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intraabdominal infeksiyon

Anatomi

Mezotel hiicreleri ve damardan zengin gevsek bag dokusu
Makrofaj, mezotel hiicreleri ve lenfositlerden zengin
Toplam alan: ~ 1.8 m? = viicut yilzey alani

Periton pasif membran, yari gecirgen

Normalde steril 50 ml sivi bulunur

Sivi devamli dolanim halindedir — Diafragmatik ytizey — Pompa |



intraabdominal infeksiyon

Fizyopatoloji

Bakteriyel invazyon - Peritoneal inflamasyon

e Anatomik )

* Fizyolojik

* Mikrobiyolojik
* Hicresel > degisiklikler olur

e Molekiller

* Immunolojik



intraabdominal infeksiyon

Fizyopatoloji

Peritoneal inflamatuar cevap
Mediyator cevabi

Sivi elektrolit kaybi

|

Hipovolemik

I\/Iakro-mikrosirk&lasyonda bozulma

|

MOYS



intraabdominal infeksiyon

Fizyopatoloji

Paradoksal etkiler |

* Hizli eliminasyon — bakteriyemi - sistemik etkiler

* Asiri sivi sekestrasyou — hipovolemi — sok

 Sinirlama — duvar ortlmesi bakterinin temizlenmesini onler



Criteria for systemic inflammatory response syndrome

(SIRS)

Lieneral vanables

Fever (core temp =38 _3°C)
Hypothermia (core temp <36°C)
Heart rate >90 bpm

Tachypnea

Abtered mizntal stahas

Significant edema or positive fuid balance (=20 mLfkg over
24 h)

Hyperglycemia in the absence of dzabetes

Inflammabory variihdes

Leukocytosas (WBC =12,000)

Leukopenia (WBC <4000)

Bandenia (>10% band forms)

Plasma Coreactive protemn >2 3. above normal value
Plasma procaleitomn =2 s.d. above normal value

Hemody namac vanables

Arterzal by potension {SBP <90 num Hg, MAP <70, or SEP
decrease =40 mm Hg)

Urgan dysfuncion vanables
Artersal hypoxemia

Acite oliguria

Creatining increase
Coagulation abnormalities
s

Thrombocytopenia
Hyperbilirubmemia



SSS

Glaskow

Koma Skoru <
14

Hepatobilier

Solunum sistemi

Biluribin > 2.9 mg/dlI

pirlivat transaminaz >
70 IU/L.

Trombosit sayisinin
%25’den fazla azalmasi

protrombin zamaninin
%20’den fazla artmasi

Pa02/FiO2
orani < 280.

Renal

Oliguri
(< 0.5 ml/kg/saat).

Baz eksikligi

> 10 mmol/L




intra-abdominal infeksiyon

Tanim

e Peritonit:

Peritonun tamamen veya bir kisminin inflamasyonu

Kimyasal ve infeksiydz nedenler

* Intra-abdominal infeksiyon:
Peritonit sonrasi lokal bulgularin olusumu
* Intra-abdominal sepsis:

Peritonit sonrasi sistemik bulgularin olusumu



intraabdominal infeksiyon

Siniflama - Etyolojik

Primer Peritonit

— Spontan Peritonit

— Tbc peritonit

— Periton diyalizine bagli hastalar
Sekonder Peritonit

— Organ Perforasyonu
— Ameliyat sonrasi

— Travma sonrasi

Tersiyer Peritonit

Intraabdominal Apseler



intraabdominal infeksiyon

S | n | f I a m a / Primer peritonit

Primer Peritonit

Spontan Peritonit
Tbc peritonit

Diyaliz hastalarindaki peritonit
Aerobik flora (Monomikrobiyal)

% 78 Enterobacteriacae (%50 E. Coli)
% 19 Gr (+) Koklar

Cocuklarda = Kulak inf./ USYE
Eriskinlerde = Siroz / Dializ / Nefrotik sendr

Tedavi= Medikal



intraabdominal infeksiyon

S ' n ’ f I a m a / / Sekonder Peritonit

Sekonder Peritonit

— Organ Perforasyonu (en sik neden)

* % 80 ince bagirsak
* % 20 kolon

— Ameliyat sonrasi

* Ensik neden anastomoz kacgagi

— Travma sonrasi
* Eslik eden yaralanmalar - MM T1T7

— Peritonitin en sik nedeni



intraabdominal infeksiyon

S ' n ' f I a m a / / Tersiyer Peritonit

Tersiyer Peritonit

— Etyoloji belirsiz

— Primer — Sekonder Tersiyer

v

— Immunstipresyon

— Virulansi dusuk, firsatci mikroplar

— Kandida / Staph. Epidermidis / Enterobact.

