
Comer Nights Handbook 
 

For Things That Go Bump in the Night 
 
 

Disclaimer: This is an evolving handbook put together by the Pediatric Hospitalists with a little help from 

our subspecialist friends.  It is based on what we think might help you in the middle of the night, and 
what we think could be done in certain circumstances.  It is in no way all-inclusive, nor does it replace 

the eyes, mind and gut instinct of the resident at the bedside.  Use only as an adjunct to critical thinking.  
Good luck! 

 
 
 

Note:  All reference articles can be found on the Chiefs website under Inpatient Night Service 



 

CARDIOVASCULAR 
Reference: Pediatrics 2004; 114;555-576. 
 
 

HYPERTENSION WORK-UP 
 
Step 1:  Compare measurement to age-specific norms 
 
Step 2:  Repeat with manual blood pressure cuff 

 Right arm at rest for baseline 
 First evaluation of HTN, upper and lower extremities measured 
 Proper cuff size 

 
Step 3:   Evaluate for signs/symptoms of hypertensive emergency.  If yes, then call PICU. 

 Headache 
 Seizure 
 Mental status changes 
 Visual changes 
 Cardiac (Chest pain, palpitations, cough, SOB)  

 
Step 4:  Exclude other causes of increased blood pressure 

 Severe pain 
 Drugs 
 Increased intracranial pressure 
 Coarctation 

  
Step 5:  If Stage 2 Hypertension (SBP or DBP >99

th
% plus 5mm) or Hypertensive Urgency, begin tx. 

  If perceived to be acute: 
 Hydralazine 0.2mg/kg/dose IV [watch for reflex tachycardia] 
 Labetolol 0.2mg/kg/dose IV  [contraindicated in asthma, BPD, heart failure] 

 
If perceived to be from longstanding issues: 

 Call Nephrology to discuss [pager 6374] 
 

 



ENDOCRINOLOGY 
 
DIABETES MANAGEMENT 

 
1. High blood sugar at QHS and/or 2 a.m (BG >/=200) 

 Check for urine ketones (if BG >240)  and notify the Pediatric Endocrinology fellow of positive results 
 Assess recent food/sugar-containing beverage intake 
 Assess timing of last insulin dose 

o If >2 hr have passed since last insulin dose and food has not been recently consumed, give correction dose of rapid-acting 
insulin 

 Give an "FYI" notification to the Peds Endo fellow at the time of correction or first thing the next morning ** 
 
2. Low blood sugar at QHS and/or 2 a.m. 

 Correct with 15 grams of simple carbohydrates (4 oz of juice or 6 oz of sugar-containing soda).   
 Follow with a small snack (10-15 grams of carbs) containing complex carbohydrates and fat and protein to ensure appropriate blood 

sugar is maintained.   
 Recheck BG in 15 minutes for appropriate rise.  
 Give an "FYI" notification to the Peds Endo fellow at the time of correction or first thing the next morning ** 

 
3. Basal Insulin, in most cases, should not be held on a patient with insulin-dependent diabetes.  Discuss with the Peds Endo fellow before 
holding an insulin dose. 
 
 

**Some fellows will want to first discuss hyper- or hypoglycemia management while others will be fine with a "FYI" notification text page in the 
morning.  Please establish the preference of the on-call fellow prior to call. 

 
 
 
 
 
 
 
 
 
 
 



STEROID MANAGEMENT (replacement and weaning) 
Please ALWAYS page Endo fellow on call at 9296 to discuss steroid doses in these settings   

 
1.   For patients on physiologic replacement doses of steroids: 

 In the setting of minor illness, double their dose 
 In the setting of more serious illness, triple their dose 

 
2.   For patients on a steroid wean: 

 For minor illness, ensure their steroid dose is equivalent to 20 mg/m
2
 of hydrocortisone 

 For more serious illness ensure their steroid dose is equivalent to 30 mg/m
2
 of hydrocortisone 

 
3.   For planned OR procedures, in addition to stress-dosing as above: 

 Patients will need hydrocortisone 50 mg/m
2
 IV x1 on call to the OR 

             
*   If you are suspecting adrenal insufficiency, please draw ACTH and cortisol PRIOR to starting hydrocortisone 
**  IV doses are ~2x as potent as po doses 
 
 
HYPOGLYCEMIA CRITICAL SAMPLE 
Serum glucose 
Beta-hydroxybutyrate (ketones) 
Insulin 
C-peptide 
Cortisol 
Growth Hormone 
 

*consider: Lactate, Pyruvate, Free Fatty Acids, Ammonia, Total and Free Carnitine, Acylcarnitine 

 
 



 

INFECTIOUS DISEASE 
References: Pediatrics 1994; 94;390-396   (Rochester) 
  NEJM 1993; 329:1437-1441     (Philadelphia) 
  J Pediatr 1992; 120:22-27       (Boston) 
 
 

NEONATAL FEVER 
 

 0-28days 29-60days 61-90days 

Work-Up Panculture Panculture Blood, Urine 
Consider CSF 

Criteria Applicable No Yes Yes 
Admit All 4-6wks: Likely All 

6-8wks: High Risk 
High Risk 

Antibiotics Ampicillin 
Plus 

Gentamicin or Cefotaxime 
 

Ceftriaxone an option after 2-4 weeks 

Ceftriaxone 
 

Add Ampicillin if suspect Listeria,  

Vancomycin if suspect S. pneumo meningitis 

Ceftriaxone 
 

Add Vancomycin if suspect meningitis 

 
 
