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intra-abdominal infeksiyon mu?

Ates. karin agrisi. rebound. defans. kusma. halsizlik vs.var mi?
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Saglik Bakimi Iligkili IAT ?

Toplum Kokenli TAI ?




intra-abdominal infeksiyon mu?

Ates. karin agrisi. rebound. defans. kusma. halsizlik vs.var mi?
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e Son 3 ay icinde 5 guin veya daha uzun sure hastane yatisi ?
* Son bir ay icinde 2 gun veya daha uzun sure antibiyotik kullanimi ?

e Son 3 ay icinde abdominal girisim var mi ?
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Bu sorulardan herhangi birisi EVET ise ;

=

SAGLIK BAKIMI iLISKILI iAi

Saglik Bakimi Iligkili IAT ?

Toplum Kokenli IAT ?

Hastane direng verileriniz ?



IAI tanisinda, cerrahlarin mikrobiyolojik
orneklem alimi tutum ve becerilerini
degerlendiren anket formu

Ankete katilan 136 Kkisi

Devlet hastanelerinde c¢alisan cerrahlar 67(7%49.3)
Yas ortalamasi 44.82+9.16 yil

Ortalama ¢alisma siiresi 14.80+9.93 (1-39) yil

82 (7% 60.3)'si kiiltur aldiklarini ifade ediyor



IAI tanisinda, cerrahlarin mlkr'oblyolo Jlk

orneklem
deger

Toplum kokenli |

Kiltur almayan !
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Devlet hastanelerinde mesai
disinda laboratuvara
mikrobiyolojik kilttr kabul
edilmemesi (p=0.012)

Ozel hastanelerde rehberlerin
toplum kaynakl
infeksiyonlarda kdltir
alinmasini ohermemesi
(p=0.047)
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IAI tanisinda, cerrahlarin mikrobiyolojik
orneklem alimi tutum ve becerilerini
degerlendiren anket formu
Operasyon tirine gore kiltir alim oranlar: ;
Safra kesesi operasyonunda 10 (%7.4)
Apandisit operasyonunda katilimcilarin = 13 (7%9.6)
Mide/kolon-rektum perforasyonunda 69 (% 50.7)

Intraabdominal abse op. girisimsel islem 129 (%94.7)



Tirkiye 'de IAI veri 22?
Toplum kokenli TAIL - £. coliigin ESBL (+) % 11.1
U¢ merkez (Dokuz Eyliil, Marmara, Hitit U.) 81 hasta

Avkan - Oguz V, et al ECCMID 2016

Saglik bakimi iligkili LAL - ESBL (+) E. coli % 49

SMART 2011-2012 verileri, ECCMID 2014



intra-abdominal infeksiyon mu?

Ates. karin agrisi. rebound. defans. kusma. halsizlik vs.var mi?
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e Son 3 ay icinde 5 guin veya daha uzun sure hastane yatisi ?
* Son bir ay icinde 2 gun veya daha uzun sure antibiyotik kullanimi ?

e Son 3 ay icinde abdominal girisim var mi ?
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Bu sorulardan herhangi birisi EVET ise ;
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Yanit hepsi icin HAYIR ise;

=)

=

SAGLIK BAKIMI iLISKILI iAi

I Bolgesel direng verilerini gozden gegir !

TOPLUMDAN EDINILMIS iAi

Risk degerlendirmesi ?



Risk ? g

« >24 saat ilk midakl S
. APA CHE IT skoru Hastaya ait faktérler | saturations,

Initial radiographic imaging should include &

. l . contrast to maximize sensitivity and specificil
¢ I eri yas entiate bowel loops from adjacent fluid collec
o drainage procedures.” IV contrast helps deline
g Ek hC(STClIIk Var'llgl and visualize abscess walls. CT is useful in
L . abdominal air (pneumoperitoneum) associate
° DU§Uk C(Ibum|n sev in the biliary tree, and air within the intestine
exception to this is if biliary pathologic abnor
° KOTU bes|enme rant pain, nausea, and vomiting), then right u

yield."
: > . : : Microbiologic diagnosis is not important

o

lefuz perlToan amnirir antihintic theranv ie initigted based
-- -1 Hastaliga ait faktérler . patients, t
¢ KGYnGk kOhTf‘O'UnL necessary to guide antimicrobial therapy d

resistant organisms.

