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TOPLUM KOKENLI PNOMONI UZLASI RAPORU
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Toplum Kokenli PnOmoni

Son iki hafta i¢inde hastanede yatmamis ya da bakimevinde kalmayan bir kiside
gelisen pnomoniler toplum kokenli pnémoni olarak tanimlanir

Tiim diinyada sik goriilen ve yliksek morbidite ve mortalite ile seyreden bir
Infeksiyon hastaligidir

Yakinma, oykii, fizik muayene ve laboratuvar bulgularinin degerlendirilmesi tani
koydurucudur

Antimikrobiyal tedavisi genellikle ampiriktir




Etiyoloji ve Epidemiyoloji

* Hastaligin goriilme sikligina etki eden faktorler arasinda;

» Mevsim

» Cografi bolge

» Altta yatan ko-morbid hastaliklar
» Yas

» Meslek




Etiyoloji

* Yiizden fazla patojen pnomoniye neden olabilir
« Tiim diinyada eriskinlerde en sik etken Streptococcus pneumoniae

* Diger etkenler:
»Haemophilus influenzae,
»Moraxella catarrhalis,
»Mycoplasma pneumoniae,
»Chlamydia pneumoniae,

» Legionella spp.
» Virisler




Etiyoloji

« Hastaneye yatis gerektiren KOAH alevlenmesi
» M.catarrhalis pnomonisi

 [Influenza sonrasi

» Staphylococcus aureus
» Grup A streptokok

 Altta yatan kardiyopulmoner hastaligin varligi, yenilerde antibiyotik kullanim
oykiisii, yash bakim evinde kalma Oykiisii, ¢ok sayida ko-morbid hastalik varlig:
» Gram negatif enterik bakteriler




Etiyoloji

- llaca direncli Streptococcus pneumoniae pndmonisi

»Son ug ay icerisinde beta laktam antibiyotik kullanmak
»65 yas ve ustu

»Bagisik yetmezlik

»Komorbid hastaliklarin varligi

» Alkolizm

»Krese giden ¢ocuk ile temas oykusu




Etyoloji

« Pseudomonas aeruginosa pndémonisi
» Bronsiektazi gibi yapisal akciger hastaliginin varligi
»3on bir ay i¢inde en az 7 giin siire ile genis spektrumlu antibiyotik kullanimi
» Giinliik en az 10 mg dozunda kortikosteroid kullanimi

»Malniitrisyon




Etyoloji

* Yogun bakima yatis gerektiren pnémonilerde

» S. pneumoniae

» Enterik gram-negatif basiller
» Pseudomonas aeruginosa

» S. aureus,

> Viruslar,

» Legionella spp

» Haemophilus influenza




Klinik Bulgular

Hastaligin baglangi¢c zamani

Oksiiriik, ates

Balgam varligi, niteligi

Hemoptizi

Agri, solunum giigliigii

Biling bulanikligi

Ko-morbid kosullarin

Son ii¢ ay i¢erisindeki antibiyotik kullanimi

Asilanma 6ykiisii




Klinik Bulgular

* Risk faktorleri;
» Yas
» Yakinlarda gecirilen bir solunum yolu infeksiyonu oykiisii
» Solunum yolu infeksiyonlu hastayla temas
» Bagisiklig1 baskilanmis hasta olup olmamasi
» Sigara, alkol kullanimi
» Seyahat oykiist
» Iklimlendirilmis ortamda bulunma (Klimali ortam)
» Mesleki risk, toksik inhalasyon, daha 6nce gegirilen hastaliklar,
» Kus besleme
» Kiimes hayvanlariyla temas, hayvancilik 6ykiisii




Fizik muayene

Ates
Dispne, takipne,
Krepitan raller, perkiisyonda matite, bronsiyal solunum sesi

Yaslilarda konfiizyon, letarji, genel durum bozuklugu




Fizik muayene

* Tipik bakteriyel pnomoni
»Ani baslar, ates
»Oksurlk, balgam cikarma,
»Sik soluma ve ploritik gogus agrisi

 Atipik ajanlarla olan pnomoni, subakut
»~Bas agrisi,kulak agrisi
»Karin agrisi, ishal
» Miyalji, dokuntd
»Biling degisikligi, splenomegali ve rolatif bradikardi




