ED Management of Sickle Cell Disease 

with Fever in Infants and Children

Genotype SS, SC, SD, S-Beta 0 thal, or any unknown phenotype1
with fever2


Add oxygen only if SaO2 < 94% (RA)3


                         If pain present, follow sickle cell/pain guideline concurrently

          

Obtain CBC/diff/retic, blood cx,4 UA/urine cx, CXR5
Consider LP,6 throat cx,7 stool cx8 
 Add creatinine,9 type & screen if suspect ACS10


Administer Ceftriaxone IV/IM11
Add macrolide12 if ACS


Page Peds Hematology/Oncology13 

Determine disposition


Meets admission criteria?14



                                        Yes                                                                           No

                            Pediatrics consult                                  Discharge home




Admit



Arrange follow-up with Heme-Onc

                                                                                            Outpatient abx15









 

Notes:

1 AS trait, S-beta+ thal, S-HPFH, AC trait, and CC are excluded from this guideline and can be treated as immunocompetent individuals

2 Fever = temperature > 38.3( C. (101( F.) X 1 or > 38.0( C. (100.4( F.) X 3 

3 Use of oxygen is controversial due to risks of:  suppression of normal erythropoietin production; potential hypoventilation/development of ACS;     and pain from marrow “rebound” (after prolonged use of oxygen)

4 Obtain minimum 2 cc for aerobic culture

5 Obtain CXR for any respiratory tract symptom including cough, chest 

      pain, abdominal pain with distension or ileus, tachypnea, focal auscultatory 

      findings, retractions, or hypoxia 

6 Obtain LP for meningeal signs or toxicity

7 Obtain rapid strep/throat cx for evidence of pharyngitis (see pharyngitis pathway)

8 Obtain bacterial stool cx for diarrhea with blood or high fever

9 Check creatinine for baseline renal function (in anticipation of future NSAID use for pain control)

10 ACS (acute chest syndrome) = new pulmonary infiltrate accompanied by fever, respiratory symptoms or chest pain

11 Ceftriaxone (dose = 50 mg/kg routine & 100 mg/kg for meningitis) should be 

      given at the same time as labs and within 60 minutes of arrival to ED.  Use 

      clindamycin (40 mg/kg/day div Q8H) if penicillin/cephalosporin-allergic.

12 Biaxin 15 mg/kg/day PO div BID or Zithromax 10 mg/kg/dose (not to exceed 500 mg) PO day 1 then 5 mg/kg/dose (not to exceed 250 mg) PO days 2-5 

13 Peds Heme-Onc pager:  669-2131

14 Admission criteria = toxicity; age < 12 months; temp > 40.0( C. (104( F.); SaO2 < 94%; WBC < 5,000 or > 30,000; Hgb < 6 g/dL; platelets < 100,000; other sickle cell complications (e.g. ACS, splenic sequestration, TIA/CVA,  priapism, aplastic crisis); vomiting/ dehydration; compliance concerns

15 Outpatient abx:  Cefprozil (Cefzil) 30 mg/kg/day PO div BID X 3 days (< 12 yr) 

      or 500-1000 mg/day PO div BID X 3 days (> 12 yr); use Pediazole 50 mg/kg/day 

      (as erythromycin) and 150 mg/kg/day (as sulfa) PO div Q6H if penicillin allergy
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[ACS was grossly underestimated by physicians evaluating patients with sickle cell disease.  History & PE were of little value in defining which febrile patients require CXR. Empiric CXR should be considered when evaluating patients with sickle cell disease and fever]
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