
ID  Questions



11) A 27 y.o. injection drug user presents with fever 
and pleuritic chest pain of 3 days duration.  Chest x-
ray as shown.  Most appropriate therapy would be:

A) Trimethoprim/Sulfa
B) Piperacillin/Tazobactam
C) Vancomycin
D) Furosemide
E) Amphotericin B





12) A 26 y.o. Pet Store owner presents with 
ascending lesions up his arm.  They are minimally 
tender and have been present for 2 weeks.  The 
most likely causative organism?
A) S. aureus
B) Streptococcus
C) Cryptococcus
D) Mycobacterium marinum
E) Bartonella (Cat scratch)





Ascending Lesions
Sporotrichosis
Mycobacterium Marinum
Nocardia



 23)This 63 y.o. with Type 2 DM presents with left 
ear pain and left facial nerve palsy. He has had a 
fever for the past 24 hours. Which is the most 
appropriate treatment?

 A) Ceftriaxone
 B) Ampicillin/sulbactam
 C) Clindamycin
 D) Ciprofloxacin
 E) Clindamycin/Gentamicin





Invasive External Otitis

 Predisposing factors: diabetes (usually in 
the elderly)

 Organism: Pseudomonas aeruginosa
 Symptoms: pain (90%), drainage (66%), 

facial nerve palsy (33%), decreased 
hearing (33%)

 Signs: abnormal auditory canal (95%), 
purulent drainage (81%), cranial nerve 
palsy (38%)

 Treatment: antipseudomonal antibiotics-
ciprofloxacin preferred (mortality rate 15%)



 A 70 year old man is evaluated for a persistent 
leukocytosis. He was hospitalized 10 days ago for a 
severe COPD exacerbation. He was intubated for 3 day, 
was diagnosed with a left lower lobe pneumonia and 
treated with antibiotics, His WBC on admission was 
20,000. It dropped as low as 15,000 on day 6 but is now 
25,000. He is on Prednisone 15mg po qd. Chest xray- no 
infiltrate. Ua without WBC’s. What is the most likely cause 
of his leukocytosis?
A) Pulmonary embolus
B) Lung abscess
C) Perinephric abscess
D) Prednisone
E) C. Diffficile infection



Clostridia Difficile And 
Unexplained Leukocytosis 

In Hospitalized Patients
 Prospective study of 60 hospitalized patients with 

unexplained leukocytosis (WBC >15,000)
 All had stool testing for C. Diff toxin, as did 26 controls 

without leukocytosis
 35 (58%) had positive C. Diff vs.12% of controls. 

Leukocytosis responded to metronidazole 
AM J Med 2003; 115 (7): 543-6.



PEARL

 Strongly consider 
C Diff as the cause 
for an otherwise 
unexplained 
increased WBC in 
hospitalized 
patients.



 A 69 yo man presents with a 2 day history of a 
burning pain on his left forehead. He has not had 
fever or chills. This morning he has noticed 
blisters in the area on his forehead where the 
burning pain has been.

 What do you recommend?
A) Acyclovir 800 mg 5X a day X 7 days
B) Acyclovir 800 mg 5X a day X10 days
C) Acyclovir 800 mg 5X a day X 10 days and 

corticosteroids
D) Valacyclovir 1 g TID X 7 days
E) Valacyclovir 1 g TID X 10 days



Therapy for Herpes Zoster
 Initiate antiviral therapy within 72 hours of lesion 

onset
 In clinical studies Acyclovir, Valacyclovir and 

Famciclovir all lessen acute neuritis and resolve 
rash quicker

 Acyclovir more difficult to be compliant with 
because of 5X a day dosing (it is cheaper)

 Addition of steroids doesn’t not effect post 
herpetic neuralgia, may help with pain in severe 
cases*

* N Engl J Med 1994330 (13):896-900.



 A 78 yo man presents with 3 days of burning pain 
on the forehead and has noticed a blister on the 
tip of his nose and on his forehead. He has no eye 
pain or visual changes. On exam he has 3 blisters 
on the left forehead and one on the tip of the nose. 
Sclera/conjunctiva are not injected.  In addition to 
starting an antiviral, what do you recommend?

 A) Emergent referral to the Opthalmologist
 B) Evaluation by Opthalmologist within 24-48 

hours
 C) Evaluation by an Opthalmologist within 1-2 

weeks
 D) No eval by Opthalmologist needed



When Do you Need an Opthalmologic
Eval in Patients With Zoster?

