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Disclosure

• I have no financial relationships to disclose

• I will not discuss any off-label use and/or investigational 
use in my presentation

Objectives

• Review new recommendations in the management of the 
febrile infant

• Discuss common causes of fever in pediatric patients

• Optimize treatment strategies of commonly encountered 
pediatric infections
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Pediatric Fever

• 15% of all ED visits 
annually for patients      

< 15 years of age

ACEP Clinical Policy. Clinical Policy for Well‐Appearing  Infants and Children Younger Than 2 Years of Age Presenting to the Emergency Department with Fever. Ann Clin Med 2016;67:625‐639.
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“…since the advent of modern clinical thermometry
by Wunderlich in 1871, the ritual of temperature
taking has been surpassed only by Alexander Graham
Bell’s invention in 1874 as the major curse of
pediatrics.”

‐‐ DS Smith

What is a fever?

• 99.9° F/ 37.7° C?
– “Because he usually runs 96”

• 100.4° F/ 38° C?
– Wunderlich took 1 million measurements on 25,000 patients and 

determined this was upper limit of normal

• 102.2° F/ 39° C?

• All of the above?

Ishimine P. Fever Without Source in Children 0 to 36 Months of Age. Pediatr Clin N Am 2006;167‐194.
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MYTH: Fever is a Disease

• Fever is a symptom…not a disease

• Significant number of ED visits
– 3.3% return within 72 hours

• Fever Phobia:
– A popular term for the response of parents to childhood 

fever, which may result in inappropriate over 
management with antipyretics.

Key points for families

• The exact number doesn’t matter

• Treatment brings temperatures down 2-3°F

• All fevers do not have to be treated

• Temperatures < 100° F/37.7° C are not low grade

17 day old with T 100.6°F/38.1°C

• CBC
• Blood culture
• Urine (cath or SPU) 

with culture
• CSF studies
• ALT/AST
• Procalcitonin/CRP

• +/- viral testing
• +/- stool studies
• +/- CXR

Biondi EA, Byington CL. Evaluation and Management of Febrile, Well‐Appearing Young Infants. Infect Dis Clin N Am 2015;29:575‐585.
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Biomarkers and Bacterial Infections

• Procalcitonin

• C-reactive Protein

• WBC count

• ANC

• < 3 months of age

Diaz MG et al. Lack of Accuracy of Biomarkers and Physical Examination to Detect Bacterial Infection in Febrile Infants. Pediatr Emer Care 2016;32:664‐668.

Biomarkers and Bacterial Infections

• Procalcitonin performed the best…

• …but would not have identified 30% of infants with invasive 
bacterial infections.

• CRP still considered useful.

Diaz MG et al. Lack of Accuracy of Biomarkers and Physical Examination to Detect Bacterial Infection in Febrile Infants. Pediatr Emer Care 2016;32:664‐668.

• Admission

• Abx directed toward:
– E. coli

– GBS
– Listeria is so 2015

• Ampicillin (50 mg/kg) + 
Gentamycin (2.5 mg/kg)

OR

• Ampicillin (50mg/kg) + 
Cefotaxime (50mg/kg)

• Acyclovir (20 mg/kg)
Biondi EA, Byington CL. Evaluation and Management of Febrile, Well‐Appearing Young Infants. Infect Dis Clin N Am 2015;29:575‐585.

17 day old with T 100.6°F/38.1°C
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• What if she has a 
urinary tract infection?

• What if he has influenza 
or RSV?

17 day old with T 100.6°F/38.1°C

Clinical Practice 
Guideline: 
Evaluation and 
Management of 
Well-Appearing 
Febrile Infants 8 
to 60 Days Old 

Pediatrics. 2021;148(2). doi:10.1542/peds.2021-052228

45 day old with T 101.9°F/38.8°C
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Rochester Criteria

• Prospective study to determine if a set of 
criteria could accurately identify febrile infants 
<3 months at low risk of SBI

• Low Risk Rochester Criteria
 Previously Healthy
 No Soft Tissue, Skeletal, or Ear Infection
 WBC 5,000-15,000 (Bands <1,500)
 UA WBC <10/hpf

Dagan R, et al.  J Pediatr.  1985. 

Boston Criteria

• Prospective consecutive cohort study to 
determine outcome of outpatient treatment of 
febrile infants 28-89 days with Ceftriaxone IM

• Low Risk Boston Criteria
 Looks Well
 No Source of Infection 
 WBC <20,000
 Urine WBC <10/hpf or Leukocyte Esterase Negative
 CSF WBC <10
 CXR Normal (If Obtained)

Baskin MN, et al.  J Pediatr.  1992. 

