
Introduction

Community-acquired pneumonia (CAP) is a
major cause of morbidity and mortality, and in
industrialized countries it is the leading infectious

cause of death. In addition, its relatively high fre-
quency, ranging from 5-11 cases per 1000 peo-
ple per year in Europe (and rising to 25-35 cases
per 1000 people older than 75 years)1, means
that the cost of CAP-related healthcare is consid-
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erable, estimated at over 4,000 million U.S. dol-
lars per year in USA. In the context of Emer-
gency Department(ED) services, CAP is one of
the leading causes of hospital admission for in-
fectious diseases, together with urinary tract in-
fection2. The percentage of patients with CAP re-
quiring hospitalization varies greatly according to
the series (12-66%)3,4, which is why a large num-
ber of studies on this disease are aimed at the
development of prognostic scales to aid deci-
sion-making on hospital admission5-7 of these pa-
tients, as well as strategies to reduce hospital
stay8,9. One of the most widely accepted indexes
used for CAP prognosis is the Pneumonia Severi-
ty Index (PSI) or Fine’s index (FI)6. This index
classifies patients with CAP into 5 classes of risk
or severity by scores based on 19 prognostic fac-
tors (age, chronic diseases, clinical findings and
analytical alterations).

Apart from its use to predict 30-day CAP-re-
lated mortality, the PSI has been used to assess
the need for hospital admission, level of care or
choice of antibiotic treatment.

In recent decades, we have witnessed demo-
graphic changes in our population; patients are
increasingly elderly and there is increased preva-
lence of chronic diseases and patients with mul-
tiple diseases, which may modify the clinical and
microbiological pattern of CAP presentation10-12.
The appearance of new microbiological tech-
niques and the availability of new antibiotic
treatments mean that epidemiological studies
are important to inform us of the current situa-
tion in our area and work center.

The ED plays a vital role in attending patients
with this disease; it is here where the diagnosis
of CAP and its prognosis is established, where
antibiotic treatment is initiated, where samples
are collected for laboratory tests and where the
decision on hospital admission is taken. All this
helps improve the efficiency of our clinical prac-
tice.

Therefore, our objective was to perform an
epidemiological study of patients with CAP at-
tended at our ED during a one year period to re-
flect the clinical and microbiological features,
and the need for hospital admission and loca-
tion, based on the application of Fine’s prognos-
tic index.

Method

We performed a one-year prospective study,
between 1 January and 31 December 2006, in

the ED of the Hospital General Universitario de Ali-
cante (HGUA), a tertiary care 800-bed hospital
serving a population of 300,000 people, with a
Short Stay Unit (STU) attached to the ED.

The study included all ED adults diagnosed
with CAP according to the following criteria: pres-
ence of previously non-existent infiltrate on chest
X-ray, associated with respiratory symptoms and
infectious syndrome in the absence of an alterna-
tive diagnosis. Pneumonia was considered as seg-
mental when only one lung segment was in-
volved, lobar when more than one segment of
the same lobe was involved and multilobar when
more than one lobe was affected. We also record-
ed the presence of pleural effusion on chest X-ray.

Once the diagnosis of CAP was established,
the ED physician responsible for care of the pa-
tient entered the following variables on a stan-
dardized data base: age, sex, usual residence, as
well as contact with animals (pets at home, work
with animals, type of animal), recent trips (to oth-
er countries, destination specified), physical activi-
ty according to the functional Barthel index13, as-
sociated comorbidities, including chronic
obstructive pulmonary disease (COPD), heart fail-
ure (HF), diabetes mellitus (DM), infection with
human immunodeficiency virus (HIV), associated
neoplasm, treatment with oral corticosteroids in
the last month, renal failure, active smoking, reg-
ular intake of alcohol, use of intravenous drugs,
correct vaccination against Influenzae virus or
Streptococcus pneumonia, as well as laboratory
variables [temperature, heart rate, systolic and di-
astolic blood pressure, baseline oxygen saturation
determined by capillary oximetry, total leucocytes,
polymorphonuclear neutrophils, haematocrit, glu-
cose, urea, creatinine, natremia, C-reactive protein
(CRP), lactate, pH, pO2 and pCO2]. Patient inclu-
sion and data collection was conducted consis-
tently over the entire study period.

