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Fighting ‘fever phobia’

Fever, in and of itself, is not known to about antipyretic usage in children, includ-
endanger a generally healthy child and actu- ing common concerns, indications, treat-
ally may be beneficial. Still, many caregivers ment goals, single or combination
panic when they see the number on the therapy, and instructions for

caregivers. [t also highlights

the need to educate

thermometer rise past 98.6 degrees and
rush to give their child acetamino-

phen or ibuprofen. patients and families

A new AAP clinical
report addresses the
state of knowledge

about fever and “fever
phobia.”
See story on page 8.
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Bebek oliim hizi binde 9,2 oldu
Bebek olim sayisi, 2021 yilinda 10 bin 89 iken 2022 yilinda 9 bin 522 oldu. Bin canli dogum basina dusen bebek dlum
sayisini ifade eden bebek olim hizi, 2021 yilinda binde 9,3 iken 2022 yilinda binde 9,2 oldu. Diger bir ifade ile 2022 yilinda
bin canli dogum basina 9.2 bebek olumi gerceklesti.
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ATES
Nedir?

Viicut sicakhiginin kontrollii bir bicimde normalin lstiine cikmasidir.
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Termometreler

O Civah Termometreler

O Dijital termometreler

a Digital ok amagh termometre

a Temporal arter termometresi

a Timpanik termometre

O Plastik Serit Termometreler

O Giyilebilir Termometrele

r

Giyilebilir

Termometre

Temporal (Alin)

Timpanik




~ VUCUT SICAKLIGININ HANGI DEGERLERIN
USTUNE CIKMASI ATES OLARAK KABUL EDILIR?

Q Aksiller >37.2°C

d Oral >37.8°C

O Rektal =38°C

d Timpanik >38°C (Rektal mod) >37.5°C (Oral mod)

Q Ahln >38°C



Davranis degisikligi
DOLASIM s deds Tg

ENDOJEN _
PIROJENLER HIPOTALAMUS
PGE,
Monosit, makrofaj, notrofil, [Ayar noktasinin (set TERMOREGULATUAR

lenfosit, endotel, glial point) yiikselmesi] NORONLAR

hucreler, mezankimal
hucreler

‘ Periferal efferentler VaZOIO'[Of Merkez
EKZOJEN PIiROJEN Kas kontraksiyonu Deride Vazokonstriksiyon
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ATES,

vUCUDUN

ZARARLI ETKENLERE KARSI GELISTIRDIGi
ADAPTIF BiR YANITTIR.

Viicut sicakhigi arttiginda:
1. inflamasyon sistemi daha iyi calisir

2. Mikrobiyal ¢cogalma hizi azalir

ATES, ORGANIZMANIN YARARINA iSLEV GORUR
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Neden Oldugu Degisiklikler

1 Metabolik hizda artma

] Oksijen tuketimde artma

1 Karbondioksit uiretiminde artma
] Kardiyak output artisi

- Solunum is yukunde artma

) Konvulsiyon esiginde diisme



Ouuw.,,

Bu hakkaten
canini
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Fever! Fever! Fever!
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Clinical report addresses educating parents to reduce ‘fever phobia’

by Hank Farrar, M.D., FAAP, and
Janice E. Sullivan, M.D., FAAP

Itis 3 a.m. and you get your third call of the
night about a child with fever. A parent asks
about giving antipyretics prior to routine

immunizations. You are educating first-time
parents about fever prior to discharge of their infant from the
newborn nursery. These scenarios are common in everyday
practice.

Fever accounts for one-third of all presenting conditions in
children. What guidance is available to pediatricians and pedi-
atric health care providers regarding fever treatment or prophy-
laxis and education for parents/caregivers?

A new AAP clinical report, Fever and Antipyretic Use in Chil-
dren, summarizes recommendations and controversies related
to the use of antipyretics in pediatrics (Pediatrics. 2011;127:580-
587). The report, from the AAP Section on Clinical Pharma-
cology and Therapeutics and the Committee on Drugs, addresses
the state of knowledge about antipyretic usage in pediatric
patients, including common concerns, indications, treatment
goals, single or combination therapy, and instructions for care-
givers. Limited evidence-based information is available regarding
antipyretic therapy, combination therapy and the role of fever in the
natural history of an illness.

Need to educate

The report highlights the need to educate patients and families
about fever and “fever phobia.”

Fever is a physiological mechanism that has beneficial effects in
fighting infection. Fever, in and of itself, is not known to endanger

b

Although many parents administer antipyretics to a child with minimal or
no fever, this report emphasizes that the primary goal of treating the febrile
child should be improvement of the child’s overall comfort rather than nor-
malization of body temperature.

of an illness or that it causes long-term neurological complications.
Possible exceptions may be children with certain underlying chronic
disease (i.e., myocardial dysfunction or heart failure) or acute illness
(i.e., acute myocarditis, shock, etc.) that may result in limited tolerance
of the increased metabolic demands caused by a fever.

Many physicians continue to encourage the use of antipyretics,
believing that most benefits result from improved comfort and the
accompanying improvements in activity and feeding, less irritability,
and a more reliable sense of the child’s overall clinical condition.



Guidelines for the symptomatic
management of fever in children:
systematic review of the literature and
quality appraisal with AGREE II

Elena Chiappini, Barbara Bortone, Luisa Galli, Maurizio de Martino

BMJ Open 2017;7:e015404.

American Academy of Pediatrics (AAP)

Italian Pediatric Society (SIP)

South African

National Institute for Health and Care Excellence (NICE)
New South Wales Ministry of Health (NSW)

South Australian Ministry of Health (SA)

World Health Organization (WHO)



Common messages
1.

