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* Edités par les Sociétés Savantes

e Ecrits par un groupe « d’ experts »

e Basés sur |’ analyse de la littérature



H- Guidelines : Méthodologie

INSTITUT
VASCULAIRE

PARIS-EST niveau de preuve

Level of Evidence A Data derived from multiple
randomised clinical trials or meta-
analyses

Level of Evidence B Data derived from a single

randomised clinical trial or large
non-randomised studies

Level of Evidence C Consensus of opinion of the experis
and/for small studies, retrospective
studies, registries




Guidelines : Méthodologie
Classe de Recommandation

ﬂWEfE’E!‘iEE of np'ﬂmn ﬂhﬂl’ﬂfthﬂ'
uzefulne'ssfnﬁ?mwnfthn given
treatment or procedure

Cass lla

‘Weight of evidence/opinion is in favour
_ of usefulness/efficacy |

Class 1ib

Usefulness/efficacy is less well
'.Estubrmﬁédbfiéﬁrdmrfeﬁ?pﬂmn
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* Points forts : EBM , consensus

* Points faibles : ne peut répondre a toutes les
situations cliniques

ne prends pas en compte les
dernieres évolutions médicales : imagerie,
technologie etc. ....
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e Aide a la pratique

* Mais la décision finale repose sur le jugement
et le bon sens du praticien
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Editor’s Choice — Management of Atherosc\erotic Carotid and Vertebral
Artery Disease: 2017 Clinical Practice Guidelines of the European Society for
vascular Surgery (ESVS)

Writing Group 2 AR. Naylor, }.-B. Ricco, G.). de Borst, 5. Debus, 1. de Haro, A. Halliday, G- Hamilton, 1. Kakisis, 5. Kakkos,
s. Lepidi, H.S. Markus, D.1. McCabe, j. Roy, H. sillesen, J.C. van den Berg, F. Vermassen,
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gSVS Guideline Reviewers ¢, ). Archie, 5. Bellmunt, A. Chaudhuri, M. Koelemay, A.-K. Lindahl, F. padberg, M. Venermo

Keywords: Carotid, Vertebral, stroke, Transient ischaemic attack, Endarterectomy, Stenting, Medical therapy,
Screening, Dementia, Asvmptnmatic, Symptmﬂatic, Thrombolysis, Imaging, Bypass, surgical

techniques, Complications, patch infection, Restenosis

476 arti '
articles analysés, 118 recommandations
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AVC en Europe : 1.4 million/an

38 billion euros
AIT WHO définition

Clinique : durée du déficit < 24 heures
AHA définition

Abscence de Perte Tissulaire

IRM pas de signe d’ infarctus
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* Origine des AVC ischémiques
25 % carotide
25 % petites arteres
20 % embolie cardiaque

30 % autre ou inconnue



Imagerie

Recommendation 1 Class Level References
Duplex ultrasound (as first-line), computed tomographic 18
angic

o 1 ECho Doppler premiére intention / puis CT ou IRM

= g
Recommendation 2
When carotid endarterectomy is being considered, it is 18

Ez SI TEA envisagée compléter ED

|
LD par CT ou IRM L
Re
g par Echo doppler par un 2eme opérateur
by computed tomographic angiography or magnetic I [
resonance anj .
momatin 0 3 S CAS : Echo doppler + CT ou IRM
intracranial ci

reommenda Pour évaluer Arche aortique et Intra cranien

Units who bas
SRS U] FOEE PR PR S | _

stenosis measurement should state which m-:easurement
.4 La méthode de mesure NASCET ou ECST doit étre précisée

performed in patients being considered for revascularisation,
unless there are significant discrepancies on non-invasive
imaging

12,14




Traitement meédical optimal

Racumrnendatlnn 8 | Class | Level | References
» 8 Mener une vie saine, reglme tabac, activité physique

Do e ]
Recommendation 9 | Class | Level References

Low-dose aspirin (75 o o 29,34

with aympromaticc 9/10  Aspirine 75-325 mg

myocardial infarction

recommendation 8 ClOpidogrel si mtolerance a |’ aspirine

Ehpidﬂgl’&' ?5- I'I:"Ig d-ﬂ I 20 PP RFD AP I DS B e
asymptomatic carotid stenosis patients if aspirn intolerant | |

Recommendation 11 Class Level References

Statin therapy is recommended for long- term preuenﬂnn nf I 36—39
stroke, myocardial infarction and ¢ ~*

in patients with asymptomaticca 19 Statines

Recommendation 12 12 TA < 140/90 mm Hg Level References

Antihypertensive treatment is rec 45,47
with hypertension and asymptomatic extracranial intemal

carotid artery stenoses to maintain long-term blood pressure
< 140/90 mmHg




Quand intervenir chez un patient
asymptomatique ?

