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Sunum Plani

Olgu Teorik/Pratik tani ve tedavi yaklagimi

Intraabdominal infeksiyon riski
Lokalizasyon ? Reoperasyon ?

Tedavi - Hangi antibiyotikler ?
Ne zaman ve nasil bir cerrahi girigim

Ulkemizde Intra-abdominal infeksiyonlar

Cerrah ve Infeksiyoncu goziiyle...
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Intraabdominal infeksiyon riski
Lokalizasyon ?
Reoperasyon ?




INTESTINAL MICROFLORA
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Fig. 1. Ini!al culture results in secondary and tertiary peritonitis: percentages of positive cultt
infection.['§
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Konak dzellikleri ? Hastaligin ciddiyeti %

 >24 saat ilk midahalenin gecikmesi

» APACHE IT skoru 2 15 olmasi

> [ Lleri yas ]

» Ek hastalik varligi ve organ yetmezligi
- Duglk albimin seviyesi

» Kot beslenme

+( Diffuz peritonit ]
» Kaynak kontroliinin basarisi ?
» Malignite varligi ]

Clin Infect Dis 2010:;50:133-64



PUBMED ?

Colorectal Cancer+ Reoperation + infection

Surgical site infection + Reoperation/relaparotomy

Wound infection + Reoperation + colorectal cancer

Intraabdominal infection/sepsis + reoperation

Intraabdominal abscess + cancer + reoperation



SR International Journal of Surgery
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journal homepage: www yurnal-s gory.net lﬁ‘

Relaparotomy in colorectal cancer surgery Do any factors influence
the risk _of mortalitv? A case controlled studv™

Original research
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1. Introauction

Some severe postoperative complications as consequ

even elective colorectal cancer surgery may require reo Wz EV¢
Relaparotomy is defined as an abdominal operation perfo o
* The paper was accepted for poster presentation during: 8 International Euro- ter an initial surgery within 60 days, and the decision is m« 2 A :
pean Federation for Colorectal Cancer, Vienna, Austria, 4—6 April, 2013. criteria of general reaction to surgical stress. The inciden =], -
* Corresponding author. Department of General and Colorectal Surgery, Medical x

; 1 o gent relaparotomy-requiring complications has been ref
University of Lodz, Plac Hallera 1, 90-647 Lodz, Poland. %A A9 : :
E-mail address. m.mik@wp.pl (M. Mik). 1.1%—4.4% [1,2]. When the first (index) operation was perft

http://dx.doi.org/10.1016/j.ijsu.2014.09.001
1743-9191/© 2014 Surgical Associates Ltd. Published by Elsevier Ltd. All rights reserved.
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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-
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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%

I nterest in measuring surgical quality is growing rapidly. \
increasing recognition that surgical outcomes vary wic
patients are seeking more detailed information about provic
performance prior to undergoing treatment. Providers are it
ested in assessing their own performance for quality impr«
ment purposes. Payers are looking for better data by whic
steer selected populations of surgical patients to high-qu:
providers. To meet these various interests, policy makers
health services researchers have redoubled their efforts to
velop and implement quality indicators germane to surgery
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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%
Cl = 2.3-3.7), wound complications (21.1%; RR mortality = 0.7; 95%

Interest in measuring surgical quality is growing rapidly. \
increasing recognition that surgical outcomes vary wic
patients are seeking more detailed information about provic
performance prior to undergoing treatment. Providers are ir
ested in assessing their own performance for quality impr«
ment purposes. Payers are looking for better data by whic
steer selected populations of surgical patients to high-qu:
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 surg
quality have major flaws which limit their usefulness. Althc
simple and direct, operative mortality is too uncommon ¢
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Tedavi -
Hangi antibiyotikler ?
Ne zaman ve nasil bir Cerrahi girigim




Hangi antibiyotik ? ;J‘,E

Q ‘

- Seftazidim / Sefepim SIS-IDSA Rehberi-2010
WSES Rehberi-2012
 Sefaperazon sulbaktam SIS - 2017 revizyon

aQ
| Seftriakson + Metronidazol

 Siprofloksasin/Levofloksasin + Metronidazol

* Moksifloksasin

o Piperasilin_fazobakfa/rm/ Konak ozellikleri ?
_ o Hastaligin ciddiyeti ?
 Tigesiklin
Toplum / Hastane kokenli ?

