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A high temperature is the most common reason people
come to the paediatric emergency department, especially
when a child under the age of 2 is affected1. Although the
vast majority of cases involve self-limited viral infections,
occasionally a febrile infant who appears healthy may be
suffering from a serious bacterial infection (SBI). The most
common SBI found in this group of patients is urinary tract
infection (UTI) and therefore it is worth testing the patient’s
urine at the GP’s surgery to rule out this possibility.

It is less common for a patient with these symptoms to
have occult bacteraemia (OB). Before heptavalent pneumo-
coccal conjugate vaccines were available, pneumococcal
OB incidence ranged between 1.5% and 2% in healthy-loo-
king infants with non-focal fever above 39°C. This figure
has now decreased significantly with the introduction of the
heptavalent pneumococcal conjugate vaccine2,3. Nowadays,
the incidence of pneumococcal OB in children who have
been vaccinated against pneumococcus is below 1%4, even
though it is of note that there has recently been an increase
in penumococcal OB affecting high risk patients5. However,
this trend has not spread to affect the general population.
The risk of pneumococcal OB increases for infants with
leukocyte counts over 15,000/mm3 and an absolute neutrop-
hil count over 10,000/mm3, even though this is rarely tes-
ted6. Nevertheless, if we take into consideration the fact that
between 4% and 10% of febrile infants with pneumococcal
OB develop meningitis within days, it is easy to understand
why most medical guidelines and expert recommendations
suggest that blood tests and blood culture should be carried
out.

Emergency physicians who follow the different protocol
regarding the management of febrile infants often do so in-
consistently7,8 because of the low incidence of OB and in
many cases it is resolved quickly, the fact that traditional
tests are rarely useful and finally because the main cause of
fever is a viral condition. The development of these infec-
tions in infants is relatively atypical and therefore it is often
very difficult for doctors to determine whether a healthy-loo-
king febrile infant has a self-limited virus or a SBI just by
carrying out a physical examination9. Infection caused by the

influenza virus and more unusually, by respiratory syncitial
virus may develop, with a fever being the only symptom in
infants under 2 years old. Before rapid diagnostic tests were
available for respiratory viruses, these children had to under-
go different additional tests, they also received inadequate
treatment and in some cases were inefficiently hospitalised.
This was especially the case when dealing with infants un-
der 3 months old. The key to obtaining effective results from
these tests in the emergency department is to chose the best
moment to carry them out (flu epidemic or respiratory synci-
tial virus) and the best type of patient (an infant with non-
focal fever is the ideal patient in an emergency setting). The-
se tests have already been carried out in infants aged
between 3 and 24 months old by different groups and their
effective use in the emergency department is linked to a sig-
nificant reduction in additional tests being carried out, treat-
ments, use of antibiotics and the unnecessary hospital admis-
sion9-12. Most importantly for the emergency physician, these
tests identify the infants who have the lowest risk of suffe-
ring from an SBI. The risk of an infant with non-focal fever
with a SBI who tests positive for influenza following a rapid
diagnostic test is significantly lower than that of a febrile in-
fant with a negative test result13. Traditional management
programmes are valid in the latter case whereas in the for-
mer the approach by emergency physicians to managing the
patient can be more conservative.

In the emergency department, these tests are carried
out in special circumstances given that febrile infants are of-
ten brought to the emergency department quickly and an in-
creased number have limited accompanying symptoms irres-
pective of the cause14. Furthermore, it is worth bearing in
mind that these tests can be carried at a GP’s surgery and
the results can be obtained in an hour.

The study carried out by Gargallo et al. which has been
published in this edition of EMERGENCIAS15 describes the
experiences with these tests after they were carried out on a
differentiated group of febrile infants under 3 months old in
the paediatric emergency department. This study shows how
the positive result of a rapid diagnostic test for respiratory
viruses carried out in an epidemic period significantly redu-
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ces the chances of the infant with a SBI. Despite the fact the
authors themselves acknowledge that the size of the sample
made it is difficult to draw conclusions, it seems obvious
that these rapid diagnostic tests for respiratory viruses
should be included in the management programme for in-
fants under three months old with non-focal fever.

Similarly, polymerase chain reaction (PCR) for detecting
enterovirus is an incredibly useful tool for managing infants
with suspected viral meningitis16,17. Meningitis caused by ente-
rovirus affecting children has a good prognosis and different
groups have advocated its use in outpatient clinics following a
few hours in hospital under observation18,19. Differential diag-
nosis with bacterial meningitis does not normally, pose any
problems in older children but it may be more complicated
when dealing with infants with a less developed condition. In
fact, the management of children with suspected viral menin-
gitis may be adapted because of age18,19. PCR for enterovirus
is not only more effective compared to the classic CSF culture
but the results are also available only a few hours after the
CSF is extracted16,17. It is easy to understand the impact of
PCR for detecting enterovirus in the management of children
with suspected viral meningitis, in terms of cutting down the
number of additional tests, bypassing treatment with antibio-
tics and reducing ineffective hospitalisation.

The emergence of these different rapid diagnostic tests
has changed the management of febrile infants in emergency
departments. These tests are becoming extremely useful to-
ols for providing the most appropriate care for the patients
that have been specially selected for their implementation in-
cluding infants with non-focal fever in a flu or respiratory
syncitial virus epidemic, or children with suspected meningi-
tis caused by enterovirus.
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