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Purpose of this Guideline

Patients in the ICU often develop signs and symptoms concerning for new infection (or worsening of an existing
infection). They also may have numerous risk factors for infection, including vascular access devices, airway
devices, wounds, immunocompromised status, etc.

The goal of this guideline is to provide a standardized approach to evaluating patients when there is a new concern
for infection. It is designed to apply to most patient situations, but exceptions will occur. This guideline should

never replace clinical judgment.

When to Use This Guideline
This guideline should be used for patients who are currently in the PICU or PCICU and have been admitted to the
hospital for at least 48 hours and have not been evaluated for a new infection in the past 48 hours. It applies to all

patients who meet those criteria.

Fever

Defining fever: Fever (or hypothermia) is defined differently by patient population. For neonates and
immunocompromised hosts, lower thresholds are used than in non-neonate immunocompetent patients.
Fever is not always possible. Patients on ECMO, continuous renal replacement therapy (CRRT), or temperature
control devices do not manifest fever as expected. Other signs must be considered, such as vital signs, physical
exam findings, and laboratory values.

Fever is not always caused by infection. Fever in the ICU has a broad differential diagnosis that includes many
noninfectious conditions, such as recent surgery, thrombus, drug fever, and withdrawal from sedating
medications.

Obtaining Cultures

Blood cultures: In general, two blood culture sets are recommended, with at least one drawn from peripheral
stick. CVC cultures are indicated for long-term CVCs (i.e., implanted ports or tunneled CVCs) for which salvage
may be attempted. Obtaining a second blood culture should not delay necessary care such as antibiotic
administration in a patient with signs of sepsis.

Urine Cultures: Best practice is to obtain urinalysis before urine culture. Simultaneous UA and culture is
acceptable if necessary. If urine culture is obtained from indwelling urinary catheter, it is very difficult to determine
if bacterial growth represents infection. Fresh catheterization may be necessary to obtain a useful specimen.
Lower Respiratory Cultures: In most cases, an endotracheal tube or tracheostomy aspirate is used. These do
have poor specificity. Bronchoscopy/BAL is occasionally warranted but is not the standard approach for a new
concern. Please refer to “Hospital-Acquired and Ventilator-Associated Pneumonia (HAP and VAP) in Pediatric
Patients” on CCCP for more detail.
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Evaluation of New Fever or Instability in UNC Children’s PICU/PCICU

Fever and Hypothermia Definitions (°C). If two
measurements, they should be 1 hour apart.

New Fever or Instability
* Fever or Hypothermia (see box)

Inclusion Criteria

« Any of the following without alternative explanation:

rigors, hypotension, tachycardia, AMS, poor ° ey CUImIER D IS

» Admitted to the hospital >

Neonates (<2 months) 238.0 OR <36.0

perfusion, glucose instability, leukocytosis, apnea,
bradycardia, worsening organ dysfunction (elevated

Immunocompetent 238.3 x2 OR <36.0 x 2

48 hours

* No prior infection evaluation

> >
in last 48 hours 238.0 x2 OR >38.3 x1

OR <36.0 x2

lactate, AKI, metabolic acidosis)

- Immunocompromised
concern for NEC/SIP in neonates P

Y

(%2}
™ = Bedside Evaluation (MD/APP) * <60 days old: blood culture, urinalysis, urine culture; consider CSF;
8% Answer the following: consider HSV. See UNC Children's Febrile Neonate/Infant Clinical Pathway
T & | |1. <60 days old? —YES TO ANYp| * Immunocompromised: blood cultures from every CVC lumen + peripheral
S % 2. Immunocompromised? blood culture
E § 3. Concern for sepsis? » Sepsis: activate Sepsis pathway
NO )
Does pati‘(:nt have a (e I_nstgbility_or signs of local rConsider_ deferring blood _
central line? }-YES-» line infection? cultqr(_es if all of the following: Always include central
» Temporary CVC? * Clinically stable blood culture if:
= NIO » Planning to start or broaden | —NO-| * Not obtaining other cultures « Immunocompromised
| If CVC removed antibiotics? « Plausible alternative  CVC dysfunction
© <48 hours ago, YES explgr_la_ltlc_)n _ « CVC previously
‘s‘ con5|der tr_eatlng Y . Not_ |r_1|t|_at|ng or broadening infected or repaired
(3] as if CVC in place Obtain Blood Culture antibiotics « Instabilty when CVC
Peripheral x2 OR * CVC, if present, is a PICC, flushed
Peripheral x1 + CVC x1 implanted port, or tunneled
7 CVC AND >7 days old
ETT culture within last 72 Is there at least 1 other sign of respiratory infection?
- ("t hours? }—N * Increased secretion quantity (color/consistency not
g v YES relevant)
b YES  New opacity or CXR with consolidation
5 Does patient have an ETT or y NO » Sustained increase in ventilator settings (MAP or FiO2)
-§ trachesotomy? Defer respiratory <_j_ for at least 6 hrs
E culture YES
E \4
w | Collect ETT or tracheostomy aspirate for
NO L culture. Obtain blood cultures as above.
Y Is patient
Answer the following: YES TO ANY | immunocompromised?
* Indwelling catheter or intermittent catheterization? . . - .
* Any risk factors for UTI? (abnormal tract, YES Cons_lder urlnaIyS|s,_set a_5|de
2 hydronephrosis, neurogenic bladder, kidney  / NO |specimen for potential urine
.&2 transplant) i i culture. If UA with >10 WBC/HPF:
= Collect urinalysis and « Send urine culture (and blood
=) y NO urine culture, remove culture, if not already done)
cathe_ter if present. «Remove catheters
[ Defer urine studies J Obtain blood culture « NEVER order urine culture
as above. without UA |
v v v

CNS catheter? (EVD, VPS, or epidural) Consider CSF studies after discussing with relevant consult service (ped neurosurgery, ped ID)

Evaluate deep and superficial. If concerns contact surgical team, low yield for culture collection <3

Surgical site infection? (surgery within 2 weeks) days from surgery

Infectious diarrhea? (3 loose stools/ 24 hrs not on

- Consider C.diff testing or viral stool studies
laxatives)

Cellulitis? (wounds/skin breakdown, prior PIV sites) |Consider wound or dermatology consult

Viral URI symptoms or new apnea in neonate? Send respiratory pathogen panel if new signs of respiratory illness

Acute otitis media? child <6 yrs of age Evaluate tympanic membranes

Sedation withdrawal, post-op fever (up to 48 hours), thrombus, drug fever, recent immunizations,
temperature control system malfunction (e.g., warming blanket)

Consider other causes of fever

Consider noninfectious causes




