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& BFrATY Breves et depéches

En 30 ans, Tcherncbyl est
devent une reserve d'animaux
~“Sauvages
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Ia&gﬁne semble devenue propice a
b‘Epanomsmment d’une vartie de

<"« la vie sauvage » : les chevaux de
Przewalski, ainsi gue les loups sorgt‘"‘
les exemples les plus notoires. J_%
Zone se mue en niche ecolgglque
spécifique, ou se reprodu&t une vie
sous haut taux de radg,é”tlon

/\
M
Ay
Qb\d?"
©

Tchernobyl c’est le paradis — des
bétes

R


http://chornobyl.in.ua/en/equus-przewalskii.htm
http://chornobyl.in.ua/en/wolf-chernoby.html
http://culturevisuelle.org/catastrophes/2010/05/27/tchernobyl-nature/
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. Quelle pt onrthfd écheacs s aLtorlse-t -on ?
e Dépend d@*fazgrav- potentlelle@ﬁ:I’|mect|on
Dlmlnut&:}on quasi automatlgfuz de 'efficacité w
gséuf Si...} mais est ce Ber;ept.ole ?
Intérét individuel vsiol!ectif
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Rubinstein E. Int J Antimicrob Agents. 2007 Nov;30 Suppl 1:576-9



mteyét d’une duréee courte pour une
méme efficacite !!
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Infections J Durée AB | Conditions
> N (en jour) S &
(nfections sinusite maxillgtre de l'adulte d 5 &
respiratoires |—1_.~u;p,s Angine av%g@r‘bR** streptocoque pu—,si-[if : \ 70@‘}' Amoxicilline
Infections Exacer_ggﬂon de BPCO N ‘,(\@eulement si AR equis
;zssl;::“"' - Pneugionie communautai.e ue I'enfant N &
Ll Pg}éﬁmonle communaitoi e de Fadulte | 5 Wi & Evolution favorable rapide
Bact‘.r*‘emleshé Staphylocoque coagiilase négative 5 N Apres rer.ait du cathéter
lifay aux cathéters 4 - ~\ & N
velneux centraux | L;.\O Streptocoque, enterocoque, BGN N 7 ‘_}}\) Apreés rotrait du cathétir_
e?\e Staphylococcus cureus 146-:5* Apres retrait du cathdter
& Thrombophléinee suppurée . ) '
Bactérlémle{é‘v Streptocoques oraux g 1006
g;l':n:‘:rme;ﬁu — Entérohactéries, entérocarucs QS-F" 7 L t:-\"&
<) Staph dncoccus aureus, Stophylococcus o 14 \ Q,Q“O
N lugu' nensis ,@ o ) &
ln(g&‘Ions urinaires Jystite aigue ’5:0 1 Fosfoirycine-trométamol /\0\}
e “J i - " T
© | Pyélonéphrite ,\"\‘\ 7 Fluorosuriolones ou Blactamir@&
A h irjuccables, sinon 10 jour@%
Prostatite \O?} 14 Cot imoxazole ou ﬂuoroqui{&\)lones
o @Q' sinon 21 jours
Infections de¢ l:) peau | Derme -t ypodermite non nécrosante 7 ,@‘?
et des tissu- mous E ~ A\ A
Infections Pertocation digestive opérée, appepicite <1 | O
intra aucominales pérée non perforée, cholécystite ope rée _ Q\(y
oéritonite localisée opérée £\ ©
Péritonite généralisée opérée a4
Infection de liquide d'ascive O\ 5 »
Diarrhées bactériennes riécessitant | 3
une antibiothérapie AN\,
N\ Infection a Clostridium difficile toxinozénc l 10 Plan APHP-Antibiotique CLIN
Groupe recommandaticn SPILF
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Patients with CAP should Qe‘ treated for 2 minimum of 5 days. Q,b&
The recommended duraﬁ’on for patients with good clinical resp%nse within the first 2-3 d of
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Shgﬂﬂd Patients With VAP Receive 7 Days or 8-15
& Days of Antibiotic Therapy?
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e For patients wgﬂh VAP, we recommend a 7- dav course of
ant nmlcroblai‘*therapy rather than a Ionggfduratlc. (strong
.ecomm@ﬁdatlon moderate-guality ewfdence)

. R@ﬁwarks There exist guuatlong,,b‘i’n which a shorter or longer
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Management of Adults With HAP/VAP e CID 2016
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THE CLINICAL USE OF PENICILLIN i
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“In general, the resuits

g el : : - . © \
e LT were satisfactory with doses of 10,000 units every four hours

for one and a half to two days.”
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Keeter CS et al. JAMA 1943
Dawson ViH & Hobby GL JAMA 1944
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[« One-day treatment for lobar pneuvmonia
\A‘ \}(’0
@QK D. R. SUTTON, A. C. B. WICKS, and LINDSAY DAVIDSON
<& &“z
S
Department of Mede:;qif{e, University Collz2e of Rhodesia
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An investigation was undertaken tgidiscover whether a single intramuscuiar dose of logﬁ-acting
(or mixed long-aciing and crystald&ne) pemcnllnn ork sin ingle day’s therapy with oral peaicillin|was
satisfactorv treatment for IoQé\' pneumonia. Thesc freatments were compared h standard
hospital oral and injection fferapies. All the =xperimental treatment regimes wete found to be
satisfactory. They providegdustification for tie:ting lobar preumonia on an Qﬁ%-patient basis in
order ic save hospital gdfnissions. _006\
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& TABLE J7I &
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Es§a| Pneumonhie Traitement Court
(PTC)

& PHRC national 12-202.0496

Hypcmese anhbmtheramgﬂﬁe 3 jours est suffisante chez les patients avec
? ime PAC répondant a 3 J%ﬁrs de C3G ou amoxicilline-acide cla\gﬁlamque

. Methode & &
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—  Essal rnultlcentrlqug (20 centres), Qf&"
— Controlé, randogﬁlse vs placebo {daouble aveugle), non mfenorg@

&0\5@' 6\:»’%’\0
> Critéres jnclusions R <
- Adon?’s pour PAC (10} & o
%Qw 1 SF: dyspnée, toux, exp. muco- g:’ur foyer de crépitants s &
& +  T>38°C & X

©
+ Nouvel infiitrat a la &7\( &
— Ayant répondu a 3 jours de TT par % ou amox-ciav. (J3) &
T S 3 l 8 C ,\O\}
+  Criteres de stabilité IDSA Ny
FC < 100/min et FR < 24¢/min) ©
Sa02 > 90% (mode oxygénation normale préalable PAC)
Pa Systoligte 2 90 mmHg
— Apte a prendre un traitement orai
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Résultats (1/2)
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C;Q@Fhité independant de Survetliance

«O&Q’ * Révision des 131 preiniers patlents ificlus : 19 ont présenté un EIG et 3 sont décédés.
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Hi@sfdbrique des criteres de Stabilite

< * Associé a bon pﬂ)nostlc (Halm et al. 2002)
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¢ Critére de §<Ort|e d’ hospltai.:atlonf(Halm et al.
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. CrLtere de relais per os (Rhew et ¢i. 2001)
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* Critére d’arrét apregﬁSh ? (Uranga et al. 2016)

/\
oy
2

e Critére d’arrét « quasi immédiat » >> PTC, AIR
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J;‘flstabmty on Hosplmi Discharge and the Risk
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of Adverse Outcomes in Patients With Bneun* onia
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Ethai A. Halm, MD, MPH; lehc@f\j Fine, MD, MS¢; Wishwa N. Kapoor, MD, I&(Q&PT—I
Daniel E. Singer, MD; Thﬂmas,ﬁ‘o‘dﬂrnfz MD; Albeit L. Siu, MD, MSPH (\@‘z’
1\0\) b\}’.oo
—_ s &)
By (———————— & 1 6@«:5\
= Ho. of Instabiltes | & 2t &
go0q B2 77 BAY 46.2 &
; W ; A3 ,r-,é\\ .
12 &~ Cohorte prospective
= o\ , .
z < - 680 patients
g 3 <0 e :
< - Si stabilité a la sortie
5 20+ 2CY... . .
= sighificativernent moins de
= 10 - ré hospitalisation
“ o - déces a
Mostally Readmissions  Major Events Not RTUA o
(P<201) [P0 (Pe0D1) P05} J.

Number of instabilities on disciiarge and rates of 30-day adverss outnonies.

Major events were defineo as geath or readmission within 30 du,a of
discharge. Not RTUA indicates not returned to usual activities witiin 30 days

of discharge.

Arch intern Mead 2002



Time to Clinjeal Stability
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With Cgrﬁmumtv‘-/-\cqwreu Pneumonia
Impllcati\@ﬁs for Practice Guidelines

Ethan A, @%Im MD, MPH; Michazl J. Fine, MD, MSc; Thoras J. Marrie, MD; Christopher M. Coley, MD;
W\Sh@g’l\l Kapoor, MD, MPH, D. Scott Obrosky, MS; Daniel E. Singer, MD
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Figure 2. -{‘hme needed to stabilize temnerature in patients with fever on ad-
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Figure 1.—Time needed to stabilize oxygen saturation, heart rate, respiratory
rate, and systolic blood pressure in patients with abnorma! vital signs on
admission.

