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Voici un tableau récapitulatif des principales infections abdominales

Infection Organe atteint Symptdmes principaux Gravité
Appendicite Appendice Douleur FID*, figvre, nauseées M Urgence
Diverticulite Cdlon Douleur FIG*, fievre, troubles du Variable

transit
Gastro-entérite infectieuse Estomac / intestin Diarrhee, vomissements, crampes Le plus souvent bénigne
Peritonite Péritoine Douleur diffuse, ventre dur, fievre B Trés grave
Cholécystite WVeésicule biliaire Douleur hypochondre droit, figvre M Urgence
Angiocholite Voies biliaires Figvre élevée, Jaunisse, douleurs B Trés grave
Abces hepatique Foie Fievre prolongée, douleur droite Grave
Pancreatite infectée Pancréas Douleur épigastrigue intense, fievre B Trés grave

e ——————————— InfECtiOn gynéCO|08ique

leucorrhées

e e O R G Inf@Ction urinaire compliquée

(pyeloneéphrite) lombaires/abdominales

Abces intra-abdominal Cavite abdominale Fievre persistante, douleur localisée Grave

T TGS B G T e T T T G B T O e T T DT s Tuberculose A

amaigrissement



Hépatique :
Abces hépatique

Biliaire :
Cholecystite
Angiocholite

Organe creux :
Appendicite, diverticulite,

Péritoine
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GENERALITES

* Epidémiologie :

« AbSeS » : etude observationnelle multicentrique multinationale => adulte ICU + infection abdominale

2621
patients

25 %
nososcomial
précoce

31,6%
Communautaire

43,4 %
nososcomial Tardi

P Tt Resistance DTT BGN
S - : 26,3% N 4,3%

(= Blot S et al Intensive Care Med. 2019



GENERALITES

* Epidémiologie :

« AbSeS » : etude observationnelle multicentrique multinationale => adulte ICU + infection abdominale

Table 2 Proportion of types of intra-abdominal infection and distribution according to origin of infection acquisition

ype of abdominal sepsis Total n (%)* Community-acquired  Early onset hospital- Late-onset
n (%a)** acquired n (%)** hospital-acquired
n [(d%)**

Primary peritonitis 103 (3.9) 33 (32) 28 (272 42 (40.8)
Secondary and tertiary peritonitis 1794 (68.4) 588 (32.8) 431 (24) 775 (43.2)
PO-related peritonitis 2 (03] 0 2 (20) 7 (70)

Intra-abdominal abscess 180 (6.9) 36 (20) 49 (27.2) 95 (52.8)
Biliary tract infection 319(12.2) 117 (36.7) 95 (29.8) 107 (33.5)
Pancreatic infection 165 (6.3) 45 (27.3) 33 (20 B7 (52.7)
Typhlitis a (0.3) 0 1(333) & (66.6)
Toxic megacolon 42 (1.6) 2(21.4) 15 (35.7) 18 (42.9)

PL-related peritoneal dialysisrelated
*35 Within column; **96 within row

o Blot S et al Intensive Care Med. 2019



GENERALITES

Microbiologie équivalente pour toutes les infections abdominales ??

Dominant gut phyla:
Bacteroidetes, Firm

Fredominant families in the:

Small intesting
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GENERALITES

* Microbiologie :

« AbSeS » : etude observationnelle multicentrigue multinationale => adulte ICU + infection abdominale

“%, from total cohort (n=2621)
Total cohort

4

5,

n=2621
| No cultures sampled
639 (24.4%)
Peri—nperaliv Trans-abdominal Blood Abdominal
cultures needle aspiration cultures drams
1316 (50.2)* 308 (11.8)* 1198 (45.7)* 344 (13.2)*
Cultures positive Cultures positive Cultures positive Cultures positive
1079 (82.0) 250 (81.2) 586 (48.9) 281 (81.7)

:

1594 patients culture positive / 1982 patients sampled (80.4)

Fig. 1 Types of microbiological cultures sarmpled and culture-positive rate in patients with intra-abdominal infection

o

W

B Candida sp. 13

Candida albicans 8,.7%

B Enterococci 25,9

B Enterobacterales 51,7

Escherichia coli 36,4%
Kiebsiella pneumonice 8,6%

Staphylococci 9,8

W Streptococci 8,1

B Anaerobes 11,7

B Non fermenting GN bacteria 11,8

Blot S et al Intensive Care Med. 2019



GENERALITES

* Microbiologie Nosocomiale versus communautaire :
« AbSeS » : etude observationnelle multicentriqgue multinationale => adulte ICU + infection abdominale

Table 3 Micro-organisms isolated from cultures sampled in patients with intra-abdominal infection

Total cohort Setting of infection acquisition
(n=1982)

Community-acquired Early onset hospital- Late-onset

(n=664) acquired (n=482) hospital-acquired

Lram-negative bacteria
Enterobacterales
Mon-fermenting bacteria
Pseudomonas aeruginosa
Psewdomonas sp. (other or Ni)
Stenotrophomonas maltophilia
Acinetobacter baurmannii
Acinetobacter sp. (other or NI)
GGram-positive bacteria
Staphylococc
Staphylococous aureus
Coagulase-negative staphylococd
Staphylococous sp. (other or NI)
Enterococci
Enterococous faecalis
Enterococous faecium

Enterococcus sp. (other ar NI

1161 (58.6)
1024 (51.7)
233 (11.8)
131 (66)
15 (0.8)
11 (06)
61 (52)
32 (16)
781 (39.4)
195 (9.8)
64 (3.2)
100 (5]
37(1.9)
513 (259)
257 (13)
216 (10.9)

77 (3.9

Blot S et al Intensive Care Med. 2019

385 (58)
344 (51.8)
72 (108)
41 (6.2]

3 {0.5)

5 (0.8)
18(2.7)
801.2)
274 (41 3)
&9 (10.4)
23 (3.5)
37 (5.6)
11 {1.7)
173 (26.1)
33 (12.5)
70(105)
33 (5)

287 (59.5)
247 (51.2)
66 (13.7)
34 (7.1)
4 (0.8)

2 (0.4)

22 (4.6)
12 (2.5
187 (38.8)
44 (9.1)
19 (3.9)
23 (4.8)

5 (1)

121 (25.1)
59 (12.2
46 (9.5)
18 (3.7)

(n=836)

498 (58.5)
433 (51.8)
95 (11.4)
56 (6.7)
8(1)

4 (0.5)
21(25)
12(1.4)
320(383)
82 (9.8)
22 (26)
40 (4.8)
21(25)
219(26.2)
115(13.8)
100(12)
26(3.1)



GENERALITES

* Microbiologie Nosocomiale versus communautaire :
« AbSeS » : etude observationnelle multicentrigue multinationale => adulte ICU + infection abdominale

Table 3 (continued)

(n=1982)

hospital-acquired

Porphyromonas sp.
Prevotella sp.
Fusobacterium sp.
Gram-negative anaerobe sp. (other or NI

Funagi

Aspergillus sp.

Candida sp.
Candida albicans
Candida glabrata
Candida krusei
Candida parapsilosis
Candida tropicalis
Candida sp. (other or NI)

2 (0.1)

5 (03)

9 (0.5)

66 (33)

258 (13)

3 ({02)

257 (13)

173 (8.7)

35(1.8)

3 (02)

9 (0.5)

16 (0.8)
20 (1)

Total cohort Setting of infection acquisition

Community-acquired Early onset hospital- Late-onset
(n=664) acquired (n=482)

(n=836)
0 2(0.4) 0
3 (0.5) 0 2(0.32)
7{1.1) 0 2100.2)
20(3) 13(2.7) 33(39)
BO(12) 71(14.7) 107 (12.8)
0 2 (0.4) 1(0.1)
210122 69 (14.3) 107 (12.8)
56 (8.4) 50 (10.4) 67 ()
10(1.5) 9(1.9) 16 (1.9)
2 (03) 0 11(0.1)
4 (0.6) 11(0.2) 4 (0.5)
6 (0.9) 2 (0.4) 8(1)
2 (03) 7(15) 11(1.3]

Blot S et al Intensive Care Med. 2019



GENERALITES

* Microbiologie Résistance selon les centres :

« AbSeS » : etude observationnelle multicentriqgue multinationale => adulte ICU + infection abdominale

Table 4 Rates of antimicrobial resistance in intra-abdominal infections according to geographic region

Difficult-to-
treat resist-
ant Gram-
negative
bacteria

Any resistant
Gram-
negative
bacteria®

ESBL-
producng
Gram-
negative
bacteria

(arbap-
ENEMm-
resistant
Gram-
negative
bacteria

Fluorogui-
nolone-
resistant
Gram-
negative
bacteria

MRSA

WRE

Antimicrobial
resistance®*

(total

S Antimicrobial
resist-

/ ance***

{total)

Total
cohort
(n=1982)

85(43)

480 (24.2)

3260164)

145 (7.3)

339017.1)

20(1)
56 (2.8)
153 (7.7)

522 (26.3)

Geographic region
Western Southern
Europe Europe
(n=601) (n=558)
2103) 38 (6.8)
54 (9] 140 (25.1)
LR B11(145)
3(05) a1 (10.9)
29(4.8) 108 (19.4)
1(0.2) 5(0.9)
11101.8) 15(2.7)
14 (2.3) 57 (10.2)
a3 (10.5) 152 (27.2)

Eastern

and South-

East Europe
(mn=151)

5 {6}

59 (39.1)

37 (245)

230153)

37 (245)

5{33)
5(33)
16 {10.6)

65 (43)

Central
Europe
{(n=99)

20 (202}

9(a.1)

1(1}

18 (1832}

]
2102
2(2)

2113

15(8.7)

82(47.7)

65 (378)

230134}

57{33.1)

5{25)
91(5.2)
29(169)

87 (508)

Morth Africa Latin
and Mid-
dle-East

(n=172)

America
{n=2449)

16 (6.4

50 (36.1)

&9 (27.7)

25 (100

69 (277)

3013)
11 (4.4)
27 (10.8)

95 (38.5)

MNorth
America
(n=22)

7318

7318

3038

1(45)
1({45)

& (384)

E coli R c3g

Asia—Pacific R - resistant solates,
(n=123) percentage (%)
D <
@ -
5(4.1) [ s
Bl 10-225
.
W o
26 (21.1) B -
20(16.3) ‘. L.
a (7.3
R - resistant wsolates,
17 gy
LE <1%
E 1-=5%
[ s-<103
1(0.8) B 0<
2018 B <o
757 W
- ;
28 (22.8)

‘\

N s

Blot S et al Intensive Care Med. 2019
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GENERALITES

* Microbiologie Résistance :

« Mission PRIMO » : Urines => communautaire VERSUS EHPAD

Ecoli - Détails de I'année 2025
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Figure 1. Fréquence exprimée en % d'isolement des germes aérobies a@ Gram positif, Gram

négatif, anaérobies et levures selon la localisation anatomique de la 1ésion (d'aprés [6])

Montravers P et al. Intensive Care Med. 2016

CEPHALOSPORINE DE 3 EME GENERATION




GENERALITES

 Et en pathologie, impact ?? J

2 %;uﬂ B

§0
v
20 - Bacilles o
2 Gram negatif > X N . . . N '
& - P 4 Bactaries Table 3 Micro-organisms isolated from cultures sampled in patients with intra-abdominal infection
™ & ’ o .
= PR g anasrobias i Total cohort Setting of infection acquisition
4 g (n=1982)
= o Y Ly ewe= *f Community-acquired Early onset hospital- Late-onset
‘g - = : P ey < Cocci (n=664) acquired (n=482) hospital-acquired
2 40 o e B g ais % a G-re:;-poeitﬁ {n=836)
E o S ~ Anaerobe bacteria 221117 83(125) 45 [9.3) 102 (12.3)
83 1 o’ » Clostridium perfringens 21(1.0) 70.1) 3(086) 11(13)
- ’
3 g Peptostreptococcus sp. 4(02) 14{0.3) 204 11{0.1)
R £ ,{ﬁﬁ‘_ T Actinomyces sp. 2 (1) 1{02) 0 1(0.1)
g‘ " . I Gram-positive anaerobe sp. (other or NI 5327 17 (26) 121(25) 24 (29)
- 10 - Clostridium difficile 81(04) 3{0.5) 100.2) 4(05)
Bacteroides sp. * 103 (52) 461(5.9) 171(3.5) 40 (4.8)
0 . ' .
Gas trodwod enal Intestin gréle Colo-rectal Appendicite

Figum |

Figure 1. Fréquence exprimée en % d'isolement des germes aé¢robies a Gram positif, Gram

négatif, anaérobies et levures selon la localisation anatomique de la Iésion (d'apres [6])

CEPHALOSPORINE DE 3 EME GENERATION

,'./ Montravers P et al. Intensive Care Med. 2016 Blot S et al Intensive Care Med. 2019



GENERALITES

Focus sur le Bacteroides sp ??

