FAL  [ATPIKH ZXOAH A
MavemoTipio lwavvivwy

TINEYMONIA THZ KOINOTHTAZ

BuayyeAoc AuprepomouAog

Ewikoupoc KaOnyntic TTaBoAoyiac Iartpikingc ZxoAnc TTav/piov Twavvivwy
www.bpath.gr & www.atherosclerosis.gr



TINEYMONIA THZ KOINOTHTAZ

EugpavieTal ekTo¢ voookopeiou (o aoOevhc dev
OlaUEVEI OE 0iKO euynpidc Kai Oev EXEI
voonAeuBei TiIC TeAeuTaicc 1D nuépec oe
VOOOKOUEi0) K dlaylyvwokeTdl evroc 48 h amo

TNV €10aywyn

6" aiTia ©avdrou (1" peTall Twv AoipwdWyY
VOOWV)



The NEW ENGLAND JOURNAL of MEDICINE

Table 1. Infectious and Noninfectious Causes of a Syndrome Consistent with Community-Acquired Pneumonia (CAP) Leading to Hospital
Admission.*

Common Causes Less Common Causes Uncommon Causes
Infectious

Streptococcus pneumoniae,  Pseudomonas aeruginosa or other  Mycobacterium tuberculosis, nontuberculous mycobacteria, nocardia species,

Haemophilus influenzae, gram-negative rods, Pneumo- legionella species, Mycoplasma pneumoniae,i: Chlamydophila pneu-
Staphylococcus aureus, cystis jirovecii, Moraxella catar- moniae, T Chlamydophila psittaci, Coxiella burnetii, Histoplasma capsula-
influenza virus, other rhalis, mixed microaerophilic tum, coccidioides species, Blastomyces dermatitidis, cryptococcus and
respiratory virusesT and anaerobic oral flora aspergillus species

Noninfectious

Pulmonary edema, lung Pulmonary infarction Cryptogenic organizing pneumonia, eosinophilic pneumonia, acute intersti-
cancer, acute respiratory tial pneumonia, sarcoidosis, vasculitis (granulomatosis with polyangiitis),
distress syndrome pulmonary alveolar proteinosis, drug toxicity, radiation pneumonitis

* Causes of pneumonia vary according to the patient population, host immune status, and geographic region. No cause is determined in
about half of patients with CAP despite intense investigation. Normal flora, especially streptococci from the upper airways, may be responsible
for many of these cases.

T Routine use of the polymerase-chain-reaction (PCR) assay has substantially increased the detection of these agents, which include para-
influenza virus, respiratory syncytial virus, adenovirus, coronavirus, human metapneumovirus, and rhinovirus.

1 The frequency of this organism in causing CAP is uncertain because serologic techniques have been unreliable. Currently available PCR assays
may provide reliable information in the future.

N ENGL ] MED 371;177 NEJM.ORG OCTOBER 23, 2014



Tumiki wveugovia (I)

TTupeTtoc (aipvidiac Evaping) n umoBepuia, piyoc,
cpidpwon, TTapaywylkog pnxacg, ovomvoia &
TTAEUPITIKOC TTovoc (evioTe)

Puaikn e€ETaon: aupAuTnTa (emikpouaon), 1
pwvnTIKWY dovAoewv (YnAdenon) & TpiCovTec R
owAnvwoec puonua (akpodaon)

AEUKOKUTTdpwaon A Kdi TOCIKA KOKKiwon Twyv
AEUKWYV



-
Tumikn nvevpovia (IT)
A/a Owpaka: Aopwdnc mveupovia (ouvnOwce)

O aiTioAoyikoCc mapayovrac Oev aveupiokeTal
ouxva otnv Gram xpwon Twv wTUEAWV, OTIC
K/eC WTUEAWV N aipgartoc

TTveupgov/koc (40%), H. influenzae,
Moraxella catarrhalis, K. pneumoniae, pikroi
avaegpoPiol pakiAhol, S. aureus
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Lobar Pneumonia — S.pneumoniae
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Lobar versus Segmental - Right Side




Lobar Pneumonia
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ATumn mveupovia (I)

METpia TUPETIKA Kivhon, CUPTTTWHATA Aoipweng
AvWTEPOU AVATIVEUOTIKOU, UN TTApAYWYIKOC
PAxac, kepaAaAyia, puaAyieg, vauTia, EUeToOl,
didppoiec & omavia TTAEUPITIKOC TTOVOC

Puoikn eCETaon: Oev AVEUPIOKOVTAI Td TUTTIKA
ongeia Tng veUpovidcg
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ATuttn mveupovia (IT)