Cohorte prospective multicentrique

686 patients

Délais avant obtention des criteres de stabilité : médiane J3

Apres obtention aggravation secondaire <1% des cas en réanimation

JAMA 1598



Stability in com[sﬂunlty acqulred pneumonia: one step
forward wﬂha’narkers'?

F Menendez,’ I’iﬁ’if’larl:lnt-:-z,1 S Reyes,’ J Mensa,? E Polverino,® X Filella,* C Esquinas,?
A Martinez,‘d@ Ramirez,” A Torres®

o Table 1 Characteristics, comorbidity anc initial severity, and clinical stability
65'0 Stability N~
& -
& . [ <3 days =3 days
&Q, \g'@. — —
<0 Chara‘g&nshcs n= 220 {55.8%) n=174 (44.2%) o Value
ée",. C h v . Mgﬁr\]\iSD} age (years) 65 (17) S* 67 (18) 0.2
s ohorte prospective M (%) 76/ 04 (34.5/65.5) 3,{“?}2!102 (41.4/58.6) 0.1
& Current smokers, n (%) 16 120.9) .\.{\\'Q’ 44 (25.3) 0.3
Espagnole %@Q’ Excessive alcohol coirsumption, n (%) 251011.4) 6@,‘}' 21 12.1) 0.8
Q@ Prior influenza vaccination, n (%) 93 (44.5) (QQ>\ 66 (37.9) 0.2
g . &° Coexisting illneszes, n (%) &
220 patients & Cardiac ins uificiency w182 25 (14.4) 0
@f? Rera! insuificiency 12 (55) § (1.6) 0.7
Diabates 49 | ) 29 (16.7) 0.1
Interet \'RP et PCT l\o Liver disease \b?’%é:}g 6 (3.4) 0.4
(‘\ COPD 6@?9 (17.7) 31 (17.8) 0.9
prgr)OS‘UC aSSOQ!,é auXx Neurological diszase ,\o\‘} 38 1(17.3) 31 (17.8) 0.8
© PSI, n (%) o .
2 | & ms 15 (2.6] 007 &
criteres de ’Qfa bilité I <& 82 (19.1) 26 (15.1) 04 &
\'» i © 45 (22.3) 39 (22.4) %.53"
Q\d‘ I ,\00" 75 135.9) 63 (36.2) ® ;,fh.g
© v S 8 (8.2) 29 (16.7) & oo
CURB-65, n (%) v &
0 X 41 (18.6) 22 (12.8) 8‘0\ 0.1
1 © 84 (38.2) 48 (27.6) 0\5" 0.1
2 55 (25.0) 54 (31. } 0.1
3 32 (14.%) 34 119@ 0.1
4 9 {3.6) 14 ] 0.06
5 0 ®n.1) 0.1
Antibiotic therapy, n (%)
[-lactam/macrulide combination 127 (51.7) 103 (59.2) 0.7
Fluoronuinoione 64 (29.1) 30(17.2) 0.006
B-laciamy quinolone combination 8 (3.6) 18 (10.3) 0.008
Thorax 2 09 B-lactam monotherapy 12 (5.5) 9(5.2) 0.e
0.02

Other® 9 (4.1} 14 (8.0)
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VNers une durée individualisée ?




JAMA Intarnal Medicine | Onguga?lnvesnganon | LESS IS MORE
Duration of Amlblotlc Treatiment

in Communﬂy -Acquired Pneumonia

A Multlgghter Randomized Clinical Trial

Ane Uran a\.}tﬁj Pedro P. Espafia, MD; Amaia Bilbao, MSc, PhD; Jose Maifa Quintana, MD, PhD;
Ignacio ga, MD; Maider Intxausti, MiD; Jose Luis Lobo, MD, PhD; Laura Tomas, MD; Jesus Camino, MD;
Juan{&ﬁﬁez, MD:; Alberto Capelastegi, MD, PhD

& il
«0 &e:‘

“7. . . 7 . . 7 \
«Essai de nen infériorité \\evf’“
, S

Qrdb(o
&
Multicentrique (4 hopitaux) Q@
2012-2013 0&"’
@Q
x@
. <3
312 patients &
&

Ran domlsatlongf‘JS
Arrét a 4&&*\ d obtention des criteres de stabilité ¢
- Arrét ée(lon clinicien en charge

Objectif : ©
- Guérison clinique J10 et J20
- QdV CAP J5 2t J10 (questionnaire 18 items : 0-9C)

539 Assessed for eligibility

227 Excluded
51 Declined participation
39 Died before day 5

57 Admitted to intensive care

X% unit before day 5
@E} 5 Chest tube
C}"\'i‘ 75 Prior antibiotic treatment
2 N .

\\6

————

312 Randomized D
?z,@ _— ~—

—
—
—

&
150 Random'zﬁovcontrolgroup

V.

. |
162 Randomized to intervention group
162 Included in iTT analysis

"
150 IE uded in ITT analysis l I
= W J
A '

2

IfBDUnavailable for follow-up

e P
13 Protocol violation <
1 Left hospital voluntarily §-»
6 Extra antibiotic after dlschargg\
without clinical worsening &
6 Lack of collaboration from~
physicians during hospitalization

3 Unavailable forfollow\%p

&

137 Included in PP analysis
13 Excluded frr"‘* analysis
)

146 Include h PP analysis |
16 g@luded from analysis j

\
%\"V
©



Table . %sellne Characterlgﬁcs of Study Partluoants

& Control Group Intervention Group
aracteristic \zQ’ (n = 150) (n=162)
e, mean (SD), @6‘" 656.2 (17.9) 64 7 (18.7)
X r@@@
&
Male @00 95 (63.3) 101 (62.3)
)
Fepale 55 (36.7) 61 (37.7)
&
o Facco <&
Ny

‘7'_\0 Current smokei 32 (21.3) 36 (%{&%
Never smoler 68 (45.3) 7@‘?44 7) @
Former smoker 50 (33.3) (0 52 (32.7) Fligibility (v\@c}
cohol consumption (yes) 24 (16.1)r<<\ Q 17 (10.5) é”}‘\

e <& N\
morbidities 0{\ &
3 . Patients = 18 years old, hospltallzé’d with a diagnosis of CAP. Pneumonia is defined
Liver disease 4,5(32 7) 4 (2.5) 6‘
Heart disease @38 (25.3) 39 (24.1) as pulmonary infiltrate 0013<<\chest X-ray not seen previously plus at least one
COMEES R LT i‘;\o e E 254 symptom compatible‘\@ﬁh pneumonia such as cough, fever, dyspnea, and/or chest
Cerehravascular disease Q’&‘z’ 16 (10.7) 9 (5.6) @,Q
15 . @ |
Penial disease o 12 (8.0) 12 (7.4) pain. <> K
o LG o0
COPD 0\}‘,8\ 21 (14) 27 (16.7) ‘7@6%% Obg-’f'\
Diabetes \;\’\ 25 (16.7) 21 (13.0) & &
. » e
arlson Com@ﬂidlty Index, median 1(0-2) 1{0-2) %8‘0 &0\:’1‘
XR) Q} ,\0\} 1O
. &

arlson C%morbidity Index, Q'<r\ & . %e«é
tegorized (jzg’ -xf"&
0 61 (40.7) 70 (43.2) oF °
1 37 (24.7) 47 (29.0) - 80% des patienis traités par F@
>1 52 (34.7) 45 (27.8) (5?}
tz Index, mean (5D)® 0.6 (1.6) 0.4 (1.3) &

- 10% beta !actamines +M®E

[ class

I-1ti 89 (59.3) 102 (63.0)

V-V 61 (40.7) 60 (37.0)
PSi score, mean (SD) 83.7 (33.7) 81.8 (33.8)
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Durée de traitement

Table 4. Resu:*s for Secondary Study L‘utcomes in the Per- Pmtocol Analysis?

\{\e’\v Control Group Intervention Group
Itcome < e ﬂl =137) (n_- 146) P Value 9
ne, median (IQR), d A% A vd &
i Taking antibiotics Qé“ 10 (10-11) 5 (5-6.5) ,@@ <.001 :
Not taking antihvlﬁi‘c's ,@((@ 21 (10-27) 25 (5-32) e OUT
Taking intravenous antibiotics _OQ@ 2 (1-4) 3(2- 4)(<> 22
Until clinical improvement Ob\} 12 (8-18) g\er?S) 41
Retuin to normal activity @‘5‘ 18 (9-25) ]:é‘ (10-21) .36
Raciagraphic resolution at 8&3’30 93 (73.2) @‘112 (81.2) 12
In-hospital mortality ' 2 (1.5) Q:\O 3(2.1) >.99
-d Mortality < 3(2.2) <& 3Q2.1) >.95
currence by ga‘y 30 6 (4.4) ’\° 4(2.8) 53
admmmgﬂ%y day 30 9 (6. g%’é 2 (1.4) .02
hoa@talcompllcatlons ‘\Q’
gural effusion 38 (7.3) 5(3.4) 15 »
S Treatment failure® ,\«\0"’ 2 (1.5) 32.1) >.99 &
Respiratory failure® \"9’\' 26 (19.0) 31 (21.2) .64 {Qjae’
Severe sepsis 7(5.1) 8(5.5) 89 &
Renal failure® 5(3.7) 6(4.1) .83;:6
ICU admission 2(1.5) 1(0.7) .\’,\%1
Use of invasive mechanical vertilation 2 (1.5) 1(0.7) &’\’Q .61
Use of noninvasive mechanica! ventilation 3(2.2) 2(1.4) @Q\ .67
Need for vasopressors 2 (1.5) 3(2.1) >99
Antibiotic adverse effects by day 30 18 (13.1) 17 (11.7) 72
Time with antibiotic adverse effects, mean (SD), d 3(2.8) 1.7 (2.1) .24
Length of hospital stay, mean (SD), d 5.5(2.3) 5.7 (2.8) .69

