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Summary

Background: Fever is one of the more common symptoms in
children and adolescents, accounting for 20%-40% of all pediatric
office visits and ca. 30% of all pediatric contacts with the emergen-
cy medical services. The present clinical practice guideline con-
cerns the management of fever of acute onset in otherwise healthy
children and adolescents in the outpatient setting.

Methods: A systematic literature search was conducted, with evalu-
ation according to SIGN and GRADE.

Results: For neonates and infants under the age of 3 months, the
body temperature should be measured rectally with a digital
thermometer. From the age of 1 year onward, it can be measured
with an infrared tympanic thermometer (sensitivity 77%, specificity
98%). For infants under the age of 3 months, temperatures above
40°C are associated with an elevated risk of severe bacterial infec-
tion (OR 6.3, 95% confidence interval [4.44; 8.95]); in older
children, the height of the fever has little prognostic significance

(p = 0.11). The decision whether to lower the fever by medical
means should be based exclusively on the degree of suffering and
impairment of the child. Antipyretic agents should not be given rou-
tinely. Parents and other carers should be educated about fever as
a normal defense reaction of the body and should be made ac-
quainted with the warning signs (impaired consciousness, cut-

aneous hemorrhage, dehydration, capillary refill time
longer than 3 seconds). Children whose degree of
suffering and impairment from fever calls for treat-
ment can be given acetaminophen (10 to 15 mg/

kg BW in each individual dose, no more than 4 times
per day) or ibuprofen (10 mg/kg BW in each individ-
ual dose, no more than 3 times per day).

Conclusion: This evidence-based clinical practice
guideline establishes a differentiated, symptom-
oriented approach to the outpatient management of
fever and emphasizes the education of parents and
other carers so that the unnecessary administration
of antipyretic drugs can be avoided.
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Fever is one of the more common symptoms in

children and adolescents. While primary care data

from Germany are lacking, data from England and the
Netherlands show that 68-74% of all parents report
episodes of elevated body temperature at least once
every six months in children aged 6-56 months (1).
20-40% of all pediatric office visits and about one-third
of all pediatric emergency department visits are fever-
related (2, 3). Healthcare professionals and parents—or
other caregivers—handle fever very differently. In the
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authors’ experience, fever is often viewed as
a disease that needs to be treated.

Fever is highly conserved in evolu-
tion—the fever response has been present in
both warm-blooded and cold-blooded
vertebrates for more than 600 million years.
This conservation, despite its high metabolic
costs (for every 1°C increase in body
temperature, the metabolic rate rises about
10-12.5%), implies that fever helps the organ-
ism survive infection. The fever response is
mediated by integrated physiological cir-
cuits and confers a survival advantage (4, 5).

The term “hyperpyrexia” is defined
inconsistently in the literature. While some
authors define it as a body temperature
above 41.1°C (106°F) (6), others use a thres-
hold of 40°C (7). These differing definitions
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make it difficult to compare study results. In the case of
infection-related fever, however, the term “hyper-
pyrexia” has no specific pathophysiological significance,
since even at very high temperatures, fever is based on
an endogenous, hypothalamically regulated shift in the
set point. This differs fundamentally from exogenous hy-
perthermia (e.g., heatstroke), in which hypothalamic
thermoregulation fails.

It was on this background that we have now developed
the first German S3 guideline on fever management in
children and adolescents (8). The guideline explicitly does
not address fever in the hospital setting or in the care of
chronically ill children and adolescents, for whom specific
guidelines exist (9-13).

Methods

A 19-member working group consisting of experts from
medical specialty societies, professional associations, and
patient organizations was formed (eBox 2). A systematic
search was conducted in MEDLINE via PubMed for publi-
cations from 13 June 2022 to 21 January 2023. Questions
were formulated in the PICO framework (eBox 3). The
literature search identified 99 studies, 19 of which were in-
cluded in the final analysis (Figure) (el-el9). The studies
were assessed with SIGN (14) and underwent an external
GRADE assessment (15). This guideline is valid for five
years; the full version, guideline report, parent version,
updates, and an option to register for email notifications
can all be found at (8).

Results and Recommendations
The guideline group agreed on 24 recommendations with
consensus levels ranging from 92 to 100 percent (eBox 4).

