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Les anaérobies, concepts

Place importante en pathologie infectieuse
Infections polymicrobiennes (anacrobies/ acrobies)
Croissance lente = antibiothérapie probabiliste

Nécessité de bien connaitre le microbiote =2 antibiothérapie
efficace
Intéret limite de 1’antibiogramme - défi / pari

microbiologique




Quand faut-il y penser ?

Mauvaise odeur

Presence de gaz dans une lesion

Formation d’abces, gangrene, necrose de tissu
Infections chroniques

Foyers proches des muqueuses [dentaires, orofaciales,

abdominales, gynecologiques (sauf IST)]
Infections secondaires a des morsures humaines ou animales

Infections tumorales (bronchiques, coliques et uterines)




Origine des anaérobies

éExog‘ene . Clostridium tetani, Clostridium

botulinum / telluriques
- Nosocomiale : Clostridium difficile

- Endogéne : flore du patient




Origine des anaérobies

éExog‘ene . Clostridium tetani, Clostridium
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Confinés a
certains sites,
IIs n’ont aucun
pouvoir invasif

Bouche Nez et peau
Prevotella spp. Propionibacterium spp.
Porphyromonas spp. Cocci & Gram™ anaérobies
Fusobacterium spp.

Leptotrichia buccalis

Cocci a Gram* anaérobies
Cocci a Gram™ anaérobies
Actinomyces spp.
Eubacterium spp.
Bifidobacterium spp.
Lactobacillus spp.

I N

Vagin

Lactobacillus spp. lléon terminal
Prevotella bivia, disiens et célon
Porphyromonas : Bacteroides spp.
asaccharolytica ) ) Clostridium spp.
Cocci a Gram* anaérobies [ Prevotella spp.
Bifidqbapreﬁunjr spp. Porphyromonas spp.
Propionibacterium spp. Fusobacterium spp.

Bilophila wadsworthia
Cocci a Gram* anaérobies
Cocci a Gram™ anaérobies

Actinomyces spp.

Eubacterium spp.

Bifidobacterium spp.

Lactobacillus spp.

Propionibacterium spp.

I Brook, J Infect Chemother 2015

/




e

Confinés a
certains sites,
IIs n’ont aucun
pouvoir invasif

Bouche Nez et peau
Prevotella spp. Propionibacterium spp.
Porphyromonas spp. Cocci a Gram™ anaérobies
Fusobacterium spp.

Leptotrichia buccalis

Cocci a Gram* anaérobies
Cocci a Gram™ anaérobies
Actinomyces spp.
Eubacterium spp.
Bifidobacterium spp.
Lactobacillus spp.

‘ B
Vagin
Lactobacillus spp. liéon terminal
Prevotella bivia, disiens ot calon
P 0’22;7” °";°’?as | - Bacteroides spp.
SR arolytica S ) Clostridium spp.
Cocci & Gram* anaérobies [ e —
Bifidobacterium spp. P niiyoiniag: .2y
4 h orphyromonas spp.
Propionibacterium spp. FuZogacterium szg

Bilophila wadsworthia
Cocci a Gram* anaérobies
Cocci a Gram™ anaérobies

Actinomyces spp.

Eubacterium spp.

Bifidobacterium spp.

Lactobacillus spp.

Propionibacterium spp.

I Brook, | Infect Chemother 2015




Sortie du
confinement
pour causer des
dommages

Sinusite et otite

Abceés du cerveau

R Infection périodontale
Pneumonie Angine 'de Vincent
d'inhalation Actinomycose
Abcés du poumon Syndrome de Lemierre
Pleurésie
Pneumonie . ,
nosocomiale Abcés du sein
Abcés Bactériémie:
hepatiquo A Péritonite
Abces de paroi
Abcés périrectal

Salpingite

Abcés tubo-ovarien
Vaginose
Bartholinite

R

«— Dermohypodermite
Myonécrose
Ostéite

I Brook, J Infect Chemother 2015
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La base du traitement

e Délais de culture = Pas de documentation

bactériologique

* Traitement probabiliste en fonction de la
connaissance des microbiotes et de la sensibilite

aux antibiotiques

* Drainaoge chiruroical. debridement des tissus
g glcal,
NEeCcroses

. Oxygénothérapie hyperbare




Résistance naturelle des anaérobies

Résistance naturelle:

trimethoprime, aztréonam, fosfomycine (sauf Fusobacterium)
acide nalidixique et quinolones classiques

aminoglycosides (kanamycine 75 mg/l, n€éomycine 20mg/L)
en fonction des espéces

métronidazole Propionibactéries et Actinomyces
rifampicine : F necrophorum et F. mortiferum
céphalosporines Clostridioides difficile

vancomycine : C. innocuum

Dubreuil L, 2023.




Les infections ORL




Recommandations e juillet 2011

afssapsk Prescription des antibiotiques
e ey en pr atl que bucco-dentaire

[ N N
Tableau 1 — Séequence de colonisation par les espéces bactériennes les plus frequentes (prévalence = 25 %)
dans la bouche des enfants, en fonction de I'age [61,62].
5 Bactéries aérobies ou aéro-anaérobies P .
Age facultatives Anaerobies stricts
Streplococcus mutans
Sireplococcus mitis
Strepfococcus salivarius :
Actinomyces odontolyticus Pre Léeﬂ.rﬂnne:fa Spp.
) ] Stomat S0, votells melaninogenica
0 a 6 mois . FPorphyromonas caloniae
Staphylococcus spp. Fusobactenium nucleatum
Bacilles a Gram négatif entérigues ou de A .
lenvironnement Frevoledla non pigmentees
Meiszeria spp.
Haemuaphilus spp.
Sireptococcus oralis
6 4 12 mois Streptococcus SamguUins
Bactéries corrodantes
FPrevolella nigrescens
Capnocytophags Prevolella pallens
133 ans Actinomyces neesiunadli Leptatrichia spp.
Streplococcus mutans Fusohacterivm spp. autres que F. nuclestum
Streplococcus sobrinus SEENoMonas spp.
Peplostreplococcus spp.
4a7ans Aggregatibacter actinomycefemoomilans

- /




Recommandations e juillet 2011

afssaps Prescription des antibiotiques
R en pratique bucco-dentaire

[ N N
Pathologies parodontales
Gingivite associée a la présence de plaque Maladies parodontales necrosantes . . i
d ire [90-94] [95] Pericoronarite [96-98]
a-haemolytic streptococci
Actinomyces spp.
Bifidobacterium spp.
Actinomyces gerenceerise yiobacter spp.
. . Capnocytophaga spp.
Actinomyces naesiundi -
- Clostridium spp.
Campyiobacter gracilis .
T Corynebacterium spp.
Capnocytophaga gingivalis .
) Eggerthella (Evbscterivm) lentum
Capnocytophaga sputigena )
. Enterococcus faecalis
Fusobactenium nucleatum 5 ;
Leptotrichia buccalis Fusabactenum spp. Fusobacterium spp.
Nei ) Spirochetes (Trsponema spp.) Gemella spp.
iSSera MUCosa - ) i B
Parvimanas micra {Peplostrepiococcus micros) slla int Lactobacilius spp.
Selenomonas spp. Leptotrichia buccalis
Frevofella spp. } .
. . Farnimonas micra
Spirochetes (Treponema spp.) .
- Mobiluncus spp.
Streplococcus milis .
. Feptostrepfococcus anaerobivs
Streplococcus sanguinis R
N Pomphyromonas gingivalis
Tannerella forsythia
Veillonelia parvuis svotel spp.
pa Propionibactenum spp.
Staphylococcus spp.
Tannerelia forsythia
Veilk




afssaps

Agence frangaise de sécurité sonitaire
des produils de sanlé

Pathologies parodontales

Recommandations e juillet 2011

Prescription des antibiotiques
en pratique bucco-dentaire

Gingivite associée a la présence de plaque Maladies parodontales necrosantes

Péricoronarite [96-98]

dentaire [30-94] [95]
a-haemolytic streptococci
Actinomyces spp.
Bifidobacterium spp.
Actinomyces gerenceerise Campyiobacter spp.
Actinomvess nsesiimdl Capnocytophaga spp.
< Pathologies pulpaires >
Endocanalaire Abcés périapical
Actinomyces israeii
) Aclinomyces spp. Bacteroidetes spp.
Parvimaoy Anserococous prevolii Campylobacter rectus
Campylobacter spp. Dialister spp.
Eggerthella lenta Eikenella corrodens
Eikenella corrodens Erferococcus fascalis
Enterococcus fascalis Eubacteriwm infirmm
Eubscterinm spp. Filifactor alocis
Fusobacterium nucleatum Fusobacterivm nucleatum
Gemella morbillorum Lachnospiraceae spp.
Lactobacillus spp. Lactobacillus spp.
Parvimonas micra Olzenells wii
i i s . .




