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When you review a patient with CAP
in the community will be determined
by the initial severity assessment and
other factors such as the availability of
reliable help at home. Patients
assessed as low severity should
improve on appropriate therapy within
48 hours, at which time severity
reassessment is recommended. Those
who fail to improve within 48 hours
should be considered for hospital
admission. Patients who do not fulfil
the criteria for low severity and are
managed at home will require more
frequent review.13

Follow-up chest radiographs should
be performed at 6 weeks in patients
with radiological changes consistent
with pneumonia in the following
situations to exclude underlying
malignancy:
• smokers 
• patient > 50 years old
• persistent physical symptoms 
and signs.

PREVENTION
Smoking cessation should be
encouraged at every opportunity with

the use of appropriate smoking
cessation aids. Influenza vaccination is
recommended for those aged ≥65
years and for people of any age with
underlying chronic disease or living in
long-stay residential care, and for
health and social care workers.5,13

Pneumococcal polysaccharide
vaccine (PPV) should be given to all
those aged two years or older in
whom pneumococcal infection is
likely to be more common or more
serious in terms of increased
morbidity and mortality. PPV should
be given to everyone ≥65 on a one-off
basis, at the same time as routine
annual influenza vaccine.5,13
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Table 5 

Community antibiotic therapy for CAP13

Patient group
Non-severe, home treated CAP
Life-threatening CAP referred to hospital
Severe CAP with admission delay >6 hours

First choice antibiotic
amoxicillin 5mg tds orally for 7 days
penicillin G 1.2g intravenously
consider antibiotics

Alternative choices
doxycycline or clarithromycin
amoxicillin 1g orally

Adapted from Macfarlane JT. Lower respiratory tract infection and pneumonia in the community. Semin Respir Infect 1999; 14: 151-62




