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Bagisiklig Baskilanmis Hastalarda
Gram-negatif Bakteriyemi Tedavi Suresi

Salon C—25.04.2025 Saat:13.45-15.00 — 29 slayt — 15 dakika



OJrenim hedefleri

* Toplumda gelisen pnodomonide kombinasyon tedavi
endlkasyonunu, hangi hastada ampirik
antibiyotik verilmemesl gerektiglini ve tedavi
suireleril hakkinda bilgi sahibi olacaklardir.

e Uriner sistem infeksiyonlarinda tedavi
secenekleri hakkinda, karbapenem koruyucu
rejlmler nelerdir ve tedavi sureleri hakkinda
bilgl sahibi olabileceklerdir.

* Kemik eklem infeksiyonlarindakil tedavi
seceneklerini ve tedavili sureleri, kisa ve uzun
surell antibiyotik tedavilerinin etkinlik ve
direnc gelisiml acisindan karsilastirmasini
vapabileceklerdir.
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Kimler BBH*

* Si1totoksik tedavi alan hematolojik ve solid organ
tumoru

 HSCT wveya SOT
* Steroid veya biyolojik ajan kullanima
* HIV/AIDS

* DM, KBH, Yanik, AgJir cerrahl sonrasi gibi
komorbiditeler

* Primer immun yetersizlik sendromlara

*BBH: Bagisikligi baskilanmis hasta
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Primer bagisiklik kusurlara

* Primer bagisiklik kusurlari yaklasik 10.000 kiside 1
kisiyi etkiler, ancak selektif immunoglobulin A (IgA)
eksi1kli1gl dahil edildiginde prevalans 400 1la 5000

kiside 1'e yukselir.

T- ve B-hlucresi kombine
eksiklikleri

Sendromik 6zellikli kombine
tanimli defektler

Antikor eksiklikleri

Kompleman bozukluklari

Fagosit defektleri

Immiin disregtlasyon sendromlariy
Intrinsik ve dogumsal bagisiklik
defektleri

Otoinflamatuar defektler

Kemik 1111 yetmezligl defektlerdi,

Bagisiklik sistemi bozuklugdu
olanlarda enfeksiyonlarin daha
uzun sure devam etmesi, ek
antibiyotik kirleri
gerektirmesi ve tekrarlama
egiliminde olmasi muhtemeldir.

GOLDMAN-CECIL MEDICINE
27TH EDITION



Aktif kemoterapi

Notropeni

(ANC <500 hicre/ul)
lleri HIV/AIDS

(CD4 <200 hucre/uL)
Solid organ nakli
induksiyon tedavisi

Hematopoietik kok hiicre nakli

Biyolojik ajanlar

(TNF inh. vb.)

Yuksek doz kortikosteroidler
(=20 mg/gun >14 gun)
Solid organ nakli

(stabil faz)

HIV (CD4 200-500 hucre/ulL)

Durum / Tedavi

Kontrolstz diabetes mellitus

Kronik bobrek yetmezligi
(diyaliz oncesi)

Dusuk yogunluklu DMARD'lar

Dusuk doz kortikosteroidler
(<10 mg/gun)

lyi kontrol edilen HIV

(CD4 >500 hiicre/uL)

Sekondedmmunsupresyon Risk Derecelendirmesi

Dlsuk-Orta

Yiksek

Yuksek

Yiksek

Yuksek

Yiuksek

Yuksek

Yuksek

chatgpt.com

Dusik

Dﬂsﬁl‘<-0rta Ot:ta
Risk Duzeyi (Sayi)
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10.1371/journal.pone.00

58121
2

Sorunun Kapsaml

e KDI nedeni ile global 8lim 2.900.000 kisi (tum
populasyon)

« Imminosupresyon tipi ve derecesine gdre dedJisen
oranlarda artmis risk (5,4/1000 hasta-guni) ' , (% 3
KDI, %65 GNB) 2

e Endojen (primer KDI, spontan translokasyon)
* Ekzojen (Sekonder KDI)

* CID patojenle gelisen KDI riski artmis 3

e HAT'ler icin, yodun bakim Unitesinde (YBU) kalis siuresi
Gram-negatif bakteriyemi icin diJer YBU kalis
sirelerineg, gdre vaklasik 44 glin daha uzundur®

