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Intraabdominal Infeksiyonlar

Tanimlar ve siniflandirmalar
— Komplike ve ankomplike Al

— Nedenler ve etken mikroorganizmalar

Tedavi bilesenleri: Kaynak kontrolli + Antimikrobiyaller
Antimikrobiyal tedavi ilkeleri

Antimikrobiyal tedavi secenekleri

Antimikrobiyal tedavi suresi

Tedavi basarisizliginin degerlendirilmesi

Tanida goruntuleme ve mikrobiyolojik tetkiklerin roll



Intraabdominal Infeksiyonlar

Biliyer sistem enfeksiyonlar (Kolesistit, kolanijit)
Karaciger apseleri

Pankreas enfeksiyonlari

Dalak apseleri

Apandisit

Divertikdulit, tiflit

Salpenijit

Peritonitler
— Primer / Sekonder / Tersiyer

Intraperitoneal Apseler

Levison and Bush, Mandell, Douglas, Bennett’s PPID, 2026



Komplike Olmayan IAE

* Tek bir organ
— Organ butunliginde anatomik bozulma yok
— Intramural inflamasyon

e Siddeti dusuk
* Uygun tedavi edilmezse komplike olur

— Akut apendisit
— Akut kolesistit



Toplum Kokenli IAE

* GIS ve ekleri peritona perfore olabilir
— Mide-duodenum perforasyonlari
— Ince-kalin barsak perforasyonlari

ke apendisit

— Komp
ke divertikulit

— Komp

ke kolesistit

— Komp



Komplike IAE

* Lumenli organdan peritona yayillim
— Lokalize peritonit (intraabdominal apse)
— Diffliz peritonit

* Morbidite
e Mortalite



Komplike |IAE

* Yogun bakimlarda ikinci 6lim nedeni
* Erken tanimada glcluk




Anatomik Yayilim

Intraabdominal Infeksiyonlar

* Komplikasyonsuz IAl
— Infeksiyon gelistigi organda sinirh kalmis
— Perfore olmamis apandisit veya kolesistit

* Komplike IAI
— Infeksiyon koken aldigi organin disina yayilmis
— Lokalize peritonit
— Diffuz peritonit

— Apse gelisimi Sartelli World J Emergency Surg 2017;12:29
Blot Drugs 2005;65:1611
Lopez W J Emerg Surg 2011



Infeksiyonun Gelistigi Ortam

Intraabdominal Infeksiyonlar

* Toplumda Edinilmis
— Primer Peritonit
— Sekonder peritonit (spontan, posttravmatik)

e Saglik Hizmetleri ile iliskili
— Kontind Ambulatuvar Peritoneal Diyaliz (KAPD)
— Sekonder peritonit (Postoperatif)
— Tersiyer Peritonit

° Rekurren/Per5|stan EnfekSlVOf\ Sartelli World J Emergency Surg 2017;12:29

Blot Drugs 2005;65:1611
Lopez W J Emerg Surg 2011



Fizyopatoloji

* Mikroorganizmalarin periton bosluguna
ulasmasina imkan veren bir odak varlig

1. Lokalize

2. Diffliz peritonit

— Sistemik inflamatuvar cevap




Intraabdominal Enfeksiyon Fizyopatolojisi

Az miktarda ise

M|kr0b|ya| kontaminasyon — |y||e§me

Makrofaj fagositozu

Yogunsa, Transdiafragmatik lenfatik absorbsiyon
ve IL-1 Omentum
Hb, baryum TNF
fiber, safra IL-6 Apse

nekrotik doku

Eksuda

Fibrin tuzagi
Lokal peritonit 6

Diffuz peritonit

v

Septik sok

Cerrahi infeksiyonlar ve konak faktérii. Agalar F, Cakmakgi M. in: intraabdominal infeksiyonlar kitabi.
Eds: Arman D, Agalar F. Bilimsel tip Yayinevi, Ankara, 2009



Intraabdominal Enfeksiyon Sebepleri

132 hastaneden 4553 hasta degerlendirilmis

Source of infection

Number (%)

Appendicitis
Cholecystitis

Post-operative

Colonic non-diverticular perforation

Gastro-duodenal perforations

Diverticulitis

Small bowel perforation
Others

PID

Post traumatic perforation

Total

1553 (34.2)
837 (18.5)

387 (8.5)
269 (5.9)
498 (11)
234 (5.2)
243 (5.4)
348 (7.7)
50 (1.1)

114 (2.5)

4553 (100)

Sartelli , WISS Study, World J Emerg Surg 2015



Peritonit Etkeni Olan Kaynak Organ
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Sekonder Peritonitte Mortalite

u Kirschner 1926
i Meakins 1984
. Christou 1993
w Pacelli1996

« Freiburg 1996



Etken Mikroorganizmalar

e Hastanin kendi florasindan kaynaklanir
* Polimikrobiyal
* Antibiyotik direnci az

191

Solomkin CID 2010;50:133
Swenson Surg Infect (Larchmt) 2009;10:29



GIS Mikroorganizma Icerigi

Mide 103
Prok ince barsak 104-10°
Distal ince barsak 10°

Kolon 1013




Gastrointestinal Sistem Florasi

Proksimal ileum ve Ustu

Gram negatif faklltatif
mikroorganizmalar

Laktobasiller

Streptokoklar

e F. coli

Kolon

Anaeroplar (%70) 101t/ml
o B. fragilis

e Enterokoklar

ileum
Enterokoklar
E. coli

B. fragilis




Flora ve Enfeksiyon
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W Enfeksiyon
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|AE Etkenleri

900 IAE

Patojen

w Patojen
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Etken Mikroorganizmalar

« Kaynak: Ince bagirsak mi? Kolon mu?

