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Ozgecmis

KOAH
Kolesistektomi-10 y1l once
Sigara-alkol kullanmiyor

Pnomokok ve yillik mevsimsel influenza asis1 mevcut



Olgu

Otolog kemik 1l1g1 nakli plan1 mevcut
Bortezomib + Lenalidomid+ Deksametazon (RVd) baslandi



ABD onayl CDK 1,2,5,9 Dinaciclib CS-1  Elotuzumab FAZ Il Calisma

FGFR3 Dovitinib / AB1010 / MFGR 1877S CD38 Darstumumab/SARE50984
- : _ cKit/PDGFR Imatinib/ Dasatinib CD138 nBT062-DM4
Kinaz inhibitorleri VEGF-R Bevacizumab e CDS56 Lorvotuzumab
— IGF-1R AVE1642/CP-751, 851 Monok‘ma' CD40 Dacetuzumab /Lucatumumab 5
EGF-R Cetuximab ‘antikor BAFF Tabalumab
PKC Enzastaurin KiR IPH2101

IL-6 Siltuximab )r

Hiicre sikliisiinii inhibe eden ilaglar

KSP Inh Arry-520
Aurora K Inh MLN8B8237
CDK 4/6 Inh  Seleciclib

Thalidomide
Lensiidomide

Pomalidomide
Claritromycin

Alkilleyici ajanlar

Melphalan T !
Cyclophosphamide Myek"m"as'
Bendamustine
Melfiufen
‘Sinyal Yolagt
AKT Perifosine /GSK2110183
mTORC1 Everolimus / Temsirolimus

mTOR C1/C2 MLNOD128/INK128
Farn Transt  Tipifarnib

-~

: Di_i_er:DNA'hasan yapan ila;lar Protezeom inh HIDAC 038MAPK inh SCIO-469
DNA Damaging Zalypsis Bortezomib e Panobinostat PaBAINKCact  Aplicn
PARP Inhibitor Veliparib Carfilzomib HSP-90 inh Vorinostat MEK Selumetinib
xia act. alkylator TH-302 xazomib s —— Romidepsin
Hypo y Oprozomib Tanespimycin B tkaatas

Marizomib AUY922 Rocilinostat Ocio EM, et al. Leukemi% 2014




Hastaya antibakteriyel/antifungal/antiviral
profilaksi Ooneriniz olur mu?
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ANTIMICROBIAL PROPHYLAXIS BASED ON OVERALL INFECTION RISK IN PATIENTS WITH CANCER

Overall Infection
Risk in Patients
with Cancer?

Disease/Therapy Examples

Antimicrobial Prophylaxis®

Low

» Standard chemotherapy regimens for
most solid tumors
* Anticipated neutropenia less than 7 days

* Bacterial - None
* Fungal - None
* Viral - None unless prior HSV episode

Intermediate

* Autologous HCT

e Lymphoma®

* Multiple myeloma®

*CLL®

* Purine analog therapy (ie, fludarabine,
clofarabine, nelarabine, cladribine)

 Anticipated neutropenia 7-10 days

* Bacterial - Consider fluoroquinolone prophylaxis
during neutropenia®

* Fungal - Consider prophylaxis during neutropenia
and for anticipated mucositis (See INF-2); consider
PJP prophylaxis (See INF-6)

* Viral - During neutropenia and longer depending on
risk (See INF-3, INF-4, INF-5)

High?

