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UAN DO POSSIAMO TROVARE UNA COAGULAZIONE

IIERATA”, NEL CONTESTO DELLO SCREENING?

\ACI ANTICOAGULANTI DICUMAROLICI

5| CON PIASTRINOPENIA E/O DEFICIT DI PROTROMBINA

WILLEBRAND




! VENGONO SOTTOPOSTI A

5MOIDOSCOPIA

pectomia polipi < 10 mm, a “freddo” finoa 5 mm
ie

RACCOLTA ANAMNESI FAMILIARE/PATOLOGICA/FARMACOLOGICA P
E I
per emorragie
le di emorragie, emofilia ecc.
di cirrosi
arolico (ma anche antiaggreganti come clc




IDENZA CRITICA

a determinazione preliminare di parametri di coagulazione (PTT, PT, INR) non & di alcuna utilita clinica a me
I paziente non presenti storia di sanguinamento, epatopatia o sia in terapia anticoagulante. Al basso valore
ittivo si aggiunge I'alto tasso di falsi positivi (2,3%).
esunta giustificazione allo screening della coagulazione sarebbe I'identificazione dei casi non diagnosticati

lia e malattia di von Willebrand :

COAGULATIVI NON SONO DI ALCUNA UTILITA” SE NON NELLE SITUAZI
DENTEMENTE EVIDENZIATE E RISCONTRABILI ALL’ANAMNESI '

RINE
ttabile clinicamente, di solito nota

i sempre gia’ emersa. Comunque anam
ofilia in adulti, se '




NCLUSIONI

COLTA ANAMNESI IN OCCASIONE DELL'FS

)LTA ANAMNESI MIRATA IN OCCASIONE DELLA
IONE TELEFONICA DELLA COLONSCOPIA FOBT




nte ogni procedura endoscopica gastrointestinale sia diagnostica che terapeutic
vvenire una batteriemia conseguente a trauma diretto della mucosa o a
minazione di spazi o tessuti sterili da parte di un accessorio endoscopico,
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Battariemia
0 - 8% (frequenza media 4.4%)
Colonscopia {+/- biopsia & polipectomia) 0 - 25 % firequenza media 4.4%)
EUS - FNA 40-58%
Dilatazione / Protesi esofages 12 - 54%
‘Scieros! di varici esofagee *fireny “ﬂmm%T%
Legatura di varicl esofages 1 - 25% (irequenza media 8.8%)
ERCP (VB non occiusa) 4%
EACP (VB occiusa) 18%
oareeis o 3%
|asarterapia colon < 18%
Lavaggio dent 20.- 70%
Masficazione di cibo 5-51%
Usa o stuzzicadenti 20 40%




i
)atteriemia comporta un rischio di localizzazione e colonizzazione batterica a

: nza (es. endocardite), e facilitata da determinate condizioni.

ti ad alto rischio: Pazienti a rischio intermedio:

si valvolari * Patologie valvolari acquisite

a di endocardite » altre cardiopatie congenite

sistemicopolmonari » Cardiomiopatia ipertrofica

ie congenite cianogene « Prolasso mitralico con rigurgito significativo
i | L)
L

colari posizionate da meno di * Trapianto cardiaco

» Neutropenia moderata (100-500)

nia (< 100)

Pazienti a basso rischio:

By pass aorto-coronarico

sso mitralico senza rigurgito




Procedure ad alto rischio

Procedure a basso rischio

Pazient! ad alto rschio raccomandata

apzicnale

Pazient] a rischio intermedio apzicnale

non raccomandata

Pazientl a basso rischio non racoomandata

non raccomandata

Protes| valvolari

Storia di endocardite

Shunt sistemico-polmonari

Protesl vascolar] posizionate da mene di un anno
Cardiopatie congenite cianogene

Pazienti a rischio intermedio

Altre cardiopatie congenite

Patologie valvolari acquisite
Carciomiopatia Ipertrofica

Prolasso mitralice con rigurgito significativo

Bazienti a basso rischio

By-pass aorto-coronarico

Difertt settall, patent ductus

Prolasso mitrallco senza rigurgita
Pace-makers

Impianto di defibrillator

Febbre reumatica senza disfunzione valvolare
Etc

Procedure ad alto rischio
Scleroterapla di varicl esofages
Dilatazione di stenosi

