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ABSTRACT
Background: Patients with community-acquired
pneumonia (CAP) often require hospitalisation. CRB-65
is a simple and useful scoring system to predict
mortality. However, prognostic factors such as
underlying disease and blood oxygenation are not
included despite their potential to increase the
performance of CRB-65.
Methods: The study included 1172 consecutive
patients (830 inpatients, 342 outpatients) with CAP.
Mortality, sensitivity, specificity, positive predictive
value and negative predictive value, and the area under
the receiver operating characteristic (ROC) curve with
95% CI were calculated. Prognostic accuracy was
evaluated after adding coexisting illnesses according to
the Pneumonia Severity Index (malignancy, heart
failure, hepatic, renal and cerebrovascular disease) and
pulse oximetry (SpO2).
Results: Mean age was 65 years, 30-day mortality 7%
(inpatients 9%, outpatients 1%). Addition of one point
for the presence of ≥1 coexisting condition and one
point for SpO2 <90% increased the area under the ROC
curve of CRB-65 from 0.82 (95% CI 0.77 to 0.85) to
0.87 (95% CI 0.84 to 0.90; p<0.0001).
Conclusions: Modification of CRB-65 by including
hypoxaemia and presence of specified underlying
diseases increased the scoring system’s prognostic
accuracy while retaining its independence of laboratory
tests. DS CRB-65 may have the potential to further
facilitate site of care decision for patients with CAP.

INTRODUCTION
Community-acquired pneumonia (CAP) is a
common cause of hospitalisation with an
annual incidence of 5–12 cases/1000
persons in western countries.1–4 In a recently
published multicentre study of prospective
cohorts of patients with CAP mortality at
30 days, admission to intensive care or high-
dependency units was 8%.5 The annual cost
of pneumonia in Europe, as estimated by the
European Respiratory Society, is €10.1
billion, with in-patient care costs of €5.7
billion.6

High incidence and mortality and the eco-
nomic impact of CAP have led to the devel-
opment of predictive scoring systems to
facilitate assessment of disease severity in
these patients. The most thoroughly vali-
dated system is the Pneumonia Severity
Index (PSI) developed by Fine et al7 based
on data from more than 50 000 patients.
However, the PSI contains 20 parameters
with different weights and can therefore be
cumbersome to use in the emergency
department (ED). The British Thoracic
Society (BTS) has developed the CURB
scoring system,8 9 an acronym for each of the
risk factors measured—confusion, serum
urea >7 mmol/L, respiratory rate ≥ 30/min,
systolic blood pressure (BP) <90 mm Hg or
diastolic BP ≤60 mm Hg. Modifications of
CURB include CURB-65 (CURB plus
age≥65 years) and CRB-65,10 the latter advo-
cated for use with outpatients as no labora-
tory tests are required.9 10

These scoring systems and proposed modi-
fications have been studied and used in
patients with CAP to assess illness severity
and to facilitate the decision of whether a
patient should be hospitalised.11–17 In the

KEY MESSAGES

▸ Does the CRB-65 have the potential to increase
its ability to predict 30-day mortality in patients
with CAP, thus facilitate the site of care decision,
if information regarding underlying disease and
peripherally measured blood oxygenation are
added?

▸ When disease and peripheral blood saturation
were added to CRB-65 (DS CRB-65) the scoring
systems ability to predict mortality increased.

▸ Our study indicates that the scoring system DS
CRB-65 can further facilitate the site of care
decision in patients with CAP, without the need
for blood samples or laboratory tests, when
underlying disease and peripherally measured
blood oxygenation are added to the CRB-65.
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PORT study18 underlying the PSI, accessible data on
patients’ previous health, partial pressure of oxygen,
PaO2 <8 kPa, measured by arterial blood gas analysis, or
a peripheral blood oxygen saturation (SpO2) <90%,
measured with pulse oximetry, were of independent
prognostic importance and hence were included in the
PSI.7 We recently found that the addition of these two
factors significantly improved the accuracy of CRB-65 to
predict 30-day mortality in patients with bacteraemic
pneumococcal pneumonia.19 The aims of the present
study in unselected patients with CAP of different aeti-
ology were to analyse whether the addition of data on
underlying disease and SpO2 <90% would improve the
accuracy of CRB-65 for predicting 30-day mortality, and
also to specify a scoring point level that would be useful
when deciding which patients with CAP might safely be
treated as outpatients.

