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INVESTIGATIONS
In patients where you suspect 
non-pneumonic LRTI, the evidence
suggests that chest radiography and
blood tests for C-reactive protein are
not helpful in their management in the
community, neither are sputum
purulence nor positive sputum
culture.5 Indeed recent guidelines from
the European Respiratory Society 
do not recommend routine
microbiological investigations for 
LRTI in community settings.12

Equally for patients with clinically
suspected true community-acquired
pneumonia that is not severe, general
investigations are unnecessary for the
majority of patients managed in the
community. The British Thoracic
Society (BTS) guidelines recommend
that GPs, particularly those working in
out-of-hours and emergency
assessment centres, should consider
the use of pulse oximeters.13

The new BTS guideline update for
the management of community
acquired pneumonia recommends
that a chest radiograph should not be
carried out in patients with suspected
CAP unless: 
• the diagnosis is in doubt and a chest
radiograph will help in a differential
diagnosis and management of the
acute illness 
• progress following treatment for
suspected CAP is not satisfactory at
review or 
• the patient is considered at risk of
underlying lung pathology such as
lung cancer.13

There has been recent interest in
procalcitonin (PCT) levels. PCT levels
increase during bacterial infection and
decrease during recovery so can be
used to guide antibiotic therapy in
individual patients as a surrogate
biomarker either in deciding whether
to commence an antibiotic or to help
decide if an antibiotic may be
discontinued. This requires highly
sensitive PCT assays.14-17 There is some
evidence18-20 that antibiotic
stewardship is possible using this
method.  However, an estimate of the
cost of measuring a PCT level is £30
and requires specific expertise, so
whether it will be feasible to roll this
test out as routine in the community is
certainly up for debate. Also in one
study, the positive predictive value of
PCT was low for diagnosing
pneumonia, bacterial infection, or
adverse outcome and similar to 
C-reactive protein in this respect.21

ASSESSING SEVERITY 
It is clearly very important to
recognise which patients with an LRTI
or pneumonia are more severely
unwell and require hospital treatment.
The CURB-65 and CRB-65 scores (see
table 4, above) are most widely used,
however, it must be stressed that these
severity scores have only been
validated in patients with radiographically
confirmed pneumonia. 

They are also most useful in
informing which patients do not have
severe illness and can be safely
discharged from hospital, rather than
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Table 3 
Infectious agents isolated from previously well patients with LRTI
symptoms10

Pathogen
Bacteria

Atypicals

Viruses
Mixed infection
No organism

Table 4 

CRB-65 severity score
Observation
Confusion
Respiratory rate
Blood pressure
Age

Organism
Strep. pneumoniae
H. influenzae
Moraxella catarrhalis
Staph. aureus
Mycoplasma pneumoniae
Chlamydia pneumoniae

Parameter
new or of recent onset, MSQ<8/10
>30/min
systolic <90mmHg ± diastolic <60mmHg
>65 years

Incidence (%)
17.1
9.5
2.2

-
7.3

17.4
19.3
13.6
45.3

being used to decide who is admitted.
Despite this CRB-65 is still a helpful
tool in the community. Patients scoring
0 or 1 have the lowest mortality risk,
however, a score of 2 or more should
be a cause for concern and the patient
may need to be admitted to hospital
for assessment.5,13

Other markers of severity that are
less significant in terms of morbidity
and mortality, but still helpful in
making a decision regarding
hospitalisation are: 
• presence of co-existing disease
• high or low temperature (<35˚C or
≥40˚C)
• significant hypoxia (<94%) or
• tachycardia (>125/min)

Finally other reasons to consider
hospital admission include social or
physical factors such as the need for
intravenous antibiotic therapy in
confused patients. Ultimately, the
clinical judgement of the assessing GP
plays a large part in the decision to
admit to hospital.

COMMUNITY MANAGEMENT
All patients who present with LRTI
should be given general management
advice, i.e. to drink plenty of fluids, use
appropriate analgesics and
antipyretics, rest and avoid smoking. 

The main challenge in primary care
is to determine which of the many
patients who currently receive
antibiotics do not need them.22 Several
randomised controlled trials, meta-
analyses and systematic reviews have
investigated the treatment of non-
pneumonic LRTI in the community23-26

and have shown that antibiotic
treatment leads to no or little
advantage.25,27 Antibiotics should not
normally be prescribed for previously
well patients who do not have chest
signs or features of severity. Sputum
purulence alone is not an indication for
antibiotics in a previously well patient
with no chest signs. 

GPs should give non-pneumonic
LRTI patients written information to
help them understand their illness and
why the decision has been taken not
to prescribe an antibiotic, this
approach should also reduce 
re-consultation rates.5 For patients
with true community acquired
pneumonia, options for antibiotic
treatment are listed in table 5, p24.




