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Online version of this handbook is available on the Children’s Mercy Antimicrobial Stewardship

website.

The most updated Children’s Mercy clinical pathways may be accessed on the Evidence Based
Practice section of childrensmercy.org. The pathways included in this handbook may not reflect
the most recent edits.

The American Academy of Pediatrics’ table listing common pathogens, empiric antibiotic
therapy, and antibiotic duration for various infections can be access in the Redbook.
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Qutpatient Antimicrobial Handbook
Acute Otitis Media (AOM) - Diagnosis (AAP Guideline 2013)!

Refer to Children’s Mercy Clinical Pathway for more information on diagnosis and management.

Exclusion Criteria
+ Less than 60 days of age with fever
(Febrile Infant CPG)

Special Considerations:

Anatomic abnormalities {including
cleft palate)

Genetic conditions with
craniofacial abnormalities (such as
Down Syndrome)

Presence of cochlear implants
Immune deficiencies

Pt presents with concern for
acute ear infection

Does pt have
drainage?

Pt may have Otitis

Criteria for diagnosis for Acute
Suppurative Otitis Media (AOM)
Middle ear effusion PLUS one of the
following:

» Moderate/severe bulging of TM

{image)
* Mild bulging of TM and 48 hours of
otalgia

intense erythema of the TM
+ Mew onset otorrhea NOT caused by
otitis externa

Media with Effusion
(aka Acute
Mon-suppurative Otitis
Media)
[irmagped
Mo antibiotics
recommended

Yes

Non-Severe Symptoms

+ Mild otalgia =48 hours AND

+ Temperature < 39°C (102.2°F)
Severe Symptoms

+ TM perforation

+ Moderate/severe otalgia OR
+ Otalgia = 48 hours OR

of tympanostamy

QR colge for
mhile
COESS

Presence

tubes?

Initiate topical
and oral
antibiotics

Does pt have
Cititis Ftar

Treatment of
Oititis Externa

Mo

¥

Y

@sn

Consider alternative
asis (e.g. foreign body

What %

- Temperature = 38°C (102.2°F) iz s sever
symptoms?
Watchful waiting/Safety-Net
Antibiotic Prescription (SNAP)
+ Joint decision between provider and Non-severe e
caregiver
+ Emphasize appropriate pain control
* Must have close follow-up (within »24 <6
48-72 hours) if SNAP not given [ menths months
+ Must be able to fill prescription if
signs/symptoms worsen or fail to
improve in 48-72 hours 6-24 months
Consider watchful 15 the
waiting or Safety-Met infection s
Antibiotic Prescription bilateral?

[SMNAF)

Abbreviations/Acronyms (lab,
radiology excluded):

pt = patient

ACM = Acute Otitis Madia

TM = Tympanic membrang



https://publications.aap.org/pediatrics/article/131/3/e964/30912/The-Diagnosis-and-Management-of-Acute-Otitis-Media
https://www.childrensmercy.org/health-care-providers/evidence-based-practice/cpgs-cpms-and-eras-pathways/acute-otitis-media-aom-care-process-model/

Qutpatient Antimicrobial Handbook
Acute Otitis Media (AOM) - Treatment (AAP

Guideline 2013)1

Refer to Children’s Mercy Clinical Pathway for more information on diagnosis and management.

Initial antibiotic treatment for suppurative AOKM

QR code for
mohile access

Does the

Determine risk

stratification based on. 5 patient at high risk for Administer
pt have a penicillin a5 _— ™ evere delayed reation?, e clindamyci
allergy? [HISTORICAL) Clinical e T
Pathway
Mo N*U
If tion:
* Consider observed oral dose of amaxicillin
Has the ;
. or amaxicillin { clavulanate
pt received
amaoxicillin within past 30 days OR-
or does the pt have
concomitant. If low or high risk for IgE-mediated reaction:
£onjunctvitiss « May give one of the following four
antibiotics AND refer for allergy
Mo de-labeling:
+ « Cefpodoxime OR
= Cefuroxime OR
Administer high dose amoxicillin + Cefdinir OR
(80-90 mg/kg/day) = Ceftriaxone x 1 day
Eole of Oral Cephalosporing

Has the
pt improved
after 48-72
hours?

Complete the

required

No

¥

Administer high dose
amaxicillin / clavulanate

'

Has the
pt improved within

antiblotics course,
no further therapies

,

Has the
pt improved
after 48-72
hours?

Mo

Ceftriaxone x 3 days
OR clindamycin

A the
N ptimproved

48-72 hours after receiving
amoxicillin-
clavulanate?

= after 48-72
hours?

No

No

o
i

@mne %3 days OR cefuraxime or cefpodoxime

PLUS clindarmycin (Antibiotic choice dependent on
\@Iim availability, parent/provider preferences

Cansult Infectious
Diseases



https://publications.aap.org/pediatrics/article/131/3/e964/30912/The-Diagnosis-and-Management-of-Acute-Otitis-Media
https://www.childrensmercy.org/health-care-providers/evidence-based-practice/cpgs-cpms-and-eras-pathways/acute-otitis-media-aom-care-process-model/

Qutpatient Antimicrobial Handbook
Acute Otitis Media (AOM) — Treatment (AAP Guideline 2013)?

Refer to Children’s Mercy Clinical Pathway for more information on diagnosis and management.

g )
Presence of Tympanostomy Tubes : ‘1'_ 1
Ot ol Tor
rribile access
Are

the tubes
patent?

Does the pt have
otorrhea?

Yes

l Low concern for AQM,

consider alternative
diagnosis

Tympanostomy Tube Education Handout

+ Antibiotic ear drops (ciprofloxcin + dexamethasone)

- 4-5 drops BID X 7 days

+ Aural hygiene (see Handout)

FfU with EMT if no resolution within 7 days of treatment

Abbreviations/Acronyms (lab,
radiology excluded):

pt = patient

ENT = Ears, Mose, and Throat
BID = Twice per day

Watchful waiting (WW)/ Safety-Net Antibiotic Prescription (SNAP)
e Joint decision between prescriber and caregiver
o Must have close follow-up within 48-72 hours if SNAP not provided

o Must be able to fill antibiotic prescription if signs/symptoms worsen or fail to improve in
48-72 hours from onset of symptoms.

e If using WW/SNAP, please place a comment in prescription instructions to “fill only upon
patient/caregiver request”

Antimicrobial Recommendations
e Antimicrobial Duration

o Guideline recommended
= < 2vyears OR severe disease = 10 days
= 2 -5years of age =7 days
= >6years=5-7days

o Recent data suggest 5 days of antibiotics is likely sufficient for children > 2 years old with

AOM of any severity (El Feghaly et al. JPIDS. 2024; 13(6):238-333)



https://publications.aap.org/pediatrics/article/131/3/e964/30912/The-Diagnosis-and-Management-of-Acute-Otitis-Media
https://www.childrensmercy.org/health-care-providers/evidence-based-practice/cpgs-cpms-and-eras-pathways/acute-otitis-media-aom-care-process-model/
https://academic.oup.com/jpids/article/13/6/328/7641601

Outpatient Antimicrobial Handbook

Acute Otitis Media Antimicrobial Recommendations

Additional Considerations

Place in Therapy \ Recommended Antimicrobial
Initial Treatment

First-line

Amoxicillin 40 — 50 mg/kg/dose PO q12h
(max 2000 mg/dose)

Amoxicillin use in
previous 30 days

Concomitant
conjunctivitis

Amoxicillin/clavulanate 40 — 50 mg/kg/dose
PO g12h (max 2000 mg/dose)

Dosed on amoxicillin component.
Refer to amoxicillin/clavulanate dosing
guide (page 31) for which formulation
to use.

Penicillin allergy -
Low or high risk
of IgE mediated
reaction

Cefpodoxime 5 mg/kg/dose PO q12h
(max 200 mg/dose)

Cefuroxime 250 mg PO q12h

Cefdinir 7 mg/kg/dose PO q12h
(max 300 mg/dose)

Ceftriaxone 50 mg/kg IM/IV q24h x 1 dose
(max 1000 mg/dose)

For low risk of IgE mediated reaction,
consider observed oral dose of
amoxicillin (Refer to Penicillin Adverse
Drug Reaction Section for more info)

Cefuroxime is only available as tablets;
do not crush. Weight based dosing is
not recommended with tablets.

Listed cephalosporins have no shared
side chains with penicillin thus have
low risk of cross-reactivity. Consider
referral for penicillin allergy testing.

Penicillin allergy -
High risk for
severe delayed
reaction

Clindamycin 10 mg/kg/dose PO q8h
(max 600 mg/dose)

Refer to Penicillin Adverse Drug
Reaction Section for more info

Failure to improve

after 48 — 72 hours of initial antibiotic therapy

Dosed on amoxicillin component.

e Cefuroxime 250 mg PO g12h
e Cefpodoxime 5 mg/kg/dose PO q12h
(max 200 mg/dose)

Receiving Amoxicillin/clavulanate 40-50 mg/kg/dose PO | Refer to amoxicillin/clavulanate dosing
Amoxicillin g12h (max 2000mg/dose) guide (page 31) for which formulation
to use
Ceftriaxone 50 mg/kg IM/IV q24h x 3 days
(max 1000 mg/dose)
Cefuroxime is only available as a tablet
and should not be crushed. Weight
Receivi .
ecel\./lr)g. Clindamycin 10 mg/kg/dose PO g8h (max 600 bzi\sed dosing is not recommended
Amoxicillin- . with tablets.
mg/dose) PLUS one of the following:
clavulanate

Monotherapy with an oral
cephalosporin should NOT be used due
to inferior pneumococcal coverage
compared to amoxicillin or
amoxicillin/clavulanate.




Outpatient Antimicrobial Handbook
Otorrhea
e Topical antibiotics may be considered in the following instances:
o AOM with perforated tympanic membrane — given with systemic antibiotics
o AOM with presence of patent tympanostomy tubes
o Otitis externa with intact tympanic membrane

e Recommended topical antibiotics
o Ciprodex® (Ciprofloxacin 0.3% - Dexamethasone 0.1%) otic suspension 4 drops instilled
into affected ear twice daily x 7 days
= Only for use in patient greater than 6 months old
= |f otic suspension is on shortage or cost-prohibitive, may use ciprofloxacin
ophthalmic drops (2 drops in affected ear twice daily x 7 days) instead.
o Ofloxacin otic solution 5 drops into affected ear twice daily for 7 days
= Only for use in patients greater than 6 months old
o Cortisporin® otic (neomycin-polymyxin B-hydrocortisone otic) 3 drops to affected ear
three times per day x 7 days
= Only for otitis externa with intact tympanic membrane



Qutpatient Antimicrobial Handbook

Group A Streptococcal Pharyngitis (IDSA guidelines 2012)2
Refer to Children’s Mercy Clinical Pathway for more information on diagnosis and management.

