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ASSESSMENT TREATMENT ° EVALUATION
o Amoxicillin-clavulanate plus (doxycycline or azithromycin) or Day 3 reassessment:
— Outpatient’ e Cefpodoxime plus (doxycycline or azithromycin) or e Negative MRSA swab without post-
¢ Levofloxacin obstructive pneumonia: discontinue
Patient not : : : — \ vancomycin or linezolid
— high risk® or _>‘ o Ceftriaxone plus (doxycycline or azithromycin)® or o Non-neutropenic only: if procalcitonin
neutropenic e Levofloxacin < 0.25 or decreased at least 80% from peak,
: : : } } : : ositive viral swab and negative bacterial
. .16 CCefeplmeS plus (doxycycline or azithromycin)’ plus (vancomycin or linezolid) or p : . c8 e
High risk” or : . . A culture: consider discontinuing antibiotics
— . e [f anaphylaxis/serious allergy to both cephalosporins and penicillins: : : . X
- neutropenic ; . . . (likely isolated viral pneumonia)
History \_ aztreonam plus levofloxacin plus (vancomycin or linezolid) .
v ’1 Inpatient e Modify beta lactam and stop
physica — —1 Suspici : o } } : ; de (i
lab non-ICU pieion Of. CP1peracﬂhn-tazobactam8 plus (doxycycline or azithromycin)’ plus ) aminoglycoside (if used) based on culture
cxam, fa post-obstructive - - L 19 and susceptibility results
1 ) (vancomycin or linezolid)” or
data’, and /
. SNEI pneurhonia o Cefepime® plus metronidazole plus (doxycycline or azithromycin)’ plus ] Davs 5-10 t:
Imaging — aspiration, or — or li lid ays >-1U reassessment.
compatible known (Vancomycm or linezolt ) or ' o o Non-neutropenic patients only:
with structural lung o If anaphylaxis/serious allergy to both cephalosporins and penicillins: o If vital signs are normal or returned to
3 ... aztreonam plus metronidazole plus levofloxacin plus (vancomycin or linezolid i ini - di i
pneumonia abnormalities \_ P P plus ( Y )) baspl}ng and clinically stable: discontinue
~ ~ antibiotics
. Cefepime8 plus (azithromycin or levoﬂoxacin)7 plus (vancomycin or linezolid) o If any of the vital signs are abnormal, but
o If anaphylaxis/serious allergy to both cephalosporins and penicillins: Switch to aztreonam plus procalcitonin < 0.25 or decreased at least
levofloxacin plus (vancomycin or linezolid) 80% from peak: consider discontinuing
— ICU ———»| o Ifrequiring mechanical ventilation or vasopressors: consider adding amikacin — antibiotics
! Lab data: sputum culture o If suspicion of post-obstructive pneumonia/aspiration, or known structural lung abnormalities, either: . .
P ’ P P P P 8 If proven post-obstructive pneumonia
Methicillin-resistant S. aureus (MRSA) nasal - Add metronidazole if cefepime or aztreonam is used or P ; E i P .
swab, respiratory multiplex PCR panel, serum \_ - Use piperacillin-tazobactam® instead of cefepime ) cavitary abnormality, or nelétrop enic: treat
procalcitonin for 3 days, blood cultures (from according to clinical course
peripheral site and each existing lumen of CVC or two peripheral cultures * Appropriate for outpatient treatment: clinically stable, sound mentation, non-neutropenic,
if no CVC present). Legionella and Streptococcus urine antigen for patients ability to take oral medications, no history of drug-resistant pathogens and not treated for bacterial infection in last 90 days. Consider hospitalization
admitted in the ICU. for Community Acquired Pneumonia (CAP) patients based on clinical judgement and those with Pneumonia Severity Index (PSI) class 3-5 (> 71 points).
2 Chest X-ray (for all neutropenic patients or those with structural lung disease, ~ Refer MD Anderson Cancer Center Adult Antimicrobial Dosing Guide (internal use only) for dosing recommendations
substitute with CT chest). Consider baseline electrocardiogram (EKG). % High risk: hospitalization for > 2 days in the last 90 days, received parenteral antibiotics in the last 90 days, or colonization with multidrug resistant organisms
? Empiric treatment selection should consider prior culture history, antibiotic ’ Atypical coverage is not required if pneumonia onset is > 48 hours after admission
exposure, and allergies. In case of carbapenem-resistant or other ¥ Replace with meropenem for patients with history of extended spectrum beta-lactamase (ESBL) - producing pathogens

multidrug-resistant organism history, obtain Infectious Diseases consultation. ? Consider pulmonary medicine consultation for bronchoscopy with bronchoalveolar lavage if clinically warranted
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