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Table 1. Age distribution of pathogens in community
acquired pneumonia®

Streptococcus agalactiae
Gram negative Enterobacteriaceae
cytomegalovirus

birth —20 days

Listeria monocytogenes
Chlamydia trachomatis
Respiratory syncytial virus
3 weeks —3 months Parainfluenza virus type'a 3
Streptococcus pneumoniae
Bordetella pertussis
Staphylococcus aureus

RS virus

Parainfluenza virus
Influenza virus
Adenovirus
Rhinovirus
4 months —4 years Human metapneumovirus
Streptococcus pneumoniae
Haemophilus influenzae
Mycoplasma pneumoniae
Mycobacterium tuberculosis

Mycoplasma pneumoniae
5 years — 15 years Chlamydophila pneumo'm'ae
Streptococcus pneumoniae

Mycobacterium tuberculosis
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Table 2. Etiologic pathogens identified with the real-time PCR
method I: clinical samples from hospitalized children with

community acquired pneumonia®

Pathogen Number %
Respiratory syncytial virus 207 39.9
Rhinovirus 150 28.9
Influenza virus A and B 85 16.4
Parainfluenza virus 67 12.9
Virus Human bocavirus 43 8.3
Human metapneumovirus 2 0.4
Enterovirus 18 3.5
Adenovirus 14 2.7
subtotal 519
S. pneumoniae 197 46.6
H. influenzae 72 17.0
S. pneumoniae and H. influenzae 74 17.5
M. pneumoniae 68 16.1
Bacteria M. pneumoniae and H. influenzae 2 0.5
M. pneumoniae, S. pneumoniae, 1 0.2
and H. influenzae
Other 9 2.1
subtotal 423
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Changes in S. pneumoniae strains classified by PCG-resistance in results in nationwide surveil-

lance studies for clinical specimens from children in Japan
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Changes in H. influenzae strains classified by ABPC or CVA/AMPC-resistance in results in nation-

wide surveillance studies for clinical specimens from children in Japan
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Table 3. Oralinitial antibiotic therapy for community acquired pneumonia besed on evidence®

Suspected of bacterial pneumonia

Suspected of atypical pneumonia

Drugs Daily dose Daily times Drugs Daily dose Daily times
(mg/kg) (mg/kg)
erythromycin 40 4
1st choice amoxicillin 30—40 34 clarithromycin 10-15 2-3
azithromycin * 10 1
2nd choice clavulanic acid/amoxicillin 96.4 2
cefditoren-pivoxil 9-18 3
cefteram-pivoxil 9-18 3
cefcapene-pivoxil 9 3

When the effect of other oral antibiotics can not be
expected, due to onset, recurrence, and/or relapse,
despite receiving the antibiotic therapy as described above

8—12
tosufloxacin 12

tebipenem-pivoxil

suspected of pneumonia of macrolide resistant
Mycoplasma pneumoniae

2 tosufloxacin 12 2

2 minocycline* * 2-4 2

*:3days **:children more than 8 years old
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THEDOTA KI4 VOB Hb, TDOHA KT 4
YTIE, Ak TomEERE LT, MR T B
I 21X AMPC 90 mg/kg/H b L < I CVA/
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Table 4. Initial antibiotic therapy for hospitalized children (excluding neonates) with community acquired pneumonia®
Suspected of bacterial pneumonia Suspected of atypical pneumonia
Single d Dail Daily d Dail
Drugs Method ngie dose . ary Drugs Method atly dose . ary
(mg/kg) times (mg/kg)  times
erythromycin po 2550 4-6
1st choice  ampicillin iv 30—40 3 clarithromycin po 10-15 2-3
azithromycin po 10 1
sulbactam/ampicillin iv 30-50 3 -
. . tosufloxacin po 12 2
cefotaxime iv 30—40 3
2nd choice
) ) 25-30 2 , s .
ceftriaxone v minocycline pooriv 24 2
50—60 1

* : children suspected of pneumonia due to macrolide-resistant M. pneumoniae

**: children more than 8 years old, suspected of pneumonia due to macrolide-resistant M. pneumoniae
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The pathogenic microorganisms that cause community-acquired pneumonia in children vary depending
on the area, timing, and method of data collection. However, at least one third of these microorganisms are
considered to be viruses. Therefore, the necessity of antimicrobial drug administration should be deter-
mined based on patient symptoms and laboratory test results. The pathogenic microorganisms that should
be treated with antibacterial drugs mainly include Streptococcus pneumoniae and Haemophilus influen-
zae in the case of infants and Mycoplasma pneumoniae in the case of 5- or 6-year-old children. Recently,
these pathogenic bacteria have often included resistant strains; therefore, antibacterial drugs must be cho-
sen carefully. Community-acquired pneumonia in children is discussed in the “Guidelines for the Manage-
ment of Respiratory Infectious Diseases in Children,” jointly published by the Japanese Society for Pediat-
ric Infectious Diseases and the Japanese Society of Pediatric Pulmonology. In the newest guidelines pub-
lished in 2017, amoxicillin is recommended as the first-line treatment when the specific pathogenic micro-
organisms are not known, but bacterial pneumonia is suspected. However, because H. influenzae is often
detected, which shows low sensitivity to amoxicillin, oral cephems (such as cefditoren-pivoxil) are recom-
mended as the second-line treatment. When atypical pneumonia is suspected, macrolides are recom-
mended as the first-line treatment. However, when macrolide-resistant M. pneumoniae is suspected, tosu-
floxacin (and minocycline if the patient is =8 years old) can be chosen. Ampicillin is recommended as a
first-line treatment for hospitalized patients.
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