Patient & 2 years of age with acute
onset sore throat

Inclusion Criteria:
+ suspected pharyngitis caused by Group A
Streptococcus (GAS, SIFERIoCaccus pragenses)

Exclusion Criteria:

O code far

» Pericgnsillar Abscess Clinical Pathway
* Lymphadenitis

= Wiral stomatitis

» Retropharyngeal abscess

+ Ludwig’s angina

15 the patient

free from ALL the

following viral symptoms?
Cough

bl wew

Do NOT test

Hoarsemess + Viral etiology strongly suggestad

Caryza (rhinarrhea/nasal congestion)

Conjunctivitis

+ Provide symptomatic care

Wiral rash
Mauth ulcers
Diarrhea

Clinical findi - th 1

* Tonsillepharyngeal erythema

* Tender anterior cervical nodes

+ Scarlatiniform rash (specific te GAS)
+ Tonsillar exudate

+ Palatal petechlas

+ Swollen red uvula

* Strawberry tongue

OoF IMOre 2xam

tiors before testh findings consistent with Do NOT test
Considera " £ GAS * Provide symptomatic care
« In children < 3 years old, testing is not indicated pharyngttis?

unless they are symptomatic and have a
household contact with positive GAS test
 GAS pharyngitls typically presents in the

Yes

winterfspring
* Fewver alone without sore throat makes GAS
= Perform Rapid Antigen Detectlon Test (RADT)
pharyngitis unlikely OR ——hegative tes
= Perform Rapid PCR Test (nof done af CMKC)

I
Positive test

Manifestati f GAS Other Than B .

Do MOT treat with antibiotics
+ Awvait reflex culture (RADT onfyl
* Provide symptomatic care

Given that complications of GAS pharyngitis are rare, the benefit of antibiatic use may not outweigh
the risks of therapy in all patients.

Antibiotic Treatment
Drug . Dou . Duraﬂnn
link to evidence link to evidence
Amaoxicillin 50 mg/kgfdose PO ance daily 10 o p— culture positive for
{Preferred) Max dose: 1 gmiday S
Penicillin W Potassium = 27 kg 250: mg PO TID 10 davs Me
[(Alternative) = 27 kg 500 mg POTID 4 *
Penicillin G Benzthine £ 27 kg: 600,000 units |M Do NOT treat with antibiotics
(Alternative) = 27 kg 1.2 million units 1M 1 dose - Provide symptomatic care

Alternative Treatments for Penicillin Allergy

1. Determine risk stratificatlon based on the Penicillin ADR (HISTORICAL) Clinical Pathway
2. Consider observed oral dose of amaxicillin for patients at low risk for IgE-mediated reaction

Therapies NOT recommended:
= Aspirim

if law risk for [gE-mediated rection to pemicillin: 25 mg/kg/dose PO BID * Glucocorticolds
Cephalexin® Maxirurm: 500 mg/dose 10 days * Fluoraquinclones
. » Levoflaxmeln, ciprajffoacn, maxifosmoin
" * Tatracyclines
If high risk for IgE-mediated recction or severe 10 mgfkgrdose PO TID '
. ) 10 » M e, daxpcycline, f
delgyed reaction to penicillin: Clindamyein™ Maxirmurm: 300 mg/dose days i ﬂulr.;n:rﬁine prpeine, tetrcpeline
. . « Sulfomethoxazoletrimethoprim
UMMMM FEGCTION 0F SEVErs 12 mg'rkg'rdﬂs’e PO once da I|3I' S days = 2nd and Ird generation cephalos poring
delayed reaction to penlciilin: Azithrormycin®™ Maximum: 500 mg/dose - Cefurowime, cefdimir, ceftriaxans

» Macrolides [unless severe allergy 1o

*Consider referral for antibictic de-labeling assessment peanicillin and cephalospaoring

*Resistance is high and may lead to treatment failure



https://academic.oup.com/cid/article/55/10/e86/321183
https://www.childrensmercy.org/health-care-providers/evidence-based-practice/cpgs-cpms-and-eras-pathways/pharyngitis-clinical-practice-guideline/

Outpatient Antimicrobial Handbook
Group A Streptococcal Pharyngitis (IDSA guidelines 2012)?2

Refer to Children’s Mercy Clinical Pathway for more information on diagnosis and management.

Streptococcal pharyngitis is uncommon in children less than 3 years old and children of any age with
viral symptoms, thus testing is not routinely recommended. Recurrence is often secondary to re-
exposure, poor adherence, or an alternative diagnosis rather than failure of initial antibiotic.

Place in

Therapy

Recommended Antimicrobial

Amoxicillin 50 mg/kg/dose PO

Group A Streptococcal Pharyngitis Antimicrobial Recommendations

Duration

Additional Considerations

10d
g24h (max 1000 mg/dose) s
Penicillin VK
o <27kg:250mg PO g8-12h 10 days
First-line e >27kg:500 mgPO g8 -
12h
In the setting of a national
Penicillin G benzathine One time shortage, this should be
e <27 kg: 600,000 units IM onl reserved for other indications
e >27kg: 1,200,000 units IM y with limited alternatives (e.g.
syphilis).
Consider observed oral dose
Penicillin of amoxicillin (Refer to
) o D
filsl.ekr;ggr IL:jN Cephalexin 25 mg/kg/dose PO 10 days :;“cctlilclnlr:1 SAedc\fc(ieorZeforﬂ:\fore
%g_ g12h (max 500 mg/dose) y :
mediated info)
reaction Consider referral for penicillin
allergy testing.
o Azithromycin and clindamycin
Penicillin ) ) . . .
. Clindamycin 7 mg/kg/dose PO g8h resistance is known to exist,
allergy — high 10 days .
risk for IeE- (max 300 mg/dose) and treatment failure may
%g_ occur. May consider a
mediated . . .
) cephalosporins with different
reaction or . L
severe Agith in 12 me/ke/d PO side chains in select cases.
_dela ed ;|4hromyC|5r(1)0 m}gd B/00s€ 5 days Refer to Penicillin Adverse
_y_reaction 9 (max mg/dose) Drug Reaction Section for

more information.



https://academic.oup.com/cid/article/55/10/e86/321183
https://www.childrensmercy.org/health-care-providers/evidence-based-practice/cpgs-cpms-and-eras-pathways/pharyngitis-clinical-practice-guideline/

Qutpatient Antimicrobial Handbook
Community-Acquired Pneumonia (IDSA guidelines 2011)3

Refer to the Children’s Mercy Clinical Pathway for more information on diagnosis and management.

Exclusion criteria:

= Patients < 2 months of age

« Immunocompromised pLs

+ Patients receiving home
miechanical ventilation

» Patients with underlying lung
disease (e.g., cystic fibrosis),
immunadeficiency,
technology dependence, or
cther chronic conditions that
miay Impact antibictic
selection

History and exam are indicative of
Community Acguired Pneumaonia (CAF)

Y

Obtain imaging and labs
as indicated

Imaging
« Chiest X-ray is not routinely
recommended far
uncomplicated pneumenia,
= Consider chest X-ray in cases
of diagnostic uncertainty,
documented hypowernia and
respiratory distress, or failed
initial antibictic therapy to
assess for complications of
pREumania
Labs
*» Blood cultures may be
obtaimed far hospitalized pts
meeting the fallewing criteria:
= <& menths of age with
fewer
= Mot fully immunized
« Central venous catheter
+ Admission to ICU
= Effusion or empyema on
chest radicgraph
« Additional labs, including CBC
and inflammataory markers,
are not routinely
recommended far pts with
uncamplicated CAP

IR

* Consult IR for moderate to
large parapnesmonic
effusions or empyema

Dioes patient meet
admission criteria?

eg

Is there concern for a
parapneumnanic effusion
hat requires drainage?

Ne

l

Inpatient management-
uncomplicated pneumonia

Alternative diagnoses:

« Foreign body aspiration

+ Aspiration pneumonia

* Tuberculosis or
histoplasmosis®

= Other uncommon infections
of the lungs*

+ Turmaoar

+ Anatomic malformation

*ID consult recommended

Consider;
1. Alternative diagnosis

patier
meet discharge

&

X R code for
¢ ¢l maobile view

Admission criteria;
* Moderate to severe CAP
= Respiratory distress andfor
hypaxemia (0, saturation
< 90%)

+ Concern for complicated
preumania, including any of
the following:

« Moderate to large effusion
» Empyema

=+ AbSCess

« Necrosis

Inpatient management-
complicated pneumania

= Antibiotic reatment
* Imaging

« In addition to initial chest
¥-ray, obtain chest
ultrasound if presence of
significant effusion ar
Smpyema

« |0 consult

+ IR consult

Y

Labs:

« CBC with differential

« CRP (preferred instead
01’[ I it r :|

* BMP

= Blood culture

* Pleural fluid studies:
« Cell eoint
- Bady fluid culture
= & mureus f 5

prneumonioe PCR

]

2. Re-imaging

criteria?
3,10 consult

Yes

Discharge criteria:

+ Consistent O, saturation
= 90% on room air

» Resolved work of
breathing/tachypnea

+ Tolerance of oral antibiotics
andior parents able to
administer

Abbreviations (laboratory &
radiology excluded):

IR = Interventional Radiology
1D = Infectious Diseases



https://academic.oup.com/cid/article/53/7/e25/424286
https://www.childrensmercy.org/health-care-providers/evidence-based-practice/cpgs-cpms-and-eras-pathways/community-acquired-pneumonia-clinical-practice-guideline/

Outpatient Antimicrobial Handbook

Community-Acquired Pneumonia (IDSA guidelines 2011)3

Refer to the Children’s Mercy Clinical Pathway for more information on diagnosis and management.

e Duration of antimicrobial therapy: 3 -5 days

Community Acquired Pneumonia Antimicrobial Recommendations

Additional Considerations

Place in Therapy | Recommended Antimicrobial

First-line

Amoxicillin
e 40-50 mg/kg/dose PO g12h (max 2000
mg/dose)
e 30 mg/kg/dose PO q8h (max 1000 mg/dose)

Dosing every 8 hours may be

preferred for patients > 25 kg.

