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Publisher’s comment 

What is the background of the ThemenCheck report? 

Persons insured in statutory health insurance (SHI) and other interested persons can propose 
topics for the assessment of medical interventions and technologies to the Institute for Quality 
and Efficiency in Health Care (IQWiG) as part of the ThemenCheck Medizin. The assessment is 
done in the form of a comprehensive health technology assessment (HTA) report. 
Comprehensive HTA reports include an assessment of medical benefit and health economics 
as well as an investigation of ethical, social, legal, and organizational aspects of a technology. 

In a 2-stage selection procedure, which also involves members of the public, up to 5 new topics 
are selected each year from all submitted proposals. According to the legal mandate, these 
should be topics that are of particular importance for patient care [1]. IQWiG then 
commissions external teams of researchers to investigate the topics in accordance with IQWiG 
methods, and it publishes the ThemenCheck reports. 

In 2023, IQWiG commissioned a team of researchers led by the University of Freiburg to 
investigate the selected topic “T23-04: Antibiotic therapy”. The team consisted of 
methodologists experienced in preparing HTA reports, experts with expertise in investigating 
health economic, ethical, social, legal and organizational issues, and an internal medicine and 
infectious diseases specialist. 

Why is the ThemenCheck report important? 

The ThemenCheck report T23-04 deals with the duration of antibiotic treatment. The duration 
of antibiotic treatment can affect the health of the patients as well as their social participation. 
The duration of antibiotic treatment is also relevant for society as a whole in terms of 
preventing the development of resistance. The costs of antibiotic treatment, which also 
depend on its duration, affect both patients and health insurance funds. 

Antibiotics are drugs that are used to treat diseases caused by bacteria. They alleviate the 
symptoms of the disease and speed up recovery by inhibiting bacterial growth or killing 
bacteria. However, taking antibiotics can also lead to side effects such as nausea or diarrhoea 
[2]. The optimal duration of antibiotic treatment for patients improves or cures the disease 
while causing as few side effects as possible. 

The use of antibiotics can lead to resistance. To avoid resistance, antibiotics must be used 
judiciously and appropriately [2]. This also includes deciding how long an antibiotic should be 
taken. 
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The duration of antibiotic treatment is also interesting from a financial perspective, as longer-
duration antibiotic therapy may increase drug costs. However, these costs have to be 
compared with other disease costs, such as those caused by sick days or recurrence of the 
disease. 

This ThemenCheck report investigated the comparison of shorter-duration antibiotic therapy 
with longer-duration antibiotic therapy for the bacterial infectious diseases acute otitis media 
(AOM) in children and community-acquired pneumonia (CAP) in children and adults. Both 
diseases are widespread and, if left untreated, can have serious health consequences in rare 
cases, e.g. meningitis in the case of AOM, or potentially life-threatening acute cardiac 
complications in older people with CAP. Both AOM and CAP are more common in children 
than in adults [3,4]. 

Concerns of the individual proposing the topic 

The topic proposer recognizes the importance of antibiotics in the treatment of diseases, but 
suspects that antibiotics are often still used even when they are no longer necessary, for 
example because symptoms have already subsided and the patient feels healthy again. This 
potentially unnecessarily long treatment period could lead to long-term side effects such as 
the development of resistance. This gives rise to the question of whether shorter compared 
to longer-duration (conventional) antibiotic therapy leads to comparable treatment results. 

Aim of the ThemenCheck report 

To answer the question posed by the person who proposed the topic, the commissioned 
research team investigated, from the various perspectives of a ThemenCheck report, whether 
both children with AOM and children and adults with CAP can expect comparable treatment 
results from a shorter-duration antibiotic therapy. To this end, they investigated the non-
inferiority of shorter-duration antibiotic therapy in comparison with longer-duration therapy. 
“Non-inferiority” means that the shorter-duration antibiotic therapy is not worse than the 
longer-duration therapy in terms of patient-relevant outcomes, within an acceptable, clinically 
irrelevant range. Key patient-relevant outcomes are treatment success, recurrence of the 
infectious disease, and health-related quality of life. 

The researchers decided to investigate non-inferiority because there may be advantages in 
terms of resistance development or treatment adherence, treatment-associated adverse 
events (AEs) or treatment costs, even if a shorter-duration antibiotic therapy is no expected 
to have better effectiveness from a medical-biological pBoint of view. 
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Which questions were answered - and which were not? 

Benefit assessment 

With regard to both bacterial diseases, the included studies did not report any results on the 
outcome quality of life, and used different operationalizations for the outcome treatment 
success. Since the studies investigated different definitions of short and long-duration 
antibiotic therapy, the research team presented these study results separately. 

AOM 

The research team identified 12 suitable studies that investigated 7 different antibiotics 
approved in Germany (e.g. penicillin or amoxicillin) with regard to the effects of different 
treatment durations in children between 1 month and 14 years of age. The studies 
investigated 5 different comparisons of short and long-duration antibiotic treatments (e.g. 5 
versus 10 days or 2 versus 7 days). 

The results can be summarized simply: There was no hint of non-inferiority of the shorter-
duration treatment for any of the antibiotics investigated, neither for the outcome treatment 
success nor for the outcomes recurrence, AEs or mortality. However, a lacking hint of non-
inferiority cannot generally be used to conclude an inferiority of the shorter-duration 
antibiotic therapy. In 5 of the 9 studies that investigated the outcome treatment success, a 
statistically significant lower rate of treatment success was observed shortly after the end of 
treatment with a shorter treatment duration, although the disadvantage of shorter antibiotic 
treatment was no longer apparent at later recording times.  

There was a high risk of bias across outcomes and a high outcome-specific risk of bias in 11 of 
the 12 studies. Only one study and its results on the outcomes treatment success and AEs had 
a low risk of bias. The potential for publication bias was assessed as low. 

It is not possible to say whether these results can be transferred from children to adolescents 
over the age of 14, as there are neither studies with adolescents nor analyses of age-stratified 
approaches. There is also a lack of high-quality studies on the antibiotic amoxicillin, which is 
currently the first choice for antibiotic therapy in Germany. 

CAP 

Seven studies investigated the duration of amoxicillin treatment in CAP in children. The 
average age of the children included in most studies was 1 to 2 years, with the maximum age 
limit for study inclusion ranging from 5 to 10 years in most studies. The included studies 
investigated 5 different comparisons of short and long-duration antibiotic treatments (e.g. 3 
versus 5 days or 5 versus 10 days). 

The results can be summarized simply: For the outcome treatment success, there was proof 
of non-inferiority for both a treatment duration of 5 days compared with 10 days, and for a 
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treatment duration of 3 days compared with 5, 7 or 10 days. In addition, for the outcome AEs, 
a 3-day course of antibiotics was superior to a 5-day course; this did not apply to the other 
comparisons of short vs. long-duration antibiotic therapy. There was no hint of non-inferiority 
of the shorter-duration antibiotic therapy for the outcomes recurrence and mortality. 

The certainty of results was high because both the risk of bias across outcomes and the 
outcome-specific risk of bias was low in most of the studies. The potential for publication bias 
was assessed as low. 

Questions about non-inferiority with regard to other antibiotics (e.g. amoxicillin-clavulanic 
acid or doxycycline) or in older children, adolescents and adult patients cannot be answered 
directly with this ThemenCheck report, as no studies were available on these topics. 

Health economics 

In order to compare the costs of shorter-duration antibiotic treatment with those of a longer-
duration treatment, examples were calculated for 3 antibiotics independently of the 
underlying disease. Since the dosage for children under 40 kg depends on body weight, the 
costs were calculated for a 5 kg infant, a 19 kg child, a 30 kg child and a person weighing over 
40 kg, for courses of treatment of 3, 5, 7 and 10 days, respectively. The available pack sizes 
and administration forms also influenced the calculated costs. For SHI funds, the range of cost 
reduction for a 3-day antibiotic therapy compared with a 10-day antibiotic therapy was up to 
about 35 €. The research team showed in summary that the costs for all 3 age categories 
increased with longer treatment durations for the majority of the antibiotics investigated. For 
adult patients, the costs to be borne privately arise from the flat-rate co-payment of 5 € per 
pack. The number of packs required for the antibiotic treatment depends on the treatment 
duration and the pack size of the respective antibiotic. It is therefore not possible to make a 
general conclusion about the costs for patients. 

The report also presents one health economic study each on AOM and on CAP. For AOM, the 
study from the United States showed that although drug costs were reduced with a 5-day 
course of antibiotic therapy, other disease costs, such as those due to absence from work, 
increased. Overall, the disease costs for longer-duration antibiotic therapy were lower than 
for short-duration antibiotic therapy. With regard to CAP, the study from India showed that 
medical costs were reduced due to the comparable effectiveness of a shortened course of 
antibiotic treatment. Due to differences in cost regulations for disease costs in Germany 
compared with India and the United States, these results were only transferable to Germany 
to a limited extent. 

Further aspects  

In ethical terms, the autonomy of the patients plays a special role: The patient population 
affected mostly includes children and older adults, whose freedom of choice may be limited. 
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This autonomy can also be influenced by social interests. With regard to autonomy and the 
social aspect of societal acceptance of shorter antibiotic therapy, the research team concluded 
that comprehensive and age-appropriate information was important. From an organizational 
perspective, acceptance of the duration of antibiotic treatment could also be increased 
through uniform professional standards based on evidence-based findings on the duration of 
treatment, the researchers added. From a legal perspective, when prescribing a shortened 
course of antibiotic therapy that deviates from the professional standard for the prescribed 
drug, doctors are required to weigh up the individual circumstances and provide detailed 
information. The investigation of environmental and climate aspects showed that shorter-
duration antibiotic therapy with adapted pack sizes may lead to lower CO2 emissions and 
environmental pollution. 

Summarized conclusion from IQWiG’s perspective 

It is not possible to make a general conclusion about a shortened duration of treatment. Even 
for the diseases investigated in the ThemenCheck report, the picture is not clear: 

In children with CAP, it can be safely derived from studies of sufficient quality that a 3-day 
course of antibiotic therapy with amoxicillin is not inferior to a 5-day course. The results 
support a shorter course of therapy for CAP. 

With a predominantly insufficient evidence base, there are heterogeneous results in children 
with AOM: Non-inferiority could not be demonstrated for any of the outcomes investigated. 
This result does not mean that shorter-duration therapy is inferior, but only that it cannot be 
said with certainty whether it is equivalent. Further studies with a low risk of bias, including 
on the antibiotic amoxicillin, would be necessary for the benefit assessment in AOM. Given 
the uncertainty in the results, the choice of treatment regimen for AOM requires shared 
decision-making, in which not only individual factors (e.g. adverse effects, treatment 
adherence, treatment success) but also public health aspects may play a role: 

Shorter-duration antibiotic therapy is environmentally and resource-friendly as well as 
ethically, legally and socially acceptable. In particular, the principle of antibiotic stewardship, 
which aims to minimize the risk of resistance, could be an argument in favour of shorter 
therapy.  

At the same time, questions remain: What is the optimal duration of treatment for other 
antibiotics, age groups and therapeutic indications from the perspective of the benefit 
assessment and health economic evaluation? Which shorter-duration antibiotic therapy is 
most suitable? With regard to this last question, the ongoing study from Australia identified 
in the ThemenCheck report, which compares treatment with amoxicillin over 2, 3, 4 and 5 
days in children with CAP, could provide results and insights. 
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ThemenCheck key statements 

Research question of the ThemenCheck report 

The aims of this investigation are 

 the benefit assessment of shorter-duration compared to longer-duration (conventional) 
treatment with oral antibiotics in children with AOM and children and adults with CAP,  

 the determination of costs (intervention costs) and the assessment of cost effectiveness, 
and 

 a review of ethical, social, legal, and organizational as well as environmental and climate 
aspects associated with the medical intervention. 

Conclusion of the ThemenCheck report 

To summarize, it can be said that the costs increase notably with longer treatment with the 
difference varying depending on body weight, drug, dosage form and available pack sizes. For 
the paediatric antibiotic Amoxicillin Oral Suspension, there is no difference in cost from an SHI 
perspective for the treatment of a child weighing 5 kg due to the available pack size of 100 
mL. For both 3 and 10 days of treatment, this amounts to exactly the cost of one pack (€10.17). 
For a child weighing 19 kg, the costs for the SHI funds increase by €20.34 from €20.34 for 3 
days (2 bottles) to €40.68 for 10 days (4 bottles). Cefpodoxime shows similar increases in the 
paediatric setting: For a child weighing 5 kg, the cost for both 3 days and 10 days of treatment 
is €14.79 for the smallest available pack size of 50 mL. For a child weighing 19 kg, the costs 
from an SHI perspective would amount to €19.02 for a 100 mL pack for 3 days of treatment, 
and to €25.27 for a 200 mL pack for 10 days of treatment. This corresponds to a difference of 
€ 6.25. The cost of treatment of a child weighing 30 kg with the selected product for 
amoxicillin/clavulanic acid showed no difference in cost (€21.74), as one pack of 10 film-
coated tablets is sufficient for both 3 days and 10 days of treatment. 

From an SHI perspective, the difference in costs between a 3-day and a 10-day treatment with 
amoxicillin for adult patients corresponds to €20.68 (amoxicillin oral suspension) and €5.92 
(Amoxicillin AL 1000). The cost of cefpodoxime film-coated tablets increases by €19.42, i.e. by 
1 pack of 10 film-coated tablets. Amoxicillin/clavulanic acid shows the highest difference of 
€34.71, with costs of €21.74 (3 days, 1 pack of 10 film-coated tablets) and €56.45 (10 days, 1 
pack of 10 film-coated tablets and 1 pack of 20 film-coated tablets). 
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ThemenCheck Overview 

1 Background 

1.1 Health policy background and commission 

According to §139b (5) of Social Code Book V, Statutory Health Insurance (SHI) (SGB V), SHI 
*members, and other interested people may suggest topics for the scientific assessment of 
medical interventions and technologies to the Institute for Quality and Efficiency in Health 
Care (IQWiG). The topics for these ThemenCheck reports can be submitted on the IQWiG 
website.  

ThemenCheck Medizin aims to promote the involvement of the public in evidence-based 
medicine and answer questions which are particularly relevant in patient care.  

Once a year, IQWiG, in collaboration with patient representatives and members of the public, 
selects up to 5 topics on which ThemenCheck reports are to be prepared. IQWiG then 
commissions external experts to investigate the research question. The results prepared by 
the external experts are published together with a publisher’s comment by IQWiG . 

IQWiG forwards ThemenCheck reports to German institutions, for instance those deciding 
about health care services and structures. The ThemenCheck report is made available to the 
professional community through the IQWiG website (www.iqwig.de). In addition, a lay 
summary of the results is published under the title “ThemenCheck compact: The most 
important points clearly explained”. 

1.2 Medical background 

1.2.1 Controversy: Duration of antibiotic therapy 

The use of antibiotics is always associated with the risk of resistance developing. In order to 
reduce this risk, many physicians practising infectious disease medicine assumed that 
sufficiently long treatment was necessary - even if the patient's symptoms had already 
subsided [5]. Many scientists are now propagating the "shorter is better" approach. For 
example, a publication which appeared in the specialist journal "JAMA Internal Medicine" as 
early as in 2016 pointed out that extensive antibiotic therapy does not prevent the 
development and spread of resistance in most cases [6]. Any single administration of 
antibiotics can induce resistance [7], so any omitted dose of antibiotics can potentially reduce 
the resistance pressure. It is therefore not essential to continue treatment after the symptoms 
have subsided. One year later - in 2017 - the "British Medical Journal" also called for a general 
revision of the recommendations on the duration of antibiotic therapy [8]. Besides the risk of 
resistance development, these calls were also made against the background that a shorter 
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antibiotic therapy duration decreases the risk of treatment-associated adverse effects (e.g. 
intestinal infections). In the meantime, a large number of randomized controlled trials (RCTs) 
have compared shorter with longer-duration (conventional) antibiotic therapy for various 
infectious diseases [9-11].  

Given the widespread prevalence of bacterial infectious diseases such as AOM (AOM; see 
Section 1.2.2) and pneumonia acquired on an outpatient basis (community-acquired 
pneumonia [CAP]; see Section 1.2.3), which can be associated with serious health 
consequences, adequate treatment is of major importance both for those affected and for 
public health. The planned ThemenCheck report will therefore investigate whether a shorter 
antibiotic therapy is equally effective compared to a longer, conventional therapy duration for 
the frequently occurring infectious diseases mentioned above and whether it potentially 
minimizes the risk of adverse effects and the development of antibiotic resistance. 

1.2.2 AOM  

Aetiology 

AOM is an acute inflammatory disease of the middle ear with particular involvement of the 
tympanic cavity, which often occurs in the context of an upper respiratory tract infection [12]. 
Because the auditory tube (the tube that connects the tympanic cavity with the nasopharynx) 
is shorter and more horizontal in children, pathogens can more easily penetrate the middle 
ear and cause an infection as a result of rhinitis (cold) or tonsillopharyngitis (throat 
inflammation, often with a sore throat) when the mucous membranes swell and drainage is 
impaired. In addition, the mucous membrane of the nasopharynx swollen in the course of the 
infection impairs ventilation of the middle ear with negative pressure, thus promoting the 
spread of pathogens into the middle ear. 

Depending on the detection method, bacteria can be isolated in up to 900 out of 1000 patients 
during the course of AOM [13]. The most common bacterial pathogens causing AOM are 
Streptococcus pneumoniae (pneumococci) and Haemophilus influenzae, followed by 
Moraxella catarrhalis [14].  

Epidemiology 

In total, around 709 million cases of AOM occur worldwide every year [15,16]. Half of these 
infections affect children under the age of 5. In Germany, the prevalence in children in the 
first year of life is around 200 out of 1000 children, in the second and third year of life around 
300 out of 1000 and in children up to the age of 6 around 600 out of 1000 [17,18]. AOM is 
therefore also one of the most common reasons for visits to the doctor and antibiotic 
prescriptions in childhood [19,20].  
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Clinical symptoms and diagnosis 

The cardinal symptoms of AOM are acute onset earache (usually unilateral) in conjunction 
with a reduced general health (including fever) and hearing impairment. A compulsion to 
reach for the ear is frequently observed in infants, but this alone is not specific [21]. For 
example, only 100 out of 1000 of all children with such compulsion suffer from AOM [22]. In 
older children and adolescents, earache, headache and hearing impairment in the affected 
ear are usually more definite symptoms [23]. The following criteria are required to make a 
diagnosis of AOM [24,25]:  

 acute onset of symptoms with fever, restlessness and reduced general health  

 otalgia (earache) and reddening of the eardrum 

 otoscopically (with otoscopy) proven tympanic effusion and protrusion of the eardrum 
(possibly mirroring, blistering, occurrence of otorrhoea [ear discharge]) 

It should also be noted that the acute occurrence of clinical symptoms (such as earache, 
otorrhoea, fever) and/or reddening of the eardrum supports the diagnosis of AOM, but is not 
sufficient in itself [21,26]. The diagnosis of AOM should only be made if a tympanic effusion is 
also present.  

Similar diagnostic criteria are also recommended by international guidelines, such as the 
American Academy of Pediatrics (AAP) guideline [27].  

Therapy 

Since respiratory viruses are the main cause in the initial phase of AOM, it is recommended 
that earache in otherwise healthy children be treated initially with standard analgesics 
(paracetamol or ibuprofen) [27]. In addition, decongestant nasal drops can be used in the case 
of rhinosinusitis (cold). Direct administration of antibiotics should take place in the following 
cases [25,28]: 

 age: < 6 months 

 age: < second year of life with bilateral AOM with fever (with/without otorrhoea) or no 
improvement in symptoms after 24 hours  

 AOM with moderate to severe earache or temperature ≥ 39.0 °C 

 severe or protracted course (48 to 72 hours after symptom onset) 

 persistent, purulent otorrhoea  

 in the presence of risk factors (e.g. otogenic complication, immunodeficiency, Down's 
syndrome, cleft lip and palate, cochlear implant wearer, influenza)  

 no improvement in symptoms within 48 hours of first medical consultation  
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 follow-up within the first 3 days not possible with certainty 

The antibiotic of first choice is amoxicillin at a dose of 50 mg/kg per day in 3 single doses [27]. 
Cefuroxime or cefpodoxime can be prescribed if a patient is allergic to penicillin [22]. A 
treatment period of 10 days is recommended for children up to and including the age of 2 and 
for children with serious illnesses (no age limit). For 3 to 6-year-olds, the recommended 
treatment duration is 7 days, and for children from the age of 6 it is between 5 and 7 days 
[27,29]. However, the recommended treatment duration varies around the world. Moreover, 
antibiotic therapy is often not prescribed [30]. 

Disease burden 

The spontaneous recovery rate for AOM is high and complications are rare. Complications are 
categorized as extracranial (outside the skull, e.g. mastoiditis) and intracranial (inside the skull, 
e.g. otogenic meningitis). In addition, the hearing loss associated with AOM can lead to 
behavioural changes and delays in communication [28]. The illness can also lead to missed 
days at school or day care, which can have an impact on the child's education and social 
interaction. In addition, parents whose children are frequently affected by AOM could be 
additionally burdened by numerous visits to the doctor [31].  

1.2.3 CAP 

Aetiology 

Pneumonia (lung inflammation) is an infectious inflammation of the lung parenchyma (lung 
tissue, functional component of the lungs responsible for gas exchange between the air we 
breathe and the blood) caused by viral or bacterial pathogens or fungi [32]. Due to the 
consequences for the diagnostic and therapeutic procedure, a distinction is made between 
CAP and hospital-acquired pneumonia (HAP). The decisive factor for CAP is that the symptoms 
begin outside of a hospital stay or (due to the incubation period) within 48 hours of admission 
to hospital [33,34]. In addition to a generally increased susceptibility to infections, which can 
also be expressed in a reduced antibody response after pneumococcal vaccination, 
polymorbidity in old age and the restricted functional status of many senior citizens play an 
important role [32].  

The CAP pathogen spectrum in Central Europe has remained relatively constant over the last 
few decades. The most frequently identified pathogens (disease-causing bacteria) in CAP are 
Streptococcus pneumoniae (pneumococci), Haemophilus influenzae, atypical bacteria (e.g. 
mycoplasma) and viruses (including respiratory syncytial virus [RS virus] and influenza [flu] A 
and B viruses) [35]. Differentiating between bacterial and viral CAP is a challenge, as even the 
detection of a virus does not rule out a simultaneous infection with bacteria [34]. 
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Epidemiology 

CAP is a common infectious disease in Western industrialized countries and is associated with 
the highest mortality rate of all infectious diseases [36]. It occurs mainly in children up to the 
age of 10 and in older adults between the ages of 60 and 90 [37]. In Germany, around 500,000 
cases of CAP occur each year, with the incidence increasing with advancing age [38]. In 2019, 
255,000 patients were hospitalized with CAP, of which 130 out of every 1,000 patients died 
during their hospital stay [36]. In comparison, the mortality rate for patients who do not show 
a severe disease progression is less than 10 out of 1000 patients [38]. According to the World 
Health Organization (WHO), if only children under the age of 5 are considered, around 200 
out of every 1000 deaths in this age group worldwide are due to a lower respiratory tract 
infection (90% of which are due to pneumonia) [34]. Children from resource-poor countries 
are the most affected. In Central and Northern Europe, 3 out of 1000 children aged 0 to 16 
years suffer from pneumonia every year [39-41]. Even though the prognosis for children with 
CAP is comparatively good in Western countries [35], CAP is a common reason for outpatient 
presentations and antibiotic therapy [42]. 

Clinical symptoms and diagnosis 

The symptoms of pneumonia can vary depending on the age of the patient and are often non-
specific. The diagnosis of pneumonia is primarily made clinically. Diagnostic criteria according 
to corresponding S3 guidelines are [33,34]: 

 General symptoms such as fever (may be absent in older patients) 

 respiratory symptoms such as cough, but also tachypnoea (accelerated breathing), 
dyspnoea (shortness of breath) and respiratory chest pain with pleural involvement 
(involvement of the visceral pleura) 

 neurological symptoms such as disorientation, especially in older patients  

The diagnosis is confirmed by new or progressive X-ray infiltrates. If it is in practice not possible 
to perform the X-ray examination, clear focal auscultation findings, which are characterized 
by abnormal breathing noises in the form of fine-bubble rales, can be considered equivalent. 
An X-ray examination can then initially be omitted. The essential aim of the clinical diagnosis 
is to differentiate CAP from the much more common acute bronchitis: only around 50 out of 
1000 patients with respiratory symptoms suggesting a lower respiratory tract infection were 
diagnosed with CAP in practice [32]. This distinction is important because, unlike CAP, acute 
bronchitis should not be treated with antibiotics. In addition, the diagnosis of CAP requires 
increased monitoring. 
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Therapy 

The symptoms of patients with CAP are alleviated with supportive measures. These include 
the administration of sufficient fluids, antipyretics, analgesics and possibly oxygen [33,34]. In 
addition, in most cases antibiotics are used,  usually without detection of the pathogen [43]. 
Current national and international guidelines uniformly recommend amoxicillin as the 
antibiotic of first choice for both children and adults [33,34,44]. If an atypical pathogen cannot 
be ruled out as the cause, a macrolide (e.g. azithromycin or clarithromycin) can be used. If 
there is a penicillin allergy or intolerance, macrolides (preferably in children) or 
fluoroquinolones, e.g. moxifloxacin or levofloxacin are recommended. antibiotic therapy for 
CAP is administered orally for 5 to 7 days in patients with no previous illness [45]. However, 
the recommendations on treatment duration are not consistent, even if there has been a 
general trend towards shorter treatment durations in recent years.  

Disease burden 

CAP contributes significantly to incapacity for work, especially in younger people [46-48]. 
Older and multimorbid patients often have to be hospitalized due to hypoxaemia (oxygen 
deficiency) and there is a risk of life-threatening acute cardiac complications [49,50].  

1.3 Health care situation 

1.3.1 AOM  

AOM is one of the most common illnesses that paediatricians are confronted with. Although 
the spontaneous recovery rate is high, there is a concern of serious complications. A total of 
900 out of 1000 drug prescriptions in the first and second year of life are based on an AOM 
diagnosis. The direct treatment costs alone amount to over 50 million euros per year in 
Germany [51].  

Although the disease and its treatment have been investigated in a large number of studies, 
the therapeutic approach in the care of patients appears to be inconsistent with regard to the 
duration of antibiotic therapy, if this is necessary.  

1.3.2 CAP  

The need for care for respiratory diseases is subject to seasonal fluctuations [52]. In 2015, 12 
out of 100 of all deaths in Germany were due to respiratory diseases (International 
Classification of Diseases [ICD]-10: J00-J99 including C33-C34)  [53]. In Europe, the total annual 
cost of pneumonia is estimated at €10.1 billion [46]. Costs caused solely by the diagnosis of 
CAP could not be identified for Germany. 

General practitioners play a key role in CAP. Assuming that the ratio between treated 
outpatients and inpatients with CAP is 2:1, over 500,000 CAP diagnoses are to be expected in 
Germany every year [36,38,47]. 
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Children with non-severe CAP can be treated as outpatients if their medical care is assured, 
the caregivers have been instructed on treatment measures and informed about possible 
warning signs (treatment failure and complications) [34]. In addition, caregivers should be 
asked to re-present at short notice if the patient's general condition has not improved or has 
even deteriorated within 48 hours. In this case, the patient’s admission to hospital should be 
considered.  

Older patients (≥ 65 years) have a higher risk of mortality, but older age is not sufficient as the 
sole criterion for hospitalization. Further criteria, including (i) hypoxaemia, (ii) unstable 
comorbidities, (iii) complications (e.g. pleural effusion) and (iv) social factors (e.g. lack of home 
care) that may require hospitalization must therefore also be taken into account  [33,34]. 

1.4 Concerns of the individual proposing the topic 

The topic proposer recognizes the importance of antibiotics in the treatment of diseases, but 
suspects that antibiotics are often still used even when they are no longer necessary, for 
example because symptoms have already subsided and the patient feels healthy again. This 
potentially unnecessarily long treatment period could lead to long-term side effects such as 
the development of resistance. This gives rise to the question of whether shorter compared 
to longer-duration (conventional) antibiotic therapy leads to comparable treatment results.  

The ThemenCheck Medizin staff at IQWiG developed a Health Technology Assessment (HTA) 
research question on the basis of this suggestion. 
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2 Research questions 

The aims of this investigation are to 

 the benefit assessment of a shorter compared to a longer (conventional) treatment 
period with oral antibiotics in children with AOM and children and adults with CAP,  

 the determination of costs (intervention costs) and the assessment of cost effectiveness, 
and 

 a review of ethical, social, legal, and organizational as well as environmental and climate 
aspects associated with the medical intervention. 

 



Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 26 

3 Methods 

3.1 Methods – benefit assessment 

The target population of the benefit assessment consisted of patients with either AOM or CAP. 
Only studies in which children (up to the age of 18) were treated with antibiotics were 
considered for the indication AOM. Both children and adults (without age restrictions) were 
considered for the indication CAP. The intervention to be tested was treatment with oral 
antibiotics for shorter treatment periods. Administration of oral antibiotics with a longer 
(conventional) treatment duration was used as a comparator intervention. The comparator 
intervention had to be identical to the experimental intervention except for the duration of 
intake. Only antibiotics approved in Germany were considered.  

The following patient-relevant outcomes were taken into account for the assessment: 

 treatment success 

 recurrence of the infectious disease 

 mortality 

 AEs (including hospitalization) 

 health-related quality of life 

Microbiological outcomes (microbiological cure rate/eradication, evidence of antibiotic 
resistance/evidence of multi-resistant pathogens) and treatment adherence were also 
considered. However, non-inferiority or superiority cannot be determined on the basis of 
these outcomes alone. 

Only RCTs were included in the benefit assessment. There were no restrictions regarding the 
study duration.  

Parallel to the preparation of the ThemenCheck report protocol, a systematic search for 
systematic reviews was carried out in the MEDLINE database (also includes the Cochrane 
Database of Systematic Reviews) and the HTA Database. An exploratory search was also 
carried out on the websites of the National Institute for Health and Care Excellence (NICE) and 
the Agency for Healthcare Research and Quality (AHRQ). 

It was ascertained whether at least one high-quality, current systematic review existed whose 
information retrieval was a suitable basis for the assessment (hereinafter: basic SR).  

If such a basic SR had been available, a supplementary search for studies covering the period 
not covered by the basic SR would have been carried out in a second step. As no basic SR could 
be identified, the search for studies was conducted without restricting the time period. 
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A systematic literature search for studies was conducted in the following databases: MEDLINE, 
Embase, and the Cochrane Central Register of Controlled Trials.  

The following sources of information and search techniques were additionally used: trial 
registries and the review of reference lists. 

Relevant studies were selected by 2 persons independently from one another. Any 
discrepancies were resolved by discussion between them. Data were extracted into 
standardized tables. To assess the qualitative certainty of results, risk of bias criteria across 
outcomes and outcome-specific risk of bias criteria were assessed, and the risk of bias was 
rated as high or low in each case. The results of the individual studies were described 
according to outcomes. 

In addition to comparing the results of the individual studies, meta-analyses (separated by 
infectious disease and antibiotics (groups) used) and sensitivity analyses were conducted and 
effect modifiers were investigated, provided that the methodological prerequisites had been 
met.  

With regard to the clinical outcomes treatment success, recurrence of infection, mortality and 
AEs caused by the disease (e.g. hospitalization), it is not to be expected from a medical-
biological perspective that a shorter-duration antibiotic therapy will be more effective. Due to 
possible advantages in terms of resistance development, treatment adherence or treatment-
associated AEs or regarding treatment costs, even non-inferiority of shorter-duration 
antibiotic therapy can therefore mean an individual and social advantage for the outcomes 
mentioned [9,54]. With regard to these outcomes, the inferiority of the shortened treatment 
period must be at most acceptable and clinically irrelevant compared to the longer antibiotic 
therapy duration [55]. The non-inferiority of shorter compared to longer-duration antibiotic 
therapy was therefore investigated using a predefined threshold (non-inferiority threshold), 
which is generally defined according to clinical and statistical criteria [55,56]. 

The guidelines of the European Medicines Agency (EMA) on the assessment of medical devices 
for the treatment of bacterial infections for AOM [57] and CAP [58] recommend 10% 
deviations as non-inferiority boundaries for the treatment result for both pathologies. Based 
on these recommendations, a maximum worse effectiveness of 10% was considered clinically 
acceptable for all outcomes in this ThemenCheck report. Therefore, the non-inferiority 
boundaries of the relative risk (RR) were set at 0.9 (positive event) and 1.1 (negative event). 
Accordingly, non-inferiority can only be assumed if the (pooled) 95% confidence interval (CI) 
is completely above an RR of 0.9 (positive event) or below an RR of 1.1 (negative event). If the 
95% CI is completely below an RR of 0.9 (positive event) or above an RR of 1.1 (negative event) 
or intersects the non-inferiority boundary, i.e. is partly above and partly below the non-
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inferiority boundary, no non-inferiority can be assumed regardless of the position of the effect 
estimator.  

In case of several analysis dates, the EMA's guideline stipulated that the primarily considered 
analysis point was 5 to 10 days after the end of treatment for CAP and 1 to 2 days after the 
end of treatment (and possibly 14 to 21 days after the start of treatment) for AOM [57]. 

For each outcome, a conclusion was drawn on the evidence base for non-inferiority, with 4 
levels of certainty of conclusions: There was either proof (highest certainty of conclusions), 
indication (moderate certainty of conclusions), hint (lowest certainty of conclusions), or none 
of the above. The latter was the case if either no data were available or the available data did 
not allow any of the other 3 conclusions to be drawn. In this case, the conclusion “There is no 
hint of non-inferiority” was drawn. 

In addition, a test for superiority of the shorter-duration antibiotic therapy compared with the 
longer-duration antibiotic therapy was conducted for the outcome "AEs" in the event of non-
inferiority. Supplementary outcomes were only reported as descriptive information.  

Finally, the results were assessed across outcomes. 

3.2 Methods – health economic assessment 

To calculate intervention costs, the average resources directly required for the application of 
the experimental and comparator intervention were estimated. For this purpose, in addition 
to the experimental and comparator interventions, the services additionally associated with 
the intervention were taken into account. If the experimental or comparator intervention 
consisted of several services, all components were presented. For the services provided, 
wherever possible, the relevant regulated or negotiated prices were applied, e.g. from the 
database of the Information Centre for Specialized Medicines (Informationsstelle für 
Arzneispezialitäten, IFA), the German Uniform Assessment Standard (Einheitlicher 
Bewertungsmaßstab, EBM), the Diagnosis-Related Groups (DRG) catalogue or similar suitable 
listings from the pension insurance or the Federal Statistical Office. Where necessary, 
alternative approaches for determining the intervention costs were presented transparently. 
Reimbursable and non-reimbursable costs as well as copayments were listed separately. 

The systematic review of health economic studies included comparative studies drawing 
conclusions on cost effectiveness [59], i.e. cost–effectiveness analyses, efficacy analyses, cost-
utility analyses, or cost-benefit analyses (in the narrower sense). Both health economic 
analyses from clinical studies and health economic modelling were included [60]. If no such 
study types had been identified in the search, comparative health economic studies drawing 
conclusions on the cost of the experimental intervention and the comparator intervention, 
i.e. cost-cost analyses, would have been included. 
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The publication had to be in German or English. 

The systematic review  of health economic studies was not limited to studies from a specific 
health system or country. 

 For the assessment of health economic aspects, a systematic search was conducted in 
the form of a focussed information retrieval in the MEDLINE and Embase databases as 
well as the HTA Database. Moreover, the reference lists of identified systematic reviews 
were screened.  

The citations identified by the search were selected by one person based on the inclusion 
criteria. A second person assured the quality of the result.  

All information necessary for the assessment was extracted from the documents on the 
included publications into standardized tables. 

The assessment of the reporting quality of the health economic studies considered was based 
on the criteria of the Consolidated Health Economic Evaluation Reporting Standards 2022 
(CHEERS 2022 statement) [61]. 

The assessment of the transferability of the results was based on the criteria of the European 
network for Health Technology Assessment (EUnetHTA) HTA adaptation toolkit [62]. 

Health economic studies were considered which drew conclusions on the cost effectiveness 
of the technology versus the comparator intervention.  

The results of the cost-effectiveness reported in the studies and the costs reported in the 
studies, and the authors' conclusions were described comparatively. In doing so, quality 
aspects of the presented studies and their transferability to the German health care system 
were discussed in particular. 

3.3 Methods – ethical aspects 

For the information retrieval, an exploratory search was conducted in Ethics in Medicine 
(ETHMED), Philosopher's Index, MEDLINE and Google Scholar (search strategy in Section A10.3 
in Appendix B) and the results of the benefit assessment, the health economic assessment, 
the assessment of social and legal aspects as well as the protocol documenting the discussion 
with the surveyed patients were examined for ethical arguments. 

The documents were checked by one person. A second person assured the quality of the 
result. 



Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 30 

“Reflective thoughts” [63], i.e. reflections on possible ethical arguments and aspects based on 
the knowledge of the report authors were used as an additional source of information. 

During the preparation of information on ethical aspects, social and moral norms and values 
related to the technology of the ThemenCheck report were analysed. Information processing 
on ethical aspects was based on Marckmann (2015) [64]. The results were presented in tabular 
form. 

3.4 Methods - social, legal and organizational aspects as well as environmental and 
climate aspects 

For the examination of social, legal and organizational aspects as well as environmental and 
climate aspects, exploratory searches were conducted in various sources of information listed 
(search strategies in Section A10.3 of Appendix B) and other documents cited were examined 
for possible social, legal and/or organizational arguments as well as environmental and 
climate aspects: 

 Social aspects: the MEDLINE database; interest-based sources of information (e.g. 
websites of interest groups); studies included in the benefit assessment; studies 
included in the health economic assessment; the protocol documenting the discussion 
with the surveyed patients 

 Legal aspects: laws, regulations or directives including commentary literature using the 
JURIS and beck-online databases 

 Organizational aspects: the databases MEDLINE, Google Scholar, AWMF guideline 
database; studies included in the benefit assessment; studies included in the health 
economic assessment; studies included in the assessment of ethical or social aspects; 
the protocol for documenting the discussion with the surveyed patients 

 Environmental and climate aspects: the databases MEDLINE, Google Scholar, AWMF 
guideline database, HealthcareLCA database; the protocol documenting the discussion 
with the surveyed patients 

The documents were checked by one person. A second person assured the quality of the 
result. 

“Reflective thoughts” [63], i.e. reflections on possible social or organizational arguments 
aspects as well as environmental and climate aspects based on the knowledge of the report 
authors were used as an additional source of information. 

All arguments and aspects necessary for information processing were extracted into tables. 
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Social aspects 

Social and sociocultural aspects in the ThemenCheck report address the reciprocal 
interactions between the examination or treatment method and the social environment (e.g. 
distribution of resources in a society, access to technologies, patient preferences, social 
norms, and values).  

The information processing on social aspects was based on the comprehensive conceptional 
framework proposed by Mozygemba in 2016 [65]. 

Legal aspects 

Legal aspects discussed in the ThemenCheck report relate, firstly, to the legal framework in 
which the examination or treatment method and its assessment are embedded (e.g. 
marketing authorization, reimbursement status), and, secondly, to legal aspects associated 
with the implementation and use of the healthcare technology (e.g. autonomy of patients). 
Technology-related legal aspects are distinguished from patient-related ones.  

The information processing on legal aspects is based on the guideline for the identification of 
legal aspects developed by Brönneke 2016 [66].  

Organizational aspects 

Organizational aspects comprise the interactions resulting from an examination or treatment 
method on the organization of care. 

The information processing of organizational aspects followed the grid template proposed by 
Perleth 2014 [67] for the assessment of the organizational consequences of examination and 
treatment methods. 

Environmental and climate aspects 

Environmental and climate aspects include the impact that health technologies have on the 
environment, for example due to Co2 emissions during production and transport, due to toxic 
substances (especially during the manufacturing process) or due to waste (e.g. when disposing 
of the product or packaging materials). In addition, the development of antibiotic resistance 
can have an impact on the environment, for example through the transfer of resistant bacteria 
via human faeces. 

The information processing included a descriptive presentation of possible environmental and 
climate aspects  

 on greenhouse gas emissions (e.g. during production, use and disposal, during 
transport), 

 on toxic substances (e.g. metabolic byproducts), 
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 on waste management (e.g. recyclability, amount of waste, improper disposal of drugs)  

as well as, if applicable, on other aspects (e.g. antibiotic resistance). 

3.5 Interviews with affected people 

Five patients were involved in order to gain an impression of how patients (or their relatives) 
experience the disease, the treatment experiences they have had, and what they would like 
from treatment. 

A total of 2 patients (one adult and one adolescent) were surveyed in a one-on-one interview 
using an interview guide. The impressions and experiences reported by the patients were used 
for the preparation of the report (especially for the definition of patient-relevant outcomes, 
but also for the ethical, social, legal, and organizational aspects). 
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4 Results: Benefit assessment 

4.1 Results of the comprehensive information retrieval 

No systematic reviews were rated as being current and of high quality, and none were taken 
into account as a basic systematic review for the identification of primary studies.  

Information retrieval from bibliographical databases, trial registries and other search 
techniques yielded a total of 19 RCTs (22 publications) that were relevant to the research 
questions and met the inclusion criteria. Of these, 12 studies (12 publications) related to the 
indication AOM and 7 studies (10 publications) to the indication CAP. One ongoing study [68] 
was identified for the indication CAP.  

The search strategies for bibliographic databases and trial registries are found in the Appendix. 
The most recent search was conducted on 6 February 2024. 

Table 1: Study pool of the benefit assessment (multipage table) 
Study Available documents 

 Full publication (in 
scientific journals) 

Registry entry Other documents 

AOM - children 

2 vs. 7 days penicillin V 

Meistrup-Larsen (1983) Yes [69] No No  

5 vs. 10 days penicillin V 

Ingvarsson (1982) Yes [70] No No 

3 vs. 10 days amoxicillin 

Chaput de Saintonge (1982) Yes [71] No No 

10 vs. 20 days amoxicillin 

Mandel (1995) Yes [72] No No 

5 vs. 10 days amoxicillin -clavulanic acid 

Hoberman (1997) Yes [73] No No 

Cohen (1998) Yes [74] No No  

Hoberman (2016) Yes [75] Yes [NCT01511107] [76] No 

3 vs. 7 days first-generation cephalosporin (cefaclor) 

Jones (1986) Yes [77] No No 

5 vs. 10 days first generation cephalosporin (cefaclor) 

Hendrickse (1988) Yes [78] No No 

5 vs. 10 days second-generation cephalosporin (cefuroxime) 

Gooch (1996) Yes [79] No No 

5 vs. 10 days third-generation cephalosporin (cefixime, cefpodoxime) 

Adam (2000) Yes [80] No No 

Cohen (2000) Yes [81] No No 
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Table 1: Study pool of the benefit assessment (multipage table) 
Study Available documents 

 Full publication (in 
scientific journals) 

Registry entry Other documents 

CAP – children 

3 vs. 5 days amoxicillin 

MASCOT (2002) Yes [82] No No 

ISCAP (2004) Yes [83] No No 

Ginsburg (2020) 
Ginsburg (2022) 

Yes [84] 
Yes [NCT02678195] [85] 1 study (2 

publications) yes [86] 

3 vs. 7 days amoxicillin 

Bielicki (2021) 
Barratt (2021) 

Yes [87] 
Yes [ISRCTN76888927] [88] 1 study (2 

publications) yes [89] 

3 vs. 10 days amoxicillin 

Greenberg (2014) – 1a  Yes [90] Yes [ISRCTN59218653] [91] No 

5 vs. 10 days amoxicillin 

Greenberg (2014) – 2a Yes [90] Yes [ISRCTN59218653] [91] No 

Pernica (2021) Yes [92] Yes [NCT02380352] [93] No 

Williams (2022) 
Pettigrew (2022) 

Yes [94] 
Yes [NCT02891915] [95] 1 study (2 

publications) yes [96] 

a. Greenberg (2014) consisted of 2 independent phases, the first investigated a treatment duration of 3 days 
of amoxicillin, the second phase a treatment duration of 5 days of amoxicillin, in each case against 10 days 
of amoxicillin control. 

Abbreviations: ISCAP: Indian Study for CAP; MASCOT: Pakistan Multicentre Amoxicillin Short Course Therapy; 
vs: versus 

 

4.2 Characteristics of the studies included in the assessment 

4.2.1 AOM 

Table 1 shows the relevant study pool for the AOM indication stratified by the antibiotic used 
(penicillin V [69,70], amoxicillin [71,72], amoxicillin clavulanic acid [73-75], first-generation 
cephalosporins (cefaclor [77,78]), second-generation cephalosporins (cefuroxime [79]) and 
third-generation cephalosporins (cefixime [80], cefpodoxime [81])) and the compared 
antibiotic therapy durations (2 vs. 7 days [69], 3 vs. 7 days [77], 3 vs. 10 days [71], 5 vs. 10 days 
[70,73-75,78-81], 10 vs. 20 days [72]). Three further studies investigating the antibiotics 
cefprozil [97] and ceftibuten [98,99] were excluded due to the lack of marketing authorization 
of these antibiotics in Germany. The results of these studies are discussed in Section 8.3. The 
12 studies included comprised a total of 3409 randomized participants. All studies were 
conducted in Europe (n=7) or North America (n=5). The oldest study began with recruitment 
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in 1977 [70]. With the exception of one study that ended recruitment in 2015 [75], the studies 
were ended before the year 2000.  

