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Abstract: 

Objective: Decide on the inferential danger of network acquired pneumonia in case of cardiovascular failure, 

according to age of the cases concerned and the harshness of disease.  

Members: 4996 adults through network acquired pneumonia and without a past of cardiovascular disease 

remained provisionally selected and coordinated according to age, gender and treatment setting (inpatient or 

outpatient), by up to six adults having no pneumonia otherwise generalized cardiovascular disease (n=23070).  

Methods: Our current research was conducted at Sir Ganga Ram Hospital, Lahore Pakistan from January 2019 

to December 2019. Risk of medical clinical assertion for the development of cardiovascular letdown or the 

consolidated endpoint of cardiovascular letdown or disappearance until 2019, assessed using multivariate Cox's 

corresponding hazard multivariate reviews.  

Results: Normal limb length was 55 years, 2656 (55.3%) were male, and 65.6% were supervised as outpatients. 

Over the mean period of 9.8 years (interquartile range 7.9-12.7), 13.8% (n=597) of pneumonia patients had a 

contrasted cardiovascular rupture episode and 8.6% (n=1716) of controls (balanced proportion of hazard 2.63, 

96% intermediate certainty 2.45 to 2.82). Pneumonia cases aged 66 years or younger had the smallest direct 

increase (but still the greatest relative risk) in cardiovascular failure, in contrast to controls (5.9% vs. 3.4% ; 

balanced proportion of hazard 3.99, 96% certainty between 1.6 and 3.55), although pneumonia patients at age 

67 years had the largest total increase (but still the least relative hazard) in heart failure (25.9% vs. 19.8%; 

balanced proportion of hazard 1.56, 1.37 to 1.78). The results were reliable for both the interim (3 months) and 

transitional (1 year) periods and depending on whether patients were treated in the clinic or on an outpatient 

basis.  

Conclusion: The current outcomes display that network learnt pneumonia significantly rises danger of 

cardiovascular letdown with age also harshness. This would be measured as a point of detail for post-release 

care plans and defensive procedures, also to assess downstream dyspnea scenes. 
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INTRODUCTION: 

Network acquired pneumonia is the typical illness 

related through significant illness and death, 

regardless of age. Network-Developed Pneumonia 

remains eighth main reason of death in US also 

signifies the direct cost of $10 billion to social 

services and 700,000 emergency clinic admissions 

every year [1]. Though network-acquired 

pneumonia remains regularly measured an intense 

opportunity, long-term dangers are considerable 

(>56% death over six years and almost twice the 

danger of succeeding pneumonia compared to 

controls deprived of pneumonia) [2]. In addition, in 

spite of substantial growth in defining chance and 

settings, the downstream sequelae in pneumonia 

victors had not enhanced suggestively over past 

period. Consideration is gradually fixated on link 

among pneumonia and succeeding cardiovascular 

infections. A few reviews have revealed a clinically 

remarkable transient danger of major cardiovascular 

disease after intense airway contamination, despite 

the fact that longer-term result of pneumonia on 

cardiovascular illness remains fewer convinced [3]. 

Cardiovascular failure is one of the cardiovascular 

disadvantages that is widely believed to remain 

profoundly widespread in cases through network-

learned pneumonia. The system through which 

pneumonia can impact on cardiovascular 

degradation is multidimensional. Intense 

contamination can result in decreased myocardial 

capacity (e.g. septic dizziness), increased oxygen 

utilization, tachycardia and circulatory difficulties, 

all of which can lead to enlarged cardiovascular 

workload and the danger of cardiovascular letdown. 

In general, researches have shown episodes or rates 

of cardiovascular degradation to be as low as 2.6% 

in ambulatory populations with network pneumonia 

and up to 27% in inpatients with pneumonia [4]. The 

main barriers to research have been the failure to 

recognize the new onset and exacerbation of 

cardiovascular depression, the profound choice of 

tests (partners obtained from preliminary limbs, 

patients admitted to the emergency clinic from a 

solitary clinical centres, or older cases only), the 

possible misclassification of cases through network 

acquired pneumonia (conclusion depending on the 

management release code), the small size of the 

examples (<500 members), the short follow-up 

periods (e.g., several months, or opportunities in 

medical clinics only), and the moderately modest 

number of occasions [5]. 

