
ED Management of Positive Blood Culture 

for Streptococcus Pneumoniae 

in Infants and Children
                               Positive Bld Cx  S. pneumoniae

                                                                                    Yes

                                       Toxic-appearing1?                             Repeat Bld Cx

                                       Immunocompromised?                      LP, IV Abx2

                                       Serious focal infection3?                    Consider CXR

                                                                                                     Admit
                                                          No 

                                                                                           No

                                        Fever? (T > 38 ( C. rectal)                       Oral Abx4

                                                                                                            Repeat Bld Cx5 

                                                          Yes

                                            Repeat Bld Cx

                                            Consider LP 6

                                            Ceftriaxone7
                                            Eval 24 hrs8

Notes:

1 Toxicity=altered mental status, poor eye contact, inappropriate response to 

      stimuli, abnormal vital signs, poor skin perfusion, cyanosis, grunting  

2 IV Abx=Ceftriaxone 50-75 mg/kg/day Q24H OR Cefotaxime 60 mg/kg/dose IV 

      Q8H, add Vancomycin 60 mg/kg/day div Q6H if CSF gm stain + for GPC

3 Serious focal pneumococcal infection=meningitis, pneumonia, septic arthritis, osteomyelitis, pericarditis, endocarditis.  The risk of serious focal infections or sepsis has been estimated to be 6% for S. pneumoniae.

4 Oral Abx=Amoxicillin 80 mg/kg/day div BID X 7-10 days, if PCN-allergic use 

      Biaxin 15 mg/kg/day div Q12H X 7-10 days

5 Repeat blood culture only if antibiotics not received at first visit because these patients are at high risk for persistent bacteremia.

6 Assess for symptoms/signs of meningitis, which may be subtle or absent in patients who have been partially treated with antibiotics.  Perform LP in any patient in whom meningitis is suspected.  Consider LP in patients < 12 months even if asymptomatic.

7 Ceftriaxone 50 mg/kg IM/IV (max 1 gm)

8 Outpatients with continued fevers should be admitted for parenteral antibiotic therapy and evaluation of secondary sites of infection.
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