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Management of Pneumonia in Adults in
General Practice Dr UG Lalloo

Swruwary
Acute respit"atotl, |vrt, illnesses q.cczunt

for a high percentage of all GP
cznsulta.tizns and. millions of nntibiotic
prescriptions petl \tear; 75%o oJ'nntt
rapiratory cznsLtlta.tilnt in genet'ol
practice resub in a prestiptiln 0f a.n
a.ntibiltic. Therefore a GP wust keep
abreast of dmelopruents in the at en of
antibiotics. Most instances of pneumonia
cnn snfely be runnaged. at howe b1, the
GP, but he should bane n good.
hnowlerlge of tbc rlinical prcsrntalion,
und.n4fing cnuse, nntibiotic choica, the
resistance as well as the recoretl ptrtterns.
Dffirent antibiotics arc d.iscwssed.

S Afr Farn Pract 1990; l1: 543-7

I(EYWORDS:
Pneumonia; Drug Therapy;
Antibiotics.

Introduction

Acute respiraton'tract illnesses are an
imoortant cause of morbiditv ar-rd
morta l iq  in  thc conrnruniq rnd fcr r rn
a major burden on thc health scr-vices.
In England and Wales thcy account
lor  I57o of l l l  gcneral  pr lc t i t ioner
(GP) consultations. Each year 25
million prescriptior-rs arc written fbr
antibiotics for respiratory ir-rfcctions
and 7 5o/o of ncyr rresrriraton'
consultarions i n gerrcrrl Prrrctice
result in the prescription of an
antibiotic.r A commnnitl' based
respiraton' health sur-ve1.of thc
Indian poprr la t ion of  Lcnasia in
Johannesburg in 1985 shou'ed that

4,2o/o of adrtlts had a historl of
pneumonia (Lalloo ct al, unpublished
data). Svr-nptoms of cougl-r, catarrh
and phlegm occur in approximatelv
l0% of Soutl-r Afl'icans. A GP is likelv
to scc an a\cragc of  l0  cascs of
pneumonia pe r ycar in a first u'orld
Dractice and manl'more in a thirc'l
ivorld practicc. Many of thcsc could
be managcd at home.

Definition and Diaqnosis of
Pneumonia

In a hospital contcxt the deflnition of
pneumonia is straight-fbn'ard and
includes thc prcsence ofacute
radiograpl-ric shadon'ing. A chcst
radiograph is not rcadilr.available to
thc GP and th is  r ic i l r r i t ior r  is
therefbre ir-rappropriate. For the
pllrpose of this cliscussion I have
defined pneumoniir as "an acute
lor'ver rcioi raton/ tract inf-ectior-r
associatei r,vith ibcal sisns or
e-ramination of thc chcit". Tlrc
diagnosis of pncurr.rr>r-ria is both a
rnorpirological and aetiological one.

The former relics on carefhl histon'
and c l in ieal  cxrrnr inat ion.  An ins ight
into the epidcmiolog,v of pneumonias
in thc environmcrlt is rc<ruired bv a
GP to rrral<c l rcasorublc actiological
diaenosis. Tablc I is a list of the
sp.itr.tt-u of invcstigations (in
hierarchical order) available to make
an aetiological diagnosis of
oneurnonia. Manv of thcse
inr,estigations arcj sophisticated ar-rd
costh,. In adults it is rare fbr thc chest
radiograph to be normal in
pncumonia. Occasionalh, patients
rvith. pneurnonia mav manifbst r.ro
respiratory symptorns at all.2,3 The
radiographic pattern does not
correlate with any aetiology.

There is, to thc be st of rry
knou4edge, no published study sfths

Upd.ate paper presented. nt the 7th GP
Congt"ess, Jwte 1990
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Table I. Methods of
Diagnosing Pneumonia

. . . Pneumonia in adults

epidemiology of community acquired
pneumonias in GP practice in South
Africa. Table II is a summary of 3
studies on pneumonia in practice.t,',a
Most of the patients with a clinical
diagnosis of pneumonia in these
studies had a chest radiograph and
one or more of the following
i nvesti gations: sputrx'n e xamination
and culture, throat swab, blood
culture and serological tests for the
possible aetiological agents. It is
sobering to note, that despite this, a
definite aetiology was made in only
slightly more than 507o of the
instances. In a restrospective study of
adult patients with communiry
acquired pneumonia admitted to the
medical wards of IGng Edward \IIII
Hospital, an aetiology was
established in less than 207o ofcases.
These findings highlight the
difficulty in making an aetiological

diagnosis, even in research settings.
The GP has to rely on his clinical
acumen to decide on emoiric
antibiotic therapy for the patient
presenting with pneumonia.

Management

a) Nsh Fa.ctors

Once the diagnosis of pneumonia has
been established clinicallv. the GP
must decide whether theie are any
particular risk factors and initiate
appropriate management. An
overview of one possible approach to
management is summarised in
Figure L

The patient who is severely ill needs
hospitalisation and special
investigations. The patients who are
not severely distressed but have
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serious underlying risk factors,
should also be referred. These include
immunocompromised states (eg
AIDS, steroid therapy, malignancy),
malnutrition and debilitating chronic
diseases. This group is also at risk of
infection with gram-negative bacilli
such as Escherichia Coli. I(ebsiella.
Enterobacter, Proteus and Serratia.
The risk factors for these infections
are summarised in Table III.5,u
Staphylococcal pneumonia is likely to
occur in Datients with influenza.t

A GP is likely to see l0
paticnts with pneumonia every
years ano many more ln a
third world population

FIou'ever, these patients are invariably
severely ill and require
hospitalisation. Woodhead et al
found that the GPs in their study in
England were very good at selecting
pat ients wi th severe i l lness rcqui r ing
hospital admission.'

b) Hom.e Managewent

The balance of patients, who form
the majoriry, may be managed at
home. The prerequisite must be that
easy access to a health care facility is
ensured should an unexDected
deterioration occur. This mav exclude
many patients, particularly blacks,
who come from poor socio-economic
backgrounds. 

