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YBU’deki hasta icin risk faktorleri

YBU'de solunum yolu enfeksiyonu gelisimi

Farinks/oral/

nazal bakteri Mide: bakteri igin
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Gelisim zamanina gore etkenler




Tani

Kan, plevral sivi analizi, ve kultur

e Perkutan igne aspirasyonu
 Endotrakeal aspirarasyon
« Kor bronsiyal ornekleme (BBS)

e Korunmus fircalama (PSB)
« BAL
 Korunmus BAL



Kultur degerlendirmesi

Wi  Korunmus firgalama yontemi (=103
| CFU/ml)

« Bronkoalveoler lavaj (=104 CFU/mI)

 Kantitatif endotrakeal aspirat (=10°
CFU/mI)




i Tanida klinik yaklagim

Klinik degerler kullanilarak uyg
~« HKP'nin tanisinda katki saglar

* %72-%85 duyarl, %85-%91 ozgul




Tanida klinik yaklasim-CPIS

1.
— > 36.5ve <384 0
— > 38.5ve <38.9 1
- > 39.0 veya < 36.0 2
2.
— > 4,000 ve < 11,000 0
- < 4,000 veya >11,000 1
— + band formu 500 1
3.
— Sekresyon yok 0
— Sekresyon var 1

- Purulan sekresyon 1




Tanida klinik yaklasim-CPIS

4.
u > 240 veya ARDS
- > 240 ve ARDS bulgusu yok
S.
— Infiltrasyon yok
- Diffuz veya yama tarzi infiltrasyon
- Lokalize infiltrasyon
6. (semikantitatif 0-1-2-3 +)

- Patojenik bakteri kulturu
< 1+ veya yok

- Patojenik bakteri kulturu
> 1+

- Gram boyamada ayni patojenik bakteri
\ > 1+
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Figure 1. Algorithm for classifying patients with hospital-acquired
pneumonia according to the Consensus Statement of the American Tho-
racic Society. Adapted with permission of the American Thoracic Society

[4]. Copyright ©1986 American Thoracic_Society. Hﬂsnsl ssmrsd pneL-

monia in adults: diagnosis assessment of severi

thera and preventative s
Crit Care Med 1996: 153:1711-1725.




Ampirik antibiyotik tedavisi-1996




Ampirik antibiyotik tedavisi-1996
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Mlicroorganisms in
Group Al::l::nrllmq to the 1996 Consensus State-

ment of the American Thoracic Society

Core organism

Group 1

Enteric gram-negative bacill
Escherichia coli
Enterobacter species
Klebsiella speciaes
Froteus species
Serratia marcescens

Haemophilus influenzae

MSSA

Streptococcus pneumonias

Group 27

Anasrcbes

MS5A and MRBSA

Legionella species

FPseudomonas asmiginosa
Group 32

Pseudomonas aemiginosa
Acinetobacter species
MESA




Ampirik antibiyotik tedavisi-2005




Late Onset | >5 days) or Risk Factors for

Multi-drug Resistant (MDR) Pathogens
iTakla 2)

Limited Spectrum Broad Spectrum

Antibiotic Therapy
Antibiotic Ther
[-?.hr. ) i For MDE Pathogens
{Tables 4 & 5)
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TABLE 3. IN[TIAL EMPIRIC ANTIBIOTIC THERAPY. FOR HOSPITAL-ACQUIRED PNEUMONIA OR

NENTIATOR-ASSOCIATED PNEUMONIA IN PATIENTS WITH NO KNOWN RISK FACTORS FOR
MULTIDRUG-RESISTANT PATHOGENS, EARLY ONSET, AND ANY DISEASE SEVERITY

Potential Pathogen Recommended Antibiotic*

Streptacoccus preumoniae’ Ceftriaxone

Haemophilus influenzae or
Methicillin-sensitive Staphylococcus aureus Levofloxacin, moxifloxacin, or ciprofloxacin
Antibiotic-sensitive enteric gram-negative bacilli or

Escherichia coli Ampicillin/sulbactam

Klebsiella pneumoniae or

Enterobacter species Ertapenem

Proteus species

Serratia marcescens

* See Table 5 for proper initial doses of antibiotics.
 The frequency of penicillin-resistant 5. pneumoniae and multidrug-resistant S. pneumaniaeis increasing; levofloxacin or moxiflox-
acin are preferred to ciprofloxacin and the role of other new quinclones, such as gatifloxacin, has not been established.




