Tuberculosis and Respiratory Diseases A8 2D FF7)4%, Vol 51, No. 1, Jul, 2001

L& =[O

SEA el A4 Y5 Ao 4 A7

X 8934 Watny
BXS, OISH, OlgE, 2HE 01FE, UK

=Abstract=

A Clinical Investigation of Community-Acquired Pneumonia in
Mokpo Area
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Chong Hyo Lee. M.D., Byung Hun Kim, M.D., Ji Woon Kim, M.D.
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Background @ Community-acquired pneumonia(CAP) remains a leading cause of morbidity and
mortality worldwide. Recently, the evolution of drug-resistant microorganisms has become a serious
problem in CAP management. Specific antimicrobial therapy is the cornerstone of CAP management,,
However, obtaining an accurate etiologic diagnosis clinically is not easy and empirical antimicrobial
treatment is usually administered prior to the correct microbiologic diagnosis. In this study, the
clinical usefulness of empirical CAP treatment was investigated.

Methods : A total 35 cases were studied prospectively over a 16-month period in Mokpo
Catholic Hospital from Dec. 1995 to Mar. 1997. The microbiologic diagnosis was made by
sputum, blood culture, a specific serum antibody test and an immunologic study.

Results : The causative organisms were isolated in 10 (30%) out of 33 cases: 8 cases and 1
case on the sputum culture and blood culture respectively, and 1 case by an indirect
hemagglutinin test. 12 cases had underlying diseases: pulmonary tuberculosis 4, alcoholism 4,
diabetes mellitus 3, and liver cirrhosis 1. Antimicrobial treatment was given empirically and all
cases recovered.

Conclusion : A definite microbiologic diagnosis before commencing the appropriate treatment in
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CAP is not straightforward. Empirical therapy according to a clinical assessment is important

and helpful. However, every effort to make the correct etiologic diagnosis should be taken.

(Tuberculosis and Respiratory Diseases 2001. 51 17-24)
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Table 1. Age and sex distribution

Typical* Atypical**
Age Male Female Male Female No. of cases
10-19 1 1 1 3
20-29 2 1 3
30-39 2 1 1 4
40-49 1 1
50~-59 4 2 2 10
60-69 3 3 1 7
70-79 2 1 7
Total 14 10 7 4 35
*Typical: Typical pneumonia syndrome
**Atypical: Atypical pneumonia syndrome
Table 2. Presenting symptoms and signs
Symptom & sign Typical Atypical No. of cases
Cough 24 10 34
Sputum 21 8 29
Fever 18 8 26
Rigor 20 4 24
Headache 13 6 19
General weakness 13 6 19
Myalgia 13 5 18
Dyspnea 14 1 15
Chest pain 11 1 12
Hemoptysis 8 1 9
Nausea 2 2
Table 3. Underlying diseases
Diseases Typical Atypical No. of cases
Pulmonary tuberculosis 4 4
Liver cirrhosis 1 1
Alcoholism 3 4
Diabetes mellitus 3 3
Total 10 2 12
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Table 4. Laboratory findings.

Lab. Typical Atypical
Days Adm.* 3days**  Tdays*** Adm. 3days 7days
+ + + + + +
WBC (cells/uL) 1262214_50 96155451 7571£330 81744_269 69892_295 5819%_141
Pa02 (mmHg) 7617 82+18 87+18 86+9 8549 89+10
+
CRP (mg/L) 1121‘5 66434 18+19 68+61 41+53 11+10
Table 5. Etiologic agents isolated from sputum and blood
Typical Atypical
Staphylococcus aureus 1 2
Streptococcus pneumoniae® 1
Pseudomonas aeruginosa 2 1
Acinetobacter baumannii
Klebsiella pneumoniae 1
proteus vulgaris 1
Mycoplasma pneumoniae®* 1

Table 6. Differentiations of clinical improvement & radiologic improvement

Clinical improvement

Radiologic improvenet

Duration(days)

Typical Atypical Typical Atypical
1-3 10 5
3-7 13 8
8-11 1 8
12-15 2
16-19 1

A, TUNE A7 FARIY A AW
CRPE AH9 74 HYTHTable 4).
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