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Community Acquired Pneumonia in Children

• Definition: WHO CAP in children under 5 years : coughing or difficult 

breathing, fast breathing, with or without fever.

• Severe Pneumonia Classification: Cough/difficulty breathing plus any 

general danger sign: unable to drink/breastfeed, vomiting everything, 

convulsing, lethargy/unconsciousness, or stridor in a calm child.

• Etiology: Mainly bacterial (Streptococcus pneumoniae, Haemophilus 

influenzae type b) or viral (Respiratory Syncytial Virus - RSV).



Fast Breathing Criteria (WHO)

• < 2 months: 60 breaths/min or more.

• 2-11 months: 50 breaths/min or more.

• 1-5 years: 40 breaths/min or more.

• The diagnosis is primarily clinical, focusing on identifying those who 

need immediate antibiotic treatment



14 CAP deaths/Hr
Burden and Risk Factors

• High Incidence and Mortality: Pneumonia causes nearly 15%-17.57.5% of all under-

five deaths in India – annually  approx. 170,000 deaths- 17-20% global burden

• Childhood Pneumonia Cases: Approximately 3.6 to 4.0 million episodes of childhood 

pneumonia are reported annually.

• Mortality Rate: CFR in hospitalized, severe cases ranges from 14%–30%.

• Key Risk Factors: Increasing vulnerability include low birth weight, malnutrition, poor 

air quality (indoor smoke), inadequate immunization, lack of exclusive breastfeeding, and 

delayed care-seeking.



Reasons for Decline in CAP Burden 

• Since Year 2000- 54% decline due to

• introduction of pneumococcal conjugate (PCV) and Hib vaccines

• improved nutritional status 

• early recognition of disease

• increased access to early antibiotic treatment

• reduced household air pollution through government initiatives



Treatment of CAP
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Background in 2000

• Acute respiratory infections accounted for about 2.1 million deaths 
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3.9% vs 0.05%



Gaps in Management of CAP

• Antibiotic Overuse: Etiology mostly viral, yet > 90% of hospitalized children receive antibiotics; 1/4 th antibiotics at home 

inappropriately.

• Lack of Diagnostic Precision: No single test can definitively differentiate bacterial from viral pneumonia, leading to 

empirical over-treatment. Relying on imaging (chest X-rays) for diagnosis can result in variability, with low utility for 

uncomplicated cases.

• Guideline Inconsistency & Non-adherence: High rates of variation exist in adherence to guidelines regarding the 

necessity of inpatient care, diagnostic tests, and treatment durations.

• Unclear Management Protocols for Complications: Evidence is lacking on optimal treatment durations for complex 

cases such as empyema or pleural effusion, often leading to prolonged, unnecessary intravenous antibiotic courses.

• Vaccine Coverage & Risk Factors: Inadequate coverage of effective vaccines and failure to address underlying risk 

factors like malnutrition, lack of breastfeeding, and indoor pollution contribute to the disease burden



Immediate Research Priorities

• Procalcitonin (PCT) Usage: Further study is needed to firmly implement 

PCT as a tool to guide antibiotic de-escalation.

• Rapid Molecular Diagnostics: More rapid, reliable diagnostics are 

required to differentiate pathogen types, reducing empirical treatment.

• Outpatient Management: Shifting toward "watchful waiting" for mild 

cases to decrease antibiotic exposure.

• Standardized Protocols: Developing and adhering to simple, evidence-

based, local management algorithms
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