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ABSTRACT
Objectives: To examine variation in practice and adherence to international clinical guidelines for the management of fever 
among Australian Emergency Department (ED) clinicians.
Methods: Cross-sectional survey across 22 Australian EDs. Clinical vignettes were used to determine compliance with inter-
national best practice guidelines (use of antipyretic monotherapy to alleviate fever-associated child distress) for paediatric fever 
treatment. Comparisons were made between specialist paediatric EDs and general (non-specialist paediatric) EDs, and between 
medical and nursing staff.
Results: Of 539 survey respondents (300 doctors, 239 nurses; overall response rate 65.9%), only 9.3% (50/539, 95% confidence 
interval [CI] 7.1%–12.0%) adhered to evidence-based practice guidelines. Specialist paediatric ED clinicians demonstrated less 
than half the adherence of those from general EDs (5.4% [11/204] vs. 12.4% [38/307], difference −7.0%, 95% CI −11.7% to −1.9%). 
In a febrile settled child with normal hydration, the proportion of respondents who opted for antipyretics more than doubled in 
the context of elevated vital signs (40.4% [218/539] vs. 83.1% [44/539], difference −42.7%, 95% CI −46.8% to −38.2%). Nearly half 
of respondents (239/539, 46.8%, 95% CI 42.4%–51.2%) endorsed giving combined antipyretic therapy. In a febrile settled child, 
most participants would give antipyretics for temperature reduction (453/539, 84.0%, 95% CI 80.7%–86.9%) and for decreased 
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fluid intake (468/539, 87.5%, 95% CI 84.4%–90.0%). Over one-third (192/539, 36.0%, 95% CI 32.1%–40.2%) recommended using 
antipyretics for febrile convulsion prevention during the current illness.
Conclusions: Fewer than 10% of Australian ED clinicians self-report practice consistent with international consensus recom-
mendations for paediatric fever management.

1   |   Introduction

Fever is a common reason for families to seek medical care, and 
is present in approximately 15%–25% of paediatric consultations 
in primary care and emergency departments (EDs) [1, 2].

A normal response to infection, fever enhances the immune 
system's defences against pathogens [3]. Despite its protective 
purposes, a febrile episode in a child remains a major source 
of anxiety among caregivers and healthcare professionals [4]. 
This ‘fever phobia’ stems from false beliefs predominantly sur-
rounding the neurological dangers of untreated fever, which 
include blindness, brain damage and even death [5]. This can 
lead to unnecessary medical visits and aggressive, unwar-
ranted antipyretic practices that can result in medication-
induced toxicity due to overzealous administration or dosing 
errors [6, 7].

Current international guidelines from the UK's National 
Institute for Health and Care Excellence (NICE) [8], the 
American Academy of Pediatrics (AAP) [3] and the Italian 
Pediatric Society (IPS) [9] collectively recommend the use 
of a single agent (paracetamol or ibuprofen), based on their 
well-documented safety and efficacy profiles  [10], to allevi-
ate a child's distress rather than for the singular objective of 
reducing body temperature. These guidelines also uniformly 
discourage the use of combined antipyretics, citing concerns 
over potential adverse effects [3, 8, 9]. Despite this, overuse 
of antipyretic administration remains a widespread practice 
among ED clinicians [11, 12], which may reinforce parental 
misconceptions and contribute to excessive, hazardous anti-
pyretic use [3, 13].

Inconsistencies in paediatric fever management practices in 
the ED setting have recently been assessed in New Zealand, 
with a focus on children aged < 2 years [12, 14]. However, the 
impact of varying levels of paediatric specialisation on ED 
clinical practice is underexplored [15]. This paper aims to eval-
uate ED clinicians' self-reported management of febrile chil-
dren < 2 years of age across specialist paediatric and general 
EDs in Australia.

2   |   Methods

2.1   |   Design, Setting and Participants

We conducted a cross-sectional survey, previously utilised 
in New Zealand [12], of ED doctors and nurses across 22 
Australian EDs within the Paediatric Research in Emergency 
Departments International Collaborative (PREDICT) Network 
[16]. Eligible participants were full- or part-time ED doctors 
and nurses (at all levels of training) who worked a minimum 

of one shift per week in an ED managing children < 2 years of 
age. We excluded those not currently active in clinical practice, 
junior medical staff rotating through ED placements, medical 
locum tenens, temporary nursing agency personnel and medi-
cal or nursing students.

