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¿Consejo o prescripción? Análisis de las recomendaciones pediátricas  
en las consultas del programa de salud infantil

Introduction: reasoning the recommendations increases mothers’ adherence and satisfaction in the 
healthy child program visits. A recommendation can be considered an advice or a prescription according 
to its reasoning.
Aims: in this study we described and analyzed the use of advice and prescription in the recommenda-
tions made by pediatricians to mothers in the healthy child program visits. We analyzed the quantity 
and quality of recommendations, its content and its relation to the visits’ duration, and the character-
istics of the child and mother.
Methods: we audio-taped 50 visits of five pediatricians and we classified, through content analysis, the 
recommendations in six categories: secondary prevention, primary prevention, health promotion, de-
velopment, education and family relationships.
Results: pediatricians made 4.37 recommendations per visit, 69% by their own initiative and 31% by 
mothers’ request. Pediatricians make recommendations mainly about health promotion (32.87%), sec-
ondary prevention (17.13%) and primary prevention (10.19%). The amount of recommendations was 
positively associated with the visit’s length (M=16.10 minutes) and negatively related with child’s age. 
The pediatricians used much more advice (70%) than prescription (30%). The effect of the mothers’ 
educational level wasn’t observed.
Conclusions: there was a great heterogeneity between pediatricians in all observed variables; this sug-
gests that there exist different pediatric styles whose characteristics and effects deserve further investi-
gation in future studies in order to help pediatricians to improve their professional practice.

Introducción: razonar las recomendaciones aumenta la adhesión y satisfacción de las madres en las 
consultas del programa de salud infantil. Una recomendación puede ser considerada consejo o prescrip-
ción según sea razonada o no.
Objetivos: en el presente estudio describimos y analizamos el uso del consejo y la prescripción en las 
recomendaciones transmitidas a las madres en el ámbito del programa de salud infantil. Analizamos la 
cantidad y calidad de las recomendaciones, su contenido y su relación con la duración de la consulta, y 
con las características del niño y de la madre.
Material y métodos: grabamos 50 consultas de cinco pediatras y, a través del análisis de contenido, 
clasificamos las recomendaciones en seis categorías: prevención secundaria, prevención primaria, pro-
moción de la salud, desarrollo, educación y relación familiar.
Resultados: los pediatras realizan 4,37 recomendaciones por consulta, el 69% por iniciativa propia y el 
31% a petición de las madres. Los pediatras hacen sobre todo recomendaciones acerca de la promoción 
de la salud (32,87%), la prevención secundaria (17,13%) y la primaria (10,19%). La cantidad de reco-
mendaciones está positivamente asociada con la duración de la consulta (M=16,10 minutos) y negati-
vamente asociada con la edad del niño. Los pediatras utilizaron mucho más el consejo (70%) que la 
prescripción (30%). No observamos efecto del nivel de escolaridad de la madre.
Conclusión: en todas las variables observadas existe una gran heterogeneidad entre los pediatras, lo 
que sugiere que existen estilos pediátricos diferentes cuyas características y efectos merecen ser inves-
tigados en trabajos futuros para ayudar a los pediatras a mejorar su práctica profesional.

How to quote this article: Nunes C, Ayala Ruano M. Advice or prescription? Analysis of the pediatric recommendations in the healthy child program visits. 
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INTRODUCTION

Paediatricians are the main technical source of 

counselling for parents in the development and 

education of their children1-6, and in Andalusia 

they operate within the institutional framework of 

the well-child programme. The programme tasks 

paediatricians with the prevention, early detec-

tion, and treatment of diseases and abnormalities 

in development, but also with supporting parents 

in the education of their children toward the ac-

quisition of healthy habits7. However, there is lim-

ited knowledge about the specific manner in 

which paediatricians make these recommenda-

tions and of their contents. Although they are 

hardly taken into account in paediatrics education 

and research, well-child visits, in which health-

promoting and disease-prevention activities are 

carried out, constitute a central aspect of the pae-

diatric practise8.

