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Respiratory Tract Infections 
Prescribers should be aware of the need to check previous positive microbiology of patients before prescribing for a 

chest infection and treat the possibility of multi-resistant organisms (e.g. MRSA) accordingly. MRSA carriers with 

chest infections given amoxicillin or clarithromycin (sometimes multiple courses) don’t always get better and 

sometimes get worse including bacteraemia. 

Management of acute bronchitis in otherwise healthy adults 
See  NICE CG69 Respiratory tract infections (self-limiting): prescribing antibiotics. This guideline covers prescribing 

antibiotics in primary care to children (aged 3 months and older), young people and adults with self-limiting 

respiratory tract infections (RTIs).  

Recommendations 

 Exclude pneumonia as a likely diagnosis using patient history and physical examination.  

 Do NOT use quinolone (Ciprofloxacin*, Ofloxacin*) first line due to poor pneumococcal activity. 

 Provide a patient information leaflet explaining the limitations of antibiotics for this indication. More than 

90% of cases of acute bronchitis do not have a bacterial cause. 

 Purulent sputum can arise from either viral or bacterial infection. The presence of purulent sputum is not 

a predictor of bacterial infection. 

 Consider using a backup prescription for antibiotics. 

 Immunisation against pneumococcal infection and annual immunisation against influenza infection should 

be offered to all at-risk patients including patients over 65 years. 

In children 

 NICE CG160 Fever in under 5s may be used to aid the diagnosis of acute bronchitis. 

*  Caution in pregnancy 

Management of lower respiratory tract infection 
When a clinical diagnosis of community-acquired pneumonia is made in primary care, determine whether patients 

are at low, intermediate or high risk of death using the CRB-65 score. 

Further information is available in  NICE CG69 Respiratory tract infections (self-limiting) 

The CRB-65 score may be used as a tool to predict the severity of community-acquired pneumonia in adults. 

Each criterion scores 1: 

Confusion (recent) 

Respiratory rate ≥30/min 

BP systolic <90 or diastolic ≤ 60 

Age ≥ 65 

Patients are stratified for risk of death as follows: 

Score 0: low risk (<1% mortality risk), suitable for home treatment 

Score 1-2: intermediate risk (1to 10% mortality risk), hospital assessment or admission 

Score 3-4: high risk (>10% mortality risk), urgent hospital admission 

https://www.nice.org.uk/guidance/cg69
https://www.nice.org.uk/guidance/cg160
https://www.nice.org.uk/guidance/cg69
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Asthma, acute viral 
exacerbations 

 Antibiotics not indicated 

Symptomatic treatment only 

Bronchiectasis, infective 
exacerbation 

Discuss with appropriate specialist Always send a sputum sample 

Bronchiolitis or croup in 
children 

 Antibiotics not indicated 

Symptomatic treatment only 

Chronic obstructive 
pulmonary disease, acute 
infective exacerbations 

 NICE CG101 

 GOLD 

 PMAPC Azithromycin 

Amoxicillin 500 mg TDS for 5 days OR 
Doxycycline* 200 mg STAT then 100 mg OD for 5 days in total OR 
Clarithromycin* 500 mg BD for 5 days 

If at risk of resistance: Co-amoxiclav 500/125 mg TDS for 5 days 

 

*  Caution in pregnancy 

Treat if dyspnoea with changes in sputum i.e. increase and 
purulence. 

Antibiotics are less effective if only one symptom present. 

Risk factors for antibiotic resistance: severe COPD (MRC > 3), 
comorbid disease, frequent exacerbations, antibiotics in last 3 
months. 

Obtain sputum sample wherever possible (before second-line 
antibiotic used). 

For further information refer to the links in the left column. 

Note: Azithromycin* may be recommended by a respiratory 
specialist for prevention of exacerbation of COPD. This 
recommended long-term use is for its immunomodulatory and lung 
remodelling properties and not its anti-infective action. 

Cough and cold, viral   Antibiotics not indicated 

Symptomatic treatment only. Cough may persist for several weeks 

https://www.nice.org.uk/guidance/cg101
http://goldcopd.org/gold-reports/
http://www.panmerseyapc.nhs.uk/recommendations/documents/PS9.pdf
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Cough or bronchitis, acute Likely to be viral and does not require antibiotics 

First line: self-care and safety netting advice 

If antibiotics are indicated: 

 Second line: Amoxicillin 500 mg TDS for 5 days 

 Penicillin allergy: Doxycycline* 200 mg STAT then 100 mg 
 daily for 5 days in total 

 

*  Caution in pregnancy 

Antibiotics have little benefit if no co-morbidity. 

Second line: backup antibiotic with 7 day delay, safety net, advice 
that symptoms can last 3 weeks. 

Consider immediate antibiotics if >80 years of age and one of: 
hospitalisation in past year; taking oral steroids; insulin-dependent 
diabetic; congestive heart failure; serious neurological 
disorder/stroke, or >65 years with two of the above. 

Consider CRP if an antibiotic is being considered: no antibiotics if 
CRP<20mg/L and symptoms for >24 hours; backup antibiotics if 20-
100mg/L; immediate antibiotics if >100mg/L. 

Cystic fibrosis  This service is commissioned by NHS England. Prescribing should 
not be undertaken in primary care. 

Influenza 

 PHE Annual flu programme 

 BNFC Oseltamivir 

Treat ‘at risk’ patients when influenza is circulating in the 
community or in a care home where influenza is likely. 

For treatment: Oseltamivir 75 mg BD for 5 days 

For prophylaxis: Oseltamivir 75 mg daily for 10 days  

Refer to the most recent supporting info from PHE for up to date 
dosing for children or the BNF for Children. 

