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Introduction

Fever of unknown origin (FUO) in adults was first described in 1961 by Petersdorf and Beeson. They defined it as a temperature above 38.3°C for at least 3 weeks, with at least one week of hospital exploration [START_REF] Petersdorf | Fever of unexplained origin: report on 100 cases[END_REF]. In children, fever is a common symptom and FUO is a frequent problem. There is no consensus on the definition of FUO in children.

Depending on the author, the definition varies from 37.5°C to 38.5°C for the minimum temperature, and from 7 days to 3 weeks like the adult definition, with or without previous exploration [START_REF] Chien | Clinical approach to fever of unknown origin in children[END_REF][START_REF] Szymanski | Fever of unknown origin: a retrospective review of pediatric patients from an urban, tertiary care center in Washington, DC[END_REF][START_REF] Hu | Fever of unknown origin (FUO) in children: a single-centre experience from Beijing, China[END_REF].

Besides, there are many different causes for FUO in children. These are different from those in adults [START_REF] Attard | Overview of fever of unknown origin in adult and paediatric patients[END_REF]. These different etiologies often lead to diagnostic difficulties. Currently, there are no recommendations for investigations regarding these various etiologies.

Indeed, many complementary tests are generally performed on these patients. Numerous complementary tests can be expensive (4). These complementary tests can be invasive for children. Practices can differ from one practician to another.

There are few recent studies of FUOs in children, particularly few recent French studies.

Many studies are North African and Asian and were published several years ago [START_REF] Chemli | Les fièvres prolongées de l'enfant : à propos de 110 cas[END_REF][START_REF] Kim | Etiology and clinical characteristics of fever of unknown origin in children: a 15-year experience in a single center[END_REF].

Causes of FUO in these countries differs from French epidemiology, particularly in terms of infectious diseases.

The main aim of our study is to establish the origin of fevers longer than 7 days in children in the Occitanie region. The secondary aim is to determine the performance of complementary examinations in these patients.

Materials and methods

Study design

Our study was a multicentric observational retrospective cohort study. It was performed at the Montpellier university hospital, the Toulouse university hospital and the Perpignan general hospital between may 2022 and may 2023.

Study population

We included all patients aged between 3 months and 16 years presenting to a paediatric emergency department or hospitalized in a paediatric department between May 2, 2022

and May 1, 2023 with fever over 38°C for at least 7 days. Patients with previous congenital or acquired immune deficiency, previous autoimmune or inflammatory pathology, hemopathy or solid cancer under treatment were excluded.

Data collections

Patients were included by a clinical form (APPENDIX 1). We suggested a structured approach. The patient was managed according to the physician's discretion. 

Data analyses

The 

Statistical analyses

Qualitative variables are expressed by the number of patients and the associated percentages. Quantitative variables are expressed as median, minimum and maximum values. Correlations are expressed using Spearman's correlation coefficient. Statistical significance was defined to p<0.05.

Results

Population characteristics

Between May 2022 and May 2023, 64 patients were included in the study. Values are presented as number (%) or median (range).

Table 1 : Population caracteristics (n=64)

Forty-five patients had at least one medical history. Of these, three patients (4.69%) were born prematurely, five patients had a surgical history (7.81%) and seven patients had an urological history (10.93%).

Nine patients (14.06%) travelled outside France in the 3 months prior to symptom onset.

Four patients travelled to North Africa (6.25%), two patients to North America (3.12%), three patients to Western Europe (4.69%). In nine cases, travel information was unknown.

Forty-three patients in our study were hospitalized (67.19%), with a median stay of 3 days.

The distribution of hospital stays is shown in figure 1C.

Figure 1 : Age distribution by patient number (A). Distribution of fever duration according to patients' numbers (B). Distribution of hospitalization duration according to patients' numbers (C).

