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[ Abstract] Community-acquired pneumonia (CAP) is a major cause of adult mortality in Asia. In
recent years, despite the continuous advancement in diagnostic technology and the successive listing of new
antibiotics, the incidence and mortality of CAP are still relatively high. In different studies, the distribution

of pathogenic bacteria in CAP and the drug resistance varies. This article reviews the etiology and drug

resistance of community-acquired pneumonia, and provides reference for clinical treatment.
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