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1b. Epidemiologia — Inghilterra
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Fattori di rischio

 Eta >65 anni

» Terapia antibiotica
— Cefalospirine di Ill generazione
— Clindamicina
— Fluorochinoloni
— BLBLI

* Inibitore di pompa protonica (?)



2. Classificazione delle infezioni
da Clostridium difficile (CDI)

Tipo Sigla Tempi

CDI associato alle cure  HA - Dal 3° giorno di ricovero

sanitaria - In comunita, entro 4 settimane
dal ricovero

CDI di comunita CA -In comunita e nessun contatto

nelle 12 settimane precedenti
-Nei primi 2 giorni di ricovero e
nessun contatto con le strutture
sanitarie nelle 12 settimane prec.

CDI di origine U -Un contatto con le strutture
sconosciuta sanitarie 4-12 settimane prima
del ricovero

Tschudin-Sutter, ESMCID Clostridium difficile guidelines, Draft 2018



3a. Diagnosi
* Esequire la ricerca nelle persone che

hanno =3 scariche di feci non formate in
24 ore

* Non ripetere I'indagine

* Non ripetere prima di 7 giorni nelle
sospette recidive

McDonald IDSA Clostridium difficile guidelines, CID 2018



3b. Diagnosi
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3c. Diagnosi

Recommendations

Outbreak and endemic setting

Strong recommendation: A two-stage test (GDH or NAAT for toxin genes followed by a
highly sensitive toxin test or GDH in combination with a toxin test) is recommended fo
diagnose CDI. In the case of a negative result of the toxin test, NAAT (if not already part of
the first diagnostic step) or toxigenic culture can be performed based on clinical evaluation
or local infection prevention requirements. (Moderate-quality evidence as defined by the
European Society of Clinical Microbiology and Infectious Diseases: update of the

diagnostic guidance document for Clostridium difficiie infection [45]).

Tschudin-Sutter, ESMCID Clostridium difficile guidelines, Draft 2018



4a. Sorveglianza delle infezioni
da Clostridium difficile

* Minimo sindacale: sorveglianza delle HO

 HA: casi per 10.000 giornate di degenza
* CA: casl per 1.000 ricoveri

Modificata da McDonald IDSA Clostridium difficile guidelines, CID 2018



4b. Sorveglianza
ldentificazione di un’epidemia

Threshold to distinguish endemic and outbreak situations [62]

' For wards/units = 20 beds:
3 cases of healthcare-associated CDI identified on 1 ward/unit within a 7-day

period or S cases within a 4-week period

For wards/units < 20 beds:

2 cases of healthcare-associated CDI identified on 1 ward/unit within a 7-day

period or 4 cases within a 4-week period

Tschudin-Sutter, ESMCID Clostridium difficile guidelines, Draft 2018



5. Restituzione del dati

* Epidemia: fornire | tassi di infezione In
modo tempestivo a livello sia di ospedale
sia di reparto

« Endemia: fornire 1 tassi di infezione In
modo tempestivo

Tschudin-Sutter, ESMCID Clostridium difficile guidelines, Draft 2018
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Prevenzione

Mani

Farmaci

Trasmissione

Selezione



Concardance of recommendations in national Eurspean guidelines with L4-ranked recomigs

Linee guida europee

1995 - 2011

Fuclsbdane bbb EE NS aodcds e s JUqDHl En' Hud:l' q.mup?

