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Pneumonia Awareness Year, 2004: Scientific Impact
Through Publications in ARCHIVOS DE BRONCONEUMOLOGIA

Olga Rajas Naranjo and Javier Aspa Marco

Servicio de Neumologia, Hospital Universitario de La Princesa, Madrid, Spain.

Pneumonia is a common and potentially serious infectious
disease. Morbidity and mortality rates continue to be high
in spite of major advances and steady progress in diagnosis
and treatment. The economic impact of the disease is also
great. It is therefore necessary to enlist the public, primary
care and emergency physicians, and public policy
administrators to join forces to treat and prevent
pneumonia for the common good. The annual incidence of
pneumonia in the population over the age of 14 years is 1.6
to 2.6 episodes/1000 inhabitants. The mortality rate is 14.1
per 100 000 inhabitants, and the associated costs a€&15
million annually. The RESPIRA Foundation and the
Spanish Society of Pulmonology and Thoracic Surgery
(SEPAR) declared 2004 to be pneumonia awareness year
with the aim of coordinating efforts to raise awareness,
distribute information, and foster debate.

Key words: Community-acquired pneumonigStreptococcus
pneumoniaeAntibiotic resistance. Pneumonia awareness year.

2004: Ao de la Neumonia. Consecuencias e
impacto cientifico en ACHIVOS DE
BRONCONEUMOLOGIA

La neumonia es una enfermedad infecciosa frecuente y
potencialmente grave, con una elevada morbimortalidad a
pesar de los continuos y relevantes avances diagnostico-tera-
péuticos y con gran impacto econémico, por lo que es necesario
incidir en la poblacién, los médicos de atencién primaria, los
médicos de urgencias y las administraciones publicas con el
fin de intentar unir esfuerzos para tratarla y prevenirla de
manera conveniente. Con una incidencia en > 14 afios de
1,6-2,6 episodios/1.000 habitantes, se asocia con una tasa
de mortalidad de 14,1 por 100.000 habitantes y un coste
anual de alrededor de 115 millones de euros. La Fundacién
RESPIRA y la Sociedad Espafiola de Neumologia y Cirugia
Toréacica (SEPAR) declararon el afio 2004 como «Afio de la
Neumonia», con la finalidad de elaborar una estrategia con-
junta de actividades dirigidas a facilitar el conocimiento, la
difusion y el debate en torno a esta enfermedad.

Palabras clave:Neumonia adquirida en la comunid&freptococcus
pneumoniaeResistencias antibiéticas. Afio de la neumonia

Pneumologists have long called for greater attentiorin hospitals. Very few provide information on cases at
to pneumonia, a common and potentially seriousthe primary care level. The annual incidence rate in
disease with high rates of morbidity and mortality in European countries is believed to be between 5 to 11
spite of important, steady progress in diagnosis andases/1000 inhabitantdut there are differences from
treatment. Both hospital and outpatient medical costeountry to country. Precise data is only available for
are considerable in Spain. It is therefore necessary tBinland, where the annual incidence is 10.8 cases/1000
mobilize the public, primary care and emergencyadults? and the United Kingdom, where the rate is 4.7
physicians, and public health administrators to joincases/1000 adults.Two Spanish population-based
forces to treat and prevent pneumonia for the commostudies of individuals over 14 years of age estimated the
good. The real incidence of community-acquiredincidence to be between 1.6 and 2.6 episodes/1000
pneumonia (CAP) is quite difficult to assess becauseénhabitants:*Younger and older groups suffered higher
most available epidemiological data come from studiesannual rates of 25 to 35 cases/1000 inhabitants for the
limited to patients who have been diagnosed and treatealge bracket of adults over the age of 65 years or
children under 5 yeats.

World Health Organization (WHO) figures show that
of the 50.5 million deaths in 1990, 4.3 million were
attributed to pneumonia, 2.2 million to tuberculosis, 2
million to chronic obstructive pulmonary disease
(COPD), and 0.95 million to lung candeDf the 68.3
million deaths predicted for 2020, 11.9 million are
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expected to be the result of respiratory diseasssP numerous drug studies have appedfédFew articles
is the main cause of death from infectious diseases armabout pneumonia and drug therapies were found when
ranks in sixth place overall, accounting for 16 searching the journal, and those that were published
deaths/100 000 inhabitants every yedhe WHO has pertained to very specific situations or circumstances.
estimated the rate of CAP-related mortality in 35Thus, a study by Gonzalez-Moraleja et @nalyzing
European countries and found great differenceghe cost of inappropriate admissions for pneumonia was
indicating uneven data registratibn.In Spain, undertaken because of the very different costs generated
respiratory diseases generate the greatest morbidity arny hospital or outpatient care at a moment in time when
mortality, after cardiovascular diseases and cénaed  rational use of available services and cost cutting is the
among the diseases ranking as the main causes of deatie. Another study, by Fernandez Alvarez and
only Alzheimer's disease and pneumonia werecolleagues® showed that the duration of intravenous
associated with statistically significant increases of 4%antibiotic therapy for CAP had an effect on the mean
in adjusted mortality rates for the 1995 to 1998length of hospital stay and cost of treatment but did not
period’® In Spain, 4254 men and 3998 women died ofadd apparent benefits in selected groups of patients.
pneumonia in 1999, giving a mortality rate of 14.1 Recent years have seen the development of a
deaths per 100 000 inhabitants; according to figurezampaign to disseminate health information, an
published in December 2004 by the national statisticsmportant and interesting project of the Spanish Lung
institute, the mortality rate was 19.5 per 100000(RESPIRA) Foundation. The focus is on respiratory
inhabitants in 2002, putting pneumonias in ninth placediseases that present important health care problems
among causes of death in the country, with ratedecause of their incidence or their cost to the
varying between autonomous communities from 11 pecommunity. The focus of attention was COPD in
100 000 inhabitants in Catalonia to 34 per 10000020027*° and asthma in 200%82' Such year-long
inhabitants in Aragoh. CAP-related mortality is attention to a single issue has the main purpose of
determined by several factors: the manner of clinicalraising awareness of a problem among the general
presentation, etiology, and patient characteristicspublic and public health authorities as well as among
Mortality rates range from 1% when hospitalization is physicians themselves. In that context, the RESPIRA
not needed to 5% to 15% in hospitalized patients. RateBoundation and SEPAR were asked by the Spanish
rise still higher to around 25% for patients needingMinistry of Health and Consumer Affairs to declare
intensive care unit (ICU) admission and to 50% if 2004 to be pneumonia awareness year. The board of
mechanical ventilation is indicatéd. directors of SEPAR created a pneumonia awareness
The economic impact of pneumonia is great becauseommittee in 2003 to plan activities to spread
of the health care resources consumed, with relatethformation and encourage discussion of the disease.
costs generated both directly (drugs, medical visits, and The principal aims of the pneumonia awareness year
hospital admissions) and indirectly (days lost fromwerea) to raise the general public's awareness of CAP
work and school). In the United States of America, withand distribute information about how it is treated and
4 million episodes and 1.1 million hospital admissionsprevented; b) to alert health care professionals at
every year, an annual expenditure of US $34 400different levels (specialists and primary care physicians)
milions' means the cost of CAP is $7000 for casesto the clinical and therapeutic problems this disease
treated in hospital and $200 for outpati€fitd. large  creates and emphasize the role of the pneumologist in
part of the direct cost of treatment, therefore, istreatment and researat);to call the attention of public
generated by hospitalizatidf.In Spain, Monge and spokespersons, politicians, and social commentators to
colleague¥ observed a mean annual rate of the epidemiologic importance of pneumonia; afdo
hospitalization of 160 cases per 100 000 inhabitants peraise the awareness of public health care policy
year, a figure that increased 3-fold in the age brackeadministrators and institutions regarding the importance
over 65 years (5.23 cases/1000 inhabitants per yeardf pneumonia in our community so that appropriate
although those authors also saw great differences froractions can be taken, especially preventive ones.
one Spanish autonomous community to another. ThufRarticularly targeted for the last goal was the
annual rates ranged from 2.4 cases/1000 in Catalonia tevelopment of comparable criteria for pneumococcus
0.8 cases/1000 inhabitants in the Canary Islands. Thand influenza virus vaccination in the different Spanish
more than 51 000 patients admitted every year genera@tonomous communities with a view to assuring that
the spending of arour@l15 million annually! Even if  resources and opportunities are geographically
we exclude 20% of admissions for being inappropriatebalanced.
the cost of hospitalization for CAP would still range  The pneumonia awareness campaign was launched in
from €35 to€80 million annually. Another recent study Barcelona, where a press conference brought together
calculated the direct costs generated by patientfournalists from news agencies, the specialist press,
admitted with CAP to be €1553 (85% for radio and television, and digital news media. The
hospitalization), whereas the average cost of outpatierdnnouncement received considerable media attention.
treatment wa€19612 Later in the year information about planned activities
The situation of pneumonia in R&HIVOS DE  was sent to all members of SEPAR through the
BRONCONEUMOLOGIA contrasts with that of other association’s publications, and national and local press
respiratory diseases, such as COPD, about whicltonferences were held in Barcelona, Madrid, Valencia,
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Bilbao, and Seville to publicize the events widely. Thepress conference in April 2004 and the final paper is
message conveyed was that SEPAR had named 2004 still pending publication. Only a single other survey
be pneumonia awareness year for the following reasonsvas found among the publications inr@sivos DE
“Pneumonia is a common and potentially seriousBRONCONEUMOLOGIA since 1998 the aim of the study,
disease consisting of lung infection or severepublished in 1999, was to determine the situation of
inflammation. Many microorganisms—viruses, bacteria,domiciliary mechanical ventilation in Spain; the target
fungi—-can cause pneumonia but the cause remaingopulation was health care professionals, however,
unknown in 40% to 50% of the cases. In spite ofrather than the general pubfic.

