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Leading causes of death globally

2000 @& 2019
1. Ischaemic heart disease

2. Suroke

3. Chronic obstructive pulmonary disease

4. Lower respiratory infections

S. Neonatal conditions

O
6. Trachea, bronchus, lung cancers

7. Alzheimer's disease and other demenuas
L

<

8, Diarrhoeal diseases
O

9. Diabetes mellitus

—

10. Kidney diseases
S5
0 2 -4 6

Number of deaths (in millions)

@ Noncommunicable @ Communicable @ Injuries

https://www.who.int/news-room/fact-sheets/detail/the-top-10-causes-of-death




Yasli nifusu sayisi giderek artmaktadir.
Pnomoni riski yasla artmaktadir.

Genglere gore 4-5 kat daha yuksektir.

Daha ciddi seyretmektedir.




Yaslilarda Pndmoni1 Riskini
Artiran Nedenler

Oksuiriik refleksinde azalma,

Mukosiliyer fonksiyonlarda
yavaslama,

Hicresel ve hiimoral
immdnitenin zayiflamasi,

Malnutrisyon,

Alkolizm,

Uzun sureli sigara igiciligi,
Coklu ilag kullanimi,

Immiinsupresif tedavi

Kardiyopulmoner
hastaliklarin artmasi
Merkezi sinir sisteminin
hastaliklari

Yutma fonksiyonlarinda

bozulma




The impact of age on the incidence of patients hospitalized with
community-acquired pneumonia in the United States
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Reproduced from: Ramirez JA, Wiemken TL, Peyrani P, et al. Aduits hospitalized with pneumonia in the United States:
Incidence, epidemiciogy, and mortality. Clin Infect Dis 2017; 65(11):1806-1812. By permission of Oxford University Press
on behalf of the Infectious Diseases Society of America. Copyright © 2017.
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| Thrk Toraks Dernegii Erigkinlerde Toplumda Geligen Pndmoniler: Tan ve Tedavi Uzlagi Raporu
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BL: Beta-laktam, BLE: Setn-luktamay inhibitoro




Medikal (Beslenme)

Psikolojik (Depresyon)

Sosyal (Bakim ihtiyac1)

Cevresel (Ev giivenligi, transport)

Fonksiyonel (Kirilganlik)

Yaslilarda hastaneye yatis karar1 verirken kapsamli geriatrik
degerlendirme gozoniinde bulundurulmalidir.




OLGU-1

DM, HT, Demansi1 olan 82 yasinda Kadin

Yaklasik iki hafta 6nce gastrointestinal kanama nedeni ile baska bir

hastaneye yatarak tedavi gormus ve 6 Unite eritrosit stispansiyonu
verilmis.

Taburculuktan sonra nefes darhgi, yuksek ates sikayeti olmus.
Ayni hastaneye tekrar yatirilmis. Buhar ve antibiyotik verilmis.

Durumu kotllesmesi lizerine 6zel bir hastaneye nakledilmis ve
burada akciger 6demi tanisi ile tedavi gormus.

Tedaviye yanitsiz olmasi Gzerine sonra hastanemize sevk edilmis



Fizik muayene

Genel durum
koti, bilinc konfi
meninks irritasyon
bulgusu
saptanmadi

Ates; 36.8 C,
Nabiz: 114 /dakika,
TA: 110/80 mmHg,
Solunum sayisi: 34

Oksijen saturasyonu
%67.

Akciger
muayenesinde
dinlemekle
bilateral raller1
vardi




WBC: 23.4 K/mm3,
Hemoglobin: 13.1 g/dL,
Hematokrit %38.4,
Trombosit: 260000/ mL,
CRP: 339mg/L,

BUN: 96 mg/dL,
Kre:2.5 mg/dL,

Na: 130 meq/L,

AST: 43 U/L,
ALT:33U/L,

LDH: 343 U/L

Kan gazi: pH: 7.26, PO2: 34.2 mmHg, PCO2: 46.7
mmHg, HCO3: 22,4 oksijen saturasyonu %56.5
saptandi




On Taniniz Nedir?

Pnémoni

Kalp yetmezligi

Akut Bobrek Yetmezligi
Sepsis

GIS Kanamas1

Transflizyona bagli akut akciger hasari




Diagnosis and Admission

TASLE 1 Diagnosis of Community-acquired Pneumonia in Adults (= 18 years) Without
Immunocompromising Conditions *

Comumunity-acquired poeumonia

My Mm pulmoﬁ;y infiitrate(s) on chest imaging'
(CAP) Inadult patient without

AND at least oae resperatary symptom
PEnUNOCTMpromising conaition AND at lsast one other symptom/sgn or finding -« |

Respiratory Symptoms (at least one)
New or increased cough
New or ncreased sputum production
Consider Dyspnea
outpatient Pleuritic chest pain
treatmant Other Signs or Findings (at least one)
Abnormal lung sounds (rhonchi or rales)
Fover (200 4 *F)
Leukocytosis or unexplamed bandemia (above normal limsts for laboratory)
_Hypowa (< 90%)

SyrmmocomprTrIeg conmitans tarlac trhartiad o acmued mnere del Owncy s dng s snssheus incladog ety actvely
WERG CETE SheTatheray Eatients sfecIad aeth MV wih scppressed COM coamth. and wia ongan o bore murmmes ranapte! sopenmts

¥ chescat he ¥ rud 1 bagh St negut ve SSent redcgraph. commudar 4 ©F seaer o the shest ¢
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HASTAYI NEREDE TAKIP EDERSINIZ VE
HANGI TESTLERI ISTERSINIZ?

