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U N C  M E D I C A L  C E N T E R  G U I D E L I N E  

Best Practices for Treatment of Community Acquired Bacterial 
Pneumonia in Hospitalized Adults 
 
These guidelines provide recommendations for the treatment of bacterial pneumonia. Alternative etiologies such as 
viral (e.g. COVID-19) or other non-bacterial pneumonia should be considered based on local epidemiology and 
clinical presentation. 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Before starting empiric therapy 

Severe CAP 

(see Table 1) 

Non-severe 
CAP 

Risk factors for 
MRSA or P. 
aeruginosa? 

Yes 

No Cultures not routinely 
recommended 

Obtain blood and 
respiratory cultures 

Obtain blood and 
respiratory cultures 

*Risk factors for MRSA or P. 
aeruginosa 
- MRSA or P. aeruginosa 
isolated from respiratory tract 
within prior year 
- Hospitalization and receipt 
of IV antibiotics in last 90 
days 

Empiric inpatient therapy 

Severe CAP (see Table 1) Non-severe CAP 

Preferred Regimen 
• β-lactam (ceftriaxone OR ampicillin/sulbactam) 

PLUS azithromycin  
Alternative (Macrolide allergy or intolerance) 

• β-lactam (ceftriaxone OR ampicillin/sulbactam) 
PLUS levofloxacin 

 
Risk factors for MRSA* (see above) 

Add to standard regimen 
• Vancomycin OR linezolid 

 
  Risk factors for P. aeruginosa* (see above) 

• Choose β-lactam with antipseudomonal 
activity: Piperacillin/tazobactam, cefepime, OR 
meropenem 
 

  β-lactam allergy 
• Aztreonam PLUS levofloxacin 

Empiric treatment 

Preferred Regimen 
• β-lactam (ceftriaxone OR 

ampicillin/sulbactam) PLUS either 
azithromycin or doxycycline 

Alternative (Macrolide allergy or intolerance) 
• Levofloxacin 

 
 P. aeruginosa isolated from respiratory tract in prior 
year 

• Based on previous susceptibilities, choose 
β-lactam with antipseudomonal activity: 
Piperacillin/tazobactam, cefepime, 

meropenem, OR levofloxacin 

Empiric treatment 

De-escalation 

Stop coverage for MRSA and/or P. aeruginosa if 
cultures return negative 

IV to PO switch 

Patients with a functioning GI tract should be switched from IV to PO therapy when hemodynamically stable, improving 
clinically, and able to maintain oral intake 
Oral options: cefdinir, amoxicillin/clavulanate, azithromycin, levofloxacin 
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Duration of antibacterial therapy 

• Minimum of 5 days 
• Patients should be clinically stable before discontinuing 

antibiotics 
• Resolution of vital sign abnormalities (heart 

rate, respiratory rate, blood pressure, oxygen 
saturation, temperature) 

• Return to baseline nutrition status 
• Return to baseline mentation 

• Some clinical scenarios may warrant longer duration of 
therapy: 

• Pneumonia complicated by deep-seated 
infections 

Corticosteroids 

Routine treatment with corticosteroids is not 
recommended unless otherwise indicated 

Aspiration Pneumonia 

If treatment is indicated, routine anaerobic coverage is 
not recommended unless lung abscess or empyema is 
suspected. 

Follow-up chest imaging 

Routine follow-up chest imaging is not recommended 