4 https://doi.org/10.1016/}.ijid.2005.07.003 ODERIN
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- Optimizing the Management of Uncomplicated Gram-

ml Negative Bloodstream Infections: Consensus Guidance
m Using a Modified Delphi Process ¢

£ L betl @ Antibiotsc Stewarcssp mplementation Cofabo

GNB tedavi siUresi

* Cogu vakada antibiyotik tedavisinin

suresi 7 1la 14 gundur Altta yatan

 Komplike olmayan Enterobacteriaceae * Endovaskuler,
: C C . kemik-eklem veya
bakteriyemisi olan ve antibiyotik

- MSS enfeksiyonu
tedavilisine uygun vyanit veren hastalar yok,

1¢cin 14 gunliuk yerine 7 gunlik bir * Kontrolsiiz

sure oOnerilir*™ enfeksiyon kaynagi
yok,

* Bagisiklik
sistemini
baskilayan onemli

bir durum yok
* e 48 i1la 72 saat
https://doi.org/10.1093/0fid/ofab4d34 icinde klinik

iyllesme var
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https://doi.org/10.1093/ofid/ofab434

Stire Neden Onemlidir?

* Erken ve uygun antibiyotik tedavisil sagkalima
iyillestirir

Klinik basarisizlik

* Kisa sureli antibiyotik <::Relaps
tedavisi Direnc secilimi

Onlenebilir advers

olavylar
* Uzamis suUrell antibiyotik C. difficile enfeksiyonu
tedavisi Hedef olmavyan
EDITORIAI Annals of Internal Medicine bakterl lerde dl reng
Duration of Antibiotic Therapy: Shorter Is Better TR\ > :
sy ot e . B Artmis maliyet
:3 S Bagirsak disbiyozisi ;




Supplemental Methods: S X
To examine studies comparing antibiotic durations for SOTRs, the following searches of PubMed and Embase were employed on March 25, C M | KD INFESTION ) ESCMID

2022. PubMed: ("Duration of Therapy"[MeSH Terms] OR "short course"[Title/Abstract] OR duration[tiab] OR "length of treatment"[tiab] OR = a
"treatment length"[tiab]) AND ("Anti-Bacterial Agents"[MeSH Terms] OR "antibiotic"[Title/Abstract]) AND ("organ transplantation"[MeSH Ti

MARBATINE SEVIEW - b 0 b 1, 90 g1 4y, Sabmarp |

OR "Immunocompromised Host"[Mesh]). Embase: antibiotic agent'/exp/mj AND ('immune deficiency'/exp/mj OR 'organ v
transplantation'/exp/mj) AND ('short course therapy'/exp OR 'treatment duration'/exp) H . G o

orier anbbiobc courses in the iImmunocompromised: the Impussie "!Cm,’
To examine the literature on short course antibiotics in high risk NF, the following guidelines for antibiotics in NF were reviewed: IDSA (2017 »omsmms sy

ECIL-4 (2013) and ESMO (2016). A key word literature search of MEDLINE peer-reviewed publications was undertaken using “neoplasm/ cancer”,
“stem cell transplant”, “antibiotic” and “short”. The search was dated until 18/02/2022. Meta-analyses, systematic reviews and randomized
controlled trials were prioritized. All comparative trials, post ECIL-4, examining de-escalation of empirical antibiotic treatment (EAT) to
prophylaxis or stop, pre and post neutrophil recovery in NF were included. Full articles were assessed for suitability, prior to data extraction.

Supplemental Table 1. Studies evaluating long vs short course therapy in primarily immunocompetent patients

Author, Year

Clinical syndrome and population

Comparison arms

Included immunocompromised

patients

e patients?
Chastre et al, 2003 (1) VAP 8 vs 15 days Excluded
Capellier et al, 2012 [2] VAP 8 vs 15 days Excluded
Montravers et al, 2018 (3] IAl with source control among ICU 8 vs 15 days Did not report whether

immunocompromised patients
were included

Von Dach et al, 2020 [4]

Uncomplicated GNB

7 vs 14 days vs CRP-guided

Did not report whether
immunocompromised patients
were included

Hepburn et al, 2004 (5] Uncomplicated cellulitis 5vs 10 days Did not report whether
immunocompromised patients
were included

Yahav et al, 2019 [6] Uncomplicated GNB 7 vs 14 days Yes; see text

Molina et al,@Tﬂ Enterobacterales BSI 7 vs 14 days Yes; outcomes not reported

specifically in this subset

Sawyer et al, 2015 [8]

IAl with source control

4 days vs clinically guided cessation?

