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ABSTRACT: 
Background: Community acquired pneumonia (CAP) is an acute illness characterized signs and symptoms of lower 

respiratory tract infection (LRTI). The name community acquired is because it is acquired from community. The present 

study was conducted to assess cases of community acquired pneumonia (CAP). Materials & Methods: 116 patients with 

community acquired pneumonia (CAP) of both genders were included. Clinical features and radiological findings were 

recorded. Results: Out of 116 patients, males were 62 and females were 54. Common clinical findings were fever in 92%, 

dyspnea in 81%, cough in 75%, expectoration in 64%, nausea/vomiting in 80% and pleuritic chest pain in 57% patients. The 

difference was significant (P< 0.05). The radiological findings were lobar pneumonia was seen in 52%, interstitial 

pneumonia in 12%, bronchopneumonia in 30% and pleural effusion in 6% patients. The difference was significant (P< 0.05). 

Conclusion: Common clinical findings were fever, dyspnea, cough, expectoration, nausea/vomiting and pleuritic chest pain. 

Radiological findings were lobar pneumonia, interstitial pneumonia, bronchopneumonia and pleural effusion. 
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INTRODUCTION 

Chronic pneumonia is defined as an acute 

inflammation of the pulmonary parenchyma. It may 

result from various infective and non-infective 

agents.1 Community acquired pneumonia (CAP) is an 

acute illness characterized signs and symptoms of 

lower respiratory tract infection (LRTI). The name 

community acquired is because it is acquired from 

community.2 

CAP is one of the most common reasons for 

hospitalization in the US. It can affect individuals of 

any age and cause significant strain on the healthcare 

system due to its financial burden; but more 

importantly, it carries significant morbidity and 

mortality. Most of the mortality occurs in patients that 

require hospitalization. The understanding of the 

multiple components about CAP, such as the 

incidence, epidemiology, and outcomes of patients, 

can help us guide preventative measures and 

treatments.3,4 

The number of patients with compromised immune 

status has significantly increased and subsequently the 

cases of CAP in the last few year,. Worldwide, the 

cases of AIDS due to human immunodeficiency virus 

(HIV) disease have increased.5 Patients with liver or 

kidney transplantation are on medication such as 

immunosuppressive agents. Similarly, there have been 

rise in CAP in such patients. Bacteriological profile of 

the patients shows presence of S. pneumonia, K. 

pneumonia, S. aureus, H. influenza, Pseudomonas and 

Acinetobacter and E. coli.6 The present study was 

conducted to assess cases of community acquired 

pneumonia (CAP).  

 

MATERIALS & METHODS 

The present study comprised of 116 patients with 

community acquired pneumonia (CAP) of both 

genders. All patients were informed regarding the 

study and written consent was obtained.  

Patient profile such as name, age, gender etc. was 

recorded. Diagnosis of CAP was made based on 

presence of fever with temperature above 37.8°C, 

sputum production and presence of cough. A thorough 

clinical examination was performed in all patients. 
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Blood sample was obtained and routine laboratory 

tests were performed. Patients were subjected to CT 

chest taken with Toshiba machine. Sputum sample 

was obtained and culturing on blood agar and 

MacConkeys agar media was done followed by 

inoculation on appropriate agar medias at 37°C for 

48-72 hours. Results thus obtained were tabulated and 

subjected to statistical analysis. P value less than 0.05 

was considered significant. 

 

RESULTS 

Table I Distribution of patients 

Total- 116 

Gender Males Females 

Number 62 54 

Table I shows that out of 116 patients, males were 62 and females were 54. 

 

Table II Clinical profile of patients 

Clinical features Percentage P value 

Fever 92% 0.71 

Dyspnea 81% 

Cough 75% 

Expectoration 64% 

Nausea/vomiting 80% 

Pleuritic chest pain 57% 

Table II, graph I shows that common clinical findings were fever in 92%, dyspnea in 81%, cough in 75%, 

expectoration in 64%, nausea/vomiting in 80% and pleuritic chest pain in 57% patients. The difference was 

significant (P< 0.05). 

 

Graph I 

 
 

Table III Assessment of radiological findings  

Radiological findings Percentage P value 

Lobar pneumonia 52% 0.01 

Interstitial pneumonia 12% 

Bronchopneumonia 30% 

Pleural effusion 6% 

Table III shows that radiological findings were lobar pneumonia was seen in 52%, interstitial pneumonia in 

12%, bronchopneumonia in 30% and pleural effusion in 6% patients. The difference was significant (P< 0.05). 

