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SUPPLEMENTARY MATERIAL 
‘This Supplementary Material was part of the submitted manuscript and has been peer reviewed. 
It is posted as supplied by the authors.' 
 

APPENDIX 1.   
Roles of the National Coordinators and of the Local Principal Investigators. 
National Coordinators (NCs) 

The role and responsibilities of NCs include:  

 Advertisement of the study in the individual countries and identify 
participating sites and LPIs in their country.  

 Application for regulatory approval at a national level where applicable 
and ensuring that ethical committee (EC) approvals, or waivers of EC 
approvals, are obtained for all the participating sites in their country 
prior to the initiation of the study.  

 Assistance with the translation of the study protocol and case report form 
where required.  

 Ensuring the distribution of study material to the centres (protocol, case 
report form, instruction manuals, etc.) and that the LPIs are familiar with 
the study material prior to the start of recruitment.  

 Ensuring good communication with the participating sites in their 
country, including monitoring and encouraging LPIs to achieve optimal 
recruitment and follow-up during the period of the study.  

 Assistance of the Monitoring Committee in communicating with sites in 
regard to data queries.  

 

Local Principal Investigators (LPIs) 

The role and responsibilities of LPIs include:  

 Informing the respective NC of their interest to participate in the study.  

 Leadership of the study at their site.  

 Application for EC and/or local site approvals in collaboration with the 
NC and ensuring that local approvals are in place prior to the initiation of 
the study.  

 Notification and/or sending scanned copies of local sites approval to the 
NC.  

 Ensuring accurate and timely data collection and entry into the electronic 
Case Report Form (eCRF). For participating sites that do not have access 
to the eCRF, copies of the paper Case Report Form (CRF) should be sent 
to the relevant party, as determined by the NC and Coordinating Centre.  

 Replying promptly to queries from the Coordinating Centre.  

 To guarantee the integrity, consistency and quality of data collection and 
ensuring that the EC approval and the paper CRFs will be kept in a safe 
and locked place for the period of time stipulated by the study protocol 
or local EC, whichever is longer.  

 Maintaining effective communication with the NC and Coordination 
Centre 
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APPENDIX 2.   
Case report form for Nosocomial Pneumonia with onset inside the ICU. 

 

 
 

 

PneumoINSPIRE 
    International Study on NoSocomial Pneumonia in 

Intensive CaRE 
 
 

An international, multi-centre, prospective, observational cohort study of 
nosocomial pneumonia in intensive care units 

 
 
 

PneumoINSPIRE study is endorsed by the  
 European Society of Intensive Care Medicine (ESICM) 

 
 

 

 

 

Case Report Form 
 
Patient ID: ____ # _____ 
NOTE: the patient ID consists of the site ID code_rank number, e.g. AUS001#001 for the 1st patient of the site with 
site ID AUS001; the rank is common for patient with pneumonia in the ICU and for patients of pneumonia outside 
the ICU)  
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SECTION 1 – DEMOGRAPHICS & HOSPITAL ADMISSION DATA 

1.1.Demographics 

Age (years): _______ Gender:  Male  Female Race/Ethnicity: ________________________ 

1.2. Hospital Admission data 

   1.2.1.Date/Time of hospital admission   (day/month/year):  ___ ___ _______ ; (hh:mm): ___:___ 

   1.2.2. Hospital Admission source:  

  Home  
  Chronic care facility 
  Retrieval from field (accident) 
  Nursery home  
  Other _________________ 

 
 

  Other Acute Care Facility (Hospital)   
Date of admission to the transferring hospital: 
(day/month/year):  __ ___ ____ 

  Ward     ICU     
  Postoperative-Recovery     
  Emergency Department

1.3. Functional/Chronic Health Status (prior to hospital admission) 
(The Knaus Chronic Health Status Score, Knaus et al. CCM 1981) 
 

  Normal health status (Independent) 
  Moderate activity limitation (Independent) 
  Bedridden patient (Totally dependent) 

  Severe activity limitation due to chronic 
disease (Partially dependent) 

  Unknown
 

1.4. Presence of risk factors for MDR colonisation at hospital admission (Tick all that apply) 

 Nursing home resident   Home wound care   Chronic dialysis     
 Antibiotic therapy (i.v.) in the past 3 months     
 Out of hospital parenteral nutrition or vascular access or IV antibiotics  
 High prevalence of resistant microorganisms in the community 
 Hospital admission in the past 3 months, If Yes: 

  How many times was admitted during the last 3 months?  Once  More than once 
  Discharge date from the most recent prior hospital admission: 
  Accumulated duration of all prior hospital admissions during the last three months: ______ (days) 

  Prior hospital admission included ICU admission?  Yes  No    

If Yes, Admission date of the most recent prior ICU admission (day/month/year):  ___ ___ _______ 
 Discharge date of the most recent prior ICU admission: (day/month/year):  ___ ___ _______ 

 

 1.5. Primary and secondary diagnoses at hospital admission (See the 3-digit codes in Appendix 1) 

   Was the patient admitted directly to the ICU?  
  Yes; if yes complete only the Primary and Secondary diagnoses at ICU admission in Section 2 

  No; if no, complete also the Primary and Secondary at hospital admission below:                  

 
+Primary (principal) diagnosis leading to hospital admission (complete only 1):  1. __ 
+Secondary diagnoses leading to hospital admission, present prior to or at the day of    hospital 
admission (complete minimum none & maximum 3 secondary diagnoses):  

1. ____________ 2. ____________ 3. ____________ 
 

+Hospital admission: in case that the primary diagnosis or any of the secondary diagnoses was community-acquired 
pneumonia (including pneumonia acquired in nursing home or chronic care facility; diagnosis code 210 or 211), please 
complete the following additional information: Pathogen identified:  No   Yes, 
 If Yes, specify pathogen(s):______________________________________________________________________
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SECTION 2. ICU ADMISSION DATA 
2.1.a. Date/Time of ICU admission  (day/month/year):  ___ ___ ___Time:___:___ (hh:mm ; use 24 hrs) 

 
2.1.b. Length of hospital stay prior to ICU admission:  ______ (days)*   _______ (hours) 
 (Definition: If transferred from another hospital total length of hospital stay prior to ICU admission; Note: If the patient 
was directly admitted to the ICU, write [ 0 ] days; if the patient was first admitted to other hospital location and then 
transferred to the ICU,  but length of hospital stay was less than 48 hours,  write the hours) 

 
2.2. ICU admission source:  

 Same hospital: 
  Emergency room    Operating room or recovery room   Ward    

       Other ______________ (e.g high dependency unit or other ICU of the same hospital, etc) 

 
 Other source:    

  Other acute care hospital- non ICU:  
                                Admission date at the transferring hospital: (day/month/year):  ___ ___ ___ 

  Other acute care hospital- ICU:  
                               Admission day at the transferring hospital: (day/month/year):  ___ ___ ___ 

                                Admission day at the transferring ICU:  (day/month/year):  ___ ___ ___ 
 Ambulance/retrieval directly from the field to ICU 

 

2.3. Type of ICU admission:  

 Medical 
 Surgical  Elective    Emergency 

    Preoperative    Postoperative: date of operation: ___ ___ _______  
 Burns 
 Trauma 
 Burns & Trauma 

 
 If Burns or Burns & Trauma selected, please complete the following:    
 Inhalation Injury:   Yes;   Suspected;  Not suspected  

Carboxyhemoglobin  on admission (%):_____ 
Burn thickness:   Partial;    Full;    Not applicable  
Severity of burn %Total Body Surface Area (TBSA): 
Full thickness __________ (%)Partial thickness __________ (%) 
Location of the burn (tick all that apply):  

 Face;   Head;    Neck;   Chest;    Other_____________    

 
 
 If Trauma or Burns & Trauma selected, please complete the following (Selecct All theat apply)”  

 Postoperative      Traumatic Brain Injury     
  Multiple Trauma      Penetrating Trauma    
 
 
2.4. Major system dysfunction at ICU admission (tick min.1-max.2): 

  Cardiovascular 
  Respiratory 
  Central Nervous System 
  Gastrointestinal/Liver 
  Haematological 

  Renal 
  Other________ 

 
 

 
2.5. Primary and secondary diagnoses at ICU admission 

 (See the 3-digit codes that correspond to the diagnosis from Appendix  1) 
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. +Primary (principal) diagnosis leading to ICU admission (only one) 1): ____________ 
 

      +Secondary diagnoses leading to ICU admission, present prior to or at the day of ICU 
admission (complete minimum none & maximum 3 secondary diagnoses):  
 1. ____________ 2. ____________ 3. ____________ 

+ICU admission: in case that the primary diagnosis or any of the secondary diagnoses was community-acquired 
pneumonia (including pneumonia acquired in nursing home or chronic care facility, diagnosis code 210 or 211), please 
complete the following additional information: Pathogen identified:  No   Yes, 
 If Yes, specify pathogen(s):_____________________________________________________________________ 
 

 
2.6. Presence of infection at ICU admission:   Yes   No 

If Yes,  

2.6.1. Type of infection:  (Tick all that apply) 
 Intra-abdominal infection/peritonitis 
 Bloodstream infection (not originating 

from pneumonia) 
 Urinary tract infection/ pyelonephritis 
 Central nervous system infection 
 Surgical site infection 

 Soft tissue infection 
 Obstetric/gynaecological infection 
 Osteomyelitis 
 Endocarditis 
 Community-acquired pneumonia 
 Other__________________ 

 

If any of the above options selected, please specify pathogen(s) (if available) and whether it is MDR or not (e,g. 

MRSA, ESBL, KPC , etc) 

Pathogen(s):_____________________________________________________________________________ 

 

2.6.2. Severity of infection:   (Tick one) 
  Uncomplicated Infection   Sepsis        Septic shock  
 

 

2.7. The patient was on antibiotics at ICU admission? 
   (For infection or prophylactic)      Yes   No 

 
2.8. The patient was given antibiotics prior to ICU admission? 

(During current hospital admission)     Yes   No 

 

2.9. Pregnancy status at ICU Admission  
  

Not pregnant & Not post-partum 
Pregnant: ____ weeks of gestation 
Post-partum: date of partum (day/month/year): ___ ___ ____ 

   Natural birth   Caesarean 
Non applicable (male patient or female of non-reproductive age) 

 

 

 

 

2.10. Underlying conditions  

2.10.1 Chronic pulmonary disease   Yes  No 
If yes, tick what applies (a or b or both a and b): 



6 

A. Chronic pulmonary disease other than COPD Yes No 
If yes, tick all that apply (one or more): 

 Asthma 
 Bronchiectasis 
 COPD 

 Cystic fibrosis 
 Interstitial lung disease 
 Other___________

 
B. COPD  Yes No 

If yes, complete all the subsection below: 
B1. COPD diagnosis:   

 The diagnosis is only clinical, there is no functional test available 
   Functional tests available, select the GOLD stage:    (Tick one)  

 GOLD stage I (mild)  GOLD stage II (moderate) 
 GOLD stage III (severe)  GOLD stage IV (very severe) 

  B2. The COPD was a known comorbidity prior to hospital admission: Yes No 
  If yes,Treatment prior to hospital admission (tick all that apply):  

   Systematic Steroids            Inhalation Steroid  
 Other inhalation therapy  Oxygen at home  Unknown 

 
2.10.2. HIV positive  Yes No   
If Yes:     HIV positive (not defined as AIDS) 
     AIDS (not just HIV positive), if AIDS ticked: 
    On treatment  Yes No 
    CD4 < 200   Yes No 

 
2.10.3. Active malignancy   Yes No 
If Yes:    Non-metastatic cancer (solid tumour)  

  Metastatic cancer   Hematologic cancer 

 
2.10.4. Neurological disease   Yes No 
If Yes, tick all that apply (one or more):   

  Cerebrovascular disease   Dementia  Hemiplegia 

 
2.10.5. Peptic ulcer disease   Yes No 

 
2.10.6. Liver disease  

No 
Yes, mild (including chronic hepatitis, but not cirrhosis or portal hypertension) 
Yes, moderate or severe  

If Yes, moderate or severe, complete the following: 
  Portal hypertension   Hepatic cirrhosis 

If portal hypertension or hepatic cirrhosis, complete modified Child-Pugh classification: 

   Ascites:    None  Mild   Moderate/severe 

   Encephalopathy:   None  Mild   Moderate/severe  

   Bilirubin (μmol/L):    <34   35-50   >50 

       or bilirubin (mg/dL):  <2.0   2.0-2.9  >2.9 

Albumin (g/L):   >35   28-35  <28 

   Prothrombin time (seconds over normal)   

      <4   4-6    >6  

 
 
2.10.7. Chronic renal dysfunction  Yes No 
If Yes, tick one:     Mild: GFR ≥60 mL/min  

      Moderate: GFR 30 – 59 mL/min. 
      Severe: GFR 15 – 29 mL/min. 

  End-stage: GFR <15 mL/min. or requiring renal replacement therapy 
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2.10.8. Chronic heart failure   Yes No 
If Yes, tick one: 
   NY Heart Association I (no symptoms)     NY Heart Association II (mild symptoms) 

 NY Heart Association III (marked symptoms)   NY Heart Association IV (severe symptoms) 
 

2.10.9. Coronary artery disease  Yes No 
If yes:  History of myocardial infarct  Yes No 

 
2.10.10. Diabetes mellitus   Yes No 
If yes:  End-organ damage (e.g. retinopathy, neuropathy, nephropathy)  Yes No 

Insulin-dependent        Yes No 
 

2.10.11.  Immunosuppressed  Yes No 
If Yes, tick ALL types of immunosuppression that apply (one or more):  

 Neutropenia    (Tick one option below) 
  Mild: neutrophils 1000-1500 per microliter (mm3)    
               Moderate: < 1000 & > 500 per microliter (mm3) 
               Severe: neutrophils ≤ 500 per microliter (mm3) 

 Corticosteroid therapy (Prednisolone or equivalent)             Tick one option below 
               > 0.5 mg/kg/day for > 2 weeks, < 1 month      
               > 0.5 mg/kg/day for 1-3 months  
               > 0.5 mg/kg/day for > 3 months 

 Chemotherapy within the previous 1 year         (Tick one option below) 
                During the previous 1 month                 Before > 1 and < 2 months  
                Before 2-6 months                                     Before > 6 months 

 Radiotherapy within the previous 1 year      (Tick one option below) 
                During the previous 1 month                 Before > 1 and < 2 months  
                Before 2-6 months                                     Before > 6 months 
Solid organ transplant recipient       (Tick one option below) 
                During the previous 1 month                 Before > 1 and < 2 months  
                Before 2-6 months                                     Before > 6 months & <1 year                 > 1 year 

 Bone marrow recipient    (Tick one option below) 
                During the previous 1 month                 Before > 1 and < 2 months  
                Before 2-6 months                                     Before > 6 months & <1 year                 > 1 year 

 Immunosuppressive drug for auto-immune diseases 
 Splenectomy 
 Congenital immunodeficiency 
 Other_____________________ 

 
2.10.12. Connective tissue disease Yes No 
 
2.10.13. Life style risk factors (Tick all that apply) 

  Malnutrition (BMI<18)      Obesity (BMI>30)  
  Tobacco use, If ticked, complete the following: 

      Status unknown  Current smoker   Ex-smoker  ______pack years 
  Alcohol abuse      IV drug abuse 

 
2.10.14. History of psychiatric disorder Yes No 
 
 

2.11. Oxygenation/ventilation at ICU admission 

  The patient was on invasive mechanical ventilation (IMV) at ICU Admission?  
 If selected, Location of initiation of IMV_______________________ 

Date/Time of initiation of IMV  ___ ___ ____/ ___ : ___   
Total duration of IMV at ICU Admission_________ (days) or _____  (hours)* 

(Note:  if the patient was on IMV for less than 48 hours at pneumonia onset, enter the hours) 

Type of IMV (IMV via):  Orotracheal tube  Nasotracheal tube  Tracheostomy 
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 The patient was on non-invasive mechanical ventilation (non-IMV) at pneumonia onset?  

If selected,  Date/Time of initiation of NIMV  ___ ___ ____/ ___ : ___   
Total duration of NIMV prior to pneumonia onset ________ (days) or _____  (hours)* 

(Note:  if the patient was on NIMV for less than 48 hours at pneumonia onset, enter the hours) 
 

 The patient was not on mechanical ventilation (on no type of MV) on pneumonia onset 

  If selected,   Supplemental oxygen?  Yes  No  

If Yes,  Nasal cannula    Simple mask    Venturi mask  
            Non re-breather mask   Humidified High Flow Oxygen Nasal Cannula  
            Other___________ 

 
 
 
2.12. Severity assessment at ICU admission  

 
2.12.1.a. Collection of data for severity assessment at ICU admission (including APACHE  II 
Score and SAPS II score calculations) (worst values during the 1st 24 hours of admission) 
NOTE:  
- For laboratory tests that only one value available, complete the same value as lowest and highest 
- Tick the ‘Unit’ used where applicable 
Heart rate (min.)  __ __ __  (max.)  __ __ __  beats per minute (bpm) 

Core body temperature (min.)   __ __ . __ (max.)  __ __ . __      °C     or  oF  

Therapeutic hypothermia      Yes   No 

Systolic arterial blood pressure (SBP) (min.)   __ __ __  (max.)  __ __ __  mmHg  

Diastolic arterial blood pressure (DBP) (min.)  __ __ __ (max.)  __ __ __  mmHg 

Mean arterial blood pressure (MAP) (min.)  __ __ __ (max.)  __ __ __  mmHg 

Respiratory rate (non-ventilated or ventilated)       (min.)  __ __ __ (max.)  __ __ __   bpm 

PaO2/FiO2 (min.)  __ __ /__ __ (max.)  __ __  /__ __  

If FiO2> 50%, worse (higher) A-aDO2 ----------------- 

Arterial PH (min.)  __ __ __  (max.)  __ __ __   mmHg       kPa  

Leucocytes (WBC)  (min.)  __ __ __  (max.)  __ __ __ per microliter (mm3) 

Bands   (min.)  __ __ __  (max.)  __ __ __ per microliter (mm3) 

Hematocrit (Ht)           (min.)  __ __ __  (max.)  __ __ __   (%) 

Urea  (max.)  __ __ __     mg/dL  or  mmol/L  

Creatinine  (min.)  __ __     (max.)  __ __ __    mg/dL  or  micromol/L  

Urine output  __ __ __  L/24hours  

Potassium  (min.)  __ . __   (max.)  __ . __   mmol/L 

Sodium  (min.)  __ __ __  (min.)  __ __ __ mmol/L 

Total bilirubin  (max.)  __ __ . __    mg/dL  or   micromol/L 

Bicarbonate (min.)  __ __   (max.)  __ __ __  mmol/L 

Albumin   __ __ __    g/dL  or   g/L 

CRP __ __ __  mg/L PCT __ __ __  ng/L Lactate  __ __ __   mmol/L   

ESR        __ __ __   mm         Fluid balance __ __ __  ml (positive/negative) 

Glasgow Coma Score   __ __ (  effective if not sedated,  estimated if sedated) 
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2.12.1.b Chronic health points (for APACHE II) 

The patient has a history of severe organ system insufficiency or immune-compromise? 

 Yes; non-operative or emergency post-operative patient  
 Yes; elective post-operative patient 
 No 

 
 
 

2.12.2 Sequential Organ Failure Assessment (SOFA) Score at ICU admission  
 

Respiratory SOFA  

PaO2/FiO2, when PaO2 in mmHg  (in parenthesis when PaO2 in kPa) 

 >400 (>53.3)   

 <400 (<53.3)   

 <300 (<40)  

 <200 (<26.7) with respiratory support  

 <100 (<13.3) with respiratory support 

Coagulation SOFA 

Platelet count per microliter (mm3) 

 >150000   

 <150000  

 <100000 

 <50000    

 <20000 

Liver SOFA Serum bilirubin, mg/dL 

(in parenthesis in micromol/L [micromol=µmol])  

 <1.2 (<19)                

 1.2 – 1.9 (20 – 32)  

 2.0 – 5.9 (33 – 101) 

 6.0 – 11.9 (102 – 204)  

 ≥12.0 ( >204)  

Central Nervous System SOFA 

Glasgow Coma Scale Score (effective if not sedated, estimated if 

sedated) 

 15   

 13-14   

 10-12  

 6-9 

  <6  

Cardiovascular SOFA Mean arterial Pressure (MAP), mmHg  

(*vasopressors status for > 1 hour) 

 No hypotension  

 Mean arterial pressure <70 mmHg or systolic arterial 

pressure <90 mmHg  

 Dopamine ≤5 mcg/kg/min or dobutamine (any dose)  

 Dopamine >5 mcg/kg/min or adrenaline 

(epinephrine) at ≤0.1 mcg/kg/min or noradrenaline 

(norepinephrine) at ≤0.1 mcg/kg/min  

 Dopamine >15 mcg/kg/min or (nor)adrenaline at 

>0.1 mcg/kg/min  

Renal SOFA 

Serum creatinine, mg/dL (in parenthesis in micromol/L) 

 

 <1.2 (<110)  

 1.2-1.9 (110-170)  

 2.0-3.4 (171-299)   

 3.5-4.9 (300-440) or urine output <500 ml/24 hours  

 >5 (>440) or dialysis or urine output <200 ml/24 

hours  

 

 
 
 
 
 
 
 
 
 
 
 
SECTION 3 – PNEUMONIA ONSET DATA 
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IMPORTANT NOTE: Day of pneumonia onset (day of pneumonia diagnosis) is considered Day 1 
for pneumonia with onset in the ICU  
 
3.1 Date of pneumonia diagnosis [pneumonia onset] (day/month/year) ___ ___ ____ 

Time of pneumonia diagnosis [pneumonia onset] (hh:mm; use 24 hrs clock) ___: ___ (for the date/time 

of diagnosis, indicate the time of clinical suspicion of pneumonia by the attending physicians) 

 The patient was in the ICU > 48 hours at pneumonia onset  
Total length of ICU stay prior to pneumonia onset _____ (days)  

 The patient was in the ICU < 48 hours at pneumonia onset  
Total length of ICU stay prior to pneumonia onset _____ (hours)  
 

3.2 Ventilation/Oxygenation at pneumonia onset  
Select the type of ventilation that applies and complete the relevant information  
  The patient was on invasive mechanical ventilation (IMV) at pneumonia onset  
 If selected, tick one 

 The patient was on IMV > 48 hours at pneumonia onset (i.e. VAP) 
  Date/Time of initiation of IMV ___ ___ ____/ ___: ___   

Total duration of IMV at pneumonia onset _____ (days)  
Type of IMV (IMV via):  Orotracheal tube  Nasotracheal tube  Tracheostomy 

  The patient was on IMV < 48 hours at pneumonia onset  
Date/Time of initiation of IMV ___ ___ ____/ ___: ___   
Total duration of IMV at to pneumonia onset _____ (hours)  
Type of IMV (IMV via):  Orotracheal tube  Nasotracheal tube  Tracheostomy 
 

