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Introduction

e Pneumopathie communautaire: PNP acquise
chez un patient non hospitalise (7 a 14 jours
apres la sortie de I'noOpital)

e || s’agit d’'une atteinte parenchymateuse ou
broncho-pulmonaire d’origine infectieuse

e Le diagnostic est clinico-radiologique




Introduction

Pneumopathie communautaire Grave

® Cause fréquente d’hospitalisation et de
mortalité

® Urgence Diagnostique

® Urgence Therapeutique

® Urgence prélevement microbiologique




EPIDEMIOLOGIE - I -

*lncidence: 1.6 - 16 cas/an/1000 hab

* 5-20% des malades nécessitent une
Hospitalisation

* 5-20% des malades hospitalisés seront
pris en charge en reanimation

ritical Care 2008, 10:51 (doi:10.11B6/ccd4327)




Epidemiclogy and outcome of severe pneumococcal pneumonia admitted to
intensive care unit: a multicenter study

MNumber of patients O Swvivors M Non-survivors

30 4

Figure 1

Cntical Gare 2012, 16:R155 do10.11885cc11471




Physiopathologie




PCA — Mécanismes

/

/ Inhalation

Aspiration

y Hematogenous




Bronchiolar
Muscle

Bronchioles







/ B cells

Dendritic cells

B-lymphaocyte
. : stimulator
Chemerin Interieukin-12 -
interleukin-1

lmmune
Ne utrophllf .
& ~  mediators
f (‘

Phagocytosis
D

Microbes

Alveolar air
space

Epithelial

cell




Normal Alveolus

Alveolar air space,
\

\

\

Type | cell \

Epithelial
basement
membrane

Interstitium Type Il cell

/ Alveolar
7 macrophage

/

~——Surfactant layer

Endothelial-l‘—.
cell

Endothelial”
basement
membrane

Red cell

Fibro'blast

Injured Alveolus during the Acute Phase

Protein-rich edema fluid
/»Sloughing of bronchial epithelium

Necrotic or apoptotic type | cell

/ : 7Inactivated surfactant

Activated Red cell
neutrophil

Leukotnenesk =

Oxidants '~ Intact type Il cell

PAF «— \»
Proteases &
Cellular‘“
debris /

Alveolar Microbes

Migrating neutrophil
macrophage rwnn—g 5
roteases .
/ / / Widened,

/ ?

Denuded
basement membrane

~——Hyaline membrane

IL-10
MIF interstitium
TNF-a,

= IL-8,
edematous

Platelets

Neutrophil
Swollen, injured
endothelial cells

I -
Fibroblast Neutrophil




Local
infection

Pulmonary spread Acute respiratory failure

Multiple
organ
dysfunction

LRTI, mild pneumonia

Systemic Severe

spread sepsis

Hypercoagulation Acute organ dysfunction Hypotension

Systemic inflammatory Hypotension unresponsive to
response Hypoperfusion fluid resuscitation

Severe CAP is a progressive disease which may lead to rapid decompensation,
multi-organ dysfunction and significant mortality

Critical Care 2008, 12(Suppl 6):S2 (doi:10.1186/cc7025)




Pathophysiology of Community Acquired
Pneumonia

Table 1 : Fathophysiological modes of spread

Mechanism Examl:rles.

Aerosols Inhalation Mycoplasma preumoniae,
Chlamydophila psiffac,
Chlamydophila prenmoniae,
Legionella prenrmopinla
Oropharyngeal secretions Streptococcus pHenroHIaE,
Aspiration Haemophilus rfTuenzae,
anaerobes, gram-negative bacilli
Haematogenous spread Staphylococcus aurens
Reactivation of latent Mycobacterium tuberculosis,
MicToOTganisms Pneumocystis jirovec