 

METHODOLOGY: 

Cases having pneumonia 

This impending population-founded medical vault 

were widely defined in past distributions. Our 

current research was conducted at Sir Ganga Ram 

Hospital, Lahore Pakistan from January 2019 to 

December 2019. Risk of medical clinical assertion 

for the development of cardiovascular letdown or 

the consolidated endpoint of cardiovascular letdown 

or disappearance until 2019, assessed using 

multivariate Cox's corresponding hazard 

multivariate reviews, which serves the people of 

around two million people, were tested in the 

medical vault. Cases that had tuberculosis or cystic 

fibrosis, remained immunocompromised (e.g., 

essential reciprocity of prednisone >14 mg/day) or 

remained pregnant were not allowed in. Altogether 

cases with pneumonia were required to have 

radiographic affirmation through cure physicians 

and to have at least two cryptograms otherwise 

indications (hack, pleuritic chest torment, squatness 

of breath, temperature >39°C, also pops or bronchial 

breathing sounds). Altogether cases remained cured 

by the clinically approved route for network 

developed pneumonia, which delineated the favored 

care procedures.  

 

Coordinated Controls: We coordinated each 

pneumonia patient with up to six controls for age 

(age groups of several years) and gender. Controls 

had to remain alive at time of beginning of the 

pneumonia(s), introduced to a similar care site 

(same medical clinic for inpatients or same crisis 

division for outpatients) to that of the pneumonia 

patient at approximately same time and year for a 

non-pneumonia-associated finding, and have not 

any past of network pneumonia in preceding year, 

based on ICD-9-CM (universal disease grouping, 

nine updates, clinical change) codes 485-490 or 

ICD-10 (world order of illnesses, tenth correction) 

codes J10-J19. Results The key result of the plot is 

the occurrence of cardiovascular failure, which we 

have characterized as any emergency department 

admission related to cardiovascular failure after the 

onset of underlying pneumonia (or the coordinated 

onset of the checklist) up to March 31, 2012. Clinic 

confirmations with any code indicative of 

cardiovascular failure (i.e., the core codes or any 

optional symptom code) were recognized by means 

of ICD-9-CM428.x and ICD-10-CM I60 codes also 

discovered by connecting cases to extensive, 

authoritative databases of common social insurance 

and a vital measures file.33 The ICD-9-CM428.x 

and ICD-10-CM I60 codes were used to identify the 

underlying cause of the cardiovascular failure.  The 

superiority and legitimacy of databases remain 

regularly checked, both at the common and 

governmental levels, through procedures to identify 

information problems when they are identified.  

 

Measurable review: As we were generally 

intrigued by the new onset of cardiovascular failure 

after release, authors excluded altogether cases 

having predominant cardiovascular letdown 

characterized by an ICD-9-DM or ICD-10-CM code 

for cardiovascular letdown that occurred previously 

or throughout their underlying pneumonia or 

coordinated follow-up visit (at least 3 years 
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previously). In addition, authors have limited our 

accompaniment to only those patients and controls 

undergoing their underlying registration clinic 

confirmation or crisis office visit. We used Kaplan-

Meier curves to define timeliness of clinical 

confirmation related to cardiovascular failure from 

the list of pneumonia cases (or coordinated control 

cases). 

 

RESULTS: 

Of the 6,885 patients in the network who developed 

pneumonia in the accomplice, 318 (5.7%) had a fall 

in the emergency department, 876 (13.8%) 

experienced generalized cardiovascular failure, and 

316 (5.6%) had a cardiovascular failure code during 

their visit related to underlying pneumonia and were 

excluded from our critical investigations. Of the 

5394 patients who stayed, 4988 were effectively 

coordinated through at least one control (n=25,063; 

3679 (74.8%) through six controls). Of 412 

pneumonia cases, 23 (0.5%) could not remain 

connected to the regulatory databases also 387 

(8.2%) did not have appropriate controls (see 

reinforcement figure). In general, those cases were 

comparable in terms of age (P=0.17), were 

somewhat male (61.2% vs. 54.2%, P=0.03) and had 

comparable pneumonia severity (P>0.06). Mean 

trail-up was 10.8 years (interquartile range 7.9-

12.7), with the most extreme follow-up being 13.6 

years. Patients with pneumonia were 55 years of age 

(SD 23), 1762 (36.4%) of whom were over 66 years 

of age, and most were treated as outpatients (64.6%). 