FI score was calculated in the ED and patients
with scores of I,II and III were classified as low-risk
CAP, while those with FI scores of IV and V were
classified as high-risk CAP. We also calculated the
CURB-65 index, using 5 variables: urea
>7 mmol/l, respiratory rate >30 bpm, arterial sys-
tolic pressure >90 or diastolic pressure <60 mmHg
and age over 65 years. Scores on this index are
calculated by adding one point for each variable
present, and therefore may range from 0 to 5.
Scores of 0 and 1 point are considered low-risk
CAP.

The attending physician was responsible for
the choice of antibiotic treatment, sampling for
the etiologic study of CAP and deciding on the

P. Llorens et al.

248 Emergencias 2009; 21: 247-254



destination of patients at discharge from the ED,
in accordance with the ED’s protocol (Table 1).

All patients were contacted (face-to-face inter-
view or by telephone 30 days after diagnosis to
record their current situation: recovery or im-
provement, re-admission or death.

Quantitative variables are expressed as mean
and standard deviation. For the comparison be-
tween groups, we used Student t or Mann-Whit-
ney U test, as appropriate.

To compare three or more groups we used
ANOVA or Kruskal-Wallis test, as appropriate. For
the study of association between quantitative vari-
ables, we used the Spearman or Pearson’s correla-
tion coefficient, as appropriate. For the association
of qualitative variables, we used Chi2 test or Fish-
er's exact test when necessary. A p level of <0.05
was considered statistically significant. The statisti-
cal program used was the SPSS V.10.0.

Results

During the study period we recorded 623 pa-
tients with CAP in our ED. Information obtained
from the 30-day follow-up allowed us to exclude
the diagnosis of CAP for 73 patients (46 with res-
piratory infection without pulmonary infiltrates on
X-ray, 15 with bronchiectasis, 10 with heart fail-
ure, and 2 with lung cancer). Monthly distribution
of patients is shown in Figure 1. The cumulative

incidence of CAP for the one-year study period
was 2.2 cases per 1000 inhabitants. 

The distribution of CAP according to the Fine
Index and CURB-65 index is shown in Table 2.
The CURB-65 score was not calculated for 21 pa-
tients. Sixty two percent (343 patients) on the
Fine Index and 73% (343 patients) according to
the CURB-65 index were classified as low-risk. The
overall percentage of hospital admissions was
77% (424 patients).

In the comparative analysis, we excluded 3 pa-
tients with low-risk CAP due to missing data (ex-
planatory variables).

Table 3 shows the clinical and laboratory vari-
ables of CAP patients attended at our ED the dif-
ferences according to FI scores. We detected 29
significant variables, most notably functional dete-
rioration, increased lactate and multilobar infil-
trate in high-risk CAP patients, and in the low-risk
CAP patients we observed increased frequency of
HIV infection, alcohol consumption, tobacco and
intravenous drug injection.

Table 4 shows the distribution of hospitalized
CAP patients and department assignment accord-
ing to FI scores. As can be seen, the distribution
was not uniform and there were statistically signif-
icant differences (p < 0.001).

Etiological diagnosis was obtained in 209 pa-
tients (38%); the distribution of the pathogen in-
volved is shown in Table 5. Streptococcus pneumo-
niae was the main pathogen involved, regardless
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Table 1. Protocol for care of patients with community-acquired pneumonia (CAP) in the emergency department

Prognostic Scale Microbiological study Antibiotic treatment Destination

– Fine: I-II – Sputum culture – Levofloxacin 500 mg / day (7 to 10 days) – Discharge and follow-up
– CURB65: 0-1 – Antigenuria Legionella and urinary pneumococcus – Moxifloxacin 400 mg / day (7-10 days) day hospital of the unit

– Consider microbiology blood test blood – Amoxicillin 1 g/8 hours + (azithromycin infectious diseases
500 mg/day or clarithromycin in (IDU)
500 mg/12 hours) (7-10 days)