Philadelphia Criteria

• Randomized controlled study to evaluate 
efficacy of managing febrile infants 29-56 days 
without antibiotics or hospitalization

• Low Risk Philadelphia Criteria
 Looks Well

 No Source of Infection

 WBC <15,000

 Urine WBC <10/hpf

 CSF WBC <8

 CXR Normal (If Obtained)
Baker MD, et al.  New Engl J Med.  1993.
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Pediatric Assessment Triangle

Clinical Practice 
Guideline: Evaluation 
and Management of 

Well-Appearing 
Febrile Infants 8 to 60 

Days Old 

Pediatrics. 2021;148(2). doi:10.1542/peds.2021-052228

Clinical Practice 
Guideline: Evaluation 
and Management of 

Well-Appearing 
Febrile Infants 8 to 60 

Days Old 

Pediatrics. 2021;148(2). doi:10.1542/peds.2021-052228
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Changes & Reasoning: HSV

• Guidelines indicate HSV screening 
extends up to 60 days old

• On review of local and national 
data, in addition to expert opinion, 
decreased the upper age cutoff to 
42 days old

• Added the following risk factors
– Ill-appearance
– Elevated AST OR ALT (not just ALT)
– Caregiver hx of cold sores or perioral HSV

Changes & Reasoning: 22-28 days

27
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Changes & Reasoning: 29-60 days

28

Changes & Reasoning: Antibiotics

29

• Stepwise approach appropriate

• Caution the “screening” CBC

• Listen to your gut

Graneto JW et al. Emergent Management of Pediatric Patients with Fever. http://emedicine.Medscape.com. November 2016. Accessed January 19, 2017.

45 day old with T 101.9°F/38.8°C
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“He tested positive for (insert virus here) positive.”

• Concern for bacterial co-infections

• Secondary analysis of prior study population

• Viral testing +

• Objective:

– Identify those with presence of bacterial meningitis, bacteremia, or UTI

The Journal of Pediatrics Volume 203, December 2018, Pages 86‐91.e2

Bottom Line

• The rate of SBI is lower…

• But not insignificant…

• Especially with UTIs.

The Journal of Pediatrics Volume 203, December 2018, Pages 86‐91.e2

• WBC 12.7

• Procalcitonin 0.75

• UA: 
– 1+ LE

– Negative nitrites

– 30-50 wbc/hpf

45 day old with T 101.9°F/38.8°C
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Serious Bacterial 
Infections in Young Febrile 

Infants With Positive 
Urinalysis Results

Mahajan P, et al; Pediatric Emergency Care Applied 
Research Network (PECARN). Pediatrics. 2022 Oct 
1;150(4):e2021055633. doi: 10.1542/peds.2021‐

055633. PMID: 36097858.

• Most common cause of 
UTI and bacteremia?
– E coli

• Most common cause of 
bacterial meningitis?
– GBS
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IBI Across ANC and PCT Levels

IBI Across ANC and PCT Levels

OUTCOMES OF YOUNG INFANTS WITH 
HYPOTHERMIA EVALUATED IN THE 
EMERGENCY DEPARTMENT

Ramgopol S et al. J Pediatr 2020;221:132-7.
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Hypothermia in Young Infants

• Multicenter, retrospective cohort study
• Hypothermia as an admission or discharge 

diagnosis
• Demographics, diagnostic testing and outcomes

• Outcomes:
–Presence of SBI
–ED or hospital mortality

Ramgopal S et al. J Pediatr 2020;221:132‐7.

Results

• 80% had blood and 
urine cultures

• 42% had CSF

• 30% had HSV testing

• Majority admitted
– 1/3 to ICU

• 8% had SBI:
– 5.6% bacteremia

– 2.4% UTI

– 0.3% meningitis

– 0.3% pneumonia

– 0.2% neonatal HSV

• 0.2% mortality
Ramgopal S et al. J Pediatr 2020;221:132‐7.

