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POINT OF VIEW

Ab s t r ac t
Background: Acute exacerbation of chronic obstructive pulmonary disease (AECOPD) and 
pneumonia are challenging lower respiratory tract infections (LRTIs) commonly encountered in 
clinical practice. The oral extended-spectrum cephalosporin cefpodoxime proxetil is highly active 
against the bacterial pathogens commonly associated with LRTIs.
Aim: To assess the role of cefpodoxime in the management of infections in Indian patients with 
AECOPD and LRTIs in a real-world setting, based on expert opinions.
Methodology: The expert consensus meeting was convened according to an a priori protocol. 
Physicians were invited to participate in the discussion to frame opinion statements based on their 
clinical experience. A structured questionnaire was prepared regarding the role of cefpodoxime 
in the management of infections in patients with AECOPD and LRTIs.
Results: Streptococcus pneumoniae was the most common pathogen causing infections in patients 
with chronic bronchitis and pneumonia. Good penetration of cefpodoxime into lung tissues, high 
concentrations in lung tissues, and rapid resolution of symptoms make cefpodoxime the first-
choice drug for treating LRTIs. Cefpodoxime is a step-down therapy of choice when switching 
hospitalized patients with LRTIs from parenteral antibiotics to oral antibiotics. Cefpodoxime is safe 
in patients with comorbid diseases and in elderly patients on polypharmacy.
Conclusion: Cefpodoxime is the preferred first-line empiric antibiotic of choice for the treatment 
of community-acquired LRTIs in the real-world setting in India. Cefpodoxime has been preferred 
by 99% of expert chest physicians to treat infections in patients with chronic obstructive 
pulmonary disease (COPD), considering its broad spectrum of activity. Ninety-seven percent of 
experts reported that cefpodoxime, as a step-down therapy, gives satisfactory patient recovery 
and prevents recurrent infections.
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Hence, cefpodoxime, a broad-spectrum 
antibiotic, is widely used to treat LRTIs.4,17

Cefpodoxime remains a drug of choice 
for treating LRTIs due to its high benefit–risk 
ratio, attributed to high efficacy balanced 
with good safety, driven by:

High microbial eradication rates18:

•	 Eradication rates of S. pneumoniae: 95.6% 
(43/45).

•	 Eradication rates of H. influenzae: 97.4% 
(37/38).

High clinical cure rates16,19:

•	 Clinical ef f icacy of cefpodoxime in 
community-acquired pneumonia (CAP): 
95.2%.

•	 Clinical ef f icacy of cefpodoxime in 
AECOPD: 97.2%.

Cefpodoxime safety20–22:

•	 C e f p o d o x i m e  s a f e t y  h a s  b e e n 
demonstrated in the elderly.

In t r o d u c t i o n

Acute exacerbation of chronic obstructive 
pulmonar y disease (AECOPD) and 

pneumonia are 2 chal lenging lower 
respiratory tract infections (LRTIs) commonly 
encountered in clinical practice.1–4 It is 
associated with worsening respiratory 
s y m p t o m s  a n d  p a t h o p hy s i o l o g i c a l 
a b n o r m a l i t i e s  su ch as  e x a ce r b ate d 
airway and systemic inf lammation.5 A 
persistent productive cough for at least  
3 months annually over 2 consecutive years 
characterizes chronic bronchitis in adults.6 
The triggers are complex and commonly 
include respiratory viral infections, which 
could exacerbate bacterial LRTIs.7

It is noted that AECOPDs are associated 
with high morbidity and mortality.7,8 They 
result in loss of lung function and increase 
the risk of future exacerbations.3,6,9–12 Patients 
have a greater short- and long-term risk of 
major cardiovascular events.13,14 Bacterial 
infections are implicated as a cause of acute 

exacerbation of chronic bronchitis (AECB) and 
pneumonia. When suspected, early initiation 
of antimicrobial therapy and supportive 
measures ensures faster recovery.3,15