American Academy

of Pediatrics

Antipyretics are indicated only in cases of discomfort
associated with fever and not with the sole aim of
reducing body temperature.

Recommended antipyretics are paracetamol or
ibuprofen, according to the child’s age, weight and
characteristics.

The use of antipyretics does not prevent either febrile
convulsions or reactions to vaccines.

Tepid sponging and alcoholic baths are not
recommended for the treatment of fever.

The use of cough and cold medicine is discouraged
because of the risks of overdoses and interactions.
Caution 1is recommended using antipyretics in
chronic diseases such as pre-existing hepatic and renal
impairment or in cases of diabetes, cardiac disease
and severe malnutrition.

In asthmatic children with fever, paracetamol does
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) ATES
Ustunde Uzlasiimis Mesajlar

1. Ates dusilricliler, sadece atese bagh rahatsizlik durumunda
kullanilmahdir, amacg yalnizca viicut sicakhigini normale diisiirmek
degildir.
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) ATES
Ustunde Uzlasiimis Mesajlar

2. Onerilen ates diisiiriiciiler, gocugun yasina, kilosuna ve
ozelliklerine gore verilen Parasetamol veya Ibuprofendir.

Government of South Australia %
SA Health AN
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) ATES
Ustunde Uzlasiimis Mesajlar

3. Ates dusiricilerin kullanimi, atesli havaleleri veya asilara karsi
reaksiyonlari onlemez.
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) ATES
Ustunde Uzlasiimis Mesajlar

4. Atesin tedavisi icin 1k uygulama ve alkollu banyolar onerilmez.
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) ATES
Ustunde Uzlasiimis Mesajlar

5. Oksiiriik ve soguk alginhgi ilaclarinin kullanimi, doz asimi ve ilag
etkilesim riskleri nedeniyle, onerilmez.
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) ATES
Ustunde Uzlasiimis Mesajlar

6. Ates disiriiciilerin onceden var olan karaciger ve bobrek
vetmezligi gibi kronik hastaliklarda veya diyabet, kalp hastalig: ve
siddetli malniutrisyon durumlarinda dikkatli kullanilmasi onerilir.
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) ATES
Ustunde Uzlasiimis Mesajlar

7. Atesi olan astimli cocuklarda Parasetamol astim semptomiarini
kotiilestirmiyor gibi gorunmektedir.
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ATES
Tedavi

Cocuklarda ates tedavisinde birinci basamak ila¢ parasetamoldiir.

T.C. Saghk Bakanhgi
Kanita Dayali Tip Rehberi

Antipiretik ilaclar sadece gerektigi durumda kullaniimahdir.

Tek doz 15 mg/kg, maksimum doz 60 mg/kg/24 saat. ilag uygulandiktan sonra bir iki saat
icinde sicaklik 1,5 °C azalir. Etki suresi 5-6 saattir.

Cocuklarda kullanim i¢in uygun diger antipiretikler: Ibuprofen (>6 kg) ve naproksen (>12 ay).
Bunlarin antipiretik etkisi en az parasetamol kadar iyidir ve etki stiresi daha uzundur.

Aspirin (asetilsalisilik asit) cocuklarda antipiretik ila¢ olarak kullaniimamalidir; ¢unku
kullanimi Reye sendromu riskini artirir.
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Tedavi

Parasetamol’- Ibuprofen®*

Cocuklarda hafif ve orta siddetli agrilar

6 ay ve uzerindeki cocuklarda atesin

Endikasyon : : : . dusurulmesi ve hafif ve orta derecedeki
ile atesin semptomatik tedavisi . o -
agrilarin giderilmesi amaciyla kisa sureli olarak
Yas 3 ay ve uzeri ¢cocuklarda™ 6 ay ve uzeri ¢cocuklarda (> 7 kg)

GIS yan etkiler

Yaygin: Bulanti, diyare, dispepsi,
flatulans, karin agrisi, konstipasyon,
kusma

Yaygin: Dispepsi, diyare, bulanti, kusma,
abdominal agri, flatulans, konstipasyon, melana,
hematemez, gastrointestinal hemoraji*’

Astimli cocuklarda

Cok seyrek: Bronkospazm®*

Gecmisinde veya halen brongiyal astim oykisu
bulunan hastalarda bronkospazm gelismesini
tetikleyebilir.*"

Kanama zamani

Parasetamol ile varfarin veya kumarin
(antikoagulant) turevleri arasindaki
etkilesimler, INR* degerinde bir artisa ve
kanama riskinde bir artigsa neden olabilir.*

Diger NSAIi'ler gibi, trombosit
agregasyonunun inhibe edebilir ve kanama
zamanini uzatabilir.



ATES
Tedavi

ANTIPIRETIK iLAC TEDAVISI
Parasetamol 10-15 mg/kg/doz, 4-6 saatte bir

ibuprofen 5-10 mg/kg/doz, 6-8 saatte bir



ATES
Tedavi

ANTIPIRETIK iLAC TEDAVISI

Parasetamol 10-15 mg/kg/doz, 4-6 saatte bir
ibuprofen 5-10 mg/kg/doz, 6-8 saatte bir
Ketoprofen

Aspirin

Metamizol

Nimesulid
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Tedavi

NEDENE YONELIK TEDAVI
Enfeksiyonun tedavisi

Hastaliga 6zgli tedavi



ODAGI BILINMEYEN AKUT ATES
Odak Neresi?

m

ol«F]l¢: ]| [Fe—— Anamnez ve fizik muayene —»_

v
Ciddi bakteriyel enfeksiyon yoniinden risk tasiyor mu?

