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ESCMID PUBLICATIONS

Guideline for the management of acute sore throat

ESCMID Sore Throat Guideline Group

C. Pelucchi', L. Grigoryan™, C. Galeone'”, . Esposito’, P. Huovinen®’, P. Little" and T. Verheij’

CMI 2012; 18: $1-27



O¢cia Qapuyyooapvydalitig/ Kuvayxn —
TL VEWTEPO

Clinical Infectious Diseases Advance Access published September 9, 2012

IDSAGUIDELINES

Clinical Practice Guideline for the Diagnosis
and Management of Group A Streptococcal
Pharyngitis: 2012 Update by the Infectious
Diseases Society of America®

Stanford T. Shulman,' Alan L. Bisno,” Herbert W. Clegg,® Michael A. Gerber,' Edward L. Kaplan,” Grace Lee,”
Judith M. Martin,” and Chris Van Beneden®




Oécia Dapuyyooapvydalditic/ Kuvayyn

2uvNOwc Loyevinc

85-95% Loyevouc attloAoyiac otouc eVAALKEG
70-80% Loyevouc atttoloyiac ota matdla >3 eTwv
97-99% Loyevnc ota matdLa <3 €Twv

[MoAU cuyvn

2-4 emeloodla /€TOC 0TOUC EVAALKEC
6-8 enelocodLa/etoc ota maldla
Ertoxtakn katavoun: NogupBploc-Matog

AvutomnepLlopl{OevVn VOGOC



Oécia Dapuyyooapvydalditic/ Kuvayyn

Yrtapxel GopeELA OTPEMTOKOKKOU;

NAI
=~ 20% ota rodLa ewce 14 stwv (7-37%)
2mavia otouc evnAikec (<0.5%)

B Aev anatteitol avalntnon Kot ekpillwon tTng dopelag
B Aev ouviotatol EAEYXOC TNC EKPL{WONC LETA OTTO
TEKUNPLWHUEVN OTPEMTOKOKKLKN dapuyyoapuydaiitidba
B > autnv ouvnBwc odpeiletal To palvouevo
«UTIOTPOTILA{OUCWV CTPETTOKOKKLIKWY
dapuyyoapvydaAtidwv»



Oécia Dapuyyooapvydalditic/ Kuvayyn

OL odnyiec adopoLv tnv ofeia (bLapkeloc 14 nuepwv)
averninAsktn ¢papuyyoopvydaiititdbo/kuvayxn, o€
ATOHO XWPLC vOOOKATAOTOAN 1 coBapeEc
oUVVOONPOTNTEC

Aev adopouv elBIKEC popdEC OTTWCE N Kuvayxn Vincent,
n StpBepitida, n YovoKOKKLKN dapuyyitida, N vOooc
Lemiere, N 10 TEPLOUUYOAALKO ATTOCTNLLOL TIOU £XOUV
OLWC Kol SLapOoPETLKN KALVLIKA ELKOVOL



Vincent's Angina
Ulcer

-

61dpOepitida Fovokokkikn papuyyitida




Displaced Uvula

Ab___scess

~Tonsil

www.ghorayeh.com

Deviated
uvula




Oécia Dapuyyoapvydalitic/ Kuvayxn

OLodnyiec tou 2012 cupdpwvouv OTL EVOELEN YL

XopPNyNnon aVTLULKPOBLAKNC aywynC UTTAPXEL LOVO OTNV
ofelal oTpeMTOKOKKLKN dapuyyoapvydaAiitida (Al)

H avtipikpoflakn aywyn 6&v xopnyeitol tudpAa oe
Kuvayxn yta tTnv npoAndn Twv pEVHATIKWY N TUWOWV
eTUITAOKWV TNC dapuyyoapvydaAitidbac (Al)

O kivouvoc emutAokwyv dev aANAleL av N aVTLLKpoBLaKkn aywyn
kKaBuoteprioel pEXPL Kat 9 nueEpeC. H xopriynon avtiBlotikou dev
emnpealeL Tnv TBavotnta oTEpaApATOVEPPLTLOOC

LETOOTPEMTOKOKKIKNAC. H cuxvOTNTA PEVHATIKOU TTUPETOU Eivall
TOAU HLKPN



GROUP A STREFTOCOCCAL

Sudden onset of sore throat

Age b-15 years

Fever

Headache

MNausea, vomiting, abdominal pain
Tonsillopharyngeal inflammation

Patchy tonsillopharyngeal exudates
Palatal petechiae

Anterior cervical adenitis (tender nodes)
Winter and early spring presentation
History of exposure to strep pharyngitis
Scarlatiniform rash

NMwc¢ Ba StayvwoBei n
OTPEMTOKOKKLKN
dapuyyoapvydaAitida;

H kKAwKn elkova v
glvoil SLoyvwoTIKA Tou
outiov

VIRAL

" & & & & & &

Conjunctivitis

Coryza

Cough

Diarrhesa

Hoarseness

Discrete ulcerative stomatitis

Viral exanthema




PLVLKOC KOTAPPOUC
Dapuyyitda/kal
apuyboAitidba
Brixag §npog
Mupetocg 37.8°C

Erunepukitidoa

Kowo kpuoAoynpa
A€V YopnYOUUE aVTLBLOTIKA



Islta

Cold or

Symptoms Cold
Fever Rare ‘haracteristic, high

/((]().2 ~104 " F); lasts 3—4 davs ‘\
Hceadache Rare / Prominent \
Goeneral Aches, Pains Slight / Usual: often severe ‘ \
Fatigue, Weakness Quite mild / Can last up to 2—3 wececks \
Extreme Exhaustion Never Early and prominent

Stuffy WNWose

COMmImon

Sometimes

Sncczing

Tlisual

Sometimes

Sore Throat

COImiImon

Someaotimes

Chest Discomfort,
Cough

Mild to moderate:
hacking cough

Common: can become severe

Complications

Sinus congoestion
or carache

\

Bronchitis, pneumonias
can be life-threatening

Prevention None Annual vaccination: amantadine
or rimantadine Cantiviral drugs)
Treatment Only temporary reliefl Amantadine or rimantadine wiy

of symptoms

318 hours after onset of Syi




Aldyvwon oéeiac OTPEMTOKOKKLKAG
dapuyyitdog

BKaAALEpyela papuyykoU (se >95%, sp 99%)

BRADT(Rapid Antigen Detection Test)(se 70-90%, sp
95%)
BKAwwka scoring systems (CENTOR, McISAAC)



Tporowinpeva kprtnpta CENTOR (Mclsaac)

Criteria Foint

Temperature >38°C

Mo cough

Tender anterior cervical adenopathy
Tonsillar swelling or exudate

|
|
|
|
Age 3-14 years |
Age |54 years 0

|

Age >44 years —




Tporownueva kprtnpta CENTOR

Total score Rk of group A streptococaal infection (%)

