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Abstract  

 
Background: Pneumonia and other lower respiratory tract infections are the most leading causes 

of death worldwide. Pneumonia is common and is associated with significant morbidity and 

mortality between children. Good and early diagnosis is a very important factor to avoid severe 

complications and drawbacks, and proper management of patients is vital in the prognosis of 

pneumonia. Although in the developed world the diagnosis depends mainly on the radiographic 

findings, but the World Health Organization has classified and defined pneumonia subjected to 

the clinical findings found by visual inspection and on the timing of the respiratory rate.  

Objectives: The aim of this review: is to evaluate the indicators of pneumonia severity in 

children under-five years of age. 

Conclusion: Pneumonia in children is related to significant morbidity and mortality; however, 

data are limited in predicting which children will have negative outcomes, including clinical 

deterioration, severe disease, or development of complications.  

Keywords: Pneumonia, Pediatric, Severity.  

DOI: 10.21608/svuijm.2021.54760.1060 

*Correspondence: gehadmhamed92@yahoo.com 

Received: 30 November,2020.  

Revised: 1 January,2021. 

Accepted: 8 January,2021.  

Published:  30 September, 2023 

Cite this article as: Khaled A. Abdelbaseer
a
, Mohammed H. Hassan

b
, Gehad M. Ahmeda

*
, 

Hala M. Sakhr (2024). Indicators of severity in Pediatric pneumonia: A review article. SVU-

International Journal of Medical Sciences. Vol.7, Issue 1, pp: 1-7.  

 

 

 

 

 

 

Copyright: © Abdelbaseer et al (2024) Immediate open access to its content on the principle 

that making research freely available to the public supports a greater global exchange of 

knowledge. Users have the right to Read, download, copy, distribute, print or share link to the 

full texts under a Creative Commons BY-NC-SA 4.0 International License 

mailto:gehadmhamed92@yahoo.com


Abdelbaseer et al (2024)                                                                        SVU-IJMS, 7(1):1-7 

 

 

2 

Introduction 

The definition of “pneumonia” in children 

according to World Health Organization 

(WHO) is the presence of difficulty 

breathing and cough accompanying with 

faster breathing, but “severe pneumonia” had 

different criteria as it is defined as usual 

pneumonia plus the incapability to drink, 

severe vomiting, fatigue, and convulsions or 

severe undernourishment(World Health 

Organization, 2014). 

Pneumonia is a serious infection in the lung 

which may be caused by virus, bacteria, or 

fungi (Jo et al., 2012). streptococcus 

pneumonia and mycoplasma pneumonia are 

the most common causes of bacterial 

pneumonia mainly in school-aged children. 

While viral pneumonia is mostly caused by 

influenza and respiratory syncytial virus, 

particularly in younger children (Shrestha et 

al., 2019).  

The incidence of pneumonia varies by age 

groups and between developing and 

developed countries and is considered the 

most infectious cause of death worldwide 

among children. In 2015, pneumonia killed 

about 920,136 children under the age of 5 

that represents about 15% of all under 5 

years old children's death (Hoang et al., 

2019). 
pneumonia in children under the age of  5 

years is mostly presenting with cough and/or 

difficult breathing, with or without fever, 

also could be presented by the presence of 

either fast breathing or lower chest wall 

indrawing where their chest retracts during 

inhalation (During inhalation in a healthy 

person, the chest expands). Infants who are 

severely ill also may be presenting with 

unable to eat or drink and may suffer from 

unconsciousness, hypothermia, and 

convulsions (UNICEF, 2017). 

 

 

 

 

Pneumonia severity indicators 

1. Clinical factors 

1.1- Age 

According to the instructions of The 

Pediatric Infectious Diseases Society 

(PIDS) and the Infectious Diseases 

Society of America (IDSA), children 

under one year and young children are 

exposed to high risk for severe illness 

(Sonego et al., 2015).  
If we looked at the developed countries, 

infants have increased odds of serious 

illness compared with those of 2-year-

olds, especially for pneumonia (adjusted 

odds ratio, 1.37; 95% confidence 

interval, 1.14–1.61). regarding the 

hospitalized children due to pneumonia 

in the poor countries, infants below six 

months were the highest group age had 

treatment failure among the children 

from 3 to59 months, but those below  4 

months had the highest mortality rates 

among all groups (Dean and Florin, 

2018).  