Caountry Mo "test of cure’  Education of staff  Information for wisitoll Do not share thermometers Aflbld electronic thermameters Stop AB treatment
ipublication year) madical devices in general) with disposable sheaths as soon as possible
ECDC [2008) itec. (1AL 1a)  Rec. {l&; 1a, 2b, 4, 5} Rec. {l4; 1a, ib_44, )@ REec. {lA; 1b, Ib); Rec. [1&; b, Zh) ftec. (1AL 1a)
[pat. spacitic 1B)
Austria [2007) e, (1A Rec. (L&) Education in outbreall Rec. |4 [pat. specific {16]) Mot expliciily mentionad e, [1A)
Belgiurm [Z008) Rec. Rec. Mot expliciily mentionad e,
Denmark (2011} Rec. Avioid rectal thermometer Mot explicitly mentioned
{pat. specific)
Finland (2009} fec. Rec. Rec. {pat. specific) Mot explicitly mentioned fec.
Frarce [2010) Rec. Rec. Rec. (pat. specific) Mot explicitly mentioned
Germany (2009) ReC. Rec. Rec. (pat. specific) Mot explicitly mentioned ReC.
Ireland [2008) ReC. Rec. Rec. Rec. {pat. specific) Mot explicitly mentioned Rec.
Italy [2009) Rec. (1A) Rec. (L&) Rec. {lA} Rec. (L&) (pat. specific) Rec. {14] Rec. [1A)
Latvia (2007} Rec. Rec. (pat. specific) Mot explicitly mentioned
Luxembourg (2007} [Pat. spacitic]) Mot explicitly mentionad e,
Malia [(SHEA DOOB) itec. (B-111) e, {3-11] Rec. (8-} Rec. (8-} (pat. specitic) Mot expliciily mentionad
Matherlands [2006]) [Pat. spacithc)
Sweeden (2006)
Switzertand {1995} [Pat. spaCithc) Rec.
UK — England {2008) Rec. {3} Rec. (&) [Pat. spacitic) (B) itec. (B)
UK — Scotlamd (2009)  Heo. (lA) Rec. (L&) Rec. {14} Rec. (L&) [single use {IB]] Rec. [1A] e, [1A)

Martin, JHI 2014



Country (publication year]

Linee g

Flacing of patients

Lingle room fsolation

Cohorting

uida europee
1995 - 2011

Ervironmental
disinfecting agen

Survefllance

Hand hygiene

Wearing of gloves

‘Washing or disinfecting

ECDL [200E]

Austria [2007)
Belgium [ZD08)
Denrmark (2011}
Finland (2009}
France [2010)
Germany (2009}
Ireland [2008)
Italy [2009)
Latvia (2007}

Luzembourg {2007)
Malta [SHEA 2008
Metherlands [2006)
Sevegen (2006}

Ieritzeriand {1995}

UK — Englamd {2008)

UK — Scotland (Z00%)

itec. (18; 1b, 2b}

itec. (IB)
Rec.
Rec.
Rec.
Rec.
Rec.
Rec.
Rec.
Rec.

itec. (B-1}
Rec.

itec. (1)
Rec.

itec. (B)
itec. (1B)

Possible {18; 1b

Poscible {1B)
Possible
Possible
Possible
Possible
Poszible
Possible
Possible {1B)
Possible

Possible
Possible {1B]

Chlerine-basead
(18 2b, 2c, 4}
Sporicidal {14}
Chlerine-based
Chlorine-based
Chlerine-based
Chlerine-basead
HaOz ar chlorine
Chlerine-based
Chlorine-basead (18]
Chlorine-based

Chlarine-based
Chlorine-based (B-|
Mot specified
Peracatic ackd

Chlarine-basad (B)
Chlorine-based (18]

Rec. (1B 2a, 2b, 2c) Washing (1B; 2a, Ib, 2c})

ec. (1B 2b, b, 4, 5}

Disinfecting then washing (18] J=c. (1B}
Washing then disinfecting BC. (mandatory)
Washing then disinfecting

Washing then disinfecting BLC.

Washing then disinfecting BC.

Disinfecting then washing BL.

Only washing

Only washing (18}

Washing or disinfecting with
chlorhaxidine

Orily washing B
Only washing (B-111)

Only washing

Washing then disinfecting (1)
Disinfecting or washing with
antiseptic soap

‘Washing then disinfecting (B)
only washing {181

eC. (B) (mandatory)
BC. (1B (mandatory}

Martin, JHI 2014



1. Isolamento

Guanti
Sovracamice
lgiene mani e corpo del paziente

Materiale dedicato

McDonald IDSA Clostridium difficile guidelines, CID 2018



2. lgiene delle mani

Recommendations

Mo specific recommendations regarding the most effective technique/product for remaoval

of C. difficile spores can be made.