— Prognoz kotu

— MOYS / Mortalite orani yiiksek



intraabdominal infeksiyon

S Ini f I ama / / intraabdominal Apseler

intraabdominal Apseler

— Fakdltatif ve zorunlu anaeroblar // mikrobiyal sinerjistik etki
— Lokalize
— Prognozu daha iyi

— Karin ici infeksiyonu ile es anlamli degildir



Komp
outun

Komp

Tanim

ike olmayan |Al—tek organ,anatomik
Uk korunmus

ike 1Al--- ici bos organdan kdken alan,

anatomik butunltglin bozuldugu enfeksiyonun
peritona yayilarak abse/jeneralize peritonit

Toplum kaynakli—mortalite %11-29

Hastane Kaynakli—mortalite %22-55



intraabdominal infeksiyon

PrOgnOZ // Skorlama

APACHE I
Mannheim peritonit indeksi
Altona peritonit indeksi

Progresif peritonit skoru

MODS skoru



Table 1. Classification of intra-abdominal infections

Disease expression

Pl Moderate Severe
(sepsis) (severe sepsis) (septic shock)

Community-acquired or early-onset healthcare-associated 1Al
<7 days after hospital admission)

Without perforation 1 1 2
Localized peritonitis 1 1 2
Diffuse peritonitis 1 2 2

Late-onset healthcare-associated lAl (=7 days after hospital
admission) and/or recent antimicrobial exposure

Without perforation 2 2 2
Localized peritonitis 2 2 3
Diffuse peritonitis 2 3 3

1Al = intra-abdominal infection.

Essentials for Selecting Antimicrobial
Therapv for Intra-Abdominal Infections

Seffre Blor, fam [ D Paeels and Durds Voegalaers
Faoaboy of MModicimes & Fhealth Scicmces, CChent Lmineersity, Cheent, Belginomn



Kom
Kom

Kom

Gastri

D
D
D

Intraa

Komplike 1Al

ike apandisit
ike divertikulit

ike kolesistit
</duodenal perf.

ndominal abse

Barsak perforasyonlari

Sekonder peritonit



Al farklihiklari??

Klinik spektrum cok genis—a.apandisit-
iskemik barsak perforasyonu jeneralize
peritonit

Mikrobiyolojik etken ve tanisi sorun
Polimikrobiyal
Rutin kdltdrlerde gosterilemeyebilir

Cerrahi siklikla kaynak kontroll acisindan
gerekli ve sonuc acisindan belirleyici faktor



Pathogens 1solated ffom' 900 patreﬁnts‘ 'wath mtra-abdemmai

Aeroblc bacteria

Klebsiella species e

Enterobacter species  Veillonella

Propionibacteria

16%-: }  Proteus Spe¢iefs-

Pseudomonas species | Clostridiae

Streptococci Peptostreptococci

Enterococci Peptococci

Stapkvigooeer = 0 - 0 ' 21% Others

Others




Microbiology

Stomach 1000 CFU/ml Gram positive, oral flora

Upper small gut Scant Same + coliforms

Distal small gut 1-100 million CFU/ml Coliforms + enterococcus +
anaerobes

Colon 10-100 billion CFU/ml Coliforms + enterococcus +

Anaerobes + streptococci



Peritonitis

Microbiology

Primary Due to bacterial Monomicrobial; coliforms

translocation or or streptococci
hemtogenous seeding. No

break in integrity of Gl

tract

Secondary Microscopic or Polymicrobial; coliforms,
macroscopic perforation gram-positive cocci and
enteric anaerobes

Tertiary Persistent or recurrent Nosocomial organisms;
peritoneal infection enterococci, staphylococci;
developing after treatment resistant gram negative
of secondary peritonitis bacilli and yeast

Dialysis associated Seeding of peritoneum due Usually monomicrobial;
to dialysis catheter or skin flora, yeast

breaks in sterility



Mikrobiyolojiyi etkileyen faktor?

Hospitalizasyon
Antibiotik kullanimi
Barsak obstriksiyonu ve staz

Pseudomonas,direcli gram negatif, enterokok
mantar ve stafilokoklar



intraabdominal infeksiyon

Klinik Bulgular

Genel durum degerlendirmesi (biling, renk)
Vital bulgular (Ates, tansiyon, nabiz, solunum)
Karin agrisi

Bulanti, kusma ?

