
J Antimicrob Chemother 2025; 80: 29–46 
https://doi.org/10.1093/jac/dkae349 Advance Access publication 8 October 2024       

Point-of-care tests to manage acute respiratory tract infections 
in primary care: a systematic review and qualitative synthesis 

of healthcare professional and patient views
Melanie E. Hoste 1,2*, Aleksandra J. Borek 3,4, Marta Santillo3, Nia Roberts5, Sarah Tonkin-Crine 3,4†

and Sibyl Anthierens1†

1Department of Family Medicine and Population Health, University of Antwerp, Antwerp, Belgium; 2Laboratory of Medical Microbiology, 
Vaccine & Infectious Disease Institute, University of Antwerp, Antwerp, Belgium; 3Nuffield Department of Primary Care Health Sciences, 

University of Oxford, Oxford, UK; 4National Institute for Health and Care Research (NIHR) Health Protection Research Unit (HPRU) in 
Healthcare Associated Infections and Antimicrobial Resistance, University of Oxford, Oxford, UK; 5Bodleian Health Care Libraries, 

University of Oxford, Oxford, UK

*Corresponding author. E-mail: melanie.hoste@uantwerpen.be
@hoste_melanie, @BorekAleksandra, @MartaSantillo, @SKGTonkinCrine, @sibylanthierens

†Joint last authors.

Received 19 March 2024; accepted 6 September 2024

Objectives: To review the evidence on healthcare professionals’ (HCPs) and patients’ views of the use of point- 
of-care tests (POCTs) in the management of acute respiratory tract infections (RTIs) in primary care settings. 

Methods: We conducted a systematic review of studies up to 28 April 2023. We included studies that included 
qualitative methods and results; focused on HCPs’ and/or patients’ views/experiences of POCTs for acute RTIs; 
and were conducted in primary care settings. We conducted a thematic synthesis to identify how their views 
on POCTs and interventions can support test use (PROSPERO registration: CRD42019150347). 

Results: We included 33 studies, developing 9 categories each for HCP and patient data. We identified 38 factors 
affecting POCT use: 28 from HCPs and 10 from patients. Factors exist outside and within consultations, and 
post-consultations, illustrating that some cannot be addressed by HCPs alone. Fourteen interventions were 
identified that could address factors and support POCT use, with 7 interventions appearing to address the 
most factors. Some interventions were beyond the scope of HCPs and patients and needed to be addressed 
at system and organizational levels. Both groups had mixed views on the use of POCTs and highlighted imple
mentation challenges. 

Discussion: This review highlights numerous factors affecting POCT use in primary care. Policy-makers planning 
to implement POCTs are likely to achieve more by providing multi-faceted interventions that target factors out
side, within, and post-consultation. Some interventions may need to be already established before POCT intro
duction. Whilst evidence beyond general practice is limited, similar factors suggest that similar context-tailored 
interventions would be appropriate.

© The Author(s) 2024. Published by Oxford University Press on behalf of British Society for Antimicrobial Chemotherapy. 
This is an Open Access article distributed under the terms of the Creative Commons Attribution-NonCommercial License (https:// 
creativecommons.org/licenses/by-nc/4.0/), which permits non-commercial re-use, distribution, and reproduction in any medium, provided the 
original work is properly cited. For commercial re-use, please contact reprints@oup.com for reprints and translation rights for reprints. All other 
permissions can be obtained through our RightsLink service via the Permissions link on the article page on our site—for further information 
please contact journals.permissions@oup.com.

Introduction
The overconsumption of antibiotics in human medicine is a sig
nificant factor contributing to antimicrobial resistance and global 
consumption increased by 37% between 2000 and 2010.1,2 The 
majority of antibiotics consumed by humans are prescribed in 

primary care, notably for acute respiratory tract infections 
(RTIs).3–5 Efforts are needed to optimize antibiotic prescribing, 
and various interventions, including point-of-care tests (POCTs), 
have shown to be effective in trials at safely reducing antibiotic 
prescribing for acute RTIs in primary care settings.4,6 POCTs are 
diagnostic tools conducted at the time of patient presentation 
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in primary care, often providing results within minutes.7 These 
tests can help healthcare professionals (HCPs) identify patients 
who are more or less likely to benefit from antibiotics.8 Despite 
studies indicating that POCTs can reduce antibiotic prescribing 
and the European Union (EU) urging EU countries to encourage 
the adoption of diagnostic tests, implementation into routine 
care remains inconsistent.4,9–11

Failure of the implementation of complex innovations in 
healthcare settings is high, ranging anywhere between 30% 
and 90%.12 Qualitative methods are crucial in implementation 
research to understand how evidence-based practices can be 
successfully adopted into clinical settings.13 A substantial num
ber of qualitative studies have already been conducted in primary 
care settings to explore views on the use of POCTs for the man
agement of RTIs. These studies provide rich narratives on the 
views and experiences of HCPs and patients using POCTs, but 
also explore some of the concerns that dissuade them from 
adopting them into routine care. Moreover, the studies propose 
strategies to address some of these concerns and challenges.

We aimed to review this evidence to map the influences that 
impact POCT use and interventions that may support their imple
mentation in primary care settings. Furthermore, we aimed to tri
angulate HCPs’ and patients’ views and experiences to identify 
similarities and discrepancies.

In this review, we use the term HCPs to refer to healthcare 
workers across primary care settings, including GPs, nurses, 
healthcare assistants, and pharmacists. Where relevant, we spe
cified the types of HCPs for clarity and context.

Methods
We undertook a systematic review and qualitative meta-synthesis. The 
review is registered on the PROSPERO register of systematic reviews 
(ref. CRD42019150347).

Search strategy, eligibility, and screening
A search strategy based on title, abstract, author keywords, and subject 
headings for primary care, RTIs, POCTs, and qualitative/mixed methods 
was developed in collaboration with an information specialist (N.R.).

We searched six databases from inception until 28 April 2023: CINAHL 
(EBSCOHost)[1982-]; Embase (OvidSP)[1974-]; MEDLINE (OvidSP)[1946-]; 
PsycINFO (OvidSP)[1806-]; and Science Citation Index and Social Science 
Citation Index (Web of Science Core Collection)[1900-]. Results were ex
ported to EndNote, and duplicates, animal studies, and case reports 
were removed. There were no date or language restrictions, but confer
ence abstracts and preprints were excluded. We also searched the refer
ence lists of studies meeting the inclusion criteria.

We included qualitative and mixed methods studies, which reported 
qualitative methods and results. Studies had to focus on experiences 
and/or views of HCPs and/or patients about the use of POCTs for acute 
RTIs in primary care settings. HCPs referred to any staff members in pri
mary care settings who used POCTs, including non-prescribers. Acute 
RTIs included acute otitis media, acute sore throat/pharyngitis/tonsillitis, 
common cold, acute rhinosinusitis, acute cough/acute bronchitis, and 
COVID-19. Primary care settings were defined as general practices, 
out-of-hours settings, community care facilities (e.g. care homes), com
munity pharmacies, and emergency care services.

The first reviewer (M.E.H.) screened all titles and abstracts according 
to the inclusion criteria, and the second reviewer (A.J.B.) examined 30% 
of them. M.E.H. carried out full-text screening of all short-listed papers, 

with A.J.B. screening 50%. Any discrepancies were discussed and resolved 
through team discussions.

Quality assessment was based on the Critical Appraisal Skills 
Programme (CASP) assessment tool for qualitative studies (Table S1, 
available as Supplementary data at JAC Online).14 The CASP assessment 
tool was also used to appraise mixed methods studies, focusing on the 
qualitative methods and results reported. M.E.H. appraised all studies 
meeting the inclusion criteria, with A.J.B. evaluating half. A three-point 
scale was used for each CASP criterion (0 = criterion not met; 1 = criterion 
partially met; 2 = criterion fully met).15 Discrepancies were resolved 
through discussions within the research team.

The final list of included papers was sent to the first authors of those 
papers for their review to ensure no relevant studies were missed.

Analysis
A meta-synthesis can produce a novel and aggregated interpretation of 
primary studies.16 The included papers were uploaded to NVivo (v.1.6.1), 
where M.E.H. read each paper and extracted study characteristics, which 
were then reviewed by the rest of the authors. We conducted a thematic 
synthesis that allowed us to both align closely to the results of the in
cluded studies and synthesize new concepts transparently.17 We coded 
the HCPs and patient data separately and first coded studies with the 
highest CASP scores that focused on either HCPs only or patients only in 
general practice settings with C-reactive protein (CRP) tests. These studies 
were selected first as most studies were conducted in this setting and fo
cused on CRP. The HCP-only studies were Cals et al.,18 Anthierens et al.,19

Schot et al.,20 and Hardy et al.,21 and the patient-only study was 
Tonkin-Crine et al.22 The remaining general practice studies were coded 
in descending order of their CASP scores, followed by the studies con
ducted in out-of-hours settings, and finally those in pharmacies. M.E.H. 
initially coded the HCP data from the studies before focusing on the pa
tient data.

M.E.H. coded the results and discussion (where relevant) sections of 
each paper line by line, creating descriptive codes from the first- and 
second-order constructs included in the papers to translate concepts 
across the studies.17 M.E.H. identified similarities and differences be
tween codes, grouping them into a hierarchal tree structure (separate 
for HCP and patient data) with new descriptive codes capturing the 
meaning of the grouped codes.17 Codes were reviewed at different stages 
by the research team to ensure clarity. M.E.H. grouped the codes within 
each data set into higher-level categories, resulting in two separate lists 
for HCPs and patients. Regular discussions with the research team were 
held throughout the analysis phase to refine the categories iteratively.

We used mind-mapping techniques to visualize the relationships be
tween HCP and patient categories, facilitating optimal data representa
tion. This approach also promoted a reflexive approach, especially as 
we had prior experience with POCT-focused qualitative studies.23

We identified interventions addressing influences on POCT use across 
HCP and patient categories, linking interventions to influences when stud
ies explicitly made this connection. Additionally, we assessed how these 
interventions could address influences not discussed in the studies.

Results
The search yielded 1587 articles; 829 records were removed be
fore screening, of which 783 were duplicates and 46 were animal 
studies and case reports. Seven hundred fifty-eight papers were 
screened based on titles and abstracts, and 696 were excluded. 
Full-text screening was conducted on 62 papers, with 33 papers 
included (Figure 1). Study characteristics are presented in Tables 
1 and 2.
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Most studies took place in general practice (76%) with general 
practitioners (GPs) (82%) as the main participants. CRP tests were 
most common (56%), followed by group A streptococcus (GAS) 
tests (19%). Four studies did not specify the type of POCT but re
ferred to ‘POCTs for RTIs’.