Neonatal Fever Criteria Comparison 
 
 Rochester Philadelphia Boston 

Age < 60do 29-60do 28-89do 
Temperature ≥38.0ºC ≥38.2ºC ≥38.0ºC 
History Term 

No perinatal antibiotics 
No underlying disease 
Went home with mom 

Not specified No immunizations in past 48h 
No antibiotics within 48h 

Not dehydrated 
 

Physical Exam Well-appearing 
No ear, soft tissue, bone infxn 

Well-appearing 
Unremarkable exam 

Well-appearing 
No ear, soft tissue, bone infxn 

Labs WBC > 5000, <15000/mm
3
 

Absolute band count < 1500/mm
3
 

WBC < 15000/mm
3
 

Band-neutrophil ratio < 0.20 
WBC < 20000/mm

3 

 



UA < 10wbc/hpf 
 
 
 
 

Stool < 5wbc/hpf (if indicated) 

UA < 10wbc/hpf 
Urine gram stain negative 

CSF < 8/mm
3
 

CSF gram stain negative 
CXR: no infiltrate (if obtained) 

Stool: no blood, few/no wbcs on 
smear (if indicated) 

UA < 10wbc/hpf 
 

CSF < 10/mm
3 

 
CXR: no infiltrate (if obtained) 

High Risk Hospitalize and empiric abx Hospitalize and empiric abx Hospitalize and empiric abx 
Low Risk Home, No abx, f/u next day Home, No abx, f/u next day Home, Ceftriaxone x1, f/u next 

day 

Sensitivity/Specificity 92% / 50% 98% / 42% n/a / 94.6% 

 
 
HSV and Neonatal Fever 
Reference: Pediatr Infect Dis J 2008; 27:425–430. 
 
Not all neonatal fever patients need an HSV PCR.   
Predictors that might make you consider neonatal HSV: 

 Maternal vaginal HSV 
 Cutaneous vesicles 
 Seizures 
 Lethargy 
 Hypothermia 
 Elevated LFTs (esp. AST) 
 CSF pleocytosis 
 Maternal fever 
 Respiratory distress 
 Thrombocytopenia 

 
Things that don’t predict neonatal HSV in neonatal fever: 

 Fever 
 Elevated total serum WBC 
 RBC in the CSF 

 
 
 



Neonatal Fever and Bronchiolitis 
Reference: Pediatrics. 2004; 113:1662-1666. 
 
For febrile infants with documented bronchiolitis, meningitis is highly unlikely.   

 Initial work-up: CBC, Blood culture, UA and Urine Culture.   
 >4wks old and low/high risk Rochester, unlikely meningitis.  Follow cultures for bacteremia, UTI.  No LP. 
 <4 weeks old, err conservatively, and obtain LP if high-risk by Rochester.  Start empiric antibiotics. 

 



 

PULMONOLOGY 
Reference: Pediatrics 2006; 118;1774-1793 
 
 

BRONCHIOLITIS 
 
Things Proven to Work in Bronchiolitis: 

 Supplemental oxygen for saturations < 90% 
 Intravenous fluids if necessary to prevent dehydration 
 NPO if excessive tachypnea 

 
Things Not Proven to Work: 

 Steroids alone 
 Albuterol nebulizers** [except in small group of patients] 
 Chest PT 

 
Things That Might Work:  

 Racemic epinephrine**  
 
Things That Are Likely to Unnecessarily Lengthen Stay (and cost): 

 CXR 
 Antibiotics 

 
**  For both Albuterol nebulizers and Racemic epinephrine, if you are compelled to try them on the floor, please assess immediately before and 
immediately after to determine efficacy. If they do not provide significant relief, do not continue. 
 



TRIAGE AND TRANSFERS 
 
 

Steps for Accepting Transfers from Outside Facilities (including LaRabida) 
 
Always utilize the Transfer Request Worksheet to obtain information for all transfers 
 

1. Return all pages from the Bed Desk in 5-10 minutes 
a. If you cannot due to inpatient emergency, have someone call the Bed Desk back to let them know there will be a delay 
b. If a Transferring Facility calls you directly, redirect them to the Bed Desk – do not offer clinical advice or suggestions 
 

2. For all potential transfers, speak to the referring MD as quickly as possible 
a. Collect the information to complete the Transfer Worksheet 
b. Be courteous, but do not promise an admission.  Instead say, ““Thank you for the information. We will do our best to help you. I need 

to discuss this with my attending and I will call you back within 15 minutes.” 
 

3. Call the Hospitalist on call to discuss the case 
a. Determine jointly whether the patient meets inpatient criteria 
b. Determine if the General Pediatric service is the appropriate service 
 

4. Call the Bed Desk back and provide them with the clinical plan [transfer to Gen Peds, contact other service, cannot accept, etc] 
 
5. Complete the Transfer Request Worksheet and submit to Hospitalist in the morning 

 
 

NOTES ABOUT TRANSFERS 
 
 Bed Desk will notify the Transferring Facility when a bed is assigned and ready 
 The Transferring Facility arranges transportation, not you 
 UCAN can only be used for transfers to the PICU; they will not bring patients to the floor 
 Continuous nebulizer therapy requires at 3:1 Nursing Designation – tell the Bed Desk 
 If you think the patient may go home the next day, designate them as a “23h Observation” 

 
 


