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e Epidemiyoloji

e Risk faktorleri

e Siniflama

e Patofizyoloji

e Semptomlar ve fizik muayene bulgulan
e Tani

e Tedavi
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TANIM VE SINIFLAMA

O

e Akciger parankiminin enfeksiyonu.

Classification Criteria
Community-acquired Acute pulmonary infection in a patient who is not
pneumonia hospitalized or residing in a long-term care facility

14 or more days before presentation

Hospital-acquired pneumonia New infection occurring 48 or more hours after
hospital admission

Ventilator-acquired New infection occurring 48 or more hours after
pneumonia endotracheal intubation

Health care-associated Patients hospitalized for 2 or more days within
pneumonia the past 90 d

Nursing home/long-term care residents
Patients receving home IV antibiotic therapy
Dialysis patients

Patients receiving chronic wound care
Patients receiving chemotherapy
Immunocompromised patients
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FAKULTES

eAnatomik yerlesimlerine gore

1.  Nonsegmental alveoler (lober) pnémoni
2. Bronkopndmoni (lobiiler pnémon)
3. Interstisyel pnémoni

sEtyolojilerine gore

1. Enfeksiyoz

—Bakteriyel
—Viral
—Paraziter
—Fungal
—Mikobakteriyel

2. Non-enfeksiyoz

—Fiziksel
—Kimyasal
—Immiinolojik

sKlinik tabloya gore

1.  Tipik pnémoni
2. Atipik pnomoni

sAmpirik tedavi yaklasimina gore

1. Toplumda gelismis pnémoniler
2. Hastanede gelismis pndmoniler (Sadlk bakimiyla iliskili pndmoni, Ventilatérle iliskili pnémoni)
3. Immiinitesi baskilanmis hastalarda gelismis pnémoniler

sAgirhk durumuna gore

1. Hafif pnomoniler
2. Adir pnémoniler

+0Ozel durumlarda gériilen

1.  Alkoliklerde pnémoni 4. Diyabetiklerde Pnémoni
2. Yasllarda gelisen pnémoniler 5. T_ransplant hastalarinda Pnémoni
3. Gebelerde pnémoni 6. AIDS ve Pnémoni




EPIDEMIYOLOJI

O

e Yilda 5.16-6.11/1000 vaka
 Yilda 5.6 milyon vaka

e Pnomoni tanisi konulan hastalarin hastaneye yatis orani
%25

e Mortalite 20.3/100.000

o Ayaktan tedavi edilen hastalarda mortalite %1-5
e Hastaneye yatirilan hastalarda mortalite %12

e Yogun bakim hastalarinda mortalite %40

o Oliim nedenleri arasinda A.B.D de 6., iilkemizde 5.
sirada.

* Enfeksiyona bagh oliimler sebepleri siralamasinda 1.
sirada
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» Tedavi maliyeti hastaneye yatirilan hastalarda 4
milyar dolar

e Ayaktan tedavi edilenlerde 1 milyar dolar

e Pnomoniye bagh is giicii kayb1 64 milyon giin




RISK FAKTORLERI

O

e Yas (2 yas alt1-65 yas ustii)
e Sigara, alkolizm
o Akut viriuitik enfeksiyonlar (common cold, influenza)

e Mevcut komorbid hastaliklar (Astim, KOAH, DM,
onkolojik hastaliklar, immunsupresif hastaliklar, kalp
yetmezligi, kronik bobrek yetmezligi, kronik karaciger
hastalig)

o Ilaclar ve immiinsupresif tedavi (steroid, kemoterapi,
proton pompa inhibitorleri)

e Yutmanin ve hava yolu koruyucu reflekslerin etkilendigi
mental ve norolojik problemler (demans, strok)




PATOFIZYOLOJI

Pathophysiology of pneumonia

O

3

Bacteria enter the
lungs (from the throat
or nose, airborne
droplets, or blood).

Bacteria may The macrophages and

invade the spaces neutrophils inactivate

the bacteria. The
between cells and neutrophils also

L between alveoli. release cytokines

The neutrophils,
bacteria, and
fluid fill the
alveoli

Leading to the This cause

general
fever, chills, activation of the

and fatigue. immune system.