Prescription des antibiotiques
en pratique bucco-dentaire

afssaps

Agence frangaise de sécurité sonitaire
des produils de santé

L N N
Pathologies parodontales
Gingivite associée a la présence de plaque Maladies parodontales necrosantes . . i
dentaire [90-94] [95] Pericoronarite. [36-5¢]
a-haemolytic streptococci
Actinomyces spp.
Bifidobacterium spp.
Actinomyces gerenceerise Campyiobacter spp.
Actinomvnes naecliwdgli Capnocytophaga spp.
Pathologies pulpaires
Endocanalaire Abcés périapical
Actinomyces israeii
) Aclinomyces spp. Bacteroidetes spp.
Parvimaoy Anaerococcus prevolii Campylobacter rectus
Campylobacter spp. Dialister spp.
Eggerthella lenta Eikenella corrodens
Eikenella corrodens Erferococcus fascalis
Enterococcus fascalis Eubacteriwm infirmm
Fub—— .
Fuéﬂflﬂ < Parodontites agressives >
e
é’:‘:‘ Parodontite agressive localizée [09-102] Parodontite agressive généralizée [103-108]
— Aggregatibacter actinomycatemoomitans
Agp ) acting itans Anaeroglobus geminatus
) Campylobacter rectus
Eikenella comodens yiogh "
Fusobactenum nucleatum i ﬂg& g.ra
Porphyromonas gingivalis Dislister invisus
Prevotells intermedis o < gingivalis
Tannerella forsythia Prevotella intermedia
Trepanema derficola
. Selenomaonas spp.
Campylobacter gracilis .
Eubacier tum Tannereilla forsythia
Treponems demficols
Treponema lecithinalyticum




Recommandations e juillet 2011 \

afssap_s_g

Agence frangaise de sécanité sonitaire
des produils de senlé

Prescription des antibiotiques
en pratique bucco-dentaire

eoe
Renvol vers tableaux 8 3 11 | Traltement de premiére Intention Trattement de deuxiéme Intention
» amoxicilline-acide clavulanique (rapport 8/1): 2 a/jour
en deux prises 4 3 gfjour en trois prises (dose exprimée
« amoxicilline: 2 g/j en 2 prises en amoxicilline)
| « azithromycine: 500 mg/j en 1 prise* « amoxicilline: 2 g/jour en deux prises
cas général « clarithromycine: 1000 mg/j en 2 prises et métronidazole: 1500 mg/jour en deux ou trois prises
9 = spiramycine: 9 MUI/j en 3 prises « métronidazole: 1500 ma/jour en deux ou trois prises
« clindamycine: 1 200 mg/j en 2 prises et azithromycine: 500 mg/jour en une prise*
ou clarithromycine: 1 000 mg/jour en deux prises ou
spiramycine: 9 MUI/jour en trois prises
Il
maladies parodontales  » métronidazole: 1500 mg/jour en deux ou trols prises
nécrasantes _
If . '
jontte agressive localisée | ° doxycycline: 200 mg/jour en une prise
« amoxicilline: 1,5 g/jour en trois prises ou 2 gfjour
v en deuyx prises
parodontite agressive et métronidazole: 1500 mgfjour en deux ou trois prises
localisée ou généralisee encas d'ollergie oux pénicillines :
« métronidazole: 1500 ma/jour en deux ou trols prises
v « amoxicilline-acide clavulanique [rapport 8/1): 2 afjour
sinusite maxillaire alqua en deux prises a 3 gfjour en trols prises [dose exprimée |« pristinamycine: 2 gfjour en deux prises
d'origine dentaire en amoxicilline)

= durée du trattement 3 jours.

Durée des traitements: 7 jours, sauf * tet £,

t:enune prise, le midi ou be soir, pendant le repas, au plus tard une heure avant le coucher; endessous de 60 kg, 200 g le premier jour puts 100 mag les jours suivants. Durée dutraitement : 14 jours.
¥:jusqu'i amendement des signes infectieu locaus,

/




Recommandations e juillet 2011 \

afssapg

Agence francaise de sécunté sonitaire
des produils de senlé

Prescription des antibiotiques
en pratique bucco-dentaire

eoe
Renvol vers tableaux 8 3 11 | Traltement de premiére Intention Trattement de deuxiéme Intention
» amoxicilline-acide clavulanique (rapport 8/1): 2 a/jour
en deux prises 4 3 gfjour en trois prises (dose exprimée
« amoxicilline: 2 g/j en 2 prises en amoxicilline)
| « azithromycine: 500 mg/j en 1 prise* « amoxicilline: 2 g/jour en deux prises
cas général « clarithromycine: 1000 mg/j en 2 prises et métronidazole: 1500 mg/jour en deux ou trois prises
9 = spiramycine: 9 MUI/j en 3 prises « métronidazole: 1500 ma/jour en deux ou trois prises
« clindamycine: 1 200 mg/j en 2 prises et azithromycine: 500 mg/jour en une prise*
ou clarithromycine: 1 000 mg/jour en deux prises ou
spiramycine: 9 MUI/jour en trois prises
m
maladies parodontales  » métronidazole: 1500 mg/jour en deux ou trols prises
nécrasantes _
m '
jontte agressive localisée | ° doxycycline: 200 mg/jour en une prise
« amoxicilline: 1,5 g/jour en trois prises ou 2 gfjour
v en deuyx prises
parodontite agressive et métronidazole: 1500 mgfjour en deux ou trois prises
localisée ou généralisee encas d'ollergie oux pénicillines :
« métronidazole: 1500 ma/jour en deux ou trols prises
v « amoxicilline-acide clavulanique [rapport 8/1): 2 afjour
sinusite maxillaire alqua en deux prises a 3 gfjour en trols prises [dose exprimée |« pristinamycine: 2 gfjour en deux prises
d'origine dentaire en amoxicilline)

= durée du trattement 3 jours.

Durée des traitements: 7 jours, sauf * tet £,

t:enune prise, le midi ou be soir, pendant le repas, au plus tard une heure avant le coucher; endessous de 60 kg, 200 g le premier jour puts 100 mag les jours suivants. Durée dutraitement : 14 jours.
¥:jusqu'i amendement des signes infectieu locaus,
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Recommandations e juillet 2011 \

afssaps 2 Prescription des antibiotigues

R en pratique bucco-dentaire
eoe
Renvol vers tableaux 8 3 11 | Traltement de premiére Intention Trattement de deuxiéme Intention
» amoxicilline-acide clavulanique (rapport 8/1): 2 a/jour
en deux prises 4 3 gfjour en trois prises (dose exprimée
« amoxicilline: 2 g/j en 2 prises en amoxicilline)
| « azithromycine: 500 mg/j en 1 prise* « amoxicilline: 2 g/jour en deux prises
cas général « clarithromycine: 1000 mg/j en 2 prises et métronidazole: 1500 mg/jour en deux ou trois prises
9 = spiramycine: 9 MUI/j en 3 prises « métronidazole: 1500 ma/jour en deux ou trois prises
« clindamycine: 1 200 mg/j en 2 prises et azithromycine: 500 mg/jour en une prise*
ou clarithromycine: 1 000 mg/jour en deux prises ou
spiramycine: 9 MUI/jour en trois prises
Il
maladies parodontales  » métronidazole: 1500 mg/jour en deux ou trols prises
nécrasantes _
If . '
jontte agressive localisée | ° doxycycline: 200 mg/jour en une prise
= aMOXICITNe: 1,5 Q/J0Ur en Lrols prises ou ¢ grour
v en deuyx prises
parodontite agressive et métronidazole: 1500 mgfjour en deux ou trois prises
localisée ou généralisee encas d'ollergie oux pénicillines :
« métronidazole: 1500 mq.l'juur en deux ou trois prises
v « amoxicilline-acide clavulanique [rapport 8/1): 2 afjour
sinusite maxillaire alqua en deux prises a 3 gfjour en trols prises [dose exprimée |« pristinamycine: 2 gfjour en deux prises
d'origine dentaire en amoxicilline)

= durée du trattement 3 jours.

Durée des traitements: 7 jours, sauf * tet £,

t:enune prise, le midi ou be soir, pendant le repas, au plus tard une heure avant le coucher; endessous de 60 kg, 200 g le premier jour puts 100 mag les jours suivants. Durée dutraitement : 14 jours.
¥:jusqu'i amendement des signes infectieu locaus,
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Sinusites

Aembic and anaerobic bacteria isolated in head and nieck and upper respiratory tract infections.

Type of infection

Aerobic and facultative organisms

Anaerobic organism

Otitis media and mastoiditis: acute
Chronic

Peritonsillar and retropharyngeal abscess

Recurrent tonsillitis

Suppurative thyroidits

Sirepiococous pneurnonia
Hoemophilus influenzoe®
Moraxella catarrhalis®
Staphylococcus aureus®
Escherichia coli®
Klebsiela pneumoniae”
Peeudomonas aeruginosa®
Sirepiococous pyogenss
Staphylococcus aureus”
Sirepiococous pyogenss
Hoemophilus influenzoe®
Staphylococcus aureus®
Streptococous pyogenes
Staphylococcus aureus®

Peplosireplomorus spp.,

Pigmented Prevotella and Porphy romonas spp®
Bocteroes spp.®

Fusobacterium spp®

Peplostrepiomoorus Spp.

Fusobacterium spp.®
Pigmented Prevotella and Porphyromonas spp’
Fusobacterium spp.®

Pigmented Prevotella and Porphy romonas spp®
Peplostrepiomoorus Spp.

Sireplococous pneurnonios
Moraxella catarrhalis®
Staphylococcus aureus®

Pigmented Prevotella and Porphyromonas spp®
Fusobacterium spp®
Bacterodes fragilis group®

Cervial lymphadenitis

Postoperative infection disrupting oral mucosa

Deep nieck abscesses and parotitis

Odontogenic complications

Oropharyngeal: Vincent's angina and necrotizing

T
Hoemaophilus influenzoe®
Staphylococcus aureus”
Myoobacterium spp.
Staphylococcus spp?
Enterobacteriaceae
Sirepiococous pyogenss

Sirepiococous spp.
Staphylococcus spp?

Sirepiococous spp.
Staphylococcus spp.®
Sirepiococous spp.
Staphylococcus spp®

Pigmented Prevotella and Porphyromonas spp’
Peplostrepiomoorus Spp.

Fusobacterium spp®

Bocteroes spp.®

Pigmented Prevotella and Porphy romonas spp®
Peplostrepiomoorus Spp.

Bacteroides spp.®

Fusobacterium spp®

Peplostreptococcus spp”

Pigmented Prevortella and Porphy romonas spp.
Peplostrepiomoorus Spp.

Fusobarterium necrophorum®

# Organisms that have the potential of producing B-lactamase,
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Infections en O.R.L.

SC = sinusites chroniques, OC = otites chroniques, ID = dentaires,

Bactéries SC OC ID

B. fragilis

Prevotella +++ +++ +++
Porphyromonas ++ ++ +++
Fusobacterium +++ +++ +++
Clostridium + + +
Eubacterium + + +

™~




Les anaérobies commencent a
apparaitre a partir du deuxieme mois

100 - Viral

Aerobes

o2]
o
|

Anaerobes

=]
o
|

Percent of Patients
S
o

)]
o
|

1L .

