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& Life-long antimicrobial therapy: wheve is the evidence? 2
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The decision to prescribe long-term or ‘life- lo&@%ntibimiu in patients requires careful consideration by the treag@’
ing clinician. While several guidelines Exiib“h:l help assist in this decision, the long-term consequences are yet®o
be well studied. In this review, we airrxge provide a summary of the available evidence for patient po ons
where long-term antibiotic thempyis{i{urrently recommended in clinical practice. We will also discuss tla@pitfalls
of this approach, including meg'\gz‘tinn adverse effects, economic cost and any possible cmtri;lu.g.‘mn to the

emerging epidemnic of micrdq‘ig}e sistance. 8‘0\
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Recours é@lﬁhtibiothérapie: Des objectifs variables
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Courte da?ee (DU/< 48H)
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. ABB*ChlrurglcaIe

SRBP de I'Endocardite
éningocoque

o
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& Durée variable (> 48H) éob*"’

* Post exposition (Char@sﬁ,
Brucella, Lyme...) &

* Infection neon%géele strepto B

* RPM &

Prolongée (Semaines/mois)

e Cancérologie &
ﬁb\
* Pneumocystoses &
)
. Po(gftbSplenectomles N
Qll’érltomte Bactérienne Q’Q'b‘“
&Q’ Spontanée (PBS) &
Q .
< IUrécidivantes, post coitales &
: &

* Antipalustre ¢

&
* Exacerbation BPCO &
* Pneumopathie en réanjiiation
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* Légionellose &
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* DHB &
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Courte da?ee (DU/< 48H) Prolongée (Semaines/mois)
x\°°
° ABEP Chirurgicale * Cancerologie
* Pneumocystose
: &ABP de I'Endocardite bsm Y
o . Po(sst plénectomies
.eg,?/é * Meningocoque Ql’b’érltomte Bactérienne
Q&e’ Spontanée (PBS)
6:@5‘\ * |U récidivantes, post coitales $
Durée variable (> 48H) & * Antipalustre @é"b
& * Exacerbation BPCO &
* Post exposition (Flevre,gﬁ * Pneumopathie en Réanigation
Charbon, Brucella, L@ » Légionellose &
o\
e Infection neonal;caele strepto B = DHB ,\06&
&° NP
° RPM %«09 \Q?{LQ
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Q&‘\ RESISTANCE AUX ANTIBIOTIQUES®B
&9 UNE INFECTION EVITEE,

S , ,
& C'EST UN ANTIBIOTIQUE PRESERVE |

Sauf avec
I'antibioprophylaxie!

Mowembre 2018

Antlh,rﬁprophylame
Ur@mfectlon évitée
alggft,m antibiotique exposé!
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eQT’reventlon des infections clgez le patient

& C|rrhot|quep
Péritonites bactériennes spogﬂmees « PBS, ISLA, SBP »
& g
Q@ @b"

« Un bon modele pourQ*.‘;e poser les bonnes questlonxs" ».
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u Mortaét‘tfe historique > 90%, versus moins de < 20% actuellement
d 25 %’des infections bactériennes

ék“qS% 3,5% patients cirrhotiques avec ascite (ambulatoires) et 10% &é&
/\o (hospltallses) éb\@ o@é\
N
Qg‘q’ O Multiples présentations cliniques MAIS: Q@@?}
G’z <
&y“ > PBS asymptomatiques é“‘é\ 06:@@“"
& > PBS a culture négative (PN >6§50/mm3) &
(595’” » « Bactérascite » (PN< 25@7’mm3) @Q@
%
o® J PBS par opposition a la p@\?ltonlte bactérienne secondaire c;_xo\’
0 BGN+++, mais variablg¥elon le caractére (g}@
communautalre/nggocomlal et ABP. Tres peu d’ anaeroblgs
 Diagnostic et trgﬁement probabiliste précoce: %,\o\*"
» Quel ATB §i’bABP préalable? S
*\3’ &
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Concept de la prophylaxie par
T Pullulation Fluoroquinolones:
bactérienne
O aen be <> Decontamination « selective » &
Q et anaérobes £
& diggstive sur les BGN sensibles &-\&Q’
) )
@%{\0 <> F@ba faible biodisponibilité (35%) 3“6
Ganglons q? our une plus grande N
ITESEI'ItEI'IqU-ES \ . Q/Q
Dysfonction &e’ concentration intra luminale 6;@@
e o < Elimination biliaire 65% (70% &
Y & &
Bactériémie & sous forme libre) Q@é’
X . ’ . <
@a>°° <> Inactifs sur anaérobies et &ef
7 0
\/ & entérocoques o
Péritonite bactérienne spontanée &"Zz x\e’
(PES) O < Norfloxacine, Rufloxag—?he
@ o
&
Diminution de la motﬁf’e intestinale e
IPP et pullulation rg&roblenne 0.3;/\
Baisse du chimjctactisme des PN ?{”

Diminution ehé\’ "activité opsonisante de I'ascite (faible taux@?rotelque)
D|m|nut|q§v de la fraction C3
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= Risque %L‘éve d’infection, dont PBS dans les suites immédiates d’'une HDH

= Inudg;ﬁce 16% (Child-Pugh-A) a 66% (Child-Pugh C)
= Imeact d’une infection bactérienne sur récidive ou non contréle HDH/mortalité

/\dﬁospltallere éti@ &
& Bénéfice de 'ABP: o“‘ &
& v" infection post HDH: 45% sans ABP, 15% a\gc ABP (QQ/Q@

v’ Récidive hémorragique a J7: 34% versu§§7% (\6:9’
v' Mortalité a 28 jours: 35% vs 13% \)&0

" |ntérét de '’ABP post HDH si Child- Pugla?ﬁ??? e,d‘Ob

= Modalités: & &
v' ABP dés que possible, avant€8u immédiatement apres endoscopie <

v' Schéma therapeuthue m%dulable selon degré de la fonction hepathup, et
prévalence reswtancq&‘Q ou E-BLSE: BAVENO VI consensus confer%me
‘,&" FQ ou C3G IV ou Ertapénéme &0
X . S
&° 5-7 jours N
/\oo“’ O

Jalan R, Fernandez J, Wiest chnabl B, Moreau R, Angeli P, et al. Bacterial infections in cirrhosﬁé-‘"é position statement based
on the EASL Special Confsg@hce 2013. J Hepatol 2014;60: 1310-1324. ©

Hou MC, Lin HC, LIU@

\(uo Bl, Lee FY, Chang FY, et al. Antibiotic prophylaxis after endoscopic therapy prevents rebleeding in acute
variceal hemorrhage:

randomized trial. HEPATOLOGY 2004;39:746-753.
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Expanding génsensus in portal hypertension

Report of the Bayéno VI Consensus Workshop: Stratifying risk
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ualizing care for portal hypertension
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2 Antibiotic prophylaxis (partly changed from Baveno V)

e

» Antibiotic prophylaxis is an integral part of thera.g?‘" for
patients with cirrhosis presenting with upper\gé?tmin-
testinal (GI) bleeding and should be inst@eﬂ from
admission (1a;A). Q’Q'b

o The risk of bacterial infection and mortgfity are very low
in patients with Child-Pugh A cirrhoafé\ (2b;B), but more
prospective studies are needed to éﬂ‘ess whether antibi-
otic prophylaxis can be a\rni{iﬁ in this subgroup of
patients. &R

e Individual patient ris 5 characteristics and local
antimicrobial msceptibﬁlty patterns must be considered
when determining eabprnpriate first line acute variceal
haemorrhage ant@nicrobial prophylaxis at each centre

x5

(5:D). O

» Intravenouggeftriaxone 1 g/24 h should be considered in
patientsb‘ﬁﬂrith advanced cirrhosis (1b;A), in hospital
settin@ with high prevalence of quinolone-resistant

rial infections and in patients on previous quinolone

@‘hjphylaxis (5:D).
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ASCITEPAYYAENPROTIOE < 15 1 ET ONE CIRROSE AVANCEE

x\°°
P(@Tldes< 15g/l sans autres critéres associés: Incidence SBP <20% a 1 an
@a

Fer;\wghdez J, Gustot T. Management of bacterial infections in cirrhosis. J Hepatol 20{8556(Suppl 1):S1-S12.

