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Community Acquired Pneumonia (Uncomplicated)

DELAWARE
Primary Care/ ED

Inclusion Criteria:
Suspected uncomplicated
community acquired
pneumonia in patients >90
days old

Exclusion Criteria:

« Complicated Pneumonia®

e Immunodeficiency

o Risk for aspiration

¢ Lung disease other than
asthma

e Prior/current trach or vent
dependent

e Empyema or lung
abscess

e Significant cardiac
anomaly

e History of Vaping

e Malignancy

e Neuromuscular Disease

® Sepsis

¢ Sickle Cell Disease

Targets:

e Increase Amoxicillin/
Ampicillin as 1% line ABX
in all settings

o Decrease the duration of
ABX to < 7 days (5 days
preferred for outpatient)

Chest X-Ray (CXR)

o Not necessary for the
confirmation of suspected
CAP (Well-appearing mild
disease)

o CXR does nat differentiate
between bacterial and
viral etiology

*Atypical Pneumonia
Signs & Symptoms

e >5y/o

e Prolonged S/S > 7 days
e Headache or malaise

¢ Non-focal exam

“Complicated Pneumonia

o Opacified hemithorax

o Moderate/ large effusion
(>Ya of the thorax)

e Empyema

o Lung abscess

¢ Necrotizing pneumonia

Treatment Failure
Consider admission for
increasing respiratory
distress, respiratory support
requirement, or worsening
fever curve in a patient that
has tolerated first line therapy
for 48-72 hrs.

Vaccinated patients who
remain febrile after 48-72 hrs
but do not have worsening
respiratory symptoms,
hypoxia, or worsening fever
curve likely have a viral
etiology and discontinuation of
antibiotics should be
considered

Concern for community acquired pneumonia on history and physical
(Clinical signs include but are not limited to fever, tachypnea, cough, hypoxemia, focal
rales/crackles and increased work of breathing such as retractions and grunting)

v

o Treat fever

Initial Assessment

e Record vital signs including pulse ox
I

v

v

Well-appearing to mildly ill
o No hypoxemia
* Mild to no work of breathing

e Tachypnea or hypoxemia

o Increased work of breathing
o Altered mental state

o Poor PO intake

Moderately ill to severely ill

**|f in Primary Care refer to ED***

e Consider CXR only if diagnosis is uncertain

e Consider influenza testing per influenza pathway only if
community transmission is present

e COVID-19 testing per guidelines

v v
Testing Testing
e CXR and labs are not routinely recommended, and clinical e CXR
diagnosis is encouraged e Consider:

e If concerned for Complicated Pneumonia® and/or meets
PICU Evaluation Criteria, consider CBC/blood culture

e Respiratory viral panel PCR/Influenza testing

e COVID-19 Testing per guidelines

Atypical Pneumonia®
Signs & Symptoms

Children >5 y/o

Consider azithromycin

unless the patientis on

levofloxacin (which has
atypical coverage)

Complicated Pneumonia® or
meets PICU Admit Criteria

Off
Ye

No
A 4

Treatment
o Evaluate patient’s immunization status

and not prescribing antibiotics

e Children < 6 years old consider treating as viral PNA,

No
v

Treatment
o Evaluate patient's immunization status
o Consider IV access, IV fluids (may treat enterally if
tolerating PO)
e Oxygen therapy or respiraltorv support as needed

v v v v
Duration 5-7 days <2 doses of HiB Duration 7 days <2 doses of HIB
Duration 5-7 days 1% Line: Duration 7 days
1% Line: 1% Line: PO: amoxicillin 1% Line:

PO: amoxicillin

PCN Allergy

Mild Type IV (delayed
maculopapular rash):
cefdinir

PCNAllergy

Mild Type IV (delayed
maculopapular rash):
clindamycin

Type l/lgE mediated or Type I/IgE mediated or
serious delayed reactions:

clindamycin or le vofloxacin levofloxacin

PO: amoxicillin/clavulanate.

