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DEFINICIONES

= QUE ES FIEBRE?
v Temperatura axilar > 38°C

v Febricula <o= 37.5°C

v Temperatura bucal: variacion normal de 0.5°C

v Temperatura rectal: 0,4°c mas que la bucal

v Hiperpirexia >41,5°C (infecciones graves y hemorragias SNC)




DEFINICIONES

HIPERTERMIA

Aumento incontrolado de la T° corporal (>40°)
Sin respuesta a antipiréticos

Causas:

* Golpe de calor (relacionado o no con ejercicio)
* Sindrome serotoninérgico

* Sindrome neuroléptico maligno

- Endocrinopatias (tirotoxicosis, feocromocitoma)
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DEFINICIONES
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FOD EN HUESPED

INMUNOCOMPROMETIDO (HIC)

DEFINAMEG

- NEUTE TENER EN CUENTA hso en las
prox 4
- TRAS % PRESENTACIONES CLINICAS ATIPICAS A
- NEOP < MO ATIPICOS
_ cTC d % TIPO DE TERAPIA IS SE ASOCIA CON ivalentes
por DETERMINADAS INFECCIONES EJ. ANTITNFY TB
- >0.4 O VHB
e 2 +» PRUEBAS DIAGNOSTICAS CON DISTINTA
- SENSIBILIDAD. EJ. FALSOS NEGATIVOS POR IS
2] < ENFERMEDAD INJERTO CONTRA HUESPED (EICH)
ASPL < POLI MEDICACION
INMUNE

- <200 CD4



FOD NOSOCOMIAL

= FIEBRE DURANTE INTERNACION DE MAS DE 48-72HS
“ NO ES LA CAUSA DEL INGRESO
= > 3 DIAS CON ESTUDIOS NEGATIVOS

TENER EN CUENTA

BUSQUEDA DE PORTACION DE MO MDR
CIRUGIAS PREVIAS O INSTRUMENTACIONES
TTOS FARMACOLOGICOS

CATETERES O MATERIAL PROTESICO
Tromboflebitis en sitios de insercion de catéteres
previos




FOD EN EL POST VIAJE

UNA CUARTA PARTE DE LAS CONSULTAS POST VIAJE SON POR
FIEBRE

TENER E]J

BESTIYIY LA MAYOR PARTE SON INFECCIONES COMUNES
ITU

- LR INFLUENZA/COVID 19

- ACTIVI NAC

BUSC/ DIARREA
INMU NO INFECCIOSAS COMO TVP O TEP



ETIOLOGIA

H > 200 causas
7 H Sindrome apasionante / odiado
H Cambios significativos en la ultimas décadas

: ]




Case studies of fever of unknown origin

ETIOLOGIA

Author Alt Petersdorf Vanderschusren Mille Knockaert Bleeker-Rovers
Year 1813 to 1930 1952 to 1959 1990 to 1999 1889 to 1993 1980 to1989 2003 to 2003
Location Boston, United States Seattle, United States Belgium London, United Kingdom Belgium Netherlands
Subpopulation Adults Adults Adults AIDS Elderly Adults

Case definition* 1 2 2 2 2 2

Number of cases 101 100 290 79 47 73
Diagnostic catlegories‘nl P P
Infections 11 16 20 80 25 16

Neoplasms g 19 10 8 12 7

Multisystem ¢ 0 17 24 1 3 22
Miscellaneous g 21 13 2 20 4

No diagnosis 78 7 34 9 12 51

*1: no diagnosis at time of hospitanOl”F (28.30C), duration =3 weeks, undiagnosed =1 week; 3 = temp »101.3°F (38.5°C), duration =2 weeks, undiagnosed.
9 Includes collagen vascular disorders (eg, systemic lupus erythematosus, rheumatoid arthritis, and vasculitis), and granulomatous diseases (eg, sarcoidosis).

[ Numbers represent percentages.
& Immunocompromised excluded.

Alt H, et al, JAMA 1930; 94:1457, Petersdorf RG, et al. Medicine (Baltimare) 1961; 40:1, Vanderschueren S, et al, Arch Intern Med 2003; 163:1033. Miller BF, et al. Int J STD AIDS 1996; 7:170. Knockaert DC, et al,

