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Pnomoni tanimlar
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Toplumda gelisen pnomoni(TGP)

Hastanede gelisen pnémoni(HGP): hastaneye yatistan 48 saat sonra gelisen ve hastanin
yatisinda inkubasyon déneminde olmayan, taburculuk sonrasi 48 saat i¢inde

Ventilator iliskili pnémoni (ViP): entiibasyon sirasinda pnémoni olmayan, mekanik
ventilasyondan 48 saat sonra gelisen



Effectiveness of discontinuing antibiotic treatment after three days
versus eight days in mild to moderate-severe community acquired
pneumonia: randomised, double blind study

Rachida el Moussaoui, Corianne A ] M de Borgie, Peterhans van den Broek, Willem N Hustinx, Paul Bresser, Guido E
L. van den Berk, Jan-Werner Poley, Bob van den Berg, Frans H Krouwels, Marc ] M Bonten, Carla Weenink, Patrick M
M Bossuyt, Peter Speelman, Brent C Opmeer, Jan M Prins

9 hastanede hafif-orta-ciddi pnomom olgulari dahil edllmls

4 Tedavinin 3. gin(
karsilastiriimis
Hastalara 3 gtin
diger grup oral ar
10. ve 28. glin kli
Bazal karakterist
10. ve 28. glin kli
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What this study adds

Discontinuing amoxicillin treatment after three days is not plasebo,
inferior to discontinuing it after eight days in adults with

mild to moderate-severe community acquired pneumonia

who have substantially improved after an initial three days’

reatment

A shorter duration of treatment can help contain the
growing resistance rates among respiratory pathogens



Meta-Analysis > Am J Med. 2007 Sep;120(9):783-90. doi: 10.1016/j.amjmed.2007.04.023.

Efficacy of short-course antibiotic regimens for

community-acquired pneumonia: a meta-analysis

Jonathan Z Li %, Lisa G Winston, Dan H Moore, Stephen Bent

15 RKGC, 2796 TGP olgusu

7 gunden kisa tedaviler ile 7 glin ve UGzeri tedaviler karsilagtiriimis

Primer sonlanim noktasi klinik dizelme

Azitromisin, beta-laktam, florokinolon, ketolid kullanilan ab

Kisa ve uzun tedaviler arasinda klinik basari, bakteriyolojik eradikasyon, mortalite agisindan fark
yok.

Conclusions: The available studies suggest that adults with mild to ‘moderate community-acquired
ptieumonia ‘can be safely and eﬁecuvely treated with an antibiotic regimen of 7 days or less,
Reduction in patient exposure to antibiotics may limit the i increasing rates of antimicrobial drug
resistance, decrease cost, and improve patient adherence and tolerability.
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Short- versus Long-Course
Antibacterial Therapy for
Community-Acquired Pneumonia

A Meta-Analysis

George Dimgpoulos,"z Dimitrios K. Matthaiou,' Drosos E. Karageorgopoulos,
Alexandros P. Grammatikos,> Zoe Athanassa' and Matthew E. Falagas'*>

7 RKC, 2'si ¢ocuklarda yapilmis

Ayaktan, yatan, her iki grup hastanin dahil edildigi calismalar

Hafif-orta-ciddi (PSI<110) TGP olgulari dahil edilmis

3-7 giin (kisa) ve kisa tedavilerden 2 giin ve daha fazla uzun tedaviler karsilastiriimis (5-10
giin)

Amoksisilin, sefuroksim, seftriakson, telitromisin ve gemifloksasin

Tedavi sonu klinik basari, gec donem takip (14-45 giin) klinik basari, relaps, mortalite ve
adverse olay acisindan fark yok

5 gline kadar olan tedaviler ile en az 7 gunlik tedavilerin karsilastirlmasinda klinik basart
ve adverse olay gelisimi agisindan fark yok

Calismanin kisitlamasi ciddi pndmoni orani az.
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Systematic Review and Meta-analysis of the Efficacy of Short-
Course Antibiotic Treatments for Community-Acquired
Pneumonia in Adults

Giannoula S. Tansarli,® Eleftherios Mylonakis®

d 3235 galisma irdelenmis

O 21 klinik galisma (19 randomize, 18 gcok merkezli) dahil edilmis, 4861 hasta incelenmis

1 Ayaktan takip edilen, yatan hastalar ve her iki grubun da dahil edildigi calismalar mevcut

1 PSI ve CURB-65 skorlamada kullanilmis

8 ¢galisma pnomoni skorunu belirtmemis, 2 ¢alisma ciddi pndmonileri dahil etmemis

3 15 ¢alismada azitromisin, 3 calismada levofloksasin/gemifloksasin, 3 ¢alisma diger
(telitromisin, amoksisilin, seftriakson) verilmis

1 6 gln<kisave 27 gin uzun sdreli tedaviler karsilastiriimis
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Kisa sureli tedavi uzun tedavi kadar etkin, mortalite ve yan etki agisindan Ustin
Hafif-orta ve ciddi olgularin analizinde her 2 grupta da klinik basari kisa tedavilerde
benzer

Ayaktan hastalarda ve yatan hastalarin ayri analizinde kisa tedaviler ile klinik basari
benzer

Ayaktan hastalarda kisa tedavide mortalite agisindan fark yok

Ciddi pnomonide kisa tedavilerde mortalite daha az.

Kisa tedaviler ile ciddi advers olay gelisimi daha az.

Kisa ve uzun tedavilerde relaps farki yok

3 glin ve 5 glnluk tedaviler ayri ayr 7 glin ve Uzeri tedavi ile karsilastinimis, klinik kir ve
relaps orani farkli degil.



Short-course versus long-course therapy of the same antibiotic

for community-acquired pneumonia in adolescent and adult
outpatients (Review)

Lépez-Alcalde J, Rodriguez-Barrientos R, Redondo-Sanchez J, Mufioz-Gutiérrez J, Molero Garcia
JM, Rodriguez-Fernandez C, Heras-Mosteiro J, Marin-Cafada J, Casanova-Colominas J, Azcoaga-
Lorenzo A, Hernandez Santiago V, Gomez-Garcia M

.1 Ayaktan takip edilen TGP'de kisa ve uzun siireli tedavilerin etkinligini karsgilastirmak
amaclanmis
. 5260 calisma incelenmis

We found no eligible RCTs that studied a short-course of antibiotic compared to a longer-course (with the same antibiotic at the same daily
dosage) for CAP in adolescent and adult outpatients. The effects of antibiotic therapy duration for CAP in adolescent and adult outpatients

remains unclear.

. Bu nedenle siire net degildir diye yorumlanmis.



Short-course vs long-course antibiotic treatment for

community-acquired pneumonia: A literature review

Kamilla Mgller Gundersen' | Jette Nygaard Jensen® | Lars Bjerrum1 |
Malene Plejdrup Hansen'~

O 6RKC

1 Klinik basarn %87-95 kisa tedavi grubu, %88-94 uzun tedavi grubu
L Klinik basari ve mikrobiyolojik eradikasyon orani farkli degil

( Advers olay orani benzer



Short- vs long-course antibiotic therapy for pneumonia: a comparison

of systematic reviews and guidelines for the SIMI Choosing Wisely
Campaign

Ludovico Furlan' - Luca Erba’ - Lucia Trombetta' - Roberto Sacco' - Giorgio Colombo’ - Giovanni Casazza? -
Monica Solbiati® - Nicola Montano*® - Chiara Marta® - Rodolfo Sbrojavacca’ - Francesco Perticone® - Gino Roberto

Corazza® - Giorgio Costantino®*

O 17RKC
d Kisa ve uzun tedaviler arasinda klinik basari farki yok
O Advers olay farki yok

RR 1.05 (95% CI, 0.82-1.36). The trial sequential analysis suggests that further data would not affect current evidence or
become clinically relevant. Selected guidelines suggest consideration of a short course, with a low grade of evidence and
without citing the already published systematic reviews. Antibiotic treatment of CAP for <7 days is not associated with a
higher rate of treatment failure than longer courses and should thus be taken in consideration. Guidelines should upgrade
the evidence on this topic.




