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Abstract: Background: community-acquired pneumonia (CAP) remains a major cause of morbidity and mortality worldwide, 

especially in low resource healthcare settings. Early identification of patients with severe disease using validated scoring systems is 

essential for optimal triage and management. Objectives: To assess the clinical characteristics, microbiological pattern, and outcomes of  

adult patients with CAP and to evaluate the prognostic use of CURB-65 severity scoring in determining mortality and need for intensive 

care. Methods: This observational study including 60 adult patients diagnosed with CAP attending out-patient and in-patient services in 

the department of general medicine at RIMS, kadapa between January 2017 and January 2018. Demographic, clinical, radiological, 

and microbiological parameters were recorded. CURB-65 score was calculated at admission. The main outcome measure was mortality 

during hospitalization and additional outcomes were admission to intensive care and requirement for ventilatory support. Diagnostic 

performance metrics were calculated. Results: In a total of 60 adult patients Mean age was 38.08 ± 9.01 years; 71.6% were males. Fever 

and cough were present in 100% cases. Streptococcus pneumoniae (35%) was the most common isolate. Mortality was 5%. All deaths 

were seen in patients with CURB-65 score of 3. CURB-65 demonstrated 100% sensitivity and specificity for predicting mortality in this 

cohort. Conclusion: CURB-65 is a simple, practical, and reliable tool for early risk stratification in CAP. Routine implementation may 

improve triage decisions in resource-limited settings. 
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1. Introduction  
 

Community-acquired pneumonia is defined as an acute 

infection affecting the lung tissue that develops outside a 

hospital environment [1]. CAP remains an important cause 

of illness and death across the world. According to global 

health estimates, lower respiratory tract infections are among 

the top causes of death globally [2]. In India, the burden of 

CAP is substantial due to high prevalence of additional 

medical conditions like diabetes mellitus and chronic 

pulmonary disease [3]. Identifying patients at increased risk 

of adverse outcomes is crucial to determine the appropriate 

level of care. Various scoring systems have been created to 

help doctors make treatment decisions. The Pneumonia 

Severity Index (PSI) developed by Fine et al. [4] 

incorporates multiple variables, limiting its rapid bedside 

applicability. The CURB-65 score proposed by Lim and 

colleagues. [5] is simple and bedside-friendly which 

includes confusion, blood urea >7mmol/L, respiratory rate 

≥30/min, blood pressure <90 systolic or ≤60 diastolic, and 

age ≥65 years. Each parameter scores one point. The 2019 

ATS/IDSA guidelines emphasize the importance of reliable 

severity scoring systems to help guide treatment decisions 

[6]. Recent literature continues to support the prognostic 

value of CURB-65 in anticipating death rate and ICU 

requirement [7–9]. However, data from smaller tertiary 

centers in South India remain limited. This study was 

therefore carried out to examine the clinical characteristics, 

microbiological patterns, and outcome predictors of CAP in 

our institution, with special focus on assessing the diagnostic 

performance of CURB-65. 

 

2. Materials and Methods 
 

A study that observed patients over a period of 12 months 

(January 2017–January 2018) in the Department of General 

Medicine at a tertiary care hospital. Inclusion criteria 

included adults ≥18 years with acute symptoms suggestive 

of pneumonia and radiological confirmation. Exclusion 

criteria included immunocompromised states, HIV infection, 

active pulmonary tuberculosis, pregnancy, and hospital-

acquired pneumonia. Demographic data, co morbidities, 

presenting symptoms, vital parameters, laboratory values, 

and microbiological findings were recorded in a structured 

proforma. CURB- 65 score was calculated at admission. All 

patients were divided into low-risk (score 0-1), intermediate-

risk (score 2), and high-risk (score 3 or more) groups. 

Primary outcome was in-hospital mortality. Secondary 

outcomes were ICU admission and need for mechanical 

ventilation. 

 

Data analysis: Numerical data were summarized as mean 

with standard deviation. Categorical data were shown as 

percentages. The performance of CURB-65 was assessed by 

calculating sensitivity, specificity, positive predictive value 

(PPV), and negative predictive value (NPV). 

 

3. Results 
 

A total of 60 patients were included in this study. Their age 

and sex details are listed in Table 1. Males constituted 

71.6%, indicating male predominance. Mean age was 38.08 

± 9.01 years. The presenting symptoms are summarized in 

Table 2. Fever and cough were present in 100% of cases. 

Dyspnea was present in 60% of cases. Radiological patterns 
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of cases are depicted in Table 3, with lower zone infiltrates 

being the most common finding (60%). Associated co 

morbidities are presented in Table 4. Diabetes mellitus 

(26.6%) was the most common co morbidity and was 

present in all mortality cases, suggesting a potential 

association with adverse outcomes. Complications of 

pneumonia are shown in Table 5. Respiratory failure 

occurred in 15% of patients, while overall mortality was 

5%(n=3). Microbiological profile is summarized in Table 6. 

