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Learning Objectives

“We are not makers 
of history. We are 
made by history.”

~ Martin Luther 
King, Jr.

“There is nothing 
permanent except 

change.”

~ Heraclitus

“Do not dwell in the 

past, do not dream of 

the future, concentrate 

the mind on the 

present moment.”

~ Buddha

“In the middle of a 
difficulty lies 
opportunity."

~ Einstein



History 
(Fifty Decades)

•

•

•

•





Learning Objectives

“We are not makers 
of history. We are 
made by history.”

~ Martin Luther 
King, Jr.

“There is nothing 
permanent except 

change.”

~ Heraclitus

“Do not dwell in the 

past, do not dream of 

the future, concentrate 

the mind on the 

present moment.”

~ Buddha

“In the middle of a 
difficulty lies 
opportunity."

~ Einstein



Why Change?
• Changing bacteriology
• Cost of unnecessary care
• Advances in testing

• Inflammatory markers 

• Pathogen identification

• Viral testing

• Emerging technologies

• Opportunities to improve the care of hospitalized 
infants

• Evolving research strategies 
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AND there is evidence 
to support the change…
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8 to 21 days old



Infant may be managed at home if parent and clinician agree that the following are present: reliable phone and transportation, parent 
willingness to observe and communicate changes in condition, and agreement to the infant being reevaluated in 24 hours.

22 to 28 days old



29 to 60 days old
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Challenges

No infants < 7 days old

UTIs distort prediction models

Meningitis – uncommon – small sample size

Epidemiology of IBIs changing

Clinical appearance is subjective

Clinicians work in different settings

Variable access to newer diagnostic test and timely 
results

Families with a spectrum of knowledge and skills



New Guidelines are for WELL 
Appearing Infants

(Make wise choices)

Take Home Pearls

E Coli is the MOST COMMON 
Pathogen

(Followed by Group B Strep)

Inflammatory Markers are Your 
Friend!

(Especially for the 22–28-day old range)
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Questions?
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