Increasing concerns about the emergence 
of penicillin-resistant strains of Streptococcus 
pneumoniae and beta-lactamase-producing 
strains of Haemophilus influenzae and 
Moraxella catarrhalis  have prompted 
physicians to prefer third-generation 
cephalosporins. The oral extended-spectrum 
cephalosporin cefpodoxime proxetil is highly 
active against the bacterial pathogens 
commonly associated with LRTIs.16

Cefpodoxime, a third- generation 
cephalosporin, has inherent activity against 
beta-lactamase-producing pathogens, 
exhibiting strong antimicrobial activity against 
the aforementioned aerobic gram-positive 
and gram-negative bacteria, along with some 
effectiveness against anaerobic organisms. 
These pathogens have been implicated in 
causing infections in AECOPD and pneumonia.15 
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chronic bronchitis. The less frequent pathogens 
were P. aeruginosa and M. catarrhalis.

Role of cefpodoxime as a first-line drug 
in patients with AECOPD and pneumonia.

Background
Cefpodoxime has exhibited ef fec tive 
penetration into the pleural fluid, with drug 
concentrations between 3 and 12 hours 
postdose reaching or exceeding the minimum 
inhibitory concentration required to inhibit 
the growth of 90% of organisms (MIC₉₀) for 
the majority of organisms typically associated 
with LRTIs.26

In the multicenter randomized open study, 
250 patients with secondarily infected chronic 
obstructive pulmonary disease (COPD) were 
treated with cefpodoxime proxetil 400 mg/
day; 99% cure rates were observed at the end 
of treatment.27 Cefpodoxime has exhibited a 
rapid bactericidal effect against S. pneumoniae 
and H. influenzae. The minimal regrowth and 
favorable time-kill curve patterns observed 
are attributed to its consistent maintenance of 
high cefpodoxime concentrations remaining 
above the minimum inhibitory concentration 
(MIC) for each isolate. Cefpodoxime has a 
postantibiotic effect (PAE) of up to 4 hours 
against pathogens such as S. pneumoniae 
(Fig. 1).28

In global clinical trials, physicians rated the 
clinical efficacy of cefpodoxime as “very good” 
or “good” in 96.4% of the cases.29

Expert Opinion
All experts unanimously agreed that they 
preferred cefpodoxime as the first-line drug to 
treat infections in their patients with AECOPD 
and CAP.

Rapid symptom resolution in AECOPD 
patients treated with cefpodoxime.

Background
A study treated 126 patients with LRTI of 
bacterial origin [59 with AECOPD, 32 with 

infections in patients with AECOPD. In round 
1, the questionnaire was discussed with the 
core group members. Changes suggested 
by the experts were incorporated into the 
questionnaire, and the questionnaire was 
finalized. During round 2, a virtual meeting 
of experts was convened. The evidence of 
cefpodoxime was presented, followed by 
the poll questions. Answers that had 70% 
concurrence were considered positive for 
framing the opinion statements.

The most common pathogens implicated 
in infections in patients with chronic 
bronchitis and pneumonia.

Background
The organisms commonly implicated in 
causing infections in patients with AECB are H. 
influenzae, M. catarrhalis, S. pneumoniae, and 
Pseudomonas aeruginosa. Recurrent respiratory 
infections are attributed to a broad spectrum 
of microbial pathogens, encompassing both 
gram-positive and gram-negative organisms, 
including bacteria and viruses (Table 1).23

Cefpodoxime is effective even against 
fastidious pathogens such as Haemophilus 
spp., M. catarrhalis, and beta-lactamase-
producing pathogens.24,25 This antimicrobial 
activity of cefpodoxime was greater than 
that of cefuroxime and comparable to that 
of cefixime.24

Cefpodoxime demonstrates stability 
against most plasmid-mediated beta-
lactamases, making it a suitable option for 
empirical treatment of a broad range of 
community-acquired infections in both adults 
and pediatrics.25

Expert Opinion
Sixty-three percent of experts opined that  
S. pneumoniae was the most common pathogen 
causing infections in patients with chronic 
bronchitis. However, only 21% of experts 
opined that H. influenzae caused infections in 

•	 Elderly patients with healthy renal function 
do not require dose adjustment.

