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Abstract

Background: Parents are intricately involved in managing their child’s lower respiratory tract infection (LRTI). While medical and physiotherapy management of childhood respiratory infections has been studied, little is known about parents’ perspectives on the condition and its care.

Objectives: The aim of this study was to explore the experiences and challenges of parents of children with LRTI concerning medical and physiotherapy management.

Method: Parents of children under 3 years with LRTIs were invited to participate in a qualitative exploratory study. Semi-structured interviews were conducted. Each interview was coded, and deductive thematic analysis was used to identify themes.

Results: Data saturation was reached after 10 interviews and confirmed after 12 interviews. The mean ages of participants and their children were 34.3 (standard deviation [s.d.] ± 4.9) years and 18.8 (s.d. ± 6.5) months, respectively. The codes that emerged formed sub-themes within a main theme, which was labelled ‘It is tough taking care of a sick child’. The sub-themes identified were ‘personal challenges’, ‘treatment options’ and ‘parent understanding’.

Conclusion: Parents still felt ineffective and stressed about taking care of their child’s LRTI, despite the integral role that they play in the management of their child’s respiratory condition. Timely access to a multidisciplinary team of paediatric healthcare professionals who practice family-centred care positively influences the experience of caring for a sick child.

Clinical implications: Understanding parent perspectives will help healthcare professionals enhance a family-centred care approach, leading to better health outcomes.
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Introduction

Lower Respiratory Tract Infections (LRTIs) are a substantial cause of hospitalisation among infants and children in South Africa and globally (Kyu et al. 2016; Zar et al. 2020). A study by Mirkarimi et al. (2020) found that half of the children who required hospital admission for LRTIs were below 1 year of age. Despite improvements in management, LRTIs remain a significant concern in South African children under 5 years (Corten & Morrow 2020; Zar et al. 2020).

Lower Respiratory Tract Infection is an overarching term for infections, which are usually viral or bacterial, which involve the respiratory tract below the larynx. This includes bronchopneumonia, pneumonia, bronchiolitis and bronchitis (Boloursaz et al. 2013). The most common cause of LRTIs, particularly bronchiolitis, is the respiratory syncytial virus (RSV) (Nair et al. 2010). Children hospitalised with RSV-associated pneumonia frequently have co-occurring pneumococcal infections (White et al. 2016). Most children develop antibodies against RSV by 3 years of age, but this does not imply life-long immunity (Kutsaya et al. 2016).

Respiratory viruses cause harm to the epithelium of conducting airways and distal alveoli, where gas exchange occurs, resulting in excess mucus production because of inflammation and necrosis (Pham et al. 2020). Coughing, wheezing, increased work of breathing, nasal congestion, rhinorrhoea and fever are common features of LRTIs (Pham et al. 2020). Infants who still rely on nose-breathing may have difficulty feeding.

The diagnosis of LRTIs is usually based on clinical presentation (Mirkarimi et al. 2020). Rapid antigen and the multiplex polymerase chain reaction (PCR) tests are used to detect RSV (Newman et al. 2020). Medical management of LRTIs is determined by the severity of the patient’s symptoms. Oxygenation and hydration status are important factors to consider (Mallory et al. 2003). Nebulising with 3% saline is effective and is common practice (Hsieh et al. 2020; Ralston et al. 2014).

Infants with LRTIs frequently require chest physiotherapy (Morrow 2019) to facilitate the removal of excessive secretions (Volsko 2013) and improve breathing exertion and gaseous diffusion (De Boeck et al. 2008). Chest physiotherapy comprises a combination of nebulisation, postural drainage, percussions (De Boeck et al. 2008) and nasopharyngeal suctioning (Argent & Morrow 2004) to remove loosened secretions (Morrow & Argent 2008). Younger children who are unable to blow their nose and have a weak cough may benefit from suctioning.

Mobilisation in the form of play (Morrow 2019) and the active cycle of breathing technique (Fink 2007) can be used in combination with manual airway clearance treatment. Treatment plans should be individually determined depending on each child’s needs. Routine chest physiotherapy is unnecessary and has the potential to be costly and distressing for the child and caregiver (De Boeck et al. 2008; Krause & Hoehn 2000). Parents of children with cystic fibrosis are integrally involved in the continuation of chest physiotherapy treatment. This therapy involvement creates feelings of pressure and doubt, but also gives the parents the opportunity to facilitate a positive impact in their child’s life (Andrews, Smith & Cox 2020). The literature on the psychological effect of chest physiotherapy on both the child with an LRTI and their parents’ perspective towards it is limited. Educating parents on the various aspects of an LRTI is an effective method for preventing further infections and managing their expectations regarding respiratory management (Taylor, Kwan-Gett & McMahon 2003).

The stress of caring for a sick child can be mitigated by adopting the family-centred care approach. Family-centred care is a theoretical framework including parents in the planning of their child’s treatment regime (Shields et al. 2007). Family-centred care principles have shown that when parents are involved, there is a higher level of engagement from the child in treatment activities (Shields et al. 2007). Additionally, the parents’ anxiety levels are directly linked to those of the child (Cameron, Bond & Pointer 1996; Sweeney & Wilson 2023). Effective communication can decrease stress levels, improve participation and autonomy in daily activities. The healthcare team’s attitudes and behaviours can affect the parents’ concerns and level of engagement, influencing them in both positive and negative ways (Power & Franck 2008). Each family unit should be treated individually by a cohesive healthcare team. In children under the age of 5 years, parents are integrally involved in all aspects of care and management.

This study aimed to explore the experiences and challenges faced by parents of children aged under 3 years old, with LRTIs, regarding medical and physiotherapy management. The findings might assist the healthcare team to advocate for a more tailored, family-centred care approach to the management of children with LRTIs.