MeTpiov pPaBpol AsukokuTTdpwon

Gram xpwon Twv TTUEAWY & K/e¢ TTTUEAWV A
digaToC: dpVNTIKEC

A/a Bwpaka: dinBhpata R didpueoou TUTTOU
aAAoiwaoelg

MukorAaopa, AeyiovéAAa, 1oi (influenza A, B
kai RSV), xAaupudia, pIKETOIEC



Differential Diagnosis of Common Radiographic Patterns in
Patients with Pneumonia

S. pneumoniae Viral _
M. pneumoniae M. pneumoniae
L. pneumophila P. carinii

C. psittaci

C. pneumoniae
M. tuberculosis
Aspiration




TTveupoviokokkoC

XATT, akoAouBsei Aolpweeic Tou avwTEPOU
avdamVveUOTIKOU

To KATTVIOHd ATTOTEAEI TOV 1IOXUPOTEPO
avedpTnTo TapdyovTa KivoUvou yid pn
NAIKIWHEVA - AVOOOETTAPKA dTold

EmimAokéc: PakTnpidipgia, ynviyyiTida,
evOokapdiTida, epikapdiTida & sumunua




Haemophilus influenzae

>. AiapAaTtnc, XATT, veomAaagiec, HIV &
dAKOOAIGHOC

Klebsiella pneumoniae

AAkooAiopdc (kupiwe), Z. Aiapatng & XATT




MukoTTAaoua

Néoil evAAIKeC
< 5% TWV TVEUHOVIWY 08 NAIKIWHEVOUC

TTponyouvTal cupmTwpara Aoipwenc avwrePoU
avamveuoTikoU (papuyyaAia ouxvd To TTpwTo
oUUTITWHA)

EmimAokéc: e€avOnua, pupiyyiTic & digoAUTIKA avaipia



Noooc Twv Asyswvapiwv

H papuTnTa ToikiAAE

TTpwipa ocupmTwpara: kakouxia, avopelia, kepahaAyia
2. UUTITWHATA AVWTEPOU AVATIVEUOTIKOU: oTtavid
Navutia-épeTor (10-20%), udaphc didppoia (25-50%)
Aiatapaxéc Tou emimédou ouveidnong, uttovaTpidipia

A/a Bwpaka: di1dxuTa, didusoa R Aopwdn dinBARuara,
TTAcup.uypo (30%)

[MpodiaBsoikoi TTapAyoVvTEG: HeydAn hAikia, kATtvioud,
dAKOOA, UTTOKEIEVEC TIVEUHOVOTIADEIEC, KOPTIKOOTEPOEION




TINEYMONIEZ ("ENIKA)

To aiTtio ouxvd dev aveupiokeTal (40-60%)

AUo A mepioooTepa aitia (2-11%)

2.UXVd ouvUTTdpXOoUV gUuphHaTa Twy 2 TUTTWYV 10iwe ot
NAIKIWPEVOUC aaBeveic

ToTopikO, puaoiki e€ETaon, a/a Bwpaka, € ETaon
TTUEAWY eppavifouv TTwxn evaiodnoia & €1dIkOTNTA
yla Thv avelpeon Tou utteUBUVOU HiKkpoopyaviopou




Aiapopikn diayvwon

AoIHWEEIC aVWTEPOU AVATIVEUGTIKOU
Otcia & xpovia ppoyxiTida
TTveupovikh supoAn

AVYYEITIOEC

ATEAEKTAOIA

NeomAdopaTta mveUpova

ATIOPPAKTIKA PpoyXIoAiTIda HE opyavwpévn
TIVEUHOVid

2. UHpopNTIKA KapdIakn aveTtdpKeld



Outpatients (mild) Non-ICU inpatients ICU (severe)

S pheumoniae S pneumoniae S pnheumoniae
M pneumoniae M pneumoniae Legionella spp
H influenzae C pheumoniae H influenzae
C pheumoniae H influenzae Gram-negative bacilli
Respiratory viruses* Legionella spp S aureus
Aspiration respiratory
viruses*

|ICU=Intensive care unit. *Influenza A and B, adenovirus, RSV, parainfluenza.
Based on collective datg.?®!24-30.23.3538

Table 2: Most common causative factor in community-acquired
pneumonia by site of care




TABLE 2. POINT SCORING SYSTEM FOR STEP 2 OF THE PREDICTION
RULE FOR ASSIGNMENT TO Risk Crasses II, III, IV, axnD V.
PoinTs
CHARACTERISTIC ASSIGNED*
Demographic factor
ﬂgl.‘.
Men Age (yr)
Women Age (yr)—10
Nursing home resident +10
Coexisting illnessest
Neoplastic disease + 30
Liver disease +20
Congestive heart failure +10
Cerebrovascular disease +10
Renal disease +10
Physical-examination findings
Altered mental statusi +20
Respiratory rate =30,/min +20
Systolic blood pressure <90 mm Hg +20
Temperature <<35°C or =40°C +15
Pulse =125,/min +10
Laboratory and radiographic findings
Arterial pH <7.35 + 30
Blood urea nitrogen =30 mg,//dl +20
(11 mmol,liter)
Sodium <130 mmol/liter +20
Glucose =250 mg//dl (14 mmol/liter) +10
Hematocrit <<30% +10
I"artial pressure of arterial oxygen +10
<60 mm Hg§
Pleural eftusion +10




