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Giris

QAcil bagvurularinda “ates yliksekligi” % 6 siklikta

QEn sik basvuru: karin agrisi / ates 2. siklikta

015 yas alti en sik basvuru sikayeti: Ates

OAtes = acil hekiminde su soruyu akla getiriyor.
QYAmpirik antibiyotik baslamalimiyim ?"

QAntibiyotikler — analjezikler en sik recete edilen ilaclar

QAcil basvurularinda 1 / 10 antibiyotik baslaniyor




Giris

QdHer gun milyonlarca insan antibiyotik kullaniliyor
QBazen endikasyon net - dogru secim yapilir.

dBazen karar vermek zor

dBazen gereksiz kullanim




Olqu

Q75 y kadin hasta

QAtes, hafif okslirlik, sirt agri, yaygin agri ile acile basvurur
Q«birkac gundiir iyi hissetmedigini* belirtir

QAtesi: 38,2 SS:18 / dk, KB: 140/80, Nb: 108/dk, pulse 02:% 98
Qfizik muayene tamamen normal

OHekim: YMuhtemelen bronsit” diye dustnur ve klaritromisin ile

taburcu eder.




Olqu

a(2 gun sonra) - Hasta yeniden acile getirilir
ASirt ve yaygin karin agrisi, ates, halsizlik

0 Antibiyotikleri kullanmasina ragmen genel durumu diizelmez

O Hasta hipotansiftir (80/60), hafif tasikardiktir, atesi: 38,5 C.

QKan tetkikleri ve idrar bakisi sonucu: Urosepsis

dSonrasinda enttibe edilir / yogun bakim




Giris

QAtesin nedenini belirleyebilmek - uygun tedaviye baslamak:

bircok faktore bagli

QIdeali her hastanin ayrintili 6yki / fizik muayenesi / tanisal test

sonuglari, komorbid sorunlarini goz ontinde bulundurarak bir tedavi

plani yapmak




Giris

QAmpirik antibiyotik, enfeksiyonlarda tedavinin temel tasi
O Tanisal test sonuclari bazen supheli olabilir

O Hatta yanlis olabilir.

OdZaman alici olabilir

O Bazen hizla etkili bir tedavi baslatmall

= Sistem kaynaklari uygun kullanmal

= Dengeyi naslil saglayacagiz ?
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The NOTA Study (Non Operative Treatment for Acute
Appendicitis)

Prospective Study on the Efficacy and Safety of Antibiotics (Amoxicillin and
Clavulanic Acid) for Treating Patients With Right Lower Quadrant Abdominal

Pain and Long-Term Follow-up of Conservatively Treated Suspected Appendiciti

mll

vBazen tedavi cok tartismall olabilir " :::
DENGE NASIL SAGLANACAK ?

SUSPHE

follow -up of nor- ﬂp-.,raml patieits,
Background: Right lower quadmant abdominal pain 15 a common cause of
emergency department admission. The natral history of acute appendicitis
nonoperatively treated with antibiotics remsains unclear,

Methods: In 2000, a waal of 159 patients [mean AR (Appendicitis Inflamima-
tory Response) score = 4.9 and mean Alvarado score = 5.2] with suspected
appendicitis were enrolled and underwent nonoperative management (MO
with amoxicillindclavulanate. The follow-up period was 2 vears,

Results: Short-term (7 dayvs) NOM failure rate was 11.9%. All patients
with imitial tailures were operated within 7 dawvs. At 15 days, no recur-
rences were recorded. After 2 years, the overall recurrence rate was 13.8%
(220159 14 of 22 patients were successlully wreated with further cvele of
amoxicillin‘clavulanate. Mo major side effiects occurred. Abdominal pain as-
sesaed by the Mumeric Rating Scale and the wisual analog scale; median
Mumeric Rating Scale score was 3 ar 5 days and 2 after 7 davs, Mean length
of stay of nonoperatively managed patients was 0.4 days, and mean sick leave
penod was 5.8 davs. Long-term efficacy of NOM treatment was 83% (118
patients recirrence free and 14 patients with recurrence nonoperatively man-
aged). None of the single factors Torming the Alvarade or AIR score ware
independent predictors of fatlure of MOM or long-term recurrence. Alvarado
and ATR scorcs were the only independent predictive factors of NOM failure
after multivariate analysis, but both did mor correlate with recurrences, Overall
costs of NOM and antibiotics were €3 16,20 per patient.

Conclusions: Antibiotics for suspected acute appendicitis are safe and ef-
fective and may avoid unnecessary appendectomy, reducing operation rate,

and may be safely and eflecuvely reated with further antibiotics,

Keyvwords: acute appendicitis, lower abdominal pain, natural history of con-
servatively treated appendicitis, non-operatrve antibiotic treatment, prospec-
tive study

(Amar Suegr 200145000 14

A cute appendicitis is one of the most common urgent conditions
seen in general surgery practice. Complications can be severe and
include perforation and generalized pertonitis, Traditionally, surgln:al
appendectomy has been the primary treatment option even in cases
of unconfirmed diagnosis, given the low incidence of major compli-
cations. However, im0 15% 1o 30% of cases, the appendix is found to
be free of discase upon resection.”® As appendectomy is associated
with short- and long-term complications such as surgical wound infiec-
tion, pneurmnonia, and development of intraperitoneal adhesions with
subsequent nsk of intestinal obstruction due to adhesions and fubal
infertility in females, the possibility of using conservative treatment
deserves further investigation. Monoperative management (NOM) of
a suspected u]'l]'ltn-llu_ﬂn has safety implications. However, delaving
surgery mav increasc the risk of ﬁndmg perforated appendicitis and
development of intra-abdominal abscesses and/or localized or diffuse
peritonitis before surgery, with a higher rate of wound infections,
medical complications, and increased long-term risk of adi@sions
and subzequent adhesive small howel obstruction and infertility after

cispmarss Koemae s heviosee o ant sarithoast sicle amd thaes ass a weaed




Sunumun amaci

QAcil serviste kilavuzlara dayali antibiyotik kullanimi ?
O Hangi durumlarda regete edilecek ?
QAsir antibiyotik kullanimin riskleri ?

A Uygun tedaviye hizla baslanmasinin 6nemi ?
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Ampirik antibiyotik ne
zaman kullaniimah ?

Q"ampirik tedavi"

QKesin enfeksiyon tanisini konmadan — odak bulunmadan / ciddi
potansiyel enfeksiyon riski nedeni ile tedaviye baslanmasi
= Kapsamh oyku - fizik muayene - demografik bilgiler - tibbi gecmis

= Laboratuvar verileri - tanisal gortntlileme sonuclarina gére olasi etkene

yonelik antibiyotik karari verilir
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Ampirik antibiyotik ne
zaman kullaniimah ?

Q"ampirik tedavi"

QTartismalar devam etsede secilmis olgularda erken ampirik tedavi

onemli ve gerekli
ACiddi - bulasici hastaliklar

Q0zellikle sepsis, septik sok, pnomoni, menenijitte ilk birkac saat

icinde baslanmali ?

>




Kan Kulturleri Ne Zaman ?

ABircok hastanede antibiyogram rutin analiz olarak yapilr
QGergekten tiim hastalar icin yararlim ?

Q0zellikle hasta immiinsuprese ise

QSepsis, Endokardit

O Bakteriyel menenjit

QDirencli — tekrarlayan IYE enfeksiyonlarinda

QDiyabetik ayakta kan kulturleri alinmali

ADiger durumlarda kullaniimasi tartismah ?
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Hekim hangi antibiyotiqi
secmeli ?

O En genis spektrumlu olani
QYan etki profili en iyi olani

QEn pahal olani

Bu secimler her zaman en iyi secim olmaya bilir !!!




Komorbid Durumlar

Qllac toleransi dykiist onemli
Ogecmiste "alerjik reaksiyon" ? ‘‘asiri duyarlihik reaksiyonu” ?

= Ornek: gecmiste makrolid - ciproflokasasin aldiktan sonra ciddi GIS

problemleri ?
QY Akut veya kronik organ disfonksiyonu oykusu” ?
QTransplant oykusu ?
= Antibiyotigin bobrek - karaciger toksisitesi 6zelligi olup olmadigi ?

= Antibiyotikler icin doz ve zaman araligini ayarlamak gerekebilir

6




Immunsuprese Hastalar

QABagisikhig: baskilanmis hastalarda dikkat edilecek hususlar ?

O Direncli organizmalar - mantar enfeksiyonlari - Pseudomonas vb.

atipik enfeksiyonlar
QImmiin sistemi baskilanmis olanlarda ates yaniti olmayabilir

QHastalik seyrine ait klasik belirtiler gorulmeyebilir.

= Bu durum antibiyotik uygulanmasinda hasta yonetiminde gecikmelere -

basarisizliga neden olabilir.