The paediatric agenda is organised according to a 

biomedical perspective in which psychosocial and 

educational issues are deemed secondary9-15. Still, 

paediatricians adhere to the general principles of 

health promotion9,16 and the American Academy 

of Pediatrics17 considers that psychosocial issues 

are growing in significance due to their frequency 

and relevance.

On the other hand, there is ample empirical evi-

dence that mothers wish they were given more 

information than they actually receive5,12,14,18 and 

that child development and education were ad-

dressed more during visits2,19.

Interpersonal communication between mothers 

and paediatricians is important because it has an 

effect on the outcomes of paediatric healthcare. 

The effectiveness of such communication is corre-

lated to the mothers’ satisfaction, compliance 

with paediatrician recommendations, and the dis-

cussion of psychosocial issues2,20-25. On the other 

hand, a lack of information, receiving erroneous 

information, and a lack of sensitivity towards their 

needs are the main complaints expressed by 

mothers22,23,25,26.

Efficient communication is based on the use of 

techniques that help express parental doubts and 

concerns and promote understanding of and com-

pliance with doctor recommendations. One tech-

nique that is very important is explaining the 

guidelines and the reasons behind them21,22,24,27. 

Explaining the rationale for recommendations 

helps mothers integrate them in a coherent ac-

count of the enormous set of factors that deter-

mine the health, development, and education of 

their child. 

A medical recommendation can be given as coun-

selling or as prescription21,27. We define counselling 

as giving guidelines in a reasoned-out or detailed 

manner, and prescription as making the recom-

mendation without explaining its purpose or the 

set of causal relationships into which it fits.

The validity of most studies in this field is affected 

by the use of self-administered questionnaires or 

telephone surveys. It limits the inferences that can 

be made regarding communication characteristics 

and quality, and underscores the need for studies 

based on the direct observation of healthcare visits.

The purpose of this study is to describe and ana-

lyse the use of counselling and prescription in the 

recommendations made to mothers in the context 

of the well-child programme by analysing integral 

recordings of the visits. We studied the quantity 

and quality of the recommendations, their con-

tent, and their relationship to the duration of the 

visit and the mother and child characteristics. 

MATERIALS AND METHODS

Participants

We observed 50 visits with five paediatricians (one 

male and four females) selected from three health-

care districts in the province of Seville (Spain), with 

a mean age of 45.6 years (standard deviation [SD] 

9.48; minimum [min.] 34; maximum [max.] 63) 

and 16.8 years of professional experience. The se-

lection criteria were accessibility and having more 

than five years of professional experience in 

Primary Care. All the paediatricians we contacted 

agreed to participate. 
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The mean age of the children who came for the 

visits was 16.48 months (SD 18.45; min. 0.33; max. 

60), the mean age of the mothers was 32.05 years 

(SD 4.16; min. 22; max. 41) and they had complet-

ed 9.7 years of education on average (SD 2.71; min. 

8; max. 15).

Procedure

After obtaining the necessary authorizations and 

the informed consent of the mothers, we observed 

and audio-recorded the first ten consecutive visits 

already scheduled in the appointment calendar of 

the healthcare centre. The recordings were fully 

transcribed and then analysed to make qualitative 

and quantitative descriptions of the recommenda-

tions given by the paediatrician and those request-

ed by the mothers. We excluded one of the visits 

because the constant crying of the child made 

transcribing it impossible.

To quantify the recommendations, we used the 

significance criterion. Thus, a recommendation 

given by the paediatrician can consist of a single 

sentence: “Don’t use the walker, because it causes 

accidents at home and can hurt the hips” or be de-

veloped in several sequential sentences, for exam-

ple to introduce the topic of psychomotor develop-

ment: “The important thing right now is to 

stimulate her. As for her [a different sister], she does 

not need it, she’s doing quite well. (…) But you also 

should not force them to stand. Nor do anything 

that does not fit their age. Right now their develop-

ment is exactly what is expected for their age”. 