Qutbreak setting
¢ Conditional recommendation: Switch from AHR to hand washing due to the lack of
in vitro aclivity of AHR against spores (very low quality of evidence).
¢ Conditional recommendation: Initiate interventions o increase hand hygiene

compliance (very low guality of evidence).

Endemic setting
¢ Conditional recommendation: Do not switch from AHR to hand washing with soap
and water to reduce the incidence of CDI [very low quality of evidence).
« Conditional recommendation: Initiate interventions to increase hand hygiengs

compliance (very low guality of evidence).

Lavaggio delle mani con acqua e sapone:

Iperendemia, epidemia, aree cutanee contaminate



SAVE LIVES

.-

Clean Your Hands

. fFSafeHANDS




3. Stewardship degli antibiotici

Recommendations

QOutbreak setting
+ Strong recommendation: Resfriction of antibiotic agents/classes is effective in
reducing CDI rates (low quality of evidence).
+ Strong recommendation: Reducing the duration of antibiotic therapy is effective in

reducing CDI rates (very low quality of evidence).

Endemic setting
« Strong recommendation: Resftriction of antibiotic agents/classes is effective in
reducing CDI rates (moderate quality of evidence).
+ Strong-recommendation: Reducing the duration of antibiotic therapy is effective in

reducing CDI rates (very low quality of evidence).

Tschudin-Sutter, ESMCID Clostridium difficile guidelines, Draft 2018



Programmi di stewardship antibiotica

Progetto ProSA-2
50 ospedali, 16% dei ricoveri in Italia

Bundle 1:igiene delle mani

e
Bundle 6: politica degli antimicrobici | | - ., Bundle 2: precauzioni da contatto

Bundle 5: decolonizzazione _~ Bundle 3: sorveglianza

Bundle 4: screening

7009 e—?014

24




4. Formazione

Recommendations

Qutbreak setting
+ Strong recommendation: Educate healthcare workers on prevention of CDI to

enhance their knowledge and skills on prevention strategies.

Due to the lack of studies elucidating the impact of education of healthcare workers
in outbreak settings formal grading of the evidence was not performed.
« Conditional recommendation: Implement intensified teaching in conjunciion with

other intervention measures to reduce CDI rates (very low guality of evidence)

Endemic setting
+ Strong recommendation: Educate healthcare workers on prevention of CDI to
enhance their knowledge and skills on prevention strategies (very low quality of
evidence).
+« Conditional recommendation: Implement intensified teaching in conjunction with

other intervention measures to reduce CDI rates (very low guality of evidence)

Tschudin-Sutter, ESMCID Clostridium difficile guidelines, Draft 2018
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Quale terapia?

* Quale paziente?

* Definire la gravita



Stadiazione della gravita

1-3 Points, Mild to Moderate Disease; 4—-6 Points, Severe Disease; >7 Odds 95% Confidence
Points, Severe Complicated Disease Variable Ratio Interval Points
Criteria Points| Age > 70y 3.80 1.14-13.68 2

: 3 2 i WBC count = 20,000/pL or 1.81 0.54-6.05 1
Immunosuppression and/or chronic medical condition <2,000/pL
Abdominal pain and/or distention Cardiorespiratory failure* 285 24-21,491 7

Hypoalbuminemia (<3 g/dL) Diffuse abdominal tenderness 189 27-8.,429 6

1
1
1
Fever (>38.5°C) I *Cardiorespiratory failure: the need for mechanical ventilation or vasopressor
[CU admission 1 support.
2

CT scan with nonspecific findings of pancolitis,
ascites, and/or bowel wall thickening

WBC count > 15,000 or <1.500 and/or band
count > 10%

Creatinine 1.5-fold > baseline
Abdominal peritoneal signs

0o

20 punti: grave

Vasopressors required
Mechanical ventilation required attributed to CDAD
Disorientation, confusion, or decreased consciousness 5

ot W

*This scoring system is for patients with a diagnosis of CDAD and is not yet validated.
CDAD: Clostridium difficile associated disease.

