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Clinical practice guidelines for antimicrobial
prophylaxis in surgery

IDALE W. BREATFZILER, E. PATCHEN DEILIINGER, KEITH M. OLSEN, TRISH M. PERL, PAUL . AUWAERTER,
MAUREEN K. BOLOMN, DNOUGLAS IMN. FISH, LENA M. NAPOLITAMNO, ROBERT . SAWYER, IDMIUNGLAS SLAIN,
JAMES P. STEINBERG, AND ROBERT A. WEINSTEIN

jointly by the American Society

of Health-System Pharmacists
(ASHP). the Infections DMseases So-
ciety of America (IIDSA). the Surgi-
cal Imfection Society (SIS}, and the
Society for Healthcare Epidemiology
of America (SHEA). This work rep-
resents an update to the previounsky
published ASHF Therapeutic Guoide-
lines on Antimicrobial Prophylaxis in
Surgery.” as well as pnidelines from
IDsAa and SIS The guidelines are
intended to provide practitioners
with a standardized approach to the
rational, safe, amd effective use of
antimicrobial agents for the preven-
tion of sargical-site infections (SSIs)
bkased on currently available clindcal
evidence and emerging issues.

These guidelines were developed
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Prophylaxis refers to the prevemn-
tion of an infection and can be char-
acterized as primary prophylaxis.
secondary prophylaxis. or eradica-
tion. Primary prophylaxis refers to
the prevention of an initial infection.
Secondary prophylaxis refers to the
prevention of recarrencs or reactiva-
tion of a preexisting infection. Eradi-
cation refers to the elimination of a
colonized organism to prevent the
development of an infection. These
guidelines focus on primary periop-
erative prophylaxis.

Guidelines development and use
Members of ASHPE. I1IDSA, SIS, and
SHEA were appointed to serve on an
expert panel established to ensure
the walidity, reliability., and wtility

of the revised guidelines. The work
of the panel was facilitated by fac-
ulty of the University of Pittsburgh
School of Pharmacy and University
of Pittsburgh Medical Center Diruag
LFse and Disease State Management
Program who serwved as contract re-
searchers and writers for the project
Panel members and contractors were
reguired to disclose amy possible con-
flicts of interest before their appoint-
ment and thromghoot the gnideline
development process. Drafted docu-
ments for sach sargical proceduoaral
section were reviewed by the expert
panel and. once revised, were awvail-
able for public comment on the
ASHP website. After additonal rewi-
sions were made to address reviewer
comments, the final docament was
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AMMI CANADA GUIDELINES

Canadian practice guidelines for surgical
intra-abdominal infections
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EXNECLITIVE STLIMMATRY

Complicacred imtra-abdominal infection:s {(LALIz} remain = major
challenpge in clinical pracroce. In addicion to sipgnificant mocbid -
ity and morcalicy for paciencs, they conzame subzcancial hozpical
rezomurces. [ his iz componnded by the potential mizuze of amii-
microbial apenc: cthat may resulr in suboprtimnal rreamoment. as well
a: encourage the zelecrcion and spread of anaribiotic-resiztant
microorganisms in the health care secting. The present puideline
was developed joincly by che Canadian Sarpical Society (C55)
and rthe Associarion of Medical Microkiocology and Infecticous
Crizseasze (AMDBMI) Canada. The primary pgoal was to prowvide
updared recommuendation: for thie medical and zarpical manage-
mentc of complicacred LAlz since publication of the ZO0F anci-
microbial treatment guideline by the Infecciouns Diseases Socieoy
of Avmerica (IDSA) (1), Parcicular focus is direceed at risk strati-
ficarion for poor onscome bazed on epidemiclogical zrudies, cur-
rent statas of antimicrobial suscepokility and rezsistance profiles
among enteric pathogens, therapeatic sfficacy of ancimicrobial
regimen: based on randomized clinical trials, operative wversus
percatanecsues approaches for source comntrol, che role of incra-
abdominal hypertenszion [(LAH) and akbdominal comparcoment
syndrome {ACS) in LAL and infection control and preventive
mieasare:s for postoperacive LAl: and swurgical sice infecoons. Ao
additiconal objecrcive iz o caregorize the recommendaricns
according co the strenpgrth and gquality of the available evidence
uzing a scandardized prading syzcem. Imporcantly, che current
puideline provide: recommendarion: for inirial empirical anei-
microbial management of complicated [Ads bazed on clinical
secings and isswes anigue o the Canadian health care systerm.