While pneumonia cases and controls remained 

regularly dispersed through gender (P=0.60), 

controls remained to some extent younger (52-56 

years, P<0.002) in addition had fewer co-

morbidities (⇓). The critical endpoint for the 

occurrence of cardiovascular failure was met in 597 

cases (12). 8%) of pneumonia patients and 1,716 

(8.6%) of controls (P<0.002), resulting in 

cardiovascular degradation rates of 2.8 per 100 

individual years and 0.8 per 100 man-years, 

correspondingly (P<0.002) (⇓). Afterwards the 

change, cases through pneumonia had the developed 

rate of cardiovascular degradation than controls 

(balanced proportion at risk 2.62, 96% intermediate 

certainty 1.45 to 1.83, P<0.002, ⇓). In addition, 

patients with pneumonia were also required to be 

admitted to the emergency department within 90 

days of discharge from hospital after listing (1.4% 

vs. 0.7%; balanced proportion of risk 1.53, 1.09 to 

3.14, P=0.016) and had the higher danger at one year 

(2.5% vs. 1.5%; 1.87, 1.52 to 1.34, P<0.002). 

Outcomes were similarly stable once defined by care 

site (inpatient or outpatient) (⇓). 

 

DISCUSSION: 

In this huge survey of cases having network-

contracted pneumonia, authors have highlighted 

considerable danger of cardiovascular letdown after 

network-contracted pneumonia. According to our 

information, the risk of creating an episode of 

cardiovascular failure after pneumonia is about 14% 

over several years [6]. In addition, contrasting and 

coordinated controls by age and gender revealed a 

relative increase of more than 52% in danger of 

cardiovascular letdown. This enlarged danger of 

cardiovascular letdown subsequently pneumonia 

occurs moderately immediately after release (within 

three months), but also continues over the long term 

[7]. Though danger of cardiovascular letdown in 

elderly cases through network acquired pneumonia 

has recently been evaluated, we have observed 

possible danger of cardiovascular letdown related to 

pneumonia in a younger population. Cardiovascular 

depression in the aging remains widely perceived 

and established in the current research information, 

but the current danger has also been detected in 

young grownups with pneumonia [8]. Certainly, 

young adults with pneumonia and hospital follow-

up had a significantly higher risk of cardiovascular 

failure than cases deprived of pneumonia, through 

an increase of more than three times the highest and 

relative risk compared to controls (6.9% increase in 

absolute risk, balanced risk proportion of 4.7). In 

addition, although the total increase in risk is 

smaller, young adults with pneumonia and 

ambulatory follow-up are also at greater danger, and 

from the absolute perspective, danger is the same as 

that seen in older patients with pneumonia compared 

to controls [9]. Thus, despite the fact that our 

information indicates that highest direct rates of 

cardiovascular deterioration are detected in aging, 

this is imperative that the most notable qualified 

rates of pneumonia-related cardiovascular 

deterioration be observed in younger adults 

supervised in hospital and outpatient surroundings 

[10].  

 

CONCLUSION: 

Current outcomes present that cases having 

pneumonia are at enlarged danger of cardiovascular 

deterioration. Although older cases remain often 

measured to be at high danger for cardiovascular 

letdown, current outcomes extend this risk to 

younger adults with pneumonia that would not 

normally be considered at high danger for 

cardiovascular letdown. Whether pneumonia is only 

marker of huge-danger people or whether it adds to 

the hidden system of cardiovascular disease 

progression, the issue of cardiovascular degradation 

is discussed extensively. In all cases, our findings 

recommend that post-release care designed by 

leading clinicians, in company through cases, 

focusing on preventive measures may remain 

warranted, with dynamic screening also essential 

control techniques that address modifiable danger 

aspects for cardiovascular illness. 

 

REFERENCES: 



IAJPS 2020, 07 (06), 1084-1087                        Ruqia Butt et al                          ISSN 2349-7750 

 

w w w . i a j p s . c o m  
 

Page 1087 

1. Fleming-Dutra KE, Hersh AL, Shapiro DJ, 

Bartoces M, Enns EA, File TM, Finkelstein JA, 

Gerber JS, Hyun DY, Linder JA, et 

al.. Prevalence of inappropriate antibiotic 

prescriptions among US ambulatory care visits, 

2010-2011.JAMA. 2016; 315:1864–1873. doi: 