* Allogeneic HCT including cord blood
* Acute leukemia
» Induction
» Consolidation/maintenance
* Alemtuzumab therapy
* Moderate to severe GVHD
* Anticipated neutropenia
greater than 10 days

* Bacterial - Consider fluoroquinolone prophylaxis
during neutropenia®

* Fungal - Consider prophylaxis during neutropenia
(See INF-2); consider PJP prophylaxis (See INF-6)

* Viral - During neutropenia and longer depending on
risk
(See INF-3, INF-4, INF-5)




PREVENTION OF FUNGAL INFECTIONS
See Antifungal Agents (FEV-B) for dosing, spectrum, and specific comments/cautions

3

Overall Infection

Antifungal Prophylaxis

Risk in Patients |Disease/Therapy Examples . : . Duration
with Cancerd See Antipneumocystis Prophylaxis (INF-6)
ALL Consider:
* Fluconazoled or an echinocandin”
* Amphotericin B products' (category 2B)
MDS (neutropenic) Consider: Typically until
* Posaconazole9 (category 1) resolution of
.  Voriconazole,? fluconazole,? an echinocandin,” or neutropenia
AML (neutropenic) ampbhotericin B products' (all category 2B)
, Autologous HCT with mucositis’ | Consider:
::termedmte » Fluconazole? or an echinocandin” (both category 1)
Autologous HCT without mucositis | Consider no prophylaxis (category 2B) N/A

High

Allogeneic HCT (neutropenic)

Consider:

* Fluconazole9 or an echinocandin” (both category 1)

» Voriconazole,? posaconazole,? or amphotericin B products' (all
category 2B)

Continue during
neutropenia

Significant GVHD receiving
immunosuppressive therapy

Consider:

* Posaconazoled (category 1)

» Voriconazole,9 echinocandin, or amphotericin B products' (all
category 2B)

Until resolution of
significant GVHD




PREVENTION OF HERPES SIMPLEX VIRUS (HSV) AND VARICELLA ZOSTER VIRUS (VZV) REACTIVATION OR DISEASE
See Antiviral Agents (FEV-C) for dosing, spectrum, and specific comments/cautions
For CMV prophylaxis, see INF-4. For HBV, HCV, and HIV prophylaxis, see INF-5

Overall Infection Risk in

Patients with Cancer? Disease/Therapy Examples Minimum Duration of Antiviral Prophylaxis
« Standard chemotherapy regimens for | No prophylaxis unless prior HSV episode; if needed, treat during
Low solid tumors active therapy including periods of neutropenia. During active therapy
including periods of neutropenia
» Autologous HCT HSV prophylaxis¥
* Lymphoma® * Consider during active therapy and possibly longer depending on
Intermediate * Multiple myeloma® degree of immunosuppression
o CLLC VZV prophylaxis'
* Purine analog therapy (eg, fludarabine) | * Consider for at least 6~12 months after autologous HCT
* Acute leukemia HSV prophylaxis during active therapy including periods of
neutropeniaX
* Proteasome inhibitors VZV prophylaxis during active therapy including periods of neutropenial
High « Alemtuzumab therapy HSV prophylaxis
* Allogeneic HCT * Minimum of 2 months after alemtuzumab and until CD4 2200 cells/mcL
* GVHD requiring steroid treatment vzZv prophylaxisI

* Prophylaxis should be considered for at least 1 year after allogeneic
HCT

KEY: CLL = chronic lymphocytic leukemia, GVHD = graft-versus-host disease, HCT = hematopoietic cell transplant




lymphocyte

Prevention: Persons Starting ...
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_Sanford Guide, Prevention-
Immunomodulatory therapies and
infection risk



Olgu profilaksi

Asiklovir 2x800 mg
Trimetoprim-sulfometaksazol tb 1x1

Levofloksasin 1x500 mg



Olgu- takipte.. 12

[okosit: 250 /mm3 Notrofil: 100/mm?

Ates: 38.7 °C

That Kids
Has No White
Blood Cells!

AND Has a
FEVER!
AWWW!