Initial presentation and clinical features

Clinical features are shown in Table 2. In most cases, the first symptom was fever (59 cases (92.19%)). When fever was not isolated, the associated symptoms were mainly otolaryngological (nine cases (14.06%)), digestive (three cases (4.69%)) or asthenia and anorexia (two cases (3.12%)). Fever was isolated in 45 patients (70.31%). For five patients (7.81%), fever was not the first symptom: one patient presented asthenia and anorexia, one patient presented headaches, one patient presented diarrhea, one patient presented rhinitis and one patient presented a rash before the beginning of the fever.

The median duration of fever was 11 days (9-14.5 days). The distribution of fever duration is shown in figure 1B.
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Table 2 : Clinical features

The rashes described were not specific in most cases. Two patients had a scarlatiniform rash.

Twenty-six patients had lymphadenopathy (40.63%), multiple in all cases. The localization in most patients was cervical (20 patients (76,9%)). Three patients presented inguinal adenopathy (11.54%) and two patients presented axillary adenopathy (7.69%), Thirty-two patients (50%) had taken at least one medication (Figure 2). Only one patient (1.56%) had taken non-steroidal anti-inflammatory drugs, three patients had systemic corticosteroids (4.69%) and 28 patients at least one antibiotic (43.75%). Other treatments were symptomatic (anti-emetics, bronchodilators).

Figure 2 : Proportion of patients taking 0 to 3 drugs prior to admission (A). Number of patients taking antibiotics, non-steroidal anti-inflammatory drugs, corticosteroids or other medications (B).

Etiology of FUO

Forty-three patients had a fever of infectious origin (67.19%), Seven patients had a fever of inflammatory origin (10.94%). For 14 patients, no diagnosis was made (21.88%) (Figure 3). 

Additional analyses

There was no significant association between fever duration and diagnostic etiology (p=0.53), or between age and diagnostic etiology (p=0.82). We found no correlation between the number of complementary tests per patient and fever duration (p=0.45) or with age (p=0.47).

Seasonality of diagnoses was investigated, and no significant difference was found (p=0.06).

Discussion

We found that the main cause of FUO in children was infection, accounting for 67.19% of cases. Several other studies have reported similar results. We have listed a review of recent literature on the subject in Table 5. In the meta-analysis by Rigante which analyzed 18 studies between 1961 2010, infectious causes were found to be the main cause of FUO in 10 of these studies, with rates between 16% to 69% [START_REF] Rigante | A Roadmap for Fever of Unknown Origin in Children[END_REF].

In our study, inflammatory causes were the third leading cause (10.94%), after undiagnosed. In most studies, the rates are close to those found in our study. However, in the Hu study, the rates are very different, with only 4.9% of inflammatory diseases [START_REF] Hu | Fever of unknown origin (FUO) in children: a single-centre experience from Beijing, China[END_REF].

We have a few hypotheses to explain the differences. First, the FUO definitions used for FUO vary between studies, from 7 days to 3 weeks, which may explain why the diagnoses found differ between studies. Another possible explanation is differences in diagnostic classifications between studies. Indeed, in the Hu study, Kawasaki syndrome and Chronic recurrent multifocal osteomyelitis (CRMO) were classified as miscellaneous, whereas in other studies, such as our study, these causes were classified as inflammatory [START_REF] Hu | Fever of unknown origin (FUO) in children: a single-centre experience from Beijing, China[END_REF].

