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Amoxicillin plus clavulanic acid versus appendicectomy for
treatment of acute uncomplicated appendicitis: an open-label,
non-inferiority, randomised controlled trial

CorfnneVons, Caroline Barry*, Sophie Maitre*, Karine Pautrat, Mahaut Leconte, Bruno Costaglioll MehdiKaroul Arnaud Alves, Bertrand Dousser,
PatriceValleur, Bruna Falissard, Dominique Franco

Summary

Background Researchers have suggested that antibiotics could cure acute appendicitis. We assessed the efficacy of

amaxicillin plus clavulanic acid by comparison with emergency appendicectomy for weamment of patients with
uncomplicated acute appendicitis.

Methods In this open-label, non-inferiority, randomised trial, adult patienis (aged 18-68 years) with uncomplicated
acute appendicitis, as assessed by CT scan, were enrolled at six university hospitals in France. A computer-generated
randomisation sequence was used to allocate patients randomly in a 1:1 ratio 10 receive amoxicillin plus clavulanic
acid (3 g per day) for 8-15 days or emergency appendicectomy. The primary endpoint was occurrence of postintervention
peritonitis within 30 days of treatment initiation. Non-inferiority was shown if the upper limit of the two-sided 95% CI
for the difference in rates was lower than 10 percentage points. Both intention-to-treat and per-protocol analyses were
done. This rial is registered with ClinicalTrials.gov, number NCT00135603.

Findings Of 243 patients randomised, 123 were allocated 1o the antibiotic group and 120 1w the appendicectomy
group. Four were excluded from analysis because of early dropout before receiving the intervention,
leaving 239 (antibiotic group, 120; appendicectomy group, 119} patients for intention-to-treat analysis.
30-day postintervention peritonitis was significantly more frequent in the antibiotic group (8%, n=9) than in the
appendicectomy group (2%, n=2; treatment difference 5 .8; 95% CI 0. 3-12.1). In the appendicectomy group, despite
CT-scan assessment, 21 {18%) of 119 patients were unexpectedly identified at surgery to have complicated appendicitis
with peritonitis. In the antibiotic group, 14 (12% [7-1-18.6]) of 120 underwent an appendicectomy during the first
30 days and 30 (29% [21-4-38.9]) of 102 underwent appendicectomy between 1 month and 1 vear, 26 of whom had
acute appendicitis (recurrence rate 26%; 18.0-34.7).

Interpretation Amoxicillin plus clavulanic acid was not non-inferior to emergency appendicectomy for treatment

of acute appendicitis. Identification of predictive markers on CT scans might enable improved targeting of

antibiotic treatment.

Lancet 2011; 377:1573-79
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Akut non-komplike apandisit tedavisinde

“sadece antibiyotik uygulamasi”’nin

“acil appendektomi”den altta kalir durumu YOK!!




Intraabdominal Infeksiyon(lAl) |

Non-komplike IAl: Infeksiyon tek bir organi
tutmus olup peritona yayilim yok

Komplike IAl: Peritoneal bosluga uzanan, apse
vel/veya peritonite kadar ilerleyen infeksiyonlardir

Sartelli M. World Journal of Emergency Surgery 2010, 5:9



Komplike Intraabdominal infeksiyon sess
(Peritonit) ol

>

peritonit sonrasi gelisen periton
boslugundaki tekrarlayan infeksiyon.

Sartelli M. World Journal of Emergency Surgery 2010, 5:9



Komplike IAl lar Onemli...

e ABD de Apandisit olgulari:
300.000hasta /yil
11 milyon yatis gunu/yil

DeFrances CJ, Vital Health Stat 13 2007; 165:1-209

e YBU’nde infeksiyona bagli mortalitede 2. sirada



Intraabdominal infeksiyonlar | :

TOPLUM KAYNAKLI HASTANE KAYNAKLI

GIS Perforasyonlari
IA Apse

Post operatif IA

infeksiyonlar

Komplike apandisit,
divertikulit

Intraabdominal infeksiyonlarin Yénetiminde Onemli Olan

Dogru tani ve zamaninda baslanan uygun tedavi!



|Al lan Artik Daha lyi
Yonetebiliyoruz...Cunku..

