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INTRODUCTON
Pneumonia is defined as pulmonary parenchymal inflammation due to a microbiological agent. Pneumonia that 
develops outside the hospital is considered as community-acquired pneumonia (CAP)1including those
developing within 2 days in a hospital2.In the absence of chest radiograph, CAP is defined as: (a) acuteLRTI 
less than 1 week; (b) fever with chills and rigor, malaise; and (c) newfocal signs on chest examination with no 
reasonable explanation for theillness3.

INCIDENCE
Community acquired pneumonia is one of the most important common cause of morbidity and mortality4. CAP 
accounts for 2.4 million deaths among all age groups due to lower respiratory tract infections5. Higher fatality 
rate is documented in the sub-Saharan Africa, Southeast Asia, and South Asia. Globally mortality rate due to 
LRTI remains largely unchanged. In recent years, there has been increase in the hospitalization rates including 
intensive care units (ICU) due to CAP mainly in older population6. The case fatality rates range from 2% to 23% 
reaching up to50% in patients admitted in hospitals including ICUs and it also varies between healthcare 
settings, geographical region, patient categories andage7.India accounts for 23% of global pneumonia burden 
with under 5-year age group pneumonia of 36%8. The 2016 WHO estimate shows783,000 deaths due to LRTIs 
in Southeast Asia9. Among hospitalized(62.1%) patients, 9.4% were admitted in ICUs. The overall mortality 
was17.65% and 64.29% among patients in PSI class 4 and 510. S. pneumonia was the commonest pathogen 
implicated (29.2%), followed by atypicalpathogens in 25% and Gram-negative bacteria (K. pneumoniae, 
P.aeruginosa) in 22%. In a Southeast Asian multicentre study, respiratoryinfections of acute nature were the 
leading cause of sepsis11.

OBJECTIVES OF THE STUDY
To determine the clinical presentation of the patients presenting with community acquired pneumonia.
METHODOLOGY
STUDY AREA:
The study was conducted in the Department of Respiratory
Medicine, Sree Balaji Medical College, Chromepet, Chennai
STUDY DESIGN: Cross-Sectional Study
PERIOD OF STUDY: April 2019 to October 2020
STUDY POPULATION:
The study population includes 100 patients (With expectedproportion of CAP among sputum / blood sample as 
revealed by previousstudy (63%) 3. Confidence interval at 95% and 15% as relative precisionsample size was 
calculated as100) attending the outpatient and alsoadmitted in Respiratory medicine ward and ICU of the 
department ofrespiratory medicine, severity of Community Acquired Pneumonia willbe assessed under CURB 
65 criteria and their outcome will be monitored.The data is collected and analyzed by appropriate statistical 
analysis forcategorical outcomes with differences
Inclusion criteria:
• Patients with age > than 18 years presenting to Respiratorymedicine outpatient department and to Emergency 
room.
• Patients having clinical features like fever (Temperature
>37.7degree Celsius), productive cough, dry cough, breathlessness,
hemoptysis, pleuritic pain, altered sensorium and generalizedweakness.
• Radiological evidence suggestive of pneumonia.
Exclusion criteria:
Patients having hospital acquired pneumonia, HIV patients,
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tuberculosis, immunocompromised, malignancy, post radiotherapyinfiltrates, pneumonectomy, decortication, 
pulmonary infarction.
RESULTS

Age distribution of the study population
Table 1 – Age Distribution

Sex distribution of the study population

Table 2 – Sex Distribution
Frequency Percentage

Sex

Male 63 63.0

Female 37 37.0

Total 100

Distribution of Pre-existing Respiratory Disease in the study population (n=100)

Table 3 –various Pre-existing Respiratory Disease
Respiratory Disease * Frequency (n)

COPD 23

BA 6

Treated PTB 12

Bronchiectasis 8

ILD 3

*Not mutually exclusive

Distribution of Co – Morbidities in the study population (n=100)
Table 4 - various Co – Morbidities

Co-Morbidities* Frequency (n)
DM 47
HTN 38
CAD 24
CVA 3
CKD 1
*Not mutually exclusive

Frequency Percentage

AGE

Below 30 6 6.0
31-40 8 8.0
41-50 16 16.0
51-60 25 25.0
61-70 28 28.0
71-80 13 13.0
Above 80 4 4.0
Total 100
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Prevalence of Smoking in the study population
Table 5 - Smoking