– Fine: III All the previous plus: – Monotherapy: levofloxacin – Conventional hospitalization
– CURB65: 2 – Seried blood tests – Combination therapy 3rd generation – Consider SSU*

cephalosporin or amoxicillin-clavulanate +
macrolides (azithromycin or clarithromycin)

– Fine: IV All the previous plus – Combination therapy: – Conventional hospitalization
– CURB65: 3 Cephalosporins 3rd + macrolide or levofloxacin – Consider SSU**

– Suspected aspiration:
Amoxicillin-clavulanate (2 g/8 h) or ertapenem
– Suspected Pseudomona:
Cefepime or carbapenem or piperacillin-
tazobactam + quinolone (ciprofloxacin or
levofloxacin) or aminoglycoside

– Fine: V All the previous plus: Same as previous – Conventional hospitalization
– CUBR65: 4-5 – Consider bronchoscopy – Intensive Care Unit

– Consider SSU**
*Patients with Fine Index III and good general state with prognosis of rapid recovery, consider admission to the Short Stay Unit or Discharge plus
Home Hospitalization Unit control.
**In patients with functional decline and clinical fragility where hospitalization is expected to have a negative impact, consider follow-up with the
Home Hospitalization Unit.



of the severity of pneumonia. In patients with
high-risk pneumonia there was a low prevalence
of atypical micro-organisms (Mycoplasma, Le-
gionella and Chlamydia) and increased prevalence
of Haemophilus influenzae and the enterobacte-
rias (E. coli, Klebsiella pneumoniae and Enterobacter

mainly). There were significant differences
(p < 0.001) in the overall distribution of cases. 

Table 6 shows the microbiological tests per-
formed and the resulting diagnoses. Of the 550
patients with a final diagnosis of CAP, follow up at
30 days was performed in 518 patients. Mean
Hospital stay was 8 ± 7 days. There was a clinical
cure in 468 patients (90%) and 44 patients died
(8.4%). Six patients were readmitted (1.1%) dur-
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Table 3. Analytical and clinical characteristics of patients with community-acquired pneumonia (CAP) and differences between the
low-risk and high-risk patients

