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BHebonbHMYHasA MHEBMOHUS OKa3blBaeT CyLLECTBEHHOE BIMSIHWE Ha MWL, NOXWIOro BO3pacTta, Ko-
TOpble CTpaAatloT yalle u nmetoT bonee cepbesHble NOCNeACTBUSA MO CPABHEHMIO C MOSIOAbLIM Hacerne-
HUewm.

B cratbe npvBedeH KNMHUYECKUI CrnyYain HerocnuTanbHOW NHEBMOHWUM Y NOXUnbIX noaen. Mpu-
Mep KIMHUYECKOTO criyyasi ocBelaeT ocobeHHOCTU MHEBMOHUWN, OUArHOCTUYECKUIA MOAXOM4 U aHTu-
OakTepuanbHylo Tepanuio y naLMeHToB NoXunoro Bo3pacTa. [logyepkuBaeTcst 3HadeHne npodunak-
TUKW, @ UMEHHO MoaudmKaLumm obpasa XU3Hu 1 BakuMHaUuu.

KntoyeBble cnoBa: BHEGONbHMYHAS MHEBMOHMS, NOXWIbIE NTOAMU, KITMHUYECKUIA Criyvan, aHTubak-
TepuarnbHasi MTHEBMOHUS.

UDC 616.24-002-053.9

N. Yu. Bogun?, M. S. Brynza?, O. S. Makharynska2

A CLINICAL CASE OF PNEUMONIA IN THE ELDERLY

1 Municipal hospital Ne 3, Kharkiv, Ukraine,

2V. N. Karazin Kharkiv National University, Kharkiv, Ukraine

Community-acquired pneumonia (CAP) has a significant influence on elderly individuals, who are
affected more often and with more severe consequences compared with younger populations.

A clinical case of a 66-year-old man with complaints specific for CAP is discussed. The clinical
diagnosis of CAP in the lower lobe of the right lung, respiratory failure (RF) Il was made on the basis
of the chest X-ray data (focal infiltration of the lung tissue), patient’s complaints of fever, cough with
mucous sputum, history data (acute onset of the disease, association with overcooling; development
of disease in out-hospital setting); inspection data (focus of weakening of vesicular breathing, the
presence of moist fine bubbling rales during auscultation in the lower part of the right lung), blood test
results (stab shift, elevated ESR). Level of RF was established on the basis of RR (24/per min).

Patient management includes an antibiotic combination of ampicillin-sulbactam 1.5 g IV 3 times
per day plus azithromycin 500 mg orally daily for 10 days. We recommend CBC and X-ray control (at
7 to 12 weeks) after treatment.

The example of this clinical case highlights the features of pneumonia, diagnostic approach and
antibacterial therapy in elderly patients. The significance of prevention namely lifestyle modification
and vaccination is emphasized.

Key words: community-acquired pneumonia, elderly, clinical case, antibacterial therapy.

According to the guidelines
pneumonia is defined as a form
of acute respiratory infection that
affects the lung parenchyma
with high morbidity and mortali-
ty worldwide [1]. Community-
acquired pneumonia (CAP) is
the most frequently encountered

