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Summary
Background:  To  explore  Turkish  parents’  practices  in  childhood  fever  management.
Methods:  A  cross-sectional  study  with  205  randomly  selected  Turkish  parents  of  febrile  children
6-months to  5-years  from  the  paediatric  hospital  and  two  family  health  centres  in  Sakarya,
Turkey in  2009.  Data  explored  general  fever  management  practices  on  the  8-item  Parents’
Management  Scale
(PFMS);
Turkey;

Fever Management  Scale  —  Turkish  version  (5-point  Liket  scale;  1  =  never  to  5  =  always)  and
socio-demographics.
Results: Parents  wanted  to  know  their  child’s  temperature  (61.5%),  took  temperatures  (60%),
slept in  the  same  room  (58.5%)  and  sought  medical  advice  (53.7%).  Non-evidence-based-
PFMS-TR

practices included  over-the-counter  medications  (42.4%);  waking  children  during  the  night  for
fever reducing  medication  (33.2%).  Evidence-based-practice  ensured  febrile  children  had  plenty
to drink  (30.2%)  and  febrile  children  were  checked  during  the  night  (59%).
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Conclusions:  Parents’  reports  indicate  high  levels  of  concern  about  fever,  overuse  of  over-
the-counter  medications  and  health  services.  Practices  increase  parents’  burden  of  care,  are
disruptive  of  family  life  and  lead  to  parental  fatigue.  The  study  confirms  the  appropriateness  and
applicability  of  the  fever  management  instrument,  a  simple  tool  to  incorporate  into  assessment
of febrile  children,  in  identifying  Turkish  parents’  fever  management  practice.
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febrile  illnesses  in  a  child  aged  between  six  months  and  five
years.  All  parents  volunteered  to  participate  in  an  individual
© 2013  College  of  Emergen
reserved.

What is already known about this topic?

•  Parents  internationally  are  concerned  about  child-
hood  fever.

• Antipyretics  are  the  preferred  method  of  managing
childhood  fever,  aiming  to  normalise  temperature
thereby  reducing  harmful  outcomes  from  fever.

•  Parents  need  to  receive  consistent  evidence-based
information.

What this paper adds?

•  The  Turkish  version  of  the  Parent  Fever  Management
Scale  (PFMS-TR)  is  an  effective  means  of  identifying
Turkish  parents’  evidence  and  non-evidence-based
childhood,  fever  management  practices.

•  This  8-item  scale  identifies  areas  for  parent  educa-
tion  to  reduce  their  burden  of  care  during  febrile
episodes  as  well  as  reducing  unnecessary  over-the-
counter  medication  and  overuse  of  health  services.

ntroduction

ever,  a  common  symptom  in  children,  is  one  of  the  major
oncerns  of  parents  of  febrile  children  and  a  key  factor
n  their  use  of  emergency  rooms  and  community  based
edical  practitioners  for  advice;  contributing  to  overuse

f  health  resources.1,2 Care  seeking  is  strongly  associated
ith  parents’  perceptions  and  representations  of  childhood

ever.3,4 Turkish  parents’  fever  management  practices  have
ot  been  explored  in  detail.  Neither  has  the  applicability
f  a  Turkish  version  (PFMS-TR)5 of  a  brief  fever  manage-
ent  instrument  Parents’  Fever  Management  Scale  (PFMS)6

n  identifying  areas  for  parent  fever  management  educa-
ion  to  reduce  the  unnecessary  burden  of  caregivers  and
veruse  of  health  care  resources  when  a  child  has  a  febrile
llness.