MATERIALS AND METHODS
Study participants, design and underlying conditions
The study was performed at Södersjukhuset, a 600-bed
inner city teaching hospital with a catchment population
of approximately 500 000. By searching the hospital
medical records database of the International
Classification of Disease 10 (ICD-10) for patients with
CAP admitted or treated as outpatients during a
16-month period from December 2008 until March
2010, a total of 1172 study patients were retrospectively
included. The patients had a principal diagnosis of
pneumonia (A48.1, B20.6, J09.9, J10.0, J11.0, J12.9,
J13.9, J14.9-J15.2, J15.7-J15.9, J18.0, J18.1, J18.8, J18.9,
J69.0, J85.1) or a principal diagnosis of bacteraemia/
sepsis due to Streptococcus pneumoniae (A.40.3) plus a sec-
ondary diagnosis of pneumonia. For further details, see
online supplementary table S1. All inpatients had new
radiographic findings on chest X-ray, or chest CT, con-
sistent with pneumonia as assessed by a radiologist.
Death within 30 days of admission was set as the end
point. Patients were excluded if they had been hospita-
lised during the preceding 2 weeks before enrolment,
could not be followed for 30 days (no accessible
National Population Register data) after admission or
ED visit, or if radiographic findings were assessed as due
primarily to congestive heart failure, pulmonary
embolus, carcinoma or other abnormalities with no
signs consistent with pneumonia. The principal investi-
gator checked and extracted necessary data from the
patients’ medical records.
In 144 of the 342 (42%) patients sent home after visit-

ing the ED, no chest X-ray or chest CT was performed.
However, as these patients were assessed and treated
after thorough clinical examination and laboratory
testing as suffering from CAP, they were included in the
study in order to minimise bias by falsely reducing the
number of outpatients. All necessary data were available
for the calculation of the two scoring systems.

As part of the triage process at the Södersjukhuset ED,
vital parameters such as pulse rate, BP, temperature,
SpO2 and respiratory rate are monitored by a nurse or a
healthcare assistant before patients are examined by a
physician.
The underlying conditions that we used to modify

CRB-65 were those identified in the PSI study as being
of independent importance for the prognosis of pneu-
monia,7 namely neoplastic disease defined as any cancer
(except basal cell cancer or squamous cell cancer of the
skin) active at the time of presentation or diagnosed
within a year of presentation; liver disease defined as a
clinical or histological diagnosis of cirrhosis or another
form of chronic liver disease such as chronic active
hepatitis; congestive heart failure defined as systolic or
diastolic ventricular dysfunction documented by history,
physical examination, chest radiograph or echocardio-
gram; cerebrovascular disease defined as a clinical diag-
nosis of stroke or transient ischaemic attack or stroke
documented by MRI or CT; renal disease defined as a
history of chronic renal disease or abnormal serum cre-
atinine concentration documented in the medical
record.
An identical case record form was used for all patients.

All clinical data of importance for the calculation of dif-
ferent scoring systems were collected in a similar way for
all enrolled patients. The information used was given by
the patient, as well as collected from patient files and
laboratory databases, and was available during the day of
the patient’s admission or at the ED visit.

Prognostic scores
The CRB-65 score was calculated according to the ori-
ginal publication.9 The lowest SpO2 recorded, either by
the ambulance crew or at the ED, was used when the DS
CRB-65 score was calculated. Thus, if the patient needed
supplemental oxygen when transported by ambulance
before arrival at the ED, the SpO2 measured by the crew
was used if it was lower than the SpO2 recorded on
arrival at the ED.

