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Abstract 

Pneumonia is an infectious disease, in which the lungs are affected by pathological microorganisms, which are most often 

bacteria or viruses. As a result of advances in experimental therapeutics, many promising therapies for pneumonia are 

emerging. The first line agents according to WHO guidelines are penicillins. Many other drugs such as macrolides, 

carbepenes, tetracyclines, cephalosporines, floroquinolones and aminoglycosides are also used. Some major side effects 

such as Q-T interval prolongation caused by moxifloxacin and macrolides, tetracycline’s cause teeth discoloration, 

photosentivity, growthretardation, aminoglycosides cause ototoxicity and nephrotoxicity. It’s important to note that 

alteration in doses of drugs used in treatment depending upon individual condition prove helpful in reducing these 

complications. If a patient is resistant to one drug an alternative drug therapy is suggested or employed. 
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Introduction 

     Pneumonia is defined as inflammation of lung 
parenchyma of infective origin and characterized by 
consolidation. It is an infectious disease in which the 
lungs alveoli are filled with fluid which causes difficulty in 
breathing and oxygen levels in body decrease. The 
symptoms associated with pneumonia arechills, fever, 
cough (possibly with sputum production), difficulty in 
breathing, chest pain, wheezing, increase rate of 
breathing, fatigue. A wide range of organisms cause 
pneumonia. It is classified into lobar pneumonia, broncho 
pneumonia. The pneumonia is classified according to 
place of origin is Community acquired pneumonia (CAP) 
and Hospital Acquired Pneumonia (HAP). As a result of 
advances in experimental therapeutics, many promising 
therapies for Pneumonia are emerging. The empiric 
therapy for pneumonia mostly starts with amoxicillin. 
Diagnosis of pneumonia is done through x-ray, physical 

examination, atrial blood gas, and bronchoscopy. The 
rapid emergence of resistant bacteria is occurring 
worldwide and this resistance is a big threat to everyone. 
The antibiotic resistance crisis is due to overuse or 
misuse of the antibiotic. WHO make some guidelines or 
protocols to treat pneumonia. The initial antibiotic 
therapy regimens vary from country to country. 
According to WHO guidelines first line agents are 
penicillin’s (amoxicillin). If it’s not effective or the patient 
is resistant to them than use second option which is 
cephalosporin’s and aminoglycoside and so on. The last 
therapy for multi-resistant drug therapy is carbepenes 
(imipenem). Monotherapy of imipenem/clistatin for 
lower respiratory tract infections was safe and effective. 
 
     Risk factors for multi resistant pneumonia are advance 
age, immune suppression, broad spectrum antibiotic 
exposure, increased severity of illness, methicilline 
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resisdent staphylococcus aureus and other micro 
organisms. 
 

Aims and Objectives 

     To assess and address the multidrug resistant drug 
therapy for pneumonia. 
 

Case Presentation 

     A 55yrs old patient name Mr. Nazir Ahmad was 
admitted to services hospital pulmonology ward 5th 
December 2017, with the complaint of severe breathing 
difficulty, fever, chest pain, cough and chills. He was a 
patient of hypertension too. He was also suffering from 
asthma but not taking any medicine for asthma. He was 
taking OTC medicine for cough and from last 15 days. The 
patient was taking cough syrup for cough and amoxicillin 
and antipyretic for fever. He was not taking medicine for 
asthma and hypertension. 
 

History of Present Illness 

He was complaining of fever, cough, breathing difficulties. 
 

Past Medical History 

 Fever from last 15 days and cough from last 1 month. 

 He has asthma and hypertension. 

 

Family History, Occupational History, Allergy 

Nothing contributory 
 

General Examination 

 Height 5’5” 

 Weight 68kg 

 BP 100/70  

 Pulse 110/min 

 Temperature 990F  

 

Diagnosis of Pneumonia 

Chest X-ray 
Sputum Culture Test 
Oxygen saturation test 
AFB Test 
 

Medication History 

     Amoxicillin, Antipyretics (Paracetamol, Disprine), 
Cough syrup. 

Pharmacotherapy Assessment 

The patient was non-compliant with the drug regimen. 
 

Medication Therapy 

Brands Generics Strength Frequency 

Imipenem Imipenem 1g/Iv TDS 

Azitma Azithromycin 500mg OD 

Soluntef Hydrocortisone 100mg/IV BD 

Ceftriaxone Ceftriaxone 1g BD 

Paracetamol Paracetamol 500mg(2tab) 4-6hrs 

Normal saline Normal saline 1000ml OD 

Steam 
inhalation 

Steam inhalation Daily Daily 

 
Outcomes 

The patient condition was improving day by day. 
 

Discussion 

     When the patient was admitted to the hospital he has 
accepted the prescribed drugs, including imipenem, 
azithromycin, panadol, and hydrocortisone and vent line. 
After 3 days imipenem stops and ceftriaxone started. All 
these agents have advantages and drawbacks. Routinely 
patient’s LFT and RFT are done. AFB test was conducted 
to confirm either its T.B or pneumonia. Patient was not 
compliant in the past that’s why tell him to follow to the 
regimen. Imipenem was the most potent drug for 
controlling Pneumonia symptoms, particularly the 
résistance induced through antibiotic. However imipenem 
is the most expensive drug so, is gradually withdrawn and 
another preparation then tried. For nasal congestion, and 
bronchospasm ventoline is recommended. Panadol 
(paracetamol) is added in the regimen for fever and 
patient fever was cured. Patient first strategy of therapy 
was not effective although his condition worsten then he 
was hospitalized. 
 

Conclusion 

     In the present study a multi-drug resistant pneumonia 
patient condition addressed his regimen altered and 
compliance makes sure. A major difference in his 
condition was established. The patient condition was 
constantly improving. For improvement of the 
therapeutic strategies in such cases, further studies 
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should be performed. To prove therapeutic strategies 
used in this case further studies are to be conducted, as 
present paper is single case study. Trial in a larger sample 
is required to generalize this effect. 
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