Caring  for  a  febrile  child  is  an  integral  aspect  of  parents
r  caregivers  life  that  is  often  misunderstood  and  incor-
ectly  managed.3,4,7 Inexperienced  parents  report  feeling
articularly  anxious  and  helpless  and  often  find  the  sever-
ty  of  the  illness  difficult  to  judge.8—11 For  consistent  rational
ever  management  it  is  essential  parents  and  caregivers  have
ppropriate  knowledge  and  positive  attitudes  towards  the

12,13
enefits  of  fever. A  clear  understanding  of  community
erceptions  and  attitudes  towards  childhood  illness  is  impor-
ant  in  developing  appropriate  interventions.  To  ensure  this,
here  is  a  need  to  understand  the  perceptions  and  represen-
ations  of  parents  and  caregivers.  This  aspect  of  parenting  is
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eceiving  increasing  attention  in  both  the  academic  litera-
ure,  the  media  and  advertising  of  antipyretics,  particularly
n  the  winter  months,  regarding  the  prominent  role  of  child-
ood  fever  in  the  use  and  overuse  of  healthcare  services  and
ver-the-counter  medications.5,22

Recent  studies  in  Turkey  identify  parents’  fear  of  fever
ith  83—97%  believing  fever  harmful,14,15 and  harmful  if

eft  untreated  (84%).7 Turkish  parents,  similarly  to  oth-
rs  internationally,  believed  untreated  fever  could  cause
ebrile  convulsions  (84%),  brain  damage  (10.5%)7 or  death
12%).14 Esenay  et  al.16 found  phobic  behaviours  that  could
dversely  affect  children’s  health  and  lead  to  inappro-
riate  fever  management  practices.  Most  Turkish  mothers
urveyed  (86.5%)  took  their  child’s  temperature  at  less
han  hourly  intervals,  and  95.8%  stayed  awake  all  night
o  track  the  child’s  fever.16 It  is  timely  to  identify  phobic
nd  burdensome  practices  with  a  short,  targeted  instrument
o  enable  parent  education  targeting  individual  parents’
eeds.

The  aims  of  this  study  were  to  (1)  survey  the  child-
ood  fever  management  practices  of  Turkish  parents  seeking
edical  assistance  for  a  febrile  child  using  the  Turkish  ver-

ion  of  the  PFMS6 (PFMS-TR)5 and  (2)  identify  differences
n  practices  between  socio-demographic  variables.  Findings
ill  assist  health  professionals  in  identifying  parents  fever
anagement  practices  and  act  as  a  guide  to  promoting

ppropriate  targeted  measures  to  improve  Turkish  parents’
hildhood  fever  management.

aterials and methods

esign

 cross-sectional  study  was  undertaken  in  the  state  of
akarya,  Turkey,  during  September  and  October  2009.

articipants

wo  hundred  and  five  parents,  selected  by  simple  random
nd  stratified  weighted  sampling  methods,  were  recruited
rom  one  paediatric  hospital  and  two  family  health  centres
ocated  in  central  Sakarya,  Turkey  on  Tuesday  and  Thursday
f  each  week  during  the  data  collection  period.  The  sample
as  recruited  from  parents  presenting  at  these  centres  for  a
nterview  following  their  child’s  febrile  illness  being  inde-
endently  triaged  as  non-emergent.  Eligibility  criteria  were
urkish  ethnicity  and  the  ability  to  read  and  write  Turkish,
8  years  of  age  or  older  and  the  primary  caregiver  of  the
ebrile  child  aged  between  six  months  and  five  years.
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Turkish  parents’  management  of  childhood  fever  

Data  collection

One-to-one  interviews  were  used  for  data  collection  at  the
participating  hospital  and  family  health  centres.  The  origi-
nal  Parent  Fever  Management  Scale  (PFMS)6 for  measuring
parents’  practice  about  childhood  fever  management  was
developed  by  Walsh  et  al.6 in  an  Australian  population  and
tested  for  content  validity  by  a  panel  of  Australian  experts  in
paediatrics  and  instrument  development.  A  detailed  expla-
nation  of  the  instrument  development  is  available  in  the
article  by  Walsh  et  al.6 The  Turkish  language  version  by  Altun
et  al.  (PFMS-TR)5 was  examined  by  three  experts,  a pae-
diatrician,  an  academic  paediatric  nurse  and  an  Academic
expert  in  Fundamental  Nursing.  Minor  changes  were  made
and  the  instrument  piloted  with  10  parents,  not  included  in
the  main  study,  for  ease  of  understanding,  and  was  found
satisfactory.  Construct/convergent  validity  was  confirmed
through  confirmatory  factor  analysis  (˛  =  0.80).  See  Altun
et  al.5 for  more  detailed  description.

