de forma aleatoria
300 PED privados y 125 PED que se ocu-
paban de la provision de servicios al nifio
sano —-Comité Francés de Educacién para
la Salud (CFES)-: no se ofreci6 el tamano
de la muestra de MG. El porcentaje de no
respuestas varié en los tres colectivos
(17%, 11% y 40% respectivamente). Al
no disponer del tamafio de la muestra del
colectivo de MG, no es posible calcular al-
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Tabla 8. Estudios que comparan la préctica clinica de PED y MF/MG en la provision de actividades
preventivas en Atencion Primaria pediatrica

Autor/afio/pais  Disefio/calidad Participantes Comparacion ~ Variable Resultado Mejor
resultado adecuacion
Lévéque B, Transversal, encuesta  EncuestaaPED  Intervenciones  Porcentaje de facultativos ~ 71% PED privados, 79% PED ~ PED
1995, Francia” ~ a profesionales (425) (privadosy ~ parala que aconsejan sobre la del CFES vs 37% MG
Calidad baja de clinicas de prevencionde  prevencion de accidentes a
atencion infantil)  accidentes padres de nifios < 15 afios
y MG (nose Porcentaje de facultativos ~ 59% de ambos grupos de PED
especifica el que tienen material vs2% MG
ntimero) educativo en la consulta de
prevencion de accidentes
Steckler RE, Transversal, encuesta ~ 506PEDyY371  Opinionessobre  Edad recomendadaparala ~ 30% PEDvs 14% MFde6-12  PED
1995, a profesionales MF elmanejodela  orquidopexia meses de edad (p < 0,05)
EE.UU® Calidad media/baja criptorquidia 10% PED vs30% MF
entre 3-10 afios (p < 0,05)
Ewing GB, 1999, Transversal, encuesta ~ Muestra Provision de OR PED vs MF de aconsejar Similar
EE.UU® a profesionales aleatorizada, servicios sobre:
Calidad media finalmente 788 preventivos - ejercicio 0,71(p<0,05)
PEDY 2.117 MF - dieta 127 (p<0,05)
- tabaco 0,29 (p<0,05)
- alcohol/drogas 0,97 (p=n.s.)
- planificacién familiar 0,68 (p<0,05)
-seguridad vial (cinturén) 3,24 (p<0,05)
-ORMFvs PED de tomar 0,37 (p < 0,05)
la TA
Gerard JM, Transversal, encuesta ~ Muestraaleatoria ~ Opiniones y OR MF vs PED de dar 0,19(1C9%5%:0,09a0,37) PED
2000, aprofesionales de los miembros  précticassobre  consejo verbal y escrito
EE.UU” Calidad media AMA(273PED  intoxicaciones  sobre la prevencion de
y 227 MF) accidentales intoxicaciones
Bocquet A, Cohortes retrospectivas ~ Registros de Abordaje de Consejos sobre la 225,4% més PED que MG PED
2005, Calidad media aseguradoras varios problemas  prevencion del raquitismo
Franche-Comté sobre 43.896 médicos en nifios ~ (incluye profilaxis con
(Francia)'® nifios vitamina D)
Consejos sobre el fliioryla~ 261,7% més PED que MG
prevencion de caries
Horowitz Al, Transversal, encuesta  Cuestionarios Educacion DR PED vs MF de dar 06% (IC9%%:-125a138)  Similar
2006, Nueva  a profesionales recogidos de 141 aadolescentes  educacion sobre cancer
Inglaterra Calidad baja PEDy 68 MF sobre cancer testicular
(EE.UU)® testicular DR de formar sobre -3,97% (IC95%: -17329,4)

autoexploracion testicular

AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics; ATB: antibictico;

CFES: Comité Francés de Educacidn para la Salud; CVA: catarro de vias altas; DBP/FQ: displasia broncopulmonar/fibrosis quistica;
DR: diferencia de riesgos; GPC: guia de prdctica clinica; Hep B: hepatitis B; IC 95%: intervalo de confianza del 95%;

IRA: infeccidn respiratoria aguda; IRVA: infeccion respiratoria de las vias altas; MF: médico de familia; MG: médico generalista;
MHSIC: Manitoba Health Services Insurance Plan; MMR: sarampidn, rubeola y parotiditis; NAMCS: National Ambulatory Medical
Care Survey; NHAMCS: National Hospital Ambulatory Medical Care Survey; n. s.: no significativa; OMA: otitis media aguda;

OR: odds ratio; ORL: otorrinolaringologia; PED: pediatra; PR: prevalencia relativa, RR: riesgo relativo; Rx: Radiografia;

SBGA: streptococcus betahemolitico del grupo A; TA: tension arterial; TCA: trastorno de la conducta alimentaria;

TDAH: trastorno por déficit de atencién con hiperactividad; TOC: trastorno obsesivo-compulsivo.

gunos estimadores que permitan compa-  formaba parte de su trabajo profesional.
rar todos los colectivos entre si. EI97% de  Ningtin MG respondi6 a esta pregunta. El
los PED privados y el 99% de PED del  57% de los PED disponia de material edu-
CFES respondieron que proporcionar con-  cativo sobre la prevencién de accidentes
sejo sobre la prevencion de accidentes  enla consulta frente a un 2% de los MG.
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Steckler et al.*® llevaron a cabo un estu-
dio transversal mediante una encuesta a
PED y MF que trabajaban en las 4reas de
influencia de tres hospitales de EE. UU.
(en Nueva Jersey, Portland y Washing-
ton). No se describe el método de selec-
cion de los profesionales. Los objetivos
del estudio eran comparar la edad media
de realizacién de orquidopexia en nifios
con criptorquidia en las tres zonas, asi
como determinar las actitudes y creen-
cias de 506 PED y 271 MF sobre la crip-
torquidia. No se ofrece el porcentaje de
no respondedores a la encuesta. La edad
media de realizacién de la orquidopexia
fue de 4,2 afos; no existieron diferencias
significativas entre los tres centros ni en-
tre el tipo de profesional (PED o MF) en-
cargado de su cuidado. Respecto a la
edad adecuada para efectuar dicha inter-
vencion, el 30% de los PED (frente al
14% de los MF) consideraba que era re-
comendable realizarla a los 6-12 meses
de edad (p < 0,05). El 10% de los PED
(frente al 30% de los MF) consideraba
adecuado esperar hasta los 3-10 afios.
Los PED recomendaron la orquidopexia
a una edad mas precoz que los MF (p <
0,05).

En el estudio ya mencionado de
Ewing®, en el andlisis multivariante (ca-
tegoria de referencia: MF), los PED pre-
guntaron menos sobre los habitos de

58

ejercicio fisico (OR: 0,62; p < 0,05) y
también lo recomendaron menos fre-
cuentemente (OR: 0,71; p < 0,05). Res-
pecto a los hébitos dietéticos, los PED
consultaron de manera mas habitual so-
bre ellos que los MF (OR: 3,96; p <
0,05) e hicieron recomendaciones con
mayor frecuencia (OR: 1,27; p < 0,05).
Respecto al hébito tabaquico, los MF
preguntaron sobre su existencia mas
que los PED (OR: 0,28; p < 0,05). Los
MF también indagaron con mayor fre-
cuencia sobre el consumo de alcohol y
drogas (OR: 0,49; p < 0,05). Los PED
consultaron de manera mas habitual so-
bre la utilizacién del cinturon de seguri-
dad (OR: 4,09; p < 0,05) y recomenda-
ron mas su uso (OR: 3,24; p < 0,05).
Con relacién a la actividad sexual, los
PED preguntaron mas que los MF (OR:
1,89; p < 0,05) y dieron méas consejos
sobre ella (OR: 1,77; p < 0,05). Respec-
to a la planificacién familiar, los MF pre-
guntaron mds sobre ésta (OR: 0,62; p <
0,05) y aconsejaron mas frecuentemen-
te en este terreno que los PED (OR:
0,68; p < 0,05).

Gerard et al.”” estudiaron las opiniones
y précticas de MF y PED en la prevencion
de intoxicaciones accidentales. Con tal
fin se envié por correo un cuestionario
autocumplimentado a 500 PED y 500
MF de 45 estados de EE. UU., seleccio-
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nados aleatoriamente de los registros de
la AMA. Respondieron 500 profesionales
(227 MF y 273 PED). Los PED ofrecieron
mas material escrito para la prevencion
de intoxicaciones accidentales que los
MF: panfletos (56,8% frente a 32,2%;
PR: 1,77, 1C 95%: 1,42-2,19), etiquetas
indicadoras de peligro (34,1% frente a
20,7%; PR: 1,65; IC 95%: 1,21-2,23),
carteles en la consulta (27,5% frente a
11,6%; PR: 2,4, IC 95%: 1,59-3,61) y
numeros de teléfono de centros de con-
trol de intoxicaciones (68,5% frente a
38,3%; PR: 1,79; IC 95%: 1,49-2,15).
Respecto a las razones esgrimidas por los
profesionales para no proporcionar una
guia anticipatoria de prevencion de into-
xicaciones accidentales, los MF respon-
dieron no estar suficientemente entrena-
dos en este tema con mayor frecuencia
que los PED (46,1% frente a 18,2%; p =
0,02). En el analisis multivariable, los MF
presentaron una probabilidad 5,4 veces
menor que los PED de proporcionar una
guia anticipatoria de prevencion de into-
xicaciones accidentales a los padres (OR:
0,19;1C95%:0,09-0,37).

Bocquet et al., en su estudio ya des-
crito, exponen que los PED realizaron
con mayor frecuencia que los MG pre-
vencion del raquitismo con vitamina D
(un 225% mas que los MF), asi como de
la caries con fltior (un 261,7% mas).
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Horowitz et al.** llevaron a cabo en
Nueva Inglaterra (EE. UU.) un estudio (de
calidad metodolégica baja) para determi-
nar las précticas de PED y MF sobre la re-
comendacion de realizar autopalpacion
testicular. Se enviaron 458 cuestionarios a
PED y MF. Respondieron 209 (45,6%),
141 de los cuales fueron PED y 68, MF.
No existieron diferencias entre ambos ti-
pos de profesional en cuanto a impartir
educacion sobre cancer testicular (DR:
0,6%; IC 95%: -12,5% a 13,8%), for-
macién sobre autoexploracion testicular
(DR: -3,97%; IC 95%: -17,3% a 9,4%)
0 en cuanto a la realizacién de preguntas
rutinarias sobre la exploracién testicular
en adolescentes (DR: 4,3%; 1C95%: -9,8
a18,5%).

Pruebas diagnésticas

Diez estudios realizaban algtn tipo de
comparacion en este aspecto de la prac-
tica clinica. Seis tenian un disefio trans-
versal*>'®*°»?” y cuatro eran de cohortes
(uno prospectivo™ y tres cohortes histori-
cas™™"®). En la tabla 9 se ofrecen mas de-
talles de estos estudios.

En el estudio de Fishbane’ se valoro el
comportamiento de ambos colectivos en
cuanto al nimero de revisiones realizadas,
patologias detectadas durante ellas y
pruebas complementarias solicitadas. De
las méas de 100.000 visitas registradas, los

Revista Pediatria de Atencion Primaria ¢ Vol. XII. Supl. 18. Marzo 2010
Rev Pediatr Aten Primaria. 2010;12:(Supl 18): s9-s72



Buiiuel Alvarez JC, y cols. ¢ Qué profesional médico es el mds adecuado para impartir cuidados en salud a nifios en Atencidn Primaria...

Tabla 9. Estudios que comparan la practica clinica de PED y MF/MG en la peticién de pruebas

diagndsticas en Atencion Primaria pedidtrica

Autor/afio/pais Disefio/calidad Participantes Comparacion ~ Variable Resultado Mejor
resultado adecuacion
Fishbane M, Transversal, descriptivo  Datos clinicos Diferentes Indicacion de Rx No hay diferencias PED
1981, Registros del NAMCS ~ registrados por 80  actuaciones Pruebas complementarias  Realizan més pruebas los PED
EE.UU. Calidad media-baja PEDy 425 MG ante fiebre y odinofagia
(PED, MF)
Leduc DG, Cohortes, prospectivo  Nifios atendidos ~ Actuacionante  Peticion de Rx, RR PED 1,69 (IC95%:0,99-2,88) PED
1982, Montreal  Calidad media enurgenciaspor  nifios con fiebre  vs MG
(Canad4)” PED (148) 0 por Rxpatolégicasentrelas 2,6 (IC95%:1,1-6,6)
MG (111) solicitadas, RR PED vs MG
Peticiones de test del 17,1% (IC95%:10,3%-23.9%)
estreptococo, DR PED
vs MG
Starfield B, Transversal, registros ~ Muestrade 429 Diferentes Realizacion de diferentes ~ No da cifras, pero realizan mas ~ MF
1985, clinicos profesionales  PED, 346 MFy  diagndsticos pruebas diagndsticas los PED
EE.UU. Calidad baja 251 MG y cuidados (menciona cultivo faringeo y
audiometria)
SchwartzRH, ~ Transversal, encuesta ~ Muestra Manejo de la Utiizacion de rinoscopia No hay diferencias PED
1997, Virginia  a profesionales aleatorizada PED  rinitis purulenta  anterior
del Norte Calidad media (201) y MF (145) Realizacion de andlisisdela 1,7 (IC 95%: 1,2-2,4)
(EE.UU)"® extension de moco (PR MF
vs PED)
Pennie RA, Cohortes retrospectivas ~ Visitas a PED Abordaje de Realizacion de test 1,48 (IC95%: 1,02-2,15) PED
1998, Ontario  sobreregistros clinicos ~ (1.079)yaMF  prescripcionde  diagnésticos (RR MF vs PED)
(Canada)’ de 5 consultas MF (595) ATBen IRA Rx de térax o senos (RRMF  n.s.
y3PED vs PED)
Calidad media
Watson RL, Transversal, encuesta ~ Muestra Adecuacionalas  No utiizacion de otoscopia 1,39 (IC95%: 1,18-1,64) PED
1999, Georgia  apadresy profesionales  aleatorizadaPED ~ GPC de IRA neumatica en el diagndstico
(EEUUY®  Calidad media (212)y MF (154) de OMA (PR MF vs PED)
Realizacion de test para 23(1C9%5%:14-38)
SBGA en faringitis (PR PED
vs MF)
Finkelstein JA,  Transversal, encuesta ~ Muestrade PEDy  Aplicacion de Realizacion de ensayocon ~ No diferencias Similar
2000, a profesionales MF de tres GPCsobreasma  beta-2-adrenérgicos, Rx de
EE.UUY Calidad media/baja aseguradoras Actuacionante  senos, Rx de torax,
(407 en total) varios escenarios  realizacion de prick o RAST
clinicos Peak flow diario 0,30(IC95%: 0,10-0,50)
pediatricos (OR MF vs PED)
Espirometria 5,90 (IC95%: 2,40-14,60)
(OR MF vs PED)
Boulis AK, 2002, Transversal, encuesta  Muestra Abordaje de DR Rx de térax por -6,90(IC95%:-880a-4,90)  PED
EE.UUZ a profesionales aleatorizada a varios problemas  sospecha de neumonia, PED
Calidad media PED (1.735)y MF médicos en nifios  vs MF
(1.267) DR analttica al lactante febril 12,50 (IC 95%: 10,00-14,30)
Bocquet A, Cohortes retrospectivas ~ Registros de Abordaje en nifios  Comparacion del nimerode  16,6% menos PED que MG~ PED
2005, Calidad media aseguradoras con analiticas de laboratorio
Franche-Comté sobre 43.896 faringoamigdalitis ~ realizadas
(Francia)'® ninos Peticiones de hierro sérico ~ 53,0% menos PED que MG
Linder JA, 2005, Cohortes retrospectivas ~ 2.797 subregistros OR de realizar el test de 0,46 (IC95%: 0,32-0,66) PED
EE.UU."” Calidad alta del NAMCS y deteccion SBGA en
NHAMCS odinofagia MF/MG vs PED

AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics; ATB: antibiético;
CFES: Comité Francés de Educacion para la Salud; CVA: catarro de vias altas; DBP/FQ: displasia broncopulmonar/fibrosis quistica;
DR: diferencia de riesgos; GPC: guia de prdctica clinica; Hep B: hepatitis B; IC 95%: intervalo de confianza del 95%;
IRA: infeccion respiratoria aguda; IRVA: infeccidn respiratoria de las vias altas; MF: médico de familia; MG: médico generalista;
MHSIC: Manitoba Health Services Insurance Plan; MMR: sarampién, rubeola y parotiditis; NAMCS: National Ambulatory Medical
Care Survey; NHAMCS: National Hospital Ambulatory Medical Care Survey; n. s.: no significativa; OMA: otitis media aguda;

OR: odds ratio; ORL: otorrinolaringologia; PED: pediatra; PR: prevalencia relativa, RR: riesgo relativo; Rx: Radiografia;
SBGA: streptococcus betahemolitico del grupo A; TA: tension arterial; TCA: trastorno de la conducta alimentaria;
TDAH: trastorno por déficit de atencion con hiperactividad; TOC: trastorno obsesivo-compulsivo.
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PED etiquetaron como correspondientes
al seguimiento del nifio sano el 31%,
frente a un 18% de los MF/MG (p <
0,05). Los diagnosticos efectuados por
ambos tipos de profesionales fueron simi-
lares, aunque los PED presentaron una
mayor probabilidad de efectuar més diag-
nosticos adicionales en las revisiones del
nifio sano en todos los grupos de edad (3-
5 afios: 26% frente a 0%, p < 0,01; 6-10
afios: 27% frente a 0%, p < 0,05). No
existieron diferencias entre ambos colecti-
vos en cuanto al porcentaje de radiografi-
as solicitadas. Cuando los motivos de con-
sulta fueron fiebre y odinofagia, los PED
solicitaron mas pruebas complementarias
(un 60% en caso de odinofagia y un 40%
en presencia de fiebre).

En el estudio de Leduc et al.” compa-
raron la actitud diagnéstica y terapéutica
de PED y MG ante los nifios de edades
comprendidas entre 0 y 10 afios que
consultaban por fiebre = 38 °C. Los PED
realizaron menos pruebas radiolégicas
que los MF (16 frente a 36; RAR: -9,9%;
IC95%: -9,4% a-0,4%). Entre los nifios
a los que se practico una radiograffa, la
probabilidad de encontrar alguna patolo-
gia en ella fue superior entre los PED (7
de 16 frente a 6 de 36; RR: 2,6; IC 95%:
1,1-6,6). En cuanto a la peticién de un
test rapido de antigeno estreptocdcico,
los PED hicieron un mayor uso de esta
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prueba (28 frente a 2; RR: 18,7; IC 95%:
4,5-76,7), que result6 positiva en un ma-
yor porcentaje de los casos si fue deman-
dada por un PED (9 de 28 frente a O de
2: DR:32,1%; IC 95%: 14,8%-49,4%).
En cuanto al resultado de los cultivos rea-
lizados para el aislamiento de estreptoco-
co en la faringe, resultaron positivos en 2
de los 28 efectuados por PED frente a O
de los 5 llevados a cabo por MF/MG
(DR:6,7%;1C95%:-2,3% a15,6%).

En el estudio de Starfield®, los autores
refieren que los PED llevaron a cabo mas
cultivos faringeos para el diagndstico de
faringitis bacteriana. Asimismo, indicaron
la realizacién de mas audiometrias que
MFy MG.

En el estudio ya comentado de Sch-
wartz et al."”®, los MF efectuaron rinosco-
pia anterior con mayor frecuencia que los
PED, sin diferencias significativas (PR:
1,1:1C95%: 0,9-1,3), asi como un anali-
sis de leucocitos en extension de moco
de manera més habitual que los PED (50
de 138 frente a 42 de 197; PR: 1,7; IC
95%:1,2-2,4).

En el estudio también citado de Pennie
et al.’ no existieron diferencias entre MF
y PED en el porcentaje de radiografias en
ITR (3%). Los MF realizaron més prue-
bas diagnosticas (sin especificarse cudles)
que los PED: 19% frente a 13% (RR:
1,48;1C95%: 1,02-2,15).
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En el estudio de Watson et al.” sobre
el manejo de la OMA, el 46% de los MF
no realizaba otoscopia neumética frente
al 256% de los PED (PR: 0,4; IC 95%:
0,3-0,6). Los PED efectuaron con mas
frecuencia pruebas de laboratorio para la
deteccién del estreptococo en la faringi-
tisaguda (PR: 2,3;1C95%: 1,4-3,8).

Finkelstein et al.”’, comparando el gra-
do de adhesion a las recomendaciones
de una GPC sobre asma vigente en 1997
seglin el tipo de profesional, concluyen
que no existieron diferencias entre am-
bos tipos de profesional en cuanto a la
realizacién de un ensayo con beta-2-
agonistas inhalados (OR: 0,8; IC 95%:
0,2-3,9); que los MF recomendaron con
menor frecuencia que los PED la realiza-
cién de peak flow diario (36% frente a
54%; OR: 0,3; IC 95%: 0,1-0,5) y en la
consulta (96% frente a 68%: OR: 3; IC
95%: 0,8-10,8); que los MF indicaron
con més frecuencia la realizacion de espi-
rometrias (40% frente a 12%; OR: 5,9;
IC 95%: 2,4-14,6); que no existieron di-
ferencias entre ambos colectivos en
cuanto a la realizacion de radiografia de
térax o de senos, aunque se aprecié una
tendencia por parte de los MF a pedirlas
con mayor frecuencia (radiografia de t6-
rax: 38% frente a 24%; OR: 1,7; IC
95%: 0,8-3,5; radiografia de senos:
10% frentea1%:; OR:5,3;1C 95%: 0,6-
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44); y que no existieron diferencias en la
realizacion de prick test o RAST (MF 8%
frente a PED 3%; OR: 1,2; IC 95%: 0,3-
4.8).

En el estudio de Boulis et al.” la pri-
mera de las situaciones clinicas presen-
taba a una nifia de 10 afios con fiebre
de 38,6 °C, tos productiva, taquipnea y
crepitantes en base derecha; se pregun-
taba a los encuestados si solicitarian o
no una radiografia de térax. El 47,7%
de los PED la pedirian frente a un
51,3% de los MF (diferencia de porcen-
tajes: -3,6%; 1C 95% de la diferencia de
porcentajes: -5,4% a -1,8%). El segun-
do escenario correspondia a un lactante
de seis semanas de vida, nacido a térmi-
no, con una temperatura de 38 °C; por
lo demés se encontraba sano. Se pidi6 a
los encuestados que sefialaran en qué
porcentaje de estos pacientes solicitari-
an pruebas de laboratorio (hemograma,
hemocultivo, urocultivo) para descartar
una sepsis. El 81,1% de los PED pediria
dichas pruebas frente al 66,4% de los
MF (diferencia de porcentajes: 14,7 %;
IC 95% de la diferencia de porcentajes:
13,2% a16,1%).

En el trabajo de Bocquet et al.”, los
PED realizaron menos solicitudes de ana-
liticas en general (700 frente a 839, un
16,6% menos), incluyendo un 53,0%
menos de peticiones de hierro sérico.
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En el de Linder et al.”, en comparacién
con los PED, otros profesionales médicos
no PED pedian menos pruebas de detec-
cion del estreptococo del grupo A (OR:
0,46; 1C95%:0,32-0,66).

Discusion

Los resultados de la presente RS, pese
a la variedad de tipos de disefio y del lu-
gar de emplazamiento de los estudios in-

cluidos, muestran en general una ten-
dencia comun de apoyo a la presencia de
los PED en AP. Se han de destacar, como
hechos mas importantes, un patron de
prescripcion farmacolégica més adecua-
do a la enfermedad objeto de tratamien-
to, un menor consumo de medicamentos
(ATB y de otros tipos como, por ejemplo,
psicofdrmacos), un uso mas racional de
pruebas complementarias (por ejemplo,
radiografia de térax, prueba de detec-
cién répida de estreptococo del grupo A
y cultivo orofaringeo para el mismo ger-
men), encontrar con mayor frecuencia
resultados anormales en las pruebas de-
mandadas, un mayor y mejor cumpli-
miento de la principal actividad de pre-
vencion primaria en medicina (como la
vacunacion) y, finalmente, un mayor
grado de seguimiento de las recomenda-
ciones propuestas por GPC sobre enfer-
medades de elevada incidencia y preva-
lencia en nifios y adolescentes.
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La APP es un aspecto de la atencion sa-
nitaria esencial para la sociedad. Por ello,
es conveniente que los profesionales ele-
gidos para llevarla a cabo sean aquellos
que por su formacion estan mas cualifica-
dos para prestar atencion al nifio y ado-
lescente. Algunos factores que tener en
cuenta a la hora de planificar la APP son
las caracteristicas de cada Sistema Nacio-
nal de Salud y de los programas de for-
macion de las especialidades médicas de
cada pais. Si bien las caracteristicas que
definieron en su dia el nuevo modelo de
AP convirtieron al MF en una pieza fun-
damental sobre la que se sustenta todo el
sistema sanitario, deben tenerse en cuen-
ta las caracteristicas de éste en nuestro
pais. En Espafia, los PED ejercen su labor
profesional, tanto a nivel hospitalario co-
mo en AP, desde antes de la reforma sa-
nitaria de 1984, que implanté un nuevo
modelo de AP. Cuando la reforma se lle-
v0 a cabo, los PED se integraron sin pro-
blemas en los nuevos equipos de AP. En
Espafia, por lo tanto, el PED de AP es un
profesional conocido y valorado®'. La fi-
gura del PED generalista o de AP, o inclu-
so comunitario, hace posible que la po-
blacion pediatrica en AP sea atendida por
estos profesionales de una forma especi-
fica y con ventajas importantes en la sa-
lud, como los resultados del presente tra-
bajo ponen de manifiesto.
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Un estudio de Katz sobre la APP en pa-
ises de la Unién Europea® ofrece datos
para la reflexién. Con las limitaciones
metodolédgicas inherentes a un estudio
de disefio ecoldgico, el autor concluye
que se constata una menor mortalidad
infantil cuando son los PED de AP los
responsables de la asistencia a los nifios
en el dmbito extrahospitalario. Los estu-
dios publicados previamente sobre este
tema, en la década de los ochenta del
pasado siglo**, establecian comparacio-
nes entre médicos formados para la asis-
tencia a la poblacién general (MF o MG)
y PED especialistas, que entonces eran
de formacion exclusivamente hospitala-
ria y que tenian ejercicio privado en AP
(PED de los afios 1960-1980). No resulta
extrafio que, en general, hubiese dife-
rencias en la prescripcion farmacéutica
(por ejemplo, peor uso de ATB de segun-
da eleccion en el caso de los PED) o una
excesiva utilizacion de pruebas diagnos-
ticas por parte de los PED. Pero la reali-
dad actual ya no es la misma, y hoy exis-
ten paises donde hay PED que ejercen
exclusivamente en AP y parte de su for-
macién contempla esta actividad. En Es-
pafia, el programa formativo de la espe-
cialidad de Pediatria contempla un
periodo de rotacién en AP de 3 a 6 me-
ses de duracién. Ademds, en la mayoria
de programas de formacién de PED en
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paises desarrollados se incluyen los as-
pectos relacionados con el ejercicio en la
AP&Z&,

Entre los diferentes aspectos de la
atencion contemplados en la presente
RS, se ha de destacar que la probabilidad
de prescribir ATB en ITR de probable
etiologia virica fue 1,1-1,8 veces superior
entre los médicos de AP no PED en com-
paracion con los PED. Teniendo en cuen-
ta la elevada incidencia de estas enfer-
medades en nifios, este resultado puede
tener repercusiones importantes, tanto
sobre el gasto farmacéutico como en la
generacion de resistencias a antimicro-
bianos, asi como ser un factor inductor
de potencial yatrogenia. Ademas, los es-
tudios no metaanalizados que estudiaron
este mismo aspecto, en su mayoria en-
cuestas enviadas a profesionales para su
autocumplimentacion, se orientan en la
misma direccion. Cabe destacar el estu-
dio de Bouquet et al.”, que compara di-
rectamente diversos aspectos de la prac-
tica clinica de PED y MF/MG en Francia,
pais cercano al nuestro tanto geografica
como culturalmente: los PED prescribie-
ron un 25% menos ATB que los MG.