The lower age limit of the study participants ranged between 1 month [78] and 3 years [77] (2 
studies do not specify a lower age limit [74,81]), the upper age limit between just under 2 
years [75] and 14 years [80]. In the majority of RCTs (n=11), the diagnosis of AOM was based 
on typical findings from otoscopies and potentially additional pain (n=10). Important exclusion 
criteria in the studies were allergies/intolerance to the antibiotic class (n=10), previous 
treatment with antibiotics within the last 3 to 30 days (n=10), history of AOM (n=3, various 
criteria and time periods mentioned) or other severe concomitant diseases (n=9, e.g. 
pneumonia, tonsillitis, craniofacial anomaly or immunodeficiency). Moreover, 7 studies 
excluded patients with eardrum perforation, and 3 studies excluded patients with 
tympanostomy tubes.  

The outcomes treatment success (n=9), recurrence (n=10), AEs (n=8), treatment adherence 
(n=4) and microbiological outcomes (n=4) were reported. Data on mortality could also be 
derived from 2 studies. Data on health-related quality of life, severe AEs or hospitalization 
were not reported in any study. The analysis dates varied between the studies and the 
outcomes. In 7 studies, the analysis date for the outcome treatment success was shortly after 
the end of treatment, 5 studies (additionally) reported a later analysis date of up to 42 days 
after the start of treatment, in which recurrence was then included as treatment failure. The 
analysis periods for recurrence also differed significantly, from 14 days to 18 months. In 3 
studies, a distinction was also made between relapse (up to Day 14) and recurrence (from day 
14) [74,78,81].  

Detailed information on the study characteristics including the doses of antibiotics used, 
detailed inclusion and exclusion criteria and information on the characteristics of the patients 
in the individual study arms can be found in Table 12, Table 14 and Table 15 in the 
ThemenCheck details in Section A3.2.1.1 of the full report.  

Penicillin V 

Two studies investigated penicillin V. One placebo-controlled study compared a treatment 
duration of 2 vs. 7 days [69] and the other study (without placebo) compared 5 vs. 10 days 
[70]. No additional medication other than acetylsalicylic acid (ASA) was allowed in the study 
that compared 2 vs. 7 days [69]. The study that compared 5 vs. 10 days [70] consisted of 2 
phases. Only the second phase investigated penicillin V at the same dosage and was included.  

Amoxicillin 

Two placebo-controlled studies investigated amoxicillin as an antibiotic, 3 vs. 10 days [71] and 
10 vs. 20 days [72]. The study comparing 10 vs. 20 days also had a third study arm, which 
investigated the antibiotic amoxicillin-clavulanic acid for 10 days, but this was not included 
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here due to the comparison of different drugs. In addition, in this study it was unclear for a 
small proportion (n=19) of the participants in these study arms whether they were outpatients 
or inpatients [72]. As this corresponded to less than 20% of the randomized participants in the 
study arms under consideration, the study was nevertheless included. 

Amoxicillin-clavulanic acid 

Three studies investigated 5 vs. 10 days of amoxicillin-clavulanic acid – 2 studies were placebo-
controlled [74,75], 1 study was conducted without placebo [73]. Hoberman (1997) [73] 
additionally investigated a third study arm, in which the focus was on different dosages and 
which was therefore not included in this report. In Hoberman (2016), only patients who had 
received at least 2 doses of pneumococcal conjugate vaccine were included [75].  

First-generation cephalosporins (cefaclor) 

Two placebo-controlled studies investigated cefaclor, 3 vs. 7 days [77] and 5 vs. 10 days [78].  

Second-generation cephalosporins (cefuroxime) 

Cefuroxime was investigated in 1 study by Gooch (1996) comparing 5 vs. 10 days [79]. A third 
study arm, in which amoxicillin-clavulanic acid was administered for 10 days, was not included 
here due to the comparison of different drugs. However, as the analysis of the outcomes 
treatment success and recurrence in the relevant study arms was based on < 70% of the 
patients included, the study was not included in the derivation of the evidence base for these 
outcomes.  

Third-generation cephalosporins (cefixime, cefpodoxime) 

Two studies used a third-generation cephalosporin: The study by Adam (2000) investigated 
cefixime 5 vs. 10 days [80] and the study by Cohen (2000) investigated cefpodoxime 5 vs. 10 
days [81]. 

4.2.2 CAP 

Children  

Table 2 shows the relevant study pool for the indication CAP. Seven studies with 10 
publications investigated CAP in children [82-84,86,87,89,90,92,94,96]. A total of 8590 
patients were randomized in the studies. All of these studies were placebo-controlled and 
used amoxicillin as the antibiotic. In the study by Williams (2022), amoxicillin-clavulanic acid 
(5%) and cefdinir (4%) were used in addition to amoxicillin without a separate analysis on 
these antibiotics [94]. As these drugs were administered to < 20% of the study participants, 
these studies were nevertheless included and analysed together with the studies on 
amoxicillin. Three studies investigated 3 vs. 5 days [82-84], 1 study investigated 3 vs. 7 days 
[89], 2 studies investigated 5 vs. 10 days [92,94] and 1 study investigated both 3 vs. 10 days in 
the first study phase and 5 vs. 10 days in the second study phase [90]. These study phases 
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were conducted independently of each other and were considered separately in the benefit 
assessment. 

Three studies were conducted in low income and lower middle-income countries (Pakistan 
[82], India [83], Malawi [84]) and 4 studies were conducted in upper middle-income countries 
(UK/Ireland [89], Israel [90], Canada [92], USA [94]). The oldest study started recruitment in 
October 1999 [82], while the most recent studies ended recruitment in December 2019 
[92,94]. The lower age limit of the included children with CAP was 2 months [82-84] or 6 
months [87,90,92,94], the upper age limit between just under 5 years [82-84,90] and 10 years 
[92] (1 study only stated the upper limit as weight < 24 kg [89]).  

In 4 studies, the diagnosis was based solely on clinical signs such as cough, increased 
respiratory rate, fever or chest wall retractions [82-84,89]. In 2 studies, an abnormal X-ray 
image was a prerequisite in addition to clinical signs [90,92]. The study by Williams (2022) only 
recruited children who had already been diagnosed and started antibiotic therapy (which was 
included in the treatment duration of 5 or 10 days), without providing further details on the 
diagnosis [94]. Important exclusion criteria in the studies were severe pneumonia or 
complications (n=7), severe concomitant diseases (n=5), chronic diseases (n=6), 
hospitalization within the last 7 days to 2 months (n=4), pretreatment with antibiotics within 
the last 2 to 14 days (n=5) and known allergies to the antibiotic class (n=6). The study by Bielicki 
(2021) also included a proportion > 20% of patients who had initially required inpatient 
treatment, but provided a stratified analysis for children treated exclusively as outpatients for 
the outcome treatment success/treatment failure, for which the study was then also taken 
into account [89]. This study could also be taken into account for the mortality outcome, as 
there were no deaths overall [87]. The study by Ginsburg (2020) monitored the patients for 2 
days in a hospital. This study was nevertheless included [84] as the monitoring was only carried 
out for safety reasons and without special therapy, and severe pneumonia, complications and 
severe concomitant diseases were exclusion criteria.  

The outcomes treatment success (n=7), recurrence (n=5), mortality (n=7), (severe) AEs (n=6, 
including hospitalization), treatment adherence (n=4) and microbiological outcomes (n=1) 
were reported in a usable way. Data on health-related quality of life were not reported in any 
of the studies. In 5 studies, the analysis date for the outcome treatment success was 
immediately after the end of treatment, 6 studies (additionally) reported an analysis date of 
up to 28 days after the start of treatment, in which recurrence was then included as treatment 
failure. The analysis dates for recurrence also differed and varied between 14 and 35 days 
after the start of treatment. Adverse events were recorded up to the last analysis date. 

Detailed information on the study characteristics including the doses of antibiotics used, 
detailed inclusion and exclusion criteria and information on the characteristics of the patients 
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in the individual study arms can be found in Table 16, Table 18 and Table 19 in the 
ThemenCheck details in Section A3.2.1.2 of the full report.  

Adults 

For the comparison of shorter with longer-duration antibiotic therapy for CAP in adults, no 
studies were identified that met the inclusion criteria for this report. Two further studies 
investigating the antibiotics telithromycin [100] and gemifloxacin [101] were excluded due to 
the lack of marketing authorization of these medications in Germany. The results of these 
studies are discussed in Section 8.3.  

4.3 Overview of patient-relevant outcomes 

4.3.1 AOM 

Data on patient-relevant outcomes could be extracted from 12 studies [69-75,77-81]. Table 2 
shows an overview of the available data on patient-relevant outcomes from the included AOM 
studies. 
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Table 2: Matrix of patient-relevant outcomes in AOM 
Study Outcomes 
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AOM - children 

2 vs. 7 days penicillin V 

Meistrup-Larsen (1983) ● ● – – – – – 

5 vs. 10 days penicillin V 

Ingvarsson (1982)a  ● ● – – – ○ – 

3 vs. 10 days amoxicillin 

Chaput de Saintonge 
(1982) ● ● ● – – ● – 

10 vs. 20 days amoxicillin 

Mandel (1995) ○ ● – – – ● – 

5 vs. 10 days amoxicillin -clavulanic acid 

Hoberman (1997) ● ● – – – ● – 

Cohen (1998) ● ● – – – ● – 

Hoberman (2016) ● ● – – – ● – 

3 vs. 7 days first-generation cephalosporin (cefaclor) 

Jones (1986) ○ ● ● – – – – 

5 vs. 10 days first-generation cephalosporin (cefaclor) 

Hendrickse (1988) ● ● – – – ○ – 

5 vs. 10 days second-generation cephalosporin (cefuroxime) 

Gooch (1996) ○ ○ – – – ● – 

5 vs. 10 days third-generation cephalosporin (cefixime, cefpodoxime) 

Adam (2000) ● x – – – ● – 

Cohen (2000) ● ● – – – ● – 

●: Data were reported and usable. 
○: Data were reported but unusable for the benefit assessment.  
x: Data were not reported despite the collection of these data being pre-specified. 
-: The outcome was not surveyed and/or no data were reported. 

a. Ingvarsson (1982) consisted of 2 phases. Only the second phase investigated penicillin V 5 versus 10 days at 
the same dosage and was considered here. 

Abbreviations: AOM: acute otitis media (acute inflammation of the middle ear); SAE: serious adverse event 
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Nine of the 12 studies that investigated children with AOM reported data on the outcome 
treatment success in a usable form [69-71,73-75,78,80,81]. Two further studies only reported 
this outcome in a non-usable form (the studies only reported on the period until the 
disappearance of individual symptoms [77] or treatment failure at a time when both the 
intervention and the control group were still receiving antibiotics [72]). The results of the 
study by Gooch (1996) were not used to derive the evidence base for this outcome because 
the number of dropouts was too high (n=157; 32.9%) [79].  

Ten of the 12 studies reported data on the outcome recurrence in a usable form [69-
75,77,78,81]. The observed analysis date differed significantly in some cases (see Section 
A3.3.2.2 of the full report). One further study reports no data on this outcome despite 
mentioning recurrence as an outcome in the methods section [80]. The results of the study by 
Gooch (1996) were not used to derive the evidence base because the number of dropouts for 
this outcome was too high [79]. 

Only in 2 of the 12 studies could a conclusion on mortality be derived from the data on AEs 
[71,77].  

AEs were reported in 8 of 12 studies in a usable form [71-75,79-81]. Three of these studies 
also reported dropouts due to AEs [74,75,81]. Two other studies only reported AEs across 
groups and were therefore not usable for this outcome [70,78], and a further 2 studies did not 
provide any data on this outcome [69,77]. None of the included studies reported data on 
severe AEs, hospitalization or health-related quality of life.  

4.3.2 CAP 

Data on patient-relevant outcomes could be extracted from 7 studies [82-84,87,90,92,94]. 
Table 2 shows an overview of the data available on patient-relevant outcomes from the 
included CAP studies. 
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Table 3: Matrix of patient-relevant outcomes in CAP 
Study Outcomes 
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CAP – children  

3 vs. 5 days amoxicillin 

MASCOT* (2002) ● ● ● ● – ● – 

ISCAP (2004) ● ● ● ● ● ○ – 

Ginsburg (2020) / 
Ginsburg (2022) ● ● ● ● – ● – 

3 vs. 7 days amoxicillin 

Bielicki (2021) /  
Barratt (2021)  
(CAP-IT-RCT) 

● – ● ○ ○ ○ – 

3 vs. 10 days amoxicillin 

Greenberg (2014) – 1a  ● x ● – ● – – 

5 vs. 10 days amoxicillin 

Greenberg (2014) – 2a ● ● ● – – – – 

Pernica (2021)  ● ● ● ● ○ ○ – 

Williams (2022) / 
Pettigrew (2022) 
(SCOUT-CAP study) 

● – ● ● ● ● – 

●: Data were reported and usable. 
○: Data were reported but unusable for the benefit assessment.  
x: Data were not reported despite the collection of these data being pre-specified. 
-: The outcome was not recorded and/or not reported. 

a. Greenberg (2014) consisted of 2 independently conducted phases. The first one investigated a treatment 
duration of 3 days of amoxicillin, the second phase a treatment duration of 5 days of amoxicillin, each 
compared with 10 days of amoxicillin control. 

Abbreviations: AE: adverse event; CAP: community-acquired pneumonia; CAP-IT: CAP: a protocol for a 
randomized controlled trial; ISCAP: Indian Study for CAP, MASCOT: Pakistan Multicentre Amoxicillin Short 
Course Therapy; SCOUT-CAP: Short-Course Outpatient Therapy of Community-Acquired Pneumonia; SAE: 
serious adverse event 

 

All 7 studies reported data on treatment success.  
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Recurrence was described in 5 studies [82-84,92] (in the study by Greenberg [2014], however, 
despite being mentioned in the methods section, only in the second study phase [90]). Two 
studies did not report this outcome [87,94].  

Five studies reported on mortality [82-84,87,94], and in 2 further studies a conclusion on 
mortality could be derived from data on AEs [90,92].  

AEs were reported very heterogeneously. Five studies provided usable data on severe AEs [82-
84,92,94] and 3 studies on other AEs [82,84,94]. ISCAP (2004) only reported comparable rates 
of AEs without giving numbers [83], and Pernica (2021) only reported days with AEs, so these 
studies were not usable for the benefit assessment for this outcome [92]. Hospitalization was 
only reported in a usable form in ISCAP (2004), Williams (2022) and Greenberg (2014) (in the 
first study phase) [83,90,94]. In the study by Ginsburg (2020), hospitalization was also 
explicitly included in the operationalization of severe AEs, but not listed separately [84]. In the 
study by Bielicki (2021), the data on AEs were not usable because there were too many initially 
hospitalized patients in the study population and the result was not listed in a stratified 
manner [87].  

None of the studies reported data on health-related quality of life. 

4.4 Assessment of the risk of bias of the results 

4.4.1 AOM 

Risk of bias across outcomes  

Table 20 in the ThemenCheck details in Section A3.2.2 of the full report provides a detailed 
overview of the risk of bias across outcomes. Although both patients and treating physicians 
were blinded in 10 studies, the risk of bias for the studies on AOM in children was only rated 
as low across outcomes for the study by Hoberman (2016) [75], and was rated as high for the 
other 11 studies [69-74,77-81]. This was mainly due to the lack of description of the random 
sequence generation (n=9) and the lack of description of the group allocation concealment 
(n=9). For 11 studies, study protocols or trial registry entries were also lacking. In addition, in 
7 studies, study discontinuations were not adequately reported.  

Outcome-specific risk of bias 

A detailed presentation of the outcome-specific risk of bias for the outcomes treatment 
success, recurrence, mortality and AEs can be found in Table 21, Table 24, Table 27 and Table 
30 in the ThemenCheck details in Section A3.3 of the full report. 

Hoberman (2016) found a low outcome-specific risk of bias for the outcomes treatment 
success and AEs. Only for the outcome recurrence there was a high outcome-specific risk of 
bias for this study. This was mainly due to the fact that the ITT (intention to treat) principle 
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was not adequately implemented here, as less than 90% of the included study participants 
were considered for this outcome recording and the difference in study discontinuations 
between the study arms was > 5 percentage points. In addition, an analysis date for recurrence 
prospectively defined in the study protocol was not reported. Data on the outcome mortality 
were not reported in the study. In the other studies, there was also a high risk of bias for each 
outcome due to the high risk of bias across outcomes.  

4.4.2 CAP 

Risk of bias across outcomes  

A detailed overview of the risk of bias across outcomes is provided in Table 20 in the 
ThemenCheck details in Section A3.2.2 of the full report. The risk of bias was rated as low 
across outcomes for 6 studies [82-84,87,92,94] and as high for 1 study [90]. The high risk of 
bias in the study by Greenberg (2014) was due to the fact that the trial registry entry only 
comprised the study design of the first study phase and changes in the definition of the 
primary outcome as well as additional secondary outcomes occurred in the comparison of the 
registry entry with the publication. In addition, the study was discontinued prematurely in 
both study phases without a prospectively planned interim analysis, based on knowledge of 
the results (first due to treatment failure, then due to study success) [90].  

Outcome-specific risk of bias 

A detailed presentation of the outcome-specific risk of bias for the outcomes treatment 
success, recurrence, mortality and AEs can be found in Table 21, Table 24, Table 27 and Table 
30 in the ThemenCheck details in Section A3.3 of the full report. 

For the study by Greenberg (2014), the high risk of bias across outcomes resulted in high 
outcome-specific risks of bias for all reported outcomes [90]. The outcome-specific risk of bias 
for the outcome treatment success was rated as low for the other 6 studies [82-84,87,92,94].  

For the outcome recurrence, low outcome-specific risks of bias resulted for ISCAP (2004) and 
Pernica (2021) [83,92]. In MASCOT (2002) and Ginsburg (2020), on the other hand, there was 
a high outcome-specific risk of bias for the outcome recurrence [82,84]. The reason for this 
was that in both studies only patients with treatment success (at the earlier analysis date) 
were considered in the analysis for this outcome, which meant that the ITT principle was not 
adequately implemented for this outcome. The outcome recurrence was not reported in 
Bielicki (2021) and Williams (2022) [87,94]. 

For the results on the outcome mortality, all 6 studies with a low risk of bias across outcomes 
were also assessed as having a low outcome-specific risk of bias [82-84,87,92,94].  

Four studies with a low risk of bias across outcomes were also rated with a low outcome-
specific risk of bias for the outcome AEs [82,84,92,94]. In contrast, the outcome-specific risk 
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of bias for AEs was rated as high for the ISCAP (2004) study, as only part of the data was 
presented in a usable form [83]. Bielicki (2021) reported no data on AEs stratified by 
outpatient and inpatient settings [87]. An assessment of this study therefore proved to be 
redundant.  

4.5 Results on patient-relevant outcomes 

4.5.1 Results on the outcome treatment success 

4.5.1.1 AOM 

Nine studies reported usable data on the outcome treatment success in children with AOM 
[69-71,73-75,78,80,81]. Since in the study by Gooch (1996) the analysis of the outcome 
treatment success was based on less than 70% of the included study participants, the results 
of this study for this outcome were not considered for the derivation of the evidence base 
[79]. The studies by Mandel (1995) and Jones (1986) did not provide any usable results on the 
treatment success [72,77]. For a detailed presentation of the results for this outcome, please 
refer to Table 22 in the ThemenCheck details in Section A3.3.1.2 of the full report. The 
outcome treatment success is a composite outcome that was partially defined differently in 
the studies. The respective definitions are listed in Table 13 in the ThemenCheck details in 
Section A3.2.1.1 of the full report. Based on the recommendations of the EMA [57], an analysis 
date of approximately 1 to 2 days after the end of treatment (or 14 to 21 days after the start 
of treatment) was considered more relevant for AOM and prioritized for data collected on 
several analysis dates. 

Penicillin V 

2 vs. 7 days 

One study (Meistrup-Larsen (1983)) compared 2 vs. 7 days of penicillin V [69]. This study was 
assessed as having a high outcome-specific risk of bias. There was no statistically significant 
difference between the 2-day treatment and the 7-day treatment (RR with 95% CI: 0.94 [0.74; 
1.19]; p-value: 0.600). Since the CI intersected the non-inferiority boundary of the RR of 0.9, 
no hint of non-inferiority of the shorter-duration antibiotic therapy could be derived for this 
outcome. However, the absence of a hint of non-inferiority cannot be used to conclude an 
inferiority of the shorter-duration antibiotic therapy. 

5 vs. 10 days  

Ingvarsson (1982) compared the treatment success of 5 vs. 10 days of therapy with penicillin 
V [70]. This study was assessed as having a high outcome-specific risk of bias. The outcome 
was recorded 30 days after the start of treatment. No statistically significant difference was 
shown between the study arms (RR [95% CI]: 1.01 [0.88; 1.16], p = 0.859). Since the CI 
intersected the non-inferiority boundary of the RR of 0.9, no hint of non-inferiority of the 
shorter-duration antibiotic therapy could be derived for this outcome. However, the absence 
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of a hint of non-inferiority cannot be used to conclude an inferiority of the shorter-duration 
antibiotic therapy. 

Amoxicillin 

3 vs. 10 days 

Chaput de Saintonge (1982) investigated a treatment duration of 3 days of amoxicillin vs. 10 
days of amoxicillin [71]. This study was assessed as having a high outcome-specific risk of bias. 
Treatment success was similar in both groups at around 90% without a statistically significant 
difference (RR [95% CI]: 0.95 [0.83; 1.09]; p=0.459). Since the CI intersected the non-inferiority 
boundary of the RR of 0.9, no hint of non-inferiority of the shorter-duration antibiotic therapy 
could be derived for this outcome. However, the absence of a hint of non-inferiority cannot 
be used to conclude an inferiority of the shorter-duration antibiotic therapy. 

Amoxicillin-clavulanic acid 

5 vs. 10 days 

Three studies compared the 5-day use of amoxicillin-clavulanic acid with a 10-day use [73-75]. 
Only the study by Hoberman (2016) showed a low risk of bias for this outcome [75]. This study 
reported a statistically significantly lower rate of treatment success in the group with shorter-
duration antibiotic therapy for the period of 12 to 14 days after the start of antibiotic therapy 
(RR [95% CI]: 0.79 [0.71; 0.88]; p<0.001). At this time, this effect was also statistically 
significant in the other 2 studies (Hoberman (1997) and Cohen (1998)), both of which included 
a high risk of bias for this outcome (Hoberman (1997): RR [95% CI]: 0.89 [0.82; 0.97]; p=0.006; 
Cohen (1998): RR [95% CI]: 0.86 [0.78; 0.96]; p=0.006) [73,74]. Since the effect estimates of 
the 3 studies were already below the non-inferiority boundary of the RR of 0.9, no hint of non-
inferiority of the shorter treatment duration could be derived for this analysis date, which was 
considered relevant (according to EMA recommendations [57]). However, all 3 studies 
showed statistically significantly worse treatment results in terms of treatment success with 
a 5-day antibiotic therapy compared to a 10-day therapy. A graphical representation of the 
studies at this analysis date can be found in Figure 3 in the ThemenCheck details in Section 
A3.3.1.2 of the full report. A pooled effect estimate in the form of a meta-analysis was 
intentionally omitted, as the estimate of the CI according to Knapp-Hartung was not 
informative (see Section A2.1.3 of the full report).  

Data for a second, later analysis date were only available for the 2 studies with a high risk of 
bias for this outcome [73,74]. At this time, recurrence was included in this outcome as 
treatment failure. With periods of 32 to 38 days and 28 to 42 days after the start of treatment, 
the time points of the data recording by Hoberman (1997) and Cohen (1998) were beyond the 
second analysis date of 14 to 21 days after the start of treatment recommended by the EMA 
[57]. At this time, neither study found a statistically significant difference between the 2 
treatment regimens (Hoberman (1997): RR [95% CI]: 0.97 [0.85; 1.11]; p=0.640; Cohen (1998): 



Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 46 

RR [95% CI]: 0.92 [0.77; 1.10]; p=0.360). The pooled results of the meta-analysis also showed 
no statistically significant difference (RR [95% CI]: 0.95 [0.85; 1.06]. However, since the CI 
intersected the non-inferiority boundary of the RR of 0.9, no hint of non-inferiority of the 
shorter-duration antibiotic therapy could not be derived for this time point either. However, 
the absence of a hint of non-inferiority cannot be used here to conclude inferiority of the 
shorter-duration antibiotic therapy at this analysis date. The meta-analysis of the studies at 
this analysis date can be found in Figure 4 in the ThemenCheck details in Section A3.3.1.2 of 
the full report.  

First-generation cephalosporin  

5 vs. 10 days 

Hendrickse (1988) investigated a treatment duration of 5 vs. 10 days of cefaclor and the risk 
of bias for this outcome was rated as high [78]. There was a statistically significantly lower rate 
of treatment success (81.1% vs. 93.5%) in the group with the shorter-duration antibiotic 
therapy (RR [95% CI]: 0.87 [0.77; 0.98]; p=0.025). As the CI intersected the non-inferiority 
boundary of the RR of 0.9 with this statistically significantly worse result of the shorter-
duration therapy, no hint of non-inferiority of the shorter-duration antibiotic therapy could 
be derived for this outcome. 

Third-generation cephalosporins 

5 vs. 10 days 

Two studies reported the comparison of 5 vs. 10 days of therapy with a third-generation 
cephalosporin (Adam (2000): cefixime [80]; Cohen (2000): cefpodoxime [81]). Both of them 
were assessed as having a high outcome-specific risk of bias. While in the study by Cohen 
(2000) statistically significantly fewer patients in the shorter-duration antibiotic therapy group 
experienced successful treatment shortly after the end of therapy (Days 12 to 14 after the 
start of therapy) (RR [95% CI]: 0.89 [0.82; 0.96]; p=0.004), the effect was not statistically 
significant in the study by Adam (Day 11 after the start of treatment) (RR [95% CI]: 0.95 [0.89; 
1.01]; p=0.102). However, the meta-analysis conducted showed a statistically significantly 
lower rate of treatment success in the shorter-duration antibiotic therapy group for this 
analysis date (RR [95% CI]: 0.91 [0.86; 0.96]), which was considered more relevant (according 
to EMA recommendations [57]). Cohen (2000) could not demonstrate any statistically 
significant difference for the later analysis date on Days 28 to 42 after the start of treatment 
(RR [95% CI]: 0.93 [0.81; 1.07]; p=0.295). However, since the CIs intersected the non-inferiority 
boundary of the RR of 0.9 at both time points, no hint of non-inferiority of the shorter-duration 
antibiotic therapy could be derived for this outcome for either analysis date. The meta-
analysis of the studies at the earlier, more relevant analysis date can be found in Figure 5 in 
the ThemenCheck details in Section A3.3.1.2 of the full report.  
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4.5.1.2 CAP  

The benefit assessment for the outcome treatment success included the results of 7 studies 
for CAP, all of which investigated the treatment of children with amoxicillin [82-
84,87,90,92,94]. For a detailed presentation of the results for this outcome, please refer to 
Table 23 in the ThemenCheck details in Section A3.3.1.3 of the full report. The outcome 
treatment success is a composite outcome that was partially defined differently in the studies. 
The respective definitions are listed in Table 17 in the ThemenCheck details in Section A3.2.1.2 
of the full report. Based on the recommendations of the EMA [57], an analysis date of 
approximately 5 to 10 days after the end of treatment was considered more relevant for CAP 
and prioritized for data relating to several analysis dates.  

Amoxicillin 

3 vs. 5/7/10 days 

Three studies with a low outcome-specific risk of bias by MASCOT (2002), ISCAP (2004) and 
Ginsburg (2020) investigated 3-day versus 5-day duration of treatment with amoxicillin [82-
84], 1 study with a low outcome-specific risk of bias by Bielicki (2021) investigated an 
amoxicillin treatment duration of 3 vs. 7 days [87] and 1 study (Greenberg 2014) with a high 
outcome-specific risk of bias in the first study phase investigated 3 vs. 10 days of treatment 
with amoxicillin [90]. In the first Greenberg 2014 study phase, 2 (16.6%) patients in the 
intervention group and 5 (38.5%) patients in the control group were not included in the 
analysis. As the absolute difference in drop-outs is therefore minor, this study was used to 
derive the evidence base despite the large percentage difference in study discontinuations. 

Each of the 3 studies comparing 3 days with 5 days of amoxicillin, included both an earlier (Day 
5 or 6 after the start of treatment) and a later analysis date (Days 12 to 14 after the start of 
treatment). In the study by Bielicki (2021), only the data for the period up to 28 days after the 
start of treatment were reported as usable, and the analysis date in the Greenberg study 
(2014) was Day 10 after the start of treatment.  

Following the EMA recommendations [57], the analysis date on Day (12 to) 14 was considered 
more relevant in the studies by MASCOT (2002), ISCAP (2004) and Ginsburg (2020) and was 
primarily used to assess the success of the therapy. There was no difference between the 
treatment groups of 3 vs. 5 days of amoxicillin in the studies by MASCOT (2002) (RR [95% CI]: 
0.99 [0.95; 1.04]; p=0.698), ISCAP (2004) (RR [95% CI]: 0.99 [0.96; 1.02]; p=0.624) and Ginsburg 
(2020) (RR [95% CI]: 0.98 [0.96; 1.01]; p=0.159).  

In the study by Bielicki (2021) (3 vs. 7 days of amoxicillin), outpatients and inpatients were 
analysed together. For the outcome treatment success, only the data for the period up to 28 
days after the start of treatment were presented in a usable stratified form. No difference 
between the treatment regimens was found here and the CI was above the non-inferiority 
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boundary (RR [95% CI]: 1.01 [0.96; 1.08]; p=0.627). A graph also suggests that there was no 
relevant difference between the groups at previous time points.  

Only the first phase of the study by Greenberg (2014) found a statistically significant difference 
between treatment with 3 vs. 10 days of amoxicillin up to Day 10 after the start of treatment 
(RR [95% CI]: 0.62 [0.39; 0.99]; p=0.048).  

Considered together, this resulted in an RR [95% CI] of 0.99 [0.96; 1.02] with a prediction 
interval of 0.96 to 1.02 for the comparison of 3 days of amoxicillin therapy with 5/7/10 days 
of amoxicillin therapy when considering the analysis date in the studies that was considered 
more relevant (according to EMA recommendations [57]) (see Figure 6 in the ThemenCheck 
details in Section A3.3.1.3 of the full report). When considering only the studies with a low 
outcome-specific risk of bias, the RR [95% CI] was also 0.99 [0.96; 1.02]. The sensitivity analysis 
conducted without the MASCOT (2002) study due to doubts about the transferability also 
yielded an RR [95% CI] of 0.99 [0.95; 1.03] and a prediction interval of 0.95 to 1.03 (see Figure 
9 in the ThemenCheck details in Section A3.3.1.3 of the full report).  

Even at the analysis date directly following the end of treatment on Day 5 or Day 6 there was 
no difference between the treatment regimens, neither in MASCOT (2002) (RR [95% CI]: 0.99 
[0.95; 1.03]; p=0.650), nor in ISCAP (2004) (RR [95% CI]: 1.00 [0.97; 1.02]; p=0.736) or Ginsburg 
(2020) (RR [95% CI]: 0.99 [0.97; 1.01]; p=0.381). The pooled result yielded an effect estimate 
RR [95% CI]: 0.99 [0.96; 1.02] (see Figure 7 in the ThemenCheck details in Section A3.3.1.3 of 
the full report). Here too, a sensitivity analysis conducted without MASCOT (2002) showed a 
similar result with an RR [95% CI] of 0.99 [0.98; 1.01] (see Figure 10 in the ThemenCheck details 
in Section A3.3.1.3 of the full report). 

The CI of the pooled effect was completely above the non-inferiority boundary of the RR of 
0.9 at each of the analysis dates, resulting in proof of non-inferiority of treatment with 
amoxicillin for 3 days compared with a longer treatment duration of 5/7/10 days in children 
with CAP. The transferability of the results to the German health care context was recognized 
in the case of a purely clinical diagnosis of CAP and is discussed in Section 8.2.2.  

5 vs. 10 days 

3 studies investigated a treatment duration of 5 vs. 10 days of amoxicillin in children with CAP 
[90,92,94]. The second phase of the study by Greenberg (2014) had a high outcome-specific 
risk of bias and the studies by Pernica (2021) and Williams (2022) had a low one. The study by 
Pernica (2021) considered an analysis date of 14 to 21 days after the start of treatment 
(whereby earlier time points from Day 4 after the start of treatment were also included in the 
definition of treatment success) [92]. No statistically significant difference was shown 
between the groups (RR [95% CI]: 1.02 [0.92; 1.13], p = 0.725). In Williams (2022), no 
difference was found both directly after the end of treatment (on Days 11 to 15 after the start 
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of treatment, primarily considered) and on Days 24 to 30 after the start of treatment (Days 11 
to 15: RR [95% CI]: 1.00 [0.95; 1.07]; p=0.875; Days 24 to 30: RR [95% CI]: 1.00 [0.95; 1.06]; 
p=0.864) [94]. Greenberg (2014) also showed no difference on Day 10 after the start of 
treatment (RR [95% CI]: 1.00 [0.96; 1.04]; p>0.999) [90]. In all these studies, as well as in the 
associated joint effect estimate for the analysis date considered more relevant (according to 
EMA recommendations [57]) (RR [95% CI]: 1.00 [0.93; 1.08]; studies with a low risk of bias: RR 
[95% CI]: 1.01 [0.93; 1.09]), the CI was completely above the non-inferiority boundary of the 
RR of 0.9 (see Figure 8 in the ThemenCheck details in Section A3.3.1.3 of the full report)  

This proved that the duration of 5-day amoxicillin therapy was not inferior to 10 days in 
children with CAP.  

4.5.2 Results for the outcome recurrence of infection 

4.5.2.1 AOM 

Results of 10 studies were included in the benefit assessment on the outcome recurrence of 
infection in children with AOM (for Ingvarsson (1982) only the second study phase was 
considered) [69-75,77,78,81] with the survey periods differing significantly in some cases. 
While in most cases all children who underwent a follow-up examination were included in the 
analysis, the study by Cohen (1998) only used the children with therapy success on Days 12 to 
14 as the reference group [74]. The study by Jones (1986) only mentions episodes of AOM 
recurrence of without providing the number of children affected [77]. Since in the study by 
Gooch (1996) the analysis was based on less than 70% of the included study participants, this 
study was not considered for the derivation of the evidence base for this outcome [79]. A 
detailed presentation of the results for this outcome can be found in Table 25 in the 
ThemenCheck details in Section A3.3.2.2 of the full report.  

Penicillin V 

2 vs. 7 days 

Meistrup-Larsen (1983) compared the recurrence after 2 days of antibiotic therapy and 7 days 
of penicillin V [69]. This study was assessed as having a high outcome-specific risk of bias. 
There was no statistically significant difference between 2-day treatment and 7-day treatment 
up to Day 14 (RR [95% CI] (95% CI): 1.99 [0.50; 7.90]; p-value: 0.326). Since the CI intersected 
the non-inferiority boundary of the RR of 1.1, no hint of non-inferiority of the shorter-duration 
antibiotic therapy could be derived for this outcome. However, the absence of a hint of non-
inferiority cannot be used to conclude an inferiority of the shorter-duration antibiotic therapy. 

5 vs. 10 days  

Ingvarsson (1982) compared the recurrence after 5 vs. 10 days of antibiotic therapy with 
penicillin V [70]. This study was assessed as having a high outcome-specific risk of bias. There 
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was no statistically significant difference between the study arms either in the period from 
Day 10 to 1 month after the start of treatment or up to 6 months after the start of treatment, 
(up to 1 month: RR [95% CI]: 1.03 [0.27; 3.95]; p=0.965; up to 6 months: RR [95% CI]: 1.08 
[0.64; 1.84]; p=0.764). Since the CIs intersected the non-inferiority boundary of the RR of 1.1, 
no hint of non-inferiority of the shorter-duration antibiotic therapy could be derived for this 
outcome for either period. However, the absence of a hint of non-inferiority cannot be used 
to conclude an inferiority of the shorter-duration antibiotic therapy. 

Amoxicillin 

3 vs. 10 days 

Chaput de Saintonge (1982) investigated a treatment duration of 3 days vs. 10 days of 
amoxicillin [71]. This study was assessed as having a high outcome-specific risk of bias. 
Recurrence was considered in the follow-up period up to a maximum of 18 months (median 
12 months) after the start of treatment. No statistically significant difference was shown 
between the groups (RR [95% CI]: 1.14 [0.46; 2.87], p = 0.776). Since the CI intersected the 
non-inferiority boundary of the RR of 1.1, no hint of non-inferiority of the shorter-duration 
antibiotic therapy could be derived for this outcome. However, the absence of a hint of non-
inferiority cannot be used to conclude an inferiority of the shorter-duration antibiotic therapy. 

10 vs. 20 days  

Mandel (1995) investigated recurrence after 10 vs. 20 days of amoxicillin therapy. This study 
was assessed as having a high outcome-specific risk of bias. There was no statistically 
significant difference between the groups either between Day 10 and Day 20 (when one group 
was still receiving antibiotic therapy) nor up to Day 90 after the start of therapy (Day 10-20: 
RR [95% CI]: 1.58 [0.39; 6.40]; p=0.524; Day 10-90: RR [95% CI]: 1.17 [0.82; 1.66]; p=0.389). 
Due to the limited transferability of the long treatment duration of 20 days analysed, no 
benefit conclusion was derived for the outcome. 

Amoxicillin-clavulanic acid 

5 vs. 10 days 

Three studies reported recurrence of infection after 5 days of antibiotic therapy with 
amoxicillin-clavulanic acid compared with 10 days of therapy. All 3 studies were assessed as 
having a high outcome-specific risk of bias. While Hoberman (1997) and Cohen (1998) 
recorded recurrences from Day 10 and Day 14 after the start of treatment to Day 38 and Day 
42 respectively, Hoberman (2016) recorded recurrences over the entire season of acute 
respiratory infections (1 October to 31 May).  

In all 3 studies, there was no statistically significant increase in recurrence in the 5-day 
treatment group. In the study by Hoberman (1997), there were even statistically significant 
fewer cases of disease recurrence (RR [95% CI]: 0.61 [0.41; 0.93]; p=0.020). In the studies by 
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Cohen (1998) (RR [95% CI]: 0.70 [0.42; 1.19]; p=0.189) and Hoberman (2016) (RR [95% CI]: 
0.91 [0.73; 1.13]; p=0.386), however, there was no statistically significant difference and the 
CI intersected the non-inferiority boundary of the RR of 1.1. Since no conclusive effects 
resulted in relation to the non-inferiority boundary of the RR of 1.1, no hint of non-inferiority 
of the shorter-duration antibiotic therapy could be derived for this outcome. However, the 
absence of a hint of non-inferiority cannot be used to conclude an inferiority of the shorter-
duration antibiotic therapy. A pooled effect estimate in the form of a meta-analysis was not 
performed, as the CI estimate according to Knapp-Hartung was not informative. A graphical 
representation of the studies can be found in Figure 11 in the ThemenCheck details in Section 
A3.3.2.2 of the full report.  

First-generation cephalosporins 

3 vs. 7 days 

Jones (1986) investigated a cefaclor treatment duration of 3 vs. 7 days [77]. This study was 
assessed as having a high outcome-specific risk of bias. Recurrence was recorded from the end 
of treatment until Day 42 and occurred with approximately equal frequency in both groups 
with 8 cases each, with no statistically significant difference (RR [95% CI]: 1.13 [0.46; 2.77]; 
p=0.784). Since the CI intersected the non-inferiority boundary of the RR of 1.1, no hint of 
non-inferiority of the shorter-duration antibiotic therapy could be derived for this outcome. 
However, the absence of a hint of non-inferiority cannot be used to conclude an inferiority of 
the shorter-duration antibiotic therapy. 

5 vs. 10 days 

Hendrickse (1988) investigated a cefaclor treatment duration of 5 vs. 10 days for this outcome 
from the end of treatment to Day 13, from Day 14 to Day 30, from Day 31 to Day 60 and from 
Day 61 to Day 90 after the start of antibiotic therapy [78]. This study was assessed as having a 
high outcome-specific risk of bias. There was no statistically significant difference in the rate 
of recurrence in any of the time periods (the RR values with 95% CI and p-values are shown in 
Table 25 in the ThemenCheck details in Section A3.3.2.2 of the full report). Since the CIs for all 
time periods intersected the non-inferiority boundary of the RR of 1.1, no hint of non-
inferiority of the shorter antibiotic therapy duration could be derived for this outcome. 
However, the absence of a hint of non-inferiority cannot be used to conclude an inferiority of 
the shorter-duration antibiotic therapy. 

Third-generation cephalosporins 

5 vs. 10 days 

Cohen (2000) compared antibiotic therapy with cefpodoxime for 5 vs. 10 days [81]. This study 
was assessed as having a high outcome-specific risk of bias. Recurrence was recorded up to 
42 days after the start of antibiotic therapy and a comparable number of cases occurred in 
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both groups without a statistically significant difference (RR [95% CI]: 0.90 [0.54; 1.49]; 
p=0.684). Since the CI intersected the non-inferiority boundary of the RR of 1.1, no hint of 
non-inferiority of the shorter-duration antibiotic therapy could be derived for this outcome. 
However, the absence of a hint of non-inferiority cannot be used to conclude an inferiority of 
the shorter-duration antibiotic therapy. 

4.5.2.2 CAP  

Recurrence of the infection was described in 5 studies [82-84,92] (in the study by Greenberg 
(2014) only in the second study phase [90]). While in most cases all participants who received 
a follow-up examination were included in the analysis, the studies by MASCOT (2002) and 
Ginsburg (2020) used only the children with treatment success on Day 5 and Day 6 respectively 
as the reference group [82,84]. A detailed presentation of the results for this outcome can be 
found in Table 26 in the ThemenCheck details in Section A3.3.2.3 of the full report. 

Amoxicillin 

3 vs. 5/7/10 days 

Three studies yielded recurrence data on 3 days of amoxicillin compared with longer therapy 
in children with CAP. All 3 studies used 5 days of amoxicillin as the control group and recorded 
recurrence from the end of treatment to Day 14 after the start of therapy. The study by ISCAP 
(2004) had a low outcome-specific risk of bias and showed no statistically significant difference 
between the groups (RR [95% CI]: 1.21 [0.83; 1.75]; p=0.325). Both the studies by MASCOT 
(2002) and Greenberg (2020) had high outcome-specific risks of bias, but here as well, there 
were no statistically significant differences (MASCOT (2002): RR [95% CI]: 0.93 [0.43; 2.03]; 
p=0.860; Ginsburg (2020): RR [95% CI]: 1.18 [0.88; 1.57]; p=0.276). There was also no 
statistically significant effect in the joint effect estimate of the 3 studies (RR [95% CI]: 1.16 
[0.72; 1.89]). The meta-analysis is represented in Figure 12 in the ThemenCheck details in 
Section A3.3.2.3 of the full report. Since the CI intersected the non-inferiority boundary of the 
RR of 1.1, no hint of non-inferiority of the shorter-duration antibiotic therapy could be derived 
for this outcome. However, the absence of a hint of non-inferiority cannot be used to conclude 
an inferiority of the shorter-duration antibiotic therapy. 

5 vs. 10 days 

Two studies reported data on recurrence after a 5-day compared to a 10-day amoxicillin 
therapy in children with CAP [90,92]. The study by Pernica (2021) had a low risk of bias for this 
outcome, while the second study phase by Greenberg (2014) had a high risk of bias. Pernica 
(2021) did not show any statistically significant difference between the treatment regimens 
up to Day 30 after the start of treatment (RR [95% CI]: 0.89 [0.41; 1.94]; p=0.766) and 
Greenberg (2014) did not observe a single case of recurrence up to Day 35 after the start of 
treatment (calculation of RR and CI not possible). Since the non-inferiority threshold of the RR 
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of 1.1 was intersected, no hint of non-inferiority of the shorter-duration antibiotic therapy 
could be derived for this outcome. However, the absence of a hint of non-inferiority cannot 
be used to conclude an inferiority of the shorter-duration antibiotic therapy. 

