FEVER IN THE ELDERLY
· 10% of elderly patients will have a fever when presenting to the ED. 

· Unlike fever in younger patients who often have a benign viral infection, fever in the elderly is typically associated with bacterial disease. 

· Due to having a lower baseline temperature and a blunted fever response, elderly patients are less likely to reach a temperature traditionally considered a fever. Lowering the fever criteria to 99° F better predicts infections in the elderly. 

· Respiratory, urinary tract, and soft-tissue infections are the predominant causes of fever in elderly who present to the ED. 

· “Textbook” symptoms are the exception rather than the rule in the febrile elderly patient. A behavioral change may be the only hint of an underlying infection. 

· Nearly one-fifth of geriatric patients with a serious infection will present with a vague history and diffuse complaints. 

· As compared to a younger population, older patients with bacteremia more often present with recurrent falls, malaise, or change in functional or mental status. 

· The most common symptom of pneumonia is a change in mental status (65% of cases). 

· One-half of elderly patients with pneumonia may lack cough or sputum production and fever is absent in up to 65%. 

· Problematic intra-abdominal infections in the elderly include appendicitis, cholecystitis, and diverticulitis. Frequently, the elderly lack the characteristic focal abdominal tenderness that is used to distinguish these pathologies. Perforation of a viscus and subsequent peritonitis can occur without pain or fever. 

· Steroids are a red flag. Elderly patients on steroids may have few or no signs of infection. 

· A significant number of elderly patients who present with a surgical emergency have no significant abdominal tenderness. 

· Serious disease may occur despite a relatively benign exam. 

· Completely undress the geriatric patient to look for skin and soft tissue infections. 

· History and physical exam should guide diagnostic study selection but laboratory and imaging studies should be used liberally in the febrile elderly despite the current cost-reduction environment. 

· Begin empiric antibiotic therapy ASAP if a significant infection is found in the elderly patient. The consequences of a delay in diagnosis or treatment are much more serious in this population. Administer antibiotics early in the ER. 

· Dangerous non-infectious causes of hyperpyrexia include heat stroke, salicylism, neuroleptic malignant syndrome, thyroid storm, and sympathomimetic overdose. 

· Several studies propose that 76 – 90% of febrile patients over the age of 60 have an illness serious enough to warrant admission. Maintain a low threshold for admission. If discharged, ensure close follow-up. 


Reference: Fever in the Elderly: How to Surmount the Unique Diagnostic and Therapeutic Challenges, Emergency Medicine Practice, October 1999.

