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investigated in a subsequent observational

multicenter trial.14,31

Five out of fourteen studies (36%) test-

ed the clinimetric properties of the QIs. 41

of 63 tested QIs (65%) were considered

valid for use in the clinical setting. The most

common reasons why QIs were not consid-

ered valid were low feasibility of data

abstraction from the patient files and lack of

room for improvement.

Discussion and Conclusions

In this systematic review we provided

an overview, including the development

methodology and validation procedures, of

all reported quality indicators for appropri-

ate antibiotic use in hospitalized adult

patients. Fourteen studies described 200

QIs: 17 structure and 183 process indica-

tors. Five studies (36%) tested the clinimet-

ric properties of the QIs. 41 of 63 tested QIs

(65%) were considered valid for use in the

clinical setting.

We performed a literature search in

order to include all available studies

describing the development of quality indi-

cators in adults. Furthermore we extracted

from the included studies the methods used

to develop the quality indicators, the rela-

tion of the QIs with outcome measures,  and

the validation process of the QIs. To our

knowledge such a detailed  inventory of QIs

for inpatient antibiotic use, including the

development methodology and validation

procedures, has not been done before.

Recently, a systematic review on QIs for

diagnosis and antibiotic treatment in pri-

mary care was reported.32 The majority

(72%) of the 130 QIs focused on choice of

antibiotics, 22% concerned the decision to

prescribe antibiotics, and few (6%) con-

cerned the diagnostic process. Most QIs

were either related to respiratory tract infec-

tions or not related to any type of infection.

Therefore, the QIs developed for this setting

clearly differ from those developed for the

inpatient setting.

Our study has several limitations. First,

for pragmatic reasons the search was per-

formed only in the Pubmed interface. There

is a possibility that articles were overlooked

for this reason. However we used a wide

range of search terms regarding quality

measurements and antibiotics and therefore

we assume that the terms should identify

those studies reporting the development of

quality indicators. Second, we included

only the articles that developed QIs exclu-

sively related to antibiotic use. If the minor-

ity of QIs (<33%) in an article referred to

antibiotic use, we did not select the article.

Therefore, we might have missed QIs on

antibiotic use. Finally, we excluded articles

concerning QIs for pediatric care.

The question remains what the implica-

tions of these data are. To develop QIs, a

systematic or non-systemic method can be

used. Systematic methods rely on available

scientific evidence complemented when

necessary with expert opinion.33 A Delphi

consensus procedure is a systematic process

where QIs are developed based on scientific

                                                                                                                             Review

Table 2. Description of the top 10 retrieved quality indicators.

Developed indicators                                                                                        Number of articles mentioning       Percentage of articles
                                                                                                                                          the indicator /                             mentioning 
                                                                                                                                  total number of articles                     the indicator

Prescribe empirical antibiotic therapy according to (local or national) guidelines                                        10/14                                                            71

Switch from intravenous to oral therapy                                                                                                                     9/14                                                             64

Perform at least two sets of blood cultures                                                                                                               8/14                                                             57

Change to pathogen-directed therapy when culture results become available                                                8/14                                                             57

Timely initiation of antibiotic therapy                                                                                                                          7/14                                                             50

Adapt dose and dosing interval of antibiotics to renal function                                                                            7/14                                                             50

Documentation of antibiotic plan in medical record                                                                                                7/14                                                             50

Perform a site culture                                                                                                                                                      6/14                                                             43

Discontinue antibiotic therapy if infection not confirmed                                                                                      6/14                                                             43

Duration of antibiotic therapy                                                                                                                                        6/14                                                             43

Figure 1. Search strategy in Pubmed. Limits: humans, English.

Figure 2. Procedure of article selection
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89 hasta taburcu edilmiş 

47 hastada IV’den oral 
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European Medicines Agency completes review of 

polymyxin-based medicines 
Recommendations issued for safe use in patients with serious infections 

resistant to standard antibiotics 

The European Medicines Agency (EMA) has reviewed the safety and effectiveness of products 

containing the antibiotics colistin or colistimethate sodium (known as polymyxins) and recommended 

changes to their product information to ensure safe use in the treatment of serious infections that are 

resistant to standard antibiotics.  

Polymyxin-based products have been available since the 1960s, but their use quickly decreased due to 

the availability of antibiotics with fewer potential side effects. Due in part to this limited use, 

colistimethate sodium has retained activity against a number of bacteria which have become resistant 

to commonly used antibiotics. This has led to a resurgence in recent years in the use of polymyxins in 

patients with few other options. However, current experience has raised concerns that the existing 

product information, in particular relating to dosing and the way the medicine is handled in the body 

(pharmacokinetics), might need updating. The European Commission therefore requested the EMA to 

review the available data and make recommendations on whether the marketing authorisations for 

these medicines should be changed and the product information amended appropriately. 