N



ETIOLOGIA

= 5 GRUPOS

1- INFECCIOSAS

2- INFLAMATORIAS

3- NEOPLASICAS

4- MISCELANEAS (POR DROGAS-FIEBRE FACTICA)
5- NO DIAGNOSTICADA

CUANTO MAS PROLOGADO ES EL CUADRO MAS DIFICULTAD EN

LLEGAR A UN DX




HEMATOLOGICAS Y

ADENOCARCINOMAS
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METODOLOGIA DIAGNOSTICA: FASE 1

ANAMNESIS

*AP

« INMUNIZACIONES

« FARMACOS

«CX

« PROTESIS

« INTERNACIONES PREVIAS

*VIAJES

« ANIMALES

« ANTEC LABORALES

« AC DEPORTIVAS O DE
0cClO

* REPETIR EN CADA
EVALUACION

EXAMEN FiSICO

MINUCIOSO

« METODICO

* SIGNOS VITALES

« DETERMINAR GRAVEDAD
DEL CUADRO

«NO OLVIDAR
GINECOLOGICO/GENITOU
RINARIO

« MAMAS

* REGION ANAL

« REPETIR EN CADA DE

EVALUACION SI APARECE
OTRO SINTOMA O SIGNO

EX. COMPLEMENTARIOS

* RX DE TORAX Y
ECOGRAFIA ABDOMINAL

* LAB: HEMOGRAMA,
HEPATOGRAMA, FR,
REACTANTES FASE
AGUDA, TSH, ORINA
COMPLETA

*HCX3

« SEROLOGIAS: VIH, VDRL,
VHB, VHC.

* ECOCARDIOGRAMA




TABLA 56-8 Ejemplos de hallazgos fisicos sutiles que tienen un significado especial en los pacientes
con fiebre de origen desconocido

ZONA DEL CUERPO HALLAZGO FiSICO

(abeza Dolar en los senos
Arteria tempora Nodulos, pulsaciones reducidas
Orofaringe Ulceracion; dientes sensibles
Fondo de ojo o conjuntiva Tubérculo coroideo; petequias; manchas de Roth
Tiroides Aumento de tamano, dolor
Corazén Sopio
Abdomen Aumento de tamano de los ganglios linfaticos de la cresta iliaca,
esplenomegalia
Recto Fluctuacion perirectal, dolor
Dolor prostatico, fluctuacion
Genitales Nodulo testicular
Nodulo epididimario
Extremnidades inferiores Trembosis vencsa profunda
Piel y unas Petequias, hemorragias en astilla, nodulos subcutdneos,

dedos en palillo de tambor

DIAGNOSTICO

Sinusitis

Artentis temporal

Histoplasmosis diseminada, absceso peniapical
Granulomatosts diseminada”, endocarditis

Tiroiditis

Endocarditis infecciosa o mardntica

Linfoma', endocarditis, granulomatosis diseminada*

Absceso

Absceso

Periarteritis nodosa
Granulomatosts diseminada
Trombasis ¢ tromboflebitis
Vasculitis, endocarditis




METODOLOGIA DIAGNOSTICA: FASE 2

LAB. INMUNOLOGICO

SEROLOGIAS O
BIOLOGIA MOLECULAR

CULTIVOS ESPECIFICOS
(ESPUTO, PSMF, ETC)

PET-SCAN
MAMOGRAFIA

BIOPSIA DE LESIONES
VEDA/VCC

PUNCIONES GUIADAS
BAJO TAC O ECOGRAFIA

BAL




Table 1. Potential second-line investigations for pyrexia of unknown origin
Infection

Echocardiogram, preferably TOE

Line cultures if the patient has an
intravascular device

Lumbar puncture
Lymph node biopsy

kalaria screen (ROT and three malaria
films on consecutive days)

PET-CT

Serology for viral hepatitis

Specialised serological or molecular tests
Spinal MRI

Sputum test for culture (consider an
induced sputum test if the patient is not

expectorating)

Stool samples for culture, PCR and OCP
Syphilis serology

Two to three peripheral blood cultures

Urine culture, plus three early morning
urines for TB culture in sterile pyuria

Wound swabs

Inflammatory
ANA

ANCA
Anti-CCP

Antiphospholipid antibodies (lupus
anticoagulant and anticardiolipin}

Complement levels
Cryoglobulins

CT chest, abdomen and pelvis
Ferritin

Joint aspiration to detect arystals
LOH

MR or CT angiography
PET-CT

Rheumatoid factor

Serum ACE level

Serum electrophoresis

Serum wrate

Temporal artery biopsy

Urine for Bence Jones protein

Miscellaneous
Pituitary screen
Synacthen test
Thyroid function tests

MNeoplastic
Colonoscopy

CT chest, abdomen and
pelvis

Echocardiogram, preferably
TOE

LDH

PETCT

Serum caldum

Serum electrophoresis

Tissue, lymph node and/
or bone marrow biopsy for
histology

Urine for Bence Jones
protein

Mote: This is not a comprehensive list of investigations to be camied out in every patient with PLIO but instead o fist of tests thot should only be performed when
there is o rensonable pretest probability of the condition investigoted being present.
ACE = ongiotensin corverting enzyme; ANA = anti-nuclear antibodies; AMCA = antineutrophil cytoplosmic antibody; Anti-CCP: anti-cydic atrullinated peptide;

CT = computed tomography; LDH = loctote dehydrogenase; MR(1) = magnetic resonance {imaging); OCP = ova, cysts and parosites; PET-CT = positron emission
tomography—computed tomography; PCR = polymenase chain reaction; RDT = rapid diagnostic test; TB = tuberculosis; TOE = transoesophagenl echocordiogram



ALGORITMOS SI O NO?

