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Abstract

Safety netting (SN) provides specific information to caregivers identifying need to re-consult. SN is often used to bridge diagnostic uncertainty for first-contact healthcare professionals. This systematic narrative review investigated experiences of caregivers’ regarding SN information received during acute child health consultations. Searches between April and December 2021 of six bibliographic database (CINAHL, PsycINFO, BNI, EMCARE, MEDLINE and Web of Science) identified 3258 records. No studies were excluded based on quality and nine papers were included; the Mixed Methods Appraisal Tool was used to critically analyse papers and findings were summarised narratively. Four themes emerged: Importance of receiving Red-Flag-Symptom information, influences of specific mediums for information transfer to caregivers, key principles of SN as desired by caregivers, and contextual influences of information transfer to caregivers. Quality of evidence was fair; review findings could provide underpinning principles to enable first-contact clinicians to enhance their person-centred approach to SN practice. There was a paucity of evidence generally, with a relatively small number of studies that captured specific SN activity during consultations. More research is also needed to capture the full-breadth of first-contact clinicians, particularly in non-clinical settings such as the home or school. 
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Introduction
Recent UK clinical guidance (National Institute for Health and Care Excellence [NICE], 2021) recognises importance of caregivers in ensuring that babies and CYP accessing services have best possible experience of care and that caregivers need to be asked for their perspective on care they receive. 
The first formal description of safety netting (SN) was within The Inner Consultation (Neighbour, 2005); this seminal clinical consultation model aligned general practice with managing uncertainty. Roland et al., (2014) transitioned key principles of SN into child and young person (CYP) healthcare settings, referring to provision of specific information to caregivers that identifies the need to re-consult. More recently, Van Heyningen (2020) described SN as a cornerstone of paediatrics, highlighting physiological vulnerability, and describing good SN process as empowering caregivers to seek support. 
It is acknowledged that SN activity occurs at various stages of acute CYP illness (Neill et al., (2015a). Carter et al. (2020) found that parents sought help from a range of sources pre- and post-consultation including 24hr NHS direct line telephone services and websites to determine if initial/further consultations are required, often through receipt of SN. These previous experiences can influence caregivers’ trust in information provided during and/or accessed after consultation. Furthermore, Carter et al. (2020) found that contradictory information received from clinicians could impede timely review with often serious or catastrophic consequences, therefore, it is important that the caregiver’s perspective on SN information provided during consultations by first-contact healthcare professionals (HCP’s) is studied.
Positive outcomes of good SN processes have been previously demonstrated within acute CYP consultations; for example, Francis et al. (2009) found that the use of an interactive booklet on respiratory tract infections (RTI’s) containing SN advice, reduced antimicrobial prescribing and intention to reconsult, without reducing caregiver’s satisfaction levels.
[bookmark: _Hlk123836323]UK mortality, from communicable diseases in CYP indicates care may be inadequate, compared to similar countries (Ward et al., 2020). Communicable disease presentations are frequently encountered by first-contact HCP’s and attempting to distinguish serious pathology in CYP from self-limiting infection is challenging, as described by Thompson et al. (2012), who concluded that SN was frequently a method used to bridge diagnostic uncertainties. Additionally, analysis of patient safety incidents involving assessment of CYP in primary care found 26% of incidents were related to inadequate SN, particularly during remote consultations (Rees et al., 2017). More recently, the importance of good quality SN resources was highlighted by Royal College of Paediatrics and Child Health [RCPCH], 2020) in the wake of a reduction in CYP consultations, especially face-to-face. 
Key components of SN have been proposed (Jones et al., 2019). Red flag symptom RFS information is specific evidenced based advice of symptoms that denote a higher probability of serious illness and is agreed by clinicians as an essential component of good SN processes (Almond et al., 2009).  However, establishing what defines effective SN is complex (Gray et al., 2019), and mechanisms of effective SN have yet to be clarified (Roland et al., 2014; de Vos-Kerkhof et al., 2016). It has, therefore, been suggested there is a need for more research on what caregivers understand and want from SN information and how they would rather receive it (Jones et al., 2013; Jones et al., 2019). Neill et al., (2015a) also suggested more qualitative studies were needed to provide understanding about what, how and why interventions influence parents’ abilities to assess and manage their CYP during acute illness. 

Aim
To collate caregivers’ perspectives on SN practice they received and/or desired through their experiences during child health consultations. The research question was: What are the experiences of caregivers receiving professional safety netting information from child health consultation(s)?

Methodology
[bookmark: _Hlk123050566]A systematic narrative review (Popay, 2006) was employed. Reporting conduct followed the Preferred Reporting Items for Systematic Reviews and Meta-Analyses statement (Moher et al., 2009). Review proposal is unpublished. DO devised the concept and led each stage of review process, guided by SL who checked robustness of methodology and assisted in final editing and critical review.

Search Strategy
[bookmark: _Hlk95409045]To enhance rigour, search terms were formulated using a recognised tool (Cooke et al. 2012) by DO and supervised by SL (Supplementary Section 1). Searches of Cochrane (2021) and PROSPERO (Centre for Reviews and Dissemination, 2021) databases confirmed originality. Six bibliographic databases (Cumulative Index to Nursing and Allied Health Literature, PsycINFO, British Nursing Index, EMCARE, MEDLINE and Web of Science) were searched individually for relevant published literature by DO in April and December 2021.  UK guidelines published by NICE (2007) first included SN as a clinical activity recommended by experts, therefore, 2007 to 2021 were set as date limits. Additional searches of relevant literature were conducted through citation chaining and author correspondence.
[bookmark: _Hlk123051023]
Inclusion and exclusion criteria. Full text articles were obtained and screened against inclusion criteria (Table 1) by DO and supervised by SL. Included were studies primarily focusing on SN, studies where SN activity was secondary, studies comparing specific intervention versus usual care, and studies that focused purely on usual care provision. 

