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Despite the successful solution of many issues and impressive achievements in various fields, modern medicine is far from successful in providing effective care to
patients with acute nonspecific inflammation of the lung tissue. This pathology, known since ancient times as acute pneumonia, has gradually become an important global
problem in recent decades. Modern ideas about the nature of the disease and the basic principles of its treatment were formed under the didactic influence of antibiotics
and are of a narrowly targeted etiotropic nature. First aid and emergency care methods for this category of patients do not provide the immediate expected effect, and
arguments in favor of their use ignore the pathogenetic mechanisms of the disease, which leads to side effects. A radical revision of professional views on this problem,
taking into account the unique pathogenesis of inflammatory processes in the pulmonary circulation, is an inevitable step in solving this problem.

Introduction

One of the axioms of medical practice is the provision of
timely medical care to patients. The fulfillment of this task
is especially important in acute diseases when a sudden
pathological process is characterized by a rapid deterioration in
the condition of patients and not only the time of first aid but
also its nature determines the further course of events and the
final result. Practitioners and many of their patients know from
their own experience how important this rule is. Therefore, the
set of measures that are provided for acute diseases as first
aid measures should contain actions that can slow down the
dynamics of an impending catastrophe and bring noticeable
relief to most patients with a certain nosology. Another old rule
of medicine can serve as a control for assessing the adequacy
of emergency care, which tells us that if therapy does not bring
positive results, then it does not correspond to the nature of
the disease.

These principles of attitude to emergency medical care and
its consequences are the result of centuries of practice, which

have turned into natural unwritten laws that habitually and
naturally determine our requirements for initial therapeutic
measures. Unfortunately, today, in the 215 century, we can still
observe situations where for many years unsuccessful attempts
by modern medicine to solve certain problems can continue,
ignoring the obvious discrepancy between the efforts made and
the results obtained. A striking example of such inconsistencies
is the problem of acute nonspecific inflammation in the
lungs (ANSIL). The main nosology of such diseases is Acute
Pneumonia (AP), which in recent years has appeared under
various terms reflecting the currently dominant ideas about
the essence of ANSIL.

Imperfections of modern principles of providing first
and emergency aid for AP

For at least eight decades, antibiotics have been the
main treatment for AP, as well as many other inflammatory
processes. At the same time, representatives of official medicine
have been well aware since the appearance of these drugs that
their effect is only to neutralize certain types of pathogenic
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microorganisms but does not directly affect the mechanisms
of the advanced inflammatory process that arose with their
participation. Long before the discovery of antibiotics, it was
reliably known that the clinic of each disease depends on the
localization of the focus of inflammation and dysfunction
of a particular affected organ. However, these long-proven
features of inflammatory processes were not an obstacle for a
long period of treatment of patients with AP on the principle of
«antibiotics alone>>. In other words, the use of antimicrobial
therapy as an etiotropic treatment method has completely
replaced any types of pathogenetic care that were empirically
tested even before Galen described the classic fifth sign of
inflammation, «loss of function,> about two millennia ago.

In recent years, with the constant growth of viral forms
of pneumonia, no one has attempted a radical revision of the
concept of this disease. This creates a very real impression
that representatives of modern medicine cannot imagine
the development and features of AP without the main role
of the pathogen, and the treatment of such patients without
antibiotics. Doubts about such statements were finally
dispelled during the SARS-CoV-2 pandemic. Patients with
COVID-19 pneumonia, when bacterial coinfection was detected
within ten percent, received antibiotic treatment in 70% - 80%
of cases or more [1-5]. At the peak of the pandemic, instead of a
logically consistent search for optimal solutions, the persistent
continuation of efforts to develop bacterial methods for rapid
diagnosis of AP is striking [6,7], and the search for the most
optimal choice of antibiotics [8,9].