An expression of interest, followed by an invitation to participate 
was emailed to each nominated PREDICT site representative.

2.2   |   Survey Instrument and Distribution

The survey was structured into four sections: participant infor-
mation and consent, demographics, fever management and an-
tipyretic use and factors impacting these clinical practices [12] 
(Appendix S1). Fever management practices and adherence to 
clinical practice guidelines were assessed using eight clinical vi-
gnettes and two questionnaire items [12].

Participants accessed and completed the survey anonymously 
via an online link disseminated by local site representatives. 
The survey, requiring 10–15 min for completion, was accessible 
for 8 weeks at each site. Responses were automatically and anon-
ymously captured using the Research Electronic Data Capture 
(REDCap) electronic database system [17] hosted on Monash 
University servers, with access restricted to authorised research 
personnel. The study was deemed negligible risk and exempt 
from full ethics review by Monash Health Research Support 
Services (RES-23-0000-780Q).

2.3   |   Outcomes

The primary outcome was adherence to international guide-
line recommendations concerning antipyretic administration 
in febrile children. Adherence was defined as single antipyretic 
therapy for relief of discomfort, rather than for the sole pur-
pose of temperature reduction. Secondary outcomes included 
the use of alternating or combined antipyretic regimens; an-
tipyretic use for the purpose of temperature reduction, re-
duced fluid intake or febrile convulsion prevention; utilisation 
of specific clinical practice guidelines and patient informa-
tion sheets; and the impact of abnormal vital signs on anti-
pyretic use.

2.4   |   Data Analysis

Survey data was analysed using IBM SPSS Statistics 29. ED 
types were grouped according to the Australasian College for 
Emergency Medicine (ACEM) Site Classification framework 
[18]. Categorical data were summarised using descriptive sta-
tistics and reported as count, percentages and associated 95% 
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confidence intervals (CIs). Comparison of categorical variables 
was conducted via Pearson Chi-squared tests. Absolute differ-
ence between doctors and nurses, and specialist paediatric and 
non-specialist paediatric settings, was assessed using a two-
sample z-test of proportions.

3   |   Results

Between March and May 2024, the survey was distributed to 818 
ED clinicians (344 doctors, 305 nurses, 169 clinician types not 
recorded at the site level), of whom 551 completed the survey. Of 
these, 12 were excluded; 10 did not provide data for the primary 
outcome, and 2 did not report their profession. A total of 539 

participants (300 doctors, 239 nurses) were included in the anal-
ysis, yielding an overall response rate of 65.9% (Table  1). The 
survey included representation from 22 Australian EDs, com-
prising 7 specialist paediatric and 15 general ED sites. Clinicians 
from Victoria, Western Australia and Queensland made up 
nearly three quarters of all responses.

Among participants who indicated their primary hospital, half 
worked at a major referral centre (255/511, 49.9%) and over 
half were employed in general ED settings (307/511, 60.1%). 
Compared to nurses, a smaller proportion of doctors reported 
< 5 years of professional experience (19/300, 6.3% vs. 46/238, 
19.3%) and a greater percentage of doctors held a senior clini-
cal position (185/300, 61.7% vs. 106/239, 44.4%). More than one 

TABLE 1    |    Participant characteristics.

All participants Doctors Nurses

N n (%) N n (%) N n (%)

State/territory 511 289 222

Victoria 140 (27.4) 68 (23.5) 72 (32.4)

Queensland 124 (24.3) 87 (30.1) 37 (16.7)

Western Australia 117 (22.9) 54 (18.7) 63 (28.4)

New South Wales 55 (10.8) 28 (9.7) 27 (12.2)

Northern Territory 34 (6.7) 14 (4.8) 20 (9.0)

Tasmania 24 (4.7) 21 (7.3) 3 (1.4)

Not specified 9 (1.8) 9 (3.1) 0 (0)

South Australia 8 (1.6) 8 (2.8) 0 (0)

ED type (ACEM designation)a 511 289 222

Major referral 255 (49.9) 154 (53.3) 101 (45.5)

Urban district 104 (20.4) 49 (17.0) 55 (24.8)

Regional referral/other 152 (29.7) 86 (29.8) 66 (29.7)

ED specialisationa 511 289 222

Paediatric EDb 204 (39.9) 109 (37.7) 95 (42.8)

General ED 307 (60.1) 180 (62.3) 127 (57.2)

Years of professional experiencea 538 300 238

0–4 65 (12.1) 19 (6.3) 46 (19.3)