Table 1: Inclusion and exclusion criteria
	
	Criteria with rationale

	Sample
	‘Caregivers’ of CYP. Term ‘caregivers’ used as inclusive of parents, relatives and other unpaid/informal caregivers attending the consultation with the CYP. ‘CYP’ defined as below the age of 18 (Office of the United Nations High Commissioner for Human Rights, 1989).

	Sample
	Population studied within UK, Europe, North America, Australia, or New Zealand. Similar healthcare systems and cultures, findings more transferable.

	Phenomena of Interest
	SN activity has been provided (or not provided but identified as a need by the caregiver) during consultation by a first contact HCP for an acute illness episode. Chronic illness episodes were excluded.

	Evaluation
	Direct quotations or statistical rating system capturing experiences of SN activity. ‘Caregiver experiences’ are defined as the caregivers’ perspective on the delivery, content, and nature of SN activity they received (or not) from first contact HCP’s.  

	Design/Research type
	Empirical qualitative, quantitative or mixed methods study with appropriate ethics ratification. Existing literature reviews, service evaluations, and studies that were not processed by an appropriate ethics committee were excluded.” 

	(Practicalities)
	Available freely in English Language from May 2007 to December 2021 



Data extraction and analysis
A convergent integrated approach (Aromataris and Munn, 2020) was applied to extraction by DO and supervised by SL; relevant raw data were copied verbatim, avoiding entry-errors, then quantitative data prepared for qualitative synthesis. Original study findings were tabulated alongside illustrative quotes/statistics depicting caregivers’ experiences of SN. Themes were coded and constantly compared using analytical methodology based on the work of Lincoln & Guba (1985) and Paterson et al., (2001, P55). Due to heterogeneity of study designs, meta-analysis was inappropriate, and findings synthesised narratively (Popay, 2006). Appraisal of evidence was undertaken after extraction (DO). The Mixed Methods Appraisal Tool (MMAT) (Hong et al., 2018) was used to review, rather than score, methodological quality. The MMAT aids synthesis by facilitating appraisal of common methodologies in one checklist. 

Results
[bookmark: _Hlk81217393][bookmark: _Hlk81217256]A total of 3258 records were identified (Figure 1). After de-duplication and exclusion, 27 full text articles were screened; nine studies met eligibility for synthesis (Table 2). Studies were undertaken in the UK (n=5) and The Netherlands (n=4). Methodology comprised of qualitative (n=6), mixed methods (MM) (n=2) studies and a cluster randomised controlled trial (RCT) (n=1). Qualitative data were sourced through semi-structured interviews (n=8) and/or focus groups (n=3), whilst surveys provided quantitative data (n=3). Purposeful sampling was predominant (n=5). Four studies were (or associated with) interventional studies (de Bont et al., 2018; Dekker et al., 2018a; Francis et al., 2013; van de Maat et al., 2018) whilst the other five studied usual care. 


[image: ]PRISMA 2009 Flow Diagram
Figure 1: PRISMA flowchartFull-text articles excluded, as did not meet criteria;

· Sample NOT caregivers of CYP (n = 2)
· SN information NOT provided within CYP consultation (n = 13)
· Caregivers’ experiences NOT studied (n=1)
· Service Evaluation ONLY (n = 1)
· Study protocol ONLY (n = 1)
(n = 18)
Records identified through database 
(n = 3258)
Records excluded on;
Title (n = 2416)
Abstract (n = 89)
(n = 2505)
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· Qualitative (n = 6)
· Quantitative (n = 1)
· Mixed methods (n = 2)


Full-text articles assessed for eligibility
(n = 27)
Records screened
(n = 2532)
Records after duplicates removed
(n = 2532)
Additional records identified through other sources
(n = 0)
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Table 2 – Descriptive summary of study characteristics

Key: CYP - child/young person   SSI – semi-structured interview   GP – general practitioner/family care physician
SES – Socioeconomic status   FGD – Focus group discussion  HCP – health care professional
SN - safety netting   RCT – randomised controlled trial
	Record: Author, Year & Country
	 Methodology
	Number of Participants
	Characteristics of 
Participants
	Aims/Objectives
	Context/Setting

	[bookmark: _Hlk71573260]Cabral et al., 2014 (UK)
	Qualitive; SSI, purposeful sampling (varied SES & clinical practice), thematic analysis conducted in parallel with data collection.
	N = 30
	CYP age:
<12yrs
SES:
All quintiles represented
Education:
Left school <16yrs - postgraduate degree.
Disease(s):
Respiratory Tract Infections 
Caregiver age/gender:
28 mothers
2 fathers (7%)
Age range <25 - 45+yrs 
Ethnicity
Majority White British ethnicity
	Investigated parents’ experiences/views of clinician communication during primary care consultations (including SN activity from HCP).


	Six GP practices participated in neighbouring urban/rural setting. 




	Record: Author, Year & Country
	 Methodology
	Number of Participants
	Characteristics of 
Participants
	Aims/Objectives
	Context/Setting

	de Bont et al., 2015 (The Netherlands)
	Qualitive; SSI, analysed using constant comparison technique. Purposive
sampling (gender, age, parity, education
level and cultural background).
	N = 20
	CYP age:
<12yrs
SES:
Moderate - low
Education
Vocational school/lower - postgraduate degree 
Disease(s):
Febrile (any presentation)
Caregiver age/gender:
13 mothers
7 fathers (35%)
Range 22–44yrs
Ethnicity
Multi-ethnic area
	Explored experiences of parents when having visited GP out-of-hours services with their febrile child (including SN activity of HCP).
 
	Undertaken via a large GP out-of-hours co-operative service in Heerlen province.




	[bookmark: _Hlk81396093]Record: Author, Year & Country
	 Methodology
	Number of Participants
	Characteristics of 
Participants
	Aims/Objectives
	Context/Setting

	de Bont et al., 2018 (The Netherlands)
	Cluster Randomised Trial: Recruited centres randomized to 2 arms: an intervention arm or a control (care-as-usual) arm. GP’s working at intervention centres were free to use intervention or not at their own discretion. 