Five-day antibiotic treatment for community-acquired bacterial
pneumonia: A systematic review and meta-analysis of randomized

controlled trials

Shao-Huan Lan®!, Chih-Cheng Lai®"!, Shen-Peng Chang®, Li-Chin Lu¢,
Shun-Hsing Hung®”*, Wei-Ting Lin""
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5 gunve =7 gun (7-14) sureli tedaviler karsilastiriimis

7 RKC, kisa tedavide 1499, uzun tedavide 1522 hasta

Hafif-orta-ciddi pnédmoni,gcalismalarda levofloksasin 3, gemifloksasin 1, seftriakson, lefamulin ve
lokal rehbere gore ab kullanimi

Klinik yanit, mikrobiyolojik eradikasyon ve mortalite acisindan fark yok

Ab iliskili ciddi yan etki kisa tedavi grubunda daha az

PSI |-l olanlar ile IV-V olanlar karsilastirildiginda kisa tedavilerde klinik basari agisindan
fark yok.

5 ve 7 glinlik tedavilerin subgrup analizinde klinik basar farki yok.

Cahsmanin kisitlamasi: ciddi pnomoni oraninin az olmasi, sadece 2 ¢alismada relaps
oraninin degerlendirildigi, bu ¢calismalarda da relaps acisindan fark yok.



Discontinuing B-lactam treatment after 3 days for patients ) ®
with community-acquired pneumonia in non-critical care

wards (PTC): a double-blind, randomised, placebo-

controlled, non-inferiority trial

Aurélien Dinh, Jacques Ropers, Clara Duran, Benjamin Davido, Lauréne Deconinck, Morgan Matt, Ofivia Senard, Aurore Lagrange, Sabrina Makhloufi,
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Cift-kor, randomize, plasebo kontrolld, non-inferiority calismasi

16 merkez, Fransa

Hastanede yatan orta-agir pnomoni (YBU'ne yatan hastalar haric)

3 gunluk B-laktam tedavisi sonrasi klinik stabilite kriterlerini kargilayan hastalarda 1 gruba 5 glin
oral amoksisilin 1 gr+klavulonat 125 mg 3 kez, diger gruba plasebo

Randomizasyon web lzerinden yapilmis, PSI skorlari gruplarin benzer

Primer sonlanim noktasi 15. glindeki klinik ktir

D Oooo



d
d
d
d
d
d

2013-2018 arasinda 706 hasta

310 hastada 3. giinde klinik stabilite saglanmis

157 plasebo, 153 oral tedavi grubuna alinmig

15. glinde klinik kiir oraninda kisa ve uzun tedaviler arasinda fark yok (%77 plasebo-%68 oral
beta-laktam )

Advers olay her iki grupta benzer

30 giinliik mortalite her iki grup arasinda fark yok (plasebo %2- oral tedavi grubu %1).

Interpretation Among patients admitted to hospital with community-acquired pneumonia who met clinical stability

criteria, discontinuing f-lactam treatment after 3 days was non-inferior to 8 days of treatment. These findings could :

allow substantial reduction of antibiotic consumption.
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I O p I l I m d a g KURUMSAL BILGILER HABERLER BILIMSEL ETKINLIKLER TORAKS KUTUPHANESI S

TTD REHBERLERI

. Eriskinlerde Toplumda Gelisen Pnémoniler Tani ve Tedavi Uzlasi Raporu (2021)

Tedavi suresini belirlemeye yonelik sinirli bilimsel veri

Siirenin belirlenmesinde temel ol¢iit enfeksiyonun klinik bulgularinda diizelme (6ncelikle ates)
Abse ve plorezide stlire daha uzun

Toplam siire 5 giin (direncli enf 7 giin) den az olmayacak sekilde

Hastada ates diistiikten ve klinik olarak stabil (vital bulgular, oral alim, biling durumu normale
donmesi) olduktan sonra kesilebilir.
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National Institute for )
N I C Health and Care Excellence pedEniNICE n m

Guidance W NICE Pathways Standards and indicators WV Life sciences Vv BNF W BNFC W CKS wv About W More WV

Read about our approach to COVID-19

Home 2 NICE Guidance 2 Conditions and diseases 2 Infections 2 Antimicrobial stewardship

Pneumonia (community-acquired): antimicrobial prescribing
NICE guideline [NG138] Published: 16 September 2019

(1 Hafif-orta siddette pnomonide 3-7 giinliik tedaviler ile 10-14 giinliik tedaviler arasinda mortalite
ve klinik yanit acisindan fark yok.
Hafif-orta pnomonide 3 ile 8 ginliik azitromisin karsilastirilmasinda klinik kiir, bakteriyolojik ve
radyolojik iyilesme ve hastanede yatis siresi arasinda fark yok
Ciddi pnomoni icin kanit degeri olabilecek sistematik derleme veya RKC yok.



NICE rehberi onerileri
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Kisa sureli tedavilerin uzun streli tedaviler kadar etkin

Komite 5 glinliik tedaviyi onermekte

Minimum 5 gun siren tedavide antibiyotik kesilmesinde son 48 saatte atessiz olmasi ve 1'den
fazla klinik instabilite iliskili bulgu olmamasi
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Guidelines

BTS Guidelines for the Management of

B - Community Acquired Pneumonia in Adults:
update 2009

[ Hafif-orta pnémonide, komplike olmamus, siire 7 giin

[ Ciddi pnémonide ve mikrobiyolojik olarak etken tanimlanmamigsa 7-10 giin
[ S.aureus veya gram negatif enterik basil enf siire 14-21 giine uzatilmasi gerekebilir.



American Journal of Respiratory and Critical Care Medicine

Home > American Journal of Respiratory and Critical Care Medicine > List of Issues > Volume 200, Issue 7

Diagnosis and Treatment of Adults with Community-acquired Pneumonia.
An Official Clinical Practice Guideline of the American Thoracic Society and
Infectious Diseases Society of America

Previous

®joshua P. Metlay *, DGrant W. waterer *, Ann C. Long , (PAntonio Anzueto , ©jan Brozek , (Pkristina Crothers
. BLaura A. cooley . @Nathan C. Dean , EMichael J. Fine . @scott A. Flanders , @Marie R. Griffin . Show All...

Recommendation. We recommend that the

1 Antibiyotik stresinin klini 5 . & ibiotic hiiary shibold be urumuna gore belirlenmesi
oneriliyor. guided by a validated measure of clinical
O Antibiyotik tedavisine klir stability (resolution of vital sign 1den az olmayacak sekilde
o o abnormalities [heart rate, respiratory rate, B o

O Hasta klinik stabiliteye 5 plood pressure, oxygen saturation, and ne tamamlanmasi oneriliyor
1 5giin 6nerisi enfeksiyoz temperature], ability to eat, and normal onide de 6neriliyor.