 The patient was on non-invasive mechanical ventilation (non-IMV) at pneumonia onset?  
If selected,  Date/Time of initiation of NIMV ___ ___ ____/ ___: ___   
 

 The patient was not on mechanical ventilation (on no type of MV) on pneumonia onset 
  If selected,  
 Supplemental oxygen?  Yes  No  

 Nasal cannula  Simple mask  Venturi mask  Non re-breather mask  
 Humidified High Flow Oxygen Nasal Cannula 
 Tracheostomy Mask    Other___________ 

 
  The patient was on IMV any time prior to pneumonia onset?   Yes  No  

Type of discontinued IMV prior to pneumonia onset (pneumonia diagnosis): 
 Endotracheal intubation 
 Tracheostomy – done during current hospital admission 
 Tracheostomy – done before current hospital admission 

Date/Time of prior IMV discontinuation ___ ___ ____/ ___: ___   

3.3. Pregnancy status at pneumonia onset (Day 1)  
 Not pregnant & Not post-partum 

   Pregnant____ weeks of gestation 
 Post-partum, date of partum dd/mm/yyyy: ___ ___ ____ 
   Natural birth   Caesarean 

Non applicable (male patient or female of non-reproductive age) 

 

3.4. Reason to suspect pneumonia (tick all that apply) 

Presence of a new pulmonary infiltrate in chest X-ray                                             Yes  No 

Presence of a progressive and persistent pulmonary infiltrate in chest X-ray      Yes  No 
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Leukocytosis (leukocyte count >12000 WBC per microliter (mm3) [>12.0 × 109 cells/L])  Yes  No 

Leukopenia (leukocyte count <4000 WBC per microliter (mm3) <4.0 × 109 cells/L])  Yes  No 

>10% bands (immature WBC)  Yes  No 

New onset purulent respiratory secretions      Yes  No 

Worsening purulent respiratory secretions (change in character (e.g. more purulent, or 
greater in volume, or changed odour or changed colour), increased respiratory secretions 
or increased suctioning requirements 

 Yes  No 

New fever (evidenced by a rise in core temperature >1°C and >38 °C) compared with the 
previous 24 hour period with no other recognized cause than pneumonia    

 Yes  No 

Worsening gas exchange (e.g. O2 desaturations [e.g. PaO2/FiO2 < 240, increased oxygen 
requirements, or increased ventilation demand) 

 Yes  No 

Altered mental status (new or worsened, e.g. confusion, agitation, etc) with no other 
recognized cause    

 Yes  No 

New onset or worsening dyspnea or tachypnea      Yes  No 

New onset or worsening cough     Yes  No 

Clinical signs of consolidation (rales or crackles or bronchial breath sounds)   Yes  No 

Chills  Yes  No 

Haemoptysis  Yes  No 

Rash  Yes  No 

Pleuritic chest pain  Yes  No 

Other signs or symptoms:   Yes  No 

 
3.5. Is macro-aspiration likely related to the episode of pneumonia 

 No 
 Yes – episode of pneumonia probably related to aspiration (witnessed macro-aspiration prior to 

pneumonia onset) Date of witnessed macro-aspiration: ___ /___ /___ 

 
3.6. Other concurrent focus(es) of infection (other than lungs)  

 No 
 Yes; If yes, specify focus (tick what applies) 

 Intra-abdominal infection / peritonitis   Surgical site infections/soft tissue infections 
 Osteomyelitis      Endocarditis  
 Central nervous system infection    Urinary tract infection / pyelonephritis 
 Skin and soft tissue infection    
 Bloodstream infection (not originating from pneumonia) 
 Other__________________  

If any of the above options selected, please specify pathogen(s) (if available) and whether it is MDR or not (e,g. 
MRSA, ESBL, KPC , etc) 
Pathogen(s):_____________________________________________________________________________ 
         _____________________________________________________________________________ 

 
 
 
 
 
3.7 Severity assessment at pneumonia onset (Day 1 (D1) for pneumonia with ICU onset)  

3.7.1. Collection of data for severity assessment at Pneumonia Onset (including APACHE  II 
Score and SAPS II score calculations)  
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NOTE:  
- For laboratory tests that only one value available, complete the same value as lowest and highest 
- Tick the ‘Unit’ used where applicable 
Heart rate (min.)  __ __ __  (max.)  __ __ __  beats per minute (bpm) 

Core body temperature (min.)   __ __ . __ (max.)  __ __ . __      °C     or  oF  

Therapeutic hypothermia      Yes   No 

Systolic arterial blood pressure (SBP) (min.)   __ __ __  (max.)  __ __ __  mmHg  

Diastolic arterial blood pressure (DBP) (min.)  __ __ __ (max.)  __ __ __  mmHg 

Mean arterial blood pressure (MAP) (min.)  __ __ __ (max.)  __ __ __  mmHg 

Respiratory rate (non-ventilated or ventilated)       (min.)  __ __ __ (max.)  __ __ __   bpm 

PaO2/FiO2 (min.)  __ __ /__ __ (max.)  __ __  /__ __  

If FiO2> 50%, worse (higher) A-aDO2 ----------------- 

Arterial PH (min.)  __ __ __  (max.)  __ __ __   mmHg       kPa  

Leucocytes (WBC)  (min.)  __ __ __  (max.)  __ __ __ per microliter (mm3) 

Bands   (min.)  __ __ __  (max.)  __ __ __ per microliter (mm3) 

Hematocrit (Ht)           (min.)  __ __ __  (max.)  __ __ __   (%) 

Urea  (max.)  __ __ __     mg/dL  or  mmol/L  

Creatinine  (min.)  __ __     (max.)  __ __ __    mg/dL  or  micromol/L  

Urine output  __ __ __  L/24hours  

Potassium  (min.)  __ . __   (max.)  __ . __   mmol/L 

Sodium  (min.)  __ __ __  (min.)  __ __ __ mmol/L 

Total bilirubin  (max.)  __ __ . __    mg/dL  or   micromol/L 

Bicarbonate (min.)  __ __   (max.)  __ __ __  mmol/L 

Albumin   __ __ __    g/dL  or   g/L 

CRP __ __ __  mg/L PCT __ __ __  ng/L Lactate  __ __ __   mmol/L   

ESR        __ __ __   mm         Fluid balance __ __ __  ml (positive/negative) 

Glasgow Coma Score   __ __ (  effective if not sedated,  estimated if sedated) 

 

3.7.2. Chronic health points  

The patient has a history of severe organ system insufficiency or immune-compromise 

 Yes; non-operative or emergency post-operative patient  
 Yes; elective post-operative patient 
 No 

 

 

 

 

 

 

 

 

 

3.7.3. Sequential Organ failure assessment (SOFA) Score at pneumonia onset (Day 1) 

Respiratory SOFA  

PaO2/FiO2, when PaO2 in mmHg  (in parenthesis when PaO2 in kPa) 

Coagulation SOFA 

Platelet count per microliter (mm3) 
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 >400 (>53.3)   

 <400 (<53.3)   

 <300 (<40)  

 <200 (<26.7) with respiratory support  

 <100 (<13.3) with respiratory support 

 >150000   

 <150000  

 <100000 

 <50000    

 <20000 

Liver SOFA Serum bilirubin, mg/dL 

(in parenthesis in micromol/L [micromol=µmol])  

 <1.2 (<19)                

 1.2 – 1.9 (20 – 32)  

 2.0 – 5.9 (33 – 101) 

 6.0 – 11.9 (102 – 204)  

 ≥12.0 ( >204)  

Central Nervous System SOFA 

Glasgow Coma Scale Score (effective if not sedated, estimated if 

sedated) 

 15   

 13-14   

 10-12  

 6-9 

  <6  

Cardiovascular SOFA Mean arterial Pressure (MAP), mmHg  

(*vasopressors status for > 1 hour) 

 No hypotension  

 Mean arterial pressure <70 mmHg or systolic arterial 

pressure <90 mmHg  

 Dopamine ≤5 mcg/kg/min or dobutamine (any dose)  

 Dopamine >5 mcg/kg/min or adrenaline 

(epinephrine) at ≤0.1 mcg/kg/min or noradrenaline 

(norepinephrine) at ≤0.1 mcg/kg/min  

 Dopamine >15 mcg/kg/min or (nor)adrenaline at 

>0.1 mcg/kg/min  

Renal SOFA 

Serum creatinine, mg/dL (in parenthesis in micromol/L) 

 

 <1.2 (<110)  

 1.2-1.9 (110-170)  

 2.0-3.4 (171-299)   

 3.5-4.9 (300-440) or urine output <500 ml/24 hours  

 >5 (>440) or dialysis or urine output <200 ml/24 

hours  

 

 

 

 

 

3.7.4. Severity of infection at pneumonia onset (Day 1) (tick one) 

 
Uncomplicated Infection    Sepsis        Septic shock  

 

 

 

 

 

 

 

 

 

 

 

3.8. Medical imaging diagnostic techniques at pneumonia onset (Day 1) 
For the day of pneumonia onset (Day 1) & the day after (Day 2), tick below all that apply and complete the information (if 
an imaging technique was not done in Day 1 or 2, complete the information of the first test that during the pneumonia 
episode, including the date) 

Time from pneumonia onset to first imaging diagnostic test: ____ (hours) 
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3.8.1 Chest X-ray   

  Not done    Yes - Chest X-ray; Date/Time: __ __ __  /   ___ : ___   
 

Chest X-ray 1_ Findings 

Right Lung (RL)        (Tick all that apply)          Left Lung (LL)         (Tick all that apply ) 

 No infiltrates 
 Localized infiltrates (confluent consolidation): 

 Multilobar   Monolobar    
 Diffuse or patchy infiltrates (non-confluent 

consolidations) 
 Exclusively interstitial infiltrates 

 Diffuse   Localized    
 Pleural effusion 
 Cavitation of infiltrate 
 Atelectasis 
 Other_______________ 

 

 No infiltrates 
 Localized infiltrates (confluent consolidation): 

 Multilobar   Monolobar    
 Diffuse or patchy infiltrates (non-confluent 

consolidation) 
 Exclusively interstitial infiltrates 

  Diffuse   Localized    
 Pleural effusion 
 Cavitation of infiltrate 
 Atelectasis 
 Other________________ 

#Weinberg Radiologic score - Total: ____ 

Right Upper (RU): _____ 

Right Lower (RL): _____  

Left Upper (LU): _____ 

Left Lower (LL): _____  
#Weinberg Radiologic Score (Weinberg et al. Am Rev Respir Dis 1984; 130: 791–796) 
Score by quadrant: 0: normal ; 1: interstitial infiltrate ; 2: non-confluent cellular infiltrate ; 3: condensation 
Total:  sum the score of each of the 4 quadrants; Patchy infiltrates: A poorly defined area of lung consolidation seen on the chest 
radiograph as scattered opacification within normal lung tissue (usually caused by a mixture of normally aerated and infected 
lung lobules). 

3.8.2. Comparison of Chest X-ray 1 to previous Chest X-ray 1 (date of previous X-ray: ___ ___ ___): 

 New or progressing and persistent findings compatible with pneumonia; easy to assess  
 New findings or progressing and persistent findings compatible with pneumonia; difficult to 

assess due to underlying pathology  
 Very difficult to assess new or progressing findings due to underlying pathology and/or quality 

of the X-ray 
 Not applicable (no previous Chest X-ray to compare) 

 

3.8.3. Prior Chest X-rays – Weinberg Radiologic score  

Complete available information for 4 days prior to day of pneumonia onset or for less if the patient ICU stay 
prior to pneumonia onset was less than 4 days. (Day minus 1 [Day (-1) is the day before pneumonia onset) 

Prior Chest X -rays Day (-4) Day (-3) Day (-2) Day (-1) 

Chest- X ray Yes (Y)/Not done (ND), If Yes complete Weinberg score     

Weinberg radiologic score -Total          

Right Upper/ Right Lower          

Left Upper/ Left Lower          

 
 
 
 
3.8.4 Chest CT    

  Not done 
  Yes - Chest CT 1;  Date/Time: __ __ __  /   ___ : ___  

 

Chest CT 1 Findings 
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Right Lung (RL)                       Tick all that apply  Left Lung (LL)                                       Tick all that apply  

 No infiltrates 

 Diffuse interstitial/alveolar infiltrates  

 Lobar interstitial/alveolar infiltrates  

  Multilobar   Monolobar   

 Exclusively interstitial infiltrates  

 Pleural effusion 

 Cavitation  

 Atelectasis 

 Air crescent sign 

 Halo sign 

 Nodules 

 Other_______________ 

 No infiltrates 

 Diffuse interstitial/alveolar infiltrates  

 Lobar interstitial/alveolar infiltrates  

  Multilobar   Monolobar   

 Exclusively interstitial infiltrates  

 Pleural effusion 

 Cavitation  

 Atelectasis 

 Air crescent sign 

 Halo sign 

 Nodules 

 Other_______________ 

 

 

3.8.5. Lungs Ultrasound (LUS)    

  Not done    Lung US not used in our ICU 

  Yes - Lungs ultrasound (LUS) 1; Date/Time: __ __ __  /   ___ : ___ 

      

Lungs Ultrasound  1 Findings  

Right Lung (RL) (Tick ONE option)  Left Lung (LL) (Tick ONE option)  

 N; normal pattern (normal lung aeration)  

 B1; multiple well-defined, either regularly 

spaced 7-mm apart or irregularly spaced, B lines 

(moderate loss of lung aeration)  

 B2; multiple coalescB lines (severe loss of lung 

aeration) 

 O; other_______________ 

 N; normal pattern (normal lung aeration)  

 B1; multiple well-defined, either regularly spaced 

7-mm apart or irregularly spaced, B lines (moderate 

loss of lung aeration)  

 B2; multiple coalescB lines (severe loss of lung 

aeration) 

 O; other________________ 

 

 

3.8.6. Other medical imaging technique for pneumonia diagnosis    Yes   Not done   

            If yes, Specify: _____________________________  Date/Time: __ __ __  /   ___ : ___ 

+ You may print more pages if needed for imaging tests from Appendix 2 
 

 

3.9. Respiratory Diagnostic Sampling   (Complete information for Days 1 and 2) 

3.9.1. Respiratory sample 1 (RS1)     No      Yes;  

If yes, complete below    Date/time of sampling RS1: ___ ___ ____ /___ : ___     

3.9.1.a. Type of Respiratory Sample 1 (RS1):  Tick the type of RS1 (one option) 

 

Other_______________1 Findings 

Right Lung (RL)  Left Lung (LL) 

Describe findings 

 

 

Describe findings 



16 

 Sputum  Tracheal aspirate 

 Bronchoscopic Bronchoalveolar lavage  (BAL) 

 Bronchoscopic Protected Specimen Brush (PSB) 

 Protected Telescoping Catheter (PTC) 

 Non-Bronchoscopic (Blind) Bronchoalveolar Lavage (Blind-BAL)   

 Non-Bronchoscopic (Blind) Protected Specimen Brush (Blind-PSB) 

 Pleural Fluid  Lung tissue  Other _____ 

3.9.1.b. Rapid test(s) of the RS1:     No     Yes; If yes, complete below  

Gram stain RS1  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

Other stain RS1  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

MALDI-TOF RS1  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

PCR RS1  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

Other rapid test RS1  No Yes; If yes,   Result:    Negative    Positive ______________ 
                                                                    Time from sampling to result availability: ___ (hours) 

  
3.9.1.c. Cultures of Respiratory Sample 1 (RS1):   No  Yes    
    If Yes,   Quantitative    Semi-quantitative   Qualitative       

      Date/time of sampling RS1: ___ ___ ____ /___ : ___       
      Result of RS1 Cultures:  

Negative    If negative, Date/time clinicians notified: ___ ___ ____ /___ : ___     
Positive      If positive , Time from sampling to sensitivity result availability: ___ (days) 

Time from sampling to identification of microorganism: ___ (days) 

RS1 Microorganism 1 ______________________ 

If semiquantitative culture, tick one: 
 +1(rare growth)           +2(light growth)   +3(moderate growth)   +4(heavy growth) 

If quantitative culture, complete: > ____CFU/ml 
Did the lab provide  Antibiogram of Microorganism 1?   No  Yes; If yes, complete antibiogram (App. 2)    

RS1 Microorganism 2 ______________________ 

If semiquantitative culture, tick one: 
 +1(rare growth)           +2(light growth)   +3(moderate growth)   +4(heavy growth) 

If quantitative culture, complete: > ____CFU/ml 
Did the lab provide  Antibiogram of Microorganism 2 ?  No  Yes; If yes, complete antibiogram (App. 2)      

RS1 Microorganism 3______________________ 

If semiquantitative culture, tick one: 
 +1(rare growth)           +2(light growth)   +3(moderate growth)   +4(heavy growth) 

If quantitative culture, complete: > ____CFU/ml 
Did the lab provi de Antibiogram of Microorganism 3?   No  Yes; If yes, complete antibiogram (App. 2)     

RS1 Microorganism 4 or > 4: include information as above   

 

 

 

3.9.2. Respiratory sample 2 (RS2)     No      Yes;  

If yes, complete below    Date/time of sampling RS2: ___ ___ ____ /___ : ___     

3.9.2.a. Type of Respiratory Sample 2 (RS2):  Tick the type of RS2 (one option) 

 Sputum  Tracheal aspirate 
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 Bronchoscopic Bronchoalveolar lavage  (BAL) 

 Bronchoscopic Protected Specimen Brush (PSB) 

 Protected Telescoping Catheter (PTC) 

 Non-Bronchoscopic (Blind) Bronchoalveolar Lavage (Blind-BAL)   

 Non-Bronchoscopic (Blind) Protected Specimen Brush (Blind-PSB) 

 Pleural Fluid  Lung tissue  Other _____ 

3.9.2.b. Rapid test(s) of the RS2:     No     Yes; If yes, complete below  

Gram stain RS2  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

Other stain RS2  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

MALDI-TOF RS2  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

PCR RS2  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

Other rapid test RS2  No Yes; If yes,   Result:    Negative    Positive ______________ 
                                                                    Time from sampling to result availability: ___ (hours) 

  
3.9.2.c. Cultures of Respiratory Sample 2 (RS2):   No  Yes    
    If Yes,   Quantitative    Semi-quantitative   Qualitative       

      Date/time of sampling RS2: ___ ___ ____ /___ : ___       
      Result of RS2 Cultures:  

Negative    If negative, Date/time clinicians notified: ___ ___ ____ /___ : ___     
Positive      If positive , Time from sampling to sensitivity result availability: ___ (days) 

Time from sampling to identification of microorganism: ___ (days) 

RS2 Microorganism 1 ______________________ 

If semiquantitative culture, tick one: 
 +1(rare growth)           +2(light growth)   +3(moderate growth)   +4(heavy growth) 

If quantitative culture, complete: > ____CFU/ml 
Did the lab provide  Antibiogram of Microorganism 1?   No  Yes; If yes, complete antibiogram (App. 2)    

RS2 Microorganism 2 ______________________ 

If semiquantitative culture, tick one: 
 +1(rare growth)           +2(light growth)   +3(moderate growth)   +4(heavy growth) 

If quantitative culture, complete: > ____CFU/ml 
Did the lab provide  Antibiogram of Microorganism 2?   No  Yes; If yes, complete antibiogram (App. 2)      

RS2 Microorganism 3______________________ 

If semiquantitative culture, tick one: 
 +1(rare growth)           +2(light growth)   +3(moderate growth)   +4(heavy growth) 

If quantitative culture, complete: > ____CFU/ml 
Did the lab provide Antib iogram of Microorganism 3?   No  Yes; If yes, complete antibiogram (App. 2)     

RS2 Microorganism 4 or > 4: includ e information as above   

 (To be repeated as needed if more respiratory samples at the day 1 and 2; Print page(s) of Appendix 3)  

 
3.10. Blood Samples for Cultures & Rapid tests (Complete information for Days 1 and 2) 
Time from pneumonia onset to 1st diagnostic sampling ______ (hours) Type of sample:__________ 
Time from pneumonia onset to 2nd diagnostic sampling ______ (hours) Type of sample:__________ 
 

3.10.1. Blood sample 1 (BS1) for rapid tests and culture:  No   Yes; If yes, complete below 
  Date/time of sampling BS1: ___ ___ ____ /___ : ___     
    3.10.1.a Rapid test(s) of the BS1:    No      Yes; If yes, complete below    

Gram stain BS1  No   Yes; If Yes,  Result:   Negative   Positive  __________________ 
                                                        Time from sampling to result availability: ___ (hours) 
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CARBA-NP  BS1  No   Yes; If Yes, Result:   Negative    Positive  _________________ 

                                  No organisms   identified          Time from sampling to result availability: ___ (hours) 

MALDI-TOF BS1   No  Yes; If Yes, Result:   Negative    Positive  _________________ 
                                   Time from sampling to result availability: ___ (hours) 

PCR BS1   No  Yes; If Yes, Result:   Negative    Positive  _________________ 
                                   Time from sampling to result availability: ___ (hours) 

Beta-Lacta test BS1   No  Yes; If Yes, Result:   Negative    Positive  _________________ 
                                   Time from sampling to result availability: ___ (hours) 

Other test___________BS1   No  Yes; If Yes, Result:   Negative    Positive  ______________ 
                                   Time from sampling to result availability: ___ (hours) 

       
3.10.1.b. Cultures of Blood Sample 1 (BCS1):  No     Yes, Date/time ___ ___ ____ /___ : ___   
Type : Quantitative    Semi-quantitative   Qualitative         

     Result of RCS1 Cultures: Negative   If negative, Time from sampling to result availability: ___ (days) 
Positive    If positive , Time from sampling to sensitivity result availability: ___ (days) 

    Time from sampling to identification of microorganism: ___ (days) 

BCS1 Microorganism 1 ______________________ 

Did the lab provide Antibiogram of Microorganism 1?  No  Yes; If yes, complete antibiogram (Appendix 2)    

BCS1 Microorganism 2 ______________________ 

Did the lab provide Antibiogram of Microorganism 2?  No  Yes; If yes, complete antibiogram (Appendix 2)      

BCS1 Microorganism 3______________________ 

Did the lab provide Antibiogram of Microorganism 3?  No  Yes; If yes, complete antibiogram (Appendix 2)     

BCS1 Microorganism 4______________________ 

Did the lab provide Antibiogram of Microorganism 4?  No  Yes; If yes, complete antibiogram (Appendix 2)     

BCS1 Microorganism 4 or > 4: include information as above   

# # # # 

3.10.2. Blood sample 2 (BS1) for rapid tests and culture: No   Yes; If yes, complete below    
Date/time of sampling BS1: ___ ___ ____ /___ : ___     