 Malignite varligi

Shirah GR, et al Surg Clin N Am
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1. Yuksek riskli hasta mi ? Konak ozellikleri ?
Immunsupresyon, ciddi kardiyopulmoner hastalik, diyabetes mellitus vs.?

Yanit EVET ise; YUKSEK RISKLI HASTA

AN

2. Hastaligin ciddiyeti 7 3. Tani: Olasi infeksiyon kaynagi;
Laborat WBC, CRP, prokalsitonin)?
APACHE Il 2 15 ise CIDDI Al o rg:]?ulgz\fe(? prokalsitonin)

Kaynak kontrolu ?

A\

Laboratuvarda Tani ?

Beyaz kiire, CRP, Prokalsitonin
Kiltdrler
Goriintileme yontemleri




and perforated appendicitis. Due to their low sensitivity and diagnostic value, PCT and
D-dimer are not better markers than CRP for the diagnosis of acute appendicitis.

Key words: Appendicitis, D-dimer, Procalcitonin, C-reactive protein.

Background conditions are still a challenging problem. To date,
many inflammatory markers have been used for the
diagnosis of acute surgical conditions, including acute
appendicitis. Leukocyte count and C-reactive protein

The early diagnosis of the acute abdomen is a
major goal in surgical practice. Despite the introduc-
tion of novel imaging modalities, acute abdominal

http://www.medsci.org

age was 254 * | |.| years (range, |8 to 69 years). 66 (84.6 %) patient
count (white blood cell count). The PCT values were higher than th
(25.6%) patients, followed by D-dimer in 22 (28.2 %) patients and C|
The diagnostic value of leukocyte count and CRP in acute appendici
the other markers, whereas leukocyte count showed very low sp¢
higher in perforated appendicitis when compared with the p
(p<0.05). However, PCT and D-dimer showed lower diagnostic
spectively).

CONCLUSION: An increase in CRP levels alone is not sufficient
acute appendicitis. However, CRP levels may differentiate between

and perforated appendicitis. Due to their low sensitivity and di
D-dimer are not better markers than CRP for the diagnosis of acut

Key words: Appendicitis, D-dimer, Procalcitonin, C-reactive protein.
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diagnosis of acute
appendicitis. Leu

The early diagnosis of the acute abdomen is a
major goal in surgical practice. Despite the introduc-
tion of novel imaging modalities, acute abdominal




Recewved: 14 January 2014 / Accepted: 1 April 2014 / Published online: 2/ December 2014

© Springer Japan 2014

Abstract

Purpose To clarify the role of medical treatment in the
management of acute appendicitis and the value of C-reac-
tive protein (CRP) for predicting its failure.

Materials and methods Patients with clinically diagnosed
acute appendicitis, confirmed by imaging studies, were
enrolled in this study. We measured leukocyte counts and
CRP levels and recorded success and recurrence rates and
the efficiency of medical treatment during follow-up. The
efficiency of CRP values to predict failure of medical treat-
ment was evaluated using receiver operating characteristics
(ROC) curve analysis.

Results The subjects comprised 193 patients (mean
age 30.9 years) who received medical treatment for acute
appendicitis. The mean follow-up period was 12.3 (6-24)
months and the early success rate of medical treatment
was 86.5 % (160/185). Fifteen (9.3 %) patients suffered
recurrence during follow-up. The leukocyte and CRP lev-
els in these two groups of patients were not significantly

for unsuccessful medical treatment was 80.8 mg
81.82 % sensitivity and 84.34 % specificity (p < 0.
Conclusion The success rate for treating acute ap
tis medically is high, with antibiotic treatment beir
tive as the firstline therapy for many unselected pati
increase in CRP levels to 80.8 mg/L and above see:
a meaningful parameter for determining a lack of 1
to medical treatment.

