Respiratory infections

Diagnose pneumonia in a patient presenting with cough and fever and distinguish it from pulmonary infarction

	
	Pneumonia
	Pulmonary Embolism

	
	
	

	Onset
	Gradual (over days)
	Sudden

	Dyspnoea
	Potentially present
	Potentially present

	Cough 
	Potentially present
	Usually absent

	Heamoptysis
	Potentially present
	Potentially present

	Pleuritic chest pain
	Potentially present
	Potentially present

	Dizziness
	Usually absent
	Potentially present

	Syncope
	Usually absent
	Potentially present

	
	
	

	Fever
	Potentially present
	Potentially present

	Confusion
	Potentially present
	Usually absent

	Tachypnoea
	Potentially present
	Potentially present

	Tactile vocal fremitus
	Usually (
	( (unreliable)

	Percussion note
	Usually (
	Stony dull

	Bronchial breathing
	Potentially present
	Potentially present

	Crackles
	Potentially present
	Usually absent

	Whispering pectoriloquy
	Potentially present
	Usually absent

	Pleural friction rub
	Potentially present
	Potentially present

	Tachycardia
	Potentially present
	Potentially present

	Hypotension
	Potentially present
	Potentially present

	Raised JVP
	Usually absent
	Potentially present

	
	
	

	Risk factors
	Smokers, COPD,

Heart failure / Cystic fibrosis
	Surgery, Immobility

Hypercoagulability

	Investigations
	CXR, ABG, Blood/sputum cult.
	CXR, ABG, D-dimers


· The more useful distinguishing characteristics are in bold.

· Tachypnoea + cyanosis are signs of respiratory failure

· Pyrexia, rigors or prostration are signs of systemic disease – always take blood culture.

PE is a consequence of DVT – risk factors for DVT include NO PILLS
	· Neoplasm

· Oral contraceptive pill

· Pregnancy

· Intravenous drug use

· Long distance road/air travel

· Lower limb fractures

· Surgery (major)
	The following are NOT risk factors for DVT

· Smoking

· Hypertension

· Hypercholesterol / lipidaemia


	Investigation of PE

· D-dimers (excludes if negative)

· FBC 

· Clotting
	· Arterial blood gas

· Chest X ray

· ECG

· V:Q scan / CT pulmonary angiogram

	Management of PE: SOD HIM

· Sit upright

· O2 at high concentration
	· D-dimers
· Heparin IV

· Morphine


Assess the probability of an 'atypical' pneumonia in patients

Community acquired pneumonia: Organisms enter lungs from external environment or nasopharynx - usually Gram +ve organisms that are split into typical and atypical categories.

	Typical

Usually caused by Strep pneumoniae, moraxella catarhalis or Staph. aureus.
Usually treated by amoxicillin 500g tds. If ineffective then suspect Atypical type.


	Atypical

Usually caused by Mycoplasma pneumoniae, Chlamidia psitacci, legionella pneumophilla or Coxiella burnetti.
Usually treated by amoxicillin 500g tds + erythromycin 1g qds


An abrupt onset suggests a bacterial agent. The gradual development of cough and fever in the absence of pleuritic chest pain and respiratory distress suggests viral or mycoplasma pneumonia.
Manage a patient with community-acquired pneumonia taking into account the likely organisms and the advice from agreed protocols 

· Supportive: Oxygen, IV fluids and analgesia if required.

· Investigations: Blood culture and sputum culture + MC&S before antibiotics

· Immediate treatment with antibiotics (see above) before test results come back. Normally combined oral antibiotics are sufficient. In severe cases (CURB positive) IV combination of broad-spectrum antibiotic + macrolide e.g. cefuroxime 1.5g tds + clarithromycin 500mg bds

Background: The CURB system is a checklist for especially severe pneumonias

C: is confusion present where it was not before?

If 1+ present: Admit
U: is there a urea >7 mmol.L-1



If 2+ present: IV antibiotics
R: is the respiratory rate 30 or above?


If 3+ present: ITU
B: is the systolic BP < 90 or diastolic <60?










