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Should we take into account
ESBLs in empirical antibiotic treatment?

Critically ill patients with suspected Gram-negative infection
+
Patient with severe sepsis and septic shock

Yes

EVALUATE TO START CST Community-acquired infection
No Yes

History of ESBL colonization or infection (last 6 months) Tumbarelio and/or Johnson score value 23 (see table)

Yes No ves
Patient hospitalized in high-burden area or recent Patient with indwelling vascular device EVALUATE TO START CST
travel to endemic area for ESBL (last month)*
No Yes

No

zcdlysoflﬂbbtk:oxpoanwlm
Low Risk o s (last 6 , Patient 243 years

EVALUATE TO START CARBAPENEM

CULTURE RESULTS

De-escalate based on susceptibility test or
continue carbapenem

| Tumbarello et al. Score | Johnson et al. Score
Recent use of B-lactams or fluoroquinolones (<3 months) | | 3
Recent hospitalization (<3 months) | | 2
Transfer from healthcare facility | | 4
Charlson index >3 | |
Recent history of urinary catheter (<1 months) | | 5
Age 270 years
Immunosuppression (<3 months)

Bassett1 M et al. Intensive Care Medicine 2016: 42:2059-2062




Rationalized approach to antimicrobial
treatment

Real-time access to ICU database and external institutional databases (microbiology lab,
pharmacy, infection control unit) for monthly updating

Antimicrobial use in Resistance rates in Case-mix in my ICU ) ( HAl inmy ICU

my hospital / my ICU my hospital / my ICU Severity indexes (BSI, VAP, others)

DDD per 1,000 patientdays MIC distribution and invasive procedures Incidence and pathogen

median treatment durations prevalence of MDR for each LOS distribution according to
for each dass pathogen ~ Qutbreak? v Mortality prior ICU LOS

ICU and hospital data

Risk factors for Prior ICU LOS Host-specific issues / HAI characteristics

immune status Presumed source
MDRB or known ( A
st : Prior antimicrobial PK parameters Severity (sepsis, shock)
carriage exposure Antibiotic contra-indications First microbiological data
Date, type of MDRB Date, type, duration and potential interactions | | Biomarkers (levels, trends)
J

.

Initial decision: start of empirical antibiotic therapy?
Date, drug(s), dosing and administration schemes
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) ) ) ) ' Negative cultures SOUIES control
o Microbiological documentation s Performed if indicated?
Clinical opportunity for early
| antibiotic cessation?

"y !
m » .
o Opportunity for de-escalation? Dosing adaptation

Reappraisal of PK parameters / TDM?

Day-1 or

Antibiotic cessation (stopping rules) - Justification for treatment extension

Day

Timsit JF et AL, Intensive Care Med. 2019 Feb;45(2):172-189




Impact PK/PD de la dysfonction

doorganes

1airs: Maya Hites
Jordi Rello
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Applying pharmacokinetic/pharmacodynamic principles in
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Indices PK/PD optimaux par

antibiotique

10:00 - 12:00 Chairs: Maya Hites 11:14
Applying pharmacokinetic/pharmacodynamic principles in Jordi Rello Saturday, 13 April 2019

critically-ill patients HALL E
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Antibacterial PK/PD

Table 1: Optimal PK/PD indices and the magnitudes assoclated with antiblotic clinical efficacy and toxicity

§ | Antibiotic class Optimal PRPD Index P/PD magnitude for PK/PD magnitude for | PK/PD threshold for
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Indices PK/PD optimaux par

antiviral

B Pharmacokinetic/pharmacodynamic principles in
cntically-ill patients
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Jordi Rello Saturday, 13 April 2019
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Antiviral PK/PD

Optimal PY/PD indices and the magnitudes associated with antiviral clinical efficacy and toxicity
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10:00 - 12:00 Chairs: Maya Hites
APPIYIng pharmacokinetic/pharmacodynamic principles in Jordi Rello
critically-ill patients

Clinical outcomes with achieving PK/PD
targets

Drug class | Patient group | Target Exposure Rt |
\minoglycosld SIMIC 28 teased ‘ M cUte 164 A 2003 52{4
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Infections ostéo-articulaires (I0OA) :

algues vs chronigues

Osteoblast invasion: acute isolate vs persistent isolate

Chronic Isolates = more persistent Chronicisolates =

di e, M inflammatory response
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|OA : Potentiels anti-« persistants »