Es dificil, por el contrario, extraer con-
clusiones sobre el uso de ATB de segunda
eleccion, dada la disparidad de disefios y
los diversos &mbitos de emplazamiento
de los estudios. De los cuatro estudios re-
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cuperados (tres realizados en EE. UU.*"*"
y uno en Canadd"), en dos se da una me-
jor utilizacién por parte de los MF'", en
uno por los PED™ y en el cuarto™ no se
constataron diferencias. La variabilidad
en el disefio y en las caracteristicas de los
sistemas sanitarios de cada pais podria
explicar en parte este fenémeno.

Las GPC son directrices elaboradas sis-
tematicamente para asistir a los clinicos y
a los pacientes en la toma de decisiones
sobre la atencion sanitaria adecuada para
problemas clinicos especificos®. Es im-
portante resefiar que los PED presenta-
ron un mayor seguimiento de las reco-
mendaciones derivadas de GPC para el
tratamiento de enfermedades agudas de
elevada incidencia y crénicas de elevada
prevalencia: ITR, OMA, OMD, sindrome
febril, asma bronquial, TDAH y sobrepe-
so-obesidad"4##3035% F| seguimiento
de las recomendaciones de GPC adecua-
damente disefiadas, actualizadas e im-
plementadas reduce la heterogeneidad
injustificada entre los profesionales en la
practica clinica diaria. En concreto, los
PED se adhieren mejor a las recomenda-
ciones de GPC que aconsejan la prescrip-
cion diferida frente a la inmediata de
ATB, asi como a aquellas que aconsejan
la realizacion de una otoscopia neumati-
ca en nifios con OMD, y derivan menos
al especialista por esta enfermedad. En la
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OMD, los MF prescriben mas ATB de se-
gunda eleccion y mas anticongestivos
que los PED. En enfermedades de alta in-
cidencia y prevalencia, como es el caso
de la OMA y el asma bronquial, los PED
tendieron a derivar menos al nivel espe-
cializado. Estos datos sugieren una ma-
yor capacidad de resolucién de los PED
para enfermedades que suponen una
gran carga tanto asistencial como econé-
mica para los sistemas sanitarios.
Respecto al manejo de diversos trastor-
nos psiquiatricos, los MF presentaron una
mayor probabilidad de prescribir ISRS pa-
ra todas las enfermedades estudiadas.
Para algunas de ellas, estos farmacos no
poseen indicacion alguna (enuresis,
TDAH). Las consecuencias potenciales de
este patron de prescripcion no fueron es-
tudiadas. En el caso del TDAH, si el diag-
nostico se efectud de forma correcta, ca-
be esperar una ausencia de respuesta a la
medicacion con ISRS (el tratamiento de
eleccidn en esta enfermedad, cuando es-
taindicado, son los estimulantes del siste-
ma nervioso central, en particular el me-
tilfenidato), con el consiguiente perjuicio
para el nifio, no pudiendo descartarse,
ademds, la aparicién de efectos adversos
de estos farmacos en nifios para los que
no estaban indicados. El mayor conoci-
miento y cumplimiento por parte de los
PED de una GPC sobre manejo del TDAH
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minimiza la posibilidad de que estos pro-
fesionales realicen prescripciones inade-
cuadas en esta enfermedad, cuya preva-
lencia en nuestro medio oscila entre un 5
y un 8%".

La conducta de ambos tipos de profe-
sionales ante la administracién de vacu-
nas merece consideraciones especiales.
Independientemente del tipo de disefio y
de si los entrevistados fueron los médicos
o los padres, los PED presentaron mayo-
res porcentajes de cumplimiento del ca-
lendario oficial de vacunaciones. Asimis-
mo, aprovecharon con mayor frecuencia
las consultas por enfermedades menores
para vacunar, mostraron menos falsas
ideas preconcebidas sobre hipotéticas
contraindicaciones de las vacunas, dispu-
sieron con mayor frecuencia de lugares
especificos dentro de la historia clinica
para registrar las vacunas administradas
y también habilitaron de manera mas ha-
bitual mecanismos para recaptar a nifios
y adolescentes no vacunados. Todo ello
es de importancia capital por tratarse la
vacunacion de la actividad de prevencion
primaria mas efectiva que se conoce. Su
adecuada implementacién ha consegui-
do la erradicacién de la viruela y la desa-
paricion, en paises desarrollados, de en-
fermedades como la poliomielitis. Existe
concordancia entre los diferentes estu-
dios recuperados en que esta actividad,
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cuando es responsabilidad de los PED, se
lleva a cabo de forma més completa.
Respecto a otras actividades preventi-
vas englobadas bajo el concepto de “ries-
go cardiovascular”, existié6 una mayor he-
terogeneidad en los resultados debida a
las diferentes enfermedades y/o habitos
no saludables (tabaco, alimentacion ina-
decuada) que se analizaron. Los MF/MG
presentaron, en general, una mayor pro-
babilidad de ofrecer consejo sobre alimen-
tacion adecuada, cese del habito tabaqui-
co y recomendacion de ejercicio fisico.
Respecto al consejo antitabaco, los PED se
interesaron con mayor frecuencia por el
estatus de fumador de los padres pero, en
caso de serlo, les proporcionaban alterna-
tivas para abandonarlo con menor fre-
cuencia que los MF/MG. Los PED presen-
taron una mayor probabilidad de realizar
cribado de colesterol en el caso de existir
antecedentes familiares positivos de hi-
percolesterolemia. En el manejo del sobre-
peso-obesidad, los PED, en promedio,
cumplian més frecuentemente las reco-
mendaciones de GPC sobre la enferme-
dad y aconsejaban de manera mas habi-
tual sobre dieta y ejercicio. En general -y
con las debidas precauciones, dada la
gran heterogeneidad existente-, podria
concluirse que los MF realizaron més acti-
vidades preventivas en ausencia de sobre-
peso-obesidad, mientras que los PED de-
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tectaron con mayor frecuencia esta enfer-
medad y actuaron sobre ella de forma
mas decidida que los MF/MG. También
podria concluirse (con algunas excepcio-
nes) que los PED realizaron de manera
mas habitual mas actividades preventivas
cuanto menor era la edad del nifio. Por
ejemplo, los PED, en comparacion con los
MF/MG, aconsejaron mas frecuentemen-
te sobre el uso adecuado del cinturon de
seguridad y prescribieron con mayor fre-
cuencia profilaxis con vitamina D para la
prevencion del raquitismo y con fltor para
la prevencion de la caries en nifios peque-
fos, pero dieron menos consejos sobre la
planificacién familiar en adolescentes.
Finalmente, entre los estudios que ver-
san sobre la solicitud de pruebas diag-
nosticas, entrando en detalles concretos,
los PED solicitan menos radiografias de
torax ante un nifio con fiebre y, cuando
las piden, encuentran con mayor proba-
bilidad patologia que los MF/MG. Los
PED ordenan més pruebas de deteccién
rapida de estreptococo beta hemolitico
del grupo A, encontrando proporcional-
mente mas resultados positivos que los
MF. Lo mismo sucedié con el resultado
de los cultivos orofaringeos. En Francia,
Bouquet™ constata que los PED piden
menos pruebas de laboratorio en nifios.
La presente RS tiene diversas limitacio-
nes. Quiza la principal sea el disefio de
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los estudios, en su mayoria de tipo trans-
versal y realizados mediante una encues-
ta autocumplimentada. Una limitacién
adicional de estos estudios es la baja tasa
de respuestas obtenida en las encuestas,
hecho frecuente en estudios realizados
con esta metodologia. Llama la atencién
que las respuestas, por lo general, no se
distribuyen porcentualmente de forma
similar entre PED y MF/MG: los PED res-
ponden més. Esto puede indicar un ma-
yor interés por el tema planteado por
parte de estos ultimos, pero también que
los MF/MG que han respondido, aunque
en menor porcentaje, son un subgrupo
de estos profesionales que presentan
mayor interés por la atencion sanitaria
infantojuvenil. Existen pocos estudios de
disefio analitico y ninglin ensayo clinico
que haya comparado la préctica clinica
de PED y MF/MG. No hay instrumentos
especificos para evaluar la calidad de los
estudios transversales, habiéndose recu-
rrido para tal fin a una adaptacién de la
ficha de lectura critica para series de ca-
sos del programa informatico especifico
para la sintesis de la evidencia de todos
los articulos (Ost Fl Critica) de OSTEBA.
Se han tomado todas las precauciones
posibles para minimizar este inconve-
niente mediante la adaptacion comenta-
da. Cada estudio fue valorado por dos
revisores de forma independiente, que
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llegaron a un consenso en caso de dis-
crepancias. Finalmente, la interpretacion
de los resultados del metaandlisis debe
realizarse con precaucion ante la presen-
cia de heterogeneidad estadistica y tam-
bién, posiblemente, clinica (variabilidad
entre paises, con diferentes tipos de
préctica clinica, identificacién en todos
los casos de los PED como categoria de
referencia pero heterogeneidad de los
profesionales no PED en cuanto a su de-
finicion como tales: MG, MF, otros tipos
de profesionales), aunque la mayoria de
los estudios mostraron una tendencia es-
tadisticamente significativa hacia una
mayor probabilidad de prescripcién no
indicada de un ATB por parte de los
MF/MG.

Una limitaciéon adicional puede ser
que, en la mayoria de los estudios selec-
cionados, la comparacién de la practica
clinica de PED y MF/MG no era la varia-
ble de resultado principal. En contraparti-
da, esto también podria considerarse co-
mo una fortaleza, ya que en la mayor
parte de los estudios la preocupacion de
los investigadores no era determinar qué
tipo de profesional atendia con mayor
acierto a los nifios y adolescentes. La ma-
yoria de los estudios tenia por objeto co-
nocer como se abordaban en AP diversos
problemas de salud. Es poco probable,
por tanto, la existencia de conflictos de
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intereses a favor de una u otra especiali-
dad por parte de los autores de los estu-
dios revisados, que eran tanto PED como
médicos MF/MG vy, en muchos casos,
profesionales de la salud publica. En este
escenario con una mas que posible au-
sencia de conflictos de intereses, cobran
atn més fuerza los resultados de esta re-
vision.

No se identific en la busqueda biblio-
gréfica realizada ninglin estudio de cos-
tes que comparase la préctica clinica de
PED y MF/MG. Sin embargo, los datos
referidos sugieren que la asistencia sani-
taria proporcionada por PED en AP pue-
de suponer un ahorro econémico para
los sistemas sanitarios que disponen de
estos profesionales en AP.

Esta es la primera RS que compara la
préctica clinica de PED y MF/MG en el
ambito de la AP. Como conclusiones
principales de este estudio, parece com-
probarse que, en paises desarrollados, la
APP en manos de PED presenta un mejor
cumplimiento de los programas de vacu-
nacién y de las recomendaciones de las
GPC de enfermedades de elevada inci-
dencia y prevalencia, en comparacion con
los MF/MG. Las variables estudiadas (uso
adecuado de medicamentos, cumpli-
miento de recomendaciones de las GPC y
de los calendarios oficiales de vacunacion
y disminucién del porcentaje de deriva-
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ciones al nivel especializado) son, ade-
mas, de una gran importancia para médi-
Cos, pacientes y gestores, ya que peque-
fas variaciones en la forma de dispensar
estos cuidados pueden tener enormes re-
percusiones sanitarias y no sanitarias. En
vista de los resultados expuestos, parece
recomendable mantener la figura del PED
en los equipos de APy reforzar su fun-
cion especifica como primer punto de
contacto del nifio con el sistema sanitario.

De la presente revision pueden dedu-
cirse diversas lineas de investigacién que
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Abstract

Introduction: There is controversy about which health professional is the most adequate
—pediatricians (PED) or family practitioners/general physicians (FP/GP)- to provide health care
services to children and adolescents in Primary Care (PC). There are not previous systematic re-
views approaching this subject in the previously published literature. The objective of this study
is to compare health care provided between PED and FP/GP in the following aspects of the clin-
ical practice: antibiotic (ATB) prescription; diagnostic test indication; management of acute oti-
tis media (AOM), asthma, febrile syndrome, and several psychopathological conditions, and
preventive measures accomplishment.

Material and methods: Study design: Systematic review. Data sources: MEDLINE and
CENTRAL databases, TRIP Database and Google Scholar, were searched until December 2008
to retrieve original papers and systematic reviews comparing the clinical practice of both kinds
of health professionals. No language restriction was made. Study selection: studies of any kind
of design were included (cross-sectional, cohort, case-control and experimental) comparing
the clinical practice of PED and FP/GP. The references without original research were ex-
cluded (letters to the editor, editorials). The methodological quality of each study was assessed
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with the tool “OSTEBA; Critical Appraisal Cards". Two reviewers assessed the quality of the
studies independently, achieving consensus in case of discrepancy. Seven pairs of reviewers
made the data extraction independently. Discrepancies were achieved by consensus.

Results: On average, FP/GP prescribed more ATB than PED in upper respiratory tract in-
fections of probable viral etiology —odds ratio (OR): 1.4, 95% confidence interval (95% CI):
1.1-1.8-; PED were more likely to adhere to clinical guidelines recommendations on febrile
syndrome management (OR: 9; 95% Cl: 3-25) and on attention deficit disorder with/without
hyperactivity (OR: 5; 95% Cl: 3-11), and showed more resolution capacity on other highly
prevalent conditions in children and adolescents (such as asthma and AOM). PED showed hig-
her vaccination coverage than FP/GP in all the studies assessing this result.

Conclusion: based on the presented results, it seems reasonable to recommend maintain-
ing the PED figure in PC health centers and reinforcing its specific task as the first point of con-
tact of the child with the health care system.

Key words: Pediatrics. Family practice. Physicians. Family. Interprofessional relations. Pri-

mary Health Care.

Extended abstract

Introduction

There is a controversy about which
health professional is the most ade-
quate —pediatricians (PED) or family
practitioners/general physicians (FP/
GP)- to provide health care services to
children and adolescents in Primary
Care (PC). There are few studies with
the purpose of comparing directly the
clinical practice of both professionals.
Up to now, there are not previous sys-
tematic reviews addressing this subject.
The question is important because sev-
eral studies have established some dif-
ferences in knowledge, as well as in
skills and attitudes, among PED and
MF/MG in the field of child and adoles-
cent health care.

In the USA, there is a trend towards
children being attended by PEDs in Pri-
mary Care (the number of children at-
tended by PED in the period between
1980 to 2000 increased from 56.2% to
64.2%, while children attended by GPs
decreased from 33.7% to 23.9%). In
Europe, it has been suggested that pri-
mary health cares for children, provided
by PED, is associated with a decrease in
mortality.

With the aim of adding insight into
this question, and because no systematic
review has been published about this is-
sue, we conducted this study, with the
goal of comparing the healthcare deliv-
ered by PED and FM/GP in the follow-
ing issues of clinical practice: 1) Antibiot-
ic (ATB) prescription; 2) Adequacy in the
ordering of diagnostic tests 3) Manage-
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ment of otitis media; 4) Management of
asthma; 5) Fever; 6) Psychological prob-
lems; 7) Clinical preventive services.

Material and methods

Study design

Systematic review. Data sources: the
following databases were searched:
MEDLINE, the Cochrane Central Regis-
ter of Controlled Trials (CENTRAL), TRIP
Database and Google Scholar. They
were searched until December 2008 to
retrieve original papers and systematic
reviews comparing the clinical practice
of both types of health professionals. No
language restrictions were applied.

Study selection

Studies of any type of design were in-
cluded (cross-sectional, cohort, case-
control and experimental) if they were
specifically designed to compare the
clinical practice of PED and FP/GP.
Those references, which were not origi-
nal research, were excluded (letters to
the editor or editorials).

We selected 59 publications (1 investi-
gation with a before-after study design,
10 cohort studies, 3 cases-control stud-
ies, and 45 transversal studies).

The methodological quality of each
study was assessed with the tool “OS-
TEBA tool; Critical Appraisal Cards".

Two reviewers independently assessed
the quality of studies for inclusion, and the
discrepancies were resolved by consensus.
Seven pairs of reviewers made the data
extraction independently, using a form
specifically designed for the task. Dis-
agreements were resolved by consensus.

Statistical analysis

We calculated some estimators,
whenever it was possible from the re-
sults of each study (if they were not al-
ready provided by the authors). Those
estimators were the following: relative
risk, odds ratio, and prevalence ratio
(RP/PR), with their respective 95%
confidence intervals (95% Cl).

When possible, we calculated the
global effect size resulting from com-
bining the outcomes by means of using
a global combined estimator: the com-
bined OR, estimated by the inverse
variance method.

The presence and degree of hetero-
geneity was assessed by means of the
Cochran's Q. Fixed effects model or
random effects model were used if the
data were homogeneous or heteroge-
neous, respectively.

Results
On average, FP/GP prescribed more
ATB than PED in upper respiratory tract
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infections of probable viral etiology
(OR: 1.4; confidence interval; 95% ClI:
1.1-1.8). PEDs were more likely to ad-
here to clinical guidelines recommenda-
tions on febrile syndrome management
(OR: 9; 95% Cl: 3-25) and on attention
deficit disorder with/without hyperac-
tivity (OR: 5; 95% Cl: 3-11). Pediatri-
cians showed, as well, more resolution
capacity on other highly prevalent con-
ditions in children and adolescents, such
as asthma and acute otitis media
(AOM). PED showed higher vaccination
coverage than FP/GP in all the studies
assessing this result.

In cardiovascular prevention the inter-
ventions related to prevention of tobac-
co consumption and to increasing phys-
ical exercise were better accomplished
by FP/GP. Obesity screening and treat-
ment, hypercholesterolemia screening,
and blood pressure measurement were
more frequently accomplished by PEDs.

In preventive activities, PEDs were
more active than GPs in counselling
about preventing accidents, preventing
intoxications and preventing rickets,
and were less active in preventive activi-
ties about toxic consumption.

Finally, the use of a diagnostic test in
primary care was better performed by
PEDs. They ordered fewer chest X-rays
motivated by suspicion of pneumonia

[Risk Difference (RD) PED vs. GP: -6.90;
95% Cl: -8.80 to -4.90]; more blood
test in the young infant with fever (RD
PED vs. GP: 12.50; 95% Cl: 10.00 to
14.30); and more diagnostic test for
streptococcal throat infection in sore
throat (OR GP/FP vs. PED: 0.46; 95%
Cl: 0.32 to 0.66). Furthermore, when
an x-ray was carried out, the probability
of finding an abnormal result was hig-
her among those ordered by PEDs than
among those ordered by GPs (RR: 2.6;
95% Cl: 1.1 10 6.6)

Conclusions

This is the first systematic review (SR)
comparing clinical practice between
PEDs and GPs/FPs in primary health
care. The main conclusion is that in de-
veloped countries, primary health care
delivered by PEDs, result in better im-
munization practices and better compli-
ance with guidelines of frequent dis-
eases than those delivered by GPs/FPs.

The variables studied (drugs prescrip-
tion, compliance with guidelines recom-
mendations, vaccination coverage, and
a decrease in rates of referral to sec-
ondary health care) are also of great im-
portance for doctors, patients and
health managers, because small varia-
tions in the way in that those cares are
delivered can result in a major modifica-
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tion of the health outcomes obtained,
with the corresponding important impli-
cations of this fact in terms of health or
otherwise.

In view of these results, it seems rea-
sonable to keep the PED in the primary
health care level and to reinforce it spe-
cific role as the first point of contact of
the child with the health care system.

Introduction

There is a wide variation between de-
veloped countries regarding the care of
children and adolescents at the primary

care level. Differences in the pattern of
pediatric primary care (PPC) have been
reported, with three different healthcare
delivery systems: pediatrician (PED)
based, general practitioner (GP) or fami-
ly practitioner (FP) based, and combined
services. Although it has also been rec-
ognized that differences in the financing
of health care systems (models based in
medical insurance subscription, models
consisting in health system funded by
taxes, or free market) contribute to
these variations. In those countries
where patients choose their primary care
physician, there is a clear trend over time
to choose a PED, especially in urban ar-
eas, which could probably be due to the
shortage of specialists in rural areas."

In 1981 Fishbane et al.,*> described
that in the USA, PEDs provided more
routine preventive care in all age groups
than GPs, and that they made more ad-
ditional diagnoses in children seen dur-
ing these latter type of care. In 1985 a
study of Starfield,” described that PEDs
saw more very young children and few-
er adolescents than did GP. PED did
more rapid diagnosis tests of group A
streptococcal pharyngitis in children, or-
dered more diagnostic tests, had better
immunization coverage and prescribed
fewer drugs, but did less education
about sexual health and family prob-
lems, and also performed less minor
surgery interventions.

A study in 2004 in the USA® described
that the number of patients younger
than 18 years visited by a primary care
PED increased from 56.2% to 64.2% in
the period of 1980 to 2000, while those
visited by a FP or GP decreased from
33.7% to 23.9%. The number of ado-
lescents visited by PED increased from
26.3% to 37.4%, and the number of
adolescents visited by FP o GP de-
creased from 51% to 40.4%.

In 2006 a new publication* confirmed
this trend in the USA and stated that
children with no insurance or public in-
surance were significantly more likely to
have a not PED provider of health care
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[Odds ratio (OR): 1.64 and 1.23 respec-
tively] than children with private insur-
ance (OR: 0.76).

In Europe little information has been
available on which professional is the
most appropriate for delivering health
cares to children in primary care. Katz®
found out that infant mortality rate in
European countries decreased 5.4/
1,000 when pediatric primary care was
provided by PED, compared with other
systems. Another factor significantly as-
sociated with infant mortality rate was
the income per capita, being lower in
countries with a higher income per capi-
ta: for every increase of € 1,000 in in-
come per capita, there was a decrease of
0.711/1,000 in the infant mortality rate.

Surprisingly there are few studies re-
lated to this issue, especially in public
health and more in those countries, like
Spain, where the PPC model is a PED-
based system.” In order to clarify which
health professional is the most appropri-
ate to deliver health care to children and
adolescents, in developed countries, we
designed this systematic review (SR).
The aim of this SR is to compare the clin-
ical practice between PED and FP/GP in
providing health care to children and
adolescents at the primary health-care
level.

Material and methods

Selection criteria

Types of studies: Studies of any type
of design were considered: (these includ-
ed cross-sectional, prospective cohort,
case-control, and experimental studies)
as long as they were specifically designed
to compare the clinical practice of PED
and FP/GP. Those references found, but
not corresponding to original research
papers, were excluded (letters to the edi-
tor or editorials).

Types of participants: PED, FP and GP
who developed their clinical practice in
PC and hospital emergency depart-
ments.

Types of outcome measures:

1. Antibiotic prescription (ATB) in res-
piratory tract infections (RI) of
probable viral etiology.

2. Otitis media treatment.

3. Management of asthma in chil-
dren.

4. Management of fever in children

5. Management of children with psy-
chiatric disorders, like depression,

obsessive  compulsive disorder
(OCD), attention deficit hyperactiv-
ity disorder (ADHD).

6. Immunizations: attitudes, beliefs,
coverage and implementation of
the official immunization schedules.
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7. Cardiovascular prevention.
8. Other preventive activities.
9. Use of diagnostic tests.

Search strategy for the identification

of studies

Data sources: MEDLINE, and Co-

chrane Central Register of Controlled
Trials (CENTRAL) databases, TRIP Data-
base and Google Scholar. They were
searched until December 2008 to re-
trieve original papers and systematic re-
views comparing the clinical practice of
both types of health professionals. No
language restrictions were applied. And
no restriction, either, was applied to the
search by date (other than the limit of
the searching date: December 2008).