Another hypothesis is the low power and the mode of inclusion in our study. We found no tumoral or miscellaneous etiologies. These etiologies, although rare, should be investigated if the most common causes are not found, or if the clinical history suggests them. As the Bader-Meunier's article shows, tumoral etiologies can be causes of FUO, especially leukemia, lymphoma, and neuroblastoma. Among miscellaneous etiologies, an important diagnosis to look for is hemophagocytic lymphohistiocytosis, which can be primary or secondary. Drug-induced fevers should also be considered, like antibiotic fevers. Even rarer causes include thermal regulation disorders or fevers of central origin, and false fevers [START_REF] Bader-Meunier | Fièvres prolongées du grand enfant[END_REF]. Our population is close to that of other studies with a predominance of boys, between 55 and 68%. Our population was younger than in the other studies, with age between 4.3 and 8.5 years [START_REF] Chien | Clinical approach to fever of unknown origin in children[END_REF][START_REF] Szymanski | Fever of unknown origin: a retrospective review of pediatric patients from an urban, tertiary care center in Washington, DC[END_REF][START_REF] Hu | Fever of unknown origin (FUO) in children: a single-centre experience from Beijing, China[END_REF][START_REF] Chemli | Les fièvres prolongées de l'enfant : à propos de 110 cas[END_REF][START_REF] Kim | Etiology and clinical characteristics of fever of unknown origin in children: a 15-year experience in a single center[END_REF][START_REF] Antoon | Etiology and Resource Use of Fever of Unknown Origin in Hospitalized Children[END_REF][START_REF] Gündeşlı̇oğlu | Fever of unknown origin: evaluation of 30 pediatric patients[END_REF][START_REF] Hassan | Fever of Unknown Origin in Children: A 6 year-Experience in a Tertiary Pediatric Egyptian Hospital[END_REF][START_REF] Chouchane | Les fièvres prolongées de l'enfant. Étude rétrospective de 67 cas[END_REF].

Regarding the specific diagnoses, as in the other studies, there was considerable diversity. [START_REF] Chien | Clinical approach to fever of unknown origin in children[END_REF][START_REF] Szymanski | Fever of unknown origin: a retrospective review of pediatric patients from an urban, tertiary care center in Washington, DC[END_REF][START_REF] Hu | Fever of unknown origin (FUO) in children: a single-centre experience from Beijing, China[END_REF][START_REF] Chemli | Les fièvres prolongées de l'enfant : à propos de 110 cas[END_REF][START_REF] Kim | Etiology and clinical characteristics of fever of unknown origin in children: a 15-year experience in a single center[END_REF][START_REF] Hassan | Fever of Unknown Origin in Children: A 6 year-Experience in a Tertiary Pediatric Egyptian Hospital[END_REF][START_REF] Chouchane | Les fièvres prolongées de l'enfant. Étude rétrospective de 67 cas[END_REF]. The first diagnosis was acute otitis media. This is a clinical diagnosis, which underlines the importance of repeating clinical examinations in cases of FUO. The first viral cause was primary EBV infection as ever report in another study [START_REF] Hu | Fever of unknown origin (FUO) in children: a single-centre experience from Beijing, China[END_REF]. This suggests the importance of considering it in FUO. Influenza is also a frequent cause, so it may be useful to search for it during epidemics, using rapid tests to avoid further invasive examinations. We have also found that several viral infections can be concomitant in FUO. In contrast, other infectious diagnoses found in other studies were not found (Riccketsioses,...), or were only found in small proportions (Leishmanioses), in our study [START_REF] Chien | Clinical approach to fever of unknown origin in children[END_REF][START_REF] Chouchane | Les fièvres prolongées de l'enfant. Étude rétrospective de 67 cas[END_REF]. This may be due to the different local epidemiology and demonstrates the need to investigate the notion of travel to adapt complementary tests to the regions visited. Finally, we found one case of Pediatric inflammatory multisystem syndrome (PIMS). However, given the evolution of the SARS-CoV2 pandemic and cases of PIMS, it is possible that this diagnosis will become less frequent [START_REF]Situation épidémiologique liée à la COVID-19 chez les 0-17 ans[END_REF].

The hospitalization rate in our study was 67%, with a median of 3 days. To our knowledge, no other study has examined the hospitalization rate. In all the studies found, the patients included were hospitalized patients, which explains why this criteria was not evaluated.

