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Choosing Wisely concept has universal
appeal

CALAS Septeamber 6, 20106 1881276,
publishedrahead of print July 25, 2016,

“It transcends all these different
health care systems and different pay-
ment schemes bec¢ause it resonates
with doctors about the eore essence of
what it is to work with patients, and
that is the Same in every country,”
says Dr. Wendy Levinson, chair of
Choosing Wisely Canada and a pro-
fessor'of medicine at the Univers-ifj"cif
Toronto.”“That is the amazing part of
this story. Give me-another example
where there has been so mueh interest
across countries in anything about
changing health care systems.”
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Physicians in many countries agree that reducing the use of some medical tests, such as
MRI scans<’is a aood idan
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Avoid the use of surveillance cultures for the screening and treatment
of asymptomatic bacteriutia.

There s no evidence that srvailance uine cultres or reatment of asympfomatic bactenna s benefidal. srvellance cultures are Costl and produce both

false posive and false neqative restts. Treatment of asymptomatic Dacterura s harmful and Increases expasure to antibioics, which s rsk factorfor
SUDsequent nfections wih a resistant rganism, This 21s0 1ésults n the overalluse of antbiotcs nthe communiy and may ead to Unnecessary Imaging.
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Antibiotics for a sore throat, cough,
or runny nose

When children need them—and when they don't

fyour child has a sore throat, cough, or nunny
nose, you might expect the doctor to prescribe
antibiotics. But most of the time, children don't
need antibiotics tg treat a respiratery iliness. In fact,
antibiotics can domore harm than good. Here's
why:
Antiblotics fight bacterla, not viruses.
If your child has a bacterial infection, antibiotics
may help. But if your childhas @ vines, aniibiotics
will not help your ¢hild feel better orkeep others
from getting sick.

Usually, antibiotics do not work against cofds, fiu,
bropnchitis, or sinus infections because these are
wirzses, Sometimes bacteria cause sinus infections,
but even then theinfection usually clears up omits
own in a week or so. Many common ear infections
also clear up on theirown without antibiotics.

+ Most colds and flus are viruses.

» Chest colds, such as bronchitis, are also usually
cansed by vinzses. Bronchitis is a cough with a
lotef thick, sticky phlegm or mucus. Cigarette
smoke and particles in the air can also cause
bronchitis. But bacteria are not usually the cause,

« Most'sinus infecions (sinusitis) are also from
virmges. The symptoms are a lot of muces in the
nose and post-nasal drip. Mucus that is colored
does not necessarily mean your child has a
hacterial infection.

Some sore throats, like strep throat, are bacterial
infections, Symptoms inclede fever, redness, and
trouble swallowing. However, most children who
have these symptoms do not have strep throat. Your
child should have a sirep test to confirm that it's
strep, and then, if they're needed, the doctor will
prescribe antibiotics.

In most cases, antiblotics will not help your child.

Antiblotics hawe risks.

Side effects from antibiotics are a common reason
that children go to the emergency room.. The drags
can cause diarrhea or vomiting, and aboot 5 in 1007
children have allergies o them. S8ome of these
allergic reactions can be setious'and Life threatening.
Uvemusing antibiotics also entourages stronger
hacteria to grow. The stronger bacteria 4o not
respond (o antibictics. This means that the pext ime
your child needs antibictics for 3 bacteral infection,
they will not work as well This is sometimes called
“angibiotic resistance.” The stronger bacteria can
spread from your child to other family members
and schoolmates, causing infections that are more
difficult to cure and more costly to treat.

Antiblotics are a waste of money if used
Incormecty.

Miost antibiotics do notoost a kot But money spent
ot deggs that are not needed is money wasted. Also,
in savere'cakes, (reatment of infections that are
antibiotic-reststant'Can cost 25 much zs 329000,

When does your child need antiblotics?

Your child may need antibiotics &

« A cough does not get better in 14 days:

« A bacterial form of pneumonizof whooping
cough (pertussis) is diagnosed.

« Symptoms of a sinus infection do not get better i
tendays, or they get better and then worse again.

= ‘Yourchild has a vellow-green nasal discharge and
a feverof at least 102°F for several diysin a pow.