8-10 Days 3 Months
Time

Fig. 2. The chronology of viral and bacterial causes of sinusitis.

| Brook, Infect Dis Clin N Am (2007)
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4 L ) .
Les anaérobies predominent dans les

sinusites chroniques

Table 1
Microbiology of acute and chronic sinusitis
Maxillary® Ethmoid® Frontal® Sphenoid®
Acute (N = not Chronic Acute Chronic Acute Chronic Acute Chronic
Bacteria stated) (N = 66) (N = 26) (N=17) (N =135 (N =13) (N =16) (N=T7)
Aerobes
S aureus 4 14 15 24 — 15 56 14
S pyogenes 2 8 8 6 3 — i) —
S pneumoniae 31 6 35 6 33 — 6 —
H influenzae 21 5 27 6 40 15 12 14
M catarrhalis 8 6 8 — 20 — — —
Enterobacteriaceae 7 6 — 47 — 8 — 28
P aeruginosa 2 3 — 6 — 6 14
Anaerobes
Peptostreptococcus 2 56 15 59 3 38 19 57
P acnes — 29 12 18 3 8 12 29
Fusobacterium 2 17 4 47 3 31 6 54
Prevotella 2 47 8 82 3 62 6 86
and Porphyremonas
B fragilis — 6 — — — 15 — —

# Because some patients had multiple isolates from the same specimen, the sum of percentages in each column exceeds 100%.
Data from Refs. [18-22,32].

Brook I. Curr Opin Pulm Med 2003
Gwaltney JM Jr, J Allergy Clin Immunol 1992
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e

Les anaérobies prédominent dans les

sinusites chroniques

Table 1
Microbiology of acute and chronic sinusitis
Maxillary® Ethmoid® Frontal® Sphenoid®
Acute (N = not Chronic Acute Chronic Acute Chronic Acute Chronic
Bacteria stated) (N = 66) (N = 26) (N=17) (N =15) (N =13) (N = 16) (N=T7)
Aerobes
S aureus 4 14 15 24 — 15 56 14
S pyogenes 2 8 8 6 3 — i) —
S pneumoniae 31 6 35 6 33 — 6 —
H influenzae 21 5 27 6 40 15 12 14
M catarrhalis 8 6 8 — 20 — —
Enterobacteriaceae 7 6 — 47 — 8 — 28
P aeruginosa 2 3 — 6 — 8 6 14
~Anacrones
Peptostreptococcus 2 56 15 59 3 38 19 57
P acnes — 29 12 18 3 8 12 29
Fusobacterium 2 17 4 47 3 31 6 54
Prevotella 2 47 8 82 3 62 6 86
and Porphyremonas
B fragilis — 6 — — — 15 — —

# Because some patients had multiple isolates from the same specimen, the sum of percentages in each column exceeds 100%.

Data from Refs. [18-22,32].

Brook I. Curr Opin Pulm Med 2003
Gwaltney JM Jr, J Allergy Clin Immunol 1992
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Sinusites chroniques, antibiothérapie

e | ’association Amoxicilline-acide clavulanique
® Métronidazole et macrolide

e [ évofloxacine
/ . .
® Duree 21 jours — 10 semaines

* Decongestionnants, mucolytiques, glucocorticoides locaux,

ponctions




HAS  qp

HAUTE AUTORITE DE SANTE

RECOMMANDER LES BEONNES PRATIQUES

FICHE Choix et durees
d’antibiothéerapies : sinusite de
I'adulte

validée en novembre 2016

Mise a jour en juil. 2021

En cas de sinusite maxillaire :
> Aigué purulente avec suspicion d’infection bactérienne : traitement antibiotique si au
moins 2 des 3 critéres suivants :

— persistance ou augmentation des douleurs sinusiennes infra-orbitaires malgré un traitement
symptomatique prescrit pendant au moins 48 heures,

— caractére unilatéral de la douleur et/ou son augmentation quand la téte est penchée en avant,
et/ou son caractére pulsatile et/ou son acmé en fin d’aprés-midi et la nuit,

— augmentation de la rhinorrhée et caractére continu de la purulence. Ces signes ont dautant
plus de valeur qu'ils sont unilatéeraux,

« amoxicilline : 3 g par jour en 3 prises par jour, pendant 7 jours.

— En cas d’échec:
+ amoxicilline-acide clavulanique : 3 g par jour en 3 prises par jour, pendant 7 jours.

<> Unilatérale associée a une infection dentaire homolatérale supérieure :
« amoxicilline-acide clavulanique : 3 g par jour en 3 prises par jour, pendant 7 jours.




HAS  qmp

HAUTE AUTORITE DE SANTE

RECOMMANDER LES BONNES PRATIQUES

FICHE Choix et durees
d’antibiothérapies : sinusite de
I"'adulte

Validée en novembre 2016

Mise a jour en juil. 2021

En cas de sinusite maxillaire :
> Aigué purulente avec suspicion d’infection bactérienne : traitement antibiotique si au
moins 2 des 3 critéres suivants :

— persistance ou augmentation des douleurs sinusiennes infra-orbitaires malgré un traitement
symptomatique prescrit pendant au moins 48 heures,

— caractére unilatéral de la douleur et/ou son augmentation quand la téte est penchée en avant,
et/ou son caractére pulsatile et/ou son acmé en fin d’aprés-midi et la nuit,

— augmentation de la rhinorrhée et caractére continu de la purulence. Ces signes ont d'autant
plus de valeur qu'ils sont unilatéeraux,

« amoxicilline : 3 g par jour en 3 prises par jour, pendant 7 jours.

— En cas d’échec:
+ amoxicilline-acide clavulanique : 3 g par jour en 3 prises par jour, pendant 7 jours.

<> Unilatérale associée a une infection dentaire homolatérale supérieure :
« amoxicilline-acide clavulanique : 3 g par jour en 3 prises par jour, pendant 7 jours.




Sinusites

En cas de sinusite frontale, ethmoidale, sphénoidale :

Un avis ORL s'impose mais ne doit pas retarder le traitement antibiotique :

« amoxicilline-acide clavulanique : 3 g par jour en 3 prises par jour, pendant 7 jours.

— En cas d’allergie documentée a la pénicilline (sans contre-indication aux céphalospo-
rines) :
« cefpodoxime proxetil : 400 mg par jour en 2 prises par jour ou céfuroxime axetil, 500 mg en
2 prises par jour, pendant 5 jours.
— En cas de contre-indication aux béta-lactamines :

» levofloxacine 500 mg par jour en 1 prise par jour ou moxifloxacine : 400 mg par jour en 1
prise par jour, pendant 5 jours.




Les otites

Aembic and anaerobic bacteria isolated in head and nieck and upper respiratory tract infections.

Type of infection Aerobic and facultative organisms Anaerobic organism

Otits media and mastoiditis: acute

Chronic

Sirepiococous pneurnonia
Hoemophilus influenzoe®
Moraxella catarrhalis®
Staphylococcus aureus®
Escherichia coli®
Klebsiela pneumoniae”

Peplosireplomorus spp.,

Pigmented Prevotella and Porphy romonas spp®
Bocteroes spp.®

Fusobacterium spp®

Peplostrepiomoorus Spp.

sritonsillar and retropharyngeal abscess

Recurrent tonsillitis

Suppurative thyroidits

Sinusitis: acute chronic

Cervial lymphadenitis

Postoperative infection disrupting oral mucosa

Deep nieck abscesses and parotitis

Odontogenic complications

Oropharyngeal: Vincent's angina and necrotizing

Peeudomonas geruginosa®
T e
Staphylococcus aureus”
Sirepiococous pyogenss
Hoemophilus influenzoe®
Staphylococcus aureus®
Streptococous pyogenes
Staphylococcus aureus®
Hoemophilus influenzoe®
Sireplococous pneurnonios
Moravella catarrhalis®
Staphylococcus aureus®
Sirepiococous pneurnonia
Hoemaophilus influenzoe®
Staphylococcus aureus”
Myoobacterium spp.
Staphylococcus spp?
Enterobacteriaceae
Sirepiococous pyogenss

Sirepiococous spp.
Staphylococcus spp?

Sirepiococous spp.
Staphylococcus spp.®
Sirepiococous spp.
Staphylococcus spp®

Pumbncr.en urm spp.
Pigmented Prevotella and Porphyromonas spp’
Fusobacterium spp.®

Pigmented Prevotella and Porphy romonas spp®
Peplostrepiomoorus Spp.

Peplostrepiomoorus Spp.

Pigmented Prevotella and Porphyromonas spp®
Fusobacterium spp®

Bacterodes fragilis group®

Pigmented Prevotella and Porphyromonas spp’
Peplostrepiomoorus Spp.

Fusobacterium spp®

Bocteroes spp.®

Pigmented Prevotella and Porphy romonas spp®
Peplostrepiomoorus Spp.

Bacteroides spp.®

Fusobacterium spp®

Peplostreptococcus spp”

Pigmented Prevotella and Porphyromonas spp’
Peplostrepiomoorus Spp.

Fusobarterium necrophorum®

# Organisms that have the potential of producing B-lactamase,

I Brook, J Infect Chemother 2015
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~ Les anaérobies dans les otites h
chroniques

100 ——

ﬂDl—

Percentage of patients

Aerobes Anaerobes Mixed A-lactamase -

only anly gerobes producing
and organisms
angerobes

Figure 3. Dustribution of bacteria isolated from ear aspirates of 48 children with chronic
otitis media. Adapted from reference 24.

K I Brook, Journal of Hospital Infection (1992)
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Otites chroniques
® Chirurgie
* Amoxicilline-acide clavulanique

® Si Pseudomonas, associer la ciprotloxacine

® Duree prolongée




()
v
SANTI %P RECOMMANDER LES BONMNES PRATIQUES

Choix et dureées
d’antibiothérapies : otite

moyenne aigué purulente de
I’'adulte

Validée en novembre 2016

Mise a jour en juillet 2021 et en juil. 2024

En cas d’otite moyenne aigué purulente :

o amoxicilline : 3 g par jour en 3 prises par jour pendant 5 jours.

— En cas d’allergie documentée aux pénicillines (sans contre-indication aux céphalosporines) le
traitement recommande est :

o cefuroxime axétil : 500 mg par jour en 2 prises par jour pendant § jours ;
* ou cefpodoxime proxétil : 400 mg par jour en 2 prises par jour pendant 5 jours.