Recommendation 17

Class References

in “average surgical risk” patients with an asymptomatic
60—99% stenosis, carotid endarterectomy should be

considered in the presence of one or more imaging
characteristics that may be associated with an increased risk

of late ipsilateral stroke,” provided documented
perioperative stroke/death rates are < 3% and the patient’s
life expectancy exceeds 5 years

13,35,54,84—-94,
96,97

lia

17 Sténose entre 60 et 90 %
1) signes de risque d’ AVC *
2) espérance de vie > 5 ans
3) chirurgien a un TCMM < 3%




Quand intervenir chez un patient
asymptomatique ?

recommencaion 7_ © Surface de la Plaque ( x 5,8) erences
in “average surgical risk , . 35,54, 84—94,
s0—s9% stenosis, arst @ Hémorragie sous plaque ( X 4) 97

considered in the prese

characteristics that P c
it Plaque hypo-échogéene ( x 3)

P ere ® Retentissement hémodynamique ( x 6)
e Sténose évolutive ( x2)
e Infarctus silencieux ( x 3,6)
e Embols au Trans Cranien ( x 10)

e AIT ou AVC controlatéral ( x 3)




Sténose carotidienne
et Fonction Cognitive

Recommendation 20

Until a causal assodation between severe asymptomatic
carotid stenases and cognitive decline has been established,
carotid interventions are not recommended for the
prevention of cognitive impairment in patients with severe
asymptomatic carotid stenoses

References

118,119




Quel patient symptomatique opérer ?

35 Sténose 70-99 %

Recommendation 35 Level References

Carotid endarterectomy Is recomm TCMM < 6% 172—174,205
carotid territory symptoms within t

who have a 70—99% carotid stenosis, pi'nuided the documented |
procedural death/stroke rate is <6%

172—-174,205

gae:nnﬁd endartt:n'e::mv should be c 36 Sténose 50'69 %

reporting carotid territory symptoms 0
months and who have a 50—69% car TCMM < 6 A)
documented procedural death/stroke 1aue s < om

Recnnmw.-ndaﬂnn 3?

Itis rece

e 47 Sténose < 50 % Si reC|d|ve malgre le traitement

treated by carotid endarterectomy, rather than carotid stenting | _

37 > 70 ans Endartériectomie plutot que CAS
38 <70 ans CAS possible



Quand et Comment Opérer une
Sténose Symptomatique

Remmmndaﬂnn 40 Class | | References
PR . Tallmcem ol o cmimcam | | ?2: 1?3

When revasc

symptomat 40 Au55| tot que possible, au mieux < 14 jours

recommende

preferably within 14 days of symptom onset |
Recommendation 41 I
who ar L 5
tr doys atter oot 41 Chiirurgie plutot que Stentmi e
endarterectomy, rather tnan carotio stenung




CEA + BMT
should be considered

Yes

Y

CEA + BMT
should be
‘considered
Class lla B

Yes

CAS + BMT
should be
considered if
oo l I._ ; I _,far




Recommendation 22 Class Level References

Antiplatelet therapy is recommended in symptomatic 121—-124,126,131
patients with 50—99% stenoses not undergoing carotid
endarterectomy or carotid stenting. First choice therapy is

clopidogrel 75 mg daily or aspirin 75 mg daily plus
modified ralaace dinvridamala 200 me fwicrs dsibe 1F

o 22  Patient Symptomatique non Opéré
clopid

2n Clopidogrel ou Aspirine + Dipyridamole 200 mgX2 _

It is remmmended that all patients undergoing carotid 140,141

endarterectomy should receive antiplatelet therapy
throughout the perioperative period and also in the long
term

Recomm == === "4

natm 23 Apres Chirurgie Carotidienne Aspirine a Vie
=724 Aspirine + Clopidogrel n’est pas Recommandée __