. ) mentation), and antibiotic therapy should be
1 MRSA ve P.aeruginosa'ni continued until the patient achieves stability
d  Ampiyem gibi enfeksiy0z and for no less than a total of 5 days (strong ‘€ Onerisi i¢in ¢alismalara ihtiyac

recommendation, moderate quality of

var. :
evidence).
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Sinirli sayida randomize ¢alisma mevcut

Bu caligmalarin da ¢gogunlugu hastanede yatan hastalarda yapiimis

Meta-analizlerde 5-7 gunlik tedavilerin uzun tedaviler kadar etkin oldugunu gostermis
Prokalsitonin seri 6lcimleri 6zellikle yatis siresi uzamis hastalarda oneriliyor

Bazi hastalar standart siire tedaviye yanitsiz

5 glin iginde klinik stabilite gelismeyen hastalarda mortalite yuksek



1 Direncli bakteri
1 Komplikasyon gelismesi (ampiyem, abse vb)
1 Farkli bir enf kaynagi olmasi



Klinik stabilite degerlendirmesi
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Kalp hizi

Solunum sayisi

Kan basinci

Oksijen saturasyonu

Ates

Klinik stabilitenin dederlendirilmesi durumunda tedavi siiresi daha kisa
TGP’de rutin olarak degerlendirilmesi oneriliyor



ORIGINAL ARTICLE

Guidelines for the management of adult lower respiratory tract

infections - Full version

M. Woodhead', F. Blasi®, S. Ewig’, ). Garau®, G. Huchon®, M. leven®, A. Ortqvist’, T. Schaberg®, A. Torres’, G. van der
Heijden'?, R. Read'' and T. ). M. Verheij'? Joint Taskforce of the European Respiratory Society and European Society for
Clinical Microbiology and Infectious Diseases

Tedavi sliresinin 8 ginid asmamasi gerektigi belirtilmis
Hastaneye yatirilan ciddi-olmayan pnomonilerin cogu 7 glinde tedavi yeterli

Biyoisaretler antibiyotik giiniintin azaltilmasina yardimci ve septik sok da dahil olmak tzere ciddi
pndomoni olgularinda da ise yaradigi gosterilmis
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Duration of antibiotics for community-acquired pneumonia in inpatients

Patient receiving IV or oral antibiotic(s) for
pneumonia

community-
v
m'L'.l
I
Yes
v
Treatment duration based on dlinical response Do ANY of the following apply?
= Minimum 7 days if early clinical response and .wwd::ﬁodm
mww;:;ﬁ = Extrapulmonary infection
®= Minimum 14 concurrent bacteremia Documented Pseudomonas aeruginosa,
= Longer courses (eg, 24 weeks) often needed for .S.MWIPP.WI\ ’
immunocompromised patients and those with uncommon bacterial species
metastatic complications ® Necrotizing p ia, empyema,
lung abscess
r ! Y
Yes No
v v
Do ALL of the following apply?
o = Afebrile for 48 to 72 hours
Individualized duration = Supplemental oxygen not needed (unless
azmwbu-dw required for a preexisting condition)
d'“‘"'"":&“b = No more than one of the following:
h“mmll t « Heart rate >100 beats/minute
$ * Respiratory rate >24 breaths/minute
 Systolic blood pressure <90 mmHg

I
Yes No
¥

antibiotics after | | until clinically stable;
5 to 7 days reevaluate at 7 days




Follow-up care for immunocompetent adults hospitalized with suspected community-associated pneumonia

respiratory distress,
72 howrs to assess response * Acute exacerbations of COPD
likely diagnosis? and/cr whather @n & and/or signs of sepsis? = PR ¢
o = Atelectasis
— r 1 , = Aspirstion or chemical pneumonitis
Yoz No Yes No :lhwu.:hnn
* r presEm I* e - ¥ -vam lung disease
= immediately & .;":h“‘ h.l;ﬂ'lo = Lung cancer
® Provide intensive care and - Ok epaat chest imaging = Pulmonary hemorrhage
Has a Y port as ded for progression of di Card 2oz o
microbiologic | | ,Broaden differential | | = Expand diagnostic evaluation ® ol (eg. empyema) ® Heart failure with pulmonary edema
diagnosis been seserbng * Evaluate for and akernate diagnosis = Pulmonary embolism
made? discontinuing antibiotics (eg, bact 5 = Consider broadaning “d' aimemati L
tributors to mﬁ-:' i for ondyu ® Urinary tract infoction
syndrome : n jons and rity ® Intra-abdominal infaction
of diness = Endocarditis
L I L}
Yes No
v v
= Transition to oral antibiotics = Continue empiric
and tailor regimen to target for at least S days§¥
the pathogen ® Intravenous antibiotics
® Duration varies by pathogen can be transitioned to

and patient’s response to oral antibiotics with a
apy: a s ilar spactrum of

often sufficient activity




Sureyi kisaltmada biyoisaretler

Randomized Controlled Trial > JAMA. 2009 Sep 9;302(10):1059-66. doi: 10.1001/jama.2009.1297.

Effect of procalcitonin—-based guidelines vs standard
guidelines on antibiotic use in lower respiratory tract
infections: the ProHOSP randomized controlled trial

Philipp Schuetz 1, Mirjam Christ-Crain, Robert Thomann, Claudine Falconnier, Marcel Wolbers,
Isabelle Widmer, Stefanie Neidert, Thomas Fricker, Claudine Blum, Ursula Schild, Katharina Regez,
Ronald Schoenenberger, Christoph Henzen, Thomas Bregenzer, Claus Hoess, Martin Krause,
Heiner C Bucher, Werner Zimmerli, Beat Mueller, ProHOSP Study Group

Collaborators, Affiliations 4+ expand
PMID: 19738090 DOI: 10.1001/jama.2009.1297
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Cok merkezli, randomize, noninferiority calismasi

1359 hasta, %68'i TGP, TGP’lerin de %50'den fazlasinda ciddi pnémoni var (PSI IV-V)

Bir grupta tedaviye baslamak ve kesmek icin pct esik degerine gore algoritma var diger grupta standart
rehberlere gore tedavi baslanmis

30 giin icinde mortalite, yogun bakim tnitesine yatis, hastalik iligkili komplikasyon, reenfeksiyon
nedeniyle tekrar ab alma, ab kullanim stresi, ab iligkili yan etki karsilastinimis

Ab secimleri klinisyene birakilmig

PCT algoritmasina gore, PCT 0,1 pg/L'den dislkse antibiyotiklerin baglatiimasi veya
stirdurilmesi kesinlikle o©nerilmemis 0,25 pg/L veya daha diislik olmasi durumunda
onerilmemis.

Antibiyotiklerin baslatiimasi veya sirdiirilmesi, PCT 0,5 pg/L'den yiiksekse siddetle 6nerilmis
ve 0,25 pg/L'den ylksekse onerilmis.