Toksik goriiniim Yas Laboratuvar
Altta yatan hastahk incelemeleri



ODAGI BILINMEYEN AKUT ATES
Odak NereSi? Fever Without A Focus

Fever Without A Source
Fever Without Apparent Source
Fever Without Localizing Signs

ol«F]l¢: ]| [Fe—— Anamnez ve fizik muayene —»_

v
Ciddi bakteriyel enfeksiyon yoniinden risk tasiyor mu?

Toksik goriiniim Yas Laboratuvar
Altta yatan hastahk incelemeleri



CLINICAL PRACTICE GUIDELINE

American Academy
of Pedjatrics

DEDICATED TO THE HEALTH OF ALL CHILDREN™

Evaluation and Management of
Well-Appearing Febrile Infants 8 to 60
Days Old

Robert H. Pantell, MD, FAAP? Kenneth B. Roberts, MD, FAAP® William G. Adams, MD, FAAP® Benard P. Dreyer, MD, FAAP®
Nathan Kuppermann, MD, MPH, FAAP, FACEP? Sean T. 0’Leary, MD, MPH, FAAP Kymika Okechukwu, MPA 2
Charles R. Woods Jr, MD, MS, FAAP" SUBCOMMITTEE ON FEBRILE INFANTS

To cite: Pantell RH, Roberts KB, Adams WG, et al. Clinical
Practice Guideline: Evaluation and Management of Well-
Appearing Febrile Infants 8 to 60 Days Old. Pediatrics.
2021;148(2):2021052228




8 to 21 days old,
well-appearing,

no evident source of infection,
\Wum >38.0°C

Y

Obtain urinalysis (1), blood culture (2), and perform LP(4).6
May obtain inflammatory markers (IMs) (3).

Increased
HSV risk?®

¢ Yes

Send HSV
studies.?

No

v ¢

1. Initiate parenteral
antimicrobial(s),
including acyclovir(5).

2. Observe in hospital(6).

1. Initiate parenteral
antimicrobial(s)(5).
2. Observe in hospital(6).

1. Discontinue antimicrobial(s)(7a) and may
Pathogen or source No—> discharge hospitalized infant(7a) if all culture
identified? results are negative at 24 to 36 hours and HSV

PCR result is negative (if sent).
2. Manage for duration of illness.

Treat Infection(7b). “*Yes

FIGURE 1 Algorithm for 8- to 21-day-old infants. # KAS references are shown in parentheses. ” Laboratory values of inflammation are considered elevated
at the following levels: (1) procalcitonin >0.5 ng/mL, (2) CRP >20 mg/L, and (3) ANC >4000 to 5200 per mm?®. Although we recommend all infants
in this age group have a complete sepsis workup, receive parenteral antimicrobial agents, and be monitored in a hospital, knowing IM results
can potentially guide ongoing clinical decisions. ® Send CSF for cell count, Gram stain, glucose, protein, bacterial culture, and enterovirus PCR (if

available) if pleocytosis is present and during periods of increased local enterovirus prevalence. “ HSV should be considered when there is a

{aminotransferase levels. For further discussion, see the current Red Book. Recommended HSV studies are CSF PCR; HSV surface swabs of the
mouth, nasopharynx, conjunctivae, and anus for an HSV culture (if available) or PCR assay; alanine aminotransferase; and blood PCR.



FIGURE 2 Algorithm for 22- to 28-day-old infants. ® KAS references are shown in parentheses. ” If available, procalcitonin should be obtained along with ANC
or CRP. If procalcitonin is unavailable, both ANG and CRP should be obtained, and a temperature >38.5°C is considered abnormal. IMs are consid-
ered abnormal at the following levels: (1) temperature >38.5°C, (2) procalcitonin >0.5 ng/mL, (3) CRP >20 mg/L, and (4) ANC >4000 5200 per P

mm?®. ° LP is recommended before administration of antimicrobial agents because interpreting CSF after the administration of antimicrobial 331028 days old, S
agents is difficult. However, the risk of meningitis in 22- to 28-day-old infants is lower than that in infants <22 days old in several studies. There- .,/ well-appearing \
\ no evident source of infection,
.and temperature > 38.0 )_Q/

-

Obtain urinalysis(8), * blood culture(9), and IMs(lO)."

Py

TN
Yes—Qnsmve unnalvs\?)
\.{Esu\t e
-
Send bladder catheterization
or SPA urine culture (8). No

Perform LP(11b). }- —Yes— Abnormal IMs >7No—b May perform LP(11a).t

S P
S, P
e

LP

CSF
‘%edﬁ/ Yes performed?

Yes
Yes—<

No 7
/ .
& CSF plEDMDSI}\}N D_i

uninterpretable? .~
\ P > SF pleocytosi s%

. P

N tra umanc/
T / 1. May administer parenteral
Yes antimicrobial(s)(12c).®
v 2. Observe in hospital(13b).
No

1. Administer parenteral

“—p  antimicrobial(s)(12a).
2. Observe in hospital(13b). g~

will

~observation be at

home

Yes (13a)?°

’

1. Administer parenteral
antimicrobial(s)(12d).

2. Observe at home.

3. Reassess in 24 hours (13a).

4 l h 4

No

|

1.May administer parenteral
antimicrobial(s)(12b).
2.0bserve in hospital{13b).

]r
/” \‘\ 1. Discontinue antimicrobial(s)(14a,b) and may
Treat Infection(14c) YES_\ Pathogen or source N > discharge hospitalized infant(14a) if all cultures
| : \ identified? / are negative at 24 to 36 hours and HSV PCR s
- L negative (if sent).®

Sy 2. Follow for duration of illness.