Potential anti-Persisters

Baslc science > Pre-clinical > Clinical > Market approval > Marketing

Sma oclecules

Nitroxoline TN-5 SAR2
NCK-10 Plscidin p3

QAC-10 p GP-0208

ADEP4S

XF-73

Now anliblotics or drugs ACH.702

derlved from antiblotics
TosufloxacinE 61 C2DA

Alabicin
(Fabl inhibltor)

DSTA4B375

wLBU2 Matrix-targeting agents or mAB
Dispersin B Mucold exopolysaccharde immune globulin

SAL200 | CF-301
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GMP-llko
Bacleriophages

Bacterlophages

S.aureus
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Carriers of
conventional

Local high doses and prolonged exposure
Nanolools

Liposomal carmers

Anltiblotic-loaded hydrogel

Antibiotic-loaded ceramic tallored implants
Antiblotic-loaded bone substitutes (CaS04)
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|OA : Potentiels anti-« persistants »

Conclusion @v Croa: @@= B8

* Crucial to develop alternative options in chronic BJI
« Suppressive antimicrobial therapy (oral; SC)
 Carriers of conventional antibiotics in the market
* Huge local exposure and bone modeling (Genta CaS04)
* High potential for vectorisation of anti-persisters
* Several promising antipersisters (afabicin)
* Impressive potential efficacy of bacteriophage lysins (CF-301)
* A new horizon for bacteriophage therapy (2.0)
« GMP-like Bacteriophages now available (s. aureus; P aeruginosa)
j) « Creation of a local phage team (national phage team?)

» Collaborations with the industry and between researchers
» Close relationship with the national health authority




Recommandations sur traitement
suppressif oral

IDSA GUIDELINE 2013

Table 3. Common Antimicrobials Used for Chronic Oral Antimicroblal Suppression (B-lll Unless Otherwise Stated in Text)™

Microorgamnsm Frolerrod Troatment Altornative Troatment

Staphylococol, oxaciin-suscoptbie Cephalexin 500 mg PO vd or gqud Dixcloxaciiin S00 mg PO 1id or qud
o Clndarmycin 300 mg PO ad
Cofodroxi 500 mog 0O bud Amoxicidhinclavulanoto 500 ma PO nd

Stephylococa, oxascillin-resmsiant Commnmoxarzole 1 DS wwy PO bid
Minocyclinge or daxycye ine100 mg PO bd

Pp-hemolytic stroptococc Porcillin V 500 mg PO d to qid Cophalexin 500 mg PO ud or aid
or
Amoxacilin 500 mg PO ud

Entorococcus spp. ponicillin suscoptible Pernwcihin V 500 mg PO b 1o gd
or
Amosaciiin 500 mg PO td

Psoudomonas aeruginosa Ciprofioxacin 250500 mg PO bxd
Enterobactanacono Cotrrnoxazoio Y DS tab PO bid prlactam ol thoaoy basod on

" " " ’
..... ORI

Propionibactenum spp Ponicillin V 500 mg PO bid to qid Cephalean 500 mg PO ud or gud
or
Amosecidlin 500 mg PO ©d Minocyclne or doxycycing 100 mg PO
g




Antibiotigues et combinaisons
contre les OXA-48

Other B-lactamase inhibitor combinations versus
OXA-48 Enterobacteria
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Carbapéenémases OXA-48

Summary: OXA-48-like carbapenemases




Spectr e

Avibactam: a broader spectrum of
B-lactamase inhibition'-®

TEMN SHY

Class B

1T, 2 S T e Powte Cow




Posologie recommandeée pour le
CAZ-AVI

Ceftazidime-avibactam: dosing recommendations

- Dosing regimen - model based and validated across many

MMOJ
—Based on >90% PTA (>50% 1T, (8 mg/L) for CAZ and >50% 1T, (1 mgiL)

for AVI

_ Validated across the target indications, including critically ill patients
with ARC
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Quelle ATB probabiliste

Si P. aeruginosa suspecte ?