A subsample of parents were surveyed via telephone for secondary outcome measures using visual analogue scales (VAS). All participants, in both arms during a specific time frame, were approached. 
	N = 553
(total parents surveyed)

Control (n=250)
Intervention 
(n=303#)
# Received booklet
(n=109)
	CYP age:
>3 mths to <12yrs
SES:
Low - high
Education
Not reported
Disease(s):
Fever related consultation  
Caregiver age/gender:
Not reported
Ethnicity
Not reported

	Effect on antibiotic prescribing of providing an illness-focused interactive booklet (including SN advice) to parents  

Subsample of parents were surveyed regarding parental satisfaction, parental reassurance, and their opinion about the [SN] booklet.

	Out-of-hours primary care clinicians. 20 GP out of-hours centres recruited.






	Record: Author, Year & Country
	 Methodology
	Number of Participants
	Characteristics of 
Participants
	Aims/Objectives
	Context/Setting

	Dekker et al., 2018a (The Netherlands)                
	Qualitative study: SSI, all caregiver participants in intervention arm (of larger associated RCT*) approached, framework analysis of data.

*RCT - Recruited GP surgeries randomized to 2 arms: an intervention arm or a control (care-as-usual) arm. Intervention was an illness focused booklet and online GP training package.
	N = 18
	CYP age:
5mths - 6 yrs
SES:
Not reported
Education
Not reported
Disease(s):
Respiratory Tract Infections (any presentation)
Caregiver age/gender:
16 mothers
2 fathers (11%)
Age range 29-38yrs
Ethnicity
Not reported
	Explored the attitude and knowledge of parents towards (antibiotic) management… influence and added value perceived of an illness focused information booklet (including SN advice). 

	Undertaken as part of larger cluster RCT (RAAK study) in primary care settings




	Record: Author, Year & Country
	 Methodology
	Number of Participants
	Characteristics of 
Participants
	Aims/Objectives
	Context/Setting

	Francis et al., 2013 (UK)
	Qualitative study: SSI, all caregiver participants in intervention arm (of larger associated RCT*) approached, analysis via framework approach.

*RCT - Recruited GP surgeries randomized to 2 arms: an intervention arm or a control (care-as-usual) arm. Clinicians in the intervention group specifically trained in the use of an interactive booklet on respiratory tract infection (RTI) and asked to use the booklet during consultations with recruited patients (and provide it as a take home resource).
	N = 20
	CYP age:
6mths -14yrs 
SES:
Not reported
Education
Not reported
Disease(s):
Acute RTI
Caregiver age/gender:
Not reported
Ethnicity
Not reported
	Explored the views of parents [&clinicians] of participating in an RCT and on the booklet intervention (inclusive of SN advice)
 
	CYP presenting to primary care settings (61 GP practices in England & Wales) were recruited for a larger randomised controlled trial (EQUIP study) on the use of interactive booklet in managing RTI’s in primary care).




	Record: Author, Year & Country
	 Methodology
	Number of Participants
	Characteristics of 
Participants
	Aims/Objectives
	Context/Setting

	Jones et al., 2014 (UK)
	Qualitative study:
SSI & FGD, purposeful maximum variation sampling, data analysed
using
grounded
theory
method of constant comparison. 

	N =27 (SAME POPULATION STUDIED AS Neill et al., 2015b)
	CYP age:
<5yrs (at least one child)
SES:
not reported
Education (info from Neill et al., 2015b)
No qualification – University graduate 
Disease(s):
Not reported
Caregiver age/gender:
24 mothers
3 fathers (11%)
Age range <20yrs – 49yrs
Ethnicity
Travelling, Asian British, and White British communities. 
	Explored the views of parents [&clinicians] regarding the optimal content, format and delivery of SN information for acute childhood illness.
	Study undertaken in natural community settings (e.g., home or nursey) in the Midlands, UK.




	Record: Author, Year & Country
	 Methodology
	Number of Participants
	Characteristics of 
Participants
	Aims/Objectives
	Context/Setting

	Maguire et al. 2011 (UK)
	Mixed methods study:
Telephone questionnaire survey & case note review. A subset participated in SSI. All eligible presentations at each service were invited to participate.
	N = 220 (total surveyed)

Subset
(n=29)
	CYP age:
<5years
SES:
All quintiles represented
Education
Not reported
Disease(s):
Febrile illness 
Caregiver age/gender:
Not reported
Ethnicity
Demography of the total sample similar to England, proportion of mixed ethnicity higher in the sub-set
	Explored how parents navigate urgent and emergency care 
(U&EC), their views of that experience and whether services are meeting their needs in line with national guidance (NICE, 2007) which recommended SN advice be provided

	Undertaken in England; Leicestershire (urban & rural), Peterborough and north west London. U&EC services included ambulance,
children’s assessment units, emergency departments, GP’s, “NHS Direct” (pre- 111), walk in centres, pharmacists, midwives, health visitors and a community children’s nursing team (specifically commissioned for acute care)




	Record: Author, Year & Country
	 Methodology
	Number of Participants
	Characteristics of 
Participants
	Aims/Objectives
	Context/Setting

	Neill et al., 2015b (UK)
	Qualitative study: FGD, supplemented by SSI, purposeful maximum variation sampling, data analysis via modified grounded theory. 

	N = 27 (SAME POPULATION STUDIED AS Jones et al., 2014)
	CYP age:
<5yrs (at least one child)
SES:
not reported
Education:
No qualification - University graduate
Disease(s):
Not reported
Caregiver age/gender:
24 mothers
3 fathers (11%)
Age range <20yrs – 49yrs
Ethnicity
Travelling, Asian British, and White British communities.
	Explored parents’ use of information resources (including SN information) during decision making in acute childhood illness at home.