Habitat : Flore endogene => tractus intestinal de la plupart des animaux a sang chaud, eaux d’égouts
Pouvoir pathogene : infections intra —abdominales +++ , osteoarticulaire, abces cérébraux, gynécologiques
Caractéristique : BGN anaérobie strict / Cultures sur milieu enrichis
Sensibilité et résistances
- Résistances :
- Aminosides => defaut de penetration
- Beta-lactamase chromosomique (C3G inconstament active)

- Sensible : imidazole, macrolides, tigécycline, linezolide

10 127163049 & Crlramsn Somzan. b

Centre Toulousain pour le Controle de qualité en Biologie clinique
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GENERALITES

* Et en pathologie, impact ??

§0
v
20 - Bacilles ','
2 Gram negatif

§ - = i ,/ mei“ Table 3 Micro-organisms isolated from cultures sampled in patients with intra-abdominal infection

E = g anasrobiss i Total cohort Setting of infection acquisition

g P i (n=1982)

= o4 Y aewme= *f Community-acquired Early onset hospital- Late-onset
-.:} Y = : L i e T8 \ Cocci (n=664) acquired (n=482) hospital-acquired

- | oieies - ccl (n=836)

3 40 - e - “so | 2 Gra=z positif

z o % S ~ Anaerobe bacteria 221117 83(125) 45 [9.3) 102 (12.3)
3 3 o’ » Clostridium perfringens 21(1.0) 70.1) 3(086) 11(13)

3 ," Peptostreptococcus sp. 4(02) 14{0.3) 204 11{0.1)

2 19 g I,ﬁﬁ' [ToaeN Actinomyces sp. 2 (1) 1{02) 0 (0.1

g' " . I Gram-positive anaerobe sp. (other or NI 5327 17 (26) 121(25) 24 (29)
- 10 4 Clostridiuvm difficile 204} 3{05) 100.2) 4(05)

Bacteroides sp.* 103 (5.2) 45 (5.9) 17 (3.5) 40 (4.8)
Gas trodwod enal Intestin prile Colo-rectal Appendicite
Figum |
Figure 1. Fréquence exprimée en % d'isolement des germes aérobies a Gram positif, Gram
négatif, anaérobies et levures selon la localisation anatomique de la Iésion (d'apres [6])
~—
CEPHALOSPORINE DE 3 EMEM GENERATION IMIDAZOLE

3o Montravers P et al. Intensive Care Med. 2016 Blot S et al Intensive Care Med. 2019
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GENERALITES

* Et en pathologie, impact ?

Table 3 Micro-organisms isolated from cultures sampled in patients with intra-abdominal infection

Total cohort Setting of infection acquisition
(n=1982)
Community-acquired Early onset hospital- Late-onset
(n=664) acquired (n=482) hospital-acquired
(n=836)
Enterococci 513 (259) 173 (26.1) 121 (25.1) 219 (26.2)
Enterococcus faecalis 257 (13) 83 (125) 59(12.2) 115(13.8)
Enterococous faecium 216 (10.9) 70(105) 46 (9.5) 100(12)
Enterococcus sp. (other or NI 77 (39) 33 (5) 18 (3.7) 26(3.1)
Enterococcus faecalis Enterococcus faecium
f fa R PIPERACILLINE et R
@ 2018 . . MERO/IMIPENEME
Antibioti ; ; ; . g .
ntibiotique(s) - - - déduites de R AMOX
n 5 - | ws .
Amoxicilline 495 99,8% 1001 20 6%
2 AMOXICILLINE VANCOMYCINE
7

I Rapport d’activité ONERBA 2018 — CASFM 2024
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* En conclusion ( Dia Dr Kheng)

Infections intra-abdominales
Anti-infectieux utilisés

Enterococcus | Enterococcus
faecalis faecium

C3IG IV

C3G IV + Imidazole

Cefepime + Imidazolé

Amoxicilline-clavulanate +
Aminoside

Piperacilline-Tazobactam

Meropenem ou Imipenem

+ Vancomycine

+ Echinocandine
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* Place des antifongiques ?

Table 3 (continued)

Total cohort Setting of infection acquisition
(n=1982)
Community-acquired Early onset hospital- Late-onset
(n=664) acquired (n=482) hospital-acquired
(n=836)

Fungi 258 (13) 80(12) 71 (14.7) 107 (12.8)

Pharmacocinetique des antifongiques

\\

AMB SFC FCZ ITZ VRZ PS5 Echinocandines
> ¢io e
Candida tropicalis - L
Candido parapsilosis Intestin/  Pou- Urine/
Candida kursei Foie/ Rate Rein Vésicule mons SNC Oeil  Vessie
Candida giabrato AmB + + + +
S5FC + + + +
FLU + + + +
ITR + + + +
VOR + + + +
POS + + + +
Echino + + + +
Gt
x +250% des concentrations seriques Groll AH, Advances in Pharmacol. 1998
/ - <10% des concentrations sériques

~ S Blot S et al Intensive Care Med. 2019
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: — ! ff
* Place des antifongiques ? &s"ﬁg&
I g™

Intraabdominal candidiasis
Corider kocal apidemickosy and roviss Teatment decsion in Iight of susceetibily wsting rmsuks §
1
] Any intra-abdominal candidiasis other than peritoneal-dialysis associated
Farfioneal Salysls mesocivied gl peiine i fungal peritonitis, including abd ominal abscess
1
3 v ¥ 5 L + . . v 3
Fluconazod L i Tomgaddl: | | Inirperiones —
. E y Rezafu
E,?:'_;’#J: m:qu T‘h:l;d mm.;irr_dz —I'Iut:ﬂ'l E mﬂ mh Micatungin ﬂﬂ:ll'l'l-g'E
: - 100 200 from Liposomal
s0mgqdiom @@ | Fucylosie m.::nur- Liposomal Imraporioneal 100 mg ot | |50 my oo fom a2 mg od - amphabarin B
250 mg g 250 myg gid ﬁﬂ LT3 T 3 mighyg g
| | | | |
¥ ¥
SRnLie i@ o0 ol Soarod conbnod
(eroval ol perioneal dal psis catheier) (eq. absooss & anage, debridement, leakage nepar, meroeyal of infedled dewes)
| |
¥
Bl io oral after 10d of Treatmaen
|
¥ ¥
Norconazol
Fluconazola & mepkg kil 1;
400 mg gl or bid 4 mghg bid from d2

" Echinocanding may beinierhangoable, yof publshed iemiune only reporied ull zation of mspolngin n this seing
§ Higher rates of echinocandin- and Muoohazole-resisant stains from abdominal carvity reponnd

Strongly rec emmanded
Mode iy recorTrented
Marginally mCammended
y Retommended agmnst

(P Cornely OA et al Lancet Infect Dis. 2025
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* Thérapeutique :

CHIRURGICAL

ANTIBIOTIQUE




GENERALITES

i

* Thérapeutique :

Antibiotics.

Les posologies standards suffisent dans les infections intra-abdominales :
https://www.infectiologie.com/UserFiles/File/spilf/recos/doses-spilf-sfpt-casfm-2024.pdf

Chez le patient obese :
https://abxbmi.com

En cas d’insuffisance rénale, outil GPR sur VIDAL :
https://hoptimal.vidal.fr

Dia Dr Kheng Mathilde


https://www.infectiologie.com/UserFiles/File/spilf/recos/doses-spilf-sfpt-casfm-2024.pdf
https://abxbmi.com/

PERITONITE

PERITONITIS "HOT BELLY” ™
* Définition : Inflammation aigue, A~ SOV | D, Cavse
== A N A
localisée ou généralisée du o) v Fliide 2
7% . K’ lAbd
peritoine ——~___Distention
‘< . '/,/é" 100" F
‘ . i I e Rebound
. * Anorexia ,~ Tenderness
’
\
* T Fulse ﬂ 2D\ 7 ¢ “Board-Like” Abdomen
o1 BP B\ ' b ° Abd Distention & Rigidity
* Dehydration | y =
* Fain = ‘
e | Bowel Sounds
Risk Factors
® Abdominal Surgery —Nureing Care—
* Ectopic Fregnancy ¢ |V's & Electrolyte
. Fcrfora‘%lon: Balance & Gl Distention
¥ Trauma e | Infection Process
<% Ulcer | * Prevent Complications:
¥¥ Appendix Rupture Immobility
¥ Diverticulum Pulmonary
- T ﬁ ©2007 Nursing Education Consultants, Inc. Fluid Balance

\\

Urgence Médicale CHIRURGICALE



PERITONITE

* Classification

* Infection « spontanée » hématogene ou par translocation
e Souvent Mon bactérienne
e Ex : ILA, Infection du cathéter de DP, péritonite spontanée a Pneumocoque

e Souvent Riche => perforation d’un viscere ou post opératoire

Secondaire

e Persistance de l'infection a pres une premiere prise en charge
e MO reésistants, levures
e Patients fragiles : réanimation, DMV




- &y Nusrat S et al. Cirrhosis and its complications. 2014

PERITONITE : ILA

* Epidémiologie :
- : : : P - : _N70
Prévalence infection bactérienne chez le cirrhotique 33-47%

- Cause de mortalité d’origine infectieuse 19%

* Physiopathologie :

Change microbiota
[hcreased Maq
» Hepatocyte necrosis/apoptosis s
. chlaMdherimumcdl o (Badnndmhcbon ‘
activation ® o e.g. SBP ”’Z’
=,

« LSEC activation and expression of
adhesion molecules
« Sltellate cell activation

DAMPs, PAMPs L (

PAMPs PAMPs
Cytokines Cytokines Cytokines

, "o

(e
L

mediators
Progressive fibrosis , Arteriolar vasodilation
- }'(m' hypertension ) NO. [Eﬂeeﬂve hypovolenia] "

regenerative nodules HS, CO retemion. Uit 2

Van der Merwe S. et al. Journal of hepatology. 2020
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Primaire

* Physiopathologie :

* Cirrhose décompensée :
* Inflammation du foie :

=» diminution du nombre d’hépatocytes et augmentation du nombre de cellules immunes et de leur activation
=» Relargage de DAMPS et cytokine inflammatoire
=>» Cellules étoilées =2 activation =» fibrose et formation de nodule de régénération =» HTP

e Dysbiose bacterienne :

=>» dysfonction de la barriére intestinale

=>» hyperperméabilité =» translocation bactérienne et médiateurs bactériens
=>» activation du systéme immunitaire
=>»aggravation de I’hypotension, dysfonction d’organe

« Hypertension portale:

> Relarguage de mediateurs vasoactivfs=2 vasodilatation splanchnique = hypotension
_ >hypoTA =» RAAS and SN sympathique activation =» retention d’eau et Na+

Van der Merwe S. et al. Journal of hepatology. 2020
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Primaire

* Physiopathologie :

* Infections chez le cirrhotique
- Plus fréquente et plus grave : tolérance immunitaire et inflammation prolongée

- Portal hypertension =2 anastomose
porto-systémique =»diminution de la
detoxification ervou

- Dysfonction reticulo endothelial @

- Alteration de la phagocytose Cirthotic liver > Gasromestna

- Translocation bacterienne digestive Sweating

A multisystemic

Mervous

Pain

Van der Merwe S. ef al. Journal of hepatology. 2020
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Primaire

* Infection du Liquide d’Ascite :

— Diagnostic biologique : PNN >250/mm3 en I'labsence d’autre diagnostic (perforation)

— Traitement : Probabiliste
« Communautaire : C3G (AMOX-Ac Clavulanique)
* Nosocomiale : Piperacilline-Tazobactam/Carbapenem ( écologie du patient ? Centre ?)