Solomkin CID 2010;50:133
Swenson Surg Infect (Larchmt) 2009;10:29



Etken Mikroorganizmalar

« Kaynak: Ince bagirsak mi? Kolon mu?

e Ust GIS mi? Alt GIS mi?

Solomkin CID 2010;50:133
Swenson Surg Infect (Larchmt) 2009;10:29



IAl Mikrobiyoloijisi

Polimikrobiyal

Stone Arch Surg 1983;118:193
Solomkin CID 2010;50:133
Swenson Surg Infect (Larchmt) 2009;10:29



IAl Sepsis Mikrobiyolojisi

Bacteriology of intra-abdominal sepsis

Cases studied 759
Bacteriology Number of isolates (%)
Aerobes anly 132(17)
Anaerobes only 7(1)
Bacterial isolates Number of isolates”
Aerobes 1256
Escherichia coll 306
Pseudomonaos oeruginosa 121
Klebsiella 119
Other gram-negative bacilli 270
Enterococcus 277
Staphylococcus aureus 1
Other gram-positive cocci 62
Anaerobes 1187

Bacteroides species

Bacteroides fragilis

Clostridium species 306
Peptostreptococcus 220
Fusobacterium 35

Miscellaneous 116

* Numbers of isolates are greater than numbers of cases since the majority of cases had more than 1 microorganism isolated.

Stone Arch Surg 1983;118:193



Komplike Intraabdominal Enfeksiyonlarda
Sik Saptanan Patojenler

Escherichiacoll | 713 ]| |Bacteroides Iragilis

Klebsiella spp 14.3 Diger .Bgcteroides

Pseudomonas aeruginosa 14.1 Clostridia spp 29.2
Proteus spp 5 2 Prevotella spp 12.0
Enterobacter spp 51 Peptostrept_ococcus spp 16.7
other gram-negatifler 12.3 Fusobacterium spp 8.6

Eubacterium spp 16.5

= Diger 19.4
Enterococcus faecalis 11.6 ,

Enterococcus faecium 34 Intra-abdominal infeksiyonu olan 702
Enterococcus spp 7.8 hastada saptanan etken bakteriler
Staphylococcus aureus 3.5

Solomkin J et al: Intra-abdominal infections. In: Schwartz Sl, Shires GT, Spencer FC, et al: Principles of Surgery, 7" ed. New York: McGraw-Hill
Book Co., 1999:1541-42.



Al Tedavisi

* Dogru antibiyotik secimi
+

* Basarili bir kaynak kontrolu!

Reitz KM et al. JAMA Surg 2022;157:817
Solomkin Clin Infect Dis 2010;50:133



Al Tedavisi

* Dogru antibiyotik secimi
+
* Basari bir kaynak kontrolu!

— Anatomik rtptdr tamiri
— Enfekte nekrotik dokularin debridmani
— Apse drenaji

«En kiymetli tedavi bileseni»

e Hayat kurtaran uygulamal

Reitz KM et al. JAMA Surg 2022;157:817
Solomkin Clin Infect Dis 2010;50:133



Research

JAMA Surgery | Original Investigation
Association Between Time to Source Control in Sepsis
and 90-Day Mortality

Katherine M. Reitz, MD, MSc; Jason Kennedy, MS; Shimena R. Li, MD; Robert Handzel, MD;
Daniel A. Tonetti, MD, MSc; Matthew D. Neal, MD; Brian S. Zuckerbraun, MD; Daniel E. Hall, MD, MDiv, MHSc;
Jason L. Sperry, MD, MPH; Derek C. Angus, MD, MPH; Edith Tzeng, MD; Christopher W. Seymour, MD, MSc

Figure 1. Time to Source Control in Community-Acquired Sepsis
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Cumulative distribution frequency graph of time to source control overall (A) and by anatomic category (B). The dashed line indicates the 6-hour time point
delineating early and late source control. Gl indicates gastrointestinal.

Reitz KM et al. JAMA Surg 2022;157:817



Research

JAMA Surgery | Original Investigation
Association Between Time to Source Control in Sepsis

and 90-Day Mortality

Figure 4. Observed and Adjusted Risk of 90-Day Mortality Among the Most Common Interventions (n = 3309)

| A | Most common interventions (n=3309) B | Exploratory laparotomy? (n=680)
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Toplum kokenli sepsiste 6 saat icinde kaynak kontroliinin
saglanmasi 90 gunde duzeltilmis mortaliteyi anlamli azaltiyor!

