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Abstract  

Community-acquired pneumonia (CAP) affects older adults more than other age groups. This speeds 

up the disease's progression and makes it harder to treat with drugs. This is especially true for people 

who have long-term health problems like type 2 diabetes and chronic obstructive pulmonary disease 

(COPD). This review assembles the latest research on the etiology and management of severe 

community-acquired pneumonia (CAP). Focusing on antibiotics informed by guidelines and pragmatic 

clinical considerations. The empirical selection of antibiotics, combination therapy for severe disease, 

and the transition to oral step-down regimens following clinical stability are all highlighted. The 

significance of pharmacokinetic and pharmacodynamic parameters was discussed for the safety and 

efficacy of treatment in elderly patients. It is a encompassing renal function, glycemic control, and 

potential drug-drug interactions. The review stresses both antimicrobial stewardship and personalized, 

pharmacist-led treatments to improve outcomes. The data indicates that patient-centered, personalized 

medication is crucial for managing severe community-acquired pneumonia. Particularly in individuals 

with multiple comorbidities. 
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Introduction 

In acute bacterial pneumonia, harmful germs get into the alveoli and lung parenchyma and grow there, 

causing inflammation. These infections make the immune system too complicated, which makes people 

sick. Patients often have pleuritic chest pain, shortness of breath, coughing up mucus, and a fever. In 

severe cases, organ failure, meningitis, sepsis, empyema, and necrotizing pneumonia are all possible 

complications. Pneumonia can exert enduring effects on pulmonary function and overall quality of life 

in elderly individuals with chronic comorbidities. One of these groups is older people (Anwar et al., 

2024).  

Pneumonia is one type of lung disease. The Greek word pneumon, which means "lung," is where it 

comes from. Clinically, it presents as inflammation of the alveolar space and lung parenchyma in one 

or both lungs. Aspiration and autoimmune processes can also cause changes that are bad for your health. 

Most of the time, infections are what cause this condition. Bacterial pneumonia is the most common 

type of pneumonia and a major cause of illness and death around the world. It can be caused by many 

different types of bacteria. There are many ways to classify things, and each has its own pros and cons 

when it comes to diagnosis and treatment. The National Institutes of Health (NIH) divides pneumonia 
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into three groups: atypical pneumonia, community-acquired pneumonia (CAP), and hospital-acquired 

pneumonia (HAP). A lot of people use this strategy. It also sorts them by how serious risk factors are 

(Yousaf et al., 2022). 

HCAP has more specific groups for pulmonary infections that people get in healthcare settings, like 

hospitals, dialysis centers, long-term care facilities, and ventilators. The absence of adequate data 

demonstrating consistent microbiological disparities between HCAP and CAP is the rationale for its 

exclusion from recent American guidelines. This shows how our understanding of pneumonia 

epidemiology is changing and how important it is to use evidence-based classification when deciding 

on treatment (Torres et al., 2021).  

 

Bacterial Pneumonia Definitions  

Community-acquired pneumonia (CAP) is an acute infection of lung parenchyma that occurs outside 

of a hospital setting or within 48 hours of admission. Capsular aggregation happens a lot in healthy 

people, but it is worse in older people and those with a lot of health problems. HAP, or acute lung 

infection, can happen to a patient who is not intubated if it happens more than 48 hours after they are 

admitted to the hospital. HAP is more likely to cause infections that don't respond to treatment, which 

can make the disease worse and lead to more deaths because of the patient's illness and the hospital 

setting (Shoar and Musher, 2020). 

It is hard to find atypical pneumonia pathogens using gram stains and bacterial cultures. Sometimes, 

infections with Mycoplasma pneumoniae, Chlamydophila pneumoniae, or Legionella pneumophila can 

cause less severe or non-classical respiratory symptoms. These infections can be hard to diagnose 

without special tests. Ventilator-associated pneumonia (VAP) symptoms may appear within 48 hours 

after endotracheal intubation in patients undergoing mechanical ventilation. VAP diminishes airway 

defenses and facilitates biofilm formation on the ventilator, presenting distinctive challenges for the 

prevention and treatment of high-risk infections (Carugati et al., 2020).   