Destek yogun bakim hizmetlerindeki
Gorlintuleme yontemlerindeki

Operasyon tekniklerindeki
Antimikrobiyal tedavideki

Minimal invaziv girigsimlerdeki OGELiSMELER!
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Basarili IAl Yonetimi Igin

Infeksiyon Doktoru Goziiyle

Hasta iyi degerlendirimeli

Hastaya acil yapilmasi gereken mudahele yapilmali
e Siviresusitasyonu

Cerrahla yakin temasta olunmali
Cerrahin kultur almasi saglanmali

Uygun ampirik antimikrobiyal tedavi/profilaksi baglanmali
e Genel oneriler bilinip degerlendirilmeli
Rehberler
o Etkenler ve diren¢ durumlari degerlendirilmeli
e Lokal mikrobiyolojik verileri bil ve degerlendir

Kultur sonuclan takip edilmeli

Uygun antimikrobiyal tedavi, uygun sure uygulanmali



Hasta iyi degerlendirilmeli... ’

O
O

e Rutin anamnez, fizik muayene ve laboratuvar
testleri tanida onemli... (a-n).

e Fizik muayene bulgulari ile yeri tespit
edilemeyen infeksiyon varliginda IAl mutlaka
dusunulmelidir -1n).

e
s ot

>

Solomkin JS et al. Clin Infect Dis. 2010 Jan 15;50(2):133-64.



Acil yapilmasi gereken mudaheleler -
yapilmali...

Sivi Resusitasyonu

e Intravaskiiler volum yeterli diizeye getirilmeli
ve diger parametreler hizla duzeltilmelidir a-n).

e Ozellikle septik sok, hipotansiyon varliginda
hizh sivi replasmani yapilmalidir a-n).

Solomkin JS et al. Clin Infect Dis. 2010 Jan 15;50(2):133-64.



Cerrahla yakin temasta
olunmall...







Surgeons’ unwillingness for routine intra-operative oo
culture of community-acquired complicated intra-
abdominal infection:Are they right?

Amacgc: Acil Cerrahi Klinigine bagvuran TK IAl olgularindan kultur
alinmasi ve etkenler ile birlikte diren¢ durumunun degerlendirilmesi

Sonug: 5 ay suresince 233 TK IAl olgusu opere edildi.
56 olgu (%24): Komplike IAl
Perfore apandisit
Apandisit ile birlikte apse
GIS perforasyon
Intraabdominal apse
Akut kolesistit
177 olgu (%76): Non-komplike IAI
Akut apandisit
Tum uyarilara ve galisma protokolune ragmen: 12 kultur gonderilmis!
6/12 ureme var
3/6 uremede Seftriakson direncli!



e = 23rd E CC M I D Berlin, Germany
e 27—30 April 201
3 30 Apri 3
B ﬁ ESCMID KicRosioLosy ano INFecTious oiseases

[ o

@

We refer to our email from 17 January 2013, informing you that 1 «
your abstract below has been accepted as a poster presentation at the
23rd European Congress of Clinical Microbiology and Infectious Diseases.

Surgeons’ unwillingness for routine intra-operative
culture of community-acquired complicated intra-

abdominal infection: are they right?
Baykam N et al.
Abstract Nr. 3359



Mikrobiyolojik degerlendirmenin | 3¢
onemi...

e Perfore veya gangrenoz apandisit olgularinda
genelde kultur alinmiyor!

e TK IAIl larda “Gram boya, kiiltiir ve antibiyogram” In
hasta iyllesmesine katkisi ile ilgili cok az gallgma ve
veri var Gea | &

e Tedavi basarisizlik nedeni:
Etkene uygun antibiyotik verilmemesi

Dougherty SH. Clin Infect Dis 1997; 25(Suppl 2):S258-61.
Kokoska ER, J Pediatr Surg 1999; 34:749-53.
Montravers P, Clin Infect Dis 1996; 23:486-94.