Reitz KM et al. JAMA Surg 2022;157:817



Critical Care Medicine <
April 2026 « Volume 54 « Number 4 » Pages XX-XX Ly '

Surviving Sepsis Campaign: International
Guidelines for Management of Sepsis and
Septic Shock 2026

epsis, life-threatening acute organ dysfunction due to infection (1), is  Hallie C. Prescott , MD, MSc'*
a global health priority (2, 3) with approximately 49 million cases and  Massimo Antonelii -, MD*

13 million sepsis-related deaths each year (4-6). Beyond being acutely =~ Waleed Alhazzani, MD, MSc, FRCPC*
Morten Hytander Meller, MD, PhD**

Fayez Alshamsi, MBBS'"
Luciano C. P. Azevedo, MD, PhD"'
Emilie Belley-Cote, MD, PhD"'21%

deadly, sepsis contributes to new and worsened physical, cognitive, and mental
health problems in many survivors (7, 8). Early identification and treatment are
critical to improving outcomes.

Tha Qurvivine Sencie Camnaion (QQ) anidalinece ars intandad ta connaret #li

23. Sepsis veya septik soku olan eriskinlerde, acil kaynak kontrolu
gerektiren spesifik anatomik tanilar veya infeksiyon kaynaklari
acisindan hizl bir degerlendirme yapilmahdir.

24. Sepsis veya septik sok geciren ve kaynak kontroll gerektiren belirli
bir anatomik tani veya enfeksiyon kaynagi saptanan eriskinlerde, ideal
olarak, tanisindan sonraki 6 saat icinde, erken kaynak kontrolinu
“Oneriyoruz” (gec kaynak kontrolil yerine).

Prescott HC et al. Crit Care Med 2026;157:817



Kaynak Kontroliiniin Onemi

* |Al tedavisinde basarisizlik: kaynak kontroli
saglanamayan hastalarda sik

* Mikrobiyolojik/patolojik tani sansi
— Aerop, anaeop bakteri ve mantar kaltarleri
— Gram boya onerilir

* Polimikrobiyal etkenler Greme sirasinda diger etkenlerin Gremesini
baskilayabilir, Gram boya bu konuda bilgi verir

— Dogrudan kan kulturd sisesine ekim

Baron EJ ASM Recommend Clin Infect Dis 2013;57:e22
Solomkin Clin Infect Dis 2010;50:133
Simor AE Diagn Microbiol Infect Dis 2000;37:5



|IAl'de Antimikrobiyal Tedavi

e Ne zaman? * En erken zamanda
e Ampirik

— Kritik hastada kan, idrar kulttr 6rnekleri alindiktan hemen sonra

— Hasta kritik degilse enfeksiyon odagindan kulttr almak icin
tedavi kisa stire ertelenebilir

Prescott HC et al. Crit Care Med 2026;157:817
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epsis, life-threatening acute organ dysfunction due to infection (1), is  Hallie C. Prescott , MD, MSc'*
a global health priority (2, 3) with approximately 49 million cases and  Massimo Antonelii -, MD*
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deadly, sepsis contributes to new and worsened physical, cognitive, and mental
health problems in many survivors (7, 8). Early identification and treatment are
critical to improving outcomes.

Tha Qurvivine Sencie Camnaion () anidalinec ars intandsd ta cannaet clic

18. Olasi veya kesin septik sok tanisi konulan eriskinlerde
antimikrobiyal tedavinin ideal olarak taninin konulmasindan sonraki
1 saat icinde, derhal uygulanmasini “6neriyoruz”. (Glgclli oneri)

17. Olasi veya kesin sepsis tanisi olan ancak soku bulunmayan
eriskinlerde antimikrobiyal tedavinin ideal olarak taninin
konulmasindan sonraki 1 saat icinde, derhal uygulanmasini
“Oneriyoruz”. (Gucli oneri)

Prescott HC et al. Crit Care Med 2026;157:817
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13 million sepsis-related deaths each year (4-6). Beyond being acutely ~— Waleed Alhazzani, MD, MSc, FRCPC*
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health problems in many survivors (7, 8). Early identification and treatment are ~ Fayez Alshamsi, MBBS™
Luciano C. P. Azevedo, MD, PhD""

meitical ta lenmnmenving atas

18. Olasi sepsiste infeksiyon varligini ortaya koymak icin hizli
incelemeler yapilmasi icin sinirli stire, 3 saat icinde (GUlicli 6neri)

19. Olasi septik soku olan eriskinlerde infeksiyon ile infeksiyon disi
nedenlerin ayirt edilmesi icin hizli inceleme yapilmasi (IKU énerisi)

20. Sok tablosu olmayan hastalarda infeksiyon stiphesi disuk ise
antibiyotik verilmemesini bu esnada hastanin ¢cok yakin takip
edilmesini dneriyoruz. (Kosullu 6neri)

Prescott HC et al. Crit Care Med 2026;157:817



Ampirik 1Al Tedavisi

Altta yatan patoloji * Escherichia coli
* Apandisit * Klebsiella tirleri
* Divertikdlit * Proteus turleri

e Kolon kanseri . :
e Enterobacter turleri

* nflamatuvar bagirsak hast

* Gecirilmis kolon cerrahisi * Streptococcus tirleri

e Enterococcus turleri

* Anaeroplar

Kolon florasinda 400 ttr varken saptanan patojen 4-6 adet!

