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Purpose:  These fever guidelines have been proposed using current Children’s Hospital 
practice and the best available evidence.  They will serve as a guide for physicians and 
residents when working in the Emergency Department evaluation pediatric fever.  The 
guidelines were not designed to encompass every situation; therefore divergence is 
possible and encouraged if needed.  They were designed to only include testing that has 
benefit for the patient.  

	 The age categories differ then previous published guidelines, which were based 
on evidence collected prior to HIB and Prevnar Vaccines.  The new age categories are 
broken at the timing of 1st and 2nd rounds of immunizations.  If a patient is late or not 
vaccinated, allowances must be made for appropriate testing.  
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Fever ≥ 100.4F	in Neonates 0 to 7 days old



















Start Clinical Assessment

Important Considerations in 
History: birth history(Gestational 

age, Complications), maternal 
infections(GBS, HSV, TORCH, 

Chorioamnionitis), ABX use

1. Diagnostic tests CBC with diff, 
CMP, CRP, blood culture, Cath 
UA, urine culture, HSV testing, 

CSF analysis

RSV and Flu (if signs and in 

season)

CXR(only if respiratory signs)


2.  Start Antimicrobials – 
Ampicillin, Ceftazidime and 

Acyclovir

3. Admit to hospital

CSF: Studies:

Tube 1 – Culture, sensitivity, gram stain


Tube 2 – Protein and glucose

Tube 3 – Cell count and diff


 Tube 4 – ME Panel and HSV PCR

Antibiotics/Antivirals:

Ampicillin 50 mg/kg IV q8hrs

Ceftazidime 50mg/kg IV q8hrs


Acyclovir 20mg/kg IV q8hrs 

If Bacterial meningitis or CSF pleocytosis 
increase Ampicillin dose to 75mg/kg IV 

q6hrs

HSV (AAP Red Book HSV)


All patients with age < 7 days should get 
empiric testing and treatment for HSV


 Testing:

HSV PCR of CSF and Blood


HSV PCR Surface Swabs of Eyes, Nasal 
Mucosa, Rectum and Vesicular Lesion(if 

present)




Fever ≥ 100.4F	in Neonates 8 - 21 days old






















Start Clinical Assessment

Appropriate for Pathway?

URI symptoms, diarrhea or otitis 

media are included and should be 
worked up


Clinical Bronchiolitis or 
Immunizations in the last 48hrs 

may be excluded


Excluded and needs special 
consideration or management: 
Preterm Infants or complicated 

neonatal course

Infants with focal bacterial 

infections(eg. cellulitis, omphalitis 
or septic arthritis)


Congenital or Chromosomal 
Abnormalities


1. Diagnostic tests CBC with diff, 
CMP, CRP, Blood culture, Cath 

UA(Option for Bag or Voided UA, 
If positive then Cath for Culture), 

CSF analysis

RSV and Flu (Not Viral Panel)


2.  Start Antimicrobials – 
Ampicillin and Ceftazidime 
(acyclovir if at risk for HSV)


3. Admit to hospital

Antibiotics/Antivirals:

Ampicillin 50 mg/kg IV q8hrs

Ceftazidime 50mg/kg IV q8hrs


Add Acyclovir 20mg/kg IV q8hrs if at risk 
for HSV


If Bacterial meningitis or CSF pleocytosis 
increase Ampicillin dose to 75mg/kg IV 

q6hrs

CSF: Studies:

Tube 1 – Culture, sensitivity, gram stain


Tube 2 – Protein and glucose

Tube 3 – Cell count and diff


 Tube 4 – ME Panel

HSV (AAP Red Book)

Start empiric testing and treatment if 

any of the High Risk Features:

Maternal History of genital HSV Lesions 
or fevers from 48 hours before to 48 hours 

after delivery

Infants with Vesicles, Seizures, 

Hypothermia, Mucous Membrane Ulcers, 
CSF pleocytosis, Leukopenia, 

Thrombocytopenia or Elevated ALT


 Testing:

HSV PCR of CSF and Blood


HSV PCR Surface Swabs of Eyes, Nasal 
Mucosa, Rectum and Vesicular Lesion(if 

present)




Fever ≥ 100.4F	in Neonates 22 - 28 days old


















































Start Clinical Assessment

Appropriate for Pathway?