* Karbapenemler \oplum / Hastane etken direng ozellikleri ?




Diagnosis and Management of Complicated =
Intra-abdominal Infection in Adults and Children: ‘o %
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,®
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. Bartlett'

Community-acquired infect@)n—ed'ul'cS\

Mild-to-moderate severity: High risk or severity:
perforated or abscessed appendicitis severe physiologic disturbance,
Community-acquired infection and other infections of advanced age,
Regimen In pediatric patients mild-to-moderate severity or immunocompromised state

Single agent  Ertapenem, meropenem, imipenem- Cefoxitin, ertapenem, moxifloxacin,
cilastatin, ticarcillin-clavulanate, and tigecycline, and ticarcillin-clavulan
piperacillin-tazobactam acid

Combination  Ceftriaxone, cefotaxime, cefepime, or  Cefazolin, cefuroxime, ceftriaxone,
ceftazidime, each in combination with  cefotaxime, ciprofloxacin, or levoflo
metronidazole; gentamicin or tobra- acin, each in combination with
mycin, each in combination with met-  metronidazole®
ronidazole or clindamycin, and with or
without ampicillin

Imipenem-cilastatin, meropenem, dori-
penem, and piperacillin-tazobactam

Cefepime, ceftazidime, ciprofloxacin, or
levofloxacin, each in combination
with metronidazole®

Clin Infect Dis 2010:50:133-64



Diagnosis and Management of Complicated -
Intra-abdominal Infection in Adults and Children: g
Guidelines by the Surgical Infection Society N
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,®
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. Bartlett™

Recommendations for Empiric Antimicrobial Therapy for Health Care-Associated Complicated Intra-abdominal Infection

Regimen
Organisms seen in health care-associated Ceftazidime or cefepime,
infection at the local institution Carbapenem®  Piperacillin-tazobactam  each with metronidazole ~ Aminoglycoside Vancomycin
<20% Resistant Pseudomonas aeruginosa, Recommended ] [Recommended ] [Recommended ] Not recommended Not recommended
ESBL-producing Enterobacteriaceae, .
Acinetobacter, or other MDR GNB
ESBL-producing Enterobacteriaceae [Recommended ] [ Recommended] Not recommended [Recommended ] Not recommended
P aeruginosa >20% resistant to [Recommended ] [ Recommended] Not recommended [Recommended ] Not recommended
ceftazidime

MRSA Not recommended Not recommended Not recommended Not recommended Recommended




- Ulus Cerrahi Derg 2016; 32: 306-321
Ok 9 Consensus Report
DO 10.5152/0CD.2016.3688
E -

Recommendations for intra-abdominal infections consensus
report

Vildan Avkan-Oguz’, Nurcan Baykam?, Selman Sokmen’, Rahmet Guner’, Fatih Agalaﬁ. Emine Alp®, Ahmet Dogrul’,
Ozge Turhan®, Canan Agialar®, Behice Kurtaran™, Ibrahim Ethem Gecim'', Resat Ozaras®, Giirdal Yilmaz", Ayhan Akbulut®,
iftihar Koksal'**

DERLEME / REVIEW

DOI: 10.4274/mjima.2016.7
Mediterr J Infect Microb Antimicrob 2016;5:7
Erisim: http:f/dx.doi.org/10.4274/mjima.2016.7

Intra-abdominal Enfeksiyonlar Igin Oneriler “Uzlasi Raporu”
Recommendations for Intra-abdominal Infections “Consensus Report”

Vildan AVKAN OGUZ1, Nurcan BAYKAMZ2, Selman SOKMEN3, Rahmet GUNERY, Fatih AGALARS, Emine ALP MESES, Ahmet DOGRUL?,
Ozge TURHANS, Canan AGALAR?, Behice KURTARAN19, ibrahim Ethem GECiIM11, Resat OZARAS!2, Giirdal YILMAZ13, Ayhan
AKBULUT14, iftihar KOKSAL13."