Most studies took place in Europe (88%), with the 
majority solely in the UK (64%). Eight (24%) were multi-country 
European studies. Interviews were the main data collection 
method (76%), and a minority used surveys or focus groups to 
collect data. Fewer than 10% used mixed methods. Two studies 
occurred during the COVID-19 pandemic.

Regarding the quality appraisal of the studies, CASP scores 
ranged from 15 to 18, out of a possible 18 points showing 
that studies were generally high quality (Table S1). Points 
were mainly lost in reporting the methods of the studies where 

it was unclear whether authors considered and addressed the 
relationship between researcher and participant. All 33 studies 
were included.

We identified nine categories each from the HCP and patient 
data sets (Table S2), which are described in detail below. These 
were grouped into three high-level levels to represent the trajec
tory of POCT implementation in primary care settings: (a) factors 
affecting POCT use outside a consultation; (b) factors affecting 
POCT use within a consultation; and (c) factors affecting POCT 
use post-consultation (Figure 2).

Within categories, we identified influences affecting the use of 
POCTs and termed these as ‘factors’. Interventions that sup
ported the use of POCTs were also identified in the included stud
ies and are reported below. We defined an ‘intervention’ as a 
single method or strategy for promoting change.52 Using this 

Figure 1. Study flow diagram. This figure appears in colour in the online version of JAC and in black and white in the print version of JAC.
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definition, we first identified the interventions within our categor
ies and listed the studies that discussed these interventions in 
their results and/or discussion sections. We then referred to our 
list of factors affecting POCT use and noted the studies that dis
cussed these factors. Next, we identified studies that discussed 
both factors and interventions and re-read the results and dis
cussion sections of those studies. We ensured that these studies 
mentioned the link between factors on POCT use and interven
tions. To ensure that no links between factors and interventions 
were missed, we re-read the results and discussion sections of 
all studies where interventions were initially identified.

A total of 38 factors were identified from the HCP and patient 
studies (Table S2), along with 14 interventions. Table S3 presents 
a table showing the factors, corresponding interventions, and il
lustrative quotes from the studies.

Our results are divided into two parts. Part 1 provides an over
view of the factors affecting POCT use and the interventions dis
cussed in the studies. Part 2 provides secondary analysis of the 
interventions conducted by the review authors.

Part 1 of results: overview of factors affecting POCT use 
and interventions discussed in studies
Figure 2 shows the HCP and patient categories (representing the 
factors influencing POCT use/implementation) organized into the 
three higher-level categories described above. Positioned be
neath are the interventions, presented in purple boxes, with solid 
arrows connecting each to the relevant category/factor. These 
arrows indicate the connection that studies made, suggesting 
which interventions addressed which factors.

(a). Factors affecting POCT use outside consultations

(a).1. Encouraging the adoption of POCTs in primary care This 
higher-level category captures the different factors outside con
sultations that impact POCT uptake with challenges at system 
and organizational levels. We identified 6 categories and 11 inter
ventions that addressed factors that exist outside a consultation 
(Table S3).

(a).1.1. HCPs need to be convinced of the value of POCTs HCPs 
raised concerns about the cost-effectiveness of POCTs, citing 
the low cost of antibiotics,21,35,43,48 whilst studies from the UK 
and the USA highlighted the need for more evidence.38,43 Many 
studies reported their uncertainty about the accuracy and 
effectiveness of POCTs, such as CRP tests or their use 
on children, and their impact on antibiotic 
prescribing.20,21,25–28,30–32,35,37,41,45–48,51 GPs and out-of-hours 
clinicians questioned the added value of POCTs for their diagno
ses, especially as experienced HCPs reported feeling confident 
in their clinical judgement.19–21,25,27,30,31,33,35,37,40,41,43,44,48,50,51

Some were also concerned with the inappropriate use of POCTs 
and used to diagnose complaints for which their use was not in
tended.43 To address some of these issues, out-of-hours clini
cians felt that including POCTs in guidelines would help 
reassure them of their clinical effectiveness, coinciding with a 
Dutch study suggesting that guidelines accompanied with infor
mation on the value of POCTs could encourage uptake.18,25

Several studies also observed limited interest in using POCTs 
amongst GPs and pharmacists.30,36–38,45 In Europe, they were To
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worried about lack of funding for the implementation and 
maintenance of POCTs, feeling reluctant to adopt them if bur
dened with the financial responsibility.30,38,41,43,45,48,51 Studies 
suggested implementing appropriate reimbursement and incen
tivization strategies to offset equipment costs, encouraging HCPs 
to adopt POCTs.18,26,28,31,37,38,41,43 HCPs also favoured POCTs tai
lored to their needs, offering reliable and rapid results.30

Furthermore, training on the use of POCTs18,25,28 and leveraging 
the experiences of early adopters were seen as facilitators in 
England and The Netherlands.25,28,31

Studies in the USA, Malta, South Africa, and England identified 
limited access to tests, lack of understanding of what POCTs are, 

and how they work hindered as barriers to the use of 
POCTs.21,28,30,35 Welsh pharmacists also reported feeling con
cerned about using GAS tests as it required new skills.36

Training was seen to address these barriers by providing informa
tion from credible sources and improving HCPs’ confidence in op
erating POCTs.18,19,22,26,28,36–38,41,43,45

In the UK, HCPs raised concerns about maintaining quality 
control of POCTs, which may hinder their uptake.31,51 This con
cern can be addressed by having laboratories to support practices 
with quality control and maintenance of POCTs may be 
necessary.41

Furthermore, research findings from European studies high
lighted GPs’ concerns regarding patients’ acceptance of POCTs, 
including children’s, being used in consultations.30,48,51 Some 
pointed to the invasiveness of blood tests, such as CRP POCTs, 
and the apprehension of potentially losing patients if they choose 
not to prescribe antibiotics as a result of using POCTs to guide pre
scribing decisions.30,37,51

(a).1.2. Patients’ acceptability of POCTs European patient studies 
reported mixed patients’ acceptability of POCTs, such as CRP 
tests. Whilst some welcomed them in their consultations,22,39,42

others worried about test invasiveness, hygiene practices asso
ciated with their administration, and the financial implications 
associated with adopting these tests.48 Some Belgian and 
Dutch patients voiced concerns about the underlying motivations 
of HCPs using POCTs, questioning potential commercial interests, 
and the handling of genetic data derived from such tests.48

Despite these concerns, patients expressed trust in their HCPs’ 
judgement if POCTs were deemed necessary.48

(a).1.3. Workflow and staff capacity HCPs across countries and 
settings felt that POCTs could lengthen consultations, thereby 
impacting workflows and discouraging them from 
adopting these tests.18,21,25,26,28,30,31,35–38,41–43,48,51 However, 
not all HCPs were concerned with this, including those with ex
perience of using CRP, multi-viral respiratory, and GAS 
POCTs.18,19,26,27,35–37,39,42,45,50 A few noted that the impact of 
conducting tests was manageable and some even argued that 
using POCTs may save them time from counselling patients about 
no-antibiotic decisions.21,25,35,42

Several studies indicated that additional staff support, such as 
healthcare assistants and nurses, to perform POCTs could mitigate 
time constraints and alleviate workload.19,22,25,28,31,33,34,36,37,41,42

Workflow optimization strategies were also suggested such as 
triaging patients for testing, dedicating a HCP for RTI consultations, 
or pre-consultation testing.33,34,37 Interestingly, studies from 
England and Australian reported that concerns about disruption 
with CRP and GAS POCTs decreased as HCPs became more accus
tomed to the tests, suggesting that longitudinal training and ex
perience can mitigate time constraints.22,26,45 Optimizing POCT 
technology itself, by making them simpler and faster, reduces 
the time to administer them and would help in assuaging these 
concerns.18,19,22,42 Additionally, some studies noted that the 
placement of POCTs within practices influenced workflows and 
test usage,21,22,25,27,37,38 as accessibility issues arose when devices 
were located in separate rooms.25,37,38 Some practices addressed 
this by placing CRP machines on trolleys, highlighting the import
ance of considering portability in POCT design.34,37

Table 2. A summary of characteristics of the included studies

Characteristic Number of studies

Primary care setting
General practice 25
Pharmacies 5
Out-of-hours settings 1
Unspecified primary care setting 2

Types of participantsa

GPs 27
Pharmacists 4
Nurses/Healthcare assistants 8
Patients 7
Other professionals/Stakeholders 3

Types of POCTsb

CRP test 20
GAS test 7
Unspecified 4
SARS-CoV-2 1
Influenza 2
Multi-viral 1
Bacteria/virus test 1

Continent where studies took place
Europe 29
North America 2
Africa 1
Oceania 1

Experienced use or hypothetical views of POCTsc

Experienced use of POCTs 26
Hypothetical views of POCTs 14

Type of data collection
Interviews 25
Focus groups 2
Survey 3
Mixed methods 3

Total number of HCPs across all studies: 931
Total number of patients across all studies: 439

aSome studies included multiple participant groups; thus, the total num
ber of studies exceeds 33. 
bSome studies discussed multiple types of POCTs; thus, the total number 
of studies exceeds 33. 
cSome studies include a mix of participants with experienced use of POCTs 
and participants sharing their hypothetical views; thus, the total number 
of studies exceeds 33.
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(a).1.4. Patient concerns about impact of POCTs on the length of 
consultations Patient studies revealed varied opinions on the 
impact of POCTs on consultation length some concerns around 
time constraints and subsequent delays.22,48 In another study, 
patients did not mind waiting for their results, appreciating the 
convenience of not being required to visit their practice at a spe
cific time for a blood test.42 Patients also identified that the avail
ability of POCTs be beneficial for HCPs, saving them from asking 
patients to come in again for a blood test and to send results 
to a laboratory.48

(a).1.5. Pharmacies as a setting for POCTs More recently pub
lished studies in the USA, Wales, Australia, and France explored 
pharmacies as a potential primary care setting for patients to ac
cess POCTs, such as CRP and GAS tests.24,26,29,32,36 Several phar
macists perceived themselves as strategically positioned within 
the community, seeing the potential to alleviate pressure on 
GPs by providing testing services due to their accessibility.26,36

In addition, a study noted that granting pharmacists in the UK 
with prescribing authority may make implementation of POCTs 
more feasible41; an initiative that some French pharmacists 
also supported under specific circumstances32—but in both 
cases, the reasoning for this was not explicit.