progress in investigating this disease, the overall To meet other objectives for the awareness year, a
mortality rate holds steady at around 5%. The reakourse on pneumonia was develgexhd accredited
incidence of pneumonia in Spain ranges from 5 to 1(by the Spanish commission for continuing professional
cases for every 1000 inhabitants, and that figure rises tdevelopment for physicians (SEAFORMEC). The
50 cases per 1000 inhabitants in the population over 6Bourse was given through printed reading matter and
years of age. Pneumonia is also one of the principainformation was posted online. Online tutoring from
causes of infant death: 4 million children die of specialists was available in all the Spanish autonomous
pneumonia every year in developing countries.communities. A total of 1153 physicians enrolled in the
Smoking and alcoholism are risk factors that predisposeourse, which targeted primary care physicians wishing
an individual to pneumonia. It is important to see ato update their knowledge of CAP treatment and
doctor at the first appearance of symptoms (coughprevention. Such physicians, who are in direct contact
fever, chills, chest pain, and shortness of breath)with the community, are the first step in the health care
Annual vaccination against the influenza virus andsystem. To act within the framework of a public health
pneumococcus is the main preventive measurecare system, both types of caregivers—pneumologists
Antibiotics are essential in the therapeutic arsenal foland primary care physicians—must be coordinated and
fighting pneumonia, but they should never be usedeady to share responsibiliy.Such cooperation is
carelessly or without a medical prescription as impropeessential given the high prevalence of respiratory
use can lead to the development of resistant strains.” diseases treated in the primary care setting.

The content of the 365-day campaign against A campaign to promote vaccination against influenza
pneumonia was reflected in a booklet titlddpleno  and pneumonia among groups most at risk was initiated
pulmén literally “a full lung” but also a Spanish inthe autumn of 2002.
expression related to calling out news loud and clear. We must also remember an important aspect of the
The following activities were listeda) an informative  correct treatment of pneumonia, namely the serious
campaign targeting the general populationscientific ~ problem of antibiotic resistance. In Spain, the rate of
studies on pneumonia that were being promot¢d  resistance oStreptococcus pneumonjdbe main cause
professional development course to update knowledgef CAP, is among the highest in the world. As this
on pneumoniad) a telephone survey to ascertain theresistance affects treatment options, we must
general public’s level of knowledge of the diseaga understand our clinical context. One multicenter study
campaign to promote vaccination in high-risk groups,carried out by members of the Assembly on
and finally, f) the preparation of a consensus paperTuberculosis and Respiratory Infections (TIR) of
discussing the proper treatment of pneumonia. SEPAR had as its objective to study the epidemiology

A web page was created (www.neumonia2004.compand clinical manifestations of CAP fro8 pneumoniae
to make key information available to the public in the strains that were resistant to antibiofit3he rates of
form of a comprehensive, easy to understand guide toesistance were 35.7% to penicillin, 27.4% to
the disease. Physicians were also offered a completerythromycin, 2.8% to third-generation cephalosporins,
bibliography of professional literature on the disease. Aand 0.6% to levofloxacin, although the figures for
space for articles in the general press on pneumonia waenicillin resistance appear to have stabilized at this
also provided, as well as a space to convey informatiorime.
to journalists. The site was created to have a way to Finally, within the framework of the year dedicated
regularly post updated information on the plannedto awareness of pneumonia, the CAP study group of the
activities throughout the campaign year and to give allTIR Assembly brought together a substantial number of
participants in this ambitious project their own space. pneumologists with the aim of reaching a consensus on

One of the key activities was to carry out a survey inthe main diagnostic processes and therapeutic regimens
which computer assisted telephone interviewingfor this disease, given the need to create consistent
technology was used. Various population groups wergrocedures to correct the current differences between
targeted and the purpose was to ascertain the level @&panish autonomous communities. The efforts of this
knowledge of pneumonia among Spaniards and theigroup were recorded in the SEPAR guidelines for CAP
attitudes regarding prevention and treatment. Rates afiagnosis and treatmefit, which brought earlier
vaccination against the pneumococcus and the influenzguidelines up-to-date and into keeping with current
virus were determined by age brackets, sex, urban oscientific evidence, adapted to the Spanish situation
rural residence, and geographic area. Iltems asked abowith regard to resources, drugs, and patient care
measures the interviewees would take in case otapabilities. These recommendations, designed to
pneumonia. The preliminary results were presented at provide a practical tool for doctors who treat
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o TABLE 1 o word pneumoniawas present (eg, articles concerning
Publications Related to Pneumonia in AcHivos bronchiolitis obliterans with organizing pneumonia).
DE BRONCONEUMOLOGIA , by Year: Search on the Web Site of The numbers of articles directly related to pneumonia

the Spanish Society of Pulmonology and Thoracic Surgery ; ;
) . published from 1998 through June 2006 are shown in
(SEPAR) (Key Word: Pneumonia) Table 1. The distribution of the 67 articles by type of

Year of Publication No. of Articles publication is shown in Table 2: 10 editoriaf$ 18
original articles>!63¢-516 special article®5” 1 review
1998 6 article’® 1 paper in the SEPAR recommendations
%883 2 series? 8 case reports;*° 20 letters to the editf,**and
2001 7 3 other sets of guidelinés®® The 3 other sets of
2002 4 guidelines included a SEPAR working group’s
2003 13 recommendations on the diagnosis of ventilator-
2004 6 associated pneumorfiayecommendations issued by a
2005 11 SEPAR working group in cooperation with other
2006 (January-June) 5 o . .
Total 67 societies on the treatment of serious nosocomial
pneumoni&® and a third giving recommendations from
the Latin American Thoracic Association (ALAT) on
TABLE 2 nosocomial pneumonfdin addition to those 67 articles,
Type of Published Article Related to Pneumonia 11 more were published In various ann!la| supplements
in ARCHIVOS DE BRONCONEUMOLOGIA , From January 1998 or those related to semin®¥° or simply other
Through June 2006 supplement&- Some were overviews of hot topics in
pneumology® That brought the total to 78. Table 3
Type of Article No. of Articles shows the types of publication that appeared, by year.
Editoriar 273 10 Noteworthy was the number of original articles
Original Articlets 163651 18 published, 18 in total, and the activity during 2003, the
Special Articl&57 6 most productive year with 13 papers, and during 2005,
Review Article® _ 1 with 11 papers published. The period between 2004 and
SEPAR Recommendatiofis 1 June 2006 saw 25 articles related to pneumonia,
E:tf:rTf?r??E it s - covering nearly all relevant knowledge areas: 3
Other Guidelines/Recommendatiéti§ 3 edl_torlaIsZ'34~35 7 or_|g|nal articles®™* 4 spemal
Supplement Articl&-100 11 articles®57 1 article in the SEPAR recommendations
Total 78 series’® 2 case report®;%¢ 3 letters to the editSf;® 2

