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Abstract

Context: Fever is one of the most common problems in patients. There are a variety of fever control interventions with different
levels of efficacy and side effects across patients, especially among critically ill individuals. In this regard, the current review study
was conducted to examine the evidence regarding the nursing interventions used to control fever.
Evidence Acquisition: For the current study, the articles on fever control methods were searched throughout several databases in-
cluding SID, Irandoc, Google Scholar, PubMed, Medline, Scopus, Cochrane Library, and ScienceDirect. The search process was accom-
plished using the following keywords: “management of fever”, hyperthermia”, and “nursing intervention”. The electronic search
was performed without any time limit. The exclusion criteria were the duplicate and incomplete studies, animal studies, the ones
without clear statistical analysis, and those with a sample size of < 30 subjects (due to low statistical power).
Results: The electronic search resulted in the inclusion of 22 articles. In most of the studies, acetaminophen was introduced as
the first choice of therapists to control fever. The adoption of physical methods to manage fever varied across different centers
depending on the available facilities and hospital routines.
Conclusions: As the findings of the reviewed studies indicated, pharmaceutical and physical methods to manage fever should be
selected according to patient’s conditions. It is recommended that a combination of physical and pharmaceutical interventions for
this purpose be utilized. It is also suggested that proper protocols be presented for the appropriate treatment and management of
fever under different conditions.
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1. Context

Fever is defined as a rise in the body temperature above
the normal range and is associated with an increase in the
hypothalamic set point (1). Based on the Infectious Dis-
eases Society of America, a temperature of above 38.3ºC is
considered as a fever and requires the clinical examina-
tion of the patient. Fever is caused by both infectious and
non-infectious agents (2). Recent evidence suggests that
fever and hyperthermia have detrimental effects, particu-
larly on patients, and are associated with increased mor-
tality rate, multiplied risk of severe disabilities, and pro-
longed hospital stay (3).

Fever leads to the reduction of cardiac output and en-
hancement of metabolic demand, oxygen consumption,
and serum lactate levels. It also results in vasoconstric-
tion, tissue damage, restlessness, and seizure in children.
The emergence of fever necessitates the administration
of more diagnostic tests and therapeutic measures, and
prolongs hospital stay. This enhances the cost of medical
therapies and exposes the patient to unnecessary invasive

treatments, and even improper use of antibiotics (4).

Fever should be controlled with medical therapy or
physical methods, especially in critically ill patients, due
to the possibility of hemodynamic instability in such
patients (5). Therefore, the management of febrile pa-
tients requires proper, specific, and pertinent care prin-
ciples. However, little is known about the best available
method to reduce fever. Despite the lack of sufficient ev-
idence in the literature, there are multiple practical tech-
niques commonly used to reduce body temperature in
clinical practices (6). Pharmaceutical interventions to re-
duce body temperature can have several adverse effects
such as hypotension, gastrointestinal bleeding, hepatic
and nephrotic toxicity, and prolonged intensive care unit
(ICU) stay (7).

However, the employment of physical methods to con-
trol fever is controversial due to peripheral arterial stimu-
lation and contraction, sympathetic nervous system acti-
vation, and patient discomfort (8). There are several meth-
ods for surface cooling, the most commonly used of which
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include cold or hot compress, warm or lukewarm bath, hy-
pothermia blankets, air conditioning, and elevation of en-
vironmental temperature (9). However, there is no con-
sensus among the experts on the most efficient and safest
strategy to control body temperature (10). Due to the prob-
lems that occur following the fever, the current review
study aimed at investigating the evidence related to the ef-
ficient nursing interventions of fever control.

2. Evidence Acquisition

The current review study included the articles examin-
ing fever control nursing interventions. For this purpose,
the articles related to the subject of interest were searched
in several national and international databases, including
SID, Irandoc, Google Scholar, PubMed, Medline, Scopus,
Cochrane Library, and ScienceDirect. Moreover, the refer-
ence lists of the retrieved articles were reviewed to identify
more relevant studies. The search was performed based
on the following keywords: “management of fever”, hyper-
thermia”, and “nursing intervention”.

All papers using different methods to reduce fever and
those employing a control group or comparing different
treatments were included in the study. The electronic
search was carried out with no time limits. On the other
hand, the duplicate or incomplete studies, as well as those
that examined animals, had unclear statistics, was con-
ducted on a sample size of < 30 subjects (due to low statis-
tical power) were excluded from the review process (Figure
1).