7z




Ilac etkilesimi - Yan etkiler

QHastalarin duyarliigi-kullandigi diger ilaglar bazi komplikasyonlari
aciga cikartabilir
= Or: antikoagtilan alanlarda florokinolonlar koagulopatiye neden olur

= kinolonlar kullanilacaksa (veya yanliglikla kullaniimigsa) INR takibi

QMetronidazol alanlarda, alkol kullanmasi durumunda disulfiram

reaksiyonu: ciltte kizarma, bulanti, tasikardi vb.
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.- e R 128 Antibakteriyel llag Etkilesmeleri

Antibiyotik Sinifi llac Etkilesmeleri e e R SR
:_ minoalikozidler Noromuskiler blokorier- solunum depresyonunu uzataoilir; 100p
J ditretikler- isitsel toksisiteyi uzatabilir.
[ Sefalosporinler ] Antasitler- sefaklor, sefdinir ve sefpodoksimin agizdan emilimin
- - azaltabilir. Warfarin- sefotetan ve sefaperazon warfirinin
antikoagulan etkisini artirabilir
Florokinolonlar Antasitler, demir tuzlan, sikralfat- florokinoionlann emilim
) l selasyonla azaltilir. Teofilin — metabolizma siprofloksasin ile
yavaslatilir, teofilin toksisitesine neden olabilir; warfarin elimi-
nasyonu (viicuttan uzaklastinimasi) florokinolonlaria yavaslatilir
[Makrolidler ] Klaritromisin warfarin, siklosporin, lovastatin, teofilin se viyelerini
artirapilir- ilave etkiler dikkatlice izlenmelidir
enisilinler Aliopurinoi- ampisilin ile dokintiyd artinr. Aminoglikozi-
dier- ayni anda IV verildiginde, inaktivasyon meydana gelir.
Probenisid- penisilinin renal atilimini azaltir,
Tetrasiklinler Antasitler, demir tuzlari- tetrasikline baglanir ve agizdan
e ilimini azaltir (doksisiklinle daha az meydana gelir). Oral
ontraseptifler- yetersiz.
Trimetoprim- J Warfarin- pithtilasma zamanini uzatabilir; fenitoin- serum
SUIfametaksazol seviyelerini artirabilir ve toksisite olasidir.
Vankomisin Aminoglikozidler- nefrotoksisite riskini arturabilir.




Am.J Med. 2012 Feb;125(2):183-9. doi 10.1016/; amjmed.2011.08.014,

Concurrent use of warfarin and antibiotics and the risk of bleeding in older adults.
Baillargeon J‘, Holmes HM, Lin YL, Raji MA, Sharma G, Kuo YF.

# Author information

Abstract

BACKGROUND: Antibiotic medications are associated with an increased risk of bleeding among patients recening warfarin. The recent availability of
data from the Medicare Part D prescription drug program provides an apportunity to assess the association of antibiotic medications and the risk of
bleeding in & national population of older adults recening warfarin.

METHODS: We conducted a case-control study nested within a cohort of 38,762 patients aged 65 years and older who were continuous warfarin
users, using enrollment and claims data for a 5% national sample of Medicare beneficiaries with Part D benefits. Cases were defined as patients
hospitalized for a primary diagnosis of bleeding and were matched with 3 control subjects on age, race, sex, and indication for warfarin. Logistic
regression analysis was used to calculate adjusted odds ratios (aORs) and 95% confidence intervals (Cls) for the risk of bleeding associated with
prior exposure to antibiotic medications.

RESULTS: Exposure to any antibiotic agent within the 1 days of the event/index date was associated with an increased risk of bleeding (aOR 2.01;
95% CI, 1.62-2.50). All 6 specific antibiotic drug classes examined (azole antifungals [aOR, 4.57: 95% CI, 1.90-11.03], macrolides [aOR, 1.86; 9%
Cl, 1.08-3.21], quinolones [aOR, 1.69: 9% Cl 1.09-2 621 cotimarazala a0 guliulcinadntind

&l Antikoagulan kullanan yaghlarda antibiyotik kullanimt
N G/S kanama riskini arttiniyor (6zellikle antifungalleri

| sefalosporin ve cotrimaksazol) !!!
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Ampirik Antibiyotik secimi

Ipuclari

QMuhtemel enfeksiyon odagi nerede ?

O Bazi enfeksiyon alanlarinda anatomik kaynakli kan akimi dustuk.
QVerilen antibiyotigin dokuya niifuz etmesi zor

Q0rgana ulasan antibiyotigin konsantrasyonunu sinirlar.

Q0zellikle beyin-omurilik sivisi (CSF), prostat, pankreas, deri,
ve goz bolgesinde diyabet ya da periferik vaskiler hastalik

mevcutsa, antibiyotik daha dusltk konsantrasyonlarda bulunur.
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Olasi patojenler hangisi ?

A Coklu antibiyotik tatbik edilecekse, soruna neden olma ihtimali en

yuksek organizmayi etkileyecek antibiyotik verilmeli
Q0rnek: Diyabetik, bakim evi hastalarinda Ps. Aeruginosa riski

dAyni hastalarda en olasi pnomoni etkeni: gram + koklardrr.

= Bu hastalarda antibiyoterapi hem Streptococcus pneumoniae, hemde P.

Aeruginosa kapsamali

23>




Uygulanma volu

AKismen hizl etkin terapotik doza ulasiimak isteniyorsa IV yol tercih

QOral uygulama oncesi etkili terapotik seviyelere ulasmak
icin zaman gerektiren durumlarda tek doz IV antibiyotik
tatbiki yeterli

= Ornek: IV ampisilin-sulbaktam tek doz ardindan PO amoksisilin-

klavulanat uygulanabilir.
QBu yaklasimi destekleyen veriler sinirli - secilmis vakalarda uygun

QPratikte sik kullanilan bir yontem

Z%




Etki Mekanizmasi

QBakteriyostatik ilaclar: bakterilerin gogalmasini inhibe eder

QBakterisidal antibiyotikler: bakterileri oldurur.

O Bakteriyostatiklerin, bakterileri 6ldtirmek icin MIC konsantrasyonunun 16

katina ulasmalari gerekir.




TR LI Antibakteriyal llaclarin Etki Mekanizmalar

[Hiicre duvarina etkili ajaniag [ Niikleik asit inhibitérleri ]
Penisinler Florokinolonlar
Vankomisin Rifampin
Sefalosporinler Nitrofurantoin
Teikoplanin Enzim inhibitorleri
Daptomisin Stilfonamidler

(Protein sentez inhibitérleri ] Trimetoprim
Aminoglikozidler
Makrolidler
Linezolid

Tetrasiklinler
Klindamisin

26




Etki Mekanizmasi

O Bakteriostatikler

O Hastanin enfeksiyona bagisik yanitini arttirir.

O Bakteriostatikler 0zellikle hizli bolinen ve toksin Greten organizmalarin

neden oldugu hastaliklarda daha yararli olabilir.

Q0 Ornek: toksik sok sendromu

z’




Etki Mekanizmasi

QBakterisidaller 6zellikle: bagisikhgr baskilanmis - nétropenik
hastalarda tercih edilir

O Endovaskiiler enfeksiyonlar (endokardit , menenjit veya beyin absesi )

veya osteomyelit
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Table 1
Pharmacokinetic properties of major antibiotic classes

Antibiotic Mechanism of Action

Targeted Microbes

Special Considerations

Penicillins (f-lactam) BACTERICIDEL: Inhibit cell-wall
synthesis #xposing unstable

membranes, leading to cell lysis

Gram-positive, some gram-negative
coverage

fi-Lactamase inhibitor Augment utility of f-lactam-ring-
(clavulanate, sulbactam, based antibiotics by inhibiting
tazobactam enzymatic breakdown

Extends spectrum of many penicillins
to target resistant organisms and
more gram-negative coverage

Cephalosporins (f-lactam) BACTERICIDAL: Inhibit cell-wall

Xposing unstable
membranes, leading to cell lysis, but
less susceptible to fi-lactamase

First generation (cephalexin,
cefazolin)

Second generation (cefaclor,
cefuroxime, cefotetan, cefoxitin)

Third generation (cefdinir, cefixime,
cefotaxime, cefpodoxime,
ceftriaxone, ceftazidime)

Fourth generation (cefepime)

Fifth generation (ceftaroline)

Gram-positive cocci, gram-negative
bacilli (Proteus, Escherichia coll,
Klebsiella)

Gram-positive cocci, gram-negative
cocci (Neisseria gonorrhoeae),
gram-negative bacilli (Enterobacter,
E coli, Haemophilus influenzae,
Klebsiella, Proteus)

Broader gram-negative coverage
(Pseudomonas covered by
ceftazidime)

Staphylococci, streptococci, and gram-
negative bacilli (including
Pseudomonas)

Gram-positive cocci, gram-negative
bacilli, MRSA (only SSTI)

Some of the less commonly used
inhibit vitamin K production and
cause disulfiram-like reaction (eg,
cefotetan)

Ceftriaxone is excreted in bile
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Table 1
(continued)

Antibiotic
Carbapenems

Mechanism of Action Targeted Microbes Special Considerations

: Inhibit cell-wall Penicillinase gram-positive and gram-

: posing unstable negative organisms, anaerobes, and
ertapenem, doripenem) membranes, leading to cell lysis, but ~ Pseudomonas
less susceptible to fi-lactamase
Monobactams (aztreonam) ~ BACTERICIDAL: Inhibit cell-wall Gram-negative only, including Should be reserved for identified
synthesis, exposing unstable pseudomonas resistance; limit empiric use.

