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Sunum Planı 

•  Olgu Teorik/Pratik tanı ve tedavi yaklaşımı 

•  İntraabdominal infeksiyon riski 
   Lokalizasyon ? Reoperasyon ? 

•  Tedavi - Hangi antibiyotikler ?  
  Ne zaman ve nasıl bir cerrahi girişim  

•  Ülkemizde İntra-abdominal infeksiyonlar 

Cerrah ve İnfeksiyoncu gözüyle… 
 



Olgu  
 

Teorik/Pratik tanı ve tedavi 
yaklaşımı 



 
İntraabdominal infeksiyon riski  

Lokalizasyon ? 
Reoperasyon ?  
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Fig. 1. Initial culture results in secondary and tertiary peritonitis: percentages of positive cultures
infection.[19]

Adis ª 2012 Blot et al., publisher and licensee Springer International Publishing AG.



Konak özellikleri ? Hastalığın ciddiyeti 

•  >24 saat ilk müdahalenin gecikmesi 
•  APACHE II skoru ≥ 15 olması 
•  İleri yaş 
•  Ek hastalık varlığı ve organ yetmezliği 
•  Düşük albümin seviyesi 
•  Kötü beslenme 
•  Diffüz peritonit 
•  Kaynak kontrolünün başarısı ? 
•  Malignite varlığı 



PUBMED ? 

•  Colorectal Cancer± Reoperation ± infection 

•  Surgical site infection ± Reoperation/relaparotomy 

•  Wound infection ± Reoperation ± colorectal cancer 

•  İntraabdominal infection/sepsis  ± reoperation 

•  İntraabdominal abscess ± cancer ± reoperation 



İlk operasyon sonrası 60 
gün içinde  

 
‘On demand’   ‘Planned’ 

 
Kanama,  Evisserasyon, 
İleus, anastomoz kaçağı, 

intraabdominal abse... 
 

Abdominal reoperasyon 
% 1.1-4.4  

Mortalite yüksek 
 

Risk ? 
 

Yaş ( > 65) 
Erkek cinsiyet 

Genel durum bozukluğu 
Anastomoz komplikasyonu 

 



colorectal surgery however reoperation increased the odds for

mortality only two times. Mortality rate after reoperations in our

study was about ten times higher than mortality in a group of pa-

tients who did not require reoperations: 13.2% vs 1.4%. We can

explain the inconsistency by the fact of very low incidence of deaths

after elective procedures thus the difference with mortality rate

after reoperations was so high. In a study of Sorensen et al. the

mortality rate of patients after elective gastrointestinal surgery

reported at the level of 2.8% [20] our mortality rate which

related only to colorectal surgery was lower.

Many series identified some clinical variables responsi

mortality after relaparotomies in abdominal surgery. Accor

some authors mortality might be associated with age, car

cular disease in medical history, malignancy and AS

Cox proportional odds ratio.
c Anastomotic leak calculated only for procedures with anastomosis not protected with any stoma.
d 3 cases of stoma necrosis, 3 cases of iatrogenic lesion of the ureter.

1. Introduction

Some severe postoperative complications as consequences

even elective colorectal cancer surgery may require reoper

Relaparotomy is defined as an abdominal operation performed

ter an initial surgery within 60 days, and the decision is made

criteria of general reaction to surgical stress. The incidence

gent relaparotomy-requiring complications has been rep

1.1%e4.4% [1,2]. When the first (index) operation was performed

* The paper was accepted for poster presentation during: 8 International Euro-

pean Federation for Colorectal Cancer, Vienna, Austria, 4e6 April, 2013.

* Corresponding author. Department of General and Colorectal Surgery, Medical
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E-mail address: m.mik@wp.pl (M. Mik).
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1674 hasta elektif operasyon 

  
121 (% 7.2) reoperasyon gereksinimi 

 
 Anastomoz yapılmayan grupta abse daha fazla 

 
Mortalite - abdominal sepsis/septik şok (%68.7) 

 



been well explored.

Methods: Cohort analysis of 26,638 stage I to III colorectal cancer

patients in the 1992 to 1996 SEER-Medicare database. Independent vari-

ables: sociodemographics, tumor characteristics, comorbidity, and acuity.

Primary outcome: postoperative procedural intervention. Analysis: Lo-

gistic regression identified patient characteristics predicting postopera-

tive procedures and the adjusted risk of 30-day mortality and prolonged

hospitalization among patients with postoperative procedures.