Research methods and design

This research study utilised a qualitative, exploratory descriptive approach. Individual, semi-structured interviews were conducted until data saturation was reached, defined as the point where no new themes or insights emerged from subsequent interviews. Participants were recruited from two different facilities – an inpatient paediatric unit at a private hospital, and an outpatient private practice setting. Both sites treat children between birth and 12 years of age and are in Gauteng (Foot 2023).

Participants were parents of children under 3 years of age who had a confirmed diagnosis of LRTI. Purposive sampling was used, and parents (mothers and fathers) of children referred for chest physiotherapy who met the specified inclusion criteria were invited to take part in the study. Children who had undergone at least one chest physiotherapy session, which was observed by the parent being interviewed, were included (Foot 2023). Parents of Neonatal Intensive Care Unit (NICU) and/or Paediatric Intensive Care Unit (PICU) patients were excluded, as their experiences differ significantly because of the higher emotional burden associated with intubation and critical care. The study focused specifically on non-intubated patients. Patients were not included if the researcher was the sole treating physiotherapist to avoid bias and coercion.

Ethical clearance and permission from the clinical sites were obtained. Potential participants were identified by the researcher at both research sites, in hospital and private practice settings, and were invited to participate in the study. Potential participants were provided with information regarding the study procedure, an explanation of the roles and responsibilities of both the parent participant and the researcher, who was the principal investigator and conducted all the interviews. A statement informing parents that they could withdraw from the study at any time without facing any consequences was included. This information was offered in the participant’s preferred language. A minimum of 24 h was given for parents to decide whether they wished to participate. If they agreed to participate, signed consent was obtained for both participation in the study and for the audio-recording of the interview (Foot 2023).

Semi-structured interviews were conducted at a mutually convenient time, either in the child’s own hospital room or a private room within the outpatient department. The participant completed a demographic questionnaire, which included questions on their background and the birth history of the child. A translator was available to translate from English to Sotho, Zulu, Tswana and Afrikaans, if required. All patients were comfortable to conduct the interview in English; thus, no translator was needed.

The semi-structured interviews were conducted by using an interview guide (Online Appendix 1) by the principal researcher (Danielle Foot) and were recorded on iPhone Audio-Note application. Two pilot interviews were conducted to ensure the recording was clear and to confirm that the questions were understood by participants and elicited the desired information. The pilot interviews were included for analysis after the principal researcher (Danielle Foot) and supervisor (Joanne L. Potterton) reviewed them, and no changes were deemed necessary (Foot 2023).

Participants could choose in which language they wanted to be interviewed. The in-person interviews lasted approximately 30 min. During the interview, short notes were made documenting reactions or relevant context. To minimise the paper trail, these notes were recorded on the back of the completed demographic questionnaire. Data saturation was achieved after 10 interviews when no new information emerged during the interviews (Foot 2023). This saturation was confirmed by adding another two interviews to ensure no new information emerged.

Once their interview was completed, participants were asked if they had any additional concerns or questions. Refreshments and various appropriate games and crafts were available to keep the children busy if they were present. All coronavirus disease 2019 (COVID-19) precautions and safety measures were followed. The principal researcher (Danielle Foot) anonymised and transcribed the interview verbatim. The audio recordings were deleted from the iPhone Audio-Note application, and the transcriptions, along with the demographic data and interview notes, were stored on a password-protected computer. Data will be stored and then deleted 2 years after publication (Foot 2023).

Demographic data were summarised and analysed using Excel. To analyse the interviews, a manual coding system was created. Primary codes were assigned using a deductive approach. A second-order category was developed from these codes (Punch 2014). Thematic analysis enabled themes to be developed from the categories. Relevant quotes were obtained from interviews to illustrate themes identified. Coding was carried out separately by the principal researcher (Danielle Foot) and supervisor (Joanne L. Potterton) and compared; no discrepancies were found (Foot 2023). This ensured intercoder reliability, adding to the overall consistency of the study.

To ensure trustworthiness, the principles outlined by Lincoln and Guba were applied (Lincoln & Guba 1985). The short notes made during the interviews contributed to the credibility of the findings. Thick descriptions of the two settings and characteristics of participants contributed towards ensuring transferability. Dependability was achieved by using a consistent interview guide (Online Appendix 1) across interviews. The use of raw quotes extracted from the interviews contributed to the authenticity of the themes (Colorafi & Evans 2016; Lincoln & Guba 1985). Ontological assumptions are identified and acknowledged. The principal researcher is a young physiotherapist without children of her own at the time of conducting the interviews. However, she treats multiple paediatric patients and interacts with these parents daily (Foot 2023).

Ethical considerations

The Human Research Ethics Committee of the University of the Witwatersrand granted ethical clearance (reference number: M210722). The study obeyed the ethical principles of justice, beneficence, autonomy and non-maleficence in accordance with the Declaration of Helsinki (World Medical Association 2013). A distress protocol was available if needed. If participants became distressed, they would be referred to a counselling psychologist who agreed to be available if required. However, this was not needed. Approval was obtained from the sites where the research was conducted. Written consent was secured for both participation in the study and for the audio recording of interviews (Foot 2023). Anonymity was achieved by assigning codes to each participant; no identifying information was used or recorded. Participants were assured that they may withdraw or choose not to answer a question without a formal reason and with no repercussions for the participant or patient.

Results

Data saturation was achieved after 12 interviews. Table 1 summarises the demographic information of the participants. All participants were the mothers of the children with a respiratory condition and were married. The mean age was 34.3 ± 4.9 years, and there was an equal number of participants from the inpatient and outpatient settings.
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The diagnosis of each child is documented in Table 2. The majority of the children were diagnosed with bronchiolitis (n = 8). Seven of the patients were diagnosed with RSV, and only one child had influenza A. In four cases, no specific pathogen was specified.
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Table 3 summarises the background information about the child and hospital admissions. The mean age of the children was 18.8 ± 6.5 months, six children had siblings, and nine attended crèche. Eight children had previous hospital admissions for a variety of illnesses. Six children had received chest physiotherapy prior to this illness. One child was born prematurely but was not admitted to the NICU and/or PICU.