Tani

Yakinmalar baslamadan 14 giin 6ncesine kadar hastanede yatis 0ykiisli olmayan
bir kiside oksiiriik 1le birlikte; akut alt solunum yolu hastaligi yakinmalarindan en
az bir tanesinin bulunmasi

Tek bir 6l¢giimde 36°C ve alt1 ya da 38.3°C ve istii

Birden fazla ol¢iimde 38.3°C iistii

Geriatrik hasta i¢in 36°C ve alt1 ya da 37,5°C ve {iisti

Usiime, titreme, terleme, agr1 gibi yakinmalarla birlikte ates yiiksekliginin olmasi

P-A akciger grafisinde yeni gelisen infiltrasyonun saptanmasi




PnOmoni Tani ve Takibinde Kullanilan Testler

Akciger grafisi

Tam kan sayimi, temel metabolik profil

Balgam mikroskobik incelemesi, balgam kiiltiirti
Pulse oksimetre

Plevral s1v1 incelenmesi

Balgam tiiberkiiloz yoniinden incelenmesi

Kan kiiltii

Arteriyel kan gazi




Akciger Grafisl

Tanida en duyarli test

Ayaktan tedavi edilen hastalarda;

» Tam kuskuluysa,

» Tedaviye ragmen hastalik ilerliyorsa,

» Hastada akciger kanseri gibi bir risk diisiiniiliiyorsa

Hastaneye yatirilan hastalarda rutin istenmeli

Negatif ise 24-48 saat sonra tekrar1 Onerilir




Akciger Grafisi

Akciger grafisinde; infiltrasyon, konsolidasyon, efiizyon, kavitasyon
Genis plevral efiizyon bakteriyel pndmoni
Kaviter lezyonlar; bakteriyel apse, fungal, mikobakteriyel ya da nokardiyal

Lezyonda hizli ilerleme, multifokal olmasi; Legionella, pndmokok ve
stafilokok

[ntersitisyel tutulum; viral, PCP, mikoplazma ve C. psittaci pndmonilerinde
gorulir




Pnomoni Tani ve Takibinde Kullanilan Testler

Tam kan sayimi

Temel metabolik profil; kan sekeri, karaciger fonksiyon testleri, iire,
Kreatinin hastaligin siddet skorlamasi i¢in de gereklidir.

Pulse oksimetre: Birinci basamakta da yapilmasi onerilmekte

Balgam mikroskobik inceleme; Ampirik tedaviye yanit vermeyenlerde




Balgam Kiiltiiri

Yatarak tedavi almasi gereken hastalarda yapilmali

Kiiltiir sonuglari; tiremenin yogunlugu, klinik uyum ve gram boyama ile
korelasyona gore degerlendirilmeli

Atipik ajanlarin tiretilebilmesi i¢in 6zel besiyerleri gerekir

Persistan oksiiriik, gece terlemesi, kilo kaybi, halsizlik veya risk faktorii
varsa balgam tiiberkiiloz yoniinden incelenmeli




Plevral effiizyon: 10 mm’den daha fazla plevral siv1 varsa drene edilmeli ve
mikrobiyolojik yonden incelenmeli

Kan kultiirii: Agir pnomonilerde ve hastaneye yatirilan olgularda

uygulanmali

Arteriyel kan gazi; Agir hastalarda bakilmali




— '-v- \/

Pndmonilerde Yapilmasi Onerilen
Tetkikler

C- Reaktif Protein

Prokalsitonin

Hizli Uiriner antijen testleri: Salgin diisiiniiliiyorsa ayaktan izlenecek hastalarda da yapilabilir
Serolojik testler: C. pneumoniae, M. pneumoniae, Legionella i¢in titrede yiikselme

PZR (Polimeraz Zincir Reaksiyonu): Etkene yonelik tedavi degisikligi ya da salgin s6z konusu ise, ve epidemiyolojik
amacla yapilir

Torasentez: Parapnomonik infiltrasyonu olanlarda diistiniilmelidir
Hizli viral tani testleri; influenza A ve B, parainfluenza, RSV hizli tanisinda

Akciger tomografisi: Plevral sivi, akciger nodiilleri, infiltrasyonla birlikte kavitasyon, konsolidasyon izleminde ya da
altta yatan neoplazm tespitinde




Ayirici Tan

Ulkemizde tiiberkiiloz oncelikle ekarte edilmeli Sarkoidoz

Mevsimsel grip Kollajen doku hastaliklari

Hastane kokenli pnomoni Wegener graniilamatoz, diger vaskiilitler, Behcet
Aspirasyon pnémonisi [lagla indiiklenen pulmoner hastaliklar