— Risque
* Insuffisance rénale
 Hémorragie digestive
e Décompensation cirrhotique
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* Etiologie

Perforation / infection

, Post opératoire Traumatique
viscérale
Appendicite
Diverticulite
Perforation UGD Perforation viscérale per Plaie pénétrante
Cholécystite opératoire Blast
Infarctus mésentérique Désunion anastomotique Endoscopie

Perforation digestive
MICI
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* Diagnostic?

econdaire

CLINIQUE

IMAGERIE

Douleur abdominale +++

Anorexie, nausées, vomissements,
constipation

Défense, contracture abdominale
Fievre, frissons, tachycardie, tachypnée
Gravité hémodynamimque

R1 - Il ne faut probablement pas faire d'imagerie
en cas de suspicion de péritonite par perforation
d'organe chez un patient grave (selon la défini-
tion indiquée dans le ﬁleamhule) si celle-ai

g= retarde la procédure chirurgicale

5 Montravers, Anaesthesia Critical Care & Pain Medicine 2015

Epaississement du péritoine
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e Gravite

— EPIC 2 : Données de prévalence sur 24H des Infections en ICU

econdaire

INFECTIONS ABDOMINALES :
- 19,6% des infections

(ﬁ\ N ’R%:\ W 4
e - Mortalite : ICU 29.4%
W v y “l NN
QY /__.( De Waele J et al BMC Infect Dis. 2014
. \\\\\) \':;.",,- &
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e Gravite

— EPIC 2 : Données de prévalence sur 24H des Infections en ICU

1AGVIT 29 WITIAGIGUATIIODOLILD VI DUIVIVUIOD GQlTlu T'VITrrDuI vivui o

econdaire

P N

Survivors (n=917)

Non-survivors (n = 382)

Respiratory

Blood stream
Renal/urinary tract
Skin
Catheter-related
CNS

Others

221 (24.1)
97 (10.6)
53 (5.8)
29 (3.2)
28 (3.1)

1(0.1)
19 (2.1)

120 (31.4) <0
56 (14.7) 0.
33 (8.6) 0.

23 (6) 0.
21 (5.5) 0.

0 (0) 0.
16 (4.2) 0.

SAPS Il = Simplified Acute Physiology Score lI; SOFA = Sequential Organ Failure Assessment; HIV = Human Immunodeficiency Virus; RRT = renal replacement therapy;

NYHA IV = New York Heart Association class llI-IV.

- 19,6% des infections
- Mortalité : ICU 29.4%

De Waele J et al BMC Infect Dis. 2014
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: . econdaire
> ECOIOgle ? VLN, I S Py i Ros T, o - =
Gram-negative bacteria
[ Escherichia coli 74 (28.5) 137 (20.5) <0.01 ]
Table 5 I'«“I||:rnl:v.|nulagylr and antibiotic use in patients who Enterobacter spp. 22 85) 55 (8.2) 001
had been admitted for 2 days or less vs. more than _ ‘
2 days on the study day Klebsiella spp. 21 (8.1) 64 (9.6) 0.48
(n=492) (n =899) Salmonella spp. 2 (0.8) 5 (0.7) 0.97
!hﬂitirt:nrganisms: Positive 260 (53) 669 (744)  <0.001 Serratia spp. 2 (0.8) 3 (0.4) 055
isolates
Gram-positive bacteria Citrobacter spp. 1(04) 12 (1.8) 0.10
[ Methicillin-sensitive S aureus 10 (3.8) 11 (1.6) 0.04 Pseudomonas aeruginosa 17(65) 69 (10.3) 008
Nethiclinresistant APX) 57 @) 033 Eﬁﬂgﬁ;ﬂm - other than P 000 406 021
Staphylococcus aureus
Methicillin-sensitive 4(15) 23 3.4) 0.12 Stenotrophomonas maltophilia 5(1.9) 12 (1.8) 0.90
coagulase-negative Acinetobacter spp. 8 (3.1) 27 (4) 049
Staphylococci Campylobacter spp. 4 (1.5) 3 (04) 0.09
Methicillin-resistant 5(1.9) 20 (3.0) 0.37 H hil 0 (0.0 2 (03 038
coagulase-negative demophiiLis Spp. 00) 03) :
QCCi Enterobacteria, other 4 (15) 5(0.7) 0.27 / \
Enterococci, ampicillin-sensitive 22 (85) 100 (14.9) <0.01 ] Bacillus 3(1.2) 10 (1.5) 0.69
Group A, B, C, G Streptococcus 4 (1.5) 10 (1.5) 0.96 Anaerobes E co II
Streptococcus pneumoniae 1(04) 4 (0.6) 0.69 Clostridium 21 (8.1) 72 (10.8) 0.22
Streptococcus, other than group 11 (4.2) 20 (3) 0.34 Anaerobic cocci 2 (08) 5 (0.7) 0.97 SAMS Ente rocoque
A B Cand D .
Bacteroides 9 (35 20 (3.0 071 Anaerobie
Gram-positive cocci, other 2 (0.8) 6 (0.9) 0.85
Anaerobes, other 9 (3.5) 6 (0.9) <0.01
PN Gram-positive bacilli, other 2 (0.8) 6 (0.9) 0.85
L ey Mycobacteria 1(04) 1(0.1) 049
\ 'g Enterococci, ampicillin-resistant 23 (8.8) 47 (7.0) 0.35
D A \ — i N
W 4 O $£ B 4
- 5 »/ // Y | : ) > 77\
W /4 Yy De Waele J et al BMC Infect Dis. 2014 s
\,2‘ *\ (:‘. . _/,;f ) < E =
R . i / i

¢ PEEIA
N ]



 Ecologie : ATTENTION AUX LEVURES = PATIENT GRAVE

Figure 2

PERITONITE

% 70
60
S0
40
30

20

1842

Germs from peritoneal fluid culture in community-acquired peritonitis
septic shock: n=42, no septic shock: n=70

42

p=0.02 p=
35770
p=0.04 p=044
1442
1970
942 a1 ‘
7142 X
Rl ; o3
a0 Via, o Mo o
2 s 470
B va
& & & & o N A of & A
& ey & & ¥ & & & &
» & &  &F S S J
G\v !:) &Q\ ¢§'¢ 1~‘ Q?
< ] & < 0

Proportion of microorganisma isolated from peritoneal fluid culture in community-acquired peritonitis with (bl
shock. On the top of each bar: number of patients in whom the microorganism was identified with respect t«
group (shock: n=42; no shock: n = 70). KES = Klebsiella, Enterobacter, Serratia. MRSA/MSSA = methicil
Methicillin-sensitive Staphylococcus aureus.

econdaire

Figure 3
Cierms from peritoneal fluid culture in post-operative peritonitis
sepiic shock: n= 32, mo septic shock: n=36
Figure 4 s
Survival according to presence of yeasts in postoperative peritonitis (%)
936
= W shock
l: - i
- 1 e no shock
13
| w2
ln ]
~ \ 56
' J'i I 214 w3z
- <sz§ d "#r & & ﬁf ey
& S i
p=0.031 (Log rank) I &
ﬁ_. . | fluid culture in postoperative peritonitis with (black bars) or without (white bars) septic shock.
he microorganism was identified with respect to total number of patients in the subgroup
Enterobacter, Serratia. MRSA/MSSA = methicillin-resistant Staphylococcus aureus/Methicillin-
=t

0 10 20 30
Time (days)

yeasts : no yeast :

Survival according to presence of yeasts in postoperative peritonitis.

Riche et al, Critical Care 2009
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* Prise en charge ?

CHIRURGICAL

Song SR et al. World J Gastrointest Surg. 2023

ANTIBIOTIQUE

econdaire
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econdaire

* Prise en charge CHIRURGICAL : dans quel délai ? CONTROLE DE LA SOURCE

-  Meéta-analyse : 9 études dont 6 RCT

<12h >12h
A Early surgical exploration Delayed operation Odds ratio Odds ratio
_Study or subgroup Events Total Events  Total Weight M-H, random, 95%CI M-H, random, 95%CI
Giorgio Giraudo 2013 0 658 2 65 9.1% 0.02 [0.00, 0.41] *
Stefano Rausei 2017 2 23 14 51 26.7% 0.25 [0.05, 1.22] =
Elramah 2010 1 69 1 299 17.8% 0.39 [0.05, 3.03] - o
Wen 2020 7 24 35 77 46.4% 0.49 [0.18, 1.33] ] Mortalité
Total (95% CI) 774 492 100.0% 0.29 [0.11, 0.78] .
Total events 10 62
7 - 2 = . 12 = - = 2 = 0 T T T T
Heterogeneity: Tau | 0.28; Chi*=4.11,df =3 (P =0.25); I = 27% 0.05 0.2 1 5 20
Test for overall effect: Z = 2.47 (P = 0.01) Favours [early] Favours [delayed]
B Early surgical exploration Delayed operation Std. Mean difference Std. Mean difference
—Study or subgroup Mean SD Total Mean_SD_InhL.ﬂﬁlaht_DL.mndnm.Ml—Mandnm..&Mﬂ—
Giorgio Giraudo 2013 3.8 2.2 658 4.7 3 65 25.8% -0.39 [-0.65, -0.14]
Maroju 2004 53 0.3 62 7.5 04 49 23.3% -6.29 [-7.21, -5.36] o
Msru Kim 2016 3.8 1.5 124 47 1.7 68 25.7% -0.57 [-0.87, -0.27] bl Durée H
Wen 2020 0642 4.0326 24 2935 4.0326 77 25.3% -0.56 [-1.03, -0.10] -
Total (95% ClI) 868 259 100.0% -1.85 [-3.21, -0.49] ‘
Heterogeneity: Tau® = 1.85; Chi* = 147.68, df = 3 (P < 0.00001); ¥ = 98% _:‘ '2 0 é ; L Lo -
Test for overall effect: Z = 2.67 (P = 0.008) Favours [experimental] Favours [control] Oab - S

Song SR et al. World J Gastrointest Surg. 2023 @ :
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econdaire

* Prise en charge : dans quel délai ?

100 17

90 -

80 -

70 4

60 -

Mortalité a 90d
18,4%

50 4
B Cumulative patients (3¢)

% of patients

13 centres
2803 patients

40 4 W 90-day survival (%)

30 A

20 “

10 -

Time from admission to surgery (hours)

Figure 2. Cumulative percentage of patients undergoing high-risk emergency abdominal surgery, and percentage alive 90 days after surgery in
relaton to time after hospital admission.

Vester-Andersen M et al, Scand J Gastroenterol. 2016 P " “
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* Prise en charge dans quel délai ?

Controle de la
B source

Riddel H, et al Crit Care. 2022

40 hopitaux
2011-2014
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econdaire

* Prise en charge dans quel délai ?

40 hopitaux
2011-2014

Controle de la
source

d
b
100 — Crude
100 — Crude = Predicted: risk-adjusted
= Predicted: risk-adjusted - - - Predicted: not risk-adjusted
* Predicted: not risk-adjusted an —
a0 —
80 —
a0 = 2
70 0. 18% / E 0
—_ — 8%/ hr 2
== 77
gl o B0 —
= 80 5
[
o
E o 50 —
E 50 — =
'Il'rﬂ“@j @40 -
o ]
= 30
30 - o
20
20 =
10 —
10 =
- * ) g = 0 07171 T T T T T T T T 1
L) s | | I | I | | I |
\ S 0 6 12 18 24 30 16 43 48 0 2 4 & B 10 12 14 16 18 20 22 24
4 ~ : . Time to surgical source control (hr
A Time to surgical source control (hr) R 9__ e Y __{ }

N 896 | 234 | 147 | 105 1 &7 I 39 | s1 | ERUIddEIH, et al Crit Caré; ZOZé
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econdaire

* Prise en charge dans quel délai ?

40 hopitaux
2011-2014

C
100 -__ Crude 100 4 = Crude
—— Predicted: risk—adjusted = Predicted: risk-adjusted
- Predicted: not risk-adjusted » + » Predicted: not risk-adjusted
90 = 890 —
80 — 80 —
=2 <
— 70 = 0.42% ! hr = 70 — 1.02% ! hr =
== o c
= B C
2 © S o0 g
= =3 c
E 50 - @ E‘F
> e 50- <
= =
T 40— g g
o w40 - ¢
o &
- oy o
30 nE_ 30 — E
20 — 2
10 —
10 —
s 7 0 I l T I | | I I I .
J T ——— 0 g 12 18 24 a0 6 42 48 | I | I I | I I I I | | I
N Sl Time to antimicrobial therapy (hr o 2 4 6 8 10 12 14 16 18 20 22 24
S - N: 3420 | e85 | 240 | 154 | & | 40 1 30 | 22 | Time to antimicrobial therapy (hr)
(o . J ; oo .
- y Riuddel H, et al Crit Care. 2022
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* Prise en charge dans quel délai ?

econdaire

40 hopitaux

Predictor

Timing of antimicrobial therapy
0-1 hr
1-3 hrs
3-6 hrs
>6 hrs
Timing of surgical source control
0-1 hr
1-3 hrs
3-6 hrs
>6 hrs
Success of source control
Mot successful

Successful

No. of patients

4659/4792

1563/1595

1563/1595

Observed
mortality

364/1270 (28.7)
418/1352 (30.9)

255/836 (30.5)
437/1201 (36.4)

92/327 (28.1)
85/287 (29.6)
93/293 (31.7)

240/656 (36.6)

179/262 (68.3)
331/1301 (25.4)

Risk-adjusted
mortality

25.3 (22, 28.9)
27.8 (24.4, 31.6)

26 (22.3, 30.2)
31.5 (27.5, 35.7)

25.1 (19.1, 32.3)
26.4 (20.8, 32.9)
27.1(21.3, 33.8)
31.9 (26.7, 37.5)

68.7 (60.7, 75.7)
20.2 (16.5, 24.5)

OR (95% Cl)

.1
1.14 (0.95, 1.36)
1.04 (0.85, 1.27)
1.36 (1.12, 1.63)

1
1.07 (0.71, 1.61)
1.11(0.71,1.72)

1.4 (0.94, 2.08)

1
0.12 (0.08, 0.16)

Riiddel H, et al Crit Care. 2022

5
Decreasing Increasing
mortality mortality P-value
: 0.008"
—e—] 0.149
—o—] 0.715
: —e—] 0.001
: 0.22*
L e | 0.743
—e | 0.646
F—e | 0.102
ol § <=0.001
0 02040608 1 12141618 2 2224
Adjusted odds ratio for
28-day mortality
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econdaire
* Prise en charge ?