SUPTLEMENT TO JAPI » JANUARY 2012 = VOL. 60




Microbiologie




CAP — Germes

40-60% - No causative agent identified

2-5% - Two are more agents identified

B =, Pneumoniae
B H influenzae

O Chlamydia

B Legionella SFPF
WS, aureus

O Mycoplasma

W Gram negatif

mfirus




MICROBIOLOGIE - II -

Moraxella catarrhalis

Haemophillus influenzae

pneumocystis carinii

Patient ageé: Staphylocoque aureus

entérobactéries




‘ Toujours pensez a \




Etude Clinique




Signes cliniques:

recommandations de ’ATS mars 2001

® Nouveaux symptomes respiratoires: (toux,

expectoration, dyspnee), avec fievre et de signes
auscultatoires »

Main symptoms of infectious

Pneumonia

Systemic: l Central:
- High fever \ "( > - Headaches
- Chills
= - Loss of appetite

Skin: - Mood swings
- Clamminess
- Blueness

Vascular

Lungs: - Low blood pressure

- Cough with
sputum or 4 B Heart:
phlegm / 555N

- Shortness
of breath |

- Pleuritic v
chestpain /&

- Hemoptysis [

[

- High heart rate

Gastric:
- Nausea
- Vomiting

Muscular: ——
- Fatigue /i Rl Joints:

- Aches - Pain

Ik
‘!f




ARGUMENT CLINIQUE

En faveur pneumocoque : début brutal, fievre
40°, douleur basithoracique, crachat rouille,
herpes labial

» En faveur légionellose: signes extra

pulmonaires: digestifs, neurologiques, syndrome
pseudogrippal

» En faveur intra-cellulaire : début progressif avec

rhinopharyngite, fievre peu intense




La radiographie thoracique

(face = profil) indispensable




ARGUMENT RADIOLOGIQUE

La Radiographie pulmonaire
e Aide afaire le diagnostic positif de PAC

e Peut orienter vers le diagnostic microbiologique

e Variabilité d’interprétation inter-observateur
(Novack Eur. J. Int. med 2006)

— Interniste/radiologue/pneumologue; suspicion PAC:
W Infiltrat présent pour les 3: 71 dont 65 PAC

®m Pas d’infiltrat pour les 3 : 77 dont 56 PAC




I Pneumonie franche lobaire I

algueé




Pneumopathie atypique ou  Staphylococcie PP
Interstielle




Criteres d’admission en

Réanimation




I Types des criteres I

e Clinique

e Biologique

e Radiologique




Calcul du score de Fine (1)
(Pneumonia Severity index): 24 etudes

Facteurs demographiques Points
Hommes Age
Femmes Age - 10
Vie en institution + 10

Comorbidités

Maladie neoplasique + 30
Maladie hepatigue + 20
Insuffisance cardiague congestive + 10
Maladies cerebrovasculaire + 10

Maladie rénale + 10




Calcul du score de Fine (2)

Données de I’examen physique
Atteinte des fonctions supeérieures
Fréquence respiratoire = 30/mn
TA systolique <90 mm Hg
Température < 35°C ou > 40°C
Fréguence cardiaque > 125/mn

Données biologiques et radiologiques
pH artériel < 7,35
Urée > 11mmol/I
Na < 130 mmol/I
Glycemie > 14mmol/I
Héematocrite < 30%

Pa02 < 60 mm Hg

Epanchement pleural

+ 20
+ 20
+ 20
+ 15
+ 10

+ 30
+ 20
+ 20
+ 10
+ 10
+ 10
+ 10




Class |

Class I

Class 111

Class IV

Class V

Out patient

Out patient

Brief hospitalization

Inpatient

IP-ICU




CURB- 65 score
(BTS): 9 etudes

1.Confusion

2.Urée > 7 mmol/l

3. RR > 30/min

4. SBP <90 mmHg
DBP < 60mmHg

5. Age > 65 ans




PSI et CURBG5

® une sous-estimation importante de la gravité
d’'une pneumonie chez un patient jeune sans
comorbidité (sensibilité insuffisante du score) ;

e une surestimation importante de la gravité d'une
pneumonie chez un patient tres age aux
multiples comorbidités (spécificité insuffisante du

score).




