ED Management of Fever and Neutropenia 

in Infants and Children

All known oncology patients with fever1

                                                                Yes

                                        Toxic appearing or critically ill2?              Evaluate & treat

                                                                                                                 for septic shock,3        

                                                                        No                                    admit to PICU

                                            Give Ceftriaxone 50 mg/kg via CVL4

                                                  Obtain on all patients:      CBC/manual diff, chem 7,    

                                                                                               Bld Cx all CVL lumens5             

                                  Obtain only as indicated:   CXR,6 rapid strep & throat cx,7 

                                                                                UA/Ur Cx,8 viral cx,9 stool cx,10  

                                                                                AAS,11 wound cx,12 surgery consult,13
                                                                                LFTs/amylase/lipase

                                                         Neutropenia?14    No       Consult Peds Heme/Onc15        

                                                                                                   Determine disposition           

     Yes

Consult Peds Heme/Onc15
Initiate antibiotic therapy16
Observe neutropenic precautions17
Admit

Notes:

1 Fever=temp. > 38.0 ( C. X 2 or > 38.5 ( C. X 1 within past 24 hrs

2 Toxicity=altered mental status; poor eye contact; inappropriate response to stimuli; abnormal vital signs; poor skin perfusion; cyanosis; grunting
3 For septic shock:  

a. obtain CBC/manual diff, blood cx all CVL lumens or peripheral if no CVL present, Type & Hold, PT/PTT, fibrinogen, fibrin degradation products

b. support BP with isotonic crystalloid (20 mL/kg boluses of NS or LR), vaso- pressors (dopamine 10-25 mcg/kg/min, epinephrine 0.1-1.0 mcg/kg/min, norepinephrine 0.05-0.5 mcg/kg/min) as indicated

c. administer antibiotics:  Vancomycin 40 mg/kg/day IV div Q8H + Cefepime 50 mg/kg/dose IV Q8H (max dose 2 gm) 

4 If PCN or cephalosporin allergy, discuss with Heme-Onc.

5 Regarding peripheral blood cx:  avoid if CVL is present; obtain only if no CVL.

6 Obtain CXR for:  persistent cough; SaO2 < 97% (RA); abnormal lung exam; tachypnea; increased work of breathing (flaring/grunting/retractions)

7 Obtain rapid strep & throat cx for:  throat pain; tonsillar or pharyngeal erythema/exudate.  Send throat cx only if rapid strep negative.

8 Obtain clean voided specimen if possible (avoid catheterization) for symptoms or signs of UTI.

9 Obtain viral cx of discrete oral/pharyngeal lesions.  Treat with IV acyclovir if history of HSV.  Consider IV acyclovir if no history of HSV.  

10 Obtain fecal leukocytes & stool cx for diarrhea

11 Obtain AAS (acute abdominal series), LFTs, amylase/lipase for:  abdominal pain; abnormal abdominal exam (tenderness, distension, abnormal bowel sounds, masses or organomegaly).  Evaluate for free air or signs/sx consistent with typhilitis.

12 Obtain wound cx of any exudate at CVL site

13 Obtain surgical consult for:  free air; or signs/sx consistent with typhilitis

14  Neutropenia = ANC < 500/mm3 or < 1,000/mm3 with predicted decline to             

      < 500/mm3
15  Peds Heme-Onc pager:  669-2131

16  Two options for inpatient antibiotics (unless cephalosporin or PCN allergy, then 
      discuss with Heme/Onc):

a. Cefepime (50 mg/kg/dose, max dose 6 gm/day) + Vancomycin (40 mg/kg/day div Q6-8H, max dose 1 gm) if any of the following:  
          (1)  clinically obvious and serious CVL-related infection

              (2)  substantial mucosal damage

              (3)  known colonization with β-lactam resistant S. pneumoniae or S. 

                    aureus
              (4) growth of a gram-positive organism from the blood (pending 

                    identification and susceptibility testing)

              (5) hypotension or other evidence of cardiovascular dysfunction

              (6)  recent treatment with systemic antibiotics 

b. Otherwise cefepime (monotherapy)

17  Neutropenic precautions:  

a. No IM injections UNLESS requested or approved by Heme/Onc.  Apply pressure following all IM injections in thrombocytopenic patients.

b. No rectal temps. or exams

c. No suppositories

d. No I&D procedures without Heme/Onc approval

e. No NG tubes, urinary catheters, suprapubic bladder aspirates or LPs without Heme/Onc approval

f. No venipuncture or IV placement without betadine prep
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