3. Results

A total of 66 studies were found, 1, 8, 8, 10, 14, 15,
15, and 20 cases of which were retrieved from Cochrane
Library, SID, Medline, Irandoc, PubMed, ScienceDirect,
Google Scholar, and Scopus, respectively and 25 were ex-
cluded due to duplication. Out of these 66 papers, 2, 11,
and 11 cases were excluded from the study due to inacces-
sibility to the full text, improper statistical analysis, and
a sample size of < 30 cases (due to low statistical power),
respectively. In addition, 20 articles were excluded from
the review process due to investigating specific infections
such as Crimean-Congo fever, typhoid, urinary tract infec-
tions, the Kawasaki syndrome, and neutropenia, as well as
antibiotic administration to control fever. Finally, 22 arti-
cles were entered into the analysis (PRISMA flowchart).

Out of the 22 papers, 15 cases were clinical trials, investi-
gating the pharmaceutical (n = 6) and non-pharmaceutical
(n = 9) treatments to control fever. Furthermore, three
cases were review studies, and the other four articles were

66 articles about nursing 
 

interventions of fever control
 

20 articles were removed from  

the review process because of 

investigating specific  

infections, such as Crimean-

Congo fever, typhoid, urinary 

tract infections, Kawasaki 

syndrome, and neutropenia, 

as well as using antibiotic 

drugs to control fever  

46 articles  

2 articles were excluded
 

  

because of inaccessibility 
  
to the full text

 

11 articles were excluded,
  

because of improper  

statistical analysis 

11 articles were excluded 
  

because of use of  sample 

size  less than 30 person   

22 articles were included, finally  

Figure 1. PRISMA flowchart of search strategy and selection process

based on phone call or online surveys and questioning the
nurses about the methods to control the fever.

The use of antipyretics was reported as the most com-
monly used method to reduce fever in several studies. Sur-
face cooling techniques, such as hyperthermia blankets,
lukewarm bath, and ice packs, were also used alone or in
combination with pharmaceutical methods. The applica-
tion of pharmacotherapy to reduce fever had a number
of unwanted side effects including hemodynamic disor-
ders such as hypotension, hepatic and renal dysfunction,
as well as water and sodium retention. Physical methods
to control fever also caused complications such as chills,
vasoconstriction, and restlessness. In the cases that the
main objective was to reduce fever, a range of treatments
was introduced without a standard method (11). Since each
method had its own advantages and disadvantages, fur-
ther investigations seem necessary in this regard.

In the articles investigating the pharmaceutical meth-
ods of fever control, oral and injectable acetaminophen
and ibuprofen were reported as the most commonly used
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medications. Overall, pharmaceutical treatments were ef-
fective in controlling fever, and the results indicated that
the combination of medications was more effective than a
single-drug therapy (Table 1). As mentioned earlier, the use
of medications such as acetaminophen is one of the most
common and well-known methods to control fever. How-
ever, pharmacotherapy is often associated with a delay of
several hours to achieve the desired effect. In addition, in
severe cases, even higher doses of the drug may not pro-
vide the desired reaction (12).

When attempting to reduce the temperature through
different methods, care should be taken not to exacerbate
the underlying disease of the patient or cause a new ill-
ness in the patient (13). The application of pharmaceutical
methods to reduce fever in the patients with hypovolemia,
or underlying hepatic or renal diseases can cause or aggra-
vate liver and kidney dysfunction (14). Therefore, the prob-
ability of creating problems is another limitation of phar-
maceutical methods (12). In a study, the cost of fever treat-
ment with acetaminophen for patients admitted to the ICU
was estimated US $10000 - 29000 per year (9).

No studies estimated the costs associated with the
physical methods of temperature reduction. Lee et
al. reported that the application of non-steroidal anti-
inflammatory drugs or acetaminophen to control fever in-
creased the mortality rate in infected patients over a 28-
day period. On the other hand, there was no increase
in the mortality rate among the patients receiving non-
pharmaceutical treatment for fever reduction (5). The ex-
istence of such constraints suggests that research on the
use of other methods to reduce body temperature should
be also considered. It is essential to consider other compli-
cations and underlying diseases when prescribing medica-
tions to control fever.