[image: SAJP-82-2251-T3.jpg]

Thematic analysis

The codes that emerged formed sub-themes and one overarching theme. The main theme was ‘it is tough taking care of a sick child’. Figure 1 illustrates the development of the theme and sub-themes from the codes. Three sub-themes were identified, namely, personal challenges, treatment options and parent understanding.
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Personal challenges

Eat and sleep routine: The difficulty of ensuring that a sick child eats adequately and maintains his sleeping patterns emerged in 11 of the interviews:


‘[I]t’s been a bit of a challenge with regards to his sleeping, his eating, and drinking. With all the slime and the breathing problems, he has not really wanted to eat or drink …’ (Participant 2, mother, 31 years)



Financial and time implications: Over half of the participants (n = 7) highlighted the financial and time-related challenges associated with caring for a child with an LRTI. Mothers expressed how trying to balance caring for a sick child and working was a challenge, potentially impacting their ability to fulfil both roles:


‘[W]orking and looking after him is, is a 24 -7 thing, um, literally not leaving them alone.’ (Participant 5, mother, 39 years)

‘It’s a lot of work to do because you have to nebulise, you have to give them antibiotics, then you have to do the physio [physiotherapy]. So, it’s quite a lot.’ (Participant 7, mother, 29 years)



Participants spoke about financial strain caused by their child’s illness. Out-of-hospital visits and medication costs depleted their medical aid savings early in the year:


‘Very expensive. Our medical aid was depleted in June or July. So since then, we have to pay everything cash when we go to the doctor or yeah, and medicine and then physio [physiotherapy] as well, so it’s quite rough.’ (Participant 4, mother, 32 years)



Stress and worry: Participants experienced stressful emotions while taking care of their child with an LRTI. The things that worried mothers most were when their child was breathless and the fact that their children were still so young and vulnerable:


‘[I]t’s been fairly worrying given that she is so small and was born prematurely … so it is a little bit of a worry, especially because it’s now the start of RSV [respiratory syncytial virus] season …’ (Participant 9, mother, 37 years)

‘I was panicking.’ (Participant 8, mother, 31 years)



Treatment options

Self-management: The majority of participants had a range of home treatments they utilised before seeking professional assistance. Those who had previously experienced a ‘sick child’ episode noted that this prior experience helped them better manage the current situation:


‘Given that I’m a third-time mother and I’ve had a baby with RSV [respiratory syncytial virus]. I think I’ve handled it quite well … I was a little bit more worried this time, given that she is so small.’ (Participant 9, mother, 37 years)

‘She is the second born, um, I’ve known prior to now how to handle the situation. When she coughs, I always try to listen if it’s a wet or a dry cough … having a fever with it … What colour is the mucus … I’ll know whether to take her to the GP [general practitioner] or whether to take her to the paediatrician … we can’t treat her as effectively at home … I know what to expect. I know what is next … nothing shocks me anymore … I have seen it all …’ (Participant 12, mother, 30 years)



Parents experiencing a child with an LRTI for the first time did not have the same confidence:


‘So, because I was panicking, I ended up just touching and going, trying this spray, trying this medication.’ (Participant 8, mother, 31 years)



Physiotherapy: Participants had differing opinions about whether they preferred to be present during their child’s physiotherapy session or not. Seven participants reported that the child appeared significantly calmer when they were present during the physiotherapy session. One reported that she could not conclude whether it was better to be present during the treatment or not, and four stated that they chose not to be present as it upsets both the mother and their child:


‘[H]e realised that she’s not there to hurt him and I’m not going anywhere. So, I think he felt more at ease that I was there and he wasn’t being hurt at all.’ (Participant 1, mother, 27 years)

‘It’s calming for me to be with him …’ (Participant 5, mother, 39 years)



When asked about their experience with physiotherapy, the majority of parents (n = 11) reported that the experience was positive and beneficial for the child. Most mothers were initially concerned, then reassured once they had seen what treatment entailed:


‘General experience very, very happy … I think the physio [physiotherapy] made the biggest part of the difference for the hospital stay … it didn’t bother me that I was not present … Positive and it’s helped him to be able to breathe [referring to physiotherapy].’ (Participant 2, mother, 31 years)

‘Of course, the process of the physio [physiotherapy] is very, it’s very painful to the mom, but it has to be done. So, it’s not something I can say I’m concerned about. It’s just as a mom, I don’t want to see it … I just liked the results, but the process is it’s a bit painful to witness …’ (Participant 8, mother, 31 years)



Only one mother reported that it was traumatic, and she never wanted to go through the experience again:


‘So, I think we are both equally traumatised … she was screaming the whole time … I can’t go through it again. It’s just, it’s terrible seeing my child like that … So, whilst I understand she needs to have the physio [physiotherapy], it helps her. I mean, I, I can’t think that a child screaming like that, that it ultimately helps her.’ (Participant 6, mother, 42 years)



Mothers agreed that suctioning was the worst aspect of treatment but appreciated its value:


‘I think that is the most important [referring to the suctioning]. So, I think the suctioning is quite a traumatic experience. I think even for me, I was a bit traumatised. But it’s quick. And I think she realises afterwards, she feels better.’ (Participant 11, mother, 39 years)



Mothers expressed the need for healthcare professionals, including physiotherapists, to be trained in paediatrics. Overall, they were satisfied with the feedback received after treatment:


‘My experience up to now was that there was only one specific person who actually knew what she was doing. You are either meant to work with children or you are not. So, if you don’t know how to work with babies, you are at the wrong place.’ (Participant 5, mother, 39 years)