American Thoracic Society
2007 ou «ATS modified rule»

Table 3

AmericanThoracic Society modified criteria and 2007 | nfectious Diseases Society of America/
AmericanThoracic Society aiteria

ATS 2001 B 7

Major criteria

Meed for mechanical ventil | ventilation
Requiring vasopressors (seg ¢ need for vasopressors
Minor criteria

Bilateral or multilobar atelets < 100,000

Respiratory rate = 30 reaths'min
Pa0./FiQ, ratio < 250 O isorientation

= 20 mg/dL)
e temperature < 36°C)
Fitilobar infiltrates
(WBC count <4000 cells/mL)
FpoLension requiring aggressive fluid
resuscitation




Imensive Care Med 20011) 37014001420
DO 00, 1007 fs00 1 34-00 1-2261-x

James 1. Chalmers Severity assessment tools to guide ICU
Aran Singanayagam admission in community-acquired pneumonia:
AsAN - AAKAm - . =

Gourab Choudlury systematic review and meta-analysis

Philip M. Short

Adam T. Hill

Conclusion:

Large variations exist in the use of ICU resources
between different studies and different healthcare
systems. Scoring systems designed to predict 30-
day mortality perform lesswell when ICU admission
IS taken into account. Further studies of edicated
ICU admission scores are required.



Dans tous les cas: hospitalisation
sans délai est indiguee devant :

Signes de gravité

Situations Particulieres

sInsuffisance respiratoire aigué -
*Pleuresie

° I <
PaO2/ Fi0O2< 250 . ADCRS

 COoma .. , .
*Terrain immunodepression

*Atteinte bilatérale ou multilobulaire . .
» Mauvaises conditions

socio-économiques
Etat de choc; Vasopresseurs > 4h .

*Oligoanurie , CIVD;... _ R ,
2011 European Society of Clinical Microbiology and Infectious Diseases;
Clin Microbiol Infect 2011; 17: 1-24




En ’absence de gravité initiale

une deuxieme évaluation est nécessaire
(risque d’aggravation)




Enquéte Microbiologique




Outils diagnostiques

hémocultures

\ A 7Sérologies Myc. Leg. Clam

Diagnostic T :
e >Ant|genurles legionelle
Pneumocoque

LBA, Brosse Z v & PCR bactériennes

PCR virus




Severe community-acquired pneumonia: etiology, epidemiology,
and prognostic factor

Patients (%)

Hémoculture Expectoration Prélevement Brosse Plevre Ag
distal protégé L. pneumo. pneumo.

Moine et al. Chest 1994:105:1487-95.




Diagnostic étiologique: Faut-il
isoler 'agent pathogene ?
e Affirmer la nature infectieuse de la PAC,

permettre une adequation de 'antibiothérapie a
la bactérie isolée

e Limiter |'utilisation prolongée de moléecules a
spectre large afin de maitriser I'apparition de
résistances,

e Diminuer les surcodts et les effets indésirables




Marqueurs de L’'inflammation




Research Open Access
Usefulness of C-reactive protein in monitoring the severe

community-acquired pneumonia clinical course
Luls Coelho, Padro Pévoa, Eduardo Almeida, Antero Fernandes, Rui Mealha, Pedro Moreira and

Henrique Sabino

Valeur initiale: Résultats contradictoires!!!

Table 1

Charactaristics of the patient population with severa community-acquired pneumonia
Survivors (n = 40) Maonsurdvors (n=13) Fyalue
Age (years) 5041148 B1.1 121 0.220

Sex {malefemals) 31/8 B/E 0.257

C-reactive protein day O (mg/dl) 236184 2389118 0.551

Acute Physiclogy, Age, and Chronic Health Evaluation Il score 17.8 £ 6.7 26116 <0.001

87120 0.002

Sequential Crgan Failure Assessment score day 0 65126

Data presented a& the mean + standard deviation.