	Study undertaken in natural community settings (e.g., home or nursey) in the Midlands, UK




	Record: Author, Year & Country
	 Methodology
	Number of Participants
	Characteristics of 
Participants
	Aims/Objectives
	Context/Setting

	van de Maat et al., 2018 (The Netherlands)                                                        
	Mixed methods study:
(A) SSI using purposeful sampling from acute and non-acute hospital settings for maximum variation & FGD recruited via open invitation within community settings – with thematic analysis of data (B) quantitative survey using Likert scale (self-reported) analysis via paired sample t-test of pre/post exposure scores.
	
n=22 – SSI
n=14 - FGD
n= 38 - Survey
	CYP age:
<16yrs (SSI)
<5yrs (FGD) 
Not reported (Survey)
SES:
Not reported
Education
SSI – school leaver - HE/University 
FGD - school leaver - HE/University
Survey - College/vocational - HE/University
Disease(s):
Fever, pneumonia
Caregiver age/gender:
16 mothers (SSI)
6 fathers (27%)
13 mothers & 1 aunts (FGD)
Gender not reported (Survey) 
Age Range – not reported (median age between 33 years and 35 years - all aspects of study)
Ethnicity
Predominantly dutch in origin of birth.
	(A) Explored parents’ views/experiences of managing their child with fever and to assess their behaviour and information needs. (B) Developed/evaluated a hospital discharge information package. Reducing unnecessary emergency department consultations for self-limiting disease but also to prevent parents from missing a seriously ill child
	Two hospitals, social/traditional media, and children’s day nurseries in Rotterdam used to recruit and conduct study. 



