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Asemptomatik bakterilri

Asemptomatik
bakteritiri (ASB), Gereksiz tetkik,
yaygin bir klinik tedaviler sik
durum

insidans yasla birlikte artar,
kadin > erkek,

Hastane, uzun

stireli bakim

tesislerinde ~ %50 Lo T, et al. Asymptomatic Bacteriuria: Prevalence, Diagnosis, Management, and Current
Antimicrobial Stewardship Implementations.The American lournal of Medicine 20232
-Micolle LE et al. Clinical Practice Guideline for the Management of Asymptomatic Bacteriu
2019 Update by the Infectious Diseases Society of America. CID.2019,




Asemptomatik 5@
bakteriuri |

 ASB cogunlukla IYE yol agmaz,

* Potansiyel fayda ! - tarama ve tedavi
* Hamilelerde, ilk trimester

* Endoskopik urolojik prosedirler
* Bobrek nakli???

Antimicrobial Stewardship Implementations.The American Journal of Medicine .2022
-Micolle LE et al. Clinical Practice Guideline for the Management of Asymptomatic Bacteriuria:

Luu T. et al. Azsymptomatic Bacteriuria: Prevalence, Diagnosis, Management, and Current i
2019 Update by the Infectious Diseaszes Society of America, CID.2019.
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Asemptomatik bakteritr

* ASB tedavisi
* Diyabet,
* Notropeni,
 Omurilik yaralanmalarni,
e Kalici kateterler vb. varliginda

* ASB tedavisi klinik sonuglari iyilestirmez,
* Gereksiz tedavi antimikrobiyal direnc,

* Clostridioides difficile enfeksiyonlari,

e Saghk maliyetleri artisi !!!

Petty LA, et al. Risk factors and outcomes associated with treatment of asymptomatic bacteriuria in hospitalized
patients. JAMA Intern Med. 2019.



Asemptomatik bakteritri tanisi

ﬁr’ > Idrar yolu enfeksiyonu semptom ve bulgusu olmadan (diziiri, sik veya
acil idrara ¢ikma, suprapubik agri, vb) ve asagidakilerden biri

J Orta akim idrarinda

* Asemptomatik erkeklerde: 210 >°CFU/mL, tek bakteri izole edilmesi
* Asemptomatik kadinlarda: iki ardisik idrar 6rneginde 210 >CFU/mL,
ayni bakteri

> Kateterize idrar 6rneginde : Kadin ve erkekte 2102CFU/mL, tek bakteri
izolasyonu

" -Luu T, et al, Asymptomatic Bacteriuria: Prevalence, Diagnosis, Management, and Current
Antimicrobial Stewardship Iimplementations.The American Journal of Medicine .2022
~-Micolle LE et al. Clinical Practice Guldeline for the Management of Asymptomatic Bacteriuria:

2019 Update by the Infectious Diseases Society of America. CID.2019.
e



Asemptomatik Bakterilriye yaklasim

Bakteritiri
Bir bakteri tiiri kantitatif 2105 CFU/mL
izolasyonu

1

Hasta semptomatik mi?
* Disuri + sik/acil idrara ¢itkma
* Suprapubik agn +/- hematiri
e Alternatif tani olmaksizin ates, deliryum, mental deﬁsiklikleri

= ‘® Gebelik veya iirolojik girisim
i var mi?

]

!
l

-Luu T, et al. Asymptomatic Bacteriuria: Prevalence, Diagnosis, Management, and Current
Antimicrobial Stewardship Implementaticns.The American Journal of Medicine .2022
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Idrar Yolu Enfeksiyonlarinda 10 Efsane

Hastamin iYE'si var !!!
1.  idrar bulanik ve kétii kokuyor
idrarda bakteri Var

idrar 6rneginde >5 skuaméz epitel var ve
kiiltlir pozitif

e ASB tim yas gruplarinda yaygin ve
siklikla asiri tedavi edilir.
* ASB piyelonefrit, sepsis, bobrek

idrarda I6kosit esteraz pozitif yetmezligi , hipertansiyon gibi uzun
Piyiri var vadeli olumsuz sonuclara yol agmaz,
idrarda nitritlar var * Bir IYE tanisi, klinik semptomlar,

Kateterde bakteri var destekleyici laboratuvara
Bakteriiiri var dayanmalidir.
Yash hastada diisme, zihin degisikligi-var

0O N O Uk

10. Kalici sondada idrarda maya, kandida tedavi
edilmeli

[ Schulz L, et al. Top Ten Myths Regarding the Diagnosis and Treatment of Urinary Tract Infections. J Emer Med. 2016. J




Population Screen  Treat Recommendation Quality of Rationales
Evidence
Pediatrics My M Strong Moderate ASHE in children & rare and often does not cause sig-

Healthy nonpregrant women

Functhonally impaired older 151 Mo
adults with bacteriuria and
AMS. without fever and
hemodynamic instabificy,
with or without a Fall

Strong

Lo -term cane redidants Na M Strong
Mder patients with functional No L5
or cognitive impairmeant
with bacteriuwrs and
dedirlum

Strong

Diabetes Ny Mo

Strong

Lovw

Hoderats

Very Low

Hoderate

nificant harm in those with normal wrinary bract as
it pecues abowt 19%-3% in healthy gids and uncom-
man in healthy Boye. Thers iz no chear evidence aof
higher risk for sequela such as renal intufficlency
and scarrimg as & result.