other sets of guidelin€$® and 3 articles in special
supplement§1%(Table 4).
pneumonia at whatever level of the health care system, Reviewing the scientific content of articles published
are confined in scope to CAP in immunocompetentsince 1998 revealed substantial changes over time in the
adults £18 years old). Excluded, therefore, are casedines of investigation followed. We were understandably
found in institutionalized patients, who require specialconcerned at first with characterizing pneumonias, risk
consideration. A key point is the recommendation offactors, etiologic patterns, diagnostic methods, and
vaccination, given that SEPAR and the RESPIRAtreatment—in short, in studying how pneumologists were
Foundation favor lowering the age of application, treating the disease in Spain. The studies were
especially for groups at risk. descriptive of the practice setting. One study that helped
The consensus paper was presented formally at thestablish the bases we now work from must be cited. It
national meeting of SEPAR in 2005 in Valencia andwas a multicenter project carried out by SEPAR’s TIR
published in its full form in AcHivos DE  Assembly® a group that has promoted several such
BroNncoONEUMOLOGIAZ® An abridged version was also studies in recent years and can claim publications in
published as a tryptic to facilitate quick consultation of high-impact journals. Referred to as the NACE st@ty,
main points. an acronym derived from CAP in Spanish, that TIR
Two years after the designated pneumonia awareneggoject involved 21 Spanish hospitals and 468 patients
year, we ask what the outcome of the project was, withwith the main objective of determining the diagnostic
the aim of summarizing and analyzing the real short-and therapeutic protocols being followed in relation to
term impact (January 2004 through June 2006) orCAP in this country. The group found that 85% of
publications in &RcHIVOs DE BRONCONEUMOLOGIA We patients required admission and etiologic diagnoses
used the advanced search option on SEPAR’s web siteyere reached in few cases (149%).pneumoniasvas
requesting articles with the wopgheumonian the title  identified as the most common pathogen. Two thirds of
or abstract and specifying the aforementioned datehe patients were over 60 years old, consistent with
limits. Other related publications were also selected tandications that CAP requires admission most often in
extend the search, evenpiheumoniadid not appear in  older age brackets. Comorbidity was present in 75% of
the title or abstract; articles in special supplements thathe cases, and the presence of chronic diseases such as
were not found in the first search were also located. W&OPD was a risk factor. It was seen that guidelines for
excluded articles actually about other entities even if theghe treatment of CAP were generally being followed
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TABLA Il
Distribution of Article Type by Year

Year Editorials 2:;%?:; iﬁ?c(l:fg Er?éﬁw Recocro:JriT?:rlligztsiéns Case Reports | I{ffgeErjitor Supplements

1998 - - 1 1 - - 4 -

1999 1 3 - -~ - 1 4 -

2000 - 1 - - - 1 4 4

2001 1 1 1 - 1 2 1 4

2002 2 2 - - - - - -

2003 3 4 - - - 2 4 -

2004 - 2 2 - 1 - 1 2

2005 2 3 1 - 2 2 1 1

2006 (January-June) 1 2 1 - - - 1 -
and that hospital mortality due to CAP, the percentage TABLE 4
of patients needing ICU admission, and the number of Pneumonia-Related Articles in ARcHIVOs DE
complications were in the low range. Good practice by BRoncoNEUMOLOGIA Between January 2004 and June 2006,
Spanish pneumologists in relation to this disease was Grouped by Type
confirmed in spite of disparity in diagnostic and Type of Aricle No. of Articles
treatment criteria.

Older patients admitted with CAP made up a large Editorial 4% 3
percentage of the sample and as life expectancy is Original Article®! 7
extended we will need to become accustomed to that gpeP'a' ﬁrz!c:é' 4
pattern. The incidence of CAP is known to be| SEPAR Recommendatiois {
significantly higher in the population aged over 70| case Repoft® 2
years, where we also find higher prevalences of chroni¢ Letter to the Editdf-2s 3
and debilitating diseases that increase risk of Other Guidelines/Recommendatiétt 2
pneumonia considerably; that picture also changes the Special Supplement Articie'® 3
range of etiologic agents responsible for CAP, the Total 25

clinical manifestations of the disease, and clinical

course”® Pneumonia in the elderly has special

characteristics and can not be managed in the same wayessure, and elevated phosphate Iefeemente et

as in younger patients. Our review of recental*®found thatthe presence of chest pain was associated
publications in AcHivos DE BRONCONEUMOLOGIA  with a lower risk of death (RR, 0.11).

revealed a concern to deepen our understanding of the In December 2004 Martinez-Moragén et*al
disease in this population. Another article from published an interesting study in which they analyzed
SEPAR’s TIR Assembly must be highlighted in this line differences in CAP in elderly residents of geriatric
as it is the first prospective multicenter study of CAPfacilities in comparison with patients living in private
characteristics in patients over 65 years'®8&ixteen  homes. CAP in institutionalized geriatric patients is
participating Spanish hospitals treated 503 patients witltonsidered different in terms of etiology, presentation,
a mean age of 76 years. Contrary to common beliefand prognosis. Very few Spanish studies have been
CAP was acute in 63% of the cases &dneumoniae done to confirm that profile, however, so Marin and
was the causal agent in 49% of the cases for which Alsonsd® made special mention of that study in their
microbiologic diagnosis was available. Mortality, at 2005 survey of publications in the 2004 volume of
11%, was low compared with the crude mortality rate ARCHIVOS DE BRONCONEUMOLOGIA Martinez-Moragén

