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Abstract
The greatest risk of death from pneumonia in childhood is in the neonatal period. It is
estimated that pneumonia contributes to between 750 000–1.2 million neonatal deaths
annually, accounting for 10% of global child mortality. The etiology depends on time of
onset. Gram negative bacilli predominate in the first week of life, and Gram-positive bacteria
after that. Streptococcus pneumonia probably causes about 25% of neonatal pneumonia.
Other associated risk factors are malnutrition (40% in India), Indoor air pollution, non-breast
feeding, chronic pulmonary disease (obstructive), etc. Strengthening of health care delivery
system for early detection and treatment and as well as minimization of preventable risk
factors can avert a large proportion of death due to pneumonia. Interventions that would
reduce mortality from this condition would have a large range of beneficial effects: improved
maternal health, better management of other common neonatal conditions, and reduced long
term childhood and adult morbidity.
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Introduction
Neonatal pneumonia accounts for 6.1% of
the total global neonatal mortality. It
contributes to 5.1% of neonatal mortality
in India and 5.6% in South Asia. [1] There
is no international consensus regarding
definition,
diagnostic
criteria
and
management of pneumonia among newborn babies. [2,3] Recently in India, the
neonatal mortality rate (NMR) has
Kumar et al.

declined and now over half of India’s
under-five deaths occur in the neonatal age
group. Seventeen percent of these are
attributed to pneumonia, making it the
most dreaded neonatal infection. [4]
At present, the epidemiologic pattern of
pneumonia is being altered by changes in
patient characteristics, such as increased
immunosuppression, and by changes in
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medical practice. [5] Many bacteria and
viruses can cause pneumonia and many of
them can be detected by methods available
only in research laboratories. [6] Control
of pneumonia depends upon an
understanding of the relative importance of
etiologic agents for recommendations
regarding treatment and for the
development of vaccines. [7]
In India, there is very little information
about neonatal pneumonia. To reduce the
high prevalence of neonatal pneumonia
and its accompanying mortality, it is
critical to identify and eliminate risk
factors associated with the disease, as well
as to execute effective therapies to
increase neonatal survival. The goal of this
study was to find risk variables and
mortality
predictors
for
newborn
pneumonia in the Indian environment.
Classification
and
Problems
in
Understanding the Epidemiology of
Neonatal Pneumonia
Neonatal pneumonia can be arbitrarily
classified as early and late onset. There are
various definitions of early onset
pneumonia; some authors have used 48
hours as a cut off, others have suggested 7
days. It may be operationally useful to
separate the disease classification between
the first week of life and the subsequent
three weeks. In most series, Gram negative
bacteria predominate in the first week and
Gram-positive
bacteria
predominate
subsequently. [2]
Intrauterine pneumonia also occurs in the
setting of a systemic infection in the
mother, such as rubella, cytomegalovirus,
Treponema
pallidum,
Listeria
monocytogenes, tuberculosis, and HIV.
These infections may be asymptomatic in
the mother. Associated features include
hepatosplenomegaly, thrombocytopenia,
and jaundice. [2]
The literature on the bacterial etiology of
neonatal pneumonia is influenced by
studies that include nosocomial infection
in neonatal intensive care units. [8, 9]
Kumar et al.
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Many studies do not report the age of
onset. A further difficulty is that blood
cultures will underestimate the proportion
of pneumonia that is bacterial, and lung
puncture studies have rarely been
performed on neonates. [10, 11] In
Ethiopia, a diagnosis of pneumonia in
young infants was negatively associated
with bacteremia, compared with the
diagnoses of clinical sepsis, ‘‘severe
disease’’, or ‘‘eventually fatal sepsis’’.
[12] In studies where a high proportion of
infants had previously received antibiotics,
the highest yield has come from the
combination of blood culture, lung
puncture culture, and serum and lung
aspirate latex agglutination antigens. [13]
Aetiology and Pathogenesis
The epidemiological features of neonatal
pneumonia, in general, with their resultant
implications for treatment and prevention
are sufficiently similar to those of neonatal
bacteremia and meningitis, and therefore
can be used to understand the etiology of
the disease. [2]
The bacterial etiology of neonatal
pneumonia is also influenced by
nosocomial infection in neonatal intensive
care units. In some areas of the world high
rates of Streptococcus pneumonia have
been detected in late-onset neonatal
pneumonia. Also, since lung-derived