Healthcare team: The discussion about practitioner visits focused on the specialisation of care. The majority of mothers would rather take their child to a paediatrician rather than a GP (general practitioner) as they perceive the paediatrician as a clinical expert:


‘GPs don’t specialise in kids that much … they don’t know how to treat it … So that’s a very big problem … try to get to the paediatrician as soon as possible.’ (Participant 12, mother, 30 years)



Participants emphasised the need for improved communication regarding treatment plans and investigation results from the healthcare professionals. They also expressed a desire for medical practitioners to allocate more time for interactions and to listen more attentively to their concerns:


‘So, I do think if they actually just spend two minutes, just stop, just explain what’s happening.’ (Participant 6, mother, 42 years)



Hospital or emergency centre: The majority of mothers felt at peace knowing that their child was receiving professional treatment in the hospital:


‘Yes, definitely gave you some peace of mind [being admitted to hospital] … just to know that she is in good hands, and they are looking after her, so definitely peace of mind compared to being at home …’ (Participant 9, mother, 37 years)



Parent understanding

About the condition and treatment: Participants were able to express their understanding of what was wrong with their child:


‘Well, right now we do know that he is sick with a virus that affects his lungs. Um, well, he’s got a few viruses that it is affecting his lungs, his ears, and so forth. So, with the phlegm that is also building up, it makes it difficult … for him to breathe. So, the nebulising, the physio [physiotherapy] obviously helps to loosen the phlegm and for him to get it out, um, so that he can breathe … easier.’ (Participant 5, mother, 39 years)



Most mothers (n = 7) still wanted more information about the disease progression, the indications for treatment, and what outcomes could be expected:


‘I want to know, I want to understand what’s wrong, what we are, what we are trying to fix and how the treatment that they are prescribing is fitting into, getting her, getting her healthy.’ (Participant 6, mother, 42 years)



Decision-making: When asked about their involvement in the decision-making process regarding their child’s treatment, responses were mixed. Two out of the 12 mothers stated that they felt they knew their child best and valued being involved in the decision-making process:


‘Um, but everything explained and, you know, also I was involved with even nebulising her and … everything. So, I felt very involved.’ (Participant 9, mother, 37 years)

‘They ask us are you comfortable … we feel involved either me or the father. We were consulted.’ (Participant 12, mother, 30 years)



In contrast, some caregivers were happy for the healthcare team to take the lead in the decision-making:


‘They just say this is what’s going to happen. Um, and to be honest, I’m okay with that because I know that is what needs to happen for him to get better.’ (Participant 1, mother, 27 years)



Home management: The majority of participants raised concerns about home management after discharge:


‘[I]s there anything like at home that we could do that could maybe help that we’re not doing? Cause at the moment we just doing like medicine-based things we don’t really do physio [physiotherapy], like, you know, like how you would tap his back or something like that?’ (Participant 7, mother, 29 years)



Discussion

This study focused on exploring the experiences and concerns of parents of children under 3 years of age with LRTIs regarding the respiratory management of their child. The participants of this study were the mothers of the children (Foot 2023). Typically, women serve as the primary caregivers for their ill children while also managing their usual daily tasks and work obligations. This dual responsibility can contribute to maternal burnout, which may be alleviated by involving fathers and other family members in the caregiving process (Rafii, Oskouie & Shoghi 2014; Vieira & Cunha 2020), especially when children are ill with common childhood illnesses such as RSV.

Bronchiolitis caused by RSV was diagnosed in more than half of the children (n = 7). Respiratory Syncytial Virus is most prevalent between February and March in Gauteng, South Africa (White et al. 2016). In this study, children tested positive for RSV as early as December 2021 (Foot 2023). This early spike can be attributed in part to the COVID-19 pandemic and subsequent lockdowns. This led to decreased exposure to RSV, which in turn led to decreased RSV population immunity; this concept has been termed ‘RSV immunity debt’ (Billard & Bont 2022; Cohen et al. 2021). After the easing of lockdown regulations, there was a significant increase in exposure, leading to surges occurring out of season, particularly in young children (Foot 2023).

The mean age of patients in this study was 18.8 months. In a study by Mirkarimi et al. (2020), half of the children who required hospital admission were below 12 months of age (Mirkarimi et al. 2020). This is similar to our study, where 50% of the children who were admitted to the hospital were below 1 year of age. Children of this age require constant care; this can be challenging for the caregivers when the children are ill and demands increase.

Personal challenges

Most participants commented on how the disrupted sleeping habits of the sick child impacted negatively on the entire family. An LRTI impairs a child’s ability to breathe and cough effectively, which in turn negatively affects their sleep and eating habits (Pham et al. 2020).

Over half of the participants emphasised the time demands and financial strain of caring for a child with an LRTI (Foot 2023). A recent study found that in low-income households, the financial burden of an RSV illness episode amounted to 32% of the total monthly household income (Baral et al. 2020). This financial statement validates caregivers’ concerns about the expenses involved in caring for an ill child and would be of even greater concern to parents from low socio-economic backgrounds who were not represented in this study.

Although this study did not record whether the participant was employed or not, most mothers reported that looking after a sick child and working was challenging. There is a paucity of research on working mothers and the challenges they experience. The difficulty of dual responsibility is supported by a study by Vo et al. (2014), where 88.04% of caregivers reported how difficult it was to navigate daily tasks and responsibilities when caring for their sick or hospitalised children.

Consistent with previous research (Halls et al. 2017), parents of younger children tend to be more concerned about their child’s condition because of their limited ability to communicate and the potential for rapid deterioration. Participants mentioned that their treatment strategies during this stressful event were often ineffective and an emotional response to fear and anxiety, rather than a well-tailored management plan (Foot 2023). Parents are more cautious when their children are younger and are more likely to consult a healthcare provider (Halls et al. 2017).

