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KapoAiva AktvocoyAou
NaBoAdyog— AotpwéLoAoyog
Ermikoupn KaBnyntpia MaboAoyrag

Naveniotnpuiov Natpwv



Intra-abdominal infection

Table 3 Source of infection in 4553 patients from 132 hospitals

e |Inflammation or disru ption of the worldwide (15 October 2014-2015 February 2015) [1]
Source of infection Mumber (%)
gastrointestinal tract Appendicitis 1553 (34.2)
_ . Cholecystitis 837 (185)
i GynaeCOIOgIC Or urlnary tract Fi‘.‘li-t-i'.‘l[:EI'Eti*-.-'E 287 |E:'s‘:|
. . . Colonic non-diverticular perforation 269 (5.9)
[ ]
Usua”y pOIlecrOblal and reSUIt In Gastro-duodenal perforations 498 (11)
=> intra-abdominal abscess or Jverteules =6
Small bowel perforation 243 (5.4)
secondary peritonitis, which may Others 348 (7.7)
FID 50 (1.1)
be=> generalized or localized Post traumnatic perforation 114 (2.5)
[otal 4553 (100)

(phlegmon).

(WISS Study). World J Emerg Surg. 2015;10:61.



Tagivounon €vOOKOIAIGKWY AOIHWEEWYV (1)

l. AolpwEELG KoLvOTNTOG

Il. NotpwEeLg oxeTL{OMEVEC HE XWPOUG MapoxNcunnpeocwwyv vyeiog (Health care associated

infections)

Ol. EVEPYELC VOOOKOMELOKEC AOLHWEELC
* gvapén petaano48h voonAeiag
* egnmavelcaywyn HE Aoipwén oe Atyotepoano 48 h
arno e§Ltiplo
* Aoilpwén xelpoupyLtkovl tediov EVtOgNVOG ano
enépPoaon
* Aoipwén xeLpoupytkol Mediov VTG 3 UNVwWV av

bEpeLnpoBeon

B. OXETL{ONEVEC LE XWPOUC TTOLPOXNG

UTtNPECLWV UYELQC

NoonAeia tougteAsutaiouc 3 uivegyto >48 h.
Awapovi o€ oiko evynplog

ALpokaBopopevol

Evp€ocg paopatoc avTiBlotikayia > 2 NUEPECTOUC

teAgutaiouc 3 HAVEG



|Al: Classification (ll)

o.. Uncomplicated IAl

Generally involve transmural inflammation of a portion of the Gl tract or its

appendages.
No extension of the infection beyond the hollow viscus.

Microorganisms cannot be cultured from peritoneal or other surrounding fluid

If untreated, there is a substantial probability of these infections progressing to a

complicated intra-abdominal infection.

Solomkin JS, etal: Surg Infect 2010; 11:79; Clin Infect Dis 2010;50:133



|Al: Classification (ll)

B. Complicated IAl

* Growth of pathogenic microorganisms in a normally sterile region of the
abdominal cavity

e Usually refers to secondary or tertiary peritonitis or anintra- abdominal
abscess arising from a perforated viscus (eg appendix, colon or small bowel,

Stomach or duodenum, gallbladder, postoperative).

Solomkin JS, et al: Surg Infect 2010; 11:79; Clin Infect Dis 2010;50:133



MepiToviTidO

[ ————

* Mpwtonadng

— Autopatn epdavion xwplic epdavn otia pikpoBilwv

* Asutepomabng

— MpokaAeital amo tn AUoN TNEG CUVEXELOG OE KATIOLO GhMELD TOU
YOOTPEVTIEPIKOU CWANVA, OTwE Slatpnon n SeUTEPOYEVWE Ao
Aolpwén evoc evdokolAlakoU opyavou

e AsutepomaBng LETEYXELPNTIKNA

— 2& VOONAEUOMEVOUC WC ETILITAOKN XELPOUPYLKNG EMEUBACNC OTIWC
Staduyn avacTOUWoNC Kal LoXalpia EVIEpOU

* Tpltoysving
— Zxetiletal pe emMavelANMUEVEC UTtoTpoTLalouoeC SEUTEPOYEVELC
TLEPLTOVITIOEC
— Oewpeltal W EKTTWON opyavou (tou mepttovaiou)



