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Special Populations

XXIIl. Should ASPs Develop Facility-Specific Clinical Guidelines

for Management of Fever and Neutropenia (F&N) in Hematology-
Oncology Patients to Reduce Unnecessary Antibiotic Use and Improve
Outcomes?

Recommendation

24. We suggest ASPs develop facility-specific guidelines for
F&N management in hematology-oncology patients over
no such approach (weak recommendation, low-quality evi-
dence).

Comment: Clinical guidelines with an implementation
and dissemination strategy can be successfully used in the
care of cancer patients with F&N and are strongly

encouraged.



Febrile Neutropaenia

Low-Risk Patients* High-Risk Patients*
Oral Treatment Intravenous .
— Cefepime
Treatment
Ciprofloxacin
+
Amoxicillin-
Clavulanate A0 Atd i
Metronidazole if: Vancomycin if: Clindamyecin if:
Diarrhoea; Haemodynamic instability; Suspected source of
Perianal pain. Suspected catheter-related oral cavity infections
infection;
Cutaneous manifestations of
infection.

Figure 1 Initial antimicrobial selection for the in-patient treatment of FN according to the ASP of the Hospital de Clinicas de Porto Alegre.
*High-risk patients = MASCC score < 21 points; Low-risk patients = MASCC score > 21 points. Low-risk patients were treated with intravenous
antibiotics if they had one or more of the following: presence of clinical comorbidities, FN after high-dose chemotherapy, expectation of
duration of neutropenia > 7 days, documented infection, clinical instability (e.g. hypotension, acute respiratory failure, acute renal failure) and
gastrointestinal intolerance (e.g. severe mucositis, vomiting). ASP, antimicrobial stewardship program; FN, febrile neutropaenia; MASCC,
Multinational Association for Supportive Care in Cancer.
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Rosa RG, et al. BMC Infect Dis. 2014 May;14:286.



https://www.ncbi.nlm.nih.gov/pubmed/?term=Rosa%20RG%5BAuthor%5D&cauthor=true&cauthor_uid=24884397
https://www.ncbi.nlm.nih.gov/pubmed/?term=Association+between+adherence+to+an+antimicrobial+stewardship+program+and+mortality+among+hospitalised+cancer+patients+with+febrile+neutropaenia:+a+prospective+cohort+study

-

N
o
C:_ =
- T 1__
——
2 e, £
S ki
g
-3
3 o
Q
2
S R Log-rank P = 0.02
E O
=3
O
3
o
o
w —
d T T T I 1
0 7 14 21 28
Analysis time (days)
— — — Non-ASP group ASP group
Figure 2 Kaplan-Meier curves of 28-day mortality according
adherence to ASP after propensity score weighting.
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Rosa RG, et al. BMC Infect Dis. 2014 May;14:286.
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Clinical Pathway for Febrile Neutropenia

& | Fever |A single tympanic temperature measurement of > 38.3°C or a temperature of 38 °C sustained overa 1
5 hour period ) and neutropenia {absolute neutrophil count {ANC) of < 1,000 cells/mm® or an ANC that is
expected to decrease to < 500 cells / mm’ during the next 48 h)

» Don't enter in to the patient’s room without mask.
*  The MASCC (Multinational Association for Supportive Care in Cancer) Score should be calculated and

noted by the primary physician of the patient.

* Basic diagnostic tests: Complete blood count, CRP, procalcitonin, serum levels of liver enzymes, bilirubin
and blood urea nitrogen, creatinine), biood culture (At least two sets) and if present from each lumen of
the central venous catheter and chest X-ray.

Antimicrobial
Stewardship
Programme

On admission

) |

Appropriate empiric antibiotic therapy have to be initiated according to the patient’s MASCC score

» Low Risk (MASCC221); If the patients is able to tolerate; oral Ciprofloxacin + Amoxicillin-clavulanate, if
not, the patients are hospitalized and IV ciprofloxacin + Ampicilline-sulbactam treatment is started.

» High Risk (MASCC<21); IV Piperacillin-tazobactam or Carbapenem or Ceftazidime or Cefepime.

First Step

Post ASP

\

* The initial empiric therapy could be changeg according to clinical condition and microbiological data.

* Vancomycin is not a standard part of empiric antibiotic therapy for fever and neutropenia. (These agents
should be considered for special clinical indications, including suspected catheter - related infection, skin
or soft tissue infection, pneumonia or hemodynamic instability).

* Add metronidazole for abdominal symptoms and signs or suspect of C.difficile infection

* Empiric antifungal coverage should be considered in high-risk patients who have persistent fever after 4-
7 days of a broad-spectrum antibacterial regimen and with no identified fever source.

2015 Jan 2016 Jan 2017 June

Second Step

* |nitial antibictic therapy can be prolonged if there is suspect of infection.
In the absence of fever and no detection of microorganism, the antimicrobials should be
discontinued after four days.

Third Step

* Examine and re-image (CT-MR) for new or «  Observe 4-24 hours in clinic to ensure that
worsening sites of infection. empiric antibiotics are tolerated and patient

= Culture, biopsy, drain sites of worsening remains stable prior to discharge for
infection should assess. outpatient therapy.

» Antibiotic spectrum and dose should be re-
evaluated.

Madran B, Keske S, ... Ergonil O. Am J Infect Control. 2018 Apr;46(4):420-424.
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Table 2
Appropriateness of antimicrobials

Pre-ASP appropriateness/FN attack (%)  Post-ASP appropriateness/FN attack (%) P value

Appropriateness of antimicrobials

Appropriate empirical use (step 1) 60/78 (77) 52/71 (73) .603
Appropriate adding or changing antimicrobial (step 2) 19/36 (53) 35/43 (81) .006
Appropriate confi i i i i i <.001
ASP, antimicrobia
Table 4
Univariate and adj
ed
o o P value
Appropriate continuation or de-escalation or discontinuation 4.7 2.1-10.82 <.001 4.3 1.82-10.41 .001
Gram-positive infections 0.41 0.15-1.06 .066 0.32 0.11-0.95 .041
Gram-negative infections 0.41 0.19-0.87 .02 0.44 0.18-1.08 .074
Candida infections 0.6 0.28-1.57 356 0.7 0.26-2.25 .630
MASCC score <21 (high vs low risk) 0.71 0.24-2.09 .546 0.33 0.06-1.84 .208

ASP, antimicrobial stewardship program; CI, confidence interval; MASCC, Multinational Association of Supportive Care in Cancer; OR, odds ratio.