membranes, leading to cell lysis but
less susceptible to fi-lactamase

Vancomycin BACTERICIDAL: Inhibit cell-wall Gram-positive, including MRSA and ~ Oral use reserved for Clostridium
synthesis, exposing unstable enterococci difficile infection only
membranes, leading to cell lysis but Very broad coverage when combined
less susceptible to f-lactamase with aminoglycoside
Administer 1 g/h to prevent red man
syndrome
Tetracyclines (doxycycline, BACTERIOSTATIC: Inhibit protein Gram-positive and some gram- Substantial bacterial resistance
minocycline) synthesis by reversibly binding negative; atypical or intracellular ~ TERATOGENIC: causes discoloration
ribosomes blocking tRNA organisms (such as Chlamydia, and hypoplasia of bones and teeth,
Mycoplasma, and tick-borne fetal hepatotoxicity
_ — __ disease)
Aminoglycosides BACTERICIDAY. (based on Gram-negative (includes Activity augmented when preceded
~(amikacin, gentamicin, concentration and dosing intervals):  Pseudomonas) by a penicillin
tobramycin, streptomycin) Inhibit protein synthesis by binding
to ribosome subunit, preventing full 30

ribosome assembly




Macrolides (erythromycin,
clarithromycin,
azithromycin,
telithromycin)

BACTERIOSTATIC: Inhibit protein
synthesis by irreversibly binding
ribosomes, preventing translocation

Atypical or intracellular organisms
(such as Chlamydia, Legionella,
Mycoplasma)

Clindamycin

BACTERIOSTATIC: Inhibit protein
synthesis by binding ribosomes,
preventing translocation

Gram-positive (including MRSA),
anaerobic bacteria

Most frequent culprit of C difficile
infection

Used for toxin-producing infections
such as toxic shock syndrome

Linezolid

BACTERIOSTATIC: Inhibit protein
synthesis by preventing full
ribosome complex formation
(bactericidal against certain

___organisms)

Gram-positive (MRSA, VRE, Listeria)

Fluoroquinolones BA(TERICIDAJ (dose dependent):
- anilon i DNA gyrase and

ciprofloxacin)

topoisomerase, preventing DNA
replication causing cell death, and
blocks cell division by not allowing
new DNA to segregate

Gram-negative (some Pseucdomonas),
gram-positive (no MRSA) and
atypical organisms

TERATOGENIC: affects connective
tissue development

Sulfonamides (trimethoprim:
sulfamethoxazole)

BACTERIOSTATIC: Inhibit synthesis of
bacterial folic acid preventing
formation of essential cofactors

Gram-positive (MRSA), limited gram-
negative

Severe hypersensitivities including $J$
Can elicit hemolytic anemiain patients
with G6PD

Metronidazole

BACTERICIDAL: forms unstable
molecules within DNA

Anaerobic bacteria and protozoa

Biliary excretion allows it to be

effective against C difficile




Ilac Endikasyonlari-Secimi

ASpesifik enfeksiyonlarda kabul edilebilir diizeyde yan etki profili

genellikle klinik deneyime dayanir.
Qllaca direnc gelistigi durumlarda

QYlksek yan etki riski mevcutsa ilac degistirilebilir.
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Ilac Direnci

A CDC verileri

dDireng giderek buytyen bir sorun

QYeni - guclu antibiyotiklere direnc ortaya cikmaya devam ediyor
O Hasta baskisi olsada recete aliskanliklari degistiriimek zorunda

O Hasta egitimi 6nemli

0 Onerilen antibiyotigin tamaminin kullanimi dnemli

QSon 10 yilda antibiyotik recete orani %20 azaldi = yeterli degil

>3




Ilac Direnci

01983 — 1987 aras! piyasaya 16 yeni antimikrobiyal ajanlar tanitildi.
02003 - 2007 arasinda sadece 5 yeni antibiyotik tretildi

02007 yiindan bu yana sadece 1 yeni ajan gelistirilmis

dYeni etki mekanizmasina sahip yeni antibiyotikler gelistirmek zor
QUretim zor ve pahalll

Qdiger ilaglardan daha duslik gelir getiriyor

QA Direncli organizmalar ile iliskili mali yiik giderek artiyor !
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il Serviste Yaygin Yetiskin Enfeksiyonlanin Tedavisi igin Tercih Edilen Antibiyotikler

Enfeksiyonun Yeri/ Tipi Siipheli Organizmalar Tercih edilen ilag Alternatif &
Solunum
Farenjit Growp A streptocooi Penisilin V Makralid
Bronsit, *otit, *akut sindzit SUrepLDCOCCUS prieumaniae Amoksisilin, amae/clav veya sefuroksim Makrolid veya doksisiklin
Haermophilus Influenzae
Epiglottit H. Influenzae, Group A streptocoi Seftriakson Sefuroksim
Tophum kokenli prdmoni
Marmal konak 5. preumaniae, viral, Mycoplasma Azitromisin Levofloksasin
Aspirasyon Aezrablar ve anaerobdar Klindamisin PipyTZ, seftriakson + metronidazol
Alkolik 5. pneumnaniae, Klebsiella Seftriakson Levafloksasin
kdrar yollan enfeksiyonlan Escherichia coli ve dider enterik gram TMP/SMX § diprofloxacin, cephabexin, or nitrofurantoin
negatif cubuklar
Cinsel yolka bulasan enfeksivonlar
(retrit Neisseria gonorhea, Chlamydia Sefiriakson Siprofioksasin
Genital iilser Treponema pallidiem, herpes simplex virus — Penisilin G Doksisikin
Asiklowir Valasikdowir
Dreriyumugak doku
Seliilit (Group A streptococd, Staphylococcus Sefalelsin t Diklaksasilin, klindamisin, TMP/SMX, veya
alreus vankomisin
Nekeotizan fasitis Polimikrobiyal Imipenem veya meropenem -
+Yankomisin
Tath/tuzhu su enfeksiyonlan Miks flora, Aeromaonas TMP-SMX Florokinolon
Kedi sind Pasteuralla, miks flora Amon/clay Klindamisin ve siprofloksasin
Menenjit
Normal konak 5. preumaniae, N.meningitides Seftriakson ve vankomisin -
S.alreus +ampisilin
Immun yetmezlik Listeria, H. influenzae Ampisilin -
Akut kann {perforasyon) Gram negatif qubuklar, anaeroblar, Ampisilin/sulbaktam veya Pip/T Sefoksitin veya sefotetan 35
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Menenjit ve Ensefalit

QA Gercek bir norolojik acildir

dmorbidite — mortalite - norolojik sekel riski ylksek.

QErken tani ve tedavi 6nemli

QAtipik olgularda tanisal zorluklar nedeni ile gec tani alabiliyorlar
QYuksek stiphe onemli

QUygun ampirik antibiyotik mimkiin oldugunca erken baslanmal..

QAtes, basagnisi olan tiim hastalarda tani diisintlmel

QEnse sertligi, mental durum degisikligi = meningoensefalit.
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Degerlendirme

QKan kaltrleri (A) Beyin BT, lomber ponksiyon (KABLO)

Antibiyotik + steroidler ?

dLomber ponksiyon oncesi antibiyotik sonuclari etkilemiyor
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TABLO 1 68 2 Erikinlerde Baktenyel Menenjitin Ampkaedavnsi veya Gram =
= Boyamadaki Organzima Sayisina Gore Diuzenlenmis Rehberler

Hasta kategonsn Potansiyel Patojenler Ampirik Tedavi

Yas

18—50 y trepmcoccus pneumomae, axone, 12 j§2atte bir 2 gram
leissenia meningitidis ;W—a‘rrrvzn—cvmsfcm 15 mg/kg

IV her 8—12 saatte bir (ya da
rifampin, S. pneumoniae direnci
olasihidi varsa)

>50y S. pneurnoniae, N. ([ Ceftriaxone, 13 saatte bir 2
meningitidis, Listeria gram, ar‘: ampidllin, 2 gra? v
monocytegenes, aercbik her 4 saa i, Incomycin,
gram-negatif basil 15 mg/kg IV her 8—12 saatte bir

(ya da rifampin S. pneumoniae
direndi clasihigi varsa)