Number of points Risk class Mortality (%) at 30 Recommended site
days of care
Absence of I 0.1-0.4 Outpatient
predictors
<70 II 0.6-0.7  Outpatient
71-90 111 0.9-2.8 Outpatient or brief
inpatient
91-130 IV 8.2-9.3 inpatient

= 130 Vv 27-31.1

Inpatient




TTPOrNQETIKOI TTAPATONTEZ I'TA
EIZAMQIH ZTO NOZOKOMEIO (22)

m 1. HAIkia > 6D €1n

m 2. TTpoowarn diatapaxnh Tou emiTTEdOU
ouveidnonc (<8 kAipaka MAaokwpnc)

m 3. ApiBuoc¢ avamvowy 230/AemTo

= 4. 2 ATT <90 mmHg, AATT <60 mmHg
= 5. Oupia >40 mg/dL



20VOPOUO TNC YEVIKEVUEVHC QAEYUOVWOOVCS avTiopachnc (SIRS)

® >38,3 °C 1} <35,6 °C, avamy. >20/ min 1 PCO,<32mmHg, o@uteic>90 /min,
WBC>1200mm? 1} < 4000/mm? 1} dwpa ovdetepoia > 10%

Yno&oupia, cdENGTN TOL YOAUKTIKOD 0EEOC, OALYOUPIN 1] EKTTMGT) TOV
EMTEOOV GLVEIONOTG

A.II<90mmHg 1 ntoon 40mmHg and ™ Bacwkn pétpnon (tayEmg
AVOGTPEYIUN UE Yopnynomn vypawv IV 1] ayyel06LGTOGTIKOV OVGLOV)

[Itoon A.II >1h wov anottel vrowauivn >6ug/Kg BY/ min

Hrotikn — veppikn avernapkela, ARDS, DIC & KNX(cOyyvon-koua)
GGG



NMNEYMONIA THE KOINOTHTAE Extipnon faputnuag nveupoviag pe tnv s@appoyry CRB-65

Mpwteusl n afiohoynon s Paputnuag s £EWVOOOKOMEITKIS
mveupoviag pe Ty Khipaka CURB-65 1] CRB-65

Extipnon Paputntag nvevpoviag pe v egappoyry CURB-65": Kpitripia

Mpoooxrj: H khipaka CURB-65 peioveKTEl OV EKTIPNOT MAIKIWPEVWY
aoBeviv pe UTTOKEIPEVa voorjpata

7 H Baputnta tng mveupoviag n onoia ouvbéetal dpeoca kal Pe T Bvnrotnta, £xe ablohoyn-
Bei pe moAhd ouoTijpata fafpohdynonc AnMhoUoTEpN KOl MpaKTIkSTeEpn Bewpeital n Babpo-
hoynon ng Baputnrag pe v khipaka CURE-65 n onoia anotehei kal v akpootomiba twv
ayyhewy héfewv (Confusion, Blood Urea, Respiratory rate, Blood pressure) kai tnv njkia
= 65 gtwv. Avaroywg g Pabpohoyiog n omoia mpokUTEl and v KAlpaka, ouvioTdTal N Kat'
oikov voaoreia 1] n sicobog Tou agbevols oto voookopsio. H khipaka avaypdesetal umd
Hopen akyopiBpou kal kdlie mapapetpog Pabpoloyeital pe T povada.

B Npoogatn vonukr ouyxuan 1j ahhayr) Tou ouveiBnaIoKol EMMESoU.

18 19




Tautomwoinon aiTioAoyikoU mapdyovrd
(e€wTepikoi aoOeveic)

Aev ouviotartar pikpoPioAoyikog €Aeyxoc poutivac (ano
TIC TEPIOCOTEPEC 0ONYIEC)

Eav urdpxel muwdng aroxpepyn: Gram xpwon Twv
nTUEAwV & K/eC TTUEAWY

Aciypua pye >10 K.O.TT wAakwdn emiOnAiaka KUTTApA
Ocwpeital akaraAlAnAo, evw He AlyoTepa R Xwpic
wAakwon emiOnAiaka kKUTTapa kai woAupopworUpnva >25
K.O.TT civai 1dewdec



Tautomoinon aiTioAoyikoU mapdyovra
(voonAcudopevol aoBeveic)

Gram xpwon Twv TMTUEAWY, K/eC TTTUEAWY &
aipato¢ (11% +)

E€éTaon Tou TAcUpITIKOU UypoU
AVTIyova oTa oUpa yia tveupov/ko & AcyiovéAAa

O opoAoyikog €Aeyxoc O€v gival XpAoigog oThv
apXIKQ TIPOooEyyYioh

EAeyxoc yia TBC og aoBeveic uynAoU Kivduvou
yid Th vOoo







Table 2. Clinical Features Associated with Specific Causes of CAP.

