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Abstract 

According to recent findings, demographic characteristics, seasonal fluctuations, and geographic regions are factors for 
the community-acquired pneumonia. Community acquired pneumonia is a non-hospital acquired lung parenchymal 
infection caused by gram-negative bacteria “Pseudomonas aeruginosa” which is transmitted through inhaling infected 
droplets. Here, we are reporting a case of geriatric patient with chief complaints of cough in the past 20 days, shortness 
of breath, tachycardia, tachypnoea, fever, and chest pain from 10 days. physician was suggested go for further 
investigations and lab reports like complete blood picture count, ESR test, sputum culture test and radiographic findings 
like Chest X-ray, chest computed tomography. Standard treatment includes antibiotics like Levofloxacin, Azithromycin 
and antihypertensive like Telmisartan, and mucolytics like Ambroxol syrup and other medications like N-Acetyl 
Cysteine, levocetirizine. If early diagnosis and early treatment were initiated, then the progression of diseases would 
have been stopped and then the Patient was discharged with stable condition, but she must come for the follow-up 
sessions like OP sessions. If the patient follows the life-style modifications and precautions like practice good hygiene, 
take enough rest, consume healthy diet, the quality of life will be improved. 
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1. Introduction

In the recent developments, the research of the scientists found that Geographical locations, seasonal variations, and 
demographic traits are factors for the community-acquired pneumonia, which develops from 1.5 to 14.0 cases per 1000 
persons [1]. Community-acquired pneumonia is an acute infection of pulmonary parenchyma, which is one of the 
leading causes of hospitalization [2].  

pneumonia that is developed outside of a hospital is known as community-acquired pneumonia (CAP). Community-
acquired pneumonia is caused by Pseudomonas aeruginosa, which is transmitted through inhaling infected droplets [3]. 
Pseudomonas aeruginosa is a gram-negative, rod-shaped, aerobic bacterium that can cause serious respiratory tract 
infections, it is usually seen in patients who have immunocompromised, or other specific risk factors [4].  

Here we report a geriatric patient with symptoms of fever with chills and shivering in the past 10 days, coughing in the 
past 20 days, right side chest pain while coughing and abdomen pain from 10 days. Physician suggested go for the 
further investigation and lab reports to identify the patient condition, which provided a valuable direction for early 
clinical diagnosis and guided the therapy [5]. 
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2. Case presentation 

A geriatric patient presented to the private hospital with chief complaints of coughing in the past 20 days, fever with 
chills and shivering, shortness of breath, right side chest pain while coughing, abdomen pain with nausea, palpitations, 
and headache from 10 days. The patient was apparently healthy, and she had no definite epidemiological history of 
community-acquired pneumonia. Patient past medical history shows that she is hypertensive from the past one year 
and she was prescribed with amlodipine 5mg. Patient using Mucolite syrup for cough, paracetamol for fever. 

On her admission to the hospital, patient was instructed for vital check-up, and she was found that she is conscious and 
coherent. She found to be febrile, and Blood pressure got elevated, respiratory rate 20 breaths per minute, pulse rate 
90 beats per minute. A regular heart rhythm was observed. Oxygen saturation levels maintained at 85-90% by pulse 
oximetry while breathing room air. A regular heart rhythm was observed, and her blood sugar levels found to be normal 
(Table 1). There was no pallor, icterus, cyanosis, or lymphadenopathy. Examination of other system including 
cardiovascular, abdominal, and nervous system was normal.  

Then the physician suggested her go for Laboratory investigations. She went for her complete blood picture, there we 
found out that she had abnormal white blood cell count, lymphocytes count, MCV values, neutrophils count and her ESR 
level also shows abnormal values and the remaining all the values found to be normal. Radiographic finding like chest 
X-ray, CT scan also done on patient.  

3. Clinical findings 

The assessment of the severity of community-acquired pneumonia is important to guide the antibiotic therapy [6]. 
Laboratory investigations showed increased white blood cell (WBC) count 25,300 cells/cumm and neutrophils count. 
Decreased in lymphocyte count 10%, platelet count 3.23 lakhs/cumm and mean corpuscular volume (MCV) was 81.9 fl. 
Erythrocyte sedimentation rate (ESR) 1ST hr showed high values 110 mm/hr and normal Serum Creatinine 0.5 mg/dl 
was observed. Liver function tests showed normal bilirubin, SGOT, SGPT values and Total protein, mild decline in 
albumin (2.8 g/dl) levels (Table 2). Sputum culture test identify the gram-negative Pseudomonas aeruginosa bacteria. A 
chest radiograph showed infiltration shadow from the right and left lower lung lobe (fig. A.1), and chest computed 
tomography (CT) showed diffuse sub pleural ground glass opacities with septal thickening and involving all the 
segments of both the lungs (fig. A.2). 

3.1. Treatment 

Antibiotic therapy was initiated on empiric basis. Physician started IV fluids, antibiotic therapy includes intravenous 
(IV) levofloxacin 750mg, azithromycin 500mg, and clarithromycin 500mg and ascoril syrup was given for cough. 
Nebulization started every 6th hourly, Patient was previously known hypertensive condition for that physician 
prescribed telmisartan 40mg. other medications include tab. N-acetyl cysteine, pantoprazole, and tab. Levocet 5mg. 
physician suggested nurse regular monitoring of GRBS, oxygen saturation levels and BP. 