Mikrobiyolojik degerlendirme... ceco

Kultur alinmali mi? :
lIDSA 2010 |

e Diisiik riskli TK IAl larda rutin kiiltiir almak
“opsiyonel”

e Ancak toplumdaki epidemiyolojik degisiklikleri
tespit ve taburculuk sonrasi oral tedavi secimi

icin faydali olabilir (B-1).

Solomkin JS et al. Clin Infect Dis. 2010 Jan 15;50(2):133-64.



Mikrobiyolojik degerlendirme... o
Kultur alinmali mi?

e Toplumda sik tespit edilen izolatlarin yaygin
kullanilan antibiyotiklere karsi diren¢ sorunu
varsa (%10-20 direnc¢) perfore apandisit ve

diger TK IAI larda kiltiir alinmasi énerilir (B-III)

Solomkin JS et al. Clin Infect Dis. 2010 Jan 15;50(2):133-64.



Mikrobiyolojik degerlendirme...
Kultur alinmali mi?

e Yuksek riskli hastalarda, ozellikle daha
once Ab kullanimi olanlarda rutin olarak

kultur ahhnmah a-n

Solomkin JS et al. Clin Infect Dis. 2010 Jan 15;50(2):133-64.



Surgeons’ unwillingness for routine intra-operative culture | o9
of community-acquired complicated intra-abdominal
Infection:Are they right?

Sonugc:

e TK IAl larda rutin kultur alimi ile ilgili oneriler net
degil

e Oysa ki toplumda ki etkenler ve direnc durumlari ile
ilgili degisimler takip edilmeli

e Ancak cerrahlarin cogu kultur alma konusunda ¢ok
Ihmalkar

e Rehberlerin TK IAl olgularinda cerrahlar kultur alma
konusunda yonlendirmeleri gerekir

e Cunku direng problemi toplumda da buyuyor!



Kultur Nasil Alinir?

e En az 1ml (1-10ml) mayi veya doku uygun transport
besiyeri ile laboratuvara gonderilir

e Ayrica 0.5mL mayi Gram boya ve gerekiyorsa fungal
kultur icin gonderilir



Mikrobiyolojik Degerlendirme...

TK iAl larda rutin olarak kan kiltiirii alinmasi 6nerilmez
(B-1II).

Toksik gorunumlu veya immunsuprese hastalarda tedavi
suresini belirlemek icin bakteremi olup olmadigi
onemlidir (B-I).

TK iAl da Gram boyamanin degeri gosterilememistir (c-1.

HK IAl da Gram boyama, mantar varligini gostermek
acisindan faydali olur (c-.

Solomkin JS et al. Clin Infect Dis. 2010 Jan 15;50(2):133-64.



Uygun Empirik antimikrobiyal tedavi 2:¢
baslanmal...

o Genel tanimlanmis etkenler ve direng
durumiari

o Lokal mikrobiyolojik veriler

©3IGUIDE[INES
o Genel oneriler bilinip degerlendirilmeli
Rehberler it Aol

Infection
In Adults

Appropriate Antimicrobial Regi
EIDSA
Ok / o

P ngmaene



Antibiyotik Tedavisi o

Antibiyotik tedavisine:

e IAi tanisi kondugunda veya tani diisiiniildiigiinde hemen
ba§Ian|r (Hemodinami stabil, organ yetmezligi yoksa 8 saat icerisinde)

e Septik sok varliginda mumkun olan en kisa zamanda
baslanir (-

e Cerrahi girisim sirasinda hastada yeterli antibiyotik duzeyi
olusturulmalidir. Bu amacgla girisimden hemen once ek

antibiyotik uygulamasi da gerekebilir (a-).

Solomkin JS et al. Clin Infect Dis. 2010 Jan 15;50(2):133-64.