//" 29to GDdaysoId \

{ well-appearing,

[ I
QO evident source of infection, /
and temperature >38.0 °C -

T

Obtain urinalysis(15), ® blood culture (16), and IMs (17).b

Yes Increased IMs ® > f— N ositive urinalysi
\/ result
Yesj

1. Send bladder catheterization or SPA urine culture if
positive urinalysis positive(15). ¢ . No
2. May perform LP (18a).© 1. Send bfadder catheterization or SPA urine
Pu I | ) gy | UL }.
a. Administer parenteral antimicrobial(s) (19a). 2. Need not perform LP(18b).
b. Observe closely in hospital (20a). 3. Administer oral antimicrobial(s) (19c).
4. If CSF result is negative and either urinalysis negative or 4. May observe closely at home.%®
positive 5. Follow-up in 12 to 24 hours(20d).
a. May administer parenteral or oral
antimicrobial(s)(19b).
b. May observe closely in hospital or athome (20b,d). A 4
5. If CSF not available or uninterpretable: 1. Need not perform LP(18b).
a. Administer parenteral antimicrobial(s) (19a).c 2. Need not administer antimicrobial(s)(19d).
b. May observe closely in hospital or at home (20b).” 3. Observe closely at home (20c).”

4. Follow-up within 24-36 hours (20c).

Y

s N

Sou rce /Path ogen ON

limited to Yes—x source identified at ’:.“ No
urine? wo 36 hoursy
\ 4

1. Discontinue antimicrobials if administered (21a).
No ! 2. Discharge hospitalized infants (21b).
Yes L——| Treatinfection (21d). ‘ 3. Manage for duration of illness.

i . i FIGURE 3 Algorithm for 29- to 60-day-old infants. * KAS references are shown in parentheses. ® If available, procalcitonin should be obtained along with
1. Complete treatment with oral antimicrobials (21c) ANG or GRP. I procalcitonin is unavailable, both ANC and CRP should be obtained, and a temperature >38.5°C is considered abnormal. IMs are
2. Discharge hospitalized infants (21b). considered abnormal at the following levels: (1) temperature >-38.5°C, (2) procalcitonin >0.5 ng/mL, (3) CRP >20 mg/L, (4) ANC >>4000 to 5200/
3. Manage for duration of illness. mrrf._G Send CSF f_or c_gll count, (_i_ram_stain, gIL_lcose, protein, bqgtgrial _culturg, and enterovirus PE)R (ifa\{a_il_able) if_C_SF pl_eo‘_:ytos?s is pr‘esent




Table 220.2 | Management of Fever Without Source in Infants 0-36 Months Old

GROUP MANAGEMENT

Any toxic-appearing child 0-36 mo and temperature Hospitalize, cultures (blood, urine, CSF) plus other tests*, parenteral antibiotics

WELL-APPEARING CHILD

Child <22 days and temperature 238°C (100.4°F) Hospitalize, cultures (blood, urine, CSF) plus other tests*, parenteral antibiotics
Child 22—60 days and temperature =38°C (100.4°F) Three-Step Process
1. Determine risk based on history, physical examination, and laboratory studies.
Low risk:

* Uncomplicated medical history

e Well-appearing physical examination

e Normal laboratory studies

* Urine: negative leukocyte esterase and nitrite, <5 WBC/hpf centrifuged and
<10 WBC/hpf uncentrifuged

e |Inflammatory markers: temperature <38.5°C, procalcitonin 0.5 ng/mL, CRP
<20 mg/L, absolute neutrophil count <4,000-5,200/mm?

* Stool studies if diarrhea (no RBC and <5 WBC/hpf)

2. If child fuffills all low-risk criteria, use age to determine need for LP, parenteral
antimicrobials, and hospital observation.

* Age 22-28 days: Obtain UA, blood culture, inflammatory markers. May
perform LP. May administer parenteral antimicrobials. Observe in hospital.

* Age 29-60 days old: Obtain UA, blood culture, inflammatory markers. Need
not perform LP. Need not administer antimicrobials. Observe closely at home
with follow-up within 24-36 hr.

3. If child does not fulfill all low-risk criteria, use age and lab results to determine
need for LP, antimicrobials, and hospital observation.

e Age 22-28 days with abnormal UA and normal inflammatory markers: May
perform LP. Administer parenteral antimicrobials. Observe in hospital.

* Age 22-28 days with abnormal inflammatory markers: Perform LP. If CSF
pleocytosis, CSF uninterpretable, or abnormal UA, administer parenteral
antimicrobials and observe in hospital. If CSF and UA are normal, may observe
at home after parenteral antimicrobials or observe in the hospital with or
without parenteral antimicrobials.

* Age 29-60 days with abnormal UA and normal inflammatory markers:
Administer oral antimicrobials. May observe closely at home with follow-up in
12-24 hr.

* Age 29-60 days with abnormal inflammatory markers: May perform LP.

If CSF pleocytosis, administer parenteral antimicrobials and observe in
hospital. If CSF is normal, may administer parenteral or oral antimicrobials
and may observe closely in hospital or at home. if CSF is not available or
uninterpretable, administer parenteral antimicrobizals and may observe closely
in hospital or at home.

Child 2-36 mo and temperature 38-39°C (100.4-102.2°F) Reassurance that diagnosis is likely self-limited viral infection, but advise return
with persistence of fever, temperatures >39°C (102.2°F), and/or new signs and
symptoms.

Child 2-36 mo and temperature >39°C (102.2°F) Two-Step Process

1. Determine immunization status.

2. If received conjugate pneumococcal and Haemophilus influenzae type b
vaccines, obtain urine studies {urine WBC, leukocyte esterase, nitrite, and
culture) for all females, all males <6 mo old, all uncircumcised males <2 yr, and all
children with recurrent urinary tract infections.