3863
17-28
|0-12
4—=
2-3

= — b e

Mc Isaac et al, Can Med Assoc J 1998

Total score Rek of group A streptococaal infection (%)

51-53
2835
L 1-17
5—10

|-2.5

a—-r~wi

Mclsaac et al, JAMA 2004



ESCMID 2012 IDSA 2012

SUVLOTATOL N XPron Twv e To RADT kal ta avTiBLotika
KALVLKWV KPLTNPLlwv Tou bev o uviotwvtatoe
CENTOR kat tou RADT apousLa Katappong, Pnxa

(6nA. cUPMTTWHATWV

0-2 scoring, OXI RADT, OXI LWOEWC) Kl O TTaSL<3
ANTIBIOTIKA TV

3-4 scoring ev6el€n yio RADT |« 311 UTLOAOUTEC TEPUTTWOELC
Kol ov Betiko, ANTIBIOTIKA ouviotatal RADT kot av

Betiko ANTIBIOTIKA. Zta
roidLa av apvnTLKO va
ylveta KaAALEpyeLa

A€V cuvLOTATOL TIOTE N
KaAALEpYELA PaPUYYLKOU

E OXI ASTO (aveBaivel peta oo 3-8 eBSOUAdEC KOl TTOPOHEVEL
OeTIKn yLo LAVEC)
F OXI CRP



Obnyieg IDSA 2012 : Oeparteion GTPEMTOKOKKIKNG
dapuyyoapvydaliitidac

Drug, Route

For individuals without
penicillin allergy

Penicillin V. oral

Amoxicillin, ol

Benzathine penicillin G,

intramuscular
For individuals with

penicillin allergy
Cephalexin,” ol
Cefadroxil,” oral
Clindarmycin, oral
AMSsgmycin,” oral

Clarithromycims

Dose or Dosage

Children: 260 mg twice daily or 3 times daily:
adolescents and adults: 260 mg 4 times daily or
B00 mg twice daily

B0 mg/kg once daily (max = 1000 mg); alternate:
25 ma'kg (max = 500 mg) twice daily

<27 kg: 600 000 U; >27 kg: 1200000 U

20 mg/kg/dose twice dally (max = 500 mg/dose)
30 ma/kg once daily (max =1 g

7 mgfkg/dose 3 times daily (max = 300 mg/dose)
12 mg/kg once daily (max =500 mg)

7.5 mg/kg/dose twice daily imax =250 mo/dose)

Duration or
Quantity

10d

10d

1 dose

10d
10d
10d
B d
10d

Recommendation
strength, Quality®

Strong

Strong,

Strong,

Strong,
Strong,
Strong,
Strong,
Strong,

, high

high

high

high
high
moderate
moderate

moderate

OLo0dnyiec tnc ESCMID avadEpouv Hovo tnv MEVIKIAALVN!




Evaluation of a rapid antigen detection test in the diagnosis
of streptococcal pharyngitis in children and its impact
on antibiotic prescription

Helen C. Maltezou!, Vasilios Tsagris?, Anastasia Antoniadou?®, Labrini Galani?,
Constantinos Douros?, Ioannis Katsarolis?, Antonios Maragos!, Vasilios Raftopoulos!*,

Panagiota Biskini?, Kyriaki Kanellakopoulou?, Andreas Fretzayas®, Thendoarms Panadimitrinn!,

JAC 2008

Polyxeni Nikolaidou? and Helen Giamarellou®*

2005-2007. 820 awdia. 2€ 451 xpnoiponotnOnke to strept
test.(svalcOnoia 83%, eldikotnta 94%, apv. TPOYVWOTIKA afia
(94%)

H xprion tou strept test peiwoe onpavtika tn xpnon
avtiBlotikwyv amno 72.2% oc 28.2% (p<0.001)

H dtadopa otn ocuvtayoypadnon HeTaél LOLWTWV Kat
VOOOKOMELOKWV IodLlatpwyv Atav eniong onpavtikn (55.7%
gvavtt 19.9%, p<0.001)




A=IOAOIHzZH TQN KAINIKQN KPITHPIQN CENTOR 2E 432
MAIAIA(2-14 etwv) ZTA OMOIA AIENEPTHOHKE KAAIEPTEIA
DAPYITIKOY KAI RADT

APIOMO2 AP. EYAIZOHZIA EIAIKOTHTA PPV NPV
KPITHPIQN | AZOENQN (%) (%) (%) (%)
CENTOR

60.9 96.8 82.4 91.1
2 136 80.6 92 78.4 92.9
3 118 91.4 94 86.5 96.3
4 60 95.8 86.1 82.1 96.9

Toaypnc¢ B. Atdbaktopikn Awatpt8n 2012



Carl Llor, Jordi Madurell, Montse Balagué-Corbella, Monica Gomez and Josep Maria Cots

Br J Gen Practice 2011;e224
Impact on antibiotic prescription of rapid antigen
detection testing in acute pharyngitis in adults:

a randomised clinical trial

Table 3. Validity of the rapid antigen detectjefi tesbdepending on the number of Centor criteria

Number of Positive predictive  Negative predictive
Centor criteria n % GABHS Sensitivity, % Specificity, % value, % value, %

1 73 0l-) - 95.9 - 95.9

2 87 13 114.9] B4.b 89.2 RT.9 97.1

3 Th 19 125.7] 94.7 945 857 98.1

4 42 17 140.5] \ 88.2 / 100.0 100.0 92.6

Total ITh 49 (17 8] \ 898 / 738 79 97.7

GABHS = group A befa-heemolytic sfraplocoarus., \/

Meilwon tng ouvtayoypadnong aviPlotikwy amno 64% oto
44% (p<0.001). 210 31% TWwV MEPUTTWOEWV OEV EMPETIE VAL
gxouv 6008l (RADT apvntiko)



O&cia pLVOKOATIITLC



O&eia pLVOKOATILTLC — TL VEWTEPO

Clinical Infectious Diseases Advance Access published March 20, 2012

IDSA GUIDELINES

IDSA Clinical Practice Guideline for Acute
Bacterial Rhinosinusitis in Children and Adults

Anthony W. Chow,' Michael 5. Benninger.? ltzhak Brook,? Jan L. Brozek,* Ellie J. C. Goldstein,%? Lauri A. Hicks ®
George A. Pankey,? Mitchel Seleznick,'® Gregory Volturo,' Ellen R. Wald,'? and Thomas M. File Jr13.14

AmteuBuUvovTal 0To yLaTpO TNC MPwWTofAduLoC
dpovtidac vyetlac Ko Tov yLatpo twv TENM




