
The exponential growth of scientific knowledge over
the last decades has made it difficult for doctors to keep
up to date even within their own specialty. Moreover,
certain fields have reached degrees of development that
require specific training if optimum clinical care is to be
provided. Concentration of efforts and valuable
interrelation between colleagues with similar interests
are the more obvious advantages of this tendency
towards subspecialization. Disadvantages include
increased risk of diagnostic error due to early training in
very specific areas, leading to the inevitable weakening
of the figure of general practitioner or internist in an era
when, paradoxically, hospital populations are
increasingly complex, suffer mainly from multisystemic
disorders, and need medium- to long-term care. Under
these circumstances the following question can be
posed: do medical specialists provide patients with
better clinical care?

The cost of a health care procedure and the outcome
of the patients who undergo it are the main aspects to be
considered when answering the question. An important
factor of the many which play a part in health care costs
is the profile of the doctor involved; for example,
endocrinologists and cardiologists use more medical
resources than internists in the care of the same kind of
patient, and the latter use more resources than general
practitioners.1 Establishing whether the supposed
increment in cost produced by specialist care involves
better clinical outcome is critical. Reis et al2 found that
hospital treatment of congestive heart failure under a
cardiologist involved more diagnostic tests and a longer
hospital stay but also resulted in fewer readmissions 6
months after discharge. Other authors have found not
only fewer readmissions but also lower mortality at 1
year among heart failure patients attended by
cardiologists compared with other specialists.3

Asthma has probably been more closely examined
from this perspective than any other respiratory condition.
Several clinical studies have shown that specialist care (by
pneumologists and allergists) involved more intensive
care but at the same time, and probably as a consequence,
greater relief from symptoms, greater exercise tolerance,
fewer visits to the emergency department or hospital
admissions, and less loss of patients’ school or work hours
compared with care given by general practitioners.4-8

However, these results that appear to favor specialist
attention have not been found for other common
respiratory diseases. Patients hospitalized for acute
exacerbations of chronic obstructive pulmonary disease
do not have greater resource use or better prognosis when
attended by pneumologists than by internists.9,10 The
influence of the profile of the doctor on resource
utilization in the treatment of relevant diseases—from the
clinical as well as the economic and social point of
view—and on the prognosis of the patients affected is
thus of interest. One of these diseases, without a doubt, is
community-acquired pneumonia (CAP). 

CAP causes nearly 4000 deaths a year. Among the
main causes of death in Spain, only Alzheimer disease
and pneumonia showed a significant increase in the
adjusted mortality rate during the period 1995 to
1998.11 The estimated annual incidence of CAP is
60 000 patients over 14 years of age, of whom 60% are
cared for in hospital.12 A large part of the direct costs of
CAP come from these admissions, which range from
€1220 to €2795 per procedure,12-15 significantly higher
than costs of CAP cases treated at outpatients, which
range from only €150 to €200.12,14 If we exclude 20%
of admissions as inappropriate from this superficial
economic analysis,12,14 the cost of hospitalized CAP in
Spain still ranges from €35 million to €80 million
annually, representing approximately 2% of the total
cost of hospitalized patients.15 However, the decision to
hospitalize, the length of hospital stay, and the use of
antimicrobials vary considerably from one hospital to
another. The main variables that affect these differences
are related to the severity of the patient’s condition and
the presence of associated risk factors, but the specialty
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of the doctor treating the patient can also affect the
variability of the treatment received and the outcome of
the process, as has been seen with other diseases.16

In this issue of ARCHIVOS DE BRONCONEUMOLOGÍA,
Capelastegui et al17 report interesting findings on the
differences observed in the care and treatment of
hospitalized CAP patients according to the department
they are treated in, and analyze the repercussions that
these differences can have on patient outcome. The
retrospective nature of the study and the lack of
homogeneity of the patients admitted to the different
departments (pneumology, internal medicine, infectious
diseases, and a mixed group of specialties) prevent
definite conclusions from being reached, as the authors
indicate. Nevertheless, some results stand out. One of
the more remarkable is that after adjusting for severity,
the more critical patients and those with highest risk
who were treated by pneumologists had a lower
intrahospital mortality rate and lower mortality rate at
30 days than patients treated by internists. A higher
percentage of inappropriate prescriptions given by the
internists could explain the outcome disparity. However,
insufficient microbiological information in this study
makes it difficult to establish appropriateness of
antibiotic treatment. According to the authors’ criteria,
the antibiotic or antibiotics used were considered
appropriate in over 80% of cases in all departments and
over 90% in the internal medicine department. This
contrasts with the authors’ conclusions: that the
different mortality rates can be attributed to differences
in antimicrobial use and that use needs to be improved.
Pneumologists do seem to use macrolides more
frequently than internists but the conclusion that the
different range of atypical microorganisms covered
might play a part in the results is pure speculation at
this stage. Several studies have shown that the inclusion
of a macrolide in the initial treatment of CAP is
associated with a decrease in mortality.18-23 These
findings could be due to a possible synergic effect, the
immunomodulator effect of these antimicrobials, or the
range of atypical pathogens covered. Other authors,
however, have not been able to confirm these results24,25

and the association of a beta-lactam and a macrolide, at
least in theory, could be inadvisable because of the
possible antagonistic effect the bacteriostatic agent
could have on the bactericide.26 Finally, a recent study
described how combination antibiotic therapy for severe
pneumococcal bacteremia lowered mortality at 14 days
of diagnosis but this finding was independent of the
kind of antibiotic used or its in vitro activity.27

