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Outcome Analysis of Patients Requiring Mechanical Ventilation
with Severe Community-Acquired Pneumonia and
Identified Bacterial Pathogens
Han-Chung Hu, MD; Chung-Chi Huang, MD; Ying-Huang Tsai, MD;
Cheng-Huei Lee, MD; Meng-Jer Hsieh, MD
Background: Severe community-acquired pneumonia (CAP) is associated with high mortality. The choice of antibiotics should be guided by the distribution of bacterial pathogens. The purpose of this study was to analyze the causative bacteria and outcomes of patients with severe CAP in a medical intensive care
unit (MICU) in Taiwan. The results may provide a basis of guidance for
future empirical antibiotic treatments.
Methods:
We enrolled patients with severe CAP who were intubated and who required
mechanical ventilation in an MICU in 2001. Only patients with identified
bacterial pathogens were included. The bacterial distribution was determined, while differences in age, acute physiology and chronic health evaluation (APACHE) II scores, and initial PaO2/FiO2 ratio between surviving and
expired patients were compared.
Results:
Fifty-nine patients were enrolled and 75 isolates were obtained. Klebsiella
pneumoniae was the most common bacteria (21.3%), followed by
Pseudomonas aeruginosa and Acinetobacter baumannii. Staphylococcus
aureus (8%) was the most-commonly isolated gram-positive organism, and
half of its isolates were oxacillin-resistant (ORSA). The overall mortality
was 55.9%. Multiple logistic regression analysis revealed that survivors had
a significantly younger age and lower APACHE II scores.
Conclusions: Gram-negative bacilli were the most-common causative pathogens among
patients with severe CAP requiring mechanical ventilation. Antipseudomonal
antibiotics or a carbapenem should be considered to cover Pseudomonas
species, extended-spectrum β-lactamase-producing strains, and
Acinetobacter species. If the isolated bacteria are gram-positive, care should
be taken to cover the possibility of ORSA. Old age and higher APACHE II
scores were associated with higher mortality.
(Chang Gung Med J 2005;28:229-36)
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P

neumonia was the eighth leading cause of death
in Taiwan in 2001, at more than 3700 fatalities.(1)

Pneumonia is classified into community-acquired
pneumonia (CAP) and hospital-acquired pneumonia
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(HAP) according to the source of the infection. CAP
and HAP have different causative pathogens, clinical
courses, and management.
The majority of CAP patients are managed at
outpatient clinics, and approximately 20% of them
require hospitalization.(2) Furthermore, about 10% of
hospitalized patients need intensive care.(3) The overall mortality of CAP is less than 5%, but severe CAP
that requires intensive care is associated with higher
mortality rates of up to 20%~50%.(4-8) The mortality
rate might be even higher among intubated patients.(8)
Empirical therapy with broad-spectrum antibiotics is
still the mainstay of treatment for severe CAP. Many
studies have emphasized the importance of adequate
empirical therapy to improve outcomes and decrease
the length of hospital and intensive care unit (ICU)
stays. The mortality rate can be lowered to 10% if
the initial therapy for severe CAP is adequate and
patients improve within the first 3 days. In contrast,
the mortality rate can be as high as 60% if the initial
therapy is inadequate.(8)
The choice of empirical antibiotics is often
guided by consensus guidelines developed according
to local surveillance data.(9,10) Therefore, the choice of
antibiotics varies in different areas. It is important to
discern patterns of causative pathogens and antibiotic
susceptibilities, which can provide guidance for the
initial treatment of CAP, especially severe CAP.
Therefore, we retrospectively reviewed the bacterial
pathogens and patterns of drug susceptibility in
patients with severe CAP admitted to a medical ICU
of a medical center in northern Taiwan in 2001. The
outcomes of these severe CAP patients were also
analyzed.