As we noted before, we differentiate between two 

types of recommendation: counselling and pre-

scription. We understand counselling as giving 

guidelines along with a rationale for them or in a 

detailed manner, that is, using at least one of the 

following explanations: a detailed account of the 

proposed course of action, examples, and explain-

ing the reasons for doing it. The counselling can 

address behaviours, feelings, and ways to manage 

problems such as diseases or discomfort. In the 

two following examples, they explain the rationale 

for avoiding a behaviour that has a causal relation-

ship with unwanted outcomes:

“Don’t use the walker, because it causes accidents at 

home and can hurt the hips” (paediatrician 1, visit 4).

“Well, you see, he’s quite a restless boy, right?, and it 

is quite common for this kind of kid to stutter when 

he is three or four, you know? Because they just go 

really fast and they cannot articulate what they 

want to say properly, you see? It’s quite common 

and it’s perfectly fine. It’s going to go away, unless 

you traumatise him, nagging him and pushing him, 

which is what we used to do before, and then the 

stutter remained for life. What you need to do when 

you see that he is a bit overexcited and having trou-

ble organising his words is tell him, ‘don’t worry, you 

can tell me later’. And later on, when he is calmer, he 

tells you. Don’t let anyone in the family push him” 

(paediatrician 3, visit 3).

By comparison, we define prescription as those 

recommendations given without an explanation 

of their purpose or the causal chain into which 

they fit, as happens in the following examples: 

“You should control a bit what television pro-

grammes they watch” (paediatrician 1, visit 3).

“Is the child still using the pacifier or not? (...) You can 

start withdrawing it soon” (paediatrician 3, visit 7).

We grouped the topics of the recommendations 

into the following broad categories: secondary 

prevention, primary prevention, health promo-

tion, development, education, and parenting and 

the family relationship, which are articulated 

around two axes: the natural history of disease 

and psychosocial development (Table 1).

The face validity (clarity and relevance) of the list 

of categories can be estimated according to their 

definition (Table 1). The content validity was satis-

factory, as all segments of the transcribed text fit 

into the defined categories. The principal investi-

gator and a trained research assistant analysed 

and codified every visit independently. 

Disagreements were infrequent (<3% of observa-

tions) and were resolved by consensus.

The codification, tabulation, and graphic represen-

tation of the data were done in Excel® and the sta-

tistical analysis performed with SPSS® v.18. We 

used the following measures in our descriptive 
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statistical analysis: mean (M), standard deviation 

(SD), coefficient of variation (CV), minimum (min.) 

and maximum (max.). In our inferential statistical 

analysis we used the chi-squared test (χ2), ANOVA 

(F), Pearson’s coefficient (r) and linear regression 

(R2). The independent variables under study were: 

paediatrician, age and sex of the child, age, and 

mother’s educational level.

RESULTS

Paediatricians made some recommendations in 

nearly every visit (46 out of 49; 94%). Of a total of 

214 recommendations, 147 (69%) were the result 

of the paediatrician’s initiative, while 67 (31%) 

were sought by the mothers. This amounts to 4.37 

recommendations per visit (SD 2.83, min. 0, max. 

11), three of which were given by the paediatri-

cian’s initiative (SD 2.15, min. 0, max. 8) and 1.4 

requested by the mothers (SD 1.57, min. 0, max. 8). 

In Fig. 1 we observe a wide variation between pae-

diatricians in the distribution of the initiative for 

giving the recommendations (CV for paediatrician 

initiative 24%, CV for mother initiative 32%, χ2 

107.00; p=0.0009). 

