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Assessing properly the usefulness of clinical prediction
rules and tests
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Clinical prediction rules and other “tests” should be assessed
not only in terms of sensitivity and specificity,1 which show
only how a test detects a single diagnosis in a defined
population. Sensitivity is often set high and specificity low, so
that a positive result suggests only a differential diagnosis. A
test result with few differential diagnoses is helpful. To
differentiate between such diagnoses, a finding has to occur
commonly in at least one differential diagnosis and rarely in at
least one other.2

It is not enough to use cut-off points to designate a result as
high, normal, or low. Experienced doctors often use actual
results. For example, haemoglobin concentrations of 100 g/L,
60 g/L, and 20 g/L are all low, but each has its own differential
diagnosis. Also, an albumin excretion rate of 30 µg/min is
abnormal, but the number needed to treat with an angiotensin
receptor blocker to stop one patient getting diabetic nephropathy
within two years is about 100.3 However, if the abnormal rate
is 60 µg/min, the number needed to treat is about 12.3 Thus,

even if the test result is abnormal, the value itself may be more
useful when choosing whether to treat.
The ability of test results to suggest differential diagnoses, to
differentiate between them, and to act as diagnostic and
treatment selection criteria is currently not assessed adequately.
This undermines evidence based medicine and the work of
organisations such as the National Institute for Health and
Clinical Excellence.
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