Statistical analysis
For statistical analysis, the computer software used were
SAS V.9.0, SAS V.JMP 5.0 (SAS Institute, Cary, North
Carolina USA) and NCSS 07.1.1. Fisher’s exact test was
used to test differences in proportions between groups
and the t test to analyse differences between groups’
means (except for age and the difference between
median values where the Wilcoxon/Kruskal-Wallis rank
sum test was used). For each scoring system, an empir-
ical receiver operating characteristic (ROC) curve was
constructed and the area under the curve (AUC) was
measured to compare the accuracy of the scoring
systems for the prediction of death within 30 days of
admission. To test the statistical difference between
AUCs of the empirical ROC curves, the results of
DeLong et al were applied.20 The Youden Index was
used in order to find accurate cut-off points for DS
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CRB-65 (sensitivity+specificity−1). For all analyses,
p<0.05 was considered to indicate a statistical signifi-
cance. All p values were two sided.

RESULTS
A total of 1172 patients (591 female, 581 male) with
CAP were included in the study. Of these, 342 were
treated as outpatients. Overall mortality within 30 days of
ED assessment was 7% (80/1172). Mortality among
admitted patients was 9% (75/830) and among outpati-
ents 1% (5/342). The mortality was higher in men, 8%
(49/581), than in women, 5% (31/591) (p=0.04). Age
differed significantly between survivors and non-
survivors (table 1).
However, no gender difference in age was noted

(females, mean age 64 years, median age 66 years,
males, mean age 65 years, median age 68 years). Male
gender, any cardiac disease (except hypertension) and
cerebrovascular, renal and malignant diseases were all
significantly associated with mortality (table 1).
Moreover, altered mental status, respiratory rate≥30/
min, systolic BP <90 mm Hg or diastolic BP≤60 mm Hg,
ICU-treatment, invasive mechanical ventilation and use
of non-invasive ventilation (NIV) were all factors signifi-
cantly associated with a fatal course (table 2).

Assessment of severity criteria for 30-day mortality
Table 3 shows the sensitivity, specificity and negative and
positive predictive values of the two scoring systems,
CRB-65 and DS CRB-65, for assessment of mortality.

With a CRB-65 score 0, 32% (376/1172) of all patients
were classified as at low risk. Among these patients, only
one patient died. Using the DS CRB-65 score 0–1 as a
definition of low risk, 51% (596/1172) of all patients
would be included, of whom two patients died. If DS
CRB-65 score 0–2 was defined as low risk, 71% (835/
1172) of all patients would be included, of whom 2%
(14/835) died, representing 18% of all deaths.
DS CRB-65 score≥2 predicted 98% and score≥3 82%

of all deaths. CRB-65 scores 1–4 predicted 99% of the
deaths.
A statistically significant (p<0.0001) difference

between the AUCs of the CRB-65 and DS CRB-65 ROC
curves was observed (figure 1). The AUC, Z-value and
95% CI of the ROC curves of each of the tested severity
scoring systems are demonstrated in table 4.
When the Youden Index was calculated to find an

accurate cut-off score for DS CRB-65 regarding 30-day
mortality, the highest value (0.58) was found for score
≥3 (sensitivity 82%, specificity 75%), and the second
highest value (0.52) for score ≥2 (sensitivity 98%, speci-
ficity 54%).
Analysis of DS CRB-65 without the SpO2 factor but

including the underlying disease (‘D CRB-65’) regarding
the prediction of 30-day mortality revealed the ROC
curve AUCs (95% CI) for CRB-65 and D CRB-65 as 0.82
(0.77 to 0.85) and 0.85 (0.82 to 0.88), respectively
(p=0.002 for the difference). The DS CRB-65 ROC
curve AUC was 0.87 (0.84 to 0.90), compared to an
ROC curve AUC of D CRB-65 of 0.82 (0.77 to 0.85)
(p=0.03 for the difference). The same kind of analysis

Table 1 Clinical and demographic data for patients who

survived and for those patients who died

Characteristics

Survived

(n=1092)

Died

(n=80) p Value*

Age, years

Median 66.0 82.5 <0.0001

Mean 63.7 80.3

Range 18–100 45–99

Male, N (%) 532 (49) 49 (61) 0.04

Chronic cardiac disease, N (%)

Hypertensive 287 (26) 25 (31) 0.4

Coronary artery 165 (15) 20 (20) 0.02

Heart failure 112 (10) 31 (39) <0.0001

Cardiac all† 481 (44) 53 (66) 0.0002

Other chronic disease, N (%)

Cerebrovascular 119 (11) 25 (31) <0.0001

Pulmonary 296 (27) 23 (29) 0.8

Liver 35 (3) 1 (1) 0.5

Renal 76 (7) 17 (21) <0.0001

Diabetes mellitus 136 (12) 15 (19) 0.1

Malignancy 66 (6) 10 (12) 0.03

HIV 8 (1) 0 1

*Fisher’s exact test was used, except for age where the Wilcoxon/
Kruskal-Wallis rank sum test was used.
†Cardiac all, total number of patients with a medical history of any
heart disease.