In the studies that evaluated the mean length of hospital stay, it ranged from 5.1 to 11 days [START_REF] Szymanski | Fever of unknown origin: a retrospective review of pediatric patients from an urban, tertiary care center in Washington, DC[END_REF][START_REF] Chemli | Les fièvres prolongées de l'enfant : à propos de 110 cas[END_REF][START_REF] Antoon | Etiology and Resource Use of Fever of Unknown Origin in Hospitalized Children[END_REF][START_REF] Chouchane | Les fièvres prolongées de l'enfant. Étude rétrospective de 67 cas[END_REF]. The Kim study found a median duration of 24 days, but patients were included after 7 days of hospitalization [START_REF] Kim | Etiology and clinical characteristics of fever of unknown origin in children: a 15-year experience in a single center[END_REF].

Few studies have investigated the number and positivity rate of complementary tests performed in FUOs. The Antoon study analysed the number of complementary tests and as in our work, all patients had at least one complementary examination. Inflammatory markers were performed in 57.8% of cases, and blood counts were the most frequent test (90% of patients). This study did not examine performance, however, they studied the relationship between biological results and fever duration and found no significant difference [START_REF] Antoon | Etiology and Resource Use of Fever of Unknown Origin in Hospitalized Children[END_REF].

The Hu study investigated the value of blood counts, CRP, procalcitonin (PCT) and erythrocyte sedimentation rate in discriminating infectious etiologies. They found that these parameters were significantly higher in inflammatory etiologies. But as mentioned previously, in this study the classification of inflammatory etiologies was different from other studies (Kawasaki disease, CRMO) [START_REF] Hu | Fever of unknown origin (FUO) in children: a single-centre experience from Beijing, China[END_REF].

The study was conducted at a time when hospitals were implementing a systematic SARS-CoV2 PCR protocol, so all hospitalized patients had at least one SARS-CoV2 PCR. It was not possible to determine whether the PCR was performed to orient the diagnosis or according to the hospital protocol.

Our study has several advantages. Firstly, our study differs from other studies in that it included patients in emergency departments, an approach closer to real life compared to other studies which only studied hospitalized patients. It might also be interesting to study patients managed in outpatient clinics. This made it possible to estimate a hospitalization rate. Our study is one of the first to examine the complementary tests performed in practice and their yield.

This study also has several limitations. Primary, the suggestion of a complementary examination on the inclusion form may have altered the approach taken by some physicians. Secondly, the way to include could have induced a selection bias because it depends on each doctor practicing in the emergency department and in paediatric hospitals. Inclusions were not exhaustive, as doctors had to complete the forms at the time of care, and there may have been omissions. In addition, there was considerable asymmetry between centers, which could have led to biases in the analyses.

Finally, our study has shown that infections are the main cause of FUO, and many causes are viral and diagnoses that do not require further investigation. This will enable us to create management protocols to reduce the number of complementary tests performed and hospital admissions, and to provide appropriate management. 
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 4 Figure 4 : Number of complementary test per patient

