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INFECTIOUS DISEASE 

KAHOOT!



Your 40 year-old patient was started on PJP prophylaxis after a 
diagnosis of  AIDS  one year ago. At that time, his CD4 count 
was 80/mm3.  He immediately began cART therapy and has been  
compliant with labs and follow up visits. His viral load has 
dropped to undetectable levels and his CD4 count has increased 
to 200/mm3 3 months ago, and is 220/mm3 at this current visit. 
This is when you can safely stop primary PJP prophylaxis in a 
patient with AIDS.

A. When CD4 count is > 200/mm3 for 3 months

B. When CD4 count is > 200/mm3 for 6 months

C. When CD4 count is > 200/mm3 for 9 months

C. When CD4 count is > 200/mm3 for 12 months

PREVENTION: #1
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PRIMARY PJP PROPHYLAXIS

• Pneumocystis is ubiquitous and 

infection is acquired through 

airborne route

• 66% of  children aged 2-4 have 

antibodies to P. jirovecii

• 90% of  PJP infection in HIV 

patients occurs when CD4 < 200

• Prophylaxis should start when 

CD4 < 200

• A1 recommendation
TMP/SMX 1 ds tab q day

TMP/SMX 1 ss tab q day

• B1 recommendation
TMP/SMX 1 ds tab 3x/week 

• Continue if  feasible in patients 

with non-life threatening side 

effects 

• Discontinue when CD4 count is 

> 200/mm3 for 3 months

https://aidsinfo.nih.gov/guidelines


This is the indication for life-long 

primary SBP prophylaxis in patients with 

ascites due to liver cirrhosis, according to 

the AASLD guidelines.

A. A history of  SBP

B. Ascitic fluid protein < 1.5 g/dL and

creatinine > 1.0 mg/dL

C. Ascitic fluid protein < 1.5 g/dL and

bilirubin > 3 mg/dL

PREVENTION: #2



2012 AASLD Guidelines for Prevention of  SBP



According to the 2017 Focused Update for the 

Management of  Patients with Valvular Heart Disease (and 

the AHA 2007 Recommendations) , this  condition DOES 

NOT require endocarditis antibiotic prophylaxis.

A.  Bioprosthetic heart valve

B. Valve regurgitation due to a structural valve problem in

a heart transplant

C. Mechanical prosthetic heart valve

D. Bicuspid aortic valve

PREVENTION: #3



2017 Focused Update for Management of  Patients 

With Valvular Heart Disease: Summary of  New 

Recommendations

Richard Matiasz and Vera H. Rigolin

https://www.ahajournals.org/doi/10.1161/JAHA.117.007596
https://www.ahajournals.org/doi/10.1161/JAHA.117.007596


According to the 2014 IDSA guidelines, this 

is the most appropriate empiric antibiotic 

coverage for mild, non-purulent cellulitis in 

the outpatient setting. 

A. Clindamycin

B. Doxycycline

C. Trimethoprim-sulfamethoxasole

D. Amoxicillin/clavulanic acid

EMPIRIC COVERAGE- #1



2014 

IDSA 

Guidelines 

for Skin 

and Soft 

Tissue 

Infections



According to the 2010 IDSA guidelines, this is the 

appropriate empiric antibiotic coverage for a previously 

healthy 50 year- old woman who presents with left lower 

quadrant pain and a CT scan that is consistent with acute 

diverticulitis and abscess formation. Vitals are normal. 

A. Ampicillin-sulbactam

B. Ciprofloxacin and metronidazole

D. Cefipime and clindamycin

E. Vancomycin and piperacillin-tazobactam

EMPIRIC COVERAGE- #2



2010 IDSA Guidelines for Intra-Abdominal Infections



A 65 year old man presented with sepsis due to a 
diabetic foot infection. The patient went to the OR on 
hospital day #2 and had an amputation of  the affected 
limb and is clinically improved. This is the appropriate 
duration of  antibiotic treatment for this patient 
according to the 2012 IDSA guidelines for diabetic foot 
infection.  

A.  IV antibiotics x 7 more days

B. IV antibiotics x  10 more days

C. PO antibiotics x 5 more days

D. PO antibiotics x 14 more days

EMPIRIC COVERAGE- #3



2012 IDSA Guidelines for Diabetic Foot Infections



This is the appropriate treatment for a 28 

year-old man with dyspnea x 3 weeks, 

dry cough, and fever. He has scattered 

white plaques on oral mucous 

membranes and is saturating 88% on RA. 