Akut bronsit, KOAH alevlenme Pulmoner emboli, infarkt

Myokard infarktiisii Brons karsinomu, lenfoma

Konjestif kalp yetmezligi ve pulmoner 6dem Radyasyon pnémonisi

Pulmoner fibrosis PnOmotoraks




Toplum Kokenli Pnomonide Antimikrobiyal
Tedavi

* Pnomoni tedavisinin evde ya da hastaneye yatirilarak yapilmasina karar
vermede en ¢ok kullanilan yontem

»CURB-65 veya CRB 65 kriterleri

CURBG65

»C: Konflizyon

»U: Ure > 7 mmol/L ya da > 20 mg/dL
»R: Solunum sayis1 > 30/dk

»B: Kan basinci

»Yas >65




Pnomoni klinigi mevcut (yakinma + fizik muayene)

+
P-A Akciger grafide yeni gelisen infiltrasyon mevcut

4

CURBSG65 agirlik skoru

& g &

0 (Hafif) 1-2 (Orta) 3-4 (Agr)

4 & 4

Ayaktan tedavi Hastaneye yatirilarak tedavi Yogun bakim iinitesi (YBU) de tedavi




Yogun Bakim Unitesine Yatirilma Olciitleri

- Major Kriterler Minor Kriterler

1 Vazopresor kullanimini gerektirecek septik sok Solunum say1s1 >30/dk

Mekanik ventilasyona ihtiya¢ gerektiren akut solunum  PaO,/FiO, < 250
yetmezligi

Akciger radyograminda multilober infiltrat
Konfiizyon / dezoryantasyon

Uremi (BUN>20 mg/dL)

Lokopeni (Lokosit < 4000/mm3)
Trombositopeni (Trombosit < 100.000/mm3 )

Hipotermi (viicut 1s1s1< 36°C)

Hipotansiyon (sistolik kan basinci < 90
mmHQ)




Ayaktan Ampirik Antibiyotik Tedavisi

* Altta yatan kronik bir hastalig1 yok

e Jlaca direncli Streptococcus pneumoniae i¢in risk faktorii s6z konusu
degilse;
»Amoksisilin 1 g PO, 8 saatte bir

»Amoksisilin klavulonat 625 mg PO, 8 saatte bir / 1 g PO, 12 saatte bir
»Sefuroksim 500 mg PO, 12 saatte bir

* Tipik atipik ayirim1 yapilamadiginda bu tedaviye asagidakilerden birisi
eklenmeli

»Klaritromisin; 500 mg PO, 12 saatte bir
»Doksisiklin; 100 mg PO, 12 saatte bir




Ayaktan Ampirik Antibiyotik Tedavisi

* Penisilin allerjisi var ise

» Tedavide kullanilacak antimikrobiyal ilaclar, uygulama sekli ve kullanim
dozu;
» Levofloksasin; 500 mg PO, 12-24 saatte bir

»Moksifloksasin; 400 mg PO 24 saatte bir
»Gemifloksasin; 320 mg PO 24 saatte bir




Ayaktan Ampirik Antibiyotik Tedavisi

 Altta yatan kronik hastaligi, son 3 aydir antibiyotik kullanim oykusu

* Yuksek duzey penisilin direncgli S.pneumoniae ile enfeksiyon soz
konusu

« Tedavide kullanilacak antimikrobiyal ilaglar;
» Levofloksasin; 500 mg PO, 12-24 saatte bir
»Moksifloksasin; 400 mg PO 24 saatte bir
» Gemifloksasin; 320 mg PO 24 saatte bir

»Amoksisilin 1 g PO, 8 saatte bir 1 g + klaritromisin 500 mg PO, 12 saatte
bir

»Amoksisilin klavilonat 1 g PO 12 saatte bir

~Sefuroksim 500 mg PO, 12 saatte bir




Tedavi Suresi ?