Total CAP Low-risk CAP High-risk CAP P
N = 547 N = 341 N = 206

Age (years), mean ± SD 60.3 (20.8) 50.7 ± 18.8 76.6 ± 12.2 < 0.001
Male sex; n (%) 360 (65.5) 215 (62.8) 145 (70.4) 0.07
Recent travels; n (%) 17 (3.1) 14 (4.1) 3 (1.5) 0.08
Rural habitat; n (%) 43 (7.8) 30 (8.8) 13 (6.3) NS
Close to animals; n (%) 84 (15.3) 67 (19.6) 17 (8.3) < 0.001
Physical dependence (Barthel Index < 80); n (%) 146 (26.5) 27 (7.9) 119 (57.8) < 0.001
COPD; n (%) 124 (22.5) 57 (16.7) 67 (32.5) < 0.001
Heart failure; n (%) 108 (19.6) 39 (11.4) 69 (33.5) < 0.001
Diabetes mellitus; n (%) 125 (22.7) 51 (14.9) 74 (35.9) < 0.001
HIV; n (%) 28 (5.1) 24 (7) 4 (1.9) < 0.01
Neoplasm; n (%) 53 (9.6) 17 (5) 36 (17.5) < 0.001
Renal failure; n (%) 53 (9.6) 12 (3.5) 41 (19.9) < 0.001
Corticosteroid therapy; n (%) 38 (6.9) 17 (5) 21 (10.2) < 0.05
Alcohol consumption; n (%) 74 (13.5) 57 (16.7) 17 (8.3) < 0.01
Tobacco consumption; n (%) 193 (35.1) 149 (43.6) 43 (20.9) < 0.001
IVDUs; n (%) 15 (2.7) 12 (3.5) 3 (1.5) NS
Influenza vaccine; n (%) 195 (35.5) 79 (23.1) 116 (56.3) < 0.001
Pneumococcal vaccine; n (%) 126 (22.9) 47(13.7) 79 (38.3) < 0.001
Temperature (°C), mean ± SD 37.6 ± 1.01 37.6 ± 0.9 37.7 ± 1.0 NS
Heart rate (lxm), mean ± SD 96.1 ± 19 92.8 ± 17.1 101 ± 21.1 < 0.001
Respiratory rate (bpm), mean ± SD 21 ± 6.5 18.9 ± 5.0 24.4 ± 7.2 < 0.001
Systolic blood pressure (mmHg), mean ± SD 126 ± 25.2 126 ± 20.2 126 ± 32.0 NS
Diastolic blood pressure (mmHg), mean ± SD 71 ± 13.5 73.2 ± 12.2 69.1 ± 15.1 < 0.05
Basal oxygen saturation (%) mean ± SD 92.1 ± 6.2 94.0 ± 5.0 88.9 ± 6.8 < 0.001
Altered mental status (%) mean ± SD 67 (12.2) 3 (0.9) 64 (31.1) < 0.001
Total WBC (mm3), mean ± SD 13.342 ± 7.906 12.641 ± 7.974 14.525 ± 7.688 < 0.05
% Pmn neutrophils, mean ± SD 77.7 ± 11.2 76.2 ± 10.5 80.2 ± 11.9 < 0.001
Hematocrit (%) mean ± SD 38.8 ± 5.3 39.5 ± 4.9 37.7 ± 5.7 < 0.001
Glucose (mg/dL), mean ± SD 138 ± 85 128 ± 90.7 155 ± 72.1 < 0.001
Urea (mg/dL), mean ± SD 49 ± 35.3 37.2 ± 26.2 69.2 ± 39.4 < 0.001
Creatinine (mg/dl), mean ± SD 1.2 ± 1 0.9 ± 0.7 1.6 ± 1.3 < 0.001
Sodium (mEq/l), mean ± SD 138 ± 5.3 138 ± 4.2 137 ± 6.8 NS
CRP (mg/dl), mean ± SD 14.3 ± 12.1 13.3 ± 11.7 15.7 ± 12.5 NS
Lactate (mmol/L), mean ± SD 1.86 ± 1.7 1.3 ± 0.9 2.3 ± 2.2 < 0.01
pH, mean ± SD 7.42 ± 0.06 7.44 ± 0.05 7.40 ± 0.08 < 0.001
PO2 (mmHg), mean ± SD 69 ± 18.1 73.6 ± 17.7 63.2 ± 17 < 0.001
PCO2 (mmHg); mean ± SD 39.5 ± 10.5 38.7 ± 9.4 40.5 ± 11.6 0.08
Multilobar infiltrate; n (%) 88 (16) 41 (12) 47 (22.8) 0.001
Pleural effusion; n (%) 79 (14.4) 49 (14.3) 30 (14.6) NS
COPD: chronic obstructive pulmonary disease. IDU: intravenous drug user. WBC: white blood cells. Pmn: polymorphonuclear CRP: C-reactive pro-
tein. SD: Standard deviation.

Table 2. Distribution of patients with community-acquired
pneumonia according to the Fine and CURB-65 prognostic
indexes

Fine index n (%) CURB-65 n (%)
n = 500 n = 529

I-II 208 (37.8) 0-1 402 (73.1)
III 136 (24.7) 2 101(18.3)
IV 159 (28.9) ≥3 26 (4.7)
V 47 (8.5)

Figure 1. Monthly distribution from January to December (1-
12) of the 550 patients diagnosed with community-acquired
pneumonia in the emergency department of the Hospital Ge-
neral Universitario de Alicante.



ing follow-up: 4 patients with a Fine Index score
of I-II (2 were discharged from the ED, 1 was ad-
mitted to the Respiratory Diseases Department
and another to the Short-Stay Unit) and 2 pa-
tients with a Fine index score of IV (1 admitted to
Internal Medicine and 1 to the Short-Stay Unit).
The mortality rate according to Fine Index classifi-
cation was as follows: I-II 1.9%; III 1.4%; IV:
11.3% and V 44.6%.