Madran B, Keske S, ... Ergonil O. Am J Infect Control. 2018 Apr;46(4):420-424.
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influenza hizli test/SYVP**

Not: Hastada viral etken distinuliyorsa veya hasta grip benzeri hastalik semptomlari tasiyorsa

* AGBHS: A Grubu Beta Hemolitik Streptokoklar
** SYVP: Solunum Yollari Virtis Paneli (Multiplex PCR)

Hastayi
Degerlendiren
Hekim

ve ek olarak hastanin klinik durumu orta/ciddi olarak degerlendiriliyorsa hastadan influenza hizli
test/Solunum Yollari Viriis Paneli (Multiplex PCR) istenebilir.



Table 2
Number of prescriptions.

Total Pre- Post- p
n=351 (%) ASP ASP
n=176 n=175
(%) (%)
The number of the prescriptions 137 (39) 85 52 <0.001
including antibiotics (49) (29)
The number of the prescriptions 78 (22) 31(18) 47 0.04
including antivirals (26)
Adherence to clinical pathway 226 (64) 87 139 <0.001
(50)  (80)
Table 3
Laboratory Tests.
Total Pre-ASP Post-ASP p
n=351(%) n=176 (%) n=175(%)
Group A Streptococcal 48 (14) 3(2) 45 (26) <0.001
rapid antigen test
Rapid Influenza A-B Test 62 (18) 29 (16) 33 (19) 0.559
Rapid Respiratory 3(1) 1(1) 2 (1) 0.559

Tract Virus Test




The patients admitted to the ED
n=3579 (%)

Pre ASP period Post-ASP period
n=1761 (50) n=1818 (50)
Patients with URTT in pre-ASP Patients with URTI in post-ASP
period n=176 (10) period n=175 (10)

CP was applied

CP was not applied n=133 (76)

n=42 (24)

Appropriate antibiotic Appropriate antibiotic

Appropriate i
tibioti use
ann;glg Eg(;l)se (Adherence to the CP) (Adherence to the CP)
n=30 (73) n=109 (82)

Figure 2. The evaluated patients with URTI in pre-ASP and post-ASP period.
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Effects of clinical pathway implementation on
antibiotic prescriptions for pediatric
community-acquired pneumonia
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DOT pre and post-implementation
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Figure 1. Percentage of cases adherent to UTI guidelines at baseline and during the tiered stewardship intervention.



Table 2. Antibiotic use, treatment failures, and adverse events for study patients at baseline and during intervention Period 1 and

Period 2.
P value

Baseline Period 1 Period 2
Outcome N =200 N =200 N =200 Baseline-Period 1 Period 1-Period 2
Mean duration of therapy for cystitis® (days) 5.6 3.9 3.6 <.001 17
Percentage of fluoroquinolone regimens for cystitis 44 4 14.5 12.9 <.001 .70
Unnecessary antibiotic days of therapy, total 250 119 52 <.001 <.001
Treatment failure® 22 (11.0) 14 (7.0) 17 (8.5) 16 .58
Primary adverse events® 12 (6) 17 (8.5) 19 (9.5) .66 .59

Other adverse events® 49 (24.5) 54 (27) 47 (23.5) .54 .52
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ORIGINAL ARTICLE

A Role for Antimicrobial Stewardship in Clinical Sepsis Pathways:
a Prospective Interventional Study

John Burston, MBBS, FRACP;"* Suman Adhikari, B Pharm, Grad Dip Clin Pharm;*> Andrew Hayen, BA(Hons),
M. Biostat, PhD;*> Heather Doolan, BN, MPH;® Melissa L. Kelly, BMed, MPH&TM;"* Kathy Fu, MBBS;"
Tomas O. Jensen, MD, MSc;"* Pamela Konecny, MBBS, MPH, MD(Res)l’2

OBJECTIVE. To evaluate the impact of early infectious diseases (ID) antimicrobial stewardship (AMS) intervention on inpatient sepsis
antibiotic management.

DESIGN. Interventional, nonrandomized, controlled study.
SETTING. Tertiary-care referral hospital, Sydney, Australia.

PATIENTS. Consecutive, adult, non—intensive care unit (non-ICU) inpatients triggering an institutional clinical sepsis pathway from May to
August 2015.

INTERVENTION. All patients reviewed by an ID Fellow within 24 hours of sepsis pathway trigger underwent case review and clinic file
documentation of recommendations. Those not reviewed by an ID Fellow were considered controls and received standard sepsis pathway care.
The primary outcome was antibiotic appropriateness 48 hours after sepsis trigger.

RESULTS. In total, 164 patients triggered the sepsis pathway: 6 patients were excluded (previous sepsis trigger); 158 patients were eligible; 106
had ID intervention; and 52 were control cases. Of these 158 patients, 91 (58%) had sepsis, and 15 of these 158 (9.5%) had severe sepsis. Initial
antibiotic appropriateness, assessable in 152 of 158 patients, was appropriate in 80 (53%) of these 152 patients and inappropriate in 72 (47%) of
these patients. In the intervention arm, 93% of ID Fellow recommendations were followed or partially followed, including 53% of cases in which
antibiotics were de-escalated. ID Fellow intervention improved antibiotic appropriateness at 48 hours by 24% (adjusted risk ratio, 1.24; 95%
confidence interval, 1.04-1.47; P=.035). The appropriateness agreement among 3 blinded ID staff opinions was 95%. Differences in inter-
vention and control group mortality (13% vs 17%) and median length of stay (13 vs 17.5 days) were not statistically significant.

CONCLUSION. Sepsis overdiagnosis and delayed antibiotic optimization may reduce sepsis pathway effectiveness. Early ID AMS improved
antibiotic management of non-ICU inpatients with suspected sepsis, predominantly by de-escalation. Further studies are needed to evaluate
clinical outcomes.

Infect Control Hosp Epidemiol 2017;38:1032—-1038
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Meropenem Kullanimi
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Meropenem Survey - Veri Toplama Formu

Hastaya Ait Bilgiler Degerlendirme
* Ad soyad * Antibiyotik Baslama Tarihi .
* Protokol * Meropenem baslama endikasyonu L ~,
* Oda e Kilturde Gireme var mi? A
* Primer Hekim * Kan, idrar, balgam ve diger kiltirler '
* Varsa Enf. Hekimi e Kdiltdrde Greme varsa rapor tarihi
* Primer Tani * Antibiyotik kesme tarihi
* Yatis Tarihi * CRP (mg/L)
* Cerrahi Operasyon Gegirdi Mi? * PCT (ng/mL)
* Antibiyotik Alerjisi Var Mi? * Lokosit (K/uL)
* Ko-morbidite * GFR (ml/dk)

* Diyabet, KBY, KOAH/Astim, Siroz, KKY

* Solid Organ Tm (Remisyon, Aktif, Metsatatik)

« Hematolojik Kanser (Remisyon, Aktif) Sonug¢

« Kemik iligi Transplantasyonu * Baslama endikasyonu uygun mu?
* Devam endikasyonu uygun mu?
e Silre uygun mu?