Hastanin cevre kosullar1 nasil olmali?
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Notropenik hastada enfeksiyon
kontrol onlemleri

Accessible version: https://www.cdc.gov/infectioncontrol/guidelines/isolation/index.html

2007 Guideline for Isolation

ur/e8 Precautions: Preventing
Transmission of Infectious Agents in
Healthcare Settings

Last update: May 2022

Jane D. Siegel, MD; Emily Rhinehart, RN MPH CIC; Marguerite Jackson, PhD; Linda
Chiarello, RN MS; the Healthcare Infection Control Practices Advisory Committee

-Standart onlemler
-Ozel bir endikasyon varliginda diger izolasyon onlemlers
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STO P NEUTROPENIC PRECAUTIONS 15

(In addition to Standard Precautions)
CHECK WITH NURSE
BEFORE ENTERING

Staff/visitors with respiratory, gastrointestinal or skin infection
should not enter room.

Remove overcoat and leave outside room.

STAFF and PHYSICIANS

* No plants or flowers s MASK FOR ALL ROOM ENTRY IF
ﬂ. Environment (.} RECOVERING FROM RESPIRATORY ILLNESS.
S s Damip dust onty >’ VISITORS CHECK WITH NURSING FOR MASK

INSTRUCTIONS.

When you enter and each time you leave
the room, either: Use waterless foam

e No room maintenance

e Keep closed
1. Apply foam. Spread thoroughly over hands.

? > 2. Rub until dry.
e Must be dust free

e Disinfect with disinfectant

wipes between patients
P P — OR Wash hands.
7 1. Apply soap to wet hands. Wash 15-20
* For essential purposes only seconds. Rinse completely.
Transport tont ; i B ) '
P e Patient: N95 respirator if severely N ’ .
immunosuppressed : . 2. Dry hands with papertowel.

Use a towel to turn off water.
e Staff: No barriers

x NIC ISOLATION SIGN SM 11 X 8.5 SIZE

,
=




Fizik muayene

Saptanabilen enfeksiyon odagi yok
Port mevcut

Kan ve kateter kulturler: alindi



Empirik tedavi se¢cenekler: nelerdir?
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FEN
Enfeksiyon Etkenler:

Sadece %20-30’unda enfeksiyon kaynagi
tespit edilebiliyor

Cogu etken endojen flora kaynakli

Freifeld AG, et al. Infectious Diseases Society of Americaa. Clinical
practice guideline for the use of antimicrobial agents in neutropenic
patients with cancer: 2010 Update by the Infectious Diseases Society
of America. Clin Infect Dis. 2011;52(4):427—31.

Range of pathogens encountered in febrile neutropenic patients

Commonly cultured
organisms

Less commonly
cultured organisms

Additional o*@isms

Gram-negative
bacteria

Gram-negative
bacteria

Fungi I O

Escherichia coli
Klebsiella spp
Enterobacter spp

Pseudomonas
aeruginosa

Citrobacter spp
Acinetobacter spp

Stenotrophomonas
maltophila

Gram-positive bacteria

Proteus spp
Haemophilus spp
Serratia spp
Neisseria meningitidis

Capnocytophaga
canimorsus

Legionella spp
Moraxella spp

Gram-positive bacteria

Cryptococcus spp
Histoplasma capsulatum
Coccidioides spp
Mucorales

Pneumocystis jirovecii
(formerly P. carinii)

Viruses

Coagulase-negative
staphylococci

Staphylococcus aureus
Enterococcus spp

Viridans group
streptococci

Streptococcus
pneumoniae

Streptococcus pyogenes

Other bacteria

Bacillus spp
Listeria monocytogenes
Stomatococcus spp

Corynebacterium
Jeikeium

Clostridioides difficile
Anaerobes
Mycobacteria

Fungi

Aspergillus spp

Candida spp

Herpes simplex virus
1,2

Varicella-zoster virus
Cytomegalovirus
Epstein-Barr virus
Human herpesvirus 6
Enteroviruses

Respiratory syncytial
virus

Influenza virus
Parainfluenza virus

Other

Babesia spp

Plasmodium spp (the
cause of malaria)

Toxoplasma spp
Strongyloides stercoralis

Nocardia spp

Adapted from: Freifeld AG, Bow EJ, Sepkowitz KA, et al. Clinical practice guidelines for the use of
antimicrobial agents in neutropenic patients with cancer: 2010 update by the Infectious Diseases
Society of America. Clin Infect Dis 2011; 52:e56.