2012 Mar 26;16(2):R53


http://www.ncbi.nlm.nih.gov/pubmed/22449513

o)
©
| .
0
s
O

Time-dependent analysiz of the C-reactive protein ratio during an
ing antibiotic therapy, from day 0 to day 7 of antibictic therapy, was i

2012 Mar 26;16(2):R53


http://www.ncbi.nlm.nih.gov/pubmed/22449513

Evaluation a J3

e CRPratio aJ3 > 0.5 est associé a un mauvais
pronostic avec:

e Sensibilité: 95%
e Spécificité: 55%
e VPN: 95%
o VPP: 40%

CRP: peut servir a la surveillance




American Joumal of Emergency Madicine (2012) 30, 12481234

The
American Journal of
Emergency Medicine

N
www. cleeviercomlncate’ajem

ELSEVIER

Brief Report

The value of pmcalmtumn level in community-acquired
pneumonia in the ED”
Jeong Ho Park MD, Jung Hee Wee MD, Seung Pill Choi MD, PhD*, Sang Hoon Oh MD

Parametres Survivants(110) | DCD (16) P
Procalcitonine (ng/ml) [ 0.18(0.08-0.97) |1.96 (0.96-6.54) |<0.01
CRP (mg/l) 91 (38-158) 158 (103-242) |<0.01
Vs ((mm/h) 63 + 31 68 + 39 0.57
Gb (cells/mm3) 12476 * 6190 10239 * 5853 0.18




Au Total:

* PCT with a cut-off point of 0.15 ng/mL had the best
AUC for predicting both hospitalization and typical
bacterial infection and and for select patients
eligible for outpatient care.

*The prognostic value of PCT to predict mortality
with a cutoff 0.35 ng/mL reaches a sensitivity of
68.75%, a specificity of 92.73, a Positive predictive
value of 57.90 and NPV of 95.30%

Eur J Clin Microbiol Infect Dis (2012) 31:3397-3405

American Joumal of Emergency Madicine (20012) 30, 1248-1254




Sensitrvity

0.4 0.6
1-Spacificity

Fig. 1 Prognostic value of mflammatory biomarkers for CAP.

The ROC curves for pognostic value of inflammatory biomarkers
o predict mortality of CAP. Sky line, PCT (AUC, 0.828); black
line, hs-CRP (AUC, 0.695); blue lme, WBC count (AUC, 0587,
green ling, ESR (AUC, 0550).




Prise En charge Thérapeutique




Urgence Therapeutiqgue




Severe Community-acquired Pneumonia
Use of Intensive Care Services and Evaluation of American and British Thoracic
Society Diagnostic Criteria

Derek C. Angus, Thomas ]. Marrie, D. Scott Obrosky, Gllles Clermont, Tony T. Dremsizov, Christopher Coley,
Michael ). Fine, Danlel E. Singer, and Wishwa M. Kapoor

B Palients wiho recaived 1CL care (n =170

[
' O Patipsts wh receivod na ICU ears [n = 1069)
* pelis
/ |
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Figure 2. Distribution of nonrespiratory acute organ dysfunction in pa-
tients with and without ICU care. See MeTHoDs in the online data supple-

ment for definitions of acute organ dysfunction.
are Med Vol 166. pp 717-723, 2002

Internet address: www.atsjournals.org




Moyens Thérapeutigues

W Les ATB
W Traitements ASSOCIeS:
* Oxygénotherapie
* Assistance Respiratoire
* Traltement du choc
* Corticothérapie




ATB et PNP communautaire
GRAVE

1. TOUJOURS COUVRIR: PNEUMOCOQUE +
LEGIONELLE

2 .Se Méfier: H. Influenza, Entérobactéries, S. aureus

3. PYOCYANIQUE Pseudomonas aeruginosa Est il a prendre
en compte ?




Macrolide -M

Fluroquinolone-FQ

Betalactum - B

e B Inhibitor - Bl




Pneumonies communautaires : recommandations

ATS 1993 2001 2007

BTS 1993 2001 2004

IDSA 1998 2000 2003 2007
CID 1993 2000

SPLF 1999
SPILF 1991 2006

AFFSAPS 1999-2006
ANAES 2001




ABT Probabiliste des PAC Graves
(USI, Réanimation)

