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How to Use These Notes

MEDBOARD
HY NOTES

Answer before you reveal. Cover the answer or pause your scroll at the question. Give your
answer before looking below it. The indented explanation begins with the diagnosis,
mechanism, test, or action; the next details explain why it fits and what changes the decision.
Bold text highlights important answers and distinctions, not a substitute for the full
explanation.

Explain the distinction, not just the disease name. Say which finding changes your answer:
severity, timing, pregnancy, organ function, medication exposure, or a competing diagnosis. If you
guessed correctly for the wrong reason, study the explanation and try the question again later.

Use any topic on its own. Open a condition after a missed practice question or read a section
during the rotation. Longer topics continue onto another page so useful distinctions stay intact. The
italic introduction orients you; the questions and cases explain the presentation, testing, treatment,
and follow-up.

Use the cases as a second attempt. Stop before the answer and address the question actually
asked: diagnosis, mechanism, test, interpretation, or next step. Then compare your reasoning with
the explanation. Focused reviews revisit related conditions; mixed reviews bring together problems
from different systems. Each case supplies its own clinical context.

Find what you need and come back to it. Search a condition or use the linked contents and
bookmarks. PDF page references count the cover as page 1. Keep a short list of questions you
could not explain, and return to them in another study session.

SA
M

PL
E 

—
 N

O
T 

FO
R 

DI
ST

RI
BU

TI
O

N

m
ed

bo
ar

de
du

ca
tio

n.
co

m



MEDBOARD HY NOTES / INTERNAL MEDICINE 5

Know it when the page is closed.

MEDBOARD
HY NOTES

The goal is more than recognizing a familiar answer: explain the medicine, then use it when the
patient or the decision changes.

Why does an important idea return? A principle may first explain a mechanism, then help distinguish
two diagnoses, and later change a management decision. Some encounters reinforce the same fact;
others ask you to use it differently. You do not need to remember an earlier page to understand the
current topic.

How should you use that repetition? Try to answer again instead of assuming that recognition means
recall. Explain the distinguishing detail before reading below it. Return in a later study session to the
questions you missed; a later page is not automatically a later day.

What does the programmatic learning design do for you? The questions create opportunities to
retrieve knowledge; the explanations give you a way to check it; focused and mixed cases bring
related ideas back in different clinical settings. The sequence organizes repeated practice. You still
supply the effort.

Do you need another app or a new deck? No additional app is needed to use these notes. Keep any
question-bank or spaced-review routine that helps you. This book adds organized practice; it does
not replace every other part of exam preparation.
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Community-Acquired Pneumonia

MEDBOARD
HY NOTES

Acute respiratory infection acquired outside the hospital: new infiltrate + cough/fever/dyspnea, focal
crackles/bronchial breath sounds; severity = oxygenation, hemodynamics, PSI/CURB-65.

Path

What establishes community-acquired pneumonia?
→ A compatible acute respiratory syndrome plus a new pulmonary infiltrate establishes CAP
acquired outside the hospital.

Why does pneumonia cause hypoxemia?
→ Alveolar consolidation creates low V/Q and right-to-left intrapulmonary shunt; extensive shunt
may respond incompletely to oxygen.

Which body position can worsen unilateral pneumonia hypoxemia?
→ Placing the consolidated lung dependent sends more blood to poorly ventilated alveoli and worsens
shunt. With unilateral pneumonia, good lung down generally improves oxygenation by directing
perfusion toward better-ventilated lung.

What is the most common typical bacterial pathogen in community-acquired pneumonia?
→ Streptococcus pneumoniae, a gram-positive diplococcus, is the most common
community-acquired bacterial cause.

What acute pulmonary complication can pneumonia trigger in sickle-cell disease?
→ Pneumonia can trigger acute chest syndrome and cannot be separated clinically at presentation.

Pt

What is the classic pneumococcal CAP pattern?
→ Abrupt fever, chills, productive cough, leukocytosis, and a lobar infiltrate suggest pneumococcal
pneumonia.

58M + fever and dry cough after a hotel stay + diarrhea and confusion + new pulmonary infiltrate;
Which pathogen is most likely, and what testing and treatment are appropriate?

→ Legionella pneumophila is most likely. Obtain urinary antigen plus respiratory PCR or culture;
the urine test mainly detects serogroup 1, so a negative result does not exclude all Legionella. Treat with
a macrolide or respiratory fluoroquinolone without delaying antibiotics for testing.