10.1001/jama.2016.4151CrossrefMedlineGoog

le Scholar 

2. Vaughn VM, Flanders SA, Snyder A, Conlon 

A, Rogers MAM, Malani AN, McLaughlin E, 

Bloemers S, Srinivasan A, Nagel J, et 

al.. Excess antibiotic treatment duration and 

adverse events in patients hospitalized with 

pneumonia: a Multihospital Cohort Study.Ann 

Intern Med. 2019. doi: 10.7326/M18-

3640.CrossrefGoogle Scholar 

3. Kilkkinen A, Rissanen H, Klaukka T, Pukkala 

E, Heliövaara M, Huovinen P, Männistö S, 

Aromaa A, Knekt P. Antibiotic use predicts an 

increased risk of cancer.Int J Cancer. 2008; 

123:2152–2155. doi: 

10.1002/ijc.23622CrossrefMedlineGoogle 

Scholar 

4. Cao Y, Wu K, Mehta R, Drew DA, Song M, 

Lochhead P, Nguyen LH, Izard J, Fuchs CS, 

Garrett WS, et al.. Long-term use of antibiotics 

and risk of colorectal adenoma.Gut. 2018; 

67:672–678. doi: 10.1136/gutjnl-2016-

313413MedlineGoogle Scholar 

5. Hansen MP, Scott AM, McCullough A, 

Thorning S, Aronson JK, Beller EM, Glasziou 

PP, Hoffmann TC, Clark J, Del Mar 

CB. Adverse events in people taking macrolide 

antibiotics versus placebo for any 

indication.Cochrane Database Syst 

Rev. 2019; 1:CD011825. doi: 

10.1002/14651858.CD011825.pub2MedlineG

oogle Scholar 

6. Svanström H, Pasternak B, Hviid A. Use of 

azithromycin and death from cardiovascular 

causes.N Engl J Med. 2013; 368:1704–1712. 

doi: 

10.1056/NEJMoa1300799CrossrefMedlineGo

ogle Scholar 

7. Ray WA, Murray KT, Meredith S, Narasimhulu 

SS, Hall K, Stein CM. Oral erythromycin and 

the risk of sudden death from cardiac causes.N 

Engl J Med. 2004; 351:1089–1096. doi: 

10.1056/NEJMoa040582CrossrefMedlineGoo

gle Scholar 

8. Ray WA, Murray KT, Hall K, Arbogast PG, 

Stein CM. Azithromycin and the risk of 

cardiovascular death.N Engl J Med. 2012; 

366:1881–1890. doi: 

10.1056/NEJMoa1003833CrossrefMedlineGo

ogle Scholar 

9. Mortensen EM, Halm EA, Pugh MJ, Copeland 

LA, Metersky M, Fine MJ, Johnson CS, 

Alvarez CA, Frei CR, Good C, et 

al.. Association of azithromycin with mortality 

and cardiovascular events among older patients 

hospitalized with pneumonia.JAMA. 2014; 

311:2199–2208. doi: 

10.1001/jama.2014.4304CrossrefMedlineGoog

le Scholar 

10. Cheng YJ, Nie XY, Chen XM, Lin XX, Tang 

K, Zeng WT, Mei WY, Liu LJ, Long M, Yao 

FJ, et al.. The role of macrolide antibiotics in 

increasing cardiovascular risk.J Am Coll 

Cardiol. 2015; 66:2173–2184. doi: 

10.1016/j.jacc.2015.09.029 

 