of 20.8% observed in a retrospective study by Clementand coworkers prospectively analyzed CAP in admitted
et af®in 2002 but was similar to the hospital mortality patients over 65 years old over a period of 18 months,
of 10% and the 30-day mortality of 13% observed bywith special attention to functional status and
Saldias Pefiafiel et & Risk factors for poor prognosis comorbidity. Ninety-one patients, 25 from geriatric
identified in the TIR study? were as follows: patient facilities, were enrolled. The geriatric facility residents
previously bedridden, altered mental status, absence afere older and had more concomitant diseases
chills, plasma creatinine levels over 1.4 mg/dL, a ratio(P=.0001) and more functional impairment. Mortality
of PaQ to inspired oxygen fraction (FiO) less than 200 was higher in residents of geriatric facilities (28%) than
upon admission, and kidney failure or shock during thein those living in private homes (4.5%), although the
pneumonia episode. Other independent risk factorsate for home-living patients was lower than that
associated with mortality that have been found areeported from earlier studié%*>1%2Urea nitrogen level
serum creatinine level of 1.2 mg/dL (relative risk [RR], was the best predictor of mortality in this population.
13.9), bedridden patient (RR, 5.7), R#00O, of 200  Finally, if CAP in the immunocompetent elderly patient
(RR, 5), and neoplastic disease (RR, #;1)Jand requiring admission is a prevalent disease with
advanced age (83 years), absence of cough, low bloogarticular clinical and epidemiologic characteristics,
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course, and prognoétsin and of itself, it can also be and Coronary Care Units (GTEI, SEMICYUC), the TIR
seen from the analysis of source of transfer prior tcAssembly of SEPAR, and the Hospital Infection Group
admission that cases coming from group residentiabf the Spanish Society of Infectious Diseases and
facilities are particularly severe and such provenance i€linical Microbiology (GEIH-SEIMC).
a maijor risk factor for death even if the etiologic agents In September 2005, Menéndez et aublished an
do not differ from the usual ones. editorial analyzing factors influencing poor outcome and
With the first issue of 2000, #cHivos DE  mortality in pneumonia. Starting with the fact that CAP
BrRONCONEUMOLOGIA®® became the official journal for may have a poor outcome even when antibiotic therapy
communicating the scientific activity of the Latin covers an adequately broad spectrum and the pathogen
American Thoracic Society (ALATP*% Since then, is sensitive, the authors emphasized the development in
SEPAR and ALAT have been in close contact andrecent years of prognostic scales for estimating the
contributions from ALAT members have been publishedlikelihood of death in CAP in a way that can be applied
at a steady rate. Consistent with attention to othehomogeneously and universally. Such scales have
diseases, such as COPD, for which the ALAT treatmenmanaged to focus attention on signs of unfavorable
guidelines were publishéf%” the journal also evolution unrelated to the pathogen itself but rather to
published a special article presenting the society’she process within the patient. Various papers were
guidelines for CAP treatment in August 2004hereby  published within this line of investigation and yet
providing a  useful update  of  previous another project was organized by the TIR Assembly, on
recommendations. CAP treatment failure in Spain (the NEUMOFAIL
Our colleagues across the ocean must also cope witktudy)!%®19A newer approach is to identify risk factors
the problem of antibiotic resistances, sharing ourrelated to response to therapy, as such information is
concern forS pneumoniausceptibility. A search for the more useful for detecting poor evolution whether the
appropriate  antimicrobial agent motivated an patient’s risk classification is high or low for mortality.
international clinical trial to evaluate the efficacy and Nonetheless, it is clear that analyzing response to
safety of treatment with moxifloxacin in comparison therapy requires further research on the relationship
with amoxicillin in patients suspected of pneumococcalbetween the host and the microorganism. One
CAP# That study reflected experience in 5 Latin hypothesis that is being investigated holds that an
American countries, listing germs isolated, patterns ofimbalance in the host's response expressed by
antibiotic sensitivity, and clinical and microbiological overproduction of proinflammatory cytokines (tumor
findings. The high prevalence & pneumoniaevith necrosis factor [TNF§r and interleukin [IL] B) is
low susceptibility to penicillin was documented and related to poor outcome. High IL-6 and ThdHevels
should be taken into account in establishing empiricahave been found in the context of CAP and have been
treatment guidelines for those countries. correlated with mortality,. Why an exaggerated
Another Latin American study, carried out in Chile, inflammatory response develops, with negative effects
looked at the role of bronchoalveolar lavage in theon outcome, is poorly understood, although it is possible
diagnosis of pneumonia due to opportunistic germs irthat the microorganism itself and the bacterial load
immunodepressed childréh. Complications were might trigger increased production of cytokines and
assessed and it was found that the approach was safdfect antibiotic treatment and the host’s susceptibility as
provided sufficient diagnostic yield, and allowed anwell. Given that cytokine production is genetically
etiologic diagnosis of lung infiltrates to be reached. Stilldetermined, a line of investigation has developed to look
in Chile, Diaz et d undertook a prospective, for a relation between genetic polymorphisms and host
descriptive study of the clinical presentation, prognosticresponse to infection along with course of disé®se.
factors, and treatment of adults admitted to ICUs withMeanwhile, clinicians need biological markers able to
severe CAP. Of the 113 patients in the series (measpstimate therapeutic response as well as treatments
[SD] age, 73 [15] years), 95% had concomitant diseaseseady to modulate it. Currently, C reactive protein and
and 81% belonged to a high risk category according t@rocalcitonin are the most promising, as elevated
the pneumonia severity index (PSI). The etiology wasconcentrations have been found to correlate with
demonstrated for 31% of the case&®: pneumoniae treatment failure.
(40%), gram-negative bacilli (17%), aridycoplasma Rodriguez de Castro and cowork&tsliscussed this
pneumoniae (6%). Among the main complications line of research in a 2005 supplement on related hot
observed were need for mechanical ventilation (45%)topics. It is clear that there is individual variation in
septic shock (26%), heart failure (24%), and susceptibility to infectious diseases and differences in
arrhythmias (15%). The mortality rate at 30 days washow severely they run their course, and it has always
16.8% and factors associated with a higher risk of deatbeen suspected that genetic factors must play a role in
were acute kidney failure (odds ratio [OR], 5.1) andsusceptibility in addition to the known environmental
blood sugar level over 300 mg/dL (OR, 7.2). factors. Debate is underway and the authors asked how
November 2004 saw the publication of much our genetic make up can account for the different
recommendations for severe nosocomial pneurffoniaways of responding to the same infection,
drafted jointly by several scientific societies such as thendependently of other well-known factors such as the
Expert Committee on Infectious Diseases of theprior immunological status (acquired immunity) or
Spanish Society of Intensive and Critical Care Medicinevariations in virulence of the microorganism. The
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human genome project has provided a starting point foyear matters more than the nature of specific academic
analyzing human genetic diversity.Single-nucleotide  qualifications.
polymorphisms are the most important and prevalent In the same June 2005 issue of the journal
type of variation in the human genome, accounting forCapelastegui et #lalso investigated whether variation
most of the genetic differences between individfdls. in CAP treatment was influenced by which hospital
Among the polymorphisms implicated in antigen department took responsibility and if there was an
recognition are complement system proteins likeeffect on clinical course. They compared patients
mannose binding lectin (MBL), a pluripotent molecule treated by departments of pneumology, internal
of the innate immune system which is able to activatenedicine, infectious diseases, and a mixed group of
complement once it binds to various sugars on thespecialties, looking at treatment and outcomes in a
surface of the microbe. MBL can also act directly as arrandom sample of patients drawn from among CAP
opsonin. After discussing the varieties of MBL patients admitted to 4 hospitals. Once severity had been
polymorphism, the authors note that while it is true thatadjusted for, the most severely ill patients treated by
the allelic variants associated with low protein titers arepneumologists had hospital and 30-day mortality rates
linked to greater susceptibility to CAP, normal wild- that were lower than those of internists and a duration
type genotypes confer a greater risk of developing moref intravenous treatment that was significantly shorter.
severe forms of the disea$&.The next phase in the The latter observation seems to partly explain the
analysis of genetic associations in infectious diseaseshorter hospital stays for patients treated by the
will allow us to select candidate genes to study inpneumology department. Other authors, however, have
humans to further our understanding of the moleculaobserved that duration of intravenous antibiotic therapy
events that must take place for a pathogen to invade does not appear to add benefits.
host as well as the events required for a host to The retrospective nature of the study by Capelastegui
eliminate the pathogen. That knowledge will and colleagueé® and the lack of homogeneity of the
undoubtedly revolutionize research and development ipatients admitted by the different departments
the area of vaccines and antimicrobial drugs. prevented the authors from reaching definitive
In a June 2005 editorial by Rodriguez de Calstinig conclusions, although the differences in mortality rates
guestion was posed: does a medical specialist providebserved could be attributed to differences in
the patient with better care? Two issues must bentimicrobial therapy—pneumologists seem to use more
considered in responding it seems: on the one hanthacrolides than internists. The antibiotic therapy was
there is the cost of health care and on the other theonsidered appropriate, however, in over 80% of the
course of the patient’s illness. A factor that clearlycases in all departments and in more than 90% of the
influences the first is the profile of physician giving cases in the internal medicine department. Certain
care and it seems clear that given the same type dftudies suggest that including a macrolide antibiotic in
patient, a specialist’s care costs more, although it is alsthe initially prescribed regimen is associated with lower
necessary to assess whether such care improves cliniaalortality**? other authors, however, have been unable
course. Among respiratory diseases, improved outcom& confirm those findings3114
has only been demonstrated for asthma. An objective Capelastegui and colleagffespublished another
would be to study the influence of physician profile on original article in June 2006 in which they assessed the
the use of resources to treat CAP and on prognosis. Wevolution in quality of treatment of patients admitted
know that CAP patients who are hospitalized generatavith CAP over a period of 4 years. Previously it had
higher health care costs than do those treated dseen demonstrated that applying practice guidelines
outpatients; nevertheless, at present there are nfslom March 2000 onward improved results of CAP
consistent criteria for deciding whether to hospitalize atreatment!® In that prospective, observational study,
pneumonia patient or nét,for deciding duration of the authors demonstrated statistically significant trends
hospital stay, or for guiding the use of antibiotics usedin the following indicators: reduced cost of
in different hospitals. Earlier studies, for example, hospitalization P<.001), shorter hospital stayB<.05),
analyzed the influence of duration of intravenousand shorter duration of total antibiotic therapx.05),
therapy on duration of hospital stay and ¢bst. increased coverage of atypical pathogéhs@01), and
Although it is possible that differences are related togreater administration of antibiotics within the first 8
severity or associated risk factors, it is likely that hours P<.001). They found no significant differences
medical specialty affects variation in care processesn hospital mortality, 30-day mortality, or readmissions
followed, the treatment chosen, and therefore inwithin 30 days. They also identified 2 areas for
outcome for the patient; it can also be speculated thamprovement: the low percentage of admissions to the
differences in CAP treatment observed among differenintensive care unit (4.4%) and inappropriate admissions
specialists could be reduced if structured protocols weref low-risk patients (PSI I-11l) (36.8%). Therefore, their
followed, according to the editori&lThe author noted main conclusions were that the systematic monitoring
the scarce differences in treatments prescribed bwf indicators in the guide allowed them to understand
pneumologists and infectious disease specialists, aand assess their clinical practice, verify favorable
observation that underlines the role of medicalevolution of many of the indicators, and identify aspects
experience in treating these diseases and, specificallyp improve. For clinicians, the use of guidelines and the
that the volume of patients treated over the course of aystematic monitoring of indicators should become
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features of usual clinical practice, as ongoing qualityspecific vaccination against the pneumococcus.
assessment of practice and control of variability will Alternatively, it can involve attempts to eliminate risk
then be possible. factors that favor the development of the disease, for
Another area of content reviewed was that of CAPinstance through influenza vaccination or anti-smoking
patients who also have COPD. An article by Merino-campaigng>525458.99.117 Egcribano Montaner et %l
Sanchez et @published in November 2005 analyzed pointed out the importance of influenza vaccination for
the incidence, severity (PSI class), and mortality rateppneumonia prevention, given that the influenza virus
associated with pneumonias occurring in a cohort ofrequently predisposes the patient to develop serious
596 patients with a diagnosis of COPD over a period obacterial pneumonia by altering the ability of the lung
3 years. They found the overall incidence of pneumoniao eliminateS pneumonia€The bacterial load therefore
to be 55.1/1000 person-years. The severity of COPDincreases and along with it the inflammatory response
based on FEVas a percentage of predicted was mild into that pathogen. As noted by Vil4 et*ainfluenza
9 patients, moderate in 24, and severe in 42. Seventyaccination reduces the need for hospitalization for
six (86.3%) episodes were CAP and 12 (13.6%) wereither influenza or pneumonia and reduces mortality as
nosocomial. Fourteen CAP episodes were class Wvell. The SEPAR guidelines on CARgive thorough
severity, 28 were class 1V, 20 class lll, and 14 classes toverage of the use of the pneumococcal vaccine.
and Il. Overall mortality was 12.5%; among nosocomial In March 2006, Rodenstéihreflected on the world-
pneumonias the rate was 41.7% and among CAP casesde panic engendered by the severe acute respiratory
it was 7.8% (OR, 6.67; 95% confidence interval, 1.65-syndrome (SARS). In an editorial in June 2003,
26.93). Assessing CAP mortality rates by severity, clas8lanquef® had discussed a situation that began in
V mortality was 35.7%, class IV was 3.5%. No deathsNovember 2002 in several cities in the Guandong
occurred in the other severity classes. Thus, COPDegion of China with the outbreak of an atypical
patients have a high incidence of pneumonia, and ovepneumonia whose etiology was unknown at first and
half the cases of CAP (55.2%) fall into risk classes IVwhich was later attributed to coronavirus. SARS
and V in these patients. In another study, Ruiz de Ofia énitially infected 8098 persons, of whom 774 died.
al observed retrospectively that COPD patients withHealth care professionals who were on the front line
CAP had a mortality rate and duration of hospital staymade up 21% of the patients. Now, the avian flu had
comparable to those of other CAP patients of highercaught our attention over the past several months as
risk levels (classes IV and V). These authors foundRodenstein wrote.
significant differences in the percentage of patients with We come to the last of the original articles published
COPD who used home oxygen therapy between thosi the period under review: a study of the non-invasive
who died (75% used oxygen) and those who did nodiagnosis of pulmonary inflammation that appeared in
(37% used oxygen), as well as differences by risk classMarch 2006 Diverse approaches have been used to
Solsona et &l° reported a mortality rate of 23% for achieve that complex goal, and the level of efficacy and
COPD patients requiring ICU admission and safety has varied a great deal. The normal lung balance
mechanical ventilation to treat severe CAP. between oxidants and antioxidants is able to maintain
In this review of publications on pneumonia, studiesthe fluids that line airways and fill extracellular spaces
of diagnostic methods must be included. Thus, a Marchin a highly reduced state. Increasing the concentration
2006 editorial by Molino% noted that the simple of oxidants or decreasing or overusing antioxidants will
methods such as detection of wurinary antigenlead to imbalance. The result is oxidative stress, a
components olLegionella species ands pneumoniae phenomenon that forms part of the essential chain of
have progressed considerably and brought benefitevents that results in a state of airway inflammation
applicable to daily clinical practice. It is clear that the after bacterial infection. Collection and freezing of
availability of an etiologic diagnosis of CAP contributes exhaled breath condensate (EBC) is a technique for
to fast, reliable prescription of directed antibiotic sampling fluids coating the airways for analysis of
therapy and, in the words of the author, would meansubstances that become dissolved as air passes through.
prescription of narrower spectrum antimicrobial agentsEBC analysis is the subject of a certain amount of
or avoidance of combinations. The basis for urinedebate because of great variability in results and the
testing is the fact that microbial antigens concentrate irscarcity of systematic studies on the technique. Romero
that fluid more than in others and that there is a lack okt aP* asked whether EBC analysis could reflect the
antibodies to affect the results. The sensitivity of theoxidative stress intrinsic to pulmonary inflammation in
S pneumoniaeurinary antigen test in patients with the context of severe pulmonary infection, as oxidants
bacteriemia is 75% to 85%. In patients who are notbecome more abundant. The authors studied 48 patients
bacteremic the sensitivity is 50% to 80%. Specificityin 4 groups: subjects without respiratory disease and
exceeds 95%. We have sufficient experience to considgratients with multilobar pneumonia of various
that urinary antigen testing is a development that isetiologies, COPD, or severe pneumonia necessitating
useful for early, reliable diagnosis of pneumonia due tomechanical ventilation. An EBC sample taken within 72
Legionellaspecies an& pneumoniae hours of admission was analyzed for nitrite, nitrate,
Prevention of CAP is another knowledge area to8-isoprostane, and myeloperoxidase (MPO). Significant
consider. Prevention can take the form of fighting differences were detected between the control group
against causative pathogens, the typical action beingnd the patients but not between the different patient
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groups. The authors therefore concluded that EBC 7
analysis of 8-isoprostane and MPO could provide an
indication of oxidative stress in the airways of patients g.
with lung infections.