Antibiyotik verilmeyen ve , hastanede yatan hastalar klinik olarak yeniden degerlendirilmis ve 6
ila 24 saat sonra PCT 6lgimii tekrarlanmis.



igure 1

Inclusion of all patients with lower respiratory tract infection (Bronchitis, AECOPD, CAP) |

’.II...II...I.‘
: ion : «

|
Baseline data collection
and clinical assessment

ﬁ.l, v 3 | Bronchitis AECOPD
- <04 01025 >0.26-0.5 >0.5 |
_K_I | 1 — J : J Purulence of sputum >1 criteria (more
N » ’ + 1 risk factor (age. dyspnea, more sputum,
LM heart failure, stroke or sputum discoloration)
! 0vomiln¢ 2 other comorbidity)
"1~ - no|] T~ - a™ 5 yes
y v R 3 ol e 3
WITHHOLD || Withhold ~ Start or START or Withhold , -~ "© yes ~ Startor
AB! AB continue AB | CONTINUE AB! AB continue AB
L | | ] —— i i |
L ] v
Clinical reevaluation Clinical reevaluation
—_— Measurement of PCT on days 3, 5,7 AB duration based on guidelines
AB duration based on above PCT cut off values
| |
.

| Blinded outcome assessment on days 30 and 180

|
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Hastanede yatan tim hastalar, enfeksiyonun 3., 5. ve 7. giinlerde ve taburculukta takip etmek
icin klinik olarak yeniden degerlendirilmis.

PCT grubunda, PCT degerleri yiiksek olan ve antibiyotik tedavisi alan hastalarda, 3, 5 ve 7 giin
sonra PCT ol¢tmleri tekrarlanmis ve ayni esik araliklar kullanilarak antibiyotik tedavisi kesilmis.
Basvuru sirasinda yiiksek PCT degerleri olan hastalarda (>10 pg/L), algoritma, PCT seviyeleri
%80 azalirsa antibiyotiklerin durdurulmasi, PCT seviyeleri baslangi¢ degerinin %901 kadar
azaldiysa antibiyotiklerin kesilmesi onerilmis.

Ayaktan hastalarda, antibiyotik tedavisinin baslatiimasi ve siresi, baslangi¢c PCT degerine gore
belirlenmis yalnizca kotilesen hastalar yeniden degerlendirilmis.
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Acil yogun bakim tinitesine (YBU) kabul edilmesi gereken hastalar
Solunum veya hemodinamik instabil

Legionella pneumophila igin pozitif antijen testi

Ciddi TGP dusunulen ve pct degeri <0.1 veya 0.25 pg/L olan durumlar
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Tum primer sonlanim noktalari agisindan her 2 grup benzer

Antibiyotik receteleme orani ve kullanim siiresi pct grubunda daha az

IV tedavi alan tim ASYE ort 3.8'den 3.2 giine azalma mevcut, TGP'de bu oran 4.8'den 4.1 giin
Ayaktan tedavi alan tim ASYE 4.9'dan 3.1 glin, TGP'de 5.9°'dan 3.1 glin azalma

Tum primer sonlanim noktalari igin noninferior ve antibiyotik maruziyetini ve iliskili yan etkileri
azaltmada daha etkin



fable 3. Antiblotic Exposure, Adverse Effects, and Length of Hospital Stay

Relative Mean Change or Rate
PCT Group Control Group Difference % (95% ClI)
(n=671) (n = 688)
5T{5[1-8) 870 [6B-11) =348 (~40310 -287)
506 (75.4) 603 @B7.7) ~122{-16310-8.1)
133198 103 (28.1) ~82{-12710-3.7)
300 4210
948 [4-12p 92@[412) 186010110
n = 460) 1= 1
1206109 1070012 2460269 |
417 1907y 461 099.1) -851-11310 -56)
108 (23.5) 154 33.1) ~06{-15410-38)
Duration in patients with adverse effects, median [I0R), ¢ 3{2-0 5 2-10)
Langth of hospital stay, mean (median JOR]), o 10.0 (8 [5-13) 953 [412) 53(-5110168)

Sxacartation of COPD (n=115) (n=113)

] Antibiotc exposure, maan (medan ICH]), d 250 [0-<4) 516 [0-8]) ~504 (-84 010-340)
Antibictc prescription rate. No. (%) 56 (48.7) 79 69.9) -212{-33210-85)
Adverse offect rato trom antibsotics. No. (%} 1401223 18 (15.9) ~38(-12810564)
Duration in patients with adverse effects, median (QF), o 1.5{1-4) 2(1-35)

Length of hospial stay. mean imedian IOR]), o 88 (B(5-11p 82@[5-13) -441-19110129
cute bronchitis (n = 69) (n=82)

Antibiote sxpasure. mean (madan 1G], d 110) 280 [0-5]) ~65.01{-84.7 10 -37 5)

Antibictic prascrigtion rate. No. (%) 16{23.2) 41500 ~268-40.7 10 -11.5)

Adverse offect rate from antibiotics. No. (%) 7(10.1) 11(13.4) ~33{-13510795)

Duration in patients with adverse offects, median 0R), ¢ 1{1-2) 1.5(1-5,8)

Langth of hospital stay, mean imedian fOR]), o S544 017 6.1 (4 (09} ~103{-37.110270)

Jthoe diagroses (n = 27) (n = 28)

Atibiotic exposure, maan (medan [1CH]). d 49308 774[1-19) -36.1 -68.31623.2)

Antibictic prescription rate, No. (%) 630(17) 78.6 22) -156(-370108.7

Acverze otfect rate froe antibrotics, No, (Fe} 4148 10 @5.7) =208 (-41.510 2.6

Duration in patients with adversa efiects. median (GR), d 554368 3.5(1.0-8.5}

Langth of hospital stay, mean imedctan OR]), d 10.9 {9 [8-14) 13.4(11[5-21) ~190(-42.310154)
€3 confidenc iterad, COPD. cdvorkc cbtnictve L I T,




Procalcitonin to initiate or discontinue antibiotics in acute

respiratory tract infections (Review)

Schuetz P, Wirz Y, Sager R, Christ-Crain M, Stolz D, Tamm M, Bouadma L, Luyt CE, Wolff M,

L Odd

L0

32 RKC, 6708 hasta

TGP, HGP, VIP, akut bronsit, astim atagi, KOAH alevlenmesi,iist solu yolu enf dahil edilmis.
Pct rehberligindeki calismalarda:pct klinik algoritmalara eklenmis, kontrol grubunda standart
bakim/rehber dnerileri gegerli

Primer sonlanim noktasi: 30 glinlik mortalite ve klinik basarisizlik orani, sekonder sonlanim
noktasi: ab kullanimi (ab baslama, devam siiresi), ab iliskili yan etki, hastanede veya YBU'da
yatis suresi

Pct grubunda 6lim orani %8.6, diger grupta %10 (p= 0.037).

Tedavi basarisizligi agisindan gruplar arasinda istatiksel fark yok. (%23- %24.9)

Antibiyotik kullanim siiresinde 2.4 giin azalma, ab iligkili yan etkiler daha az

Hastanede ve YBU'de yatis siiresinde fark yok
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Prokalsitonin TGP'de esas olarak antibiyotik tedavisinin kesilmesine yardimci, tani aninda
Olcllen deger ile takip degerler

Klinik degerlendirmeye ek olarak pct kullanildiginda bazi ¢calismalarda morbidite ve mortalite
artisi olmadan olgularin %25-50'sinde gereksiz ab kullanimini azaltabildigi gosterilmis.