Frequency Percentage

Smokers 42 42.0

Non - Smokers 58 58.0

Prevalence of alcohol consumption in the study population

Table 6 - Alcohol Consumption
Frequency Percentage

Alcoholics 30 30.0

Non - Alcoholics 70 70.0

Presenting symptoms in the study population
Table 7 - Presenting Symptoms

Symptoms Present Absent

Fever 90 10

Cough with Expectoration 91 9

Breathlessness 79 21

Haemoptysis 7 93

Altered sensorium 8 92

Descriptive Statistics regarding Vitals and laboratory investigation and CURB-65 Score

Table 8 - Descriptive Statistics
N Minimum Maximum Mean Std. Deviation

Age in years 100 22 83 57.72 14.035
Pulse Rate 100 56 140 103.79 15.571
SBP 100 80 180 114.56 21.019
DBP 100 48 106 72.22 13.636
Respiratory Rate 100 18 43 27.41 5.420
Saturation in Room Air 100 74 99 94.86 4.040
WBC Count 100 5800 32600 13642.90 4454.034
BUN (mg/dl) 100 6 59 16.34 8.023
Valid N (listwise) 100
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DISCUSSION
The institutional based cross-sectional study was conducted toevaluate the clinical and bacteriological profile of 
community acquiredpneumonia in patients who are hospitalized for the same in Sree BalajiMedical College and 
Hospital, Chromepet, Chennai. The study included atotal of 100 patients who showed symptoms, signs, and 
radiologicalevidence of pneumonia at the time of presentation to Respiratorymedicine out-patient unit and to the 
emergency room.The mean age of our study sample is 57.2 years and majority of thesample were in the age 
group of 61-70 (28%) and 51-60 (25%). Totalnumber of patients less than 50 years of age is 30 and more than 
50 yearsof age is 70. In our study, there is predominance of CAP among malescontributing 63%, whereas only 
37% females where affected with CAP. 46% of the study sample in our study had pre-existing respiratoryillness 
with COPD being the commonest followed by treated PTB,bronchiectasis, bronchial asthma and ILD. 53% of 
the study sample hadsome form of pre-existing illness like Diabetes Mellitus followed byHypertension, 
coronary artery disease, neurological disorder, and CKD. In our study, the incidence of CAP among smokers 
were 42%. In our study the predominant symptom was Cough at 100%(Productive cough 91% > Dry cough 9%) 
followed by fever 90%,Breathlessness 79%, Chest pain 32%, altered sensorium 8% andHaemoptysis 7%. In our 
study sample it is found that 50% of the patients hadtachycardia (pulse rate >100/min), respiratory rate >30/min 
in 34%,resting saturation of <90% in 9% and hypotension (diastolic blood
pressure <60mmhg) in 29%. On auscultation 98% of our patients hadcrackles with bronchial breath sounds in 
45%. In our study sample the total white blood cell count ranged from5800 cells/mm3 to 32600 cells/mm3 with 
a mean of 13642.9 and astandard deviation of 4454.034 cells/mm3. Blood urea nitrogen levelranged from 6 
mg/dl to 59 mg/dl with a mean of 16.34.
CONCLUSION
The institutional based cross-sectional study was conducted to evaluate the clinical and bacteriological profile of 
Community Acquired Pneumonia (CAP) among 100 patients who presented to Respiratory medicine out-patient 
unit and to the emergency room with signs and symptoms of CAP and are hospitalized for the same in Sree 
Balaji Medical College and Hospital, Chromepet, Chennai. The following findings were interpreted from the 
study:
∑ The most common age group of people affected with CAP were between 61 and 70, followed by age group 

of people between 51 and 60. Overall people above 50 years of age are most commonly affected with CAP.
∑ Males are more commonly affected with CAP than females.
∑ COPD was the most common pre-existing respiratory illness observed in patients affected with CAP, next 

comes Old PTB treated, followed by Bronchiectasis and Bronchial asthma.
∑ The most common co-morbidity observed in patients with CAP was Diabetes Mellitus. Next common co-

morbidity prevalent was Hypertension, followed by CAD and then CVA.
∑ The predominant symptom seen in almost all the patients with CAP in the study was cough. However, 

cough with expectorant was more common than dry cough. The next common predominant symptom was 
fever, followed by breathlessness, altered sensorium and haemoptysis.
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