IN PATIENTS WITH LATE- GHSET DISEASE OR_RISK
FACTORS FOR MULTIDRUG-RESISTANT PATHOGENS
AND ALL DISEASE SEVERITY

Potential Pathogens Combination Antibiotic Therapy*

Pathogens listaed in Table 3 and Antipssudomonal cephalosporin
MDR pathogens [cefepime, ceftazicime)
FPseudomaonas aerliginosa o
Klebsiella pnewmoniae (ESBLT)T Antipssudomonal carbepenasm
Acinetobacter species! (imipensem or mercpensm)
o
B-Lactam/B-lactarmase inhibitor
(piperacillin—tazobactam)

plus

Antipseudomonal fluoroquinolonet
[ciprofloxacin or levofloxacin)
or
Arminoglycoside
(amikacin, gentamicin, or tobramycin)

plus

hethicillin-resistant Staphwococous Linezolid or vancomycint
—aureus (MBSA)
Legionella prewmaophilat

* See Table 5 for adequate initial dosing of antibiotics. Initial antibiotic therapy
should be adjusted or strearmlined on the basis of microbiologic data and clinical
response to therapy.

T If an ESBL™ strain, such as K. prneumoniae, or an Acdinetobacter species is sus-
pected, a carbepenem is a reliable choice. If L. preumophila is suspected, the
combination antibiotic regimen should include a macolide {(=.g., azithromycin)
or a fluoroquinolone (=.g9., ciprofloxacin or levofloxacin) should be used rather
thamn an aminoglycoside.

¥ If MRSA risk factors are present or there is a high incidence locally.




Korunma onlemileri




Korunma onlemileri




Korunma onlemleri

 Kilavuzlarin kullaniimasi




Rutin-degismeyen oneriler




Rutin-degismeyen oneriler




Standart Korunma onlemleri

« Mekanik ventilatorler:

Solunum devreleri, nemlendiriciler ve
ISI-nem tutucular:




Standart Korunma onlemleri




Standart Korunma onlemileri

« Oksijen tedavisi nemlendiricilerti:




Standart Korunma onlemleri




Standart Korunma onlemleri

Nebulizorler




Standart Korunma onlemleri

« Buhar makinalan




VIP gelisiminde yeni dneriler

* Non-invaziv MV tercih edilmell







VIP gelisiminde yeni 6neriler

1+ Sedasyonlara ara vermek
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VIP gelisiminde yeni 6neriler

1 "I" 31
14
Hm“m..‘

E ~* Subglottik drenaj

1
i




Emme liimeni







VIP gelisiminde yeni dneriler

« Gumus kaph ETT kullanimi
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VIP gelisiminde yeni dneriler

. Kaf basincinin surekli izlenmesi

e———tw




VIP gelisiminde yeni dneriler

+ Otomatik izlem sistemleri
= AnapnoGuard sistemi







VIP gelisiminde yeni dneriler

=« Pasif(sicak-nemli degistiricili,HME) ve
"' aktif nemlendiriciler ?




VIP gelisiminde yeni dneriler

 Ventilator devrelerinin belirli
periyotta degisimi ??




VIP gelisiminde yeni dneriler

« Zorunlu olmadikca eritrosit
suspansiyonu vermemek ??




VIP gelisiminde yeni dneriler

 Sindirim sisteminin selektif
dekontaminasyonu ??




VIP gelisiminde yeni dneriler

« Kinetik (rotasyonel) yatak
kullanimi ??




VIP gelisiminde yeni dneriler

Rutin surveyans kulturlerinin
yapilmasi






VIP gelisiminde yeni dneriler

ETT un dekontaminasyonu ??
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VIP gelisiminde yeni dneriler

Farmako-gidalar ve
zenginlestirilmis diyetle besleme



VIP gelisiminde yeni dneriler

* Derin ven trombozu proflaksisi ?




VIP gelisiminde yeni dneriler

Enteral beslenme metodu ?




VIP gelisiminde yeni dneriler

Enteral beslenmenin yeri ??




VIP gelisiminde yeni dneriler

Enteral beslenmenin baslangici