Results: A total of 5.8% of patients required postoperative interven-

tion. Patient characteristics had little impact on the frequency of post-

operative procedures, except for acute medical conditions, including

bowel perforation (relative risk !RR" # 3.0, 95% confidence interval

!CI" # 2.5–3.6), obstruction (RR # 1.6; 95% CI # 1.4–1.8), and

emergent admission (RR # 1.3; 95% CI # 1.1–1.4). After a postop-

erative procedure, patients were more likely to experience early mor-

tality (RR # 2.4; 95% CI # 2.1–2.9) and prolonged hospitalization

(RR # 2.2; 95% CI # 2.1–2.4). The most common interventions were

performed for abdominal infection (31.7%; RR mortality # 2.9; 95%

CI # 2.3–3.7), wound complications (21.1%; RR mortality # 0.7; 95%

(Ann Surg 2007;245: 73–79)

Interest in measuring surgical quality is growing rapidly. With
increasing recognition that surgical outcomes vary widely,

patients are seeking more detailed information about providers’
performance prior to undergoing treatment. Providers are inter-
ested in assessing their own performance for quality improve-
ment purposes. Payers are looking for better data by which
steer selected populations of surgical patients to high-quality
providers. To meet these various interests, policy makers
health services researchers have redoubled their efforts to
velop and implement quality indicators germane to surgery.

Unfortunately, however, current measures of surgical
quality have major flaws which limit their usefulness. Although
simple and direct, operative mortality is too uncommon after
most procedures to allow consistent and reliable measurement
surgical quality and too blunt to direct quality improvement
efforts. Volume of care has been correlated with decreased
mortality in a variety of settings and among groups of hospi-
tals1–3 but has limited sensitivity and flexibility as a target
quality improvement since it is likely a proxy for resources
processes of care not yet identified. Nonfatal surgical complica-
tions that result in reoperation or other procedural intervention
are likely to play a role in poor outcomes, including postopera-
tive death,4 but have not been well explored. Such complications
leading to early reoperation are often the result of intraoperative
technical problems, such as anastomotic leaks and wound infec-
tions,5 and could provide a useful target for quality measurement
and quality improvement.

We investigated complications of surgery in the context
colorectal cancer, a common and potentially fatal disease6 that
primarily treated with well-established surgical techniques.7 Our
aim was to identify unplanned procedural interventions follow-
ing colorectal cancer surgery that might be used as intermediate
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require reoperation or other procedural intervention and are cally significant events that often require
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26638  Hasta 
 

 Evre I-III kolorektal kanser 
 

Cerrahi sonrası plansız müdahaleler ? 
 

SEER-Medicare database  
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discectomy in 1990 to 1991. They found overall weighted
sensitivity of claims was only 35%, although sensitivity of
claims for reoperation was greater than 60%. We have mini-
mized this limitation by using both ICD-9-CM and CPT codes to
focus only on the subset of major surgical complications that
require reoperation or other procedural intervention and are

Several other single-institution
that major complication rates after surgery
were similar to the current population-based
like our study, these investigators
complications occur in a small subset
cally significant events that often require

© 2006 Lippincott Williams & Wilkins
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Tedavi – 
 Hangi antibiyotikler ?  
 Ne zaman ve nasıl bir  Cerrahi girişim  



Hangi antibiyotik ? 

•  Seftazidim / Sefepim 
 
•  Sefaperazon sulbaktam 

•  Seftriakson + Metronidazol  

•  Siprofloksasin/Levofloksasin + Metronidazol 

•  Moksifloksasin 

•  Piperasilin-tazobaktam 

•  Tigesiklin   

•  Karbapenemler 

Konak özellikleri ? 
 

Hastalığın ciddiyeti ? 
 

Toplum / Hastane kökenli ? 
 

Toplum / Hastane  etken direnç özellikleri ? 

SIS-IDSA Rehberi-2010 
WSES Rehberi-2012 
SIS – 2017 revizyon 



Clin Infect Dis 2010;50:133-64 







 
 
 

  EKMUD 
 Türk Cerrahi Derneği 
 Türk Kolon ve Rektum Cerrahisi Derneği 
  Fıtık Derneği 
 Türk Hepato Pankreato Bilier Cerrahi Derneği 
 Türk Hastane Enfeksiyonları ve Kontrolü Derneği 

 
 
 







Kandida riski ??? 



IAI - Antibiyotik tedavi süresi ??? 



Tedavi – 
 Hangi antibiyotikler ?  
 Ne zaman ve nasıl bir  Cerrahi girişim  











ŞİDDETLİ 

FAZLA 

ILIMLI 

HAFİF 

POSTOPERATİF SÜRE 

ADEZYONLARIN ŞİDDETİ 

7‐12gün 7  14  21  28  42  56gün  84  6 AY 



Ne zaman ameliyat edilmeli? 