samples are rarely obtained from neonates,
[10, 11] studies pertaining to neonatal
pneumonia contain blood culture data
which will underestimate the proportion of
cases that are bacterial. [2]
Viral neonatal pneumonias can either be
associated with intrauterine, early-onset or
late-onset pneumonias, and can be
acquired from the birth canal [e.g. herpes
simplex virus (HSV)]), infected siblings,
parents and/or healthcare workers [e.g.
respiratory viruses such as respiratory
syncytial virus (RSV)] with or without
nosocomial
involvement.
Congenital
pneumonia is caused by a mixture of
bacteria, viruses and fungi. [14]
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Early onset neonatal pneumonia:
Bacterial causes found in studies from
developing countries clearly distinguished
early from late onset neonatal sepsis and
pneumonia. Escherichia coli, group B
Streptococcus,
Klebsiella
spp,
Staphylococcus aureus and Streptococcus
pneumonia were the most commonly
isolated bacteria. [2] In a further study that
did not make a clear distinction between
early and late causes, among 150 Indian
neonates presenting at a median of 164
hours of life with respiratory distress, of
whom 103 were diagnosed with
pneumonia, blood cultures were positive in
49 cases (48%): Klebsiella in 28, Staph
aureus in seven, coagulase negative
Staphylococci in seven. [15]
Late onset neonatal pneumonia:
Two lung aspirate studies from India have
highlighted the importance of Grampositive bacteria in neonatal pneumonia:
one study found S pneumonia (14 out of
50) and Staph aureus (14 out of 50) to be
the most common causes of neonatal
pneumonia. [11] A second study found
S pneumonia antigen positive in serum or
lung aspirate of 10 of 44 (22%) neonates
with pneumonia (but no cultures of S
pneumonia were positive), and Gramnegative bacilli were cultured in 11 of 44
(25%). [13]
Atypical pathogens:
Congenital syphilis is still a major cause of
neonatal infection in many developing
countries, and fatal cases are invariably
associated with severe pneumonitis and
hypoxemia (pneumonia alba). In a study
from Papua New Guinea, [16] congenital
syphilis was the cause of death in 13.5%
(17 of 126) neonates, and the case fatality
rate for congenital syphilis was 33%. [17]
Severe hypoxemia was common. [18] In
Malawi, independent risk factors for
neonatal death included maternal syphilis
(hazard ratio 2.4; 95% confidence intervals
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1.3 to 4.4), low birth weight, and first
pregnancy. [19]
Associated Risk Factors:
In India, poverty, poor immunization
status, indoor air pollution, overcrowding
and malnutrition/ poor nutritional practices
appeared to be the major associated risk
factors. The same factors along with very
young age, oxygen saturation (SpO2) of
<90 per cent or abnormal chest X-ray at
presentation also determined the outcome.
[20-24]
Malnutrition:
Common bacterial pathogens in such
children differ from those reported in
children without severe malnutrition with
more frequent infections with Klebsiella
pneumonia, Staphylococcus aureus, and
Escherichia coli. [25] In India, more than
40 per cent of children aged under-3 years
are underweight and more than half of all
children under 6 months are not
exclusively breastfed. [26]
Hygienic practices: Hand and respiratory
hygiene are crucial in minimizing the
spread of most organisms responsible for
acute
respiratory
infections
and
pneumonia. Studies have shown that hand
washing with soap and water can reduce
the incidence of acute respiratory
infections and pneumonia by up to 50
percent. [27-29] The recommendations to
cover the mouth and nose during
coughing/ sneezing as a component of
respiratory hygiene/cough etiquette have
been
based
on
their
plausible
effectiveness. [30-32]
Mother’s lack of education and
inexperience as a caregiver is one more
risk factor for childhood pneumonia that
may be amenable to public health
intervention. [33] Teenage pregnancy and
lack of essential support by health services
add to the impact from this risk. Fertility
rates in South Asia range from 71 to 119
births per 1000 women aged 15-19. [34]
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Chronic pulmonary disease(obstructive) :
This is a common condition in the region
due to the high prevalence of the
underlying risk factors, smoking and
indoor air pollution.[35, 36] By using the
criteria developed by Anthonisen et al, an
average patient with chronic pulmonary
disease suffers 2 or 3 attacks of acute
exacerbation each year. [37] And, more
than half of the exacerbations are caused
by a bacterial infection and about a third
by viral. [38, 39]
Social determinants and access to services
by the poor: Pneumonia burden is
inversely related to access to healthcare.
Healthcare resources in the region,
especially in India, are not seriously
inadequate but unequal distribution of
resources has been the major determinant
of access to healthcare and disease
prevention and control. Only about a fifth
of the total health expenditure is borne by
