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Protracted bacterial bronchitis (PBB) is caused by a bacterial infection of the conducting airways in children who are otherwise healthy. It is leading cause of chronic wet cough in young children and the commonest reason for referrals to the Paediatric Respiratory Clinics in the UK.[1] The cough has a negative effect on the quality of life of the affected child and their family.[2]  If PBB is left untreated, it has been postulated that on-going endobronchial infection may be a risk factor in the development of bronchiectasis.[3] The diagnosis is based on the presence of an isolated wet cough for >4 weeks, the absence of an identifiable alternative cause and the resolution of cough with appropriate antibiotics.
Although response to antibiotics is part of the diagnostic criteria for PBB we do not know the optimum duration of this initial treatment. The 2008 UK National Paediatric Cough Guideline suggests using 4-6 weeks of oral antibiotics. This recommendation was based predominantly on expert opinion as there were no prospective studies on the treatment of PBB available at that time. In 2012, a randomised controlled trial in children with chronic wet cough showed that two weeks of oral amoxicillin clavulanate was associated with higher rates of cough resolution compared to placebo.[4] The rate of cough resolution in the treatment group was only 48% which has led to many clinicians continuing to use longer courses. 
Given the lack of clarity regarding the optimal duration of the initial antibiotic course for children with suspected PBB we undertook survey of UK practice. A questionnaire was developed to ascertain initial management and investigations of children with suspected PBB.  A link to the questionnaire was sent via email to consultants working at the 27 Tertiary Paediatric Respiratory Centres in the UK. We received responses from 32 individuals working at 22 Paediatric Respiratory Centres across England, Wales, Scotland and Northern Ireland. 28/32 respondents chose amoxicillin clavulanate as the first line antibiotic, 2/32 used azithromycin and 2/32 amoxicillin. Amoxicillin clavulanate was prescribed for two weeks by 13/32 (41%), four weeks by 10/32 (31%) and six weeks by 9/32 (28%). 19/32 (59%) obtained a microbiology sample prior to starting treatment, in 75% of cases this was a cough swab. 22/32 (69%) respondents did not undertake any radiological investigations prior to starting the initial antibiotic course.
This survey has highlighted that the majority of UK clinicians are using antibiotics courses longer than two weeks to treat children with suspected PBB, with little evidence to support this. Longer courses of antibiotics increase the risk of drug-related adverse events, increase the risk of non-adherence with treatment, increase the possibility of antibiotic resistance and increase cost. There is an urgent need for a prospective study to investigate the optimal duration of antibiotics for children with suspected PBB.  In particularly we need to know if antibiotic courses longer than two weeks increase the rate of cough resolution or reduce the risk of relapse to justify the associated adverse effects.
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