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I) A case of an old patient presenting with high fever, cough and chest pain (pneumonia)
A 44-year-old man presents with sudden onset of shaking chills, fever, and productive cough. He was in his usual state of good health until 1 week ago, when he developed mild nasal congestion and achiness. 
He otherwise felt well until last night, when he became fatigued and feverish, and he developed a cough associated with right-side pleuritic chest pain. 
His medical history is remarkable only for his 15-pack per year smoking habit. In your office, his vital signs are normal except for a temperature of 39°C. 
His oxygen saturation on room air is 100%. He is comfortable, except when he coughs. His physical examination is unremarkable except for bronchial breath sounds and end-inspiratory crackles in the right lower lung field. 
Blood picture showed leukocytosis and plain chest X ray showed right lower lobe consolidation.
What is your diagnosis?
What is your next step?

Summary: A 44-year-old healthy man presents with sudden onset of shaking chills, fever, and productive cough. He also complains of right-sided pleuritic chest pain. He is febrile to 102°F, but not tachypneic, and is normotensive with good oxygenation. His physical examination is unremarkable except for bronchial breath sounds and end-inspiratory crackles in the right lower lung field, and there is a right lower lobe consolidation on X-ray.
➤ Most likely diagnosis: Community-acquired pneumonia.
➤ Next step: Oral antibiotic therapy, pain relievers, antipyretics, and cough suppressants for relief of symptoms. Close outpatient follow-up (in 1-2 weeks).





Objectives
1. Know the causative organisms in community-acquired pneumonia and the appropriate therapeutic regimens.
2. Understand the clinical criteria indicating inpatient versus outpatient therapy.
3. Discuss the role of radiologic and laboratory evaluation in the diagnosis of pneumonia.

DEFINITIONS
PNEUMONIA: An infection of the lung parenchyma, which may be caused by bacteria, viruses, fungi, or rarely protozoa.
COMMUNITY-ACQUIRED PNEUMONIA: An infection of the alveoli, distal airways, and interstitium of the lungs that occurs outside the hospital setting, affecting individuals of all ages.

CLINICAL APPROACH
· Pneumonia is an infection of the lung parenchyma. Patients may present with any of a combination of cough, fever, pleuritic chest pain, sputum production, shortness of breath, hypoxia, and respiratory distress.
· Pneumonias are typically classified according to the immune status of the host, the radiographic findings, and the setting in which the infection was acquired, in an attempt to identify the most likely causative organisms and to guide initial empiric therapy.
· Typical community-acquired pneumonia, as opposed to nosocomial or hospital-acquired pneumonia, is most commonly caused by S pneumoniae, Moraxella catarrhalis, or Haemophilus influenzae.
· Atypical pneumonia, which is characterized by a more insidious onset, a dry cough, muscle aches, headaches, and sore throat, typically is caused by M pneumoniae. However, other organisms, such as Legionella (typically associated with preceding gastrointestinal symptoms).
· Those with hospital- or nursing home–acquired infection, termed nosocomial pneumonia, should have antibiotic coverage for gram-negative organisms.
· Once the clinical diagnosis of pneumonia has been made, the next step is to try to risk stratify the patients, to decide which patients can be treated safely as outpatients with oral antibiotics, and which require hospitalization.
· Patients in the lowest risk class usually can be safely treated as outpatients with oral antibiotics. Patients who are hypoxemic, are hemodynamically unstable, or have multiple risk factors have poor prognoses and usually require hospitalization.
RISK STRATIFICATION OF PNEUMONIA
History consistent with high risk
• Age >50 y
• History of cancer
• Congestive heart failure
• Cerebrovascular disease
• Renal or liver disease
Physical findings of high risk
• Altered mental status
• Tachycardia (≥125 bpm)
• Tachypnea (>30 breaths per minute)
• Hypotension (<90 mm Hg systolic)
• Temperature <95°F (35°C) or >104°F (40°C)

· Microbiologic studies, such as sputum Gram stain and culture, and blood cultures are important to try to identify the specific etiologic agent causing the illness.
· Initially, empiric treatment is based upon the most common organisms given the clinical scenario. For outpatient therapy of community-acquired pneumonia, macrolide antibiotics, such as azithromycin, or antipneumococcal quinolones, such as gatifloxacin or levofloxacin, are good choices for treatment of S pneumoniae, Mycoplasma, and other common organisms.
· Hospitalized patients with community-acquired pneumonia usually are treated with an intravenous third-generation cephalosporin plus a macrolide or with an antipneumococcal quinolone.






II) A case presenting gastrointestinal bleeding and shock.