-

c) Initial lwestigations and. Therapy

The value. of special investigations for
pneumonra ln tne commumty ls
questionable. The previously
mentioned prospective studiest"'u
revealed that most of the tests were of

Pneumonia in adults

Figure L Proposed Algorithmic Approach to Management of
Pneumonia in General Practice
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little practical help. The yield from
blood cultures was low, sero-
conversion took long and sputum
cultures seldom gave results that
demandcd a chanse of antibiotics.
The GP thereforJhas to make an
intelligent choice of antibiotic
therapy.  Our local  exper iencc

The majority of pneumonias
can be safely managed at home
by the GP

suppolts the published evidence that
Dneumococcus still ranks as the
iommonest cause oftpneumonia so
that therapv must cover this
organism. fherapy should cover in
addition, Haemophilus influenza and
possibly Mycoplasma pncumoniae.
The latter is not a common aetiology
in our expcrience at ICng Edward
VIII Hospital.

The antibiotic prescribed most
frequently in general practice was a
beta lactam antibiotic like amorycillin
or a clal'ulunate - potentiated
amorycillin.' Many patients who were
found to have Mvcoplasma
pneumoniae on serological testing
had already recovered completely
despite not rccciving the appropriate
antibiotic viz ery.thromycin. Thc
choice of empiric antibiotic therapy is
vast. Penicillin is recommended as the
first-line choice of empiric antibiotic
therapy because pneumococcus still
ranks as the commonest cause of
communiry acqui  red pncumonia.
This is a cost-effective choice of
therapy in a third world environment.
Tetracycline should be avoided
because of resistance . Erythromycin
or amorycillin are useful alternative

.. Pneumonia in adults

first line therapies. When penicillin
allergy is suspected cotrimoxazole or
erythromycin are useful substitutes. If
there is no response within 72 hotys
or deterioration occurs, a change of
antibiotic and/or referral should be
considered. The oatient should be re-
examined carefully for complications
like a parapneumonic effusion. If the
patient becomes markedly distressed,
referral for appropriate investigation
and treatment in hospital is necessary.
Once again, if cost is a factor,

Table III. Patients at Risk for
Infection with Gram-neqative
Bacilli

to be informed of resistance Datterns
in community acquired infeciions.

d) Follotu-wp

The only recommended investigation
in the mildly ill patients may be a
convalescent chest radiograph. This
should be done earlier in those who
are slow to recover.t The hisher
frequency of bronchial carcinoma in
the older smoker, especially warrants
a chest radiograph in the
convalescent period. The
radiographic iesolution of
pneumonia may take up to 3 months.
The GP can observe such oatients
provided there is complete clinical
recovery.

Careful follow up will aid early
recognition of those who respond
poorly or deteriorate. In these
patients early investigations and,/or
referral is necessary. If this simple
guideline is not followed then
complications will occur. The GP
must also be aware of the high
background incidence of tuberculosis
in the envirorunent.

The case history of a 35 year old
Indian clerk illustrates an avoidable
situation. He presented with cough,
dyspnoea, a marked weight loss over
a 4 month period. He had
bronchogenic tuberculosis. He had
consulted his GP 3 months earlier
with respiratory symptoms and was
given 4 courses ofantibiotics over the
3 months without any referral or
recognition of the progressive clinical
deterioration.

Conclusion
The majority of instances of
pneumonia can be safely managed by
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chloramohenicol is an excellent 2nd
line therapv. The tbar of bone
marrow depression l imits its
widespread use.

Erythromycin is a useful broad
spectrum antibiotic for patients with
mild to moderate pneumonia. It
covers a wide spectrum of organisms
and simplifies therapy.

The GP must keeD abreast of
develooments in the area of
antibiolics. Close liaison with the
microbiologist is important in order
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the GP at home. This will reduce the
cost of health care delivery with very
little risk to the patient. The GP's
knowled ge of clinical presentation,
underlying causes, antibiotic choices
and resistance patterns and expected
recovery patterns will help intelligent
control of this common problem.

There is a need for a prospective GP
based study of pneumonia in this
resion in order to define the
a.Iiology of pneumonia. At present
we have to rely on published data
from overseas exDerience.

... Pneumonia in adults
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EIJANSSEN
E PHARMACEUTICA
Committed to Prcgress
through nesearch
Toegewy aan vooruitgang
deur navorsing

"There are still many severe problems for which
there is no cure at all and for which effective
drugs have to be found quickly in the interests
of all those who are suffering.
This is the way we see our duw here and we
would like to think that we have contributed to
the solution to some of those problems.
And we will continue...

...becausethere is so much
more that needs to be done."
Dr. Paul Janssen. Chairman. Director of Research.

'Daar is nog talle ernstige probleme waarvooT
daar hoegenaamd geen genesing bestaan nie
en waarvoor effektiewe middels spoedig gevind
sal moet word in belang van al diegene wat
lyding verduur.
Dit is die wse waarop ons ons plig hier vertolk
en ons sal graag die wete wil he dat ons 'n

bvdrae kan lewer in die oplossing van sommige
van hierdie probleme.
En ons sal aanhou...
...aangesien daar nog s6 baie
is waf gedoen moet word."
Dr. Paul Janssen, Voorsitter. Direkteurvan Navorsing.
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