  Protocole d'aide au diagnostic (Orienté en fonction du point d'appel clinique) : Bilan standard : -NFS, CRP, BH, ionogramme, urée, créat -TP, TCA, fibrinogène -Hémocultures, BU/ECBU, Coprocultures si diarrhées -PCR Covid, Sérologie EBV/CMV/Covid -RT/Échographie abdominale et rénale Selon orientation : -SAM : fibrinogène, ferritine, triglycérides, LDH -Souffle ou suspicion Kawasaki ou PIMS : Échographie cardiaque, troponine, BNP, D-dimères -Boiterie ou douleur inexpliquée : scintigraphie osseuse/discuter body IRM -Si orientation infectieuse (fonction du point d'appel, liste non exhaustive) : o Sérologie Parvovirus, VIH, IDR/Quantiféron, PCR mycoplasmes, PCR chlamydiae, Sérologie bartonella, sérologie coxiella, sérologie rickettsia, sérologie borrelia, Sérologie/PCR leishmaniose, Sérologie toxoplasmose o PCR/sérologie leptospirose, PCR/sérologie listeria, sérologies yersinioses, PCR whipple o Hémocultures fongiques o Si voyage : § Chikungunya, Dengue : RT-PCR/sérologie, § Zika : PCR urines, Sérologie HTLV, § Paludisme : TDR, frottis, goutte épaisse § Parasitologie des selles -Si cassure de la courbe saturopondérale : calprotectine, ASCA, ANCA, fibroscopie digestive -Si signe évocateur d'hémopathie, et/ou AEG, et/ou sueurs/symptômes nocturnes, et/ou (HMG/SMG/ADP): o LDH, AFP, BHCG, Catécholamines urinaires (VHA, VMA) o Myélogramme « facile » -Si orientation inflammatoire : o Electrophosère prot. Plasm., Ig GAM, facteurs antinucléaires, Ac anti-ADN, FR, ANCA, complément C3/C4/CH50, HLAB27, protéinurie, bilan ophtalmologique, o Autres examen : en fonction de l'orientation clinique (AJI, LEAD, dermatomyosites, vascularites etc….) -Autres examens à discuter en l'absence d'orientation : o T3/T4/TSH o TEP-TDM FDG o IRM cérébral avec étude région hypothalamo-hypophysaire Étiquette

  

  

  

  PréambuleLa fièvre est un problème fréquent en pédiatrie. Selon un rapport de la Direction de la Recherche, des Études, de l'Évaluation et des Statistiques de 2019, elle est le deuxième motif de consultation aux urgences pédiatriques.La fièvre est une réaction non spécifique du corps à une agression. C'est une réaction de défense, un signal d'alarme. La fièvre n'est pas un signe de gravité mais un symptôme. ci dont nous allons parler dans ce travail. Enfin, les fièvres récurrentes sont des épisodes fébriles répétés séparés d'intervalles libres.La fièvre est une source d'inquiétude importante pour les parents. La valeur de la température n'est pas proportionnelle à la gravité sauf si celle-ci dépasse 41°C, seuil d'hyperthermie maligne. La gravité est évaluée par la tolérance clinique ou les atteintes d'organes associées.[START_REF] Brehin | Fièvre de l'enfant. EMC -Pédiatrie/Maladie infectieuses[END_REF] Dans cette étude, nous avons choisi d'étudier les fièvres prolongées qui sont un problème récurrent en pédiatrie qui ne présentent pas de prise en charge standardisée. Nous avons remarqué que sur le seul CHU de Montpellier, les prises en charge étaient différentes d'un praticien à l'autre. Il paraissait nécessaire de créer un protocole.Une des difficultés rencontrées, a été le fait qu'il n'y ait pas de définition standardisée. La définition dans les études variait de 7 jours à 21 jours avec ou sans exploration antérieure.Notre choix s'est porté sur 7 jours, qui nous semblait être le moment où la majorité des praticiens débutaient les explorations et la prise en charge hospitalière.

	Abréviations
	CMV : Cytomegalovirus
	CRMO : Chronic Recurrent Multifocal Osteomyelitis
	CRP : C-reactive protein
	EBV : Ebstein Barr Virus
	FUO : Fever of unknown orifin
	IGRA : Interferon Gamma Release Assay Des agents déclencheurs appelés pyrogènes exogènes (agents infectieux, hormones,
	PIMS : Pediatric inflammatory multisystem syndrome médicaments) vont stimuler la libération de cytokines par des macrophages et
	PCR : Polymerase Chain Reaction lymphocytes. Ces cytokines, appelées pyrogènes endogènes sont nombreuses :
	PCT : Procalcitonin interleukines 1, interleukines 6, interféron, Tumor Necrosis Factor (TNF). Ces dernières
	RDT : Rapid Diagnostic orientation Test vont agir par l'intermédiaire de la prostaglandine E2 au niveau de l'hypothalamus pour
	TNF : Tumor necrosis factor
	thermolyse.
	L'hyperthermie est définie par une température centrale supérieure à 38°C. La valeur de
	référence est inchangée contrairement à la fièvre. Elle peut être due à plusieurs causes :
	exposition à des températures élevées, effort intense, trouble endocrinien, intoxication à
	des excitants (café), dérèglement des centres thermorégulateurs (traumatisme crânien,
	coma).