- Related to the health care provider:
“pediatrics”, “family practice”,
“physicians, family”, “interpersonal
relations”.

- Related to health policy: “primary
health care”, “ambulatory care",
"health services”, “child health ser-

emergency services, hospi-
tal", “preventive health services”,

nmou

vices

“personal health services”, “deliv-
ery of health care”, “health care
sector”, "health care surveys”,
"health care reform”, “health care
costs”, “process assessment (health
care)", ‘"outcome assessment

nmoou

(health care)",
health care"”, “

quality assurance,
patient acceptance of
health care”, "health care ra-
tioning", “quality of health care”,
“health care facilities, manpower,
and services", “quality indicators,
health care”, "health care quality,
access, and evaluation”, "outcome
and process assessment (health
care)”, “united states agency for
healthcare research and quality”,
"health services research”, “health
services accessibility”, “community
health services”, “urban health ser-
vices" [MeSH], “rural health ser-
vices” [MeSH], “maternal-child
health centers” [MeSH], “health
services administration” [MeSH],
“geographic locations” [MeSH],
“community health centers”, “
lization review", “medical audit”,

uti-

nmou

, "process as-
", "quality in-

“guideline adherence
sessment (health care)",
dicators, health care”, “physician’s
practice patterns”, “inappropriate”,

“appropriate”, “appropriateness”.
Related to the outcomes: “respira-

[T

tory tract infections”, “otitis me-
dia", “asthma”, “fever”, “depres-
sion"”, "attention deficit disorder
with hyperactivity”, “obsessive-
compulsive disorder”, “i
tion"”, “vaccination”,

immuniza-
primary pre-

nmoou
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nmoou

vention", “secondary prevention”,
“tertiary prevention”, “obesity"”,
“overweight”, “anti-bacterial agents”,
“depressive disorder”, “common
cold", “nocturnal enuresis”, "child
nutrition sciences”, “dental caries”,
“dermatitis, atopic”, “breastfeed-
ing", “vaccines”, “smoking", “to-
bacco use cessation”, “tobacco”,
“sudden infant death”.

- As subheadings were used the fol-
lowing: “drug therapy"”, “diet thera-
py", “therapy”, “therapeutic use",
“prevention and control”, “diagno-

el

sis”, “mortality”, “complications”,
“drug effects”, “economics”.

The Spanish equivalents to the search
terms were also used to retrieve addi-
tional publications in Google Scholar. We
reviewed the references of the retrieved
publications to obtain additional relevant

articles.

Methods of the review

Study selection: Two reviewers (JCB
and CGV) independently assessed eligi-
bility of the studies identified by examin-
ing titles and abstracts. From those arti-
cles found interesting, the full article was
obtained. Disagreements were resolved
by consensus.

The selection process is shown in Fig-
ure 1. Fifty nine studies were included in

10

the review (one before-and-after study,
ten cohort studies, three case-control
studies and 45 cross-sectional studies).

Data extraction and assessment of the
methodological quality: The included
studies were distributed to seven pairs or
reviewers. Each of them independently
extracted the data and assessed the
methodological quality of each study.

Disagreements were resolved by con-
sensus among them. If not possible, JCB
and CGV resolved it.

The methodological quality of each
study was assessed with the tool “OSTE-
BA; Critical Appraisal Cards" (OSTEBA:
Osasun Teknologien Ebakuazioa-Evalua-
cién de Tecnologias Sanitarias del Pais
Vasco = Healthcare Technology Evalua-
tion of the Basque Country): www.os
anet.euskadi.net/r85-osteba/es/con
tenidos/informacion/osteba_forma-
cion/es_osteba/osteba_fichas_critica.html

This program assigns three degrees of
quality: low, medium and high. In the
couples who assessed the methodologi-
cal quality, each evaluator extracted the
data independently. Any disagreements
were resolved by consensus. If this was
not possible, JCB and CGV made the fi-
nal decision.

Extracted data were: first author, year
of publication, journal, country, type of
design, sample size, type of provider
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Figure 1. Summary of the study selection process.

(PED, FP, GP), number of losses across
the study and reason for them, main out-
come variable (that always included a di-
rect comparison between PED and FP/GP
relative to a specific aspect of health care
in children and adolescents) and the ef-
fect estimators.

Statistical analysis

Whenever this was possible, and based
on the results of every individual study,
the following estimators of effect were
calculated (if they were not already of-
fered by the authors in the papers): rela-
tive risk (RR) for cohort studies, OR in
case control studies, and prevalence ratio

11

(PR) in cross sectional studies. Confi-
dence intervals (95% Cl) were also cal-
culated for each estimator.

Results of the studies were combined
when possible by means of a global com-
bined estimator (OR), using the method
of the inverse of the variance, and apply-
ing either a fixed effects model, or a ran-
dom effects model, depending on the
presence or not of statistical heterogene-
ity. Statistical heterogeneity was estimat-
ed by means of the Cochrane's Q test (a
value of < 0.1 is suggestive of hetero-
geneity) and by means of the 12. The
possibility of publication bias was evalu-
ated by the Begg method.
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Results

Antibiotic use in respiratory

tract infections of probable

viral origin

The most important characteristics of
the studies that evaluated these aspects
are described in Table 1.

Studies conducted by means of con-

sulting population-based databases

With the purpose of determine the as-
sociation between type of professional
and antibiotic prescription for URI (upper
respiratory infection) of probable viral ori-
gin, data were combined from those
studies which met the following require-
ments: 1) information extracted from
registers of databases for health care in
which diagnosis and treatment were indi-
cated; 2) studies with design compatible
with historical cohort; 3) studies located
in primary care. These criteria were met
by seven studies.*"* One" of the studies
was excluded because the data came
from another included study.” Another
one was excluded because it researched
antibiotic (ATB) use in a non-infectious
disease (asthma).” For the combination
of the results, a random effects model
was used, due to the presence of hetero-
geneity (Q = 25.7, P = 0.00004, 12 =
84.4). Analysis of the publication bias

12

could not be undertaken because the
number of the studies in the meta-analy-
sis was small. The combined OR was 1.41
(95% Cl: 1.07-1.8) and indicated that
those primary care doctors, who were
not pediatricians, had a mean of 1.4
times more probability of prescribing ATB
for URI of probable viral etiology in com-
parison to PED (Figure 2). The results of
other studies that used population data-
bases could not be combined because of
differences in the methodology. These
studies and their results are described in-
dividually in the following paragraphs:
Mainous et al.” analyzed the registers
from the Medicaid database in Kentucky
(USA) between the first of July 1995 and
the 30th of June of 1996. There were
34,624 episodes of URIs, (for the defini-
tion they used the code 460, and all the
codes under stem 465 in the international
classification of Diseases, 9th Revision,
Clinical Modification/ICD-9-CM) in per-
sons under 18 years of age. To be includ-
ed in the study doctors had to have treat-
ed at least 25 URIs during the study
period. For one of the outcome variable,
it was established the definition of “high
prescription” when the proportion of
URIs treated with ATB was greater than
the 75th percentile. Fifty-two doctors
were considered high prescribers (they
had attended 11,899 episodes of URI).
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Table 1. Studies comparing clinical practice of pediatricians and family practitioners/general physicians
in the prescription of antibiotics for respiratory tract infections of probable viral origin

Author/year of Design/quality Participants Comparison Outcome variable Results Results
publication/ favor
country
Fishbane M, Cross-sectional, Clinical registersof 80 Differentcaresprovided ~ Percentage of prescription  35%-45% more prescriptions  PED
1981, descriptive PEDs and 425 GPs medicationsin otalgiaand from GP (differences described as
USA? Data from the NAMCS darthea significant) vs. PED
Low-medium quality

Starfield B, Cross-sectional, National 429 PEDs, 346 FPsand  Different diagnosis and cares Drug prescription No resutts, but PEDs prescribed ~ PED
1985, survey of physicians 251 GPs provided fewer drugs
UsA® Low qualty.
Roark R, 1995, Cross-sectional, Surveyto Randomized sampleof - Two hypothetical case 1. Otitis media with effusion  151(95% Cl: 1.14-1.99) FP
Colorado providers PEDs (175) and FPs (250) management scenarios: one  RP PEDvs. MF: prescribing
(usa)” Medium qualty involving a persistent high-cost ATB.

asymptomaticmiddieear 2. Recurrentofitismedia  Nodifferences.

effusion, and the second

involving recurrent ofitis

media
SchwartzRH,  Cross-sectional, Survey to Randomized sample of -~ Management of acute 1. ATBfromthefirstday of ~ 133(95% Cl: 1.12-157) PED
1997, North  physicians PEDs (201) and FPs (145) purulent hinitis purulent rhinitis (RP FP vs.
Virginia Medium quality PED)
(s 2. Concem about the 091(9% C1:085-099)

increase in bacterial
resistance (RP FP vs. PED)

DavyT, 1998, Crosssectionalstudy, ~ Randomsample of PEDs ATB prescription facinga  RPof FPvs. PED of 1.38(%% C1: 1.05-1.81) PED
Ontario Survey o providers (98)and FPs (83) dinical scenarioof 3-day ~ prescribing ATBin the third
(Canada)”®  Medium quality history of UARTIC day.

(undifferentiated acute In2 weeks: 229(%5% C1.096-5.44)

respiratory tractinfection - If previous pneumonia 136
with cough) and six different - If previous AOM 158
factorsthat could influence - If rectal temperature>385 1.85
the prescription (induding ~ °C

95% C1:1.08-1.72)
95% C1:1.01-2.47)
95% C1:1.23-2.77)

the possibility of AOMor - If parental anxiety 181(%5% Cl:1.12-292)
pneumonia) Differences between No differences.
pneumoniaand AOM
Mainous Ill AG, Retrospectivecohort ~ Aselection of 205 ATBprescriptioninURIs ~ OR (FPvs. PED) of being ~ 409(95% C1:29-7276) PED
1998, Kentucky study doctorsand 17,295 URIs high prescriber (> 75th
(USA)® Registers from the episodes percentie)
Medicaid database ORof being low prescriber (< 0,08(95% Cl:0.02-0.29)
High quality 25th percentie)
NyquistAC,  Retrospectivecohort ~ Dataof329PEDs, 106 ATB prescription in ORadjusted by ATB 057(C195% 035-092) PED
1998, study FPsand 59 GPs respiratory infections: URI or - prescription in respiratory
USA® Data from the NAMCS bronchitisC infections (PED vs. non PED)
1992
Medium quality
PennieRA,  Retrospectivecohort 4,344 childrenvists ~ ATBprescriptioninURIs 1. RRFPvs PED of prescribing 1.09 (C195% 0.93-1.27) FP
1998, Ontario  study clinical registers (1,079 PEDs, 595 FPs, ATBin URI
(Canaday’ Medium quality 2,670 urgent care 2.RRFPvs PED of prescribing 5.41(C195% 151-16.73)
physicians) asecond ine ATB

95% ClI: 95% Confidence Interval; AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics;

Acute RTI: acute respiratory tract infection; AOM: acute otitis media; ATB: antibiotic; AVR: acute viral rhinitis; BP: blood pressure;
BPD/CF: bronchopulmonary dysplasia/cystic fibrosis; CFES: French Committee for Health Education; CPG: Clinical Practice
Guideline; EDB: eating disorder behaviors; ADHD: attention deficit hyperactivity disorder; ENT: otolaryngology (ear, nose and
throat); FP: family practitioner; GABHS: group A beta-haemolytic streptococcal; GP: general practitioner; Hep B: hepatitis B;
MHSIC: Manitoba Health Services Insurance Plan; MMR: measles, mumps and rubella; n.s.: no significance, NAMCS: National
Ambulatory Medical Care Survey; NHAMCS: National Hospital Ambulatory Medical Care Survey; OCD: obsessive compulsive
disorder; OR: Odds Ratio; PED: pediatrician; RD: Risk Difference; RP/PR: Prevalence Ratio; RR: Relative Risk; RTI: respiratory tract
infections; URI: upper respiratory infection; VRTI/viral RTI: viral respiratory tract infection; X-rays: radiography.
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Table 1. (Cont.) Studies comparing clinical practice of pediatricians and family practitioners/general
physicians in the prescription of antibiotics for respiratory tract infections of probable viral origin

Author/year of Design/quality Participants Comparison Outcome variable Results Results
publication/ favor
country
WatsonRL,  Cross-sectional, Surveyto Surveyto212 PEDs, 154 AdherencetoCPGinthe  1.RPFPvsPED of prescribing 1.14 (C195% 1.06-1.24) PED
1999, Georgia  providersand parents  FPs, 211 telephone managementof URI ATBin bronchitis 191(C195% 1.50-2.45)
(USA)® (and review of registers)  intenviewsto parentsand 2.RP FPs PED of prescribing
Medium quality office chart reviews of ATBinURI
748 children
Nash DR, 2002, Retrospective cohort 3,669 visitsto FPs/GPs ~ ATB usein respiratory ORofinappropriate use of  0.81(95% Cl: 0.73-0.90) PED
USA" study and9409visitstoPEDs  infections ATBin URIsand bronchitis 1.03(95% C1:0.77-1.48)
Data from the NAMCS  (atotal of 100 physicians) (PEDvs. FP/GP)
Medium quality ORofinappropriate use of
ATBin AOMand sinusitis
(FP/GP vs. PED)
KozyrskyjAL,  Retrospectivecohort  Clinical registersof 80 Different caresprovided ~ ORPED vs. GPof 051(95% Cl:042-0.62) PED
2004, study PEDsand 425 GPs inappropriate prescription for 1.27 (95% CI: 1.06-152) FP
Manitoba Registers of the MHSIC aVRTI
(Canada)’"  Medium ORPED vs. GPforthe
prescription of a second-fine
ATBin pharyngttis, AOM and
pneumonia
Amold SR, Cross-sectional, Surveyto Random sample of 122 Influence of diinical factorson OR PED vs. FP prescription of 0.65(95% CI:051-0.82) PED
2005, Ontario  providers PEDsand 133 FPs ATB prescribingin URI ATBinatleastone of the
(Canada)”  Mediumqualty scenarios of R
BocquetA,  Retrospectivecohort  Database of the Regional Medical managementof 1. Penicilin prescription 239% lessoftenPEDthanGP~ PED
2005, study Health Insurance Fund of children 2. Cephalosporins 73.9% less often PED than GP
Franche-Comté Medium qualty 43,89 children prescription 52.9% less often PED than GP

3. Macrolides prescription
Linder JA, Refrospectivecohort A subset of visits of Managementof sorethroat 1. OR FP/GPvs PED of ATB 158 (95% Cl: 1.13-2.21) PED

2005, USA™  study chidrenwith GABHS ~ inchidren prescription n sore throat  1.14 (95% Cl:0.72-1.80)
High quality testing data (n=2,797) 2.0Rsecond-ine ATB
prescriptionin sore throat
Hare ME, 2006, Retrospective cohort 3,739 visits for VRTI Relationship between ORnon-PED vs. PEDin 1.48(C19%5% 1.05-2.07) PED
USA” study providedby 1,124 physicanvisttimeand  primary care of prescribing
Data fromthe NAMCS  physicians antibiotic prescribing ATBin URI, bronchiolitis or
Medium quality bronchitis
Kozyrskyj AL, Retrospectivecohort 32,476 visits, for Toexamine the 1.ORFPvs.PEDforATB  2.10(CI195% 1.82-253) PED
2006, study wheezingepisodes,in  determinants of ATB use prescriptionwithin 2 days  They report no differences
Manitoba Clinical registers 7,791 asthmatic children afteran ambulatory
(Canada)"*  Medium quality physican visitfor a
wheezing episode in
children with asthma
2. ATBwithin 7 days of the
episode
Vernacchio L, Cross-sectional, Surveyto PED and FP (230and 66) Management of AOM RPPEDvs. FPof choosing ~ 1.21(95% C1: 1.03-1.43) PED
2007, providers fromanational practice- - according to theinitial observation option,
USA™ Medium quality based pediatric research  recommendationsinthe  without ATB, for acute ofitis
network guidelines ofthe AAP/AAFP - media

95% Cl: 95% Confidence Interval; AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics;

Acute RTI: acute respiratory tract infection; AOM: acute otitis media; ATB: antibiotic; AVR: acute viral rhinitis; BP: blood pressure;
BPD/CF: bronchopulmonary dysplasia/cystic fibrosis; CFES: French Committee for Health Education; CPG: Clinical Practice
Guideline; EDB: eating disorder behaviors; ADHD: attention deficit hyperactivity disorder; ENT: otolaryngology (ear, nose and
throat); FP: family practitioner; GABHS: group A beta-haemolytic streptococcal; GP: general practitioner; Hep B: hepatitis B;
MHSIC: Manitoba Health Services Insurance Plan; MMR: measles, mumps and rubella; n.s.: no significance, NAMCS: National
Ambulatory Medical Care Survey; NHAMCS: National Hospital Ambulatory Medical Care Survey; OCD: obsessive compulsive
disorder; OR: Odds Ratio; PED: pediatrician; RD: Risk Difference; RP/PR: Prevalence Ratio; RR: Relative Risk; RTI: respiratory tract
infections; URI: upper respiratory infection; VRTI/viral RTI: viral respiratory tract infection; X-rays: radiography.
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Figure 2. Antibiotic use in infectious diseases of probable viral origin (no pediatricians vs.

pediatricians).
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Low prescription was considered for doc-
tors who prescribed antibiotics in a pro-
portion inferior to the 25th percentile.
This criterion was met by 55 doctors who
had attended 5,396 episodes of URIs.
Family doctors had a higher probability of
being high prescribers of ATB in compari-
son to pediatricians (OR 409; 95 % ClI:
29-7,276).

Kozyrsky et al."* examined, in the year
2006, trends and determinants in the
use of ATB prescription for acute
wheezing episodes in a population of
children with asthma. The treatment
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recommendation, in use at the moment
of the study from a CPG, was not to
treat with ATB children with acute asth-
ma. The sources for the data for this in-
vestigation were obtained from the
population-based health care adminis-
trative and prescription databases of the
Manitoba Health Services Insurance
Plan (MHSIP. Manitoba/Canada), which
represent all encounters of every Mani-
toban with the health care system. The
consultation targeted data that were
available for the following period: fiscal
year (FY) 1996 to FY2000.
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The primary outcome was dispensing
of an antibiotic prescription within two
days after an ambulatory physician visit
for a wheezing episode in children with
asthma. GPs prescribed antibiotics in the
29.3 % of the 20,821 wheezing visits
that they attended, versus 15.5% of
PEDs (of a total of 9,855 wheezing visits
attended). Therefore GPs prescribed ATB
more frequently than PEDs (OR: 2.10;
95% Cl: 1.82-2.53).

Hare et al.” reviewed the data base of
the National Ambulatory Medical Care
Survey (NAMCS) in USA, between 1993
and 2003, to analyze the patterns of pre-
scription in children < 18 years of age
with viral RTI. Non pediatrician doctors
prescribed ATB more frequently than
PEDs (OR: 1.48; 95% Cl: 1.05-2.07).

Boquet et al." compared diverse as-
pects of medical practice of PEDs vs.
FPs/GPs during a two year period of time
(between January 2001 to December
2002) in the French region of the
Franche-Comté. Overall, PEDs prescribed
ATB less frequently in comparison to
FPs/GPs and, when looking at the type of
antibiotic, children seen by pediatricians
took: 24.9% less penicillin, 73.9% less
cephalosporins and 52.9% less macro-
lides.

Starfield et al.> and Fishbane et al.” al-
so studied prescription based on type of
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professional, researching population-
based databases in the USA. They
found that PEDs prescribed fewer an-
tibiotics, but did not indicate the nu-
merical data.

Cross sectional studies based on pro-

fessional surveys

Six studies evaluated the prescription
habits by means, in general, of self re-
ported mail surveys.”* The fact that
there was a big proportion of non-re-
sponders (in some cases up to 50%) and
the absence of an analysis of the charac-
teristics of these non responders, make it
advisable to describe the results of theses
studies separately.

Roark et al.” sent a survey to a random
sample of 250 FPs and 175 PEDs in the
state of Colorado (USA), on the thera-
peutic-diagnostic attitude facing two hy-
pothetical case scenarios: a 13 month old
child with asymptomatic and persistent
otitis media with effusion (OME), and a
child of 15 months of age with recurrent
otitis media (ROM). 142 FPs answered
(567%) and 114 PEDs (65%). In compari-
son with PEDs, FPs had a greater proba-
bility of prescribing high cost ATB
[Prevalence ratio (RP): 1.51: 95% Cl:
1.14-1.99]. There were no differences
between both types of professional in
the case of ROM.
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Schwartz et al.” sent a survey to a
sample of 450 primary care doctors se-
lected from the registers of five counties
in northern Virginia (USA). The study
does not indicate whether the sample
were randomly selected, but it is possible
to deduce that it was sent to all the pro-
fessionals that were in active and dedi-
cated at least 25% of their working time
to visit infants and small children. The
purpose of the study was to compare the
diagnostic-therapeutic attitude of PEDs
and FPs in dealing with children with
acute purulent rhinitis. The instrument to
assess this question was a questionnaire
containing two clinical vignettes, repre-
senting two clinical scenarios: a child of
10 months of age and another of 6 years
of age. 346 doctors answered the survey
(77%): 201 of those responders were
PEDs and 145 FPs. In the first scenario
(10 month old child), the FPs were more
likely to immediately prescribe an ATB
than were the PEDs (71.1% vs. 53.5%;
RP: 1.33; 95% CI: 1.12-1.57). PEDs
adopted an expectant attitude for 7-10
days without ATB after diagnosis more
frequently (22.7%) than FPs (14.8%),
even though the results were not statisti-
cally significant (RP: 0.65; 95% ClI: 0.41-
1.04).The decision of not to prescribe
ATB in any case was also more frequent
for PEDs (11.1% vs. 3.5%; RP 0.32;
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95% Cl: 0.12-0.82). In the second sce-
nario FPs prescribed ATB with higher fre-
quency (RP 2.08; 95% Cl. 1.54-2.8).
The decision to never prescribe ATB was
more frequent for PEDs (19.6%) than
for FPs (5%) (RP 0.25; 95% ClI: 0.12-
0.55).

Davy et al.” sent a survey to a random
sample of 181 primary care practitioners
(family physicians and pediatricians) in
Toronto (Canada) with the purpose of
determining the variability of self-report-
ed habits of antibiotics prescription for
children with undifferentiated acute res-
piratory tract infection with cough (UAR-
TIC). 63 out of 98 PEDs answered (64 %)
and 73 out of 83 FPs (88%). FPs had a
higher probability of prescribing ATB in
case of a 3-day history of UARTIC (RP
1.38; 95% Cl: 1.05-1.81), after three
days of evolution and tending to worsen
(RP: 2.05; 95% Cl: 1.19-3.53), after two
weeks of evolution (RP: 2,29; 95% ClI:
0.96-5.44) and after two weeks of evo-
lution an a tendency to worsen (RP:
1.65;95% CI: 1.12-2.36).

Watson et al.” sent a survey by mail to
find out the attitude of professionals in
relation to recently published recom-
mendations on the management of up-
per respiratory infections (URIs). The
sample was obtained by a random
method, from the list of PEDs and FPs
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that worked in Georgia (USA). Of 846
interviews sent, 366 were answered
(43.3%): 154 FPs and 212 PEDs. For the
treatment of common cold, the probabil-
ity of receiving ATB was higher when the
child was attended by a FP (57.8% vs.
30.2%; RP 1.91;95% Cl: 1.50-2.45).

Arnold et al.,”" in the year 2005, sent a
mail survey in Ontario (Canada) to a
sample of 540 PEDs and FPs selected by
means of a quasi random method, using
a list of doctors taken from the Southam
Medical Lists. The purpose was to deter-
mine the influence that the characteris-
tics of disease (URIs), patients, and type
of physicians have on the antibiotic pre-
scribing habits of the doctors. 257 doc-
tors answered (48%) of which 119
(47.6%) were FPs and 131 (52.4%)
were PED. One of the factors associated
with a greater use of ATB in URI in the
multivariate analysis was to be a FP (OR
for ATB prescribing, PEDs vs. FPs: 0.65;
95% Cl: 0.51-0.82).

Vernacchio et al.” studied the ade-
quateness of Primary Care doctors in fol-
lowing recommendations, from CPG, on
the treatment of AOM in USA. A malil
survey was sent in March 2006 to 477
FPs and PEDs inquiring about their opin-
ions and practices regarding choices for
observation or for antibiotic treatment
when facing several common AOM sce-
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narios. 299 answered (62.7 %), of which
230 (76.9%) were PEDs. The initial vigi-
lant attitude without ATB treatment was
more frequent for PEDs (86.5% vs.
71.2%; RP: 1.21;95% Cl: 1.03-1.43).

Use of second line antibiotics

This result was evaluated in four stud-
ies.””” The different types of measure-
ment used, and the marked statistical
and clinical heterogeneity, did not allow
the combination of the results. The char-
acteristics of the studies are described in-
dividually.

Pennie et al.” gathered data of the pre-
scriptions of ten urban primary care of-
fices (five family practices, three pediatric
practices and two urgent care centers
-UCC-), all of them attending children
younger than 16 years of age during a
period of three weeks in Ontario (Cana-
da). For this purpose, were considered as
reference the recommendations from a
Clinical Practice Guideline on ATB treat-
ment, in use in Ontario at the moment of
the study. 3 out of 50 treatments pre-
scribed by FPs were second-line ATBs
(6%) vs. 36 out of 111 by PEDs (32%).
PEDs were therefore, more likely than
FPs to prescribe second-line antibiotics
for AOM (RR: 5.4;95% Cl: 1.5-16.7)

Nash et al.” examined the National
Ambulatory Medical Care Survey (NAM-
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CS) registers to analyze the antimicro-
bial prescribing habits of physicians who
provide primary care for children during
the years 1995-1998 in USA. During
the period of time of the study, the
PEDs and FPs received 13,078 visits of
children, aged from 0 to 18 years. PEDs
had a lower probability of prescribing
second-line ATB for the treatment of vi-
ral URIs and bronchitis (OR: 0.81; 95%
Cl: 0.73-0.90, calculation based on lo-
gistic regression analysis). There were
no differences in prescription between
professionals (PED and FP) in the treat-
ment of sinusitis and otitis media (OR:
1.03; 95% CI: 0.77-1.48).

