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Cold comfort for hot children

When faced with a young child with fever a doctor must do
three things: he must make sure that if the child has a serious
disease a diagnosis will be made and treatment given as soon

as possible; he must make the child as comfortable as he can;

and he must, as always, try to avoid causing discomfort or

harm with his treatment.
The first requirement makes it necessary for all young

children with fever to be seen and examined as soon as

possible, and the younger the child the more urgent is the
necessity. Young babies in particular are at risk of rapidly
progressive sepsis. In those under 3 months hospital admission
for observation and investigation is much the safest course

for all except those with the most transient and trivial fevers,
and even these call for careful and repeated assessment if
the child is to remain at home. At this age antipyretic treatment

is not indicated. Most paediatricians pride themselves on

being able to spot the sick baby, but they must also recognise
that they may be wrong and that even the most experienced
clinical judgment is not infallible. Of 61 babies aged 8 weeks
or less seen at Johns Hopkins Hospital because of fever, nine
had bacteraemia.1 At the initial clinical assessment an attempt

was made to assess the degree of illness on clinical grounds.
Of the nine bacteraemic babies, five were classified as ill, in
three cases the examining doctor was uncertain about the
baby, and one was classified as well. Eight of the nine
bacteraemic babies (including the "well" one) had a group B
streptococcus in their blood and one Yersinia enterocolitica.
Two had meningitis. In Boston 31 of 708 feverish children
seen at a "walk in" clinic had bacteraemia, and in over three
quarters of the cases the organism was either Streptococcus
pneumoniae or Haemophilus influenzae.2 Does bacteraemia of
itself matter? Certainly group B streptococcal disease in
young babies may prove rapidly fatal, and the presence of this
organism in the blood must be taken seriously. Pneumo-
coccaemia is associated with an appreciable risk of meningitis,
and H influenzae bacteraemia with meningitis, cellulitis, or

epiglottitis.3 Another study in Boston concerned 97 episodes
of pneumococcaemia in 95 children, mostly aged between
7 and 24 months, seen at hospital and initially sent home
because their illness was assessed as mild.4 On 46 occasions
an antibiotic was prescribed at the first visit. At review, usually
within 48 hours, 37 of these children were improved but two

still had pneumococcaemia and two had meningitis. Fifty
one children were not given antibiotic treatment at the first
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visit, and on review 16 of these were improved, 13 still had
pneumococcaemia, and one meningitis. Another developed
meningitis later. Thus the mildly ill, feverish young child
with pneumococcaemia appears to have about a 40/0 risk of
developing meningitis. Such a risk would fully justify intensive
intravenous antibiotic treatment for all such children.
The feverish young child, then, should alAys be regarded

as potentially at risk of serious disease. In young babies the
scales are weighted heavily in favour of admission to hospital
for observation and investigation in all cases. All young
children with fever deserve careful observation whether at
home or in hospital, and doctors should always be prepared to
request immediate hospital admission for any whose condition
occasions the slightest concern.
How may a feverish child best be made comfortable ?

Bed rest, a light, attractive diet, and ample fluid intake are
obvious requirements, as is antibiotic treatment for bacterial
infections. Should we try to reduce the temperature ? It has
often been suggested-more often than not on the basis that
"nature knows best"-that fever may have an important
biological role and we should "leave nature alone." An
increasing amount of evidence from studies in animals shows
that fever may enhance defence mechanisms against infection,56
and there is little evidence that fever itself is harmful except
in the 300 of children who are prone to develop febrile
convulsions. A comfortable child who is not known to be
liable to develop convulsions with fever and who has a modest
fever of, say, less than 390C may safely be left without
antifever treatment, though in practice it may be difficult to
resist parental demands for treatment, and the matter is
not so clear cut as to justify obstinacy on the doctor's part.
Children with high fever causing distress and those prone to
develop convulsions may benefit from treatment, though
antipyretic drug treatment has not been shown to prevent
febrile convulsions.7 Physical measures such as tepid sponging,
fanning, or sponging with cold water or alcohol are likely to
produce discomfort,8 are probably no more effective than
giving aspirin or paracetamol,9 and seem unphysiological as
they simply oppose the body's response to the high set
"hypothalamic thermostat."
Only two drugs are commonly used as antipyretics for