1.2- Hypoxemia 

According to the guidelines obtained from 

the PIDS and IDSA, we find that severely 

ill children who need a fraction of inspired 

oxygen (FiO2) more than 0.50 to keep an 

oxygen saturation more than 92%, in real 

need for intensive care unit (ICU) plus 

regular cardiorespiratory monitoring to 

maintain live. Moreover, hypoxemia is 

one of the Pediatric Early Warning Score 

(PEWS), which is a confirmed general 

early threatening score to predict how in 

need for ICU care among children. The 

relationship between hypoxemia and bad 

outcomes is established and confirmed 

but, the exact levels for describing 

hypoxemia are inconstant (British 

Thoracic Society (BTS) consider 

hypoxemia when oxygen saturation <92%, 

while PIDS/IDSA <90%) (Bradley et al., 

2011). 
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Frequent researches in the poor world 

confirm a strong relationship between 

hypoxemia and increased mortality rates 

regarding childhood pneumonia. In the 

developed countries, incremental oxygen 

requirements are considered the most 

factor to determine the time for 

hospitalized children due to community-

acquired pneumonia (CAP) to become 

clinically stable (Karunaratne et al., 

2020).  

1.3- Tachypnea 

Tachypnea is a very important indicator of 

pneumonia severity as it is included in the 

definition of pneumonia by WHO, the 

severity criteria of PIDS/IDSA, and in the 

Pediatric Early Warning Score (PEWS).In 

poor countries, WHO considered tachypnea 

is one of the signs of increasing 

mortality(World Health Organization, 

2019). Regarding the developed countries, 

tachypnea-for-age is not considered a 

warning sign in infants but presented higher 

associations with increasing age (Williams 

et al., 2016). 

Considering tachypnea one of the 

indicators of severity has many 

restrictions, containing a relationship with 

acidosis, fever. variation of measuring 

breathing rate by physicians and variation 

in respiratory rates according to different 

age groups (World Health Organization, 

2014). 

1.4- Dyspnea 

Dyspnea is represented with many signs 

during patient Check, consist of additional 

muscle contraction, nasal flaring, 

retractions, and grunting. Williams et al 

showed that chest indrawing was in 

relation to bad results in their studied 

groups of children (Williams et al., 2016). 

Similar results were obtained from Reed et 

al as they showed that in infants below 

one year who had lower respiratory tract 

infections and were hospitalized for that 

reason, chest indrawing was an 

independent sign of increasing mortality 

rates in South Africa (Reed et al., 2012).  

1.5- Tachycardia 

The causes of tachycardia vary from one 

to one it may be due to stress, increasing 

body temperature, loss of body fluids, and 

severe illness processes. The PIDS/IDSA 

recommended that hospitalization and 

ICU admission with persistent vital signs 

monitoring is very important in cases with 

sustained tachycardia. There was a lake in 

data about specifically investigating 

tachycardia in children suffering from 

pneumonia (Dean and Florin, 2018).  

1.6- Altered mental status 

Altered mental status in children with 

community-acquired pneumonia (CAP)is 

due to many causes, it may be due to high-

grade fever, sepsis, severe dehydration. It 

is one of the WHO criteria. AMS was one 

of the factors associated with serious 

outcomes in the Williams et al study 

(Williams et al., 2016). 

1.7- Dehydration and Decreased 

Perfusion 

In poor countries, clinical dehydration in 

association with poor nourishment in 

children suffering from pneumonia 

admitted to the ICU was associated with 

higher mortality rates. The Delay in the 

capillary refill is a sign that dehydration 

has progressed to decreased perfusion 

(Fritz et al., 2019). 