Kozyrskyj et al." in 2004 analyzed the
registers of four population databases
of the MHSIP, that covers health care
needs of all the population of Manitoba
(Canada), during the period 1996-
2000. They compared the prescription
of ATB of second line in URI of probable
viral origin (VURI) taking as a reference
the recommendations of a CPG. During
the study period 48,421 cases of VURI
were attended. In comparison to GPs,
PEDs had a lower probability of pre-
scribing inadequately an ATB in VURI
(OR: 0.51; 95% Cl: 0.42-0.62), but a
higher probability of prescribing second
line ATB (OR: 1.27; 95% Cl: 1.06-
1.52).
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Linder et al.12 analyzed the ATB treat-
ment pattern for acute pharyngitis in
children of ages 3 to 7 years. They used
the registers of the National Ambulatory
Medical Care Survey (NAMCS) and the
National Hospital Ambulatory Medical
Care Survey (NHAMCS). The latter has
the registers of primary care visits to hos-
pital Emergency Departments from 1995
to 2003. No differences were found be-
tween type of doctor in 4,158 children
that were diagnosed of acute pharyngi-
tis, in prescription of non recommended
ATB (OR: 1.14; 95% CI: 0.72-1.80).
Even so, in the cases diagnosed of sore
throat, children were prescribed fewer
ATB in visits to PEDs than in visits to oth-
er primary care physicians (OR: 1.58;
95% Cl: 1.13-2.21).

Otitis media management

Ten studies analyzed the attitude of
PED and FP/GP in relation to diagnosis
and treatment of AOM (Table 2). Seven
were cross-sectional studies and three
were historical cohort studies. In five®*?*
studies a comparison between both types
of professionals was made in relation to a
reference standard, that varied depending
on the case, and that could be: a CPG, ex-
pert consensus, or a laboratory method
that confirmed the diagnosis of the dis-
ease. Three were cross-sectional stud-
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Table 2. Studies comparing clinical practice of pediatricians and family practitioners/general physicians
in otitis media management

Author/year of - Design/quality Participants Comparison Outcome variable Results Results
publication/ favor
country
Fishbane M, Cross-sectional, Clinical registers of 80 Differentinterventions Percentage of prescription 35%-45% more prescriptions from  PED
1981, descriptive PEDs and 425 GPs medicationsin otalgia and GPs (differences described as
USA? Data from the NAMCS dianhea significant) vs. PEDs
Low-medium quality
RoarkR, 1995,  Cross-sectional, Surveyto ~Randomized sampleof ~ Two hypothetical case 1.RPof nousing pneumatic 083 (95% Cl: 0.65-1.07) PED
Colorado physicians PEDs(175)and FPs(250)  managementscenarios:one  otoscopy PED vs. FP
(USA)” Medium quality involving a persistent 2. Otitis media with effusion, RP
asymptomatic middle ear FPvs. PED:
effusion, and the second ~ Prescribing high-cost ATBs - 1.51(95% CI: 1.14-1.99)
involving recurrent ofitis media  — Prescribing an oral 278(95% Cl:1.68-4.60)
decongestant
- Torefer patients for 2(%% C1:1.22-3.26)
ventiating tube surgery at
the 9-week visits
—Torefer patients for 1.18(95% CI: 1.04-1.35)
ventiating tube surgery at
the 12-week visits
3. Management of recurrent
episodes of AOM No differences
Davy T, 1998,  Crosssectional study, Random sample of PEDs ~ ATB prescriptionin 6 scenarios ~ Probabilty of prescribingan 0,63 (95% C1: 0.40-0.99) PED
Ontario Survey to providers (98)and FPs (83) ATBif previous AOM (RP PED
(Canada)® Medium quality vs. FP)
Pennie RA, Retrospective cohortstudy - 4,344 children visits ATB prescriptionin URIs Probability of prescribingan 541 (95% Cl: 1.51-16.73) FP
1998, Ontario  of clinical registers (1,079 PEDs, 595 FPs,  (including AOM) inappropriate ATBin AOM (RR
(Canaday’ Medium quality 2,670 urgent care PED vs. FP)
physicians)
Watson RL, Cross-sectional, Surveyto  Three parts: Adherence to CPGin RPPEDvs. FP of using 139(9%5% CI: 1.18-1.64) PED
1999, Georgia  providersand parents(+  a) Mail survey to 212 PEDs - management of AOM peumatic otoscopy in the
(USA® review of registers) and 154 FPs diagnosticof AOM
Medium quality b) Telephone interviews to
parents
) Review of the office
charts of 748 children
Mclsaac W, Cross-sectional, surveyto ~ Random sample of PEDs  Decisionsin the management - RPPEDvs. FP of referral toENT - FPsreferred more early, andwere ~ PED
2000, Ontario  providers (399)and FPs (551) of AOM. ReferralstoENT ~ children with recurrentacute  more frequently influenced by
(Canaday* Medium quality (compliance to CPG) ofitis media, and ofitis media  pressure from the parents
with effusion (Influence of 17
factorsin this decision to refer to
ENT)
Boulis AK, 2002, - Cross-sectional, surveyto  Random sample PED Response to 6 vignettes Differences of percentagesof ~ ~147(95% Cl:-165t0-129) ~ PED
USA® providers (1,735)andFP(1,267)  describing model patients referral to ENT (PED vs. FP)
Medium quality
Quach C, 2004, Retrospective cohortstudy 60513 children, <or=6  To betterunderstand the - ORof prescribing amoxicilin - 1.23 (95% Cl: 1.18-1.28) PED
Quebec from registers years of age, seenby 4,110 prescribing pattems and asthefirst-ine drug; PED vs.
(Canaday” High quality GPsand 428 PEDs appropriateness of AOM GP
therapy - ORof appropriate adherence 1.28(95% Cl: 1.05-157)
toantibiotic guidelines; PED
vs.GP
Asher £, 2005,  Case-controlstudyfrom 590 children referred tothe Checkups onthe accuracy of -~ OR of accurate diagnosisof ~ 1.69(95% Cl:0.83-342) Both
Israel (rural)®  registers pediatric emergency the diagnosis of AOMafter ~ AOM: FPvs. PED 1.11(95% C1.0.73-1.78)
Medium quality department by PED, FPor  confirmation with GPvs. PED
GP tympanocentesis
Vernacchiol,  Cross-sectional, surveyto  PEDand FP Management of AOM RPPED vs. FP of the initial 1.21(9%5% C1:1.03-143) PED
2007, providers (230and é6)froma according to guideline's observation option (without
USA® Medium quality national practice-based  recommendations of the ATB)for acute ofitis media

pediatric research network  AAP/AFP

95% Cl: 95% Conlfidence Interval; AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics; Acute RTI: acute
respiratory tract infection; AOM: acute otitis media; ATB: antibiotic; AVR: acute viral rhinitis; BP: blood pressure; BPD/CF: bronchopulmonary
dysplasia/cystic fibrosis; CFES: French Committee for Health Education; CPG: Clinical Practice Guideline; EDB: eating disorder behaviors;
ADHD: attention deficit hyperactivity disorder; ENT: otolaryngology (ear, nose and throat); FP: family practitioner; GABHS: group A
beta-haemolytic streptococcal; GP: general practitioner; Hep B: hepatitis B; MHSIC: Manitoba Health Services Insurance Plan;

MMR: measles, mumps and rubella; n.s.: no significance, NAMCS: National Ambulatory Medical Care Survey; NHAMCS: National Hospital
Ambulatory Medical Care Survey; OCD: obsessive compulsive disorder; OR: Odds Ratio; PED: pediatrician; RD: Risk Difference;

RP/PR: Prevalence Ratio; RR: Relative Risk; RTI: respiratory tract infections; URI: upper respiratory infection; VRTI/viral RTI: viral respiratory
tract infection; X-rays: radiography.
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ies*®?** and two were historical cohort
studies®. The heterogeneity due to type
of study design, the methods of selection
of the sample of participants and the ref-
erence standard used, did not permit the
pooled analysis to obtain a global com-
bined estimate.

In a study by Vernacchio et al.” two
types of ATB prescription were analyzed:
a) the option of immediate prescription or
b) the option for observation initially
(based on the recommendations of a CPG
that recommended the observation op-
tion, initially). PEDs adhered with greater
frequency to the guidelines than FPs (RP:
1.21;95% Cl: 1.03-1.43).

Quach et al.” reviewed the diagnosis
and treatment of children aged < or = 6
years with diagnosis of AOM, between
1999 and 2002, included in a community
database: Régie de I'Assurance Maladie
du Quebec (RAMQ) (Canada). During
the study period 60,513 children, < or=6
years of age, experienced their first AOM
episode, which were treated by 4,708
physicians [GPs: 87.3%/PED 9.1% and
specialists in otorhinolaringology (ENT):
2.5%]. The authors analyzed, by means
of logistic regression, the adherence to the
recommendation from the CPG of pre-
scribing amoxicillin as the first-line ATB
medication. PEDs were more likely to ad-
here to the recommendations (OR: 1.23;
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95% Cl: 1.18-1.28). Furthermore PEDs,
in comparison to GPs, had a smaller prob-
ability of prescribing azitromicin, (OR:
0.62; 95% Cl: 0.58-0.66) and claritro-
micin (OR: 0.63; 95% Cl: 0.59-0.68).
Overall, the adherence to consensus
guidelines was higher for PEDs (OR 1.28;
95% Cl: 1.05-1.57).

Pennie et al.” observed that pediatri-
cians were more likely to prescribe sec-
ond-line antibiotics (RR: 5.4, 95% ClI:
1.51-16.73). This result was obtained
from a subgroup of 111 visits provided by
PEDs and from 50 visits provided by FPs
(the number of visits for AOM during the
study period was 192 for PEDs and 64 for
FPs).

Watson et al.” studied the use of pneu-
matic otoscopy for the diagnosis of AOM.
PEDs were more likely than FPs to per-
form pneumatic otoscopy, as recom-
mended by a reference guideline (PR
1.39,95% Cl 1.18-1.64).

Mclsaac et al.** surveyed 2,234 FPs and
775 PEDs in Ontario (Canada). They ob-
tained 950 responses (42.5%), with simi-
lar response rates for both types of physi-
cians. The authors evaluated the rate of
referrals to the otolaryngology service.
PEDs referred their patients less frequently
in several clinical situations: bilateral AOM
(RP: 0.72, 95% Cl: 0.61-0.84), nasopha-
ryngeal obstruction (RP: 0.82, 95% Cl:
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0.72-0.93) or persistent effusion for more
than 3 months (RP: 0.95, 95% ClI: 0.90-
1.01). FPs were more affected by parental
concern when deciding to refer a child
with AOM and referred more frequently
(RP:0.70, 95% Cl: 0.59-0.83) when the
parents expressed their preference for
the placement of tympanostomy tubes.
In the same way, FPs had lower thresh-
olds for referring children when the par-
ents expressed concern about the fre-
quency or the perceived severity of the
episodes (RP: 0.65, 95% Cl: 0.55-0.76).

Five other studies compared the clinical
practice of PEDs and FPs / GPs in the ab-
sence of a standard reference."”"*** Ex-
cept for one case-control study,” all have
a cross-sectional design.

Asher et al.** conducted a study in a
hospital emergency department of a rural
area of Israel. They performed tympa-
nocentesis on every child with AOM re-
ferred from primary care during one year
(590 children) and found no differences
between PEDs and FPs / GPs in terms of
diagnostic accuracy (OR 0.82, 95% Cl:
0.56-1.21, logistic regression analysis).

In the formerly mentioned study of
Davy et al.” found no differences be-
tween PEDs and FPs in the number of an-
tibiotic prescription (OR 0.86, 95% Cl:
0.05-14.1), although PEDs prescribed
fewer antibiotics when there was a previ-
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ous history of AOM (RP: 0.63, 95% ClI:
0.40-0.99).

Boulis et al.” conducted a one-year
telephone survey of 1,735 PEDs and
1,265 FPs in the USA (the response rate
was 65.4%) and found that PEDs referred
their patients less frequently than FPs to
the otolaryngologist (OR 0.71, 95% Cl:
0.61-0.82).

Roark et al.” found no differences be-
tween PEDs and FPs in the use of pneu-
matic otoscopy, although FPs prescribed
more second-line and high-cost antibi-
otics (RP: 1.51, 95% Cl: 1.14-1.99) and
more decongestants (RP: 2.78, 95% ClI:
1.68-4.60) to treat persistent middle ear
effusion. FPs also referred patients more
often at the 9-week (RP: 2. 95% Cl: 1.22-
3.26) and 12-week follow-up visits (RP:
1.18,95% Cl: 1.04-1.35).

Fishbane et al.” found a statistically sig-
nificant positive trend for GPs to prescribe
antibiotics in children with earache (a 35-
45% higher for GPs comparing with
PEDs).

Bronchial asthma management

Table 3 summarizes the main charac-
teristics of the three reviewed studies.

Finkelstein et al.”” published in the year
2000 the results of a self-reported survey
of primary care physicians (all the PEDs
and a randomly selected sample of FPs
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Table 3. Studies comparing clinical practice of pediatricians and family practitioners/general physicians

in the management of asthma

Author/year of - Design/quality Participants Comparison Outcome variable Results Results
publication/ favor
country
Finkelstein JA,  Cross-sectional, survey to Sample of PEDs and FPs  Adherenceto CPG forasthma  OR adjusted of clinical essay ~~ Clinical essay, X-ray, prick, RAST:no Both
2000, providers from three managed with beta 2-agonists, X-ray of  significant difference
(USA)? Medium/Low quality  care organizations, a sinus, thorax X-ray, skin prick
total of 407 test or RAST test
Torecommend daily peak flow  0.30(95% C:0.10-0.50)
measurement
Touse spirometry in diagnosis 5.90 (95% Cl: 2.40-14.60)
(ORFPvs. PED)
Torefertoanasthmaspecialist - Measurement of four items:
according to CPG compliance of FP with crteria for
referral to specialist was appropriate
intwo and no appropriate in the rest
KozyrskyjAL,  Retrospective cohortstudy 32,746 visitsin 7,791 Toexamine the determinants - ORFPvs. PED for ATB 2.10(95% Cl:1.82-253) PED
2006, Manitoba ~ Clinical registers from asthmatic children for of ATBuse prescription within 2 days after
(Canada)" MHSIP wheezing episodes an ambulatory physician visit for
Medium quality awheezing episode n children
with asthma
ATBwithin 7 days of the 125(95% C1:1.23-1.27)
episode (RR)
SunHL, 2006,  Retrospective cohortstudy 222,537 prescriptionsin ~ Prescribing pattems of anti-  Inhaled beta-2-agonist 149% FPvs.3.1% PED (p<0.05)  Both
Taiwan® Clinical registers children aged< 16 years madrugs prescription
Medium quality Inhaled corticosteroids 5.6% FPvs.7.8% PED (p <0.05)
prescription
RRof prescribing onlyadrug ~ FPvs. PED 0.76 (%% Cl: 0.74-
(nosignificance) 077)
Xanthine derivatives 056(95% C1:053-059)
prescription

Oral beta-2 agonist prescription 1.50(95% Cl: 1.45-1.56)

95% Cl: 95% Confidence Interval; AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics; Acute RTI: acute
respiratory tract infection; AOM: acute otitis media; ATB: antibiotic; AVR: acute viral rhinitis; BP: blood pressure; BPD/CF: bronchopulmonary
dysplasia/cystic fibrosis; CFES: French Committee for Health Education; CPG: Clinical Practice Guideline; EDB: eating disorder behaviors;
ADHOD: attention deficit hyperactivity disorder; ENT: otolaryngology (ear, nose and throat); FP: family practitioner; GABHS: group A
beta-haemolytic streptococcal; GP: general practitioner; Hep B: hepatitis B; MHSIC: Manitoba Health Services Insurance Plan;

MMR: measles, mumps and rubella; n.s.: no significance, NAMCS: National Ambulatory Medical Care Survey; NHAMCS: National Hospital
Ambulatory Medical Care Survey; OCD: obsessive compulsive disorder; OR: Odds Ratio; PED: pediatrician; RD: Risk Difference;

RP/PR: Prevalence Ratio; RR: Relative Risk; RTI: respiratory tract infections; URI: upper respiratory infection; VRTI/viral RTI: viral respiratory

tract infection; X-rays: radiography.

of 3 USA states). The objective was to
compare both types of professionals
about the degree of adherence to the
recommendations of an asthma guide-
line that was in use at the time of the
study (1997). In total, 429 of the 722
mailed questionnaires were returned
(64%). Thirteen were excluded for occu-
pying less than 25% of their time or less
than 8 hours per week in clinical practice,
and 9 more were also excluded for re-
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porting a specialty other than pediatrics
or family medicine. The final sample was
composed of 407 professionals (56.3%).
The percentage by specialty was not re-
ported. There were no differences be-
tween PEDs and FPs in the logistic re-
gression analysis about the use of a trial
of inhaled beta-2-agonists (OR: 0.8,
95% Cl: 0.2-3.9). FPs were less likely to
recommend daily home peak flow moni-
toring in the diagnosis than PEDs (36%
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vs. 54%, OR: 0.3, 95% ClI: 0.1-0.5) but
more likely to use office peak flow (96%
vs. 68%, OR: 3, 95% ClI: 0.8-10.8) and
spirometry for the diagnosis of asthma
(40% vs. 12%, OR: 5.9, 95% Cl: 2.4-
14.6). The study did not find differences
about the practice of thorax or sinus ra-
diographies although there was a non-
significant trend for FPs to ask them
more often (thorax X-ray: 38% vs. 24%,
OR: 1.7, 95% Cl: 0.8-3.5; sinus X-ray:
10% vs. 1%, OR: 5.3, 95% Cl: 0.6-44).
There were no differences in the practice
of prick test or RAST (FPs 8% vs. 3%
PEDs, OR: 1.2,95% Cl: 0.3-4.8). FPs re-
ferred more frequently in some clinical
situations not covered by the guideline:
2-3 previous visits to hospital emergency
department (OR: 5.1, 95% Cl: 2.5-
10.5), and history of hospitalization for
acute asthma (OR: 2.8, 95% Cl: 1.3-
6.3). They also referred more often in
two clinical situations included in the
guideline as indications for referral: two
previous exacerbations requiring treat-
ment with oral steroids (OR: 2.9, 95%
Cl: 1.4-6.0), and children under 3 years
requiring daily medication (OR: 7.8,
95% Cl: 2.7-23.1).

Kozyrskyj et al." evaluated the use of
antibiotic treatment for exacerbations in
children with asthma between 1995 and
2000 (records from the MHSIP data-
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base). They assessed the adherence to
asthma treatment guidelines which did
not recommend the routine use of an-
tibiotics for asthma exacerbation in chil-
dren. In the logistic regression analysis
FPs were more likely to prescribe antibi-
otics than PEDs in the first two days of
the asthma exacerbation (OR: 2.15,
95% Cl: 1.82-2.53). The authors also re-
ported the percentages of antibiotics dis-
pensed within 7 days of the exacerbation
(71.5% FPs vs. 57.2% PEDs) but they
did not analyze the data. From this infor-
mation we have been able to calculate
RR (95% Cl 1.23-1.27), indicating that
FPs were also more likely to prescribe an-
tibiotics within 7 days of the episode of
exacerbation.

Sun et al.”® published, in the year 2006,
a study carried out in Taiwan with the
aim of knowing the prescriptions habits
of anti-asthma medications for PEDs and
FPs. A nationwide database (National
Health Insurance Research Database)
was consulted to obtain the data. Drugs
were grouped in six categories: inhaled
adrenergic agonists, oral beta-2-ago-
nists, inhaled corticosteroids, xanthine
derivatives, oral corticosteroids and
leukotriene receptor antagonists. During
a period of three months 225,537 pre-
scriptions were analyzed. FPs were more
likely to prescribe drugs as monotherapy
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(45.8% vs. 34.6%, PR: 0.76, 95% ClI
0.74-0.77) and more often prescribed
two drugs simultaneously (43.8% vs.
39.9%, PR: 0.91, 95% Cl: 0.89-0.93).
The combination of more than two
drugs was more common among PEDs
(25.6% vs. 10.4%, PR: 2.47, 95% ClI:
2.41-2.64). With regard to monothera-
py, FPs prescribed more inhaled adrener-
gic bronchodilators (14.9% vs. 3.1%,
RR: 0.21, 95% Cl: 0.19-0.23) and more
xanthine derivatives (30.1% vs. 16.9%,
RR: 0.56, 95% Cl: 0.53-0.59). PEDs
were more likely to prescribe oral beta-2-
agonists (70.4% vs. 46.9%, RR: 1.5,
95% Cl: 1.45-1.56) and inhaled steroids
(7.8 % vs. 5.6%, RR: 1.39, 95% ClI:
1.21-1.6).

Fever management

Table 4 summarizes the main charac-
teristics of the three reviewed studies.

In 1982, Leduc et al.® conducted a
prospective cohort study to assess the
health outcomes of children seen at two
emergency departments (one in a Chil-
dren's hospital, where children were
cared for pediatricians, and the other in a
general hospital, where the attending
doctors were FPs). Parents were inter-
viewed by telephone, within two weeks
of their emergency room visit, to deter-
mine outcomes based on duration of the
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illness episode and further physician con-
tacts or admissions to hospital. The prac-
tice of complementary tests was also
evaluated. Children less than 10 years of
age with fever = 38 °C, seen at the emer-
gency department, were included in the
study. Children with underlying chronic
diseases (diabetes, immunodeficiency)
and those who had previously consulted
for the same process were excluded.
During the study period, 148 children
were attended at the children's hospital
and 111 at the general hospital. 90%
and 94% of the parents, respectively,
could be contacted. Eleven children
(8.3%) seen at the children's hospital
had unresolved symptoms at one week
compared to 13 children (12.5%) seen
at the general hospital (RR: 0.66; 95%
Cl: 0.31-1.42). In this subgroup of chil-
dren, one of them needed hospitalization
at the children’s hospital, and three at
the general hospital (RR 0.26, 95% Cl
0.03-2.47). The overall frequency of lab-
oratory use was similar in both groups
[58 (39.2%) at children's hospital and 45
(40.5%) at general hospital]. However,
significant differences were noted in the
type of test used. GPs ordered more
roentgenograms than PEDs: 36 (32.4%)
vs. 16 (14.4%); RR: 1.69 (95% Cl: 0.99-
2.88). The result of X-rays was more like-
ly to be abnormal when asked by PEDs:
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Table 4. Studies comparing clinical practice of pediatricians and family practitioners/general physicians
in fever in Primary Care

Author/year of - Design/quality Participants Comparison Outcome variable Results Results
publication/ favor
country
Leduc DG, 1982, Cohort study, Children attendedin ~ Responsetochildren 1. X-rays ordered; RRPEDvs.GP  1.69(95% Cl:0.99-2.88) PED
Montreal prospective emergency departments with fever 2. Probabilty of pathological 263(95% CI:1.06-657)
(Canaday® Medium quality by PEDs (148) or GPs findingsin the x-rays ordered;
(111) RRPEDvs. GP 32.1% (95% Cl: 14.8-49.4)
3. Probability of positive rapid Strep
testinthe pharynx, RDPEDvs.  0.66(95% CI:0.31-142)
GP
4.Noimprovement after 7 days;
RRPEDvs. GP
Zerr DM, 1999,  Cross-sectional, surveyto  Random sample (193 PEDs Adherencetoa OR (muttivariate analysis) of 9.13(95% Cl:340-245) PED
USA® providers and 104 MFs) guidelineinthe adherence to the guideling; PED vs.
Medium quality managementoffever ~ FP 2.01(95% C1:1.10-3.68)
RP of being acquainted with the
GPC; PEDvs. FP
Boluis AK, 2002, Cross-sectional, surveyto  Random sample PED Response to 6 vignettes 1. RD of a chest X-ray forfeverand -6.90(95% Cl:-8.8010-4.90) PED
USA® providers (1735)andFP(1,267)  describing model suspected pneumonia; PED vs.
Medium quality patients presenting FP 1250(95% C1:10.70-14.30)
various theoretical 2.RD of recommending blood
dlinical scenarios testsin the febrile infant, PED vs.
FP

95% Cl: 95% Confidence Interval; AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics; Acute RTI: acute
respiratory tract infection; AOM: acute otitis media; ATB: antibiotic; AVR: acute viral rhinitis; BP: blood pressure; BPD/CF: bronchopulmonary
dysplasia/cystic fibrosis; CFES: French Committee for Health Education; CPG: Clinical Practice Guideline; EDB: eating disorder behaviors;
ADHD: attention deficit hyperactivity disorder; ENT: otolaryngology (ear, nose and throat); FP: family practitioner; GABHS: group A
beta-haemolytic streptococcal; GP: general practitioner; Hep B: hepatitis B; MHSIC: Manitoba Health Services Insurance Plan;

MMR: measles, mumps and rubella; n.s.: no significance, NAMCS: National Ambulatory Medical Care Survey; NHAMCS: National Hospital
Ambulatory Medical Care Survey; OCD: obsessive compulsive disorder; OR: Odds Ratio; PED: pediatrician; RD: Risk Difference;

RP/PR: Prevalence Ratio; RR: Relative Risk; RTI: respiratory tract infections; URI: upper respiratory infection; VRTI/viral RTI: viral respiratory
tract infection; X-rays: radiography.