The Agency’s Committee for Medicinal Products for Human Use (CHMP) reviewed the available data 

about the pharmacokinetics, effectiveness and safety of these medicines. The review considered 

products given by injection or inhaled as a liquid into the lungs (systemic use) containing 

colistimethate sodium, which is converted to the active substance colistin in the body. Products taken 

by mouth (which mainly contain colistin and are not absorbed into the body in significant amounts but 

act locally on the gut) and those applied externally were not covered in this review. 

The CHMP concluded that injection or infusion (drip) of colistimethate sodium should be reserved for 

the treatment of serious infections due to susceptible bacteria, in patients whose other treatment 

options are limited. The medicine should be given with another suitable antibiotic where possible. The 

Committee recommended that doses should always be expressed in international units (IU) but 

because doses of colistimethate sodium can be expressed in different ways a conversion table should 

be included in the product information. Critically ill patients should be given a higher starting dose 

(loading dose) to provide an effective level of the antibiotic in the body more quickly. Although data 

were very limited, the Committee recommended doses for use in patients with kidney problems and in 
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• I nt ravenous colistimethate sodium is indicated in adults and children including neonates for the 

treatment of serious infections due to aerobic Gram-negative pathogens in patients with limited 

treatment options. Consideration should be given to co-administration with another antibacterial 

agent whenever this is possible. 

• Dosage should be in line with relevant treatment guidelines. Based on the limited available 

evidence the recommended dose in adults is 9 million IU daily in 2 or 3 divided doses as a slow 

intravenous infusion; in critically ill patients a loading dose of 9 million IU should be given. Doses 

should be reduced according to creatinine clearance in patients with renal impairment.  

• In children, the suggested dose is 75,000 to 150,000 IU/kg daily, in 3 divided doses. 

• Intravenous colistimethate sodium does not cross the blood-brain barrier to a significant extent. 

Where appropriate, adult doses of 125,000 IU for intraventricular administration and no more than 

this for intrathecal administration are recommended. 

• Use of intravenous colistimethate sodium together with other medications that are potentially 

nephrotoxic or neurotoxic should be undertaken with great caution. 

• When given by inhalat ion , colistimethate sodium solutions may be used for the management of 

chronic pulmonary infections due to Pseudomonas aeruginosa in adults and children with cystic 

fibrosis. The recommended dose in adults is 1 to 2 million IU given 2 to 3 times a day, and in 

children 0.5 to 1 million IU twice daily, adjusted according to the severity of the condition and the 

response. 

A parallel review is currently underway, looking at the quality of the products and the way the potency 

of colistimethate sodium is measured and tested, and may result in further changes to the product 

information once complete. 

 

More about  the m edicine 

Polymyxins are a group of antibiotics that includes colistin and colistimethate sodium (a ‘prodrug’ that 

is converted to colistin in the body), which have been available in the EU since the 1960s for the 

treatment of susceptible infections. Currently, products containing colistimethate sodium for use by 

injection or by inhalation as a solution or as a mist (nebulised) are approved under various trade 

names in Austria, Belgium, Bulgaria, Croatia, the Czech Republic, Denmark, Estonia, France, Germany, 

Greece, Hungary, Ireland, Italy, Luxembourg, Malta, Netherlands Poland, Portugal, Romania, Slovakia, 

                                                
1 Based on a nominal potency of the drug substance of 12,5000IU/mg or 0.424mg CBA/mg: both IU and mg CBA are 
expressions of potency and have only approximate relation to the mass of drug substance. 

Colist im ethate sodium  

( I U)  

Colist im ethate sodium  

( m g)  

Colist in- base act ivity ( CBA)  

( m g) 1  

1 2  5 0 0  1 0.4 

1 5 0  0 0 0  12 5 

1  0 0 0  0 0 0   80  34 

4  5 0 0  0 0 0   360 150 

9  0 0 0  0 0 0  720 300 

 Günlük doz 9 milyon IU. 2-3 seferde. 

 Ciddi infeksiyonlarda 9 milyon IU yükleme dozu. 