FACTORS ASSOCIATED WITH SERIOUS BACTERIAL 
ILLNESS IN INFANTS ≤ 60 DAYS WITH 
HYPOTHERMIA IN THE EMERGENCY DEPARTMENT

Ramgopal S et al. Am J Emerg Med June 2019;37(6):1139-1143.
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Age/Sex Full Term Initial Temperature WBC ANC Platelets SBI

4d, M Yes 35.7 6.5 1.6 381 UTI

4d, F Yes 36.4 12.1 4.7 210 UTI

5d, M No 35.9 7.1 2.3 216 Bacteremia

6d, F Yes 35.6 11.1 3.0 77 Meningitis

6d, M Yes 33.2 4.8 1.2 109 Bacteremia/Meningitis

7d, F Yes 36.0 19.4 9.8 108 Meningitis

16d, F Yes 34.0 6.7 2.9 118 UTI

21d, M Yes 36.6 8.8 2.5 489 UTI

22d, M No 34.8 23.1 14.8 442 Bacteremia/Meningitis

27d, F No 35.8 13.4 9.1 293 UTI

Ramgopal S et al. Am J Emerg Med 2019;37(6):1139‐1143. 

Three Deaths

• 31 day old, 33.5°C, apnea

– Severe hemorrhagic encephalitis of undetermined etiology

• 29 day old, 35°C, lethargy

– Extensive encephalomalacia, likely secondary to congenital 
infection

• 16 day old, 33.7°C, recurrent apnea and bradycardia

– Ketoglutaric aciduria 
Ramgopal S et al. Am J Emerg Med 2019;37(6):1139‐1143. 

Higher Risk Group

• 15-28 days

• Higher WBC and ANC

• Lower platelet count

Ramgopal S et al. Am J Emerg Med 2019;37(6):1139‐1143. 
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WHAT ABOUT 3-36 MONTHS?

***DISCLAIMER***

From here on, we will be discussing 
children over the age of 3 months, 

without other co-morbidities

Practice Guideline

• Children 3-36 months of age with fever ≥ 100.4°F/38°C 
and WBC ≥ 15,000:
– Blood culture

– Antibiotics pending culture results

• Urine cultures should be obtained in:
– All boys ≤ 6 months

– All girls ≤ 2 years

Baraff LJ et al. Practice Guideline for the Management of Infants and Children 0‐36 Months of Age With Fever Without Source. Pediatrics 1993;92:1‐12.

Who are treated 
with antibiotics
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Pneumococcal Conjugate Vaccine 7
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https://www.cdc.gov/vaccines/vpd/pneumo/public/index.html. Accessed 2/1/17.

2 yo Female with T 105°F/40.5°C

• That’s it.

Results – Occult Bacteremia

Pre‐PCV7 Post‐PCV7

Total ED visits 3‐36 months 13,507 21,500

Patient with BC performed 1251 2028

Fever without a source 148 275

+ BC 17 (11.5%) 14 (5.1%)

+ S pneumoniae 6 0

Contaminants 7 13

Occult bacteremia rates 6.8% 0.4%

Waddle E, Jhaveri R.  Arch Dis Child 2009;94:144‐147.
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Results - UTI

Pre‐PCV7 Post‐PCV7

Fever without a source 148 275

Urine culture performed 81 168

+ Urine culture with pathogen 10 (6.8%) 21 (7.6%)

+ E coli 60% 71%

Waddle E, Jhaveri R.  Arch Dis Child 2009;94:144‐147.

Urinary Tract Infection

• 3-5% of febrile children presenting to an ED

• One of the most common pediatric admission diagnoses

• Can be a common co-infection

Clark CJ et al. UTI in Children: When to Worry. Urol Clin N Am 2010;37:229‐241.

©2016 by American Academy of PediatricsLavelle JM et al. Pediatrics 2016;138(1):e20153023.

UTI Risk Factors
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Obtaining urine samples

• Bag specimen

• Catheter specimen

• Suprapubic specimen

TWO-STEP PROCESS FOR ED UTI 
SCREENING IN FEBRILE YOUNG 
CHILDREN: REDUCING 
CATHETERIZATION RATES

Lavelle JM et al. Pediatrics 2016;138(1):e20153023.

Urinary Tract Infections

• 6-24 months of age

• Urine bag placed upon arrival to ED room for certain 
patients

• Reassessment done at 30 minute intervals

Lavelle JM et al. Pediatrics 2016;138(1):e20153023.
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Who Got a Cath?

• If point of care urine dipstick was positive:

– Moderate or large leukocyte esterase

– Positive nitrites

Lavelle JM et al. Pediatrics 2016;138(1):e20153023.

Pre- and Post-Intervention

Baseline 
(n = 1520)

Intervention 
(n = 828)

% Screened for UTI 63 69

Urine bag only 0 39

Urine bag then cath 0 14

Catheterization only 63 16

Culture positivity rate (%) 4.3 4.4

Revisit rate (%) 3.8 3.8

Median ED LOS (min) 276 288

Lavelle JM et al. Pediatrics 2016;138(1):e20153023.

