
SYMPOSIUMRESPIRATORY MEDICINE 
LRTI

Studies have shown that more than
four in five adults consult late in the
course of an acute LRTI.8 Patient
education programmes may improve
outcomes by encouraging earlier
consultation.

COMMON PATHOGENS
Acute adult LRTI presenting to GPs is
a predominantly viral illness most
commonly caused by rhinoviruses and
influenza viruses.9 The most common
bacterial cause of pneumonia is
Streptococcus pneumoniae.
Frequently no organism is identified,
indeed one study10 failed to
demonstrate any organism in 45% of
cases (n=316). Atypical infections such
as Mycoplasma pneumoniae and
Chlamydia pneumoniae are less
frequent. The clinical features of
bacterial and viral LRTIs are
indistinguishable,9 and indeed the
outcomes are also the same.9

Common pathogens are listed in 
table 3, opposite. The data in table 3
was gathered dring a 4-yearly peak of
mycoplasma infection. Also the
incdence of Chlamydia infection of
17.4% is probably slightly high.
Previous studies have shown it to be
between 5 and 15%.

In the most recent influenza
pandemic that did not involve the use
of antibiotics to suppress bacteria, the
1918–1919 pandemic, histological and
bacteriologic evidence suggests that
the vast majority of influenza deaths
resulted from secondary bacterial
pneumonia, largely due to
pneumococcal infections.11
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wheeze, chest pain, fever, sore throat
and coryza. There are usually no focal
chest signs on physical examination.

The diagnosis of pneumonia in the
community, without a chest radiograph,
is suggested by symptoms that include:
• cough
• (purulent) sputum production
• breathlessness
• pleurisy
• occasionally haemoptysis 
along with
• new focal signs on chest
examination (e.g. crepitations,
bronchial breathing, and dullness to
percussion)
• at least one systemic feature 
(e.g. sweating, fevers, shivers, aches
and pains and/or temperature >38°C)
and
• no other explanation for the
symptoms

AT RISK GROUPS
The risk factors for LRTI are listed in
table 2, above. All these risk factors
reduce the immune response to
infection.

A recent observational study2 of
around 150,000 patients with LRTI in
the UK found that the following factors
were associated with increased
respiratory infection-related mortality:
• increasing age
• smoking
• increasing Charlson co-morbidity
index (predicts the 1 year mortality for
a patient who may have a range of 
co-morbid diseases, with different
weighted scores for a total of 22
conditions)7

• prior antibiotic prescribing
• frequent consultation 
• prior specialist referral or hospital
admission

should be applied to. Simply labelling
an illness as pneumonia per se is less
important. It is more difficult to make
this distinction in the community
because of access constraints to chest
radiography and the lack of a quick,
simple marker to identify patients with
true pneumonia accurately. 

Furthermore, not all lower
respiratory tract symptoms are caused
by an infection that can be identified.
Evidence suggests that there is no
combination of symptoms or signs
that can reliably confirm the diagnosis
of pneumonia.5

In a Scandinavian study6 of 250
patients with LRTI, physicians’
judgements of a diagnosis of
pneumonia had a sensitivity of 74%
(49-90%), specificity of 84% 
(78-88%), negative predictive value of
97% (94-99%) and a positive
predictive value of only 27% (16-42%),
compared with the results of chest
radiographs. This suggests that we are
good at excluding pneumonia but not
at positively diagnosing it.

Equally there are other non-infective
conditions, that may cause a similar
constellation of symptoms and signs
to LRTIs, which need to be considered
(see table 1, above). Patients who have
ongoing, symptomatic co-morbid
illness, particularly respiratory or
cardiac disease, are even trickier to
diagnose with an LRTI because of the
marked overlap of symptomatology.
The emphasis in these patients is to
tease out which symptoms are new or
have recently changed in character.

Non-pneumonic LRTI is an acute
illness that most commonly presents
with cough, either new or changed in
character. Other symptoms include:
sputum production, breathlessness,

Table 1
Differential diagnosis of lower
respiratory tract infection
• Viral laryngitis/tracheitis/bronchitis
e.g. influenza
• Pneumonia
• Influenza
• Asthma
• Chronic obstructive pulmonary
disease (COPD) with or without
exacerbation
• Pulmonary embolism
• Cardiac failure
• Allergy (e.g. occupational
exposure)
• Bronchiectasis (including cystic
fibrosis)
• Toxic inhalation
• Aspiration/gastro-oesophageal reflux

Table 2
Risk factors for LRTI/pneumonia 
Risk factors 
Age
Chronic Illness

Impaired immune response

Smoking
Alcohol abuse

Influenza

Upper respiratory tract infection
Lung cancer
Previously damaged lung

Comments
>65 years or <5 years
Cardiovascular disease, respiratory
disease (e.g. COPD), diabetes,
HIV/AIDS, neuromuscular disorders
causing aspiration
Chemotherapy, other
immunosuppressant medications
Reduced ciliary motility
Reduced gag reflex, risk of
aspiration, immunosuppression
Winter months,
epidemics/pandemics

Always consider in smokers
Scarred lung e.g. old TB




