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20 years. However, the vaccines in the
current universal schedule do not
protect against all strains of
meningococcus, only the 13 most
common strains of pneumococcus, so
we will continue to see these infections,
albeit less frequently, and need to
remain aware of them. 

There is currently no vaccine against
group A streptococcus. Children with
invasive group A streptococcal disease
may present with septicaemia, or with
streptococcal toxic shock. Clinical
features which may point to this
diagnosis include the classical
scarlatiniform rash, which can
sometimes have petechial elements,
strawberry tongue, tonsillitis and
cervical lymphadenopathy, but these
signs are not always present.

Staphylococcal sepsis is uncommon
in the absence of focal disease, such as
skin abscesses, cellulitis, osteomyelitis,
or necrotising pneumonia, so it is
important to look for focal symptoms
and signs, as these may influence
antibiotic choices. 

Gram-negative sepsis may be
associated with urinary tract infection,
particularly in infants, or patients with
abnormal renal tracts. It is a particular
risk in immunocompromised children.
Groups of children who are at increased
risk of sepsis are listed in box 1, below.

ASSESSING ILLNESS SEVERITY
Every time a child who has symptoms
or signs suggestive of infection is
assessed, it is important to consider
whether this could be sepsis. This may
seem obvious in a child presenting with

fever, but not all children with sepsis
present with high fever or focal signs.
As is so often the case, obtaining a
good history from the child and the
parent or carer is vital. This can be
challenging in people whose first
language is not English, or who have
communication problems, so extra care
is needed. It is imperative to ask about:
• Recent fevers or rigors
• Recent surgery or injury 
• Symptoms that may identify the
focus of infection
• Any other risk factors for sepsis, see
box 1, below.

It is also important to check if the
child has had any medications which
may affect your assessment, such as
antipyretics or beta-blockers. It is
particularly important to ascertain
whether there has been a change in the
child’s behaviour, such as irritability,
lethargy, difficulty in waking or
confusion, and whether their colour has
changed, particularly if the child is pale,
mottled, or has cold hands and feet
despite having a fever. Also note when
the child last passed urine. If this
assessment is being made over the
phone the answers to these questions
will help you decide whether you need
to see the child, and if so, how urgently.

When you see the patient, take note

of the general appearance, and how
active and alert the child is. Many
children are easily upset when they feel
ill, and may cry and be combative,
though they are usually consolable if a
parent is present and reassuring. The
more worrying case is the child who lies
very quietly and is indifferent to the
examination. The skin should be
examined for signs of mottling, and
ashen appearance, for rash (especially
non-blanching rash), and any cuts,
burns or skin infections, and the lips and
tongue for pallor or cyanosis. 

Temperature, heart rate, respiratory
rate, and in children under 12 years
capillary refill time, should be measured.
Blood pressure should always be taken
in children over 12. In younger children,
blood pressure should be measured if
the right size cuff is available (beware of
using too small a cuff if you have a
choice of paediatric ones). In children
under five years, blood pressure
measurement is only necessary if there
is an abnormal capillary refill time. The
rest of the assessment and ongoing
management should not be delayed if
this equipment is not immediately
available. If the child is not obviously
alert and interactive, the level of
consciousness should be documented
formally. 

RISK STRATIFICATION
Tables 1 (p22), 2 and 3 (p24), outline the
clinical criteria on which the NICE risk
stratification for sepsis is based.1 It is
important to remember that the child’s
temperature is only one of the factors
to consider, and that sepsis can occur in
children with a normal temperature.
This is particularly true of children with
severe sepsis. Conversely, a raised
temperature is not always a sign of
infection, and may occur, for example
after surgery or trauma. 

Heart rate may be misleadingly low if
the child is on beta-blockers or has a
pacemaker (though these situations are
rare). Hypotension is a preterminal
event in children with sepsis, so do not
be reassured if the blood pressure is still
normal. Listen to the parents if they
express concerns about their child’s
behaviour, or feel that the child is
uncharacteristically irritable as
cognitive changes can be subtle. If an
oxygen saturation monitor is used, it is

‘Not all children with
sepsis present 
with high fever or
focal signs’

»

Box 1

Risk factors for sepsis in children

• Infants under 12 months of age, and particularly those under 3 months, are more
likely to have bacterial infection when they present with fever, and if they develop
bacterial infection are more likely to progress to sepsis.
• Children with an impaired immune system
— Primary immune deficiency
— Other diseases that affect immune function e.g. congenital asplenia (or children
who have undergone splenectomy), sickle cell disease. NB these children are
particularly at risk of pneumococcal sepsis and should receive penicillin prophylaxis
— Cancer patients treated with chemotherapy
— Those on long-term oral steroids
— Children treated with other immunosuppressive drugs for conditions such as
juvenile arthritis and inflammatory bowel disease
• Those who have had surgery or other invasive procedures within the past 
six weeks
• Any breach of skin integrity e.g. cuts, burns, blisters, skin infections, particularly
those resulting from chickenpox
• Indwelling lines or catheters

‘Hypotension is a
preterminal event in
children with sepsis’ 


