
*If prompt office evaluation is not possible, consider evaluation in Emergency Department.
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CBC with diff, retic, blood cx, 

UA/UCx if UTI suspected 

Strongly consider 

hospitalization for IV 

antibiotics, further work 

up and observation 

Allergic to 

cephalosporins? 

Repeat Ceftriaxone, if 24 hour culture  

results are not known or not confirmed negative

Complete course of outpatient oral antibiotics if 

source identified (e.g., otitis media),  

cultures negative, and remains clinically well 

Yes 

Yes 

No 

No 

Documented or reliable history of T > 100.5
o

F (38
o

C) 

< 1 year > 1 year

T > 101.3ºF 

(38.5
o

C)? 

24-hour close follow

History of pneumococcal 

sepsis or surgical 

splenectomy, appears ill, 

follow up unreliable, < 1 

year, T > 103.1oF (39.5
o

C)? 

Well appearing, 

normal exam, 

follow-up reliable? 

Further work up: Other indicated 

tests (e.g., flu), respiratory sxs  

(CXR to assess for ACS), focal or 

multifocal bony tenderness,  

especially with erythema or 

swelling (consider osteomyelitis) 

Prompt administration of IM Ceftriaxone 

75 mg/kg.  Max dose 2 gm.  (Suggested 

goal within 1 hour of presentation) 

24 hour follow up 

Cultures positive, 

appears ill, follow 

up unreliable? 

Yes 

Yes 

No 

Prompt H/P* 

Yes 

No 

Red flag CBC results 

Hg <2g/dl below 

baseline or <6g/dl 

WBC <5000 or >30,000 

Further workup 

positive? 

Yes 

No 

No 