— En cas de contre-indication aux béta-lactamines :

— sulfaméthoxazole : 800 mg par jour + trimeéthoprime 160 mg par jour, 2 fois par jour, pendant 5
jours [2024]

e ou pristinamycine : 2 g par jour en 2 prises par jour pendant § jours.

amoxicilline-acide clavulanique, en cas d'echec.




Syndrome de Lemierre

® Angine + thrombophlébite jugulaire interne + embols
septiques périphériques / pulmonaires
* Formes atypiques selon le point de départ craniofacial

e Embolies septiques periphériques de tous les systemes
ptiques perip q y

possible

® Fusobacterium necrophorum

e 10-30% flore polymicrobienne

H Mesrar, Rev Med Int 2017
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Syndrome de Lemierre

* Diagnostic clinicoradiologique

TDM cervicothoracique injectéee : thrombose de la veine

jugulaire interne, abces profonds

Antibiotherapie visant acrobies et anaerobies
Bétalactamine-bétalactamase ou C3G + meétronidazole
Anticoagulation

Drainage Chirurgical des tissus cervicofaciaux et collections

abcéedées

H Mesrar, Rev Med Int 2017
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Infections du SNC




Infections du SNC

® Abces du cerveau (oreille, mastoide, sinus, oropharynx,

dents, poumon) =2 lobe temporal ou cervelet

Atteinte hematogene provient des dents, de I’oropharynx,

poumon, endocardite = lobe frontal
* Empyeme sous-dural
* Abces epidural

o Méningites
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Agents pathogenes

Q- No severe immuno-compromise* o |

Number of cases

Number of cases
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Severe immuno-compromise*

Oral cavity bacteri. _ S. aureus

B T gondi B
_ Enterococcus spp. M. tuberculosis
_ L. monocytogenes _ Unknown pathogen

_ Enterobacteriacea
_ Nocardia spp.
_ S. pneumoniae
— Miscellaneous

Fig. 12. Causative pathogens among 485 adults hospitalised with brain abscess in Denmark from 2007 through 2020. *Severe immune-compromise was defined as solid organ
transplant redpients, haematological malignancies, or immune-suppressive treatment. Please note differences in y-axis. Adopted with permission from Bodilsen et al, [22].

Bodilsen |, Brain 2023
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Key guestion 5
What is the optimal empirical antimicrobial therapy for brain
abscess?

Population: Patients with brain abscess

Exposure: Cephalosporin and metronidazole-based regimen,
carbapenem-based regimen, add-on vancomycin

Comparator: Penicillin and metronidazole-based regimen
Outcome: Case-fatality rate
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Case-fatality

Penicillin-based  Cephalosporin-based Odds ratio
Study Yes No Yes No with 95% CI
Shahzadi, 1996 0 4 0 14 i > 3.2[0.1, 186.8]
Jamjoom, 1996 0 14 0 12 = 09[0.0, 46.7]
Su, 2001 1 18 0 1 0.2[0.0, 9.0
Rau, 2002 6 10 0 16 »20.4[1.0, 401.7]
Jansson, 2003 0 1 8 57 | 2.3[0.1, 60.0]
Cavusoglu, 2008 0 5 4 35 ] 0.7[0.0, 15.2]
Gelabert, 2008 0 3 0 2 L) 0.7[0.0, 49.7]
Shachor, 2010 0 3 1 12 L) 1.2[0.0, 36.1]
Landriel, 2012 1 4 1 26 > 6.5[0.3, 126.1]
Hsu, 2020 0 1 0 4 L 3.0[0.0, 228.7]
Cobo, 2022 0o N 0 8 i 0.7[0.0, 41.1]
Overall S 19[0.7, 5.6]
Heterogeneity: 1° = 0.00, I’ = 0.00%, H’ = 1.00

1 310 100

Favours penicillin-based Favours cephalosporin-based

Fig. 9. Risk of death in patients treated with penidllin and metronidazole compared with 3rd-generation cephalosponns and metronidazole.
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Penicillin-bazed Carbapenem-based Odds ratio
Study Yes No Yes No with 95% Cl
Asensi, 1996 39 15 i 6.7 (0.4, 122.7]

]
Shachar, 2010 0
Landriel, 2012 1

0
0

3 B 1.0[0.0, 66.1]
i L »5.0[0.2, 150.9]
1
3

Hsu, 2020
Cobo, 2022

1
11

0 1.0[00, 924]
B 0.3[0.0, 18.3]

Overall e 22[04, 114
Heterogeneity: T= 0.00, I = 0.00%, H = 1.00

o O o o O

1.3 10 100

Favours penicilin-based Favours carbapenem-based

Fig. 10. Risk of death in patients treated with penicillin and metronidazole compared with carbapenems.
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Case-fatality

Cephalosporin-based Carbapenem-based Odds ratio
Study Yes No Yes No with 95% CI
Martin-canal, 2009 4 8 5 42 —l— 4.2[0.9, 19.1]
Shachor, 2010 1 12 0 3 L] 0.8[0.0, 25.5]
Landriel, 2012 1 26 0 7 L 0.8[0.0, 23.1]
Oyama, 2012 0 4 0 i = 1.7[ 0.0, 99.6]
Hsu, 2020 0 0 1 | 0.3[0.0, 25.4]
Cobo, 2022 0 0 3 L 04[0.0, 25.2]
Overall - 1.8[0.6, 5.6]

Heterogeneity: I = 0.00%, H = 1.00

1 3 10 100

Favours cephalosporin-based  Favours carhapenem-based

Fig. 11. Risk of death in patients treated with 3rd-generation cephalosporins and metronidazole compared with carbapenems,
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Case characteristic

Empirical treatment

Standard

Alternatives

Community-acquired

Severe immuno-
compromise (1.e.
haematological
malignancies, organ
transplant
recipients)

Post-neurosurgical

3rd-generation
cephalosporin® and
metronidazole
3rd-generation
cephalosporin® and
metronidazole
combined with
voriconazole and TMP-
SMX

Meropenem and
vancomycin or linezolid

Meropenem

Meropenem combined
with voriconazole and
TMP-SMX

Ceftazidime and
linezolid, cefepime and
linezolid
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Case characteristic

Empirical treatment

Standard

Alternatives

Community-acquired

3rd-generation
cephalosporin® and
metronidazole

Meropenem

Severe immuno-
compromise (1.e.
haematological
malignancies, organ
transplant
recipients)

Post-neurosurgical

3rd-generation
cephalosporin® and
metronidazole
combined with
voriconazole and TMP-
SMX

Meropenem and
vancomycin or linezolid

Meropenem combined
with voriconazole and
TMP-SNVIX

Ceftazidime and
linezolid, cefepime and
linezolid




Durée de ATB

Relapse or recurrence

& weeks or more Less than 6 weeks Odds ratio
Study Yes No Yes No with 95% CI
Shahzadi, 1996 0 5 0 15 | + 2.8[0.0, 160.0]
Helweg-Larsen, 2012 0 61 20 o 0.3[0.0, 17.3]
Yu, 2017 45 0 355 B—159[09, 289.1]
Overall =T 3403, 342
Heterogeneity: T = 0.93, I’ = 21.65%, H' = 1.28

1 3 10 100

Favmurs f weeks or morg FRunurs ess than A weeks

Fig. 13. Risk of relapse or recurrence according to treatment duration,




ATB durée

Case-fatality

6 waaks or more Lass than 6 weeks Odds ratio
Study Yes No Yes No with 95% CI
Shahzadi, 1996 0 5 0 16 L 2.8[0.0, 160.0]
Yu, 2017 1 50 2 53 B 0.5[0.0, 6.0]
Hirata, 2022 0 23 1 1 L 0.0[0.0, 0.38]
Overall ~il— 0.3[0.0, 3.6]
Heterogeneity: " = 1.85, |” = 39.37%, H = 1.65

I | I
1 310 100
Favours 6 wasks or more  Favours less than B weaks

Fig. 14. Risk of death according to treatment duration,
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Recommendations for duration of antimicrobial treatment for brain abscess

Case characteristic

Duration of IV treatment®

Aspirated brain abscess
Excised brain abscess

Conservatively treated brain abscess

6—8 wk
4 wkP
6—8 wk




Abces du cerveau : Switch oral

\ntimicrobial drugs recommended for the therapy” of site-specific anaerobic infections.

Parenteral

Oral

Intracranial

Upper respiratory tract

Pulmonary

Abdominal

Pelvic

Skin and soft tssue

Bone and joint
Bacteremia with BLPB

Bacteremia with non-BELPB

-

1.

Metronidazole®

2. Chloramphenicol

2. Metronidazole®, Ticarcillin + CA, Ampicillin + SU*,

1. Clindamycin

2. Ticarcillin + CA, Ampicillin + s

3. metronidazole

1. Clindamycin®

2, Ticarcillin + CA, Ampicillin + SU®, imipenem or meropenem
1. Metronidazole”

2. Imipenem or meropenem ertapenem, piperacillin-tazobactam, tigecycline,
cefoxitin®

1. Cefoxitin®, clindamycin®

2, Piperacillin—tazobactam®, ampicillin + SU*, metronidazole®
1. Clindamycin, cefoxitin

2. Metronidazole + vancomycin

3. Tigecycline

1. Clindamycin, imipenem or meropenem

2. Metronidazole + vancomycin, piperacillin—tazobactam

1. Imipenem or meropenem, metronidazole

2. Cefoxitin, ticarcillin + CA

1. Penicillin

2. Clindamycin, metronidazole, cefoxitin

1.

Metronidazole®

2. Chloramphenicol

[N

[ QS A R

[N QU NE

B ek B e B e

2. Metronidazole®
. Clindamycin, Amoxicillin + CA
. Metronidazole®

il W Al

. Qlindamycin

. Metronidazole”, Amoxicillin + CA
. Metronidazole”

. Amoxicillin + CA

. Clindamycin®

. Amoxicillin + CA®, metronidazole®
. Oindamycin, amoxicillin + CA

. Metronidazole + linezolid

. Olindamycin

. Metronidazole + linezolid

. Clindamycin, metronidazole

. Chloramphenicol, amoxidllin + CA

. Penicillin

. Metronidazole, chloramphenicol, clindamycin

I Brook, | Infect Chemother 2015




Infections du SNC

® Durée antibiothérapie 4_8 semaines
® Doses importantes

® Aspirations, drainage chirurgical de I’abces




Infections pulmonaires




Infections pulmonaires

Table 4
Aerobic and anaerobic bacteria isolated in varous types of infection.