SZummarized below are che key evidence-bazed recommmernida-
rixns groaped according che main section:s discussed in more
decail in the puidelime. Eaxch recommendaticon iz raced by che
mtrenpgrh of zupport {(catepory A oo ) and gualicty of evidence
fgrade 1 oo F) as assessed by the working groap of the guideline.

Kev recommendations for risk assessment and soratification

Recommendation 1. Caceporize the zevericy of illnes: by uzing the
Acure Phyriclogy and Chronic Health Evaluaciorns 1T {APASCHETL)
score: low-moderate {lowser than 15) or high {15 or greacer) (&-2

evidence ). Althoungh the APACHE Il scoring iz infreguencly
mazed clinically cuwcside of the cricical care zetring ar presenc, it
iz recommended that physicians: and serpeons consider imoro-
ducing it into clinical ase in patiencs wich 1ALz, A azer-friendly
APACHE I calculator can be found on the following "Weakb zice
=<wrwraglobalrph comfapacheii hoom>.

Recommendacion 2. Identcify hipgh-rizk pacienc:s for poor omot-
cormve by stratificarion according o cormmunity-scogaired wverswes
health care-associzced LAls, previous anatibiotic sxposwure, and
anderlying comorbkid conditions sach as diabetes, severe cardioc-
pulmonary dizeaze or itnmunosuppreszion (-2 evidencs |
Recommendarion 3. 1Jz= rche zevericy of illmesz zcore
(APACHE I and ocher rizk factor: cuclined abowve oo plan
appropriate medical or sungical cherapy, and for evalnating che
efficacy of differenc ancimicrobial regimenz for complicaced
L&als (A -7 evidence)

EKev recommendations for microbiology and ancimicroabial
suszceprtibility cestimg

Recommendarion 4. Due oo the predominance of cercain wviru-
lent pacthogens in LAlLlzs, the conceprs of ‘core” pacthogens iz rec-
ommended for planning inical empirical antimicrobial cherapy
(A-2 evidence].

Recommendarion 5. The micreabiclogy of communicy-acqguired
LAz i the absence of previons: antimicrobial exposure generally
conziztz of ‘core” pathogen: that are readily prediccable {A-2
evidence). In zoch patientz amd parricularby chose with mild oo
maoderace sewvericy of illness, rowcine bactceriological cultares of
abdominal flmid or pusz and antibiotic suscepribilicy testing of
imtra-abdominal izoclare: are opriconal and nort roatinely reguired
paide empirical ancmicrobial cherapy. Howewer, such cultures
may be nseful for onpoing surveillance zoondies and gensrating
local epidemiclogical data reparding antimicrobial sascepoabilicoy
profile: and emerping resiscance {A-2 evidencs}.
Recommendarciom & Farienc: wicth healch cars-aszsocizced TAT:=
who have pralonged previouws hospitalization (five days or mmore),
are seversly ill (APACHE Il zcore of 15 or greater) or hawe
received previom: antimicrobial cherapy (more than coro dapz )
are at a gpreater risk for astimicrobial-resiztantc pathogens. In
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0 surgical antibiotic prophylaxis

Antimicrobial propmiaxis for prevention of surgical site infection in adults
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INTRODUCTION — Surgical site infections (551s) are a common cause of healthcare-associated infection. The United States Centers for Disease Control
and Prevention (COC) has developed chteria that define surgical site infection as infection related to an operative procedure that accurs at or near the surgical
incision within 30 days of the procedure or within 90 days if prosthetic material is implanted at surgery [1]. 35ls are often localized to the incision site but
can also extend into deeper adjacent structures. (zee Definitions' below.)

Among surgical patients, 5515 are the most comman nosocornial infection, accounting for 33 percent of nosocamial infections. It is estimated that 5515
develop in 2 ta 5 percent af the more than 30 million patients undergoing surgical procedures each year (ie, 1in 24 patients who underga inpatient surgery in
the United States has a postoperative 53I) [2.3]

Artimicrobial prophylaxis for prevention of 351 will be reviewed here. Issues related to epidemiology and adjunctive measures far prevention of 351 are
discussed separately. (See "Adjunctive measures for prevention of surgical site infaction in adults” and "Epidemialagy of surgical site infection in adults".)