3

Resulting in the
consolidation
seen on chest X-
ray.
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Toplum Kokenli Pnomoni Etkenleri

O

Ayaktan tedavi edilenler Hastaneye yatirilanlar

 Streptococcus pneumonia e Servise yatirilanlar

e Mycoplasm pneumonia Streptococcus pneumonia

e Haemophilus influenza Clar.nydia pneumonia

¢ Clamydia pneumonia Leglqnella SPP-
Respiratory viruses

e Respiratory viruses )
P Y Mycoplasma pneumonia

e Yogun Bakima yatirilanlar
Streptococcus pneumonia
Staphylococcus aereus
Legionella spp.
Haemophilus influenza

e Moraxella catharralis




L7228
"
il

(e O S

2>
1P pp oS

Hastane Kokenli Pnomoni Etkenleri

O

Erken Bakteriyel Pnomoni Gec Bakteriyel Pnomoni

e Streptococcus pneumonia » Aerop gram negatif bakteriler

e Haemophilus influenza Pseudomonas aeruginosa
Enterobacter spp

Acinetobacter spp
Klebsiella pneumonia
Serratia marcescens
Echerichia coli

e Anaerop bakteriler ve e Gram pozitif koklar
Legionella pneumophila erken Staphylococcus aureus
veya gec pnomoniye neden
olabilir!!!
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Human rhinowvirus

Influenza

Streptococous prewmonias
Human metapneumovirus
Respiratory syncytial virus
Farainfluenza viruses
Other Gram negatives
Coronaviruses
Mycoplasma pneurnoniae
Staphylococcus aureus
Adenovirus

Legionella
Streptococcus spp

Other

Fig 3| Pathogens detected in patients with radiographic community acquired pneumonia from

the Centers for Disease Control EPIC study. Lighter bars indicate co-detections of more than one
liE'

iathnien. From Jaineta




Sistemik

e Halsizlik

o Ates

e Miyalji

o Istahsizhik

e Kusma, karin agrisi
e Bas agrisi

o Tasikardi

e Konfilizyon

e Siyanoz

e Hipotansiyon

KLINIK BULGULAR

O

Pulmoner

Oksiiriik (kuru, piiriilan veya
kanlh balgamli)

Pnomokok pnomonisinde pas
rengi balgam

Dispne

Ploritik gogiis agrisi

Bazen hemoptizi




FIZIK MUAYENE

O

e Tutulan bolgede gogiis hareketlerinde azalma
 Wheezing

e Solunum seslerinde azalma

o Inspiratuar ince-kaba raller

e Ronkiisler

e Bronsial solunum sesleri

e Plevral frotman

e Vokal fremitus artisi

e Tutulan bolgede perkiisyonda matite
e Trakeal deviasyon

e Lenfadenopati




TANISAL TETKIKLER

O

Labaratuvar Testleri Goruntuleme Tetkikleri

e Beyaz kiire > 15.000 ise
bakteriyel destekleyici

e CRP (<20 mg/dl ve anlamh

klinik bulgusu yoksa antibiyotik
tedavisi 6nerilmez, NICE 2014) e Toraks CT altin standart,

e Gogiis radyografisi alveoler
konsolidasyon icin %75, plevral
eflizyon icin %45 tanisal

mediasten ve parankim
ayrintil bilgi verir, alternatif
tanilar1 dislar (radyasyon,
maliyet, anstabil hastalar?)

