
ing criteria (unless present at baseline) should be present within 24
hours before discharging the patient to home care:  temperature
>37.8ºC; pulse >100 beats/minute; respiratory rate >24
breaths/minute; systolic blood pressure <90 mm Hg; blood oxy-
genation saturation <90%; and inability to maintain oral intake.33

The use of appropriate discharge criteria has been associated with
decreased costs and readmission rates as well as reduced mortality.

Duration of Therapy

Traditionally, the recommended duration of therapy for patients
with CAP has been between 7 to 14 days. The ideal duration of
antibiotic therapy is unknown, and has not been adequately stud-
ied. Recently, the concept of short-course antibiotic therapy (eg,
<5 to 7 days) has been introduced for the treatment of upper and
lower respiratory tract infections.26,37,38 The goal of short-course
therapy includes rapid eradication of causative pathogens, decrease
selection pressure for resistance, less adverse events, improved
compliance, and lower costs. Several current studies have demon-
strated equivalent efficacy and safety between short-course and tra-
ditional duration of antibiotic therapy in patients with CAP. Some
experts have recently recommended that patients with CAP should
be treated for a minimum of five days, and therapy should not be

discontinued until 48 to 72 hours after a clinically stable patient
has become afebrile.33,35 However, not all patients with CAP can be
treated with short-course therapy. Longer durations of therapy
may be needed for cases involving extrapulmonary infections, S
aureus bacteremia, P aeruginosa pneumonia, inadequate initial
therapy, and infections caused by less common pathogens.

Prevention of CAP

The mainstay for preventing lower respiratory tract infections
is vaccination.33,34 The two most common and deadly causes of
CAP are influenza and pneumococcus infection.33,34,36 Available
vaccines for adults include the 23-valent pneumococcal poly-
saccharide vaccine, the inactivated trivalent influenza vaccine,
and the new live attenuated influenza vaccine. In addition,
smoking cessation should be considered in all patients with
CAP who smoke.33 Smoking is one of the major risk factors
for both pneumococcal bacteremia and Legionella species
infection.

THE ROLE OF THE PHARMACIST

Pharmacists play a key role in the management of patients with
lower respiratory tract infections since the majority of these
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Outpatient Management

Consider comorbidities or recent use of  antimicrobial agents

Presence of comorbidities (eg, diabetes, liver disease, renal
insufficiency, malignancy, chronic inflammatory lung disease,
congestive heart disease) or use of antimicrobial agents within

the previous 3 months

Previously healthy and no use of antimicrobial agents
within the previous 3 months

Most likely organisms:
S pneumoniae (including DRSP),

M pneumoniae,
H influenzae,

C pneumoniae,
aerobic gram-negative bacilli,

S aureus

Most likely organisms:
S pneumoniae,
M pneumoniae,
H influenzae,

C pneumoniae,
respiratory viruses

• A β-lactam plus an extended-spectrum macrolide 
(clarithromycin or azithromycin [alternative: doxycycline]).
The preferred β-lactams: high-dose amoxicillin (eg, 1 gm tid
or 2 gm amoxicillin-clavulanate twice daily); alternatives: 
cefpodoxime, cefuroxime, cefprozil or cefdinir

• Respiratory fluoroquinolone (levofloxacin, gatifloxacin, 
moxifloxacin, gemifloxacin)

• Telithromycin (if no risks of enteric gram-negative organisms)
• Ceftriaxone (IM or IV) plus extended-spectrum macrolide

(clarithromycin or azithromycin) or doxycycline

An extended-spectrum macrolide 
(clarithromycin or azithromycin)

or
doxycycline

Figure 3. Algorithm for empiric antimicrobial therapy
for outpatients.33