pathological condition in medical
practice and the second most
ordinary cause of hospitalization
and the most common infectious
cause of death. The course of
pneumonia in advanced age pa-
tients can be aggravated com-
pared with younger ones be-
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cause of the presence of comor-
bidities such as chronic obstruc-
tive pulmonary disease, other
forms of chronic lung disease
(e. g., bronchiectasis, asthma),
chronic heart disease (particu-
larly congestive heart failure),
stroke, diabetes mellitus, malnu-
trition and immunocompromising
conditions. Moreover this group
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of patients is susceptible to pneu-
monia due to their predisposition
to be less mobile and well-nour-
ished than younger population [2].
A 66-year-old patient, retired,
complains of fever up to 38 °C,
coughing up little amount of
white sputum, headache, short-
ness of breath, and weakness.
The patient got ill acutely after
overcooling. He suffers from cor-
onary artery disease (CAD): dif-
fuse cardiosclerosis (for 3 years),
arterial hypertension (for 29 years
with the highest level of blood
pressure (BP) 176/98 mmHg),
and chronic heart failure (CHF)
[ functional class by NYHA.
Therefore, he received routine
therapy with the following medica-
tions: Perindopril 5 mg, Hydrochlo-
rothiazide 12.5 mg, Simvastatin
20 mg, Aspirin 75 mg. The patient
denies smoking, alcohol abuse,
and contacts with tuberculosis and
infectious diseases carriers.
Objectively during the exami-
nation: the skin is pale, moist,
cyanosis of the lips. Body tem-
perature is 37.8 °C. The tongue
is whitish. In the lungs, weak-
ened vesicular breathing, mul-
tiple moist finely bubbling rales
are heard in the lower part of the
right lung. Respiratory rate (RR)
is 24 per minute at rest. Heart
sounds are muffled, rhythmic.
Heart rate (HR) is 90 beats per
minute, BP — 110/70 mm Hg.
Liver protrudes 1 cm below the
edge of the right costal margin,
pitting edema of both legs. Oth-
er physical examination findings
are without visible pathological
abnormalities. Complete blood
count (CBC): hemoglobin —
146 g/l, erythrocytes — 4,7-1012/1;
leukocytes — 10,9-109/I1, band
neutrophils — 12%, segmented
neutrophils — 77%, erythrocyte
sedimentation rate (ESR) —
30 mm/h. Urine analysis: density-
1012, protein — traces, leuko-
cytes — 2—-4 per high power
field. Blood biochemistry: ALT —

P

38 U/l; AST — 35 U/l, urea —
9 mmol/l, creatinine — 120 umol/l.
ECG — sinus rhythm, regular,
signs of left ventricular (LV) hy-
pertrophy. Chest X-ray: focal in-
filtrate in the basal part of the
right lung. Heart ultrasound:
moderate dilatation of the LV
cavity, hypertrophy of the LV wall
up to 1, 2 cm, ejection fraction
(EF) — 40%. The clinical diag-
nosis of CAP in the lower lobe
of the right lung, respiratory fail-
ure (RF) Il. CAD. Diffuse cardio-
sclerosis. Essential arterial hy-
pertension |l stage, 2 degree,
hypertensive heart (LV hypertro-
phy). CHF 2A, Il functional class
by NYHA with non-preserved
function of LV (40%) was made.

The significant importance in
the diagnosis of CAP commonly
belongs to demonstration of a
new infilirate on a chest X-ray in
a patient presenting with an
acute respiratory illness [3]. The
diagnosis of “community-ac-
quired left-sided lobar pneumo-
nia” in our patient was made on
the basis of the chest X-ray data
(focal infiltration of the lung tis-
sue), patient’s complaints of fe-
ver, cough with mucous sputum,
history data (acute onset of the
disease, association with over-
cooling; development of disease
in out-hospital setting); objec-
tive examination data (focus of
weaked vesicular breathing,
moist fine bubbling rales in the
lower part of the right lung), CBC
data (leukocytosis with left shift,
elevated ESR). Level of RF was
established clinically on the basis
of RR (24/per min), it should be
confirmed by arterial blood gases.

The following clinical syn-
dromes can be distinguished in
this patient: 1) systemic inflam-
matory response syndrome (SIRS)
takes place if at least 2 of the
4 criteria are present (RR high-
er than 20 breaths/min and white
blood cell count with 10% band
forms) [4]; 2) syndrome of lung
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tissue consolidation (focus of
weakened vesicular breathing,
moist fine bubbling rales during
auscultation in the lower part of
the right lung, chest X-ray data
(focal infiltration of the lung tis-
sue)); 3) syndrome of respirato-
ry failure (clinically, should be
confirmed by arterial blood gas-
es); 4) syndrome of arterial hy-
pertension and congestive heart
failure.