%?,éef’ é‘®
& 2 méta-analyses: ABP par FQ, reductlorb)‘ﬁu risque de 1°" épisode de
&
RS PBS et réduction de la mortalité. @Q”’ S
<& &
o Mais aucun bénéfice en terme de<§urV|e dans la sous-population avec >
O \
N protides bas isolés. & &
& & >
& 9
AN o]
\.'3’ 2
Wiest R, Krag A, Gerbes A. Spontaneous bacterlgﬁﬁerltonltls recent guidelines and beyond. Gut 2012;61:297-231. @‘oe’

Fernandez J, Navasa N, Planas R, Montoliu %:)?ﬁonfort D, Soriano G, et al. Primary prophylaxis of spontaneous ba@erlal peritonitis
delays hepatorenal syndrome and mprove@jsurvwal in cirrhosis. Gastroenterology 2007;133:818-824. A
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Child-Pugh> 9 dorkh%lllrub/nem/e > 3 mg/dl et/ou altération de la fonct@% rénale (créatininémie >

1,2mg/dl, uremlcng@j mg/dl ou natrémie < 130 mEq/I.)
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Chléd) Pugh> 8 dont bilirubinémie > 3 mg/dl et/ou altération de la fonction rénale @S\&
(c&:ﬁfatlnmem/e > 1,2mg/dl, urémie >25 mg/dl ou natrengé < 130 mEq/l.) o""-&
'Q,"v (\ . Q>\0
) C-,Q’(& 0% \ Q’b&
A W <&
&é" Etude randomisée Norfloxacine versus?;ﬁeiacebo ©
O
& Probabilité de SBP a 1 an: 7 % vs 6(%36“ &
& S
R Probabilité HRS: 28% vs 41% & <
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Effects of Long- tegm Norfloxacin Therapy in Patients With

Advanced Clrrh,gms

\8
&e}
,a@‘z'Q
«’\‘
Frencrbfi‘nultlcenter randomized, double-blind, placebo-controlled trial of norfloxacin
— <2
Q‘o Inclusion &
Qe i ] : 1.0 - . \‘Q,
Cgﬁa-F’ugh class C cirrhosis without | : ‘““vlhé@_';:-; —————— e | g)i‘Q
'\0 recent quinclone therapy | g " & R s | e
[ | B A \\
‘\Q' N £ os N &Ql
& 3 & o
‘(Q;c’ E » ) Q\'\Q' Q/Q
&5{“’ Norfloxacin (400 mg/day) or placebo g L (&»&
o for & months 3 gt &
q;(.,p (Q"Q, Pl gHrank s &)(30
\q{d\' L &'\O(\ ag . 1 : ; ' v i Q/Q(O
& 137y outcome - Mot oace ntomtntn @
© Kaplan-Meier estimate @c‘ Nortexacn 14 KO
for 6-month mortality & &
<O AN . o
& Gagt¥oenterology
& 0
& >
& N
> D
<0 N
i ¥
Vv ©
&
o R Moreau et al. Gastroenterology 2018;155:1816—-1827



Effects of Long- tegm Norfloxacin Therapy in Patients With
Advanced Clrrh,gms
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& Baseline ascitic fluid proteins < 15g/I, n: 102
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Effects of Long- tegm Norfloxacin Therapy in Patients With
Advanced Clrrh,gms
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Risque de récurrence sans ABP: 43% a 6 mois, @9‘% alan,73%a 2 ans \%ef’
P M \
(& r.}»\ é}@
N W R
.\\f:v &@z 'O(Q
° g &
\e] < o)
q;\°° study Intervention Ii{eﬁnctus for SBP Pdtients Follow-up Incidence of SBP Mggﬁ?lnr
'\’ A vy
D Secondary prophylasis &
& Ginés ef al, 19907”  Norfloxocin 400 mg/day §Previous SBP 40
o Plocebo ° 40
Q‘b
Bouer et al, 2002'"  Norfloxocin 400 mg/day ﬂo&e’ Previous SBP 40
Rufioxocin 400 mgfwesk | 39
(2
&
&
X9
0\
&
0‘7
<0
NS
Q
N ©
o8
O

FERNANDEZ, TANDON, ET AL. HEPATOLOGY, Vol. 63, No. 6, 2016



Rolochon, 19957

Alorez, 200555

Ponde et al., 201269

Lontos, 2074

S
<
Norfloxacin 400 mg/day All low-protein osciles* o 32 No data 0% 6.25% &-\&e
No Treatment Pravious SBP 6% S al 22.6% 168.1% &
Glbleed 66% & P <0.06 NS ¥
Trimathoprim/sulfomethoxozole No data on osciies @mm 30 3 months 3.3% 6,6% ,b@
160/800 mg 5 days/wesk Previous SBP 228% 30 23.3% 20% el
No Treatment Gl bleed 13%LS P < 0.06 TR N
Ciprofloxocin 500 mg/week All low osciles* 28 6 months 36% 14.3%08
Plocebo PreviougSEP 12% 32 21.8% 18§
& P < 0.06 o
Norfloxocin 400 my/day H@ﬂmun ascites included 32 5 months 9.4% q;‘% 9%
Trimethoprim/suliomethoxazole SPievious SBP 39% 25 & months 16% ,@f 20%
160/800 mg 5 doysiwesk _§ NS 0% NS
Norfioxocin 400 mg/day + nﬂl@ﬁ?ﬁ:s Low-prokein ascites (<10 g/L) bb 6 maonths 34. % 23.6%
Norfioxocin 400 mg/day + ,@p‘sam or bilirubin >2.5 mg/dL 45 25.4%
& Previous SBP 55% %ézf’ns NS
Norfloxacin 400 mg/ Low-prokein ascites* B6% 40 12months & 5% 27.5%
Trimethoprim/sul azole Previous SBP 26% a0 c,b‘ 5% 17.6%
160/800 m%m Bilirubin >2.5 mg/dL 79% <0° NS NS
o"b ’\9@
<0 N
¥ ¥
N4 ©
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FERNANDEZ, TANDON, ET AL. HEPATOLOGY, Vol. 63, No. 6, 2016
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Anti b;ﬁcbrophylaxie
wéours de la cirrhose

6’ g . - . . - .
@@%tbmﬁc prophylaxis in cirrhosis

(,\:Q,
@00 Conférence MNiveau
Ind Type Duiréa & ConGensus dhévidence
0O N
52 Child B ou C, Norfloracme 400 mgdq PO A vie ou s Mon | éb\
scite pauwe en transplantation . recommandations fondées &
&D\}'ﬁ'dlﬁﬁ = 15gA) ou dispantion de Fascite @)é' qur des s deaper) Qf}'
& | FPropivime secondare  Norfloxacme 400 mg/) PO A vie Qu psqua (ﬁl [14] | QW
Q8| aprisiSLA transplantation < irecommandations fondées &P
‘e,"?' ou disparison de fa sci%‘?f sur des ess5als randomisas Q"b
< ) conirdés) &
Hemomagie dgestive  Norfloxacine 400 mgh2j 7 jours > ui 12, 14, 18] | &
POou R irecommandations fonde s S
ciprofioxaane 200 mgXZ/J) @(0 sur des. essals randomisas &
M ou & contr dés] ¥
ceftriazone 1 g/ [15], 5 & L
cirhose grave et haute X &
prévakence de BGN résistants @b ,e,

aux quinolones dans cmt{gk

|

N
12. Complications de I'hypertension portale chez Kelulte. (Conférence de consensus, Paris 4 et 5 décembre 2003). G

2004 ; 28 : 142-52.

