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eview: Clinical assessment is inaccurate for diagnosing
ommunity acquired pneumonia

•lavjA-, JIV«^V,.- WN, Fine MJ.
wots ihis patient have comrmmity-
{acquired pneumonia? Diagnosing
Snneuraonia by history and physl-
^ i examination. JAMA. 1997 Nov
|;278:1440-5.

^Objective
?To determine die accuracy of findings
i'based on history taking and physical
Examination (without chest radiog-
raphy) for diagnosing communi ty-
!• acquired pneumonia.

| Data sources
.English-language studies were iden-
tified by using MEDLINE (1966 to
^October 1995) with the search terms
{physical examination; medical history
taking; professional competence; sen-
sitivity and specificity; reproducibility
ofresults; observer variation; diagnos-
tic tests, routine; decision support
techniques; and pneumonia)*. Bibliog-
raphies of papers were also reviewed.

Study selection
Studies were selected if they assessed

|. the accuracy or precision of history
j taking or physical examination for di-
; agnosing community-acquired pneu-
l monia. Studies were excluded if
;• patients were < 16 years of age, had

Commentary „ ^ _ . _

Metlay and colleagues found little high-
quality data on the accuracy of clinical as-
sessment in the diagnosis of community-
acquired pneumonia. They used sensible
inclusion and exclusion criteria and found
52 studies; only 4 studies had level I evi-
oetice, and all were set in emergency de~

known imrmmosuppression, or had
nosocomial infections or if the studies
were case series (< 10 patients) or re-
view articles with no original data.

Data extraction
Only studies assessed to have high
methodologic quality (level I evidence)
were included in the main analyses
(i.e., prospective studies with indepen-
dent, blind comparisons of clinical
findings with a gold standard among >
50 consecutive patients suspected of
having community-acquired pneumo-
nia or studies with > 2 independent
blinded raters of signs or symptoms in
patients suspected of having commu-
nity-acquired pneumonia). Likelihood
ratios for the presence of disease if the
finding was positive (+LR) and if the
finding was negative (-LR) were calcu-
lated.

Main results
4 studies were included in the main
analyses. All 4 took place in emer-
gency departments, but they varied in
patient selection criteria. N o indi-
vidual item from the history or physi-
cal examination was identified whose
presence or absence consistently
(across studies) would eliminate the
need for chest radiography. Asthma
(+LR 0.10, -LR 3.8) and dementia

;
The results of die review are disturbing

for anyone with great faith in the accuracy
°t clinical assessment: No part of the his-
tory con tributed much to the diagnostic ac-
curacy of the assessment, with the
e*ception, in 1 study, of a history of asthma
(+LR 0.10) or dementia (+LR 3.4). These
LRs compare unfavorably with that for typi-
Ca' angina, which is approximately 100 (1).
*he examination was slightly more help-

ml; The absence of any abnormality in the
patient's temperature, pulse, or respiratory
rate reduced the odds of pneumonia to a
fifth of diat before examination. Some chest
signs had reasonable LRs but were uncom-
mon and had poor reproducibility.

This review gives clinicians some valu-
able information about what might or might
not contribute to the diagnosis of commu-
nity-acquired pneumonia, but its strongest
message is for clinical researchers. We need
high-quality evidence about the role of
clinical assessment, especially in a broad
range of settings. Additional research ques-
tions should address die usefulness of clini-
cal assessment in terms of health outcomes.
Finally, the pivotal role of cost in health
service decision making demands high-

(+LR 3.4) were the most influential
history items in one study. Absence
of vital sign abnormalities (< 30
breaths/rnin, heart rate < 100 beats/
min, and temperature < 37.8 °C) had
a -LR of 0.18 in one study. Absence
of crackles had a -LR of > 0.62. 4
clinical decision rules were tested in-
dependently in a prospective trial and
compared with physician judgment in
predicting the results of chest radi-
ography. Physician judgment had the
best -LR at 0.25, and a rule based on
having > 1 vital sign abnormality had
the best +LR at 2.6.

Conclusion
The presence or absence of individual
and combined signs and symptoms
assessed with medical history or physi-
cal examination (without chest radiog-
raphy) are not accurate for diagnosing
community-acquired pneumonia.
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quality data about the relative cost and
utility of diagnostic strategies (2).
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