7 cases of 16 (43.8%) vs. 6 of 36 Zerr et al.® published in 1999 the re-
(16.7%); RR: 2.6 (95% CI: 1.1-6.6).  sults of a survey conducted to a random
PEDs performed more frequently than ~ sample of PEDs, FPs and emergency
GPs streptococcal antigen detection (28  physicians of USA hospitals. The sample
vs. 2, RR: 18.7,95% Cl: 45-76.7) and  was obtained from Medical Marketing
obtained more positive results than FPs  Services, a company authorized to pro-
[9 vs. O, risk difference (RD): 32.1%,  vide data of physicians affiliated to the
95% Cl: 14.8-49.4]. The same occurred ~ American Medical Association (AMA).
with cultures: PEDs asked more microbi- ~ The main objective of the study was to
ologic cultures (30 vs. 5; RR: 4.5, 95%  investigate differences for these three
Cl: 1.8-11.2) and obtained more positive  types of physicians in the degree of com-
tests, even though the results were non-  pliance with the recommendations of a
significant (2 vs. O cases; DR: 6.7%,  guideline for the management of fever
95% Cl: -2.3-15.6). without source in children. Two theoreti-
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cal clinical scenarios whit febrile babies
(the first one showing a 2-week-old ba-
by and the second case corresponding to
an 8-week-old infant) were used to as-
sess the degree of adherence. The study
was considered of medium quality. Of
the 1,500 mailed surveys, 474 (31.6%)
were answered (193 PEDs, 177 emer-
gency physicians and 104 FPs). The re-
sponse rate by type of physicians was
42%, 41% and 23% respectively. Ac-
cording to the recommendations of the
guideline, the 2-week-old newborn
should be admitted to hospital and cul-
tures of CSF, blood, and urine should be
obtained. PEDs adhered more frequently
to the recommendations than FPs (OR:
9.13, 95% Cl: 3.4-24.5, as determined
by logistic regression analysis).

In the previously cited study of Boulis,”
three of the six vignettes presented clini-
cal scenarios related to febrile illnesses.
The case number two: presented an oth-
erwise healthy 10-year-old boy with a 2-
day history of fever, nasal stuffiness, sore
throat, and no other signs or symptoms.
The parents called to the office to report
the clinical situation. The authors as-
sessed the percentage of such patients
for which the physician would recom-
mend an office visit. FPs more frequently
recommended an office visit than PEDs:
69.8% (95% Cl: 68.6-71.1) compared
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t0 63.3% (95% Cl: 62.3-64.3). DR esti-
mated by multivariate analysis: -7.3%,
95% Cl: -9 to -5.6. Case number 3: an
otherwise healthy 10-year-old girl with a
3-day history of fever of 38.6 °C, pro-
ductive cough, tachypnea, and rales at
the right base. She was able to take flu-
ids. Physicians were asked for what per-
centage of such patients would they rec-
ommend a chest x-ray. The 51.3%
(95% ClI: 49.4-53.2) of FPs compared to
47.7% (95% Cl: 46.7-48.8) of PEDs said
that they would recommend a chest x-
ray (DR estimated by multivariate analy-
sis: =6.9%, 95% Cl: -8.8 to -4.9). Case
number six: an otherwise healthy full-
term 6-week-old infant with a tempera-
ture of 38.3 °C. Physicians were asked
for what percentage of such patients
would they recommend sepsis workup
(complete blood cell count, urine culture
and blood culture). PEDs were more like-
ly to perform tests to rule out sepsis
(81.1%; 95% Cl: 80.4-81.8) than FPs
(66.4%; 95% Cl: 65.3-67.5). DR esti-
mated by multivariate analysis: 12.5%,
95% Cl:10.7-14.3.

Psychiatric conditions' management

The main characteristics of the three se-
lected studies are summarized in Table 5.

Rushton et al.*"** studied the different
attitudes of different types of medical
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professionals for the treatment of de-
pression, in terms of patterns of prescrip-
tion of selective serotonin reuptake in-
hibitors (SSRIs) and in terms of the
adherence to the recommendations from
a practice guideline, about treatment of
the attention-deficit/hyperactivity disor-
der (ADHD).

In the year 2000 Rushton et al.* pub-
lished the results from a mail survey car-
ried out among PEDs and FPs in North
Carolina (USA). The objective was to
compare self-described PEDs' and FPs'
attitudes in the diagnostic assessment
and in the therapeutic management of
childhood depression. The sample of the
study was formed by all pediatricians
(PEDs) aged less than 65 years old (595)
practicing in a primary care setting and
by a similar number (557) of family
physicians (FPs), also less than 65 year of
age and actively practicing in the mo-
ment of conducting the survey. The self-
assessed questionnaire was sent to 1,016
doctors (505 PEDs and 511 FPs). The
sample was extracted from a data base
of graduated professionals in North Car-
olina. The questionnaires were answered
by 591 doctors (349 PEDs and 242 FPs).

Results of the bivariate analysis: 48%
of the FPs and 78% of PEDs used referral
to the specialized level (RP: 1.63; 95%
Cl: 1.41-1.88, taking FPs as the refer-
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ence category); prescribed medications
18% of the FPs and 9% of PEDs (RP: 2;
95% Cl: 1.33-3.14, taking PEDs as the
category of reference in the compari-
son); provided counseling in their offices
61% of the FPs vs. a 59% of the PEDs
(RP: 1.04; 95% ClI: 0,91-1,18, taking
PEDs as the category of reference in the
comparison); and initially maintained an
expectant behavior 22% of the FPs vs. a
20% of the PEDs (RP: 1.09; 95% Cl:
0.80-1.50). Regarding to the variable
“counseling”, PEDs used referral with
that purpose to the specialist more fre-
quently that the FPs did it: 86% vs. 63%
(RP: 1.37;95% Cl: 1.23-1.52, taking FPs
as the category of reference in the com-
parison).

Regarding the degree of agreement
with a set of presented statements (pos-
sible answers were: “yes"/"do not"; re-
sults calculated from data available of
the 236 respondent FPs and the 332 re-
spondent PEDs), FPs agreed more fre-
quently than PEDs with the following
statement: “| feel comfortable with the
management of child depression”: 22%
vs. 11% (RP: 1.98; 95% Cl: 1.34-2.91,
taking PEDs as the category of reference
in the comparison); FPs shown a higher
degree of agreement than PEDs with this
statement: “SSRIs are safer than other
antidepressant medications in children



Bufiuel Alvarez JC, et al. What medical professional is the most

adequate, in developed countries, to provide health care to children...

Table 5. Studies comparing clinical practice of pediatri
in Psychopathological conditions in Primary Care

cians and family practitioners/general physicians

Author/year of  Design/quality Participants Comparison
publication/

country

Rushton JL, Cross-sectional, 349 PEDsand 242 FPs  Management of

2000-2004,  survey to providers answered the survey  childhood depression
North Carolina  Medium quality
(USA)”"

Rushton JL, Cross-sectional, surveyto ~ 349PEDsand 242FPs  Prescription of selective

2000-2006, providers answered the survey serotonin reuptake
North Carolina  Medium quality inhibitors (SSRI)
(USA)*

Rushton JL, Cross-sectional, surveyto ~ Random selection, 405 Adherence tothe AAP
2004, providers PEDsand 318 FPs guidelineson ADHD
Michigan Medium quality answered the survey

(USA)*

Outcome variable Results Results
favor

RP of referral to other 163 (9% Cl:1.41-1.88) PED

professionals; PED vs. FP

RP of pharmacological 041(95% Cl:0.26-0.65)

prescription; PED vs. FP

RP of referral to child psychiatrist, 1.22 (95% CI: 1.12-132)
PED vs. FP

RP of referral to general 0.60(95% CI:044-0.82)
psychiatrist; PED vs. FD

OR (logistic regression analysis), 4.90(95% Cl: 2.80-8.70)
factors associated with early

prescription of antidepressants;

FPvs.PED

OR (logistic regression analysis) - 6.5(95% Cl:3.7-114) PED
FP had a greater probability of

prescription for any diagnosis

(depression, ADHD, OCD, EDB

and enuresis)

RPPEDvs. FPof: PED
- Awareness of pediatric ADHD  1.31(95% CI: 1.18-1.46)
guidelines recommendations
- Use of the symptoms scale for - 1.19(95% C1: 1.0-1.30)
teachers
- Use of the diagnostic criteria of - 1.85(95% Cl: 1.53-2.24)
the DSM (Diagnosticand
Statistical Manual of Mental
Disorders)
- Prescription of the 1.22(95% C1:1.09-1.36)
recommended medications
- Compliance with the 062(95% CI:054-0.71)
recommendations of routine
follow-up visits (3-4 times per
year)
-Ordering unnecessary tests ~ 0.45(95% C1:0.35-0.58)
Incorporating the guidelines 5.4 (95% C1: 2.6-11)
recommendations into their
practice PED vs. FP (OR, by
means of logistic regression)

95% Cl: 95% Confidence Interval; AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics; Acute RTI: acute
respiratory tract infection; AOM: acute otitis media; ATB: antibiotic; AVR: acute viral rhinitis; BP: blood pressure; BPD/CF: bronchopulmonary
dysplasia/cystic fibrosis; CFES: French Committee for Health Education; CPG: Clinical Practice Guideline; EDB: eating disorder behaviors;
ADHBD: attention deficit hyperactivity disorder; ENT: otolaryngology (ear, nose and throat); FP: family practitioner; GABHS: group A
beta-haemolytic streptococcal; GP: general practitioner; Hep B: hepatitis B; MHSIC: Manitoba Health Services Insurance Plan;

MMR: measles, mumps and rubella; n.s.: no significance, NAMCS: National Ambulatory Medical Care Survey; NHAMCS: National Hospital

Ambulatory Medical Care Survey; OCD: obsessive compulsive disorder; O

R: Odds Ratio; PED: pediatrician; RD: Risk Difference;

RP/PR: Prevalence Ratio; RR: Relative Risk; RTI: respiratory tract infections; URI: upper respiratory infection; VRTI/viral RTI: viral respiratory

tract infection; X-rays: radiography.

and adolescents”, 63% vs. 48% (RP:
1.3; 95% Cl: 1.12-1.51, taking PEDs as
the category of reference in the compari-
son); FPs agreed more frequently than
PEDs with the following assertion: “the
lack of specialist available for referral
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forces me to arrange treatment of child
depression on my own", 20% vs. 12%
(RP: 1.65; 95% Cl: 1.12-2.43, taking
PEDs as the category of reference in the
comparison). Regarding to the variable
“prescription”, FPs started treatment
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with an antidepressant medication, be-
fore referral, more frequently than PEDs:
28% vs. 6% (RP: 4.67; 95% Cl: 2.94-
7.4, taking PEDs as the category acting
as point of reference in the comparison).
In logistic regression analysis, being a FP
was associated with a higher likelihood
of prescribing medications for childhood
depression: OR 4.9 (95% Cl: 2.8-8.7).

In the year 2000, the same authors,
using the same sample of the previously
commented study, published the results
of the survey, related this time to the
prescription of SSRIs antidepressants and
their indications for several psychiatrics
disorders.” In the bivariate analysis FPs
were more likely than pediatricians to
use SSRIs for any of the psychiatric con-
ditions considered in the study: 91% vs.
58% (RP: 1.57; 95% Cl: 1.42-1.73); FPs
were more likely than PEDs to prescribe
SSRIs in association with other psy-
chotropic medications: 54% vs. 31%
(RP: 1.75; 95% Cl: 1.44-2.13). In the
separate analysis for every diagnosis, FPs
prescribed SSRIs for depression more fre-
quently than PEDs: 88% vs. 51% (RP:
1.73: 95% Cl: 1.54-1.93); FPs used SS-
Rls for the attention-deficit/hyperactivity
disorder (ADHD) more frequently than
PEDs: 45% vs. 30% (RP: 1.5; 95% ClI:
1.21-1.85); the FPs used SSRIs for the
obsessive-compulsive disorder more fre-
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quently than the PEDs: 38% vs. 28%
(RP: 1,35; 95% Cl: 1.07-1.71). There
were no differences found between FPs
and PEDs in the likelihood of prescription
of SSRIs for the treatment of “aggressive
behavior", 26% vs. 20% (RP: 1.3: 95%
Cl: 0.96-1.75). FPs were more likely to
use SSRIs for the treatment of eating dis-
orders than PEDs: 32% vs. 9% (RP:
3.58; 95% Cl: 2.44-5.26). FPs were
more likely to prescribe SSRIs for enuresis
than PEDs: 12% vs. 7% (RP: 1.74: 95%
Cl: 1.04-2.92). Other results of interest:
41% of the respondent FPs reported the
prescription of SSRIs in at least one ado-
lescent, in the six months period of time
before the survey, versus a 26% of the
respondent PEDs (RP: 1.57; 95% Cl:
1.24-1.98); PFs were less likely to use re-
ferrals to the specialist in mental health:
48% vs. 77% for PEDs (RP: 0.62; 95%
Cl: 0.54-0.72). It was found, in the logis-
tic regression analysis, that being a FP
was associated with a higher likelihood
of prescription of an SSRI for any of the
considered diagnosis (OR: 6.5; 95% ClI:
3.7-11.4).

The same authors published in the year
2004 the results of a mail survey carried
out in the year 2002 and targeted to
PEDs and FPs of the state of Michigan
(USA).” The objective of the study was
to evaluate the degree of adherence of
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primary care physicians to the recom-
mendations of a practice guideline about
diagnosis and management of the AD-
HD, as well as determine which factors
influenced those different degrees of
concordance with the recommendations.
A mailed self-reported questionnaire was
sent to all the PEDs in the state of Michi-
gan (687) and to a randomly selected
sample of 687 FPs (of a total amount of
1,547). Data of both types of medical
professional were obtained from the
American Medical Association Master
File. The sampling strategy rendered a
total number of 1,347 after application
of the following exclusion criteria: physi-
cians who were younger than 30 years
or older than 65 years, retirees, Veterans
Administration employees, physicians
with nongeneralist board or subboard
certification, and those having non-
Michigan-based office practices. Of the
1,374 physicians in the sample, 166
were found to be ineligible (retired, did
not see children, not in primary care, or
moved). For the remaining 1,208, the
overall response rate was 60% (723 of
1,208), with 67% for PEDs (405 of 608)
and 53 % for FPs (318 of 600).

Results of the bivariate analysis:
91.5% of the PEDs were familiar with
the practice guideline, versus the 59.8%
of the FPs (RP: 1.31; 95% ClI: 1.18-
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1.46); reported incorporation of the
guidelines into their practice 78.1% of
the PEDs and 39% of the FPs (RP: 2;
95% Cl: 1.73-2.32). With regard to rec-
ommendations on diagnosis (percentage
of respondents that follow each recom-
mendation, indicated as “routinely” ver-
sus “never, rarely or sometimes"): 77%
of PEDs reported routine use of parents
rating scales of symptoms in diagnosing
ADHD (vs. a 61.6% FPs; RP: 1.25; 95
Cl%: 1.13-1.38); 84.4% of PEDs report-
ed routine use of teacher rating scales in
diagnosing ADHD (vs. a 70.8% of the
FPs; RP: 1.19; 95% CI: 1.10-1.30); a
70.4% of PEDs reported assessment for
comorbidity (vs. a 68.5% of FPs; RP:
1.03:95% Cl: 0.93-1.14), and 55.4% of
the PEDs reported routine use of the Di-
agnostic and Statistical Manual of Men-
tal Disorders criteria for diagnosis of AD-
HD (vs. a 30% of FPs; RP: 1.85: 95% Cl:
1.53-2.24).

With regard to recommendations
about treatment (percentage of respon-
dents that follow each recommendation,
indicated as “routinely” versus “never,
rarely or sometimes"”), 72.2% of the
PEDs (vs. a 59.2% of the FPs) used the
recommended medications in the prac-
tice guideline (RP: 1.22; 95% Cl: 1.09-
1.36); 80.9% of PEDs monitored med-
ications in the reevaluation, a month
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after prescription, also titrating when
needed, vs. a 81.7% of FPs (RP: 0.99;
95% Cl: 0.92-1.06); 41.6% of PEDs re-
ported follow-up evaluations, 3-4 times
a year, for children who receive medica-
tions to evaluate response, vs. a 67.5%
of FPs (RP: 0.62; 95% Cl: 0.54-0.71);
56.4% of the PEDs reconsidered diagno-
sis in the patient when two or more
medications were unsuccessful, vs. the
46.3% of the FPs (RP: 1.22; 95% Cl:
1.05-1.41); 56.3% of PEDs and 53.2%
of PFs made recommendations for be-
havioral therapy (RP: 1.01; 95 CI %:
0.88-1.16): 18.1% of PEDs ordered lab-
oratory tests not recommended in the
guideline (thyroid, lead, or iron testing),
vs. a 39.6% of FPs (RP: 0.45; 95% Cl:
0.35-0.58). In the logistic regression
analysis, the likelihood of incorporating
the recommendations of the practice
guideline was higher among PEDs (OR:
5.4,95% Cl: 2.6-11).

Immunizations

The main characteristics of the selected
studies are summarized in Table 6.

This topic was reviewed in 16 studies:
14 cross-sectional descriptive studies and
two historical cohort studies.

In the study of Starfield et al.,” pub-
lished in 1985, 429 PEDs and 611
PFs/GPs were interviewed by means of a
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national survey. The percentage of re-
spondents by type of professionals were:
50% for PEDs, 44 % for FPs and 36% for
GPs. Pediatricians, in comparison with
the others types o professionals, were
more likely to administer immunizations
to the following groups of population:
aged between 15 and 19 years, and
aged between 10 and 14 years, when
they consulted for a preventive check-up
visit. The authors did not offer numerical
results.

Freed et al.* developed in 1994 a
study, with a cohort survey-over-time
kind of design, and performed through
successive mail surveys to a sample of
591 physicians of primary care (438
PEDs and 153 FPs) in North Carolina
(USA). The objective was to determine
the degree of adoption, by both types of
professionals, of the official recommen-
dation about the universal hepatitis B im-
munization of infants released by the
American Academy of Pediatrics, the
American Academy of Family Physicians
and the Advisory Committee on Immu-
nization Practices (AAP, AAFP, and the
ACIP). The survey was responded by
363 PEDs (82.9%) and 110 FPs
(71.9%). 66 % of PEDs (vs. a 32% of
FPs) agreed that universal immunization
was warranted (RP: 2.1; 95% Cl: 1.6-
2.8); 53% of pediatricians had actually
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Table 6. Studies comparing childhood clinical practice of pediatricians and family practitioners/general
physicians in immunizations in children in Primary Care

Author/year of  Design/quality Participants Comparison Outcome variable Results Results
publication/ favor
country
Starfield B, Cross-sectional study, ~ Sample of 429 PEDs, ~ Diagnosis made andstyles  Vaccine recommendationand  PEDs administered more vaccinesto ~ PED
1985, exam of clinical records 346 FPsand 251 GPs ~ of care provided administration children and adolescents aged 10t0 19
USA® Low quality years
Freed GL, 1994, Retrospective cohortstudy; 778 PEDsandarandom  Adoption ofthe 1.RPPED vs. FP forthe adoption 2.1 (95% Cl: 1.6-2.8) PED
North Carolina  Successive surveys sample of 300 FPs recommendation for ofthe recommendations from 2.3 (95% Cl: 1.6-3.3)
(UsA* Medium quality Response ratewas 78%  universalimmunization the AAP and the AAFP
with hepatitisBvaccine 2. RPPED vs. FP of
implementing the
recommendations
Szilagyi P, Cross-sectional study, Random sample, 746 PEDs Physiciansimmunization 1. Vaccination during different  Nodifferences
1994, USA®  physicians'survey and429 FPs finally practices types of visits;reasons forno~ 2.00(95% Cl: 1.6-2.70)PED
Medium quality included vaccnation; simultaneous
administration of vaccines
2. Use of systems to track
undervaccinated patients. OR
PEDvs. MF
Freed GL, 1988, Cross-sectional study, 704PEDsand723FPs  Concemaboutvaccine- 1. ORPEDsvs. FPsof delaying  0.29(p<0.001;95% Cl: notreported) PED
9 states survey to physicians answered assodiated malpractice immunization because of mid  0.39 (p<0.001)
(USAP® Medium quality litigation ilness
Practice 2.ORPEDsvs. FPs of delaying
immunization because of
previous reaction
IppM, 1998, Cross-sectional study, Random sample, 100 PEDs Knowledgesand attitudes 1. RP PED vs. FP of 1.23(95% C1:1.09-1.39) PED
Toronto survey to physicians and 100 FPs finally inrelation toinfluenza recommending the vacaneto  1.28(95% CI: 1.11-148)
(Canada)” Medium/low quality included vaccination children with heart diseases 126 (95% CI: 1.10-1.4)
2.RPPED vs. FP of 240(95% CI:153-377)
recommending the vaccine to
children with asthma
3. Inchidren with BPD/CF
RP of using active strategies to
contact families; PEDs vs. FPs
Ewing GB, Cross-sectional study, Random sample, 788 Delivery of dlinical RP PED vs. FP of influenza 272(%5% Cl:254-2.92) PED
1999, survey to physicians PEDs, 2,117 FPsand550  preventive services vaccination recommendation
Usp® Medium quality GPsfinally induded
Santoli JM, Cross-sectional study, data  Data 0f21,522 children  Appropriateimmunization  ORPEDvs. FP of children 1.63(95% Cl: 146-1.82) PED
1999 from the National statusat3yearofage  comectly vaccnated
usp® Immunization Program
Medium quality
TakayamaJl,  Cross-sectional study, 110PEDsand 78 FPs finally Impactofa hepatitisB ~ ORPEDvs. FP of adopting 200(95% Cl:1.66-2.41) PED
1999, Physicians' survey included vaccination program universal hepatitis B
2 states Medium/low quality immunization
(usay®
Ehresmann KR, - Cross-sectional study, 65 PEDsand 190 FPs Attitudes and practices  RPPEDvs. FPaboutattitudes Al significant results favor PEDs Equal
2000, survey tophysiciansand  completed the survey regarding varicellavaccine - and beliefs regarding varicella
Minessota parents (plus survey and vaccination
(Usn)” exam of clinical records)
Medium quality

95% Cl: 95% Confidence Interval; AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics;

Acute RTI: acute respiratory tract infection; AOM: acute otitis media; ATB: antibiotic; AVR: acute viral rhinitis; BP: blood pressure;
BPD/CF: bronchopulmonary dysplasia/cystic fibrosis; CFES: French Committee for Health Education; CPG: Clinical Practice Guideline;
EDB: eating disorder behaviors; ADHD: attention deficit hyperactivity disorder; ENT: otolaryngology (ear, nose and throat);

FP: family practitioner; GABHS: group A beta-haemolytic streptococcal; GP: general practitioner; Hep B: hepatitis B;

MHSIC: Manitoba Health Services Insurance Plan; MMR: measles, mumps and rubella; n.s.: no significance, NAMCS: National
Ambulatory Medical Care Survey; NHAMCS: National Hospital Ambulatory Medical Care Survey; OCD: obsessive compulsive disorder;
OR: Odds Ratio; PED: pediatrician; RD: Risk Difference; RP/PR: Prevalence Ratio; RR: Relative Risk; RTI: respiratory tract infections;
URI: upper respiratory infection; VRTI/viral RTI: viral respiratory tract infection; X-rays: radiography.
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Table 6. (Cont.) Studies comparing childhood clinical practice of pediatricians and family
practitioners/general physicians in immunizations in children in Primary Care

Author/year of  Design/quality Participants Comparison Outcome variable Results Results
publication/ favor
country
Kahane SM, Cross-sectional study, 1,719 children's clinical  Immunization practiceand ORFPvs. PED of incomplete  2.79 (95% Cl: 1.54-5.07) PED
2000, California  exam of clinical records  records vaccination coveragelevels vaccination status at 24 months
(USA)® Medium/low quality ofage
LeBaron CW,  Cross-sectional/ecological 96,689 physicians, of Relationship between Concentration of pediatricans B 0,006 (p=0.001) PED
2001, study, data from the different specialties, vacdnation coverage levels strongly correlates to
USA® National Immunization  providing routine careto  and distribution of types of - immunization rates
Program children: PEDs 37%, FPs  physicians
Medium quality 49% and GPs 14%
Schaffer S), Cross-sectional study, 406PEDsand355FPs  Toassesstheadolescent 1. ORPEDvs. FP of using 147 (%% C1:1.22-1.78) PED
2001, Physicians' survey immunization practices of  protocols for adolescent
USA® Medium quality physicians immunization
2.0RPEDvs. FPof reviewing ~ 1.42(95% Cl: 1.22-1.65)
the immunization status
3.ORPEDvs. FPof hepatitisB ~ 2.09(95% Cl: 1.64-2.65)
immunization
4,ORPED vs. FP of varicella 2.28(95% Cl:1.90-2.72)
immunization
Cohen NJ, 2003, Cross-sectional study 550 physicians: 55% PEDs, Toassessknowledgeof 1. ORFPvs. PED of giving 023(95% C1:0.14-038) PED
Ilinois survey to physicians 39% FPs, 6% GPs catch-up immunization correct responses to
(USA)® Medium quality regimens hypothetical scenarios
2.0RGPvs. PED of giving 0.35(%% C1:0.13-096)
correct responses to
hypothetical scenarios
David MM, Cross-sectional study Random sample of833  Adoption of RPPEDvs. FP of adopting AAP 146 (95% CI: 1.34-159) PED
2003, 24 states  survey to physicians PEDsand 783 FPs pneumococcal conjugate  recommendations about
(USA)*® Medium quality 295FPsand435PEDs  vacdine peumococcal vaccine
finally included
Bocquet A, Retrospective cohortstudy - Recordsfromadatabase,  Medical managementof 1. Hepatitis Bvaccnation 31% better PEDs than GPs PED
2005, Medium quality ofaHealth Insurance Fund, chidren coverage PED vs. GP
Franche-Comté conceming visits for 43,896 2. MMR vaccination 7% better PEDs than GPs
(France) children 3. Other vaccines 52% better PEDs than GPs
Posfay-Barbe  Cross-Sectional Study, ~ Subscriber physicianstoa  Immunization of theirown 1. ORno-PEDvs. PEDofnot ~ 3.09(95% C1:1.33-7.17) PED
KM, 2005, Physicians' Survey web-based expert network chidren having their children
Switzerland”  Medium/low Quality aboutvaccines (458 PEDs, immunized against measles
317 GPs, 144 intemists, 2. Against mumps 1.97(%5% C1:1.05-3.69)
and 95 of other speciatties) 3. Against Hepatitis B 1.48(95% C1:1.07-2.05)
4. Postponed MMR 2.77(%% Cl: 1.64-4.69)
5.0RPEDvs.no-PEDof not ~ 0.65(95% Cl: 044-0.95)
having their children
immunized against tick-bome
encephalits virus