If did not receive conjugate pneumococcal and H. influenzae type b vaccines,

manage according to the 1993 Guidelines (see Baraff et al. Ann Emerg Med.
1993;22:1198-1210).



Table 220.2 | Management of Fever Without Source in Infants 0-36 Months Old

GROUP MANAGEMENT

Any toxic-appearing child 0-36 mo and temperature Hospitalize, cultures (blood, urine, CSF) plus other tests*, parenteral antibiotics
>38°C (100.4°F

WELL-APPEARING CHILD
Child <22 days and temperature 238°C (100.4°F) Hospitalize, cultures (blood, urine, CSF) plus other tests*, parenteral antibiotics

Child 22—60 days and temperature =38°C (100.4°F) Three-Step Process
1. Determine risk based on history, physical examination, and laboratory studies.

Low risk:

* Uncomplicated medical history

e Well-appearing physical examination

e Normal laboratory studies

* Urine: negative leukocyte esterase and nitrite, <5 WBC/hpf centrifuged and
<10 WBC/hpf uncentrifuged

e |Inflammatory markers: temperature <38.5°C, procalcitonin 0.5 ng/mL, CRP
<20 mg/L, absolute neutrophil count <4,000-5,200/mm?

* Stool studies if diarrhea (no RBC and <5 WBC/hpf)

2. If child fuffills all low-risk criteria, use age to determine need for LP, parenteral
antimicrobials, and hospital observation.

* Age 22-28 days: Obtain UA, blood culture, inflammatory markers. May
perform LP. May administer parenteral antimicrobials. Observe in hospital.

* Age 29-60 days old: Obtain UA, blood culture, inflammatory markers. Need
not perform LP. Need not administer antimicrobials. Observe closely at home
with follow-up within 24-36 hr.

3. If child does not fulfill all low-risk criteria, use age and lab results to determine
need for LP, antimicrobials, and hospital observation.

e Age 22-28 days with abnormal UA and normal inflammatory markers: May
perform LP. Administer parenteral antimicrobials. Observe in hospital.

* Age 22-28 days with abnormal inflammatory markers: Perform LP. If CSF
pleocytosis, CSF uninterpretable, or abnormal UA, administer parenteral
antimicrobials and observe in hospital. If CSF and UA are normal, may observe
at home after parenteral antimicrobials or observe in the hospital with or
without parenteral antimicrobials.

* Age 29-60 days with abnormal UA and normal inflammatory markers:
Administer oral antimicrobials. May observe closely at home with follow-up in
12-24 hr.

* Age 29-60 days with abnormal inflammatory markers: May perform LP.

If CSF pleocytosis, administer parenteral antimicrobials and observe in
hospital. If CSF is normal, may administer parenteral or oral antimicrobials
and may observe closely in hospital or at home. if CSF is not available or
uninterpretable, administer parenteral antimicrobizals and may observe closely
in hospital or at home.

Child 2-36 mo and temperature 38-39°C (100.4-102.2°F) Reassurance that diagnosis is likely self-limited viral infection, but advise return
with persistence of fever, temperatures >39°C (102.2°F), and/or new signs and
symptoms.

Child 2-36 mo and temperature >39°C (102.2°F) Two-Step Process

1. Determine immunization status.

2. If received conjugate pneumococcal and Haemophilus influenzae type b
vaccines, obtain urine studies {urine WBC, leukocyte esterase, nitrite, and
culture) for all females, all males <6 mo old, all uncircumcised males <2 yr, and all
children with recurrent urinary tract infections.

If did not receive conjugate pneumococcal and H. influenzae type b vaccines,

manage according to the 1993 Guidelines (see Baraff et al. Ann Emerg Med.
1993;22:1198-1210).




Table 220.2 | Management of Fever Without Source in Infants 0-36 Months Old

GROUP MANAGEMENT
Any toxic-appearing child 0-36 mo and temperature Hospitalize, cultures (blood, urine, CSF) plus other tests*, parenteral antibiotics
>38°C (100.4°F)
WELL-APPEARING CHILD
Child <22 days and temperature 238°C (100.4°F) Hospitalize, cultures (blood, urine, CSF) plus other tests*, parenteral antibiotics
Child 22—60 days and temperature =38°C (100.4°F) Three-Step Process
1. Determine risk based on history, physical examination, and laboratory studies.
Low risk:

* Uncomplicated medical history

e Well-appearing physical examination

e Normal laboratory studies

* Urine: negative leukocyte esterase and nitrite, <5 WBC/hpf centrifuged and
<10 WBC/hpf uncentrifuged

e |Inflammatory markers: temperature <38.5°C, procalcitonin 0.5 ng/mL, CRP
<20 mg/L, absolute neutrophil count <4,000-5,200/mm?

* Stool studies if diarrhea (no RBC and <5 WBC/hpf)

2. If child fuffills all low-risk criteria, use age to determine need for LP, parenteral
antimicrobials, and hospital observation.

* Age 22-28 days: Obtain UA, blood culture, inflammatory markers. May
perform LP. May administer parenteral antimicrobials. Observe in hospital.

* Age 29-60 days old: Obtain UA, blood culture, inflammatory markers. Need
not perform LP. Need not administer antimicrobials. Observe closely at home
with follow-up within 24-36 hr.

3. If child does not fulfill all low-risk criteria, use age and lab results to determine
need for LP, antimicrobials, and hospital observation.

e Age 22-28 days with abnormal UA and normal inflammatory markers: May
perform LP. Administer parenteral antimicrobials. Observe in hospital.