« Ayakta

« Hastane, normal servis

* Hastane, yogun bakim tinitesi




4a. PSI skoru bilegenleri

Olglie Puan
Yay

Erkek Y
Kadwn

Huzurevinde kalmak 10
Komorbidite

Tumar varkgs 30
KC hastabg 20
KKY 10
KVH-SVH 10
Bobrek hastalif 10
Vital Bulgular

Mental bozulduk 20
SS=30/dk 20
Sistolik TA<90 mmiy 20
151<35°C veya 240°C 15
Kalp haz 2125/dk 10
Laboratuvar Bulgular

BUN =30mg/dl 20
Na<130mmaol/ L 20
Glukoz 2250mg/dl 10
Hic<%30 10
Akclger Radyogram

Plevral efuzyon 10
Gaz aligveriyi

Arter pH<7,35 30
PaO_<60mmiy ya da 10
$a0 <9690 10

4b. PSI skoruna gére mortalite riski ve hastaneye yatss icin degerlendirme

Risk grubu PSI skoru 30 giinliik mortalite riski ~ Tedavi yeri

1-11 <70 <%l Ayaktan

1 71-90 %1-3 Ayaktan ama bireysel degerlendirme gerekli*

v 91-130 %8-12 Hastane

A >130 %27-31 Hastane - yogun bakim tinitesine yatig agisindan

degerlendirme gerekli**




1a. CURB-65 skoru bilesenleri

- Confusion (Konfiizyon)

- Urea (Ure) > 42.8 mg/dL, (BUN dlgiilityorsa> 20 mg/dL [7 mmol/1 ])
- Respiratory rate (Solunum Sayist) = 30/dk.
- Blood pressure (Kan basinci) (Sistolik<90 mmHg veya Diastolik<60 mmHg)

- Yag > 65 yil

* Yukaridaki dl¢utlerden her birinin varlis 1 puan olarak hesaplamr

1b. CURB-65 Skoruna gére mortalite risk diizeyi ve hastaneye yatis icin degerlendirme

Skor 30 giinlitk mortalite riski

Tedavi yeri

0 <%l

Ayaktan

%3

Ayaktan ama bireysel degerlendirme gerekli*

%13

%17

Hastane

o
%57

- Hastane - Yogun bakim tinitesine yatig agisindan degerlendirme gerekli**

Evde bakim destegi yeterli olmayan, ilaglarimi diizenli kullanmas: ve yeterli beslenme konusunda siiphe olan olgular ve CURB-65
skorlamasinda yas disinda bir kriteri olanlar hastaneye yatinlabilir.
** Bkz. Tablo 6 Yogun bakim birimine yatig endikasyonlan




Tablo 6. Yogun Bakum Unitesine Yaig Olcitleri (15)*
Major

» Invaziv mekanik ventilasyon gerefi

» Vazopressor gerekiren septik sok

» Solunum sayist 230/dak.

+ P40 JFi0, 250

» Akciger radyogramunda multilober infiltratlar

+ Konfiizyon/dezoryantasyon

» Lokopeni (Lokosit<4000/mm’)

» Trombositopeni (Trombosit<100 000/mm’)

' H1poterm1 (<36°C)

» Youn s yitklemesi gerektiren hipotansiyon

* Mo s faktreinden biiinyo da mine sk kterinden e i varhgnd, hastaun YBUde lenmes neil




Scores developed to nssess severity of illness in patients with severe community-acquired pneumonia and need
for intensive care unit care,

PS CURXOB0 [29]

IDSA/A'TS (24)

SMART-COP [30]

CAP-PIRO [31)]

Maujor eritering

. H «7.30
arterinl);

Systolie blood
pressure <90
mmy

Minor eritering

. Confusion (or
altored mental
Wntun);

Uron nllmgcn
=30 mp/dl
(DUN);

Rewpiratory rte
=30 breaths/min;

X-rur finding:
multilobur/
bilateral lung
infiltrates (by x-
ray);

Oxygen arterial
pressure < 54
mmhlyg or ratio
of arterinl
oxygen tension
to fraction of
Inspired oxygen
<250 mmiy,

Age of RO years
or more

Mujor eriterin:

. Mochanieal ventilution
with endotracheal
Intubation and/or septic
shoek requiring
VAKOPIERRON

Minor erfterin:

. Reupiratory rate =30
breaths/min;

PaOy 10O, ratio =250,

Bilateral or multilobur
infiltratos;

New onset confusion/
dinorientation;

Uremin (BUN level =20
mp/dl);

Loukopenia (WHC
count <4000 culls/
mm’');
Thromboeytopenia
(platelets < 100,000
colls/mm?);

Hypothermin (core
temperature <36°C);

IHypotension requiring
aggressive Muid
resuscitation

Systolie blood pressure low (1

int

ullzlobur chent rndiourlphy
involvement (1 po
Albumin level Iow (I pnlm).
high
chplmory rite high (age-
uu“nwd
1 point);
Tuch onrdlu(l point);
Confusion (1 point),
Oxygomlkm poor (uge-
adjusted;
2 points);
pil arterinl low (<7.35; 2
points)

Prodisposition: comorbidities
(chronie

obstructive pulmona
Immunocompromised;
=70 years (1 point);
Infection; bacteremin (1 point),
multilobar

opacities (1 ‘;:olm).