The other alternative to control fever is to use physi-
cal methods such as airflow and water-flow, tepid spong-
ing, ice packs, hypothermia blankets, and intravascular
methods. Table 2 summarizes the studies that investi-
gated physical interventions and compared the pharma-
ceutical methods with the physical interventions. The re-
sults of these studies showed that physical methods were
one of the effective methods to control fever, leading to
better outcomes if combined with other methods such as
tepid sponging and airflow. In addition, the application of
intravascular cooling systems, especially in central veins,
was very effective on controlling fever. The combination
of physical methods with pharmaceutical therapies im-
proved the efficacy of fever management. In intravascu-
lar methods, by means of an intravascular cooling device,
cool saline flows in balloons located in the blood vessels. In
this method, saline lowers the temperature without a di-
rect contact with the blood. Although these tools are gen-

erally designed to create hypothermia, they are sometimes
used to treat fever (7).

The findings of the three review studies reveled that
physical methods were effective in controlling fever; how-
ever, they also had side effects for the patients (Table 3).
Body temperature reduction is not easy and is associated
with a number of risks (23). This underscores the neces-
sity of identifying a safe method. Physical methods are
among the interventions that can be adopted to control
fever (14). Nurses have a key role in the implementation
of these interventions as decision makers and initiators of
these methods.

The history of using physical methods to reduce the
temperature may date back to Florence Nightingale (1820
- 1910) (27). Contrary to the historical records, these
methods still need further investigation. Prior to 2000,
there was no comprehensive study comparing the physical
methods of temperature reduction, such as tepid spong-
ing or lukewarm water bath, especially in the ICU (28).
However, according to the literature review, since the last
decade, there is a growing interest in the investigation and
comparison of different methods of reducing body tem-
perature to identify a more effective, convenient, easily ac-
cessible, and low-cost method.

Rapid reduction of the temperature leads to severe re-
actions of the autonomic nervous system, which results
in shivering (29). Chills are the most important complica-
tions caused by the application of physical interventions to
reduce the temperature. Therefore, this condition results
in a three- or five-fold increase in the metabolic demand
(27). Shah et al. demonstrated that temperature dropping
by 0.62ºC/h caused shivering in all patients (28).

Autonomic responses may also present in the form
of such complications as restlessness, peripheral vascular
contraction, and even coronary artery contractions (27).
In addition, at the time of cooling by means of physical
methods, oxygen consumption is increased up to 57.6%
and blood pressure is raised by 15% (30). The application of
physical methods to cooldown the body temperature also
increases the levels of epinephrine and norepinephrine
(31). As a result, the comfort of the patient, identification
of the causative agents of fever, prevention of complica-
tions such as shivering, which exacerbate patient condi-
tion, should be prioritized.

In four articles, the data were collected by phone call,
online interviews, or surveys of nurses about the meth-
ods of fever control. These studies showed that most of
the centers did not have comprehensive guidelines to con-
trol fever, and that the most commonly used interventions
were acetaminophen use.
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Table 1. Review of the Articles on Pharmaceutical Therapies to Control Fever

Author Year Sample Size Method Result

Greenberg et al. (15) 2010 166 febrile patients admitted to ICU Patients were randomly divided into two
groups. The first group was treated with
acetaminophen injection, and the
second group received no fever
treatment.

The acetaminophen group showed a
significant decrease in temperature and
increase in speed of fever reduction.

Peacock et al. (16) 2011 5 febrile patients with internal problems Patients were randomly divided into two
groups. The first group was given 1 g of
intravenous acetaminophen, and the
second group received 1 g oral
acetaminophen every 6 h.

Both methods of acetaminophen
administration were effective and safe in
reducing fever.

Mullins et al. (17) 2011 79 patients with a high temperature
(38ºC) admitted to neurosurgery ICU

Patients were randomly divided into
three groups. The first group was treated
with 975 mg of acetaminophen, the
second group with 800 mg ibuprofen,
and the third group with both
acetaminophen and ibuprofen.

In all three groups, body temperature
was reduced in 6 h. The combination of
acetaminophen and ibuprofen was
significantly more effective on
controlling fever than the other two
methods.

Promes et al. (18) 2011 61 febrile patients with grade II or III
burns

Patients were randomly divided into two
groups. The first group received 800 mg
intravenous ibuprofen, and the second
group received placebo every 6 h for 5 d.

Fever significantly reduced in the
ibuprofen group. This amount of
ibuprofen can be tolerated without any
special side effects.

