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Primary Objective   
The primary objective for the Community Acquired Pneumonia Clinical Pathway is to provide 
clinicians with a tool to assist in the diagnosis and management of uncomplicated, simple pediatric 
community acquired pneumonia (CAP) in otherwise healthy infants and children. This pathway is 
intended to help direct patient care from the Emergency Department through inpatient management 
to discharge. 

 
Recommendations    
Laboratory Testing 

• No initial laboratory testing is necessary in the evaluation of patients with CAP who are well-

mildly ill appearing. 

• Obtain blood cultures in children requiring hospitalization for presumed bacterial CAP that is 

moderate to severe. 

• Obtain rapid respiratory viral testing (including influenza) in the evaluation of patients with 

CAP who are moderately-severely ill. 

• Obtain tracheal aspirate for cell count with diff and culture at the time of intubation in 

patients with CAP who require mechanical ventilation. 

• Procalcitonin levels have predictive properties similar to those of pneumonia severity index 

and are associated with increased LOS. 1, 3, 10 It can also distinguish bacterial CAP from 

asthma and acute exacerbation of chronic obstructive pulmonary disease. 1, 6, 7 

Radiographic Imaging 

• Posteroanterior and lateral chest radiographs should be obtained in all patients hospitalized 
for CAP but should not be routinely repeated in children who recover uneventfully from an 
episode of CAP. 2, 11 
 

Antibiotic Recommendations 

• The most common etiologies of pediatric CAP are viruses.4 

• The most common bacterial etiologies of pediatric CAP in hospitalized patients are 

Mycoplasma pneumoniae and Streptococcus pneumoniae.4 

• Ampicillin or penicillin G should be given as first-line antibiotic for fully immunized infants or 

school-aged children without a documented penicillin allergy admitted with CAP. 2 

o If patient is not fully immunized, ceftriaxone can be used. 2 

o For patients with a documented penicillin allergy, levofloxacin can be used to cover 

Streptococcus pneumoniae, Haemophilus influenza, Mycoplasma pneumoniae, 

Chlamydophila pneumoniae. 2 

o There is insufficient evidence to support or refute treatment of M. pneumoniae in 

pediatric CAP. 5 

• For Severe pneumonia requiring ICU admission, adding vancomycin is necessary to cover 

for MRSA or resistant Streptococcus pneumoniae. 2 
• The duration of antibiotic therapy for mild to moderate pneumonia is 5-7 days. 8, 9, 12 

• The duration of antibiotic therapy for severe pneumonia is 7-10 days due to illness severity.2 
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• Atypical pneumonia etiologies include Mycoplasma pneumoniae and Chlamydophila 

pneumoniae, therefore, are covered by azithromycin and levofloxacin. 2 

Rationale   
Safety will be improved by reducing the use of unnecessary antimicrobials, thereby reducing 
potential harm and antibiotic resistance. Quality of care will improve by ensuring effective evaluation 
and management of presumed CAP in accordance with published evidence-based guidelines. 
Costs will be reduced by eliminating the use of inappropriate laboratory testing, radiologic imaging, 
antibiotic usage, and unnecessary hospitalizations. Delivery will be improved by streamlining the 
care of patients with uncomplicated CAP. Engagement will be created and supported by the 
involvement of a multidisciplinary team in the development and maintenance of the pathway which 
includes infectious disease physicians, hospitalists, and emergency room physicians. 
Patient/Family Satisfaction will be improved by providing the highest quality care based on 
established guidelines and the latest evidence available in the literature.  

 
Metrics  

1. Increase the proportion of CAP admissions that an order set is used to 25% by December 

2023. (Process Metric) 

2. Increase proportion of non-ICU patients without a documented penicillin allergy diagnosed 

with CAP who receive first line antibiotics (ampicillin, amoxicillin, penicillin, or azithromycin) 

to 80% by December 2023. (Outcome Metric) 

3. Increase proportion of non-ICU patients with a documented penicillin allergy that receive 

levofloxacin, amoxicillin, or penicillin G to 40% by December 2023. (Outcome Metric) 

4. Maintain proportion of CAP encounters in ED/UC that are prescribed first line antibiotics 

(ampicillin, amoxicillin, penicillin, levofloxacin, or azithromycin) >80% by December 2023. 

(Outcome Metric) 

5. Monitor patients that received first line antibiotics (ampicillin, amoxicillin, penicillin, or 

azithromycin) during hospitalization that have a respiratory (sputum, endotracheal aspirate < 

48 hours after intubation), blood, or pleural fluid culture data that are resistant to ampicillin or 

penicillin with 7 days of initial visit. (Balancing Metric) 
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