Approximately a year and a half has passed since the ©:
pneumonia awareness year and the project has left us
with important scientific contributions. The objectives
were ambitious and, when a project of this scope comesio.
to an end, one is always left with the feeling that more
could have been accomplished or something could hav
been done better. In the end, we are aware that a singlé
year is little time for a discussion of any
disease—whether COPD, asthma, pneumonia, sleep2.
disorders, or cancer—but we hope to have contributed to
furthering knowledge in some measure and improving ;5
the treatment of pneumonia in Spain. We are aware that
we must defend our specialty and broaden the horizonsi4.
of clinical research, which plays an increasingly
important role in pneumolody® Our commitment to
our community obliges us to move into new areas andis,
face new challenges, such as involving ourselves more
in caring for the critically ill respiratory patient and
promoting the creation of intermediate respiratory care
units where pneumologists can themselves manage
severe pneumonid® We must remember that other
respiratory infections loom. Imported respiratory
infections have been rare in Spain, yet recent years have
seen more travel to exotic destinations and immigration ;,.
has increased appreciably. These trends suppose new
challenges and dangers. In fact, such contacts should
now enter into the differential diagnosis of
pneumonig?0-122

In the end, the RESPIRA Foundation and SEPAR are
scientific associations that work within the framework 19.
of the society that created them. These associations2
therefore, have as their aims to increase scientific 2%
knowledge and promote better health and habits in theyq
community served. In a modern developed society like
ours, health campaigns can only be based on makin
appropriate, accurate, and adequate information
available to the public.

18.

2.

23.
REFERENCES

1. European Lung White Book. European Respiratory Society and 5,
European Lung Foundation, The First Comprehensive Survey on =~
Respiratory Health in Europe. In: Loddenkemper R, Gibson GJ,
Sibille Y, editors. Bruselas: ERSJ Ltd.; 2003.

. Joniken C, Heiskanen L, Juvonen H, Kallinen S, Karkola K,
Kporpi M, et al. Incidence of community-acquired pneumonia in
the population of four municipalities in eastern Finland. Am J
Epidemiol. 1993;137:977-88.

. Almirall J, Bolivar |, Vidal J, Sauca G, Coll P, Niklason B, et al.
Epidemiology of community-acquired pneumonia in adults: a
population based study. Eur Respir J. 2000;15:757-63.

. Santos de Unamuno C, Llorente MA, Carandell E, Gutiérrez M,
Riera J, Ramirez A, et al. Lugar de atencion, etiologia, y
tratamiento de las neumonias adquiridas en la comunidad de
Palma de Mallorca. Med Clin (Barc). 1998;110;290-4.

. Lopez AD, Murray CC. The global burden of disease, 1990-
2020. Nat Med. 1998;4:1241-3.

. Miravitlles M, Figueras M. El coste de la enfermedad pulmonar
obstructiva crénica en Espafia. Opciones para una optimizacion
de recursos. Arch Bronconeumol. 2001;37:388-93.

25.

26.

27.

28.

29.

Rodriguez de Castro F. Influencia de la especialidad en el
manejo de la neumonia hospitalizada. Arch Bronconeumol.
2005;41:297-9.

Regidor E, Gutiérrez-Fisac JL, Calle ME, Otero AA. Patron de
mortalidad en Espafia, 1998. Med Clin (Barc). 2002;118:13-5.
Fine MJ, Smith MA, Carson CA, Mutha SS, Sankey SS,
Weissfeld LA, et al. Prognosis and outcomes of patients with
community-acquired pneumonia. A meta-analysis. JAMA. 1996;
275:134-41.

Halm EA, Teirstein AS. Clinical practice. Management of
community-acquired pneumonia. N Engl J Med. 2002;347:2039-
45.

ell. Monge V, San-Martin VM, Gonzalez A. The burden of

community-acquired pneumonia in Spain. Eur J Public Healt
2001;11:362-4.

Bartolomé M, Almirall J, Morera J, Pera G, Ortun V, Bassa J, et
al. A population-based study of the costs of care for community-
acquired pneumonia. Eur Resp J. 2004;23:610-6.

de Miguel Diez J. Farmacoeconomia en el asma y en la EPOC.
Arch Bronconeumol. 2005;41:239-41.