* Age 22-28 days with abnormal inflammatory markers: Perform LP. If CSF
pleocytosis, CSF uninterpretable, or abnormal UA, administer parenteral
antimicrobials and observe in hospital. If CSF and UA are normal, may observe
at home after parenteral antimicrobials or observe in the hospital with or
without parenteral antimicrobials.

* Age 29-60 days with abnormal UA and normal inflammatory markers:
Administer oral antimicrobials. May observe closely at home with follow-up in
12-24 hr.

* Age 29-60 days with abnormal inflammatory markers: May perform LP.

If CSF pleocytosis, administer parenteral antimicrobials and observe in
hospital. If CSF is normal, may administer parenteral or oral antimicrobials
and may observe closely in hospital or at home. if CSF is not available or
uninterpretable, administer parenteral antimicrobizals and may observe closely

Child 2-36 mo and temperature 38-39°C (100.4-102.2°F) Reassurance that diagnosis is likely self-limited viral infection, but advise return

with persistence of fever, temperatures >39°C (102.2°F), and/or new signs and
symptoms.

Child 2-36 mo and temperature >39°C (102.2°F) Two-Step Process

1. Determine immunization status.

2. If received conjugate pneumococcal and Haemophilus influenzae type b
vaccines, obtain urine studies {urine WBC, leukocyte esterase, nitrite, and
culture) for all females, all males <6 mo old, all uncircumcised males <2 yr, and all
children with recurrent urinary tract infections.

If did not receive conjugate pneumococcal and H. influenzae type b vaccines,

manage according to the 1993 Guidelines (see Baraff et al. Ann Emerg Med.
1993;22:1198-1210).



NEDENI BILINMEYEN UZAMIS ATES
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Pyrexia of Unknown Origin

Ilk kez 1961 yilinda Petersdorf ve Beeson

1. En az uc¢ hafta sliren
2. Bir hafta slireyle hastanede yapilan incelemelere karsin nedeni belirlenemeyen
3. Belgelenmis 38.3°C uzerinde ates
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Annals of Tropical Paediatrics (2003) 23, 259-263 !

Pyrexia of unknown origin in children: a review of
102 patients from Turkey

ERGIN CIFTCI, ERDAL INCE & UJLKER DOGRU

Department of Paediatric Infectious Diseases, University of Ankara Medical School, Ankara, Turkey

(Accepted July 2003)

Summary Pyrexia of unknown origin (PUQ) has not been appropriately investigated in Turkish children and
therefore a study was undertaken to determine the causes of PUQO and to evaluate which clinical procedures are
useful in establishing a diagnosis. A total of 102 children fitting the classical PUQO criteria seen in our clinic
between 1995 and 2002 were investigated retrospectively. Infections, collagen vascular disorders, malignancy and
miscellaneous conditions constituted 44.2%, 6.8%, 11.7% and 24.5% of cases, respectively, while 12.8% of the
cases remained undiagnosed. Enteric fever, brucellosis and respiratory tract infections were the most commonly
encountered infections, whereas familial Mediterranean fever was the commonest non-infectious disorder. Biopsy,
aspiration, serology, bacteriology, radiology and observation of the clinical course were the most useful diagnostic
procedures.
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Tanim

TABLE 56-1 Summary of Definitions and Major Features of the Four Subtypes of Fever of Unknown

Origin (FUO)

NOSOCOMIAL (HEALTH NEUTROPENIC (IMMUNE-

CLASSIC FUO CARE-ASSOCIATED) FUO DEFICIENT) FUO HIV-RELATED FUO
Definition =38.3% C (100.9° F), =3 wk, =2 =38.3° C (100.9° F), =3 days, =>38.3° C (100.9° F), =3 days, =38.3° C (100.9° F), =3 wk for
visits or 3 days in hospital not present or incubating on negative cultures after 48 hr outpatients, =3 days for
admission inpatients, HIV infection
confirmed

Table 177-4 | Summary of Definitions and Major Features of the 4 Subtypes of Fever of Unknown Origin

HEALTHCARE- IMMUNE-DEFICIENT
FEATURE CLASSIC FUO ASSOCIATED FUO FUO HIV-RELATED FUO
Definition =>38°C (100.4°F), =3 wk, =2 visits or ~ 238°C (100.4°F), =38°C (100.4°F), =1 wk,  =38°C (100.4°F), =3 wk for
1 wk in hospital =1 wk, not present negative cultures after outpatients, =1 wk for inpatients,
or incubating on 48 hr HIV infection confirmed
admission




FEVER =38.3°C for =14 Days

Thorough history

Identify: < Physical examination
P - - including growth chart
neumonia >
UTI

Screening laboratory

studies:
CBC, CRP, ESR, UA + culture,
blood culture, chest x-ray

A

Consider history, physical, and screening
labs for clues to diagnosis

}

Clues present Clues absent or
nonspecific
and fever still present

| Pursue | Repeat history and physical exam

Repeat screening labs: CBC, ESR,
CRP, UA, blood culture, urine culture
* LFTs, LDH, uric acid, BUN, creatinine
* Stool heme
* PPD, interferon-y release assay
* Tube to hold
* Next generation sequencing on tissue or blood for
pathogen genome
Consider EBV, Bartonella, other serologies
Consider abdominal CT, STIR MRI or MRI/PET scan
Consider genetic testing for HLH, recurrent fever syndrome
Avoid empiric antibiotic therapy without
clear indication

Clues present

Y

Clues absent or nonspecific and
fever still present

Consider: hospitalization if:
* Clinically worrisome
* Labs worrisome
* Fever history suspect
* Need for evaluation by
multiple subspecialists
Perform serial physical exams
Consider as appropriate:
Pediatric infectious diseases consult
Hematology/oncology consult
Rheumatology consult




