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Pneumonia without the need for admission, the experience
in an emergency department

Neumonia que no precisa ingreso, la experiencia de un servicio
de urgencias

Dear Editor:

Community-acquired pneumonia (CAP) is a common diagnosis
in the emergency department! that continues to be a significant
cause of both morbidity and mortality; it is especially serious
among the elderly and chronically ill. Much of the cost of the process
is due to hospital admissions.2# Patients admitted for pneumonia
cost 8 times more than those who receive ambulatory treatment.*
Outpatient-treated CAP cases belong to a subgroup marked by age
and tend to be young people with high tolerance to symptoms.
Nevertheless, mortality due to pneumonia is high in young people
admitted to hospital.

Here we report our findings in a series of patients with pneumo-
nia treated at home, cared for and re-evaluated in the Emergency
Department of the University Hospital of Salamanca (Spain). We
designed a retrospective and descriptive study. Initially, the sub-
jects included 96 randomly selected patients but 14 were lost
during the course of the study. Of the 82 remaining patients (mean
age 49 years, 54% men), we evaluated the following inclusion cri-
teria: a diagnosis of pneumonia based on the usual clinical picture
and X-ray criteria® in the Emergency Service, outpatient treatment,
over 16 years old (age range 16-89 years [24% over the age of 65])
and reappraised at 14 days in the same Department. Data were
collected during the year 2009, according to a protocol.5 We mea-
sured the following variables: age, sex, comorbidity, the CURB-65
and Fine indices, signs and symptoms, antigenurias, serologies, rou-
tine analyses, outcome and antibiotic treatment. The decision to use
ambulatory treatment was based on the current guidelines.®

The results relating to the patient history, signs or symptoms,
severity scales and treatment are shown in Table 1. Systolic blood
pressure was normal in all cases. More than half (57%) had a
temperature higher than 37.5°C, and 16% had a heart rate greater
than 100 beats per minute or a pulse of less than 60. Oxygen sat-
uration was less than 91% in 3% of patients, 4% were diabetic and
4% had dyspnoea (Table 1), although the glycaemic alterations and
the dyspnoea, despite their clinical importance, were not entered
in the scales used. The patients with a doubtful prognosis were
subjected to further tests or spent more hours under observation.
Of the tests performed, antigenuria was positive in 16%: 7 for Strep-
tococcus pneumoniae and 1 for Legionella pneumophila. The serology
was suggestive of disease in 26%: 6 for Mycoplasma pneumoniae,
5 for Chlamydia pneumoniae, 3 for Coxiella burnetii and 2 for L. pneu-
mophila. Of all cases, the bacterium responsible was detected in
29%. A sputum sample was only collected in one patient. Gas anal-
ysis was performed in 17% of the patients and routine laboratory
tests were carried out on all patients, with no relevant anomalies
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being observed except those mentioned in previous studies
(i.e. leukocytosis).

As regards treatment, quinolones were used in 68% and beta-
lactams in 29%. None of the patients died, but 2 were referred for
hospital consultation due to their slow progress.

In our series, the highlights were the optimal outcome of
the processes, in agreement with the mild degrees observed in the
CURB-65 and Fine scales. Calbo et al. found similar results in their
study.” The typical patient in our series was a young man consult-
ing for fever, cough and expectoration, pleuritic pain and crackles
upon auscultation, with a positive antigenuria for S. pneumoniae,
and treated with levofloxacin.® A visit to the hospital after diag-
nosis was deemed appropriate to verify adequate patient progress
after the antibiotherapy treatment, taking advantage of this visit
to perform microbiological studies. The aetiology of the pneumo-
nia was similar to other series, the lack of isolated microorganisms
being striking.* The organisms most frequently identified were
S. pneumoniae and M. pneumoniae. Rationalization of the deci-
sion over patient admittance is an important target in the
treatment of pneumonia.® Thus, prognostic tools —severity scales
or prognosis of mortality— able to corroborate our clinical judgment
of pneumonia, and that will eventually become a legal part of the
clinical history of our patients are necessary. Individuals monitored

Table 1
General characteristics of study patients.
Variables Total (82)
Age (mean) 49
Male (%) 54
Smoking (%) 16
Asthma/COPD (%) 13
Animal contact (%) 5
Hypertension (%) 4
Diabetes mellitus (%) 4
Fever (%) 68
Cough (%) 39
Pleuritic pain (%) 28
Asthenia (%) 6
Dyspnoea (%) 4
Other symptoms (%) 4
Crackles or rhonchi (%) 21
Fine scale (%)
I 65
11 17

>l 18
CURB 65 scale (%)

0 72

1 22

2 6
Treatment (%)

Fluoroquinolone 70

Beta-lactams + clavulanic acid 16

Beta-lactams 12

Other 2
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in an outpatient regiment should be monitored from the hospital,
even if only by phone contact.!©
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Infeccion diseminada por mycobacterium abscessus
en paciente infectado por el VIH

Disseminated infection due to mycobacterium abscessus
in an HIV-infected patient

Sr. Editor:

Las micobacterias no tuberculosas son un grupo de micobacte-
rias cuya incidencia estd aumentando en los dltimos afios! sobre
todo en paises desarrollados, aunque esta observacién esta limi-
tada por la falta de un sistema de vigilancia al no ser de declaracién
obligatoria. El creciente interés despertado por estos organismos
deriva fundamentalmente de dos hechos: por un lado, la asociacién
con la infeccién por VIH y por otra parte, el diagnéstico de un
mayor nimero de casos de patologia pulmonar relacionada con
micobacterias no tuberculosas en poblacién inmunocompetente,
contribuyendo de forma fundamental a esto Gltimo la mejora de la
metodologia y técnicas del laboratorio de microbiologia?.