A high rate of organism detection was seen, with sputum 

culture positive in 85% of cases. The most common 

organism was Streptococcus pneumoniae (35%) which is 

similar to global trends [1,6]. CURB-65 parameter 

distribution is shown in Table 7. Majority of patients 

(73.3%) in low-risk category. Three patients (5%) died, all 

with score of 3, demonstrating strong association between 

higher score and mortality.  CURB-65 demonstrated 100% 

sensitivity and specificity for predicting in-hospital mortality 

in this cohort, for predicting mechanical ventilation, 

sensitivity was 75% and specificity was 100%. 

 

Table 1: Age And Sex Distribution: 

Age in Years 
Male Female Total 

No % No % No % 

21-30 11 25.58 4 23.5 15 26.6 

31-40 17 39.53 8 47 25 41.6 

41-50 7 16.27 3 17.6 10 16.6 

51-65 8 18.6 2 11.76 10 16.6 

Total 43 100 17 100 60 100 

 

Table 2: Sex wise distribution of presenting symptoms 

Presenting 

 complaints 

Male  

(n=43) 

Female 

(n=17) 

Total  

(n=60) 

No No No % 

Fever 43 17 60 100 

Cough 43 17 60 100 

Chest pain 17 7 24 40 

Hemoptysis 1 0 1 1.66 

Shortness of breath 28 8 36 60 

Confusion 1 0 1 1.66 

Others 2 1 3 5 

 

Table 3: Showing Sex Wise Distribution of X Ray Lesions 

Type of lesion 
Male  

(n=43) 

Female 

(n=17) 
Total % 

Upper zone lesions 3 1 4 6.66 

Middle zone 5 4 9 15 

Lower zone lesion 25 11 36 60% 

Interstitial infiltrates 3 0 3 5 

Bilateral lesions 2 1 3 5 

Pleural effusion 5 0 5 8.33 

 

Table 4: Showing Sex Wise Distribution of Associated 

Comorbidities 
Signs Male Female Total % 

COPD 6 1 7 11.66 

Hypertension 7 2 9 15 

Diabetes mellitus 12 4 16 26.66 

HIV 3 1 4 6.66 

Old pul TB 3 1 4 6.66 

 

 

Table 5: Showing Sex Wise Distribution of Complication of 

Pneumonia 
Sputum Male Female Total % 

Pleural effusion 5 0 5 13.33 

Empyema 0 0 0 0 

Lung abscess 0 0 0 0 

Septicemia 6 0 6 10 

Respiratory failure 7 2 9 15 

ARDS 3 _ 3 5 

Death 2 1 3 5 

 

Table 6: Showing Different Organisms Recovered in 

Sputum Culture and Sensitivity 
Culture and sensitivity Male Female Total % 

Streptococcus pneumoniae 19 2 21 35 

Staphylococcus aureus 8 2 10 16.66 

Pseudomonas aeruginosa 4 2 6 10 

Klebsiella 9 2 11 18.33 

E COLI 2 1 3 5 

 

Table 7: Showing Sex Wise Distribution of CURB Score 
Variables Male Female Total % 

Confusion/disorientation 4 0 4 6.66 

Urea 6 1 7 11.66 

Respiratory rate 25 3 28 46.66 

Hypotension 4 0 4 6.66 

 

4. Discussion 
 

The present study demonstrated male predominance and 

relatively younger mean age compared to Western cohorts 

[4,7]. This demographic trend is consistent with other Indian 

studies [3]. Diabetes mellitus was a key comorbidity 

influencing outcomes. Hyperglycemia may impair host 

immune response and increase susceptibility to severe 

infection [10]. Streptococcus pneumoniae was the most 

common pathogen, aligning with ATS/IDSA and WHO data 

[1,2,6]. CURB-65 demonstrated excellent predictive value in 

our study. Similar findings were reported by Lim et al. [5], 

who validated CURB-65 as a reliable predictor of 30-day 

mortality. Recent systematic reviews (2020–2023) confirm 

that CURB-65 remains a robust bedside tool, especially in 

resource-limited settings [8,9]. While PSI may provide more 

granular risk stratification, CURB-65 offers simplicity, rapid 

applicability and has demonstrated comparable predictive 

accuracy to other severity indices in Indian cohorts (11,12). 

 

5. Limitations of the Study 
 

The present study has some limitations. The sample size was 

relatively small and derived from a single tertiary care 

center, which may limit generalizability. The number of 

mortality events was low, which may affect the precision of 

diagnostic performance estimates. Long-term follow-up 

outcomes were not assessed. Studies from multiple centers 

are required to validate these findings. 

 

6. Conclusion 
 

Community-acquired pneumonia was a significant health 

burden. In this study pneumonia was seen in all the age 

group, most common between 20-40 years. It was associated 

with various medical conditions, most common were 

Diabetes mellitus and COPD. Smoking is a well known and 
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important risk factor through causing changes in the body's 

natural defense system. CURB-65 scoring is a simple, 

validated, and reliable tool for predicting death and the need 

for intensive care. Routine implementation in emergency 

settings may optimize triage decisions. 

 

7. Clinical Significance 
 

Early risk stratification of community-acquired pneumonia 

is essential for appropriate triage and resource allocation, 

especially in settings with limited medical resources. The 

findings of this study support the use of CURB-65 as a 

simple bedside tool to recognize the patients at higher risk of 

death and those who may need intensive care, thereby 

facilitating timely clinical decision-making. 
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