Associations

C3G IV

Sujet jeune, Cefotaxime Macrolide IV

Sujet agé,
Comorbidités

Ceftriaxone Ou
(Aztreonam) FQAP IV (LEV)

AFSSAPS 2006 / ATS 2007



Comparison of two guideline-concordant antimicrobial
combinations in elderly patients hospitalized with severe
community-acquired pneumonia®

Bryan Z. Wilson, BS; Antonio Anzueto, MD; Marcos |. Restrepo, MD, MSc; Mary Jo V. Pugh, PhD;
Eric M. Mortensen, MD, MSc

Table 3. Results of multilevel regression analyses

Treatment N (%)
Adjusted Ocdds

Bela-Lactam + Bela-Lactam + Ratio/Incidence
Fluoroguinolone Macrolide Rate Ratio (9%
Outcome All{n=1989) n=8 (n=1106) Confidence Interval) i

Mortality at 30 days 210 (23.6) U224 208 (242) LO5(0.8-1.30)
lengthof sty in days, mean (s0) 182 (209) 210 (47) 159(169) L3213

Crit Care Med 2012 Vol. 40, No. 8




Facteur de risque de Pseudomonas:

Bronchectasies, Mucoviscidose, BPCO

Associations

—

Betalactamine
anti-Pseudomonas Aminoglycoside :
Pipéra-tazocilline Amikacine,

Macrolide
ou

Céfépime Tobramycine,
Carbapénéme : 5 jours maximum
Imipéneme

FQAP IV (Cipro;
LEV)

AFSSAPS2006 / ATS2007



ABT Probabiliste des PAC de Réanimation,
Contexte Post Grippal

o Pneumonie gravissime
Cas général Pneumonie nécrosante
Forte présomption de SARM

) ) . [ . :
C3G IV céfotaxime C3G. (cefota.X|me) +.glyco!oc-ept|de
Et clindamycine ou rifampicine

=+ macrolide ou
C3G* (céfotaxime) + linézolide

Ou

FQAP (LEV) Désescalade +++




Désescalade de |’ ABT Probabiliste des PAC
Gravissimes de Réanimation, Contexte Post Grippal

S. pneumoniae Arrét ABT anti staphylococciques

Bacille a Gram - Arrét ABT anti staphylococciques
S. aureus Arrét C3G
S. aureus méti-S, PVL - Pénicilline M

S. aureus méti-S, PVL +

Pénicilline M + clindamycine ou RIF

S. aureus méti-R, PVL -

Glycopeptide ou linézolide

Glycopeptide + clindamycine

S. aureus méti-R, PVL +

Glycopeptide + RIF
Linézolide

PVL: Toxine Panton Valentine

]




Antibiothérapie probabiliste : faut-il
appliguer les recommandations ?




| > Impact des recommandations
1. Adherence
2. Durée de séjour. Mortalité

3. Codut/efficacité
analyse des deux dernieres conférences de consensus

XV* Conférence de consensus en thérapeurique anti-infectieuse

, Infectious Diseases Society of America/American

(ol Thoracic Society Consensus Guicelines on the

GP LAt ' [ (M iy : A g ' iy
Management of Community-Acquired Pneumonia

Prise en charge des mfections des votes respiratoires basses ‘ A 1 h
de I"adulte immunocompétent” 1N ACUIS

Madaciea et maladios Efuctiomns 36 (2006) 233-244 Clinical Infectious Diseases 2007;44:527-72