Treatment options

Parents of children with cystic fibrosis are involved with the continuation of chest physiotherapy at home themselves, nebulising and percussions specifically (Andrews et al. 2020). Although there are currently no guidelines for managing LRTIs at home, most participants first attempted a combination of nebulising, medication and at-home suctioning devices before consulting a healthcare professional. However, they still lacked confidence and felt ineffective in their own approach and skills. Nebulisation at home with 3% saline (Hsieh et al. 2020) and the use of superficial nasal suctioning at home (Joshi, Parihar & Singh 2019) have both been described as effective home management strategies used by caregivers of children with LRTIs.

Mothers who had previously experienced a similar sickness episode felt more confident and prepared to manage the current situation, drawing on their past experiences (Foot 2023). Halls et al. (2017) state that a previous sickness experience was a guiding key factor enabling parents to judge the severity of their child’s illness.

When mothers did consult the healthcare team, they reported that they had conflicting feelings about being present during physiotherapy sessions. The majority of mothers said they would prefer to be present as it calms the child (Foot 2023). No literature was found on parental experiences of physiotherapy or witnessing the suctioning process; thus, the personal preference of the parent should prevail. Most participants appreciated the value of chest physiotherapy despite initial reticence. In our study, participants commented that watching their child being suctioned was traumatic, but that this is the technique that was most effective in improving the child’s clinical symptoms. This is the first study to identify the experience of parents witnessing the suctioning process; the findings can be used by physiotherapists to prepare parents for what they can expect during their child’s chest physiotherapy treatment and contribute to the current gap in the literature.

A related study by Andrews et al. (2020) investigated parents’ perspectives regarding their involvement in the respiratory care of their children with cystic fibrosis and found that parents can positively impact their child’s treatment experience. Providing parents with comprehensive education about chest physiotherapy treatment and its significance was beneficial for them (Andrews et al. 2020). This supports the findings of our study, where caregivers felt equipped after clarification or demonstration of the treatment technique (Foot 2023).

In this study, all mothers chose to consult a healthcare professional despite attempting their own treatment regimens (Foot 2023). This finding is not supported by the study from Hay et al. (2019), where only 8% of participants preferred to consult a healthcare professional for a paediatric respiratory infection; however, the recruitment strategy for the current study only included parents whose children were already receiving physiotherapy, which would bias this sample. Mothers commented that they would prefer to consult a paediatric expert, given that their child was still so young. Participants expressed their preference for a physiotherapist with experience and skill in paediatric treatment techniques rather than a generalist in the profession. Mothers stated that they prefer management and treatment tailored for their needs (Boelsma et al. 2021).

Mothers were not satisfied with the limited time spent by practitioners to actively listen to them and make an individualised clinical diagnosis and plan treatment based on their needs. This includes feedback on results and the severity of the condition. Rushed consultations and insufficient feedback are also mentioned by Hay et al. (2019) in their study performed in Bristol, United Kingdom, which investigated the proportion of parents seeking primary care help when their child develops a respiratory tract infection. A sick child admitted to the hospital is a stressful experience for any caregiver (Loyland et al. 2019); however, this study indicates that some caregivers felt reassured when their child was admitted to the hospital and receiving the care they needed.

Parent understanding

Mothers were able to identify their child’s symptoms, but they were not able to explain the underlying pathology. Halls et al. (2017) identified a similar gap in knowledge among parents regarding their child’s respiratory diagnosis. Participants emphasised the need for healthcare professionals to provide information regarding the rationale behind performing certain tests or treatment regimes, the indication for hospital admission, potential medication side-effects, and an explanation for deteriorating symptoms (Foot 2023). These issues should serve as an educational guide for healthcare professionals wishing to follow a family-centred care approach.

Parents play an integral role in managing their child’s respiratory illness. Participants emphasised that they understood their child the best and stressed that the healthcare professionals respected their opinions and insights (Foot 2023). This phenomenon of a ‘mother knows best’ correlates with a similar study (Halls et al. 2017). Halls et al. (2017) investigated the parent perspective regarding the management of their child with an LRTI, including the use of antibiotics. In line with family-centred care principles, primary caregivers are key participants in their child’s treatment process (Shields et al. 2007). Health education can equip parents to make informed decisions and feel empowered in the care of their child (Lopes & Dixe 2012). This education should be reinforced, and detailed individual discharge plans should be developed in consultation with the parents.

Strengths and limitations

To our knowledge, this is the first study to explore the perspective of parents regarding the medical and physiotherapy management of their child with an LRTI conducted in South Africa. It is also the first study to include parents’ perspectives about being present during physiotherapy treatment, specifically when their child was being suctioned. The research was carried out in Gauteng, South Africa, within private in-hospital and outpatient settings, allowing the results to be generalised to both populations (Foot 2023).

One of the limitations is that since participants were only recruited from private settings, the findings only reflect the perspectives of parents who access private healthcare. This excludes the majority of South Africans who rely on the public healthcare system, where resources, care pathways and family experiences may differ substantially. Findings cannot therefore be generalised to the public setting.

All children were under the age of 3 years and received nasopharyngeal suctioning as part of chest physiotherapy treatment. Therefore, parents of older children might express different attitudes and/or experiences and/or concerns. All participants were the mothers of the child; therefore, these findings may not be generalisable to other caregivers such as fathers, grandparents or other primary caregivers.

Implications for clinical practice

The aim of this study was to explore the attitudes, experiences and concerns of parents of children regarding the medical and physiotherapy management. These parent perspectives should serve as a foundation for guiding treatment goals. Parents must be allowed to decide whether or not they wish to be present during physiotherapy treatment sessions. Parents prefer healthcare professionals who are experts in paediatrics and who communicate openly and acknowledge that ‘the mother knows best’ (Foot 2023). Healthcare professionals should therefore explain techniques beforehand and offer reassurance, especially when using procedures that may appear distressing to parents, such as suctioning.