Distansiyon

Peritoneal irritasyon / Rebound — Defans

Adinamik ileus



Septik Sok Klinik Bulgular

erken =sicak = hiperdinamik gec=soguk= hipodinamik sok

Deri sicak ve kurudur Cilt soguk, nemli ve siyanotiktir.

Kan basinci diistik Oliguri

CVP N diistik veya yiiksek Fonksiyonel hiicre disi sivi voliimu azalir.
Nabiz basinci ve stroke voliim normal Myokard deprese olur.

Kalp debisi normal veya yuksektir Organ fonksiyonlari bozulur

Tasikardi ve tasipne Laktik asit diizeyi hizla ylikselmeye baslar.
Orta derecede solunumsal alkaloz Bikarbonat azalir.

Arteriyovenoz oksijen farkinda azalma pH hizla asidik olur,




intraabdominal infeksiyon

Laboratuvar

Lokositoz
— >25.000 / mm?3 (mortalite artar)

— <4.000 / mm?3 (mortalite artar)
Formulde sola kayma

Asidoz

Bobrek fonksiyon bozuklugu
Hipervizkozite

Tanisal periton lavaji (mlI’'de 500 T lokosit)



intraabdominal infeksiyon

Tani

Kalturler

Direkt grafiler
Ultrasonografi
Bilgisayarl tomografi
Sintigrafi

Tanisal peritoneal lavaj

Laparoskopi



Tani

Hikaye,fm.,lab.—IAl bircogunun tanisi icin yeterli

Mental durum bozuklugu, spinal kord yaralanmasi,
immunsupresif hastalarda kaynagi belirsiz enf.
varliginda IAl dan stiphelenilmelidir

Belirgin peritoniti olup acil cerrahi planlanan hastada
ileri tanisal islemlere gerek yoktur.

Enf. Kaynaginin tespitine yonelik diagnostik yontemler
hastanin hemodinamik stabilitesine baghdir

CT—stabil acil cerrahi gerekmeyen hastalarda
USG—unstabil yogun bakimdan ¢cikamayan



Tani

|Al tanisi klinik bir tanidir
Abd.agri,b-k,distansiyon kabizlik
Ates, tasikardi,takipne

Agri—hafif iyi lokalize edilemeyen
Laktik asidoz

Mental durum bozuklugu

Oliguri

Diffiiz abdominal rigidite

Direkt grafide serbest hava

Yasli, immun supresif ve cs tedavisi alanlarda sepsis
bulgularinin minimal olabilecegi akilda tutulmal



Prognoz

Yas

Eslik eden hastalik
Kontaminasyonun suresi
Yabanci cisim
Mikroorganizmanin tipi
Kontaminasyon bolgesi

Erken abd. perforasyonlarda mortalite %3 iken
peritonit ve organ yetmezligi eklendiginde bu oran %60
a ckmaktadir.

Yetersiz antimikrobiyal tedavi mortaliteyi iki kat arttirir.



intraabdominal infeksiyon

Te d a Vi / Temel uygulamalar

Sivi-elektrolit replasmani
Organ fonksiyon destegi
Ampirik antimikrobiyal tedavi

Infeksiyon kaynaginin kontroli



Sivi-elektrolit replasmani

Ciddi sepsis ve septik sok taki hastalarda erken ve dogru sivi
replasmani prognozu etkileyen cok dnemli bir faktorddar.

Septik sok---hipotansiyon tespit edilir edilmez
Sivi acigl olmayanlarda IAl tanisi konuldugunda

Peritoneal inflamatuar cevaba ek olarak bu hastalardaki
ates, ileus, b-k, takipne, termal hiperpne sivi acigini
derinlestiren nedenlerdir.

Ilk 30 dk. da en az 1000ml kristalloid veya 300-500m|
kolloid.

Sivi restistitasyonuna ragmen hipotansiyon devam ediyorsa
vazopressor(NE,Dopamin), Epinefrin, dobutamin, cs



intraabdominal infeksiyon

Te d a Vi / Cerrahin Rolii

* linfeksiyon kaynaginin kontrolii
— Odak kontroll - Bulasin cerrahi yolla giderilmesi
— Kontaminasyonun kontroli
— GIS devamliliginin saglanmasi / Normal anatomi ve fonksiyon

— Perkltan drenaj

* Bakteri-toksin ve nekrotik materyalin azaltiimasi
— Debridman

— Drenaj

* Reziduel bakteriler icin antibiyotik



intraabdominal infeksiyon

Te d a Vi / / Cerrahi

Enfeksiyon kaynaginin kontroli
* Laparotomi

* Laparoskopi

* Perkutan

e Acik karin (Laparostomi)

e Planl /Gerektiginde relaparotomi



Tedavi

* PerklUtan drenaj—iyi lokalize kolleksiyonlar

apse

* Acik cerrahi teknikler—iyi lokalize edilemeyen

lokU
kom

e

nleks ve diffuz sivi

nekrotik doku
perkltan ulasilamayan



Tedavi

* Cerrahi planlandiginda
rezeksiyonun genisligi?
anastomoz?
ostomi?
debridman?
drenaj?

anatomik lokalizasyona, peritoneal inflamasyonun
siddetine, septik cevaba ve altta yatan hastaliga gore
degiskenlik gosterir.