Table 2 Physical examination, laboratory findings and

ICU treatment in patients who survived and in those who

died

Findings

Survived

(n=1092)

Died

(n=80)

p Value*N (%) N (%)

Altered mental status 53 (5) 14 (18) 0.0001

Respiratory rate ≥30/min 229 (21) 45 (56) 0.0001

Systolic BP <90 mm Hg

±Diastolic BP

≤60 mm Hg

149 (4) 31 (39) 0.0001

Body temperature

<35°C or ≥40°C
26 (2) 3 (4) 0.4

SpO2 <90% 323 (30) 62 (78) 0.0001

ICU treatment† 67 (9) 14 (19) 0.01

Invasive mechanical

ventilation†‡

12 (2) 5 (7) 0.01

Non-invasive

ventilation†

23 (3) 9 (12) 0.001

*Fisher’s exact test.
†Only 830 of the patients admitted were analysed.
‡Invasive mechanical ventilation, ventilatory support with patient
intubated or tracheostomised.
BP, blood pressure; ICU, intensive care unit; NIV, non-invasive
ventilator support with patient not intubated or tracheostomised;
SpO2, saturation of peripheral oxygen measured by pulse
oximetry.
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for the prognostic performance of CRB-65 and DS
CRB-65 regarding the need for ICU treatment in the
830 patients who were hospitalised revealed the ROC
curve AUCs of 0.67 (0.60 to 0.77) and 0.70 (0.65 to
0.75), respectively (p=0.02 for the difference), and
finally also the need for ICU treatment and/or death
within 30 days was 0.73 (0.68 to 0.77) versus 0.78 (0.74
to 0.82), p<0.0001 for the difference.

DISCUSSION
In the management of patients with CAP at the ED, it is
often difficult for the physician to determine which
patients may safely be selected for outpatient treatment

and which patients would benefit from hospital admis-
sion. If the patient can be safely treated as an outpatient,
costs are reduced and the risk of nosocomial infections
eliminated. Most patients also prefer outpatient treat-
ment and are able to resume normal activity sooner
than those hospitalised.21 A well-functioning severity
scoring system can facilitate the site of care decision
about this.
Developed and advocated in North America, the PSI7

is still the most thoroughly evaluated index for identify-
ing patients with low-risk CAP suitable for outpatient
management.7 22–24 As the PSI is cumbersome to use
with 20 parameters with different weights, the less com-
plicated CURB-65 is recommended in the latest guide-
lines from the Infectious Diseases Society of America
and the American Thoracic Society.24 However,
CURB-65 cannot be used without laboratory resources—
a blood sample has to be taken and the result of serum
urea analysis awaited before a definitive assessment can
be made and a decision taken. The further simplified
CRB-65 can be used without laboratory resources and
was originally advocated for use in the outpatient
setting. There is a lack of randomised studies where
CRB-65 has been tested regarding its possibility to avoid
unnecessary hospital admission. Moreover, it is unknown
how far CRB-65 is actually implemented and used in the
outpatient setting. However, it has been shown that

Table 3 Sensitivity, specificity, positive and negative predictive values of 30-day mortality of the two different prediction rules

CRB-65 and DS CRB-65*

30-day mortality Cut-off Sensitivity Specificity PPV NPV

CRB-65

0 1/376 (0) ≥0 100 0 7 NA

1 18/471 (4) ≥1† 99 34 10 100

2 35/247 (14) ≥2 76 76 19 98

3 24/74 (32) ≥3 32 95 33 95

4 2/4 (50) 4 2 100 50 93

DS CRB-65

0 0/295 (0) ≥0 100 0 7 NA

1 2/301 (1) ≥1 100 27 9 100

2 12/239 (5) ≥2 98 54 14 100

3 19/195 (10) ≥3 82 75 20 98

4 30/106 (28) ≥4 59 91 33 97

5 16/34 (47) ≥5 21 98 47 94

6 1/2 (50) 6 1 100 50 93

*Data presented as number total (%).
†Cut-off point accepted as threshold to define high-risk groups according to original study design.9

CRB-65, PPV, positive predictive value; NPV, negative predictive value.