4.5.3 Results on the outcome mortality 

4.5.3.1 AOM 

Table 28 in the ThemenCheck details in Section A3.3.3.2 of the full report shows the study 
results on the outcome mortality. Ten of the included studies did not provide any information 
on deaths and did not allow any conclusions on deaths [69,70,72-75,78-81]. Only from the 
studies by Chaput de Saintonge (1982), which investigated 3 vs. 10 days of amoxicillin [71], 
and by Jones (1986), which investigated 3 vs. 7 days of cefaclor [77], could it be deduced that 
there were no deaths during the intervention period. Both studies were assessed as having a 
high outcome-specific risk of bias. Overall, no hint of non-inferiority of the treatment options 
could be derived. However, the absence of a hint of non-inferiority cannot be used to conclude 
an inferiority of the shorter-duration antibiotic therapy. 

4.5.3.2 CAP  

Table 29 in the ThemenCheck details in Section A3.3.3.3 of the full report shows the study 
results on the outcome mortality. A total of 5 studies explicitly reported results on mortality 
[82-84,87,94], and 2 other studies allowed the derivation of mortality data [90,92]. Deaths 
occurred in 2 studies. Both studies compared a treatment duration of 3 days with 5 days of 
amoxicillin [82,84] and were assessed as having a low outcome-specific risk of bias. In the 
MASCOT (2002) study, one child died in the longer-duration therapy group (RR [95% CI]: 0.33 
[0.01; 8.17]; p=0.501) [82] and in the study by Ginsburg (2020), one child died in the shorter-
duration therapy group and two children died in the longer therapy group (RR [95% CI]: 0.50 
[0.05; 5.53]; p=0.573) [84]. The pooled effect estimate for the RR [95% CI] was 0.43 [0.06; 
2.91]. The meta-analysis is presented in Figure 13 in the ThemenCheck details in Section 
A3.3.3.3 of the full report.  

No deaths occurred in the other 5 studies comparing treatment durations with amoxicillin of 
3 vs. 5 days [83], 3 vs. 7 days [87], 3 vs. 10 days [90], or 5 vs. 10 days [90,92,94]. Due to the 
rare occurrence of deaths within the reported studies and the CI of the pooled result, which 
intersected the non-inferiority boundary of the RR of 1.1, no hint of non-inferiority of the 
shorter-duration therapy could be derived for the outcome mortality for any comparison. 
However, the absence of a hint of non-inferiority cannot be used to conclude an inferiority of 
the shorter-duration antibiotic therapy. 
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4.5.4 Results for the outcome AEs 

The outcome AEs was reported very differently in the various studies. Some of the AEs were 
stratified according to their severity, with the definition of severe AEs varying widely. In some 
cases, study discontinuations due to AEs were added to the severe AEs, in others they were 
reported separately. There were also differences in whether only medication-associated AEs 
or all AEs were recorded. This was unclear in some studies. The individual AEs were also 
grouped and recorded differently in the studies.  

The studies reported data on deaths, hospitalizations and outpatient visits together with AE. 
As some of these outcomes were described as being related to side effects, they were also 
considered here. Only the data on mortality were excluded (if necessary) and are reported as 
a separate outcome (see Section 4.5.3).  

4.5.4.1 AOM 

Eight studies reported AEs in a usable manner [71-75,79-81]. Two studies did not report AEs 
at all [69,77] and 2 studies reported AEs only collectively across all groups (and study phases) 
[70,78]. For a detailed presentation of the results for this outcome, please refer to Table 31 in 
the ThemenCheck details in Section A3.3.4.2 of the full report. 

Amoxicillin 

3 vs. 10 days 

Chaput de Saintonge (1982) reported any side effects occurring in the first 10 days after 
starting antibiotic therapy (3 vs. 10 days of amoxicillin) [71]. This study was assessed as having 
a high outcome-specific risk of bias. The difference between the groups was not statistically 
significant (RR [95% CI]: 4.00 [0.47; 34.31]; p=0.206). Since the CI intersected the non-
inferiority boundary of the RR of 1.1, no hint of non-inferiority of the shorter-duration 
antibiotic therapy could be derived for this outcome. However, the absence of a hint of non-
inferiority cannot be used to conclude an inferiority of the shorter-duration antibiotic therapy. 

10 vs. 20 days 

Mandel (1995) investigated 10 vs. 20 days of treatment with amoxicillin [72]. In doing so, the 
side effects were reported from Day 11 to Day 20 after the start of antibiotic therapy. This 
study was assessed as having a high outcome-specific risk of bias. Overall, in this study, 
statistically significant more AEs occurred in the group with shorter-duration antibiotic 
therapy than in the one with longer antibiotic therapy (RR [95% CI]: 5.34 [1.21; 23.49]; 
p=0.027). However, the differences were not statistically significant for the individual side 
effects (diarrhoea, nausea/vomiting, rash, appetite loss, constipation) (the RR values with 95% 
CI and p-values are shown in Table 31 in the ThemenCheck details in Section A3.3.4.2 of the 
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full report). Due to the limited transferability of the investigated long treatment duration of 
20 days, no benefit conclusion was derived for this outcome.  

Amoxicillin-clavulanic acid 

5 vs. 10 days 

All 3 studies comparing 5 vs. 10 days of amoxicillin-clavulanic acid also provided information 
on AEs [73-75]. The study by Hoberman (2016) had a low outcome-specific risk of bias, while 
the studies by Hoberman (1997) and Cohen (1998) had a high one. Only the study by Cohen 
(1998) reported a total number of patients with AEs and study discontinuations due to AEs, 
which were not subject to statistically significant differences between the treatment regimens 
(total AEs: RR [95% CI]: 1.06 [0.78; 1.44]; p=0.722; study discontinuations due to AEs: RR [95% 
CI]: 1.94 [0.59; 6.33]; p=0.273). Diarrhoea and rash (in Hoberman (2016) only skin rash in the 
nappy region) were reported in all 3 studies (the RR values with 95% CI and p-values are shown 
in Table 31 in the ThemenCheck details in Section A3.3.4.2 of the full report). None of the 
studies showed a statistically significant difference between the shorter and longer treatment 
duration. A meta-analysis of the results on diarrhoea (RR [95% CI]: 0.92 [0.60; 1.40]) and a 
graphical representation of the results on skin rash can be found in Figure 14 and Figure 15 in 
the ThemenCheck details in Section A3.3.4.2. A meta-analysis of the studies on the skin rash 
AE was not conducted, as the estimate of the CI according to Knapp-Hartung  was not 
informative. Hoberman (1997) additionally reported vomiting, which also showed no 
statistically significant difference between the treatment groups (RR [95% CI]: 0.71 [0.41; 
1.21]; p=0.210). A hint of non-inferiority of the shorter-duration antibiotic therapy could not 
be derived for this outcome since the CIs intersected the non-inferiority boundary of the RR 
of 1.1. However, the absence of a hint of non-inferiority cannot be used to conclude an 
inferiority of the shorter-duration antibiotic therapy. 

Second-generation cephalosporins 

5 vs. 10 days 

Gooch (1996) investigated a treatment duration of 5 vs. 10 days of cefuroxime [79]. This study 
was assessed as having a high outcome-specific risk of bias. Overall, there was no statistically 
significant difference in drug-associated AEs between the 2 study arms up to Day 28 (RR [95% 
CI]: 1.26 [0.85; 1.86]; p=0.245). For the individual side effects (diarrhoea/soft stools, vomiting, 
other), the differences were also not statistically significant (the RR values with 95% CI and p-
values are shown in Table 31 in the ThemenCheck details in Section A3.3.4.2 of the full report). 
There was also no statistically significant difference for the side effects that led to study 
discontinuation (RR [95% CI]: 1.58 [0.67; 3.74]; p=0.300). A hint of non-inferiority of the 
shorter-duration antibiotic therapy could not be derived for this outcome since the CIs 
intersected the non-inferiority boundary of the RR of 1.1. However, the absence of a hint of 
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non-inferiority cannot be used to conclude an inferiority of the shorter-duration antibiotic 
therapy. 

Third-generation cephalosporins 

5 vs. 10 days 

The study by Adam (2000) observed AEs from cefixime up to Day 28 [80], and Cohen (2000) 
observed AEs from cefpodoxime up to Day 28 [81]. Both studies were assessed as having a 
high outcome-specific risk of bias. In both studies, the overall assessment of AEs did not reveal 
any statistically significant difference between the treatment groups (Adam (2000): RR [95% 
CI]: 1.97 [0.61; 6.34]; p=0.258; Cohen (2000): RR [95% CI]: 0.72 [0.45; 1.14]; p=0.162). There 
was also no statistically significant difference in the meta-analysis (RR [95% CI]: 0.84 [0.55; 
1.29]). The meta-analysis of the AEs can be found in Figure 16 in the ThemenCheck details in 
Section A3.3.4.2 of the full report. There were no statistically significant differences between 
the treatment groups, even when taking into account study discontinuations due to ÄEs in 
Cohen (2000) (RR [95% CI]: 0.99 [0.14; 6.97]; p=0.993) or the affected body systems 
(gastrointestinal tract, mind, urinary tract, other) in Adam (2000) (the RR values with 95% CI 
and p-values are listed in Table 31 in the ThemenCheck details in Section A3.3.4.2 of the full 
report). A hint of non-inferiority of the shorter-duration antibiotic therapy could not be 
derived for this outcome since the CIs intersected the non-inferiority boundary of the RR of 
1.1. However, the absence of a hint of non-inferiority cannot be used to conclude an inferiority 
of the shorter-duration antibiotic therapy. 

4.5.4.2 CAP  

Five studies reported data on AEs [82-84,87,90,92,94]. One study reported study 
discontinuations due to AEs [92]. Three studies reported data on hospitalization [83,90,94] 
and a further study reported hospitalization only in aggregated form across both study arms 
and was therefore not usable [92]. One study also reported outpatient visits [94]. The study 
by Bielicki (2021) reported AEs in a manner not stratified by outpatient and inpatient 
treatment and was therefore not usable for this outcome [87]. A detailed list on this outcome 
can be found in Table 32 in the ThemenCheck details in Section A3.3.4.3 of the full report. 

Amoxicillin 

3 days versus 5/7/10 days 

Three studies comparing 3 days of amoxicillin therapy with a longer treatment duration 
provided data on severe AEs, 2 with a low outcome-specific risk of bias [82,84], 1 with a high 
outcome-specific risk of bias [83]. The studies MASCOT (2002) and ISCAP (2004) each reported 
that no severe AEs had occurred (one death in MASCOT (2002) was not included here by the 
study authors). Severe AEs only occurred in the study by Ginsburg (2020), and there was no 
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statistically significant difference between the 2 treatment groups after deaths were factored 
out (RR [95% CI]: 1.43 [0.73; 2.83]; p=0.298).  

Other AEs were only reported in a usable manner in the studies by MASCOT (2002) and 
Ginsburg (2020), each with a low outcome-specific risk of bias [82,84]. MASCOT (2002) was 
unable to determine a statistically significant difference between the 2 treatment groups (RR 
[95% CI]: 0.86 [0.68; 1.09]; p=0.223) and the individual symptoms were only reported jointly 
across both groups. In contrast, Ginsburg (2020) was able to demonstrate a statistically 
significant reduction in other AEs in favour of the shorter-duration therapy duration (RR [95% 
CI]: 0.87 [0.78; 0.97]; p=0.016). In particular, gastrointestinal infections (RR [95% CI]: 0.79 
[0.66; 0.95]; p=0.013) and skin rash (RR [95% CI]: 0.64 [0.41; 1.00]; p=0.048) occurred less 
frequently in the shorter-duration antibiotic therapy group. The meta-analysis conducted also 
showed a statistically significant reduction in other AEs during a 3-day treatment period (RR 
[95% CI]: 0.87 [0.78; 0.96]). The conducted meta-analysis is shown in Figure 17 in the 
ThemenCheck details in Section A3.3.4.3 of the full report. 

Only 2 studies with a high outcome-specific risk of bias reported hospitalization [83,90]. 
Neither ISCAP (2004) nor Greenberg (2014) were able to determine a statistically significant 
difference between the treatment regimens (ISCAP (2014): RR [95% CI]: 0.78 [0.42; 1.44]; 
p=0.428; Greenberg (2014): RR [95% CI]: 0.36 [0.02; 8.05]; p=0.519). The pooled result was 
also not statistically significant (RR [95% CI]: 0.76 [0.42; 1.38]). The meta-analysis on 
hospitalization is shown in Figure 18 in the ThemenCheck details in Section A3.3.4.3 of the full 
report.  

Overall, this not only demonstrated proof of non-inferiority for other AEs (the overall pooled 
95% CI was below the non-inferiority boundary of the RR of 1.1), but also proof of superiority 
(the overall pooled 95% CI was below an RR of 1.0) of 3-day versus 5-day antibiotic therapy 
with amoxicillin. However, no hint of non-inferiority of the shorter-duration antibiotic therapy 
could be derived for severe AEs and hospitalization, although the absence of a hint of non-
inferiority cannot be used to conclude an inferiority of the shorter-duration antibiotic therapy. 

5 vs. 10 days 

The studies by Pernica (2021) and Williams (2022) reported severe AEs [92,94], each with a 
low outcome-specific risk of bias. Williams (2022) reported this in 2 periods –  the first period 
from Day 5 to Day 15 after the start of treatment, and the second period additionally until Day 
30 after the start of treatment. There was no statistically significant difference in severe AEs 
between the 2 groups in any period (up to Day 15: RR [95% CI]: 0.51 [0.05; 5.53]; p=0.576; up 
to Day 30 including events up to Day 15: RR [95% CI]: 1.01 [0.26; 3.98]; p=0.988). In the study 
by Pernica (2021), no severe AEs occurred up to Day 30.  
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Study discontinuations due to AEs were only reported by Pernica (2021) [92]. Here as well, no 
statistically significant difference was shown between the treatment groups (RR [95% CI]: 0.25 
[0.03; 2.22], p = 0.215). Hospitalization was only reported jointly across both groups in Pernica 
(2021) and did not occur in Williams (2022). Outpatient clinic visits were reported by Williams 
(2022) and were not subject to statistically significant differences in the 2 analysis periods (up 
to Day 15: RR [95% CI]: 2.02 [0.18; 22.10]; p=0.564; up to Day 30 including events up to Day 
15: RR [95% CI]: 1.35 [0.31; 5.94]; p=0.694) [94].  

The total AEs (and individual symptoms) were also reported by Williams (2022) and did not 
differ statistically significantly between the treatment groups in any time period (total AEs: up 
to Day 15: RR [95% CI]: 1.08 [0.84; 1.40]; p=0.543; up to Day 30 incl. events up to Day 15: RR 
[95% CI]: 1.05 [0.86; 1.29]; p=0.609) [94]. 

Since the CI intersected the non-inferiority boundary of the RR of 1.1, no hint of non-inferiority 
of the shorter-duration antibiotic therapy could be derived for any of the AE outcomes. 
However, the absence of a hint of non-inferiority cannot be used to conclude an inferiority of 
the shorter-duration antibiotic therapy. 

4.5.5 Results for the outcome of health-related quality of life 

None of the studies reported results on the outcome health-related quality of life – neither 
for the therapeutic indication AOM nor for the therapeutic indication CAP. 

4.5.6 Results on the supplementary outcome treatment adherence 

Adherence to treatment was in part recorded very heterogeneously in the studies. In some 
cases, the parents’ information [71-74,81,84,87,90,92,94] and/or the amount of medication 
missing in the packaging [71,72,74,78,79,81,83,87,90,92,94] provided the basis for the 
recording, in some cases intake was checked with a urine test [72,78,79].  

4.5.6.1 AOM 

Table 33 in the ThemenCheck details in Section A3.3.6.1 of the full report presents the study 
results on the outcome treatment adherence in AOM. Only 4 studies compared the treatment 
adherence of shorter with longer-duration antibiotic therapy [72-74,79]. Another 3 studies 
only reported treatment adherence at a single time point and collectively for the intervention 
and control groups [71,78,81]. Five studies on AOM provided no results on the outcome 
treatment adherence [69,70,75,77,80], 1 of the studies them despite having previously 
mentioned treatment adherence as an outcome in the methods section [69]. 

The study by Mandel (1995) compared treatment adherence for a treatment duration of 10 
days of amoxicillin with 20 days of amoxicillin [72]. At all time points (Day 10 and Day 20), 
treatment adherence (measured by amount of medication used and self-reporting) was 
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comparable between treatment groups at around 95%. In addition, the number of patients 
with antibiotics detected in their urine did not differ notably between the groups on Day 10, 
but only on Day 20, as one group was already receiving placebo (78.8% vs. 7.7%). However, 
when comparing Day 10 to Day 20, there was a clear change in treatment adherence in the 
20-day treatment group after the urine sample was taken (difference 18.9%). No CIs could be 
calculated for the differences due to missing data. In addition, the long treatment duration of 
20 days for AOM can only be transferred to the German health care context to a limited extent. 

Two studies investigating 5 vs. 10 days of amoxicillin-clavulanic acid also provided data on 
treatment adherence [73,74]. Hoberman (1997) was conducted without placebo and without 
blinding of the patients, and defined treatment adherence as self-reported adherence to at 
least 80% of the prescribed medication [73]. In the 5-day group, 96.9% reached this threshold 
value, while in the 10-day group the percentage was statistically significantly lower at 89.6% 
(RR [95% CI]: 1.08 [1.04; 1.13]; p<0.001). In the study by Cohen (1998), treatment adherence 
(not further defined) was recorded by the amount of medication returned and self-reporting 
[74]. At 93% and 94.2% respectively, a similar number of patients in both groups were rated 
as adherent to treatment (RR [95% CI]: 0.99 [0.93; 1.04]; p=0.649). This study was placebo-
controlled and patients and treating physicians were blinded. 

The study by Gooch (1996) investigated treatment adherence in a placebo-controlled 
comparison of 5 vs. 10 days of cefuroxime [79]. Therefore, both groups had to take medication 
for 10 days. Adherence to treatment was recorded by the amount of medication returned and 
urine samples, and 92% of patients in the shorter-duration therapy group and 96% in the 
longer therapy group were rated as adherent to therapy. Exact effect measures could not be 
calculated because only percentages were provided.  

4.5.6.2 CAP 

Table 34 in the ThemenCheck details in Section A3.3.6.2 of the full report presents the study 
results on the outcome treatment adherence in CAP. Four studies reported usable data on 
treatment adherence in children with CAP [83,84,92,94]. The study by Bielicki (2021) did not 
report treatment adherence stratified by outpatients and inpatients and was therefore not 
included [87]. Treatment adherence was recorded by the amount of medication returned 
and/or the parents’ report. All studies were placebo-controlled trials with the same intake 
duration of a study drug. Treatment adherence was similar between the intervention and 
control groups in all studies:  

3 vs. 5 days: ISCAP (2004): 94.2% and 93.9% respectively (up to Day 3; RR [95% CI]: 1.00 [0.98; 
1.02]; p=0.779) and 85.6% and 84.9% respectively (up to Day 5; RR [95% CI]: 1.01 [0.97; 1.04]; 
p=0.660);  
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5 vs. 10 days: Pernica (2021) 90.4% and 86.4% respectively (recorded on Days 14-21; RR [95% 
CI]: 1.05 [0.96; 1.14]; p=0.309); Williams (2022) 84% and 80% respectively (recorded on Days 
11-15; RR [95% CI]: 1.06 [0.96; 1.16]; p=0.251).  

Ginsburg (2020) reported treatment adherence of 91.6% in the 3-day therapy group and 
91.8% in the 5-day therapy group, recorded at all examination dates up to Day 6 without 
indicating the exact number of analysed patients [84].  

In the ISCAP study (2004), it was possible to see from the different observation times that 
treatment adherence also decreases with increasing treatment duration [83]. The difference 
[95% CI] from Day 5 compared to Day 3 was 8.58% [6.08%; 11.09%] in the intervention group 
with placebo from Day 3, and 8.97% [6.41%; 11.52%] in the control group with 5 days of 
amoxicillin therapy.  

4.5.7 Results on supplementary microbiological outcomes 

4.5.7.1 AOM 

Table 35 and Table 36 in the ThemenCheck details in Section A3.3.7.1 of the full report present 
the study results on microbiological outcomes in AOM. Only 4 studies provided usable data 
on microbiological outcomes: 1 study provided data on antibiotic resistance [75], 2 studies 
provided data on microbiological treatment failure [70] or persistent detection of bacteria 
[74], and 1 study combined microbiological treatment failure and antibiotic resistance [79]. 
Two studies reported microbiological data only for the period before the start of antibiotic 
therapy or only collectively for the intervention group and the comparator group and were 
therefore not usable [78,81]. Six studies reported no data on microbiological outcomes [69,71-
73,77,80]. 

Ingvarsson (1982) reported evidence of pathogenic bacteria on Day 10 for the comparison of 
treatment with penicillin V for 5 days or 10 days [70]. At this time, pathogenic bacteria were 
proven in 47% of patients treated in the 5-day therapy group and 56% of those treated in the 
10-day therapy group. No statistically significant difference was shown between the study 
arms (RR [95% CI]: 0.84 [0.60; 1.17], p = 0.305).  

Cohen (1998) reported evidence of various bacterial strains on Days 12 to 14 after the start of 
5-day or 10-day therapy with amoxicillin-clavulanic acid [74]. However, most bacterial strains 
were only described across groups or the comparisons between groups were only described 
as "non-significant". After the end of treatment, only the bacterial genus Moraxella catarrhalis 
was statistically significantly more frequently detected in the group receiving shorter-duration 
antibiotic therapy (RR [95% CI]: 2.23 [1.37; 3.63]; p=0.001).  

Hoberman (2016) reported on recolonization with penicillin-resistant bacterial strains on Days 
12 to 14 after starting antibiotic therapy with amoxicillin-clavulanic acid (5 vs. 10 days) and 
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the proportion of penicillin-resistant bacterial strains of Streptococcus pneumoniae and 
Haemophilus influenzae on Days 12 to 14 and up to the following September. None of the 
recorded outcomes provided statistically significantly different results between the different 
treatment durations (the different results with RR, 95% CI and p-value are presented in Table 
35 in the ThemenCheck details in Section A3.3.7.1 of the full report). 

Gooch (1996) reported bacteriological treatment failure (as a combination of clinical failure 
and detection of bacteria) on Days 11 to 14 (after 5 vs. 10 days of cefuroxime), subdivided into 
clinical failure, clinical failure with resistance and cure with superinfection. None of the data 
showed a statistically significant difference between the shorter and longer treatment 
duration (the various results with RR, 95% CI and p-value are shown in Table 36 in the 
ThemenCheck details in section A3.3.7.1 of the full report). 

4.5.7.2 CAP  

Table 37 in the ThemenCheck details in Section A3.3.7.2 of the full report presents the study 
results on microbiological outcomes in CAP. Only 1 study provided usable data on 
microbiological antibiotic resistance after antibiotic therapy in children with CAP [83]. Data on 
persistent bacterial detection/bacterial eradication were not available in the included studies 
on CAP.  

The study by ISCAP (2004) compared resistance of the bacterial strains Streptococcus 
pneumoniae and Haemophilus influenzae to various antibiotics on Day 14 after the start of a 
3-day or 5-day antibiotic therapy with amoxicillin. Only the proportion of Streptococcus 
pneumoniae strains that were resistant to co-trimoxazole on Day 14 differed statistically 
significantly between the groups. Here, resistance was rarer in the group treated with 
amoxicillin for 3 days (RR [95% CI]: 0.85 [0.74; 0.98]; p=0.026). There was no statistically 
significant difference between the treatment durations in the resistance of Streptococcus 
pneumoniae to chloramphenicol, oxacillin or erythromycin or in the resistance of 
Haemophilus influenzae to co-trimoxazole, chloramphenicol, ampicillin or erythromycin. For 
a detailed presentation of the results, please refer to Table 37 in the ThemenCheck details in 
Section A3.3.7.2 of the full report. 

4.6 Summarized assessment of the results  

4.6.1 AOM 

Evidence map 

Table 4 shows the evidence map regarding patient-relevant outcomes in AOM. 
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Table 4: Evidence map regarding patient-relevant outcomes in AOM 
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AOM - children 

Penicillin V        

2 vs. 7 days ⇔ (⇔) – – – – – 

5 vs. 10 days ⇔ (⇔) – – – – – 

Amoxicillin        

3 vs. 10 days ⇔ (⇔) –a – – (⇔) – 

10 vs. 20 days – (–) – – – (–) – 

Amoxicillin-clavulanic acid       

5 vs. 10 days ⇑⇓b ⇑⇓c – – – ⇔ – 

First-generation cephalosporin (cefaclor)      

3 vs. 7 days  – (⇔) –a – – – – 

5 vs. 10 days  ⇔d (⇔) – – – – – 

Second-generation cephalosporin (cefuroxime)     

5 vs. 10 days  – – – – – ⇔ – 

Third-generation cephalosporins (cefixime, cefpodoxime)    

5 vs. 10 days  ⇔e ⇔ – – – ⇔ – 

⇔: no hint, indication or proof of non-inferiority of the shorter-duration treatment. Homogeneous results 
(the 95% CIs of all studies intersect the non-inferiority boundary) 

⇑⇓:no hint, indication or proof of non-inferiority of the shorter treatment duration. Heterogeneous results 
(regarding to the non-inferiority boundary) 

(⇔): no hint, indication or proof of non-inferiority of the shorter treatment duration. Homogeneous, 
imprecise results (for at least one analysis date, neither a halving nor a doubling of the effect can be ruled 
out). 

–: No usable data reported 
(–): Although usable data were reported, no benefit conclusion was derived due to limited transferability 

a. For this comparison, no event occurred in either group; it was therefore not possible to calculate the 
relative risk and the 95% CI. 

b. The results of the individual studies all showed a statistically significantly worse effect of shorter-duration 
antibiotic therapy at the analysis date considered to be of primary importance. The 95% CIs of 2 studies 
intersected the non-inferiority boundary at this analysis date, the 95% CI of one further study was 
completely below the non-inferiority boundary.  

c. One study showed non-inferiority in terms of recurrence, but in 2 others the 95% CIs of the individual 
studies intersected the non-inferiority boundary.  

d. The result of the study showed a statistically significantly worse effect of shorter-duration antibiotic 
therapy. The 95% CI intersected the non-inferiority boundary. 

e. The result of the meta-analysis showed a statistically significant worse effect of a shorter-duration 
antibiotic therapy at the analysis date considered to be of primary importance. The 95% CI intersected the 
non-inferiority boundary. 



Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 63 

Assessment of the volume of unpublished data 

Due to the heterogeneity of the published studies and the small number of studies in each 
comparator category (<10 studies), it proved impractical to investigate the publication bias by 
means of a Funnel plot.  

The registry search identified no studies which had been completed but not published. In one 
of the studies included, the outcome recurrence was not reported despite being mentioned 
in the methods section [80], and in one other included study, a predefined analysis period for 
recurrence was not reported [75]. Overall, however, the potential for publication bias  appears 
low for the shorter-duration antibiotic therapy in children with AOM.  

Weighing up of benefits versus harms 

Most of the available studies on AOM had a high risk of bias, which reduces their informative 
value. Only 1 more recent and higher-quality study could be identified [75]. The overall picture 
is heterogeneous due to the different antibiotics used and the different treatment durations 
tested. Amoxicillin, which is the antibiotic of choice for bacterial otitis media [102], was only 
investigated in 2 studies, one of which compared an irrelevantly long period of 10 vs. 20 days. 
No conclusion on the benefit was derived in this study due to a lack of transferability to the 
German context. 

No hint of non-inferiority in terms of treatment success could be derived for any of the 
antibiotics investigated in the comparison of different treatment durations. In a total of 5 of 
the 9 studies (on amoxicillin-clavulanic acid, a first-generation cephalosporin, and third-
generation cephalosporins) that reported treatment success in a usable way, the results of the 
individual studies even showed a statistically significantly lower rate of treatment success in 
the shorter-duration treatment group for one analysis date.  

Due to the rareness of the events, no hints of non-inferiority could be derived for the 
outcomes recurrence or mortality for the antibiotics and treatment durations investigated. 
Even for AEs, there was no hint of non-inferiority or superiority of shorter-duration antibiotic 
treatment for any comparison. However, the absence of a hint of non-inferiority does not 
necessarily mean that proof of inferiority of the shorter-duration antibiotic treatment can be 
inferred. 

With regard to the supplementary outcomes, the only finding was that treatment adherence 
decreased with longer treatment duration in the unblinded comparison and in the comparison 
of multiple time points in a study. One bacterial strain, which was detected more frequently 
after antibiotic treatment in the group with shorter-duration antibiotic treatment in one 
study, can be interpreted as an incidental finding (<2431>Moraxella catarrhalis</2431> at 5 
vs. 10 days of amoxicillin-clavulanic acid).  
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Overall, therefore, no non-inferiority of shorter-duration treatment for AOM can be 
demonstrated. The results show that a shorter treatment duration leads to poorer treatment 
results in some comparisons. The only possible advantage of a shorter-duration treatment is 
improved treatment adherence. A non-placebo-controlled study on AOM showed that with 
increasing duration of therapy, fewer patients take the medication as prescribed. The other 
studies that reported treatment adherence were placebo-controlled, so that both groups had 
to take medication for the same length of time.  

However, there is a lack of high-quality studies that investigate the treatment durations 
currently used with a sufficient number of subjects, particularly for amoxicillin therapy (first-
choice drug) in children with a therapeutic indication for antibiotic treatment. 

4.6.2 CAP 

Evidence map 

The following Table 5 shows the evidence map regarding patient-relevant outcomes in CAP. 

Table 5: Evidence map regarding patient-relevant outcomes in CAP  
 

Th
er

ap
y 

su
cc

es
s 

Re
cu

rr
en

ce
 

M
or

ta
lit

y 

Adverse events 

He
al

th
-r

el
at

ed
 q

ua
lit

y 
of

 
lif

e 

Se
rio

us
 a

dv
er

se
 

ev
en

ts
 (S

AE
s)

 

Ho
sp

ita
liz

at
io

n 

O
th

er
 a

dv
er

se
 

ev
en

ts
 

CAP – children 

Amoxicillin        

3 vs. 5/7/10 days ⇑⇑ ⇔ (⇔) ⇔ ⇔ ⇑⇑a – 

5 vs. 10 days ⇑⇑ ⇔ –b (⇔) (⇔) ⇔ – 

⇑⇑: Proof of non-inferiority of the shorter treatment duration (at all analysis dates). 
⇔: no hint, indication or proof of non-inferiority of the shorter-duration treatment. Homogeneous results 

(the 95% CIs of all studies intersect the non-inferiority boundary). 
(⇔): no hint, indication or proof of non-inferiority of the shorter treatment duration. Homogeneous, 

imprecise results (for all analysis dates, neither a halving nor a doubling of the effect can be ruled out). 
-: no data reported 

a. For this comparison, there was proof of non-inferiority of the shorter treatment duration as well as proof of 
superiority of the shorter treatment duration. 

b. For this comparison, no event occurred in either group; it was therefore impossible to calculate the relative 
risk and the 95% CI. 
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Assessment of the volume of unpublished data 

Due to the heterogeneity of the published studies and the small number of studies in each 
comparator category (<10 studies), it proved impractical to investigate the publication bias by 
means of a Funnel plot. 

Searches in the trial registries did not identify any studies that had been completed but not 
published. However, 2 studies with published results on the antibiotic co-trimoxazole were 
identified for which no full-text publication was available [103,104]. In addition, the outcome 
recurrence of infection in the study by Greenberg (2014) was only reported in the second 
study phase [90]. Overall, however, the risk of publication bias is considered to be low. 

Weighing up of benefits versus harms 

A total of 7 studies that investigated different durations of treatment with amoxicillin were 
available for children with CAP. Most of these studies were assessed as having a low risk of 
bias. The transferability of the individual studies to the German health care context was largely 
considered to be given in view of the patient characteristics and is discussed in Section 8.2.2. 

For children, the comparison of the amoxicillin treatment duration of 5 days with 10 days 
provided proof that the shorter-duration therapy is not inferior to the longer-duration therapy 
in terms of therapeutic success. Proof of non-inferiority was also found in the comparison of 
3-day amoxicillin therapy versus a longer treatment duration of 5/7/10 days.  

No hint of non-inferiority could be derived for recurrence due to the lower number of events 
and the resulting greater statistical uncertainty. Due to the rare number of deaths, no hint of 
non-inferiority could be derived for mortality either. However, the absence of a hint of non-
inferiority does not necessarily mean that proof of inferiority of the shorter-duration antibiotic 
treatment can be inferred. With regard to other AEs, a comparison of 3 vs. 5 days of amoxicillin 
provided proof of the superiority of the shorter-duration therapy. Other comparisons yielded 
no hint of non-inferiority of the shorter-duration antibiotic therapy in each case, often due to 
wide CIs.  

With regard to the supplementary outcomes, the analysis of various time points within the 
ISCAP (2004) study points to a decline in treatment adherence with longer treatment. With 
regard to microbiological outcomes, only in one study was one bacterial strain statistically 
significantly more rarely resistant to one antibiotic tested when amoxicillin was administered 
for only 3 days (compared to 5 days).  

Overall, it can therefore be assumed that for the treatment of clinically diagnosed CAP in 
children, treatment with amoxicillin for 3 days is not inferior to longer therapy (for 5, 7 or 10 
days) and, accordingly, 5-day therapy is not inferior to 10-day therapy. Although non-
inferiority in terms of recurrence and mortality could not be demonstrated, recurrence up to 



Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 66 

the respective analysis date was also included in the results for the outcome treatment 
success in the studies analysed. Overall, deaths are rare in children with CAP treated on an 
outpatient basis. The comparison of 3 days versus 5 days of amoxicillin therapy even resulted 
in a superiority of a shorter-duration therapy for the outcome (other) AEs. In addition, 
treatment adherence may be higher with shorter treatment duration. A placebo-controlled 
study on CAP, which investigated treatment adherence at several points in time, showed that 
fewer people take the medication as prescribed as the duration of treatment increases. The 
other studies that reported treatment adherence were placebo-controlled and reported 
treatment adherence at only one time point. Effects on resistance in bacteria remain unclear. 

For shorter-duration antibiotic treatment for CAP in adults, only studies that investigated 
drugs without valid marketing authorisation status in Germany could be identified. This also 
applies to an identified discontinued study. Hence, no usable data are available for the 
German health care context. There is a lack of high-quality studies that investigate different 
outpatient treatment durations with currently used approved drugs (e.g. amoxicillin, 
amoxicillin-clavulanic acid, doxycycline, clarithromycin or levofloxacin) in adults with a 
sufficient number of subjects. 
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5 Results: Health economic assessment 

5.1 Intervention costs 

The central intervention costs of the experimental and comparator interventions are limited 
to the costs of drug treatment, which differs only in terms of duration, but not in terms of 
dosage. The other treatment costs are considered equivalent due to the short treatment 
duration of a few days and the consideration of non-severe courses of disease in the included 
studies. Each intervention is based on one visit to the doctor at the onset of the illness and 
one follow-up visit. Relevant differences in intervention costs therefore arise primarily from 
the differences in treatment duration.  

The assessment of the costs from the perspective of the SHI funds is based on the pharmacy 
retail prices or the reference price. The reference price for a drug corresponds to the 
maximum drug costs that are covered by the SHI in Germany. These fixed drug costs are 
determined for a group of drugs that are comparable in terms of effect, use and quality. If the 
pharmacy retail price exceeds this reference price, patients must pay the remaining difference 
themselves [105]. This is to ensure that the more cost-effective drug is favoured when 
equivalent alternative drugs are available [106]. If the reference price for a drug is higher than 
the pharmacy retail price, the SHI only reimburses the actual selling price. To determine the 
costs from the SHI perspective, the statutory pharmacy discount, which is currently €2 
(Section 130 Social Code Book V), a possible manufacturer discount and any potential co-
payment due from the patient must also be deducted. Individual discount contracts for drugs 
between SHI funds and pharmaceutical companies cannot be included in the calculation, as 
the terms of these contracts are confidential and may vary depending on the SHI fund [105]. 
Co-payments for prescription drugs are to be borne by the insured person for adults over the 
age of 18. The co-payment is generally 10% of the pharmacy dispensing price (Section 61 Social 
Code Book V) [107]. However, it amounts to a minimum of €5 and a maximum of €10 per pack 
and may not exceed the actual cost of the drug (Section 61 SBG V) [107]. There is no co-
payment for drugs for children and adolescents up to their 18th birthday. There are also other 
exceptions, for example for chronically ill people and co-payment exemptions for inexpensive 
drugs (Section 31 (3) Social Code Book V) [106].  

The list of reference price drugs according to §35 Social Code Book V of the Federal Institute 
for Drugs and Medical Devices (BfArM) [108], the German Uniform Assessment Standard of 
the National Association of SHI Physicians (EBM) [109] and the Lauer-Taxe [110] were used as 
sources for cost determination. The reference price or the pharmacy retail price (whichever is 
lower) of the largest available pack minus the pharmacy discount, the manufacturer discount 
and the co-payment by patients is used for the assessment of costs from the SHI perspective 
[105]. The calculation of costs is mainly approached on the basis of the actual dose or number 
of tablets and therefore does not explicitly take into account the wastage of excessively large 
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packs. However, the necessary pack size and any resulting changes are referred to in the 
further consideration of the interventions [105]. 

As a large number of antibiotics are available, the treatment costs in this project are presented 
as examples using 2 preparations each for amoxicillin and cefpodoxime (third-generation 
cephalosporin) and one preparation for amoxicillin-clavulanic acid. Amoxicillin was used both 
in the included studies from both the benefit assessment (2 on AOM, 7 on CAP) and from the 
domain of Health Economics (1 on AOM, 1 on CAP). The other antibiotics were analysed in a 
total of 4 studies (all AOM) in the benefit assessment domain. The following products were 
selected as examples for the information on cost parameters in Table 5: (i) amoxicillin 250 
mg/5 mL oral suspension, BP Ireland (100 mL powder for the preparation of a suspension; 
pharmaceutical central number (Pharmazentralnummer, PZN): 18890477), (ii) Amoxicillin AL 
1000, ALIUD Pharma GmbH (30 film-coated tablets; PZN: 00038706), (iii) Cefpodoxim-
ratiopharm 40 mg/5 mL, ratiopharm GmbH (200 mL powder for the preparation of a 
suspension; PZN: 09124726), (iv) Cefpodoxim-ratiopharm 200 mg, ratiopharm GmbH (15 film-
coated tablets, PZN: 04478483) and (v) Amoxicillin/Clavulanic Acid  Micro Labs 875 mg/125 
mg, Micro Labs GmbH (20 film-coated tablets; PZN: 14334414). 

The drug costs for adults and children over 40 kg body weight (BW) are calculated based on 
the manufacturer's recommended dosage according to the package insert or Lauer-Taxe 
[110]. Since the dosage for children under 40 kg depends on their body weight, the subsequent 
calculations for paediatric use are also based on the recommended dosage adjusted to body 
weight [110] using the following 2 examples: (i) infant with 5 kg body weight; (ii) child with 19 
kg body weight (average body weight of a 5-year-old child [111]).  

The cost parameters for the 5 selected preparations are summarized in Table 6 below. 
Detailed calculations of the treatment costs are shown in Table 38 to Table 47 in the 
ThemenCheck details in Section A4.1 of the full report. 
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Table 6: Particularities of the legal aspects of a shorter-duration antibiotic therapy for AOM/CAP 
 Amoxicillin 250 mg/5 mL 

Amoxicillin Oral Suspension, 
BP Irland 

Amoxicillin AL 1000, 
ALIUD Pharma GmbH 

Cefpodoxim-
ratiopharm 40 mg/5 
mL TS 

Cefpodoxim-
ratiopharm 200 mg 

Amoxicillin/Clavulanic 
acid Micro Labs 
875mg/125mg 

PZN 18890477 00038706 09124726 04478483 14334414 

Pack size 100 mL powder for the 
preparation of an oral 
suspension 

(250 mg per 5 ml) 

30 film-coated tablets of 
1000 mg amoxicillin each 

200 mL powder for 
the preparation of an 
oral suspension 

(40 mg per 5 mL) 

15 film-coated 
tablets 

20 film-coated tablets 

Dosage Children under 40 kg: 20 - 90 
mg/kg of body weight/day  

persons over 40 kg of body 
weight: 1500 mg to 3000 mg 
daily 

Persons over 40 kg: 1500 
to 3000 mg of amoxicillin 
daily 

Children up to 12 
years: 5 to 12 mg kg 
of body weight/day 

adults: N D 

Persons aged 12 
years and older:  
2 film-coated tablets 
daily 

Children from 6 years of 
age > 25 kg and < 40 kg: 
25/3.6-70/10 mg/kg of 
body weight/day 

persons ≥ 40 kg of body 
weight: 3 film-coated 
tablets daily 

AAP  € 29.85 € 19.33 € 28.06 € 33.03 € 36.71 

Reference price € 13.64 € 20.28 - € 33.05 € 53.20 

Additional costsa € 16.21 - - - - 

Pharmacy discount € 2.00 € 2.00 € 2.00 € 2.00 € 2.00 

Manufacturer’s discount € 1.47 € 0.00 € 0.79 € 0.00 € 0.00 

Co-paymenta Children: € 0.00 
adults: € 5.00 

Children and adults: € 
0.00 (no co-payment) 

SHI costsb Children: € 10.17 

adults: € 5.17 

Children: € 17.33 

adults: € 12.33 

Children: € 25.27 Children: € 31.03 

adults: € 26.03 

Children and adults: € 
34.71 

a. Non-reimbursable costs that must be borne by the patient. 
b. Reimbursable costs covered by the SHI. 
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Amoxicillin 

For the antibiotic Amoxicillin Oral Suspension (BP Ireland), the manufacturer's instructions 
state a necessary daily dose of between 2 mL (at 20 mg/kg BW/day) and 9 mL (at 90 mg/kg 
BW/day) for an infant of 5 kg body weight. The daily costs range from €0.20 (at 20 mg/kg 
BW/day) to €0.92 (at 90 mg/kg BW/day) based on the SHI costs (reference price less pharmacy 
discount, manufacturer discount and co-payment). With an average dosage, this results in 
daily costs of €0.56. One packaging unit (100 mL) is therefore sufficient for treatment lasting 
between 11 days (at 90 mg/kg BW/day) and 50 days (at 20 mg/kg BW/day). At an average 
dosage, the corresponding total costs amount to €1.68 for 3 days, €2.80 for 5 days, €3.92 for 
7 days and €5.59 for 10 days of treatment. However, as mentioned above, it is assumed that 
the pack sizes can be customized as required at these price conditions. Otherwise, the costs 
for the SHI would amount to the respective price of the drug, i.e. in this example €10.17 for 
one bottle, regardless of the treatment duration.  

Based on a child with a body weight of 19 kg, the daily dose required is between 7.60 mL (at 
20 mg/kg BW/day) and 34.20 mL (at 90 mg/kg BW/day). Thus, the daily costs for the SHI range 
between €0.77 and €3.48 depending on the dosage (20 vs. 90 mg/kg BW/day). Assuming an 
average cost per day of € 2.13, this results in a total cost of € 6.38 for 3 days, € 10.63 for 5 
days, € 14.88 for 7 days and € 21.26 for 10 days of treatment. The above assumption regarding 
the fully customizable pack size also applies in this scenario. One packaging unit would last 
between 2.9 and 13 days for a child weighing 19 kg. Based on a non-variable pack size of 100 
mL, the costs would therefore increase accordingly to up to €40.68 for 10 days of treatment 
at a dose of 90 mg/kg BW/day (SHI costs for 4 packs of the product). In both of the paediatric 
application examples presented, patient-relevant costs are also incurred in the form of the 
difference between the pharmacy retail price and the reference price of €16.21 per bottle. For 
10 days of treatment, this results in a cost of €16.21 for 1 bottle for an infant weighing 5kg, 
and up to €64.84 for 4 bottles for a child weighing over 19kg.  

In principle, the drug Amoxicillin Oral Suspension can also be used for adults, although the 
costs are higher than alternatives in tablet form. The costs for a patient over 18 years of age 
(and a body weight of over 40 kg) amount to €3.10 for the SHI at a daily dose of 3000 mg (60 
ml). For treatments lasting 3, 5, 7 and 10 days, the costs for the SHI funds therefore add up to 
€9.31, €15.51, €21.71 and €31.02 respectively. One packaging unit of 100 ml covers a 
treatment period of 1.67 days. Ten-day treatment requires exactly 6 bottles (600 mL). 
Therefore, the total costs amount to €31.02 from an SHI perspective. The costs to be borne 
by the patient for a 10-day treatment add up to €127.26 from the difference between the 
pharmacy retail price and the reference price of €16.21 per bottle and the co-payment of €5 
per bottle (i.e. a total of €21.21 per bottle) for 6 bottles.  
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The second product under consideration, Amoxicillin AL 1000 (ALIUD Pharma GmbH), is 
available as a film-coated tablet. The costs listed in Table 6 refer to a pack of 30 film-coated 
tablets containing 1000 mg amoxicillin each. A daily dose of 3 tablets (3000 mg amoxicillin) is 
assumed in accordance with the guidelines for CAP [33]. The daily costs for the SHI funds thus 
amount to €1.23 for a person not exempt from co-payment (€1.73 for persons exempt from 
co-payment and children). Based on a treatment duration of 3, 5, 7 or 10 days, the costs for 
the SHI funds thus add up to €3.70, €6.17, €8.63 and €12.33 respectively. The pack of 30 film-
coated tablets corresponds exactly to a 10-day treatment duration at the dosage investigated. 
Alternatively, packs of 10, 16 and 20 film-coated tablets are also available for this drug, which 
are relatively more expensive at a daily cost of €1.92 (10 film-coated tablets), €1.57 (16 film-
coated tablets) and €1.35 (20 film-coated tablets). If one now considers the prices for the pack 
sizes corresponding to the treatment duration, the costs for SHI for adult patients (those 
exempt from co-payment) would amount to €6.41 (€11.41) for a pack of 10 film-coated tablets 
for a 3-day treatment, €8.39 (€13.39) for a pack of 16 film-coated tablets for a 5-day treatment 
and €12.33 (€17.33) for a pack of 30 film-coated tablets for a 7-day treatment and longer. The 
costs for patients are the co-payment of €5 per pack for adults and €0 for minors or patients 
exempt from co-payment for all variants considered.  