Profilaksi mi? Tedavi mi?

e Komplike olmayan infeksiyonlarda,
e Cerrahi ile enfekte doku uzaklastirildiginda
-Profilaksi (< 24 h) yeterlidir;




Profilaksinin (< 24 saat) Yeterli oo
Oldugu Durumlar

12 saat icinde opere edilen travmatik veya iatrojenik
barsak perforasyonu

24 saat icinde opere edilen gastroduodenal perforasyon
(anti-asid kullanimi ve malignite yoksa)

Cerrahi operasyon ile cikarilmis, perfore olmamis akut
apandisit veya kolesistit

Perfore olmamis, peritonit ya da abse gelismemis barsak
nekrozu



Hangi Antibiyotik? 2

|Al tipi ve bolgesi
Olasi mikroorganizmalar ve direnc durumlari

Toplum Kaynakli
Hastane Kaynakli

Hastanin klinik ciddiyeti

Direncli ve/veya spesifik mikroorganizmalar
icin risk faktorleri



INTESTINAL MICROFLORA |

10"micro-organisms. >500 differentes species

Stomach 10 to 10°
Lactobacilli — =
Duodenum <1 04 -5
Streptococci - fazis
Lactobacilli ejunu
Enterobacteria [~ - s i6% 10 107
Enterococcus 0 to
Faecalis e =
Bacteroides Colon
Bifidobacteria 9 12
Peptococcus with 10°t0 10
Peptostreptococc ) appendix
Ruminococcus -—
Clostridia
Lactobacilli  gnd....




TK IAl’da Etkenler 2

GIS de perforasyon alanina gore: (mide, duodenum,
jejunum, ileum, apendiks veya kolon)

e Duodenum ve jejunumun distali:
E.coli,
Proteus spp.,
Klebsiella spp.,
Enterobacter spp. ve
Pseudomonas aeruginosa (nadiren)
e lleumun distali: Yukaridakilere ek olarak
Bacteroides fragilis,
Clostridium spp.,
Fusobacterium spp.



Antimicrobial susceptibility of intra-abdominal Gram-negative bacilli frqn§ e e e

Europe: SMART Europe 2008 Hawser SP. Eur J Clin Microbiol Infect Dis (2011) 3%%73—&79
Table 1 Numbers and relative frequencies of the most commonly :.

1solated species (n=25) from intra-abdominal infections (IAIs) in
Europe during 2008

Species Number Isolated % of all organisms
E. coli 1,495

K. pneumoniae ESBL+ 57

E. coli ESBL+ 173

K. pneumoniae 319

P aeruginosa 259

E. cloacae 209

P mirabilis ESBL+ 8

P mirabilis | I

K. oxvt E.coli: 50% ESBL(+) 12%
K. oxvi

A baut K. pneumoniae : 11%  ESBL(+): 18%
C. freud

M-mol p aeruginosa: 9%

E. 01O m— e

P vulearis 39 1.3

8. marcescens 32 1.1

Others” 113 3.7



Jowurnal of Arntimicrobial Chemotherapy (2009) 63, 785-794
doi: 10. 1093/ jac/dkp005 I

Advance Access publication 5 February 2009

Clinical and microbiological profiles of commmunity-acquired
and nosocomial intra-abdominal infections: results of the
French prospective, observational EBITA study

Philippe Montravers!'*, Alain Lepape?, Luc Dubreuil?®, Rémy Gauzit?, Yves PeanS,
Daniel Benchimol® and Hervé Dupont”
Table 3. Microorganisms isolated from peritoneal fluid in community-acquired and nosocomial TAls