22F + gradually worsening dry cough, headache, malaise, and low-grade fever + patchy interstitial
infiltrates; Which organism is most likely, and why would amoxicillin alone fail to cover it?

→ Mycoplasma pneumoniae is most likely. It lacks a cell wall, so beta-lactams cannot target it;
doxycycline or a macrolide provides organism-directed coverage in an adult, guided by clinical
response and resistance.

Which examination findings localize lobar consolidation?
→ Dullness, bronchial breath sounds, egophony, and increased tactile fremitus localize air-space
filling.

Which patients with pneumonia can initially have a normal chest radiograph?
→ An immunosuppressed patient may have an occult infiltrate despite convincing lung-localizing
infection.

Which acute cough syndrome without a pulmonary infiltrate usually does not require antibiotics?
→ Acute bronchitis is usually viral and lacks an infiltrate; purulent or blood-tinged sputum does not
prove bacterial infection.

Which findings define acute chest syndrome in sickle-cell disease?
→ A new infiltrate plus fever, hypoxemia, chest pain, or respiratory symptoms is acute chest
syndrome.SA
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Community-Acquired Pneumonia

MEDBOARD
HY NOTES

Pneumonia severity and comorbidities guide site of care and initial antibiotics. Low procalcitonin does not
exclude bacterial CAP, and hypoxemia or hemodynamic instability overrides a reassuring severity score.
Recurrent disease in one lobe warrants evaluation for an obstructing lesion.

Pt

Which time course redirects toward tuberculosis?
→ Weeks of cough, fever, weight loss, or pleurisy with epidemiologic risk and routine-treatment
failure suggest TB.

Dx

What is the initial imaging test for suspected community-acquired pneumonia?
→ Chest radiography identifies the new lobar, interstitial, or cavitary infiltrate required for CAP.

What is the next test for convincing CAP with a normal radiograph in an immunosuppressed patient?
→ Chest CT can reveal an occult infiltrate.

Which treatment response suggests heart failure rather than pneumonia?
→ Bilateral opacities that clear rapidly after diuresis suggest cardiogenic pulmonary edema.

When are blood and sputum cultures indicated in community-acquired pneumonia?
→ Severe CAP or empiric MRSA/Pseudomonas coverage warrants cultures; uncomplicated
outpatient CAP generally does not.

Can low procalcitonin exclude bacterial CAP?
→ No; do not withhold initial antibiotics when clinical and radiographic CAP is established.

How is the appropriate site of care determined for community-acquired pneumonia?
→ PSI or CURB-65 supports disposition, but hypoxemia and hemodynamic instability override a low
score.

What does recurrent pneumonia in one lobe require?
→ Chest CT for an obstructing lesion is the next step.

Tx

What antibiotics can treat community-acquired pneumonia in an otherwise healthy outpatient without
resistance risks?

→ Amoxicillin or doxycycline is first line; macrolide monotherapy requires local pneumococcal
resistance below 25%.

What antibiotic regimens treat outpatient community-acquired pneumonia when relevant
comorbidities are present?

→ Amoxicillin-clavulanate or a cephalosporin plus macrolide/doxycycline, or a respiratory
fluoroquinolone, broadens coverage.

What treats nonsevere inpatient CAP?
→ A beta-lactam plus atypical coverage, such as ceftriaxone plus azithromycin, is preferred.

Which findings define severe CAP?
→ Invasive ventilation or vasopressor-dependent shock is a major criterion. Alternatively, ≥3 minor
criteria defines severe CAP and warrants high-acuity/ICU assessment: RR ≥30, PaO2/FiO2 ≤250,
multilobar infiltrates, confusion, BUN ≥20, WBC <4,000, platelets <100,000, temperature <36°C, or
hypotension requiring aggressive fluids.
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Community-Acquired Pneumonia

MEDBOARD
HY NOTES

Clinical stability, severity, and complications determine antibiotic duration. Nonresponse calls for a new
explanation—empyema, abscess, resistance, obstruction, tuberculosis, or a noninfectious mimic—not simply more
of the same antibiotic. Persistent symptoms or malignancy risk also guide follow-up imaging.

Tx

When is empiric MRSA or Pseudomonas coverage added?
→ Prior respiratory isolation of MRSA/Pseudomonas strongly supports directed empiric coverage and
cultures. Severe CAP plus hospitalization with IV antibiotics within 90 days, with locally validated
risk, also supports expansion. In nonsevere CAP with only recent antibiotic exposure, obtain cultures
rather than automatically adding both broad agents.