Kritik TGP'de ve septik sokta pct <0.5 ng/ml (baslangic degeri 5 ng/ml'den biiyiikse %80 azalma
elde edildiginde) tedavi kesilebilir

TGP’de antibiyotik tedavisine baslamadaki rolii tartismali (Kritik hastalarda TGP'de tedavi
geciktirilmemeli)

Klinigi stabil, klinik ve lab kuvvetle viral enf diistindiirdiigtinde pct <0.25 ng/ml ise antibiyotik
baslanmasi ertelenebilir

Yapilan bir ¢alismada TGP'de olgularin %65-70'inde viral-bakteriyel ayrimini yapabildigi
gosterilmis.
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TGP nedeniyle ab baslanan ancak non-infeksiyoz patoloji diistinilen hastalarda eslik eden
distk pct diizeyi tedaviyi kesmeye yardimcl.

Pct algoritmasi klinik degerlendirmelerin 6niine gegmemeli

Bazi enfeksiyonlarda pct seviyesinden bagimsiz olarak uzun tedavi gerektigi
unutulmamali (S.aureus bakteriyemisi ile komplike olmus TGP)

Tedavi suresinin 5-7 gunu astigi olgularda tedavi kesilmesine yardimci olarak kullanilabilir
Klinik stabiliteye erigsmis, bakteriyel enf icin kanit olmayan, kuvvetle viral enf diigiinilen
vakalarda disuk pct degeri erken ab kesilmesi amaciyla kullanilabilir.



Algorithm for procaldtonin-guided antibiotic discontinuation in dinically stable adult patients
with known or suspected community-acquired pneumonia*

Obtain procalctonin
level every 1 to 2 days




Hayat Nefesle Baslar
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N
‘.\/ Tark Toraks Dernegi - (O G

KURUMSAL BILGILER HABERLER BILIMSEL ETKINLIKLER TORAKS KUTUPHANESI SUBELER CALISMA

Hizl

Tuark Toraks Dernegi Eriskinlerde Hastanede Gelisen Pnémoni Tani ve Tedavi Uzlasi Raporu

Etkeni izole edilen ve antibiyotik diren¢ sorunu olmayan duyarli patojenlerin tedavisinde optimal
sure 7 gun.

Tedavi slresini belirleyen ana unsur hastanin klinigi, radyolojik ve laboratuvar parametrelerinin
dizelmesi.

Hastaligin siddeti, lokal direng verileri, 5nceden direncli mo ile kolonizasyon, hastanede yatis ve
kullanilan ab tedavi suresini etkileyen diger faktorler.
Etken MRSA ise dnerilen siire 14 gln
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Clinical Infectious Diseases _
IDSA GUIDELINE AIDSA | GOV

Management of Adults With Hospital-acquired and

Ventilator-associated Pneumonia: 2016 Clinical Practice
Guidelines by the Infectious Diseases Society of America
and the American Thoracic Society

Andre C. Kalil,' Mark L Metersky,>® Michael Klompas,** John M dere,” Daniel A. Sweeney,® Lucy B. Palmer,” Lena M. Napolitano,® Naomi P. O°'Grady,”

VIP tedavisinde 7 guinliik tedavi 6nerisi (gii¢li dneri-orta kalite kanit)

HGP’'de 7 giin (glgli oneri-disik kalite kanit)

VIP ve HGP'de daha kisa veya daha uzun siireli tedaviler klinik, radyolojik ve lab parametrelerine
gore mumkiin olabilir

VIP ve HGP'de tedavi kesilmesinde yalnizca klinik kriterler degil ek olarak pct diizeyi kullaniimasi
(zayif 6neri-disilk kalite kanit)

ViIP ve HGP'de CPIS kullanimi énerilmiyor (zayif 6neri-diisiik kalite kanit)

L O ood



Short-course versus prolonged-course antibiotic therapy for

hospital-acquired pneumonia in critically ill adults (Review)

Pugh R, Grant C, Cooke RPD, Dempsey G

LoD Oopoo

6 RKC, 1088 hasta

Hastalarin cogunlugu ViP

Kisa stireli tedaviler (7-8 gilin) ile uzun siire tedaviler karsilastiriimis

Primer sonlanim noktasi: 28 glinlik mortalite, rekiirren pnomoni, 28 glinlik antibiyotiksiz gecen
sure

Sekonder sonlanim: mortalite, klinik basari, hastanede yatis sireis, MV takip siresi

28 gunlik antibiyotiksiz stirede artis, MDR patojen oraninda azalma

Rekiirrens, hastane yatis siresi, MV siiresinde ve mortalite agisindan fark yok

Nonfermentatif gram-negatif basil enf: kisa tedaviler rekiirren pnémoni ile iligkili bulunmus, diger
parametreler farkl degil



Review > Chest. 2013 Dec;144(6):1759-1767. doi: 10.1378/chest.13-0076.

Short- vs long-duration antibiotic regimens for
ventilator-associated pneumonia: a systematic

review and meta-analysis

George Dimopoulos *, Garyphallia Poulakou 2, Ioannis A Pneumatikos 3, Apostolos Armaganidis *,
Marin H Kollef 4, Dimitrios K Matthaiou =

oo

4 RKC, 883 hasta

Kisa (7-8 giin) ve uzun (10-15 giin) tedaviler karsilastiriimis

Antibiyotiksiz takip suresinde artis

Rekirren pnomoni, MV'siz takip stiresi, YBU'de yatis siresi ve mortalite farkl degil

Conclusions: Short-course treatment of VAP was associated with more antibiotic-free days. No
difference was found regarding mortality and relapses; however, a strong trend for fewer relapses was
observed in favor of the long-course treatment, being mostly driven by one study in which the
observed relapses were probably more microbiologic than clinical. Additional research is required to
elucidate the issue.



IDSA'nin meta-analizinde
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Kisa ve uzun sireli tedaviler arasinda mortalite, klinik kiir ve rekiirren pnomoni agisindan fark
yok

Non fermentatif gram-negatif basil enf rekiirren pndmoni ve mortalite orani farkl degil
Gram-negatif basil etken oldugu ViP’'de kisa ve uzun tedavileri karsilastiran ve rekirrensi yiiksek
bulan ¢alismanin subanalizinde kisitlamalar ve bias riski oldugu belirtilmis.

Rekirrens riski fazla olsa bile mortalite ve klinik kiiriin etkilenmedigi vurgulanmis.



JOURNAL RESEARCH ARTICLE MICROBIOLOGY
OF MEDICAL Yilmaz et al., Journal of Medical Microbiology 2017,66:78-82

MICROBIOLOGY DOI 10.1099/jmm.0.000401

SOCIETY

Individualized antibiotic therapy in patients with ventilator-
associated pneumonia

Giirdal Yilmaz,'* Sedat Salyan,? Firdevs Aksoy' and iftihar Koksal'

coool O0oo

Prospektif bir calisma

49 VIP

Tedavinin 3. ve 5. gliniinde klinik yanit (atesin sikh§i ve derecesinde diisme,
CRP’de artis olmamasi, Pa02/Fi02>240, CPIS’de en az 2 puan diisme)
Baslangi¢c ampirik tedavi izole edilen mo duyarli

Kisa tedavi (7-10 giin), uzun tedavi 10 giinden uzun)

Kisa tedavi alanlarda 17 gram-negatif, uzun tedavi alanlarda 25 gram-negatif
Her iki grupta en sik tespit edilen mo P. aeruginosa ve A. baumanii

Diger gram-negatif mo 7-8 guin tedavi alirken kisa tedavi grubundaki P.
aeruginosa ve A. baumanii 9-10 gin
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Karbapenem direnci P. aeruginosa % 44 ve A. baumanii %82

Tum suslar kolistin duyarl

ikinci VIP atagi orani kisa ve uzun tedavi alanlarda farkli degil

Antibiyotiksiz siirede artis ve direngli mo ile enf kisa tedavi alanlarda tespit edilmemis
28. giinde mortalite orani fark yok

In agreement with the literature, these findings support the
idea that treatment in cases involving non-fermenting
Gram-negative micro-organisms should be slightly longer.
However, they also show that there are no adverse conse-
quences from treatment being stopped once the 5 day fever-
free status is achieved.