Gunumuzde sorun etkenler

ESBL lireten gram negatifler
VRE
MRSA

Cok ilaca direncli gram negatifler...
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|?| The picture can't be displayed.
Risks, severity and timing of infecuoms mmpauernts winT mumpre myeronTa. a
longitudinal cohort study in the era of immunomodulatory drug therapy

| |
Plateau

Induction Progression

I
—T1— Clinically diagnosed

Time from disease diagnosis >

Br J Haematol, Volume: 171, Issue: 1, Pages: 100-108, First published: 24 June 2015, DOI:
(10.1111/bjh.13532)
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Notropenik hastalarda etkenler farkli mi? 21

Clinical Infectious Diseases LEY
a1DSA

Infectious Diseases Society of America hiv medicine association

Bacterial Pathogens Differed Between Neutropenic and

Non-neutropenic Patients in the Same Hematological
Ward: An 8-Year Survey

Jun Zhu,” Kun Zhou,’ Ying Jiang, Huixia Liu, Haitao Bai, Jieling Jiang, Yanrong Gao, Qi Cai, Yin Tong, Xianmin Song, Chun Wang, and Liping Wan
Department of Hematology, Shanghai Jiao Tong University-affiliated Shanghai General Hospital, China

* Gr (-) mo daha fazla
« Solunum yolu orneklerinde gram negatif mo daha sik
* Notropenik hastalarda daha direncli mo



Empirik Tedavi

FEN’de empirik tedavi medikal acildir

Hizl1 baslanmalidir

Gecikme /uygunsuz tedavi
Hastane yatis suresinde uzama
Morbidite ve mortalitede artis
Sekonder enfeksiyonlar

Direng



FEN hastalarinda risk degerlendirmesi
onemli

Hastanede tedavi /ayaktan tedavi
IV/oral tedavi

Ayaktan oral tedavi verilenlerin takibi
Hastanede IV tedavi verilenlerin takibi

Tedavi secenekleri

23



Risk kategorileri

Tablo 4: MASSC: Uluslarasi Kanserde Destekleyici Tedavi Derfegi

> En sik kullanlam™—MASCC Hafif semptom

Maksimum skor:
Skor = 21:

Pozitif prediktif deger
Negatif prediktif deger
Duyarlilik

Ozgulliik

Siniflamast
-Febril notropeniye bagh semptomlanin yayginlidi
Asemptomatik 5
5
26 Orta derecede semptom 3
Adir derecede semptom veya dlimciil 0
Disuk risk  -Hipotansiyon olmamasi (sistlik KB>90 mmkg) 5
-KOAH yoklugu 4
-Solid tiimdr varligi veya hematolojik hastalik varhiginda 4
0,91 fungal enfeksiyon gecirmemek
0 % . : .
-Inraveniiz svi gerektiren dehidratasyon yoklugu 3
%36 -Ates baslangicinda hastane diginda olma 3
071 Y?§<60 2
Esik skor>21
%68

v'Dusuk riskli hastalarda oldukca yararli

JClin Oncol 2000; 18:3038-51.



{TR) Check for updates

Risk-Stratifying Treatment Strategies for Febrile’®
Neutropenia—Tools, Tools Everywhere, and Not
d Slngle One That Works? 2021 by American

ociety of Clinical

S[eLIOIIPD

TABLE 1.
Characte

MASCC
Burde
No h
No C(
Solid

No de

Burde

Outpa

Age =

CISNE S
ECOG
Stress
COPD
CVvD
NCI mucositis grade = 2
Monocytes < 200/

NWWlW[W[D|o| O

= =EININ

fun

Abbreviations: CISNE, Clinical Index of Stable Febrile Neutropenia; COPD, chronic obstructive pulmonary disease; CVD, cardiovascular disease; ECOG,
Eastern Cooperative Oncology Group; FN, febrile neutropenia; MASCC, Multinational Association for Supportive Care in Cancer; NCI, National Cancer

Institute.