 Kan beyin bariyerini geçerek etkin doza ulaşamadığı için 

intraventriküler uygulanabilir. En fazla 125 bin IU/gün 

 İnhalasyon dozu ise 1-2 milyon IU. 2-3 seferde EMA 
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DİRENÇLİ KLEBSIELLA 

TEDAVİSİ 



2017 

1983 

ESBL pozitif Klebsiella pneumoniae 

1993 

Karbapenem dirençli Klebsiella 
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2007 

Kolistin dirençli Klebsiella 
pneumoniae 
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CRE’de YENİ ANTİBİYOTİK SEÇENEKLERİ 

Thaden JT, et al. Virulence. 2016:1-14 

Antibiyotik Etki Mekanizması Endikasyon Diğer özellikler 

Seftazidim-
avibaktam 

Ambler A, C ve D ‘yi inhibe etmektedir 

CRE’li suşların %98’ine in vitro etkili. 

Komplike Üriner sistem 
infeksiyonu ve intra-
abdominal infeksiyon 

Class B (NDM-1 ve IMP) ve bazı class D (OXA-23) direnç 

Fosfomisin NDM-1 suşlarının %94’üne in vitro etkili  IV yol belirsizlikler (4x4 g) 
Tedavi sırasında direnç 
Mükemmel doku penetrasyou 
Kombine tedavide 

Tigesiklin CRE suşlarının %88-96’sına in vitro etkili Komplike intra-abdominal inf 
CYDE 
Toplum kökenli pnömoni 

Monoterapide mortalite yüksek. Önerilmez 
Kombine tedavide oldukça etkin 
Yüksek dozda etkinlik artmakta 

Meropenem-
vaborbaktam 

siklik boronik asit inh. 
Class A ve C’ye etkili. 
In vitro olarak KPC içeren 
Enterobacteriaceae etkinliği yüksek. 

Akciğer dokusuna penetrasyonu iyi 
Faz 3 çalışma tamamlandı yayın aşamasında 
 

Imipenem-
relebaktam 

serin beta-laktamaz inh. 
Class A ve C’ye etkili. 

Imipenem ile karşılaştırıldığında MİK değerlerini düşürüyor.  
Karbapenem R suşlarda çalışmalar devam ediyor 

Plazomisin CRE’ye in vitro olarak oldukça etkili 346 ESBL/AmpC suşunda çok 
etkili 

Nefrotoksisitesi diğer AG’lere göre düşük. Faz 2 çalışmada 
%5. 

Eravasiklin CRE’de tigesikline göre in vitro olarak  
2-4 kat daha etkin 

Ertapenemle karşılaştırmalı 
çalışmalarda intraabdomianal 
infeksiyonlarda etkin. 

In vitro aktivitesine bakılırsa tigesiklinden daha etkili olduğu 
düşünülmekte. 
CRE’deki etkinliği ile ilgili çalışmalar sürüyor 

Bowers DR et al, Current Infect Dis Res. 2016 Dec;18(12):48. 
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investigated in a subsequent observational

multicenter trial.14,31

Five out of fourteen studies (36%) test-

ed the clinimetric properties of the QIs. 41

of 63 tested QIs (65%) were considered

valid for use in the clinical setting. The most

common reasons why QIs were not consid-

ered valid were low feasibility of data

abstraction from the patient files and lack of

room for improvement.

Discussion and Conclusions

In this systematic review we provided

an overview, including the development

methodology and validation procedures, of

all reported quality indicators for appropri-

ate antibiotic use in hospitalized adult

patients. Fourteen studies described 200

QIs: 17 structure and 183 process indica-

tors. Five studies (36%) tested the clinimet-

ric properties of the QIs. 41 of 63 tested QIs

(65%) were considered valid for use in the

clinical setting.

We performed a literature search in

order to include all available studies

describing the development of quality indi-

cators in adults. Furthermore we extracted

from the included studies the methods used

to develop the quality indicators, the rela-

tion of the QIs with outcome measures,  and

the validation process of the QIs. To our

knowledge such a detailed  inventory of QIs

for inpatient antibiotic use, including the

development methodology and validation

procedures, has not been done before.

Recently, a systematic review on QIs for

diagnosis and antibiotic treatment in pri-

mary care was reported.32 The majority

(72%) of the 130 QIs focused on choice of

antibiotics, 22% concerned the decision to

prescribe antibiotics, and few (6%) con-

cerned the diagnostic process. Most QIs

were either related to respiratory tract infec-

tions or not related to any type of infection.

Therefore, the QIs developed for this setting

clearly differ from those developed for the

inpatient setting.