the State in high burden countries; the rest
comes from the individual or family’s
‘out-of-pocket’ expenses. [40]
Diagnosis and Investigations:
Chest X-rays should be performed in any
patient with respiratory abnormalities.
Blood should be collected for a complete
blood count (CBC), C-reactive protein and
culture in all cases of neonatal pneumonia.
While the yield from blood cultures is low,
blood, if possible, should be collected
prior to antibiotic therapy to guide second
line treatment in the event of first-line
antibiotic failure. Blood cultures collected
simultaneously with endotracheal tube
aspirates in mechanically ventilated
neonates may also assist in determining
the significance of endotracheal tube
colonization. Pus from empyema or skin
pustules should be submitted for Gram
staining and bacterial culture. [14] The most
useful diagnostic tests for congenital
pneumonia facilitate identification of the
infecting microorganism. [41]
Bacterial culture:
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Conventional bacteriological culture is
used most widely and is currently the most
helpful test. Aerobic incubation of cultures
is sufficient for recovery of most
responsible pathogens. Although the foul
smell of amniotic fluid in the setting of
maternal chorioamnionitis is often
attributable to anaerobes, these organisms
are seldom shown to be causative.
Blood culture:
Blood culture with at least 1 ml of blood
from an appropriately cleaned and
prepared peripheral venous or arterial site
is essential, since much neonatal
pneumonia are hematogenous in origin and
others serve as a focus for secondary
seeding of the bloodstream. Blood culture
samples drawn through freshly placed
indwelling vascular catheters may be
helpful,
but
the
possibility
of
contamination rises, the longer the catheter
is in place. Multiple cultures of blood from
different sites and/or drawn at different
times may increase culture yield, but
limited circulating blood volume precludes
this as the standard of care in neonates.
Urine culture:
During the first 3 days of life, urine culture
is unlikely to be helpful because most
urinary tract infections seen at this age are
hematogenous in origin.
Culture of specimens from endotracheal
aspiration:
Culture and Gram stain of an endotracheal
aspirate obtained by aseptic technique as
soon as possible after intubation may be
useful. Under typical circumstances,
airway commensals take as long as 8 h to
migrate down the trachea. At least one
study demonstrated that culture of
endotracheal aspirates obtained within 8
hours of birth correlates very well with
blood culture results and probably reflects
aspirated infected fluid. The longer the
tube has been in place, the greater the
likelihood that recovered organisms
represent colonizers rather than invasive
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pathogens; nonetheless, recovery of a
single recognized pathogen in large
quantities may be helpful in the selection
of antibiotic therapy, especially if culture
results from normally sterile sites are
negative.
Culture from other respiratory sites:
In the presence of radiographically visible
pleural fluid, careful positioning of the
infant and cautious thoracentesis after
sterile preparation of the sampling site
may yield diagnostic findings on Gram
stain, direct microscopy and/ or culture.
Sonography may reveal smaller fluid
pockets and facilitate safer sampling under
direct visualization. Although data from
neonates are insufficient to draw
conclusions, studies in older populations
suggest a very high correlation with
culture of lung tissue and/or blood.
Serological tests:
They have limited use but may offer some
insights. Serological tests for syphilis may
suggest or confirm the presence of
pneumonia alba, particularly in high-risk
population. The value of assessing
antibody responses in acute and
convalescent sera from infants using flora
recovered from endotracheal aspirates has
been suggested as being useful.
Prevention and Control:
Relatively inexpensive and simple, yet
safe and effective measures have been
available and are also emerging for both
prevention and control of pneumonia or
acute lower respiratory infection in all age
groups. Reducing risk factors, improving
case management at the household,
community and facility levels, ensuring
regular supervision and reliable logistics,
and sound monitoring and evaluation are
the most effective ways of reducing
morbidity and mortality from pneumonia.
Providing effective referral care for cases
with severe pneumonia requiring oxygen,
second-line
antibiotics,
and
other
supportive management will contribute
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further to reduce mortality. Lack of public
health focus and commitment has allowed
the burden to remain high. Bringing
pneumonia back to the main focus is also
crucial to achieve the MDG-4, and
national public health programmes can do
so by taking the following steps. [3]
Surveillance
estimation:

and

disease

burden

Reliable estimation of pneumonia burden
and region/ country/ or locale-specific risk
factors is still lacking in the region
especially from the remote areas inhabited
by
socioeconomically
weak
and
marginalized populations and tribal
groups. A focused active surveillance
system at the community level and
integrated well with the national integrated
disease surveillance system is imperative
to determine the true burden, seasonality
and trend of this important disease in all
age groups. [3]
Research, monitoring and evaluation:
Re-focusing on this forgotten priority in
the peripheries of health services means
finding ways to scale-up implementation
of the available interventions for
prevention
and
case management.
Implementation of available interventions
for prevention and control has encountered
known and unknown barriers in many
parts of the Region and therefore there is a
need for the researchers to focus on
identifying the barriers and the means to
remove them for scaling up. [3]
Mobilizing national and international
response:
Data
generated
through
reliable
surveillance
and
research
studies,
especially on the burden size and
remediable risk factors and control
measures, can be used to mobilize
response from the national and
international partners and stakeholders
through effective advocacy. [3]
Prevention:
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The etiology of childhood communityacquired pneumonia is varied and
establishing its etiology is complex. S.
pneumonia was the most frequently
identified agent. S. pneumonia was also
found to be associated with death in
children
with
pneumonia
[42].
Pneumococcal polysaccharide vaccines
have been recommended since 1985, for
children older than 2 years who are at high
risk of invasive disease (for example
asplenic children). These vaccines have
not been recommended for younger
children and infants because of poor
antibody response before 2 years of age
[43].
Pneumonia can also be an invasive disease
but secondarily because the initial
contamination route is the respiratory
airway [44]. Serotype b is more likely to
invade the bloodstream from the lung than
NST strains [45]. It is believed that H.
influenzae pneumonia is usually due to
serotype b because of results from blood
cultures [46].
Preventive Measures Shown to be
Effective:
Active management of preterm rupture
of membranes:
Antibiotic administration after preterm
rupture of membranes is associated with a
delay in delivery and a reduction in major
markers of neonatal morbidity (neonatal
infection, use of oxygen therapy, and
abnormal cerebral ultrasound scans). [47]
Promotion of basic newborn care in
communities:
Early and exclusive breast feeding has
been shown to decrease the risk of
pneumonia in infants outside the neonatal
period, and there is every reason to expect
a similar or greater protective effect
against late onset neonatal pneumonia. [48,
49]
Regional Burden:
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The estimated incidence of pneumonia in
children under five years of age in the
South-East-Asian-Region (SEAR) is 0.36
episodes per child year while the world
average is 0.26 and the average for the
developing countries 0.29. For further
comparison, incidence in developed
countries is 0.05 episodes per child year.
