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Acute bronchitis (ages 24 months to 17 years) and bronchiolitis (ages 1 month to 23 months)  
algorithm for pediatric patients in outpatient setting 

Bacterial treatment
If likely a bacterial cause, where 

antibiotics are clinically warranted, 
consider chest X-ray and changing 
the diagnosis to bronchopulmonary 

pneumonia or other etiology.
If suspicion of community-acquired 

pneumonia (CAP), see CAP algorithm

Viral treatment
Symptom management treatment options

	• Analgesics/antipyretics: APAP/NSAIDs as directed 
(Important: Do not give aspirin to children due to the 
risk of Reye's syndrome)

	• Avoid OTC cough/cold medications (antitussives, 
expectorants, combination OTC products) for children 
< 4 years of age. For children ages 4-6 years, only 
use with provider recommendation based on clinical 
judgment

	• Avoid routine decongestants/antihistamines/
corticosteriods (limited benefit, added side effects) 

	• Honey for children greater than 1 year old
	• Bronchodilators are not recommended unless wheezing 

or reactive airway disease is present
	• Humidification
	• Fluids for hydration
	• Saline nasal spray and consider suctioning for infants
	• Rest
	• Avoid irritants (smoke, dust, air pollutants) that can 

worsen symptoms

Symptoms are not consistent
(Bronchitis/bronchiolitis is ruled out as diagnosis)

Consider differential diagnosis such as:  
pneumonia, asthma/reactive airway disease,  

heart failure, or alternate infections

Symptoms consistent
Moderate dyspnea, retractions, 
grunting, nasal flaring, apnea, 

pulse ox < 90% on room air, toxic 
appearance, and rales auscultated

Strategies to reduce antibiotic use for acute bronchitis/bronchiolitis  
1.	 Use delayed prescription strategies

2.	Discuss the expected course of illness and cough duration.

3.	Explain that the illness is typically caused by a virus (90%) and not bacteria.

4.	Explain that antibiotics do not significantly shorten illness duration and are 
associated with adverse effects and antibiotic resistance.

No Yes

	• Cough
	• Sputum production
	• Dyspnea
	• Nasal congestion

Signs and symptoms consistent with acute bronchitis/bronchiolitis lasting > 5 days
	• Headache
	• Temperature > 100.4°F or 38°C
	• Wheezing
	• Rales

	• Rhonchi
	• Tachypnea
	• Nasal flaring
	• Use of accessory muscles



If viral features predominate,  
no testing or antibiotic

Shulman ST, et al. Clinical practice guideline for the diagnosis and management of group A streptococcal pharyngitis: 
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Negative
May consider throat culture for GAS

Acute pharyngitis algorithm for pediatric patients in outpatient setting (ages 6 months to 17 years)

Suggestive of viral etiology
	• Cough
	• Rhinorrhea
	• Hoarseness
	• Conjunctivitis
	• Oral ulcers
	• Diarrhea

Symptomatic relief  
treatment options

	• Warm salt water gargles
	• Humidification (humidifier or 

steamy shower)
	• Rest
	• Soft foods or cold thick liquids 

(ice cream, pudding)
	• Hydration (icy treats)
	• Throat lozenges (for older 

children)
	• Analgesics/antipyretics:  

APAP/NSAIDs as directed 
(Important: Do not give 
aspirin to children due to the 
risk of Reye's syndrome)

Exclusions and special cases
	• Recurrent GAS: Consider culture (not RADT)
	• Close contact with infected person: No treatment unless symptomatic
	• Watch for complications: peritonsillar abscess, rheumatic fever, post-streptococcal glomerulonephritis

Initiate antibiotic therapy 
Preferred 

	• Amoxicillin: 50 mg/kg/dose by mouth once daily x 10 days (MAX: 1,000 mg/dose)
	• Penicillin VK: 250 mg/dose (weight < 27 kg) or 500 mg/dose (weight > 27 kg) by mouth 

twice daily x 10 days (500 mg/day for weight < 27 kg and 1,000 mg/day for weight > 27 kg)
	• Penicillin G Benzathine intramuscular 600,000 units/dose (weight < 27 kg) or 1,200,000 

units/dose (weight > 27 kg) x 1 dose
TRUE* penicillin allergy

	• Cefdinir 7 mg/kg/dose by mouth twice daily x 10 days (14 mg/kg/day) (MAX: 300 mg/dose)
TRUE* penicillin allergy + cephalosporin allergy