 

DISCUSSION 

CAP is the leading cause of infectious disease-related 

death in the US, with mortality occurring largely in 

patients who require hospitalizations. It accounts for 

4.5 million outpatient and emergency room visits 

annually.7 It is the second most common cause of 

hospitalizations and the most common infectious 

cause of death.8 It is estimated that 1.5 million unique 
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CAP hospitalizations occur each year. CAP is not a 

reportable infection in the United States; therefore, 

data regarding the burden of the disease is primarily 

obtained through clinical investigation.9,10 The present 

study was conducted to assess cases of community 

acquired pneumonia (CAP). 

In present study, out of 116 patients, males were 62 

and females were 54. Chow et al11 included 1782 

cases and found that mean age was 64.4 years with 

59.4% men and 40.6% women. It was found that 60% 

had community acquired and 28.5% had hospital 

acquired. 97% had abnormal chest radiographic 

findings. Haemophilus influenzae was isolated in 204 

patients, Staphylococcus aureas in 152 

patients, Streptococcus pneumoniae in 143 

patients, Escherichia coli in 113 patients 

and Pseudomonas aeruginosa in 111 patients.  104 

patients had complications. There was 17 days and 43 

days average length of hospitalization in 

the CA and NA groups respectively. At time of 

discharge 1261 patients (78%) were cured or 

improved and 361 patients (22%) died during the 

admission. 

We observed that common clinical findings were 

fever in 92%, dyspnea in 81%, cough in 75%, 

expectoration in 64%, nausea/vomiting in 80% and 

pleuritic chest pain in 57% patients. Jain et al12 

enrolled 2488 of 3634 eligible adults (68%). Among 

2320 adults with radiographic evidence of pneumonia 

(93%), the median age of the patients was 57 years 

(interquartile range, 46 to 71); 498 patients (21%) 

required intensive care and 52 (2%) died. Among 

2259 patients who had radiographic evidence of 

pneumonia and specimens available for both bacterial 

and viral testing, a pathogen was detected in 853 

(38%): one or more viruses in 530 (23%), bacteria in 

247 (11%), bacterial and viral pathogens in 59 (3%), 

and a fungal or mycobacterial pathogen in 17 (1%). 

The most common pathogens were human rhinovirus 

(in 9% of patients), influenza virus (in 6%), and 

Streptococcus pneumoniae (in 5%). The annual 

incidence of pneumonia was 24.8 cases (95% 

confidence interval, 23.5 to 26.1) per 10,000 adults, 

with the highest rates among adults 65 to 79 years of 

age (63.0 cases per 10,000 adults) and those 80 years 

of age or older (164.3 cases per 10,000 adults). For 

each pathogen, the incidence increased with age. 

We found that radiological findings were lobar 

pneumonia was seen in 52%, interstitial pneumonia in 

12%, bronchopneumonia in 30% and pleural effusion 

in 6% patients. Jain et al13 in their study on 55 patients 

found that sputum was the most common etiological 

source of organism isolation seen 44 patients followed 

by blood in 11. Streptococcus pneumoniae was the 

commonest pathogen seen in 20 (36.4%) followed by 

Klebsiella pneumoniae in 16 (29%), Staphylococcus 

aureus in 11 (20%) and other Gram-negatives bacilli 

in 8 (14.5%), Haemophilus influenzae in 5.5%, 

Pseudomonas in 1.8%, Acinetobacter in 1.8%, 

Enterobacter in 1.8%, Escherichia coli in 1.8%, 

Citrobacter in 1.8%. 67.5% cases were seen in in 

males and elderly age group (68.3%). 92.5% patients 

had cough, 90% had fever, 59.2% had dyspnea, 

expectoration in 55%, pleuritic chest pain was evident 

in 14.2%.  40.8% had habit of smoking, 35.8% had 

chronic obstructive airway disease, 16.7% had 

cardiovascular disease, 12.5% had alcoholism, 6.7% 

had diabetes mellitus 2.5% had neurological 

disorders. Lobar pneumonia with right lower lobe 

consolidation was seen in 48.3% patients followed by 

left lower lobe infiltration. 

 

CONCLUSION 

Authors found that common clinical findings were 

fever, dyspnea, cough, expectoration, nausea/vomiting 

and pleuritic chest pain. Radiological findings were 

lobar pneumonia, interstitial pneumonia, 

bronchopneumonia and pleural effusion. 
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