Amoxicillin/clavulanate is not a
first-line agent as it has no
additional coverage of
Streptococcus pneumoniae.

Penicillin allergy

—low or high

risk for IgE
mediated

reaction

For low risk of IgE mediated reaction, consider
observed oral dose of amoxicillin and continuing
therapy if tolerated.

Cefuroxime 250 — 500 mg PO q12h

Cefpodoxime 5 mg/kg/dose PO q12h (max 200
mg/dose)

Refer to Penicillin Adverse Drug
Reaction Section for more info

Consider referral for penicillin
allergy testing.

Cefuroxime is only available as
tablets and should not be
crushed. Weight based dosing
is not recommended for tabs.

Cefdinir is less effective against
Streptococcus pneumoniae and
NOT recommended for empiric
treatment of pneumonia.

Penicillin allergy

May also be considered for

— high risk for Clindamycin 10 mg/kg/dose PO gq8h (max 600 patients with low or high risk
severe delayed mg/dose) for IgE mediated reaction to
reaction penicillin.
Azithromycin Azithromycin monotherapy is
e Day 1: 10 mg/kg/dose PO gq24h (max 500 not recommended as
mg/dose) resistance is common among
e Day 2-5: 5 mg/kg/dose PO g24h (max 250 typical bacterial pathogens (e.g.
. mg/dose) S. pneumoniae).
Atypical .
Doxycycline 2.2 mg/kg/dose PO q12h (max 100
coverage
mg/dose)

Levofloxacin
e <5yearsold: 8-10 mg/kg/dose PO q12h
e >5yearsold: 8 —10 mg/kg/dose PO g24h
(max 750 mg/dose)

Alternative for monotherapy in
patients with severe beta-
lactam allergy unable to
tolerate clindamycin.



https://academic.oup.com/cid/article/53/7/e25/424286
https://www.childrensmercy.org/health-care-providers/evidence-based-practice/cpgs-cpms-and-eras-pathways/community-acquired-pneumonia-clinical-practice-guideline/

Qutpatient Antimicrobial Handbook
Acute Bacterial Rhinosinusitis (ABRS) (AAP Guidelines 2013)*

Refer to the Children’s Mercy Clinical Pathway for more information on diagnosis and management.

Inclusion criteria:

. Patient 1 - 18 years of age Fatient presents with signs and symptoms of

acute bacterial rhinosinusitis (ABRS)

Exclusion criteria:

» Camplicated sinusitis at presentation

+ Chronic sinusitis {30 or more uninterrupted days of
respiratory symptoms, such as cough, nasal,
discharge, or nasal obstruction)

« Viral sinusitis

» Immunocompromised

Diagnostic Criteria
+ Persistent illness: Masal discharge, daytime cough
ar bath |asting = 10 days without improvement
OR
» Worsening course: Worsening nasal discharge,
daytime cough er fever after Inltlal Imprevement
OR
« Severe onset: Fever = 390 € AND purulent nasal
discharge for at least 3 days

QR code for

rmatnile view

Off pathway
Consider altermative
diagnoses

patient meeat diagnostic
criteria for acute bacteria

Does pt
hawe alarm signs or
sympioms?

Off pathway
Flan for Immediate
evaluation in ED

Mo
Alarm Signs & Symptoms for Risk Factors for Antibiotic Resistance

CLomplications of ABRS «hge=<2
* Periorbital edemalerytherna are there Fisk . :tgx':nd::a;r:are
* Displaced globe factors for antibiotlc + Prior antlblotics within the past
* Double visian resistance? month
z Dphthalm?plesla _ * Hospitalization within the past five
* Reduced visual acuity days
* Severe headache

* Frontal swelling
« Signs of sepsis
* 5igns of meningitis
* Meuraloglcal signs
IMMEDIATE EVALUATION in ED

fa Risk

i |
TS K

A

Initiate first-line treatment
Amaxicillin 45 mg/kg/dose PO BID (max 2000 mgfdose)
for 5-7 days

May consider amaxicillin-clavulanate for 5 - 10 days for
patients with severe symptoms {e.g., facial pain and
fever = 39 °C)

There iz variotion in the recommended duration of
treatment (evidence tobiel, Ciinical judgment s required.

Penicillin or cephalosporin (Beta Lactam] allergy

Initiate first-line treatment
Amuoxicillin-clavulanote A5 mg/kgidose {amosxicillin
component) PO BID (max 2000 mg/dose} for 5 - 7 days

May consider 5 - 10 days of treatment for patients with
severs symptoms (2.2, facial pain and fever = 39° C)

There is variation in the recommended duration of
treatment (evidence table), Clinical fudgrent is required,

Penigillin or cephalosporin (Beta Lactam) allergy

[

'

Patient & family education
+ Masal Salipe Rinse Demonstration (video for reference)

* Encourage fluids
+ Acetaminophen and/or N3AID as needed for comfort

Y

Follow-up with PCP if no improvement in 5 days:

+ If started on amaxicillin, broaden to amoxicllin-clavulanate for an additional 5 - 7 days.

+ If started on amaoxicillin-clavulanate, extend duration for a combined total of 10 - 14 days,

+ Reconsider complications or alternative diagnoses, Contact ENT or I for assistance as needed,
Patients with suspected complications of ABRS require prompt evaluation/treatment beyond

the scope of this guideline.

Consider referral to ENT at CMKC: For patlent with = 4 cases of ABRS In a year,

10


https://publications.aap.org/pediatrics/article/132/1/e262/31288/Clinical-Practice-Guideline-for-the-Diagnosis-and?autologincheck=redirected
https://www.childrensmercy.org/health-care-providers/evidence-based-practice/cpgs-cpms-and-eras-pathways/acute-bacterial-rhinosinusitis/

Outpatient Antimicrobial Handbook
Acute Bacterial Rhinosinusitis (ABRS) (AAP Guidelines 2013)*

Refer to the Children’s Mercy Clinical Pathway for more information on diagnosis and management.

e Antimicrobial Duration: 5 -7 days
o May consider 5 — 10 days if severe symptoms (e.g. facial pain and fever > 39°C)

Acute Bacterial Rhinosinusitis Antimicrobial Recommendations

Recommended Antimicrobial

Additional Considerations

Place in Therapy

First-line

Amoxicillin 45 mg/kg/dose PO gq12h (max 2000
mg/dose)

Amoxicillin-clavulanate 45 mg/kg/dose PO q12h
(max 2000 mg/dose)

Preferred if < 2 years old, attends
daycare, prior antibiotics within
previous 30 days, hospitalization
within previous 5 days, or severe
symptoms.

Dosed on amoxicillin component.
Refer to amoxicillin/clavulanate

dosing guide (page 31) for which
formulation to use.

Penicillin Allergy

— Low or High

risk for IgE-
mediated

reaction

Cefpodoxime 5 mg/kg/dose PO q12h (max 200
mg/dose)

Cefuroxime 250 mg PO q12h

For low risk of IgE mediated
reaction, consider observed oral
dose of amoxicillin. Refer to
Penicillin Adverse Drug Reaction
Section for more info

Cefixime 4 mg/kg/dose PO q12h (max 200 mg/dose)
PLUS

Clindamycin 10 mg/kg/dose PO gq8h (max 600
mg/dose)

Risk of penicillin/ cephalosporin
cross-reactivity is low.

Consider referral for penicillin
allergy testing.

Cephalosporin

Penicillin can be given without

Allergy — Low . o .
risk for IgE- Amoxicillin OR amoxicillin-clavulanate testing or additional precautions

- Refer to first-line section for
mediated . . .
- dosing and selection guidance.
reaction
Penicillin Allergy
— High risk for
severe delayed
reaction . Avoid cephalosporins unless
OR Levofloxacin testing/challenge is completed

. e <5vyearsold: 8-10 mg/kg/dose PO q12h € . & b
Cephalosporin and determined to be safe.
. e >5vyearsold: 8-10 mg/kg/dose PO q24h . ) .
allergy — High Consider consulting Infectious
. (max 750 mg/dose) ) .

risk for IgE- Diseases physician
mediated or
severe delayed
reaction
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Qutpatient Antimicrobial Handbook
Urinary Tract Infections — Diagnosis

Refer to the Children’s Mercy Clinical Pathway for more information on diagnosis and management.

Possible (first-time or recurrent)
UTI in an otherwise healthy child

Exclusion Criterla

Febrile infant:
* 810 21 days of age

- 22 to 28 days of age
+ 29 to 60 days of age

I5 the pt fully

Does the
toilet trained pt meet
creening criteria

Mo

Based on HFI and exam,
consider other diagnoses
and w/u

toilet trained?,

Screening Criteria: Pts. Not Toilet Trained

Female Risk Factors

= Termnp = 39°C

* Fever = 2 days

* No alternative source

* =12 months of age

If 2 factors present:

+ Consider screening
If 3 or more factors
present

» Recommend screening

Male Risk Factors

* Termp = 39°C

* Fever = 2 days

* Mo alternative source

* = 6 months of age

If 1 factor present:

* If uncircumcised, consider screening

If 2 factors present:

» If circumncised, consider screening

» If uncircumcised, recommend
screening

If 3 or more factors present

= If circurncised, recommend screening

Screening Criteria: Pts that are fully Toilet Trained with ANY of the

following:

Acronyms:

Pyelo: Pyelonephritis

UA: Urinalysis

UTI: Urinary tract infection
wiu: Work up

not tailet trained pt
rmeet screening
criteria?.