Response: shock (1 point), severe
hypoxemln (1 point); and

Organ dystunction: acute
respiratory

distress syndrome (1 point), ncute
renal

fadlure (1 point)

dineane or
1 point), age

Interpretation

At leust one major eriterin or
at lenst two

minor eriteria from PS
CURXORO defines

nevere CAP and translate to
the need of

Intermedinte care or 1CU
cure,

At luast one major eriterin or nt
least three minor

eriteria from IDSA/ATS define
wevere CAP and

translite to the need of 1CU care.

A SMART-COP seore of 23
i

iy
m)cnﬂﬁod 92% of patients who
recelved intensive resplrtory
care or
v:;?pronor support, including
"

of patients who did not need
Immedinte admission to the
cu

Constdering the observed mortality
from

ench PIRO seore, the patients were
stratifled

in four levels of risk: low (02
points); mild (3 points); high (4
points); and

v'::ry high (58 points), The higher
the

seore the higher the risk of
mortality,

prolonged length of stay in the 1C°U
and time

in days on mechanical ventilation,

ATS! Amerienn Thoracie Society; BUN: Blood uren nitrogen; CAP: ¢

o4 b beprichod!

1

ive care unit; IDST: Infectious

Disoanes Society of Amerion; PIRO; Predisposition, infection, response and organ dysfunction seore; PS CURXORO: pH, systolic blood pressure,
confuslon, uren nitrogon, resplratory rate, x-ray finding, oxygen nrterial pressure and age of BO yoars or more; SMART- COP: Systolie blood

pressure, multilobar chest diography, albumin level, respiratory rate, tachycuardia,

fAanld 1

OXyn

and pH; WBC: White blood cell,




Yas —> 54 yil

Cinsiyet —> -10 = Kadn

Huzurevinde Kalma—> 0 = Hayir

OLGUNUN Ttmor varigr —> 0 = Hayir
P SI/ P ORT Skoru KC hastaligt —> 0 = Hay1r

KKY —> 0= Haywr

Puan: 144, SVH —> 0 = Hayir

. Bobrek Hastaligi —> 0 = Hayir
Risk Grubu:V,

Mental Bozukluk —> 20 = Evet

Mortalite riski: % 27.0-29.2. Solunum sayis1 >30/dak —> 20 = Evet

Tedavi yeri: Hastane- yogun Sistolik TA <90 mmHg —> 0 = Hayr

bakim yatis agisindan Isi<35C veya >39.9;C —> 0 = Hayir

degerlendirilmesi Onerilir. Kalp hiz1 >125 /dak —> 0 = Hayur
pH <7.35—> 30 = Evet

BUN >30 mg/dL or >11 mmol/L —> 20 = Evet

Na <130 mmol/L —> 0 = Hayir

Glukoz >250 mg/dL or >14 mmol/L —> 0 = Hayir

Htc <30% —> 0 = Hayr

Partial pressure of oxygen <60 mmHg or <8 kPa —> 10 = Evet

Plevral efiizyon —> 0 = Hayir




CURB-65 SKORU

Skor: 4
30 Giinlik Mortalite riski: %27.8

Tedavi yeri:Hastane- yogun bakim
yatis acgisindan degerlendirilmesi
Onerilir.

Confusion (Konflizyon) —> 1

BUN >19 mg/dL (>7 mmol/L
ire) —> 1

Respiratory Rate (Solunum
sayis1) >30 —> 1

Kan Basinci Sistolik <90
mmHg veya Diastolik BP <60
mmHg —> 0

Yas >65 —> 1




* Olgumuz yogun bakim tnitesine yatirildi

* Mekanik ventilatore baglandi

« Kan, idrar ve derin trakeal aspirat kiltiirleri alind1




Akciger grafisi

Kan sayimi
Biyokimya incelemesi
Balgem kiltiry

o e

Idrarda pnémokok antijeni
Idrarda Legionella antijeni
Molekiler testler

Plevral s incelemesi - -
Oksijen saturasyon oliimi . +

H+ o+ o+ 4+ 4 A+ A+

#: hy

* Parapnémonik sivinin komplike oldugu dsiinildiginde, hiicre sayim, biyokimyasal inceleme, Gram boyama ve killtiir




AUDAT, RESEARCH AND GUIDELINE UPDATE

Time to first antibiotic and mortality in adults
hospitalised with community-acquired pneumonia:
a matched-propensity analysis