serious delay ed reactions:

1V: ampicillin (first line therapy
regardless of previous ABX use)

PCN Allergy

Mild Type IV (delayed
maculopapular rash):

1V: ceftriaxone or clindamycin
PO: clindamycin

Type l/lgE mediated or
serious delayed reactions:
IV/P O: clindamycin or
levofloxacin

PO: amoxicillin/clavulanate
IV: ceftriaxone or ampicillin/
sulbactam

PCN Allergy

Mild Type IV (delayed
maculopapular rash):
IV: ceftriaxone

PO: cefdinir

Type l/lgE mediated or
serious delayed reactions:
IV/P O: levofloxacin

v e~ v

Discharge Criteria
e Minimal to no work of breathing
e Tolerating PO
e Pulse ox=> 92% on room air while
awake, and > 90% while asleep
e Fallow up with PCP in 2-3 days

e Refer patients with antibiotic allergy to follow-up

Inpatient Admission Criteria

o Hypoxemia (<92% awake and/or

<90% asleep)

o |nability to tolerate oral intake
o Increased work of breathing

(retractions, tachypnea)

¢ Does not have appropriate outpatient

PICU Evaluation Criteria
Any of the following:
o Altered mental status
e Concem for respiratory failure or
sepsis
e Hypoxemia requiring High Flow Nasal
Cannula flow rates above age

See
Page

recommendations (see Supporting
Information page 3 ) OR FiO2 of =
50%

o Need for positive pressure ventilation
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Community Acquired Pneumonia (Uncomplicated)

Inpatient

Inclusion Criteria:
Suspected uncomplicated
community acquired
pneumonia in patients >90
days

Exclusion Criteria:
« Complicated Pneumonia®
e Immunodeficiency
o Risk for aspiration

e Lung disease other than
asthma

e Prior/current trach or vent
dependent

e Empyema or lung abscess

e Significant cardiac anomaly

e History of Vaping

» Malignancy

e Neuromuscular Disease

e Sepsis

e Sickle Cell Disease

Targets:
e Increase Amoxicillin/
Ampicillin as 1% line ABX in

all settings
e Decrease the duration of
ABX to < 7 days

Respiratory Viral Panel
(RVP)

Routine use of respiratory viral
panel is discouraged unless it
will be used to change clinical
management
i.e. discontinue antibiotics or
diagnose pertussis

Treatment Failure
Vaccinated patients who
remain febrile after 48-72 hrs
but do not have worsening
respiratory symptoms, hypoxia,
or worsening fever curve likely
have a viral etiology and
discontinuation of antibiotics
should be considered

2Complicated Pneumonia
o Opacified Hemithorax
o Moderate/ large effusion
e (>Yofthe thorax)
e Empyema
e Lung abscess
e Necraotizing pneumonia

Page
1

otherwise nat indicated

supplemental oxygen
e CXR (If not already performed)

Inpatient Pathway Initiation

¢ Utilize Gen Peds Community Acquired Pneumonia Order Set
e During Flu season rapid influenza/ RSV/ SARS CoV-2 testing if not obtained in ED
« If concerns for complicated pneumonia? and/ or meeting PICU Evaluation Criteria, consider blood culture,

o Oxygen therapy to keep saturation >90%, refer to Oxygen Therapy Protocol. Spot check pulse oximetry if not on

v

Treatment

e May consider enteral antibiotic if able to tolerate PO
o Consider |V access, IV fluids, if unable to tolerate PO
* Respiratory support as needed

Y

L

1% Line:
PO: amoxicillin

PCN Allergy

PO: clindamycin

reactions:

Immunized
Duration 7 days

IV: ampicillin (regardless of previous ABX use)

Mild Type IV (delayed maculopapular rash):
IV: ceftriaxone or clindamycin

Type l/IgE mediated or serious delayed

IVV/PO: clindamycin or levofloxacin

1% Line:
IV: ceftriaxone

PCN Allergy

1V: ceftriaxone
PO: cefdinir

reaction:

PO: amoxicillin/clavulanate

Mild Type IV (delayed maculopapular rash):

Type I/IgE mediated or serious delayed

IV/PO: levofloxacin

Under Immunized
(<2 doses of HiB)

Duration 7 days

or ampicillin/sulbactam

v

o Re-assess patient every 4 — 8 hours for any clinical changes
e Update patient care goals at daily rounds
o Review disposition criteria

A 4

A

Inpatient Discharge Criteria

« No respiratory distress

o Off supplementary Oxygen = 4
hrs, including while sleeping

e Tolerating PO

o Follow up established with PCP
(In person or Telehealth/
telecommunication)

e Teach back reviewed: Signs of
respiratory distress, Infants
with trouble breathing,
dehydration, or appearing
fatigue

e Instruction to contact PCP
immediately with any
concerning symptoms

» Refer patients with antibiotic
allergy to allergy clinic for
definitive testing

» Reference Enteral Step Down
Therapy table for discharge
medications

Continue Treatment

¢ Patients who are not improving
enough to meet discharge criteria
or progressing enough to meet
PICU evaluation criteria should
continue treatment and then be
revaluated within 4-8 hours for
changes

PICU Evaluation Criteria

Call a Rapid Response if patient has

any of the following:

e Altered mental status

e Concem for respiratory failure or
sepsis

¢ Hypoxemia requiring High Flow
Nasal Cannula flow rates above
age recommendations (see
Supporting Information page 3)
OR FiO2 of 2 50%

¢ Need for positive pressure
ventilation

e Progression to, or development of
complicated pneumonia
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HFNC/HiVNI Initiation and Titration Recommendations Antibiogram Percent of Isolates
Note: If patjent does not have increased work of breathing or hypoxemic respiratory failure Susceptible to Tested

(decrease in oxygen level in the blood due to respiratory failure), consider other low flow

modalities prior to the initiation of HENC/HIVNi Antibiotics
Age Inifiate Flow | Increase Flow by | UpperLumt | 02 for Hypoxic
of Flow/FIO2 |  Patients (<90% -
safuration) = s« £ £
0-30 days 4L/min Wminas WOB | Flow=8 LPM | Start FIO2 at 40% = S % §
requires and/or and merease as T = R
FIO2 = 60% needed to keep 'E § = §
oxygen safuration (== =] =1
=90% Streptococcus pneumoniae
1 month- 2 years 6L/min 2L/min as WOB | Flow =12LPM | Start FIO2 at 40%
requires andlor and increase as AIDHC ( 2019 and 2020)* 99 100 88 99
FIO2 =60% needed to keep 2ampicillinfamoxicillin activity can be inferred from penicillin result
nygeﬂ saumtinu bDue to low # of isolates in 2020, data from 2019 was combined with 2020 to increase
S00% the sample size
3 years -6 years 8L/min 2L/min as WOB | Flow =14LPM | Start FIO2 at 40%
Tequires and/or and inerease as
FI02 = 60% needed to keep
oxygen safuration
290%
_ i 1 = 0,
7 years-12 years 8L/min 2L/min as WOB | Flow =16LPM | Start FIO2 at 40% Ampicillin Tl s sl
requires and/or and increase as
FI02 =60% needed o keep Ceftriaxone Clindamycin
oxygen safuration (PCN allergy and immunized)
i _ 290% Ceftriaxone Amoxicillin/clavulanate
13 years and up 10L/min 2L/min as WOB | Flow =20LPM | Start FIO2 at 40% (Unimmunized or failed IV ampicillin)
and ;
QUi FIO? :0;(}" 0% iﬂ: d?;f)aii s Ceftriaxone Cefdinir
P (PCN allergy and unimmunized)
oxygen saturation
>00% Clindamycin Clindamycin

. ‘ ) Levofloxacin Levofloxacin
* Flow may be limited by cannula or cartridge based on manufacturer's recommendations
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