« ‘Wourchild has strep throat, based on a rapid
strep test or a throat cultare. Antibigtics should
not be prescribed unless one of the tests shows
sirep Strep cannot be diagnosed just by looking
ai the throat.
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Advice from Consumar Reports

How to manage colds ..2''@
and flu ’fr
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= Ask your child's doctor shout trestments for; 4-;.[‘;

o
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o Stuffy nose: ﬂ-a"r )
:' -Unemtmltet{uﬁmammulqﬂg.&l P
infants, use a rubber suction bulb to suck oul,
the extra drops or spray. AR |
+ Pul 3 coob-mist umidifier of vaporizer in your

+ Consder cough drops for children 4 and older.
Fever ,ﬁrahd
5 linked to a rare kot serios illness in chilidren.
r::_:_ . Uphageﬁmﬂhq,@emlyamlméﬁphem u;r_
5 (Tylend and generic). V5N
& = After 6 months, you can give either acptamifio- |
mmmmmmmymw%
" Askthe doctor for the right medicine and dose | P
fior your child's age and size. “Ig
Fiu vaccine: S a4

may get worse orspread inthe body. Call the doctor
i yourr child is not getting better with trestmant.
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Conzensus conference p
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infezioni delle vie aeree in eta pediatrica : Rrceved 31 Doty 2013 italy, as-well 25in other Buropean untries and the inited ttes of Americd However, poor adherence
L ¢ Acoipeat 38 Hamariar 28 1 ta gandetines and the sustzined inappropriae e of anfibictics havehesn reparbed. in the outpatient setting,
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Hote! Sheraton Nicoloas Ay wiwds antiiotic prescription rate & significant y fighe thanl in ather Butopsan cominies, such = Denmark or the
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Pratiche a rischic Jinapprogriotezza di cul meds e pazienti dovrebkero parare
Cingue raccomandazioni dell’Associazione Culturale Pediatn (AGP)

Evwitare [uso abiuale dei cortisonzi nalatorn nele fiogosi delle prime vie recpiraione dei bambin,
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indicazioni mediche.
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Mon prescrvere antibiobci melle patologe delle vie resprsione presumibdimenie viral i eta pedisirica
{sinusat, faringit, bronches)
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Non prescrivere antibiotici nelle patologie delle vie respiratorie presumibilmente virali in eta pediatrica
(sinusiti, faringiti, bronchiti).

Gl antiviosici sono | farmaci pid prescritti inftalia e il fenomeno delfamidiccoresisienza & un protiema in peogressive aumento. L'appropriala gestione dinica
deliz patolegie a eziclogia infeliva prevede - secondo lines guida esisient - @ vigie attesa nes casi the o consentono, sulla base di cilen clinici, anamnestic ed
epidemictogic, e Futizzo degl sntibietici 50K nef casi che o richiedone e con e madalia camette. Evitare fuso di amtidiotici nelle néezionl presumitimente viras
e trattare in modo oimake ke infegioni batterighe possono fimitare Pemengenza di paiogen resistemt & il rischio g evend avversi 03 antibaotici.

Non effettuare Rx torace per la diagnosi e il follow up di polmonite non complicata nel bambino.

Ladiagnosi clinica d peimonile nel bambins & possibie, secondo ke nee quida che Bmitano Fuso della sadiografia del iomce & condiziond particolari ben definite.
Pil in generale, melia pradica clinica, Pesecuzione di guakiasi procedura diagnostica [analisi ciniche o valutaziond srumentslif covrebbe essere sempre motivata
dalla necessiad acquisire informazioni Ndispensabii pesr osemtae |3 gestione di un problema. Tuttavia, nefta pratica quotidiana, accade non di rado che siane
effettuate indagini o conlrolio” senza una reale necessid pratica, condispendio di encrgie & di tempo & poSS6E ischi per i pazienie. L'accuaia valutazions
anamnestica cinca ed epideminiogica & I corfronio chiars & compieio con il paziente e con | genitor sono & Base 'd uwna cometts impostazione diagnastico-
terapeutica e consaniono o ofieneres nsuliati oifmal, selezionandd e procedune pid aporopriate.
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M. Jung et al.

Table 1 Countries with published “Top Five™ lists

Country Title of campaign Number of recommendations Number of societies involved
Australia® Choosing wisely Australia 27 3
Canada” Choosing wisely Canada 102 22
ftaly* “Doing more does not mean doing better” 33 |1
Japan" Choosing wisely Japan 5 l
Netherlands*® Choosing wisely Netherlands 23 fr
Switzerland' Smarter medicine 3 J
HSA® Choosing wisely 49 b8

Last access: 20 May 2015
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,bverall, 628 sing‘l-é‘f-e.c-())awmendations
from 113 medical societies have been published

so far 51 out of 628 recommendations (8 %) are dealing with topics
of ID. |

‘ unnecessary use of antibiotics in upper respiratory tract infections and
asymptomatic bacteriuria were cited by several societies from different
~countries