Women with ASE may have increased risk for UTE;
howeever, A58 bs not associated with other adverse
putcomes. Furthermore, there B high-guality evi-
dence that treating ASE with antibiotics in this
population have Increased risk of adverse effects
including antimicrobial resistance.

Antimicrobials in A58 reduces risk of pyelonephritis,
preterm labor, and low binth weight.

Recommendations include 1 urine culbure collected
early in pregnancy. There s insufficient evidenoe to
inform a recommendation for or sgainst repsat
sereening during the pregrnancy for & waman with
i anibial mesgad e screesiing culiure or Iui.uqr.wmq
treatment of an inibial ep 2 .

Drece diagnosed wit S uratian of antimicrabial
therapy & rpeommanded for 4-T days based on
Loever- guality evidence. Dotimal duration will ke

s e Hitrofura o pred]l H-lactam

sode of ASHE.

g ibr als {usuaally 3 m il or cephalexin
are prefierred secandarny to their safety profiles in
prsgnancy.

In plder patients who have cognitiee impaimment,
defirium inclwding active albered mental status and
confission and bactesiuria without focal urinany
symptoms, it s recommended for cosnprehensie
assessment for other coauses of afitered menta] status
belore starting antimicrobial treatments.

antimicrobial treatment for long-term care residents
have not shiown to meduce sepain or mortaliby,

Similar to functionally smpaired older adults with
bacteriuria and altered mental status without fever,
this recommendation emphasizes on the high valee
of avaiding unwanted cutcomes such as Clostn-
difoddles difffcile infection, adverse drug effects, and
so on from unnecessary antimicrobial therapy.

Howewver, patients with persistent fever and hemody-
namic instability that is suggestive of sepsis with-
out localizing sounce should be inktiated on broad-
spectrum antimicrobial therapy while source of
infection should be thorowghly investigated.

antimicrobial treatment in diabetic adults with A58
may not reduce the risk of UTL including pyelone-
phritis. Furthermore, hased on high-guality awvi-
dence, treating ASB with antimicroblals kncreases
risks for adwerse affects.

I nonsenal aolid organ tranaplants, the rizk of com
plications from ASH s probably negligible.

UTIs are rare and thelr sarfous complications are
extremely rare Tn nonkidney solid argan

T

]

ASB tedavisi
Gebelerde piyelonefrit, erken
dogum, dusik dogum riskini azaltir.

Erken gebelikte tek bir idrar kaltird
4-7 gln sure ile nitrofurantoin, beta-
laktam (ampisilin, sefaleksin)
Baslangi¢c negatif kaltirin tekran
veya tedavi tekrar tarama onerilmez

Nicolle LE, et al. Clinical practice guidelines for the management of asymptomatic
bacteriuria: 2019. update by the infectious diseases society of America. Clin Infect Dis 2019



Evidence

transplantations. Serious adverse complication of
ASH in these populations are even less common
than UTLs, and therefore, negligible.

High-risk neutropenia (ANC —_ — No recommendations N/& The urinary tract is not a freguent source for bacter-
<100 cells/mm®, =7 day<’ emia in high-risk neutropenic individuals (defined
duration fellowing as having neutropenia more than 7 days, ANC <100
chematherapy) cells /mm?).

In addition, individuals with lower risk neutropenia
(defined as having neutropenia less than T days,
ANC =100 cells/mm® and clinically sta ble) hawe
loweer risk of infections and therefore assumed to
hawve similar risks to those of non-neutropenic.

Further research is needed on the prevalence of ASB
in both low-risk and high-risk neutropenic
patients.

Spinal cord injuny Na No Strang Leniw Due to lower quality evidence, the efficacy of treat-
ing ASB with antimicrobials in individuals with spi-
nal cord injury is not as certain. However, there iz
high-guality evidence that demonstrates antimi-
crobials causing adverse effects, increased cost,
and risk for antimicrobial resistance.

Indwelling Foley (=30 days) Ma Na Strong Levim Cansiderations are likely to be similar for patients

or long term with indwelling suprapubic catheters, and it s rea-
sonable to manage these patients like patients
with indwelling urethral catheters, for both short-
term and long-term suprapubic catheterization.

Elective nonuroloic surge el SO N D Low No association between preoperative ASB and post-

nperatwa outcomes

' an -r-r“\r'rant cause or sennus pn-st—

ndergoing endoscopic uro- Yes Yes Strong
logic 1

Cerrahi alan kontaminasyon, bakterilri

s v g ;';,J,;;; ' riskinden dolayi, transuretral cerrahilerde,
,al_l:l on moderate cortainty evi

ity idence rom othe surgical procedure. ampirik tedaviden ziyade, hedefe yonelik
shows that pericperat micrabial treatment or

e confersimportant benefits. antimikrobiyal ile tedavi edilmeli

Irine cultures obtained prior to procedures and tar . -

| Islem 30-60 dk 6nce 1-2 doz

urse (1to 2 duw_:. of therapy is recommen:

Undergoing urologic device Mo No Weak Very low ASB, though common in this unpulaLn:m is not found
implantation or living with to be associated with increased risk for device
wrologic devices infection following surgical procedure. The use of

perioperative prophylactic antimicrobials is ade-
quate for maost ASE resolution. Therefore, all indi-
wviduals chould receive standard perioperative
antimicrobial prophylaxis prior to device
implantation.
AMS = alvered mental status; ANC = absolute neutrophil count; ASB = asymptomatic bacteriuria; IDSA = Infectious Disease Saciety of America; : = s N N : :
UTT = uriiiary tract infection, Micalle LE, et al. Clinical practice guidelines for the management of asymptomatic

AR eppas s 2 L R R Sele A bacteriuria; 2019. update by the infectious diseases society of America, Clin Infect Dis 2019




BObrek na

Akut
rejeksiyon

-Harris O, et al. Effect of increasing age and ureteral stent implantation on urinary tract infections after kidney
transplantation — update of recent literatiire. Curr Opin Urol 2024.