Oéeiot PwvoKOATTLTLC
(ouunmtwpatoa<d eBdopadec)

B Alayvwon yia 1o 14% etnoilwc tou mAnBuopou twv
HIMA nAwkioc >18 stwv

B Aitwo 16-25,000,000 emiokePewv o€ yLATPO €TNOCLWCG
(HNA)

B 90-98% LOoYyEVAC

B Boktnplokn erutAokn oto 0.5-2% twv Kowvwv
KPUOAOYNUATWY OTOUG €VNALKEC Kol 0To 5% ota rodLa

B 70% twv acBevwv pe ovpntwpata 6ev €xouv OP

B 85-98% twvV ylotpwv cuvtayoypodolVv avilBLloTika
otav okedpBouv OP



Oécia PwvokoATiTIC

Ou 6LeBveic odnyiec tnv teAevtaia 15etia
ouudpwvouv Kal emtavalapBavouv otL evoelén
QVTLULKPOBLOKNC aywynG UTTAPXEL LOVO OTNV
Oteia Baktnplakn PwokoAmnitida (OBP)

4

Mwg tiBetal n Stayvwon tng OBP;



AcbBevnc 41 eTwv ano 4nuepou gugpavider pIvikn
KaTappon, BAxa kal dskaTikN NUPETIKN Kivnon (37.6°c),
LUaAyiec kal apOpaAyiec. AauBavel yOVO CUNNTWHATIKN
aywyn.

Tnv 4n nuepa o acBevng epgavilel kepaAaiyia, NUWOEIC

DIVIKEC EKKPIOEIC, MOVO Kal eualobnaoia oTnv nepioxn Tou

1 ]

O aoBevncg €xel OBP kal w¢ ek ToUuTOU £VvOEIEN va AaBel

apIOTEPOU IYUOpPEIOU.

avTIBIOTIKO;



Oéeiot PwvOKOATTLTLC

B H tekunplwon tn¢ dtayvwonc tng oéelac BaktnpLlokng
pWVOKOATtITIO ¢ TIBETOL LLE TNV MTOPAKEVTNGON KO
KAAALEPYELOL TOU UYPOU 0Tn AN TWV CUUTTTWUATWY N
e AnPn delypatog evéookorika arno QPA peocw twv
TTOPWV ETILKOLVWVLOC TWV TIAPOPPLVIWY HE TNV PLVIKN
KolAotnta

B AloAoyeitol naBoyovo pe avamntuén =104

B AEN KAAAIEPTEITAI TTIOTE TO PINIKO EKKPIMA



Oéeiot PwvOKOATTLTLC

AEN ouviotatot oKTIVOAOYLKN QTELKOVION YLoL
tnv dtayvwon tnc OBP

vH arAn aktwoypadia €xet ToAL xapunAn
gevaloOnota (aAAa vPnAnR aApVNTLKA TTPOYVWOTLKN
acia)

vH CT €xeL peyain svoocbnoia kot xapunAn
eldkotnta . >85% twv evnAikwv og paon Kowvou
kpuoAoynuoatoc Ba €xet maboAoyikn CT mapoppLviwy



Oéeiot PwvOKOATTLTLC

H diayvwon tnc OBP pe €vdeién
Oepaneiacg sival kKAIvikn. Oa
OTNPIXTEI OoTN BAPUTNTA TWV

CUHNTWHATWV Kdl TN S1apKEIA TOUGC

$

H avTigikpoBiakn aywyn Tng OBP
gival EYNEIpIKN



Oéeiot PwvOKOATTLTLC

Table 2. Conventional Cnteria for the Diagnosis of Sinusitis
Based on the Presence of at Least 2 Major or 1 Major and =2

Minor Symptoms

Major Symptoms Minor Symptoms

e Purulent anterior nasal discharge @ e Headache

» Purulent or discolored posterior nasal » Ear pain, pressure, or
discharge fullness

» MNasal congestion or obstruction e Halitosis

o Facial congestion or fullness » Dental pain

o Facial pain or pressure « Cough '

» Hyposmia or anosmia » Fever (for subacute or

chronic sinusitis)
e Fever (for acute sinusitis onlyl@ « Fatigue

® 80% twv nAdLWV £X0UV HOVO AUTA TAL GUHTTWHOTOL



Alayvwon kai diakpion OBP pe €vosién yia
avTiIjIKpoBlakn aywyn

ZoBapn vOoOG ME NUPETO

>38.3 kKal CUNNTOWHATA Yia Apeon Evapén
3-4 nHEPEG N CIVTI|.IIKpO§ICIKI’|(;
Z(PnVoEIdITIC N HETWNIAIA ayoyns
KOANITIC

'Hmia N peTpiac BaputnTac CUPNTWHATOAOYIA

‘Evapé&n
=2d AVTIHIKPOBIAKNG

AIGPKEIQ CUNNTOHAT®WV = 10 NnUEPEG N ayoyRc

EndEivoon CUNNTOHATWV HETA Aano
apxikn BeAtimon (double sickening)




T0%

50% -

30% -

20% A f

10% 4

——== — —
123455?391*11121314

Day of illness

0%

Figure 1 Symptom prevalence by day |for rhinovirus illness
(data from Gwaliney et a]jn}l.




Double-Blind RCT s of Abx vs. Placebo

Table 6
Double-blind randomized controlled trials of antibiotic vs placebo for acute rhinosinusitis*

Primary Age, v Diagnostic lliness Industry

Author year, country care N {male, %) criteria duration, days Antibiotic funding
Bucher®* 2003,

Switzerland yes 252 =18 (46} clinical si/sx 4.5 median amox/clav yes
de Sutter®® 2002,

Belgium yes 408 =12 (45} clinical sifsx 7.4 median amox ns
Ganancga®® 1973,

Brazil no 50 =18 (60} pos. nasal cx ns cyclacillin ns
Hansen®? 2000,

Denmark yes 139 =18 (25) algorithmt 6.0 median pcn no
Haye®® 1998,

Norway yes 169 =18 (26) neg. imaging 10 to 30 azithro ns
Kaiser®® 2001,

Switzerland ns 269 =18 (48) clinical si/sx 4.0 median azithro ns
Lindbaek'® 1996,

Norway yes 130 =16 (35} pos. imagings <30 pcn, amox no
Lindbaek'" 1998,

Norway yes 70 =16 (39} neg. imagingt =7 pcn, amox no

Meltzer’# 2005, 14
'0OpeN6§:anoé Ta aviiBibTikd 61o 5iGéTnpé"7-12 njiEpeg kai
KOTGSIiﬂgW@QY yes =18 (31) clinical si/sx median amo

Holland yes 192 =16 (34) clinical si/sx =5 doxy yes
van Buchem“’“ 1997,

AUqumog(psan ™G OBP FICIHPWTEC" 7 NUEPEG kaTa 70%

Finland yes 150 =18 (30) clinical si/sx =5d for 73% pcn, doxy, amox yes

amox, amoxicillin; azithro, azithromycin; clav, clavulanate; cx, culture; doxy, doxycycline; neg, negative; ns, not stated;
pcn, penicillin V; pos, positive; si/sx, signs and symptoms.

