The Quandary of the Quotidian Fever
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fever is 2 rare 200nctic infection cased

e bacterium Condella burnetii, typically
transmitted through infected livestock,
meat or dairy. The culprit exposure may
not always be obviows, and the symptoms
are often subtie and nonspecific.

Case Description

HPL:

A 62-year-old long-haul tnack driver with
a history of diabetes and coronary artery
disease presented with a 1-month history
of mocturmal fevers, drenching night
sweats, weight loss, and general malaise.
He denied recent traved or obvious
animal/environmental exposires.

INITIAL EXAM:

T 98.4°F , BP 94/58 , HR 99, RR 16,
Spliz 98%

No rash, murmur, lymphadenopathy
INITIAL LABS:

AST 58, ALT 86, AlkP 182, Thili 0.9

ESR 34, CRP 69.9, LDH 517, ferritin 1768
#it 89 (baseline ~200)

SUBSEQUENT LABS:
Negative infectious lahs:
«  Bartonella, Brucella, Mycobacteria
Malaria/blood parasite smear
HIV, HAV/HEV/HCY, RVP, CMV,
West Nile, HSV1/2, VZV, HHV-8
Dimecphic molds
Blood cultures
Echocardiogram (endocarditis)
Negative rheumatologic labs:
«  Actin, C3/C4, - DNA AD
Positive labs:
ANA 1:80, speckled pattern
RF 9.9
a-5SA Ab
EBV IgG (igM and PCR neg)
()-fever phase 11 igM and 1gG
IMAGING:
CT C/A/P: hepatosplenomegaly, enlarged
mediastinal hymph node, lung nodule
PET-CT: Increased uptake in R mandible
(known peoc dentition), sacmam, and L
adrenal with no evidence of lymphosna or
other malignancy

A case of acute Q-fever with bone marrow granulomas
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Bone Marrow Analysis of Our Patient
MARROW HISTOPATHOLOGY
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Common Bone Marrow Granuloma Eticlogies®
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Hospital Course

During his hospitalization, he suffered from persissent, daily nocturnal fevers
(Tmax 38.8 *C) and profizse night sweats but was otherwise asymptomatic.
An infected molar was removed without resolution of fevers.

On farther questioning after Coxiella burnetii serolngies retarned posttive,
be reported occasionally transporting raw beef. He was diagnosed with acute
Qfever, treated with 13 days of doxycycline, and was asymptomatic at
follow-up ane month later.

Acute Q-fever presents with a non-
specific constellation of symptoms and
lab findings, which can present a
diagnostic quandary for dlinicians
Typically asymptomatic, but isolated
fever is the most common symptom**
Elevated AST/ALT, devated ESR, and
thrombocytopenia are the most
common iab abnormalities'*
Can cause generalized immunclogical
arousal and Glse- positive autoimmune
assaysA This may have been the cause
of the positive ANA, RF and SSA
antibodies in our patient.
Bone marrow granulomas can be seen
in infoctions, connective tissue
disease, sarcoidosis, malignancies, and
secondary to certain medicationse-
With no umique pattern of lab findings
or pathognomomic symptoms, the
di:ﬁods of amute Q-fever must be
serologically or via bacterial
nucleic acid testing, with testi
largely based on nsk factors
exposures uncovered during thorough
history taking

Teaching Points
Q-fever is usually asymptomatic; the
most common symptom is isolated
fever

The most common lab abnormalities
are clevated AST/ALT, edlevated ESR,
and thrombecytopenia

Bone marrow granmlomas can narrow
a differential, but are not diagnostic in

acute ()-fever or other etiologies
HISTORY - TAKING IS IMPORTANT!
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