Of the 156 million yearly new cases of
childhood pneumonia worldwide, 61
million cases occur in the SEAR. Of the
estimated 3.1 million annual deaths among
the under-five population in SEAR
countries, 19 per cent are attributable to
pneumonia and this does not take into
account the pneumonia cases among
neonatal infections/sepsis. [50]
India needs a special mention in the
context of childhood pneumonia. In the
numerical term, with 43 million new cases
every year, India tops the list of 15
countries across the world with high
disease burden. [50] Morbidity rates tend
to vary between 0.2 to 0.5 episodes per
child-year and approximately 10 to 20 per
cent of these episodes tend to be severe.
[51-55] Among the high burden countries,
India has a mortality rate of 322 per 100
000 under-five population compared to
China’s 86. [50]
Middle-income countries contribute to
around 151 of the annual 156 million
under five pneumonia cases. India is the
largest contributor to global pneumonia
deaths, accounting for around 43 million
cases per year. Neonatal pneumonia differs
from childhood pneumonia in many ways
and is classified as ‘early onset’ or ‘late
onset’, corresponding to the two major
environments from which the infectious
agent may be contracted: the intrauterine
environment and birth canal; and the
external environment. [56] Moreover,
differences in infective agents result in a
number of characteristic variants of
neonatal pneumonia. [57] The likelihood
of occurrence can be augmented by risk
factors and determinants. In India,
economic compromise, poor immunization
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status, malnutrition and indoor air
pollution are some of the major risk factors
for developing pneumonia. [58]
Taking note of the regional burden, the
63rd Regional Committee of the SouthEast Asia Region once again adopted the
resolution on the coordinated approach to
prevention and control of acute diarrhea
and respiratory infections in September
2010. Improved breastfeeding practices,
appropriate
complementary
feeding,
expanded immunization coverage, hand
washing
and
respiratory
hygiene,
improved air and water quality at homes,
improved community sanitation practices,
and zinc supplements to children have
been identified as the core preventive
strategies. [59,60]
Conclusion:
The global burden of neonatal pneumonia
is huge. Efficient interventions must be
targeted at all levels of the health services
and communities. Unlike for pneumonia in
older infants and children, where effective
interventions against two bacteria (S
pneumonia and H influenzae) will
substantially reduce disease prevalence,
the etiology of neonatal pneumonia is
more complex.
Management and prevention strategies for
neonatal pneumonias cross multiple levels
of the population and healthcare provision
and have broader based effects that are
sometimes difficult to measure.
The growing prevalence of antibiotic
resistance to common and affordable
antibiotics
will
eventually
impact
morbidity and mortality rates for neonates,
especially in the developing world, and
emphasize the importance of continuing to
develop
universal
maternal
and
preventative health programmes.
References:
1. Child Mortality Estimates: Global and
regional child deaths by cause.
Accessed April 04, 2019. Available
from: http://data. unicef.org
Kumar et al.