* Cerrahinin aciliyeti etkilenen organa, semptom ve klinigin
ilerleyis hizina, hastanin fizyolojik stabilitesine bagldir.



Kaynak kontroli zamanlamasi

* Jeneralize peritonit--acil

* Hemodinamik olarak stabil, organ yetmezligi
olmayan hastalarda etkili antimikrobiyal tedavi
ve dikkatli klinik gozlemle cerrahi yaklasim 24
saate kadar ertelenebilir.

 Minimal fizyolojik degisiklik ve sinirli
enfeksiyon odagi varliginda cerrahi

uygulanmadan sadece antimikrobiyal tedavi
ile yakin takip




Intraabdominal infeksiyon

Te d a Vi ” Laparostomi (A¢ik karin)

Karin kapatilamadigi durumlar:

* Massif abdominal duvar kaybi

e Asiri peritoneal 6dem / Abdominal kompartman sendromu
* Asiri fasya kaybi olan durumlar

 Unstabil hasta

Karin kapatilmasi yapilmamasi gereken durumlar:

* Tekrar karin acilacaksa—yetersiz kaynak kontroll,GIS
devamliligi glivenli olarak saglanamamis, barsak iskemi
siphesi

 Kompartman sendromu



Tedavi

Gegici abdominal kapama yontemleri
Cilt kapama
Gevsek packing- (1979 da ilk tanimlanmistir)

Fermuvar uygulama- 1980 lerin ortasinda kullaniimaya
baslanmis, reeksplorasyon saglamistir.

Mesh uygulama-

Bogota bag- 1984 yilinda uygulanmis
Wittmann patch - 1990 larda tanimlanmis

Vac ( vacuum assisted closure )- 2002 de tanimlanmis
Dinamik retansiyon sutiiri

* Von Hensbroek PB ...Temporary closure of the open abdomen: A systematic review on delayed

primary fascial closure in patients with an open abdomen. World J Surg (2009) 33:199-207

Quyn AJ.... The open abdomen and temporary abdominal closure systems-historical evolution and
systematic review. Colorectal Disease (2012) 14: 429-438



intraabdominal infeksiyon

Tedavi // STAR

Planli Abdominal Onarim // STAR




Bogota bag




intraabdominal infeksiyon

Te d a Vi ” Laparostomi (A¢ik karin)

— e
























Basarisiz kaynak kontrolu icin risk
faktorleri

Yas

APACHE Il (15 ve Uzeri)

Ik basvuruda 24 s ten fazla gecikme
Eslik eden hastalik ve organ yetmezligi
Hipoalbuminemi

MalnUtrisyon

Peritoneal enflamasyonun siddeti
Malignite



Akut Apandisit

Apendektomi halen primer tedavi

Apandisit sipheli ancak goruntiuleme(-) dikkatli
takip

Yiksek suphede yatirilarak takip
Antibiotik- tani alir almaz basla
Unkomplike app.---nonoperatif ted????
Acik /lap--- fark yok

Periap. Abse---perkutan drenaj

Interval apendektomi---%70-80 gereksiz.rekirren
semptom varliginda dusun.



NMonoperative treatment wversus appendectomy for uncomplicated acute
appendicitis.

Tlrk O, Polat H.

Turk J Gastroenterol. 2015 Jan; 2601 1:89-90. doi; 10515324819 .2015.0221 . Mo abstract available.

PhlID: 25695257 [Pubbed - in proceszs] Free Article
Eelated citations

Comment on [ong-term results of nonoperative treatment for uncomplicated
acute appendicitis.

AT

Turk J Gastroenterol. 2014 Dec; 25061746 daoi: 10.51524j9.2014 14186, Mo abstract available.