ERCP in presenza di ostruzione biliare

Procedure a basso rischio
Tutte le altre

2003 Osp.Valduce

Oppure

Schemi raccomandati
amaoxiclliina 2 gr per o5 1 ora prima [(bambini: 50 mg/Kg)

ampicillina 2 gr e.v, 30 minutl prima {bambini; 50 mg/Kg)

Clindamicina 800 myg [(bambinl 20 mg/Kg) per os 1 ora prima
Cefalexinag o cefadroxil 2 grammi (bambinl 50 mg/Kg) per os 1 ora prima
Azitromicina o claritromicina 500 mg (bambini 15 mg/Kg) per os 1 ara prima
=  Cefazoling 1'gr {bambinl 25 mg/Kg) l.m. o e.v. 30 minutl prima
= ‘ancomicina 1 gr (bambini 10-20 mg/Kg) e.v. 30 minutl prima




emente la Societa Americana di Cardiologia (AHA) , cosi come le Societ
iche Cardiologiche francesi, tedesche e britanniche, hanno modificato
ida per la profilassi antibiotica dell’endocardite sulla base delle segue

11 i cast di cndocardlie battenca assoclam @
prccedure endoscopiche gastrointestinall
s anecoosiiod:

21 mandcano datl conchasivi sulla reqle cor-
redlazione ra procedura endoscoplca ed
Insorgenza dl endocardine batierica:

Ay miancano skl che dinnosiring Feffiloacka
dolla profilasst antibiotca el prevendee
Pendocardioe;

45 & revian U rischio, sla pur basso, of evesi
avversl secondan allassuredone o and-
by, compres) Fanafdasst o Nnfesio-
i da Costrcdiiem difficte, o d favaorine
la sclerbone o baterl resisseral oquabl o
Sraphviococous  avreus  metcilino-resd-
Stenie (MRSA)




mandazioni

ilassi antibiotica al solo fine di
re ’endocardite non & piu
1data prima delle
 endoscopiche......
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Antibiotic prophylaxis for GI endoscopy

This i35 one of a serfes of statenents discussing the use
af G endoscoly in common climical sttuations. The Stan-
dards of Practice Committes of the Awierican Soctety for
Gastrotrtestinal Endoscapy (ASGE) prepared this fext In
preparing this mudeling, a search of the madical Nieva-
ture was pesformed By using PubMed, supplemented by
wccessing the “related articles” feature of PubMed. Adel-
itorial refevenices were obfained from the Wbliaprapbiles
of the tdenified articles and from recommendarions of
expert consultants. When lide or no data exist from
welldesigned prospective ivials, emphasis (s given o
vesuits from lavge sertes and repovts from recogrized
exfuerts, Giodelines for appropriaic. wuse of endosoopy
are based on oG critical review of the available data
and expert consensus ai the fime he guidelines are
drafted  Further controlled clinical sudies may be
needed o clanify aspects of this guideline. This guideline
iy B rendsed qF Hecessary o acootet e chavges (n
vechalom, mew datd, or ather gapects of clivical prac-
ttce. The recommendarions weve bassd on vevlelved stud-
tes aind were graded on the strevgth of the supporting
evidence (Tabie 1).

Thiz pretdeline (5 frntended to be an educaional device
o provide information that may assdst endoscopists in
providing care to patients This guidaline s nat @ vee
and sbowdd not be construed as establisbing a logal stan-
dard of care or a5 encouraging, advocating requiring,
oF disCOraging @y particular treatmen: Ciiwical dect-
sloms i awy particdar case impolve @ complex analyss
of the patenrs conditton and auailalfe coursss of
action. Fherefore, cinical considevations meay fead an
endoscopist (o take a cowrse of dction that varies from
these maldelines.

