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MEPIZTATIKO

Evoc 66 etwv avdpac mpoonABe ota emelyovta
oUVOOEVOLLEVOC ATIO TN YUVOLKO TOU, QULTIWLEVOC
dvuornvola, PnAo MupeTO, Kal fRxa.




2YMNOTQMATA

» Ta ocupntwpato Eekivnoayv 7 LEPEC TIPLV E SEKATIKA
TMIUPETLKN Kivnon, BRxa, puadyia, mtovokedalo &

ENPO AaLuo.

» EA0 € QVTUTUPETIKA, OVTLOTOULVLIKA & OLPOTIL VLA TO

Bxa adol TNAePwVnNOE OTOV OLKOYEVELAKO YLATPO.




2YMNOTQMATA

»  Metd ano apyikn BeAtiwon,apxLoe vea erdeivwon
CUUTMTTWUATWY TIPO 2NUEPOU LE TIAPAYWYLKO BAXQA, TTUPETO

LLE plyn, Kakouyia kal Evapén duomnvolac.

» Tn mponyouuevn vuyxta napouciaoes enbeivwon dvomvolag

Kot PNAO TUPETO, YU aUuTO Kol eEMLOKEDONKE TaL eMelyovra.




IATPIKO IZTOPIKO

» [Mpwnv kamviotnc amo 2 €tn (30 pack years).
» COPD otadtou Il (FEV1=55%)
‘EAaBe 10 nuepecg Beparmeia pe allBpopukivn 1,5 piva npo

ELOAYWYNC LETA amo voonAeia 7 nuepwv yla taposuvon tTng
VOoOoU

> XA tumou ll.

DapHAKEUTIKN OYWYNR:
= LABA/LAMA, ua etomtvon/nueEpa
= Gliclcazide (80mg tab. 1x1).




KAINIKH EZETA2H

Meplkn ouyxuon
Oeppokpaoia: 39.0°C.
AM: 120/ 70mmHg
HR: 110 bpm.

RR: 30 / minute.

YV V V V V

HKI: pAsBokopPikn taxvkapdia
Feviki emLokOmnon: oy n naoxoviog, OpePn: KaAn

Mentiko cvotTnpa : KoWAla paAakn, EVTILECTN,EVTEPLKOL Yol (+)




AIATNQ2H




AKTINOIPA®IA OQPAKOZ




EPIFAZTHPIAKEG EZETAZEICG:

Na+ 137 mEqg/L,
Hgb 13.4 gm/dl, Hct 40%. a/

K+ 3.7 mEq/L.
WBC 15,800/ul pe 88% moAu-
BUN 32 mg/dl,

PLT : 526.000 / L
Cr:1.8 mg/dl
Glu 260 mg/dlI
CRP: 22mg/dI

LDH 268 Ul/L

\/a 21% 02: Sat.% 89%,

9 ) =

PH :7.56, PO, _SesmmHig, PCO, _ 55 mmHg, HCO5= 26 :




OA NOZHAEYTEI?




1. ZE NMNOIA KATHIOPIA KATA CURB-65 ANHKEI
KAI MOIA H ANTIMETQRNIZH?

a. Il class, eloaywyn otnv KAWLIKN

B. 1l class, emlotpodn oto omitL

V. IV class, eloaywyn oe MAQ

6.V class, eloaywyn oe MEO




APPLYING THE CURB-65 RULE

Group 1

CURB-65 Score Mortality Low Treatment Options

(1.5%)
(n=324, died=5)

Likely suitable for home
treatment

Any of:

Confusion*

Urea >7 mmol/l

Respiratory Rate
=230/min

Blood pressure (SBP
<90 mmHg or DBP
<60 mm Hg)

Age 265 years

Consider hospital
supervised treatment

Group 2

Mortality
Intermediate (9.2%)

(n=184, died=17)