Pharmacists in Wales and Australia encountered obstacles in 
the adoption of POCTs, including the need to acquire new skills in 
using the tests36 and the lack of access to patients’ medical re
cords.26 These influences can be addressed by training pharma
cists on the use of GAS tests, promoting confidence and 
reaffirming their existing knowledge36 whilst the use of digital 
systems grants them access to patients’ records.26,36

Collaboration between pharmacists and GPs can also impact 
testing provision in pharmacies. Studies from Wales and France 
revealed barriers when pharmacists perceived GPs as unwilling 

to engage or feared strain on their relationships.32,36 Therefore, 
promoting open channels of communication and engagement 
with HCPs in general practices could support wider adoption of 
POCTs in pharmacies.26,29,32,36 Australian pharmacists suggested 
raising awareness amongst GPs through marketing and advertis
ing to facilitate uptake.26

(a).1.6. Patients value access to and ease of testing through phar
macies Patients in Wales and the USA valued the accessibility of 
testing in pharmacies, as compared to general practices, due to 
being available outside of GP hours, proximity to home and 
work, and not needing an appointment.24,29 However, some ex
pressed concerns about overburdening pharmacies with testing 
services.29 In the USA, patients appreciated the affordability of 
pharmacies compared to other settings where they might lack in
surance coverage or would have to face co-payments in general 
practice compared to a flat fee at pharmacies.24 This study also 
highlighted that without GAS and influenza POCTs in pharmacies, 
patients would have self-managed or resorted to emergency ser
vices if symptoms worsened.24

In the Welsh study, patients noted barriers to accessing POCTs 
for sore throats due to inconsistency across pharmacies and 
that GPs referred them to pharmacies not offering tests.29

Underutilization of GAS POCTs at pharmacies could have also 
been attributed to a lack of public awareness. Therefore, advertis
ing campaigns could boost awareness and utilization of these 
services, a finding that resonated with an Australian study.26,29

(b). Factors affecting POCT use within consultations

This section describes HCPs’ and patients’ perspectives on the use 
of POCTs in their consultations if adopted in primary care settings. 
Studies have proposed seven interventions to support HCPs’ deci
sions to use POCTs, alongside one intervention to improve patient 

Figure 2. Model illustrating the HCP- and patient-specific factors on POCT uptake/implementation linked with interventions to address these factors. 
This figure appears in colour in the online version of JAC and in black and white in the print version of JAC.
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understanding of antibiotic use and contribute to feeling reas
sured during consultations (Table S3).

(b).1. Making sense of the use of POCTs in consultations When 
considering the use of POCTs in, and impact on, consultations, 
HCPs discussed the circumstances when they used or would 
use POCTs, integrating results into their decision-making, and 
their comfort level with interpreting results. Patients offered per
spectives on how POCTs might have influenced HCPs’ decisions.

(b).1.1. Scenarios where POCTs add value Studies spanning vari
ous countries and settings showed that HCPs found POCTs useful 
in reducing uncertainty, confirming diagnoses, and informing 
antibiotic prescribing decisions, increasing their confidence in 
their decision-making.18–21,25–31,33,35,37–51 UK, Swedish, and 
Danish GPs saw value in POCTs to differentiate between viral 
and bacterial infections, a feature also desired by English 
out-of-hours clinicians.25,27,33,40,42,44,51 POCTs were also per
ceived as particularly useful in out of hours by providing addition
al diagnostic information when medical records are unavailable 
and in negotiating delayed antibiotic prescriptions.25 Australian 
pharmacists used CRP tests to triage patients and refer them to 
GPs when antibiotics or further care was deemed necessary.26

European GP studies noted that POCTs, like CRP tests, were 
used for a variety of purposes including assessing infection sever
ity, ruling out serious infections, and monitoring disease progres
sion.18,19,33 A study in The Netherlands and England noted that 
GPs were interested in using CRP POCTs to diagnose non-RTI com
plaints, such as abdominal complaints and urinary tract infec
tions.18,37 Additionally, POCTs were seen as helpful during 
seasonal (winter) infection spikes, for medicolegal reasons (per
ceiving POCTs as potential medical evidence), in unclear cases 
where prescribing guidelines did not help, and in managing high- 
risk patients.21,31,51 For the latter, GPs in a US study specified that 
POCTs would be useful for patient groups such as Native 
American populations, who are at risk of developing complica
tions from acute RTIs.21

Moreover, studies showed differing opinions amongst GPs re
garding the use of POCTs with children. Some UK GPs expressed 
willingness to use POCTs in some paediatric cases,31 whilst 
some Dutch GPs felt less diagnostic uncertainty with children 
and, thus, did not use POCTs.20

Studies proposed optimizing POCTs to fit HCPs’ needs would be 
desirable, including distinguishing between viral and bacterial in
fections,25 detecting multiple strains of bacteria,27,45 or providing 
rapid results.48 Furthermore, establishing guidelines outlining 
specific clinical scenarios for POCT use could encourage their 
utilization.18,21,31,37,41

(b).1.2. Patients’ beliefs that POCTs can support HCPs’ decision- 
making Some studies showed that patients in Europe believed 
that POCTs aided HCPs’ decision-making, providing clarity on their 
diagnosis for better treatment decisions.22,48 Consequently, 
some patients perceived benefits by getting the ‘best’ treatment 
leading to faster recovery or minimizing potential complications 
by indicating the necessity of antibiotics.42,48 In Wales, some pa
tients consulting pharmacies for sore throats noted reduced 
diagnostic uncertainty amongst pharmacists due to the use of 
GAS POCTs.29

(b).1.3. The significance of POCT results in HCPs’ decision-making
European studies in general practices and out-of-hours settings 
showed that POCTs were primarily used to guide antibiotic 
prescribing decisions.18,19,25,33,44,46,47,49 HCPs in these settings 
emphasized avoiding excessive reliance on POCT results 
at the expense of clinical assessments, and that a balance 
was needed between POCT results and clinical 
assessments.18,20,21,25,27,31,33,35,40,41,44,47,48 Danish GPs indi
cated that some of their decisions were driven by intuition and 
a ‘gut feeling’, whilst Swedish GPs reported relying predominantly 
on clinical assessments for diagnosing typical GAS infections, 
considering them visibly evident.33,44 GAS POCTs were used 
when clinical presentations were unclear; however, if negative, 
GPs reported using CRP POCTs.44 Swedish GPs also mentioned 
using a combination of GAS POCTs, clinical examination, and clin
ical scoring for sore throat differential diagnoses.40

Pharmacists from Wales and Australia demonstrated that 
POCTs, such as CRP and GAS tests, were instrumental in their 
decision-making.26,36 Elevated CRP values were a reason to refer 
patients to GPs, whilst low values led to self-management 
recommendations.26

Studies identified training on integrating POCT results with 
clinical assessments and clear guidelines for using POCTs in un
certain situations as facilitators for adoption.18,21,37,40,41 Some 
HCPs believed that incentivizing POCTs when used in certain cir
cumstances could encourage their appropriate use.41 Other fac
tors included technology characteristics, such as rapid time to 
results, test specificity, and accuracy, that were crucial in influen
cing HCPs’ decisions to incorporate POCT results into their 
decision-making.18,19,26,27,43,48

(b).1.4. Patients’ understanding of why POCTs were used by their 
HCP European studies reported that patients had varying percep
tions of why POCTs were used including determining antibiotic ne
cessity and differentiating between viral and bacterial 
infections.39,42,48 However, a study demonstrated that some pa
tients misunderstood CRP POCTs, believing they detected the pres
ence of bacteria in the blood.48 Furthermore, some patients 
expressed that POCTs should be considered in conjunction with 
other clinical findings.48

(b).1.5. Degree of comfort HCPs have in interpreting POCT results
Research indicated varying levels of HCP comfort in interpreting 
POCT results. In general practice, HCPs interpreted ‘high’ CRP va
lues as indicative of bacterial infections, supporting antibiotic pre
scribing decisions, and had confidence in interpreting ‘normal’ or 
‘low’ CRP values as indicating self-limiting infections.18,25,33,37,44

However, cut-off values for ‘high’ or ‘low’ CRP values varied, ran
ging from 50 to >100 mg/L.18,25,33,37,40,44 Similarly, in an 
Australian study, pharmacists were confident in referring pa
tients with ‘higher than expected’ CRP values to GPs, but specific 
thresholds were not mentioned.26 Concerning GAS tests, HCPs in 
general practices and pharmacies reported confidence in inter
preting results.32,40

On the other hand, HCPs in both general practice and 
out-of-hours expressed concerns about handling borderline 
and intermediate CRP values.18,25,31,43,48 Other concerns in
cluded deciding a course of action when POCT results did not 
align with clinical assessments, explaining intermediate results 
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to patients, or that CRP values may be elevated for other reasons 
besides infection.18,25,31,41,45

Addressing these issues, some studies proposed that includ
ing POCTs in guidelines with clear thresholds indicating when 
antibiotics can offer benefit could assuage HCPs’ concerns in in
terpreting POCT results.18,19,21 Furthermore, training HCPs on in
terpreting POCT results and managing unexpected results 
would be crucial in their implementation.18,25,43

(b).1.6. Patients’ trust in their HCPs’ ability to interpret POCT re
sults A study with patients consulting in general practice in 
Europe indicated that most patients trusted their HCPs’ assess
ments of CRP test values.48 However, some patients in this study 
expressed concerns about the precision of tests that may then 
affect HCPs’ diagnoses or that CRP values may still rise, post- 
consultation, if POCT is used early in a disease.48

(b).2. Impact of POCTs on delivery of care These categories 
present HCPs’ and patients’ views and experiences on the impact 
of POCTs on delivery of care.