METHODS
This was a retrospective study performed at a
20-bed adult medical ICU of a medical center in
northern Taiwan. From January to December 2001,
consecutive patients admitted to the ICU, either from
the emergency room or ward, with a diagnosis of
severe CAP and respiratory failure were included.
Only patients with identified bacterial pathogens
were enrolled in the study. Patients coming from
nursing homes, those who had been admitted to
another hospital, or who were discharged within
fewer than 7 days prior to this admission were
excluded. Patients who were admitted to the ward
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with a diagnosis of CAP but were transferred to the
ICU within 24 h because of respiratory failure were
also included. Because this was an ICU-based study,
patients fulfilling the criteria of severe CAP but who
were not associated with respiratory failure or were
not admitted to the ICU were not included.
A diagnosis of pneumonia was based on the following criteria: (1) new chest radiographic infiltration which was compatible with pneumonia, (2) a
body temperature of > 38°C or < 35°C, (3) purulent
productive sputum, and (4) a white blood cell count
of > 12,000/ml or < 3000/ml. Severe CAP was
defined according to the American Thoracic Society
definition published in 2001.(9) The major criteria are
(1) a need for mechanical ventilation and (2) the
presence of septic shock. Minor criteria are (1) a systolic blood pressure of < 90 mmHg, (2) multilobar
disease, and (3) a PaO2/FiO2 ratio of < 250. Patients
fulfilling at least 1 major or 2 minor criteria were
defined as having severe CAP.
Medical records were reviewed in detail by 2 of
the authors to obtain the following information: age,
gender, acute physiology and chronic health evaluation (APACHE) II score, initial PaO2/FiO2 ratio after
intubation, length of mechanical ventilator usage,
length of ICU stay, and length of hospital stay. Chest
radiographs were separately reviewed by 2 pulmonologists to confirm the diagnosis of pneumonia. We
also collected the results of cultures and susceptibility tests yielded from blood sampling, transtracheal
aspirations before initiation or change of antibiotic
treatment, or bronchoalveolar lavage or pleural effusions within 24 h after admission. Viral and
mycobacterial infections were excluded because of
limited available data. Atypical pneumonia was not
included because seral tests were not routinely carried out. Adequate antibiotic therapy was defined if
the isolated pathogen was susceptible to at least 1 of
the initial agents in the ICU with correct dosage, timing, and route of administration.(8)
Data are expressed as the mean standard deviation for continuous variables and the number with
percentage for categorical data. All analyses were
performed using SPSS software. The difference
between surviving and expired patients was compared with t-test for continuous variables and 2 test
or Fisher's exact test for categorical data, where
applicable. Stepwise multiple logistic regression
analysis was performed using whether or not a
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patient survived as the dependent variable. A p value
of < 0.05 was considered significant for all analyses.

pleural effusion (n = 1), and protected sheath brushing (PSB, n = 1). The identified bacteria are summarized in Table 1. The most-common pathogens were
Klebsiella pneumoniae (21.3%), Pseudomonas
aeruginosa (17.3%), and Acinetobacter baumannii
(10.7%). These 3 pathogens comprised nearly 1/2 of
all bacterial pathogens. Those 8 patients infected
with A. baumannii were all hospitalized between
April and August. Streptococcus pneumoniae and
Hemophilus influenzae were less frequently seen in
the present study. Only 5.3% of isolates were S.
pneumoniae and 6.7% were H. influenzae.
The overall mortality was 55.9% (n = 33), and
the characteristics of surviving and expired patients
are summarized in Table 2. There was no gender difference by Fisher's exact test. The survivors had a
lower mean age (61.7 17.8 vs. 72.4 13.5, p <
0.05) and lower mean APACHE II scores (20.9 5.0
vs. 24.8 6.2, p < 0.05). In patients older than 74
years, the mortality rate was 76%, while that of the
other younger patients was 41.2%. The patients with

RESULTS
There were 706 patients admitted to this ICU
during the study period. In total, 169 patients fulfilled the definition of severe CAP, 36 of whom were
from the ward and the others from the emergency
room. Fifty-nine patients (59/169, 34.9%; 48 men
and 11 women) with positive microbiological results
were included in the analysis, with an age (mean
SD) of 67.7 16.3 years, APACHE II score of 23.1
6.0, and initial PaO2/FiO2 ratio of 172.1 65.6.
Seventy-five pathogens were isolated from these
59 patients. Forty-four patients had a single
pathogen, and 14 patients had 2 pathogens. Most of
the pathogens were obtained from transtracheal aspirations (n = 44, 44/59), among which only 1 was
polymicrobial. Others were obtained from bronchoalveolar lavage (n = 11), blood culture (n = 2),
Table 1. Main Pathogens Identified in Severe CAP Patients
Organism
G(+) bacteria
S. pneumoniae
OSSA
ORSA
Corynebacterium spp.
G(-) bacteria
K. pneumoniae
P. aeruginosa
A. baumannii
H. influenzae
E. coli
Enterobacter cloacae
E. coli-ESBL
K. pneumoniae-ESBL
Serratia marcescens
Branhamella catarrhalis
Stenotrophomonas
Proteus mirabilis
Pseudomonas spp.
Bacillus
Neisseria meningitis
Citrobacter diversus
Pneumocystis carinii