5–9 134 (24.9) 73 (24.3) 61 (25.6)

10–14 153 (28.4) 88 (29.3) 65 (27.3)

≥ 15 186 (34.6) 120 (40.0) 66 (27.7)

Clinical role—seniorc 539 291 (54.0) 300 185 (61.7) 239 106 (44.4)

Paediatric-specific qualificationsa,d 538 159 (29.6) 299 96 (32.1) 239 63 (26.4)

Abbreviations: ACEM, Australasian College for Emergency Medicine; ED, emergency department; n, number of respondents who selected a specific option; N, total 
number of respondents to the question.
aData were missing for the following questions: ED type (n = 28), ED specialisation (n = 28), years of experience in profession (n = 1) and paediatric-specific 
qualifications (n = 1).
bED type and designation based on ACEM classification. Paediatric ED includes specialist and non-specialist (co-located but separately accredited paediatric ED). 
General ED refers to an ED not designated a paediatric ED.
cSenior doctor role includes consultant, fellow; senior nurse role includes advanced practice nurse (nurse practitioner and nurse specialist), nurse educator, charge 
nurse.
dIncludes Fellowship in Paediatrics, subspecialty ACEM training in paediatric emergency medicine, Nursing Masters.



4 of 11 Emergency Medicine Australasia, 2025

quarter of participants (159/538, 29.6%) held paediatric-specific 
qualifications.

3.1   |   Primary Outcome

Overall, only 9.3% of respondents (50/539, 95% CI 7.1%–12.0%) 
reported practice consistent with guidelines advising antipyretic 
monotherapy in the presence of patient distress (Table  2). 
Notably, clinicians practising in specialist paediatric EDs 
demonstrated less than half the adherence rate of their coun-
terparts in general EDs (5.4% vs. 12.4%, difference −7.0%, 95% 
CI −11.7% to −1.9%) (Table 3). However, they were more likely 
to report using clinical practice guidelines, providing patient in-
formation handouts and less likely to recommend antipyretics to 
prevent a febrile convulsion.

Table  4 presents participants' responses to clinical vignettes 
with varying levels of patient distress, fluid intake and 
vital signs.

In the vignette depicting a febrile 6-month-old child without dis-
comfort and normal hydration, the percentage of respondents 
opting to administer antipyretics more than doubled when el-
evated vital signs were introduced (40.4% vs. 83.1%, difference 
−42.7%, 95% CI −46.8% to −38.2%).

In the vignette where the child exhibited intermittent crying, 
single antipyretic use remained the most frequent response 
across both normal and abnormal vital signs. However, when 
vital signs were elevated, a smaller proportion of participants 
were inclined to give antipyretic monotherapy (62.9% vs. 54.7%, 
difference 8.2%, 95% CI 3.9%–12.4%).

Overall, practice consistent with clinical recommendations de-
clined in the context of elevated vital signs, despite the same 
levels of patient discomfort and fluid intake. Additionally, more 
doctors than nurses were inclined to give antipyretics across 
all clinical vignettes, regardless of the child's distress level 
(Tables S1 and S2).

3.2   |   Secondary Outcomes

3.2.1   |   Combined and Alternating Antipyretic Use

Approximately half of the respondents endorsed the use of com-
bined antipyretic therapy in response to the vignettes (Table 2). 
Preferences for the combined regimen approach significantly 
increased in the scenario of a febrile but settled infant with el-
evated vital signs (10.2% [55/539] vs. 31.7% [171/539], % differ-
ence = −21.5%, 95% CI −25.1% to −17.8%) (Table  4). A similar 
inclination was noted in the case of a febrile child who was in-
termittently distressed. Across all clinical scenarios, a greater 
proportion of doctors compared to nurses advocated combined 
antipyretics, irrespective of the child's observed discomfort level 
(Tables S1 and S2).

Nearly three-quarters of participants favoured alternating an-
tipyretic use when managing a febrile but settled 6-month-old 
infant with a viral illness, with equal proportions of 

doctors  and nurses supporting this treatment strategy 
(Table 5b).

3.2.2   |   Antipyretic Use for Temperature Reduction 
and Reduced Fluid Intake

Most participants reported administering antipyretics for tem-
perature reduction and for decreased fluid intake in the context 
of normal vital signs (Table  2). In a febrile but settled infant 
(Table  4), over one-third of respondents indicated antipyretic 
use for temperature reduction while the majority would use an-
tipyretics to address reduced fluid intake.