HAI
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Activité des
BLSE/Carbapénémases

non-covalent acyl-enryme
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Polyenes Future generations

.| Flucytosine
W Azoles

: - . i
Bl Echinocandins Oral formulations

* Nanoparticles
* Polysaccharide
conjugation

e VI-1161 etc.
(reduced toxicity,
increased half-life)

* SCY078 (oral)
* CD101 (increased
stability)

Second and third generation

* Lipid formulations
(reduced toxicity)

e Structural changes to improve

activity, safety, pharmacokinetics, etc. |

First generation

* Nystatin
* Amphotericin B

* Flucytosine

¢ Miconazole (intravenous)
¢ Ketoconazole (oral)

Improving existing
antifungals

New agents in
development

Novel pathways and

targets

Repurposing old drugs
Host immune-cell
targeted approaches
Antifungal biological
agents

Perfect JR, Nat Rev Drug Discov 2017




Glycolipid inhibitors Terbinafine N g Cloudbreak molecule
(e.qg. BHBM ‘
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Mitochondria / 1.6--glucans
response ASP2397 /’ 1.3-Pf-glucans

j \ 1-2307 ~® UDP-glucose

Calcineurin Hsp90 inhibitors e Chitin
inhibitors {e.g. efungumab , —

(e.g. tacrolimus) and geldanamycin) Fungus-specific J Mannoproteins
transporters R

HOG pathway inhibitors Trehalose o PMN cell
{e.g. ludioxonil, ambruticins)  inhibitors ' 1,3-B-glucan synthase
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New agents — near to or in clinic

SYSTEMIC
Acrylamide (Toyama; T-2307)
Inhibitor of fungal glycosylphosphatidylinositol biosynthesis
(Amplyx; APX001A)
Novel and as-yet-unknown targets (Vical; ASP 2397) Discontinue!
Orotomide (F2G; F901318, olorofim)
Novel CYP inhibitor (Viamet; VT1129, quilseconazole)
Novel CYP inhibitor (Mycovia; VT1161)
New echinocandin (Cidara; CD101, Rezafungin)
Oral glucan synthase inhibitor (Scynexis, SCY-078, |Ibrexafungerp)
New formulations of amphotericin B (MAT2203, Matinas;
cochleate, AMB self-emulsifying drug delivery system iCo)
INHALED
* |traconazole (Pulmatrix, PUR1900), start phase 2
* Novel triazole antifungal (Pulmocide; PC945, anti-Aspergillus)




Azolés : Algorithme pour les suspicions
o (o TN 10 i <3tk ot TR 0 04 g s |

Type ddantifongi que ant EEIANINEELNIEE

conazole

Relais empirique

+ Fibro bronchique For mul aAmphotéricing B8
Galactomannane ? @ @

i o ,
Taux résiduel - - Adéquat - Adéquat

A. fumlgatus

Cause ? L » A fumlgatus (TR Al Mucorales Mucorales
: M LIND QJ, N uT .-.‘_— _‘ e a— .
A == A S e A. fumigatus 'Scedosporlum spf)_
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Traitement Vori/lsa
définitif ? +/- Echino

For mul aAmphotéricing 8

Adapté de diapo de Frederic Lamoth
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Non-Azolés : Algorithme pour les suspicions

Ol e e il it i o T

" : — * = ' ?
Relais empirique

doanti fongl Azolés & large spectre

+ Fibro bronchique

Galactomannane ? O @ ‘ G)

A. fumigatus
Cause ? e Mucorales Aspergillus spp Scedosporium spp.
' LIy T regE L ' A. fumigatus s 2
A e — 2 -
' Fusarium spp.
N -~ ~ N\ e

Fusarium spp.

Traitement Vori/lsavu- | AmphoB | Vori/lsavu-conazole
définitif ? conazole

Adapté de diapo de Frederic Lamoth



Facteurs de risque de résistance

du CMV

Risk Factors for CMV Resistance
Host Factors

Prolonged antiviral CMV drug exposure (>3 months) or Previous antiviral CMV drug exposure

Recurrent CMV infection

Inadequate antiviral CMV drug absorption and bloavailablility
Variation In antiviral CMV drug clearance

Subtherapeutic antiviral CMV drug level

Poor compliance

T-cell depletion

Haploidentical and cord blood HCT

Delayed Immune reconstitution

CMV-seropositive reciplent

Treatment with antithymocyte antibodies

Active graft-versus-host disease Chemaly RF ot ol OD 2018



Hautes doses de Ganciclovir chez

les CMV résistants ?

High-Dose Ganciclovir

« Emerging experience
Use of high dases innslolavi far s resistant

«  Adiasisd mas dose »40 mghpday
sylomeganiovirus Infestion dus to ULRT multation

T T B e T
« 7.5-10 mg/kg twice dally
Adiyustind for rena furcion

« Teahing drug wvyels
« Valgancicliovir -

« Fiasd OOe . ‘

« s drug ayeis weigh! !