PrID: 25599795 [PubMed - in process] Free Article

Nonoperative treatment with antibiotics versus surdgery for acute
nonperforated appendicitis in children: a pilot randomized contralled trial.

owensson JF, Patkowva B, Almstram M, Maji H, Hall Kd, Eaton 5, Pierro A, WWester

T.
Ann Surg. 20135 Jan 26101067 -71. doi: 101097 /50LA .0000000000000535.

=L A1 ST, dd P R

A review of conservative treatment of acute appendicitis.

Svensson JF, Hall M, Eaton 5, Pierro A, Wester T.

Eur J Pediatr Surg. 2012 Jun; 2203718594 doi: 10.1055/5-0032-1320014. Epub 2012 Jul 5. Review.
PMID: 22767171 [PubMed - indesxed for MEDLINE]




Apandisit-Konservatif tedavi

Tedavi etkinligi acisindan cerrahi ile esit
Daha az agr

Daha az komplikasyon

Daha kisa hastalikl stre

Tedavi sirasinda cerrahi gerekliligi %15-20
Rekurrens-%15

Unkomplike a.ap. Medikal ted baslangic tedavisi
olarak disunulmeli.

Cerrahinin kontraendike oldugu durumda
dusundulebilir




Akut Kolesistit

* Medikal tedavi-----elektif kolesistektomi
Hastanede kalis uzun
reklrrens yluksek
* Cerrahi---medikal tedaviye yanitsiz
aparoskopi glvenli

* Perkutan kolesistostomi—cerrahiye uygun
olmayan hastalarda




Divertikulit

Unkomplike a.divertikulit—konservatif ted.
4cm den kicuk apse—antibiotik+ barsak istira.
4cm den buylk apse—perkitan dr+ antibiotik

lylesme sonrasi elektif kolektomi vaka bazli
dusinidlmeli.unkomplike--%5 komplike, komplike--%23 reklirrens

Pelvik apse--- perkiutan drenaj+ elektif cerrahi
Acil cerrahi—diffuz peritonit ve konservatif tedavi basarisizliginda

Jeneralize plrilan/fekal peritonit, kotl prognostik
kriterler(immunsip.,septik sok,MQY) ---Hartman

Tek asamali prosedir—Hinchey |,1I, 55 yastan gencg, basvuru ile
operasyon arasl 4 saatten kisa

Iki asamali prosediir uygulanacak hastalarda rezeksiyon+primer
anastomoz+saptirici ileostomi uygun yontem



Kolon perforasyonlari

*  Tumor perforasyonlari
peritonit ted
onkolojik prensipler
ileri evre hastalik
evre, perforasyonun tm e yakinligi
metastatik lenf nodlari survide 6nemli
Hartman proseddru
Rezeksiyon+anastomoz+ileostomi

* Kolonoskopi perforasyonlari
Artan kolonoskopik islemlere bagli olarak sik
acil cerrahi primer satur
definitif tedavi ile ilgili guideline yok
peritonit bulgusu yoksa(%20)konservatif tedavi
Lap. Primer sitir givenle uygulanabilir

*  Travmatik perforasyonlar
kiint/penetran—primer siitlir/anastomoz,gecikmis anastomoz,stoma

yasli,yaralanma skoru yuksek,ekstraabdominal yaralanma.tani-ted arasi stire 5s ten fazla, MM ¢
DCI—DCL---DA



Gastroduodenal perforasyonlar

P.Ulser perf- cerrahi

70 yas alti, septik sok ve peritonit bulgusu
olmayan ve gastrografide kacak gorilmeyen hasta
grubunda nonoperatif tedavi—24s takipte
dizelme yoksa cerrahi

Lap. primer sutur---deneyimli ellerde

Gastrik perf---preop sok, hemodinamik
instabiliteye bagli olarak tek asamali veya iki
asamali cerrahi

ERCP perf--%0.3-1,retroperitoneal perf. %70
konservatif,intraperitoneal perf. cerrahi



Kolanjit

* Hidrasyon

* Antibiotik

* Biliyer dekompresyon
Ates
Tasikardi
Hipoalbuminemi
Hiperbiluribinemi 50mmol/L
Uzamis PT- 14s uzeri

endoskopik, perkitan veya acik yontemle



Antimikrobial tedavi

* Polimikrobiyal
* Cabuk baslanmall
* Uygun ve etkili

unkomplike IAlI—toplum kaynakli, immun
suprese degil, antibiotik kullanimi1 olmayan
hastalarda e.coli., streptokok ve bakteroides etkili

komplike IAl—nosokomiyal, antibiotik kullanimi
olan, immun suprese olanlarda pseudomonas,
enterokok, mantar ve staflar disintlmelidir.