Our study has several limitations. First,

for pragmatic reasons the search was per-

formed only in the Pubmed interface. There

is a possibility that articles were overlooked

for this reason. However we used a wide

range of search terms regarding quality

measurements and antibiotics and therefore

we assume that the terms should identify

those studies reporting the development of

quality indicators. Second, we included

only the articles that developed QIs exclu-

sively related to antibiotic use. If the minor-

ity of QIs (<33%) in an article referred to

antibiotic use, we did not select the article.

Therefore, we might have missed QIs on

antibiotic use. Finally, we excluded articles

concerning QIs for pediatric care.

The question remains what the implica-

tions of these data are. To develop QIs, a

systematic or non-systemic method can be

used. Systematic methods rely on available

scientific evidence complemented when

necessary with expert opinion.33 A Delphi

consensus procedure is a systematic process

where QIs are developed based on scientific

                                                                                                                             Review

Table 2. Description of the top 10 retrieved quality indicators.

Developed indicators                                                                                        Number of articles mentioning       Percentage of articles
                                                                                                                                          the indicator /                             mentioning 
                                                                                                                                  total number of articles                     the indicator

Prescribe empirical antibiotic therapy according to (local or national) guidelines                                        10/14                                                            71

Switch from intravenous to oral therapy                                                                                                                     9/14                                                             64

Perform at least two sets of blood cultures                                                                                                               8/14                                                             57

Change to pathogen-directed therapy when culture results become available                                                8/14                                                             57

Timely initiation of antibiotic therapy                                                                                                                          7/14                                                             50

Adapt dose and dosing interval of antibiotics to renal function                                                                            7/14                                                             50

Documentation of antibiotic plan in medical record                                                                                                7/14                                                             50

Perform a site culture                                                                                                                                                      6/14                                                             43

Discontinue antibiotic therapy if infection not confirmed                                                                                      6/14                                                             43

Duration of antibiotic therapy                                                                                                                                        6/14                                                             43

Figure 1. Search strategy in Pubmed. Limits: humans, English.

Figure 2. Procedure of article selection

Kallen MC. Infect Dis Rep. 2017 Mar 30;9(1):6821 
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investigated in a subsequent observational

multicenter trial.14,31

Five out of fourteen studies (36%) test-

ed the clinimetric properties of the QIs. 41

of 63 tested QIs (65%) were considered

valid for use in the clinical setting. The most

common reasons why QIs were not consid-

ered valid were low feasibility of data

abstraction from the patient files and lack of

room for improvement.

Discussion and Conclusions

In this systematic review we provided

an overview, including the development

methodology and validation procedures, of

all reported quality indicators for appropri-

ate antibiotic use in hospitalized adult

patients. Fourteen studies described 200

QIs: 17 structure and 183 process indica-

tors. Five studies (36%) tested the clinimet-

ric properties of the QIs. 41 of 63 tested QIs

(65%) were considered valid for use in the

clinical setting.

We performed a literature search in

order to include all available studies

describing the development of quality indi-

cators in adults. Furthermore we extracted

from the included studies the methods used

to develop the quality indicators, the rela-

tion of the QIs with outcome measures,  and

the validation process of the QIs. To our

knowledge such a detailed  inventory of QIs

for inpatient antibiotic use, including the

development methodology and validation

procedures, has not been done before.

Recently, a systematic review on QIs for

diagnosis and antibiotic treatment in pri-

mary care was reported.32 The majority

(72%) of the 130 QIs focused on choice of

antibiotics, 22% concerned the decision to

prescribe antibiotics, and few (6%) con-

cerned the diagnostic process. Most QIs

were either related to respiratory tract infec-

tions or not related to any type of infection.

Therefore, the QIs developed for this setting

clearly differ from those developed for the

inpatient setting.

Our study has several limitations. First,

for pragmatic reasons the search was per-

formed only in the Pubmed interface. There

is a possibility that articles were overlooked

for this reason. However we used a wide

range of search terms regarding quality

measurements and antibiotics and therefore

we assume that the terms should identify

those studies reporting the development of

quality indicators. Second, we included

only the articles that developed QIs exclu-

sively related to antibiotic use. If the minor-

ity of QIs (<33%) in an article referred to

antibiotic use, we did not select the article.

Therefore, we might have missed QIs on

antibiotic use. Finally, we excluded articles

concerning QIs for pediatric care.

The question remains what the implica-

tions of these data are. To develop QIs, a

systematic or non-systemic method can be

used. Systematic methods rely on available

scientific evidence complemented when

necessary with expert opinion.33 A Delphi

consensus procedure is a systematic process

where QIs are developed based on scientific
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Table 2. Description of the top 10 retrieved quality indicators.