Characteristics Overview
[bookmark: _Hlk81301464]A total of 926 caregivers participated across included studies. Two studies with complementary foci sourced data from one sample of twenty-seven parents (Jones et al., 2014; Neill et al., 2015b), purposeful sampling aided these studies to provide results from mixed ethnicity. Where reported, most caregivers were mothers. Where reported, caregivers ages ranged from <20 to 49 years and education status ranged from none to postgraduate-level qualifications. Where reported, socioeconomic status was broad; measured using validated tools (n=2) and indirectly (n=2). One study sample (Maguire et al., 2011) reflected similar demographics to that of England.
All studies reported the age of at least one CYP, ranging from birth to 16 years; commonly younger children such as under-five/twelve years were set as sampling criteria. Prevailing presentations were acute respiratory tract infection (n=4) and/or febrile illness (n=4). Settings were described as primary care (n=2), out-of-hours primary care (n=2), urgent/emergency care (n=2), secondary care (n=1), and in non-clinical settings such as homes or nurseries (n=2). 
Appraisal Overview
[bookmark: _Hlk81216635]Four studies met all MMAT criteria. Two studies met most criteria, with insufficient articulation of methodological rationale reducing impression of quality. Three studies failed to meet criteria, due to ambiguous methodology with little or no rationale, inadequate sampling strategy or a complete lack of blinding for outcome assessors. A detailed summary is supplied (supplementary section 2).
Thematic Overview 
Only one study exclusively investigated SN practice (Jones et al., 2014). In most studies, components of SN practice were embedded within larger foci, often through secondary objectives. Typically, primary phenomena of interest were broader; clinical communication, antimicrobial prescribing, or general experiences of CYP health services. All studies depicted caregivers’ actual SN experiences, commonly within clinical settings and primarily with doctors or nurses as first-contact HCP’s. Three studies also depicted caregivers’ perspectives on hypothetical SN scenarios. Seven studies sourced experiences from usual care, whereas four studies sourced experiences from an intervention. Positive and negative experiences, met and unmet needs, were often expressed by caregivers. 
Four themes emerged:
· [bookmark: _Hlk94013373]Importance of receiving Red-Flag- Symptom information. 
· [bookmark: _Hlk94016237]Influences of specific mediums for information transfer to caregivers. 
· [bookmark: _Hlk94017792]Key principles of SN as desired by caregivers 
· Contextual influences of information transfer to caregivers.
Theme 1:  Importance of receiving Red-Flag- Symptom (RFS) information.
This was the most prevalent finding. In all qualitative studies in this review, caregivers highlighted the importance to them in receiving RFS information to guide them post-consultation. 
‘‘No leaflets. No, ‘If it gets like this then you need to take him – bring him back,’ nothing like that. It’s just always a virus.” (Cabral et al., 2014; p251)
In most studies, caregivers expressed the helpfulness of receiving either a printed or digital SN resource listing RFS (Cabral et al., 2014; de Bont et al, 2015; Dekker et al., 2018a; Francis et al., 2013; Maguire et al., 2011; van de Maat et al., 2018). 
“Especially the last page, about when you should call the GP, was the most important for me. I mean, knowing when something is considered minor, and when it is actually necessary to call the GP.” (Dekker et al., 2018a; p6)
Some caregivers also expressed the helpfulness of receiving RFS information via verbal advice (Jones et al., 2014; Maguire et al., 2011; Neill et al., 2015b). One parent wished to initiate that specific conversation to obtain the level of information they required.
“Where I ask every question under the sun. What is it, why did they get that, how many times will they get it again?” (Jones et al., 2014; p4)
Theme 2: Influences of specific mediums for information transfer to caregivers.
Most caregivers reported receiving solely verbal advice (no physical platform) (de Bont et al, 2015; de Bont et al., 2018; Francis et al., 2013; Maguire et al., 2011; Neill et al., 2015b). This was the predominant medium offered by first-contact HCPs throughout this review; for example, within the largest sample surveyed (n= 553) (de Bont et al., 2018) only 36% (n=109) of parents indicated they received the booklet in the intervention arm, whilst in the control arm just 2.8% (n=7) reported receiving printed or digital mediums. 
Caregivers frequently expressed positivity about receiving printed SN resources (paper-based platforms) during consultations (de Bont et al., 2018; Dekker et al., 2018a; Jones et al., 2014; Francis et al., 2013; Neill et al., 2015b; van de Maat et al., 2018). All interventional studies provided printed resources and, perhaps unsurprisingly, caregivers perspectives were often expressed as a met need.
“[…] Later when I read everything at home I began to think, ‘Hey this is useful!’ I even texted some information to a friend of mine. I quickly took a picture of one of the pages.” (Dekker et al., 2018a; p3)
Some caregivers expressed a preference to read printed resources independently post-consultation (Dekker et al., 2018a; Francis et al., 2013; Jones et al., 2014;). However, preferences of caregivers from Francis et al. (2013) were mixed, with majority expressing positivity for HCPs to deliver SN interactively during consultations.
Caregivers’ experiences of digital SN resources were not featured as frequently, and this medium received mixed commentary. Some caregivers expressed positivity for the useability of its design in the only study that provided a digital intervention (van de Maat et al., 2018). Some caregivers reported negative experiences (Jones et al., 2014; Neill et al., 2015b; van de Maat et al., 2018), describing how time-consuming navigating vast information on the internet could be when their priority was caring for their CYP. A few caregivers asked for more reliable internet sources to be provided by HCP’s during consultations; emphasising that these would need to be highly accessible and healthcare-endorsed. 
“Mostly the information is at those general websites, where you’re overwhelmed with information. I would like the information to be linked to for example a hospital” (van de Maat et al., 2018; p5)
Caregivers expressed preferences to receive printed or digital SN resources at the index event that could be kept and referenced in future (de Bont et al, 2015; Francis et al., 2013; Neill et al., 2015b; van de Maat et al., 2018). 
“For example, he diagnosed an ear infection and I believe this is common in small children. If there was a booklet describing this, what an ear infection is and with a picture of the localisation…I would keep that. And I would take a look at it if he gets another ear infection. To recall what’s going on in case I don’t completely remember.” (de Bont et al, 2015; p7)
There was some evidence that choice of medium offered by HCP’s directly influenced caregiver outcomes. In three studies (Dekker et al., 2018a; Francis et al., 2013; van de Maat et al., 2018) caregivers reported that increased levels of knowledge improved clinical outcomes after they had received printed SN resources. Furthermore, in four studies caregivers reported receipt of printed or digital SN resources improved their confidence and reassurance levels by confirming or improving pre-existing knowledge (de Bont et al., 2018; Dekker et al., 2018a; Francis et al., 2013; van de Maat et al., 2018). Moreover, there was some evidence that this newly improved confidence and reassurance led to improved self-efficacy and decision-making:
“…it’s the fear of being a complete hypochondriac, and I thought ‘oh, let’s have a look at this booklet and see what it says’. And I read on a section you know, you should take back to your doctor if the child has very cold limbs and you know his hot body, and what have you, you should contact the doctor. So I did this and…she said come I’ll see him. And [the nurse] said you know, it just wasn’t the child she’d seen the day before. And his sats were low, his sats were 89.” (Francis et al., 2013; p7)
Theme 3: Key principles of SN as desired by caregivers
Non-receipt of SN was rarely experienced by caregivers within studies; only two (non-interventional) studies (Cabral et al., 2014; Maguire et al., 2011;) included minimal participants reported not recalling or receiving SN activity. 
Frequently caregivers expressed unmet needs regarding the quality of SN activity they received. Caregivers want to receive clear and consistent SN advice (de Bont et al, 2015; Dekker et al., 2018a; Jones et al., 2014; Maguire et al., 2011; van de Maat et al., 2018). 
“Some parents felt advice given by health professionals was conflicting. Improvements needed included consistent, clear communication about the aetiology of fever, signs to look out for following discharge and what should trigger a return visit…” (Maguire et al., 2011; p815)
In three studies (Cabral et al., 2014; Maguire et al., 2011; Neill et al., 2015b) caregivers also reported receiving unhelpful advice. Inaccessibility was also emphasized in studies, through variations in health literacy or accessible technology, and caregivers in two studies (Jones et al., 2014; van de Maat et al., 2018) insightfully highlighted need for services to improve variety of provision.
“It can be on different forms of media, Internet. Obviously, Internet may not be accessible to many people and if it is accessible, they may not be able to go to the right information, right section so having it in different formats will be quite helpful” (Jones et al., 2014; p6)
Theme 4:  Contextual influences of information transfer to caregivers.
Some caregivers reported (dis)stressful experiences during the consultation, and that this reduced their ability to retain information provided within it (Jones et al., 2014; Maguire et al., 2011; Neill et al., 2015b). 
“Well half the time when you’re taking your child to the doctors they’re not very well, are they, so they’re clingy, you’ve had to probably strip them off… so they’re crying and they’re trying to tell you all this information and getting them back dressed again really quickly…There is pressure to get out quickly, I think, so I think you do forget what the doctor has said.” (Jones et al., 2014; p6)
Caregivers in two studies (Jones et al., 2014; Neill et al., 2015b) reported negative experiences regarding consultation time constraints imposed by organisations and that this reduced volume of information HCP’s could provide and/or limited opportunity for them to ask questions regarding their CYP.  Furthermore, caregivers in two studies (de Bont et al, 2015; Neill et al., 2015b) reported that the social distance between them and HCP’s limited transfer of information. 
“There is a need for one good information source which is clear and consistent, not in doctor language because normal human beings don’t understand that.” (de Bont et al, 2015; p6)
Some described intimidating experiences, caregivers fearing criticism through perception of subservience to HCP’s superior status and that this reduced accessibility to clinician support.
“You feel intimidated by doctors more because the doctors, you think that they know everything but you know that what they’re saying is not what you’ve got but you feel like you can’t argue the point with them.” (Neill et al., 2015b; p3052)
In one study (Neill et al., 2015b) caregivers reported two other factors which influenced information transfer. Firstly, that those HCP’s that identified themselves as parents were perceived to be more sympathetic during consultations and thus improved the quality of information delivered. Secondly, HCP’s altered their response according to their clinical assessment of caregiver competence, for example, one caregiver described how very little information was given due to an assumption of his prior knowledge as the father of multiple children. 