    3.10.2.a Rapid test(s) of the BS1:    No      Yes; If yes, complete below    

Gram stain BS2  No   Yes; If Yes,  Result:   Negative   Positive  __________________ 
                                                        Time from sampling to result availability: ___ (hours) 

CARBA-NP  BS2  No   Yes; If Yes, Result:   Negative    Positive  _________________ 

                                  No organisms   identified          Time from sampling to result availability: ___ (hours) 

MALDI-TOF BS2   No  Yes; If Yes, Result:   Negative    Positive  _________________ 
                                   Time from sampling to result availability: ___ (hours) 

PCR BS2   No  Yes; If Yes, Result:   Negative    Positive  _________________ 
                                   Time from sampling to result availability: ___ (hours) 

Beta-Lacta test BS2  No  Yes; If Yes, Result:   Negative    Positive  _________________ 
                                   Time from sampling to result availability: ___ (hours) 

Other test____________BS1   No  Yes; If Yes, Result:   Negative    Positive  _______________ 
                                   Time from sampling to result availability: ___ (hours) 

     
 
  3.10.2.b. Cultures of Blood Sample 1 (BCS2):  No     Yes, Date/time ___ ___ ____ /___ : ___   

Type : Quantitative    Semi-quantitative   Qualitative         
     Result of RCS2 Cultures: Negative   If negative, Time from sampling to result availability: ___ (days) 

Positive    If positive , Time from sampling to sensitivity result availability: ___ (days) 
    Time from sampling to identification of microorganism: ___ (days) 

BCS2 Microorganism 1 ______________________ 

Did the lab provide Antibiogram of Microorganism 1?  No  Yes; If yes, complete antibiogram (Appendix 2)    

BCS2 Microorganism 2 ______________________ 
Did the lab provide Antibiogram of Microorganism 2?  No  Yes; If yes, complete antibiogram (Appendix 2)      

BCS2 Microorganism 3______________________ 

Did the lab provide Antibiogram of Microorganism 3?  No  Yes; If yes, complete antibiogram (Appendix 2)     

BCS2 Microorganism 4______________________ 
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Did the lab provide Antibiogram of Microorganism 4?  No  Yes; If yes, complete antibiogram (Appendix 2)     

BCS2 Microorganism 4 or > 4: include information  as above  

 (To be repeated as needed if more blood samples drawn in day 1 & day 2- Print page of Appendix 3)  
 

3.11. Other Diagnostic Sampling  
 

 3.11.1 Urine Samples for Antigens    No   Yes; If yes, 

Urine for Legionella antigen (Ag) Sample 1 (UrAg-Leg 1)   No   Yes; if yes,  

 Date/time of sampling: ___ ___ ____ /___: ___    Result    Negative      Positive ________________ 
 Time from sampling to result availability: ___ (hours) 

Urine for Streptococcus pneumoniae Ag) Sample 1 (UrAg-Pneu 1)   No   Yes; if yes,  

 Date/time of sampling: ___ ___ ____ /___: ___    Result    Negative      Positive ________________ 
               Time from sampling to result availability: ___ (hours) 

(Repeat as needed- Print page from Appendix 3) 

 

3.11.2 Diagnostic tests for viruses  No  Yes; If yes 

Test for viruses 1 (TV1) tick one :  Serology  Antigen  PCR  Other____________ 
Specify virus(es):  1.________________________ 2.________________________ 3. ________________________ 
4.________________________ 5. ________________________ 6.________________________  
Date/time of sampling : ___ ___ ____ /___ : ___   Result    Negative      Positive 
____________________ 
 

Test for viruses 2 (TV2) tick one:  Serology  Antigen  PCR  Other____________ 
Specify virus(es):  1.________________________ 2.________________________ 3. ________________________ 
4.________________________ 5. ________________________ 6.________________________  
Date/time of sampling : ___ ___ ____ /___ : ___   Result    Negative      Positive 
____________________ 
 

(Repeat as needed- Print page of Appendix 3) 
 

 3.11.3. Sampling for Other diagnostic test (relevant to pneumonia)   No   Yes ; if yes 

 Type of test:________________________________ Date/time of sampling : ___ ___ ____ /___ : ___    
Result    Negative      Positive ____________________ 

Type of test:________________________________ Date/time of sampling : ___ ___ ____ /___ : ___    
Result    Negative      Positive ____________________ 

(Repeat as needed- Print page of Appendix 3) 
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SECTION 4– FOLLOW UP DATA (and prior to pneumonia onset data) (NOTE: Days of follow up are calendar days: 00:00 -24:00) 

-IMPORTANT NOTE: 14 -DAY FOLLOW UP STOPS AT PATIENT DISCHARGE  FROM THE ICU  IF OCCURS BEFORE DAY-14.  
-IMPORTANT NOTE: For laboratory and imaging data, complete only for the days that these data are available based on the routine clinical practice of your ICU (enter 
ND [not done] when not available). NO EXTRA LABORATORY &  IMAGING TESTS ARE ASKED TO BE DONE SPECIFICALLY FOR THE STUDY.  
-For YES enter in the box Y, for NO enter N; For replies from lists, enter in the box the corresponding number of the reply 
-For laboratory and imaging data, complete only for the days that they are available based on the rout ine clinical practice of your ICU (enter ND [not done] when not 
available)  
-For ‘Respiratory Follow up’: Complete prior  to pneumonia onset data for up to day minus 4 [D( -)4] or for less days if the patient’s  ICU stay was <4 d prior to pneumonia 
 

 4.1. Respiratory Follow Up 

Respiratory Follow up D-4 D-3 D-2 D-1 Day1 D2 D3 D4 D5 D6 D7 D8 D9 D10 D11 D12 D13 D14 

MV- non invasive (Non-IMV) (YES/NO)                   

MV-invasive (IMV) (YES/NO) 

If YES, MV mode (choose from the list1) 

                  

For patients not on MV, on supplemental 

oxygen? (YES/NO) 

If YES, supplemental oxygen delivered by 

(choose from the list2) 

                  

Tracheostomy (YES/NO)                   

Sedated (YES/NO)                   

Respiratory rate-Lowest (breaths/minute)                   

Respiratory rate-Highest                    

Paralyzed (YES/NO)                   

If Yes MV, PEEP –Lowest cm H20                    

If Yes MV, PEEP –Highest cm H20                    

Arterial Blood Gases (ABGs)  

(YES/NO) 

                  

3If ABGs Yes, PaO2/FiO2 –Lowest  

circle the unit for PaO 2:  mmHg  /  kPa 

                  

3If ABGs Yes, PaO2/FiO2 –Highest (if on MV)                   
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1List Invasive MV modes (via endotracheal tube or tracheostomy): Assist Control Ventilation (ACV); Synchronized Intermittent Mechanical Ventilation (SIMV) 
Pressure Support Ventilation (PSV); SIMV+PSV; Pressure Control Ventilation (PCV); Assisted Pressure Release Ventilation (APRV) Neurally adjusted Ventilatory Assistance 
(NAVA) Proportional Assist Ventilation (PAV); Other  (O) 

2List of Supplemental oxygen types: (1)No supplemental oxygen; (2) Nasal cannula; (3) Simple mask; (3) Venturi mask; (4) Non-rebreather mask; (5) Humidified High Flow Oxygen 
Nasal Cannula; (6) Tracheostomy mask, (7) Other___________ 

3provide the values of PaO2 & FiO2, not only the ratio 
 
 
 

 circle the unit for PaO 2: mmHg  /  kPa 

If ABGs Yes, PaCO2   (worst value if >1) 

 circle the unit for PaCO 2: mmHg  /  kPa 

                  

 If ABGs Yes, PH (worst value if >1 available)                   

If ABGs No, Oxygen Saturation-Lowest (%)                   

If ABGs No, Oxygen Saturation-Highest (%)                   

Respiratory Secretions 

a. NO secretions (N)/ YES, Non-purulent 

(NP)/ YES, Purulent (P) 

If NP or P:  

b. Small amount (S)/Moderate amount 

(M)/Abundant (A) 

c. In comparison to previous day:  

 No change (NC) / 

Increasing (I) / Decreasing (D) 

                  

ARDS  (YES/NO/Not known)                    
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4.2. Clinical, Severity & Laboratory Follow Up 

Clinical, Severity & Laboratory 

Follow up 

D-1 Day1 D2 D3 D4 D5 D6 D7 D8 D9 D10 D11 D12 D13 D14 

Glasgow Coma Scale – Enter the score 

Effective if not sedated, Estimated if sedated 

               

To –Lowest circle the unit: oC   /   oF                

To –Highest                

Target Temperature Management (YES/NO)                

SAP –Lowest (mmHg)                

Cardiovascular SOFA Choose from the list1                

Renal SOFA – Creatinine  Choose from the list2                

Fluid Balance (24 hour) (ml) 

Positive (P)- Negative (N); Eg. P 300 

               

Liver SOFA - Choose from the list3                

Albumin  circle the unit:  g/dL       g/L                

Glucose – Highest  

 circle the unit: mg/dL          mmol/L 

               

Coagulation - Platelets x 103 per mm3 (ɛL)  

(worst value if >1 available) 

               

WBC per mm3 (ɛL) (worst value if >1 available)                

Bands > 500 per mm3 (ɛL) (YES/NO/Not done)                

BIOMARKERS                 

ESR (mm)                

CRP (mg/L)  

Normal reference range of your lab: <___ mg/L 

               

PCT (ng/L)                

Lactate (mmol/L)                

SEVERITY OF INFECTION                
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Note: µL=mm3=109/L 

 
1List_ SOFA-Cardiovascular:  Mean arterial Pressure (MAP), mmHg (*vasopressors status for > 1 hour) 

(0) No hypotension; (1) Mean arterial pressure <70 mmHg or systolic arterial pressure <90 mmHg; (2) Dopamine ≤5 mcg/kg/min or dobutamine (any dose); (3) Dopamine >5 mcg/kg/min or adrenaline; 

(epinephrine) at ≤0.1 mcg/kg/min or noradrenaline (norepinephrine) at ≤0.1 mcg/kg/min; (4) Dopamine >15 mcg/kg/min or (nor)adrenaline at >0.1 mcg/kg/min  
2List_ SOFA Renal: Serum creatinine, mg/dL (in parenthesis in micromol/L) Mark ND if Not Done, If available, mark according to the following list: 

  (1) <1.2 (<110);  (2) 1.2-1.9 (110-170); (2) 2.0-3.4 (171-299 ; (3) 3.5-4.9 (300-440) or urine output <500 ml/24 hours; (4) >5 (>440) or dialysis or urine output <200 ml/24 hours  
2List_ SOFA Liver: Serum bilirubin, mg/dL (in parenthesis in micromol/L [micromol=µmol]). Mark ND if Not Done, If available, mark according to the following list: 

 (0) <1.2 (<19); (1) 1.2 – 1.9 (20 – 32); (2) 2.0 – 5.9 (33 – 101); (3) 6.0 – 11.9 (102 – 204); (4) ≥12.0 (>204)  

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

No Infection (NoIF) 

Uncomplicated Infection (IF) 

Sepsis (S) 

Septic Shock (SS) 
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  4.3. Medical Imaging Follow Up 

Medical Imaging Follow up D2 D3 D4 D5 D6 D7 D8 D9 D10 D11 D12 D13 D14 

Chest- X ray 

Yes (Y)/Not done (ND) 

If Yes, answer a-c: 

             

b. Weinberg radiologic score: 

Total:_____ 

RU/RL 

LU/LL 

             

                          

                          

Chest-CT  

Yes (Y)/Not done (ND) 

             

If Yes, compared to the previous CT: 

Right Lung: (NC); (I); (W); (NA) 

Left Lung: (NC); (I); (W); (NA) 

             

             

Lung Ultrasound (LUS) 

Yes (Y)/Not done (ND)/LUS not utilised (NUT) 

             

If Yes LUS,  

Right Lung: (N1), (B1), (B2), (O) 

Left Lung: (N1), (B1), (B2), (O) 

             

             

If Yes, compared to the previous LUS: 

Right Lung: (NC); (I); (W); (NA) 

Left Lung: (NC); (I); (W); (NA) 

             

 (NC): no change, (I): improved,  (W): worse; (NA): not applicable (no previous CT to compare) 

 For LUS: (N): normal lung aeration;  (B1): moderate loss of lung aeration; (B2): severe loss of lung aeration; (O): other 
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Section 4.4. Diagnostic Sampling Follow up  
For Days 1 & 2 only tick if sampling was taken; detailed information are to be completed at Pneumonia Onset Section   
For ‘Other’ Diagnostic Sampling, complete only  information for sampling relevant  to pneumonia 

NOTE: For each positive ‘Result’, please complete the pathogen(s) and if the isolated pathogen(s) is MDR, e.g. MRSA or ESBL or KPC (or other MDR/PD). Also, please 
print the respective page from the appendix and complete the relevant information (including the date of sampling). 

Diagnostic Sampling Follow 

up  

*Within 48 hours 

PRIOR pneumonia 

onset 

Day1 D2 D3 D4 D5 D6 D7 D8 D9 D10 D11 D12 D13 D14 

Sampling (YES/Not Done-ND); If Yes, 

complete all that apply for each day  

               

Respiratory sample 1  

(YES RS1/NO RS1) 

Type 

Result 

               

Respiratory sample 1  

(YES RS1/NO RS1) 

Type 

Result 

               

Blood Samples for Cultures and/or 

rapid tests 

(YES BC/NO BC); If Yes, number of BC 

Result 

 

               

Other sampling 1 (YES/NO) 

Type 

Result 
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Patient ID: ______#______ 

Section 5. Anti-infective management   
 
Weight at pneumonia onset  _____ Tick unit Kgs       pounds (lbs)   
  Measured   Estimated 
Height (cm):  ________  Measured   Estimated   
Body mass index (BMI): ________________________ 
 
5.1 During the current hospital admission, did the patient receive anti-infective drugs any time prior to 
pneumonia onset?  

   Yes    No 

 NOTE: Please, if available  complete initiation & discontinuation date (if applicable) for all prior antibiotics selected 

 

 

 

 

 

 

 Ampicillin or ampicillin/sulbactam 

Initiation date: __ __ __  Stop date: __ __ __   

 Amoxycillin or amoxicillin/clavulanate 

Initiation date: __ __ __  Stop date: __ __ __   

 Antistaphylococcal penicillin 

Initiation date: __ __ __  Stop date: __ __ __   

 Antipseudomonal penicillin 

Initiation date: __ __ __  Stop date: __ __ __   

 Aztreonam 

Initiation date: __ __ __  Stop date: __ __ __   

 Cephalosporins  1st or 2nd generation 

Initiation date: __ __ __  Stop date: __ __ __   

 Cephalosporins 3rd or 4th generation 

Initiation date: __ __ __  Stop date: __ __ __   

 Carbapenem 

Initiation date: __ __ __  Stop date: __ __ __   

 Aminoglycoside 

Initiation date: __ __ __  Stop date: __ __ __   

 Vancomycin 

Initiation date: __ __ __  Stop date: __ __ __   

 Linezolid 

Initiation date: __ __ __  Stop date: __ __ __   

 Colistin 

Initiation date: __ __ __  Stop date: __ __ __   

 Fluoroquinolone 

Initiation date: __ __ __  Stop date: __ __ __   

 

 Tigecyclin 

Initiation date: __ __ __  Stop date: __ __ __   

 Daptomycin 

Initiation date: __ __ __  Stop date: __ __ __   

 Fosfomycin 

Initiation date: __ __ __  Stop date: __ __ __   

 Metronidazole 

Initiation date: __ __ __  Stop date: __ __ __   

 Clindamycin 

Initiation date: __ __ __  Stop date: __ __ __   

 Macrolides 

Initiation date: __ __ __  Stop date: __ __ __ 

 Other: _______________ 

Initiation date: __ __ __  Stop date: __ __ __   

   

 Anti-fungals: _______________ 

Initiation date: __ __ __  Stop date: __ __ __   

 Other: _______________ 

Initiation date: __ __ __  Stop date: __ __ __  

  

 Anti-virals: _______________ 

Initiation date: __ __ __  Stop date: __ __ __   

 Other: _______________ 

Initiation date: __ __ __  Stop date: __ __ __   

 



 

27 
Patient ID: ______#______ 

 

 

5.2 Administration of anti-infective drug 
 For pneumonia with onset in the ICU:  
-Enter all antibiotics from 48 hours prior to pneumonia onset to the day 28 or ICU discharge or death (whatever 
occurs first)  
-For ‘Route’, ‘Type of therapy’ and ‘Reason to stop’, enter the corresponding numbers as they appear in the ‘Menus’ of 
footnote; If during the time of antibiotic administration the dose changed, enter the dose that was prescribed the day 
of the antibiotic initiation  

 

Drug name 
(generic) 

Dose / day  
Loading  
 
Maintenance 
(total in gr) 

Route  
(see 

menu) 

Date and 
time of the 
first dose 

 

Date of the 
last dose 
while in ICU 
 

Type of 
therapy  

(see 
menu) 

Reason for 
stop 

(see menu) 

Example 1: 
ceftazidime 

Loading: No 
Maintenance: 
2 g X 3 
(every 8 
hours) 
Enter: 6g 

3 01/03/2009 
13 :00 

03/03/2009 2 1 

Example 2: 
vancomycin 

Loading: Yes 
1.5 g 
Maintenance:  
1gr X 2 
Enter: 2g 

1 03/03/2009 
14 :00 

10/03/2009 
 

3 3 

1. Loading: 
No  
Yes  __g 
Maintenance: 
_________g 

  
___ ___ ____  

 
___ : ___                               

 
___ ___ ____  

 

  

2. Loading: 
No  
Yes  __g 
Maintenance: 
_________g 

  
___ ___ ____  

 
___ : ___                               

 
___ ___ ____  

 

  

3. Loading: 
No  
Yes  __g 
Maintenance: 
_________g 

  
___ ___ ____  

 
___ : ___                               

 
___ ___ ____  

 

  

4. Loading: 
No  
Yes  __g 
Maintenance: 
_________g 

  
___ ___ ____  

 
___ : ___                               

 
___ ___ ____  

 

  

5. Loading: 
No  
Yes  __g 
Maintenance: 
_________g 

  
___ ___ ____  

 
___ : ___                               

 
___ ___ ____  

 

  

6. Loading: 
No  
Yes  __g 
Maintenance: 
_________g 

 ___ ___ ____  
 

___ : ___                               

___ ___ ____  

 
  

7. Loading:  ___ ___ ____  ___ ___ ____    
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No  
 
Yes  __g 
Maintenance: 
_________g 

 
___ : ___                               

 

8. Loading: 
No  
Yes  __g 
Maintenance: 
_________g 

 ___ ___ ____  
 

___ : ___                               

___ ___ ____  

 
  

9.       

10.       

11.       

12.       

13.       

14.       

15.       

16.       

+Add rows as 
needed 

      

  
Menu ‘Route’:  
(1) intravenous – intermittent;  
(2) intravenous – continuous infusion; 
(3) intravenous –extended infusion; 
(4) oral;  
(5) intratracheal (nebulized);  
(6) intramuscular;  
(7) other______________ 

 
Menu ‘Type of therapy’:   
(1) Empirical therapy for pneumonia without knowledge of previous colonization;  
(2) Empirical therapy for pneumonia based on previous patient’s colonization;  
(3) Targeted therapy for pneumonia based on the microbiological results  
(4) Prophylactic therapy started prior to suspicion of pneumonia 
(5) Empirical therapy for other suspected infection (focus other than lungs)  
(6) Targeted therapy for other suspected infection (focus other than lungs) 

 
Menu ‘Reason for stopping the antibiotic’+: 
(1) Inappropriate therapy: initial culture results demonstrating pathogen not covered by the drug 
(2) Inappropriate therapy: follow up culture results demonstrating pathogen not covered by the drug (same pathogen isolated, 
but acquired resistance to the drug or new pathogen isolated not covered by the drug)  
(3) De-escalation: decrease of number of antibiotics, based on culture results 
(4) De-escalation: change to antibiotic with narrower spectrum based on culture results 

  (5) Clinical failure although adequate drug 
  (6) Clinical failure – no information available regarding adequacy of drug 
  (7) Cure  
  (8) Side effects 
  (9) Unavailability 
  (11) Change route of administration (change to same or different drug) 
  (12) Not applicable: patient discharged with ongoing anti-infective 
  (13) Not applicable: patient death in ICU with ongoing anti-infective 
  (14) Not applicable: Day 28 with ongoing anti-infectives 
  (15) Other_________________ 
[+ there is no option (10)]
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5.3.a Empirical Antimicrobial therapy at pneumonia onset-Summary : 
 Empirical monotherapy ______________ 
 Empirical combination* therapy  

               If combination ther apy ticked  
   Combination of > 2 antibiotics  Yes  No 

*Note: combination with nebulised not to be marked as combination 
___________ +____________ +_____________ +…….add as needed 

 Date/Time of initiation of the empirical therapy: ___ ___ ____ /___ : ___                               
Time from onset (suspicion) of pneumonia and empirical treatment initiation (first a ntibiotic)   
_____  (hours) 

5.3.b Antibiotic treatment for pneumonia was stopped prior to ICU discharge: 

  Yes        If Yes, complete the following below 

Date that antibiotic treatment for (the current episode) pneumonia was stopped:   

(day/month/year): ___ ___ ____  

Decision to stop therapy for pneumonia was based on  
(tick all that apply) 

 
 Clinical improvement (pneumonia cured) 

 Microbiological clearance (cultures negative) 

 Procalcitonin substantially decreased  

 Anticipated treatment time reached (e.g. 7 days, 14 

days etc) 

 C-reactive protein substantially decreased 

 White blood cell count substantially decreased 

 Decision based on CPIS score 
 Other _______________________

 

No   If No, specify reason 
 The patient died in the ICU with ongoing antibiotic treatment for pneumonia  

 The patient was discharged from the ICU with ongoing antibiotic treatment for pneumonia 

 
 
 
Section 6. Assessment of Pneumonia Resolution  

(up to D28 or ICU discharge or death if prior to D28) 

 
 Day 3 Day 5 Day 7 Day 10 Day 14 Day 21 Day 28 
Resolved                      
Resolving                      
Non-improving                       
Worsening                      
Relapse                      
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Section 7. Day 28 follow up & summary data (D28 or ICU discharge or death if prior to D28) 
Date of follow up: ___ ___ ___ 

7.1. Day 28- Follow up & Summary of Ventilation data  
 

7.1.1 Invasive mechanical ventilation (IMV) 
Was the patient on IMV at pneumonia onset?  Yes  No 

 If ‘No’ selected (the patient was not on IMV at pneumonia  onset), did IMV initiate after 
pneumonia onset any time from Day 1 to Day 28 (or ICU discharge or death, whatever occurred 
first)?   No   Yes ; If Yes, Date/Time: ___ ___ ______ /___:___  
     