Developed indicators                                                                                        Number of articles mentioning       Percentage of articles
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                                                                                                                                  total number of articles                     the indicator
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Figure 1. Search strategy in Pubmed. Limits: humans, English.

Figure 2. Procedure of article selection
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Not:	Hastada	viral	etken	düşünülüyorsa	veya	hasta	grip	benzeri	hastalık	semptomları	taşıyorsa

ve	ek	olarak	hastanın	klinik	durumu	orta/ciddi	olarak	değerlendiriliyorsa	hastadan	influenza	hızlı	

test/Solunum	Yolları	Virüs	Paneli	(Multiplex	PCR)	istenebilir.	

%98'i	viraldir
En	sık	rastlanan	semptom	

öksürüktür

Aşağıdaki	durumlardan	en

az	birinin	varlığı	bakteriyel	
enfeksiyonu	düşündürür.

*Ateş	(>4gün	ve	>39	°C)									

ve	Pürülan	nazal	akıntı	veya	
yüzde	hassasiyet			

*	10	günü	aşan	burun	
akıntısı	veya	gün	boyu	

süren	öksürük

*	Viral	üst	solunum	yolu	
enfeksiyonu	iyileştikten	
sonraki	5-6	gün	içinde	ateş,	

öksürük	ve	burun	
akıntısının	yeniden	

başlaması/artması

Not:	Rutin	olarak	sinüs	

Öncelikle	akciğer	dinleme	

bulgusu	yok	ise	pnömoni	
dışlanmalıdır.

Semptomlar:																																		

*Kalp	atım	hızı	<	100/dk																	
*Solunum	sayısı	<	24/dk																	
*Ateş	<	38

Renkli	balgam	çıkarmak	

bakteriyel	enfeksiyonu	
GÖSTERMEZ.

Not:	Çoğunlukla	akciğer	
grafisi	endikasyonu	

YOKTUR.

T
A
N
I	

T
E
D
A
V
İ

Bakteriyel enfeksiyon	

düşünülüyorsa;	
İlk	tercih:	

Amoksisilin	klavulonik	asit	
[2X1	g/gün	(	10	gün)]

Penisilin	alerjisi	varsa;
Doksisiklin

[2x100	mg/gün(7	gün)]	
veya	

Levofloksasin
[1x500	mg/gün(7	gün)]

veya	
Moksifloksasin
[1x400	mg	/gün(7	gün)]	

önerilir.
Azitromisin	ÖNERİLMEZ.	

Diğer Antibiyotik																		

.............................................
Nedeni:

Antibiyotik	kullanımı	

ÖNERİLMEZ.

Semptomatik	tedavi	
yeterlidir.
Ø Öksürük	baskılayıcı	

(Kodein,	
dekstrometorfan)

Ø Birinci	kuşak	
antihistaminikler
(Difenhidramin)

Ø Dekonjestan	(Fenilefrin)
Ø Beta	agonistler

(albuterol)

Etkenlerin	tamamı	virüstür

Semptomlar;																														

*Ateş																																					

*Öksürük																																									
*Burun	akıntısı																											

*Nazal	konjesyon																								
*Postnazal	akıntı																							
*Boğaz	ağrısı																																

*Baş	ağrısı																																							
*Kas	ağrısı.

Antibiyotik	kullanımı	
ÖNERİLMEZ.																																		

Ø Dekonjestan	
(pseudoefedrin	ve	
fenilefrin)	ve	birinci	
kuşak	antihistaminik	
kullanılabilir.

Ø Non-steroidal
antienflamatuar	ajanlar	
kullanılabilir.

Ø Tek	başına	
antihistaminik,	opioid	
kullanımı,	intranazal	
kortikosteroid,	burun	içi	
tuzlu	solüsyon	kullanımı	
ÖNERİLMEZ.

AKUT RİNOSİNÜZİT
SOĞUK	ALGINLIĞI	VE	

SPESİFİK	OLMAYAN	ÜSYE	
KOMPLİKE	OLMAYAN	

BRONŞİT

ERİŞKİN	HASTALARDA	ÜST	SOLUNUM	

YOLU	ENFEKSİYONLARI	KLİNİK	YOLU

Antibiyotik	Başlandı	ise; ......................................................................