· Clinical Scenario: Acute Upper Gastrointestinal Bleeding with Hemorrhagic Shock in an Elderly Patient
Learning Objectives
By the end of this scenario, the learner will be able to:
1. Identify the risk factors for upper gastrointestinal bleeding in elderly patients and differentiate between upper and lower GI sources based on clinical presentation.
2. Recognize the signs of hemorrhagic shock and apply initial resuscitation principles, including fluid management and reversal of anticoagulation.
3. Outline the diagnostic approach, including appropriate laboratory tests, imaging, and endoscopic evaluation.
4. Discuss pharmacological and procedural management strategies for peptic ulcer disease as a common cause of GI bleeding.
5. Formulate a multidisciplinary care plan, including secondary prevention and long-term monitoring for complications like re-bleeding or acute kidney injury.
Patient Presentation
An 82-year-old male with a history of hypertension, osteoarthritis, and chronic atrial fibrillation (on warfarin for stroke prevention). He lives independently but has been taking over-the-counter ibuprofen (600 mg three times daily) for worsening knee pain over the past two weeks. He denies any recent alcohol use, smoking history (quit 20 years ago), or family history of gastrointestinal disorders.
Few days ago his wife noticed he was pale and diaphoretic while having breakfast. He suddenly vomited a large amount of bright red blood (hematemesis) and became lightheaded. She called emergency services, and he arrived at the emergency department (ED) via ambulance approximately 30 minutes later.
· Vital Signs on Arrival:
- Blood pressure: 78/50 mmHg (supine) - Heart rate: 118 bpm (irregularly irregular)
- Respiratory rate: 24 breaths/min - Oxygen saturation: 92% on room air
- Temperature: 36.8°C

· Physical Examination:
- General: Elderly male, appears anxious and cachectic (BMI 19 kg/m²), skin cool and clammy with delayed capillary refill (>3 seconds).
- Head/Neck: No jugular venous distension; mucous membranes dry.
- Cardiovascular: Irregular heart rhythm, no murmurs.
- Respiratory: Clear lung fields bilaterally.
- Abdomen: Soft, non-tender, non-distended; hyperactive bowel sounds; no organomegaly or masses.
- Rectal: Large amount of bright red blood on digital rectal exam; guaiac-positive stool.
- Neurological: Alert and oriented x3, no focal deficits.
· Initial Labs and Investigations:
- Hemoglobin: 7.2 g/dL (baseline 12.5 g/dL one month prior) - Platelets: 180 x 10³/µL
- INR: 3.2 (therapeutic range 2.0-3.0 on warfarin) - BUN: 45 mg/dL; Creatinine: 1.8 mg/dL (baseline 1.0 mg/dL)
- ECG: Atrial fibrillation with rapid ventricular response.
- Chest X-ray: No acute abnormalities.
- IV access established with two large-bore peripheral lines; initial fluid bolus of 1L crystalloid administered, with minimal BP response.
The ED team suspects acute upper gastrointestinal bleeding leading to hemorrhagic shock. The gastroenterology service is consulted for urgent endoscopy, and the patient is transferred to the ICU for stabilization.
Scenario Questions.
1) What is the most likely etiology of this patient's gastrointestinal bleeding based on his history and presentation?
   a) Diverticular bleed  
   b) Peptic ulcer disease (likely NSAID-induced)  
   c) Esophageal varices  
   d) Mallory-Weiss tear  
   e) Colonic angiodysplasia  
2) Classify this patient's shock and prioritize the first three interventions in the ED.
3) Given his INR of 3.2 on warfarin, what is the most appropriate agent for urgent anticoagulation reversal prior to endoscopy?
   a) Fresh frozen plasma (FFP) alone  
   b) Vitamin K alone  
   c) Prothrombin complex concentrate (PCC) plus vitamin K  
   d) Recombinant factor VIIa  
   e) No reversal needed if bleeding is controlled  
4) During endoscopy, a large duodenal ulcer with a visible vessel is identified and treated with epinephrine injection and hemoclips. What adjunctive medical therapy should be initiated to reduce re-bleeding risk?
   a) High-dose proton pump inhibitor (PPI) infusion  
   b) Oral sucralfate  
   c) H2-receptor antagonist  
   d) Octreotide infusion  
   e) Tranexamic acid  
5) What are two potential complications this patient is at high risk for in the next 48 hours, and how would you monitor/prevent them?
Answer Key
1) Peptic ulcer disease (likely NSAID-induced)– Elderly age, chronic NSAID use, and hematemesis point to upper GI source like ulcers; varices would require liver disease history.  

2) Classify as hypovolemic/hemorrhagic shock.Priorities: (1) Secure airway/oxygen if needed and large-bore IV access; (2) Aggressive fluid resuscitation (crystalloids ± blood products) targeting SBP >90 mmHg; (3) Blood transfusion if Hb <7 g/dL or ongoing bleeding, plus anticoagulation reversal. Rationale: Compensated shock with end-organ hypoperfusion (lactate elevation, AKI).  


3) Prothrombin complex concentrate (PCC) plus vitamin K** – PCC provides rapid factor replacement; vitamin K sustains effect. FFP is slower and volume-heavy in shock.  

4) High-dose proton pump inhibitor (PPI) infusion – IV PPI (e.g., pantoprazole 80 mg bolus then 8 mg/hr) promotes clot stability in high-risk ulcers.  

5) Complications: (1) Re-bleeding – Monitor via serial Hb, vital signs, and NG lavage; prevent with PPI and avoid NSAIDs. (2) Acute kidney injury – Monitor Cr/lactate q6h; prevent with cautious fluids to avoid overload.
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