o PCT ytksek sensitivite, diisiik
spesifiteye sahip, > 0.25 ug/L ise
antibiyotik onerilir, > 0.50 ug/L
ise antibiyotik kesinlikle

baslanmali, < 0.10 ug/L ise e Toraks USG sensitivite %94,
antibiyotik baslanmaz spesifite %96 (yatakbasi

e PCT yogun bakimda antibiyotik yapilabilir, tekrarlanabilir,
tedavisi alan hastalarda tedavi radyasyon riski yok, ucuz, fakat
etkinlik takibinde kullanilir. yapan kisinin tecriibesine bagli)
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Table 3. Proposed Initial Antibiotics Use Algorithm for CAP in the ICU
Procalcitonin
Value, pg/L =0.1 =0.25 =0.25 =0.5
Diagnosis Bacterial infection  Bacterial infection  Bacterial infection  Bacterial
highly unlikely likely likely infection/sepsis
highly likely
Prognosis Low risk for Low risk for High risk for High risk for
mortality sepsis-related bacterial bacteremic
complication infection infection and
adverse
outcome
Therapy Consider Consider Start antibiotics Start antibiotics
antibiotic antibiotic Monitor PCT and Monitor PCT and
treatment if treatment if stop antibiotics stop antibiotics
high clinical high clinical if PCT decreases if PCT decreases
suspicion suspicion =>80%-90% or =80%-90% or
Monitor PCT for Monitor PCT for <(.5 (ICL]) <0.5 (ICU)
early stopping early stopping
of treatment of treatment
Abbreviation: PCT, procalcitonin.
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Outpatient Inpatient, Inpatient, no ICU, Inpatient, ICU,
low severity moderate severity high severity
Sputum culture None routinely Yes Yes Yes
Blood culture MNone routinely Mone routinely Yes Yes
Legionella urinary antigen None routinely Mone routinely Yes Yes
Pneumococcal urinary antigen MNone routinely Mone routinely Yes Yes
Invasive respiratory MNone routinely Mone routinely Mone routinely Yes

tract sample culture

Others None routinely Mone routinely Mone routinely Yes™

Figure 1: Microbiological investigations
ICU=intensive care unit. *Others indicates fungal, tuberculosis cultures, PCR, specific serology, lung biopsy.




Buyuk Karar: Hastane??? Ev???

O

e Oksijen satiirasyonu ve arter kan gazi

e Skorlama sistemleri: CURB-65, Pneumonia Severity
Index (PSI)

 Biyobelirtecler




[ Triage / Initial Assessment suggestive of CAP ] ‘,. ﬁf ‘
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Result of CXR reviewed by clinician
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No consolidation Consolidation 7P Farirest
Reassass Does the patient meet
criteria for CAP?
/CURBSS severity score: \ / \
1 point for each feature present:
Yes No
+ Confusion
* Urea > 7 mmol/l
* Respiratory rate = 30/min Treat according to clinical judgement Consider other
+ Blood pressure (SBP < 90 or and CURB65 severity score diagnoses
DBP < 60mmHg)
\-Age 2 65 years / / ‘ \
0-1 2 3-5
Low severity Moderate severity High severity

(risk of death <3%) ( risk of death 9%) (risk of death 15-40%)

/ Other reasons for Hospital \
admission (unstable

co-morb|d|ty, 500|al) Supportive care
Microbiological
Yes investigations
as per table 4
Antibiotics given
as per table 5
Home Hospital
Antibiotics Antibiotics
as per table as per table
5

5

_4

Aim by 4 hours: diagnosis made and management including antibiotics started




Pneumonia Severity Index (PSI)

. a— Physical exam / Laboratory /

*Age : = Neoplasia +30 = Mental confusion +20 | | = Arterial pH +30
(1 pointper year) | | .| jver disease +20 | | =Respiratory rate +20 | | = BUN +20
gl * CHF +10 * SBP +20 * Sodium +20
Female Yr -10 = Cerebrovascular * Temperature +15 * Glucose +10
R o Ciseana +10 « Tachycardia +15 = Hematocrit +10
cy * Renal disease +10 « Pleural effusion +10
'-.M._ -_I_;.-' ll"‘a,__ --;___- LE"?!!I’E“““ﬂW‘ +10 _._._,_r"l
Risk class Mortality (%) Recommended site of care
(Points)
| (=50) 0.1 Outpatient
Il (51-70) 0.6 Outpatient
1 {71-90) 2.8 Qutpatient or brief inpatient
IV (91-130) 8.2 Inpatient
V (>130) 29.2 Inpatient




Toplum Kokenli Pnomoni Agirhik
Kriterleri (American Thorax Society-ATS)