Options may include:
Short stay inpatient;
Hospital-supervised

outpatient

Group 3 Manage in hospital as

Mortality High
(22%) Assess for ICU

5 . admission especially if
(n=210, died=47) CURB-65 score = 4 or 5

(=)



CAP - ANTIMETQRNIZH ME BAZH PSI SCORE

PORT Class SO St
% ZTPATNYIKNA

Class | | No RF | 0.1-04 Out patient

Class Il <70 0.6-0.7 Out patient

Class 1l 71-90 09-238 Brief hospitalization
Class IV 91-130 85-93 Inpatient

Class V >130 27-31.1 IP - ICU




Clinical Parameter m

Agein years

ForMen (Agein yrs)
ForWomen (Age -10)

NH Resident

Co-morbid llinesses

Neoplasia
Liver Disease
CHF

CVD

Renal Disease (CKD)

Example
20
(20-10)
10 points

30 points
20 points
10 points
10 points
10 points

Pneumonia Severity
Index (PSI) score

Clinical Parameter m

Clinical Findings
Altered Sensorium
Respiratory Rate > 30
SBP < 90 mm
Temp<35°Cor>40°C
Pulse =125 per min
Investigation Findings
ArterialpH< 7.33
BUN=> 30

Serum Na <130
Hematocrit < 30%
Blood Glucose > 230

PaQ, <60mmHg /SO, <90%

X Ray e/o Pleural Effusion

20 points
20 points
20 points

7

&

13 poin
10 points

30 points
20 points
20 points
10 points
10 points
10 points
10 points




YNOAOIIZMO2 PSI score

 cirictparameter—————Jscormg
Clinical Parameter
Clinical Findings ] |

e (Mot Ssomcrhn | 20 |

- | Resplratory Rate > 30 | 20 |

ik || 66 || SBP < 90 mm | o |

Co-morbid liinesses || Temp < 35°C or > 40°C Il (] Il

Neoplasia || 0 || Pulse > 125 per min | o |

erDiosss [0 [ - eesiaton e | |

| Arterial pH < 7.35 o |

CHF || 0 || BUN > 30 | 20 |

cvD 0 Serum Na < 130 |o |
Renal Disease || 0 Hematocrit < 30%

Blood Glucose > 250

Pa 0,
X Ray /0 Pleural Effusion




Hospital admission decision

ERZ

+--- remains a clinical decision ... but should be
g validated against at least one objective tool of risk
assessment.”

= PS| = pneumonia severity index’

d

a = CURB 65 — scaore?

| = severity-criteria for ICU-admission?

i = Assess the ability to safely and reliably take oral

L medication & the availability of outpatient support
e resources

5

ESCMID




CAP: severity assessment to guide ICU-admission

= acute respiratory failure (mechanical ventilation)
= severe sepsis or septic shock (need of vasopressors)

|:> = respiration rate = 30/min
=

PaO2:FiO2 < 250 +/- Sa02 <90% with 6 L O2
multilobar involvement
= Confusion / disorientation

= Uremia BUN = 20 mg/dl
- = Leukopenia WBC < 4 x 109/L
5 = Thrombocytopenia Tc < 100.000 /f mm?
S = Hypothermia core temp < 36°

= Hypotension requiring aggressive fluid resuscitation




EIZHXOH 2TH MEO




MOIOZ EINAI O EPTAZTHPIAKOZ ENEMX0z?




2.MNOIEg Ol ENAEIKNYOMENEG AIATNQZTIKEG
EZETAZEIg KAl ENEPTEIEG?

a) KaAALEpyeleg MTUEAWV Kall ALLLATOC KOl Evapen avTLBLOTLKAC ayWwYNS

b) Bpoyxookomnon kat BAL yLo TOGOTIKEC KOA/YELEC KOL AVALLOVH

QTIOTEAECUATWY

c) KoA/yelec MTUEAWY, OLLUOKOAALEPYELEC, AVTLYOVA OUpPWV YL

Str.oneumoniae & Legionella koL €vapén eUTELPLKNAC aVTB aywyng

d) Afovikn topoypadio Bwpakog




Tahle 5. Clinical indications for more

extensive diagnostic testing.