The initial approach to the
treatment of CAP is based on
risk stratification by CURB-65
pneumonia severity score in or-
der to evaluate if the patient
should be treated in an outpa-
tient or inpatient setting. This
score includes such parameters
as C = Confusion, U = Uremia
(BUN greater than 20 mg/dL),
R = Respiratory rate (greater
than 30 per min), B = B. P (BP
less than 90/60 mmHg) and age
greater than 65 years [5]. Our
patient has 2 points (BUN — 25
mg/dL, age — 66 years old)
which means that patient should
undergo the hospital admission
for treatment.

The main goals of treatment
for CAP are to eradicate the in-
fection, reduce morbidity, and
prevent complications. It de-
pends generally on the empiric
use of antibiotic regimens that
target both typical for elderly
population pathogens (e. g.,
S. pneumoniae, H. influenzae,
and M. catarrhalis, Legionella
pneumophilia, M. pneumoniae,
and C. pneumoniae) [6]. Key
factors influencing the choice of
a specific regimen include pa-
tient comorbidities (e. g., chron-
ic lung, liver, heart, or renal dis-
ease, diabetes mellitus, cancer,
and/or alcohol dependence), re-
cent antibiotic use (i. e., within
the last three months), and local
macrolide and doxycycline re-
sistance rates [7]. The presence
of risk factors in our patient spe-
cifically age more than 65, CHF
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justifies the appointment of com-
bination of ampicillin-sulbac-
tam 1.5 g IV 3 times per day plus
azithromycin 500 mg orally dai-
ly for 10 days. In hospitalized
patients with nonsevere CAP,
the treatment recommendation
is a respiratory fluoroquinolone
or a beta-lactam plus a mac-
rolide regimens but beta-lactam
plus macrolide antibiotic combi-
nation can be preferable due to
some significant advantages of
it. Firstly, many observational
studies have suggested that beta-
lactam plus macrolide combina-
tion regimens are associated
with better clinical results in pa-
tients with CAP, possibly due to
the immunomodulatory effects of
macrolides. Furthermore, the se-
verity of adverse effects and the
risk of resistance in colonizing
organisms are generally thought
to be greater with fluoroquinolo-
nes than with the combination
therapy regimens. In conclusion,
the use of fluoroquinolone in
areas with high prevalence of
tuberculosis, as Ukraine, is un-
der the question due to the per-
ception that they contribute both
to delays in the diagnosis of pul-
monary tuberculosis and to the
emergency of fluoroquinolone-
resistant strains of Mycobacteri-
um tuberculosis [8]. The duration
of therapy was based on the pa-
tient's clinical response to thera-
py. Treatment duration of pa-
tients with CAP and chronic co-
morbidities generally requires 7
to 10 days of therapy. Evaluation
of the effectiveness of antibiotic
therapy should be carried out in
48-72 hours from the start of the
treatment. The main criteria for
efficiency in these terms should
be considered as a reduction in
the severity of intoxication and a
decrease in body temperature,
the absence of signs of respira-
tory failure. The clinical recom-
mendations include dynamic ob-
servation and CBC and X-ray
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control for some groups of pa-
tients after treatment. It is worth
noting that most patients with
clinical resolution after treatment
do not require follow-up chest ra-
diography. The chest radiogra-
phy should be performed at 7 to
12 weeks following treatment in
patients > 50 years of age, par-
ticularly in males and smokers
in this age group [8]. During the
course of treatment, the gener-
al condition of our patient im-
proved in the form of reducing
the manifestations of the SIRS
and lack of the significant com-
plications. The antibiotic therapy
was effective and did not require
any changes, and our patient re-
covered after 10 days of treat-
ment.