Table 2. Agents and Regimens that May Be Used for the Initial Empiric Treatment of Extra-biliary Complicated Intra-abdominal
Infection

Community-acquired infection in adults

Mild-to-moderate severity: High risk or severity:
perforated or abscessed appendicitis severe physiologic disturbance,
Community-acquired infection and other infections of advanced age,

Regirmen in pediatric patients mild-to-moderate severity or immunocompromised state

Single agent  Ertapenem, meropenem, imipenem- Cefoxitin, ertapenem, moxifloxacin, Imipenem-cilastatin, meropenem, dori-
cilastatin, ticarcillin-clavulanate, and tigecycline, and ticarcillin-clavulanic penem, and piperacillin-tazobactam
piperacillin-tazobactam acid

Combination Ceftriaxone, cefotaxime, cefepime, or Cefazolin, cefuroxime, ceftriaxons, Cefepime, ceftazidime, ciprofloxacin, or
ceftazidime, each in combination with cefotaxime, ciprofloxacin, or levoflox- levofloxacin, each in combination
metronidazole; gentamicin or tobra- acin, each in combination with with metronidazole®

mycin, each in combination with met- metronidazole®
ronidazole or clindarmycin, and with or
without ampicillin

* Because of increasing resistance of Eschenichia coli to fluoroguinolones, local population susceptibility profiles and, if available, isolate susceptibility should
be reviewed.



Table 3. Recommendations for Empiric Antimicrobial Therapy for Health Care-Associated Complicated Intra-abdominal Infection

Reqimen
Qrganisms seen in health care-associated Ceftazidime or cefepime,
infection at the local institution Cabapenem®  Piperacilintazobactam  each with metronidazole  Aminoglycoside \ancomyein
<20% Resistant Pseudomonas aeruginoss, Recommended  Recommended Recommended Not recommended  Not recommended
ESBL-producing Enterobacteriaceae,
Acinetobacter, or other MDR GNB
ESBL-producing Enterobacteraceas Recommended Recommended Mot recommended Recommended Mot recommended
P aeruginosa >20% resistant to Recommended  Recommended Not recommended Recommended  Not recommended
ceftazidime
MRSA Not recommended Mot recommended Not recommended Mot recommended Recommended

NOTE. ESBL, extended-spectrum B-lactamase: GNB, gram-negative bacili; MDR, multidrug resistant; MRSA, methicillin-resistant Staphylococcus aureus.
"Recommended” indicates that the listed agent or class is recommended for empiric use, before culture and susceptibility data are available, at institutions that
encounter these isolates from other health care-associated infections. These may be unit- or hospital-specific.

E - - . -
Imipenem-cilastatin, meropenem, ar dorpenem



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-to-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 bilie-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 seventy Imipenem-cilastatin, meropenem, doripenem, piperacillin-tazobactam,

ciprofloxacin, levofloxacin, or cefepime, each in combination with metroni-
. . |
dazole, vancomycin added to each regimen

* Because of increasing resistance of Escherichia coli to fluoroguinolones, local population susceptibility profiles and, if available, isolate susceptibility
should be reviewed.



Sartelli et al. World Journal of Emergency Surgery 2014, 9:37 P it

hittp:/fwww. wjes.org/content/9/1/37 WUES WORLD JOURNAL OF
EMERGENCY SURGERY
Nl
STUDY PROTOCOL Open Access

Complicated intra-abdominal infections
worldwide: the definitive data of the CIAOW Study

Massimo Sartelliv, Fausto [atena‘?, Luca Ansalnnig, Federico f:El{-EU”FIig, Davide Eﬂrhella‘, Ernest E Mﬂnreﬁ,
Mark Malangnnif', George Velmahos’, Raul Coimbra® Kaoru Koike®, Ari Leppaniemim, Walter Biffl®, Zsolt Ealngh”,
Cino Bendinelli", Sanjay Guptam, Yoram HlugerH, Ferdinando Agresta”, Salomone Di Saverio”, Gregorio Tugnoli c

Elio Jm'inem, Carlos A Drdr::unez”, James F Whelanm, (qustavo P Fmgaw, Carlos Augusto GGITIESM,
Gerson Alves Pereira Junior®” Kuo=Ching Yuan®, Miklosh Rala®, Miraslav P Peev’, Offir Een-lshayH, Yunfeng Cui*

Sanjay Marwah™, Sa noap Zachariah™, Imtiaz Wani®", Muthukumaran Rangaraja 1™ Boris Sakakushev™, Victor Hnngm,

Adamu Ahmed“, Ashraf Ahl:laﬁﬂ, Ricardo Alessandro Teixeira Gon s.agaﬂ, Gianluca Guercinni“, Nereo \.J’Ermrermﬂ,
Flia Poiasina®, Rafael Diaz-Nieto®, Damien Massalou™ Matej Skrovina™ Ihor Gerychgg, (zoran Auguatin‘m,



Amac

The purpose of the study was to describe the
clinical,microbiological, and treatment profiles
of both community and healthcare-acquired
complicated IAls in a worldwide context.