Solomkin CID 2010;50:133
Swenson Surg Infect (Larchmt) 2009;10:29
Stone Arch Surg 1983;118:193



IAl Sepsis Mikrobiyolojisi

Erken donem e Gecdodnem
e Koliform bakteri sepsisi * Anaeroplar
* Apse olusumu

N

Ust GIS
* Gram negatif aeroplar
* Anaeroplar

e Candida albicans
— Candida turleri

S &

.,
B -'-».'-. 4

Solomkin Clin Infect Dis 2010;50:133
Swenson Surg Infect (Larchmt) 2009;10:29
Stone Arch Surg 1983;118:193




|IAl Antimikrobiyal Tedavi llkeleri

Genis Spektrum icin Risk Faktorleri
* Mortalite artisi ile iliskili (hastaya ait) faktorler

* Antibiyotik direncli bakterilerle enfeksiyon ile iliskili faktorler

. . Solomkin Clin Infect Dis 2010;50:133
IDSA Guideline 2024 APACHE Kullan Woerther Clin Mic Rev 2013;26:744

SIS Guidelines Huston ve ark. : APACHE Il > 10 Sartelli Antibiotics 2025,14:1127



|IAl Antimikrobiyal Tedavi llkeleri

Genis Spektrum Icin Risk Faktérleri
* Mortalite artisi ile iliskili (hastaya ait) faktorler
— Yas > 70
— Komorbidite: KBY, KKc Hast, malignite, kr malnutrisyon

— Immunsupresyon: Kotii kontrollii DM, Kr yiiksek doz kortikosteroid,
immunsupresif ajanlar, notropeni, ileri HIV inf, B veya T |6kosit
eksiklgi

— Sepsis (siddetli inf)
— Genis alan tutulumu/yaygin peritonit
— Kaynak kontrolu icin 24 saati asan gecikme
— Yetersiz debridman/kaynak kontroli
* Antibiyotige direncli bakterilerle enfeksiyon ile iliskili faktorler

. . Solomkin Clin Infect Dis 2010;50:133
IDSA Guideline 2024 APACHE Kullan Woerther Clin Mic Rev 2013:26:744

SIS Guidelines Huston ve ark. : APACHE Il > 10 Sartelli Antibiotics 2025 14:1127



|IAl Antimikrobiyal Tedavi llkeleri

Genis Spektrum Icin Risk Faktérleri
* Mortalite artisi ile iliskili (hastaya ait) faktorler

* Antibiyotige direncli bakterilerle enfeksiyon ile iliskili faktorler
— Saglik hizmetiyle iliskili enfeksiyon
— Son birkag¢ hafta icinde yuksek diren¢ orani saptanan bolgeye seyahat
 Dogu Asya, Orta Dogu, Afrika, 6zellikle Gliiney Dogu Asya
— Direncli mikroorganizma ile kolonizasyon varligi
IDSA Guideline 2024 APACHE Kullan Solomkin Clin Infect Dis 2010;50:133

i ) Woerther Clin Mic Rev 2013;26:744
SIS Guidelines Huston ve ark. : APACHE Il > 10 Sartelli Antibiotics 2025,14:1127



|IAl Antimikrobiyal Tedavi llkeleri

 Dusuk Riskli Toplum Kékenli Infeksiyonlar

* Piperasilin-Tazobaktam  4x3,375g IV
* Ertapenem 1x1glIV

Sefazolin 3x1-2g IV

Sefuroksim 3x1,5g IV

Seftriakson 2x1 gV

Siprofloksasin 2x400 mg 1V/ 2x500 mg PO
Levofloksasin 1x750 mg IV /PO

+ Metronidazol
3x500 mg IV/PO

Lokal antibiyotik direnci < %10

Huston SISG 2024 Update Surg Infect (Larchmt) 2024;25:419
Sartelli Antibiotics 2025,14:1127



|IAl Antimikrobiyal Tedavi llkeleri

» Antipsodomonal ve antifungal kapsam gerekli degil!
[ » Enterokoklar 6zellikle kapsam gerektirmez; kan ve

» Tigesiklin Mortalite artisi
» Sefoksitin ve florokinolonlara (moksifloksasin) karsi

Bacteroides turleri ve Enterobacterales’te DIRENC

’0
sorunu

» Sefazolin 6nermiyor-Veri yetersiz

Huston SISG 2024 Update Surg Infect (Larchmt) 2024;25:419

Lokal antibiyotik direnci < %10 Sartelli Antibiotics 2025,14:1127



Med Sci Monit 16(5):CR246-51 (2010)

ANTIBIOTIC RESISTANCE IN COMMUNITY-ACQUIRED URINARY TRACT
INFECTIONS: PREVALENCE AND RISK FACTORS.