Compared to nursing staff, a greater percentage of doctors re-
ported antipyretic use for temperature reduction (270/300, 90.0% 
vs. 183/239, 76.6%; % difference 13.4%, 95% CI 7.0%–19.8%) or 
reduced fluid intake (281/299, 94.0% vs. 187/236, 79.2%; % dif-
ference 14.7%, 95% CI 8.8%–20.6%) (Table 2).

3.2.3   |   Use of Clinical Practice Guidelines and Patient 
Information Sheets

More than half of participants reported the use of clinical 
practice guidelines (CPGs) and nearly three-quarters re-
ported routine provision of patient information sheets to care-
givers upon discharge (Table  2). The most common source 
of guidelines and information sheets was the Paediatric 
Improvement Collaborative hosted by Royal Children's 
Hospital (Melbourne).

Compared to nurses, significantly fewer doctors reported the 
use of CPGs in their clinical practice (127/295, 43.1% vs. 177/236, 
75.0%; % difference −31.9%, 95% CI −39.6 to −23.8%), whereas a 
higher proportion of doctors reported providing patient infor-
mation sheets (222/296, 75.0% vs. 163/238, 68.5%; % difference 
6.5%, 95% CI −1.2% to 14.2%) (Table 2).

Clinicians working in specialist paediatric EDs were more 
likely to utilise both CPGs (125/201, 62.2% vs. 161/303, 53.1%; 
% difference 9.1%, 95% CI 0.2%–17.7%) and patient information 
sheets (162/202, 80.2% vs. 201/304, 66.1%; % difference 14.1%, 
95% CI 6.2%–21.5%) than those in general ED settings (Table 3).

3.2.4   |   Antipyretic Use for Febrile Convulsions

As illustrated in Table  5a, slightly over one-third of respon-
dents indicated that they would give antipyretics for febrile 
convulsion prevention during the current illness. Compared 
to nurses, a significantly smaller proportion of doctors 
(66/296, 22.3% vs. 126/237, 53.2%; % difference −30.9%, 95% 
CI −38.6% to −22.7%) would encourage antipyretic use for this 
indication.

Additionally, clinicians from specialist paediatric EDs reported 
lower rates of antipyretic use for convulsion prevention com-
pared to their counterparts in general EDs (58/201, 28.9% vs. 
121/304, 39.8%; % difference −10.9%, 95% CI −19.1% to −2.5%) 
(Table 3).
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TABLE 2    |    Fever management practices by emergency department doctors and nurses.

All participants Doctors Nurses

Percentage 
difference between 
doctors and nurses

pN n (%, 95% CI) N n (%) N n (%) % difference (95% CI)

Clinical vignettes

Adherence to best 
practice guidelines

539 50 (9.3, 7.1–12.0) 300 29 (9.7) 239 21 (8.8) 0.9 (−4.2 to 5.8) 0.73

Antipyretic use for 
temperature  
reduction

539 453 (84.0, 80.7–86.9) 300 270 (90.0) 239 183 (76.6) 13.4 (7.0–19.8) < 0.01

Antipyretic use for 
reduced fluid intakea

535 468 (87.5, 84.4–90.0) 299 281 (94.0) 236 187 (79.2) 14.7 (8.8–20.6) < 0.01

Combined antipyretic 
usea

511 239 (46.8, 42.4–51.2) 289 138 (47.8) 222 101 (45.5) 2.3 (−6.5 to 10.9) 0.61

Uses clinical practice 
guidelinesa

531 304 (57.3, 53.0–61.4) 295 127 (43.1) 236 177 (75.0) −31.9 (−39.6 to −23.8) < 0.01

Type of clinical practice 
guidelines usedb

No guideline selected 235 (43.6, 39.4–47.9) 173 (57.8) 62 (25.9) 31.9 (23.8–39.6) < 0.01

Local hospital 155 (28.8, 25–32.8) 36 (12) 119 (49.8) −37.8 (−45.1 to −30.5) < 0.01

