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Community acquired pneumonia (CAP) hospitalised; treat

as per severe CAP regimen
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Clinical suspicion of PVL + SA pneumonia +/- Skin and Soft
Tissue, infection. For example:

* Young patient with multilobular infiltrates
* RR=40, PR>140

+ Haemoptysis, leukopenia, high CRP
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« Pneumococcal & Legionella
Ag, flu serology, NPA -
exclude other causes of
respiratory symptoms

v
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ITU
admission in
side room
with droplet/
airborme
precautions

Obtain respiratory cultures

(Isclation & droplet/airborne precautions
to be used if exposed to resp. secretions)
s Bronchoalveolar lavage

s Protected specimens brush

» Tracheal aspirate or sputum

h

Start empiric antibiotics covering MRSA - Linezolid 600mg bd + Clindamycin 1.2g qds - and if
deteriorating or features of severe disease eg Toxic Shock Syndrome (TSS) add Intravenous
Immunoglobulin (IVIG) 2g/kg + Rifampicin 600mg bd
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Continue empiric antibiotics therapy for 48-72 hrs or until culture results finalized - if Clindamycin
sensitive change to Clindamycin + Rifampicin; if resistant to Linezolid + Rifampicin

b

No improvement in symptoms
Increasing failure to ventilate

F

Re-evaluate for infection
with antibiotic-resistant
pathogen not covered by
initial antimicrobial
regimen
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Exclude complicating issues
(eg. Abscess, empyema) and
non-infectious issues

.| Consider 2" dose

of IVIG
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