The latest data are a vivid example of the profound negative
didactic effect of antibiotics on the professional worldview on
the problem under discussion. For many years, both theoretical
and practical approaches to the treatment of patients with
AP have been reduced to a narrow etiotropic solution to the
problem. The latter fact, including the period of use of therapy
based on the principle of “antibiotics alone”, means that this
type of drug treatment was the main type of medical care, while
simultaneously performing the function of first aid. A logical
question that any specialist in this problem should think about
concerns the speed and mechanism of action of such emergency
care in the context of an acute and rapidly progressing
inflammatory process. Repeated attempts to achieve a striking
effect from the earliest possible administration of antibiotics
were unsuccessful, but the principle of achieving the expected
result using this technique reflected the desire to use such
therapy as an emergency, from which it was expected to obtain
a very real effect.

As is known, antibiotics can only suppress the bacterial
pathogen as one of the factors supporting the mechanisms
of the inflammatory process. However, over a long period of
use of antibiotics in medical circles, there was an opinion that
a rational choice of antibiotics should lead to a significant
improvement in the condition of patients and normalization
of functional changes in the respiratory and cardiovascular
systems. For example, the extended forum of two leading US
societies on the problem of thoracic and infectious diseases,
recognizing the lack of influence of bacteriological diagnosis on
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treatment results, makes recommendations on the prescription
of antibiotics to patients with community-acquired pneumonia
for a period of at least 5 days. Experts consider the criterion for
the duration of this therapy, which forms the basis of treatment,
to be the clinical stabilization of the patient’s condition and the
normalization of pulmonary ventilation, gas exchange, cardiac
activity, and blood circulation [10].

As follows from the materials in the given example,
antibiotics are considered not only as antimicrobial therapy
but also as a means of normalizing functional disorders. At the
same time, the clarity of recommendations for the use of some
antimicrobial drugs raises natural doubts against the backdrop
of a clear recognition of such an important fact as the inability to
accurately determine the etiology of AP, as well as the increasing
role of viruses among the causative agents of the disease. How,
under such unclear etiological conditions, one can expect the
desired result from the “blind” prescription of antibiotics
remains a mystery. At the same time, recommendations for the
empirical selection of individual drugs taking into account the
real situation in this section of the problem do not go beyond
the declaration of assumptions. For example, today it can
be stated that the differential diagnosis of not only bacterial
pneumonia depending on the pathogen remains an unsolved
problem, but also the separation of bacterial and viral forms
of inflammation does not achieve its goals [11,12], including
studies at the genetic level [13,14]. It should be added that,
despite the increasing change of leaders among the pathogens
of AP and the expansion of their list, the clinical picture of this
nosology remains relatively constant.

In this last connection, it is puzzling that, despite numerous
inconsistencies between theoretical premises and specific
results, persistent attempts to divide pneumonia by etiology
continue. Recent efforts, from my point of view, are due to the
dominance of the established stereotype of “antibiotic versus
microbe” and the desire to maintain the same therapeutic
principles. The wide dissemination of such a worldview on
this problem leaves without due attention such important
circumstances as the stereotyping of the AP clinic, regardless
of etiology, and its difference from inflammatory processes in
other localizations. Meanwhile, all of the above circumstances
are due to such a classic sign of inflammation as dysfunction
of the affected organ, which is currently, unfortunately,
considered in a sharply reduced partial version.

The assessment of the effective action of antibiotics, based
on the restoration of functional disorders, was unexpectedly
and without any justification transferred to patients with
COVID-19 pneumonia, in whom these drugs lose the meaning
of their purpose. The authors of the study focused on the
duration of hypoxemia and the need for respiratory support as
a criterion for the effect of antibiotics in such patients [15,16].
It would be useful for supporters of this point of view to analyze
the statistics of patients of this profile in recent years. In this
case, we are talking about a complete discrepancy between
this statement and the results of treatment of patients with
COVID-19 pneumonia during the pandemic. Patients with acute
coronavirus inflammation of the lung tissue were deprived of
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basicetiotropic treatment in accordance with modern standards.
However, as statistics show, this undoubted fact did not affect
the final results of this group of patients, whose indicators
turned out to be comparable to those of bacterial forms of the
disease receiving etiotropic treatment [17]. This didactic lesson
of the pandemic should be firmly learned in further solving the
whole problem, as it allows us to understand how the hypnotic
effect of antibiotics has distorted professional ideas in this field
of medicine. Therefore, we should not support self-deception
and attribute actions to antibiotics that they do not possess.