Major Kriterler

» Endotrakeal entiibasyon
ve mekanik ventilasyon
gereksinimi

e Vazopressor destegi
gerektiren septik sok

e Bir major kriter yogun
bakima mutlak yatis

e Uc minor kriter yogun
bakima orta diizeyde yatis

e Solunum sayis1 > 30/dk

e PaO2/Fi02 < 250

e Multilobar infiltratlar

» Konfiizyon,disorientasyon
e Uremi (BUN = 20 mg/dl)
e WBC < 4000/ mm3

e Plt < 100.000/mm

e Hipotermi-core 1s1< 36 °C

o Agressif siv1 destegi
gereken hipotansiyon




TEDAVI

CAP

Severity assessment
(clinical judgment supported by severity scores)

v
Low risk Moderate risk High risk

CURB-65=0, 1 CURB-65=2 CURB-65=3, 4
PSI=I, 11, 1M1 PSI=IV, V PSI=IV, V

Severe CAP criteria:

>3 minor, or 21 major criteria
Outpatient Inpatient, no ICU Inpatient, ICU
Inpatient

(admitted for social reasons)

¢

v

Microbiological tests

Microbiological tests

v

Antibiotic
Monotherapy in patients
without comorbidities
or risk factors

Antibiotic
Combination antibiotics
or quinolone

Antibiotic

Combination antibiotics
(B-lactam plus macrolide*
or B-lactam plus quinolone)
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Antibiyotik Tedavisi

O

e Tani konulur konulmaz antibiyotik tedavisi
baslanmali.

e Hastaneye kabul sonrasi ilk 4-8 saat icinde
antibiyotik tedavisinin ilk dozu verilmis olmal.
Tedavinin basarisini belirleyici bir faktor.

o Anstabil, septik veya septik soktaki hastalarda ilk doz
uygulama zamani ile mortalite birbiri ile direk ve
kuvvetli bir sekilde iliskili.

e Bu grup hastalarda tami sonrasi ilk saat icinde
antibiyotik tedavisi baslatilmali.
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Table 5. Empirical Antibiotic Treatment of
Community-Acquired Pneumonia in Adults

Patient Type Antibiotic Regimen ) e
Al
, S o | | ARS
Previously healthy with no recent antibiotics (within 3 mo) 1. Macrolide: azithromycin, clarithromycin, or erythromycin 71 pasoure
2. Doxycydine
Recent antibiofic therapy (within 3 mo) or presence of a 1. Respiratory FOQ: moxifloxacin or levofloxacin
comorbidity {i.e., COPD, diabetes, renal failure, CHF, asplenia, 2. Macrolide plus beta-lactam
immunosuppressive agents or conditions, chronic alcohalism) * Preferred beta-lactams: high-dose amoxicillin or
or exposure to child in a day care center or being in regions amaoxicillin-clavulanate
of the U5, with higher-resistant Sireplococcus prewmoniae = Altermative beta-lactams include cefpodoxime or
cefuroxime

* Alternative to macrolide is doxycycline

Inpatient: Non-ICU
Non-ICU 1. Respiratory FQ
2. Macrolide plus beta-lactam
* Preferred beta-lactams: cefolaxime, ceftriaxone,
or ampicillin-sulbactam
= Alternative to macrolide is doxycycline

Inpatient: ICU

Pseudomonas infection is not an issue Beta-lactam (cefotaxime, ceftriaxone, or ampicillin-sulbactam)
with either azithromycin or respiratory FQ
= |f penicillin-allergic, use aztreonam with a respiratory FQ

Fseudomonas infection is an issue 1. Antipseudomenal agent: piperacillin-tazobactam,
cefepime, imipenem, or mergpenam with either
ciprofloxacin or levofloxacin
* |f penicillin-allengic, use azireonam as
antipseudomonal agent (plus levofloxacin)
2. Antipsewdomaonal agent plus aminogiycoside plus
azithromycin
* [f penicillin-allergic, use aztreonam as antipseudomonal
agent plus aminoglycoside plus moxifloxacin