Favoring typical bacterial or legionella pneumonia
Hyperacute presentation
Presentation with septic shock
Absence of upper respiratory symptoms

Initial upper respiratory illness followed by acute deterioration (suggesting
viral infection with bacterial superinfection)

White-cell count, >15,000 or <6000 cells per cubic millimeter with increased
band forms

Dense segmental or lobar consolidation
Procalcitonin level, =0.25 pg per liter
Favoring atypical bacterial (mycoplasma or chlamydophila) pneumonia
Absence of factors that favor typical bacterial pneumonia
Family cluster
Cough persisting >5 days without acute deterioration
Absence of sputum production
Normal or minimally elevated white-cell count

Procalcitonin level, <0.1 pg per liter

Favoring nonbacterial (viral) pneumonia
Absence of factors that favor bacterial pneumonia
Exposure to sick contacts
Upper respiratory symptoms at time of presentation
Patchy pulmonary infiltrates
Normal or minimally elevated white-cell count
Procalcitonin level, <0.1 g per liter

Favoring influenza pneumonia
Absence of factors that favor typical bacterial pneumonia
Influenza active in the community
Sudden onset of flulike syndrome

Positive diagnostic test for influenza virus

N ENGL J MED 371;17 NEJM.ORG OCTOBER 23, 2014




OEPATIEIA




Table 3. Empirical Treatment of CAP.

Outpatient™

For syndromes suggesting typical bacterial pneumonia: amoxicillin—clavulanate
with the addition of azithromycin if legionella species are a consideration;
levofloxacin or moxifloxacin may be used instead

For syndromes suggesting influenza pneumonia: oseltamivir with observation
for secondary bacterial infection

For syndromes suggesting viral pneumonia other than influenza: symptomatic
therapy

For syndromes suggesting mycoplasma or chlamydophila pneumonia:
azithromycin or doxycycline

Inpatienty

For initial empirical therapy: a beta-lactam (ceftriaxone, cefotaxime, or ceftaroline)
plus azithromycin; levofloxacin or moxifloxacin may be used instead

If influenza is likely: oseltamivirT

If influenza is complicated by secondary bacterial pneumonia: ceftriaxone or
cefotaxime plus either vancomycin or linezolid{ in addition to oseltamivir

If Staphylococcus aureus is likely: vancomycin or linezolid in addition to the
antibacterial regimen

If pseudomonas pneumonia is likely: antipseudomonal beta-lactam
(piperacillin—tazobactam, cefepime, meropenem, or imipenem—
cilastatin) 9 plus azithromycin

N ENGL J MED 371;17 NEJM.ORG OCTOBER 23, 2014



FTENIKH APXH [I]:
AMEZH KATI MPHIFOPH XOPHIHzZH
EMTIEIPIKHZ OEPATIEIAZ ME
ANTIBIOTIKA




FENIKH APXH [II]:
NA ATTOZEYTETAI H XOPHIHZH
ANTIBIOTIKON IAIAZ OMAAAZ
ME EKEINA TTOY XOPHFHOHKAN
ZTON AZOENH TO TEAEYTAIO
TPIMHNO




Outpatient

Mon-ICU inpatient

ICU (severe)

orth American Guidelines
synthesis from IDSA,
anadian guidelines. T

DC, 2000; American
heracie Society 2001)5%®

If no significant risks for DRSP#*:
Macrolide or doxycycline

If risks for DRSP*:
Antipneumococcal fluoroguinolones
ar

High-dose amoxicillin (2 g/day) or
amoxicillin/clavulanate plus macrolicde
(if amoxicillin is used and there is a
concern for H influenzae, use agent
active for B lactamase producing
strainsi

B lactam (ceftriaxone, cefotaxime,
ampicilling/sulbactam) plus macrolided
(can use doxyoycline if macrolide not
tolerated)

or

Antipneumococcal fluoroguinoloneg alone

P lactam (ceftriaxone, cefotaxime,
ampicillin/sulbactam, piperacilling
tazobactam) plus macrolidet or
fluoroquinoloneg {if B lactam allergy,
use fluoroquineloneg plus
clindamycin)

In the case of

structural lung disease:
antipseudomonal agent (piperacilling
tazobactam, carbapenam, or
cefepime) plus antipseudomonal
fluoroguinolone (high dose
ciprofloxacin or levofloxacin)

apanese Respiratory
Society (2000)2=

(Specified as mild or moderate
pheurmonia)l

When bacterial pneumonia suspected:
a penicillin type (with a B lactamase

inhibitor (orally), or penicillin type
{injection) Or cepham type drug
When atypical pneumonia suspected:
macrolide or tetracycline

(Specified as severe pneumaonia)

For younger patients without underlying
illness: injection use fluoroquinolone

For elderly or underlying illness:
Carbapenem plus [tetracycline or
macrolide]; or third generation ceph plus

clindamycin plus [tetracycline or macrolide]

Mot specified
Consider as for other inpatients, for
elderly, or underlying illness

British Thoracic Society

Armoxicillin S00-1000 mg thrice daily
(alternatively. envthromycin or
clarithromiycin)

Iif admitted for nonclinical reasons or
previously untreated in the community:
Amoxicillin {macrolide as alternative).