Surviving

Expired

3
2
1
1

1
1
2
0

10
3
3
1
2
0
0
1
1
1
0
1
1
0
1
1
1

6
10
5
4
2
3
2
1
1
1
1
0
0
1
0
0
0

Total (n = 75)
11 (14.6)
4 ( 5.3)
3 ( 4)
3 ( 4)
1 ( 1.3)
64 (85.4)
16 (21.3)
13 (17.3)
8 (10.7)
5 ( 6.7)
4 ( 5.3)
3 ( 4)
2 ( 2.7)
2 ( 2.7)
2 ( 2.7)
2 ( 2.7)
1 ( 1.3)
1 ( 1.3)
1 ( 1.3)
1 ( 1.3)
1 ( 1.3)
1 ( 1.3)
1 ( 1.3)

Mortality rate
25%
33.3%
66.7%
0%
37.5%
76.9%
62.5%
80%
50%
100%
100%
50%
50%
50%
100%
0%
0%
100%
0%
0%
0%

Abbreviations: OSSA: oxacillin-sensitive Staphylococcus aureus; ORSA: oxacillin-resistant Staphylococcus aureus; ESBL: extendedspectrum β-lactamase-inducing strains.
Data are presented as the no. (%).
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Table 2. Comparison between Surviving and Expired Patients with Severe CAP
Characteristics
Male: Female
Age (mean SD)
Underlying disease
COPD
Diabetes mellitus
Malignancy
Liver cirrhosis
ESRD
APACHE II score (mean SD)
PaO2/FiO2 (mean
SD)

Surviving (n = 26)

Expired (n = 33)

Total (n = 59)

p Value

20 : 6
61.7 17.8

28 : 5
72.4 13.5

48 : 11
67.6 16.3

NS†
< 0.05*

3
5
1

3
5
8
2
1

6
10
9
2
1
23.1
6
172.1 65.6

< 0.05*
NS*

20.9 4.9
183.2 67.2

24.8
163.8

6.2
64.1

Abbreviations: COPD: chronic obstructive pulmonary disease; ESRD: end-stage renal disease; APACHE II: acute physiology and chronic health evaluation scoring system, version II; PaO2/FiO2: arterial oxygen pressure/fraction of inspiratory oxygen; NS: non significant.
* Compared by t-test.
† Compared by Fisher's exact test.

lower APACHE II score (≤23) also had lower mortality (40.0% vs. 72.4%). The mortality rate was
higher for those with P. aeruginosa (76.9%), H.
influenzae (80%), and A. baumannii (62.5%) infections. Comparatively, those patients infected with S.
pneumoniae or K. pneumoniae had lower survival
rates (25% and 38.8%, respectively). In patients
infected with K. pneumoniae, a higher percentage of
patients expired if it was an extended-spectrum betalactamase (ESBL)-producing strain. However, the
percentage was not subjected to statistical analysis
due to the small case numbers involved. As for
comorbidity, both groups had similar percentages of
chronic obstructive pulmonary disease and diabetes
mellitus, but expired patients had more-malignant
disease. The initial PaO 2/FiO 2 ratio was higher
among survivors (183.2 vs. 163.8), but the difference
was not statistically significant.
The initial empiric antibiotic regimen was adequate in 25 patients, 16 of whom died (64%).
Comparatively, the mortality in the inadequate treatment group was 50%, without a significant difference between these 2 groups (p = 0.211). Patients
who received adequate initial antibiotic treatment
were older (71.6 13.6 vs. 64.8 17.7 years, p =
0.05) than those who received inadequate treatment.
No statistical difference was found in APACHE II
scores and PaO2/FiO2 ratios between these 2 groups.
In the surviving group, the mean duration of
intubation was 7.3 days, the length of the ICU stay
was 10.3 days, and the length of the hospital stay
was 24 days. In the expired group, the mean length

of the ICU stay (equal to the length of the hospital
stay) was 11.8 days. The length of the ICU stay did
not significantly differ between these 2 groups when
compared using the t-test.
Multiple stepwise logistic regression analysis
was performed with survival or expiration as the
dependent variable. Several independent variables
were entered, including age, gender, coma scale, creatinine level, platelet count, albumin level, whether
initial treatment was adequate or not, the PaO2/FiO2
ratio, and the APACHE II score. As the result, only
age and the APACHE II score were significant independent variables. In the final model, the odds ratio
for the group aged ≥ 75 years was 3.71 (95% confidence interval: 1.13~12.18, p = 0.03) and that of
patients with APACHE II scores of > 23 was 3.18
(95% confidence interval: 1.01~10.01, p = 0.048).