 

Figure 1: Pneumonia 

 

 
 

Vital Signs 

The physical exam shows that there is systemic disease and serious breathing problems. The patient's 

tachycardia (112 beats per minute) is a physiological stress response likely induced by fever, 

hypoxemia, and systemic inflammation; their elevated body temperature (38.8 °C) suggests an ongoing 

infectious process. It's clear that gas exchange is being blocked and breathing is getting harder because 

the person is breathing 28 times a minute. Acute infections often occur alongside hypotension (92/56 

mmHg), potentially signifying circulatory dysfunction attributable to sepsis or relative hypovolemia. 

An oxygen saturation of 88% on room air confirms that the lungs are not getting enough oxygen, which 

means that hypoxemia is present and extra oxygen therapy is needed. These symptoms together point 
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to a systemic infection of the lower respiratory tract, which can be mild to severe and is a strong sign 

of severe community-acquired pneumonia (Yusuf S, and Camm., 2005). 

 

Physical Examination 

Upon examination, it was observed that the patient appeared significantly ill and was evidently 

struggling to breathe. The activation of auxiliary muscles indicated an elevation in the work of 

breathing. When the specialist listened to the chest, they heard less breath sounds in the right lower lung 

area and found that the area was not sensitive to percussion. The findings suggest the potential for 

pleural effusion and alveolar consolidation. There was a loud, coarse crackling sound in the same area, 

which means that there was fluid or inflammatory exudate in the alveolar gaps (Kalil et al., 2016). 

During the cardiovascular evaluation, tachycardia was noted, but no audible murmurs were present, 

indicating that the patient may have been undergoing a compensatory physiological response to 

hypoxemia rather than a primary cardiac dysfunction. A benign abdominal examination was 

characterized by a soft, non-tender abdomen and the absence of organomegaly. Examination of the 

extremities revealed mild peripheral cyanosis and minor edema, indicating that the underlying lung 

disease was resulting in diminished oxygen supply (Kalil et al., 2016). 

 

White blood cell count was 17,800/mm³, which means that they were having an acute inflammatory 

response that is consistent with an active infectious disease. Lab tests also showed significant 

leukocytosis. The significantly elevated levels of inflammatory biomarkers, such as a C-reactive protein 

(CRP) level of 200 mg/L and a procalcitonin concentration of 5.4 ng/mL, strongly indicated the 

presence of a severe bacterial infection, most likely pneumonia. The renal function tests showed that 

the kidneys weren't working properly at first, which could have been because of dehydration and low 

blood flow due to sepsis (Riley and Rupert., 2015).  

 

The tests showed high blood urea nitrogen (28 mg/dL) and serum creatinine (1.6 mg/dL). A blood 

glucose level of 180 mg/dL was also noted, which is a typical stress-induced finding in diabetic 

individuals during acute infections; hyperglycemia was also identified. The arterial blood gas analysis 

showed significant hypoxemia, which means that the lungs weren't working well and the gas exchange 

wasn't happening well. This was shown by a PaO₂ of 58 mmHg on room air. These test results taken 

together point to a serious infection of the lower respiratory tract that is also causing systemic 

inflammation and early organ failure (Dabla., 2010). 

 

Imaging 

Imaging findings confirmed the medical history and physical examination results. Chest radiology 

revealed right lower lobe consolidation and pleural fluid accumulation, indicative of bacterial 

pneumonia with pleural involvement. A more thorough examination using computed tomography of the 

chest confirmed the presence of a parapneumonic effusion with lobar consolidation. The imaging 

results, along with the patient's history of shortness of breath and lack of responsiveness to percussion 

in the right lower lung field, suggest that the patient has community-acquired pneumonia with pleural 

effusion. This shows that the illness is getting worse and needs immediate and focused treatment (Torres 

et al., 2021). 

 

Pathophysiology 

People used to think that the lower respiratory system was clean, but new research has shown that it is 

actually a place where germs can grow. The body's natural and adaptive defenses usually stop the spread 

and growth of an infection when it reaches the alveoli. When the immune system isn't strong enough to 

keep infections from getting into the lung parenchyma and multiplying there, bacterial pneumonia can 

happen. Korkmaz and Traber (2023) state that the clinical signs of this disease are caused by the 

combination of bacterial pathogenicity and the host's inflammatory response.  