Kapahl kafa avmass neumoniae, Haemophilus [ Ceftriaxone, 12 sgatte bir 2 gram

hikayesiyle BOS inffuenzae, group B IV, arts vancomycin, 15 mg/kg IV
sizintisi stfeptococcus
Yakin zamanh Staphylococcus aureus, S. [ Vancomydcin, 25 a‘lgfkg v
penetre kafa epidermidis, diphtheroidler, yiukleme (maximum infizyon
yaralanmasi aeraobik gram-negatif basil hizy, SO0 mg her bir saatte), arti
hikayesi, sinir m IV her 8
cerrahisi, BOS sant saatte bir, ya da ceftazidime ya
da meropenem
Penicillin ya da S. prieumnoniae, [Vancomycm 30—}0 mg/kg IV
cephalosporin N. meningitidis, L. her bir gunde 2—3 doza bdlerek,
allersjisi monogytogenes, aerobik rt(moxlﬂoxacin 400]ng v
gram-negatif basil once guniuk, arty trimethoprim-

sulfamethoxazole 10—20 mg/kg
{trimethroprim igeren) IV ginde

every 6—12 saate bolerek >7




TABLO 241-1

Akut Farenjitin Mikrobiyal Nedenleri

= RS T

Sl .
~ ~ e . ] N
SR : -

Sendrom/Ha‘sfva'iik '

~'(.)Ig-ula:n_h :

Patojen
tahmini
e - ylizdesi™
Viral
[Rinoviriis (100 tip, J subtip) Soduk alginhd: 20
Koronaviriis (3+ tip) Soguk alginhd >5
Adenovirls (tip 3, 4, 7, 14, 21) Faringokonjunktival ates, S
akut solunumsal hastalik
Herpes simpleks viris (tip 1, 2) Gingivit, stomatit, farenjit 4
Parainfluenza viris (tipler 1—4) Soguk alginhd, krup P
Influenzaviris (tip A, B) Influenza 2
Koksakivirus A (Upler 2, 4,5,6, 8, 10) Herpangina <1
Epstein-Barr virus Enfeksiyoz mononikleozis <1
Sitomegaloviris Enfeksiy6z mononiikleozis <1
Insan immiin yetmezlik virisii tip 1 Akut retroviral sendrom <1
Bakteriyal
[Streptococcus pyogdries (GABHS) Farenjit, tonsillit, kizil 15—30
Grup C B-hemolitik streptokoklar Farenjit, tonsillit 5
Neisseria gonorrhoeae Farenjit <1
Corynebacterium diphtheriae Difteri =1
Arcanobacterium haemolyticum Farenijit <1
Klamidiyal
Chlamydia pneumonia Pnomoni, bronsit, farenjit <1
Mikoplazmal
Mycoplasma pneumonia Pnomoni, bronsit, farenjit <1 40




Tonsiller Eksuda Nedenleri

A Streptococcus pyogenes
QEbstein Barr virtsu
OImmiinsipresif hastada kandidalar

QTularemi, Difteri

QRomatizmal ates sikhg: 1/3.000
QCogunda virusler etken (%75)
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Centor Kriterleri

QdTonsiller eksuda

QAgrih anterior servikal adenopati

QAtes

QOksiiriik yok

Q3 yada 4 kriter varsa pozitif prediktif deger %40 - 60

03 yada 4 kriter yoksa negatif prediktif deger % 80
QBodaz kiiltiird ile karsilastirma / Duyarlilik %77, Ozgillik %44
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Sinuzit

QAtes, akut maksiller sintzit ile iligkili sik géralen bir belirti
QEnfeksiyona bagl ates genellikle rinoviriis kaynakli

QAtes her zaman tedaviyi yonlendirmek icin kullanilamaz
QSemptomliarn baslangic doneminde;

O Dekonjestanlar ve destekleyici bakim viral tedavi icin yeterli
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Symptoms of a cold:




Blocked sinus

5
X
B>

<
=,
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Sinuzit

QdBazen bakteriyel kaynakli (S. pneumoniae ve H influenzae).
QYUz agrisi - koyu renkli geniz akintisi

APdrdlan burun akintis

QdDevam eden basagrisi

QSemptomlarin 10 giinden daha uzun siirerse bakteriyel
kaynakli distunulmeli ve antibiyotik baslanmali
= B- laktamaz inhibitoru baslanmall

= Doksisiklin yada florokinolon 2.tercih
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Akut Bronsit

QAkut baslangich oksuruk ile karakterize

O Balgam egslik edebilir yada etmeyebilir

OGenellikle 3 hafta kadar surer

OVakalarin % 901 viral kaynakh

OEn yaygin suslar gribe neden olan parainfleanza
Qsolunum sinsitial virus ve adenoviris

QRutin ampirik antibiyotik onerilmiyor

i/




Akut Bronsit

QdSemptomlarin baslamasindan sonra ilk 48 saatte nazal sturuntu
testinde influenza A veya B tespit edilirse antiviral noraminidaza
inhibitorl (drn: oseltamivir - zanamivir ) kullanilabilir — Cok
gereklimi ? tartismal ?

= Semptomlarin siddetini ve siresini azaltabilir (1-2 glin?)

O Bakteriler kaynakl bronsit: Bordetella pertussis, Mycoplasma

pneumoniae, Chlamydia pneumoniae
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7. -1 X-Y2= 8 Bronsitin Bilinen Bakteriyel Nedenleri

Patojen Klink Prezentasyon Tedavi*
Bordetella Kulucka donemi 1-3 hafta,en Tedavi hastaligin seyri kisaltmaz,
[pertussis J sik ergenlerde ve geng ama k|§|lere temasla bulagmasml

eriskinlerde, 10% - 20% sinde
(2 haftadan uzun oksiiriik,]
"bogmaca" hastalarin ¢cok az bir

kisminda olusur, ates nadirdir, basamak tedavn, tnmetoprim /
lenfositik tstiinltgii ile I6kositoz sulfametoksazol giinde iki kez 1
olabilir. cift tablet.

Mycoplasma Inkubasyon peririyodu 2—3 hafta, Spesnﬁk bll’ tedavm yoktur yada

pneumoniae 2—3 gin icinde baslar, addle- il mysin;Sh0 miligram
sanlarda ve genc eriskinlerde 1gun 250 miligram 2—5giin
toplu yasanilan alanlarda (acemi  yada benzer 53_;7
askerlerde ve yatili okullarda diisiiniilebilir. A

kalanlarda) salginlar yaygindir.

[Chlamydophila ] Inkubasyon peririyodu 3 haftadir,

pneumoniae semptomlar yavas yavas
Okstiriikten 6nce ses kisikhgi IB
aslar, toplu yasanilan alanlarda

(Gniversite 6grencilerinde ve
bakimevi sakinlerinde) salginlar
yaygindir.

Spesrﬁk bir tEdaws;]! ‘ . .




Akut Pnomoni

O Pnomoni hastane basvurlarinda en sik 6lum nedenlerinden biri

QYash ve immunsupresiflerde klasik bulgular (ates, okstruk dahil)

izlenmeyebiliyor.
QBasvuru sikayeti: Mental durum degisikligi
QAtipik basvurularda gégus filmi ideal
QBakteriyel veya viral kokenli olabilir.

QErken antibiyotik tedavisi onemli - kritikmi ?
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J Emerq Med. 2013 Juk45(1):1-7. doi: 10.1016/ jemermed.2012.11.018. Epub 2013 Feb 26.

Time to first antibiotics for pneumonia is not associated with in-hospital mortality.
SucovA' Valente J Reinert SE.

% Author information

Abstract

BACKGROUND: Time to first antibiotic (TTFA) is postulated to impact pneumonia mortality. The Joint Commission/Centers for Medicare and
Medicaid Services national quality standards previously indicated that TTFA should be <6 h (modified from <4 h when the study was initiated, now
eliminated as a time measure entirely).

OBJECTIVE: The purpose of this article was to determine whether TTFA is associated with inpatient mortalty.

METHODS: The records of 444 consecutive patients admitted with pneumonia at a single institution were retrospectively reviewed for a correlation
between TTFA and inpatient complications, including death. Statistical significance was set at p < 0.01 due to multiple comparisons.

RESULTS: Patients whose TTFA was <4 h had more complications (27% vs. 3%; p < 0.01) including death, intensive care unit admission, and
intubation. These patients were judged sicker on arrival (median Emergency Severity Index 2vs. 3; p < 0.001) and were more likely to be triaged to a
critical care bed (36% vs. 5%; p < 0.001). Shortness of breath was the only presenting factor that was more frequent in the TTFA <A.h arun (6% vs.

W Liastanin bagvurusu sonrast ilk ar!tibixloti gin baglanma
¥ zamani sonuglar icin bir belirleyici degil. Ayrica bakim

kalitesinin bir belirleyiciside degil !!!



Akut Pnomoni

QViral nedenler: influenza virusu, parainfluenza virusu, respiratuar
sinsitiyal virlis, Pneumovirus , hantavirlis, coronavirus, sucicegi,
kizamik

QO Komplike bakteriler: S pneumoniae , Mycoplasma pneumoniae ,

C pneumoniae , H influenzae , Legionella pneumophila aspirasyon

etkeni anaeroblar ve gram - negatif basiller.

ASupheli pndmoni olgularinda yatarak veya ayaktan tedavi gerekli

olup olmadigi belirlenmeli

QSkorlama sistemleri mevcut e




LT Prcmoniyi Disindiren Kriterler %
Kriterler -~ Klinik Bulgular g

] Kalp hizi> 100 atm / dk

) solunum hizi> 24 soluk / dak.