Kokki (19) 2010 90 children in the age range of 6 mn to 6
yr with a body temperature of above
38.8ºC

Patients were randomly divided into
three groups. The first group received
ketoprofen (0.5 mg/kg), the second
group acetaminophen (20 mg/kg), and
the third group ibuprofen syrup (5
mg/kg) every 6 h orally.

Fever effectively reduced in all three
groups. Ketoprofen syrup had no
harmful effects, compared with the other
two drugs.

Young et al. (7) 2015 700 febrile patients admitted to ICU Patients with a high temperature of 38ºC
were randomly divided into two groups.
The first group received 1 g
intraperitoneal acetaminophen every 6
h, and the second group 100 mL of 5%
dextrose water every 6 h.

The acetaminophen recipient group had
a decrease in the temperature at the
maximum daily temperature and
average daily temperature, compared
with the placebo group.

4. Discussion

Fever control interventions include the application of
medications (e. g. non-steroidal anti-inflammatory drugs
and acetaminophen), as well as surface and intravascular
cooling mechanisms. However, these alternatives can have
their own side effects. Nonsteroidal anti-inflammatory
drugs can be very effective in reducing fever; however, they
can cause renal dysfunction. The consumption of 4 mg ac-
etaminophen per 24 hours is associated with transamini-
tis. Therefore, daily acetaminophen dosage should be cal-
culated. Analgesics, which are the combinations of opi-
ates and acetaminophen, are often ignored in the calcula-
tion. Acetaminophen injection is also very helpful to con-
trol fever; although it is costly (38).

The conventional and well-known methods of using
tepid sponging or lukewarm water bath can significantly
reduce the body temperature often at a relatively short
time due to the direct contact with the patient body in a
prolonged and continuous manner (39). However, it usu-
ally requires access to the specific parts of the patient’s
body; in addition, it may stimulate the thermoregula-
tion mechanism leading to skin temperature reduction by
vasoconstriction. Moreover, these methods not only fail to

reduce the body temperature uniformly, but also increase
the workload of the nurses in the ward (31).

It takes 45 - 60 minutes to prepare the equipment for
lukewarm water bath, while the minimum time to ad-
minister acetaminophen is around 5 - 10 minutes. There-
fore, the administration of acetaminophen saves nurses
50 minutes (40). However, considering the risks of ac-
etaminophen consumption including increased mortality
(5), these methods should be employed with precaution.
In physical methods, it is recommended that the patients’
conditions be considered and a combination of methods
be employed.

Chan et al. reported the most common physical meth-
ods of reducing fever as using ice in areas rich in blood ves-
sels, cooling blankets, and fans (27). In the infectious dis-
eases book, written by Mandell (2009), the application of
a fan is introduced as one of the physical strategies to re-
duce fever (41). The results of most of the reviewed studies
were indicative of the high efficacy of airflow; moreover,
this technique was reported to have low complications to
control fever and reduce both the surface and core temper-
atures (20).

The review of the common fever control treatments in
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Table 2. Review of the Articles Investigating Different Physical Interventions and Comparing Pharmaceutical Methods to Control Fever

Author Year Sample Size Method Result

Creechan et al. (20) 2001 41 patients from
three ICU in two
groups

A group was exposed to airflow, and the
other group to water-flow.

The rates of temperature reduction were 0.377ºC and
0.163ºC per hour in the airflow and water-flow groups,
respectively. The success rates of reaching 38ºC or less
were 75% and 47% in the airflow and water-flow
groups, respectively.

Mayer et al. (21) 2001 220 febrile patients
in NICU

220 febrile patients (above 38.3 yrs) were
randomly divided into two groups. In one
group, 650 mg acetaminophen was
administered every four h; in the second
group, acetaminophen was used in
conjunction with airflow.

The effect of airflow vests on reducing patient body
temperature was investigated. The response to
treatment in the combined group was higher than
that of the drug alone (53% versus 42%), but this
difference was not statistically significant.

Price et al. (22) 2003 160 patients with
fever

At baseline, patients were randomly
divided into two groups of 80 cases. The
case group received 1 g paracetamol. After
an hour, the central temperature of both
groups were measured, those who still had
high temperature entered the second
stage and underwent physical therapy for
fever using airflow, lukewarm water bath,
ice packs, and hyperthermia blankets.
After 24 h, the body temperature was
measured.