- Hosseinpour M, et al. Prevalence and risk factors of urinary tract infection in kidney recipients: a meta-analysis
study. BMC Nephrol 2023



Bobrek naklinde IYE Yonetimi

RECIPIENT-RELATED FACTORS

Fermale gender

Advanced age

Recurrent UTls in the pre-transplant
period

Pre-transplant abnormalities of urinary
tract {vescicoureteral reflux)

Diabetes mellitus

Polycystic kidney disease

Previous pregnancy

DONOR-RELATED FACTORS

Cadaveric donor
Kidneys from expanded criteria donors

TRANSPLANT-RELATED FACTORS

Overimmunosuppression

Prolonged bladder catheterization
Prolonged placement of ureteral stent
Problems in ureteral anastomosis
Contaminated graft perfusion solution
Cytomegalovirus infections

Episodes of DGF

Episodes of acute rejection

Reduced graft function

Asymptomatic bacteriuria (presence of >10° CFU/m on urine culture

without local and systemic

but not systemic symptoms)

symptoms)
Uncomplicated UTI (presence of >10* CFU/ml on urine culture with local

Complicated UTI (presence of >10" CFU/mIl on urine culture with local and

systemic symptoms)

Recurrent UT) (three or more episodes of UT! in one year)

Marco F, et al. Updates on urinary tract infections in kidney transplantation. J Nephro 2019.




{Bébrek Naklinde IYE Yonetimi

ilk 3 ayda uygun idrar kilttrd taramasi
Enaz6ay-1vyil TMP-SMX’in profilaksi

IYE semptom +, idrar mikroskobi, kuiltiir
Tekrarlayan IYE, idrar yollarinin yapisal,
islevsel anormallikleri icin ultrason, tGrodinami

ilk 3 ay ASB idrar kulturi ile oral
antibiyotiklerle 7 giine kadar tedavi
Komplikasyonsuz IYE, ampirik oral antibiyotik,
sonra duyarhligina gore (ilk 6 ayda 10-14 giin,
>6 ay sonra 5-7 gun)

Komplike IYE, v tedavi ,hastaneye yatis
ampirik tedavi, sonra duyarliligina goére ( 14-
21 gln, belirti ve semptomlar rezltisyonu
oral tedaviye gecis )

Tekrarlayan IYE'li hastalar icin, antibiyotik
tedavisi stiresi daha uzun olabilir veya
Normal tedavi stiresinden sonra (14-21 giin)
profilaktik antibiyotik tedavisine gecis

Marco F, et al. Updates on urinary tract infections in kidney transplantation. J Nephro 2019.



Bobrek Naklinde Uriner Stentler

<Ahnarmid bladders
[Fhesily
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symatoms
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Stent migration

Higher incidence of
urziary Lal
mictions

Saome farmniion

Profilaktik stent,

ureter komplikasyonlarimi

Ozellikle yash alicilarda IYE riski artarir
Nakilde kateter ve stentlerin 4 hafta kalabilir
Nakilden sonra 2 -4 hafta siddetli IYE'de,
komplikasyon riski ile stent erken
c¢ikarilmali.

O Harris, et al. Effect of increasing age and ureteral stent implantation on urinary tract infections
after kidney transplantation = update of recent literatire, Curr Opin Urol 2024.



Bobrek Naklinde Uriner Stentler

Arabi Z, et al. The Impact of Timing of Stent Removal on the Incidence of UTI, Recurrence, Symptomatology,
Resistance, and Hospitalization in Renal Transplant Recipients. J Transplant 2021.



> megshrel [ia ancplant. 2018 Sep 1: 33 (9166

Diagnosis and management of asymptomatic
bacteriuria in kidney transplant recipients: a survey

of current practice in Europe
icl ptanuel ¥, Anne Scemla 9

ent 1, Umberta Maqggicse =, Cric

e 25 Avrupa ulkesi, 138 kurum, 244 hekim, ASB icin taramalar

* %72 her kontrolde tarama,
* %18 ilk aylarda tariyor,
* %10 hic taramiyor

* %51 6nce idrar kulturu!,
* % 49 6nce dipstick testi-sonra kultur,

* Yarisi <100.000 CFU/ml bakteruri kabul,




Bobrek nakli alicilari IYE, ASB

* IYE bobrek naklinde en sik enfeksiyon,

* Bobrek nakli alicilari, genele gore IYE icin yiksek riskli,
* |YE prevalansi %20- 80

* merkezlerin tanim farkhliklari,

* Onleme stratejileri,

* bobrek nakli ozellikleri

Nakil sonrasi ilk 2-3 ayda ASB tedavi verileri sinirli,
>2 ay sonra ASB icin tarama ve tedavi IYE azaltmiyor,
<2 ay icinde ASB icin