5

AkheAns

intiAare. Il inkAancivna ~ara ik, IND inkaraniarkila ranaa

rardinmaranhic nraaraccian Af nnAlimAnia Artha annAaraneca AF S AL
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Table 2. Results for the Primary Study Outcgﬁ(és a\ae'
i — i _ = -
Outcome \}6} Control Group Intervergif?n Group P Value
-to-Tra f a” V) N oo
tent-to-Treat Analysis @d\ ((\e
tal No. of participants 2 150 &»@3
<& *
nical success, No. (%)? o' d\ob
At day 10 v ;,e?\ 71 (48.6) \Q}Q’ 90 (56.3) 18
+ >
At day 30 gé\\f’ 132 (88.6) ‘3’\0 147 (91.9) 33
o
\P symptom qg@s?ionnaire score, mean (SD)? &é 06\5"'
v &
Atday5 24.7 (1@;,‘2103 27.2(12.5) .10 6@‘9
) 5
S5

At i@ﬁ > R 1?)%@%%9.0) 17906 Xes 69 9
r<@rotocol Analysis \,'\'\ QJ{\\Q
tal No. of participants \'\9137 146 @(‘?"’
nical success, No. (%)¢ @Q“\ ‘)&o‘
At day 10 67 (50.4) 86 (59.7) ,\'\O.\IZ
At day 30 126 (92.7) 136 (94.4) \,\9"' 54
\P symptcm questionnaire score, imean (SD)° @Q}d?‘
Atday 5 24.3 (11.4) 26.6 (12.1) .16
At day 10 18.1 (8.5) 17.6 (7.4) .81
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Th,é New Antibiotic Mantra—"Shorter Is Retter”

Brad Spellberg, MD @

15"
7]
&

Of course, the@ﬁ\ltlmate goal is to [customize dura@on |of
therapytothe Raflent sresponse. Sowhatshould v{geé clo when
patients are gfven a prescription for a fixed duratg@% of therapy
and thelgos”ymptoms resolve before they comp”fete the course?

Here@\‘/e need to change the dogma: pa@lents should no lon-

ggﬁ)e told to keep taking the antlblotm? Patients should be told ob&-’?-‘(’
,be\?t«hat if theirk ymptomc resolve before completing the antibi- B
» <0
o otic they shou i_nunlcafe«wnh their physician to deter- &

mine if they can stop therapu;? early Health care professionals
should be encouraged to allow patients to stop amtlblotm0
tieatment as early as possible on resolution of symptoms “of
infection. Ultimately, we should replace the old dogma of
continuing therapy past resolution of symptoms with a new,
evidence-based dogma of “shorter is better.”
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PCT ?

Effec;»‘%f procalcitonin-guidec antibiotic treatment on

mgﬁ"tallty in acuvie respiratory |nfect|ons. a patient leve!

Qg,h'leta -analysis

Philipp Schuetz*, Yaninick Wirz*, Ramon Sager®, Mirjam Christ-Crain, Daiana S
Jean Chastre, Fiorence Tubach, Kristina B Kristojfersen, Olaf Burkhardt, TobiaQWelte, Stefan Schroeder, Vandacl- Nobre, Long Wei, Heiner C Bucher,

\<‘

&

N
\, Michael Tamm, Lila Bouadmc, Charles E Luyt, Michel Wolff

Djillali Annane, Konrad Reinhart, Ann R Faisey, Angela Branche, Pierre Q&@as, Maarten Nijsten, Dylan W de Larige, Rodrigo O Deliberato,

Carolina F Oliveira, Vera Maravié-Stojkovic, Alessia Verduri, Bianca B,

Jos A Hvan Oers, Albertus Beishuizen, Armand R | Girbes, Eveliené{ﬁong, Matthias Briel*, Beat Mueller
o

&

990 records identified through database searching

Q;\O

of Cochrane Centra! Register of Controlled Trials, x@
MEDLINE, and Fnbase A
&
& .
919 record%xcluded based on review of
g tit| d abstracts
X |
wJ
3 &
- Y
71 articles assessed for eligibﬂk@ |
A
q
¥
(5?" 39 articles excluded
Q} 1did not use procalcitorin
© 2 reviews
2 paediatric studics
2 editorials

y

26 non-randomised trials
6 duplicate publications |

. —

(9909 participants)

32 RCTs included in aggregate data analysis

A

P 2 datasets with no identifiable respiratory

4 datasets not received

infection patients

i7 26 RCTS included in final patient data analysis
(6708 participants with acute respiratory

infections)
|

¢, Bin Cao, Yahya Shehabi, Jens-Ulrik S Jensen, Caspar Corti,

Schuetz et al. Lancei 2017

Data are mean (SD) or n (%). ICU=interisive care unit. COPD=chronic obstructive

pulmonary disease.

Control Procalcitonin
(n=3372) group (n=3236)
Agc, years 612 (18:4) 607 (18-8)
Sex
Men 1910 (57%) 1898 (57%)
Women 5&‘3" 1462 (43%) 1438 (43%)
Clinical setting 2 (\
Primary chv} 501(15%) 507 (15%)
Em(e.cr?\my department 1638 (49%) 1615 (4%%)
1233 (37%) 1214 (3%
,Q’{?%mary diagnosis
Total upper acute respiratory 280 (8%) 292 (9%)
infection
Common cold 156 (5%) 149 (4%)
Rhino-sinusitis, otitis 67 (2%) 73 (2%)
Pharyngitis, tonsillitis 46 (1%) 61 (2%) (Q
Total lower acute respiratory 3092 (92%) 3044 (91%) ,60{\
infection \}""
Community-acquired pneumonia 1468 (44%) 1442 (4%Q§
Hospital-acquirerl pneumonia 262 (8%) 2@%7%
Ventilator-associated pneumonia 186 (6%) “f84 (6%)
Acute bronchitis 287 (9%) &f’ 257 (8%)
Exacerbation of COPD 631 (IQZA‘?) 621 (19%)
Exacerbation of asthma 1{6?’4% 143 (4%)
Gther lower acute respiratory 131 (4%) 144 (4%)
infection o
Procalcitonin dose on enrolmen Q'\"
Data available \(}’} 2590 (77%) 3171 (95%)
<0-1 pg/L @QQ 921 (36%) 931 (31%)
0-1-0-25 pg/L 521(20%) 608 (19%)
>025-0-5 ug/L 308 (12%) 383 (12%)
>0-5-2-0 pg/L 358 (14%) 520 (16%)
>2:0 pg/L 482 (19%) 679 (21%)
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& Résultats
& b
&
oo
&
S
N
Q:\Z- X
~ &
(\{Q"?' 6}‘\{\
=3 \\66 E}{&
&
Q@ntrol (n=3372) Procalcitonin group Adjusted ORé@'S% Cl)*, p value Pinteraction
& (n=3336) N

R N\ < -\ & N\ ~

Querall 08:’&0 - ao") . ¢

| 30-day mortality & 336 (10%) 286 (9%) @“83 07 t0 0-99). p-0-037

Treatment failure ,\o'& 841 (25%) 768 (23%) & 0-90 (0-80to 1.01), p=0-068

Length of !CU stay, days Q&" 13-3(16:0) 137 (17-2) 6@6\0 0-39 (-0-81 10 1:58), p=0-524 - |

Lenqth of hospital stay, dggs 13.7(20-6) 13-4 (18-445° ~0-19 (-0-96 t0 0-58), p=0-626 : _ S

Antibiotic-related ﬂdg;éqgfects 336/1521 (2 %) 247/1%}/61‘2?16%) 0-68 (0-57 to 0-82), p<01-0001 - 06\5‘9[
Y?Q © K
™ > A
©Q‘ ,\O ‘Q:'J.
00 @G
Control (n=3372) dProcaIatonln group Adjusted OR or difference (95% Clb Pinteraction
Q‘ (n=3336) p value* ‘)b“
W . = A% [ 2]
)

Overall Q\’,\
Initiation of antibiotics 2894 (86%) 2351 (70%) 0-27 (0-24t0 0-32), %@ 0001
Duration of antibiotics, dayst 9-4(6-2) 50 (6:5) -1.83 (-2-15to -1 55©p<0 0001
Total exposure of antibiotics, dayss 81(6-6) 5.7 (6-6) -2:43 (-2-71to -2-15), p<0-0001

Schuetz et al. Lancet 2017
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AILez jusgu’au bout du traitement ?