         Discontinuation of IMV 
    IMV discontinued  - Date/Time of discontinuation: ___ ___ ______ /___:___ 
   Was non-invasive mechanical ventilation (non-IMV) used post-discontinuation of IMV?   Yes  No  
       Not applicable - the patient in the ICU with on ongoing IMV from Day 1 to 28  
       Not applicable - the patient was discharged from ICU prior to D28 with ongoing IMV  
       Not applicable - the patient died in the ICU prior to D28 with ongoing IMV 
  

-Total days of invasive mechanical ventilation from initiation of IMV to D28 (or discharge or death if prior to 
D28):  ________ (days) 
-Total days of invasive mechanical ventilation from D1 to D28 (or discharge or death if prior to D28): 
 ________ (days) 

 

7.1.2. Non invasive mechanical (non-IMV) ventilation 
Was the patient on non-IMV at pneumonia onset?  Yes   No 
 
If ‘No’ selected (the patient was not on IMV at pneumonia onset), did non-IMV initiate after 
pneumonia onset any time from Day 1 to Day 28 (or ICU discharge or death, whatever occurred 
first)?  
  No 
  Yes; If yes, Date/Time of initiation of non-IMV ___ ___ ______ /___:___ 

    Discontinuation of non-IMVprior to D28: 
    Discontinuation of non-IMV, Date/Time: ___ ___ ______ /___:___ 
  Why non-IMV was discontinued? Patient improved  Patient required invasive MV 
        Discontinuation not applicable - the patient on ongoing non-IMV at Day28 

  Discontinuation not applicable - the patient was discharged from ICU prior to D28 with 
ongoing non-IMV  

        Discontinuation not applicable - the patient died prior to D28 with ongoing non-IMV 
 

7.1.3. Tracheostomy 
 Patient had tracheostomy AT hospital admission    Yes   No 

 If YES selected, when tracheostomy was done? 
  Tracheostomy was done within 24 hours before hospital admission 

              Tracheostomy was done more than 24 hours and less than 1 week before hospital admission 
              Tracheostomy was done more than 1 week before hospital admission 
 

If NO selected, was tracheostomy performed any time during current hospital admission up to Day 28 (or 
ICU discharge or ICU death, whatever occurred first)?         
  No  
  Yes, BEFORE onset of Pneumonia, Date/Time: ___ ___ ______ /___:___ 

  YES, AFTER onset of Pneumonia, Date/Time: ___ ___ ______ /___:___ 
 Date of tracheostomy closure any time up to Day 28 (or ICU discharge or ICU death):  ___ ___ ______  

7.2. Day 28- Summary: Initial diagnostic sampling for pneumonia 
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     Type of 1st diagnostic sampling for the episode of pneumonia: ______________ 
     Time from pneumonia onset (pneumonia diagnosis) to 1st diagnostic sampling: _____ (hours) 
 
     Type of 2nd diagnostic sampling for the episode of pneumonia: ______________ 
     Time from pneumonia onset (pneumonia diagnosis) to 1st diagnostic sampling: _____ (hours) 

 
  
7.3. Day 28- Follow up & Summary: Etiology of pneumonia & Adequacy of treatment 

 
7.3.1. Microbiological confirmation of pneumonia (definitive etiology of pneumonia identified)?  
(including bacteria, fungi, viruses) 
  No  Yes; If Yes, complete the relevant information below:  

    

 Pathogen 1 Pathogen 2 Pathogen 3 Pathogen 4 

Type of pathogen(s)     

Adequate treatment No 
Yes, 1 active anti-

infective administered 
Yes, 2 or more 

active anti-infectives 

No 
Yes, 1 active anti-

infective 
administered 

Yes, 2 or more 
active anti-infectives 

No 
Yes, 1 active anti-

infective 
administered 

Yes, 2 or more 
active anti-infectives 

No 
Yes, 1 active anti-

infective administered 
Yes, 2 or more active 

anti-infectives 

Time from pneumonia 
onset to adequate  
Treatment (hours) 

1st anti-infective:….. 
 
2nd  anti-infective:….. 

1st anti-infective:….. 
 
2nd  anti-infective:….. 

1st anti-infective:….. 
 
2nd  anti-infective:….. 

1st anti-infective:….. 
 
2nd  anti-infective:….. 

Colonisation PRIOR 
to pneumonia episode 

Yes No 
Not known 

Yes No 
Not known 

Yes No 
Not known 

Yes No 
Not known 

Colonisation AFTER 
the pneumonia episode 

Yes No 
Not known 
Not applicable  

(pneumonia not resolved) 

Yes No 
Not known 
Not applicable  

(pneumonia not resolved) 

Yes No 
Not known 
Not applicable  

(pneumonia not resolved) 

Yes No 
Not known 
Not applicable  

(pneumonia not resolved) 

Mechanism of 
resistance* 

 
………… 

 
………… 

 
………… 

 
………… 

*Complete the number that corresponds to ‘Mechanism of resistance of pathogen’:  
(1)Extended spectrum beta lactamases (ESBL) production; (2)Class C cephalosporinases (AmpC) production; 
(3)Carbapenemases (KPC) production;(4)Metallo-beta-lactamases (MBL) production;(5)Not known;(6)Not applicable 

 
 
7.3.2. Was the episode of pneumonia bacteraemic?  
  No   Not known/Not applicable (no blood cultures drawn) 

 Yes; If Yes, specify the isolated pathogen(s):_____________________________________________ 
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7.4. Day 28- Follow up Recurrence(relapse)/superinfection of pneumonia 
New episode of pneumonia (recurrence (relapse)/superinfection) prior to D28  

No  Yes, if Yes,  Date of onset (diagnosis): (day/month/year) ___ ___ ______ 
Was the patient on mechanical ventilation at onset of the new episode of pneumonia  

 Yes, on Invasive MV for > 48 hours 
 Yes, on Invasive MV for < 48 hours 
 Yes, on Non-Invasive MV 

 No, patient was not on any type of mechanical ventilation (MV) 
Microbiological confirmation of the new episode of pneumonia (definitive etiology of pneumonia 
identified?(including bacteria, fungi, viruses)  

 No   Yes; If Yes, complete the relevant information below: 
  

 Pathogen 1 Pathogen 2 Pathogen 3 Pathogen 4 

Type of pathogen(s)     

Adequate treatment No 
Yes, 1 active anti-

infective administered 
Yes, 2 or more 

active anti-infectives 

No 
Yes, 1 active anti-

infective 
administered 

Yes, 2 or more 
active anti-infectives 

No 
Yes, 1 active anti-

infective 
administered 

Yes, 2 or more 
active anti-infectives 

No 
Yes, 1 active anti-

infective administered 
Yes, 2 or more active 

anti-infectives 

Time from pneumonia 
onset to adequate  
Treatment (hours) 

1st anti-infective:….. 
 
2nd  anti-infective:….. 

1st anti-infective:….. 
 
2nd  anti-infective:….. 

1st anti-infective:….. 
 
2nd  anti-infective:….. 

1st anti-infective:….. 
 
2nd  anti-infective:….. 

Colonisation PRIOR 
to pneumonia episode 

Yes No 
Not known 

Yes No 
Not known 

Yes No 
Not known 

Yes No 
Not known 

Colonisation AFTER 
the pneumonia episode 

Yes No 
Not known 
Not applicable  

(pneumonia not resolved) 

Yes No 
Not known 
Not applicable  

(pneumonia not resolved) 

Yes No 
Not known 
Not applicable  

(pneumonia not resolved) 

Yes No 
Not known 
Not applicable  

(pneumonia not resolved) 

Mechanism of 
resistance* 

 
………… 

 
………… 

 
………… 

 
………… 
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7.5. Day 28 - Follow up Other infection 
Other infection during the 28-day follow up: 

 No   Yes;  If Yes, complete below ALL that aply   
                    During the pneumonia episode           Not during the episode of pneumonia 

Specify focus of other infection (tick all that apply):  
 

Focus of Infection Includes time 
concurrent to 
pneumonia?  

*Microorganism(s) 
identified? 

Adequate treatment?  

 Intra-abdominal infection / 
peritonitis 

Yes No Yes No Yes No Not known 

 Bloodstream infection (not 
originating from pneumonia) 

Yes No Yes No Yes No Not known 

 Urinary tract infection / 
pyelonephritis  

Yes No Yes No Yes No Not known 

 Central nervous system infection Yes No Yes No Yes No Not known 

 Surgical site soft tissue infection Yes No Yes No Yes No Not known 

 Osteomyelitis Yes No Yes No Yes No Not known 

 Endocarditis Yes No Yes No Yes No Not known 

 Pseudomembranous colitis Yes No Yes No Yes No Not known 

 Other__________________ Yes No Yes No Yes No Not known 

If microorganism (s) identified in any of the above inefctions, please specify:  
Microorganism(s)_____________________ Focus: _____________________ 
Microorganism(s)_____________________ Focus: _____________________ 
Microorganism(s)_____________________ Focus: _____________________ 
 (Note: if S.aureus, specify if MRSA; if Gram-negative bacilli, specify if ESBL/KPC/etc;) 
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7.6. Day 28- Follow up & Summary:  Organ Support, Interventions, Other   
 

Inotropic/vasopressor support 
     -During the episode of pneumonia   Yes  No 
     -After the episode of pneumonia       Yes  No 
 

Renal replacement therapy 
     -During the episode of pneumonia   Yes  No 
     -After the episode of pneumonia       Yes  No 
   If YES in any of the above, specify ‘Reason’:  
   For acute kidney injury                For removal of inflammatory cytokines/endotoxins  
   For chronic kidney failure 
 

Extracorporeal membrane oxygenation (ECMO) 
     -During the episode of pneumonia   Yes  No 
     -After the episode of pneumonia       Yes  No 
 

Source control: 
 Not required                                                       
 Required for pneumonia(e.g. in case of empyema or lung abscess), BUT NOT done          
 Required for pneumonia(e.g. in case of empyema or lung abscess), BUT NOT done          
 Required for other infection, BUT NOT done  Yes, required for other infection AND done 

 

Operation:   
 No  Yes, If Yes: Planned   Urgent   (day/month/year): ___ ___ ____ 

 

Use of adjunctive therapy for sepsis: Did the patient receive any type of adjunctive therapy for sepsis?   
 No 
 Yes, for sepsis related to pneumonia episode     
 Yes, for sepsis not related to pneumonia episode 

  If YES in any of the above, specify:  Immunoglobulins     Hydrocortisone (200-300 mg/day 
                                                    Statins   Other: _____________________________ 
 

Use of parental nutrition: Did the patient use parental nutrition?    
-During the episode of pneumonia   Yes  No 
-After the episode of pneumonia       Yes  No  
 

Complication/adverse events during episode of pneumonia: (select all that apply) 
 Accidental extubation or Self-extubation                 Gastrointestinal bleeding 
 Acute mesenteric ischemia                                        Intestinal pseudo-obstruction 
 Acute myocardial infarct                                           Pneumothorax 
 Atelectasis                                                                    Peripheral thrombosis 
 Pulmonary embolism                                                 Cardiac arrest  
  Cardioversion                                                             Venous puncture accident 
 Emergency ETT change                                              Pressure ulcers (Bedsores) 
 Failure of planned extubation and emergency reintubation 
 Other______________  
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Section 8. Vital Status at Day 28   (Day 28 after pneumonia onset for ICU onset pneumonia)  

 

-If selected (above) ‘Discharged from the Hospital prior to Day 28’, the following should be completed: 
 (tick one) 

 Discharged home      Discharged to nursing home 
 Discharged to chronic care facility  Discharged to rehabilitation centre 
 Transferred to another hospital-ward  Transferred to another hospital-ICU  
 Other _______________                                 Not known _______________ 

 
-If selected (above) any of the options that the patient was ‘Discharged from the ICU prior to Day 28’, the 
‘Functional status at ICU discharge’ should be completed: 

Functional status at ICU discharge (Tick one) 
  Independent   Partially dependent   Totally dependent 

 
-If selected (above) any of the options that the patient was ‘Deceased prior to Day 28’, the possible 
contribution of pneumonia to death should be completed (according to the attending physicians):  

Contribution of pneumonia to death (Tick one)    
 Death seems directly related to pneumonia  
 Pneumonia has probably contributed to death   
 Death seems not related to pneumonia  
 Not sure about the contribution of pneumonia to death 

 
 
 

Section 9. Vital Status at Day 90 (OPTIONAL ) 

 Deceased -Death occurred in the ICU   
                   Date of death (day/month/year): ___ ___ ____ 
 

Deceased -Death occurred in the Hospital 
                  Date/Time of ICU discharge: ___ ___ ____ /___ : ___                               
                  Date of death (day/month/year):  ___ ___ ____                             
 

 Alive in the ICU   
 
Discharge and readmission to ICU prior to Day 28?  Yes  No 
If Yes,  
ICU discharge prior to D28 (day/month/year):  __ ___ ____ 
ICU readmission prior Day 28): (day/month/year): __ ___ ___ 
 

 Alive in Hospital-Ward    
                  Date/Time of ICU discharge: ___ ___ ____ /___ : ___    
                            

 Alive in Hospital-High dependency (step down) unit 
                  Date/Time of ICU discharge: ___ ___ ____ /___ : ___             
                   

 Alive in Hospital-Rehabilitation Unit 
                Date/Time of ICU discharge: ___ ___ ____ /___ : ___     
                           

 Discharged from the Hospital prior to Day 28 
                Date/Time of ICU discharge: ___ ___ ____ /___ : ___                               
                Date of Hospital discharge:  ___ ___ ____                               
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Please, complete this section if any of the ‘Alive’ option is ticked in Day 28 
(Day 90 after pneumonia onset for ICU pneumonia) 
 

-If selected (above) any of the options that the patient  ‘Discharged from the Hospital prior to Day 45’, the 
following should be completed:   

 
Destination after hospital discharge (Tick one) 

 Discharged home     Discharged to a nursing home 
 Discharged to chronic care facility  Discharged to rehabilitation centre 
 Transferred to another hospital-ward  Transferred to another hospital-ICU  
 Other _______________                                Not known _______________ 

 

 
 
-If selected (above) any of the options that the patient was ‘Discharged from the ICU prior to Day 28’, the 
‘Functional status at ICU discharge’ should be completed: 
 

Functional status at ICU discharge (Tick one) 
  Independent  Partially dependent   Totally dependent 

 
 

 
 
 
 
 
 
 
 
 
 

 Deceased -Death occurred in the ICU   
                   Date of death (day/month/year): ___ ___ ____ 
                         

Deceased -Death occurred in the Hospital 
                  Date/Time of ICU discharge: ___ ___ ____ /___ : ___                               
                  Date of death(day/month/year): ___ ___ ____                             
 

 Alive in the ICU  
 

 Alive in the Hospital-Ward    
                  Date/Time of ICU discharge: ___ ___ ____ /___ : ___    
                            

 Alive in the Hospital-High dependency (step down) unit 
                  Date/Time of ICU discharge: ___ ___ ____ /___ : ___             
                   

 Alive in Hospital-Rehabilitation Unit 
                Date/Time of ICU discharge: ___ ___ ____ /___ : ___     
                           

 Discharged from the Hospital prior to Day 45 
                Date/Time of ICU discharge: ___ ___ ____ /___ : ___                               
                Date of Hospital discharge:  ___ ___ ____                               
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APPENDIX 3.   
Case report form for Nosocomial Pneumonia with onset outside the ICU. 
 
 

 

 

PneumoINSPIRE 
    International Study on NoSocomial Pneumonia in 

Intensive CaRE 
 

An international, multi-centre, prospective, observational cohort study of 
nosocomial pneumonia in intensive care units 

 
 
 

PneumoINSPIRE study is endorsed by the  
 European Society of Intensive Care Medicine (ESICM) 

 
 

 

 

Case Report Form 
 
Patient ID: ____ # _____ 
NOTE: the patient ID consists of the site ID code_rank number, e.g. AUS001#001 for the 1st patient of the site with 
site ID AUS001; the rank is common for patient with pneumonia in the ICU and for patients of pneumonia outside 
the ICU)  
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SECTION 1 – DEMOGRAPHICS & HOSPITAL ADMISSION DATA 

1.1.Demographics 

Age (years): _______ Gender:  Male  Female Race/Ethnicity: ________________________ 

1.2. Hospital Admission data 

   1.2.1.Date/Time of hospital admission   (day/month/year):  ___ ___ _______ ; (hh:mm): ___:___ 

   1.2.2. Hospital Admission source:  

  Home  
  Chronic care facility 
  Retrieval from field (accident) 
  Nursery home  
  Other _________________ 

 
 

  Other Acute Care Facility (Hospital)   
Date of admission to the transferring hospital: 
(day/month/year):  __ ___ ____ 

  Ward     ICU     
  Postoperative-Recovery     
  Emergency Department 

1.3. Functional/Chronic Health Status (prior to hospital admission) 
(The Knaus Chronic Health Status Score, Knaus et al. CCM 1981) 
 

  Normal health status (Independent) 
  Moderate activity limitation (Independent) 
  Bedridden patient (Totally dependent) 

  Severe activity limitation due to chronic 
disease (Partially dependent) 

  Unknown 
 

1.4. Presence of risk factors for MDR colonisation at hospital admission (Tick all that apply) 

 Nursing home resident   Home wound care   Chronic dialysis     
 Antibiotic therapy (i.v.) in the past 3 months     
 Out of hospital parenteral nutrition or vascular access or IV antibiotics  
 High prevalence of resistant microorganisms in the community 
 Hospital admission in the past 3 months, If Yes: 

  How many times was admitted during the last 3 months?  Once  More than once 
  Discharge date from the most recent prior hospital admission: 
  Accumulated duration of all prior hospital admissions during the last three months: ______ (days) 

  Prior hospital admission included ICU admission?  Yes  No    

If Yes, Admission date of the most recent prior ICU admission (day/month/year):  ___ ___ _______ 
 Discharge date of the most recent prior ICU admission: (day/month/year):  ___ ___ _______ 

 

 1.5. Primary and secondary diagnoses at hospital admission (See the 3-digit codes in Appendix 1) 

+Primary (principal) diagnosis leading to hospital admission (complete only 1):  1. __ 
+Secondary diagnoses leading to hospital admission, present prior to or at the day of    hospital 
admission (complete minimum none & maximum 3 secondary diagnoses):  

1. ____________ 2. ____________ 3. ____________ 
 

+Hospital admission: in case that the primary diagnosis or any of the secondary diagnoses was community-acquired 
pneumonia (including pneumonia acquired in nursing home or chronic care facility; diagnosis code 210 or 211), please 
complete the following additional information: Pathogen identified:  No   Yes, 
 If Yes, specify pathogen(s):______________________________________________________________________  
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SECTION 2 – PNEUMONIA ONSET DATA (onset outside the ICU) 
 
2.1.a. Date of Pneumonia Diagnosis [Pneumonia Onset] (day/month/year) ___ ___ ____ 

Time of Pneumonia Diagnosis [Pneumonia Onset] (hh:mm; use 24 hrs clock) ___: ___ (for the 

date/time of diagnosis, indicate the time of clinical suspicion of pneumonia by the attending physicians) 

2.1.b. Duration of hospital stay at Pneumonia Onset: ____ (days)  
 

2.2. Ventilation/Oxygenation at Pneumonia Onset  

Select the type of ventilation that applies and complete the relevant information  

  The patient was not on mechanical ventilation (on no type of MV) on pneumonia onset 
  If selected,  
 Supplemental oxygen?  Yes  No  

 Nasal cannula  Simple mask  Venturi mask  Non re-breather mask  
 Humidified High Flow Oxygen Nasal Cannula  

 
 The patient was on non-invasive mechanical ventilation (non-IMV) at pneumonia onset?  