Keywords Appendicitis - CRP - Non-operative ar
treatment - Prospective study

Introduction

Acute appendicitis is the most common cause «
abdomen requiring surgery. It is often considered ¢
of adolescents and young adults, with its frequenc
ing in the second=ard=tirrd-decades—Toratong ti

different at the beginning of the treatment, but the increase=——ivfeBurmcy=first=deseribed=appemdeetomny=ir+889

in the CRP value differed significantly between the two
groups during the follow-up period (p < 0.001). ROC curve
analysis suggested that the optimum CRP cut-off point

The manuscript was presented as an oral presentation at the
XVIth Annual Meeting Of the European Society Of Surgery,
November 22-24, 2012, Istanbul, Turkey.
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undisputed treatment for acute appendicitis was
Yet, in the absence of peritonitis many intraab
inflammatory processes such as diverticulitis ha
treated medically. Many recent studies show that ur
cated acute appendicitis can also be treated medicz
low morbidity and cost [2, 3]. This study aims to cl
role of medical treatment in acute appendicitis an
lish the value of measuring the C-reactive protei
level to predict resistance to medical treatment.

Materials and methods

The study was carried out prospectively with the
sion of the ethical committee of Selguk University

)



Background The postoperative systemic inflammatory
response, as evidenced by C-reactive protein (CRP) on days
3 and 4, has been reported to be associated with the
development of infective complications following surgery
for colorectal cancer. However, patients in enhanced
recovery after surgery require earlier assessment at day 2,
the peak CRP response to surgery. The aim of the present
study was to assess the impact of day 2 CRP on the CRP
concentrations on days 3 and 4.

Methods Patients with colorectal cancer undergoing
elective resection were recorded in a prospective database
(n = 357). CRP was measured preoperatively and on days
1-4 postoperatively. Correlations between day 2 CRP and
day 3 and day 4 CRP concentrations were examined
Results The majority of patients were >65 (72 %), male
(53 %), underwent right or left hemicolectomy (63 %), and
had node-negative disease (61 %). Day 2 CRP was not
significantly associated with age, sex, operation type, or
tumor stage. Day 2 CRP was directly associated with day 3
(¥ = 0.601, p < 0.001) and day 4 (+* = 0.270, p <
CRP. The median day 2 CRP that corresponded with the
previously described thresholds for predicting infective
complications was ~190 mg/L, and for predicting an
anastomotic leak 200 mg/L.

M. L. Ramanathan () - J. Platt - P. G. Horgan -
——). C. McMillan

Academic Unit of Surgery, School of Medicine, Glasgow Royal

Infirmary, University of Glasgow, Level 4, Walton Building,

Glasgow G4 OSF, UK

e-mail: michelle.ramanathan @ gmail.com

G. MacKay
Department of Surgery, Glasgow Royal Infirmary,
Glasgow G4 OSF, UK

associated with day 3 and 4 CRP concentrations
established CRP thresholds for the development of
tive complications.

Introduction

Colorectal cancer is the second most common cat
cancer death in the United Kingdom, accounting for 1
deaths annually (CancerStats 2012, www.cancerresea
org/cancerinfo/cancerstats/types/bowel/mortality/). Out
are primarily dependent on stage at presentation. Eve
modern treatments, however of those deemed st

recurrence and dle of their disease. It is now recoy
that postoperative complications contribute to poor ¢
specific survival [1, 2]. In particular, anastomotic
following colorectal cancer resection has been neg
assoc1ated with survival, independent of tumor stage

inflammatory response, as ev1denced by C reactive
(CRP) concentrations on days 3 and 4, has been consis
reported to be associated with the development of inf
complications and anastomotic leak [5-10]. Hoy
patients in enhanced recovery after surgery program r
earlier assessment at postoperative day (POD) 2, the
CRP response to surgery. As a result, it would be imp
to determine whether the systemic inflammatory res;
as measured by CRP, on PODs 3 and 4, is influenced
peak systemic inflammatory response to surgery, as
sured by CRP on POD 2 [11, 12].

