
When antibiotics are needed and when they are not

What antibiotics can and cannot do

Antibiotics are medicines that kill bacteria or slow their growth. They may be
narrow-spectrum, targeting a smaller group of bacteria, or broad-spectrum
antibiotics, active against a wider range. In children, the best antibiotic
choice is usually the narrowest effective option, because it treats the likely
pathogen while reducing pressure on the child’s microbiome and on community
resistance patterns.

Antibiotics do not kill viruses. This distinction matters because many
pediatric infections are viral: common colds, influenza, many cough illnesses,
most cases of acute bronchitis, many sore throats in younger children, and many
episodes of sinus congestion. A child with thick nasal mucus, fever, or a cough
can still have a viral illness; mucus color alone does not prove a bacterial
infection.

Clinicians decide whether antibiotics are needed by combining the story,
physical examination, local epidemiology, risk factors, and sometimes
diagnostic tests. They may consider duration of fever, respiratory rate, oxygen
level, ear examination, throat findings, urine symptoms, hydration, immune
status, and age. In some cases, the safest approach is immediate treatment. In



others, watchful waiting with a clear safety plan is medically appropriate.

When antibiotics are commonly needed in children

Antibiotics are usually needed when there is a confirmed or strongly suspected
bacterial infection and the expected benefit outweighs the risks. Examples
include some urinary tract infections, bacterial pneumonia, certain skin and
soft tissue infections, pertussis, some cases of acute otitis media, confirmed
streptococcal pharyngitis, and bacterial meningitis or sepsis. The urgency
varies: a stable older child with a mild ear infection may be managed
differently from an infant with fever or a child with signs of systemic illness.

Testing can help. A rapid strep test or throat culture can identify group A
Streptococcus. Urinalysis and urine culture can support the diagnosis of a
urinary tract infection. Chest imaging is not needed for every cough, but may
be considered when pneumonia is suspected based on examination or severity.
Wound cultures are sometimes useful for abscesses or recurrent skin infections.

Age is important. Young infants, children with immune compromise, children with
complex chronic conditions, and children with implanted medical devices may
need more cautious assessment. Pediatric antibiotic prescribing also considers
weight-based dosing, kidney and liver function, allergy history, local
resistance data, and whether the child can take medicine by mouth. Families
should not try to choose an antibiotic from a previous prescription, because
the wrong drug, dose, or duration can delay effective treatment.

When antibiotics usually are not needed

Antibiotics usually are not helpful for viral upper respiratory infections,
uncomplicated influenza, COVID-like viral syndromes, most coughs from acute
bronchitis, many sore throats when strep testing is negative, and most cases of
runny nose lasting only a few days. These illnesses can make a child feel
miserable, but antibiotics will not shorten a viral course or prevent routine
viral symptoms from evolving over several days.

Fever itself is not a reason for antibiotics. Fever is a sign of immune
activation, not a diagnosis. Similarly, green or yellow nasal discharge often
reflects inflammatory cells and mucus concentration rather than bacterial



infection. A cough can linger after a viral infection because the airways
remain irritated, even when the child is improving overall.

Some conditions fall into a gray zone. For example, sinusitis may be bacterial
if symptoms are persistent without improvement, severe from the start, or
worsen after initial improvement; however, early nasal congestion is usually
viral. Ear infections also vary: some children clearly benefit from
antibiotics, while selected older children with mild symptoms may be observed
with reliable follow-up. This is why individualized medical evaluation matters.

Supportive care can be active care. Fluids, rest, saline nasal drops,
humidified air, fever comfort measures, and age-appropriate pain relief may
help a child feel better while the immune system clears the infection.
Caregivers should follow Medications for children safety rules, especially with
dosing devices, duplicate ingredients, and age restrictions for cough and cold
products.