(see 8-21 day inclusion and 

exclusion criteria)

Start Antimicrobials – 

Cefriaxone for UTI or no 

source/no CSF

Ampicillin and Ceftazidime 
for Meningitis(acyclovir if at 

risk for HSV)

Admit to hospital


Antibiotics/Antivirals:


Ceftriaxone 50mg/kg IV q24hrs

Add Acyclovir 20mg/kg IV q8hrs if at risk 

for HSV

If Bacterial meningitis or CSF pleocytosis 
Ampicillin dose to 75mg/kg IV q6hrs and 

Ceftazidime 50mg/kg IV q8hrs 

HSV (AAP Red Book)

Start empiric testing and treatment if 

any of the High Risk Features:

Maternal History of genital HSV Lesions 
or fevers from 48 hours before to 48 hours 

after delivery

Infants with Vesicles, Seizures, 

Hypothermia, Mucous Membrane Ulcers, 
CSF pleocytosis, Leukopenia, 

Thrombocytopenia or Elevated ALT


 Testing:

HSV PCR of CSF and Blood


HSV PCR Surface Swabs of Eyes, Nasal 
Mucosa, Rectum and Vesicular Lesion(if 

present)


Diagnostic tests CBC with diff, 
CMP, CRP, Blood culture, Cath 

UA(Option for Bag or Voided UA, 
If positive then Cath for Culture), 

RSV and Flu (Not Respiratory 
Viral Panel)


Elevated Inflammatory Markers(IM):

Temp > 38.5(101.3)


ANC > 4000

CRP ≥ 20 mg/L

Positive UA?(>10 WBC or Any 
Leukocyte Esterase)


Send Urine Culture(Cath)

Elevated IM?

(There are 2 options if NO)

Perform LP

YES

Neg LP

NO

Start Antimicrobials –
Ceftriaxone


Observe at home only if 
able to Reassess in 24hrs


LP 

Not 


Performed

Positive LP or 
Failed LP?

NO

Results?



Fever ≥ 100.4F in Infants 29 to 60 days old









































Start Clinical Assessment

YES

1. Do Not Perform 
LP


2. Do Not 
Administer ABX


3. Discharge Home

4. Follow Up within 

24-36 Hours 

1. Perform LP

2. If LP Positive Start ABX, 

Consider HSV and 
Admit to Hospital


3. Send Urine 
Culture(Cath) if UA 

Positive

4. If LP is Neg then 

Administer ABX and 
admit or discharge with 

24 hour follow up

NO

If > 4weeks old, positive viral RSV or Flu 
decreases the risk of SBI(Not other viruses 

on the panel)

Elevated Inflammatory Markers(IM):

Temp > 38.5(101.3)


ANC > 4000

CRP ≥ 20 mg/L

Appropriate for Pathway?

(see 8-21 day inclusion and 

exclusion criteria)

Diagnostic tests CBC with diff, 
CMP, CRP, Blood culture, Cath 

UA(Option for Bag or Voided UA, 
If positive then Cath for Culture), 

RSV and Flu (Not Respiratory 
Viral Panel)
HSV (AAP Red Book)


Start empiric testing and treatment if 
any of the High Risk Features:


Maternal History of genital HSV Lesions 
or fevers from 48 hours before to 48 hours 

after delivery

Infants with Vesicles, Seizures, 

Hypothermia, Mucous Membrane Ulcers, 
CSF pleocytosis, Leukopenia, 

Thrombocytopenia or Elevated ALT


 Testing:

HSV PCR of CSF and Blood


HSV PCR Surface Swabs of Eyes, Nasal 
Mucosa, Rectum and Vesicular Lesion(if 

present)


Elevated IM’s?

