
CITY AND HACKNEY 
FEVER IN A CHILD  PATHWAY

When assessing a child with a fever, a combination of clinical judgment, taking vital
signs, and applying the traffic light system can provide a clearer picture of whether the

child can be managed in primary care or requires referral to secondary care.

Key Observations to Assess:

Respiratory rate
Blood pressure and/or capillary refill time

Pulse rate
Oxygen Saturation

Temperature
Changes in cognition or social interaction

Level of parental concern 

Abnormalities in respiratory rate, cognition, and perfusion are often more critical indicators of
illness severity than other physiological parameters (Royal College of General Practitioners, 2023). Key Risk Groups:

Infants <3 months.
Incomplete immunisations
Recent (<6 weeks) trauma,
surgery, or invasive
procedures.
Immunosuppressed,
Indwelling lines, catheters,
or skin breaches.
Chronic illnesses (sickle-
cell, asthma, crohns ect.)
Global developmental
delay,
Frequent attenders,
Returning travellers.

Clinical Red Flags:

Pale, mottled, ashen, or
blue skin, lips, or tongue.
Unresponsive to social
cues or abnormal AVPU
scale.
Weak, high-pitched, or
continuous cry.
Severe respiratory distress
(grunting, chest indrawing,
RR >60/min).
Non-blanching rash,
bulging fontanelle, or neck
stiffness.
Status epilepticus
Bile-stained vomiting.
Fever lasting >5 days.

Feature Green (Low Risk)
Amber (Intermediate

Risk)
Red (High Risk)

Color
Normal skin, lips, and

tongue
Pallor reported by

parent/carer
Pale, mottled, ashen, or
blue skin, lips, or tongue

Activity

Responds normally to
social cues; content

or smiles; stays awake
or awakens quickly;

strong, normal cry or
not crying

Reduced response to
social cues; no smile;

wakes only with
prolonged stimulation;

decreased activity; poor
feeding

No response to social
cues; appears ill to a

healthcare professional;
does not wake or stay

awake; weak, high-
pitched, or continuous

cry

Respiratory
Normal respiratory
rate; no respiratory

distress

Nasal flaring; oxygen
saturation 92-94% in air;
mild respiratory distress

Grunting; oxygen
saturation <92%;

moderate or severe chest
indrawing

Circulation and
Hydration

Normal heart rate;
normal skin and eyes;

moist mucous
membranes

Tachycardia (age-
dependent thresholds);

dry mucous membranes;
reduced urine output

Severe tachycardia;
capillary refill time >3
seconds; reduced skin

turgor; sunken eyes; no
urine output

Other
None of the amber or

red symptoms

Fever ≥5 days; swelling of
a limb or joint; non-

weight bearing; age 3-6
months with temperature

≥39°C

Non-blanching rash;
bulging fontanelle; neck

stiffness; status
epilepticus; focal

seizures; bile-stained
vomiting

ACTIONS
Manage in primary

care. Provide safety-
netting advice.

Arrange urgent face-to-
face review within 2

hours. Provide
parent/carer advice

sheets (see links):
Fever Advice Sheet 
Link for parents (SMS)

Call 999. Administer
oxygen and commence
stabilising treatment.

Refer urgently to
hospital.

A S S E S S M E N T  P R E S E N T A T I O N  T O  P R I M A R Y  C A R E

For any queries or amendments, please contact
Miriam Rahman (Paediatric Pathways Lead) 

Email: Miriam.rahman@nhs.net

https://www.oxfordhealth.nhs.uk/wp-content/uploads/2020/12/CCG-Fever-Advice-Sheet.pdf
https://www.oxfordhealth.nhs.uk/wp-content/uploads/2020/12/CCG-Fever-Advice-Sheet.pdf
https://www.nhs.uk/symptoms/fever-in-children/


Meningococcal disease and
bacterial meningitis 

Consider meningococcal
disease in any child with fever

and a non-blanching rash,
particularly if any of the

following features are present:

 • An ill-looking child 
• Lesions larger than 2 mm in

diameter (purpura)
 • A capillary refill time of 3

seconds or longer 
• Neck stiffness

Classical sign (neck stiffness,
bulging fontanelle, high

pitched cry) are often absent
in infants with bacterial

meningitis

Herpes simplex encephalitis 

Consider herpes simplex
encephalitis in children with

fever and any of the following
features: 

• Focal neurological signs 
• Focal seizures 

• Decreased level of
consciousness. 

Pneumonia

Consider pneumonia in
children with fever and any of

the following signs:

• Tachypnoea 
RR>60 (0-5mo)
RR>50 (6-12mo)

RR >40 (>1yr) 

• Crackles in the chest 
• Nasal flaring 

• Chest indrawing 
• Cyanosis 

• SpO2 of 95% or less in room
air. 

Urinary tract infection 

Consider urinary tract infection
in a baby or child under 5 with

fever. See the C&H UTI pathway
here. 