Type of infection  Aerobic and facultative organisms Anaerobic organism

Pleuropulmonary  Staphylomooous aureus® vin spp. (P denficola, P omelamnogenio, Pontermedu, Pormgrescens, P
Peeudomonas aeruginosa™ Monpigmented Prevotella spp. (P oris, P bucoe, P ooralis)
Enterobacteriaceas® Fusobacterium nudeatum
Peprostrepiomorus spp. (P micros, P angerobius, P magnus
Bacteroides fragile group, Nonspore-forming Gram-positive rods (Actinomyoes, Eubacterum, Locio bacillus

SO
Intra-abdominal  Escherichia coli Bacteroides fragilis group
Enterococcus spp. Bilophila wadsworthia
Peeudomonas aeruginosa™ Pepiostrepiomorus spp. (especially P micros )
Clostrndium spp.
Female genital Streptococcus (groups A, B, others) Pepiostreplomorus spp.
tract Escherichia coli Prevoltella spp. (espeaally P bivig, P. disiens)
Klebsiella pneurnoma, Netsseria gonorrfioear  Bocteroides fragilis group
(in sexually active patents) Clostrdium spp. (especially C. perfringens)
Chlamydin spp. (in sexually active patients) Actinomyces
Mycoplasma hominds (0 postpartum Eubarterium spp. (10 intrauterine contraceptive device-associated infections)
patients)
Skin and soft tissue Staphylomoocus aureus Peprostrepiomorus spp. (P magnus, P ormicros,
Streprococcus (Sirep. milen group, groups P oasaccharolyiicus)
A and B, viridans group) Pigmented Prevolelln spp., Aciinomyces spp.
Enlerococcus spp. Fuscbacterium nuwcleatum
Enterobacte naceae, Peeudormonas Bacteroides fragflis group’ Clostridium spp.’:
aerueinosg

* Recovered in hospital -aoquired infection + After exposure to oral flora ++ After exposure o colonic flora.




e

Infections pulmonaires

PS = pneumopathies suppuratives, AP = abces du poumon,

Bactéries PS AP
B. fragilis +3
Prevotella +++ +++
Fusobacterium +++ +++
Clostridium +
Actinomyces + +1

™~




Infections pulmonaires

° Pneumopathies

® Pleurésies

® Abces




Aspiration Risk Factors, Microbiology, and Empiric
Antibiotics for Patients Hospitalized With
Community—-Acquired Pneumonia

Chest 2021
OR {95%CI)
Age = 65 (years) - 1.156 (0.797-1.682)
Gender {(male) —— 1727 (1.232-2.420)
Stroke - 1.812 (1.235-2.958)
Dementia — 2 744 (1.842-4.088)
Mental liness * 2,011 (1.248-3.241)
Clrrhosis * 2.255 (0.895-5.686)
Underwaight — 2612 (1.457-4.685)
Proton-pump inhibitor use . 1.228 (0.871-1.731)
Enteral tube feeding * 3767 (1.430-8.924)
Crooygen therapy at home — 1.013 (0.566-1.813)
Trachaostomy — 0.338 (0.091-1.2549)
Bedridden - J.081 (2.128-4.480)
Mursing home resident e 2168 (1.427-3.292)
Living In crowded conditions = 0862 (0.547-1.357)
T 1 | T

-1.5

a0 045 19 20 40 60 BQ 1000 120 I14.0




Aspiration Risk Factors, Microbiology, and Empiric
Antibiotics for Patients Hospitalized With
Community—-Acquired Pneumonia

Chest 2021

All cap Non-severe CAP Severe CAP
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Diagnosis and Treatment of Adults with Community-acquired

Pneumonia

An Official Clinical Practice Guideline of the American Thoracic Society and
Infectious Diseases Society of America

Question 10: In the Inpatient Setting,
Should Patients with Suspected
Aspiration Pneumonia Receive
Additional Anaerobic Coverage
beyond Standard Empiric Treatment
for CAP?

Recommendation. We suggest not routinely
adding anaerobic coverage for suspected
aspiration pneumonia unless lung abscess or
empyema is suspected (conditional
recommendation, very low quality of
evidence).

2019




Journal of K\
Clinical Medicine MD\Py

Systematic Review

The Clinical Significance of Anaerobic Coverage

in the Antibiotic Treatment of Aspiration Pneumonia:
A Systematic Review and Meta-Analysis

Yuki Yoshimatsu "2, Masaharu Aga 3 Kosaku Komiya 4% Shusaku Haranaga 5 Yuka Numata ©, Makoto Miki 7,
Futoshi Higa ®, Kazuyoshi Senda ? and Shinji Teramoto °

2023
P\ V F—w 4
Table 2. Mortality and clinical cure rate.
Mortality (30 Day * or in Hospital) Clinical Cure Rate (n, %)
Author, Year  Apjerobic Control OR, Anaerobic Control OR,
Coverage oniro 95%ClI Coverage ontro 95%CI
. . 7/86* 12/101 * 0.66 73/86 83/101 1.22
OL2020[23] g 19y (11.9%)  [025,175]  (849%)  (822%)  [0.56,2.66]
Hasegawa, 40/400 15/237 1.64
2019 [21] (10.0%) (6.3%) [0.89, 3.05] NR NR NR
Marumo, 9/81 3/36 1.38 60/81 24 /36 1.43
2014 [20] (11.1%) (8.3%) [0.35, 5.41] (74.1%) (66.7%) [0.61, 3.35]
OR: odds ratio, CI: confidence interval, NR: not reported.
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Systematic Review

The Clinical Significance of Anaerobic Coverage

in the Antibiotic Treatment of Aspiration Pneumonia:
A Systematic Review and Meta-Analysis

Yuki Yoshimatsu "2, Masaharu Aga 3 Kosaku Komiya 4% Shusaku Haranaga 5 Yuka Numata ©, Makoto Miki 7,
Futoshi Higa ®, Kazuyoshi Senda ? and Shinji Teramoto °

2023
P\ V =) 4
Table 2. Mortality and clinical cure rate.
Mortality (30 Day * or in Hospital) Clinical Cure Rate (n, %)
Author, Year  Apjerobic Control OR, Anaerobic Control OR,
Coverage oniro 95%ClI Coverage ontro 95%CI
: . 7/86* 12/101 * 0.66 73/86 83/101 1.22
0i,2020[23] g 10, a19% Jo25,1751|  ®49%)  622%) | [0.56,2.66]
Hasegawa, 40/400 15/237 1.64
2019 [21] (10.0%) (6.3%) ‘[0.89, 3.05] AL ALS ALS
Marumo, 9/81 3/36 1.38 60/81 24 /36 1.43
2014 [20] (11.1%) (8.3%) [0.35, 5.41] (74.1%) (66.7%) [0.61, 3.35]'
OR: odds ratio, CI: confidence interval, NR: not reported.




Pneumopathies d’'inhalation

e Amoxicilline-acide clavulanique

® Controverse, ces 5 dernieres années




Abcées du poumon

e Couverture anérobies/aérobies

® Molécules pouvant etre utilisées :

* Clindamycine + C3G, AMC, metronidazole associ¢ au C3G

puis relais oral
® Drainage

® Durce totale : 6-8 semaines




Infections de la peau

et des tiIssus mous




Infections de la peau et tissus mous

Table 4

Aerobic and anaerobic bacteria isolated in varous types of infection.

Type of infection  Aerobic and facultative organisms

Anaerobic organism

Pleuropulmonary  Staphylococcus aureus® vindans streptococct Pigmented Prevotella spp. (P denticola, P melaninogenica, P intermedia, P rigrescens, P bescheti)

Peeudomonas aeruginosa™
Enterobacteriaceas®

Intra-abdominal  Escherichia coli
Enferococous spp.
Peeudomonas aeruginosa™

Female genital Streptococcus (groups A, B, others)
tract Escherichia coli
Klebsiella pneurnoma, Netsseria gonorrfineas
(in sexually active patents)
Chlamydin spp. (in sexually adive patients)
Mycoplasma hominds (0 postpartum
r“h'l-nh.-".

Monpigmented Prevotella spp. (P oris, P bucoe, P ooralis)

Fusobacterium nudeatum

Peprostrepiomorus spp. (P micros, P angerobius, P magnus

Bacteroides fragile group, Nonspore-forming Gram-positive rods (Actinomyoes, Eubacterum, Locio bacillus
spp.)

Bacteroides fragilis group

Bilophila wadsworthia

Pepiostrepiomorus spp. (especially P micros )

Clostrndium spp.

Peplosirepiomorus Spp.

Prevoltella spp. (espeaally P bivig, P. disiens)

Bacteroides fragilis group

Clostrdium spp. (especially C. perfringens)

Actnomyces

Eubarterium spp. (10 intrauterine contraceptive device-associated infections)

Skin and soft tissue Staphylomoocus aureus
Streprococcus (Sirep. mdlen group, groups
A and B, viridans group)
Enferococous spp.
Enterobacteriaceae, Preudomonas
aerueinosg

Peprostrepiomorus spp. (P magnus, P ormicros,
P asaccharolyticus)

Pigmented Prevolelln spp., Aciinomyces spp.
Fuscbacterium nuwcleatum

Bacteroides fragilis group’ Clostridium spp.*

* Recovered in hospital -aomuired inbection = Atter exposure to oral Tora o ATLer Exposure o colonic Tlora.

-

I Brook, | Infect Chemother 2015




Infections de la peau et des tissus
MOUS

® Infections superficielles (ulcere infecte, dermohypodermite,
pyodermite, hidrosadenite suppurce)

* Infections des tissus sous-cutanes (abces, ulceres de
decubitus, ulceres diabétiques, gangrene gazeuse,
morsures. . .)