(A} Treatment {V = 30

Eve Adenoviral conjunctivitis No antibiotics Amencan Academy of
Ophtalmology®
Ear Tympanostomy tube otorrhea No antibiotics Amencan Academy of

Cholaryngology—Head

and Neck Surgery Foundation"
Acute external otitis Mo antibiotics Amencan Academy of

Oolaryngology—Head

and Neck Surgery Foundation"
Ohitis media (children aged 2—12 years) No antibiotics Amencan Academy of Family
Physicians"

The Italian Seciety of General Practri-

tioners' feight times recommended®)
Lower respiratory infections No systemic corticosteroids Society of Hospital Medicine—Adult
{(children under X years) Hospital Medicine™

Urogenital tract Wcmﬂu ria MNo amibiut-ia:i/ The Royal college of pathologists

of Australia® (51X Umes recom-

Respiratory and ory inbections and or sinus ~ No antibiotics

sinus tract

mended**}
Prostatitis without fever and sterile unne  No antibiotics Dutch Urological Association™
Lncomplicated urinary tract infections Avoild using a fluoroquinolone antibiotic Amencan Urogyvnecologic Society®
tLU'Tls) in women for the first-line treatment
Elevated PS5 A without symptoms No antibiotics Amencan Urological Association®
MNail Suspected fungal infections of the nail No antifungals Amencan Academy of Dermatclogy"
without confirmation
Skin Ajopic dermatitis No antibiotics Amencan Academy of DErmEI:IfEJ-IGg].-‘"V
Skin and soft tissue abscess after No antibiotics Amencan College of Emergency
incision and drainage Physicians"
Stasis dermalitis Mo antibiotics Infectious Phiseases Soaety of
America"
mgwmd MNo antibiptics \meﬁc:m Academy of Dermatology
History of penicillin allergy without No overuse of non-betalactam antibiot- A ican Academy ol Allergy,
appropriale evaluation ICs Asthiga and levmunolopgy™
Under antubaatic treat@ment Switch antbiotics from intravenous to Dutch Assowation of Internal Medi-
oral as sobn as possible ci

Recurrent infections No immunoglobulin therapy unless mencan Academy of Allergy,
impaired antibody res Vac- Asthma and Immunology®
DG _
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| bverall, 628 sing.luemfﬂe‘c.());nmendations
from 113 medical societies have been published

so far 51 out of 628 recommendations (8 %) are dealing with topics
of ID. |

i unnecessary use of antibiotics in upper respiratory tract
infections and asymptomatic bacteriuria were cited by several
'societies from different countries




Journa of In eta pediatrica il maggior
numero di prescrizioni di

Antimicrobial
Chemotherapy

antibiotici viene eseguito per
il trattamento delle infezioni
respiratorie

Sharland M. J Antimicrob Chemother 2007;60:115-126

Use of antibacterials in children-

B I- Respiratory system B H - Eye, adnexs, ear and mastoid process
B N - Diseases of e geniwurinary system B B=Cerigim infecuous und parasitic diseases
B L - Skin und subcutaneous ssue oK- Digmﬁi’wg' )

B Other [CD-10 cede O No ndication

0 b - Symploms, signs and abnormal climcal and lahoratory findings [0 2 - Factors inﬂucm‘ing health status and contact with health serviees

dence per 1(KK) person-years

1498 1999 2000 2001
Year

1942

1993 [994 195 1446 !_99? 2002 2003 M

2005

Figure 9. Indications for amoxicillin prescriptions given to 0-18 year olds [data from IMS (n = 760 090)].

el LT 1 f R LAl

(1) a meta-analysis per stabilire prevalenza d
infezioni batteriche

(2} analisi retrospettiva multicentrica in
ambulatori pediatrici in US

i
Prevalenza attesa di infezioni batteriche
- 27.4% dei casi

Antibiotici prescritti in infezioni delle vie aeree
- 56.9% dei casi

Potenzialmente evitabili 11,4 milioni di
prescrizioni di antibiotici in eta pediatrica




Prevalence of Parental Misconceptions About

PEDI ATRI( 'Ss Antibiotic Use. Vaz LE. Pediatrics; 2015; 36:221-231

B Medicaid 2000 m Medicaid 2013 O Commercial 2000 O Commercial 2013

100 * p < .05 for the comparison

75

50

b &

Antibiotics

24

25
25
15
10 g 10 10
o | | 4

If my doctor does not prescibe an  If | expect an antibiotic, | am less I would rather give my child an

Percentage Endorsing an Expectation for

antibiotic whan | think one is satisfied if | don™ receive it antibiotic that may not be neaded
needed, | will take my child to than wait and see if s/he gets

another doctor better without it

" _..eqch time the antibioties have worked like magic.” (Participant 4)

“I kind of thought 1t was.quite simple really, just had an ear infection and that I needed

antibiotics” (Participant 13)




children under five years of age.