<
14. Rimola A, Garcia-Tsao G, Navasa M, Qﬁdock LJ, Planas R, Bernard B, et al. Diagnosis, treatment and pr

bacterial peritonitis: a consensus docu%é‘ht. International Ascites Club. J Hepatol 2000 ; 32 : 142-53.

16. Garcia-Tsao G, Sanyal AJ,

x&
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N
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ce ND, Carey W. Prevention and management oesophageal vari

cirrhosis. Hepatology 2007 ; @, 922-38.

N
©Q-

Vv
o

©

Marika Rudler, Dominigue Thabut

AP-HP, service d'Hép

oentérolog e,

Groupe hospitalier Pitlé-5alpétriéne,

K2

&

e
NS
Q\

<
aéﬁbenterol Clin Biol
<

o\?maxis of spontaneous

v . .
and variceal hemorrhage in

HEPATD CASTRO o Oncelogle dig athe

woll 17 0”2, raws-aeil 2000



HEPATOLOGY

&?

EZAASLD

AMERICAN ASSOCIATION FOR
THE ETUDY OF LIVER DHSEASES

Q‘

REVIEWS | H]:,PATO\JEBGY VOL. 63, NO. 6, 2016
Qa
(0

Ant1b1@°t1c Prophylaxis in Cirrhosis:

Gogﬁ and Bad

Jaw’é}ol' ernandez,>* Puneeta Tandon,* Jose Mensa,” and Guadalupe Garcia- Ts@sﬁé-’r

e, &
N\ N
e}é’@ Indication Antibiofic ugﬁ Dose Duration &
«0\';’ Secondary prophylaxis Norfloxacin 400 mg/day or cj ‘?Ic-mcln 500 mg/day PO Until liver fransplantation m@gth
,\;b Primary prophylaxis in patients with Norfloxacin 400 mg/day 0([\ @profloxacin 500 mg/day PO Until liver hc}nsplummimcl)@? death
\q,Q low-protein ascites (< 15g/L) and o0 Q;QK
& advanced cirrhosis’' Nt 2
©Q* Gastrointestinal bleeding Norfloxacin 400 12 hours or ciprofloxacin 500 mg/12 hours PO 5-7 days «0\5
Infravenous cefiNtxone 1 g/day in patients with advanced cirrhosis &'
(at least gﬁa of the following: ascifes, jaundice, &
hepqng ncephalopathy, and malinufrition) k'ef’

*These recommendations are supported I@o q gmd level of evidence (grade Al) according to the Gradmg,&o Recommendations Assess-

ment, Development, and Evaluation sd@tem

1'Chjlt:l Pugh score >9 points with g&um bilirubin >3 mg/dL and/or impaired renal function (seru,@; creatmme >1.2 mg/dL, blood

urea nitrogen >25 mg/dL, or secl):u"‘i‘n sodium <130 mEq/L).
‘b
’_19'\
N
s
Q§z
©



MNiveau
Indication dévidence
Carhose Child B ou C, |
&t ascite pauwre & recommandations fondées
protides (< 15gA) sur des aas despeart)
Propiviaie secondare < Norfloxacine 400 mg/j PO Awie Qu psqu'a Cui [14] |
Fpoas ISLA -@Q transplantabon retommandabons ondées
b‘b{‘} o despanbon de Fascite sur des es5aIs randomeses
Ke) confr flés)
I-h!rrmae' stive Il':lqlgrh:aciemrrgx.?.-‘i T joars i ﬂE,l#,lE Iﬁ‘e N
xS e xQ" oomimandatons oy
,\00 cprodoxacme 200 mgkas) é§' sur dhes e55aI5 randoTesas
VG IV ou & contr fés)
& cefriaxane 1 g/ [15], 5 C;O(\
‘eé‘?’ civhose grave et haute .
& prévakence de BGN résistants )
8‘0\ aux quinolones dans B ceanire ,g’f' &
) 2 . 0(\
> . >
2O USA 2016 & &
Y ®)
‘:}’\9 Indication dﬁi\binﬁc and Dose Duratioge
O Ng 2
S Secondary prophylaxis Norfloxacin 400 Until liver fran E@'ﬂntion or death

Primary prophylaxis in patients with
low-protein ascites (< 15g/L) and
advanced cirthosis’

Gastrointestinal bleeding

ay orjciprofloxacin 500 mg/day PO
Norfloxacin 493 g/day or ciprofioxacin 50U mg/day PO
xS

<&

Until liver fragsplantafion or death
<

Q)
2
[ * k
Norﬂq\x&an 400 mg/12 hours or ciprofloxacin 500 mg/12 hours PO
Im@ﬁenous ceftriaxone 1 g/day in patients with advanced cirrhosis o0

.,@“(nt least two of ihe following: ascites, jaundice, N
~

o)
6‘0 hepatic encephalopathy, and malnutrition) 0\%&
NY w
*These recommendations are opm‘ted by a good level of evidence (grade A1) according to }é&_‘n’ading of Recommendations Assess-

t
ment, Development, and Guation system. ©<2§
+Chjld—Pugh score >9 ts with serum bilirubin >3 mg/dL and/or impaired renal function (serum creatinine >1.2 mg/dL, blood
urea nitrogen >25 m , or serum sodium <130 mEq/L).
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Directives de pratique@ﬂiniques de PEASL sur la prise en
charge de Plascite, dgeﬁl péritonite bactérienne spontanée,
et du syndgﬁme hépatorénal dans la cirrhose

& Comme nous lavons vu plus tot, la prophylaxie antibiotique o
& prolongée (primaire ou secondajre) a conduit a lémergence &
A de BGN résistantes aux quin @?’Jnes et méme aux trimétho- @’
o3 prime/sulfamethoxazole [186]. De plus, il existe une plus &
forte probabilité d’ mfec@ns aux bactéries Gram positif chez
les patients traités pae pmphylame au long cours [156,162]. &
Cela souligne le bgﬁ)m de restreindre l'utilisation de pmphy »
laxie antlbmnq&% avec les patients qui sont les plus a rlsqﬁe
de PBS. 1l sgmblerait logique de proposer larrét dune’\i}m—
phylaxje,\cp"ar quinolones chez les patients ayant deﬁ‘elnppe
une ipfection due aux bactéries reésistantes aux qﬁmﬂ]ﬂnes
Cgp%ndant cela nest soutenu par aucune dﬂnr;;éé

o"b\ ’LQ’N'U
& &

N
©Q~
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HEPATOLOGY, Vol Rd‘?-: . 2002 FERMANDEZ ET AL
(g@ > Group I:
,\&Q Not receiving long-term prophylaxis
(\;e, Group | Group 11 P . .
~ with norfloxacin.
Total isolated GWH] 135 ar .
Qumnlnne-ns@gtant straing 39(29%) 24(65%) .0002 > Group I . . . <&
Tnmemueﬁinmmmemnmme resistant strains 59 (44%) 75 (B8%) .02 Longterm selective intestinal @b
Cj&\%hqtﬂnspnnns-reslstant strains 22(16%) T(19%) NS d ontamination with norf/oxacin é}‘@
&?400 mg/d for more than 1 month). {_&@\@
()
HEPATOLOGY March 1997 NOVELLA E’&"“ﬁL O
& &
i — - ] ¥ e? : R . R
| ¢ ABP efficace mais a quel prix? Y
0 < S
ad (:_00(\
0.6 a;)
©
0d! &
! - e e &'Q,. :
02 -:_ _______:"': «o
e R
0 10 20 30 40 QOCQQ/\ 60 70 80
"\Q’ WEEKS
&