The results of the second phase of the study showed
that the fan was not effective in reducing the
temperature in the two groups that received
paracetamol. When taken with paracetamol, the
lukewarm body bath was effective in keeping the
body temperature low up to 24 h in 60% of patients.
Also, the use of ice in patients that did not receive
paracetamol was ineffective. Due to the technical
problems in the blankets, their effect was not reliable.

Gozzoli et al. (9) 2004 30 febrile patients in
ICU

It was observed that the three methods of
the administration of metamizole and
paracetamol, and a cooling method (water
bath) could reduce fever. In the lukewarm
water bath group, wet clothes were
replaced every 30 minutes. The rectal
temperature was measured with a digital
thermometer.

In all three groups, body temperature decreased
significantly during the first 2 h, and there was no
significant difference between the three groups after
4 h (temperature decreased from 0.5ºC to 0.9ºC). In
the cooling group, the surface temperature of the
body reduced more than 1ºC.

Hoedemaeker et al.
(23)

2007 50 patients admitted
to ICU

In the first group, the Ringer serum was
injected at 4ºC with a dose of 30 mL/kg. The
second group was subjected to water-flow
circulation in special clothes under and
around the patient’s body. The third group
was managed with the airflow of 10ºC at a
rate of 28 - 32 cfm around the patient’s
body. In the fourth group, a cooling gel
was used with a cloth pad. In the last
group, fluid infusion was performed in the
inferior vena cava via femoral vein.

The reduction of body temperature occurred
effectively in the method of cooling blankets with
flow of water, ice, pad, or cooling gel, intravascular
temperature exchange systems, ice bags, and
air-cooled blankets, respectively. The intravascular
heat exchange systems reduced temperature at more
a reliable speed than other systems.

Mohammed and
Ahmed (24)

2012 45 patients referring
to the Egyptian
tropical hospital
with typhoid fever

Patients were divided into three groups
and placed under water bath with cold
water and vinegar or cold water with
vinegar

All three methods effectively reduced the body
temperature of febrile patients. Water bath with
vinegar was more successful in controlling fever than
the other two methods. This method was
recommended for controlling fever.

Zeighami et al. (25) 2013 72 febrile patients
admitted to ICU

72 subjects were selected by convenient
sampling method and based on the
ventilation condition; the samples were
randomly assigned into four groups of
control, water bath, airflow, and combined
method. Samples were under treatment
for 4 h.

Both active water bath and cooling could reduce
body temperature within 3 h. Although water bath
was effective in reducing body temperature, the
active cooling method was more effective than water
bath to control the fever.

Zaaqoq and Yende
(26)

2013 200 patients
admitted to seven
ICUs in France

Patients were divided into two groups (i e,
with physical intervention and without
physical intervention).

Physical intervention to reduce the fever was safe.
Fever effectively reduced in this group. The use of an
external cooling method reduced the need for
vasopressors and early mortality in patients with
septic shock.

Hekmatpou et al.
(4)

2018 60 febrile patients
admitted to ICU

64 febrile patients were randomly divided
into two groups of ice pack and water bath
treatments. The intervention groups were
under treatment for 3 h.

Both groups of patients experienced a decrease in
body temperature after 3 h of intervention, but there
was no significant difference between the two
intervention groups.

some medical centers revealed that there was no clear pro-
tocol to manage fever; therefore, different interventions
were used in various centers to this end (2011). Launey et
al., stated that the measurement of the benefits and detri-

ments of fever control interventions in patients admitted
to ICUs was very complicated. Moreover, the benefits of
the commonly used fever treatments are not confirmed by
the clinical data yet. Therefore, it is required to perform a
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Table 3. The Review Studies on Fever Control

Author Year Sample Size Method Result

Dalal and Zhukovsky
(32)

2006 Review article Review of 77 articles
about fever

Non-specialized interventions to reduce the fever mentioned
in the articles included the enhancement of fluid intake,
removal of excess clothing, body wash with wet gauzes,
cooling the environment using a fan. In the fever control
methods, the priorities are creating comfort and convenience
for the patient and controlling the causes of the fever.

Launey et al. (33) 2011 Reviewing 64 articles Examination of the
advantages or
disadvantages of
controlling fever in the
infected patients in ICU

Prior to using the medical and physical treatments for fever
control in the ICU, the risks and potential benefits of the
techniques should be taken into account. Physical methods to
control fever have controversial effects on patients. Increased
sympathetic activity, peripheral vascular contraction,
shivering, increased body temperature, and increased oxygen
consumption were among the adverse effects of physical fever
control methods.