Cochrane Database Syst Rev. 2016 Feb 29,2:CD007880. doi: 10.1002/14651858.CD007880.pub3
Antibiotics for preventing suppurative complications from undifferentiated acute respiratory infection @
Alves GalvéoMG’.Bﬁgcha Crispino Santos MA, Alves da Cunha AdJ.

THE COCHRANE
# Author information COLLABORATION

Abstract

BACKGROUND: Undifferentiated acute respiratory infections (ARIs) are a large and heterogeneous group of infections not clearly restricted to one
specific part of the upper respiratory tract, which last for up to seven days. They are more common in pre-school children in low-income countries
and are responsible for 75% of the total amount of prescribed antibiotics in high-income countries. One possible rationale for prescribing
antibiotics is the wish to prevent bacterial complications.

OBJECTIVES: To assess the effectiveness and safety of antibiotics in preventing bacterial complications in children aged two months to 59
months with undifferentiated ARls.

SEARCH METHODS: We searched the Cochrane Central Register of Controlted Trials (CENTRAL 2015, Issue 7). which contains the Cochrane
Acute Respiratory Infections Group's Specialised Register, MEDLINE (1950 to August week 1, 2015) and EMBASE (1974 to August 2015).

SELECTION CRITERIA: Randomised controlled trials (RCTs) or quasi-RCTs comparing antibiotic prescriptions with placebo or no treatment in
children aged two months to 59 months with an undifferentiated ARI for up to seven days.

DATA COLLECTION AND ANALY SIS: Two reviewauthors independently assessed trial quality and extracted and analysed data using the
standard Cochrane methodological procedures.

MAIN RESULTS: We identified four trials involving 1314 children. Three trials investigated the use of amoxicillin/clavulanic acid to prevent oftitis
and one investigated ampicillin to prevent pneumonia. The use ‘of amoxicillin/clavulanic acid compared to placebo to prevent otitis showed a risk
ratio (RR) of 0.70 (95% confidence interval (CI) 0.45 to 1.11, three trials, 414 selected children, moderate-quality evidence). Methods of random
sequence generation and allocation concealment were not clearly stated in two trials. Performance, detection and reporting bias could net be ruled
out in three trials. Ampicillin compared to supportive care (continuation of breastfeeding, clearing of the nose and paracetamol for fever centrol) to
prevent pneumonia showed'a RR of 1.05 (95% €I 0.74 to 1.49, one trial, 889 selected children, moderate-quality evidence). The trial was non-
blinded. Random sequence generation and allocation concealment methods were not clearly stated, so the possibility of reporting bias could not
be ruled out.Harm outcomes couwld not be analysed as they were expressed only in percentages.\We found no studies assessing mastoiditis,
quinsy, abscess, meningitis, hospital admission or death.

AUTHORS' CONCLUSIONS: There is insufficient evidence for antibiotic use as a means of reducing the risk of otitis or pneumonia in children up
to five years of age with undifferentiated ARIs. Further high-quality research is needed to provide more definitive evidence of the effectiveness of gsg
antibiotics in this population.



JAMA. 2013 Jun 12;309(22):2345-52. doi: 10.1001/jama.2013.6287.

Effect of an outpatient antimicrobial stewardship intervention on broad-spectrum
antibiotic prescribing by primary care pediatricians: a randomized trial.

Gerber JS'. Prasad PA: Fiks'AG” Localio AR, Grundmeier RW. Bell LM, Wasserman RC, Keren R, Zaoutis TE.

162 clinicians participated.

Interventions O ne 1-hour on-site clinician education session followed by 1
year of personalized, quarterly audit and feedback of prescribing for
bacterial and viral ARTIs or usual practice.
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Fluoroquinolones in children: update of the literature.
Bacci C, Galli L, de Martino M, Chiappini E. ] Chemother. 2015;27:257-65.
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Epidemiology and clinical outcomes of multidrug-resistant, gram-

negative bloodstream infections in a European tertiary pediatric
hospital during a 12-month period.

MDR organisms among isolated species was 39%.

119 child di 11
children (median age 1.1 years) Folgori M . Pediatr Infect Dis J 2014;33:929-32.