Masa JF, Sobradillo V, Villasante C, Jiménez-Ruiz C,
Fernandez-Fau L, Viejo JL, et al. Costes de la EPOC en Espafia.
Estimacion a partir de un estudio epidemiol6gico poblacional.
Arch Bronconeumol. 2004;40:72-9.

Gonzélez-Moraleja J, Sesma P, Gonzéalez C, Lépez ME, Garcia
JF, Alvarez-Sala JL. ¢Cudl es el coste de las neumonias que
ingresamos inadecuadamente? Arch Bronconeumol. 1999;
35:312-6.

16. Fernandez Alvarez R, Gullén Blanco JA, Rubinos Cuadrado G,

Jiménez Sosa A, Hernandez Garcia C, Medina Gonzélvez A, et
al. Neumonia adquirida en la comunidad: influencia de la
duracion de la antibioterapia intravenosa en la estancia
hospitalaria y relacion coste/efectividad. Arch Bronconeumol.
2001,;37:366-70.

Diaz-Lobato S, Mayorales Alises S. Andlisis de
publicaciones sobre la EPOC en R&IVOS DE
BRONCONEUMOLOGIA 2 afios después de la designacién del Afio
EPOC. Arch Bronconeumol. 2004;40:575-9.

Rodriguez Roisin R, Alvarez-Sala JL, Sobradillo V. 2002: un
buen afio capicta para la EPOC. Arch Bronconeumol.
2002;38:503-5.

Le6n Jiménez A. Afio 2002 y EPOC. Arch Bronconeumol. 2003;
39:377.

Bazis T. 2003, Afio del Asma. Arch Bronconeumol. 2004;
40:339-40.

de Diego-Damia A, Martinez-Moragén E. Impacto cientifico del
Afio Asma 2003: analisis de las publicaciones eaHivos DE
BroncoNEumoOLOGIA Arch Bronconeumol. 2005;41:679-85.

de Lucas Ramos P, Rodriguez Gonzalez-Moro JM, Paz
Gonzélez L, Santa-Cruz Siminiani A, Cubillo Marcos JM.
Estado actual de la ventilacion mecéanica domiciliaria en Espafia:
resultados de una encuesta de ambito nacional. Arch
Bronconeumol. 2000;36:545-50.

Aspa J, Rajas O, Rodriguez de Castro F, Zalacain R. NAC:
neumonia adquirida en la comunidad. Programa de Formacion.
Barcelona: Edipharma, Pharma Consult Services, S.A.; 2004.
Martin Escribano P. Relaciones de la neumologia con la
medicina de atenciéon primaria. Arch Bronconeumol.
2000;37:295-7.

Alfageme |, Aspa J, Bello S, Blanquer J, Blanquer R, Borderias
L, et al. Normativa para el diagnéstico y tratamiento de la
neumonia adquirida en la comunidad. Sociedad Espafiola de
Neumologia y Cirugia Toracica (SEPAR). Arch Bronconeumol.
2005;41:272-89.

Aspa J, Rajas O, Rodriguez de Castro F, Blanquer J, Zalacain R,
Fenoll A, et al. Pneumococcal pneumonia in Spain Study Group.
Drug-resistant pneumococcal pneumonia: clinical relevance and
related factors. Clin Infect Dis. 2004;38:787-98.

Rodriguez de Castro F. Andlisis comparativo de las Normativas
para el tratamiento de las neumonias adquiridas en la
comunidad. Arch Bronconeumol. 1999;35:1-4.

Marrades RM. Hospitalizacién domiciliaria, ¢una nueva
modalidad asistencial? Arch Bronconeumol. 2001;37:157-9.
Torres A, Cayla JA. Las legionelosis: un Guadiana no sélo
neumoldgico. Arch Bronconeumol. 2002;38:1-3.

las

Arch Bronconeumol. 2006;42(10):541-52 549



RAJAS NARANJO O ET AL. 2004: PNEUMONIA AWARENESS YEAR, 2004: SCIENTIFIC IMPACT THROUGH PUBLICATIONS
IN ARCHIVOS DE BRONCONEUMOLOGIA

30. Capelastegui A. Cuando ingresar una neumonia adquirida en l1a50. Capelastegui A, Espafia PP, Quintana JM, Gorordo I, Safiudo C,

31.
32.
33.

34.
35.
36.

37.

38.

39.

40.

41.

42.

43.

44.

45,

46.

47.

48.

49.

comunidad. Arch Bronconeumol. 2002;38:549-51.
Bello S, Torres A. Neumococo y resistencia a quinolonas. Arch
Bronconeumol. 2003;39:97-100.

Gtiles los glucocorticoides? Arch Bronconeumol. 2003;39:143-5.
Blanquer J. Neumonia asiatica-sindrome respiratorio agudo
severo. Epidemia en un mundo globalizado. Arch
Bronconeumol. 2003;39:243-5.

Menéndez R, Torres A. Neumonia: predecir la mala evolucion.
Arch Bronconeumol. 2005;41:475-7.

Molinos L. Deteccibn de antigenos en
Bronconeumol. 2006;42:101-3.

Larumbe Sola Y, Martinez Gutiérrez MA, Tierno Sanquirico C.
Neumonia adquirida en la comunidad remitida al medio
hospitalario. Epidemiologia y actitud diagnéstica y terapéutica.
Arch Bronconeumol. 1999;35:27-32.

Martinez MA, Cordero PJ, Cases E, Sanchis JL, Sanchis F,
Ferrando D, et al. Factores predictivos del engrosamiento pleural
residual en el derrame pleural metaneumoénico. Arch
Bronconeumol. 1999;35:108-12.

Nicolas Sanchez FJ, Vila Justrib6 M, Merino Laborda MT,

Rubio Caballero M. Valor de la puncién transtoracica aspirativa 57.

en el diagnostico etiolégico de la neumonia nosocomial de los
pacientes no ingresados en la UCI Arch Bronconeumol.
2000;36:429-35. i
Villena V, Lépez Encuentra A, Echave-Sustaeta J, Alvarez
Martinez C, Martin Escribano P. Estudio prospectivo de 1.000
pacientes consecutivos con derrame pleural.
derrame y caracteristicas de los pacientes. Arch Bronconeumol.
2002;38:21-6.

Clemente MG, Budifio TG, Seco GA, Santiago M, Gutiérrez M,

Romero P. Neumonia adquirida en la comunidad en el anciano.60.

Factores pronésticos. Arch Bronconeumol. 2002;38:67-71.

Ruiz de Ofia JM, Gomez Fernandez M, Celdran J, Puente-
Maestu L. Neumonia en el paciente con enfermedad pulmonar
obstructiva crénica. Niveles de gravedad y clases de riesgo. Arch
Bronconeumol. 2003;39:101-5.

Saldias Pefiafiel F, O'Brien Solar A, Gederlini Gollerino A,
Farias Gontupil G, Diaz Fuenzalida A. Neumonia adquirida en la
comunidad en el anciano inmunocompetente que requiere
hospitalizacion. Cuadro clinico, factores prondsticos y
tratamiento. Arch Bronconeumol. 2003;39:333-40.

Jardim JR, Rico G, De la Roza C, Obispo E, Urueta J, Wolff M,
et al. Moxifloxacino frente a amoxicilina en el tratamiento de la
neumonia adquirida en la comunidad en America Latina.
Resultados de wun ensayo clinico multicéntrico.
Bronconeumol. 2003;39:387-93.

Valencia Arango M, Torres Marti A, Insausti Ordefiana J,
Alvarez Lerma F, Carrasco Joaquinet N, Herranz Casado M, et

al. Valor diagndstico del cultivo cuantitativo del aspirado 64.

endotraqueal en la neumonia adquirida durante la ventilacién
mecéanica. Estudio multicéntrico. Arch  Bronconeumol.
2003;39:394-9.

Martinez-Moragén E, Garcia-Ferrer L, Serra Sanchis B,
Fernadndez Fabrellas E, Gomez Belda A, Julve Pardo R. La

neumonia adquirida en la comunidad de los ancianos: diferencias66.

entre los que viven en residencias y en domicilios particulares.
Arch Bronconeumol. 2004;40:547-52.
Vega-Bricefio LE, Holmgren NL, Bertrand P, Rodriguez JI,

Barriga F, Contreras |, et al. Utilidad del lavado broncoalveolar 67.

en nifios inmunodeprimidos: rendimiento y complicaciones.
Arch Bronconeumol. 2004;40:570-4.

Cuadro clinico y factores pronoésticos de la neumonia adquirida
en la comunidad grave en adultos hospitalizados en la unidad de
cuidados intensivos. Arch Bronconeumol. 2005;41:20-6.
Capelastegui A, Espafia PP, Quintana JM, Gorordo |, Martinez
Urquiri A, Idoiaga |, et al. Pacientes ingresados por neumonia

adquirida en la comunidad: estudio comparativo en funcion de la 70.

especialidad del servicio médico Arch

Bronconeumol. 2005;41:300-6.

responsable.