In recent years, many forums of specialists on the
problem of AP have begun to adopt recommendations on the
duration of a course of antibiotics, depending on the presence
of aggravating circumstances, ranging from 5 to 7-8 days
[10,18,19]). Reducing the duration of antibiotic use in patients
with AP is consistent with clinical studies that show that the
duration of antimicrobial treatment does not affect the results
[20,21]. At the same time, many experts completely allow
a reduction in the initial dose if clinical stability is observed
in the first 48 hours - 72 hours after the start of treatment
[10]. However, the main feature of this approach to treatment
is not what dosage of the antibiotic and the duration of its
administration is used in such situations. It is enough to
recall once again about patients with viral pneumonia without
coinfection, who, as a rule, are deprived of etiotropic care,
and the use of antiviral drugs can give a positive result in the
first 48 hours after infection [10], that is until the virus has
penetrated inside the cell. When starting etiotropic therapy as
the main method of treatment, medical personnel have high
hopes for the success of this particular therapy. This means
that patients will be monitored over the coming days until their
condition stabilizes. And is this the first and emergency care?

However, the development of the AP does not always
allow us to continue a purely observational position. In
the case of aggressive development of the disease, the body
does not have time to adapt its systems to new conditions
and a situation arises that requires additional help. Such a
scenario of the continuation of the disease is still considered
in professional circles as a result of the action of virulent
microflora, despite such refuting facts as the difference in
clinical manifestations of AP in conditions of identical etiology
and, conversely, an indistinguishable picture of the disease in
the presence of different pathogens. In such cases, the fight
against the infectious factor of the disease continues without
taking into account the uniqueness of the pathogenesis of
pulmonary processes. With the development of AP, diagnosis,
and treatment of the disease do not take into account such a
feature of the lung tissue as the inextricable connection and
inverse proportion between the pulmonary and systemic
circulation. Primary damage to the pulmonary vessels, unlike
other localizations of inflammation, disrupts blood flow in
the pulmonary circulation, which affects the overall blood
circulation in the body.

Contrary to the classical mechanisms of pathogenesis,
modern medicine, focusing on the presumed cause of the
severity of the disease, uses general therapeutic methods of
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treatment, which may be contraindicated in patients with AP.
The main problem that builds a further chain of pathogenetic
mechanisms and prevents the normal functioning of this vital
system is the overload of the vessels of the small circulatory
circle as a result of their reflex spasm [22-24]. The use of such
a widely demanded technique as infusion therapy in patients
with AP in these conditions is based on assumptions that have
no reasoned evidence, and therefore, instead of the expected
benefit, this procedure, on the contrary, has a stimulating
effect on the pathological process [22]. Performing the
function of additional care, intravenous infusions, especially in
the early stages of the disease, turn into a kind of negative first
aid option and are one of the main causes of deterioration of
patients’ condition during inpatient treatment. This feature of
infusion therapy in patients with AP has been proven not only
by comparing clinical data but also by experimental studies
[22].

In this context, there is no need to return to the description
of the features of the pathogenesis of AP and objective evidence
of the effectiveness of pathogenetic care, since by now these
materials have been repeatedly described by the author and
published in the public domain. At the same time, it is necessary
to pay attention to the fact that modern medicine still ignores
the use of techniques that contribute to the rapid relief of the
condition of patients with AP. Etiotropic drugs, which are
presented as emergency care for this category of patients,
do not correspond to their prescribed role. With this type of
help, even in the case of a favorable impression of therapy
with a narrow etiotropic orientation, the suppression of the
mechanisms of the inflammatory process and the elimination
of its consequences completely falls on the patient’s body.