Discussion

The incidence of CAP in our study was 2.2 cas-
es per 1000 inhabitants and year. There is wide
variability in the incidence of CAP in Western
countries, ranging from 1 to 15 cases per thou-
sand inhabitants per year, which could be ex-
plained by differing diagnostic criteria, seasonal
variations, or the study setting14. Thus, in Euro-
pean studies, the incidence of CAP has been re-
ported as 5 cases per 1000 inhabitants per year in
15-79 year-olds in England15 and 9 cases per 1000
inhabitants per year in Finland16. In Spain, Almir-
rall et al17 reported an incidence of CAP in a
Mediterranean area (Maresme) among patients
>13 years of 2.6 cases per 1000 inhabitants per
year, which is similar to the findings of our study.

Our work is the first epidemiological study on
CAP in an ED setting. While this approach may
underestimate the incidence of CAP, since it ex-

cludes cases diagnosed and treated on a primary
care outpatient basis, it has the advantage of re-
flecting the reality of hospital management of
CAP, regardless of final destination.

The average age of our patients was 60 years,
higher than that reported in previous studies per-
formed in similar geographic areas1,12. This difference
could be explained by the progressive ageing of the
general population since the two cited studies were
performed, the large number of elderly people in
our health area, and probably because the primary
care health centres filter out many younger people
with less morbidity, so a smaller proportion of
younger people visit the ED of our hospital.

With regard to clinical features, we observed a
lower prevalence of pleural effusion (14%) com-
pared to other series which have described rates
of 20 to 40% in patients with neumonía18. This
might be explained by the fact that these series
included patients that were hospitalized with CAP,
where pleural effusion is more frequently found. 

The incidence of multilobar infiltration, a
known risk factor for mortality6,19-21, was higher in
high-risk patients.

In high-risk patients, lactate levels were also
higher than in those at low risk of death due to
CAP (2.3 ± 2.2 versus 1.3 ± 0.9, p < 0.01), a find-
ing which is consistent with the literature that de-
fines lactate level as a marker of high risk, with in-
dependent predictive value and as an indicator of
the need to carry out intensive therapeutic care
and Intensive Care Unit admission22.

Both groups of patients displayed elevated levels
of C-reactive protein, indicative of systemic infec-
tion, severe and / or bacterial rather than viral or in-
flammatory and non-infectious, and which has been
defined as a valuable parameter for care and control
during evolution, as well as gaining importance as
an independent marker of severity in CAP23,24.
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Table 6. Microbiological studies

Requested Positive
[n (% total)] Results

[n (% of requests)]

Sputum culture 313 (56.9) 85 (27.1)
Pneumococcal antigen in urine 436 (79.3) 90 (20.6)
Legionella urinary antigen 434 (78.9) 13 (3)
Blood cultures 350 (63.6) 25 (7.1)
Serology 195 (35.5) 47 (24.1)

Table 4. Distribution of hospital admissions according to
severity of pneumonia (p < 0.001 for the global distribution)

Total Low-risk High-risk
CAP CAP CAP

N = 424 N = 222 N = 202
N (%) N (%) N (%)

Short Stay Unit 130 (30.6) 50 (22.5) 80 (39)
Respiratory Diseases 154 (36.3) 117 (52.7) 37 (18)
Internal Medicine 62 (14.6) 13 (5.8) 49 (23,4)
Infectious Diseases Unit 36 (8.4) 29 (13) 7 (3.3)
Intensive Care Unit 12 (2.8) 1 (0.4) 11 (5.3)
Other destinations* 30 (7) 12 (5.4) 18 (8.9)
CAP: community acquired pneumonia. *Other destinations: Oncology 
Hematology, Nephrology, Socio-health hospital.