1. Adhérence au guidelines

Guidelines Nombre patients Adhésion
n=

Menendez ATS 1993 295

Mortensen ATS 2000 IDSA 2001 420

Bodi (ICU) IDSA 2003 529

Frei ATS 2001 IDSA 2003 631

Shorr (ICU) IDSA 2003 199

Frei (ICU) IDSA 2007 129

Menendez chest 2002 Bodi Clin Infect Dis 2005
Mortensen Am J Med 2004 Frei Am J Med 2006
Shorr chest 2006 Frei Clin Ther: 2010




2. Durée de séjour — mortalite- Codt/efficacité

Control Protocol P
(n=112) (n=115)

Treatment 35 (31.3%) 9 (7.8%)
failures (n=)

Lenght of stay 9.2 4.5
©)

IV duration (d) 5.7 2.1

Mortality Rate 33%

Total 2024
healthcare cost

(£)

of a treatment protocol in the management of
munity-acquired lower respiratory infection “
Eidan J Antimicrob Chemother 2000




Durée Du Traitement

e Généralement: 7-10 Jours

e Pyocyanique: 15 jours

e Légionellose:15- 21 jours




oEt La Corticothérapie?

Rationnel: diminution de P'inflammation
locale et systémique..




OPEN @ ACCESS Freely available online @ PLOS | ONE

Corticosteroids in the Treatment of Community-Acquired
Pneumonia in Adults: A Meta-Analysis

Wei Nie'®, Yi Zhang?®, Jinwei Cheng®”, Qingyu Xiu™

Peto Odds Ratio
I.i.'l"' b !-' i
0.10 [0.02, 0.49]
1,00 [0.06, 16.40]
0.38 |D.05, 3.01]
0.71 |0.20, 2.54)
1.01 [0.37, 2.77]
0.33 [0.08, 1.43)
1.05 [0.33, 3.38]
1.18 [0.07, 19.20] "

0,62 [0.37, 1.04) q OR 0.62 (0.37-1.04)

—Study or Subgroup
Confalonerd 2005
Femandaz-Semrano 2011
Marik 1993
McHardy 1872
Meijvis 2011
Sabry 2011
Snlders 2010
Wagner 1856

aEa

&

Total (95% CI)
Total events
Haterogeneity: Chi* = B.01, df = T (P = 0.33); I = 13%
Test for overall effect: £ = 1.83 (P = 0.07)

&3 _-mm-mu_l_nna

001 04 1 10 100
Favours corticosieroids  Favours control

Figure 2. Meta-analysis for the association between mortality and corticosteroids.

doi:10.1371/journal.pone 0047926 .g002
PLOS ONE || October 2012 | Violume 7 | Issue 10 | e47926




Efficacy of corticosteroids in community-acquired
pneumoniae:a randomized double blinded clinical
trial

— Etude randomisée contre placebo

—- G1: 40mg de prednisolone pendant 7j +
antibiotiques vs G2 placebo + antibitiotiques

— 213 patients dont 93 classe 1V-V de Fine

— Groupe prednisolone: défervescence plus
rapide et baisse plus rapide de CRP/ placebo

— Echec tardif apres 72H: 19% G1 vs 6% G2

e Conclusion: La corticothérapie n’est pas recommandée

Snijders D et al Am J Resp Crit Care Med May 2010 (1);181 (9):880-2




Corticosteroid treatment in severe community-acquired
pneumonia: duration of treatment affects control of
systemic inflammation and clinical improvement.

Patients breathing
without assistance

/

\ P < 0.001

| P<0.001

& i |
Hydrocortisone P <0.001

=
3
E
3
>
3
£
3
o
e
o
2
g
©
@
&
o

“*-Methylprednisolone

/P <0.001 .
“~Placebo

Marco Confalonieri and
Umberto Meduri Intensive Care Med (2011)



oronBaccss rosyamtoteontos  OPLOS|o-

Corticosteroids in the Treatment of Community-Acquired
Pneumonia in Adults: A Meta-Analysis