3. Results ........................................................................................................................ 30 3.1. Population characteristics ........................................................................................... 30 3.2. Initial presentation and clinical features .................................................................... 31 3.3. Etiology of FUO .............................................................................................................. 33 3.4. Complementary test performance .............................................................................. 34 3.5. Additional analyses ....................................................................................................... 37 4. Discussion .................................................................................................................. 37 Commentaire ..................................................................................................................... 41 Bibliographie ..................................................................................................................... 42 Annexes .............................................................................................................................. 44 augmenter la température cible des centres thermorégulateurs. Cette différence entre la valeur réelle et la valeur de référence va entrainer une stimulation de l'hypothalamus postérieur. Ce dernier va agir pour augmenter la température réelle afin d'atteindre la température cible. Il va diminuer la thermolyse grâce à la vasoconstriction périphérique entrainant un refroidissement cutané et activer la thermogénèse par l'activation musculaire, les frissons, la « chair de poule ». En parallèle, des adaptations comportementales sont activées, avec une sensation de froid qui va pousser le sujet à se couvrir. Lorsque la production de pyrogènes endogène s'arrête (spontanément ou à l'aide d'un antipyrétique), la température cible diminue. La valeur réelle se retrouve alors supérieure à la valeur de référence, cela va activer l'hypothalamus antérieur qui va agir par l'effet inverse. Il va y avoir une augmentation de la circulation cutanée par vasodilatation entrainant une sensation de chaleur et activant la transpiration qui va favoriser la La fièvre peut se présenter de manière aigue, prolongée ou récurrente. La fièvre aigue est définie comme de la fièvre d'une durée inférieure à 5 jours. La définition de la fièvre prolongée est moins standardisée. Elle varie de 7 à 21 jours selon les définitions, ce sont de celles-

  The positivity rate of complementary tests was the number of positive tests out of the number of tests performed for each patient.

	Secondary judgment criteria were the list of specific diagnoses, the number and type of
	complementary tests performed for every patient, and the positivity rate of
	complementary tests. A complementary test could be a biological exam (e.g.: blood count,
	C-reactive protein (CRP), viral serology, blood cultures) or an imaging exam (abdominal
	ultrasound, chest X-ray). A test was considered positive if, for a quantitative biological

primary endpoint was the final diagnosis by causes (infectious disease, inflammatory disease, tumoral disease, miscellaneous). The final diagnosis was the diagnosis recorded on the emergency or hospital report, or the diagnosis established by the attending physician declared when the patient was called.

examination, the result was outside laboratory norms, for a qualitative biological examination if the result was abnormal, and for an imaging examination if the radiologist interpreted the result on the report as abnormal. Ebstein Barr virus (EBV) and Cytomegalovirus (CMV) serologies were considered positive if the profile was suggestive of primary infection.
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	Caracteristic	Value
	Sexe	
	F	26 (40.63)
	M	38 (59.38)
	Age (years)	3.83 (0.25 ; 15.21)
	Medical history	
	No	35 (54.68)
	Yes	29 (45,31)
	Center	
	Montpellier	58 (90.62)
	Toulouse	3 (4.69)
	Perpignan	3 (4.69)
	Hospitalisation	
	No	21 (32.81)
	Yes	43 (67.19)
	Duration of hospital stay (day) n= 43	3.00 (1.00 ; 54.00)

details the characteristics of the patients included. The median age was 3.83 years (0.25-15.21). The age distribution is shown in figure 1A.