 Red eye and reduced vision- same day
 Red eye without visual complains- 24-48 

hours
 Hutchinson sign with no red eye or visual 

complaints-1-2 weeks

 BMJ 2009;339:b2624
 Med Clin N Am 2013; 97:503-522



A 21 yo man with HIV disease, CD4 
count 550 and a negative viral load 

presents with headaches. They have 
been present for the past 4 months, 

occurring 5-6 times a month, pain most 
intense behind his right eye, headaches 

worse with exertion and pounding in 
nature. Physical exam is normal

What is the next step?
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A) Non contrast CT scan
B) Contrast CT scan
C) MRI
D) Medication trial



Head CT in patients with HIV 
and headache

 178 patients underwent 204 CT scans

 Mass lesions present in 14/162 scans in patients with 
CD4 counts < 200, No mass lesions seen in 39 scans 
done in patients with CD4 count > 200

AJNR 2000;21(3):451-454



 A 45 yo man with HIV, CD4 count of 20, VL 400,000 
presents with fevers and drenching night sweats. 
He has had diarrhea for the past 3 weeks and a 30# 
weight loss. He has had severe fatigue. PE: BP 
90/60,P 110 BMI 17.

Abdomen- hepatosplenomegaly present
Lab HB 9 HCT 27 WBC 2,000
What is the most likely dx?
A) GI lymphoma
B) Disseminated MAC
C) PJP
D) Cryptosporidium infection
E) Endocarditis



Disseminated MAC

 Occurs with extremely low CD4 counts (usually <50)
 Fever, night sweats and weight loss are typical
 Often causes diarrhea, hepatosplenomegaly,  sometimes 

jaundice
 Prophylaxis- Azithromycin 1200 mg/week  at CD< 50, can 

stop 3 months after attaining  CD 4 counts >100 on 
antiretroviral therapy



Case History

• A 44-year-old woman with AIDS is newly diagnosed with disseminated 
tuberculosis.  She is started on directly observed standard 4-drug therapy.  
She has a CD4 count of 26 cells/mm3, and HIV RNA greater than 500,000 
copies/ml.  

• After 2 weeks, she has marked improvement in her symptoms and she 
starts on Tenofovir-Emtricitabine + Raltegravir.  Eight weeks later, she 
presents with cervical lymphadenopathy, and low-grade fever.  

 What would you recommend doing at this point?

1. Add azithromycin
2. Stop antiretroviral medications
3. Start corticosteroids
4. Add amikacin



Immune Reconstitution SyndromeImmune Reconstitution Syndrome

 Setting: patients with advanced AIDS
• Timing: weeks to months after starting HAART
• Mechanism: up-regulation of immune system
• Therapy: corticosteroids (3-6 weeks) 

Source: CDC & Prevention.  MMWR Recomm Rep. 2009;58(RR-4):1-207.



A 30 y.o. male with C3 HIV disease (CD4 count 100) 
presents with fevers, weight loss, and dry, 
nonproductive cough.  He has a history of PCP 1 year 
ago, occurring at a CD4 count of 150.  He has a 
history of IDU and is still using drugs.  He has not 
been taking his PCP prophylaxis (TMP/Sulfa) 
regularly.  
Physical exam - T - 39.5, p - 110, BP 100/60.  
Cardiac - no murmurs.  
Chest - clear.  
Mouth - thrush present.  
Lab - Hb 10, HCT 30, WBC 3.5, SGOT 20, SGPT 15, 

LDH - 150.  
Chest x-ray as shown.





What is the most likely diagnosis for 
this patient?
1. Pneumocstis Carinii
2. Mycobacterium avium 

complex (MAC)
3. Non-Hodgkin’s 

Lymphoma
4. Mycobacterium 

Tuberculosis
5. Endocarditis





Clinical manifestations of TB in 
patients with advanced HIV 

disease (CD4 < 200)
 TB skin test usually negative.
 Physical exam - adenopathy common.
 Radiographs - hilar adenopathy common.  Middle, 

lower lobe infiltrates.  Cavitation uncommon.
 Extrapulmonary disease - > 50%.







Pneumocystis Carinii 
Pneumonia

Indications for Steroids
PO2 < 70 on RA
A-a gradient > 35
Dose: 40 mg po BID x 5d

40 mg po qd x 5d
20 mg po qd x 11d



Clinical Manifestations of 
Active TB in Early vs. Late HIV 

Infections

Early Late
Skin test positive negative
Adenopathy unusual common
Chest x-ray upper lobe lower 

lobe
adenopathy

Cavitation common rare
Extrapulmonary10 - 15% 50%
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A 30 yo man with C3 HIV disease CD4 count 20, viral load 100,000 
presents with headache and confusion. He has also had nausea. On exam 
T39 he is oriented X2. Seb derm and OHL is present. Lab- HG9 HCT 27 
WBC 2,000. Head CT with contrast is normal. LP-WBC 3, TP 150. What 
is the most likely Dx?

1. Toxoplasmosis
2. CMV
3. HIV Encephalopathy
4. Cryptococcus
5. Cryptosporidia



HIV Neurologic Disease

 Low CD4 count (less than 100)
Cryptococcus
Toxoplasmosis
CNS Lymphoma

 NOT Cryptosporidia, CMV is rare
 HIV encephalopathy is not acute
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