Healthcare professionals should be cognisant of the financial and time constraints faced by parents when planning a treatment programme. Supplementary educational material in the form of an advice pamphlet or educational video on respiratory treatment should be considered when advising the caregivers on the various treatment options and home management strategies available (Foot 2023).

Conclusion

This qualitative research study explored the experiences and challenges of parents regarding the management of their child with an LRTI. Mothers are the primary caregivers when their children are sick and try various home treatments before seeking medical attention for their child. Most mothers reported feeling ineffective in their management abilities and chose to seek professional advice. However, those who had experienced a previous sickness episode were more self-assured (Foot 2023).

The majority of mothers expressed satisfaction with the physiotherapy treatment and the feedback provided afterwards and preferred to be present during the sessions. They expressed the need for a good team of paediatric specialists and stressed the importance of good communication and education. Most mothers felt reassured when their child was admitted to a hospital, even though it disrupted the child’s routine.

As the patient population of this study only included the private sector, future research could be conducted to include the public sector as well. The involvement of the father in the management of a child with an LRTI could also be investigated.

The overarching theme of this qualitative study was ‘It is tough taking care of a sick child’. Healthcare professionals should consider this perspective when developing a personalised respiratory management plan for each child in collaboration with their families (Foot 2023). The findings of this study highlight the need for a holistic family-centred care approach that incorporates a parental perspective into paediatric respiratory care in managing children with LRTIs.

Acknowledgements

This article is based on Danielle Foot’s research report entitled ‘The attitudes, experiences, and concerns of parents of children aged under three years old, with lower respiratory tract infections, regarding respiratory management’ for her master’s degree in Physiotherapy, Department of Physiotherapy, University of the Witwatersrand, South Africa, with supervisor Prof. Joanne Potterton, awarded June 2022. The authors would like to acknowledge all the participants (mothers caring for their sick children) who consented to participate in their study.

Competing interests

The authors declare that they have no financial or personal relationships that may have inappropriately influenced them in writing this article.

CRediT authorship contribution

Danielle Foot: Conceptualisation, Data curation, Formal analysis, Methodology, Writing – original draft, Writing – review & editing. Joanne L. Potterton: Formal analysis, Methodology, Supervision, Writing – review & editing. All authors reviewed the article, contributed to the discussion of results, approved the final version for submission and publication, and take responsibility for the integrity of its findings.

Funding information

This research received no specific grant from any funding agency in the public, commercial or not-for-profit sectors.

Data availability

Data will be made available upon request and after considering the intentions of use, ethical clearance and appropriateness of available data. The corresponding author, Joanne L. Potterton, may be contacted in this regard.

Disclaimer

The views and opinions expressed in this article are those of the authors and are the product of professional research. The article does not necessarily reflect the official policy or position of any affiliated institution, funder, agency or that of the publisher. The authors are responsible for this article’s results, findings and content.

References

Andrews, K., Smith, M. & Cox, N.S., 2020, ‘Physiotherapy: At what cost? Parents experience of performing chest physiotherapy for infants with cystic fibrosis’, Journal of Child Health Care 25(4), 616–627. https://doi.org/10.1177/1367493520976481

Argent, A.C. & Morrow, B.M., 2004, ‘What does chest physiotherapy do to sick infants and children?’, Intensive Care Medicine 30(6), 1014–1016. https://doi.org/10.1007/s00134-004-2216-6

Baral, R., Mambule, I., Vodicka, E., French, N., Everett, D., Pecenka, C. et al., 2020, ‘Estimating the economic impact of respiratory syncytial virus and other acute respiratory infections among infants receiving care at a referral hospital in Malawi’, Journal of the Pediatric Infectious Diseases Society 9(6), 738–745. https://doi.org/10.1093/jpids/piaa157

Billard, M.-N. & Bont, L.J., 2022, ‘Quantifying the RSV immunity debt following COVID-19: A public health matter’, The Lancet Infectious Diseases 23(1), 3–5. https://doi.org/10.1016/S1473-3099(22)00544-8

Boelsma, F., Bektas, G., Wesdorp, C.L., Seidell, J.C. & Dijkstra, S.C., 2021, ‘The perspectives of parents and healthcare professionals towards parental needs and support from healthcare professionals during the first two years of children’s lives’, International Journal of Qualitative Studies on Health and Well-being 16(1). https://doi.org/10.1080/17482631.2021.1966874

Boloursaz, M.R., Lotfian, F., Aghahosseini, F., Cheraghvandi, A., Khalilzadeh, S., Farjah, A. et al., 2013, ‘Epidemiology of lower respiratory tract infections in children’, Journal of Comprehensive Pediatrics 4(2), 93–98. https://doi.org/10.17795/compreped-10273

Cameron, J., Bond, M. & Pointer, S., 1996, ‘Reducing the anxiety of children undergoing surgery: Parental presence during anaesthetic induction’, Journal of Paediatrics and Child Health 32(1), 51–56. https://doi.org/10.1111/j.1440-1754.1996.tb01542.x

Cohen, R., Ashman, M., Taha, M.-K., Varon, E., Angoulvant, F., Levy, C. et al., 2021, ‘Pediatric Infectious Disease Group (GPIP) position paper on the immune debt of the COVID-19 pandemic in childhood, how can we fill the immunity gap?’, Infectious Diseases Now 51(5), 418–423. https://doi.org/10.1016/j.idnow.2021.05.004

Colorafi, K.J. & Evans, B., 2016, ‘Qualitative descriptive methods in health science research’, HERD: Health Environments Research & Design Journal 9(4), 16–25. https://doi.org/10.1177/1937586715614171

Corten, L. & Morrow, B.M., 2020, ‘Use of airway clearance therapy in children hospitalised with acute lower respiratory tract infections in a South African paediatric hospital’, South African Journal of Physiotherapy 76(1), 1367. https://doi.org/10.4102/sajp.v76i1.1367

De Boeck, K., Vermeulen, F., Vreys, M., Moens, M. & Proesmans, M., 2008, ‘Airway clearance techniques to treat acute respiratory disorders in previously healthy children: Where is the evidence?’, European Journal of Pediatrics 167(6), 607–612. https://doi.org/10.1007/s00431-008-0689-y

Fink, J.B., 2007, ‘Forced expiratory technique, directed cough, and autogenic drainage’, Respiratory Care 52(9), 1210–1223.