Lnng—ten'n aspirin plus clopidogrel therapy is not 152,153
recommended in patients undergoing carotid
endarterectomy or carotid stenting unless indicated for

cardiac reasons

Recommendation 28

148—151

Concurrant gastopoed 28 Gastro protectlon sélective

inhibition with pantoprazuc anwwn we curanec:

patients prescribed clopidogrel who have one or mnre risk
factors that increase the patient’s risk of gastrointestinal
bleeding (prior history of gastrointestinal bleeding, older age,
Helicobacter pylori infection, and concomitant use of aspirin,
or other non-steroidal anti-inflammatory agents,
anticoagulants, selective serotonin re-uptake inhibitors or
steroids)




Anesthésie/ Technique

Recommendatine Aa Flace | lawal I References

e 49  Pas d’ Avantage Indlscutable pour I’ ALR ***

surgical team’s discretion . |
“Recommendation 53 I Clace I Laual _ References

286

tsrcommendedth 53 Shunt au Choix de I’ Opérateur
|

surgeon |
' ~——— ' Level References

“Recommendation 54
288 289

“Rautine patching s econ 54 Farmeture avec un Patch

primary dosure. There is

influences outcome |

| Class | Level | References

Recommendation 55

e o 55 Eversion > Fermeture primaire

293

primary arts

heaoce 56 Pas de différence entre Patch et Eversion %3

should be lert o the aiscretion or e operaung surgeon I I

Recommendation T~ ' ) ' References
Protamine reversal 572 Protamme en fin d’ mterventlon - 283285

prevent neck haem




Complications

Recommendation 59 Class Level References

Targeted monitoring and quality control strategies may be ] C ' 170,296

considered to reduce the risk of perioperative stroke

‘Recommendation 68 Class Level References

'Anw,r patient who develops a postoperative neck haematoma 1
in assoctation with stridor or tracheal deviation must be re-

explored immediately

59 controéle per op : Artério ou Echo-Doppler



AVC Post Opératoire

Causes : embolie, thrombose, hypo perfusion

Triade: hémiplégie, hémianopsie LH et
dysfonction corticale
compleéte : occlusion Cl ou ACM
incomplete : occlusion des branches ACM

Exploration : Echo Doppler et Doppler trans cranien
Reprise chirurgicale < 6 heures
Urokinase 500000 ou 1 M Unités ou rTPA



Resténoses

Table 21. Meta-analysis of the prevalence of restenosis >70% or occlusion in surveillance data from RCTs involving CEA and CAS.”

No. of RCTs No. of patients Mean follow-up (months) ™ sis =>70% or occlusion
cl)

Any CEA 11 ArA0

1258%

‘l_].
Patched CEA 4’ 2 %
CAS or angioplasty ) S 70 % % A\IC 5; S )
CAS Re Ste n o Se4 = 51%.‘:1;1&4}

(6.0—16.3)
* Data derived from Kumar et al.**"



Resténose

Recommendation 72 Class Level References
Patients suffering a late ipsilateral stroke/TIA in the presence 1 172

an_ P il e R T W e D N e D I D

< Resténose symptomatique > SQ % doit étre réopérée ——

- )

It is recommended that patients suffering a late ipsilateral A
stroke/ftransient ischaemic attack in the presence of an
ipsilateral <<50% restenosis should be treated medically
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e > 100 recommandations



Facteurs de Risque d’un AAA

High cholesterol ey 30




Role du tabac

Yy i
S0 1

i TS




Effets protecteurs
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wsaue ]

Homme > 60 ans, histoire familiale, tabagique,
en surcharge pondérale et athérome autre territoire

wsaue I

Arrét du tabac, consommation de fruits et Iégumes, de noix
exercice hebdomadaire
diabete




Génétique

9p213°[52)  CDKN2Bantisorse RNA1  rsI0757278 045 131(.22442) 12%10°  Numerous; including CHD, 1A,
- - [COKNZBAST : : : : ' i:ammm. and Alzheimer
l:ljsaasn

120133° [42]  Low-density lipoprotein rsl466535 068 115(L10121) 45x10"7
rﬂmpt{h‘-rﬁlﬂtﬂﬂ protein
Ti(LRPTY




Dépistage

Screening, diagnosi ans

Gu'lrgui:glake, EDH: HOmme > 65 déc‘es 4'l 1000 en =85 years) was associ-

(Tzﬂﬂmdzﬂﬁﬂﬂud R A ducﬂO\’\ de nb de menS 3:5. mc:rlgality [hcij%rék abso-
akaiji, e . 238 eXa - number nee to

Alamoudi, 20157 . Pour Sauver 1 V‘e l ® The mean reported sensitivities and specificities were

Concannon, 2014 _ ersaraigiLal as Tollowes:

HAIDUICHO. SHCHOnRphY * DUS: 81% and 911%
® CTA 843% and 98.4%
* MRA- 958% and 95.8%
» MNon-radiclogist-performed ultrasound achieved

acceptable sensitivity and specificity for both detec-
tion and measurement of AAA

In patients with a8 suspected or Known AAA we recomimend |
performing physical examination that includes an

assessment of femoral and popliteal arteries.

