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DIAGNOSIS AND MANAGEMENT OF

Pediatric Community-Acquired Pneumonia (CAP)
patients age 3 months and older without bronchiolitis

This care process model (CPM) is produced by Intermountain Healthcare’s Pediatric Infectious Disease Team, a subgroup
of the Pediatric Specialities Clinical Program. The CPM summarizes evaluation and treatment recommendations for
community-acquired pneumonia (CAP) in previously healthy children without chronic health conditions age 3 months
and older. Recommendations are based on recent studies in peer-reviewed medical literature, local susceptibility data and

practice patterns, and recent consensus guidelines from the Infectious Disease Society of America (IDSA) and the British
Thoracic Society Standards of Care Committee (BTS).1,2

Note that that this model does not provide guidance for treating children with bronchiolitis; refer instead to Intermountain
protocols available on the Bronchiolitis clinical topic page. Also note that this model does not apply to healthcareassociated pneumonia (HCAP) or to complicated pneumonia requiring care in the ICU or interventions for effusion.

WHy FoCus

on Pediatric Pneumonia?

 Pneumonia remains common, serious, and costly. Pneumonia is the leading cause of death in children worldwide.
Each year, more than 2 million children younger than 5 years die from pneumonia, representing approximately 20%
of all deaths in children within this age group.1 Within Intermountain Healthcare, pneumonia is the fourth most
common reason for a pediatric admission and is the pediatric condition with the fourth highest cost.3
 Well designed and implemented guidelines have decreased morbidity and mortality for adults with CAP.1 For
the management of pediatric CAP, retrospective studies support the safety and efficacy of the recommendations in the
IDSA and BTS guidelines; adapting these to our Intermountain system local practice can guide outpatient and inpatient
care and drive better outcomes.4
 We have an opportunity to improve care and reduce variability in several areas of practice. Analysis of
Intermountain practice patterns reveals several areas where we can standardize care around evidence-based guidelines:
– Use of pulse oximetry to support diagnosis and guide site-of-care decisions
– Use of immunization screening and viral testing to guide treatment decisions
– Appropriate use of chest x-rays for diagnosis and follow-up
– Blood culture testing at admission and prior to antibiotic therapy
– Selection and administration of anti-infective agents used in outpatient and inpatient care
– Discharge criteria for inpatients
The inside pages of this tool provide an algorithm and can be folded open and posted in your office or clinic.
The back page provides a discussion of recommendations and a list of resources and references.

Key recommendations
in this cPm

• Use pulse oximetry and clinical

assessments of respiratory distress to
make site-of-care determinations

• Assess immunization status of all patients
• For outpatients, do not routinely order chest

x-rays; do not automatically prescribe
anti-infective therapy

• Perform viral testing — always for inpatients,

as needed for outpatients

• Obtain blood cultures on all admitted patients

before starting anti-infective therapy; do not
routinely perform cultures in fully immunized
children well enough for outpatient care

• When antibiotic therapy is indicated, prefer

amoxicillin or ampicillin — and begin with
(or convert early to) oral medication

• Provide influenza antiviral therapy for all

children hospitalized with flu

Goal
To support our overall goal of improving clinical
outcomes and appropriate use of resources, in 2013
we will begin measuring in select Intermountain
facilities the percentage of children admitted
to the hospital with the primary diagnosis of
uncomplicated CAP who receive amoxicillin
(or ampicillin, for those patients unable to take
oral medication). our goal: 55% or better.
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