knock on effects on antibiotic use and length of hospital stay,
ways of preventing HAP would be of potential importance to
health services.
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TIME TRENDS AND RISK FACTORS FOR
HOSPITALISATION AFTER COMMUNITY-ACQUIRED
PNEUMONIA IN OLDER ADULTS IN ENGLAND

ERC Millett, BL De Stavola, JK Quint, L Smeeth, SL Thomas. London School of Hygiene and
Tropical Medicine, London, UK
10.1136/thoraxjnl-2014-206260.20

Introduction and objectives Hospitalisation rates for community-acquired pneumonia (CAP) among older individuals have
increased in Europe, but the reasons for this remain unclear. It
may be due to increasing incidence of CAP in older adults, or an
increasing tendency to hospitalise – either due to worsening comorbidities, and/or changes in service provision. We used English
linked electronic health records to investigate trends in hospitalisation after a CAP diagnosis independent of CAP incidence, and
determinants of any increasing trend.
Methods General practice records from the Clinical Practice
Research Datalink (1998–2011) were linked to hospital admission records and mortality data, and CAP episodes among
patients aged ≥65 years were identified. Episodes resulting in
hospitalisation within 28 days of CAP diagnosis were compared
to non-hospitalised CAP episodes, and multilevel logistic regression models built to estimate odds ratios for co-morbidities,
frailty, and other factors, and to predict the probability of hospitalisation over time. Indicators of CAP severity (including mortality in the 28 days post-CAP) and pathways of care were also
examined as explanations for hospitalisation trends.
Results Hospitalisation after CAP increased markedly over the
time period; after controlling for a wide range of comorbidities
and other factors, the predicted probability of hospitalisation
rose from 57% (1998–2000) to 86% (2009–2010). Factors associated with hospitalisation included 14 co-morbidities, five frailty
factors, and four medications/vaccinations. In the fully adjusted
model most of these factors were associated with increased odds
of hospitalisation, but some (including dementia and terminal illness) lowered the odds of hospitalisation. Over the study period,
a growing proportion of CAP patients were admitted to hospital
via A and E and the proportion referred by general practitioners
decreased. 28-day mortality decreased over time.
Conclusions Hospitalisation after CAP among those aged ≥65
years has increased in England, independent of co-morbidity and
frailty factors, while mortality has decreased. Changes in service
provision, patient and physician behaviours may play a role in
increasing CAP hospitalisations. If the incidence of CAP in this
age group also continues to increase, these combined trends will
place an expanding burden on the health service.
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CLINICAL CHARACTERISTICS OF HOSPITALISED
PATIENTS MISDIAGNOSED WITH COMMUNITYACQUIRED PNEUMONIA

H Pick, J Lacey, D Hodgson, E MacDonald, A Turvey, T Bewick. Derby Hospitals NHS
Foundation Trust, Derby, UK
10.1136/thoraxjnl-2014-206260.21

Background The diagnosis and treatment of patients hospitalised
with community-acquired pneumonia (CAP) is predicated on an
A10

acutely abnormal chest radiograph.1 Little is known about
patients who present with infective respiratory symptoms with
no consolidation, who have clinically significant non-pneumonic
lower respiratory tract infection (LRTI).
Methods A prospective observational cohort study of consecutive patients admitted to hospital with infective respiratory
symptoms and treated for suspected CAP over winter 2013/14.
Management was at the discretion of the admitting team.
Results Of 628 patients admitted to hospital during the study,
304 (48.4%) did not have acute consolidation on chest radiograph; 166 were reported as clear, and 138 as either longstanding abnormality or not acute infection. Patients with LRTI had
lower admission C-reactive protein levels (median 49 mg/l vs. 85
mg/l; p < 0.01), were older (median 80.0 years vs. 76.3 years; p
= 0.005), and were more likely to be managed on a non-respiratory ward (174/304 (57.2%) vs. 127/324 (39.1%); p < 0.001). A
higher proportion of patients with LRTI were care home residents, although this did not reach statistical significance (56/304
(18.4%) vs. 45/324 (13.9%); p = 0.12). A microbiological diagnosis was made in only 9/304 (3.0%) patients with LRTI compared with 45/324 (13.9%) with CAP (p < 0.0001). CAP
patients had a discharge clinical code of CAP (J12–18) in 247/
324 (76.2%) cases; 121/304 (39.8%) patients with LRTI were
miscoded as CAP. Thirty-day mortality was similar in both
groups (48/324 (14.8%) vs. 43/304 (14.1%) p = 0.82), but
median length of hospital stay was longer for patients with CAP
(7.0 days vs. 5.6 days; p = 0.002).
Conclusion Almost half patients treated for CAP were misdiagnosed and over-treated with broad spectrum antibiotics. Patients
with non-pneumonic LRTI were older, with lower C-reactive
protein levels, but similar 30-day mortality. Acute respiratory illness in this group may therefore be driven by decompensated
comorbidity rather than an underlying inflammatory condition;
broad spectrum antibiotics may not be useful. No national guidance currently exists on the optimal management of this group,
and further study is required.
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A RANDOMISED CONTROLLED TRIAL OF ATORVASTATIN
AS A STABLE TREATMENT IN BRONCHIECTASIS
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Background Bronchiectasis is characterised by chronic cough,
sputum production, and recurrent chest infections. Pathogenesis
is poorly understood, but excess neutrophilic airway inflammation is seen. Evidence suggests that statins have pleiotropic
effects; therefore these drugs could be a potential anti-inflammatory treatment for patients with bronchiectasis. We did a proofof-concept randomised controlled trial to establish if atorvastatin
could reduce cough in patients with bronchiectasis. In addition,
we wanted to establish the anti-inflammatory mechanisms of statins contributing to this.
Methods Patients aged 18–79 years were recruited from the
Royal Infirmary of Edinburgh. Participants had clinically significant bronchiectasis confirmed by chest CT and two or more
chest infections in the preceding year. Individuals were randomly
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