If admitted for pneumonia and oral
therapy appropriate: amoxicillin plus
[ervthromycin or clarithromycin];
(alternative--antipneum fluocroquinolone)
If parenteral appropriate: (ampicillin or
benzylpenicilling plus {envthromycin or
clarithromycin) (altemative-IV levofloxacing

(Defined as severe)

Co-amoxiclav or 2nd,/3rd generation
cephalosporin plus [iv erythro or
clarithro, +/- rifampicin]
(Fluoroguinolone with enhanced
pheumococcal activity plus
benzylpenicillin as alternative)

ICU= intensive care unit. DRSP=drug raesistant 5 pneumoniae. *3 lactam treatment within the past 2 months, admission within the past month, alcoholism, immune-

sLUuppressive illness (including treatmeant with coticosteroids), medical comorbidities, exposure to a child in a daycare centre. +Canadian Infectious Disease Society

=nd Canadian Thoracic Society. 3If chronic obstructive pulmonary disease, use a macrolide active against B lactamase producing H influenzae (ie, azithromycin,
larithromycin). §Gatifloxacin, levofloxacin, moxifloxacin.

able 3: Comparison of recommendations of guidelines for empirical antimicrobial therapy of community-acquired pneumonia in
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NMMNEYMONIA

O¢paneutikg Ixrfjpata Evnlikwy

2 AliBpopukivn 500 mg24wpo po 1 KhapiBpopukivny 500 mg/12wpo po rj KAapr

Bpopukivry 1000 mg/24wpo po (| Siokio mapatevepevng amobiopevang).

E Ta tpia autd Bepansutikd oxrjpata Sidovial e Ty OElpd ToOU avaypdpovTal je
v mpoindbeon du dev éxouv xopnynbei Ta avuPiotkd autd To Teheutaio
3pnvo. H mpooBnkn t pokpokidng apopd kahugn kai yia duna pikpopia (mx
Mukemhagpa, XAapudapiha mveupoviag, Legionella). Ze nepimuuwan nmou n apofr-
KIhAv Exe1 fjdn xopnynBei o teheutaio 3pnvo, 16TE pmopei va Sobei pa «ava-
TIVEUOTIKI] KIVOAGWTS (Mﬂumpﬁumq 750 mg/24wpo po 1} Moliphopaoivn
400 mg/24wpo po), pe v mpoimabeon ou dev &xel 15N mponyndei xopriynon
onoliacsinote KIVOAGVNG To Tehsutaio 3pnvo (axdpn ka yia ocupohoipwen) kai
evahhaktikd kegTtopévn 400mg x 2 po.

"H Biapkeia g Bepaneiag sivan yevikd 7-10 nuépeg, extog wg aliBpopukivig n
onoia xopnyeita x 5 nuépeg (500mg/24wpo po).

|
e



EONIKO OPTANIZMO @APMAKON

ExbibeTal and tov

l.  Ta ouxvotepa altia nveupoviag g KovotnTag eivai

«  Streptococcus pneumoniae

«  Mycoplasma pneumoniae

*  Haemophilus influenzae

«  Chlamydophila pneumoniae

«  Moraxella catarrhalis

« Legionella spp (amartel emSnUICAOYIKS 1I0TOPIKO)

«  Avaepopia (eiopo@narn, aAkooMopos, emAnia, puaoBeveia, ayyel-
aka eykegahika eneiocdia, diapovr) o 15plpata mx.olkous Euyn-
piac)

« Staphylococcus aureus (1oxupr) umoia peTa ame voonorn ano 16
wephouevtag fj embnpia ypinmng: ananei sicobo oto voookopeio)

« loi [vphouvevtla A kai B, avanveuotikdg ouykutiakog 10 (RSV)]

2. O1 veotepeg «avanveuotkeg kivohoveen (Mo&iphiotaoivi-Asfopio-
Eaoivrn) exouv evOEIEN XOPNYrOEws HOVOY OTOV UTIAPXE! I0TOPIKO
oofaprc avubpdoswg unepeuaioBnoiag ot B-Aaktdpeg (a@uAaKTI-
Kfj aviibpaon exbniolpevn pe oidbnpa Adpuyyos Ppoyxoomacpo
shock) 1] enl amopovwoewg ot KAAMEPYEIEG OTEAEXOUG TIVEUpIOVIO-
KOKKOU [IE aQvToXr) oTnv MEVIKIAAIVY 1] Qogoy [B-AQKTAPES Kal Hakpo-
AlBEC £x0uv XoprynBei yia onoladrjmote AcijwEn To TeAsutaio 3pnvo.