Microbiology

S b6 Eviomon | Amowdss | xhwpibes
MikpoLoAoylko paopa XAwpideg

OTOLOYOC 1000 CFU/ml MNpoapeTIKA avaepOPLa
(Facultative) gram

eﬁaptdrat o v aKpLBI"] BeTKd TOU OTOpATOG

T[I’]VI"] (rt.x AETTTO VS TTO(U EVTEPO — Eyyuc Aemto éviepo AlYOOTEC opoiwe

NEMTO EVIEPO 1-100 ek. CFU/ml Enterobacteriacea,

enterococcus,
avaepoPia gram+ Baktnpla) QAUOTNPWE aVaEPOPLA

SlaTpnon MEMTIKOU EAKOUC = agpofLa Kal

Mayv evtepo 10-100 Swoek. CFU/ml AuoTnpuwc avaepopia,
enterobacteriaces,
enterococcus,
streptococci



Kuplotepa ntaBoyova o€ 2 LEAETECG
eVOOKOLALAKWYV AOLLWEEWYV TNG KOLVOTNTOC

NMaboyova Cattan
(n=317)
Gram Positive Cocci
Streptococcus spp. 12% 7%
Enterococcus spp. 7% 6%
Gram Negative Bacilli
Escherichia coli 40% 47%
Klebsiella spp. 3% 7%
Enterobacter spp. 1% 4%
Pseudomonas aeruginosa 4% 4%
Bacteroides fragilis 9% 2%
Other Bacteroides spp. 6% 6%

Gerth WC et al EJHP 2004;4:78-83.
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General principles

 Regimens against enteric streptococci, coliforms, and anaerobes

* Evaluate need for broader empiric coverage / risk stratification

* Type of infection (e.g gram-negative anaerobes are generally not critical pathogens
in infections arising from the upper gastrointestinal tract)

e Plan for surgical intervention

* Localrates of antibiotic-resistant Enterobacteriaceae

* Expected patient tolerance

* Antibiotic stewardship

Clin Infect Dis 2010; 50:133.
Clin Microbiol Rev 2013; 26:744.



Antimicrobial regimen and indications for broader antimicrobial coverage depends on

e Community-acquired vs health care-associated.

® Risk factorsfor resistant bacteria

® High risk for adverse outcomes.

[advanced age (>70 years), delay in initial intervention >24 hours, inability to achieve adequate debridement
or control of infection with drainage, other comorbidity (eg, renal or liver disease, malignancy), immunocompromising
condition (eg, poorly controlled diabetes mellitus, chronic high-dose corticosteroid use, use of other immunosuppressive agents,
neutropenia, advanced HIV infection, B or T lymphocyte defects), organ dysfunction, severe peritoneal involvement or

diffuse peritonitis, low albumin level, and poor nutritional status]

Clin Infect Dis 2010; 50:133.
Clin Microbiol Rev 2013; 26:744.



General principles

RISK ASSESSMENT

Use phenotypic and physiologic factors, including signs of sepsis or septic shock, extremes of age,
and patient co-morbidities; the extent of abdominal infection and adequacy of initial source
control; and the presence or persistence of resistant or opportunistic pathogens in assessing risk

for treatment failure and mortality in patients with 1Al (Grade 1-B).

Characterize patients as being at either lower or higher risk for treatment failure or death, and as
having either a community-acquired IAl (CA-IAl) or a healthcare or hospital-associated 1Al (HA-
IAl), including a postoperative infection, for purposes of planning source control and empiric

antimicrobial therapy (Grade 2-C).

Sartelli et al. World Journal of Emergency Surgery (2017) 12:29
Surg Infect (Larchmt). 2017 Jan;18(1):1-76. doi: 10.1089/sur.2016.261
Clin Infect Dis. 2010 Jan 15;50(2):133-64. .



General principles

RISK ASSESSMENT

* Patients meeting Surviving Sepsis Campaign criteria for sepsis or septic shock and those with APACHE [1>10 =
higher-risk patients (Grade 1-B).
 If at least two physiologic/phenotypicrisk factors for an adverse outcome, those having diffuse peritonitis, and those

having delayed or inadequate source control = higher-risk patients (Grade 2-B).