Timing of source control procedures

We recommend undertaking source control within 12 hours in lower risk pa-
tients. (1, B)

The Surgical Infection Society (SIS)

Management of
Intra-Abdominal

ALV Infection _ ¢
We recommend undertaking source control within six hours in higher risk pa- | e "o

++++++

Huston JM, et al Surg Infect (Larchmt). 2024
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econdaire

(M) c=a  Prise en charge des infections intra-
abdominales

Péritonite communautaire

m Allergie aux R-
lactamines?

[-Lévoﬂomdne + métronidazole + gentamicine }

ou

Tigécyciine Durée de traitement :

C;gnes de gravité?% Localisée : 2-3 Jours

l Généralisée : 5-7

ou
-Cefotaxime/ceftriaxone + métronidazole

@t:ment anﬁfongiqm
* " - Echinocandine (caspofungine, ]
m micafungine ou anidulafungine)

[ - Pipéraciline-tazobactam + gentamicine m { -Amoxicilline-ac clavulanique + gentamicine ]
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econdaire

(M) c=a  Prise en charge des infections intra-
abdominales

- _-_-__-_'_'_"—-.
m — Allergie aux R-lactamines? 2
'f-Ciproﬂnxacina + métronidazole + amikacine + vancomycine
ou Non

-Aztreonam + métronidazole + amikacine + vancomycine
ou
\_-Tigécycline+ ciprofloxacine y.

Facteurs de
risque de BMR?

- Durée de traitement :
l l 5-15 jours

+ amikacine £ vancomycine | \_2Mikacine £ vancomycine

[Imipénéma ou méropénéme } [ Pipéracilline-tazobactam + ]

antifongigue ? (2

- Echinocandine
(caspofungine, micafungine ou
' ine)




PERITONITE

i

() coossvns Prise en charge des infections intra-
abdominales

Uptodate 2026
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Secondaire

EN CONCLUSION

etiologie

e Perforation / infection viscérale
e Post opératoire
e Traumatique

Diagnostic : clinique

e Clinique : fievre et douleurs abdominales, ventre de bois

Microbiologie

e <2 jours : E coli,SAMS, Anaerobie
e > 2 jours : enterocoque

Prise en charge

e CHIRURGIE +++++ URGENCE VITALE
e Communautaire : C3G FLAGYL

- e Nosocomiale : PIPERACILLINE TAZOBACTAM o T
e Patients graves : ECHINOCANDINES h 4
7/ -
-~ - rid -~ ~
, JO
// - ' =
7 Sy~
7 ] \\



APPENDICITE

— Quelques généralités

* Pathologie frequente du sujet jeune
» Késako I'appendice

—-diverticule creux appendu a la surface médiane du caeecum, 3 cm au-dessous de I'abouchement
iléal (a la jonction entre I'intestin gréle et le colon).

—Taille: 6a 12 cm de longueur sur 4 a 8 mm de diametre (Figurel).
—-Vascularisation : I'artere appendiculaire, provenant de I’artere ileo-caeco-colo-appendiculaire

Artére llén-caeco-colo-appendiculaire
Colon ascendant

- Figure |



Epidémiologie

APPENDICITE

 Chiffre de I'assurance Maladie : appendicectomie

162 700 en 1997/
98700 en 2006
92 000 en 2009
383400 en 2012

Pathologie du sujet jeune

Age-specific incidence rate of appendicitis in Sweden 2022

250

Men

200

150

100

Incidence rate per 100 000

50 F

1 1 | | | | I [ 1 1 | | | | | 1
04 5-9 1014 1519 20-24 25-29 30-34 35-39 40-44 4549 50-54 55-59 60-64 6569 70-74 75-79 80-84 85+
Age (years)

Fig. 2 Incidence of acute appendicitis (International Classification of Diseases K35-K37)/100 000 inhabitants in men and women at different ages in
Sweden 2022

Source: Statistics and diagnoses in in-patient and specialized open care [internet]. Stockholm: Socialstyrelsen. Available at: https://www.
socialstyrelsen.se/statistik-och-data/statistik/statistikdatabasen/.

Salé M et al, BJS Open. 2025
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Appendicite :
 Physiopathologie : Obstruction

TABLE 1. Data Dictionaries for AAST Grading Systemn for EGS Conditions

AAST

Grade Descripticn

Climical Criterin

Imag ing Criteria (CT Findings)

Operative Criteria

Pathologic Criteria

A, Agute Append icitis
I Acutely inflamed appendix, intact

I Gangrenous appendix, intact

I Pefomked appendix with
lowal contammation
IV Performied appendix with
G I'ade periappendiceal phlegmon
or abscess
Perfomted appendix with
peneralized peritonitis

Grade Grade Grade

's- I I i vV ' v

= Fig. 1 American Association for the Surgery of Trauma Emergency General Surgery Grade for Appendicitis

& Normal Grade

J
/

Pain, kukocytosis and right lower
quadmnt { RLOY) emdemess

Pain, keukocylosis, and RLO
temndemess

Pain, kukocytosts, and BLO)
tendemicss

Pain, keukocytosis, and RLO
tendemess; may leve
palpable mass

Generalized pentonitis

Tominaga GT et al. J Trauma Acute Care Surg. 2016;81

Inflammetory changes localized o
appendix =~ appendiceal
dilation =/~ contrast nonfil ling

Appendiceal wall necrosis with
contrmst nonenlancenment +
air i appenadiceal wall

Above with local periappendiceal
flusd +/— contrast extrvasation

R giomal =oft tisase inflammatory
changes, phlegmon or ahscess

[ ffuse abdomimal or pelvic
inflammertory changes </~ free
intraperioneal fud or air

Acuiely inflamed appendix, intact

Giangrenous appendix, intac

Above, with evidence of local
comtamination

Above, with abscess or phlegmon
in region af appendis

Above, with addition of penemalized
purulent contamination away
Fromm appendiz

Fresence of neutrophils at te
base of crypis, submuoosa -
m mmuscular wall
Muscosa and muscular wall
digestion; not identifiable on
heemeato syl in-oosin stain
Ciross perforation or focal
disso hetiom of muscular wall
Ciross perforation

Ciross perforation

/



APPENDICITE

Clinique & R
 Douleur FIDt + fievre (se clinique 26,7-60,6%) -

g A ;. £ 22D [~ =
 Attention aux présentations trompeuses o5 ¢ N

Reco 2021 Clinical signs must be part of the diagnostic process but cannot by themselves allow a reliable
diagnosis of AA (grade B).

Biologie
e Syndrome inflammatoire biologique => pas de seuil VPP et VPN basse

Reco 2021 Laboratory markers of inflammation alone cannot be reliably used to diagnose AA (grade B)

/ Collard MK et al J Visc Surg. 2021
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Imagerie

Reco 2021

ECHOGRAPHIE

Carroll PJ et al. Am J Surg. 2013
Meta-analyse : 8 études, 1268 patients c

Table 2 Meta-analysis for appendicitis

Alleman Chen Burford Amgwerd Davies Kang Chen Williams

Study name et al** et al*’ et al” et al'® et al'® et al*” et al** et al'*
Sensitivity 94 92 79 92 .91 BB .29 .55
Specificity 1.00 99 96 85 .84 1.00 .68 .50
True-positives g9 11 23 109 21 36 143 11
False-positives 2 1 1 10 1 ] 15 0
True-negatives 399 89 24 173 17 20 32 0
False-negatives & 1 6 10 2 6 1 9

Se poolée : 92 % ( Cl : 88,7-.93,9)
Sp poolée 96% (Cl : 946-.974).

Scanner non injecté

Hlibczuk V et al Ann Emerg Med. 2010
Revue de la littérature : 7 études, 1258 patients

Table 2. Summary of study characteristics.

Study by First Author Year MNo. Age Range Prevalence of Appendicitis, % ™ TN FP FN Sa/5p

Ashraf 2006 58 16-67 39.7 21 35 0 2 0.91/1.00
Ege 2002 296 16-69 365 104 185 3 4 0.96/0.98
Harton 2000 49 18-85 7.6 ar 11 0 1 0.97,/1.00
in't Hof 2004 103 16-82 B4.5 B3 16 0 4 0.95/1.00
Keyzer 2005 a4 16-81 319 26 59 5 4 0.87,/0.92
Stacher 1999 56 23-61 39.3 N 34 0 1 0.95/1.00
Tamburrini 2007 404 18-86 201 73 310 13 8 0.90,/0.96

TP, True positive; TN, true negative; FF, false positive; AN, false negative; Se, sensitivity; Sp. specificity.

Se poolée 92.7% (IC : 89.5% to 95.0%)
Sp poolée 96.1% (IC 94.2% to 97.5%),

- If AA s suspected, the first-line examination may be an abdominal US or a CT scan with IV contrast (grade B).

- IfUS is preferred, it should be performed by an experienced examiner (grade C).
- IfUS is normal or inconclusive, a CT scan with IV contrast, an MRI, or a repeat US performed a few hours later can be performed as a second-line examination (grade

i { S
hSEe 1) N 2
v
| 4
\ ) p-. ]
_— y -~ [ -
yy > N
. A y ‘
@\ &8 £ 4
\“’ A &7 P
\ ."" & ’ y
& \ > -

| Suspicion of acute appendicitis |

Pregna nt woman

| Adult pqpulatinn

Population age = 75 years

|

MRI +—— or Abdominal

ultrasound

MNarmal or
incamnclusive

fepe] LS by expert
'

—_— . Ewrept for pregrant woman j

|

#= CT scan

Sociéte Frangaise de
g Chirurgie Digestive

Collard MK et al J Visc Surg. 2021
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Reco 2021

in uncomplicated AA

Surgical treatment remains the standard of care (grade A).

It nevertheless constitutes an acceptable alternative to

appendectomy in the event of a contraindication or the impossibility

of surgery (grade A)
If medical therapy ....started in a hospital ....... The oral route is
recommended if the patient does not present with nausea or
vomiting (grade B). No formal recommendation can be made
regarding the choice of the type of antibiotic therapy and its
duration, but short-term antibiotic therapy (<8 days) with
amoxicillin + clavulanic acid or a fluoroquinolone/imidazole ....
Surgery is the gold standard for uncomplicated AA (grade A).

Collard MK et al J Visc Surg. 2021
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Antibiotics.

- Laparoscopic appendectomy is recommended as theTirst cnoice 1or

all patient groups and for both uncomplicated and complicated
appendicitis (not abscess and phlegmon)

Et les atb dans tout cela ???

- A dose of broad-spectrum antibiotics should be given as prophylaxis

for appendectomy (DD D).
- No postoperative antibiotics should be given in surgery for

uncomplicated appendicitis (DD D D)
- Postoperative antibiotics should be given after surgery for
complicated appendicitis.

- gangrenous : There is probably no benefit for postoperative
antibiotic treatment in gangrenous appendicitis (&), but due
to the uncertainty of the evidence, a 24-h postoperative
treatment is recommended.

- perforated appendicitis, especially if adequate source control
has not been achieved. Start antibiotic treatment immediately
upon suspicion and continue for 3-5 days after surgery

Salé M et al, BJS Open. 2025
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Antibiotics.