Nedeni:

Kriterler	 Puan

1

1

1

1

45	yaş	ve	üstü	 -1

Puan	=	0 Puan	=	1 Puan	=	2 Puan	=	3 Puan	= 	4

Seçenek

*	AGBHS:	A	Grubu	Beta	Hemolitik	Streptokoklar

**	SYVP:	Solunum	Yolları	Virüs	Paneli	(Multiplex	PCR) :	..................................................

AGBHS

*	

Farenjit	

Riski																				

AGBHS	

Farenjit	

Riski																							

%5-10

AGBHS	

Farenjit	

Riski																															

%11-17

AGBHS	

Farenjit	

Riski																													

%28-35

AGBHS		

Farenjit	

Riski																													

%51-53

ERİŞKİN	HASTALARDA	ÜST	SOLUNUM	

YOLU	ENFEKSİYONLARI	KLİNİK	YOLU

Hastayı	

Değerlendiren	

Hekim

Boğaz	ağrısı	olan	hastaya	aşağıdaki	skorlama	uygulanır.

Öksürük	olmaması	

Hassas	ve	şişmiş	ön	servikal	nodlar

Boğaz	kültürü	ya	da	Hızlı	

Antijen	(Streptokok)	

Tarama	Testi**

Kriptik/Hipertrofik	tonsil	varlığı

Yaş

Toplam	Puan:																																																																																								

Ateş	>	38	°C	

ØHastada	viral	etken	düşünülüyorsa	veya	hasta	grip	benzeri	hastalık	semptomları	taşıyorsa	 ve	

hastanın	klinik	durumu	orta/ciddi	olarak	değerlendiriliyorsa	hastadan	 influenza	hızlı	test/SYVP**	

istenebilir.	

İleri	tetkiğe gerek	

yok	ve	antibiyotik	
ENDİKASYONU	YOK	

Antibiyotik başla;	

Amoksisilin-klavulonik	asit	
[2X1	g/gün	(	10	gün)]

Benzatin	penisilin

[1,2X106 ü/tek	doz	IM	]			

Makrolidler	

Azitromisin	tb			
[1x500	mg/gün	(5	gün)]

Klaritromisin	cps	
[2x500	mg/gün	(10gün)]

Klindamisin	tb			
[3x300	mg/gün	(10	gün)]

Sefuroksim	tb
[2x500mg/gün	(5	gün)]

Diğer	Antibiyotik;		
..................................................
Nedeni;	

Negatif	

Antibiyotik	
ENDİKASYONU

YOK.

Pozitif			

Antibiyotik	ile	
tedavi

AKUT	

TONSİLLİT/FARENJİT

HASTA BARKODU	

Antibiyotik	Başlandı	ise	;

..............................................
Nedeni:



□	

□	

Orta	Şiddetli	Diyare:	 Hastalık	nedeniyle	günlük	yaşam	aktivitesi	zorlaşmış

Şiddetli	Diyare:	 Hastalık	nedeniyle	hipovolemi	belirti	bulguları	olan,	24	saat	içinde	6	dan	fazla	

şekilsiz	dışkılama,	şiddetli	abdominal	ağrı	gibi	şikayetler	ile	günlük	aktiviteleri	yerine	getirememe	

şikayeti	olan	ya	da	hastaneye	yatış	yapılan	hastalar	bu	grupta	değerlendirilir.	

◊	Hidrasyon;		 su	ve	tuz	içeren	oral	veya	parenteral	sıvı	alımı	ile	sağlanır.	Yiyecek	olarak	hasta	çorba,	

et	suyu,	kraker,	kavrulmuş	ve	pişmiş	gıdalar,	şeftali,	muz,	yağsız	pirinç	gibi	besinler	tüketebilir.	

Erişkin	Hastalarda	Akut	Gastroenterit	Vaka	Yönetimi	

Son	24	saatte	 >	3	sulu	dışkılama	ve	aşağıdaki	semptomlardan	

□	Amdominal	ağrı/kramp

□	Tenesmus

Sulu	İshal

*Hafif	Şiddetli	Diyare: 	Günlük	aktivitelerde	herhangi	bir	değişklik	yok.	

Hafif	İshal* Orta /	Şiddetli	İshal*	

Hidrasyonu◊

sağla.

Loperamid	
tedavisi	
başlanabilir.

ateş< 38°C ateş>38°C	

<72	saat	 >72	saat	

Semptomatik	tedavi	gerekiyorsa	Loperamid

başlanabilir.	
• İlk	doz	4	mg		

• Devam dozu;	her	sulu	dışkılama	için	2	mg	olacak
şekilde	tedavi	sürdürülür.		

• Günlük	maksimum	doz	16	mg'	dır.	
• Tedavi	en	fazla	2	gün	devam	ettirilebilir.		