Priya Daniel,' Chamira Rodrigo,' Tricia M Mckeever,” Mark Woodhead,”
Sally Welham,” Wel Shen Lim,’ on behalf of the British Thoracc Society

p value for trend = 0.001
'l

Propensity Adjusted OR,
95% CI; 30 day IP
mortality compared to
TFA<=4hrs

- 4L

T T q"
' W =
Time to first antibiotic (hours)
* OR +—— High/Low




Tablo 5. Grup 1a ve 1b olas: etkenler ve empirik tedavi i¢in antibiyotik secenekleri

Olas: etkenler Onerilen antibiyotikler

Grup 1a (kronik Streptococcus pneumoniae Amoksisilin
hastaligi olmayanlar)  Mycoplasma pneumoniae* Amoksisilin
Chlamydophila pneumoniae* +
, Virtisler Makrolid ya da doksisiklin **
Creup: 1 (kronlk Grup 1y bakteilert 2=3- sk orsl scfalosporin
hastahig olanlar) Haemophilus influenzae 2. - 3. kusak oral sefalosporin
Enterik gram negatif basiller +
Makrolid ya da doksisiklin**
Amoksisilin-klavulanik asit

Amoksisilin-klavulanik asit
+
Makrolid ya da doksisiklin**

Solunum kinolonu ile monoterapi***

* Bu bakteriler pnomoniye tek baslarina ya da diger bir bakteriyle birlikte (karma enfeksiyon) yol agabilirler

** Sendromik yaklagim gozetilerek karar verilmelidir.

*** Beta-laktam + makrolid/doksisiklin kombinasyonu diigiiniilen hastalarda, gastrointestinal sorunlar ya da ilag allerjisi oykiisii ya da son
3 ayda beta-laktam kullanma 6ykiisii varsa, bu kombinasyon yerine tek bagina bir solunum florokinolonu kullanilmas: daha uygundur.
Kinolonlar klinik ve radyografik olarak tiiberkiiloz olasihg: olan hastalarda kullamilmamalidur.




Tablo 7. Hastaneye (servise ya da yogun bakim birimine) yatan pnémonili hastalarda olas:1 etkenler ve antibiyotik
onerileri

Olas: etkenler Onerilen antibiyotikler
Direngli etken igin risk Streptococcus pneumoniae 3. kugak anti-Pseudomonas olmayan sefalosporin
faktorii* olmayan hastalar Legionella pneumophila (3KSef)

Haemophilus influenzae -

Enterik Gram negatif basiller Makrolid

Staphylococcus aureus Betalaktam+betalaktamaz inhibitorii (BL+BLI)
Mycoplasma pneumoniae +

Virisler Makrolid

Solunum florokinolonu (servise yatan hastalar)
3KSef ya da BL+BLI + solunum florokinolonu
(YBU'ne yatan hastalar)+

Direngli etken igin risk Risk faktorii olmayan hastalardaki Anti-Pseudomonas beta-laktam*

faktori® etkenler +
olan hastalarf Pseudomonas aeruginosa Siprofloksasin
Geniglemis spektrumlu beta Anti-Pseudomonas beta-laktam*
laktamaz (GSBL) iireten enterik +
Gram negatif basiller Aminoglikozid
+
Makrolid®
'Bu bakterilerin son bir yil i¢inde solunum érneklerinden izole edilmiy olmasi, son 3 ayda antibiyotik kullanimi ve son 3 ayda hastaneye yatig
Gykiisi varhg
T Hastaneye yatan hastalarda, YBU ne yatis gerektirmelerinden (pnomoninin agirhgindan) bagimsiz olarak, direngli enfeksiyon igin risk
faktorleri ortakur ve antibiyotik se¢imlerinde anlamls fark yoktur. Ancak, yogun bakim gerektiren agir pnémonilerde solunum kinolonu
monoterapisinin etkinligine iligkin veri bulunmamasi nedeniyle, kombinasyon tedavisi énerilmistir.
# Geniy spektrumlu antibiyotik tedavisi baglanan hastalarda bakteriyolojik inceleme sonuglar izlenmeli ve bir bakterinin izole edildigi
olgularda, tedavi antibiyogram sonucuna gore yeniden diizenlenmeli, miimkiinse deeskalasyon yapilmalidir (spektrum daraltilmalidir).
“3. kusak sefalosporin (seftazidim), 4. kusak sefalosporin (sefepim), karbapenemler (imipenem, meropenem), betalaktamaz inhibitorla
anti-Pseudomonas ilaglar (piperasilin+tazobaktam, sefoperazon+sulbaktam)
YSiprofloksasin kullanilan hastalarda ayrica makrolid eklemeye gerek yoktur.




MRSA ve Pseudomonas Empirik
Tedavi1?

Not

Anti-MRSA tedavi *  Viral solunum yolu enfeksiyonlarindan
sonra gelisen bakteriyel pndmonide tedavi
Staphylococcus aureus ve MRSA igerecek
sekilde genisletilmesi Onerilir.