Figure 1 Comparative receiver operating characteristic

(ROC) curves and the area under the curve (AUC) in

association with 30-day mortality for severity scores CRB-65

(AUC 0.82) and DS CRB-65 (AUC 0.87), (p<0.0001 for the

difference); for further details, see table 4.

Table 4 ROC curves of severity scores in association

with 30-day mortality

AUC SE Z-value* 95% CI

CRB-65 0.82 0.02 15.4 0.77 to 0.85

DS CRB-65 0.87 0.02 22.6 0.84 to 0.90

*To test AUC >0.5.
AUC, area under the curve; ROC, receiver operating
characteristic.
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CRB-65 can be used in outpatients to assess CAP severity
and risk of death.25 CRB-65 has been studied in more
than 6000 patients, representing a mix of patients seen
in the community and in hospitals and, based on these
studies, is widely recommended for use in EDs.10 In two
meta-analyses of the ability of different severity indices
to predict death from pneumonia, CRB-65 proved to be
equivalent to the more complex PSI and CURB-65.26 27

When deciding the appropriate site of care in patients
with suspected CAP, the Swedish Society of Infectious
Diseases recommends the use of CRB-65 for patients with
CAP seen in hospital EDs, since it has the advantage of not
requiring venous blood samples.28 The British Thoracic
Society recommends that general practitioners use the
CRB-65 score in primary care when deciding whether hos-
pitalisation of a patient with CAP is warranted.29

In the developing process of the PSI, underlying dis-
eases and poor oxygenation—information easily
obtained in the ED—were independently associated with
mortality.30 The importance of underlying diseases for
prognosis is supported by several recent studies12 19 31–33

and may partly be reflected in the independent prognos-
tic importance of high serum urea and low serum
albumin.9 33–35

In 1988, Neff called pulse oximetry ‘the fifth vital
sign’.36 Bewick et al revealed in their study that
SpO2≤90%, as a single parameter, was found in a signifi-
cant proportion (28%) of patients admitted with CAP,
while retaining a specificity of 76% for 30-day mortality
or critical care admission,37 and Buising et al observed in
univariate as well as in multivariate statistical analyses
that SpO2 could successfully replace the ‘U’ (urea) in
the CURB scoring system when assessing patients with
CAP in the ED.38 Poor oxygenation has also in other
reports, including the recently proposed scoring systems
A-DROP,11 SMART-COP12 and SCAP,13 been identified
as an independent prognostic factor.11 39

In the present study, we aimed to investigate the accur-
acy in predicting 30-day mortality of our proposed modi-
fied CRB-65 scoring system, DS CRB-65,19 in consecutive
patients with CAP of different aetiology assessed in a
Swedish teaching hospital ED. In our previous study19

DS CRB-65 performed significantly better than CRB-65
in an international cohort of patients with bacteraemic
pneumococcal CAP. Among these patients, the presence
of underlying disease in accordance with the PSI7

(malignancy, heart failure, cerebrovascular, renal and
liver disease) as well as SpO2 <90% or PaO2 <8 kPa was
independently associated with 30-day mortality. We sim-
plified the calculation of DS CRB-65 by letting the exist-
ence of one or more of the five diseases (D) increase
the score sum by one point and the presence of a low
SpO2 or a low PaO2 (S) also by one point. For the
present calculation of ‘S’ in DS CRB-65, no blood tests
or arterial blood gases were taken, and hence only SpO2