The  PFMS-TR  consists  of  the  original  eight  items
assessed  in  5-point  Likert-type  format  (1  =  never,  2  =  rarely,
3  =  sometimes,  4  =  mostly,  5  =  always).  The  scale  has  a  pos-
sible  range  of  8—40,  with  higher  scores  indicating  higher
levels  of  practices  and  therefore  more  concern  about  fever,
indicating  fever  phobia,  and  greater  parental  burden  of
care  during  their  child’s  febrile  illness.  The  PFMS-TR  is
presented  in  Table  1.  Socio-demographical  variables,  such
as  the  respondent’s  age,  sex,  marital  status,  number  of
children,  geographical  location  of  their  home,  years  of  edu-
cation  and  healthcare  insurance  coverage,  were  included  in
the  Turkish  instrument.

Ethical  considerations

Institutional  approval  was  obtained  from  the  Ethics  Commit-
tee  of  Sakarya  University.  Participants  gave  verbal  consent
for  the  use  of  their  data  for  the  purpose  of  this  study.

Data  analysis

The  Statistical  Package  for  Social  Sciences  (Version  15.0.1)17

was  used  to  compute  demographic  frequencies  and  descrip-
tive  statistics.  Internal  consistency  and  homogeneity
between  the  PFMS-TR  items  were  calculated  using  Cron-
bach’s  alpha  coefficient.18 PFMS-TR  mean  and  standard
deviation  (SD)  were  calculated  for  items  and  total  score.
Findings  were  then  examined  to  determine  differences  in
PFMS-TR  in  responses  by  demographic  variables  using  Chi
Square,  t-tests  and  ANOVA  as  appropriate.  Significant  Chi
Square  tests  were  examined  using  Fishers  Exact  Test.  Where
significant  ANOVA  results  were  discovered  Post  Hoc  Analysis
using  and  Tukey’s  HSD  were  conducted.

Results
Demographic  data

Most  participants,  91.2%  (n  =  187),  were  the  mother  of  the
febrile  child;  all  were  married  (100%)  and  more  than  half,
57.6%  (n  =  118),  were  younger  than  30  years  of  age.  Most
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ere  the  parent  of  one  or  two  children  (80.5%,  n  =  165).
he  majority  of  mothers  were  homemakers  and  fathers
mployed.  Mothers  and  fathers  were  equally  likely  to  have
ore  than  eight  years  (54.2%)  (n  =  101),  or  eight  or  less

ears  of  schooling  (53.6%)  (n  =  110).  Most  parents  had  health-
are  insurance  coverage  (81.0%;  n  =  166);  half  lived  in  a
illage/small  town  (50.7%,  n  =  104)  with  the  remainder  living
n  a  city/major  city.  Demographics  are  reported  in  Table  2.
ignificant  demographic  differences  were  found  between
arents’  level  of  education:  mothers  (p  =  0.01)  and  fathers
p  =  0.01)  and  whether  or  not  they  had  health  insurance
p  =  0.01).

FMS-TR

nternal  reliability  of  the  PFMS-TR  scale  was  strong  for  the
 items  (˛  =  0.79).19 The  mean  total  score  was  33.54  ±  4.98
potential  8—40)  indicating  a  high  level  of  activities  that
ould  interfere  with  daily  life  with  a  focus  on  non-
vidence-based  practices,  e.g.,  child’s  temperature.  This
as  reinforced  when  item  means  were  examined.  Item  2,
anting  to  know  what  the  child’s  temperature  had  the  high-
st  mean  (4.44  ±  0.81).  Only  two  items  had  means  below
.00;  item  7,  waking  children  during  the  night  for  medi-
ation  to  reduce  fever  (non-evidence-based)  (3.74  ±  1.21)
nd  item  3,  making  sure  febrile  children  have  plenty
o  drink  (3.81  ±  1.08)  (evidence-based).  Evidence-based
tems,  items  3  and  5,  had  means  of  3.81  ±  1.08  and
.41  ±  0.83,  respectively.  The  remaining  items  indicate  non-
vidence-based  practices  and  ranged  from  3.74  ±  1.21  to
.44  ±  0.81  with  the  greatest  variability  in  responses  relating
o  item  7,  waking  febrile  children  for  an  antipyretic.

