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Aspiration: Pneumonitis vs. Pneumonia

Developed by Michael Groeschel, MD, MSc, Medical Microbiology Resident

There are several aspiration syndromes with overlapping clinical presentations,

many of which do not require antibiotic therapy.

What are the different aspiration syndromes? How can | distinguish them?
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2 Innocuous fluid Mechanical or [Immediate onset Dependent
Bland (blood, enteral functional respiratory distress, |areas or No*
aspiration feeds) or solid airway cyanosis, or apnea. |presence of
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ﬁonsider aspiration pneumonia irN
a patient who has BOTH:

I.  Clinical features of pneumonia

New productive cough

New/persistent CXR infiltrate

*Bland aspiration and chemical pneumonitis may predispose to a pneumonia but there is no benefit to

Risk Factors for Aspiration:

Q Risk factors for aspiration

Patient producing purulent sputum?

Send it for bacterial culture!

Dysphagia

Structural abnormalities of pharynx,

trachea, or upper Gl tract

Mechanical disruption of glottis

(e.g. endotracheal tube)

Altered mental status
Vomiting

Enteral feeding
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| cannot clinically distinguish between aspiration pneumonitis and pneumonia. What now?

Mild . . »| Moderate to severe
Severity of illness >
Obtain CXR
No infiltrate Infiltrate
Start antibiotics
Monitor, repeat clinical ¥ Clinical worsening, repeat CXR
assessment in 48 hours Repeat clinical assessment in 48 hours
l \ 4 v 1 1
Clinical improvement No infiltrate Infiltrate Nof/slow clinical improvement + Rapid clinical improvement +/-
persistent/developing infiltrate resolution of infiltrate
A 4 A\ 4
Probable Unlikely pneumonia Probable Probable
neumonitis . i iti
P Investigate for other pneumonia pneumonitis
1 causes 1 1
No Start or continue Stop
antibiotics antibiotics antibiotics

| suspect my patient has aspiration pneumonia. What is the recommended treatment!?

Demographic | Usual pathogens | Empiric Antibiotic Recommendations* | Duration
The role of anaerobic organisms is contro- S. pneumoniae L Cefui 1 IV dail
; . . Ceftriaxone ai :
versial. Only add coverage if there are risk Communlty or |4 influenzae & Y 7-10 days
. . Nursing Home OR
factors for anaerobes including: . S. aureus
. Acquired Enterobacteriaceae |2 Levofloxacin 750 mg PO daily 5 days
* Poor oral hygiene 1.  Amoxicillin-clavulanate 875 mg PO BID
*  Severe periodontal disease Above with As above PLUS: OR
risk factors for Oral anaerobes 7-14 days
*  Putrid sputum b Streptococcus spp. |2. [Ceftriaxone 1 g IV daily OR Y
anaeroves Eikenella corrodens Levofloxacin 750 mg PO daily] PLUS
If anaerobic pneumonia suspected, monitor Metronidazole 500 mg IV/PO Q12H
for lung necrosis/abscess and empyema. Mild-moderate
Enteroba,ctenaceae 1.  Amoxicillin-clavulanate 875 mg PO BID
P. aeruginosa
S. aureus OR
Hospital ) . . .
Step down to oral therapy Acauired S. pneumoniae 2. Ceftriaxone 1 g IV daily PLUS 7-14 davs
. a H. influenzae Metronidazole 500 mg IV/PO Q12H ¥
once your patient: M. catarrhalis
Severe/ICU
e ish d icall bl Oral anaerobes
 InEeajinsrie 7 saele 1. Piperacillin-tazobactam 4.5 g IV Q6H
e is improving clinically *Note: Coverage of atypical organisms is not required.
e can tolerate oral intake References: Blondell-Hill E, Fryters S. Bugs & Drugs App 2017 accessed Feb 10, CHASE
2017 http://bugsanddrugs.albertahealthservices.ca. DiBardino D, Wunderink R. Covenant
Aspiration pneumonia: a review of modern trends. ] Crit Care. 2015; 30:40-8. Health
\ / Mandell L et al. Infectious Diseases Society of America/American Thoracic Society Antimicrobial
consensus guidelines on the management of community-acquired pneumonia in Stewardship
adults. Clin Infect Dis. 2007; 44:527-72 E-Newsletter

Page 2
|