Blood Sputum  Legionella Pneumococcal
Indication culture culture UAT UAT Other
Intensive care unit admission X X X X X
Fallure of outpatient antibiotic therapy X X X
Cavitary infiltrates X X xP
Leukopenia X X
Active alcohol abuse X X X X
Chronic severe liver disease X X
Severe obstructive/structural lung disease X
Asplenia (anatomic or functional) X X
Recent travel (within past 2 weeks) X xE
Positive Legionella UAT result X MNA
Positive pneumococcal UAT result X X MNA
Pleural effusion X X X X X

NOTE. MNA, not applicable; UAT, urinary antigen test.

o oo

Fungal and tuberculosis cultures.

© See table 2 for details.

4 Special media for Legionella.

® Thoracentesis and pleural fluid cultures.

Endotracheal aspirate if intubated, possibly bronchoscopy or nonbronchoscopic bronchoalvecolar lavage.

IDSA /ATS Consensus Guidelines on the Management of CAP in Adults. CID 2007;

A4 S2(—(2




Mivakacg 3. MikpoBioAoyikr] dlepevnon acBevolg e coPapr mveupuovia
Ao TNV KOWOTNTA TTOU EICAYETAlI OTO VOOOKOEIO.

Mivakag 3. Mikpofiohoyikr diepelivnon acBevoulg e cofapn
arnod TNV KOWOTNTA TTOU EICAYETAl OTO VOOOKOHEID. N 8' £G popla KE'C TEXVI.KE'C
2 £ Ghoug Toug acBevelc mpenel va hapfavovtal: .
1. Ao Cevyn KahhepyEly aipatog ptv and Tn ¥opnynen avilfioT (PCR' MIALDI 10 F) .
2. Mt0eha amd To KATWTEPO aVarVEUOTIKO Yid AUECES xpwaelg Gram *Av vatotnta yua ypnyopn
Ziehl-Neel Koch ’ ’ ’
ekl et s Stayvwon,peyolUtepn evatcbnoia

3. KahhEpyeleg MTTUEAWY TTRIV ATTO TN XOPrynNon avIBoTiKwy (ouvadiohoyo!
euprpaTa amd Tn ¥pwon Gram)*

4. Bioynukog kat pikpoRlokoyikog Eheyyog TTAEUPITIKOU uypoU (Edv uMapyEy)

5. Avtydveo oupwvy yia Legionella sp. (opoopdda 1, e suaiaBnoia >95%) kal
Streptococcus pneumoniae (e evaicBnaoia 50%)

6. Toug yelpepvous Prveg, oe meplodoug e6apang r eménuiag ypimmng, Tayeia
aviyveuon avTiydvou Tou 1oU NG YRITnG and pvopapuyyiko SKKpIa Kal evioTs
Beiypata mrushwv yia apeco avocogpBoplopo r PCR yia 100¢ e ypinmng kal
QVaNMVEUCTIKO CUYKUTIAKO 10 (RSV)

7. Opohoyikds eheyyog yia druma naboyova (M. pneumoniae, C. pneumoniae, Legionella sp.) .
Hev ouVICTATal GE Ao poUTivag YIaT! TTROCMEPEL TIEPICTOTEPO GTNY EMANUCACYIKY B 1068 LKTEG
Slepelvnan Kal AlyOTEPO GTNV KATEUBUVOUEVT QVTIHETWTILON, EQOToV N BETIKY g
anavtnon anarei voanaon >7 NuépEg n PO KOAGC Lttovivin ( PCT) E

8. Eav eival dilaBeoipeg epappolovial emmpocBeta edikeg kahhiepyeleg mTushwv 1 PCR CRP
yia M. pneumoniae, C. pneumoniae kal Legionella sp.

