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Scope

NATIONAL INSTITUTE FOR HEALTH AND
CLINICAL EXCELLENCE

SCOPE
1 Guideline title

Preumonia: diagnosls and management of community- and haspital-acquired pneumonia In
Aduits

1.1 Short title

Preumonia

2 The remit

The Depariment of Health has asked NICE: o develop a ¢linkcal guidsiine on pneumonia
{including community-acquired pnewmania)’.

3 Clinical need for the guideline
3.7 Epidemiology

3141 Preumonia

a) Pneumonia ks an infection of the lung tissue (as opposed to Infections mainly
affecting the bronchi such as bronchiiis). The lung tissue Is made up of thin-
walled sacs that contain air. In pnewsmonia the air |s replaced with
mikcroorganisms, fluld and Inflammatory cells. Diagnosis of pneumonia In the
community ls usually made on the basks of symptoms and clinical skigns. In
hospital the diagnosis Is made on the basis of new lung shadowing on a chest X-

ray.

Community-acguired pnewmonia

b} Community-acguired pneumonta {CAP) s defined as pneumonia that Is acguired
putskie hospital.
c) CAP can be caused by several different bacteria and wiruses. SireplocoCCus

prepmanize s the commonest causs of CAP.

d) The annual Ingidence of CAP Is 5001100 per 100,000 of the adult (aged
13 years and over] population. CAP Is Magnased In 5—12% of adults who

present to GPs with
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symptoms of lower respiratory tract Infection, and 22-42% of these patients are

admitied to hospltal. The Incidence of CAF and of hospltal admissions for CAP
varies with patient age and Is higher In plger people. Betwean 1.2 and 10% of adults
admitied to hosplital with CAP are managed In an Intensive care unit

In the LK, martaltty In patients with CAP that Is managed In the community Is less

than 1%. In patients admified to hospital with CAP mortality is betwaen 5.7 and
14%, and In those admitted to an Intenskie care unit monalkty |5 over 3%, More

than half {50% ) of pneumonia deaths occur In peopée older than 84,

Hospital-acquired pneumonia

f)

g)

1.1

B)

Hospital-acquired pneumonia (HAP) ks defined as pneumonla that occurs 45 hours
of mare after hospital admisslon and Is not Incubating at hospial admission.

Early-onset joccurring within 4 days of admission) HAP |s usually caused by the
same bacteria and viruses as CAP and has a good prognosis. Late-onset (starting
£ days or more after admission) HAP has a worse prognosis and I usually caused
by microorganisms that ane acquired from the hospital environment Psaudomonas
aeruginosa, methiclin-resistant Staphyiococcus awews (MRSA] and other non-
PE-E'I.IHIIH"I'IEI'IH Gm-negau'.'e pactera are the most COMMoN S3UsEE.

HAP s estimated 10 Increase hospital siays by 70 days and has 3 monaity of
between 30 and T0%. These Nigures Include HAP that develops In patients in the
Intensive care unit who are Infubated [have a tube Insested In thekr windpipe). This i
Enoam 3as ventlaior-associaiad |:lI'IEIJIT'|Bﬂ|-3 and ks Iﬂrlllﬁﬂll'!f distinct from H&P Im non-
Intubated patients. Ventllator-associated pneumonia has been studled mone
comprehansively than HAPR.

Current practice

Ima 2011 survey of 52,443 patienis In 99 MHS tnists In England, the prevalience of
hospital-associated pneumaonia or lower respiratory tract Infection was 1.5%. Of the
798 people who had hospital-associated pneumonia or lower respiratory tract
Infection, 622 (B1%) had HAP and 65% of these cases were not assoclated with
intubation. Pnewmaonia or lower respiratory tract infection ware the most frequent
types of healthcare-assocated Infection, accounting for 22 6% of cases.

Fatienis’ expenence of pneumonla varies depending on hw severa thelr lliness s,
Some patients with CAP remaln at home with minimal support from heakhcans
professionals. Othars are admitied 1o hospltal because thalr CAP & severs. All
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d)

patients with pneumonia experience some disruption to thelr dally and working Iife;
however, most recover and return to thelr usual activities within a few days or
wesks. For the most vuinerable patients (for exampie, okder people and people with
an undertylng medical condition or weakened Immune systam) the complications
ass0clated with pneumonia may b= mare senous, wih a longer recovery period and
the possiliity that thelr condition may be fatal.