Resistance to norfj\gkacm was observed in 9 of 10 (90%) Escl(é?' chia coli isolated

in infections frq@?group 1andin4of 11 (36.3%) from grg@fp 2 (P<0.05).
©®dh



Prevalencg« and Risk Factors of Infections by
Muﬁlresmtant Bacteria in Cirrhosis:
&\e A Prospective Study

<
3
<
Q
-0
S L A In the multivariate analysis, only the s
Q&Q ::*h;] {'E*EJ - nosocomial acquisition of infection (hazard -&é
x& = n= ] N\
< ratio [I-{ER‘T 4.43; 95% confidence interval &
Nu&pmmial infection (%) B9 2B <0.0001 \\Q/
ﬂ& infectiont (%) 14 M0 0.0900 [Cl]‘:\i\ 29-8. 59 P<DO. 0001) IOng -term 'bé}el
> 17T
& Rowtveool pocanst (9 71 2 $‘“’ Wf'm‘a"“ prophylaxis ¢F

prophylaxis (%) b@
Previous isolation of 25 T r.;gdhm

multiresistant bacteria§ (%) '\0
Central line insertion!! (%) 33 14 b‘) 0.0001 ] .
Urinary catheterization!! (%) 10 10 Q’Q&o nooot  Long-term norfloxacin prophylax gﬁﬁ-IR
ICU admission” (%) 17 It 0.0080  3,46; 95% ClI: 1.21-9.92; P . 0. Oge)v .was
Mechanical ventilation! (%) 9 o\i" 0.0020
Female sex (%) 19 ‘c;\a_g NS identified as independent pqeﬁlctors of

. . . - <
Ascites at inclusion (%) I L 13 e infections by multlre5|sta})@f“stra|ns
Hepatic encephalopathy 59 & 40 0.0030 o

at inclusion (%) 6{\-':’ &0\)
MELD score =19 pointsq (%) 52 42 0.0900 0\%
Active alcoholism (%) ,\O\% 24 NS v
Diabetes mellitus (%) 0,\3; 24 25 NS de’”

N ©
qsdh FERNANDEZ ET AL HEPATOLOGY, Vol. 55, No. 5, 2012
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Q‘
Bacterial epldgmlology and antimicrobial

resistance II}U\%SCItIC fluid: A 2-year retrospective

&

INFECTIOUS
DISEASES

study r@@e,Q
N\
\0(\
SCN: 3;9 7%, BGN=CG+
eqéefocoques 16,6% @
ﬂ’naerobles 3,1% &
&
&
¥
E coli Nal-R 17,3% &
o
(\@
,'\}0
Couverture en monothérapie probaﬁ@ﬂlste < 70%
Q
&.'2'&
Intérét des associations en 1em~°]|gne C3G/Amox, Cotrimox/AmoxAmox- AC, &Eﬁ/Amox
@
&
&
o"&
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Treatment with Fluoroquinolones or with B-Lactam—f-Lactamase

II’lhlb]tDl‘ @:mematmns Is a Risk Factor for Isolation of
Eﬁtended Spectrum-B-Lactamase-Producin ng
& “Klebsiella Species in Hospitalized Patients

Kenneth M.

ner,' Vered Schechner,” Howard S. Gold,? Sharon B. Wright,? and Yehuda Carmeli***

Deparimeg®f Infectious Diseases, Lahey Clinic, Burlington, Massachusetis'; Division of Epidemiology, Tel Aviv Sourasky Medical Center,

TelQlviv, Israel®; and Division of Infectious Diseases, Beth Israel Deaconess Medical Center, Boston, Massachusetts”

&0
b\')
O
&
x& <2
<& &
15" .r\\'

‘ %Q}‘\w Ei@'me result for the following comparison®:

N Variable (antibiotic exposure) ESBL vsg@?nl Non-ESBL vz control L&
95%&:1 2 OR 05% CI Gpoé\

Broad-spectrum cephalosporins (Q'B@fl—ﬂ T8 0.07 0.51 0.29-0.87 Qtﬂl.ﬂl

MNarrow-spectrum cephalosporins S (.33-1.62 (.45 0.74 (0.49-1.11 ,\ob 0.14

Penicillins 223 R26 <0.01 1.24 (0.80-1.91 Kqg,Q 0.33

B-Lactam—pB-lactamase inhibitor combinations 4.35-41.74 =0.01 238 0.93-6.14 ,@

Piperacillin
|Hunn:|q wnolones .
Aminoglycosides . A 1.44
Clindamycin 0.75-7.03 0.15 1.64 P33, .
Metronidazole 1.53-5.22 <0.01 0.80 Nl 53—12[] 0.28
Trimethoprim-sulfamethoxazole 0.32-3.20 1.00 0.44 8\0 0.19-1.04 0.06
Carbapenems ) 0.07-3.28 0.44 0.32‘ 0\35 0.07-1.42 0.13
.QO‘ QJ\
»e?b Ol
<0 N
Ne) o8
Q> N
N ©
o8
Q}

ANTIMICROBIAL AGENTS AND CHEMOTHERAPY, May 2010, p. 2010-2016
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R1.2 — Dans les unitées ou la ﬁfrev.ralence des bacteries multiresistantes est faible (< 20 %), il faut
probablement appliquer u@e decontamination digestive selective associant un topique antisep-

tique par voie entérale @f’ une antibioprophylaxie par voie systémique pour une durée inférieure a
5 jours pour dll‘l'llﬂu&/g’ﬁ mortalite.

E,& GRADE 2+, ACCORD FORT
THE LAN(;ET
Infectious D:béeases <2
& &
Effect@f’ selective decontamination on antimicrobial resistagce in intensive care units: a &-@?’
N
syst‘é’matlc review and meta-analysis e,*b \\Q,‘?f’
L\ﬁck Daneman, MD on behalf of the SuDDICU Canadl%a Study Group ,b{&
N e
\e' "@'&
Cochrane Dalabass Sysl Bey, 2008 O T,(41:C0000022, doit 10,1 D02A4651858 'GDUIIIDC@:ILI:»& (\6\
-0
Antibiotic prophylaxis to reduce respiratory tragb"i\nfautmns and mortality in adults receiving b‘)&
intensive care. &\o Q@
<
Liberati A', D'Amico R, Pifieri S, Torri V, Brazzi L, Pamelli E. b‘)() ,@}
& S
'\0\) "7?}
& &
Q &
Pneumonia Pgsventlon to Decrease Mortality in Cb/\o°°’
Intensive Coaf"e Unit: A Systematic Review and >
8
Meta- an@t’ysm Y
N

Antoine n@i&y Emmanuel Marret,® Edward Abraham, and Karim Asehnoune'



Protocole de soin n®2 sﬁ:ere par les experts : Décontamination digestive selective (AVIS

%\Q‘ D’EXPERTS)

e
X
L

Q/Q

Application oré ‘pharyngée d'une pate ou d'un gel contenant (x 4 / j, jusqu’a sortie de réanimation)
- Pnlﬁnvmne E(2%)

é@.?bramycme (2 %) E}{&'
—&Qﬂmphoterlcme B (2 %) -&é
&‘6 & e c,7&'\
4\0 3 * \Q/Q’
AN
zqudmlnlstratlnn via une sonde nasogastrique de 10 ml l:l'unq,@uspensmn contenant (x 4 / j, jusqu’a !b(i)‘z’
& sortie de réanimation) \\0 R
N 100 mg Pol E & o
© - mg Polymyxine & (\6\
«0& - 80 mg Tobramycine r@(& é}o
6{39 - 500 mg Amphotéricine B (\@ ,\ob\)