DISCUSSION
Severe community-acquired pneumonia is associated with high mortality, exceeding 60% if patients
require intubation and mechanical ventilation support.(11) Another meta-analysis showed an average
mortality of 36.5% for patients admitted to the ICU,
with a range of 21.7%~57.3%.(12) The overall mortality of our patients with identifiable bacterial
pathogens was 55.9%, which was high but similar to
those of previous studies.
Several studies have reported that the initial
antibiotics used had a significant impact on final outcomes.(5,8,13) If the initial antibiotic regimen was inad-
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equate, then the mortality increased. Physicians
should be knowledgeable about the spectrum of
pathogens in their local area so that treatment can
focus on possible target organisms.
The prevalence of organisms is variable in different areas. In most studies, S. pneumoniae is the
most-common pathogen, ranging from 15% to 46%
of isolates.(5,7,13,14) Other organisms such as H. influenzae, Staphylococcus spp., Legionella spp., and gramnegative bacilli are also common causative agents.
Ruiz and coworkers reported that gram-negative
bacilli caused 11% of severe CAP cases.(15) Lee et al.
found that 47% of the causative pathogens of severe
CAP were gram-negative bacilli, and in their study,
K. pneumoniae was the most-common organism
(15%) which also produced higher mortality.(11) In the
present study, K. pneumoniae accounted for 27.1%
of severe CAP cases with a mortality of 37.5%,
which was lower than that due to other pathogens.
The roles of P. aeruginosa and A. baumannii in
severe CAP are unclear.(16) Almirall et al. isolated P.
aeruginosa in 6% of patients with CAP.(17) Torres et
al. isolated P. aeruginosa in 5% patients with CAP
and found that severe pneumonia caused by P. aeruginosa was associated with 100% mortality.(13) In our
study, P. aeruginosa was isolated in 17.3% of
patients, and the mortality was high (76.9%). In general, A. baumannii was more prevalent with nosocomial infections. Rudin et al. described 6 cases of
CAP caused by Acinetobacter spp.(18) Chen et al. also
reported 13 cases of severe CAP caused by A. baumannii, with a mortality of 62%,(19) which is similar
to our results (60%). Acinetobacter baumannii is
more active in warm and humid seasons,(19) and this
is therefore compatible with our findings that all
infections with A. baumannii we noted occurred in
the period of April to August.
Staphylococcus aureus is also an important
organism responsible for severe CAP. Its incidence
has been increasing in recent years, ranging from
12% to 22%, as reported in several patient
series.(7,13,14,20) Woodhead et al. analyzed 61 cases of S.
aureus-related CAP, and nearly 1/2 of them had
underlying systematic disease.(21) According to our
results, 3 had diabetes, 1 had chronic renal failure
and was undergoing hemodialysis, and 1 had decompensated liver cirrhosis. In addition, the percentage
of S. aureus was even higher than that of S. pneumoniae. Half of them were ORSA, and 2/3 of patients
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with ORSA infection died.
Patients with severe CAP are usually associated
with a major systematic disease, including chronic
obstructive pulmonary disease, diabetes mellitus, and
alcoholism.(22) Fine et al. reported independent predictors of mortality to be neoplastic disease, corticosteroid use, and alcohol abuse.(23) Torres et al. noted
that chronic respiratory disease was not associated
with higher mortality.(13) In our study, the surviving
and expired patients had similar proportions of
comorbidities, except for a higher malignancy rate in
the expired group.
Elderly populations are more susceptible to
severe CAP and have more-adverse outcomes.
Woodhead et al. found that the mortality was 90% in
patients older than 70 years with pneumonia. (24)
Another multivariate analysis showed that being
aged older than 60 years was independently associated with death.(25) On the contrary, Riquelme et al.
reported that age was not a significant factor related
to the prognosis.(26) In our study, the mortality rate in
patients of 75 years or older was 76.0%; which was
higher than the mean mortality. In addition, the surviving group was younger than the expired group
(61.7 17.8 vs. 72.4 13.5 years, respectively, p <
0.05). This reveals that increasing age had a negative
impact on outcomes.
Marik et al. reported that APACHE II scores
were an independent predictor of mortality.(27) We
found that patients with lower APACHE II scores (≤
23) had a lower mortality rate, which is similar to
previous data. Although the PaO 2/FiO 2 ratio was
higher in the surviving group, the difference was not
significant. Other factors also indicated no positive
results.
Adequate initial antibiotic treatment is important and may reduce the mortality rate. In our study,
the mortality rates in the adequate and inadequate
initial antibiotic treatment groups were 64% and
50%, respectively, but the difference was not statistically significant. The cause of the opposite result
may have been due to the small sample size. The
mean age of our patients who received adequate initial antibiotic treatment was higher, which might partially explain the higher associated mortality. This
also revealed that age might be another risk factor in
addition to antibiotics in the prognosis.
There are several limitations to our study. First,
because of its retrospective nature, admission criteria
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and methods of specimen collection were not standardized. Second, we excluded other atypical
pathogens such as viruses and mycoplasma because
we did not routinely order serological studies, and
this may have affected the results of the pathogen
distribution. Third, because only patients in the ICU
were enrolled, patients with severe CAP who were
not treated in ICU were not included. This resulted in
a small sample size and may also have affected the
pathogen distribution.
In summary, we have established a database for
the local spectrum of bacteria in patients with severe
CAP who require mechanical ventilation. Empirical
antibiotic treatment should be guided by the possible
bacterial distribution in our area. According to our
results, gram-negative bacillus infection should be
considered in intubated patients, and K. pneumoniae,
P. aeruginosa, and A. baumannii were common
pathogens among these patients. For patients possibly infected with these bacteria, antipseudomonal
agents or carbapenem agents might be needed. If
gram-positive cocci are found, S. pneumoniae,
ORSA, and oxacillin-sensitive S. aureus (OSSA)
should all be considered. In our study, S. aureus was
even more commonly seen than S. pneumoniae.
Initial antibiotic treatment should cover possible
ORSA because it is associated with a high mortality
rate. Furthermore, higher age and APACHE II score
were independent risk factors of death. Although the
beneficial effect of adequate initial antibiotic treatment might have been masked by the older age of
that group in our study, it is still reasonable to choose
adequate empirical antibiotics to cover the possible
spectrum of pathogens found locally. A prospective,
larger-scale study is necessary in order to make
more-precise statistical comparisons.