BACKGROUND

Baciersal mransiocation of endogenous microbial flors
into the hloodstream may occur daring an endoseopy he-
cause of mucosal rauma relaved o the procedure. Endos-
copy-related hecteremia carres 2 small risk of localizaton
of infection in remote tssues (e, infective endocardins).
An endoscopy may alse resule in local infections in which

Coayright © 2008 by the American Sackety for Gastraintestinal Endoscopy
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a typically sterlie space o tdssue is breached and contam-
inated by an endoscopic accessory or by contrast Injec-
thon, This guidcline discusses Infectious complications
related o an endoscepy and makes secommendations
For periprocedural antéhiouc therapy

BACTEREMIA ASSOCIATED WITH
ENDOSCOFPIC PROCEDURES

Bactesemia can accur afier endoscople procedunes and
has heen advocated as & surrogace marker for nfoctive
endocacditls  {1E) dsk. However, clincally significant
Infoetons  are extremely rane. Desplie an estimazed
14.2" million colonoscopies and 2.8 million flexble: sig-
moldosconies, and perhaps as many upper endoscopies,
performed in the United States each vear, only approsd-
rmarcly 1% cases of 1E have been rq)m'md'.wj:h a temporal
association with an endoscopic procedure. There are oo
dara thar demonstrate a causal link herween endoscopic
procedures and [E Similarly there are no daca that dem-
onstate that antiblovc prophyiaxis before endoscopic
procedures protects agalnst [E.

High-risk procedures

The highest rates of hacteremia have been reporeed with
esophageal dilaton and scierotherapy, In 3 prospective
studies, the rate of bacteremiz after csnphages] bouglenage
Iudcmmcdmhcﬂ%mzz%.“TMculnmdm
isms are usadlly commensal o the mouth. In 1 soady,
Strefiococcus piridars was the organism solated in 79%
of cases.” Bacseremls may be more frequent with the dila-
thon of malignant strdctures than with henlgn mmca*
Bacreremia may zlso e move froquent with the passage
of multple dilawes mther than with a single dilation.”

Estimnares of bacrercria associated with wariceal sclero-

Tave mmnged from 0% o 52%, with & mean of

146%.7" Endoscople varceal Hgaten, which has langely
supplanted scleratherapy, has been assoclated with bacres-
cmid rates of 1% 1w 25%, with & mean sate of 8%

Whereas, an ERCP in patients with nonehstructed bile
ducts has heen assoctaved with 2 relatvely low e of
hacteremiz, of 64%, it rdses o 18% in. the setting of
ohstructhon of the biliary tree with stones ora rumoe '

Low-risk procedures
A gastroscopy, with or withour a blopsy, 8 assoctated
with rates of bacteremiz thar range from 7% o 8%, with

v gijournesl org
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TABLE 2. Antibiotic prophylaxis for endosopic procedures