Ø Dışkı	Kültürü

Ø Dışkıda	lökosit	
Ø Parazit	taraması

Ø Gerekirse	dışkı	multipleks	
PCR yap

v Hidrasyonu◊ sağla

Empirik	antibiyotik	tedavisi	
başla
q Azitromisin																					

1x500	mg	PO	(3	gün)	

q Siprofloksasin																			
2x500	mg	PO	(3-5	gün)

q Norfloksasin																									
2x400	mg	PO	(3-5	gün)	

Şiddetli İshal* Hafif	/Orta	İshal*

Ø Dışkı	Kültürü

Ø Dışkıda	lökosit	
Ø Parazit	taraması	

Ø Gerekirse	dışkı	
multipleks	PCR yap

v Hidrasyonu◊ sağla

q Dışkı	kültür	sonuçları	
sonuçlanana	kadar	
empirik	antibiyotik	

kullanımından	
KAÇINILMALI.

Ateş	var	veya

salgın	şüphesi	
yok	

Ateş	yok	veya

salgın	şüphesi	
var

Dizanterik	(Kanlı)	İshal	

Test	sonuçlarında	herhangi	bir	bakteri	ya	da	parazit	

saptanırsa	gerekirse etkene	yönelik	antimikrobiyal	tedavi	
başlanmalı	

Başka Bir	Antibiyotik	

Başlandı	İse	Adı/Nedeni:			
.............................................

.............................................

.............................................

.............................................

.............................................

.............................................

...	

Antibiyotik	Başlandı	

İse	Adı/Nedeni:			
.........................................

.........................................

.........................................

.........................................

.........................................

.........................................

...........................	
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investigated in a subsequent observational

multicenter trial.14,31

Five out of fourteen studies (36%) test-

ed the clinimetric properties of the QIs. 41

of 63 tested QIs (65%) were considered

valid for use in the clinical setting. The most

common reasons why QIs were not consid-

ered valid were low feasibility of data

abstraction from the patient files and lack of

room for improvement.

Discussion and Conclusions

In this systematic review we provided

an overview, including the development

methodology and validation procedures, of

all reported quality indicators for appropri-

ate antibiotic use in hospitalized adult

patients. Fourteen studies described 200

QIs: 17 structure and 183 process indica-

tors. Five studies (36%) tested the clinimet-

ric properties of the QIs. 41 of 63 tested QIs

(65%) were considered valid for use in the

clinical setting.

We performed a literature search in

order to include all available studies

describing the development of quality indi-

cators in adults. Furthermore we extracted

from the included studies the methods used

to develop the quality indicators, the rela-

tion of the QIs with outcome measures,  and

the validation process of the QIs. To our

knowledge such a detailed  inventory of QIs

for inpatient antibiotic use, including the

development methodology and validation

procedures, has not been done before.

Recently, a systematic review on QIs for

diagnosis and antibiotic treatment in pri-

mary care was reported.32 The majority

(72%) of the 130 QIs focused on choice of

antibiotics, 22% concerned the decision to

prescribe antibiotics, and few (6%) con-

cerned the diagnostic process. Most QIs

were either related to respiratory tract infec-

tions or not related to any type of infection.

Therefore, the QIs developed for this setting

clearly differ from those developed for the

inpatient setting.

Our study has several limitations. First,

for pragmatic reasons the search was per-

formed only in the Pubmed interface. There

is a possibility that articles were overlooked

for this reason. However we used a wide

range of search terms regarding quality

measurements and antibiotics and therefore

we assume that the terms should identify

those studies reporting the development of

quality indicators. Second, we included

only the articles that developed QIs exclu-

sively related to antibiotic use. If the minor-

ity of QIs (<33%) in an article referred to

antibiotic use, we did not select the article.

Therefore, we might have missed QIs on

antibiotic use. Finally, we excluded articles

concerning QIs for pediatric care.

The question remains what the implica-

tions of these data are. To develop QIs, a

systematic or non-systemic method can be

used. Systematic methods rely on available

scientific evidence complemented when

necessary with expert opinion.33 A Delphi

consensus procedure is a systematic process

where QIs are developed based on scientific

                                                                                                                             Review

Table 2. Description of the top 10 retrieved quality indicators.