Empirik Antibiyotik Tedavisi

Gelismis klinik ¢alismalar yapilmis olmasina ragmen febril notropenide baslangicta ampirik
antibiyotik se¢iminde tek bir tedavi rejimi digerlerine tistiin bulunmamastir.

Infect Dis Clin North Am 2007; 21:1055-90

Tim efektif antibiyotik rejimleri ( kombinasyon veya monoterapi) kesin gereken bazi 6zelliklere
sahiptir:

-Lokositlerin yoklugunda bakterisidal aktivite
-Antipsodomonal aktivite

-Minimal toksisite



Antibiyotik se¢cimi

Rejimler
Antipsodomonal sefalosporin
Meropenem
Imipenem

Piperasilin-tazobaktam

Direncli mo 1¢in risk faktorler1 degerlendirilmeli!



National

WNS®\R Cancer
Network®

comprehensive NGCN Guidelines Version 1.2021

NCCN Guidelines Index
Table of Contents

Prevention and Treatment of Cancer-Related Infections Bisaussion

NITIAL INPATIENT EMPIRIC THERAPY FOR FEVER AND NEUTROPENIA®

nitial antibiotic therapy should be based on:
Infection risk assessment (See FEV-2)
Broad-spectrum coverage including
antipseudomonal activity

Colonization with or prior infection with
multidrug-resistant organisms (MDROs)"
Site of infection

Local antibiotic susceptibility patterns
Organ dysfunction/drug allergy

Previous antibiotic therapy

IV antibiotic therapy'
* Typically monotherapy
» Cefepime (category 1)
» Imipenem/cilastatin (category 1)
» Meropenem (category 1)
» Piperacillin/tazobactam (category 1)
» Ceftazidime! (category 2B)
* [V combination therapy could be considered
where antimicrobial resistance is suspected
* Patients with high risk of anaphxlaxis,
consider ID/allergy consultation

» Consider oral antibiotic therapy for select
low-risk patients:
» Ciprofloxacin + amoxicillin/clavulanate

(category 1)®

» Moxifloxacin (category 1)
» Levofloxacin

* Oral antibiotic regimen not recommended
if patient received prior quinolone
prophylaxis

Site-specific evaluation and
therapy:

Mouth, Esophagus, and
Sinus/nasal (FEV-6)

Abdominal pain, Perirectal
pain, Diarrhea, Urinary tract

symptoms (FEV-7)
Lung infiltrates (FEV-9)

Cellulitis, Vascular access
devices, Vesicular lesions,
Disseminated papules

or other lesions, Central
nervous system symptoms

(FEV-10)
OR

Follow-up (FEV-11)
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Yuksek Riskli FEN Hastalarnnin Degerlendirilmesi

v'Yuksek riskli hastada antibakteriyel tedavi secerken;

Unitedeki etken dagilimi ve direng yapisi

Hastada direncli mikrorganizma ile infekstyon olasilig

Hastamn klinik durumunun agirlig

gozetilmelidir...



Olgu

Piperasilin-tazobaktam 4x4.5 gr IV basland:



Gram pozitif ajanlar FEN baslangi¢
tedavisinde yer almali mi1?
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Tedavinin 3. guinu

Ates devam ediyor
Enfeksiyon odagi yok

Tedaviye Vankomisin eklendi- alerji nedeniyle
teikoplanine gecildi



Vankomisin febril notropenide ampirik antibiyotik
tedavisinin standart bir parcasi degildir.