•	 Ce f p o d ox im e d o e s  n ot  c aus e  QT 
prolongation, unlike macrolides or 
fluoroquinolones.

•	 Pseudomembranous colitis is rarely seen 
in postmarketing studies.

Ai m
To assess the role of cefpodoxime in the 
management of infections in Indian patients 
with AECOPD and LRTIs in the real-world 
setting, based on expert opinions.

Me t h o d o lo g y
The expert consensus meeting was convened 
according to an a priori protocol, the steps 
being: (1) invite the expert chest physicians 
to participate in the discussion to frame 
the consensus statements, (2) perform a 
systematic literature review, (3) develop the 
proposed consensus statements for the role of 
cefpodoxime in the management of infections 
in AECOPD, (4) develop statements for voting, 
and (5) analyze the poll results and develop 
opinion statements.

Li t e r at u r e Re v i e w f o r 
Fr a m i n g t h e Op i n i o n 
Stat e m e n ts
A rigorous literature search was performed 
by an information specialist for relevant 
publications using databases in English, 
including PubMed, Web of Science, Scopus, 
and Google Scholar. The keywords included 
cefpodoxime, AECOPD, antibiotic resistance, 
step-down therapy, and LRTIs. A structured 
questionnaire was prepared regarding the 
place of cefpodoxime in the management of 

Table 1:  Prevalence of pathogens in recurrent 
LRTIs, including chronic obstructive pulmonary 
disease (COPD) patients23

Gram staining and culture 
isolates in LRTI

n (%)

Gram-positive cocci 
(Gram staining in 75 
episodes)

Showed gram-
positive cocci in 57 

(76%)
Total culture done in 102 
episodes

Positive cultures: 
57 (55.88%)

P. aeruginosa 27 (26.47%)
Klebsiella pneumoniae 18 (17.64%)
Escherichia coli 5 (4.9%)
S. pneumoniae 3 (2.94%)
Acinetobacter baumannii 2 (1.96%)
Staphylococcus aureus 1 (0.98%)
Serratia marcescens 1 (0.98%)
Negative cultures 45 (44.12%)

CFU/mL (log scale)
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Fig. 1: Bacterial time-kill curves for H. influenzae 
for cefpodoxime 200 mg once daily (OD) (■) 
and cefpodoxime 400 mg OD (▲); CFU: colony-
forming unit; adapted from Garrison MW et al.28
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diarrhea has been observed during clinical 
trials. Common reactions have been noted 
with a similar frequency to that seen with 
other beta-lactam antibiotics.22

Expert Opinion
Ninety-eight percent of experts opined that 
when cefpodoxime is prescribed as step-down 
therapy, they observed either satisfactory 
patient recovery, no recurrent infection, or both.

P a t i e n t  p o p u l a t i o n s  i n  w h o m 
cefpodoxime is effective and safe.

Background
The spectrum of comorbid diseases associated 
with COPD ranges from cardiac disease, 
diabetes mellitus, hypertension, osteoporosis, 
and obstructive sleep apnea to psychological 
disorders.1 Comorbidities are associated with 
increased hospitalizations in patients with 
COPD.33 Cefpodoxime can be used to safely 
treat LRTIs in patients with comorbid diseases 
such as arthritis, diabetes, hypertension, and 
ischemic heart disease (Table 2). Cefpodoxime 
is also safe in elderly patients.20,34

In a study comparing the incidence of 
diarrhea with cefpodoxime vs amoxicillin–
clavulanic acid, no diarrhea was reported 
in the cefpodoxime-treated patients, as 
compared to 11% in amoxicillin–clavulanic 
acid-treated patients.35

Expert Opinion
Ninety percent of experts opined that 
cefpodoxime is effective and safe in patients 
with comorbid diseases such as diabetes, 
hypertension, and ischemic heart disease. 
Cefpodoxime is also preferred in smokers.

P r e s e n c e  o f  e x t e n d e d - s p e c t r u m 
β-lactamase (ESBL) producing pathogens 
in patients with AECOPD and CAP in the 
real-world setting.