Fisk, A.C., 2018, ‘The effects of endotracheal suctioning in the pediatric population: An integrative review’, Dimensions of Critical Care Nursing 37(1), 44–56. https://doi.org/10.1097/DCC.0000000000000275

Foot, D., 2023, ‘The attitudes, experiences, and concerns of parents of children aged under three years old, with lower respiratory tract infections, regarding respiratory management’, MSc Research report Department of Physiotherapy, University of the Witwatersrand.

Halls, A., Van’t Hoff, C., Little, P., Verheij, T. & Leydon, G.M., 2017, ‘Qualitative interview study of parents’ perspectives, concerns and experiences of the management of lower respiratory tract infections in children in primary care’, BMJ Open 7(9), e015701. https://doi.org/10.1136/bmjopen-2016-015701

Hay, A.D., Anderson, E., Ingle, S., Beck, C. & Hollingworth, W., 2019, ‘Respiratory tract infections in children in the community: Prospective online inception cohort study’, Annals of Family Medicine 17(1), 14–22. https://doi.org/10.1370/afm.2327

Hsieh, C.-W., Chen, C., Su, H.-C. & Chen, K.-H., 2020, ‘Exploring the efficacy of using hypertonic saline for nebulizing treatment in children with bronchiolitis: A meta-analysis of randomized controlled trials’, BMC Pediatrics 20(1), 434. https://doi.org/10.1186/s12887-020-02314-3

Joshi, K., Parihar, A. & Singh, J., 2019, ‘Effect of nasal suction on reliving feeding difficulty in children affected with bronchiolitis’, International Journal of Contemporary Pediatrics 7, 168. https://doi.org/10.18203/2349-3291.ijcp20195748

Krause, M.F. & Hoehn, T., 2000, ‘Chest physiotherapy in mechanically ventilated children: A review’, Critical Care Medicine 28(5), 1648–1651. https://doi.org/10.1097/00003246-200005000-00067

Kutsaya, A., Teros-Jaakkola, T., Kakkola, L., Toivonen, L., Peltola, V., Waris, M. et al., 2016, ‘Prospective clinical and serological follow-up in early childhood reveals a high rate of subclinical RSV infection and a relatively high reinfection rate within the first 3 years of life’, Epidemiology and Infection 144(8), 1622–1633. https://doi.org/10.1017/S0950268815003143

Kyu, H.H., Pinho, C., Wagner, J.A., Brown, J.C., Bertozzi-Villa, A., Charlson, F.J. et al., 2016, ‘Global and national burden of diseases and injuries among children and adolescents between 1990 and 2013’, JAMA Pediatrics 170(3), 267–287. https://doi.org/10.1001/jamapediatrics.2015.4276

Lincoln, Y.S. & Guba, E.G., 1985, Naturalistic inquiry, Sage, Beverly Hills, CA.

Lopes, M.d.S.d.O.C. & Dixe, M.d.A.C.R., 2012, ‘Positive parenting by parents of children up to three years of age: Development and validation of measurement scales’, Revista Latino-Americana de Enfermagem 20(4), 787–795. https://doi.org/10.1590/S0104-11692012000400020

Loyland, B., Angelhoff, C., Kristjánsdóttir, G. & Sjolie, H., 2019, ‘A systematic integrative review of parents’ experience and perception of sleep when they stay overnight in the hospital together with their sick children’, Journal of Clinical Nursing 29(5–6), 706–719. https://doi.org/10.1111/jocn.15134

Mallory, M.D., Shay, D.K., Garrett, J. & Bordley, W.C., 2003, ‘Bronchiolitis management preferences and the influence of pulse oximetry and respiratory rate on the decision to admit’, Pediatrics 111(1), e45–e51.

Mirkarimi, M., Alisamir, M., Saraf, S., Heidari, S., Barouti, S. & Mohammadi, S., 2020, ‘Clinical and epidemiological determinants of lower respiratory tract infections in hospitalized pediatric patients’, International Journal of Pediatrics 2020, 8844420. https://doi.org/10.1155/2020/8844420

Morrow, B.M., 2019, ‘Airway clearance therapy in acute paediatric respiratory illness: A state-of-the-art review’, South African Journal of Physiotherapy 75(1), 1–12. https://doi.org/10.4102/sajp.v75i1.1295

Morrow, B.M. & Argent, A.C., 2008, ‘A comprehensive review of pediatric endotracheal suctioning: Effects, indications, and clinical practice’, Pediatric Critical Care Medicine 9(5), 465–477. https://doi.org/10.1097/PCC.0b013e31818499cc

Nair, H., Nokes, D.J., Gessner, B.D., Dherani, M., Madhi, S.A., Singleton, R.J. et al., 2010, ‘Global burden of acute lower respiratory infections due to respiratory syncytial virus in young children: A systematic review and meta-analysis’, Lancet (London, England) 375(9725), 1545–1555. https://doi.org/10.1016/S0140-6736(10)60206-1