Developed indicators                                                                                        Number of articles mentioning       Percentage of articles
                                                                                                                                          the indicator /                             mentioning 
                                                                                                                                  total number of articles                     the indicator

Prescribe empirical antibiotic therapy according to (local or national) guidelines                                        10/14                                                            71

Switch from intravenous to oral therapy                                                                                                                     9/14                                                             64

Perform at least two sets of blood cultures                                                                                                               8/14                                                             57

Change to pathogen-directed therapy when culture results become available                                                8/14                                                             57

Timely initiation of antibiotic therapy                                                                                                                          7/14                                                             50

Adapt dose and dosing interval of antibiotics to renal function                                                                            7/14                                                             50

Documentation of antibiotic plan in medical record                                                                                                7/14                                                             50

Perform a site culture                                                                                                                                                      6/14                                                             43

Discontinue antibiotic therapy if infection not confirmed                                                                                      6/14                                                             43

Duration of antibiotic therapy                                                                                                                                        6/14                                                             43

Figure 1. Search strategy in Pubmed. Limits: humans, English.

Figure 2. Procedure of article selection

Kallen MC. Infect Dis Rep. 2017 Mar 30;9(1):6821 



Ateş > 38.0 ◦C veya < 36.0 ◦C Solunum sayısı ≥ 22/dakika

Kalp atım hızı > 90/dk Hastanın bilinç durumunda kötüleşme

Sistolik kan basıncı ≤ 100 mmHg

Saat:

Kan kültürü al, Prokalsitonin bakılmasını sağla UD

İlk doz antibiotiği şimdi başla (Enfeksiyon Hastalıkları) UD

O2  desteği sağla UD

IV sıvı desteği UD

Kan gazı al UD

Aldığı - çıkardığı sıvı takibi UD

Kültür İle Doğrulanmış Sepsis 

Tarih: 

İmza:

* Systemic Inflammatory Response Syndrome ** Quick Sepsis-related Organ Failure Assessment

      UD:Uygun değil  

Form no:6494.040     Rev:0

Hastayı aşağıdaki tanımlanan SIRS ve qSOFA Kriterlerine göre değerlendiriniz. Mutlaka her iki 

değerlendirme de yapılmalıdır. 

Not: Sepsis 6  Uygulamaları doktor direktifi ile uygulanır.

SIRS (Sistemik Inflamatuar Yanıt Sendromu) Kriterleri qSOFA**  Kriterleri

SEPSİS ŞÜPHESİ

SIRS* kriterlerinden en az 2’sinin ya da qSOFA** kriterlerinden en az 2’sinin pozitif olması durumunda 

hastada sepsis olasılığı ortaya çıkar. 

Solunum sayısı ≥ 22/dakika veya arteriyel 

karbondioksit basıncı (PaCO 2 ) < 32 mmHg

Kanda beyaz küre sayısı > 12.000/mcL veya                   

< 4000/mcL veya > %10 band formasyonu

Hastanın klinik durumunu takip et. Gerekirse 

kriterleri tekrar gözden geçir.

     SEPSİS ERKEN TANI KLİNİK YOLU - YETİŞKİN
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Sepsis şüphesi yok.

S
E

P
S
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 6

Sepsis şüphesi var.

Hasta Kimlik Etiketi

Sepsis Düşünülmedi

Klinik Tanı Sepsis

Saat:

Saat:

Hekim Hemşire 

 PRİMER DOKTORU / KAT DOKTORUNA haber ver!

Primer Doktor ve / veya Enfeksiyon Hastalıkları 

Doktorunu  ara!

HAYIR

EVET

HAYIR

EVET

Doktor değerlendirme: Bulgular enfeksiyonla ilgili olabilir mi? 

Öksürük, Balgam, Karın ağrısı, Batında gerginlik, Diyare, İdrar yapma güçlüğü, Ense sertliği ve Baş ağrısı, 

Yumuşak doku enfeksiyonu, Kateter enfeksiyonu, Endokardit.

Takip



35% 35% 

21% 

9% 

0%

20%

40%

60%

80%

100%

Her zaman Çoğunlukla Bazen Asla

Cerrahi profilaksi rehberini ne sıklıkla kullanıyorsunuz? 



44% 

4% 

42% 

10% 

0%

20%

40%

60%

80%

100%

Tecrübelerim Meslektaşlarım Ulusal rehber-
kitap

Diğer

Profilaksi rehberini kullanmıyorsanız neye göre prof. antibiyotik başlıyorsunuz?  
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Antibiyotik 
kullanımındaki 
zorluklar 

Zorlukların 
yerel ölçekte 
saptanması 

Sorunlara 
yönelik 
müdahalelerin 
belirlenmesi 

Yerel 
Antimikrobiyal 
Yönetim 
Programlarının 
oluşturulması 

Programın 
hayata 
geçirilmesi ve 
etkisinin takibi 