Pathogen Total Number (%) MDR ESBL+* Carbapenem Resistant Carbapenemase Genes
Total positive blood cultures 136 53 39 29 —

K. pneumoniae d . 2 KPC, 4 0XA-48
B ol | The crude rate of mortality was ¥

FP. aeruginosa g [v) . 6 VIM
Serratia marcescens ] 166 - The mortallty rate among ND
Stenotrophomonas maltophilia : H ithintic. ND

b S patients with an antibiotic b
Poeudqgnonad spp resistant.isolate was 22.6%. Al
Acinetobaeter spp ALY ¢= | | ND
Klebsiella oxytoea % 5 ead® S 5 ettt ND
Citrobacter spp ND
Other species 7(5.1) 2 .- 1 ND

“ESBL, extended spectrum fi-lactamases,
NA, not applicable; ND, not done.

“Factors significantly associated with sepsis-related mortality were antibiotic resistance (odds ratio: 4.26, 95%
confidence interval: 1.07-16.9) and hospital acquisition of infection (odds ratio: 1.13, 95% confidence.interval:
1.05-1.22).
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e Non eseguire TAS/ANTIDNASI



Population-based study of incidence and clinical
The] OURNAL characteristics of rheumatic fever in Abruzzo, central Italy,
of PEDIATRICS

2000-2009
Breda L. J Pediatr 2012;160:832-6.

retrospective study was conducted in Abruzzo to
|dent|fX@atmnts aged <18 years with a\tdlagnpsw of

ARF in 2000 - z@w £ o G

Narmal Rheumatic mitral valve

mitral valve (with stenosis)

FADAM.

v’ total of 88 patients meeting the Jones criteria for the diagnosis of ARF
were identified.

v’ Age at diagnosis ranged from 2.5 to 17 years (average, 8.7 + 4.0 years).

v Twelve children (13.6%) were under age 5 years.

v" The overall incidence rate of ARF was 4.1/100 000.




B Recent estimates suggest that disability related to
| H“;Zﬁa" RHD alone equals more‘than a quarter
Association. of all cancers put together

s AP PSS

Mariana Mirabel et al. Circulation. 2014:130:e35-e37

Normal Rheumatic mitral valve

mitral value (with <teanncic)

Il trattamento antibiotico riduce circa del 7026 1l = ,
rischio di malattia reumatica

Del Mar CB et al. Cochrane Database Syst Rev 2005: CD000023

- ——S%=--— gpinks A. Cochrane Database Syst Rev 2013; Nov 5;(11):CD000023.
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Antibiotics for the primary prevention of acute
( BioMed Central . . .
W/ meopensecessranisier - rheumatic fever: a meta-analysis.

Robertson KA. BMC Cardiovasc Disord. 2005; 5: 11.

“Effetto orotettivo di penicillina per malattia reimatica & del 80% con |
NNT =53. Il costy 0 per prevenire una Fﬁf attia reumatica in Sud Africa
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Non somministrare terapia antibiotica se prima non
sia stata eseguita conferma microbiologica di
infezione da SBEGA con test rapido o esame colturale



qual’e da streptococco
B-emolitico di gruppo A?

Department of Health Sciences
University of Florence |}
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Author

Romoin 2005
Mclsaac 2004
Mclsaac 2000
Mclsaac 1998
de Silva 1998
Gunnarsson 1997
Dobbs 1996
Dagnelie 1993
Pichichero 1992
Hoffman 1992
Reed 1990
Reed 1988
Ferry 1976
Forsyth 1975
Subtotal

[<5years of age]
Romoin 2005
Gunnarsson 1997
Ferry 1976
Subtotal

A‘+I*§

ES (95% ClI)

0.33 (0.30, 0.36)
0.34 (0.30; 0.38)
0.35 (0.28, 0.42)
0.36 (0.26, 0.46)
0.45 (0.37, 0.53)
0.34 (0.25, 0.43)
0.48 (0.37, 0:59)
0.58 (0.47, 0.69)
0.23 (0.22, 0.23)
0.42 (0.38, 0.46)
0.33 (0.28, 0.38)
0.32(0.24, 0.40)
0.45(0.31, 0.59)
0.31°(0.24, 0.37)
0.37 (0.32, 0.43)

0.24 (0.21,0.27)
0.18 (0.08, 0.30)
0.25 (0.01, 0.49)
0.24 (0.21, 0.26)

Prevalence

Prevalence of Streptococcal Pharyngitis and
Streptococcal Carriage in Children: A Meta-analysis.
Shaikh N. Pediatrics 2010;3e557-e564

29 articoli

Fra i bambini di tutte le eta
con faringite quelle da
SBEGA sono il 37% (95% CI:
32%-43%).

Fra i bambini sotto i 5 anni
il 24% (95% CI: 21%—-26%)

La prevalenza di portatori é
12% (95% CI: 9%-14%).



