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Respiratory Infections 

In February, I wrote about the 

UTI Antibiotic Stewardship 

Guidelines, produced by a 

Kingston area expert panel.  

With cough and cold season 

approaching, it’s a good time 

to touch upon the guideline for 

diagnosis and management of 

pneumonia in LTC.   

 

The primary goals of the 

document are to improve 

treatment success, reduce 

antibiotic resistance and limit 

adverse effects.  Eliminating 

antibiotic use in the treatment 

of COPD exacerbations or 

viral infections and 

recognizing local resistance 

patterns would go a long way 

towards achieving these goals.    

 

Pneumonia is the leading 

cause of hospitalization and 

mortality in LTC and is the 

second leading cause of 

infection.  Sputum cultures are 

of limited value and diagnosis 

is usually based on a decline in 

general health, mental status 

changes or new onset falls.  

Chest X-rays are ideal, but 

may not available in time for 

expeditious treatment.  

Prevention is best achieved by 

Influenza and pneumococcal 

vaccine programs, fastidious 

staff hand hygiene, good 

resident oral hygiene and 

reduction of unnecessary PPI 

use (Losec®, Pantoloc®, etc.). 

 

The key diagnostic symptom 

for pneumonia is tachypnea.  

A respiratory rate greater than 

25 breaths/minute, combined 

with fever (>37.9˚C), new 

productive cough, pleuritic 

chest pain, irregular breathing 

sounds, new delirium/ 

decreased consciousness or a 

3% reduction in O2 saturation 

correlate with a positive 

diagnosis.  Influenza is 

suspected if fever is combined 

with three of the following 

symptoms: chills, new 

headache or eye pain, body 

aches, malaise or anorexia, 

sore throat and new or 

increased dry cough. 

 

Antibiotics used within the 

prior three months (six months 

with quinolones – e.g. Cipro®, 

Avelox® or Levaquin®) 

should not be considered for 

treatment, as resistance is 

likely.  Common agents, such 

as Amoxil®, Clavulin®, 

Ceftin® and Cefzil® are good 

first-line choices.  They may 

be combined with Biaxin®, 

Zithromax® or Vibramycin® 

in difficult cases.  Levaquin® 

and Avelox® are options as 

well.  Clindamycin with 

Clavulin® is the best choice in 

aspiration pneumonia. 

 

Treatment should be started as 

soon as possible after 

diagnosis.  Support with O2, 

hydration, fever control are 

very important.  Therapy 

should be reviewed after 48-72 

hours and changed if response 

is poor.  Hospitalization or i.m. 

treatment may be necessary.  

Antibiotics should be 

continued until the resident has 

been clinically stable for 48-72 

hours.  

 

Calcitonin Alert 

After a review, Health Canada 

has recommended that nasal 

calcitonin products, such as 

Miacalcin®, should be 

removed from the market.  The 

decision was based on 

evidence showing a small, 

2.4% increase in malignancies 

in patients using this product.  

The withdrawal is effective on 

October 1, 2013. 

 

The injectable form of the 

drug, Calcimar® is still 

available as a treatment option. 

In light of the cancer concern, 

Calcimar® use should be 

limited to three months; 

therefore osteoporosis is no 

longer an acceptable 

indication.  It may still be used 

for hypercalcemic emergencies 

and uncontrolled Paget’s 

Disease (three month 

maximum).  Pain associated 

with acute vertebral and rib 

fractures often responds to 

calcitonin as well.  Your 

consultant pharmacist will be 

reviewing the charts of those 

involved to make appropriate 

recommendations. 