9. X e a1dikeq nepumtwoelg eheyyog yia HIV Aolpwén.

*lNoocoyn: To delyua Bewpeita aGidmoTo 6Tav 0 apiBLGE Twv MUoo@aipiwy ivai >25 kai o apiBuog
Twv emBnAaxov kuttdowy < 10 kdtrapa ava ommiko medio (Gev igylel aToug oUSETEDOTTEVIKOUG
acBeveic). AN we mpéne va amoppirtetal Kai va AapBaveral véo kardAAnAo deiyua mruéhww.




Estimating the Burden of Pneumococcal Pneumonia
among Adults: A Systematic Review and Meta-Analysis
of Diagnostic Techniques

Maria A. Said"’*, Hope L. Johnson>, Bareng A. S. Nonyane~, Maria Deloria-Knoll®?, Katherine L. O'Brien~,
for the AGEDD Adult Pneumococcal Burden Study Team™
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Figure 5. The proportion of community-acquired pneumonia attributable to pneumococcus, according to diagnostic test results,
individual studies”.



EMEMBATIKEZ MEOOAOI
Bpoyxookonnon: BAL, PSB
» AVOOOKOTOOTOALEVOL

» Bpadéwc Auopevn mveupovia

» Yrnoyia veomAaotiag

» ZE€Vo owpo

» Qupuatiwon

E R e



3.TI ANTIBIOTIKH OEPANEIA OA
XOPHIHZETE?

a) MutepakiAAivn/TaloBaktaun + oupodAlofacivn

B) Kedtplaéovn + altBpopukivn

v) Etpamevéun + oosAtoutBipn
6) NeBodAotaacivn
g) B +6




lll. Ospaneia tnc cofapnc NK (MEO n MAD)

NO RISK FACTORS FOR P. aeruginosa

Non-antipseudomonal cephalosporin Il + macrolide *
or
moxifloxacin or levofloxacin = non-antipseudomonal cephalosporin ll

RISK FACTORS FOR P. aeruginosa

Antipseudomonal cephalosporin_** or acylureidopenicillin_/ R-lactamase

inhibitor or carbapenem (meropenem preferred, up to 6 g possible, 3x2
in 3hours infusion)

PLUS

Ciprofloxacin® OR

PLUS




Mivakacg 7. Eunelpikn Ogparneia tng coBapng mvevpoviag anod tnv Kovotnta
(voonAesia oe MEOQ).

« Xwpic mapayovteg Kivduvou yia nvevpovia amé Pseudomonas aeruginosa’

- Mn avtipeuvdopovadikr) KEQAAOOTIOPIVN Y-YEVEAC? ] QUIVOTIEVIKIAAIVN PE

avaoToA&a B-AQKTAPAOWY + JAKPOAISN, N

- Mn avtipeudopovadikr) Kepahoomopivn Y-YEVEAC? + AVATTVEUCTIKN KIVOAOVN
« Me mapayovteg Kivduvou yia Pseudomonas aeruginosa'’

- Avtipeudopovadikry Keparoomopivn

n

- Movopmnaktapn

N

- Avtipeudopovadikry TTEVIKIAVN PE avaoToAEa B-AaKTAPACWY

N

- KapBaneveun?

+

- 2mpo@ho&aaivn

'O¢  mapayovteg  kwouvou  Bewpovvtar: - a) - ovvundpxovoa  XAl/Bpoyxektaoieg,
B) Tponyouuevn voonAeia tou aobevoug, y) mponyouuevn Anyn avtBlotikwv Kai
&) urtoyia eiopdpnonc (n Urmapén TpIwv amo Ta mponyouueva auéavel To Kivouvo).
?Keptadiun, keptoiacovn.
> H eptamnevéun dev ouviotarat yiati Ogv éxel avtipsvudouovadikn dpaon. Mrmopel, ouwc, va
eMAeyel (avti Kepalooropivne y-yeveac) oe aoBeveic xwpic mapayoviec Kivoovou yia P




Mivakacg 8. >uvicTwpeva avTiBloTikd kal N Socohoyia Toug 1T QUOIOACYIKHG
VEQRIKNCASITOUOYIAC YIA EUTTEIRIKN Cepansia TN TMVEU poviag armd Tnv Koo TnTa
ETTi sE10aywyr|c oTto voookousio (n emioyr) PBacilsetal oto mbavohoyolpevo
MafoyOvVo KAl OTO AIMOTEAST A TWWV KAAMEDYELWW).