Impact of the duration of antibiotics on
clinical events in patients with
Pseudomonas aeruginosa ventilator-

associated pneumonia: study protocol for a
randomized controlled study

°, Amaud Foucrier®, Hervé Dupont>~, Philippe Montravers ', Alexandre Ouattara’?, Pierre Kalfon®,

[ Randomize, non-inferiority calismasi

[ Fransa, 34 merkez

- vip

[ 8 giin ve 15 giinliik tedaviler karsilastiriimis
[ Primer sonlanim noktasi 90 giinliik mortalite

Discussion: Demonstrating that an SD (8 days) versus LD (15 days) therapy strategy in PA-VAP treatment is safe and
not associated with an increased mortality or recurrence rate could lead to a change in practices and guidelines in the
management of antibiotic therapy of this frequent ICU complication. This strategy could lead to decreased antibiotic
exposure during hospitalization in the ICU and in tum reduce the acquisition and the spread of MDR pathogens.



IDSA rehberi HGP onerileri

[ HGP icin 7 giinliik tedavi 6nerilmekte ancak kisa ve uzun tedavileri karsilastiran ¢alisma yok
[ Bu nedenle VIiP icin gecerli olan dnerilerin HGP icin de gegerli olmasi dnerilmis



HGP ve VIP'de tedaviyi kesme kararinda pct roli

[ Tedaviyi kesme kararinda klinik kriterlere ek olarak pct kullanimi dneriliyor. (Zayif éneri-diisiik
kalite kanit)

[ Uzamis tedavilerde yarari olabilecegi ancak 7 giin ve daha kisa siireli tedavilerde yarari?
[ Yanlis yiiksek sonuclar veya yanlis negatif sonuclar ve maliyet dezavantajlar olarak belirtiimis



Klinik pulmoner infeksiyon skoru (CPIS)

Tablo 2. Klinik Pulmoner Infeksiyon Skoru (GPIS)
Degiskenler PUAN 0 PUAN 1 PUAN 2

Viicud sicakhdi °C 236.1, <384 238.5, <38.9 239, <36

Lokosit sayist /L 24000, <11.000 <4000, >11.000

Sekresyon Yok Var, pirilan degil Var, pirdlan
PaO,/FiO, >240 ya da ARDS <240 ve ARDS degil
Akciger grafisi Infiltrasyon yok Difiiz ya da yamali infiltrasyon ~ Lokalize infiltrat
Mikrobiyoloji Ureme yok ya da hafif Greme var ~ Orta ya da fazla Gireme var*

‘Gﬂmbovgmad:sam:\a:h“w
Ozellikle VIP disunulen hastalarda kiinik pulmoner
infeksiyon skorunun (CPIS) kullanimi da tani i¢in katkida
bulunabilir (Tablo 2). Bu grup hastada CPIS'in 6'nin Uze-
rinde bulunmasi pndmoni olasiigini glglendirir. Ancak
CPIS"In asil kullamim alani tedavinin degerlendiriimesi ve
yonlendirilmesi asamasindadir [63,71].




Clinical Trial > Am J Respir Crit Care Med. 2000 Aug;162(2 Pt 1):505-11.
doi: 10.1164/ajrccm.162.2.9909095.

Short—course empiric antibiotic therapy for patients
with pulmonary infiltrates in the intensive care unit.
A proposed solution for indiscriminate antibiotic

prescription . _
Clinical Pulmonary Infection Score (CPIS)

>6 <6

, .

Antibotics for 10-21 days Randomize

Ciprofloxacin  Standard Care

N Singh 1, P Rogers, C W Atwood, M M Wag

[ YBU'de yatan MV destegi olan veya c
[ CPIS>6 10-21 giin ab almis

J CPIS< 6 iki gruba ayriimis. for3days (antibiotics for
i 10-21 days)
Re-evaluate at
3 days

CPIS>6 CPIS=6

. .

Treat as Discontinue
pneumonia Ciprofloxacin

Figure 1. Flow chart representing the study design.



-
-
-
-
-

Calismanin sonuglarinda standart tedavi alan grupla, CPIS grubunda mortalite agisindan fark
yok,

Ab kullanim siiresi CPIS grubunda daha kisa (3 giin-9.8 giin p<0.0001)

CPIS grubunda maliyet, siiperenfeksiyon ve ab direnci daha az

YBU'de saptanan pulmoner infiltratlarin %74’tiinde CPIS<6

Hem tedavi baslanmasinda hem de tedavinin kesilmesinde kullaniminin yararh oldugu
belirtilmis.



Clinical Trial > Chest. 2004 May;125(5):1791-9. doi: 10.1378/chest.125.5.1791.

A randomized controlled trial of an antibiotic

discontinuation policy for clinically suspected
ventilator-associated pneumonia

Scott T Micek 1, Suzanne Ward, Victoria J Fraser, Marin H Kollef

Prospektif, RKC

290 hasta, bir grupta antibiyotik kisitlama programi uygulanmis, diger grupta standart tedavi
Kisitlama grubunda noninfeksiyoz bir patoloji saptandiginda, semptom ve bulgular diizeldiginde,
tedavi kesilmis.

Semptom ve bulgularin degerlendirmesi CPIS ile uyumlu.

iki grup arasinda mortalite, YBU yatis siiresi, siiperenfeksiyon acisindan fark yok.

Kisitlama yapilan grupta ab siiresi azalma mevcut (6 giin-8 giin p=0.001)

oD oo



HGP ve VIP'de CPIS rolij

[ Tedaviyi kesmede klinik kriterlere ek olarak CPIS &nerilmiyor (diisiik 6neri-zayif kalite kanit)

[ 2 RKGC: birinde ViP riski diisiik olan hastalardaki rolii deg, digerinde klinik ve lab kriterler CPIS'le
uyumlu ancak birebir ayni degil

[ CPIS uygulamasi maliyetli degil ancak uygulamasi zor olabilir.

[ Tedavisi kesilmesi gereken hastalar ile devam etmesi gereken hasta ayrim giicii yiiksek degil.



International ERS/ESICM/ESCMID/ALAT
guidelines for the management of
hospital-acquired pneumonia and

ventilator-associated pneumonia

Guidelines for the management of hospital-acquired pneumonia [HAP)/

ventilator-associated pneumonia [(VAP)] of the European Respiratory Society
[ERS). European Society of Intensive Care Medicine [ESICM)]), European Society
of Clinical Microbiology and Infectious Diseases [([ESCMID] and Asociacion

Latinoamericana del Térax [ALAT)

We suggest using a 7-8-day course of antibiotic therapy in patients with
Question 4: In patients with HAP/VAP, can duration of VAP without immunodeficiency, cystic fibrosis, empyema, lung
antimicrobial therapy be shortened to 7-10 days for certain abscess, cavitation or necrotising pneumonia and with a good clinical
populations, compared with 14 days, without increasing rates of response to therapy. [Weak recommendation, moderate quality of

relapsing infections or decreasing clinical cure? evidence.)
Remarks: This recommendation also includes patients with nonfermenting

Gram-nenatives Acinetohacter snn. and MRSA with a anad clinical

We suggest against routine treatment with antibiotics for >3 days in
patients with low probability of HAP and no clinical deterioration
within 72 h of symptom onset. (Weak recommendation, low quality of
evidence.)