Microorganism Toplum Kaynakl Hastane Kaynakli 7 vaiue

Aerobes 370 (69%) 219 (76%) <0.05
Gram-negative bacilli 222 (41%) 124 43%) Aeroblar w~s
Escherichia coli o 159 (72%) 65 (52%) <0.001
Klebsiella spp. E.COI' 15 (7%) 13 (10%) NS
Enterobacter spp. 28 (13%) 23 (19%) . T
Proteus mirabilis 9 (49%) 7 (6%) P aeru g INosa
Pseudomonas aeruginosa 11 (5%) 16 (13%) U
Gram-positive cocci 148 (27%) 95 (33%) NS
Enterococcus faecalis 28 (19%) 31 (33%) E f II 05
Enterococcus faecium anl 19%) 8 (8%) raecalls IS
Enterococcus (other) Streptococcus Sp %) 13 (14%) NS
Streptococcus spp. S50%) 29 (31%) <0.01
Staphylococcus aureus 11 (7%) 6 (6%) NS
Coagulase-negative Staphvlococcus 6 (4%) 8 (8%) NS
Miscellancous 37 (7%) 13 (4%) NS
Anaerobes 133 (25%) 57 (20%) NS
Anaerobes spp. 40 (30%) 17 (30%) NS
Bacteroides spp. 74 (56%) 30 (53%) NS
Clostridium spp. 19 (14%) 10 (18%) NS
Fungi 19 (3%) 13 (49%) NS
Candida albicans 14 (74%) 8 (62%) NS

Total bacteria 540 (100%) 289 (100%)




Comparison of Suscepfibility Trends of £, col from Intrs-Abdominal Infections in High- vs. Low-to-Middle-Income Counries: SMART 2005 to the Present

R GADAL', D. HOBAN', 3. BOUCHLLON! M. HACKEL!, 3. HAWGER? M SAADM

present. |
Methods: Sites in 16 (2002) to 45 (2009) countries each
collected up to 100 consecutively isolated GNF from Al each
yvear. Through 2007 susceptibility testing (AST) was done locally
using MicroScan dehydrated MIC panels; from 2008 through
2009 it was done at a central lab in the US. Countries were
categorized as HI or LMI using World Bank i —
2005/2009 were compared with Fisher's exactgest.

Results: ESBL rates (%) in 2005/2009 werg 8/8 and 19/36 for
HI and LMI, respectively. Table 1 suzgmarizes %S in

2005/2009.
High Income %05 Low-to-MMiddle Income %05
=
Drug (ni'ig;l 1) (nigggsﬁ) p=0.05 (u2=n:-;]n59) (nigggu} p=0.05
Armikacin o9 90 o7 95 x
Amp-Sulbactam 49 49 40* 28 =
Cefepime 95 93 X Ba G4 x
Cefotaxime 38 BT T8 58 =
Cefoxitin o2 91 B8 BS5 x
Ceftazidime a3 91 x Bo 60 =
Ceftriaxone 89 B8 i 58 X
Ciprofloxacin a0 TG X 63 47 x
Ertapenem a8 99 b 98 96 poo
Imipenem o8 100 X 100 98 X
Levofloxacin 31 77 X 6o 49 =
Pip-Tazo o4 93 Q5 &a x
=S hadine denotes vears with =10% difference between 2005 and 2009,




Activity of Ertapenem against Gram-Negativa Appendicitis Pathogens: SMART 2008-201C

ICAAC 2011 5. LOB, R. BADAL, A. JOHNCDN, M. HACKEL, D. HOBAN
iniemational Healih Management Associates, Schaumburg, IL, USA

Background: The Study for Monitoring Antimicrobial Resistance Trends
(SMART) has monitored the in wvitro activity of ertapenem and comparators vs.
asrobic gram-negative bactena (GMNB) from intra-abdominal infections since
2002, This report summanzes susceptibility levels for appendiciiis pathogens
collected from 2008 to 2010

Methods: 1 appendicitis in 121

7 -
hospitals In 38 0 1 m pediatnc patients
(=17 years). M BL(+)I|g| /o 5 9 broth microdilution,
and interpret

Results: The global ESBL+ rate was 15.9%, ranging from 2 2% for B mirabilis to
18.4% for K. pneumonias.  E. coli, the most frequently collected species, was
significantly less susceptible in adults than pediatnc patients (p<=0.05%, Fisher's
exact test) to all agents except amikacin, ertapenem, imipenam, ampicillin-
sulbactam, and piperacilin-tazobactam. The susceptibiliies for species with n=10
{representing =97% of all isoclates) and for all species combined (using species-
specific breakpoints and assuming 0% susceptible It breakpoints are not defined)
are listed below; values =90% are shaded.