Yes

Obtain urine sample using UTI Screening Algarithm order
Infants and Non-Toilet Trained Children:

Ve + Catheterization

+ If unable to catheterize, consider suprapubic aspiration
Toilet Trained Children:
+ Midstream clean catch

Adolescents:
+ Midstream clean catch (see additional recommendations)

Is there suspicion of UTI

Based on HFl and
exam, cansider other
diagnoses and w/u

based on UA?

fes

Ensure urine
culture ordered

Management of
UTIPyelo

+ Referable urinary tract symptoms
 Urinary frequency or urgency
= Dysuria
= Nauseaomiting
= Urinary incontinence
= Abdominal/flank pain
« Hematuria

* Fever = 5 days without a source

+ Fever = 2 days without a source in pts with prior UTI history

(GC) / Chlamydia (Chl) screening

* Recommend HIV testing

+ Far females: Consider pregnancy testing

Additional Recommendations for Adolescents
+ Collect 'dirty” urine (not a clean catch specimen) for Gonococcus

= If GC/ChI positive: Recommend Syphilis Screen
+ H5V testing: Culture visible lesions, or cervical culture as indicated

Suspected UTI or Pyelonephritis
+ Clinical signs and symptoms

AND

* Urinalysis positive for:

= WBC =5 per HPF, OR

» Positive leukocyte esterase, OR

= Positive nitrite (link to evidence)

Antibiogram link

Renal Imaging for
TI/Pyela & gg—'lhn

QR Code for mobile
access
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Qutpatient Antimicrobial Handbook
Urinary Tract Infections — Management

Refer to the Children’s Mercy Clinical Pathway for more information on diagnosis and management.

UTI /Pyelo Managemeant
Exclusion Criteria

UTI Diagnostic Criteria:
+ Urinalysis with =5 WBC per
HPF OR + leukocyte esterase OR
+ nitrite {link to evidence)
AND
* Urire culture results, if resulted,
Growth of a uropathgen:
= Clean catch: =100,000 cfu/ml
= Cath specirmen: =50,000
cfu/ml (new data suggests
10,000 may be appropriate)

Admission Criteria
* Requiring IV fluids
+ Qutpatient fallow up cannot be
arranged
+ Failed oupt therapy defined by:
* Persistent clinical symptoms >

Does pt have
a uTl?

Yes

15 the pt
= 60 days
old?

4gh on aparopriate therapy, or
* Inability to maintain hydration Does pt
ShinE meet admit e
RBUS Indications criteria?
+ = 24 months of age with febrile
uTl
sRecurrent (more than 1) febrile LTI Mo
“Male with febrile LTI ¥
“*Concern for renal abscess:
aIf no clinical Improvement after Evaluate pt for need
s hour=lofjaatiblodistolwhich far RBUS within the
the organism is susceptible next month®
abtaln RBUS within 24
*UTI due to atypical organism (naot
E.coli, Klehsiello spp, or Enterococous
sppl
Pyelonephritis
* CMA tendernass Is pt <24 months? =
* Womiting
* Fever =39 C
- If REUS performed, svidence of Mo
pyelo
Does pt have
p}elonephritis’?
Yes!
N+° Unknown
at cystitis: |—D
+ If susceptibilities are available, review
for definitive therapy.
« If not available, use empiric cephalexin.
tal PO duration = 3-5 days
Acronyms: *

WAL Costovertebral anghe
Pyele: Pyelanephnitis
RBUS: Renal bladder
ultrasound

UTI: Urinary tract infection
wi'uz Work up

with PCP

Follow-up

= Call family to review culture results
+ Marrow coverage when sensitivities return
+ If RBUS is indicated, schedule or communicate need to schedule

+ Follow up with PCP, within 48 hours, if pt not improved

Consider stopping
antibiotics if started

Febrile Infant Pathways:
+ Bto 21 days of age
+ 22 to 28 days of age

- 29 to 60 days of age

Empirically administer antiblotic

* If history of UTI, empinic therapy
should be based on previous
micrablology If available

* Ko minimum ¥ duration

'

Evaluate pt for REUS

1

Swilch Le PO antibiclics when
pt tolerating PO

Does pt meet
discharge criteria?

=]

» Dlagnosing UTIPyelo
Algorithm

* Renal Imaging for

LTI Pyela Algorithm

Antibiogram link

Empiric Therapy
Pyelonephyitis or unknowr:
Oral:

Cephalexin (high dose) 75 to 100
mgikg/day  divided ggh  (max:
1000 mg/dose)

:

Cefazolin (high dose) 100
mg/kg/day divided g8h [max: 6g/day)
(L' H

Ceftriaxone 50 mgrkgidose IM
g2an {max: 2000  mgfdose)
Cystitis:

Oral:

Cephalexin 25 - 50 mg/hg/day

divided g8h (max: 500 mg/dose)

For severe cephalosponin allergy
For sewere penicillin allergy

Discharge Criteria

+ Clinical response to therapy (i.e.
telerating PO}

= Modifyable risk factors for UTI (e.g.
wioiding dysfunction) addressed

* Family education provided

= If indicated, RBUS completed or
scheduled

Treat pyelonephritis:

+ If susceptibilities are available, review

for definithve therapy,

+ If not available, use empiric
cephalexin with higher dosing (no
Kirby Bauer needed).

Tatal IV + PO duration =7 ta 10 days

Consider longer total duration fup to 14
derys) if:

+ atypical clinical course

+ mon-E. coli UTI

» abnormal RBUS

(R Code for
maobile access
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Outpatient Antimicrobial Handbook
Uncomplicated Urinary Tract Infections (e.g. cystitis) in Children > 2 years old

Refer to the Children’s Mercy Clinical Pathway for more information on diagnosis and management.

General Considerations

e |[f history of UTls, empiric therapy should be based on previous microbiology results, if

available.

e Cefdinir has lower urinary excretion in children than adults, thus is not recommended using for
pediatric UTIs unless can confirm the isolated pathogen is susceptible to cefdinir.

Antimicrobial Recommendations

e Antimicrobial Duration: 3 -5 days

Uncomplicated Urinary Tract Infections (e.g. cystitis) Antimicrobial Recommendations

Place in Therapy \ Recommended Antimicrobial

Additional Considerations

First-line

Cephalexin 17 mg/kg/dose PO g8h (max 500
mg/dose)

Cephalexin can be used in
patients with penicillin allergies
at a low risk for IgE mediated
reactions. Refer to Penicillin
Adverse Drug Reaction Section
for more info.

Penicillin allergy

- high risk for

IgE-mediated
reaction

Cefixime 8 mg/kg/dose PO q24h (max 400 mg/dose)

Cephalosporin
allergy

OR

penicillin allergy
— high risk for
severe delayed
reaction

Trimethoprim/sulfamethoxazole 3 — 6 mg/kg/dose
PO BID (max 160 mg/dose)

Dosed based on trimethoprim
component.

At Children’s Mercy, there are
increasing rates of E coli
resistance to TMP/SMX.

Nitrofurantoin
e Macrocrystals (Macrodantin or Furadantin)
o 1.25-1.75 mg/kg/dose PO g6h (max
100 mg/dose)
e Macrocrystal/monohydrate (Macrobid)
o 100 mg PO ql2h

Only use for cystitis alone
Use with caution in patients with
significant renal dysfunction.

Macrocrystal/monohydrate
(Macrobid) should only be used
in adolescents or adults.
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Outpatient Antimicrobial Handbook

Pyelonephritis/Febrile UTI in Children 2 2 months old (AAP Guideline 2011)°

Refer to the Children’s Mercy Clinical Pathway for more information on diagnosis and management.

General Considerations

e |If history of UTlIs, empiric therapy should be based on previous microbiology results, if

available.

e Cefdinir has lower urinary excretion in children than adults, thus is not recommended using for
pediatric UTIs unless can confirm the isolated pathogen is susceptible to cefdinir.

e Evaluate need for admission; General indications for admission include age < 2 months, ill
appearance, poor intake, unable to tolerate oral antibiotic, vomiting, immune compromise,
urinary tract obstruction and/or culture-positivity for bacteria known to be resistant to oral

antibiotics

Antimicrobial Recommendations

e Antimicrobial Duration: 7 - 10 days
o Shorter duration of 5 days is likely sufficient based on recent data for patients > 2
months old who rapidly respond to therapy

®  Zaoutis et al. JAMA Pediatr. 2023 Aug 1;177(8):782-789

B Montini et al. Pediatrics. 2024 Jan 1;153(1):e2023062598

Pyelonephritis/Febrile UTI Antimicrobial Recommendations

Place in Therapy

Recommended Antimicrobial

Additional Considerations

First-line

Cephalexin 25 - 33 mg/kg/dose PO g8h
(max 1000 mg/dose)

Cephalexin can be used in patients with
penicillin allergies at a low risk for IgE
mediated reactions. Refer to Penicillin
Adverse Drug Reaction Section for more
info.

Penicillin allergy - High
risk for IgE-mediated
reaction

Cefixime 8 mg/kg/dose PO q24h (max
400 mg/dose)

Cephalosporin allergy
OR

penicillin allergy — high
risk for severe delayed
reaction

Trimethoprim/sulfamethoxazole 3 — 6
mg/kg/dose PO BID (max 160 mg/dose)

Dosed based on trimethoprim
component.

At Children’s Mercy, there are
increasing rates of E coli resistance to
TMP/SMX.

Ciprofloxacin 10 - 20 mg/kg/dose PO
g12h (max 750 mg/dose)
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Qutpatient Antimicrobial Handbook

Skin and Soft Tissue Infections (IDSA Guidelines 2014)°

Refer to the Children’s Mercy Clinical Pathway for more information on diagnosis and management

» Suspected sepsis
= Animal/human bites
* Post-surgical site

Exclusion Criteria:

= Suspected toxin mediated reaction

= Concern for deeper infection

+ Concern for necrotizing infection

* Immunocompromised

* Peri-rectal and pilonidal abscesses

<

atient =60 day old with suspected skin and
soft tissue infection

oral antibiotics

Inpatient Criteria:
» Altered mental status
* Worsening despite 48 hours of appropriate

» Unable to tolerate eral antibiotics
* Suspected Systemic Inflammatory
Respanse Syndrome

History and Physical

+ Labs typically NOT needed (CBC and Inflammatory Markers)
+ Blood culture typically NOT needed
+ Consider wound culture if there is purulent drainage

+ Consider ultrasound if need to determine abscess size

Risk Factors for MRSA:

« Personal history of MRSA
* Family history of MRSA
* Recent or frequent hospitalization

Mo

Does patient meet
Inpatient criteriaZ

Inpatient Algorithm

Qi coale for mabdle
access

images)

Paronychia
with Cellulitis?

