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 Which select patients with CAP may be 
safely treated with 3-days

 Name a new species of Candida

 the correct terminology for 5 organisms

 Antibiotics for an infected hip or knee 
prosthetic joint: 1½ months or more

 A trial in men with UTI, supports 7-day tx

 Which pts would benefit from 2° prophylaxis 
against C. difficile

 The 2 criteria for severe CDI

 Probiotics are out

 AUC: MIC-based vancomycin monitoring is not 
recommended in AB
 Use trough monitoring 10-20 mg/L
 Osteomyelitis in kids: avoid central line tx
 ID Rx help is a click/call away

Objectives:



How low can you go for duration in CAP?



…for admitted patients, treat for as little as 5 days, if clinical stability 
achieved



Stopping β-lactam therapy after 3 days, in select patients, with 
moderately severe CAP, was non-inferior to 8 days of treatment



 Study limitations-fewer than ½ of the screened pts were eligible for enrollment, 
etiology of CAP was unknown

 Inclusion criteria, after 72 hrs of therapy, had clinical response:
 Temp ≤ 37.8
 HR<100
 RR<24
 O2 sat ≥90%
 Back to baseline mental status

Stopping β-lactam therapy after 3 days, in select patients, with 
moderately severe CAP, was non-inferior to 8 days of treatment



Clinically important organisms that 
have changed names



 Enterobacterales, from previous: Enterobacteriacea

 Clostridioides difficile, from previous: Clostridium difficile

 Cutibacterium acnes, from previous: Propionibacterium acnes

 Streptococcus gallolyticus (subspecies gallolyticus), from Strep bovis

 Klebsiella aerogenes , from Enterobacter aerogenes

Clinically important organisms that have 
changed names





• DAPITO
• Failure of shorter course
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DAPITO, NEJM, May 2021
Unblinded, noninferiority RCT, France compared:
6 weeks (total) vs 12 weeks (total), of antibiotics
• Different strategies (40% DAIR) and antibiotic regimens
• Median duration of IV: 9 days
• In pts with PJI managed with surgery, 6 weeks of antibiotics 

was not non-inferior to 12 weeks



Duration for afebrile male with 
symptomatic UTI



2021 July



2021 July



 272 afebrile men (median age, 69) with ≥1 symptom attributed to UTI
 dysuria (67%), frequency (55%), and urgency (34%) 

 Pre-existing disease was common: hx of UTI, prostatic hypertrophy, urinary incontinence, 
prostate Ca, intermittent catheter

 Patients were enrolled within a 7-day window of outpt tx with ciprofloxacin or TMP/SMX

 At end of 7-day regimens, pts were randomized to additional 7 days of their original 
antibiotic or to placebo

 In intent-to-treat and as-treated analyses at 14 days:
 symptom resolution was not significantly different in the 14-day and 7-day groups (≈92%)

 Subgroup analyses of pts with positive (77%) or negative (23%) urine cultures showed no 
differences

 At 28 days, recurrence of symptoms was similar in both treatment groups (≈12%) 

** No patients progressed to febrile UTI or upper UTI, and incidence of adverse events was similar in both treatment grps.
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Didn’t enroll last 18 pts to 
reach the pre-specified 
goal of 290 pts  (2014-2019)

 ciprofloxacin

Duration for afebrile male with symptomatic UTI



 supports a 7-day course of antibiotics for an afebrile man with symptoms 
attributed to UTI

 still shorter  or no antibiotics to achieve same outcome?

 raises questions about our approach to UTIs in males
 similar responses to antibiotics for men: 
 with positive cultures
 without positive cultures

 symptom-based inclusion criteria for patients

 Reflects real-world practice
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Fig 2. Countries with reported cases of C. auris infection or colonization from January 2009 to June 2020.

Du H, Bing J, Hu T, Ennis CL, Nobile CJ, et al. (2020) Candida auris: Epidemiology, biology, antifungal resistance, and virulence. PLOS 
Pathogens 16(10): e1008921. https://doi.org/10.1371/journal.ppat.1008921
https://journals.plos.org/plospathogens/article?id=10.1371/journal.ppat.1008921

https://journals.plos.org/plospathogens/article?id=10.1371/journal.ppat.1008921


 Candida auris is a common skin colonizer

 extensive antifungal resistance 

 propensity for healthcare-associated outbreaks

Comments







 Oral fidaxomicin is favored for treating patients with CDI. Acceptable: oral vancomycin

 Severe CDI: WBCs >15 x 109/L or a creatinine level of >133 µmol/L

 metronidazole for non-severe CDI in low-risk patients

 First recurrence: oral vancomycin, plus taper

 specific populations, i.e inflammatory bowel disease send C.diff; vanco min 14 days

 Probiotics should not be used for primary or secondary prevention of CDI

 Bezlotoxumab infusion as adjunct: not yet available in Canada

Selected Recommendations



 Oral vancomycin prophylaxis may be considered in high-risk patients who have 
been recently treated for C. difficile and require subsequent treatment with 
systemic antibiotics

 High-risk: age ≥ 65 years or significant immunocompromise, who were 
hospitalized with severe CDI in past 3 months

 Vancomycin 125 mg po once daily and continue for 5 days after completion of 
other antibiotics

 Metronidazole is not advised

Secondary Prophylaxis against C. difficile



• Tele-Stewardship

• Skype or call

• Preceptorships

Antimicrobial Stewardship Outreach in Alberta



J Pediatric Infect Dis Soc August 2021



 Antibiotic initiation can be delayed ≤ 72 hours while awaiting a surgical diagnostic procedure (unless 
the child is clinically ill).

 Blood culture is recommended prior to antibiotic administration.

 C-reactive protein should be measured at baseline and every 2–3 days during early therapy to follow 
treatment progress.

Treatment of osteomyelitis:

 Empiric antibiotics should cover Staphylococcus aureus ± MRSA based on local resistance patterns and 
clinical presentation.

 Additional surgical debridement for critically ill children and those with abscesses >2cm.

 Transition to oral is recommended over outpatient IV therapy in patients who respond to initial 
parental therapy

 conditional recommendation for total of 3–4 weeks for uncomplicated osteomyelitis due to S. aureus.

Key Recommendations





What do you know and how will you use it?
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