CA-MRSA Add vancomycin (or linezolid) to standard empirical regimen
Aspiration pneumonia Amoxicillin-clavulanate or clindamycin

CA-MBSA: commnniey-acquired methicillin-resiseane Staphylococcus aureus; CHF: congestive beart failtre; COPD: clwonic alitruciive
prelenanary ditarder; FOQ: fuoraguinolone; TMMSMX: weivverbaprine-sdfarmethoxazole.
Sowrcer Reference 11,
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HCAP Suspected

Obtain lower respiratory tract (LRT) sample for culture

D e T T - s

Begin emperic antibiotics unless there is both a low clinical
suspicion for Pneumonia and negative microscopy of LRT

Day 2 and 3: Check cultures and clinical response

Clinical improvement at 48-72 hours

Culture positive Culture negative Culture negative Culture positive

Adjust antibiotic therapy
Search for other
pathogens, complications,

De-escalate antibiotics if Search for other
possible. Consider stopping pathogens, complications,
Treat selected patients for antibiotics diagnosis or sites of
7-8 days and reassess infection

diagnosis or sites of
infection
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Normal Bobrek Fonksiyonlu Hastalarda Hastane
Kokenli (VIP dis1))Pnomoni Ampirik Tedavisi

The recommendations in this algorithm are generally in keeping with the 2016 IDSA/ATS guidelines for the management of HAP and VAP. These regimens are intended for the initial treatment of patients with HAP in whom the
microbiclogic cause has not yet been identified. For patients with VAP, refer to the separate algorithm. The doses below are intended for patients with normal renal function: dosing will need to be adjusted for patients with renal
dysfunction. Empiric treatment choices should be influenced by the local distribution of pathogens causing HAP and their antimicrobial susceptibility patterns (ideally using an antibicgram that is specific to the hospital). Antimicrobial
selection should also be based upon the patient's risk factors for MDR pathogens, including recent antibictic therapy, the presence of underlying diseases, and available culture data (including prior micrebiclogy data). Additional
considerations include potential toxicities, potential drug interactions, cost, avai ty, and clinician familiarity with the medications. Once the results of pretherapy cultures are available, therapy should be narrowed based upon the
ility pattern of the pathogens identified and the potential toxicities of the regimens.

Does the patient have either of the following risk factors for mortality?
= Need for ventilatory suppert due to pneumonia
= Saptic shock

r 1
Mo Yes

Has the patient received IV antibiotics within the past 90 days?
|

No Yes
¥
Is the patient at increased risk for a gram-negative infection
(eg, structural lung disease [bronchiectasis or cystic fibrosis]
or a respiratory specimen Gram stain with numerous and
predominant gram-negative bacilli)?
T l 1
No Yes
v v
Does the patient have either of the following MRSA risk factors? Does the patient have either of the following MRSA risk factors?
= Treatment in a unit in which >20% of Staphylococcus aureus = Treatment in a unit in which >20% of 5. aureus isclates are
isolates are methicillin-resistant methicillin-resistant
= Treatment in @ unit in which the prevalence of MRSA is not known = Treatment in a unit in which the prevalence of MRSA is not known
I I
T 1 T 1
No Yes Mo Yes
¥ ¥ ¥ ¥ ¥ ¥
One of the following: * One of the following: & ‘One of the following: One of the following:
= Piperacillin-tazobactam 4.5 g IV every & hours1 = piperacillin-tazobactam 4.5 g IV every & hours1% = piperacillin-tazobactam 4.5 g IV avery & hours = piperacillin-tazobactam 4.5 g IV avery 6 hours 1%
= Cefepime 2 g IV every 8 hours1 = Cefepime 2 g IV every 8 hours = Cefepime 2 g IV every 8 hours 1 = Cefepime 2 g IV every 8 hours
= Levofloxacin 750 mg IV every 24 hours = Ceftazidime 2 g IV every 8 hours = Ceftazidime 2 g IV every 8 hours = Ceftazidime 2 g IV every 8 hours
= | evofloxacin 750 mg IV every 24 hours = Imipenem 500 mg IV every & hours = Jmipenem 500 mg IV every & hours 1
= Ciprofloxacin 400 mg IV every & hours = Marcpenem 1 g IV every 8 hours' = Mercpenam 1 g IV every 8 hours 1l
= Aztreonam 2 g IV every 8 hours = Aztreonam 2 g IV every 8 hours ¥ = Aztreonam 2 g IV every & hours¥
Plus one of the following: & Plus one of the following: T Plus one of the following: T
= Yancomycin 15 mg/kg IV (maximum 2 g per dose initially) = Amikacin 15 to 20 mg/kg IV daily£** = Amikacin 15 to 20 ma/kg IV daily***
every 8 to 12 hours with goal to target 15 to 20 mcg/mL = Gentamicin 5 to 7 mg/kg IV daily ¥** = Gentamicin 5 to 7 mg/kg IV daily ¥ **

