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Fever of unknown origin encompasses a broad differential diagnosis
which includes infectious, malignant, and rheumatologic etiologies. A
focused approach depending on symptomatology, fever pattern,
environmental exposures, and personal and family histories will help

e Empiric cefepime, azithromycin, and fluconazole \ Our patient was diagnosed with Adult Onset Still’s Disease (AOSD)
without improvement complicated by Macrophage Activation Syndrome (MAS).

e Viral (Respiratory viral panel, EBV, CMV, HIV) —all

negative. EBV serologies indicative of past infection, DISCUSSION L . .
but not current infection. guide timely diagnosis and treatment.

e Bacterial (Blood cultures, Bartonella, Chlamydia, _ Adult Onset Still’s Disease (AOSD) has bimodal peaks at ages 15-25 - Adult Onset Still’s Disease (AOSD) 1s a clinical diagnosis, made after
Mycoplasma, Syphilis, TB) — all negative and 36-46 excluding other infectious, malignant, and rheumatologic causes. The

triad of symptoms include high spiking fevers, arthritis, and evanescent
salmon-colored rash.

e Fungal (Blood cultures, Aspergillus, Coccidioides,

Histoplasma) — all negative

- Typical triad of fevers, arthritis and maculo-popular salmon-colored
/ evanescent skin rash

- Macrophage Activation Syndrome (MAS) is a form of Hemophagocytic
Lymphohistiocytosis (HLH), which is a life-threatening complication of
AOSD, and should be suspected in a patient with persistent fevers and
extremely elevated ferritin (>5,000 ng/mL) in the setting of a suspected
rheumatologic process.

- Diagnosis of exclusion after ruling out infection, malignancy, and other
febrile etiologies

\ - Macrophage activation syndrome (MAS) is a life-threatening
complication of AOSD. It is a form of hemophagocytic
lymphopsitiocytosis (HLH), which 1s caused by excessive immune

* Peripheral blood smear/flow cytometry —
leukocytosis void of abnormal B-cells, T-cells, or

labs __ Resut

blasts activation - Treatment of AOSD 1s still based on empiric evidence, although
. i — i ' . . o generally involves systemic corticosteroids, DMARDs, and
WBC 35 ,OOO/ ul [35 X 10/\9/ L] Tumor lysis labs = no rapid cell turnover - Treatment for AOSD remains empirical and include anti-inflammatory immunologic therapies inhibiting IL-1 (e.g. Anakinra) and IL-6.

: * CXR —no masses
Hemat0|OgIC/ e CT abd/pelvis — no masses

drugs, corticosteroids, disease-modifying antirheumatic drugs,

, , . : Response to therapy i1s often prompt (within 24 hours of initiation) with
immunologics (such as Anakinra, an IL-1 antagonist) and TNF

resolution of fevers and improving laboratory values.

Diff 86% neutrophil predominance

BMP Unremarkable Oncologic It s hi“i““e‘) inhibitors.
LFT Mild transaminitis Yamaguchi Criteria (for AOSD): REFERENCES
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