(b).2.1. Results from POCTs can facilitate conversations between 
HCPs and patients Studies in general practices and out-of-hours 
found HCPs valued POCTs for communicating non-prescribing de
cisions to patients. POCT results helped them convince patients 
that antibiotics were unnecessary and perceived that patients 
appreciated the ‘objectivity’ of tests.18–21,25,27,31,33,35,37–39,41– 

43,48–51 This also helped to counter patient pressure for 
antibiotics.18,20,25,27,31,35,37,39,41,42,51 In one US study, some GPs 
felt patients viewed their decisions as guesswork and the ab
sence of an antibiotic prescription implied that they were dis
missing their patients’ concerns; POCTs were therefore seen as 
a way to justify their decisions.21 Interestingly, another study 
noted that GPs emphasized POCT certainty to patients despite re
servations about the tests themselves.31

Across Europe and South Africa, GPs believed that POCTs, such 
as CRP and GAS tests, could be used to ‘educate’ patients in prudent 
antibiotic use by helping patients understand that antibiotics were 
unnecessary for acute RTIs.18,19,31,35,37,39,41–43,45,48 In some stud
ies, HCPs described telling patients that low CRP values signified 
that patients did not need antibiotics.18,20,31,46 In particular cases, 
HCPs specified that low CRP values indicated a viral infection.33

Tests such as multi-viral POCTs or GAS tests also helped HCPs to ex
plain to patients that a positive or negative result determined 
whether antibiotics would be necessary.27,45 Similarly, studies con
ducted in French, Australian, and Welsh pharmacies demonstrated 
that POCTs, such as CRP and GAS tests, convinced patients of man
agement decisions, reassuring them that a GP visit was unneces
sary, stating that the test result indicated a viral infection and 
the illness was therefore self-limiting.26,32,36

In South Africa, GPs further reported that POCTs could be par
ticularly beneficial for patients with low health literacy, helping 
them understand that antibiotics may not be necessary.35

Some perceived POCTs could facilitate patients’ understanding 
of self-limiting infections, reducing future consultations for simi
lar illnesses.18,41,45,48 However, a Europe-wide study indicated 
that some HCPs believed that POCTs did not help in ‘educating’ 
patients on self-limiting infections and antibiotic use.39

Although some South African HCPs worried that POCTs could 
disrupt their communication with patients,35 studies in 
European general practices showed training in communication 
boosted GPs’ confidence in explaining POCT results and man
aging antibiotic expectations.19,50 Patient engagement was 
also recognized as a contributing factor to the success of the 
testing service in Australian pharmacies.26 In addition, the use 
of patient communication materials, alongside POCTs, helped 
to structure their discussions with patients and provided written 
information on the use of POCTs from a credible source.19

(b).2.2. POCTs contribute to patients’ understanding of when anti
biotics are needed European studies with patients in general prac
tices and pharmacies revealed varied perceptions regarding the 
necessity of antibiotics following the use of POCTs in their 
consultations.22,29,39,42,48

One European study reported that for low CRP values, patients 
were satisfied that antibiotics would not be useful, and some would 
feel less concerned about future similar infections.22 In another 
European study, patients understood that CRP tests could help 
avoid over-prescribing antibiotics, demonstrate to other patients 
that antibiotics were unnecessary, and help HCPs decide which anti
biotic to use.48 In Wales, some patients recognized that GAS testing 
in pharmacies could prevent visits to GPs, reducing unnecessary 
antibiotic prescribing.29 They reported that the use of GAS tests in 
pharmacies facilitated discussions around bacterial versus viral in
fections, promoting education around antimicrobial stewardship.29

However, some patients consulting in general practices and 
pharmacies could not understand why antibiotics were not pre
scribed for their symptoms after POCTs were used.29,39,42

Patients in a Welsh general practice suggested that communica
tion materials, such as leaflets, would have been useful in ex
plaining why antibiotics were not prescribed.42 This aligns with 
findings in a European study where patients welcomed commu
nication materials, which lent credibility to their HCPs’ decisions 
and provided valuable references for self-care and future ill
nesses for themselves and their families.22,39

(b).2.3. HCPs’ experiential use of POCTs in primary care Across 
studies and settings, studies found HCPs viewed POCTs as re
assuring for patients, making them feel heard and perceiving 
POCTs as objective references.18,25,31,35,37,45,48 In an English 
study, HCPs observed that patients appeared more satisfied 
with an ‘objective’ test result than with clinical judgment alone, 
despite guidance for treatment decisions to consider overall pa
tient condition rather than solely relying on POCT results.31

In Europe, general practice studies reported that HCPs believed 
that POCTs helped increase patients’ trust in HCPs, enhancing clin
ician–patient relationships.19,37,41,48 Australian pharmacists simi
larly felt that testing services improved their professional image 
and attracted new customers.26

Studies showed divided opinions on POCTs’ value. Some va
lued them for learning new knowledge and improved their clinic
al pattern recognition, whilst others felt that improving their 
communication skills and using communication materials were 
more beneficial for patients.18,19 Dutch GPs agreed with the lat
ter, prioritizing communication skills over CRP POCTs, considering 
communication a key component in their profession.50
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(b).2.4. Patients feeling satisfied with care and management plans 
when POCTs have been used Patient studies across European 
and US general practice and pharmacies revealed diverse views 
on delivery of care, with most feeling reassured irrespective anti
biotic prescriptions.22,24,29,39,42,45 In a US pharmacy study, pa
tients not only appreciated clear communication of POCT 
results, the discussions about their condition and treatment 
plans, and follow-up calls but also felt the personalized care ex
ceeded that received from a visit to a GP.24 However, patients in 
certain studies expressed dissatisfaction, either due to antibiotic 
denial or perceived impersonal care associated with the use of 
POCTs.22,24,48

The use of CRP tests with accompanying patient communica
tion materials was found to be helpful in reassuring patients, but 
POCTs alone did not improve consultation satisfaction.22,39

(c). Factors affecting POCT use post-consultation

(c).1. Future health-seeking behaviour These categories de
scribe the views of HCPs and patients on how POCTs may impact 
patients’ future health-seeking behaviour. Notably, one interven
tion was identified from the studies that could address HCPs’ con
cerns on patients demanding to be tested (Table S3).

(c).1.1. HCP concerns that patients will demand testing Studies 
conducted in general practice identified that HCPs were con
cerned with patients’ future potential requests for testing and 
the medicalizing of self-limiting infections, encouraging patients 
to re-consult in the future as a result of POCT implementa
tion.19,21,27,31,35,41,43,45,48 On the other hand, studies also indi
cated that not all HCPs shared this belief.19,35 A European-wide 
study demonstrated that some HCPs believed that the use of 
communication materials helped patients understand self- 
limiting infections and when antibiotics would be necessary.19

(c).1.2. Patients seeking testing with POCTs in primary care in the 
future From the patient studies, patients in Europe voiced 
mixed opinions on the impact of POCTs on their health-seeking 
behaviour in the future. A study in England revealed that patients 
would not change their consultation behaviour despite that avail
ability of GAS POCTs in general practices.45 In contrast, some 
European patients mentioned considering earlier consultations 
for POCTs in the future, whilst other would not change their 
behaviour.22

Part 2 of results: secondary analysis on interventions 
identified
We carried out a secondary analysis comparing the factors af
fecting the use of POCTs and interventions. We first identified 
that 9 factors from the 38 factors were not linked to any interven
tions in the studies (Table 3). We assessed these and proposed 
our own hypothesized links between the interventions and these 
nine factors. In addition, we proposed additional links between 
the remaining factors and interventions that study authors had 
not previously linked (Table S4). Table S4 provides a detailed over
view of our proposal on how the range of interventions identified 
could address these factors. Figure 3 depicts the same model of 
HCP and patient categories as Figure 2, with the addition of our 
proposed connections illustrated with dashed arrows.

Figures 2 and 3 indicate that some interventions can potentially 
target multiple factors and at different levels (outside, within, and 
post-consultations). We propose that two interventions, training 
HCPs in communication skills and the use of patient communication 
materials, can target factors at all levels. These were felt to work by 
equipping HCPs with tools to help patients accept the use of POCTs 
(outside consultations); by being used as adjuncts to POCTs by facili
tating conversations with patients and communicate management 
decisions (within consultations); and by addressing patients’ future 
testing demands following consultations (post-consultations). We 
further propose that five other interventions can address factors 
at two levels (outside and within consultations): (i) establishing ap
propriate reimbursement and incentivization; (ii) including POCTs in 
guidelines with clear instructions on using POCTs; (iii) early adopters 
and champions to share practices; (iv) training HCPs to use POCTs; 
and (v) optimizing POCT technology.

These seven interventions each appeared to potentially ad
dress more than five factors from the 38 identified (Table 4). 
However, there did not appear to be any intervention that could 
address all categories proposed in our model (Table 4). Therefore, 
a multi-component intervention package, including at least 
some of the seven interventions listed above, is likely to target 
the greatest number of factors on POCT use in primary care.

Table 3. Factors affecting POCT use not linked to any interventions in the 
reviewed studies and the review authors’ proposed interventions

Factors
Interventions proposed by review 
authors to address these factors

Concerns over POCTs being used 
for non-RTI complaints

Optimizing POCT technology

Incentivization leading to overuse 
of POCTs

Establishing appropriate 
reimbursement and 
incentivization

Including POCTs in guidelines with 
clear instructions on using POCTs

Patients’ acceptability of POCTs Using patient communication 
materials

Training HCPs in communication 
skills

Medicolegal implications of using/ 
not using POCTs

Including POCTs in guidelines with 
clear instructions on using POCTs

Concerns about the invasiveness of 
tests

Optimizing POCT technology
Training HCPs in communication 

skills
Concerns about HCPs’ motivations 

for recommending POCTs
Training HCPs in communication 

skills
Concerns about costs in 

implementing POCTs
Establishing appropriate 

reimbursement and 
incentivization

Concerns on length of 
consultations

Additional staff support
Training HCPs in using POCTs
Optimizing POCT technology

Lack of understanding of why HCPs 
use POCTs during consultations

Using patient communication 
materials

Training HCPs in communication 
skills
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Discussion
Summary of main findings
We synthesized findings from 33 studies to develop a model 
(Figure 2) illustrating how POCT use in primary care is influenced 
by factors outside, within, and post-consultation and how inter
ventions targeting these factors could help to support POCT 
use. Despite diverse perspectives and healthcare systems across 
countries, the categories presented were broadly consistent. 
Overall, we identified nine HCP and nine patient categories, 
arranging them into three higher-level groups that follow the tra
jectory of POCT implementation: outside, within, and post- 
consultation. We also identified 38 factors that impact POCT 
use, with 28 from HCP perspectives and 10 from patients, with 
these factors related, directly and indirectly, to available re
sources and time. From the included studies, we identified 14 in
terventions that support POCT use. We propose that seven of 
these are better equipped to facilitate the implementation of 
POCTs by addressing factors on use.