*Data from Rosenfeld, Singer, and Jones.*®
TCombined symptoms with C-reactive protein and erythrocyte sedimentation rate (68% positive predictive value).
¢Patients had clinical signs and symptoms of acute rhinosinusitis, but baseline radiograph/scan did not show complete opacity,

i Otolaryngology Head and Neck Surgery 2007 137: §32-45



The Role of Antibiotics in Acute
Uncomplicated Maxillary Sinusitis in
Ambulatory Care: A Randomized
Controlled Trial

Prezas L!, Antoniadou A?, Panagopoulos P!, Tsaganos T2,

Agathagelides A?, Danielides G?, Stathas T3, Rigakou M3,

Karvelis N%, Moshovakis E4, Papaeliadis E>, Ferekidis E>,
Symeonidis S® Giamarellou H.

1-4th Dept of Internal Medicine, University General Hospital “Attikon”, Athens, Greece
2-ENT University Dept, ‘Papanikolaou” Hospital, Salonica, Greece
3-ENT University Dept, “Rio” Hospital, Patra, Greece
4-ENT Dept, “St Panteleimon” General State Hospital, Athens, Greece
5-ENT University Dept, “Hippokration” Hospital, Athens, Greece
6-ENT Dept, 251 Military Hospital, Athens, Greece

ECCMID 2006



e 238 patients finally evaluated. Mean age 34.4 years
* No statistically significant age difference was found between

therapeutic success and failure in both groups (p=0.013)

* Symptoms at presentation have no predictive value

Outcome Total
Treatment Statistics
Complete Partial :
O . Failure
remission remission
Observed 118 13 5 136
frequency
Group A P t ithi 9.6%
ercentage within 86.7% .69 3704 100%
treatment
Observed a5 11 5 102
frequency
Group B P t ithi 10.89%
ercentage within 83394 8% 5 99% 100%

treatment




Oé¢cia PwvokoAmtitic — aAyopiOpoc IDSA 2012

Signs & Symptoms either:

a) Persistent & not improving (>10 days); ke .4 .
Risk for antibiotic resistance
b) Severe (>3-4 days); or

c) Warsening or “double-sickening” (>3-4 days) ‘ X ,;rgiz:azn‘:irbjzzz:: :vv‘::ir:
: the past month

. Prior hospitalization past
5 days
Comorbidities
Immunocompromised

Risk for|Resistance

No Yes
Symptomatic X
i management i
Initiate first-line |~ " | Initiate second-line
antimicrobial > antimicrobial |
therapy therapy

L —————



Oé¢cia PwvokoArtitic — aAyopOpoc IDSA 2012

. =

Improvement Worsening or no
aftgr 3-5 days improvement
after 3-5 days

Complete 5-7 ‘

days of Broaden coverage
antimicrobial .

e N - -swvtch to |

different

antimicrobial class
Worsening or no |

improvement |
after 3-5 days |

Improvement ¢——

.

Improvement
after 3-5 days

Complete 7-10
days of
antimicrobial
therapy

P Improvement |

|

Refer to specialist

Complete 5-7 |
days of

antimicrobial e CTor MRI to investigate |
therapy | noninfectious causes

or suppurative
complications

. Sinus or meatal cultures
for pathogen-specific
therapy

Complete 7-10 |
days of
antimicrobial |

therapy |



H egneipikn aywyn kateubuveral ota niava naboyova

Microbiology of ABRS (Adults)

4%
0%—8% 20%—43% B S. pneumoniae

2%—10% B H. influenzae

0%— 9% B Streptococcal species
B Anaerobes

3%—9% B M. catarrhalis

[0 Staphylococcus aureus

] Other
22%—35%

Sinus and Allergy Health Partnership. Otolaryngol Head Neck Surg 2000;123:51.




Table 6. Prevalence (Mean Percentage of Positive Specimens)
of Various Respiratory Pathogens From Sinus Aspirates in
Patients With Acute Bacterial Rhinosinusitis

Publications Publications
Before 2000 in 2010

Adults® Children™ Adults® Children®

Microbial Agent (%) (%) (%) (%a)
Streptococcus pneumoniae 3043 A4 38 21-33
Haemophilus influenzae 31-3b 30 36 31-32
Moraxella catarrhals 2-10 30 16 811
Streptococcus pyoganas 2—7 2 4
Staphylococcus aureus 2-3 13 1
Gram-negative bacili 024 2

lincludes

Enterobactenaceae spp)
Anaerobes (Bacteroiges, 012 2

Fusobactenum,

PeptostreptococcusF
Respiratory viruses 3156

No growth




EMMNEIPIKH OEPATEIA OBP —-IDSA 2012

Table 10. Antimicrobial Regimens for Acute Bacterial Rhinosinusitis in Adults

Indication First-line (Daily Dassl Secand-ing [Daily Doss)
|ritial ampirical therapy # Amceicilineclavulanate (500 mgft25 mg POTREN  # Amaacilin-clavulanate (2000 mgft25 mg PO bid)
ar 875 mg/125 mg PO bid)
& Doxycyciing (100 mg PO bid or 200 mg PO od
[iactam allengy # Doxycydine (100 mg PO bid or 200 mg PO od)

Risk for antibiotic resistanoe or
falled intial therapy

Severs nfaction requiring
hospitalization

# Levofloacn (500 mg PO odl
o Moxifloaan @00 mg PO qd
& Armnaeicilin-clavulanate (2000 mgi125 mg PO bid)

# Lavofloacin (500 mg PO od
o Mosxdfloacin 400 mg PO qd
o Arnpicllin-sulnactam [1.5-3g IV every 61

# Levofloacm (500 mg PO ar [V od
& Moxfloacn @00 mg PO or IV od)
# Cafirizaone (1-2 g IV avery 12224 bl
¢ Cafotzame 2 g V evary 4-6 bl




EMMNEIPIKH OEPATEIA OBP —-IDSA 2012

Tabled. Antimicrobial Regimens for Acute Bacterial Rhinosinusitis in Children

Indication First-ine [Daily Dosel Seconding (Deiy Dosel
|nitial empirical therapy x0icalli n-clavu o Amaecicilin-clavulanate 90 mgkgiday PO bid)
|45 mgkgiday PO bi

fiHactam allergy

Type | hypersansiny # Lewofloacn [10-20 mgfg/day PO every 12-24 b

Nar-type | fyparsenstnity « Clindamycin® (3040 mgkg'day PO fid) plus cefiime

B mg'kg/day PO bid ar cafpodamame (10 mgfkg/day PO bid)