Adherence to the previous strategy, in which the main
role is assigned to the causative agent of AP, and persistent
concentration of efforts in attempts to achieve success with
the help of etiotropic drugs do not bring the planned results,
which, contrary to expectations, continue to decrease [9,20,21].
The number of patients with AP requiring hospitalization in
Intensive Care Units (ICU) in recent years has been characterized
by gradual and stable growth [25], an increase in the number of
complicated forms of the disease, and the mortality rate [26,27].
Authors of publications usually try to present positive rather
than negative materials about their professional activities,
however, the results of treatment of AP, especially with a rapid
onset of the disease, are characterized by negative statistics.
For example, up to 58% of patients treated with this disease in
the ICU are referred there immediately after diagnosis due to a
more threatening onset of the process [28]. Up to 25% of those
who receive treatment in general departments are eventually
referred there due to deterioration, often in the first 2 days
[28,29]. The latest data are an additional characteristic of the
above-mentioned modern AP therapy, which does not allow us
to talk about its adequacy.

Attention should be paid to the situations in the condition
of patients, which determine the need for their referral to ICU.
The most important factors for placing patients in ICU are the
vital provision of artificial ventilation and vasopressor support,

008

Citation: Klepikov | (2024) The main reasons why emergency care for acute pneumonia does not help much. Arch Pulmonol Respir Care 10(1): 006-012.

DOI: https://dx.doi.org/10.17352/aprc.000085



P PeertechzPublications

as well as the need for Extracorporeal Membrane Oxygenation
(ECMO)anddialysis[25,29-33]. Unfortunately, the development
of these situations indicates missed opportunities in the initial
period of the disease, when the inflammatory process has
not yet reached the stage of deep disorders and it would be
possible to slow down the course of the disease and prevent its
progression using emergency pathogenetic methods. The fact
that treatment during the development of complications has a
lower chance of success is evidenced by data on the mortality of
patients with AP after their intubation and artificial ventilation
or after ECMO, which is 2-3 times higher than this figure in
patients who did not need such treatment [33-35].

It remains to express regret once again that the modern
proposals of specialists in this field of medicine to get out of
the long-standing situation, which was clearly manifested in
providing care to patients with COVID-19 pneumonia during
the pandemic, do not leave any hope for a speedy solution to
the deepening problem. What positive results can be expected
by adhering to the tactics of providing oxygen to patients with
AP and constant monitoring to select the appropriate time if
there is a need for their intubation [36]? Or, for example, what
drastic changes in the results of treatment of this contingent
of patients can be expected from the fulfillment of suddenly
appeared calls for an increase in the production of artificial
lung ventilation devices [37-41]?

The decisive role of the AP causative agent continues to
dominate the professional perception of this disease, and the
hypnotic influence of this deeply internalized stamp continues
to manifest itself in all initiatives and proposals to solve the
affected problem. For example, the classification of pneumonia
according to the place and conditions of their occurrence
(community-acquired, nosocomial, and others) was conceived
in order to divide the disease depending on the pathogen and
improve the results of etiotropic therapy. No one has given
reasoned conclusions about why this innovation was not
successful, but unsuccessful attempts to find differences in the
etiology of these forms of the disease continue to this day [26].

The reasons for the fiasco of many years of attempts
to learn how to determine inflammation of lung tissue by
microbiological criteria remain an unrealized desire. Despite the
absence of any noticeable and stable achievements in the field
of early diagnosis of AP pathogens and the revival of the initial
effectiveness of antibiotics, research in this direction is actively
continuing to the present time. Moreover, the continuation of
traditions in this section of medicine, which every year receives
more and more facts refuting them, continues with the same
intensity. Evidence of blind adherence to the usual trend is the
isolation in recent years of another type of pneumonia acquired
in the intensive care unit [42,43]. Once again, attempts to
identify pathogens of a new form do not bring concrete results,
and conclusions end with assumptions that “have yet to be
clarified” [27].

