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Approach to the Acutely Ill
Infected Febrile Patient
Tamar F. Barlam, Dennis L. Kasper

The physician treating the acutely ill febrile patient must be able to
recognize infections that require emergent attention. If such infections
are not adequately evaluated and treated at initial presentation, the
opportunity to alter an adverse outcome may be lost. In this chapter,
the clinical presentations of and approach to patients with relatively
common infectious disease emergencies are discussed. These infectious processes and their treatments are discussed in detail in other
chapters.

APPROACH TO THE PATIENT:
Acute Febrile Illness
Before the history is elicited and a physical examination is performed, an immediate assessment of the patient’s general appearance
can yield valuable information. The perceptive physician’s subjective
sense that a patient is septic or toxic often proves accurate. Visible
agitation or anxiety in a febrile patient can be a harbinger of critical
illness.

PHYSICAL EXAMINATION A complete physical examination should
be performed, with special attention to several areas that are
sometimes given short shrift in routine examinations. Assessment
of the patient’s general appearance and vital signs, skin and soft
tissue examination, and the neurologic evaluation are of particular
importance.
The patient may appear either anxious and agitated or lethargic
and apathetic. Fever is usually present, although elderly patients
and compromised hosts (e.g., patients who are uremic or cirrhotic
and those who are taking glucocorticoids or nonsteroidal antiinflammatory drugs) may be afebrile despite serious underlying
infection. Measurement of blood pressure, heart rate, and respiratory
rate helps determine the degree of hemodynamic and metabolic
compromise. The patient’s airway must be evaluated to rule out the
risk of obstruction from an invasive oropharyngeal infection.
The etiologic diagnosis may become evident in the context
of a thorough skin examination (Chap. 24). Petechial rashes are
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DIAGNOSTIC WORKUP After a quick clinical assessment, diagnostic
material should be obtained rapidly and antibiotic and supportive
treatment begun. Blood (for cultures; baseline complete blood
count with differential; measurement of serum electrolytes, blood
urea nitrogen, serum creatinine, and serum glucose; and liver
function tests) can be obtained at the time an IV line is placed and
before antibiotics are administered. The blood lactate concentration
also should be measured. Three sets of blood cultures should be
performed for patients with possible acute endocarditis. Asplenic
patients should have a buffy coat examined for bacteria; these
patients can have >106 organisms per milliliter of blood (compared
with 104/mL in patients with an intact spleen). Blood smears from
patients at risk for severe parasitic disease, such as malaria or
babesiosis (Chap. 250e), must be examined for the diagnosis and
quantitation of parasitemia. Blood smears may also be diagnostic
in ehrlichiosis and anaplasmosis.
Patients with possible meningitis should have cerebrospinal fluid
(CSF) drawn before the initiation of antibiotic therapy. Focal findings, depressed mental status, or papilledema should be evaluated
by brain imaging prior to lumbar puncture, which, in this setting,
could initiate herniation. Antibiotics should be administered before
imaging but after blood for cultures has been drawn. If CSF cultures
are negative, blood cultures will provide the diagnosis in 50–70% of
cases. Molecular diagnostic techniques (e.g., broad-range 16S rRNA
gene polymerase chain reaction testing for bacterial meningitis
pathogens) are of increasing importance in the rapid diagnosis of
life-threatening infections.
Focal abscesses necessitate immediate CT or MRI as part of an
evaluation for surgical intervention. Other diagnostic procedures,
such as wound cultures, should not delay the initiation of treatment for more than minutes. Once emergent evaluation, diagnostic
procedures, and (if appropriate) surgical consultation (see below)
have been completed, other laboratory tests can be conducted.
Appropriate radiography, computed axial tomography, MRI, urinalysis, erythrocyte sedimentation rate and C-reactive protein
determination, and transthoracic or transesophageal echocardiography all may prove important.
TREATMENT

The Acutely Ill Patient

In the acutely ill patient, empirical antibiotic therapy is critical and
should be administered without undue delay. Increased prevalence
of antibiotic resistance in community-acquired bacteria must be
considered when antibiotics are selected. Table 147-1 lists firstline empirical regimens for infections considered in this chapter. In
addition to the rapid initiation of antibiotic therapy, several of these
infections require urgent surgical attention. Neurosurgical evaluation for subdural empyema, otolaryngologic surgery for possible
mucormycosis, and cardiothoracic surgery for critically ill patients
with acute endocarditis are as important as antibiotic therapy. For
infections such as necrotizing fasciitis and clostridial myonecrosis,
rapid surgical intervention supersedes other diagnostic or therapeutic maneuvers.
Adjunctive treatments may reduce morbidity and mortality
rates and include dexamethasone for bacterial meningitis or IV
immunoglobulin for TSS and necrotizing fasciitis caused by group
A Streptococcus. Adjunctive therapies should usually be initiated
within the first hours of treatment; however, dexamethasone for
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HISTORY Presenting symptoms are frequently nonspecific.
Detailed questions should be asked about the onset and duration
of symptoms and about changes in severity or rate of progression
over time. Host factors and comorbid conditions may increase the
risk of infection with certain organisms or of a more fulminant
course than is usually seen. Lack of splenic function, alcoholism
with significant liver disease, IV drug use, HIV infection, diabetes,
malignancy, organ transplantation, and chemotherapy all predispose to specific infections and frequently to increased severity. The
patient should be questioned about factors that might help identify
a nidus for invasive infection, such as recent upper respiratory tract
infections, influenza, or varicella; prior trauma; disruption of cutaneous barriers due to lacerations, burns, surgery, body piercing, or
decubiti; and the presence of foreign bodies, such as nasal packing
after rhinoplasty, tampons, or prosthetic joints. Travel, contact
with pets or other animals, or activities that might result in tick or
mosquito exposure can lead to diagnoses that would not otherwise
be considered. Recent dietary intake, medication use, social or
occupational contact with ill individuals, vaccination history, recent
sexual contacts, and menstrual history may be relevant. A review
of systems should focus on any neurologic signs or sensorium
alterations, rashes or skin lesions, and focal pain or tenderness and
should also include a general review of respiratory, gastrointestinal,
or genitourinary symptoms.

typically seen with meningococcemia or Rocky Mountain spotted
fever (RMSF; see Fig. 25e-16); erythroderma is associated with
toxic shock syndrome (TSS) and drug fever. The soft tissue and
muscle examination is critical. Areas of erythema or duskiness,
edema, and tenderness may indicate underlying necrotizing fasciitis, myositis, or myonecrosis. The neurologic examination must
include a careful assessment of mental status for signs of early
encephalopathy. Evidence of nuchal rigidity or focal neurologic
findings should be sought.
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