95% CI: 95% Confidence Interval; AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics;

Acute RTI: acute respiratory tract infection; AOM: acute otitis media; ATB: antibiotic; AVR: acute viral rhinitis; BP: blood pressure;
BPD/CF: bronchopulmonary dysplasia/cystic fibrosis; CFES: French Committee for Health Education; CPG: Clinical Practice Guideline;
EDB: eating disorder behaviors; ADHD: attention deficit hyperactivity disorder; ENT: otolaryngology (ear, nose and throat);

FP: family practitioner; GABHS: group A beta-haemolytic streptococcal; GP: general practitioner; Hep B: hepatitis B;

MHSIC: Manitoba Health Services Insurance Plan; MMR: measles, mumps and rubella; n.s.: no significance, NAMCS: National
Ambulatory Medical Care Survey; NHAMCS: National Hospital Ambulatory Medical Care Survey; OCD: obsessive compulsive disorder;
OR: Odds Ratio; PED: pediatrician; RD: Risk Difference; RP/PR: Prevalence Ratio; RR: Relative Risk; RTI: respiratory tract infections;
URI: upper respiratory infection; VRTI/viral RTI: viral respiratory tract infection; X-rays: radiography.

adopted the immunization of all new-
borns into practice, vs. a 23% of family
physicians (RP: 2.3;95% Cl: 1.6-3.3).
Szylagyi et al.” carried out, in 1994, a
cross-sectional descriptive study by
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means of a self-reported survey sent to a
randomly selected sample of 1,310 PEDs
and 954 FPs in the USA. It was respond-
ed by 1,075 PEDs (82%) and 490 FPs
(51%). The objectives of the study were
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to compare, in the first place, the differ-
ences in attitudes and beliefs regarding
immunizations among PEDs and FPs,
and secondly, the differences that these
two types of medical professionals
showed in their respective current prac-
tices. The differences were investigated
in terms of adherence to current immu-
nization recommendations and stan-
dards from guidelines. The guidelines
and standards considered of reference
were those issued by the AAP, AAFP and
the ACIP (American Academy of Pedi-
atrics, the American Academy of Family
Physicians and the Advisory Committee
on Immunization Practices), and pub-
lished after the performance of the sur-
vey. Bivariate analysis: with regard to
the kind of visit in which they would ad-
minister vaccinations (check-up, acute
illness visits, follow-up visits, or chroniciill-
ness visits). There was no difference
found between PEDs and PFs for the
first two types of visit —check-up (100%
vs. 99%) and acute illness (29% vs.
28%)-. Pediatricians, in comparison with
PFs, were more likely also to immunize
children using the follow-up visits (92%
vs. 86%; RP: 1.07; 95% Cl: 1.02-1.12)
and using the chronic illness visits (81%
vs. 70%; RP: 1.16; 95% CI: 1.08-1.24).
Regarding mechanisms to identify un-
dervaccinated children, there was no
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arrangement at all with this purpose for a
48%, in the case of the PEDs, vs. a 68%
for the PFs (RP: 0.71; 95% Cl: 0.64-
0.78); in addition, a 43% of PEDs sys-
tematically registered vaccinations vs. a
35% of FPs (RP: 1.23; 95% Cl: 1.06-
1.43).

In the logistic regression analysis the
likelihood of keeping a tracking system,
with records, able to identify children
with incomplete immunization, was
higher for pediatricians (OR: 2; 95% Cl:
1.6-2.7).

Freed et al.,*® in 1998, conducted a
cross-sectional descriptive study (cross-
sectional mail survey, by means of a self-
reported questionnaire) to PEDs and FPs,
from nine states of the USA, included in
the American Medical Association Mas-
terfile database. The objective of the
study was to explore the effect of con-
cern about vaccine-associated malprac-
tice litigation, on the practice from both
types of medical care providers. The
study examined, through a logistic re-
gression analysis, the perceptions of
PEDs and FPs regarding the safety of
giving immunizations to children with a
minor respiratory tract illness, without a
fever (or only with low-grade fever); the
perception on the safety of administering
the diphtheria, tetanus, and pertussis
vaccine to children with a family history
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of seizures; the perceptions of the safety
of using DTP vaccine in children with a
local reaction and a fever (temperature
< 40.5 °C) after a previous administra-
tion of the DTP vaccine; and whether
physicians reported giving immuniza-
tions at acute care visits, when not
specifically contraindicated.

From the 3,014 physicians in the total
sample selected to be mailed (1,165 pe-
diatricians and 1,849 family physicians)
1,863 responded (66%); from this
number, the 442 respondents who did
not give immunizations and who did
not provide well-child care, were ex-
cluded. This subtraction left a final sam-
ple of 1,421 for subsequent analysis
(47.1% of the initial sample), which,
with further application of rescaled
weights, yielded effective sample sizes
of 704 PEDs (60.4%) and 679 FPs
(39.1%)

Bivariate analysis: in the comparison,
PEDs were more likely than FPs to be-
lieve that the diphtheria, tetanus, and
pertussis vaccine could be administered
safely to children with a family history of
seizures: 84% of PEDs vs. a 66% of FPs
(RP: 1.27; 95% Cl: 1.2-1.35). Pediatri-
cians were more likely than FPs to report
their perceptions that the administration
of vaccines to children with a minor res-
piratory tract illness was a safe and effec-
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tive procedure: 95% vs. 86% (RP: 1.1:
95% Cl: 1.07-1.14); and PEDs were also
more likely than FPs to report percep-
tions of the safety of DTP vaccine use in
children with a fever after a previous
DTP vaccine (temperature < 40 °C):
73% vs. 57% (RP: 1.28; 95% ClI: 1.18-
1.39). Pediatricians were more likely
than family physicians to record immu-
nizations on a special page in the pa-
tient's medical record (96% vs. 86%;
RP: 1.12; 95% Cl: 1.08-1.15) and to
register immunizations in some type of
computer-based system (23% vs. 7%;
RP: 3.3; 95% ClI: 2.4-4.4). In the logistic
regression analysis, FPs were more likely
than PEDs to defer immunization: a) be-
cause of a mild respiratory illness (OR:
0.29; p < 0.001), b) because a fever re-
actions to previous doses of the same
vaccine (OR: 0.39; p < 0.001), or c) be-
cause of a family history of seizures (OR:
0.33; p<0.001)

Ipp et al.”” conducted in Canada a
cross-sectional study consisting in a sur-
vey carried out by sending a self-admin-
istered questionnaire to a random sam-
ple of 100 family physicians, 100
pediatricians and all the 130 subspecial-
ists at The Hospital for Sick Children,
Toronto. Of the 315 eligible physicians,
247(77%) responded, including 76 FP
(78%) and 72 Community Pediatricians
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(83%). The objective was to determine
the variability in physician knowledge,
attitudes, and behaviours in relation to
influenza vaccination of high-risk chil-
dren.

Of the three groups, community PEDs
were more likely than, either family
physicians or subspecialists, to recom-
mend vaccination for all the high-risk
conditions: heart diseases (70% vs.
60%; RP: 1.23; 95 % Cl: 1.09-1.39),
asthma (94% vs. 74%: RP: 1.28; 95%
Cl: 1.11-1.48), bronchopulmonary dys-
plasia/cystic fibrosis (96% vs. 76%;
RP:1.26; 95% Cl: 1.10-1.44) and acetyl-
salicylic acid long-term treatment (71%
vs. 41%; RP: 1.74; 95% Cl: 1.28-
2.36).There was also a nonsignificant
trend for pediatricians to vaccinate more
often institutionalized patients (74% vs.
61%; RP: 1.22; 95% Cl: 0.97-1.53) and
children receiving immunosuppressive
therapy (71% vs. 62%; RP: 1.15; 95%
Cl: 0.91-1.44).

Ewing et al.*® published in 1999 a
cross-sectional study performed by a
mail survey using a self-completed ques-
tionnaire sent to a randomly selected
sample of physicians of different medical
specialties in the USA, who provided pri-
mary care (PC) at least 50% of their
working time. The aim of this study was
to compare the provision of clinical pre-
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ventive services delivered by different
type of primary caregivers. Of 1,629
PEDs, 1,303 (80%) answered the ques-
tionnaire. After applying the criterion
“work in PC more than 50% of the
working hours", the sample was reduced
to 788 (61%). In relation to FPs, from an
initial sample of 5,000, 2,511 answered
the survey (50%). After applying the cri-
terion “work in PC more than 50% of
the working hours", the sample was re-
duced to 2,117 (84%). Among the pre-
ventive activities evaluated, the authors
studied the degree of adherence to the
recommendation of influenza vaccina-
tion. PEDs were more likely to recom-
mend influenza vaccination than FPs
(85.3% vs. 31.3%; RP: 2.7, 95% Cl:
2.5-2.9; bivariate analysis).

In 1999, Santoli et al.* published the
results of a telephone survey conducted
to a sample of parents of 28,298 children
in the USA (50 states, the District of Co-
lumbia and 27 selected urban areas). The
objective was to compare the immuniza-
tion status in non institutionalized
healthy children, aged 19 to 35 months,
verifying their vaccination status, check-
ing up the provider record, and examin-
ing the relationship between the charac-
teristics of the providers enrolled in the
Vaccines For Children program and the
immunization status. Data were available
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for 21,522 children (76%). Children
were considered to be properly immu-
nized when they had received = 4 doses
of DTP or DTaP, = 3 doses of oral polio,
= 1 dose of measles-mumps-rubella
(MMR) and = 3 doses of Hib (= 4:3:1:3),
before the survey began. Children vacci-
nated solely by pediatricians were more
likely to have received the complete
4:3:1:3 course than those vaccinated on-
ly by family physicians (80% vs. 71%, p
< 0.05 on bivariate analysis) (OR: 1.63,
95% Cl: 1.46-1.82 in the logistic regres-
sion analysis).

Takayama et al. published in 1999 a
cross-sectional study based in a mailed
self-administered survey sent to physi-
cians. This study was conducted in the
counties of Sacramento and San Francis-
co (USA). The survey was mailed to 855
PEDs and FPs in both counties. The num-
ber of respondents was 533 (62%). Of
these, 211 were excluded as they did not
provide primary care to children. The fi-
nal sample consisted of 322 physicians
(37.7%): 155 in San Francisco and 167
in Sacramento. Of the 322 participants,
110 were PEDs and 86 GPs/FPs. The rest
(5) belonged to other specialties. The
aim was to compare the percentage of
children vaccinated against hepatitis B in
these two counties. An intervention was
made in San Francisco (the Universal In-
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fant Hepatitis B Immunization Demon-
stration Project), while none was under-
taken in Sacramento. Comparing prima-
ry care physician immunization practices,
by logistic regression analysis, they
found that being PED was a predictive
factor for presenting a proper immuniza-
tion status against hepatitis B in both, the
San Francisco (OR: 2,0; 95% Cl:1.7-
2.4), and the Sacramento (OR: 2.13;
95% Cl not offered) counties.
Ehresmann et al.” sought to determine
PEDs and FPs' attitudes and practices re-
garding varicella vaccine in a study pub-
lished in 2000. A random sample of 420
physicians (319 FPs and 101 PEDs) was
selected to fill in a mailed questionnaire.
Ninety-one, who were not providing pri-
mary care services (including immuniza-
tion), were excluded. Among the re-
maining 327 physicians, 255 completed
the survey (78%), including 190 (77 %)
of 248 family physicians and 65 (82%)
of 79 pediatricians. There were no differ-
ences in the logistic regression analysis
(OR: 1.2: 95% Cl: 0.5-2.8) between the
two types of specialist to actively offer
the immunization. Regarding the state-
ment “All infants and children (from 12
months to 18 years) should be vaccinat-
ed", 60% of PEDs agreed vs. 40% of
FPs (RP: 1.64;95% Cl: 1.22-2.21; bivari-
ate analysis). Concerning to the state-



Bufiuel Alvarez JC, et al. What medical professional s the most adequate, in developed countries, to provide health care to children..

ment “all children of any age should be
vaccinated, unless good documented
personal history of previously passed
chickenpox", 61% of PEDs agreed vs. a
42% of FPs (RP: 1.55; 95% Cl: 1.16-
2.07; bivariate analysis). There were no
differences between both groups regard-
ing the statement “varicella vaccine is
safe” (98% of physicians from both spe-
cialties agreed). Concerning to the state-
ment “children already receive too many
injections to add varicella vaccine”, 27%
of FPs agreed (vs. a 10% of PEDs) (RP:
0.39; 95% Cl: 0.17-0.87; bivariate
analysis). Finally, regarding the state-
ment “| prefer to wait until a new com-
bined vaccine (including varicella as one
of its components) is available”, 22% of
the FPs agreed (vs. a 6% of PEDs) (RP:
0.35; 95% Cl: 0.13-0.96; bivariate
analysis).

Kahane et al.” published in 2000 a
cross-sectional study, by site-surveying
physicians and nurses at private medical
practices, in three counties in California
(USA). Of the 72 eligible practices that
were contacted, 45 participated in the
study, yielding a participation rate of
62%. The immunization charts of chil-
dren aged 12 to 35 months were exam-
ined (1,719 of 2,325 eligible, 78%). The
probability of incomplete vaccination at
24 months of age was higher in children
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visiting FPs than visiting PEDs: OR: 2.79
(95% Cl: 1.54-5.07). This association
was not significant after applying the lo-
gistic regression analysis (numeric data
not shown by authors).

LeBaron et al.® published in 2001 the
results of an ecological study, conducted
in all USA states, which approached the
relationship between the distribution of
each type of professional in each state
(PEDs, FPs, GPs) with the percentage of
properly immunized children at a mean
age of 27 months - children were con-
sidered as properly immunized when
they had received = 4 doses of DTP or
DTaP, = 3 doses of oral polio, = 1 dose of
measles-mumps-rubella (MMR) and = 3
doses of Hib (4:3:1:3). As a final number
there were 96,689 physicians (PEDs:
37%, FPs: 49% and GPs: 14%) who
provided routine care to children. Higher
rates of vaccination were associated with
a higher concentration of PEDs in the ge-
ographical areas studied (coefficient b:
0.006, p = 0.001 in multiple regression
analysis).

Schaffer et al.* studied the physicians'
attitudes and practices on adolescent
immunization. A self-administered sur-
vey was mailed to a randomly selected
sample of PEDs and FPs in USA (using
the AMA Masterfile database). Of the
1,480 questionnaires mailed, 1,110
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were answered (75%); 536 were PEDs
(response rate 81%) and 582 were FPs
(response rate 71%). Of the physicians
who responded, 761 (69%) met the in-
clusion criteria established by the au-
thors (seeing = 4 adolescents per month
in PC).The study sample consisted of
761 physicians (406 PED and 335 FP).
Logistic regression analysis results
showed that PEDs were more likely to
have protocols for adolescent immu-
nization (OR: 1.47; 95% Cl: 1.22-1.78),
to check more frequently the immuniza-
tion status taking advantage of an illness
consultation (OR: 1.42; 95 % Cl : 1.22-
1.65) and at follow-up visits (OR: 1.43;
95% Cl: 1.23-1.67) than FPs; PEDs also
were more likely to routinely immunize
at illness-related visits (OR: 1.31; 95%:
Cl: 1.09-1.58) and at follow-up visits
(OR: 1.49; 95%: Cl: 1.46-1.51), to ad-
minister immunization to eligible adoles-
cents more frequently against tetanus
(OR: 3.31; 95% Cl: 1.73-6.63), to ad-
minister a second dose of MMR (OR:
3.01; 95% Cl: 1.77-5.12), to vaccinate
against hepatitis B (OR: 2.09; 95% Cl:
1.64-2.65) and against varicella (OR:
2.28; 95% Cl: 1.90-2.72), and to use
tracking and recall systems of adoles-
cents who were behind on vaccines,
comparing with official immunization
schedules and expected standards of
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proper vaccination for their age (OR:
1.29;95%: Cl: 1.06-1.57).

Cohen et al.* published in 2003 a
cross-sectional study conducted by a sur-
vey completed by physicians. The objec-
tive was to determine physician success
at designing catch-up regimens for chil-
dren delayed according to standard im-
munization schedule.The study was con-
ducted in a county of lllinois (USA). A
sample of 1,513 physicians was random-
ly selected from the AMA medical regis-
ter. Surveys included 6 open-ended vi-
gnettes describing hypothetical children
delayed in immunization for which par-
ticipants were asked to design catch-up
regimens. In each vignette the following
questions were proposed to the physi-
cian: "What would you give now?;
When would you schedule the next vis-
it?; What would you give at that time?"
In the scoring system used, one point
was added up for every correctly re-
sponded scenario. Participants were then
divided according to whether they
scored > 2 or < 1 than the mean score.
Furthermore, five theoretical scenarios
were presented, and, in each one of
them, whether the MMR and/or the
haemophillus influenzae type b (Hib)
vaccines should be administrated was
asked. The measured result was the per-
centage of professionals who do not ad-
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minister MMR or Hib vaccinations. The
survey was answered by 550 (36.4%)
physicians. The demographic and prac-
tice characteristics of responders and
non-responders were compared and it
was noteworthy that, among the survey
respondents, 55% were PEDs and 45 %
were FPs/GPs, whereas among non-re-
spondents, the proportions were re-
versed: 34% of PEDs and 66% of
FPs/GPs. PEDs were 4.3 (95% CI: 2.6-
7.1) times more likely than FPs and 2.9
times more likely than GPs (95% Cl:
1.04-7.7) to score over the average
(1.83 points), in the clinical scenarios, in
the logistic regression analysis. The au-
thors did not assess the results, by type
of professional, of the five additional sce-
narios in where possible contraindica-
tions for MMR and Hib vaccines were in-
quired.

Davis et al.** in 2003 published the re-
sults of a survey made to physicians of
24 states in USA (AMA Masterfile data-
base). The aim was to compare PEDs and
FPs in adopting the immunization sched-
ule of the pneumococcal conjugate vac-
cine, once its inclusion had been ap-
proved for all children younger than two
years and for children aged 24-59
months at increased risk for developing
pneumococcal diseases or complications.
The survey was mailed to a sample of
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788 FPs and 833 PEDs. Finally 259 FPs
(32.9%) and 435 PEDs (52.2%) were el-
igible. Ninety-nine percent of PEDs and
68% of FPs adopted the recommenda-
tion (RP: 1.46; 95% Cl: 1.34-1.59, bi-
variate analysis).

Bocquet et al.” conducted a retrospec-
tive cohort study analyzing information
from an automated medical database in
a region of France (Franche-Comté). The
percentage of vaccination coverage was
higher among PEDs, compared to FPs.
More specifically, authors provide nu-
merical data on the hepatitis B vaccine
(31% more than the FPs) and MMR vac-
cine (7% more).

Posfay-Barbe et al.” (Switzerland)
published in 2005 a cross-sectional study
using an Internet-based survey. The aim
was to measure various vaccination atti-
tudes in PEDs and other no PEDs health
professionals. Specifically, they were in-
quired about the attitude to take over
their own children. The survey was sent
to 2,070 physicians (860 of them were
PEDs) being subscribers to the newsletter
subscriber list InfoVac (www.infovac.ch)
The survey consisted of 11 questions
with 102 possible responses. There were
1,017 respondents (PED: 53.3%). The
sample was reduced to 915 (PED: 392;
42.8%) due to defects on some of the
questionnaire forms. PEDs mothers and
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fathers were more likely to follow the of-
ficial immunization recommendations
than non-PEDs physicians parents
(91.6% vs. 85.1%; OR: 2.19; 95% ClI:
1.37-3.49; logistic regression).

Cardiovascular risk

Ten studies have assessed PEDs and
FPs/GPs attitudes towards health educa-
tion activities (healthy habits promotion)
and toward the realization of diagnosis
and prevention activities on overweight-
obesity and on toxic habits (tobacco and
alcohol consumption). All studies were
cross-sectional design, using surveys, ex-
cept one, which was based on computer-
ized register data. They are described in
Table 7 in more detail.

Franzgrote et al.* published in 1997 a
survey, for primary care physicians work-
ing in California (USA), carried out to de-
termine how frequently they asked ado-
lescents about tobacco consumption. A
self-administered questionnaire was
mailed to a randomly selected sample of
PEDs, FPs, internists and adolescent med-
icine specialists. The final sample consist-
ed of physicians who spent at least 50%
of their patient care time in primary care
and who had graduated between 1970
and 1985. The survey was sent to 754
physicians and 77% responded. By spe-
cialty, the response rate was 77% of FPs
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and 78% of PEDs. The main results were:
a) Percentage of adolescents, aged 11-14
years old, screened for regular smoking
during routine health control visits:
61.3% PEDs (95% Cl: 53.7%-66.8%)
vs. 69.2% FPs (95% Cl: 63.8-74.6), RP:
0.89 (95% Cl: 0.72-1.09); b) Percentage
of adolescents, aged 15-18 years old,
screened for regular smoking during such
visits: 74.4% PEDs (95% Cl: 67.2%-
81.7%) vs. 85.2% FPs (95% Cl. 81.1-
89.4), RP: 0.87 (95 % Cl: 0.76-1.01); ¢
Percentage of 11-14 years old adoles-
cents screened for regular smoking dur-
ing spontaneous acute-care visits: 9.6%
PEDs (95% ClI: 6-13.3) vs. 29.1% FPs
(95% Cl: 22.6-35.7), RP: 0.33 (95% ClI:
0.17-0.65); d) Percentage of 15-18 years
old adolescents screened for regular
smoking during spontaneous visits: 16%
PEDs (95% ClI: 11.7-20.4) vs. 50.1% FPs
(95% CI: 43.5-56.6), RP: 0.32 (95% CI:
0.20-0.52).