If selected,  Date/Time of initiation of NIMV ___ ___ ____/ ___: ___   
 Tracheostomy Mask    Other___________ 

 
 The patient was on invasive mechanical ventilation (IMV) at pneumonia onset  

 If selected, tick one 
 The patient was on IMV > 48 hours at pneumonia onset (i.e. VAP) 

  Date/Time of initiation of IMV ___ ___ ____/ ___: ___   
Total duration of IMV at pneumonia onset _____ (days)  
Type of IMV (IMV via):  Orotracheal tube  Nasotracheal tube  Tracheostomy 
 

  The patient was on IMV < 48 hours at pneumonia onset  
Date/Time of initiation of IMV ___ ___ ____/ ___: ___   
Total duration of IMV at to pneumonia onset _____ (hours)  
Type of IMV (IMV via):  Orotracheal tube  Nasotracheal tube  Tracheostomy 
 

 
  The patient was on IMV any time prior to pneumonia onset?   Yes  No  

Type of discontinued IMV prior to pneumonia onset (pneumonia diagnosis): 
 Endotracheal intubation 
 Tracheostomy – done during current hospital admission 
 Tracheostomy – done before current hospital admission 

Date/Time of prior IMV discontinuation ___ ___ ____/ ___: ___   

 

2.3. Pregnancy status at Pneumonia Onset  
 Not pregnant & Not post-partum 

   Pregnant____ weeks of gestation 
 Post-partum, date of partum dd/mm/yyyy: ___ ___ ____ 
   Natural birth   Caesarean 

Non applicable (male patient or female of non-reproductive age) 
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2.4. Reason to suspect pneumonia (tick all that apply) 

Presence of a new pulmonary infiltrate in chest X-ray                                             Yes  No 

Presence of a progressive and persistent pulmonary infiltrate in chest X-ray      Yes  No 

Leukocytosis (leukocyte count >12000 WBC per microliter (mm3) [>12.0 × 109 cells/L])  Yes  No 

Leukopenia (leukocyte count <4000 WBC per microliter (mm3) <4.0 × 109 cells/L])  Yes  No 

>10% bands (immature WBC)  Yes  No 

New onset purulent respiratory secretions      Yes  No 

Worsening purulent respiratory secretions (change in character (e.g. more purulent, or 
greater in volume, or changed odour or changed colour), increased respiratory secretions 
or increased suctioning requirements 

 Yes  No 

New fever (evidenced by a rise in core temperature >1°C and >38 °C) compared with the 
previous 24 hour period with no other recognized cause than pneumonia    

 Yes  No 

Worsening gas exchange (e.g. O2 desaturations [e.g. PaO2/FiO2 < 240, increased oxygen 
requirements, or increased ventilation demand) 

 Yes  No 

Altered mental status (new or worsened, e.g. confusion, agitation, etc) with no other 
recognized cause    

 Yes  No 

New onset or worsening dyspnea or tachypnea      Yes  No 

New onset or worsening cough     Yes  No 

Clinical signs of consolidation (rales or crackles or bronchial breath sounds)   Yes  No 

Chills  Yes  No 

Haemoptysis  Yes  No 

Rash  Yes  No 

Pleuritic chest pain  Yes  No 

Other signs or symptoms:   Yes  No 

 

2.5. Is macro-aspiration likely related to the episode of pneumonia 
 No 
 Yes – episode of pneumonia probably related to aspiration (witnessed macro-aspiration prior to 

pneumonia onset) Date of witnessed macro-aspiration: ___ /___ /___ 

 
2.6. Other concurrent focus(es) of infection (other than lungs)  

 No 
 Yes; If yes, specify focus (tick what applies) 

 Intra-abdominal infection / peritonitis    Surgical site infections/soft tissue infections 
 Osteomyelitis      Endocarditis  
 Central nervous system infection    Urinary tract infection / pyelonephritis 
 Skin and soft tissue infection    
 Bloodstream infection (not originating from pneumonia) 
 Other__________________  

If any of the above options selected, please specify pathogen(s) (if available) and whether it is MDR or not (e,g. 
MRSA, ESBL, KPC , etc) 
Pathogen(s):_____________________________________________________________________________ 
         _____________________________________________________________________________ 
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2.7 Severity assessment at Pneumonia Onset  
2.7.1. Collection of data for severity assessment at Pneumonia Onset (including APACHE II 
Score and SAPS II score calculations)  
NOTE: For laboratory tests that only one value available, complete the same value as lowest and highest’; Tick 
the ‘Unit’ used where applicable 
 
Heart rate (min.)  __ __ __  (max.)  __ __ __  beats per minute (bpm) 

Core body temperature (min.)   __ __ . __ (max.)  __ __ . __      °C     or  oF  

Therapeutic hypothermia      Yes   No 

Systolic arterial blood pressure (SBP) (min.)   __ __ __  (max.)  __ __ __  mmHg  

Diastolic arterial blood pressure (DBP) (min.)  __ __ __ (max.)  __ __ __  mmHg 

Mean arterial blood pressure (MAP) (min.)  __ __ __ (max.)  __ __ __  mmHg 

Respiratory rate (non-ventilated or ventilated)       (min.)  __ __ __ (max.)  __ __ __   bpm 

PaO2/FiO2 (min.)  __ __ /__ __ (max.)  __ __  /__ __  

If FiO2> 50%, worse (higher) A-aDO2 ----------------- 

Arterial PH (min.)  __ __ __  (max.)  __ __ __   mmHg       kPa  

Leucocytes (WBC)  (min.)  __ __ __  (max.)  __ __ __ per microliter (mm3) 

Bands   (min.)  __ __ __  (max.)  __ __ __ per microliter (mm3) 

Hematocrit (Ht)           (min.)  __ __ __  (max.)  __ __ __   (%) 

Urea  (max.)  __ __ __     mg/dL  or  mmol/L  

Creatinine  (min.)  __ __     (max.)  __ __ __    mg/dL  or  micromol/L  

Urine output  __ __ __  L/24hours  

Potassium  (min.)  __ . __   (max.)  __ . __   mmol/L 

Sodium  (min.)  __ __ __  (min.)  __ __ __ mmol/L 

Total bilirubin  (max.)  __ __ . __    mg/dL  or   micromol/L 

Bicarbonate (min.)  __ __   (max.)  __ __ __  mmol/L 

Albumin   __ __ __    g/dL  or   g/L 

CRP __ __ __  mg/L PCT __ __ __  ng/L Lactate  __ __ __   mmol/L   

ESR        __ __ __   mm         Fluid balance __ __ __  ml (positive/negative) 

Glasgow Coma Score   __ __ (  effective if not sedated,  estimated if sedated) 

 

2.7.2. Chronic health points  

The patient has a history of severe organ system insufficiency or immune-compromise 

 Yes; non-operative or emergency post-operative patient  
 Yes; elective post-operative patient 
 No 
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2.7.3. Sequential Organ failure assessment (vcore at Pneumonia Onset  

 

Respiratory SOFA  

PaO2/FiO2, when PaO2 in mmHg  (in parenthesis when PaO2 in kPa) 

 >400 (>53.3)   

 <400 (<53.3)   

 <300 (<40)  

 <200 (<26.7) with respiratory support  

 <100 (<13.3) with respiratory support 

Coagulation SOFA 

Platelet count per microliter (mm3) 

 >150000   

 <150000  

 <100000 

 <50000    

 <20000 

Liver SOFA Serum bilirubin, mg/dL 

(in parenthesis in micromol/L [micromol=µmol])  

 <1.2 (<19)                

 1.2 – 1.9 (20 – 32)  

 2.0 – 5.9 (33 – 101) 

 6.0 – 11.9 (102 – 204)  

 ≥12.0 ( >204)  

Central Nervous System SOFA 

Glasgow Coma Scale Score (effective if not sedated, estimated if 

sedated) 

 15   

 13-14   

 10-12  

 6-9 

  <6  

Cardiovascular SOFA Mean arterial Pressure (MAP), mmHg  

(*vasopressors status for > 1 hour) 

 No hypotension  

 Mean arterial pressure <70 mmHg or systolic arterial 

pressure <90 mmHg  

 Dopamine ≤5 mcg/kg/min or dobutamine (any dose)  

 Dopamine >5 mcg/kg/min or adrenaline 

(epinephrine) at ≤0.1 mcg/kg/min or noradrenaline 

(norepinephrine) at ≤0.1 mcg/kg/min  

 Dopamine >15 mcg/kg/min or (nor)adrenaline at 

>0.1 mcg/kg/min  

Renal SOFA 

Serum creatinine, mg/dL (in parenthesis in micromol/L) 

 

 <1.2 (<110)  

 1.2-1.9 (110-170)  

 2.0-3.4 (171-299)   

 3.5-4.9 (300-440) or urine output <500 ml/24 hours  

 >5 (>440) or dialysis or urine output <200 ml/24 

hours  

 

 

 

 

 

2.7.4. Severity of infection at pneumonia onset (tick one) 

 
Uncomplicated Infection    Sepsis        Septic shock  

 

 

 

 

 

 

 

 
 
 
2.8. Medical imaging diagnostic techniques at Pneumonia Onset  
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For the day of pneumonia onset & the day after, tick below all that apply and complete the information (if an imaging 
technique was not done on day of pneumonia onset or the day after complete the information of the first test done during the 
pneumonia episode before ICU admission, including the date) 
 

Time from Pneumonia Onset(P.O.) to first imaging diagnostic test: ____ (hours) 
 

2.8.1 Chest X-ray   
  Not done    Yes - Chest X-ray; Date/Time: __ __ __  /   ___ : ___   

 

Chest X-ray P.O._ Findings 

Right Lung (RL)        (Tick all that apply)          Left Lung (LL)         (Tick all that apply)  

 No infiltrates 
 Localized infiltrates (confluent consolidation): 

 Multilobar   Monolobar    
 Diffuse or patchy infiltrates (non-confluent 

consolidations) 
 Exclusively interstitial infiltrates 

 Diffuse   Localized    
 Pleural effusion 
 Cavitation of infiltrate 
 Atelectasis 
 Other_______________ 

 

 No infiltrates 
 Localized infiltrates (confluent consolidation): 

 Multilobar   Monolobar    
 Diffuse or patchy infiltrates (non-confluent 

consolidation) 
 Exclusively interstitial infiltrates 

  Diffuse   Localized    
 Pleural effusion 
 Cavitation of infiltrate 
 Atelectasis 
 Other________________ 

#Weinberg Radiologic score - Total: ____ 

Right Upper (RU): _____ 

Right Lower (RL): _____  

Left Upper (LU): _____ 

Left Lower (LL): _____  
 

#Weinberg Radiologic Score (Weinberg et al. Am Rev Respir Dis 1984; 130: 791–796) 
Score by quadrant: 0: normal ; 1: interstitial infiltrate ; 2: non-confluent cellular infiltrate ; 3: condensation 
Total:  sum the score of each of the 4 quadrants; Patchy infiltrates: A poorly defined area of lung consolidation seen on the chest 
radiograph as scattered opacification within normal lung tissue (usually caused by a mixture of normally aerated and infected 
lung lobules). 

 

2.8.2 Comparison of Chest X-ray 1 to previous Chest X-ray 1 (date of previous X-ray: ___ ___ ___): 

 New or progressing and persistent findings compatible with pneumonia; easy to assess  

 New findings or progressing and persistent findings compatible with pneumonia; difficult to 
assess due to underlying pathology  

 Very difficult to assess new or progressing findings due to underlying pathology and/or quality 
of the X-ray 

 Not applicable (no previous Chest X-ray to compare) 

 

 
 
 
 
 
 
 
 

2.8.3 Chest CT    

  Not done 
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  Yes - Chest CT 1;  Date/Time: __ __ __  /   ___ : ___  
 

Chest CT P.O. Findings 

Right Lung (RL)                       Tick all that apply  Left Lung (LL)                                       Tick all that apply  

 No infiltrates 

 Diffuse interstitial/alveolar infiltrates  

 Lobar interstitial/alveolar infiltrates  

  Multilobar   Monolobar   

 Exclusively interstitial infiltrates  

 Pleural effusion 

 Cavitation  

 Atelectasis 

 Air crescent sign 

 Halo sign 

 Nodules 

 Other_______________ 

 No infiltrates 

 Diffuse interstitial/alveolar infiltrates  

 Lobar interstitial/alveolar infiltrates  

  Multilobar   Monolobar   

 Exclusively interstitial infiltrates  

 Pleural effusion 

 Cavitation  

 Atelectasis 

 Air crescent sign 

 Halo sign 

 Nodules 

 Other_______________ 

 

 

2.8.4 Lungs Ultrasound (LUS)    

  Not done    Lung US not used  

  Yes - Lungs ultrasound (LUS) 1; Date/Time: __ __ __  /   ___ : ___ 

      

Lungs Ultr asound P.O. Findings 

Right Lung (RL) (Tick ONE option)  Left Lung (LL) (Tick ONE option)  

 N; normal pattern (normal lung aeration)  

 B1; multiple well-defined, either regularly 

spaced 7-mm apart or irregularly spaced, B lines 

(moderate loss of lung aeration)  

 B2; multiple coalescB lines (severe loss of lung 

aeration) 

 O; other_______________ 

 N; normal pattern (normal lung aeration)  

 B1; multiple well-defined, either regularly spaced 

7-mm apart or irregularly spaced, B lines (moderate 

loss of lung aeration)  

 B2; multiple coalescB lines (severe loss of lung 

aeration) 

 O; other________________ 

 

 

2.8.5 Other medical imaging technique for Pneumonia Diagnosis    Yes   Not done   

            If yes, Specify: _____________________________  Date/Time: __ __ __  /   ___ : ___ 

 

Other_______________P.O. Findings 

Right Lung (RL)  Left Lung (LL) 

Describe findings 

 

 

Describe findings 

+ You may print more pages if needed for imaging tests from Appendix  
2.9. Respiratory Diagnostic Sampling (data from Pneumonia Onset to day before ICU admission) 

2.9.1. Respiratory sample 1 (RS1)     No      Yes;  

If yes, complete below    Date/time of sampling RS1: ___ ___ ____ /___ : ___     
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2.9.1.a. Type of Respiratory Sample 1 (RS1):  Tick the type of RS1 (one option) 

 Sputum  Tracheal aspirate 

 Bronchoscopic Bronchoalveolar lavage  (BAL) 

 Bronchoscopic Protected Specimen Brush (PSB) 

 Protected Telescoping Catheter (PTC) 

 Non-Bronchoscopic (Blind) Bronchoalveolar Lavage (Blind-BAL)   

 Non-Bronchoscopic (Blind) Protected Specimen Brush (Blind-PSB) 

 Pleural Fluid  Lung tissue  Other _____ 

2.9.1.b. Rapid test(s) of the RS1:     No     Yes; If yes, complete below  

Gram stain RS1  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

Other stain RS1  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

MALDI-TOF RS1  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

PCR RS1  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

Other rapid test RS1  No Yes; If yes,   Result:    Negative    Positive ______________ 
                                                                    Time from sampling to result availability: ___ (hours) 

  
2.9.1.c. Cultures of Respiratory Sample 1 (RS1):   No  Yes    
    If Yes,   Quantitative    Semi-quantitative   Qualitative       

      Date/time of sampling RS1: ___ ___ ____ /___ : ___       
      Result of RS1 Cultures:  

Negative    If negative, Date/time clinicians notified: ___ ___ ____ /___ : ___     
Positive      If positive, Time from sampling to sensitivity result availability: ___ (days) 

Time from sampling to identification of microorganism: ___ (days) 

RS1 Microorganism 1 ______________________ 

If semiquantitative culture, tick one: 
 +1(rare growth)           +2(light growth)   +3(moderate growth)   +4(heavy growth) 

If quantitative culture, complete: > ____CFU/ml 
Did the lab provide Antibiogram of Microorganism 1?   No  Yes; If yes, complete antibiogram (App. 2)    

RS1 Microorganism 2 ______________________ 
If semiquantitative culture, tick one: 

 +1(rare growth)           +2(light growth)   +3(moderate growth)   +4(heavy growth) 
If quantitative culture, complete: > ____CFU/ml 
Did the lab provide Antibiogram of Microorganism 2?  No  Yes; If yes, complete antibiogram (App. 2)      

RS1 Microorganism 3______________________ 

If semiquantitative culture, tick one: 
 +1(rare growth)           +2(light growth)   +3(moderate growth)   +4(heavy growth) 

If quantitative culture, complete: > ____CFU/ml 
Did the lab provide Antibiogram of Microorganism 3?  No  Yes; If yes, complete antibiogram (App. 2)     

RS1 Microorganism 4 or > 4: include information as above   

 

2.9.2. Respiratory sample 2 (RS2)     No      Yes;  

If yes, complete below    Date/time of sampling RS2: ___ ___ ____ /___ : ___     

2.9.2.a. Type of Respiratory Sample 2 (RS2):  Tick the type of RS2 (one option) 
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 Sputum  Tracheal aspirate 

 Bronchoscopic Bronchoalveolar lavage  (BAL) 

 Bronchoscopic Protected Specimen Brush (PSB) 

 Protected Telescoping Catheter (PTC) 

 Non-Bronchoscopic (Blind) Bronchoalveolar Lavage (Blind-BAL)   

 Non-Bronchoscopic (Blind) Protected Specimen Brush (Blind-PSB) 

 Pleural Fluid  Lung tissue  Other _____ 

2.9.2.b. Rapid test(s) of the RS2:     No     Yes; If yes, complete below  

Gram stain RS2  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

Other stain RS2  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

MALDI-TOF RS2  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

PCR RS2  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

Other rapid test RS2  No Yes; If yes,   Result:    Negative    Positive ______________ 
                                                                    Time from sampling to result availability: ___ (hours) 

  
2.9.2.c. Cultures of Respiratory Sample 2 (RS2):   No  Yes    
    If Yes,   Quantitative    Semi-quantitative   Qualitative       

      Date/time of sampling RS2: ___ ___ ____ /___ : ___       
      Result of RS2 Cultures:  

Negative    If negative, Date/time clinicians notified: ___ ___ ____ /___ : ___     
Positive      If positive, Time from sampling to sensitivity result availability: ___ (days) 

Time from sampling to identification of microorganism: ___ (days) 

RS2 Microorganism 1 ______________________ 

If semiquantitative culture, tick one: 
 +1(rare growth)           +2(light growth)   +3(moderate growth)   +4(heavy growth) 

If quantitative culture, complete: > ____CFU/ml 
Did the lab provide Antibiogram of Microorganism 1?  No  Yes; If yes, complete antibiogram (App. 2)    

RS2 Microorganism 2 ______________________ 

If semiquantitative culture, tick one: 
 +1(rare growth)           +2(light growth)   +3(moderate growth)   +4(heavy growth) 

If quantitative culture, complete: > ____CFU/ml 
Did the lab provide Antibiogram of Microorganism 2?  No  Yes; If yes, complete antibiogram (App. 2)      

RS2 Microorganism 3______________________ 

If semiquantitative culture, tick one: 
 +1(rare growth)           +2(light growth)   +3(moderate growth)   +4(heavy growth) 

If quantitative culture, complete: > ____CFU/ml 
Did the lab provide Antibiogram of Microorganism 3?  No  Yes; If yes, complete antibiogram (App. 2)     

RS2 Microorganism 4 or > 4: include information as above   

 (To be repeated as needed if more respiratory samples at the day 1 and 2; Print page(s) of Appendix 3)  

 
 
2.10. Blood Samples for Cultures & Rapid tests (Complete information for Days 1 and 2) 
Time from pneumonia onset to 1st diagnostic sampling ______ (hours) Type of sample:__________ 
Time from pneumonia onset to 2nd diagnostic sampling ______ (hours) Type of sample:__________ 
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2.10.1. Blood sample 1 (BS1) for rapid tests and culture:  No   Yes; If yes, complete below

 Date/time of sampling BS1: ___ ___ ____ /___ : ___     

    2.10.1.a Rapid test(s) of the BS1:    No      Yes; If yes, complete below    

Gram stain BS1  No   Yes; If Yes,  Result:   Negative   Positive  __________________ 
                                                        Time from sampling to result availability: ___ (hours) 

CARBA-NP  BS1  No   Yes; If Yes, Result:   Negative    Positive  _________________ 

                                  No organisms   identified          Time from sampling to result availability: ___ (hours) 

MALDI-TOF BS1   No  Yes; If Yes, Result:   Negative    Positive  _________________ 
                                   Time from sampling to result availability: ___ (hours) 

PCR BS1   No  Yes; If Yes, Result:   Negative    Positive  _________________ 
                                   Time from sampling to result availability: ___ (hours) 

Beta-Lacta test BS1   No  Yes; If Yes, Result:   Negative    Positive  _________________ 
                                   Time from sampling to result availability: ___ (hours) 

Other test___________BS1   No  Yes; If Yes, Result:   Negative    Positive  ______________ 
                                   Time from sampling to result availability: ___ (hours) 

       
2.10.1.b. Cultures of Blood Sample 1 (BCS1):  No     Yes, Date/time ___ ___ ____ /___ : ___   
Type : Quantitative    Semi-quantitative   Qualitative         

     Result of RCS1 Cultures: Negative   If negative, Time from sampling to result availability: ___ (days) 
Positive    If positive, Time from sampling to sensitivity result availability: ___ (days) 

    Time from sampling to identification of microorganism: ___ (days) 

BCS1 Microorganism 1 ______________________ 

Did the lab provide Antibiogram of Microorganism 1?  No  Yes; If yes, complete antibiogram (Appendix 2)    

BCS1 Microorganism 2 ______________________ 

Did the lab provide Antibiogram of Microorganism 2?  No  Yes; If yes, complete antibiogram (Appendix 2)      

BCS1 Microorganism 3______________________ 

Did the lab provide Antibiogram of Microorganism 3?  No  Yes; If yes, complete antibiogram (Appendix 2)     

BCS1 Microorganism 4______________________ 

Did the lab provide Antibiogram of Microorganism 4?  No  Yes; If yes, complete antibiogram (Appendix 2)     

BCS1 Microorganism 4 or > 4: include information as above   

# # # # 

2.10.2. Blood sample 2 (BS1) for rapid tests and culture: No   Yes; If yes, complete below    

Date/time of sampling BS1: ___ ___ ____ /___ : ___     
    2.10.2.a Rapid test(s) of the BS1:    No      Yes; If yes, complete below    

Gram stain BS2  No   Yes; If Yes,  Result:   Negative   Positive  __________________ 
                                                        Time from sampling to result availability: ___ (hours) 

CARBA-NP  BS2  No   Yes; If Yes, Result:   Negative    Positive  _________________ 

                                  No organisms   identified          Time from sampling to result availability: ___ (hours) 

MALDI-TOF BS2   No  Yes; If Yes, Result:   Negative    Positive  _________________ 
                                   Time from sampling to result availability: ___ (hours) 

PCR BS2   No  Yes; If Yes, Result:   Negative    Positive  _________________ 
                                   Time from sampling to result availability: ___ (hours) 

Beta-Lacta test BS2  No  Yes; If Yes, Result:   Negative    Positive  _________________ 
                                   Time from sampling to result availability: ___ (hours) 

Other test____________BS1   No  Yes; If Yes, Result:   Negative    Positive  _______________                                  

2.10.2.b. Cultures of Blood Sample 1 (BCS2):  No     Yes, Date/time ___ ___ ____ /___ : ___   
Type : Quantitative    Semi-quantitative   Qualitative         

     Result of RCS2 Cultures: Negative   If negative, Time from sampling to result availability: ___ (days) 
Positive    If positive, Time from sampling to sensitivity result availability: ___ (days) 

    Time from sampling to identification of microorganism: ___ (days) 

BCS2 Microorganism 1 ______________________ 
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Did the lab provide Antibiogram of Microorganism 1?  No  Yes; If yes, complete antibiogram (Appendix 2)    

BCS2 Microorganism 2 ______________________ 

Did the lab provide Antibiogram of Microorganism 2?  No  Yes; If yes, complete antibiogram (Appendix 2)      

BCS2 Microorganism 3______________________ 

Did the lab provide Antibiogram of Microorganism 3?  No  Yes; If yes, complete antibiogram (Appendix 2)     

BCS2 Microorganism 4______________________ 

Did the lab provide Antibiogram of Microorganism 4?  No  Yes; If yes, complete antibiogram (Appendix 2)     

BCS2 Microorganism 4 or > 4: include information as above   

 (To be repeated as needed if more blood samples drawn in day 1 & day 2- Print page of Appendix 3)  
 
 

2.11. Other Diagnostic Sampling  
 

 2.11.1 Urine Samples for Antigens    No   Yes; If yes, 

Urine for Legionella antigen (Ag) Sample 1 (UrAg-Leg 1)   No   Yes; if yes,  

 Date/time of sampling: ___ ___ ____ /___: ___    Result    Negative      Positive ________________ 
 Time from sampling to result availability: ___ (hours) 

Urine for Streptococcus pneumoniae Ag) Sample 1 (UrAg-Pneu 1)   No   Yes; if yes,  

 Date/time of sampling: ___ ___ ____ /___: ___    Result    Negative      Positive ________________ 
               Time from sampling to result availability: ___ (hours) 

(Repeat as needed- Print page from Appendix 3) 

 

2.11.2 Diagnostic tests for viruses  No  Yes; If yes 

Test for viruses 1 (TV1) tick one :  Serology  Antigen  PCR  Other____________ 
Specify virus(es):  1.________________________ 2.________________________ 3. ________________________ 
4.________________________ 5. ________________________ 6.________________________  
Date/time of sampling : ___ ___ ____ /___ : ___   Result    Negative      Positive 
____________________ 
 

Test for viruses 2 (TV2) tick one:  Serology  Antigen  PCR  Other____________ 
Specify virus(es):  1.________________________ 2.________________________ 3. ________________________ 
4.________________________ 5. ________________________ 6.________________________  
Date/time of sampling : ___ ___ ____ /___ : ___   Result    Negative      Positive 
____________________ 
 

(Repeat as needed- Print page of Appendix 3) 
 

 2.11.3. Sampling for Other diagnostic test (relevant to pneumonia)   No   Yes ; if yes 

 Type of test:________________________________ Date/time of sampling : ___ ___ ____ /___ : ___    
Result    Negative      Positive ____________________ 

Type of test:________________________________ Date/time of sampling : ___ ___ ____ /___ : ___    
Result    Negative      Positive ____________________ 

(Repeat as needed- Print page of Appendix 3) 

SECTION 3. ICU ADMISSION DATA 
IMPORTANT NOTE: Day of ICU Admission is considered Day 1 for pneumonia with onset 
outside the ICU (Pneumonia Onset before ICU admission)  

 
3.1.a. Date/Time of ICU admission  (day/month/year):  ___ ___ ___Time:___:___ (hh:mm ; use 24 hrs) 

3.1.b. Length of hospital stay prior to ICU admission:  ______ (days)*   _______ (hours) 



 

49 
Patient ID: ______#______ 

 (Definition: If transferred from another hospital total length of hospital stay prior to ICU admission; Note: If the patient 
was directly admitted to the ICU, write [ 0 ] days; if the patient was first admitted to other hospital location and then 
transferred to the ICU,  but length of hospital stay was less than 48 hours,  write the hours) 

 
3.2. ICU admission source:  

 Same hospital: 
  Emergency room    Operating room or recovery room   Ward    

       Other ______________ (e.g high dependency unit or other ICU of the same hospital, etc) 

 
 Other source:    

  Other acute care hospital- non ICU:  
                                Admission date at the transferring hospital: (day/month/year):  ___ ___ ___ 

  Other acute care hospital- ICU:  
                               Admission day at the transferring hospital: (day/month/year):  ___ ___ ___ 

                                Admission day at the transferring ICU:  (day/month/year):  ___ ___ ___ 
 Ambulance/retrieval directly from the field to ICU 

 

3.3. Type of ICU admission:  

 Medical 
 Surgical  Elective    Emergency 

    Preoperative    Postoperative: date of operation: ___ ___ _______  
 Burns 
 Trauma 
 Burns & Trauma 

 
 If Burns or Burns & Trauma selected, please complete the following:    
 Inhalation Injury:   Yes;   Suspected;  Not suspected  

Carboxyhemoglobin  on admission (%):_____ 
Burn thickness:   Partial;    Full;    Not applicable  
Severity of burn %Total Body Surface Area (TBSA): 
Full thickness __________ (%)Partial thickness __________ (%) 
Location of the burn (tick all that apply):  

 Face;   Head;    Neck;   Chest;    Other_____________    

 
 If Trauma or Burns & Trauma selected, please complete the following (Selecct All theat apply)”  

 Postoperative      Traumatic Brain Injury     
  Multiple Trauma      Penetrating Trauma    
 
3.4. Major system dysfunction at ICU admission (tick min.1-max.2): 

  Cardiovascular 
  Respiratory 
  Central Nervous System 
  Gastrointestinal/Liver 

  Haematological 
  Renal 
  Other________ 

 
 
3.5. Primary and secondary diagnoses at ICU admission 

 (See the 3-digit codes that correspond to the diagnosis from Appendix  1) 
 

 Was hospital-acquired pneumonia (HAP) the Primary (principal) diagnosis leading to ICU 
admission? 