DEFINITIONS — The United States Centers for Disease Contral and Prevention (CDC) has developed criteria which define surgical site infection (351) as
infection related to an operative procedure that oceurs at or near the surgical incision (incisional or organdspace) within 30 days of the procedure or within 90
days if prosthetic material is implanted at surgery. These criteria have become the national standard and are widely used by sureillance and surgical
personnel [2.4.5].

Clinical criteria for defining 531 include one or more of the following [6.7]:

« Apurdlent exudate draining from a surgical site

« A positive fluid culture obtained fram a surgical site that was closed primarily



Cerrahi alan enfeksiyonunu (CAE) 6nlemek icin, cok kisa
sureli antibiyotik uygulanmasi

Bakteri cogalmasini azaltip, intraoperatif bakteri
kontaminasyonunu konak savunmasini yenemeyecek diizeye
indirerek ;

CAE onlemek

Post-operatif enfeksiyona bagli morbidite ve mortaliteyi azaltmak

Hastanede yatis suresini ve maliyeti azaltmak

llaca bagli yan etki olasiligini azaltmak

Hastanin ve hastanenin mikrobiyolojik florasinda olumsuz
degisikliklere yol acmamak



© Profilaksi;

- Sterilite
- Antisepsi

- Uygun cerrahi teknigin yerini

- Postoperatif kontaminasyona bagli gelisebilecek CAE
onleme ile iliskisi yoktur
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Temiz yara
Temiz-kontamine yara
Kontamine yara

Kirli yara




© Temiz yara profilaksi gerekli degil

- KVS ya da beyin cerrahisi operasyonu
- Implant yerlestirme hari

— [ |



Enfekte olmamis kapali cerrahi alan
Akut enflamasyon olmayan elektif ameliyatlar
Teknikte aksama yok

GIS, GUS, biliyer, orofaringeal, trakeobronsial aciima
yok

Penetre olmamis kunt yaralanmalar

Enfeksiyon riski % 2'nin altindadir

14



© Tiroid operasyonlari
© Fitik operasyonla

~ Meme operasyonlari
~ Sdrrenal girisimler

- Splenektomi




SSS operasyonlari
Ortopedik protez operasyonlari

Kalp operasyonlari (kalp kapak protezi, onarim
amach acik kalp operasyonlari)

Yenidoganda viicut boslugu eksplorasyonu

Immun yetmezligi olan hasta operasyonlar

16



GIS, GUS, orofarengeal, biliyer ve trakeobronsial
sisteme girisim

Normalde temiz girisimlerin acil olarak alinmasi yada
cerrahi teknikte major hatalar

Temiz cerrahiyi takiben 7 glin icinde re-operasyon

Kint travmayi takiben yapilan cerrahi girisimler

Enfeksiyon riski % 3-15

17



Bas-boyun operasyonlari
Kalp disi goglus operasyonlari
GUS operasyonlar

GIS operasyonlar
Kolesistektomi
Ulser nedeniyle gastrektomi
Mide timori operasyonlari
Mekanik temizlik yapilmis kolon operasyonlari

18



Acik, taze yaralanmalar

Akut purilan olmayan enflamasyon

Major acilma ve teknikte aksama

Penetre travmadan sonra 4 saat icinde yapilan
girisimler

Kronik acik yaralar

Enfeksiyon riski % 15-16

19



Safra yollari cerrahisinde pu ile kontaminasyon
Farkl bir operasyon esnasinda kolonun da acilmasi

Mide tumoru operasyonlarinda mide iceriginin karin
bosluguna akmasi

20



Belirgin enfeksiyon olan olgular (abse, cerehat,
nekrotik doku varligi)

Ameliyat 6ncesi GIS, biliyer, orofaringeal ve
trakeobronsiyal yollarda perforasyon

Eski penetre taravma (4 saatten daha eski)

Postoperatif enfeksiyona neden olacak organizmanin
cerrahi alanda ameliyat oncesi varligi

Enfeksiyon riski % 28-40

21



Cerrahi profilakside UYGUN ANTIBIYOTIK SECIMI
daha sonra kullanilmasi gerekebilen ilaglarin

miktarini azaltir
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© Ucuz

© Guvenilir

~ Bakterisidal

~ Olasi mikroorganizmalar tzerinde etkili olmali




© Cerrahi isleme gore;
- Intravenoz,
- Oral,
- Topikal
~ Hizli, givenilir ve serum dizeyi tahmin edilebilir

olmasi nedenivle oncelikle tercih



Amac insizyon yapildigi sirada doku ve serumda yeterli
antimikrobiyal dizeyin elde edilmesidir