Neotepeg pakporideg
AliBpopukivn 500mg x 1 IVywa 5 nuepsg,
KhapiBpopukivn 500 mg x 2 IV yia 7-10 nuépeg

ApwvonsvikiAAivi pe avactoAéa B-AaKTapacwy

ApmmikidAivin/ couApmakTapn 3 gx4IVya 7-10 nuépeg

Kegaloomnopiveg y’ yeveag (pn avtipeuvdopovadikecg)

KegpTplagovn 2gx1IVya 7-10 nuépeg
Kegotagipn 2gx4IVya 7-10 nuépeg

Avtipeuvdopovadikég Kegaloomopiveg

Keptalidiun 2gx3IV
Kepemipn 2gx31IV
MovopnakTapeg

Altpeovapn 2gx3IV

Avtipeuvdopovadikeg mevikiAAiveg pe avacTohéa B-AakTapacwy

Mimepakihhlivn/TalopmakTan 45gx4 |V

Kivoloveg pe paon 1o avanveuoTIKO cUGTHHA

AePoghotacivn 750 mg x 1 IV ywa 7 npepeg
Moglphofaoivn 400 mg x 1 IV ywa 7-10 npépsg

Avtipsudopovabikeg KIVOAOVEG

Ximpoghotaaivn 400 mg x 31V 600 mgx 2 IV

KAhwvbapukivn 600 mg x 3 IV*

*Amarteital 1 wpag IV &yyuon




MAPATONTEG KINAYNOY A PS
AERUGINOSA

» YoPapéc unotpomnialovoec Aotpwéelc AECB pe Angn avtp. kot

OTEPOELOWV
Bpoyxektaoieg
MponyoUuevn ANYPn avtp.

MponyoUpuevn voonAeia, WdLaitepa otn MEO

v V VYV V

2uppatr) xpwon tugAwy yia Gram (- )




4.0A XOPHI'HZETE KOPTIKOEIAH XTON AZOENH?

a)NAI

B)OXI




Adjunct prednisone therapy for patients with community- 3@ ®
acquired pneumonia: a multicentre, double-blind, |
randomised, placebo-controlled trial

Joudine Angela Blum*, Nicole Nigro®, Matthias Brid, Philipp Schuetz, Elke Ullmer, |sabelle Suter-Widmer, Bettina Winzeler, Roland Bingisser,
Hanno Elsaesser, Danid Drozdov, Birsen Arici, Sandrine Andrea Urwyer, Julie Refardt, Philip Tarr, Sebastion Wirz, Robert Thomann,
Christine Baumgartner, Hervé Duplain, Dieter Burki Werner Zimmerli, Nicolas Rodondi, Beat Mueller, Mirjam Christ-Crain Lancet 2015; 385: 1511-18

Findings From Dec 1, 2009, to May 21, 2014, of 2911 patients assessed for eligibility, 785 patients were randomly
assigned to either the prednisone group (n=392) or the placebo group (n=393). Median time to clinical stability was
shorter in the prednisone group (3-0 days, IQR 2-5-3-4) than in the placebo group (4-4 days, 4-0-5-0; hazard ratio
[HR] 1-33, 95% CI 1-15-1-50, p<0-0001). Pneumonia-associated complications until day 30 did not differ between
groups (11 [3%] in the prednisone group and 22 [6%4] in the placebo group; odds ratio [OR] 0-49 [95% CI 0-23-1-02];
p=0-056). The prednisone group had a higher incidence of in-hospital hyperglycaemia needing insulin treatment
(76 [19%6] vs 43 [11%]; OR 1-96, 95% CI 1-31-2-93, p=0-0010). Other adverse events compatible with corticosteroid
use were rare and similar in both groups.