There are many layers of protection in the respiratory system that work together to keep infections from 

happening. The nasal hairs and the mucociliary escalator catch and get rid of dirt and other things that 

don't belong in the body. Lysozyme, surfactant proteins A and D, antimicrobial peptides, and other 

substances that fight germs stick to them. Alveolar macrophages are the first line of defense in the 

immune system. Pattern recognition receptors like Toll-like receptors (TLRs) find bacterial fragments 
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and cause phagocytosis, which releases proinflammatory mediators. Phillips-Houlbracq et al. (2018) 

assert that this enhances the adaptive immune system and neutrophils in combating infections.  

Bacteria in the alveoli make cytokines and chemokines. IL-1 and TNF-α cause hypothalamic fever, 

while IL-8 and G-CSF help neutrophils mature and leukocytosis happen. Gas exchange stops when 

inflammatory cells and plasma proteins get into the alveoli and block the alveolar-capillary barrier. This 

leads to hypoxemia. Some of the physical changes are low oxygen levels, fast breathing, trouble 

breathing, and a cough that brings up mucus (Peteranderl et al., 2017).  

Virulence factors help pathogenic microbes get around the body's defenses. Streptococcus pneumoniae 

is the most common cause of community-acquired pneumonia. Phagocytes have a harder time digesting 

it because it has a polysaccharide capsule. When vascular permeability goes up, proteins and plasma 

can get into the alveolar gaps, making the lungs less flexible and making it hurt to breathe. When the 

pleura gets involved, it activates the somatic sensory fibers of the phrenic nerve, which causes severe 

pleuritic chest pain that gets worse when you breathe in. Severe infections can cause hemostasis by 

killing tissues and damaging capillaries (Brooks and Mias., 2018).  

Streptococcus pneumoniae, Haemophilus influenzae, Moraxella catarrhalis, and some strange ones like 

Mycoplasma, Chlamydophila, and Legionella are the most common types of bacteria that can cause 

pneumonia in people. Parapneumonic effusion, empyema, lung abscess, and sepsis can happen if 

infections are not treated or are not managed well and spread beyond the alveoli. Bacterial infection 

and an uncontrolled inflammatory response in the host can lead to shock and organ dysfunction (Brown., 

2012).  

Bacterial pneumonia arises from a complex interplay between the pathogenicity of the infection and the 

host's immunological responses. Inflammation may seem helpful at first, but it actually causes problems 

throughout the body and makes the lungs hurt a lot. By knowing how these pathways work, we can 

better manage antimicrobial therapy, deal with problems more effectively, and improve patient 

outcomes by responding quickly and giving supportive care (Rider and Frazee, 2018).  

 

Figure 2: Pathophysiology of pneumoniae 

 
This patient was more likely to get a serious respiratory infection because they had chronic obstructive 

pulmonary disease (COPD) and type 2 diabetes mellitus. Chronic obstructive pulmonary disease 

(COPD) damages the respiratory epithelium, which makes it harder for the lungs to get rid of infections 

and secretions. Persistent airway inflammation damages the respiratory epithelium. Diabetes is an added 

risk factor because it weakens the immune system's neutrophil, cytokine, and immunological functions. 

Comorbidities make illness worse and last longer by helping bacteria grow and lowering the immune 

system (Karnati et al., 2021).  

Low blood pressure and high lactate levels are two signs of sepsis. Sepsis causes problems with the 

circulatory system, which can lead to vasodilation throughout the body, increased permeability of 

capillaries, and decreased organ perfusion. To stop septic shock and the failure of many organs, serious 

infections, systemic inflammation, and poor perfusion must be diagnosed and treated quickly 

(Hotchkiss and Karl., 2003). 
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Management and Clinical Pharmacology 

The IDSA/ATS (2019) and NICE (2024) guidelines say that when treating community-acquired 

pneumonia (CAP), doctors should think about how bad the symptoms are, how healthy the patient is 

overall, and what the medication might do to them. The recommended treatment for stable, non-severe 

CAP is either 100 mg of doxycycline twice a day or 1 g of amoxicillin three times a day. The goal of 

these drugs is to get rid of S. pneumoniae and H. influenzae. For severe CAP, pleural effusion, or sepsis, 

it is best to use a combination of treatments. It is common to give IV β-lactam antibiotics like ceftriaxone 

or ampicillin-sulbactam with macrolides like azithromycin or respiratory fluoroquinolones like 

levofloxacin.  