Ates 2 8 Gun

Hasta iyi goruniiyor
'I: Evet Hayir :I'

ILK ETAP HASTANEYE YATIR
Gereksiz tedavileri kes Gereksiz tedavileri kes
Kan sayimi ve formiil Kan sayimi ve formiil
BFT, elektrolitler, glukoz BFT, elektrolitler, glukoz
Transaminazlar Transaminazlar
idrar incelemesi idrar incelemesi
Gerekiyorsa goriintiileme yap Gerekiyorsa goriintiileme yap
Gozlem ve muayeneye devam et Gerekiyorsa BOS
CRP bakmayi diisiin
Kultirler

Ampirik antibiyotik (kiltiir sonrasi)

GoOzlem ve muayeneye devam et

| S Ates dustii

Neden saptandi
Evet — Hayir

Nedeni tedavi et Kategorik arastirma yap




Kiiltlrler Urik asit ANA immiinglobulinler
BOS (gerekirse) LDH RF Lenfosit markerlari
Spesifik serolojik test Ferritin C3, C4, CH50 Antikorlar (asilara kars))
Spesifik PCR Periferik yayma TFT

CRP/ESH (abse, endokardit, osteomyelit Akcif';er grafisi CRP, ESH, Ferritin

siphesi varsa) Steroid kesilmesi

Gorilintiileme (gerekirse)

Amprik antibiyotik (kiitirler

alindiktan sonra)

Kiiltirleri tekrarla
Ek serolojik testler
Kemik iligi aspirasyonu
Gorintiileme
Kemik sintigrafisi
PET
Gastrointestinal
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Cilt Biyopsisi

Sweet Sendromu Ankara Universitesi Tip Fakiiltesi
Cocuk Enfeksiyon Hastaliklari Arsivi
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Enfeksiyon Hastaliklari
ve Bagisiklama Kongresi
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Olgu: Dokuz yasinda erkek hasta, iki hafta once baslayan boyun sag tarafinda sislik, bogaz agrisi ve ates
nedeniyle basvurdu. Anamnezde ¢ig sit veya peynir yeme, tlberkiloz temasi, kene isingi, kedi tirmalama ve
av hayvani tiketim oykisi olmadigi 6grenildi. Sadece tim ailenin kuyu suyu igme o6ykist oldugu, benzer
sikayetlerin baska kimsede olmadigi saptandi. Fizik muayenesinde sag servikal bolgede 3x2 cm agrili, mobil,
sinirlar net secilemeyen lenfadenopati ve orofarinkste belirgin hiperemi haricinde patolojik bulguya rastlanmad..
Kan tetkiklerinde Lékosit: 3.830/mm3, Hgb: 11 g/dL, Trombosit: 342.000/mm3, noétrofil sayisi: 2090/mm3,
lenfosit sayisi: 1240/mm3 sedimentasyon: 66 mm/saat CRP: 58.7 mg/L bulundu. Ampisilin-sulbaktam 200
mg/kg/g ve gentamisin 5 mg/kg/g olarak baslandi. Enfeksiyoz etkenlere yonelik yapilan tetkiklerinde etyoloji
saptanamadi. Boyun ultrasonografisinde; sagda jugulodigastrik bélgede 12x8 mm boyutunda belirgin kanlanma
gosteren reaktif lenf nodlar saptandi. Abdominal ultrasonografisinde ise hepatosplenomegali haricinde bulgu
goriulmedi. Antibiyotik tedavisinin ikinci gininden itibaren atesi olmayan hastanin tedavinin 12. glinunde ates,
yanaklarda kizariklik, kusma ve bodaz adrisi basladi. Fizik muayenesinde sagda membrandz tonsilit ve yumusak
damakta aftoz lezyonu gérildl. Sebat eden ates, hepatosplenomegali ve |6kopeni sebebiyle yapilan kemik iligi
aspirasyonunda patolojik bulguya rastlanmadi. Lenf nodu ince igne aspirasyon biopsisi saptanan nekroz icinde
karyorektik debri, histiyositler, lenfositler ve seyrek olarak notrofil gozlenmesi KFH ile uyumlu bulundu.
Antibiotik tedavisi kesilerek metilprednizolon 2 mg/kg/gin baslandi. Steroid tedavisi sonrasi atesi tekrar
etmeyen, bogaz agrisi gerileyen hastanin tonsil ve agiz degisiklikleri dizeldi, lenfadenopati boyutlar kiculup
dokuintl kayboldu.

Servikal Lenf Nodu Biyopsisi

Kikuchi- Fuj imoto Hastal |§ I Ankara Universitesi Tip Fakiiltesi
Cocuk Enfeksiyon Hastaliklari Arsivi
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Bulgular: Yedi hastanin 4t erkek olup, yas ortalamasi 148 ay (86-203 ay) idi. Basvuru sikayetleri en sik boyun-
da sislik, halsizlik iken bir hastamiz da karin agnsi ve kilo kaybi ile basvurdu. Bes hastada glandiiler (%71,4),
birinde (%14,7) abdominal, birinde de orofaringeal (%14,7) formda tularemi saptandi. Bes hastamizda sehir
sebeke suyu, iki hastamizda da kuyu suyu icme éykusu vardi. Hastalarin yakinmalarinin baslangicindan has-
tanemize basvurusu arasinda gec¢en ortalama sire 22 giin (15-30) idi. Tularemi tanisi, Hifzissihha Enstitlisa
laboratuvarinda serum mikroaglitinasyon testi (= 1/160 titre) ve tularemi polimeraz zincir reaksiyonu (PCR)
testi ile konuldu. Alti hastamiza ilk tercih ikili kombine tedavi (gentamisin-siprofloksasin, streptomisin-le-
vofloksasin, doksisiklin-gentamisin) verilirken bir hastaya tekli doksisiklin tedavisi baslandi. Toplam tedavi
suresi 14 guin olarak belirlendi (Tablo 1). Apse gelisimi gdzlenen Ui¢ hastanin apse drenaji drnegi ve/veya lenf
nodundan yapilan doku biyopsi sonucu “granilomatoz nekrotizan lenfadenit” olarak yorumlandi.

