COMMUNITY ACQUIRED PNEUMONIA

OUTPATIENT MANAGEMENT:

Clinical Findings:  Cough, fever, chills, sweats, anorexia, chest pain, and sputum production are common complaints.  Physical exam findings of tachypnea, tachycardia, egophony, localized crackles or wheezing are consistent with pneumonia. 

Diagnosis:  AN INFILTRATE ON CXR IS THE KEY TO THE DX OF PNEUMONIA.  If there is no infiltrate, think of acute bronchitis which is usually viral.  This will decrease the need for and resistance of antibiotics.  About 10% of patients will have a normal CXR, but clinically appear toxic with an abnormal lung exam.  These patients are usually immune-suppressed, dehydrated, or elderly.

Workup should include:  

a.   Vitals with pulse oximetry

b. CBC

c. Chem 7

d. LFT’s

e. Blood culture

f. Sputum gram stain and culture

Also consider an ABG and special testing. (Please call Internal Medicine for indications for special testing.)



Treatment must cover Streptococcus pneumoniae, Hemophilus influenzae, Mycoplasma pneumoniae and Chlamydia pneumoniae. See attached Algorithm for antibiotic recommendations.  PLEASE OBTAIN CULTURES FIRST.  FIRST DOSE OF ANTIBIOTICS SHOULD OCCUR WITHIN 8 HOURS OF VISIT.

Patient Education is critical to a successful outcome.  Emphasize the importance of antibiotic completion and return for medical care if symptoms fail to improve over 48 hrs or worsen over 24 hrs.

Follow-up within 48-72 hrs and, at 6 weeks, repeat CXR to document resolution of infiltrate.  

Referral to the hospital is indicated for unstable patients and abnormal labs (see algorithm for criteria).  It is also indicated for treatment failure, such as:

a. Inability to tolerate oral therapy

b. Failure of fevers to trend downwards after 3 days

c. Progressive dyspnea or chest pain after 24 hours

d. Failure of CXR to resolve after 6 weeks 

NEVER HESTITATE TO CALL INTERNAL MEDICINE WITH QUESTIONS.