https://www.ahajournals.org/servlet/linkout?suffix=e_1_3_5_2_2&dbid=16&doi=10.1161%2FCIRCRESAHA.119.315279&key=10.1001%2Fjama.2016.4151
https://www.ahajournals.org/servlet/linkout?suffix=e_1_3_5_2_2&dbid=8&doi=10.1161%2FCIRCRESAHA.119.315279&key=27139059
http://scholar.google.com/scholar_lookup?hl=en&volume=315&publication_year=2016&pages=1864-1873&journal=JAMA&author=KE+Fleming-Dutra&author=AL+Hersh&author=DJ+Shapiro&author=M+Bartoces&author=EA+Enns&author=TM+File&author=JA+Finkelstein&author=JS+Gerber&author=DY+Hyun&author=JA+Linder&title=Prevalence+of+inappropriate+antibiotic+prescriptions+among+US+ambulatory+care+visits%2C+2010-2011.
http://scholar.google.com/scholar_lookup?hl=en&volume=315&publication_year=2016&pages=1864-1873&journal=JAMA&author=KE+Fleming-Dutra&author=AL+Hersh&author=DJ+Shapiro&author=M+Bartoces&author=EA+Enns&author=TM+File&author=JA+Finkelstein&author=JS+Gerber&author=DY+Hyun&author=JA+Linder&title=Prevalence+of+inappropriate+antibiotic+prescriptions+among+US+ambulatory+care+visits%2C+2010-2011.
https://www.ahajournals.org/servlet/linkout?suffix=e_1_3_5_3_2&dbid=16&doi=10.1161%2FCIRCRESAHA.119.315279&key=10.7326%2FM18-3640
http://scholar.google.com/scholar_lookup?hl=en&publication_year=2019&journal=Ann+Intern+Med&author=VM+Vaughn&author=SA+Flanders&author=A+Snyder&author=A+Conlon&author=MAM+Rogers&author=AN+Malani&author=E+McLaughlin&author=S+Bloemers&author=A+Srinivasan&author=J+Nagel&title=Excess+antibiotic+treatment+duration+and+adverse+events+in+patients+hospitalized+with+pneumonia%3A+a+Multihospital+Cohort+Study.
https://www.ahajournals.org/servlet/linkout?suffix=e_1_3_5_4_2&dbid=16&doi=10.1161%2FCIRCRESAHA.119.315279&key=10.1002%2Fijc.23622
https://www.ahajournals.org/servlet/linkout?suffix=e_1_3_5_4_2&dbid=8&doi=10.1161%2FCIRCRESAHA.119.315279&key=18704945
http://scholar.google.com/scholar_lookup?hl=en&volume=123&publication_year=2008&pages=2152-2155&journal=Int+J+Cancer&author=A+Kilkkinen&author=H+Rissanen&author=T+Klaukka&author=E+Pukkala&author=M+Heli%C3%B6vaara&author=P+Huovinen&author=S+M%C3%A4nnist%C3%B6&author=A+Aromaa&author=P+Knekt&title=Antibiotic+use+predicts+an+increased+risk+of+cancer.
http://scholar.google.com/scholar_lookup?hl=en&volume=123&publication_year=2008&pages=2152-2155&journal=Int+J+Cancer&author=A+Kilkkinen&author=H+Rissanen&author=T+Klaukka&author=E+Pukkala&author=M+Heli%C3%B6vaara&author=P+Huovinen&author=S+M%C3%A4nnist%C3%B6&author=A+Aromaa&author=P+Knekt&title=Antibiotic+use+predicts+an+increased+risk+of+cancer.
https://www.ahajournals.org/servlet/linkout?suffix=e_1_3_5_5_2&dbid=8&doi=10.1161%2FCIRCRESAHA.119.315279&key=28377387
http://scholar.google.com/scholar_lookup?hl=en&volume=67&publication_year=2018&pages=672-678&journal=Gut&author=Y+Cao&author=K+Wu&author=R+Mehta&author=DA+Drew&author=M+Song&author=P+Lochhead&author=LH+Nguyen&author=J+Izard&author=CS+Fuchs&author=WS+Garrett&title=Long-term+use+of+antibiotics+and+risk+of+colorectal+adenoma.
https://www.ahajournals.org/servlet/linkout?suffix=e_1_3_5_6_2&dbid=8&doi=10.1161%2FCIRCRESAHA.119.315279&key=30656650
http://scholar.google.com/scholar_lookup?hl=en&volume=1&publication_year=2019&pages=CD011825&journal=Cochrane+Database+Syst+Rev&author=MP+Hansen&author=AM+Scott&author=A+McCullough&author=S+Thorning&author=JK+Aronson&author=EM+Beller&author=PP+Glasziou&author=TC+Hoffmann&author=J+Clark&author=CB+Del+Mar&title=Adverse+events+in+people+taking+macrolide+antibiotics+versus+placebo+for+any+indication.