N é}o &
© Administration intraveineuse d'une antlbfbprnph\rlaxle pendant 48 2 72 heures chez les patletﬁ:s ne

nécessitant pas d'antibiothérapie nuraﬂve (posoclogie indicative en 'absence d’ msqusannqﬁenale]

-  Céfazoline1gx3/j .%« {e"
- En cas d'allergie aux ceabﬁlc:SporlnES Ofloxacine 200 mg x 2 / j 8‘6{@
_\‘.;,‘\Q’ Ciprofloxacine 400 mg x 2 / | &0\)‘9
N
3 0\?’
N5 v
<0 d{é
Preparation offi clnqj& pour Décontamination digestive sélective SN
©
(Information dnr\w\ee a titre indicatif)
Q\

©
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¥
&
QI"(
ée,@ Gel oral (pots 125 ml}] Suspension (bouteilles 15 ml)
&
o
> &'
Polymyxige E 4g 1g &
& <&
\;\‘6 -"S,Q" ‘\.'S\
Gemrfamicine dg QB e &
\;Qlc,- \6& ‘\‘2}\@
{ejﬁmph otericine B 4g Q\}@é’ S8 {&Q’b{&
N S ,
s Eau stérile 134 ml & 100 ml &
S X
e @
Methylcarboxycellulose bg O(\@ (06\5
S &8
N <
Meéthylparahydroxybenzoate 03g Q@b «0\)’@
¢
: ‘?'f «*‘e?-
Propyléne glycol E@) I {Q?e
‘ﬁef .{é‘)
Alcool mentholé & 6ml &
o Ny
N I\V
6&0 0\'%
N v
<9 N
& O
Q <
N4 ©
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de Jonge et al. Critical Care (2018) 22:243 .
https:/dolorg/10.1186/513054-018-2170-2 @
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&
Q’ ®Cmssm.axk
Carriage of antibiotic-resistag®Gram-
negative bacteria after disgontinuation of
selective decontaminaggdh of the digestive
tract (SDD) or selec oropharyngeal

decontamlnatlorL&SOD

E. de Jonge , R. B. P. de Wil
E. 1. Kuijper?, C. E. Visser®, )

@’Q

A lq\&?‘)artie de réanimation, le portage
d@est/f d’un BGN résistant était de 4,3%

Critical Care

P Juffermans E. A N. Oostdij kS AT Bernards?, E. H. R. van Essen’,
ioglu® and M. J. M. Bonten®

@f’dans le groupe décontamination

digestive et de 17,8% dans le groupe
décontamination oropharyngée
(p<0,001). Au 10éeme jour apres la sortie

de 11,3% et 12,5% (p=0,7). @Q
Le risque cumulé d’acquisition d’ug BGN
résistant entre la sortie de reaqﬁatlon
et le 10eme jour apres la sordae était de
13% dans le groupe decogfam/nat/on
digestive et de 18% da@’s le groupe

décontamination oﬁ[aharyngee
&
©

The SDD regimen was identical to that used in previous
trials and consisted of oropharyngeal application (every
6 h) of approximately 0.5 g of a paste containing colistin,
tobramycin and amphotericin B each in a 2% concentra-
tion. In patients with a tracheostomy the same paste was
applied around the tracheostomy. In addition, a 10 ml
suspension containing 100 mg colistin, 122 mg tobra-
mycin and 500 mg amphotericin B was given via the
nasogastric tube four times daily until ICU discharge. In
patients with a duudenal tube or jejunostomy, 5 ml of
the suspension \t@% given via the gastric tube and the
remaining 5 n"\kl“%la the duodenal tube or jejunostomy.
Patients wntdf? colostomy or ileostomy received SDD

suppugbgh‘firles (containing 100 mg colistin, 61 mg tobra<"®
m}rgp and 200 mg amphotericin B) twice daily in. gle
d@&l part of the gut. In addition, cefotaxime [IDE@C'm ,
de réanimation, il était respectlvement b(}%v 7 0 B ves\aminictenad g oesoney dl@n‘g e

first 4 days. Other intravenous antibiotics we.g% adminis-
tered therapeutically if clinically mdu:a@é. The SOD
lication of the
same paste as used for SDD. In patlen(lﬁs “with tracheostomy
the paste was also applied aruumib(the tracheostomy. No
\l@ﬁz administered. Intraven-

regimen consisted of oropharyngeal

other prophylactic antibiotics
ous antibiotics were given u{r@ if clinically indicated.

&
&
©

11 décembre 2018 Olivier Leroy
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S
Effects of prophylactic untigia%ics on patients with stable COPD: a
systematic review and met(q?ﬂnulysis of randomized controlled trials
>

Yuanyuan Wang (& **, Tanja R. Zijp?, Mepgﬂkbur Bahar'?, Janwillem W. H. Kocks3, Bob Wilffert'* and Eelko Hak?!
O
N

- O
Buckgruuncgﬁﬁ bacterial infections provoke exacerbations, COPD patients may benefit from prophylactic antibi-
otics. Hm&.@‘ﬁrer, evidence regarding their overall benefit-risk profile is conflicting.
AN

ﬂbjggﬂ?;es: To update previous evidence and systematically emluul@i%'e beneficial effects and side effects of
pgg:phylnctic antibiotics in stable COPD patients. .@9’
"

S
{ez"?i-iethuds: Several databases were searched up to 26 Apri[egmﬁ? for randomized controlled trials (RCTs) on

prophylactic antibiotics in stable COPD patients. The primagFoutcomes were exacerbations and quality of life.

Duration and schedule of antibiotics were considered in %@%raup analyses. &
e &

Results: Twelve RCTs involving 3683 patients WErEoéﬁ(l\:lL.hfiEd. Prophylactic antibiotics significantly reduced Qe
frequency of exacerbations [risk ratio (RR) 0.74, 5@5 (C10.60-0.92] and the number of patients with one %R?’%DFE
exacerbations (RR 0.82, 95% CI 0.74-0.90). Egfthromycin and azithromycin appeared the most effe@ﬁ:re, with
the number needed to treat ranging from f@ke'm seven. Quality of life was also significantly impmugdvby prophy-
lactic antibiotics (mean difference —1.5695% CI —2.59 to —0.51). Time to first exacerbationgvas prolonged
in six studies, with one conflicting rgg't]lt. Neither the rate of hospitalization nor the rme.@udverse events
was significantly changed. Furthgq@nﬂre, no significant changes were observed in lur;}g*ofunctinn, bacterial
load and airway ir‘rﬂﬂmmtl‘an{gﬁwewer, antibiotic-resistant isolates were si'gniﬁcﬂntlxjp?rmsed (OR 4.49, 95%
(12.48-8.12). o\}(,b \,ng

Conclusions: Pruphylc@& antibiotics were effective in preventing COPD emcm&ﬁms and improving quality of
life among stable poiehits with moderate to severe COPD. The chaice of prop®/lactic antibiotics should be ana-

lysed and conside® case by case, espedially for long and continuous use.
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REPUBLIQUE FRANGAISE
6%
Q}\e’ MINISTERE DES SOLIDARITES, DE LA SANTEET DE LA FAMILLE
~N
DIRI.@?[OI\ GENERALE DE LA SANTE
<
o &
(:\\Q' AVIS DU CONSEIL SUPERIEUR D'HYGIENE PUBLIQUE DE FRANCE
@Q SECTION DES MALADIES TRANSMISSIBLES
X
b\ﬁ‘(’ oo . : o .- .
Relatif a la place de 'antibioprophvlaxie dans la prevention des legionelloses nosocomiales
Q,\O P prophj P g
6@’ (séance du 18 mars 2005) e’
& &
'\ &Q}

&
L@‘?lutlblﬂprnpllylaﬂﬂ de la légionellose n'étant acmeﬂemeut justifiée par aucun argument

& 5c1eut1ﬁqu: elle ne saurait étre mise en ceuvre ¢§* t1t1e systématique en présence de cas

groupés, et a fortiori devant la seule présence d&fegmu:llea dans I'eau.