» 5 gunluk antibiyotik tedavisi dustnulebilir,
» faydasi belirsiz,
e direnc artisi

Fernandez M, et al. A Current Review of the Etiology, Clinical Features, and Diagnosis of Urinary Tract Infection in Renal Transplant Patients. Diagnostics 2021
Coussement J, etal. Antibiotics versus no therapy in kidney transplant recipients with asymptomatic bacteriuria (BiRT): A pragmatic, multicentre, randomized, controlled trial. Clin. Microbiol.
Infect. 2021



Bobrek Naklinde ASB

* Bdbrek nakli alicilarinda IYE, ates, halsizlik, 16kositoz, triner
sisteme lokalize semptomlar olmadan sepsis olabilir,

* Asemptomatik bakteriliri (AB), IYE'den ayirt edilmeli,
* Nakilden >2 ay sonra AB tedavisi faydasiz.

* Transplantasyon sonrasi erken donemde (<2 ay)
* AB'nin yonetimi,
* IYE profilaksisi,
e Tekrarlayan IYE’nin antimikrobiyal olmayan yontemlerle dnlenmesi

* Donor idrari, koruyucu sivi kiltarlerindeki tropatojenlerin
degerlendirilmesi

daha fazla calisma...

Goldman, et al. Urinary tract infections in solid organ transplant recipients: Guidelines from the American Society of Transplantation Infectious
Diseases Community of Practice. Clin. Transpl. 2019



Bobrek Naklinde ASB

 ASB tarama nakil merkezlerinde eski bir
aliskanhk

* Bobrek alici-ASB yaygindir, %17-51

* Tanisi ve yonetiminde fikir birligi yok

TFah

Nakil hastalarinda,
« Semptomatik iYE'nin (sistit, piyelonefrit)

wrsaylml ile ASB tarar ve tedavi eder!

N

belirti ve semptomlar olmayabilir,
* Greft denervasyonu,
e antirejeksiyon ilaglar,
IS tedavilerle hastaliklarin progresif seyri
endisesi
Bazi nakil hekimleri
« Semptomatik iYE insidansini azaltacagi
* Hasta-greft sonuglarini iyilestirecegi

4

Coussement J, et al. Old Habits Die Hard: Screening for and Treating Asymtematic Bacterilria After

Kidney Transplantation. Am J Transplant 2016.




Musticanter Study  * Transpl Infect Dis, 2012 Dec 14(8):595-603,
doi: 1001111,.139%-3062 2012 00744 x. Epub 2012 Jun 1.

Bacterial urinary tract infection after solid organ
transplantation in the RESITRA cohort

Evidal 1, ) Torme-Clanercs, M Blanes, M Morte, C Cemviera, | M Aguads, O Len, ) Carratald,
E Corderg, G Bou P RaRez A Ramos, M Gurgui, N Bomred, | Farbarg
spantsh Menwark for Research In Infectious Diseases (REIFT)

4388 SOT alicisi, 16 merkez, 192 hasta, 249 iYE atag),

156 hasta bobrek- En sik bobrek nakillerinde- %7,3

En sik Escherichia coli (%57,8), »
%25,7'si genis spektrumlu B-laktamaz (ESBL)

Profilaksisi olarak kotrimoksazol kullanimi

» Karaciger, kalp ve bobrek-pankreas nakillerinde 1 yil,
* Bobrek nakillerinde 6 ay (haftada 3 kez, 1 cift tablet)

-

nakilden sonraki ilk ayda sik !
nakilden sonraki ilk 6 ay boyunca esit !



Retrospektif kohort, 2010-2019, Tayland, tclinct basamak bir nakil merkezi

> 18 yas ve takrolimus/MPA/kortikosteroid

Indiiksiyon immiinostipresyonu, basiliximab/anti-timosit
globulin.

Perioperatif profilaksisi 1V1 g Seftriakson,
Enaz 12 ay kotrimoksazol (160 mg/800 mg) IYE-PCP profilaksisi.
Kotrimoksazol profilaksisi, IYE/diger enf. ted. sirasinda devam

Bakteriliri taramasi, taburcu olana kadar haftada bir, ardindan
nakilden sonraki 3 aya kadar her 2-4 haftada bir

ASB tedavisi, tedavi eden doktora ve antibiyograma gore, 5-7 glin

Foley kateteri 7. §Unde, cerrahi drenaj tipu 8. glin, Ureteral
stent, 4.-5. haftada cikarildi.

17 &y Sonra ldoer Fodu

i TS Ol | 7= 1)

ASB ilk 3 ayda tarandi

348 bobrek nakli 129'u IYE, 219'u IYE
olmayan

Sagkalimi, ilk ayda IYE olan alicilarda
disuktu.

Yiksek immunosupresyon, tekrarlayan
IYE ve ilaca direncli organizmalarla
iliskili.

IYE greft fonksiyonu ve sagkalimi
olumsuz etkili

ilk 3 ayda ASB'yi tedavi etmek, ilk
nakil yilinda iYE insidansini
azaltmamistir

CAbachr ik 16 Proveos sk L R —— Santithanmakorn C, et al. Bacterial Urinary Tract Infection and Early Asymptomatic Bacteriuria in
P—— 5 Kidney Transplantation Still Negatively Affect Kidney Transplant Outcomes in the Era of Modern
Immunosuppression and Cotrimoxazole Prophylaxis. Biomedicines 2022,



Idrar Yolu Enfeksiyonlarinda 10. Efsane

Hastamin IYE'si var !!!