HAY MUCHOS Y SON DE UTILIDAD PERO...

NO USAR A CIEGAS-> INTERPRETACION ERRONEA DE ESTUDIOS Y DEMORAS
EN EL DX

TENER EN CUENTA LA PROBABILIDAD PRE-TEST-> PREVALENCIA DE LA
ENFERMEDAD Y CARACTERISTICAS DEL PTE.

EJ. CLARO ES LA POCA UTILIDAD DE LA PPD EN REGIONES DE ALTA PREVALENCIA
DE TB.

SENSIBILIDAD Y ESPECIFICIDAD DE CADA METODO
ORIENTAR LAS PRUEBAS A INDICIOS DE DX POTENCIALES

SIEMPRE INVOLUCRAR A OTROS ESPECIALISTAS



TRATAMIENTOS

= ENSAYOS O PRUEBAS TERAPEUTICAS

ANTIBIOTICOS ™

CORTICOIDES FALSA IMPRESION DE
EXITO

AINES (NAPROXENO) . e e

INDESEABLES
DEMORAS EN EL DX
— CORRECTO




EXCEPCIONES

= NEUTROPENIA FEBRIL:

- ES UNA EMERGENCIA INFECTOLOGIA

- ELEVADA MORTALIDAD

- SOLO EN UN 20-30% SE ENCUENTRA CAUSA

= SOSPECHA DE ARTERITIS TEMPORAL

- RIESGO DE CEGUERA E ISQUEMIA

= SOSPECHA DE TB MILIAR, MENINGEA O PERICARDICA

= DETERIORO DEL CUADRO CLiNICO QUE LO LLEVE A SEPSIS



PRONOSTICO Y MORTALIDAD

= DEPENDE DE LA ETIOLOGIA

= EN AQUELLOS SIN DIAGNOSTICO LA MORTALIDAD FUE DEL
3,2% EN UNA SERIE DE 61 PTES.

= MAYOR MORTALIDAD EN NEOPLASIAS



NO TODO ES COVID...

Missed case of fever of unknovwn origin during
COVID-19 pandemic: patent ductus
arteriosus endarteritis

Akash Batta , Samman VYerma , Prashant Panda , Yash Paul Sharma

SUMMARY

A 40-year-old woman presented with fever of unknown
origin (FUO) for 2 months. Without a definitive diagnosis
and having received multiple empirical antibiotics

from outside without relief, she was referred to our
centre. Cardiac auscultation was remarkable for a

grade 3/6 continuous murmur in the upper left sternal
border. Echocardiogram revealed a patent ductus
arteriosus (PDA) and a S>=7 mm mobile vegetation at
the pulmonary artery bifurcation. Blood culture grew
Streptococcus mutans. Embolisation of the vegetation

to the pulmonary circulation occurred after the start

of intravenous antibiotics resulting in fever relapse.
Antibiotics were continued for 6 weeks and the fever
settled. She underwent device closure of PDA after 12
weeks and is currently doing fine. Infective endocarditis/
endarteritis is an important differential in a patient of
FUO. A thorough clinical examination is important in
every case of FUO, gives an important lead into diagnosis
and guides appropriate investigations to confirm it.




Fever of Unknown Origin or Fever of Too Many Origins?
Harold W. Horowitz, M.D.

As an infectious-disease physi-
cian who has practiced at academ-
M ic, tertiary care facilities in the
| metropolitan New York area for
¥ nearly three decades, I've been

struck by the fact that traditionally
caused FUOs are now rarer than
the FUOs that I'm increasingly
asked to evaluate. The new FUOs

are often found i1n patients in the
intensive care unit (ICU) who have
traumatic brain injury, other neu-
rologic events, or dementia; are
mechanically ventilated; have some
combination of urethral, central,
and peripheral catheters placed;
have recently undergone surgery;
and are already receiving multiple
broad-spectrum antibiotics. How-
ever, they continue to spike multi-
ple fevers daily for weeks and
sometimes months on end, usually
without other signs or symptoms
of sepsis.




CONCLUSIONES

ES UN DESAFIO DESDE EL INICIO

«Utilizar la definicion de FOD con precaucion y humildad, en
general implica la falta de recursos cientificos, economicos o

intelectuales» Bryan CS. Fever of unknown origin: the evolving
definition. Arch Intern Med. 2003 May 12

Trabajar de manera metodica y dirigida a pistas diagnosticas

SIEMPRE TRABAJO EN EQUIPO
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