Organism n Ak AS Cpe Cfe Cfx Caz Canx Cp Etp Imp Lwx PT
E. col 1,191 a8 42 25 81 93 =1 81 74 a3 100 74 S5
E_ coli, ESBL= 195 a5 13 10 1 24 31 2 21 a8 o] 22 91
K. pneumoniae 148 94 &9 32 78 a5 80 78 77 a3 97 80 34
K. pn., E5BL+ 28 75 4 11 [} 57 a o 18 75 26 29 36
P. geruginosa 130 a8 ma a1 na ma 94 o a9 na 93 B85 o7
P. mirabilis 4G a8 B85 pia ] 93 36 100 96 78 100 37 B7 100
E. cloacae 43 a1 19 79 =1 1z 63 56 81 79 932 BE 72
K. oxyroca 28 a6 (1] 96 =1 56 100 96 96 100 100 =11 96
C. freunai 27 a5 &3 96 B9 7 == 85 == 100 56 93 100
A baoumannii 19 37 a7 37 32 na 32 32 26 na 42 26 32
A marganii 15 100 (o] 100 73 a7 ar 93 73 100 7 100 100
P. vwigaris 11 o1 45 o1 73 e o1 El] 91 100 27 o1 10D
All isclates 1 657 a7 42 25 T4 80 == T4 7o B9 S5 7T 53
-'L\:u:nﬂ:a in, AS=azmacillin-walbactans, Cpe=cafopime. Cf=csfotaxmas, Ce=cefoxitn, Caz=ceftazadime, Car=cefimiaxcns, Tp=ciproflcxacin, Erp—eciapsoam,
Imp ipezam, Lix=lovofloxacin, PT=piparacillin-zeobactzm; na= breakpoint oot defined

P - - —



Sik gordugumuz tablo... §§:.

TK 1Al
Empirik Ab Tedavisi

. Postoperatif
Cerrahi _p .
. Peritonit
mudahele
Reoperasyon

Genis Spektrumlu Ab

A 4

Kultur sonucu

Etken: Direnc¢li Mikroorganizma



“Collateral Damage”

“Collateral damage is ecological adverse

effects of antibiotic therapy... that is, the

selection of antibiotic-resistant organisms
and the unwanted development of

J)

Paterson DL et al Clin Infect Dis 2004;38(Suppl 4):S341-S345.



Direncli Patojenlerin Seleksiyonu ::

Sefalosporin ve kinolon kullanimi sonrasi potansiyel

“kollateral hasar”

3.Jenerasyon sefalosporinler
Vancomycin-resistant enterococci (VRE)

Extended-spectrum R-lactamase—producing Klebsiella species
-lactam-resistant Acinetobacter species
Clostridium difficile

Kinolonlar

Methicillin-resistant Staphylococcus aureus (MRSA)
Quinolone-resistant gram-negative bacilli (P.aeruginosa)

Paterson DL Clin Infect Dis 2004;38(Suppl 4):5S341-S345.



Risk factors for MDR bacteria and
optimization of empirical antibiotic therapy in
postoperative peritonitis

Table 3 Bacteria isolated from peritoneal fluid in 100
episodes of postoperative peritonitis

Table 4 Numbers and percentages of bacteria
responsible for PP according to the use of
broad-spectrum IA