children, aspirin and paracetamol. There is abundant evidence
that they are effective and about equally so,9-15 though
possibly paracetamol produces a peak effect slightly sooner
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and is marginally more potent.16 Concern has long been
expressed that when given in modest excess aspirin may prove
toxic and even fatal in children.'7 18 This concern has increased
recently because of evidence that aspirin may be implicated
in the pathogenesis of Reye's syndrome.'9-24 The latter is
uncommon but may occur in small epidemics and has a high
mortality. In 1977 and 1978 there were 655 cases reported
in the United States with a mortality of 3200/20 The clinical
features of the disease are vomiting and rapidly progressive
encephalopathy after a viral like illness, and the characteristic
pathological findings are fatty infiltration of the liver and
cerebral oedema.

Various viruses have been implicated, especially influenza
and chickenpox, but many of the features of the disease are
similar to those of salicylate poisoning,19 and case-control
studies show a significant relation between administration of
aspirin during the prodromal illness and the development of
Reye's syndrome. In three studies a total of 141 patients with
Reye's syndrome were compared with 247 controls matched
for age and the nature of the prodromal illness.2022 Some
970% of the patients and 67% of the controls had been given
salicylate, whereas 150/ of patients and 37% of controls had
been given paracetamol. The doses of salicylate used were
not excessive but the patients tended to have had more than
the controls. Despite the rarity of Reye's syndrome it seems
sensible to conclude that aspirin should be avoided in children
with fever, especially during epidemics of influenza or
chickenpox.2' The danger of paracetamol in overdose is well
known but there is no evidence that it is harmful in therapeutic
doses (admittedly, the same was held to be true of aspirin for
many years). A recent survey in the United States showed
that aspirin and paracetamol had been given to equal numbers
of children before admission to hospital, but the doctors in
two teaching hospitals prescribed paracetamol 10 times more
often than aspirin.25 Concern has been expressed that increased
use of paracetamol might lead to an increase in accidental
poisoning in children, but the drug is readily available and
is commonly used by adults. Any increase in poisoning would
seem more likely to be due to the general household use of
the drug than to its prescription, or use by parents, for
children.
At present, therefore, when antipyretic drug treatment is

considered necessary for a child paracetamol must be regarded
as the drug to be preferred. Single dose studies of paracetamol
have shown that the antipyretic effect starts between one and
two hours after the dose, the maximum effect (reduction of
fever by about 700%) occurring at between one and a half
and three and a half hours.'6 26 Recommendations for dose
vary from 10 to 20 mg/kg body weight and for the interval
between doses from four to eight hours.26 27 Paracetamol elixir
contains 120 mg in 5 ml. Between 1 and 5 years of age,
therefore, an average appropriate dose would vary from one
to two and a half standard 5 ml spoonfuls every four to six
hours. Paracetamol suppositories are effective27 but not readily
available; they are rarely necessary.
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Food allergy
Early this year Fisons organised a workshop on food allergy in
Harrogate, under the chairmanship of Professor R R A
Coombs-a follow up to an earlier workshop on the same theme
in 1980. The meeting produced paradoxical results: the
clinical evidence for food intolerance was strengthened, while
doubts were thrown on the diagnostic value of specific tests
for that intolerance.

Clinically, the most important presentations concerned the
contribution of food intolerance to gastrointestinal disease.
Patients with Crohn's disease are known to respond to an
elemental diet but little is known about the manner in which
diet influences their risk of relapse once the elemental diet is
stopped. Dr J 0 Hunter (Addenbrooke's Hospital, Cam-
bridge) reported that dietary exclusion produced long term
remission in 20 out of 28 patients with histologically proved
Crohn's disease, in many of whom the disease had remained
active despite treatment with steroids or surgery. In addition
141 out of 205 patients with the irritable bowel syndrome also
responded to dietary exclusion. The foods most commonly
responsible were wheat, dairy products, corn, citrus fruit, tea,
and coffee. These clinical observations had been supported by
appropriately controlled challenge tests.
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