T T
T T

Pllﬁrm

nt ondition Procedure contemplated  Goal of prophylaxis  antibiotic prophylaxis O ITHTIAR ITES
Al cardiac condigons Ay endoscapic Prevertion of infective Mot indicated 1
pmosdure endocam its
Bile-duct absructon ERCP with complete Prevertion of cholangitis kot mcommanded 1
in the absenoe of drimge
Bile-duct .:l; ERCP e Tt T L i
absence of dholangits plete dranage cortiruse antibiotics
leg, FEC, hilar strictures) after the procedure
Ltosile panareatic Suid ERCP Prevertion of cyst Fecammen ded 3
collecfion (eq pseudocyst, infesction
neareeds), which
commuricates with
pancratic duct
Stesile panareatic Suld Trarsmural draimage Provention of cyst Recommen ded 3
colle: gon irfesction
Lahd lesion dong ELE-FR A Prewertion of local Mot pescorn e dhesd 1E; bow rades of bactemsmia
upper-G wact infection and local infection
Lahd lesion dong ELRE-FRA, Prevertion of local IrsuSciant data Endoscopsts may choose
lower-Gl tract firffectican to rnake firm an a case by case hasis
mecommendatian a single study indicates
a lorw sk of infection
Cystic kesiors alang ELRE-FRA, Prevertion of cyst Fecammen ded 1
Gl tract fncluding infiection
mehastirum)
Al patienis Percutaneous endoscope  Frevention of peistomal  Recommen ded 14 decmases nsk of soft-
feading tube placement  infection tiswue infection
Ciwhosis with acuie Aequired for all patients,  Prevention of inflectious  Upon admission 18; risk for bacierial
Gl bleeding regardless of endmcopc complications and inflection assodated with
pmoedures reduction of mortadity cirhoss and G Bieeding &
wiell establis hed
Symibetic vasoular Ay endomcophe Prewention of gt Mot mecammanded 14 na reparted cases of
grft and other pmosdure and dewice infecton inflection assodated with
nansallar endosoopy
camlicvasoular devioes
Pmsthetc jaims Sy end omcophe Prewention of septic Mot mecom men ded 1k ey how risk of
pmosdure arthits infizctian




pmandazioni

ofilassi antibiotica non e piu

mandata per la prevenzione

docardite infettiva in pazienti con fattori
o cardiaci che si sottopongono a
endoscopiche.

usione si basa su 3 considerazioni

lite infettiva come
1 e 'assenza di una

fondersi

Antibiotic prophylaxis in gastrointestinal endoscopy

M C Allison,” J A T Sandoe. R Tighe,” | A Simpson,* R J Hall* T S J Eliott.”
prepared on behalf of the Endoscopy Committee of the British Society
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1. INTRODUCTION

Bacteraemia iz common followang some forms of
gastzoineesting! endeseopee therapy, sueh as dilaa-
tion o injectson sclerotherapy, and can oceur with
diagnestic endoscopy slone Fortunately eomplica-
tiems resulting From dissemination of endogenons
bacteria are uneommon, and infective enddcarditis
1 an ettremiely raze complleation: Furthetmore, for
| acand therapeatic p | there s
seant evidence thir anubionic nmf,h}‘.,ms zan
seduce the ineld of

The area that has attracted the mose controversy
in recent years has been the wse of antibiotics w
prevent infective endocarditls. The. recommenda-
tiong by the American Heart Associstion [AHAY
have traditionally guided the sdvice of the natona]
bodies: represencing endoscopic practice,” " inchud-
ingz vhe British Sociery of Cascroentesology (BSG)"
The traditional puidsnee has been thet patients s
high risk of endocarditle, such as those with a
pramthetie (e, tismte or mechanical) valve andfor a
past histery of endocarditie should revene anti-
Tanties for all endoscopie procedures. Mare recently
the Busepear Society of Cardidogy recommended
antibiotic prophylots to cover therapeutic endo-
scopy in patients wath acqured walwulas heart
disease” and the Brtish Cardiovascular Sociery
went ever further, advising antibiotic prophylaxie
For patients at moderste sk of endocardits
underpoing any endoseopic procedure”

The Exdescopy Commiztee of the 350 recog-
fised the meed for comsensus on vhis bssise, -and
convened o Working Party in the spang of 2006
The membesship, compesed doctoss with 8 special
interest bn gastroenteralogy, pRstroentereligiies,
cardinlogists and microbiologists. The gastenstites-
elogists and microbiolagiers From this Wecking
Party also ool the opporcaniey te review the
evilence underpinning the use of anubledde pro-
plylaxis in other avess of endostopic peectice, in
particular end setrograde chals
togrzphy ('F_F.CP} and pereatsneous endosopic
gastrestomy {PEC). Lis weew of new gridance from
the AHA and From the National Institute foc
Health and Clinical Beeellence  (NICE), the
Wesking Party reconvered in 2008 1o reconsider,
in particulsr, the lssue of prophylass apainst
infective endocardinis,

mest

L REMIT
21 Aim

These gusdelines am to help claeians in deciding
which patients undergoleg pastrointestical endo-
scopy should recelve antiblonic prophylase.