Cefpodoxime 

Based on the manufacturer's information on the normal dose [112], a dose of 8 mg/kg BW per 
day (corresponding to 1 mL/kg BW/day) is assumed for the calculations of the costs for the 
product Cefpodoxim-ratiopharm 40 mg/5 mL (paediatric antibiotic oral suspension). Available 
packaging sizes are bottles of 200 mL (see Table 6), 100 mL and 50 mL. For the example of an 
infant with a body weight of 5 kg, this results in a daily dose of 40 mg or 5 ml. Based on the 
SHI costs of the largest pack (€25.27 per 200 mL, €0.13/mL), the total daily costs therefore 
amount to €0.63. For a treatment duration of 3 days, this results in costs of €1.90, for 5 days 
€3.16, for 7 days €4.42 and for 10 days €6.32. This does not take into account wastage, 
otherwise the cost of each intervention would be €25.27, which is exactly the cost of a 200 mL 
bottle. The amount of medicine required for a child weighing 5 kilograms amounts to a total 
of 50 ml for a maximum of 10 days of treatment. This makes a comparison with the costs for 
the smallest available bottle (50 mL) interesting, which in total costs the SHI €14.79 (€0.30 per 
mL), which is less than a bottle of 200 mL.  

Considering a child with a body weight of 19 kg, this results in a daily dose of 19 mL (152 mg) 
and daily drug costs of €2.40. Assuming the cost per mL of the largest available pack can be, 
this results in drug costs of €7.20 for treatment over 3 days, €12.00 over 5 days, €16.80 over 
7 days and €24.01 over 10 days. Taking the wastage into account, all 4 treatment strategies 
would incur total drug costs of €25.27 from an SHI perspective. In this case, for a treatment 
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duration of up to 5 days, it would be advisable to use the medium pack size (100 ml), which 
costs €19.02 from an SHI perspective.  

For the treatment of adults with cefpodoxime, reference is made to the use of film-coated 
tablets with the dosage adjusted accordingly. The costs for the product Cefpodoxim-
ratiopharm 200 mg were applied here, which from an SHI perspective amount to €26.03 for a 
pack size of 15 film-coated tablets (PZN: 04478483) and €19.42 for a pack size of 10 film-
coated tablets (PZN: 04478477). In both cases, the costs from the patient's perspective 
amount to the co-payment of €5 per pack (unless exempt from co-payment). Based on a daily 
dose of 2 film-coated tablets (2 x 200 mg), this results in daily costs (SHI) of €3.47 or €3.88, 
depending on the pack size (15 vs. 10 film-coated tablets). The costs based on the larger pack 
therefore amount to €10.41 (3 days), €17.35 (5 days), €24.29 (7 days) and €34.71 (10 days) for 
the 4 treatment durations considered. It should again be noted that, due to wastage, the use 
of the smaller pack size for treatment over 3 and 5 days (€19.42 vs. €26.03) and over 10 days 
(€38.84 vs. €52.06) results in lower costs for the SHI system. The larger pack would only  be 
cheaper (€26.03 vs. €38.84) in the case of a 7-day treatment. For patients, on the other hand, 
the larger pack can be regarded as advantageous (only 1 pack required for 7 days) or at least 
equivalent, as the co-payment of €5 per pack is incurred regardless of the pack size.  

Amoxicillin/clavulanic acid 

The last drug selected is the co-payment-free product Amoxicillin/Clavulanic Acid Micro Labs 
875 mg/125 mg, which can be used for adults and children over 6 years of age and 25 kg body 
weight. A daily dose of 3 film-coated tablets is assumed for patients with body weights > 40 
kg; a dose of between 25 mg/3.6 mg and 70 mg/10 mg/kg BW per day is recommended for 
children between 25 kg and 40 kg body weight. For the further calculations in the paediatric 
setting, a child with a body weight of 30 kg and a daily dose corresponding to the 
manufacturer's recommendations of 29.2 mg/4.2 mg/kg body weight and thus 876 mg/126 
mg/day is used as an example. This corresponds to about 1 film-coated tablet per day and 
thus to exactly 10 film-coated tablets for a maximum treatment duration of 10 days. The daily 
costs from an SHI perspective of €2.17 are based on a pack of 10 film-coated tablets (PZN: 
14334383; pack cost: €21.74). The exact dose costs for the treatment of a child weighing 30 
kg with this product therefore range between €6.52 (3 days), €10.87 (5 days), €15.22 (7 days) 
and €21.74 (10 days).  

The daily cost for an adult is €5.21 based on a pack of 20 film-coated tablets (pack cost: 
€34.71). The costs for the SHI funds are therefore €15.62 (9 film-coated tablets) for 3 days, 
€26.03 (15 film-coated tablets) for 5 days, €36.45 (21 film-coated tablets) for 7 days and 
€52.07 (30 film-coated tablets) for 10 days. Depending on the treatment duration, an 
adjustment of the pack size should again be considered for the cost calculation for adult 
patients. For a 3-day treatment and thus 9 film-coated tablets, the costs for the SHI would 
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amount to €21.74 for a pack of 10 film-coated tablets. For a 5-day treatment and 15 film-
coated tablets, the costs for the SHI would correspond to €34.71 for a pack of 20 film-coated 
tablets. For 7 days of treatment and 21 film-coated tablets or more, costs totalling €56.45 are 
incurred for a pack of 20 film-coated tablets and a pack of 10 film-coated tablets. As this 
product is exempt from co-payment, no further costs arise from the patient's perspective.  

Conclusion 

To summarize, it can be said that the costs increase notably with longer treatment with the 
difference varying depending on body weight, drug, dosage form and available pack sizes. For 
the paediatric antibiotic Amoxicillin Oral Suspension, there is no difference in cost from an SHI 
perspective for the treatment of a child weighing 5 kg due to the available pack size of 100 
mL. For both 3 and 10 days of treatment, this amounts to exactly the cost of one pack (€10.17). 
For a child weighing 19 kg, the costs for the SHI funds increase by €20.34 from €20.34 for 3 
days (2 bottles) to €40.68 for 10 days (4 bottles). Cefpodoxime shows similar increases in the 
paediatric setting: For a child weighing 5 kg, the cost for both 3 days and 10 days of treatment 
is €14.79 for the smallest available pack size of 50 mL. For a child weighing 19 kg, the costs 
from an SHI perspective would amount to €19.02 for a 100 mL pack for 3 days of treatment, 
and to €25.27 for a 200 mL pack for 10 days of treatment. This corresponds to a difference of 
€ 6.25. The cost of treatment of a child weighing 30 kg with the selected product for 
amoxicillin/clavulanic acid showed no difference in cost (€21.74), as one pack of 10 film-
coated tablets is sufficient for both 3 days and 10 days of treatment. 

From an SHI perspective, the difference in costs between a 3-day and a 10-day treatment with 
amoxicillin for adult patients corresponds to €20.68 (amoxicillin oral suspension) and €5.92 
(Amoxicillin AL 1000). The cost of cefpodoxime film-coated tablets increases by €19.42, i.e. by 
1 pack of 10 film-coated tablets. Amoxicillin/clavulanic acid shows the highest difference of 
€34.71, with costs of €21.74 (3 days, 1 pack of 10 film-coated tablets) and €56.45 (10 days, 1 
pack of 10 film-coated tablets and 1 pack of 20 film-coated tablets). 

5.2 Systematic review of health economic evaluations 

5.2.1 Results of the information retrieval 

As part of the systematic search, 2 studies were identified from a total of 387 hits to be 
screened after title and abstract screening as well as full-text screening that corresponded to 
the inclusion criteria for the health economic evaluation of shorter-duration antibiotic use: 
Coco (2007) for AOM and ISCAP (2004) for CAP in children.  

The search strategies for bibliographic databases are listed in the Appendix of the full report. 
T*he last search took place on 14 February 2024. 
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Table 7: Study pool of the health economic assessment 
Study Available documents [reference] 

Coco (2007) Full publication [113] 

ISCAP (2004) Full publication [83] 

 

5.2.2 Characteristics of the studies included in the assessment 

The 2 included studies investigate different therapeutic indications, which are discussed in this 
report.  

Coco (2007)  

The study by Coco (2007) [113] examined children between 6 months and 12 years of age with 
AOM. This modelling study compares 5-day treatment with amoxicillin (experimental 
intervention) with 7 to 10-day treatment with amoxicillin (comparator intervention). The 
study also presents comparisons with the strategies watchful waiting (i.e. 72 hours of 
monitoring and waiting for symptom improvement before starting treatment with amoxicillin) 
and delayed prescription (treatment with amoxicillin is prescribed if patients continue to 
complain about symptoms after 48 to 72 hours). For this purpose, the study conducts an 
incremental cost-utility analysis of the 4 strategies and compares the cost-utility ratio 
measured in cost per quality-adjusted life year (QALY) gained using a deterministic decision 
tree analysis. In addition, one-way sensitivity analyses were carried out for all model variables 
as well as probabilistic sensitivity analyses based on the normal distribution for the cost data 
and the beta distribution for probabilities and utilities. The utilities were taken from the 
secondary literature, in which the visual analogue scale (VAS) and a survey of paediatricians 
were used [114]. In addition to the cost of drugs, the costs also include non-health-related 
care costs, costs for the carer's absence from work and visits to the doctor. The costs are 
stated in US dollars for 2001 on the basis of the U.S. Medical Consumer Price Index. The costs 
were not discounted due to the short time horizon of 30 days. The data sources for the costs 
are publications by Staff (2002) [115], Marx (2002) [116] and Capra (2000) [117] as well as the 
databases of the Pennsylvania Department of Public Welfare [118], Medicare and Medicaid 
[119], the Healthcare Cost and Utilization Project 2000 database [120] and the 2001 National 
Compensation Survey [121]. A social perspective is assumed for the analyses. The study 
received financial support by the Lancaster General Hospital and the American Academy of 
Family Practice Grant. 

ISCAP (2004)  

The study by ISCAP (2004) [83] examined the outpatient treatment of children between 2 and 
59 months of age with CAP (CAP in children). ISCAP (2004) is a health economic evaluation 
accompanying a randomized, double-blind, controlled trial in India comparing 3-day 
treatment with amoxicillin with 5-day treatment. The study compares the benefits and direct 
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medical costs of the 2 treatment strategies, but one after the other and separately. The data 
were recorded between August 2000 and December 2002. The study included a total of 2188 
patients, of whom 1095 children received shorter-duration treatment with amoxicillin (3 days) 
(experimental intervention) and 1093 children received amoxicillin for 5 days (comparator 
intervention). The clinical outcomes of the study include treatment success and recurrence. 
The cost parameters were transmitted by hospitals and were used in the study as mean values 
of the participating hospitals. The analyses were conducted from the payers’ perspective. 
Direct medical costs are taken into account, which are stated in Indian rupees (INR). 
Information on the index year and the discount rate (if applicable) is missing. The study was 
supported by US AID via INCLEN and IndiaClen.  

5.2.3 Results of health economic evaluations 

Coco (2007)  

After conversion from US dollars to euros with the CCEMG - EPPI-Centre Cost Converter [122] 
for Germany and after adjustment for inflation for the base year 2022, the deterministic 
decision tree analysis by Coco (2007) [113] resulted in costs totalling €173.76 per patient 
(US$156.90) for the shorter-duration treatment strategy (5 days of amoxicillin) and costs 
totalling €171.98 per patient (US$155.30) for the longer-duration treatment strategy (7 to 10 
days of amoxicillin). Although the costs for drugs are higher for the longer comparator 
intervention (€2.43), the costs for lost working hours (-€2.92) and visits to the doctor (-€0.86) 
are lower. In total, this results in additional costs of €1.77 per patient (US$1.60) for the shorter 
experimental intervention compared to the longer comparator intervention. 

With regard to the utility values, which Coco (2007) [113] stated in quality-adjusted life years 
(QALY), the experimental intervention (5 days of amoxicillin) has a QALY value of 0.99487 and 
the comparator intervention has a QALY value of 0.99501. This results in a lesser benefit for 
the shorter-duration treatment strategy (-0.00014). As the experimental intervention in this 
model is now more expensive (cost difference = €1.77) and provides less benefit (utility 
difference = -0.00014), Coco's (2007) experimental intervention is considered to be 
dominated. The conclusion from the study by Coco (2007), which investigated a total of 4 
treatment strategies for AOM in children as described above, thus does not result in a further 
comparison of the 2 strategies analysed in this report, but in an analysis of the trade-off 
between 7 to 10-day treatment with amoxicillin and the treatment strategy of delayed 
prescription. While treatment over 7 to 10 days is the most efficient option with the highest 
utility (QALY), the "delayed prescription" strategy can be identified as the most cost-effective 
option (cost = €146.62 US$132.40)). Finally, the further sensitivity analyses cited by Coco 
(2007) refer only to the comparison between these 2 strategies and the incremental cost-
utility ratio (ICUR) of € 61 854 (US$ 55 853) per QALY gained.  



Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 76 

ISCAP (2004)  

The comparison of the 2 investigated treatment strategies for children with CAP in India in the 
ISCAP (2004) study [83] shows no statistically significant differences in the 2 clinical outcomes 
treatment success after 5 days (89.5% at 3 days vs. 89.9% at 5 days of treatment, difference [95% 
CI] = 0.4 [-2.1; 3.0]) and recurrence after 14 days (5.3% at 3 vs. 4.4% at 5 days of treatment; 
difference [95% CI] = 1.0 [-1.0; 3.0]) (see Section 4.5). The direct medical costs, converted into 
euros using the CCEMG - EPPI-Centre Cost Converter for Germany and adjusted for inflation for 
2022, are stated as €1.15 (11 INR) for the experimental intervention over 3 treatment days and 
€1.99 (19 INR) for the comparator intervention over 5 treatment days, assuming successful 
treatment (cure). This results in a difference of - € 0.84 (- 8 INR) in favour of a shorter-duration 
treatment over 3 days (experimental intervention). In their conclusions, the group of authors of 
the ISCAP (2004) study thus recommend to shorten the treatment with amoxicillin to 3 days, as 
this strategy proves to be equally effective but less expensive. In addition, a statistically significant 
increase in the resistance of Streptococcus pneumoniae to co-trimoxazole was observed from the 
start of the study to the end of the observation period after 14 days in children who had been 
treated over 5 days. According to the study group, antibiotic resistance could also be reduced by 
shortening the duration of administration. The authors also cite as limitations the fact that this 
was a hospital-based study in which the causes of infection were not investigated, the follow-up 
period was only 15 days and children with asthma were excluded. 

It must be critically noted that the publication provides no information on the discount rate and 
the cost year. For the inflation adjustment carried out above, the cost year 2004, the year of the 
study publication, was assumed. In addition, no sensitivity analyses are reported for the study 
and therefore no information is provided on how to deal with uncertainties. The results and costs 
result from the Indian health care system and are therefore not directly transferable to Germany. 

Conclusion 

In summary, the available literature shows that, from a cost perspective, no general 
recommendation can be made in favour of shortening the duration of treatment with 
antibiotics in AOM [113]. The strategy of a shorter-duration treatment of 5 days compared to 
7 to 10 days reduces drug costs, but further costs for e.g. loss of working hours or transport 
appear to be higher. In addition, shortening the treatment duration to 5 days in Coco (2007) 
leads to a reduction in the QALYs gained compared to treatment over 7 to 10 days. Coco (2007) 
thus considers the longer-duration treatment to be the dominant strategy versus the shorter-
duration treatment. From a payers perspective, shortening the duration of antibiotic 
treatment in CAP appears to be an interesting alternative, as the cost of drugs can be reduced 
while maintaining comparable effectiveness (treatment success and recurrence) [83]. 
However, due to the limited transferability of the health economic aspects to the German 
health care system, these results can only be used to a limited extent for the assessment in 
this ThemenCheck report. 
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6 Results: Ethical, social, legal and organizational aspects as well as environmental and 
climate aspects 

6.1 Results on ethical aspects 

The ethical aspects were analysed on the basis of an established ethical framework for the 
assessment of interventions in the health care sector according to Marckmann (2015) [64], 
which was modified accordingly (see Table 58 of the full report).  

The exploratory search of scientific and non-scientific literature identified few publications 
which explicitly investigated ethical aspects of (shorter-duration) antibiotic therapy for AOM 
or CAP in children and adolescents as well as in adults. Rather, literature permitting an ethical 
assessment was found with regard to shorter-duration antibiotic treatment in general. A total 
of 26 publications were included in the ethical assessment. Based on the specified criteria, the 
ethical aspects were evaluated analytically and argumentatively. The results of the other 
domains, in particular of the legal (Section 6.3 and social aspects (Section 6.2) as well as the 
preparatory interviews with patients (ThemenCheck details Chapter A11 of the full report) 
were used and "reflective thoughts" of the report authors [63] were integrated.  

Overview 

AOM has a major impact on children and is a major burden for both the children affected and 
their families (custodians) (see Section 1.2.2). Possible consequences for the psychosocial 
development, education and social interaction of children and adolescents are discussed in 
detail in Section 6.2. However, the burden of AOM in children goes beyond the immediate 
health and social impact on the children affected. It is common for parents to be faced with 
repeated visits to health care providers and recurring antibiotic therapies. This cycle of disease 
and treatment can disrupt everyday life and employment and lead to (psychological) stress. 
CAP can affect children and adolescents as well as adults. Two of these population groups can 
be particularly affected by CAP: In younger people, CAP is a major contributor to incapacity to 
work and in older and multimorbid patients there is a particular risk of potentially fatal hypoxia 
and acute cardiac complications (see Section 1.2.3). CAP therefore also has the potential for 
socio-economic burdens (see also Section 6.2 for more details).  

Antibiotic therapy for CAP as well as AOM raises ethical questions regarding the duration of 
treatment, ranging from the responsibility to maintain individual patient care to public health. 
The focus of this ethical analysis is therefore on the consequences of (shortened) outpatient 
antibiotic treatment for both diagnoses. Ethical considerations include the appropriate use 
(prescription) of antibiotics, the prevention of antibiotic resistance and ensuring fair health 
care. 
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Expected health benefit for the target group  

The expected benefits of shorter-duration antibiotic therapy in AOM and CAP for the groups 
of patients are described in detail in Chapter 1. In Chapter 4, 2 studies suggested that 
improved treatment adherence may be an identifiable advantage of shorter-duration 
antibiotic therapy in AOM and CAP. In both cases, a shortened treatment duration led to 
better patient adherence to the therapy. All other studies that evaluated treatment adherence 
were placebo-controlled and only investigated one time point. Patients are also generally 
more willing to take a shorter course of antibiotics in full, which can lead to greater adherence 
[123]. This connection is also confirmed in an interview with a patient (ThemenCheck details, 
Chapter A11 of the full report). A high level of adherence is crucial for the effectiveness of the 
therapy, as incomplete treatment harbours the risk that the infection will not heal completely. 
In their studies, Kardas (2013) and Hoppe (1999) determined that shorter therapies and thus 
milder treatment burdens lead to a higher overall effectiveness of the treatment due to 
increased adherence [123,124].  

Garau (2006) and Spellberg (2016) emphasize that shorter-duration treatment not only 
accelerates physical recovery, but also reduces the psychosocial impact of the disease [6,125]. 
A shorter treatment duration can also lead to a faster recovery of the patients, enabling them 
to return to their normal lives more quickly. This is particularly important for working adults 
and schoolchildren, who may experience less downtime.  

From a public health perspective, it should be noted that the length of antibiotic therapy can 
influence the development of resistance, which is not only important for immediate patient 
care, but also for long-term public health and the sustainability of antibiotic effectiveness (for 
details see [126], see also Section 1.2.1). This argument is also articulated in an interview with 
a patient, in which the effectiveness of antibiotics for future bacterial infections was 
categorized as very important (ThemenCheck details Chapter A11 of the full report).  

Potential harm and burden  

A substantial burden of shorter-duration antibiotic therapy can be the risk of inadequate 
treatment. Inadequate treatment duration bears the risk of incomplete healing of the 
infection, which can lead to recurrent or chronic conditions. If children and adults contract the 
same infections again, this could lead to repeated treatments, further health impairments and 
additional burdens on the health care system [6,127]. This additional burden can be both 
physically and psychologically stressful, especially for children who may suffer from recurring 
pain and symptoms. These possible consequences of shorter-duration antibiotic treatment 
are also expressed in the patient interviews, in which insufficient effectiveness, no 
improvement in symptoms and a long course of disease (possible recurrence after short-term 
improvement) are addressed (ThemenCheck details, Chapter A11 of the full report).  
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From an ethical point of view, it is also important to consider not only the potential harm of 
inadequate treatment, but also the burden of adverse drug reactions associated with 
antibiotic therapy, which can affect patients' quality of life. In relation to CAP, Chapter 4 shows 
that shorter-duration antibiotic therapy has an advantage in terms of AEs when comparing 3 
versus 5 days of amoxicillin. However, this could not be shown for other comparisons (AOM 
or other treatment durations). 

Effects on autonomy 

The ability and right to make self-determined decisions about health care are central ethical 
principles in medical practice (see Section 6.3 for the legal localization of patient autonomy 
and the associated capacity to consent, and Section 6.2 for the health literacy that is 
fundamentally necessary for this).  

The concept of informed consent basically assumes that patients are fully informed about the 
advantages and disadvantages, risks and alternatives of a treatment before they make a 
decision about the treatment [128]. This concept of informed consent should be 
supplemented with shared decision-making. It is a collaborative process in which patients and 
health care professionals make decisions together, taking into account patient preferences 
and values as well as medical information and recommendations [129]. 

The implementation of patient autonomy in the sense of informed consent is based on the 
components of information, voluntariness, legal competence and consent. In the course of 
providing information, health care professionals should provide the patient with clear and 
understandable information about the (shorter-duration) antibiotic therapy and, above all, 
about possible risks and adverse effects as well as alternative treatment options. In the 
context of shorter-duration antibiotic therapy, the limited knowledge of patients with regard 
to shorter-duration antibiotic therapy, as described in Section 6.2, must be taken into account 
here, as well as the application of relevant guidelines from the physicians’ point of view. 
Accordingly, patients should be informed about the possibility of shorter-duration antibiotic 
therapy so that they can make a decision based on their own preferences in the sense of self-
determination. Kardas (2013) and Spellberg (2016) point out that well-informed patients are 
more likely to follow medical advice and adhere to treatment plans, which subsequently 
increases the effectiveness of therapy [6,123].  

The interviews with patients show that the decision on the duration of antibiotic therapy 
should be made by the patients themselves on an informed basis within the scope of what is 
medically appropriate (ThemenCheck details Chapter A11 of the full report). However, they 
also express concerns about the development of resistance, which could restrict self-
determined decisions. This illustrates the need for thorough information and careful balancing 
of the individual and social implications. 
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In the context of the present analysis, particular attention must be paid to the rights and needs 
of vulnerable patient groups such as children and the elderly. These groups may need (legally 
required) decision-making support from parents, guardians or adult representatives, as well 
as specific information that takes account of individual characteristics while ensuring that the 
autonomy of the patients is preserved. The patient interviews show that such support is 
essential in order to make an informed decision (ThemenCheck details Chapter A11 of the full 
report). 

Children and adolescents should be involved in the process of shared decision-making 
according to their stage of development, especially to promote their adherence versus the 
therapy form [123]. In an interview with one of the affected adolescents, he said that he would 
always take a prescribed antibiotic for as long as the doctor prescribed it. When asked what 
information he would need to make an informed decision about the duration of antibiotic 
therapy, he replied that he would consider recommendations from both his doctor and his 
parents. Age-appropriate information and a participatory decision-making process can help to 
improve the acceptance and effectiveness of treatment. Parents or guardians of children and 
adolescents should be given appropriate information about the opportunities and risks so that 
they can make an informed decision about the use of (short-duration) antibiotic therapy (also 
in combination with standard therapies). 

Finally, the tension between the described individual autonomy and the protection of public 
health from a public health perspective should be addressed. The spread of antibiotic 
resistance poses a major risk to the general public. Therefore, decisions on antibiotic 
administration should not only take into account the individual preferences and rights of 
current patients, but also the potential impact on public health and thus on future patients 
[125,129,130]. Responsible use of antibiotics is crucial to prevent the development and spread 
of resistant bacteria [127]. The WHO (2000) and Davey (2002) emphasize the importance of 
educating the public and health care professionals about the risks and consequences of 
antibiotic resistance [129,131]. Especially in the context of shared decision-making, doctors 
can therefore help to strike a balance between respecting patient autonomy and avoiding 
excessive or inappropriate use of antibiotics that could harm public health when prescribing 
antibiotics. This balancing process is given great attention in current guidelines [33,34,102] 
and is also addressed by national and international antibiotic resistance strategies (for 
example [132]). For specific prescribing practices and the relevant relationships between 
professionals, see Section 6.2. 

Ethics of justice 

Considerations regarding the ethics of justice play a central role in the discussion about 
planning and implementing antibiotic therapies, above all to ensure that medical resources 
are distributed fairly, that current and future needs are met and that no generation is 
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disadvantaged [133-135]. Distributive justice demands that health care resources are 
distributed according to need and not according to the ability to pay for them. Littmann and 
Buyx (2015) chiefly emphasize the need to ensure that all patients have equal access to 
effective and necessary treatment, especially in times when medical resources are scarce 
[130]. Furthermore, the responsibility towards future patients must be considered in the 
sense of future justice. Today effective antibiotic therapy must not be at the expense of the 
effectiveness of antibiotics tomorrow. Laxminarayan (2013), Littmann (2015, 2018) and 
Amente (2023) emphasize that measures must be taken to minimize the spread of resistance 
and maintain the effectiveness of antibiotics in the long term [130,136-138]. Among other 
things, it is pointed out that antibiotics should only be used when they are really necessary 
and that treatments should be as short as possible but as long as necessary to prevent the 
development and spread of resistance. "Antimicrobial stewardship" involves coordinated 
measures to promote the appropriate use of antimicrobial drugs in order to maximize the 
effectiveness of treatment and minimize the development of antibiotic resistance. These 
programmes include monitoring, evidence-based guidelines, training of medical staff and 
interdisciplinary collaboration (for more details see [139,140]). 

Finally, intergenerational aspects should also be considered in this context, which primarily 
refer to the fair distribution of resources and opportunities between different generations 
[134]. With regard to antibiotics, this means that current generations have a responsibility to 
preserve the effectiveness of these drugs for future generations. Sustainable use of antibiotics 
helps to ensure that future generations will also have access to effective treatments. The 
ethical challenge also lies in incorporating the long-term needs and rights of future patients 
into current decision-making processes. 

Expected efficiency  

As discussed in detail in Chapter 5, the relevant health economic literature shows that 
shortening antibiotic therapy in AOM reduces drug costs, but is characterized by higher follow-
up costs such as loss of working hours and a reduction in QALYs gained. In CAP, shorter-
duration treatment can be potentially beneficial due to comparable effectiveness, lower drug 
costs and reduction of AEs. The societal advantages of shorter-duration antibiotic therapies 
can thus be seen in various aspects, from direct cost savings and efficient use of resources to 
the avoidance of AEs, while maintaining comparable effectiveness. The fair distribution of 
therapies, the avoidance of inappropriate differentiation and responsibility towards future 
generations are central aspects that must be taken into account when planning and 
implementing antibiotic therapies. These approaches have the potential to promote not only 
individual but also public health and trust in the health care system as a whole. 



Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 82 

6.2 Results on social aspects 

The information processing is based on the comprehensive conceptual framework proposed 
by Mozygemba (2016) [65] (see also Table 59 of the full report).  

The analysis of social aspects is based on the interviews with patients, "reflective thoughts" 
[63] and a total of 51 publications included. In addition to the ethical aspects outlined above 
(Section 6.1), this subchapter focuses on the following social aspects: social construct and 
understanding of AOM and CAP, understanding of shorter-duration antibiotic treatment for 
AOM and CAP and its use in society and science, sociocultural aspects of intervention 
implementation and organization of use. 

Social construct and understanding of AOM and CAP 

With regard to children and adolescents, the primary national and international discussion on 
AOM is the impact on development and education. Hearing impairment and hearing loss in 
particular can therefore lead to socially relevant delays, e.g. in speech and language 
development, emotional and psychosocial development and school readiness [141-149]. Less 
clear literature could be found on the social understanding and consequences of CAP in 
children. In principle, there is a great need for research to improve the selection and dosage 
of drugs for CAP [150]. Individual authors identify a connection between social disadvantage 
and higher case numbers as well as hospital admissions [151,152]. The publications identified 
on the social risks of CAP in adults primarily address risk factors and predictors of the disease. 
The risk of CAP is thus increased by: living alone, contact with children, contact with pets, male 
sex, ex-smoker status, chronic pre-existing conditions,  hospitalization in the last 5 years, a low 
level of education and living together with more than 10 people [153-155]. The risk of 
mortality from CAP disease may be increased by older age, non-white ethnicity and low 
income [156,157]. The risk of readmission to hospital after CAP treatment may be increased 
by older age, low income, non-white ethnicity, low education and unemployment [156,157]. 
Fernandez (2010) and Izquierdo (2020), on the other hand, found no correlation between 
socioeconomic factors and CAP development or recovery [158,159].  

Understanding shorter-duration antibiotic therapy in AOM and CAP and its use in society 
and science 

The perceived benefits of shorter-duration antibiotic therapy in children with AOM include 
many of the aspects already mentioned in Chapter 1: These include the potential reduction in 
the risk of allergic reactions/side effects, the potential reduction in the risk of resistance 
development, the reduction in total antibiotic consumption and thus reduction in the cost of 
antibiotics as well as greater treatment adherence ([69,160], see also the results of the benefit 
assessment in Section 4.5 and the health economic evaluation in Chapter 5, which do not 
provide consistent and/or statistically significant results in this respect). However, Vernon-
Feagans (1996) [149] point out that antibiotics and other forms of treatment are effective in 
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eliminating bacterial infections, but there is no evidence that they reduce fluid in the middle 
ear. However, it is the middle ear effusion and not the infection that causes the hearing loss 
[149] and - as outlined above - can lead to social consequences. With regard to CAP in children 
and adults, there are sometimes contradictory results on treatment adherence, side effects 
and the socio-economically relevant absence from work of parents/childcarers 
[84,87,89,92,94]. At the same time, the sometimes difficult differentiation from viral 
infections makes it difficult to weigh up whether antibiotics should be used at all [150]. 
Overall, Bielicki (2021) and Barratt (2021) conclude that the data situation points to a complex 
and dynamic relationship between duration, dose, treatment success and resistance 
development in antibiotic therapies [87,89]. In this context, the Federal Cabinet adopted the 
German Antibiotic Resistance Strategy 2030 (DART 2030 [132]) in April 2023. To combat the 
development of antibiotic resistance, the G7 health and agriculture ministers have committed 
to establishing and expanding integrated surveillance systems on antibiotic use and 
resistance. The long-term goal is to link (molecular) data from the human and veterinary fields, 
the environment, epidemiological data and other context-relevant data with socio-medical 
data [132]. The German Professional Association of Otorhinolaryngologists is also aware of 
the issue and, for example, held a congress on the topic of antibiotic avoidance in 2021 [161].  

Explicit sources on the knowledge and understanding of shorter-duration antibiotic 
administration in AOM and CAP in adults or children could not be identified. However, there 
are relevant publications on the avoidance of antibiotics and resistance in general: Since 
preschool children with mild CAP are routinely administered antibiotics in the United States, 
the "no-antibiotics" strategy was developed there. An evaluation by Szymczak (2024) [162] 
showed that none of the parents had previously heard of the "no-antibiotics" strategy and 
that the degree of support for the strategy also varied. In DART 2030 [132], strengthening 
health literacy in the population, for which access routes must be developed and evaluated, 
is generally named as being of central importance to ensure compliance with preventive 
measures. In this context, it should be noted that no information on the advantages and 
disadvantages of shorter-duration antibiotic use could currently be found on common German 
health information portals such as the website of the Federal Centre for Health Education 
[163] and Gesundbund.de [164], neither with regard to the avoidance of antibiotic resistance 
development nor with regard to information on AOM and CAP. Instead, it is pointed out that 
the antibiotic should be used for as long as prescribed by the physician [163-166].  

With regard to the acceptance of a shorter-duration antibiotic therapy, it was generally stated 
in the patient interview (ThemenCheck details, Chapter A11 of the full report) that a shorter-
duration treatment is fine if it is equally effective. It is emphasized that the chances of success 
must be balanced against the risks. Patients define treatment success as an improvement in 
symptoms. This should not be worse than the standard treatment, i.e. the longer-duration 
treatment. No other explicit publications on the acceptance of a shorter-duration of 
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antibiotics administration in AOM and CAP could be identified apart from the findings from 
the patient interviews. Two publications are interesting in connection with the general 
treatment of AOM in children: Gooch (1996) [167] focuses on the taste of the antibiotic as 
being decisive for its acceptance by children. Chando (2016) [31] concludes that treatment of 
AOM in children that supports parents' confidence and addresses their concerns about the 
child's development can improve treatment results in children with otitis media. One of the 
identified publications addresses the acceptance and adherence to treatment in children with 
CAP: In ISCAP (2004) [168] there were discrepancies between the assessment of the 
practitioners and the assessment of the parents regarding cure and improvement. The authors 
therefore conclude that parents could possibly benefit from counselling or a second opinion. 

When asked whether he was concerned about possible negative aspects of a shorter course 
of antibiotic therapy, one affected adolescent replied that he was worried about insufficient 
effectiveness, the failure of symptoms to subside, a long course of disease and a possible 
relapse after a short-term improvement. In addition, when asked whether the respondents 
have (social) obligations for which a longer absence or sick leave due to a recurrence of the 
disease could have negative consequences as a result of an antibiotic therapy period that is 
too short, the answer was that a recurrence could have a negative impact on school education 
or work (ThemenCheck details, Chapter A11 of the full report). 

Sociocultural aspects of the intervention’s implementation and organization of use 

For both AOM and CAP, numerous issues can be found on socio-cultural aspects of the target 
group or social inequality and the use of (shorter-duration) antibiotic therapy. Two aspects of 
social inequality are discussed in relation to AOM in children: (1) the likelihood of developing 
the disease (according to [144,169], children from a low social class, children of North African 
or Asian origin and children whose parents have a low level of education are more likely to 
develop the disease) and (2) the subsequent treatment (here too, children from socially 
disadvantaged backgrounds have less chances of treatment, are more likely to experience 
complications due to inadequate treatment, are hospitalized more often and receive 
tympanostomy tubes less frequently [170,171]). Young age and attendance at a day care 
centre also have an effect in the form of an increased illness rate and a lower treatment 
success rate [172,173]. With regard to antibiotic therapy in children with CAP, the influence 
of socioeconomic factors on treatment success or failure is discussed in particular [82,84].  

Another relevant sociocultural aspect is the decision-making process between patients and 
those treating them. In the interview conducted with a patient (ThemenCheck details, Chapter 
A11), one adolescent stated that he would always take a prescribed antibiotic for as long as 
prescribed by the doctor. The doctor's recommendation and the opinion of the parents are 
therefore important when making medical decisions. Another patient specified that the 
medical recommendation should also be based on scientific findings. Szymczak (2024) [162], 
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who interviewed outpatient physicians from (paediatric) emergency departments and 
paediatric practices, also concludes that interventions for the prudent use of antibiotics in 
children with CAP must take emotional, social and logistical aspects into account. 

The prescribing practices and relationships between professionals providing the intervention 
are also fundamental to the treatment success. In the updated S2k guideline on antibiotic 
therapy for ENT infections, in the S2k guideline on the management of CAP in children and 
adolescents, as well as in the S3 guideline on the treatment of adults with CAP, the topics of 
"duration of antibiotic therapy" and "development of resistance" are assigned great relevance 
[33,34,102]. For guidelines to result in successful treatment, they must in turn be 
implemented by practitioners. For Germany, Kohlhammer (2007) attested a great variance in 
the implementation of guidelines in the treatment of CAP, which is within the specified 
directives, but should be more closely aligned with the guidelines in order to avoid potential 
negative clinical or economic consequences [174]. There are also international investigations 
into guideline compliance in the antibiotic therapy of CAP in children and adults: All of them 
identify inadequate guideline compliance [175-177]. Sedrak (2017) [178] investigated factors 
favouring and hindering compliance with guidelines by physicians in CAP. It was found that 
the acceptance and accessibility of the guidelines by physicians are favourable factors. A 
generally positive attitude towards antibiotic stewardship services was also helpful, as it 
provides personalized feedback and updates to practitioners. The study concludes accordingly 
that a more social and personalized approach could lead to a gradual improvement in 
guideline-compliant practice in the assessment and treatment of CAP [178]. 

Summary of social aspects 

Overall, the data situation indicates a complex and dynamic relationship between social 
aspects, specific disease, duration of antibiotic therapy as well as reasons and (social) 
consequences of treatment failure and success. Even if the data situation is not optimal, there 
are numerous indications of social disadvantage and other social factors having a negative 
impact on the likelihood of developing the disease, the consequences of the disease and the 
success of treatment for AOM and CAP. In addition, there are findings suggesting that a 
shorter-duration antibiotic therapy could in principle reduce the risk of allergic reactions and 
side effects, the development of resistance and the overall antibiotic consumption, and lead 
to greater treatment compliance. The latter in particular seems to be very relevant for 
successful treatment. The results also make it clear that not only the duration of antibiotic 
therapy, but also the decision in favour of or against antibiotic therapy should be examined 
more closely. 

From a social perspective, the fundamental goal should be to ensure informed and successful 
treatment in which sociocultural aspects have as little as possible or no influence on the 
likelihood of developing the disease and the content or success of treatment. The analysis 
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shows that this may currently not be sufficiently ensured in the case of AOM and CAP: 
Although "antibiotic treatment" in relation to both diseases is often discussed among experts 
and in guidelines, e.g. given the threat of resistance, knowledge of the advantages and 
disadvantages of (shorter-duration) antibiotic treatment among patients appears to be 
limited. Rather, the treating physicians appear to be their main source of information. 
Internationally, however, these doctors do not appear to be providing treatment with 
satisfactory compliance to the guidelines, and treatment in Germany appears to be provided 
with a major amount of variance within the guidelines. More recent and disease-specific 
investigations are needed in order to be able to assess this more accurately. Against this 
background, particular importance should be attached to (increased) compliance with 
current, evidence-based guidelines on antibiotic therapy and its duration. A more social and 
personalized approach to information could lead to a gradual improvement in guideline-
compliant practice. In order to address the currently limited knowledge of users, their health 
literacy should additionally be improved. Socially disadvantaged groups and parents in 
particular should be focussed on. As a first step, the topic of shorter-duration antibiotic 
administration could be addressed more frequently in common health portals, for example.  
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6.3 Results on legal aspects 

The legal research questions on the topic "antibiotic therapy: Does shorter-duration 
administration yield comparable results?" were analysed using the existing legal regulations. 
This concerns the points outlined in the guidelines for identifying legal aspects developed by 
Brönneke (2016) [66], in particular the nature of the contractual relationship between the 
actors and liability aspects in the use of the method, as well as social law issues and those 
relating to patient consent and information by the physician (see Table 60 of the full report).  

The relevant laws and standards (from the German Civil Code [BGB], Criminal Code [StGB], 
Medicinal Products Act  [AMG], Ordinance on Prescription-Only Medicinal Products  [AMVV], 
Social Code Book V) and the relevant commentary literature were investigated and analysed. 
The legal databases "juris" and "beck-online" were used as search sources and 25 publications 
were included. The literature was analysed to determine whether it was written by recognized 
authors, i.e. experts with corresponding specialist knowledge, and whether the content of the 
publication was meaningful to the research question. 

Summary of legal aspects 

To summarize, it can be stated that the administration of antibiotics is a treatment contract 
in the sense of §630a BGB. The main obligation of those providing treatment is the medical 
treatment of the patient. Those providing treatment also have a number of other obligations, 
such as documentation, information and due care obligations. In the event of incorrect 
treatment, civil and criminal liability claims as well as consequences under professional law 
may be considered.  

When prescribing antibiotics, it should always be ensured that antibiotics are to be used as 
sparingly as possible. An antibiotic should only be prescribed if medically indicated. The 
patient's consent must be obtained before any medical treatment is carried out. This 
presupposes their ability to give consent. In the case of minors who are incapable of giving 
consent, the parents give their consent or refuse treatment. This is generally the case for 
children < 14 years of age and must be decided individually for children between 14 and 18 
years of age, depending on the child's personality and the severity of the intervention. The 
patient must be informed of alternative methods during the consultation. The practitioner 
must also provide information about the costs, diagnosis, risks and treatment options. 
Administration of antibiotics requires information about a possible shorter duration of use 
and the related risks. Inadequate information may invalidate the effectiveness of the patient's 
consent.  

The standard of due care to be observed for treatment is based on the professional standard 
recognized at the time. This can be specified through guidelines. The guideline on antibiotic 
therapy for ENT infections or for the treatment of CAP or AOM indicates the duration of 
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treatment that should be used as a guide for the treating staff [24,33,34,102]. The following 
applies with regard to the legal liability implications of prescribing shorter-duration antibiotic 
therapy: Irrespective of the fact that evidence suggests that a shorter-duration treatment 
provides equally good therapeutic results for the patient in certain situations, a more 
differentiated approach is required from those treating the patient. According to the current 
state of knowledge, it must be assessed on an individual basis whether an antibiotic can be 
discontinued as soon as the symptoms have subsided or not. The type of disease, the severity, 
the individual course and the respective type of bacteria must be taken into account.  

A treatment error can then result from a negligently taken medical history and the resulting 
incorrect duration of treatment and the failure to inform the patient about the shorter use of 
the antibiotic and the associated advantages and risks. If one of the obligations is breached by 
the treating medical staff, a claim for damages for financial loss and compensation for pain 
and suffering may be considered in the event of malpractice. In addition,  criminal liability may 
also be considered under certain circumstances. Both civil and criminal liability can be 
considered in the event of missing or incorrect information.  

The costs of antibiotic therapies, both in the prescribed duration and in shortened form, are 
covered by the health insurance funds.  