State 49 (9.1, 6.8–11.8) 32 (10.7) 17 (7.1) 3.6 (−1.2 to 4.8) < 0.01

Royal Children's 
Hospital, Melbourne

195 (36.2, 32.1–40.4) 88 (29.3) 107 (44.8) −15.5 (−23.6 to −7.3) 0.11

National Institute 
for Health and Care 
Excellence

8 (1.5, 0.6–2.9) 4 (1.3) 4 (1.7) −0.3 (−2.4 to 1.7) 0.63

Otherc 12 (2.2, 1.2–3.9) 3 (1) 9 (3.7) −2.7 (−5.4 to 0.1) 0.23

Gives patient information 
sheet at dischargea

534 385 (72.1, 68.1–75.7) 296 222 (75.0) 238 163 (68.5) 6.5 (−1.2 to 14.2) 0.10

Type of patient 
information sheet  
givenb

No information sheet 
selected

154 (28.5, 24.8–32.6) 78 (26) 76 (31.8) −5.8 (−13.5 to 1.9) 0.16

Local hospital 146 (27.1, 23.4–31.1) 75 (25) 71 (29.7) −4.7 (−12.3 to 2.9) 0.24

State 69 (12.8, 10.1–15.9) 54 (18) 15 (6.3) 11.7 (6.4–17) < 0.01

Paediatric Improvement 
Collaborative, hosted 
by the Royal Children's 
Hospital, Melbourne 
website

250 (46.4, 42.1–50.7) 142 (47.3) 108 (45.2) 2.1 (−6.3 to 10.6) 0.64

Better Health Channel 12 (2.2, 1.2–3.9) 5 (1.7) 7 (2.9) −1.2 (−3.8 to 1.3) 0.26

Otherc 22 (4.1, 2.6–6.1) 12 (4) 10 (4.2) −0.2 (−3.5 to 3.2) 0.76

Abbreviations: CI, confidence interval; n, number of responses that selected the specific outcome; N, total number of responses to the question; p, two-tailed p value 
calculated with two proportion z-test.
aData were missing for the following questions: antipyretic use for fluid reduction (n = 4), combined antipyretic used (n = 28), use of clinical practice guidelines (n = 8), 
gives patient information sheet (n = 5).
bParticipants can choose more than one option.
cOther clinical practice guidelines include American Academy of Paediatrics, Perth Children's Hospital, Queensland Children's Hospital; other patient information 
sheets include Patient.info, UpToDate.
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4   |   Discussion

Current international consensus guidelines recommend anti-
pyretic therapy in febrile children primarily for discomfort re-
lief, instead of solely for temperature reduction [3, 8]. Our study 
demonstrates that only 9.3% of Australian ED clinicians self-
reported adherence to these recommendations. Given how com-
mon febrile children are in the ED setting, this is likely leading 
to overuse of antipyretic medications in hospitals, and potentially 
contributes to worsening fever phobia in parents/caregivers.

The low adherence to international consensus recommenda-
tions observed in our study aligns with previously published 
findings from the New Zealand study, with only 10.6% of re-
spondents demonstrating adherence to best practice recom-
mendations [12]. New Zealand and Australian ED clinicians 
are not unique; in Turkey, only 15% of surveyed physicians 
considered the relief of discomfort when giving antipyretics 
for fever management [6], a consideration similarly noted by 
just 38% of Italian paediatricians [11] and 64% of Swiss paedi-
atricians [19]. In our cohort, over 80% of participants reported 
administering antipyretics primarily to reduce temperature, 
a practice which is also seen in 74% of New Zealand ED clini-
cians [12]; similar sentiments have been identified in around 
two-thirds of paediatric ED nurses in Portugal [20], 39% of 
Australian paediatric nurses [21] and nearly 75% of Turkish 
doctors [6].

Nearly half of our participants self-reported recommending 
a combined antipyretic regimen, in contrast to just 28% of ED 

clinicians in New Zealand [12]. Combined antipyretic therapy 
may reduce fever slightly more than monotherapy (around 
0.3°C) [22, 23]. However, the clinical significance of this is ques-
tionable [22, 23] and safety concerns [24] have led to this ap-
proach not being recommended [3, 8].

While guidelines in New Zealand are consistent with interna-
tional best practice recommendations, clinical practice guide-
lines in Australia do not routinely comment on ideal antipyretic 
use for febrile infants (rather, focusing on risk stratification for 
sepsis) and some parental advice sheets do not appear to agree 
with international consensus (instead suggesting combined an-
tipyretic use).