trough level; consider a loading dose of 25 to 320 mg/kg

(maximurm 3 g} x 1 for severe fliness ¥ = Tobramycin 5 to 7 mg/lg IV daily ¥+ = Tobramycin 5 to 7 mg/kg IV daily ¥**
.l lid 9 ho = Levofloxacin 750 mg IV every 24 hours m Levofloxacin 750 mg IV every 24 hours
==l (s mog i ey (s = Ciprofloxacin 400 mg IV every & hours = Ciprofloxacin 400 mg IV every 8 hours
= Aztreonam 2 g IV every B hours = Aztreonam 2 g IV every B hours
(if not salected for the first agent above) 11 (if not salected for the first agent abova) 11

Plus one of the following: &
= Yancomycin 15 mg/lkg IV (maximum 2 g per dose initially)
every B to 12 hours with geal to target 15 to 20 mcg/mL
trough level; consider a loading dose of 25 to 20 ma/lkg
{maximum 2 g) x 1 for savera illnass ¢ ¥
= Linezclid 600 mg IV every 12 hours




Normal Bobrek Fonksiyonlu Hastalarda Ventilator
Iliskili Pnomoni Ampirik Tedavisi

‘\Q,\( UNIVERS

The recommendations in this algorithm are generally in keeping with the 2016 IDSA/ATS guidelines for the management of HAP and VAP, These regimens are intended for the initial treatment of patients in whom the microbiologic
cause has not yet been identified. The doses below are intended for patients with normal renal function; dosing will need to be adjusted for patients with renal dysfunction. Empiric treatment choices should be influenced by the local
distribution of pathogens causing VAP and their antimicrobial susceptibility patterns (ideally using an antibiogram that is specific to the hospital's ICU population). Antimicrobial selection should alsc be based upon the patient’s risk
factors for MDR pathogens, including recent antibictic therapy, the presence of underlying diseasas, and available culture data (induding prier microbiclogy data). Additicnal censiderations include potential texicities, potential drug
interactions, cost, availability, and clinician familiarity with the medications. Once the results of pretherapy cultures are available, therapy should be narrowed based upen the susceptibility pattern of the pathegens identified and the

potential toxicities of the regimens.

= ARDS preceding VAP

Are any of the following risk factors for MDR VAP present?
= IV antibiotic use within the previous 90 days?
= Septic shock at the time of VAP

® =5 days of hospitalization prior to the occurrence of VAP
= pcute renal replacement therapy prier to VAP onset

T
No

¥

= Treatment in a wnit i
gram-negative baci

s unknown

Does the patient have either of the following risk factors for resistant gram-negative bacilli?
® Treatment in a unit in which >10% of gram-negative bacilli are
resistant to an agent being considerad for moncotherapy

which the prevalence of resistance among

Mo

v

Does the patient have either of the following risk factors for MRSA?
= Treatment in a unit in which >10 to 20% of Staphylococcus aureus
isolates are methicillin-resistant
= Treatment in a wnit in which the prevalence of MRSA is not known

T
Mo

v

Yes

v

Yes

methicillin-resistant

Dioes the patient have either of the following risk factors for MRSA?
= Treatment in a unit in which >10 to 20% of 5. aureus isolates are