  Yes, deterioration due to HAP was the Primary cause  that leaded to ICU admission 
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  No, HAP was a contributing condition that leaded to ICU admission 
 

 Secondary diagnoses leading to ICU admission, present prior to or at the day of ICU 
admission (complete minimum none & maximum 3 secondary diagnoses):  

 1. ____________ 2. ____________ 3. ____________ 

 

 
3.6. Presence of infection at ICU admission other than the hospital-acquired pneumonia 
(concurrent infection):   No    Yes, If Yes,  
 

Type of infection:  (Tick all that apply) 
 Intra-abdominal infection/peritonitis 
 Bloodstream infection (not originating 

from pneumonia) 
 Urinary tract infection/ pyelonephritis 
 Central nervous system infection 
 Surgical site infection 

 Soft tissue infection 
 Obstetric/gynaecological infection 
 Osteomyelitis 
 Endocarditis 
 Community-acquired pneumonia 
 Other__________________ 

 

If any of the above options selected, please specify pathogen(s) (if available) and whether it is MDR or not (e,g. 

MRSA, ESBL, KPC , etc) 

Pathogen(s):_____________________________________________________________________________ 

 

 

3.7. The patient was on antibiotics at ICU admission? 
   (For infection or prophylactic)      Yes   No 

 
3.8. The patient received antibiotics prior to ICU admission? 

(During current hospital admission)     Yes   No 

 

3.9. Pregnancy status at ICU Admission  
  

Not pregnant & Not post-partum 
Pregnant: ____ weeks of gestation 
Post-partum: date of partum (day/month/year): ___ ___ ____ 

   Natural birth   Caesarean 
Non applicable (male patient or female of non-reproductive age) 

 
 
 
 
 
 
 
 

3.10. Underlying conditions  

3.10.1 Chronic pulmonary disease   Yes  No 
If yes, tick what applies (a or b or both a and b): 
A. Chronic pulmonary disease other than COPD Yes No 

If yes, tick all that apply (one or more): 
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 Asthma 
 Bronchiectasis 
 COPD 

 Cystic fibrosis 
 Interstitial lung disease 
 Other___________ 

 
B. COPD  Yes No 

If yes, complete all the subsection below: 
B1. COPD diagnosis:   

 The diagnosis is only clinical, there is no functional test available 
   Functional tests available, select the GOLD stage:    (Tick one)  

 GOLD stage I (mild)  GOLD stage II (moderate) 
 GOLD stage III (severe)  GOLD stage IV (very severe) 

  B2. The COPD was a known comorbidity prior to hospital admission: Yes No 
  If yes,Treatment prior to hospital admission (tick all that apply):  

   Systematic Steroids            Inhalation Steroid  
 Other inhalation therapy  Oxygen at home  Unknown 

 
3.10.2. HIV positive  Yes No   
If Yes:     HIV positive (not defined as AIDS) 
     AIDS (not just HIV positive), if AIDS ticked: 
    On treatment  Yes No 
    CD4 < 200   Yes No 

 
3.10.3. Active malignancy   Yes No 
If Yes:    Non-metastatic cancer (solid tumour)  

  Metastatic cancer   Hematologic cancer 

 
3.10.4. Neurological disease   Yes No 
If Yes, tick all that apply (one or more):   

  Cerebrovascular disease   Dementia  Hemiplegia 

 
3.10.5. Peptic ulcer disease   Yes No 

 
3.10.6. Liver disease  

No 
Yes, mild (including chronic hepatitis, but not cirrhosis or portal hypertension) 
Yes, moderate or severe  

If Yes, moderate or severe, complete the following: 
  Portal hypertension   Hepatic cirrhosis 

If portal hypertension or hepatic cirrhosis, complete modified Child-Pugh classification: 

   Ascites:    None  Mild   Moderate/severe 

   Encephalopathy:   None  Mild   Moderate/severe  

   Bilirubin (μmol/L):    <34   35-50   >50 

       or bilirubin (mg/dL):  <2.0   2.0-2.9  >2.9 

Albumin (g/L):   >35   28-35  <28 

   Prothrombin time (seconds over normal)   

      <4   4-6    >6  

 
 
3.10.7. Chronic renal dysfunction  Yes No 
If Yes, tick one:     Mild: GFR ≥60 mL/min  

      Moderate: GFR 30 – 59 mL/min. 
      Severe: GFR 15 – 29 mL/min. 

  End-stage: GFR <15 mL/min. or requiring renal replacement therapy 
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3.10.8. Chronic heart failure   Yes No;     If Yes, tick one: 
   NY Heart Association I (no symptoms)     NY Heart Association II (mild symptoms) 

 NY Heart Association III (marked symptoms)   NY Heart Association IV (severe symptoms) 
 

3.10.9. Coronary artery disease  Yes No 
If yes:  History of myocardial infarct  Yes No 

 
3.10.10. Diabetes mellitus   Yes No 
If yes:  End-organ damage (e.g. retinopathy, neuropathy, nephropathy)  Yes No 

Insulin-dependent        Yes No 
 

3.10.11.  Immunosuppressed  Yes No 
If Yes, tick ALL types of immunosuppression that apply (one or more):  

 Neutropenia    (Tick one option below) 
  Mild: neutrophils 1000-1500 per microliter (mm3)    
               Moderate: < 1000 & > 500 per microliter (mm3) 
               Severe: neutrophils ≤ 500 per microliter (mm3) 

 Corticosteroid therapy (Prednisolone or equivalent)             Tick one option below 
               > 0.5 mg/kg/day for > 2 weeks, < 1 month      
               > 0.5 mg/kg/day for 1-3 months  
               > 0.5 mg/kg/day for > 3 months 

 Chemotherapy within the previous 1 year         (Tick one option below) 
                During the previous 1 month                 Before > 1 and < 2 months  
                Before 2-6 months                                     Before > 6 months 

 Radiotherapy within the previous 1 year      (Tick one option below) 
                During the previous 1 month                 Before > 1 and < 2 months  
                Before 2-6 months                                     Before > 6 months 
Solid organ transplant recipient       (Tick one option below) 
                During the previous 1 month                 Before > 1 and < 2 months  
                Before 2-6 months                                     Before > 6 months & <1 year                 > 1 year 

 Bone marrow recipient    (Tick one option below) 
                During the previous 1 month                 Before > 1 and < 2 months  
                Before 2-6 months                                     Before > 6 months & <1 year                 > 1 year 

 Immunosuppressive drug for auto-immune diseases 
 Splenectomy 
 Congenital immunodeficiency 
 Other_____________________ 

 
3.10.12. Connective tissue disease Yes No 
 
3.10.13. Life style risk factors (Tick all that apply) 

  Malnutrition (BMI<18)      Obesity (BMI>30)  
  Tobacco use, If ticked, complete the following: 

      Status unknown  Current smoker   Ex-smoker  ______pack years 
  Alcohol abuse      IV drug abuse 

3.10.14. History of psychiatric disorder Yes No 

 

 

3.11. Oxygenation/ventilation at ICU admission 

  The patient was on invasive mechanical ventilation (IMV) at ICU Admission?  
 If selected, Location of initiation of IMV_______________________ 

Date/Time of initiation of IMV  ___ ___ ____/ ___ : ___   
Total duration of IMV at ICU Admission_________ (days) or _____  (hours)* 

(Note:  if the patient was on IMV for less than 48 hours at pneumonia onset, enter the hours) 
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Type of IMV (IMV via):  Orotracheal tube  Nasotracheal tube  Tracheostomy 
 

 The patient was on non-invasive mechanical ventilation (non-IMV) at pneumonia onset?  

If selected,  Date/Time of initiation of NIMV  ___ ___ ____/ ___ : ___   
Total duration of NIMV prior to pneumonia onset ________ (days) or _____  (hours)* 

(Note:  if the patient was on NIMV for less than 48 hours at pneumonia onset, enter the hours) 
 

 The patient was not on mechanical ventilation (on no type of MV) on pneumonia onset 

  If selected,   Supplemental oxygen?  Yes  No  

If Yes,  Nasal cannula    Simple mask    Venturi mask  
            Non re-breather mask   Humidified High Flow Oxygen Nasal Cannula  
            Other___________ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3.12. Severity assessment at ICU admission  

 
3.12.1.a. Collection of data for severity assessment at ICU admission (including APACHE II 
Score and SAPS II score calculations) (worst values during the 1st 24 hours of admission) 
NOTE:  
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- For laboratory tests that only one value available, complete the same value as lowest and highest 
- Tick the ‘Unit’ used where applicable 
Heart rate (min.)  __ __ __  (max.)  __ __ __  beats per minute (bpm) 

Core body temperature (min.)   __ __ . __ (max.)  __ __ . __      °C     or  oF  

Therapeutic hypothermia      Yes   No 

Systolic arterial blood pressure (SBP) (min.)   __ __ __  (max.)  __ __ __  mmHg  

Diastolic arterial blood pressure (DBP) (min.)  __ __ __ (max.)  __ __ __  mmHg 

Mean arterial blood pressure (MAP) (min.)  __ __ __ (max.)  __ __ __  mmHg 

Respiratory rate (non-ventilated or ventilated)       (min.)  __ __ __ (max.)  __ __ __   bpm 

PaO2/FiO2 (min.)  __ __ /__ __ (max.)  __ __  /__ __  

If FiO2> 50%, worse (higher) A-aDO2 ----------------- 

Arterial PH (min.)  __ __ __  (max.)  __ __ __   mmHg       kPa  

Leucocytes (WBC)  (min.)  __ __ __  (max.)  __ __ __ per microliter (mm3) 

Bands   (min.)  __ __ __  (max.)  __ __ __ per microliter (mm3) 

Hematocrit (Ht)           (min.)  __ __ __  (max.)  __ __ __   (%) 

Urea  (max.)  __ __ __     mg/dL  or  mmol/L  

Creatinine  (min.)  __ __     (max.)  __ __ __    mg/dL  or  micromol/L  

Urine output  __ __ __  L/24hours  

Potassium  (min.)  __ . __   (max.)  __ . __   mmol/L 

Sodium  (min.)  __ __ __  (min.)  __ __ __ mmol/L 

Total bilirubin  (max.)  __ __ . __    mg/dL  or   micromol/L 

Bicarbonate (min.)  __ __   (max.)  __ __ __  mmol/L 

Albumin   __ __ __    g/dL  or   g/L 

CRP __ __ __  mg/L PCT __ __ __  ng/L Lactate  __ __ __   mmol/L   

ESR        __ __ __   mm         Fluid balance __ __ __  ml (positive/negative) 

Glasgow Coma Score   __ __ (  effective if not sedated,  estimated if sedated) 

 

3.12.1.b Chronic health points (for APACHE II) 

The patient has a history of severe organ system insufficiency or immune-compromise? 

 Yes; non-operative or emergency post-operative patient  
 Yes; elective post-operative patient 
 No 

 
 

 
 
3.12.2 Sequential Organ Failure Assessment (SOFA) Score at ICU admission  
 

Respiratory SOFA  

PaO2/FiO2, when PaO2 in mmHg  (in parenthesis when PaO2 in kPa) 

 >400 (>53.3)   

 <400 (<53.3)   

Coagulation SOFA 

Platelet count per microliter (mm3) 

 >150000   

 <150000  
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 <300 (<40)  

 <200 (<26.7) with respiratory support  

 <100 (<13.3) with respiratory support 

 <100000 

 <50000    

 <20000 

Liver SOFA Serum bilirubin, mg/dL 

(in parenthesis in micromol/L [micromol=µmol])  

 <1.2 (<19)                

 1.2 – 1.9 (20 – 32)  

 2.0 – 5.9 (33 – 101) 

 6.0 – 11.9 (102 – 204)  

 ≥12.0 ( >204)  

Central Nervous System SOFA 

Glasgow Coma Scale Score (effective if not sedated, estimated if 

sedated) 

 15   

 13-14   

 10-12  

 6-9 

  <6  

Cardiovascular SOFA Mean arterial Pressure (MAP), mmHg  

(*vasopressors status for > 1 hour) 

 No hypotension  

 Mean arterial pressure <70 mmHg or systolic arterial 

pressure <90 mmHg  

 Dopamine ≤5 mcg/kg/min or dobutamine (any dose)  

 Dopamine >5 mcg/kg/min or adrenaline 

(epinephrine) at ≤0.1 mcg/kg/min or noradrenaline 

(norepinephrine) at ≤0.1 mcg/kg/min  

 Dopamine >15 mcg/kg/min or (nor)adrenaline at 

>0.1 mcg/kg/min  

Renal SOFA 

Serum creatinine, mg/dL (in parenthesis in micromol/L) 

 

 <1.2 (<110)  

 1.2-1.9 (110-170)  

 2.0-3.4 (171-299)   

 3.5-4.9 (300-440) or urine output <500 ml/24 hours  

 >5 (>440) or dialysis or urine output <200 ml/24 

hours  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3.13. Medical imaging diagnostic techniques at pneumonia onset (Day 1) 
For the day of ICU Admission (Day 1) & the day after (Day 2), tick below all that apply and complete the information (if an 
imaging technique was not done in Day 1 or 2, complete the information of the first test that during the pneumonia episode, 
including the date) 

Time from ICU Admission to first im aging diagnostic test: ____ (hours) 
3.13.1 Chest X-ray   

  Not done    Yes - Chest X-ray; Date/Time: __ __ __  /   ___ : ___   
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Chest X-ray _ Findings 

Right Lung (RL)        (Tick all that apply)          Left Lung (LL)         (Tick all that apply)  

 No infiltrates 
 Localized infiltrates (confluent consolidation): 

 Multilobar   Monolobar    
 Diffuse or patchy infiltrates (non-confluent 

consolidations) 
 Exclusively interstitial infiltrates 

 Diffuse   Localized    
 Pleural effusion 
 Cavitation of infiltrate 
 Atelectasis 
 Other_______________ 

 

 No infiltrates 
 Localized infiltrates (confluent consolidation): 

 Multilobar   Monolobar    
 Diffuse or patchy infiltrates (non-confluent 

consolidation) 
 Exclusively interstitial infiltrates 

  Diffuse   Localized    
 Pleural effusion 
 Cavitation of infiltrate 
 Atelectasis 
 Other________________ 

#Weinberg Radiologic score - Total: ____ 

Right Upper (RU): _____ 

Right Lower (RL): _____  

Left Upper (LU): _____ 

Left Lower (LL): _____  
#Weinberg Radiologic Score (Weinberg et al. Am Rev Respir Dis 1984; 130: 791–796) 
Score by quadrant: 0: normal ; 1: interstitial infiltrate ; 2: non-confluent cellular infiltrate ; 3: condensation 
Total:  sum the score of each of the 4 quadrants; Patchy infiltrates: A poorly defined area of lung consolidation seen on the chest 
radiograph as scattered opacification within normal lung tissue (usually caused by a mixture of normally aerated and infected 
lung lobules). 

 

3.13.2 Comparison of Chest X-ray 1 to previous Chest X-ray  (date of previous X-ray: ___ ___ ___): 

 New or progressing and persistent findings compatible with pneumonia; easy to assess  

 New findings or progressing and persistent findings compatible with pneumonia; difficult to 
assess due to underlying pathology  

 Very difficult to assess new or progressing findings due to underlying pathology and/or quality 
of the X-ray 

 Not applicable (no previous Chest X-ray to compare) 
 

3.13.3. Prior Chest X-rays – Weinberg Radiologic score  

Complete available information for 4 days prior to day of pneumonia onset or for less if the patient ICU stay 

prior to pneumonia onset was less than 4 days. (Day minus 1 [Day (-1) is the day before pneumonia onset) 

Prior Chest X -rays Day (-4) Day (-3) Day (-2) Day (-1) 

Chest- X ray Yes (Y)/Not done (ND), If Yes complete Weinberg score     

Weinberg radiologic score -Total          

Right Upper/ Right Lower          

Left Upper/ Left Lower          

 
 
3.13.4 Chest CT    

  Not done 
  Yes - Chest CT 1;  Date/Time: __ __ __  /   ___ : ___  

 

Chest CT__ Findings 

Right Lung (RL)                       Tick all that apply  Left Lung (LL)                                       Tick all that apply  

 No infiltrates  No infiltrates 
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 Diffuse interstitial/alveolar infiltrates  

 Lobar interstitial/alveolar infiltrates  

  Multilobar   Monolobar   

 Exclusively interstitial infiltrates  

 Pleural effusion 

 Cavitation  

 Atelectasis 

 Air crescent sign 

 Halo sign 

 Nodules 

 Other_______________ 

 Diffuse interstitial/alveolar infiltrates  

 Lobar interstitial/alveolar infiltrates  

  Multilobar   Monolobar   

 Exclusively interstitial infiltrates  

 Pleural effusion 

 Cavitation  

 Atelectasis 

 Air crescent sign 

 Halo sign 

 Nodules 

 Other_______________ 

 

 

3.13.5. Lungs Ultrasound (LUS)    

  Not done    Lung US not used in our ICU 

  Yes - Lungs ultrasound (LUS) 1; Date/Time: __ __ __  /   ___ : ___ 

      

Lungs Ultrasound__ Findings  

Right Lung (RL) (Tick ONE option)  Left Lung (LL) (Tick ONE option)  

 N; normal pattern (normal lung aeration)  

 B1; multiple well-defined, either regularly 

spaced 7-mm apart or irregularly spaced, B lines 

(moderate loss of lung aeration)  

 B2; multiple coalescB lines (severe loss of lung 

aeration) 

 O; other_______________ 

 N; normal pattern (normal lung aeration)  

 B1; multiple well-defined, either regularly spaced 

7-mm apart or irregularly spaced, B lines (moderate 

loss of lung aeration)  

 B2; multiple coalescB lines (severe loss of lung 

aeration) 

 O; other________________ 

 

3.13.6. Other medical imaging technique for pneumonia diagnosis    Yes   Not done   

            If yes, Specify: _____________________________  Date/Time: __ __ __  /   ___ : ___ 

 

Other_______________ Findings 

Right Lung (RL)  Left Lung (LL) 

Describe findings 

 

 

 

Describe findings 

+ You may print more pages if needed for imaging tests from Appendix  
3.14. Respiratory Diagnostic Sampling   (Complete information for Days 1 and 2) 

3.14.1. Respiratory sample 1 (RS1)     No      Yes;  

If yes, complete below    Date/time of sampling RS1: ___ ___ ____ /___ : ___     

3.14.1.a. Type of Respiratory Sample 1 (RS1):  Tick the type of RS1 (one option) 

 Sputum  Tracheal aspirate 

 Bronchoscopic Bronchoalveolar lavage  (BAL) 

 Bronchoscopic Protected Specimen Brush (PSB) 
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 Protected Telescoping Catheter (PTC) 

 Non-Bronchoscopic (Blind) Bronchoalveolar Lavage (Blind-BAL)   

 Non-Bronchoscopic (Blind) Protected Specimen Brush (Blind-PSB) 

 Pleural Fluid  Lung tissue  Other _____ 
  

3.14.1.b. Rapid test(s) of the RS1:     No     Yes; If yes, complete below  

Gram stain RS1  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

Other stain RS1  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

MALDI-TOF RS1  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

PCR RS1  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

Other rapid test RS1  No Yes; If yes,   Result:    Negative    Positive ______________ 
                                                                    Time from sampling to result availability: ___ (hours) 

  
3.14.1.c. Cultures of Respiratory Sample 1 (RS1):   No  Yes    
    If Yes,   Quantitative    Semi-quantitative   Qualitative       

      Date/time of sampling RS1: ___ ___ ____ /___ : ___       
      Result of RS1 Cultures:  

Negative    If negative, Date/time clinicians notified: ___ ___ ____ /___ : ___     
Positive      If positive, Time from sampling to sensitivity result availability: ___ (days) 