Abdominal Lenf Nodu Biyopsisi ]
Tularemi

Ankara Universitesi Tip Fakiiltesi
Cocuk Enfeksiyon Hastaliklari Arsivi
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Turk Padiatri Argivi 2002 37: 243-218

Cocuklarda invaziv Haemophilus influenzae
tip b enfeksiyonlar
Invasive Haemophilus influenzae type b infections in children

Ergin Giftcil*), Pembe Derin Oygar(™), Gigdem Geng(™), Erdal Ince(™"), Ercan Tutar(**)
Haluk Giiiriz{*), Ahmet Derya Aysev (**%), Ulker Dogru(**)

Ozet

Haemaphilus influereae fip b suslan menanjt, prdmoni, ampivem, epiglottit, sellalt, saptik artrit, perkardit ve bakteriyemi gibi ciddi emeksi-

yonlara yol agmaktadr. Burada invaziv H. influenzae fip b enseksiyonw olan beg pocuk hasta sunulmakiadr: Hastalann hapsl da 2 yagn sbn-
dL Hichir hastaya H. influsnzae tip b g yapimamist. Uygun antibiyotik ve cerrahi girigim dle baton hastalar sekelsiz olarak jyilegmistic

emizde HL. infusnzze tip b enfelsiontannin cnlenmesi igin AL influsnza tio b agilamasnin nitin ag takviming abnmas: gerebdidin

Anahiar kalimefer: Hesmophilue infl toh it wpirem, bakiariyemi prasepial selloit
Summary

Haemaphilus influenzae type b straing cawse sevene infechions such as meningitis, pneumonia, empyema, epiglotiitis, celluitis, sepiic arthri-
tis, pericarditis and bacteremia In this repod, five childran with inwvasive H. influenzze fype b infection are presamed. All patients wena youn-
r than two yaars. Nona of the patients was immunized with H. infuenzas fype b waccine. All of the patients treated with appeopriata anti-
otica and surpical inbarventions recovenad without sequel H. influenzae type b vaccination muest ba added fo routine wacoination schedu-

le inorder ta prevent H. influenzae fype b infactions in our country.
Hay words: Heemophilus influenzee fype b, ingitis, i, empyems, b g, presapisl calluiits

Piiriilan menenijit
Haemophlus influenzae tip b

Epidural abse Ankara Universitesi Tip Fakiiltesi
Cocuk Enfeksiyon Hastaliklari Arsivi
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FMF
Artrit

Osteomyelit-Iliopsoas Absesi Ankara Universitesi Tip Fakilltesi
Sta phylococcus aureus Cocuk Enfeksiyon Hastaliklari Arsivi
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Pnomoni
Haemophlus influenzae tip b

Pu rulan Perika rdit Ankara Universitesi Tip Fakiiltesi
- - k Enfeksi Hastaliklari Arsivi
Haemophlus influenzae tip b Goculc Enfelsiyon Hastaliidan Arsiv
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Dalak absesi
Kiltlirde lireme yok

Panniku"t Ankara Universitesi Tip Fakiiltesi
Cocuk Enfeksiyon Hastaliklari Arsivi
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Taniya Giden Yol

Hastanin basvuru yakinmalari ve bulgulari
Eslik eden semptomlar

Cografi bolge

Cevresel maruziyet

Deneyimli bir hekim degerlendirmesi
Mevcut test olanaklarinin kullanilmasi
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Damla kendini tamamlayinca damlar.

OZDEMIR ASAF
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Common Causes of Pediatric FUO

Infectious Non-Infectious
Bacterial Viral Other Oncologic Autoimmune Other
Abscess Adenovirus Blastomycosis Leukemia Behcet Disease Diabetes
Bartonella Arbovirus Cryptosporidium Lymphoma Inflammatory Bowel Insipidus
‘ Ehrlichiosis Langerhans Cell Drug Fever
Brucellosis Cytomegalovirus Disease
Histoplasmosis Histiocytosis Factitious Fever
Leptospirosis Enterovirus Leichmaniasis Neuroblastoma Hyperthyroidism s ey
Mastoiditis Epstein-Barr Virus Lymphogranuloma Hemophagocytic Granulomatosis Dysautonomia
Mycoplasma Hepatitis Viruses Venereum Lymphohistiocytosis  (with polyangitis) Periodic Fever
Malaria . : : .
Osteomyelitis Herpes Simplex Juvenile Idiopathic Snideounes
Psittacosis Attt Pancreatitis
Pyelonephritis Virus rthritis
’ £ QFever Serum Sickness
Rat Bite Fever Human Rocky Mountain Spotted Kawasaki Disease Cyclic neutropenia
Salmonellosis Immunodefiency ~ Fever Polyarteritis Nodosa  Kikuchi-Fujimoto
Sinusitis Virus Toxoplasmosis Sarcoidosis Disease
Visceral larva migrans )
Tuberculosis Picornavirus Svystemic Lupus
Tularefiia Erythematous
Non-Tuberulous Antiphospholipid
Antibody Syndrome

Mycobacteria

Subacute thyroiditis
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