The special features of the legal aspects relating to the administration of antibiotics can be 
found in the following Table 8. A detailed presentation of the individual aspects is shown in 
Table 60 in the ThemenCheck details in Section A5.3 of the full report. 
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Table 8: Particularities o*f the legal aspects of a shorter-duration antibiotic therapy for AOM/CAP (multipage table) 
Legal aspect Particularities of a shorter-duration antibiotic therapy for AOM/CAP Standards (Further) literature 

Treatment contract  Treatment contract on the administration of antibiotics for the treatment of AOM/CAP  

relevant: specific anamnestic, diagnostic and individual therapeutic approach  

consequence of the categorization as a treatment contract: duty to provide information, 
duty of documentation, simplified termination without notice 

special duties of to provide information about the possible alternative methods if there 
are several treatment options to choose from, the risks, the prospects of success 

§ 611 BGB  

§ 627 BGB 

§ 630a BGB  

§ 630d BGB 

§ 630e BGB 

§ 630h BGB  

[179-185] 

Civil and criminal liability Possibly compensation for financial losses and compensation for pain and suffering in the 
event of malpractice  

malpractice may be present if the necessary medical history was negligently omitted and 
an antibiotic was consequently prescribed for too short a period of time 

possibly Criminal liability for simple or negligent bodily harm 

consent must be given before any medical treatment is carried out  

effective consent requires the patient's capacity to consent 

capacity to consent means the natural capacity of will 

patients who are minors and incapable of giving consent (usually < 14 years, between 14 
and 18 years depending on developmental stage and type of intervention): parents or 
custodial parent as legal representative authorized to give or withhold consent 

information must include details on diagnosis, risk, therapy and costs 

the scope of information depends on risk and therapeutic indication: information on 
shorter-duration use and the risks is required 

§ 278 BGB 

§§ 280 ff. BGB 

§§ 823 ff. BGB 

§ 223 StGB 

§ 229 StGB 

[179,180,186-189] 
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Table 8: Particularities o*f the legal aspects of a shorter-duration antibiotic therapy for AOM/CAP (multipage table) 
Legal aspect Particularities of a shorter-duration antibiotic therapy for AOM/CAP Standards (Further) literature 

The respective treatment option depends on the course and severity of the disease: 
priority of standard analgesics over antibiotics  

treating physician must provide information on all available forms of treatment 

as a general rule: treating physicians decide on suitable treatment options 

patients can choose the form of treatment from several options (patient autonomy) 

treating physicians suggest measures they believe to be necessary and patients reject 
them: patients act at their own risk 

standard of due care: so-called medical guidelines of the scientific-medical societies are 
used as a supplement  

if the patient waives the right to information, this still constitutes effective consent and 
criminal liability under §§223, 229 of the German Criminal Code is ruled out 

insufficient information can invalidate the effectiveness of consent 

consequences under professional law: professional tribunals may issue warnings, 
reprimands and disqualifications from membership of chamber’s bodies and the 
right to vote, and impose fines 

SHI: 

Antibiotic therapy for 
CAP/AOM 

The insured person must have a disease to be entitled to services from the SHI scheme 

CAP/AOM are diseases 

the administration of antibiotics is a medical treatment 

the principle of economic efficiency must always be observed, §12 SGB V 

the directives of the G-BA determine which services are covered by the SHI, §92 SGB V 

the administration of antibiotics is covered by the SHI 

§ 2 I a SGB V 

§ 11 V SGB V 

§ 11 VI SGB V 

§ 12 SGB V 

§ 27 I No. 1 SGB V 

§ 28 I SGB V 

[190,191] 
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Table 8: Particularities o*f the legal aspects of a shorter-duration antibiotic therapy for AOM/CAP (multipage table) 
Legal aspect Particularities of a shorter-duration antibiotic therapy for AOM/CAP Standards (Further) literature 

§ 92 SGB V 

Private health insurance: 
reimbursement of 
antibiotic therapy for 
CAP/AOM 

Medically necessary treatments are covered 

medically necessary: if necessary according to objective findings and scientific knowledge 

for CAP/AOM: antibiotics are necessary to cure/alleviate and therefore for treatment of 
the disease 

antibiotic therapies are covered by private health insurance 

§ 192 VVG 

GOÄ 

[192] 
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6.4 Results on organizational aspects 

The information processing of organizational aspects followed the grid template proposed by 
Perleth 2014 [67] for the assessment of the organizational consequences of examination 
methods (see also Table 61 of the full report).  

A total of 19 publications were included for the content analysis of the organizational aspects 
in this ThemenCheck report. Most of the publications addressed general organizational 
aspects of antibiotic therapy, which are also relevant in the context of shorter-duration 
antibiotic therapy. In addition, the results of the patient interviews and the "reflective 
thoughts" of the report authors [63] were integrated into the organizational analysis. 

Influence on the prerequisites of service provision 

AOM and CAP are common medical conditions, especially in children, and the outpatient 
treatment of these conditions is part of basic (paediatric) care [15-20,24,33,34,36-38,42]. 
Shorter-duration antibiotic therapy would not require a change of the place of treatment or 
the qualifications of the practitioners.  

However, the implementation of antibiotic therapy in AOM and CAP is not always consistent 
with professional standards [174]. In order to increase evidence-based prescribing of 
antibiotics, guidelines and practice-based professional standards should be adapted to 
scientific findings with the involvement of stakeholders and taking into account other factors, 
such as the clinical expertise of practitioners or the needs of patients [178,193]. Training and 
further education for practitioners can also be important [193-195]. Programmes for the 
appropriate prescription and use of antibiotics in the sense of "antibiotic stewardship" with 
low-threshold information and advice services also increase the conscious and correct use of 
antibiotics [132,178,193,195]. They also create opportunities for exchange between 
practitioners [194] as well as clear responsibilities [195,196]. Monitoring of correct antibiotic 
prescription should also take place [194]. 

Influence on processes 

Even with shorter-duration antibiotic therapy, it must still be carefully checked whether 
antibiotic therapy is indicated at all in the individual case. For both CAP and especially AOM, 
symptomatic therapy without the use of antibiotics is also sufficient under certain 
circumstances, especially in children [24,33,34,102]. In cases of good effectiveness and 
acceptance, shorter-duration antibiotic therapy can save resources [83]; in cases of lower 
effectiveness (due to increased complications) or lower acceptance (due to more frequent 
follow-up appointments and longer consultations in the sense of shared decision-making), the 
opposite may be the case [113]. Risks, reservations or poorer acceptance (see below) may 
require increased information and follow-up (ThemenCheck details Chapter A11 of the full 
report [113,194]). There is also a desire for shared decision-making on the part of the patients, 
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which can increase treatment adherence and the treatment result (ThemenCheck details 
Chapter A11 of the full report, [6,123,178]).  

Further aspects 

It is possible that the interests of different stakeholders differ with regard to the duration of 
antibiotic therapy. While patients are interested in quick and safe healing, avoidance of 
recurrences and AEs and a quick return to various areas of life (ThemenCheck details in 
Chapter A11 of the full report), resource-saving treatment, avoidance of resistance and a quick 
return to work/school are important factors for public health. Practitioners have the task of 
mediating between these interests and, in compliance with the requirements of the health 
care system, making a decision on the approach together with the patient [178,196].  

The benefit assessment showed that shorter-duration antibiotic therapy can lead to greater 
treatment adherence [72,79,83]. The patients also stated in the survey that taking medication 
over a shorter period of time would be easier for them than over a longer period of time 
(ThemenCheck details, Chapter A11 of the full report). At the same time, one patient said that 
he had been very irritated by the short prescription period of an antibiotic (not investigated 
here) and had therefore made several enquiries to different doctors and pharmacists 
(ThemenCheck details Chapter A11 of the full report, [194]). Easily accessible information with 
counselling options for the treating staff and the patients and participatory decision-making 
can help to increase acceptance [6,123,194,195]. Furthermore, the development of strategies 
for identifying and dealing with reservations on the part of the treating staff and the patients 
regarding shorter-duration antibiotic therapy can help to increase acceptance [193,194]. 

In addition, the monitoring of resistance [196], the strengthening of prevention and hygiene 
[196] and the strengthening of evidence-based health care in general [193-195] have a 
positive influence on the successful implementation of appropriate antibiotic prescribing. 

6.5 Results on environmental and climate aspects  

The analysis of environmental and climate aspects is based on the aspects of greenhouse gas 
emissions, the release of toxic substances, waste management and other aspects (see Table 
62 of the full report).  

A total of 16 publications were included for the content analysis of the environmental and 
climate aspects in this ThemenCheck report. These were publications on the environmental 
and climate aspects of antibiotic therapy in general, which make it possible to assess the 
consequences of shorter-duration antibiotic therapy. In addition, the results of the patient 
survey and the "reflective thoughts" of the report authors [63] were integrated into the 
analysis. 
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Greenhouse gas emissions 

In 2014, emissions caused by the health care system in Germany accounted for 6.7% of the 
total greenhouse gas emissions, totalling 55.1 megatons of CO2 [197]. Around a third of 
emissions from the health care sector are attributable to drugs and medical devices [198]. 
Longer-duration therapies require larger quantities of drugs to be produced and transported, 
which increases energy consumption and CO2emissions. Shorter treatment times reduce the 
need for drugs and thus also the environmental impact of their production. Therefore, careful 
and efficient use of drugs could help reduce unnecessary emissions [199]. 

Information on the CO2 emissions of penicillin (6.0 g CO2/g [200]), vancomycin (57.2 g CO2/g 
[201]) and amoxicillin (14.3 g CO2/g [198]) is found in the HealthcareLCA database [202]. The 
treatment of adults with amoxicillin (dosage: 3 g/day [33]) thus causes 42.9 g CO2 emissions, 
and treatment of a child weighing 19 kg (at 55 mg/kg BW) generates 14.9 g CO2 emissions per 
day of treatment [198]. In adults, this leads to cumulative amoxicillin-related CO2 emissions of 
128.7 g for a 3-day treatment, 214.5 g for a 5-day treatment, 300.3 g for a 7-day treatment 
and 429.0 g for a 10-day treatment [198]. For a child weighing 19 kg (mean weight of a 5-year-
old child [111]), the cumulative CO2 emissions from amoxicillin are 44.8 g (3 days), 74.7 g (5 
days), 104.6 g (7 days) or 149.4 g (10 days). 

However, there are differences in the form of administration. In relation to the amount of 
active substance, CO<3723>2</3723> emissions increase 1.5-fold for low-dose tablets and 5-
fold for suspensions [203]. It can also be determined that all pharmaceutical products have a 
CO2 footprint, regardless of whether they are actually used [199]. This is particularly relevant 
with regard to the wastage involved in unsuitable pack sizes (see Section 5.1). In addition to 
CO2, antibiotics have also been shown to influence methane formation in freshwater systems 
[204]. 

Toxic substances  

The Stockholm International Water Institute (SIWI) draws attention to the inadequate 
environmental standards in the production of antibiotics, which entail major ecological risks 
[205]. In particular, the contamination of water bodies by chemical substances and antibiotic 
residues is criticized, which in turn can promote the development and spread of antibiotic 
resistance [205,206].  

Waste management 

Longer-duration antibiotic therapy increases the amount of excreted drugs that can enter the 
wastewater system via human metabolism and ultimately end up in natural waters [207]. In 
addition, the improper disposal of unused drugs in particular poses a challenge [208]. Longer-
duration antibiotic therapy can lead to an increased amount of medical waste. This also 
includes unused drugs and contaminated packaging, which can accumulate to varying degrees 
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depending on pack size, dosage, duration of and adherence to therapy. This waste must be 
disposed of safely to prevent antibiotics from being released into the environment and to 
reduce the need for new raw materials through recycling, thereby reducing the environmental 
impact of raw material extraction and processing [209]. In the context of outpatient therapy, 
however, most people state that they dispose of the drug containers in the household waste 
or the toilet [208]. However, wastewater treatment plants are often not designed to 
completely remove pharmaceutical substances, which leads to contamination of the 
wastewater and can impair the efficiency of the wastewater treatment processes. In addition, 
wastewater treatment plants can even favour the spread of antibiotic-resistant bacteria [210]. 

Further aspects 

Careful use of antibiotics is relevant from both an individual and a global perspective. Longer-
duration antibiotic therapy leads to an increased excretion of antibiotics and their metabolites 
into the environment - in the production process, through use and through improper disposal. 
These substances enter rivers, lakes and oceans via wastewater, which leads to chronic 
pollution of aquatic ecosystems and promotes the formation of resistance [205-207]. It has 
even been postulated that a specific "antibiotic footprint" analogous to the CO2 footprint 
should be established [211]. The persons surveyed within the framework of patient interviews 
were also aware that a shorter-duration antibiotic therapy could conserve resources. 
However, it was pointed out that insufficient healing or recurrence could have the opposite 
effect due to the need for repeat treatment (ThemenCheck details, Chapter A11 of the full 
report). Inadequate healing or recurrence often requires (repeat) prescription of antibiotics, 
partially with a broader spectrum of activity [24,33,34,102]. Environmental pollution and 
emissions can therefore only be reduced if shorter-duration antibiotic therapy is sufficiently 
effective.   
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7 Synthesis of results across domains 

As part of this project, an initial logic model based on INTEGRATE-HTA [212] was created as 
an integrated method for the assessment of complex health technologies. This was revised 
and expanded during the course of the project in line with the results. The aim was to 
graphically summarize the relevant aspects for the assessment of the health technology. It 
includes epidemiological, political, legal (details in Section 6.3), socio-cultural (details in 
Section 6.2), ethical (details in Section 6.1), geographical/environmental/climate (details in 
Section 6.5) and socio-economic contextual factors. Furthermore, criteria for study 
participants and the tested intervention with intervention theory and expectations as well as 
the comparator intervention are presented (details in Chapter 3). Finally, patient-relevant 
outcomes (details in Chapter 4) and other (health economic and ecological) outcomes (details 
in Chapter 5 and Section 6.5) are summarized in an overview and factors for successful 
implementation (see Section 6.4) are defined.  

Figure 1 summarizes the results of this ThemenCheck report as a logic model based on 
INTEGRATE-HTA [212]. 
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Figure 1: Logic model for T23-04: Shorter-duration antibiotic therapy 

 

Epidemiological context 
• 85% of antibiotics are used 

in the outpatient sector 
• High prevalence and 

incidence of infectious 
diseases (such as AOM or 
CAP) in the outpatient 
setting 

• Goal: prevention of 
antibiotic-resistant 
organisms, but adequate 
treatment of patients 

Political context 
• Antibiotic resistance is one 

of the most pressing 
challenges health care faces 
in the 21st century 

• Rising health care costs lead 
to discussion about cost 
savings by statutory and 
private health insurers 

• Problems with the 
availability of individual 
antibiotics 

Legal context 
• Prescription of antibiotics only by qualified 

physicians in accordance with professional 
standards 

• Treatment contract: information about 
treatment options and patient consent to 
treatment (in the case of children up to 14 
years of age, generally by the parents) 

• Civil/criminal/professional liability; possible 
consequences in the event of a breach 

• Treatment costs covered by 
statutory/private health insurance (only for 
treatment in accordance with medical 
expertise) 

Sociocultural context 
• Higher incidence of disease 

among the socially 
disadvantaged 

• Social problems due to the 
consequences of disease  

• Acceptance of shorter 
treatment important for 
greater adherence to 
therapy, less psychosocial 
stress and better therapy 
results 

• Information important for 
patients 

Ethical context 
• Autonomy: informed consent, 

shared decision making 
• Balancing individual interests 

against societal interests 
(costs, resistance) 

• Fair distribution of resources 
between individuals and in 
relation to future generations 

• Consideration for vulnerable 
groups  

 

Geographical/environmental/climate-
related context 
• High overall emissions from drug production 

and transport 
• Little data on greenhouse gas emissions from 

individual antibiotics 
• Emissions differ according to dosage form 
• Formation and removal of toxic substances 

during the production of antibiotics 
• Worldwide contamination of the environment 

with the formation of antibiotic-resistant 
organisms through the production, 
consumption and improper disposal of 
antibiotics 

Socioeconomic context 
• Antibiotics as an 

inexpensive and 
effective therapy for 
AOM and CAP 

• Costs due to therapy, 
visits to the doctor, 
absence from work, 
adverse events and 
development of 
resistance 

• Burden on the health 
care system due to 
costs and commitment 
of resources 

Population 
• Patients (for AOM limited to children 

and adolescents) with common 
bacterial infections (CAP and AOM) 
who are treated in an outpatient 
setting (see Methods section) 

• Exclusion of patients who are treated 
in an inpatient setting due to the 
severe nature of the infectious 
disease 

Expectations/preferences/other 
aspects  
• Experimental intervention as 

effective as comparator intervention 
(non-inferiority comparison for 
treatment success, recurrence, 
mortality) 

• Reduction of adverse events 
(superiority comparison) 

• Avoid unnecessary intake of 
antibiotics wherever possible 

• Reducing the development of 
antibiotic-resistant bacteria 
(prevention) 

• Cost savings by prescribing fewer 
antibiotics  

 

• Promoting rational antibiotic prescribing 
and monitoring successes 

• Promoting evidence-based health care  
• Establishment of monitoring 

systems/surveillance for antibiotic 
resistance 

• Reduction of environmental 
contamination with antibiotics 
(production, disposal) 

• Greater consideration of 
environmental and climate 
aspects in the health care system 

• Rational and appropriate 
antibiotic therapy is financed by 
statutory and private health 
insurance 

• No funding of unnecessarily long 
antibiotic therapies 

 

• Adaptation of guidelines and 
involvement of stakeholders in 
guideline processes 

• Increased prescription of antibiotics 
according to guidelines 

• Possibility of symptomatic therapy 
without antibiotics 

• Low-threshold information and 
counselling options for patients and 
treating staff  
 

• Involvement of patients in 
decisions on antibiotic therapy 
(within the indicated treatment 
options) 

• Identifying and addressing anxieties 
and reservations about shorter 
therapy  

 

Health outcomes 
Efficacy 
• Non-inferiority only for CAP;  

no non-inferiority for AOM (based on 
treatment success) 

• No clear results on recurrence and mortality 
Adverse events 
• Superiority of a shorter (3-day) therapy 

duration in CAP for (other) AEs 
• No clear results on severe AEs/other 

AEs/hospitalization for other comparisons in 
CAP and AOM 

Health-related quality of life 
• Not specified 
Supplementary outcomes 
• Therapy adherence may increase with 

shorter therapy duration 
• No clear results on bacterial eradication and 

resistance 

Non-health outcomes 
Costs/cost-effectiveness/environment 
• Savings possible (low double-digit € amount) 

through shorter therapy only with the same 
effectiveness  

• Higher costs due to absence from work and 
visits to the doctor if effectiveness is poorer 

• CO2 savings possible through shorter-
duration treatment 

 

Experimental intervention 
Therapeutic effectiveness identical to 
comparator intervention 
• Avoidance/reduction of treatment-

related adverse events 
• Avoidance of antibiotic resistance  

Experimental intervention 
• Short-term treatment (3 to 5 days) depending on the disease: oral intake of an 

antibiotic (as monotherapy in an outpatient setting, approved in Germany) 
• Exclusion: prophylactic treatment 
Execution 
• Follow-up 
Implementation mechanism 
• Oral antibiotic therapy 
• The dosage prescribed by the medical staff and the prescribed duration of use 

must be strictly adhered to in order to ensure the effectiveness of the 
treatment and prevent the development of antibiotic resistance 

Comparator intervention 
• Long-term treatment (5 to 10 

days) depending on the disease, 
identical to experimental 
intervention except for duration 
of use 

Logic model for T23-04: Shorter-duration antibiotic therapy 
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8 Discussion 

AOM and CAP are common clinical pictures in primary care and paediatric primary care 
[19,20,36,38,47]. Effective and inexpensive antibiotic therapies are available for both 
diseases. The choice of the antibiotic used depends on the severity of the disease and the 
expected pathogen spectrum as well as patient-related factors [24,33,34,102]. For AOM and 
CAP in children and adults, amoxicillin is the first-choice antibiotic in uncomplicated cases and 
in the absence of contraindications [24,33,34,102]. If there is insufficient improvement, 
contraindications or risk factors, other antibiotics are also available. However, discussions are 
ongoing as to how long initial antibiotic therapy should last. The guidelines specify a treatment 
duration of 7 to 10 days for AOM and 5 days for CAP  [24,33,34].  

Shorter-duration antibiotic therapy would be desirable in principle since every administration 
of antibiotics can potentially trigger side effects in the treated persons or resistance in bacteria 
[7], which also play an increasing role in society as a whole [164], 2021 #3889}. In addition, 
shorter-duration treatment can also reduce the psychosocial effects of the disease [6,125]. It 
may also be possible to reduce treatment costs (see Section 5.1, [168]), to increase treatment 
adherence (see Section 4.5.6; [123,124]) and to avoid CO<5144>2 </5144> emissions and 
environmental pollution during the production, packaging and disposal of antibiotics (see 
Section 6.5). The (improper) discharge of antibiotic-contaminated substances into the 
environment during production as well as improper disposal also stimulate the formation of 
resistance in bacterial strains [205-208,210].  

On the other hand, patients desire a fast recovery and symptom relief and hope to avoid 
recurrences, which may not only be stressful for the individual, but can also be important 
against the background of possible social obligations. For children in particular, absence from 
school has a negative impact on education and opportunities for social advancement - 
especially in view of the fact that children from socially disadvantaged families may be more 
commonly affected by the diseases [144,151,152,169]. AOM can also affect hearing, which in 
turn can have long-term social consequences [141-149]. However, the effects of the disease 
on hearing were considered (without statistically significant difference) in only one of the 
identified studies [71] and consequential long-term effects were not reported in any study.  

Also, treatment costs can only be reduced by shorter-duration antibiotic therapy if the savings 
in the prescription of antibiotics are not exceeded by frequent visits to the doctor, treatment 
of complications or longer absences (of parents) from work [113]. The same applies to the 
prevention of resistance or environmental impact: If antibiotic therapy is not sufficiently 
effective, subsequent treatments with a new prescription of antibiotics (possibly with a 
broader spectrum) are necessary [24,33,34,102].  
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Accordingly, the benefit assessment and here, in particular, the outcome treatment success 
(and recurrence of infection) are of the utmost importance. This also became clear in the 
patient interviews (ThemenCheck details, Chapter A11 of the full report). AEs, mortality and 
health-related quality of life are also important factors for patients. Sustainable advantages in 
terms of costs/cost-effectiveness, environmental pollution, microbiological resistance or 
treatment adherence can only be expected if the medical benefits are roughly equivalent.  

With equivalent effectiveness, organizational and legal issues would have to be addressed, 
taking ethical and social aspects into account. Shorter-duration treatment could be adopted 
in the guidelines as a professional standard, with the involvement of stakeholders and taking 
into account other factors such as clinical expertise or patient needs [178,193]. Without 
anchoring in professional standards, liability issues in the event of shorter-duration antibiotic 
therapy would be unclear (see Section 6.3). To efficiently reduce costs and conserve resources, 
manufacturers could also adjust pack sizes in some constellations (see Section 5.1 and Section 
A4.1 of the full report).  

When a disease is treated by qualified physicians (only these physicians are authorized to 
prescribe antibiotics), a treatment contract is made which obliges the practitioner to provide 
information about the advantages and disadvantages of the treatment options and to 
document them (see Section 6.3 and Section A5.3 of the full report in the ThemenCheck 
details of the full report). For children up to the age of 14, information is always provided to 
the parents [179]. In the spirit of shared decision-making between the practitioner and the 
patient, information should be provided about the effect and potential side effects as well as 
treatment alternatives before any therapy so that the patient and the practitioner can make 
the best possible informed decision [128,129]. However, the treatment must be based on 
professional standards and therefore the patient's choice only applies to medically indicated 
treatment options [180,213].  

Providing patients with reliable information can also increase treatment adherence [123]. 
However, social consequences, such as the increased risk of developing resistance, should also 
be considered in the decision [125,129,130]. In justified cases, however, it may be possible to 
deviate from the guidelines and administer a longer-duration antibiotic therapy [179]. In the 
case of medically necessary measures, the treatment costs are generally covered by statutory 
and private health insurance, but not in the case of unnecessary prescriptions of antibiotics 
(see Section 6.3 and Section A5.3 in the ThemenCheck details of the full report).  

It should also be noted that, under certain circumstances, treatment for both AOM and CAP 
can be purely symptomatic without antibiotics [24,34,102]. Avoiding antibiotics in these cases 
could also have a positive impact on side effects, psychosocial burden, costs, environmental 
factors and the development of resistance.  
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The targeted provision of information to patients and treating staff also plays an important 
role in the general quality of treatment, as in many cases treatment is not uniformly based on 
the guidelines [174]. Obstacles and reservations on the part of the practitioners and the 
patients should be identified and addressed [193,194]. Regulations based on antibiotic 
stewardship can also reduce unnecessary prescriptions of antibiotics and thus prevent the 
development of resistance [132,178,193,195]. A system for monitoring the development of 
resistance in bacteria could also be helpful in making antibiotic therapy even more targeted 
[196].  

8.1 ThemenCheck report compared with other publications 

There are a large number of systematic reviews comparing shorter-duration with longer-
duration antibiotic therapy for AOM or CAP in children or adults. For many of these systematic 
reviews it was decided to summarize different classes of antibiotics in meta-analyses [214-
220]. However, in view of the different points of attack and modes of action of the antibiotic 
classes and the therefore limited informative value of an overall result, the antibiotic classes 
were considered individually in this ThemenCheck report.  

8.1.1 AOM 

A Cochrane review by Kozyrskyj (2010) [214] and a systematic review by the WHO (2009) [220] 
included studies comparing different antibiotics as well as drugs without marketing 
authorization in Germany in addition to the studies investigated in this ThemenCheck report. 
The WHO report found no statistically significant difference between a shorter (≤ 3 days) and 
a longer-duration treatment in terms of treatment success [220], while Kozyrskyj (2010) 
determined that a shorter-duration treatment was statistically significantly less effective in 
many comparisons of treatment success [214]. When analysing individual antibiotic classes, 
both publications agree on results that, similar to the results of this ThemenCheck report, 
suggest a possibly lesser efficacy of shorter-duration treatment with various beta-lactam 
antibiotics, such as amoxicillin(-clavulanic acid) [214,220].  

A systematic review with network meta-analysis by Kim (2024) [221] including drugs without 
marketing authorization in Germany and comparisons of different antibiotics also concludes 
that a 5-day treatment duration shows worse treatment results for some antibiotics than a 
10-day treatment duration. However, non-inferiority of 7-day versus 10-day antibiotic therapy 
with amoxicillin and amoxicillin-clavulanic acid was concluded on the basis of indirect 
comparisons. The non-inferiority boundary used was not reported. However, neither the 
systematic review by Kim (2024) nor this ThemenCheck report identified any RCTs with a direct 
comparison of these treatment durations for the comparison of 7 vs. 10 days of treatment.  
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8.1.2 CAP 

Regarding CAP, a Cochrane Review by Haider (2008) [216] and a systematic review by Li (2022) 
[217] came to the same conclusion regarding treatment success as this ThemenCheck report, 
i.e. that 3-day therapy with amoxicillin is not inferior to 5-day amoxicillin therapy in the 
treatment of CAP in children. Two included studies on co-trimoxazole did not fulfil the 
inclusion criteria of this ThemenCheck report, as no full publications were available [103,104].  

A systematic review by Kuitunen (2023) [222] included studies comparing 3 to 5 days of 
treatment with 7 to 10 days of treatment in children > 6 months of age. Here, 4 studies were 
included and a non-inferiority of the shorter-duration treatment in terms of treatment success 
was shown, but without going into the comparison of 3 vs. 5 days of amoxicillin. Similar results 
were also shown for 5 vs. 10 days of amoxicillin therapy in the systematic review by Marques 
(2022) [223], which included 3 studies. All studies included in these reviews were also part of 
this ThemenCheck report.  

This ThemenCheck report could not identify any relevant studies on the duration of antibiotic 
therapy for outpatient treatment of CAP in adults. Other systematic reviews, such as the 
Cochrane review by López-Alcalde (2018) [224], also failed to identify any relevant studies.  

Other systematic reviews, for example by Furukawa (2023) [215], Tansarli (2018) [219] or 
Royer (2018) [218], included studies with hospitalized patients as well as studies with drugs 
not approved in Germany or studies with different antibiotics and dosages used between the 
intervention and comparator group. In most cases, shorter-duration antibiotic therapies 
yielded a comparable effect. 

8.2 ThemenCheck report compared with guidelines 

8.2.1 AOM 

The latest available guidelines describing the treatment (duration) of AOM are the S2k 
guideline on antibiotic therapy for ENT infections from the German Society of Oto-Rhino-
Laryngology, Head and Neck Surgery (Deutschen Gesellschaft für Hals-Nasen-Ohren-
Heilkunde, Kopf- und Hals-Chirurgie e.V., DGHNO-KHC) from 2019, and an S2k guideline on 
earache from the German Society of General Practice and Family Medicine (Deutsche 
Gesellschaft für Allgemeinmedizin und Familienmedizin e.V., DEGAM) from 2014 [24,102]. 
Both guidelines are currently being updated, with the finalization being planned for mid-2025 
[225] and mid-2026 (the latter as an S3 guideline) [226]. 

The available guidelines explain in detail the possibility of purely symptomatic therapy. Not all 
children in all studies included in this ThemenCheck report met the current requirements for 
the indication of antibiotic therapy (see Table 14 in the ThemenCheck details in Section 
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A3.2.1.1 of the full report). For example, Hendrickse (1988) included children up to 12 years 
of age with AOM without the need for other factors to justify antibiotic therapy. 

If antibiotics are required, amoxicillin 50 mg/kg BW/day (2-3 single doses) over 7 days is 
recommended as the first choice [24,102]. Under certain circumstances, however, the dose 
can be increased and a beta-lactamase inhibitor can be added (amoxicillin-clavulanic acid). 
Alternatives include second-generation (e.g. cefuroxime) or third-generation cephalosporins 
(cefpodoxime) and macrolides (e.g. erythromycin) [24,102]. Studies on amoxicillin, 
amoxicillin-clavulanic acid, cefuroxime and cefpodoxime were identified in this ThemenCheck 
report, although the only study on cefuroxime could not be included in the benefit assessment 
for important outcomes due to high rates of study discontinuation. The results of this report 
were unable to show non-inferiority of shorter-duration therapy (2/3/5 days) compared with 
longer-duration therapy (7/10 days) for any of the antibiotics under investigation. Some of the 
results of the individual studies even showed statistically significantly lower rates of treatment 
success with 5-day therapy compared to 10-day therapy.  

Various studies have shown that the probability of treatment success after antibiotic therapy 
increases with the children’s age [73,81,227]. Many professional associations therefore 
recommend an antibiotic therapy duration for AOM that is adapted to the child’s age. The 
German Society for Pediatric Infectious Diseases (Deutsche Gesellschaft für Pädiatrische 
Infektiologie, DGPI), the German Society of Pediatrics and Adolescent Medicine (Deutsche 
Gesellschaft für Kinder- und Jugendheilkunde, DGKJ), the German Academy for Paediatric and 
Adolescent Medicine (Deutsche Akademie für Kinder- und Jugendmedizin, DAKJ) and the 
German Professional Association of Paediatricians (Berufsverband der Kinder- und 
Jugendärzte, BVKJ) jointly recommend 10 days of antibiotic therapy for children < 2 years of 
age, 7 days for children ≥ 2 years and 5 to 7 days for children ≥ 6 years [228], as does the 
American Academy of Pediatrics [27]. The British NICE guidelines generally recommend 
antibiotic therapy for 5 to 7 days, referring to the present but, in the committee's view, 
tolerable difference between shorter and longer-duration treatment [229], which was 
demonstrated in the systematic review by Kozyrskyj (2010) [214].  

8.2.2 CAP 

The current S2k guideline of the German Society for Paediatric Pneumology (Gesellschaft für 
Pädiatrische Pneumologie, GPP) and the German Society for Paediatric Infectiology (Deutsche 
Gesellschaft für Pädiatrische Infektiologie, DGPI) on CAP in children was published in 2024 and 
recommends oral amoxicillin at a dosage of 50 mg/kg BW/day over 5 days as first-line 
treatment for non-severe pneumonia [34]. The British NICE guidelines also make similar 
recommendations [44]. With regard to the duration of antibiotic therapy, this ThemenCheck 
report was also able to determine the non-inferiority of a 5-day therapy compared to a 10-
day therapy. 



Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 103 

At the same time, the guidelines emphasize the lack of need for antibiotic therapy in infants 
and young children with signs of viral genesis. However, some of the studies analysed in this 
ThemenCheck report included children with signs of viral origin. This is referred to in the 
German guidelines when discussing 3-day amoxicillin therapy – with regard to the studies by 
MASCOT (2002) [82], ISCAP (2004) [83] and Ginsburg (2020) [84], which are also included in 
this ThemenCheck report. These were conducted in Pakistan, India and Malawi. As in 
Germany, the diagnosis was based on the clinical condition without the need for an X-ray 
examination. Airway obstruction in the form of wheezing as an adventitious breath sound 
occurred as a symptom of viral disease in 22.3% [82], 13.1% [83] and 1.6% [84] of the study 
population, respectively. In ISCAP (2004), the outcome of treatment success is also stated 
separately for children with and without wheezing, without relevant differences [83]. RSV 
smears also only provided positive detection in a minority of around 20% and this does not 
rule out co-infection with bacteria [34]. In addition, pyrexia as a common indication for 
antibiotic therapy in Germany [34] was present in the medical history of many participants in 
the studies (see Table 19 in the ThemenCheck details in Section A3.2.1.2 of the full report). 
The underweight status of some sick children and breastfeeding in children > 12 months, as 
well as the relatively lower rate of children with complete vaccination against pneumococci 
additionally increases the probability of bacterial pneumonia [230-232]. The chest wall 
retractions of the children included in the study by Ginsburg (2020) also point to pronounced 
symptoms, which are also a decisive factor for antibiotic therapy in Germany [34]. In order for 
a statistical non-inferiority to be no longer present in these studies, the results of > 40% of the 
patients included would have to be unusable. This percentage of patients included would 
therefore not have to receive an indication for antibiotic therapy under German standards. 
This seems unlikely given the characteristics of the study populations for the studies by ISCAP 
(2004) and Ginsburg (2020). The transferability only remained unclear in the study by MASCOT 
(2002), as only a small proportion of the children showed signs of pneumonia in radiological 
examinations. Sensitivity analyses were conducted without this study, but these did not 
significantly change the overall result. 

In addition, the multicentre study by Bielicki (2021) [87], also mentioned above, with 824 
children included, is also a study from high middle-income countries that excluded children 
with signs of non-bacterial pneumonia and showed non-inferiority of a 3-day therapy. The 
study by Greenberg (2014) [90], which is also cited in the DGPI guidelines, but which showed 
a poorer efficacy of a 3-day therapy, was also included in this ThemenCheck report and had a 
high risk of bias and only 18 analysed participants (in this study phase), and therefore had little 
influence on the overall result.  

However, it should be noted that all included studies only included children aged 2 months to 
just under 5 years or up to a weight of 24 kg. 
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Based on the summarized review of the studies, an initial 3-day treatment duration with 
amoxicillin in younger children under 5 years of age without clinically significant underlying 
disease with non-severe CAP appears to be justifiable if (as recommended for non-severe 
cases) the diagnosis is made purely clinically on the basis of symptoms and clinical 
examination. However, if there are additional radiological or laboratory findings, a different 
approach may be more suitable. The reference in the guidelines to a Cochrane review by Lassi 
(2015) [233], which refers to a lack of evidence for a 2 to 3-day therapy duration, is not 
relevant with regard to this ThemenCheck report, as the Cochrane review only addresses 
intravenous therapy.  

The current S3 guideline on CAP in adults from the German Respiratory Society German 
Society for Pneumology and Respiratory Medicine (Deutschen Gesellschaft für Pneumologie 
und Beatmungsmedizin, DGP) (together with other professional societies), which was 
published in an updated version in 2021, recommends a treatment duration of 5 days for non-
severely ill patients if clinical stabilization has been achieved for at least 2 days [33]. 
Amoxicillin is recommended as the drug of first choice for patients without relevant 
comorbidity. The reviews already discussed in Section 8.1.2, which also include hospitalized 
patients and drugs without marketing authorization in Germany as well as comparisons of 
different drugs or dosages, were used to prove this [219,234].  

Shorter treatment durations are also proposed as a treatment option for some antibiotics - 
azithromycin for 3 days and amoxicillin for 3 days [33]. The underlying studies also include 
hospitalized patients or compare treatment regimens with different antibiotics. In this 
ThemenCheck report, no conclusion could be drawn about shorter-duration antibiotic therapy 
in adults with CAP, as no studies could be identified that met the inclusion criteria.  

8.3 Limitations and critical reflection on the approach 

Inclusion criteria 

This ThemenCheck report only included outpatients with AOM or CAP. In the study by Bielicki 
(2021), it is pointed out that, especially in children with the same severity of CAP, outpatients 
and inpatients can be expected to achieve similar results; therefore, the primary analysis no 
longer distinguished between outpatients and inpatients [87]. Other reviews also included 
studies with inpatients or on the comparison of different antibiotics and antibiotic doses 
[215,218,219]. Such an approach would have allowed more studies to be identified and 
included, particularly with regard to CAP in adults, where no studies could be identified that 
met the inclusion criteria of this ThemenCheck report. However, due to other patient 
characteristics, greater disease severity, the antibiotics used and the intravenous 
administration that may have been applied, the results would have been transferable to the 
outpatient health care context only to a limited extent.  
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As IQWiG's ThemenCheck reports generally do not investigate drugs without a valid marketing 
authorization in Germany, 3 studies on AOM in children (on cefprozil [97] and ceftibuten 
[98,99]) and 2 studies on CAP in adults (on gemifloxacin [101] and telithromycin [100]) were 
excluded. Although cefprozil has no marketing authorization in Germany, it is approved in 
other European countries and in the USA [235,236]. The marketing authorization for 
ceftibuten in Germany expired in 2017 after the product was no longer marketed by the 
manufacturer for economic reasons [237,238]. The marketing authorization for telithromycin 
in Germany also expired in 2019, after its use had already been restricted due to severe side 
effects in some cases [238,239]. An application for marketing authorization of gemifloxacin in 
Europe to the EMA Committee for Medicinal Products for Human Use (CHMP) was withdrawn 
by the manufacturer in 2009 [240]. Although the drugs themselves do not have marketing 
authorization, there are drugs in the same antibiotic class of second/third generation 
cephalosporins, fluoroquinolones or macrolides that do have marketing authorization and are 
used for the treatment of these clinical pictures [24,33,34,102].  

In the study on cefprozil, not difference was found between 5 and 10 days of treatment for 
the outcome treatment success in AOM (RR [95% CI]: 0.98 [0.94; 1.02]; p=0.273) [97]. In one 
study, when administered for 5 days compared to 10 days, the efficacy of ceftibuten was 
statistically significantly weaker in terms of treatment success in AOM (RR [95% CI]: 0.80 [0.71; 
0.89]; p<0.001) [98]. One other study on ceftibuten did not provide any results on treatment 
success in AOM, but recurrence occurred statistically significantly more often in the 5-day 
treatment group compared to the 10-day treatment group (RR [95% CI]: 4.75 [1.68; 13.40]; 
p=0.003) [99].  

The excluded study by Tellier (2004) [100] investigated 5 vs. 7 days of telithromycin for the 
treatment of CAP in adults and showed comparable rates of treatment success between the 
groups (RR [95% CI]: 1.00 [0.91; 1.10]; p=0.969). This study also provided health economic 
data, which were published in Niederman (2004), but could not be included in this report due 
to the lack of marketing authorization of the antibiotic in Germany [241]. The excluded study 
by File (2007) [101] investigated 5 vs. 7 days of gemifloxacin for the treatment of CAP in adults 
and also showed comparable rates of treatment success between the groups (Days 7 to 9: RR 
[95% CI]: 1.02 [0.97; 1.07]; p=0.474; day 24 to 30: RR [95% CI]: 1.06 [1.00; 1.13]; p=0.039).  

Study characteristics  

The included studies are of different ages (published between 1982 and 2022) and therefore 
differ in terms of methods, the drugs analysed and the treatment durations investigated. Not 
all comparisons are relevant in today's context. For example, the antibiotics penicillin V and 
cefixime investigated in the studies included here are not recommended in the guidelines as 
the treatment of choice for the outpatient treatment of AOM [24,102]. Therefore, only 
investigated and recommended drugs for the treatment of AOM or CAP were analysed as 
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examples for the health economic intervention costs. With 10 vs. 20 days of amoxicillin, 
Mandel (1995) [72] also investigated an irrelevantly long period of antibiotic use; therefore, 
the relevance of the study is limited for the German context, where 5 to 10 days are 
recommended depending on the recommending professional society and the age of the child 
[24,102,228]. Pathogen spectrum and resistance situation also differ in the temporal and 
geographical context [242-245]. 

The diagnosis of infectious diseases in the studies was based on different symptoms and 
examinations. For example, in the studies by Pernica (2021) [92] and Greenberg (2014) [90] 
CAP required an X-ray with typical findings, whereas MASCOT (2002) [82], ISCAP (2004) [83], 
Ginsburg (2020) [84] and Bielicki (2021) [87] did not. In AOM, the required symptoms or the 
required otoscopy findings differed. The age and exclusion criteria were also not consistent 
between the individual studies and not consistent with current indications for antibiotic 
therapy. This may result in limitations to the transferability of studies to the current German 
health care context, as discussed for the studies by MASCOT (2002) [82], ISCAP (2004) [83] 
and Ginsburg (2020) [84] in Section 8.2.2. Based on the characteristics of the study population, 
transferability of the results could be attested at least for the studies by ISCAP (2004) and 
Ginsburg (2020), and sensitivity analyses were conducted for MASCOT (2002). The inclusion 
and exclusion criteria are shown in Table 14 and Table 18 and the study populations are 
characterized in Table 15 and Table 19 in the ThemenCheck details in Section A3.2.1 of the full 
report.  

The definition of the composite outcome treatment success also differed between the studies. 
This often consisted of symptom relief and possibly also improvement of the clinical findings. 
In many studies, recurrence was included in this outcome. The time point of recording also 
did not always follow the recommendations of the EMA (AOM: 1 to 2 days after the end of 
treatment and possibly approx. 14 to 21 days after the start of treatment; CAP: 5 to 10 days 
after the end of treatment) [57]. As different outcome definitions and data recording times 
can jeopardize the comparability of the studies and influence the interpretation of the results, 
Table 13 and Table 17 in the ThemenCheck details in Section A3.2.1 of the full report present 
the individual definitions of the studies for the outcome treatment success with data 
recording times in detail. Subgroup analyses did not prove useful due to the data situation. 

Overall, only a few deaths were reported in the studies. These were also not recorded in a 
structured manner in the studies on AOM. However, given the extremely low mortality from 
AOM in Europe of < 5 cases per 10 million people [15], the recording of deaths would have 
been difficult in studies anyway and in very few cases would have been causally attributable 
to the course of disease.  

With regard to the recording of treatment adherence, studies with different analysis dates 
and non-placebo-controlled studies are of particular interest, as the duration of 
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administration is different only in these studies. However, the lack of blinding involves higher 
risks of bias of the results.  

Non-inferiority research question 

The choice of non-inferiority boundaries of the RR (0.9 and 1.1) for AOM and CAP was based 
on EMA recommendations [57,58]. The use of relative values results in different absolute 
differences due to the different occurrences of the events investigated. Relative deviations of 
10% concur with an absolute difference of 9 percentage points (number needed to harm 
(NNH) of 11) at a treatment success rate of the control group of approx. 90%. With a 
recurrence rate of the infection of approx. 5%, a relative deviation of 10% concurs with an 
absolute difference of only 0.5 percentage points (NNH of 200). Accordingly, the outcome 
treatment success is the most important item in the overall assessment, as it affects most of 
the patients and the largest absolute changes occur for this outcome. The outcomes 
recurrence and mortality, on the other hand, affect only a few people due to the low incidence 
rate; therefore, changes here have only very minor absolute effects and are thus of secondary 
importance for individual patients.  

In principle, the ITT analysis, which takes into account all randomized study participants, is 
preferred in ThemenCheck reports [246]. However, for non-inferiority research questions, this 
can contribute to alterations in the results [247]. The use of ITT analyses nevertheless appears 
to lead to more conservative estimates in the context of non-inferiority research questions on 
antibiotic therapy [248]. The ITT analyses were therefore used in this ThemenCheck report, 
but the PP analyses (if available) were also considered (see footnotes in the tables in Section 
A3.3 in the ThemenCheck details of the full report). However, these always delivered 
comparable results. 

In the case of non-inferiority research questions, there is also a risk in serial testing that 
acceptable differences (within the non-inferiority boundaries) accumulate and ultimately lead 
to significant differences (unacceptable differences beyond the non-inferiority boundaries), 
which are not detected by the serial comparisons [249-252]. This phenomenon, also known 
as bio-creep, might also have an influence in the study situation of this ThemenCheck report 
on CAP with studies comparing 5 vs. 10 days of amoxicillin therapy and other studies 
comparing 3 vs. 5 days of amoxicillin therapy. However, due to a more recent study on bio-
creep in antibiotic therapy [252], the clarity of the non-inferiority and the study situation with 
further included studies (3 vs. 7 days, 3 vs. 10 days), a relevant influence on the result seems 
unlikely. 
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9 Conclusion 

This ThemenCheck report included a total of 19 randomized studies with 22 publications, 
which investigated shorter with longer-duration antibiotic therapy in children treated as 
outpatients - 12 studies (with 12 publications) on AOM and 7 studies (with 10 publications) on 
CPA. Studies on the duration of antibiotic therapy for CAP in adults that met the inclusion 
criteria of this report were not identified.  

AOM 

12 studies on AOM with 3409 randomized children investigated the antibiotics penicillin V 
(n=2), amoxicillin (n=2), amoxicillin-clavulanic acid (n=3), a first-generation cephalosporin 
(cefaclor, n=2), a second-generation cephalosporin (cefuroxime, n=1) and third-generation 
cephalosporins (cefixime and cefpodoxime, n=2). The compared treatment durations were 5 
vs. 10 days (n=8), 2 vs. 7 days (n=1), 3 vs. 7 days (n=1), 3 vs. 10 days (n=1) and 10 vs. 20 days 
(n=1). The age of the included children ranged from 1 month to 14 years and varied between 
the studies. One study had a low risk of bias and the other 11 studies had a high risk of bias 
across outcomes. 

Nine studies investigating children with AOM provided data on the outcome treatment 
success. A hint of non-inferiority of the shorter treatment duration could not be found for any 
of the comparisons. Many individual studies even reported statistically significantly poorer 
rates of treatment success with shorter therapy.  