Earlier studies have analyzed the influence which
duration of intravenous treatment has on hospital stay
and procedure costs.13 Capelastegui et al17 found that
duration of intravenous treatment was significantly
shorter under pneumologists than under internists,
confirming observations of other authors.28 This finding
could at least partly explain the shorter hospital stay in
pneumology departments compared with internal
medicine and the mixed group. 

At this point the question can be raised whether
differences observed between specialists’ management
of CAP could be reduced if structured protocols were
followed. A recent Spanish multicenter study shed
some light on this aspect: adherence to CAP treatment
guidelines was significantly lower among
nonpneumologists and this fact constituted a risk factor
independent of poor prognosis.29 On the other hand, the
percentage of appropriate treatments in the study by
Capelastegui et al17 and the absence of significant
differences in other important variables such as time of
first dose administration of antimicrobial treatment
brings into question the possible influence that use of
guidelines would have had on the results obtained by
these authors.

Finally, it is interesting to note the very slight
disparities between infectious disease specialists and
pneumologists in the management of pneumonias. To
my mind this circumstance underlines a point made by
other authors, that doctors’ experience in the
management of these diseases and, in particular, the
volume of patients of this kind that they treat every year
are more important factors than specific academic
qualifications.30 As specialists in pneumology we must
avoid the absurdity of continuously having to know
more about less because we run the risk of eventually
knowing everything about nothing. On the other hand,
we must also reject the still remaining attitude of some
generalist colleagues who sometimes remind me of
Roger Ascham, writer and scholar from the 16th
century, who used to answer, when asked about certain
subjects, that he knew nothing about them, never even
having lectured on the topics.

REFERENCES

1. Greenfield S, Nelson EC, Zubkoff M, Manning W, Rogers W,
Kravitz RL, et al. Variations in resource utilization among
medical specialities and systems of care. Results from the medical
outcomes study. JAMA. 1992;267:1624-30.

2. Reis SE, Holubkov R, Edmundowicz D, McNamara DM, Zell KA,
Detre K, et al. Treatment of patients admitted to the hospital with
congestive heart failure: specialty-related disparities in practice
patterns and outcomes. J Am Coll Cardiol. 1997;30:733-8.

3. Jong P, Gong Y, Liu PP, Austin PC, Lee DS, Tu JV. Care and
outcomes of patients newly hospitalized for heart failure in the
community treated by cardiologists compared with other
specialists. Circulation. 2003;108:129-31.

4. Bucknall CE, Robertson C, Moran F, Stevenson RD. Differences
in hospital asthma management. Lancet. 1988;1:748-50.

5. Mayo PH, Richman J, Harris HW. Results of a program to reduce
admissions for adult asthma. Ann Intern Med. 1990;112:864-71.

6. Zeiger RS, Heller S, Mellon MH, Wald J, Falkhoff R, Schatz M.
Facilitated referral to asthma specialist reduces relapses in asthma
emergency room visits. J Allergy Clin Immunol. 1991;87:1160-8.

7. Mahr TA, Evans R. Allergist influence on asthma care. Ann
Allergy. 1993;71:115-20.

8. Hughes DM, McLeod M, Garner B, Goldbloom RB. Controlled
trials of a home and ambulatory program for asthmatic children.
Pediatrics. 1991;87:54-61.

9. Strauss MJ, Conrad D, LoGerfo JP, Hudson LD, Bergner M. Cost
and outcome of care for patients with chronic obstructive lung
disease. Analysis by physician specialty. Med Care. 1986;24:915-
24.

RODRÍGUEZ DE CASTRO F. THE INFLUENCE OF SPECIALTY CARE ON THE MANAGEMENT OF HOSPITALIZED PNEUMONIA

298 Arch Bronconeumol. 2005;41(6):297-9



10. Regueiro CR, Hamel MB, Davis RB, Desbiens N, Connors AF Jr,
Phillips RS. A comparison of generalist and pulmonologist care
for patients hospitalized with severe chronic obstructive
pulmonary disease: resource intensity, hospitals costs, and
survival. SUPPORT Investigators. Study to Understand Prognoses
and Preferences for Outcomes and Risks of Treatment. Am J Med.
1998;105:366-72.

11. Regidor E, Gutiérrez-Fisac JL, Calle ME, Otero AA. Patrón de
mortalidad en España, 1998. Med Clin (Barc). 2002;118:13-5.