The aim of the present study was to assess the img
the peak systemic inflammatory response, as evidenc
POD 2 CRP, on CRP concentrations and their thresho

@S:



Diagnosis and Management of Complicated \L
Intra-abdominal Infection in Adults and Children: ,°
Guidelines by the Surgical Infection Society

and the Infectious Diseases Society of America

Joseph S. Solomkin,' John E. Mazuski John S. Bradley Keith A. Rodvold,” Ellie J. C. Goldstein® Ellen J. Baron! '“M'" 1782
Patrick J. O'Neill,” Anthony W. Chow,” E. Patchen Dellinger,” Soumitra R. Eachempati,” Sherwood Gorbach,”
Mary Hilfiker,! Addison K. May,” Avery B. Nathens,'” Robert G. Sawyer,'* and John G. Bartlen™

« Diren¢ % 10 -20 ?
+ Kan kiiltiirii (B III) Onerilmez

* Anaerop kiltir (B ITI)

Clin Infect Dis 2010:;50:133-64



1. Yuksek riskli hasta mi1 ? Konak ozellikleri ?

Immunsupresyon, ciddi kardiyopulmoner hastalik, diyabetes mellitus vs.?

Yanit EVET ise; YUKSEK RISKLI HASTA

AN

2. Hastaligin ciddiyeti ?
APACHE Il = 15 ise CIDDI IAl

3. Tani: Olasi infeksiyon kaynagu;
Laboratuvar (WBC, CRP, prokalsitonin)?

Goruntuleme ?

Kaynak kontrolu ?

4. Tedavi; SAGLIK BAKIMI ILISKILI IAl - Tablo 10

TOPLUMDAN EDINILMIS IAI - Tablo 8 ve 9

Tedavi ?
( Kor patojenler )
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Gastroduodenal Biliary tract Small intestine Colorectal
Primary source of infection

Fig. 1. Initial culture results in secondary and tertiary peritonitis: percentages of positive cultt
infection.[1°]

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



Antimikrobiyal Tedavi

v'Erigkinlerde toplumdan edinilen;

Hafif veya orta siddetteki IAI tedavisi
Yiiksek riskli IAI tedavisi

v'Erigkinlerde saglik bakimi iliskili IAT tedavisi
(MRSA, Candida sp, VRE vs)

v'Antimikrobiyal Tedavinin Izlemi



Ekstra-Biliyer Komplike Intra-Abdominal
Infeksiyonun Baslangigtaki Ampirik Tedavisinde
Kullanilabilecek Ajanlar ve Rejimler

Yetiskinlerde Toplumdan Edinilmis Infeksiyon

Rejim Hafif-orta infeksiyon Ciddi infeksiyon
Perfore veya apseli apandisit Yuksek risk veya ciddi
ve diger infeksiyonlar fizyolojik bozukluk, ileri yas,
veya bagisikhgin bozulmasi
durumu
“Tek ajan
Ertapenem, Piperasilin-tazobaktam
Moksifloksasin, iImipenem-silastatin
Tigesiklin, Meropenem
Kombinasyon Her biri metronidazol ile Her biri metronidazol ile
kombine olarak sefazolin, kombine olarak sefepim,
sefuroksim, seftriakson, seftazidim, siprofloksasin,
sefotaksim, siprofloksasin, veya levofloksasin®

veya levofloksasin®




Yetigkinlerdeki Biliyer Infeksiyonlarin Baglangigtaki
Ampirik Tedavisinde Kullanilabilecek Ajanlar ve
Rejimler

Infeksiyon

Toplumdan edinilen hafif ila orta siddette
akut kolesistit

Ciddi fizyolojik bozukluga neden olan
toplumdan edinilmis akut kolesistit, ileri yas
veya bagisikligin bozulmasi durumu