In patients with a popliteal or fermoral artery aneurysm, we
recommend evaluation for an AAA

Level of recommendation 1 [3trong)
Quality of evidence A (High)




Screening

We recommend a one-time ultrasound screening for AAAs In
men or wormen 65 to 75 years of age with a history of

Homme ou Femme entre 65 et 75 ans tabagique
Quality of evidence A {Hr-_;h:l
We suggest ultrasound screening for AAA in first-degree

relatives of patients who present with an AAA Screening
should be performed in first-degree relatives who are

k o 1an 75
v Parent du premier degré
LB s wrr vmnsn s s sen sa vanen o < (Weak)
Quality of wi{fe_nﬂe C (Low)

We suggest a one-time ultrasound screening for AAAs in men
or women older than 75 years with a history of tobacco use |
and in otherwise good health who have not pravioushy

Si aorte < 3 cm refaire un Echo doppler dans 10 ans

Quality of evidence C (Low)

If initial ultrasound screening identified an aortic diameter
=25 cm but <3 cm, we suggest rescreening after 10 years.

Level of recormnmendation 2 (Weak)
Quality of evidence < (Low)




Imagerie

We rec T B o e
prefe ECho doppler examen de premiere ligne 4
surve pour le dépistage et le suivi

Level of recommendation 1 {Strong}
Quality of evidence A (High}
We suggest that the r~=--— derived
nner
from CT ima Vlesure sur 1€ Sca o 3 I’ autre | toouter
m & acrta.

wall measur d’une parois exte crale
Level of recom Mesuré sur la ligne centra’™ @ stement

Cuality of evidi., ne Urngraded




Risque de rupture

Femme ( X 2)

Diametrede I’ AAA 5.5-6 cm 9% par an
6-69cm 10%
>7cm 33%

Augmentation du diametre : chaque 5 mm
double le risque de rupture

FEV1 altéré
Immuno - suppresseurs



Attitude pratique

We suggest referral to a vascular surgeon at the time of initial

Demander I’ avis d’un chirurgien vasculaire

au moment du diagnostic

AAA and abdominal or back pain that is likely to be
attributed to the aneurysm.

Level of recornmendation 1 (Strong)
Quality of evidence &l

Wea reoarmrea = -0 g )
Intervention recommandee
Si douleurs .
si AAA fusiforme >= 5,5C

si AAA sacciforme
sifemme et AAA>=3CM

e e oman T T DIAMETET.
Level of recommendation 2 (Weak)



Surveillance

We suggest surveillance imaging at 3-year intervals for
patients with an AAA bebween 3.0 and 29 cm.

Level of recommendation Z (Weak)
Quality of evidenrs < {Low)
9 cm 3 ans
We suggest su < 3. wnth intervals for
patients witl ¢« 4.9 cM 1an _ rdiameter.
Level of recom 5 - 5.4cm 6 molS 2 (Weak)
uality of evidence C (Low)

Wi suggest surveillance imaging at &-maonth intenvals for
patients with an AAA between 5.0 and 5.4 cm in dianmeter.

Level of mcommendation 2 Weak)
cuality of evidence C (Low)




Progression

Author
Brady 2004
Brown 2003
Karlsson 2009
Propranolol 2002
Lederie 2002
Lindhaolt 2000
McCarthy 2003
Santilli 2002
Schlosser 2008
Schouten 2006
Solberg 2005
Vardulaki 1998 Chichester
Vardulaki 1998 Huntingdon
Vega de Céniga 2006
Vega de Céniga 2008

AAA growth rate (mm/year)

4 F B +r B % #% < & x + B 0o O

T T T

1
35 40 45 50 55
Average AAA diameter (mm)

Terms and Conditions



http://www.elsevier.com/termsandconditions

Risque opératoire

* Trois fois moindre si EVAR ( environ1% )