3 sicaklik> 38°C(100.4°F 28
: a0gils muayenesinde fokal konsohda 0n

oskiltasyonunda duyulan feZonans ses
remitus{hasta "bay oh boy dedlgl
§OgUs zerinden hissedmes) bulgule
5 Ya5> 64y | J':
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Tablo 3. Pnémoni agirhk skoru (PSl: Pneumonia Severity Index)

Olciit Puan Oliit Puan
Yas Laboratuvar Bulgulan
Erkek il BUN =30mg/d| 20
kKadin Y¥il-10 Ma <130mmol/L 20
Glukoz 2250mg/dl 10
Huzurevinde kalmak 10 Hte<%30 10
Komorbidite Akciger Radyogrami
Tumor varlid 30 Plevral efiizyon 10
Karaciger hastahgi 20
Konjestif Kalp Yetmezligi 10 Oksijenasyon
Kardiyovask / Serebrovask. Hast. 10 Arter pH<7.35 30
Bobrek hastalig 10 Pa0, <60mmHg 10
5a0, <%90 10
Vital Bulgular
Mental bozukluk 20
Solunum Sayis =30/dk 20
Sistolik TA<90 mmHg 20
Vicut 1sis1=35°C veya 240°C 15
Kalp hizi 2125/dk. 10

Kisaltmalar: TA: Arteriyel Tansiyon, BUN: Kan dre nitrojeni, Ma: Sodyum, Htc: Hematokrit, Pa0.. Oksijen Parsiyel
Basinc, 5a0),: Oksijen Saturasyonu

Evreleme: Evre I: Yas<50 ve kanser, KKY, KVH-SVH, KC ve bobrek hastaligi yok; Evre 1I: <70 puan;
Evre Ill: 71-90 puan; Evre IV: 91-130 puan; Evre V: >130 puan
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Tablo 2. CURB-65 skorlamasi*

1. Confusion {Kanfuzyon)

2. Urea (Ure) >42.8 mg/dL, (BUN dlciiliiyorsa »20 mag/dL [7 mmol/I]

3. Respiratary rate (Solunum sayisi) 230/dk,

4. Blood pressure (Kan basinci) (Sistolik <30 mmHg veya Diyastolik<60 mmHg)
5. Yas 2 65yl

* Her bir oleltin varhg 1 puan olarak hesaplanir

0 CURB-65 skoru < 2 veya PSI puani I, II, III ile uyumlu olan
hastalarin (Grup I) ayaktan

o Diger olgularin ise (Grup II ve III) hastaneye yatirilarak

takip ve tedavisi yapiimaldir.
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Tablo 5. Yogun bakim (initesine yatirima élcltleri*
Major

« Invazif mekanik ventilasyon gereq

+ Vazopressor gerektiren septik sok

Minor

o Solunum sayisi 230/ dak.

. Pa0,/Fi0, €250

« Akcider radyograminda multilober infiltratlar
+ Konfuzyon/dezoryantasyon

+ Uremi (BUN 220 mg/dL)

+ Lokopeni (Lokosit <4000 /mm’)

+ Trombositopeni (Trombosit <100 000 /mm?)
+ Hipotermi (<36°C)

+ Yodun swi yiklemesi gerektiren hipotansiyon

* Tek major veya en az i minér Slgiitin var olmasi kosulu aranmalicir




Komplike Olmayan Hastalar Icin Ayaktan Tedavi®

Sinif Ornekler Yorumlar

Makrolid  (Klaritromisin KSL, ] Respiratuar fluorokinolonlarda
1000 miligram PO her giin, 7 glinlik  kullanilabilir,
Veya Ancak Hastalik Kontrol ve
(zitromisin, ) Onleme Merkezleri, bu ajanlan
1.giinde 500 mg PO tedaviyi tolere edemeyen veya
ve 250 miligram 2-5 qiin dider tedavileri basansiz olmus

kisilere saklamayi Gnerir.

Tetracycline - (Doksisiklin, 100 mjligram giinde iki ~ Ikinci basamak secim.
kez, 1014 glin

* DiGer ilaclar da etkili olabilir,

50




1 R X 28 Hastane Kokenli Pnomoni Kriterleri Olmayan, Alta Yatan
Hastaligi Olan Hastalar Icin Ayaktan Hasta Yonetimi*

Sinif Omekler Yorumlar

Fluorokinolon - ( Levofloksasin, ] Dider respiratuar
5 qiin boyunca Fluorokinolonlar da kullanilabilir.
giinde 750 miligram Telitromisin de bu diizenlemede
veya endikedir,
(Moksifloksasin, 7314

guin boyunca giinde 400 miligram

Laktamaz (Amoksisilin-klavulanat, giinde ki Ugiincii kusak sefalosporin

inhibitdrl kez 2 gram amino-penisilin yerine
penisilin arti kullanilabilir.

tiirevi (Azitromisin, ]

art| 1. giinde 500 miligram PO ve 250

Macrolid miligram 2.-5. giinlerde

14




Toplumda Gelisen Pnomoniler Ile Yogun Bakim Unitesi Ihtiyac
Olmayan Hastalar Icin Yatan Hasta Tedavisi*

Sinif Ornekler Yorumlar
Fluorokinolon (Levofloksasin, 75 mligram Dider repiratuar
\ - Fuorokinolon'lar da kullanilabilir,
Veya
((Moksifioksasin, 400 miligram
|
Sefalosporin ~ (Seftriakson, 1 grgn IV Dider lictinci kusak sefalosporin- |
Arti artl ler de makrolidler veya doksisik-

Macrolid  (Azitromisin500niligram IV lin ile birlikte de kullanilabilir
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Hastane Kkenli PnomonsiOlabilecek HastalarIn Ampirik Tedavi
Ui flag Tedavisi Onerilir

Sinif Ornekler Yorumlar
[Antipsbdomonal sefalosporin ] [Sefepime,her8-125aalte l-Zg@v Fluorokinolon yerine bir aminoglikozid yerlestirlebilr. Siprofloksasin yerine
Veya her 8 saatt bir 750 miliram Levofoksasn olabil
Ceftazidime, her 8 saatte 2 gram Vankomvsin yerine her 12 saatte bir 600 miligram Linezolid kullaniabilir
e a
Fuorokinolon [Siproﬂoksasin,400mll|gram hef]saattebir*
Ve artl ,
Anti-MRSA flag [ Vankomnisin, 15 miligram/kg heﬁk saatte bir
Antipsddomonal carbapenem Imipenem, 500 mg her 6 saatte bir Florokinolon yerine bir aminoglikozid yerlestrlebilir Siprofioksasin yerine
Veya | her & saatte bir 750 miligram Levofloksasin olabilr
Eﬁeropenem, 1 ram her § saatte bﬂ Vankomisin yerine her 12 saatte bir 600 mifigram Linezolid kullanilabill
Ve a
Huorokinolon Siprofloksasin, 400 milligram her 8 saatte bir *
Art a
Ant-MRSA ilag Vankomisin, 15 miligram/kg her12 saatte bir
B—Laktam /B—aktamaz infibitr @eracillin—TazobattamA.S gramrﬂ&aatte Dir Florokinolon yerine bir aminoglikozid yerlegtilebilr Siprofioksasin yerine
Art 11| R her 8 saatte bir 750 miligram Levofloksasin olabli.
Antipseudomonal lorokinolon Ciprofloksacin, 400 miligrams her 8 saatte bir* Vankomisin yerine her 12 saatte bir 600 miligram Linezofid kulanilahir
art art
Anti-MRSA drug Vankomisin, 15 ma/kg her 12 saatte bir -




¢ Tarismal konular
0 Antibiyotiklerin erken donemde verilmesi ne derece onemli ?

o Sepsis — septik sokta erken antibiyotik kritik ?

4




Crit Care Med. 2006 Jun;34(6):1589-96.

Duration of hypotension before initiation of effective antimicrobial therapy is the critical determinant of survival in
human septic shock.

Kumar A", Roberts D, Wood KE, Light B, Parrillo JE, Sharma S, Suppes R, Feinstein D, Zanotti S, Taiberg L, Gurka D, Kumar A, Cheang M.

@ Author information

Abstract
OBJECTIVE: To determine the prevalence and impact on mortality of delays in initiation of effective antimicrobial therapy from initial onset of
recurrent/persistent hypotension of septic shock.

DESIGN: A retrospective cohort study performed between July 1989 and June 2004.

SETTING: Fourteen intensive care units (four medical, four surgical, six mixed medical/surgical) and ten hospitals (four academic, six community) in
Canada and the United States.

PATIENTS: Medical records of 2,731 adult patients with septic shock.
INTERVENTIONS: None.

MEASUREMENTS AND MAIN RESULTS: The main outcome measure was survival to hospital discharge. Among the 2,154 septic shock patients
(78.9% total) who received effective antimicrobial therapy only after the onset of recurrent or persistent hypotension, a strong relationship between the
delay in effective antimicrobial initiation and in-hospital mortality was noted (adjusted odds ratio 1.119 [per hour delay], 95% confidence interval 1.103-
1.136, p<.0001). Administration of an antimicrobial effective for isolated or suspected pathogens within the first hour of documented hypotension was
associated with a survival rate of 79.9%. Each hour of delay in antimicrobial adminisisakas

decrease s

o cokta i lanan etkili
Zr Septik sokta ilk saatler de uygu iy :
b antl:?mikfobiyal tedavi sonucglar diizeltiyor.