“Centor” Score Modificato
( Mclsaac - JAMA 2004 )

Criterio Punteggio
= Temperatura >38 C . Probabillita di
» Assenza di tosse 1 Infezione
e Linfoadenite cervicale 1 streptotoccica
e Essudato/ipetrofia tonsillare 1 PSS
- Eta: 3 - 14 anni 1 5_1;%
15 — 44 anni O 11-17%
45 anni o oltre -1 28-35%
Totale ( ) 51-53%
Management:
SCORE: 0+2 No fare test- Non trattare immediatamente

3 o-oltre. Trattamento empirico (Non fare test)

NICE clinical guideline 69; 2008




Linee Guida della Societa Italiana di Pediatria

Gestione della Faringotonsillite in Eta Pediatrica
coordinatori:

Prof. Maurizio de Martino, Firenze

Prof. Nicola Mansi, Napoli

Prof. Nicola Principi, Milano

Prof Agostino Serra, Catania

RACCOMANDAZIONE

Nessuno dei sistemi a punteggio e sufficiente a
identificare con ragionevole sicurezza le infezioni da
Streptococco f3-emolitico di gruppo A. Un punteggio
basso (zero o 1) del sistema a punteggio di Mclsaac puo
essere - ‘considerato: valido, In situazioni di bassa
prevalenza di malattia reumatica, per escludere
un’infezione streptococcica e quindi non procedere ad
ulteriori indagini o terapie. (111 -A)
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American Academy of Pediatrics {f4gt

DEDICATED T THE HEALTH-OF ALL CHILDREN" ¢

o
ciafthealth and wel

La decisione se effettuare il test rapido o
esame colturale dovrebbe basarsi su:

Eta (> 3 anni)
Segni e sintomi suggestivi di infezione da SBEGA::esordio

improvviso, essudato faringeo, dolore alla deglutizione,
tumefazione linfonodi cervicali

Se segni suggestivi di infezione virale come corizza,
congiuntivite, rinite, stomatite anteriore lesioni
ulcerative discrete, diarrea non effettuare il test/esame
colturale

Stagionalita, Epidemiologia

infasts, ghildrea







linee guida: effettuare coltura se test Prwen] Medicines and Healthcare

rapido e negativo? *~~ products Regulatory Agency
2 ot SPECIFICITA SENSIBILITA
Finlandia (%) (%)
: SI (> 3aa)
Scozia - Respirastick Orion 96 55
cali ;Ng Card OS Pacific Biot 99 75
z \ Tandem Hybritech 98 ~78
UK /,T"_ﬁ_ Oland Directigen 1,2,3 Becton 100 -8
,;N 9) A NO Test Pack Strep Abbott 100 79
v : h% Direct Str EIA Roche 63 79
! ! Franc:}y Reveal Wellcome 83 82
- SI(>5a gig " o eliand o
Quickvue inline Quidel 100 87
€u § At P"g | Visuwell Dynatech 1 93 88
SI (< 3 o %S,a CMID ;'i;S 3 SL@”F. Signify StrepA  Abbott 97 88
anni ea em'k""@r NO -“ags N 2" Strep A OIA Max Biostar 93 89
adoles Culturette B. Marion ScC 99 91
JE’ centi) X2 -. Osom U.Str.A Genzyme -y 73
S Str.
Osom StrA test Wyntek D 98 95
Test Pack Plus Abbott 99 96
Strep A OIA Biostar 99




PEDIATRICS

FICIAL JOURNAL C

Diagnosis and Management of Pharyngltls in a Pedlatrlc Population Based on
Cost-Effectiveness and Projected Health Outcomes
Robert S. Van Howe and Louis P. Kusnier, IT
Pediatrics 2006;117;609-619

Estimates and 95% Cls for the Cost per Patient and the
Health Lost per Patient for the Approaches to Diagnosing
and Treating Pharyngitis Among Children

Approach Cost, 2003 US Dollars Health Lost, QALDs
(95% Cl) (95% Cl)
Treat all 68.76 (44.20-93.33) 0.2943 (0.1886-0.4001)
Treat none 10115 (57.33-144.97) 0.0793 (0.0436-0.1150)
< Rapid testing 5274 (34.72~70.76) 0098 (0.0664-0.12981—
Culture all 60.60 (35.38-85.81) 0.1002 (0.0710-0.1294)
Rapid testing then culture 58.98 (37.27-80. 69) O 0994 (0.0659-0.1329)
Clinical scoring 52.59(33.95-=71:23) 1310 (0.0896-0.1725)
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* Nel caso sia effettuato un test colturale: non
richiedere antibiogramma



linee guida dell’Istituto Superiore di Sanita
per la gestione del bambino con faringotonsillite

coordinatori: M de Martino, N Mansi, N Principi, A Serra
Chiappini E et al. Clin Ther 2012;34:1442-1458