was measured.
In the group of patients studied, the accuracy was satis-

factory with both CRB-65 (score 0) and DS CRB-65

(score 0–1), since only one and two deaths, respectively
(of a total of 80 deaths), were recorded among patients
classified as at low risk. However, the comparison of
ROC curve AUCs for the end point 30-day mortality
revealed a significant difference between CRB-65 and
DS CRB-65. Moreover, with CRB-65, only 32% were clas-
sified as at low risk, while with DS CRB-65, 51% were
identified as at low risk, still with low mortality among
patients so classified (0.3%). Thus, when compared to
CRB-65, DS CRB-65 may represent an improved tool in
the initial assessment of patients with CAP, while
keeping its independence of laboratory tests. Based on
our findings, we concluded that patients with score 0–1
are probably suitable for home treatment in most cases.
In patients with a score of 2, a short stay in hospital or
other supervised treatment as outpatients may be consid-
ered. A score≥3 represents cases of severe pneumonia
and inpatient treatment should be the rule.
Some limitations to our study should be acknowl-

edged. The study was retrospective and all patients were
recruited from one hospital. In 144 patients (42% of all
patients who visited the ED without being admitted),
chest radiography or chest CT was not performed, and
two of these patients died. Yet this had no statistically sig-
nificant impact on the study results when the 1028
patients, all radiologically examined, were analysed sep-
arately (ROC curves AUCs and 95% CIs for CRB-65 and
DS CRB-65 were 0.81, 0.76 to 0.84 and 0.86, 0.82 to 0.89,
respectively, p<0.0001 for the difference). Seven patients
with HIV and CAP were included, as well as one with
unknown HIV status who turned out to be HIV positive
and infected with Pneumocystis jirovecii. This eighth
patient with HIV was initially assessed as suffering from
CAP. All patients with HIV survived 30 days. Excluding
these eight HIV patients from the ROC curve analysis
revealed no statistically significant impact on the study
results (ROC curves AUCs and 95% CIs for CRB-65 and
DS CRB-65 were 0.82, 0.77 to 0.85 and 0.87, 0.83 to 0.90,
respectively, p<0.0001 for the difference).
In conclusion, this study indicates that in patients with

CAP, adding data on the existence of some specified
underlying disease and the presence of hypoxaemia to
the simple CRB-65 prognostic score will improve its
accuracy in predicting 30-day mortality, while retaining
independence of laboratory tests. The improved score
can easily be used in the ED, as well as outside hospitals
in order to facilitate the decision whether a patient with
suspected CAP should be admitted to hospital or not.
New studies or reanalysis of data from previous studies
from different settings and geographical areas may be
needed to further evaluate and determine the role of
DS CRB-65 as a scoring system for early risk assessment
of patients with CAP.

Acknowledgements The authors wish to thank Dr Erik Norlander for
including patients during the start of the study.

Contributors RD developed the database, checked and extracted all necessary
data from medical records, conducted data and statistical analysis, as well as

Dwyer R, Hedlund J, Henriques-Normark B, et al. BMJ Open Resp Res 2014;1:e000038. doi:10.1136/bmjresp-2014-000038 5

Open Access



drafted and wrote the paper. JH contributed to the interpretation of the data,
statistical analysis and critical revision of the manuscript. BH-N contributed to
the interpretation of the data and critical revision of the manuscript. MK
contributed to the study design, data and statistical analysis, interpretation of
the data and critical revision of the manuscript.

Funding This research received no specific grant from any funding agency in
the public, commercial or not-for-profit sectors.

Competing interests None.

Ethics approval The Ethics Committee at Karolinska Institutet.

Provenance and peer review Not commissioned; externally peer reviewed.

Data sharing statement No additional data are available.

Open Access This is an Open Access article distributed in accordance with
the Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license,
which permits others to distribute, remix, adapt, build upon this work non-
commercially, and license their derivative works on different terms, provided
the original work is properly cited and the use is non-commercial. See: http://
creativecommons.org/licenses/by-nc/4.0/

REFERENCES
1. Woodhead MA, Macfarlane JT, McCracken JS, et al. Prospective

study of the aetiology and outcome of pneumonia in the community.
Lancet 1987;1:671–4.

2. Jokinen C, Heiskanen L, Juvonen H, et al. Incidence of
community-acquired pneumonia in the population of four
municipalities in eastern Finland. Am J Epidemiol 1993;137:977–88.