Mo

Incision & Drainage
+
Warm compresses
+
Topical mupirocin x 5
days

Warrm
compresses
o+
Incision &
Drainage

Preferred
PO cephalexin

Alternative

p| PO amoxicillin-clavulanate

Recommend reevaluation by medical

improved. (Extend treatment to total of

If severe cephalosperin
allergy or risk for MRSA
PO cli i

Duration: 5 days

,

professional within & days if not

7-10 days if not improved.)

clliculitis
mages)

Folliculitis
with Cellulitis?

Mo

Topical mupirocin x 5
days

.

Impetiga
(Images)

= 5 Lesions
or
Lesions near mouth
or
Covering large
urface areg

Yes

Preferred
PO cephalexin

If severe cephalosporin
allergy or risk for MRSA

OR
PO TMP-SKX

Duration: 7 days

¥

]

require incision &

oes abscess

drainage?

Y

-

Warm compresses
+

PO clindamyein
{inherently high risk

for MRSA)
If severe cephalosporin
allergy
PO TMP-ShX

Dwration: 5 days

Incision & Drainage
+

PO clindamycin
{inherently high risk for MRSA)

Alternative
PO TMP-SMX

Duration: 5 days

ecommend reevaluation by medical

= professional within 5 days if not
W:lmved or sooner if worsening.
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Outpatient Antimicrobial Handbook
Skin and Soft Tissue Infections (IDSA Guidelines 2014)®

Refer to the Children’s Mercy Clinical Pathway for more information on diagnosis and management

Skin and Soft Tissue Infections Antimicrobial Recommendations

' Recommended Treatment Additional Considerations

Place in Therapy

Paronychia
Incision and drainage + warm compresses .
. . 8 P If concurrent cellulitis, refer to
First-line PLUS " .
. . . . cellulitis or erysipelas management
Topical mupirocin three times daily x 5 days
Folliculitis
. . . L If concurrent cellulitis, refer to
First-line Topical mupirocin x 5 days i .
cellulitis or erysipelas management

Mild Impetigo

First-line

| Topical mupirocin x 5 days

Extensive Impetigo (i.e. > 5 lesions, covering large areas of the body, or near the mouth)

First-line

Cephalexin 17 mg/kg/dose PO g8h x 7 days
(max 500 mg/dose)

Cephalexin can be used in patients
with penicillin allergies at a low risk
for IgE mediated reactions. Refer to
Penicillin Adverse Drug Reaction
Section for more info.

MRSA Risk Factor OR
Penicillin allergy —
high risk for IgE-
mediated reaction or
high-risk for severe
delayed reaction

Clindamycin 10 mg/kg/dose PO q8h x 7
days
(max 450 mg/dose)

Trimethoprim-sulfamethoxazole 4 — 6
mg/kg/dose PO g12h x 7 days (max 160
mg/dose)

Dosed on trimethoprim component.
Controversial coverage of S.
pyogenes.

Cellulitis or Erysipelas

Cephalexin 17 mg/kg/dose PO g8h x 5 days

Cephalexin can be used in patients
with penicillin allergies at a low risk

First-line (max 500 mg/dose) for IgE mediated reactions. Refer to
Penicillin Adverse Drug Reaction
Section for more info..
Dosed on amoxicillin component.
. Amoxicillin-clavulanate 22.5 mg/kg/dose Refer to amoxicillin/clavulanate
Alternative

PO q12h x 5 days (max 875 mg/dose)

dosing guide (page 31) for which
formulation to use.

MRSA Risk Factor OR
Penicillin allergy —
high risk for IgE-
mediated reaction or
high-risk for severe
delayed reaction

Clindamycin 10 mg/kg/dose PO q8h x 5
days
(max 450 mg/dose)

Clindamycin resistance for S. aureus
and S. pyogenes has been increasing.
Consider selecting an alternative if
patient has a history of clindamycin-
resistant S. gureus or changing to a
narrow spectrum antibiotic if culture
results show MSSA or S. pyogenes.
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Outpatient Antimicrobial Handbook

Skin and Soft Tissue Infections Antimicrobial Recommendations (continued)

Additional Considerations

Place in Therapy

Abscess

\ Recommended Treatment

General
considerations

Incision and drainage with culture recommended for abscesses.
Systemic antibiotics may not be needed for abscesses < 2 cm when incision and

drainage is performed.

First line

Clindamycin 10 mg/kg/dose PO q8h x 5
days
(max 450 mg/dose)

Clindamycin resistance for S. aureus
and S. pyogenes has been increasing.
Consider selecting an alternative if
patient has a history of clindamycin-
resistant S. gureus or changing to a
narrow spectrum antibiotic if culture
results show MSSA or S. pyogenes.

Trimethoprim-sulfamethoxazole 4 — 6
mg/kg/dose PO q12h x 5 days (max 160
mg/dose)

Dosed on trimethoprim component.

Periorbital Cellulitis

General
Consideration

Due to difference in management of orbital cellulitis/post-septal infections, consider
more extensive work-up to assess for orbital cellulitis in patients with any of the
following: proptosis, decreased visual acuity, painful/tender and/or restricted eye
movement, severe persistent headache or lethargy or fever, < 1 year old, or unable

to perform adequate eye exam

First Line with no
MRSA concern

Cephalexin 17 mg/kg/dose PO q8h x5 -7
days
(max 500 mg/dose)

Amoxicillin-clavulanate 22.5 mg/kg/dose
PO q12h x 5-7 days (max 875 mg/dose)

Dosed on amoxicillin component.
Refer to amoxicillin/clavulanate

dosing guide (page 31).

Penicillin Allergy —
Low or High risk for

IgE-mediated
reaction

Cefuroxime 250 — 500 mg PO q12h x 5-7
days

Cefpodoxime 5 mg/kg/dose PO q12h x5 -7
days (max 400 mg/dose)

For low risk of IgE-mediated reaction,
consider observed oral dose of
amoxicillin or cephalexin. Refer to
Penicillin Adverse Drug Reaction
Section for more info

MRSA Risk Factor OR
Cephalosporin
Allergy OR Penicillin
allergy — high risk for
IgE-mediated
reaction or high-risk
for severe delayed
reaction

Clindamycin 10 mg/kg/dose PO q8h x5 -7
days (max 450 mg/dose)

Refer to Penicillin Adverse Drug
Reaction Section for more info
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Qutpatient Antimicrobial Handbook
Animal Bites (Mammal)

Refer to the Children’s Mercy Clinical Pathway for more information on diagnosis and management

Exclusion criteria: @ient presents with mam@ stuman bite conslderations
« Patlents = 2 m-:rljths of age bite (including human®) « Need for involverment of
i Nan'm_a!-nmal bites L] SCAM, Social Work, forensic
- Superficial bites [haF haw} Assess need for rauma photos
riet peretrated the skin activation per policy QR code for « If abuse is suspected, refer
mabile view to Child Physical Abuse
Considerations when Clinical Pathway
determining need for Consider need for imaging | « Consider risk factors for
imaging: hepatitis, HIV [see
* Bone ar jeint involvemant Vaccinedlmmunoglobulin
« Head involvement Collect aercbic/anaercbic table
» Suspected fracture cultures if wound is infected
' mﬁd f|.:|-r:igr| bu-d;-.rf L] Bedside vs. OR closure
. it
nhs I Eanesrm IR Consider need for antibiotics considerations
abscess + Severity of injury
* Mecessary level of sedation
Indications for * Length of prl:R:EdurE_
prophylactic antibiotics: Ord ) + Invalvement of multiple
* Moderate or severe roRrvaccine sub-specialists
wounds, especially if ) and’r'ljrb i - = Wound complexity
edema or crush injury is immUnBgIoBuin = Consider safety of EC
present sedation f American Soclety
* Puncture wounds, of Anesthesiologists (ASA)
especially if penetration of Phyysical Status Classification
bane, tenden sheath, or
'[?;:t m"rm facial OR Closure/Debridement
wu;:; ks i ——— or debridarment - Administer vaccine andiéor

immunoglabulin (f indicated)
while sedated

* Hand or foot involvement warranted?

+ Genital area involvement

+ Immunecompromised,
including asplenic patients
+ Al cat bites
Indications for antiblotic
treatment:
+ Signs af infection
Se Antibioti i

Lidocaine dosing:

+ CM sites utilize 1%
lidocaine (10 mg/mL)
formulaticns

* Recommended maximum
dose = 4.5 mgkgdose
{max 300 mg/dose}

* Link to lidocaine dosage
calculator

Fallow-up with provider
o evaluate healing and
possible suture remaval

Na

= Administer topical anesthetic {e.g., lidocalne,
EPINEPHrine, and tetracaine] x 20 min

+ Debridement if necessary

* Irrigation with tap water

+ Administer vaccine and/or immunoglobulin if
indicated

Y

I5 bedside
closure warranted?
Determination made at discretion
of eltnician

Bedside
closure

+ Bacitracin application | g
_ -
+ Dressing

¥

MNead for
admission?

‘Yes

* For acute injury, admit to surgical service

* For IV antibiotics only or complex medical

history, admit to Gen Peds

Bedside closure
considerations:
* Close facial wounds to
improve cosmetic outcomes
+ Due to increased infection
risk, avoid:
= Use of medical glue
= Sutures for punciure
wolnds
= Closing extremity
lacerations after 12 hours
= Use of deep sutures
excepl for large, gaping
wounds
+ Ensure closure is loosely
approximated to achieve
hemaostasis, improve time to
healing and help with
cosmetic outcomes

State Public Health Rabies
exposure forms
* Complete appropriate
regional forms as indicated
. ;
EKansas
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Outpatient Antimicrobial Handbook

Animal Bites (Mammal)
Refer to the Children’s Mercy Clinical Pathway for more information on diagnosis and management

General Considerations
e Evaluate patient for need of tetanus vaccine and rabies immunoglobulin/vaccine (discussion
with infectious diseases)

Antimicrobial Recommendations
e Antimicrobial Duration
o Prophylaxis = 3 days
= Recommended for moderate to severe wounds with edema or crush injury,
puncture wounds, or facial bite wounds
o Treatment of infected wound =5 — 7 days

Animal Bites (Mammal) Antimicrobial Recommendations

Place in Therapy \ Recommended Antimicrobial Additional Considerations
Dosed on amoxicillin component. Refer
to amoxicillin/clavulanate dosing guide

(page 31) for which formulation.
Amoxicillin-clavulanate 22.5 mg/kg/dose PO

First-li
Irst-iine g12h (max 875 mg/dose) May consider high dose (80 — 100
mg/kg/day) in cases where S.
pneumoniae may be involved (e.g. facial
bite with entry into the sinus cavity).
For any patient with a low risk for IgE-
. . icilli
Choose one of the following combos (2 Drugs) med!ated rea.ctl'on t? penicriin,
) . consider administering an observed oral
(1) Trimethoprim-sulfamethoxazole 5 dose of the first-line therapy and
mg/kg PO gq12h (max 160 mg/dose) OR . Py
. continuing if tolerated. Refer to
Doxycycline 2.2. mg/kg/dose PO q12h Penicillin Adverse Drug Reaction
Penicillin Allergy (max 100 mg/dose) g

PLUS Section for more info.