Wei Nie'®, Yi Zhang?®, Jinwei Cheng*®®, Qingyu Xiu'*

Corticosterolds Peto Odds Ratlo
=gy ¢ W ele g " 'GLs A1 I 'R ¥ Nald . (e 1 g i =ato Xao. 95
1.2.1 severa CAP
Confaloneri 2005 0 24 0.10 [0.02, 0.49] —
Fernandez-Serrano 2011 1 28 1.00 [0.06, 16.40]
Marik 1983 1 14 0.348 [0.05, 3.01]
Sabry 2011 2 40 0.33 [0.08, 1.43]
Subtotal (95% CI) 106 0.26 [0.11, 0.64] -
Total events #
Heterogeneity: Chi# = 2.50, df =3 (P = 048); F=0%
Test for overall effect: Z = 2,93 (P = 0.003)




OPEN (3 ACCESS Freely available online @ PLOS | OME

Corticosteroids in the Treatment of Community-Acquired
Pneumonia in Adults: A Meta-Analysis

Wei Nie'®, Yi Zhang®®, Jinwei Cheng®”, Qingyu Xiu™*

conclusion:

e Results from this meta-analysis did not suggest a
benefit for corticosteroids treatment in patients
with CAP.

e The use of corticosteroids was associated with
Improved mortality in severe CAP.

These results should be confirmed by future
adequately powered randomized trials.

Corticosterclds for pneanmonia (Roeview)
Copyright © 2012 The Cochrane Collaboration. Published by John Wiley & Sons, Lod.




Indications des corticoides

e Insuffisance Surrénalienne Confirmée

* choc septique car nécessitant des doses
élevées et/ou croissantes d'agents vaso-
actifs

 SDRA évoluant depuis 7 jours au moins,
sans amélioration malgre une prise en
charge adéquate

XXéeme conférence de consensus de la SRLF - Jeudi 12 octobre 2000




Review article

The use of non-invasive ventilation during acute respiratory failure
due to pneumonia ™

Miquel Ferrer =%, Roberto Cosentini b Stefano Nava ©

W Failure el Failure rate (%)

40 (=] an 100
Pulmonary fibrosis
ARDE-extrapulmonany
Commaumity-acquired pneumaonia
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Cardiogenic puimonarny cedema
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Autres Effets

e Diminution du recours a la ventilation
meécanique (21% vs 50%; p=0.028)

e Diminution significative du s¢jour en
reanimation

e Mais effet sur la mortalité ???




Pronostic - Mortalité

PNPC: Premiere cause de déces
par infection




6 9 11 14 16 21 24 30
Days after Diagnosis

Cumulative Mortality among 504 Patients with Severe
Pneumococcal Pneumonia.




Survival (%)

Il
Il
‘o

Each hour of delay carries
7.6% reduction in survival

0.5 1 2 3 4 5

Delay in treatment (hours) from hypotension onset
Kumar, et al. Crit Care Med 2006;34:1589-1596
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Time to death at 30 days

CHEST 2010; 137(3):552-557




L'efficacité du traitement initial conditionne le
pronostic des pneumonies communautaires admises
en reanimation.

Facteurs de risque de mortalité en réanimation

Mac Cabe 2 et 3
Choc

Bactériémie
Complications non liées a la Pn
Antibiothérapie initiale inefficace

Leroy O et al Intens Care Med 1995;21:24-31



Mortalité / Pronostic

e Facteurs de mauvais pronostic:
O Etat de choc
@ Ventilation méecanique/SDRA
@ Defaillances viscérales
@ Retard de prise en charge
@ Admission tardive en réanimation
@ Antibiotherapie inadaptée et non
observance aux guidelines




Conclusion

e PNP Communautaire grave: Urgence
diagnostique et thérapeutique

e Diagnostic est clinique, microbiologique et
radiologique

e Hospitalisation en Réanimation+++

e Toujours couvrir Pneumocoque + Légionellose
e Adhérence aux guidelines+++

e Corticoides: Non systematique

e VNI: permet de prévenir la VM dans 50 % des
cas
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