Microorganisms Mumber of Monomicrobial
strains infection Microorganisms Patients without Patients with
n (%) broad-spectrum 1A  broad-spectrum
Gram-positive bacteria 108 (40) (n = 65) IA (n = 35)
Enleracocd 50 {19) Multidrug resistant bacteria, 24 13) 41 (48) *
E f;:"l_ﬁl_:'_l.!‘lr_r; = = = = = = = = =
o Postoperatif Peritonitli olgularda ilk cerrahi girisim |, 16 (19) *
Other
Streptococd ile reoperasyon arasinda genis spektrumlu ) 5 (6)
Staphylococci antibiyotik kullanimi CID bakteri infeksiyonu ile . ——
5 gureus . s
- iligkili... _
Coagulass-ney . . . ) 303
staphylococci Ozellikle Enterobacteriaceae ve CNS , 3 3)
Gram-negative bacterik T TR T
Entzrobacteriaceas 101 (37) hzthicillin-resistant THE, 30D 13 {15) *
Fechenchio coli 49 {18) 4 %)
Frterabacter species 22 (8) 1 Cther bacteria, ni®%o) 160 (87 44 (52)
flebsielln species 13 (%) Enterabactenaceas, ni%) 69 (37 11 {13 *
|'|-1_ '.r T'a |r|,u||q_| Fr '.r‘jl‘_|r||| _I." l-}:. '| |“-.|__,:-..|!‘|{‘|::-_-|r_ri_:'_-|r|{‘|_|__ i’."f'.'r!.'l":_.”.”':'.".'.;.'. ..‘.' l]:‘ {:l l.l'r:'
o ren %)
Frotews species 2 L) ) ) )
— P Enterocood, nids) N0 12 (14)
Litrobacter spedies el - R —— sy
Pegaddarmanas ¢ l.url'\:,cllrl__'l_'.. ! 16 I:{:u:. 1 Streptococd, nie) 27113) > 6)
Acimefabiacter Baurmanng 2 []:. ?:l-éi[i-h:.-’l::::::.:.l. ni%) > {3 v
, Dther pathogens, nid) X 14) 0NN
Miscellaneous & (2) . Other pathogen nIHe:-, () 1-14, | 1 . il )
Anaerobes 36 (13) Total number of bacteria 184 (100) B3 (100)
.Er.‘S Cynrs ilne H % bas sl if i | U BN thos oD

Bocferoides speciss

20 (7

Total bacteria 269 (100 12

postope Augustm et aI Crltlcal Care 2010 14 R20



Ekstra-biliyer “Toplum Kaynakh” Komplike ot

Intraabdominal infeksiyonlarda Baslangic Empirik | ®

Tedavi (Erigkin)

IDSA 2010

Hafif-orta ciddiyette:
Perfore veya apseli apandisit ve diger
hafif-orta ciddiyette infeksiyonlar

Cefoxitin, ertapenem,
moxifloxacin,

tigecycline,

ve ticarcillin-clavulanic acid

Tek ajan

Cefazolin, cefuroxime,
ceftriaxone,

Kombinasyon cefotaxime, ciprofloxacin,
veyalevofloxacin,
metronidazol ile kombinasyonlari

Solomkin JS et al. Clin Infect Dis. 2010 Jan 15;50(2):133-64.

Yuksek risk veya ciddiyet:
Ciddi fizyolojik bozukluk, ileri yas,
immunkomprimize durum

Imipenem-cilastatin,
meropenem, doripenem,
ve piperacillin-tazobactam

Cefepime, ceftazidime,
ciprofloxacin veya
levofloxacin, herbirinin
metronidazol ile
kombinasyonlari



Eriskinlerde Biliyer Infeksiyonlar -
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Table 4. Agents and Regimens that May Be Used for the Initial Empiric Treatment of Biliary Infection in Adults

Infection Regimen
Community-acquired acute cholecystitis of mild-tc-moderate severity Cefazolin, cefuroxime, or ceftriaxone
Community-acquired acute cholecystitis of severe physiologic disturbance, Imipenem-cilastatin, meropenem, doripenem, piperacillin-tazobactam,
advanced age, or immunocompromised state ciprofloxacin, levofloxacin, or cefepime, each in combination with
metronidazole®
Acute cholangitis following bilic-enteric anastamosis of any severity Imipenem-cilastatin, meropenem, doripenem, piperacillin-tazobactam,

ciprofloxacin, levofloxacin, or cefepime, each in combination with
metronidazole®
Health care—associated biliary infection of any severity Imipenem-cilastatin, meropenam, doripenem, piperacillin-tazobactam,

ciprofloxacin, levofloxacin, or cefepime, each in combination with rmetroni-
dazole, vancomycin added to each regimen®
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HK IAIl larin empirik antimikrobiyal tedavisi lokal
mikrobiyolojik verilere gore duzenlenmelidir (A-II).