(2) Clindamycin 10 mg/kg/dose PO q8h
OR metronidazole 10 mg/kg/dose PO
g8h (max 500 mg/dose)

Refer for penicillin allergy de-labeling.

Trimethoprim-sulfamethoxazole is
dosed on the trimethoprim component.
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Outpatient Antimicrobial Handbook
Dental Abscesses

e General Considerations
o Assess for complicated infection (i.e. ill-appearing, signs of deep neck space infection,
osteomyelitis of the mandible) as management may differ from what is listed below
(e.g. hospital admission, longer duration of antibiotics, etc).
e Antimicrobial Recommendations
o Antimicrobial Duration = 10 days

Dental Infections Antimicrobial Recommendations

Place in Therapy \ Recommended Antimicrobial Additional Considerations
First-line Amoxicillin 17 mg/kg/dose PO g8h (max 500
mg/dose)
Complicated Dosed on amoxicillin component. Refer
Infections OR Amoxicillin-clavulanate 22.5 mg/kg/dose PO . P o
o to amoxicillin/clavulanate dosing guide
Amoxicillin g12h (max 875 mg/dose) . .
) (page 31) for which formulation.
Failure
For any patient with a low risk for IgE-
mediated reaction to penicillin,
consider administering an observed oral
Buccal dose of the first-line therapy and
Involvement Clindamycin 10 mg/kg/dose PO q8h (max 450 N Py
and/or Penicillin | mg/dose) continuing if tolerated. Refer to
Aller Penicillin Adverse Drug Reaction
&Y Section for more info.
Refer for penicillin allergy de-labeling.
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Outpatient Antimicrobial Handbook
Acute Lymphadenitis

e Antimicrobial duration: 7 —10 days

Place in Therapy \ Recommended Antimicrobial

First-line

Cephalexin 17 — 25 mg/kg/dose PO g8h
(max 1000 mg/dose)

Acute Lymphadenitis Antimicrobial Recommendations

Additional Considerations

Cephalexin can be used in patients with
penicillin allergies at a low risk for IgE
mediated reactions. Refer to Penicillin
Adverse Drug Reaction Section for more
info.

Amoxicillin-clavulanate 22.5 mg/kg/dose PO

q12h (max 875 mg/dose)

Dosed on amoxicillin component. Refer
to amoxicillin/clavulanate dosing guide
(page 31) for which formulation.

Consider in cases where oral anaerobes
may be involved (e.g. unilateral cervical
lymphadenitis in child with poor oral
hygiene).

MRSA risk factor
OR Penicillin
allergy — high
risk for IgE-
mediated
reaction or high-
risk for severe
delayed reaction

Clindamycin 10 mg/kg/dose PO g8h
(max 450 mg/dose)

Concern for
Bartonella
henselae

Azithromycin 10 mg/kg/dose PO g24h x5 days

(max 500 mg/dose)

Treatment may shorten duration of
adenopathy.
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Tickborne lliness

Refer to the Children’s Mercy Clinical Pathway for more information on diagnosis and management.

Child presents with fever with or without rash
ANMD without an obvious alternative diagnosis

v

Asymptomatic Patients
Post-tick bite antiblatic prophylaxis
Is nat recommended, Patents

Obtain Detailed History and Check for Ticks
« Description of recreational activities and recent travel may reveal potential tick
exposure(s)
» Conslder tickborne diseases by reglon and tick species

Spotted Fever or Ehrlichiosis - If tick Is found, promptly remove (Wck remowal tos), Identify (tick phato references),

* Febrile illness with or without; aru:l uplcad puc[urc i medical record Parants can subsmit infarmation anfine
rash {ink for details), i s E e B

headache, muscle aches,

Suspicion for Rocky Mountain

bitten by a tick should be given
anticipatory guidance and seek
care for fever, rash, or other
symptoms developing within two
weeks of tick bite

Exception: Prophyioctic antibiotic

i r rore CircurTsian £

ingicated fior Lyme disepse

hypotension, malaise, nausea,
and vomiting
AND
* Possible tick exposure within
past two weeks

= Known tick exposure -ar-

» Environmental exposure
[outdoor activities, travel to
endemic area, etc,) -or-

= Tick season (April through
October in the United Stotes)

s there clinica
suspicion for Rocky
Mountain spotted
fever (RMS5F)
pr ehrlichiosisg

Is there

disease or tularemia?

Yes
A

Consider Differential Diagnosis

May need to pursue evaluation and treatment

for multiple diagnoses while diagnosis unclear

Differential Diagnosis

* Sepsis (ink to pathway) * .
* Meningococcemia
+* Food borme illness Obtain Labs
+ Acute gastroenteritis (link fo = CBC with differential
pathway) + BMP

« Mumerous viral ilinesses + Hepatic function panel
+ Other labs may be indicated based on

differential diagnosis

This st is not ofl-inclusive, Consult

infectious Diseases {10) with any *
guestions

Laboratory Findings Is there

* Thrombocytopenia still concern for Off Pathwary. Revisit

+ Hyponatremia RMSF ar ehrlichiosis? differential diagnosis anc
+ Elevated AST and ALT (Consult 10 with any rmanage according

* Hyperbilirubinemia (severe GLEstions)

diseose)
* Leukopenia Yes

Testing for Rickettsial Disease

= Obtain an RMSF 1gGSgM and Ehrdichia antibody panel as acute
samples

+ Ehrlichia PCR

Results typically toke 5-7 days (cee Interpretotion of Results when avoiloble)

v

Empirie Treatiment, begin without deloy, do nat walt for Test results

Doxyeyeline is the drug of choice for all ages

= < 45 kg 2.2 mgfkgrdose arally, twice daily for 7 days

» = 45 kg: 100 mpfdose orally, twice daily for 7 days

Empiric treatment for other infectious processes may be indicated in
addition to doxycycline

v

suspicicn far acute Lyme

Off Pathway. Revisit
differential diagnosis an:d
manage accardinghy

Susplclun fnr Acute Lyme Disease

recommendations pnda ions

Suspicion for Tularemia
For testing and treatment
recommendations

suspiclon for Acute Lyme Disease

* Travel to or reside im an endemic
area and presence of erythema
migrans rash

+ If no travel ta a high-incidence
location for Lyme disease, but
presence of rash, consider
southern tick-associated rash
illness (STARI}

suspiclon for Tularemia

= Lymphadencpathy or
lymphadenitis unresponsive 1o
usual antibictics or with an
accampanying ulcer

+ Conjunctivitis with preauricular
adenopathy

+ Community acquired pneumonia
unresponsive to antibiotics

Interpretation of Rickettsial Test

Results

* A negative Ehrlichia PCR does not
exclude ehrlichiosis

* Negative acute serology also does

not exclude RMSF or ehrlichiosis

= Definitive diagnosis is made with

carvalescent serolagy or positive

PCR

When Stable for Discharge
+ Follow-up with PCP within 3 days

+ If no improverment within 48 - 72 hours, discuss with Infectious Diseases to reconsider alternative diagnaosis

Convalescent samples (RMSF [gMAgG and Ehnlichie antibody panel) should be obtained 2 - 4 weeks after symptoms onset

QR code for
mabife wew
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https://www.childrensmercy.org/health-care-providers/evidence-based-practice/cpgs-cpms-and-eras-pathways/tickborne-illness/
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Acute Bacterial Conjunctivitis (AAO 2018)’

For conjunctivitis in neonates, refer to the Children’s Mercy Neonatal Conjunctivitis Clinical Pathway.

e General Considerations

o Most cases of conjunctivitis, both viral and bacterial, are self-limiting and resolve
without specific treatment; national guidelines recommend avoiding use of topical
antibiotics in most cases of infectious conjunctivitis.

o For moderate to severe bacterial conjunctivitis (i.e. copious purulent discharge, pain,
and marked inflammation of the eye), systemic antimicrobial therapy and conjunctival
cultures may be indicated. Possible etiologies may include gonococcal, chlamydial, or
Staphylococcus aureus infections.

e Antimicrobial Recommendations
o Antimicrobial duration =5 days

Acute Bacterial Conjunctivitis Topical Antimicrobial Recommendations

Place in Therapy | Recommended Antimicrobial Additional Considerations

Broad-spectrum, non-toxic, inexpensive topical antibiotics

Erythromycin 5mg/gm ophthalmic ointment
e Apply 1 cm ribbon into the affected
eye 4 times daily

Infants,
especially <2
months old Polymyxin B-bacitracin ophthalmic ointment | Roytine use in most cases of infectious
* Apply 1.25 cm ribbon to affected eye 4 | conjunctivitis is not indicated. See
times daily above general considerations.
Polymyxin B-trimethoprim ophthalmic
Children and solution
adolescents e Instill 1 drop into affected eye 4 times

daily
Alternative Topical Therapies

Risk of toxicity to the corneal
epithelium and reactive
keratoconjunctivitis, especially when
used =7 days.

Tobramycin 3% ophthalmic solution
Alternative e Instill 1-2 drops into the affected eye 4
times daily

Ciprofloxacin 0.3% ophthalmic drops

Corneal e |Instill 1-2 drops in affected eye 4 times
involvement OR daily Providers broader gram-negative
contact lenses Ofloxacin 0.3% ophthalmic drops bacterial coverage.
wearer e |Instill 1-2 drops in affected eye 4 times
daily
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https://www.aao.org/preferred-practice-pattern/conjunctivitis-ppp-2018
https://www.childrensmercy.org/health-care-providers/evidence-based-practice/cpgs-cpms-and-eras-pathways/conjunctivitis-care-process-model/
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Influenza Treatment (AAP 2025 — 2026 Recommendations)?®

Influenza treatment recommendations are updated annually. Refer to the AAP recommendations for
the most updated information.