urden  of  caring  for  a  febrile  child

hen  their  child  was  febrile  the  majority  of  parents
ostly/always  checked  on  them  during  the  night  (87.3%);

iked  to  know  what  their  temperature  was  (86.9%);  slept
n  the  same  room  as  them  (84.8%);  took  them  to  the  doc-
or  (83.5%);  took  their  temperature  (81.0%)  and  used  over
he  counter  medication  to  reduce  the  fever  (76.1%).  Sixty-
even  percent  (66.8%)  made  sure  the  febrile  child  had  plenty
o  drink;  similar  percentages  of  parents  (63.4%)  woke  their
ebrile  child  during  the  night  for  medication  to  reduce  their
ever.  See  Table  1  for  parents  reported  practices.

FMS-TR  analysis  by  significantly  different
emographic  variables

hen  the  total  PFMS-TR  score  and  specific  items  were  ana-
ysed  by  socio-demographic  variables  there  were  significant
ifferences  in  a  number  of  areas,  recruitment,  hometown
nd  maternal  education.  Place  of  recruitment  made  a  signif-
cant  difference  to  parents’  total  PFMS-TR  score  with  higher
eans  reported  from  hospitals  than  family  health  centres.

hen  specific  items  were  examined,  it  was  found  that  par-

nts  from  the  hospital  setting  were  significantly  more  likely
o  report  evidence-based  practices,  ensuring  their  child  had
lenty  to  drink  and  checking  on  the  child  during  the  night.
ee  Table  3  for  means,  standard  deviations.
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Table  1  Parent’  practices  according  to  the  Turkish  Parent  Fever  Management  Scale  (PFMS-T)  n  =  205.

When  my  child  has  a  fever  I  generally  Never
%

Rarely
%

Sometimes
%

Mostly
%

Always
%

Mean  ±  SD

1  Take  their  temperature  3.4  3.4  12.2  21.0  60.0  4.30  ±  1.03
2 Like  to  know  what  their  temperature

is
1.0  1.3  10.7  25.4  61.5  4.44  ±  0.81

3 Make  sure  they  have  plenty  to  drink 6.3 2.4 24.4 36.6 30.2 3.81  ±  1.08
4 Use  over  the  counter  medication  to

reduce  the  fever
2.0  1.5  20.5  33.4  42.4  4.13  ±  0.92

5 Check  on  them  during  the  night  1.5  1.5  9.8  28.3  59.0  4.41  ±  0.83
6 Sleep  in  the  same  room  as  them  2.4  2.4  13.7  25.9  58.5  4.35  ±  0.94
7 Wake  them  up  during  the  night  for

medication  to  reduce  their  fever
9.3  3.4  23.9  30.2  33.2  3.74  ±  1.21

0

o
d
e
i
s
(
h
l

t
t
i
f

8 Take  them  to  the  doctor  24.0  

The  size  of  parents’  hometown  had  a  significant  influence
n  their  fever  management  practices.  These  were  significant
ifferences  dependant  on  parents’  hometown,  in  relation  to
nsuring  their  child  had  plenty  to  drink  (p  =  0.01)  and  tak-
ng  their  temperature  (p  =  0.02).  Those  living  in  cities  were

ignificantly  more  likely  to  take  their  child’s  temperature
p  = 0.04),  potentially  phobic  practice,  and  ensure  their  child
ad  plenty  to  drink  (p  =  0.01),  evidence-based,  than  those
iving  in  a  small  town  (see  Table  3).
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Table  2  The  relationship  between  family  characteristics  and  res