. No chical dala on higher dosss -

\ -

« Toxicity ~ ——

« OB presmplive ¥V salvay= =
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Nouveaux-antiviraux

versus CMV GCV-resistants

Take Home Messages

CMV serostatus and reactivation remains an important variable affecting transplant outcomes,
including GvHD Iincidence, graft fallure/rejection, NRM and survival

Novel anti-viral agents with different MOA like letermovir have the potential to render prophylactic
therapy more feasible:

- Though it remains to be determined whether prophylaxis will impact transplant outcomes
associated with CMV sero-positivity

Betler treatment options are needed for preemptive therapy and R/R CMV

Maribavir has shown efficacy and safety for preemptive therapy and R/R CMV and phase 3 studies
are ongoing for these indications



Impact des pneumonies virales chez

les allogreffés de moelle

Burden of Respiratory Viruses in HCT recipients

incidencs of CNMVa in HBCT resipierin
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Pneumonies virales : Traitements

possibles

Available Therapy

* Ribavirin
— Nucleoside analog
— Aerosolized, Oral, IV formulations

e PVZ
— RSV-specific monoclonal antibody

— Target: RSV F glycoprotein

« |VIG /RSV-IVIG



Impact des traitements antiviraux sur

les pneumonies virales
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VRS chez les patients atteints

doh®mopat hi es

Respiratory Syncytial Virus Infection in Patients

with Hematological Diseases: Single-Center Study
and Review of the Lilerature

Pime Khasa '’ Acdrres | Wilser' Micksel Decher! lagrid Stellen' Jorg Maber’ Doz Hesn ' Mejo Wormyer '
Aloss Crenwekl' Urszla Fl=zhiger' e=d Hesu 1L Mk’

b vom Cemestnn 1= Vg ey | peiomadany pad Viamrsdagy Usscminy Vo) Deosd, and "Laeclatanes skom
eod Demprorse Do, esisge by Mate o Nordeadgy (eoetraet of Modcmy Unsami sy of (el (leal Tt

« Severe Immunodeficiency

(= 1 criteria) A _ peea
— Nculropenia <05 x 107/l - ¢ ;
— Lymphopenia 0.1 x 107/l
— < Gmlts after HCT 5_ i
— GvHD prade 2 2 J
— Hypogammaglobulinemia < 4.5 g/l 1& .

— T-cell or B-cell depletion €3 months 2 o
ap0
- RSV mortality associated with g =z
- Lower ATI 1
—~ Pre-engraftment 5 ’ :
80 MID

— 2 clteria for SID (=v5ID)

Knhanna N el al Cim Infect Dis 2008 Feb 1,46(J) 402-12




Algorithme de prise en charge VRS chez les

pilasill ediniditsstiita ik et nEhS

MDACC Proposed Treatment Algorithm for RSV infections in Allogenic HCT
recipients.

Awarenecss

Larly diagnosis

HCT recipient diagnosed with RSV infection Deferral of Tx

.

Droplel precautions

elonsider chest X ray or CT scan of ‘

ches! 1o rule out LR
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Posologie recommandée de

Ribavirine

Dosage

Recommendation at USB (oral RBV implemented in 2005).

400myg 600mg* 8-eld
>0 8-s1d|
eGFHl 6OC mg Keine weltere D leigerung
U S,‘ L "--!:
eGHFR Keine Ribavirin-Gabe moglich
«J30

* fallp « 60kg K&rpergewicht: Maximale Dosis 10mg/kg B-atlndlich

HasOn HH, Martmo B VWard KN, Boscin M Eroeo H e LUFIgIman P Foam O o) Conisi &nce ON Infectsons o LeUb e
(ECIL4) Cudaines for Dagnane and Tioalmem of human Reapralory Synceal Vrus Paran®uenza Vina Melapoeusmorus

Hhwresaus ond Corora syun Cn Infecd ()‘\ 014

Nhana Nelal Coin infec Dis 2008 Feb 1 43 402-12




Atteinte du microbiome en

reanimation
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Alteration of Microflora

B’Od(’ spectrum antibiotics

e 1.\1\;:)1\

* Invasive Central lines t
- e B r

* Endotracheal intubation

T ‘r‘ 2100421, ’
* Mechanical ventilation -

’ - ’ St 3 3 18 .

* Antacids * Lhanges in nutri availability
* H,blockers * Gut motility
* Steroids * pl
. Imrnuruv.u;s;.ara-a\.sw: anNd cytotoxic * Redox stat

therapy




Intéréts des probiotiques ?