@ &5('
Cependant. en présence de cas grou 29 Fde légionellose nosocomiale, et en Su&eﬁiﬂﬁ
indispensables mesures de protection gl‘&& patients contre 1'exposition et de dealnfeg&ﬂn du
réseau, le Comité de Lutte cﬂutleo.lé& Infections Nosocomiales (CLIN) ou le Qra‘.amte des
f—"mtlbmthuea prenant en compfte l'exposition a la source de cﬂntanunay&l et 1état
d’immunodépression des patle@‘is d’une part, et le nisque, chez ces mémes b@‘ﬁl&ﬂt& d’effets
indésirables hiés a la pregéuptmn d'un macrolide d’autre part. peygent proposer uue
plescnptmn d’antlbmplgpflylaxle par un macrolide chez les sujets Q}E’& plus a risque. En
raison de la durée d’ lgﬁlbatmn. la durée de cette antlbmpl ﬂph}flax@@‘ ne devrait pas excéder

10 jours apres la d:ﬁlele situation d’exposition au risque. o
Q5(,
©
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Comprehensive NGCCN Guidelines Version 1.2013

NCCN Guidelines Index

NCCN geosess o o Table of Contents
Network® Preventign and Treatment of Cancer-Related Infections Discussion
(\J’
c,
<&
ﬂiﬁ%ﬁ:‘&d RISK IN |DISEASE ."I(‘_)ldéhAPY EXAMPLES FEVER & NEUTROPENIARISK |ANTIMICROBIAL
@ CATEGORY (See FEV-2) PROPHYLAXIS¢.9.€.1.9,
CANCER PATIENTS? 2

Low

= Stanj \r‘d chemotherapy regimens for
solid tumors

s@Anticipated neutropenia less than 7 d

Low

= Bacterial - None
= Fungal - None

Intermediate

Autologous HSCT

« Lymphoma

« Multiple myeloma

s CLL

« Purine analog therapy (ie, fludarabine,
clofarabine, nelarabine, cladribine)

= Anticipated neutropenia7to 10 d

Usually HIGH, but some experts
suggest modifications
depending on patient status.
Purine analogs, intermediate
risk when used as single agents;
when combined with intensive
chemotherapy regimens, the

» Viral - None unless Erior HSV eEisode

« Bacterial - Consider fluoroquinolone
prophylaxis

« Fungal - Consider fluconazole during
neutropenia and for anticipated
mucositis

= Viral - During neutropenia and at least
30 d after HSCT

« Allogeneic HSCT including cord blood
= Acute leukemia

» Induction I

» Consolidation
¢ Alemtuzumab therapy
» GVHD treated with high dose steroids
= Anticipated neutropenia greater than 1

od

risk converts to high.‘.\n&'

Usually HIGH, but ificant
variability exis (Ehted to
duration of nedjropenia,
immunos ssive agents,
and statyghof underlying
malig Y

]
&

« Bacterial - Consider fluoroquinolone
prophylaxis

* Fungal - See INF-2

= Viral - during neutropenia and at least
30 d after HSCT

KEY: CLL = chronic lymphocytic leukemia, GVHD = graft versus host disease. @CT = hematopoietic stem cell transplant, HSV = herpes simplex virus.

gCategories of risk are based on several factors, including underlyin
chemotherapy, and intensity of immunosuppressive therapy.

bIn high-risk patients, additional prophylaxis may be necessary; kﬁ’example, consider penicillin and TMP/SMX for allogeneic HSCT recipients with G
®Pneumocystis prophylaxis (See INF-6).
dSee Antibacterial Agenis (FEV-A)

&,é,

N

&

o
g
@Q

lignancy, whether disease is in remission, duration of neutropenia, prior exposure t%&
&)

for dosing, spectrum, z@ specific comments/cautions.

®See Antifungal Agents (FEV-B) for dosing, spectrum, aad specific comments/cautions.
fSee Antiviral Agents (FEV-C) for dosing, spectrum, Q‘:& specific comments/cautions.

9Although data support levofloxacin prophylaxis,fngﬁow- and intermediate-risk patients, the panel discourages this practice in low-risk pa

about antimicrobial resistance); however, it canﬁle considered in intermediate-risk patients.

hFor patients who are intolerant to ﬂuamqui0
of

rifne, consider TMP/SMX.

A
VHD.
R\

<
<
Poc)
@a
&
N
gﬂs (because of concemns
S
D

Note: All recommendations are category 2
Clinical Trials: NCCN believes that the

W
ess otherwise indicated.

anagement of any cancer patient is in a clinical trial. Participation in clinical trials is especially u{’&uraged.

\‘U

Varsion 1.2013, 050212013 © Mational Cnmprenen@anner Metwork, Inc. 2013, All rights reserved. Tha NCCN Guidelines” and this ilustration may not be reproducad in any ferm without the am@mmn permission of NCCH®.
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VOLUME i

Table 2 Factors 1o Consider in Assessing Risk of a Febrile Meutropenic Episode in Patients Undergoing Cytotoxic Chematherapy for Malignancy
JOURN. Factors Related To S\{@" Factor Effect on Risk

Patient characteristics Adhva age Risk increases if age = 65 years"”
Wrinance status Risk increases if ECOG performance scome = 217
itional status Risk increasas if albumin < 35 g/L'%2
\Q;F‘rnr FMN episode Risk in cycles 26 is fourfold greater if PN episode occurs in cycle 17°
@ Comoridities FM ocdds increase by 27%, 67%, and 125% for cne, two, of three of morne
(&' comamidties, respectively '™
Undatying malgn@@ Canger diagnosis Diagnosis Reported FM mtas (%)
. Acute leukemigMDS 85.0-95 07
@Q' High-grade lymphoma A5.0-71.0%
) 0{\ Soft tissue sacoma 27.0 (95% Cl, 19.0 to 34 520217728
& NHL/rryeloma 26.0 (95% Cl, 22.0 to 29,072
b*b Germecell carcinoma 23.0 [95% Cl, 16.6 1o 29 0)*"7=
© Hodgkin ymphoma 160 (95% Cl, 6.6 1o 24 0)92-5-=
kQ’Q Onarian carcinoma 120 [95% Cl, 6.6 to 17 7202172
<@ Lung cancers o, 10,0 [95% Cl, 8.8 1o 10,7075
rectal cang i ,E1t0 5. -7
) Cols I 5.5 B5% Cl, 5.1 to 5.802.7n.3
'\0 - 20, 21,27, 28
Head and carcingma 46 05% CL 10182/
> Breast cader 4.4 P5% Cl, 4.1 1o 4.7)703.70.38
S Prosta@ancer 1.0 ©5% Cl 0.9 to 112272
{Qf" Cancer stage islgincreases for advanced stage (= 2)°
x5 i Remisgsion status . increases if not in nermission? 423
Cancer treatment esponse Q,béﬁigk is lowest if patient has a CR
: If patient has a PR, FM risk is greater for acute leukemia than for solid tissue
OQ'C’ rodqui . <\\Q’ malignancies™
'\’q;& FN 0 (Q‘?f FM rigk is h@&r if parsistent, refractory, or progressive disease despite
. Qo treatment
Wlﬂ'l Treatrment of malignancy Cylotoxic regirmen ,‘\}0 Rigk iz higher with regimens that administer e«Q
C?- MDS S)D Anthrcyclines at doses = 90 mgfm? Q}
' O Cisplatin at doses = 100 mg/m? S
© Artih R [foefamide at doses = 9 g/ )
th < Cyclophosphamide at doses = 1 g/ 2
Wi Etogoside at doses = 500 mg/m® Q
harm. <0 Cytarabine at doses = 1 g/’ le"oe’
o S
‘e High dose dansity
C\ Anthracycline + taxans, and cyclophosphamide or g’ﬁh:rtablna for breast
! c, CANGar
Dose in ﬁsn:'y Increased risk if = 85% of scheduled doses @ administered™*