" o The BMJ 9 brj_latest uil. ) v
\S_\Q’ BMJ 2017350 /3416 i 10.1136/bm} {3418 (Published 2017 July 26) b{*’ Page10f5 RESPO”SE -0 our ana[)5'5 article on CO"‘D'“‘ ng #antibiotics courses from
0 nv - BSACand!AC bmi.com/content/358/bm
&’ o

e(\\ @

: % s° ANALYSIS
Check for @
| updates, Q-’b

2

The antibiotic course has had it§ day

With little evidence that failing to complete a pres(ﬁgi antibiotic course contributes to antiniotic
resistance, it time for policy makers, educator% d doctors to drop this message, argu= Martin
Llewelyn and colleagues

;\0

Marin J Llewelyn professor ofrnfectlo@g?seases , Jennifer M Fitzpatrick spacialic reglsl'rar in
iniection®, Elizabeth Darwin prolecI@"anager SarahTonkin-Crine health psychoiogist*, Cliff Gorton
ietired butlu'lng surveyor John P@\?consufiani in mlcroblology Tim E A Pelo professor of infectious
diseases’, Lucy Yardley p or of health psychology Susan Honkins consultant in infectious
diseases and microbfologé(yx!

nn Sarah Walker professor of medical statistics and epidemiology®
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Antibiotiques: NoN, vous n'étes pas obliaés de finir la boite rem%tan@’e For exampie, in materiais supporting Anjghiotic
Mvousvussetez ledx AL@&T&II&&H Week 2016 WHO advised patients t :Qﬂ“&’alwaya

am\b\ot\que augmemeran le risque de résistance aux médicaments

L@mumlele the fuil prescription. even if you f eejﬁ[‘}euer becausze
-H-ﬂﬂ-l!

stopping treatment earlv promotes the wmgﬁm of drug-resistant
I g bacteria.” Similar advice appears i1 113&%11:1] campaigns in

% S €DF eDF pulse
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TI}J@Z Duration cf Antibiotic Use among Adulg@wnh Uncomplicated Community-Acquired Pneumonia
0\
‘6’:\0 C}“\‘i‘\&
¥ Requiring Hospitalization in the UnitedStates N
& &
Q’b Ry
e 3
(Q(e,@ &
& S
b\)(? Q’Q{b
- Etude rétrospective &
6‘\6 3,000 . O(\
- Base de donnee QS\{Q:’. 25001 l.engih of therapy >7 daysi@%ﬂ» 150004 | Length of therapy >7 days: 67%
L) ) {Q:.J. [N 2 000 4 \3\'6 (QI
infermatique hospitaliére éé,f\" &
\}‘) '§ 10,(10*’ b
«0 g 150 O
Q
(2012-2013}
> 1,0004 1 R
Q}d?- I r 5,000 ) ‘7'_&0
- PAC simmple w &
K\

" [ S ol e o

- 22 128 patlents 2 30 35 37 2 5 10 15 20\}5 25 30 36 37
Length of antibictic therapy (days) é\,\o
7 . 18-64 yeers >65years
- Duree moyenne 9,5] Private insuraince Meerig\.are insurance
n=22,128 patients @@ 0,746 patients

70%>7;

Yietal. CID 2G27
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) sciplinary intervention to reduce antibiotic duration in lower
<& resBmJtory tract infecticns

X
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(o
Co'ir: Murrayt, Arlg@% Shawt, Matthew Lloyd, Robii P. Smith, Thong@sc Fardon,

<<\ Stuart Schembri and James D. Chalmers*

Cl

b\ftudy design
&
"2 - . -
GULAR om Ty s ‘
&0\5{ THERAPY = {r“: %jﬁ} = | R
AMCKICRLING N ‘ X Sl &©
Automatic stop dateg‘ In |oeac %111 i #:1‘— '@9
Q’ COE o —— -
o\\_ ‘ % "l°‘!'¢ “;;1‘ X }_L L ’\'\\}
‘)8\ €20 I O, s e Xl
«0\} {e,"Q’
Antibiotic dp?at/on protocol i araise e 8‘6\\?’
& l o
& <8
© NS | A
I > I
Yes \@5 No
| % |
CURB6S5 score AECOPD with
sputum puiulence?
_] r - ]
Mild (0-1) Moderate/severe (2-5) [
| | Yes No
5days 7 days 5days Aiitibiotic use
Discouraged

5days

\\6

- 280 patients avant
interventions &
- 221 apres &
- Réduction durée de &Q,@Q
traitement : 8,3vs 6 §;j
(P<0.001, 18.1% re?‘fuctlon
relative). O\;P
- Elliés au>@%tb réduit :
31% Vé%\?[9% (P=0.02,
39.3% reduction renatlve).
- -Pas d’augmentation
mortalité ni de LOS
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Pyogemc «?ertebral osteomyelitis: identification of microorganisio
and lagfﬁratory markers used to piredict clinical outcome

Q,Q
Sa@QHoon Yoon * Sang Ki Chung - Ki-Jeong Kim -
Iz]?un Jib Kim - Yong lun Jin - Hong Bin Kim

(b)

(roirvhr)
30

B Organism(+)
[J Organism(-)

70 | ‘\°

60

-

10 -

qua?)rte prospective de 45 cas

é@e SDI

34 microbiologiquement
docurentées (SA +++)

39 opérés

Durée de traitement = 8
semaines &
Valeur prédictive de QR‘P et VS
a 4 semaines sur e@hec
CRP>27,5 mg@.@“’

VS > 50 o

Risque d’échec X5



Factors associated Wlth time to clinical stability in complicated skin and

skin structure mfe,c‘tlons

\\e

liroH Jaaskelame@%&Lars Hagberg?®, Erik Forsblom', Asko Jarvinen'

%@
@0{\@
Ob\}g
& 402 patients hospitaiisés, 2 V|IIe§, sur 4 ans

e DHD \@,@‘

& Réponse rapide <4;j, repongé tardive>3j >> obtention stabilité cllrysque
& ’
Stabilité clirique : amep?atlon locale et systémigue de | mfecgrbn
5 <‘<>‘>\6
o Q’b
& &
[ Variable < Clinical | Clinical | Clinical ~ Clinical 4° Clinical Clinical
& stability stabiliy stability stability ~ «° stabiiity stability
> & | 0-3days | 4-5days | 26days | 24vs.03 days“ 4-5vs. 0-3 days _ 26vs. 4-5days ¢

Full analysis population (N=40?) 239 111 52 OR(95%Cl).| p OR (95% Cl) D OR (95% Cl) p &

Hognitalized again due m‘:’ssm 39/232 | 19/109 | /49 [ 1.03(0. 60 476) [ 0.98% | 1.05(0581.92) | 087 | 0.92(0.37-2.28) 08on"

| (n=66, data ava|IabIe{oT3391 pahent) (17 %) (17 %) (16%) <&

| Inital treatment@’dlflcatlon 371236 | 54/110 25151 51§>‘(3 25-8.27) | <0.001" | 5.19(3.11-8.66) | <0.001° | 1.00 (0.51- 194):\0 099

(n=116, data avilable for 397 patient) | (16 %) (49 %) (49%) | &

Length of hospital stay, days 7(4,13) | 16(10,31) | 33 (20,59 | <0.001° <0.001° 8@*‘*’ <0.001°

[n=378, median (IQR25, 75)] (=232) | (=103) | (n=4d} h | h
Duration of anfimicrobials, days 1217,25) | 27 (16, 43) | 2916, 48) Q00T 00T A < U.b".”"l
| [n=395_median{IQR25, 75)] [p=234) (a=110) (n=51) N P i

No. of antibiotic coursus 98 14) 41 (21) 55(2 7) <0.001° <0@§SIK | 0.001°
[n=401, mean /S7)] | (n=239) | (n=110) | (n=52) |

No. of clinics during hospital stay | 13(0.7) | 20(14) | 24(14) <0.001° <0.001° 0.048"
[n=402, mean (SD)] (n=239) (n=111) | {n=52) ~

CMI 2017



Conclusions

(;@ * Quand peut on gﬁ*eter un traitement

6
@\ &

antibictique ?¢
In.ectloq¢e2p|rato:re qw;nd/des@ue « cava
mleux«oﬁ@ Q{\O&}c@
Inté’ctlon urinaire : ;.pyrexng;@ Depuis ? b@f‘\é

o
\‘2"7 Q“

y‘TOA « Endocardite », se,p"tlcemw a stapnylocoqueoo
aureus : évaluer des cfitéres de réponses ,ﬁ

Qﬁc’ 5\0\
f.:,

©

— Toujours si infection viraie ou colonisation ¢*
©Q§y



; § q@\ezgi\{\@
O &o{\@z@zq
ebs"\o&e,«eq*\ S
2
. S @&Q}\ez&,&'\{\\?}ﬁ“&
ob\)&ow‘z R
; @&-@,&6{5\
& 2, ,
()?\,\5'3\"\‘\0 9&0\
@Q\ I
~ .F |
. ‘
1‘
‘i
& < Qéa@zq'o&q}\ee,c}&@é“
& (“%’\0 N \)&o
©Q-cy\,‘§<'\‘\o\§’&o\&.‘=ﬂ S ,
| E '\
' ‘E T
N
\ \
- &bc,e,c\bc,"\o &z&eqkobo&ooé
(_}?-,ﬁi;\‘\o\;ﬂ&ow
™ N



4\‘@
&
<>°°
Ob\}g
QJ@Q&
é“"@
5"6
VOU A ClI
A
A
> £ E
&
. ‘;\o ,@}
6\"‘-”‘12," g | ' ,
'\«0\}‘)& .
Q\'
oy e
©<2~\
VO ?
Uus e ﬁ&‘
Q . Q{b (bﬂb\@@r
A Q&@e
O ep,\ob\}b O
I
1y
N
\’LQ'\',\«OO r
@@LV Z D -y
[ ]



co Dans une gal )@) roche, trés prache,
QQ/ I'étude PTC S\ réussi a inclure 160

patients, @plus de 50% de Veffectit
‘ , total,
Pour ir atteindre nos objectiis,
ons mclure 13 pat\ents par
, ne passez paa du coté obsc Q

orce : raccourmssez la d\@e de
ltementantlt,lothue m ;

Q)ans PTC tu incluras et 3 jours
d antlb:ot:ques tu prescriras ! »
Yoda

PNEUMONIE

Ja=r ELUDEP
SASIN 2

WINTER BLEANGBUT...

