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Complicated pneumonia is defined as pneumonia accompanied by parapneumonic effusion or empyema. Per the

American Academy of Pediatrics, 2%−12% of children with community−acquired pneumonia (CAP) and approximately

28% of children hospitalized with CAP develop complicated pneumonia. The diagnostic evaluation, choice and

duration of antibiotic therapy, and type and timing of surgical intervention for pediatric patients with

complicated pneumonia is not standardized; significant practice variation remains across institutions. A

multidisciplinary team at our institution developed a literature−based care pathway for pediatric complicated

pneumonia with the goals of aligning and optimizing care.
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Forty patients were identified (pre−protocol=25, protocol=15). There were no differences between age (p=0.47)

and size of pleural effusion at consultation for parapneumonic effusion or empyema (p=0.76) between the

groups. Following protocol implementation, time to pediatric surgery consult, number of consulting services,

ICU admission, use of supplemental oxygen, need for intubation, need for readmission, and number and types

of imaging studies performed remained unchanged. Protocol implementation significantly decreased the number

of days of supplemental oxygen (4.8±5.5 vs. 2.6±6.1, p=0.02), the mean number of drainage procedures (1.5±1.3

vs. 0.5±0.5, p=0.03), and the percentage of patients requiring a second drainage procedure due to failure of

the first procedure (32% vs. 0%, p=0.02). Although not statistically significant, there was a trend toward a

decrease in length of stay (11.7±9.2 vs. 8.2±6.7 days, p=0.31).
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