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Mycoplasmapneumoniae has been implicated as a cause of
upper respiratory tract infection and atypical pneumonia
since its discovery in 1962.1M pneumoniae accounts for
upt0 20% of pneumonias in the general population and
up to 50% of pneumonias in closed populations,23 is
endemic in North America and Great Britain, and is not
wsually seasonal .45 Although most studies have focused
onyounger patients, there may be a higher than expected
prevalence of M pneumoniae in patients over 60 years of
ae67

Although M pneumoniae is a common cause of up-
perrespiratory tract infections and bronchitis, the lack of
arapid method of identifying the presence of M pneu-
monice has prevented an understanding of its true prev-
alence. The diagnosis has previously been made by either
isolation of the organism or a fourfold or greater rise in
complement-fixing antibody. Isolation of the organism is
technically difficult and not readily available. Comple-
ment-fixing antibody testing requires acute and convales-
cent specimens, and the results are not available for 14
days. The cold agglutinin test has also been used to
diagnose M pneumoniae, but it is nonspecific, and a
positive response is present in only about 50% of pa-
tients.2 The development of a rapid serum latex aggluti-
nation test has made it possible to determine the presence
ofIgG and IgM mycoplasma antibodies in minutes (m-
Clone, Access Medical Systems, Inc, Branford, Connect-
icut). This preliminary study investigated the prevalence
ofMpneumoniae in ambulatory patients with respiratory
tract symptoms.

Submitted, revised, July 19, 1990.

b>omthe Gates County Medical Center, Gatesville, North Carolina, and the Depart-
wentofFamily Medicine, University ofMaryland, Baltimore, Maryland. Requestsfor
npnnts should be addressed to Dana E. King, MD, Family Practice Center, East
Cmltna University School ofMedicine, Greenville, NC 27858-4354.

6 1991 Appleton & Lange ISSN 0094-3509

The Journal of Family Practice, Vol. 32, No. 5, 1991

Methods

All patients who came to the Gates County Medical
Center, a rural family practice in North Carolina, be-
tween December 1988 and April 1989, who were older
than 4 years and had not had any antibiotic treatment in
the preceding 7 days, were eligible. Patients with symp-
toms of sore throat, chest or head congestion, cough,
asthma, or earache had their temperature taken, were
asked about a history of fever, and were asked the dura-
tion of their symptoms. The ears, nose, pharynx, sinuses,
and lungs were examined carefully by one of the investi-
gators (D.K.), and the presence of abnormal signs was
noted on a standardized form. Patients were informed of
the purpose of the study and, if they consented, had
blood drawn for a rapid latex agglutination test for M
pneumoniae.

Patients without symptoms having blood drawn for
glucose, cholesterol, or anemia screening were tested for
M pneumoniae. These patients had no respiratory tract
symptoms and were tested on days that testing was done
on symptomatic patients. No patients refused. Testing
was not done on most Mondays, Wednesday afternoons,
Thursday afternoons, or Saturdays because of a shortage
of staff. The m-Clone positive rate in these patients
provided an approximation of the rate of previous or
asymptomatic infection. Age, sex, race, and current
smoking status were recorded for both groups.

The latex agglutination test detects IgM and IgG
antibodies to M pneumoniae. The test is recorded as
either positive or negative. Two independent observers
determined each result. The patient’s serum is mixed with
black latex particles coated with purified antigens. If
antibodies are present in the serum, the agglutination is
easily observed on the white test card. Office staffcan run
the test in less than 10 minutes. The m-Clone test has a
sensitivity of 96.2% and a specificity of 96.0% when
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Table 1. Characteristics of Patients Tested for Mycoplasma
pneumoniae

Patients Without
Symptoms (n=97)

Patients with
Symptoms (n=187)

Characteristics No. (%) No. (%)
Age range (y)
5-15 37 (20) 1 1%
16-25 38 (20) 1621 )
26-40 60 (32) 15 (16)
41-60 30 (16) 28 (29)
>60 17 (9) 37 (38)
Sex
Male 77 (41) 27 (28)
Female 110(59) 70 (72)
Race
Black 76 (41) 53 (55)
White 109 (58) 44 (45)
Smoking status
Yes 40 (21) 23 (24)
No 141(75) 71 (73)

N ote: Data are missing on afew patients.

compared with complement fixation; it has had 100%
correlation with the DNA probe in limited testing.6

While not all eligible patients during the study pe-
riod were tested, the staff were not allowed to select
individual patients. The statistical analysis of the data
used chi-square for all comparisons.

Results

During the 4 months of the study, 521 patients were
seen with respiratory tract symptoms. One hundred
eighty-seven patients (36%) with respiratory tract symp-
toms had blood drawn for m-Clone testing. Ninety-seven
patients without respiratory tract symptoms were seen
for other testing and had serum tested with m-Clone.
The patient characteristics are shown in Table 1.

The m-Clone mycoplasma test was positive in 43%
of patients with symptoms and 7% of patients without
symptoms. Further, the prevalence of mycoplasma in
patients with respiratory tract symptoms was greater than
30% in all age groups (Table 2).