Cerrahi insizyon 6ncesi optimal preoperatif doz
uygulamasi olmalidir

Fluorokinolonlar ve vankomisin
Vankomisin profilaksisi;
llgili bolimde MRSA orani yiiksekse

Beta-laktam allerjisi varsa Enfeksiyon Kontrol
Komitesinin dnerisiyle uygulanir

25



Cerrahi girisim sirasinda yeterli serum ve doku
konsantrasyonlarina ulasiimamasi enfeksiyon

riskini yukseltir
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Obezite, cerrahi alan enfeksiyonu icin artan risk faktoru
Obez hastalarda ilaclarin farmakokinetigi degisebilir
Bu nedenle obez hastalarda kilo bazli dozlama

Cerrahi islem siresi kullanilan
antimikrobiyal ajanin yarilanma émrinin
iki katindan fazla sturede olmasi durumunda

Intraoperatif asiri kanamada
(Erisinlerde 1500 ml’den fazla)

Yarilanma zamaninin arttigi
bobrek yetmezligi gibi durumlarda ise
doz tekrarina gerek duyulmamaktadir. i
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Profilakside uygulanacak ilacin dozu belirlenirken

higi(dagilim hacmi) dikkate

hastanin vucut agir

alinmahidir
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Antibiyotiklerin profilaktik olarak kullanim
sureleri sinirhdir

Uzamis sirenin siperenfeksiyon ve direng gelisimini
artirdig bilinmektedir

Postoperatif tek doz ya da 24 saatten az olmak
Uzere tekrarlayan dozlar seklinde dnerilmekte

En 6nemli mesaj dren veya kateter varliginin
profilaksinin uzamasi icin gerekce degildir

29






Proflaksi gerektirmeyen girisimler
Adenoidektomi
Tonsillektomi
Temiz kulak cerrahisi
Rinoplasti veya sinus cerrahisi

Proflaksi gerektiren girisimler

Kompleks rinoplasti dahil, temiz-kontamine ve kontamine
gruplarda yer alan, agiz boslugu ve farenksten girilen
blyuk cerrahi girisimler

31



© Olasi etkenler

- Burun florasindan
- Staphylococcus spp.
- Streptococcus spp.
- Agiz ve orofarenks florasindan
- Streptokoklar
- S. epidermidis
- Enterobacteriaceae,
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© Surveyans  Gram (-) enfeksiyonlar gentamisin
5mg/kg /siprofloksasin 400mg /levofloksasin 500mg

/aztreonam 2g iv eklenmesi 6nerilir.




Kalp kateterizasyonunda gerek yoktur

Profilaksi 6nerilen girisimler

Koroner arter by-pass

Kardiyak cihaz yerlestirme operasyonu (pacemaker,
implant, vb..)

Ventrikiler destek cihazlari (VAD)
Vaskdiler cerrahi

35



Gram-pozitif
S. aureus, KNS ve nadir olarak Propionibacterium
acnes

Gram-negatif organizmalar daha nadirdir
Enterobacter,
Pseudomonas aeruginosa,
Escherichia coli,
Klebsiella pneumoniae,
Proteus mirabilis,
Acinetobacter

36
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AMELIYATIN ONERILEN ANTIBIiYOTIK ANTIBIYOTIK ALTERNATIF ANTIBIYOTIK

Tipi DOzZU ANTIBIYOTIK DOZU




Enfekte VAD degistirme operasyonlarinda etkene
yonelik profilaksi onerilir.

Surveyans  Gram (-) enfeksiyonlar gentamisin
5mg/kg /siprofloksasin 400mg /levofloksasin 500mg

/aztreonam 2g iv eklenmesi 6nerilir.

38



© Olasi etkenl
- S. aureus
- S. epidermidis.
- Haemophilus influenzae,
- Enterobacter cloacae,

- K. pneumoniae,




AMELIYATIN TiPi ONERILEN ANTIBIYOTIK ALTERNATIF ANTIBIYOTiK DOZU
ANTIBIYOTIiK DOzZU ANTIBIYOTIK




© Olasi etkenl
- S. aureus,
- S. epidermidis,
- Enterik gram negatif basil
- MRSA
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© Olasi etkenl
- Gram pozitif koklar (Stafilokok, Streptokok, Enterokok)

- Gram negatif enterik basiller (E.coli, Proteus spp.,
Klebsiella spp.)