Dagrﬁl‘and duration of Gl andfor oral mucositis Risk is greatast if NC| mucositis grade &Q 3 (Gl or if peak score on
OMAS ig = 2%5.3.39

gsgru and duration of cytopenia Profound, protracted neutropenia WQXNC < 100/ul for = 7 days¥™F
<0 Lyrrphopenia ?\ ALC < 700/pL [ANC surrogate)™*
Cb Manocytopenia Q:_.SJ AMC = 150/l [ANC surrogate)™

mode

Abbreviations: ANC &f%lut& neutraghil count; ALC, absolute ymphocyte count; AMC, absolute monocy te cnthHDP cyclophosphamide, hydrosydaunorubicin
idoxorubicin, vin e [Dncovinl, prednisone; CH, complete response; ECOG, Eastern Cooperative Oncology Group, FN, febrile neutropenia; MDE, myelodysplastic
syndrome, NC| jonal Cancer Institute; NHL, non-Hodgkin lymphoma; OMAS, oral mucositis assessment scale; PR, partial response

*Grade 3 an neutropenia. Treatment included colony-stimulating factors and antimicrabial prophylaxis. Rate of neutropenia vaned by chemotherapy regimen.




Long term management of patients after splenectomy
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Preumococcal wm:és@?ze, lifelong penicillin, and avoidance of protozoal infections

'b
tions.** Carrying q@& a proper randomised trial to decide how
long pmphf,rlaxlﬁ‘ should be given i1s impossible, but an
analysis of p@BTlshed data suggests that it should be given to

patients fgd° the rest of their lives The commonest infecting organisms are Streptococcus &
- - : ; o fo . &
& pneumoniae (accounting for more than half the cases®), &
«0\3@' Haemophilus influenzae, Nﬂﬂ@ memngindis, and Eschernichia 9,‘30
colt. Although polyvalent @eumﬂmccal vaccine prevents B\
% “Pmphy]ams with penicillin also protects against pneumo- ef;“ Q,gl“\
<

¢ coccal infection, although failures occur; some may be due to .\Q\,\
non-compliance.”™"” We recommend that patients should o &

Q Q&
tal-ulz phennx_t,rn?el:h},rlpemc.ﬂl.:ln. 250 mg twice a day for lif¢¢ ... and may be ineffective &P
patients allergic to penicillin should take erythromsin. S
,L\OQ Eprror,—We agree with Mary M—::Mul]&? and
AT I_"'ME? h:cMUL:L‘IN oa?’(’ George Johnston that splenectomy causg,é a slight
CRIOT lecturet In Acmatology @Q" but important long term susceptibd®y to (pre-
BM] voLuMe 307 27 NOVEMBER 1993 o dominantly pneumococcal) sepsis, &t we cannot
c;\o agree with their recommend@fbn for lifelong
Q}& chemoprophylaxis with phgﬂbxymethylpemmllm
& or their devaluation of pnﬁmucnccal vaccine.! A
«\6@ rigid regimen of lifelo chemt}pmphylams is of
\}c,b uncertain value forQdseveral reasons, the most
Cb'\o pertinent being thagthe patients do not comply.
> ©
& BM] voLuME 308 8 JANUARY 1994 RG FINCH

N
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British Journal of Haemato IIIIE'y

bjh EEr—

Review of guidelines foE&he prevention and treatment of Guiddine
infection in patients h an absent or dysfunctional spleen:
Prepared on behal{0F the British Committee for Standards in

Haematology b orking Party of the Haemato-Oncology
Task Force &
b\)
QfS‘O Recommendations
ef‘ » Life long prophylaglic antibiotics should be offered to
\NY

« 'Fhe use of life-long prophylactic patients mnsid@% at continued high risk of pneumo-
GthIbIOtICS directed against coccal mfechgﬁ (B, C).

» Factors asq&mt&d with high risk of invasive pneumococ-

pneumococcal disease has been
cal dlsﬁse in hyposplenism include: aged less than

BCSH policy for more than 20

. 16 KS&I‘S or greater than 50 years, inadequate serological
years (BCSH, 1996). Penicillin rﬁpnme to pneumococcal vaccination, a history of b"c'
prophylaxis is highly effec- tive in \,opl."E.'ﬂ-DlJ.'j invasive pneumococcal disease, ﬂndsplemctnu'@
. . . . SX
children with sickle cell disease & for underlying haematological malignancy partmzla(;%m

: : . Q
and this experience provides the ¢

L . S
main evidence for continuing  <°
prophylaxis in other at risk e}*‘e’

the contexi of on- sion (B
Patients not at high risk should be cuumeﬂa@%eprﬂ.mg
the risks and benefits of lifelong antlhlq}'ieés and may

choose to continue or discontinue prolé?\']ans (C).

09
groups » -{g,‘:& ¢ All patients should carry a supply g{’é\ﬁ’pprnpﬁate antibi-
8‘0 otics for emergency use (C). (\\q’
q,’\o * Patients developing symptomsand/or signs of infection,
,-19\' despite the above m&am@&}, must be given systemic
R antibiotics and admitted urgently to hospital (B, C).




6{&'@. BOMN USAGE A'lj__ Meszage N*11
W
& ufif
&uph‘yrlaxle des infections invasives en cas d'asplénie ou dhyposplénie :
N .
&e Principes generauc
Q/Q I 'rhicctif mrincinal set da nenb@nar b natient canbre lee infectinne inuacives A nermee
o Couverture vaccinale spécifique :
< .
i
Pne,yfi'hocnque : Prevenar 13 (vaccin conjugué) a M puis Pneumo23 a M,. Pas de S
&Q rappel .\&é
Mehlngucoque ACYW135 : Nimenrix (vaccin con]ugiae) a My (+/-Mg). Rappels / 5ans*® \@e"*
2}4‘?5’ Méningocoque B : Bexsero (vaccin cun]ugq;e‘?i a MO puis M1. Pas de rappel. {L@
14 o
&  Haemophilus Influenzae type B : ActHIBme dose unique a M0. Pas de rappel. {QQ,Q
.& L
S Vaccin anti-grippe sa;gﬁnmere tous les ans. N
> Schéma vaccinal usuel chez Iadulte et I'adolescent. Adaptatlu@?au cas par cas selon la tranche d'age chez l'enfant et @6
,3;“ antécédents vaccinaux 06\50
% Antlbﬁprnphvla}ue &
& \),@“
« Oracilline (penlmlllne \‘f? millions d'UI/j pendant 2 ans a debuter Ig jour dr
I'|nic:75?vent|nn ou en relai d'amoxicilline IV &e‘?}
@%@e &
:ﬂ'ﬂ'ﬁﬂ Hﬂ;ﬂl‘lﬂl CNEr TB3OUnE BT I S00ESDENL. AJapLdiTd U 25 par s S50n 13 Tanche O 3ge e FEram e C,O"
molgum Antibi axie «0\)
) N