G Vehhi Kog Vakfi HASTANES]




Kinolon Grubu Antibiyotik Tuketimi (DDD) 2015-2016-2017-2018-2019

80
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Eriskin Hastalarda Akut Gastroenterit Vaka Yonetimi

Son 24 saatte > 3 sulu digkilama ve asagidaki semptomlardan
m}
m}
o Amdominal agri/kramp
O Tenesmus

/\

Sulu ishal | | Dizanterik (Kanl) ishal |

! !

afif isha Orta / Siddetli isha iddetli isha afif /Orta Ishal
Hafif ishal* / Siddetli ishal* Siddetli ishal* Hafif /Orta Ishal*
0 \ | 1
Hidrasyonu
sala ||| | ates< 38°C ates>38°C [_les var veya [Jes yok veya
’ salgin siphesi salgin stiphesi
Loperamid \ yok var
Lead;av b LR 272832t v v
—» > Diski Kaltrd » Diski Kulturt
» Diskida l6kosit » Diskida l6kosit
> Parazit taramasi » Parazit taramasi
» Gerekirse digki multipleks > Gerekirse digki
PCRyap multipleks PCR yap
% Hidrasyonu® sagla K3 Hidrasyonu° sagla

Empirik antibiyotik tedavisi
bagla
Q Azitromisin
1x500 mg PO (3 giin)
Q Siprofloksasin

Q Diski kiiltiir sonuglart
sonuglanana kadar
empirik antibiyotik
kullanimindan
KACINILMALI.

2x500 mg PO (3-5 giin)
QO Norfloksasin
2x400 mg PO (3-5 guin)

[] Baska Bir Antibiyotik
Basland! ise Adi/Nedeni:

[] Antibiyotik Bagland:
ise Adi/Nedeni:

Semptomatik tedavi gerekiyorsa Loperamid
baglanabilir.

ilkdoz4 mg

Devam dozu; her sulu digkilamaigin 2 mgolacak ¢ ¢
sekilde tedavi strduralur.

Gunlik maksimum doz 16 mg'dir.

Tedavi en fazla 2 glin devam ettirilebilir.

Test sonuglarinda herhangi bir bakteri ya da parazit
saptanirsa gerekirse etkene yonelik antimikrobiyal tedavi
baslanmali

0 Hidrasyon; su ve tuz igeren oral veya parenteral sivi alimi ile saglanir. Yiyecek olarak hasta ¢orba,
et suyu, kraker, kavrulmus ve pismis gidalar, seftali, muz, yagsiz piring gibi besinler tiketebilir.

*Hafif Siddetli Diyare:
Orta Siddetli Diyare: Hastalik nedeniyle giinliik yasam aktivitesi zorlagmig

Siddetli Diyare: Hastalik nedeniyle hipovolemi belirti bulgulari olan, 24 saat iginde 6 dan fazla
sekilsiz digkilama, siddetli abdominal agri gibi sikayetler ile glinlik aktiviteleri yerine getirememe

Gunluk aktivitelerde herhangi bir degisklik yok.

sikayeti olan ya da hastaneye yatis yapilan hastalar bu grupta degerlendirilir.




AMERIKAN i iNi - YETIiSKIi
.HASTA"ES' SEPSIS ERKEN TANI KLINIK YOLU - YETISKIN

Hastayi agagidaki tanimlanan SIRS ve qSOFA Kriterlerine gore degerlendiriniz. Mutlaka her iki
degerlendirme de yapilmalidir.

SIRS® kriterlerinderen az 2’siniga daqSOFA*kriterlerinderen az 2’sinipozitif olmasi durumunda
hastada sepsis olasiligi ortaya cikar.

SIRS (Sistemik Inflamatuar Yanit Sendromu) Kriterleri qSOFA** Kriterleri
[J Ates > 38.0 <C veya < 36.0 <C [ Solunum sayisi = 22/dakika
[] Kalp atim hizi > 90/dk [J Hastanin biling durumunda kotiilesme
[] Solunum sayisi = 22/dakika veya arteriyel [J sistolik kan basinci < 100 mmHg

karbondioksit basinci (PaCO 2) <32 mmHg

[J Kanda beyaz kiire sayisi > 12.000/mcL veya
< 4000/mcL veya > %10 band formasyonu

[oave | [ rare ]
- Hastanin klinik durumunu takip et. Gerekirse -

kriterleri tekrar gézden gegir.

PRIMER DOKTORU / KAT DOKTORUNA haber ver! Saat: |

1 ]

Doktor degerlendirme: Bulgular enfeksiyonla ilgili olabilir mi?
Oksiiriik, Balgam, Karin agrisi, Batinda gerginlik, Diyare, idrar yapma giigligii, Ense sertligi ve Bas agrisi,
Yumusak doku enfeksiyonu, Kateter enfeksiyonu, Endokardit.

Primer Doktor ve / veya Enfeksiyon Hastaliklari
Doktorunu_ara!