e-ISSN: 0975-1556, p-ISSN: 2820-2643

2. Duke T. Neonatal pneumonia in
developing countries. Arch Dis Child
Fetal Neonatal Ed. 2005; 90:F211–
FF219.
3. Ghimire M, Bhattacharya S, Narain J.
Pneumonia in South-East Asia Region:
Public health perspective. Indian J
Med Res. 2012; 135:459.
4. World Health Organisation (WHO).
Neonatal and Child Health Profile,
India: Department of Maternal
Newborn Child and Adolescent Health
2013
5. Geddes A.M. Empiric therapy in lower
respiratory tract infection: an ongoing
challenge. J Chemother 1997;9(Suppl
3):5-9.
6. Juvén T., Mertsola J., Waris M., et al.
Etiology
of
community-acquired
pneumonia in 254 hospitalized
children. Pediatr Infect Dis J 2000;
19:293-8.
7. Nohynek H., Eskola J., Laine E., et al.
The causes of hospital-treated lower
respiratory tract infection in children.
Am J Dis Child 1991; 145:618-22.
8. Pegues DA, Arathoon EG, Samayoa B,
et
al.
Epidemic
gram-negative
bacteremia in a neonatal unit in
Guatemala. Am J Infect Control 1994;
22:163–71.
9. Rajab A, De Louvois J. Survey of
infection in babies at the Khoula
Hospital, Oman. Ann Trop Paediatr
1990; 10:39–43.
10. Stephen K Obaro et al. Bacterial
pneumonia vaccines and childhood
pneumonia: are we winning, refining,
or redefining? Lancet Infect Dis. 2006
Mar; 6(3): 150–161.
11. Shakunthala SKV, Rao GM, Urmila S.
Diagnostic lung puncture aspiration in
acute pneumonia of newborn. Indian
Pediatr 1978; 15:39–44.
12. Muhe L, Tilahun M, Lulseged S, et al.
Etiology of pneumonia, sepsis and
meningitis in infants younger than
three months of age in Ethiopia.
Pediatr Infect Dis J 1999;18: S56–61.

International Journal of Pharmaceutical and Clinical Research
605

International Journal of Pharmaceutical and Clinical Research

13. Misra S, Bhakoo ON, Ayyagiri A, et
al. Clinical and bacteriological profile
of neonatal pneumonia. Indian J Med
Res 1991; 93:366–70.
14. Michael D. Nissen. Congenital and
neonatal
pneumonia.
Paediatric
respiratory reviews. 2007:8, 195–203.
15. Mathur NB, Garg K, Kumar S.
Respiratory distress in neonates with
special reference to pneumonia. Indian
Pediatr 2002; 39:529–37.
16. Duke T, Michael A, Mgone J, et al.
Etiology of child mortality in Goroka,
Papua New Guinea: a prospective twoyear study. Bull World Health Organ
2002; 80:16–25.
17. Frank D, Duke T. Congenital syphilis
at Goroka Base Hospital: incidence,
clinical features, and risk factors for
mortality. P N G Med J 2000; 43:121–
6.
18. Duke T, Blaschke AJ, Sialis S, et al.
Hypoxaemia in acute respiratory and
nonrespirator illness in neonates and
children in a developing country. Arch
Dis Child 2002; 86:108–12.
19. Bloland P, Slutsker L, Steketee RW, et
al. Rates and risk factors for mortality
during the first two years of life in
rural Malawi. Am J Trop Med Hyg
1996; 55:82–6.
20. Savitha MR, Nandeeshwara SB,
Pradeep Kumar MJ, Farhanul- haque,
Raju CK. Modifiable risk factors for
acute lower respiratory tract infections.
Indian J Pediatr 2007; 74: 477- 82.
21. Agrawal PB, Shendurnikar N, Shastri
NJ. Host factors and pneumonia in
hospitalised children. J Indian Med
Assoc 1995; 93: 271-2.
22. Tiewsoh K, Lodha R, Pandey RM,
Broor S, Kalaivani M, Kabra SK.
Factors determining the outcome of
children hospitalized with severe
pneumonia. BMC Pediatr 2009; 9: 15.
23. Deivanayagam N, Nedunchelian K,
Ramasamy S, Sudhandirakannan,
Ratnam SR. Risk factors for fatal
pneumonia: a case control study.
Indian Pediatr 1992; 29: 1529-32.
Kumar et al.