In each centre, the coordinator collected and compiled
data in an online case report system. These data included
the following:

(i) patient and disease characteristics, i.e.,
demographic data, type of infection (community- or
healthcare-acquired), severity criteria, previous curative
antibiotic therapy administered in the 7 days preceding
surgery;

(ii) origin of infection and surgical procedures performed;
(iii) microbiological data, i.e., identification of bacteria
and microbial pathogens



Sonuclar

2020 vaka-122 calisma disi

1898 vaka-yas ortalamasi 51.6(18-99)
K:%41 E:%59

Toplum Kaynakli clAl %86.7

%59.4 Unden intraperitoneal 6rnek
Hastane Kaynakli clAl %13.3

%84.2 sinden intraperitoneal 6rnek
Generalize peritonit %43.6

Lokalize peritonit/apse %56.4

Ciddi sepsis/septik sok %14.2



Table 1 Clinical findings

Clinical findings Patients
N 1898 (100%)
Abdominal pain 288 15.1)
Abdominal pain, abdominal rigidity 284 (150%)
Abdominal pain, abdominal rigidity, T > 38°C 314 (16.5%)
or <36%C, WBC =12,000 or < 4,000
Abdominal pain, abdominal rigidity, T > 38°C or <36°C, 67 (3.5)
Abdominal pain, abdominal rigidity, WBC >12,000 376 (19.8%)
or < 4,000
Abdominal pain, T = 38°C or <36°C, 68 (3.6%)
Abdominal pain, T > 38°C or <36%C, WEBC >12,000 139 (7.3%)
or < 4,000
Abdominal pain, WBC >12,000 or < 4,000 266 (14%)
T=38°C or <36°C 6 (0.3%)
T 38°C or <36°C, WBC =>12,000 or < 4,000 12 (0.6%)
Abdominal rigidity, WBEC >12,000 or < 4,000 9 (0.5%)
Abdominal rigidity 2 {0.1%)
Abdominal rigidity, T > 38°C or <36%C 1 (0.05%)
Abdominal pain, abdominal rigidity, T > 38°C 7 (0.4%)
or <36%C, WBC =12,000 or < 4,000
WBC =12,000 or < 4,000 11 {0.6%)

Mot reported 48 (2.5%)



Table 2 Radiological procedures

Radiological procedures Patients
N 1898 (100%)
Abdomen X ray 240 (12.6%)
Abdomen X ray, CT 102 (5.4%)
Abdomen X ray, ultrasound 356 (18.7%)
Abdomen X ray, ultrasound, CT 112 (5.9%)
Abdomen X ray, ultrasound, MRI 4 (0.2%)
Abdomen X ray, CTultrasound, MR 7 (0.4%)
T 426 (224%)
CT, MR 2 {0.1%)
Ultrasound 384 (20.2%)
Ultrasound, CT A7 (4 A%)
Ultrasound, CT, MRI 1 (0.05%)
Ultrasound, MRI 3 (0.1%)
MEI 1 {0.05%)
Mot reported 173 (9.1%3)



Table 3 Source of infection

Source of infection Patients
N 1898 (100%)

Appendicitis 633 (33.3%)
Cholecystitis 278 (14.6%)
Post-operative 170 {15,9%)
Colonic non diverticular perforation 115 (9.5%)
Gastroduodenal perforations 253 (13.3%)
Diverticulitis 106 (5.6%)
Small bowel perforation 145 (7 6%)
Others 122 (6.4%)
FID 30 (1.6%)

Post traumatic perforation

46 (2.4%)




Apandisit

Acik apandektomi--%56.5
%77.1 lokalize inf./abse
%22.9 jeneralize peritonit

Lap. Apandektomi--%35.7
%85.5 lokalize peritonit/apse
%14.6 jeneralize peritonit

Konservatif tedavi--%7.6 perkitan/cerrahi drenaj,
nonoperatif takip

Periap.apse— perklitan drenaj+/- interval
apandektomi



Kolesistit

%47.8 aclk kolesistektomi
%36.7 lap. Kolesistektomi
%15.5 nonoperatif tedavi

Major komplikasyon ve aciga donme oranlari
acisindan erken lap. Kolesistektomi ve
nonoperatif tedavi sonrasi elektif lap.
Kolesistektomi arasinda fark yok.