"‘I{A&'\\ N "% Essai comparatif de non inferiorité ATB (10j) versus chirurgie

HNEWAMSTERDAM

Meta-analyse de RCT inclusion des appendicite non

compliquee . &L USA
5 . g D -
Inclusion > 3000 patients ' Evaluation : etat a J30 : score de qualité de vie
Resultats : 1552 patients adulte : 776 ATB et 776 appendicectomie
- Pas de différence sur le taux de complications Non inferiorité & 30 jours
. . 14 \ . ’ . . . \ .
Efficacité a la sortie d’hospitalisation et a 1 an moindre MAIS 3/10 ATB =» appendicetomie
pour les ATB versus Xie (OR 0,69)
Cumulative Incidence (953 CI)
48 Hr 30 Days 90 Days
Overall  0.11 (0.09-0.14) 0.20 (0.17-0.23) 0.29 (0.26-0.32)
Appendicolith Absent  0.08 (0.05-0.10) 0.16 (0.13-0.19) 0.25 (0.21-0.29)
MO Lo | Risk Hatio Rizk Ratia Appendicolith Prasent  0.22 (0.16-0.27) 0.31 (0.25-0.37) 0.41 (0.33-0.47)
Siudy or Subgroup Evenis Total Events Total Weight M-H, Random, 95% Cl M-H, Random, 95% CI : : :
3.1.1 Adult only e b
Ceresol 2019 16 19 X2 22 102 0.84 |0.68, 1.04] B LELE
Erikason 1995 13 20 0 0 T 0.66 [0.48, 0.91] E
Hanssan 2009 97 202 142 167 12.0% 0.56 |0.48. 0.66] — g :
Dleary 2021 B g2 a9 % 13.0% 0,74 |0.556, 0.84) — & 0.70
Salmanen 2015 186 256 3T OTI O 14.3% 0,73 |0.68,0,79) — -
Styrud 2006 113 124 120 124 14.4% 0.91 |0.8%, 0.494) —— s :
The COOA Collaborabyve 2020 462 BTG 466 BB 1d.4% 0.97 (0491, 1.04] — § oso: |
Voms 2011 111 124 117 119 147 0.94 [0.89_ 1.04] — ’E a0 | 5 R
Subtotal (95% CI) 1513 1477 100u0% 080 |0LF 1, 0.5 =il ¥ : e —— 5
Total events 1066 1248 *_é 35 " E — e
Heterageneity: Taw' = 0.02; Chi* = 81.71, df = 7 (P < 0.00001); I = 91% E  oan - — 5
Test for pvnrall effect £ = 3,75 (F = 0,000} G [‘ i —»;-—*-—4'“' == Overall '
0.104 H —— Appendicolith absent
d ' —— Appendicclith presen
Total (95% CI) 1513 1477 100.0% 0L [0.71, 0.0 i 0,00 1 — 1 T = - :
Total events 1066 1248 ¢ H = “ » 7 *
Heterogeneity: Tau' = 0.02; Chi' = B1.71, df = 7 {P < 0.00001); F = 91% ACEK] S h Days since Randomization
- T - : Nao. at Risl
Test for overall effect = 3.75 (P = 0.0002) Favors Surgery Favors Anibsiotics v e e e o s o5 -
Fig. 3 NOM success rate M, om0 Wo@m & 0omooom
Cumulative No. of Events
Overall o 141 151 170 184 203 212
Appendicolith absent o 79 13 102 112 125 131
Appendicolith present o 62 65 68 72 78 i1
Figure 2. Cumulative Incidence of Appendectomy in the Antibiotics Group.
/ Plus signs indicate censoring because the participant withdrew or was lost to follow-up.

J Brucchi et al, World J Emerg Surg 2024 Coda, NEJM, 2020
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Prise en charge chirurgicale, quelle urgence ?

Recommendation

1. In assumed complicated appendicitis (not abscess and
phlegmon), patients should be optimized and operated
within 6 (-8) h for the sake of well-being and to reduce the
risk of complications (®®).

2. In assumed uncomplicated appendicitis, the risk of
complications 1s not increased by up to 24 h from arrival
at the emergency department to surgery (©®O®).

3. Laparoscopic appendectomy 1s recommended as the first
choice for all patient groups and for both uncomplicated

Table 5 Prioritization of operations

Operation prioritization Emergency priority 2 h Emergency priority 6-8 h Emergency priority under 24 h

Severity level Sepsis Complicated appendicitis (not abscess or phlegmon) Uncomplicated appendicitis

B 4 Salé M et al, BIS Open. 2025




Prise en charge médicale ?

APPENDICITE

Table 4 Recommended prophylaxis and postoperative antibiotic therapy in acute appendicitis

Population Prophylaxis*

Adults Trimethoprim/sulfamethoxazole
(16 mg/ml + 80 mg/ml) 10 mlx 1
v + metronidazole 1.5 iv or metronidazole
alone 1.5 giv

Children 6 months to 5 years: trimethoprim/
sulfamethoxazole (16 mg/ml + 80 mg/m])
2.5ml
v + metronidazole 20 mg/kg iv

6-12 years:
trimethoprim/sulfamethoxazole (16 mg/ml +
80mg/ml) 5mliv+ metronidazole 20 mg/kgiv

Over 12 years: trimethoprim/sulfamethoxazole
(16 mg/ml + 80 mg/ml) 10 ml iv +
metronidazole 20 mg/kg iv or metronidazole
only 20 mg/kg

Pregnant Cefuroxime 1.5 g x 1iv+ metronidazole 1.5 g x 1
women v

Gangrenous Perforatedt

Piperacillin/tazobactam 4 g1iv,
3 postoperative doses

Piperacillin/tazobactam 4 gx 3 iv or
amoxicillin/clavulanic acid 875/125
mg x 3 iv + metronidazole 400 mg x 3
in, 3-5 days in total

2-12 years: 100 mg piperacillin/  2-12 years: 100 mg piperacillin/12.5 mg
12.5 mg tazobactam per kg tazobactam per kg body weight/every
body weight, 3 postoperative 8h
doses

Piperacillin/tazobactam 4 giv, 3  Piperacillin/tazobactam 4 gx 3 iv or
postoperative doses amoxicillin/clavulanic acid 875/125
mg x 3 iv + metronidazole 400 mg x 3
in, a total of 5 days

*In patients allergic to sulfonamides: cefuroxime 1.5 gx 1 iv; talternatives to the oral treatment are ciprofloxacin 500 mgx 2 and metronidazole 400 mgx 3, or
ciprofloxacin 500 mg x 2 and clindamycin 300 mg x 3, or trimethoprim/sulfamethoxazole 160/800 mgx 2.

Salé M

et al, BJS Open. 2025

Antibiotics.

SPILF

Forme non compliquée (grade | et 1)

- AMOXICILLINE + ACIDE CLAVULANIQUE

- En cas d’allergie : LEVOFLOXACINE + METRONIDAZOLE

Durée de traitement : proposition en révision
appendicite opérée, non perforée, apres chirurgie : < 24
heures

appendicite avec péritonite localisée associée, apres
chirurgie : 3 jours

appendicite non opérée : 7 jours

Gauzit et al, IDN. 2021



APPENDICITE

EN CONCLUSION

Terrain/etiologie

e FDR : sujet jeune

Diagnostic

e Clinique : fievre et douleurs abdominales => attention présentation peu spécifique
e Biologie : elevation de la CRP
e Faire imagerie => echographie /scanner

Microbiologie

e Enterobacterales, anaerobies (enterococcus sp)
e Polymicrobien

)\

Prise en charge

e CHIRURGIE +++++
e ATB pour les formes compliquées seulement

g 4
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INFECTIONS BILIAIRES

Physiopathologie :

Obstacle sur les voies biliaires : lithiase, cause tumorale

bilaire, compression extrinseque.... AngiOChO“te |

v

Canaux
hépatiques

Conduit cystique

Augmentation de la pression :
Proliferation bacterienne Cholecystite

i

Duodenum _—-.
Canal pancréatique

Locale : inflammation, douleurs —
Générale : translocation bacterienne

Pancreas
flot pancréatique

Canal
pancréatique




BILIAIRE

* Généralités
— FDR : Age
— Etiologie :

* Néoplasie

Etiologie

Lithiases biliaires 28-70%
Néoplasie 10-57%
Stenose benigne ( pancreatite, MAG4...) 4-28%

\\

Gomi et al, Journal of hepato biliairy pancreatic sciences 2017

Figure 2.

Parasitose (ascaris, fasciola...) 0-24%
 Lithiase +++
— Fréquence des lithiases occidents = 20% (80% asymptomatique)
Other
i —
compression:. -Cholangiocarcinoma
i i iti - Hepatic -Gall bladde:
Table 4. Etiologies of acute cholangitis Y Ol I . s
-Adenopathy -Periampullary cancer
-Duodenal
TG13 Grade | TG13 Grade Il TG13 Grade Il Total tumor
(n=2413) (h=2334) (n=1686) (n=6433) Vascular
Etiology of cholangitis
Bile duct stones 1.471 (61.0%) 1,425 (61.1%) 1.065 (63.2%) 3.961
._ ; PPN Extrinsic
. . b W i
Stent obstruction 291 (12.1%) 271(11.6%) 199 (11.8%) 761 | S L. e T e pancreatic
Luminal obstruction: -Acute or
Tumor 327 (13.6%) 428 (18.3%) 280 (16.6%) 1.035 Lithiasis chronic
-Post-st.lrgical pancreatitis
Unknown 148 (6.1%) 131 (5.6%) 82 (4.9%) 361 sl S
prosthesis
Others 277 (11.5%) 192 (8.2%) 161 (9.5%) 630 -Congenital
malformations
-autoimmune Reflux and other
disorder (PSC, post-surgical causes
IgG4...)
-Parasitosis

Sokal A, et al . J Visc Surg. 2019

Schema for the main causes of acute cholangitis. Original schema drawn from [9]. PSC: Primary sclerosing cholangitis.




BILIAIRE : CHOLECYSTITE

* Diagnostic
— 2007 : Tokyo guidelines (TG18)

Table 1 TG18/TGI13 Diagnostic criteria for acute cholecystitis

)}\

BLECYSTITE AIGUE

* Evaluation de la gravité

Table 7 TGI®TGI3 Severity assessment criteria for acute cholecystitis

A. Local signs of inflammation etc.:

(1) Murphy’s sign, (2) RUQ mass/pain/tenderness
B. Systemic signs of inflammation etc.:

(1) Fever, (2) elevated CRP, (3) elevated WBC count
C. Imaging findings:

Imaging findings charactenstic of acute cholecystitis

Suspected diagnosis: One item mn A + one 1tem n B
Definite diagnosis: One temmn A +oneitemm B+ C

Grade III (Severe) acute cholecystitis
“Grade III" acute cholecystitis 1s associated with dysfunction of any one of the tfollowing

organs/systems

|. Cardiovascular dysfunction (hypotension requiring treatment with dopamine=5pg/kg per
min, or any dose of Norepinephrine)

2. Neurological dysfunction decreased level of consciousness

3. Respiratory dysfunction PaO./F10, ratio<300

4. Renal dystunction Oliguria, creatinine=2.(mg/dl

5. Hepatic dysfunction PT-INR=>1.5

6. Hematological dysfunction Platelet count<100,000/mm’

Cited from Ref.[5]

Notes: acute hepatitis, other acute abdominal diseases, and chronic cholecystitis should be
excluded. RUQ right upper abdominal quadrant, CRP C-reactive protein, WBC white blood
cell. The TG13 diagnostic criteria of acute cholecystitis was judged from numerous validation studies

as useful indicators in clinical practice and adopted as TG 18 diagnostic criteria without any

modification.

Table 2 Relationship between severity and 30-days overall mortality”

Severity grading

Grade | Grade II Grade III p value
n= 1339 n= 1702 n= 680
l 30days mortality 15 (1.1%) 13 (0.8%) 37 (5.4%) < 0.001

"Data from Yokoe et al.”

Grade II (Moderate) acute cholecystitis
“(rade II” acute cholecystitis 15 associated with any one of the following conditions.

| .Elevated WBC count (>18000/mm™)

2. Palpable tender mass in the right upper abdominal quadrant

3. Duration of complaints>72h"

4 Marked local inflammation (gangrenous cholecystitis, pericholecystic abscess, hepatic abscess,
biliary peritonitis, emphysematous cholecystitis)

{a: Laparoscopic surgery should be performed within 96h of the onset of acute cholecystins)

Grade I (Mild) acute cholecystitis

“Grade I” acute cholecystitis does not meet the critena of “Grade III” or “Grade 117 acute
cholecystitis. It can also be defined as acute cholecystitis in a healthy patient with no organ
dysfunction and muld inflammatory changes in the gallbladder, making cholecystectomy a safe and
low-risk operative procedure.