Kimm et al.*” published in 1998 the re-
sults of a telephone survey, conducted
with primary care physicians in the US, in
order to study their attitude on cardiovas-
cular risk factors identification in primary
care. The sample was randomly selected
from professional association records.
Three practice categories were differenti-
ated: FP, GP and PED, who should meet
two eligibility criteria: to have at least five
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Table 7. Studies comparing clinical practice of pediatricians and family practitioners/general physicians
in the implementation of diagnostic, therapeutical and educative activities in relation to cardiovascular
risk in pediatric Primary Care

Author/year of  Design/quality Participants Comparison Outcome variable Results Results
publication/ favor
country
Franzgrote M, ~ Cross-sectional study, 104 FPs, 100 PEDs Screening for RPPED vs. FPof screening ~ 0.89(95% C1: 0.72-1.09) FP
1997, California. Survey to physicians adolescentsmoking.  during routine physical exams
(USA)® Medium quality in11to 14 year-old

adolescents 0.87(95% C1:0.76-1.01)

RPinthe 15to 18 year-old

age group 033(95% C1:0.17-0.65)

RP of screening during acute

visitsin11to 14year-old ~ 0.32(95% C1:0.20-0.52)

adolescents

RPinthe 15to 18 year-old

goup
Kimm SYS, Cross-sectionalstudy, ~ 430PEDs, 398 FPsand 208 - Management of RPPED vs. FP/GP of routine  1.56/(95% Cl: 1.19-2.04) PED
1998, survey to physicians GPsselected from anational - cardiovascular disease ~ cholesterol screening
USA® Medium quality sample risk factors. RP of screening only children  1.26 (95% CI: 1.14-139)

with a positive family history

Sereening age forthose with  GPs8.7; FPs 8.4; PEDs 4.7 (p < 0.001)

family history (years)

RP of using pharmacologic ~ 0.65 (95% CI: 0.48-0.89)

agents.
Ewing GB, Cross-sectionalstudy, ~ Randomsample, 783PEDs  Delivery ofclinical ~~ ORPEDvs. FPofexercise ~ 0.71(p<0.05) Both
1999, survey to physicians and 2,117 FPsfinally preventive services.  counseling
USA® Medium quality included Of diet counseling 3% (p<0.05)

Of smoking counseling 028(p<0.05)
ORFPvs. PED of measuring - 0.37 (p<0.05)

blood pressure
KleinJD, 2001, Cross-sectionalstudy, ~ Randomsample, 192 PEDs  Smoking prevention  Comparison of a counseling 61 FPsvs. 53 PEDs (p<0.001) FP
Rochester (New  survey to physicians and 179 FPsfinally included  and cessation performance score (range 0-
York, Medium quality counsefingin 15t0 18 100) BeingaFP, B=13.8(95% C1:9.1-
USAY* year-old adolescents  Multivariate inear regression  18.6;p <0.001)

with performance score as

the dependent variable
Pérez-Stable  Cross-sectionalstudy, ~ Randomsample, 260PEDs  Practiceofsmoking ~ RPPEDvs. FPof askingif ~ 1.14(95% Cl:1.01-1.29) Both
EJ, 2001, survey to physicians and 230 FPs finally included  cessation counseling  they smokein the home
California Medium quality with parents RPof counseling on therisks  1.14(95% C1: 1.02-1.27)
(USAY" of second hand smoke:

RP of providing pamphlets on 0.70 (95% CI: 0.55-0.90)

smoking cessation

RPof referring a parenttoa  0.73(95% C1:0.58-0.94)

smoking cessation program
Kaplan CP, Cross-sectionalstudy, ~ Randomsimple, 242PEDs ~ Cessation counseling ~ ORFPvs.PEDof fixinga 241 (95% Cl: 1.08-5.40) FP
2004, Californiasurvey to physicians and 187 FPsfinallyincluded  foradolescentsaged  date for quitting
(USAY* Medium quality 18yearsand younger. ORFPvs. PED of scheduling  3.07 (95% Cl: 1.22-7.73)

follow-up visits

ORFPvs. PED of lacking the  0.29(95% CI: 0.14-0.63)
skill required to counsel

95% Cl: 95% Confidence Interval; AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics; Acute RTI: acute
respiratory tract infection; AOM: acute otitis media; ATB: antibiotic; AVR: acute viral rhinitis; BP: blood pressure; BPD/CF: bronchopulmonary
dysplasia/cystic fibrosis; CFES: French Committee for Health Education; CPG: Clinical Practice Guideline; EDB: eating disorder behaviors;
ADHBD: attention deficit hyperactivity disorder; ENT: otolaryngology (ear, nose and throat); FP: family practitioner; GABHS: group A
beta-haemolytic streptococcal; GP: general practitioner; Hep B: hepatitis B; MHSIC: Manitoba Health Services Insurance Plan;

MMR: measles, mumps and rubella; n.s.: no significance, NAMCS: National Ambulatory Medical Care Survey; NHAMCS: National Hospital
Ambulatory Medical Care Survey; OCD: obsessive compulsive disorder; OR: Odds Ratio; PED: pediatrician; RD: Risk Difference;

RP/PR: Prevalence Ratio; RR: Relative Risk; RTI: respiratory tract infections; URI: upper respiratory infection; VRTI/viral RTI: viral respiratory
tract infection; X-rays: radiography.
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Table 7. (Cont.) Studies comparing clinical practice of pediatricians and family practitioners/general
physicians in the implementation of diagnostic, therapeutical and educative activities in relation to

cardiovascular risk in pediatric Primary Care

Author/year of - Design/quality Participants Comparison Outcome variable Results Results
publication/ favor
country

KolagotlaL,  Cross-sectional study, ~Randomsample, 213 Knowledgeof obesity RPPEDvs. FPofrecording ~ 1.23(95% Cl:1.01-1.50) PED

2004, Boston  survey to physicians ~ PEDsand 74 FPsfinally  guidelines.

familial hyperlipidemia

(USAY* Medium/low quality  included RP of measuring blood 1.10(95% C1:1.01-1.19)
pressure
RP of assessing dysmorphic - 2.08(95% Cl: 1.46-2.97)
features
RP of assessing hirsutismin ~ 1.30(95% Cl: 1.04-162)
girls
RPofevaluatingthe diet ~~ 1.32(95% CI: 1.05-1.66)
RP of assessing the exercise  1.16(95% CI: 1.05-1.29)
behaviour
ORPED vs. FP of considering 259 (95% CI: 1.19-5.63)
themselves able totreat
obesity
Cook S, 2005,  Retrospective cohort study Datafrom2452 PEDsand  Diagnosisof obesity ~ RPFP/GPvs. PED of 058(95% Cl:054-0.63) PED
USA* NAMCS and MHAMCS 836 FPs/GPs and comorbidities.  measuring blood pressure
data ORPED vs. FP/GP of:
Medium quality - Diet counseling 250(9%5% C1:1.6-39)
- Exercise counseling 1.60(95% Cl: 1.0-2.7)

SpurrierNJ,  Cross-sectionalstudy, 29 PEDsand 44 GPs Obesity diagnosisand - Adherence to obesity Generally betterimplementationby ~ PED

2006, Australia™ survey to physicians treatment.
Low quality

GargA, 2007, Twodesignswereused:  Volunteersto participateina  Assessmentofa

Pensilvania cross-sectional survey  tobacco cessation counseling smoking cessation

(USAY* studyand before-after  program program.
study 80PEDsand 146 FPs
Low quality

guideline recommendations  PEDs

Self-efficacy forsecondhand  PEDs 354, FPs 338 (p < 0.05) Both
smoking counseling (score 1
4

Self-efficacy forsmoking ~ PEDs 2.90 FPs3.06 (p<0.05)
cessation counseling (score 1

to4)

Before-after study PEDs and FPs equally improved

95% Cl: 95% Confidence Interval; AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics; Acute RTI: acute
respiratory tract infection; AOM: acute otitis media; ATB: antibiotic; AVR: acute viral rhinitis; BP: blood pressure; BPD/CF: bronchopulmonary
dysplasia/cystic fibrosis; CFES: French Committee for Health Education; CPG: Clinical Practice Guideline; EDB: eating disorder behaviors;
ADHD: attention deficit hyperactivity disorder; ENT: otolaryngology (ear, nose and throat); FP: family practitioner; GABHS: group A
beta-haemolytic streptococcal; GP: general practitioner; Hep B: hepatitis B; MHSIC: Manitoba Health Services Insurance Plan;

MMR: measles, mumps and rubella; n.s.: no significance, NAMCS: National Ambulatory Medical Care Survey; NHAMCS: National Hospital
Ambulatory Medical Care Survey; OCD: obsessive compulsive disorder; OR: Odds Ratio; PED: pediatrician; RD: Risk Difference;

RP/PR: Prevalence Ratio; RR: Relative Risk; RTI: respiratory tract infections; URI: upper respiratory infection; VRTI/viral RTI: viral respiratory

tract infection; X-rays: radiography.

pediatric patient contacts per week and
to dedicate more than 20 hours per week
of direct patient care. 1,036 profession-
als, who met those criteria, answered the
survey (52.5% response rate). The re-
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sponse rate varied significantly among
specialties (63.6% PEDs vs. 50.7% FPs
and 40.3 % GPs; p <0.001). FPs and GPs
categories were grouped to calculate the
RP and its 95% Cl. PEDs were more likely
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to make a cholesterol routine screening in
the general population (RP: 1.56; 95%
Cl: 1.19-2.04) and in children with a pos-
itive cardiovascular disease family history
(RP: 1.26; 95% Cl: 1.11-1.39). PEDs
screened hypercholesterolemia at an ear-
lier age when family history was positive:
4.7 years old (versus 8.7 years old for GPs
and 8.5 years old for FPs; p < 0.001). In
relation to initiate hypercholesterolemia
treatment, it cannot be estimated by spe-
cialties; overall, 70.8% of all physicians
prescribed diet and 17.4% prescribed
more physical exercising in addition to di-
et. Regarding to pharmacologic therapy,
PEDs prescribed fewer drugs than GPs
and FPs (RP: 0.65; 95% Cl: 0.48-0.89).
Regarding the screening of arterial hyper-
tension, 99% of all the physicians per-
formed it; PEDs performed it at a lower
age: 2.9 years old versus 5.4 years old
(FPs) and 6.9 years old (GPs). The differ-
ences were not statistically significant,
due to the low number of responses on
this item. Regarding hypertension treat-
ment, the method most frequently used
by the physicians was the combination of
diet and exercise (60%). A rate of 25.5%
used drugs, but there were no differences
between PEDs and FPs/GPs (RP: 0.95:
95% Cl:0.7-1.28).

Ewing's 1999 study approached the at-
titudes, in the medical office, about di-
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etetic habits and tobacco consumption.®
PEDs asked more often than FPs on di-
etetic habits (53.3% vs. 18.6%; OR in
multivariate analysis: 3.96; p < 0.05) and
were more likely to counsel about this
subject (31.5% vs. 24%; OR: 1.27; p
< 0.05). Regarding the tobacco con-
sumption, PEDs asked less about it (8.4%
vs. 58.6%; OR: 0.28; p < 0.05) and
counselled less frequently (18.7% vs.
43.5%; OR:0.29; p<0.05).

Klein et al.* published in 2001 the re-
sults of a self-reported survey mailed to
primary care physicians in three metro-
politan areas of New York (USA). The ob-
jectives were to describe the delivery of
preventive practices about the smoking
habit to adolescents (counseling, screen-
ing cessation...) and to examine the ef-
fect on it, among other characteristics, of
the physician specialty. The survey was
sent to 661 physicians who had seen 1 or
more adolescents for well care within the
past 6 months. Of the 551 eligible physi-
cians, 156 did not respond, 24 refused to
participate and 371 returned completed
surveys (67%). Respondents included
192 PEDs and 179 FPs. In the multivari-
ate regression analysis, being FP was as-
sociated with a greater probability of of-
fering an adequate tobacco cessation
counselling (beta coefficient: 13.8; 95%
Cl:9.1-18.6; p < 0.001).
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Pérez-Stable et al.”" published in 2001
the results of a self administered survey
mailed to physicians practicing in Califor-
nia (USA). The objective was to evaluate
primary care physicians in their knowl-
edge and practice of smoking cessation
counselling with patents. To be eligible,
pediatricians and family physicians had to
visit patients aged 18 years or younger,
and to practice in an ambulatory setting.
They were randomly selected from the
American Medical Association Physician
Masterfile. Of the 1,000 mailed surveys,
899 were eligible and 499 (56% re-
sponse rate) were returned and complet-
ed. The questionnaire posed queries to
physician about if they asked the parents
of children, aged 5 years or younger,
about smoking. The question “if parents
smoked regularly” was asked by 62% of
PEDs and 65% of FPs (RP: 0.95; 95% Cl:
0.83-1.09); the question "“if parents
smoked at home" was asked by 73% of
PEDs and 64% of FPs (RP: 1.14;: 95% Cl:
1.01-1.29). Referring to the smoking ces-
sation counseling to parents, 79% of
PEDs (69% of FPs) informed on passive
smoking risk to children (RP: 1.14; 95%
Cl: 1.02-1.27); PEDs were more likely to
report that they registered in the medical
record, as a medical problem for the chil-
dren, their parents smoking habit (65%
vs. 48%; RP: 1.36; 95% CI 1.16-1.6);
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77% of PEDs and 78% of FPs reported
smoking cessation counseling to parents
(RP: 0.99; 95% Cl: 0.9-1.09); PEDs com-
pared with FPs were less likely to report
referring a parent to a smoking cessation
program (30% vs. 41%; RP: 0.73; 95%
Cl: 0.58-0.94), giving pamphlets on
smoking cessation (28% vs. 40%; RP:
0.7; 95% Cl: 0.55-0.9), and asking for a
quit date (18% vs. 41%; RP: 0.44; 95%
Cl: 0.33-0.6).

Kaplan et al.” published in 2004 the re-
sults of a self-administered survey mailed
to primary care physicians practicing in
California (USA). The research team was
the same that conducted the formerly
mentioned study of Pérez-Stable.” The
objective was to compare the clinical
practice of FPs and PEDs, relating to
smoking cessation counseling in adoles-
cents, as well as to determine the per-
ceived barriers for this preventive activity
in both types of professionals.

To be eligible, the physicians had to take
care of patients under 18 years of age, to
practice in primary care 10% of their
working time, and to refer that at least
10% of their patients were children and
adolescents. The sample was randomly
selected from medical associations' reg-
istries. Of the original sample of 1,000
mailed surveys, 899 were eligible. 499
physicians (56%) returned completed



Bufiuel Alvarez JC, et al. What medical professional s the most adequate, in developed countries, to provide health care to children..

questionnaires. The sample was further
reduced to include only those physicians
that have in their practices at least a 10%
of patients aged 18 years and younger.
This resulted in a final sample of 429
physicians for this report (187 FPs and 242
PEDs). In the multivariate logistic regres-
sion model analysis, FPs reported (more
often than did it PEDs) setting a quit date
(OR:2.41;95% Cl: 1.08-5.4), scheduling
a follow-up appointment to discuss quit-
ting (OR: 3.07; 95% ClI: 1.22-7.73), and
directing the nursing staff to counsel the
patient about quitting (OR: 3.7; 95% Cl:
1.3-10.6). The authors did not found dif-
ferences in other seven aspects related to
tobacco cessation counseling.

Kolagotla et al.”* published in 2004 the
results of a self administered survey
mailed to primary care physicians practic-
ing in USA. The aims of this study were to
describe the ambulatory management of
childhood obesity by pediatricians and
family physicians, and to evaluate knowl-
edge of published recommendations and
the adherence to them. A random sample
from the registries of professional associ-
ations was selected. Respondents self-
identified as specialists, or physicians who
spent less than 8 hours, or less than 25%
of their working time in direct patient
care, were excluded. Relating to the diag-
nosis, FPs were more likely to use body
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mass index (BMI) to identify obesity than
PEDs (49% vs. 30%; p = 0.002). PEDs
were significantly more likely than FPs to
ask, in obese children, about a family his-
tory of dyslipidemia (76% vs. 62%; RP:
1.23:95% Cl: 1.01-1.51), to check blood
pressure (99% vs. 93%; RP: 1.1;95% Cl:
1.01-1.19), to perform funduscopy (62 %
vs. 35%; RP: 1.85; 95% Cl: 1.32-2.59)
and to assess for dysmorphisms (66 % vs.
33%; RP: 2.08; 95% Cl: 1.46-2.97) and
hirsutism (72% vs. 57%; RP: 1.3; 95%
Cl:1.04-1.62).

PEDs were significantly more likely to
report obtaining a dietary recall (71% vs.
56%; RP: 1.32; 95% ClI: 1.05-1.66); ob-
taining records of television viewing and
time spend playing video games (79%
vs. 54%; RP: 1.51; 95% Cl: 1.2-1.89),
and requesting, as well, information
about exercise and sports activity (98%
vs. 88%; RP: 1.16;95% Cl: 1.05-1.29).

Cook et al.** published in 2005 a study
with the objective of examining clinician-
reported diagnosis of obesity, as well as
frequency of blood pressure assessment
and diet and exercise counselling, during
ambulatory visits made by children and
adolescents in primary care offices of the
USA. Whit this purpose the authors used
the computerized registries of NAMCS
and NHAMCS conducted in the years
1997 to 2000. Visits of patients, who
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were 2 to 18 years of age, were included
and classified as having a diagnosis of
obesity and other similar diagnosis, ac-
cording to the international classification
of diseases ICD-9. There were 32,930 to-
tal visits, 281 of them (0.78%) carried
these diagnosis. Among well-child visits,
the frequency of obesity diagnosis was
0.9%. Ninety-six point eight percent
(96.8%) of well-child visits were provid-
ed by PEDs (vs. a 3.2% of FPs; RP: 8.49;
95% Cl: 2.1-34.9). In the regression lo-
gistic analysis, PEDs provided diet coun-
selling (OR: 2.5; 95% ClI: 1.6-3.9) and
exercise counselling (OR: 1.6; 95% Cl:
1.0-2.7) more frequently than FPs.
Spurrier et al.”, in a study made in Aus-
tralia, (survey mailed to family physicians
and PEDs), approached the ability to rec-
ognize overweight and obese patients us-
ing the viewing of a series of body im-
ages and a questionnaire about them, as
a tool to evaluate the criterion of the pro-
fessional in rating the size of children
("acceptable weight", “overweight” and
“obese"). The ability to rate this three sit-
uations correctly was similar (72% vs.
68%), for GPs and PEDs. The respon-
dents were 44 out of 245 FPs and all the
29 PEDs surveyed. There were statistical-
ly significant differences in management,
with PEDs performing closer to a local
Clinical Practice Guideline on obesity.
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Garg et al.* published in 2007 a study
with the objective to know and to com-
pare the self-efficacy between PEDs and
FPs in smoking cessation counselling. This
study was considered of low quality. It
was addressed in Pennsylvania (USA).
Other objective was to evaluate whether
an educational intervention, conducted
at an office visit, can increase self-efficacy
of both professionals. A convenience
sample of primary care physicians were
enrolled and received a one-time training
session, which lasted 60 to 90 minutes, in
order to improve the clinicians’ self-effi-
cacy in smoking cessation counselling. A
4-point Likert scale was used to rate the
level of self-confidence of the participants
in the ability that they had acquired to
provide this counseling. There were no
differences between PEDs and FPs (3.54
vs. 3.38 points). The comparison of other
items about post-educative intervention
showed similar self-efficacy improvement
in both professionals.

Other preventive activities

The delivery of other clinical preventive
services, besides vaccination, as well as
other health education activities, was as-
sessed in six studies. Additional informa-
tion on these services is shown in Table 8.

Lévéque et al.”” addressed a cross-sec-
tional study in France (1995), conduct-
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ing phone surveys among the three
main groups of physicians who provide
primary care to children: private practice
PEDs, well-child clinic PEDs, and GPs.
The objective of this study was to deter-
mine the level of counselling, in the sub-
ject of injury control, currently carried
out by physicians. Three hundred pri-
vate PEDs and 125 well-child clinic PEDs
were randomly selected (French Com-
mittee on Health Education-FCHE); the
sample size for GPs was not reported.
The rate of non-responders varied in all
three groups (17%, 11% and 40%, re-
spectively). It is not possible to calculate
some estimates that would allow the
comparison among the three groups,
due to the lack of general practitioners’
sample size. 97% of private practice
PEDs, and 99% of well child clinic PEDs,
answered that, providing counselling on
injury prevention, was part of their pro-
fessional duties. No GP answered this
question. Fifty-seven percent of PEDs
provided printed educational material
on injury prevention in their offices vs. a
2% of GPs.

Steckler et al.”* performed a cross-sec-
tional study implementing a survey to
PEDs and FPs working in the influence
area of three USA hospitals (New Jersey,
Portland and Washington). They don't
describe the method used for the selec-
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tion of the professionals. The objectives
of the study were to compare the timing
of orchidopexy in children with cryp-
torchidism in the three areas, as well as
determine the attitudes and beliefs of
506 PEDs and 271 FPs on cryp-
torchidism. The rate of nonresponders
was not reported. The mean age at or-
chidopexy was 4.2 years; there were no
significative differences among the three
centers. Relating to the adequate age to
perform this intervention, 30% of PEDs
(vs. a 14% of FPs) considered it to be
recommendable between 6 and 12
months of age (p < 0.05). Ten percent of
PEDs (vs. a 30% of FPs) considered wait-
ing until 3-10 years. PEDs recommended
orchidopexy at an earlier age than FPs (p
<0.05).

In the formerly mentioned study of
Ewing®, in the multivariate analysis (ref-
erence category: FP), PEDs asked less
frequently about exercise habits (OR:
0.62; p < 0.05) and also recommended
physical exercise less frequently (OR:
0.71; p < 0.05). Relating to diet habits,
PEDs asked usually about them more of-
ten than FPs (OR: 3.96; p < 0.05) and
made recommendations more frequently
(OR: 1.27; p < 0.05). FPs asked more
about smoking (OR: 0.28; p < 0.05), and
about alcohol and drugs use (OR: 0.49;
p < 0.05) than PEDs did it. PEDs were
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Table 8. Studies comparing clinical practice of pediatricians and family practitioners/general physicians
in the implementation of preventive activities in pediatric Primary Care

Author/year of  Design/quality Participants Comparison  Outcome variable Results Results
publication/ favor
country

LévéqueB, Cross-sectional study, ~ Survey addressed to PEDs  Injurycontrol % of physicians that provide 71% private practice pediatricans, ~ PED
1995, France”  survey addressedto  (425)-private practice interventions  counseling onsafetyandinjury  79% PEDs from the WCCPs (vs. 37%

professionals pediatricians, or well-child camiedoutby ~ prevention to parents of children < of the GPs)
Low quality clinic pediatricians physicians 15 yearsage
(WCCPs)- and GPs (exact % of physicians that have printed - 59% of PEDs (both types) vs. 2% of
number not specified) educational material forparents  the GPs
avaiable at their offices
StecklerRE,  Cross-sectionalstudy. 506 PEDsand 371 FPs. Opinionsonthe ~ The recommendedtimingfor ~ 30% PEDsvs. 14% FPs PED
1995, Survey addressed to managementof  orchidopexy recommended orchidopexy between
USA® professionas. cryptorchidism 6and 12 months of age (p < 0.05)
Medium/low quality 10% PEDsVvs. 30% FPs
recommended waiting unti 3o 10
years of age (p<0.05)
Ewing GB, Cross-sectionalstudy, ~ Random sample. Finalsizes:  The provision of OR PEDsvs. FPs for counseling Both
1999, survey addressed to 788PEDs, 2,117 FPs clinical and providing preventive services
USA® professionals preventive involving:
Medium quality services by - Exerdse 071(p<005)
primary - Diet 1.27 (p<0.05)
caregivers - Tobacco 029(p<005)
- Alcohol/drugs 097(p=ns)
- Family planning 062 (p<0.05)
- Road safety (seathelt) 324(p<005)
-ORFPsvs. PEDs, of measuring 0,37 (p<0.05)
blood pressure
GerardJM,  Cross-sectionalstudy, ~ Randomsample of Opinionsand ~ ORFPsvs. PEDsforproviding ~ 0.19(95% C1:0.09-0.037) PED
2000, survey addressed to physiciansin alist of affilated  practices counseling, verbally and through
USA® professionals tothe AMA: 273 PEDsand  regarding written material (poison
Medium quality 227FPs unintentional  prevention anticipatory guidance

poisoning -PPAG-)
Bocquet A, Retrospective cohort study Records froma Health Managementof  Preventive counselingagainst ~ 225.4% more PEDs than GPs PED

2005, Medium quality Insurance Fund database  severalhealth  rickets (vitamin D prophylactic
Franche-Comté about43,896 children problemsin prescription included)
(France)® children Preventive dental counseling
about cavities (induded counseling 261.7% more PEDs than GPs
about fluoride)
HorowitzAl,  Cross-sectionalstudy, ~ Questionnairescollected  Education of their RD for PEDs vs. FPsto educateon  0.6% (95% Cl:~12,5-138) Both
2006, New survey addressed to from 141 PEDsand 68 FPs  adolescent testicular cancer
England professionals patientsabout  RD ofteaching Testicular Self- ~ -3.97% (95% C1:-17.3t09.4)
(USAY* Low quality testicular cancer  Exploration (TSE)

95% Cl: 95% Confidence Interval; AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics; Acute RTI: acute
respiratory tract infection; AOM: acute otitis media; ATB: antibiotic; AVR: acute viral rhinitis; BP: blood pressure; BPD/CF: bronchopulmonary
dysplasia/cystic fibrosis; CFES: French Committee for Health Education; CPG: Clinical Practice Guideline; EDB: eating disorder behaviors;
ADHOD: attention deficit hyperactivity disorder; ENT: otolaryngology (ear, nose and throat); FP: family practitioner; GABHS: group A
beta-haemolytic streptococcal; GP: general practitioner; Hep B: hepatitis B; MHSIC: Manitoba Health Services Insurance Plan;

MMR: measles, mumps and rubella; n.s.: no significance, NAMCS: National Ambulatory Medical Care Survey; NHAMCS: National Hospital
Ambulatory Medical Care Survey; OCD: obsessive compulsive disorder; OR: Odds Ratio; PED: pediatrician; RD: Risk Difference;

RP/PR: Prevalence Ratio; RR: Relative Risk; RTI: respiratory tract infections; URI: upper respiratory infection; VRTI/viral RTI: viral respiratory
tract infection; X-rays: radiography.

more likely to report about seatbelt use ~ (OR: 1.89; p < 0.05) and provided more
(OR: 4.09; p < 0.05) and recommended  counseling (OR: 1.77; p < 0.05).

it more frequently (OR: 3.24; p < 0.05). FPs were more likely to ask about fam-
PEDs asked more about sexual activity ily planning (OR: 0.62; p < 0.05) and to
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deliver counsel in this field than PEDs
(OR: 0.68; p<0.05)

Gerard et al.”” compared the opinions
and practices of FPs with those of PEDs
regarding poison prevention. With this
purpose a self-administered question-
naire was mailed to 500 PEDs and 500
FPs of 45 states of USA, randomly select-
ed from AMA registries. Five hundred
professionals answered (227 FPs and
273 PEDs). PEDs provided more printed
material for unintentional poisoning pre-
vention than GPs: pamphlets (56.8% vs.
32.2%; RP: 1.77, 95% Cl: 1.42-2.19),
warning stickers (34.1% vs. 20.7%; OR:
1.65; 95% Cl: 1.21-2.23), posters in the
office (27.5% vs. 11.5%; RP: 2.4, 95%
Cl: 1.59-3.61) and poison control center
telephone numbers (68.5% vs. 38.3%;
RP: 1.79; 95% Cl: 1.49-2.15). The rea-
son cited for not providing poison pre-
vention anticipatory guidance was lack
of training, and this was more likely in
FPs (46.1% vs. 18.2%; p = 0.02). In the
multivariate analysis, GPs were 5.4 times
less likely to provide anticipatory guid-
ance on unintentional poison prevention
to parents than PEDs (OR: 0.19; 95% Cl:
0.09-0.37).

Bocquet et al.,”® in their already de-
scribed study, stated .that PEDs per-
formed prevention against rickets with
vitamin D more frequently than GPs
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(225% more), as well as more frequent
fluoride teeth cavities prevention
(261.7% more).

Horowitz et al.® performed a study in
New England (USA) (of low method-
ological quality) to assess the practices of
PEDs and FPs on testicular self-examina-
tion recommendation. They mailed 458
questionnaires to PEDs and FPs. Two
hundred and nine responded (45.6%),
141 PEDs and 68 FPs. There were no sig-
nificant differences between both pro-
fessionals on providing education about
testicular cancer (RD: 0.6%:; 95% ClI:
-12.5-13.8), on teaching testicular self-
examination (RD: -3.97%; 95% ClI:
-17.3%-9.4%), or on making routine
questions about testicular exploration in
adolescents (RD: 4.3%; 95% Cl: -9.8-
18.5%).

Diagnostic tests

DTen studies performed some kind of
comparison in this field of the clinical
practice. Six had a cross-sectional de-
sign®>'®2°*2” and four were cohort stud-
ies (one prospective” and three historical
cohort studies®>*). Further details of
these studies are provided in Table 9.