Total  Village  N  =  32  

n  %  %  

Age
≥30  118  57.6  10.2  

31—45  76  37.1  4.4  

46≥ 11  5.4  1.5  

Education of  mother
Primary  school  (8  years)  126  61.5  13.2  

Lysee  (11  years)  55  26.8  2.4  

University  (13—15  years)  24  11.7  3.7  

Education  of  father
Primary  school  (8  years)  98  47.8  11.7  

Lysee (11  years)  58  28.3  3.4  

University  (13—15  years)  49  23.9  0.5  

Healthcare  insurance
Yes  166  81.0  10.2  

No 39  19.0  5.4  

Hospital and  family  centre  recruitment
Hospital  169  82.4  13.2  

Family Health  Centre 36  17.6  2.4  

Mother’s profession
Employed  49  23.9  2.9  

Housewife 156  76.1  12.7  

Father’s profession
Employed  201  98  15.1  

Retired  4  2.0  0.5  

a Fisher’s exact test was applied.
.5  13.7  29.8  53.7  4.31  ±  0.90

Mothers’  education  made  a  significant  difference  on  the
otal  score  and  on  a  number  of  items:  taking  their  child’s
emperature,  ensuring  they  had  plenty  to  drink,  sleeping
n  the  same  room  as  the  child  and  waking  febrile  children
or  antipyretics  during  the  night.  Overall,  mothers  who  had
 university  education  scored  higher  on  the  total  PFMS-TR
p  =  0.01)  than  those  with  eight  or  less  years  of  education,
ndicating  greater  burden  of  caregiving  in  parents  with  a  uni-
ersity  education.  Specifically,  university  educated  mothers

idence  N  =  205.

Small  town  N  =  72  City  N  =  101  �2,  df,  p

%  %

19.5  27.8
1.69,  df  4,
p =  0.79a14.1  18.5

2.9  5.4

23.4  24.9
18.60,  df  4,
p  =  0.01a8.8  15.6

8.4  11.8

17.6  18.5
19.72,  df  4,
p  =  0.01

11.2  13.7
6.3  17.1

27.3  43.4 8.718,  df  2,
p  =  0.0137.8  5.9

26.8  42.7 2.86,  df  2,
p =  0.248.3  6.8

7.8  13.2 1.02,  df  2,
p =  0.6027.3  36.1

34.1  48.8 1.02,  df  =  4,
p  =  0.60a1.0  0.5
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Table  3  Comparison  between  recruitment  and  residential  areas.

Recruitment  centre
Hospital  (n  =  169);  Family
Health  Centre  (n  =  36)

Mean  SD  df  t  p

Scale/item

Total  score  (range  8—40)
Hospital  33.89  5.05

203  2.18  0.03Family Health  Centre  31.92  4.37
Make sure  the  child  has
plenty  to  drink

Hospital  3.89  1.13
203 1.95 0.05Family  Health  Centre  3.50  0.85

Check on  the  child  during
the  night

Hospital  4.48  0.87
203 2.23 0.03Family  Health  Centre 4.14 0.64

Residence
City (n  =  101);  Small  town
(n =  72);  Village  (n  =  32)

Mean  SD  df  F  p

Scale/item

Take  the  child’s
temperature

Citya 4.51  0.90  2  4.112  0.02
Small towna 4.10  1.10
Village  4.13  1.18

Make sure  they  have  plenty
to  drink

Cityb 4.08  1.10  2  6.650  0.01
Small townb 3.49  1.07
Village  3.75  0.88

Mothers  education  level
Primary  level  (n  =  126);  Lysee  (n  =  55);  University  (n  =  24)

Mean  SD  df  F  p

Scale/item

Total  score  (range  8—40)
Primary  levelb 32.68  4.88  2  7.027  0.01
Lysee 34.24  5.10
Universityb 36.50  3.90

Take the  child’s
temperature

Primary  levelb 4.08  1.11  2  9.604  0.01
Lysee 4.56  0.90
Universityb 4.92  0.28

Make sure  they  have  plenty
to  drink

Primary  levelb 3.66  1.14  2  7.106  0.01b

Lyseea 3.87  1.02  0.03a

Universitya,b 4.54 0.59

Sleep in  the  same  room  as
the  child

Primary  levela 4.25  1.02  2  3.017  0.05
Lysee 4.42 0.81
Universitya 4.75 0.69

Wake them  during  the  night
for  an  antipyretic

Primary  levelb 3.60  1.25  2  4.690  0.01
Lysee 3.78  1.21
Universityb 4.42  0.83

a
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Significant difference of p ≤ 0.05.
b Significant difference of p ≤ 0.01.