Newman, H., Tshabalala, D., Mabunda, S., Nkosi, N. & Carelson, C., 2020, ‘Rapid testing for respiratory syncytial virus in a resource-limited paediatric intensive care setting’, African Journal of Laboratory Medicine 9(1), 1084. https://doi.org/10.4102/ajlm.v9i1.1084

Peyrovi, H., Alinejad-Naeini, M., Mohagheghi, P. & Mehran, A., 2014, ‘The effect of facilitated tucking position during endotracheal suctioning on physiological responses and coping with stress in premature infants: A randomized controlled crossover study’, The Journal of Maternal-Fetal & Neonatal Medicine 27(15), 1555–1559. https://doi.org/10.3109/14767058.2013.868429

Pham, H.T., Nguyen, P.T.T., Tran, S.T. & Phung, T.T.B., 2020, ‘Clinical and pathogenic characteristics of lower respiratory tract infection treated at the Vietnam National Children’s Hospital’, Canadian Journal of Infectious Diseases and Medical Microbiology 2020, 7931950. https://doi.org/10.1155/2020/7931950

Punch, K., 2014, Introduction to social research, 3rd edn., Sage, London.

Rafii, F., Oskouie, F. & Shoghi, M., 2014, ‘Caring for a child with cancer: Impact on mother’s health’, Asian Pacific Journal of Cancer Prevention 15(4), 1731–1738. https://doi.org/10.7314/APJCP.2014.15.4.1731

Ralston, S.L., Lieberthal, A.S., Meissner, H.C., Alverson, B.K., Baley, J.E., Gadomski, A.M. et al., 2014, ‘Clinical practice guideline: The diagnosis, management, and prevention of bronchiolitis’, Pediatrics 134(5), e1474–e1502. https://doi.org/10.1542/peds.2014-2742

Shields, L., Pratt, J., Davis, L. & Hunter, J., 2007, ‘Family-centred care for children in hospital Issue’, Cochrane Database of Systematic Reviews 1, CD004811. https://doi.org/10.1002/14651858.CD004811.pub2

Sweeney, S. & Wilson, C., 2023, ‘Parental anxiety and offspring development: A systematic review’, Journal of Affective Disorders 327, 64–78. https://doi.org/10.1016/j.jad.2023.01.128

Taylor, J.A., Kwan-Gett, T.S.C. & McMahon, E.M., 2003, ‘Effectiveness of an educational intervention in modifying parental attitudes about antibiotic usage in children’, Pediatrics 111(5), e548–e554.

Vieira, A.C. & Cunha, M.L.D.R., 2020, ‘My role and responsibility: Mothers’ perspectives on overload in caring for children with cancer’, Revista da Escola de Enfermagem da USP 54, e03540. https://doi.org/10.1590/s1980-220x2018034603540

Vo, P., Mitchell, I., Gooch, K.L., Manthena, S., Holton, M.J. & Ruff, M., 2014, ‘The disease burden associated with infant hospitalization for a lower respiratory tract infection (Lrti) in Canada’, Value in Health 17(3), A179. https://doi.org/10.1016/j.jval.2014.03.1042

Volsko, T.A., 2013, ‘Airway clearance therapy: Finding the evidence’, Respiratory Care 58(10), 1669–1678. https://doi.org/10.4187/respcare.02590

White, D.A., Madhi, S.A., Jeena, P., Zar, H.J., Morrow, B.M., Masekela, R. et al., 2016, ‘Acute viral bronchiolitis in South Africa: Viral aetiology and clinical epidemiology’, SAMJ: South African Medical Journal 106(5), 443–445.

World Medical Association, 2013, World medical association declaration of Helsinki: Ethical principles for medical research involving human subjects, viewed 16 May 2023, from https://jama.jamanetwork.com/article.aspx?articleid=1760318.

Zar, H.J., Nduru, P., Stadler, J.A.M., Gray, D., Barnett, W., Lesosky, M. et al., 2020, ‘Early-life respiratory syncytial virus lower respiratory tract infection in a South African birth cohort: Epidemiology and effect on lung health’, The Lancet Global Health 8(10), e1316–e1325. https://doi.org/10.1016/S2214-109X(20)30251-5

OPS/symbol.jpg
 — .\

\ U





OPS/SAJP-82-2251-F1.jpg
~ =y

Personal challenges Treatment options Parent understanding
L—» Eat/sleep routine — Self-management
L——» About condition and treatment
L——» Financial and time implication L » Physiotherapy
) Decision making
L—» Recurrence and lack of resolution L Healthcare team
L 5 Home management
L » Stress and worry L———»  Hospital/emergency centre

Source: Foot, D., 2023, ‘The attitudes, experiences, and concerns of parents of children aged under three years old, with lower respiratory tract infections, regarding respiratory management’, MSc
Research report Department of Physiotherapy, University of the Witwatersrand.

FIGURE 1: Thematic analysis.
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TABLE 2: The diagnosis of each child is documented as reported by the mother
(N=12).

agnosis

Bronchiolitis
Pneumonia
Bronchopneumonia
RSV detected

NN N o

RSV, respiratory syncytial virus.





OPS/SAJP-82-2251-T1.jpg
TABLE 1: Demographic information of participants (N =12).

Demographic data n Meantsd.  Median 1R
Age (years) - 34.2:49 335 30.5-39.0
Mother 12 B - :
Tertiary Education 11 = B -
Attended outpatient setting 6 - B .
Attended in-hospital setting 6 = - -

s.d., standard deviation; IQR, interquartile range.
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TABLE 3: Background information pertaining to the child and hospital admissions
(N=12).

Additional child information n  Meantsd. Median 1R
Age (months) - 188%65 165 85-22.5
Has siblings - - B

Attends créeche

6
9

Had a previous hospital admission 8 - - -
Previous chest physiotherapy 6
1

Premature birth (< 37 weeks)

s.d., standard deviation; IQR, interquartile range.