- Anaeroblar ( Bacteriodes, Clostridium spp.)




Genel olarak intestinal lUmenin acilmadigi
girisimlerde profilaksiye gerek yoktur

Profilaksi dnerilen yuksek riskli hastalar:
Obez,
Azalmis gastrik asit,
Azalmis gastrik motilite,
Gastroduodenal perforasyon,
Gastrik kanama,
Kanser
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Acik safra yolu girisimlerinde profilaksi onerilmektedir
Laparoskopik safra yolu girisimleri icin profilaksi gereksizdir
Laparoskopik girisimde profilaksi dnerilen yiksek riskli
durumlar:

> 70 yas,

Gebelik,

Akut kolesistit,

Non-fonksiyone safra kesesi,

Obstruktif sarilik,

Kanal taslari

Seftriakson akut kolesistit, akut safra yolu enfeksiyonunda
onerilir. Enfeksiyonsuz safra yollari operasyonlarinda onerilmez

45



AMELIYAT TiPi

ONERILEN ANTIBIYOTIK

ANTIBIYOTIiK DOZU

ALTERNATIF ANTIBiYOTIK

ANTIBIYOTIiK DOZU

GASTRODUODENAL CERRAHI:

GiS LUMENINE GIRILEN
OPERASYONLAR

(PANKREATODUODENEKTOMI)

GiS LUMENINE GIRILMEYEN
OPERASYONLAR (SELEKTIF
VAGOTOMI, ANTIREFLU)

SAFRA YOLU GIRiSIMLERI
ACIK YA DA YUKSEK RiSK

LAPAROSKOPIK

LAPAROSKOPIK (DUSUK RiSK)

SEFAZOLIN

SEFAZOLIN (Yiiksek
riskli hastalarda)

SEFAZOLIN

SEFOTETAN
SEFOKSITIN
AMPISILIN-
SULBAKTAM (lokal
direng oranlari dikkate
alinmal)

ONERILMEZ

<120kg:2g iv
>120 kg: 3 giv

<120 kg:2gr iv
>120 kg: 3 griv

<120 kg: 2 gr iv
>120 kg: 3 griv
2griv

2griv

3griv

KLINDAMISIN
VANKOMISIN

o

GENTAMISIN/
SIPROFLOKSASIN/
LEVOFLOKSASIN/
AZTREOMAN

KLINDAMISIN
VANKOMISIN

+

GENTAMISIN/
SIPROFLOKSASIN/
LEVOFLOKSASIN/
AZTREOMAN

KLINDAMISIN
VANKOMISIN
+
GENTAMISIN/
SIPROFLOKSASIN/
LEVOFLOKSASIN/
AZTREOMAN
METRONIDAZOL
+
GENTAMISIN/
SIPROFLOKSASIN/
LEVOFLOKSASIN

ONERILMEZ

900mg iv
15 mg/kg iv (max 2 g)

5 mg/kg
400mg iv
500mg iv
2giv

900 mg iv
15 mg/kg iv (max 2 g)

5 mg/kg
400mg iv
500mg iv
2giv

900 mg iv
15 mg/kgiv (max 2 g)