RACCOMANDAZIONE N° 24

la terapia di scelta per la faringotonsillite streptococcica e
rappresentata dalla penicillina V o, in mancanza di questa,
dall’amoxicillina somministrata a 50 mg/kg/die in 2 o 3 dosi
giornaliere per via orale per 10 giorni (I-A)

RACCOMANDAZIONE N° 27

in considerazione dell’elevata prevalenza di resistenza di Streptococcus pyogenes ai
macrolidi, l'utilizzo di questa classe di farmaci va limitato ai soggetti con dimostrata allergia
lgE-mediata ai betalattamici, se possibile dopo-aver dimostrato la sensibilita dello
streptococco a questa classe di antibiotici (11-C)




Different antibiotics treatiments for group
A streptococcal pharyngitis

Cochrane Database Syst Rev 2013;4:C1D004406

THE COCHRANE
COLLABORATION

Authors conclusions

Evidence i insufhicient to show chmcally meamngful differences between antibiotics for GABHS tonsillopharyngaus. Limited évidence
in-aduls sugpests cephalosporins are more effective than penicilin for relzpse, but the NNTB is hiph. Limited evidence in children
suggests carbacephem Is more effective for symptom resolution. Data on complications are too scarce to draw conclusions, Based on
these results and considening the low cost and absence of resistance, peniallin can stl be recommended as first choice.

Dipartimento di Scienze della Salute
Universita di Firenze
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* Non accorciare la terapia antibiotica



Short versus standard duration antibiotic
treatment for acute streptococcal pharyngitis

In children
Cochrane Database Syst Rev 2009;21:CD004872
Cochrabe Database Syst Rev 2012;8:CD004872

20 studi inclusi
13102 pazienti con FA da SBEGA

Trattamento breve (3-6 giorni) con qualsiasi antibiotico vs. penicillina
V orale per 10 giorni

- ~Ridotta durata della febbre -0.30 giorni (I1C95%: -0.45 to -0.14)
- Ridotta durata faringodinia -0.50 giorni (I1C95%:-0.78 to -0.22)
- Ridotto rischio di fallimento

a breve termine OR: 0.80 (I1C95%:0.67-0.94)
- Rischio di ricorrenza

a lungo termine OR :1.06 (1C95%:0.92-1.22)

che non persiste eliminando gli studi con azitromicina a basso dosaggio (10 mg/kg)




Annals of Emergency Medicine _'

Wolume 63, Isstie 5, June 2014, Pages 69[1;'591 e iy

Padiatngs

()yAre Short-Term Late-Generation Antibiotics Equivalent to
Standard Penicillin Therapy in the Resolution of Symptoms in
Acute Strep 'Throat in Children™?

Anand Swaminathan, MD, MPH (EBEM Commentator)
Jeffrey Hom, MD, MPH (EBEM-Commentator) Altam|m| S.Coch rane Dat&ba§e§¥stb

=

,EA_ v. 2012:CD004872. - O 5 oa

Short-term Iqte-generatlon antibiotics
versus Ioﬁger ter penicillin for acute i
streptoeb%cay a ngltls in children.

The authors identified 20 original
studies meeting inclusion criteria,
though substantial heterogeneity was
apparent across studies.

Despite 20'included studies of 13,102
cases of group A B-hemolytic
streptococcus throat infections, fever
resolution was recorded in only 2
studies (n=487) and sore throat
resolution in just 1/(n=308).

Both outcomes were reduced in the
short treatment group




Effectiveness and safety of short-course vs long-course
antibiotic therapy for group a beta hemolytic