* Patients hospitalized >48 hours during the previous 90 days; residing in a skilled nursing or long-term care facility
during the previous 30 days; received IV infusion therapy, wound care, or renal replacement therapy within the
preceding 30 days; those who have received several days of broad-spectrum antimicrobial therapy within the
previous 90 days; those who have postoperativeinfections; known to have been colonized or infected previously
with a resistant pathogen as having HA-IAl and at potential risk for infection because of resistant or opportunistic

organisms (Grade 2-B).

Sartelli et al. World Journal of Emergency Surgery (2017) 12:29
Surg Infect (Larchmt). 2017 Jan;18(1):1-76. doi: 10.1089/sur.2016.261
Clin Infect Dis. 2010 Jan 15,50(2):133-64. .



Microbiologic evaluation

Microbiologic evaluation may be useful in selected patients, but is not necessary

in most

* Do not routinely obtain peritoneal fluid cultures in lower-risk patients with
CA-IAI for purposes of guiding antimicrobial therapy (1-B).

e QObtain cultures of peritoneal fluid or infected tissue in higher-risk patients
with CA-lAl and in patients with HA-IAI to identify potential resistant or

opportunistic pathogens (1-C).
Sartelli et al. World Journal of Emergency Surgery (2017) 12:29
Surg Infect (Larchmt). 2017 Jan;18(1):1-76. doi: 10.1089/sur.2016.261
Clin Infect Dis. 2010 Jan 15,50(2):133-64. .



Mild to moderate community-acquired intra-abdominal infections
(eg, perforated appendix or appendiceal abscess) who have no risk factors for antibiotic resistance

or treatment failure, coverage of streptococci, non-resistant Enterobacteriaceae, and (in most

cases) anaerobes is generally sufficient(1A)

* Single-agent regimens — Ertapenem or piperacillin-tazobactam.

* Combination regimens — Cefazolin, cefuroxime, ceftriaxone, cefotaxime, ciprofloxacin,
or levofloxacin, each in combination with metronidazole (although for most uncomplicated biliary
infections of mild to moderate severity, the addition of metronidazole is not necessary)(1A-2B))

* An oral regimen (for example, a fluoroquinolone plus metronidazole) is a reasonable choice

For these community-acquired infections,an empiric antimicrobial regimen does not have to include specific

activity against enterococci(1A) or antifungal (2B)
Sartelli et al. World Journal of Emergency Surgery (2017) 12:29
Surg Infect (Larchmt). 2017 Jan;18(1):1-76. doi: 10.1089/sur.2016.261
Clin Infect Dis. 2010 Jan 15,50(2):133-64. .



TIPS for mild to moderate community-acquired infections

* Cefotetan and clindamycin are not recommended for use because of
increasing prevalence of resistance to these agents among the Bacteroides
fragilis group (B-I1).

* Because of the availability of less toxic agents demonstrated to be at least
equally effective, aminoglycosides are not recommended for routine use in

adults with community acquired intra-abdominal infection (B-Il).

Sartelli et al. World Journal of Emergency Surgery (2017) 12:29
Surg Infect (Larchmt). 2017 Jan;18(1):1-76. doi: 10.1089/sur.2016.261
Clin Infect Dis. 2010 Jan 15,50(2):133-64. .



High risk community-acquired intra-abdominal infections

(severe or in patients at high risk for adverse outcomes or resistance)

* agent with gram-negative activity (cover P. aeruginosa and Enterobacteriaceae resistant to non-
pseudomonal cephalosporins) + coverage against enteric streptococci and (in most cases)
anaerobes

* Empiric antifungal therapy = not warranted, but reasonable for critically ill patients with an upper
Gl (1B-2B)

« MRSA is generally NOT warranted, even if known to be MRSA-colonized.

> |IF local resistance <10%

* Single-agentregimens — Imipenem-cilastatin, meropenem, doripenem, or piperacillin-tazobactam (2A).