ABG reveals pH 7.48, pC02 30, and pa02 

60. CXR is shown. Rapid HIV test is 

positive.

A. IV gancyclovir

B. IV ceftriaxone and azithromycin

C. IV TMP-SMX

D. IV TMP-SMX and prednisone

OI- #1





A 33 year-old woman is evaluated for a 5 week history of  whitish spots in the 
mouth and the back of  the throat and pain in her chest with swallowing solid 
foods. She has never had these symptoms before. She has a 3 year history of  
HIV infection and also has moderately severe asthma that is well controlled on 
fluticasone and salmeterol. Her last CD4 count was 458 and her HIV RNA 
viral load is undetectable. This is the most appropriate management for this 
patient.

A. Fluticasone cessation

B. Intravenous amphotericin B

C. Nystatin swish-and-swallow

D.  Oral fluconazole

OI- PGY 2





Clinical Practice Guideline for the Management of  Candidiasis: 2016 Update by the Infectious Diseases Society of  

America.AUPappas PG, Kauffman CA, Andes DR, Clancy CJ, Marr KA, Ostrosky-Zeichner L, Reboli AC, Schuster MG, 

Vazquez JA, Walsh TJ, Zaoutis TE, Sobel JD SOClin Infect Dis. 2016;62(4):e1. Epub 2015 Dec 16.



A 37 year-old woman is evaluated for 
worsening multiple sclerosis. She has had 3 
relapses in the past year treated with 
corticosteroids. A recent MRI showed 
additional ovoid lesions since diagnosis. 
The decision is made to change the patient’s 
medication from glatiramer acetate to 
natalizumab. Six months after this 
medication is initiated, the patient develops 
altered mental status and ataxia.  Her brain 
MRI is shown.  This is the infectious 
etiology.

A. Creutzfeld-Jakob 

B. Toxoplasmosis

C. JC Virus

D. Cryptococcus

OI- #3





A 46 year-old woman travels to a rural area of  Guatemala. Three days after 

arrival, she develops watery diarrhea with severe abdominal cramping. She 

reports two unformed stools daily for the past 2 days. She has noticed no 

blood in the stool and has not experienced a fever. This is the most likely 

cause of  the patient’s illness.

A. Campylobacter jejuni

B. Entertoxigenic Escherichia coli

C. Giardia lamblia

D. Norovirus

TRAVEL- #1





A 19 year-old man is evaluated for a sore throat, daily fever, frontal headache, 
myalgia, and arthralgia of  5 days’ duration. He also has severe low back pain and a 
rash on his trunk and extremities. He returned from a 7 day trip to the Caribbean 
8 days ago. On physical examination, temperature is 38.3 (100.9), blood pressure is 
104/72 mm Hg, HR is 102/min, and RR is 16/min. His pharynx is erythematous 
without exudate. He has a diffuse maculopapular rash on arms, legs, and chest that 
spares the palms and soles. There is no LAD. WBC is 3.1, platelet 85K, ALT 114 
U/L, AST 154 U/L, total bilirubin 1.2 mg/dL. This is the likely diagnosis.

A. Denge fever

B. Leptospirosis

C. Malaria

D. Syphilis

TRAVEL- #2





A 27 year-old man is evaluated in the ED for a 2-day history of  fever, weakness, and dark-
colored urine. The patient returned yesterday from a 2 week camping trip to Cape Cod, 
Massachusetts. While there, he developed a target-shaped lesion on his thigh. He was seen 
at a walk-in clinic and early-stage Lyme disease was diagnosed. He was given a 14 day 
course of  doxycycline of  which he is on day #10.  He is now jaundiced with normal BP and 
HR of  118. The liver is enlarged and tender. Hemoglobin is 8.4 g/dL, Retic count is 10%, 
Leukocyte count is 12.6 K, Platelet count is 110 K, LDH is 675 U/L, and total bilirubin is 
8.3 mg/dL.

This is the pathogen most likely to cause the patient’s current findings.

A. Anaplasma phagocytophilum

B. Babesia microti

C. Borrelia burgdorferi

D. Rickettsia rickettsii

TRAVEL- #3