	• Clindamycin 7 mg/kg/dose by mouth every 8 hours x 10 days (21 mg/kg/day) (MAX: 300 
mg/dose) Check local macrolide resistance patterns

Plus symptomatic relief treatment options
*History or documentation of anaphylactic or severe delayed reaction

Strategies to reduce antibiotics use for acute pharyngitis  
1.	 Discuss the expected length of symptoms without antibiotics

2.	Explain it is typically caused by a virus

3.	Explain that antibiotics do not significantly shorten illness duration and 
are associated with adverse side effects and antibiotic resistance

Signs and symptoms of pharyngitis
	• Sudden onset sore throat
	• Fever > 102°F or 39°C
	• Headache
	• Nausea or vomiting
	• Tonsillopharyngeal  

inflammation/exudates
	• Tender anterior cervical 

lymphadenopathy
	• Palatal petechiae
	• Scarlatiniform rash

NoYes
Consider rapid antigen detection 
testing (RADT) for Centor score 
of 4 or 5 or suspicion of Group A 
Streptococcus (GAS)

< 3 years of age 
GAS pharyngitis 
rare, usually viral

See exclusions and 
special cases box

> 3 years of 
age with GAS 

symptoms

Perform RADT

Positive



Likely bacterial;
initiate antibiotic therapy
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Acute sinusitis algorithm for pediatric patients in outpatient setting (ages 6 months to 17 years)

Risk for resistance criteria
	• Attends daycare
	• Age < 2 years
	• Recent hospitalization
	• Antibiotic use within the past month
	• Immunocompromised

Initiate antibiotic therapy
Preferred

	• Amoxicillin 22.5 mg/kg/dose by mouth twice daily x 5 days  
(45 mg/kg/day) (MAX: 1,000 mg/dose)

Preferred when risk for resistance (see Risk for resistance criteria)
	• Amoxicillin/clavulanate 45 mg/kg/dose by mouth twice daily x  

5 days (90 mg/kg/day) (MAX: 1,000 mg/dose)
Alternative (TRUE* penicillin allergy)

	• Cefdinir 7 mg/kg/dose by mouth twice daily x 5 days  
(14 mg/kg/day) (MAX: 300 mg/dose)

Alternative (TRUE* penicillin + cephalosporin allergy)
	• Doxycycline 2.2 mg/kg/dose by mouth twice daily x 5 days  

(4.4 mg/kg/day) (MAX: 100 mg/dose)
Plus symptomatic relief treatment options

*History or documentation of anaphylactic or severe delayed reaction

No 

Antimicrobial therapy should only 
be prescribed if at least one of the 
below criteria are met:

	• Greater than 10 days of persistent or 
worsening symptoms

	• Severe symptoms: temp greater than 
39°C, purulent nasal discharge or 
facial pain greater than 3 days

Symptomatic relief treatment options
	• Analgesics/antipyretics: APAP/NSAIDs as 

directed (Important: Do not give aspirin to 
children due to the risk of Reye's syndrome)

	• Saline nasal spray
	• Intranasal saline irrigation 

(age-appropriate)
	• Bulb suction to remove secretions 

(for younger children)
	• Humidification (humidifier or  

steamy shower)
	• Topical: oxymetazoline nasal spray 

(age limit 6 years and older for no  
more than 3-5 days only).

	• Topical: intranasal corticosteroid spray 
	• Encourage rest
	• Warm compress to the sinus area
	• Raise the head of the bed (for children over 

2 years of age).
	• Avoid routine oral decongestants/

antihistamines/oral corticosteroids (limited 
benefit, added side-effects)

Signs and symptoms suggestive 
of sinusitis

	• Persistant nasal discharge
	• Nasal congestion
	• Facial pain or pressure
	• Toothache
	• Fever > 100.5°F or 38°C

Strategies to reduce antibiotics use for acute sinusitis  
1.	 Use delayed prescribing strategies

2.	Discuss the expected length of symptoms without antibiotics

3.	Explain it is typically caused by a virus

4.	Explain that antibiotics do not significantly shorten illness duration and are 
associated with adverse side effects and antibiotic resistance

Likely viral

Likely bacterial

NoYes

Yes

Ongoing symptoms
	• Observe up to 3 days with return 

precautions/watchful waiting
or

	• Worsening or “double-sickening
	– New/worsening nasal discharge, 

cough, or fever (often > 
102.2°F or 39°C) after initial 
improvement (typically day 6-7)

or
	• Persistent nasal discharge (any 

quality) or daytime cough > 10 days 
without improvement
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Acute otitis media algorithm for pediatric patients in outpatient setting (ages 6 months to 17 years)

Exclusion criteria 
	• Children < 2 months of age,  

consider sepsis evaluation
	• Immunodeficiences
	• Sensory deficits
	• Craniofacial abnormalities (i.e.  

