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EDITORIAL

Community-acquired pneumonia guidelines: much guidance,
but not much evidence
M. Woodhead

Community-acquired pneumonia (CAP) is changing. The emergence and spread of antibiotic resistance
in common causative bacteria, the development
of new microbiological diagnostic techniques, new
understandings in the area of severity assessment
and the development of new antibiotics are just some
of the issues. Methods of guideline writing have also
evolved [1]. The categorisation of evidence and the
strength attributed to recommendations are perhaps
the most important additions to this methodology [2].
Some aspects of the older guidelines for CAP management may therefore be out of date [3–5].
The publication of the British Thoracic Society
(BTS) [6] and American Thoracic Society (ATS)
Guidelines for the management of CAP [7] in 2001
and the Canadian [8, 9] and The Infectious Disease
Society of North America (IDSA) Guidelines [10] in
2000 were most welcome. They all updated or revised
earlier publications (after intervals of 8, 8, 7 and 2 yrs,
respectively) and attempted to take account of the
issues mentioned above. The scope of each document
is similar and they include issues such as clinical
presentation and diagnosis, microbial and nonmicrobial investigation and general and antibiotic management. A separate publication confined to antibiotic
recommendations was presented by the Centers for
Disease Control and Prevention [11]. It is not the
purpose of this paper to compare these documents
item by item, but more to assess in general terms,
their potential value and limitations and how and
where they may or may not be used.
Guidelines are, whether we like it or not, part of
current and future clinical practice. They may do
good, but are costly to produce, have the potential
to do harm and their close temporal proximity could
cause confusion. How, then, should the potential
guideline user evaluate them? Three questions are
relevant. Is the guideline produced according to
currently accepted methodological criteria? Is there
any evidence that they work? Are they relevant?
A generic Appraisal Assessment tool is available
to help determine whether guidelines have been developed using a rigorous and systematic approach [12].
This consists of a 37-item questionnaire covering the
*Dept of Respiratory Medicine, Manchester Royal Infirmary,
Manchester, UK.
Correspondence: Dept of Respiratory Medicine, Manchester Royal
Infirmary, Oxford Road, Manchester, M13 9WL, UK. Fax: 44
1612764989. E-mail: Woodhead@central.cmht.nwest.nhs.uk

following three broad areas: Rigour of Development,
Context and Content, and Application. Seven items
in this questionnaire relate to evidence and recommendation grading, which should be part of all of
these documents. The variation between documents
is of interest. Recommendations were supported by
"best level" evidence, however defined, in only 21%
(IDSA Guideline: 52 graded recommendations [10]),
15% (BTS: 95 recommendations [6]), 9.6% (Canada:
31 graded recommendations [8, 9]), and 6.5% (ATS:
61 graded recommendations [7]) of cases. This confirms that robust evidence is lacking for many of
the important decisions made in patient management.
The evidence that is available often does not state
that intervention A is better than intervention B.
Judgement and consensus therefore remain important in the production of recommendations from this
evidence. This is one reason perhaps, why despite
the use of more or less the same reference base, the
guidelines come to different conclusions over some
issues.
Freedom from potential conflict of interest is
therefore essential. Guidelines cost money. Guidelines
should be written by those with expertise in the area
in question. Such experts usually have associations
at various levels with the pharmaceutical industry.
Potential conflicts of interest are therefore difficult
to assess. Such associations must at least be in the
open and all guideline members should declare their
interests [6, 11]. Funding of guideline production [7–9]
from the pharmaceutical industry is undesirable, but
must be acknowledged if no other means of funding
is available.
Since the source evidence may be of poor quality,
clinical studies that suggest that CAP guidelines are
of benefit would be helpful. It should be remembered
that a guideline contains many recommendations,
some of which may make a difference while others
may not. Some studies test a single intervention and
others use critical pathways which combine a number
of steps from a guideline. The fact that there is an
overall benefit may not mean that all steps have an
impact and, similarly, lack of benefit may not mean
that all steps are ineffective. The ability of a change
in practice, such as the application of a guideline,
to make a difference depends on what was baseline
normal practice. This was demonstrated in a study
that found that guideline implementation failed to
reduce length of hospital stay for CAP [13] and in
two studies in which application of the pneumonia
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severity index would not have reduced the proportion
admitted to hospital [13, 14]. The reasons for this
may have been that initial length of stay was already
shorter than usual [13] or that low-risk patients were
admitted for reasons other than illness severity [14,
15]. Since baseline normal practice varies, the demonstration of benefit in one setting does not necessarily mean that the same effect can be predicted
in another. The healthcare structure, frequency of
causative pathogens, frequency of bacterial antibiotic resistance, availability of specific antibiotics and
baseline practice levels are all examples of features
that may show geographic variation. Recommendations for one country or region may not, therefore, be
appropriate for all. The ATS guidelines may be useful
in the USA and the British Guidelines in the UK, but
neither may be helpful, and might even be harmful
(e.g. by unnecessarily increasing costs [16]) in Sweden
or Hungary, for example.
The apparently wide uptake of guideline recommendations [17] does not necessarily mean that
outcomes will change [18]. Studies testing the impact
of guidelines are difficult to conduct, few in number
and have nearly all focused on aspects of North
American Guidelines and have been performed on
that continent. Some have adopted the before and
after approach [13, 18–21], which may be confounded
by secular changes in practice. Others have used a
more rigorous methodology for control selection [22,
23]. The results are mixed and, to some extent, may
reflect study design and setting. Reductions in hospital
admission rates [19, 21, 22], length of hospital stay [20,
22], improvements in antibiotic management [19–22],
oxygen assessment [20] and costs [21] have been
shown. However, an initial admission reduction may
be balanced by an increased rate of later admissions [19]. Only one study has suggested a mortality
reduction following guideline implementation. However, only inpatient 30-day mortality was reduced
with no change in either overall 30-day mortality or
inpatient mortality [23]. A rise in postdischarge
mortality, possibly as a result of a shortened hospital
stay as a consequence of the guidelines, has been
reported [24].
So, what can be concluded? Guideline methodology
has improved, but the paucity of good evidence for
many interventions in community-acquired pneumonia management remains a major limiting factor to
their value. Studies on the impact of communityacquired pneumonia guidelines are at an early stage
with many, but not all, showing benefits in the setting
of each study. More widespread impact remains
uncertain. The evidence gaps should now be a priority
for research funding as should further studies on
the impact of guideline implementation. The initial
enthusiasm for community-acquired pneumonia guidelines persists but the relevance of published guidelines
in different settings is unclear. Individual countries,
or similar healthcare areas, should have their own
guidelines relevant to that setting. This does not
necessarily mean that the same development process
has to be followed. It should be acceptable to modify
those aspects of other appropriately developed guidelines to suit that individual setting.
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