fm . - s . - - e e . - - . 2 e emes aa



Rehberler, konu ile ilgili farklh uzmanhk alanlarindan uzmanlarin her iilkenin kendi verilerini dikkate alarak hazirladikiar dnerileri icerir. Ancak
iilkemizde bugiine kadar intra-abdominal enfeksiyonlar (IAE) icin ortak dil olusturmak adina, énerileri kapsayan bir rehber kullanima sunulmamistir,
Bunun en 6nemli nedeni klinikte IAElerin tani ve tedavisi il ilgili veya IAE tanili hastalardan elde edilen mikroorganizma duyarhliklarini degerlendiren
laboratuvar calismalannin oldukc¢a az sayida olmasidir. Oysa giintimizde farklilasan konak ozellikleri ve gelisen tcknolojik tedavi yontemleri
nedeniyle "ortak dil kullanmak” zorunluluk haline gelmistir. Bu amacla Mayis 2015'te; Tirkiye Enfeksiyon Hastaliklar ve Klinik Mikrobiyoloji Uzmanlik
Dernegi‘nin (Turkiye EKMUD) 6nderliginde Tiirk Cerrahi Dernegi, Turk Kolon ve Rektum Cerrahisi Dernedi, Fitik Dernedi, Tirk Hepato Pankreato Bilier

Cerrahi Dernegy” } }ia
caligmalar deg -~
Cerrahi Enfeksi silabilen
rehberlerden vyi ‘/ EKMU D aklasimi
olmak (izere iki

derneklerin site ‘/ Turk Cer‘rahl Der‘negl
mnahtarkelit o~ Tjrk Kolon ve Rektum Cerrahisi Dernegi

Vildan AVKA

ougeturis ¥ FITIK Derne§i
et v Tiirk Hepato Pankreato Bilier Cerrahi Dernegi

1Dokuz Cylil

D‘{I v' Tirk Hastane Enfeksiyonlar: ve Kontroliu Dernegi
Wiidinig Y,

SAnadolu Saghk Merkezi, Genel Cerrahi Bolimii, Kocaeli, Turkiye

sire ile

SFrciyes Fyliil Universitesi Tip Fakiiltesi, Fnfeksiyon Hastaliklar ve Klinik Mikrabiyoloji Anabilim Dal, Kayseri, Tiirkiye
’Hoceltepe Universitesi Tip Fokditesi, Genel Cereati Anabilim Daly, Ankaro, Tirkiye

fAkdeniz Universitesi Tip Faklltesi, Enfeksiyon Hastaliklar ve Kiinik Mikrobiyoloji Anabilim Dali, Antalya, Tirkiye

SFotih Sultan Mehmet Egitim ve Arastirma Hastonesi, Enfeksiyon Hastalikiar: ve Klinik Mikrobiyoioji Klinigl, Istanbul, Tiirkiye
10Cukurova Universitesi Tip Fakiiltesi, Enfeksiyon Hastalikiari ve Klinik Mikrobiyoloji Anabilim Dal, Adana, Tiirkiye

L Ankara Universitesi Tip Fokiiltesi, Genel Cerrahi Anabilim Dali, Ankara, Tiirkiye

L2{stanbul Oniversitesi Cerrohpasa Np Fakiitesi, Enfeksivon Hastaliklarr ve Klinik Mikrobivaloii Anabilim Dall, Istonbul, Tirkive
Broradeniz Teknik Universitesi Tip Fokdltesi, Enfeksiyon Hostaliklar: ve Kiinik Mikeobiyoloji Anabilim Oalt, Trabzon, Hirkiye
145rat Universitesi Tip Fakdltesi, Enfeksiyon Hastaliklor: ve Klinik Mikrobiyoloji Anabilim Doly, Elazig, Tarkiye

SENALLID Backant



Intra-abdominal enfeksiyon mu?
Ates, kann agnsi, rebound, defans, kusma, halsizlik vs. var m?

[ ] O O]
L1

- Son 3 ay i¢inde 5 gim veyz daha uzun siire hastane yati1?
- Son bir ay iginde 2 giin veya daha uzun siire antibryotik kullanimm?
- Son 3 ay i¢inde abdominal gingim var m?

Il

Du sorulardan herhansi birisi Evetise; | [ |[Sagiik bakim: ifighi TAE |

v IBolgesel direng verilerini gozden gegir!
Yanit hepsi icin Hayr ise; I::)
L. Yiiksek riskli hasta m1? Konak ozellikleri?

Toplumdan edinilmig IAE

[mm radr Kardi hastahik, diyabetes mellitus vs.?
Yamt EVET 1se; yiksek nskli hasta
2. Hastahgm ciddiyeti? l 3. Tam: Olas enfeksiyon kaynag; |
APACHETIT =15 15e ciddi IAE Laboratuvar (beyaz hiicre, CRP, prokalsitonin)?
Intra-operatif ek, Kiiltiir alum
Goriintileme?