1-3 punti: lieve — moderato
4-6 punti: grave
=7 punti: grave complicato/fulminate

Neal, Ann Surg 2011; van der Wilden, J Trauma Acute Care Surg 2014




Stadiazione della gravita

CDI Disease
Category

Clinical and Laboratory
Signs

Associated Risk Factors

Mild to moderate

Severs

Severe,
complicated

Recurrent

Diarrhea without
systemic signs of
infection, white blood

cell count <15 000 cells

fmL, and serum
creatinine <1.5 times
baseline®”

Systemic signs of
infection, and/or white
blood cell count

=15 000 cells/mL,

or serum creatinine
=1.5 times the
premorbid level!®

Systemic signs of
infection including
hypotension, ileus,
or megacolon

Recurrence within 8
weeks of successfully
completing treatment
for CDI'®

Antibiotic use, previous
hospitalization, longer
duration of hospitalization,
use of proton pump
inhibitors, receipt of
chemotherapy, chronic
kidney disease, and presence
of a feeding tube'® 4

Advanced age, infection with
BI/NAP1/027 strain’'*-'1®

See above,? plus recent
surgery, history of
inflammatory bowel disease,
and intravenous
immunoglobulin treatment*3

Patient age =65 vy,
concomitant antibiotic use,
presence of significant
comorbidities, concomitant
use of proton pump
inhibitors, and increased
initial disease severity'®

Bagdasarian, JAMA 2015



1\ Cochrane
uio? Library

trattamento iniziale

Antibiotic treatment for

Clostridium difficile

Melsen RL, Kelsey P, Leeman H, Meardon N, Patel H, Paul K, Rees R, Taylor B, Wood E, Malakun R

Analysiz 1.1. Comparison | Vancomycin versus Placebs, Outcome | Symptomatic Initial Response.

s antisistic veatmen: e Clnntriainem ol finile aciocated danbe

Efficacia 15%

Q o 0.0 [ 0.0, 0.0 |

Usata un tempo

Analysis |.1. Comparison | Yancomycin versus Placebo, Qutcome 1 Bacteriologic Initial Response,

Femvimar  Anticictic treatmens for Clastridium difffcile anncated darhes in adubs

B EEE
ar g om 20 Lok iz
T Foaeed 7
o a3 o
. 00

0 o 0.0 [ 0.0, 0.0 |

Nelson, Cochrane 2011



=y Cochrane
i Library

Cachrane Database of

Metronidazolo -
Vancomicina

intervention: Metronidazola varsus Vancomycin

Outcomes Ilwstrative comparative risks* (85% CI) Relative efiect Mo of Participants Quality of the evidence Comments
(95% Cl) {studies) (GRADE)
Azsumed risk Corresponding risk
Contral Metronidazole versus
Vancomyein
Symptomatic cure with 792 per 1000° 13 par 1000 AR G.9 gra et
all exclusions treated {665 1o TE4) (0,54 10 0.97) [# studies] modarate-
as fallures
Follow-sa:  mean 4
waaks
Bacteriologic cure 529 per 1a00° 448 per 1000 AR Q.85 163 ST
Follow-sp: mean 4 (32610 B19) (063 10 117 (2 studies) vary low--*
weaaks
Cure {combined symp- 841 per 1000° 40 per 1000 RR0.88 a0 BN
tomatic and bacteric- {587 10 817) (071 10 1.08) (1 study) vary low '+
logle cure) - mild dis-
BASE
Follow-sa:  mean 4
weaaks
Cure {combined symp- 711 per 1000 526 per 1000 ARO.74 A& S
tomatic and bacteric- (3l 1o T34) (0.5 10 1.04) (1 study) wery low -~
logle cure} - severs dis-
BAEE

Nelson, Cochrane 2017



=y Cochrane
i Library

Cachrane Database of

Antiblotic treatment for Clostridium difficile-associated
diarrhoea In adults (Review)