Background
Cefpodoxime demonstrated strong efficacy 
against the fastidious organisms most 
frequently linked to respiratory infections, 

spectrum of activity that encompasses 
th e  co mm o n re sp i r ato r y  p ath o g e ns  
S .  p n e u m o n i a e ,  H .  i n f l u e n z a e ,  a n d 
Streptococcus pyogenes ,  has favorable 
pharmacokinetics, and has been proven to 
be an effective treatment option to replace 
parenteral therapy, especially ceftriaxone.30 
In an Indian survey, cefpodoxime was the 
preferred antibiotic by Indian physicians to 
treat their patients with LRTIs (Fig. 3).31

Expert Opinion
In hospitalized patients, parenteral antibiotics 
are the preferred mode of treatment, 
considering the morbidity and the clinical 
condition of the patient. However, when the 
patient can take oral therapy, the patients 
are switched to oral antibiotics as part of 
the “step-down” therapy protocol. Ninety-
nine percent of experts opined that they 
preferred to prescribe cefpodoxime as the 
step-down therapy in hospitalized patients 
with AECOPD.

O u t c o m e s  w h e n  c e f p o d o x i m e  i s 
prescribed as step-down therapy after 
discharge.

Background
Cefpodoxime has the lowest failure rates in 
patients not responding to other antibiotics.32 
No pseudomembranous colitis–related 

CAP, and 35 with acute exacerbation of 
bronchiectasis (AEBX)] with cefpodoxime. The 
mean time to clinical remission in AECOPD 
patients was 6.5 days. The results support 
the use of cefpodoxime in bacterial LRTI 
treatment due to its high efficacy and good 
tolerability (Fig. 2).4

Expert Opinion
Cefpodoxime was observed to be associated 
with rapid symptom resolution after day 
2 by 42% of experts, while another 42% of 
experts reported symptom resolution after 
day 3 of treatment. Another opinion given 
by experts was that the response to therapy 
was often gauged clinically, not by symptom 
resolution or defervescence, but rather by 
observing “no worsening of symptoms” in the 
patient. The experts opined that the absence 
of clinical worsening was a more practical 
way to assess response to antibiotics since the 
time to defervescence may be prolonged in 
some patients.

Prescription of cefpodoxime as a step-
down therapy at the time of discharge in 
patients with AECOPD.

Background
Cefpodoxime can be a preferred treatment 
o pt io n fo r  s tep - dow n th er apy af ter 
hospitalization for LRTIs since it has a broad 
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Fig. 3: Antibiotic preferred by Indian physicians to treat LRTIs31

Table 2:  Chronic obstructive pulmonary disease and comorbid diseases1,20,36,37

Comorbid disease Mechanistic pathways Impact of COPD on the comorbid 
disease

Impact of cefpodoxime when 
prescribed to manage infections

Cardiovascular disease (CVD) C-reactive protein (CRP)
Tumor necrosis factor (TNF)

Arrhythmias can be triggered by 
exacerbations of COPD
Hyperinflation in COPD could have 
a compressive effect on the heart 
and increase the risk of myocardial 
infarction

No QT prolongation
No arrhythmias
No drug interactions with cardiac 
drugs

Diabetes Interleukin-6 (IL-6)
TNF
Adipokines

In patients with diabetes mellitus, 
corticosteroids impair glycemic 
control

No adverse effect on glycemic 
control

Gastroesophageal reflux disease 
(GERD)

Aspiration No increased reflux
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lower respiratory tract community-acquired 
infections. The low risk of resistance to 
pathogens implicated in LRTI makes the 
continued use of cefpodoxime a preferred 
way to treat LRTI in the real-world setting.

Experts across India concurred that they 
have observed continued susceptibility of 
pathogens implicated in causing community-
acquired LRTI to cefpodoxime.