Divertikulit

e Hartman rezeksiyonu (%45.5)
%64.6 si jeneralize peritonit
%35.6 si lokalize peritonit/apse

* Kolorektal rezeksiyon (%17)

%34 koruyucu stoma ile
%66 stomasiz

e Konservatif tedavi (%31.5)
perkidtan drenaj
nonoperatif tedavi
cerrahi drenaj + stoma



Gastroduodenal/i.barsak
perforasyonlar

* Gastroduodenal perforasyonlar
%83.8 acik primer sutur
%7.1 lap. Primer sutlr
%4.7 gastroduodenal rezeksiyon
%2 konservatif tedavi

* |nce barsak perforasyonlari
%85.2 acik rezeksiyon
%2 lap. Rezeksiyon
%12.8 stoma




Nondivertikuler kolonik perforasyon

%36.5 Hartman rezeksiyon
%22.6 Rezeksiyon + anastomoz
%22.6 Rezeksiyon + anastomoz + stoma

Tum vakalarin %91.4 inde kaynak kontroli
basariyla uygulandi

223 vaka (%11.7) relaparotomy gerekli oldu
Acik abdomen %11.3 hastada uygulandi



Table 7 Total of microorganisms identified from both
intraoperative and subsequent peritoneal samples

Total 1826 (100%)
Aerobic Gram-negative bacteria 1152 (63%)
Escherichia coli 653 (35.7%)
(Escherichia coli resistant to third generation 110 (6%)
cephalosporing)

Klebsiella preuumoniae 181 (9.9%)
(Klebsiella pneumaniae resistant to third 39 (2.1%)
generation cephalosporing)

Klebsiella oxytoca 11 (0.6%)
(Klebsiella oxytoca resistant to third generation 2{01)
cephalosporing)

Enterobacter 75 (4.1%)
Proteus 52 (2.8%)
Pseudomonas a4 (5.1%)

Others 102 (5.6%)



Aerobic Gram-positive bacteria
Enterococcus faecalis

Enterococcus faecium

Staphylococcus Aureus

Streptococcus spp.

Others

Anaerobes

Bactercides

(Bacteroides resistant to Metronidazole)
Clostridium

Others

Candida spp.

Candida albicans

(Candida albicans resistant to Fluconazole)
Mon-albicans Candida

(non-albicans Candida resistant to Fluconazole)

Other yeats

414 (22.7%)
169 (9.2%)
68 (3.7%)
46 (2.5%)
85 (4.6%)
47 (2.6%)

141 (7.7%)
108 (5.9%)
3 (0.2%)
11 (0.6%)
22 (1.2%)
117 (6.4%)
00 (4.9%)
2 (0.1%)
27 (1.4%)
3 (0.1%)
2 (0.1%)



Table 10 Univariate analysis: risk factors for occurrence

of death during hospitalization

Risk factors Odds ratio  95%CI p
Clinical condition upon haospital

admission

Severe sepsis 276 159478  <0.0001
Septic shock 145 87-244 <0000
Healthcare associated infection 31 2245 < 0.0001
Source of infection

Colonic non-diverticular perforation 21 Q9-446 <0.0001
Small bowel perforation 125.7 29.1-542 <0000
Complicated diverticulitis 11 49-252 <0000
Post-operative infections 19.1 93393 <000
Delayed initial intervention 26 1.8-35 < 0.0001
Immediate post-operative

clinical course

Severs sepsis 338 195-584 <0000
Septic shock 592 344-10271  <0.0001
ICU admission 186 12-287 = 0.0001



Table 11 Multivariate analysis: risk factors for occurrence
of death during hospitalization

Risk factors Odds ratio 95%ClI P

Age 33 22-5 = 0.0001
Small bowel perforation 2T 6 159-47 8 < 0.0001
Delayed initial intervention 14.6 8.7-244 < 0.0001
ICU admission 23 1.5-3.7 = 0.0001
Immunosuppression 38 21-67 <0.0001

Stepwise multivariate analysis, PR =0.005 E PE=0.001 (Hosmer-Lemeshow chi2
(8) = 1.68, area under ROC curve = 0.9465).



SONUC

Komplike 1Al
Enfeksiyon Hastaliklar
Radyoloji
Yogun Bakim
Genel Cerrahi

bolumlerini ilgilendiren, birlikte calismayi
gerektiren kompleks bir durumdur.