Table 5. Etiologic diagnosis of patients with community
acquired pneumonia (p < 0.001 for the global distribution)

Total Low-risk High-risk
CAP CAP CAP

N = 209 N = 138 N = 71
N (%) N (%) N (%)

Streptococcus pneumoniae 101 (48.3) 69 (50) 32 (45)
Mycoplasma pneumoniae 26 (12.4) 26 (18.8) 0 (0)
Legionella pneumophila 11 (5.2) 8 (5.7) 3 (4.2)
Other atypical* 13 (6.2) 11 (7.9) 2 (2.8)
Haemophilus influenzae 20 (9.5) 9 (6.5) 11 (15.4)
Enterobacteria** 16 (7.6) 3 (2.1) 13 (18.3)
Pseudomona aeruginosa 5 (2.3) 1 (0.7) 4 (5.6)
Other 17 (8.1) 11 (7.9) 6 (8.4)
*Other atypical: Chlamydia pneumoniae, Chlamydia psittasi, Coxiella
Burnetti. **Enterobacteriaceae: Escherichia coli, Klebsiella pneumoniae,
Enterobacter spp.



Etiological diagnosis was obtained in 209
(38%) of 550 patients with final diagnoses of CAP,
lower than in other series which generally report
etiological diagnoses in about half the cases1,12,
where blood tests were performed for viral and
intracellular agents. Pneumococcus was the organ-
ism most frequently identified in low-risk patients,
coinciding with results of previous studies1,8,12

which emphasize the importance of using active
antibiotics against this organism. Atypical
pathogens, especially Mycoplasma pneumoniae
and Legionella spp, constituted the second most
frequent cause of CAP after pneumococcus. In our
study, Mycoplasma was the causative agent in
12.4% of cases and in all low-risk patients. The
following most frequent pathogens were H. in-
f luenzae (10%), enterobacteria (8%), and
Pseudomonas spp (2%), found mainly in high-risk
CAP patients. Thus, as in two European studies25,26,
it appears that comorbidity rather than age pre-
disposes the patient to this etiology, mainly in
those with lung disease such as COPD (22% in
our series).

In our study, 8 of 11 cases of infection by Le-
gionella spp (6% of the total) were classified as
low-risk (2% of the CAP low-risk group) and 3
high-risk (1.5% of the high-risk group). Recent
data show that many more cases of Legionella in-
fection present as a mild-moderate disease than
severe27,28. Viral causes of adult CAP varies be-
tween 5-20%29. This information was unavailable
in our study since specific viral or blood tests were
not performed.

The distribution of CAP according to the prog-
nostic Fine Index was similar to that of other
series12,14,30,31 since most were in the low-risk group.
We found differences in the percentage of low risk
patients as defined by the Fine Index or the CURB-
65 (62% and 73% respectively). Both scales pre-
dict mortality of patients with CAP with the same
reliability. The differences are that in the Fine In-
dex age has great specific weight and in CURB-65
the most important aspects are those of acute
severity. In fact, experts recommend that the two
scales be used to determine hospital admission32.

In our study, 77% of patients with CAP were
admitted to hospital. Admission rates in Europe
vary between 22% reported in a study in England15

to 61% in Spain1. In a recent study in Mallorca3,
63% of patients initially attending the ED were ad-
mitted compared with 11% of those who initially
visited their health centre. However, despite the
use of prognostic scales, there is excessive admis-
sion of patients with CAP, even when classified as
low-risk. The presence of other variables not includ-

ed in the Fine Index (inability to take oral medica-
tion, significant vomiting, presence of hypoxemia,
or psycho-social problems preventing taking med-
ication, addiction to drugs, alcohol) may justify this
high rate of hospital admissions of low-risk CAP pa-
tients33,34. Home treatment significantly reduces
costs of care35, and achieves faster return-to-activity
and greater satisfaction36.

In a recent study using the Fine Index37, 40%
of the patients had very low risk scores and
showed very low mortality, which indicates that
there are other reasons for admitting these pa-
tients that are not included in this scale. Current-
ly, the recommendation is to use a combination
of these prognostic scales, where low risk patients
(Fine Index I, II and III and CURB-65, 0 and 1)
should be treated on an outpatient basis in the
absence of vital sign changes, associated comor-
bidities, psycho-social problems or other disease
requiring hospitalization. In all cases, the decision
on hospital admission should be individualized
and in case of doubt, must be based on clinical
experience and common sense, taking into con-
sideration the preference of the patient.