When we analysed the contents assigned to the 

general categories, we observed that the paediat-

ric agenda was mostly focused on biomedical as-

pects (Fig. 2). Paediatricians made recommenda-

Table 1. Categories, definition and examples of pediatric recommendations
Categories Definition Examples

Secondary prevention Intervention aiming at the early detection 
of anomalous health states with the 
purpose of reducing harm

•  “Look, continue taking the antibiotics, with the treatment 
you were given. Express a little bit of milk when you get 
really frustrated, because it is going to be uncomfortable. 
(…) Did it give you a fever today? (…) Well, if you start 
having a fever again or it starts getting worse, go to the 
maternity ward to see a specialist, OK?”  (P 3, C 5)

•  “What can I do about the gases?”  (M 2, P 5)
Primary care Intervention aiming at preventing the 

development of the disease. It is limited 
to assessing for a nosological entity 
or a specific group of entities with a 
syndromic association

•  “Be careful with home accidents now, when he starts to 
walk (…), medications, remove what is within his reach (…)”  
(P 2, C 9)

•  “(…) When he starts school (he’ll be vaccinated) because 
there is a new vaccine against meningitis, that famous one, 
remember, the one they did not want (…)”  (P 3, C 7)

Health promotion Process of giving people the tools to 
increase the degree of control they exert 
on their health so they can 

•  “(…) Continue with follow-on formula until we meet next 
time (…)”  (P 2, C 9)

•  “We have to take baths every day, OK? Now that they are 
bigger, sometimes they don’t want to bathe (…)”  (P 1, C 9)

Development Intervention aiming at assessing or 
promoting the development of the child, 
and giving advice about it

•  “The issue of talking, of language, that worries you so. 
For now, just leave it this summer. When school starts, go 
talk to the school psychologist, all right? (…) I think he’s 
just a restless boy, because when he is calm it is easy to 
understand him “ (P 3, C 3)

Education Intervention meant to evaluate, offer 
guidance, or improve the parents’ 
educational strategies and activities 

•  “And sometimes Carlos hits them. And I often have to spank 
him in the butt. I don’t like doing it, but… “  (M 4, P 1)

•  “ You should control a bit what television programmes they 
watch, OK? And have them go to bed early “ (P 1, C 8)

Family relationship Intervention meant to evaluate, 
strengthen, or improve the affective 
bonds that join the family members

•  “Find short stretches to have some alone time with your 
girl. (…) No, the two of you alone. Let the grandma stay 
with the boy and you play with her the way you used to, so 
she can see she has not lost anything. (…) I am sure it has 
to come out in many ways (the jealousy), and it is not all 
out yet, you see? It’s 15 days, but let her say it, whatever she 
needs to say “  (P 3, C 5)

C: consultation; M: mother; P: pediatrician.
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tions for the purposes of health promotion most 

frequently (32.87%), followed by secondary 

(17.13%) and primary prevention (10.19%). 

Development (4.17%), education (3.24%), and fam-

ily relationships (0.93%) were barely the subject of 

occasional recommendations (χ2 237.89; p=0.000).

The mean duration of the visits was of 16.1 min-

utes (SD 5.72, min. 6, max. 24). There was a signifi-

cant difference between paediatricians (F 4.55; 

p=0.004). The duration showed a strong positive 

correlation to the number of recommendations, 

with a new recommendation occurring every three 

minutes (r 0.556; p=0.00003). 
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Figure 1. Mean number of recommendations made by paediatrician’s initiative and requested by mothers
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Figure 2. General categories of recommendations
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As we have said above, when it comes to recom-

mendations it is important to distinguish between 

counselling and prescriptions. Paediatricians used 

counselling (149/214; 70%) more often than pre-

scription (65/214; 30%) (χ2 32.97; p=0.000). In 

each visit, an average of 3.04 counselling recom-

mendations (SD 2.51, min. 0; max. 9) and of 1.33 

prescriptions (SD 1.48, min. 0, max. 7) were given. 

The effect of visit duration is more pronounced in 

counselling (R2 0.24; p=0.000) than in prescription 

(R2 0.06; p=0.100).

There is great variability between paediatricians 

both in the mean number of recommendations 

given (CV 38.38%) as well as the mean number of 

prescriptions (CV 40.75%) (Fig. 3). 

The paediatrician was more likely to explain a rec-

ommendation if it had been requested by the 

mother, although the difference was not statisti-

cally significant. The recommendation/prescrip-

tion ratio is 3.47 when the mother takes the initia-

tive and 1.94 when the initiative is from the 

paediatrician (χ2 2.94; p=0.086).

