ER-Infection Combined Meeting
A 44 ylo Man,

Short of breathness for 2 weeks

R1 R
B8vVs: REF
2013/04/20

VISIT ER AT 05:54

» IR IRFG R

» Triage |

» TPR 37.4/138/30 BP 106/67 SpO, 70%
» E4AV5M6

Chief Complaint

Short of breathness for 2 weeks,progress tonight

|

Present illness

Cough with sputum

Fever intermittent X 1 wk
No chest pain
MOREE:PN,FEAADCRIK)

Past History

Nil.
Allergy:Nil

o

PE

» Conscious E4V5M6

» Eye:Not pale

» Bilateral rales,crakles
» Abd:soft

» Limbs:No edema




Impression

Pneumonia

Management

On monitor

02 Mask 10L/min
B/C x2

ABG4

F/S(109)
HB,WBC/DC,PLT
BCS,CRP

NS 500cc iv challenge
Then 60cc/hr

EKG

CXR(p)

Blood Gas at O2 10L/min

PH=T7.420
PCo2=33.1 mmHg
P0O2=51 mmHg
BE=-3 mmol/L
HCO03=21.4 mmol/L
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Impression

» Bilateral Pneumonia with Respiratory Distress

o

Management
Q.

1. =18 A AEHAP, HCAPEECAPcommunity
acquired pneumonia)?

2. 52 Hantibiotics?

3L EFEE?

4R 27

Clinical Course

» HIV screen:positive
» Leginella Ag:Negative
» S.pneumonia Ag:Negative

|

Pnueumonia in HIV patient

» Bacterial Pneumonia:

Streptococcus.Pneumonia,Hemophillus
Influenza,S.aerus

» Pneumocystis jirovecii pneumonia(PJP):
Commonest Opportunistic Infection

» TB

» Viral Infection

| —

Hospital Course

Infection ward admission:
TX:
» Tazocin 4.5g iv Q6H
»  Erythromycin 1g iv Q6H
»  Sevatrim 3amp iv Q6H
» Solu-Tisone 100mg iv Q12h

o

Hospital Course

dayl —— AfEHE
day3 1 Western Blot:Positive,###;CDC.Check
Syphylis,HBV,Toxoplamosis Ag,CMV IgG
day4 —4— Lung HRCT, CD4 cell count:55
Syphilis TPPA(+),CMV 1gG(+)
day7 —f— Ceftrazidime 2g iv Q8H
day8 —}— Ganciclovir 250mg iv Q12H

. dayl0 —J— AAD to Ji&&




Lung HRCT

» Diffuse ground-glass
opacities in both lungs.
Interlobular septal
thickening/reticulation
noted more apparent at
posterior lower lungs;
tiny centrilobular
airspace opacities
present.

Opportunistic infection
such as PJP is compatible.

Final Diagnosis

» Pneumonia,impending respiratory failure
Suspect pneumocystitis jirovecu pneumonia
Suspect CMV retinitis

» AIDS

» HIV infection

» Syphyilis

» Oral Thrush

Discussion

1.7EERRZETCAP, E[@ Z B pitfall
Community Acquired Pneumonia:2012 Guideline
2.Back to our case.
HIV with pulmonary infection:CXRZRIR
PCP =2tf
3.0ther case D=
4.Take Home Message

Community Aquired Pneumonia
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» HERHAP,HCAP

Hospital ~Aquired ,HealthCare-Associated

» HAP: fiped8 | pFts » & K ek isldx 2 pgF 4 2 9%
» HCAP: 90 p % tt%r[%‘y,;sgr%fir;‘b«’ %3_' x4 b ﬁ S A

Recommended empirical antibiotics for
community acquired pneumonia(&i4y)

1. Previously healthy and no use of antimicrobials within the
previous 3 months

» A macrolide (strong recommendation; level | evidence)
» Doxycyline (weak recommendation; level Ill evidence)