Co n c lu s i o n
Cefpodoxime is the preferred f irst-line 
empiric antibiotic of choice for the treatment 
of community-acquired LRTIs, including 
infections in patients with AECOPD in the 
real-world setting in India.4 Cefpodoxime 
has been preferred by 99% of expert chest 
physicians to treat infections in patients 
with COPD, considering its broad spectrum 
of activity that encompasses both gram-
positive and gram-negative bacteria. Ninety-
seven percent of experts opined that when 
cefpodoxime is prescribed as a step-down 
therapy, they have observed satisfactory 
patient recovery, with no cases of recurrent 
infection. Cefpodoxime can be used to safely 
treat LRTIs in patients with comorbid diseases 
such as arthritis, diabetes, hypertension, and 
ischemic heart disease. Cefpodoxime is safe 
for elderly patients.

Cefpodoxime continues to be the 
antibiotic of first choice to treat community-
acquired LRTIs in India.4
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Expert Opinion
Sixty-seven percent of experts opined 
that they do come across infections in 
AECOPD patients caused by ESBL-producing 
pathogens.

The most commonly preferred antibiotic 
for AECOPD patients.

Ninety-four percent of experts opined 
that they preferred to prescribe cefpodoxime 
in patients with AECOPD.

E f f icac y of ce fpo doxi me to trea t 
infections in AECOPD patients.

Ninety-seven percent of experts rated 
the efficacy of cefpodoxime as excellent to 
good (Fig. 4).

Benefits of cefpodoxime sustained 
release.

Eighty-two percent of experts opined 
that the sustained-release formulation of 
cefpodoxime is associated with several 
advantages, such as improved adherence to 
treatment due to reduced dosing frequency. 
This could lead to the resolution of infection 
and improved treatment outcomes.

Di s c u s s i o n
Pneumonia and COPD are the leading 
causes of morbidity and mortality globally, 
including middle-income countries like 
India.1,40 Both gram-positive and gram-
negative pathogens are implicated in 
causing infections in COPD patients.15 The 
rising prevalence of resistance of respiratory 
pathogens to common antibiotics poses 
a challenge to clinicians treating AECOPD 
patients with infections.16

COPD and CVD signif icantly impact 
morbidit y and mor tal i t y,  with many 

E
x
p
e
rt

 o
p
in

io
n
 (

%
)

90

80

70

60

50

40

30

20

10

0
Excellent Good

Efficacy

78

Fair Poor

19

3 0

Fig. 4: Efficacy of cefpodoxime to treat infections 
in AECOPD patients

https://orcid.org/0000-0002-9632-1807
https://orcid.org/0000-0002-9632-1807
https://orcid.org/0000-0002-9486-6715
https://orcid.org/0000-0002-9486-6715


What Makes Cefpodoxime an Empiric Drug of Choice to Treat LRTIs?

Journal of The Association of Physicians of India, Volume 73 Issue 10 (October 2025) e59

29.	 Hanke K, Blum SP. Observational study of the 
tolerance and ef fectiveness of cefpodoxime-
proxetil in general practice. Fortschr Med Orig 
2002;120(1):21–28.

30.	 Stetsiouk OU, Andreeva IV, Shevchik IA, et  al. Oral 
third-generation cephalosporin cefpodoxime in 
the therapy of respiratory infections. Clin Microbiol 
Antimicrob Chemother 2023;25(3):266–276.

31.	 Sobti V, Krishnaprasad K, Bhargava A. An epidemiological 
survey to assess the clinical use of cephalosporins in 
community-acquired respiratory tract infections. Int J 
Basic Clin Pharmacol 2015;4(3):547–550.

32.	 Wenisch C, Krause R, Széll M, et  al. Moxifloxacin 
versus standard therapy in patients with pneumonia 
hospitalized after the failure of preclinical anti-infective 
treatment. Infection 2006;34(4):190–195.

33.	 Mannino DM. COPD: epidemiology, prevalence, 
morbidity and mortality, and disease heterogeneity. 
Chest 2002;121(5):121S–126S.

34.	 Ain MR, Shahzad N, Aqil M, et al. Drug utilization pattern 
of antibacterials used in ear, nose and throat outpatient 
and inpatient departments of a university hospital at 
New Delhi, India. J Pharm Bioallied Sci 2010;2(1):8–12.

