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Clinical Pathway: Pneumonic Tularemia

Patient presents with acute onset
of pneumonia (fever, dyspnea,
cough, chest pain)

A

cause

Low risk for tularemia:

>Patient has risk factors for
pneumonia

>Sputum Gram stain suggests
other etiology

>Clinical or epidemiologic
features suggest other

A

>Consider ID consult

>Evaluate as appropriate (eg,
sputum culture, blood culture,
other tests for specific
organisms)

A

antimicrobial

Institute
appropriate

therapy for

community-
acquired

pneumonia

v

A

High risk for tularemia:

>Rapid progression to severe, life-threatening pneumonia in relatively high
proportion of cases

>Characteristic CXR findings: peribronchial infiltrates leading to
bronchopneumonia in 1 or more lobes; hilar adenopathy and pleural effusions
relatively common; nodular parenchymal pattern may be seen

>Sputum Gram stain generally not helpful, since organisms are difficult to
visualize

>Concomitant presentation of cases with other clinical manifestations of
tularemia (ie, ocular, oropharyngeal, ulceroglandular, glandular, or typhoidal
tularemia)

>Less severe respiratory illnesses than those expected to be caused by anthrax
or plague (anthrax cases would likely have characteristic mediastinal widening
on CXR or chest CT; plague cases would likely have higher rates of hemoptysis
and rapid progression to shock)

Note: Sudden appearance of multiple patients with acute onset of
characteristic illness suggests common source exposure such as would be seen

Other diagnosis
confirmed

Tularemia still not
excluded (eg, lack of
response to treatment,
other diagnosis not
established)

A

>|D consult

>Alert IC

>Notify laboratory that
tularemia is
suspected

with a bioterrorist attack.
>Alert IC

>lmmediate ID consult
>Notify laboratory that
tularemia is suspected

v

Obtain the following clinical specimens:

>Sputum for Gram stain, culture, DFA testing
through the LRN

>Blood for culture, serologic testing

>Aspirate of pleural fluid (if present) for staining,
culture, DFA testing

>Biopsy specimen, scraping, swab, or aspirate of
cutaneous ulcer (if present) for staining, culture,
DFA testing

Alert local or state health
department if tularemia is
highly suspected (particularly

( )

Abbreviations

CT, computed tomography

CXR, chest x-ray

DFA, direct fluorescent

antibody

ID, infectious disease

IC, infection control

LRN, laboratory response
\_ network )

» if multiple patients present
with a compatible illness,
suggesting aerosol release)
or if tularemia is confirmed

\

Treat appropriately to
cover F tularensis
infection (see page 2)

'

Follow public health
recommendations for
postexposure prophylaxis
of potentially exposed
persons, if indicated
(see page 3)
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Clinical Pathway: Pneumonic Tularemia

Recommendations for Treatment of Tularemia During a Bioterrorism Event

Choices by Patient Therapy Recommendations*t
Category

Adults: Preferred choices Streptomycin, 1 gm IM twice daily for 10 daysf§**
or
Gentamicin, 5 mg/km IM or IV once daily for 10 dayst**

Adults: Alternative choices Doxycycline, 100 mg IV twice daily for 14-21 dayst

or

Chloramphenicol, 15 mg/kg IV 4 times daily for 14-21 daystt
or

Ciprofloxacin, 400 mg IV twice daily for 10 dayst

Children: Preferred choices | Streptomycin, 15 mg/kg IM twice daily (maximum daily dose, 2
gm) for 10 days**

or

Gentamicin, 2.5 mg/kg IM or IV 3 times daily for 10 days**

Children: Alternative choices | Doxycycline
>45 kg: give adult dosage for 14-21 days
<45 kg: give 2.2 mg/kg IV twice daily for 14-21 days
or
Ciprofloxacin, 15 mg/kg IV twice daily for 10 days (maximum
daily dose, 1 gm)
or
Chloramphenicol, 15 mg/kg IV 4 times daily for 14-21 days
(maximum daily dose, 4 gm)tt

Abbreviations: IM, intramuscularly; 1V, intravenously.

*In the mass casualty setting where the medical care delivery system is not able to meet the demands for patient care,
oral antibiotics may need to be substituted for intravenous antibiotics for treatment of patients with tularemia. In such a
situation, the recommendations in the table above on postexposure prophylaxis should be followed for treatment.
1These treatment recommendations reflect those of the Working Group on Civilian Biodefense and may not necessarily
be approved by the Food and Drug Administration.

FAcceptable for pregnant women.

§Streptomycin is not as acceptable as gentamicin for use in pregnant women because irreversible deafness in children
exposed in utero has been reported with streptomycin use.

**Aminoglycosides must be adjusted according to renal function.

ttConcentration should be maintained between 5 and 20 ug/mL; concentrations >25 ug/mL can cause reversible bone
marrow suppression.

Adapted from Dennis DT, Inglesby TV, Henderson DA, et al, for the Working Group on Civilian Biodefense. Tularemia as
a biological weapon: medical and public health management. JAMA 2001;285:2763-73.




Page 3

Clinical Pathway: Pneumonic Tularemia

Recommendations for Antibiotic Postexposure Prophylaxis During an
Outbreak of Tularemia Following a Bioterrorism Event*

Patient Category Therapy Recommendationst

Adults (including pregnant Doxycycline, 100 mg PO twice daily for 14 days¥
women) or
Ciprofloxacin, 500 mg PO twice daily for 14 dayst

Children Doxycycline
>45 kg: give adult dosage
<45 kg: give 2.2 mg/kg PO twice daily for 14 days
or
Ciprofloxacin, 15 mg/kg PO twice daily for 14 days (maximum
daily dose, 1 gm)

Abbreviation: PO, orally.

*In the mass casualty setting where the medical care delivery system is not able to meet the demands for patient care,
oral antibiotics may need to be substituted for intravenous antibiotics for treatment of patients with tularemia. In such a
situation, the recommendations in this table should be followed for treatment as well as for prophylaxis.
tRecommendations were reached by consensus of the Working Group on Civilian Biodefense and may not necessarily
be approved by the Food and Drug Administration.

FAlthough fetal toxicity may occur with doxycycline use, the Working Group recommended doxycycline or ciprofloxacin
for postexposure prophylaxis of pregnant women or for treatment of infection of pregnant women in the mass casualty
setting.

Adapted from Dennis DT, Inglesby TV, Henderson DA, et al, for the Working Group on Civilian Biodefense. Tularemia as
a biological weapon: medical and public health management. JAMA 2001;285:2763-73.