Yes; outcomes not reported
specifically in this subset

Cranendonk et al, 2020 [9])

Severe cellulitis

6 vs 12 days

Yes; outcomes not reported
specifically in this subset

https://doi.org/10.1016/7.cmi.202

2308 200022
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https://doi.org/10.1016/j.cmi.2022.08.007

U. Clinical Microbiology and Infection E’

), issue 2, February 2023, Pages 143.-149

Shorter antibiotic courses in the
immunocompromised: the impossible
dream?

Hannah Imlay ' T & & Nicholos C. Laundy * T, Graeme N. Forrest *, Monica A. Slavin ?
Show more v

+ Add to Mendeley <C Share 9% Cite
| 0

doi.org/10.1016/j.cmi.2022.08.007 A Get rights and content A

Under an Elsevier user license 2 @ Open archive

https://doi.org/10.1016/7j.cmi.202
2.08.007

Imminokompetan hastalarda
etkinligili gosteren calismalara
benzer sekilde, bagisiklik
sistemi baskilanmis
konakcilarda daha kisa
antibiyotik kurleri
disunulmelidir.

Organ alicilari ve FEN
sendromlu hastalar, daha kisa
sureli tedaviyi degerlendiren
randomize kontrolld klinik
calismalarda oncelikli olarak
incelenmelidir. 11


https://doi.org/10.1016/j.cmi.2022.08.007

Bagisiklik Sistemi Baskilanmis Konak
Faktorleril

* Notropeni (ANC <500)

* Hicresel bagisiklik bozukluklari (o6zellikle hiucre 1ic1i
patojenler)

* Humoral bagisiklik bozukluklari (hipogamaglobulinemi,
opsonlzasyonu ve kompleman aktivasyonu)

* Mekanik bariyer bozukluklara

* Fagositik hucre bozukluklara

* Hastane infeksiyonu ve CID riskinde artais
* Ek hastaliklar
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SOTA ve Gram—-Negatif Bakteriyemi

* BObrek nakli sonrasi
bakteriyemilerin

%75’ 1nden, diger major
organ nakillerinde
>%50" s1inden GN
bakteriler sorumlu.

SOTA hastalarinda
tedavi suresi

imminokompetan
hastalara gdre daha
uzun (16 vs 14 gun,

hepa: /o Aeyg- org/10.11171/€£1d. 13969
L U e UU VU L)

Gram-negative Bacteremia in Solid Organ Transplant Reciplents:

Clinical Characteristics and Outcomes as Compared to Immunocompetent Non-Transplant Recipients

W @emiymeich @VanceFowlers

Study Design

Prospective
2002 :3 2018

Patients with Gram:.negative bacteremia
(GNB)

P

Solid Organ Transplant  Immunocompetent,
(SOT) Non-SOT

N=297 N=1245

, TRANSPLANT INFECTIOUS DISEASE &

ODERIN

SOT vs Non-SOT:
SOT Non-SOT
Respiratory Fallure
14.8% 15.3%
P=0.8576
Soptic Shock
25.3% 24.6%
P = 0.8225
Modian Survival
93 days @ 114 days
Log Rank, P = 0.760

Eichenberger et ol. Tronsploot Infectious Diseases. 20&2.

Among SOT Patients with GNB:

Respiratory Failure

195

aOR: 0.14
95% CI: (0.04, 0.49)

Greator number of
Immunosupprossive
meadications®

1€

Soptic Shock

-
aOR: 0.29
95% Ci: (0.09, 0.90)

S s et



https://doi.org/10.1111/tid.13969

Figure 1A-B: Microbial epidemiology of Gram-negative bacteremia: A) By transplant status
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XDR-GNB ve Turkiye Verisi

* Turkiye'de XDR GN bakterivyvemililer erken posttransplant
donemde daha sik

* Santral vendz kateter kaynakli enfeksiyonlarda tedavi
siresli uzuyor.

https://doi.org/10.3906/sag-
2101-161



https://doi.org/10.3906/sag-2101-161

Oral Tedaviye Gecls ve Etkililerz

* Komplike olmayan SOTA vakalarinda idame oral tedavi, IV
tedavl 1le benzer sonuclar verdil.