Painful urination (dysuria) 
More frequent urination 

New bedwetting 
Foul smelling (malodorous) urine 

Darker urine 
Cloudy urine 

Frank haematuria (visible blood
in urine) Reduced fluid intake 

Shivering 
Abdominal pain Loin tenderness

or suprapubic tenderness 
Capillary refill longer than 3
seconds Previous history of

confirmed urinary tract
infection.

Kawasaki disease

Be aware of the possibility of
Kawasaki disease in children

with fever that has lasted 5 days
or longer.

Additional features of Kawasaki
disease may include: 

• Bilateral conjunctival infection
without exudate,

 • Erythema and cracking of lips,
strawberry tongue, or erythema
of oral and pharyngeal mucosa,
 • Oedema and erythema in the

hands and feet, 
• Polymorphous rash, 

• Cervical lymphadenopathy. 

 Ask parents or carers about the
presence of these features since
the onset of fever, because they
may have resolved by the time

of assessment. 

Be aware that children under 1
year may present with fewer
clinical features of Kawasaki

disease in addition to fever, but
may be at higher risk of coronary
artery abnormalities than older

children.

Age Heart Rate (Beats per Minute)

Less than 12 months More than 160

12-24 months More than 150

2-5 years More than 140

6-12 years (APLS) More than 120

Symptoms and signs of specific illnesses

Advanced Paediatric Life Support criteria for tachycardia

CHILDREN UNDER 5 YEARS 

 (National Institute for Health and
Care Excellence, 2019)

(Resuscitation Council UK, 2021)

The information below has been summarised from the NICE guidance (NG143) 2021. For the
most up-to-date clinical recommendations, please visit the NICE and CKS website.

(Hewintson & Fertleman 2014) 

https://gps.cityandhackneyccg.nhs.uk/pathways/uti-in-children


PAEDIATRIC VITAL SIGNS (NORMAL REFERENCE RANGES FOR OBSERVATIONS)

Whilst PEWS are not validated for use in Primary Care,
they can be helpful in determining how far a set of

observations deviates from the normal range. This can
support the structured referral of acutely unwell

patients. However, if you are concerned about a child,
you should not be reassured by a normal PEWS score.

Calculate scores according to age click here

Fever Management by Age Group

Infants (<3
months):

Infants with a
temperature of

≥38°C are
considered high
risk and require
urgent medical
evaluation. For

children under 3
months, contact
and refer to the

paediatrics team at
Homerton

Hospital. Use the
registrar bleep

(#007) or if
unavailable - the
GP advice hotline

(available Mon–Fri,
9 am–5 pm) at
07795 390715.

Children (3
months - 5

years):

Use the traffic
light system to
guide
investigations
and
management.
Perform urine
testing for
suspected
urinary tract
infections (UTI).
Low threshold
for referral of
child with any
amber flag
features for
consideration of
parenteral
antibiotics.

Children (>5 years):

Apply the traffic light system to assess the risk of serious illness
and guide management.

Encourage oral fluids to prevent dehydration and advise parents
to monitor for red flag symptoms, such as difficulty breathing,
persistent vomiting, or non-blanching rashes.

Investigate potential sources of fever, including conducting a
urine dipstick test if a UTI is suspected.

In cases of suspected bacterial infection or clinical deterioration,
consider initiating antibiotic therapy and refer to secondary care
as needed.

If fever persists for >5 days without a clear source, consult with
paediatrics or refer to secondary care for further investigation.

If considering meningococcal disease to give IM benzyl penicillin (if
no allergy) before sending in ambulance (Neonate - 300 mg.
Children aged 1-11 months — 300 mg. Children aged 1–9 years —
600 mg. Adults and children aged 10 years or over — 1.2 g) NICE
2025.

Note: 

URINE TESTING: Do not routinely test the urine of babies, children and young people aged 3 months and over who have
symptoms and signs that suggest an infection other than a UTI. If they remain unwell and there is diagnostic uncertainty,
consider urine testing (NICE 2022).

STARTING ANTIBIOTICS: Only start antibiotics when there is a clear source of infection. Do not give antibiotics in the absence
of an identifiable source. Children with no clear source of infection but who have amber risk factors should be referred to
secondary care. 

https://www.england.nhs.uk/publication/national-pews-observation-and-escalation-charts/
https://cks.nice.org.uk/topics/meningitis-bacterial-meningitis-meningococcal-disease/management/meningitis-or-meningococcal-disease/
https://cks.nice.org.uk/topics/meningitis-bacterial-meningitis-meningococcal-disease/management/meningitis-or-meningococcal-disease/
https://www.nice.org.uk/guidance/ng224/chapter/Recommendations?utm_source=


Authors:  Miriam Rahman (Paediatric Pathways Lead) , Dr James Pitts (Paediatrics - Homerton Healthcare NHS Foundation Trust). 
Review date: September 2027.
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