e-ISSN: 0975-1556, p-ISSN: 2820-2643

24. Shah N, Ramankutty V, Premila PG,
Sathy N. Risk factors for severe
pneumonia in children in south Kerala:
a hospitalbased case control study. J
Trop Pediatr 1994; 40: 201-6.
25. Chisti MJ, Tebruegge M, La Vincente
S, Graham SM, Duke T. Pneumonia in
severely malnourished children in
developing countries - mortality risk,
etiology, and validity of WHO clinical
signs: a systematic review. Trop Med
Int Health 2009; 14: 1173-89.
26. Child and maternal nutrition in India.
Available
from:
www.
mchstar.org/pdf/childandMaternalNutri
tionInIndia.pdf.
27. Sabie T, Curtis, V. Handwashing and
risk of respiratory infections: a
quantative systematic review. Trop
Med Int Health 2006; 11: 258-67.
28. Jefferson T, Del Mar C, Dooley L,
Ferroni E, Al-Ansary LA, Bawazeer
GA, et al. Physical interventions to
interrupt or reduce the spread of
respiratory viruses: systematic review.
BMJ 2009; 339: 3675.
29. Luby SP, Agboatwalla M, Feikin DR,
Painter J, Billhimer W, Altaf A, et al.
Effect of hand washing on child health:
a randomized control trial. Lancet
2005; 366: 225-33.
30. Bell DM and World Health
Organization Writing, Geneva. Nonpharmaceutical
interventions
for
pandemic influenza, national and
community measures. Emerg Infect
Dis 2006; 12: 88-94.
31. Aledort J, Lurie N, Wasserman J,
Bozzette S. Nonpharmaceutical public
health interventions for pandemic
influenza: an evaluation of the
evidence base. BMC Public Health
2007; 7: 208.
32. Chatterjee A, Plummer S, Heybrock B,
Bardon T, Eischen K, Hall M, et al. A
modified
“cover
your
cough”
campaign prevents exposures of
employees to pertussis at a children’s
hospital. Am J Infect Control 2007; 35
: 489-91.

International Journal of Pharmaceutical and Clinical Research
606

International Journal of Pharmaceutical and Clinical Research

33. Ebbert JO, Croghan IT, Schroeder DR,
Murawski J, Hurt RD. Environ Health
2007; 6: 28.
34. Jones WG. Population dynamics and
their impact on adolescents in the
ESCAP region. Asia Pac Popul J 1997;
12: 3-30.
35. Maranetra
KN,
Chuaychoo
B,
Dejsomritrutai W, Chierakul N, Nana
A, Lertakyamanee J, et al. The
prevalence and incidence of COPD
among urban older persons of Bangkok
Metropolis. J Med Assoc Thai 2002;
85: 1147-55.
36. Xu-Qin Jiang, Xiao-Dong Mei, Di
Feng. Air pollution and chronic airway
diseases: what should people know and
do? J Thorac Dis. 2016 Jan; 8(1): E31–
E40.
37. B. R. Celli, P. J. Barnes. Exacerbations
of chronic obstructive pulmonary disease.
European
Respiratory
Journal 2007 29: 1224-1238.
38. Sethi S. Infectious etiology of acute
exacerbations of chronic bronchitis.
Chest 2000; 117 (5 Suppl 2): 380S-5S.
39. Brunton S, Carmichael BP, Colgan R,
Feeney AS, Fendrick AM, Quintiliani
R, et al. Acute exacerbation of chronic
bronchitis: A primary care consensus
guideline. Am J Managed Care 2004;
10 : 689-96.
40. Neeraj M, Shally A, Girdhar GA.
Care-seeking behavior and out-ofpocket expenditure for sick newborns
among urban poor in Lucknow,
northern India: a prospective follow-up
study. BMC Health Serv Res 2009; 9:
61.
41. Faix RG. Congenital pneumonia.
eMedicine. www.emedicine.com/ped/
topic2765.htm
42. C M Nascimento-Carvalho. Etiology
of childhood community acquired
pneumonia and its implications for
vaccination. Braz J Infect Dis.2001
Apr;5(2):87-97.
43. Andrew
C.
Berical, Drew
Harris, Charles
S.
Dela
Cruz,
and Jennifer D. Possick. Pneumococcal
Kumar et al.

