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Figure 1 Distribution of the incidence of
hospitalised community-acquired
pneumonia per 1000 inhabitants and year
according to age classes. Incidences in
2005, 2006 and both are shown. The
indicated incidence numbers refer to the
mean incidence of an age class.
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SUSPICION AND CONFIRMATION OF PNEUMONIA

A patient should be suspected of having pneumonia when one the
following signs and symptoms are present:

new focal chest signs, dyspnoea, tachypnoea, pulse rate > 100, fever >4
days.

In patients with a suspected pneumonia a test for serwuehof C-reactive
Protein (CRPEan be done. Alevel of CRP < 20 nhgt presentation, with
symptoms for > 24 hours, makes the presence of pneumonia highly
unlikely, a level of > 100 mg/l makes pneumonia likely.

In case of persisting doubt after CRP testing, an cheaty>should be
considered to confirm or reject the diagnofsd.]

GUIDELINES FOR THE MANAGEMENT OF ADULT LOWER RESPIRATORY TRACT INFECTIONS, ERJ 201
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CURB 65

[CURB Oorl 2TTUTL

[ Bpoaysia

Confusion
BUN > 30
RR > 30
BP SBP <90
DBP <60
Age > 65

CURB 4 or S

ERJ 2001;17:2005, Thorax 2003; 58: 37882




Fatients with community-acquir ed
predmonia

r

Is the patient more than
A0 years of agey

p _ |
A Pneumonia b

Does the patient have a history

A Severity of any ofthe following Assign patient

coexisting conditions? to risk class 1=

A Meoplastic disease according to

A I n d eX Congestive heart failure step 2 ofthe

Cerebrovascular disease prediction

Renal disease rule
Liver disease

|

M

'

Does the patient have any of
the following abnoermalities
on physical examination?

Altered mental status

Pulse =125/minute

Respiratory rate =30/minute
Systolic blood pressure <30 mm Hy
Temperature <35°C or =400

: |
Fine MJ, N Engl J Medl997 Jan Mo

23:336(4):24350 ‘

Assign patient to risk class |




CHARACTERISTIC Mo, OF POINTS

Demographic factors ASSIGNED

Age
Men Age (inyr) .
Women Age {inyri-10 PneumOnla

Mursing home resident +10

Coexisting illnesses Severlty

Meoplastic disease +30
Liver disease +20
Congestive heart failure +10 Index
Cerebrovascular disease +10
Renal dizsease +10

Findings on physical examination

Altered mental status +20
Respiratory rate =30/min +20
Systolic blood pressure <30 mm Hg +20

Temperature < 35°C or =40°C +15 Stratification of Risk Score
Pulse =125 beats/min +10

Laboratory and radiographic findings Risk Risk CLass  Score MoRTALTY
Arterial pH <7.35 +30 Low I Based on algorithm ~ 0.1%
Blood urea nitrogen =30 mg/dl +20 Low | <70 0.6%
(11 mmal/liter) Low Il 71-90 0.9%
Sodium <130 mmolliter +20 Maderate IV 91-130 9.7%
Glucose = 2560 mag'dl (14 mmolliter) +10 High V 130 77.0%
Hematocrit <30% +10
Partial pressure of +10
arterial oxygen <60 mm Hg
or oxygen saturation <90%
Pleural effusion
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A Hgb: 13.4 gm/dl, Hct40%.

AWBC:15, 808 B8% |le 9880aUe-0 @

A Na 137 mEgL, K: 3.7 mEg/L.

A BUN: 32 mg/d| Creatininel.8 mg/dl.

A GLU: 260 mg/dl.

AAy} aU Uae UUBSHto%BYs 2 1 %
pH =7.38, PQ.58mmHg PCO, .53 mmHg,

B 2
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Outpatients Inpatients

A Streptococcus
pneumoniae

A Mycoplasma
pneumoniae

A Haemophilus
Influenzae

A Chlamydophila
pneumoniae

A Respiratory
viruses

A'S.pneumoniae

A M. pneumoniae

A C.pneumoniae

AH. influenzae

A Legionella
species

A Aspiration

A Respiratory
viruses

A 'S.pneumoniae

A Staphylococcus
aureus

A Legionella
species

A Gramnegative
bacilli

AH. influenzae
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GSputum: Gram staining and culture

Expectoratedsputum should be deep cough specimen obtained before

antibiotic treatmentand it should be rapidly transportedand processed
within afew hours of collection.*

GBlood cultures (2 sets)

2 setsof blood culturesshould be drawn before initiation of antibiotic
therapy duringthefirst 24 hours*

Clinical Infectious Disease2007 44:S27 72
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Table 5. Clinical indications for more

Indication

Intensive care unit admission
Failure of ient antibioti
Cavitary infiltrates

ive alcohol abuse
Chronic ere li

structive/s

gl

Positive pneunn
Pleural e
AT, urinary antic

it intubs:
cultures.

extensive diagnostic

putum
culture

testing.

Waterer GW, RespMed 2001;95(1)83
Campell SG,Chest2003;123:1142
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A | g S pneumoniashould be performed ipatients
admitted to the hospital for reasons of iliness severity and
whenever a pleurdluid sample is obtained in the setting
of a parapneumoneffusion [A3].

A Urine L. pneumophilaserogroup 1 g detection shoultbe
performed in patients admitted to the hospital for reasons

A of severity and in other patients where this infection is
clinically or epidemiologically suspected[A3]

Clin Microbiol Infect 2011; 17(Suppl. 6): EZ' E59
33
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A Kstusay¥Y AUU3s yeUs Ujreaktid)s
quantitative PCRRQ-PCRe U Ues3 “~} 80U 5a
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Clin Microbiol Infect 2011; 17(Suppl. 6): ET' E59
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APCTU a:lildad a0 bUsUey sl o
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ABudohd 295U uUusUsg © dUj; U UadU

Christ-Crain M , AJ Respir Crit Care Med 2006
Masia M, Chest 2005

ChristCrain M, StolzD, et al Lancet2004;363(9420(: 600-607.
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<0.1 ng/mL:h GAB
0.1:0.25 ng /mLfj ¢ o
>0.25 ng/mL :AB
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ChristCrain et al. AJRCCM 2006;174:88 36
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U )Levofloxacin
bAcod) cegdbdleslsd®3UzayYd

U3 easegoasd

u) Ciprofloxacin




UUj U UaU GU ey UCAPYaf] Gae b U]

Aminopenicillin® macrolide

A mi n o p e n4lactamiade inmbitot magrolide

Non-antipseudomonal cephalospdqraefotaxime or
ceftriaxone) ° macrolide

L evofloxacin
Moxifloxacin #A

Penicillin G° macrolide

* new macrolides preferred to erythromycin
swithin the fluoroquinolones, moxifloxacin has the highest antipneumococcal activity
$ in patients at risk of GNEB, particularly strains with ESBL, but without risk (or after exclusioP@f@fginosaertapenem may be usec
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A FiO2/P0O2=250

A AB = 9 OnintHg

A ¢ R=100/min

A RR=30/min

A?2U=133
ABgjaU=25
A PLT=150000

A Glu=139/d|

A Ht = 46%

A Wbc=20200

ChestXray: UsddesgsUUU GUegd Y3
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The predictive potential of rules for the prediction of ICU admission depends on
local facilities. Therefore, it appears that severity criteria should be used to inthieate
need for intensive care treatment rather than care in a special unit.
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