Anti-pseudomonal tedavi Risk faktorleri: Bronsektazi, son
zamanlarda genis spektrumlu antibiyotik
kullanma veya uzun siireli hastaneye
yatis, immunsipresif durum

AHRQ Pub. No. 17(20)-0028-EF




Total number of invasive isolates tested (n) and percentage of isolates with resistance phenotype (%)*, by bacterial species and antimicrobial group/agent, Tlrkiye, 2017-2021

Bacterial species Autimicroblal group/agent

Amiropenicillin Gamoxicillin/amakillin) resistance t e
Third-generation caphalosporis (cefotaxime catirianns/ceftazidime) resistance 4913
Carbap (imp (meropesem) resistance X . a7
Fluoreqenalons (ciprofioxacin/levoflaxacia/of loxacia) resistance 4608 h 509
Amisogiycoside (gestamicin/tobramycia) resistance y 4785 X 2446
Conbined resistance to third-gensration cephalespories, Mestoquinolones and aminoglytosides 4477 ) ns
Third-generation cephalosporia (cefotaxime/ceftriancae/coftazidime) resistance 3766 84
Carhapenen (imigenem/meropenem) resistance 3641 49
Fluoraguinclons (ciprofioxatin/levolloxacin/ofloxacia) resistance 3557 68.6
Amirozfycoside (gentamicin/tobeamycin) resistance 137 (L% 432
Combinad resistance to third-generation cephalospories, fisoroquinolones and aminoglycosides BLTS] 3 38.7
P. peruginoso Piperacllie-lazobactam resistance 1646 38 315
Celtazidime reslstance X 1700 5.0 281
Cwrbapanen (imipenem/meropenem] resistance 1682 384 36.2 390
Fluorsguinclone (dproflexacin/levefluracin) resistance 1 1674 B2 0 331
Amisoytycoside (gentamicin/tobramycia) resistance’ 7% 208 sy e

Combined resistance to x 3 antimicrobial groeps (among piperacillin-tazobactam, ceftazidime, cathapenems, %5 30.% s P
fluoregeinstones and aminoglycosides’

Carbapener (imipenem/meropenem) resistance 164 N2 904 931 933
Fuoroguiacioss (cipeofioxacin/levofloxacia) resistance 926 2575 90.7 936 94.6
Aminegtycoside (peatamicin/tobsamychs) resistance 783 2704 791 803 86.1 853
Combined resistance to carbap fluoroguinal and ams i 2526 193 196 AT 84.8
MRSA! Ju2 pil ) 551 196 ) 334 367
Panicillin nos-wild-type m 23 A6 m 509 53.9 1Ly 53.7
Macrollde Gzitmmmycin/claithromycin/eeyivomycls) resistance 205 95 w7 373 m 32 " 345 126 3
Conbined penicillin non-wild-type gnd resistance to matrolides* 186 %0 m 280 200 315 W e 123 260
High-evel gantamici resistance "5 380 1337 365 1914 s 2040 296 1859 PIRS
E. faecium Vancomycin rasistance 1551 132 1570 1356 179 133 10 5.4 2242 5.8

130434 IINVITEANNS

N Forcontages of Isnlates with resistance phonotype ate piesenied only I data are avallable for e20 salates, If nol, the percentage is ziesenled a5 not applicable (NA)

" T and L Indicate statisticulty sigaificant increpsing und decreaning trends, respectively, in the overall data; * indicatus confirmation bo the fors of a sigaificant trend In the daty that oaly included laboratorles eporting continuously for alt flve
years, - Indirates ne statistically significant trend. NA- not applicable indicates (hat the dats were not repacted far all years, @ significant change In data source sccurred during the peried, ur the number of isolates was ¢ 2n in any year dering the
perind

£ The amineglyceside gresp intludes only tobramycin from 2039 anwards

4 MRSA Is based on cotaxitin, or, i usavallable, oxaclibin, if nedther ware avallable, data from melecular contirmation teats (detection of mecA gane by PCR or 2 positive PEP3A-aggiutimarion test) are accopted as @ markar for MRSA,

* Peniclllin results are based on penicilin or, if unavailable, cxaclibin, For 5, pneumoniae, the term peniclilin noc-wilé-type ks wied In this report, referring to S, poeumonice Isalates reparied by the local laboratories as susceptitile Increased
exposure (1) or resigtamt (R) 10 penicillin, assuming MIC to bemzyiponiciliin above those of wild-type inolates () 0.06 mg/L), The qualitative susceptibility categories {5/(/K) 23 reparted by the inhorstory are used, since gquantitative susceptibility
wifermation is misaing far o large part of the data. Leboratories not wsing EUCAST tlinical breakpoiets may bave wsed different interpirative criteria for susceptibility categaries
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Tiirk Mikrobivol Cem Dervg 2018 48(4).228-234

Arastirma
Aoi:10.5222/TMCID 2018 228

Hacettepe Universitesi Erigkin Hastanesi’nde Solunum
Sistemi Orneklerinden Izole Edilen Streptococcus pneumoniae
Izolatlarmmn Serotip Dagilimi ve Antibiyotiklere Direnc Profili®

Belgin ALTUN*®, Banu SANCAK** ©, Deniz GUR**©®
*“Hacettepe Universitesi Tip Fakiltesi, Merkez Laboratuvart, Ankara
s Hacentepe Universitexi Tip Fakiiltesi, Tibbi Mikrobiyvoloji Anabilim Dali, Ankara

M Direngli ™ Orta Duyarlh ] Duyarl

Sekil 1. Streptococcus pneumoniae’de antibiyotiklere duyarhhk
ve direng oranlar: (%).