Sepsis siiphesi yok. ( Takip [] )

un[]
un[]
un[]
un[]
un[]
un[]

Kan kiiltiirii al, Prokalsitonin bakilmasini sagla Saat:

ilk doz antibiotigi simdi bagla(Enfeksiyon Hastaliklari) Saat:

0O, destegi sagla
IV sivi destegi

Kan gazi al

(I |

Aldigr - gikardigi sivi takibi

Not: Sepsis 6 Uygulamalari doktor direktifi ile uygulanir.

|Sepsis Diistinilmedi |:| | |Kii|tiir ile Dogrulanmis Sepsis I:l |
|K|inik Tani Sepsis |:| |
_Hemsire Hekim Hasta Kimlik Etiketi
Tarih:
imza:
*  Systemic Inflammatory Il ** Quick Sepsis-related Organ Failure

1. Seymour CW, Liu VX, lwashyna TJ, Brunkhorst FM, Rea TD, Scherag A, Rubenfeld G, Kahn JM,
Shankar-Hari M, Singer M, Deutschman CS, Escobar GJ, Angus DC. Assessment of Clinical Criteria for
Sepsis: For the Third International Consensus Definitions for Sepsis and Septic Shock (Sepsis-3). JAMA.
2. Shankar-Hari M, Phillips GS, Levy ML, Seymour CW, Liu VX, D CS, Angus DC,

GD, Singer Mh; Sepsis Definitions Task Force. Developing a New Definition and Assessing New Clinical
Criteria for Septic Shock: For the Third C Definitions for Sepsis and Septic Shock

RAYHER

UD:Uygun degil
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Febril

Cases: Fever (A singleoral tempera
sustained over a 1 hour period ) Ni

Cases

Don’t entered into the patient’s
The MASCC (Multinational Asso
patient’s doctor. Itidentifies the
Patient’s laboratory tests (blood
bilirubinand blood urea nitroger]
lumen of an existing CVC and chg

Enter

P
The appropriate empirical antibioti
score
» Low Risk (MASCC221); If the par

clavulanate,............cccooveieveen |

High Risk (MASCC<21); IV Pipera

First Ste

>

The initial empiricaltherapy hav
Vancomycin is nota standard p3
(These agents should be considg
— relatedinfection, skinor soft ti
Add metronidazole for abdomir
Empirical antifungal coveragesh

Initial antibiotictherapy can
The absence of feverand doe
should be discontinue afterfd

Examine and re-image (CT-MR) f
worseningsites of infection.
Culture, biopsy, drain sites of woj
infectionshould assess.
Antibiotic spectrum anddose shy
revaluate.

UPPER RESPIRATORY SYSTEM| Hastay asadidaki tammianan SIRS ve qSOFA Kriterlerine gire dederlend)|

.lAlz‘sETRAih(EASNl SEPSIS ERKEN TANI KLINIK YOLU - YETI

AMERIKAN

ERISKIN HASTALARDA AKUT GASTROENTERIT KLINIK YOLU

Hasta Kimlik Etiketi

HASTANESI

(Hasta Barkodu)

de gerle ndirme de Imahichr. Son 24 saatte > 3 sulu digkilamave asagid aki semptomlardan en az birisi,
CLINICAL PATHWAY IN ADUL] SIRS* kit . s o - o Butant
erlerinden en az 2’sinin ya da qSOFA"" kriterlerin <
olmasi durumunda hastada sepsis olasiligi of S el eEr/kram
e SIRS (Sistemsk |nflamatuar Yanit Sendromu) Kriterleri| [gSOFA™ Kritg o Tenesmus = °
TONSILLITIS/PHARYNGITI| | Ates = 38.0 -C veya < 36.0 -C ] solunum — -
[} Kalp atim hiz = 90/dk L) Hastanin bilf —
) Solunum Sayisi = 22/0akka veya arterlyel Karbondioksit [J Sistalik kan | S | | . . 1 |
v S (PO s manii [ Jsulu ishat [] oizanterik (Kanli ishal
If patients suffer from sore throa, apply 4 | [} kanaa beyaz kure sayisi > 12.000/mcL veya B - l l
= 4000/mcL veya = %10 band formasyonu - . 5 5
_ v Y Y | IE] Hafif /Orta ishal | |D Siddetliishal | |[:] Siddetliishal | |l:| Hafif /Orta ishal
Criteria - . i o l l I HAYIR | = — T
foerceof cax = 1 .
Tever answollenareerir covialref e o |- | | o= Daveree Dlaves e
o <38 > "
Tmuez 38°%C (1(”.4. F) e =z vﬁey:essaily;:( vsy:es:ils;'lr
Torsillar exudates or swelling > Loperamid sup T v sU0 I
tadavisi
Age baslanabilr. % O 272 - S . P
Over 45 saat ~» » DskiKdltard »~ Diski KGltora
. . » Dikidal&kosit ~ Diskidaldkosit
Cumulative Score: l [“]PRIMER DOKTORUNA ya da KAT DOKTORUNA haber ver > Parazittaramasi > Parazittaramasi
J ~ Gerekirse digkl ~ Gerekirsedgkl
s v l multipleks PCRyap multipl=ks PCRyap
_ _ > Antibiyotik < Hidrasyonu®=zagla
[score<0 | [score=1 | [score=2 | — Doktor degerlendirme: Bulgular enfoksiyonia igili ola| varsz C difficileincele
l l OksUrik, Balgar;_,’g?nguamggsgkemd:n %ee:gnhk, DwKaa{eeiérwe%rfyapm; gu < Hidrasyonu®sagla o Diski kiltir sonuglan
v NSt 2 O, Y 3 Onerilerindiginda birantibiyotikbaslandiise; sonuglanana kadar
Risk of Rk of Rskof IS Empirik antibiyotik empirik antibiyotik
GABHS® GABHS GABHS — ¥ Antibiyotik s kulanminaan
= = . = - KAGINILMALL.
pharyngitis| pharyngitis| pharyngitis| == ] Prnmer Doktorve /vaya ] Azitromisin
12,5% 5-10% 11-17% + [ Enfeksiyon Hastaliklan . 14500mg FO (3 g0n)
0 Option Doktorunu ara! -
1 s Pt - [ siprofioksasin
- g PO (3-5 gun.
Perform throat cuiture, RV Sepstason - e
; "X | 1 1
No furthertesting or rapid s.pycgenes antiger| -
orantibiotics Kan kulturu al, Prokalsitonin bakiimasin sagla Sag - Testsonudannda herthangibirbakteriyada parazt
indicated it = saptanirsa gers kirse etkene yone Ik antimikrobiyal
l llk doz antibiotigi simdi basgla (Enfeksly on Hastalkiar) = - tedevibaglanmal:
T (o= O desteqi sagla
Negative [] Posigl 1 -
If the antibicticis started; No indication of pg;':m% IV sivi destegi
B — antibiotics! antibid Kan gaz al
Reason: = i oics
Aldgr - cikarchgr swvi takibi
Not-Sepsis 0 Uygulamslan doktor dire Kifi ile uygulanir.
- Degerlendiren
S| |[Sepsis Diisii | |K(i rile Dodgrula Hekim
= | i )
Klinik Tamn Sepsis | " —
I L © Hidmsyon; su ve tuziceren oral veyaparanteral swi Loneramid tedavisi: .
N _ N = llkdoz 4mg, devam dozu; her suludigkilamaigin2mg
g = | ahmiile saglanir.Yiyecekolarak hasta gorba, et suyu, olacak zekilda tadavizGrdGrilar.
Hemsie Hekim Hg kraker, kavrulmus ve pi;mi;;ndalar,;sftali,rnuz, yagsiz . Giinliik maksimumdoz 16 me' dir
Tarih: piringgibi besinlertiketebilir. = Tedavi enfazla 2 gindevam ettirile bilir.
; i -likeill or syr ar imza
- If.me D e Il,ke ‘these‘ .y R S *ishal: Digki kvaminin normalden farkliolarzk sulu sekil almzsi, miktannin vesayisinin artmasi olarak tanimlanir.
Rapid Influenza A-Btest or RVPT®®. If the resultis positive, antiviral therpy S~ Syndrome = Guick Eepaiz related Organ Failure Azo: Haflf Ishal: GOn IOk aktivitelerde herhangl bir degisklik yok.