(There are 2 options if Yes)

UA Positive?

(>10 WBC or Any 

Leukocyte Esterase)


Antibiotics/Antivirals:


Ceftriaxone 50mg/kg IV q24hrs

Add Acyclovir 20mg/kg IV q8hrs if at risk 

for HSV

If Bacterial meningitis or CSF pleocytosis 

Increase Ceftriaxone to 50mg/kg IV 
q12hrs and Add Vancomycin 20mg/kg IV 

q8hrs

NO YES

1. Send Cath Urine Culture

2. Need Not Perform LP

3. Administer Oral ABX

4. Discharge Home

5. Follow up within 24 hours

1. LP Failed, Not 
Performed or 

Refused 

2. Send Urine 

Culture(Cath) if 
UA Positive


3. Administer ABX 
and admit or 

discharge with 24 
hour follow up

YES



Fever ≥ 100.4F in Infants 61 days (2 months) to 120 days (4 months)














Start Clinical 
Assessment

Ill appearing or 
signs of toxicity?

Bronchiolitis?

Or Positive Flu or 
RSV Testing? (Not 

Viral Panel)

NO

YES NO YES

Full Septic Work Up, 
LP and Admit

IV Ceftriaxone


Consider Vancomycin 
if CSF Pleocytosis

Discharge home if in 
no distress and 
tolerating PO

CBC with diff, CRP, BMP, 
Blood Culture and Cath 

UA(Option for Bag or Voided 
UA, If positive then Cath for 

Culture)

Discharge home 
No empiric ABX


Follow up 24 
hours

YES

Disposition based on work up

CSF testing based on clinical 

judgment

Positive UA’s should be sent for 

culture

Discharged patients must have 24 

hour follow up


Signs of Toxicity

Lethargy


Poor Perfusion

Cyanosis

Hypo or 

Hyperventilation

Unimmunized patients 
have an increased risk 

for meningitis/SBI 

Blood/CSF testing 
based on clinical 

judgment 

NO

Low Risk Criteria:

Clinical – previously healthy, well appearing, no 

focal infection

Laboratory – ANC < 4000, CRP < 20mg/L


UA with no bacteria, no nitrites and ≤10WBC/
hpf


No infiltrate on CXR (if obtained)

No Hypoglycemia(<50 mg/dl)

No Social or Family concerns?


Follow up Available within 24 hours?



Fever ≥ 100.4 in Infants > 4 months to 24 months





Start clinical assessment Child Appears Toxic?
Full Septic Work Up


Start ABX

Admit to Hospital

YES

Immunized and Low Risk 
Patient?


(Patients are considered 
immunized if they have 

had 2 and 4 month shots)

NO

Work Up Based on 
Clinical Assessment


Routine testing not 
required (See Below)

Routine UA not required

Risk factors:


Girls = White race, 
Age<12mos, 

Temp>39(102.2), 
Fever>2days


Boys = Uncirc, non-black 
race, temp>39(102.2), 

Fever>24 hours


Risk factors<2 

Equals <2% chance UTI

YES

High Risk Features

Prematurity


Chronic illness

Immunocompromised

CBC with Diff, Blood 
Culture


UA if High Risk

Urine Culture if UA 

Positive

CXR (Tachypnea, Hypoxia 

or abnl breath sounds)

Viral testing if in season 
(RSV, Flu) positive viral 

testing deceases risk of SBI

NO

1. All un-immunized and 
high risk should be followed 

up in 24 hours

2. Some literature suggests 

IM ceftriaxone before d/c in 
un-immunized with wbc > 

15000

Signs of Toxicity

Lethargy


Poor Perfusion

Cyanosis


Hypo or Hyperventilation

Fever of 105 alone does not 
increase your risk for invasive 

bacterial infections in 
patients that are immunized

Bronchiolitis?

NO

1.  Discharge home if in 
no distress and tolerated 

PO

2.  All unimmunized and 
high risk patient should 

be followed up in 24 
hours


YES


