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Case 1: M, 8 mths 

Type 1 respiratory failure secondary to bronchiolitis 
• Full term, NVD 
• Nil significant medical / development issues 
• Minor eczema; strong family history of asthma 

 
HPI 
URTI symptoms for 1/52. Worsening moist cough, increased 
work of breathing and grunting over past 2/7. 
• Hypoxic in ED. Admitted to ICU 25/10/12 
• Intermittent bubble CPAP during the day - weaned to room 

air overnight. 
• Restarted breast feeds whilst off CPAP > 4 hours 
• BSL stable 



25/10/12 

 



Haematology case 1 

 



27/11/12 re-presentation with 
pneumonia 

• Became unwell at home on 27/11/12 and 
brought to ED by ambulance with fevers, 
cough, runny nose. 

• Hypoxic in ED with Sats 85% room air, 
increased work of breathing 

• Admitted to ICU 
– Initially put on bubble CPAP - requiring Fi02 90% 

to maintain Sats. 

– CPAP for ~6 hours, but minimal improvement and 
ongoing high work of breathing-> intubated 



27/11/13 

 



CRP relatively low 



29/11/13 

 



29/11/13 

 



Case 1 8m M: Progress (4 days in ICU) 

• Required high pressures to achieve acceptable tidal 
volumes. 
– Managed with bronchodilators and steroids 

• Benzylpenicillin, azithromycin and gentamicin – 
benpen. and gent ceased 30/11. 

• Extubated 30/11/12.  
• Ongoing thick secretions; baby miserable and hungry. 

Some increased WOB with wheeze and stridor --> 
remained on WHO 2L/kg flow, then weaned to 1 L/kg 
with FiO2  30%. 

• Commenced feeds, increased as tolerated. 
• Steroids ceased 01/12.  



 



Three isolates from random 
selection of 200 NPAs collected 
throughout 2001 from children 
presenting to the Royal Children’s 
Hospital, Brisbane, or the Logan 
Hospital with clinical respiratory 
tract disease. 



Symptoms and clinical diagnoses 
assoc. with childhood hMPV infections 

 



Case 2: 82 yr old female 

• Unwell 4 days prior to presentation with 
increasing SOB and non-productive cough 

• ED 30/9/12 : tachypnoea, sats 66% RA, HR 120 
PMX 
• Type 2 diabetes on metformin 
• SVT investigated in 2010-Incessant multifocal 

ventricular ectopics 
• Right tibial plateau #, ORIF 2001 
• Ex smoker, quit 40 years ago 
• Independent , lived with husband 

 



30/9/12 

 



Day 0 

• ABG, pH 7.4, pCO2 32.6, pO2 72.7, Lac 2.2 (Non 
re-breather, FiO2 100%) 

• CXR consistent with multilobar pneumonia +/- 
APO 

• Bedside cardiac ECHO showed preserved LV 
function 

• Commenced on BIPAP in ED with good effect, sats 
> 92% on 0.7 FiO2 

• Admitted to HDU for NIV and management of 
CAP 

• Antibiotics and oseltamivir commenced 



Hyponatraemia 
(124)  c/w SIADH 

Procalcitonin 
remained low (< 1) 

(Below right) 



Case 2 progress 

• Following change to HFNP, tired significantly, dropping Sats 
to 80% on a FiO2 of 100% 

• With consent obtained, patient intubated and transferred 
to ICU 

• Metapneumovirus positive (30/10) ; all other micro 
cultures and antigens negative 

• Troponin leak (max 13) thought secondary to RV strain: 
clexane and aspirin given 

• Initially slow to wake following cessation of sedation ; 
generalised global weakness noted 

• Increasingly agitated with some ventilatory dysynchrony  
• Respiratory failure continued to worsen 
• After discussion with the family , care withdrawn and 

patient died 9/10/13 



8/10/13 

 



10 yrs of research hPMV 
• Recognised as one of the main viral pathogens responsible for acute respiratory tract 

infections in children and in elderly and immunocompromised patients.  

• hRSV is most closely related to hMPV is human respiratory syncytial virus (hRSV). Classified 
into two main viral groups A and B. 

• Seasonal distribution in temperate countries with most cases occurring in winter and spring  

• hMPV has a negative-sense single-stranded RNA genome that includes 8 genes coding for 9 
different proteins. The genomic organization and functions of surface attachment and fusion 
glycoproteins are relatively similar to those of hRSV;  many questions remain unanswered 
concerning the exact roles of the viral proteins in the attachment, fusion and replication of 
hMPV 

• no effective treatment available  

• Some innovative approaches based on RNA interference and on fusion inhibitors have shown 
efficacy in vitro and in animal studies and could be beneficial in treating human hMPV 
disease.  