Behice Kurtaran, Aslihan Candevir, Yesim Tasova, Filiz Kibar, Ayse Seza Inal, Suheyla
Komur and Hasan Salih Zeki Aksu

Department of Infectious Diseases, Faculty of Medicine, Cukurova University, Adana,
Turkey

Abstract

BACKGROUND: This study aimed to i1dentify the agents causing community-acquired
urinary tract infections (CAUTIs) and their resistance patterns and to investigate risk factors
for ESBL production. MATERIAL/METHODS: Patients diagnosed at the Department of
Infectious Diseases i the Cukurova University School of Medicine Hospital with CAUTI
between January 2006 and April 2007 were included prospectively. Patient data were
recorded and the microorganisms and their sensitivity patterns were evaluated by the
university's central microbiology laboratory. RESULTS: A total 146 patients with CAUTIs,
109 women and 37 men (mean age: 50.9+/-18.44 years). were mcluded in the study. The most
common infectious agents were Escherichia coli (76.9%0). Klebsiella pneumoniae (9.2%).
Proteus muirabilis (4.1%0), and Enterococcus spp. (1.6%0). The ciprofloxacin resistance rate for
E. coli was 35% and resistance to TMP-SMZ 43%. whereas amikacin resistance was
substantially low (3%0). Four of 12 K. pneumoniae strains were resistant to ciprofloxacin and
2 to TMP-SMZ. Resistance to amikacin was not found in the K. pneumoniae strains. ESBL
production was 1dentified in 25 of the 112 E. coli and K. pneumoniae strains. A history of a
UTI within the last 6 months (p=0.029) and a history of frequent UTI (p=0.028) were found to
be significant risk factors for ESBL production by univariate analysis. The only independent
risk factor was a history of urinary system infection in the past 6 months (p=0.025) according
to multivariate regression analysis. CONCLUSIONS: These high resistance rates to
antimicrobials and particularly the extremely high rate of ESBL production in CAUTTI should
be carefully considered.
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ORIGINAL ARTICLE

Colonization and Resistance Patterns of Gram-Positive and
Gram-Negative Bacteria in Patients Had No
Recent History of Hospitalization

Behice Kurtaran, MDD, * Yesim Tasova, MDD, * Filiz Kibar, MD, 7 Aslihian Candevir, MDD, *
Giilsah Sevdaoglu, MD, & Ozay Akvildiz, MD.* Ayse Seza Inal, MD,* and Hasan Salih Zeki Aksu, MD*

Objectives: The aims of this study were to evaluate colonization with
resistant gram-positive and gram-negative microorganisms and the
results of antibiotic susceptibility of patients who had no history of
hospitalization at least within the last 3 months and also to evaluate
the risk factors of antibiotic resistance in bacterial isolates.

Methods: A cross-sectional study was designed in a university hos-
pital. Patients admitted to hospital between January 1, and December 31,
2008, was included in the study. A total of €53 isolates of nasal and rectal
swab cultures were obtained from 248 patients. Risk factors and demo-
graphic data were determined with a prospective surveillance. Logistic
regression models were performed to evaluate the independent risk
factors for resistance.

Results: MRSA rate in Staphilococcus aurens was 3.9%, and methi-
cillin resistance rate in coagulase-negative staphylococci was 60.6%.
Extended-spectrum [B-lactamase (ESBL) production rate of Escherichia
coli and Klebsiella pneumoniae isolates was 15%, quinolone resistance
rate in Enterobactericeae was 20.7%. and vancomycin resistance rate
in Enterococcus species was 10.8%. Univariate analyses were shown
that antibiotic use was found to be risk factors associated with the re-
covery of a resistant organism for ESBL production (odds ratio [OR],
6.2; 95% confidence interval [CI], 2.8-13.8), quinolone (OR, 3.5; 95%
CI, 1.9-6.6), and methicillin resistance (OR, 3.3: 95% CL 1.7-6.2).
In multivariate analysis. independent risk factors associated with the
recovery of a resistant organism were found to be use of antibiotics.
Previous hospitalization was also found to be an independent risk factor
for methicillin resistance (OR, 2.4: 95% CI, 1.2—4.6).

Conclusions: Resistance rates of isolates were found to be high. An
especially high rate of quinolone resistance and production of ESBL
in colonized Enrerobacrteriacea species and vancomycin resistance in
colonized Enterococcus species in community are starting to attract
attention.

Key Words: community, resistant bacteria. risk factor

(Infect Dis Clin Prace 2010:00: 00-—-00)

pathogen invades, in many cases, colonization without signs and
symptoms of infection takes place before infection occurs.

Nowadays, multiresistant bacteria have become an in-
creasing problem in both hospitals and the community. Notable
problem between gram-positive pathogens are methicillin-
resistant Stapinidococcus aurews, coagulase-negative staphvlococci
(CINS), glvcopeptide-resistant enterococci, and penicillin-resistant
Strepitococcus preumoniae. Like quinolone, resistance in En-
lerobacteriacea and extended-spectrum B-lactamase (ESBL)
production in Escherichia coli and Klebsiella preuwmoniae
between gram-negative pathogens are also problem for man-
agement infections in all settings. Numerous studies have
documented the relationship between antibiotic use and the
emergence of antibiotic resistance. particularly in E. coli.'-?
Howewver, a few studies have assessed the impact of hospital
stay and antibiotic use on gastrointestinal colonization with
resistant Ernterobacteriaceae.