1.  idrar bulanik ve kétii kokuyor
Idrarda bakteri var

idrar 6rneginde >5 skuaméz epitel var ve /11. Hastam bobrek nakli Oldu, )

kiiltlir pozitif . on o .
4. idrarda I6kosit esteraz pozitif ‘ Idrarlnda nltrlt’ bakterl’
5. Piyiiri var kiiltlirde Ureme var.
6. idrarda nitritlar var \_ Hastamin |YE’S| var 11 Y,
7. Kateterde bakteri var g
8.  Bakteriiiri-iYE’ ye déniisiir / | \
9.  Yash hastada diisme, zihin degisikligi-iYE var ‘@ // |
10. Kalici sondada idrarda maya, kandida tedavi / /\Q
edilmeli o’

[ Schulz L, et al. Top Ten Myths Regarding the Diagnosis and Treatment of Urinary Tract Infections. J Emer Med. 2016. J




Olgu 1

* 45 yas, Erkek,
* Hipertansiyon, kronik bobrek
yetmezligi,

* 1 yildir, Hemodiyaliz programinda
(3/7 hf)

* 1 ay 6nce bobrek nakli (kardesi)
* Rutin degerlendirme
e Aktif klinik yakinma yok
 Tam idrar tahlili
20 lokosit, 2 eritrosit, nitrit +

- W

——
-




Rutin Nakil Oncesi Hazirlik

ISOLID ORGAN NAKLI ALICI - VERICI HAZIRLIK FORMU

Organ Ada
TETKIK TARIH ALICI werici

Ad- Ad-soyact

Hasta Mo: 2251198 Yas: 33 yil Hasta MNo: Yag:
HBsAg
Anti-HBEs
Anti-HBC 1gG
Anti-HCW
Anti-HIV
ChMIV IZ G
EBVIZ G
VDRL
Toksoplazma IgG
(Sadece kalp naklinde}
Anti-HAV Ig G GEREK YOK
Su cicefilg G GEREK YOK
Kizamik lg G GEREK YOK
Kizamikok 1g G GEREK YOK
Kabakulak lg G GEREK YOK
Brusella aglitinasyonu GEREK YOK

Onemli Notlar

1. Tiiberkiiloz yéniinden Géglis Hastahiklar Anabilim Dali'na dansilmabdwr.

2, Canlh vericinin nakil éncesi 7-10 gliiniginde HIV, HEV, HCV sercolojil eri telo ar edilmelidir.




Nakil Oncesi Hazirlik &

BT LHiVERSIFEL] ARniand HAL TANEL]

hOT JLSI FORMU  (Asimn yamildign tarihler bellrtlimelidlr)

Hasta Ad Soyad: [N Hasta No: 2251198 Yas: 33 yil

LRI CERRAM] PROFILAKE 1 HBER]

P ade Tarih Tarih Tarih Tarih
influenza (Her wi Ekim ayindo yaglacak}
Fnimokok Eonjugs a5 ve Bdlisakkant as Konjuge a5 Poliss keartt a3 PR Rp
Once korydoe as voplmali; 2 oy sonro podsokkartt oz vegdmaldr,
5l sonrg Bir kez doha polisakkart oz yopimalidie, e
Tetanoz, Difter]
il doe, aseliler bogridayy Ao iceren ol aa® ile papidmal
sonrd avt i bir fefonoz-aifterd s paprimalar)
Hopalit B [Bagek e cpipa gerek yok, belir el Bagik o 1. dax Ao doe: ENile TN .
ICift doz Hepatit B ags) uygdan) ERISKIN CERRAHI PROFILAKSI REHBERI
Hepatit A (Bodsk se apiya gerek yok, belirtimeldr) Bagizik mi? 1. doz 2. doz:
Human papllloma virlls agis (11-25 vas aram kadinferkek) 1. doz 7. dor Idoz
{lstege bagl) CERRAMININ TiM ONERILEN ANTERIYOTIK
Kizammk, kizamikek, kabakulak (Canh agpl) Bagmsik rmi? Bk degilse Enfeksivon Hastaliklan B3, ile iktisime gecinis (1]
Su gicedi [Canl agi! 3 7 - 5
gigegi | 5l Bagisik mi Bagk degilse Enfeksiyon Hastaliklan B2l ile iktisime gecniz Biibrek Sofazodn
OMEML NOT: Kizarmik, kizamikpik, kabakulak ve su gigegi asilan canh a5 olup nakilden an az bir ay Snce yapmabdir, E
Makil san bar gydan kisa sure var 1se uygulanamat. Karacifer Perasilin- Tazobaktam
Canh agilar nakil sonras wygulanamaz, [4u 5 gr 24 saat)