1.8 -Hypotension 

Hypotension is an important factor of 

uncompensated septic shock (Dean and 

Florin, 2018). There were no enough 

data about hypotension definitely in 

pediatric pneumonia. Williams et 

al.,2016 showed that systolic blood 

pressure less than the 5th percentile-for-

age was not an indicator for serious 

results (aOR, 0.95–1.15). some studies 

revealed that in poor countries, there no 

association between hypotension and 

severity of CAP in children; but, Araya 
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et al.,2016showed a strong association 

between mean arterial pressure more 

than 2 and increasing mortality rates in 

children admitted to hospital with 

pneumonia. 

2. Laboratory markers 

2.1-Complete Blood Count 

Leukocytosis if presented alone is 

considered a poor predictor of severity of 

pneumonia; moreover, Araya et al showed 

that leukopenia less than 4000 was 

associated with increased mortality rates. 

For evaluation of the severe complications 

of CAP mainly hemolytic-uremic 

syndrome (HUS), The PIDS/IDS instructs 

that complete blood count must be done. 

(Fernandes et al., 2019). 

2.2- Inflammatory markers 
C-reactive protein (CRP) resulting in acute 

phase reactant which occurs in last or 

severs stages of the disease in bacterial 

infections in pediatric; but, their no studies 

confirmed relations between C-reactive 

protein and CAP severity (Florin et al., 

2020).  

2.3- Electrolytes 

Many researches showing that there was a 

relation between hyponatremia and the 

severity of CAP in pediatrics, but there 

were many limitations to confirm that. In 

an Indian study, hyponatremia was found 

to be associated with length of admission 

in ICU, severity, and increasing mortality 

rates (Florin et al., 2020). 

2.4- D-dimer  

During the stage of catabolization of fibrin 

by plasmin, D-dimer (DD) is produced as 

a metabolic substance. D-dimer levels 

have been increased in patients with 

sicknesses that activate fibrin production 

and catabolization; one of them is 

pulmonary emboli (PE), deep vein 

thrombosis (DVT). A few studies have 

examined the association between 

community-acquired pneumonia and 

plasma levels of DD. A number of 

researches recommend that increasing 

levels of D-dimer is strongly and directly 

with relation to the extra and intra- -

vascular coagulation that happens in acute 

and chronic lung destruction in 

community-acquired pneumonia patients 

(Arslan et al., 2010). 

2.5- Acidosis  

Araya et al., 2016, found that 

HCO3− <15 was associated with mortality 

(OR, 26.7; 95% CI, 13–54). Moreover 

Wang et al,2 013 showed that there was 

no association between metabolic acidosis 

and mortality rates in children hospitalized 

with pneumonia. 

2.6- Bacteremia 

Regarding developed nations, uncommon 

to see bacteremia in childhood pneumonia, 

with rates <1% for outpatients, 2.5% for 

hospitalized children, and 13% for 

complicated pneumonia. Although blood 

cultures upon admission are recommended 

by the PIDS/IDSA guideline, the major of 

organisms which isolated from blood 

cultures in children hospitalized due to 

pneumonia were found to be very 

sensitive to a penicillin (Shah et al., 

2011).  
Bacteremia in childhood pneumonia has 

been associated with hypoxemia, LOS, 

and complications including empyema and 

effusions; but, data are inadequate for 

more strict measures (Heine et al., 2013). 

3.Radiographic factors 

Although there was a common use of 

chest radiographs (CXR), there were many 

limitations of their truth and usefulness, 

and the clinical state of the patient like the 

status of hydration, the extent of 

atelectasis, and time of management may 

affect interpretation (Williams et al., 

2013). 

International single-center 

researches propose that different anatomic 

sites are linked with the degree of 

community-acquired pneumonia severity 



Abdelbaseer et al (2024)                                                                        SVU-IJMS, 7(1):1-7 

 

 

5 

in children (upper lobes, left lung, 

unilateral or bilateral, localized, or 

spread). These studies evaluated the 

degree of severity based on length of stay 

in ICU, duration of symptoms, and status 

of hydration and did not take into 

consideration more severe markers 

(McClain et al., 2014). 

Recently, studies in the poor and 

developed world (including well-powered 

prospective multicenter studies) have 

shown multilobar infiltrates are associated 

with severe outcomes including ICU 

admission, mechanical ventilation, 

vasoactive medications, and death 

(Grafakou et al., 2004). 