Over 50% of our participants reported using clinical practice 
guidelines for antipyretic administration in febrile presenta-
tions, and approximately three-quarters indicated routinely 
providing caregivers with informational materials at dis-
charge—findings similar to those reported in the New Zealand 
study [12]. While these figures suggest a broadly positive en-
gagement with evidence-based care and caregiver education, 
variation in care is evident. This variation, along with mixed 
messages from clinician statements, clinician behaviour and 
written advice sheets may exacerbate caregiver anxiety, un-
dermine trust in medical advice and contribute to improper 
antipyretic use [13].

This study also identified an increased likelihood of antipyretic 
use in the setting of abnormal vital signs among otherwise set-
tled infants, similar to that observed in the New Zealand study 

TABLE 3    |    Comparing fever management practices by paediatric ED and general ED clinicians.

Specialist 
paediatric ED

General (not 
exclusively 

paediatric) ED

Percentage difference 
between Specialist 

paediatric and general ED

pN n (%) N n (%) % difference (95% CI)

Adherence to best practice 
guidelines

204 11 (5.4) 307 38 (12.4) −7.0 (−11.7 to −1.9) 0.01

Antipyretic use for 
temperature reduction

204 170 (83.3) 307 260 (84.7) −1.4 (−8.0 to 5.1) 0.68

Antipyretic use for reduced 
fluid intakea

202 175 (86.6) 305 269 (88.2) −1.6 (−7.6 to 4.3) 0.60

Antipyretic use for febrile 
convulsionsa

201 58 (28.9) 304 121 (39.8) −10.9 (−19.1 to −2.5) 0.01

Combined antipyretics 204 89 (43.6) 307 150 (48.9) −5.2 (−13.9 to 3.6) 0.25

Alternating antipyreticsa 199 144 (72.4) 303 212 (70.0) −2.4 (−10.4 to 5.8) 0.56

Uses clinical practice 
guidelinesa

201 125 (62.2) 303 161 (53.1) 9.1 (0.2–17.7) 0.05

Gives patient information 
sheetsa

202 162 (80.2) 304 201 (66.1) 14.1 (6.2–21.5) < 0.01

Note: Antipyretic use includes single, alternating and combination treatment.
Abbreviations: CI, confidence interval; n, number of responses that selected the specific outcome; N, total number of responses from each emergency department type; 
p, two-tailed p value calculated with two proportion z-test.
aData missing for the following questions: reduced fluid intake (n = 4), febrile convulsions (n = 6), alternating antipyretics (n = 9), uses clinical practice guidelines 
(n = 7), gives patient information sheets (n = 5).
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[12]. Although best practice guidelines caution against anti-
pyretic use solely for physiological abnormalities such as ele-
vated heart or respiratory rates [8], vital sign deviations remain 
important clinical markers of potential serious infection and 
have been incorporated into validated risk-assessment tools 

[8, 25]. The tendency to attempt to normalise vital signs through 
antipyretic intervention likely reflects a desire to improve clin-
ical stability and mitigate concerns around potential serious 
illness [12]. However, this approach may be misguided, as reli-
ance on vital sign normalisation alone is not recommended for 

TABLE 4    |    Antipyretic use based on 6-month-old febrile clinical vignette patient with variable levels of discomfort, fluid intake and vital signs.

Clinical vignette

Vital signs Percentage difference 
between normal and 
elevated vital signs

p

Normal HR and RR Elevated HR and RR

N n (%, 95% CI) N n (%, 95% CI) % difference (95% CI)

Settled, drinking usual 
amount

539 539

Give antipyretics 218 (40.4, 36.4–44.6) 448 (83.1, 79.7–86.1) −42.7 (−46.8 to −38.2) < 0.01

Give a single 
antipyretic 
(paracetamol or 
ibuprofen)

163 (30.2, 26.5–34.2) 277 (51.4, 47.2–55.6) −21.2 (−26.3 to −15.9) < 0.01

Give both paracetamol 
and ibuprofen at the 
same time

55 (10.2, 7.9–13.1) 171 (31.7, 27.9–35.8) −21.5 (−25.1 to −17.8) < 0.01

Paracetamol and/or 
ibuprofen not needed 
at this time

321 (59.6, 55.4–63.6) 91 (16.9, 13.9–20.3) 42.7 (38.3–47.0) < 0.01

Settled, drinking 2/3 
usual amounta

538 535

Give antipyretics 388 (72.1, 68.2–75.7) 454 (84.9, 81.6–87.7) −12.5 (−15.8 to −9.2) < 0.01

Give a single 
antipyretic 
(paracetamol or 
ibuprofen)