P




@Q Devenez Chasseurs de PTC !!

X2
¥ Comment ? Cest tres simple ! Qj\tﬁ'
1) Trouvez votre potentie! PTC &
2) Capturez-le i &
apturez-le ! @
> 6:58 PM ET
; % NEWSROOM
(o -
D
’ PTC 198 pahents
\(J

©Q~

Vous avez iusqu'a Octobre 2017 I!!
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Quéls criteres de stabilité pour ies

autres pathologies ?

Qu’est ce « qu’aller mieux » ?
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11 >> fievre & &@@
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SSTI > CF CI\/QLPfFactors associated W|th aﬂme to ciinical
r)|I|ty in @f)mmpllrmed skin and skm structure
'ﬂfectlo (CMI 2017 Jaaskelamen et al)

IOA ?8‘0 {\ﬁ’/\o
Iqjéctlons subintrante s/chrgmlques >> difficile d evalugof’
eéx bronchite

x5
\CF‘ X

Gravits initiale probablement pas critére de
prolongation >> seule compte la réponse au mealtemen+
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<°« One size does not fits all »
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~ ¢ Individualisation.de la durée de traitement
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Instabilityson Hespital Discharge and the Risi
of Adverse Outcomes in Patients With Pneumonia
&

@
Ethan A. g}gbﬁm, MD, MPH: Michael . Fine, MD, MSc; Wishwa N. Kapoor. MD, MPH;
DanffIKgéc‘Singfr, MD; Thomas J. Marvie, MD; Albert 1. Siu, MD, MSPT]
&

< &
& c}\
& ¢ &

<
o)

&

o
Bezzkground: Investicating claims that pal'%beﬁé are being
sent home from the hospital “quicker ghd sicker” re-
quires a way of obiectively measuring@?propﬁateness of
hospital discharge. eﬁd\o
)\
Objective: Todefine and v%l@ﬁ%te a simple, usable mea-
sure of clinical stability ogedischarge for patients with
community-acquired lig’e monia.

.&"’:\a
N

Reswils: Of the 680 pauents, 19.1% left th%ﬁ)spital with
1 ov more instabilitics. Overall, 10.5% @l patients with
no instabilities on discharge died ox?were readmitted
compared with 15.7% of those \.@iﬁl 1 instability and
46.2% of thosc with 2 or mor {\f(I\lStabililiES (P<2.003).
Instability on discharge (Eg\}iﬁlstable factor) was asso-
ciated with higher risk—acggsted rates of death or read-

mission (odds ratio [Og‘ﬁ 1.6; 95% confideiice interval

© [€i], 1.0-2.8) and [@ﬁlre to return to usual activities {\5
Methods: Informgtion on daily vital signs and clini- (OR, 1.5; 95% Cl @b.0-2.4). Patients with 2 or more in- \}é‘o
cal status was ected in a prospective, multicenter, siabilities had @5-fold greater risk-adjusted odds ot &
observationa&\%ohort study. Unstable {actors in the 24 death or rea@ission (OR, 5.4; 95% CI, 1.6-18.4) e@Q
hours prigs’to discharge were femperature greatei ‘)8‘0 <
than 378°C, heart rate greater than 100/min, respira- Conclusions: Instabilitv on discharge is associated with &'
tory rale greater than 24/mip, systolic blood pressure adv @% clinical outcones. Pneumonia guidelines and ‘%G.‘:(A
lower than 90 mm Hg, oxygen saturation lower than pathways should inciude objective criteria for judging .\,@&
00%, inability to maintain oral intake, 2ud abnormal ©ﬁability on discharge to ensure that efforts to shorten c)&o
mental status. Ovicomes were deaths readmissions, length of stay do not jeopardize patient safety. <>
and failure to rewarn to usual activities within 30 days Q’\’f\
of discharge. Arch Intern Med. 2002;162:1278-1284 (FQ’
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Table 1. Gharaciaristics of 680 Paticnis Hospitalized
With Comirunity-Acquired Pnetinonia®

" v, . |
Sociodemoyrannic Characteristics <
Ags, Y &
e
1844 & 202 (30)
45-64 & 179 (26)
=65 o\ 299 (44)
Female 5ex Q@(o 349 (51)
White rac: ) @6 564 182}
Type of inzurance <&
Meqizara/private o0 472 (61)
Medicaid o 75 (11)
Canadian medical mSL@'ﬁce 155 (23)
Uninsurad e 35 (5)
Married X 292 (43)
Education (- ah@h school) 256 (3L)
Admitted fn@‘nu rsing home 601(9;
\ff‘z Clinical l'.'rl..rm ristics
[:urr&ﬂ:n:lmes on presentation
d:’hn:rmc abstructive pulmeonasy; disease 143 (1)
Gn ronary artery disease 133 (20)
Diabetes mellitus a0 (13)
Gongestive heart faiure 78 (11 ]
Asthma 64 (9) ,\
Cerebrovasculzr disease 61 {@
Renal incufficiency 408
Active cancer Q§E (5)
Liver disease 12 (2)
Seveitty of illness on admissi it
Risk class | 148 (22)
Rizk class I 187 (28)
Risk class 1l 151 f5'21
Risk class IV 138 (24)
Risk class V¥ oR 14)

Table 2. Fiaquency of Unstable Vital Sign
and Clinicz! Status Factors on Discharge*

[ L) "
Tervperature =37.8°C 23 (3%)
.-tnsplraturj,f rate 324frn|{t:> 26 (4%)
| Heart rate =100/min (\Q’ 24 (4%)
Systolic blood pre&ﬁ:re =90 mm Hg 71550
Oxygen saturatpf <00%+ 40 (6%)
Altered mengdt status 1 12%)
Inability fe Maintain oral intake 12 (2%)
Mo. Q(@ stable factors per pziient
& 550 (81%)
6“1 17 (17%)
0 =2 13 (2%)

*Data are number (percentage) of patiznts (M= EE-EI}

§

+Hypoxemia defined as an 0xygen sammlun rate lower than 90% ora !o{\

Pao. lower than 60 mm Ho.

g |

| = No. of Instablliiles

£ 5] (W0 O om il

E — e

=

3 40 8.6

.

=

T,

a m4

=

o3

=

| = 101

&

0

Mortaliy Readmissions Major Eents
(P01} [P=00) (P00}

Mot RTUA
{P=105)

l

Mumber of instabilities on discharge and rates o1 2J0-day adverse outcomas.

Major events were defined as death or reac mi=sion within 30 days of

discharge. Not RTUA indicates not returned io usual activities within 37 days

of discharge.
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éeﬁl'%hle 3. Effects of instahility on Rischarge on Unadéiﬁ"\ted and Risk-Adjuzted 30-Day Outromnies®
I e B, &, _ - A S/ .. ry & I :
be(o Definition of Disability on Discharge (N = 680) é.‘@f‘” '
2 . . -
RSN 2 :
Outeoms o~ & Anyt 0 i S =2 P Valueg
\.lat:l Ob\}(? r{Q
| Unadjusted & 28(1.267) 1.0 1.4(0.4-4.2) Q@""' 23.9 (5.0-82.4) ] <001
Adjusted /\0'@’ 21(0.8-5.4) 1.0 11 {D.E—S_\S}&e" 14.1 (5.1-69.0) -
Readmissien &' ’5\06
Unadjusted o 16(028-2.9) 1.0 1.4 (QF-2.6) 45 (1.4-15.3) —! 0 |
Adiucted © 1.5 10.5-2.7) 10 1.890.7-2.5) 35 (1.0-12.4) _| RN
Maior event 5,5\0 & o
Jnadjusted 5 1.8 (1.0-3.0) 1.0 _ %g‘@" 1.4 (0.8-2.5) 7.4 (2.4-22.8) :I ﬁ‘j"g
Adjusted O 16 (1.0-2.8) 1.0 8\0’“ 1.3 (0.7-2 4] 54 (1.b-18.4) og?*'
Failure to retuaﬁ% usual activities > ? A
Unadjua’[é‘a 1.7 (1.1-25) 1&3 1.6 (1.1-2.5) 25(0.8-8.3) :I @@G 007
Adjusted 15(1.0-24) 0 151i.0-2.4) 1.6 (0.4-6.1) & ’
X r @Q} °
Ny .~
Q'\/’\«O
Vv
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Time to Clinjeal Stability
in '-'atlentgéf-losplta.zed