Down syndrome, cleft palate) 
	• PE tubes
	• Neurologic abnormalities

Do not use this guideline for excluded groups. 
Individualized patient evaluation needed.  

Signs and symptoms 
suggestive of otitis media

	• Ear pain (otalgia)
	• Irritability
	• Tugging at ear
	• Poor sleep/eating

Diagnostic criteria for AOM
	• Moderate/severe tympanic membrane 

bulging or new otorrhea
or

	• Mild tympanic membrane bulging and 
recent ear pain or intense erythema

Strategies to reduce antibiotics use for AOM  
1.	 Use delayed prescribing strategies

2.	Discuss the expected length of symptoms without antibiotics

3.	Explain it is typically caused by a virus

4.	Explain that antibiotics do not significantly shorten illness duration and are 
associated with adverse side effects and antibiotic resistance

Yes

Yes

No

No

Antimicrobial therapy should only be prescribed  
if at least one of the below criteria are met

	• Age < 6 months, unilateral/bilateral, non-severe 
AOM without otorrhea

	• Age 6 months to 2 years, bilateral, non-severe AOM 
without otorrhea

	• All ages, unilateral or bilateral, severe AOM with or 
without otorrhea

Initiate antibiotic therapy
Preferred

	• Amoxicillin 45 mg/kg/dose by mouth twice daily x 5 days (duration x 10 days 
if < 2 years of age) (90 mg/kg/day) (MAX: 1,000 mg/dose)

Preferred when risk for resistance (see Risk for resistance criteria)
	• Amoxicillin/clavulanate 45 mg/kg/dose by mouth twice daily  

x 5 days (duration x 10 days if < 2 years of age) (90 mg/kg/day) 
(MAX: 1,000 mg/dose)

Alternative (TRUE* penicillin allergy)
	• Cefdinir 7 mg/kg/dose by mouth twice daily x 5 days (duration x 10 days 

if < 2 years of age) (14 mg/kg/day) (MAX: 300 mg/dose)
Alternative (TRUE* penicillin + cephalosporin allergy)

	• Azithromycin 10 mg/kg/dose by mouth once daily x 3 days  
(MAX: 500 mg)

Plus symptomatic relief treatment options
*History or documentation of anaphylactic or severe delayed reaction

Symptomatic relief treatment options
	• Analgesics/antipyretics: APAP/NSAIDs 

as directed (Important: Do not give 
aspirin to children due to the risk of Reye's 
syndrome)

	• Warm compress placed on the ear
	• Elevate the head of the bed (for children 

older than 2 years of age)
	• Over-the-counter pain relief drops for ears  

(avoid with ruptured eardrum)

Follow-up if symptoms 
worsen or fail to 

improve in 48-72 hours 
during watchful waiting

If symptoms fail to 
improve in 48-72 

hours, fill the delayed 
prescribing prescription

Reassessment plan
If observing without antibiotics: ensure follow-up in 

48-72 hours and provide return precautions (worsening 
symptoms, persistent fever (> 100.4°F or 38°C)

Initiate watchful waiting for 48 to 72 hours 
with symptom management treatment 

and consider delayed prescribing

Risk for resistance criteria
	• Amoxicillin within 

prior 30 days
	• Concomitant purulent conjunctivitis
	• Previously failed amoxicillin

Assess risk factors for acute otitis media (AOM)
	• < 2 years of age
	• Smoke exposure
	• Daycare
	• Pacifier use
	• Bottle propping
	• No breastfeeding 

or sub-optimal 
breastfeeding

	• Unimmunized or 
under-immunized

	• Allergies
	• Family history of 

recurrent AOM
	• Immunodeficiency
	• Craniofacial 

abnormalities
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Community-acquired pneumonia algorithm for pediatric patients in outpatient setting 
(ages 6 months to 17 years)

Outpatient treatment 
Mild pneumonia criteria met

	• Consider chest X-ray if atypical presentation or 
persistent symptoms

Determine likely etiology by age:
	• 3 months-5 years: etiology typically viral 

consider point-of-care testing. If bacterial, 
typically Streptococcus pneumoniae

	• > 5 years: atypical pathogens are most common: 
Mycoplasma pneumoniae, Chlamydophila 
pneumoniae, Streptococcus pneumoniae