Se han descrito mas de 125 especies que se encuentran ampli-
amente distribuidas en la naturaleza, aislindose en distintos
tipos de muestras (polvo, sistemas de agua corriente, material
quirdargico. . .). Los mecanismos de adquisicién de la infeccién son
principalmente la via respiratoria, digestiva y cutanea, por inocu-
lacién directa3. Los cuadros clinicos causados son muy variados,
pudiendo practicamente afectar a cualquier 6rgano o sistema,
aunque la frecuencia de las distintas presentaciones clinicas difiere
en funcién de la especie implicada?.

Presentamos el caso de una paciente de 39 afios, con infeccion
por VIH categoria C3 (antecedente de tuberculosis ganglionar cor-
rectamente tratada) y hepatopatia crénica por virus de la hepatitis
B (CHILD B7) que acude a urgencias por un cuadro de 3 sem-
anas de evolucién de fiebre, tos y expectoraciéon purulenta, sin
mejoria tras un ciclo empirico con amoxicilina-clavulanico oral,
875 mg cada 8 horas durante 10 dias. Asi mismo, referia aumento
de perimetro abdominal y edema en miembros inferiores sin otra
clinica. A la exploracién fisica, la paciente estaba febril, ictérica,
con ascitis, edema en miembros inferiores, y crepitantes hiime-
dos bilaterales a la auscultacién pulmonar. Habia abandonado el
tratamiento antirretroviral de forma voluntaria hacia mas de dos
afios y al ingreso, la cifra de CD4 era de 8 células/microlitro y la
carga viral del VIH 1.300.000 copias/ml. Analiticamente presentaba

pancitopenia (Hb 9,6 g/dl, plaquetas 28.000/L, leucocitos 1.080/L),
coagulopatia (cociente de tiempo de protrombina 1,59) y en la bio-
quimica destacaban: bilirrubina 3 mg/dl, fosfatasa alcalina 741 UI/L,
GGT 337UI/L, GOP159UI/L, GPT 68 UI/L. La radiografia de térax
no mostro alteraciones. Se recogieron muestras de sangre, liquido
ascitico, orina y esputo para cultivo. Todas ellas fueron positivas
para Mycobacterium abscessus. A pesar del tratamiento antibiético
instaurado (claritromicina 500 mg via oral cada 12 horas, cefox-
itina 3 g intravenosos cada 6 horas e imipenem a dosis de 500 mg
intravenosos cada 8 horas, tratamiento que cumplié 15 dias, hasta
su fallecimiento), desarroll6 un cuadro de insuficiencia hepatica
grave, con encefalopatia hepatica grado IV y sindrome hepatorre-
nal, falleciendo a las 8 semanas de su ingreso. No se realiz6 estudio
necrépsico.

Clinicamente, las infecciones por micobacterias no tubercu-
losas se manifiestan como enfermedad pulmonar, ganglionar,
enfermedad diseminada, afectacién de piel y partes blandas e infec-
cién por catéteres. Dentro de este grupo, las micobacterias de
crecimiento rdpido predominantes en infecciones humanas son
Mycobacterium fortuitum, Mycobacterium chelonae y M. abscessus.
Clinicamente, estas Gltimas puede causar también una gama muy
variada de cuadros clinicos, siendo las mas frecuentes las infec-
ciones de la piel y subcutdneas. La afectacién pulmonar sera mas
frecuente en los pacientes con enfermedad pulmonar de base o
inmunodeprimidos. Las formas diseminadas se asocian con fre-
cuencia con distintas formas de inmunodeficiencia u otra patologia
de base grave®. El tratamiento de las infecciones producidas por
estas micobacterias es distinto al de otras micobacteriosis y al de la
tuberculosis dada su resistencia a los firmacos antituberculososS.
Para el tratamiento de la infeccién por M. abscessus se debe realizar
pruebas de sensibilidad a los antimicrobianos y orientarlo en fun-
cién del resultado. Se recomiendan tratamientos prolongados y de
combinacién de al menos dos farmacos y drenaje del material infec-
tado o escision quirtrgica de los tejidos afectados. Los antibiéticos
de eleccién son los macrélidos asociados al menos a un agente
parenteral (amikacina, imipenem, cefoxitina).

Dada la gravedad de la inmunosupresién (generalmente menos
de 50 CD4/microlitro) que en general presentan los pacientes con
infecciones diseminadas por micobacterias tuberculosas/no tuber-
culosas, como en el caso expuesto, se impone la necesidad de
plantear el momento de iniciar el tratamiento antirretroviral (TAR).
En general, se recomienda iniciar primero el tratamiento de la
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