MET : Capacité fonctionnelle

Moderate (4-7 I'-i'FETs Climbing a Right of stairs nrmﬂnng upa hill, unning a short distance. heavy
huusa.-mrk {scrubbing flocrs er moving | fuml ra)

Excellent (»10 MEI'S Stram.lnus sports su:;h as football, basketball, singles tennis, kafﬂtﬂ. ugging
m-m[m‘te mila: nrmma. ::hup;i[ng wnad



Evaluation Cardiologique

In patients with active cardiac conditions, including unstable
angina, decompensated heart failure, severe valvular
disease, and significant arrhythmia. we recommend
cardiology consultation before EVAR or OSR

Level of recommendation 1 [5trang)
Quality of evidence B [Mcderate)

In patients with significant clinical risk factors =siisk =~
COranans arrmnr olier-——-

matique : ECG pré op

7o T
Dyspnee: ET - e . Scintigrap
cardiopathie, diabete, IRC: s

We recommend a precperative resting 12-lead ECG in all
patients undergoing EVAR or QSR within 30 days of

planned treatment.
Level of recommendation 1 [5trang)
Quality of evidence B [Maoderate)
We recommend echocardiography before planned operative
repair in patients with dyspnea of unknown origin or
waorsening dyspnea
Level of recommendation 1 [Strong)

Quality of evidence A [High)

Syste
hie ou Echo Dobu




En pratique

Retarder I’ intervention

2 Does the patient have good functiona 43 e
i e S T

-:,r'ﬁnl.-u#'-‘l A L

Intervemr

.-* Diabetes mellitus
~® Renal insufficiency

N prcead vt e 0 e
ﬁmmwmlmi'mﬁﬁﬁmmmﬂﬁ Jde s

jagque non Invasive

Exploration Cardia



Revascularisation des coronaires
avant la cure de I’ AAA

* Pas indiquée en routine : pas d’ amélioration
de la survie ni du risque de IM

* Indiquée : si syndrome coronaire aigu, angor
instable, angor stable et sténose coronaire
gauche proximale, tri troncs ou 2 troncs et
ischémie a la scintigraphie et /ou altération de
la FEVG



Si Revascularisation

In patients who may need aneurysam repair in the subsequent
12 months and in whom percutaneous coronary
intenvention is indicated. we suggest a strategy of balloon
angioplasty or bare-rnetal stent olacsr~~—"" llowwed by 4 to

6 weeks of dlB‘a“ on seul ou stent nu
Level of recomn e Z [Weak)
Quality of evidence B (Moderate)

We suggest deferring elective aneurysm repair for 30 days

after bare-metal — - . . R Of coronary artery bypass
surgery if clinical Cholisir F"_’f‘_ LRIt As an alternative,
EvVAR may be performed with uninterrupted continuation

of dual antiplatelet therapy.



Délai Stent Coronaire et cure d’AAA

Level of recommendation 2 (Weak)

Quality of evidence B (Moderate)
We suggest dﬂfa_rring open aneurnysm repair for at least /&

IS
. : - attendre 6 mol . ;
Chirurgie ouverte continuer les antiagrégants

EV AR : _ = {r'-"!m:laratﬂl
. pauerlS WIth @ drug-eluting coronary stent requiring open

aneurysm repair, we recommend discontinuation of P2Y,;
platelet receptor inhibitor therapy 10 days preoperatively
with continuation of aspirin. The P2Y:: inhibitor should be
restarted as soon as possible after surgery. The relative risks
and benefits of pericperative bleeding and stent thrombosis
should be discussed with the patient

Level of recommendation 1 (Strong)
Quality of evidence E [Moderate)




BPCO

We suggest precperative pulmonary function studies, including
room air arterial blood gas determinations, In patients with a
history of symptomatic COPD, long-standing tobacco use, or
inability to climb one flight of stairs.

Level of recommendation od“atatEUfS 1k}

s s — QnC
?H“:r[;rét 4u tabac et P

ines
u moins 2 semain
Le @ o nrnndation 1 {Strong)
Quality of evidence C [Low]

We suggest administration of pulmonary bronchodilators for
at least 2 weeks before aneurysm repair in patients with a
history of COPD or abnomnal results of pulmonary function
tasting.

