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ABSTRACT 

Pneumonia is the main cause of mortality among children under the age of five in India's postnatal era, accounting for 27.5 

percent of all deaths. The death rate among kids below the period of five in India is presently 48 per 1000 live births. 

Community-acquired pneumonia accounts for around a sixth of all deaths. Developing countries account for more than 95 

percent of all new occurrences of pneumonia in children under the age of five, owing to rising rates of malnutrition, 

inadequate vaccination coverage, a lack of exclusive breastfeeding, and illiteracy. Pneumonia in children is distinct as fast 

living with or without chest in-drawing, whereas severe pneumonia is clear as pneumonia in children with any hazard signs, 

according to the WHO. Effective vaccines against Streptococcus pneumoniae and Haemophilus influenzae type b, two of 

the mainly frequent organisms that cause community-acquired pneumonia, are now available, and they should be phased 

addicted to the Indian Universal Immunization Programme as soon as feasible. 
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INTRODUCTION 

CAP is a bacterial or viral infection that produces lung parenchyma inflammation. The most frequent 

infections that cause CAP are Streptococcus pneumoniae, influenza A, Mycoplasma pneumoniae, 

and Chlamydophila pneumoniae. Over the last decade, hard work to get better access to main 

fitness care in India have resulted in considerable decreases in pneumonia mortality; nonetheless, 

pneumonia residue the most important origin of death in kids in India after birth.1 

Serological testing would be highly beneficial because it is hard to discriminate between the 

etiological agents in community-acquired pneumonia (CAP) clinically or radiologically. After 

infection, IgM antibodies are more effective for identifying infections in children at an early stage. 

The pressing want to spotlight on pneumonia anticipation is exacerbated by the rise in antibiotic 

conflict, which threatens to build treating bacterial causes of pneumonia more difficult and costly in 

nations like India.2 

 A variety of interventions have been identified by the World Health Organization for the 

anticipation of pneumonia in kids. Many of these intervention are linked to improved nourishment 

and reduced disclosure to ecological and societal menace factor, such as restricted breastfeeding for 

the original six months of living, enough balancing feed, vitamin A supplementation, hand wash with 

soap, dropping interior air toxic waste, and injection.3 

CLINICAL FEATURES 
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In youngsters, fever and fast living, with or lacking cough, are common signs of pneumonia. They 

may also show signs of touchiness or exhaustion, difficulty to give to eat, cyanosis, convulsions, or 

respiratory collapse, as well as one or more WHO risk indicators.4  

Tachypnea is most commonly utilised as a clinical symptom for pneumonia in individuals of all ages. 

Tachypnea was proven to be a poor predictor of pneumonia in children in numerous studies, 

particularly when the illness prolonged more than three days. Other studies, on the other hand, 

revealed that tachypnea was highly specific and greatly increased the risk of pneumonia when 

present, particularly in infants. The length of a fever, especially if it lasted longer than 5 days, was a 

significant predictor of pneumonia, but not body temperature. Fever, on the other hand, was found 

to be a major predictor of pneumonia in other investigations.5 

ETIOLOGY  

The most frequent pathogens that cause CAP are bacteria, atypical bacteria, and viruses. In terms of 

age, the aetiology varies by country, and it might also be connected to seasonal variations. 

(Streptococcus pneumoniae (pneumococcus) is the most frequent pathogen in CAP across the world, 

generally presenting by heightened symptom of a inferior respiratory tract illness, previously 

referred to as "typical presentation").6 

Intracellular infections are the most common cause of pneumonia. With subacute symptom, a 

nonproductive cough, a moderate temperature, a normal white blood cell count, and further 

pulmonary signs, the clinical picture is "atypical." Some of the well-known intracellular infections 

that cause CAP are Legionella pneumophila, Mycoplasma pneumoniae, Chlamydophila pneumoniae, 

Chlamydophila psittaci, and Coxiella burnetii.7 

while intracellular infections be commonly linked through extrapulmonary symptoms in CAP, there 

are no clinical indications that allow intracellular pathogens to be differentiated from conventional 

pathogens (pneumococcus). In almost one-third of CAP cases, respiratory viruses such as influenza 

viruses (A and B), rhinoviruses, parainfluenza viruses 1, 2, and 3, and coronaviruses are considered to 

be the etiological culprit. Each year, it is approximate that 100 million cases of viral pneumonia will 

happen across the world.8 

Administration premature conclusion and suitable antibiotic treatment are the most effective 

strategy for decreasing CAP-related death in children. Non-severe pneumonia can be treated at 

home with oral antibiotics, but careful monitor, early referral, and follow-up are required. At home, 

both oral cotrimoxazole and amoxicillin be often used to treat CAP. In vitro resistance to 

cotrimoxazole has emerged in S. pneumoniae and H. influenzae in Indian youngsters. As a result, oral 

amoxicillin is the next most common antibiotic used to treat CAP. Injectable chloramphenicol was 

shown to be less efficacious than injectable ampicillin with gentamicin in children with severe CAP 

who were hospitalised. In addition to antibiotics, children require supportive care, such as oxygen 

therapy. Since scientific signs and symptom aren't always reliable indicators of hypoxemia. When a 

pulse oximeter is not accessible and SpO2 is less than 90% in room air, oxygen treatment is advised 

by the World Health Organization.9 

 

RISK FACTORS AND PREVENTION 
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Dietary, ecological, communal, and behavioural threat factor for CAP are all preventable. A dietary 

danger aspect for CAP was a lack of restricted breast feed for the first six months after delivery. 9 

Other risk factors include iron deficiency anaemia and malnutrition. 18 One of the ecological hazard 

factors of CAP has been investigated thoroughly: indoor air pollution produced by the apply of 

biomass energy for food preparation. Overcrowding, infection of the higher or minor respiratory 

tract in a relations associate, filthy living circumstances, and parental or indoor smoking are all major 

environmental risk factors. Because it is easy and can reduce the prevalence of CAP by 24 percent, 

hand washing is the most important social and behavioural risk factor for CAP. The village's primary 

health-care provider is an untrained doctor, therefore getting adequate care for CAP is taking longer. 