Cited from Ref.[5]

Tokyo guideilines 2018 - Sokal A, et al . J Visc Surg. 2019

~ £ 4




* Diagnostic Clinique

— Triade de Charcot
 DOULEUR + FIEVRE + ICTERE

— 2007 : Tokyo guidelines (TG18)

A. Systemic inflammation
A-1. Fever and/or shaking chills
A-2. Laboratory data: evidence of inflammatory response
B. Cholestasis
B-1. Jaundice
B-2. Laboratory data: abnormal liver function tests
C. Imaging
C-1. Biliary dilatation
C-2. Evidence of the etiology on imaging (stricture, stone, stent, etc)
Suspected diagnosis: one item in A + one item in either B or C

Definite diagnosis: one item in A, one item in B and one item in C

BILIAIRE : ANGIOCHOLITE | . 3

3 4 ."“ A ‘R’Iﬂ"]
L/ ;

Grade lll (severe) acute cholangitis

“Grade Ill” acute cholangitis is defined as acute cholangitis that is associated with the
onset of dysfunction at least in any one of the following organs/systems:

hypotension requiring dopamine =5 ug/kg
per min, or any dose of norepinephrine

1. Cardiovascular dysfunction:

2. Neurological dysfunction: disturbance of consciousness

3. Respiratory dysfunction: PaO2/FiO2 ratio <300
4. Renal dysfunction: oliguria, serum creatinine >2.0 mg/d|
5. Hepatic dysfunction: PT-INR >1.5

6. Hematological dysfunction: platelet count <1OO,OOO/mm3
Grade Il (moderate) acute cholangitis

“Grade IlI” acute cholangitis is associated with any two of the following conditions:
1. Abnormal WBC count (>12,OOO/mm3, <4,OOO/mm3)

2. High fever (=239°C)

3. Age (=75 years)

4. Hyperbilirubinemia (total bilirubin =5 mg/dl)
5. Hypoalbuminemia (<STD x 0.7)

Grade | (mild) acute cholangitis

“Grade |” acute cholangitis does not meet the criteria of “Grade Il (severe)” or “Grade Il
(moderate)” acute cholangitis at initial diagnosis

Tokyo guideilines 2018 - Sokal A, et al . J Visc Surg. 2019



* Bilan paraclinique : imagerie

[ J

Carroll PJ et al. Am J Surg. 2013

Meta-analyse : 8 études, 1019 patients c

Table 3  Meta-analysis for gallstones

BILIAIRE

Fig.2 Typical ultrasound images of
acute cholecystitis

Allaman Fang Chen Ahmad Kell Williams Eiberg Davies
Study name et al™ et al** et al™ et al® et al™ et al™® et al** et al™
Sensitivity 91 99 1 99 95 89 1 1
Specificity 1 B2 1 1 1 0 96 1
True-positives 49 74 3 100 &0 33 13 b
False-positives 1 2 0 0 0 1 1 0
True-negatives 441 g 99 41 11 0 22 6l
False-negatives B 1 0 1 2 4 0 0

Se poolée : .96 (95% Cl, .934-.979)
Sp poolée .99 (95% Cl .983-.998).

diagnosis of acute cholecysiitis.

(Recommendation 1, Level C)

Although the diagnostic critena for the diagnosis of acute cholecystitis by ultrasonography and 1ts
diagnostic yield vary in different studies, its low invasiveness, widespread availability, ease of use, and

cost-effectiveness make it recommended as the first-choice imaging method for the morphological

Tokyo guideilines 2018
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BILIAIRE

* Bilan paraclinique : imagerie

Fig. 4 Typical MR images of acute
cholecystitis comparing contrast-enhanced CT

Fig. 5 Typical MR images and
MRCP of acute cholecystitis

Modality Sensitivity (95% CI) Specificity (95% Cl)
Cholescintigraphy 4 0,94 (0.92-0,96) ———10.90 (0.85-0.93)
Ulrasonography +———#— 0.82 (0.75-0.87) p—ip—i (.81 [0.73-0.87)
' G SN
MRI & ¢ 0.86 (0.66-0.95) - » ¢« 0.82 (0.69-0.90)
/ T T F T T T 1
0.6 0.7 0.8 0.9 1 0.6 0.7 0.8 0.9 1



BILIAIRE

e Bilan paraclinique : imagerie

Fig. 4 Typical MR images of acute
cholecystitis comparing contrast-enhanced CT

Fig. 5 Typical MR 1mages and
MRCP of acute cholecystitis

-

PLACE DE L IRM :
Si echographie non contributive

Modality Sensitivity (95% CI) Specificity (95% Cl)
Cholescintigraphy 4 0,94 (0.92-0,96) ———10.90 (0.85-0.93)
Ulrasonography +———#— 0.82 (0.75-0.87) p—ip—i (.81 [0.73-0.87)
~ ——
MRI & ¢ 0.86 (0.66-0.95) - » ¢« 0.82 (0.69-0.90)
/ T T F T T T 1
0.6 0.7 0.8 0.9 1 0.6 0.7 0.8 0.9 1



BILIAIRE

* Prise en charge chirurgicale/drainage :

CHOLECYSTITE

Grade Il (moderate)

Grade Il (moderate) 0,8% Cholecystectomie <3 jours
Grade | (mild) 1,1% Cholecystectomie <7j
Traitement conservateur

4,7%

Drainage <72H

Grade | (mild)

N7

2,4%

Drainage < 72H

Sokal A, et al . J Visc Surg. 2019 — Tokyo Guidelines 2018/2013
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BILIAIRE

* Prise en charge Médicale :

CHOLECYSTITE ANGIOCHOLITE -

Hémocultures

: .
¥ T ¢
=1
‘ Aérobie Anaérobie

ANTIBIOTHERAPIE

Cholecystectomie Drainage endoscopie :
(drainage transcutanée) '

3-7j 1-3)

Sokal A, et al . J Visc Surg. 2019 — Tokyo Guidelines 2018/2013




* Quels antibiotiques ? =» Microbiologie

Table 4 Micro-organisms responsible for  acute
cholangitis.
Germ Hemoculture Biliary

(%) cultures (%)

Gram negative bacilli

Escherichia coli 3562 31—44
Klebsiella spp. 12—28 9—20
Pseudomonas spp. 4—14 0.5—19
Enterobacter spp. 2—17 5—9
Citrobacter spp. 2—6
Acinetobacter spp. 3
Gram-positive cocci
Enterococcus spp. 10—23 3—34
Streptococcus spp. H—9 2—10
Staphylococcus spp. i 0
Anaerobia 1 4—20
Others 17

Adapted from Tokyo Guidelines 2018.

Sokal A, et al . J Visc Surg. 2019

Blood culture
performed

Positive blood
cultures (%)

Blood culture
undone

Missing
Bile culture
performed

Positive bile
cultures (%)

Biie cuiture
undone

Missing

BILIAIRE

TG13 Grade |
(n=2,413)

1,074 (44.5%)

366
366/1,074
(34.2%)

1,305 (54.1%)

34 (1.4%)
837 (34.7%)

TG13 Grade Il
(n=2,334)

1,222 (52.4%)

490
490/1,222
(21.4%)

1,079 (46.2%)

33 (1.4%)
1,050 (45.0%)

864
864/1,050
(82.3%

V2

1,232

-~

)
52.8%)

52 (2.2%)

TG13 Grade lll
(n=1,686)

874 (51.8%)

433
433/874
(49.5%)

793 (47.0%)

19 (1.1%)
684 (40.6%)

606
606/684
(88.6%)

y ar—

963 (57.1%)

39 (2.3%)

Total
(n=6,433)

3,170

1,289/3,170
(40.1%)

3,177

86
2,571

2,143/2,571
(83.4%)

P-valuea

<0.001

<0.001

Gomi et al, Journal of hepato biliairy pancreatic sciences 2017
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BILIAIRE

* Quels antibiotiques ? =» Quid nosocomial ou sur protheése

iotic resistance in nosocomial and community-acquired biliary bacteremia

5

A @

Polymicrobien

+ BLSE
Nosocomial infection Community infection a
+R C3G il (N=556) (N=396, 71.22%) (N=160, 28.78%) Pvalue *o of all stents
S A4 (74.5%)
E. coli 147 (26 4%) 91 (23.0%) 56 (35.0%) 0.004* a
Enterococcl 79,1
Klebsiella spp. 107 (19.2%) 62 (15.7%) 45 (28.1%) 0.001°
K. pneumoniae 98 (17.6%) 55 (13.9%) 43 (26.9%) <0.001° E. faecalis 20,2
K. oxytoca 9(1.6%) 7(1.8%) 2(1.3%) 1.0 E fae::ium 29,6
Pseudomonas spp. 89 (16.0%) 67 (16.9%) 22 (138%) 0.356
Enterobacter spp. 39 (7.0% 28(7.1% 11(6.9% 0.935 -
_ = O LI oI Enterobacteriacae 73,7
| Acinefobacter spp. 34 (6.1%) 29 (7.3%) 5(31%) 0,061 :
Cltrobacter spp. 28 (5.0%) 19 (4.8%) 9 (5.6%) 0.686 E. coli 41,7
Gram-positive organisms 174 (25.2%) E. cloacoe 1.1_: &
Enterococcus 116 (20.9%) 80 (20.2%) 36 (22.5%) 0.546
E. faecalis 41 (7.4%) 33 (8.3%) 8 (5.0%) 0.173 K. ﬂ—‘f}'fﬂﬂﬂ 11,3
E. faecium 49 (8.8%) 37 (9.3%) 12 (7.5%) 0.488 .
Other Enterococcus 26 (4.7%) 10 (2.5%) 16 (10.0%) <0.001* Si]'E ptﬂ'[i'ﬂ{fﬂl 3 1J 5
Streptococcus spp. 32 (5.8%) 18 (4.5%) 14 (8.8%) 0.054 A b 235
Staphylococcus spp. 20 (3.6%) 17 (4.3%) 3(1.9%) 0.166 NAErones !
Anaerobe 9(1.6%) 7 (1.8%) 2 (1.3%) 1000 | .
Others 70 (12.6%) 43 (10.9%) 27 (16.9%) 0.053 Candida 35,9
Antiblotic resistance C. albicans 48,4
:‘hlrﬂ-%eCLHHHQn cephalosporin 110v301 (36.5%) 90/194 (46.4%) 207107 (18.7%) <0.001* E_ gfﬂ'b rﬂtﬂ lﬂ: E
61/221 (27.6%) 48/134 (35.8%) 13/87 (14.9%) 0.001*

ESBL (+)°

~ Sung, American Journal of Gastroenterology 2012

Libber, PLOS One 2016




BILIAIRE

* Quels antibiotiques ? =» Quid enterocoque ??

e E. faecalis a couvrir en cas d’infection associée aux soins, d immunodépression, de signes de graviteé

* E. faecium a couvrir en cas de signes de gravité chez un patient avec colonisation connue ou porteur
d’'une prothese biliaire

Sokal, Journal of Visceral Surgery 2019 — Gauzit, Surg Infect 2009
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* Quels antibiotiques ?

CHOLECYSTITE/ANGIOCHOLITE

“ S

GRADE l et I GRADE Il

$

<~

C3G +MTX PIPERACILLINE TAZOBACTAM
AMIKACINE

HAS 2019



BILIAIRE

* Quels antibiotiques ! CHOLECYSTITE/ANGIOCHOLITE
\ 4

Nosocomiale ou ID

A 4
FAR de BLSE
NON Oul
PIPERACILLINE -TAZOBACTAM CARBAPENEM
Si SdG

AMIKACINE
Si Prothese biliaire : CASPOFUNGINE

HAS 2019
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* Quels antibiotiques /DUREE :

CHOLECYSTITE ANGIOCHOLITE

Cholecystectomie : 3 jours post drainage

- Non compliquée : 1 jours =0
- Perforée/ grade lll : 3 jours
Drainage per cutanée : 7 jours
Non opérée : 7 jours

Gauzit, SPILF IDN, 2021



ABCES HEPATIQUE

ECHINOCOCCUS SP

PYOGENES PARASITAIRES

Quelles sont les étiologies infectieuses
potentielles des |ésions hépatiques ?




PYOGENES

ABCES HEPATIQUE

* Epidémiologie :

— Incidence : 1.1 2 3.6 / 100 000 (Europe, USA), 17.6 / 100 000 (Asie=> "hvKP).
— Mortalite : 5,6 -10,1%

* Etiologie :

Par contiguité (1-5%)
Cholecystite ou ulcére perforé, colite droite...