Hastaya baslanan antimikrobiyal tedavi

Piperasilin-Tazobaktam IV

+

Siprofloksasin IV

+

Vankomisin IV




HASTANEYE YATIS VE 2. GUN
AC GRAFISi, LABORATUVAR TETKIKLERIN
Si

WBC: 23.4-38.6 K/mm3,
Hemoglobin: 13.1-10.1 g/dL,
Hematokrit %38.4, %31.1
Trombosit: 260000, 133000/mL,
CRP: 339-268mg/L,

BUN: 96-110 mg/dL,
Kre:2.5-3.3 mg/dL,

Na: 130 -132meq/L,

AST: 43-60 U/L,

ALT: 33-28 U/L,

LDH: 343 U/L




TEDAVI YANITSIZLIGI?

Tedavi uyumsuzlugu,

Yanlis, tani (brons, karsinomu, pulmoner tromboemboli, kalp yetmezligi,
bag dokusu hastaliklari ya da vaskulitlerin akciger tutulumu, ilac, akcigeri
vb olmasi),

Uygun olmayan empirik antibiyotik secimi (direngli bakteri, viris veya
atipik bakteriyel etkenlerin varhgt),

Uygun olmayan antibiyotik uygulamalari (doz, doz arahgi vb),
Ampiyem ya da abse gibi komplikasyonlarin gelismesi,
Hastada o gune dek bilinmeyen bir immunsupresif surec, varlig,

Altta yatan ve pnomoni iyilesmesini gugclestiren hastalik (santral brons,
karsinomu, KOAH, bronsektazi vb) bulunmasi




TORAKS B.T.

Kardiyomegali.

Her iki hemitoraksta sagda orta duzeyde, solda hafif dizeyde plevral effizyon ve efflizyona
komsu alanlarda pasif atelektaziler.

Her iki akcigerde pulmoner 6dem ile uyumlu tim zonlarda santral yerlesimli yaygin yamal
tarzda konsolidasyon alanlari.




EKO

Sol ventrikul duvar hareketlerinde dissineryji,
Aort ve mitral kapakta dejenaratif degisiklikler,
EF %55, sol ventrikul hipertrofisi, her iki atrium genis,

2-3/4 derece trikuspit yetmezlik, 1-2/4 aort yetmezlik, 1-2/4 derece
mitral yetmezlik.




BEYIN (AKSIYEL) B.T.

» Diffuz senil serebral ve serebellar atrofi.

» Bilateral periventrikuler beyaz cevher ve sentrum semiovalede yaygin nonspesifik iskemik-
gliotik lezyonlar.




Lejyoner Hastalig1 i¢cin
kimler test edilmel1

TGP i¢in ayaktan baslanan tedaviye yanitsizsizlik
Ciddi seyirli pnémoni, 6zellikle YBU tedavisi gereken
Immiinsiipresif hastada gelisen pndmoni

Seyahat oykisi

LH tanis1 almis veya Legionella bakterisinin gosterildigi bir kaynakla
epidemiyolojik iliski

Hastane kaynakli pnémoni

Son 14 giin igerisinde bir giinden fazla saglik bakimi veren kurumda
konaklama

https://www.cdc.gov/legionella/clinicians/diagnostic-testing.html




PMCID: PMC7112393

Haart Lunag. 2008 July-August; 37(4): 311-320.
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Severe Legionella pneumonia: Rapid presumptive clinical diagnosis with Winthrop-
University Hospital's weighted point score system Omoditied)

Burkce A, Gunhns, MD*
s Avthor nforrmmticon » Copyright snc Licanse infarmstican
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Clinical predictors for Legionella in patients
presenting with community-acquired pneumonia to
the emergency department

Rico Fiumefreddo ', Roya Zaborsky, Jeannine Haeuptle, Mirjam Christ-Crain, Andrej Trampuz,
Ingrid Steffen, Reno Frei, Beat Miller, Philipp Schuetz

o NerrLegianella CAF w Legionslla CAP

b 1 i 1 4 3 L]

Diagnost: Score |peints)

3

Ates > 39.4 °C

Kuru oksuruk

Hiponatremi (sodyum) < 133 mmol/L
Laktat dehidrogenaz (LDH) > 225 mi
C-reaktif protein (CRP) > 187 mg/L
Trombositopeni < 171000)

Olgumuzun skoru:5




* Legionella idrar antijen testi (Binaw NOW, Alero) pozitif saptanda.

» Tedavisi siprofloksasin, klaritromisin ve meropenem IV olarak devam
edildi.