Level of recommendation 2 [Weak]

GQuality of evidenca C (Low)




Protection néphronique

We suggest holding ACE inhibitors and angiotensin receptor
antagonists on the morning of surgerny and restarting these
agents after the procedure, once euvolenia has been

achieved.
Level of recommendation 2 (Weak]
Quality of evidence ™ (Low)
We recommend neses=-— Aratoire

i : ost opera

Hydratation pre et p ey I
Level of recommendation. 1 [Strong)
Quality of evidence A (High)

wWe recommend preprocedure and postprocedure hydration
with normal saline or 5% dextrose/sodium bicarbonate for
patients at mt:ruased risk of CIN undergoing EVAR.

Level of recommendation 1 {Strong)
Quality of evidence A [High})




Evaluation du risque opératoire




Calcul du risque opératoire




EVAR

* Percutané ou abord ?
 Endoprothese fixation supra ou infra rénale ?

* Artere hypogastrique : claudication fessiere,
ischémie pelvienne, dysérection,



Artere hypogastrique

We recommend preservation of flow to at least one intermal

iliac artery.
Level of recommendation 1 (Strong)
Quality of evidence : - igh)
e e au moins une hypogastridue

préserver au - chée
Utiliser une endOProt,hese|:rfaa\r'|\re en 2 temps
L€ i embolisation bilatérale 1 {Strong)

Quangy Of evidence A (High)

We recornmend staging bilateral internal liac artery occlusion
by at least 1 to 2 weeks if required for EVAR.

Level of rm:c:mﬁmm:laticrn 1 [Strong)
Quality of evidence A (High)




Résultats




Complications apres Chirurgie Ouverte




Surveillance

We recommend baseline imaging inthe first month after EVAR

CT scan et ED a 1 mois
si OK revoir a1 an
si endofuite revoir a 6 mois

CT and color duplex ultrasound imaging at 6 months.
Level of recommendation Z (Weak)
Cuality of evidence B (Moderate)

Pas de fuite a un an : écho doppler annuel

annual surveillance.

Level of recommendation Z Weak)
Cuality of evidence (Lo}

Endofuite Il mais régression du sac : ED a 6 mois
pendant deux ans, puis annuellement

SALFENILY O BRI b LEAWY ]

If a new endoleak is detected, we suggest evaluation for a type
I or type |l endoleak

Nouvelle endofuite rechercher type | ou lli

aorta at S-year intervals after open repal'r_nr EVAR.
Level of recommendation 2 Weak)
Quality of evidence C [Low)




Quand réintervenir apres EVAR

We recommend treatment of type | endoleaks.
Level of recormmendation 1 [Sfpmmm

Cality of evirlom--

Traiter ‘ o
Endofuite de typEe c augmentation du diametre

Endofuite de type Il ave
endofuite de typPe Wi

I— e rare]
== e weatment of type IV endoleaks.
Level of recommendation 2 [Weak]
Cuality of evidence C (Loww)

We recommend open repair if endovascular intervention fails
to treat a type | or type [l endoleak watk —-=="

prlarmre——-—

it ' diametre
?Elrl\:iofuite de type 1l sans augmentation du

EndOfUite de type l\_,_, s IUF ONGoING aNEUrYsmM eXpansion, even

in the absence of a visible endoleak.
Level of recornmendation 2 [Weak)
Quality of evidence C [Low)




Thrombose / infection

We recommend that follow-up of patients after aneurysm
repair include a thorough lower extremity pulse
examination or ABIL

Level of rec~~- S 1 (Strong)
-quﬂlll!l"ﬂ_fl POU‘S Etlou \P Emﬂfﬂm1
We recornr ~opt @valuation for possible graft imb

occlusion if p-aﬂ&nts develop new-onset lower extremity
claudication, ischemia. or reduction in ABl after aneurysm

repair. _ _
Level of recommendation 1 [Strong)
Quality of evidence A [High)

We recomnmend antibiotic prophylaxis to prevent graft
infection bafore any dental procedure involving the

manipulation of the gingival or neri=-~-— .
oprOf ntaires ,
Antig;roprophy\ame si soins de
urinaires
gestes digestifs ou res

gt @ntibiotic prophylaxis before respiratory tract
procedures, gastrointestinal or genitourinary procedurnes,
and dermatologic or musculoskeletal procedures for amny
patient with an acrtic prosthesis if the potential for infection
&xlsts or th-E' patlent is irmmu nocom promised.

Level of r&mmrmndatmn 2 [Weak]
Quality of evidence C [Low)