3. Aev ouviotatal ) Xopnynon KEQaiooTiopiviG a’ Kal yEvedg Omwc
Kai NG Kegi§ipng (y 'yeved) pe Paon ta mMooootd avioxng Tou TVEU-
HOVIOKOKKOU 0TI XWpa pac.

© 2014 EO@



KateuBuvtnpiec Odnyiec yia tn
Aiayvwon kai Tnv Epreipikn Oepaneia
Twv Aoipwewv

Kévrpo EAéyxou kai TTpoAnync Noonpatwv-
EnioTnuovikn Emitponn Noookopeciakwyv Aoipwé ewv

AOnva 2007




Outpatient

Previously healthy

No recent (3 mo) antibiotic Recent antibiotic
therapy therapy

Amoxycillin + respiratory fluoroquinolone or
macrolide macrolide + amoxicillin, or ketolide




Outpatient

Comorbidities (COPD, diabetes, renal or
congestive heart failure, or malignancy

No recent antibiotic
therapy therapy

respiratory fluoroquinolone respiratory
or macrolide + amoxicillin, fluoroquinolone or

or ketolide macrolide + amoxicillin



Kar' oikov voonAcia oe evNAIKEC XWPIC
OUVOOEC TaBnoeig

Xwpig TponynOeica xopnynon Me rponynBsioca xopiaynon
AVTIBIOTIKWYV TO AVTIBIOTIKWY TO
TEAEUTAIO 3unNVvo TEAEUTAIO 3unvo

Ao UKIAAIVN + pakpoAidio
n
Avanv. KivoAovn

n
KeToAidn

AHoCUKIAAIVN £ pakpoAidio




Kat' oikov voonAcia oe eVAAIKEC HE
OUVOOEC TaBnoeig

Xwpig TponynOeica xopnynon Me rponynBsioca xopiaynon
AVTIBIOTIKWYV TO AVTIBIOTIKWY TO
TEAEUTAIO 3unNVvo TEAEUTAIO 3unNVvo

Ao UKIAAIVN + pakpoAidio
n
Avanv. KivoAovn

n
KeToAidn

AHoCUKIAAIVN + pakpoAidio

n
Avanv. KivoAovn




Outpatient

Suspected aspiration with infection

Amoxicillin-clavulanate or clindamycin




Ocpancia e€wTrepikwyv aoOevwyv

MakpoAidio: KAapiBpopukivn 500 mg x 2 x 7-10
nuépeg R ACIBpopukivh 500 mg x 1 x 3 nuépecg)

AuloCikiAAivn: 1 g x 4 x 7-10 nuépeg

KeToAidn: TeAiBpopukivnh 800 mg x 1 x D nuépeg

AvamveuoTIKEC KIvoAdvec: AepogAotaaivn 500
mg x 1x 7-14 uo&up/\oga

aivn 400 mg x 1 x 10




TABLE 1. RECOMMENDATIONS FOR THE INITIAL EMPIRICAL TREATMENT OF PNEUMONIA.

HosPITAL SETTING

General inpatient ward

Intensive care unit
No risk ot Pseudo-
HIONAS AEVIUHINOST
infection

At risk tor P aerugi-
nosa intection

ANTIBIOTIC THERAPY*

Third-generation cephalosporin plus a macrolide or
doxycycline

Antipneumococcal fluoroquinolone

B-Lactam—£-lactamase inhibitor plus a macrolide or
doxycycline

Third-generation cephalosporin plus an antipneumo-
coccal fluoroquinolone or a macrolide
B-Lactam—g@-lactamase inhibitor plus antipneumo-
coccal fluoroquinolone or macrolide
Antpseudomonal 8-lactam plus aminoglycoside plus
antipneumococcal fluoroquinolone or macrolide
Antipseudomonal B-lactam plus ciprotloxacin

Common ORGANISMS

Typical pathogens: Sereprococcus pnens-
monine, Haemophilus influenzae

Atrypical pathogens: Mycoplasma
preumoniae, legionella species,
Chlamydia pneumonine

Same as above plus Staphylococcus
aurens, drug-resistant S. prewmno-
nige, other gram-negative rods

Same as above plus F. aeruginosa,
other resistant gram-negative rods

Halm, E. A. et al. N Engl J Med 2002;347:2039-2045




O¢pancia (evdovoookopeiakn)
Koivac ©aAapoc

KepTprafovn R keporaliun 1 apmikiAAivn/ocouAurakTapun
+ HakpoAidio 7
AVATVEUOTIKN KIVOAOvN