Parent education

Parents and other caregivers (guardians) should be
informed that fever is a normal and usually beneficial
immune response. Evidence-based information sources
for caregivers include the FeverApp and information from
the German Federal Center for Health Education (Bundes-
zentrale fiir gesundheitliche Aufkldrung BZgA) (16, 17).

Temperature measurement and examination

The accuracy of temperature measurement depends on
the method used and the age of the patient. Alternatives
to rectal measurement can be used to detect fever with
high specificity, but insufficient sensitivity. In newborns
and infants, the core body temperature should be
measured with a digital rectal thermometer. Meta-
analyses have shown that alternative methods (infrared
tympanic thermometers) have a sensitivity of only
70-77% [0.60; 0.88] in this age group (el-e4). The mean
absolute deviation between index measurement me-
thods and reference methods was -0.26°C (limits of
agreement [LOA], -0.97 to 0.46°C) (el). In children aged
one year and older, measurement with an infrared
tympanic thermometer is generally considered suffi-
ciently accurate. Meta-analyses have shown a high spe-
cificity of 98% [0.95; 0.99] and a moderate sensitivity of
77% [0.60; 0.88] (el-e3). The mean deviation from rectal
measurement was -0.22°C [-0.49; -0.04] (e3). The
highest discriminative ability (AUC 0.97) was found at a
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cutoff value of 37.8°C, with 92% pooled sensitivity [0.90; 0.94] and
91% specificity [0.89; 0.92] (e4). Infrared forehead and temporal
thermometers are less accurate than tympanic thermometers when
both are compared to rectal measurement as a reference standard;
the evidence for their diagnostic accuracy is very low. Nevertheless,
they can be used as a practical alternative, especially when the
young patient cannot tolerate more invasive measurement. Axillary
temperature measurement is unreliable in all age groups and should
not be used. The mean difference from rectal measurement was
from -0.67°C to -0.85°C (e3, e5), and the sensitivity was a mere 42%
[0.25; 0.58] even among trained users, although the specificity was
high at 96% [0.91; 0.97] (el). Palpation can be used to rule out fever
but requires confirmation if it raises suspicion of fever (sensitivity
87.5% [79.3; 92.8], specificity 54.6% [38.5; 69.9] (e6).

The assessment of warning signs for severe infection

Parents often wrongly focus on the temperature reading as the sup-
posed main indicator of disease severity. Whatever the temperature
is, fever should always be interpreted in the context of the child’s
general condition, well-being, and warning signs. Infants under 3
months of age with a rectal temperature of >38°C should be meticu-
lously examined by a physician to rule out severe bacterial infection;
those whose temperature exceeds 40°C are at a significantly higher
risk of severe bacterial infection than those whose temperature is
under 40°C (odds ratio [OR] = 6.3, [4.44; 8.95]). This increase in risk is
lower in older children (OR =1.63, [1.11; 2.40]) (e7). A very important
finding is that, in 30.4% of infants with invasive bacterial infection,
the peak temperature was below 38.5°C (18). Thus, fever is often
absent in this age group even in the presence of a severe bacterial in-
fection. The clinical findings, rather than the temperature reading,
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Traffic-light system for assessing the risk of a serious disease in a child or adolescent with fever*!

Criterion Green Yellow Red
(low risk) (medium risk) (high risk)

General condition | barely affected impaired significantly impaired
Skin color normal color pale/mottled very pale/gray/irregular/shiny/blue
Activity smiles and communicates, decreased responds abnormally or not at all to verbal stimuli,
plays, awake or can be appears severely ill, does not wake up or cannot stay
awakened, cries normally awake, cries noticeably weakly/shrillly or continuously
Breathing normal flaring nostrils, rapid breathing*?, crackles, gasping for breath, > 60 breaths/min, severe chest
Sp0, < 95% retractions, SpO, < 90%
Circulation normal skin and eyes, moist | tachycardia*3, dry mucous membranes, reduced very dry lips/mouth, sunken eyes, anuria, flaccid skin
mucous membranes food/fluid intake, oliguria, capillary refill time = 3
sec
Other no yellow/red signs fever > 3 days, joint swelling, protective posture, Age < 3 months and T = 38°C or < 36.5°C, non-
severe pain, flank tenderness blanching rash, bulging fontanelle, meningeal signs,
seizure, focal neurological signs

A febrile child brought to the clinic by a parent or guardian should be evaluated by a physician as soon as possible, particularly if there is evidence of a serious condition. At
the green level, a medical evaluation is not mandatory; at the yellow level, it is recommended; and at the red level, it is urgently indicated. The primary care physician de-
cides on the next steps. The decision to reduce the fever is independent of this traffic-light system and is based solely on the extent to which the fever affects the child.