Discussion
[bookmark: _Hlk123037489]Through applying systematic methodology, this narrative review has collated existing literature evaluating caregivers’ experiences of SN information received/desired during child health consultations. To our knowledge, this is the first systematic narrative review on this important issue. Collectively, the four themes provide greater understanding about what, how and why interventions influence caregivers during acute illness consultations. Recognising that caregivers also seek SN information pre and post consultation, these findings build on broader evidence base within the information-seeking field, to provide a more in-depth overview into what caregivers understand and need from SN information and how they wish for it to be conveyed. 
Provision of RFS information was deemed important for caregivers and correlates with current best practice guidance; RFS advice has been identified as a core component of good SN processes by clinicians (Almond et al., 2009; Jones et al., 2019). This finding directs future practice recommendations, that as a minimum RFS should be conveyed to caregivers by first-contact HCP’s to avoid sub-optimal recognition and management of CYP with potential serious illnesses.
Minimal reports of non-receipt of SN are reassuring, and consistent with a recent observational study by Edwards et al. (2019) on routine primary care consultations, who concluded frequency of GP SN activity was high. Caregivers predominantly reported receiving solely verbal SN advice, perhaps unsurprising, given that clinical consultations involve numerous verbal exchanges of information. However, findings also suggest that information provided is often inconsistent. Other studies have similarly also demonstrated importance of improving consistency and clarity of clinician communication to parents (Carter et al., 2020; Jones et al., 2013), and HCP’s need to enhance these softer skills so as not to risk undermining whole SN systems. 
The mixed response of caregivers to the interactivity element of SN provision can be explained by the variations of RCT methodology in the two studies that evaluated these. In Dekker et al. (2018b), no specific interactive instruction on use of the intervention during consultations was provided to HCPs, whereas interactive delivery was emphasized to clinicians in Francis et al. (2009). It is, therefore, unsurprising that interactive delivery was considered more frequently, by participants in Francis et al. (2013) than in Dekker et al. (2018a).
Caregivers in many studies preferred additional receipt of printed or digital SN interventions, ideally supplied at index event as a resource for future reference. Provision of printed and/or digital to support verbal advice aligns with the recent NICE (2021) guidance on improving babies and CYP experiences of healthcare. Printed mediums were most popular and deemed highly useful.  These findings are similar to caregiver preferences found in broader research enquiries; a previous systematic review on parental information seeking during acute CYP illness (Neill et al., 2015a) concluded that, by providing written information alongside verbal explanations, information was more likely to be retained by parents. Findings of this review also suggest receipt of printed and/or digital mediums improved caregivers’ levels of knowledge, confidence, and reassurance. There was also some evidence of increased self-efficacy and decision making. Caregivers’ outcomes were not always explicitly measured; only two studies (de Bont et al., 2018; van de Maat et al., 2018) used validated tools to collate statistical data (e.g., parental reassurance levels assessed via Likert scales) whilst remainder collated verbal evidence. More research on impact of SN on CYP outcomes would be valuable.
Some caregivers requested that CYP services provided improved patient-facing information that recognised diversity of health literacy and accessibility. Previous research has illustrated these factors as barriers that prevent some parents from seeking help (Carter et al., 2020; Crampton and Wigley, 2017; Neill et al., 2016). These findings were echoed during a service evaluation of a regional SN resource - parents appreciated this highly accessible multi-format approach (Lees et al., 2018). 
Although clinicians maybe enthusiastic regarding rapidly evolving digital mediums available to them, caregivers’ reactions were mixed within this review. A recent systematic review on the use of digital interventions for parents of acutely ill CYP (Donovan et al., 2020), concluded there is very little evidence that existing resources are effective. Experiences with and outcomes of digital mediums certainly need more research, perhaps within a ‘whole’ family approach to sampling in non-clinical settings post-consultation, thus reflecting real-world scenarios. Until then, HCP’s should signpost to digital resources cautiously, not as a substitute for good quality verbal advice supported by printed information, whilst checking that caregivers are able to access them.
Findings suggested contextual influences that reduced information transmission during SN activity. Neill et al., (2015a) described how stress impairs learning in ED environments, recommending that SN should ideally be delivered elsewhere. As portrayed by caregivers’ experiences within this review, most first-contact clinical scenarios are the antithesis of the ideal learning environment, with unfamiliar settings or personnel, distressful events and organisational time pressures negatively influencing information retention. This finding reinforces the need to provide caregivers with suitable resources that they can refer to post consultation. Increased use of video consultation may enhance the patient experience, by providing a platform to negate some of these factors by conducting a remote consultation in the CYP own home amongst familiar environments. Indeed, these experiences of caregivers could support future service development providing more supportive and accessible CYP services; two factors that Neill et al. (2016) and Carter et al. (2020) believe have greatest potential to curtail the reasons why some caregivers may hesitate or stop seeking help. 