e-ISSN: 0975-1556, p-ISSN: 2820-2643

Vaccination Strategies. An Update and
Perspective.
Ann
Am
Thorac
Soc. 2016 Jun; 13(6): 933–944.
44. Klein J.O. Bacterial Pneumonias. In:
Feigin R.D., Cherry J.D. [eds].
Textbook of Pediatric Infectious
Diseases. 4th ed. Philadelphia: W.B.
Saunders Company; 1998, p273-284.
45. Birgitta Henriques-Normark, Elaine I.
Tuomanen.
The
Pneumococcus:
Epidemiology, Microbiology, and
Pathogenesis. Cold Spring Harb
Perspect Med. 2013 Jul; 3(7): a010215.
46. Liston T.E., Foshee W.S. Invasive
disease
due
to
nontypable
Haemophilus influenzae in children.
South Med J 1982; 75:753-54.
47. Kenyon S, Boulvain M, Neilson J.
Antibiotics for preterm rupture of
membranes. Cochrane Database Syst
Rev 2001;4:CD001058.
48. Cesar JA, Victora CG, Barros FC, et
al. Impact of breast feeding on
admission for pneumonia during
postneonatal period in Brazil: nested
case-control study. BMJ 1999;
318:1316–20.
49. Kirkwood BR, Gove S, Rogers S, et al.
Potential
interventions
for
the
prevention of childhood pneumonia in
developing countries: a systematic
review. Bull World Health Organ
1995; 73:793–8.
50. Rudan I, Boschi-Pinto C, Biloglav Z,
Mulholland
K,
Campbell
H.
Epidemiology
and
etiology
of
childhood pneumonia. Bull World
Health Organ 2008; 86: 408-16.
51. Chhabra P, Garg S, Mittal SK,
Satyanarayan L, Mehra M, Sharma N.
Magnitude of acute respiratory
infections in underfives. Indian Pediatr
1993; 30: 1315-9.
52. Tambe
MP,
Shivaram
C,
Chandrashekhar Y. Acute respiratory
infection in children: a survey in the
rural community. Indian J Med Sci
1999; 53: 249-53.
53. Acharya D, Prasanna KS, Nair S, Rao
RS. Acute respiratory infections in

International Journal of Pharmaceutical and Clinical Research
607

International Journal of Pharmaceutical and Clinical Research

children:
a
community
based
longitudinal study in south India.
Indian J Public Health 2003; 47: 7-13.
54. Broor S, Parveen S, Bharaj P, Prasad
VS, Srinivasulu KN, Krishna MS. A
prospective three-year cohort study of
the epidemiology and virology of acute
respiratory infections of children in
rural India. PLoS ONE 2007; 2(6): e4
91.
55. Gladstone BP, Muliyil J, Jaffar S,
Wheeler JG, Le Fevre A, IturrizaGomara M, Infant morbidity in an
Indian slum birth cohort. Arch Dis
Child 2008; 93: 479-84.
56. Dennehy PH. Respiratory infections in
the newborn. Clin Perinatol 1987;14:
667–82.
57. Webber S, Wilkinson AR, Lindsell D,
et al. Neonatal pneumonia. Arch Dis
Child 1990; 65:207–11.

Kumar et al.

e-ISSN: 0975-1556, p-ISSN: 2820-2643

58. Mathew JL, Patwari AK, Gupta P, et
al. Acute respiratory infection and
pneumonia in India: a systematic
review of literature for advocacy and
action: UNICEF-PHFI series on
newborn and child health, India. Indian
Pediatr 2011; 48:191–218.
59. WHO-SEARO.
Strategy
for
coordinated approach to prevention
and control of acute diarrhoea and
respiratory infection in the South-East
Asia
Region.
World
Health
Organization. New Delhi: WHO
SEARO; 2010.
60. Mzezewa, S. Z. The plight of women
with cleft lips-A case report. Journal of
Medical Research and Health Sciences,
2020: 3(9), 1087–1089.

International Journal of Pharmaceutical and Clinical Research
608