People usually present to thelr GP for assessment, but some presant fo the
community nursing team or directly 1o accident and emergency departments. GP
practice vares. Pneumonia s suspecied If thers Is history of cough and at least one
othar sympiom of lower respiratory ract liness such as yellow-greanish mucus
[sometimes blood-stalned), fever, sweating, GiMculty breathing or breathing faster

than nomal, aches and pains, 10ss of appetite or chest pains. New focal signs In the
chest (such as crackles) and at least one systemic feature such as high
temperature, shivers or sweating also point to a dlagnosls of pneumonia, espacially
If there Is no other explanation for the Iiness. The dagnosls may be suspectad on
the basis of clinkcal presentation alone, or may be confirmed by biood fests,
microbiniogical Investigations or a chest X-ray. Patients are usually freated at home
with empiric oral antiblotics and antipyretics.

If the dlagnosls ks In doubt, the Bness is of moderate or high seventy, or there Is
Inadequate response o freatment after 48 hours, the patient Is refemead for specialis!
assessMent In hosplital. A chest X-ray, oxygen assessment, blood 185is and
rni::rummnglnzi h'l'EE-tEE'ﬂEIHE- are done o confim the [l-EmEEE|E- and 3s&Eess tha
sevedity of the liness. Treatment 15 with oral or Infravenous antiblotics (depending
on liness saverity). Supporiive therapy Incuding oxygen, fulds, prophyiaxs against
venouws firomboembalism, H"IHEE-EIE and nutritional EIJFFIHI'HE- odten necasEary.

In hospital, patients who are severely ll at presentation or whose liness fals o
respond 1o Initial management are refemed to a speciallst respiratory or Intenslve

care physician for mulidisciplinary assessment and, I needed, admission to an
intenslve care unit.

Patients who develop HAP are already In hospital for another reason or have been
mischarged from hospital recently. HAP can develop In patients being freated In any
part of the hospital. it occurs more commaonly In patlents In the Intensive care unit,
those wha have recently had major surgery andior wha have been In hospital for 3
long time.
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a)

h)

4

The clinlcal features of HAP are the same as those of CAP. The diagnosis 15
confirmed by a chest X-ray. The cliinical Inwestigation and management steps In
HAR are the same a5 In CAP. Whereas patients In hosphal with CAP are usually

managed by a physiclan, those with HAP are usually managed by the specialty
responsiole for thelr agmission diagnosis.

Pnewmonla represents a signficant burden of liness for the patient and the NHS.
The guidgeline will alm ip determine evidence-based, cost-efMective Dest practice o
reduce modtalty and morbidity from pnewmaonia and maximise Tes0Urces.

The guideline

The guideline development process s desdaribed In detall on the HICE webshe (582 section 4§,
“Further Infoamatizn').

This scope defines what the guideling will {and will not) examine, and what the guidelne
ﬂE'\'E-H]Fl-E'I'E- wlll conskder, The sC0pe Is pased on the refemal from thea DEFII'I'TI gnt of Health.

The areas thal will b2 addregsed by the guidaiing are descrbed in the foliowing sections.

4.1

411

Population

Groups that will be covered

Adulis {158 and older) with 3 suspected or confirmed diagnosts of CAP.
Adulis with 3 suspecied or corfirmed diagnaosis of HAP.

Mo patient subgroups have been idenifed as needing specc consideration.

Groups that will not be covered

Peopde younger than 18 years.

Patients who acquire pneumonia while Intubated (ventllalor-assoclated pnewmaonia)
andior on the Intensive care wnit.

Patients who are Immune-compromisad (have a primary Immune deficlency or
secondary Immune deficlency related to HIV Infection, or dreg or systemic diseasa-
induced Immunosupprassion).

Fatients In whom pneumonla Is an expecied terminal event

Pnewmnonia complicating bronchiectasis.
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d)

4.3

431

d)

Healthcare sefting
Primary care seitings, such as general praciices, healh centres and palyciiniss.

Community care satiings {Incleding reskdential homes and nursing homes ) where
HHS healtheare Is provided or commissionad.

S2condany care setings where WHS healthcars [ provided or commissioned.

This guideling Is commissioned for the NHS, but peopie providing healtheare in
other settings, such as privaie settings, may find the recommendations relevant.

Clinical management

Key clinical issues that will be coverad

Dilagnostic Investigations, Including C~reactive pratein and procalctonin.

Microbliogical Ivestigations, Including sputen and blood culture, and urnary
antigens.