\With Cgrﬁmunlt\/‘-/-\cquweu Pneumonia
Impllcati\gﬁs for Practice Guidelines

Ethan A. @%Im MD, MPH; Michazl J. Fine, MD, MSc; Thoras J. Marrie, MD; Christopher M. Coley, MD;
Wlsh\gazN Kapoor, MD, MPH, D. Scott Obrosky, M5; Daniel E. Singer, MD, ¢,
<8 &
o &
E:Q’ Context.—-Nlainy groups have deveicped guidelines to #rten hospital length of 5@"
stay in pneuniciia in order to decrezse costs, but the Ieﬁgth of time until a patient 2
hospitalizad with pneumonia “ecomes clinically stable®has not been established. &
Obiective—To describe tive time to resolution®f abnormalities in vitai signs,
ability to eat, and menta! status in patients with cglﬁmunlty acquired pneumcnia and &
assess clinical outcomes after achieving stability.
Design.—Prospzctive, multicenter, ob@?vatmnal cohort study. &
Setting.—Three university and 1 co;:@‘munlty teaching hospite! in Boston, Mass, "<>°<\
Pittsburgh, Pa, =nd Halifax, Nova Scﬁtla b\:»‘*
Patients.-—3ix hundred aght;@é}'x adults hospitalized ‘vith community-acquired
neumoniz. -
? Maziir Cutcome Measure@.—Tlme to resolution of vital signs, ability to eat, rnen- /\o‘\:’\ {\5
tal status, hospital length ofStay, and admission to an intensive care, corcnary care, (ge,"'
or telemetry unit. Ny 2 O
Results.—The ian time to stability was 2 days for heart rate (=100 beats/ & g
min) and systoll%p'}ood pressure (=90 mm Hg), and 3 days for i=spiratory rate (=24 Q\}o N
breaths/min), @Xygen saturation (=90%). and temperature *’f’%( 2°C [99°F]). Th@é
median tlmééo overall clinical stability vas 3 days for the most lenient definitiol\of
stability and 7 days for the most conservative definition. Fatients with more sévere &
cases of pneumonia at presentation took longer to reach stability. Once stafility was
achieved, clinical deterioration requiring intensive care, coronary care, &Ptelemetry R
monitoring occurred in 1% of cases or fewer. Estween 65% to 86% of patients /\’\O
stayed in the hospital inore than 1 day after reaching stability, and fewer than 29% f@\'
to 46% were converted to oral antibiotics within 1 day of stability, depending on the <
definition of stability. %
Conclusions. —Our estimates of tirne to stability in pneumonia and exzlicit cri-
teria for defining stability can provide an evidence-based estimate of optimal length
of stay, and outline a clinically sensible approach to improving the efficiency of in-

patisnt management.
TAMA. 1998:279:1452-1457
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Individualizing dufation of antibiotic therapy iii community-acquired

. S
pneumonia &\QF

&

Stefano AlleI‘&R{G

Giovanni S

Marco a‘i‘chlonl

Giuseppe Milani k, Paola Faverio |, Luca Richeldi

Massimiliano Villani ', Antonio Voza *, Eleonora Tobaldini
rea Bellone ', Matteo Bassetti “, Francesco Blasi * c\

, Julio Ramlru , Fabio Giuliani ¢ 11mothy Wiemken ”
¢ Sara Tedeschi ¢ Manuela C?“h(fatl , Vincenzo Valent1
Marco umera I Roberto Piro ' Manuela Del Forno’/,
m I\/Iartma Deotto ",
%' Mauro Bernardi °,
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RCT Italie < &
NG
Patients randomisés aof)artw de J5 si stabilité = 48h &
Interruption premQaatu rée 260/892 (marge de rion- mfeno(ga‘te de
0 &
5%) & &
e o
ca(& ‘\Q’d\
& e ‘
0{\? 0 . 0(\
5 & &
o 3
oS «” N b"’é\\ £l @6
A
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Pneumonia-related complications, n (%) © 1(0.7) 2(16) o 0471
Clinical failure during hospitalization, n (%) 1(0.7) 5 (4.0) ,\’\0 0.090
A new course of antibiotics given for the pneumonia, n (%) 5(3.7) 8 (6.43)'\’ 0.238
Re-hospitalization, n (%) 7 (5.2) 6 (&8) 0.558
Mortality, n (%) 1(0.7) £3.2) 0.162
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Figure 1.—Time needed to stabilize oxygen saturation, heart rate, respiratory
rate, and systolic blood pressure in patieris with abnormal vital signs on

admission.

Figure 2—Time needed to stabilize temperature in gﬁlents with fever on a
mission.
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Stability in compaunity-acquired pneumonia: on

forward with.harkers?
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Background: Biologira! markers as an expression of
systemic inflammation nave been recognised as useful for
evaluating the host response in community-acquired
pneumonia {CAF). The objective of this study was to
evaluate whether the biolngical markers procalcitonin
(PCT) anc C-reactive protein (CRP) might reflect stability
after 72 h of treatment and the absence of subsequernit
severe complications.
Methods: A pruspective cohort study was periorimed in
394 hospitaliised patients with CAP. Clinical stability was
evaluaterd using mndifiegdgrélm's criteria: {emperature
<37.2°C; heart rate c&£ 100 beats/min, respiratory rate
< 24 hreathsfmin;b\gi?smlic blood pressure =90 mm Hg;
uXygen saturatgaﬁe =90%; or arterial oxygen tencior
=60 mm HgPCT and CRP levels were measired on day
1 and afe? 72 h. Severe complications were defined as
mechgﬂﬁéal ventilation, shock and/or iniensive care unit
(ICW) admission, or death after 72 h of treatment.
bﬁ%sults: 220 patients achieved clinical stability at 72 &°

< and had sigrificantly lower leviis of CRP (4.2 vs 7 r@@?dl}

and of PCT (0.33 vs 0.48 ng/ml). Regression Ingjs‘%ic
analyses were performad (o calculate several gfeas under
the ROC curve (AUC) 1o predict severe cn@ﬁﬁcatinn s. The
AUC for clinical stability was 0.77, 0.84%hen CRP was
added (p = 0.05Y) and 0.77 when,\@@br was added

(p = 0.45). When clinical stahilim'\was achieved withii
72 h and marker levels weragﬁélnw the cut-off pcints
(0.25 ng/ml for PCT and 3 fha/dl for CRP), no severe
complications occurred.

Conclusions: Low levels of CRP and FLT at 72 h in
addition to clinical criteria might impiove the prediction of
absence of severe complications.
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Table 1 Chiaracteristics, comorhidity and initial severity, and clinical stability
Stability ‘ég@’
<3 days N\{\@, =3 days
Characteristics n= 220615‘?}‘.3%} n=174 (44.2%) p Value
Mean (SD) age (years) EQQ?I"}} 67 (18) 0.2
F/M (%) Qf?{%!l 44 (34.5/65.5) 72102 (41.4/58.6) 0.1
Current smokei=, i (%) 'Qf(\ 46 (20.9) 14 (25.3) 0.3 \\@
Excessive alrohal consumption, n (%) = 25 (11.4) 21 (12.1) 0.8 &Q’a
Prior imiineiza vaccination, n (%) @ 98 (44.5) 66 (37.9) 0.2 Q"'-‘
Coexisting illnesses, n (%) 0(\"’ %@Q’
Cardiac insufficiency @Q‘\ 40 (18.2) 25 (14.4) 0.3 (\@
Renal insufficiency \5@’ 12 (5.5) 8 (4.6) 0.7
Diabetes < 49 (22.3) 29 (168.7) n.&b\‘-*
Liver disease 5 (23] 234 R
COPD g;e’ 29 {11.7) 3t (17.8) ,@:‘ 0.9
Neuologiqb isease 34 (11.3) 31 (17.8) AQ 0.8
PSl, n (%R &
I ,\0\)" 32 (14.5) 15 (8.6) & 0.07
R 42 (19.1) 28 (16.1) _\,é,‘ 0.4
\’LQIII 49 (22.3) 39 122.4&0 0.9
™ v 79 (35.9) 63 l%@.‘!} 0.9
© v 19 15.2) g}q’ha.?} 0.01
CURB-65, n (%) >
0 41 (18.6) (}} 22 (12.6) 0.1
1 84 (38.2) S 48 (27.6) 0.1
2 55 (25.0) 54 (31.0) 0.1
3 32 (14.5) 34 (190 0.1
4 8 (3.6) 14 (8.0 0.06
5 0 2(1.1) 0.1
Antibiotic therapy, n (%)
p-actam/macrolide combination 127 (57.7) 103 (59.2) 0.7
Fluoroguinolong 64 (29.1) 30 (17.2) 0.006
[-actam/quitioione combination 8 (3.6) 18 (10.3) 0.008
P-actain ronotherapy 12 (5.5) 9 (5.2) 0.9
Other* 9 (4.1) 14 (8.0) 0.09

Thorax 2009
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\MANAGEMEHT OF COMMUNITY-
N
ACGUIRED PNEUMONIA

& ETHAN A. Hatin, M.D., M.P.H,,

AND ALviN S. TERsTEIN, M.D.
&

N
Overali, the median time to cIinicaIégt'gbiIity is three days among low-risk patients, four days amcng
moderate-risk patients, and six day’s among those at high risk.33 Once a patientis .condition
becomes stable, the risk of serigus clinical deterioration is 1 percent or less, even among the sickest
subgroup of vatients. & &