* Daha az advers olay, benzer toplam antibiyotik suresi
(15 vs 16 gun).

https://dx.doi.org/10.1093/cid/ciae007



https://dx.doi.org/10.1093/cid/ciae007

Tedavli Suresinde Bireysellestirme
Gerekliligil

e Infeksiyon zamanlamasi ve immunosupresyon dizeyine gdre
bireysellestirme sart

* Klinik belirti silikligi ve kateter iliskili
enfeksiyonlar sureyili etkiliyor

https://www.uptodate.com/contents/infection-in-the-solid-
organ-transplant-recipient



https://www.uptodate.com/contents/infection-in-the-solid-organ-transplant-recipient

Kilavuz Onerileri

* Klinik yanit alinan ve kaynak kontrolu saglanan
olgularda kisa sureli tedavi uygulanabilir

* Amerikan Transplantasyon Dernegi rehberi (2019) bu
vaklasimi destekliyor

https://onlinelibrary.wiley.com/doi/full/10.1111/ctr.13594



https://onlinelibrary.wiley.com/doi/full/10.1111/ctr.13594

Review > Transpl Infect Dis. 2022 Oct; 24(5):013883. doi: 10.1111/tid 1388

Antimicrobial stewardship in solid organ transplant

' ' ' o « recipients: Current challenges and proposed metrics
S O T An t l m l k r O b l y a_ l Y C Zoe Raglow 7, Sonali D Advani = ¥, Samuel L Aitken * ®, Payal K Patal ©
Affiliations + expand
PMID: 36254525 DOI: 10,1171/ud.12883

* Kavramsal olarak yapilmasi gerekir

* Hasta populasyonunun Ozellikleri
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Notropenik Hastalar ve Kisa Surelx
Tedavi

e <10 glin tedavi, orta/uzun sire ile benzer 90 glunlik
mortalite ve nuks orani gdostermis

« Ozellikle Enterobacterales enfeksiyonlarinda kisa yatais
suresil saglamis

https://link.springer.com/article/10.1007/s10096-024-04885-w

Seven-day antibiotic therapy for Enterobacterales bacteremia in
high-risk neutropenic patients: toward a new paradigm.



https://link.springer.com/article/10.1007/s10096-024-04885-w

FEN ve Pseudomonas bakteriyemisi

e <10-11 gin tedavi Pseudomonas bakteriyemilerinde
veterll olabilir.

* NOtropenik ve hematolojik maligniteli hastalarda kisa
sire guvenli olabilir.



asbly dppl b(yf mrobl
wardship in immunocompromised patients

BBH grubunda Antimikrobival
Yonetisim

e Tvedilikle ele alinmasi gereken bir konu

* Veriler tek merkezli ve uygulamada
kisitliliklar var

* AMY uygulamalarinin etkinligl ve mortalite de
dahil sonlanim noktalarini iceren cok merkezli
calismalara ihtiyac var

ODERIN 22



Biyobelirteclerin Rolu

 Immiinokompetan hasta: Prokalsitonin diizeyleri, sepsisli
hastalarda antibiyotiklerin kesilmesini veya dozunun
azaltilmasini desteklemek 1c¢in kullanilabilir (2A).

* Serum PCT, bagisiklik sistemil baskilanmis hastalarda
enfeksiyon tanisi 1¢in tek basina kullanilmamalidir
(2A) .

* Serum PCT, bagisiklik sistemi baskilanmis hastalarda
antlblyotlk tedaV151nl yvonlendirmek i1c¢in

é%%égiﬁgés for the Use of

Procalcitonin for Rational Use of
Antibiotics
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https://doi.org/10.5005/jp-journals-10071-24326

INFEKSIYON HASTALIKLARININ

TANI VE TEDAVISINDE

PROKALSITONIN KULLANIMI

SORU 10 ve ONERI

» Notropenik atesi olan hastalarda
antibiyotiklerin erken kesilmesi 1c¢in
prokalsitonin kullanilabilir mi?

«ULUSAL UZLASI RAPORU»

Or, Sebvn Ala Selok

24,04.2025 ~ UMK 2025

-

Ates odagi belirlenememis
antibiyotik siuresini belil.