Remarks: The term “low probability of HAP” refers to patients with low
Clinical Pulmonary Infection Score [CPIS] scores or a clinical



[ immunkompetan bireylerde erken ve geg baslangich ViP’de ampiyem, kistik fibrozis, abse,
kavitasyon veya nekrotizan pnomoni, MRSA pnémonisi, sekonder bakteriyemi, eslik eden
endokardit yoksa kisa tedavi oneriliyor.

Nonfermetatif gr (-) basil enf, Acinetobacter ve MRSA’da hizli yanit alinan bireylerde kisa siireli
tedavi verilebilir.

Panel mortalite ve relaps kadar yan etki, MDR patojen ve buna baglh kollateral hasarin ve maliyet
artisina da dikkat ¢ekiyor.



Question 5: In patients receiving antibiotic treatment for VAP or
HAP, is bedside clinical assessment equivalent to the detection

of serial biomarkers to predict adverse outcomes/clinical
response at 72-96 h?

- .

The panel believes that performing routine bedside clinical assessment
in patients receiving antibiotic treatment for VAP or HAP represents

good practice. [Good practice statement.) We do not recommend routinely performing biomarker determinations

Remarks: Clinical evaluation usually involves measurement of temperature, in addition to bedside clinical assessment in patients receiving
tracheobronchial secretion volume, culture and purulence assessment of antibiotic treatment for VAP or HAP to predict adverse outcomes and
tracheobronchial secretions, evaluation for chest radiograph resolution, clinical response at 72-96 h. [Strong recommendation, moderate
white blood cell count, arterial oxygen tension/inspiratory oxygen fraction quality of evidence.)

[Ps0: /Fi0:], and calculation of one or more scores such as CPIS, ODIN Remarks: Biomarker determinations may include C-reactive protein [CRP,
(Organ Dysfunction and Infection System], SOFA (Sequential Organ - y . (CRP),

: s i procalcitonin [PCT), copeptin and mid-regional pro-atrial natriuretic
::;ﬁ:cszs ,sl_mem]‘ SARS 8 Simplitied Acuie Physiological Score Bl peptide (MR-proANP). Clinicians should take into consideration the

GREL Rl U S L T e L availability, feasibility and costs of each biomarker before routine testing.



Do

Yatak basi klinik degerlendirme iyi bir uygulama

Ates, trakeobronsial sekresyon volumii (pirilan?), kiltir, PA AC, WBC, Pa02/Fi02, CPIS, ODIN,
SAPS II, APACHE II.

72-96. saatte rutin biyomarker ¢aligilmasi 6nerilmiyor

CRP, PCT, copeptin, mid-regional pro-atrial natriiiretic peptide (MR-proANP).

Kisith prognoz tahmin kapasitelerine ve maliyet etkinlige ait calisma olmamasina dikkat
cekiliyor.



Question 6: In patients with HAP with severe sepsis or VAP, can

serum PCT be used to reduce the duration of antibiotic therapy,
compared with care that is not guided by serial biomarker
measurements?

We do not recommend the routine measurement of serial serum PCT
levels to reduce duration of the antibiotic course in patients with HAP
or VAP when the anticipated duration is 7-8 days. (Strong
recommendation, moderate quality of evidence.)

The panel believes that the measurement of serial serum PCT levels
together with clinical assessment in specific clinical circumstances
(see table 3) with the aim of reducing antibiotic treatment duration
represents good practice. [Good practice statement.]



Beklenen tedavi sliresi 7-8 glin ise pct seri 6lcimu onerilmiyor.

Yapilan bir ¢alismada 6 gtin rutin pct bakildiginda 2 glin antibiyotik kullanim siresinde azalma
(ab maliyeti=test maliyeti )

Seri pct dlgiminin tedaviyi yonlendirmeye olan etkisine olgu bazl karar verilmesi dneriliyor.
Uzamis tedavileri kesilmesindeki rolu kisa tedavi stiresi belirledigimiz hasta grubuna gore daha
belirgin.

-
-
-
-



Pct olcumu sureyi kisaltmaya fayda saglayabilir.

Table 3 summarises some of these selected groups where serial PCT measurement may be of some value.
The evidence is only indirect, because to a large extent these patients have been excluded from clinical
trials and thus the anticipated benefits of PCT detection are very uncertain.

TABLE 3 Patients in whom short duration of therapy may not be possible and in whom duration
of therapy should be individualised

Initially inappropriate antibiotic therapy
Severely immunocompromised patients [such as neutropenia or stem cell transplant)
Highly antibiotic-resistant pathogens:
Pseudomonas aeruginosa
Carbapenem-resistant Acinetobacter spp.
Carbapenem-resistant Enterobacteriaceae
Second-line antibiotic therapy [e.g. colistin, tigecycline)




Clinical pulmonary infection score and a

spot serum procalcitonin level to guide
discontinuation of antibiotics in ventilator-

associated pneumonia: a study in a

single institution with high prevalence of
nonfermentative gram-negative bacilli

infection

Phunsup Wongsurakiat () and Sirapat Tulatamakit

e Nonrandomize bir calisma
VAP tanisiyla 7 glin uygun tedavi a
pct degerine gore bir grup da stanc

e 8. gunde pct grubunda <0.5 ng/ml
da klinisyen kararina birakiliyor.

e Pct grubunda NFGNB orani %79 dit

Ther Adv Raspir Dis
2018, VoiL. 12: 1-13
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Figure 1. Flow diagram for the study protocal.
PCT, procalcitonin; VAP, ventilator-associated pneumonia.



Table 3. Pathogens associated with ventilator-associated pneumonia.”

Pathogens PCT Group Conventional group

(n = 24) (n = 28)
Pseudomonas aeruginosa 11 (45.8%) 7(26.9 %) 0.16
Acinetobacter baumannii 9 (37.5%) 12 [46.1%) 0.54
Klebsiella pneumoniae 4 (16.7%) 3(11.5%]) 0.7
Stenotrophomonas maltophilia 1(4.2%) 2 (7.7%) 0.48
Mixed gram-negative rod 1(4.2%) 3(11.5%) 0.61
Methicillin-resistant 1(4.2%) 8 (30.8%] 0.02
Staphylococcus aureus
Methicillin-sensitive 114.2%) 0 0.48
Staphylococcus aureus
Multiple pathogens 6 (25%) 5(19.2%) 0.62
Multidrug-resistant pathogens® 14 (58.3%) 17 (65.4%) 0.61
*Data are presented as n (%].