?

TK IAl ve HK IAl larda yeterli lokal mikrobiyolojik veri
YOK!!



Proportion of Fluoroquinclones resistant E. coli isolates in participating countries in 2008
(c) EARSS
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Hastane surveylerinde E.coli lerde Kinolon
duyarliligi >% 90 degilse tedavide Kinolon
onerilmemektedir (A-II).

Solomkin JS et al. Clin Infect Dis. 2010 Jan 15;50(2):133-64.

HITIT Il surveyans calismasi:
Turkiye de HK E.coli lerde ciprofloxacin
direnci % 58




IDSA 2010 daki Degisiklikler z

* Toplum kaynakh E. coli de yukselen diren¢ nedeniyle Ampicillin-
sulbactam onerilmemekte (B-II).

» Bacteroides fragilis te artan diren¢ nedeniyle Cefotetan ve clindamycin
onerilmemekte (B-II).

- Etkin olan daha az toksik ajanlar bulundugu icin TK iAl larda
aminoglycoside ler onerilmemekte (B-II).

Solomkin JS et al. Clin Infect Dis. 2010 Jan 15;50(2):133-64.




Antifungal Tedavi

e Ciddi TK veya HK infeksiyonlarda batin i¢i kulturlerde Candida
uremesi olduysa “antifungal” tedavi onerilir. (B-II).

e Candida albicans urediginde: Fluconazole (B-II).

e Fluconazole diren¢li Candida species urediginde: Echinocandin
(caspofungin, micafungin, or anidulafungin) (B-III).

e Kilinik olarak agir hastalarda baslangi¢ tedavisi: Triazol yerine
echinocandin (B-III).

e Baslangi¢ tedavisinde toksik etkileri nedeniyle amphotericin B
onerilmemekte (B-II).

Solomkin JS et al. Clin Infect Dis. 2010 Jan 15;50(2):133-64.



Anti-enterokokal Tedavi o°

e HK IAIl larda hastada enterokok varhginda (B-111).

e Empirik anti-enterokok tedavi
Postoperatif HK iAl olan,

Oncesinde Enterococcus spp seleksiyonuna neden olan Ab
kullanimi olan,

Immunsuprese hastalar,
Kalp kapak hastaligi olan,
Intravaskiiler protez cihaz bulunanlar (B-Il).

e Empirik VRE tedavisi

Yuksek riskli hastalara

KC transplanth
VRE ile kolonize (B-IlI).



Eriskin Komplike IAl larda Tedavi Siiresi |
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e Kaynak kontrolunun iyi yapilamadigi durumlar digsinda
tedavi suresi 4-7 gun ile sinirlandiriimahdir.

e Daha uzun sureli tedavilerde daha iyi sonug
alinmamaktadir (B-IIl).

Solomkin JS et al. Clin Infect Dis. 2010 Jan 15;50(2):133-64.



Tedavi Basarisizligi mi? :

e Tedavinin 4-7. gununde devam eden veya tekrar
ortaya cikan klinik bulgular var:
CT veya USG vb
Etkene uygun Ab tedavisine devam edilmelidir (A-IlI).

e Abdomen disi odaklar ve non-infeksiyoz durumiar
arastiriimahdir (A-l1).

Solomkin JS et al. Clin Infect Dis. 2010 Jan 15;50(2):133-64.



Tedavi Basarisizligina Neden Olan
Faktorler

llk girisimdeki gecikme

Yuksek APACHE Il skoru (>10)

lleri yas

Beslenme bozuklugu

Altta yatan hastalik olmasi (Organ disfonksiyonu)
Malignite

Dusuk albumin duzeyi

Infeksiyon kaynaginin yeterince kontrol altina
allnamamasi

Kortikosteroid kullanimi



TESEKKURLER...