•   4-6 ay bekle 

•  KARIN DUVARI mobilitesi  (fazio manevrası) 
 Her iki el hastanın karnının her iki yanına konur 
 Güçlü bir şekilde ileri-geri hareket ettirilir 
 Rijid(‘düşman karın’) veya HAREKETLİ! 
 Hareketli ise laparotomi daha kolay olacak 

demektir(adezyonlar yumuşamıştır) 



“BEKLENMEYENİN” önlenmesi 

•  Düzenini kur 
•  Laboratuvar çalışmaları 
•  Düzeltilebilir eksiklikleri düzelt 
•  Doku planlarını ve anatomiyi haritalayabileceğin 

radyolojik tetkikler 
•  O gün için başka program yapma 
•  Üreterik stentler, es/tdp temini, aydınlatma ve 

thompson retraktör sistemi 
 



Adezyolizis ve relaparotomi tekniği 

•  Abdomene en kolay yerinden gir 
•  Ekspojur yeterli olmalı 
•  Bağırsağı dekomprese et; özellikle interlup 
•  Birbirine yapışmış lupları karın dışına al 
•  Üreteri pelvis içinde arama 
•  Arkanda dolaşımı bozuk yağ dokusu bırakma 



•  Keskin diseksiyon 
•  Sf enjeksiyonu (hidrodiseksiyon) 
•  Ekstrafasiyal diseksiyon 
•  Serozal yırtıkları onar 
•  Emilebilen dikişler kullan 
•  En zor kısmı en sona bırak 
•  Pudra ve benzeri kontaminasyon olmamalı 

Adezyolizis ve relaparotomi tekniği 
«durumsal farkındalık» 



Reoperatif cerrahide risk faktörleri 
•  Büyük tümörler 
•  Işınlanmış bağırsak 
•  Anatomik varyantlar 
•  Kısa rektal güdük 
•  Kronik abdominopelvik sepsis 
•  Yüksek riskli hasta 
•  Tecrübesiz cerrah 



Ülkemizde İntra-abdominal 
infeksiyonlar 









Introduction

The Enterobacteriaceae, including Escherichia coli, Klebsiella pneu-
moniae, Klebsiella oxytoca, Proteus mirabilis, Citrobacter spp. and
Enterobacter spp., is the family most commonly implicated in
the aetiology of both urinary tract infections (UTIs) and intra-
abdominal infections (IAIs).1–3Over the last decade, a dramatic in-
crease has occurred in the worldwide prevalence of ESBL-positive
Enterobacteriaceae, which frequently show resistance to several
antibiotic classes, including fluoroquinolones and aminoglyco-
sides,4–6 and thus represent a challenge for practitioners, further

limiting antibiotic therapy choices and adversely impacting pati
outcomes.6–8

The choice of empirical antimicrobial therapy is guided
knowledge of the bacterial spectrum and the extent of antimicr
bial resistance.9,10 Given the global increase in antimicrobial res
ance, particularly for Gram-negative bacteria, the variability
antimicrobial resistance in different geographical regions and o
time, and the paucity of novel antibiotics in development, contin
ous surveillance of the pathogen prevalence including the prev
lence of ESBL producers, as well as of the emergence and trends

VC The Author 2017. Published by Oxford University Press on behalf of the British Society for Antimicrobial Chemotherapy. All rights reserved.
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Figure 1. Susceptibility (with 95% CI) for (a) overall Gram-negative isolates and for (b) E. coli and (c) K. pneumoniae in HA versus CA UTIs in Turkey
2011–12. ETP, ertapenem; IPM, imipenem; AMK, amikacin; FEP, cefepime; CTX, cefotaxime; FOX, cefoxitin; CAZ, ceftazidime; CRO, ceftriaxone;
ciprofloxacin; LVX, levofloxacin; SAM, ampicillin/sulbactam; TZP, piperacillin/tazobactam.
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SONUÇ - I 

•  Multidisipliner ekip birlikte öğrenir.  

•  Toplum kaynaklı – Sağlık bakımı ilişkili ? 

•   72. saatte antimikrobiyal tedavi yanıtı değerlendirilmeli 

•  Ağır yaygın kompleks kanser olgularında komplikasyon  
(İnfeksiyöz + Cerrahi) BEKLENİR  

 

 
 



SONUÇ 
•  Bir merkez/ekibin onkolojik başarı ölçütü 

komplikasyonları tedavi edebilmesi ile değerlendirilir. 
  ‘ Failure to rescue ’ kavramı 
 
•  Reoperasyon, tekrarlayan girişimler ; 

 Mortalite ve hastanede yatış süresini uzatır 
 İnfeksiyon riski ? Maliyet ? 

 
•   İnfeksiyon - Önce olay yeri incelenmeli 

  ( Abdominal pnömoni aranmalı !!! ) 

 
 
 