Sewventy assessment tools to guide refedmal, asmisskon 1o hospltal and admission 1o
int=nslve care units.

PFhamacoliogical Interventions:

» aniblolic treatment:
- when fo start
— which anfibiotic or combinabion of antibiotics
— duration

= Qlucosonicostenld reatment.

Mode that guidelne recommendatons will normally tall within llcensad Indications,
excegtionally, and only I clearly supported by evidence, usa outside a licensed

Indication may b= recommiended. The -ﬂ.llﬂE"l'lE' Wil assume that Fl'E-EE-’I'lDE’l'E- Wil ugs
a Hrug's SUMMary of product characterstics io Infom declslons made with ndividual
patients.

Gas excnange management:

+ continuous positive alrway pressure

» narHnvasive veniliation.

National Clinical Guideline Centre, 2014. Confidential.

8



Scope

a)

h)

Monltoring responss, Including:

» C-reactive protein
» procalkcionin.

Criteria for safe discharge.

Patient Information such as Information on saf-care and self-medication, condition-
speclic Information, support and communication needs of patients (and carers and
famiies as approgriate).

4.3.2 Clinical issues that will not be cowvered

a)

B)

z)

d)

2

f)

Management of spacific identNed pathogens (Including tuberculosts and Vinuses).

Pneumonia assoclated with cinically significant bronchiactasis, Including cystic
Tbnasis.

Prevention strategles, Including vaceination o Ifestyle advice.

Managemen: sirategles:

« complementary and altemative treatments
s 5lating

« granulocyte-colony stimuiating factor

¢« nebullsed saline

v Tlulds

» nutriton

+ physiotherapy

= palliative care.

Management of complications.

Follow-up after hospital discharge, Including Investigations.

4.4 Main outcomes

a)
B)

z)

Martallty.
Hospital admission for CAP and number of days In hospital,

Adverse events.
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o) Complications.
&) Health-refated gualiy of IFe.
4.5 Economic aspects

Developers will take Into account both clinical and cost effectiveness when making
recommendations h'll'l:l|"|'|l'lg a chalce petween alternative Interveniions. A revliew of the
aconomic evidence wil b= conducied and H’IEI’!FEE-E will be cariad out as HPFII'I:IPIIETE The
prefemed wnlt of effeciiveness Is the quality-agjusted Ife year (QALY), and the costs consigered
will usualy be only from an NHS and personal soclal services (PSS) perspective. Further detal
on the methods can 2 found In The gl.l-ﬂE'"I'IE'!E- l‘l'lEﬂl.IEl'-:E-E'E I'|=I.JI'|1'IE'I'|ﬂ|'I!III'I'I"lE'IZI[H"I':I.

4.6 Status

4.6.2 Scope

This Is the inal scope.

4.6.3 Tirming
The development of the guidelne recommendatons will begin In Movemoer 201 2.

a7 Related NICE guidance

T Published guidance

= [Exfracomarsal membraneg carson dioxde removal. MICE Intemvartional FII'EI'EE'UI.I'E 428
{2012).

« Infection. NICE ciinical guigeline 139 (2012).

« Patlent experience In agult NHS services. NICE clinical guideline 138 {2012).

« Healihcare-associated Infections quallty Improvement quige. NIGE adviees (2011},

= [Extracomareal mambrane coygenallon for severe acute respiratony Tallure In agults. MICE
Interventional procedure guidance 391 (2011).

« Megmomnes adherence. NICE clinlcal guidedne 76 {2009).

« Resplratory tract Infections — antibiotic prescribing. MICE clinical guideline 53 [2008).

= Tachnizal patient safaty solutlons Tor venliator assoclaled pneumonia. HICE PE"-Eﬂt-EETEt]I'
guklance 2 [200E).

« Feverish liness In children. NICE clinical guideline 47 (2007).
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5.2 Guidance in development
NICE Is currentty developing the Tollowing related guldance (detalls avallable from the NICE

wahbshe):

Drug alergy: the diagnosis and management of drg allergy In adwits and children. NICE
cinical guideding. Publlication expscied 2014,

i) Further information

Information on the guideline development procass ks provided In the following documents,
dvalladie from the MICE webshe:

=« How MICE clinkzal guidelines are dewvelopsd: an overyiew Tor stakehaiders the public and the
NHS
= The guidelnes manwal.

Information on the progress of the guideline wil also be avalable from the NICE wabsie.
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