Table 2. Results of m-Clone Mycoplasma Test, by Age
Group in Patients with Respiratory Symptoms

Patients with Symptoms

Age Range (y) No. Tested % Positive
5-15 37 46
16-25 38 32
26-40 60 43
41-60 30 50
>60 17 59
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Table 3. Historical Factors and Results of m -Clone Test in
Patients with Respiratory Tract Symptoms

Patients with Symptomad

Presence or History of Positive m-Clone

Symptom No. (%) P\ALE
Asthma (n=8) 4(50) %
Sore throat (n=75) 27 (36) 16
Earache (n=7) 2 (29) &
Head congestion (n=56) 24 (43) *B
Chest congestion (n=57) 27 (47) B
History of fever (n=82) 30 (37) 1
Symptoms >3 days (n=75) 33 (44) %
Productive cough (n=32) 19 (59) o

Among patients with symptoms, no historical fadar
was significantly associated with a positive m-Clonc test
(Table 3). No physical finding was significantly asd-
ated with a positive m-Clonc test (Table 4).

Discussion

The prevalence of M pneumoniae in community padice
and the nature of its causative role in respiratory trat
infections has not been well defined. Much of the dff-
culty in more fully understanding M. pneumoniae infec
tion has been the lack of an accurate and rapid methodd
detecting its presence. Rapid latex agglutination tests
may alleviate this difficulty.

The current study found a 43% prevalence ofa
positive mycoplasma test in patients with respirator)’
tract symptoms compared with only a 7% prevalence!,
patients without symptoms. The prevalence in synpto-
matic patients was not affected by age. Neither the @
tient’s symptoms nor physical examination findings pe
dicted a positive test.

The finding of only a 7% prevalence ofM preunmo
niae in patients without symptoms suggests that the
patients with symptoms were different. The results ofthis
rapid latex agglutination test were not compared with
complement fixation titers, so conclusions should bean
sidered preliminary. Whether mycoplasma is the pimav

Table 4. Presence of Physical Findings and Result of m
Clone Test in Patients with Respiratory Tract Symptoms

Patients with Findingad

Positive m-Clone
Presence of Physical Finding No. (%) P lae
Temperature >100°F (n=32) 14 (44)
Tender sinus (n=15) 5(33)
Red pharynx (n=114) 50 (44)
Pharyngeal exudate (n=13) 2(15)
Purulent rhinitis (n=13) 6(46)
Lung rhonchi or wheeze (n= 19) 12 (63)
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cause of symptoms, a secondary infection after a viral
infection, or simply a commensal is not known.

The introduction of an office diagnostic kit for M
pneumoniae may make it easier to evaluate the epidemi-
ology of mycoplasma infections. The test is done on
serum, with results available in less than 30 minutes, in
time to affect treatment decisions. In this study, no
attempt was made to direct treatment based on the test
result, nor was there any effort to follow the patients
prospectively.

The current study was limited to one rural family
practice and to one season (winter). Previous studies,
however, have shown mycoplasma to be endemic and not
limited to the rural population.4’5

Not all patients were tested, making it more difficult
togeneralize from this sample. Furthermore, both symp-
tomatic and asymptomatic patients were missed because
of inadequate staff on certain days. Still, the difference
between groups is so large, that even if all of the patients
not tested had a negative m-Clone test, the prevalence
among ill patients would have been twice the prevalence
of the asymptomatic patients.

M pneumoniae is common in outpatients with respi-
ratory tract symptoms. Further research is needed to
understand which patients will have complications and
whether early treatment will be beneficial. The ability to
meke the diagnosis within minutes could be a great help
to clinicians.

References

1 Davitz D, Dulbecco R, Eisen HN, et al. Microbiology, 3rd ed.
Philadelphia: Harper and Row 1980: chap 42.

2 Casell GM, Cole BC. Mycoplasmas as agents of human disease. N
Engl J Med 1981; 304:80-9.

3 Tuazon RU, Murray HW. Atypical pneumonia. In: Pennington JE,
ed. Respiratory infections, diagnosis and management. New York:
Raven Press, 1983.

4. Foy HM, Henry GE, Cooney MK, et al. Long-term epidemiology
of infections with Mycoplasma pneumonia. J Infect Dis 1979; 139:
681-7.

5 Noah ND. Mycoplasma pneumoniae infection in the United King-
dom, 1967-1973. Br Med J 1974; 2:544-6.

6 Smelley DL, Dunn CE. Evaluation of a new latex agglutination
method for detection of antibody to Mycoplasma pneumoniae. Lab
Med 1990; 21:661-2.

7. Ali NJ, Siflis M, Andrews BE, et al. The clinical spectrum and
diagnosis of Mycoplasma pneumoniae infection. Q J Med 1986;
227:241-51.

The Journal of Family Practice, Vol. 32, No. 5, 1991

Important news
for sufferers of
Intestinal gas!

A new double-acting anti-gas
tablet called Charcoal Plus is
now available to fight the
pain, bloating and diarrhea
caused by stomach or intesti-
nal gas. Charcoal Plus is
double-acting because it fights
gas in both

the stomach and

Ifitestines with
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anti-gas agents:
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is released

first in the stomach. (Tien,
after an intermediate coating
dissolves, the inner core of
activated charcoal is released
in the intestines.
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for stomach
gas.

for intestinal

Charcoal Plus is available in bottles of 120
tablets. Each dosage of two tablets contains
Activated Charcoal USP (400 mg.) and

Simethicone (80 mg.).
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