Our review demonstrates the ambivalent perspectives of HCPs 
and patients on the use of POCTs in primary care settings to man
age acute RTIs. Although studies in this review showed that there 
is a potential role for POCTs in clinical practice, they also revealed 
challenges in their implementation and use. HCPs’ concerns 
about their use include, for example, the uncertainty behind 
the added value of using POCTs; potential inappropriate use of 
POCTs; the impact on existing workflows; POCT results not 
aligning with clinical assessments; and the medicalization of 

self-limiting infections. From the perspective of patients, studies 
reported concerns about the cost implications of using POCTs; the 
impact of POCTs on the length of consultations; the accuracy of 
the tests; and not receiving antibiotics when expected as a result 
of POCT results. These perceived drawbacks in the use of POCTs in 
primary care settings need to be addressed if POCTs are to be 
widely implemented. They may also suggest that the role of 
POCTs is more limited than sometimes advocated for.

The decision to implement POCT should therefore be carefully 
considered, taking into account the specific clinical context, re
source availability, and potential impact on patient outcomes 
and healthcare delivery. Moreover, it is crucial to critically evalu
ate the available evidence to determine where POCT is most 
beneficial. By weighing these factors against the potential draw
backs, HCPs and policy-makers can make more informed deci
sions about where and when to implement POCT, ensuring its 
use is targeted to situations where it offers the greatest net bene
fit to patients and healthcare systems.

POCT implementation might benefit from complex, 
multi-component interventions
A qualitative study by some of the current authors on HCPs’ anti
biotic prescribing decisions emphasized influences at both the 
system and practice levels, underscoring the importance of 
adopting a whole-systems approach when addressing antibiotic 
prescribing.53 Here, we argue for a similar approach in POCT im
plementation, recognizing that certain influences extend beyond 

Figure 3. Model displaying additional proposed links between interventions and factors that were not mentioned in the included papers. This figure 
appears in colour in the online version of JAC and in black and white in the print version of JAC.
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HCP and patient control, necessitating involvement from other 
stakeholders and the wider health system (part A of the models 
in Figures 2 and 3). The HCP and patient categories underscore 
that implementing POCTs goes beyond merely providing HCPs 
with POCTs. Our findings reveal numerous factors impacting 
POCT use that exist outside, within, and post-consultations.

Understanding the factors affecting POCT use and where they 
lie can guide effective interventions. Our review identified 14 in
terventions that targeted factors at different levels. A systematic 
review comparing multi-faceted interventions to single- 
component interventions found no clear advantage of multi- 
faceted interventions for changing HCPs’ behaviour.54 However, 
our findings show that there is no universal solution or interven
tion for implementing POCTs, and the multitude of influences re
flects the complexity of primary care settings.55

The studies reviewed indicated that combining some inter
ventions, such as training HCPs in POCT usage, improving commu
nication skills, and using patient communication materials, could 
enhance POCT utilization. Therefore, we stress that a multi- 
faceted intervention package is likely to be most successful at ad
dressing multiple factors at all three levels and maximizing the 
chances of successful POCT implementation.56 However, there 
is a lack of research assessing how interventions operate with 

one another and the effectiveness of them. Further research is 
therefore needed to determine the effectiveness of using multi- 
faceted interventions proposed in this review when implement
ing POCTs.

It is crucial to also note that all interventions discussed in this 
review require resources, especially time, adding to the complexity 
of these interventions. Developing guidelines on how HCPs should 
use POCTs and reorganizing workflows of primary care settings re
quires time. Others, such as training HCPs, developing communica
tion materials, and establishing reimbursement and incentive 
schemes, require time and resources from both HCPs and public 
health bodies. In addition, interventions such as guidelines, com
munication materials, reimbursement and incentive schemes, 
and training materials for HCPs will need to first be developed be
fore POCTs can be introduced into primary care settings.

Finally, several interventions to support POCT use, such as re
imbursement and incentive schemes and guidelines, are de
signed to be long-term solutions to ensure sustained use of 
POCTs over an extended period. However, further studies are 
needed to evaluate the long-term use of POCTs as a limited num
ber of studies in this review had POCTs implemented in routine 
use in primary care settings. A follow-up study on the use of 
CRP tests a year after their introduction in European general prac
tices as part of a clinical trial on the management of acute RTIs 
demonstrated that CRP tests did not have an effect in the long 
run.57 Establishing robust monitoring and evaluation frameworks 
may be needed to understand the sustained use of POCTs. Having 
these frameworks in place would allow for the generation of real- 
world evidence that can then provide recommendations on how 
to optimize practices’ use of POCTs and how they can be adopted 
in practices that have not yet implemented them.58,59 In Norway, 
where POCTs are in routine use, a system is in place that offers 
support to HCPs and monitors their use of tests.60 These monitor
ing frameworks may also evaluate antibiotic prescribing rates at 
local and national levels, collecting real-world evidence, and be 
used to motivate other practices reluctant to adopt POCTs if dem
onstrating that antibiotic prescribing is optimized.

POCTs are perceived differently in different primary care 
settings
The COVID-19 pandemic has expanded the role of pharmacies in 
some countries to provide services such as testing and vaccina
tions, presenting an opportunity for them to play a larger role 
in managing infectious diseases.61–65 However, our review sug
gests that implementing POCTs in pharmacies may affect how 
these tests are used and patients’ perceptions of pharmacies.

Studies have indicated that pharmacists viewed POCT results 
as instrumental in their decision-making compared to HCPs in 
general practices and out-of-hours settings who prioritized clinic
al assessments over POCT results. A study conducted in Norway 
reported similar findings, with GPs expressing that pharmacists 
do not carry out clinical assessments in the same manner as 
GPs.66 This difference in skillsets between GPs and pharmacists 
may need to be considered when implementing POCTs. If 
POCTs for acute RTIs are to be routinely implemented in pharma
cies, interventions other than those identified in the reviewed 
studies may be necessary to support appropriate POCT use, 
such as training for pharmacists to carry out clinical assessments 

Table 4. Interventions and the number of categories and the factors they 
potentially address

Interventions

Number of 
categories 
addressed

Number of 
factors 

addressed

1. Including POCTs in guidelines 
with clear instructions on using 
POCTs

5 11

2. Optimizing POCT technology 7 10
3. Training HCPs in 

communication skills
5 9

4. Using patient communication 
materials

6 9

5. Training HCPs to use POCTs 4 8
6. Early adopters and champions 

to share practices
4 6

7. Establishing appropriate 
reimbursement and 
incentivization

3 6

8. Additional support staff 2 4
9. Opening communication 

channels between GPs and 
pharmacists

2 2

10. Marketing and advertising 2 2
11. Setting up a framework to 

support quality control of 
POCTs

1 1

12. Granting pharmacists with 
authority to prescribe

1 1

13. Accessing patients’ records 1 1
14. Training HCPs in interpreting 

POCTs
1 1
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for RTIs. Guidelines may need to be tailored to context and pro
vide a rigid protocol for pharmacists to follow if POCTs are used.

In addition, pharmacies offering POCTs may lead patients to 
seek care for minor illnesses earlier than usual, potentially lead
ing to the medicalization of self-limiting infections. The study 
conducted in US pharmacies supported this as patients indicated 
that had pharmacies not provided testing, they would have 
waited longer before seeking care.24 To mitigate unintended con
sequences, pharmacists could benefit from a set of interventions 
such as training in communication skills and providing them with 
patient-facing materials (e.g. patient information leaflets), as 
previously trialled with GPs.

Strengths and limitations
This is the first systematic review synthesizing qualitative litera
ture on HCP and patient views of POCTs for RTIs in primary care. 
By establishing known qualitative evidence on POCTs for RTIs in 
primary care, we can guide the focus of new research, avoiding 
unnecessary replication and recruitment when the answer is al
ready known. Our study offers a summary of the factors that de
termine how well POCTs are adopted in practice and identifies 
interventions from the literature can support the use of POCTs. 
The included studies were heterogeneous in terms of partici
pants, settings, countries, and time. However, differences be
tween different patient populations were not explicitly explored 
in included studies. Patient views from different socio-economic 
backgrounds and ethnicities on the views of POCT use may 
vary. However, the categories identified were often supported 
by several studies with varied characteristics indicating potential 
applicability to other settings and contexts. The proposed inter
ventions may be applicable across diverse contexts and countries 
where qualitative research on POCTs is limited. Whilst individual 
study nuances may be lost in a meta-synthesis, detailed descrip
tions of included studies enable readers to identify relevant con
texts. The iterative approach also ensured representative and 
consistent categories whilst allowing for contextual differences 
in findings.

In addition, it was crucial to consider potential biases during 
the analysis, especially as certain members of the research 
team (authors A.J.B., S.T.-C., and S.A.) had authored studies in
cluded in this review.67 To ensure a reflexive approach, the read
ing and coding was initially carried out by author M.E.H., who had 
no prior experiences with conducting research on HCPs’ or pa
tients’ views on using POCTs. Comprehensive discussions on 
codes and categories were held throughout the analysis phases, 
leveraging the diverse backgrounds of team members for a re
flexive and nuanced examination of the data.16

Implications for future research
Real-life implementation studies to assess the effectiveness of 
interventions highlighted in this review and their optimal combi
nations can inform scaling up the adoption of POCTs in primary 
care settings. Moreover, investigating the sustained use of 
POCTs in countries where they have already been in use over a 
long period of time may shed light on strategies to ensure their 
continued use after successful implementation. The literature 
on sustainability underscores the need for robust monitoring 
and evaluation frameworks to ensure the continued use of an 

innovation.58,59 Such frameworks allow for a nuanced under
standing of potential adaptations to the tests, systems, and in
terventions that may be required.

Furthermore, the implementation of POCTs in clinical settings 
represents a complex intervention requiring comprehensive 
training across multiple components. Whilst our findings under
score the importance of thorough HCP training, we must also 
consider the practical challenges of implementing such intensive 
training programmes in real-world healthcare environments.

There exists a tension between the ideal scenario of compre
hensive training and the pragmatic realities of clinical practice. 
Time constraints and competing demands on HCPs’ schedules 
may render extensive training programmes challenging to imple
ment fully. This dichotomy between best practice and feasible 
implementation warrants careful consideration.

Moreover, it is crucial to acknowledge that in response to 
these practical limitations, healthcare systems may be tempted 
to seek abbreviated training approaches or ‘shortcuts’. However, 
such compromises may lead to suboptimal outcomes in POCT 
implementation and utilization.