Ten studies also reported the outcome recurrence, 8 studies reported AEs and data on 
mortality could be derived from 2 studies. No data were available on any of these outcomes 
that could justify a hint of non-inferiority of the shorter-duration treatment. However, a 
lacking hint of non-inferiority cannot generally be used to conclude an inferiority of the 
shorter-duration antibiotic therapy. Data on health-related quality of life were not reported.  

Overall, based on the current data situation, it cannot be assumed that shorter-duration 
treatment (of 2/3/5 days) provides equivalent therapy results compared to longer-duration 
treatment (of 7/10 days). However, there is a lack of analyses on age-stratified approaches 
and studies on adolescents. Reliable data on other outcomes, such as health-related quality 
of life, are also missing. In addition, there is a lack of reliable studies on further comparisons 
of antibiotic therapy durations (such as 7 vs. 10 days) and on various antibiotics used in 
Germany, above all amoxicillin, which is mentioned in the guidelines as the first choice in the 
antibiotic therapy of AOM.  

CAP 

All 7 studies on CAP with 8590 randomized children investigated amoxicillin as an antibiotic. 
The compared treatment durations were 3 vs. 5 days (n=3), 3 vs. 7 days (n=1), 3 vs. 10 days 
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(n=1), 5 vs. 10 days (n=3) (one study investigated both 3 vs. 10 days and 5 vs. 10 days). The 
age of the included children ranged from 2 months to 10 years. Six studies had a low risk of 
bias and 1 study had a high risk of bias across outcomes. 

All 7 studies delivered data on the outcome treatment success. With regard to treatment 
success, proof could be derived that 5-day treatment with amoxicillin is not inferior to 10-day 
treatment for the outpatient treatment of CAP. Moreover, this proved that even 3-day 
treatment with amoxicillin is not inferior to longer-duration treatment (of 5/7/10 days) in 
terms of treatment success. For other AEs, there was not only proof of non-inferiority, but 
even proof of superiority of shorter-duration treatment of 3 days versus a longer-duration 
treatment of 5 days. However, no hint of non-inferiority could be derived from the comparison 
of AEs of 5-day versus 10-day treatment. Nor could a hint of non-inferiority of the shorter 
treatment durations be derived for the outcomes recurrence (reported in 5 studies) and 
mortality (reported in 7 studies). However, the absence of a hint of non-inferiority cannot 
generally be used to conclude an inferiority of the shorter-duration antibiotic therapy. Data 
on health-related quality of life were not reported. 

A summary of the outcomes thus showed that 3-day antibiotic therapy with amoxicillin is not 
inferior to longer therapy in the treatment of clinically diagnosed non-severe CAP in children, 
even if the study situation permitted a derivation of superiority (in terms of other AEs) of 
shorter-duration antibiotic therapy only for the comparison of 3 versus 5 days of therapy. The 
effects of an even shorter duration of antibiotic remain unclear. In this context, reference 
should be made to an ongoing study from Australia, which compares a treatment duration of 
2, 3, 4 and 5 days of amoxicillin in 4 study arms. Furthermore, studies on the duration of 
antibiotic therapy for other common antibiotics such as amoxicillin-clavulanic acid, 
clarithromycin or doxycycline are missing. There is also a lack of studies on the duration of 
antibiotic therapy in older children and adolescents.  

No relevant studies on the outpatient treatment of CAP in adults could be identified. Here, 
too, there are no studies on the duration of treatment with the drugs recommended in 
Germany, i.e. amoxicillin, amoxicillin-clavulanic acid and doxycycline, as well as with 
fluoroquinolones and macrolides approved in Germany.  

General results on shorter-duration antibiotic therapy 

For the supplementary outcome treatment adherence, 8 studies reported data (4 studies each 
on AOM and CAP). This may increase with shorter treatment duration: 2 studies showed 
better treatment adherence with shorter-duration treatment (1 study on AOM comparing 5 
vs. 10 days and 1 study on CAP comparing 3 vs. 5 days). The other studies investigated only 
one point in time and were placebo-controlled, so that both groups had to take drugs for the 
same period of time.  
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Five studies reported data for the supplementary microbiological outcomes (4 studies on AOM 
and 1 study on CAP). These did not reveal any clear differences between shorter and longer-
duration treatment in terms of eradication and resistance development.  

The costs of the indicated antibiotic therapy are covered by statutory or private health 
insurance funds with co-payments by the patient if applicable. In example calculations, the 
therapy costs for SHI funds can be reduced by up to approx. 35 € for an infant weighing 5 kg, 
a child weighing 19 kg or an adult by shortening the treatment duration with various 
antibiotics used. The therapy costs were significantly lower when tablets were administered 
instead of solutions. In some calculations, the treatment costs remained unchanged due to 
the available pack sizes for different treatment durations. Adjusting the pack size could 
therefore reduce wastage and achieve a further reduction in antibiotic costs.  

Two studies with health economic evaluations (1 modelling study on AOM and 1 RCT on CAP) 
were identified. The study on AOM showed that the shorter treatment duration (5 days) is 
less efficient, but entails lower drug costs compared to a longer treatment duration (7 to 10 
days). Overall, however, shorter-duration treatment caused higher costs due to visits to the 
doctor and absence from work. Overall, the reduction in the treatment duration from 5 days 
to 3 days resulted in cost savings, with equivalent efficacy as shown in the study on CAP. 
However, it must be noted that these studies were conducted in the context of other health 
care systems (USA and India) and the calculations of the studies are therefore only 
transferable to the German context to a limited extent.  

Drug production and transport is one of the main sources of CO2 emissions in the health care 
sector. Furthermore, antibiotics and metabolites are released into the environment as a result 
of discharge during production, excessive use and improper disposal, where they result in 
increased resistance formation. Shorter treatment durations reduce the amount of drugs 
required if pack sizes adapted to the shorter-duration treatment are available. Shorter-
duration antibiotic therapy can thus help to reduce CO2 emissions and environmental 
pollution, provided that it is also sufficiently effective without the need for consecutive 
administration of antibiotics. 

In ethical terms, it is especially the autonomy of patients (and especially of vulnerable groups) 
that plays a major role. This can be strengthened through comprehensive (age-appropriate) 
information and participatory decision-making in the sense of shared decision making, which 
leads to better treatment adherence and better treatment outcomes. However, in certain 
constellations, individual patient autonomy can be in conflict with societal interests (avoiding 
unnecessary prescriptions of antibiotics and resistance development), so that careful 
balancing should be carried out, tailored to the individual cases - taking into account fairness 
in the distribution of resources and towards future generations.  
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Important social aspects are the unequal distribution of the likelihood of falling ill and unequal 
treatment measures as well as the consequences of illness, such as hearing damage in children 
with otitis media, missed school and work days or mortality (especially in older people with 
pneumonia). In addition, the acceptance of shorter-duration antibiotic therapy is important, 
which can be achieved primarily through good treatment results in terms of symptoms and 
relapse, but also through comprehensive information. For the latter, the range of information 
available to the treating staff and the patients could be expanded.  

Legally, only physicians are authorized to prescribe prescription medicines (which include 
antibiotics). Treatment should be based on professional standards, otherwise civil and 
criminal law consequences with liability may follow. In the event of deviations from the 
standards, as is currently the case with shorter-duration antibiotic therapy, for example, 
individual factors must therefore be balanced in detail and carefully explained. In principle, 
the treatment contract involves obligations to provide information about the advantages and 
disadvantages of indicated treatment options, with the patient being able to choose between 
the indicated therapies. In the case of minors who are incapable of giving consent, this 
primarily concerns the guardians.  

In organizational terms, the adaptation of professional standards to findings on the duration 
of antibiotic therapy is of central importance, also in view of the results of this ThemenCheck 
report and taking into account other factors important for the development of guidelines, 
such as the clinical expertise of the treating staff or the needs of patients. In view of the great 
variability in treatment in Germany, measures that facilitate the uniform, appropriate 
prescription of antibiotics in accordance with professional standards in practice and that 
increase acceptance are particularly important. Practical education with low-threshold 
counselling options for those providing treatment and for patients as well as the involvement 
of patients in decision-making processes play a major role here.  

Overall, shorter-duration antibiotic therapy appears to be easy to carry out, cost-effective, 
environmentally and resource-friendly, ethically and socially acceptable and can be 
implemented without considerable legal hurdles, provided that the therapy can be considered 
equivalent in terms of the medical treatment result. While in clinically diagnosed CAP in 
children, shortening the treatment duration to 3 days (with amoxicillin) was non-inferior to 
longer-duration treatment, non-inferiority could not be determined for AOM in children; in 
otitis media, a shorter treatment duration rather led to poorer treatment results. A superiority 
of shorter-duration treatment in terms of (non-severe) AEs was shown for the comparison of 
3 days versus 5 days of treatment with amoxicillin in CAP. In both clinical pictures, treatment 
adherence may also increase with shorter treatment duration. However, the effects of a 
shorter-duration antibiotic therapy for other commonly used antibiotics and for different age 
groups remain unclear. The optimal duration of outpatient treatment for CAP in adults also 
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remains unclear due to a lack of relevant studies. In principle, the adaptation of medical 
standards to new findings on the duration of therapy as well as the education and involvement 
of patients and those treating them are central to successful implementation. 

 



Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 113 

References 

Please see full HTA report for the full reference list. 

1. Sozialgesetzbuch (SGB) Fünftes Buch (V) - Gesetzliche Krankenversicherung - (Artikel 1 des 
Gesetzes v. 20. Dezember 1988, BGBl. I S. 2477) [online]. 2023 [Accessed: 17.12.2024]. URL: 
https://www.gesetze-im-internet.de/sgb_5/SGB_5.pdf. 

2. Institut für Qualität und Wirtschaftlichkeit im Gesundheitswesen. Antibiotika richtig 
anwenden und Resistenzen vermeiden [online]. 2021 [Accessed: 10.03.2025]. URL: 
https://www.gesundheitsinformation.de/antibiotika-richtig-anwenden-und-resistenzen-
vermeiden.html. 

3. Institut für Qualität und Wirtschaftlichkeit im Gesundheitswesen. Lungenentzündung 
[online]. 2021 [Accessed: 10.03.2025]. URL: 
https://www.gesundheitsinformation.de/lungenentzuendung.html. 

4. Jan TA. Akute Mittelohrentzündung [online]. 2024 [Accessed: 10.03.2025]. URL: 
https://www.msdmanuals.com/de/heim/hals-nasen-und-
ohrenerkrankungen/erkrankungen-des-mittelohrs/akute-mittelohrentz%C3%BCndung. 

5. World Health Organization. Antibiotic resistance [online]. 2020 [Accessed: 30.10.2023]. 
URL: https://www.who.int/news-room/fact-sheets/detail/antibiotic-resistance. 

6. Spellberg B. The New Antibiotic Mantra-"Shorter Is Better". JAMA Intern Med 2016; 
176(9): 1254-1255. https://doi.org/10.1001/jamainternmed.2016.3646. 

7. Leach AJ, Shelby-James TM, Mayo M et al. A prospective study of the impact of 
community-based azithromycin treatment of trachoma on carriage and resistance of 
Streptococcus pneumoniae. Clin Infect Dis 1997; 24(3): 356-362. 
https://doi.org/10.1093/clinids/24.3.356. 

8. Llewelyn MJ, Fitzpatrick JM, Darwin E et al. The antibiotic course has had its day. BMJ 
2017; 358: j3418. https://doi.org/10.1136/bmj.j3418. 

9. Lee RA, Stripling JT, Spellberg B et al. Short-course antibiotics for common infections: what 
do we know and where do we go from here? Clin Microbiol Infect 2023; 29(2): 150-159. 
https://doi.org/10.1016/j.cmi.2022.08.024. 

10. Spellberg B, Rice LB. The Shorter Is Better movement: past, present, future. Clin 
Microbiol Infect 2023; 29(2): 141-142. https://doi.org/10.1016/j.cmi.2022.04.005. 

11. Davar K, Clark D, Centor RM et al. Can the Future of ID Escape the Inertial Dogma of Its 
Past? The Exemplars of Shorter Is Better and Oral Is the New IV. Open Forum Infect Dis 2023; 
10(1): ofac706. https://doi.org/10.1093/ofid/ofac706. 

https://www.gesetze-im-internet.de/sgb_5/SGB_5.pdf
https://www.gesundheitsinformation.de/antibiotika-richtig-anwenden-und-resistenzen-vermeiden.html
https://www.gesundheitsinformation.de/antibiotika-richtig-anwenden-und-resistenzen-vermeiden.html
https://www.gesundheitsinformation.de/lungenentzuendung.html
https://www.msdmanuals.com/de/heim/hals-nasen-und-ohrenerkrankungen/erkrankungen-des-mittelohrs/akute-mittelohrentz%C3%BCndung
https://www.msdmanuals.com/de/heim/hals-nasen-und-ohrenerkrankungen/erkrankungen-des-mittelohrs/akute-mittelohrentz%C3%BCndung
https://www.who.int/news-room/fact-sheets/detail/antibiotic-resistance
https://doi.org/10.1001/jamainternmed.2016.3646
https://doi.org/10.1093/clinids/24.3.356
https://doi.org/10.1136/bmj.j3418
https://doi.org/10.1016/j.cmi.2022.08.024
https://doi.org/10.1016/j.cmi.2022.04.005
https://doi.org/10.1093/ofid/ofac706


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 114 

12. Deutscher Berufsverband der Hals-Nasen-Ohrenärzte e.V. Akute Mittelohrentzündung - 
Ursachen und Risiken [online]. 2022 [Accessed: 15.11.2023]. URL: https://www.hno-aerzte-
im-netz.de/krankheiten/mittelohrentzuendung-akut/ursachen-und-risiken.html. 

13. Turner D, Leibovitz E, Aran A et al. Acute otitis media in infants younger than two months 
of age: microbiology, clinical presentation and therapeutic approach. Pediatr Infect Dis J 
2002; 21(7): 669-674. https://doi.org/10.1097/00006454-200207000-00013. 

14. Klein JO. Otitis media. Clin Infect Dis 1994; 19(5): 823-833. 
https://doi.org/10.1093/clinids/19.5.823. 

15. Monasta L, Ronfani L, Marchetti F et al. Burden of disease caused by otitis media: 
systematic review and global estimates. PLoS One 2012; 7(4): e36226. 
https://doi.org/10.1371/journal.pone.0036226. 

16. Kaur R, Morris M, Pichichero ME. Epidemiology of Acute Otitis Media in the 
Postpneumococcal Conjugate Vaccine Era. Pediatrics 2017; 140(3). 
https://doi.org/10.1542/peds.2017-0181. 

17. Kamtsiuris P, Atzpodien K, Ellert U et al. [Prevalence of somatic diseases in German 
children and adolescents. Results of the German Health Interview and Examination Survey 
for Children and Adolescents (KiGGS)]. Bundesgesundheitsblatt Gesundheitsforschung 
Gesundheitsschutz 2007; 50(5-6): 686-700. https://doi.org/10.1007/s00103-007-0230-x. 

18. Berner R, Bialek R, Borte M et al. Deutsche Gesellschaft für Pädiatrische Infektiologie. 
DGPI Handbuch Infektionen bei Kindern und Jugendlichen. Stuttgart: Thieme; 2013. 

19. Tong S, Amand C, Kieffer A et al. Trends in healthcare utilization and costs associated 
with acute otitis media in the United States during 2008-2014. BMC Health Serv Res 2018; 
18(1): 318. https://doi.org/10.1186/s12913-018-3139-1. 

20. Holstiege J, Garbe E. Systemic antibiotic use among children and adolescents in 
Germany: a population-based study. Eur J Pediatr 2013; 172(6): 787-795. 
https://doi.org/10.1007/s00431-013-1958-y. 

21. Coker TR, Chan LS, Newberry SJ et al. Diagnosis, microbial epidemiology, and antibiotic 
treatment of acute otitis media in children: a systematic review. JAMA 2010; 304(19): 2161-
2169. https://doi.org/10.1001/jama.2010.1651. 

22. American Academy of Pediatrics Subcommittee on Management of Acute Otitis M. 
Diagnosis and management of acute otitis media. Pediatrics 2004; 113(5): 1451-1465. 
https://doi.org/10.1542/peds.113.5.1451. 

23. Hildmann H. Akute Otitis media. In: Naumann HH, Helms J, Herberhold C (Ed). Oto-Rhino-
Laryngologie in Klinik und Praxis. Heidelberg, New York: Thieme; 1994. p. 582. 

https://www.hno-aerzte-im-netz.de/krankheiten/mittelohrentzuendung-akut/ursachen-und-risiken.html
https://www.hno-aerzte-im-netz.de/krankheiten/mittelohrentzuendung-akut/ursachen-und-risiken.html
https://doi.org/10.1097/00006454-200207000-00013
https://doi.org/10.1093/clinids/19.5.823
https://doi.org/10.1371/journal.pone.0036226
https://doi.org/10.1542/peds.2017-0181
https://doi.org/10.1007/s00103-007-0230-x
https://doi.org/10.1186/s12913-018-3139-1
https://doi.org/10.1007/s00431-013-1958-y
https://doi.org/10.1001/jama.2010.1651
https://doi.org/10.1542/peds.113.5.1451


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 115 

24. Deutsche Gesellschaft für Allgemeinmedizin und Familienmedizin e.V. (DEGAM). S2k-
Leitlinie Ohrenschmerzen [online]. 2014 [Accessed: 24.10.2023]. URL: 
https://www.degam.de/files/Inhalte/Leitlinien-Inhalte/Dokumente/DEGAM-S2-
Leitlinien/053-009_Ohrenschmerzen/oeffentlich/053-009l_s2k_ohrenschmerzen_2014-12-
abgelaufen.pdf. 

25. Arbeitsgruppe Antibiotic Stewardship des Qualitätszirkel Kinderärzte Hamburg West. 
Antibiotische Therapie in der ambulanten Pädiatrie [online]. 2022 [Accessed: 30.10.2023]. 
URL: 
https://www.kvhh.net/_Resources/Persistent/5/1/a/d/51ad164912a1d813c3dcc030318d33
1db223dca0/Langfassung%20ABS%20QZ%20Hamburg%20West%202022.pdf. 

26. Pelton SI. Otoscopy for the diagnosis of otitis media. Pediatr Infect Dis J 1998; 17(6): 540-
543. https://doi.org/10.1097/00006454-199806000-00032. 

27. Lieberthal AS, Carroll AE, Chonmaitree T et al. The diagnosis and management of acute 
otitis media. Pediatrics 2013; 131(3): e964-999. https://doi.org/10.1542/peds.2012-3488. 

28. Rovers MM, Schilder AG, Zielhuis GA et al. Otitis media. Lancet 2004; 363(9407): 465-
473. https://doi.org/10.1016/S0140-6736(04)15495-0. 

29. Paradise JL. Short-course antimicrobial treatment for acute otitis media: not best for 
infants and young children. JAMA 1997; 278(20): 1640-1642. 
https://doi.org/10.1001/jama.1997.03550200016006. 

30. Froom J, Culpepper L, Grob P et al. Diagnosis and antibiotic treatment of acute otitis 
media: report from International Primary Care Network. BMJ 1990; 300(6724): 582-586. 
https://doi.org/10.1136/bmj.300.6724.582. 

31. Chando S, Young C, Craig JC et al. Parental views on otitis media: systematic review of 
qualitative studies. Eur J Pediatr 2016; 175(10): 1295-1305. https://doi.org/10.1007/s00431-
016-2779-6. 

32. Dalhoff K. Ambulant erworbene Pneumonie bei Erwachsenen. CME (Berl) 2017; 14(11): 
46-54. https://doi.org/10.1007/s11298-017-5989-y. 

33. Deutsche Gesellschaft für Pneumologie und Beatmungsmedizin (DGP). S3-Leitlinie 
Behandlung von erwachsenen Patienten mit ambulant erworbener Pneumonie - Update 
2021. Pneumonologie 2021; 75(9): 665-729. https://doi.org/10.1055/a-1497-0693. 

34. Gesellschaft für Pädiatrische Pneumologie e.V. (GPP), Deutsche Gesellschaft für 
Pädiatrische Infektiologie e.V. (DGPI). S2k-Leitlinie Management der ambulant erworbenen 
Pneumonie bei Kindern und Jugendlichen (pCAP) [online]. 2024 [Accessed: 07.06.2024]. URL: 
https://register.awmf.org/assets/guidelines/048-013l_S2k_Management-ambulant-
erworbene-Pneumonie-Kinder-Jugendlichen-paediatric-community-acquired_pneumonia-
pCAP_2024-01_1.pdf. 

https://www.degam.de/files/Inhalte/Leitlinien-Inhalte/Dokumente/DEGAM-S2-Leitlinien/053-009_Ohrenschmerzen/oeffentlich/053-009l_s2k_ohrenschmerzen_2014-12-abgelaufen.pdf
https://www.degam.de/files/Inhalte/Leitlinien-Inhalte/Dokumente/DEGAM-S2-Leitlinien/053-009_Ohrenschmerzen/oeffentlich/053-009l_s2k_ohrenschmerzen_2014-12-abgelaufen.pdf
https://www.degam.de/files/Inhalte/Leitlinien-Inhalte/Dokumente/DEGAM-S2-Leitlinien/053-009_Ohrenschmerzen/oeffentlich/053-009l_s2k_ohrenschmerzen_2014-12-abgelaufen.pdf
https://www.kvhh.net/_Resources/Persistent/5/1/a/d/51ad164912a1d813c3dcc030318d331db223dca0/Langfassung%20ABS%20QZ%20Hamburg%20West%202022.pdf
https://www.kvhh.net/_Resources/Persistent/5/1/a/d/51ad164912a1d813c3dcc030318d331db223dca0/Langfassung%20ABS%20QZ%20Hamburg%20West%202022.pdf
https://doi.org/10.1097/00006454-199806000-00032
https://doi.org/10.1542/peds.2012-3488
https://doi.org/10.1016/S0140-6736(04)15495-0
https://doi.org/10.1001/jama.1997.03550200016006
https://doi.org/10.1136/bmj.300.6724.582
https://doi.org/10.1007/s00431-016-2779-6
https://doi.org/10.1007/s00431-016-2779-6
https://doi.org/10.1007/s11298-017-5989-y
https://doi.org/10.1055/a-1497-0693
https://register.awmf.org/assets/guidelines/048-013l_S2k_Management-ambulant-erworbene-Pneumonie-Kinder-Jugendlichen-paediatric-community-acquired_pneumonia-pCAP_2024-01_1.pdf
https://register.awmf.org/assets/guidelines/048-013l_S2k_Management-ambulant-erworbene-Pneumonie-Kinder-Jugendlichen-paediatric-community-acquired_pneumonia-pCAP_2024-01_1.pdf
https://register.awmf.org/assets/guidelines/048-013l_S2k_Management-ambulant-erworbene-Pneumonie-Kinder-Jugendlichen-paediatric-community-acquired_pneumonia-pCAP_2024-01_1.pdf


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 116 

35. Sethi S. Ambulant erworbene Pneumonie [online]. 2022 [Accessed: 14.11.2023]. URL: 
https://www.msdmanuals.com/de-de/profi/lungenkrankheiten/pneumonie/ambulant-
erworbene-pneumonie. 

36. CAPNETZ STIFTUNG. Die CAPNETZ-Studie: das Herzstück der CAPNETZ STIFTUNG [online]. 
2021 [Accessed: 14.11.2023]. URL: https://capnetz.de/20-jahre-capnetz/. 

37. Morgenroth K, Opferkuch W. Abwehrsysteme der Lunge und Lungenentzündung. De 
Gruyter; 1991. 

38. Hoffken G, Lorenz J, Kern W et al. Guidelines of the Paul-Ehrlich-Society of 
Chemotherapy, the German Respiratory Diseases Society, the German Infectious Diseases 
Society and of the Competence Network CAPNETZ for the Management of Lower Respiratory 
Tract Infections and Community-acquired Pneumonia. Pneumologie 2010; 64(3): 149-154. 
https://doi.org/10.1055/s-0029-1243910. 

39. Clark JE, Hammal D, Hampton F et al. Epidemiology of community-acquired pneumonia 
in children seen in hospital. Epidemiol Infect 2007; 135(2): 262-269. 
https://doi.org/10.1017/S0950268806006741. 

40. Senstad AC, Suren P, Brauteset L et al. Community-acquired pneumonia (CAP) in children 
in Oslo, Norway. Acta Paediatr 2009; 98(2): 332-336. https://doi.org/10.1111/j.1651-
2227.2008.01088.x. 

41. Weigl JA, Puppe W, Belke O et al. Population-based incidence of severe pneumonia in 
children in Kiel, Germany. Klin Padiatr 2005; 217(4): 211-219. https://doi.org/10.1055/s-
2004-822699. 

42. Hansen G, Wetzke M, Baumann U et al. Ambulant erworbene Pneumonie im Kindesalter. 
Monatsschr Kinderheilkd 2018; 166(1): 16-23. https://doi.org/10.1007/s00112-017-0418-6. 

43. McIntosh K. Community-acquired pneumonia in children. N Engl J Med 2002; 346(6): 
429-437. https://doi.org/10.1056/NEJMra011994. 

44. National Institute for Health and Care Excellence, Public Health England. Pneumonia 
(community-acquired): antimicrobial prescribing. NICE guideline NG138 [online]. 2024 
[Accessed: 31.10.2024]. URL: https://www.nice.org.uk/guidance/ng138/chapter/Summary-
of-the-evidence#antibiotic-course-length. 

45. Schmeck B, Steuder R, Pott H et al. Update ambulant erworbene Pneumonie. CME 2022; 
(19): 8-11. https://doi.org/10.1007/s11298-022-2317-y. 

46. Welte T, Torres A, Nathwani D. Clinical and economic burden of community-acquired 
pneumonia among adults in Europe. Thorax 2012; 67(1): 71-79. 
https://doi.org/10.1136/thx.2009.129502. 

https://www.msdmanuals.com/de-de/profi/lungenkrankheiten/pneumonie/ambulant-erworbene-pneumonie
https://www.msdmanuals.com/de-de/profi/lungenkrankheiten/pneumonie/ambulant-erworbene-pneumonie
https://capnetz.de/20-jahre-capnetz/
https://doi.org/10.1055/s-0029-1243910
https://doi.org/10.1017/S0950268806006741
https://doi.org/10.1111/j.1651-2227.2008.01088.x
https://doi.org/10.1111/j.1651-2227.2008.01088.x
https://doi.org/10.1055/s-2004-822699
https://doi.org/10.1055/s-2004-822699
https://doi.org/10.1007/s00112-017-0418-6
https://doi.org/10.1056/NEJMra011994
https://www.nice.org.uk/guidance/ng138/chapter/Summary-of-the-evidence#antibiotic-course-length
https://www.nice.org.uk/guidance/ng138/chapter/Summary-of-the-evidence#antibiotic-course-length
https://doi.org/10.1007/s11298-022-2317-y
https://doi.org/10.1136/thx.2009.129502


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 117 

47. Welte T, Suttorp N, Marre R. CAPNETZ-community-acquired pneumonia competence 
network. Infection 2004; 32(4): 234-238. https://doi.org/10.1007/s15010-004-3107-z. 

48. Mahar E, Sprenger R, Diesing J et al. Case Fatality Risk and Attributable Costs in Patients 
Treated for Community-Acquired Pneumonia in Germany: A Population-Based Healthcare 
Claims Data Cohort Study (May 24, 2022). 2022. URL: Available at SSRN: 
https://ssrn.com/abstract=4118607. 

49. Choudhury G, Chalmers JD, Mandal P et al. Physician judgement is a crucial adjunct to 
pneumonia severity scores in low-risk patients. Eur Respir J 2011; 38(3): 643-648. 
https://doi.org/10.1183/09031936.00172910. 

50. Corrales-Medina VF, Musher DM, Wells GA et al. Cardiac complications in patients with 
community-acquired pneumonia: incidence, timing, risk factors, and association with short-
term mortality. Circulation 2012; 125(6): 773-781. 
https://doi.org/10.1161/CIRCULATIONAHA.111.040766. 

51. Amrhein P, Hospach A, Sittel C et al. Acute otitis media in children: antibiotic therapy or 
watchful waiting? HNO 2013; 61(5): 374-379. https://doi.org/10.1007/s00106-012-2486-1. 

52. Steppuhn H, Buda S, Wienecke A et al. Zeitliche Trends in der Inzidenz und Sterblichkeit 
respiratorischer Krankheiten von hoher Public-Health-Relevanz in Deutschland. Robert Koch-
Institut, Epidemiologie und Gesundheitsberichterstattung; 2017. 

53. Statistisches Bundesamt. Sterbefälle, Sterbeziffern (je 100.000 Einwohner, 
altersstandardisiert) (ab 1998). Gliederungsmerkmale: Jahre, Region, Alter, Geschlecht, 
Nationalität, ICD-10, Art der Standardisierung [online]. 2017 [Accessed: 15.11.2023]. URL: 
https://www.gbe-
bund.de/gbe/pkg_isgbe5.prc_menu_olap?p_uid=gast&p_aid=16377539&p_sprache=D&p_h
elp=0&p_indnr=6&p_indsp=&p_ityp=H&p_fid=. 

54. Spellberg B, Bartlett JG, Gilbert DN. The future of antibiotics and resistance. N Engl J Med 
2013; 368(4): 299-302. https://doi.org/10.1056/NEJMp1215093. 

55. Piaggio G, Elbourne DR, Pocock SJ et al. Reporting of noninferiority and equivalence 
randomized trials: extension of the CONSORT 2010 statement. JAMA 2012; 308(24): 2594-
2604. https://doi.org/10.1001/jama.2012.87802. 

56. Althunian TA, de Boer A, Groenwold RH et al. Defining the noninferiority margin and 
analysing noninferiority: an overview. Br J Clin Pharmacol 2017; 83(8): 1636-1642. 
https://doi.org/10.1111/bcp.13280. 

https://doi.org/10.1007/s15010-004-3107-z
https://ssrn.com/abstract=4118607
https://doi.org/10.1183/09031936.00172910
https://doi.org/10.1161/CIRCULATIONAHA.111.040766
https://doi.org/10.1007/s00106-012-2486-1
https://www.gbe-bund.de/gbe/pkg_isgbe5.prc_menu_olap?p_uid=gast&p_aid=16377539&p_sprache=D&p_help=0&p_indnr=6&p_indsp=&p_ityp=H&p_fid
https://www.gbe-bund.de/gbe/pkg_isgbe5.prc_menu_olap?p_uid=gast&p_aid=16377539&p_sprache=D&p_help=0&p_indnr=6&p_indsp=&p_ityp=H&p_fid
https://www.gbe-bund.de/gbe/pkg_isgbe5.prc_menu_olap?p_uid=gast&p_aid=16377539&p_sprache=D&p_help=0&p_indnr=6&p_indsp=&p_ityp=H&p_fid
https://doi.org/10.1056/NEJMp1215093
https://doi.org/10.1001/jama.2012.87802
https://doi.org/10.1111/bcp.13280


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 118 

57. European Medicines Agency (EMA), Committee for Medicinal Products for Human Use 
(CHMP). Addendum to the guideline on the evaluation of medicinal products indicated for 
treatment of bacterial infections [online]. 2014 [Accessed: 12.08.2024]. URL: 
https://www.google.com/url?sa=t&source=web&rct=j&opi=89978449&url=https://www.em
a.europa.eu/en/documents/scientific-guideline/addendum-guideline-evaluation-medicinal-
products-indicated-treatment-bacterial-infections_en.pdf&ved=2ahUKEwiwvPuU2--
HAxVv2QIHHZTkMrEQFnoECBgQAQ&usg=AOvVaw1SDxAqyc8yo_6W_J0XOdZJ. 

58. European Medicines Agency (EMA), Committee for Medicinal Products for Human Use 
(CHMP). Guideline on the evaluation of medicinal products indicated for treatment of 
bacterial infections [online]. 2022 [Accessed: 12.08.2024]. URL: 
https://www.ema.europa.eu/en/documents/scientific-guideline/guideline-evaluation-
medicinal-products-indicated-treatment-bacterial-infections-revision-3_en.pdf. 

59. Drummond MF, Sculpher MJ, Claxton K et al. Methods for the Economic Evaluation of 
Health Care Programmes. Oxford: Oxford University Press; 2015. 

60. Siebert U. When should decision-analytic modeling be used in the economic evaluation 
of health care? The European Journal of Health Economics 2003; 4(3): 143-150. 
https://doi.org/10.1007/s10198-003-0205-2. 

61. Husereau D, Drummond M, Augustovski F et al. Consolidated Health Economic 
Evaluation Reporting Standards 2022 (CHEERS 2022) Statement: Updated Reporting 
Guidance for Health Economic Evaluations. Value Health 2022; 25(1): 3-9. 
https://doi.org/10.1016/j.jval.2021.11.1351. 

62. European Network for Health Technology Assessment. EUnetHTA HTA Adaptation Toolkit 
& Glossary [online]. 2011 [Accessed: 25.07.2023]. URL: https://www.eunethta.eu/wp-
content/uploads/2011/01/EUnetHTA_adptation_toolkit_2011_version_5.pdf. 

63. Lysdahl KB, Mozygemba K, Burns J et al. Guidance for assessing effectiveness, economic 
aspects, ethical aspects, socio-cultural aspects and legal aspects in complex technologies 
[online]. 2016 [Accessed: 08.11.2023]. URL: https://validatehta.eu/wp-
content/uploads/2022/07/3.-Guidance-for-assessing-effectiveness-economic-aspects-
ethical-aspects-socio-cultural-aspects-and-legal-aspects-in-complex-technologies.pdf. 

64. Marckmann G, Schmidt H, Sofaer N et al. Putting public health ethics into practice: a 
systematic framework. Frontiers in Public Health 2015; 3: 125749. 
https://doi.org/10.3389/fpubh.2015.00023. 

65. Mozygemba K, Hofmann B, Lysdahl KB et al. Guidance to assess socio-cultural aspects 
[online]. 2016 [Accessed: 08.11.2023]. URL: https://validatehta.eu/wp-
content/uploads/2022/07/3.-Guidance-for-assessing-effectiveness-economic-aspects-
ethical-aspects-socio-cultural-aspects-and-legal-aspects-in-complex-technologies.pdf. 

https://www.google.com/url?sa=t&source=web&rct=j&opi=89978449&url=https://www.ema.europa.eu/en/documents/scientific-guideline/addendum-guideline-evaluation-medicinal-products-indicated-treatment-bacterial-infections_en.pdf&ved=2ahUKEwiwvPuU2--HAxVv2QIHHZTkMrEQFnoECBgQAQ&usg=AOvVaw1SDxAqyc8yo_6W_J0XOdZJ
https://www.google.com/url?sa=t&source=web&rct=j&opi=89978449&url=https://www.ema.europa.eu/en/documents/scientific-guideline/addendum-guideline-evaluation-medicinal-products-indicated-treatment-bacterial-infections_en.pdf&ved=2ahUKEwiwvPuU2--HAxVv2QIHHZTkMrEQFnoECBgQAQ&usg=AOvVaw1SDxAqyc8yo_6W_J0XOdZJ
https://www.google.com/url?sa=t&source=web&rct=j&opi=89978449&url=https://www.ema.europa.eu/en/documents/scientific-guideline/addendum-guideline-evaluation-medicinal-products-indicated-treatment-bacterial-infections_en.pdf&ved=2ahUKEwiwvPuU2--HAxVv2QIHHZTkMrEQFnoECBgQAQ&usg=AOvVaw1SDxAqyc8yo_6W_J0XOdZJ
https://www.google.com/url?sa=t&source=web&rct=j&opi=89978449&url=https://www.ema.europa.eu/en/documents/scientific-guideline/addendum-guideline-evaluation-medicinal-products-indicated-treatment-bacterial-infections_en.pdf&ved=2ahUKEwiwvPuU2--HAxVv2QIHHZTkMrEQFnoECBgQAQ&usg=AOvVaw1SDxAqyc8yo_6W_J0XOdZJ
https://www.ema.europa.eu/en/documents/scientific-guideline/guideline-evaluation-medicinal-products-indicated-treatment-bacterial-infections-revision-3_en.pdf
https://www.ema.europa.eu/en/documents/scientific-guideline/guideline-evaluation-medicinal-products-indicated-treatment-bacterial-infections-revision-3_en.pdf
https://doi.org/10.1007/s10198-003-0205-2
https://doi.org/10.1016/j.jval.2021.11.1351
https://www.eunethta.eu/wp-content/uploads/2011/01/EUnetHTA_adptation_toolkit_2011_version_5.pdf
https://www.eunethta.eu/wp-content/uploads/2011/01/EUnetHTA_adptation_toolkit_2011_version_5.pdf
https://validatehta.eu/wp-content/uploads/2022/07/3.-Guidance-for-assessing-effectiveness-economic-aspects-ethical-aspects-socio-cultural-aspects-and-legal-aspects-in-complex-technologies.pdf
https://validatehta.eu/wp-content/uploads/2022/07/3.-Guidance-for-assessing-effectiveness-economic-aspects-ethical-aspects-socio-cultural-aspects-and-legal-aspects-in-complex-technologies.pdf
https://validatehta.eu/wp-content/uploads/2022/07/3.-Guidance-for-assessing-effectiveness-economic-aspects-ethical-aspects-socio-cultural-aspects-and-legal-aspects-in-complex-technologies.pdf
https://doi.org/10.3389/fpubh.2015.00023
https://validatehta.eu/wp-content/uploads/2022/07/3.-Guidance-for-assessing-effectiveness-economic-aspects-ethical-aspects-socio-cultural-aspects-and-legal-aspects-in-complex-technologies.pdf
https://validatehta.eu/wp-content/uploads/2022/07/3.-Guidance-for-assessing-effectiveness-economic-aspects-ethical-aspects-socio-cultural-aspects-and-legal-aspects-in-complex-technologies.pdf
https://validatehta.eu/wp-content/uploads/2022/07/3.-Guidance-for-assessing-effectiveness-economic-aspects-ethical-aspects-socio-cultural-aspects-and-legal-aspects-in-complex-technologies.pdf


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 119 

66. Brönneke JB, Hofmann B, Bakke Lysdal K et al. Guidance to assess legal aspects [online]. 
2016 [Accessed: 08.11.2023]. URL: https://validatehta.eu/wp-content/uploads/2022/07/3.-
Guidance-for-assessing-effectiveness-economic-aspects-ethical-aspects-socio-cultural-
aspects-and-legal-aspects-in-complex-technologies.pdf. 

67. Perleth M, Gibis B, Velasco Garrido M et al. Organisationsstrukturen und Qualität. In: 
Perleth M, Busse R, Gerhardus A et al (Ed). Health Technology Assessment; Konzepte, 
Methoden, Praxis für Wissenschaft und Entscheidungsfindung. Berlin: Medizinisch 
Wissenschaftliche Verlagsgesellschaft; 2014. p. 265-279. 

68. Telethon Kids Institute. Pragmatic Adaptive Trial for Respiratory Infections in Children 
Platform: Amoxicillin Duration [online]. 2021. URL: 
https://anzctr.org.au/ACTRN12621000967886.aspx. 

69. Meistrup-Larsen KI, Sorensen H, Johnsen NJ et al. Two versus seven days penicillin 
treatment for acute otitis media. A placebo controlled trial in children. Acta Otolaryngol 
(Stockh) 1983; 96(1-2): 99-104. https://doi.org/10.3109/00016488309132879. 

70. Ingvarsson L, Lundgren K. Penicillin treatment of acute otitis media in children. A study of 
the duration of treatment. Acta Otolaryngol (Stockh) 1982; 94(3-4): 283-287. 
https://doi.org/10.3109/00016488209128915. 

71. Chaput de Saintonge DM, Levine DF, Savage IT et al. Trial of three-day and ten-day 
courses of amoxycillin in otitis media. British Medical Journal Clinical Research Ed 1982; 
284(6322): 1078-1081. https://doi.org/10.1136/bmj.284.6322.1078. 

72. Mandel EM, Casselbrant ML, Rockette HE et al. Efficacy of 20- versus 10-day 
antimicrobial treatment for acute otitis media. Pediatrics 1995; 96(1 Pt 1): 5-13.  

73. Hoberman A, Paradise JL, Burch DJ et al. Equivalent efficacy and reduced occurrence of 
diarrhea from a new formulation of amoxicillin/clavulanate potassium (Augmentin) for 
treatment of acute otitis media in children. Pediatr Infect Dis J 1997; 16(5): 463-470. 
https://doi.org/10.1097/00006454-199705000-00002. 

74. Cohen R, Levy C, Boucherat M et al. A multicenter, randomized, double-blind trial of 5 
versus 10 days of antibiotic therapy for acute otitis media in young children. J Pediatr 1998; 
133(5): 634-639. https://doi.org/10.1016/s0022-3476(98)70103-9. 

75. Hoberman A, Paradise JL, Rockette HE et al. Shortened Antimicrobial Treatment for 
Acute Otitis Media in Young Children. N Engl J Med 2016; 375(25): 2446-2456. 
https://doi.org/10.1056/NEJMoa1606043. 

76. Hoberman A. Efficacy of Short-Course Antimicrobial Treatment for Children With Acute 
Otitis Media and Impact on Resistance [online]. 2012. URL: 
https://clinicaltrials.gov/study/NCT01511107. 

https://validatehta.eu/wp-content/uploads/2022/07/3.-Guidance-for-assessing-effectiveness-economic-aspects-ethical-aspects-socio-cultural-aspects-and-legal-aspects-in-complex-technologies.pdf
https://validatehta.eu/wp-content/uploads/2022/07/3.-Guidance-for-assessing-effectiveness-economic-aspects-ethical-aspects-socio-cultural-aspects-and-legal-aspects-in-complex-technologies.pdf
https://validatehta.eu/wp-content/uploads/2022/07/3.-Guidance-for-assessing-effectiveness-economic-aspects-ethical-aspects-socio-cultural-aspects-and-legal-aspects-in-complex-technologies.pdf
https://anzctr.org.au/ACTRN12621000967886.aspx
https://doi.org/10.3109/00016488309132879
https://doi.org/10.3109/00016488209128915
https://doi.org/10.1136/bmj.284.6322.1078
https://doi.org/10.1097/00006454-199705000-00002
https://doi.org/10.1016/s0022-3476(98)70103-9
https://doi.org/10.1056/NEJMoa1606043
https://clinicaltrials.gov/study/NCT01511107


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 120 

77. Jones R, Bain J. Three-day and seven-day treatment in acute otitis media: a double-blind 
antibiotic trial. J R Coll Gen Pract 1986; 36(289): 356-358.  

78. Hendrickse WA, Kusmiesz H, Shelton S et al. Five vs. ten days of therapy for acute otitis 
media. Pediatr Infect Dis J 1988; 7(1): 14-23. https://doi.org/10.1097/00006454-198801000-
00005. 

79. Gooch WM, 3rd, Blair E, Puopolo A et al. Effectiveness of five days of therapy with 
cefuroxime axetil suspension for treatment of acute otitis media. Pediatr Infect Dis J 1996; 
15(2): 157-164. https://doi.org/10.1097/00006454-199602000-00013. 

80. Adam D. Efficacy and tolerability of 5-day vs. 10-day treatment with cefixime suspension 
in children with acute otitis media. Drugs Today (Barc) 2000; 36(SUPPL. E): 29-33.  

81. Cohen R, Levy C, Boucherat M et al. Five vs. ten days of antibiotic therapy for acute otitis 
media in young children. Pediatr Infect Dis J 2000; 19(5): 458-463. 
https://doi.org/10.1097/00006454-200005000-00013. 

82. MASCOT. Clinical efficacy of 3 days versus 5 days of oral amoxicillin for treatment of 
childhood pneumonia: a multicentre double-blind trial. Lancet 2002; 360(9336): 835-841. 
https://doi.org/10.1016/s0140-6736(02)09994-4. 

83. ISCAP Study Group, Agarwal G, Awasthi S et al. Three day versus five day treatment with 
amoxicillin for non-severe pneumonia in young children: a multicentre randomised 
controlled trial. BMJ 2004; 328(7443): 791. https://doi.org/10.1136/bmj.38049.490255.DE. 

84. Ginsburg AS, Mvalo T, Nkwopara E et al. Amoxicillin for 3 or 5 Days for Chest-Indrawing 
Pneumonia in Malawian Children. N Engl J Med 2020; 383(1): 13-23. 
https://doi.org/10.1056/NEJMoa1912400. 

85. Save the Children. 3 Days Versus 5 Days Amoxicillin for Chest-indrawing Childhood 
Pneumonia in Malawi [online]. 2021. URL: https://clinicaltrials.gov/study/NCT02678195. 

86. Ginsburg AS, May S. Analysis of serious adverse events in a pediatric community-
acquired pneumonia randomized clinical trial in Malawi. Sci Rep 2022; 12(1): 3538. 
https://doi.org/10.1038/s41598-022-07582-w. 

87. Bielicki JA, Stohr W, Barratt S et al. Effect of Amoxicillin Dose and Treatment Duration on 
the Need for Antibiotic Re-treatment in Children With Community-Acquired Pneumonia: The 
CAP-IT Randomized Clinical Trial. JAMA 2021; 326(17): 1713-1724. 
https://doi.org/10.1001/jama.2021.17843. 