Pre- and Post-Intervention

Baseline 
(n = 1520)

Intervention 
(n = 828)

% Screened for UTI 63 69

Urine bag only 0 39

Urine bag then cath 0 14

Catheterization only 63 16

Culture positivity rate (%) 4.3 4.4

Revisit rate (%) 3.8 3.8

Median ED LOS (min) 276 288

Lavelle JM et al. Pediatrics 2016;138(1):e20153023.
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Treatment

• Do they need admission?
– Febrile?
– Vomiting?
– Age?

• Length of therapy
– 7 days

• Prophylaxis
– High risk patients

Treatment

• Gram negative rods
– Cephalexin 

• 50-100 mg/kg/day
– Cefdinir 

• 14 mg/kg/day
– Amoxicillin 

• 90mg/kg/day
– Trimethoprim-sulfamethoxazole 

• 10 mg/kg TMP/day
– Nitrofurantoin

• 5-7 mg/kg/day

9 mo with T101.9°F/38.8°C and a “risin”
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Key points from H&P

• Presence of fever

• Previous and current 
treatment

• Overall appearance

• Is the patient vomiting?

• Presence of lesion(s)

• Reliability of follow-up

Is it a Staph infection?

• Staphylococcus aureus (SA) is the most commonly 
isolated human bacterial pathogen

• Methicillin resistant SA was once confined to hospitals 
and high risk patients (HA-MRSA)

• Not anymore!

David MZ, Daum RS. CA‐MRSA: Epidemiology and Clinical Consequences of an Emerging Epidemic. Clin Microbiol Rev 2010;23(3):618‐687.

CA-MRSA

• What about ultrasound?

• Yes if there is any question

• Alters management a 
significant portion of time

Fenster DB et al. Scratching the Surface: A Review of Skin and Soft Tissue Infections in Children. Curr Opin Pediatr 2015;27:303‐307.
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CA-MRSA

• Blood cultures?
–No need

• Wound packing?
–Probably not

–Vessel loops

Fenster DB et al. Scratching the Surface: A Review of Skin and Soft Tissue Infections in Children. Curr Opin Pediatr 2015;27:303‐307.

CA-MRSA

• Pain management?
– Yes, please

• Topical
• Local 
• Oral
• Intranasal
• Intravenous

Fenster DB et al. Scratching the Surface: A Review of Skin and Soft Tissue Infections in Children. Curr Opin Pediatr 2015;27:303‐307.

PEM Physicians

• Clindamycin for cellulitis

• Trimethoprim-sulfamethoxazole for abscess

• Procedural sedation?
– 75%

• Antibiotics after incision and drainage?
– 94%

Mistry RD et al. EM Management of Pediatric Skin and Soft Tissue Infections in the CA‐MRSA Era. Acad Emerg Med 2010;17:187‐193.
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Antibiotics after I&D?

• 3 months to 18 years

• 80% CA-MRSA

• Failure rates?
– 5.3% placebo

– 4.1% antibiotic

• New lesions at 90 days?
– 28.8% placebo

– 28.3% antibiotic

Duong M et al. Randomized Controlled Trial of Antibiotics in the Management of Community‐acquired Skin Abscesses in the Pediatric Patient. Ann Emerg Med 2010;55:401‐407.

What antibiotic should I use?

• Clindamycin
– 10 mg/kg/dose TID

• Trimethoprim-sulfamethoxazole
– 5 mg/kg TMP/dose BID

• Mupirocin

10 week old with T 101°F/38.3°C

• Received 2 month immunizations yesterday
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Objective

• Investigate the prevalence of SBI in:
– febrile infants (≥ 100.4°F), 

– without a source, 

– aged 6-12 weeks, 

– who have received immunizations in the preceding 72 hours

Wolff M, Bachur R. Academic Emergency Medicine2009;16:1284‐1289.

Methods

• Retrospective chart review

• Urban pediatric emergency department

• Inclusion:
– 6-12 weeks of age

– Febrile 

– Documented immunization status

Wolff M, Bachur R. Academic Emergency Medicine2009;16:1284‐1289.