Today, more than ever before, it is becoming increasingly
clear that the era of antibiotic use is not just ending, but
also marks the appearance of numerous and persistent side
effects. Not all the consequences of using these biologically
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active drugs are realized in the professional environment and
are taken into account. Only a decrease in the effectiveness
of these drugs as a result of the development of resistance of
microorganisms causes concern among specialists as a result
of the loss of familiar remedies. However, such an obvious fact
as the change of the most frequent pathogens of AP under the
action of antimicrobial therapy with a radical change in the
etiology of the disease and the displacement of antibiotics from
the arsenal of popular drugs is a more serious consequence
of the use of these drugs than the resistance of microflora.
Wildlife, in response to interference in its life processes and
established relationships, starting from the early stages of
antibiotic use, demonstrates to us the results of its protection.
Initially, resistant forms of bacteria appeared, which reduced
the effectiveness of antibiotics. The persistent continuation of
this therapy has led to a change in the pathogens of nonspecific
forms of inflammation, where the most striking example is AP.
The latter phenomenon has become particularly noticeable in
recent years, which has led to a decrease in the indications for
the prescription of antimicrobial drugs, but their use has not
decreased.

However, an even more serious and difficult-to-correct
consequence of long-term antibacterial therapy is its profound
and sustained didactic effect on the professional worldview.
Attempts to solve the problem of AP are the most obvious
example of the mental effects of antibiotics. The loss of
antimicrobial drugs of their previous purpose and effectiveness
required the widespread use of additional treatment methods,
but their effect in the context of the uniqueness of the
pathogenesis of AP showed the depth and persistence of
prevailing misconceptions. Generations of doctors have long
been brought up in a spirit of reverence for the superiority
and indispensability of antibiotics. Disregarding the classical
materials of medical science, as well as inattention to facts that
refute the logic of the efforts undertaken, eventually formed a
narrowly focused point of view. The published proposals and
discussion materials on solving the problem under discussion
give the impression that some specialists do not see any
prospects for further assistance to patients with AP without the
use of antibiotics. Calls for the creation of a strategic system
for the rational use of antibiotics are at least 75 years - 80 years
late, and their meaning once again shows that the authors of
such proposals, including WHO experts, do not see any other
solutions to the problem other than further improvement of
antimicrobials [44-47]. That is, we are talking about the revival
of the cause that gave rise to this problem.

The above-mentioned inconsistencies between facts and
scientific materials, on the one hand, as well as between the
existing strategy and tactics for solving the problem of AP, on
the other, led to the fact that this category of patients found
themselves without proper pathogenetic care, including
primary and urgent measures. Waiting for the results of first
aid, which continues to be provided with etiotropic drugs,
stretches for at least 2 - 3 days, and in most cases, it is 5 - 7
days. In conditions of acute rapidly progressive inflammation,
these days in the initial period of the disease literally
determine the further fate of patients. With the help of timely
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pathogenetic treatment in the first 5 - 7 days, it is possible
to achieve complete elimination of the focus of inflammation
in the lung tissue, and such results may not be the exception,
but the rule [22]. However, the generally accepted standard of
expectation of an antimicrobial effect has been considered the
main goal for many years and remains the first frontier, the
achievement of which is considered a success of treatment.
In connection with the latter, it is necessary to mention the
phenomenon of the so-called “sterile” empyema of the pleura
and other purulent complications observed for many years,
which have not been given a reasonable explanation. In such
cases, antibiotics ideally achieve their goal, but they do not save
from the progression of the disease and severe complications,
do they? Think about why this is happening.

Conclusion

Incorrect interpretations of the essence of the AP problem
are not only related to the leading role of antibiotics. The need
for additional assistance, which is growing every year, is not
perceived as a treatment that can aggravate the development of
the main process. Therefore, continuing the fight against the
pathogen and not delving into the nuances of the pathogenesis
of AP, modern medicine does not notice the adverse side
effects of general therapeutic techniques. A large number and
increase in adverse outcomes are usually explained by an aging
population and an increase in the number of elderly patients,
but no one has provided a reasoned explanation of why young
people without concomitant diseases literally “burn out” from
AP. In order to understand why such transformations occur and
stop blaming pathogenic microorganisms for all the troubles,
which, despite their differences, continue to reproduce the
same type of clinics, it is necessary first of all to conduct a
radical revision of their own views on the problem under
discussion. Then, in particular, the need for pathogenetically
sound first aid will become a logically necessary action.
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