784 seizure in the setting of fulminant malaria has cerebral malaria. In

adults, this nonspecific febrile illness progresses to coma over several
days; occasionally, coma occurs within hours and death within 24 h.
Nuchal rigidity and photophobia are rare. On physical examination, symmetric encephalopathy is typical, and upper motor neuron
dysfunction with decorticate and decerebrate posturing can be seen
in advanced disease. Unrecognized infection results in a 20–30%
mortality rate.

PART 8

Intracranial and Spinal Epidural Abscesses (See also Chap. 456) Spinal
and intracranial epidural abscesses (SEAs and ICEAs) can result in
permanent neurologic deficits, sepsis, and death. At-risk patients
include those with diabetes mellitus; IV drug use; chronic alcohol
abuse; recent spinal trauma, surgery, or epidural anesthesia; and other
comorbid conditions, such as HIV infection. Fungal epidural abscess
and meningitis can follow epidural or paraspinal glucocorticoid infections. In the United States and Canada, where early treatment of otitis
and sinusitis is typical, ICEA is rare but the number of cases of SEA
is on the rise. In Africa and areas with limited access to health care,
SEAs and ICEAs cause significant morbidity and mortality. ICEAs
typically present as fever, mental status changes, and neck pain, while
SEAs often present as fever, localized spinal tenderness, and back
pain. ICEAs are typically polymicrobial, whereas SEAs are most often
due to hematogenous seeding, with staphylococci the most common
etiologic agent. Early diagnosis and treatment, which may include surgical drainage, minimize rates of mortality and permanent neurologic
sequelae. Outcomes are worse for SEA due to MRSA, infection at a
higher vertebral-body level, impaired neurologic status on presentation, and dorsal rather than ventral location of the abscess. Elderly
patients and persons with renal failure, malignancy, and other comorbidities also have less favorable outcomes.

Infectious Diseases

Other Focal Syndromes with a Fulminant Course Infection at virtually
any primary focus (e.g., osteomyelitis, pneumonia, pyelonephritis, or
cholangitis) can result in bacteremia and sepsis. Lemierre’s disease—
jugular septic thrombophlebitis caused by Fusobacterium necrophorum—is associated with metastatic infectious emboli (primarily to the
lung) and sepsis, with mortality rates of >15%. TSS has been associated
with focal infections such as septic arthritis, peritonitis, sinusitis, and
wound infection. Rapid clinical deterioration and death can be associated with destruction of the primary site of infection, as is seen in
endocarditis and in infections of the oropharynx (e.g., Ludwig’s angina
or epiglottitis, in which edema suddenly compromises the airway).
Rhinocerebral Mucormycosis (See also Chap. 242) Individuals with
diabetes or immunocompromising conditions are at risk for invasive
rhinocerebral mucormycosis. Patients present with low-grade fever,
dull sinus pain, diplopia, decreased mental status, decreased ocular
motion, chemosis, proptosis, dusky or necrotic nasal turbinates, and
necrotic hard-palate lesions that respect the midline. Without rapid
recognition and intervention, the process continues on an inexorable
invasive course, with high mortality rates.
Acute Bacterial Endocarditis (See also Chap. 155) This entity presents with a much more aggressive course than subacute endocarditis. Bacteria such as S. aureus, S. pneumoniae, L. monocytogenes,
Haemophilus species, and streptococci of groups A, B, and G attack
native valves. Native-valve endocarditis caused by S. aureus (including MRSA strains) is increasing, particularly in health care settings.
Mortality rates range from 10% to 40%. The host may have comorbid conditions such as underlying malignancy, diabetes mellitus,
IV drug use, or alcoholism. The patient presents with fever, fatigue,
and malaise <2 weeks after onset of infection. On physical examination, a changing murmur and congestive heart failure may be noted.
Hemorrhagic macules on palms or soles (Janeway lesions) sometimes develop. Petechiae, Roth’s spots, splinter hemorrhages, and
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splenomegaly are unusual. Rapid valvular destruction, particularly
of the aortic valve, results in pulmonary edema and hypotension.
Myocardial abscesses can form, eroding through the septum or into
the conduction system and causing life-threatening arrhythmias or
high-degree conduction block. Large friable vegetations can result in
major arterial emboli, metastatic infection, or tissue infarction. Older
patients with S. aureus endocarditis are especially likely to present
with nonspecific symptoms—a circumstance that delays diagnosis
and worsens prognosis. Rapid intervention is crucial for a successful
outcome.
Inhalational Anthrax (See also Chap. 261e) Inhalational anthrax,
the most severe form of disease caused by B. anthracis, had not been
reported in the United States for more than 25 years until the use of
this organism as an agent of bioterrorism in 2001. Patients presented
with malaise, fever, cough, nausea, drenching sweats, shortness of
breath, and headache. Rhinorrhea was unusual. All patients had
abnormal chest roentgenograms at presentation. Pulmonary infiltrates, mediastinal widening, and pleural effusions were the most
common findings. Hemorrhagic meningitis was seen in 38% of these
patients. Survival was more likely when antibiotics were given during
the prodromal period and when multidrug regimens were used. In
the absence of urgent intervention with antimicrobial agents and supportive care, inhalational anthrax progresses rapidly to hypotension,
cyanosis, and death.
Avian and Swine Influenza (See also Chap. 224) Human cases of avian
influenza have occurred primarily in Southeast Asia, particularly
Vietnam (H5N1) and China (H7N9). Avian influenza should be considered in patients with severe respiratory tract illness, particularly if
they have been exposed to poultry. Patients present with high fever,
an influenza-like illness, and lower respiratory tract symptoms; this
illness can progress rapidly to bilateral pneumonia, acute respiratory
distress syndrome, multiorgan failure, and death. Early antiviral treatment with neuraminidase inhibitors should be initiated along with
aggressive supportive measures. Unlike avian influenza, for which
human-to-human transmission has been rare so far and has not been
sustained, a novel swine-associated influenza A/H1N1 virus has spread
rapidly throughout the world. Patients most at risk of severe disease
are children <5 years of age, elderly persons, patients with underlying
chronic conditions, and pregnant women. Obesity also has been identified as a risk factor for severe illness.
Hantavirus Pulmonary Syndrome (See also Chap. 233) Hantavirus
pulmonary syndrome has been documented in the United States
(primarily the southwestern states), Canada, and South America.
Most cases occur in rural areas and are associated with exposure to
rodents. Patients present with a nonspecific viral prodrome of fever,
malaise, myalgias, nausea, vomiting, and dizziness that may progress
to pulmonary edema and respiratory failure. Hantavirus pulmonary
syndrome causes myocardial depression and increased pulmonary
vascular permeability; therefore, careful fluid resuscitation and use
of pressor agents are crucial. Aggressive cardiopulmonary support
during the first few hours of illness can be life-saving. The early onset
of thrombocytopenia may help distinguish this syndrome from other
febrile illnesses in an appropriate epidemiologic setting.

CONCLUSION
Acutely ill febrile patients with the syndromes discussed in this chapter
require close observation, aggressive supportive measures, and—in
most cases—admission to intensive care units. The most important
task of the physician is to distinguish these patients from other infected
febrile patients whose illness will not progress to fulminant disease.
The alert physician must recognize the acute infectious disease emergency and then proceed with appropriate urgency.
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