Initiate antibiotics only if bacterial cause is suspected where the 
temperature > 39°C, rapid onset and any concerning symptoms such 
as shortness of breath, rapid breathing and/or chest discomfort

Inpatient treatment 
required

Moderate/severe 
pneumonia criteria met

Exclusion criteria 
	• Cystic fibrosis, other chronic  

lung disease (except asthma)
	• Immunodeficiency or  

immunosuppressive therapy
	• Tracheostomy
	• Patients at risk for aspiration pneumonia
	• Hospital or institutional-acquired pneumonia

Symptomatic relief treatment options
	• Analgesics/antipyretics: APAP/NSAIDs as directed 

(Important: Do not give aspirin to children due to the 
risk of Reye's syndrome)

	• Hydration
	• Avoid irritants (smoke, dust, air pollutants) that can 

worsen symptoms
	• Avoid OTC cough/cold medications (antitussives, 

expectorants, combination OTC products) for 
children < 4 years of age. For children ages 4-6 years, 
only use with provider recommendation based on 
clinical judgment

	• Avoid routine decongestants/antihistamines/
corticosteroids (limited benefit, added side effects)

	• Humidification (humidifier or steamy shower)
	• Rest
	• Raise the head of the bed (children > 2 years)
	• Bulb suction to remove secretions (younger children) 
	• Honey for children > 1 year of age

Follow-up and escalation
	• If improving in 48-72 hours: complete course of 

antibiotics
	• If worsening or not improving: reassess diagnosis 

and adherence, consider chest X-ray, and 
adjust antibiotics to the ‘Preferred when risk for 
resistance’ option or ‘Alternative’ options listed

Viral features predominate (cough, wheezing, 
rhinorrhea, gradual onset, afebrile or low-grade fever)

Initiate watchful waiting for 48-72 hours with 
symptom management treatment

Does not meet 
criteria for 
antibiotics

Risk for resistance criteria (examples):
	• Immunocompromised
	• Amoxicillin within  

prior 30 days
	• Attend childcare center

	• Sickle cell disease
	• Asplenia
	• Unvaccinated for 

pneumococcus

	• Fever
	• Cough
	• Tachypnea
	• Difficulty breathing
	• Dyspnea

Signs and symptoms suggestive of community-acquired pneumonia
Danger signs:

	• Oxygen saturation < 90% on room air
	• Moderate to severe respiratory distress
	• Dehydration
	• Toxic appearance or altered mental status

	• Crackles
	• Decreased breath 

sounds
	• Nasal flaring
	• Retractions

Signs and symptoms assessed: 
Moderate dyspnea, retractions, 

grunting, nasal flaring, apnea, pulse ox 
< 90% on room air, toxic appearance

No Yes

Preferred
	• Amoxicillin 45 mg/kg/dose by mouth twice daily x 5 days (90 mg/kg/day) 

(MAX: 1,000 mg/dose) 
Plus (if atypical coverage warranted) Azithromycin 10 mg/kg/dose by mouth 
once (MAX: 500 mg) then azithromycin 5 mg/kg/dose by mouth daily on days 
2 to 5 (MAX: 250 mg)

Preferred when risk for resistance (see Risk for resistance criteria)
	• Amoxicillin/clavulanate 45 mg/kg/dose by mouth twice daily x 5 days  

(90 mg/kg/day) (MAX: 1,000 mg/dose)
Plus Azithromycin 10 mg/kg/dose by mouth once (MAX: 500 mg) then 
azithromycin 5 mg/kg/dose by mouth once daily on days 2 to 5 (MAX: 250 mg)

Preferred when ONLY atypical pathogens suspected
	• Azithromycin 10 mg/kg/dose by mouth once (MAX: 500 mg) then 

azithromycin 5 mg/kg/dose by mouth daily on days 2 to 5 (MAX: 250 mg) 
Alternative (TRUE* penicillin allergy)

	• Cefdinir 7 mg/kg/dose by mouth twice daily x 5 days (14 mg/kg/day)  
(MAX: 300 mg/dose) 
Plus (if atypical coverage warranted) Azithromycin 10 mg/kg/dose by mouth 
once (MAX: 500 mg) then azithromycin 5 mg/kg/dose by mouth once daily on 
days 2 to 5 (MAX: 250 mg)

Alternative (TRUE* penicillin + cephalosporin allergy)
	• Clindamycin 10 mg/kg/dose by mouth every 8 hours x 5 days (30 mg/kg/day) 

(MAX: 600 mg/dose)
Plus symptomatic relief treatment options

*History or documentation of anaphylactic or severe delayed reaction


