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Table 2

Traffic light system for identifying risk of serious illness2

Children with fever and: 
— any of the symptoms or signs in the red column are high risk
— any of the symptoms or signs in the amber column and none in the red column are intermediate risk 
— symptoms and signs in the green column and none in the amber or red columns are low risk

(if patent), the presence of a rash, neck
stiffness and level of consciousness
should also be assessed. 

COMMON CAUSES OF FEVER
Most febrile illnesses in children are
caused by viruses. Respiratory tract
infections causing coryza, cough, sore
throat, or ear pain are almost
inescapable, particularly in children
attending nursery. Severe viral
gastroenteritis with nausea, vomiting
and diarrhoea is less common in infants
since the introduction of rotavirus
vaccine, but many other viruses,
including norovirus still circulate. 

A variety of viral infections are
associated with rash, including the
classic exanthemata such as
chickenpox. Other viruses, such as
adenovirus, enterovirus, and
erythrovirus (formerly parvovirus) B19
can cause macular, papular or urticarial
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Green = Low risk

• Normal colour

• Responds normally to social cues
• Content/smiles
• Stays awake or awakens quickly
• Strong normal cry/not crying

• Normal skin and eyes
• Moist mucous membranes

• None of the amber or red symptoms
or signs

Amber = Intermediate risk

•  Pallor reported by parent/carer

• Not responding normally to social cues
• No smile
• Wakes only with prolonged stimulation
• Decreased activity

• Nasal flaring
• Tachypnoea: 
> 50 breaths/min, age 6-12 months
> 40 breaths/min, age > 12 months
• Oxygen saturation ≤ 95% in air
• Crackles in the chest

• Tachycardia:
> 160 beats/min, age < 1 year
> 150 beats/min, age 1-2 years
> 140 beats/min, age 2-5 years
• Capillary refill time ≥ 3 sec
• Dry mucous membranes
• Poor feeding in infants
• Reduced urine output

• Age 3-6 months, temperature ≥ 39° C
• Fever ≥ 5 days
• Rigors
• Swelling of a limb or joint
• Non-weight bearing limb/not using 
an extremity

Red = High risk

• Pale/mottled/ashen/blue

• No response to social cues
• Appears ill to a healthcare professional
• Does not wake or if roused does not
stay awake
• Weak, high-pitched or continuous cry

• Grunting
• Tachypnoea:
> 60 breaths/min
• Moderate or severe chest indrawing

• Reduced skin turgor

• Age < 3 months, temperature ≥ 38°C
• Non-blanching rash 
• Bulging fontanelle
• Neck stiffness
• Status epilepticus
• Focal neurological signs
• Focal seizures

rashes, which are most commonly (but
not exclusively) blanching. 

Urinary tract infection (UTI) causes 
2-7% of episodes of fever presenting to
primary care, and may have no focal
symptoms and signs, particularly in
infants under three months although a
strong smell or blood in the urine may
be described. This diagnosis should be
considered in any infant less than three
months of age presenting with fever.
Older children may have frequency,
dysuria, urgency, incontinence (in potty
trained children), abdominal or loin pain.4

Symptoms such as vomiting, poor
feeding, lethargy and irritability are
common to many febrile illnesses,
bacterial and viral, self-limiting and
serious. Their severity, and
accompanying symptoms and signs
may distinguish one from the other.
Symptoms and signs associated with
serious illness are listed in table 1, p18. 

REFERRAL
In general, GPs refer children because:
• The diagnosis is unclear after initial
assessment and the differential
diagnosis includes serious illness
• A diagnosis is suspected but the
necessary confirmatory tests are not
available in primary care
• The diagnosis is clear but
management cannot be provided
within primary care. 

The NICE guidelines give explicit
criteria for urgent referral using a traffic
light system of symptoms and signs, see
table 2, below.2 Many of the criteria are
objective but these are not a substitute
for your own gut feeling that this is a sick
child. There has been some debate
about specific criteria, and whether 
they should be amber or red – and
whether such algorithms may lead to 
over-referral.5,6 However, few 
would debate the validity of the »