Howewer, the precise epidemioclogy and frequency of each
drug-resistant pathogen depend on geographical location, the
patient group involved, and previous antibiotic use. Active
measures need to be taken to reduce the spread of these patho-
gens and thus preserve the efficacy of awvailable antibioties.”
Because of difficulty of epidemiological studies, evaluation of
the patients who administrated to the hospitals and had no recent
history of hospitalization may reflect situation of the community
and community-acquired infections. The aims of this study
were to evaluate colonization with resistant gram-positive and
gram-negative microorganisms and the results of antibiotic
susceptibility of patients who had no history of hospitalization
within the last 3 months and also to evaluate the risk factors of
antibiotic resistance in bacterial isolates.

MATERIALS AND METHODS

Patiarmmt RPoamiil aficam



ORIGINAL ARTICLE

Colonization and Resistance Patterns of Gram-Positive and

Gram-Negative Bacteria in Patients Had No
Recent History of Hospitalization
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*GSBL (+) E.coli ve K.pneumoniae fekal kolonizasyonu
*E.coli %15.2
*K.pneumoniae %12.5

*Enterobacteriacea’da GSBL icin risk faktoru;
*Son 1 ayda antibiyotik kullanimi

iR eKinolon direnci %20

Key Words: community, resistant bacteria. risk factor MATERIALS AND METHODS
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A Multinational Survey of Risk Factors for Infection
with Extended-Spectrum (B-Lactamase—Producing
Enterobacteriaceae in Nonhospitalized Patients

Ronen Ben-Ami,' Jesis Rodriguez-Baiio,’ Hande Arslan,” Johann D. D. Pitout,® Claudine Quentin,’ Esther S. Calbo,’

Ozlem K. Azap,” Corinne Arpin,® Alvaro Pascual,® David M. Livermore,’ Javier Garau,® and Yehuda Carmeli?

‘Infectious Diseases Unit and the Division of Epidemiology, Tel Aviv Medical Center, Tel Aviv, Israel; “Seccion de Enfermedades Infecciosas
and the ‘Servicio de Microbiologia, Hospital Universitario Virgen Macarena, Seville, and “Infectious Diseases Unit and “the Department

of Internal Medicine, Hospital Universitari Matua de Terrassa, Barcelona, Spain; "Department of Clinical Microbiology and Infectious Disease,
Baskent University Faculty of Medicine, Ankara, Turkey; “Pathology and Laboratory Medicine, University of Calgary, Calgary Laboratory
Services, Calgary, Alberta, Canada; “Laboratoire de Microbiologie-CNRS-UMR 5234, Université de Bordeaux, Bordeaux Cedex, France;
"“Antibiotic Resistance Monitoring and Reference Laboratory, Health Protection Agency Centre for Infections, London, United Kingdom

Background. Infections caused by extended-spectrum (3-lactamase (ESBL)—producing Enterobacteriaceae are
increasing in frequency and are associated with high mortality rates. Circulation of CTX-M—type ESBLs in the
community is of particular concern, because it may confound standard infection-control measures.

Methods. We analyzed the results of epidemiologic studies of infection caused by ESBL-producing Entero-
bacteriaceae in nonhospitalized patients from 6 centers in Europe, Asia, and North America. Risk factors for
infection with an ESBL-producing organism were identified by univariate and multivariate analyses.

Results. A total of 983 patient-specific isolates were reviewed (890 [90.5%] of which were Escherichia coli, 68
[6.9%] of which were Klebsiella species, and 25 [2.5%] of which were Proteus mirabilis); 339 [34.5%] of the isolates
produced ESBLs. CTX-M types were the most frequent ESBLs (accounting for 65%). Rates of co-resistance to
ciprofloxacin among ESBL-producing isolates were high (>70%), but significant variation was seen among centers
with respect to rates of resistance to gentamicin, amoxicillin-clavulanate, and trimethoprim-sulfamethoxazole.
Similar risk factors for infection with an ESBL-producing organism were found in the different participating
centers. Significant risk factors, identified by multivariate analysis, were recent antibiotic use, residence in a long-
term care facility, recent hospitalization, age =65 years, and male sex (area under the receiver-operator characteristic
[ROC] curve, 0.80). However, 34% of ESBL-producing isolates (115 of 336 isolates) were obtained from patients
with no recent health care contact; the area under the ROC curve for the multivariate model for this group of
patients was only 0.70, which indicated poorer predictive value.

Conclusions. Community-acquired ESBL-producing Enterobacteriaceae are now prevalent worldwide, neces-
sitating international collaboration. Novel approaches are required to adequately address issues such as empirical

treatment for severe community-acquired infection and infection control.
40



A Multinational Survey of Risk Factors for Infection
with Extended-Spectrum (B-Lactamase—Producing

Enterobacteriaceae in Nonhospitalized Patients
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Cok merkezli
983 toplum kokenli Enterobacteriacea
%34.5 GSBL
CTX-M %65
GSBL'de kinolon direnci > %70
GSBL Uretenlerin %34’Ginde saglik bakimi iliskisi yok
Turkiye izolatlarinda digerlerinden daha ¢cok Amok-klav direnci

Ronen Bep-A

Ozleg
2

*GSBL uretimi igin risk faktorleri

*Yakin zamanda antibiyotik kullanma
*Sefalosporin

*Uzun sureli bakim evinde kalma
*Yakin zamanda hastaneye yatis
*65 yas ve Uzeri

*Erkek cinsiyet




IAl Sepsis Mikrobiyolojisi

* Pseudomonas aeruginosa
v Onceden antibiyotik * CID Enterobacterales
kullanimi * Enterokoklar ve VRE
* Acinetobacter tirleri
v Uzun slire hastanede yatis