Therefore, we propose that future research and implementa
tion strategies should focus on developing and evaluating 
training methodologies that balance comprehensiveness with 
practicality. This may include exploring modular training ap
proaches, leveraging e-learning platforms, or implementing on
going support systems to supplement initial training efforts.

The studies included in this review also indicated that 
POCTs may need to be reimbursed to ensure that HCPs and pa
tients are not overburdened with the cost of implementation. 
However, the studies did not fully explore or directly address 
equity issues. This is important to consider and address in future 
research or implementation efforts because POCT use can be 
both affected by health inequalities and affect them. 
Depending on the health system, individuals in low-income 
communities may have limited access to POCTs due to financial 
constraints. Furthermore, some communities may be more vul
nerable to RTIs but supplies of POCTs may be limited at their pri
mary care service. Therefore, future research may be needed to 
explore the views of vulnerable or at-risk patient groups regard
ing the use of POCTs and identify ways to address challenges to 
equitable POCT access.

Finally, conducting ethnographic research in POCT implemen
tation within primary care can provide a richer narrative of the 
complex interactions between POCTs and HCPs, and help tailor in
terventions to context. This methodological approach allows for 
a comprehensive understanding of dynamics, illuminating both 
successful instances and failures in clinician–technology engage
ment, moving beyond the confines of randomized clinical trials of 
technology.68–70

Conclusions
This review consolidates existing knowledge and can inform 
future primary research, preventing the replication of data. 
Qualitative studies on HCPs’ and patients’ views and experiences 
of POCTs in primary care settings have revealed many factors af
fecting their use that exist outside and within consultations, and 
post-consultations. Different interventions can address these to 
promote POCT use/implementation. However, as primary care 
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settings are complex, multi-faceted interventions may need to 
be considered to address these factors and, therefore, support 
the implementation of POCTs. HCPs in different settings place 
varying importance to POCT results in decision-making and so 
certain interventions may be necessary to mitigate differences 
across settings when assimilating POCTs into diagnoses. 
Furthermore, introducing POCTs in pharmacies can have unin
tended consequences on patients’ behaviour by encouraging 
the medicalization of self-limiting infections.

Funding
M.E.H. is funded by Innovative Medicines Initiative under grant agree
ment no. 820755. This Joint Undertaking receives support from Horizon 
2020 research and innovation programme and EFPIA and Bio-Rad labora
tories, BD Switzerland Sàrl, Accelerate Diagnostics S.L., and Wellcome 
Trust. A.J.B. and S.T.-C. are funded by NIHR Health Protection Research 
Unit (HPRU) in Healthcare Associated Infections and Antimicrobial 
Resistance (NIHR200915), a partnership between the UK Health 
Security Agency (UKHSA) and the University of Oxford.

Transparency declarations
None to declare.

Supplementary data
Tables S1–S4 are available as Supplementary data at JAC Online.

References
1 Klein EY, Van Boeckel TP, Martinez EM et al. Global increase and geo
graphic convergence in antibiotic consumption between 2000 and 
2015. Proc Natl Acad Sci U S A 2018; 115: e3463–70. https://doi.org/10. 
1073/pnas.1717295115

2 Costelloe C, Metcalfe C, Lovering A et al. Effect of antibiotic prescribing 
in primary care on antimicrobial resistance in individual patients: system
atic review and meta-analysis. BMJ 2010; 340: c2096. https://doi.org/10. 
1136/bmj.c2096

3 Butler CC, Hood K, Verheij T et al. Variation in antibiotic prescribing and 
its impact on recovery in patients with acute cough in primary care: pro
spective study in 13 countries. BMJ 2009; 338: b2242. https://doi.org/10. 
1136/bmj.b2242

4 Cooke J, Llor C, Hopstaken R et al. Respiratory tract infections (RTIs) in 
primary care: narrative review of C reactive protein (CRP) point-of-care 
testing (POCT) and antibacterial use in patients who present with symp
toms of RTI. BMJ Open Respir Res 2020; 7: e000624. https://doi.org/10. 
1136/bmjresp-2020-000624

5 Goossens H, Ferech M, Vander Stichele R et al. Outpatient antibiotic use 
in Europe and association with resistance: a cross-national database 
study. Lancet 2005; 365: 579–87. https://doi.org/10.1016/S0140- 
6736(05)17907-0

6 Smedemark SA, Aabenhus R, Llor C et al. Biomarkers as point-of-care 
tests to guide prescription of antibiotics in people with acute respiratory 
infections in primary care. Cochrane Database Syst Rev 2022; 10: 
CD010130. https://doi.org/10.1002/14651858.CD010130.pub3

7 Brown E, Hay AD. Point-of-care tests: the key to reducing antibiotic pre
scribing for respiratory tract infections in primary care? Expert Rev Mol Diagn 
2024; 24: 139–41. https://doi.org/10.1080/14737159.2023.2217330

8 Aabenhus R, Jensen JUS, Jørgensen KJ et al. Biomarkers as point-of- 
care tests to guide prescription of antibiotics in patients with acute re
spiratory infections in primary care. Cochrane Database Syst Rev 2014; 
11: CD010130. https://doi.org/10.1002/14651858.CD010130.pub2
9 van der Velden AW, van de Pol AC, Bongard E et al. Point-of-care test
ing, antibiotic prescribing, and prescribing confidence for respiratory tract 
infections in primary care: a prospective audit in 18 European countries. 
BJGP Open 2022; 6: BJGPO.2021.0212. https://doi.org/10.3399/BJGPO. 
2021.0212
10 Cohen JF, Pauchard JY, Hjelm N et al. Efficacy and safety of rapid tests 
to guide antibiotic prescriptions for sore throat. Cochrane Database Syst 
Rev 2020; 6: CD012431. https://doi.org/10.1002/14651858.CD012431. 
pub2
11 Directorate-General for Health and Food Safety 2023. Council 
Recommendation on Stepping up EU Actions to Combat Antimicrobial 
Resistance in a One Health Approach. https://health.ec.europa.eu/ 
publications/council-recommendation-stepping-eu-actions-combat-ant 
imicrobial-resistance-one-health-approach_en
12 Jacobs SR, Weiner BJ, Reeve BB et al. Determining the predictors of in
novation implementation in healthcare: a quantitative analysis of imple
mentation effectiveness. BMC Health Serv Res 2015; 15: 6. https://doi.org/ 
10.1186/s12913-014-0657-3
13 Hamilton AB, Finley EP. Qualitative methods in implementation re
search: an introduction. Psychiatry Res 2019; 280: 112516. https://doi. 
org/10.1016/j.psychres.2019.112516
14 Critical Appraisal Skills Programme 2018. CASP Checklist: CASP 
Qualitative Studies Checklist. https://casp-uk.net/casp-tools-checklists/ 
qualitative-studies-checklist/
15 Boeije HR, van Wesel F, Alisic E. Making a difference: towards a meth
od for weighing the evidence in a qualitative synthesis. J Eval Clin Pract 
2011; 17: 657–63. https://doi.org/10.1111/j.1365-2753.2011.01674.x
16 Lachal J, Revah-Levy A, Orri M et al. Metasynthesis: an original method 
to synthesize qualitative literature in psychiatry. Front Psychiatry 2017; 8: 
269. https://doi.org/10.3389/fpsyt.2017.00269
17 Thomas J, Harden A. Methods for the thematic synthesis of qualita
tive research in systematic reviews. BMC Med Res Methodol 2008; 8: 45. 
https://doi.org/10.1186/1471-2288-8-45
18 Cals JWL, Chappin FHF, Hopstaken RM et al. C-reactive protein 
point-of-care testing for lower respiratory tract infections: a qualitative 
evaluation of experiences by GPs. Fam Pract 2010; 27: 212–8. https:// 
doi.org/10.1093/fampra/cmp088
19 Anthierens S, Tonkin-Crine S, Cals JWL et al. Clinicians’ views and ex
periences of interventions to enhance the quality of antibiotic prescribing 
for acute respiratory tract infections. J Gen Intern Med 2015; 30: 408–16. 
https://doi.org/10.1007/s11606-014-3076-6
20 Schot MJC, Broekhuizen BD, Cals JWL et al. C-reactive protein 
point-of-care testing in children with cough: qualitative study of GPs’ per
ceptions. BJGP Open 2017; 1: bjgpopen17X101193. https://doi.org/10. 
3399/bjgpopen17X101193
21 Hardy V, Thompson M, Keppel GA et al. Qualitative study of primary 
care clinicians’ views on point-of-care testing for C-reactive protein for 
acute respiratory tract infections in family medicine. BMJ Open 2017; 7: 
e012503. https://doi.org/10.1136/bmjopen-2016-012503
22 Tonkin-Crine S, Antheirens S, Francis NA et al. Exploring patients’ views 
of primary care consultations with contrasting interventions for acute 
cough: a six-country European qualitative study. NPJ Prim Care Respir 
Med 2014; 24: 14026. https://doi.org/10.1038/npjpcrm.2014.26
23 Burgess-Allen J, Owen-Smith V. Using mind mapping techniques for 
rapid qualitative data analysis in public participation processes. Health 
Expect 2010; 13: 406–15. https://doi.org/10.1111/j.1369-7625.2010. 
00594.x