* Combination regimens — Cefepime or ceftazidime, each administered with metronidazole.(2B)

Surg Infect (Larchmt). 2017;18(1):1.


https://www.uptodate.com/contents/meropenem-drug-information?search=intraabdominal+infection&topicRef=101694&source=see_link
https://www.uptodate.com/contents/doripenem-drug-information?search=intraabdominal+infection&topicRef=101694&source=see_link
https://www.uptodate.com/contents/piperacillin-and-tazobactam-drug-information?search=intraabdominal+infection&topicRef=101694&source=see_link
https://www.uptodate.com/contents/cefepime-drug-information?search=intraabdominal+infection&topicRef=101694&source=see_link
https://www.uptodate.com/contents/ceftazidime-drug-information?search=intraabdominal+infection&topicRef=101694&source=see_link
https://www.uptodate.com/contents/metronidazole-drug-information?search=intraabdominal+infection&topicRef=101694&source=see_link

TIPS for high risk community-acquired infections

If risk for ESBL (eg, known colonization or prior infection with ESBL)=®» a carbapenem (imipenem-

cilastatin, meropenem) should be chosen.

Adding vancomycin or ampicillin for regimens other than imipenem-cilastatin or piperacillin-

tazobactam to provide enterococcal coverage, (but not routinely for community-acquired infections).

If allergy on beta-lactams or carbapenems =» vancomycin plus aztreonam plus metronidazole

For criticallyill patients who warrant empiric antifungal therapy=» an echinocandin

(eg, anidulafungin, caspofungin, micafungin)

When beta-lactams or carbapenems chosen =2 prolonged infusion dosing strategy

Sartelli et al. World Journal of Emergency Surgery (2017) 12:29
Surg Infect (Larchmt). 2017 Jan;18(1):1-76. doi: 10.1089/sur.2016.261
Clin Infect Dis. 2010 Jan 15,50(2):133-64. .


https://www.uptodate.com/contents/meropenem-drug-information?search=intraabdominal+infection&topicRef=101694&source=see_link
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Healthcare-associated infections

Possibility of drug resistanceis high

* Streptococci and anaerobes+ gram-negativebacilli(including P. aeruginosa & Enterobacteriaceaeresistant to non-
pseudomonal third-generation cephalosporins & fluoroquinolones) (2B)

* Anti-enterococcal activity for those with postoperative infection, previously received cephalosporins or other
antimicrobial agents selecting for Enterococcus species, immunocompromised patients, valvular heart disease or
prostheticintravascular materials (2B)

* For highlyresistant gram-negative bacteria, + an aminoglycoside, polymyxin, or novel beta-lactam combination

(ceftolozane-tazobactam or ceftazidime-avibactam) toan empiric regimen + metronidazole (2B)

* Empiric VRE coverage not recommended, except for liver transplant recipients and patients known to be colonized

(+ linezolid or daptomycin)— If known to be colonized with ampicillin-sensitive VRE, ampicillin, piperacillin-

tazobactam, or imipenem (2B)

Sartelli et al. World Journal of Emergency Surgery (2017) 12:29
Surg Infect (Larchmt). 2017 Jan;18(1):1-76. doi: 10.1089/sur.2016.261
Clin Infect Dis. 2010 Jan 15,50(2):133-64. .
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Empiric antibiotic regimens for health care-associated intra- Healthcare-associated infections

abdominal infections in adults

Single-agent regimen ] _
*Coverage against MRSA : in those known to be

Imipenem-cilastatin 500 mg IV g4h

colonized, those with prior treatment failure, and
Meropenem 1gIVg8h
e 500 mg IV q8h those with significant prior antibiotic exposure
Piperacillin-tazobactam 4.5 g IV gbh
Combination regimen * Empiric antifungal coverage appropriate : pts at
ONE of the following: risk for Candida spp,: upper Gl perforations,
Cefepime 2g1Vadh recurrent bowel perforations, surgically treated
ik pancreatitis, heavy colonization with Candida spp,
Ceftazidime 2 g1V g8h . . .

SR and/or yeast identified on Gram stain of samples

PLUS:

from infected peritoneal fluid or tissue) —
Metronidazole 500 mg IV or PO g8h

o preferably echinocandin (fluco if sensitive Candida
PLUS ONE of the following (in some cases™):

Ampicillin 2 g IV g4h isolated).

OR
Sartelli et al. World Journal of Emergency Surgery (2017) 12:29

Vancomycin 15 to 20 mg/kg IV q8-12h Surg Infect (Larchmt). 2017 Jan;18(1):1-76. doi: 10.1089/sur.2016.261
Clin Infect Dis. 2010 Jan 15;50(2):133-64. .



