
Mild Moderate - Severe 

Talking In sentences 
Not able to talk / Not responding 

Confusion / Agitation 

Recession 
Mild Recession 

Mild breathlessness 

Severe recession 

Nasal Flaring  / Grunting 

Intermittent apnoeas 

Cyanosis 

Respiratory Rate 

 

Infants: <50 breaths per minute 

Children <50 breaths per minute 

Infants: >70 breaths per minute 

Children: >50 breaths per minute 

Feeding 
Taking full feeds 

No history of vomiting  
Taking <50% of normal intake 

Sp02 in air ≥ 92% < 92% 

Cardiovascular 
Pink and well perfused 

CRT <2 seconds 

Tachycardia 

Capillary refill time >2secs centrally 

Signs of dehydration 

Auscultation 
Absent breath sounds 

with dull percussion 

If all green features and no red 

o Advice about: 
• Signs of deterioration 
• Fever management 
• Prevention of dehydration 
• When to seek help 

o Discharge home ask parents to return if:  
• Not tolerating fluids or oral antibiotics 
• High swinging or persistent fever 

(particularly after 48hrs of treatment) 
• Increasing effort of breathing, agitation or 

distress 
o Advise parents to seek review if cough  
          persists 8 weeks after the initial illness 

Safety Netting 
• If patient is tolerating fluids / oral 

antibiotics and does not have an oxygen 
requirement they may be able to be 
managed at home. 

• Lower threshold for admission if any high 
risk factors present 

Decision to Admit 

• Can be managed in the community  
• Chest radiograph not required 
• Consider oral antibiotics 

Management in the Community 

• Oxygen to keep sats > 92% 

Moderate Disease 

  Acute illness with fever (> 38.5°C) and breathlessness that is  
not thought to be asthma or bronchiolitis. 

 Cough, tachypnoea, signs of respiratory distress, crepitations, purulent sputum, pleuritic chest pain or upper 
abdominal pain may or may not be present. 

Clinical Diagnosis of Pneumonia 

Assess Severity (treat according to category of most severe signs and symptoms) 

• 2/3 Maintenance 0.9% Saline + 5% 
Dextrose (see IV fluid guideline) 

• Will need daily U+E 

IV Fluids 

Mainly green features and 
tolerating fluids 

Multiple red features OR Septic OR 
Complicated pneumonia OR not 

tolerating fluids 

 
Amoxicillin  

 
 

• PO amoxicillin first line 
• See microguide for doses/duration 
• Consider adding macrolide if atypical 

pneumonia (esp >5 years old) or if no 
improvement 

Oral Antibiotics 

• PO amoxicillin first line 
• See microguide for doses/duration 
• Consider adding macrolide if atypical 

pneumonia (esp >5 years old) or if no 
improvement 

Oral Antibiotics 

Admit 

Review at 48 hours if not 
improving, or earlier if 

deterioration 

• Oxygen to keep sats > 92% 
• Bloods: FBC, U+E, Venous Gas 
• Consider CXR 

Severe Disease 

When Fit For Discharge 

• IV amoxicillin first line 
• See microguide for doses/duration 
• Consider adding macrolide 
 

Intravenous Antibiotics 

Increased need for hospital admission if 
children have any of the following: 
• Recent hospital admission 
• Young age 
• Pre-existing cardio-respiratory condition 
• Compromised immune system 

High Risk Factors 

Acute Lower Respiratory Tract Infection in Children 
In-Hospital Clinical Assessment & Management 



INVESTIGATIONS 

Chest X-Ray 

Should not be routine in children not admitted to hospital as: 

•  Poor correlation with clinical signs 

•  CXR is too insensitive to distinguish viral from bacterial aetiology 

However as per the NICE Guideline “Feverish Illness in Children” there is a role for CXR in those aged less than three 
months with respiratory signs, and in older children with fever and no focus. 

Other Investigations 

Acute phase reactants are not useful in distinguishing viral from bacterial pneumonia 

Microbiological investigation should not be routine.  

Acute Lower Respiratory Tract Infection in Children 
In-Hospital Clinical Assessment & Management 

PROGRESS 

Consider Transfer To PICU If: 

• Failure to maintain oxygen saturations > 92% despite fractional inspired oxygen of > 60% 

• Pneumonia complicated by septicaemia /Shock 

• Rising respiratory and pulse rate with clinical evidence of severe distress and exhaustion, regardless of pCO2 

• Recurrent apnoea or slow irregular breathing 

Re-evaluate If No Improvement In 48 hours 

• Consider possible complications (e.g. sepsis, empyema, lung abscess, metastatic infection, haemolytic uraemic 
syndrome) 

• Consider whether child is having appropriate drug treatment at an adequate dosage 

• Consider possibility of underlying condition e.g. immunosuppression or cystic fibrosis. 

FOLLOW-UP 

Follow Up 

If a child was previously healthy and is recovering well from CAP then no follow up is needed. 

Parents should be instructed to see the GP after 6 – 8 weeks if the cough has not resolved. 

Hospital out-patient follow up and rpt CXR  should be arranged in cases of empyema, lobar collapse, round pneumonia 

ANTIBIOTICS 

All children with a clear diagnosis of Community Acquired Pneumonia (CAP) should receive antibiotics as differentiating 
between bacterial and viral pneumonia clinically or radiologically is unreliable. 

Oral Antibiotics 

Oral antibiotics are safe and effective for even severe CAP. 

Amoxicillin is recommended as first choice oral antibiotic. A macrolide can be used in penicillin allergy. 

Oral Co-amoxiclav has not been shown to be superior to Amoxicillin except in CAP associated with influenza. 

Macrolide antibiotics can be added if:  
• There is no response to first line therapy after 48 hours 
• Mycoplasma or Chlamydia is suspected (symptoms worse than the signs would suggest, insidious onset, chest 
pain, non-respiratory symptoms (e.g. arthralgia, headache, on-going malaise). Mycoplasma pneumonia is 
responsible for up to 40% of community-acquired pneumonia in children over five years of age but should also be 
considered in younger children3). 
• In severe disease 

Intravenous Antibiotics 

IV antibiotics should be used when a child is unable to tolerate oral fluids / absorb oral antibiotics, or a child has signs of 
septicaemia or complicated pneumonia.  

Consider broadening antibiotic cover with IV ceftriaxone if there is no improvement after 48 hours 

Consider converting to oral treatment when there is clear evidence of improvement. 
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