Systematic review

44

D
ow

nloaded from
 academ

ic.oup.com
/jac/article/80/1/29/7815740 by guest on 06 O

ctober 2026

http://academic.oup.com/jac/article-lookup/doi/10.1093/jac/dkae349#supplementary-data
http://academic.oup.com/jac/article-lookup/doi/10.1093/jac/dkae349#supplementary-data
https://doi.org/10.1073/pnas.1717295115
https://doi.org/10.1073/pnas.1717295115
https://doi.org/10.1136/bmj.c2096
https://doi.org/10.1136/bmj.c2096
https://doi.org/10.1136/bmj.b2242
https://doi.org/10.1136/bmj.b2242
https://doi.org/10.1136/bmjresp-2020-000624
https://doi.org/10.1136/bmjresp-2020-000624
https://doi.org/10.1016/S0140-6736(05)17907-0
https://doi.org/10.1016/S0140-6736(05)17907-0
https://doi.org/10.1002/14651858.CD010130.pub3
https://doi.org/10.1080/14737159.2023.2217330
https://doi.org/10.1002/14651858.CD010130.pub2
https://doi.org/10.3399/BJGPO.2021.0212
https://doi.org/10.3399/BJGPO.2021.0212
https://doi.org/10.1002/14651858.CD012431.pub2
https://doi.org/10.1002/14651858.CD012431.pub2
https://health.ec.europa.eu/publications/council-recommendation-stepping-eu-actions-combat-antimicrobial-resistance-one-health-approach_en
https://health.ec.europa.eu/publications/council-recommendation-stepping-eu-actions-combat-antimicrobial-resistance-one-health-approach_en
https://health.ec.europa.eu/publications/council-recommendation-stepping-eu-actions-combat-antimicrobial-resistance-one-health-approach_en
https://doi.org/10.1186/s12913-014-0657-3
https://doi.org/10.1186/s12913-014-0657-3
https://doi.org/10.1016/j.psychres.2019.112516
https://doi.org/10.1016/j.psychres.2019.112516
https://casp-uk.net/casp-tools-checklists/qualitative-studies-checklist/
https://casp-uk.net/casp-tools-checklists/qualitative-studies-checklist/
https://doi.org/10.1111/j.1365-2753.2011.01674.x
https://doi.org/10.3389/fpsyt.2017.00269
https://doi.org/10.1186/1471-2288-8-45
https://doi.org/10.1093/fampra/cmp088
https://doi.org/10.1093/fampra/cmp088
https://doi.org/10.1007/s11606-014-3076-6
https://doi.org/10.3399/bjgpopen17X101193
https://doi.org/10.3399/bjgpopen17X101193
https://doi.org/10.1136/bmjopen-2016-012503
https://doi.org/10.1038/npjpcrm.2014.26
https://doi.org/10.1111/j.1369-7625.2010.00594.x
https://doi.org/10.1111/j.1369-7625.2010.00594.x


24 Sahr M, Blower N, Johnston R. Patient perceptions of acute infectious 
disease point-of-care tests and treatment within community pharmacy 
settings. J Am Pharm Assoc 2003; 62: 1786–91. https://doi.org/10.1016/ 
j.japh.2022.05.027
25 Dixon S, Fanshawe TR, Mwandigha L et al. The impact of point-of-care 
blood C-reactive protein testing on prescribing antibiotics in out-of-hours 
primary care: a mixed methods evaluation. Antibiotics 2022; 11: 1008. 
https://doi.org/10.3390/antibiotics11081008
26 Czarniak P, Chalmers L, Hughes J et al. Point-of-care C-reactive protein 
testing service for respiratory tract infections in community pharmacy: a 
qualitative study of service uptake and experience of pharmacists. Int 
J Clin Pharm 2022; 44: 466–79. https://doi.org/10.1007/s11096-021- 
01368-2
27 Khalid TY, Duncan LJ, Thornton HV et al. Novel multi-virus rapid re
spiratory microbiological point-of-care testing in primary care: a mixed- 
methods feasibility evaluation. Fam Pract 2021; 38: 598–605. https:// 
doi.org/10.1093/fampra/cmab002
28 Kierkegaard P, Hicks T, Allen AJ et al. Strategies to implement 
SARS-CoV-2 point-of-care testing into primary care settings: a qualitative 
secondary analysis guided by the Behaviour Change Wheel. Implement 
Sci Commun 2021; 2: 139. https://doi.org/10.1186/s43058-021-00242-6
29 Mantzourani E, Cannings-John R, Evans A et al. Understanding the im
pact of a new pharmacy sore throat test and treat service on patient ex
perience: a survey study. Res Soc Adm Pharm 2021; 17: 969–77. https:// 
doi.org/10.1016/j.sapharm.2020.07.034
30 Saliba-Gustafsson EA, Nyberg A, Borg MA et al. Barriers and facilitators 
to prudent antibiotic prescribing for acute respiratory tract infections: a 
qualitative study with general practitioners in Malta. PLoS One 2021; 16: 
e0246782. https://doi.org/10.1371/journal.pone.0246782
31 Borek AJ, Campbell A, Dent E et al. Implementing interventions to re
duce antibiotic use: a qualitative study in high-prescribing practices. BMC 
Fam Pract 2021; 22: 25. https://doi.org/10.1186/s12875-021-01370-7
32 Essilini A, Pierre A, Bocquier A et al. Community pharmacists’ views on 
their current role and future opportunities for antibiotic stewardship: a 
French qualitative study. JAC Antimicrobial Resist 2021; 3: dlab129. 
https://doi.org/10.1093/jacamr/dlab129
33 Bisgaard L, Andersen CA, Jensen MSA et al. Danish GPs’ experiences 
when managing patients presenting to general practice with symptoms 
of acute lower respiratory tract infections: a qualitative study. 
Antibiotics 2021; 10: 661. https://doi.org/10.3390/antibiotics10060661
34 De Lusignan S, Hoang U, Liyanage H et al. Integrating molecular 
point-of-care testing for influenza into primary care: a mixed-methods 
feasibility study. Br J Gen Pract 2020; 70: e555–62. https://doi.org/10. 
3399/bjgp20X710897
35 Van Hecke O, Butler CC, Mendelson M et al. Introducing new 
point-of-care tests for common infections in publicly funded clinics in 
South Africa: a qualitative study with primary care clinicians. BMJ Open 
2019; 9: e029260. https://doi.org/10.1136/bmjopen-2019-029260
36 Mantzourani E, Hicks R, Evans A et al. Community pharmacist views on 
the early stages of implementation of a pathfinder sore throat test and 
treat service in Wales: an exploratory study. Integr Pharm Res Pract 
2019; 8: 105–13. https://doi.org/10.2147/IPRP.S225333
37 Eley CV, Sharma A, Lecky DM et al. Qualitative study to explore the 
views of general practice staff on the use of point-of-care C reactive pro
tein testing for the management of lower respiratory tract infections 
in routine general practice in England. BMJ Open 2018; 8: e023925. 
https://doi.org/10.1136/bmjopen-2018-023925
38 Johnson M, Cross L, Sandison N et al. Funding and policy incentives to 
encourage implementation of point-of-care C-reactive protein testing for 
lower respiratory tract infection in NHS primary care: a mixed-methods 
evaluation. BMJ Open 2018; 8: e024558. https://doi.org/10.1136/ 
bmjopen-2018-024558

39 Tonkin-Crine S, Anthierens A, Hood K et al. Discrepancies between 
qualitative and quantitative evaluation of randomised controlled trial re
sults: achieving clarity through mixed methods triangulation. Implement 
Sci 2016; 11: 66. https://doi.org/10.1186/s13012-016-0436-0
40 Andre M, Gröndal H, Strandberg EL et al. Uncertainty in clinical prac
tice—an interview study with Swedish GPS on patients with sore throat. 
BMC Fam Pract 2016; 17: 56. https://doi.org/10.1186/s12875-016-0452-9
41 Huddy JR, Ni MZ, Barlow J et al. Point-of-care C reactive protein for the 
diagnosis of lower respiratory tract infection in NHS primary care: a quali
tative study of barriers and facilitators to adoption. BMJ Open 2016; 6: 
e009959. https://doi.org/10.1136/bmjopen-2015-009959
42 Hughes A, Gwyn L, Harris S et al. Evaluating a point-of-care C-reactive 
protein test to support antibiotic prescribing decisions in a general prac
tice. Clin Pharm 2016; 8: 309–18. https://doi.org/10.1211/PJ.2016. 
20201688
43 Peirce SC, Faulkner A, Ulucanlar S et al. Technology identities explain 
under- and non-adoption of community-based point-of-care tests in 
the UK NHS. Health Policy Technol 2015; 4: 68–77. https://doi.org/10. 
1016/j.hlpt.2014.10.014
44 Gröndal H, Hedin K, Strandberg EL et al. Near-patient tests and the 
clinical gaze in decision-making of Swedish GPs not following current 
guidelines for sore throat—a qualitative interview study. BMC Fam Pract 
2015; 16: 81. https://doi.org/10.1186/s12875-015-0285-y
45 Leydon GM, McDermott L, Moore M et al. A qualitative study of GP, NP 
and patient views about the use of rapid streptococcal antigen detection 
tests (RADTs) in primary care: ‘swamped with sore throats?’. BMJ Open 
2013; 3: e002460. https://doi.org/10.1136/bmjopen-2012-002460
46 Anthierens S, Tonkin-Crine S, Douglas E et al. General practitioners’ 
views on the acceptability and applicability of a web-based intervention 
to reduce antibiotic prescribing for acute cough in multiple European 
countries: a qualitative study prior to a randomised trial. BMC Fam Pract 
2012; 13: 101. https://doi.org/10.1186/1471-2296-13-101
47 Brookes-Howell L, Hood K, Cooper L et al. Clinical influences on anti
biotic prescribing decisions for lower respiratory tract infection: a nine 
country qualitative study of variation in care. BMJ Open 2012; 2: 
e000795. https://doi.org/10.1136/bmjopen-2011-000795
48 Wood F, Brookes-Howell L, Hood K et al. A multi-country qualitative 
study of clinicians’ and patients’ views on point of care tests for lower re
spiratory tract infection. Fam Pract 2011; 28: 661–9. https://doi.org/10. 
1093/fampra/cmr031
49 Tonkin-Crine S, Coenen S, Fernandez-Vandellos P et al. GPs’ views in 
five European countries of interventions to promote prudent antibiotic 
use. Br J Gen Pract 2011; 61: e252–61. https://doi.org/10.3399/ 
bjgp11X572445
50 Cals JWL, Butler CC, Dinant G-J. Experience talks’: physician prioritisa
tion of contrasting interventions to optimise management of acute 
cough in general practice. Implement Sci 2009; 4: 57. https://doi.org/10. 
1186/1748-5908-4-57
51 Butler CC, Simpson S, Wood F. General practitioners’ perceptions of 
introducing near-patient testing for common infections into routine pri
mary care: a qualitative study. Scand J Prim Health Care 2008; 26: 
17–21. https://doi.org/10.1080/02813430701726285
52 Bauer MS, Damschroder L, Hagedorn H et al. An introduction to imple
mentation science for the non-specialist. BMC Psychol 2015; 3: 32. https:// 
doi.org/10.1186/s40359-015-0089-9
53 Borek AJ, Anthierens S, Allison R et al. Social and contextual influences 
on antibiotic prescribing and antimicrobial stewardship: a qualitative study 
with clinical commissioning group and general practice professionals. 
Antibiotics 2020; 9: 859. https://doi.org/10.3390/antibiotics9120859
54 Squires JE, Sullivan K, Eccles MP et al. Are multifaceted interventions 
more effective than single-component interventions in changing health- 