® Infections des tissus profonds fasciite necrosante, gangrene
gazeuse% myonecrose

® Morsures animales

e Souvent polymicrobiennes

® Pouvant se compliquer d’ostéite et bactériemie




Infections de la peau et des tissus mous

Hedosk

UD = ulcere de décubitus, AR = abces rectal, escarre,

MH et MA = morsures humaines ou animales, AS= abces du sein

Bactéries UuD AR MH MA AS
B. fragilis FH+

Prevotella + + o o +41
Porphyromonas + + 4 +++ +++
Fusobacterium + + 4+ +++
Clostridium + et ++2




Prise en charge

e Deébridement chirurgical
L Drainage

* Oxygenation des tissus (oxygene hyperbare)




IDSA GUIDELINE

Practice Guidelines for the Diagnosis
and Management of Skin and Soft Tissue
Infections: 2014 Update by the Infectious
Diseases Society of America

Table 4. Treatment of Necrotizing Infections of the Skin, Fascia, and Muscle

Type of Infection

First-line Antimicrobial
Agent

Adult Dosage

Pediatric Dosage Beyond the Neonatal Period

Antimicrobial Agent for Patients With Severe Penicillin
Hypersensitiity

Mixed infections

Piperacillin-tazobactam
plus
vancomycin

Imipenemtcilastatin
Meropenem
Frtapenem

Cefotaxime
plus
metronidazole
or

clindamgcin

3.37gevery6-8h IV 60-75 mg/kg/dose of the piperacilin

30mgkg/d in 2
divided doses

Tgevery6-8nh IV
Tgevery8h IV
Tgdaly IV

2gevery6hlV

500 mg every6h IV

600-300 mg every
8h IV

component every 6 h IV

10-13mg/kg/dose every 8 h IV

N/A

20 mg/kg/dose every 8 h IV
15 mg/kg/dose every 12 h IV for children

3mo-12y

50 mg/kg/dose every 6 h IV
7.5 mgfkg/dose every 6h [V
10-13 mg/kg/dose every 8 h IV

Clindamycin or metronidazole® with an aminoglycoside or
fluoroquinolone

NJA

IDSA 2014
/




Gangrene gazeuse ou myonécrose

s Gangréne gazeuse a Clostridium

® Clostridium perfringens ( suite a un traumatisme), novyi, histolitycum,

septicum (spontanee) —> toxines
® Douleur tres importante au niveau du site infecte, en 24 heures
* Site infecte tendu, avec des bulles et crépitations = gaz dans les
tissus (imagerie)
® Signes systemiques —> choc septique + DMV

* Infection fulminante = réanimation, débridement chirurgical en

urgence et une antibiothérapie adaptée
e Méme antibiothérapie que les FN jusqu’au diagnostic

microbiologique

Stevens DL, Anaerobe 2012

/




IDS A GUIDELINE

Practice Guidelines for the Diagnosis
and Management of Skin and Soft Tissue
Infections: 2014 Update by the Infectious
Diseases Society of America

Table 4. Treatment of Necrotizing Infections of the Skin, Fascia, and Muscle

Firstine Antimicrobial Antimicrobial Agent for Patients With Severe Penicillin
Type of Infection Agent Adult Dosage Pediatric Dosage Beyond the Neonatal Period Hypersensitiity
Mixed infections  Piperacillntazobactam 3.37 gevery 6-8h IV 60-75 mg/kg/dose of the piperacillin Clindamycin or metronidazole® with an aminoglycoside or
plus 30 mg/kg/d in 2 component every 6 h |V fluoroquinolone
vancomycin divided doses 10-13mg/kg/dose every 8 h IV
Imipenemtcilastatin Tgevery6-8hlV  NA N/A
Meropenem Tgevery8h IV 20 mg/kg/dose every 8 h IV
Frtapenem 1gdaly IV 15 mg/kg/dose every 12 h IV for children
3mo-12y
Cefotaxime 2gevery6hlV 50 mg/kg/dose every 6 h IV NJA
plus 500 mgevery6h IV 7.5 mg/kg/dose every 6h [V
metronidazole 600-300mg every  10-13 mg/kg/dose every 8 h IV
or 8h IV
clindamycin
Clostridium Clindamycin 600-900 mg every 10-13 mg/kg/dose every B h IV
species plus penicillin gh IV 60 000-10000 unrts/kg/dose every 6 h IV
2-4 million units
every 4-6 h |V
(adult)

IDSA 2014
-




Morsure animale

® Morsures infectees et abces polymicrobiens (acrobies et
anacrobies) # non infectees a Staphylocoques et

Streptocoques
e Amoxicilline-acide clavulanique approprié

® Alternatives : céfuroxime + clindamycine /metronidazole

IDSA 2014
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Infections intra-abdominales

Table 4

Aerobic and anaerobic bacteria isolated in varous types of infection.

Type of infection

Aerobic and facultative organisms

Anaerobic organism

Pleuropulmonary  Staphylococcus aureus® vindans streptococct Pigmented Prevotella spp. (P denticola, P melaninogenica, P intermedia, P rigrescens, P bescheti)

Peeudomonas aeruginosa™

Monpigmented Prevotella spp. (P oris, P bucoe, P ooralis)

Enterobacteriaceas® Fusobacterium nudeatum
Peprostrepiomorus spp. (P micros, P angerobius, P magnus
Bacteroides fragile group, Nonspore-forming Gram-positive rods (Actinomyoes, Eubacterum, Locio bacillus
SO
Intra-abdominal  Escherichia coli Bacteroides fragilis group

Enferococous spp.
Peeudomonas aeruginosa™

Bilophila wadsworthia
Pepiostrepiomorus spp. (especially P micros )

Clostndium s pp.

Female genital
tract

Streptococcus (groups A, B, others)
Escherichia coli

Klebsiella pneurnoma, Netsseria gonorrfineas
(in sexually active patents)

Chlamydin spp. (in sexually adive patients)
Mycoplasma hominds (0 postpartum
patients)

Skin and soft tissue Staphylomoocus aureus

Streprococcus (Sirep. mdlen group, groups
A and B, viridans group)

Enferococous spp.

Enterobacteriaceae, Preudomonas
aerueinosg

Peplosirepiomorus Spp.

Prevoltella spp. (espeaally P bivig, P. disiens)

Bacteroides fragilis group

Clostrdium spp. (especially C. perfringens)

Actnomyces

Eubarterium spp. (10 intrauterine contraceptive device-associated infections)

Peprostrepiomorus spp. (P magnus, P ormicros,
P asaccharolyticus)

Pigmented Prevolelln spp., Aciinomyces spp.
Fuscbacterium nuwcleatum

Bacteroides fragflis group’ Clostridium spp.’:

* Recovered in hospital -aoquired infection + After exposure to oral flora ++ After exposure o colonic flora.




e

-

Infections intra-abdominales

IB = infections biliaires, AH = abces heépatique, P = péritonites, A = appendicites

Bactéries IB AH P A
B. fragilis +++ T +++2 +4++
Prevotella ++ + ++ ++
Fusobacterium -+ ++1 ++ ++
Clostridium - +++ + +++
Eubacterium + - + +
GPAC ++++ -+t +++ 44+

GPAC = cocci a Gram + anaérobie ex Peptostreptococcus

Plaie par arme blanche, perforation intestinale. . ..

™~




Infections intra-abdominales

* Infections biliaires (cholecystites, angiocholites)

* Infections extrabiliaires (appendicites, peritonites, abces

hepatiques. . .)




Infections intra-abdominales
extrabiliaires

Table 2. Agents and Regimens that May Be Used for the Initial Empiric Treatment of Extra-biliary Complicated Intra-abdominal
Infection

I Community-acquired infection in adults
Mild-to-moderate severity: High risk or severity:
perforated or abscessed appendicitis severe physiologic disturbance,
Community-acquired infection and other infections of advanced age,
Regimen in pediatric patients mild-to-moderate severity or immunocompromised state
Single agent  Ertapenem, meropenem, imipenem- foxitin, ertapenem, moxifloxacin, Imipenem-cilastatin, meropenem, dori-
cilastatin, ticarcillin-clavulanate, and tigecycline, and ticarcillin-clavulanic penem, and piperacillin-tazobactam
piperacillin-tazobactam acid
Combination Ceftriaxone, cefotaxime, cefepime, or fazolin, cefuroxime, ceftriaxone, Cefepime, ceftazidime, ciprofloxacin, or
ceftazidime, each in combination with || cefotaxime, ciprofloxacin, or levoflox- levofloxacin, each in combination
metronidazole; gentamicin or tobra- acin, each in combination with with metronidazole®
mycin, each in combination with met- metronidazole®
ronidazole or clindamycin, and with or

without ampicillin

IDSA 2010
/




Infections biliaires

Table 4. Agents and Regimens that May Be Used for the Initial Empiric Treatment of Biliary Infection in Adults

Infection Regimen
Community-acquired acute cholecystitis of mild-to-moderate severity Cefazolin, cefuroxime, or ceftriaxone
Community-acquired acute cholecystitis of severe physiologic disturbance,

Imipenem-cilastatin, meropenem, doripenem, piperacillin-tazobactam,
ciprofloxacin, levofloxacin, or cefepime, each in combination with
metronidazole®

advanced age, or immunocompromised state

Acute cholangitis following bilic-enteric anastamosis of any severity Imipenem-cilastatin, meropenem, doripenem, piperacillin-tazobactam,

ciprofloxacin, levofloxacin, or cefepime, each in combination with
metronidazeole®

IDSA 2010
- /




Infections intra-abdominales
Durée de I'antibiothérapie

* 4-7jours

® Pas de benefice de prolonger au-dela

° Chirurgie associée

IDSA 2010
/




Les abces hépatiques

Autre
P.geruginosa g (4%)

5 (4%)

Zimmermann, United European Gastroenterol 2021
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Les abcés hépatiques

n
Meodalité d'antibiothérapie
Durée d'antibiothérapie totale (médiane, IQR) 315
Antibiothérapie per os 76
Durée d'antibiothérapie IV (médiane, IQR) 10
Molécule probabiliste
C3G/imidazolé b4
Amorxicilline-acide clavulanique 31
Pipéracilline-tazobactam 28
Carbapénémes 10
association a un aminoside 36
Molécule définitive
Amozxicilline-acide clavulanique 55
En bithérapie 8
C3G/imidazole 12
[ Pipéracilline-tazobactam 13
Céphalosporine 4°™ génération
Carbapénéme
Fluoroguinolene-imidazolé 12

Zimmermann, United European Gastroenterol 2021
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Infections génitales chez la femme

Table 4
Aerobic and anaerobic bacteria isolated in varous types of infection.