Hemodinamik instabilite veya ciddi sepsisin diger bulgulari
Radyografik olarak kanitlanmis pnomoni

Kan kiiltiirtinde heniiz duyarlilig: belirli olmayan gram pozitif tireme
Klinik olarak siiphelenilen kateter iliskili kan dolasimi enfeksiyonu
Viicutta hehangi bir yerde cilt veya yumusak doku enfeksiyonu
MRSA, VRE veya penisilin dire¢li pndomokok kolonizasyonu

Ciddi mukozit (kinolon profilaksisi verilmis ve seftazidim ampirik tedavide yer aliyorsa )

858



4. gun

Genel durumu kotu

Oksiiriik, balgam, yutma giicliigii

A g1z 1¢inde mukozit

Solunum muayenesinde bilateral raller
Hipoksi

Bu nedenle hasta yogun bakima alindi

Kan ve balgam kiiltirti, GM antijeni 1stendi
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Tedavi yaklasiminiz?

A. Karbapeneme gecerim

B. Antifungal eklerim

C. TMP-SMX eklerim

D. Karbapenem +TMP-SMX

E. Karbapenem +Teikoplanin + Antifungal




Tedavi yaklasiminiz?

A. Karbapeneme gecerim

B. Antifungal eklerim

C. TMP-SMX eklerim

D. Karbapenem +TMP-SMX

E. Karbapenem + Teikoplanin +Antifungal
(Meropenem 3x2 gr)



Toraks BT

Bir ay onceki BT 1le kiyaslamali degerlendirmede takipte
yeni gelisen yaygin konsolidasyon alanlar1 1zlenmektedir.
Firsatc1 enfeksiyon lehine bulgu goriilmedi..



6. gun

Notropeni ve ates devam etmekte

Kateter kultiirinde tireme olmadi

Iki balgam ve kan kiiltiiriinde CID Acinetobacter baumannii
Amikasin S

Seftazidim R

Sefepim R

Imipenem R

Meropenem R

Sefoperazon-sulbaktam R

Tigesiklin I

Kolistin S



Tedavi yaklasiminiz nasil olur? Meropenem 3

mm O N W

Teikoplanin 4
Antifungal 4

Meropenem +Kolistin
Tigesiklin
Tigesiklin+Kolistin

Tigesiklin +amikasin
Kolistin + Amikasin

Diger...
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Acinetobacter spp

Karbapenem direncli suslar i¢in kolistin i1le kombinasyon tedavisi
Bu hasta grubunda randomize kontrollii ¢alisma yok

Kullanilabilecek antibiyotikler:
Kolistin
Aminoglikozitler
Tigesiklin
Fosfomisin

Seftazidim-avibaktam

Sheu CC, Front Microbiol. 2019
Fritzenwanker M, Dtsch Arztebl Int. 2018
Paul M,. J. Antimicrob. Chemother. 2014



Olgu

» Kolistin+ Tigesiklin+ Antifungal

» Teikoplanin kesildi

» Hasta 12. giinde notropeniden ¢ikti

» Klinik, radyolojik ve laboratuvar belirtecler1 diizeldi



» CID mikroorganizmalarla enfeksiyon insidans1 artmakta
» MRSA
» VRE
» ESBL (+) gram negatifler
» KPC



microorganisms m\py

Article

Infections Due to Multidrug-Resistant Bacteria in
Oncological Patients: Insights from a Five-Year
Epidemiological and Clinical Analysis

5 yil retrospektif, 73 hasta CiD enfeksiyonu
Etkenler:
%37 MDR Klebsiella pneumoniae
%24 Staphylococcus aureus (MRSA)
%21 MDR Acinetobacter baumannii
%5 MDR Pseudomonas aeruginosa
%4 MDR Escherichia coli
%3 VRE , %6 >2 MDR patojen

44



microorganisms @)\py

Article

Infections Due to Multidrug-Resistant Bacteria in
Oncological Patients: Insights from a Five-Year
Epidemiological and Clinical Analysis