were  significantly  more  likely  to  take  their  child’s  tem-
perature  (p  =  0.01)  and  sleep  in  the  same  room  as  their
febrile  child  (p  =  0.05),  potentially  phobic  non-evidence-
based  practices;  and  make  sure  their  child  had  plenty  to
drink  (p  =  0.01),  evidence-based,  than  those  with  eight  years
or  less  schooling.  University  educated  mothers  were  also
more  likely  than  those  with  Lysee  (11  years  of  schooling)
to  ensure  febrile  children  had  plenty  to  drink  (p  =  0.03).
Discussion

This  study  examined  Turkish  parents’  fever  management
practices  using  the  PFMS-TR.5 Parents  overall  PFMS-TR

e
l
a
s
m

core  was  high.  Turkish  parents  reported  high  scores
n  all  behaviours  in  the  PFMS-TR  when  their  child  was
ebrile.  These  findings  indicate  concern  about  fever.  Par-
nts  mostly/always  liked  to  know  the  child’s  temperature,
ook  temperatures  regularly  and  slept  in  the  same  room
s  the  febrile  child.  Additionally,  they  mostly/always  used
ntipyretics  to  reduce  fever  and  woke  febrile  children  during
he  night  for  an  antipyretic;  practices  not  based  on  sci-

22
ntific  evidence. Evidence-based  practices  were  reported
ess  frequently,  ensuring  the  febrile  child  had  plenty  to  drink
nd  checking  their  child  during  the  night.22 Findings  demon-
trate  fever  phobic  behaviours  with  a  potential  to  overuse
edical  services;  parents  reported  they  mostly/always  seek
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edical  advice  for  febrile  children.  This  study  identified  the
eed  for  specific  targeted  education  dependent  on  socio-
emographics  highlighting  the  necessity  of  identifying  each
arent’s  educational  needs  using  a  quick,  simple  instrument.

FMS-TR

he  PFMS-TR  mean  was  very  high,  33.54  out  of  a  poten-
ial  range  of  8—40  (higher  score  more  concern),  indicating
hat  most  participating  Turkish  parents  were  very  active
n  monitoring  temperature  and  reducing  fever,  behaviours
ndicating  concern  about  fever.  Additionally  they  reported
ractices  quite  intrusive  into  family  life,  such  as  sleeping  in
he  same  room  as  the  febrile  child.  These  practices  may  not
e  necessary  for  a  simple  viral  febrile  illness,  which  most
hildhood  illnesses  are.20 Findings  support  those  of  an  ear-
ier  study  to  evaluate  the  PFMS  in  a  Turkish  setting  where  the
verall  PFMS-TR  score  was  34.52  (SD  4.60).5 Turkish  parents
eport  more  fever  management  activities  than  Australian
arents  in  the  first  study  using  the  PFMS  (17.20;  SD  4.45;
ange  8—33;  potential  range  7—35).6 Based  on  finding  from
hese  studies,  it  could  be  argued  that  in  Turkey  parents  gen-
rally  evaluate  fever  as  harmful,  more  harmful  than  parents
n  Australia.

oncern  about  temperature

urkish  parents  in  our  study  wanted  to  know  their  child’s
emperature.  More  than  half  the  parents  always  wanted  to
now  their  child’s  temperature  (61.5%),  confirming  this  need
as  reports  of  always  measuring  the  child’s  temperature

60%).  Findings  confirm  recent  Turkish  research16,21—23 with
oncerns  about  fever  increasing  over  the  past  few  years.7,14

Antipyretic  use  among  Turkish  parents  in  both  Turkey  and
eighbouring  countries  are  similar.  Langer  et  al.24 found
hat  Turkish  mothers,  living  in  Germany,  described  fever  as