Kiltir sonuclarn

* Derin trakeal aspirat
kiltirinde L. pneumophila
serogrup 1 1zole edildi.

o idrar Kilturi: Ureme
olmadi

« Kan kilturi: Ureme olmadi.

Rihs JD, et al. Isolation of Legionella pneumophila from blood with the
BACTEC system: a prospective study yielding positive results. J Clin
Microbiol. 1985;22(3):422-4.




Legionella suslarinda antibakteriyel ajanlara kars:
s1vi mikrodiliisyon yontemi ile saptanmis MIK,

degerlerinin karsilastirilmasi

Ercogan

Garcia

Gomez

Stout

Higa

Rifampisin 0.015 |- 0.004 |- -
Siprofloksasin | 0.06 0.03 |0.06 |0.03 |0.3
Azitromisin 0.125 |- 0.5 0.25 |-
Klaritromisin 0,125 10.015 |- 0.03 |-
Levofloksasin | 0.125 10.015 |0.016 |0.03 |0.06

Erdogan et al. Environ Monit Assess (2010) 171:487—491
Garcia et al. Antimicrob Agents Chemother 2000; 44:2176-8.

Gomes-Lus et al. International Journal of Antimicrobial agents 2001; 18:49-54.

Stout et al. International Journal of Antimicrobial agents 2005; 25:302-7.

Higa et al. Journal of Antimicrobial Chemotherapy 2003: 52;920-4.




> J Antimicrob Chemother. 2021 Apr 13;76(5):1113-1116. doi: 10.1093/jac/dkab027.

Legionella antibiotic susceptibility testing: is it time
for international standardization and evidence-—
based guidance?

Edward Portal 7 2, Ghislaine Descours 2, Christophe Ginevra 2, Massimo Mentasti 4,
Baharak Afshar 2, Meera Chand 2, Jessica Day ?, Fedoua Echahidi ®, Laura Franzin
Valeria Gaia 7, Christian Liick B, Alaeddine Meghraoui 2, Jacob Moran-Gilad 1°,

Maria Luisa Ricci ', Gerard Lina 2, Seren Uldum "2, Jonas Winchell 3, Robin Howe 4,
Kathryn Bernard ', Owen B Spiller 7, Victoria J Chalker 2 5 Sophie Jarraud 3;
ESCMID Study Group for Legionella Infections (ESGLI)

Bruin ve ark. 2014 yilinda ilk kez bir kilinik L. pneumophila izolatinda
potansiyel siprofloksasin direncini (MIC 2 mg/L) gdstermislerdir.
Florokinolon tedavisi sirasinda £ greumaphilasuslarindainvivo direng gelismesi

Klinik izolatlarin bazi spesifik sekans tiplerinde makrolid eflux pompasi (LpeAR) azitromisin MIK
degerlerinin yilkselmesine neden olmasi

L longbeachae suslarinda tetrasiklinleri inaktive eden enzimlerin varlig




» Takiplerinde %100 oksijen destegi altinda kan gazi
pH: 7.31, pO2: 21.9 mmHg, pCO2: 41.7 mmHg,
oksijen saturasyonu %33.6 idi.

* Hasta yatisinin 7. giinii hayatini kaybetti.




105 y, Kadin

Bas donmesi, halsizlik ve yariumede dengesizlik hali ile 6zel bir
hastaneye basvurmus,

Hikayesinde yuksek ates, oksuruk, balgam ve solunum sikintisi yok

15 yil once kalp pili takilmis ve ciddi bradikardi saptanmasi Uzerine
Kardiyoloji Unitesine yatiriimis,

Hastanede takip edildigi sire boyunca yuksek ates, saptanmamis,ve
antibiyotik tedavisi almamis,

Kalp pili disfonksiyonu 0n tanisi ile hastanemize sevk edilmis;




Fizik muayenesinde bilinc, konfu, oryantasyon ve kooperasyon tam
degil

Vital bulgularindan ates; 36.4 C, TA: 100/80 mmHg, nabiz: 51/ dk,
solunum sayisi: 24/dakika, oda havasinda spo2: %84 idi.

Solunum sisteminin muayenesinde bilateral kaba raller saptandi.

Laboratuvar incelemesinde
- Beyaz kire: 16.460/uL ve %92 PNL hakimiyetinde,
Hemoglobin: 13.5 g/dL, hematokrit %42.3, trombosit: 106.7 K/uL,
CRP: 288 mg/dL, Na: 145 mmol/L
Glukoz: 154 mg/dL, BUN: 79 mg/dL, Kre: 1.9 mg/dL,
CPK: 416 U/L, CK-MB: 43 U/L, Troponin-I: 0.074 ng/mL idi




TEDAVINIZ NASIL OLUR?

Idrar pnédmokok antijen testi: pozitif.




CURB-65 SKORU

Skor: 3
30 Giinliikk Mortalite riski: %14

Tedavi yeri:Hastane- yogun bakim
yatis acgisindan degerlendirilmesi
Onerilir.