Self-medication and home cures lengthen the time it takes to seek medical assistance. Children 

generally arrive at a government tertiary care centre after being unwell for a week or longer and 

having been treat by two to three health-care professionals.10 

MATERIALS AND METHODS 

The material required for the review was taken from the databases of Pub Med ,Web of science ,the 

from the website of World Health Organization ,International diabetes federation and the patients 

data of Shalinitai Meghe Hospital and Research Centre and Datta Meghe Medical College 

Wanadongari Nagpur. 

DISCUSSION 

Immunization is a good way to prevent CAP. Immunization is an important part in preventing CAP in 

kids. India's immunisation programme was expanded in 1978 to include six childhood vaccinations 

(BCG, TT, DPT, DT, Polio, and Typhoid) (EPI). The measles vaccine was included very late to the Indian 

government's Universal Immunization Program, which was launched in 1985. (UIP). H. influenzae 

type b vaccine is a vaccine against H. influenzae type b. The UIP did not include influenzae type b; 

however, in 2011, Kerala and Tamil Nadu received a pentavalent vaccine (Pentavac from M/s Serum 

Institute of India), which was followed by Goa, Pondicherry, Karnataka, Haryana, Jammu & Kashmir, 

Gujarat, and Delhi.11,12 

 In India, there are two kinds of pneumococcal vaccinations. The first is PPSV23, an unconjugated 

pneumococcal polysaccharide vaccine that should not be administered to infants under the age of 

two. For children under the age of two, pneumococcal conjugate vaccinations (PCV 10 and PCV 13) 

are available. (1) PCV10 protects against 64% and PCV13 protects against 73.3 percent of invasive 

pneumococcal strains, respectively.13 

PCV is being evaluated for inclusion in UIPA. Community-acquired pneumonia is an acute infection of 

the pulmonary parenchyma that occurs outside of the hospital (CAP). (CAP) is a common infectious 

illness that causes a lot of death and morbidity all over the world. CAP is caused by bacteria such as 

Streptococcus pneumoniae, Haemophilus influenzae, and Moraxella catarrhalis. Viral respiratory 

infections are becoming more commonly recognised as CAP etiologies as new diagnostic techniques 

become accessible. The most frequent viral infections discovered from hospitalised CAP patients are 

human rhinovirus and influenza. In another Indian study, at least one bacterial pathogen was 

detected in 116 (64.4 percent) of the 180 CAP cases in children under the age of five, using both 

conventional and molecular methods.14 
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Another study discovered that 32.47 percent of the cases were caused by virus, 28.02 percent by 

bacteria, and 26.94 percent by atypical pathogens revealed by fluorescent quantitative PCR.15 

 M. pneumoniae was found to be the most common pathogen (25.74 percent ) S. pneumoniae and 

Haemophilus influenzae were the most common bacterial infections, with atypical bacteria 

accounting for around 10% of cases. From mild pneumonia with fever, cough, and shortness of 

breath to severe pneumonia with sepsis and respiratory failure, CAP presents a wide variety of 

clinical symptoms. Although several signs and symptoms are prevalent among CAP patients, such as 

fever, cough, tachycardia, and rales, they are general and may be observed in a variety of respiratory 

diseases. Without chest imaging, no single symptom or group of symptoms can be used to make a 

diagnosis. The signs and symptoms of pneumonia may be modest in individuals with advanced age 

and/or weakened immune systems, necessitating a greater level of suspicion to make the diagnosis. 

The majority of people by alleged CAP need posteroanterior and lateral chest radiographs.16 

For selected individuals with clinical features that indicate CAP despite a negative chest radiograph, 

we acquire computed tomography (CT) of the chest. In all patients with CAP, empiric therapies are 

intended to target S. pneumoniae (the most common and virulent bacterial CAP pathogen) and 

different pathogens.17 

In support of mainly patients aged 65 years who are or else strong and include not before used 

antibiotics, we typically provide oral amoxicillin (1 g three times daily) plus a macrolide (eg, 

azithromycin or clarithromycin) or doxycycline. Various researches 2014; Bhat and Manjunath 2013. 
17,18 

Children with anaemia had a 5–7-fold bigger threat of CAP, according to research. Because 69.5 % of 

children in India are anaemic, CAP-related mortality is high [NFHS III 2007]. Malnutrition is a self-

governing risk factor for humanity in children under the age of five. In India, 42.5 % of kids are 

malnourished (NFHS III 2007). CAP is influenced by factors like as living circumstances, vaccination, 

lactation, sanitation, cleanliness, and nutrition.19-21 

 

CONCLUSION 

CAP is a most important reason of mortality in kids below the age of five. Lack of select breast feed 

until 6 months of age, insufficient immunisation coverage, malnutrition, iron deficiency anaemia, 

indoor air pollution, including smoking, and a lack of basic hygiene are just a few of the major factors 

that contribute to Community Acquired Pneumonia, particularly in children under the age of 5. 

There is enough evidence to demonstrate that S. pneumoniae and H. influenzae are responsible for 

more than half of all CAP cases. Since both of these diseases now have effective vaccinations, they 

should be included in the UIP as soon as practicable. The pentavalent vaccination was recently 

added to the national immunisation schedule, which will assist to reduce pneumonia-related 

morbidity and death. The public have to be alert of the secret code and symptom of CAP, as well as 

its warning signals, in order to avoid delaying access to skilled care and resulting death from CAP. 
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