Ampirik tedavi sadece hastalarin %13’linde uygun
Mortalite %32

Enfeksiyon 1ligkili mortalite %30



° ° .
microorganisms mI\D\P}J

Article

Infections Due to Multidrug-Resistant Bacteria in
Oncological Patients: Insights from a Five-Year
Epidemiological and Clinical Analysis

CID etken ile enfeksiyon icin risk faktorleri:
Genis sp ab kullanim
Uzamis/sik hospitalizasyon
Kolonizasyon/enfeksiyon oykisu
Kateterizasyon
lleri yas

Altta yatan hastaligin ileri evre olmasi



° ° .
microorganisms mI\D\P}J

Article

Infections Due to Multidrug-Resistant Bacteria in
Oncological Patients: Insights from a Five-Year
Epidemiological and Clinical Analysis

Lokal epidemiyolojik veriler ampirik tedavide onemli

CID etkenlerin yaygin oldugu iinitelerde de-eskalasyon
yapilabilir



De-eskalasyon yaklasimi

Baslangi¢ tedavi rejiminde direnc¢li mikroorganizmalar1 da kapsamak

ESBL-liretenler, karbapenem-direngli K. pneumonia veya MRSA

72 saatte eger direncli bir mo tiremesi olmazsa spektrumun
daraltilmasi

Averbuch D. Haematologica 2013



De-eskalasyon yaklasimi

Meropenem

Antipsodomonal betalaktam + kinolon / aminoglikozit (kinolon
profilaksisi alanda kinolon kullanma)

Kolistin + betalaktam

Direngli gram pozitiflere yonelik erken tedavi

Glikopeptid veya daha yeni ajanlar

49



Table 3. The current and potential future treatment options for multidrug-resistant bacteria and for empirical therapy in

hematology patients.

VRE

ESBL + Enterobacteriaceae

KPC Klebsiella pneumoniae’

MDR Pseudomonas aeruginosat

MDR Acinetobacter baumanniit

Empirical therapy of febrile neutropenia in
centers with frequent ESBL + bacteria

Current
Vancomycin
Linezolid
Daptomycin

Linezolid
Daptomydin

Carbapenem

In alternative:

- Tigecycline (usually for infections other
than BSI)

Aminoglycoside

Colistin

Gentamicin

High-dose meropenem in case of lower MIC
values

Tigecycline

Piperacillin/tazobactam or meropenem or
ceftazidime or cefepime*

Amikacin or gentamicin or tobramycin
Colistin

Fosfomycin

Ciprofioxacin

Colistin

Tigecycline

Minocycline

Sulbactam

Rifampin

Meropenem or imipenem

Future

Ceftaroline

Ceftobiprole

Dalbavancin

Oritavancin

Tedizolid

Telavancin

Dalbavancin for VanB resistance phenotype
Oritavancin

Tedizolid

Telavancin for VanB resistance phenotype
Ceftolozane/tazobactam
Ceftazidime/avibactam
Aztreonam/avibactam

Ceftazidime/avibactam
Aztreonam/avibactam
Meropenem/RPX7009

Ceftolozane/tazobactam
Ceftazidime/avibactam
Aztreonam/avibactam

Meropenem/RPX7009

Meropenem/RPX7009
Eravacycline?

Ceftolozane/tazobactam
Ceftazidime/avibactam

‘Usually a combination of two to three agents from different groups chosen according to susceptibility testing, referring to current therapeutic options.
BSI: Bloodstream infection; MDR: Multidrug reststant; MIC: Minimum Inhibitory concentration; MRSA: Methiclllin-resistant Stapfiviococcus aureus; VRE: Vancomycin-resistant

enterococd

50

P Tatarelli M Mikulska Future
Microbiol. 2016



Modifications to Initial Empiric Therapy for
Table 2 S : ;
Neutropenia with Resistant Organisms