Probiotics
Mechanism of beneficial effects

* Activate mucosal immunity

* Stimulate the immune response

Cytokine production

IgA secretion

Phagocytosis

Production of substances (such as
organic acids, hydrogen peroxide

and bacteriocins) that are inhibitory
to pathogens

* Compete for nutrients with pathogenic
bacteria and inhibit attachment and
action of microbial toxin

* Trophic effect on intestinal mucosa (b
stimulating the proliferation of norma
epithelium that maintains mucosal
barrier defenses)

* Modulate innate and adaptive immune
defense mechanisms via the
normalization of altered gut flora and
prevent bacterial translocation

Singhl SC, Kumar S. F1000 Research 2016,5:407.




Intéréts des probiotiques : EBM

Impact of the administration of probiotics on the incidence of
ventilator-associated pneumonia: A meta-analysis of randomized

controlled trials®

* Meta analysis of randomized controlled trials comparing probiotics
and control in patients (689 patients) undergoing mechanical
ventilation and reporting on incidence of VAP

* 5 randomized controlled trials were included

Siempos 1], et al. Crit Care Med 2010;38:954-62.




Intéréts des probiotiques : EBM (2)

The Effects of Probiotics in Early Enteral Nutrition on the
Outcomes of Trauma: A Meta-Analysis of Randomized
Controlled Trials

e T— « 5 studies involving 281 patients met the inclusion
e Bl criteria
T ] » The use of probiotics was associated a reduction in;
L e | * the incidence of nosocomial infections
[ | e vt o B e o s (5 trials; RR, 0.65;95%, Cl, 0.45-0.94,P=.02)
m..,...l_......... ‘ * the incidence of VAP
" | (3 trials: RR, 0.59;95%Cl, 0.42-0.81, P=.001)
L_,‘T'.:i:-w * Length of ICU stay
|| e 1 (2 trials;SMD, -0.71;95%Cl, -1.09 to-0.34, P<,001)

LW e e G, - —— ]
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I—{m—-—--. * No reduction in mortality

| Sinasanssen \ (4 trials; RR,0.63;95%Cl, 0.32-1.26, P=.19)




Intéréts des probiotiques : EBM (3)

Effect of probiotics on the incidence r? T 1 .
of ventilator-associated pneumonia in critically ¢
Il patients: a randomized controlled multicenter ¥
(r'ﬂl xsl
M 4
Conclusion Y
e
ce di i ; - %
* The administration of probiotics did not result in any improvement in the

incidence of clinically suspected VAP, antimicrobial consumption, duration B
of MV, mortality and length of stay a,
34
. Treatment with a combination of live probiotics is effective and safe in i3

oreventing VAP in ICU patients with non-prolonged MV .
« The underlying mechanism involves prevention of the acquisition of PPMO ?::\j
colonization in the stomach ,’.
Zeng J, et al. Intensive Care Med 2016;42:1018-28. 3 "§
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Décontamination digestive
seélective (DDS)
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James Hurley




DDS et Infection a Staph. aureus
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Cefepime exposure :

* Antibiotic resistance
markers detected before
and after cefepime
exposure in E. coli isolates
from ICU patients

a) Resistance genes
b) Plasmid replication genes
c) Plasmid transfer markers

2-6 colonles per patient of the E.
coll population before (black) and
after (white) cefepime treatment
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Effets des antibiotiques sur le
microbiote

The effect that antibiotics have
on the microbiome depends on:

Chemical nature

e ——————————————
PK-PD properties

Duration

Number
P__—t

Dose
—

1200 marketed drugs

vl lestne Route of administration
i

50% of non

, Age
antibacterial drugs b——‘.
inhibits at least one Previous expOSULe

gut commensal

(Maler, Nature 2018) ' Concomitant medication

[ | ) S | )5 |




Effets des antibiotiques sur le
microbiote (2)

Antibiotic
exposure and
microbiome
changes

Bhalodi, JAC 2019

Resistant Enterobacter, VRE 30%

R-Enterobact.
" . 273’0

VRE 25%

+4+

FQ-Resistant E. coll 20%




Effets des antibiotiques sur le
microbiote (3)

Long-term impact of oral vancomycin,
ciprofloxacin and metronidazole
on the gut microbiota in healthy humans
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1-week therapy In 13 healthy volunteers

— ~ ﬂ' m u'-—' " -
[ U =
'-.
= o
— = -

Haak, JAC 2019 |




T —— e e ——e e

Effets des « Nouveaux » Antibiotigues
sur le microbiote

New agents and microbiome effect

» Ceftaroline, Ceftobiprole, Telavancin
* Minor ecological effect after 7 days of therapy