12. Bartolomé M, Almirall J, Morera J, Pera G, Ortún V, Bassa J, et
al. A population-based study of the costs of care for community-
acquired pneumonia. Eur Respir J. 2004;23:610-6.

13. Fernández Álvarez R, Gullón Blanco JA, Rubinos Cuadrado G,
Jiménez Sosa A, Hernández García C, Medina Gonzálvez A, et al.
Neumonía adquirida en la comunidad: influencia de la duración de
la antibioterapia intravenosa en la estancia hospitalaria y relación
coste/efectividad. Arch Bronconeumol. 2001;37:366-70.

14. González Moraleja J, Sesma P, González C, López ME, García
JF, Álvarez-Sala JL. ¿Cuál es el coste de las neumonías que
ingresamos inadecuadamente? Arch Bronconeumol. 1999;35:
312-6.

15. Bayas JM, Vilella A, San Martín M, González A, Conesa A,
Asenjo MA. Impacto sanitario de los ingresos por neumonía en un
hospital de tercer nivel. Med Clin (Barc). 2001;116:694-5.

16. Whittle J, Lin CJ, Lave JR, Fine MJ, Delaney KM, Joyce DZ, et
al. Relationship of provider characteristics to outcomes, process,
and costs of care for community-acquired pneumonia. Med Care.
1998;36:977-87.

17. Capelastegui A, España PP, Quintana JM, Gorordo I, Martínez
Urquiri A, Idoiaga I, et al. Pacientes ingresados por neumonía
adquirida en la comunidad: estudio comparativo en función del
servicio médico responsable. Arch Bronconeumol. 2005;41:300-6.

18. Brown RB, Iannini P, Gross P, Kunkel M. Impact of initial
antibiotic choice on clinical outcomes in community-acquired
pneumonia: analysis of a hospital claims-made database. Chest.
2003;123:1503-11.

19. Gleason PP, Meehan TP, Fine JM, Galusha DH, Fine MJ.
Associations between initial antimicrobial therapy and medical
outcomes for hospitalized elderly patients with pneumonia. Arch
Intern Med. 1999;159:2562-72.

20. Houck PM, MacLehose RF, Niederman MS, Lowery JK. Empiric
antibiotic therapy and mortality among medicare pneumonia
inpatients in 10 Western states: 1993, 1995, and 1997. Chest.
2001; 119:1420-6.

21. Waterer GW, Somes GW, Wunderink RG. Monotherapy may be
suboptimal for severe bacteremic pneumococcal pneumonia. Arch
Intern Med. 2001;161:1837-42.

22. Mufson MA, Stanek RJ. Bacteremic pneumococcal pneumonia in
one American city: a 20-year longitudinal study, 1978-1997. Am J
Med. 1999;107:34S-43S.

23. Martínez JA, Horcajada JP, Almela M, Marco F, Soriano A,
García E, et al. Addition of a macrolide to a beta-lactam-based
empirical antibiotic regimen is associated with lower in-hospital
mortality for patients with bacteremic pneumococcal pneumonia.
Clin Infect Dis. 2003;36:389-95.

24. Burgess DS, Lewis JS II. Effect of macrolides as part of initial
empiric therapy on medical outcomes for hospitalized patients
with community-acquired pneumonia. Clin Ther. 2000;22:872-8.

25. Aspa J, Rajas O, Rodríguez de Castro F, Huertas MC, Borderías
L, Cabello FJ, et al. Impact of initial antibiotic choice on mortality
from pneumococcal pneumonia. Eur Respir J. in revision 2005.

26. Johansen HK, Jensen TG, Dessau RB, Lundgren B, Frimodt-
Moller N. Antagonism between penicillin and erythromycin
against Streptococcus pneumoniae in vitro and in vivo. J
Antimicrob Chemother. 2000;46:973-80.

27. Baddour LM, Yu VL, Klugman KP, Feldman C, Ortqvist A, Rello
J, et al. Combination antibiotic therapy lowers mortality among
severely ill patients with pneumococcal bacteremia. Am J Respir
Crit Care Med. 2004;170:440-4.

28. Halm EA, Switzer GE, Mittman BS, Walsh MB, Chang CC, Fine
MJ. What factors influence physicians’ decisions to switch from
intravenous to oral antibiotics for community-acquired
pneumonia? J Gen Intern Med. 2001;16:599-605.

29. Menéndez R, Torres A, Zalacaín R, Aspa J, Martín-Villasclaras
JJ, Borederías L, et al. Guidelines for the treatment of community-
acquired pneumonia: an audit of adherence and outcome. Am J
Respir Crit Care Med. in revision 2005.

30. Marie TJ, Carriere KC, Jin Y, Johnson DH. Mortality during
hospitalisation for pneumonia in Alberta, Canada, is associated
with physician volume. Eur Respir J. 2003;22:148-55.

RODRÍGUEZ DE CASTRO F. THE INFLUENCE OF SPECIALTY CARE ON THE MANAGEMENT OF HOSPITALIZED PNEUMONIA

Arch Bronconeumol. 2005;41(6):297-9 299