* GABHS: Group A beta-hemaiytic streprococcal infections
** RVPT: Respiratary Virus Panel Test (Multiplex PCR)

A Sy maur O, L VX, Tw2ehyna TJ, Brundhorst FIA. Faa TD, Soharag A, Fubanfald G, 14ahn Ju,
Ezoobar 3J, Anguz DC. *
(Sepsiz-3)". 14 NA. 2016;315(2):732-74

Z. Shankar-Hari M. Prilips 55. Lavy ML, Saymour GV, Lu VX, DeUtschaan GS. Angus DG Ruberteid o
Developing 3 MNew D=fintion ana ASseSsing New CAnical CIteria for Sepiic Shock For the Third Imer nay

Kaynak

Septic Shock (Sepsis-31. JAMA. 2010 Fen315(81T75-51.

szessrrent of Clinioa Criteria for Sepzis: For the Third International Consenzy

Ortalshal: Hastalik nedenlyle gunlUkyzsam aktivites| zorlagmig

| aktivitelerl yerine getirememeyen hastalar.

siddetll Ishal: 23 saztiginde € danfazlz sekilsiz digkilama, hipovoleml belirtl bulgularivar, siddetll abdominal agn gibl gikayetler legunlok

LDy gun dedi

Kaynak: VKV.KGE/007 2 nolu “Diagnesis and Management of Foodbome llinesses® Centersfor Disease Controland Frevestion Center for Food Safety 3nd Appliec Nutrticn,
2004 ve VEV.CGS/0073 no'lu "ACG Clinical Guideline DIagnosk, Treatment, and Prevention of Acute Diarrhealiniections in Adults™, Mark S Riddle, Herbert L, DuPant2016
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AMERiIKAN
HASTANESI

(J12-18)

ERiSKIN HASTALARDA TOPLUM
KOKENLi PNOMONI KLIiNiK YOLU

Hasta Barkodu

U

AMERiIKAN -
HASTANESi | TEDAVI PLANI |
: 8 o |:” Klaritromisin / Azitromisin tb ] +/—[ Seftriakson flk / Amoksisilin klavulanat l
3 E E yada
(U < I:H Levofloksasin / Moksifloksasin tb ]
‘;_ s e I:H Seftriakson / Ampicilin sulbactam flk ] + [ Azitromisin / Klaritromisin flk
=] ® % |[yada
= x =
o I:” Levofloksasin / Moksifloksasin flk ]
©
° " P Azitromisin/ Klaritromisin /
D] E a l:” Seftriakson/Ampicilin sulbactam flk l * Levofloksasin veya Moksifloksasin flk
S| &%
=
(U] mgb = Ayrica; Pseudomonas etkeninin tespit edilmesi/stiphesi durumunda hasta hastane sartlarinda,
o
> I:H Piperasilin tazobaktam / Meropenem flk ] tedavi segenekleriile izlenmelidir.

Tedavi plani disina gikildi ise order edilen antibiyotik ismi;
Bu antibiyotigin segilme nedeni;

TEDAVi SURESI

£ l:l Akciger parankim dokusunun akut enfeksiyonu ve akut
c enfeksiyonile uyumlu semptomun bulunmasi.
©
=
] Klinik tabloya asagidaki semptomlardan en az biri eslik etmelidir.
)
:g H:l Radyolojik olarak kanitlanmis akut infiltrasyon ‘
c
o H:| Pndémoniile uyumlu akciger dinlemebulgusu ‘
| Risk Siniflamasi
Semptomlar Puan
Biling bulanikhgi 1
Ure >42 mg/dL 1
Solunum >30/dk 1
Sistolik kan basinci < 90 mmHg veya
diyastolik kan basinci < 60 mmHg 1
Yas > 65 1
Toplam ......
Grup 1 [] Grup 2 (] Grup 3 [ ]

Toplam Puan=0-1
(Mortalite riski %1.5)

Toplam Puan=2
(Mortalite riski %9.2)

Toplam Puan = 3-5
(Mortalite riski %22)

Onerilen ampirik antibiyotik tedavi siiresi ortalama 5- 10 giin .

Antibiyotik tedavisi kesilmeden 6nce;

X Hasta en az 72 saattir atessiz izlenmis olmall,

X Hasta desteksiz soluyabilmeli,

% Hastanin klinigi stabil olmalidir. (Solunum < 24/dk, nabiz < 100/dk, sistolik kan basinci > 90 mmHg)

v

g

g

Ayaktan Tedavi

Yatarak izlenmesi Planlanmalidir.

Onemli Notlar;

Major Olgitler;

O invazif mekanik ventilasyon destek ihtiyaci,
O vazopresérgerektiren septik sok tablosu,
(Kan gazi tetkik sonuglaridegerlendirmeye

dahil edilmelidir)

Onerilen Tani Testleri;

R

e Akciger grafisi / tomografisi,

* Tam kan sayimi,

e Ure, Kreatinin, Sodyum

« CRP,PCT?,
* Kan, balgam kalturu,

* SYVP3/ influenza PCR*

A%

l

Hastanin Yeniden Degerlendirilmesi l

iy

Ry

Minor Olgiitler;

O solunum sayisi> 30/dk,
O sPo,<% 90,
O Akciger radyograminda multilober infiltratlar,

O Konfiizyon / oryantasyon bozuklugu,
Q Ure > 42 mg/dl,

1- Toplum kdkenli metisilin direngli S.aureus (MRSA) enfeksiyonlarinda tedavi planina Teikoplanin ya da Linezolid
eklenmelidir.