*"modified from (21); not validated in Germany

*2rapid breathing: up to 1 year > 40/min, 1-5 years > 30/min, 6-18 years > 20/min
*3tachycardia: up to 1 year > 160/min, 1-5 years > 140/min, 6-12 years > 120/min, 13-18 years > 100/min

are determinative. Key warning signs include the overall
clinical impression of severe compromise (as assessed
by experienced medical personnel), impaired
consciousness, sensitivity to touch, severe pain, high-
pitched crying, skin hemorrhages, dehydration, capil-
lary refill time exceeding three seconds, very pale/gray/
blue skin, and a fever lasting more than three days. Age-
dependent values for an excessively rapid respiratory
rate (tachypnea) are: up to 1 year >40/min, 1-5 years
>30/min, 6-18 years > 20/min. On the basis of the above
data, a structured, “traffic-light” system for risk assess-
ment was developed for the guideline (green = low risk,
yellow = moderate risk, red = high risk), incorporating
information on the patient’s general condition, skin
color, activity level, respiration, and circulatory status
(Table).

Fever reduction

Fever is usually self-limiting and is considered a protec-
tive response of the immune system. In clinical practice
to date, the decision to treat fever has often been based
mainly on the numerical height of the measured
temperature. Even children without any marked pain or
clinical impairment were given antipyretic drugs solely
because of a high temperature. Current evidence does
not support this temperature-centered approach.

As for the treatment of fever at home, parents should
be advised as follows: as the body temperature rises, a
child or adolescent will often feel cold (e.g., cool hands
and feet, shaking chills). During this phase, the patient
should be dressed and covered as needed for warmth
and comfort. If, on the other hand, the patient feels too
warm, lighter clothing suffices. A sense of calm and

security should also be communicated by loving care.

The guideline emphasizes a paradigm shift: the child’s well-being
and complaints of pain and discomfort, rather than the temperature
reading, are the determinative criteria for treatment. Treating a
fever in a previously healthy child is not indicated merely to lower
the temperature. The level of fever is no more than weakly
correlated with the severity of illness in children aged three months
and above. In infants under three months of age, temperatures
above 40°C indicate an increased risk of severe bacterial infection
(SBD) (OR = 6.3, 95% confidence interval [4.44; 8.95]). In children
aged three months and older, even though a statistically significant
association was found between temperatures above 40°C and SBI
(OR =1.36, [1.16; 1.61]), the absolute risk difference was both statisti-
cally insignificant (p = 0.11) and clinically irrelevant (e7). In a recent
cross-sectional study (published after the guideline was finalized),
hyperpyrexia (temperature > 40.0°C) had no significant association
with SBI (adjusted OR 1.40, [0.92; 2.12]) (7). Antipyretic medications
should only be used for pain relief and to improve the patient’s well-
being, and not in reflex fashion just to lower a high temperature.
(Dosages: acetaminophen; single dose: 10 to 15 mg/kg, maximum
single dose: 1000 mg, maximum daily dose: 4000 mg [over 12 years of
age], no more than four to six doses per day; ibuprofen; single dose:
7 to 10 mg/kg, maximum single dose: 600 mg [over 12 years of age],
maximum daily dose: 40 mg/kg or 2400 mg, no more than four doses
per day).

Systematic reviews have shown that paracetamol and ibuprofen
have comparable antipyretic efficacy at the recommended doses,
with average temperature reductions of 0.9 to 1.85°C within two to
four hours (e8-ell). Metamizole (10-15 mg/kg) is also comparably
effective. A small number of studies have shown slightly greater
temperature reductions with ibuprofen, but these differences are
not clinically relevant. What matters is the improvement in well-
being and pain relief, not the absolute reduction in temperature.