3. Foy HM, Conney MK, Allan I, et al. Rates of pneumonia during
influenza epidemics in Seattle, 1964 to 1975. JAMA
1979;241:253–8.

4. Marrie TJ. Community-acquired pneumonia. Clin Infect Dis
1994;18:501–13.

5. Myint PK, Kwok CS, Majumdar SR, et al. The International
Community-Acquired Pneumonia (CAP) Collaboration Cohort (ICCC)
study: rationale design and description of study cohorts and patients.
BMJ Open 2012;2:1–13.

6. Pneumonia. European lung white book. 2nd edn. Sheffield, UK:
European Respirator Society/European Lung Foundation, 2003:55–65.

7. Fine MJ, Auble TE, Yealy DM, et al. A prediction rule to identify
low-risk patients with community-acquired pneumonia. N Engl J Med
1997;336:243–50.

8. Lim WS, Macfarlane JT, Boswell TC, et al. Study of community-
acquired pneumonia aetiology (SCAPA) in adults admitted to
hospital: implications for management guidelines. Thorax
2001;56:296–301.

9. Lim WS, van der Eerden MM, Laing R, et al. Defining
community-acquired pneumonia severity on presentation to hospital:
an international derivation and validation study. Thorax
2003;58:377–82.

10. Lim WS, Baudouin SV, George RC, et al. BTS guidelines for the
management of community-acquired pneumonia in adults: update
2009. Thorax 2009;64(Suppl 3):iii1–55.

11. Shindo Y, Sato S, Maruyama E, et al. Comparison of severity
scoring systems A-DROP and CURB-65 for community-acquired
pneumonia. Respirology 2008;13:731–5.

12. Charles PG, Wolfe R, Whitby M, et al. SMART-COP: a tool for
predicting the need for intensive respiratory or vasopressor support
in community-acquired pneumonia. Clin Infect Dis 2008;47:375–84.

13. Yandiola PP, Capelastegui A, Quintana J, et al. Prospective
comparison of severity scores for predicting clinically relevant
outcomes for patients hospitalized with community-acquired
pneumonia. Chest 2009;135:1572–9.

14. Feldman C, Alanee S, Yu VL, et al. Severity of illness scoring
systems in patients with bacteraemic pneumococcal pneumonia:
implications for the intensive care unit care. Clin Microbiol Infect
2009;15:850–7.

15. Ewig S, de Roux A, Bauer T, et al. Validation of predictive rules and
indices of severity for community-acquired pneumonia. Thorax
2004;59:421–7.

16. Ewig S, Ruiz M, Mensa J, et al. Severe community-acquired
pneumonia. Assessment of severity criteria. Am J Respir Crit Care
Med 1998;158:1102–8.

17. Spindler C, Ortqvist A. Prognostic score systems and community-
acquired bacteraemic pneumococcal pneumonia. Eur Respir J
2006;28:816–23.

18. Fine MJ, Medsger AR, Stone RA, et al. The hospital discharge
decision for patients with community-acquired pneumonia: results
from the pneumonia patient outcomes research team cohort study.
Arch Intern Med 1997;157:47–56.

19. Dwyer R, Hedlund J, Darenberg J, et al. Improvement of CRB-65 as
a prognostic scoring system in adult patients with bacteraemic
pneumococcal pneumonia. Scand J Infect Dis 2011;43:448–55.

20. DeLong ER, DeLong DM, Clarke-Pearson DL. Comparing the areas
under two more or more correlated receiver operating
characteristic curves: a nonparametric approach. Biometrics 1988;
44:837–45.

21. Coley CM, Li YH, Medsger AR, et al. Preferences for home vs
hospital care among low-risk patients with community-acquired
pneumonia. Arch Intern Med 1996;156:1565–71.

22. Bartlett JG, Dowell SF, Mandell LA, et al. Practice guidelines for the
management of community-acquired pneumonia in adults. Infectious
Diseases Society of America. Clin Infect Dis 2000;31:347–82.

23. Aujesky D, Auble TE, Yealy DM, et al. Prospective comparison of
three validated prediction rules for prognosis in community-acquired
pneumonia. Am J Med 2005;118:384–92.

