Statins and pneumonia in diabetes

RE
1

LUNG ALERT

961

FERENCES 15 De Bruin ML, van Staa TP, Belitser SV, et al. Predicting cardiac arrhythmias
Mortensen EM, Coley CM, Singer DE, ef al. Causes of death for pafients with and sudden death in diabetic users of proarrhythmic drugs. Diabetes Care
community-acquired pneumonia: results from the Pneumonia Patient 2005’?8'440_2' . b | Diffe o risks of allerai
Outcomes Research Team cohort study. Arch Intern Med 2002;162:1059-64. 16 Verdel BM, Souverein PC, Egberts AC, ef al. Difference in risks of allergic
Fine MJ. Smith MA Carson CA et al. Prognosis and ou'rcomeslof patients with reaction fo sulfonamide drugs based on chemical structure. Ann Pharmacother
community-acquired pneumonia. A meta-analysis. JAMA 1996,275:134-41. 2006,40:1040-6. kel sk ; i in the elder]

Fry AM, Shcy DK, Holman RC, et al. Trends in hospita|izc1tions for pneumonia 7 ,Iiowjlﬂ,a Ildsltgr:?rég\g] g °2EH' Risk factors for pneumonia in the e der Y-
among persons aged 65 years or older in the United States, 1988-2002. m J e it . . .
JAMA 2005;294:2712-5. 18 Almirall J, B.ollbor |, Balanzo X, et al. Risk factors for communlty-ccqu!red
Moutschen M. Alterations in natural immunity and risk of infection in patients pneur?onhla in adults: a population-based case-control study. Eur Respir J
with diabetes mellitus (in Belgian). Rev Med Liege 2005;60:541-4. ]9?9'13'349_55' 1. Eriol ! . ed

Muller LM, Gorter KJ, Hak E, et al. Increased risk of common infections in 19 Ruiz M, E,W'9 S, Marcos MA, et a.'Etlo ogy of community-acquired
patients with type 1 and type 2 diabetes mellitus. Clin Infect Dis pneumonia: impact of age, comorbidity, and severity. Am J Respir Crit Care
2005;41:281-8. Med ]999;160:3?7—405. ) o o
Valdez R, Narayan KM, Geiss LS, ef al. Impact of diabetes mellitus on 20 Nakagawt_: T, Sel_qzawa K, Arai H, et al._ngh incidence of pneumonia in
mortality associated with pneumonia and influenza among non-Hispanic elderly patients with basal ganglia infarction. Arch Infern Med

black and white US adults. Am J Public Health 1999:89:1715-21. 1997;157:321-4. o i

Fessler MB, Young SK, Jeyaseelan S, et al. A role for hydroxy-methylglutaryl 21 White DA. Drug-induced pulmonary infection. Clin Chest Med

coenzyme a reductase in pulmonary inflammation and host defense. 2004;25:179-87. o . ) )

Am J Respir Crit Care Med 2005;171:606-15. 22 Jefferson T, Rivetti D, Rivetti A, et al. I_EFflcoc_:y and effectiveness of influenza
Almog Y, Shefer A, Novack V, et al. Prior statin therapy is associated with a vaccines in elderly people: a systematic review. Lancet 2005;366:1165-74.
decreased rate of severe sepsis. Circulation 2004;110:880-5. 23 Shorr AF. Preventing pneumonia: the role for pneumococcal and influenza
Almog Y. Statins, inflammation, and sepsis: hypothesis. Chest vaccines. Clin Chest Med 2005;26:123-34.

2003;124:740-3. 24 Laheij RJ, Sturkenboom MC, Hassing RJ, et al. Risk of community-acquired
Mortensen EM, Restrepo MI, Anzueto A, et al. The effect of prior statin use on pneumonia and use of gastric acid-suppressive drugs. JAMA

30-day mortality for patients hospitalized with community-acquired 2004;292:1955-60.

pneumonia. Respir Res 2005;6:82. 25 Kwak B, Mulhaupt F, Myit S, et al. Statins as a newly recognized type of
Hackam DG, Mamdani M, Li P, et al. Statins and sepsis in patients with immunomodulator. Nat Med 2000;6:1399-402.

cardiovascular disease: a population-based cohort analysis. Lancet 26 Guevara RE, Butler JC, Marston BJ, et al. Accuracy of ICD-9-CM codes in
2006;367:413-8. detecting community-acquired pneumococcal pneumonia for incidence and
Thomsen RW, Hundborg HH, Johnsen SP, et al. Statin use and mortality within vaccine efficacy studies. Am J Epidemiol 1999;149:282-9.

180 days after bacteremia: a population-based cohort study. Crit Care Med 27 Aronsky D, Haug PJ, Lagor C, et al. Accuracy of administrative data for
2006,34:1080-6. identifying patients with pneumonia, Am J Med Qual 2005;20:319-28.
Jick H, Jick SS, Derby LE. Validation of information recorded on general 28 Mcloone P, Ellaway A. Postcodes don'’t indicate individuals’ social class. BMJ
practitioner based computerised data resource in the United Kingdom. BMJ 1999;319:1003-4.

1991,302:766-8. 29 Danesh J, Gault S, Semmence J, et al. Postcodes as useful markers of social

Jick SS, Kaye JA, Vasilakis-Scaramozza C, et al. Validity of the general
practice research database. Pharmacotherapy 2003;23:686-9.

class: population based study in 26 000 British households. BMJ
1999;318:843-4.

No further tests for PE required in low probability cases with a negative D-dimer test

A Kearon C, Ginsberg JS, Douketis J, et al for the Canadian Pulmonary Embolism Study Group. An evaluation of D-dimer in
the diagnosis of pulmonary embolism. Ann Infern Med 2006;144:812-21

omitted on the basis of a negative D-dimer test result. This study is the first randomised

controlled trial to evaluate this approach.

1126 randomised patients with suspected PE were evaluated and classified into low
(group A) and high (group B) clinical probability groups; 456 with negative D-dimer test
results were randomly allocated to control or experimental interventions. The experimental
intervention for both groups was no further testing. The control intervention for group A
was a ventilation-perfusion (VQ) scan followed by bilateral leg proximal vein ultrasono-
graphy. If the VQ scan was equivocal, ultrasonography was repeated at 7 and 14 days. The
control intervention for group B was ultrasonography at 7 and 14 days. All patients in group
B had a baseline VQ scan.

The patients were followed up for symptomatic venous thromboembolism (VTE) over a
6 month period. The prevalence of VTE in the 1126 patients enrolled in the study was 15.2%.
In group A, six patients were lost to follow up and VTE occurred in 0 of 182 patients in the
experimental group and 1 of 185 in the control group (95% CI —3 to 1.6 percentage points).
In group B, VTE occurred in 1 of 41 patients in the experimental group and 0 of 41 in the
control group.

The authors conclude that, in patients with a low probability of PE and a negative D-dimer
test, additional diagnostic testing can be withheld without increasing the frequency of VTE
during follow up. However, the study was limited by its use of VQ scanning and lack of
double blinding. Computed tomographic pulmonary angiography (CTPA) is now a more
widely used diagnostic test for PE.

I n patients with suspected pulmonary embolism (PE), further diagnostic testing is often
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