= Treatment in a unit in which the prevalence of MRSA is not known

T
Mo

v

Yes

¥ v

One of the following: *

= piperacillin-tazobactam 4.5 g IV every 6 hours

= Cefepime 2 g IV every 8 hours 1l
= Levofloxacin 730 mg IV every 24 hours

One of the following: &
= piperacillin-tazobactam 4.5 g IV every 6 hours1%
= Cefepime 2 g IV every 8 hours 1
= Ceftazidime 2 g IV every 8 hours
= Levofloxacin 750 mg IV every 24 hours
= Ciprofloxacin 400 mg IV every 8 hours
= Aztraonam 2 g IV every 8 hours

Plus one of the following: &
= Vancomycin 15 mg/fkg IV (maximum 2 g per dose initially)
every B to 12 hours with geal to target 15 to 20 mcg/mL
trough level; consider a loading dose of 25 to 20 malkg
{maximum 32 g} x 1 for severe illness % ¥
= Linezolid 500 mg IV every 12 hours

One of the following:

= Piperacillin-tazobactam 4.5 g IV every 6 hours1

= Cefepime 2 g IV every 8 hours 1
= Imipenem 500 mg IV every & hours
= Meropenem 1 g IV every 8 hours1

Plus one of the following: 1
= Amikacin 15 to 20 ma/kg IV daily ¥**
= Gentamicin 5 to 7 mg/kg IV daily ¥**
= Tobramycin 5 to 7 mafkg TV daily ¥**
= Levofloxacin 750 mg IV every 24 hours
= Ciprofloxacin 400 mg IV every 8 hours
= Aztreonam 2 g IV every & hours T1

One of the following:
= Piperacillin-tazobactam 4.5 g IV every 6 hours1¢
= Cofepime 2 g IV every 8 hours 1
= Ceftazidime 2 g IV every 8 hours
= Imipenem 500 mg IV every & hours
= Meropenem 1 g IV every & hours 1
= Aztreognam 2 g IV every 8 hours 48

Plus cne of the following: ¥ T

= Amikacin 15 to 20 mafkg IV daily ¥ **

= Gentamicin 5 to 7 mg/kg IV daily ¥**

= Tobramycin 5 to 7 mg/kg IV daily ¥**

= Levofloxacin 750 mg IV every 24 hours
= Ciprofloxacin 400 mg IV every & hours
= Aztreonam 2 g IV every 8 hours

(if not selectad for the first agent above) 11

Plus one of the following: &
= Yancomycin 15 ma/kg IV (maximum 2 g per dese initially)
every 8 to 12 hours with goal to target 15 to 20 meg/mL
trough level; consider a loading dose of 25 to 30 ma/kg
(maximum 3 g} x 1 for savere illness ¢ ¥
= Linezolid 500 mg IV every 12 hours




Pnoémoni Iliskili Sepsis

O

e Pnomoni sepsisin ve septik sokun en onemli nedenlerinden

e Hemodinamik anstabil sok tablosundaki hastalarin yogun bakim
birimine erken kabulii ve miimkiin olan en erken zamanda
antibiyoterapisi yaninda sivi replasmani baslanmali.

e The Surviving Sepsis Campaign hastalarin kan laktat diizeyinin
olclilmesi gerektigini belirtiyor.

e Eger hastanin laktat diizeyi 4 mmol/L tizerinde ise 30 ml/kg
izotonik kristalloid ile siv1 destegi yapilmali.

e Siv1 ve kan replasmani sirasinda asir1 sivi yiitklenmesinden
kacinilmali. Solunum yetmezligi tablosunu agirlastirabilir!!!!

e Sivi replasmani ile hemodinamik stabilite saglanamazsa
norepinefrin v/veya dopamin destegi gerekir.




Solunum Destegi

O

e Agir pnomonili hasta invaziv mekanik ventilasyon icin
adaydir. Destegin gecikmesi mortaliteyi arttirir.

e Orta derecede agir pnomonisi olan hastalar dikkatli bir
sekilde egitimli personel tarafindan non-invaziv mekanik
ventilator desteginde takip edilebilirler.

e Non-invaziv mekanik ventilator destegi entiibasyon
ihtiyaci, mortalite orani ve yogun bakimda kalis stiresini
kisaltir.

o Invaziv mekanik ventilasyon gereken hastalar icin protektif
mekanik ventilasyon yapilmalidir.