Time from sampling to identification of microorganism: ___ (days) 
RS1 Microorganism 1 ______________________ 

If semiquantitative culture, tick one: 
 +1(rare growth)           +2(light growth)   +3(moderate growth)   +4(heavy growth) 

If quantitative culture, complete: > ____CFU/ml 
Did the lab provide Antibiogram of Microorganism 1?   No  Yes; If yes, complete antibiogram (App. 2)    

RS1 Microorganism 2 ______________________ 

If semiquantitative culture, tick one: 
 +1(rare growth)           +2(light growth)   +3(moderate growth)   +4(heavy growth) 

If quantitative culture, complete: > ____CFU/ml 
Did the lab provide Antibiogram of Microorganism 2?  No  Yes; If yes, complete antibiogram (App. 2)      

RS1 Microorganism 3______________________ 

If semiquantitative culture, tick one: 
 +1(rare growth)           +2(light growth)   +3(moderate growth)   +4(heavy growth) 

If quantitative culture, complete: > ____CFU/ml 
Did the lab provide Antibiogram of Microorganism 3?  No  Yes; If yes, complete antibiogram (App. 2)     

RS1 Microorganism 4 or > 4: include information as above   

 

3.15.1. Respiratory sample 2 (RS2)     No      Yes;  
If yes, complete below    Date/time of sampling RS2: ___ ___ ____ /___ : ___     
3.15.1.a. Type of Respiratory Sample 2 (RS2):  Tick the type of RS2 (one option) 

 Sputum  Tracheal aspirate 

 Bronchoscopic Bronchoalveolar lavage  (BAL) 

 Bronchoscopic Protected Specimen Brush (PSB) 

 Protected Telescoping Catheter (PTC) 

 Non-Bronchoscopic (Blind) Bronchoalveolar Lavage (Blind-BAL)   



 

59 
Patient ID: ______#______ 

 Non-Bronchoscopic (Blind) Protected Specimen Brush (Blind-PSB) 

 Pleural Fluid  Lung tissue  Other _____ 

3.15.1.b. Rapid test(s) of the RS2:     No     Yes; If yes, complete below  

Gram stain RS2  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

Other stain RS2  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

MALDI-TOF RS2  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

PCR RS2  No Yes; If yes,   Result:    Negative    Positive ________________ 
                                                                    Time from sampling to result availability: ___ (hours) 

Other rapid test RS2  No Yes; If yes,   Result:    Negative    Positive ______________ 
                                                                    Time from sampling to result availability: ___ (hours) 

  
3.15.1.c. Cultures of Respiratory Sample 2 (RS2):   No  Yes    
    If Yes,   Quantitative    Semi-quantitative   Qualitative       

      Date/time of sampling RS2: ___ ___ ____ /___ : ___       
      Result of RS2 Cultures:  

Negative    If negative, Date/time clinicians notified: ___ ___ ____ /___ : ___     
Positive      If positive, Time from sampling to sensitivity result availability: ___ (days) 

Time from sampling to identification of microorganism: ___ (days) 
RS2 Microorganism 1 ______________________ 

If semiquantitative culture, tick one: 
 +1(rare growth)           +2(light growth)   +3(moderate growth)   +4(heavy growth) 

If quantitative culture, complete: > ____CFU/ml 
Did the lab provi de Antibiogram of Microorganism 1?  No  Yes; If yes, complete antibiogram (App. 2)    

RS2 Microorganism 2 ______________________ 

If semiquantitative culture, tick one: 
 +1(rare growth)           +2(light growth)   +3(moderate growth)   +4(heavy growth) 

If quantitative culture, complete: > ____CFU/ml 
Did the lab provide Antibiogram of Microorganism 2?  No  Yes; If yes, complete antibiogram (App. 2)      

RS2 Microorganism 3______________________ 

If semiquantitative culture, tick one: 
 +1(rare growth)           +2(light growth)   +3(moderate growth)   +4(heavy growth) 

If quantitative culture, complete: > ____CFU/ml 
Did the lab provide Antibiogram of Microorganism 3?  No  Yes; If yes, complete antibiogram (App. 2)     

RS2 Microorganism 4 or > 4: includ e information as above   

 (To be repeated as needed if more respiratory samples at the day 1 and 2; Print page(s) of Appendix 3)  

 
3.16. Blood Samples for Cultures & Rapid tests (Complete information for Days 1 and 2) 
Time from pneumonia onset to 1st diagnostic sampling ______ (hours) Type of sample:__________ 
Time from pneumonia onset to 2nd diagnostic sampling ______ (hours) Type of sample:__________ 
 

3.16.1. Blood sample 1 (BS1) for rapid tests and culture:  No   Yes; If yes, complete below
 Date/time of sampling BS1: ___ ___ ____ /___ : ___     
    3.16.1.a Rapid test(s) of the BS1:    No      Yes; If yes, complete below    

Gram stain BS1  No   Yes; If Yes,  Result:   Negative   Positive  __________________ 
                                                        Time from sampling to result availability: ___ (hours) 

CARBA-NP  BS1  No   Yes; If Yes, Result:   Negative    Positive  _________________ 
                                  No organisms   identified          Time from sampling to result availability: ___ (hours) 
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MALDI-TOF BS1   No  Yes; If Yes, Result:   Negative    Positive  _________________ 
                                   Time from sampling to result availability: ___ (hours) 

PCR BS1   No  Yes; If Yes, Result:   Negative    Positive  _________________ 
                                   Time from sampling to result availability: ___ (hours) 

Beta-Lacta test BS1   No  Yes; If Yes, Result:   Negative    Positive  _________________ 
                                   Time from sampling to result availability: ___ (hours) 

Other test___________BS1   No  Yes; If Yes, Result:   Negative    Positive  ______________ 
                                   Time from sampling to result availability: ___ (hours) 

       
3.16.1.b. Cultures of Blood Sample 1 (BCS1):  No     Yes, Date/time ___ ___ ____ /___ : ___   
Type : Quantitative    Semi-quantitative   Qualitative         

     Result of RCS1 Cultures: Negative   If negative, Time from sampling to result availability: ___ (days) 
Positive    If positive, Time from sampling to sensitivity result availability: ___ (days) 

    Time from sampling to identification of microorganism: ___ (days) 

BCS1 Microorganism 1 ______________________ 

Did the lab provide Antibiogram of Microorganism 1?  No  Yes; If yes, complete antibiogram (Appendix 2)    

BCS1 Microorganism 2 ______________________ 

Did the lab provide Antibiogram of Microorganism 2?  No  Yes; If yes, complete antibiogram (Appendix 2)      

BCS1 Microorganism 3______________________ 
Did the lab provide Antibiogram of Microorganism 3?  No  Yes; If yes, complete antibiogram (Appendix 2)     

BCS1 Microorganism 4______________________ 
Did the lab provide Antibiogram of Microorganism 4?  No  Yes; If yes, complete antibiogram (Appendix 2)     

BCS1 Microorganism 4 or > 4: include information as above   

# # # # 

3.16.2. Blood sample 2 (BS1) for rapid tests and culture: No   Yes; If yes, complete below    
Date/time of sampling BS1: ___ ___ ____ /___ : ___     

    3.16.2.a Rapid test(s) of the BS1:    No      Yes; If yes, complete below    

Gram stain BS2  No   Yes; If Yes,  Result:   Negative   Positive  __________________ 
                                                        Time from sampling to result availability: ___ (hours) 

CARBA-NP  BS2  No   Yes; If Yes, Result:   Negative    Positive  _________________ 

                                  No organisms   identified          Time from sampling to result availability: ___ (hours) 

MALDI-TOF BS2   No  Yes; If Yes, Result:   Negative    Positive  _________________ 
                                   Time from sampling to result availability: ___ (hours) 

PCR BS2   No  Yes; If Yes, Result:   Negative    Positive  _________________ 
                                   Time from sampling to result availability: ___ (hours) 

Beta-Lacta test BS2  No  Yes; If Yes, Result:   Negative    Positive  _________________ 
                                   Time from sampling to result availability: ___ (hours) 

Other test____________BS1   No  Yes; If Yes, Result:   Negative    Positive  _______________ 
                                   Time from sampling to result availability: ___ (hours) 

        
3.16.2.b. Cultures of Blood Sample 1 (BCS2):  No     Yes, Date/time ___ ___ ____ /___ : ___   
Type : Quantitative    Semi-quantitative   Qualitative         

     Result of RCS2 Cultures: Negative   If negative, Time from sampling to result availability: ___ (days) 
Positive    If positive, Time from sampling to sensitivity result availability: ___ (days) 

    Time from sampling to identification of microorganism: ___ (days) 

BCS2 Microorganism 1 ______________________ 

Did the lab provide Antibiogram of Microorganism 1?  No  Yes; If yes, complete antibiogram (Appendix 2)    

BCS2 Microorganism 2 ______________________ 

Did the lab provide Antibiogram of Microorganism 2?  No  Yes; If yes, complete antibiogram (Appendix 2)      

BCS2 Microorganism 3______________________ 
Did the lab provide Antibiogram of Microorganism 3?  No  Yes; If yes, complete antibiogram (Appendix 2)     

BCS2 Microorganism 4______________________ 

Did the lab provide Antibiogram of Microorganism 4?  No  Yes; If yes, complete antibiogram (Appendix 2)     
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BCS2 Microorganism 4 or > 4: include information as above   

 (To be repeated as needed if more blood samples drawn in day 1 & day 2- Print page of Appendix 3)  
 
 

3.17. Other Diagnostic Sampling  
 

 3.17.1 Urine Samples for Antigens    No   Yes; If yes, 

Urine for Legionella antigen (Ag) Sample 1 (UrAg-Leg 1)   No   Yes; if yes,  

 Date/time of sampling: ___ ___ ____ /___: ___    Result    Negative      Positive ________________ 
 Time from sampling to result availability: ___ (hours) 

Urine for Streptococcus pneumoniae Ag) Sample 1 (UrAg-Pneu 1)   No   Yes; if yes,  

 Date/time of sampling: ___ ___ ____ /___: ___    Result    Negative      Positive ________________ 
               Time from sampling to result availability: ___ (hours) 

(Repeat as needed- Print page from Appendix 3) 

 

3.17.2 Diagnostic tests for viruses  No  Yes; If yes 

Test for viruses 1 (TV1) tick one :  Serology  Antigen  PCR  Other____________ 
Specify virus(es):  1.________________________ 2.________________________ 3. ________________________ 
4.________________________ 5. ________________________ 6.________________________  
Date/time of sampling : ___ ___ ____ /___ : ___   Result    Negative      Positive 
____________________ 
 

Test for viruses 2 (TV2) tick one:  Serology  Antigen  PCR  Other____________ 
Specify virus(es):  1.________________________ 2.________________________ 3. ________________________ 
4.________________________ 5. ________________________ 6.________________________  
Date/time of sampling : ___ ___ ____ /___ : ___   Result    Negative      Positive 
____________________ 
 

(Repeat as needed- Print page of Appendix 3) 
 

 3.17.3. Sampling for Other diagnostic test (relevant to pneumonia)   No   Yes ; if yes 

 Type of test:________________________________ Date/time of sampling : ___ ___ ____ /___ : ___    
Result    Negative      Positive ____________________ 

Type of test:________________________________ Date/time of sampling : ___ ___ ____ /___ : ___    
Result    Negative      Positive ____________________ 

(Repeat as needed- Print page of Appendix 3) 
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SECTION 4– FOLLOW UP DATA (NOTE: Days of follow up are calendar days: 00:00 -24:00) 

-IMPORTANT NOTE: 14 -DAY FOLLOW UP STOPS AT PATIENT DISCHARGE FROM THE ICU  IF OCCURS BEFORE DAY-14.  
-IMPORTANT NOTE: For laboratory and imaging data, complete only for the days that these data are available based on the routine clinical practice of your ICU (enter 
ND [not done] when not available). NO EXTR A LABORATORY &IMAGINGS  TESTS ARE ASKED TO BE DONE SPECIFICALLY FOR THE STUDY.  
-For YES enter in the box Y, for NO enter N; For replies from lists, enter in the box the corresponding number of the reply 
-For laboratory and imaging data, complete only for the days that they are available based on the routine clinical practice of your ICU (enter ND [not done] when not 
available)  
 

 4.1. Respiratory Follow Up Day 1 to 14 (also, Day Prior Pneumonia Onset & Pneumonia Onset) 

Respiratory Follow up *Day 

Prior 

Pneu 

Onset 

Pneu 

Onset 

[…] D-1 Day1 D2 D3 D4 D5 D6 D7 D8 D9 D10 D11 D12 D13 D14 

MV- non invasive (Non-IMV) (YES/NO)                   

MV-invasive (IMV) (YES/NO) 

If YES, MV mode (choose from the list1) 

                  

For patients not on MV, on supplemental 

oxygen? (YES/NO) 

If YES, supplemental oxygen delivered by 

(choose from the list2) 

                  

Tracheostomy (YES/NO)                   

Sedated (YES/NO)                   

Respiratory rate-Lowest (breaths/minute)                   

Respiratory rate-Highest                    

Paralyzed (YES/NO)                   

If Yes MV, PEEP –Lowest cm H20                    

If Yes MV, PEEP –Highest cm H20                    

Arterial Blood Gases (ABGs)                    
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1
List Invasive MV modes (via endotracheal tube or tracheostomy): Assist Control Ventilation (ACV); Synchronized Intermittent Mechanical Ventilation (SIMV) 

Pressure Support Ventilation (PSV); SIMV+PSV; Pressure Control Ventilation (PCV); Assisted Pressure Release Ventilation (APRV) Neurally adjusted Ventilatory Assistance 

(NAVA) Proportional Assist Ventilation (PAV); Other  (O) ; 
2
List of Supplemental oxygen types: (1)No supplemental oxygen; (2) Nasal cannula; (3) Simple mask; (3) Venturi mask; 

(4) Non-rebreather mask; (5) Humidified High Flow Oxygen Nasal Cannula; (6) Tracheostomy mask, (7) Other___________ ;
3
provide the values of PaO2 & FiO2, not only the ratio 

* Day prior to Pneumonia Onset Respiratory SOFA, PaO 2/FiO 2: Tick one 
                >400    <400 & >300  <300 & >200   <200 with respiratory support  <100 with respiratory support 

 
 
 

(YES/NO) 

3If ABGs Yes, PaO2/FiO2 –Lowest  

circle the unit for PaO 2:  mmHg  /  kPa 

                  

3If ABGs Yes, PaO2/FiO2 –Highest (if on 

MV) 

 circle the unit for PaO 2: mmHg  /  kPa 

                  

If ABGs Yes, PaCO2   (worst value if >1) 

 circle the unit for PaCO 2: mmHg  /  kPa 

                  

 If ABGs Yes, PH (worst value if >1 available)                   

If ABGs No, Oxygen Saturation-Lowest (%)                   

If ABGs No, Oxygen Saturation-Highest (%)                   

Respiratory Secretions 

a. NO secretions (N)/ YES, Non-purulent 

(NP)/ YES, Purulent (P) 

If NP or P:  

b. Small amount (S)/Moderate amount 

(M)/Abundant (A) 

c. In comparison to previous day:  

 No change (NC) / 

Increasing (I) / Decreasing (D) 

                  

ARDS  (YES/NO/Not known)                    
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4.2. Clinical, Severity & Laboratory Follow Up Day 1 to 14 (also, day Prior Pneumonia Onset & Pneumonia Onset) 

Clinical, Severity & Laboratory 

Follow up 

Day 

Prior 

Pneu 

Onset 

Pneu 

Onset 

[…] D-1 Day1 D2 D3 D4 D5 D6 D7 D8 D9 D10 D11 D12 D13 D14 

Glasgow Coma Scale – Enter the score 

Effective if not sedated, Estimated if 

sedated 

                  

To –Lowest circle the unit: oC   /   oF                   

To –Highest                   

Target Temperature Management applied  

(YES/NO) 

                  

SAP –Lowest (mmHg)                   

Cardiovascular SOFA Choose from the list1                   

Renal SOFA – Creatinine  Choose from list2                   

Fluid Balance (24 hour) (ml) 

Positive (P)- Negative (N); Eg. P 300 

                  

Liver SOFA - Choose from the list3                   

Albumin  circle the unit:  g/dL       g/L                   

Glucose – Highest  

 circle the unit: mg/dL          mmol/L 

                  

Coagulation - Platelets x 103 per mm3 (ɛL)  

(worst value if >1 available) 

                  

WBC per mm3 (ɛL) (worst value if >1 

available) 

                  

Bands > 500 per mm3 (ɛL) (YES/NO/Not                   
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Note: µL=mm3=109/L 

 
1List_ SOFA-Cardiovascular:  Mean arterial Pressure (MAP), mmHg (*vasopressors status for > 1 hour) 

(0) No hypotension; (1) Mean arterial pressure <70 mmHg or systolic arterial pressure <90 mmHg; (2) Dopamine ≤5 mcg/kg/min or dobutamine (any dose); (3) Dopamine >5 mcg/kg/min or adrenaline; 

(epinephrine) at ≤0.1 mcg/kg/min or noradrenaline (norepinephrine) at ≤0.1 mcg/kg/min; (4) Dopamine >15 mcg/kg/min or (nor)adrenaline at >0.1 mcg/kg/min  
2List_SOFA Renal: Serum creatinine, mg/dL (in parenthesis in micromol/L) Mark ND if Not Done, If available, mark according to the following list: 

  (1) <1.2 (<110);  (2) 1.2-1.9 (110-170); (2) 2.0-3.4 (171-299 ; (3) 3.5-4.9 (300-440) or urine output <500 ml/24 hours; (4) >5 (>440) or dialysis or urine output <200 ml/24 hours  
2List_ SOFA Liver: Serum bilirubin, mg/dL (in parenthesis in micromol/L [micromol=µmol]). Mark ND if Not Done, If available, mark according to the following list: 

 (0) <1.2 (<19); (1) 1.2 – 1.9 (20 – 32); (2) 2.0 – 5.9 (33 – 101); (3) 6.0 – 11.9 (102 – 204); (4) ≥12.0 (>204)  

 

 

 
 
 
 
 
 
 

done) 

BIOMARKERS                    

ESR (mm)                   

CRP (mg/L)  

Normal reference range of your lab: <___ mg/L 

                  

PCT (ng/L)                   

Lactate (mmol/L)                   

SEVERITY OF INFECTION 

No Infection (NoIF) 

Uncomplicated Infection (IF) 

Sepsis (S) 

Septic Shock (SS) 
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  4.3. Medical Imaging Follow Up 

Medical Imaging Follow up D2 D3 D4 D5 D6 D7 D8 D9 D10 D11 D12 D13 D14 

Chest- X ray 

Yes (Y)/Not done (ND) 

If Yes, answer a-c: 

             

b. Weinberg radiologic score: 

Total:_____ 

RU/RL 

LU/LL 

             

                          

                          

Chest-CT  

Yes (Y)/Not done (ND) 

             

If Yes, compared to the previous CT: 

Right Lung: (NC); (I); (W); (NA) 

Left Lung: (NC); (I); (W); (NA) 

             

             

Lung Ultrasound (LUS) 

Yes (Y)/Not done (ND)/LUS not utilised (NUT) 

             

If Yes LUS,  

Right Lung: (N1), (B1), (B2), (O) 

Left Lung: (N1), (B1), (B2), (O) 

             

             

If Yes, compared to the previous LUS: 

Right Lung: (NC); (I); (W); (NA) 

Left Lung: (NC); (I); (W); (NA) 

             

 (NC): no change, (I): improved,  (W): worse; (NA): not applicable (no previous CT to compare) 

 For LUS: (N): normal lung aeration;  (B1): moderate loss of lung aeration; (B2): severe loss of lung aeration; (O): other 

 
 

Section 4.4. Diagnostic Sampling Follow up (Day 1= Day of ICU admission)  
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For Days 1 & 2 only tick if sampling was taken; detailed information are to be completed at Pneumonia Onset Section  

For ‘Other’ Diagnostic Sampling, complete only  information for sampling relevant  to pneumonia 

NOTE: For each 
positive ‘Result’, 
please complete 
the pathogen(s) 
and if the isolated 
pathogen(s) is 
MDR, e.g. MRSA 
or ESBL or KPC 
(or other 
MDR/PD). Also, 
please print the 
respective page 
from the appendix 
and complete the 
relevant 
information 
(including the 
date of sampling).  

Diagnostic Sampling Follow 

up  

Day1 D2 D3 D4 D5 D6 D7 D8 D9 D10 D11 D12 D13 D14 

Sampling (YES/Not Done-ND); If Yes, 

complete all that apply for each day  

              

Respiratory sample 1  

(YES RS1/NO RS1) 

Type 

Result 

              

Respiratory sample 1  

(YES RS1/NO RS1) 

Type 

Result 

              

Blood Samples for Cultures and/or 

rapid tests 

(YES BC/NO BC); If Yes, number of BC 

Result 

 

              

Other sampling 1 (YES/NO) 

Type 

Result 
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Section 5. Anti-infective management   
 
Weight at pneumonia onset*  _____ Tick unit Kgs       pounds (lbs)   
  Measured   Estimated 
(* If unavailable, complete weight at ICU admission) 
Height (cm):  ________  Measured   Estimated   
Body mass index (BMI): ________________________ 
 
5.1 During the current hospital admission, did the patient receive anti-infective drugs any time prior to 
pneumonia onset?  