5 mg/kg
400mg iv
500mg iv
2giv

500 mg iv

5 mg/kg

400mg iv
500mg iv
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AMELIYAT TiPi ONERILEN ANTIBIYOTIK DOZU ALTERNATIF ANTIBIYOTiIK DOZU
ANTIBIYOTIK ANTIBIYOTIK
APPENDEKTOMI SEFOKSITIN 2griv KLINDAMISIN 900mg iv
(KOMPLIKASYONSUZ) SEFOTETAN 2griv VANKOMISIN 15 mg/kg iv (max 2 g)
SEFAZOLIN <120kg:2g iv +
+ >120 kg: 3 giv GENTAMISIN/ 5 mg/kg
METRONIDAZOL 500 mg iv SIPROFLOKSASIN/ 400mg iv
LEVOFLOKSASIN/ 500mg iv
AZTREOMAN 2giv
METRONIDAZOL 500 mg iv
+
GENTAMISIN/ 5 mg/kg
SIPROFLOKSASIN/ 400mg iv
LEVOFLOKSASIN 500mg iv
iINCE BARSAK CERRAHISI SEFAZOLIN <120kg:2g iv KLINDAMISIN 900mg iv
(OBSTRUKSIYONSUZ) >120 kg: 3 giv VANKOMISIN 15 mg/kg iv (max 2 g)
+
GENTAMISIN/ 5 mg/kg
SiIPROFLOKSASIN/ 400mg iv
LEVOFLOKSASIN/ 500mg iv
AZTREOMAN 2giv
INCE BARSAK CERRAHISI SEFOKSITIN 2griv METRONIDAZOL 500 mg iv
(OBSTRUKSIYONLU) SEFOTETAN 2griv +
SEFAZOLIN <120kg:2g iv GENTAMISIN/ 5 mg/kg
o >120 kg: 3 giv SIPROFLOKSASIN/ 400mg iv
METRONIDAZOL 500 mg iv LEVOFLOKSASIN 500mg iv
HERNI ONARIMI(mesh varsa) SEFAZOLIN <120kg:2g iv KLINDAMISIN 900mg iv
>120 kg: 3 giv VANKOMISIN 15 mg/kg iv (max 2 g)
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AMELIYAT ONERILEN ANTIBIYOTIK ALTERNATIF ANTIBIYOTIK

TIPI ANTIBIYOTIK DOZU ANTIBIYOTIK DOZU

KOLOREKTAL SEFOKSITIN 2griv KLINDAMISIN 900mg iv

. SEFOTETAN 2griv +
CERRAHI SEFAZOLIN <120kg:2g iv GENTAMISIN/ 5 mg/kg
+ >120 kg: 3 giv SIPROFLOKSASIN/ 400mg iv

METRONIDAZOL 500 mg iv LEVOFLOKSASIN/ 500mg iv
AMPISILIN-SULBAKTAM 3griv AZTREOMAN 2giv
(lokal direng oranlari METRONIDAZOL 500 mg iv
dikkate alinmali) +
SEFTRIAKSON + 2griv GENTAMISIN/ 5 mg/kg
METRONIDAZOL(1. ve 2. 500mg iv SIPROFLOKSASIN/ 400mg iv
kusak sefalosporinlere LEVOFLOKSASIN 500mg iv

direng)
ERTAPENEM

1griv




Endometritler siklikla polimikrobiyaldir

Aerobik Streptokoklar ( grup B b-hemolitik Streptokoklar
ve Enterekoklar),

Gram-negatif aeroplar (siklikla E. coli),
Gram-negatif anaerobik basiller(siklikla B. bivius),

Anaerobik koklar (Peptococcus spp, Peptostreptococcus
spp).

49



KABIN-DOGUNMEERRAHISI

AMELIYAT TiPi ONERILEN ANTIBIYOTIK ALTERNATIF ANTIBIYOTIK

ANTIBIYOTIK DOZzU ANTIBIYOTIK DOZU




AMELIYAT TiPi ONERILEN ANTIBIYOTIK ALTERNATIF ANTIBIYOTIK
ANTIBIYOTIK DOZU ANTIBIYOTIK DOZU




En sik patojen deri florasidir
Olasi etkenler

S. aureus,
Gram-negatif basiller,

Koagulaz negatif Stafilokoklar (S. epidermidis),
Beta hemolitik Streptokoklar

Spinal operasyonlarda gram negatif bakterileri
iceren polimikrobiyal enfeksiyonlar gorulebilir
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Ortopedik cihazlarin i¢ yuzeylerinde , 6zellikle S.
aureus ve S. epidermidis’in olusturdugu

risk faktorudur
Bakteriyel biyofilm antimikrobiyal penetrasyonu
zorlastirarak direnc¢ kazandirir
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AMELIYAT TiPi ONERILEN
ANTIBIYOTIK

IMPLANT ONERILMEZ
GEREKMEYEN EL,

DizZ, AYAK GiBI

TEMIZ CERRAHI

ANTIBIYOTIK
DOZU

ALTERNATIF
ANTIBIYOTIK

ANTIBIYOTIK DOZU




Antimikrobiyal profilaksi;
Grade | (€1cm laserasyonlu temiz yara )

