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On a recent trip to Bolivia our
team of visiting physicians

was told of a rapidly spreading
outbreak of an unidentified hem-
orrhagic fever, which local med-
ical officials were treating as
dengue. Over several days, about
600 people in the rural area de-
veloped different degrees of fe-
ver, headache, abdominal pain,
occasional dry cough and epi-
staxis. At one point, nearly 25%
of the approximately 3500 people
living in the region were affected.
After being invited by the local
authorities to help investigate the
illness, we began to interview and
examine affected individuals.

One 60-year-old man’s case
was typical of many in the out-
break. This previously healthy
farmer presented to his local
medical clinic on day 10 with a
week-long history of fever, ab-
dominal pain, and mild, non-
hemorrhagic diarrhea. In the
previous 48 hours, a bother-
some, nonproductive cough had
also developed. On examination,
the man was found to have
vague epigastric tenderness but
no organomegaly, mild rales
heard at the base of both lungs
and a “furry” tongue (Fig. 1).
He had no appreciable rash, and
the rest of his examination was
unremarkable.

We suspected an outbreak of
typhoid fever. Laboratory inves-
tigations were limited, but a
Widal test (for agglutinating an-
tibodies to O and H antigens of
the Salmonella typhus bacterium)
was performed in 10 of the most
severe cases (including 5 chil-
dren and the patient described
here); the results were positive
in 8. The patients were given a
fluoroquinolone. Because the
source of the outbreak was yet
unclear, much of our efforts
were directed toward working
with regional health officials to
provide education to the popu-
lation about handwashing, water
iodination and the use of boiled
water in food preparation. The
mortality was low, but exact fig-
ures are unknown.

Typhoid fever is a systemic bac-
terial disease caused by S. typhi,
an organism for which humans
are the only host.1 It has been es-
timated that 16–17 million cases
of typhoid fever occur annually
worldwide, resulting in about
600 000 deaths each year.1,2

Typically, there is a 7- to 14-
day asymptomatic period after in-
gestion of the bacterium, followed
by onset of bacteremia marked by
fever and malaise.1 Patients often
present at the end of the first
week with fever, dull headache,
myalgias, fatigue and gastro-
intestinal symptoms, including
anorexia, nausea and poorly local-
ized abdominal pain. Constipa-
tion is almost as likely as diarrhea
to be a symptom of this enteric
illness.1,3,4 A nonproductive cough
is common, and epistaxis may oc-
cur but is rare. Other signs and
symptoms of typhoid fever in-
clude prolonged fever, relative
bradycardia and a rash consisting
of rose spots (pinkish lesions
1–4 mm in diameter) usually on
the abdomen and chest.1,4 A fever
exhibiting a stepladder rise over
the first week, with a plateau in
the second week and a gradual fall
in the third or fourth week is typi-
cal.4 On examination, patients
may have a slow, dicrotic pulse
(tracing shows 2 peaks instead of
the usual one, the second one
coming during diastole as an ex-
aggeration of the dicrotic wave).

Patients may become con-
fused, and some may exhibit a
toxic, or apathetic facies, which
has been described as character-

istic of typhoid.1,4 In addition to
this facial sign, patients can have
a furry, or coated, tongue,1,4,5 as
seen in Fig. 1. In one study,5

coated tongue was found to be
1 of 4 specific clinical markers for
typhoid fever (in addition to high
fever, loose bowel movements
and bradycardia), with a reported
specificity of 94%. Thus, the
evaluation of any patient present-
ing with symptoms suggestive of
typhoid fever warrants a thor-
ough oropharyngeal examina-
tion, since a coated tongue, if
present, may provide an impor-
tant diagnostic clue in an other-
wise nonspecific presentation.
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A man with fever, cough, diarrhea and a coated tongue
CLINICAL VISTAS
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