Strengths and limitations
By applying an integrative approach, this review has strength in its comprehensiveness of synthesis across methodologies (Aveyard et al., 2016). No studies were excluded based on quality; however, quality of evidence was fair – albeit of limited quantity - lending reasonable confidence to findings. 
A particularly strong aspect of included studies was application of purposeful sampling, generating breadth of participant characteristics, thus enhancing transferability. Included studies were from western European cultures and experiences of participants are likely transferable to similar healthcare systems. However, recruitment of fathers was low, which may limit applicability of experiences to fathers. Additionally, experiences were principally presented by parents, and perspectives of extended family members may differ; for example, higher levels of confidence may pre-exist in some grandparents from previous experiences of caring for acutely unwell CYP. 
Outcomes measured differed, due to SN data being embedded within studies of variable foci.  Results from interventional studies may not have accurately reflected usual care, due to specific training clinicians received which could have provided higher quality SN processes. The focus of this review was on SN provided by first-contact HCP predominantly due to acute disease presentations, and therefore, only represents part of the spectrum of SN practice that caregivers may receive. Indeed, their previous experiences of SN may have influenced these identified experiences as reported in the studies of this review, although this was not investigated.
Infrequent use of the SN term in the literature was most challenging; prudent iterative development of the search strategy, via international correspondence, achieved a four-fold increase in records identified. Inclusion of only freely available records published in English may have overlooked records recounting experiences of caregivers from other cultures. Grey literature was not searched due to time constraints. The review was predominately undertaken by a novice researcher without financial support, which may have limited its completeness as a systematic narrative review, somewhat mitigated by regular supervision of an experienced researcher.



Implications for practice
This review provides first-contact HCPs with understanding of some of the principles that might usefully underpin improved person-centred SN practice. Caregivers need to receive RFS information at a minimum, most receive this verbally and would prefer it to be supported by either printed or digital resources that they can refer to post-consultation. SN information needs to be conveyed by HCP’s clearly and consistently. Clinicians also need to think about the contextual influences that may improve their personal transmission of SN information whilst also providing choice of medium and confirming levels of health literacy. Particularly, HCP’s must acknowledge how stressful the clinical consultation environment is for caregivers and counter-productive to effective SN provision, and therefore, strive to make necessary changes to create more supportive and accessible services to caregivers of CYP. 
Implications for research
Research settings need to include more non-clinical environments which may showcase the full breadth of first-contact CYP HCPs in real-world scenarios. Settings were predominantly clinical within this review; whilst appreciating that SN activity is more frequently provided in ED’s or GP practices, it would be beneficial to understand caregivers’ experiences from community-based services. For example, Community Children’s Nursing (CCN) encounters are routinely undertaken in non-clinical settings, such as home or school, which could potentially negate the factors reducing transmission of SN identified within this review. Increased provision of acute CYP care in the community (RCPCH, 2015) provides research opportunities to investigate other first-contact HCPs; CCNs are recognised for promoting empowerment and self-care activity in partnership with caregivers (Queen’s Nursing Institute, 2018), which may further enhance CYP patient experiences. Similarly, opportunities could be presented from enquiries focused on community services such as ‘0-19’ teams. Digital formats will also need more research to capture efficacy through caregivers’ experiences.


Conclusion
A systematic narrative review was undertaken to investigate SN practice from the caregiver’s perspective during child health consultations.  Provision of RFS information is universally appreciated as important by caregivers and should be delivered by all first-contact HCPs as a minimum standard, to prevent serious illnesses being unrecognised and sub-optimally managed.  Most caregivers received verbal SN advice alone, often negatively influenced by the stressful context of clinical consultation settings. Quality of SN information needs to be improved by first-contact HCPs as does the service environment in which they consult, which should be both accessible and supportive.  Attention to a greater range of mediums offered is suggested from the findings; printed resources were particularly popular, as were formats that could be referenced post-consultation. Digital formats received mixed reviews and more research is needed to establish efficacy.  Further research in non-clinical environments is needed, to capture the full breadth of first-contact CYP HCPs that provide SN information to caregivers and to evaluate how these findings apply in real-world scenario.


Supplementary Section 1
SPIDER: “What are the experiences of caregivers receiving professional safety netting information from child health consultation(s)?”
1. Sample; a) “caregivers” OF b) “child or young person”
1. Phenomena of Interest; c) “safety netting information” 
1. Design; focus groups, interviews, questionnaires, numerical scoring systems 
1. Evaluation; d) “experiences” 
1. Research type; qualitative, mixed methods and quantative data 
1. “safety net*” OR “discharge advice” (all text)
1. “red flag*” (title & abstract)
1. “verbal advice” OR “patient information”  (title & abstract)
1. booklet* OR brochure* OR leaflet* OR pamphlet*(title & abstract)
1. internet OR webpage* OR website*(title & abstract)
1. phone* OR smartphone* OR “mobile phone*” OR “cell phone*”  (title & abstract)
1. caregiv* OR parent* (title & abstract)
1. experience* OR view* OR perspective* (title & abstract)
1. 1) OR 2) OR 3) OR 4) OR 5) OR 6)
1. 7) AND 8) AND 9)
1. p?diatric* OR child* OR infant* (title & abstract)
1. 10) AND 11)

n.b. – limits applied 
1. Age group – all infant/child/adolescent
1. Language – English
1. Date of publication- January 2011 to April 2021 
1. Paper type – Peer r/v + abstract available + journal article + Country (North America/UK & Ireland/Australia & NZ/ Western Europe)



[bookmark: _Hlk81216843]Supplementary Section 2 - Critical Appraisal (MMAT synthesis)
Key: Y- yes, N- no, CT – “can’t tell”    SSI – semistructured interview FGD – focus group discussion
Overall study grading (for guidance within synthesis only) = Criteria –  all met / not met / cant’ tell
Qualitative Criteria
	[bookmark: _Hlk73542066]Record:
Study Details
	S1. Clear research
questions or
aims/ objectives?
	S2. Does data
address
research
questions?
	1.1 Is qualitative
approach
appropriate?
	1.2 Are qualitative data
collection methods
adequate?
	1.3 Are findings
adequately derived
from the data?
	1.4 Interpretation of
results substantiated
by data?
	1.5 Is there coherence
across all stages of
study?
	Overall
impression of quality

	Cabral et al., 2014 (UK)
	Y
	Y
	Y – qualitative descriptive
	Y – Data collection/analysis in parallel 
	Y – thematic analysis
	Y – strong quotations throughout
	Y – clear conclusions drawn from data sources
	A well-designed study, with adequate results and coherent conclusions.

	de Bont et al., 2015 (The Netherlands)
	Y
	Y
	Y – exploratory, therefore fits qualitative descriptive
	Y – pilot study, minor changes, consistent throughout
	Y- clear structure for analysis using constant comparison
	Y- sound use of raw data, bias & varying perspectives, transferability
	Y – clarity throughout, raw data integrated with existing literature
	Reasonable changes made to improving design, honest strengths & limitations.