We found a widely varied distribution in the des-
tination of our patients with CAP. Of the 424 inpa-
tients, 36% were located in the department of Res-
piratory Disease, 31% in the Short-Stay Unit and
14% in Internal Medicine. A noteworthy finding
was a higher percentage of high-risk CAP patients
admitted to the Short-Stay Unit. The SSU is a health
care alternative with proven effectiveness in manag-
ing different processes, although the model differs
widely among the various such units currently in
operation. In this sense, the utility of the SSU is par-
ticularly evident in the management of elderly CAP
patients with chronic decompensated diseases or
terminal illness requiring palliative treatment38,39.

The high percentage of low-risk CAP patients
admitted to Respiratory Diseases might be partly
explained by younger patients with hypoxemia
and pleural effusion, or because this subgroup
may need special additional diagnostic tests or
complex therapy40,41. Similarly, those hospitalized
in the department of Infectious Diseases are usual-
ly young patients with HIV infection.

From our study, we may conclude that high-
risk CAP patients are generally elderly, with func-
tional impairment, comorbidity, respiratory failure,
multilobar infiltration, reduced consciousness and
increased lactate production.

These patients are more frequently admitted to
hospital departments that offer comprehensive
care, particularly the SSU and Internal Medicine. A
high percentage of low-risk CAP patients are ad-
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mitted to hospital, which indicates the need for
studies designed to identify the reasons for admis-
sion in these patients.
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Estudio epidemiológico de la neumonía adquirida en la comunidad diagnosticada
en un servicio de urgencias: ¿influye el índice de Fine en la toma de decisiones?

Llorens P, Murcia J, Laghzaoui F, Martínez-Beloqui E, Pastor R, Marquina V, Ramos S, Jiménez I, Landete I,
Román F, Albert-Jiménez A

Objetivo: Conocer la incidencia y características clínicas de los pacientes con neumonía adquirida en la comunidad
(NAC) y reflejar las diferencias en función de la gravedad determinada por el índice de Fine (IF).
Método: Estudio descriptivo y prospectivo de los pacientes con NAC atendidos en el servicio urgencias (SU) del Hospi-
tal General Universitario de Alicante durante un año. Se recogieron variables sociodemográficas, clínicas, analíticas, ra-
diológicas, microbiológicas y relacionadas con el destino al alta. Se realizó seguimiento a los 30 días. Se determinó la
gravedad de la NAC según el IF, y se clasificó en NAC de bajo riesgo (IF≤III) y alto riesgo (IF > III). Se estudiaron las
principales diferencias entre las NAC de alto y bajo riesgo y la distribución de los ingresos en función de la gravedad.
Resultados: Se incluyó a 550 pacientes con diagnóstico NAC. La incidencia acumulada fue de 2,2 casos por 1.000 ha-
bitantes y año. Los pacientes con NAC de alto riesgo presentaban mayor edad, mayor grado de comorbilidad y dete-
rioro funcional y mayor prevalencia de insuficiencia respiratoria e infiltrado multilobar. Se consiguió el diagnóstico etio-
lógico en 209 pacientes (38%). El microorganismo más frecuente fue Streptococcus pneumoniae independientemente
de la gravedad de la NAC. El índice de ingreso fue del 77,2% (99,5% en NAC de alto riesgo y 65,1% en NAC bajo
riesgo). Los servicios de destino más frecuentes fueron: neumología, unidad de corta estancia (UCE) y medicina inter-
na, si bien existieron diferencias de distribución en función de la gravedad de la NAC.
Conclusiones: Los pacientes con NAC de alto riesgo son de edad avanzada, con deterioro funcional, comorbilidad, in-
suficiencia respiratoria, infiltrado multilobar, alteración del sensorio y mayor producción de lactato. Estos pacientes in-
gresan más frecuentemente en UCE y medicina interna. Existe un elevado porcentaje de ingreso de pacientes con NAC
de bajo riesgo. [Emergencias 2009;21:247-254]

Palabras clave: Neumonía adquirida en la comunidad. Perfil clínico. Índice pronóstico de Fine. Servicio de urgencias.
Unidad de corta estancia.


