
[image: ]
[image: ]
[image: ]
[image: ]
[image: ]
image1.png
Should patients with CAP be admitted to hospital?

Once a diagnosis of CAP ha
administered [22]. The pertinent question for the primary care physician remains whether or not
the patients should continue to be managed in the community or admitted to hospital. In the UK,
approximately 20% of patients with CAP are admitted to hospital [22], and this decision needs to
take into account the patient’s severity of illness, comorbidities and risk factors for a poorer
outcome, in addition to social factors. Fortunately, severity of illness is characterised by
perturbations in a number of simple physiological measures, which can be easily assessed
by dlinical examination [67]. Guidelines recommend that clinical judgement of the general

been made, guidelines recommend that antibiotics should be

practitioner may be supplemented by severity assessment tools [22]. In primary care, the simplest
and most practically applied severity assessment tool is CRBG63 (tables 1 and 2), which is used
0 predict 30-day mortality in CAP patients [68, 69]. This tool uses a single point for the presence
of confusion, age greater than 65 years, and abnormalities in respiratory rate and blood pressure
to stratify patients into risk groups. Alternative severity assessment tools, such as CURB
(confusion, urea >7 mmol-L ", respiratory rate > 30 breaths:min"’, blood pressure <90 mmHg
(systolic) or <60 mmHg (diastolic)), CURB65 (CURB plus age =65 years) and the Pneumonia
Severity Index (PSI), all perform well but have the disadvantage of incorporating laboratory
measurements that are frequently unavailable at the first consultation in primary practice (69].
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limitation of this tool. Furthermore, as CRB63 uses parameters with a threshold, it is likely to be
insensitive in many patients and, here, the clinician’s experience becomes of paramount
importance. Two studies have explored the use and validity of CRE63 in primary care. In a Dutch
study, BONT et al. [70] prospectively included 315 patients greater than 65 years of age (mean
77.3 years) with a diagnosis of pneumonia on the basis of new localising chest signs, new infiltrates
on a chest radiograph or a strong clinical suspicion in a severely ill patient. The CRBGS score
performed similarly to the original description in hospitalised patients in predicting 30-day
mortality [68]. Patients with a score of 1 (all >65) had a mortality of 0.9%, increasing to 119 for
4 score of 2 or higher. Fraxcs et al. [71] prospectively studied patients with an acute or
deteriorating cough suggestive of a LRTI in 14 primary care networks in 13 European countr
Confusion and age data were recorded for almost all of the 3368 patients but respiratory rate
(22.79%) and blood pressure (31.9%) were recorded infrequently, and the CRB6S score could only
be determined in 12.6% of this cohort. Only 12 patients with a clinical diagnosis of CAP had a
complete CRBGS score.

In practice, many CAP patients suitable for ambulatory care in the community because of a low
severity assessment score are in fact admitted to hospital [72, 73]. A British Thoracic Society audit
undertaken in 2009/2010 included 2749 CAP patients in 64 hospitals and found that 40% of
inpatients had a CURB65 score of 0 or 1 [72]. LasariRE et al. [73] used the PSI to identify low-risk
patients in 32 emergency departments and found that 44.7% were admitted. In approximately
80% of the PSI-classified low-risk patients, additional factors were identified such as medical or
psychosocial contraindications to outpatient therapy, comorbid conditions not encompassed by
PST such as cognitive impairment, ischaemic heart disease, diabetes, chronic lung disease, or home
oxygen therapy (73],
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Pulse oximetry is a simple, noninvasive method for assessing oxygenation and has been used for
many years within hospitals, but has been used infrequently in general practice [74]. An arterial
oxygen saturation ($10,) <90% is associated with adverse outcomes in hospitalised patients
(relative risk of death associated with desaturation was 3.3, 95% CI 1.41-8.2) and the need for
oxygen therapy [75]. Delays in measuring oxygen saturation in hospitalised patients are associated
with delayed antibiotic therapy and increased risk of death (76]. Pulse oximetry is recommended
as part of the severity assessment in British Thoracic Society guidelines on CAP [22), in addition
to asthma and COPD, but is used by only around one-fifth of general practitioners in the UK (75].
Brwick et al. [77] prospectively studied a cohort of 832 patients admitted o a single UK hos
with CAP (467 had $i0, measured on air) and concluded that oxygen saturations <90% on air

‘Table 2. The triage decision shoud be made according to the CREGS score

Severity Score Decision
Low o Approprate for home treatment and oral antibiotics
Moderate 1-2 Consider hospital referral

High 34 Urgent hospital referral with @ view to admission and empiical antibiotics

Patient's psychosocial circumstances and comorbidities shoud also be taken into consideration. CRBGS:
confusion, respiratory rate >30 breathsmin ', blood pressure <90 mmHg (systolic) o <60 mmHg (diastoic),
age >65 years.
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had a good specificity (76%) but poor sensitivity (46%) for 30-day mortality. The area under the
curve of the ROC curve for predicting 30-day mortality was not improved by adding
oxygen saturations. However, mortality or admission 1o critical care was 48.8% in patients with

ores af 0 or 1 and . <90, Thi llustesies one imfation of the CRBGS tool and
emphasises the importance of clinicians’ clinical judgement in assessing patients [22]. As this
cohort investigated patients admitted to hospital with CAP and represents only one-fifth of
patients managed by primary care physicians, results must be interpreted with caution [77].
Nevertheless, an observation of $10, <90% may be a useful adjunct in identifying illness severity
in patients with low CRBG5 scores. A primary care evaluation of the diagnostic utility of S0, for
CAP is needed.
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