• Difficulties faced inducing a durable immune response represent the biggest challenge in the 
development of an effective hMPV vaccine. Live-attenuated viruses generated by reverse 
genetics or recombinant proteins, have been tested in animals with encouraging results 



Other findings 
• Reinfection occurs: repeated infections more likely to be 

limited to the upper respiratory tract in otherwise healthy 
children 

• Association between HMPV infection and asthma is not 
clear 

• HMPV infections remain restricted to respiratory tract - 
primary tropism limited to respiratory epithelia;  no spread 
to other internal organs 

• Histopathology studies of infected macaques and infected 
cotton rats : infection associated with disruption of 
epithelial architecture, sloughing of epithelial cells, loss of 
ciliation, and presence of inflammatory infiltrates in the 
lungs  

• HMPV-infected mice develop parenchymal pneumonia and 
neutrophilic infiltrates during infection 
 



• Lung transplant patients:   

– hMPV common cause of respiratory illness 

– increases risk of acute and chronic graft rejection  

– increase risk of developing bronchiolitis obliterans with 
significant impact on survival  

• HSCT recipients and patients with hematologic malignancies: 

– High risk of severe respiratory viral infections including 
hMPV.  

– MPV-infected patients : minimal symptoms or remain 
asymptomatic over a period of time.  In others, signs of 
respiratory failure and complicated course may occur with 
fatal pulmonary infection 



HAPS all viruses 2012-2013 ch < 5 yrs 

 

R10 PCR assay implemented June 2012 
P1= parainfluenza 1, pico=picornavirus, adeno=adenovirus 

Age - years 
Viruses detected Viruses detected 



Proportion of multiple virus detections 

Children <=2yr  

2012 2013 

140 171 

531 654 

26% 26% 

Others > 2 yrs 

2012 2013 

52 64 

744 822 

7% 8% 



? RSV and HMPV 
co-infections 
may be 
associated with 
more severe 
disease- 
conflicting 
evidence 



 



RSV- antigen test is inferior to PCR 

 
Count of age Column Labels

Row Labels Borderline Negative Positive See comment Grand Total

DET 1 111 33 145

INHIBS 6 6

ND 1 1035 1 1037

Grand Total 2 1152 33 1 1188

RSAG test sensitivity 23%

PCR result 
RSV antigen result 



HMPV infections , ch < 5yrs 

 
Row Labels 0-1 1-2 2-3 3-4 4-5 Grand Total

aden mp 3 1 2 6

InfA RSV pico mp 1 1

mp 47 22 7 4 6 86

p2 aden mp 1 1

p3 mp 2 2

pico aden mp 1 6 7

pico mp 20 12 3 3 1 39

pico p3 aden mp 1 1

RSV aden mp 1 1

RSV mp 1 1 2

RSV pico aden mp 1 1

RSV pico mp 1 1

Grand Total 76 46 12 7 7 148



Seasonality- HPMV (all) Ch< 5y 

 
Row Labels 2012 2013

Jan 4

Feb 1

Mar 2

Apr 5

May 7

Jun 4 5

Jul 9 21

Aug 12 15

Sep 17 9

Oct 16 4

Nov 11

Dec 3

Grand Total 72 73



2012-2013: Adults 16y+ 

 



2012-2013: Adults 16y+ 

 

Row Labels 15-35 35-55 55-75 75-95 Grand Total

mp 12 16 43 44 115

p3 mp 1 1

pico mp 3 2 5

RSV mp 1 1

Grand Total 15 18 43 46 122



> 5 yr hPMV 

 



Recent ICU cases 

 age sex labno collected ward Result

0.7 M 154094412 15/07/13 ICU~JHH pico mp

0.8 M 148074994 27/11/12 ICU~JHH pico mp

5.8 M 145565464 23/08/12 ICU~JHH pico mp

20.1 F 152635549 7/05/13 3ICU~MMNmp

39.4 F 141387992 28/08/13 ICU~JHH mp

53.7 M 141203667 11/09/13 3ICU~MMNmp

63.4 F 152413123 4/06/13 ICU~JHH mp

72.8 F 147896061 22/10/12 3ICU~MMNmp

78.2 F 148735086 22/11/12 3ICU~MMNmp

83.0 F 146228337 30/09/12 ICU~JHH mp