Interwantion: Teicoplanin varsus Vanco mycin

Teicoplanina - Vancomicina

Outcomes Ilustrative comparative risks* [85% ) Aelative effect Mo of Participants Cluality of the evidence Comments
{95% CI) {studies) (GRADE}
Assumed risk Corresponding risk
Contral Telcoplanin versus
Vancomyein

Symptomatic Cure 727 per 1000° 280 p=r 1000 AR 1.21 114 T
Follow-ug: mean 4 (FET 10 1000} i1ta1.48) (2 studies] very low"-*
waaks
Bacteriologic Cure 452 per 1004° B22 par 1000 AR 1.82 58 &0
“plliow-wp: mean 4 {537 to 1040) (1.18 10 2.78) (1 study] wary low-
waaks

Nelson, Cochrane 2017



=Y Cochrane
i Library

Cachrane Database of

Antiblotic treatment for Clostridium difficile-associated
diarrhoea In adults (Review)

Fidaxomicina - Vancomicina

Intervention: Fidaxomicin
Comparison: Vancomycin

Outcomes ilustrative comparative risks® [85% Cl) Aelative ef{act Mo of Participants Quality of the evidence Comments
(55%: Clj {studias) (GRADE}
Aznsumed risk Corresponding risk
Yancomyzin Fidaxamicin
Symptomatic Cure 610 per 1000 713 par 1000 RR1.1T 1164 ST
Follow-sa: mean 4 (652 1o T74) (1.07 10 1.27) (2 studies) modarats’
wasks

Nelson, Cochrane 2017



Terap

CDI

la— ESCMID 2014

S (e
e — R
Severe
Non-severe (Risk of) first Multiple disease or
CDI recurrence recurrences complicated
. U course!
Non- Non-
Oral L Oral Oral A Oral
antibiotic Avitotic antibiotic antibiotic Amitaoie || antibiotic
treatment regimens ~ treatment treatment regimens | U treatment

ﬁ—/

;l_)

Oral

treatment
not possible

~ ~ —
(( \ ((SIOD mdu(mq \ /[ \ /(_ \ /( r( \ (ﬂon-sevem co': )
antibiotic(s) + 48hrs Pulse/taper therapy Faecal transplant M:t_ro;\(l)d:zoleAS?lo mg
Metronidazol 500 mg clinical observation Vancomycin 125 mg vancomycin B-II (combined with oral Vancomycin 125 mg tid v AYS A=
tid 10 days A-| c- qid 10 days B-| Fidaxomicin 200 mg antibiotic treatment) qid 10 days A-I*
Vancomycin 125 mg Immunotherapy with Fidaxomicin 200 mg bid 10 days B-Il A-l Fidaxomicin 200 mg Severe CDI:
qid 10 days B-I human monocional bid 10 days B-I Vancomycin 500 mg Probiotics D-I bid 10 days B-1? Metronidazole 500 mg
Fidaxomicin 200 mg antibodies C-1 or Metronidazole 500 mg| || gid 10 days C-lI Passive Metronidazole 500 mg | || tid iv 10 days A-Il +
bid 10 days B-I immune whey C-Il tid 10 days C-I Metronidazole 500 mg | || immunotherapy with tid 10 days D-I vancomycin 500 mg
k Probiotics D~| tid 10 days D-I| immune whey D-| ltilld enteral 10 days B-
Toxin binding D-|
ke J “ko - o ~¥ J ~K ) ‘\ u\ _J ll Tigecycline 50 mg bid

iv 14 days C-1ll

y -

Debast, CMI 2014



Clinical infectious Diseases -
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Clinical Practice Guidelines for Clostridium difficile
Infection in Adults and Children: 2017 Update by the
Infectious Diseases Society of America (IDSA) and Society
for Healthcare Epidemiology of America (SHEA)

L. Cliftard MeDonald,' Oala M. Gerding” Stuar Johnsan,™ Johan 5. Bakken," Karen © Carroll,” Susan E. Cofin,® Erik B Dubberks,”
Eevin W, Garey" Carshyn ¥ Gould,' Claran Kelbp” Vivian Les,™ Julia Shakles Sammans,” Thomes J, Sandors,”’ and Mark H, Wilcox