http://scholar.google.com/scholar_lookup?hl=en&volume=1&publication_year=2019&pages=CD011825&journal=Cochrane+Database+Syst+Rev&author=MP+Hansen&author=AM+Scott&author=A+McCullough&author=S+Thorning&author=JK+Aronson&author=EM+Beller&author=PP+Glasziou&author=TC+Hoffmann&author=J+Clark&author=CB+Del+Mar&title=Adverse+events+in+people+taking+macrolide+antibiotics+versus+placebo+for+any+indication.
https://www.ahajournals.org/servlet/linkout?suffix=e_1_3_5_7_2&dbid=16&doi=10.1161%2FCIRCRESAHA.119.315279&key=10.1056%2FNEJMoa1300799
https://www.ahajournals.org/servlet/linkout?suffix=e_1_3_5_7_2&dbid=8&doi=10.1161%2FCIRCRESAHA.119.315279&key=23635050
http://scholar.google.com/scholar_lookup?hl=en&volume=368&publication_year=2013&pages=1704-1712&journal=N+Engl+J+Med&author=H+Svanstr%C3%B6m&author=B+Pasternak&author=A+Hviid&title=Use+of+azithromycin+and+death+from+cardiovascular+causes.
http://scholar.google.com/scholar_lookup?hl=en&volume=368&publication_year=2013&pages=1704-1712&journal=N+Engl+J+Med&author=H+Svanstr%C3%B6m&author=B+Pasternak&author=A+Hviid&title=Use+of+azithromycin+and+death+from+cardiovascular+causes.
https://www.ahajournals.org/servlet/linkout?suffix=e_1_3_5_8_2&dbid=16&doi=10.1161%2FCIRCRESAHA.119.315279&key=10.1056%2FNEJMoa040582
https://www.ahajournals.org/servlet/linkout?suffix=e_1_3_5_8_2&dbid=8&doi=10.1161%2FCIRCRESAHA.119.315279&key=15356306
http://scholar.google.com/scholar_lookup?hl=en&volume=351&publication_year=2004&pages=1089-1096&journal=N+Engl+J+Med&author=WA+Ray&author=KT+Murray&author=S+Meredith&author=SS+Narasimhulu&author=K+Hall&author=CM+Stein&title=Oral+erythromycin+and+the+risk+of+sudden+death+from+cardiac+causes.
http://scholar.google.com/scholar_lookup?hl=en&volume=351&publication_year=2004&pages=1089-1096&journal=N+Engl+J+Med&author=WA+Ray&author=KT+Murray&author=S+Meredith&author=SS+Narasimhulu&author=K+Hall&author=CM+Stein&title=Oral+erythromycin+and+the+risk+of+sudden+death+from+cardiac+causes.
https://www.ahajournals.org/servlet/linkout?suffix=e_1_3_5_9_2&dbid=16&doi=10.1161%2FCIRCRESAHA.119.315279&key=10.1056%2FNEJMoa1003833
https://www.ahajournals.org/servlet/linkout?suffix=e_1_3_5_9_2&dbid=8&doi=10.1161%2FCIRCRESAHA.119.315279&key=22591294
http://scholar.google.com/scholar_lookup?hl=en&volume=366&publication_year=2012&pages=1881-1890&journal=N+Engl+J+Med&author=WA+Ray&author=KT+Murray&author=K+Hall&author=PG+Arbogast&author=CM+Stein&title=Azithromycin+and+the+risk+of+cardiovascular+death.
http://scholar.google.com/scholar_lookup?hl=en&volume=366&publication_year=2012&pages=1881-1890&journal=N+Engl+J+Med&author=WA+Ray&author=KT+Murray&author=K+Hall&author=PG+Arbogast&author=CM+Stein&title=Azithromycin+and+the+risk+of+cardiovascular+death.
https://www.ahajournals.org/servlet/linkout?suffix=e_1_3_5_10_2&dbid=16&doi=10.1161%2FCIRCRESAHA.119.315279&key=10.1001%2Fjama.2014.4304
https://www.ahajournals.org/servlet/linkout?suffix=e_1_3_5_10_2&dbid=8&doi=10.1161%2FCIRCRESAHA.119.315279&key=24893087
http://scholar.google.com/scholar_lookup?hl=en&volume=311&publication_year=2014&pages=2199-2208&journal=JAMA&author=EM+Mortensen&author=EA+Halm&author=MJ+Pugh&author=LA+Copeland&author=M+Metersky&author=MJ+Fine&author=CS+Johnson&author=CA+Alvarez&author=CR+Frei&author=C+Good&title=Association+of+azithromycin+with+mortality+and+cardiovascular+events+among+older+patients+hospitalized+with+pneumonia.
http://scholar.google.com/scholar_lookup?hl=en&volume=311&publication_year=2014&pages=2199-2208&journal=JAMA&author=EM+Mortensen&author=EA+Halm&author=MJ+Pugh&author=LA+Copeland&author=M+Metersky&author=MJ+Fine&author=CS+Johnson&author=CA+Alvarez&author=CR+Frei&author=C+Good&title=Association+of+azithromycin+with+mortality+and+cardiovascular+events+among+older+patients+hospitalized+with+pneumonia.