Severity and extension of
pneumonia, inadequate response
to infection, and low functional
status are the principal factors
associated with mortality in old-
er patients [9]. The most fre-
quent complications in people
with advanced age of bacterial
pneumonia are exacerbation of
preceding comorbidities, respira-
tory failure, multiple organ dys-
function syndrome, coagulopa-
thy and sepsis. There are three
primary aspects for the preven-
tion of CAP such as smoking
cessation if appropriate, influen-
za vaccination for all patients,
pneumococcal vaccination for
at-risk patients. In elderly pa-
tients, special attention should
be paid to patients with swallow-
ing disorders, malnutrition, high
rate of comorbidities, poor func-
tional and bedridden status as
predisposing factors for CAP.
Enhanced oral hygiene and reg-
ular physical activity could re-
duce CAP incidence [6]. Current
guidelines recommend vaccina-
tion against S. pneumoniae and
influenza in all patients’ =65
years. Since our patient is 66
years old and has an associat-
ed comorbid pathology in the
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form of CHF with non-preserved
function of LV (40%) he is at risk
and in order to prevent the de-
velopment of pneumonia in the
future, we recommend him vac-
cination against S. pneumoniae
and influenza once a year ac-
cording to current guidelines.

Pneumonia can be lethal in
case if proper treatment is not
prescribed instantly. Pneumonia-
causing agents, patient’s risk
factors such as age, history of
allergies and chronic comorbidi-
ties should be taken into consid-
eration during choosing the an-
tibiotic treatment. The influenza
vaccination and pneumococcal
are effective measures for the
prevention of pneumonia in the
elderly.

KnrouoBi cnoBa: nosanikap-
HAAHa NHEBMOHIS, NOAN NOXMMO-
ro BiKy, KniHIYHWA BUNadoK, aH-
TnbakTepianbHa MHEBMOHIS.
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XapbKoecKkuli HayuoHarsbHbIU yHugepcumem umeHu B. H. KapasuHa, Xapbkos, YkpauHa

Llenb uccrnenoBaHnst — paccmMoTpeTb BOMPOCHI BeAEHWS NaumeHTa ¢ CepAeyYHOn He4oCTaTOYHOC-
Tbi0 1 KapgumoctTumMynatopoM. MegukameHTO3Has Tepanusa nayueHta ¢ cepaeyvyHon HeAOoCTaTOYHOC-
Tbi0 U KapAMOCTUMYNATOPOM MpeACcTaBrieHa B 3TOW CTaTbe Ha NMpUMepe KIMHUYeCKoro crny4vas. Bbl-
xo4 AnutensHocTn nHTepeana QRS 3a npegernsl HOpMansHOro Auana3oHa nocse YCTaHOBKW Kapano-
CTMMYNSITOpa NoKa3aH Kak OVH U3 BaXHbIX (hakTOpOB, ONPeAEensoWmnX TaKTUKY NeYeHnss cepaeyvHoi

HEeOJOCTaTO4YHOCTHU.

KnioyeBble crnoBa: cepaeyHasi He[oCTaTOYHOCTb, KAPANOCTUMYNSALUS, KapAvarnbHas pecuHXpo-
HU3UpYyoLLas Tepanus, anekTpokapavorpadusi, MeankaMeHTo3Has Tepanusi.
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The aim of the study: to consider the management of patients with heart failure (HF) and cardiac
pacemaker. HF remains one of the most important problem areas of modern medicine and has a
huge social significance due to the widespread, steadily progressing, prognostically unfavorable course
and high economic losses. Treatment of HF includes interventions in lifestyle, drug therapy and one
of the modern methods is cardiac resynchronization therapy. Pacemakers are well-established thera-
pies of severe bradyarrhythmias, and one of them is complete atrioventricular block.

Our patient: The woman, 78 years old, with complaints of oedema of the shins, cough and dysp-
nea at minimal exertion, absent at rest. Anamnesis is remarkable significant for arterial hypertension,
myocardial infarction (2011, 2014), AV block of llld degree with Adams-Stokes syndrome. 23.08.17
the cardiac pacemaker was implanted, in the DDDR pacing mode. After implantation of cardiac pace-
maker the symptoms were not completely controlled, and patient was hospitalized to the cardiology
department to correct the treatment, EF=48%.

Conclusion. Cardiac pacemaker in the presence of possible solutions to the problem of arrhyth-
mias and HF it does not cancel, but modifies the medical support of patients. To prolong patient’s life,
it's very important to establish a timely diagnosis and prescribean appropriate therapy.

Key words: heart failure, cardiac pacing, cardiac resynchronization therapy, electrocardiography,

drug management.
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