Targeted Antimicrobial Therapy - General principles of regimen selection

* Culture of specimen asap before or after antibiotic initiation — BUT do not delay
treatment

* Avoid collecting from drains / fistulas

* Target therapy based on the results of culture and susceptibility testing from
appropriate specimens BUT do not change if empiric successful and low risk (1B)

e De-escalate asap (1B)

* Assume anaerobic coverage

* Transition to an oral regimen if clinical condition and susceptibility allows

Sartelli et al. World Journal of Emergency Surgery (2017) 12:29
Surg Infect (Larchmt). 2017 Jan;18(1):1-76. doi: 10.1089/sur.2016.261
Clin Infect Dis. 2010 Jan 15,50(2):133-64. .



Antimicrobial Therapy — When and for How long ?

* Start ASAP (within an hour) (2B)

* |f adequate sourcecontrol: 4-5 days (1A) & 7 days if secondary bacteraemia
(2B)

e If uncertainlonger course 7-10days (2C)

* In abscesseslonger courses based on clinical judgement, inflammatory
markers, imaging

* Do not use antibiotic agents to prevent infection in patients with severe or
necrotizing pancreatitis (1-B).

* Consider deferral of antibiotic therapy in lower-risk patients with

uncomplicated acute colonic diverticulitis (2-B)

Inadequate evidence forimmunosuppressed

Sartelli et al. World Journal of Emergency Surgery (2017) 12:29
Surg Infect (Larchmt). 2017 Jan;18(1):1-76. doi: 10.1089/sur.2016.261
Clin Infect Dis. 2010 Jan 15;50(2):133-64. .



Antimicrobial Therapy — When and for How long ?

===

* For acute stomach and proximal jejunum perforations, in the absence
of acid-reducing therapy or malignancy and when source control is
achieved within 24 h, prophylactic antiinfective therapy directed at
aerobic gram-positive coccifor 24 h is adequate (B-Il).

* Inthe presence of delayed operation for acute stomach and proximal
jejunum perforations, the presence of gastric malignancy or the
presence of therapy reducing gastric acidity, antimicrobial therapy to
cover mixed flora (eg, as seen in complicated colonic infection) should

be provided (B-IlI).

Clin Infect Dis. 2010 Jan 15;50(2):133-64.



REMEMBER SOURCE CONTROL




Source control

Routinely use a source control procedure to remove infected fluid and tissue -
except for those with clinical problems for which there is clear evidence that a non-
interventional approach is associated with a good clinical outcome (1-A)

Undertake source control within 24 hours of the diagnosis of IAl, except for clinical
evidence indicates a non-interventional or delayed approach is appropriate (2-B)
(more urgentin sepsis or septic shock (2-C)

If no improvement within 48-72h undertake further source control (2C) and obtain
cultures (1C)

Use the least invasive approach (1-B) except for......failure....

Sartelli et al. World Journal of Emergency Surgery (2017) 12:29
Surg Infect (Larchmt). 2017 Jan;18(1):1-76. doi: 10.1089/sur.2016.261
Clin Infect Dis. 2010 Jan 15,50(2):133-64. .



Table 1. Clinical Factors Predicting Failure of Source Control
for Intra-abdominal Infection

Delay in the initial intervention (>24 h)

High severity of iliness (APACHE Il score =15)

Advanced age

Comorbidity and degree of organ dysfunction

Low albumin level

Poor nutritional status

Degree of peritoneal involvement or diffuse peritonitis

Inability to achieve adequate debridement or control of drainage
Presence of malignancy

NOTE. APACHE, Acute Physiology and Chronic Health Evaluation.

Clin Infect Dis. 2010 Jan 15,50(2):133-64. .



Treatment failure

* Do not routinely change antimicrobial therapy when early treatment failure and
undergo repeat source control within 48 hours of the initial source control
intervention (Grade 2-C). Consider altering antimicrobial therapy, using an
alternative antibiotic class if feasible, in patients who have late treatment failure
(Grade 2-C).

* Consider discontinuation of antimicrobial therapy in patients with clinical
evidence of treatment failure but negative results of imaging studies for recurrent

or persistent IAl (Grade 2-B).