» Tlveupovia amoé sigpogpnon:
aumikIAAivn/couAuTakTapn n kepahoomopivn p° +
KAIvOapukivn A peTpovidaloAn

> BpoyxekTaoiec R KUOTIKA ivwan:
avTiyeudopovadiki TTeKIAAivh R KapPATTEVEUN R KEPETTIUN +
KivoAovn



Lionel A. Mandell,1 John G. Bartlett,2 Scott F. Dowell,3 Thomas M. File, Jr.,4
Daniel M. Musher,5 and Cynthia Whitney3,a
1McMaster University, Hamilton, Ontario, Canada; 2Johns Hopkins University School of
Medicine, Baltimore, Maryland; 3Centers for Disease Control and Prevention, Atlanta, Georgia;
4Summa Health System, Akron, Ohio; and 5VA Medical Center, Houston, Texas




Inpatient/Medical ward

No recent antibiotic
therapy

Recent antibiotic
therapy

Respiratory Macrolide + p-lactam or
fluoroquinolone or respiratory fluoroquinolone
macrolide + p - (regimen selected will depend on
lactam nature of recent antibiotic

therapy)



Ocparncia otn MEO

KepTtpralovn n kepoTalipyn n apmikiAAivn /
ooUAUTTaKkTAdun A mitepakiAAivn / TalopmakTdpn
+ HAKPOAiIOIO ~ AVTITIVEUHOVIOKOKKIKA KIVOAGvh

AAAepyia oTiC P-AakTApEC:
AVTITIVEULOVIOKOKKIKA KIVOAOVN * KAIVOAUUKivN




Organism Preferred Alternative
antimicrobials antimicrobials
S pneumoniae Pencillin G; amoxicillin Macrolide ;* telithromycin

(MIC <2 pg/mL)

S pneumoniae
(MIC =2 pg/mL)

H influenzae

M pheumoniae/
C pneumoniae

cephalosporins (oral-
cefpodoxime; cefdinir;
cefprozil; cefuroxime,
cefditoren; parenteral-
cefuroxime, ceftriaxone,
cefotaxime); clindamycin;
doxycyline; fluoroquinolonet

Agents based on Vancomycin; linezolid;
susceptibility tests, (high dose amoxicillin,
including cefotaxime, 3 g/day,should be
ceftriaxone, effective for strains with
fluoroquinolonet MIC 2—4 pg/mL)
telithromycin (orally, for mild

infections)

Non-j3 lactamase Fluoroquinolone;
producing: amoxicillin doxycycline; azithromycin,;

B lactamase producing: clarithromycinz
second or third generation

cephalosporin; amoxicillin/

clavulanate

Macrolide; a tetracycline Fluoroquinolonet



Legionella spp Fluoroquinoclone;§ Doxycycline
azithromycin, clarithromycin

C psittaci A tetracycline Macrolide

Cox burnetii A tetracycline Macrolide

Enterobacteriaceae Third generation B lactam B lactamase
cephalosporin; inhibitory; fluoroquinolone
carbapenem

P aeruginosa Aminoglycoside plus Aminoglycoside plus
antipseudomonal ciprofloxacin; ciprofloxacin
B lactam|| or high dose

levofloxacin** plus
antipseudomonal B lactam

Methicillin Anti-staph penicillin{{ Cefazolin; clindamycin
susceptible S aureus

Methicillin resistant Vancomycin Teicoplanin; linezolid
S aureus

Anaerobe P lactam 3 lactamase Carbapenemii
(aspiration) inhibitory]; clindamycin

Influenza Amantadine or

rimantadine (influenza A);
oseltamivir or zanamivir
(influenza A or B)




Aiapkeia Oepaneiac

Aev utdpxouv oageic odnyieg

["1d ToVv TIVEUHOVIOKOKKO: O1aKoTl Ocpameiag petd
TouAdxioTov 72 wpecg amd Thv anupelia, evw

7-10 nuépec 0i1dpkela Oepameiac pe vEeC KIVOAOVEC N
veoTEPA HakpoAidia auvdudoOnke pe aploth EkPpachn oTIC
TTEPIOCOTEPEC KAIVIKEC HEAETEC

> 14 nuépec: pukoTAaopa, xAapudia, AeyiovéAAa, S aureus,
P aeruginosa, Klebsiella & avagpopia



TABLE 2. CRITERIA FOR DETERMINING
THE APPROPRIATENESS OF DISCIHHARGE.

Patient’s vital signs are stable for 24-hour period (1.e.,
temperature =37 8°C [ 100°F], respiratory rate =24
breaths per minute |, heart rate =100 beats per minute, svs-
tolic blood pressure =90 mm Hg, and oxvgen saturation
=00% while patient is breathing room air or at base line
for patients with chronic obstructive lung disease or those
receiving oxvgen therapv at home).