Results

RI (n = 213) NRI (n = 1765)

Median age 64 days 65 days

Median temp 101.3° F 101.5° F

Well appearing 100% 98.7%

SBI 6 (2.8%) 124 (7.1%)

Wolff M, Bachur R. Academic Emergency Medicine2009;16:1284‐1289.
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SBI in Recently Immunized

Age/Sex SBI Hours Since 
Vaccination

77d/♂ UTI 12‐24

68d/♂ UTI 48‐72

63d/♀ UTI 48‐72

64d/♀ UTI 48‐72

67d/♂ UTI 48‐72

77d/♀ UTI 48‐72

Wolff M, Bachur R. Academic Emergency Medicine2009;16:1284‐1289.

4 yo with T103°F/39.4°C and Rash

• Other vital signs stable

• Well appearing

• Normal exam except diffuse petechial rash
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Fever and Petechiae

Klinkhammer MD, Coletti JE. Pediatric Myth: Fever and Petechiae. CJEM 2008;10(5):479‐482.

Fever and Petechiae

• Looks sick  treat as meningococcemia

• Rash limited to SVC distribution, “ILL” criteria not 
present, normal labs, and is well appearing 
follow routine fever guidelines

Klinkhammer MD, Coletti JE. Pediatric Myth: Fever and Petechiae. CJEM 2008;10(5):479‐482.

Fever and Petechiae

• Rash below the nipple line and well appearing:
– CBC, blood culture, and CRP

– Give antibiotics

– Observe 4 hours

– Remains well appearing

– CRP < 6 mg/L

Klinkhammer MD, Coletti JE. Pediatric Myth: Fever and Petechiae. CJEM 2008;10(5):479‐482.

Discharge with 
close follow-up
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RESPIRATORY INFECTIONS

Pneumonia

• After PCV-7, admissions for community acquired 
pneumonia decreased by 40%
– PCV-13 introduced in 2010

• Most common cause of CAP?
– Viruses

• Most common bacterial cause of CAP in children?
– Mycoplasma pneumonia

Katz SE, Williams DJ. Pediatric Community Acquired Pneumonia in the United States. Infect Dis Clin N Am. 2018; 32(1):47‐63.

Katz SE, Williams DJ. Pediatric Community Acquired Pneumonia in the United States. Infect Dis Clin N Am. 2018; 32(1):47‐63.

Presentation

• Can be very subtle

• Most common 
sign/symptom?
– Fever

– No single sign/symptom is 
pathognomonic
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Katz SE, Williams DJ. Pediatric Community Acquired Pneumonia in the United States. Infect Dis Clin N Am. 2018; 32(1):47‐63.

Treatment

• Amoxicillin

• Augmentin/Cefdinir

• Azithromycin 

Clinical Diagnosis

• Bulging tympanic membrane

• Other signs of inflammation + middle ear effusion

• Purulent otorrhea and otitis externa has been excluded

Klein JO, Pelton S. Acute otitis media in children: Treatment. UpToDate. accessed May 2018.
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Copyrights apply

Treatment

Amoxicillin
Amoxicillin‐
Clavulanate

Ceftriaxone

Klein JO, Pelton S. Acute otitis media in children: Treatment. UpToDate. accessed May 2018.

If penicillin allergic ‐> azithromycin, 
clindamycin, trimethoprim‐sulfamethoxazole

Acute Otitis with Otorrhea

• If acute otitis with perforation:
–Oral antibiotics

• If draining with myringotomy tubes 
–Topical ofloxacin, ciprofloxacin/dexamethasone
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BUT WHY ARE YOU SEEING THEM 
AT 3 A.M.??

But it’s 3 a.m…

• Randomized to:
– Herbal extract

– Ametocaine + phenazone

• Both groups had similar improvement in pain 
scores

Sarrell EM et al. Efficacy of Naturopathic Extracts in t he Management of Ear pain Associated with AOM. Arch PediatrAdolescMed 2001;155:796‐799.
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Sinusitis

• Children have 6-8 viral URIs annually
– 5-13% may be complicated by secondary bacterial 

sinusitis

• Peak incidence between 3-6 years
• Maxillary are most commonly involved in young 

children
• About 50% will resolve spontaneously
• Increase in complications seen in recent years

Fang A, et al. Pediatric Acute Bacterial Sinusitis: Diagnostic and Treatment Dilemmas. Pediatr Emerg Care 2015;31(11):789‐794.

Normal development

• Ethmoid and maxillary are present at birth

• Sphenoid develop around 3 and aerates at 
age 8

• Frontal sinuses develop from anterior ethmoid
–Become clinically important around 10 yo

Fang A, et al. Pediatric Acute Bacterial Sinusitis: Diagnostic and Treatment Dilemmas. Pediatr Emerg Care 2015;31(11):789‐794.
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What causes sinusitis?