B Tedavi; tgnx baku iligkili TAE -oneri 32-39
top 15 IAI - Tablo 8 ve 9

Ampn]: tethvmm 48-72. saatinde klinik ve laboratuvar

Tedavi 4.7 giin
- Kaynak keatolil saflanamadiysa ve redavi yama yoksa,
Tedav siires1?

Radyolojik gorimtilleme US, BT, MR, girigimsz] yont=mlerle drenaj vs.
Farkh bir enfeksiyon odag:; pnomomi, tirmner sistem enfeksiyonu vs.?
Enfeksiyon digt benzer tablelar? (kompartman sendromu vs.)




Tablo 8. Ekstra-biliyer komplike intra-abdominal enfeksiyonun baslangictaki ampirik tedavisinde kullanilabilecck ajanlar ve
rejimiers]

Yetiskinlerde toplumdan edinilmis enfeksiyon
Rejim Hafif-orta enfeksiyon Ciddi enfeksiyon
Perfore veya apseli apandisit ve diger enfeksiyonlar Yiksck risk veya ciddi fizyolojik bozukluk, ileri yas veya bagisikhgin
bozulmas) durumu
Tek ajan Ertapenem Piperasilin-tazobaktam
Moksifloksasin imipenem-silastatin
Tigesiklin Meropenem
Kombinasyon Sefazolin, Sefepim,
Sefuroksim, Seftazidim,
Seftriakson, Siprofloksasin veya
Scfotaksim, Levofloksasing
Siprofloksasin veya +
Levofloksasina Metronidazol
+
Metranidazol

Tablo 9. Yetiskinlerdeki biliyer enfeksiyonlarin baslangictaki ampirik tedavisinde kullanilabilecek ajanlar ve rejimlerl5!

Enfeksiyon Rejim

Toplumdan edinilen hafif ile orta siddette akut kolesistit Sefazolin,
Sefuroksim veya
Seftriakson

Ciddi fizyolojik bozukluga neden olan toplumdan edinilmis akut kolesistit, ileri yas veya bagisikligin imipenem-silastatin,

bozulmasi durumu Meropenem

Piperasilin-tazobaktam,
Siprofloksasin,
Levofloksasin? veya
Sefepim

+

Metronidazol




Kandida riski 22? By

Tablo 11. intra-abdominal kandida enfeksiyonlan icin spesifik ve spesifik olmayan risk faktrleri siralanmistir"®

Spesifik risk faktorleri Spesifik olmayan risk faktorleri

- Laparoskopi dahil tekrarlayan cerrahi girisimler - Akut renal yetmezlik,

- 24 saat icinde {ist gastrointestinal sistem, perforasyonlari dahil tedavi edilemeyen ve| | - Santral venoz kateter varldy,
veya tekrarlayan perforasyonlar, - Parenteral niitrisyon ile beslenme,
- Ozofagus dahil gastroduodenal cerrahi anastomoz kagaklan basta olmak iizere - Ciddi sepsis,

gastrointestinal anastomoz kacaklari - Diyabetes mellitus,

- Immiinsiipresyon,
- Uzun stire genis spektrumlu antibiyotik kullanimin
- Yogun bakim yatisi




IAI - Antibiyotik tedavi siiresi 77>

Pharmacotherapy. 2018 Apr 20. doi: 10.1002/phar.2118. [Epub ahead of print]

Shortened courses of antibiotics for bacterial infections: A systematic review of randomized
controlled trials.

Hanretty AM', Gallagher JCZ.

@ Author information

Abstract

BACKGROUND: Commonly prescribed durations of therapy for many, if not most, bacterial infections are not evidence-based.
Misunderstandings by clinicians and patients alike influence perspectives on antibiotic use, including duration of therapy and its role in
antibiotic resistance.

OBJECTIVE: To demonstrate that shorter durations of antibiotic therapy are as efficacious as longer durations for many infections.

DATA SOURCES: A systematic review of English language articles using PubMed were identified for inclusion. Additionally, infection-specific
guidelines were identified for review of recommendations. Search terms included specific infection types. randomized controlled trial (RCT),
duration of therapy, treatment duration, short course, and long course.