	Dekker et al., 2018a (The Netherlands)                    
	Y
	Y
	CT – Poorly described methodology (? Qualitative descriptive)
	CT – SSI only, FGD would add, also offer face to face interview rather than phone?
	Y- 4 researchers coding using framework analysis more than adequate
	Y – Adequate interpretation of results with sound illustrative quotes
	Y – Adequate coherence with fair analysis (e.g. findings contradicting other studies results)
	Less then adequately designed study, however interpretation of data cohesive supported by sound analysis.

	Francis et al., 2013 (UK)
	Y 
(Clear research Q)
	Y
	Y – clearly stated methodology “qualitative process evaluation”
	Y – very clear outline of SS1 methods, maybe only improved by face to face?
	Y – Thorough use and explanation of framework analysis
	Y- Logical thematic analysis of raw data
	Y- clarity of link from raw data to conclusions  & fair assessment of sampling issues
	A well-designed study, clearly explained & expertly carried out




	Jones et al., 2014 (UK)
	Y
(predetermined themes)
	Y
	CT – Exploratory but unclear if appropriate (why use grounded theory if predetermined themes?) 
	Y – SSI + FGD – robust methods for exploratory study 
	Y – Constant comparison to develop predetermined codes
	Y- sound use of illustrative quotes
	Y- coherent throughout
	Required more clarity in use of terminology (? qualitative descriptive style), otherwise adequately carried out

	Neill et al., 2015 (UK)
	Y
	Y
	Y – grounded theory a very good option for the aims/objectives
	Y – FGD supplemented by SSI – adequate methods of collection
	Y- Good use of constant comparison – informing next FGD/SSI questions
	Y – Comprehensive illustrative quotes in clear text boxes, easy to navigate through themes
	Y- Excellent coherence throughout study
	Considering the same author team as no 6, a much better designed study and carried out well



Quantitative randomised controlled trials criteria
	[bookmark: _Hlk73543013]Record:
Study Details
	S1. Clear research
questions or
aims/ objectives?
	S2. Does data
address
research
questions?
	2.1 Is randomisation appropriately performed?
	2.2 Are groups comparable at baseline?
	2.3 Are there complete outcome data?
	2.4 Are outcome assessors blinded to the intervention provided?
	2.5 Did the participants adhere to the assigned intervention?
	Overall
impression of quality

	de Bont et al., 2018 (The Netherlands)
	Y
	Y
	Y- blinded (independent researcher), computer-based randomisation using adequate method (clear link to other paper to read methodology)
	CT – comparable – maybe excessive similarity, would expect more demographics to be reported
	Y – all complete due to adequate design of study
	N  - Centers allocated after agreeing to participate
	Y – all centre’s continued, intervention group had choice (therefore decreased use of booklet does not mean reduced adherence)
	Reasonable design but not executed adequately, primarily due to flawed blinding.





Mixed methods (MM) criteria 
	Record:
Study Details
	S1. Clear research
questions or
aims/ objectives?
	S2. Does data
address
research
questions?
	5.1 Is there an adequate
rationale for using
mixed methods?
	5.2 Are different study
components
integrated?
	5.3 Are the outputs of
integration
adequately
interpreted?
	5.4 Are inconsistencies
results addressed?
	5.5 Are quality
Criteria of each component adhered
to?*
	Overall
impression of quality

	Maguire et al. 2011 (UK)
	Y
	Y
	N – ? convergent design in appearance, not clearly stated or explained rationale
	Y – uncomplicated data collection, well integrated & well synthesised
	Y – meta inference clearly present with coherence between both components + related to existing literature
	Y – No divergences noted in text
	CT – lack of clear methodological rationale (both as whole and individual components)
	A seminal study, referenced many times within the field, however, lack of MM rationale means judged as poorer quality

	van de Maat et al., 2018 (The Netherlands)                                                               
	Y
	Y
	Y – clearly defined, a sequential exploratory design
	Y – sound integration as discharge info pack trialled with participants (based on previous results of qual aspect)
	Y – Qual findings from SSI/FGD clearly informing quan/qual survey & informing overall interpretation
	Y- No divergences reported
	N – Major limitation of study design was in sampling strategy (as recognised by authors)
	Clearly defined as MM, with complex methodology and results of first stage informing the second. Sampling strategy poor, reducing overall impression.



(* - see addition criteria for each component below)






	Record:
Study Details
	1.1 Is qualitative
approach
appropriate?
	1.2 Are qualitative data
collection methods
adequate?
	1.3 Are findings
adequately derived
from the data?
	1.4 Interpretation of
results substantiated
by data?
	1.5 Is there coherence
across all stages of
study?

	Maguire et al. 2011 (UK)

	CT - ? qualitative descriptive
	Y
	Y
	Y
	Y

	van de Maat et al., 2018 (The Netherlands)                                                               
	CT - ? qualitative descrptive
	Y
	Y
	Y
	Y




	Record:
Study Details
	4.1 Is sampling strategy
relevant?
	4.2 Is sample
representative of the
target population?
	4.3 Are measurements
appropriate?
	4.4 Is risk of nonresponse
bias low?
	4.4 Is statistical
analysis
appropriate?

	Maguire et al. 2011 (UK)
	CT - ? non probability (survey)
	Y
	Y
	Y
	Y

	van de Maat et al., 2018 (The Netherlands)                                                               
	N – Major limitation of study
	Y
	Y
	CT
	Y
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