Origine portale (20-25%)
Cancer colique, diverticulite, appendicite, MICI...

Surinfection de lésions existantes (1-15%)
Tumeurs, metastases, traumatismes...

Origine biliaire (40-60%)
Lithiase, tumeur, protheése obstruée, maladie primitive
des voies biliaires...

Origine artérielle (1-4%)
Foyer dentaire, urinaire, cathéter...

Cryptogénique (20-30%)

E. Oliosi, A. Lefort, JNI 2021
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e Comment faire le diagnhostic ?

CLINIQUE Biologie
Classique :
Fievre et douleur hypocondre droit en bretelle SIB
Atypique Hémocultures
Epanchement pleural, fiévre isolée, douleur de I'épaule Echographie abdominale/scanner abdominale
droite, péritonite Ponction sous échographie

Amibes/echinococcose
11

Lettre de | infectiologue
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e Comment faire le diagnostic ?

CLINIQUE

Biologie

Clinical symptoms

a

assique :
Fievre et douleur hyp rever
Atypique
Epanchement pleural, fiey
droite

Sepsis

Abdominal pain

Biological characteristics

» C-reactive protein, mg/L

\ Leucocytosis, G/L

Neutrophil count, G/L
eGFR, mL/min

Radiological characteristics

Multiple abscesses

Rossi G, et al. Infection. 202

238(78.8)
73(24.2)
170(56.3)

155(77.5-239)
11.4(7.65-16.7)
9.37(5.52-13.9)
96 (79-114)

151(50.0)

r abdominale
Yhie

)ISe
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e Documentation

— Hémocultures : 30-40 % en moyenne (20-75%)
— Culture abces : 55-73 %
— Absence de documentation 10-46%

Série retrospective de 120 cas CHU de Nantes

Nombre de Positivité de la culture de I'abces
_ . _ prélévements selon durée antibiothérapie prealable
Tableau 2 - Performance des méthodes de documentation Piep
10
Hémoculture p Ponction p 8

Réalisation du prélévement
Culture positive

Réalisation avant antibiothérapie (ATB)
Culture positive avant ATB
Culture positive aprés ATB

112/116 (97%) 80/120 (67%)
66/110 (60%) 59/80 (74%)

B

B

W culture stérile

75795 (79%) 12/78 (15%) ‘ ‘ 11 | T | 11 I i 1: g R
AR B B

Pt

=]

44/75 (59%) 0.71 9/12 (75%) 0.94
10720 (50%) 48/66 (73%)

Pt

01 2 3 4 5 6 7 B 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 joursd'antibiotiques

Figure 3 - Analyse de la culture de 'abcés en fonction de la durée d'antibiothérapie précédant le prélévement.

Thése du Dr Agathe DUFOUR, DES de médecine interne, éléments diagnostiqgues,
thérapeutiques et pronostiques des abces hépatique : une série de 120 au CHU de Nantes
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* Documentation Série retrospective de 120 cas CHU de Nantes

Autre
P.aeruginosa 6 (4%)

5 (4%)

E.Coli 0%

45 (31%) W Autre

W Bacilles non fermentant

- =
m N
A0 I Anaérobies
\ 30 I Enterococcus sp.
N 0%, M Streptococcus sp.
' | ’\», Entérobactéries 10% Autre enterobactérie
- ‘ 1::':::‘) 0, N K. pneumoniaeg

. aF o _,325’ F & ST mE. coli

ok s o b L= i ¥
-.,"_'ﬂ-l’-" & h_":"" "\-{EIL"' q':l 1;_':' W

oy A i x &

) & e )

& - =<
e o
&
Wi
‘:!-'.“
Figure 4 : Documentation microbiologique 5

thérapeutigues et pronostiques des abces hépatique : une série de 120 au CHU de Nantes

\,’ Thése du Dr Agathe DUFOUR, DES de médecine interne, éléments diagnostiqgues,
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e Documentation

TABLE 75.2 Microbiology of Liver Abscess

TYPE OF
ORGANISM

Gram-negative
40-60%

Gram-positive
20-30%

Anaarobic
15-30%

COMMON (>10%)
Eschenchia col
Elebsiola spp.

Strapilococous (anginosus group)
Enferococous spp.
Other viridans-group streptocoCd

Bacteroidoes spp.

Lettre de | infectiologue

(1%—10%)

Psetdamonas
Profous
Enteronacher
Cltrobacter
Sarralia

Slaphylococcus aureus
f-Hemolytic streptococc

Fusobactenum
Anaerobic streplococci
Clostnidium spp.
Lactobacilli

o

”
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 Quelle imagerie prescrire ?

Echographie

Se 85%
Nodule hypoechogene

ABCES HEPATIQUE

Scanner

-

<

<

AVEC INJECTION
Se 97%
Masse hypoechogene avec rehaussement
periphérique
Signe de la double cible

IMAGERIE

IRM

4

Figure 2. Pyogenc bver abacess in a 45«ear-oid woman who presented with fever and pleuntic chest
pan. (a) Axial contrast-enhanced portal phase CT image shows a multilocular cystic mass in the posterio
segment of the dght hepatic lobe abutting the right bemidiaphragm. Nate the layered wall (
target sign"), with an intemal enhancing pyogenc membrane (arrow) surrounded by hypoatt

ating
parenchymal edema (arrowhead). (b) Axal contrast-enhanced delayed phase CT image shows perustent
ennhancement of the nner layer, delayed enhancement of the outer layer (amow), and a confluence of
mudtiple small lecules producing the “cluster sign,”

Bachler P, et al. Radiographics. 2016

PAS D INTERET POUR DIAGNOSTIC
Utile pour les dg differentiels
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* Traitement

Quelle prise en charge proposez vous ?

CHIRURGICAL/DRAINAGE ANTIBIOTIQUE
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* Traitement

DUACAI - 2023-2024 Dr Jules BAUER : jules.bauer@chu-lille.f

U
|

Abscess ruptured? Yos 1
lNo Surgical drainage or resection
latrogenic abscess T
resulting from surgical procedure? Yes
No
!
>3cm 24.50m®3
:
Uni-loculated
Percutaneous drainage
unsuccessful
! '
29 percutaneous drainage Surgical drainage

Fig. 6. Treatment strategies of HA*.

2008;74:178-182.

*Adapted from Hope WW, Vrochides DV, Newcomb WL, Mayo-Smith WW, lannitti DA. Optimal treatment of hepatic abscess. Am Surg
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Fig.2 Comparison of patients
with pyogenic liver abscesses 100.0% 1 C—‘L*_’:;‘“""'"'"‘““ ----- “R——
survival, according to drainage o e e n 125 218 Y
status (N=302) fores Crender [male) 76 (G0.8%) 135 (61.0%) 20(55.6%) 0.768
LL—-.\__ Age 56 (2-85) SR (1-89) 59(13-7B) 0.294
_“‘_ Diabetes mellitus 30024%:) G5 20.8%) Qi 25.0%) OLAED
y: —
- T Prodroma 0.071
80.0% 1 " Respiratory infection 21 (16.8%) 55 (25.2%) 5 (13.9%)
y— Drainage : Cathéter de 8 a 12 French avec une queue de cochon. E:j“‘xl ;I';_‘::I —
; e Irrigation pluriquotidienne (toutes les 8 heures) avec une quantité de sérum physiologique e zem) | Z(sow | oaw
& correspondant environ au tiers du contenu initial de I'abces. WEMS5%) | 22MELIN) | 0013
. . , \ . 147 (67.4%) 27 (75.0%) 0385
V) 60.0% adlfistia ® Drain laissé en place 5a 7 jours 28 (7.0 T e
e Critéres permettant de proposer I'ablation du drain : 104(477%) | 16(444w) | o665
NO A /I. . I . b | . T6(34.9%) L& {50.0% ) 0.157
- !I - Amélioration clinique et biologique i T omm o
" Drai - Baisse du débit du drain au-dessous de 10 ml par 24h pendant 48h 172(789%) | 318s1%) | 0002
40.0% - Amélioration des signes d’imagerie (contrdle echo/TDM avant retrait T e T
0 15 30 45 60 75 90 Treatment <0.001
Percutaneous dnin:.ge 35 (28.0%) Q6 (44.0%) 14 | 3&.9%)
Nb of patients with risk Surgical drainae 37(20.6%) 76 (34.9%) 17 (47.2%)
No Drainage{ 131 114 105 92 83 77 75 Outcomes D.125
Cured 125 | 1009 ) 27 {99.5%) 35(97.2%)
Drainage 171 183 157 151 145 135 129 T — - 0 T
0 15 30 45 60 75 90 Hospital stay (days) 1B {3-71) 18 {2-57) 23 [d-61) 0.3
(r\ - ST Y Table 3. Clinical presentation and outcome of the 379 patients with different size of abscess.
"‘;\ ‘S L - \"\:;‘:/‘
~ = ,;’f/(."::f'ﬁ;/ ,/I"“:I:" : '/"
. . A
| 4

prospective des abces de plusde 5cm ¢

Rossi G, et al. Infection. 202

Du ZQ et al. Sci Rep. 2016

Etude observationnelle retrospective sur 3 ans sur Singapour, inclusion
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* Traitement Surgical drainage

Etude observationnelle retrospective sur 3 ans sur Singapour, inclusion Etude observationnelle retrospective sur 15 ans monocentrique => 410 patients
prospective des abces de plus de 5 cm Chine

TABLE 5. Clinical Outcomes of Patients Treated by
Percutaneous and Surgical Drainage

Age (years) 58 (XR-78H] 59(13=-77) 0.95%
Ferceiancsus  Saurgical Multiple abscess { =2 4 (28.6%) 3(17.6%) 0.469
Drainage Drainage o - -
. Abscess cavily seperation & (d2.9%) G52 9%) 0576
(N = 36) N = 44) Value
Leucocytes =10 = 10%/L IHT1.4%) 10§58 .B%) 0.7ay
Time to defervescence of sepsis 485 438 0.0% Hemaglobin <120 g/L 11{78.6%) L2{70.6%) 0.638
tor suceesstul treatmient'd Platelet count <0100 = 10°%/L I 14.3%) H11E%) (ML
Failure of treatment 10 3 0.0]13= Alanine transaminase =400U/L S(35.7%:) Bld7.1%:) 0.4=4
30-d I'l'I.DI.‘tﬂJ:ii].-‘ 1 2 0.57 Asxpartate transaminase =40 LL Gld2.9%) W529%) 0715
, - Total bilirubin =17 'L B(57.1% d7.1%: 0.730
Secondary procedure required 13 3 0.01* o B7-1%) o } ’
. . - Albumin <35 13 (929%) 15 (BE 2%) 1 D0
Length of hospatal stay/d 11 (621} B (4-22) 0.03% Bl
Complications 5 (35.7%) 13 ({76.4%) 0.z
*Shows statistical significance. Bile leakage 1] 3{17.6%) 0.098
Intraperitoneal bleeding 107.1%) 4 (23.5%) 0217
— . . . Pulmonary infection 1(7.1%} 2{10L8%) 0665
TABLE 6. Characteristics and Reason for Failure of Percutaneous Drainage of Large Liver Abscesses
- Pleural effusion with drainage 3 (21.4%) Tld12%) 0.242
PFD Size of
Failures Abscess (cm) Site, Multiloculation Reason for Failure Management Ee-treabments 3 [1] ni'ia:l il 045
Patient 6 8 R lobe, multiloculated Catheter blockage, progression of scpsis S0 .
Patient 7 & R lobe, multiloculated Catheter blockage, fever failure to resolve =D HI:EI:'I]E] stay [d.ﬂ]"!:' 12 I:d- H:I 23 I L4-6 I:I 0024
Patient 9 135 R lobe, multiloculated Catheter blockage, progression of sepsis S0 |-_I.1I.'|!|:| 14 I: | [.:ll:.h] 17 I lﬂ'[l'?-:l 1 . Ds0Hl
Patient 10 7 R lobe, multiloculated Developed abscess-venous fistula, worsening of sepsis S0 . .
Paticnt 27 7.1 R lobe, multiloculated Catheter dislodged, failure of fever to resolve 8]
Paticat 35 8 R kb, mmilocubicd  Failoes to Teaolvs, developed cartmmcl Kcawafion Table 4. Comparison of percutaneous drainage and surgical incision and drainage in giant abscess.
Patient 49 7 R lobe, multiloculated Increasing pain and failure to resolve S0y
Patient 54 6 R lobe multiloculated Failure to resolve, developed new abscesses, worsening Re PD of abscess, o /
pleural effusion and empyema requiring drainage drainage of empyema Dy \ ®
Patient 66 8 R lobe, multiloculated Failure to resolve, recurrent fever =D \ -7 re
Patient 69 8 R lobe, multiloculated Failure to resolve, developed AMI and preumonia Diied \\ 4 o — -~
PD indicates percutancous drainage; R, nght; 8D, surgical drainage. =] . ‘4P - \
) ‘ N :
SN I =
. 7
Tan YM et al . Ann Surg. 2005 Du ZQ et al. Sci Rep. 2016 > &
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* Traitement ‘nmm'

Autre
P.geruginoso 6 (4%)
S (4%)

COMMUNAUTAIRE /
o CEPHALOSPORINE DE 3EME
BE GENERATION
+
METRONIDAZOLE

3-6 semaines selon drainage

NOSOCOMIALE
PIPERACILLINE TAZOBACTAM
MEROPENEM Si FDR blse
+/- anti fongique

”

\
/'l =1
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* Traitement ‘mmm'

Tableau 1

Proposition de traibement des aboes hepatiques selon le résultat de I'hemoculture ou de l'examen direct du pus.