2. Presence of comorbidities such as chronic heart, lung, liver
or renal disease; diabetes mellitus; af ; S;

fals within

the previous 3 months

Epidemiologic conditions and/or risk factors related
to specific pathogens in community-acquired

pneumonia.
Condition Commonly encountered pathogen(s)
Alcoholism iae, oral Klebsielia
7 i pecies, i
tuberculosis

COPD andfor smoking Haemophilus influenzae, Pseudomonas aeruginosa,
Legionella species, S. pneumoniae, Moraxella carar-
rhalis, Chlamydaphila pneumoniae

Aspiration Gram-negative enteric pathogens, oral anaerobes

Lung abscess CAMRSA, oral endemic fungal
M. tuberculosis, atypical mycobacteria

Exposure to bat or bird droppings Histoplasma capsulaturm

Exposure 1o birds Chiamydophila psittaci (if poultry: avian influenza)

Exposure to rabbits Francisella tularensis

Ex00sure o fann animals or pacurient cat Loxielia bumer (O foven

HIV infection (sarly) s iae, H. M.

HIV infection (late) The pathogens listed for early infection plus Pneumocys-
tis jiroveci, Ci 3 illus,
atypical

Hotel or cruise ship stay in previous 2 weeks Legioneila species

Travel to or residence in southwestern United States  Coccidioides species, Hantavirus

Travel to or residence in Southeast and East Asia Burkholderia pseudomallel, avian influenza, SARS

Influenza active in community Influenza, S. pneumoniae, Staphylococcus aureus,

H. influenzae

Cough >2 weeks with whoop or posttussive Bordeteila pertussis .

vomiting

Structural lung disease (e.9., i cepacia, S. aureu:

Injection drug use S. aureus, M. is, 5.

Endobronchial obstruction s. , H. S. aureus

In context of bioterrorism Bacillus anthracis (anthrax), Yersinia pestis (plague).

Francisella tularensis (tularemia)




Recommendation for diagnostic test

» Routine diagnostic tests to identify an etiologic
diagnosis are optional for outpatients with CAP.
(Moderate recommendation; level lll evidence.)

» Patients with severe CAP, should at least have blood
samples drawn for culture, urinary antigen tests for
Legionella pneumophila and Streptococcus
pneumoniae performed, and expectorated sputum
samples collected for culture. (Moderate

commendation; level Il evidence.)

Clinical indications for more
extensive diagnostic testing

Blood  Sputum  Legioneds  Prneumococcal

Indication culture  culture UAT AT Othar
Intensive care unit admission X X X X x*
Failure of outpatient antibiotic therapy X X x

Cavitary infiltrates x X X2
Leukopenia X X

Active alcohol abuse X X X X

Chronic severe liver disease X X

Severe ohstructive/structural lung disease X
Asplenia lanatomic or functionall

>
3

Recent travel (within past 2 weeks) X X

Pasitive Lagionaiia UAT result X MNA

Positive preumacaccal UAT result X X NA

Pleural effusion X X X X **
NOTE. NA not applicable; LIAT, urinary antigen test. .
* Endotrachesl aspirata if inubated, possibly or branchaoah lavags

" Fungal and wberculosis cultures.

© Sea table 8 for detals.

* Special media for Legionalla

* Tharacentesis and pleural filuid cultures.
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Back to our case

HOST Immunity
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Examples of B conditions in early symptomatic HIV
infection

Thrush

Vaginal candidiasis that is persistent, frequent, or difficult to manage
Oral hairy leukoplakia

Herpes zoster involving two episodes or more than one dermatome
Peripheral neuropathy

Bacillary angiomatosis

Cervical dysplasia

Cervical carcinoma in situ

Constitutional symptoms such as fever (28.5°C) or diarrhea for more
than one month

Idiopathic thrombocytepenic purpura

Pelvic inflammatory disease, especially if complicated by a tubo-
ovarian abscess

Listeriosis

I UpToDate

Hint for HIV screen

-
-

setting)