Confusion (Konflizyon) —> 1

BUN >19 mg/dL (>7 mmol/L
ire) —> 1

Respiratory Rate (Solunum
sayis1) >30 —>0

Kan Basinci Sistolik <90
mmHg veya Diastolik BP <60
mmHg —> 0

Yas >65 —> 1




« Hasta Koroner Yogun Bakim Unitesine yatirild:

» Seftriakson 2 gr/giin IV ve klaritromisinl gr/gin IV tedavi baslandi.




* Legionella idrar antijen testi: pozitif

* Yatisinin 16. saatinde hasta
kaybedildi.




73y,K
Nefes darligi, okstiriik sikayeti var.

Ates yok

Ozgecmisi: AF

Kardiyoloji servisine yatirilmis

BK: 5560/ uL, CRP:111,4 mg/L, Prokalsitonin: 0,03 ng/L







Akciger Grafisi

Pndmoninin ilk 24 saatinde
Dehidratasyon durumunda

PCP (% 10-30 oraninda) olgularinda
Ciddi notropeni varliginda

NORMAL OLABILIR.




Toraks BT




CRUD LU/ AUy .

Community-Acquired Pneumonia Visualized on CT
Scans but Not Chest Radiographs: Pathogens,
Severity, and Clinical Outcomes

Cameron P Upchurch 1, Carlos G Grijalva 2, Richard G Wunderink 3, Derek J Williams 2,

Grant W Waterer ¥, Evan J Anderson @, Yuwei Zhu 7, Eric M Hart 8, Frank Carroll 2,
Anna M Bramiey ¢ Seema Jain ¢, Kathryn M Edwards #, Wesley H Self "

66 hasta sadece BT & 2185 (97%) hasta AC grafisi

* Komorbid hastaliklar
Vital bulgular
Hastanede yatis siiresi
Viral (%30 vs %26) ve bakteriyel (%12 vs %14)
patojen
YBU vyatis (%23 vs %21)
Mekanik ventilator ihiyaci (%6 vs %5)
Septik sok (%5 vs %4)
Hastanede gelisen mortalite (0 vs %2)

BENZER BULUNMUS.




RESEARCH AND GUIDELINE UPDATES

@EST Adults miscoded and misdiagnosed as having
CUNIC pneumonia: results from the British Thoracic Society
pneumonia audit

Priya Daniel," Thomas Bewick,” Sally Welham,? Tricia M Mckeever,* Wei Shen Lim,’
for the British Thoracic Society

* 158 Merkezde 1 Aralik 2014-31 Ocak 2015 arasinda toplumdan
gelisen pnémoni (TGP) tani kodu girilen hastalar incelenmis.

* 1250 hastanin yanlis pndmoni tanist aldig1 gosterilmis

* Bu yanlis tan1 alan hastalar 6660 TGP ile karsilastiriimais.

Yanlig tanili hastalar:

ad Daha yash (ortalama 80 vs 78 yil, p<0.001),

a Komorbid hastaliklarin fazla,

ad Solunum semptomlari (ates, 6ksuruk, dispne, pleurotik agri)
daha az,

(. Kontutisyonel semptomlarin fazla (genel durum bozuklugu,
disme, bilin depisikligi),

d Mortalite oranlarinin dusuk




KORUNMA

e Sigara iciciligi invazif pndmokok enfeksiyon riskini artirmaktadir ve
hastalar sigarayi birakmasi icin bilgilendirilmelidir.

* Pnomokok, influenza, SARS CoV-2 asilari onerilmektedir.

 Amerika Birlesik Devletleri'nde Respiratory Syncytial Virus (RSV)
asisi 60 yas Uzerinde tek doz olarak onay almistir.

* Lejyoner hastaliginda olasi  kaynagin  saptanmasi  ve
dekontaminasyonu ile yeni vakalarin 06nlenebilmesi nedeniyle
epidemiyoloji 6Gnemi vardir.







Summary of clinical and radiographical clues to the aetiological diagnosis of pneumonia

Radiographical Clinical Organism
findings circumstance

Segmental Community— 5. pneumonia , M. pneumoniae
consolidation acguired

Lobar consolidation Community~ 5. pneumoniae (2/3 of community-acquired pneumonias) K.
acquired pneumoniae Gramnegative bacilli
Diabetes

Rounded pneumonia Community— S.pneumoniae
acquired
Alcoholic

Bronchopneumonia Hospital- P. aeruginosa, 5. aureus, streptococcl, Gram negative
acquired bacilli, anaerobes, M. pneumoniae, aspiration, L.
pneumophila,

Interstitial Community~ Virus, M. pneumoniae
pneumonia acquired
(winter)

Cavitation/necrosis Aspiration S.aureus, Gramnegative bacilli, anaerobes,actinomycosis, M.
COPD Tuberculosis Aspergillus

Multiple cavitary Drug addict S. aureus
nodules

Pneumatoceles Postinfluenza S. aureus

Empyema Complication S. pneumoniae S. aureus Gram negative bacilli M.
of pneumonia tuberculosis

Chest wall invasion Alcoholic Actinomycosis M. tuberculosis Fungl

Lymphadenopathy M. pneumoniae M. tuberculosis

European Respiratory Journal 2001, 18 (1) 196-208