< <
Conversely, patients whoéaw% discharged befcre their condition has stabLlé'r‘?\ed have highear risk-
adjusted rates of death@r readmission and return more slowly to theirUisual activities.37 Several
rancomized controlledtrials and observational studies corroborateﬁ‘ie safety of this type of
discharge criteria,25,38-43 &
Aithough these studies used various designs and ways of defin

' t}g clinical stability, they all stressed
the importaneé of the resolution of fever, improving respiragory signs or symptoms, the abiiity to
take oral ag&?biotics, and the absence of other active meg}jﬁoal problems. Similar stability criteria can
be used 6 determine when patients can be switched f@l;é‘m parenteral to oral antibiotics. This topic

has rg@é\ntly been systematically reviewed.43 ©

Q X
Ingﬁef, data from randomized contrclled trials agﬁs\prospective studies indicate that early sl

cénversion from intravenous to orai therapy dg@’é not adversely affect outcomes.25,38-41,44-‘461;@&@"'

In addition, evidence from observational stqd?’es suggests that there is no need to observe %@’Ezients
for 24 hours after a switch to oral therapy@,48 S

>
The condition of individuai patients will stabilize at different times depending on the inj\f‘loal severity

of pneumionia, the presence or absence of coexisting conditions, and the response te herapy
AN

©Q~
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Brad Spellbesé, MD e
& &°
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o 2
L)
,\«0\” can be traced to 1945. Meadset al wrotg,‘f(ﬁat they admiuistered
> penicillin to patients with pnemnc:—gié “until there was definite
& <9
©<¢\ clinical improvenient and the keti’hperature had remained be- &
low 100°F for i2 hc:-urs...thqﬁ given for anctiier two to three ‘J(e%e’
days.”>P7*® The perceivedneed to treat beyond resolution of &
C)
symptonis was driven by a desire to prevent relapses. Hovever, ,\«0\”
the recurrent infections seen in the case series were caused by \'19\'
isolates with distinct bacterial serotypes, indicative of reinfec- @LY

tion rather than relapse. It is unclear how this confused desire
to prevent reinfections subsequently transformed into the il-
logical dogma that airiibiotic resistance could be prevented by
continuing therapy beyond resolution of symptoms.*
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Th%\?antlblotlc course has had its day &°
8]
Wl@l& little evidence that failing to complete a prescrlbe\@(’antmlotlc course contributes to antibiotic @J\
réSistance, it's time foi policy makers, educators, a@doctors to drew this message, argue Martin @eﬁ‘
Llewelyn and colizagues Q\@r 6\"?}
N
© \}c,b

,\O
Martin J Liewelyn professcr of infectious diseases' *, Jennifer M Fitzpatrick specialist regrsrrar f.cg;

infection®, Elizabeth D:m in project manager’, SarahTor\km Crine health psychologist®, Cliff @Er‘ton
retired bu.i!dmg surveyor John Paul consultant in mic .abfo!ogy Tim E A Peto professor of infectious
diseases’, Lucy Yardley professor of health pcucr,u!ogy Susar Hopkins consultant in infectious
diseases and rnicrobiology®, Ann Sarah Walker professor of meadical statistics and epidemiology’
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resistance. For @;ﬁ’ample, in raterials uppnrtmfr Antibiotic

Awaieness \‘j&ek 2016 WHO advised pﬂtﬁnta (o “aiways
complete | t«he full prescription, even if jbf]u feel better, because N

<&

a[nppnw’ treatmeri early prmnn[ea Lhe growihi of drug- "“E:H]H[El[l[ &
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) Table 1. Chardcizristics of 680 Petionis Hospitalized
\}é-‘ With Comirunity-Acquired Pnetinonia®
‘\Ob I S S —
Q’@Q Sociodemoyronnic Characteristics o Table 2. F; ayLency of Unstable Vital Ei!lfl
«o\g«- Age, y e}b\ and Clinica! Status Factors on Discharge
& 18-44 & 202 (30) — . —
& 4564 @ef»“ 179 (26) Teroperature =37.8°C 23 (3%)
2 =65 D 299 (44) | Hespiratory rate =24/migs" 26 (4%)
Female sex & 344 (51 | | Heart rate =100/min (\Q’ 24 (4%) |
White racz s 564 (83} Systalic blood pre&ﬁ:re =00 mm Hg 7 (124)
Type of inzurance @""' Oxygen satural‘@ﬁ =< 00%t 40 16%)
Nenizare/private S 412 (1) Altered menY status 11(2%)
Medicaid o 75 (1) Inability e faintain aral infake 12 (2%)
[ Canadian medical mSL@'ﬁce 155 (23) Mo. Qg@ stable factors per pziient
| Uininsured ,@, 35 (5) & 550 (81%)
[ Marriad <> 20D (47} & 17 (17%)
o' 13 (2%)
Background: Investigating claims g&ﬁt patientsarebeing | Results: Of the 680 patients, 19.1% left the @&Epltal with —

sent home from the hospital ,@}ﬁlcker and sicker” re-
quires a way of objectively mgﬁ%urmg appropriateness of
hospital discharge. «°

N
Objective: To defi ?and validate a simple. usable mea-
sure of clinical stbil lity on discharge for patients with
community-acquired pneumonia.

Methods: Information on dailv vital signs and clini-
cal status was collected in 2 prospective, multicenter,
observational cohort study. Unstable factors in the 24
hours prior to discharge were temperature greater
than 37.8°C, heart rate greater than 100/min, respira-
tory rate greater than 24/min, systolic binod pressure
lower than 90 min Hg, oxygen saiuration lower than
90%, inability to maintain oral intake, and abnormal
mental status. Qutcomes were deaths, readmissions,
and [ailure to return to usual activities within 30 days
of discharge.

1 or more instabilitics. Ov erall, 10.5% gfpatients with
no instabilitieC on discharge died ogswere readmitted
compared with 13.7% of those %ﬂﬁkl instability and
46.2% of thuse with 2 or morquﬁlstabllltles (P<<.003).

Instaulh}, on discharge (= &mstab e factor) was asso-
ciated with higher risk-agjtisted rates of death or read-

mission (odds ratio @ﬁ], 1.6; 95% confidence interval
|CI], 1.0-2.8) an@ﬁallure to return to usual activities
(OR, 1.5; 95% £F 1.0-2.4). Patients with 2 or more in-
stabilities had a 5-fold greater risk-adjusted odds of
death or readmission (OR, 5.4; 95% CI, 1.6-18.4).

Conclusions: Instability on discharge is associated with
adverse clinical outcomes. Pneumonia guidelines and
pathways should include objective criteria for judging
stability on discharge to ensure that efforts to shorten
length of siay do not jeopardize patient safety.

Arch Intern Med. 2002:162.127¢-1284

numiher (percentage) of patizits (M = EE-EI}

§

lia defined as an oxygen sammlun rate lower than 90% ora !o{\

2n 60 mm Hy.

No. of Instabllitles
i0 o1 o= il

0.6

Mot RTUA
{P=105)

Readmissions
[P0

Mortality
(P01}

Miajar Eents
| Pe 0T

nstabilities on discharge and rates oi JJ-day adverse oufcomas.
5 were defined as death or read mi=sion within 30 days of
Jot RTUA indicates not returned w usueal activities within 37 days
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éeﬁl'%hle 3. Effects of instahility on Rischarge on Unadéiﬁ"\ted and Risk-Adjuzted 30-Day Outromnies®
I e B, &, _ - A S/ .. ry & I :
be(o Definition of Disability on Discharge (N = 680) é.‘@f‘” '
2 . . -
RSN 2 :
Outeoms o~ & Anyt 0 i S =2 P Valueg
\.lat:l Ob\}(? r{Q
| Unadjusted & 28(1.267) 1.0 1.4(0.4-4.2) Q@""' 23.9 (5.0-82.4) ] <001
Adjusted /\0'@’ 21(0.8-5.4) 1.0 11 {D.E—S_\S}&e" 14.1 (5.1-69.0) -
Readmissien &' ’5\06
Unadjusted o 16(028-2.9) 1.0 1.4 (QF-2.6) 45 (1.4-15.3) —! 0 |
Adiucted © 1.5 10.5-2.7) 10 1.890.7-2.5) 35 (1.0-12.4) _| RN
Maior event 5,5\0 & o
Jnadjusted 5 1.8 (1.0-3.0) 1.0 _ %g‘@" 1.4 (0.8-2.5) 7.4 (2.4-22.8) :I ﬁ‘j"g
Adjusted O 16 (1.0-2.8) 1.0 8\0’“ 1.3 (0.7-2 4] 54 (1.b-18.4) og?*'
Failure to retuaﬁ% usual activities > ? A
Unadjua’[é‘a 1.7 (1.1-25) 1&3 1.6 (1.1-2.5) 25(0.8-8.3) :I @@G 007
Adjusted 15(1.0-24) 0 151i.0-2.4) 1.6 (0.4-6.1) & ’
X r @Q} °
Ny .~
Q'\/’\«O
Vv
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Time to Clinjeal Stability
in '-'atlentgéf-losplta.zed