Conclusion   

Community-acquired pneumonia in 

pediatric is related to a significant increase 

in mortality and morbidity; but, data are 

inadequate in predicting which one of the 

children will have negative outcomes, 

including clinical deterioration, severe 

disease, or development of complications. 

 

 

 Summary of the most significant clinical Indicators of severity in Pediatric 

pneumonia: 

Parameters Significant Reference  

1. Age  When age under one year or younger the 

severity of illness increased. 

(Sonego et al., 2015). 

(Dean and Florin, 2018).  

2. Hypoxemia: Mostly when oxygen saturation less than 

<92% 

(Bradley et al., 2011). 

3. Tachypnea: WHO considered tachypnea is one of the 

signs of increasing mortality 

(World Health Organization, 

2019) 

4. Altered mental 

status(AMS): 

AMS was one of the factors associated 

with bad prognosis of sever pneumonia. 

(Williams et al., 2016). 

5. Dehydration 

and Decreased 

Perfusion: 

Clinical dehydration in children suffering 

from pneumonia admitted to the ICU was 

associated with higher mortality rates. 

(Fritz et al., 2019). 

 

 Summary of the most significant laboratory Indicators of severity in Pediatric 

pneumonia: 

Parameters Significant Reference 

1) Complete 

Blood Count: 

Leukocytosis and leukopenia less than 4000 was 

associated with increased mortality rates of pneumonia. 

(Fernandes et 

al., 2019). 

2) D-dimer: There was strong association between severity of 

pneumonia and increased plasma levels of D-Dimer. 

(Arslan et al., 

2010). 

3) Electrolytes: Many researches showing that there was a relation 

between hyponatremia and the severity of CAP in 

pediatrics. 

(Florin et al., 

2020). 

4) Bacteremia: Bacteremia in childhood pneumonia has been associated 

with hypoxemia, LOS, and complications including 

empyema and effusion. 

(Shah et al., 

2011). 

(Heine et al., 

2013). 

   



Abdelbaseer et al (2024)                                                                        SVU-IJMS, 7(1):1-7 

 

 

6 

References 

 Araya S, Lovera D, Zarate C, 

Apodaca S, Acuña J, Sanabria G, 

Arbo A . (2016). Application of a 

prognostic scale to estimate the 

mortality of children hospitalized with 

community- acquired pneumonia. The 

Pediatric Infectious Disease Journal, 

1;35(4):369-73. 

 Arslan S, Ugurlu S, Bulut G, Akkurt 

I. (2010). The association between 

plasma D-dimer levels and 

community-acquired pneumonia. 

Clinics,65(6):593-7. 

 Bradley JS, Byington CL, Shah SS. 

(2011). The management of 

community-acquired pneumonia in 

infants and children older than 3 

months of age: clinical practice 

guidelines by the Pediatric Infectious 

Diseases Society and the Infectious 

Diseases Society of America. Clin 

Infect Dis, 53:e25–76.  

 Chisti MJ, Salam MA, Ashraf H, 

Faruque AS and Bardhan 

PK.(2013). Clinical risk factors of 

death from pneumonia in children with 

severe acute malnutrition in an urban 

critical care ward of Bangladesh. PloS 

one , 9;8(9):e73728. 

 Dean P and Florin TA. (2018). 

Factors associated with pneumonia 

severity in children: a systematic 

review. Journal of the Pediatric 

Infectious Diseases Society, 

3;7(4):323-34. 

 Fernandes CD, Arriaga MB, Costa 

MC, and Costa MC.(2019). Host 

inflammatory biomarkers of disease 

severity in pediatric community-

acquired pneumonia: a systematic 

review and meta-analysis. InOpen 

forum infectious diseases, 6( 12):520. 

 Florin TA, Ambroggio L, Brokamp 

C, Zhang Y, Rattan M.(2020). 

Biomarkers and Disease Severity in 

Children With Community-Acquired 

Pneumonia. Pediatrics, 1;145(6). 