High Risk of Influenza Patient with confirmad or suspected
Complications influenza infection

Children= 5 yearsold,
gspecially = 2 years old

Children born preterm or
near-tem

Resident of chronic care fa-
cility

Doesthe patent require
hospitalization OR have
severe fcomplicated

Cffer antiviral trestment

Chronic pulmonary disease as early as posdble re-

[e.g. asthma, cystic fibro-
sis, bronchopulmanary
dysplasis, tracheostomy,
atc)

gardless of waccination
status

progressive iliness OR st
high risk of complicatons?

Hemodynamically significant
cardiovascular diseas

Kidney disase |e.g.chronic
kidney diseass, didysis)

Hepatic dissase [e.g chronic
liver diseass, cirrhasis)

|s petent= 48

Antivirad trestment
hours from symp-

Hematologic dizase (2.8
sickle czll disease, other
hemaglobinopathies)

tom onset? may be considered

Metzbolic disorders (e.g
dizbetes mellitus)

Immunosuppression
[immunasuppressive medi-
cetions, hemstopoistic
stem czll transplant, solid
organ transplant, congeni-
tal and scquired immune
deficiency, asplenia)

Is there a sibling or
houshold contact <6
maonths old OR hawe a
high-risk condition for
complications?

Antivira trestment

. may be considered
Meurologic or neurodevelop-

ment conditions |e.g. cere-
bral palsy, muscular dys-
trophy, spinal cordinjury)

Pregnancy and up to 2 wesks
post-partum

= 19 yearold AND long-term
aspirin therapy or saicy- Mo antivira therapyis
|gte-contzining medication indicated

Extreme abesity (BMI =40

for adults or = 95th per-
centile in children)
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https://www.aap.org/en/patient-care/influenza/
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Influenza Treatment (AAP 2025 — 2026 Recommendations)?

Influenza treatment recommendations are updated annually. Refer to the AAP recommendations for
the most updated information.

Influenza Infection Antimicrobial Recommendations

\ Recommended Antimicrobial

Place in Therapy

Preferred Antiviral

Oseltamivir

Term infant 0 — 8 months: 3 mg/kg/dose PO BID
x 5 days

Infants 9-11 months: 3.5 mg/kg/dose PO BID x 5
days

Children <15 kg: 30 mg PO BID x 5 days
Children > 15 to 23 kg: 45 mg PO BID x 5 days
Children > 23 to 40 kg: 60 mg PO BID x 5 days
Children > 40 kg and adults: 75 mg POBID x 5
days

Additional Considerations

Baloxivir marboxil

< 20 kg: 2 mg/kg PO one time only
20 —< 80 kg: 40 mg PO one time only
= 80 kg: 80 mg PO one time only

Only for > 5 years of age

NOT recommended as
monotherapy for treatment
of influenza in patients who
are severely
immunocompromised,
pregnant, or breastfeeding.

Refer to Children’s Mercy
criteria for use

Alternatives

Zanamivir

10 mg (two 5mg inhalations) twice daily x 5 days

Only for > 7 years of age
AND mild-to-moderate
disease

Inhalations on first day
should be separated by > 2
hours. Doses spaced by ~12
hours on subsequent days.

Not recommended in
patients with chronic
respiratory diseases (e.g.
asthma, chronic lung
disease, etc) due to risk of
bronchospasm.
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https://www.aap.org/en/patient-care/influenza/
https://online.lexi.com/lco/action/doc/retrieve/docid/mercy_f/6765235?cesid=5m61lmnoWOe&searchUrl=%2Flco%2Faction%2Fsearch%3Fq%3Dbaloxivir%26t%3Dname%26acs%3Dfalse%26acq%3Dbaloxivir
https://online.lexi.com/lco/action/doc/retrieve/docid/mercy_f/6765235?cesid=5m61lmnoWOe&searchUrl=%2Flco%2Faction%2Fsearch%3Fq%3Dbaloxivir%26t%3Dname%26acs%3Dfalse%26acq%3Dbaloxivir
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Influenza Chemoprophylaxis (AAP 2025 — 2026 Recommendations)?
Influenza chemoprophylaxis recommendations are updated annually. Refer to the AAP
recommendations for the most updated information.

e General Considerations
o Recommended if antiviral can be initiated within 48 hours of exposure
o Chemoprophylaxis is recommended after known or suspected influenza exposure in the
following situations
= Child at high risk of complications AND > 1 of the following:
e Contraindication to the influenza vaccine
e <2 weeks after influenza vaccination
e May not respond with sufficient protective immune responses after
influenza vaccination (e.g. immunocompromised)
e Exposure is a household contact or close contact
= Family members likely to have ongoing close exposures to vaccinated children at
high risk or unvaccinated children < 24 months old

e Antimicrobial Recommendations

Influenza Chemoprophylaxis Antimicrobial Recommendations
Place in Therapy | Recommended Antimicrobial Additional

Considerations

Oseltamivir
e 3-8 months: 3 mg/kg/dose PO daily x 7 days
e Infants 9-11 months: 3.5 mg/kg/dose PO daily x7
Preferred days
Antiviral e Children <15 kg: 30 mg PO daily x 7 days
e Children > 15 to 23 kg: 45 mg PO daily x 7 days
e Children > 23 to 40 kg: 60 mg PO daily x 7 days
e Children > 40 kg and adults: 75 mg PO daily x 7 days

Baloxivir marboxil Only for > 5 years of age
e <20kg: 2 mg/kg PO one time only
e 20-<80kg: 40 mg PO one time only Refer to Children’s Mercy
e =80 kg: 80 mg PO one time only criteria for use

Only for > 7 years of age
Not recommended in
patients with chronic
respiratory diseases (e.g.
asthma, chronic lung
disease, etc) due to risk of
bronchospasm.

Alternatives

Zanamivir
e 10 mg (two 5 mg inhalations) twice daily x 7 days
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https://www.aap.org/en/patient-care/influenza/
https://www.aap.org/en/patient-care/influenza/
https://online.lexi.com/lco/action/doc/retrieve/docid/mercy_f/6765235?cesid=5m61lmnoWOe&searchUrl=%2Flco%2Faction%2Fsearch%3Fq%3Dbaloxivir%26t%3Dname%26acs%3Dfalse%26acq%3Dbaloxivir
https://online.lexi.com/lco/action/doc/retrieve/docid/mercy_f/6765235?cesid=5m61lmnoWOe&searchUrl=%2Flco%2Faction%2Fsearch%3Fq%3Dbaloxivir%26t%3Dname%26acs%3Dfalse%26acq%3Dbaloxivir
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Gram Positive Antibiogram for Children’s Mercy — 2024 (All Sources)

Children's Mercy Hospitals & Clinics - 2024 Antibiogram

Department of Pathology & Laboratory Medicine- Microbiology Laboratory

2024 Gram Positive Antibiogram (% Susceptible)

# of isolates %_ g | E ] §' ‘E s E E E‘ E g S
Jorganism wed | E | 3 | 5 | & | 5|2 | |5 |8 |8 |8 |E|E
Enterococcus faecalis 213 100 - - - - - 100 - a9 - - - - 100
All Staphylococcus aureus 1358 - - 80 55 100 100 72 0 100 94 93 100
MSSA 981 - - 78 67 100 - 100 100 0 - 100 95 96 100
MRSA 377 - - a7 23 100 - 100 0 0 - 100 90 87 100
Staphylococcus epidermidis 150 - - 52 24 100 - 98 33 0 - 98 92 55 100
S. pneumoniae* 89 , - 93 80 , 842 - - , 668 _ - - 100
Meningitis breakpoint - 96t - - - - - - 65t - - - - -
Non-meningitis breakpoint - 100% - - - - - - 99% - - - - -

# of S.pneumoniae isolates tested: Penicillin=89, Cefotaxime=89, Erythromycin=68, Clindamycin=81, Meropenem=19, Vancomycin=18

Susceptible breakpoint for S. pneumoniae in patients with meningitis is = 0.5 pg/mL for cefotaxime and < 0.06 pg/mL for penicillin

Susceptible breakpoint for S. pneumoniae in patients with non-meningitis infections is = 1ug/mL for cefotaxime and = 2 pg/mL for penicillin

Susceptible breakpoint for 5. pneumoniae is = 0.06 pg/mL for penicillin when penicillin V is administered by the oral route

Antibiotics tested on UTl isolates only: E. faecalis (185), S. aureus (45), S. epidermidis (79)

(-) =No data available
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Gram Negative Antibiogram for Children’s Mercy — 2024 (Urine ONLY)

Children's Mercy Hospitals & Clinics - 2024 Antibiogram

Department of Pathology & Laboratory Medicine- Microbiology Laboratory

2024 Gram Negative - URINE ONLY- Antibiogram (% susceptible)

£ = - £
@ Q = = 5
s | s ||| £ 88| |58 |¢zc]|3¢2
5 | = | 3 E 2 s | = - 3 e | 2
#ofisolates| & é S & g s E_ £ s 5 g

Organism wsed | £ | £ | 8 | 3 | 8 |3 | 8|8 |2 |8 |E
Enterobacter cloacae 46 IR IR IR - - - 100 98 36 o8 80
Pseudomonas aeruginosa 64 - 96 98 - 95 - = a8 -
*Escherichia coli 1413 54 85 91 - 85 95 91 91 a7 92 T3
Klebsiella oxytoca 47 IR 91 18 - a1 91 100 100 89 100
*Klebsiella pneumoniae 116 IR 91 a0 - 92 92 94 94 18 92 84
*Proteus mirabilis 110 85 91 a7 - 96 96 98 96 IR 98 90

ESBL positive isolates: E. coli (85), K. pneumoniae (9), K. oxytoca (3)

IR = Intrinsic Resistance, (-) = No data available
*E. coli, K. pneumoniae and P. mirabilis breakpoints differ for urine vs. all other sources.
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Gram Negative Antibiogram for Children’s Mercy — 2024 (All Sources)

Children's Mercy Hospitals & Clinics - 2024 Antibiogram
Department of Pathology & Laboratory Medicine- Microbiology Laboratory

