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Topic: Paediatric fever 
Podcasters: 
1. Name: Stevan Bruijns 

Affiliation/ role: Derriford ED/ emergency physician 
2. Name: none 

Affiliation/ role:       
 
Case:  
Mum and dad presents at 0030 with their 2y old son, Billy, who has been 
unwell all day.  He was feverish and would not drink from his bottle.  They 
have been struggling to get Calpol into him and reports that he just vomits it 
back up.  At midnight Billy had a seizure which lasted around 30 seconds.  His 
parents phoned for an ambulance.  He is alert, visibly upset and clings to 
mum.  His temperature is 39.7.  Billy's chest is clear, RR= 24, P=140 and you 
find nothing on ENT.  Mum tells you that he has been having wet nappies. 
 
Discussion:  
Infections are very common in children.  In fact it is the commonest reason for 
going to the doctor in that age group and the leading cause of deaths in 
children.  The vast majority will have a viral cause or an obvious bacterial 
cause.  Fever without source is challenge as it is often difficult to differentiate 
viral from serious bacterial infections leaving the clinician struggling with 
options on what to do. 
The history should usually be brief.  Besides the standard history the clinician 
should also include a vaccination history and enquiry about a possible 
infective contact.  Parents should be asked whether the child has been taking 
meals and drinks, and passing urine.  Parents often have a very good idea of 
what they think is going on and it is useful to know early on what their fears 
may be and perhaps even what they make of the situation. 
A structured assessment should always include an A-E approach.  One 
should note that vital sign reference ranges are different at different ages.  
Respiratory exam should include a respiratory rate, actively looking for signs 
of increased respiratory work (use of accessory muscles, recession, etc.), 
listening for crackles and wheezes, and check saturation.  Cardiovascular 
exam should include checking the pulse rate and volume, and making a 
general assessment of perfusion (CRT, dry mucosa, etc.).  A BP is not 
generally required but should be performed if a low perfusion state is 
suspected in an unwell child.  Heart rate increases by approximately 10 
beats/min for each degree increase in temperature.  Neurology includes 
checking AVPU, tone, focal weakness, meningism and pupil responses.  In 
younger children the fontanel should be inspected.  Undress the child and 
look for a rash everywhere.  Useful adjuncts to the basic ED exam are to do a 
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brief ENT examination, and performing a u-dip.  Never forget to do blood 
glucose in an unwell child.    
Features from the examination are then used to determine the risk of serious 
illness by checking findings against the NICE traffic light system. This is a 
table of symptoms and findings listed against a green (low risk), amber 
(medium risk), and red (high risk) colour code.  There are other several 
scoring systems in use elsewhere (Yale, Young infant, Rochester, 
Philadelphia, etc.) that determines risk in the fever-without-origin cohort.  
These were used to derive the NICE traffic light system.  It is important to note 
that height of fever is not a strong predictor of serious illness however; the 
fever threshold is generally lower in children under 3 months due to their 
underdeveloped immune system. Duration of fever is another feature which is 
often regarded as a predictor of serious illness despite no evidence to back it 
up.   
Children under 3 months in general requires observation irrespective of risk, 
and a lumbar puncture if they are either unwell or under a month.  In children 
older than 3 months each colour risk code corresponds to an appropriate 
treatment plan.  Green risk level requires a u-dip and clinical assessment for 
pneumonia, to be discharged with an advice sheet and follow up even if both 
of these yield nothing. Amber and red risk levels generally require admission 
for further investigations. 
Acceptable alternative admission reasons include social and family 
circumstances, other illnesses that affect the child or other family members, 
parental anxiety and instinct (based on their knowledge of their child), 
contacts with other people who have serious infectious diseases, recent travel 
abroad to tropical/subtropical areas, or areas with a high risk of endemic 
infectious disease, when the parent or carer’s concern for their child’s current 
illness has caused them to seek healthcare advice repeatedly, where the 
family has experienced a previous serious illness or death due to feverish 
illness which has increased their anxiety levels and when a feverish illness 
has no obvious cause, but the child remains ill longer than expected for a self-
limiting illness. 
To lower the temperature the following three rules apply: use of medications, 
Increase fluid intake and dress.  Paracetamol and ibuprofen should be used 
alternatively as combining the drugs does not provide any additional benefit 
over single agent use.  This allows better spread of medications over the 
course of a day allowing 8 doses, each approximately 3 hours apart.  Children 
should be undressed although shivering should not be allowed and a layer 
should be added if shivering is present. Fluids through syringing or ice lollies 
are great ways to increase fluid intake.  Parents are often amazed at how 
quickly their children respond to these measures. 
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Discharge should always follow agreement with the parents, with written 
advice and parental agreement to return to the ED or their own primary care 
physician if there are concerns.  It is useful to also take the opportunity to 
discuss the home management of febrile seizures at this time and provide a 
written advice sheet in this regard. 
 
Summary: 
Fever in children is common, often not serious, but can be challenging to rule 
out serious illness if an obvious source is not present.  Using a structured 
approach in assessing feverish children is important.  The NICE traffic light 
system identifies at-risk populations.  Admit all children under 3 months with 
unknown source of fever.  Children over 3 months should be admitted if their 
risk is amber or red.  When discharge is considered a written advice sheet 
should be issued to the parents. 
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