2-SYVP / influenza PCR test sonucunun negatif olmasi durumunda viral etkenler ekarte edilemez. Hastanin klinigi influenza
ile uyumlu ise antiviral tedavi baslanmalidir.

3- SYVP / influenza PCR test sonucunun pozitif olmasi durumunda hekim bakteriyel bir etken diisinmiyorsa tedavi planina
antibiyotik eklenmemelidir.

4- Klinigi stabil olan ve taburcu edilen hastalarin bir hafta sonra poliklinik sartlarinda yeniden degerlendirilmesi onerilir.

Erigkin Hastalar icin Onerilen Antibiyotik Dozlan ve Uygulama Yollari

Antibiyotik ismi Onerilen Doz Uygulama Sikhigi Uygulama Yolu
Amoksisilin Klavunat tb 1000 mg 2x1 PO
Ampisilin sulbaktam flk 1,5-3gr 4 x1 1V

Azitromisin flk 500 mg 1x1 [\
Klaritromisin flk 500 mg 2x1 1V
Levofloksasin tb / flk 750 mg 1x1 PO / IV
Meropenem flk 1000 mg 3x1 [\
Moksifloksasin tb /flk 400 mg 1x1 PO / IV
Piperasilin tazobaktam flk 4,5 gr 3x1 1V
Sefuroksim tb 500 mg 2x1 PO
Seftriakson flk 1000 mg 1x2 I\

O Lokopeni (Lokosit <4000/mm3),

Qa Trombositopeni(Trombosit <100 000 /mm3),
O Hipotermi (< 36 °C),

O Yogun sivi yiiklemesi gerektiren hipotansiyon

| Degerlendirme sonucunda; tek major veya en az ti¢ minér 6lgit tespit edildi mi? |

Hasta YOGUN BAKIM'da takip
edilmelidir

iy

Degerlendirme notu;

Hasta SERVIS' te takip edilebilir

Kisaltmalar:

CRP': CReaktif Protein . . "
> Hastayi! Degerlendiren Hekim
PCT": Prokalsitonin Testi imza

SYVP?: Solunum Yollari Viriis Paneli

PCR*: Polimeraz Zincir Rea ksiyonu

Not: Aspirasyon pndmonisi ve dis transfer olarak gelen hastalarklinik yol kapsam disinda degerlendirilir.

Kaynak: 1 KGS / 0295 no'lu "Infectious Diseases Society of America/American Thoracic Society Consensus Guidelines on the
Management of Community-Acquired Pneumonia in Adults, 2007"
1.KGS / 0296 no'lu "Tiirk Thoraks Dernegi: Eriskinlerde Toplumda Gelisen Pnédmoni Tani ve Tedavi Uzlasi Raporu, 2009"

Form No: 6494.053, Rev No: 00




AMERIKAN © CiLT VE YUMUSAK DOKU ENFEKSIYONLARIKLINIK YOLU J

HASTANESI I

I
I Purulan Olmayan [ Nekrotizan enfeksiyon, seliilit, erizipel)

I ]

Orta Hafif
» Sistemikenfeksyon belirti bulgulan®olan, # Sistemik # Sistemik # Sistem
» Oralantibiyotikalamayan, enfeksiyon enfeksiyonbelirti bulgul:
# immun sistemi baskidanmig, belirti bulgulan®olmayan # Immun
# Hipotansiyon,ciltte kabarikiik, biil gibi bulgulan®olan selifityada » Oralte:
derinenfeksiyon bulgulariolan, selilityada erizipel hastala
# Organ yetmezlig belirti bulgulantasyan erzipel
hastalar
O
Acil Cerrahi Girigm / Debridman intravendz;
= Ampisiin- = Penisiiin yads,
T sulbaktam = Sefazolinyads,
N yada, = Klindamisin Empir
Kiiltiir d veempirikantibiyotikolarak * seftrizkson = va
Vankomisin + Pipe rasilin tazobaktam basla yads, * Dz
= Klindamisin = LUin
IT
Kiiltiir sonucu pozitifise; antimikrobiyal Kiiltér Sonucuna
duyarliksonucunagdre tedaviyirevizeet. Empiriktedavide
Kiiltiir sonucu negatifise ve enfeksiyon MSSAZ +ise antib
siphesidevam ediyorsaempir ktedaviy = sefazolin yad
sirdir. = Klindamisin y
= Ampisilin-sull
Yumusak Doku Enfeksiyonlarinda Antib
Engkin Hastalar
Antibiyotik Uyzulama Sikhii ama Yolu Pediatrik(
Amoksizilin-KlavulanikAsit 2x1gr PO 25 mz/kz/zin
Doksisikin 2x 100mg PO < 8 yas kullammi Snerilmez
Trimetoprim Sul fametoksazol {160/800 mg) 2x 1-2tb PO 8-12 mz/kg/gin
Linezolid 2x 600mg /PO <12yasicin 10 mg/kg/gin
Piperasilin Tazobaktam 3x4,58r [\ Kreatinin klerensine gore doz
Klindamisin 3% §00-200 mz [\ 10-13 mg/kz/zin
seftazidim 3x1i-2gr [\ 33 mz/kz/zin
Siprofloksaszin 2x 400mg Y Cocuklarda kullanimi oneriln
Seftrizkson ix2gr [\ 20-50 mg/lg/giin°
Vankomisin 2x1igr [\ 40 mz/kz/zin
[Daptomisin 1x 4amg/kg [\ Cocuklarda kullanimi dneriimy
[Ampisilin-Sulbaktam ax 1-2gr L\ 100-200 mg/kg/gin
sefazolin 3x1i-22r [\ 50-100mg/ks/zin

Tedavi Stresi: Ort3ama 5-10gun.

*Sistemik enfeksiyon belirti bulgulariates; =38, nbz; >20s0lunum; =24, WBC; »12000/ <400, hiicre/mikrolitre

*viseut 33rhZ150 kg ve Uizerinde olan cocuklard 3 yetiskin dozu kullandmahdrr.

