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important to remember that it may not
give a true reading if the peripheral
perfusion is poor. 

REFERRAL
All children who meet any of the 
high-risk criteria listed in tables 1-3 
need to be referred urgently, usually by
999 ambulance. The hospital should be
informed that the child is on the way.
Children with impaired immunity who
meet any of the moderate- to high-risk
criteria should also be referred urgently.
If a child has any moderate- to high-risk
criteria, but you are clear about the
underlying diagnosis, then the child can
be treated in primary care. However, if
you are unsure about the diagnosis, or
feel that the child cannot safely be
treated outside hospital, then you
should refer the patient urgently.

In the case of children not meeting
these criteria, it is important to make
sure that the parents or carers know
what symptoms and signs to look for
which may indicate that the child has
deteriorated, and ensure that they
know how to obtain medical care if
they are worried.

MANAGEMENT
Children with suspected meningococcal
disease should receive IM benzylpenicillin
or, if available, IM or IV ceftriaxone as
soon as the diagnosis is suspected.4
In other high-risk cases, antibiotics
should be given if transfer to hospital
will take more than an hour. If the
source of infection is known, it should
be treated according to local
guidelines. When the source is unclear,
ceftriaxone is the drug of choice, with
the addition of amoxycillin to cover
Listeria in babies younger than three
months.

If the child has previously been
infected or colonised with ceftriaxone-
resistant organisms, then local
guidelines will need to be consulted or
advice obtained from the on-call
microbiologist. If there are signs of
shock or the child has an oxygen
saturation less than 91% in air, then
oxygen should be administered. If no
oxygen saturation monitor is available
or there are concerns about the
accuracy of the reading in these
circumstances, oxygen is unlikely to be
harmful, so if in doubt, oxygen should
be given.

In children who do not need hospital
referral, a clean catch urine sample
should be obtained for analysis and
culture, and a chest X-ray considered.
Whenever possible, specimens such as
urine for culture or swabs for
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Sepsis is the clinical consequence of systemic inflammation 
triggered by an infective agent. In sepsis the immune
response is not brought under control so the inflammation
escalates and causes tissue damage, which can progress
to multiorgan failure. The clinical features of sepsis are:
fever; tachycardia, with no other explanation; tachypnoea,
with no other explanation; leukocytosis or leucopenia. 
To meet the International Pediatric Sepsis Consensus
Conference definition, a patient should have two of these
features, one of which should be fever or abnormal white
cell count, in the presence of infection.

In previously healthy children presenting in the community, 
bacterial infection is by far the most common cause. In the
neonatal period, group B streptococcus, coliforms, such as
E. coli, and Staphylococcus aureusare the usual culprits. 
In older infants and preschool children, the introduction 
of effective immunisation has virtually eliminated
Haemophilus influenzae type bsepsis. However, the
vaccines in the current universal schedule do not protect
against all strains of meningococcus, and only protect
against the 13 most common strains of pneumococcus, 
so we will continue to see these infections, albeit less often. 

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.
Staphylococcal sepsis is uncommon in the absence of
focal disease, such as skin abscesses, cellulitis, osteomyelitis,
or necrotising pneumonia. Gram-negative sepsis may 
be associated with urinary tract infection, particularly in
infants, or patients with abnormal renal tracts.

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. It is imperative to
ask about recent fevers or rigors, recent surgery or injury,
symptoms which may identify the focus of infection, and
any other risk factors for sepsis. 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.

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.
Hypotension is a preterminal event in children with sepsis,
so do not be reassured if the blood pressure is still normal.
All children who meet any of the high-risk criteria, as
defined by NICE, need to be referred urgently, usually by
999 ambulance. Children with impaired immunity who
meet any of the moderate- to high-risk criteria should also
be referred urgently. Whatever the measurements, the
gut feeling that a child is unwell should never be ignored.

microbiology should be taken before
giving antibiotics. Local antimicrobial
prescribing guidelines can be used to
determine choice of antibiotic if the
diagnosis is clear. It is crucial to chase up
the results, so that the treatment can be
adjusted if needed.

Recognition of the sick child is an
essential skill for any doctor whose
practice involves children. Gaining
sufficient experience to do this is
challenging when such children are
rarely encountered. The dangers of
missing the diagnosis of sepsis need to
be balanced against the consequences
of unnecessary referral and
investigation of children who do not
need to be seen in secondary care.
Whatever the measurements, the gut
feeling that a child is unwell should
never be ignored. 
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‘Whatever the
measurements, the
gut feeling that a
child is unwell should
never be ignored’
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