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We will address the myths and realities associated with analgesic and anti-pyretic 
drugs (aspirin, dipyrone, acetaminophen) and non-steroidal anti-inflammatory 
drugs (or NSAIDs, ibuprofen being the most used). These drugs are widely used in 
the practice of pediatrics and otorhinolaryngology. Dipyrone has the most potent 
anti-pyretic action, followed in decreasing order by ibuprofen and acetaminophen. 
We will not talk much about aspirin, because it is practically not used any longer 
for children.  In anti-inflammatory action, the best drug is ibuprofen, followed by 
acetaminophen. Dipyrone does not have anti-inflammatory action; however, it has 
the most potent analgesic and anti-pyretic effect, followed by that of ibuprofen 
and acetaminophen.  Looking at Table 1 below, it is possible to evaluate the action 
of the most often used anti-pyretic drugs:

Table 1. Action of the most often used anti-pyretic drugs

  ACTION
DRUG  Anti-inflammatory Anti-pyretic Analgesic

Paracetamol ++ ++ ++

Ibuprofen +++ +++ ++

Dipyrone 0 ++++ ++++

The main myth, deeply rooted in the minds of families and many healthcare 
professionals, is that temperature should always be lowered to levels close to 
normal, especially in young children and infants.  This myth is even more deeply 
rooted in young couples with young mothers. We must not forget that fever is 
an important warning sign, usually accompanied by vigorous response from 
defense mechanisms (the immunological system), including increased migration 
of neutrophils, more bactericidal substances produced by these neutrophils, 
increased production of endogenous interferon (gamma interferon), and increased 
proliferation of T-cells that provide general anti-bacterial and anti-viral protection. 
Moreover, fever reduces absorption of iron in the bowels, and decreases free-
circulating iron that immediately leaves the circulation and goes to deposits 
in tissues (apoferritin). Many bacteria need iron for their proliferation and 
multiplication, so this sequestration of iron works as a defense mechanism against 



66 VII IAPO MANUAL OF PEDIATRIC OTORHINOLARYNGOLOGY�

these bacteria.  However, the metabolic cost of fever exceeds its clinical benefits, 
especially when it is very high and causes shivering, because there is an increase 
in baseline and noradrenaline metabolism, with peripheral vasoconstriction and 
increase in blood pressure.
Treatment
Reduction in body temperature usually provides comfort and well-being. In 
children with fever, depending on their condition, oral hydration is advisable, 
with water freely offered. They should not be dressed in hot clothes; quite the 
opposite, they should be lightly clothed and should be kept in an environment 
with moderate temperature and good ventilation. Old-fashioned measures such 
as a lukewarm bath and tepid compresses, in spite of their transient effect in 
producing a modest drop in temperature, are useful for young infants with allergy 
to anti-pyretic drugs or who have hepatic failure. Compress or alcohol rubs and 
cold compresses, formerly much used, should not be prescribed because they 
may cause intense chills and a significant increase in consumption of oxygen, 
in addition to an increase in levels of catecholamine  and consequently in blood 
pressure, as mentioned before.
Anti-pyretics
The first question to be asked is whether we should always use an anti-pyretic 
drug against fever. No. The routine and indiscriminate use of anti-pyretic drugs 
to lower body temperature, a frequent approach in our environment today, is 
considered wrong, mistaken.  In eutrophic children in good overall condition 
without a baseline disease, we should tolerate temperatures up to 39° C or 
102° F without using anti-pyretic drugs, according to most investigators who 
have studied the problem. We should point out that most childhood infections 
consist of trivial, benign, and self-limited episodes. However, it is very hard in 
practice to win the understanding and trust of parents, especially those who have 
a so-called “fever phobia.” For this reason, we believe that a compromise is to 
establish a temperature-limit, 38° C–38.5° C (100° F–101° F), above which we 
introduce anti-pyretic medication.
There are, however, some situations in which fever should be vigorously fought:
• In very high fever, above 39° C or 102° F (studies have shown), there is a 

reduction in the phagocytosing capacity of polymorphonuclear leukocytes, as 
well as in lymphocyte function.

• In patients with metabolic diseases like diabetes, the maintenance of euthermia 
is more beneficial. In children with chronic heart and lung conditions, and 
septicemia, it is imperative to fight fever, because the rise in temperature 
increases how hard the heart has to work, and may worsen the clinical status of 
the patient’s conditions. 

• In children between six months and five years of age who have a personal and/
or family history of seizures, anti-pyretic therapy has been used to prevent 
febrile seizures. It is an approach of questionable efficacy, but widely used.

The main anti-pyretic drugs we use are: acetylsalicylic acid, acetaminophen, 
ibuprofen, and dipyrone.
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Acetylsalicylic Acid
Aspirin has anti-inflammatory, analgesic, and anti-pyretic action.
Doses: as an analgesic/anti-pyretic: 50 to 75 mg/kg/day, every 4/4h or 6/6h
as an anti-inflammatory: 75 to 100 mg/kg/day, every 6/6h
Adverse reactions: asthma, rhinitis, urticaria, digestive hemorrhage, Reye’s 
syndrome.
Acetylsalicylic acid is no longer used as an anti-pyretic for children because of 
the possibility of causing severe Reye’s syndrome.
Acetominophen 
This has anti-pyretic, anti-inflammatory, and analgesic action. It is approved for 
use in children over two months of age and is considered safe for newborns and 
pregnant women. It is the drug of choice for patients with dengue fever.
Doses: 10 to 15 mg/kg every 4/4 or 6/6h (maximum 75 mg/kg/day).
Adverse reactions: skin allergy, urticaria, hepatic toxicity, usually related to 
overdosing.
Ibuprofen
Ibuprofen has anti-pyretic, anti-inflammatory, and analgesic action. It is 
approved for use in children over six months of age.
Dose: 5 to 10 mg/kg every 6/6h.
Adverse reactions: reversible inhibition of platelet function, anaphylactic 
reactions, worsening of asthma, analgesic nephritis (rare).
Dipyrone
Dipyrone has analgesic and anti-pyretic action and no anti-inflammatory 
properties.
Doses: 10 to 12 mg/kg (0.4 to 0.6 drop/kg), 3 or 4 times a day.
Adverse reactions: hypotension, bronchospasm, urticaria, anaphylaxis, 
agranulocytosis (rare).
In our culture, dipyrone has been widely used for children, most often in its 
liquid formulation, as drops. The drug has been used at wrong doses, 1 drop/kg, 
practically twice as much as at the recommended dose.
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