Systematic review                                                                                                                                             

45

D
ow

nloaded from
 academ

ic.oup.com
/jac/article/80/1/29/7815740 by guest on 06 O

ctober 2026

https://doi.org/10.1016/j.japh.2022.05.027
https://doi.org/10.1016/j.japh.2022.05.027
https://doi.org/10.3390/antibiotics11081008
https://doi.org/10.1007/s11096-021-01368-2
https://doi.org/10.1007/s11096-021-01368-2
https://doi.org/10.1093/fampra/cmab002
https://doi.org/10.1093/fampra/cmab002
https://doi.org/10.1186/s43058-021-00242-6
https://doi.org/10.1016/j.sapharm.2020.07.034
https://doi.org/10.1016/j.sapharm.2020.07.034
https://doi.org/10.1371/journal.pone.0246782
https://doi.org/10.1186/s12875-021-01370-7
https://doi.org/10.1093/jacamr/dlab129
https://doi.org/10.3390/antibiotics10060661
https://doi.org/10.3399/bjgp20X710897
https://doi.org/10.3399/bjgp20X710897
https://doi.org/10.1136/bmjopen-2019-029260
https://doi.org/10.2147/IPRP.S225333
https://doi.org/10.1136/bmjopen-2018-023925
https://doi.org/10.1136/bmjopen-2018-024558
https://doi.org/10.1136/bmjopen-2018-024558
https://doi.org/10.1186/s13012-016-0436-0
https://doi.org/10.1186/s12875-016-0452-9
https://doi.org/10.1136/bmjopen-2015-009959
https://doi.org/10.1211/PJ.2016.20201688
https://doi.org/10.1211/PJ.2016.20201688
https://doi.org/10.1016/j.hlpt.2014.10.014
https://doi.org/10.1016/j.hlpt.2014.10.014
https://doi.org/10.1186/s12875-015-0285-y
https://doi.org/10.1136/bmjopen-2012-002460
https://doi.org/10.1186/1471-2296-13-101
https://doi.org/10.1136/bmjopen-2011-000795
https://doi.org/10.1093/fampra/cmr031
https://doi.org/10.1093/fampra/cmr031
https://doi.org/10.3399/bjgp11X572445
https://doi.org/10.3399/bjgp11X572445
https://doi.org/10.1186/1748-5908-4-57
https://doi.org/10.1186/1748-5908-4-57
https://doi.org/10.1080/02813430701726285
https://doi.org/10.1186/s40359-015-0089-9
https://doi.org/10.1186/s40359-015-0089-9
https://doi.org/10.3390/antibiotics9120859


care professionals’ behaviours? An overview of systematic reviews. 
Implement Sci 2014; 9: 152. https://doi.org/10.1186/s13012-014-0152-6
55 Harvey G, Kitson A. Translating evidence into healthcare policy and 
practice: single versus multi-faceted implementation strategies—is there 
a simple answer to a complex question? Int J Health Policy Manag 2015; 4: 
123–6. https://doi.org/10.15171/ijhpm.2015.54
56 Craig P, Dieppe P, Macintyre S et al. Developing and evaluating com
plex interventions: the new Medical Research Council guidance. BMJ 
2008; 337: a1655. https://doi.org/10.1136/bmj.a1655
57 Little P, Stuart B, Francis N et al. Antibiotic prescribing for acute re
spiratory tract infections 12 months after communication and CRP train
ing: a randomized trial. Ann Fam Med 2019; 17: 125–32. https://doi.org/ 
10.1370/afm.2356
58 Stirman SW, Kimberly J, Cook N et al. The sustainability of new pro
grams and innovations: a review of the empirical literature and recom
mendations for future research. Implement Sci 2012; 7: 17. https://doi. 
org/10.1186/1748-5908-7-17
59 Shelton RC, Cooper BR, Stirman SW. The sustainability of evidence- 
based interventions and practices in public health and health care. 
Annu Rev Public Health 2018; 39: 55–76. https://doi.org/10.1146/ 
annurev-publhealth-040617-014731
60 Lingervelder D, Koffijberg H, Emery JD et al. How to realize the benefits 
of point-of-care testing at the general practice: a comparison of four 
high-income countries. Int J Health Policy Manag 2022; 11: 2248–60. 
https://doi.org/10.34172/ijhpm.2021.143
61 Goode J-VR, Page A, Burns A et al. The pharmacist’s role in SARS-CoV-2 
diagnostic testing. J Am Pharm Assoc 2020; 60: e19–32. https://doi.org/ 
10.1016/j.japh.2020.08.017
62 Khadka S, Saleem M, Usman M et al. Qualitative exploration of per
spectives of the pharmacists working in public-sector hospitals during 

COVID-19 pandemic. J Pharm Policy Pract 2023; 16: 45. https://doi.org/ 
10.1186/s40545-023-00549-w
63 Durand C, Douriez E, Chappuis A et al. Contributions and challenges of 
community pharmacists during the COVID-19 pandemic: a qualitative 
study. J Pharm Policy Pract 2022; 15: 43. https://doi.org/10.1186/ 
s40545-022-00438-8
64 Hedima EW, Adeyemi MS, Ikunaiye NY. Community pharmacists: on 
the frontline of health service against COVID-19 in LMICs. Res Social 
Adm Pharm 2021; 17: 1964–6. https://doi.org/10.1016/j.sapharm.2020. 
04.013
65 Talukdar D, Jankie S, Pancholi SS et al. Strategic role and challenges of 
community pharmacists in SARS-CoV-2 outbreak. J Res Pharm Pract 2021; 
10: 1–9. https://doi.org/10.4103/jrpp.JRPP_20_131
66 Rakvaag H, Søreide GE, Meland E et al. Complementing or conflicting? 
How pharmacists and physicians position the community pharmacist. 
Pharm Pract (Granada) 2020; 18: 2078. https://doi.org/10.18549/ 
PharmPract.2020.3.2078
67 Flemming K, Noyes J. Qualitative evidence synthesis: where are we 
at? Int J Qual Methods 2021; 20: 1–13. https://doi.org/10.1177/ 
1609406921993276
68 Greenhalgh T. How to Implement Evidence-Based Healthcare. John 
Wiley & Sons Ltd., 2018.
69 Swinglehurst D, Greenhalgh T, Roberts C. Computer templates in 
chronic disease management: ethnographic case study in general prac
tice. BMJ Open 2012; 2: e001754. https://doi.org/10.1136/bmjopen- 
2012-001754
70 Swinglehurst D, Greenhalgh T, Russell J et al. Receptionist input to 
quality and safety in repeat prescribing in UK general practice: ethno
graphic case study. BMJ 2011; 343: d6788. https://doi.org/10.1136/bmj. 
d6788

Systematic review

46

D
ow

nloaded from
 academ

ic.oup.com
/jac/article/80/1/29/7815740 by guest on 06 O

ctober 2026

https://doi.org/10.1186/s13012-014-0152-6
https://doi.org/10.15171/ijhpm.2015.54
https://doi.org/10.1136/bmj.a1655
https://doi.org/10.1370/afm.2356
https://doi.org/10.1370/afm.2356
https://doi.org/10.1186/1748-5908-7-17
https://doi.org/10.1186/1748-5908-7-17
https://doi.org/10.1146/annurev-publhealth-040617-014731
https://doi.org/10.1146/annurev-publhealth-040617-014731
https://doi.org/10.34172/ijhpm.2021.143
https://doi.org/10.1016/j.japh.2020.08.017
https://doi.org/10.1016/j.japh.2020.08.017
https://doi.org/10.1186/s40545-023-00549-w
https://doi.org/10.1186/s40545-023-00549-w
https://doi.org/10.1186/s40545-022-00438-8
https://doi.org/10.1186/s40545-022-00438-8
https://doi.org/10.1016/j.sapharm.2020.04.013
https://doi.org/10.1016/j.sapharm.2020.04.013
https://doi.org/10.4103/jrpp.JRPP_20_131
https://doi.org/10.18549/PharmPract.2020.3.2078
https://doi.org/10.18549/PharmPract.2020.3.2078
https://doi.org/10.1177/1609406921993276
https://doi.org/10.1177/1609406921993276
https://doi.org/10.1136/bmjopen-2012-001754
https://doi.org/10.1136/bmjopen-2012-001754
https://doi.org/10.1136/bmj.d6788
https://doi.org/10.1136/bmj.d6788

	Introduction
	Methods
	Search strategy, eligibility, and screening
	Analysis

	Results
	Part 1 of results: overview of factors affecting POCT use and interventions discussed in studies
	(a). Factors affecting POCT use outside consultations
	(a).1. Encouraging the adoption of POCTs in primary care
	(a).1.1. HCPs need to be convinced of the value of POCTs
	(a).1.2. Patients’ acceptability of POCTs
	(a).1.3. Workflow and staff capacity
	(a).1.4. Patient concerns about impact of POCTs on the length of consultations
	(a).1.5. Pharmacies as a setting for POCTs
	(a).1.6. Patients value access to and ease of testing through pharmacies


	(b). Factors affecting POCT use within consultations
	(b).1. Making sense of the use of POCTs in consultations
	(b).1.1. Scenarios where POCTs add value
	(b).1.2. Patients’ beliefs that POCTs can support HCPs’ decision-making
	(b).1.3. The significance of POCT results in HCPs’ decision-making
	(b).1.4. Patients’ understanding of why POCTs were used by their HCP
	(b).1.5. Degree of comfort HCPs have in interpreting POCT results
	(b).1.6. Patients’ trust in their HCPs’ ability to interpret POCT results

	(b).2. Impact of POCTs on delivery of care
	(b).2.1. Results from POCTs can facilitate conversations between HCPs and patients
	(b).2.2. POCTs contribute to patients’ understanding of when antibiotics are needed
	(b).2.3. HCPs’ experiential use of POCTs in primary care
	(b).2.4. Patients feeling satisfied with care and management plans when POCTs have been used


	(c). Factors affecting POCT use post-consultation
	(c).1. Future health-seeking behaviour
	(c).1.1. HCP concerns that patients will demand testing
	(c).1.2. Patients seeking testing with POCTs in primary care in the future



	Part 2 of results: secondary analysis on interventions identified

	Discussion
	Summary of main findings
	POCT implementation might benefit from complex, multi-component interventions
	POCTs are perceived differently in different primary care settings
	Strengths and limitations
	Implications for future research
	Conclusions

	Funding
	Transparency declarations
	Supplementary data
	References