Examen direct

Infection communautaire

[nfection associée aux soins

Bacilles & Gram néganif
Cocol 4 Gram positl en chainettes

Coco a4 Gram positf en amas

Flore polymorphe

Levures ou fAlamenis

Examen direct negatif ou indisponibile

Céfotaxime

100-150 mg/kgl)  ceftriaxone IV 2g/]
Amoxicillinge

100-150 ma[ke|)
Dxacilline
00-200 ma/ke)
Metronidazole

S00mg/gh
.Amp-hnl-ﬁ-rhcme F Hpuﬁnmale

Jmg k]

Cefotaxime + metronida zole

Cefépime 100meg/kg/| < 2g X2/]

51 facteur de nsque de BLSE : meropénéme 100 mg/'kg)]

Vancomycine

F0—-40 ma/ ]
Vancomycine

F0—40 mg/ kg
Metromdazole

SO0 mgE 8 h
Amphotéricine B liposomale

2mglkgl]

Cefepime + metromnidazole

LR

Pipéracilline/tazobactam 4 g/6 h

BGM : bacille & Gram négaclf : OGP @ ool 4 Gram positlf @ BLSE | béralactamase 4 spectre Stepndu,

&=
N7

G Rossi, la revue de la médecine interne 2016

”
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* Traitement [ﬁnthiuﬁl:tlmpy]
* Place du relais orale ???? = données pour la KP (1-2 semaines de traitement IV )

0 intention-to-treat population (95% CI)
@ Per-protocol population (95% CI)

Group Il had a significantly shorter duration of intravenous antibiotic treatment (3.2 weeks vs.

§’ 5.9 weeks, P < 0.01) and a shorter length of hospital stay (28 days vs. 42 days, P < 0.01) when

, = ; g compared to group I. Oral antibiotics were prescribed for a median duration of 2.9 weeks in

' | ° : | g group |l after discharge. No relapse occurred within 6 weeks after the completion of treatment
£ in both groups
-4

20 18 6 4 a2 <10 -8 & -4 2 0 2 4 6 8 10 12 14 16 18 20

—_— -

Favors oral antibiotics Favors intravenous antibiotics
Difference in risk of clinical cure

> 2 F e R W

s Figure 2. Risk difference for clinical cure with oral vs intravenous antibiotics. Abbreviation: Cl, confidence interval.

7~

\\

~ g s Molton S et al, Clin Infect Dis. 2020 Ng FH et al Aliment Pharmacol Ther. 2002
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¥

. Place du relais orale ???? = données pour la KP (1-2 semaines de traitement IV )

0® Intention-to-treat poputation (95%
@ Per-protocol population (95% CI)

20 <18 6 4 a2 10

Favors oral antibiotics

2 Molton S et al, Clin Infect Dis. 2020

Tableaun 2

Proposition de traltement médical des abeds hépatiques selon le type de microorganismes,

MICTOOTEAMISTTES

Traltement iniraveinewx (1)

Relals per os (PO

Enterobacteriacears

ERFErocor oS

Streptococous
Stapiylococcus

Pseudomonos oeruginosa
Lermes anaerobies

Amoxicilline

ou céfotaxime Ou ceftriaxone
ou cefepime

%1 BLSE ;: meropeneme
Amoxiciline

51 E foecium ; vanoomycine
Amoxicilline

(acilline

5% SARM : vancomycing

Ceftaridime 100 mgfkg/j = amikacine
Metronidazale 500 me/8 h [(méme posologe IV et PO)

v Figure 2. Risk difference for clinical cure with oral vs intravenous antibiotics. Abbreviation: Cl, confidence interval.

Amaxicilline 100 mg/ k],

ou amoxicilline 100 mg ke j + clavulanate 1 200 mg/|

ou levofloxacine 300 mg/12h j1 puis 730 ms)
CIPROFLOXACINE S500mgX2/) (750mgX2 si > 75kg)

Amosicilline

% E. foecium ; linézolide 600 mg/12h

Amosicilline

Leévofloxacine 750 mg))

ou cotrimoxazole 800 mg «4/)

ou clind amycine 500 mg <4/

[Bithérapie PO pour Staphylococcus qurens)

Ciprofloxacine 750 mg = 2jj

Ng FH et al Aliment Pharmacol Ther. 2002

nent (3.2 weeks vs.
ys, P < 0.01) when

n of 2.9 weeks in
)letion of treatment
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EN CONCLUSION

Terrain/etiologie

e FDR : voies bilaires Hommes diabetique

Diagnostic

e Clinique : fievre et douleurs abdominales
e Biologie : elevation de la CRP
e Faire imagerie => echographie /scanner

Microbiologie

e Enterobacterales, anaerobies (enterococcus sp)
e Polymicrobien

)\

Prise en charge

e Ponctionsi>5 cm ( a discuter si >3 cm)
e ATB: C3G+MTX pendant 1-2 sem |V puis relais PO pendant 3-6 sem

g 4

* <
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DIVERTICULITE

* Physiopathologie :

LI GRERAE AVALILAED

Genetics

Diet and lifestyle

Defensive immune

Altered
neuromusculature
N2 J
\‘J(/ 7 {f O
¥ AP =1
TARS ¢ 3
@ o
* Inflammatory
cells 3
? @
(e

Altered
microbiome

v

Altered microbial metabolism
(SCFAs, bile acids)

regulation and
host defense

Adherent

bacteria *» " -
por \ e -

Pape o7

Medications

Impaired mucosal
barrier function

A/ ¢

o
S -
m',,‘r‘)/-»" \ : './-"I |,’/

o/ - ’ Y o
. Bacterial -\
: ; \\ translocation -

b Lt T

' &
3
@
‘ Pro-inflammatory
cytokines
@ @ o
@

Strate Llet al, Gastroenterology. 2019

Uncomplicated

Complicated
12% with diverticulitis
diverticulitis*
60% of Americans < 5% with
by age 60 diverticulosis 20% at 20% at 1 year
| 10 yoars® 2 episode of 3" episode of
No diverticulosis =»| Diverticulosis =» Diverticulitis ’i diverticulitis —> diverticulitis

4% at 6 months

F' Complicated

diverticulitis diverticulitis




DIVERTICULITE

2 D|agnost|c CLINIQUE

(¥

douleurs de la fosse iliaque gauche
troubles du transit

Fievre

avec défense de la fosse iliaque
gauche a la palpation

/

Table 1. Modified Hinchey Classification

Stage Clinical finding

0 Mild clinical diverticulitis

la Confined pericolonic inflammation or phlegmon
Ib Pericolonic or mesocolic abscess

1l Pelvic, intra-abdominal, or retroperitoneal abscess
1l Generalized purulent peritonitis

v Generalized feculent peritonitis

RECO HAS 2017

- N

Bilan biologique :
hémogramme, CRP et de |a créatinine

Radiologique a chaque épisode
Scanner AP 1 ere intention

\\Echo si Cl /

Stage 1 Stage 2




DIVERTICULITE

* Traitement

Compliquée

Non compliquée

: . : - : N Patient avec diverticulite compligquée
Patient avec suspicion de diverticulite coligue

(douleurs Oe la rosse iliaque gauche, troulies du transit, fievre,
defense fossa lliague gaLll:hE'I Phﬁpitalhaﬁﬂl‘l an ernm

| ]

Sapsis

(abces, fistules, pentonites d'ongine diverticulaire, stenoses)

Signes de
peritonite ou sepsis

ol grawve ou m
h R
\V # mal contrala #

Hospitalisation hdﬂllan H“gmgnp
&N urgence (hémogramme, ' Chirurgle an urgence Aoy Traitemeant médical
créatinine |
4 l l l
i CRP = 5 mgl CRP = 5 mgi .
et GB = 10 GA ou GB =10 G
L.

Etat de choc
ou a haut risque da
complications

!

Orientation wers
autres diagnostics

&
; Diverticulite
au scanner
abdominopelvien
avec injection

@ | l &

Taille = 3 cm Taille = 3 cm
l l ] at acoessible ou inaccessible
- 1

) “ : !
Hinchey | Hinchey lil intervention i
o i ou IV de Hartmann ™
Résection- Résachion- Enilralunage Echec —# P.ntu'.:uc;meraple —
anastomase anasfomose i radioiogique ErELEE
plus ou moins protégée
o profégée ou Harmann
m Diverticulite an cas déchec | 4 i
compliguaa d fraitemant X
médical ! Mauvaise \ | p
\, - évolution i ~ -
g ini : -~ \
; clinique m \ | , = .
(o i Y
1 4
- Poursulte du N /7
+—

RECO HAS 2017 traltement madical //'/_ ' . :



DIVERTICULITE LES ANTIBIOTIQUES

PRENEZ-LES COMME IL EAUT
ET UNIQUEMENT QUAND IL LE FAUT !

* Traitement: '% 00 53
° ° ° p ‘. \ g‘ -
Chirurgie : S “I !

* Hartmann:

* Sihaut risque de complications : ID, TT IMS, corticothérapie systemtique, cancer évolutif
, IRCT

* Gravité et instabilité héemodynamique

* lLavage péritonéal : plus recommande

 Sigmoidectomie a distance : pas recommandeée si asymptomatique, si non ID, si pas
d’impact sur qualité de vie

* Antibiotique

* Diverticulite compliquée

e AMOXICILLINE ACIDE CLAVULANIQUE ou C3G +MTX

* Diverticulite non compliqguée : ATB : AMOXICILLINE ACIDE CLAVULANIQUE 7 jours (+si pas
de reponse au traitement symptomatique)
* Immunodepression, grossesse

RECO HAS 2017



DIVERTICULITE

* Traitement

Compliquée

Non compliquée

d N

Patient avec diverticulite compligquée

(abces, fistules, pentonites d'ongine diverticulaire, slenoses )

(douleurs Oe la rosse iliaque gauche, troulies du transit, fievre,

‘ Patient avec suspicion de diverticulite coligue

défense fosse ilisgue gauche) Hospitalisation en urgence

N

- m Signes da
- gr::eucnu m péritonite ou sepsis
mal contrale
o NOM

Bilan sanguin

Hospitalisation

(hémogramme, CRE,
&N urgence créatining
4 ) l
_\

S B3 + COLOSCOPIE A DISTANCE

Orientation wers
autres diagnostics

L.

.

Diverticulite LR wrLrl NON
au scanner ;
m abdominopelvien ] Tallle = 3 cm Taille = 3 cm
avot injoction l l ] gt accessible ou inaccessible
3 ) 1
Hinchey | Hinchey 11 Intervention w
ou ll ou IV de Hartmann | ™
Résechion- Résachion- i Drainage Echec |— | AAnbotherapie
snamiaTaas anaslomns radiologigue exchusive
plus ou moins protégée :
- profégee ou Harmann Oul 1
m Diverticulite en cas déches |\, |
compliguaa d fraitemant | X
medical i Mauvaise
\, - évolution -y ~

clinigue

' ‘ Fnur:ulte du - . \ /// I T
RECO HAS 2017 traltement médical ///__ :
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DIVERTICULITE

EN CONCLUSION

Terrain/etiologie

e FDR: atcd de diverticulite

Diagnostic

e Clinique : fievre et douleurs abdominales
e Defense en DIDT
e Diarrhée

Microbiologie

e Enterobacterales, anaerobies, Polymicrobien

Prise en charge

e Xie : grave ou FDR

e ATB si compliquée ou ID, femme enceine
, e AMOX/AC CLAVULANIQUE ou C3G+MTX 7 JOURS

~

kT »
B

7/
L
= 7/
/- -—

7/ !
7 - A
/'\\