Scaravilli et al. (34) 2011 A review article Review of 24 original
articles on controlling
fever in patients with
aneurysmal
subarachnoid
hemorrhage

Pharmacotherapy, especially acetaminophen and NSAIDs,
were recommended as the first-line treatments for fever in
such patients. Non-physical methods should be used with
caution, since the shiver caused by the application of these
methods leads to the exacerbation of the disease and cerebral
and systemic complications.

Table 4. Review of the Articles on the Nurse’s Survey of Fever Control Methods

Author Year Sample Size Method Result

Johnston et al. (35) 2006 33 adult Neurosurgery
Centers in England and
Ireland

The head nurses of these
centers were contacted
by telephone to be
interviewed about the
methods of fever
control.

6 centers announced that they had a clear protocol to reduce
fever. The first line of fever treatment in 13 centers was the
administration of acetaminophen. Furthermore, cold fluid
administration (either orally or via intravascularly), sponging,
water-flow cooling blankets, and airflow cooling blankets were
used in 1, 2, 6, and 9 units, respectively. In general, there was no
agreement in fever control methods. Therefore, the
preparation of a guideline based on the clinical trials was
recommended.

Scaravilli et al. (34) 2011 Sending 588 emails to
the nurses and doctors
in ICUs

A scenario-based online
survey was conducted.
Nurses and doctors of
the intensive care
society in Australia and
New Zealand were asked
about fever control
measurements.

The participants replied back 447 emails. A total of 308 nurses
and 137 doctors responded to the febrile illness scenario. The
first-line treatment for fever was the combination of
acetaminophen and surface body cooling techniques. The
second-line of interventions involved adding severe physical
cooling methods. Significant differences were observed in the
reported management of fever.

Thompson and Kagan
(36)

2011 328 nurses working in
neurosurgery
department

A survey was conducted
on 328 nurses working in
the Neurosurgery
Department of US
hospitals on fever
control protocol in their
workplace.

Only 19% of nurses reported to have a clear protocol to control
fever in their hospitals. All protocols included the use of
acetaminophen, although its dose and frequency varied.
Different physical interventions were reported to control fever
in various hospitals, the most common of which were
icepacks, cooling blankets, and lukewarm water bath.

Niven et al. (37) 2013 139 Health Care
Departments from 23
countries

A survey was conducted
on the nurses working in
139 ICUs of 23 countries
about the nursing care
methods of fever
control.

In order to control fever, in most of the cases, acetaminophen,
infection workup, physical methods, and non-steroid drugs
were used, respectively.

well-designed, prospective, randomized trial to investigate
the advantages and disadvantages of fever control meth-
ods (33).

4.1. Conclusions

Based on the findings of the reviewed studies, the most
common method to reduce fever is to use antipyretics and

acetaminophen. These drugs should be taken with cau-
tion in patients with hepatic and renal dysfunctions. In
addition, physical methods are commonly employed to re-
duce fever and hyperthermia; however, the application of
these methods is controversial since they tend to activate
the sympathetic nerve system and lead to peripheral vas-
cular contraction and shivering.
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Furthermore, the body temperature regulation mech-
anisms limit the surface cooling attempts made to reduce
the core temperature since they help body maintain a high
temperature. Shivering due to the employment of physical
methods to control fever increases the oxygen consump-
tion and is potentially harmful; therefore, it is necessary to
calm down the patient by medications reducing the mus-
cle strength.

Other alternatives, such as airflow and waterflow cool-
ing blankets reduce the temperature effectively; however,
they are costly. Other methods, such as lukewarm water
bath, tepid sponging, ice packs, and fans, are also useful
and cost-effective. Healthcare providers can adopt the best
physical technique with regard to the available facilities
and clinical conditions of the patients. The best way to re-
duce the body temperature is to utilize core body tempera-
ture heat exchange catheters; however, the catheter inser-
tion is associated with some risks for the patients.

According to these concerns, healthcare providers
should decide on the most efficient fever control method
by considering the advantages and disadvantages of each
alternative. Moreover, the combination of drug and physi-
cal interventions is also recommended. Due to the lack of
a standard protocol to control fever in most of the treat-
ment centers, it is suggested to provide protocols for differ-
ent patients in various conditions. This requires the imple-
mentation of further extensive investigations about the ef-
ficacy and complications of various fever control methods
in different individuals.
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