Kisaltmalar; 1- MRSA; Metisiline Direngli Staphylococcus aureus, 2-MSSA; Metisifine Duyarl: Staphylococcus aureus,
Kaymak: VKVKGS / 167 no'lu "Infectious Diseases Society of America/ Pracice guiddines for diagnasis and management of skin and sa

]

Plirulan (abse, akne)
1 -
Orta Hafif
AMERiIKAN o o - - - e
HASTANESi ERISKIN HASTALARDA URINERSISTEM ENFEKSIYONLARI (USE) KLINiKYOLU
[ |
’ Alt Uriner Sistem Enfeksiyonu l Asemptomatik Bakteritiri ‘ Ust Uriner Sistem Enfeksiyonu
[ I I
A?E'_daki unner ‘semptomlardan en az - Enf.elfsiyf)n bel;m e Tanim:Alt Uriner Sistem Enfeksiyonlari semptomlarina (Diziiri, sikidrara
birinin goriimesi; pouitifligi (>10° cfu/ml) olan hasta grubudur. cikma, kasik agnsi, hematiiri ve mesanede baski hissi veya agn) ek olarak
* Dizdri * Sikidrara ¢ikma = Tedavigerellikle dnerilmez. asagidaki belirtilerden en az birinin bulunmasi.
= Kasikagrisi * Hemattiri = Yanlizca gebeler ve Uriner sistemgirigimi
* Mesanede bask hissiveya agri, planlananlar igin tedavi &nerilir. Bu gibi « Ate (»38°C) = Ustime/titreme = Bulant veya kusma  *Yanagnsi
durumlarda Enfeksiyon Hastaliklari Bolumi'ne
I danisiniz.
» idrar Analizi ve Kiiltirii istegi yap, » Idrar analizi ve kiiltiirii istegi yap,
» Idrar analizi sonucunda; WBC > 10 /HPF » Idrar analizi sonucunda; WBC > 10 /HPF veya lokosit esteraz (+) veya nitrit
veya lokosit esteraz (+) veya nitrit (+) ise (+) ise risk faktorleri dikkate alarak agagidaki empirik antibiyotik tedavi
asagidaki empirik antibiyotik secgeneklerinden birini basla.

secenzklerinden birini basla.

Risk Faktorleri
I . Er‘kek cinsiyet * Diyabetes mellitus
X i .  Uriner tag/stent varhig * KBY [ Bobrek nakil /hemodiyaliz
g ?irfzf:iz:‘tzl:s:ps 8’;52 _;O(lomgt:eic;’oi_) Sgln) . Qriner kanservarhigi o Uriner sistem anomalisi
! ! . * Uriner kateter varigi * Parankimal bobrek hastaligi

o TMP_SM,X . (2x160/800mg, PO, 3 __,5 giin) » Obstriiktif tiropati bulgusu * Bobrek absesi

0 Sefuroksim aksetil tb  (2x500 mg, PO, 3-5 giin)

0 Sefiksimtb (1x400 mg, PO, 3-5 giin)

Tani kriterlerine ek olarak hasta Ustteki risk faktorlerinden en az birini tasiyor mu?

l

Sistit : Uriner kateteri olmayan hastalardan alinan idrar & EVE—T
kiiftiirinde > 10° cfu/ml ireme saptanmasi
Komplike Olmayan Ust USE Komplike Ust (SE
Kateter iligkili USI: Uriner kateterden alinanidrar kiiltiirinde > i |
3 -
10° cfu/ml ireme saptanmasi. _ DSefurcksim  (2x500 mg, PO) Q Seftriaksen (1x2gr, IV/IM)
% O sefiksim (1x 400 mg, PO)
- | @ O seftriakson (1 x 2gr, V/IM)
Idrar kiiltiirii antibiyogram sonucuna gore tedavinin 1 ESBLpozitifligi siiphesivarsa;
uygunlugunu degeriendirdir gerekirse tedaviyi % ESBL pozitifligi siip hesi varsa; O Ertapenem (1x1gr, IV/IM)
revize et. E Q ertapenem (1X1gr, V/IMm) Q meropenem (3x1gr, V)
| |
= Klinik durumu stabil olan hastalaroral tedaviile ayaktan takip edilebilir,
= Klinik durumu stabil olmayan hastalarin tedavisi parenteral olarak, yatis
yapilarak ya da ayaktan yonetilebilir.
= Toplam tedavi stresi 7-10 glindr.
Kisaltmalar:

Kultlr sonucuna gore tedavi siiresi ve secenegi revize edilmelidir.
TMP-SMX; Trimetoprim sulfametoksazol

ESBL; Genisletilmis Spektrumlu Beta-Laktamaz
Not 1: Penisilin alerji varliginda tedavi segene i i¢in Enfeksiyon Hastaliklan Balimi'nden goriis alinabilir.
Not 2: Yukaridadnerilen tedavi segenekleri hastaya uygun degilse Siprofloksasin ( 2x500 mg, PO, 5-10 giin) secenegi de kullanilabilir. Form No:6494.055, Rev No: 00



Etkinligi nasil dlciilmeli?



* AMY Hekim

* AMY Hemsire

* AMY Eczacl

 Kalite Birimi

* Bilgi Teknolojileri

* Duzenli Toplanti

* Verilerin llgili Birimlere iletilmesi (Feed-back)



“Antibiyotik Yonetimi Bulteni”

457 %  Antibiyotik Yénetimi Biilteni

\ 2 5/  Mart 2018 Sayi 1

Hastapemirden Haberier

Hastanemirde ummlluooml yonetim caltgmalant hufa devam ediyor, Antibiyoti thietintinin

ecimesl dested ve OnderbQinds cok szyda bolbm

belitk aralicbirka bir araya o&n mm y politiakanng diyor. Xaltell safiic

hlameti vormeyi ilesed ofaeak, benimsanyg oban ve JCI (Joint Comenision International) sGreclarini

gok yakm tidp eden bir hastane obwak Orellide son yllarda enfeksiyon kontrolindekd Oncl e yenllkgi durugsmuzy

antiblyoti téketimini standardize etme noktasinda da slrdirmek istiyonaz. Bu amaghy “Antib Yonetimi K: "l
kuran ve destok veren hastang yOnetenimize cok tegeickin ederiz,

— Tebrikine!

Azil Servis'te, yal gorg o mmunu i baghanlan
st sol yolu ¢ Minik yol youl atkisi
W«w.sumwwmmmmmmumwmmu
Qeriledl, Acil Servis gibl antiblyotik 10ketiminin ylksek okdudu bir birimde pereksiz amtibyotic
tiketimini beliegin olaeak  azaltmada bly(k emedi olan tdm doktor ve hemgirelermizi bo
bagardarndan dolayt tebrik ederiz.