T Mo FEuzyes Mo Kalp Safazoln
Ligularran Tk H 013045 Redryes Tashic 12062077




Perioperative Antibiotic Prophylaxis to Prevent Surgical Site Infections

in Solid Organ Transplantation
Rretl, i A W Blgnibeng, vy & 003 Abba, Liken W ¢

fusrat o e £

Txegplaniptian 1031Hp 213, russy BUE | DGE 1000801 TPEO0OOME00TE=A

IDSA/ASHP/SIS/SHEA
Organ type guidelines'? An alternative approach®  Intraoperative redosing Postoperative dosing PCN-allergic Duration postoperative
Rena)®70.71.73.86-51 Single first-generation Cefamlin 2 g IV Every4 h Cefazolin 2 g g8h Vancomyein® or clindamycin <24 h
cephalosparin 900 ma IV plus gentamicin
(eq, cefazolin) 5 mg/kg V
Pancreas, Single first-generation Ampicillin-sulbactam Every 2 h (fluconazole  Ampicillin-sulbactam Vancomycin® or clindamycin Antibacterial <48 h,
pancreas-kidney'%-2428.71.92-96 cephalosporin 3 g IV plus fluconazole not redosed) 1.5ggéh 900 mg IV and gentamicin Antifungal x 1 dose,
(eq, cefazolin) 400 mg V 5 mg/kg IV and fluconazole unless high risk in
400 mg NV which case <14 d
Liver®7-7981.97.98 Third-generation Ampicillin-sulbactam Every 2 h (fluconazole  Ampicillin-sulbactam Levoflaxacin® 750 mg Antibacterial <24 h,
cephalosporin 3 g NV +/- fluconazole not redosed) 1.5 9 géh IV plus vancomycin® Antifungal %1 dose
plus ampicillin or 400 mg IV x1 +/— fluconazole 400 mg IV x1
piperacillin-tazobactam
alone
Intestinal/multiisceral®® None given Vancomycin® plus cefepime  Every 4 h (fluconazole  Cefepime 2 g q8h, Vancomyein® plus levofloxacin® <72 h; if infected mesh
2 g N plus metronidazole not redosed) metronidazole 750 mg IV plus metronidazole or fistulas, then
500 mg IV plus 500 mg g8h, fluconazole 500 mg V extend to 7 days
fluconazole 400 mg IV or 400 mg q24h,
vancomyein® plus piperaciliin-tazobactam
piperacillin-tazobactam 4.5 g q6h, Vancomycin
45 g N plus fluconazole per weight/GFR®
400 mg V
Heart®™ '™ With prior VAD''®"""  Single first-generation Vancomycin® plus either Every 4 h Vancomycin per weight/GFR,  Vancomyein® plus levofloxacin <48 h
cephalosporin ceftriaxone ceftriaxone 1 g g24h, 750 mg IV q24h
(eq, cefazolin) 1gNorcefepime2g IV cefepime 2 g g8h
Without prior VAD Single first-generation Vancormyein® Every 4 h Cefazolin 1 g g8h, Vancomycin® plus levofloxacin <48 h
cephalosporin plus cefaxlin 2 g V Vancomycin per weight/GFR® 750 mg IV q24h
(eq, cefazolin)
Lung' 27114 Single first-generation Vancomycin® plus ceftriaxone  Every 4 h Cefepime 2 g q8h, Vancomycin  Vancomycin® plus levofloxacin <72h
cephalosporin 1gNorcefepime 2 gV per weightGFR® 750 mg IV q24h
(eq, cefazolin)

“ Wit abdominal organ transplants. any Suoroquinolone may be usad in PON-aliergic patents.
® AF dosing regimens shoukd be modiSied besed on the patient’s renal and Iver function.

“ Vancomyon doses should be calcudated based on the patient’s waight and renal funcion.
GFR, ghmeniar Sivation rate; N, niravenous; g, every.

IDSA/ASHP/SIS/SHEA kilavuzlari



Rutin postoperatif takip

DJ stent- 6. ay

Idrar kateteri-3. glin

Cerrahi dren-gelen <30 cc cikariliyor

Proetinuri taramasi TIT,

idrar kaltGrd alinmiyor...



Olgu 1
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Clinical Infectious Oiseases

hivima m
e

Clinical Practice Guideline for the Management of
Asymptomatic Bacteriuria: 2019 Update by the Infectious
Diseases Society of America®

L E. bl # upta,® F . - v P | B S Linda 0. Eckert,” Suranne E Geerlings,?
Boéla Kives." T L g i L = Saint.™ A <L = Tr "% Bjorn Wolle ™
and Reed Siemienivk""

Wil. Should Patients Who Have Received a Kidney Transplant Be Screencd
or Treated for ASEY

Recemrmendation

1. In renal transplant recipients who have had renal transplant
surgery =1 month prior, we recommend against screening
for or treating ASB {strong recommmendation, high-guality e

tderice). Remarks: There is insulficient evidence to inform
a recommendation for or against screening or treatment of
ASE within the first month following renal transplantation,

Wil Should Patients Who Have Received a Solid Organ Transplant (Mher
Than a Renal Transplant Be Screenad or Treated for ASB?