2024 Gram Negative Antibiogram (% susceptible)

E
g £ - c =
- @ o = E =
£ £ 3 c e E g - 5 s ] 3
° E i s E E X “—? E -4 E S
#of isolates | £ = =1 & g & E g £ P E £
Organism tesed | & | & | § | 8 | 8 | 8 [ 8|5 |8 |2 & | e |k
Acinetobacter baumannii complex (includes ALL sources) 162 = = a3 = = 54 15 77 85 80 = 85 92
Citrobacter freundii (includes ALL sources) 39 100 IR IR IR = = = 93 100 100 - 96 79
Klebsiella aerogenes”™ (includes ALL sources) 34 100 IR IR IR 100 - - 100 100 100 - 100 100
Serratia marcescens (includes ALL sources) 72 98 IR IR IR 100 100 100 100 100 100 - 93 100
Enterobacter cloacae (Non-urine sources ONLY) 68 100 IR IR IR gg"” - - 100 o8 100 o a5 95
Pseudomonas aeruginosa (Non-Urine sources ONLY) 236 o - 5 - o7 a7 5 92 5 06 06 a7 -
*Escherichia coli (Non-Urine sources ONLY) a4 100 49 58 66° 90° 84 82 78 a0 100 93 89 72
Klebsigella oxytoca (Non-Urine sources ONLY) 162 100 IR 62 33° 89° 89 89 100 78 100 - 86 89
*Klebsiella pneumoniae (Non-Urine sources ONLY) 47 100 IR 85 85° 100° a7 a7 a7 100 100 100 100 a7
*Proteus mirabilis (Non-Urine sources ONLY) 9? 100 86 92 147 86" 86 86 85 71 100 100 75 86

ESBL positive isolates: E. coli (12), K. pneumoniae (3), K. oxytoca (2)

* Klebsiella aerogenes, formerly named Enterobacter aerogenes.

! Antibiotics tested on Non-Urine isolates only: A. baumannii complex (14), C. freundii (7), K. aerogenes (14), S. marcescens (54).
? Please exercise discretion when data are reviewed for species with fewer that 30 isolates.

" Cefazolin and Cefepime susceptibility based off Kirby Bauer disc diffusion results.

IR = Intrinsic Resistance, (-) = No data available

*E. coli, K. pneumoniae and P. mirabilis breakpoints differ for urine vs. all other sources.
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Dosing of Amoxicillin-Clavulanate

Dosing of amoxicillin-clavulanate (Augmentin) is based on amoxicillin component. “High dose” of amoxicillin-
clavulanate is targeted at providing higher amoxicillin doses to overcome Streptococcus pneumoniae
resistance without increasing clavulanate exposure. Some experts recommend maintaining clavulanate
exposure to < 10 mg/kg/day to minimize risk of gastrointestinal adverse effects.

The table below provides general guidance, however prescribing practices may differ depending on clinical
factors (e.g. location of infection, bacterial susceptibility, patient characteristics, etc). Please consult a
pharmacist or Antimicrobial Stewardship for additional assistance in selecting formulations.

General Guidance for Selecting Amoxicillin-Clavulanate (Augmentin) Dosage Formulations

Patient Population Formulation

Typical Dose

Standard Dose — consider for most uncomplicated infections not caused by S. pneumonaie

<40 kg 400 mg-57mg/5mL

Suspension:
2 -62. L
< 3 months >0 me 60: mg/5m 30 mg/kg/DAY divided twice daily
125 mg-31.25mg/5mL
>3 months AND Suspension:

25 — 45 mg/kg/DAY divided twice daily

Suspension:
400 mg-57mg/5mL

880 mg twice daily
OR
520 mg three times daily

Children > 40 kg Tablet:
500mg-125mg
OR

875mg-125mg

875 mg twice daily
OR
500 mg three times daily

High Dose — consider when covering for S. pneumoniae (e.g. otitis media, pneumonia, sinusitis);
sometimes used for complicated or severe infections in difficult to penetrate sites of infection

ES Suspension*:
600 mg-42.9mg/5mL

< 3 months old
AND > 2 kg

75 mg/kg/DAY divided three times daily

>3 months AND
<40 kg

ES Suspension:
600 mg-42.9mg/5mL

80 — 100 mg/kg/DAY divided twice or three times
daily

XR Tablet”:
1000 mg-62.5 mg

2000 mg twice daily

Children > 40 kg ES Suspension:
600 mg-42.9mg/5mL

(tablet preferred)

1980 mg twice daily
OR
1080 - 1200 mg three times daily

*Study in neonates used the 4:1 formulation, which resulted in daily clavulanate doses of 18.75 mg/kg/day.
Depending on indication, an alternative formulation may be indicated.

Alf unable to get insurance coverage of XR tablets, can consider sending two prescriptions for Amoxicillin 500 mg PO
g8h AND Amoxicillin-clavulanate 500-125 mg PO q8h to be taken simultaneously.
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Penicillin Adverse Drug Reaction: Risk Stratification14

Refer to the Children’s Mercy Clinical Pathway for more information on risk stratification and

management, including documentation in electronic medical record and referrals for de-labeling. If
the reaction type is unknown or there is a vague history, refer to the pathway for more information

on management.

Risk Stratification

Reaction

Clinical Pearls

High risk of severe
delayed reaction
with re-exposure

Any of the following at any time:

e Blistering or pustular rash

e Sloughing skin

e Mucosal blistering

e Hives associated with fever
and/or joint pain

e Organ damage (e.g. hepatitis,
nephritis, hemolytic anemia)

e Hospitalization required (not
for anaphylaxis)

e Avoid all beta-lactams (penicillins,

cephalosporins, carbapenems,
monobactams)

e Alternative therapy should be
based on indication

e May refer to disease specific
pathways or contact ID for
recommendations

High risk of IgE
mediated reaction
with re-exposure

Any of the following:
e Anaphylaxis
e Angioedema
e Rash starting < 6 hours after
first dose (including hives)
e Epinephrine required for
treatment
AND
e Exclusion of severe delayed
reaction symptoms

e Risk of cross reactivity is low IF the
penicillin and cephalosporin have
no shared side chains

e Any carbapenem -or-
cephalosporin with no shared side
chain can be given without allergy
testing or additional precautions
(see beta-lactam side chain chart
on next page)

e May refer to disease specific
clinical pathways for
recommendations

Low Risk of IgE
mediated reaction
with re-exposure

e Rash starting > 6 hours after
first dose (including hives)
AND
e Exclusion of severe delayed
reaction symptoms

e Risk of penicillin / cephalosporin
cross-reactivity is low

e Any cephalosporin -or-
carbapenem can be given without
testing or additional precautions

e May refer to disease specific
clinical pathways for
recommendations

*Note risk stratification should not be confused with documentation of allergy severity in electronic medical record. Allergy
severity must be assessed separately.

32



https://www.childrensmercy.org/health-care-providers/evidence-based-practice/cpgs-cpms-and-eras-pathways/penicillin-adverse-drug-reaction/
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Penicillin Adverse Drug Reaction: Beta-lactam Side Chain Chart!?
Refer to the Children’s Mercy Clinical Pathway for more information

Amoxicillin
Cefazolin
Cefdinir
Cefepime
Cefixime
Cefoxitin
Cefpodoxime
Ceftazidime
Ceftriaxone
Cefuroxime
Ertapenem
Meropenem

> | Ampicillin

Amoxicillin

x| > | Cefprozil
X [ | Cephalexin

Ampicillin X

< [ | Penicillin G

Cefazolin

Cefdinir

Cefepime

Cefixime

Cefoxitin

Cefpodoxime

Cefprozil X X

Ceftazidime

Ceftriaxone

Cefuroxime

Cephalexin X X

Ertapenem
Meropenem
Penicillin G X X X

(X) Risk of cross-reactivity due to identical or similar side chains — DO NOT PRESCRIBE if patient has a high risk

of IgE-mediated allergic reaction with re-exposure per clinical pathway.

(c) Caution! Before prescribing cefprozil or cephalexin to a patient with a “penicillin allergy”, confirm they are

NOT allergic to amoxicillin or ampicillin.

*Adapted from Broyles AD et al. Practical Guidance for the evaluation and management of drug hypersensitivity: specific drugs. J Allergy Clin
Immunol Pract.2020;8(95):516-5116. https://doi.org/10.1016/j.jaip.2020.08.006
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https://www.childrensmercy.org/health-care-providers/evidence-based-practice/cpgs-cpms-and-eras-pathways/penicillin-adverse-drug-reaction/alternative-antibiotics-for-patients-with-penicillin-allergy/
https://doi.org/10.1016/j.jaip.2020.08.006

Outpatient Antimicrobial Handbook

Managing Infectious Diseases in Childcare and Schools (AAP)1>
Most illnesses do not require exclusion from childcare or school. AAP provides
general guideline for temporary exclusion for guidance as well as disease specific
guidance for select infections. Children should be excluded for care while illness
prevents child from participating comfortably in activities, results in need for care

greater than staff members can provide without compromising health and safety of [=1EX
others and poses a risk of spread of harmful disease to others based on specific excludable conditions.
Once reasons for exclusion resolve, then the child is eligible for return to care.

The following abbreviated table focuses on any disease specific exclusion and return to care criteria
for infectious included in this handbook.

Infection Disease Specific Exclusion Return-to-care Criteria
Acute otitis media No

Group A streptococcal Yes Received an appropriate
pharyngitis antibiotic for > 12 hours
Pneumonia No

Urinary Tract Infection No

No — as long as lesions are
covered, and drainage does
not come through the covering
to contaminant surfaces

Impetigo or Abscess/cellulitis

Bites — human/animal No
Dental abscess No

. . Antibiotics are NOT required
Conjunctivitis No —

to return to care

Afebrile > 24 hours without
Influenza Yes fever-reducing medicine and
able to participate
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https://publications.aap.org/aapbooks/monograph/740/Managing-Infectious-Diseases-in-Child-Care-and
https://publications.aap.org/aapbooks/monograph/740/chapter/12188944/Recognizing-the-Ill-Child-Inclusion-Exclusion
https://publications.aap.org/patiented/pages/c_Managing_ID?autologincheck=redirected
https://publications.aap.org/patiented/pages/c_Managing_ID?autologincheck=redirected
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Notes

Do not hesitate to reach out to infectious diseases in case of doubt! Questions/comments, please email
AntimicrobialStewards@cmh.edu
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