24. Mandell LA, Wunderink RG, Anzueto A, et al. Infectious Diseases
Society of America/American Thoracic Society consensus guidelines
on the management of community-acquired pneumonia in adults.
Clin Infect Dis 2007;44(Suppl 2):S27–72.

25. Bauer TT, Ewig S, Marre R, et al. CRB-65 predicts death from
community-acquired pneumonia. J Intern Med 2006;260:93–101.

26. Loke YK, Kwok CS, Niruban A, et al. Value of severity scales in
predicting mortality from community-acquired pneumonia: systematic
review and meta-analysis. Thorax 2010;65:884–90.

27. Chalmers JD, Singanayagam A, Akram AR, et al. Severity
assessment tools for predicting mortality in hospitalised patients with
community-acquired pneumonia. Systematic review and
meta-analysis. Thorax 2010;65:878–83.

28. Spindler C, Strålin K, Eriksson L, et al. Swedish guidelines
on the management of community-acquired pneumonia in
immunocompetent adults-Swedish Society of Infectious Diseases
2012. Scand J Infect Dis 2012;44:885–902.

29. Levy ML, Le Jeune I, Woodhead MA, et al. British Thoracic Society
Community-Acquired Pneumonia in Adults Guideline G. Primary
care summary of the British Thoracic Society Guidelines for the
management of community-acquired pneumonia in adults: 2009
update. Endorsed by the Royal College of General Practitioners and
the Primary Care Respiratory Society UK. Prim Care Respir J
2010;19:21–7.

30. Fine MJ, Smith MA, Carson CA, et al. Prognosis and outcomes of
patients with community-acquired pneumonia. A meta-analysis.
JAMA 1996;275:134–41.

31. Bordon J, Peyrani P, Brock GN, et al. The presence of
pneumococcal bacteremia does not influence clinical outcomes in
patients with community-acquired pneumonia: results from the
Community-Acquired Pneumonia Organization (CAPO) International
Cohort study. Chest 2008;133:618–24.

32. McAlister FA, Majumdar SR, Blitz S, et al. The relation between
hyperglycemia and outcomes in 2,471 patients admitted to the
hospital with community-acquired pneumonia. Diabetes Care
2005;28:810–15.

33. Marrie TJ, Wu L. Factors influencing in-hospital mortality in
community-acquired pneumonia: a prospective study of patients not
initially admitted to the ICU. Chest 2005;127:1260–70.

34. Neill AM, Martin IR, Weir R, et al. Community-acquired pneumonia:
aetiology and usefulness of severity criteria on admission. Thorax
1996;51:1010–16.

35. Ortqvist A, Hedlund J, Grillner L, et al. Aetiology, outcome and
prognostic factors in community-acquired pneumonia requiring
hospitalization. Eur Respir J 1990;3:1105–13.

36. Jones JS, Neff TL, Carlson SA. Use of the alveolar-arterial oxygen
gradient in the assessment of acute pulmonary embolism. Am J
Emerg Med 1998;16:333–7.

37. Bewick T, Greenwood S, Lim WS. What is the role of pulse oximetry
in the assessment of patients with community-acquired pneumonia
in primary care? Prim Care Respir J 2010;19:378–82.

38. Buising KL, Thursky KA, Black JF, et al. Identifying severe
community-acquired pneumonia in the emergency department:
a simple clinical prediction tool. Emerg Med Australas
2007;19:418–26.

39. Myint PK, Kamath AV, Vowler SL, et al. Severity assessment criteria
recommended by the British Thoracic Society (BTS) for
community-acquired pneumonia (CAP) and older patients. Should
SOAR (systolic blood pressure, oxygenation, age and respiratory
rate) criteria be used in older people? A compilation study of two
prospective cohorts. Age Ageing 2006;35:286–91.

6 Dwyer R, Hedlund J, Henriques-Normark B, et al. BMJ Open Resp Res 2014;1:e000038. doi:10.1136/bmjresp-2014-000038

Open Access

http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/

	Improvement of CRB-65 as a prognostic tool in adult patients with community-acquired pneumonia
	Abstract
	Introduction
	Materials and methods
	Study participants, design and underlying conditions
	Prognostic scores
	Statistical analysis

	Results
	Assessment of severity criteria for 30-day mortality

	Discussion
	References