* Candida albicans ve diger
v Uzun slire antibiyotik Candida ttirleri

v’ Postoperatif 1Al * Actinomycetes tirleri

Solomkin CID 2010;50:133
Huston SISG 2024 Update Surg Infect (Larchmt) 2024;25:419
Sartelli Antibiotics 2025,14:1127



|IAl Antimikrobiyal Tedavi llkeleri

* Yiksek Riskli Toplum Kékenli Infeksiyonlar

Piperasilin-Tazobaktam 4x4,5glV
Meropenem 1x1glV
Imipenem-silastatin 4x500 mg IV
Doripenem 3x500 mg IV

Sefepim 3x2 gV
Seftazidim 3x2 gV + Metronidazol

3x500 mg IV/PO

Vankomisin + Aztreonam

Huston SISG 2024 Update Surg Infect (Larchmt) 2024;25:419
Sartelli Antibiotics 2025,14:1127



|IAl Antimikrobiyal Tedavi llkeleri

Yiksek Riskli Toplum/Saghk Hizmeti Iliskili Infeksiyonlar

Piperasilin-Tazobaktam 4x4,5 g IV
Meropenem Ix1glV
Imipenem-silastatin 4x500 mg IV
Doripenem 3x500 mg IV

Sefepim
Seftazidim

Vankomisin + Aztreonam
+ Metronidazol
Seftolozan Tazobaktam

Seftazidim Avibaktam 3x500 mg IV/PO

Imipenem-silastatin-relebaktam
Biapenem

Huston SISG 2024 Update Surg Infect (Larchmt) 2024;25:419
Sartelli Antibiotics 2025,14:1127



|IAl Antimikrobiyal Tedavi llkeleri

* Yuksek Riskli Toplum/Saglik Hizmeti iliskili Infeksiyonlarda
Ampirik tedavi icin notlar:

e Sefalosporin bazli tedavide Enterokoklari kapsamak icin Ampisilin veya
Vankomisin eklenmesi uygun

* VRE icin genellikle ampirik kapsam gerekmez
* VRE Riski yuksek ise Linezolid veya Daptomisin

* VRE Ampisiline duyarhysa penisilin temelli tedavi (Amp, Pip-Tazo) veya
Imipenem yeterli

* VRE Riski Yiksek Hastalar: VRE ile kolonize, hepatobiliyer enf olan Kc TX

 MRSA icin Vankomisin eklenmesi onerilir

e SIS Guidelines Huston ve ark. : Aminoglikozid kullanilmamasini 6neriyor

Huston SISG 2024 Update Surg Infect (Larchmt) 2024;25:419
Sartelli Antibiotics 2025,14:1127




Antimikrobiyal Direnc¢ Varliginda Tedavi

Etkene Yonelik

Acinetobacter tlrleri  Karb direncli ise polimiksin/kolistin
— Sulbaktam 9g/giin ve Uzeri yiksek dozlar
— Tigesiklin alternatif

e Karbapeneme direncli Enterobacterales
Pseudomonas aeruginosa

 Kombinasyon (Anaeroplara yonelik +Metronidazol)
— Polimiksin/kolistin
— Fosfomisin
— Seftazidim Avibaktam veya Seftolozan-tazobaktam
— Imipenem-silastatin-relebaktam, meropenem vaborbaktam



Antifungal Tedavi

e Ust GIS perforasyonu
* Pankreatit cerrahisi geciren
* Yogun Candida kolonizasyonu gosterilmis

e Peritonitli hastada Periton mayiinde veya dokuda Gram boya
veya kultlr ile maya/Candida tespit edilenler

e Ekinokandin onerilir

* |lk secenek: Anidulafungin

* Flukonazol, eger diren¢ saptanmamissa kullanilabilir



Antibiyotik Tedavi Suresi

SIS Guidelines Huston ve ark. : Kisa sirmeli

* Dusuk riskli hastalarda ve kaynak kontrolt yapilan ytksek
hastalarda : 4 gun

* Yiksek riskli ve sepsisi olan hastalarda : 4 gtin

* Kaynak kontroli yapilmis yiksek riskli diabetes mellitus,
obezite ve siddetli hastaligi olanlarda : 4 giin

* Kaynak kontroll yeterli kritik hastalarda : 8 guin
e Kaynak kontroll degerlendirilmeli: Sepsis — 6 saat
Dusuk riskli — 12 saat



Tedavimiz Basarisiz mi?

* Kaynak kontroll yeterli degilse disinmeli!

* Ates
* Hipotansiyon
* Tasikardi

 Bulanti-kusma
* Organ disfonksiyonu
e Lokositoz

1. Yeniden goruntuleme

2. Diger infeksiyon odaklari: Pnémoni, dolasim infeksiyonu (Kateter iliskili
infeksiyon, endokardit, vs.), Uriner sistem inf.