STUDY SELECTION: Only RCTs of single-agent antibiotic therapy for the treatment of bacterial infections in adults were included.
DATA EXTRACTION: Independent data extraction of articles was conducted by two authors using predefined guidance for article inclusion.

DATA SYNTHESIS: In total, 23 RCTs met our criteria for inclusion. All trials compared single-agent antibiotics for a short and long antibiotic
course in six common infections: community-acquired pneumonia, ventilator-associated pneumonia, intra-abdominal infections, skin and soft
tissue infections, uncomplicated cystitis, and complicated cystitis or pyelonephritis.

CONCLUSIONS: Clinicians can decrease net antibiotic use by recommending shorter courses where evidence supports them. Antimicrobial
stewardship programs that systematically address treatment duration may significantly impact institutional antibiotic use without negatively
affecting patient care. This article is protected by copyright. All rights reserved.



Tedavi -
Hangi antibiyotikler ?
Ne zaman ve nasil bir Cerrahi girigim




SURGICAL INFECTIONS
Volumea 16 Numbor G, 2015
& Mary Ann Liecer, Inc.
OO 101080 2014144

Abdominoperineal Resection, Pelvic Exenteration,
and Additional Organ Resection Increase the Risk
of Surgical Site Infection after Elective Colorectal Surgery:
An American College of Surgeons National Surgical
Quality Improvement Program Analysis

Mary R. Kwaan! Genevieve B. Maiton! Rabert D. Madoff! and Jeffrey G. Chipman?

TABLE 1. ADDITIONAL ORGAN RESECTIONS (N=17,839) AND ASSOCIATED UNADIUSTED WOUND INFECTION RATES

n Propmtion of cohort Surgical site infection %
Additional segmental colectomy 14.046 125 % [1.6%
Small bowel resection 2,133 2.7 % 13.7%
Hyslerectomy 1,120 1 % 12.4%
Bladder resection 667 0.6 % 16.5%
Partial vaginectomy RS 0.3 % 17.1%
Giastric resection 153 (.14% 1.2%
Splenectomy 150 (L13% I8 %
Major vascular repair 86 (108 % 18.6%
Laparoscopic hysterectomy - 0.04% 6.8%
Diaphragm resection 35 0.03% 17.1%

Pelvic exenteration 510 0.45% 19.4%




W Pelvic exenteration

“ Proctectomy

I Proctectomy with small bowel
resection

= Proctectomy and additional organ
resection

W Colectomy and additional organ
resection

= Colectomy with small bowel

& Colectomy




35399 224 208 —2.42] 211 |1.96 —2.28]

= 40 292 [2: 49 _2.96] 2.51 [2.30 —2.74]
Pre operative inpatient hospitalization 1.11 [1.03 - 1.18] .14 [1.07 1.22]
Smoker 1.26 [1.19 —1.32] .24 (118 —1.31]
Diabetes mellitus 1.13 [1.07 —1.20] 13 1106 —1.19]
Pre-operative weight loss NS NS
Pulmonary comorbiditics 1.21 [1.14 —1.28] 22 [1.15 —1.3]
Cardiac comorbidity 1.09 [1.01 —1.18) .1 J1.03 —l -2]
Peripheral vascular disease NS NS
Disseminated cancer ) 1.19 [1.08 —1.31] .14 [1.04 —1.26]
Immunosuppressive medications or steroid use NS NS
Radiation therapy within 90 d of surgery 113 [1.01 1.26] .12 1.0 1.25]
Chemotherapy within 30 d of surgery NS NS
Scerum albumin <3 .Omg/dl. NS NS
Hematocorir >=37% NS NS
Hematocrit 29% 375 NS NS
Hematocrit 26% - 28%% NS NS
Hematocorit <26% NS NS
Benign neoplasm Reference group
Colon cancer 0.99 [092 —1.07] 0.97  [0,90 —1.0:4]
Rectal cancer 1.05 [0.95 —1.15] .90 [0.85 —1.03]
Daverticular disease 1.11 [1.03 —1.21] .10 (1.01 —1.19]
Inflammatory bowel discase 1.24 (1.1 1.4 1.12 10.99 1.26]
Bowel obstruction 1.47 [1.30 —1.67] P 112494 —1.59]
Colonic volvulus 099 [O8 —1.23) .04 JO.83 —1.29]
Surgical site mmfection classificauon 3 or 4 121 [1.14 -1.28] .18 [1.11 —-1.25]
Stoma procedure included NS NS
Urostomy NS NS
Toral proctocolectomy NS NS
Abdominoperineal rescction 1.62 [1.46 —1.79] .58 [1.42 —1.75]
Pcelvice exenteration 1.38 [1.08 —1.78] 1.07 [0.84 —1.35]
Rectal resection NS NS
Laparoscopic approach 0.56 [0O53 0.59] 0.55 052 0.57]
Additional organ resceciion 1.19 [1.12 —1.26] .03 |I A2 —1.15]
Soft tissue flap procedure 1.26 [1.00 —1.59] .88 [0 70 —l.ll]
Operative duration (minutes) Not mncluded 1.002 11