Risk for antibiotic resistance or & Amoacillin-clavulanates B0 mgfkgiday PO bid)

failed intial tharapy
# Clindarmycin® @040 mgkg/day PO tid) plus cefeame
B mgkg/day PO bid) or cefpodamame (10 mgfkgiday PO bidl
 Levofleacin (1 0-20 mohg'day PO every 12-24 b
nevers infection requinng hospralzaton & Ampicilin/sulbactam (200-400 mgflgMday [V ewerny 6 h)

# Caftriaxans (50 mglkgiday [V avery 12 b
o Cafotasime [100-200 mg'oMay IV ewery 6 bl
# Levoflomacin (1 0-20 mafg'day IV avery 1224 b




EMMEIPIKH OEPANEIA OBP —IDSA 2012

B AEN cuviotwvtal oL HoKPOALSEC

B AEN cuviotwvtal oL Kepaloomopivec deUTeEPNC
KoL TPltnC yeviag ocav povobBepareia (cuvouaouoc
e KAtvoopukivn)

B Aev ouvioTtatal n KotpLlpoéaloAn



OBP : EniAoyn euneipikng avTigikpoBIlakng aywyng

Kévtpo EAéyxou kai MpoAnyng Noonpdtwv

Emiotnpovikn Emitponn
Noookopeiakwv AoipdEewv

Avtipikpofiako H"'.: PO ﬁnﬂ?hﬁn
KateuBuvtnpieg Odnyieg (10pKea a2 npEped)
yiatn Aldvaon Kai 1a. Hma v-:fncm-;:l? KL npufnmpﬂ'r.n ¥pRon avTiBoTky’
, , « Apof ki AivnkdaPoudoviko 625 mgx3{7),1gx2
T™hv EIJ"ElPlKn GEPCII'IEICI . .IE'-I.lCI'Ell‘{l."".."".{'k'r] 1 ax 3 I::"‘]
TV Aoipdéewv . Kepoupofipn afetih 500 max 2 (10
- Kegmpoliin SO0 % 2(10)
« Nopakapumépn 400 mgx 2(10)
KegpTivtopey A00 mgx 2(10)
1 B COnwe to 1a ko eidkoTepa, o ardepyia oTig f-AakTapEs
«  AoEumaukiivn 100 mgx 2(10)
«  AQBpopukivn 500 max 1(3)
«  FhopBpopukivn 500 mgx 2(10)
2. Métpuag PapiTnTag A mpoo@atn ¥onon avTPioTikow?
(To TeheuTaio Tpiprvo)
MoEiphofaoivn 400 max 1(10)
« Mefogphofagivn 500 magx 1(10)
Keqproafovn 1ax1, M5
«  Zuvduaopoi B-AokTapow pe khnedapuskivn® 0T w4* (100

AGHNA 2007




EmidnuioAoyia avroxng NVEUPUOVIOKOKKOU OTOV
eAANVIKO XWPO

AvTipiKpoBIaKE avToxn KAIvika oteAéXn 2TEAEXN
EVNAiKwv PIVOQPAPUYYIKAS
N=89 Qopegiag TaIdiwv

N=780

/ Avtoxn otnv meVIKIAALvVN<
K 1%

\ Me ta véa breakpoints

MaveAAnvia MoAukevTpikn MeAETNG TNG AVTOXNG TOU
Poulakou et al, IJAA 2007 NMveupoviokokkou-2004



AAAayn Twv breakpoints avroxng Tou
NMVEUHOVIOKOKKOU

MMMWR, December 19, 2008

S I R
<0,06 mg/L | 0,12-1 mg/L = 2 mg/L
4 mg/L = 8 mg/L
S R

< 0,06 mg/L = 0,12 mg/L




EnidnuioAoyia avroxng oTov EAANVIKO XWPO

d H avtoxn twv oteAexwv MVEUUOVIOKOKKOU OTLC LAKPOALOEC
otnv EAAada eivat vpnAn (>50%, 2005)

n evalocOnoio otnv evikiAAivn dev meplAapPAavel TLC
kepaloomopivec B'yeviag mov Bewpouvtal akatdAANAEC yLa
TNV EUMELPLKN Beparmeia mBavAC TTVEU LOVIOKOKKLKAC

Aoilpwéng

. H avtoyxn tou aipodilov otnv apofukLAAivn Sev
npemneL va urtepPBaivel to 15% yla va pmopel va
XPNOlOTIOLNOEL EUTIELPLKAL

. Emti evéeiéewv OTL aLEAVETOL TO TTOCOOTO TWV
OTEAEXWV TIOU TTAPAYOUV B-AOKTAUAOCEC TIPETIEL VAL
xpnotpomnotnBei n apoukiAAivn/kAaBouvAaviko (Omwcg
EVYLWVE OTIC APEPLKOVLKEC 0ONVYLEC)




EMMNEIPIKH OEPANEIA OBP —IDSA 2012

Awapkela Bepareioc 5-7 nUEPEC av
OPXLKI OVTOATIOKPLON OTOUC EVNALKEC Kot
10-14 nuepec ota tadla (weak
recommendation)



EMMNEIPIKH OEPANEIA OBP —-IDSA 2012
2ZUMITTWHOTLKA aywyn

B ZuvioTwvTtol oL TTAUOELC LE PUCLOAOYLKO 0pO
otn putn (weak)

B JUVLIOTWVTOL TA PLVLIKA Spray KOPTLKOELO WV
£L0LKA O€ ATOMA LLE LOTOPLKO OAAEPYLKNC
pwitidbac (weak)

B AEN cuvioTWwVTOL TA TOTILKA 1) ATTO TOU
OTOUATOC ATIOCU UPOPNTIKA /OAVTUCTALLVLKAL
(strong)



PIvokoAniTIC : Eni avBekTIKNG cupnTwuaToAoyiac,
xpovidouaac (>12 €Bdouadec), n
unoTtponialouoac (>4 sneicodia To XpOvo)

m Aneikovion (CT)

m MNapanopnn o€ QPA yia evOooKOmMIKN
eEcTaon, napakevTnon kalr AnWn KaAAIEpyeiac

B [1Bavn ekTignon Kalr ano aAAepyloAOyo




Table 14. Indications for Referral to a Specialist

e Severe infection (high persistent fever with temperature =39°C
[=102°F]: orbital edema: severe headache, visual disturbance,
altered mental status, meningeal signs)