 ‘fearful’  concept  and  identified  antipyretics  as  the  pre-
erred  method  of  reducing  fever  (93.4%).  These  mothers
ere  more  likely  to  administer  antipyretics  at  too  frequent
r  incorrect  doses  (46.8%)  than  those  without  these  beliefs
31.3%).25 Incorrect  antipyretic  dosing  was  common  in  Turk-
sh  parents  presenting  at  an  emergency  department,  66.5%
ncorrectly  dosing  with  paracetamol  (54%  under-dosing  and
.4%  over-dosing)  and  37.3%  with  ibuprofen  (27.7%  under-
osing  and  9.6%  over-dosing).15 Turkish  parents  in  this  study
76.1%)  mostly/always  used  antipyretics  when  children  were
ebrile.  Underuse  of  antipyretics  does  not  effectively  reduce
ever,  it  has  been  reported  to  increase  parents’  concerns
bout  harmful  outcomes  from  fever  and  overuse  of  health
ervices;  overdosing  is  potentially  harmful.8

vidence-based  childhood  fever  management

eports  of  evidence-based  practices  in  Turkish  parents
ary  over  time.  Beliefs  about  the  benefits  of  fever  were

ommon  in  1990s  when  most  mothers  surveyed  (96%)
eported  evidence-based  beliefs,  that  fever  in  children  was
mportant26 and  that  it  was  important  for  febrile  children
o  drink  water  (75%).  However,  few  of  these  parents  were
ware  that  dehydration  associated  with  high  fever  cause  be

a
T
t
T
e

N.D.  Cinar  et  al.

armful.  In  the  early  2000s,  Esenay  and  Yiğit  found  that
nly  half  the  children  admitted  to  hospital  with  a  febrile
llness  had  had  sufficient  fluids  prior  to  hospitalisation.16

ater  in  this  decade  Celasin  et  al.21 found  that  most  moth-
rs  (81.1%)  reported  it  important  for  febrile  children  to
rink  water,  with  half  (57.3%)  understanding  the  rationale
or  this.  Of  concern  is  that  the  current  study  identifies  par-
nts’  least  likely  practice  to  always  ensure  their  child  had
lenty  of  fluids  (30.2%).  This  specifically  related  to  parents
iving  in  cities,  recruited  through  the  hospital  and  those  with
niversity  education.  This  highlights  the  need  for  individ-
ally  targeted  education  about  care  of  febrile  children  in
reventing  dehydration,  particularly  if  parents  administer
buprofen  to  dehydrated  children.

The  need  to  observe  febrile  children  for  signs  of  dete-
ioration  is  recognised  as  an  important  aspect  of  caring  for

 febrile  child.27,28 Those  recruited  through  the  paediatric
ospital  reported  this  practice  more  frequently.  This  may
eflect  these  parents’  increasing  concern  precipitating  tak-
ng  the  child  to  a  hospital  for  medical  assistance,  greater
oncern  than  those  seeking  assistance  in  the  community,
rom  a  family  health  centre.

Findings  from  this  and  the  above  studies  highlight  the
ariability  in  parents’  practices  and  importance  for  Turk-
sh  health  professionals  to  explore  each  parent’s  fever
anagement  practices  and  target  education  to  reduce
yths  and  non-evidence-based  behaviours.  Evidence-based

uidelines  have  been  developed  specifically  for  parents
se  (http://guidance.nice.org.uk/CG160).27 Translation  of
hese  into  Turkish  and  use  in  community  and  hospital  settings
ay  assist  in  reducing  the  unnecessary  overuse  for  health

ervices  and  antipyretic  medications  when  children  have  a
ebrile  illness.

With  current  practices  in  the  Western  world  of  alternat-
ng  antipyretics3,4 it  is  imperative  to  explore  this  practice
n  Turkey  to  either  address  inappropriate  practices  or  pre-
ent  the  introduction  of  this  potentially  harmful  practice
n  community  settings.8 In  addition  to  unnecessary  medica-
ion  of  febrile  children,  antipyretics  increase  viral  invasion,
ct  against  the  body’s  natural  defence  against  infection  and
xtend  the  period  of  the  illness.29 More  recently  prophy-
actic  paracetamol  was  reported  to  reduce  the  antibody
esponse  following  vaccination.30 When  considered  in  con-
ext  of  the  number  of  self-limiting  viral  illnesses  in  young
hildren,  it  is  imperative  that  Turkish  parents’  beliefs  and
ractices  be  explored  and  corrected  to  reduce  the  overuse
f  antipyretics,  over-the-counter  medications,  for  simple
ebrile  illnesses.