 Tidal voluim < 6 ml/kg ve plato basinci < 30 cm H20




Kortikosteroidler

O

o Eger hasta septik sok tablosunda, IV siv1 ve
vazopressor tedaviye cevap vermiyorsa siirrenal
yetmezlik icin hastanin incelenmesi gerekir.

o Bu hastalara 12 saat ara ile IV 0.5 mg/kg metil
prednizolon baslanmasi1 mortaliteyi %3 azaltir.

e Steroid tedavisine 5-7 giin devam edilmelidir.




Oral Tedaviye Gecis Kriterleri

O

En az 24 saat boyunca
e QOral alabilen,
o Sistolik kan basinci > 90 mmHg, nabiz < 100/dk seyreden,

» Arteriyel oksijen satiirasyonu > %90, oda havasini
soluyorken veya nasal kaniil ile diisiik akiml oksijen
tedavisi veriliyorken parsiyel arteriyel oksijen satiirasyonu
> 60 mmHg seyreden, uzun siireli oksijen tedavisi almakta
olan hastada bazal oksijen diizeyine donen,

e Solunum sayis1 < 25/dk seyreden,
e Bazal kognitif fonksiyonlarina donmesi,
e Atesin < 38.3 °C altinda seyretmesi




Oral Tedavi

O

- Sefuroksim/sefuroksim aksetil
- Sefradin

- Siprofloksasin

- Amoksisilin-klavulanat

- Klaritromisin

- Levofloksasin

- Moksifloksasin

- Ampisilin-sulbaktam




Tedaviye Cevabin Degerlendirilmesi

O

Yeterli antibiyoterapi ile 48-72 saat icinde klinik
diizelme olmasi beklenir

Ates genellikle 2-4 glinde duser
Lokosit sayis1 4 giin icinde normale doner

Fizik muayene bulgular1 gec kaybolabilir

En gec radyolojik bulgular kaybolur




Tedavinin Suresi

O

e PSI skoru diisuk ise 3 gunliik tedavi sonrasi klinik
olarak stabil hastada tedavi 5 giine tamamlanir.

e Ates diistukten sonra 7 giin

e Pnomokok pnomonisi ise 7-10 gun

e Legionella pnomonisi 14-21 giin

e Mycoplasma ve C. Pneumoniae 10-14 giun

» PSI yiiksek ise, agir pnomonilerde 2-3 hafta




Kimlere Grip Asis1?

- 065 yas ve lizeri
- Kronik pulmoner hastalik (KOAH, bronsektazi, brons astmasi)

- Kronik kardiovaskiiler hastalik

- Diyabetes mellitus, bobrek fonksiyon bozuklugu, ¢esitli
hemoglobinopatileri olan ve bagisiklik sistemi baskilanmis kisiler

- Yiiksek riskli hastalarla karsilasma olasilig1 olan hekim, hemsire ve
yardimc1 saglik personeli

- Grip yoniinden riskli sahislarla birlikte yasayanlar
- Gilivenlik gorevlileri, itfaiyeciler gibi toplum hizmeti veren kisiler

- Grip gecirdiklerinde ciddi komplikasyon gelisme olasiligi olan ve
tibbi sorunlar1 olan gebeler

- 2-3. trimestrde grip gecirme riski olan gebeler




- 65 yas ve lizeri

- KOAMH, bronsektazi, pnomonektomi

- Kronik kardiyovaskiiler hastaliklar

- Diabetes mellitus

- Kronik alkolizm

- Siroz

- Dalak disfonksiyonu veya splenektomi
- Lenfoma veya multiple myelom

- Kronik bobrek yetmezligi, nefrotik sendrom
- Transplantasyon

- HIV infeksiyonlu olgular

- Beyin-omurilik s1vis1 kacagi olanlar

- Pndmokok hastaligi veya komplikasyonu riskinin artmis oldugu sartlarda
yasayanlar
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