Type of infection  Aerobic and facultative organisms Anaerobic organism

Pleuropulmonary  Staphylococcus aureus® vindans streptococct Pigmented Prevotella spp. (P denticola, P melaninogenica, P intermedia, P rigrescens, P bescheti)
Peeudomonas aeruginosa™ Monpigmented Prevotella spp. (P oris, P bucoe, P ooralis)
Enterobacteriaceas® Fusobacterium nudeatum
Peprostrepiomorus spp. (P micros, P angerobius, P magnus
Bacteroides fragile group, Nonspore-forming Gram-positive rods (Actinomyoes, Eubacterum, Locio bacillus

spp.)
Intra-abdominal  Escherichia coli Bacteroides fragilis group
Enterococcus spp. Bilophila wadsworthia
Peeudomonas aeruginosa™ Pepiostrepiomorus spp. (especially P micros )
Clostridium spp.
Female genital Streptococcus (groups A, B, others) Pepiostreplomorus spp.
tract Escherichia coli Prevoltella spp. (espeaally P bivig, P. disiens)
Klebsiella pneurnoma, Netsseria gonorrfioear  Bocteroides fragilis group
(in sexually active patents) Clostrdium spp. (especially C. perfringens)
Chlamydin spp. (in sexually active patients) Actinomyces
Mycoplasma hominds (0 postpartum Eubarterium spp. (10 intrauterine contraceptive device-associated infections)
I'E r'il'l'l 1< '!l
Skin and soft tissue Staphylomoocus aureus Peprostrepiomorus spp. (P magnus, P ormicros,
Streprococcus (Sirep. milen group, groups P oasaccharolyiicus)
A and B, viridans group) Pigmented Prevolelln spp., Aciinomyces spp.
Enlerococcus spp. Fuscbacterium nuwcleatum
Enterobacte naceae, Peeudormonas Bacteroides fragflis group’ Clostridium spp.’:
aerueinosg

* Recovered in hospital -aoquired infection + After exposure to oral flora ++ After exposure o colonic flora.




. o s . N
Les anaéerobies peuvent etre a l'origine

de:

° Vaginites
® Bartholinites
® Abces ovariens

o Salpingites
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REWVIEW

Management of Pelvic Inflammatory Disease in

Clinical

Practice

Hasiya Yusuf', Maria Trent'?

CcDC

CNGOF & SPILF

European Guidelines

Outpatient

regimens

Single dose Ceftriaxone 250mg IM &
Doxycycline 100mg orally twice daily
for 14 days with or without
Metronidazole 500mg orally twice
daily for 14 days
Or
Single-dose cefoxitin 2g .M. and
Doxycycline 100mg orally twice daily
for 14 days with or without
Metronidazole 500mg orally twice
daily for 14 days 1-2 doses of
Azithromycin 500mg IV daily, then
Azithromycin 250mg orally for 12-14
days with or without Metronidazole
500mg orally twice daily for 14 days
*Levofloxacin 500mg orally once daily
Or
*Ofloxacin 400mg twice daily
Or
*Moxifloxacin 400mg orally once daily
with or without Metronidazole

500mg orally twice daily for 14 days

Single-dose Ceftriaxone lg .M. and
doxycycline 100mg orally twice daily
and Metronidazole 500mg twice daily
for 14 days
Or
Oral ofloxacin 200mg daily and
metronidazole 500mg twice daily with
or without single dose ceftriaxone |M
alternatives oral levofloxacin 500mg
daily and metronidazole 500mg twice
daily for 10 days with or without
single ceftriaxone lg IM
Or
Oral moxifloxacin 400mg daily for 10
days with or without single dose

ceftriaxone g .M.

Single dose ceftriaxone IM 500 mg and
oral doxycycline 100 mg twice daily
with metronidazole 500 mg twice daily
for 14 days
Or
Oral ofloxacin 400 mg twice daily and
oral metronidazole 500 mg twice daily
for 14 days (ofloxacin may be replaced
by levofloxacin 500 mg once daily
Or
Oral moxifloxacin 400 mg once daily
for 14 days

H Yusuf, Therapeutics and clinical risk Management 2023/
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Management of Pelvic Inflammatory

Clinical Practice

Hasiya Yusuf', Maria Trent'?

Dove

REWVIEW

Disease in

CcDC

CNGOF & SPILF

European Guidelines

Outpatient

regimens

Single dose Ceftriaxone 250mg IM &
Doxycycline 100mg orally twice daily
for 14 days with or without
Metronidazole 500mg orally twice

daily for 14 days

Single-dose Ceftriaxone Ig I.LM. and
doxycycline 100mg orally twice daily
and Metronidazole 500mg twice daily
for 14 days
Or

Single dose ceftriaxone IM 500 mg and
oral doxycycline 100 mg twice daily
with metronidazole 500 mg twice daily
for 14 days
Or

Or
Single-dose cefoxitin 2g I.M. and
Doxycycline 100mg orally twice daily
for 14 days with or without
Metronidazole 500mg orally twice
daily for 14 days 1-2 doses of
Azithromycin 500mg IV daily, then
Azithromycin 250mg orally for 12—-14
days with or without Metronidazole
300mg orally twice daily for 14 days
*Levofloxacin 500mg orally once daily
Or
*Ofloxacin 400mg twice daily
Or
*Moxifloxacin 400mg orally once daily
with or without Metronidazole

500mg orally twice daily for 14 days

Oral ofloxacin 200mg daily and
metronidazole 500mg twice daily with
or without single dose ceftriaxone IM
alternatives oral levofloxacin 500mg
daily and metronidazole 500mg twice

daily for 10 days with or without
single ceftriaxone lg IM
Or
Oral moxifloxacin 400mg daily for 10
days with or without single dose

ceftriaxone lg .M.

Oral ofloxacin 400 mg twice daily and
oral metronidazole 500 mg twice daily
for 14 days (ofloxacin may be replaced
by levofloxacin 500 mg once daily
Or
Oral moxifloxacin 400 mg once daily
for 14 days

H Yusuf, Therapeutics and clinical risk Management 2023/
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Hasiya Yusuf', Maria Trent'?
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CcDC

CNGOF & SPILF

European Guidelines

Outpatient

regimens

Single dose Ceftriaxone 250mg IM &
Doxycycline 100mg orally twice daily
for ith or without

Metronidazole 500mglorally twice

daily for 14 days

Single-dose Ceftriaxone Ig I.LM. and

do i lly twice daily
Metronidazole 500pg” twice daily
for 14 days
Or

Single dose ceftriaxone IM 500 mg and

oral doxycycline 100 mg twice daily

wigh metronidazole 500 m ice daily

.
TOETETUAY S

Or

Or
Single-dose cefoxitin 2g I.M. and
Doxycycline 100mg orally twice daily
for 14 days with or without
Metronidazole 500mg orally twice
daily for 14 days 1-2 doses of
Azithromycin 500mg IV daily, then
Azithromycin 250mg orally for 12—-14
days with or without Metronidazole
300mg orally twice daily for 14 days
*Levofloxacin 500mg orally once daily
Or
*Ofloxacin 400mg twice daily
Or
*Moxifloxacin 400mg orally once daily
with or without Metronidazole

500mg orally twice daily for 14 days

Oral ofloxacin 200mg daily and
metronidazole 500mg twice daily with
or without single dose ceftriaxone IM
alternatives oral levofloxacin 500mg
daily and metronidazole 500mg twice

daily for 10 days with or without
single ceftriaxone lg IM
Or
Oral moxifloxacin 400mg daily for 10
days with or without single dose

ceftriaxone lg .M.

Oral ofloxacin 400 mg twice daily and
oral metronidazole 500 mg twice daily
for 14 days (ofloxacin may be replaced
by levofloxacin 500 mg once daily
Or
Oral moxifloxacin 400 mg once daily

for 14 days

H Yusuf, Therapeutics and clinical risk Management 2023/
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Activity of antimicrobial agents against anaer obes.,

Agent

Mearly always active
Metronidazole

Carbapenems

f-Lactam phus f-lactam ass
inhibitors

Chlor amphenicol

Comments

W
Clindamydn
Cefamycins

Antipseudomonal
Variable activity
Pemallin

Cephalosporins

Tetragychne
Vanmmycin
Macrolides
Fluor oquinolomnes
Tigecycline

Poor activity
Aminoglycosides
Trimethopt im
sulfamethoxazole
Monobactams (aztreonam)

Inactive versus microaerophilic streptococ (eg. Streptococcus millert), Proplonibacterium and Actinomyces spp.; bactericidal versus most
Gram-negative anaerobic strains

Resistant to most Bacteroidesf-lactamases, although a novel f-lactamase that cleaves carbapenems was found in rare B. fragils strains®
The addition of a f-lactamase inhibitor to a f-lacam dramatically increases actvity against anaerobes that produce a f-lactam ase

Good activity versus virtually all dinically significant anaerobes”

B. fragilis group: 15-40% of siwains resistant; some clostridia other than C perfringens are resistant

B. frogilis group: 5-15% of strains resistant with considerable institutional vanation at least partly reflecting use patterns; poor activity
wersus clostridia

Relatively resistant to f-lactamases of Bocteroides spp; penicillins large doses usually employed

Inactive versus some or most penidllinase-producing anaerobes, including most of the B. fragiles group and many strains of Prevotella
melaninogernca, Pointermedio, P bivig, P. deiens and some clostridia

Less activity m vitro than pemicillin G versus most anae robes and limited other than cefamycins published clinical experience to document
efficacy

Inactive versus many anaerobes and most strains of B, fropiis; doxyoycline and minocycline are somewhat more active than tetracydine
Active against Gram-positive anaerobes; inactive versus Gram-negative anaerobes