Herhangi bir siddette bilio-enterik
anastamozu takip eden akut kolanjit

Saglik-bakimla iligkili herhangi bir siddette
infeksiyon

Rejim

Sefazolin, sefuroksim veya seftriakson

Her biri metronidazol ile kombine olarak
imipenem-silastatin, meropenem, piperasilin-
tazobaktam, siprofloksasin, levofloksasin®
veya sefepim




Saglik-Bakimi iligkili Intra-Abdominal Infeksiyonun

Ampirik Tedavisine iligkin Oneriler

Mikroorganizmalar

P. aeruginosa,
(<%20 direngli )

ESBL(+)
Enterobakterler

Acinetobacter, veya
diger MDR GNB

ESBL (+)
Enterobakterler

P. aeruginosa
(Seftazidime >%20

direncli )
MRSA

Rejim

Karbapene
a

m

Onerilir

Onerilir

Onerilir

Onerilmez

Piperasilin-
tazobaktam

Onerilir

Onerilir

Onerilir

Onerilmez

Metronidazol

+

Seftazidim
veya Sefepim

Onerilir

Onerilmez

Onerilmez

Onerilmez

Aminoglikozid

Onerilmez

Onerilir

Onerilir

Onerilmez

Vankomisin

Onerilmez

Onerilmez

Onerilmez

Onerilir




Intra-abdominal kandida infeksiyonlar: igin spesifik
ve spesifik olmayan risk faktérleri

>

——\

Spesifik risk faktorleri

n

Laparoskopi dahil tekrarlayan
cerrahi girigimler

24 saat icinde ust gastrointestinal
sistem perforasyonlari dahil tedavi
edilemeyen velveya tekrarlayan
perforasyonlar

Ozofagus dahil gastroduodenal
cerrahi anastomoz kacaklari basta
olmak uzere gastrointestinal
anastomoz kacaklari

Spesifik olmayan risk faktarleri

AKUt renal yetmezlik

Santral venoz kateter varligi
Parenteral nutrisyon ile beslenme
Ciddi sepsis,

Diyabetes mellitus
iImmunsupresyon

Uzun sure genis spektrumlu
antibiyotik kullanimin yogun bakim

yatisi,

Basetti M, et al Intensive Care Med 2013



Table 1: Demographic characteristics and risk factors of the patients

Culture positive | Cultwm

n— 39 (%e) n-

Age (mean £3D)* 38.95+£16.7 384

Gender (Male) 33 (95.9) 31
Prumary discases

Uppear gastomiestinal 12 ({19.) 6

Lower gastrointestinal 27429 16

Hepato-pancreatico-hiliary 13 (70 k) 1%

Others 11(17.5) 10

Diabetes mellitus 10 {16.9) 5

Previously immunosuppression 4(6.8) 12

Maligmite 33 (52.4) 3(

Previous antibiotic usage (One month) 36 (94.5) 46

Beta lactam and lactamases inhibitory 39 (66.1) 22

First generation cephalosponn 9(1573) B

Third peneration cephalosponn 19 (321.1) 13

Metromdazole 22(37.3) 13

Quinolone 20(33.9) 11

Other CanbapenenvErtapenem | 31 (52.5V8 (13.6) | 24{43.4

Tigecycline 15 (25 4) 17

Glycopeptide 7 (11.9) 10

Previous azole usage (one month) 3(88) 6

*Independent groups t test were used

88

TIMM 2015
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First generation cephalospornn 9(1573)
Thard generation cephalosponn 19 {(32.1)
Metromudazole 22 (37.3)
Quunolone 20 (33.9)
Other Canbapenem/Ertapenem | 31 (52.5V8 (13.6) | 2«
Tigecycline 15 (25 4)
Glycopeptide 7(11.9)
Previous azole usage (one month) 5 (8.8)

*Independent groups t test were used

88




Beta lactam and lactamases inhibitory 39 (66.1)
First generation cephalosponn 9(153)
Third generation cephalosponn 19 {(321.1)
Metronsdazole 22(31.3)
Quinolone 20 (33.9)
Other Cabapenemy/Ertapenem | 31 (52.5)/8 (13.6) | 24
Tigecycline 15 (75 4)
Glycopeptide T(11.9)
Previous azole usage (one month) 5(8.8)

*Independent groups t test were used

88
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* Radyolojik goruntuleme US, BT, MR, girisimsel yontemlerle drenaj vs.
* Farkh bir infeksiyon odagi; pnomoni, uriner sistem infeksiyonu vs ?