Terapia — primo episodio

Terapia Durata (gg)
Lieve o Vancomicina 125 mg ogni 8 ore per 0s 10
moderata Fidaxomicina 200 mg ogni 12 ore per 0s

Se non disponibili:
Metronidazolo 500 mg ogni 8 ore per os

Grave Vancomicina 125 mg ogni 6 ore per 0s 10-14
Fidaxomicina 200 mg ogni 12 ore per 0s

Fulminante Vancomicina 500 mg ogni 6 ore per 0s ?7?
+ vancomicina rettale 250 mg ogni 12 ore
+ metronidazolo 500 mg ogni 8 ore ev

McDonald, CID 2018



Terapia - recidive

Recidiva Terapia Durata (gg)

Prima Vancomicina 125 mg ogni 6 ore per 0s 10
Fidaxomicina 200 mg ogni 12 ore per os (se 10
vancomicina in prima linea)

Vancomicina a scalare 125 mg ogni: 6-12 settimane
6 ore per 10-14 gg

12 ore per 7 giorni

24 ore per 7 giorni

2-3 giorni per 2 — 8 settimane

Seconda o piu Vancomicina a scalare 6-12 settimane
Vancomicina 125 mg ogni 6 ore per os per 10 30
giorni, seguita da rifaximina 400 mg ogni 8 ore
per 20 giorni
Fidaxomicina 200 mg ogni 12 ore per 0s 10
Trapianto di microbiota fecale

McDonald, CID 2018



E la chirurgia?

L a colectomia totale non aumenta la mortalita

Indicazione: Colite fulminante - almeno 1 di:
— Ricovero in UTI
— Valutazione per chirurgia
— Morte per colite da C. difficile

Study ID OR (95%Cl) Weight (%)
1 > 1.73 (021, 14.05) 165

2 —-0-—:—— 36 (012, 1.10)

3 —-——— 057 (0.26, 1.25) 20.74

4 ——-4-— 0.94 (0.53, 1.65)

5 ——0-—— 0.58 (0.20, 1.17) 28.66

li] 1.40 (0.23, 8.48)

Overall (12 = 0.0%, P =0.519 <> 0.70 (0.50, 0.99) 100.00

_0';12 . 1 1'4
Odds Ratio .
Favours surgery Favours continued medical reatment —€17AdA , J Trauma Acute Care Surg 2014; Stewart, Colorect Dis 2013



Quando la chirurgia?

* Precoce meglio che tardiva

 Prima di shock o necessita di amine o
Insufficienza d’organo

Early surgery Late surgery Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Ali 11 27 8 11 18.9% 0.56 [0.31, 1.00] - =
Hall 11 23 11 13 221% 0.57 [0.35, 0.92) —
Hermsen 0 9 6 g 1.7% 0.08 [0.00, 1.19] *
Koss 2 8 3 6 5.4% 0.50[0.12, 2.12] "
Markelov 0 8 5 5 1.7% 0.06 [0.00, 0.91] *
Perera 10 21 6 14 14.2% 1.11 [0.52, 2.36] e
Sailhamer 13 57 14 21 19.4% 0.34 [0.19, 0.60] - =
Seder 8 32 21 37 16.5% 0.44 [0.23, 0.85] —
Total (95% CI) 185 116 100.0% 0.50 [0.35, 0.72] <
Total events 55 74 | | |
1

Heterogeneity: Tau® = 0.09; Chi* = 1142, df =7 (P =0.12); F=39%

| | |
I I I 1 I
Test for overall effect: Z = 3.73 (P = 0.0002) 01_02 05 1 2 ° 10

Favours Early Favours Late

Ferrada , J Trauma Acute Care Surg 2014



Quale Intervento

« Subcolectomia con conservazone del retto
(colectomia)

* lleostomia con lavaggio colico

— Mortalita ridotta (19% vs 50%, p=0,006)

1. Creation of diverting loop ienti
ileostomy. )
2. Intraoperative antegrade
colonic lavage with 8 liters of
warmed PEG3350/electrolyte
solution via ileostomy.
3. Postoperative antegrade
colonic enemas with
vancomycin (500 mg in 500 mL
X 10 days) via ileostomy.




