
 

Well appearing child > 3 months*  
with suspected CAP** 

Clinical Pathway for Children with Community Acquired Pneumonia

Discharge criteria 
Minimal to no respiratory distress 
SaO2 ≥ 90% on room air 
Tolerating oral hydration and medication 
Established follow up with PCP in 2-3 days 

Duration of therapy 
Mild-moderate typical CAP: 7 days 
Atypical CAP: 5 days 

*Exclusion criteria 

Tracheostomy/ventilator 
Lung disease (excluding 
asthma) 
Immunocompromised 
Symptomatic and/or 
cyanotic heart disease 
Sepsis/septic shock 

See CAP order set 

Antibiotics for moderate CAP 
Typical CAP: 
   IV Ampicillin (1st line) 

Failed high dose Amoxicillin ≥ 48 hours or 
consider if vaccines not up to date and < 
5yo:  
   IV Ceftriaxone 

ß-lactam allergy***: 
   IV Clindamycin (1st line) 
   IV Levofloxacin (2nd line) 

Atypical CAP: 
   IV/PO Azithromycin 

Assess daily for improvement 

If toxic, see sepsis 
pathway 

Moderate CAP (Inpatient/PICU) 
CXR 2-view 
Blood culture if complicated CAP** 
Consider Mycoplasma PCR/RVP if 
atypical or viral CAP** suspected 
Influenza PCR if concern for flu 

Outpatient management 
Antibiotics not routinely needed for kids 
<5yo as viruses cause most disease 

Typical CAP: 
   PO Amoxicillin (1st line) 

Consider if vaccines not up to date and 
<5yo:  
   PO Augmentin 

ß-lactam allergy***:  
   PO Clindamycin (1st line) 
   PO Levofloxacin (2nd line) 

Atypical CAP: 
   PO Azithromycin 

Antibiotics for severe CAP 
IV Ceftriaxone (1st line) 

Add if complicated CAP or suspect 
Staphylococcus aureus:  
   IV Vancomycin or Clindamycin 

ß-lactam allergy***:  
   IV Levofloxacin 

**CAP signs/symptoms 

Viral CAP: #1 cause of CAP, 
gradual onset, preceding URI 
symptoms, diffuse lung 
findings 

Typical CAP: rapid onset, high 
fevers, focal lung findings 

Atypical CAP: >5yo, low-
grade fever, cough, sore 
throat, mild/protracted course 

Complicated pneumonia: 
Moderate/large effusions, 
multilobar disease, abscess/
cavities, necrotizing, 
empyema, pneumothorax, 
bronchopleural fistula or 
disseminated bacterial 
infection 

Assess severity of CAP

Mild CAP

No/minimal resp distress 

SaO2 ≥ 90% on room air 

Tolerating PO 

Outpatient

Moderate CAP

Moderate resp distress 

SaO2 < 90% requiring 
nasal cannula or high 
flow 

Not tolerating PO 

Inpatient/PICU 

Severe CAP 
Severe resp distress 
 
SaO2 < 90% requiring 
CPAP, BiPAP or ventilator 
   
AMS 
   
Hemodynamic instability 

PICU

Severe CAP (PICU) 
CXR 2-view 
CBC with differential 
Blood culture 
Respiratory panel 
Gram stain/culture if intubated 
No routine ESR/CRP

Mild CAP (outpatient) 
No routine testing including CXR

***ß-lactam allergy 

1. Avoid ß-lactam if history of SERIOUS 
CUTANEOUS REACTION (serum sickness, EM, 
SJS/TEN or DRESS) to a ß-lactam. 

2. Assess for TYPE 1 ALLERGY to ß-lactam: onset 
<1 hour, hives/urticaria, angioedema, laryngeal 
edema, shortness of breath, wheezing, 
hypotension, epinephrine requirement. 

3. If the reaction is not consistent with a serious 
cutaneous reaction or type 1 allergy as above, 
proceed with first-line ß-lactam. Consult Pharmacy, 
Allergy and/or Peds ID as needed. 

4. If the patient has a type 1 allergy to a ß-lactam, 
consult Pharmacy, Allergy and/or Peds ID for 
further management. Recommend outpatient 
referral to Allergy by PCP for discharges. Reactions 
are based on similarity of side chains. 



Antibiotic Recommendations 

*Consider TID dosing for children with concern for resistant organisms or compliance issues. 
 
 

Pneumonia type Antibiotic choice Duration

Typical 
mild 
CAP

First line: 

PO Amoxicillin 45mg/kg/dose BID or TID* (max 4g/day) 

Consider if vaccines not updated and <5yo: 

PO Augmentin ES 600-42.9mg/5mL (14:1) 45 mg/kg/dose of Amoxicillin BID (max 4g/day) 

ß-lactam allergy (see allergy box on clinical pathway): 

First line: PO Clindamycin 13 mg/kg/dose TID (max dose 600mg) 

Second line: PO Levofloxacin 10 mg/kg/dose BID if 6mo-5yo, daily if ≥5yo (max 750mg/
day) 

Third line: PO Cefdinir 7mg/kg/dose BID (max 600mg/day)

Mild CAP: 

7 days 

Moderate typical 
CAP

First line: 

IV Ampicillin 50mg/kg Q6H (max dose 2g) 

Consider if vaccines not updated and <5yo: 

IV Ceftriaxone 50 mg/kg/dose Q24H (max dose 2g) 

ß-lactam allergy (see allergy box on clinical pathway): 

First line: IV Clindamycin 13 mg/kg/dose Q8H (max dose 900mg) 

Second line: IV Levofloxacin 10 mg/kg/dose Q12H for 6mo-5yo (max dose 375mg), Q24H 
if ≥5yo (max dose 750mg)

Moderate CAP: 

7 days 

Severe typical CAP First line: 

IV Ceftriaxone 75 mg/kg/dose Q24H (max dose 2g) 

ß-lactam allergy (see allergy box on clinical pathway): 

IV Levofloxacin 10 mg/kg/dose Q12H for 6mo-5yo (max dose 375mg), Q24H if ≥5yo (max 
dose 750mg) 

PLUS 

IV Clindamycin 13 mg/kg/dose Q8H (max dose 900mg) 

OR if toxic or history of MRSA colonization/infection 

IV Vancomycin 15 mg/kg/dose Q6-12H

Severe or complicated CAP: 

10+ days (consult ID)

Atypical CAP PO Azithromycin 10mg/kg/dose once on Day 1 (max dose 500mg) then 5 mg/kg/dose daily 
on Day 2-5 (max dose 250mg) 

IV Azithromycin 10 mg/kg/day (max dose 500mg) once on Day 1, then 5 mg/kg/dose (max 
dose 250mg) on Day 2-5

Atypical CAP: 

5 days

Aspiration 
pneumonia

First line: 

IV Unasyn 50 mg/kg of Ampicillin, Q6H (max dose of Ampicillin 2g) 

Failed ß-lactam ≥ 48H or ß-lactam allergy (see allergy box on cilnical pathway): 

IV Clindamycin 13 mg/kg/dose Q8H (max dose 900mg)

Aspiration pneumonia: 

7 days

Hospital or ventilator 
associated 
pneumonia or 
history of gram 
negative pneumonia

IV Cefepime 50 mg/kg Q8H (max dose 2g) 

IV Zosyn 100 mg/kg Q6H (max dose of Piperacilin 2g)

Hospital associated pneumonia: 

7 days 

Ventilator associated pneumonia: 

5 days
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