SMultidrug resistant: nonsusceptible to =1 agent in =3 antimicrobial categories.
PCT, procalcitonin,



Primer sonlanim noktasi: 28 gunlik antibiyotiksiz gegen siire

Sekonder sonlanim noktasi: relaps, superinfeksiyon, MV'siz gecen siire, mortalite
Pct grubunda 28 guinlik antibiyotiksiz gegen siirede anlamli artis

Klinik kir benzer

Ab kullanim siresi pct grubunda anlamli olarak az

Her iki grupta relaps yok, standart bakim grubunda daha fazla superenfeksiyon
Pct grubunda MV'siz takip siiresinde artis (istatiksel anlamh degil)

Her iki grupta 6lim yok

Conclusions: CPIS and a spot serum PCT level appeared effective and safe to quide
discontinuation of antibiotic treatment in patients with VAP caused by NF-GNB.



ORIGINAL AND CLINICAL ARTICLES DOI: https//doi.org/10.5114/2it.2021.104300

Efficacy and safety of the point-of-care procaicitonin test
for determining the antibiotic treatment duration
in patients with ventilator-associated pneumonia

in the intensive care unit: a randomised controllied trial

Mohd Z. Mazlan’, Mohd A H. Ismail’, Saedah Ali', Zeti N. Salmuna? Wan F. Wan Muhd Shukeri’,
Mahamarowi Omar?

® Pct bazl algoritma ile standart bakim karsilastiriimis
® Pct bazl algoritmada ab kullanim siresinde azalma
® ki grup arasinda mortalitede fark yok
® NFGN basil orani yiksek ancak MDR suslar galismadan cikariimig
Klebsiella pneumoniae
Yes 38 (447) 18(41.9) 20 (47.6} 0.593%
No 48 (55.3) 25(58.1) 22(52.4)
Pseudomonas aeruginosa
Yes 42 (49.4) 21 (48.8) 21 (50.0 0915
No 43 (50.6) 22(51.2) 21 (50.0}
Staphylococcus oureus
Yes 23(242) 7(163) 5(11.9) 0.563¢
No 73 (85.9) 36(83.7) 37 (88.1)
Acinetobacter spp.
Yes 9(10.6) 4(93) 5(11.9) 0.738¢
No 76(89.4) 39(90.7) 37 (88.1)




Pneumonia (hospital-
acquired): antimicrobial
pPrescribing

NICE guideline
Published: 16 September 20192

www.nice.org.uk/guidance/ngi13<2

3 HGP i¢in antibiyotik siresi, doz ve uygulama yolu ile ilgili RKC ve sistematik derleme

olmadigi belirtilmis.

3 Kisa tedaviler komite tarafindan uygun gorilmis

5. gunde sirenin devami agisindan degerlendirme onerilmis.Klinik stabil ise tedavi
kesilebilecegi

d HGP’de hasta oral alabiliyorsa ve hastaligin siddeti Iv tedavi gerektirmiyorsa, oral
tedavi ile baslanmasi

4 Ciddi HGP olgularinda IV tedavi ile baslanmasi, ciddi olgularda v tedavinin 48 saat
sonra orale gecis agisindan degerlendirilmesi



VIP'de pct roli

® Hastalar TGP olgularina gore daha kritik oldugu i¢in pct roli daha belirsiz

® VIP nedeniyle takip edilen hastalarda ab kesilmesine yardimci

® Yapilan bir galismada 101 VIP olgusunda ab pct <0.5 ng/ml oldugunda veya %80 azalma
oldugunda kesilmis, mortalitede artis yok, %27 oraninda ab kullaniminda azalma mevcut.

® Benzer sonuglar kritik hastalarda pct roliinii arastiran RKG ¢alismalarin ViP olgularina ait
subgrup analizlerinde de gosterilmistir.
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Clinical Trial > Crit Care. 2008;12(1):R11. doi: 10.1186/cc6780. Epub 2008 Feb 2. rq

: Copeptin, a novel prognostic biomarker in
C O p e pt In ventilator-associated pneumonia

Renato Seligman 1, Jana Papassotiriou, Nils G Morgenthaler, Michael Meisner, Paulo J Z Teixeira

O Arjinin vasopressin (AVP) hipotansiyon, hipoksi, enfeksiyon, asidoz gibi uyaranlar sonrasi
hipotalamik uyari sonrasi hipofizden salgilaniyor.

AVP vaskuler tonusu yeniden ayarlamada rol oynuyor.

[ Copeptin seviyesi AVP'deki artisin gostergesi ve sepsis ve septik sokta artiyor.

O Copeptin seviyelerinin hastaligin siddetiyle dogru orantil artis gosterdigi, ViP'de
mortaliteyi tespit etmede bagimsiz degisken.

1 Antibiyotik stresinin belirlemedeki rolu ile ilgili yapilmis bir calisma yok.



> Respir Me > J Antimicrob Chemother. 2009 Jul;64(1):159-62. doi: 10.1093/jac/dkp148. Epub 2009 Apr 29.

Copep C-terminal provasopressin (copeptin) in patients
persis with community-acquired pneumonia--influence of
pneun antibiotic pre-treatment: results from the German

competence network CAPNETZ

M Kolditz 2, o . .
Stefan Kriger =, Santiago Ewig, Jan Kunde, Alexa Hanschmann, Reinhard Marre, Norbert Suttorp,
Tobias Welte, CAPNETZ Study Group

] Hastaneye yatista dlgiilen copeptin seviyesindeki artis mortalite ve klinik instabiliteyi

gostermede anlamli.
CRB-65 skoruna eklendiginde klinik instabiliteyi 6hgorme gtici artiyor.
Tedavi alarak basgvuran hastalarda copeptin seviyeleri disik, ab alan hastalarda prognozu

tahminde yardimci degil
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Multicenter Study > Eur Respir J. 2011 Mar;37(3):595-603. doi: 10.1183/09031936.00023810.
Epub 2010 Jun 7.

Midregional pro-atrial natriuretic peptide and
procalcitonin improve survival prediction in VAP

L Boeck *, P Eggimann, N Smyrnios, H Pargger, N Thakkar, M Siegemund, S Marsch, J Rakic, M Tamm,
D Stolz

pro-ANP ANP’nin onciisi, miyokard infarktiisi ve kardiyovaskuler hastalikla artiyor.

pro-ANP pnémoni, sepsis ve ViP'de mortalite geligsen hastalardaki diizeyi mortalite
gelismeyenlere gore anlamli olarak yiksek.

MR-pro-ANP VIP gelisen hastalarda surveyi en iyi tahmin eden biyoisaret.

ViP’de pct ve MR-pro-ANP’nin klinik skorlamalara dahil edilmesi surveyi tahmin etme giiciinii
arttinyor.

Antibiyotik siresini belirlemeye yonelik yapilmis bir calisma yok.




Multicenter Study > Thorax. 2010 Mar;65(3):208-14. doi: 10.1136/thx.2009.121178.

Pro—atrial natriuretic peptide and pro-vasopressin

for predicting short-term and long—-term survival in
community—-acquired pneumonia: results from the
German Competence Network CAPNETZ

Stefan Kruger *, Santiago Ewig, Jan Kunde, Oliver Hartmann, Norbert Suttorp, Tobias Welte,
CAPNETZ Study Group

MR-pro-ANP ve C terminal pro atrial vasopressin (CT-proAVP) TGP’de kisa ve uzun
dénem mortaliteyi tahmin glicl yuksek, bagimsiz degiskenler olarak bildirilmis.
MR-pro-ANP ve CT-proAVP seviyesi TGP'de hastalik ciddiyetiyle dogru orantil

artiyor.
CRP, WBC ve PCT ile karsilastirildiginda mortaliteyi tahmin giict en yiksek.