Active agents for
Pathogens of concern initial therapy
MRSA (methicillin-resistant Staphylococcus ~ Vancomycin
aureus) Linezolid
__________________________________________________________________________________________________________________________ Daptomyen
Vancomycin-resistant enterococci Linezolid
____________________________________________________________________________________________________________ Daptomycin
‘Bxended-spectrum beta-lactamases Carbapenem
Klebsiella pneumoniae carbapenemases Polymyxin + colistin
Tigecycline

Carbapenem-resistant Enterobacteriaceae Ceftazidime + avibactam with

or without aztreonam

Meropenem + vaborbactam

Imipenem + cilastatin +
relebactam

Cefiderocol

Tigecycline

Eravacycline

Sources: Freifeld AG, et al. Clin Infect Dis. 2011;52:56-e93; Tamma PD, et al. Clin
Infect Dis. 2021;72:€169-e183.
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Guidance of empirical antimicrobial therapy ==

by surveillance cultures in high-risk neutropenic
patients: a retrospective cohort study

JaraR. de la Court"?", Jarom Heijmans?, Jennifer Huynh', Elske Sieswerda*?, Nick A. de Jonge?, Karin van Dijk?,
Kim C. E. Sigaloff' and Rogier P. Schade?

372 yiiksek riskli notropenik hastada 673 FEN atagi
degerlendirilmis

Yiksek riskli hastalarda stirveyans kiiltirlerinin negatif
prediktif deger1 9%99.1

(kolonizasyon yoksa bakteriyemi gelisimi nadir)

Strveyans kiilturler: 1le karbapenem kullanim1 azalmis
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Antimicrobial stewardship in high-risk febrile
neutropenia patients

Adrien Contejean'%*"®, Salam Abbara*, Ryme Chentouh?, Sophie Alviset?, Eric Grignano?, Nabil Gastli®,
Anne Casetta’, Lise Willems?, Etienne Canoui®, Caroline Charlier'#, Frédéric Péne'?, Julien Charpentier®,
Jeanne Reboul-Marty'®, Rui Batista'!, Didier Bouscary'? and Solen Kernéis>'2

Karbapenem ve glikopeptid oranlarinda azalma

Yatis suresi degismemis

Mortalite benzer

Sonug olarak antimikrobiyal yonetisim ekibi bu grup igcin cok onemli




Hastada direnc¢li mikroorganizma ile infeksiyon olasiligi

Hastanin direngli etken 1le kolonize olmasi (tarama kiltirler1!)
Genis spektrumlu AB (0z. 3 kusak SF) kullanmis olmasi (son bir ay)
Agir hastaliginin olmasi (son donem kanser, sepsis, pnomonti)
Hastane kokenli infeksiyon

Uzun suire hastanede yatis ve/veya sik hastaneye yatis

Uriner kateterinin olmasi

[leri yas

Yogun bakim tinitesinde takip edilmis olmasi

ECIL 4, Haematologica 2013;98(12): 1835-47



FEN & CID bakteri enfeksiyonlar:

En onemli ajanlar; Pseudomonas aeruginosa, Acinetobacter baumannii,
Enterobacteriaceae (Klebsiella pneumoniae)

CID hematoloji merkezlerinde artista

Enfeksiyon kontrolii vazgegilmez

Dekolonizasyon?

Febril notropeninin yonetiminde yeni stratejiler gelisiyor

CID riski olan birimlerde de-eskalasyon stratejisinin kullanimi

Kombinasyon tedavisi



"Canim ¢ok sey anlatmak istiyor ama yorgunum,
Kizginim..

Beynim yorgun, bedenim yorgun, bunca seyi affeden
kalbim bile artik yorgun.

Heveslerim yorgun, iyimserligim yorgun,

konusarak anlagsmaya olan inancim bile yorgun™.
"ULKEM YORGUN BEN YORGUNUM"

Sabahattin Ali
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