287 (53.3, 49.1–57.5) 290 (54.2, 50.0–58.4) −0.7 (−5.4–3.9) 0.38

Give both paracetamol 
and ibuprofen at the 
same time

101 (18.8, 15.7–22.3) 164 (30.7, 26.9–34.7) −11.8 (−15.3 to −8.2) < 0.01

Paracetamol and/or 
ibuprofen not needed 
at this time

150 (27.9, 24.3–31.8) 81 (15.1, 12.3–18.4) 12.5 (9.1–15.9) < 0.01

Crying intermittently, 
drinking usual amount

539 539

Give antipyretics 441 (81.8, 78.3–84.9) 482 (89.4, 86.5–91.8) −7.6 (−10.4 to −4.8) < 0.01

Give a single 
antipyretic 
(paracetamol or 
ibuprofen)

339 (62.9, 58.7–66.9) 295 (54.7, 50.5–58.9) 8.2 (3.9–12.4) < 0.01

Give both paracetamol 
and ibuprofen at the 
same time

102 (18.9, 15.8–22.5) 187 (34.7, 30.8–38.8) −12.8 (−16.4 to −9.1) < 0.01

Paracetamol and/or 
ibuprofen not needed 
at this time

98 (18.2, 15.1–21.7) 57 (10.6, 8.2–13.5) 7.6 (4.8–10.4) < 0.01

Abbreviations: CI, confidence interval; HR, heart rate; n, number of responses that selected the specific outcome; N, total number of responses to the question; p, two-
tailed p value calculated with paired sample two proportion z-test; RR, respiratory rate.
aData missing for the following questions: normal vital signs: settled, drinking 2/3 usual amount (n = 1), elevated vital signs: settled, drinking 2/3 usual amount (n = 4).
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distinguishing serious bacterial infections [8]. Notably, while 
persistent tachypnoea following antipyretic administration 
may support a diagnosis of pneumonia, persistent tachycardia 
alone lacks a clear association with increased serious bacterial 
infection risks [26]. In light of this, further research is war-
ranted to determine if clinical assessment following antipyretic 
use improves the diagnostic accuracy of serious illness in fe-
brile children [8].

Over one-third of our respondents recommended antipyretic 
use to prevent febrile convulsions during the current illness, 
mirroring previous studies that reported such practices in 
76% of primary care physicians [6] and 57% of ED clinicians 
[12]. Notably, nurses exhibited more than twice the likelihood 
of endorsing this approach compared to doctors. Erroneous 
beliefs among healthcare providers regarding the associated 
risks of untreated fever, particularly febrile convulsions as 
highlighted by multiple studies [6, 20, 21], may drive the over-
use of antipyretics. While a randomised controlled trial from 
Japan suggested that regular paracetamol use compared to no 
paracetamol use reduced the risk of recurrent febrile convul-
sions within the same febrile episode [27], prevailing evidence 
from prior systematic reviews still indicates limited clinical 
benefit [28]. Further high-quality research is warranted be-
fore any changes to current clinical practice guidelines, which 
continue to discourage prophylactic antipyretics for this pur-
pose [3, 8].

Reasons for clinicians aggressively treating fever (a normal 
response to infection), particularly in the presence of accom-
panying tachycardia and tachypnoea, require further explora-
tion. Clear definition and measurement of febrile discomfort 
would allow a more targeted approach to therapy. Explicit 
recommendations on antipyretic therapy in commonly used 
clinical guidelines, accompanied by national and local knowl-
edge translation efforts addressing relevant barriers and facil-
itators, may also reduce the practice variation evident in our 
results.

Strengths of this study include its large, diverse sample size 
drawn from multiple varied ED settings reflecting real-world 
clinical practices. Key limitations of this study include po-
tential responder bias due to moderate overall response rates 
(65.9%). We did not account for clustering by site in our anal-
ysis. The use of clinical vignettes may introduce social desir-
ability bias, where participants report based on their clinical 
guideline knowledge [12]. The cross-sectional design restricts 
causal interpretations, and the lack of post hoc analyses con-
strains deeper examination of how clinician characteristics in-
fluence practice.

5   |   Conclusion

Less than 10% of Australian ED clinicians self-report adherence 
to international evidence-based clinical practice guidelines for 
antipyretic use in paediatric fever management. Given the high 
volume of febrile children presenting to EDs each year, updates 
to local clinical practice guidelines may reduce variation in care 
and improve the quality and consistency of paediatric fever 
management.
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