REFERENCES
1. Department of Health: Summary of Statistics on Causes
of Death in Taiwan in 2001. Taipei; 2002.
2. Woodhead MA, Macfarlane JT, McCracken JS, Rose DH,
Finch RG. Prospective study of the aetiology and outcome of pneumonia in the community. Lancet 1987;1:
671-4.
3. Leeper KV Jr. Severe community-acquired pneumonia.
Semin Respir Infect 1996;11:96-108.
4. Niederman MS, Bass JB Jr., Campbell GD, Fein AM,
Grossman RF, Mandell LA, Marrie TJ, Sarosi GA, Torres
A, Yu VL. Guidelines for the initial management of adults

5.

6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

16.

234

with community-acquired pneumonia: diagnosis, assessment of severity, and initial antimicrobial therapy.
American Thoracic Society. Medical Section of the
American Lung Association. Am Rev Respir Dis 1993;
148:1418-26.
Pachon J, Prados MD, Capote F, Cuello JA, Garnacho J,
Verano A. Severe community-acquired pneumonia.
Etiology, prognosis, and treatment. Am Rev Respir Dis
1990;142:369-73.
Feldman C, Ross S, Mahomed AG, Omar J, Smith C. The
aetiology of severe community-acquired pneumonia and
its impact on initial, empiric, antimicrobial chemotherapy.
Resp Med 1995;89:187-92.
Moine P, Vercken JB, Chevret S, Chastang C, Gajdos P.
Severe community-acquired pneumonia. Etiology, epidemiology, and prognosis factors. French Study Group for
Community-Acquired Pneumonia in the Intensive Care
Unit. Chest 1994;105:1487-95.
Leroy O, Santre C, Beuscart C, Georges H, Guery B,
Jacquier JM, Beaucaire G. A five-year study of severe
community-acquired pneumonia with emphasis on prognosis in patients admitted to an intensive care unit.
Intensive Care Med 1995;21:24-31.
Niederman MS, Mandell LA, Anzueto A, Bass JB,
Broughton WA, Campbell GD, Dean N, File T, Fine MJ,
Gross PA, Martinez F, Marrie TJ, Plouffe JF, Ramirez J,
Sarosi GA, Torres A, Wilson R, Yu VL. Guidelines for the
management of adults with community-acquired pneumonia. Diagnosis, assessment of severity, antimicrobial therapy, and prevention. Am J Respir Crit Care Med 2001;
163:1730-54.
Bartlett JG, Breiman RF, Mandell LA, File TM Jr.
Community-acquired pneumonia in adults: guidelines for
management. The Infectious Diseases Society of
America. Clin Infect Dis 1998;26:811-38.
Lee KH, Hui KP, Tan WC, Lim TK. Severe communityacquired pneumonia in Singapore. Singapore Med J 1996;
37:374-7.
Fine MJ, Smith MA, Carson CA, Mutha SS, Sankey SS,
Weissfeld LA, Kapoor WN. Prognosis and outcomes of
patients with community-acquired pneumonia. A metaanalysis. JAMA 1996;275:134-41.
Torres A, Serra-Batlles J, Ferrer A, Jimenez P, Celis R,
Cobo E, Rodriguez-Roisin R. Severe community-acquired
pneumonia. Epidemiology and prognostic factors. Am
Rev Respir Dis 1991;144:312-8.
Sorensen J, Forsberg P, Hakanson E, Maller R, Sederholm
C, Soren L, Carlsson C. A new diagnostic approach to the
patient with severe pneumonia. Scand J Infect Dis
1989;21:33-41.
Ruiz M, Ewig S, Torres A, Arancibia F, Marco F, Mensa
J, Senchez M, Martinez JA. Severe community-acquired
pneumonia. Risk factors and follow-up epidemiology. Am
J Respir Crit Care Med 1999;160:923-9.
Niederman MS. Severe community-acquired pneumonia:
what do we need to know to effectively manage patients?