Giving ibuprofen and acetaminophen in alternation, or changing
the antipyretic drug, may be considered after consulting a physician
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if the child remains affected. Compared to monotherapy
with an antipyretic drug, alternating therapy with two
different ones resulted in an average mean temperature
that was 0.6 °C lower one hour after the second dose
(MD = -0.60 °C, [-0.94; —0.26]; 78 subjects, 1 study) and
1.6°C lower three hours after the second dose (MD =
-1.60°C, [-2.27; -0.93]; 40 subjects, 1 study) (e9). Another
meta-analysis examined the endpoint “number of pa-
tients with fever,” comparing the alternating regimen
with monotherapy at four hours (RR = 0.33, [0.07; 1.43];
511 participants, 2 studies) and six hours (RR = 0.30,
[0.15; 0.57]; 580 participants, 3 studies) (e10). The poten-
tial risk of accidentally giving the wrong drug and
causing an overdose when alternating between two
drugs must also be considered.

Metamizole can be given to very ill children who fail
to respond adequately to ibuprofen or paracetamol (10
to 15 mg/kg up to 4 times daily). A meta-analysis (79 ran-
domized controlled trials, with mainly adult subjects)
has shown that serious adverse events with metamizole
are rare, but the risk of agranulocytosis must be taken
into account (el2). Detailed, continuously updated in-
formation on dosages, contraindications, interactions,
and adverse effects of antipyretic drugs in children and
adolescents can be found in the evidence-based online
resource www.kinderformularium.de (19).

The response to antipyretic drugs does not correlate
with the severity or nature of the infectious disease (viral
or bacterial) and cannot be used to draw such distinc-
tions. An overview of eight studies from 1947 to 2013 on
fever in persons up to age 18 revealed that a positive
response to antipyretic medication is not a suitable
criterion for ruling out a serious disease (el3).

Antibiotics

A fever alone is not an indication for antibiotics. Most in-
fections in children and adolescents are of viral origin,
and even some bacterial infections do not need any anti-
biotic treatment.

Non-pharmacological measures

Rest, a feeling of security, keeping the child warm if he or
she feels cold (cool hands/feet, shaking chills) as the
fever rises, offering fluids regularly, ensuring undis-
turbed sleep, and light meals if the child has an appetite
are recommended. Children and adolescents with a
fever should not be undressed and/or exposed to cold
ambient temperatures. Studies have shown that
undressing the child as the sole treatment of fever causes
discomfort and only minimally lowers the body
temperature(el4). A meta-analysis on sponging found it
to be less effective at lowering the body temperature
than paracetamol alone (final temperature reduction
0.55-0.75°C vs. 0.9-1.85°C) (e8). Moreover, moderate to
poor comfort was reported more frequently after spong-
ing than after paracetamol administration alone. The
focus should be on the well-being of the child or adoles-
cent. There is only very limited evidence regarding the
efficacy of calf wraps, and the available systematic re-
views contain little data on this traditional method. The
recommendation, based on expert consensus, is that calf
wraps may be considered for warm hands and feet (no
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centralization) and subjective discomfort in the child.
They should be at body temperature to avoid counter-
regulation and should only be used if accepted by the
child.

Febrile seizures and vaccinations
Antipyretic drugs do not shorten febrile seizures and are
not indicated in acute situations; nor do they prevent feb-
rile seizures, and they should not be used for this purpose.
Meta-analyses have revealed no significant difference in
the recurrence rate of febrile seizures between children
with and without antipyretic prophylaxis (el5, el6).
Published meta-analyses of two and three randomized
controlled trials yielded OR = 0.92; [0.57; 1.48] (el5) and
OR =0.9, [0.57; 1.43] (20), respectively, for febrile seizure
recurrence under antipyretic treatment: in other words,
no statistically significant protective effect was found.
The prophylactic administration of antipyretic drugs
in children undergoing vaccination should be avoided.
Systematic reviews have shown that prophylactic antipy-
retic treatment with acetaminophen (but not ibuprofen)
led to significantly lower antibody levels after pneumo-
coccal conjugate vaccination (el7, el8), albeit within a
titer range that is still thought to be protective. Note: The
STIKO recommendation of 18 January 2024 regarding the
prophylactic administration of paracetamol during men-
ingococcal B vaccination, which has since been revised,
was published after the consensus meetings for this
guideline.

