CHAPTER V

DISCUSSION

There were no significant differences between the 2
groups in terms of temperature and leucocyte counts.
Blood culture in the pneumonia group revealed H.influenzae in 2

out of 11 cases (18%), while none revealed S.pneumoniae. Since

, ’#/mkan. the results could not

onia cases. Since all

there were only a few bloo
reflect the etiology of

Rales were he
diagnoses were made 7 be due to other lower
respiratory infecti ich were common in
infants such as br commonly heard in

bronchiolitis , but showed interstitial

The objective of & ¢ test for screening is to
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detect disease 1n:f§§W@ﬁp%} st, Eomatic state when,

i more easily treated.

minr characteristics of

presumably, it is leé:

An ideal screening jl:est wou
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Th initial tendency would be to use a sensitive test.
Such a test, because it has few false negatives, has a high
negative predictive value, meaning that very few individuals with

disease will be missed. The trade-off, unfortunately,is that this
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type of test has poor positive predictive value,meaning that most
positive individuals would be falsely positive. When such a test
is used for screening for large populations, a significant number
of individuals have positive test but only a small number of them
are truly diseased. In the absence of a relatively inexpensive

test that is both highly sensitive and highly specific, the

st that result in a high

gnuséﬂuatmns. or a specific

. P ope on..of diseased individuals

cholce is between a ser
proportion of unneces
test that result in

going undetected. no general rule to

depend on here. The ether or not patients

will benefit from ﬁn, as well as the

relative cost and diagnostic evaluation

(Kaplan,1990).

For this study, th stic test should be able to

L
whépever it

detect disease a test with a high

sensitivity and a " is desirable.

Elsa will result in

Because a consaq nce of missing a

. ""mﬂ‘i{m 2ty g Ao
choose a EW;T:thrI ?m ulﬁ ‘T‘jﬂﬂm ﬂm‘lmzas the

false negative rat

In agreement with a community - based study in Basse
( Campbell et al.,1988 ), the results of this study demonstrate

that considered alone, a RR over 40/m is a useful indicator of
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pneumonia. However, our data reveal that, in contrast to Cherian
et al. (1988) that suggested a different cut-off values for
different age groups, a RR over 40/m continues to be a useful
predictor of pneumonia in all age groups, having a sensitivity
between 73-89%, and specificity 44-60%. This findings is also

nn et al. (1984) that stated
WE ct on the RR that best
Bnkﬁ.nn s data by Cherian et
“.‘a‘data revealed that RR

supported by a previous stud"

that the child’s age had
predicted pneumonia.
al. (1988) who made a
over 40/m was a bettepsindi ) i bhe 'm than over 50/m.

The sensitivities of {4 petween 73-89%, so the
false negative rate Mege/ To ' ,, A sufficiently high
sensitivity means that ' * t rules out pneumonia.

Due to the small positiV __ ' ‘adiologically confirmed
pneumonia and the small numbs ertain age group,this study

could not make a ROE Curve sepa -at 2 | / ifhfants 0-2 months and

children 13-60 months for the 4 zero values in the

2 by 2 table cells, ELarafnre further ana]ﬁlis is not possible.

For the purpos iudn ﬁ se, the use of a
high sansftivi(ﬁjiﬂ gﬂw ﬁmﬂﬁ& since almost
all pati ut since the
Spamfmnyq mr@ﬁnmu 44-&0?&8‘Tat means a large

number of patients ( 40-56 % ) will be falsely identified as
having pneumonia with the consequence of giving antibiotics to

those who actually do not need it.
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Follow-up of these patients for at least 1 week in this

study permits evaluation of adverse- effects and other ailments,
but we should take into account the long-term economic burden or
the emergence of resistant strains of bacteria to a certain drug

(antibiotic) as the major concern for the false + patients.

However, since the purpcse of the test is to screen for

the presence of disease, ficity might be acceptable

ith superior operating

characteristics is By i vel ,1981).

ablishing a test's
usefullness is to ex ;  5 . : ﬁ“; likelihood ratio which
allows estimates o disease is present at
The likelihood ratios ifi tH¥S stdlly showed good results except
for RR over 30/m and cyangsis 5ut. the width of 95% confidence

interval did not sp}g‘g@! i

Several expl:

sensitivity of RR GJJF 50/m and over 60/m

First, what iaﬂﬂimmghﬂﬁimm” rate in

ered for the poor

an this study.

different age orkers reported the normal
s ol PO o/

e wa‘“ﬁﬂmfﬂmwmaa

In raviewiqp hese studies, a major methodological difference

becomes apparent. Either the period of timé, time interval and

devices used ( continuous electronic monitoring, stethoscope, or

observation).
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Morley et al. (1990) determined the respiratory rate in
babies under 6 months by auscultating the breath sounds or
putting a warm hand gently on the baby’s naked chest and
simultaneously counting the respiratory rate 3 times for 15
seconds and getting the average.

He found that the mean and standard deviation of respiratory rate
W (12) for sleeping infants.
'éﬁate when awake did not

lower respiratory tract

for awake infants is 61 »u_J

He revealed that the

i ——
correlate with the pr
infection.