»  Individual

All patients in settings with an =1%* HIWV prevalem:e'
All patients in settings serving populations at increased
behavioral/clinical HIV risk (regardless of HIV prevalence in that

atients in settings with <1%' HIV prevalence who

—have clinical signs or symptoms suggesting HIV infection
(eg, fever or illness of unknown origin, opportunistic
infection [including active tuberculosis] with no known

reason for immune suppression)

—have diagnoses suggesting increased risk of HIV infection
(eg, another STD or biood-borne infection)

—salf-report HIV risks
—specifically reguest an HIV test

= Regardless of setting prevalence or behavioral or clinical risk’

—all pregnant wwomen

—all patients wwith possible acute occupational exposure
—all patients with known sexual or needle-sharing exposure to

an HIV-infected person

*0r higher than in other settings in the community.
" Testing should be routinely recommended, and if risk is identified
during risk screening, HIV prevention counseling and referral should

also be recommendaed.

#0r lowwer than in other settings in the community.

call to action for emergency physicians :Richia

Current Centers for Disease Control and Prevention guidelines for HIV counseling, testing, and referral: critical role of and a
E. Rothman al.etc, Annals of Emergency Medicine Volume 44, Issue

July 2004, Pages 31-42

Back to our case

» HIV + Pneumonia
~~~ElEEZ2ffEpneumonia?

Common Radiographic appearance of
pulmonary disorders

in HIV patient

Chest

or CT

ph
>

Etlology by rate of
[

Etlology by rate of disease
progression

Acule <24 hrs*

Chronic

Consolidation

Any oraanism (especially
bacteria)

Funai

Nocardia spB, Actinomyces soB
Mycobadteria

Aranchoalvealar cancer

Sronchiclitis oblitarans arganizing
preumonia

Liffusa interstitial
infilerate

b jiroveci

ctena (sspecally H.
influanzas)

virus (Influenza, CMV)
Pulmonary edema

Acute respiratory distress
svndrome

Mycobactaria
Drug toxcity

Lymphocytic intarstitial
prcumonia

Metastatic disease
Pulmonary alveolar proteinosis

—
Nodular infiltrate

Adenopathy

Pleural effusion

Pricumulhion ax

Bacteria

Dacteria (parapneumonic)
Tuberculosis
Empyema

Nocardia spB, Actinomyces soB
Funai
Kaposi's sarcoma

Orher tumaors (espedially ing
cAncery

Castleman’s Liseasa

Lymphoma
Ksposr's sarcoma

Castleman’s Discase

Lung cancer

Tuberculosis

Lymphoma (especially non-
Nodgkin's lyvmphoma and primary
effusion hmphoma)

Kaposi's sarcoma

P it ovedii

PJP

» RADIOGRAPHIC Prcumocysis frovei i patient with

MANIFESTATIONS

o Va patients :normal

> Most common:diffuse,
bilateral, interstitial,
alveolar infiltrates.

Definite Diagnosis:

Sputum induction(f %

Fun), BAL.

v

Chest radegraph shows dffuse ground ghess opadfation
Wthout 8 bronchograms and without obiteration of the
palmanary wessels.

Courtegy of Pl &

» TX:TMP-SMX

M.

b

jnosis of Pneumocystis infection in HIV-infected patients ; Treatment of Preumocystis infection in HIV-infected patients
uptodate 2013

Other case 7%




45y/o Male,Dry cough for 2 wks Take Home Message

» TEERGZER K CAPES:

| Admission:Open TB g EEEInfection” = KNZE
| Bronchoalweolar Host,Immunity,Pathogen
Lavage(BAL): » A AT REEAHY WA REHTIE LfE
R b2 BHIV-with HT L EE (SR SARS?)
kaposi Sarcoma TB
TRERE

BHE AE,Mycoplasma
» TOCC,Smoking history— & 2t

e

Thank You for your
Attention!!!
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