» Tigecycline
» Reduction enterococci, lactobacilli++
- Selection of tigecycline Enterobacter
* Ceftazidime-avibactam
» Decrease E. coli and Enterobacteriaceae +++
» Toxigenic C. difficile strains +++

« Ceftolozane/tazobactam, Meropenem/Varobactam
* No data Bhalodl, JAC 2019
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Complexity of prescriptions

i Risk network for MDRO
colonization

Aminoglycosides

Glycopeptides

Carbapencms
59

Antibiotic
A i treatment data

13 S for 234 nursing
home residents

1" mirabilis

i 5

Nitrofurans enlcilling Wang, PNAS 2017
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Machine Learning : étude de
"o BRI 1 2 1 o i Y ol bt 0 < iR RGH o

28,322 rectal swab samples

* The impact of an antibiotic on new intestinal
colonisation with ESBL GN varied depending
on whether used as mono or combi and on
previous antiblotic exposure

1. Cephalosporin monotherapy in patients who had
not recelved antibiotics within 72 hours

2. Tetracycline monotherapy

3. Penicillins monotherapy

* (Cephalosporins in combination therapy had less
impact
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Durée de traitement des bactériémies a
entérobactéries

Antibiotic treatment duration for BSI due to
Enterobacteriaceae: < 10 vs > 10 days
A systematic review and meta-analysis

LNy Coun se Fsk Rato Pask e
ot [verdy Toted Weid ML Txed 9550 YTes nouu‘mis‘.ﬁ\_u

.
.
,
:

0TS
IS
6% 'y 'y
L08 10.60 187

= Pilot RCT

= 11ICU

= 115 patients ‘
enrolled

s Study
achievement
completed

Tansarli, AAC 2019 Daneman, Trials 2018

risk ratios of 90-day mortality



Durée de traitement des PAC

Systematic review and meta-analysis of the efficacy of

short-course antibiotic treatments for CAP in adults
<6 and > 7 days

21 CT - 4.861 patients
Clinical cure was
similar between
groups irrespective of
patient setting

; risk ratios of mortality Tansarli, AAC 2019
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Durée de traitement des infections
urinaires

Duration of antibiotic treatment for acute pyelonephritis
and septic UTI — 7 days vs longer treatment:
systematic review and meta-analysis of 7 RCT

R

Fovours short Ts fovours long Tr

Clinical fallure Ellakim-Raz, JAC 2013
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Chlorhex vs ERV

CHG and VRE Carriage in ICUs

3 Phase Study 21-Bed MICU

» Routine basin soap =2 2% no rinse CHG cloths = non-CHG cloths

» Sampling: skin, environment, healthcare worker hands




Chlorhex +/- Mupirocine vs SARM

Hospital Trial:
Chlorhexidine With vs Without Mupirocin

Mup/CHG Placebo/CHG p-value

Nares free 44% 25% 0.06

MRSA free [ 25% 18% 0.4
* MRSA Infection 6% 14% 0.32
N =98

Mean LOS = 24 days

Harbarth et al. AACT 1999:43(6):1412-16




Chlorhex +/- Mupirocine vs SARM

Community Trial:
Mupirocin With vs Without Chlorhexidine

EMTHM Up 1 Education | Mupirocin  Mup + CHG  Mup + Bleach
|| Ns=52 || N=s1 | N=49 N =54
Nasal Carriage 50% 23% 24% ( 15% \
| ;\xma_&arriage 21% 27% 14% 9%
Inguinal Carriage 26% 24% 30% 16%
?earance -1 month 38% 56% 55% 63%
;Clearance —All Sites 48% 56% 54% 1% /|

v Mupirocin appears to be the work horse
v CHG maybe less effective when rinsed off
v Bleach effective

Fritz et al, ICHE 2011:32(9):872-80




Chlorhex +/- Mupirocine vs SARM

(3)

Multi-Product Post-Discharge Decolonizatioh |
CLEAR Trial )

* 2100+ RCT: Education + Repeated Decolonization Vs Education Alone

» Hospitalized MRSA carriers enrolled in 1 year post-discharge trial

» Decolonization 5 days twice a month for 6 months

sirocin plus CHG baths and CHG mouthwash

= 5 days muj
alization with decolonization

> 30% reduction in infection and hospit

mage

3
L

|
\

% MRSA+

2% 355 bA Huang SS et al NEJM 2019;
5 14:380 (7):638-650

Any Site Nares Throat Axilla/Groin
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Chlorhex +/- Mupirocine vs SARM =
en Reéea
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