Recomrmemndation

1. In patients with nonrenal 50T, we recommend against
screening for or treating ASB (strong recommiendation,
moderate-quality  evidence).,  Valwes and preferences:
This recommendation places a high wvalue on awvoid-
ance of antimicrobial use so as to limit the acquisition of
antimicrobial-resistant organisms or Clostridioides difficile
infection in SO'T patients, who are at increased risk for these
adverse outcommes. Remarks: In nonrenal 50T recipients,
svmptomatic T is uncommon and adverse consequences
of symptomatic UTI are extremely rare; the risk of
complications from ASB is, therefore, probably negligible.




onor

Idrar Kiltiri (Tip Kodu: 11004514626) (Sonug: 23/05/2025 07:54) (Ornek: 21/05/2025 07:36) (Sonda)

30 vas, Erkek,

Komorbidite yok

Aktif yakinma yok

TIT: 10 lokosit,

Idrar kiltird

Kiltir Sonucu
100.000 koloni/ml Klebsiella pneumoniae

(OXA-48 ve NDM direng genleri pozitif)

{Sonug icin 12/05/2025 tarihli Bakteri Tanimlanmasi (MALDI-TOF) testi

sonucuna bakiniz.)
Klebsziella pneumcniae:Karbapenem Direnci Pozitif
Antibiyotik Duyarlilifa

Amikasin

Mmok=izilin
Amoksisilin klavulonat
Ampizilin

Ampisilin sulbaktam
Aztreonam

Ertapenem

Gentamisin

Tmipenem
Levofloksasin
Mercpenem
Moksifloksasin
Norfloksasin
Ofloksasin
Piperasilin tazcbaktam
Sefaleksin

Sefepim

Sefiksim

Sefoksitin
Sefpodoksim proksetil
Sefurcksim aksetil
Sefotaksim

Seftazidim
Seftriakson
Siprofloksasin
Trimetoprim sulfametoksazol
Sefadroksil

Eolistin

Seftazidim avibaktam
Tigesiklin

(CID) diredi.

Diren¢li
Diren¢li
Diren¢li
Direngli
Direngli
Direngli
Direngli
Direngli
Direngli
Direngli
Direngli
Direngli
Direngli
Direngli
Direngli
Direngli
Direngli
Direngli
Direngli
Direncli
Direncli
Direncli
Direncli
Direncli
Direncli
Direncli
Direncli
Duyarli

Direncli

MIE Deferi: 2 mg/L(Sensititre)

MIE Deferi: >2 mg/L(otomatize sistem)



Dondr kaynakl

enfeksiyonlar

Alcilar, donor kaynakli enfeksiyon acgisindan risk altindadir
Rutin cerrahi ve postop. profilaksi direncli enf. yetersiz

Bagisiklik sistemi baskilanmis alicida
* Tedaviye daha direncli enfeksiyonlara,
* Organ kaybina
e Greft kan damarlarinin mikotik anevrizmasi,
 Oliime neden olabilir

Enfeksiyonlar nakil 6ncesi dondrde tarama ve tedavi
edilmelidir.

Antimikrobiyal direncli patojenlerle enfekte olabilecek
organlarin kullanimiyla ilgili kararlar bireysel olarak alinmalidir.

Fishman JA et al. Donor-derived infection-the challenge for transplant safety. Nat Rev Nephrol 2014.




Dondr kaynakl enfeksiyonlar

Expected™

m Cyilomegalovirus

m Epsitein-Barr virus

m HEW

m HCW

= Toxopiasrma gonalil

m B polyomavirus
Urnexpected

Viruses

= Mdenovires

m Hoerpes simipleax virus

m HIW

= HBEW

- HICW

m Hepatitis E wirus

m Human T-caedl ivmphotrogda wiras 1 and 2
m Influenza ASB

m Lymphocytic choriomeningitis wirus
m Parvovirnds B19

m Rabies

= Weast MNile viFus

Fumngi

m Aspergiifus Spp.

= Camndids spp.

m  Coocciaioldes mmitis

m  Oryalococolus naalformians
m Mistopliasma capsuiatum
m Scaopulariopsis brevicaulis
|| CHET R Lo N e r\ il

Gram-mnagative: Pseudormonas, Acinetobacter, Legionalis,
Hilebsiaelia, Ehnichiz., Serratio, Eschaerichiiag oofli, Vieillorells
Gram-pasitive: Brucella, Enterccoco s (for examplse,
vancomycinresistant Enterococcuws), Staphyviococours
spp. (for example, meaethicillin-resistant Staophyviocoocus

Bursusy, Listeris

Afpcobscienun tuberculosis

Nocardia spp.

Ricketisis ricketisii (Rocky Mountain Spotted Fever)
Treponerma oallidurm [(Syphillis)

FParasitaes

Babesia nvicrodl
Balarmuwihia mandgriliaris
Malaria spp.

MNaogileria fowierd
Toxoplasma gondil
Tryparrosorma oruel
Schistosonrta Spp.
StronEyioides stercoraiis

Fishman JA et al

. Donor-derived infection-the challenge for transplant safety. Nat Rev Nephrol 2014.




Prevention of infection and optimizing vaccination in the solid organ
transplant candidate and recipient
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Donér kaynakli enfeksiyonlar

@ Canli/614 dondrde, aliciya bulasma riski olan enfeksiyon varhigi arastiriimalidir

Solunum yolu, idrar yolu veya nakledilecek organin bakteriyel enfeksiyonlari
tedavi edilmelidir

Bagistan once enfeksiyonun temizlendigi belgelenmelidir.