Chang Gung Med J Vol. 28 No. 4
April 2005

235

Han-Chung Hu, et al
Pathogens and outcomes of severe CAP

Intensive Care Med 1996;22:1285-7.
17. Almirall J, Mesalles E, Klamburg J, Parra O, Agudo A.
Prognostic factors of pneumonia requiring admission to
the intensive care unit. Chest 1995;107:511-6.
18. Rudin ML, Michael JR, Huxley EJ. Community-acquired
Acinetobacter pneumonia. Am J Med 1979;67:39-43.
19. Chen MZ, Hsueh PR, Lee LN, Yu CJ, Yang PC, Luh KT.
Severe community-acquired pneumonia due to
Acinetobacter baumannii. Chest 2001;120:1072-7.
20. Anonymous. Community-acquired pneumonia in adults in
British hospitals in 1982-1983: A survey of aetiology,
mortality, prognostic factors and outcome. The British
Thoracic Society and the Public Health Laboratory
Service. Q J Med 1987;62:195-220.
21. Woodhead MA, Radvan J, Macfarlane JT. Adult community-acquired staphylococcal pneumonia in the antibiotic
era: a review of 61 cases. Q J Med 1987;64:783-90.
22. Ewig S, Torres A. Severe community-acquired pneumo-

Chang Gung Med J Vol. 28 No. 4
April 2005

nia. Clin Chest Med 1999;20:575-87.
23. Fine MJ, Smith DN, Singer DE. Hospitalization decision
in patients with community-acquired pneumonia: a
prospective cohort study. Am J Med 1990;89:713-21.
24. Woodhead M. Pneumonia in the elderly. J Antimicrob
Chemother 1994;34(Suppl A):85-92.
25. Marrie TJ, Durant H, Yates L. Community-acquired pneumonia requiring hospitalization: 5-year prospective study.
Rev Infect Dis 1989;11:586-99.
26. Riquelme R, Torres A, El-Ebiary M, de la Bellacasa JP,
Estruch R, Mensa J, Fernandez-Sola J, Hernandez C,
Rodriguez-Roisin R. Community-acquired pneumonia in
the elderly: A multivariate analysis of risk and prognostic
factors. Am J Respir Crit Care Med 1996;154:1450-5.
27. Marik PE. The clinical features of severe communityacquired pneumonia presenting as septic shock. Norasept
II Study Investigators. J Crit Care 2000;15:85-90.

236

2001

1

2001

12
59
PaO2/FiO2
67.7 16.3
17.3
55.9%
75
APACHE II

APACHE II
59

48

11
21.3%
8%
(multiple logistic regression)

Carbapenem

23

Oxacilline
APACHE II

(

2005;28:229-36)
APACHE II

93

8

20

94

2

4
333

3287787

E-mail: mengjer@adm.cgmh.org.tw

5

Tel.: (03) 3281200 2281

Fax: (03)