Sartelli et al. World Journal of Emergency Surgery (2017) 12:29
Surg Infect (Larchmt). 2017 Jan;18(1):1-76. doi: 10.1089/sur.2016.261
Clin Infect Dis. 2010 Jan 15,50(2):133-64. .



Treatment failure

e Consider a trial of further antimicrobial therapy in patients with clinical evidence of treatment
failure and imaging studies showing ongoing intra-abdominal inflammation; if there is no clinical
response to this antimicrobial trial within a few days, discontinue antimicrobial therapy and re-
instate only if there is evidence of clinical deterioration (Grade 2-C).

* Consider continuation of antimicrobial therapy in patients with clinical evidence of treatment
failure and imaging studies showing recurrent or persistent IAl, in whom further source control
cannot be achieved

* Extra-abdominal sources of infection and noninfectious inflammatory conditions should also be
investigated if the patient is not experiencing a satisfactory clinical response to a microbiologically

adequate initial empiric antimicrobial regimen (A-ll).

Sartelli et al. World Journal of Emergency Surgery (2017) 12:29
Surg Infect (Larchmt). 2017 Jan;18(1):1-76. doi: 10.1089/sur.2016.261
Clin Infect Dis. 2010 Jan 15,50(2):133-64. .
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1. OCeia OKWANKOEISITIOO — AVTIMETWITION

* Appendectomy remains the treatment of choice for acute
appendicitis.

* Antibiotic therapy is a safe means of primary treatmentfor patients
with uncomplicated acute appendicitis, but this conservative
approach is less effective in the long-term due to significant

recurrence rates. (1A)

Sartelli et al. World Journal of Emergency Surgery (2017) 12:29
Surg Infect (Larchmt). 2017 Jan;18(1):1-76. doi: 10.1089/sur.2016.261
Clin Infect Dis. 2010 Jan 15,50(2):133-64. .



2. Oceia eKKOATTWHATITION

e Patients with uncomplicated acute diverticulitis should be treated with

antibiotic therapy to address gram-negative and anaerobic pathogens (2C)

e Systemicantibiotic treatment alone is usually the most appropriate
treatment for patients with small (< 4 cm in diameter) diverticular
abscesses; Image guided (ultrasound- or CT-guided) percutaneous drainage
is suggested for patients with large diverticular abscesses (>4 cmin

diameter) (2B).

Sartelli et al. World Journal of Emergency Surgery 2013, 8:3



3. HTaTiko atmréotnua — ToTToypagia & HiKpoBlioAoyia

-

—

75% A€o AofBo ( = auénuévn apdtwon)
20% AplotepoAofo

5% kepkodOpo

AcouvnOnc n mpooPfolr) kat Twv SVo AoBwv pe

TLOAAQUTTAQL QATTOOTH HOTAL

Arnootipato:
pHovnpen N MoAAQTTAQG,
LLoVOXwpa i TTOAUXwpa

LeyEBouc mm- cm,

* Gram-negative
Escherichia coli, Klebsiella, Proteus vulgaris

* Gram-positive
Streptococcus milleri, Strept. anginosus group (incl.S.

constellatus & S. intermedius), Staph. aureusand Strept.
pyogenes (endocarditis and infected catheters)

 Avaepoflol pikpoopyaviopol: Bacteroides fragilis

* Mukntec : Candida spp. (ovdetepomevikoug, IVDU)

e JYmaviwa: Pseudomonas, Proteus, Enterobacter, Citrobacter,
Serratia, B-hemolytic streptococci, microaerophilic
streptococci, Fusobacterium, and Clostridium species.



3. HTaTIKO atréoTnua - QVTIMETWTTION

-———— ——

Drainage of liver abscess, either surgically (either open or laparoscopic), percutaneously, or via endoscopic retrograde
cholangiopancreatography, is standard

* For patients with a single unilocular abscess, we suggest percutaneous drainage (Grade 2B):

-single abscesses <5 cm : needle aspiration only or through placement of a drainage catheter.