Kan dolasimi enfeksiyonu oykusu veya stiphesi olan donorde , hedef organda
enfeksiyon olmadigindan emin olmak icin arastirmalidir

* Fischer S4, et al, Screening of Donaor and Recipient in Solid Organ Transplantation AST, & ) Transp 2013
* |son MG, et al. Donor-Derived Infections in Solid Organ Transplantation. AST, Am ) Transp 2013



Donor
kaynakli
enfeksiyonlar

Aktif enfeksiyonun varhigini ekarte
etmede, dondrin ailesinden,yakin
temaslari, hekimini ve tibbi
kayitlari, muayene, radyoloji,
mikrobiyolojik tetkikler

Virlilan organizmalarin (S. aureus,
P. aeruginosa) bakteremi, sepsis,
mikotik anevrizmaya neden olabilir

Dondriin tedarik sirasinda
enfeksiyonu, Gram-negatif basil, S.
aureus, Candida spp. i¢in aliciya en
az 14 giin tedavi

Va

Gizli donor bakteriyemisi icin kan
kilturleri alinmahdir .

Dondr virllan organizma ile
bakteriyemikse aliciya daha uzun
sureli tedavi (6rnegin 2 hafta)
uygulamali

Daha az virtilan organizmalar igin
daha kisa bir tedavi slireci
distnulebilir

+ Fischer SA, et al, Screening of Donor and Recipient in Solid Organ Transplantation AST, Am | Transp 2013
+ lson MG, et al. Donor-Derived Infections in Solid OrganTransplantation. AST, Am | Transp 2013



Dondrde bir enfeksiyon belirlendiginde,

* Fischer SA, et al. Screening of Donor and Recipient in Solid Organ Transplantation AST, Am J Transp 2013
* Ison MG, et al. Donor-Derived Infections in Solid Organ Transplantation. AST, Am J Transp 2013



Donor tarama

= Sitomegalovirtis antilkor serolojisi

= EBVWV antikor paneli (EBV viral kapsid antijeni + erken antijen ve niikleer antijen antikor
dibzeyleri)

= Herpes simpleks virdsi serolajisi
= Varicella-zoster virisi serolojisi

= Sifiliz testleri * (treponemal olmayan ve treponemal testler [hiz=h plazma reaginasyonu
art Treporerric pualfificdorrm hemaglGrinasyon testi, 72 pallidurm partikial aglatinasyon testi
veya loresan treponemal antikor tescil)

= Toksoplazma serolojisi (Ozxellikle kalp dondrierinde)

= Seroloji ve NAT ta HIV antikorurnur varlg

- HBsAg poxzitif dondrlerde HBsAg, cekirdek antikor, viizey antikoru ve hepatit & antijeni
ve'/veya antikoru dahil olmak Gzere HBV serolojilerinde pozitil sonug

= Seroloji ve NAT ta hepatit C virdsi antikorunun varlyg
= insan T-hiicreli lenfotropik viriis 1 veya 2 antikorlarnmn varlge ™

= Tedawvi edilmemis/pozitif kan klvGrleri (tOm organlar), tedavi edilmemis/pozitifidrar
kizitarieri {bobrek donoarieri) veya pozitif balgam kaitarieri (akciger donorieri) -

organlar, ahcicin risk olusturmadaig: dbsdndlen enfeksiyvonlar icin kullanifabilir

"Bircok tedarik organizasvonu bu testleri verel epidemiyvolojive dayvali ek testlerle
destekler ve/veya niikleik asit bazh testler kullarmir. Bu ek testler Hiscoplasmia ve
Coccidioides ciirferi ve Stroneyoides ve Trypanoasorra creezi icin serolojik testleri icerebilir
. Dondr mikrobiyvolojik verileri incelenir. * Hem dondrde hem de ahcida gerceklestirilir
Dondrde ve/veya alicida tedavi edilebilir. ! Uygun alicilarda gecerli olmayabilir. ¥ Testc
performansina bagh olarak ABD de aruk gerekli degildir. Kisalumalar: EBV,. Epstein Barr
virsa: HBsAg, HBV yizey antijeni: HBV, hepatit B virtisti; NAT, ndkleik asit testi.

Fishman JA et al. Donor-derived infection-the challenge for transplant safety.
Nat Rev Nephrol 2014.




Dondr enfeksiyonlari

-Donoriin karbapenem direngli Klebsiella pneumoniae (CRKP) veya karbapenem
direngli Acinetobacter baumanii (CRAB) icin pozitif bir idrar kiltiirii varsa,
enfeksiyon ortadan kaldirilmadigi siirece bobreklerinin naklinden kaginilmahidir.

-MDR bakteriyemi varliginda, herhangi bir organin naklinden kaginilmalidir.

-Alici enfeksiyonunu 6nlemede, in vitro duyarlilik verilerine dayanarak, donériin
organ temininden 6nce uygun antimikrobiyal tedavis edilmeli

- Nakilden sonra alici igin de etkili bir tedavi suiresi diistinilmelidir

Fishman JA et al. Donor-derived infection-the challenge for transplant safety.
Nat Rev Nephrol 2014.



Sonuc olarak

. Donor ve alici taramalari, naklin uygulanabilirligi, guivenligi, nakil sonrasi
/_ profilaksi ve onleyici stratejileri belirlemede, alicidaki aktif enfeksiyonu tespit
\ ve tedavi etmede onemli

\ Asemptomatik bakteriuri yaygindir, iyi seyirli

ASB faydalari ve zararlari belirsizliklere ragmen taramasi ve tedavisi sik

RS S — —

p Aliciilk 1 ay veri yetersiz, >1 ay rutin tarama ve tedavisi 6nerilmiyor,

- verici tarama ve tedavi
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Ne haber ufaklik... Yapilacak ¢
sey var!



TESEKKURLER

nuran sari2003@vyahoo.com

nuransari@baskent.edu.tr
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