88. University College London. Efficacy, safety and impact on antimicrobial resistance of 
duration and dose of amoxicillin treatment for young children with community-acquired 
pneumonia (CAP): a randomised controlled trial [online]. 2015. URL: 
https://www.isrctn.com/ISRCTN76888927. 

https://doi.org/10.1097/00006454-198801000-00005
https://doi.org/10.1097/00006454-198801000-00005
https://doi.org/10.1097/00006454-199602000-00013
https://doi.org/10.1097/00006454-200005000-00013
https://doi.org/10.1016/s0140-6736(02)09994-4
https://doi.org/10.1136/bmj.38049.490255.DE
https://doi.org/10.1056/NEJMoa1912400
https://clinicaltrials.gov/study/NCT02678195
https://doi.org/10.1038/s41598-022-07582-w
https://doi.org/10.1001/jama.2021.17843
https://www.isrctn.com/ISRCTN76888927


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 121 

89. Barratt S, Bielicki JA, Dunn D et al. Amoxicillin duration and dose for community-acquired 
pneumonia in children: the CAP-IT factorial non-inferiority RCT. Health Technology 
Assessment (Winchester, England) 2021; 25(60): 1-72. https://doi.org/10.3310/hta25600. 

90. Greenberg D, Givon-Lavi N, Sadaka Y et al. Short-course antibiotic treatment for 
community-acquired alveolar pneumonia in ambulatory children: a double-blind, 
randomized, placebo-controlled trial. Pediatr Infect Dis J 2014; 33(2): 136-142. 
https://doi.org/10.1097/inf.0000000000000023. 

91. Soroka University Medical Center. Treatment of community acquired alveolar 
pneumonia in 6-59 month old children: comparing amoxicillin (80 mg/kg) for 10 days with 
short course of amoxicillin (80 mg/kg) for 3 days [online]. 2021. URL: 
https://www.isrctn.com/ISRCTN59218653. 

92. Pernica JM, Harman S, Kam AJ et al. Short-Course Antimicrobial Therapy for Pediatric 
Community-Acquired Pneumonia: The SAFER Randomized Clinical Trial. JAMA Pediatrics 
2021; 175(5): 475-482. https://doi.org/10.1001/jamapediatrics.2020.6735. 

93. Hamilton Health Sciences Corporation. Short-course Antimicrobial Therapy for Paediatric 
Respiratory Infections (SAFER) [online]. 2021. URL: 
https://clinicaltrials.gov/study/NCT02380352. 

94. Williams DJ, Creech CB, Walter EB et al. Short- vs Standard-Course Outpatient Antibiotic 
Therapy for Community-Acquired Pneumonia in Children: The SCOUT-CAP Randomized 
Clinical Trial. JAMA Pediatrics 2022; 176(3): 253-261. 
https://doi.org/10.1001/jamapediatrics.2021.5547. 

95. National Institute of Allergy and Infectious Diseases. Trial to Evaluate Beta-Lactam 
Antimicrobial Therapy of Community Acquired Pneumonia in Children [online]. 2021. URL: 
https://clinicaltrials.gov/study/NCT02891915. 

96. Pettigrew MM, Kwon J, Gent JF et al. Comparison of the Respiratory Resistomes and 
Microbiota in Children Receiving Short versus Standard Course Treatment for Community-
Acquired Pneumonia. mBio 2022; 13(2): e0019522. https://doi.org/10.1128/mbio.00195-22. 

97. Kafetzis DA, Astra H, Mitropoulos L. Five-day versus ten-day treatment of acute otitis 
media with cefprozil. European Journal of Clinical Microbiology & Infectious Diseases 1997; 
16(4): 283-286. https://doi.org/10.1007/bf01695632. 

98. Simon MW. Five- vs 10-day treatment of acute otitis media with ceftibuten in infants and 
children. Adv Ther 1997; 14(6): 312‐317.  

99. Roos K, Larsson P. Efficacy of ceftibuten in 5 versus 10 days treatment of recurrent acute 
otitis media in children. Int J Pediatr Otorhinolaryngol 2000; 55(2): 109-115. 
https://doi.org/10.1016/s0165-5876(00)00383-9. 

https://doi.org/10.3310/hta25600
https://doi.org/10.1097/inf.0000000000000023
https://www.isrctn.com/ISRCTN59218653
https://doi.org/10.1001/jamapediatrics.2020.6735
https://clinicaltrials.gov/study/NCT02380352
https://doi.org/10.1001/jamapediatrics.2021.5547
https://clinicaltrials.gov/study/NCT02891915
https://doi.org/10.1128/mbio.00195-22
https://doi.org/10.1007/bf01695632
https://doi.org/10.1016/s0165-5876(00)00383-9


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 122 

100. Tellier G, Chang JR, Asche CV et al. Comparison of hospitalization rates in patients with 
community-acquired pneumonia treated with telithromycin for 5 or 7 days or clarithromycin 
for 10 days. Curr Med Res Opin 2004; 20(5): 739-747. 
https://doi.org/10.1185/030079904125003610. 

101. File TM, Jr., Mandell LA, Tillotson G et al. Gemifloxacin once daily for 5 days versus 7 
days for the treatment of community-acquired pneumonia: a randomized, multicentre, 
double-blind study. J Antimicrob Chemother 2007; 60(1): 112-120. 
https://doi.org/10.1093/jac/dkm119. 

102. Deutsche Gesellschaft für Hals-Nasen-Ohren-Heilkunde, Kopf- und Hals-Chirurgie e.V. 
(DGHNO-KHC). S2k-Leitlinie Antibiotikatherapie bei HNO-Infektionen [online]. 2019 
[Accessed: 07.06.2024]. URL: https://register.awmf.org/de/leitlinien/detail/017-066. 

103. Lupison SP, Medalla FM, Miguel CA et al. A randomised, placebo controlled trial of short 
course cotrimoxazole for the treatment of pneumonia in Filipino children. Philippine Journal 
of Microbiology and Infectious Diseases 1999; 28(1): 15-20.  

104. Kartasasmita C, Saha S, Short Course Cotrimoxazole Study Group. Consultative meeting 
to review evidence and research priorities in the management of acute respiratory infections 
(ARI) [unpublished]. 2022.  

105. Schwalm A, Neusser S, Mostardt S et al. Methoden der Kostenberechnung von 
Arzneimitteln im deutschen Gesundheitssystem: Bericht der Arbeitsgruppe „Standardkosten 
“des Ausschusses „ökonomische Evaluation “der dggö. Gesundheitsökonomie & 
Qualitätsmanagement 2020; 25(01): 44-51. https://doi.org/10.1055/a-1107-0104. 

106. Bundesministerium für Gesundheit. Zuzahlungsregelungen der gesetzlichen 
Krankenversicherung [online]. 2017 [Accessed: 23.07.2024]. URL: 
https://www.bundesgesundheitsministerium.de/fileadmin/Dateien/3_Downloads/A/Arznei
mittelversorgung/Zuzahlungsregelungen_der_GKV.pdf  

107. Deutscher Bundestag. Zu den Zuzahlungen bei Arznei-, Heil- und Hilfsmitteln; 
Gesetzliche Grundlagen und Zahlen [online]. 2018 [Accessed: 13.08.2024]. URL: 
https://www.bundestag.de/resource/blob/554402/de12b5a70912bcffb554e884fd20e12e/
WD-9-019-18-pdf.pdf. 

108. Bundesinstitut für Arzneimittel und Medizinprodukte, GKV Spitzenverband. 
Festbetragsarzneimittel nach §35 SGB V sortiert nach Arzneimittelname [online]. 2024 
[Accessed: 13.08.2024]. URL: 
https://www.bfarm.de/SharedDocs/Downloads/DE/Arzneimittel/Zulassung/amInformatione
n/Festbetraege/2024/festbetraege-20240715.pdf?__blob=publicationFile. 

https://doi.org/10.1185/030079904125003610
https://doi.org/10.1093/jac/dkm119
https://register.awmf.org/de/leitlinien/detail/017-066
https://doi.org/10.1055/a-1107-0104
https://www.bundesgesundheitsministerium.de/fileadmin/Dateien/3_Downloads/A/Arzneimittelversorgung/Zuzahlungsregelungen_der_GKV.pdf
https://www.bundesgesundheitsministerium.de/fileadmin/Dateien/3_Downloads/A/Arzneimittelversorgung/Zuzahlungsregelungen_der_GKV.pdf
https://www.bundestag.de/resource/blob/554402/de12b5a70912bcffb554e884fd20e12e/WD-9-019-18-pdf.pdf
https://www.bundestag.de/resource/blob/554402/de12b5a70912bcffb554e884fd20e12e/WD-9-019-18-pdf.pdf
https://www.bfarm.de/SharedDocs/Downloads/DE/Arzneimittel/Zulassung/amInformationen/Festbetraege/2024/festbetraege-20240715.pdf?__blob=publicationFile
https://www.bfarm.de/SharedDocs/Downloads/DE/Arzneimittel/Zulassung/amInformationen/Festbetraege/2024/festbetraege-20240715.pdf?__blob=publicationFile


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 123 

109. Kassenärztliche Bundesvereinigung (KBV). Einheitlicher Bewertungsmaßstab (EBM); 
Stand: 1. Quartal 2024 [online]. 2024 [Accessed: 15.07.2024]. URL: 
https://www.kbv.de/media/sp/EBM_Gesamt_-_Stand_1._Quartal_2024.pdf. 

110. Lauer-Fischer Portal. LAUER-TAXE Online 4.0 [online]. 2024 [Accessed: 18.07.2024]. 
URL: https://lto.cgmlauer.cgm.com/LTO40.160101/taxe. 

111. World Health Organization. Weight-for-age [online]. 2024 [Accessed: 19.09.2024]. URL: 
https://www.who.int/tools/child-growth-standards/standards/weight-for-age. 

112. ratiopharm. Cefpodoxim-ratiopharm 40 mg/5 ml Pulver zur Herstellung einer 
Suspension zum Einnehmen [online]. 2024 [Accessed: 26.11.2024]. URL: 
https://www.ratiopharm.de/produkte/details/cefpodoxim-ratiopharm-40-mg-5-ml-pulver-
zur-herstellung-einer-suspension-zum-einnehmen-pzn-9124689.html. 

113. Coco AS. Cost-effectiveness analysis of treatment options for acute otitis media. The 
Annals of Family Medicine 2007; 5(1): 29-38. https://doi.org/10.1370/afm.626. PMID: 
17261862. 

114. Oh PI, Maerov P, Pritchard D et al. A cost-utility analysis of second-line antibiotics in the 
treatment of acute otitis media in children. Clin Ther 1996; 18(1): 160-182. 
https://doi.org/10.1016/S0149-2918(96)80188-3. 

115. Staff ME. Drug Topics: 2001 Red Book. Oradell, NJ: Medical Economics Company; 2002. 

116. Marx J, Hockberger R, Walls R. Rosen’s Emergency Medicine: Concepts and Clinical 
Practice. Philadelphia, PA: Elsevier Science; 2002. 

117. Capra AM, Lieu TA, Black SB et al. Costs of otitis media in a managed care population. 
The Pediatric Infectious Disease Journal 2000; 19(4): 354-355.  

118. Pennsylvania Department of Public Welfare. Office of Medical Assistance Programs 
[online]. [Accessed: 26.08.2024]. URL: http://www.dpw.state.pa.us/omap/dpwomap.asp. 

119. Centers for Medicare and Medicaid. National Procedures Summary File [online]. 
[Accessed: 26.08.2024]. URL: http://www.cms.hhs.gov/ICD9ProviderDiagnosticCode. 

120. Agency for Healthcare Research and Quality. HCUPnet, Healthcare Cost and Utilization 
Project [online]. [Accessed: 26.08.2024]. URL: http://hcupnet.ahrq.gov/. 

121. Bureau of Labor Statistics. National Compensation Survey 2001 [online]. [Accessed: 
26.08.2024]. URL: http://www.bls.gov/ncs/home.htm. 

122. EPPI-Centre. CCEMG - EPPI-Centre Cost Converter [online]. 2024 [Accessed: 
17.07.2024]. URL: https://eppi.ioe.ac.uk/costconversion/. 

123. Kardas P, Lewek P, Matyjaszczyk M. Determinants of patient adherence: a review of 
systematic reviews. Front Pharmacol 2013; 4: 44981. 
https://doi.org/10.3389/fphar.2013.00091. 

https://www.kbv.de/media/sp/EBM_Gesamt_-_Stand_1._Quartal_2024.pdf
https://lto.cgmlauer.cgm.com/LTO40.160101/taxe
https://www.who.int/tools/child-growth-standards/standards/weight-for-age
https://www.ratiopharm.de/produkte/details/cefpodoxim-ratiopharm-40-mg-5-ml-pulver-zur-herstellung-einer-suspension-zum-einnehmen-pzn-9124689.html
https://www.ratiopharm.de/produkte/details/cefpodoxim-ratiopharm-40-mg-5-ml-pulver-zur-herstellung-einer-suspension-zum-einnehmen-pzn-9124689.html
https://doi.org/10.1370/afm.626
https://doi.org/10.1016/S0149-2918(96)80188-3
http://www.dpw.state.pa.us/omap/dpwomap.asp
file://fs/IQWiG$/Auftr%C3%A4ge/VL/Themencheck/Berichte/T23-04_Antibiotika/3%20ThemenCheck-Bericht/7%20QS%202%20TB/2%20Umsetzung/www.cms.hhs.gov/ICD9ProviderDiagnosticCode
http://hcupnet.ahrq.gov/
http://www.bls.gov/ncs/home.htm
https://eppi.ioe.ac.uk/costconversion/
https://doi.org/10.3389/fphar.2013.00091


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 124 

124. Hoppe JE, Blumenstock G, Grotz W et al. Compliance of German pediatric patients with 
oral antibiotic therapy: results of a nationwide survey. The Pediatric Infectious Disease 
Journal 1999; 18(12): 1085-1091.  

125. Garau J. Impact of antibiotic restrictions: the ethical perspective. Clin Microbiol Infect 
2006; 12(s5): 16-24. https://doi.org/10.1111/j.1469-0691.2006.01527.x. 

126. Kozyrskyj AL, Hildes-Ripstein GE, Longstaffe SE et al. Treatment of Acute Otitis Media 
With a Shortened Course of Antibiotics: A Meta-Analysis. JAMA 1998; 279(21): 1736-1742. 
https://doi.org/10.1001/jama.279.21.1736. 

127. Holmes AH, Moore LS, Sundsfjord A et al. Understanding the mechanisms and drivers of 
antimicrobial resistance. The Lancet 2016; 387(10014): 176-187. 
https://doi.org/10.1016/S0140-6736(15)00473-0. 

128. Beauchamp T, Childress J. Principles of Biomedical Ethics: Marking Its Fortieth 
Anniversary. The American Journal of Bioethics 2019; 19(11): 9-12. 
https://doi.org/10.1080/15265161.2019.1665402. 

129. Davey P, Pagliari C, Hayes A. The patient's role in the spread and control of bacterial 
resistance to antibiotics. Clin Microbiol Infect 2002; 8: 43-68. 
https://doi.org/10.1046/j.1469-0691.8.s.2.6.x. 

130. Littmann J, Buyx B. Antibiotikaresistenz: Ethische Aspekte einer drängenden 
Herausforderung. Ethik in der Medizin 2015; 27(4): 301-314. 
https://doi.org/10.1007/s00481-014-0328-2. 

131. World Health Organization. Overcoming antimicrobial resistance. World Health 
Organization Report on Infectious Diseases 2000 2000: 1-67.  

132. Bundesministerium für Gesundheit. DART 2030 - Deutsche Antibiotika-
Resistenzstrategie [online]. 2023 [Accessed: 06.06.2024]. URL: 
https://www.bundesgesundheitsministerium.de/fileadmin/Dateien/3_Downloads/A/Antibio
tika-Resistenz-Strategie/DART_2030_bf.pdf. 

133. Selgelid MJ. ETHICS AND INFECTIOUS DISEASE. Bioethics 2005; 19(3): 272-289. 
https://doi.org/10.1111/j.1467-8519.2005.00441.x. 

134. Leibovici L, Paul M, Ezra O. Ethical dilemmas in antibiotic treatment. J Antimicrob 
Chemother 2012; 67(1): 12-16. https://doi.org/10.1093/jac/dkr425. 

135. Littmann J, Viens AM. The Ethical Significance of Antimicrobial Resistance. Public Health 
Ethics 2015; 8(3): 209-224. https://doi.org/10.1093/phe/phv025. 

136. Laxminarayan R, Duse A, Wattal C et al. Antibiotic resistance—the need for global 
solutions. The Lancet Infectious Diseases Commission 2013; 13(12): 1057-1098. 
https://doi.org/10.1016/S1473-3099(13)70318-9. 

https://doi.org/10.1111/j.1469-0691.2006.01527.x
https://doi.org/10.1001/jama.279.21.1736
https://doi.org/10.1016/S0140-6736(15)00473-0
https://doi.org/10.1080/15265161.2019.1665402
https://doi.org/10.1046/j.1469-0691.8.s.2.6.x
https://doi.org/10.1007/s00481-014-0328-2
https://www.bundesgesundheitsministerium.de/fileadmin/Dateien/3_Downloads/A/Antibiotika-Resistenz-Strategie/DART_2030_bf.pdf
https://www.bundesgesundheitsministerium.de/fileadmin/Dateien/3_Downloads/A/Antibiotika-Resistenz-Strategie/DART_2030_bf.pdf
https://doi.org/10.1111/j.1467-8519.2005.00441.x
https://doi.org/10.1093/jac/dkr425
https://doi.org/10.1093/phe/phv025
https://doi.org/10.1016/S1473-3099(13)70318-9


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 125 

137. Littmann J, Buyx A. Rationaler Antibiotikaeinsatz als ethische Herausforderung. 
Bundesgesundheitsbl 2018; 61: 589-594. https://doi.org/10.25646/6004. 

138. Amente D, Mulatu H, Shafi W. Review on Ethical Approaches to Antimicrobial 
Resistance. Journal of Tropical Diseases & Public Health 2023; 11: 377. 
https://doi.org/10.35248/2329-891X.23.11.377. 

139. Barlam TF, Cosgrove SE, Abbo LM et al. Implementing an antibiotic stewardship 
program: guidelines by the Infectious Diseases Society of America and the Society for 
Healthcare Epidemiology of America. Clin Infect Dis 2016; 62(10): e51-e77. 
https://doi.org/10.1093/cid/ciw118. 

140. Dyar O, Huttner B, Schouten J et al. What is antimicrobial stewardship? Clin Microbiol 
Infect 2017; 23(11): 793-798. https://doi.org/10.1016/j.cmi.2017.08.026. 

141. Alderson MR, Murphy T, Pelton SI et al. Panel 8: vaccines and immunology. Int J Pediatr 
Otorhinolaryngol 2020; 130: 109839. https://doi.org/10.1016/j.ijporl.2019.109839. 

142. Homøe P, Heidemann CH, Damoiseaux RA et al. Panel 5: Impact of otitis media on 
quality of life and development. Int J Pediatr Otorhinolaryngol 2020; 130: 109837. 
https://doi.org/10.1016/j.ijporl.2019.109837. 

143. Avnstorp MB, Homøe P, Bjerregaard P et al. Chronic suppurative otitis media, middle 
ear pathology and corresponding hearing loss in a cohort of Greenlandic children. Int J 
Pediatr Otorhinolaryngol 2016; 83: 148-153. https://doi.org/10.1016/j.ijporl.2016.01.017. 

144. Knishkowy B, Palti H, Adler B et al. Effect of otitis media on development: a community-
based study. Early Hum Dev 1991; 26(2): 101-111. https://doi.org/10.1016/0378-
3782(91)90014-t. 

145. Ptok M, Eysholdt U. The effects of recurrent otitis media with effusion on speech 
development. HNO 2005; 53(1): 71-77. https://doi.org/10.1007/s00106-004-1188-8. 

146. Bailey P. Daycaritis. Clin Pediatr Emerg Med 2013; 14(2): 79-87. 
https://doi.org/10.1016/j.cpem.2013.04.005. 

147. Bellussi L, Mandala M, Passali F et al. Quality of life and psycho-social development in 
children with otitis media with effusion. Acta Otorhinolaryngol Ital 2005; 25(6): 359-364.  

148. Timmerman A, Meesters C, Anteunis L et al. Level of psychosocial adaptation in young 
school children with otitis media. Int J Pediatr Otorhinolaryngol 2007; 71(12): 1843-1848. 
https://doi.org/10.1016/j.ijporl.2007.08.006. 

149. VernonFeagans L, Manlove EE, Volling BL. Otitis media and the social behavior of day-
care-attending children. Child Dev 1996; 67(4): 1528-1539. https://doi.org/10.1111/j.1467-
8624.1996.tb01812.x. 

https://doi.org/10.25646/6004
https://doi.org/10.35248/2329-891X.23.11.377
https://doi.org/10.1093/cid/ciw118
https://doi.org/10.1016/j.cmi.2017.08.026
https://doi.org/10.1016/j.ijporl.2019.109839
https://doi.org/10.1016/j.ijporl.2019.109837
https://doi.org/10.1016/j.ijporl.2016.01.017
https://doi.org/10.1016/0378-3782(91)90014-t
https://doi.org/10.1016/0378-3782(91)90014-t
https://doi.org/10.1007/s00106-004-1188-8
https://doi.org/10.1016/j.cpem.2013.04.005
https://doi.org/10.1016/j.ijporl.2007.08.006
https://doi.org/10.1111/j.1467-8624.1996.tb01812.x
https://doi.org/10.1111/j.1467-8624.1996.tb01812.x


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 126 

150. Esposito S, Cohen R, Domingo JD et al. Antibiotic therapy for pediatric community-
acquired pneumonia: do we know when, what and for how long to treat? The Pediatric 
Infectious Disease Journal 2012; 31(6): e78-85. 
https://doi.org/10.1097/INF.0b013e318255dc5b. 

151. Pina JC, Alves LS, Arroyo LH et al. Using geo-spatial analysis for assessing the risk of 
hospital admissions due to community-acquired pneumonia in under-5 children and its 
association with socially vulnerable areas (Brazil). BMC Pediatr 2020; 20: 1-14. 
https://doi.org/10.1186/s12887-020-02398-x. 

152. Antonelli F, De Brasi D, Siani P. Appropriateness of hospitalization for CAP-affected 
pediatric patients: report from a Southern Italy General Hospital. Ital J Pediatr 2009; 35: 1-7. 
https://doi.org/10.1186/1824-7288-35-26. 

153. Hamaguchi S, Sasaki S, Shimizu S et al. Poor Social Functioning: A Potentially Modifiable 
Risk Factor for Pneumonia in the Elderly. Cureus 2023; 15(10). 
https://doi.org/10.7759/cureus.47520. 

154. Méndez-Brich M, Serra-Prat M, Palomera E et al. Social Determinants of Community-
acquired Pneumonia: Differences by Age Groups. Arch Bronconeumol 2019; 55(8): 447-449. 
https://doi.org/10.1016/j.arbres.2018.12.012. 

155. Hammond A, Halliday A, Thornton HV et al. Predisposing factors to acquisition of acute 
respiratory tract infections in the community: a systematic review and meta-analysis. BMC 
Infect Dis 2021; 21: 1-11. https://doi.org/10.1186/s12879-021-06954-3. 

156. Calvillo–King L, Arnold D, Eubank KJ et al. Impact of social factors on risk of readmission 
or mortality in pneumonia and heart failure: systematic review. J Gen Intern Med 2013; 28: 
269-282. https://doi.org/10.1007/s11606-012-2235-x. 

157. Lawrence H, McKeever TM, Lim WS. Impact of social deprivation on clinical outcomes of 
adults hospitalised with community-acquired pneumonia in England: a retrospective cohort 
study. BMJ Open Respiratory Research 2022; 9(1): e001318. 
https://doi.org/10.1136/bmjresp-2022-001318. 

158. Fernandez E, Krueger P, Loeb M. Predictors of health decline in older adults with 
pneumonia: findings from the Community Acquired Pneumonia Impact Study. BMC Geriatr 
2010; 10: 1-7. https://doi.org/10.1186/1471-2318-10-1. 

159. Izquierdo C, Oviedo M, Ruiz L et al. Influence of socioeconomic status on community-
acquired pneumonia outcomes in elderly patients requiring hospitalization: a multicenter 
observational study. BMC Public Health 2010; 10: 1-9. https://doi.org/10.1186/1471-2458-
10-421. 

https://doi.org/10.1097/INF.0b013e318255dc5b
https://doi.org/10.1186/s12887-020-02398-x
https://doi.org/10.1186/1824-7288-35-26
https://doi.org/10.7759/cureus.47520
https://doi.org/10.1016/j.arbres.2018.12.012
https://doi.org/10.1186/s12879-021-06954-3
https://doi.org/10.1007/s11606-012-2235-x
https://doi.org/10.1136/bmjresp-2022-001318
https://doi.org/10.1186/1471-2318-10-1
https://doi.org/10.1186/1471-2458-10-421
https://doi.org/10.1186/1471-2458-10-421


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 127 

160. Ingvarsson L, Lundgren K. Penicillin treatment of acute otitis media in children. A study 
of the duration of treatment. Acta Otolaryngol (Stockh) 1982; 94(3-4): 283-287. 
https://doi.org/10.3109/00016488209128915. 

161. Deutscher Berufsverband der Hals-Nasen-Ohrenärzte e. V. Unbedachter Einsatz kann 
gefährlich werden – HNO-Experte warnt vor leichtfertiger Verschreibung von Antibiotika 
[online]. 2021 [Accessed: 06.06.2024]. URL: https://www.hno-
aerzte.de/presse/pressemitteilungen/details/unbedachter-einsatz-kann-gefaehrlich-werden-
hno-experte-warnt-vor-leichtfertiger-verschreibung-von-antibiotika/. 

162. Szymczak JE, Hayes AA, Labellarte P et al. Parent and Clinician Views on Not Using 
Antibiotics for Mild Community-Acquired Pneumonia. Pediatrics 2024; 153(2): e2023063782. 
https://doi.org/10.1542/peds.2023-063782. 

163. Bundeszentrale für gesundheitliche Aufklärung (BZgA). Alle reden von Antibiotika-
Resistenzen ... Aber was ist das eigentlich? [online]. [Accessed: 06.06.2024]. URL: 
https://www.bzga.de/fileadmin/user_upload/PDF/themenschwerpunkte/impfen/anbtibiotik
aresistenz_merkblatt--b1b02c75134e918cd0db5966856d6ca0.pdf. 

164. Bundesministerium für Gesundheit. Antibiotikaresistenzen: Wenn die Medizin gegen 
Bakterien machtlos wird [online]. 2021 [Accessed: 06.06.2024]. URL: 
https://gesund.bund.de/antibiotikaresistenzen. 

165. Bundesministerium für Gesundheit. Akute Mittelohrentzündung [online]. 2020 
[Accessed: 06.06.2024]. URL: https://gesund.bund.de/akute-mittelohrentzuendung. 

166. Bundesministerium für Gesundheit. Lungenentzündung [online]. 2021 [Accessed: 
06.06.2024]. URL: https://gesund.bund.de/lungenentzuendung. 

167. Gooch WM, 3rd, Blair E, Puopolo A et al. Effectiveness of five days of therapy with 
cefuroxime axetil suspension for treatment of acute otitis media. Pediatr Infect Dis J 1996; 
15(2): 157-164. https://doi.org/10.1097/00006454-199602000-00013. 

168. ISCAP Study Group, Agarwal G, Awasthi S et al. Three day versus five day treatment 
with amoxicillin for non-severe pneumonia in young children: a multicentre randomised 
controlled trial. BMJ 2004; 328(7443): 791. https://doi.org/10.1136/bmj.38049.490255.DE. 

169. Smith DF, Boss EF. Racial/ethnic and socioeconomic disparities in the prevalence and 
treatment of otitis media in children in the United States. The Laryngoscope 2010; 120(11): 
2306-2312. https://doi.org/10.1002/lary.21090. 

170. Qian ZJ, Rehkopf DH. Association Between Social Disadvantage and Otitis Media 
Treatment in US Children With Commercial Insurance. JAMA Otolaryngol Head Neck Surg 
2023; 149(1): 7-14. https://doi.org/10.1001/jamaoto.2022.3560. 

https://doi.org/10.3109/00016488209128915
https://www.hno-aerzte.de/presse/pressemitteilungen/details/unbedachter-einsatz-kann-gefaehrlich-werden-hno-experte-warnt-vor-leichtfertiger-verschreibung-von-antibiotika/
https://www.hno-aerzte.de/presse/pressemitteilungen/details/unbedachter-einsatz-kann-gefaehrlich-werden-hno-experte-warnt-vor-leichtfertiger-verschreibung-von-antibiotika/
https://www.hno-aerzte.de/presse/pressemitteilungen/details/unbedachter-einsatz-kann-gefaehrlich-werden-hno-experte-warnt-vor-leichtfertiger-verschreibung-von-antibiotika/
https://doi.org/10.1542/peds.2023-063782
https://www.bzga.de/fileadmin/user_upload/PDF/themenschwerpunkte/impfen/anbtibiotikaresistenz_merkblatt--b1b02c75134e918cd0db5966856d6ca0.pdf
https://www.bzga.de/fileadmin/user_upload/PDF/themenschwerpunkte/impfen/anbtibiotikaresistenz_merkblatt--b1b02c75134e918cd0db5966856d6ca0.pdf
https://gesund.bund.de/antibiotikaresistenzen
https://gesund.bund.de/akute-mittelohrentzuendung
https://gesund.bund.de/lungenentzuendung
https://doi.org/10.1097/00006454-199602000-00013
https://doi.org/10.1136/bmj.38049.490255.DE
https://doi.org/10.1002/lary.21090
https://doi.org/10.1001/jamaoto.2022.3560


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 128 

171. Kissler SM, Klevens RM, Barnett ML et al. Childhood respiratory outpatient visits 
correlate with socioeconomic status and drive geographic patterns in antibiotic prescribing. 
The Journal of Infectious Diseases 2021; 223(12): 2029-2037. 
https://doi.org/10.1093/infdis/jiab218. 

172. Cohen R, Levy C, Boucherat M et al. Five vs. ten days of antibiotic therapy for acute 
otitis media in young children. Pediatr Infect Dis J 2000; 19(5): 458-463. 
https://doi.org/10.1097/00006454-200005000-00013. 

173. Cohen R, Levy C, Boucherat M et al. A multicenter, randomized, double-blind trial of 5 
versus 10 days of antibiotic therapy for acute otitis media in young children. J Pediatr 1998; 
133(5): 634-639. https://doi.org/10.1016/s0022-3476(98)70103-9. 

174. Kohlhammer Y, Raspe H, Marre R et al. Antibiotic treatment of community acquired 
pneumonia varies widely across Germany. J Infect 2007; 54(5): 446-453. 
https://doi.org/10.1016/j.jinf.2006.08.010. 

175. Moyano Ariza L, Ochoa B, Shewade HD et al. Adherence to guidelines on the use of 
amoxicillin for treatment of ambulatory pneumonia in children younger than 5 years, 
Colombia, 2017–2019. Rev Panam Salud Publica 2023; 47: e52. 
https://doi.org/10.26633/RPSP.2023.52. 

176. Metlay JP, Shea JA, Crossette LB et al. Tensions in antibiotic prescribing: pitting social 
concerns against the interests of individual patients. J Gen Intern Med 2002; 17(2): 87-94. 
https://doi.org/10.1046/j.1525-1497.2002.10711.x. 

177. Triantafyllidis C, Kapordelis V, Papaetis G et al. Guidelines adherence for patients with 
community acquired pneumonia in a Greek hospital. Eur Rev Med Pharmacol Sci 2012; 16(1): 
1-9.  

178. Sedrak A, Anpalahan M, Luetsch K. Enablers and barriers to the use of antibiotic 
guidelines in the assessment and treatment of community‐acquired pneumonia—A 
qualitative study of clinicians’ perspectives. Int J Clin Pract 2017; 71(6): e12959. 
https://doi.org/10.1111/ijcp.12959. 

179. Katzenmeier C. BeckOK BGB. 2022. 

180. Wagner G. In: Säcker FJ, Rixecker R, Oetker H et al (Ed). Münchener Kommentar zum 
Bürgerlichen Gesetzbuch: BGB München: C.H.Beck; 2023.  

181. Spickhoff A. Medizinrecht. München: C.H.Beck; 2018. 

182. Lipp V. Ärztliches Berufsrecht. In: Laufs A, Katzenmeier C, Lipp V (Ed). Arztrecht. 
München: C.H.Beck; 2021.  

183. Deutscher Bundestag. Entwurf eines Gesetzes zur Verbesserung der Rechte von 
Patientinnen und Patienten 17(10488). 2012. 

https://doi.org/10.1093/infdis/jiab218
https://doi.org/10.1097/00006454-200005000-00013
https://doi.org/10.1016/s0022-3476(98)70103-9
https://doi.org/10.1016/j.jinf.2006.08.010
https://doi.org/10.26633/RPSP.2023.52
https://doi.org/10.1046/j.1525-1497.2002.10711.x
https://doi.org/10.1111/ijcp.12959


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 129 

184. Birck L. Anmerkung zu AG Frankfurt, Urt. v. 22.3. 2019–31 C 2664/18 (23). Medizinrecht 
2020; 38(11): 938-941. https://doi.org/10.1007/s00350-020-5712-y. 

185. BGH. BGH VersR 2017, 432. 2016. 

186. Spickhoff A. Beck'sche Kurzkommentare Medizinrecht. München: C.H.Beck; 2022. 

187. Ulsenheimer K. In: Beulke W, Ignor A (Ed). Arztstrafrecht in der Praxis. Heidelberg: C.F. 
Müller; 2015.  

188. Sternberg-Lieben D. Straftaten gegen die körperliche Unversehrtheit (§§ 223–231). In: 
Schönke A, Schröder H (Ed). Strafgesetzbuch: StGB München: C.H.Beck; 2019.  

189. Katzenmeier C. Arztfehler und Haftpflicht. In: Laufs A, Katzenmeier C, Lipp V (Ed). 
Arztrecht. München: C.H.Beck; 2021. p. 361-440. 

190. Nebendahl M. In: Medizinrecht. München: C.H.Beck; 2022.  

191. BVerfG. BVerfG SozR 4–2500. 2005. 

192. Voit W. Krankenversicherung. In: Prölss J, Martin A (Ed). Versicherungsvertragsgesetz: 
VVG 2024.  

193. Dominguez F, Gaffin N, Davar K et al. How to change the course: practical aspects of 
implementing shorter is better. Clin Microbiol Infect 2023; 29(11): 1402-1406. 
https://doi.org/10.1016/j.cmi.2022.07.025. 

194. Livorsi DJ, Drainoni M-L, Reisinger HS et al. Leveraging implementation science to 
advance antibiotic stewardship practice and research. Infection Control & Hospital 
Epidemiology 2022; 43(2): 139-146. https://doi.org/10.1017/ice.2021.480. 

195. Ayorinde A, Ghosh I, Shaikh J et al. Improving healthcare professionals’ interactions 
with patients to tackle antimicrobial resistance: a systematic review of interventions, 
barriers, and facilitators. Frontiers in Public Health 2024; 12: 1359790. 
https://doi.org/10.3389/fpubh.2024.1359790  

196. Wu S, Tannous E, Haldane V et al. Barriers and facilitators of implementing 
interventions to improve appropriate antibiotic use in low-and middle-income countries: a 
systematic review based on the Consolidated Framework for Implementation Research. 
Implement Sci 2022; 17(1): 30. https://doi.org/10.1186/s13012-022-01209-4. 

197. Pichler P-P, Jaccard IS, Weisz U et al. International comparison of health care carbon 
footprints. Environmental Research Letters 2019; 14(6): 064004. 
https://doi.org/10.1088/1748-9326/ab19e1. 

198. Weisz U, Pichler P-P, Jaccard IS et al. Carbon emission trends and sustainability options 
in Austrian health care. Resources, Conservation and Recycling 2020; 160: 104862. 
https://doi.org/10.1016/j.resconrec.2020.104862. 

https://doi.org/10.1007/s00350-020-5712-y
https://doi.org/10.1016/j.cmi.2022.07.025
https://doi.org/10.1017/ice.2021.480
https://doi.org/10.3389/fpubh.2024.1359790
https://doi.org/10.1186/s13012-022-01209-4
https://doi.org/10.1088/1748-9326/ab19e1
https://doi.org/10.1016/j.resconrec.2020.104862


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 130 

199. Richie C. Environmental sustainability and the carbon emissions of pharmaceuticals. J 
Med Ethics 2022; 48(5): 334-337. https://doi.org/10.1136/medethics-2020-106842. 

200. Brunet R, Guillén-Gosálbez G, Jiménez L. Combined simulation–optimization 
methodology to reduce the environmental impact of pharmaceutical processes: application 
to the production of Penicillin V. Journal of Cleaner Production 2014; 76: 55-63. 
https://doi.org/10.1016/j.jclepro.2014.02.012. 

201. Ponder C, Overcash M. Cradle-to-gate life cycle inventory of vancomycin hydrochloride. 
Sci Total Environ 2010; 408(6): 1331-1337. https://doi.org/10.1016/j.scitotenv.2009.10.057. 

202. Drew J, Rizan C. HealthcareLCA Database [Online Database] [online]. 2022 [Accessed: 
30.01.2025]. URL: https://healthcarelca.com/database. 

203. Parker E, Sawyer M, McCloskey A et al. 729 EcoKidzMed: Measuring the carbon 
emissions of packaging, distribution and waste disposal of liquid and capsule amoxicillin. 
Arch Dis Child 2023; 108(2): A295-A296. https://doi.org/10.1136/archdischild-2023-
rcpch.466. 

204. Bollinger E, Zubrod J, Lai FY et al. Antibiotics as a silent driver of climate change? A case 
study investigating methane production in freshwater sediments. Ecotoxicol Environ Saf 
2021; 228: 113025. https://doi.org/10.1016/j.ecoenv.2021.113025. 

205. Stockholm International Water Institute (SIWI). Reducing Emissions from Antibiotic 
Production [online]. 2020 [Accessed: 22.07.2024]. URL: https://siwi.org/wp-
content/uploads/2020/02/reducing-emissions-from-antibiotic-production.pdf. 

206. Fick J, Söderström H, Lindberg RH et al. Contamination of surface, ground, and drinking 
water from pharmaceutical production. Environ Toxicol Chem 2009; 28(12): 2522-2527. 
https://doi.org/10.1897/09-073.1. 

207. Sonkar V, Venu V, Nishil B et al. Review on antibiotic pollution dynamics: insights to 
occurrence, environmental behaviour, ecotoxicity, and management strategies. 
Environmental Science and Pollution Research 2024: 1-33. https://doi.org/10.1007/s11356-
024-34567-1. 

208. Bound JP, Voulvoulis N. Household disposal of pharmaceuticals as a pathway for aquatic 
contamination in the United Kingdom. Environ Health Perspect 2005; 113(12): 1705-1711. 
https://doi.org/10.1289/ehp.8315. 

209. Attrah M, Elmanadely A, Akter D et al. A review on medical waste management: 
treatment, recycling, and disposal options. Environments 2022; 9(11): 146. 
https://doi.org/10.3390/environments9110146. 

210. Rizzo L, Manaia C, Merlin C et al. Urban wastewater treatment plants as hotspots for 
antibiotic resistant bacteria and genes spread into the environment: A review. Sci Total 
Environ 2013; 447: 345-360. https://doi.org/10.1016/j.scitotenv.2013.01.032. 

https://doi.org/10.1136/medethics-2020-106842
https://doi.org/10.1016/j.jclepro.2014.02.012
https://doi.org/10.1016/j.scitotenv.2009.10.057
https://healthcarelca.com/database
https://doi.org/10.1136/archdischild-2023-rcpch.466
https://doi.org/10.1136/archdischild-2023-rcpch.466
https://doi.org/10.1016/j.ecoenv.2021.113025
https://siwi.org/wp-content/uploads/2020/02/reducing-emissions-from-antibiotic-production.pdf
https://siwi.org/wp-content/uploads/2020/02/reducing-emissions-from-antibiotic-production.pdf
https://doi.org/10.1897/09-073.1
https://doi.org/10.1007/s11356-024-34567-1
https://doi.org/10.1007/s11356-024-34567-1
https://doi.org/10.1289/ehp.8315
https://doi.org/10.3390/environments9110146
https://doi.org/10.1016/j.scitotenv.2013.01.032


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 131 

211. Limmathurotsakul D, Sandoe JAT, Barrett DC et al. ‘Antibiotic footprint’ as a 
communication tool to aid reduction of antibiotic consumption. J Antimicrob Chemother 
2019; 74(8): 2122-2127. https://doi.org/10.1093/jac/dkz185. 

212. Wahlster P, Brereton L, Burns J et al. Guidance on the integrated assessment of 
complex health technologies – The INTEGRATE-HTA Model [online]. 2016 [Accessed: 
08.11.2023]. URL: https://validatehta.eu/wp-content/uploads/2022/07/2.-Guidance-on-the-
integrated-assessment-of-complex-health-technologies-the-INTEGRATE-HTA-model.pdf. 

213. Kern B-R. § 56 Rezeptur und Verschreibung. In: Laufs A, Kern B-R, Rehborn M (Ed). 
Handbuch des Arztrechts. München: C.H.Beck; 2019. p. 892-895. 

214. Kozyrskyj A, Klassen TP, Moffatt M et al. Short-course antibiotics for acute otitis media. 
Cochrane Database Syst Rev 2010; (9): CD001095. 
https://doi.org/10.1002/14651858.CD001095.pub2. 

215. Furukawa Y, Luo Y, Funada S et al. Optimal duration of antibiotic treatment for 
community-acquired pneumonia in adults: a systematic review and duration-effect meta-
analysis. BMJ Open 2023; 13(3): e061023. https://doi.org/10.1136/bmjopen-2022-061023. 

216. Haider BA, Saeed MA, Bhutta ZA. Short-course versus long-course antibiotic therapy for 
nonsevere community-acquired pneumonia in children aged 2 months to 59 months. 
Cochrane Database Syst Rev 2008; (2): CD005976. 
https://doi.org/10.1002/14651858.CD005976.pub2. 

217. Li Q, Zhou Q, Florez ID et al. Short-Course vs Long-Course Antibiotic Therapy for 
Children With Nonsevere Community-Acquired Pneumonia: A Systematic Review and Meta-
analysis. JAMA Pediatrics 2022; 176(12): 1199-1207. 
https://doi.org/10.1001/jamapediatrics.2022.4123. 

218. Royer S, DeMerle KM, Dickson RP et al. Shorter Versus Longer Courses of Antibiotics for 
Infection in Hospitalized Patients: A Systematic Review and Meta-Analysis. J Hosp Med 2018; 
13(5): 336-342. https://doi.org/10.12788/jhm.2905. 

219. Tansarli GS, Mylonakis E. Systematic Review and Meta-analysis of the Efficacy of Short-
Course Antibiotic Treatments for Community-Acquired Pneumonia in Adults. Antimicrobial 
Agents & Chemotherapy 2018; 62(9). https://doi.org/10.1128/aac.00635-18. 

220. World Health Organization. Effectiveness of shortened course (≤ 3 days) of antibiotics 
for treatment of acute otitis media in children: A systematic review of randomized controlled 
efficacy trials [online]. 2009 [Accessed: 08.08.2024]. URL: 
https://iris.who.int/bitstream/handle/10665/44177/9789241598446_eng.pdf?sequence=1. 

https://doi.org/10.1093/jac/dkz185
https://validatehta.eu/wp-content/uploads/2022/07/2.-Guidance-on-the-integrated-assessment-of-complex-health-technologies-the-INTEGRATE-HTA-model.pdf
https://validatehta.eu/wp-content/uploads/2022/07/2.-Guidance-on-the-integrated-assessment-of-complex-health-technologies-the-INTEGRATE-HTA-model.pdf
https://doi.org/10.1002/14651858.CD001095.pub2
https://doi.org/10.1136/bmjopen-2022-061023
https://doi.org/10.1002/14651858.CD005976.pub2
https://doi.org/10.1001/jamapediatrics.2022.4123
https://doi.org/10.12788/jhm.2905
https://doi.org/10.1128/aac.00635-18
https://iris.who.int/bitstream/handle/10665/44177/9789241598446_eng.pdf?sequence=1


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 132 

221. Kim MS, Kim JH, Ryu S et al. Comparative efficacy and optimal duration of first-line 
antibiotic regimens for acute otitis media in children and adolescents: a systematic review 
and network meta-analysis of 89 randomized clinical trials. World J Pediatr 2024; 20(3): 219-
229. https://doi.org/10.1007/s12519-023-00716-8. 

222. Kuitunen I, Jaaskelainen J, Korppi M et al. Antibiotic Treatment Duration for 
Community-Acquired Pneumonia in Outpatient Children in High-Income Countries-A 
Systematic Review and Meta-Analysis. Clin Infect Dis 2023; 76(3): e1123-e1128. 
https://doi.org/10.1093/cid/ciac374. 