« Tedavi suresi klinik, fizik muayene bulgulari ve rutin laboratuvar
sonuclarina gore degerlendirilir

« Tedavinin uguncu gunu hastanin yakinmalari gerilediyse, ates
yuksekligi kontrol altina alindiysa, akut faz reaktan degerleri
gerilemeye basladiysa toplam 7 gun tedavi suresi yeterli




JAMA Internal Medicine | Original Investigation | LESS IS MORE

Duration of Antibiotic Treatment
iNn Community-Acquired Pneumonia
A Multicenter Randomized Clinical Trial

Ane Uranga., MD; Pedro P. Espana. MD; Amaia Bilbao, M5c, PhD; Jose Maria Quintana, MD, PhD;
Ignacio Arriaga,. MD; Maider Intxausti., MD; Jose Luis Lobo, MD, PhD; Laura Tomas, MD; Jesus Camino, MD;
Juan Nufez, MD; Alberto Capelastegui, MD, PhD

IMPORTANCE The optimal duration of antibiotic treatment for community-acqguired
pneumonia (CAP) has not been well established.

OBJECTIVE To walidate Infectious Diseases Society of Americaf/American Thoracic Society
euidelines for duration of antibiotic treatment in hospitalized patients with CAP.

DESIGM, SETTING, AND PARTICIPANTS This study was a multicenter, noninferiority randomized
clinical trial performed at 4 teaching hospitals in Spain from January 1, 2012, through August
31, 2013, A total of 312 hospitalized patients diagnosed as having CAP were studied. Data
analysis was performed from January 1, 2014, through February 28, 2015.

INTERVENTIONS Patients were randomized at day 5 to an intervention or control group.
Those in the intervention group were treated with antibiotics for a minimum of 5 days. and
the antibiotic treatment was stopped at this point if their body temperature was 37.8°C or less
for 48 hours and they had no more than 1 CAP-associated sign of clinical instability. Duration
of antibiotic treatment in the control group was determined by physicians.

J2AMMA rtern Aded. 201617809 1257- 1265, doi- 101000 jamainterrmed . 2016, 3633
Published anlire luly 25, 2016.




Table 4. Results for Secondary Study Outcomes in the Per-Protocol Analysis®

Chrteami

Control Group
{n=137)

Intervention Group
(n = 146)

Tirme, median (IQR), d
Taking antibiotics
Mot taking antibiotics
Taking intravenouws antibiotics
Until clinical improvement

10 (10-11)
21 (10-27)
2 (1-4)
12 (B-18)

5 (5-5.5)
25 (5-32)
3 (2-4)
12 (7-15)

001
22
Al

Return bo normal ackivity
Radiographic resolution at day 30
In-hosgital mortality
30-d Martality

18 {9-25)
33 (73.2)
2 (1.5)
3(2.2)

15 (10-21)
112 (B1.2)
3(2.1)
3(2.1)

36
12
=594
=594

Recurrence by day 30
Readmission by day 30
In=hosgital complications
Pleural effusion
Treatment failure®
Resgiratory failure®
Severe sepsis’
Renal failure®

6 (4.4)
9 (6.5)

10 (7.3)
2 (1.5)
26 (19.0)
7(5.1)
5(3.7)

4(2.8)
2(14)

5(3.4)
3(2.1)
31(21.2)
8 (5.5)
6 (4.1)

54
12

15
».59
M
49
A5

ICU admissiaon
Use af invasive mechanical ventilation
Use af noninvasive mechanical ventilation

2 (1.5)
2 (1.5)
3(2.2)

1{0.7)
1{0.7)
2 (14)

Bl
5Bl
BT

Meed for vasopressaors
Antibiotic adverse effects by day 30
Tirme with antibiotic adverse effects, mean (50), d
Length of hospital stay, mean (50}, d

2 (1.5)
18 {13.1)
3(2.8)
5.5(2.3)

3(2.1)
17 (11..7)

1.7 (2.1)

5.7 (2.8)

=099
T2
24
Ba

Abbreviations: ICU, intensive care unit; IQR, interquartile range.
? Diata are oresented as number (percentase) of study particoants unless

radiographic progression of pneurnonia or the appearance of a new infectious
foci, and absence or delay in achieving clinical stability after first 72 hours.