Antibiotics work for a shorter amount of time (5–7 days) against minor infections than they do against 

more serious ones (14 days), like bacteremia or parapneumonic effusion. Supportive care includes 

giving oxygen to people with low blood oxygen levels, giving fluids through an IV to keep blood 

pressure stable, and giving pain and fever medications. Antibiotics in the β-lactam class kill bacteria by 

stopping them from making their cell walls. Immunomodulatory macrolides stop bacteria from making 

proteins and causing inflammation by binding to the 50S ribosomal subunit. Fluoroquinolones stop 

bacteria from copying their DNA by blocking DNA gyrase and topoisomerase IV. Research on 

pneumonia treatment shows that these drugs kill bacteria and keep patients stable (Khilnani et al., 2019).  

 

Clinical Management 

The patient received an empirical intravenous antibiotic regimen consisting of azithromycin (500 mg 

once daily) and ceftriaxone (2 g once daily) for a duration of seven days. This gave full protection 

against both common and rare respiratory pathogens that can cause serious cases of community-

acquired pneumonia. At the same time, a lot of supportive care was started to help with problems with 

the whole body and the lungs. Supplemental oxygen via a nasal cannula at 2 L/min was used to treat 

hypoxemia, intravenous fluid therapy was used to keep hemodynamic stability, bronchodilator therapy 

was used to relieve airflow limitation caused by chronic obstructive pulmonary disease (COPD), and 

therapeutic drainage of the pleural effusion was used to remove infected exudate and re-expand infected 

lung tissue (Plouffe et al., 2000).  

This patient with type 2 diabetes mellitus used a sliding-scale insulin regimen to keep their blood sugar 

levels in check and avoid stress-induced hyperglycemia and other problems that come with it. 

Metformin was temporarily withheld due to the heightened risk of acute kidney injury resulting from 

infection and dehydration. The combined therapy approach led to clinical improvement, which was 

shown by higher oxygen saturation, lower white blood cell count, and overall hemodynamic 

stabilization. Levofloxacin oral step-down medication (750 mg once daily for five days) was given at 

discharge to make sure the antimicrobial treatment was finished and microbiological control was still 

in place. This personalized, cross-disciplinary management method led to a good clinical outcome with 

few problems (Kaur et al., 2023). 

 

Comparison 

In general, the way therapy was done followed valid evidence-based practices and was in line with the 

most up-to-date clinical guidelines. The patient's kidney function and preexisting chronic obstructive 

pulmonary disease (COPD) were carefully considered to make sure that the patient would be safe while 

still getting the right care. Adopting and adhering to an oral fluoroquinolone regimen in the outpatient 

setting was evidently motivated by clinical pragmatism; this facilitated the completion of treatment 

while ensuring adequate antibacterial coverage. Importantly, no signs of antibiotic resistance were 

found during treatment. This means that the chosen regimen was not only appropriate, but it also worked 

to control microbiological parameters (Nardini et al., 2014). 

 

Conclusion 

In short, standardized treatment plans don't work for older people with community-acquired pneumonia, 

especially those with a lot of other health problems. An integrated and individualized strategy is 

essential. There is strong evidence that getting older, having COPD, and having diabetes mellitus make 

the condition worse, slow down the recovery process, and raise the risk of complications like sepsis and 

pleural effusion. This study emphasizes the importance of evidence-based antibiotic selection, prompt 

initiation of combination therapy in severe cases, and careful treatment modification based on renal 
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function, metabolic status, and overall clinical stability. It is possible to keep treatment effective while 

switching from intravenous to oral medicine if you use clinical response and microbiological data as 

guides. This change helps with good antimicrobial stewardship. Collaboration between different fields 

is very important for optimizing pharmacotherapy, keeping an eye on side effects, and making sure that 

care continues. This includes clinical pharmacists and advanced practice nurses who are actively 

involved. In the end, the best way to improve clinical outcomes and lower the death and illness rates 

from community-acquired pneumonia is to use patient-centered drug therapy that follows guidelines. 
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