Why avoiding unnecessary antibiotics protects your child

Using antibiotics when they are not needed exposes a child to risks without
meaningful benefit. Common adverse effects include diarrhea, nausea, abdominal
discomfort, and rashes. Antibiotic-associated diarrhea in children can range
from mild loose stools to more serious intestinal inflammation, especially
after certain antibiotics. Allergic reactions can occur, and a rash during an
illness may be difficult to interpret without clinical review.

Antibiotics also affect the microbiome, the community of organisms living in
the gut, skin, and mucous membranes. While antibiotics may be essential,
unnecessary antibiotic exposure can disrupt these communities and select for
bacteria that survive treatment. This selection pressure contributes to
antimicrobial resistance in children and adults.

Antimicrobial resistance is not only a future public-health issue; it can
affect an individual child. A resistant urinary tract infection, pneumonia, or
wound infection may require a different antibiotic, intravenous therapy, a
longer illness, or hospitalization. At the population level, overuse of
antibiotics, particularly the agents most linked to resistance, reduces the
effectiveness of treatments that clinicians rely on for serious infections.



A helpful way to think about antibiotics is stewardship: using the right
antibiotic, at the right dose, for the right duration, only when the benefits
are likely to exceed the harms. Pediatric antibiotic stewardship is not about
withholding care; it is about preserving effective treatment for the children
who truly need it.

How to talk with your child’s clinician

Parents and caregivers should feel comfortable asking direct questions. A
supportive clinician will usually welcome them. Useful questions include: What
diagnosis is most likely? Is this more consistent with a viral or bacterial
infection? Would testing change the plan? What changes should prompt
reassessment? If an antibiotic is prescribed, what side effects should we watch
for?

If the clinician recommends observation rather than antibiotics, ask for a
clear follow-up plan. This may include expected symptom duration, comfort
measures, and specific red flags. A delayed prescription strategy is sometimes
used for selected conditions, but it should come with precise instructions
about when to start medicine and when to seek re-evaluation instead.

If an antibiotic is prescribed, give it exactly as directed. Do not skip doses,
stop early because the child looks better, save leftover medicine, or share
antibiotics with another family member. Different infections require different
durations, and modern guidance sometimes uses shorter courses for selected
illnesses; however, the child’s own prescriber should define the plan.

Tell the clinician about previous drug reactions, current medicines, recent
antibiotic use, travel, known exposure to resistant organisms, kidney or liver
disease, and difficulty swallowing pills or liquids. These details can
influence antibiotic selection and safety. If your child vomits a dose,
develops a rash, has severe diarrhea, or seems worse after starting treatment,
contact a healthcare professional for advice rather than improvising changes.

Practical examples: needed, not needed, and uncertain

Some examples are relatively straightforward. A positive strep test in a child



with compatible symptoms generally supports antibiotic treatment. A
culture-supported urinary tract infection usually needs antibiotics. A
spreading cellulitis, a significant bite wound, or suspected bacterial
pneumonia may also require prompt therapy after assessment.

Other examples usually do not need antibiotics. A child with two days of runny
nose, mild cough, and low-grade fever is more likely to have a viral upper
respiratory infection. A cough after a cold that is slowly improving may not
need antibiotics even if it lasts more than a week. Influenza is viral;
antivirals may be considered for some children, but antibiotics are only used
if bacterial complications are suspected.

Uncertain situations deserve careful monitoring. Ear pain may be viral fluid
pressure, acute otitis media, dental pain, or another condition. Sinus symptoms
may be viral early on but bacterial if prolonged or worsening. A sore throat
could be viral, strep, mononucleosis, or irritation from postnasal drip. In
these situations, examination and targeted testing can prevent both
undertreatment and overtreatment.

Trust your instincts if your child seems unusually ill. A plan that avoids
antibiotics should never mean ignoring deterioration. Breathing difficulty,
dehydration, persistent lethargy, severe pain, a stiff neck, a non-blanching
rash, bluish lips, confusion, or fever in a very young infant warrants urgent
medical advice. The goal is balanced care: antibiotics quickly when they are
needed, and safer non-antibiotic care when they are not.