Recovery

Children should be without fever and feeling well for at
least one day before returning to preschool or school (this
recommendation is based on expert consensus, not on
direct evidence from the literature).

Discussion

The definition of fever and temperature measurement
There are international differences in the definition of
fever in children. While in German-speaking countries a
temperature of 38.5°C or higher is often defined as a fever,
English-language guidelines mainly set the threshold at
38.0°C. The present guideline follows the definition of
>38.5°C, corresponding to the usual clinical practice in
Germany.

Symptom-based rather than temperature-based treatment
indication

For otherwise healthy children and adolescents, there is
no evidence-based temperature threshold above which
antipyretic therapy is absolutely indicated. The key
factors determining the need for treatment are not the
temperature reading itself, but rather the child’s subjec-
tive well-being, the presence or absence of pain, and the
overall clinical impression. National guidelines from
other European countries also emphasize this (21-23).
Epidemiologic data on the prevalence of high fever in
otherwise healthy children are not available. The clinical
experience of the guideline group indicates that many
children do not exhibit any marked discomfort even at
temperatures >39°C and therefore do not require anti-
pyretic intervention.
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Limitations and strengths

The quality of evidence from the studies underpinning
this guideline (assessed by the GRADE scheme) was pre-
dominantly moderate to low. Its main limitation is the
scarcity of methodologically sound randomized
controlled trials on patient-relevant outcomes (well-
being, quality of life). Its strengths include the systematic
approach in accordance with AWMF standards, the
comprehensive literature review, and the broad interpro-
fessional consensus that was reached with the additional
involvement of parent representatives.

Long-term aspects

The available evidence on the potential long-term effects
of repeated antipyretic therapy in childhood is limited.
In a meta-analysis of 27,932 children in the first two years
of life, the rate of serious adverse effects (including
kidney damage) was 1.4% for ibuprofen and 1.3% for
acetaminophen (ell). In Germany and the United States,
acetaminophen is among the more commonly reported
drugs associated with poisoning in children. These
factors underscore the importance of a restrictive,
symptom-oriented approach to prescribing, as recom-
mended in this guideline.
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eBox 2
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PICO Questions for the Systematic Literature Review

® Diagnosis - temperature measurement
1. Is there a measurement method or type of thermometer for determining body temperature or fever in children that is more accurate than or
comparable to rectal measurement?
2. Is the measurement of body temperature or fever with an infrared tympanic thermometer in children and adolescents comparable in diagnostic
accuracy to rectal measurement?
. Is the measurement of body temperature or fever with a forehead/temple thermometer in children and adolescents comparable in diagnostic
accuracy to rectal measurement or measurement with an infrared tympanic thermometer?
4. |s the measurement of body temperature or fever with an oral digital thermometer in children and adolescents comparable in diagnostic accuracy
to rectal measurement?

w

[$a)

. Is the measurement of body temperature or fever by the axillary method in children and adolescents comparable in diagnostic accuracy to rectal
measurement?

6. Is the tactile perception (palpation) of fever in children by parents/guardians comparable to a standard instrumental measurement with a clinical
thermometer?

@ Diagnosis - age and temperature
7. Is body temperature or fever a predictor of severe bacterial infection in children, and in which age group?

® Treatment - fever reduction
8. Is there a temperature threshold for otherwise healthy children and adolescents above which antipyretic treatment should be initiated?

® Treatment - non-pharmacological measures
9. Can undressing improve body temperature or well-being in children and adolescents with fever, compared to standard treatment or antipyretic
drugs?
10. Can calf compresses improve body temperature or well-being in children and adolescents with fever, compared to standard treatment or
antipyretic drugs?

® Treatment - antipyretic drugs
11. Can antipyretic drugs prevent febrile seizures in children?
12. Can antipyretic drugs influence the effectiveness of vaccinations in children?

13. Does alternating or combined administration of antipyretic drugs such as ibuprofen and acetaminophen in children with fever affect body
temperature, well-being, or safety differently than giving one of the drugs alone?