223. Marques IR, Calvi IP, Cruz SA et al. Shorter versus longer duration of Amoxicillin-based 
treatment for pediatric patients with community-acquired pneumonia: a systematic review 
and meta-analysis. Eur J Pediatr 2022; 181(11): 3795-3804. https://doi.org/10.1007/s00431-
022-04603-8. 

224. Lopez-Alcalde J, Rodriguez-Barrientos R, Redondo-Sanchez J et al. Short-course versus 
long-course therapy of the same antibiotic for community-acquired pneumonia in 
adolescent and adult outpatients. Cochrane Database Syst Rev 2018; 9: CD009070. 
https://doi.org/10.1002/14651858.CD009070.pub2. 

225. Deutsche Gesellschaft für Hals-Nasen-Ohren-Heilkunde, Kopf- und Hals-Chirurgie e.V. 
(DGHNO-KHC). S2k-Leitlinie Akute Otitis media (Anmeldung) [online]. 2020 [Accessed: 
07.06.2024]. URL: https://register.awmf.org/de/leitlinien/detail/017-005#anmeldung. 

226. Deutsche Gesellschaft für Allgemeinmedizin und Familienmedizin e.V. (DEGAM), 
Deutsche Gesellschaft für Pädiatrische Infektiologie e.V. (DGPI), Deutscher Berufsverband 
der Hals-Nasen-Ohrenärzte e.V. (BVHNO). S3-Leitlinie Ohrenschmerzen (Anmeldung) 
[online]. 2024 [Accessed: 12.08.2024]. URL: 
https://register.awmf.org/de/leitlinien/detail/053-009. 

227. Pichichero ME, Marsocci SM, Murphy ML et al. A Prospective Observational Study of 5-, 
7-, and 10-day Antibiotic Treatment for Acute Otitis Media. Otolaryngology–Head and Neck 
Surgery 2001; 124(4): 381-387. https://doi.org/10.1067/mhn.2001.114311. 

228. Deutsche Gesellschaft für Pädiatrische Infektiologie (DGPI), Deutsche Gesellschaft für 
Kinder- und Jugendheilkunde (DGKJ), Deutschen Akademie für Kinder- und Jugendmedizin 
(DAKJ) et al. Diagnose und Therapie von Atemwegsinfektionen (ohne ambulant erworbene 
Pneumonie) bei ambulant behandelten Kindern ohne schwerwiegende Grunderkrankung. 
Monatsschr Kinderheilkd 2017; 165(8): 711-724.  

229. National Institute for Health and Care Excellence, Public Health England. Otitis media 
(acute): antimicrobial prescribing. NICE guideline NG91 [online]. 2022 [Accessed: 
15.11.2023]. URL: https://www.nice.org.uk/guidance/ng91/chapter/Recommendations. 

https://doi.org/10.1007/s12519-023-00716-8
https://doi.org/10.1093/cid/ciac374
https://doi.org/10.1007/s00431-022-04603-8
https://doi.org/10.1007/s00431-022-04603-8
https://doi.org/10.1002/14651858.CD009070.pub2
https://register.awmf.org/de/leitlinien/detail/017-005#anmeldung
https://register.awmf.org/de/leitlinien/detail/053-009
https://doi.org/10.1067/mhn.2001.114311
https://www.nice.org.uk/guidance/ng91/chapter/Recommendations


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 133 

230. Marangu D, Zar HJ. Childhood pneumonia in low-and-middle-income countries: An 
update. Paediatr Respir Rev 2019; 32: 3-9. https://doi.org/10.1016/j.prrv.2019.06.001. 

231. Verani JR, Groome MJ, Zar HJ et al. Risk Factors for Presumed Bacterial Pneumonia 
Among HIV-uninfected Children Hospitalized in Soweto, South Africa. The Pediatric 
Infectious Disease Journal 2016; 35(11): 1169-1174. 
https://doi.org/10.1097/inf.0000000000001264. 

232. Rieck T, Feig M, Siedler A. Impfquoten von Kinderschutzimpfungen in Deutschland – 
aktuelle Ergebnisse aus der RKI-Impfsurveillance. Epidemiologisches Bulletin 2022; 48: 3-25. 
https://doi.org/10.25646/10838. 

233. Lassi ZS, Imdad A, Bhutta ZA. Short-course versus long-course intravenous therapy with 
the same antibiotic for severe community-acquired pneumonia in children aged two months 
to 59 months. Cochrane Database Syst Rev 2015; 2015(6): CD008032. 
https://doi.org/10.1002/14651858.CD008032.pub2. 

234. Lan SH, Lai CC, Chang SP et al. Five-day antibiotic treatment for community-acquired 
bacterial pneumonia: A systematic review and meta-analysis of randomized controlled trials. 
Journal of Global Antimicrobial Resistance 2020; 23: 94-99. 
https://doi.org/10.1016/j.jgar.2020.08.005. 

235. European Medicines Agency (EMA). List of nationally authorised medicinal products; 
Active substance(s): cefprozil; Procedure No. PSUSA/00000605/202212 [online]. 2023 
[Accessed: 28.11.2024]. URL: https://www.ema.europa.eu/en/documents/psusa/cefprozil-
list-nationally-authorised-medicinal-products-psusa-00000605-202212_en.pdf. 

236. Food and Drug Administration (FDA). Drugs@FDA: FDA-Approved Drugs [online]. 2024 
[Accessed: 28.11.2024]. URL: https://www.accessdata.fda.gov/scripts/cder/daf/index.cfm. 

237. Tröbitscher N. Keine Produktionsstätte: Keimax verschwindet [online]. 2016 [Accessed: 
28.11.2024]. 

238. Bundesinstitut für Arzneimittel und Medizinprodukte (BfArM). 
Arzneimittelinformationssystem AMIce-Öffentlicher Teil; Modul Arzneimittel [online]. 2024 
[Accessed: 28.11.2024]. URL: https://portal.dimdi.de/amguifree/termsofuse.xhtml. 

239. Bundesinstitut für Arzneimittel und Medizinprodukte. Rote-Hand-Brief zu Telithromycin 
(Ketek®): Einschränkung der Anwendung sowie verstärkte Warnhinweise beschlossen 
[online]. 2007 [Accessed: 28.11.2024]. URL: 
https://www.bfarm.de/SharedDocs/Risikoinformationen/Pharmakovigilanz/DE/RHB/2007/r
hb-
ketek.html#:~:text=Telithromycin%20(Ketek%C2%AE)%20ist%20ein,und%20Penicillin%2Dres
istente%20Pneumokokken%20auf. 

https://doi.org/10.1016/j.prrv.2019.06.001
https://doi.org/10.1097/inf.0000000000001264
https://doi.org/10.25646/10838
https://doi.org/10.1002/14651858.CD008032.pub2
https://doi.org/10.1016/j.jgar.2020.08.005
https://www.ema.europa.eu/en/documents/psusa/cefprozil-list-nationally-authorised-medicinal-products-psusa-00000605-202212_en.pdf
https://www.ema.europa.eu/en/documents/psusa/cefprozil-list-nationally-authorised-medicinal-products-psusa-00000605-202212_en.pdf
https://www.accessdata.fda.gov/scripts/cder/daf/index.cfm
https://portal.dimdi.de/amguifree/termsofuse.xhtml
https://www.bfarm.de/SharedDocs/Risikoinformationen/Pharmakovigilanz/DE/RHB/2007/rhb-ketek.html#:%7E:text=Telithromycin%20(Ketek%C2%AE)%20ist%20ein,und%20Penicillin%2Dresistente%20Pneumokokken%20auf
https://www.bfarm.de/SharedDocs/Risikoinformationen/Pharmakovigilanz/DE/RHB/2007/rhb-ketek.html#:%7E:text=Telithromycin%20(Ketek%C2%AE)%20ist%20ein,und%20Penicillin%2Dresistente%20Pneumokokken%20auf
https://www.bfarm.de/SharedDocs/Risikoinformationen/Pharmakovigilanz/DE/RHB/2007/rhb-ketek.html#:%7E:text=Telithromycin%20(Ketek%C2%AE)%20ist%20ein,und%20Penicillin%2Dresistente%20Pneumokokken%20auf
https://www.bfarm.de/SharedDocs/Risikoinformationen/Pharmakovigilanz/DE/RHB/2007/rhb-ketek.html#:%7E:text=Telithromycin%20(Ketek%C2%AE)%20ist%20ein,und%20Penicillin%2Dresistente%20Pneumokokken%20auf


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 134 

240. European Medicines Agency (EMA). Questions and answers on the withdrawal of the 
marketing authorisation application for Factive gemifloxacin [online]. 2009 [Accessed: 
28.11.2024]. URL: https://www.ema.europa.eu/en/documents/medicine-qa/questions-and-
answers-withdrawal-marketing-authorisation-application-factive-gemifloxacin_en.pdf. 

241. Niederman MS, Chang JR, Stewart J et al. Hospitalization rates among patients with 
community-acquired pneumonia treated with telithromycin vs clarithromycin: results from 
two randomized, double-blind, clinical trials. Curr Med Res Opin 2004; 20(7): 969-980. 
https://doi.org/10.1185/030079904125003944. 

242. Abavisani M, Keikha M, Karbalaei M. First global report about the prevalence of multi-
drug resistant Haemophilus influenzae: a systematic review and meta-analysis. BMC Infect 
Dis 2024; 24(1): 90. https://doi.org/10.1186/s12879-023-08930-5. 

243. Bradford PA. Epidemiology of Bacterial Resistance. In: Fong I, Shlaes D, Drlica K (Ed). 
Antimicrobial Resistance in the 21st Century. Emerging Infectious Diseases of the 21st 
Century. Cham: Springer; 2018. p. 299-339. 

244. Cillóniz C, Garcia-Vidal C, Ceccato A et al. Antimicrobial Resistance Among 
Streptococcus pneumoniae. In: Fong IW, Shlaes D, Drlica K (Ed). Antimicrobial Resistance in 
the 21st Century. Cham: Springer; 2018. p. 13-38. 

245. Shoar S, Musher DM. Etiology of community-acquired pneumonia in adults: a 
systematic review. Pneumonia 2020; 12(1): 11. https://doi.org/10.1186/s41479-020-00074-
3. 

246. Institut für Qualität und Wirtschaftlichkeit im Gesundheitswesen. Allgemeine 
Methoden: Version 7.0 [online]. 2023 [Accessed: 25.07.2023]. URL: 
https://www.iqwig.de/methoden/allgemeine-methoden_version-7-0.pdf. 

247. Jones B, Jarvis P, Lewis J et al. Trials to assess equivalence: the importance of rigorous 
methods. BMJ 1996; 313(7048): 36-39. https://doi.org/10.1136/bmj.313.7048.36. 

248. Bai AD, Komorowski AS, Lo CKL et al. Intention-to-treat analysis may be more 
conservative than per protocol analysis in antibiotic non-inferiority trials: a systematic 
review. BMC Med Res Methodol 2021; 21(1): 75. https://doi.org/10.1186/s12874-021-
01260-7. 

249. Everson‐Stewart S, Emerson SS. Bio‐creep in non‐inferiority clinical trials. Stat Med 
2010; 29(27): 2769-2780. https://doi.org/10.1002/sim.4053. 

250. D'Agostino Sr RB, Massaro JM, Sullivan LM. Non‐inferiority trials: design concepts and 
issues–the encounters of academic consultants in statistics. Stat Med 2003; 22(2): 169-186. 
https://doi.org/10.1002/sim.1425. 

https://www.ema.europa.eu/en/documents/medicine-qa/questions-and-answers-withdrawal-marketing-authorisation-application-factive-gemifloxacin_en.pdf
https://www.ema.europa.eu/en/documents/medicine-qa/questions-and-answers-withdrawal-marketing-authorisation-application-factive-gemifloxacin_en.pdf
https://doi.org/10.1185/030079904125003944
https://doi.org/10.1186/s12879-023-08930-5
https://doi.org/10.1186/s41479-020-00074-3
https://doi.org/10.1186/s41479-020-00074-3
https://www.iqwig.de/methoden/allgemeine-methoden_version-7-0.pdf
https://doi.org/10.1136/bmj.313.7048.36
https://doi.org/10.1186/s12874-021-01260-7
https://doi.org/10.1186/s12874-021-01260-7
https://doi.org/10.1002/sim.4053
https://doi.org/10.1002/sim.1425


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 135 

251. Odem-Davis K, Fleming T. A Simulation Study Evaluating Bio-Creep Risk in Serial 
Noninferiority Clinical Trials for Preservation of Effect. Stat Biopharm Res 2015; 7(1): 12-24. 
https://doi.org/10.1080/19466315.2014.1002627. 

252. Bai AD, Komorowski AS, Lo CKL et al. Novel Antibiotics May Be Noninferior but Are They 
Becoming Less Effective?: a Systematic Review. Antimicrob Agents Chemother 2020; 64(11). 
https://doi.org/10.1128/aac.01597-20. 

253. European Network for Health Technology Assessment. Joint Action 2, Work Package 8. 
HTA Core Model; version 3.0 [online]. 2016 [Accessed: 25.07.2022]. URL: 
https://www.eunethta.eu/wp-content/uploads/2018/03/HTACoreModel3.0-1.pdf. 

254. Wong SS, Wilczynski NL, Haynes RB. Comparison of top-performing search strategies for 
detecting clinically sound treatment studies and systematic reviews in MEDLINE and 
EMBASE. J Med Libr Assoc 2006; 94(4): 451-455.  

255. Lefebvre C, Glanville J, Briscoe S et al. Cochrane Handbook for Systematic Reviews of 
Interventions; Version 6; Technical Supplement to Chapter 4: Searching for and selecting 
studies [online]. 2019 [Accessed: 25.07.2022]. URL: 
https://training.cochrane.org/handbook/version-6/chapter-4-tech-suppl. 

256. Glanville J, Lefebvre C, Manson P et al. ISSG Search Filter Resource; The InterTASC 
Information Specialists' Sub-Group 2006 updated [online]. 2023 [Accessed: 05.08.2024]. 
URL: https://sites.google.com/a/york.ac.uk/issg-search-filters-resource/home. 

257. Glanville J, Fleetwood K, Yellowlees A et al. Development and Testing of Search Filters 
to Identify Economic Evaluations in MEDLINE and EMBASE [online]. 2009 [Accessed: 
25.07.2022]. URL: 
https://www.cadth.ca/media/pdf/H0490_Search_Filters_for_Economic_Evaluations_mg_e.p
df. 

 

The full HTA report (German version) is published under https://www.iqwig.de/sich-
einbringen/themencheck-medizin/berichte/t23-04.html 

 

 

 

 

https://doi.org/10.1080/19466315.2014.1002627
https://doi.org/10.1128/aac.01597-20
https://www.eunethta.eu/wp-content/uploads/2018/03/HTACoreModel3.0-1.pdf
https://training.cochrane.org/handbook/version-6/chapter-4-tech-suppl
https://sites.google.com/a/york.ac.uk/issg-search-filters-resource/home
https://www.cadth.ca/media/pdf/H0490_Search_Filters_for_Economic_Evaluations_mg_e.pdf
https://www.cadth.ca/media/pdf/H0490_Search_Filters_for_Economic_Evaluations_mg_e.pdf
https://www.iqwig.de/sich-einbringen/themencheck-medizin/berichte/t23-04.html
https://www.iqwig.de/sich-einbringen/themencheck-medizin/berichte/t23-04.html


Extract of ThemenCheck report T23-04 Version 1.0 
Shorter-duration antibiotic therapy 26 May 2025 

ThemenCheck Medizin 136 

Appendix A – Topics of the EUnetHTA Core Model 

The European Network for Health Technology Assessment (EUnetHTA) is a network of 
European HTA agencies. EUnetHTA promotes the exchange of HTA information between its 
members and developed the core model [253] for this purpose. IQWiG is also a member of 
the network. 

In order to make it easier for readers of this HTA report to find information on the 
superordinate domains of the EUnetHTA Core Model, Table  indicates where the relevant 
information can be found. The original names of the domains of the core model are used to 
describe the topics.  

Table 9: Domains of the EUnetHTA Core Model 
EUnetHTA domain Information in chapters and sections of 

the HTA report 

Health problem and current use of the technology (CUR) Background 
Chapter 1 Description and technical characteristics of technology (TEC) 

Safety (SAF) Benefit assessment 
Section 3.1; Chapter 4 Clinical effectiveness (EFF) 

Costs and economic evaluation (ECO) Health economic evaluation 
Section 3.2; Chapter 5 

Ethical analysis (ETH) Ethical aspects 
Section 3.3; Section 6.1 

Patients and social aspects (SOC) Social aspects 
Section 3.4; Section 6.2 

Legal aspects (LEG) Legal aspects 
Section 3.4; Section 6.3 

Organizational aspects (ORG) Organizational aspects 
Section 3.4; Section 6.4 
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Appendix B – Search strategies 

B.1 – Search strategies for the benefit assessment 

B.1.1 – Searches in bibliographic databases 

Search for systematic overview 

1. MEDLINE 

Search interface: Ovid 

 Ovid MEDLINE(R) ALL 1946 to October 20, 2023 

The following filter was adopted:  

 Systematic review: Wong [254] – High specificity strategy 

# Searches 

1 exp anti-bacterial agents/ 

2 
(antibiotic* or anti-biotic* or antibacterial* or anti-bacterial* or antimicrobial* or anti-microbial* or 
antiinfective* or anti-infective*).ti,ab. 

3 or/1-2 

4 exp Time Factors/ 

5 exp duration of therapy/ 

6 exp Drug Administration Schedule/ 

7 
((short* or long* or standard* or prolong* or treatment or therap* or regime*) adj3 (term* or course* 
or duration or length or day*)).ti,ab. 

8 or/4-7 

9 exp Pneumonia/ 

10 (pneumon* or pleuropneumon* or bronchopneumon*).ti,ab. 

11 or/9-10 

12 exp Otitis Media/ 

13 (acute adj3 (OM or otitis media or ear)).ti,ab. 

14 or/12-13 

15 or/11,14 

16 and/3,8,15 

17 Cochrane database of systematic reviews.jn. 

18 (search or MEDLINE or systematic review).tw. 

19 meta analysis.pt. 

20 or/17-19 

21 and/16,20 

22 21 and (english or german or multilingual or undetermined).lg. 

23 ..l/ 22 yr=2010-Current 
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2. International HTA Database 

Search interface: INAHTA 

# Searches 

1 "anti-infective agents"[mh] 

2 "anti-bacterial agents"[mh] 

3 

(antibiotic* or anti-biotic* or antibacterial* or anti-bacterial* or antimicrobial* or anti-microbial* or 
antiinfective* or anti-infective*)[Title] OR (antibiotic* or anti-biotic* or antibacterial* or anti-bacterial* 
or antimicrobial* or anti-microbial* or antiinfective* or anti-infective*)[abs] 

4 #3 OR #2 OR #1 

5 "Pneumonia"[mh] 

6 pneumon*[Title] OR pneumon*[abs] 

7 #6 OR #5 

8 "Otitis Media"[mh] 

9 "otitis media"[Title] OR "otitis media"[abs] 

10 #9 OR #8 

11 #10 OR #7 

12 #11 AND #4 

13 (*) FROM 2010 TO 2023 

14 #13 AND #12 

 

Search for primary studies 

2. MEDLINE 

Search interface: Ovid 

 Ovid MEDLINE(R) ALL 1946 to February 05, 2024 

The following filter was adopted:  

 RCT: Lefebvre [255] – Cochrane Highly Sensitive Search Strategy for identifying 
randomized trials in MEDLINE: sensitivity- and precision-maximizing version (2008 
revision), InterTASC Information Specialists SubGroup [256] 

# Searches 

1 exp Anti-Bacterial Agents/  

2 exp Carbapenems/  

3 exp Cephalosporins/  

4 exp Fluoroquinolones/  

5 exp Lincosamides/  

6 exp Macrolides/  

7 exp Penicillins/  
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# Searches 

8 exp Tetracyclines/  

9 antibiotic*.ti,ab.  

10 penicillin*.mp.  

11 amox?cillin*.mp.  

12 ampicillin*.mp.  

13 azit?romycin*.mp.  

14 (cefaclor* or cephaclor*).mp.  

15 (cefalexin* or cephalexin*).mp.  

16 cefdinir*.mp.  

17 cefotaxim*.mp.  

18 cefpodoxim*.mp.  

19 cefprozil*.mp.  

20 ceftizox*.mp.  

21 ceftriaxon*.mp.  

22 cefuroxim*.mp.  

23 clarit?romycin*.mp.  

24 clindamycin*.mp.  

25 doxycyclin*.mp.  

26 ertapenem*.mp.  

27 erythromycin*.mp.  

28 imipenem*.mp.  

29 levofloxacin*.mp.  

30 meropenem*.mp.  

31 moxifloxacin*.mp.  

32 trimet?oprim*.mp.  

33 or/1-32  

34 exp Drug Administration Schedule/  

35 ((short* or day or days) adj5 (course or therapy or treatment* or regimen*)).ti,ab.  

36 ((((one or "1" or two or "2" or three or "3" or four or "4" or five or "5" or six or "6" or seven or "7" or 
eight or "8" or nine or "9" or ten or "10") adj1 (day or days)) or (single adj2 dose)) adj5 (therapy or 
treatment* or regimen*)).ti,ab.  

37 (((single adj2 dose) or ((one or "1" or two or "2" or three or "3" or four or "4" or five or "5") adj1 (day 
or days))) and ((six or "6" or seven or "7" or eight or "8" or nine or "9" or ten or "10") adj1 (day or 
days))).ti,ab.  

38 or/34-37  

39 exp Pneumonia/  

40 pneumonia?.ti,ab.  

41 or/39-40  

42 exp Otitis Media/  

43 (otitis adj1 media).ti,ab.  
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# Searches 

44 or/42-43  

45 exp randomized controlled trial/  

46 controlled clinical trial.pt.  

47 (randomized or placebo or randomly).ab.  

48 clinical trials as topic.sh.  

49 trial.ti.  

50 or/45-49  

51 50 not (exp animals/ not humans.sh.)  

52 33 and 38 and (41 or 44) and 51  

53 (animals/ not humans/) or comment/ or editorial/ or exp review/ or meta analysis/ or consensus/ or 
exp guideline/  

54 hi.fs. or case report.mp.  

55 or/53-54  

56 52 not 55  

57 56 and (english or german or multilingual or undetermined).lg.  

 

2. Embase 

Search interface: Ovid 

 Embase 1974 to 2024 February 05 

The following filter was adopted:  

 RCT: Wong [254] – Strategy minimizing difference between sensitivity and specificity 

# Searches 

1 antibiotic therapy/  

2 carbapenem derivative/  

3 exp cephalosporin derivative/  

4 exp quinolone derivative/  

5 lincosamides/  

6 exp macrolides/  

7 exp penicillin derivative/  

8 tetracycline/  

9 antibiotic*.ti,ab.  

10 penicillin*.mp.  

11 amox?cillin*.mp.  

12 ampicillin*.mp.  

13 azit?romycin*.mp.  

14 (cefaclor* or cephaclor*).mp.  
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# Searches 

15 (cefalexin* or cephalexin*).mp.  

16 cefdinir*.mp.  

17 cefotaxim*.mp.  

18 cefpodoxim*.mp.  

19 cefprozil*.mp.  

20 ceftizox*.mp.  

21 ceftriaxon*.mp.  

22 cefuroxim*.mp.  

23 clarit?romycin*.mp.  

24 clindamycin*.mp.  

25 doxycyclin*.mp.  

26 ertapenem*.mp.  

27 erythromycin*.mp.  

28 imipenem*.mp.  

29 levofloxacin*.mp.  

30 meropenem*.mp.  

31 moxifloxacin*.mp.  

32 trimet?oprim*.mp.  

33 or/1-32  

34 treatment duration/  

35 ((short* or day or days) adj5 (course or therapy or treatment* or regimen*)).ti,ab.  

36 ((((one or "1" or two or "2" or three or "3" or four or "4" or five or "5" or six or "6" or seven or "7" or 
eight or "8" or nine or "9" or ten or "10") adj1 (day or days)) or (single adj2 dose)) adj5 (therapy or 
treatment* or regimen*)).ti,ab.  

37 (((single adj2 dose) or ((one or "1" or two or "2" or three or "3" or four or "4" or five or "5") adj1 (day 
or days))) and ((six or "6" or seven or "7" or eight or "8" or nine or "9" or ten or "10") adj1 (day or 
days))).ti,ab.  

38 or/34-37  

39 exp Pneumonia/ or Streptococcus pneumoniae/ or community acquired pneumonia/  

40 pneumonia?.ti,ab.  

41 or/39-40  

42 exp "Otitis Media"/  

43 (otitis adj1 media).ti,ab.  

44 or/42-43  

45 (random* or double-blind*).tw.  

46 placebo*.mp.  

47 or/45-46  

48 33 and 38 and (41 or 44) and 47  

49 48 not medline.cr.  

50 49 not (exp animal/ not exp human/)  
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# Searches 

51 50 not (Conference Abstract or Conference Review or Editorial).pt.  

52 51 not ((afrikaans or albanian or arabic or armenian or azerbaijani or basque or belorussian or bosnian 
or bulgarian or catalan or chinese or croatian or czech or danish or dutch or english or esperanto or 
estonian or finnish or french or gallegan or georgian or german or greek or hebrew or hindi or 
hungarian or icelandic or indonesian or irish gaelic or italian or japanese or korean or latvian or 
lithuanian or macedonian or malay or norwegian or persian or polish or polyglot or portuguese or 
pushto or romanian or russian or scottish gaelic or serbian or slovak or slovene or spanish or swedish 
or thai or turkish or ukrainian or urdu or uzbek or vietnamese) not (english or german)).lg.  

 

3. The Cochrane Library  

Search interface: Wiley 

 Cochrane Central Register of Controlled Trials: Issue 02 of 12, February 2024 

# Searches 

#1 [mh "Anti-Bacterial Agents"] 

#2 [mh Carbapenems] 

#3 [mh Cephalosporins] 

#4 [mh Fluoroquinolones] 

#5 [mh Lincosamides] 

#6 [mh Macrolides] 

#7 [mh Penicillins] 

#8 [mh Tetracyclines] 

#9 antibiotic*:ti,ab 

#10 penicillin*:ti,ab,kw 

#11 amox?cillin*:ti,ab,kw 

#12 ampicillin*:ti,ab,kw 

#13 azit?romycin*:ti,ab,kw 

#14 (cefaclor* OR cephaclor*):ti,ab,kw 

#15 (cefalexin* OR cephalexin*):ti,ab,kw 

#16 cefdinir*:ti,ab,kw 

#17 cefotaxim*:ti,ab,kw 

#18 cefpodoxim*:ti,ab,kw 

#19 cefprozil*:ti,ab,kw 

#20 ceftizox*:ti,ab,kw 

#21 ceftriaxon*:ti,ab,kw 

#22 cefuroxim*:ti,ab,kw 

#23 clarit?romycin*:ti,ab,kw 

#24 clindamycin*:ti,ab,kw 

#25 doxycyclin*:ti,ab,kw 
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# Searches 

#26 ertapenem*:ti,ab,kw 

#27 erythromycin*:ti,ab,kw 

#28 imipenem*:ti,ab,kw 

#29 levofloxacin*:ti,ab,kw 

#30 meropenem*:ti,ab,kw 

#31 moxifloxacin*:ti,ab,kw 

#32 trimet?oprim*:ti,ab,kw 

#33 #1 OR #2 OR #3 OR #4 OR #5 OR #6 OR #7 OR #8 OR #9 OR #10 OR #11 OR #12 OR #13 OR #14 OR #15 
OR #16 OR #17 OR #18 OR #19 OR #20 OR #21 OR #22 OR #23 OR #24 OR #25 OR #26 OR #27 OR #28 
OR #29 OR #30 OR #31 OR #32 

#34 [mh "Drug Administration Schedule"] 

#35 ((short* or day or days) NEAR/5 (course or therapy or treatment* or regimen*)):ti,ab 

#36 ((((one or "1" or two or "2" or three or "3" or four or "4" or five or "5" or six or "6" or seven or "7" or 
eight or "8" or nine or "9" or ten or "10") NEAR/1 (day or days)) or (single NEAR/1 dose)) NEAR/5 
(therapy or treatment* or regimen*)):ti,ab 

#37 (((single NEAR/2 dose) or ((one or "1" or two or "2" or three or "3" or four or "4" or five or "5") NEAR/1 
(day or days))) and ((six or "6" or seven or "7" or eight or "8" or nine or "9" or ten or "10") NEAR/1 (day 
or days))):ti,ab 

#38 #35 OR #36 OR #37 

#39 [mh Pneumonia] 

#40 pneumonia?:ti,ab 

#41 #39 OR #40 

#42 [mh "Otitis Media"] 

#43 (otitis NEAR/1 media):ti,ab 

#44 #42 OR #43 

#45 #33 AND #38 AND (#41 OR #44) 

#46 #45 not (*clinicaltrial*gov* or *trialsearch*who* or *clinicaltrialsregister*eu* or *anzctr*org*au* or 
*trialregister*nl* or *irct*ir* or *isrctn* or *controlled*trials*com* or *drks*de*):so 

#47 #46 not ((language next (afr or ara or aze or bos or bul or car or cat or chi or cze or dan or dut or es or 
est or fin or fre or gre or heb or hrv or hun or ice or ira or ita or jpn or ko or kor or lit or nor or peo or 
per or pol or por or pt or rom or rum or rus or slo or slv or spa or srp or swe or tha or tur or ukr or urd 
or uzb)) not (language near/2 (en or eng or english or ger or german or mul or unknown))) 

#48 #47 in Trials 
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B.1.2 – Searches in study registries 

1. ClinicalTrials.gov 

Provider: U.S. National Institutes of Health 

 URL: http://www.clinicaltrials.gov 

 Type of search: Basic Search 

Search strategy 

(pneumonia OR pneumoniae OR otitis OR "lung infection") [Condition/disease] ("antibiotic treatment" OR 
"antibiotic therapy" OR penicillins OR amoxycillin OR amoxicillin OR BRL-2333 OR ampicillin OR azithromycin 
OR CP-62993 OR cefaclor OR cephaclor OR S-6472 OR cefalexin OR cephalexin OR cefdinir OR CI-983 OR FK-
482 OR PD-134393 OR cefotaxime OR HR-756 OR Ru-24756 OR cefpodoxime OR R-3746 OR RU-51746 OR 
cefprozil OR BMY-28100 OR ceftizoxime OR FK-749 OR FR-13749 OR ceftriaxone OR Ro-13-9904 OR 
cefuroxime OR clarithromycin OR A-56268 OR TE-031 OR clindamycin OR doxycycline OR BMY-28689 OR BU-
3839T OR ert*apenem OR erythromycin OR imipenem OR MK-0787 OR levofloxacin OR meropenem OR SM-
7338 OR moxifloxacin OR BAY-128039 OR trimethoprim) AND (short OR reduction OR day OR course OR 
(single AND dose)) [Intervention/treatment] Filter Study Phase: Phase 2, Phase 3, Phase 4, Not applicable 

 

2. International Clinical Trials Registry Platform Search Portal 

Provider: World Health Organization 

 URL: https://trialsearch.who.int 

 Type of search: Standard Search 

Search strategy 

(pneumonia* OR otitis* OR "lung infection") AND (antibiotic* OR antimicrobial* OR penicillin* OR 
amoxycillin* OR amoxicillin* OR BRL-2333 OR BRL2333 OR BRL 2333 OR ampicillin* OR azithromycin* OR CP-
62993 OR CP62993 OR CP 62993 OR cefaclor* OR cephaclor* OR S-6472 OR S6472 OR S 6472 OR cefalexin* 
OR cephalexin* OR cefdinir* OR CI-983 OR CI983 OR CI 983 OR FK-482 OR FK482 OR FK 482 OR PD-134393 OR 
PD134393 OR PD 134393 OR cefotaxim* OR HR-756 OR HR756 OR HR 756 OR Ru-24756 OR Ru24756 OR Ru 
24756 OR cefpodoxim* OR R-3746 OR R3746 OR R 3746 OR RU-51746 OR RU51746 OR RU 51746 OR 
cefprozil* OR BMY-28100 OR BMY28100 OR BMY 28100 OR ceftizox* OR FK-749 OR FK749 OR FK 749 OR FR-
13749 OR FR13749 OR FR 13749 OR ceftriaxon* OR Ro-13-9904 OR Ro139904 OR Ro 13 9904 OR cefuroxim* 
OR clarithromycin* OR A-56268 OR A56268 OR A 56268 OR TE-031 OR TE031 OR TE 031 OR clindamycin* OR 
doxycyclin* OR BMY-28689 OR BMY28689 OR BMY 28689 OR BU-3839T OR BU3839T OR BU 3839T OR 
ertapenem* OR erythromycin* OR imipenem* OR MK-0787 OR MK0787 OR MK 0787 OR levofloxacin* OR 
meropenem* OR SM-7338 OR SM7338 OR SM 7338 OR moxifloxacin* OR BAY-128039 OR BAY128039 OR BAY 
128039 OR trimethoprim*) AND (short* OR reduc* OR day* OR course OR (single AND dose)) 

 

http://www.clinicaltrials.gov/
https://trialsearch.who.int/
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3. EU Clinical Trials Register 

Provider: European Medicines Agency 

 URL: https://www.clinicaltrialsregister.eu/ctr-search/search 

 Type of search: Basic Search 

Search strategy 

(pneumonia* OR otitis* OR "lung infection") AND (antibiotic* OR antimicrobial* OR penicillin* OR 
amoxycillin* OR amoxicillin* OR BRL-2333 OR BRL2333 OR (BRL 2333) OR ampicillin* OR azithromycin* OR CP-
62993 OR CP62993 OR (CP 62993) OR cefaclor* OR cephaclor* OR S-6472 OR S6472 OR (S 6472) OR cefalexin* 
OR cephalexin* OR cefdinir* OR CI-983 OR CI983 OR (CI 983) OR FK-482 OR FK482 OR (FK 482) OR PD-134393 
OR PD134393 OR (PD 134393) OR cefotaxim* OR HR-756 OR HR756 OR (HR 756) OR Ru-24756 OR Ru24756 
OR (Ru 24756) OR cefpodoxim* OR R-3746 OR R3746 OR (R 3746) OR RU-51746 OR RU51746 OR (RU 51746) 
OR cefprozil* OR BMY-28100 OR BMY28100 OR (BMY 28100) OR ceftizox* OR FK-749 OR FK749 OR (FK 749) 
OR FR-13749 OR FR13749 OR (FR 13749) OR ceftriaxon* OR Ro-13-9904 OR Ro139904 OR (Ro 13 9904) OR 
cefuroxim* OR clarithromycin* OR A-56268 OR A56268 OR (A 56268) OR TE-031 OR TE031 OR (TE 031) OR 
clindamycin* OR doxycyclin* OR BMY-28689 OR BMY28689 OR (BMY 28689) OR BU-3839T OR BU3839T OR 
(BU 3839T) OR ertapenem* OR erythromycin* OR imipenem* OR MK-0787 OR MK0787 OR (MK 0787) OR 
levofloxacin* OR meropenem* OR SM-7338 OR SM7338 OR (SM 7338) OR moxifloxacin* OR BAY-128039 OR 
BAY128039 OR (BAY 128039) OR trimethoprim*) AND (short* OR reduc* OR day* OR course OR (single AND 
dose)) 

 

4. Clinical Trials Information System 

Provider: European Medicines Agency 

 URL: https://euclinicaltrials.eu/search-for-clinical-trials/?lang=en 

 Type of search: Basic Search  

Search strategy 

antibiotic, antibiotics, antimicrobial, antimicrobials, penicillin, penicillins, amoxycillin, amoxicillin, BRL-2333, 
BRL2333, BRL 2333, ampicillin, azithromycin, CP-62993, CP62993, CP 62993, cefaclor, cephaclor, S-6472, 
S6472, S 6472, cefalexin, cephalexin, cefdinir, CI-983, CI983, CI 983, FK-482, FK482, FK 482, PD-134393, 
PD134393, PD 134393, cefotaxime, HR-756, HR756, HR 756, Ru-24756, Ru24756, Ru 24756, cefpodoxime, R-
3746, R3746, R 3746, RU-51746, RU51746, RU 51746, cefprozil, BMY-28100, BMY28100, BMY 28100, 
ceftizoxime, FK-749, FK749, FK 749, FR-13749, FR13749, FR 13749, ceftriaxon, ceftriaxone, Ro-13-9904, 
Ro139904, Ro 13 9904, cefuroxime, clarithromycin, A-56268, A56268, A 56268, TE-031, TE031, TE 031, 
clindamycin, doxycycline, BMY-28689, BMY28689, BMY 28689, BU-3839T, BU3839T, BU 3839T, ertapenem, 
erythromycin, imipenem, MK-0787, MK0787, MK 0787, levofloxacin, meropenem, SM-7338, SM7338, SM 
7338, moxifloxacin, BAY-128039, BAY128039, BAY 128039, trimethoprim 

 

https://www.clinicaltrialsregister.eu/ctr-search/search
https://euclinicaltrials.eu/search-for-clinical-trials/?lang=en
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B.2 – Search strategies for the health economic evaluation 

1. MEDLINE 

Search interface: Ovid 

 Ovid MEDLINE(R) ALL 1946 to February 13, 2024 

The following filter was adopted:  

 Health economy study: Glanville, Fleetwood [257] 

# Searches 

1 exp Anti-Bacterial Agents/ 

2 exp Carbapenems/ 

3 exp Cephalosporins/ 

4 exp Fluoroquinolones/ 

5 exp Lincosamides/ 

6 exp Macrolides/ 

7 exp Penicillins/ 

8 exp Tetracyclines/ 

9 antibiotic*.ti,ab. 

10 penicillin*.mp. 

11 amox?cillin*.mp. 

12 ampicillin*.mp. 

13 azit?romycin*.mp. 

14 (cefaclor* or cephaclor*).mp. 

15 (cefalexin* or cephalexin*).mp. 

16 cefdinir*.mp. 

17 cefotaxim*.mp. 

18 cefpodoxim*.mp. 

19 cefprozil*.mp. 

20 ceftizox*.mp. 

21 ceftriaxon*.mp. 

22 cefuroxim*.mp. 

23 clarit?romycin*.mp. 

24 clindamycin*.mp. 

25 doxycyclin*.mp. 

26 ertapenem*.mp. 

27 erythromycin*.mp. 

28 imipenem*.mp. 

29 levofloxacin*.mp. 

30 meropenem*.mp. 
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# Searches 

31 moxifloxacin*.mp. 

32 trimet?oprim*.mp. 

33 or/1-32 

34 exp Drug Administration Schedule/ 

35 ((short* or day or days) adj5 (course or therapy or treatment* or regimen*)).ti,ab. 

36 ((((one or "1" or two or "2" or three or "3" or four or "4" or five or "5" or six or "6" or seven or "7" or 
eight or "8" or nine or "9" or ten or "10") adj1 (day or days)) or (single adj2 dose)) adj5 (therapy or 
treatment* or regimen*)).ti,ab. 

37 (((single adj2 dose) or ((one or "1" or two or "2" or three or "3" or four or "4" or five or "5") adj1 (day 
or days))) and ((six or "6" or seven or "7" or eight or "8" or nine or "9" or ten or "10") adj1 (day or 
days))).ti,ab. 

38 or/34-37 

39 exp Pneumonia/ 

40 pneumonia?.ti,ab. 

41 or/39-40 

42 exp Otitis Media/ 

43 (otitis adj1 media).ti,ab. 

44 or/42-43 

45 (economic$ or cost$).ti. 

46 cost benefit analysis/ 

47 treatment outcome/ and ec.fs. 

48 or/45-47 

49 48 not ((animals/ not humans/) or letter.pt.) 

50 33 and 38 and (41 or 44) and 49 

51 50 not (comment or editorial).pt. 

52 51 and (english or german or multilingual or undetermined).lg. 

 

2. Embase 

Search interface: Ovid 

 Embase 1974 to 2024 February 13 

The following filter was adopted:  

 Health economy study: Glanville, Fleetwood [257] 

# Searches 

1 antibiotic therapy/ 

2 carbapenem derivative/ 

3 exp cephalosporin derivative/ 
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# Searches 

4 exp quinolone derivative/ 

5 lincosamides/ 

6 exp macrolides/ 

7 exp penicillin derivative/ 

8 tetracycline/ 

9 antibiotic*.ti,ab. 

10 penicillin*.mp. 

11 amox?cillin*.mp. 

12 ampicillin*.mp. 

13 azit?romycin*.mp. 

14 (cefaclor* or cephaclor*).mp. 

15 (cefalexin* or cephalexin*).mp. 

16 cefdinir*.mp. 

17 cefotaxim*.mp. 

18 cefpodoxim*.mp. 

19 cefprozil*.mp. 

20 ceftizox*.mp. 

21 ceftriaxon*.mp. 

22 cefuroxim*.mp. 

23 clarit?romycin*.mp. 

24 clindamycin*.mp. 

25 doxycyclin*.mp. 

26 ertapenem*.mp. 

27 erythromycin*.mp. 

28 imipenem*.mp. 

29 levofloxacin*.mp. 

30 meropenem*.mp. 

31 moxifloxacin*.mp. 

32 trimet?oprim*.mp. 

33 or/1-32 

34 treatment duration/ 

35 ((short* or day or days) adj5 (course or therapy or treatment* or regimen*)).ti,ab. 

36 ((((one or "1" or two or "2" or three or "3" or four or "4" or five or "5" or six or "6" or seven or "7" or 
eight or "8" or nine or "9" or ten or "10") adj1 (day or days)) or (single adj2 dose)) adj5 (therapy or 
treatment* or regimen*)).ti,ab. 

37 (((single adj2 dose) or ((one or "1" or two or "2" or three or "3" or four or "4" or five or "5") adj1 (day 
or days))) and ((six or "6" or seven or "7" or eight or "8" or nine or "9" or ten or "10") adj1 (day or 
days))).ti,ab. 

38 or/34-37 

39 exp Pneumonia/ or Streptococcus pneumoniae/ or community acquired pneumonia/ 
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# Searches 

40 pneumonia?.ti,ab. 

41 or/39-40 

42 exp "Otitis Media"/ 

43 (otitis adj1 media).ti,ab. 

44 or/42-43 

45 (Cost adj effectiveness).ab. 

46 (Cost adj effectiveness).ti. 

47 (Life adj years).ab. 

48 (Life adj year).ab. 

49 Qaly.ab. 

50 (Cost or costs).ab. and Controlled Study/ 

51 (Cost and costs).ab. 

52 or/45-51 

53 33 and 38 and (41 or 44) and 52 

54 53 not medline.cr. 

55 54 not (exp animal/ not exp human/) 

56 55 not (Conference Abstract or Conference Review or Editorial).pt. 

57 56 and (english or german).lg. 

 

3. International HTA Database 

Search interface: INAHTA 

# Searches 

#1 "Anti-Bacterial Agents"[mhe] 

#2 Carbapenems[mhe] 

#3 Cephalosporins[mhe] 

#4 Fluoroquinolones[mhe] 

#5 Lincosamides[mhe] 

#6 Macrolides[mhe] 

#7 Penicillins[mhe] 

#8 Tetracyclines[mhe] 

#9 (antibiotic* OR penicillin* OR amoxycillin* OR amoxicillin* OR ampicillin* OR azithromycin* OR 
cefaclor* OR cephaclor* OR cefalexin* OR cephalexin* OR cefdinir* OR cefotaxim* OR cefpodoxim* 
OR cefprozil* OR ceftizox* OR ceftriaxon* OR cefuroxim* OR clarithromycin* OR clindamycin* OR 
doxycyclin* OR ertapenem* OR erythromycin* OR imipenem* OR levofloxacin* OR meropenem* OR 
moxifloxacin* OR trimethoprim*)[title] OR (antibiotic* OR penicillin* OR amoxycillin* OR amoxicillin* 
OR ampicillin* OR azithromycin* OR cefaclor* OR cephaclor* OR cefalexin* OR cephalexin* OR 
cefdinir* OR cefotaxim* OR cefpodoxim* OR cefprozil* OR ceftizox* OR ceftriaxon* OR cefuroxim* OR 
clarithromycin* OR clindamycin* OR doxycyclin* OR ertapenem* OR erythromycin* OR imipenem* OR 
levofloxacin* OR meropenem* OR moxifloxacin* OR trimethoprim*)[abs] 

#10 #9 OR #8 OR #7 OR #6 OR #5 OR #4 OR #3 OR #2 OR #1 
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# Searches 

#11 Pneumonia[mhe] 

#12 pneumonia*[title] OR pneumonia*[abs] 

#13 #12 OR #11 

#14 "Otitis Media"[mhe] 

#15 "otitis media"[title] OR "otitis media"[abs] 

#16 #15 OR #14 

#17 #16 OR #13 

#18 #17 AND #10 
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