Gt I00G;BRARS-EA0 oot b 11 3fira 2007 13E500

2.2 Developmant

The BSG fest publshed gudelines an the s of

prophylactie antibiotics in 1996, and these wete

revised by Profesgar Mike Bramble i 2001 The

2006 BSG Working, Pasty was chatred by Dr Robin

Tesgue, and, In addition e members of the

Endoscopy Comrnittes, incorpordted represents-

tinn from the BCS and the Brtsh Society for

Antimicrobial Ch:n:ur_m'apy (BSAC). The istver

professional soclety was smulmnecusly in the

poecest of xwuwmg s guidelines on ansibioe
prophylaxis. Dr Miles Allison researched the
cuzrent [iteratuce using FPubMed and UltaMED
software (the lateer |ncudes Mediine), prepaced
the beiefing docusnentarion and, sfeer the Warking

Pasty mer, set abeut revisieg the previous version

of the guidelites and preparing the first deaft of the

current guidelines.

Further changes have been made in the light of
new guldebnes From the AHA® the Amecesn
Seciesy for Castretntestinal Endoscopy [ASCE)' &
elinzeal godelne frops NICE™ " and i respodise ta
comments from members of BSC Counel and
Endoseopy Commirtees, and six invernational
seferees wha undectook peer review of the 2007
submisdon A Bnal conference comptlaing the sl
authoes of this guidetiene rook place 10 June 2008

The guldelines confioem to the North of England
Evidence based Cuidelines ment Projece.
The grading of each eommendation bs deg =13
on the category of evidence supporting lr
Recorimendations based on the level of evidence
are presented and graded as:

b A regubies st least one madomised contiolled

of goed gualivy addressog the topie of the
Ea?mmmd.mm (evidence ecategosies la and
i

» B sequires the availsbilivy of Ginical studies
withdut randombsation on the wopc of the
recommendstion (evidence eateposies Ils, 1Tk
and 1T},

» O orequires evidesce from sxpert committes
reports ar opinions or clinical experience of
resperted authorities 1n the absence of directly
applicsble clinical studies of good quality
(eviderce category [V},

2.3 Schaduled review
The content and evidetice base for these guldelines
should be ceviewed within § years of publication.

3. EXECUTIVE SUMMARY

3.1 Anciblotic prophylaxis s no longes seeom-
mended for the prevention of infective endocardétls
i patients witk casdiac risk Factors who undergn

1]




ziali conseguenze del non praticare piu la prof  ilassi

d ora la profilassi nei soggetti a rischio é stata praticata e non si puo escludere
gualche paziente abbia prevenuto I'endocardite.

ibile quindi che in futuro si assista ad un aumento dei casi di endocardite dopo
endoscopiche.

ilita di un’endocardite deve essere considerata nei pazienti che manifestano
egni di infezione nelle settimane seguenti 'endoscopia. Tali pazienti

ere prontamente indagati e trattati.

Systemic features: intermittent pyrexia, sweats, chills, rigors,
anorexia, weight loss, arthralgia and fatigue. Systemic symptoms
may be acute or insidious in onset.

Cardiac manifestations: new or worsening cardiac murmurs—
typically due to valvular regurgitation; or the development of
cardiac failure.

Extracardiac manifestations: embolic as well as vasculitic
phenomena. All major vessels may be the recipient of infected
emboli from valve vegetations. Renal, splenic and neurological
complications may be particularly serious.




NCLUSIONI
|, .
A PRATICA DELLO SCREENING DEL CANCRO COLORETTAL

FILASSI ANTIBIOTICA DELL'ENDOCARDITE NON FE’

E LINEA GUIDA CON IL PAZIENTE ED

ATTARE LA CONDOTTA