Kisa Kesa Influgnos
Her vl geneliide Arabe-Mart ayfan arasnds karghgibn Infloenza olgulan ba yil dder yllara pOre
aldukga stk gordimektedir, Ozelikle riskli gruplarda (2 yag alty gocuMar, 85 yag Gst, kronik
I olanlar, lenmil D bireybee, pebeber) aiir seyreden ve Slimle sonagianabilen
Influenzada erken anovird fecavi béryik dnem tammaktade, Klinik olark uyumiuysa, (nfuenza hah
antijen test! negatlf olsa dahl. oseltamivir tedavisine Szellikle de riski gruplarda mimk(nse
Wk 48 s3at iginde mutlska baglanmass SnerBmeltadic, Subat ayindan ttaven Influenza B daba six
oOrddmektedir. Infoenza 8 Y Pastabe ptomian daha uzwe sOrmekiedls ve
osaltamivire yanit daha diglialr, Son dlarak, bakteriyel enfeksiyon lehing net bir bulge yoksa
Infuenza clgulannda antidiyotikderia yert chmacsling hatrlatrmak isteriz.

Amorikan Hastanos! Klinik Deneylmder|
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= Antibiyotik Yonetimi Bilteni
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Hastanomizdon Haborler

Hastanemiz Mart 2018°de 1SO.2015 standart revizyon kurefanna gore yeniden
dieiich ve ISO-2001 Kalne Yonetm Sisters / 1S0O-12001 Cowe Yonoetim

Satami bolgelerini simaya hak kazands.

3 Mays El Hijyeni Gang

Danya Seglik Orglta’ndn S Mays 2015 ten itbaren baglattid of higyoni etlinliginde bu
yl ol higyoninen sepsisi dnlemodoks dneer vurgulsniyor. Hastanermiz "5 Mayws Dinya
Bl Hijyoni Ganii"nde Dinyas Sedlk Orgitd (WHO) sosysl maedyns kampanysuna,
“facebook™ ys da “instagram” hesabinda fotodraf paylagarak katim saghyor. Soayd
medyada paylagian fotograflardan on gok begendenier araundaen Enfekasyon Kontrol
Komites: Toplantsi'nda secéen S fotodraf odidlendirilecek. Yargma duyurusuna
kurumn portali AHNET ton uleglabifir

Aspirasyon Pnbmonisinde Antiblyotik Profilaksis!

Asprasyon pndmotisi  geligamini j kK gn, Y sonres:  antibiyotik
profiakssi uygulamanin yogmbdumimyunvomlnn Uzering atkisini nceleyen bu
caligmada, profisktik antibiyotk uygulsmarnun kiink olacak be fayde sadlomadid,
oksine antibiyotik deencint antwarak genig spektrumb sntibaotie kullanemn aetirdy
gostorilmig.

Amoerikan Hastanosl Klinik Deneyimieri

Moleki¥or bazl tan testlernin giderok yaygnlagmasyla dunya genslinda viral
enfoksiyonlann pnomoni etyolojsindeki yari ile iigili olarak, saygin dergilerde
galgmalar yaymlanmaktacke Hastanermizde yaygin olarsk kullandan bu testiede
solunum yolu enfokaiyonlaninn viral etyologsi ve bu testlenn antibiyotik tiketimine
otkissylo ilgl- yq:ulan wqmo yskin zsmends Europesn Joumal of Clinical
Microbiology dargisinda yaynlandi

R e R R
T | AT
-

Antibiyotik Yonetimi Bulteni
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lshalde Gereksiz Antibiyotik Xultammina Dideat!

Yaz doneminin geligiyle beraber ishal olgulan artmektadir. Akut
shal e hastanemize baguaran hastalaeda *Akut lshal Kink Yolu™
wygulsnmasm nermektoys. By Kink yolda akut nhal e gelen
hastalann  ishal detocess ve ampink antibwotk  kullaswm
encikasyonian belrtimigtic ve hasts ySnetenini kolaylagtran
sigontmik yeldagimise sunuimaktade. Akut lshal Kiink Yolu arka
sayfoda yer almaktnds

Kronik Kislp Hastalilkdannda Klaritromisin?
Tophum kaynaik pnamonide, amprik 1edavide yaygn kullamdan
klaritromizin e #gili yepilan b rendomize gatgmade, Gzelikie
koroner arter hastably olaniarda Maritromisinin kalp sorunianv ve
Slen riskine artirchdy bildieildh

Amarikan Hastaneal Klinlk Denayimlar|

MolekGlor bazh taw testlerinm  “Antmilrobayel  Yonetim
Programlan® pndeki Soeminde gl deneyimienmiz amyor
Antibiyotik kullaniminin  goduniulde gerelmedyi skut nhall
hastalarda digly multiploks PCR panel  testinin  antibsyoti
tikotimine otkiside ¢gill yapilan calgmamz Journal of Clinicel
Micrabology dergminde gegtafimiz sy yeymland: Bu ¢aligmada,
molektder tast kullanimndals artigls boraber gersksiz antibyotk
ull oin azaldd behrlendi
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Aerobik gram-pozitif mikroorganizmalar: Staphylococcus
aureus (metisiline duyarl suglar), Streptococcus pyogenes,
Streptococcus agalactiae.

Aerobic gram-negatif mikroorganizmalar: Escherichia coli,
Haemophilus influenza, Moraxella catarrhalis, Klebsiella
pneumoniae.

Anaerobic mikroorganizmalar: Bacteroides fragilis ve diger
Bacteroides turleri, Peptostreptococcus turleri, Clostridium

\ clostridioforme. /

Aerobik gram-pozitif mikroorganizmalar: Staphylococcus
aureus penisilinaz ureten suglar dahil Enterococcus turleri,
Streptococcus pneumonia, Streptococcus pyogenes,
Streptococcus viridians group.

Aerobic gram-negatif mikroorganizmalar: Acinetobacter
turleri, Citrobacter turleri, Enterobacter cloacae, Escherichia
coli, Haemophilus influenza, Klebsiella pneumonie,

Anaerobic gram-pozitif mikroorganizmalar:
Peptostreptococcus turleri.

Pseudomonas aeruginosa.
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Ozetle

* En 6nemli basamak 6lgcmek ve sorunu belirlemek.
* Soruna yonelik rehber hazirlamak

* Rehberi ilgili her hastada kullanmak
* Etkinligi 6lcmek
* Rehberi uygulamayanlara geri bildirimde bulunmak



to solve a problem

Tasuku Honjo
2018 Nobel Tip Odiilii sahibi
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» Infeksiyon Kontrol Hemsirelerine
* Hastane Eczacilarina

 Kalite Birimine

* Hemsirelik Hizmetlerine

 Hastane YOnetimine