Table 4 : Positivity rate of complementary test

 4 CRP = C reactive protein ; PCR = Polymerase Chain Reaction ; RDT = Rapid Diagnostic orientation Test ; EBV = Ebstein Barr Virus ; CMV = Cytomégalovirus ; IGRA = Interferon Gamma Release Assay ; Immunological tests include autoantibodies, complement markers, weighted immunoglobulin assays, plasma protein electrophoresis, lymphocyte phenotype, HLA B51, HLA B57, specific ophthalmological examination. Positivity rate per patient of overall tests is exprimed in mediane (Q1-Q3).

Study (country, year of publication, study period) Inclusion criteria (duration of fever, age) Total Infectious disease Inflammatory disease Tumoral disease Miscellanous Undiagnosed Current study 7 days, 3 month -16 years old

  

	0 14 (21.88%)	0 13 (19.4%)	0 26 (23.6%)	38 (29.9%) 20 (15.75%)	15 (16.1%) 14 (15.1%)	16 (16%) 43 (43%)*	14 (13.7%)	6 (5.4%) 42 (38.2%)*	1 (3.3%) 2 (6.7%)	343 (26.6%) 140 (10.9%)
	0	2 (3.0)	3 (2.7%)	10 (7.87%)	16 (17.2%)	7 (7%)	18 (17.7%)	5 (4.5%)	5 (16.7%)	86 (6.7%)
	7 (10.94%)	14 (20.9%)	17 (15.5%)	13 (10.2)	13 (14.0%)	15 (15%)	28 (27.5%)	16 (14.5%)	8 (26.7%)	63 (4.9%)
	43 (67.19%)*	38 (56.7%)*	64 (58.2%)*	46 (36.22%)*	35 (37.6%)*	19 (19%)	42 (41.2%)*	41 (37.2%)	14 (46.6%)*	656 (50.9%)*
	64	67	110	126	93	100	102	110	30	1288
		2 weeks, 2 years old -15 years old	Variable duration, 3 month -15 years old	3 weeks, 1 month -18 years old	3 weeks, Less than 18 years old	2 weeks, Less than 18 years old	7 days, 6 month -18 years old	7 days, 2 years old -18 years old	2 weeks, 6 month -16 years old	2 weeks, 1 month -18 years old
		Chouchane (Tunisia, 2004, 1988-1998) (14)	Chemli (Tunisia, 2006, 1993-2005) (7)	Hassan (Egypt, 2014, 2006-2011) (13)	Chien (Taiwan, 2015, 2006-2014) (3)	Kim (South Korea, 2016, 2000-2014) (8)	Antoon (USA, 2018, 2002-2012) (11)	Szymanski (USA, 2018, 2008-2014) (4)	GündesliOglu (Turkey, 2019, 2008-2009) (12)	Hu (China, 2022, 2010-2017) (5)	Values are presented as number (%), *First etiology

Table 5 : Summary of studies of fevers of unknown origin in paediatrics between 2004 and 2022.
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Résumé

Introduction :

Les fièvres prolongées en pédiatrie posent la difficulté de la définition tant par la durée que par la température minimale. Elles posent aussi un problème de diagnostic et de prise en charge. Cette étude avait pour objectif principal d'établir l'origine des fièvres de plus de 7 jours chez l'enfant en région Occitanie. L'objectif secondaire était de déterminer la performance des examens complémentaires chez ces patients.

Matériel et méthode :

Cette étude était une étude multicentrique observationnelle rétrospective qui a inclus tous les patients de 3 mois à 16 ans consultant pour de la fièvre supérieure à 38°C de plus de 

Conclusion :

Cette étude comme plusieurs autre étude retrouve que les causes infectieuses sont les premières causes de fièvres prolongées chez l'enfant dont principalement des causes virales qui ne nécessite pas d'explorations. Un protocole de prise en charge adapté est nécessaire pour faire une médecine plus standardisée.

Mots clés : Fièvre prolongée, FUO, infections, enfant, nourrisson, pédiatrie