Grade Il (genis yumusak doku hasari olmayan > 1 cm
laserasyonlu temiz yara) acik kiriklarda

Grade Il acik kiriklar genis CAE Tedavi

Sistemik profilaksi ile birlikte antibiyotikli kemik
cimentosu kombinasyonunu destekleyen kanitlar var
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© Olasli etkenle
- S. aureus
- Koagulaz negatif Stafilokoklar

- Pacne (sant yerlestirme, kraniyotomi)

- Diger gram pozitif bakteriler
- Gram negatif bakterile




r—~

ROSIRMRIISCERRAH

— -

@):

AMELIYAT TiPi ONERILEN ANTIBIYOTIK DOZU ALTERNATIF ANTIBiYOTiK DOZU

ANTIBIYOTIK ANTIBIYOTIiK




Urolojik islemlerde amac;
Bakteriyemi,
CAE,
Ameliyat sonrasi bakterilirinin dnlenmesi
Urolojiye 6zgu risk faktorleri;
Uriner sistemin anatomik anomaliler,
Uriner obstriiksiyon,
Uriner tas,
Kalici veya external kateterler
Postoperatif kateterizasyon siiresi
Postoperatif piyiri
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Preop. bakteriliri saptananlar dnce tedavi edilmelidir.

Olasi etkenler
E. coli (en sik)
Diger gram (-) bakteriler
Enterokok
Protez implantasyonunda biyofilm olusturan bakteriler;
S. epidermidis
P. aeruginosa

Literaturde idrar sondalari profilaksinin uzamasi icin
gerekli degildir

59



AMELIYAT TiPi ONERILEN ANTIBIYOTIK ANTIBIYOTIK DOZU  ALTERNATIF ANTIBIYOTiK DOZU
ANTIBIYOTIK
SiISTOSKOPI (risk faktorii  SIPROFLOKSASIN 400 mg iv GENTAMISIN 5mg/kg iv
olanlarda TRANSREKTAL TRIMETOPRIM- 160/800 mg p.o +/-
PROSTAT BiOPSISi,) SULFAMETOKSAZOL <120kg:2g iv KLINDAMISIN 600-900 mg iv
UST URINER SISTEME SEFAZOLIN >120 kg: 3 giv
GIRILEN SISTOSKOPILER
(ESWL)
ACIK/LAPAROSKOPIK SEFAZOLIN <120kg:2g iv GENTAMISIN 5mg/kg iv
CERRAHI >120kg: 3 giv SIPROFLOKSASIN 400 mg iv
+/-
KLINDAMISIN
600-900 mg iv
PROTEZ AMELIYATLARI ~ SEFAZOLIN <120kg:2g iv KLINDAMISIN/ 600-900 mg iv
+/- >120kg: 3 giv VANKOMISIN 15 mg/kg iv (max 2 g)
GENTAMISIN/ 5mg/kg iv +/- 5mg/kg iv
AZTREONAM 2giv GENTAMISIN/ 2giv
AMPISILIN-SULBAKTAM 3 giv AZTREONAM
Risk faktori: pozitif idrar kiltlird, preoperatif katater, idrar
kiltdrt olmayan 60



Antimikrobiyal profilaksi ile ilgili mevcut verilerin cogu
katarakt operasyonlarini icermekte

Akut postoperatif endoftalmiyi azaltma
Postoperatif endoftalmi genellikle 1 haftada gelismekte

Olasi etkenler
Koagulaz negatif Stafilokoklar (en sik S. epidermidis)
S. aureus
Streptococcus spp
Enterococcus spp
P. acnes
Corynebacterium spp
Serratia spp
Klebsiella spp
Acinetobacter spp.

P. aeruginosa
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AMELIYAT TiPI

ONERILEN ANTIBIYOTIK

ANTIBIYOTIK DOZU

GOZ CERRAHISI

(Katarakt, glokom, korneal
greftler, lakrimal
cerrahi,penetran goz
yaralanmalari)

Topikal neomisin,
polimiksin B, gramisidin,
moksifloksasin,
gatifloksasin

operasyonun sonunda
istege bagli olarak
eklenebilir

Sefazolin

sefuroksim

5-15 dakikada bir 1 damla
(5 doz)

100mg (subkonjonktival)
1-2.5 mg (intrakameral)
1mg

Preoperatif topikal %5 povidon iyot ile antisepsi onerilmekte
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