-For drainage of single abscesses >5 cm in diameter, : percutaneous catheter drainage rather than needle aspiration

(Grade 2B). Drainage catheters should remain in place until drainage ceases (usually up to seven days).

e For patients with multiple or multiloculated abscesses, the drainage approach depends on the number, size, and
accessibility of the abscess(es), the experience of the surgeons and radiologists, and the underlying condition and
comorbidities of the patient.

e Surgicaldrainage is appropriate when there is an underlying disease that requires primary surgical management, when
there is an inadequate response to catheter drainage, or if the abscess has viscous contents that preclude successful

percutaneousdrainage.
Clinical Liver Disease, Vol 6, No 2, August 2015
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3. HTaTIKO atréoTnua - AVTIMETWITION

- —

Empiric broad-spectrum parenteral antibiotics should be administered pending aspiration of the
abscess and microbiologic analysis of the abscess contents.

empiric regimen that covers streptococci, gram-negative bacilli, and anaerobes (Grade 2C). For

patients in whom the possibility of E. histolytica cannot be reasonably excluded:

+ metronidazole (Grade 2C).

Once culture and susceptibility results (from blood and drainage specimens) are available, the
antibiotic regimen can be tailored to them. Antibiotics are generally continued for 4-6 weeks total,
depending on the clinical response to therapy (6-8 if multiple --- 2iv + 4-6 po)

Follow up imaging ??? Only if not response

Clinical Liver Disease, Vol 6, No 2, August 2015
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4. Cholecystitis and Cholangitis

L

Q

a

a

Q

AepofLa Gram(-) evtepika faktnpla
> E.Coli(27-66%)
> Klebsiella (4-21%)

AepoBLla Gram(+)
> Streptococcus spp.
> Staphylococcus spp.
> Enterococcus spp?? (in cholangitis 10%)

AvaepoBLa
> Clostridium spp.
> Bacteroides spp.

AepoBLa toAupikpoBLokn attioAoyia (17-50%)

Muwtn (aepofrla-avaepofia) attiodoyia (wg40%)



4. Cholecystitis and Cholangitis

Table 3 Antibiotic regimens

a. Antimicrobial therapy for community-acquired cholecystitis

Choice

Antibiotic class
(Best choice from 1 to 5)

Beta-lactam/beta-lactamase inhibitor combinations
based regimens

Cephalosporins-based regimens

Carbapenem-based regimens

Fluoroquinolone-based regimens (in case of allergy
to beta-lactams)

b. Antimicrobial therapy for heath care-associated

Clinical patient’s condition
Stable

Unstable

Antibiotic choice

Tigecycline + Piperacillin/Tazobactam
Imipenem/Cilastatin + Teicoplanin
Meropenem + Teicoplanin

Doripenem =+ Teicoplanin

Antibiotic choice

Amoxicillin/Clavulanate (in stable patients)
Ticarcillin/Clavulanate (in stable patients)

Piperacillin/Tazobactam (in unstable patients)

Ceftriazone + Metranidazole
(in stable patients)
Cefepime + Metranidazole
(in unstable patients)

Ertapenem
(in stable patients if risk factors for ESBLS)

Ciprofloxacin + Metronidazole
(only in stable patients)
Levofloxacin + Metronidazole
(only in stable patients)
Moxifloxacin

(only in stable patients)

Tigecycline
(in stable patients if risk factors for ESBLS)

For community-acquired biliary infection,
antimicrobial activity against enterococciis
not required, because the pathogenicity of

enterococcihas not been demonstrated.

For selected immunosuppressed patients,
particularly those with hepatic
transplantation, enterococcal infection
may be significant and require treatment

(B-111).

Sartelli et al. World Journal of Emergency Surgery (2017) 12:29

Surg Infect (Larchmt). 2017 Jan;18(1):1-76. doi: 10.1089/sur.2016.261
Clin Infect Dis. 2010 Jan 15;50(2):133-64.

Pisano et al. World Journal of Emergency Surgery (2019) 14:10



5. Acute pancreatitis

* Prophylactic antibiotics in patients with acute pancreatitis are not associated
with a significant decrease in mortality or morbidity. Thus, routine prophylactic
antibiotics are no longer recommended for all patients with acute pancreatitis
(1A)

* Antibiotics are always recommended to treat infected severe acute
pancreatitis (2A)

* A CT-guided fine-needle aspiration (FNA) for Gram stain and culture can
confirm an infected severe acute pancreatitis and drive antibiotic therapy but

is no longer in routine use (1B)

Leppdniemiet al. World Journal of Emergency Surgery (2019) 14:27
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iIght dose
Ight duration

Thank you for your patience !