14. What is a safe dosage for acetaminophen for the treatment of pain in children with fever?

15. What is a safe dosage of ibuprofen for the treatment of pain in children with a fever?

16. Is metamizole more effective and just as safe as acetaminophen and/or ibuprofen in children?
17. Can antipyretic drugs be used for diagnostic purposes in children?
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eBox 4

Full text of all recommendations from the S3 guideline “Fever Management in Children
and Adolescents”

Legend
® EC = Expert Consensus (consensus-based recommendation without sufficient evidence from the literature)

@ Strength of evidence according to GRADE:
++++ high, +++- moderate, ++-- low, +--— very low

® Recommendation level: 11 strong recommendation must), 1 recommendation (should), <> open recommendation (may
be considered), | negative recommendation (should not), | | strong negative recommendation (must not)

® Consensus strength:
> 95 % = strong consensus, 75-95 % = consensus

tParenttguardian-education
@ Recommendation 1.2.1.1 (EC, 1, 100% strong consensus)
— Caregivers should be informed that fever is a normal and usually helpful defense reaction of the body in dealing with
pathogens. As a precautionary measure—for example, at the time of the first vaccination—they should be given
written or multimedia information on how to manage fever, in addition to verbal communication.

2

Body temperature measurement

Recommendation 2.1.1.1 (Evidence-based: ++—— low, 11, 100 % strong consensus)

— The core body temperature of newborns and infants should be measured rectally with a digital thermometer (the
thermometer should be lubricated).

@ Recommendation 2.2.1.1 (Evidence-based statement: ++—— moderate, <>, 100% strong consensus)
— For children aged one year and older and adolescents, temperature measurement with an infrared ear thermometer
is generally considered sufficiently accurate.
® Recommendation 2.2.2.1 (Evidence-based statement: +——- very low, <, 100% strong consensus)
- Body temperature measurement with an infrared forehead or temple thermometer is less accurate than rectal or aural
measurement but may still be considered.
@ Recommendation 2.2.3.1 (Evidence-based statement: +——- very low, </1, 100% strong consensus)
- As an alternative to a tympanic thermometer, the body temperature can be measured with a digital thermometer
sublingually with the mouth closed. This method is prone to error and should only be used for adolescents.
e Recommendation 2.2.4.1 (Evidence-based: +——— very low, | |, 100% strong consensus)

- Axillary temperature measurement with a digital thermometer is unreliable and should not be used in any age group.

3. Assessment of warning signs and risks
® Recommendation 3.1.1.1 (EC, 1, 100% strong consensus)

— If fever is detected in a child by a correctly performed measurement, it should always be interpreted in the context of
the child’s general condition, well-being, warning signs, and the parents’ worry and concern. Warning signs include,
in particular, altered consciousness, sensitivity to touch, severe pain, high-pitched crying, skin hemorrhages (a rash
that does not fade when pressed), dehydration, very rapid breathing, a capillary refill time of more than 3 seconds,
very pale, gray, or blue skin, a critically il child, or a fever lasting longer than 3 days.

® Recommendation 3.3.1.1 (EC, 11, 100% strong consensus)
— Infants under 3 months of age with a (rectal) temperature of 38°C or higher should undergo a meticulous medical
examination for a severe bacterial infection. Fever may often be absent in this age group even in the presence of a
severe bacterial infection. The clinical findings, not the temperature level, determine further management.

4. Non-pharmacological fever management
® Recommendation 4.2.1.1 (EC, <>, 100% strong consensus)
— Fever associated with an infection is usually self-limiting. In previously healthy children and adolescents with fever,
there is no indication to reduce the fever based on the temperature alone.
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Recommendation 4.2.1.2 (EC, <, 100% strong consensus)

— Antipyretic medications should not be used with the sole aim of lowering core body temperature, but only for pain
relief and to improve the child’s well-being. Ibuprofen (from 3 months of age) or acetaminophen may be used in
children and adolescents who are severely affected by fever and should only be administered for as long as this is
the case.

® Recommendation 4.3.1.1 (EC, <>, 100% strong consensus)
- For fever management at home, parents should be advised to offer the child fluids regularly; if the child has an
appetite, offer light meals (it is not initially important that the child should eat).

® Recommendation 4.3.2.1 (EC, <, 100% strong consensus)
- For home fever management, parents should be advised to let the child sleep undisturbed. Children and adolescents
with fever who are sleeping peacefully should not be awakened for temperature checks or interventions, but they do
need to feel that a caring person is with them.