35.	 Ghosh A, Chatterjee S. Comparison of efficacy and 
safety of cefpodoxime and amoxicillin-clavulanate 
potassium in paediatric acute otitis media in children 
below two years: a prospective longitudinal study.  
J Clin Diagn Res 2017;11(6):FC01–FC04.

36.	 Heffernan M, Rutherford S. The intersection of chronic 
obstructive pulmonary disease and cardiovascular 
disease: recent insights in a challenging area. CJC 
Open 2025;7(4):493–507.

37.	 Sack M. Tumor necrosis factor-alpha in cardiovascular 
biology and the potential role for anti-tumor necrosis 
factor-alpha therapy in heart disease. Pharmacol Ther 
2002;94(1–2):123–135.

38.	 Sader HS, Jones RN, Washington JA, et  al. In vitro 
activity of cefpodoxime compared with other oral 
cephalosporins tested against 5556 recent clinical 
isolates from five medical centers. Diagn Microbiol 
Infect Dis 1993;17(2):143–150.

39.	 Knothe H, Shah PM, Eckardt O. Cefpodoxime: 
comparative antibacterial activity, influence of 
growth conditions, and bactericidal activity. Infection 
1991;19(5):370–376.

40.	 Kumar V, Singh M, Khatib MN, et  al. Burden and 
regional disparities of chronic obstructive pulmonary 
disease in India: insights from the global burden of 
disease data and projections for future incidence. 
Expert Rev Respir Med 2025:1–9.

r e v i e w.  E x p e r t  O p i n  D r u g  M e t a b  To x i c o l 
2024;20(10):989–1001.

18.	 van Zyl L, le Roux JG, LaFata JA, et  al. Cefditoren 
pivoxil versus cefpodoxime proxetil for community-
acquired pneumonia: results of a multicenter, 
prospective, randomized, double-blind study. Clin 
Ther 2002;24(11):1840–1853.

19.	 Periti P, Novelli A, Schildwachter G, et  al. Efficacy 
and tolerance of cefpodoxime proxetil compared 
with co-amoxiclav in the treatment of exacerbations 
of chronic bronchitis. J Antimicrob Chemother 
1990;26(E):63–69.

20.	 Cefpodoxime Prescribing Information. Available at: 
https://www.accessdata.fda.gov/drugsatfda_docs/
label/2014/065462s005lbl.pdf Accessed June 6, 2025.

21.	 Tahavori R, Ho C. Community pharmacy reports of 
potential QTc-prolonging drug-interactions involving 
fluoroquinolones or macrolides: a multi-incident 
analysis. ISMP Canada 2015.

22.	 Janarthanan R, Pal A, Pawar D, et  al. Physicians’ 
Perspectives and Opinion towards the Utilization 
of Cefpodoxime Proxetil: a nationwide study. Int J 
Toxicol Pharmacol Res 2024;14(11);250–256.

23.	 Talwar D, Immanuel G, Ragavan PSK, et al. Patterns 
of recurrence and antimicrobial management in 
respiratory infections: a real-world retrospective 
study. J Pulmon Respir Sci 2021;6(1):1–8.

24.	 Bauernfeind A, Jungwirth R. In vitro evaluation of 
cefpodoxime, a new oral cephalosporin of the third 
generation. Infection 1991;19(5):353–362.

25.	 Frampton JE, Brogden RN, Langtry HD, et  al. 
Cefpodoxime proxetil: a review of its antibacterial 
activity, pharmacokinetic properties and therapeutic 
potential. Drugs 1992;44(5):889–917.

26.	 Dumont R, Guetat F, Andrews JM, et al. Concentrations 
of cefpodoxime in plasma and pleural fluid after a 
single oral dose of cefpodoxime proxetil. J Antimicrob 
Chemother 1990;26(E):41–46.

27.	 Brambil la C ,  Benhamou D, Guérin JC , et  a l . 
C o m p a r a t i v e  t r i a l  o f  t h e  c l i n i c a l  e f f i c a c y 
and tolerance of cefatrizine (Cefaperos) and 
cefpodoxime proxetil (Orelox) in superinfections 
of chronic obstructive bronchopneumopathies 
in adults in urban practice. Pathol Biol (Paris) 
1995;43(9):815–824.