URI causing mucositis in 
nose and paranasal

sinuses

Can result in obstruction 
of sinus ostia causing 
negative pressure 
environment

Sniffing and nose 
blowing causes 

aspiration of mucus into 
paranasal sinus

Because of obstruction, 
mucus cannot be 

removed and bacteria 
begin to multiply

Wald ER. Acute otitis media and acute bacterial sinusitis. CID 2011;52:s277-s283.

Acute Bacterial Sinusitis

• URI symptoms for >10 days without improvement, 
AND

• Nasal congestion and discharge of any quality

• Persistent cough

Evidence-Based Care Guideline of ABS in Children 1-18 yrs of age. Cincinnati Guidelines, July 2006.

Acute Severe Bacterial Sinusitis

• Criteria for ABS, AND

• Ill appearance, AND

• Fever > 102.2°F, AND

• Purulent nasal discharge, typically 3-4 days in duration

Evidence-Based Care Guideline of ABS in Children 1-18 yrs of age. Cincinnati Guidelines, July 2006.
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Predisposing Factors

• URI

• Allergic rhinitis

• Smoke exposure

• GERD

• Immunodeficiency (if resistant 
to therapy)

• CF

• Ciliary dyskinesia

• Asthma

• Dental problems

• Biofilms

Presentation - Acute

• URI symptoms for > 7-10 days

• 2 most common symptoms:
– Rhinorrhea

– Daytime cough

• Nasal congestion

• AOM

• Headache 

Fang A, et al. Pediatric Acute Bacterial Sinusitis: Diagnostic and Treatment Dilemmas. Pediatr Emerg Care 2015;31(11):789‐794.

Medical treatment

• 80-90 mpk amoxicillin or amoxicillin-clavulanate for 10-14 days

• Cefuroxime, cefpodoxime, cefdinir for 10-14 days

• PCN allergic:
– Non-type 1: cephalosporins

– Type 1: clarithromycin/azithromycin

• Beware of:

– Macrolide resistance

– First generation cephalosporins

– Trimethoprim-sulfamethoxazole

Evidence-Based Care Guideline of ABS in Children 1-18 yrs of age. Cincinnati Guidelines, July 2006.
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Medical treatment

• Optimize treatment of underlying diseases

• Decongestants

• Antihistamines

• Afrin™ 
– Especially in frontal sinusitis

– Can use safely for up to 7 days

Fang A, et al. Pediatric Acute Bacterial Sinusitis: Diagnostic and Treatment Dilemmas. Pediatr Emerg Care 2015;31(11):789‐794.

No proven 
benefits
in children

Medical treatment

• Saline rinses
– Increases mucociliary clearance rates

– Aids in vasoconstriction

– Decreases bacterial counts

• Nasal steroids
– Essential for those with concurrent allergic rhinitis

Fang A, et al. Pediatric Acute Bacterial Sinusitis: Diagnostic and Treatment Dilemmas. Pediatr Emerg Care 2015;31(11):789‐794.

Intracranial Complications

• Typically from frontal 
disease

• Most commonly in teenage 
boys

• Via hematogenous spread 
or direct invasion

• Fever, headache, 
photophobia, AMS,                    
seizure, +/- nuchal rigidity

Fang A, et al. Pediatric Acute Bacterial Sinusitis: Diagnostic and Treatment Dilemmas. Pediatr Emerg Care 2015;31(11):789‐794.
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Orbital Complications

• Most common

• Typically the result of ethmoid disease

Fang A, et al. Pediatric Acute Bacterial Sinusitis: Diagnostic and Treatment Dilemmas. Pediatr Emerg Care 2015;31(11):789‐794.



5/26/2023

39

Child with 
nasal discharge 
and cough

AMS/HA
meningismus?

Obtain head CT
yes

Immunocompromised?

no
yes

no

Consult with
primary
subspecialist

Symptoms > 10d?
yes

no

Sinusitis a
reasonable
diagnosis

Unilateral nasal dc? Assess for FB;
Consider ENT 
consult

yes

no

Viral URI likely;
Supportive treatment

Holt KR. Acute Pediatric Sinusitis and “The 10-Day Rule” PEM Practice Feb 2006;3(2).
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TAKE HOME POINTS

• Lot of moving parts when it comes to fever in patients <60 
days of age
– Use the clinical practice guidelines to help

• Widespread immunizations have drastically changed the 
landscape of pediatric fever
– But more and more children are un- or under-immunized

TAKE HOME POINTS

Questions? ???annalise@uab.edu