Trapianto di microbiota fecale

Study name

Event Lower Upper

Aas 2003 (33)
Cammarota 2014 (34)
Dutta 2014 (48)
Emanueisson 2013 (43)
Garborg 2010 (31)
Gustafsson 1999 (45)
Hamilton 2012 (37)
Kely 2012 (38)
MacConnachie 2009 (32)
Mattila 2012 (39)
Meliow 2011 (40)
Patel 2013 (36)
Paterson 1994 (46)
Pathak 2014 (35)
Rohike 2010 (41)
Rubin 2013 (30)
Sivarman 2010 (44)
Tvede 1989 (47)

Van Nood 2013 (20)
Yoon 2010 (42)
Youngster 2014 (29)

rate

083
088
0.98
0.65
0.73
083
0.86
0.96
0.73
094
092
0.73
0.94
0.92
095
0 a1
0.94
0.50
0 81
0.96
070
0.83

limit

0 59
027
07
0.44
057
037
0.72
o.r7
04/
0 86
059
0.55
0.46
059
071
070
0 46
0.06
055
0.60
047
0.77

limit

095
099
1.00
0.82
0.84
098
094
0.99
0.90
098
099
0.86
1,00
099
099
088
100
0.94
0 94
1.00
0 86
0.87

-1.00

Event rate and 95% ClI

il .‘ll.ﬂﬂlhﬁlr*

.0.50 0.00 0.50 1.00
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Bezlotoxumab for Prevention of Recurrent Clostridium difficile
Infection
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Quale via di infusione?

Efficacia

Compresse surgelate

Colon terminale

Duodeno digiuno

Cieco ascendente [

Stomaco

0 20 40 60 80 100

Hopkins, Gastr Rep; 2018



Altre terapie

Tigeciclina: studi in corso
Surotomicina: studi in corso
Cadazolid: studi In corso

Colestipol e colestiramina: non efficaci
Tolevamer: inferiore
Acido ursodesossicolico

Siero anti-tossina A: puo proteggere

Vaccino: studi in corso

Pool di immunoglobuline: potenzialmente attivo
Colostro di vitello



Schematizzazione

Vancomicina=

Fidaxomicina=

Metronidazolo=

Tolevamer=

Mab=

Juventus

Roma

Napoli

Inter

Real Madrid
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Consumo di antibiotici In medicina

DDD/100 giorni paziente
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ggoto%lle: -33% Chinoloni: -62%  Cefalo 3: -63% Pen prot: +21%
100,000
Imidazolici
80,000 l i Glicopeptidi
& Chinoloni
Aminoglicosidi
60,000 - & Macrolidi e lincosamidi
= & Sulfamidici e trimetoprim
40,000 - I o - i Carbapenemici
T — u Cefalosporine -1V
i Cefalosporine I-lI
20,000 — ——
— i PBLI anti-pseudo
I . & PBLI non anti-pseudo
,000 1 T T T T T T T T
Medicina Medicina Medicina Medicina Medicina Medicina Medicina Medicina Medicina

interna interna interna interna interna interna interna interna interna
2007 2008 2009 2010 2011 2012 2013 2014 2015 GEN-
GIU

47




Consumo di antibiotici In medicina

proporzioni delle prescrizioni per classe

2007 — 2015
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Prevalenza di uso di antibioticli

Medicina POC
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Consumo di soluzioni
Idroalcoliche 2008-2017
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Tasso di CDI
per 10.000 giornate di degenza
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Isolamenti di Clostridium difficile
Ospedale di Cremona 2000-2018
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Recidive: 6%

Atteso: 20-35%
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Piero Manzoni, 1961



Prevenzione

Vancomicina

Trapianto di feci: da organizzare

Casi gravi: considerare con attenzione la chirurgia

Mettere in atto programmi di:
- politica degli antibiotici
- controllo delle infezioni
- Igiene delle mani



Grazie