28.	 Garrison MW, Malone CL, Eiland JE. Activity of once-
daily cefpodoxime regimens against Haemophilus 
influenzae and Streptococcus pneumoniae with an in 
vitro pharmacodynamic chamber model. Antimicrob 
Agents Chemother 1996;40(6):1545–1547.

oppor tunities for improvement. Eur Respir J 
2018;52(5):1801261.

4.	 Minov J, Stoleski S, Petrova T, et al. Cefpodoxime in 
the outpatient treatment of lower respiratory tract 
infections. Acad Med J 2021;1(1):37–48.

5.	 Committee GE. Global strategy for the diagnosis, 
management, and prevention of chronic obstructive 
pulmonary disease (2025 REPORT).

6.	 Widysanto A, Goldin J, Mathew G. Chronic Bronchitis. 
2025. In: StatPearls [Internet]. Treasure Island (FL): 
StatPearls Publishing; 2025.

7.	 Mathioudakis AG, Janssens W, Sivapalan P, et al. Acute 
exacerbations of chronic obstructive pulmonary 
disease: in search of diagnostic biomarkers and 
treatable traits. Thorax 2020;75:520–527.

8.	 Wedzicha JA, Wilkinson T. Impact of chronic obstructive 
pulmonary disease exacerbations on patients and 
payers. Proc Am Thorac Soc 2006;3(3):218–221.

9.	 Hurst JR, Vestbo J, Anzueto A, et  al. Evaluation of 
COPD Longitudinally to Identify Predictive Surrogate 
Endpoints (ECLIPSE) Investigators. Susceptibility 
to exacerbation in chronic obstructive pulmonary 
disease. N Engl J Med 2010;363(12):1128–1138.

10.	 Hillas G, Perlikos F, Tzanakis N. Acute exacerbation 
of COPD: is it the “stroke of the lungs”? Int J Chron 
Obstruct Pulmon Dis 2016;11:1579–1586.

11.	 Husebø GR, Bakke PS, Aanerud M, et  al. Predictors 
of exacerbations in chronic obstructive pulmonary 
disease—results from the Bergen COPD cohort study. 
PLoS One 2014;9(10):e109721.

12.	 Anzueto A. Impact of exacerbations on COPD. Eur 
Respir Rev 2010;19(116):113–118.

13.	 Hawkins NM, Nordon C, Rhodes K, et al. Heightened 
long-term cardiovascular risks after exacerbation 
of chronic obstructive pulmonary disease. Heart 
2024;110:702–709.

14.	 Leong P, MacDonald MI, King PT, et  al. Treatable 
cardiac disease in hospitalised COPD exacerbations. 
ERJ Open Res 2021;7(1):00756–2020.

15.	 Chatterjee S, Biswas T, Dutta A, et  al. Clinical 
effectiveness and safety of gemifloxacin versus 
cefpodoxime in acute exacerbation of chronic 
bronchitis: a randomized, controlled trial. Indian J 
Pharmacol 2011;43(1):40–44.

16.	 Klein M. Multicenter trial of cefpodoxime proxetil vs. 
amoxicillin-clavulanate in acute lower respiratory 
tract infections in childhood. International Study 
Group. Pediatr Infect Dis J 1995;14(4):S19–22.

17.	 Faro o q A ,  Z amir  A ,  Imr an I ,  e t   a l .  C l in ic a l 
pharmacokinetics of cefpodoxime: a systematic 


	Introduction
	What Makes Cefpodoxime an Empiric Drug of Choice to Treat Lower Respiratory Tract Infections, including Acute Exacerbation of Chronic Obstructive Pulmonary Disease, in the Real-world Setting in India?
	Abstract
	Aim
	Methodology
	Literature Review for Framing the Opinion Statements
	Background
	Expert Opinion
	Background
	Expert Opinion
	Background
	Expert Opinion
	Background
	Expert Opinion
	Background
	Expert Opinion
	Background
	Expert Opinion
	Background
	Expert Opinion

	Discussion
	Conclusion
	Acknowledgment
	Funding Statement
	Orcid
	References