   Yes    No 

 NOTE:  Please, if available  complete initiation and discontinuation date (if applicable) for all prior antibiotics  

 

 

 

 
 
 
 

 Ampicillin or ampicillin/sulbactam 

Initiation date: __ __ __  Stop date: __ __ __   

 Amoxycillin or amoxicillin/clavulanate 

Initiation date: __ __ __  Stop date: __ __ __   

 Antistaphylococcal penicillin 

Initiation date: __ __ __  Stop date: __ __ __   

 Antipseudomonal penicillin 

Initiation date: __ __ __  Stop date: __ __ __   

 Aztreonam 

Initiation date: __ __ __  Stop date: __ __ __   

 Cephalosporins  1st or 2nd generation 

Initiation date: __ __ __  Stop date: __ __ __   

 Cephalosporins 3rd or 4th generation 

Initiation date: __ __ __  Stop date: __ __ __   

 Carbapenem 

Initiation date: __ __ __  Stop date: __ __ __   

 Aminoglycoside 

Initiation date: __ __ __  Stop date: __ __ __   

 Vancomycin 

Initiation date: __ __ __  Stop date: __ __ __   

 Linezolid 

Initiation date: __ __ __  Stop date: __ __ __   

 Colistin 

Initiation date: __ __ __  Stop date: __ __ __   

 Fluoroquinolone 

Initiation date: __ __ __  Stop date: __ __ __   

 

 Tigecyclin 

Initiation date: __ __ __  Stop date: __ __ __   

 Daptomycin 

Initiation date: __ __ __  Stop date: __ __ __   

 Fosfomycin 

Initiation date: __ __ __  Stop date: __ __ __   

 Metronidazole 

Initiation date: __ __ __  Stop date: __ __ __   

 Clindamycin 

Initiation date: __ __ __  Stop date: __ __ __   

 Macrolides 

Initiation date: __ __ __  Stop date: __ __ __ 

 Other: _______________ 

Initiation date: __ __ __  Stop date: __ __ __   

   

 Anti-fungals: _______________ 

Initiation date: __ __ __  Stop date: __ __ __   

 Other: _______________ 

Initiation date: __ __ __  Stop date: __ __ __  

  

 Anti-virals: _______________ 

Initiation date: __ __ __  Stop date: __ __ __   

 Other: _______________ 

Initiation date: __ __ __  Stop date: __ __ __   
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5.2 Administration of anti-infective drug 
 For pneumonia with onset in the ICU:  
-Enter all antibiotics from 48 hours prior to pneumonia onset to the day 28 or ICU discharge or death 
(whatever occurs first)  
-For ‘Route’, ‘Type of therapy’ and ‘Reason to stop’, enter the corresponding numbers as they appear in the 
‘Menus’ of footnote; If during the time of antibiotic administration the dose changed, enter the dose that 
was prescribed the day of the antibiotic initiation  
 

Drug name 
(generic) 

Dose / day  
Loading  
 
Maintenance 
(total in gr) 

Route  
(see 

menu) 

Date and 
time of the 
first dose 

 

Date of the 
last dose 
while in ICU 
 

Type of 
therapy  

(see 
menu) 

Reason for 
stop 

(see menu) 

Example 1: 
ceftazidime 

Loading: No 
Maintenance: 
2 g X 3 
(every 8 
hours) 
Enter: 6g 

3 01/03/2009 
13 :00 

03/03/2009 2 1 

Example 2: 
vancomycin 

Loading: Yes 
1.5 g 
Maintenance:  
1gr X 2 
Enter: 2g 

1 03/03/2009 
14 :00 

10/03/2009 
 

3 3 

1. Loading: 
No  
Yes  __g 
Maintenance: 
_________g 

  
___ ___ ____  

 
___ : ___                               

 
___ ___ ____  

 

  

2. Loading: 
No  
Yes  __g 
Maintenance: 
_________g 

  
___ ___ ____  

 
___ : ___                               

 
___ ___ ____  

 

  

3. Loading: 
No  
Yes  __g 
Maintenance: 
_________g 

  
___ ___ ____  

 
___ : ___                               

 
___ ___ ____  

 

  

4. Loading: 
No  
Yes  __g 
Maintenance: 
_________g 

  
___ ___ ____  

 
___ : ___                               

 
___ ___ ____  

 

  

5. Loading: 
No  
Yes  __g 
Maintenance: 
_________g 

  
___ ___ ____  

 
___ : ___                               

 
___ ___ ____  

 

  

6. Loading: 
No  
Yes  __g 
Maintenance: 
_________g 

 ___ ___ ____  
 

___ : ___                               

___ ___ ____  

 
  

7. Loading:  ___ ___ ____  ___ ___ ____    
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No  
 
Yes  __g 
Maintenance: 
_________g 

 
___ : ___                               

 

8. Loading: 
No  
Yes  __g 
Maintenance: 
_________g 

 ___ ___ ____  
 

___ : ___                               

___ ___ ____  

 
  

9.       

10.       

11.       

12.       

13.       

14.       

15.       

16.       

+Add rows as 
needed 

      

  
Menu ‘Route’:  
(1) intravenous – intermittent;  
(2) intravenous – continuous infusion; 
(3) intravenous –extended infusion; 
(4) oral;  
(5) intratracheal (nebulized);  
(6) intramuscular;  
(7) other______________ 

 
Menu ‘Type of therapy’:   
(1) Empirical therapy for pneumonia without knowledge of previous colonization;  
(2) Empirical therapy for pneumonia based on previous patient’s colonization;  
(3) Targeted therapy for pneumonia based on the microbiological results  
(4) Prophylactic therapy started prior to suspicion of pneumonia 
(5) Empirical therapy for other suspected infection (focus other than lungs)  
(6) Targeted therapy for other suspected infection (focus other than lungs) 

 
Menu ‘Reason for stopping the antibiotic’+: 
(1) Inappropriate therapy: initial culture results demonstrating pathogen not covered by the drug 
(2) Inappropriate therapy: follow up culture results demonstrating pathogen not covered by the drug (same pathogen isolated, 
but acquired resistance to the drug or new pathogen isolated not covered by the drug)  
(3) De-escalation: decrease of number of antibiotics, based on culture results 
(4) De-escalation: change to antibiotic with narrower spectrum based on culture results 

  (5) Clinical failure although adequate drug 
  (6) Clinical failure – no information available regarding adequacy of drug 
  (7) Cure  
  (8) Side effects 
  (9) Unavailability 
  (11) Change route of administration (change to same or different drug) 
  (12) Not applicable: patient discharged with ongoing anti-infective 
  (13) Not applicable: patient death in ICU with ongoing anti-infective 
  (14) Not applicable: Day 28 with ongoing anti-infectives 
  (15) Other_________________ 
[+ NOTE: there is no option (10)]
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5.3.a Empirical Antimicrobial therapy at pneumonia onset-Summary: 
 Empirical monotherapy ______________ 
 Empirical combination* therapy  

               If combination therapy ticked  
   Combination of > 2 antibiotics  Yes  No 

*Note: combination with nebulised not to be marked as combination 
___________ +____________ +_____________ +…….add as needed 

 Date/Time of initiation of the empirical therapy: ___ ___ ____ /___ : ___                               
Time from onset (suspicion) of pneumonia and empirical treatment initiation (first a ntibiotic)   
_____  (hours) 

5.3.b Antibiotic treatment for pneumonia was stopped prior to ICU discharge: 

  Yes        If Yes, complete the following below 

Date that antibiotic treatment for (the current episode) pneumonia was stopped:   

(day/month/year): ___ ___ ____  

Decision to stop therapy for pneumonia was based on  
(tick all that apply) 

 
 Clinical improvement (pneumonia cured) 

 Microbiological clearance (cultures negative) 

 Procalcitonin substantially decreased  

 Anticipated treatment time reached (e.g. 7 days, 14 

days etc) 

 C-reactive protein substantially decreased 

 White blood cell count substantially decreased 

 Decision based on CPIS score 
 Other _______________________ 

 

No   If No, specify reason 
 The patient died in the ICU with ongoing antibiotic treatment for pneumonia  

 The patient was discharged from the ICU with ongoing antibiotic treatment for pneumonia 

 
 
 
 
Section 6. Assessment of Pneumonia Resolution  

(up to D28 or ICU discharge or death if prior to D28) 

 
 Day 3 Day 5 Day 7 Day 10 Day 14 Day 21 Day 28 
Resolved                      
Resolving                      
Non-impr oving                      
Worsening                      
Relapse                      
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Section 7. Day 28 follow up & summary data (D28 or ICU discharge or death if prior to D28) 
Date of follow up: ___ ___ ___ 

7.1. Day 28- Follow up & Summary of Ventilation data  
 

7.1.1 Invasive mechanical ventilation (IMV) 
Was the patient on IMV at pneumonia onset?  Yes  No 

 If ‘No’ selected (the patient was not on IMV at pneumonia onset), did IMV initiate after 
pneumonia onset any time from Day 1 to Day 28 (or ICU discharge or death, whatever occurred 
first)?   No   Yes ; If Yes, Date/Time: ___ ___ ______ /___:___  
     

         Discontinuation of IMV 
    IMV discontinued  - Date/Time of discontinuation: ___ ___ ______ /___:___ 
   Was non-invasive mechanical ventilation (non-IMV) used post-discontinuation of IMV?   Yes  No  
       Not applicable - the patient in the ICU with on ongoing IMV from Day 1 to 28  
       Not applicable - the patient was discharged from ICU prior to D28 with ongoing IMV  
       Not applicable - the patient died in the ICU prior to D28 with ongoing IMV 
  

-Total days of invasive mechanical ventilation from initiation of IMV to D28 (or discharge or death if prior to 
D28):  ________ (days) 
-Total days of invasive mechanical ventilation from D1 to D28 (or discharge or death if prior to D28): 
 ________ (days) 

 

7.1.2. Non invasive mechanical (non-IMV) ventilation 
Was the patient on non-IMV at pneumonia onset?  Yes   No 
 
If ‘No’ selected (the patient was not on IMV at pneumonia onset), did non -IMV initiate after 
pneumonia onset any time from Day 1 to Day 28 (or ICU discharge or death, whatever occurred 
first)?  
  No 
  Yes; If yes, Date/Time of initiation of non-IMV ___ ___ ______ /___:___ 

    Discontinuation of non-IMVprior to D28: 
    Discontinuation of non-IMV, Date/Time: ___ ___ ______ /___:___ 
  Why non-IMV was discontinued? Patient improved  Patient required invasive MV 
        Discontinuation not applicable - the patient on ongoing non-IMV at Day28 

  Discontinuation not applicable - the patient was discharged from ICU prior to D28 with 
ongoing non-IMV  

        Discontinuation not applicable - the patient died prior to D28 with ongoing non-IMV 
 

7.1.3. Tracheostomy 
 Patient had tracheostomy AT hospital admission    Yes   No 

 If YES selected, when tracheostomy was done? 
  Tracheostomy was done within 24 hours before hospital admission 

              Tracheostomy was done more than 24 hours and less than 1 week before hospital admission 
              Tracheostomy was done more than 1 week before hospital admission 
 

If NO selected, was tracheostomy performed any time during current hospital admission up to Day 28 (or 
ICU discharge or ICU death, whatever occurred first)?         
  No  
  Yes, BEFORE onset of Pneumonia, Date/Time: ___ ___ ______ /___:___ 

  YES, AFTER onset of Pneumonia, Date/Time: ___ ___ ______ /___:___ 
 Date of tracheostomy closure any time up to Day 28 (or ICU discharge or ICU death):  ___ ___ ______  

7.2. Day 28- Summary: Initial diagnostic sampling for pneumonia 
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     Type of 1st diagnostic sampling for the episode of pneumonia: ______________ 
     Time from pneumonia onset (pneumonia diagnosis) to 1st diagnostic sampling: _____ (hours) 
 
     Type of 2nd diagnostic sampling for the episode of pneumonia: ______________ 
     Time from pneumonia onset (pneumonia diagnosis) to 1st diagnostic sampling: _____ (hours) 

 
  
7.3. Day 28- Follow up & Summary: Etiology of pneumonia & Adequacy of treatment 

 
7.3.1. Microbiological confirmation of pneumonia (definitive etiology of pneumonia identified)?  
(including bacteria, fungi, viruses) 
  No  Yes; If Yes, complete the relevant information below:  

    

 Pathogen 1 Pathogen 2 Pathogen 3 Pathogen 4 

Type of pathogen(s)     

Adequate treatment No 
Yes, 1 active anti-

infective administered 
Yes, 2 or more 

active anti-infectives 

No 
Yes, 1 active anti-

infective 
administered 

Yes, 2 or more 
active anti-infectives 

No 
Yes, 1 active anti-

infective 
administered 

Yes, 2 or more 
active anti-infectives 

No 
Yes, 1 active anti-

infective administered 
Yes, 2 or more active 

anti-infectives 

Time from pneumonia 
onset to adequate  
Treatment (hours) 

1st anti-infective:….. 
 
2nd  anti-infective:….. 

1st anti-infective:….. 
 
2nd  anti-infective:….. 

1st anti-infective:….. 
 
2nd  anti-infective:….. 

1st anti-infective:….. 
 
2nd  anti-infective:….. 

Colonisation PRIOR 
to pneumonia episode 

Yes No 
Not known 

Yes No 
Not known 

Yes No 
Not known 

Yes No 
Not known 

Colonisation AFTER 
the pneumonia episode 

Yes No 
Not known 
Not applicable  

(pneumonia not resolved) 

Yes No 
Not known 
Not applicable  

(pneumonia not resolved) 

Yes No 
Not known 
Not applicable  

(pneumonia not resolved) 

Yes No 
Not known 
Not applicable  

(pneumonia not resolved) 

Mechanism of 
resistance* 

 
………… 

 
………… 

 
………… 

 
………… 

 
*Complete the number that corresponds to ‘Mechanism of resistance of pathogen’:  
(1)Extended spectrum beta lactamases (ESBL) production; (2)Class C cephalosporinases (AmpC) production; 
(3)Carbapenemases (KPC) production;(4)Metallo-beta-lactamases (MBL) production;(5)Not known;(6)Not applicable 

 
 
7.3.2. Was the episode of pneumonia bacteraemic?  
  No   Not known/Not applicable (no blood cultures drawn) 

 Yes; If Yes, specify the isolated pathogen(s):_____________________________________________ 
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7.4. Day 28- Follow up Recurrence(relapse)/superinfection of pneumonia 
 

New episode of pneumonia (recurrence (relapse)/superinfection) prior to D28  
No  Yes, if Yes,  Date of onset (diagnosis): (day/month/year) ___ ___ ______ 

Was the patient on mechanical ventilation at onset of the new episode of pneumonia  
 Yes, on Invasive MV for > 48 hours 
 Yes, on Invasive MV for < 48 hours 
 Yes, on Non-Invasive MV 
 No, patient was not on any type of mechanical ventilation (MV) 

Microbiological confirmation of the new episode of pneumonia  (definitive etiology of pneumonia 
identified?(including bacteria, fungi, viruses)  

 No   Yes; If Yes, complete the relevant information below: 
  

 Pathogen 1 Pathogen 2 Pathogen 3 Pathogen 4 

Type of pathogen(s)     

Adequate treatment No 
Yes, 1 active anti-

infective administered 
Yes, 2 or more 

active anti-infectives 

No 
Yes, 1 active anti-

infective 
administered 

Yes, 2 or more 
active anti-infectives 

No 
Yes, 1 active anti-

infective 
administered 

Yes, 2 or more 
active anti-infectives 

No 
Yes, 1 active anti-

infective administered 
Yes, 2 or more active 

anti-infectives 

Time from pneumonia 
onset to adequate  
Treatment (hours) 

1st anti-infective:….. 
 
2nd  anti-infective:….. 

1st anti-infective:….. 
 
2nd  anti-infective:….. 

1st anti-infective:….. 
 
2nd  anti-infective:….. 

1st anti-infective:….. 
 
2nd  anti-infective:….. 

Colonisation PRIOR 
to pneumonia episode 

Yes No 
Not known 

Yes No 
Not known 

Yes No 
Not known 

Yes No 
Not known 

Colonisation AFTER 
the pneumonia episode 

Yes No 
Not known 
Not applicable  

(pneumonia not resolved) 

Yes No 
Not known 
Not applicable  

(pneumonia not resolved) 

Yes No 
Not known 
Not applicable  

(pneumonia not resolved) 

Yes No 
Not known 
Not applicable  

(pneumonia not resolved) 

Mechanism of 
resistance* 

 
………… 

 
………… 

 
………… 

 
………… 
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7.5. Day 28 - Follow up Other infection 
Other infection during the 28-day follow up: 

 No   Yes;  If Yes, complete below ALL that aply   
                    During the pneumonia episode           Not during the episode of pneumonia 

Specify focus of other infection (tick all that apply):  
 

Focus of Infection Includes time 
concurrent to 
pneumonia?  

*Microorganism(s) 
identified? 

Adequate treatment?  

 Intra-abdominal infection / 
peritonitis 

Yes No Yes No Yes No Not known 

 Bloodstream infection (not 
originating from pneumonia) 

Yes No Yes No Yes No Not known 

 Urinary tract infection / 
pyelonephritis  

Yes No Yes No Yes No Not known 

 Central nervous system infection Yes No Yes No Yes No Not known 

 Surgical site soft tissue infection Yes No Yes No Yes No Not known 

 Osteomyelitis Yes No Yes No Yes No Not known 

 Endocarditis Yes No Yes No Yes No Not known 

 Pseudomembranous colitis Yes No Yes No Yes No Not known 

 Other__________________ Yes No Yes No Yes No Not known 

 
If microorganism (s) identified in any of the above infections, please specify:  
Microorganism(s)_____________________ Focus: _____________________ 
Microorganism(s)_____________________ Focus: _____________________ 
Microorganism(s)_____________________ Focus: _____________________ 
 (Note: if S.aureus, specify if MRSA; if Gram-negative bacilli, specify if ESBL/KPC/etc;) 
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7.6. Day 28- Follow up & Summary:  Organ Support, Interventions, Other   
 

Inotropic/vasopressor support 
     -During the episode of pneumonia   Yes  No 
     -After the episode of pneumonia       Yes  No 
 

Renal replacement therapy 
     -During the episode of pneumonia   Yes  No 
     -After the episode of pneumonia       Yes  No 
   If YES in any of the above, specify ‘Reason’:  
   For acute kidney injury                For removal of inflammatory cytokines/endotoxins  
   For chronic kidney failure 
 

Extracorporeal membrane oxygenation (ECMO) 
     -During the episode of pneumonia   Yes  No 
     -After the episode of pneumonia       Yes  No 
 

Source control: 
 Not required                                                       
 Required for pneumonia(e.g. in case of empyema or lung abscess), BUT NOT done          
 Required for pneumonia(e.g. in case of empyema or lung abscess), BUT NOT done          
 Required for other infection, BUT NOT done  Yes, required for other infection AND done 

 

Operation:   
 No  Yes, If Yes: Planned   Urgent   (day/month/year): ___ ___ ____ 

 

Use of adjunctive therapy for sepsis: Did the patient receive any type of adjunctive therapy for sepsis?   
 No 
 Yes, for sepsis related to pneumonia episode     
 Yes, for sepsis not related to pneumonia episode 

  If YES in any of the above, specify:  Immunoglobulins     Hydrocortisone (200-300 mg/day 
                                                    Statins   Other: _____________________________ 
 

Use of parental nutrition: Did the patient use parental nutrition?    
-During the episode of pneumonia   Yes  No 
-After the episode of pneumonia       Yes  No  
 

Complication/adverse events during episode of pneumonia: (select all that apply) 
 Accidental extubation or Self-extubation                 Gastrointestinal bleeding 
 Acute mesenteric ischemia                                        Intestinal pseudo-obstruction 
 Acute myocardial infarct                                           Pneumothorax 
 Atelectasis                                                                    Peripheral thrombosis 
 Pulmonary embolism                                                 Cardiac arrest  
  Cardioversion                                                             Venous puncture accident 
 Emergency ETT change                                              Pressure ulcers (Bedsores) 
 Failure of planned extubation and emergency reintubation 
 Other______________  

 

 

 
 
Section 8. Vital Status at Day 28   (Day 28 after pneumonia onset for ICU onset pneumonia)  
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-If selected (above) ‘Discharged from the Hospital prior to Day 28’, the following should be completed: 
 (tick one) 

 Discharged home      Discharged to nursing home 
 Discharged to chronic care facility  Discharged to rehabilitation centre 
 Transferred to another hospital-ward  Transferred to another hospital-ICU  
 Other _______________                                 Not known _______________ 

 
-If selected (above) any of the options that the patient was ‘Discharged from the ICU prior to Day 28’, the 
‘Functional status at ICU discharge’ should be completed: 

Functional status at ICU discharge (Tick one) 
  Independent   Partially dependent   Totally dependent 

 
-If selected (above) any of the options that the patient was ‘Deceased prior to Day 28’, the possible 
contribution of pneumonia to death should be completed (according to the attending physicians):  

Contribution of pneumonia to death (Tick one)    
 Death seems directly related to pneumonia  
 Pneumonia has probably contributed to death   
 Death seems not related to pneumonia  
 Not sure about the contribution of pneumonia to death 

 
 
 
 
 

 Deceased -Death occurred in the ICU   
                   Date of death (day/month/year): ___ ___ ____ 
 

Deceased -Death occurred in the Hospital 
                  Date/Time of ICU discharge: ___ ___ ____ /___ : ___                               
                  Date of death (day/month/year):  ___ ___ ____                             
 

 Alive in the ICU   
 
Discharge and readmission to ICU prior to Day 28?  Yes  No 
If Yes,  
ICU discharge prior to D28 (day/month/year):  __ ___ ____ 
ICU readmission prior Day 28): (day/month/year): __ ___ ___ 
 

 Alive in Hospital-Ward    
                  Date/Time of ICU discharge: ___ ___ ____ /___ : ___    
                            

 Alive in Hospital-High dependency (step down) unit 
                  Date/Time of ICU discharge: ___ ___ ____ /___ : ___             
                   

 Alive in Hospital-Rehabilitation Unit 
                Date/Time of ICU discharge: ___ ___ ____ /___ : ___     
                           

 Discharged from the Hospital prior to Day 28 
                Date/Time of ICU discharge: ___ ___ ____ /___ : ___                               
                Date of Hospital discharge:  ___ ___ ____                               
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Section 9. Vital Status at Day 90 (OPTIONAL)  
Please, complete this section if any of the ‘Alive’ option is ticked in Day 28 
(Day 90 after pneumonia onset for ICU pneumonia) 
 

-If selected (above) any of the options that the patient ‘Discharged from the Hospital prior to Day 45’, the 
following should be completed:   

 
Destination after hospital discharge (Tick one) 

 Discharged home     Discharged to a nursing home 
 Discharged to chronic care facility  Discharged to rehabilitation centre 
 Transferred to another hospital-ward  Transferred to another hospital-ICU  
 Other _______________                                Not known _______________ 

 

 
 
-If selected (above) any of the options that the patient was ‘Discharged from the ICU prior to Day 28’, the 
‘Functional status at ICU discharge’ should be completed: 
 

Functional status at ICU discharge (Tick one) 
  Independent  Partially dependent  Totally dependent 

 
 
 
 

 
 
 

 Deceased -Death occurred in the ICU   
                   Date of death (day/month/year): ___ ___ ____ 
                         

Deceased -Death occurred in the Hospital 
                  Date/Time of ICU discharge: ___ ___ ____ /___ : ___                               
                  Date of death(day/month/year): ___ ___ ____                             
 

 Alive in the ICU  
 

 Alive in the Hospital-Ward    
                  Date/Time of ICU discharge: ___ ___ ____ /___ : ___    
                            

 Alive in the Hospital-High dependency (step down) unit 
                  Date/Time of ICU discharge: ___ ___ ____ /___ : ___             
                   

 Alive in Hospital-Rehabilitation Unit 
                Date/Time of ICU discharge: ___ ___ ____ /___ : ___     
                           

 Discharged from the Hospital prior to Day 45 
                Date/Time of ICU discharge: ___ ___ ____ /___ : ___                               
                Date of Hospital discharge:  ___ ___ ____                               