Interpretation Prednisone treatment for 7 days in patients with community-acquired pneumonia admitted to hospital
shortens time to clinical stability without an increase in complications. This finding is relevant from a patient
perspective and an important determinant of hospital costs and efficiency.




Effect of Corticosteroids on Treatment Failure Among
Hospitalized Patients With Severe Community-Acquired
Pneumonia and High Inflammatory Response

A Randomized Clinical Trial

Antoni Torres, MD, PhD; Oricl Sibila, MD. PhD; Miguel Ferrer, MD, PhD; Eva Polverino, MD, PhD; Rosaric Menendez, MD, PhD; Josep Mensa, MD, PhD:
Albert Gabarris, M5c; Jacobo Sellarés, MD, PhiD; Marcos |, Restrepa, MD, MSc; Antonio Anzueto, MD, PhD; Michael 5, Niederman, MD: Carles Agusti, MD, PhD

lable 3. Qinical Outcomes for the Methylprednisolone Group vs Placebo Grou
for the Intention-to-Treat and Per-Protocol Populations

112 (93%) completed the study

Intention-to-Treat Population

Unadjusted OR or P Adjusted OR P [ sted OR Adjusted OR P
HR (95% Cl) Value or HR (953 CI)* Value or HR (95% CI) Value or HR (953 CI)* Value
Primary Clinical Outcome
Treatment failure® 0.34 (0.14-0.87) .02 0.33 (0.12-0.90) .03 0.26 (0.09-0.76) .01 0.26 (0.08-0.79) .02
l[El':..;Lr%rj_.rzt:_.-a?'lugt|11entf.alilunc_t 0.96 (0.29-3.18) .95 1.14 (0.28-4.67) BB 0.76 (0.16-3.58) 73 0.93 (0.17-5.06) .94
Early mechanical 0.76 (0.19-2.97) .69 1.02 (0.18-5.83) 98 0.68 (0.11-4.23) .68 0.77 (0.09-6.46) 81
ventilation
Early septic shock 0.63 (0.10-3.93) .62 0.38 (0.03-4.42) A4 0.51 (0.05-5.78) .59 0.42 (0.04-4.90) A9
Death 0.97 (0.13-7.09) .97 1.35 (0.04-40.84) BB
II':__IIE:EE 11:rze€thr;1cent failure 0.10 (0.02-0.46) 003  0.09 (0.02-0.47) 004 0.12 (0.03-0.54) 006 0.11 (0.02-0.52) 006
Radiographic progression 0.09 (0.01-0.76) .03 0.09 (0.01-0.78) .03 0.11 (0.01-0.94) .04 0.10 (0.01-0.84) .03
Respiratory failure 0.18 (0.02-1.59) .12 0.14 (0.01-1.35) .09 0.19 (0.02-1.71) .14 0.15 (0.02-1.50) 11
Late mechanical ventilation 0.23 (0.03-2.11) .19 0.20 (0.02-1.91) 16 0.25 (0.03-2.27) .22 0.22 (0.02-2.10) 19
Late septic shock 0 (0-==)" >.99 0 (0-==) »>.99 0 (0-==) =>.99 0 (0-=)" =99
Death o o 0 0
Secondary Clinical Outcomes
Time to clinical stability, d® 1.16 (0.78-1.73) A6 1.11 (0.72-1.71) .64 1.24 (0.83-1.87) .29 1.20 (0.77-1.85) A2
Length of stay, d
Hospital 0.66 (0.23-1.85) A3 0.61 (0.19-1.93) A0 0.47 (0.12-1.81) 27 0.40 (0.10-1.63) 20
ICuf 0.18 (0.02-1.46) .11 0.13 (0.01-1.44) .10 0.02 (0-60.31) .33 0 (0-==)" .29
In-hospital mortality 0.61 (0.20-1.82) 37 0.57 (0.16-2.00) 38 0.41 (0.10-1.68) 22 0.38 (0.08-1.70) 21




GLUCOCORTICOIDS FOR CAP: UPTODATE

For hospitalized patients, we suggest adjunctive glucocorticoids.