Table 2. Results for the Primary Study Outcomes

Outcame Control Group Intervention Group
Intent-to-Treat Analysis

Total No. of participants 150 162
Clinical success, No. (%)
At day 10 71 (48.6) 90 (56.3)
At day 30 132 (88.6) 147 (91.9)
CAP symptom questionnaire scare, mean (50)°
At day 5 24.7 (11.4) 27.2(12.5)
At day 10 18.5 (9.0) 17.5 (7.6)
Per-Protocol Analysis
Total No. of participants 137 146
Clinical success, No. (%)
At day 10 67 (50.4) 86 (59.7) 12
At day 30 126 (52.7) 136 (94.4) 54
CAP symptom guestionnaire scare, mean (50)°
At day 5 24.3(11.4) 26.6 (12.1) 16
At day 10 18.1 (8.5) 176 (7.4) Bl
Abbreviation: CAP, community-acquired pneumania. wias 25 follows: clinical success at day 10, 2.1%; clinical swooess at day 30, 1.0%:

A D siraed i @ amieb s aism s o olans T T sme T8 D soemssbee




Hastaneye Yatirilarak Tedavi

Ampisilin + siilbaktam 1.5-3 g 1V, 6 saatte bir + Klaritromisin 500 mg IV,
12 saatte bir

Sefuroksim 1.5 g 1V, 8 saatte /seftriakson 2gr IV 24 saatte/ sefotaksin 2gr
|V 8 saatte + Klaritromisin 500 mg 1V, 12 saatte bir

Levofloksasin; 500 mg IV, 12 saatte bir, 3 giin, sonra 500 mg PO, 12 saatte
bir, 3-18 giin daha, toplam siire 5-21 giin

Moksifloksasin; 400 mg IV 24 saatte bir giin, sonra 400 mg PO, 24 saatte
bir, 3-18 giin daha, toplam siire 5-21 giin




Yogun Bakim Unitesinde Tedavi

Ampisilin + siilbaktam 1.5-3 g 1V, 6 saatte bir + Klaritromisin 500 mg IV,
12 saatte bir

Sefuroksim 1.5 g 1V, 8 saatte /seftriakson 2gr IV 24 saatte/ sefotaksim 2gr
|V 8 saatte + Klaritromisin 500 mg 1V, 12 saatte bir

Levofloksasin; 500 mg IV, 12 saatte bir, 3 giin, sonra 500 mg PO, 12 saatte
bir, 3-18 giin daha, toplam siire 5-21 giin

Moksifloksasin; 400 mg IV 24 saatte bir giin, sonra 400 mg PO, 24 saatte
bir, 3-18 giin daha, toplam siire 5-21 giin




P. aeruginosa Pnomonisi Tedavisi

Anti-psodomonal beta laktam + Siprofloksasin 400 mg IV, 12 saatte
bir

Anti-psodomonal beta laktam + Aminoglikozid + Azitromisin

Anti-psodomonal beta laktam + Aminoglikozid + Siprofloksasin 400
mg |V, 12 saatte bir




Antibiotic Therapy for Adults Hospitalized
With Community-Acquired Pneumonia
A Systematic Review

Jonathan 5. Lee, MD; Daniel L. Giesler, MD, PharmD; Walid F. Gellad, MD. MPH: Michael J. Fine, MD, M5c

Author Audio Interview at
IMPORTANCE Antibiotic therapy is the cornerstone of medical management for jama.com

community-acquired pneumonia. Supplemental content at
jama.com

CME Quiz at
jamanetworkcme.com and

OBJECTIVE To assess the associations between 3 key aspects of antibiotic therapy

{optimal time to antibiotic initiation, initial antibiotic selection, and criteria for the transition

from intravenous to oral therapy) and short-term mortality in adults hospitalized with CME Questions page 607
community-acquired pneumdaonia.

EVIDENCE REVIEW Bibliographic databases of MEDLINE, EMBASE, and the Cochrane
Collaboration were searched for studies of adults hospitalized with radiographically

confirmed community-acquired pneumonia published from January 1, 1995,
until November 5, 2015.

JAALA. POT1E3I1S506):593-602. doi- 1031001 ffjama. 2015.0115




Antibiotic Therapy for Community-Acguired Preumonia in Adults Review Clinical Review & Education

Figure 2. Studies Assessing Short-term Mortality for B-Lactam Plus Macrolide Combination Therapy or Respiratory Fluoroguinclone Monotherapy vs
B-Lactam Monotherapy for Patients Hospitalized With Community-Acquired Pmeurnmonia