urden  of  caregiving

arental  practices  interfering  with  family  life  and  poten-
ially  causing  fatigue  in  parents  of  febrile  children  were
ommon  in  our  study.  More  than  half  the  Turkish  parents  sur-
eyed  (58.5%)  always  slept  in  the  same  room  as  their  febrile
hild,  they  always  took  the  child’s  temperature  (60.0%)

nd  medicated  the  febrile  child  during  the  night  (33.2%).
his  indicates  significant  concern  about  fever,  similar  to
he  ‘fever  phobia’  described  by  Schmitt  in  198031 and  in
urkey  by  Esenay  et  al.16 In  our  study,  about  half  the  par-
nts  reported  always  taking  their  child  to  the  doctor  (53.7%),
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Turkish  parents’  management  of  childhood  fever  

confirming  previous  findings  about  health  service  usage  for
febrile  children  in  Turkey  by  Ceceli  et  al.11 and  Esenay
et  al.16

Fever  phobic  practices  were  responsible  for  unnecessary
burden  of  caregiving,  interference  in  family  life  precipi-
tating  parental  fatigue  when  Turkish  children  had  a  febrile
illness.  Specific  phobic  practices  were  reported  more  fre-
quently  by  parents  from  cities,  university  educated  parents
more  frequently  reporting  taking  their  child’s  temperature
than  other  parents.  Those  with  a  university  education  slept
in  the  same  room  as  their  febrile  child  and  woke  them  dur-
ing  the  night  for  an  antipyretic.  Higher  levels  of  education
have  previously  been  reported  associated  with  fever  phobic
practices.6,32,33

Through  use  of  the  PFMS-TR  we  identified  a  number  of
areas  for  parent  education,  education  to  specifically  target
unnecessary  or  non-evidence-based  practices.  Differences
in  the  responses  from  parents  from  small  towns  and  cities
need  further  examination.  Those  related  to  recruitment
centre  may  reflect  the  perceived  degree  of  illness  of  their
child  at  the  time  of  survey.  This  study  confirms  the  usefulness
of  this  simple  tool  in  community  and  hospital  settings  for
clinicians  to  identify  necessary  parent  education  to  not  only
reduce  parents’  burden  of  care  when  a  child  has  a  febrile
illness  but  also  promote  evidence-based  use  of  antipyretics
and  health  services.

Limitations

This  study  was  conducted  in  one  area  in  Turkey  with  a  small,
through  representative  sample  of  randomly  selected  parents
from  differing  socio-demographics.  Generalisation  of  find-
ings  should  therefore  be  undertaken  with  caution.  There  is
a  need  for  a  large  study  of  fever  management  practices  of
Turkish  parents  of  both  febrile  and  well  children  to  identify
education  needed  at  a  community  as  well  as  an  individual
level.

Conclusion

This  study  trialled  the  PFMS-TR  in  a  sample  of  parents  from
villages,  small  towns  and  cities  recruited  through  hospi-
tals  and  family  centres  enabling  comparisons  to  be  made
and  supporting  the  instruments  use  in  identifying  areas
where  parents  fever  management  education  is  needed.
Further  research  is  necessary  to  support  the  findings  and
enable  the  development  of  targeted  educational  interven-
tions  to  support  individualised  parent  education  promoting
evidence-based  care  of  febrile  children  by  Turkish  parents.
More  trials  of  the  original  instrument  in  other  countries  and
settings  are  needed  to  further  test  the  instrument  and  iden-
tify  education  necessary  to  assist  parents’  care  for  their
febrile  children  in  an  evidence-based  manner,  without  undue
interference  in  family  life,  reducing  the  current  burden  of
care  when  a  child  is  febrile.
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2007;42:57—60.

7. SPSS for Windows, Version 15.0.1 [computer program]. Version
150. 1. Chicago, IL, USA: SPSS Inc.; 2006.

8. Polit DF, Beck CT. Essentials of nursing research: methods,
appraisal, and utilization.  Philadelphia: Lippincott; 2006.

9. Cohen J. A power primer. Psychol Bull 1992;112(1):155—9.
0. Avner JR. Acute fever. Pediatr Rev 2009;30(1):5—14.
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