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Case Report

Aspiration- Related Fever:
Discrepancy between Fever and Imaging on Aspiration

Tetsuro Yamamoro! and Toshiyuki Onucama?

UDepartment of General Medicine and
Y Department of Radiology, Nakagawa Hospital, Fukuoka, Japan

Abstract A debilitated 63-year-old man with Alzheimer disease who had a 6 week-history of
high-grade fever of unknown etiology became afebrile 1 week after gastrostomy was performed to
prevent aspiration. There was no active infiltration on imaging studies, such as chest X-ray films and
computed tomography of the chest. Thus, this clinical condition could be described as aspiration-re-
lated fever. In other words, imaging studies may not be the gold standard for diagnosing fever

related to aspiration.
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Introduction

We present a new hypothesis of a possible
discrepancy between the patient's fever and the
results of imaging studies in cases of aspiration.

Case report

A debilitated 63-year—old man with Alzheimer
disease was admitted to our hospital with a 2-day
history of high-grade fever. He had no cough or
other symptoms. Physical examination demons-
trated normal respiratory sounds, no heart
murmurs, and no costvertebral angle (CVA)
tenderness. Laboratory studies showed leukocy-
tosis (14,600/u1), elevated serum levels of C-reac-
tive protein (CRP ; 7.36 mg/dl), and pyuria. A
chest X-ray film obtained 3 days after the fever
appeared was unremarkable (Fig. 1). There-
fore, upper urinary tract infection (UTI) was
tentatively diagnosed despite the absence of CVA
tenderness, and treatment with intravenous

ceftriaxone (2 g per day) was started. However,
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the patient continued to have a low—-grade fever 6
days later. A computed tomography (CT) scan
of the chest obtained 7 days after the fever
developed demonstrated no active infiltration
(Fig. 2). Urine culture yielded Proteus mirabilis
(10° /ml), which was sensitive to minocycline.
The antibiotic treatment was accordingly
changed to intravenous minocycline (200 mg/day),
after which the fever resolved and serum levels of
CRP decreased despite persistent pyuria.
However, when minocycline was discontinued,
high-grade fever recurred, and serum levels of
CRP increased again. Results of further inves-
tigations, including three blood cultures and
echocardiography to rule out infectious endocardi-
tis, were unremarkable. A high-grade fever was
still present 6 weeks after admission, and a chest
X-ray film obtained at that time showed no active
infiltration.

After being admitted, the patient was often
observed choking during meals. Because he had
difficulty eating without aspirating, gastrostomy
was performed 6 weeks after admission. In-
terestingly, 1 week after gastrostomy was per-
formed, the patient's fever resolved spontaneously
without antibiotics (Fig. 3). The serum level of
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Fig. 1 Chest X-ray film obtained 3 days after the fever
appeared.
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Fig. 2 Chest CT obtained 7 days after the fever appeared.
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Fig. 3 Body temperature before and after gastrostomy

We concluded that the
fever could be attributed to aspiration. The

CRP normalized as well.

patient was discharged 9 weeks after admission.
Discussion

There are two causes of aspiration pneumonia.
The first is chemical stimulation by ingested
acid.

of cytokines, such as tumor necrosis factor-alpha

The ingested acid stimulates the release

and interleukin 8, which lead to the development

of fever?.

This could be described as chemical
Otherwise, saliva and food may
The
second cause of aspiration pneumonia is bacterial

infection®.

pneumonitis.

cause a similar chemical pneumonitis.

The fever in our patient appeared to

have developed mainly because of chemical
pneumonitis, because the fever resolved when
aspiration was prevented with gastrostomy,
although antibiotics were transiently effective.
In daily primary care, elderly patients often
have fever of unknown origin without definite
infiltrations on chest imaging studies. In particu-
lar, bedridden patients who have sustained
fractures of the femoral neck often have fevers of
unknown origin. The fever resolves spon-
taneously or with empirically administered anti-
biotics. These patients may have pyuria but do
not have CVA tenderness, which is a sign
When a definitive di-

agnosis cannot be established, a tentative diagno-

suggesting upper UTL
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sis of suspected UTI is often made.

Chest X-ray films or chest CT scans or both in
cases of aspiration pneumonia are generally
expected to show infiltrates, especially in depen-

Y5 However, the present

dent lung segments
case suggests a possible discrepancy between the
patient's fever and the results of imaging studies
in cases of aspiration, especially when the
pneumonia is due to chemical stimulation rather
than bacterial infection. Thus, because the
pathology is unknown and infiltration is absent on
imaging studies, this clinical condition might be
more appropriately described as aspiration-re-
lated fever rather than aspiration pneumonia.
To our knowledge, this hypothesis has not been
previously proposed. In other words, imaging
studies may not be the gold standard for
diagnosing fever related to aspiration. There-
fore, in primary care, many elderly patients with
fevers of unknown origin likely have aspira-
tion-related fever.
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