E-Lactam Flus
Macorolide or

Fluoroguinolone E-Lactam Favors -
Monotherapy Monotherapy Lactam Plus
Macrolide or | Fawors B-
Mo, of Moo (5] Mo. of No. {3} Adpusted OR Fluroquinolone | Lactam
Source Jutcome Patients Who Died Patients  Who Died (953% CI1)* Monotherapy | Momotherapy
B-Lactam plus macrolide combination therapy
Gleasan et al,*2 1999
Second-generation 30-d Mortality L4 45 (B.4) 3430 511014.9) O.FL(352-0.96)° —-—
cephalosporin ples macrolide
Third-generation 30-d Mortality 1135 104 (9.1} 3430 511 014.9) O.74 (360-0.92)° —-—

cephalosparin plus macrolide
Houck et al, 2% 2001

Cephalosporin or B-lactam/ 30-d Mortality 312 24 (8.3) L7400 24Z(13.9) 0O4Z (0L25-0.69) —_——
E-lactamase inhibitor plus
macralidet

Cephalosporin or B-lactam/ 30-d Mortality L&l 48 (B.6) L1as2 234(11.8) 093 (0LG2-1.41) —-
E-lactamase inhibitor plus
macrolidae®

Cephalosporin ar B-lactam/f 30-d Mortality a0 89 (10.2) 1758 244 (13.9) O.BF(0LG3-1.19) -
E-lactamase inhibitor plus
macralida®

Garcia Vazguez et al,32 2005 In-haspital mortality 918 53 [6.9) 270 2E(13.3) 0.50(0.31-0.81) —_—
Paul et al, 3% 2007 30-d Mortality 282 21 (7.4) 169 IF(21.9) 060 (0.32-1.48) —-—
Bratzler et al 27 2008 310-d Mortality 5963 338 (5.7} 4463 IFE(R.4) 0.7 (0.6-0.9) -
Blasi et al, ¥ 2008 End of therapy maortality 330 19 (5.7 4532 FROLE2) 032 (0.19-0.56) -
Tessmer et al,?? 2009 30-d Mortality 946 42 (4.4) agsa FE(RE)  1.04(0.66-1.63) -
Rodrigo et al, " 2013 30-d In-hospital 3230 F45{23.00 2001 536 (26.8) 0.72 (0.60-0.85) -
miortality
Garin et al, %% 2014 30-d Mortality 289 1 (3.4 za1 14 (4.8) 071 (0.32-1.59F -
Postma et al,?% 2015 310-d Mortality SEE MR S0E MR 137 (0.88-2 138 -
Flroroquinolone monotherapy
Bratzler et al,?? 2008 30-d Mortality 5045 318 ({6.3) 4463 IFE(B4) 0.7 (0.6-0.9) —-—
Blasi et al, ¥ 2008 End of therapy mortality 353 33(0.1) 4532 FR16.2) 050 (0 37-0.94) —_—
Ewig et al, 31 2011 &-mo Martality 385 MR 1703 MR 0.57 (0 35-0.92)0 —
Postma et al, 2% 2015 S0-d Mortality 855 MR S0E MR 0.01 (0.58-1.42)9 —_—
0.1 1o 10

Adjusted OR (953% CI)

Sarme wvalues were estimated based on available data. MR indicates not “Data collected in 1995,
reparted; OR. odds ratia. * Data collected in 1997,
* Unless atherwise indicated. ¥ Caleulated using available data and is unadjusted.

“Hazard ratio not adjusted OR.
“ Data collected in 1993,

E Data are for subgrowp with radiographically confirmed prewumonia.




Take-Home Points

« Antibiotic therapy should be initiated within 4 to 8 hours of hos-
pital arrival for patients with radiographically confirmed pneumo-
nia and moderate to high levels of illness severity at presentation.

« Initial first-line antibiotic therapy should consist of B-lactam plus
macrolide combination therapy or fluoroguinolone monotherapy
for hospitalized patients with community-acquired pneumonia
treated outside an intensive care unit setting.

» Patients meeting all of the following criteria for at least 24 hours
can be transitioned from intravenous to oral therapy:

1. Absence of mental confusion
2. Ability to take oral medication
3. Temperature lower than 38.3°C
4. Hemodynamic stability (heart rate <100 beats/min and sys-
tolic blood pressure >80 mm Hg)
. Respiratory rate lower than 25 breaths/min
. Oxygen saturation higherthan 90%, arterial oxygen partial pres-
sure higher than 60 mm Hg while breathing in normal room air
or low-flow supplemental oxygen by nasal cannula, or returnto
baseline oxygen level for patients receiving long-term oxygen
therapy.




TESEKKURLER...