Patient is able to take oral antibiotics.
Patient 1s able to maintain adequate hvdration and nutrition.

Patient’s mental status is normal (or at his or her base-line
level.

Patient has no other active clinical or psvchosocial problems
requiring hospitalization.




-
KAivikn mopeia

Méon di1dpKela urtoXwpnong TWV OUHTTWHATWY

TTupeTog: 3 nuépeg, puaAyiec: B nuépeg, duomvola: 6
huepeg, PAxag & komwon: 14 nuépeg

867 Twv acdBevwyv petd 30 nuépecg ixe £va TouAdxioTov
oUUTTTWHA oXETICOHEVO UE TNV TIVEUHOVId

ZQ-40°/o TWV doBevwy £xel TaBoAoyikd akpodoTikd Thv 7"
Hépa

Ta akTivoAoyikd eupApaTa amoka@ioTavral TeAeuTtaia
(emavaAnmTikn A/a Bwpaka ~6" epdopdda): TIPOZOXH
2TOYZ KATINIZTEZ



.
ITapayovrec amoruxiac eumeipIKNC aywync

AavOaopévn HikpoproAoyikn didyvwon
AavBaopuévn avTigikpopiakn aywyn R docoAoyia

PappakeuTIKEC avTIOpdoeic - yeudoueuPpavwonc
KOAiTIOd

BakTnpaipia, eymunua, evookapdiTida, unviyyitida,
TTeEPIKAPOITIOA

EmAoipwén (xAapudia mveuy., ypitTn)
OpoupopAepitida
Evdoppoyxikh amoppaln, areAekTaaoia




Table 4. Reasons for a Lack of Response to Treatment
of CAP.

Correct organism but inappropriate antibiotic choice or dose

Resistance of organism to selected antibiotic

Wrong dose (e.g., in a patient who is morbidly obese or
has fluid overload)

Antibiotics not administered

Correct organism and correct antibiotic but infection is
loculated (e.g., most commonly empyema)

Obstruction (e.g., lung cancer, foreign body)
Incorrect identification of causative organism

No identification of causative organism and empirical
therapy directed toward wrong organism

Noninfectious cause
Drug-induced fever

Presence of an unrecognized, concurrent infection

N ENGL J MED 371;17 NEJM.ORG

OCTOBER 23, 2014



ENAONOZOKOMEIAKH TINEYMONTIA

m 2" aiTia eVOOVOOOKOUEIAKWY AOIHWE EWV

m 1" aiTia Bavdrtou eCaiTiac evOovoOOKOUEIAKAC
Aoipwigng

m OvntotnTta 20-50%




TTaBoyuaioAoyia

m Eiopopnon HoAuoHEVWY OTOHATOPAPUYYIKWY
N YAOTPIKWY EKKPIOEWV

m Eiomon otayovidiwv K aiparoyevic diaocmopd
(omavioTepa)




Invasive
devices

Host Prior
factors antibiotic therapy

Medications altering

gasiric emptying and pH

'

Colonization of
aerodigestive tract

/

Aspiration

Transthoracic infection

Primary bacteremia

Possible gastrointestinal
translocation *

Bronchiolitis

. Focal or multifocal
Secondary bacteremia bronchopneumonia
Systemic inflammatory *

response syndrome
NMonpulmonary organ

dysfunction Confluent

bronchopneumonia

'

Lung abscess

Contaminated water,
medication solutions,
respiratory-therapy equipment

Inhalation

Host systemic and
lower respiratory tract
defense mechanisms



OEPATIEIA (I)

+» 'Hma/péTprac paplTnrac mvevpovia o aoOevh
XWpic "aouvhPei¢ tapdyovTec Kivouvou' N papid
Aoipwén mou ekdnAwveTal evroc b nuepwyv amo Tnv
£10aYWYAH

+ KepaAloatopivn P-yev. A un avtiweudopovadiki
KEPAAOOTIOPiVN Y-YEV. N auTikiAAivn / couApTTakTApn




OEPATIEIA (IT)

m Papid Aoipwén/ ekdnAwaon > B nu. améd Tnv
eioaywyh/voonAeia otn ME® n oxeTi{opevn pe
avamveuoThpd

m AugivoyAukoaion i KivoAovh +

avTiyeudop/ ki TevikIAAivn/kKepahoamopivn R
KapPameveéun

m S. aureus/anaerobic/Legionella ?




m S. aureus: kwua, KEK, ZA, veppikA
aveTdpkeld A voonAcgia oth MEO

m AvaspopPia: giopopnon, TpoopaTn
BwpakokoiAlakn eTépPpaon R améppain
acpaywywyv (KAivéapukivn h apmikiAAivn /
OOUAUTIAKTApN)

m Legionella: xopAynon KopTiKooTEPOEIOWY OE
UPnAEC 000¢IC