 Fritz CQ, Edwards KM, Self WH, 

GrijalvaCG.(2019). Prevalence, risk 

factors, and outcomes of bacteremic 

pneumonia in children. Pediatrics, 

1;144(1):e20183090. 

 Grafakou O, Moustaki M, Tsolia M, 

Kavazarakis E, Mathioudakis J, 

Fretzayas A, Nicolaidou P.(2004). 

Can chest X‐ray predict pneumonia 

severity? Pediatric 

pulmonology,38(6):465-9. 

 Heine D, Cochran C, Moore M, 

Titus MO, Andrews AL. (2013). The 

prevalence of bacteremia in pediatric 

patients with community-acquired 

pneumonia: guidelines to reduce the 

frequency of obtaining blood cultures. 

Hospital Pediatrics, 1;3(2):92-6. 

 Hoang VT, Dao TL, Minodier P, 

Nguyen DC, Hoang NT, Dang VN, 

Gautret P . (2020). Risk Factors for 

Severe Pneumonia According to WHO 

2005 Criteria Definition Among 

Children< 5 Years of Age in Thai 

Binh, Vietnam: A Case-Control Study. 

Journal of Epidemiology and Global 

Health, 1;9(4):274-80. 

 Jo S, Kim K, and Jung K . (2012) . 

The effects of incorporating a 

pneumonia severity index into the 

admission protocol for community-

acquired pneumonia. J Emerg Med 

,42:133–8.   



Abdelbaseer et al (2024)                                                                        SVU-IJMS, 7(1):1-7 

 

 

7 

 Karunaratne R, Sturgeon JP, Patel 

R, and Prendergast AJ. (2020). 

Predictors of inpatient mortality 

among children hospitalized for severe 

acute malnutrition: a systematic 

review and meta-analysis. The 

American journal of clinical 

nutrition,112(4):1069-79.  

 McClain L, Hall M, Shah SS, Tieder 

JS, Myers AL, Auger K, Statile AM, 

Jerardi K, and Ann Queen M . 

(2014). Admission chest radiographs 

predict illness severity for children 

hospitalized with pneumonia. Journal 

of hospital medicine, 9(9):559-64. 

 Shah SS, Dugan MH, Bell LM, 

Grundmeier RW, Florin TA, Hines 

EM, and Metlay JP. (2011). Blood 

cultures in the emergency department 

evaluation of childhood pneumonia. 

The Pediatric infectious disease 

journal,30(6):475.  

 Shrestha S, Chaudhary N, Shrestha 

S, Pathak S, Sharma A, and 

Shrestha L . (2020). Clinical 

predictors of radiological pneumonia: 

A cross-sectional study from a tertiary 

hospital in Nepal, PloS one, 23;15(7). 

 Sonego M, Pellegrin MC, Becker G, 

and Lazzerini M. (2015). Risk factors 

for mortality from acute lower 

respiratory infections (ALRI) in 

children under five years of age in low 

and middle-income countries: a 

systematic review    and meta-analysis 

of observational studies, PLoS One, 

10(1) 

 Wang LJ, Mu SC, Lin CH, Lin MI, 

Sung TC.( 2013). Fatal community-

acquired pneumonia: 18 years in a 

medical center. Pediatrics & 

Neonatology. 1;54(1):22-7. 

 World Health Organization. (2014). 

Revised WHO Classification and 

Treatment of Childhood Pneumonia at 

Health Facilities: Evidence 

Summaries. Geneva: World Health 

Organization. 

 Williams GJ, Macaskill P, Kerr M, 

Fitzgerald DA, Isaacs D, Codarini 

M, McCaskill M, Prelog K, and 

Craig JC. (2013). Variability and 

accuracy in interpretation of 

consolidation on chest radiography for 

diagnosing pneumonia in children 

under 5 years of age. Pediatric 

Pulmonology, 48(12):1195-200.  

 Reed C, Madhi SA, and Klugman 

KP. (2012). Development of the 

Respiratory Index of Severity in 

Children (RISC) score among young 

children with respiratory infection in 

South Africa.PLoS One,7:e27793. 

             

 


	Abstract