Why does nursing-home residence alone not automatically require broad-spectrum treatment for
pneumonia?

→ Nursing-home residence or healthcare contact alone does not justify blanket HCAP therapy.
How is acute chest syndrome initially treated?

→ Oxygen, analgesia, incentive spirometry, and ceftriaxone plus azithromycin treat initial disease;
add simple or exchange transfusion for severe or progressive hypoxemia/disease.

F/u

How long is uncomplicated CAP treated?
→ Treat to clinical stability: improving vital signs/oxygenation, normal mentation, and adequate oral
intake. About 5 days remains common; 3–4 days can suffice for immunocompetent adults with
nonsevere CAP who stabilize and have close follow-up. Severe CAP needs at least 5 days, and
complications may require longer.

What does CAP nonresponse require?
→ Evaluate for empyema, abscess, resistance, obstruction, tuberculosis, or a noninfectious
mimic rather than extending the same regimen.

When is follow-up chest imaging indicated after community-acquired pneumonia?
→ Persistent symptoms or elevated malignancy risk, especially an older smoker, warrants repeat
imaging.

Which exposure redirects toward Histoplasma?
→ Bat- or bird-dropping exposure in an endemic region plus subacute pulmonary illness suggests
histoplasmosis.

Which diffuse pattern should leave the routine CAP pathway?
→ Subacute constitutional symptoms plus diffuse micronodules require evaluation for miliary
tuberculosis rather than repeated routine CAP antibiotics.

Aspiration / Abscess

When should anaerobic lung infection be suspected after aspiration or airway instrumentation?
→ Persistent fever, foul sputum, poor dentition, or cavitation/abscess raises concern for mixed oral
flora, including anaerobes. Distinguish bacterial infection from chemical pneumonitis, which can cause
abrupt hypoxemia after aspiration and may improve with supportive care.

Does every aspiration pneumonia require additional anaerobic coverage?
→ No. Routine aspiration-associated pneumonia follows the appropriate pneumonia regimen; add
directed anaerobic coverage when lung abscess or empyema is suspected. A
beta-lactam/beta-lactamase inhibitor, such as ampicillin-sulbactam or amoxicillin-clavulanate in the
appropriate setting, covers mixed oral flora; metronidazole alone misses important aerobic
organisms. Empyema also needs pleural source control.SA
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Community-Acquired Pneumonia

MEDBOARD
HY NOTES

Nursing-home residence alone does not demand broad resistant-organism coverage; prior respiratory MRSA
with shock does. Subacute illness after cave exposure suggests histoplasmosis, a different diagnostic problem
from routine bacterial CAP.

Mini Vignettes and Buzzword Translations

24M + cough after viral URI + purulent sputum + clear chest radiograph; Diagnosis and treatment?
→ Acute bronchitis → supportive care; sputum color does not create an antibiotic indication.

44F + transplant immunosuppression + fever/cough + normal chest radiograph; Next best imaging
test?

→ Chest CT → detects an occult infiltrate when immunosuppression blunts radiographic findings.
68M smoker + recurrent right-lower-lobe pneumonia; Next best imaging test?

→ Chest CT for an obstructing lesion → same-lobe recurrence is a malignancy clue.
22F + sickle cell disease + fever/hypoxemia + new infiltrate; Diagnosis and treatment?

→ Acute chest syndrome → oxygen, analgesia, incentive spirometry, and ceftriaxone plus
azithromycin; add simple or exchange transfusion for severe or progressive hypoxemia/disease.

42F + outpatient CAP + no comorbidity or resistance risk; Best initial antibiotic?
→ Amoxicillin or doxycycline → macrolide monotherapy only where pneumococcal resistance is low.

81M + nursing-home residence + CAP + no resistance history; What empiric antibiotic coverage is
appropriate?

→ Standard CAP therapy → residence alone is not an HCAP mandate for antipseudomonal or MRSA
drugs.

28M + CAP + vasopressor shock + prior respiratory MRSA; What level of care and additional
antibiotic coverage are needed?

→ ICU care + vancomycin or linezolid → culture and de-escalate if MRSA is not recovered.
29M + cave exposure + bat droppings + subacute pulmonary illness; Most likely organism?

→ Histoplasma capsulatum → endemic soil enriched by bat or bird droppings supplies the clue.
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