# Recalcitrant infection with failure to respond to extended courses
of antimicrobial therapy

e Immunocompromised host

e Multiple medical problems that might compromise response to
treatment (eg, hepatic or renal impairment, hypersensitivity to
antimicrobial agents, organ transplant)

e Unusual or resistant pathogens
e Fungal sinusitis or granulomatous disease
e Mosocomial infection

e Anatomic defects causing obstruction and requiring surgical
intervention

e Multiple recurrent episodes of acute bacterial rhinosinusitis
ABRS) (34 episodes per year) suggesting chronic sinusitis

e Chronic rhinosinusitis fwith or without polyps or asthma) with
recurrent ABRS exacerbations

e Evaluation of immunotherapy for allergic rhinitis




NMveupovia TNG KOIVOTNTAG



Mvevpovia tTnc KowoTNTOC: TL VEWTEPO

Clinical Infectious Diseases Advance Access published August 30, 2011

IDSA GUIDELINES

The Management of Community-Acquired
Pneumonia in Infants and Children Older Than
3 Months of Age: Clinical Practice Guidelines by
the Pediatric Infectious Diseases Society and the
Infectious Diseases Society of America

John S. Bradley,"® Carrie L. Byington,2® Samir S. Shah,*® Brian Alverson,® Edward R. Carter® Christopher Harrison,$
Sheldon L. Kaplan,” Sharon E Mace® George H. McCracken Jr.? Matthew R. Moore,'® Shawn D. St Peter,
Jana A. Stockwell,2 and Jack T. Swanson™




Can Pediatric CAP Be Prevented? Recommendations

B Children should be immunized with vaccines for bacterial
pathogens, including S. pneumoniae, Haemophilus influenzae
type b, and pertussis to prevent CAP. (strong recommendation;
high-quality evidence)

m All infants $S6 months of age and all children and adolescents
should be immunized annually with vaccines for influenza virus to
prevent CAP. (strong recommendation; high quality evidence)

B Parents and caretakers of infants ,6 months of age, including
pregnant adolescents, should be immunized with vaccines for
influenza virus and pertussis to protect the infants from exposure.
(strong recommendation; weak-quality evidence)

m High-risk infants should be provided immune prophylaxis with
respiratory syncytial virus (RSV)—specific monoclonal antibody to
decrease the risk of severe pneumonia and hospitalization caused
by RSV. (strong recommendation; high-quality evidence)



Mvevpovia TnE KowoTNTOG: TL VEWTEPO

ORIGINAL ARTICLE

Guidelines for the management of adult lower respiratory tract
infections - Full version

M. Woodhead', F. Blasi®, 5. Ewig’, ). Garau®, G. Huchon®, M. leven®, A. Ortgvist’, T. Schaberg®, A. Torres®, G. van der
Heijden'®, R. Read'' and T. ]. M. Verheij'? Joint Taskforce of the European Respiratory Society and European Society for
Clinical Microbiology and Infectious Diseases

I} Department of Respiratory Medicine, Manchester Royal Infirmary, Manchester, UK, 2) Dipartimento Toreco-Polmaonare e Cardiodrcolatorio, Universita
degl Studi di Milano, IRCCS Ospedale Maggiore d Milono, Milano, Italy, 3) Chefarzt der Kliniken flir Pneumologie und Infektiologie, Ev Erankenhaus
Herne und Augisto-Kranken-Anstalt, Bergstrasse, Bochum, Germany, 4) Department of Medidne, Hospital Universitari Mutua de Terrassa, University of
Barcelona Baroelona, Spain 5) Pneumologie ef Reanimation, HotelDieu de Pards, | Place Parvis Notre-Dame, Paris, France, 6) Microbiology Loboratory,
University Hospital Antwerp, Edegem, Belgium, 7)  Department of Communicable Diseases Control and Prevention, Stockholm County, Stodcholm, Sweden,
B) Zentrum fiir Preunologie, Diokoniekrankenhaws Rotenburg, Else-Averdiek-5tr. Rotenburg, Germany, %) Pulmonary Department, Institut Clinic del Torax,
Hospital Clinic de Bareelona, [DIBAPS, CBERES (Ciber de Enfermedades Respiratorios), Facultod de Medidna. Universitat de Bareelona, Barcelona, Spain,
10) dinical Epidemiology, [ulius Center for Health Sciences and Primary Care, University Medical Center Utrecht, Julus Center, Utrecht, The Methedands,
I1) Infectious Diseases, Department of Infection and Immunity, Sheffield School of Medicine and Biomedcal Sdence, University of Sheffield, Royal
Hallarmshire Hospital, Sheffeld, UK and |2) Generd Proctice, fullus Center for Health Sciences and Pimary Care, University Medical Center Utrecht
Lkrecht, The Metherlands

CMI 2011



Mvevpovia TNC KOWwoTNTOG: TL VEWTEPO
OL teploooTEPEC 0ONYLeEC TTApaEVOUV LOLEC:

* H ektipnon tng Bapuntac (CURB-65)
* H SLayvwoTIKA IPooTEAAON
* Tol avapeEVOUEVA TTAlBoyova Kol N CUVIOTWUEVN

EUTIELPLKN aywyn
* H un e€apyxnc kaAvyn yia S. aureus (CA-MRSA<3%)

vilo tnv TeEKuNpLWHEVN Tiveupovia amo legionella, n
AeBodAotaoivn eival TAEoV TO GAPLLAKO EKAOYNG UE
evaAAoKTIKA TNV poéLpAoéaaoivn Kot Tnv altBpopuKivn
vOL eupwraikeéc odnyiec Sev amodéyovral tnv
ovtotnta tnc HCAP




HCAP

— napayovTtac Kiviuvou yiad noAuavOeKTIKA

NoonAsia o€ idpupa xpoviwg maoyoviwy, ibpupa
OLTLOKATAOTAONG 1] Oiko gEvynpiac
NoonAsia yia 2 R TEPLOCOTEPEC NUEPEC LECO OTOUC

TEAEUTALOUC TPELG LAVEC
Awpokadapon tov teAsutaio piva

EvéodA<BLa aywyn oto omnitt (meplthapBavopevng
OVTLBLOTLKAC OyWwYNG) N MEPLITOiNON TPAUMATWY OTO OTILTL

(rmtx kKatakAioeLg)



Mvevpovia tng kowotntac ano Staph. aureus

B YrieuBuvoc yia 1o 3% Twv IVEUOVLWV TTIOU aTTalLttouV voonAsia
B PBavel 1o 25% o€ smubnuiec ypinng (emtAholpwén)

B [podlaBeokol mapayovtec: IVDU, ZA, XNA, mpoodatn ypimnn

B E¢alpeTtikad Aotpoyovo taboyovo

E MoAuvon 6la tng aaepodopou 060U N aLaToyeVWE (oo
QTTOULOLKPUCEVN TtNYN Aolpwénc)