On the other hand, the regression curves of Fig. 4 

show that as the age of the child increases, pre-

scription becomes more frequent (p=0.048) and 

counselling less so (p=0.015). The counselling-to-

prescription ratio becomes inverted at around 

three and a half years of age. No other characteris-

tic of the child or the mother is associated to the 

frequency of counselling or prescription recom-

mendations.

DISCUSSION

In the observed well-child visits, paediatricians 

gave a considerable amount of recommendations. 

Only 6% of visits did not include recommenda-

tions. These data are in agreement with the obser-

vations of previous studies28,29. It is certainly a 

good thing that most recommendations are of the 

counselling as opposed to the prescription type. 

Accompanying the recommendations with expla-

nations has several positive effects: it improves the 

understanding of their usefulness, results in in-

creased compliance, raises the levels of satisfac-

tion, and gives skills and confidence to women in 

their role as mothers2,20-24. 

The fact that nearly a third of recommendations 

were sought by mothers, and that in these cases 
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Figure 3. Mean number of counselling and prescription recommendations by paediatrician
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paediatricians gave more explanations as they an-

swered, suggests that paediatricians adapt their 

discourse to the needs of mothers. In fact, giving 

parents the opportunity to express their doubts 

and concerns plays a crucial role in the efficiency 

and quality of children’s preventive care30,31. Having 

the opportunity to express doubts and to receive 

advice was independent from the educational level 

of the mother, which suggests that paediatricians 

are moving toward neutralising the effects of social 

inequality in their practices, which is a very positive 

aspect of their professional activity.

The duration of the visits, of 16 minutes, was with-

in the recommended values18,28,32,33 and is posi-

tively and strongly associated to the amount of 

counselling, while having hardly any effect on pre-

scriptions. This suggests that the duration of the 

visit is associated to its quality to a certain degree. 

In fact, some authors consider that the long list of 

actions and medical advice included in the well-

child programme cannot be fulfilled in so few min-

utes8,31.

As children grow older, the frequency of prescrip-

tions rises and the duration of the visit and the 

frequency of counselling decrease. This impover-

ishment of the contents of the programme has 

been observed in other studies9,12,14 and is proba-

bly related to the fact that the paediatric agenda is 

so heavily focused on biomedical aspects. 

Psychosocial aspects, the family relationship, and 

education, are areas that are addressed only spo-

radically when these issues grow in significance as 

the child grows. We believe that there is a clear op-

portunity for improvement here, as we know that 

problems in these areas are frequent and that 

families would like to get advice about them from 

their paediatricians8,16,19,35. 

Medical training is very focused on the biological 

aspects of the health-disease process, and as a re-

sult the approach to communication with patients 

and families is almost exclusively based on the 

personal characteristics of paediatricians. The 

widespread view of the doctor-patient relation-

ship as a technical area that can be subject to be-

ing learned and taught is a recent develop-

ment21-25.

We found more heterogeneity than expected in a 

professional group with a shared technical and sci-

Figure 4. Regression of the number of counselling and prescription recommendations given  

by the paediatrician against child’s age
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entific background in the main variables that we 

studied: counselling, prescriptions, encourage-

ment of maternal expression, and duration of visit. 

Although all paediatricians used counselling more 

than prescription, some seldom prescribe, that is, 

almost never give recommendations without ex-

plaining them, while others prescribe more often 

than they counsel.

The generalizability of the results of this study is 

limited due to the small sample size and non-ran-

dom selection of paediatricians. Nevertheless, the 

sample of mothers served by each paediatrician 

can be considered representative of his or her cli-

ents. On the other hand, in a field in which most 

studies use questionnaires given to paediatricians 

or parents, the direct observation and recording of 

visits allowed us to study the actual content of the 

visits rather than the opinion of those involved in 

them, so we consider this a strength in our study.

Our data suggest that there are different paediat-

ric practise styles whose characteristics and ef-

fects must be researched to set the foundations 

for training strategies in paediatrics adapted to 

professional practise in a primary care setting.
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