See PHE advice on the use of antivirals in pregnancy, breastfeeding, 
hepatic or renal dysfunction, and immunosuppression. 

Avoid use in otherwise healthy adults.  

Treatment must be started within 48 hours of onset of symptoms 
of ILI. 

PHE or DH will advise when influenza is considered to be circulating 
in the community. 

At risk: pregnant (including up to two weeks post-partum); children 
under six months; adults 65 years or older; chronic respiratory 
disease (including COPD and asthma); significant cardiovascular 
disease (not hypertension); severe immunosuppression; diabetes 
mellitus; chronic neurological, renal or liver disease; morbid obesity 
(BMI>40). 

To check current situation log onto PHE. 

https://www.gov.uk/government/collections/annual-flu-programme
http://dx.doi.org/10.18578/BNFC.451374438
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/580509/PHE_guidance_antivirals_influenza_2016_2017.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/580509/PHE_guidance_antivirals_influenza_2016_2017.pdf
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Pneumonia, community-
acquired in adults 

 NICE CG191 

 BTS 2015 

Low risk CRB-65 = 0 
Amoxicillin 500 mg TDS for 5 days 

In penicillin allergy: Clarithromycin* 500 mg BD for 5 days OR 
Doxycycline* 200 mg STAT then 100 mg OD for 5 days in total 

Intermediate risk CRB-65 = 1 and at home 
Amoxicillin 500 mg TDS for 7 days AND 
Clarithromycin* 500 mg BD for 7 days OR 
Doxycycline* alone 200 mg STAT then 100 mg OD for 7 days in total 

 

*  Caution in pregnancy 

For low-risk CAP consider extending antibiotic course for up to 
7 – 10 days if no improvement after 3 days. 

Explain to patients treated in the community, and when 
appropriate their families or carers, they should seek further 
medical advice if symptoms do not begin to improve within 3 days 
of starting the antibiotic, or earlier if their symptoms are 
worsening. 

Only a small range of pathogens causes CAP, with Streptococcus 
pneumoniae being the most frequent. The frequency of pathogens 
can vary in specific patient groups. Mycoplasma infections are less 
frequent in the elderly. 

Administer benzylpenicillin 1.2 g IM/IV or Amoxicillin 1 g orally 
immediately where the illness is considered to be life-threatening 
or if there are likely to be a delay (>2 hours) in admission. 

Pneumonia, community-acquired in children 

0-3 months 

 Thorax 2011 

Seek paediatric specialist advice  

˃ 3 months 

 NICE CG160 

 Thorax 2011 

 BNFC Amoxicillin  

 BNFC Clarithromycin 

Consider using traffic light assessment tool in the NICE guideline on 
Feverish Illness in Children to assess the need for admission to 
hospital. 

Amoxicillin TDS 5 days 

In penicillin allergy: Clarithromycin BD 

 

https://www.nice.org.uk/guidance/cg191
https://www.brit-thoracic.org.uk/document-library/clinical-information/pneumonia/adult-pneumonia/annotated-bts-cap-guideline-summary-of-recommendations/
https://www.brit-thoracic.org.uk/document-library/clinical-information/pneumonia/paediatric-pneumonia/bts-guidelines-for-the-management-of-community-acquired-pneumonia-in-children-update-2011/
https://www.nice.org.uk/guidance/cg160
https://www.brit-thoracic.org.uk/document-library/clinical-information/pneumonia/paediatric-pneumonia/bts-guidelines-for-the-management-of-community-acquired-pneumonia-in-children-update-2011/
http://dx.doi.org/10.18578/BNFC.619872397
http://dx.doi.org/10.18578/BNFC.125991395
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Tuberculosis 

 BNF Tuberculosis 

Discuss with specialist TB care should be provided directly by an Infectious Diseases or 
Respiratory Physician with experience in managing the disease. TB 
medications are dispensed by TB specialist doctors and nurses from 
community and hospital clinics. TB medications are not routinely 
prescribed or dispensed by other primary care providers; in the 
occasional circumstances where this is required, arrangements can 
be made in partnership with the TB clinical and specialist nursing 
team. 

Important TB drugs have many recognised drug interactions, side 
effects, and cautions. This is particularly important when the TB 
drugs are not prescribed or dispensed in primary care, as the drugs 
may not be recorded in the GP clinical system or pharmacy patient 
medication records and so alerts may not be issued. 

(TB drugs are occasionally used for other non-TB indications) 

Whooping cough 

 PHE Pertussis 

 BNFC Clarithromycin 

 BNFC Co-trimoxazole 

 

Treatment should be given to: 

 Any person in whom the clinician suspects pertussis 
infection OR 

 Any person with an acute cough lasting for ≥ 14 days 
without an apparent cause plus one or more of the 
following: 

 paroxysms of coughing, 

 post-tussive vomiting, 

 inspiratory whoop. 

Clarithromycin* 500 mg BD for 7 days 

If allergic to macrolides: Co-trimoxazole 960 mg BD for 7 days (not 
in pregnancy) 

 

*  Caution in pregnancy 

Treatment of children does not affect the duration of illness but 
may control the spread of infection as untreated children shed 
organism for many weeks. Non-infectious coughing may continue 
for several weeks. 

Note: cases of pertussis should be notified to Public Health England 
but treatment should be commenced as soon as possible and not 
withheld until advice is sought. 

 

 

http://dx.doi.org/10.18578/BNF.642597930
https://www.gov.uk/government/collections/pertussis-guidance-data-and-analysis
http://dx.doi.org/10.18578/BNFC.125991395
http://dx.doi.org/10.18578/BNFC.962447623