B Bapeld KAWLKN ElKOVA
20-30% amootnuoata
60% pikpofLatpio
20-30% Bvntotnta



Mvevpovia arnd MRSA tTh¢ KOWwoTNTOC

BapuUtatn VEKPWTLKA TTVEULLOVIOL LLE ETILITAOKEC KOl TOXELOL
e€EALEN O€ QVATIVEVOTLKN OVETIAPKELOL OE UYLELC XWPLG
npodLaBeoLkoUC MOPAYOVTEC

»evalocbnoia og Stadopa avtiBLlotikd (KLVOAOVEC,
epuBpopUKivN-KAWVO ALKV, LWVOKUKALVN, KOTPLUOEO(OAN)

>ropaywyn Panton-Valentine leucocidin
Ovntotnta 40%
Oepareia: AtveloAidn, KAlvOOUKiVN, BAVKOUUKLVN
Clin Infect Dis 2005; 40:100

Chest 2003; 124: 1789
Chest 2005; 128: 2732



A¢LoAoynon tn¢ Baputntog —MPOyvwonc tng MVEUOVLAC TNG

KOWOTNTOC
Thorax 2003; 58:377

»Confusion

»Urea >40mg/d|

»Respiratory rate >30/min
»Blood pressure (SBP<90mmHg or

DBP<60 mmHg)
»Age >65 years

Score 1 point for each feature

0-1 2 >3
Ovntotto Ovntotto Ovntotto
1.5% 9.2% 22%

Noocokopglak) Noonieia oto
emifieyn VOGOKOULELD

Kat’oikov voonieia
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“ Yy Epncwpkii Ospancia s

o * E§wvocoxopewaKic.
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ABnva, ®eBpoudplog 2005
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Emwoonpovikn Ermcporm
Noaoowopoiaxeay Ao ot owy

KartsuBuvinpieg Odnyisg
yia Tn Alayvewon kai

nv Epnsipikn Ospaneia
v Aocipwn sy




EAANViIKEC KateuBuvtnpLleg odnyiec yla TNV EUMELPLKNA
Bepamneia tnc E€wvoookopelakng mvevpoviac (2007)

E¢wvoookopelakn KAT'olkov vOonNAeiot 0€ EVAALKEC

AuotukiAAivn ( 1g /6wpo)

Xwpic mponynOeioa "
X0pAynon avTiPloTIKWy =
(Tpipnvo) Newrepn pakpoAion +
AHOEUKIAAIVN

Me tponynBévTa : : :
avTIPIOTIKA To TeAEUTAiO =8 ApotUkIAivn +NewTepn pakpoAidn

Tpipynvo

E'OxL kepahoomopiveg B’ yevLAc
B KepaAooTOpIVEC Y YEVLAC P.O., GE ATILEC EvaAAakTika avamveuoTikn
TEPLITTWOELC OEPATIEVOUEVEC KT OLKOV KivoAovn

E'ExeL MAPEL KOl EYKPLON N TLYEKUKALVN




EAANVikEC KateuBuvtnpleg odnyisc yia tnv
gUmeLpKn Oeparmneia tnC EEWVOOCOKOMELOKNAG
nivevpoviog (2007)
NoonAcuopevol aoBeveic oe koivoUc OaAapoug

AUmIKIANIVR GoUAUTaKTapn
Xwpig mponynB¢eioa Bepameia pe > A

avTipioTikd Keptpiaéovn n kegpotatiun

+

Newrepn pakpoAidon *

Me mponynBévra avTipioTikd To —

, , AvVAmVEUOTIKN KIVoAovn
TeAguTaio TpIiPNvo

KpuoTaAAIkn TeVIKIAAIVA

Me pikpoPioAoyIKA TeEKUNpiwaon —
TIVEUHOVIOKOKKOU €UaIoOATOU
oTnV TEVIKIAAIVN

+

Newrepn pakpoAion *

* M. avoootpomnonontikn dpaon kot KaAvuyn Evavte tng Legionella spp



Recommendations for pneumococcal vaccination

Should pneumococcal vaccine be used to prevent LRTI?

Recommendation: ESCMID 2011

| The 23-valent polysaccharide pneumococcal vaccine pre-
vents invasive pneumococcal disease in older persons
and in other high-risk groups and should be given to all

adult persons at risk of pneumococcal disease [Al].
1 Risk factors for pneumococcal disease are: age »65 years, To 23 aﬁvauo
institutionalization, dementia, seizure disorders, conges- ’
tve heart failure, cerebrovascular disease, chrinir_ thanEUMOVlOKOKKlKO
obstructive pulmonary disease, history of a previous EHB()A[O OE dtoua avw
pneumonia, chronic liver disease, diabetes mellitus, func- TwWvV 65 r']/Kal ME

tional or anatomical asplenia, and chronic cerebrospinal ’ 6 ’
fluid leakage [B3]. Although smoking seems to be a signif- NAPAYOVIEG KLVOUVOU

icant risk factor in otherwise healthy younger adults, yla T[VSU[.[OV[OKOKK[K{]
measures aimed at reducing smoking and exposure to V(')O'O
environmental tobacco smoke should be preferred in this
Eroup.

3 Revaccination, once, and not earlier than 5 years after

primary vaccination, should be performed in asplenic )
patients and can be considered in the elderly and other TO CDC npotelveL to
high-risk groups [B3]. 136uvapo pali pe to

4 There are not enough data to give any recommendations 23 60vap.o (01 C')COUC
concerning the use of conjugate pneumococcal vaccine in éxouv napdvov'tsg

adults. avénuéEvou Kvéuvou




Recommendatons Tor influenza vaccination

Should influenza vacane be used to prevent LRTI? ESCMID 2011

Recommendation:

| Influenza vaccine should be given yearly to persons at

increased risk of complications due to influerza [AZ].

WVaccination should be given to immunocompetent adults

EnBoALaoHOC
£TAOLOC YL
ypinmn

belonging to one, or more, of the following categories:
age >65 years, institutionalization, chronic ardiac dis-
eases, chronic pulmonary diseases, diabetes mellitus,
chronic renal diseases, haemoglobinopathies, and women
who will be in the second or third trimester of preg-
nancy during the influenza season [#].

2 Repeated vaccinations are safe and do not lead to a
decreased immune response [Bl].

3 In adults, inactivated, rather than live attenuated, vaccine
should be used [Al].

4 Yearly vaccimation should be carried out for health care
personnel, especially in setings where elderly persons or
other high-risk groups are treated [B2].

