
IMPORTANT SAFETY INFORMATION
Intravenous Adenoscan® (adenosine injection) 
is indicated as an adjunct to thallium-201 
myocardial perfusion scintigraphy in patients 
unable to exercise adequately.
Approximately 2.6% and 0.8% of patients 
developed second- and third-degree AV block, 
respectively. All episodes of AV block have been 
asymptomatic, transient, and did not require 
intervention; less than 1% required termination 
of adenosine infusion.
Fatal cardiac arrest, sustained ventricular 
tachycardia (requiring resuscitation), and non-
fatal myocardial infarction have been reported 
coincident with Adenoscan infusion. Patients 
with unstable angina may be at greater risk. 
Side eff ects that were seen most often included 
fl ushing (44%), chest discomfort (40%), and dys-
pnea (28%). Side eff ects usually resolve quickly 
when infusion is terminated and generally do 
not interfere with test results.
Despite adenosine’s short half-life, 10.6% of 
the side eff ects started several hours after the 
infusion terminated, and 8.4% of the side eff ects 
that began during the infusion persisted for up 
to 24 hours after infusion. In many cases, it is not 
possible to know whether these late adverse 
events are the result of Adenoscan infusion.

Please see brief summary of prescribing 
information on the next page.

Although chest pain is the most common 
symptom of myocardial infarction among 
both sexes,1 women often present with 
symptoms that are not typically seen in men.2 
Coronary heart disease can be diff erent in 
women, and many challenges exist in risk 
stratifi cation and decision making.3,4

Myocardial perfusion imaging (MPI) 
can provide important risk stratifi cation 
information in women.4 Approximately 40% 
of women referred for MPI are candidates 
for pharmacologic stress.3 For those unable 
to exercise adequately, Adenoscan stress 
provides interpretable MPI results in 98.7% 
of patients.5

1. Isaac D, et al. Can J Cardiol. 2001;17(suppl D):38D-48D. 2. Wenger NK. Cardio-
vasc Res. 2002;53:558-567. 3. Mieres JH, et al. J Nucl Cardiol. 2003;10:95-101. 
4. Hachamovitch R, et al. J Am Coll Cardiol. 1996;28:34-44. 5. Cerqueira MD, et al. 
J Am Coll Cardiol. 1994;23:384-389.
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Community-Acquired Pneumonia Advice Updated
B Y  B A R B A R A  J. R U T L E D G E

Contributing Writer

New consensus guidelines could
help primary care and emergency
medicine physicians better man-

age community-acquired pneumonia in
immunocompetent adults.

A joint committee of the Infectious Dis-
eases Society of America and the Ameri-
can Thoracic Society developed the treat-
ment guidelines, which emphasized that
they should be modified according to lo-
cal epidemiology and susceptibility data
(Clin. Infect. Dis. 2007;44:S27-72).

The main differences between the con-
sensus guidelines and earlier management
guidelines “center on issues of etiology, the
site of care decisions, and diagnosis,” Dr.
Lionel A. Mandell, professor of medicine
at McMaster University, Hamilton, Ont.,
and the corresponding author of the guide-
lines publication, said in an interview.

“In terms of etiology, community-ac-
quired MRSA [methicillin-resistant Staphy-
lococcus aureus] has now become an issue.
For the site of care decision, the CURB-65
[confusion, uremia, respiratory rate, low
blood pressure, age 65 years or greater] cri-
teria are now recommended as well as the
PSI [Pneumonia Severity Index] criteria.”
� Site of care selection. Assessment of
disease severity is the most critical initial
decision in management of community-
acquired pneumonia (CAP), with an im-
mediate effect on the site of care selection.
The guidelines identify the site of care de-
cision as one area in which CAP manage-
ment could be improved. To assist clini-
cians in evaluating CAP disease severity
and determining the most appropriate site
of care, the guidelines recommend the use
of severity of illness scores such as CURB-
65 and PSI. The three site of care options
are outpatient treatment, hospitalization
in a medical ward, or admission to an ICU.
� ICU admission. The guidelines offer a
new set of criteria for the ICU admission
decision, while retaining the format of
the earlier ATS guidelines. They distin-
guish between patients meeting major ad-
mission criteria (strong recommendation
for ICU admission) and those meeting
three or more minor admission criteria
(moderate recommendation).

Direct admission to an ICU is strongly
recommended for patients in septic shock
requiring vasopressors or with acute respi-
ratory failure requiring mechanical ventila-
tion. Direct admission is moderately rec-
ommended for patients meeting at least
three of the following criteria: respiratory
rate of 30 breaths/min or higher, arterial
oxygen pressure/fractionof inspired oxygen
ratio (PaO2/FiO2) of 250 or lower, multilo-
bar infiltrates, confusion/disorientation,
BUN level of 20 mg/dL or higher, WBC
count less than 4,000 cells/mcL, platelet
count less than 100,000 cells/mcL, core
temperature below 36° C, and hypotension
requiring aggressive fluid resuscitation.
� Antibiotics. Empirical antibiotic recom-
mendations do not differ substantially from
those in previous guidelines. Additional ev-
idence supports combination antibiotic
therapy for severe CAP, and ertapenem is
now included as a β-lactam alternative rec-

ommended in some circumstances.
� Diagnosis and testing. Diagnosis of
pneumonia is made based on clinical symp-
toms and evidence of an infiltrate in the
lungs, usually from a chest radiograph or
other imaging technique. The issue of di-
agnostic testing to determine etiology re-
mains controversial. “Blood cultures and
Gram stain and culture of respiratory se-
cretions are not recommended for all hos-
pital admissions,” Dr. Mandell said. If the
clinician suspects infection with specific

pathogens that would be covered more ap-
propriately by a change in the empirical an-
tibiotic regimen, then testing for CAP eti-
ology is recommended. If sputum samples
are collected, ideally the samples should be
obtained before antibiotic therapy is initi-
ated. Gram stains of sputum samples may
offer the twofold benefit of guiding initial
antimicrobial therapy and possibly vali-
dating later sputum culture results.

Severe CAP is an indication for blood
cultures, because of the increased possi-

bility that an unusual pathogen may be de-
tected. Pretreatment blood and sputum
cultures also are appropriate for hospital-
ized patients with risk factors such as as-
plenia, which would lead to an inability to
clear bacteremia, or with comorbid con-
ditions associated with increased likeli-
hood of bacteremia with CAP. ■

The guidelines are available free at
www.journals.uchicago.edu/ CID/journal/
issues/v44nS2/41620/41620.html.