® Recommendation 4.3.3.1 (EC, <>, 100% strong consensus)
- For fever management at home, parents/guardians should be advised as follows:
- When a fever is rising, children and adolescents who feel cold (cool hands and feet, chills) should be dressed and
covered until comfortably warm.
— If the child feels too warm, lighten the covers.
— The child or adolescent should feel calm and safe through loving care.
® Recommendation 4.3.4.1 (Evidence-based: ++—— low, 1, 100 % strong consensus)
— Children and adolescents with fever should not be undressed and/or exposed to cold ambient temperatures. The pri-
mary focus should be on the well-being of the child or adolescent.

® Recommendation 4.3.5.1 (EC, <>, 100% strong consensus)
— If the child or adolescent with a fever has warm hands and feet—implying that the elevated temperature is not cen-
tralized—but is suffering from the fever, caregivers may apply calf compresses if the child or adolescent feels unwell.
Calf wraps should be at body temperature to avoid counter-regulation.

&

Pharmacological fever management - antipyretic drugs
Recommendation 5.4.1.1 (Evidence-based: ++--low, | |, 92 % consensus)
— Antipyretic drugs do not prevent febrile seizures and should not be used for this purpose.

Recommendation 5.5.1.1 (Evidence-based: ++—— low, |, 100% strong consensus)
— The prophylactic administration of antipyretic drugs during vaccinations should be avoided.*

*Note: The STIKO recommendation dated January 18, 2024, regarding the prophylactic administration of paracetamol with the
meningococcal B vaccine, which has since been revised, was published after the consensus meetings for this guideline. For further in-
formation, please refer to the current STIKO recommendations.

® Recommendation 5.6.1.1 (Evidence-based: ++-- low, <, 100 % strong consensus)
- The administration of ibuprofen and paracetamol in alternation, or switching from one drug to the other, may be con-
sidered, after consultation with a physician, if the child remains affected and if this can be done properly before the
next dose of the same drug is scheduled.

® Recommendation 5.7.1.1 (Evidence-based: ++-- low, 11, 100 % strong consensus)

- The recommended single dose of paracetamol (10 to 15 mg/kg) should not be exceeded. The maximum single and
daily doses for each age and weight group should be observed. The maximum single dose (1000 mg) and maximum
daily dose (4000 mg for children over age 12) should not be exceeded. Depending on the single dose, no more than
four (at 10 to 15 mg/kg) to six doses (at 10 mg/kg) should be administered per day.

® Recommendation 5.7.2.1 (Evidence-based: ++— low, 11, 100% strong consensus)

- The recommended single dose for ibuprofen (7 to 10 mg/kg) should not be exceeded. The maximum single and daily
doses for each age and weight group should be observed. The maximum single dose for children over 12 years of
age is 600 milligrams. The maximum daily dose (40 mg/kg or 2400 mg) should not be exceeded. No more than four
doses should be administered per day.

® Recommendation 5.8.1.1 (Evidence-based statement: ++—— low, <>, 100% strong consensus)
- Metamizole may be administered to severely ill children and adolescents after an inadequate response to ibuprofen
or acetaminophen (10 to 15 mg/kg up to four times per day).
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® Recommendation 5.10.1.1 (EC, 1, 100% strong consensus)

- A positive response to antipyretics is not correlated with the severity or nature of infectious disease (viral or

bacterial) and therefore cannot be used for diagnostic inferences of this type.
6. Antibiotics
® Recommendation 6.1.1.1 (EC, 11, 100% strong consensus)

- In children and adolescents with fever, antibiotics should be prescribed restrictively, rationally, and in accordance
with guidelines. Fever alone is not an indication for antibiotics. Most infectious diseases in children and adolescents
are not caused by bacteria. Viral infections and some bacterial infections do not require antibiotic therapy. When
antibiotics are not needed, their administration has no benefit and can be harmful (side effects, disruption of the
microbiome, environmental impact, antibiotic resistance).

7. Time for recovery
® Recommendation 7.1.1.1 (EC, 11, 100% strong consensus)
- Parents/guardians should be advised to ensure a sufficiently long recovery period. For children and adolescents, this
means being well and fever-free for at least one day before returning to daycare or school.
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