In the paper of Fishbane’ the perfor-
mance of both types of physicians was
compared in some issues like the number
of well-child visits made, the pathologies
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detected in them and the laboratory tests
ordered. From more than 100,000 regis-
tered visits, PEDs labeled as well-child
visits 31% of them, vs. a 18% of
MFs/GPs (p < 0.05). The diagnosis made
were similar for both types of profession-
als, although PEDs were more likely to
make additional diagnosis in the well-
child visits in all the ages groups (3-5
years: 26% vs. 0%, p < 0.01; 6-10 years:
27% vs. 0%, p < 0.05). There were no
differences between both types of physi-
cians regarding the percentage of radio-
grams ordered. When the causes of con-
sultation were fever and sore-throat,
PEDs ordered more laboratory tests
(60% in sore-throat and 40% in pres-
ence of fever).

The study of Leduc et al.” approaches
the relative competence of PEDs and
GPs in managing fever = 38 °C in chil-
dren 0-10 years of age. PEDs ordered
fewer roentgenograms than GPs (16 vs.
36; ARR: 9.9%; 95% Cl: -9.4% to
—-0.4%). In children undergoing a
roentgenogram, the probability of find-
ing some pathology was superior among
PEDs (7 out of 16 vs. 6 out of 36; RR:
2.6: 95% Cl: 1.1-6.6). PEDs ordered a
rapid strep test more frequently (28 vs.
2: RR: 18.7; 95% Cl: 4.5-76.7), and it
was positive more often if a PED ordered
it (9 out of 28 vs. 0 out of 2; RD: 32.1%;
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95% Cl: 14.8-49.4). The results of cul-
tures for pharyngeal streptococcus
proved positive in 2 out of 28 ordered by
PEDs vs. 0 out of 5 ordered by FPs/GPs
(RD:6.7%;95% Cl: =2.3%-15.6%).

In the study by Starfield,” the authors
stated that PEDs ordered more pharyn-
geal cultures for bacterial pharyngitis.
Likewise, they ordered more audiome-
tries than FPs and GPs.

In the already commented study by
Schwartz et al.,™ FPs performed anterior
rynoscopy more frequently than PEDs,
without significant difference (RP: 1.1;
95% Cl: 0.9-1.3), as well as more fre-
quent leukocyte count in mucus exten-
sion (50 out of 138 vs. 42 out of 197;
RP:1.7;95% Cl: 1.2-2.4).

In the also mentioned study by Pennie
et al.” there were no differences be-
tween FPs and PEDs in the rate of
roentgenograms ordered in “RI" (Respi-
ratory tract infections) (3%). FPs per-
formed more diagnostic tests (not speci-
fied) than PEDs: 19% vs. 13% (RR: 1.48;
95% Cl: 1.02-2.15).

In the study by Watson et al.” FPs
were significantly more likely than PEDs
to omit pneumatic otoscopy (46% vs.
25%, RP: 0.4; 95% Cl: 0.3-0.6) for the
diagnosis of AOM and less likely to per-
form microbiological testing in acute
pharyngitis (RP: 2.3,95% Cl: 1.4-3.8).
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Table 9. SStudies comparing clinical practice of pediatricians and family practitioners/general physicians
in the use of diagnostic tests in pediatric Primary Care

Author/year of
publication/
country
Fishbane M,
1981,

USA?

Leduc DG, 1982,
Montreal
(Canada)®

Starfield B, 1985,
USA’

Schwartz RH,
1997, North
Virginia (USA)®

Pennie RA,
1998, Ontario
(Canaday’

WatsonRL,
1999, Georgia
(USAy®

Finkelstein JA,
2000,
USA”

Design/quality Participants

Cross-sectional Using data from records

descriptive study registered by 80 PEDs and

Records of the National 425 GPs

Ambulatory Medical

Care Survey (NAMCS)

Medium/low qualit

Prospective cohortstudy  Children seenatthe

Medium quality emergency room by PEDs
(148) or GPs (111)

Cross-sectional study, Exam Sample of 429 PEDs, 346 FPs
of dinicalrecordsofthe ~ and 251 GPs

professional

Low quality

Cross-sectional descriptive - Random sample: PEDs (201)y Management of

study, Survey addressedto  FPs (145)
professionals
Medium quality

Retrospective cohort study, Observingvisits to PEDs
(reviewing clinical records of (1,079)and FPs (595)
5FPsoffices and 3 PEDs
offices)

Medium quality
Cross-sectional descriptive
study, survey addressed to
parents and professionals
Medium quality

Random sample: PEDs (212)
and FPs (154)

Cross-sectional descriptive
study, survey addressed to
professionals
Medium/low quality

Sample obtained from three
managed care organizations
(MCOY): PEDs and FPs (total:
407)

Comparison  Outcome variable Results Results
favor
Provision of several Orderingan X-ray examination ~ Noddifferences PED
sevicesandsome  Ordering diagnostic test facing fever PEDs: More diagnostic test
interventions orsore throat (PEDs, FPs)
Managementof  Ordering of roentgenograms,RR ~ 1.69(95% Cl:0.99-2.88) PED
childrenseenfora  PEDs vs. GPs 26(95% C1:1.1-6.6)
febrile lness Pathological X-ray, among the total  17.1% (95% C1:103-23.9)
of radiographic examinations
ordered. RR PEDs vs. GPs
Ordering arapid strep test, RD PEDs
vs.GP
Different Ordering of different diagnostic Exactfiguresnot offered, but PEDs FP
diagnosis tests (explicitly mentioned: more likely to order diagnosis test
obtained, and  throat microbiologic culture and
different care  audiometry)Ordering of different
services provided diagnostic tests (explicitly
mentioned: throat microbiologic
culture and audiometry)
Use of anterior thinoscopy No differences PED
the acute purulent - Performance of an examinationof 1.7 (95% Cl: 1.2-2.4)
hinitisin children  nasal secretions looking for white
blood cells (RP FPs vs. PEDs)
Approachingtothe Orderingrate of diagnostictests ~ 1.48(95% Cl: 1.02-2.15) PED
prescriptionof - (RRFPsvs. PEDs)
ATBs for ARIs Ordering rate of chest or sinus ns.
(acute respiratory  radiographs (RR FPs vs. PEDs)
infections)
Degree of Likelihood of omitting pneumatic 139 (95% Cl: 1.18-1.64) PED
adherenceto otoscopy in the diagnosis of AOM
recommendations  (RP FPsvs. PEDs)
from practice Likelihood of performing aspecific 2.3 (95% Cl: 14-38)
guidelinesabout  diagnostic test for GABHS infection
upperrespiratory  in pharyngttis (RP PEDs vs. MFs)
infections (URIs)
Adherencetoa  Toperform atherapeutictray with  No differences found Both
practice guideline  an Inhaled beta-adrenergic agonist

(PG) about Asthma. bronchodilator/To order several
diagnostic test (a sinus radiograph, a
chest radiograph, a skin-prick test or

animmunologic RAST test)

Torecommend daly peakflow ~ 0.30(95% C1:0.10-0.50)
measurement (OR FPs vs. PEDs)

Touse spirometry in diagnosis (OR ~ 5.90(95% Cl: 2.40-14.60)
FPsvs. PEDs)

95% Cl: 95% Confidence Interval; AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics; Acute RTI: acute
respiratory tract infection; AOM: acute otitis media; ATB: antibiotic; AVR: acute viral rhinitis; BP: blood pressure; BPD/CF: bronchopulmonary
dysplasia/cystic fibrosis; CFES: French Committee for Health Education; CPG: Clinical Practice Guideline; EDB: eating disorder behaviors;

ADHBD: attention deficit hyperactivity disorder; ENT: otolaryngology (ear, nose and throat); FP: family practitioner; GABHS: group A beta-haemolytic
streptococcal; GP: general practitioner; Hep B: hepatitis B; MHSIC: Manitoba Health Services Insurance Plan; MMR: measles, mumps and rubella;
n.s.: no significance, NAMCS: National Ambulatory Medical Care Survey; NHAMCS: National Hospital Ambulatory Medical Care Survey;

OCD: obsessive compulsive disorder; OR: Odds Ratio; PED: pediatrician; RD: Risk Difference; RP/PR: Prevalence Ratio; RR: Relative Risk;

RTI: respiratory tract infections; URI: upper respiratory infection; VRTI/viral RTI: viral respiratory tract infection; X-rays: radiography.
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Table 9. (Cont.) Studies comparing clinical practice of pediatricians and family practitioners/general
physicians in the use of diagnostic tests in pediatric Primary Care

Author/year of - Design/quality Participants Comparison
publication/
country
Boulis AK, 2002, - Cross-sectional study, Randomsampleof: PEDs ~ Management of
USA® telephone survey addressed (1,735) and FPs (1,267) several diverse
to professionals pediatric dinical
Medium quality scenarios
Bocquet A, Retrospective cohortstudy - Records of a database froma -~ Management of
2005, Medium quality regional healthinsurance fund - several medical
Franche-Comté about 43,896 children seenby  problemsin the
(France)"® the medical professionals ~ visiting children
Linder JA, 2005, Retrospective cohortstudy Asubsetof2,797records ~ Management of
USA™ High quality fromtheNAMCSandthe  children visiting
NHAMCS with a sore throat

Results Results

favor

Outcome variable

RDof orderingachestx-rayfora ~ -6.90(95% Cl:-8.8010-4.90) PED
child to rule out a suspected

pneumonia. PEDs vs. FPs

RD of ordering a sepsis workup fora 12.50(95% C1:10.00-14.30)

febrile 6-week-old infant

Number of laboratory test ordered  PEDs 16.6% less liely than GPs
Ordering of aserumiron leveltest ~ PEDs53.0% lesslikely than GPs

PED

OR forthe performance ofa
GABHS test prior to prescribingin
chidren with sore throat FPs/GPs vs.
PEDs

046(95% CI:0.32-0.66) PED

95% ClI: 95% Confidence Interval; AAFP: American Academy of Family Physicians; AAP: American Academy of Pediatrics; Acute RTI: acute
respiratory tract infection; AOM: acute otitis media; ATB: antibiotic; AVR: acute viral rhinitis; BP: blood pressure; BPD/CF: bronchopulmonary
dysplasia/cystic fibrosis; CFES: French Committee for Health Education; CPG: Clinical Practice Guideline; EDB: eating disorder behaviors;

ADHD: attention deficit hyperactivity disorder; ENT: otolaryngology (ear, nose and throat); FP: family practitioner; GABHS: group A beta-haemolytic
streptococcal; GP: general practitioner; Hep B: hepatitis B; MHSIC: Manitoba Health Services Insurance Plan; MMR: measles, mumps and rubella;
n.s.: no significance, NAMCS: National Ambulatory Medical Care Survey; NHAMCS: National Hospital Ambulatory Medical Care Survey;

OCD: obsessive compulsive disorder; OR: Odds Ratio; PED: pediatrician; RD: Risk Difference; RP/PR: Prevalence Ratio; RR: Relative Risk;

RTI: respiratory tract infections; URI: upper respiratory infection; VRTI/viral RTI: viral respiratory tract infection; X-rays: radiography.

Finkelstein et al.”” compared in 1997
the degree of adherence, according to
physician speciality, to the recommenda-
tions of the current, at that time, CPG of
reference on asthma. They found no dif-
ferences in the use of beta-2 inhaled-ag-
onists trials (OR: 0.8, 95% Cl: 0.2-3.9).
FPs were less likely than PEDs to recom-
mend daily peak flow measurement
(36% vs. 54%, OR: 0.3; 95% Cl: 0.1-
0.5) or doctor's office peak flow mea-
surement (96% vs. 68%, OR: 3.95% ClI:
0.8 to 10.8) and more likely to use
spirometry in diagnosis (40% vs. 12%,
OR: 5.9, 95% Cl: 2.4 to 14.6). There
were no differences between both
groups according to the performance of
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chest or sinus x-ray, although there was
a tendency for FPs to order them more
frequently (thorax x-ray: 38% vs. 24%,
OR:1.7,95% ClI: 0.8 to 3.5, sinus x-ray:
10% vs. 1%, OR: 5.3, 95% Cl: 0.6-44).
There were no differences in the order-
ing of prick test or RAST (FPs 8% vs. 3%
PEDs, OR: 1.2,95% Cl: 0.3-4.8).

In the survey by Boulis et al.,” the au-
thors used self-describing model patients
with clinical presentations contrived to
have multiple possible appropriate treat-
ment plans. The first vignnete was a 10-
year-old girl with a 3-day history of a
temperature of 38.6 °C, productive
cough, tachypnea, and rales at the right
base. Physicians were asked for what
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percentage of such patients would they
recommend a chest x-ray; PEDs would
recommend it for 47.7% of the patients
and FPs for 51.3% (mean percentage
difference: -3.6%, 95% Cl: -5.4 to
—1.8). The second scenario was an other-
wise healthy full-term 6-week-old infant
with a temperature of 38 °C. Physicians
were asked for what percentage of such
patients would they recommend a sepsis
workup, including at least a complete
blood cell count, sterile urine, and blood
cultures; 81.1% of PEDs compared with
66.4% of FPs would have recommended
it (mean percentage difference: 14.7%,
95% Cl: 13.2-16.1).

In the study by Bocquet et al.,’ the
PEDs wrote fewer laboratory tests pre-
scriptions (700 vs. 839, 16.6% less), in-
cluding 53% less serum iron levels re-
quests.

In Linder et al.”” Group A beta-
haemolytic streptococcal (GABHS) test-
ing was less used by non-pediatrician
medical professionals, compared to PEDs
(OR 0.46,95% Cl: 0.32-0.66).

Discussion
The results of this SR, despite the wide
variety in terms of type of design and

provenance between the included stud-
ies, show a common trend for support-
ing the presence of PEDs in primary care.
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It should be highlighted some specially
important facts: a better pattern of drug
prescription (less overall prescriptions
and better adapted to the disease being
treated, in regard to ATB prescription
and to the use of other medications like
psychotropic drugs); a more rational use
of ancillary testing (e.g. chest x-ray,
GABHS testing or oropharyngeal culture)
and more abnormal results found in the
test ordered; better and greater compli-
ance with the main primary prevention
activity (vaccination); and finally, a high-
er degree of compliance with the recom-
mendations proposed by CPGs about
diseases with high incidence and preva-
lence in children and adolescents.

The Pediatric Primary Care (PPC) is an
essential public health issue. Therefore,
the professionals chosen to perform it
out should be those most qualified and
trained to provide care to children and
adolescents. Some factors to take into
account when planning the PPC are the
characteristics of each National Health
System and the training received by the
different medical specialists in each
country. Although the characteristics,
which in origin defined the new model
of PC in Spain, converted the GP in a
cornerstone for the entire health sys-
tem, some other issues must be taken
into account. In Spain, PEDs have been
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performing their professional work,
both at hospital and in PC, prior to the
1984 Health Reform, which introduced
a new model of PC. When the reform
was carried out, PC PEDs were integrat-
ed without any problem into the new
PC teams. In Spain, therefore, the PC
PED is a well appreciated and known
professional.®’ The figure of the general
PED (PC PED or community PED) gives
the possibility to the pediatric popula-
tion to receive a specialized attention in
the primary care health level, with im-
portant health benefits, as it has been
shown in this study.

A study of Katz about PPC in the Euro-
pean Union® provides food for thought.
With the inherent methodological limita-
tions of ecological studies, the author
concluded that lower infant mortality is
found when the PC PEDs are the profes-
sionals responsible of the children care in
the community setting. Previously pub-
lished studies on this subject in the eight-
ies of the past century*> drew compar-
isons between physicians trained for
assistance to the general population (FPs
or GPs) and pediatric specialists, who at
that time only received hospital training
and worked at private consulting prac-
tices (PEDs of the years 1960-1980). Not
surprising therefore that, in general,
there were differences in drug prescrip-
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tion (such as a worse second line ATB
use by PEDs, or an excessive use of ancil-
lary testing). But it is no longer the same
today, and there are countries where
there are PEDS who work exclusively in
PC and who receive specific training to
do so. In Spain, the pediatric Speciality
Training Program includes a 3-6 months
rotation period in PPC. Moreover, most
pediatric training programs in developed
countries include aspects related to com-
munity and primary care practice.”*
Among the different aspects analyzed
by this SR, it should be stressed that the
likelihood of prescribing ATBs, in proba-
bly viral respiratory tract infections (RI),
was 1.1 to 1.8 times higher among non-
PED PC physicians, compared to PEDs.
Given the high incidence of these dis-
eases in children, this finding may have
significant impact on the pharmaceutical
budget, on the generation of antimicro-
bial resistances and also in becoming a
potential iatrogenic factor. Other publi-
cations which studied this aspect, and
that have not been included in the meta-
analysis (mostly self-completed surveys
sent to professionals), give results point-
ing in the same direction. Of note is, that
in the Bouquet et al." study, which com-
pares various aspects of clinical practice
between PEDs and FPs/GPs in France,
geographically and culturally close to
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Spain: the PEDs prescribed 25% fewer
ATBs than GPs.

Given the wide disparity in designs and
locations of origin of the different stud-
ies, it is difficult to reach any conclusion
on the use of second-line agents. Four
studies were found (three conducted in
the USA®"®"2 and one in Canada'), in
two of them there was a better use by
FPs," in one by PEDs" and not differ-
ences were found in the other one™. The
variability in the design and characteris-
tics of each country's health system
could partially explain this finding.

CPGs are systematically developing
statements to assist practitioner and pa-
tient in the decision making about ap-
propriate health care for specific clinical
circumstances®. Importantly, PEDs had
better adherence to the recommenda-
tions of CPG for the treatment of high
incidence acute conditions and high
prevalence chronic diseases: RI, AOM,
OME, fever, bronchial asthma, ADHD
and overweight-obesity. 4223303353
Compliance with properly designed, up-
dated and implemented GPCs, reduces
unjustified heterogeneity in clinical prac-
tice among professionals. Specifically,
PEDs have better compliance with AOM
CPG recommendations about prescrib-
ing ATBs in a deferred way, instead of
prescribe them immediately, as well as a
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better compliance with those other rec-
ommendations that advise to perform
pneumatic otoscopy for the diagnosis of
OME. They also refer less frequently
these patients to the otorhinolaryngolo-
gist and prescribe fewer second-line
agents and oral decongestants than GPs.
In diseases with high incidence and
prevalence, such as AOM and bronchial
asthma, PEDs refer patients to the spe-
cialized attention level less frequently.
These data suggest a higher resolution
capacity of PEDs for diseases that pose a
major economic and care burden for
health systems.

Regarding the management of various
psychiatric disorders, GPs were more
likely to prescribe SSRIs for all the dis-
eases studied. For some of them, these
drugs are not indicated at all (enuresis,
ADHD). The potential consequences of
this pattern of prescription were not
studied. In the case of ADHD, if the di-
agnosis is made correctly, it should be
expected a lack of response to SSRI med-
ication (being the first choice treatment
for this disease, when indicated, central
nervous system stimulants, specifically
methylphenidate), resulting that, conse-
quently, in harm to the child. Moreover,
adverse effects of these drugs cannot be
ruled out in children for whom they were
not indicated in any way. A high degree
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of awareness of the recommendations of
a CPG about the ADHD, and a better
compliance with them by PEDs, reduce
the possibility of inappropriate prescrip-
tions to the patients affected by this dis-
ease, for which the prevalence in our
area is estimated in the range between
5% and 8% .

The attitudes among both types of
professionals regarding immunizations
deserve special consideration. Regard-
less the design of different studies, and
whether those interviewed were doc-
tors or parents, PEDs had higher rates
of adherence with the official immu-
nization calendars. They took advan-
tage more frequently of acute illness
visits for administering vaccines, had
fewer assumptions about false hypo-
thetical contraindications for immuniza-
tion, were more likely to have a specific
section at the medical record for regis-
tering immunization information and
use more frequently systems to track
undervaccinated children and adoles-
cents. This is of paramount importance
because immunization is the most ef-
fective primary prevention activity. Ad-
equate implementation has achieved
the global eradication of smallpox and
the disappearance, in developed coun-
tries, of diseases like polio. There is
agreement among the different identi-
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fied studies that, if PEDs are responsible
for this activity, it is carried out in a
more complete way.

For other preventive activities, includ-
ed under the term "cardiovascular risk",
greater heterogeneity was found due to
the different diseases and / or different
unhealthy habits (smoking, inadequate
diet) analyzed. The FPs/GPs had gener-
ally higher diet, smoking cessation and
exercise counselling rates. Regarding the
smoking cessation counselling, PEDs
were more likely to record smoking by a
parent, as a problem for the child but,
then, they provided adequate alterna-
tives for smoking cessation less frequent-
ly than the FPs/GPs did it. PEDs were
more likely to order a cholesterol screen-
ing test when positive family history of
hypercholesterolemia was noticed. In re-
gard to overweight and obesity, PEDs,
on average, performed closer to the CPG
of reference at that time, and gave more
frequently diet and exercise counselling.
It could be concluded that FPs were
more likely to perform preventive activi-
ties in the absence of overweight and
obesity, but PEDs were more likely to de-
tect obesity/overweight when present
and to act with more determination to
solve them. This should be taken with
caution due to the wide heterogeneity
found in the studies reviewed.
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Regarding the provision of preventive
services, it could also be concluded (with
some exceptions) that there was an in-
verse relationship with age, giving that,
the younger the patients, the greater the
difference in favor of PEDs, by means of
a better performance of this type of pro-
fessional in providing more preventive
services than GPs/FPs. For example,
compared with the GPs/FPs, PEDs were
more likely to asses seatbelt use, and to
prescribe more vitamin D and dietary flu-
oride supplements for rickets and teeth
cavities prevention in small children, but
provided fewer preventive services in-
volving family planning among adoles-
cents.

Finally, among the studies that ad-
dressed the application of diagnostic
tests, and going into specifics, PEDs per-
formed fewer chest x-rays for children
with fever, and when they ordered
them, they were more likely to find
pathology than FPs/GPs. The PEDs pre-
scribed more GABHS testing, finding
proportionally more positive results than
FPs. The same happened with oropha-
ryngeal culture results. In France, Boc-
quet' observed that PEDs wrote fewer
orders for laboratory tests in children.

This SR has several limitations. Perhaps
the main one stems in the type of design
of the studies recovered, mostly cross-
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sectional and carried out using self-ad-
ministered questionnaires. A further limi-
tation is the low response rates obtained
in the surveys, a common bias in studies
with this methodology. Noteworthy is
that percentages of responders usually
were not distributed equally between
PEDs and FPs/GPs: happening in fact
that PEDs responded more often. This
may indicate a greater interest in the is-
sues raised by this letters for this type of
physicians (PED), but it may also indicate
that those FPs/GPs who did respond, al-
though they did it in a lower percentage
in relation with PEDs, could be a subset
of these professionals more interested in
pediatric and adolescent health care.
There are few analytical design studies,
and no clinical trial, comparing the clini-
cal practice of PEDs and FPs/GPs.

There is no tool to evaluate quality for
cross-sectional studies, so in this SR it has
been used for this purpose a critical ap-
praisal tool for case series studies, adapt-
ed from the OSTEBA software (Basque
Office for Health Technology Assess-
ment, Department of Health and Con-
sumer Affairs of the Basque Govern-
ment) designed for analysing the quality
of epidemiological studies (Ost FLC). We
tried to minimize this problem by the
commented adaptation. Each study was
assessed independently by two review-
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ers. Disagreements were resolved by con-
sensus. Finally, the meta-analysis results
should be taken with caution because of
the high degree of statistical heterogene-
ity (and, probably also, a high degree of
clinical heterogeneity) between the stud-
ies included (variability in clinical practice
between different countries, identifica-
tion in every study of PED as the refer-
ence category, but heterogeneity in the
definitions non-PED physician: GP, FP or
other professionals), although most stud-
ies showed a statistically significant trend
toward a higher likelihood to prescribe
non indicated ATB treatment by GPs/FPs.

An additional limitation may have
been that, in most of the included stud-
ies, the comparison between the clinical
practice of PEDs and FPs/GPs was not
the main outcome variable sought. In re-
turn, this could also be considered as
strength, because in most studies the
concern to the researchers was not to
determine what type of professional pro-
vided better clinical services to children
and adolescents. The objective of most
of the studies was to assess the manage-
ment of different health problems in pri-
mary care, by finding out how they were
addressed. It is unlikely, therefore, the
existence of conflicts of interest in favour
of one or another specialty by the au-
thors of the studies included in the re-
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view, who, besides, belonged to differ-
ent categories: PEDs, FPs/GPs and, in
many cases, public health professionals.
This scenario, with a more than possible
absence of conflicts of interest on the
part of the authors, provides more
strength to the results of this review.

No cost analysis study was identified in
the conducted search, comparing the
clinical practice between PEDs and
FPs/GPs. However, the assessed data
suggest that the health care provided by
PEDs in PC could be cost saving for those
health systems which have PEDs in their
primary care settings.

This one is the first SR that compares
clinical practice between PEDs and
FPs/GPs in PPC (Pediatric Primary Care).
As the main conclusion of this study, evi-
dence seems to show that in developed
countries, the PPC provided by PEDs,
has better rates of adherence to the es-
tablished immunization programs and
better observance of the recommenda-
tions from the CPGs of reference about
diseases of high incidence and high
prevalence, being all that this way, al-
ways in comparison with FPs/GPs. Most
of the results obtained (proper use of
medications, better compliance with rec-
ommendations of the CPGs, better fulfil-
ment of the official immunization calen-
dars and lower percentages of referrals
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to the specialist level) were studied in
outcome variables of great importance
for physicians, patients and health ser-
vice managers, since small variations in
the provision of those care services can
have enormous impact. With these find-
ings in mind, it seems to be recommend-
able to maintain the PED in the PC
teams, and to strengthen their specific
role as the children’s first contact point
with the health system.
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