streptococcal tonsillopharyngitis: a meta-analysis of
randomized trials

Falagas ME. Mayo Clin Proc 2008;82:880-89

Ogni antibiotico comparato verso se stesso, con diversa durata del trattamento
Evants,
Traatment duration, . /Total No. OR, randam Welght OR} random
Short course  Long coursa {25% CH % FoE% Cl)
Sinanian at al, 3 18972 12D 64,/67 —m = 4 651 021% :«24;1:.-033
Gerber et al,#® 1887 61y T3 9z/98 - 12.45  0.B5(0.27-2.64)
Stramberg et al 28 1988 AT/67 84/T0 —. 16.33 0.22 (0.08-D.58)
Pichicharo et al 25 1884 113/125 1127118 . = 15.50 0.50(0.18-1.39;}
Mahraatal, = 1988 177/201 188,205 e 34,11 0.62(0.32-1.21)
Esposito et al42 2001 55/ 61 ‘B4/ED . .67 1.04(0.28-3.79)
- Subtotal 4TE/548 o 575/618 - 94 617 < 0.51 (0.32.0.81)
Test for hetaraganeity: ¥2 = 6.26; d&5 | F=.28), F=20.2%
Testfor overall effect: 2=2 82 (P=.005)
& 2HY atal 1889 891,/96 94\;"95 . 2 5.52 0.19(0.02-1.69)
S e ok 150 156/159 B0/90 . 187 025001484
Subitatal Lalian@47/255 184,185 - e—— 588 0210004121
Test for heterogenaity: 2 = 0.02; dfl (F=.20), P=0%
Tast for overall affact: 2=1. 74 {P=.08)
Total T25/804 TEQ/B03 L 100.00 0.49(0.320.74)
Tast for hetarogenaity: ¥? = .28, dfeTF=.40), F=3.2%
festiorownliefect =M 0 AENOrediNerapiaNlnGs | |Aiavorediierapiabres
001 04 ) § 100
Favars long course  Favoars short course
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Pediatr Emerg Care. 2012 Aug;28(8):807-9. doi: 18.1087/PEC .0b013e31526288e5.

Adverse effects of steroid therapy in children with pharyngitis with unsuspected malignancy.
Sadowitz PD', Page NE, Crowley kK

@ Author information

Abstract

Pharyngitis is a common clinical complaint for children and accounts for 3.1% of all visits to selected ambulatory care settings. Most children with
pharyngitis have benign, self-imited disease with infrequent complications such as peritonsillar abscess, mastoiditis, or lymphadenitis. Recent studies
have touted the benefits of steroids in the treatment of i:hlldren with pharyngitis for pam n:c-ntml These Etudsea do not address the potential life-
threatening complication of stercids in patientswith-pharsrgitia-ertymphac , gt ic_leukemia (ALL) or

lymphoma. We repo ases of children treated wﬂh stemlds for pharg.rngqtls or adenitis that aubsequently were dIEgHGEEd with ALL or lymphg
steroids are to be used'in children with pharyngitis or adenitis, e Yollowing TecormmeEndations shouid Be stongly considered: Careful history and

physical examination should be obtained. Presence of hepatosplenomegaly or lymphadenopathy outside the cervical region should raise suspicions

regarding an underlying malignancy. Mormal results of complete blood cell count in the setting of clear cut pharyngitis with exudates and a lack of
signifiicant adenopathy essentially rules out the diagnosis of ALL. Because traditional analgesics are available, which do not affect the curability of ALL

or lymphoma, the routine use of steroids in pharyngitis in children should be considered only in rare circumstances.

PMIE: 22863323 [PubMed - indexed for MEDLINE]




Choosing wisely per la gestione del bambino con faringotonsillite

Non richiedere TAS o ANTI-DNA:si.

Queste indagini sono utili per la diagnosi di complicanze non suppurative, immunomediate, post-
streptococciche come la malattia reumatica, che si verificano a distanza di settimane dall’infezione acuta
da SBEGA, ma non sono di alcuna utilita.al momento della faringotonsillite acuta

Non somministrare terapia antibiotica se prima non sia stata eseguita conferma

microbiologica di infezione da SBEGA con test rapido o esame colturale

La maggior parte delle faringotonsilliti sono di origine virale e non richiedono terapia antibiotica.
Clinicamente non e possibile distinguere le forme virali dalle altre. E’, pertanto, necessaria un’indagine
microbiologica per selezionare i bambini con infezione batterica, che sono gli unici che necessitano di
terapia antibiotica

Nel caso nel quale venga effettuato un esame colturale I'antibiogramma non deve essere
eseguito

Ad oggi SBEGA e risultato in Italia sensibile ad amoxicillina e 'esame di sensibilita agli antibiotici
incrementa i costi senza fornire benefici in termini di scelta di terapia antibiotica

Non accorciare la terapia antibiotica. La terapia di prima scelta rimane amoxicillina per 10

giorni
In base ai dati della letteratura soltanto una terapia di 10 giorni &€ associata con sicurezza ad una effettiva
riduzione del rischio di malattia reumatica che si aggira intorno al 70%

Non somministrare steroidi.
La somministrazione di steroidi, mascherando alcuni segni o sintomi, potrebbe portare ad un ritardo
nella diagnosi di patologie che, seppur rare, possono essere molto gravi quali linfomi ed altre neoplasie
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