 Infeksiyon disi benzer tablolar ? ( Kompartman sendromu vs )

Kaynak kontrolii ?




Kaynak kontrolii- Agik cerrahi girisim ?

v’ Perkitan erisilemeyen/drene edilemeyen koleksiyonlar
v' Akut veya diffiz peritonit

v' Septik tablonun perkutan drenajla kontrol edilemezse
v' Tedavi igin apse cidarinin gikarilmasi gerektiginde

v Hasta dekompanse septik sokta ise

v" Akut kolanjitte drenaj iki yontemle basarisiz oldugunda

v' Teknik olarak mimkiin olmadiginda



1 eddVvl Ssureslt ¢«

4L

* Radyolojik goruntuleme US, BT, MR, girisimsel yontemlerle drenaj vs.
* Farkh bir infeksiyon odagi; pnomoni, uriner sistem infeksiyonu vs ?

 Infeksiyon disi benzer tablolar ? ( Kompartman sendromu vs )




Biz hekimler riskleri hesaplamaya g¢alismakta

hastalar ise olusan riski lGstlenmektedir.

Multidisipliner
paylasim

Ulkemizde yapilmis
randomize kontrolld
prospektif
¢alismalar ihtiyaci




TABLO 5: Kamplike Intra-Abdominal Infeksiyonu olan Hastalara Yaklagun

intra-abdominal infelcsivon mu?

Ay, lame agre, rebonne, el kusoea, Masls 2k esosie nne?
L, I EVEL | [::} | OLAS! ind
s
¥ Sor 3 ey ICide S qun vews 33hs vzun sare hastsne yat 3 ?

¥ Sor bray iz1de 2 aJn veya daka Jzun surs antbrotlk kallsa
Sor 3 &y icinde abzamiral qinzim var rn ?

J41L |1
I Bu soulsrdan herhangl 2irlsl EVET 82 | — | SAGLIK BAKIMI iLISKILI iai |

<

| ! Bolgesal dirang vanlenn! gzder pagr!

[ ¥zni hepsi on HAYIR ise; — | TOPLUMDAN EDINILMIS IAI |

1. Yiksak fskll hasta mi 7 Konak ézsllikler| 7

Immunmaprsseen. siddi kars yopoimans kastalik, digabetes mallitg @52

Yart EVET i55: YOKSFL RIS | FASTA

NN
2. Hastalidin clddiyeti ? 3. Tani: Olasi infeksiyon kaynay; o
APACHE Il = -3 ive: CIDDI lAl LV {YEC, CRP. Mukindionin)?
Kayaak kentrolJ 2
N
4. Tedavi, SACLIK BAKIWIILISKILI & - Tabc 10 'I
TOPLUMDAN EDINILMIS |Al - Tatlo 8 ve @ \_ '\

Anp ik ledavin 48-72. saatinde klinik ve laboratuvar degerlendinme yas
¥ Kaymna< kontrd vapirig ve amgrik iedaviye !Mlt allnmlgsa:

Tadavi 4-7 gan
< Kayna<karmnli szdlznamadiysa ws sndavi yanit yoksa;

Tezavl siresi 777

J L

+  Redyolo k psrontlleme US, BT, MR, girg v vaatamler e dreqa) vs.
= Farsl hirirfcksiyon adig; pramnri 0rnee sistem infeksiyana es ?

+ infeksl','on dig tenzer taboler ¥ [ Kompsrtman 8nsrorL v