After Five days treatment, vital signs were stabilized, and the fever subsided. Seven days after admission, patient signs 
improved, physician changed antibiotics dose. After 10 days, patient was instructed for chest x-ray and chest CT scan, 
reports showed pneumonia had improved. Physician also instructed sputum culture test to the patient; results showed 
negative for Pseudomonas aeruginosa. Physician prescribed low doses antibiotic medication like azithromycin 30mg 
and ascoril syrup in patient discharge summary and recommended the follow-up sessions. After 12days on admission, 
patient discharged from hospital with no complaints.  

3.2.  Reports 

Table1 shows patient vital signs on admission, it includes blood pressure, pulse rate, respiratory rate, body temperature 
and oxygen saturation levels. 

Table 2 shows complete blood picture count and biochemistry. HB haemoglobin, PCV packed cell volume, RBC red blood 
cells, WBC white blood cell count, MCV mean corpuscular volume, MCH mean cell haemoglobin, MCHC mean corpuscular 
haemoglobin concentration, ESR 1st HR erythrocyte sedimentation rate, SGOT serum glutamic-oxaloacetic 
transaminase, SGPT serum glutamic pyruvic transaminase. 
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 Table 1 Vital signs on admission 

S.NO Vital signs: Observed values Normal values 

1. Blood pressure 140/90 mmHg 120/80 mmHg 

2. Pulse rate 90 beats/min 72 beats/min 

3. Respiratory rate 20 breaths/min 12-16 breaths/min 

4. Body temperature 101⁰F 98.6⁰F 

5. Oxygen saturation levels 90% >95% 

 

Table 2 Laboratory data on admission 

S.NO Complete blood count and biochemistry: Observed Values Normal values 

1. HB 10.6 gm/dl% 12-15 gm/dl% 

2. PCV 29.6% 36-46% 

3. RBC 3.65 million/cumm 3.8-4.8 millions/cumm 

4. WBC 25,300 cells/cumm 4,000-11,000 cells/cumm 

5. Neutrophils 74% 40-80% 

6. Lymphocytes 10% 20-40% 

7. Eosinophils 01% 1-6% 

8. Monocytes 02% 2-10% 

9. MCV 81.9 fl 83-101 fl 

10. MCH 29.1 pg 27-32 pg 

11. MCHC 35.8 g/dl 31.5-34.5 g/dl 

12. Platelets 3.28 lakhs/cumm 2,78 Lakhs/cumm 

13. ESR 1st HR 110 mm/hr 0-13 mm/hr 

14. Total Bilirubin 0.8 mg/dl 0.2-1.2 mg/dl 

15. Direct Bilirubin 0.3 mg/dl 0.0-0.3 mg/dl 

16. SGOT 21 IU/L 5-34 IU/L 

17. SGPT 23 IU/L Up to 34 IU/L 

18. Alkaline Phosphatase 86 IU/L 53-141 IU/l 

19. Total Proteins 6.5 g/dl 6.0-8.0 g/dl 

20. Albumin 2.8 g/dl 3.5-5.2 g/dl 

21. Blood Urea 18 mg/dl 12.6-42.6 

22. Serum Creatinine 0.5 mg/dl 0.5-1.4 mg/dl 

23. Random Blood Sugar 95 mg/dl 70-140 mg/dl 
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Figure 1 and 2 Chest X-ray and computed tomography on admission.1. chest X-ray on admission showed infiltrative 
shadow from the right and left lower lobes of lungs. 2. Computed tomography showed diffuse sub pleural ground glass 

opacities with septal thickening and involving all the segments of both the lungs, more so in lower lobes 

4. Discussion 

Majority of patients who are affected with community acquired pneumonia are above 65 years old that indicates 
geriatric patients are more prone to community acquired pneumonia and it shows high incidence rate in males 
compared to females[7].Community-acquired pneumonia mostly caused by gram-negative bacteria like streptococcus 
pneumoniae, Pseudomonas aeruginosa and haemophilus influenzae out of this, Pseudomonas aeruginosa shows high 
mortality rate in community-acquired pneumonia than other bacteria[8,9], which can be identified by sputum culture 
test. Presence of comorbid conditions like chronic lung diseases, diabetes, chronic kidney disease, high blood pressure, 
obesity and immunodeficiency can increase the incidence of community-acquired pneumonia [10]. Generally White 
blood cell count used in diagnose disorder, if it between 10,000 to 15,000 cells/cumm not useful in distinguishing causal 
agent, if WBC count >15,000 to 25,000 cells/cumm shows high mortality rate and indicates patient having serious 
bacterial infection [11’12]. Chest Radiographic findings provides a comprehensive evaluation of the patient disease 
condition, it includes chest X-ray, CT scan. Chest X-ray mostly used in diagnosis, which detects infection in the lungs and 
chest CT scan provides detailed picture of the organ and both can detect the severity of community-acquired pneumonia 
[13,14]. Antibiotic therapy should be initiated after diagnosis the community acquired pneumonia [15]; levofloxacin is 
a standard drug which is mainly used to treat the community-acquired pneumonia in geriatric patients. 

5. Conclusion 

Community-Acquired pneumonia due to “Pseudomonas aeruginosa” in geriatric patients is rare and mostly occur in 
patients with specific risk factors like obstructive lung diseases, immune deficiency, hypertension, obesity etc. Here in 
this case, patient presented to hospital with chief complaints of fever, cough, shortness of breath, chest pain. Physician 
confirmed patient is suffering with community-acquired pneumonia based on laboratory data, sputum culture test and 
imaging studies and Standard antibiotic treatment initiated. After 12 days, patient discharged from hospital with stable 
condition. In conclusion, laboratory data, sputum culture test and imaging studies like chest X-ray, computed 
tomography are clearly demonstrating the patient condition and helps the physician while giving the appropriate 
treatment to patient.  
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