' Gec uygulanan antibiyotik sonuclarin kotulesm el

neden oldugu halde hastalarin sadece %50°sine ilk 6
saatte antibiyotik uyqgulaniyor.!!!



Crit Care Med. 2010 Apr;38(4):1045-53. doi: 10.1097/CCM.0b013e3181cc4824.

Impact of time to antibiotics on survival in patients with severe sepsis or septic shock in whom early goal-directed
therapy was initiated in the emergency department.

Gaieski DF ", Mikkelsen ME, Band RA, Pines JM, Massone R, Furia FF, Shofer FS, Goyal M.

@ Author information

Abstract
OBJECTIVE: To study the association between time to antibiotic administration and survval in patients with severe sepsis or septic shock in whom
early goal-directed therapy was initiated in the emergency department.

DESIGN: Single-center cohort study.

SETTING: The emergency department of an academic tertiary care center from 2005 through 2006.
PATIENTS: Two hundred sixty-one patients undergoing early goal-directed therapy.
INTERVENTIONS: None.

MEASUREMENTS AND MAIN RESULTS: Effects of different time cutoffs from triage to antibiotic administration, qualification for early goal-directed
therapy to antibiotic administration, triage to appropriate antibiotic administration, and qualification for early goal-directed therapy to appropriate
antibiotic administration on in-hospital mortality were examined. The mean age of the 261 patients was 59 +/- 16 yrs; 41% were female. In-hospital
mortality was 31%. Median time from triage to antibiotics was 119 mins (interquartile range, 76-192 mins) and from qualification to antibiotics was 42
mins (interquartile range, 0-93 mins). There was no significant association between time from triage or time from quahﬁcatlon for early goal-dlrected
therapy to antlblotlcs and mortality when assessed at different hourly cutoffs. When analyzed for time f -

i Sébt:kgokta uygun erken triaj - erken hedefe yonellk

W tedavi— erken antibiyotik hasta sonuglarini
etkileyebiliyor .!!!




BIC Health Serv Res. 2014 Apr 10;14(1):162. doi. 10.1186/1472-6963-14-162.

Time to antibiotics and outcomes in cancer patients with febrile neutropenia.
Perron T, Emara M, Ahmed §'.

@ Author information

Abstract

BACKGROUND: Febrile neutropenia is an oncologic emergency. The timing of antibiotics administration in patients with febrile neutropenia may
result in adverse outcomes. Our study aims to determine time-to- antibiotic administration in patients with febrile neutropenia, and its relationship with
length of hospital stay, intensive care unit monitoring, and hospital mortality.

METHODS: The study population was comprised of adult cancer patients with febrile neutropenia who were hospitalized, at a tertiary care hospital,
between January 2010 and December 2011. Using Multination Association of Supportive Care in Cancer (MASCC) risk score, the study cohort was
divided into high and low risk groups. A multivariate regression analysis was performed to assess relationship between time-to- antibiotic
administration and various outcome variables.

RESULTS: One hundred and five eligible patients with median age of 60 years (range: 18-89) and M:F of 43:62 were identified. Thirty-seven (35%)
patients were in MASCC high risk group. Median time-to- antibiotic administration was 2.5 hrs (range: 0.03-50) and median Iength ofhospltal stay
was 6 days (range: 157) In the multlvanate analy9|s time-to- antibiotic administration (regression coefficient [RCL o

known ¢ :
'°21W notropeml: malignite hastalarinda geg¢ antlblyotlk

tedavi hastalarin daha vzun siire hastanede kalmasina
"yatmasina neden oluyor !!!




Crit Care Med. 2014 Apr 8. [Epub ahead of print]

Empiric Antibiotic Treatment Reduces Mortality in Severe Sepsis and Septic Shock From the First Hour: Results
From a Guideline-Based Performance Improvement Program.

Ferrer R1, Martin-Loeches |, Phillips G, Osborn TM, Townsend S, Dellinger RP, Artigas A, Schorr C, Levy MM.

@ Author information

Abstract

OBJECTIVES:: Compelling evidence has shown that aggressive resuscitation bundles, adequate source control, appropriate antibiotic therapy, and
organ support are comerstone for the success in the treatment of patients with sepsis. Delay in the initiation of appropriate antibiotic therapy has
been recognized as a risk factor for mortality. To perform a retrospective analysis on the Surviving Sepsis Campaign database to evaluate the
relationship between timing of antibiotic administration and mortality.

DESIGN:: Retrospective analysis of a large dataset collected prospectively for the Suvving Sepsis Campaign.

SETTING:: One hundred sixty-five ICUs in Europe, the United States, and South America.

PATIENTS:: A total of 28,150 patients with severe sepsis and septic shock, from January 2005 through February 2010, were evaluated.
INTERVENTIONS:: Antibiotic administration and hospital mortality.

MEASUREMENTS AND MAIN RESULTS:: A total of 17,990 patients received antibiotics after sepsis identification and were included in the analysis.
In-hospital mortality was 29.7% for the cohort as a whole. There was a statically significant increase in the probability of death associated with the
number of hours of delay for first antibiotic administration. Hospital mortality adjusted for severity (sepsis severity score admission :
(emergency department. ward_ys and LRSS

[ Giddi sepsis ve septik sokta ilk doz antibiyotigin geg
 uygulanmasi sonuglari kotulestiriyor. Her 1 saatlik

gecikme ile sonuglanin kétiillesmesi paralel artabiliyor !



¢ Tarismal konular

o Sepsis — septik sokta erken antibiyotik kritik ?

0 Mevcut bulgular erken uygulanan antibiyotik ile sonuclarin
daha iyi oldugunu desteklemekle birlikte, belirtilen ifadeler

genis spektrumlu antibiyotiklerin gereksiz ve asiri kullanim

riskinide beraberinde getirebiliyor.

0 RCT yok
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Idrar Yolu Enfeksiyonlari

QKomplike olmayan idrar yolu enfeksiyonlari

dsaglikh genc hastalarda komplikasyonsuz sistit genellikle ates ile
iligkili degildir

QKomplike IYE

QUriner sistem semptomlari + ates + yan agrisi = piyelonefrit

= IYE biiyiik cogunlugu E coli, Proteus mirabilis ve gram -negatif patojen
kaynakli

2




Komplike Idrar Yolu Enfeksiyonu (lye) Igin Risk Faktorleri

Risk faktora

Oneriler

Erkek cinsiyet

Geng ekeklerde, diziiri daha ¢ok cinsel yolla
bulasan hastalik!ara sekonderdir; kiltdr pozitif
IYE olan erkeklerde altta yatan anatomik anor-
mallikten suphelenilir.

Uriner sistermin veya eksternal drenaj
sisteminin anatomik anormalligi

Kalia tiriner katetey, {ireteral stent, bobrek
tasi, norojenik mesane, polikistik bobrek has-
talig1 veya yakin zamanda idrar yolu enstrii-
mantasyonu

Tekrarlayan IYE

Evrensel bir tanimi yoktur. Pragmatik bir ta-
mim yilda {i¢ veya daha fazla olmasidir.

Erkekte ilerlemis yas

Prostat hiperplazisi varligi, yakin zaman-
da enstriimentasyon, yakin zamanda pros-
tat biyopsisi

Bakimevinde kalmak

Kahci mesane kateteriyle veya deqgil

Yenidogan

Bkz. B6lim 126, Infant ve Cocuklarda Uriner
Sistem Enfeksiyonu

Yandas hastaliklar

Diyabet, orak hiicreli anemi, digerieri

Gebelik

Bak.Boliim 102. Gebelikte Yandan Hastaliklar

Immunsupresyon

Aktif kemoterapi, AIDS, immunsupresifilaclar

llerlemis nérolojik hastalik

Sekelli olan inme, omurilik hasarlan, digerleri

Bilinen veya siiphelenilen atipik pa-
tojenler

E.coli disi enfeksiyonlar

Bilinen veya stiphelenilen tipik IYE
antimikrobiallerine direncg

Siprofloksasine direng ¢coklu dirence dela-
let eder.
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Box 2
Treatment algorithm for uncomplicated UTI in otherwise healthy young females

‘I.[Irlitial treatment c}ptiﬂnsﬂ

el. Hitrufurantﬂirﬁmanuhﬂﬂate, 100 mg twice daily for 5 days

b. E‘imethnprim—sulfamethﬂxélmle, 160/800 mg (double-strength tablet) twice daily for
3 days

2. If the patient cannot tolerate the initial treatment options or if the initial treatment failed,
consider the following™:

E[ Fluoroguinolone ]

p. B-Lactam )

E First-generation cephalﬂspnrﬂs

* Do not use in patients who might have early pyelonephritis.

“ These options are less desirable because of the resistance they can induce and because of
population effects.