»We are more likely to give glucocorticoids to more severely ill patients, and we
are less likely to give glucocorticoids to patients at increased risk of adverse
effects due to glucocorticoids

»When we give glucocorticoids, we use methylprednisolone 0.5 mg/kg IV every

12 hours for ICU patients and prednisone 50 mg daily for general ward patients

for 5 days

Author Section Editor Deputy Editor 1
Thomas M File, Jr, MD John G Bartlett, MD Anna R Thorner, MD



Huépa 3:

Evw N KAWLKN €LKOVA TOU PBEATIWONKE, O TTUPETOC EMEELVE
CRP: 9mg/dl, WBC: 12000/ ul

MiKpOBLOAOYLKEC EEETAOELC
ALLOKOA/VELEC: APVNTLKEC

KaA/yelec mtuéAwv: Pseudomonas aeruginosa gvoiodntn
O€:

- Ceftazidime
- Piperacillin / tazobactam

- Gentamicin




5.ME TI ANTIMIKPOBIAKH ArQrH ArQrH
ZYNEXIZOYME?

a) Tnv bLa adov o aocBevnc BeAtiwveTal
B) Siakorn Tn¢ outpodAofaoivng

Y) TpocBnkn yevtapukivng

S)KkaveEva armo Ta AVWTEPW




Huépa 5

» Anvpetoc.

»0 Brxac, o cuplyUoc Kat o BaBpocg tng Suomvolac BeAtiwONKe

>0, Sat.%: 92%.

»Zwtka: HR 90 bpm, B/P 140/80.

» Epyaotnptaka: WBC 6,800/ul ,BUN: 18 mg/dl, Cr1.4 mg/dl,
Glu 170mg/dl.

- VIETA®OPA 210N OPOO®O




6. MOTE O AZOENH¢g ©OA NABEI A0 TOY 2TOMATOg
ANTB. ArQrH?

a) Tnv 1n pEpa ou Ba amupeTROoEL
B) To Awyotepo 48 wpec amupetiac Kat KAWLKAG otaBepotntag

y) ©Oa AdBel evbodAEPLa avTIBLoTK aywyn 8 NUEPWV OTO

VOOOKOUELO

&) Avapovn tng mtwonc tng CRP kot BeAtiwong CUUMTWUATWY

S)KkaveEva armo Ta VWTEPW




AIAPKEIA OEPANEIAZ

“A minimum of 5 days...
Afebrile for 48-72 h ...
No more than 1 CAP-

associated sign of

clinical instability” ’

Table 10, Criteria for clinical stability.

Temperature =37 8°C

Heart rate =100 beats/min
Respiratory rate =24 breaths/min
Systolic blood pressure =90 mim Hg

Artenal oxygen saturation =90% or pO, =60 mm Hg on room air
Ability to maintain oral intake®

Normal mental status®

IDSA/ATS Consensus Guidelines on the Management of Community-Acquired Pneumonia
In Adults. Clinical Infectious Diseases 2007; 44:S27—12




Huépa 8:

»  KAwika otaBepoc

» Amnuvpetoc yla 3 HEpPEC.

» CXR: peplkn umoxwpnon.

>  Kal/yeswa aipoaroc: Kapla avamtuén




Huépa 9:

‘E€0d0¢ kat TEAo¢ avif. Oepaneiag
Juct o T Y
= | 1

>
> C
>

KKLKOC
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