Duration of antibacterial treatment
Empirical antibiotics can be discontinued after 72 h or
more of intravenous administration in patients who have
been hemodynamically stable since presentation and have
g - - been afebrile for 48 h or more, irrespective of their neu-
rehber On erl l erl n e uyu lma « trophil count or expected duration of neutropenia BIL The
patient should be kept hospitalized under close observa-
tion for at least a further 24-48 b if the patient is still neu-
tropenic. when antibiotic therapy is stopped, If fever
recurs, antibiotics should be re-started urgently, after
obtaining blood cultures and clinical evaluation. Centers
that give prophylactic antibacterial agents should consider
renewing this regimen upon discontinuation of the empir-
ical therapy if the patient is still neutropenic CIIL
Duration of antibacterial-targeted treatment in MDI
with or without bacteremia is described in the companion
2 I manuscript in this issue of the Journal’
o L4 -l

Oneriler icin kanitlar:

= = Y
ECIL4 guidelines: empirical antibactenal therapy

Table 4. De-escalation approach: ECIL-4 guidelines for indications of
Initial specific regimens.

regimen

1. Serioushy-ill patients e.g. presentation with septic shock Bl
o
2. Known colonization or previous infection with BIE
a. ESBL-producing Enterobacteriacens
b. Gram-negatives resistant to namousr-spectrum [$-lactams
or

3. Centers with a high prevalence of infections due to ESBL-producers
at the onset of febrile neutropenia BIII

Showld also prompt infection control revieu

Situations in which combination with an aminogiycoside is indicated



Kanitlarin Sinirliliklara

* Cogu veri 1mmunokompetan hastalardan.

* BBH hastalari iceren calismalar kucuk orneklemli,
metodolojik sinirli.

* SHORTEN-2, OPTIMISE, BALANCE calismalari GNB 7 ve 14
gun

* Ancak BBH dislanmis — kalitell kanit eksikligi suruyor

* Kritik hastalari, BBH gruplari ve MDR-GNB
enfeksiyonlari kapsayan yuksek kalitell prospektif
calismalara ihtiyac var.



e-Table 2: Details on immune status

e-Table 2: details on immune status

Overall, ) Long treatment Short treatment Ip-value:

N = 350" D21 days, N = 337'[7-10 days, N = 213’

Immunosuppression M 80 (24%) 52(24%) 0.9
Steroids > 20 mg/day for at least 4 weeks |26 (4.7%) 13 (3.9%) 13 (6.1%) 0.2
or recent high dose steroids

EUROBACT-2 Calismas

Chemotherapy / radiotherapy within 6

2 50(9.1%) 37 (11%) 13 (6.1%) 0.053
months
¢ Organ transplont 12 (2.2%) 5(1.5%) 743.3%) 0.2
e 2600 bak hast
yvogun bakim hastaszi, o G V) T T T W

0.9

HA B S I t . l Other immunosuppression I8 (3.3%) 11 {3.3%) 7(3.3%) >
a. n l S l l e Targeted Cancer Therupy (ongomng) 8 (1.5%) 6 (1.8%) 2(0.9%) 0.5

Solid tumounrs

Solid tumours (active only ) (no

\ 52(9.5%) 32 (9.5%) 20 (9.4%) =09
melastasis)
Solid tumours (Proven metastasis) 20(5.3%) 19(5.6%) 10 (4.7%) 0.6

n
o 5 5 O h t k / t d Solid rumours - head and Neck 13(2.4%) 8(2.4%) 5(2.3%) =().9
a S a l S a u Z u n e av l Solid tumours - lung 10 (1.8%) R(2.4%) 2(0.9%) 0.3

n n
Solid tumours - gastro-intestinal 35(6.4%) 22 {6.5%) 13 (6.1%) 0.8
k a r § l l a § t l rma S l l g l n u ygu n Solid tumours - gynaccological 3 (0.5%) 0(0%) 3(1.4%) 0.038

Solid tumours - breast 4(0.7%) 1(0.3%) 3(1.4%) 0.3
Solid tumours - prostate 41(0.7%) 3(0,9%) 1(0.5%) =0.9
Solid Tumour, other 13(2.4%) 9(2.7%) 4(1.9%) 0.6

Hacmatological malignancy (Leukacmia or| (4.99%) 20 (5.9%) 7(3.3%) 02
ra . () . o " F {3 " -

* Dislananlar: kontrolsuz mptiome) — — 1

Acute lymphocytic leuknemia

O d a k s S e p S i S p r O g r e S y O n u ’ Acute myeloid leukaenia 4 (0. 7%} 4(1,2%) 0 (07%) 0.2