5 General vaccination of all healthy adults should not be To CDC 1o npoteivel yla

carried out in the absence of robust cost-effectiveness C')AOUC Avw Twv 6 I-lﬂV(bV

data for vacdnation [Bl]



Napo&uvon XAl



Napoéuvon XAl: tL vewTtepo

ORIGINAL ARTICLE
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University Hospital Antwerp, Edegem, Belgium, 7)  Department of Communicable Diseases Control and Prevention, Stockholm County, Stodcholm, Sweden,
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NoapapEvouv oTtabepPEG OL MEPLOCOTEPES CMI 2011
odnyiec



MNapofuvon XA — Evéelén avtipikpofLlakng aywyne

Exacerbations of chronic obstructive pulmonary disease
Which hospitalized patients with COPD exacerbations should
receive antibiotics!

Recommendation:

| Patients with all three of the following symptoms:
increased dyspnoea, sputum volume and sputum puru-
lence (a type | Anthonisen exacerbation) [A2].

1 Patients with only two of the above three symptoms (a
type || Anthonisen exacerbation) when increased puru-
lence of sputum is one of the two cardinal symptoms
[AZ].

3 Patdents with a severe exacerbation that requires invasive
or non-invasive mechanical ventlation [A2].

4 Antibiotics are generally not recommended in Anthonis-

en type Il without purulence and type lll patients (one or

less of the above symptoms) [AZ].




MNapofuvon XA — Evéelén avtipikpofLlakng aywyne

AlaoTpwpatwon acBsvwyv pe ntapouvon XAl
avaAoya pe tov Kivbuvo napouaciog P.aeruginosa
OTOV QTIOLKLOUO TOUC

What are the nsk foctors for P. aeruginosa?
Recommendation:
P. eeruginosa should be considered in the presence of at

least two of the following.

| Recent hospializaton [A3].
L Frequent (>4 courses per year) or recent administration
of antibiotics {last 3 months) [A3].

3 Severe disease (FEV, < 30%) [A3].
4 Oral steroid use (>10 mg of prednisolone daily in the

last 2 weeks) [A3]




MNapofuvon XA — Eumelpikn aywyn

Preferred Ahernative
Without risk Bctors for P. genginosg Co-amandie by Leverfloxcasin
M anciflocscin
+ Risk factors for P sengihoa Cliproflocse in™ Pipeeraci lin
L BODME T iLy.

Levafloxacin 750 mgi24 h or 500 mg twice daily is an aleernative

B Zg 600UC £xouv Xpovia anoxpepyn (Bpoyxektaoisg)
OUVLOTATOL O TIEPLOSLKOG EAEYXOC UE KAAALEPYELOQ TITUEAWVY

B Aev cuvioTtatol N TEOANTITIKA Xopnynon aviiBlotikwy, N n
HOKPA Xopnynon LoKPOoALdwv 1 ELOTIVEOMEVWV AVTLBLOTIKWV



MAnpodopiec mou avapevetat va aAAa&ouv to
HEAAOV

N Engl J Med 2011 August 25: 365(8): 689—-698. do1:10.1056/NEJMoal104623.

Azithromycin for Prevention of Exacerbations of COPD

Richard K. Albert, M.D., John Connett, Ph.D., William C. Bailey, M.D., Richard Casaburi,
M.D., Ph.D., J. Allen D. Cooper Jr., M.D., Gerard J. Criner, M.D., Jeffrey L. Curtis, M.D., Mark
T. Dransfield, M.D., MeiLan K. Han, M.D., Stephen C. Lazarus, M.D., Barry Make, M.D.,
Nathaniel Marchetti, M.D., Fernando J. Martinez, M.D., Nancy E. Madinger, M.D., Charlene
McEvoy, M.D., M.P.H., Dennis E. Niewoehner, M.D., Janos Porsasz, M.D., Ph.D., Connie S.
Price, M.D., John Reilly, M.D., Paul D. Scanlon, M.D., Frank C. Sciurba, M.D., Steven M.
Scharf, M.D., Ph.D., George R. Washko, M.D., Prescott G. Woodruff, M.D., M.P.H., Nicholas
R. Anthonisen, M.D., and for the COPD Clinical Research Network

CONCLUSIONS—Among selected subjects with COPD. azithromycin taken daily for 1 year.
when added to usual treatment, decreased the frequency of exacerbations and improved quality of
life but caused hearing decrements in a small percentage of subjects. Although this intervention
could change microbial resistance patterns, the effect of this change 1s not known. (Funded by the
National Institutes of Health: ClinicalTrials.gov number, NCT00325897.)



MAnpodopiec mou avapevetat va aAAa&ouv to
HEAAOV

Effect of Procalcitonin-Based Guidelines
vs Standard Guidelines on Antibiotic Use

in Lower Respiratory Tract Infections
The ProHOSP Randomized Controlled Trial

Shuetz P et al , JAMA 2009



Postinfectious Cough : ACCP Evidence-Based
Clinical Practice Guidelines (Chest 2006)

When a patient complains of cough that has been present
following symptoms of an acute respiratory infection for at
least 3 weeks, but not more than 8 weeks, consider a
diagnosis of postinfectious cough

For adult patients with postinfectious cough, not due to
bacterial sinusitis or early on in a Bordetella pertussis infection,
while the optimal treatment is not known, therapy with
antibiotics has no role, as the cause is not bacterial infection

For all adults up to the age of 65, vaccination with the stronger
formulation of TDap vaccine should be dministered according
to CDC guidelines



Associated Adverse Events

Nadine Shehab, Priti R. Patel, Arjun Srinivasan, and Daniel §. Budnitz

for Infectious Diseases, Canters for Disease Control and Frevention, Atlanta, Georgia

Emergency Department Visits for Antibiotic-

CID 2008;47,735

Division of Healthcare Cuality Promotion, Mational Center for Detection, Preparedness, and Control of Infectious Diseases, Coordinating Certer

142,505 etnoiwg emwokéPelc oe TEN yia mapeveépyeLleg pappakwv

20% adopouvoav avTiLoTikad

e  80% aAAEPYLKEC QVTLOPAOELC

e  50% mevikIAAiveg kat kepalooTopiveg

e guyvotepa couAdovapideg kat kKAvdapuKivn

®*  KLWVOAOVEG GUXVOTEPQA QLTLACELG aTto To KN2

ZNMUOVTLKO aitio
baAPUAKEUTIKAC
ToéLKOTNTOC TA
ovTLBLlotika

Concurrent Use of Warfarin and Antibiotics and the Risk

of Bleeding in Older Adults

Jacques Baillargeon, PhD,*® Holly M. Holmes, MD, Yu-Li Lin, MS,” Mukaila A. Raji, MD, Am " Med 2012

Gulshan Sharma, MD, MPH,"9 Yong-Fang Kuo, PhD?-®-




“The good physician treats the

disease; the great physician treats
the patient who has the disease.”

William Osler






