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Not valid beyond Se
These recommendations have been derived from an original guideline document produced by the British Thoracic
Society (BTS) NB: The original guideline is NOT the work of the Royal College of Paediatrics and Child Health.  This
document represents the College’s appraisal of the authors’ completed guidelines. The College’s appraisal should not be
considered valid beyond September 2004, and new evidence at any time could invalidate these recommendations. The
full guideline may be obtained at the following website: http://www.brit-thoracic.org.uk/pdf/paediatriccap.pdf 
 
 
 
 
 

KEY POINTS 
• The scope includes primary and secondary care management of pneumonia in previously healthy children 

• Oral amoxycillin is the first line antibiotic for children not ill enough to require hospital admission for children over 6 months of age

• There appears to be no involvement of parents or children in the guideline development  
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ence used throughout are those derived from the US Agency for Health Care Policy and Research, 
 Please note that those recommendations ORIGINALLY ascribed a Grade C have not been 
College. 
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evidence of overall good quality and consistency addressing the specific 
recommendation. 

Requires availability of well-conducted clinical trials but no randomised 
clinical trials on the topic of the recommendation.  
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studies of good quality. 
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Tests   
• Pulse oximetry should be performed in every child admitted to hospital with pneumonia (Original 

Statement: Grade A). 
B ! 

• Acute phase reactants do not distinguish between bacterial and viral infection in children and should 
not be measured routinely  

A ! 

Microbiological investigations   
• Blood cultures should be performed in all children suspected of having bacterial pneumonia. B ! 

• Acute serum should be saved and a convalescent sample taken in cases where a microbiological 
diagnosis was not reached during the acute illness. 

B ! 

• Nasopharyngeal aspirates from all children under the age of 18 months should be sent for viral 
antigen detection (e.g. immunofluorescence) +/- viral culture. 

B ! 

• When significant pleural fluid is present, it should be aspirated for diagnostic purposes.  It should be 
sent for microscopy and culture and a specimen saved for bacterial antigen detection. 

B ! 

General management   
• Patients whose oxygen saturation is 92% or less while breathing air should be treated with oxygen 

given by nasal cannulae, head box or facemask, to maintain oxygen saturation greater than 92%. 
(Original Statement: Grade A) Comment: the optimal oxygen saturation is unknown. The one 
supporting study investigated the efficacy of different delivery devices. 

C ! 

• There is currently no evidence that chest physiotherapy is beneficial in children with pneumonia 
(Original Statement: Chest physiotherapy is not beneficial and should not be performed in children 
with pneumonia). 

B ! 

Antibiotic management   
• Young children presenting with mild symptoms of lower respiratory tract infection need not be 

treated with antibiotics. 
B ! 

 

• Amoxycillin is first choice for oral antibiotic therapy in children under the age of five, because it is 
effective against the majority of pathogens which cause CAP in this group, it is well tolerated and 
cheap.  Alternatives are co-amoxiclav, cefaclor, erythromycin, clarithromycin and azithromycin. 

B ! 

• Amoxycillin should be used as first line treatment at any age if S pneumoniae is thought to be the 
likely pathogen. 

B ! 

• Amoxycillin administered orally is effective for children of six months age or older presenting with 
CAP and who are well enough to be treated without hospital admission (Original Statement: 
Antibiotics administered orally are safe and effective for children presenting with CAP). 

A ! 

 
Clinical audit 
The original published guideline document contains key points for clinical audit. 
 
Overview 
This publication presents evidence-based information for the management of community acquired pneumonia in childhood.  Guidelines are 
'systematically developed statements to assist decisions about appropriate care for specific clinical circumstances' based on systematic reviews of the 
research literature.  Guidelines are not intended to restrict clinical freedom, but practitioners are expected to use the recommendations as a basis for 
their practice.  Local resources and the circumstances and preferences of individual patients will need to be taken into account. Where possible, 
recommendations are based on, and explicitly linked to, the evidence that supports them.  Areas lacking evidence are highlighted and may form a 
basis for future research. 

The Role of the Royal College of Paediatrics and Child Health 
In order to raise awareness about the existence of the original guideline and to ensure its relevance for children’s health, the College (through its 
Quality of Practice Committee) appraised the original guideline against the ‘AGREE’ checklist laid out in its ‘standards’ document.  Having 
established the quality of the guideline’s methodology in this way, the College recruited independent reviewers to examine the recommendations 
presented in the guideline document in the context of the original research papers from which they were derived.  These reviewers were chosen as 
being expert in both the clinical area under examination and in critically appraising research literature.  The findings of the reviewers are presented 
here.  Where discrepancies between their findings and the originals exist, both recommendations have been included.  The shaded boxes indicate 
these areas of discrepancy.  In addition, where papers have been identified that post-date the publication of the guideline or further support the validity 
of the recommendations, these have been included. 
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