\With Cgrﬁmunlt\/‘-/-\cquweu Pneumonia
Impllcati\gﬁs for Practice Guidelines

Ethan A. @%Im MD, MPH; Michazl J. Fine, MD, MSc; Thoras J. Marrie, MD; Christopher M. Coley, MD;
Wlsh\gazN Kapoor, MD, MPH, D. Scott Obrosky, M5; Daniel E. Singer, MD, ¢,
<8 &
o &
E:Q’ Context.—-Nlainy groups have deveicped guidelines to #rten hospital length of 5@"
stay in pneuniciia in order to decrezse costs, but the Ieﬁgth of time until a patient 2
hospitalizad with pneumonia “ecomes clinically stable®has not been established. &
Obiective—To describe tive time to resolution®f abnormalities in vitai signs,
ability to eat, and menta! status in patients with cglﬁmunlty acquired pneumcnia and &
assess clinical outcomes after achieving stability.
Design.—Prospzctive, multicenter, ob@?vatmnal cohort study. &
Setting.—Three university and 1 co;:@‘munlty teaching hospite! in Boston, Mass, "<>°<\
Pittsburgh, Pa, =nd Halifax, Nova Scﬁtla b\:»‘*
Patients.-—3ix hundred aght;@é}'x adults hospitalized ‘vith community-acquired
neumoniz. -
? Maziir Cutcome Measure@.—Tlme to resolution of vital signs, ability to eat, rnen- /\o‘\:’\ {\5
tal status, hospital length ofStay, and admission to an intensive care, corcnary care, (ge,"'
or telemetry unit. Ny 2 O
Results.—The ian time to stability was 2 days for heart rate (=100 beats/ & g
min) and systoll%p'}ood pressure (=90 mm Hg), and 3 days for i=spiratory rate (=24 Q\}o N
breaths/min), @Xygen saturation (=90%). and temperature *’f’%( 2°C [99°F]). Th@é
median tlmééo overall clinical stability vas 3 days for the most lenient definitiol\of
stability and 7 days for the most conservative definition. Fatients with more sévere &
cases of pneumonia at presentation took longer to reach stability. Once stafility was
achieved, clinical deterioration requiring intensive care, coronary care, &Ptelemetry R
monitoring occurred in 1% of cases or fewer. Estween 65% to 86% of patients /\’\O
stayed in the hospital inore than 1 day after reaching stability, and fewer than 29% f@\'
to 46% were converted to oral antibiotics within 1 day of stability, depending on the <
definition of stability. %
Conclusions. —Our estimates of tirne to stability in pneumonia and exzlicit cri-
teria for defining stability can provide an evidence-based estimate of optimal length
of stay, and outline a clinically sensible approach to improving the efficiency of in-

patisnt management.
TAMA. 1998:279:1452-1457
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Table 1 Chiaracteristics, comorhidity and initial severity, and clinical stability
Stability ‘ég@’
<3 days N\{\@, =3 days
Characteristics n= 220615‘?}‘.3%} n=174 (44.2%) p Value
Mean (SD) age (years) EQQ?I"}} 67 (18) 0.2
F/M (%) Qf?{%!l 44 (34.5/65.5) 72102 (41.4/58.6) 0.1
Current smokei=, i (%) 'Qf(\ 46 (20.9) 14 (25.3) 0.3 \\@
Excessive alrohal consumption, n (%) = 25 (11.4) 21 (12.1) 0.8 &Q’a
Prior imiineiza vaccination, n (%) @ 98 (44.5) 66 (37.9) 0.2 Q"'-‘
Coexisting illnesses, n (%) 0(\"’ %@Q’
Cardiac insufficiency @Q‘\ 40 (18.2) 25 (14.4) 0.3 (\@
Renal insufficiency \5@’ 12 (5.5) 8 (4.6) 0.7
Diabetes < 49 (22.3) 29 (168.7) n.&b\‘-*
Liver disease 5 (23] 234 R
COPD g;e’ 29 {11.7) 3t (17.8) ,@:‘ 0.9
Neuologiqb isease 34 (11.3) 31 (17.8) AQ 0.8
PSl, n (%R &
I ,\0\)" 32 (14.5) 15 (8.6) & 0.07
R 42 (19.1) 28 (16.1) _\,é,‘ 0.4
\’LQIII 49 (22.3) 39 122.4&0 0.9
™ v 79 (35.9) 63 l%@.‘!} 0.9
© v 19 15.2) g}q’ha.?} 0.01
CURB-65, n (%) >
0 41 (18.6) (}} 22 (12.6) 0.1
1 84 (38.2) S 48 (27.6) 0.1
2 55 (25.0) 54 (31.0) 0.1
3 32 (14.5) 34 (190 0.1
4 8 (3.6) 14 (8.0 0.06
5 0 2(1.1) 0.1
Antibiotic therapy, n (%)
p-actam/macrolide combination 127 (57.7) 103 (59.2) 0.7
Fluoroguinolong 64 (29.1) 30 (17.2) 0.006
[-actam/quitioione combination 8 (3.6) 18 (10.3) 0.008
P-actain ronotherapy 12 (5.5) 9 (5.2) 0.9
Other* 9 (4.1) 14 (8.0) 0.09
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G\
Overali, the median time to cllnlcalégt'éblllty is three days among low-risk patients, four days amcng

moderate-risk patients, and six d@i’s among those at high risk.33 &
Oince a patient’s condition becgﬁgnes stable, the risk of serious clinical deterlogétlon is 1 percent or
less, even among the smke%,@ubgroup of patients. \QP

Conversely, patients whodre discharged before their condition has sta ifized have hi gher risk-
adjusted rates of death-,hﬁr readmission and return more slowly to theif“usual activities.37 Several
ranacmized controlleﬂ trials and observational studies corroborat%oﬁ\e safety of this type of

discharge crlterla@S 38-43 b&
Although these,fﬁudles used various de5|gns and ways of defl(a?hg clinical stability, they all stressed |
the |mportam,€e of the resolution of fever, improving resplr,\@t%ry signs or symptoms, the ability to &

take oral aa;ﬁlblotlcs and the absence of other active megical problems. Similar stability criteria can &

be useg@b determine when patients can be switched ffom parenteras! to oral antibiotics. This topic Q@é‘
has re;f:ently been systematically reviewed.43 & S&@,
In4§§‘"|ef data from randomized controlled trials apd prospective studies indicate that early ©

cBnversion from intravenous tc oral therapy dg%s not adverseiy affect outcoimes.25,38-41,44- 4£

In addition, evidence from observational stg@“les suggests that there is no need to observe @étlents
for 24 hours after a switch to oral therapy47,48 \;a

The condition of individual patients will stabilize at different times depending on the ;L@i‘tlal severity
of pneumonia, the presence or absence of coexisting conditions, aind the response te therapy
s
©

NEJM 2002



PNP séveres
Corrparlso of 8.vs 15 Days of

Artibiotic The[;apy for Ventllmor-Apssoaa ed
Pneun“onla in ‘Adults &

Jean-Yves ['111&@#: MD

Q"D

¢
A Randomlze@ Trial &

Q
= 20 L
tre l\o" 3

']l"l_" "m‘m - MD é;-ja' Context The optimal duration Sntimicrobial trsatment for ventilator-associated
Michel Wollf, M) ___ pneumonia (VAP) is unknown, Sﬁortenlng the length of treatment may help to con-

tain the emergence of multlr@stant bacteria in *he intensive car= unit (ICU).

Sylvie C I1¢:;@Q‘€T_ MD Objective To determmf;;%hether 8 days is as effective as 15 days of antibiotic treatgb

— : 2. ment of patients with mﬁroblologlc:ally proven VAP, @Q
J ranck\ﬁmnms. MD Design, Setting, : .‘tﬁd Participants Prospective, raridomized, double- “Bling{until
l:l'vlri_‘%(i)ﬁv Wermert, MD? day 8) clinical triab®onducted in 51 French TCUs. A toial of 401 patients diagnosed as

Fva Clementi. MD having developgd VAP by quantiiative culture resulis of bronchoscopic spﬁmens and

who had reggiVed initial appropiiate empirical antimicrobial therapy weﬁ: enrolled be-

Jesus Gonzalez, MDD B tween %?1999 and June 2002. b‘\
Dominique Jusserand, M Intervention A tota! of 197 patients were randomly assigned ,{darecewe 8 days and
" MT 204 to receive 15 cays of therapy with an antibiotic regimen ste"fected by the treating
Pierre Astor. MID
— ‘ — physician. \d?*
Dominicue Perrin, MD ‘

-l : Main Outcome Measures Primary outcome measuresf@—death from any cause, mi-
Fabienne Fieux, M1 crobiologically documented pulmonary infection recurrence, and antibiotic-free days—

Sylvie Aubas, MI7 were assessed 28 days after VAP onset and analyzed on an intent-to-treat basis.

Resuits Compared with patients treated for 15 days, those treatzd 7or 8 days had

neither excess mortaiity (18.8% vs 17.2%; difference, 1.6%; 90 % confidence inter-
wval TC1T 2 724 +m S Q74 rar mare reciirrent infectinne (78 9% ve 268 NO% - Aiffarenca

for the Pneum? Trial Group
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ventilation mécanique {1561 (@ aprés [16]), ,@
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