Berman et

dies which have lower
respiratory rate ds using continuous
electronic monito hat showed the mean
respiratory rate and ion for awake infants of
6 months old was 27.
Secondly, Lanata obsaruiﬂﬁ%fir }f_;; seconds in infants with a

history of cuugh"‘ ’""'_'"""'r"fi: obtained for awake

f e
and calm infants of™ ;-“' ! dﬁjhat. the mean rate and

|
standard deviation wqf 40.89 (5.3 )

Simoes in h1ﬂ H‘ﬂ ?%&W@Wﬂfﬂﬂ‘}unts obtained by

auscultation we e an averaga‘of 14 br aths per m ute higher than

cnose o QI HPIATIUHI FTHHA Qi evenen

The statha%cope appears to pick wup small breaths that are not

appreciated when observing for chest/ abdominal movement.
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The method of counting may account for the high mean
rates and variability reported by Morley. If healthy infants of 6
months have the mean rate gund 30/m according to Richards.
Older children might have } i
r n migh \“

ory rate of less than 30

/m. And children with ;,4, ‘espir ct infections tend to
have higher RR. So a thresheld o _'ﬁifﬁilL dicator of pneumonia
in all age group v;w e he :;;“ra;gff-r this study that use

.

observation of eithegsfihdt

60 seconds while the

What
more helpful as a fsefsi e~ indicator lof pneumonia, with 9%
sensitivity. But since : as 82%, a positive result
rules in pneumonia. icted finding was that fever

" ¥ -
was not useful, inopredicting  pne s there was no

significant di ‘ ;J. accord with

those of Levent onfrast to the classic

signs of pnaumnnizzah1ch consist of cuugh fever and rales.
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Since the classic signs of a disease often are derived from
examining hospitalized or very i11 patients , such physical
findings may not be as useful in ambulatory patients who are

less likely to have present all of the classic signs.

A11 children in our study had chest radiographs, whether

or not they had clinical si s of pneumonia. In developing

countries, pneumconia is sad by bacterial infection.

which results in i f r" ‘\;&31&&1 trates or consolidation.
Although chest radi : Y mn early pneumonia, this

is an uncommon fin

Judging the , table 3 shows that R
is 0.97. There are s@ve o on A eptable reliability for
a test. Kelly reco : a;*'ﬁl’"‘"-. 0.94 while Wiener and
Stewart suggested 0.854 THo ; and Hagen suggested 0.75 as
a fairly minimal requirgﬂ- ';* “useful instrument (Streiner

and Morman, 1989) this 1t a]4iat ‘g'y was almost perfect.

The agreaﬁ}nt'
radiographs has a Kappa of 0.65,awhich is substantial according

to Sackett ata1u( Q]ﬂﬂﬂjWﬂ’]ﬂi
HWMMMNWJ’J DV Yeciricrer o0

several cut - off points of RR as indicator of radiological

ndai}ndant review of the

evidence of pneumonia in children < 5 years old may be due to :
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The total number of patients in each of the 'positive’ group
was relatively small, which contributed to sampling error.
Although observer reliability had been minimized by properly
performed definitive procedure and the results were
interpreted with a standard criteria giving a reliability of
0.97 for the test and Kappa 0.65 for the gold standard based
on a review of the chast._ lographs that performed blindly by
an senior radiologists r)/;’
¥ gr&d also somewhat subjective

interpretation t(— . re ,',"in disagreement among

Since this is a c¢

radiologist,perhap gid tion of pneumonia would

be a consensus 1in :ff ‘ f ‘the diographs by at least 2

Different spectr the test is applied,

whether in durati

with the save‘vja%ﬁ“_ test may be readily

detect patients y h advancec

identifying patiELts in eé ages uiﬂtha disease.
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disease, or the impact of concomittant treatment.
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5. Pathologic spectrum . This included consideration of the
etiologic agents as well as the morphology of the disease

itself (Simel et al.,1991)

In conclusion, taking the whole age group and in infants,
fast breathing defines as RR over 40/m is a reliable indicator

of radiological evidence of | Our data suggest that

different cut-off valu required for infants and

¢£.

;jjﬁh“‘*hg test is to detect

ity can be reduced by early

older children. —

The primar‘/

disease whose mor i

detection and trea ia™in this study.
However, in clini application of a high
sensitivity of a teg mits the physicians to

shorten hypothesis - expensive and invasive

investigations, and speed-the patients&,on to diagnosis, therapy

and home (Sackett iﬁﬂr*ﬁ—r — .1'
The low specificity [might st . ept@ﬂa for this study, if

no alternative test which has supepior operating characteristics

is available. quﬂqwﬂ‘n‘jwa’]ﬂj
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40/m and cHest indrawing was a good indicator of pneumonia with
73% and 82% sensitivity and 59% and 65% specificity, and LR for a

positive test of 3.63 and 7.6.
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Although rales have 82% sensitivity and 67% specificity
and LR for a positive test 8.55 but since there is usually a
disagreement amongst clinician over the interpretation of
chest physical signs, in many circumstances it would be difficult
to implement this to a screening programme in the community.

Use of validated clinical signs for the diagnosis of

overall use of antibiotics

pneumonia can substantiall
in the community, whi who require antibiotic

treatment can still

There was p between heart rate

and RR and a moderat y “or = Felat oriship between temperature
and RR.

The diagno ‘_‘;;y""; t breathing and the
respiratory rate thresk _vf:éfzg— or of radiological evidence
of pneumonia in infants @=2° 5 .children 13-60 months in a

hospital setting v
This deserves Furthﬂ’ st
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rﬁamp‘la size in each age

group.
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