Lima-Alvarez J. Evaluacién prondstica de las neumonias en
pacientes con EPOC. Arch Bronconeumol. 2005;41:607-11.

550 Arch Bronconeumol. 2006;42(10):541-52

Agusti C, Torres A. Respuesta inflamatoria en la neumonia ¢son51.

52.

la orina. Arch 53.

Carretero Gracia JA, Nebreda Mayoral T, Acereda Ridruejo Al, 54.

55.

56.

58.

Etiologia del 59.

61.

62.

Arch 63.

65.

Diaz A, Alvarez M, Callejas C, Rosso R, Schnettler K, Saldias F. 68.

69.

Merino-Sanchez M, Alfageme-Michavila |, Reyes-Nufiez N, 71.

Bilbao A. Evaluacion de la practica clinica en los pacientes
ingresados por neumonia adquirida en la comunidad durante un
periodo de 4 afios. Arch Bronconeumol. 2006;42:283-9.

Romero PV, Rodriguez B, Martinez S, Cafiizares R, Sepulveda
D, Manresa F. Estrés oxidativo en el condensado exhalado de
pacientes con infeccién pulmonar grave. Arch Bronconeumol.
2006;42:113-9.

Miravitlles M, de Gracia X. Vacuna antineumocécica. Antiguas
controversias y nuevas indicaciones (l). Arch Bronconeumol.
1998;34:295-9.

Recomendaciones ALAT sobre la neumonia adquirida en la
comunidad. Arch Bronconeumol. 2001;37:340-8.

Escribano Montaner A, de Juanes Pardo JR. Infeccién por el
virus influenza en la infancia. ¢Deberian ampliarse las
indicaciones de la vacuna antigripal? Arch Bronconeumol.
2004;40:231-5.

Grupo de Trabajo de la asociacion Latinoamericana del Térax
(ALAT). Actualizacion de las recomendaciones ALAT sobre la
neumonia adquirida en la comunidad. Arch Bronconeumol.
2004;40:364-74.

Marin JM, Alonso JE. El archivo dercHivos: 2004. Arch
Bronconeumol. 2005;41:341-8.

Rodenstein DO. El sindrome respiratorio agudo grave, la
Organizacion Mundial de la Salud, la gripe aviar e Internet. Arch
Bronconeumol. 2006;42:141-3.

Miravitlles M, De Gracia X. Vacuna antineumocdcica. Antiguas
controversias y nuevas indicaciones (y Il). Arch Bronconeumol.
1998;34:353-7.

de la Cruz Moron |, Alfageme-Michavila I, Mufioz Lucena F,
Ramos P, Rojas JL, Garcia Polo C. Neumonia varicelosa en
adultos: revision de 13 casos. Arch Bronconeumol. 1999;35:357-
9.

Bernabeu Mora R, Méndez Martinez P, Abellan Martinez MC,
Polo Garcia LA, Lorenzo Cruz M, Sanchez Gascon F. Neumonia
lipoidea aguda debida a la aspiracion accidental de vaselina
utilizada en un sondaje nasogastrico. Arch Bronconeumol.
2000;36:485-7.

Villena Garrido V, Sanchez-Bustos Cobaleda F, Rey Terron L,
Menchén Trujillo BJ, Campano Cruz I. Neumonias de repeticion
y empiema poKlebsiella pneumoniaeomo complicacion de la
colecistectomia laparoscépica. Arch Bronconeumol.
2001;37:265-6.

Garcia-Donas Jiménez J, Nufiez Orantos MJ, Fernandez
Sanchez-Alarcos JM, Pontes Navarro JC, Crespo Cobo P.
Neumonias recurrentes secundarias a broncomalacia idiopéatica.
Arch Bronconeumol. 2001;37:324-5.

Abad Fernandez A, de Miguel Diez J, Lopez Vime R, Gomez
Santos D, N4jera Botello L, Jara Chinarro B. Neumonia lipoidea
en relacion con exposicion laboral a pinturas. Arch
Bronconeumol. 2003;39:133-5.

Modesto Alapont M, Reyes Calzada S, Calabuig Mufioz E,
Nauffal Manzur D. Sindrome de Stevens-Johnson asociado a
neumonia atipica. Arch Bronconeumol. 2003;39:373-5.
Casanova Espinosa A, Cisneros C, Girén Moreno RM, Olivera
MJ, Moreno R, Zamora Garcia E. Empiema pleural asociado a
lipoma endobronquial. Arch Bronconeumol. 2005;41:172-4.
Ferreres-Franco J, Blanquer-Olivas J, Pastor-Espla E, Borras-
Pallé S, Galan-Gil G, Jorda-Mifiana A. Sindrome asfictico
intermitente provocado por molde bronquial en zona subglética.
Arch Bronconeumol. 2005;41:638-40.

Ramirez A, Leyes M, Villalén P. Infeccion de las vias aéreas
bajas poMeisseria meningitidig Streptococcus pneumoniaa

un paciente con sida. Arch Bronconeumol. 1998;34:275.

Pifarré R, Rosell A, Mons6é E. Realizacion incorrecta de
maniobras médicas como causa de broncoaspiracion. A
propésito de 2 casos. Arch Bronconeumol. 1998;34:312.

Romero Garuza FJ, la Banda Brusi F, Gambarrrutta Malfatti C.
Complicaciones respiratorias de la sonda nasogastrica. Arch
Bronconeumol. 1998;34:314.

del Castillo Otero D, Calderon Osuna E, Toral Marin J.
Empiema por Actinomyces meyeri.Arch Bronconeumol.
1998;34:410.

Briones Gémez A, Cordero Rodriguez PJ, Nauffal Manzur D.
Neumonia por fiebre Q con presentacion inusual. Arch
Bronconeumol. 1999;35:299.



72.

73.

74.

75.

76.

7.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

90.

91.

92.

93.

94.

95.

96.

RAJAS NARANJO O ET AL. 2004: PNEUMONIA AWARENESS YEAR, 2004: SCIENTIFIC IMPACT THROUGH PUBLICATIONS
IN ARCHIVOS DE BRONCONEUMOLOGIA

Fullana Monllor J, Garcia Bermejo PA, Pellicer Ciscar C. 97.
Absceso pulmonar e hidroneumotérax secundario a infeccién por
Nocardia Arch Bronconeumol. 1999;35:360.

Blanco Garcia JJ, de Miguel Diez J, Hermida Gutiérrez JA. 98.
Neumonia varicelosa: complicaciones del tratamiento antiviral.
Arch Bronconeumol. 1999;35:465.

Sanchez Varilla JM, Rios Martin JJ. Aneurisma adrtico
infeccioso secundario a una neumonia necrotizante. Arch
Bronconeumol. 1999;35:511.

Bello Dronda S. Toxicidad de
Bronconeumol. 2000;36:228.

las quinolonas. Arch

AM. Gestién de la hospitalizacién en neumologia mediante la
aplicacion de un protocolo de adecuacion. Arch Bronconeumol.
2000;36:422-3.

empiema por Gemella morbillorum en un paciente
laringuectomizado. Arch Bronconeumol. 2000;36:601.
administracion de moxifloxacino. Arch  Bronconeumol.
2000;36:603.

Remacha Esteras MA, Herrero Rubio JA, Parra Parra |.
Neumonia bacteriémica pdbtreptococcus equisimilisArch

Bronconeumol. 2001;37:361-2.

neumonia neumocoécica no bacteriémica. Arch Bronconeumol.
2003;39:48-9.

Trujillo E, Herrero Jl, Moyano C. Neumonia fukholderia
cepaciaen un paciente con inmunodeficiencia variable comun.
Arch Bronconeumol. 2003;39:239-41.

Garcia Ordofiez MA, Poyato Gonzalez B. Hospitalizacion de las
neumonias adquiridas en la comunidad. Arch Bronconeumol.
2003;39:240-1.

Unzuaga MJ, Gaafar A, Cisterna R. Infeccion pulmonar por
Nocardia NovaArch Bronconeumol. 2003;39:478.

Reyes Calzada S, Cases Viedma E, Lorenzo Dus MJ. Equimosif09
facial tras fibrobroncoscopia en un paciente trombocitopénico.
Arch Bronconeumol. 2004;40:244.

Diez-Garcia MJ, Andreu AL, Chiner E. Bronconeumonia por
Nocardia asteroides en paciente con EPOC. Arch
Bronconeumol. 2005;41:642-3.

Llombart M, Chiner E, Senent C. Neumonia necrosante por
Bordetella bronchisepticaen una mujer inmunocompetente.
Arch Bronconeumol. 2006;42:255-6.