Inactive versus many Fusobacterium spp. and some B, fromiis spp.; ketolides also show reduoed activity versus fusobacteria
“Third-generation' (gatifloxacin, moxifloxadn and gemifloxadn) show good in-vitro activity; limited published data

Active against nearly all anserobes induding strains of B, fragiis that are resistant to f-lactams, clindamyan and quinolones, Minimum
inhibitory contentr atons are somewhat higher for clostridia®
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Activity of antimicrobial agents against anaer obes.,

Agent

Comments

Mearly always active
Metronidazole

Carbapenems
f-Lactam phus f-lactamase
inhibitors

Usually active
Clindamydn
Cefamycins

Antipseudomonal
Variable activity
Pemallin

Cephalosporins

Tetragychne
Vanmmycin
Macrolides
Fluor oquinolomnes
Tigecycline

Poor activity
Aminoglycosides
Trimethopt im
sulfamethoxazole
Monobactams (aztreonam)

Inactive versus microaerophilic streptococ (eg. Streptococcus millert), Proplonibacterium and Actinomyces spp.; bactericidal versus most
Gram-negative anaerobic strains

Resistant to most Bacteroidesf-lactamases, although a novel f-lactamase that cleaves carbapenems was found in rare B. fragils strains®
The addition of a f-lactamase inhibitor to a f-lacam dramatically increases actvity against anaerobes that produce a f-lactam ase

Good activity versus virtually all dinically significant anaerobes”

B. fragilis group: 15-40% of siwains resistant; some clostridia other than C perfringens are resistant

B. frogilis group: 5-15% of strains resistant with considerable institutional vanation at least partly reflecting use patterns; poor activity
wersus clostridia

Relatively resistant to f-lactamases of Bocteroides spp; penicillins large doses usually employed

Inactive versus some or most penidllinase-producing anaerobes, including most of the B. fragiles group and many strains of Prevotella
melaninogernca, Pointermedio, P bivig, P. deiens and some clostridia

Less activity m vitro than pemicillin G versus most anae robes and limited other than cefamycins published clinical experience to document
efficacy

Inactive versus many anaerobes and most strains of B, fropiis; doxyoycline and minocycline are somewhat more active than tetracydine
Active against Gram-positive anaerobes; inactive versus Gram-negative anaerobes

Inactive versus many Fusobacterium spp. and some B, fromiis spp.; ketolides also show reduoed activity versus fusobacteria
“Third-generation' (gatifloxacin, moxifloxadn and gemifloxadn) show good in-vitro activity; limited published data

Active against nearly all anserobes induding strains of B, fragiis that are resistant to f-lactams, clindamyan and quinolones, Minimum
inhibitory contentr atons are somewhat higher for clostridia®
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Activity of antimicrobial agents against anaer obes.,

sulfamethoxazole

Monobactams (aztreonam)

Agent Comments

Mearly always active

Metronidazole Inactive versus microaerophilic streptococ (eg. Streptococcus millert), Proplonibacterium and Actinomyces spp.; bactericidal versus most
Gram-negative anaerobic strains

Carbapenems Resistant to most Bacteroidesf-lactamases, although a novel f-lactamase that cleaves carbapenems was found in rare B. fragils strains®

f-Lactam phus f-lacamase  The addition of a f-lactamase inhibitor to a f-lacam dramatically increases activity against anaerobes that produce a f-lactam ase

inhibitors

Chlor amphenicol Good activity versus virtually all dinically significant anaerobes”

Usually active

Clindamydn B. fragilis group: 15-40% of siwains resistant; some clostridia other than C perfringens are resistant

Cefamycins B. frogilis group: 5-15% of strains resistant with considerable institutional vanation at least partly reflecting use patterns; poor activity
wersus clostridia

e e R latively resistant to f-lactamases of Bacteroides spp; penicillins large doses usually employed

Variable activity

Peniallin Inactive versus some or most penidllinase-producing anaerobes, including most of the B. fragiles group and many strains of Prevotella
melaninogernca, Pointermedio, P bivig, P. deiens and some clostridia

Cephalosporins Less activity m vitro than pemicillin G versus most anae robes and limited other than cefamycins published clinical experience to document
efficacy

Tetragychne Inactive versus many anaerobes and most strains of B, fropiis; doxyoycline and minocycline are somewhat more active than tetracydine

Vanmmycin Active against Gram-positive anaerobes; inactive versus Gram-negative anaerobes

Macrolides Inactive versus many Fusobacterium spp. and some B, fromiis spp.; ketolides also show reduoed activity versus fusobacteria

Fluor oquinolomnes “Third-generation' (gatifloxacin, moxifloxadn and gemifloxadn) show good in-vitro activity; limited published data

Tigecycline Active against nearly all anserobes induding strains of B, fragiis that are resistant to f-lactams, clindamyan and quinolones, Minimum
inhibitory contentr atons are somewhat higher for clostridia®

Poor activity

Aminoglycosides

Trimethopt im
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Spectruim and treatment of anaerobic infections

Itzhak Brook ™

2015

Activity of antimicrobial agents against anaer obes.,

Agent Comments

Mearly always active

Metronidazole Inactive versus microaerophilic streptococ (eg. Streptococcus millert), Proplonibacterium and Actinomyces spp.; bactericidal versus most

Gram-negative anaerobic strains

Carbapenems Resistant to most Bacteroidesf-lactamases, although a novel f-lactamase that cleaves carbapenems was found in rare B. fragils strains®

f-Lactam phus f-lacamase  The addition of a f-lactamase inhibitor to a f-lacam dramatically increases activity against anaerobes that produce a f-lactam ase
inhibitors

Chlor amphenicol Good activity versus virtually all dinically significant anaerobes”

Usually active

Clindamydn B. fragilis group: 15-40% of siwains resistant; some clostridia other than C perfringens are resistant

Cefamycins B. frogilis group: 5-15% of strains resistant with considerable institutional vanation at least partly reflecting use patterns; poor activity

Antipseudomonal
Variable activity
Pemallin

Cephalosporins

Tetragychne
Vanmmycin
Macrolides
Fluor oquinolomnes
Tigecycline

Poor activity
Aminoglycosides
Trimethopt im
sulfamethoxazole
Monobactams | aztreonam

versus clostridia
Relatively resistant to f-lactamases of Bocteroides spp; penicillins large doses usually employed

Inactive versus some or most penidllinase-producing anaerobes, including most of the B. fragiles group and many strains of Prevotella
melaninogernca, Pointermedio, P bivig, P. deiens and some clostridia

Less activity m vitro than pemicillin G versus most anae robes and limited other than cefamycins published clinical experience to document
efficacy

Inactive versus many anaerobes and most strains of B, fropiis; doxyoycline and minocycline are somewhat more active than tetracydine
Active against Gram-positive anaerobes; inactive versus Gram-negative anaerobes

Inactive versus many Fusobacterium spp. and some B, fromiis spp.; ketolides also show reduoed activity versus fusobacteria
“Third-generation' (gatifloxacin, moxifloxadn and gemifloxadn) show good in-vitro activity; limited published data

Active against nearly all anserobes induding strains of B, fragiis that are resistant to f-lactams, clindamyan and quinolones, Minimum
inhibitory contentr atons are somewhat higher for clostridia®




Antibiotiques recommandés dans les
infections a anérobies selon le site

Antimicrobial drugs recommended for the therapy® of site-specific anaerobic infections.

Parenteral Oral
Intracranial 1. Metronidazole® 1. Metronidazole®

2. Chloramphenicol 2. Chloramphenicol
Dental 1. Clindamycin 1. dindamycin, Amoxicillin + CA

2. Metronidazole®, Ticarcillin + CA, Ampicillin + SU®, 2. Metronidazole®
Upper respiratory tract 1. Clindamycin 1. Qindamycin, Amoxicillin + CA

2. Ticarcillin + CA, Ampicillin + SU* 2. Metronidazole®

3. metronidazole®
Pulmonary 1. Clindamycin? 1. indamycin®

2. Ticarcillin + CA, Ampicillin + SU®, imipenem or meropenem 2. Metronidazole?, Amoxicillin + CA
Abdominal 1. Metronidazole” 1. Metronidazole"

2. Imipenem or meropenem ertapenem, piperacillin-tazobactam, tigecycline, 2, Amoxicillin + CA

cefoxitin”
Pelvic 1. Cefoxitin®, clindamycin® 1. indamycin®

2. Piperacillin—tazobactam®, ampicillin + SU®, metronidazole® 2. Amoxicillin + CA®, metronidazole®
Skin and soft tissue 1. Clindamycin, cefoxitin 1. dindamycin, amoxicillin + CA

2. Metronidazole + vancomycin 2, Metronidazole + linezolid

3. Tigecycline
Bone and joint 1. Clindamycin, imipenem or meropenem 1. Qindamycin

2. Metronidazole + vancomycin, piperacillin—tazobactam 2. Metronidazole + linezolid
Bacteremia with BELPB 1. Imipenem or meropenem, metronidazole 1. Qindamycin, metronidazole

2. Cefoxitin, ticarcillin + CA 2. Chloramphenicol, amoxidllin + CA
Bacteremia with non-ELPB 1. Penicillin 1. Penicillin

2. Clindamycin, metronidazole, cefoxitin 2. Metronidazole, chloramphenicol, clindamycin

- /




Les nouveaux agents

Ceftazidime-avibactam : efficacite +/-, amelioree par le

rajout du metronidazole
Imipénéme—relebactam non supérieur a l’imipénéme
Avibactam, vaborbactam, nacubactam, zidebactam et

durlobactam : faible efficacité / Bacteroides groupe
Xeruborbactam seul efficace

Multirésistance en augmentation mais sensibilite au

tedizolide, linézolide

L Dubreuil, Eur | Clin Microbiol and Infect Dis 2023
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En conclusion,

® Anacrobies, groupe diversitie
* Infections géneralement endogenes, polymicrobiennes
® Infections de plusieurs sites

e Deélais de culture longs%pas de documentation
microbiologique% traitement probabiliste en fonction du

microbiote

® PEC = ATB efficace + traitement associ¢ (drainage,
débridement ...)

® Plusieurs molecules efficaces, attention aux resistances

croissantes a certaines !




N’ oubliez pas les ANAEROBIES
ces iconnus maltraités
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