\)‘1 Oracilline (pénicilline V) 2 millions IULj pendant 2 ans 2 debuter le va)de
['intervention ou en relai damoxidilline IV

i

¥
Ref: @
1. Vaccinations des personnes immunodéprimées on aspléniques, recommandations HCSP 2014

Z




& CONFERENCE DE CONSENSTS
X<
-
S0OCIETE DE PATHOLOCIE WCT[EL'EE DE LANCUE FRANCAISEET SOCIETE FEANCAISE DE DERMATOLOCIE
‘b@
EB&]PELE ET FASCIITE NECROSANTE : PRISE EN CHARGE

& Farulté de médecine de Tours

¥ mercredi 26 janvier 2000

x& .
' >
Prevqﬂ}zon secondaire &
X
& N

aBﬁ récidives d'érysipéle surviennent approximativement chez 20 éﬂrdes malades. Elles sont souvent multiples pour un 3

\'57* méme malade. Elles sont favons ées par la persistance ou la rccldke des facteurs ayant favons € le premuer épisode: " (‘~‘Q’
lymphoedéme. persistance ou récidive de la porte d'entrée. léQ’f&xev ention des récidives est indispensable i mettre en 6\
oeuvre dés le premier épisode dérysipéle. Elle doxt ur - \>°
- I''dentification et le traitement eﬁi%aég de la porte d'entrée, surtout quand elle est chronique. @Qst le
cas en particulier de la pnise en gﬁrge adaptée d'un intertnigo mter-orteils et de ses facteurqb
favonisants ; @ o°
- la prise en chargc au long s d'un lymphoedéme ou d'un oedéme de cause vemeug;«par
contention et/ou drama&p ymphauquc manuel. Qj?‘
Une antibiothérapie préventive des recx(@'es est nécessaire chez les malades ayant d€jaeu plusxcu{,serecxdlves ou chez
qui les facteurs favonisants sont d.tﬁ.'tc‘,dcmcnt contrdlables. 8‘0\
Elle dost étre prolongée, voire dcﬁ@i&c car son effet n'est que suspmsxf
Elle fait appel aux pénicillines: gﬁncxllme V. 2 a4 MU/j en deux prises quotidiennes par, @le orale ou benzathine

pénicilline, 2.4 MU toutes les@eux 3 trois semaines par voie intramusculaire. Cette dc@emc modalité peut étre le

garant d'une bonne obserygnce. (5’”
En cas d'allergie aux b v{ﬁtannnes le traitement fait appel a un macrolide par voxe@rale
@,
N
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Prise en charge des mfectflﬁons cutanées et
© sous-cutanées bacte;mnnes courantes
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o
Pﬂcuce Guidelines for the Diagnosis

e\and Management of Skin and Soft Tissue
R ’° Infections: 2014 Update by the Infectious
o Diseases Society of America

V1. What Is the Preferred Evaluation and Managemnnt of Patients @&
With Recument Cellulitis? Q}b\
Recommendations %Q\*\ &
20. Identify and treat predispnsi\gﬁ conditions such as
edema, obesity, eczema, venous i $ iency, and toe web ab- - <
normalities (strong, moderate) @e&e practices should be per- b\@\
formed as part of routine paéj%n[ care and certainly during the
acute stage of cellulitis sﬁ‘nng, moderate). 3%
21. ﬁdmmlsu'aml:@f prophylactic antibiotics, such as oral &
penicillin or erylh;;:-’\nycm bid for 4-52 weeks, or intramuscular {e"
benzathine penﬁn]]m every 2-4 weeks, should be considered in 8‘0\
patients w@ﬁ‘]mve 3-4 episodes of cellulitis per year despu@
a[[empt.sgm treat or control predisposing factors (weak, ma@r-
ate Q«Thm program should be continued so long as rhggiamdm
(ggﬁmg factors persist (strong, moderate).



{ééi‘arm and 275 in the comparator group met our i\(g‘fffusinn criteria. 44 patients (8%) in the

REVIEW

- - - - .\\‘e. -
Antibiotic prophylaxis §8r preventing ) o
- - .\Q - -
recurrent cellulitis: A systematic review and
- e

meta-analysis &
()
<
Choon Chiat Oh ®* rqﬁ-\gnry Chung Hung Ko "%, Haur Yueh Lee?,
Nasia Safdar E’f,ogé%nis G. Maki ', Maciej Piotr Chlebicki “

N

.\\'Qz'

S
Results: Five randomized controlled trials (n = 535}\-,§f‘21th 260 patients in the intervention

antibiotic prophylaxis group and 97 patients {1@95‘] in the comparator group had an -ra'-[:||i5-|:|-|:he-((;raf0
of cellulitis. Antibiotic prophylaxis signiﬁgggﬁw reduced the number of patients havipg
recurrent cellulitis, with a risk ratio (RR &f 0.46 (95% Ci 0.26—0.79). None of the EtlcﬁfES

. \\
reported severe adverse effects to ap iotics. There was methodological heteroég@neity
amongst the studies in terms of typ;g."ﬂf antibiotic used, delivery modes, numbeg¥f recur-
rences of cellulitis at study entryg'and study quality. &

Conclusion and relevance: Anéihmtic prophylaxis can prevent recurrent c‘gel‘ful.itis. Future

research should aim to iden;zi’hr the ideal type, dosage, and duration of gﬁ*tihintiﬁ for pro-

phylaxis, as well as to idgh%fy the group of patients who will benefifgfost from antibiotic
%

prophylaxis. & &
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¢§‘Qf' _—_‘—-|_
Prophylactic antibiotics for tbﬁ’ prevention of cellulitis I I M,
(erysipelas) of the leg: regﬁts of the U.K. Dermatology %“’ el l
- - . - 5 E_ _______
Clinical Trials Network'$*PATCH II trial i
U.K Dermatology Clinical Trials Netw%b PATCH Trial Team* ﬁ E_
Centre of Evidence Basal Dermatology, University, ottingham, King’s Madow Campus, Lenton Lane, Nottingham NG7 2N, UK g- IT::}
er [T R_ r:lh;:ﬂ
Q& ° Penicillan
&0 E_ ————- Pacsie
S T o
3 Numer Time from randomization (months) N
R Penidllin 60 58 40 a7 2 = 8 o
6‘\ o | Paceo 3 53 a5 40 e 7 9 s’»&
N & o
A0 < <
"’9' .\Q&'e’ ) e}\el
I > &
{e,e?' n events/n patients randomized HR (95% CI) % P-value Adijusted HR* (95% CI) P-value Q’Q‘b
.xo . . . . .. N2 &
8\()\ Primary analysis (ITT): repeat episodes confirmed by medical practltlc-m:r,bé' (%2
Penicillin ¥ 11760 53 [E(F\\&g] -07) 0-08 051 (0r25-1-05) EI-I]I-',\OQ*
Placebo 21/63 L@ b"é
Total 33/123 S Q@
Sensitivity analyses 0(’}' &
& x&
Including unconfirmed episodes (self-reported) QQO «0\5
Penicillin ¥V 1460 @& &0 (0-31-1-17) 058 (0-30-1-13) o il
Placebo 22/63 <> I I &
1S
Total 36/1123 & &f’@
Excluding participants who never started trﬁ_}ﬁumt, or had a relapse within 4 weeks of index episode O
Penicillin ¥ 12/57 _N"\Q’ rs7 (0-28-1-16) 0-12 055 (Q37-1-12) 10
Placebo 20/58 O 1 &
Total 31/115 o S
s -
Cl, confidence interval; l-m,@a:d ratio. “Adjusted for stratification fadors (pre-cxisting mdﬂna@ﬁ:ratm}
R
N
A3 2011 British Assowriation DFE.:III‘.I-EIDIHEiSE 2011 166, pplas-178
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