. . Chromic Lymphocytic Leukaema 0 (0%%) O (0%%) 0 (%)

e r k e n O l um Chronic Myelogenous Leukaemia 0(0%) 0 (0%) 0 (%)
Non-Hodgkin lymphoma 9 (1.6%) 7(2.1%) 2(0.9%) 0.5
Hodgkin lymphoma 1 (0.2%) 1(0.3%) 0(0%) >0.9
Other Hacmatological malignancy 12(2.2%) 7(2.1%) 5(2.3%) =0.9

' Median (HQR): n (%) Wilcoxon rank sum test: Pearson’s Chi-squared test: Fisher’s exact test

) T e d av i S -L:l r e S j_ : K l S a ( 7 - 1 O AIDS: Acquired Immune Deficiency Syndrome ; HIV: human immunodeficiency virus
gun) vs. Uzun (14-21 gun)

ODERIN 26



Table 2 Outcomes

Overall,
N=550'
Treatment failure at d28

Primary outcome
Treatment failure
Secondary outcomes
Day 28 death
Persisting infection
Persisting HA-BSI
HA-endocarditis
Subsequent infection*
Subsequent BSI after d10
BSI with a new ESKAPE pathogen**
Candidemia
Other outcomes
Day-28 status
Alive in ICU
Alive in hospital
Death in ICU
Death In hospital
Discharged from the hospital

Time from HA-BSI diagnosis (day:

To ICU discharge
To hospital discharge
To death

191 (35%)

108 (20%)
28 (5.1%)

26 (4.7%)
2 (0.4%)
115 {219%)
67 (58%)
60 (52%)
11 {9.6%)

Discussion

Using a larg
showed that
critically ill

significant ber
19.0(15.0, 22.0)

Death at d28
Persistent infection
Subsequent infectious complications

Sub-analyses
Catheter infections (N= 136)

Treatment failure at d28

0.64 (0.44-0.93)
0.92 (0.59-1.43)
0.47 (0.17-1.14)
0.58 (0.37-0.91)

0.63 (0.28-1.34)
067 (0 44-103)

Without catheter i i )
Immunosuppression (N=132)

1.01 (0.48-2.16)

Without immunosuppression (N=418)
S. aureus HA-BS| (N=55)

Without S. aureus HA-BSI (N=495)
Increased d7 SOFA score (N=196)
Decreased d7 SOFA score (N=354)
MDR microorganisms (N=196)
Susceptible microorganisms (N=354)
Hemodynamically stable (N=288)
Septic shock (N=262)

HA-8SI hospital-acquired bloodstream infection, HA-endocarditis hospital-acquire:

' Median (IQR); n (%)’ Wilcoxon rank sum test; Pearson’s Chi-squared test; Fisher's
*Only information about subsequent blood cultures were available without any ir

infection)

0.51 (0.33-0.79)
1.2 (0.26-5.09)
0.57 (0.38-0.85)
0.9 (0.47-1.72)
0.39 (0.23-0.65)
0.48 (0.23-0.98)
0.44 (0.19-1)
0.65 (0.37-1.13)
0.5 (0.29-0.86)

**New ESKAPE pathogens: Enterococcus faecium, Staphylococcus aureus, Kiebsiella- pneumoniae, Acinetobacter baumannii, Pseudomonas aeruginosa, and
Enterobacter spp that were not the cause of the index BSI
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Fig. 2 Forest plot of the primary, secondary outcomes (IPTW population of 550 patients) and sub-analyses in various subgroups according to the
source of infection, the immunosuppression status, the responsible microorganism and its antimicrobial susceptibility, the SOFA score evolution at
Day 7 and the initial hemodynamical status. D28 Day 28, d7 Day 7, MDR multi-drug resistant
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Baslangic
degerlendirmesi
ve stabilizasyon

Hedefe yonelik
tedavi ve de-
eskalasyon

olarak 1yilesti

Patojen secilen antibiyotige
tamamen duyarli

Yeterli kaynak kontrolu
saglandi

Devam eden veya ciddi ndtropeni

komplike enfeksiyon bdlgesi
Sinirli tedavi seceneklerine
sahip MDR patojen

I1k tedaviden sonra devam eden
ates veya pozitif kan
kiltirleri

Yavas klinik yanit ile birlikte
derin veya uzun sureli

ODERIN

Kisa siureli
tedavi (7-10
gun)

Uzun sureli
tedavi ( 210-14
gun)
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