Data from Gupta K, Hooton TM, Naber KG, et al. International clinical practice guidelines for
the treatment of acute uncomplicated cystitis and pyelonephritis in women: a 2010 update by
the Infectious Diseases Society of America and the European Society for Microbiology and In-
fectious Diseases. Clin Infect Dis 2011:52(5):e103-20.

0




Table 6
Treatment of pelvic inflammatory disease (PID)

Severity Regimen

Mild PID [ Ceftriaxone, 250 mq IM Jingle dode, PLUS doxycycline,
100 mg PO BID for 14 d, PLUS metronidazole,” 500 mg PO
BID for 14 d

Alternat{ve: ceftriaxone, 220 mg IMFingle dose, PLUS
[ azithromycin, 19 PO dhce a week for 2wk, PLUS

metronidazole,” 500 mg PO BID for 14 d
Moderate to severe PID, Cefotetan, 2 g [V every 12 h, OR cefoxitin, 2 g IV every 6 h,
or with tuboovarian abscess PLUS doxycycline, 100 mg IV every 12 h
Alternative: clindamycin, 900 mg |V every 8 h, PLUS
gentamicin (varied dosing recommendations)
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Infektif Endokardit

dKalbin endotelyal ylzeyinin mikrobiyal infeksiyonu
QAmpirik tedavi erken enfektif endokarditte oldukca onemli
O Metastatik infeksiyon sik (stafilokok aureus)

dTedaviye baslama karari icin Duke kriterleri yararl

z




Endocarditis

trsing.blogspot.com/
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Infektif Endokardit

QDuke kriterleri
QAKIlinik kriterler / Major kriterler
1-Pozitif kan kulturu

2-Endokardiyal tutulumun kaniti
=  Yeni ortaya cikan kapak regurjitasyonu

=  Pozitif eko bulgulan (Kapak ve destek yapilari tGzerinde hareketli kitle,

Apse, Protez kapak Uzerinde kismi ayrilma)

A




Infektif Endokardit

QMinor kriterler
1-Yatkinlik olusturan kalp hastaligi olmasi
2-Ates 38 C

3-Vaskuler fenomenler: arteryal emboli, septik pulmoner infarkt, mikotik

anevrizma, intrakranyal kanama, konjoktivada kanama, Janeway lezyonlari

4-Immiinolojik fenomenler: Glomerulonefrit, Osler noduilii, Roth lekeleri,

5-Mikrobiyolojik veriler: Major kriterler disinda kalan kilttir pozitiflikleri

6-Ekokardiyografik bulgular: major kriterlerdeki EKO disindaki bulgular

=3




Free bacterial
“vegetation® causing
systemic embolus

Bacterial infection on
valve

Bacterial infection on
endocardial
surface

www.shutterstock.com - 49315648 %




Infektif Endokardit

QAmpirik proflaksi (yaygin rejim)
O Seftriakson + gentamisin

O Tedaviye doksisiklin eklenebilir

4




Bilier Enfeksiyonlar

Akut Kolesistit l¢in Tani Kriterleri*® j

Lokal BOTQUiar WrpiTy DUlgusL

Sai st kadranda kitle, agn, hassasiyet
Sistemik enflamasyoen bulgulan, vs Ates

CRF artis)

Lakasit artisi
Garintiileme Safra kesesi duvan >3 mm

Perikolesitik sivi

Biliyer kanal capt =7 mm
¥ Akut hepatit, kronik kolesistit ve diger intestinal hastaliklar haric tutulmustur. Bir lokal ve bir sistemik bul-
qu klinik olarak tam koydurucodur. Klintk olarak akut kolesistitten suphe ediliyorsa bir gérintileme ile be-
raber tannn koydurer,

QTani kondugu anda antibiyotik baslanmahdir

i




Bilier Enfeksiyonlar

3. kusak sefalosporin sefotaksim yada seftriakson

= + Metranidazol uygulanmali

DM olan yasl hastalarda:
QAmpisilin + gentamisin

QYada Imipenem, tazobaktam uygun kombinasyondur

i d




Gastroenterit Basvurulari

QAcile en sik basvuran hasta gruplarindan biri
QdCogundan viriisler sorumiu

dSekonder bakteriyel enfeksiyon sik

QSiddetli karin agrisi, ates yliksekligi ve kanh ishali olan hastalar
icin mikroskobik inceleme uygun

A Genel olarak destek tedavi + ampirik antibiyotik yeterli

a0




Gastroenterit Basvurulari

Turist Ishalinde Eriskinlerde Ampirik Tedavi

Rehidratasyon

Icecekler: Meyve sulan ile tavuk et suyu, Gatorade, kafeinsiz soda, kaynatilmis yada hazir damitilmig su e hazirtanimis seker ve tuz kansimi paketler, Ceralyte 90, Pedialyte.

Yiyecekler: Karbohidrat icerenler (muz, ekmek, piring, elma suyu ve tortilla), patates, krakerler, Lactobacillus igeren yodurt

resince tekrarlanir. Proflaksi: her 6giinde ve yatarken ki tab-
let cidnenir

Ticari Isim Doz hcklama

Antimotilite ajanlar

Bizmut subsalisilat Pepto Bismeol 30 mL yada iki tablet her 30 dakika ara lle sekiz doz, 2 giin Asir doz ile salisilat toksisitest ofabilecedi hatirlanmall; HIV

siiresince tekrarlanarak. hastalaninda bizmut ensefalopatisi gelisebilir

Loperamid Imodium Baslangicta 4 mg, sonra her digkilama sonrasi 2 mg, 2 giin- IIk tercih edilecek antimotilite ajan, minimal santral etkile-

den fazla kullandmamall, maksimum 16 mg/alin ti olabilir,

Difenoksilat ve atvopin Lomeotil 4 mg, qinde dort kez, 2 gln stiresince Santral etidlerinden dofay: (meperidin gibi santral etkili) in-
i sirada tercih edilir Barbitiratlar, trankilizanlar ve alkol fle et-
kisi artahilir.

Antibiyotider o

@ﬂnk&aﬂn (ipro 500 mg, tek dozyada 500 mq giinde iki ked]3 gin sTresince  Orta-agir hastalikta endikedir; eger tek doz bagarisiz oiursa 3
qunlilk tedavi tamarnlanir, Onemli lag yada ilag reaksiyonla
ri gelisebilir
@ﬂuprimfsﬁlfama- Bactrim 160mg/B00 m tek doz yada 160 ma/B00fha giinde ki kez,  Orta-adir hastalikta endikedir rezistans neden ile etkinligi -
ToRsazol 3T arhd,
Bizmut subsalisilat Pepto Bismol 30 ml. yada iki tablet, 30 dakika ara lle sekizdoz, 2 qinsii-  Hafifhastalikta ve prffaksiicin kullamilir; yukaridaki diiginee-

ler gérillebilir
al




Yumusak Doku Enfeksiyonlari

dTani ve tedavisi guctur

= Akut enfeksiyon kronik vendz degisiklikler ile kombine formda olabiliyor
QCiddi olgularda ates yliksekligi 6n planda
QAgn ve kizarikliga eslik eden buller
QKutandz hemorajiler, ciltte solukluk, uyusukluk,

QHizh progresyon + dokuda gaz goriintisi = ciddi enfeksiyon
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Yumusak Doku Enfeksiyonlari

QSellulitis

O En sik gram pozitif organizmalar etken

0 Streptokoklar (¢cogu A grubu b-hemolitik streptokoklar)
Q Stafilokoklar yaygin

QS aureus: Karbonkul ve abse klinigi ile iligkili

O Streptococcus: yaygin eritem izlenir

g6










TABLO 147-2 L CnbE Direncli Staphylococcus aureus Siiphesi Veya Bilinen

Hastaligin

Patojen Olmasi Durumunda Yumusak Doku Enfeksiyvonu Tedavis

Ciddiyeti _ Enfeksiyonun Tiiriik____ Antibivotik _ B
Hafif | & D sonrasi deri L Antibivatik yok = J
apsesi Vey'a
Selilit | klindamisin, 300 myg IF’I:} J=10 gin boyunca
VEY3
Trimetoprim/sulfametoksazol ¢ift doz ginde
iki defa bir weya iki tablet PO+ sefaleksin,
500 mg PO 7-10 giin boyunca giinde 4
—delot =
Orta | & D sonrasy, hastan- | Klindamnisin, her 8 safitte 500-900 mg [V.'
eve vatis gerektiren veya
seliiliithi ve apseli staJ:ri[ Vankomisin, her 12%3'@ 1 gram IV
hasta ey
Ayakta tedaviye Linezolid, her 12 saatte 800 mqg IV.#
ragmen Kdtillesen en-
feksiyon
Ciddi METI Vankomisin, her 12 saatte 1 gram IV (veya
Sepsis linezolid her 12 saatte 600 mg IV olabilir#).

Onemli eslik eden ak
hastalidr olan hasta Meropenem, her 8 sgatre SO0-1000 mg IV
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Basit El Kesilerinde Profilaktik Sistemik Antibiyotik
Kullanimi Gerekli midir?