Alvarez Lerma F, Torres Marti A, Rodriguez de Castro F.
Recomendaciones para el diagnostico de la neumonia asociadag 1
ventilacion mecanica. Arch Bronconeumol. 2001;37:325-34.

Jorda Marcos R, Torres Marti A, Ariza Cardenal FJ, Alvarez- 11-
Lerma F, Barcenilla Gaite F. Recomendaciones para el
tratamiento de la neumonia intrahospitalaria grave. Arch
Bronconeumol. 2004;40:518-33.

Luna CM, Monteverde A, Rodriguez A, Apezteguia C, Zabert G,
llutovich S, et al. Neumonia intrahospitalaria: guia clinica 113
aplicable a Latinoamérica preparada en comun por diferentes
especialistas. Arch Bronconeumol. 2005;41:439-56.

Gallego M, Rello J. Neumonia extrahospitalaria grave. Arch
Bronconeumol. 2000;36 Suppl 4:61-9.

Dorca Sargatal J, Ferndndez Serrano S. Mecanismos d
respuesta inflamatoria en la neumonia: estrategias de
modulacién. Arch Bronconeumol. 2000;36 Suppl 3:69-72. 115.
Vila Justribé M, Falguera Sacrest M. Utilidad de la PCR en
sangre en el diagnéstico de la neumonia adquirida en la
comunidad. Arch Bronconeumol. 2000;36 Suppl 3:73-7.

Torres A. Utilizacion de los macrélidos en el tratamiento
empirico de la neumonia comunitaria. Arch Bronconeumol. 116.
2000;36 Suppl 3:78-80.

Vil4 Justrib6 M, Falguera Sacrest M, Sacristan O. Etiologia de la
neumonia adquirida en la comunidad de bajo riesgo. Arch
Bronconeumol. 2001;37 Suppl 4:78-82. 117.
Dorca Sargatal J. Infecciones pulmonares infrecuentes en el
adulto no inmunodeprimido. Arch Bronconeumol. 2001;37
Suppl 4:83-6.

Bello Dronda S. Los antigenos urinarios en el diagnéstico de lal18.
neumonia adquirida en la comunidad. Arch Bronconeumol.
2001;37 Suppl 4:87-93.

114.
e

99. Vila M, Bello S. Vacuna antineumocdcica:

100.

Antolin Garcia MT, Izquierdo Patron M, Ferreros de la Fuente101.

Signes-Costa J, Chiner E, Arriero JM. Neumonia necrosante y.02.

Carrion Valero F, Fécila Rubio L, Marfn Pardo J. Sincope tras [al03-

104.
Cervera Aznar R, Carrion Valero F. Rabdomiélisis aguda en una05.

106.
107.

108.

110.

Torres A. Impacto de las resistenciasSlepneumoniaa la
penicilina y otros antibiéticos. Arch Bronconeumol. 2001; 37
Suppl 4:94-9.

Torres A, Menéndez R. Neumonia que no responde y neumonia
progresiva. Arch Bronconeumol. 2004;40 Suppl 3:36-42.
indicaciones,
momento y resultados. Arch Bronconeumol. 2004;40 Suppl
3:43-50.

Rodriguez de Castro F, Solé-Violan J, Rodriguez-Gallego JC.
Variabilidad genética en la susceptibilidad y en la gravedad de la
neumonia. Arch Bronconeumol. 2005;41 Suppl 5:21-9.

Celis MR, Torres A, Aspa J, Blanquer J, Blanquer R, Gallardo J,
et al. Métodos de diagndstico y tratamiento de la neumonia
adquirida en la comunidad (NAC) en Espafia: Estudio NACE.
Med Clin (Barc). 2002;119:321-6.

Zalacain R, Torres A, Celis R, Blanquer J, Aspa J, Esteban L, et
al. Community-acquired pneumonia in the elderly: Spanish
multicenter study. Eur Respir J. 2003;21:294-302.

Aleixandre Benavent R, Valderrama Zurian JC, Castellano
Gbémez M, Sim6 Meléndez R, Navarro Molina GRolivos De
BroNcONEUMOLOGIA una de las 3 revistas médicas espafolas
con mayor factor de impacto nacional. Arch Bronconeumol.
2004;40:563-9.

Ruiz Manzano J. El relevo. Arch Bronconeumol. 2001;37:1-2.
Jardim JR. La consolidacion del mundo Iberoamericano. Arch
Bronconeumol. 2000;36:1.

Recomendaciones ALAT sobre la exacerbacion infecciosa en la
EPOC. Arch Bronconeumol. 2001;37:349-57.

Grupo de Trabajo de la Asociacién Latinoamericana del Térax
(ALAT). Actualizacion de las recomendaciones ALAT sobre la
exacerbacion infecciosa de la EPOC. Arch Bronconeumol.
2004;40:315-25.

Menéndez R, Torres A, Zalacain R, Aspa J, Martin Villasclaras
JJ, Borderias L, et al. Neumofail Group. Risk factors of
treatment  failure in  community-acquired  pneumonia:
implications for disease outcome. Thorax. 2004;59:960-5.

. Menéndez R, Torres A, Rodriguez de Castro F, Zalacain R, Aspa

J, Martin Villasclaras JJ, et al. Reaching stability in community-
acquired pneumonia: the effects of the severity of disease,
treatment and the characteristic of patients. Clin Infect Dis.
2004;39:1.783-90.

Menéndez R, Torres A, Zalacain R, Aspa J, Martin Villasclaras
JJ, Borderias L, et al. Neumofail Group. Guidelines for the
treatment of community-acquired pneumonia: predictors of
adherence and outcome. Am J Respir Crit Care Med.
2005;172:757-62.

. Pardo A. El genoma humano. Limites y perspectivas en el

avance de la medicina. Arch Bronconeumol. 2004;40:133-8.

. Martinez JA, Horcajada JP, Almela M, Marco F, Soriano A,

Garcia, et al. Addition of a macrolide to a beta-lactam-based
empirical antibiotic regimen is associated with lower in-hospital
mortality for patients with bacteremic pneumococcal pneumonia.
Clin Infect Dis. 2003;36:389-95.

Aspa J, Rajas O, Rodriguez de Castro, Huertas MC, Borderias L,
Cabello FJ, et al. Impact of initial antibiotic choice on
mortality from pneumococcal pneumonia. Eur Respir J.
2006;27:1010-19.

Burgess DS, Lewis JS Il. Effect of macrolides as part of initial
empiric therapy on medical outcomes for hospitalised patients
with community-acquired pneumonia. Clin Ther. 2000;22:872-8.
Capelastegui A, Espafia PP, Quintana JM, Gorordo |, Ortega M,
Idoiaga |, et al. Improvement of process-of-care and outcomes
after implementing a guideline for management of community-
acquired pneumonia: a controlled before-and-after study. Clin
Infect Dis. 2004;39:955-63.

Solsona JF, Miro G, Ferrer M, Cabré L, Torres A. Los criterios
de ingreso en la UCI del paciente con enfermedad pulmonar
obstructiva crénica. Documento de consenso SEMICYUC-
SEPAR. Arch Bronconeumol. 2001;37:335-9.

Pérez Trullén A, Herrero I, Clemente ML, Escosa L. Abordaje
de la prevencion y el tratamiento del tabaquismo: ¢a quién,
cuando y cémo realizar la deshabituacién tabaquica? Arch
Bronconeumol. 2004;40:63-73.

Fernandez de Uzquiano E, Alvarez-Sala R. Aspectos éticos de la
investigacion clinica en neumologia. Arch Bronconeumol.
2006;42:74-80.

Arch Bronconeumol. 2006;42(10):541-52 551



RAJAS NARANJO O ET AL. 2004: PNEUMONIA AWARENESS YEAR, 2004: SCIENTIFIC IMPACT THROUGH PUBLICATIONS
IN ARCHIVOS DE BRONCONEUMOLOGIA

119. Torres A, Ferrer M, Blanquer J, Calle M, Casolivé V, Echave JM,121. Marquez-Martin E, Valera-Bestard B, Luque-Marquez R,
et al. Unidades de cuidados respiratorios intermedios. Definicion Alarcon-Gonzélez A. Afectacion pulmonar en la leptospirosis.
y caracteristicas. Arch Bronconeumol. 2005;41:505-12. Arch Bronconeumol. 2006;42:202-4.

120. Pérez Arellano JL, Carranza C. Infecciones respiratoriasl22. Pérez-Arellano JL, Andrade MA, Lo6pez-Aban J, Muro A.
importadas: nuevos retos y amenazas. Arch Bronconeumol. Helmintos y aparato respiratorio. Arch Bronconeumol.

2003;39:289-91. 2006;42:81-91.

552  Arch Bronconeumol. 2006;42(10):541-52