3. C. difficile inf
4. Non-infeksiyoz nedenler: Trombofilebit, pankreatit, ila¢c reaksiyonu



Tani

1. Klinik tani
— Yas

— Fizyolojik bozulmalar

Knaus Chest 1991;100:1619

Le Gall JAMA 1993;270:2957
Lemeshow JAMA 1994;272:1049
Meyer J Trauma 1992;32:747

— Altta yatan hastaliklar

2. Yuksek riskli hastalarin belirlenmesi
— Tedavi basarisizligi olabilecek hastalar

Swenson Surg Infect (Larchmt) 2009;10:29



IAl Prognozunu Belirleyecek Faktorler

Yas

APACHE Il veya ASA

Kanser

Altta yatan hastalik

Erken gelisen sok

Organ yetmezligi

Peritonit kaynagi

Tedavide gecikme
Jeneralize peritonit varlig
Fekal veya plrulan peritonit

Kaynak kontrollintin yapilmamasi
— Enfeksiyon odaginin ortadan kaldirilmamasi



Ik Degerlendirme -Tani

e Oykii
* Fizik muayene All
 Laboratuvar tetkikleri

Solomkin CID 2010;50:133



Ik Degerlendirme-Tan

* Ani baslayan karin agrisi

* GIS disfonksiyonuna ait bulgular
— istah kaybi
— Bulanti
— Kusma
— Karinda gaz artisi + inatci kabizhk

— Ates
* 40-42°C
* Hipotermi + sok <& —> Ko6ti prognoz
— Uslime, titreme
— Susama
— idrar miktarinda azalma
— Gaz ve gaita cikaramama



Ik Degerlendirme-Tan

* Ani baslayan karin agrisi

* GIS disfonksiyonuna ait bulgular

Istah kayb

Bulanti

Kusma

Karinda gaz artisi + inatci kabizhk

Ates
o 40-42°C
* Hipotermi+ sok < —> Kot prognoz
Usiime, titreme
Susama
Idrar miktarinda azalma
Gaz ve gaita ¢ctkaramama

Fizik Muayene

Karinda hassasiyet

Defans

Rebound

Rijidite

Pneumoperitoneum: Kc matite kaybi
Bagirsak sesleri: Azalmis

ileri evre: Bagirsak sesi YOK
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Ik Degerlendirme-Tan

Ovyki
Fizik muayene

Laboratuvar tetkikleri

FM bulgulari zayif ise

— Bilin¢ bulanik

— Spinal kord hasari

— Imminsupresif (tedavi/hastalik)

All

IAE olabilir !

Solomkin CID 2010;50:133



Tani: Diffiiz Peritonit

Ovyki
FM bulgusu
KARAR: Operasyon

“Baska goruntuleme incelemelerine gerek

yoktur”

Solomkin CID 2010;50:133



Radyolojik Tetkikler

1. Direkt grafi
— Ayakta
— Yatarak
— Lateral

* Obtruksiyon bulgulari
* |skemi




Tanida Goruntuleme

Akut apandisit BT > MR

Kolanjit/Kolesistit USG > MRG/MRCP veya HIDA
— Gebe ise USG veya MRG

Divertikilit BT

— BT kullanilamiyor/kontrendike USG vera MR

— Gebe ise USG veya MRG

Intraabdominal apse BT

— USG veya MRG gerekmemeli
— Gebe ise USG veya MRG

Bonomo Clin Infect Dis 2024;79 (S3):5S81



Laboratuvar Testleri

CBC

Kan sekeri

BUN, Cr

ALT, AST, ALP

Elektrolitler, Bilirubinler
Amilaz, Lipaz, GGT
Kanama-pihtilasma testleri
Kan gazlari

Laktat

Biyomarkirlar <= Sepsis “tani”siicin onerilmez
— CRP?

— Prokalsitonin?

— SuPAR?

— Presepsin?



Intraabdominal mikroorganizmalar




Mikrobiyolojik Tetkikler

* Toplum kokenli hastalar icin Kan kultarleri

anaerop kiltur gerekli degil. * Toplum kokenli [Al ise rutin
— Anaerop bakteriler “zaten mevcut” gerekli degil

Kan kalttrd Yapilmali:
Rutin kdlttrin yarar :

e Direnc epidemiyolojisi
* Farkli diren¢ saptanan olguda tedavi
etkinligini artirma

e Toksik gérinumli, sepsisli
hastalarda

e Saglhk hizmeti iliskili ise

* Gram boyali preparat toplum kokenli hastalarda yararsiz
* Saglk hizmetleri ile iliskili enfeksiyonlarda fungal patojen (maya) saptanabilir

Bonomo Clin Infect Dis 2024;79 (S3):S81
Solomkin Clin Infect Dis 2010;50:133
Huston SISG 2024 Update Surg Infect (Larchmt) 2024;25:419



Mikrobiyolojik Tetkikler

Kaltdr icin alinan 6rnek enfeksiyon varligini
dustundiren nitelikte olmali Bl

Ik birkac giinde!!!
Gec¢ drnekler yaniltici

Yiksek riskli hastalarda direncli mikroorganizma icin
kaltar alinmali

Huston SISG 2024 Update Surg Infect (Larchmt) 2024;25:419
Solomkin CID 2010;50:133



lesekkiir ederim.