Should We Use Prophylactic Systemic Antibiotics For Simple Hand Lacerations
In Emergency Setting?

Spuincd 5, Bebias F, Okbtay €, Dr Secgin SOvUNCE OZET
O B Hray O Akdeniz Universitesi Tip Fakiiltesi
Acil Tip Anabilim Dalt GIRIS: Bu calismanin amac, acil duremlarda sink dis basit el kesilarinda
Akdeniz {lniversites Tp Fakiltesi acil Tip - SS0yuncu@akdeniz.edu.tr antibiyotik gereksinimini belirlemaktic,
Ansbiltm Dak GEREG VE YONTEM: Bu galigma Akdeniz Universitesi Hastanesi Acil

servisinde yapilan prospekiif gozlemsel klinik bir cahgmadir, Acil servisa

bagvuran biitin basit el kesisi olan hastalara daha dnceden hazirlanan form

dolduruimustur. Hastalar acil servisten taburcu edildikten en erken 7 gin
HHIMH Eﬂ“ ﬂ,E IUH:HE Aﬁ“_ TlF HEHEEI sonra, kendilering telefon ile ulagilarak antibiyotik kullamp kullanmadig) ve
enteksivon gelisip oelismedifi kayt edildi. Takiplerinds ulasi lamayan
astalar, oral profilaktik antibiyotik kullanan , tandon, sinir ve kemik
ralanmasi olan komplike el kesili hastalar calisma digi birakilmigtir,
LAR: Acil servise bagvuran ve el kesisi bulunan 335 hastadan
(alisma kosullanna uyan 163 hasta kabul edildi. Enfeksivon gelisme oram
%1,8 olarak bulundu,
SONUG: Acil servise basvuran isink disi basit el kesilerinde, oral profjlaktik

vuran isinik disi basit el kesilerinde, oral

Acil servise bas

proflaktik antibiyotik kullanimina gerek yoktur !!1




The Role of Antibiotic Prophylaxis for Prevention of Infection in
Patients With Simple Hand Lacerations

Shahriar Zehtabechi, MD From the Department of Emergency Medicine, State University of Mew York, Downstate Medical
Center, Brooklm, NY,

Study objective: The use of prophylactic antibiotics in patients with simple hand lacerations is
controversial. This evidence-based emergency medicine review evaluates the existing evidence about
the utility of prophylactic systemic antibiotics for prevention of infection in patients with simple hand
lacerations.

Methods: MEDLINE, EMBASE, the Cochrane Library, and other databases were searched. Studies
were selected for possible inclusion in the review if the authors stated that they had randomly
assigned patients to an antibiotic treatment group or a control group and if they followed them up for
the occurrence of infection. They also had to describe a reasonable method of wound cleaning for all
subjects, repair the wounds, and exclude hand lacerations that involved special tissues such as

bone, tendons, nerves, or large vessels. Standard criteria to appraise the guality of published trials
were used.

Results: Four randomized trials met the inclusion criteria, of which 3 met minimally acceptable
guality standards. Relative risks of infection after antibiotic use were 1.05 (95% confidence interval
[CI] .09 to 11.38), 0.73 (95% C| 0.37 to 1.46). and L5 e

I(am.plike olmayan basit el laserasyonla Emd a
antibiyotiklerin yararl yada zararli oldugunu
destekleyen yeterli kanit yok !!!

Copyright © 2007 by the American College of Emergency Physicians, 7
dol: 10,1016 /. anmemergmed. 2006.12.014




AmJ Emerq Med. 2014 Apr 2. pii. S0735-6757(14)00231-9. doi: 10.1016/.ajem.2014.03.043. [Epub ahead of print]

Antibiotic prophylaxis for ED patients with simple hand lacerations: a feasibility randomized controlled trial.
Berwald N', Khan F?, Zehtabchi §*

@ Author information

Abstract

BACKGROUND: The benefit of antibiotic prophylaxis for simple hand lacerations (lacerations that do not involve special structures) has not been
adequately studied.

OBJECTIVE: To assess the feasibility of a randomized controlled trial to determine the role of antibiotic prophylaxis in emergency department (ED)
patients with simple hand lacerations.

METHODS: Randomized, double-blind, placebo-controlled pilot trial in 2 urban academic EDs. Adult (218 years old) patients with simple hand
lacerations were randomized to cephalexin, 500 mg; clindamycin, 300 mg; or placebo (every 6 hours for 7 days, all in identical capsules). Outcomes:
(1) feasibility determined by the number of patients who agreed to enroll and number of patients who completed follow-up, (2) infection rate
(determined by 2 physicians at 10-14 days), (3) satisfaction with wound appearance (measured by a visual analogue scale at 30 days via phone).
Medians, quartiles, and percentages with 95% confidence intervals (CI) were used to present data. Groups were compared with Kruskal-Wallis and
Fisher exact tests, when appropriate.

RESULTS: Over a 5-month period, 123 patients were approached, and 78 consented to enrollment (63%; 95% Cl, 55-71%). Five were lost to follow-up
(5/78, 6%; 95% Cl, 2%-14%). Only one patient had infection on follow-up for an infection rate of 1% (95% CI, 0.01%-8%). Patient's satisfaction with
wound appearance did not differ among the groups.

! Enfeksiyon orani
dusuk !




Antibiotic Prescribing Practices of Emergency Physicians and
Patient Expectations for Uncomplicated Lacerations

Samuel Ong, MD Clive View—UCLA Medical Center, Department of Emergency Medicine, Sylmar,
Gregory J. Moran, MD California

Anusha Krishnadasan, PhD

David A. Talan, MD

For the EMERGEnNncy ID NET Study Group

Supervising Seclion Editor: Sukhjit 5. Takhar, MD

Submission history: Submitted October 13, 2010; Revision received January 25, 2011; Accepted February 21, 2011
Feprints available through open access at hitp:/jescholarship.orgfucfuciem_westjem

DO 10,5811 fwestjern.2011.2.2115

Introeduction: Prophylactic antibiotics have not been found to have a benefit in the setting of
uncomplicated lacerations. We evaluated the proportion of patients with uncomplicated lacerations
who are prescribed prophylactic antibiotics in the emergency department (ED), factors that physicians
considered when prescribing antibiotics, and factors associated with patient satisfaction.

Methods: Adults and children presenting to 10 academic EDs with acute lacerations were enrolled.
Enrolled patients were interviewed before and after their physician encounter in the ED and 2 weeks
later. Physicians were interviewed in the ED after the patient encounter about factors that influenced
their management decisions, including their perceptions of patients’ expectations. We included
patients with uncomplicated lacerations (without contamination, infection, bone, tendon, or joint
involvernent) for analysis.

Results: Of 436 patient=s enrallac

Komplike olmayan laserasyonlarda, kanit o] !‘nadlgl
halde hastalarin %20'sine gereksiz antibiyotik

baslaniyor. Antibiyotik baslanmasi hasta
memnuniyetini etkilemiyor



Gebelerde Guvenlimi ? 1!

Genel olarak guvenli Giivenli degil
Penisilinler Aminoglikozidler
Sefalosporinler Tetrasiklinler
Makrolidler Kinolonlar

Sulfanamidler
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Medscape

Today & News Reference Education

Medscape NMedPulse

ADUERTISEMENT

The Only Medical News App You’'ll Ever Need

amoxicillin/clavulanate (Rx) - Augmentin, Augmentin XR, more.. = Print

Class: Penicillins, Amino . Share
+ Feedback

Dosing & Uses Pregnancy & Lactation

Pregnancy category: B
Interactions eg v egory

Lactation: Drug excreted in breast milk. use caution

Adverse Effects
Pregnancy Categories

Warnings A: Generally acceptable. Controlled studies in pregnant women show no
evidence of fetal risk.

Pregnancy = B: May be acceptable. Either animal studies show no risk but human studies
not available or animal studies showed minor risks and human studies done
and showed no risk.

Pharmaccoclogy
C: Use with caution if benefits outweigh risks. Animal studies show risk and

human studies not available or neither animal nor human studies done.

Images
D: Use in LIFE-THREATENING emergencies when no safer drug available.

Positive evidence of human fetal risk.

Patient Handout . y 3 i y
X: Do not use in pregnancy. Risks involved outweigh potential benefits. Safer
alternatives exist.

NA: Information not available.
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2013 EMRA
Antib_iptjq Guide

Table of Contents

BONE & JOINT
Septic Bursitis

Discitis/Vertebral Osteomyelitis

Open Fractures
Osteomyelitis
Septic Arthritis
Tenosynovitis

CARDIOVASCULAR
Endocarditis

by Brian Levine MD

The EMRA 2013 Antibiotic Guide, 15th edition, is designed to be a quick reference
guide to antibiotic use in the emergency department. The contents are organized
alphabetically by organ system, followed by sections on "Special Topics” to make
reference quick and easy for a particular disease process. As requested by popular
demand of loyal users, each organ system and special topic section is color coded
for quick reference.

You can read a review of the book on 7
EMRA Member Price $15.95

ACEP Member Price $17.95
LIST Price $19.95

ORDER TODAY'!




Soru ? Katk ?
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