COMPLEX COLORECTAL SURGERY AND sSSI 681

TaprLe 4. RATE OF WOUND INFECTION BY OPERATIVE DURATION

Procedure sitbsers stratificd by operative time n (96)

Surgical site FProportion of the Abdommopenneal Caolorec lal resecrion
infection e entire coliort n (%) reseciion Exenreration with additional organ reseciion

=<Th 5.6% 3,573 ( 3.2%) 15 ¢ O.3%)Y 34 0.6%) 155 (¢ .9%)

I-2h 6.7%: 29,082 {26.4%) 191 ( 3.9%) L O2%) 2.287 (13.1%)

2-3h R.N% 34,198 (31.0%) SOS (18.4%) 19 ¢ 3.8%) 4986 ("8.5‘})

3—4h 9.9% 21,674 (19.7%) 1.245 (25.5%) 44 B.7%) 4 A85 (25.69%)

4—5h 12.2% 10,936 ( 9.9%) Q7S (20 %) 70 (13.9%) 2,659 (IS 2%%)

5-6h 13.6%: 5.287 ( 4.8%) 6 (13.1%) T (14 1%:) 1.373 ( 7.8%)

=6h 15.1% 5,373 ( 4.9%) QI (18.7%) 296 (S8.7%) 1,537 ( 8.8%)




Familiarity of the situation : H

L il bt Situational Awareness
Information quantit ot e 1 '

Information gualityy ) 'l( dm,a"e’ OI Me and death'
Instability of the situation :
Concentration of attention
Complexity of the situation
Variability of the situation
Arousal

Spare mental capacity

The Situation Awareness Rating Technique uses 10 different rd, ,, CLEARCUBE
dimensions. L

Anesthesioloay. 2013 Mar, 118(3):720-42. doi. 10,1097/ALN.00013¢318280a40f

Situation awareness in anesthesia: concept and research.
Schulz CM" Endsley R, Kochs EF Gel AW, Wagner .

s PRSP A nticipated )
& Author information , Result
/[ N
Abstract -,
Accurate situation awareness (SA) of medical staf i integral for providing optimal performance during the treatment of patients. An b Action

Understanding of SA and how it affects treatment of pafients is therefore crucialfor pafient safety and an essentil element fo
research on human factors in anesthesia. This review descrbes the concept of SAin the anesthesia environment, including the
Inferacton with associated medical teams. Diferent approaches for s assessment i the work environment of anesthesia are
provided. Factors contibuting to expertise in SA are described and approaches for the training of SA in anesthesia are discussed, as
are types of ermors that occur during the development of SA. Finally the authors briefly present sirategies to improve SA during daily
anesthesia practce through atered designs of monitor displays

PHID: 23291626 DO 10.1097/ALN.0b013e316260a40f
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Ne zaman ameliyat edilmeli?

* 4-6 ay bekle

« KARIN DUVARI mobilitesi (fazio manevrasi)
»Her iki el hastanin karninin her iki yanina konur
»Glgli bir sekilde ileri-geri hareket ettirilir
>Rijid(‘'diisman karin') veya HAREKETLI!

»Hareketli ise laparotomi daha kolay olacak
demektir(adezyonlar yumusamistir)



“"BEKLENMEYENIN" &nlenmesi

Dizenini kur
Laboratuvar calismalari
Duzeltilebilir eksiklikleri dizelt

Doku planlarini ve anatomiyi haritalayabilecegin
radyolojik tetkikler

O glin i¢in bagka program yapma
Ureterik stentler, es/+dp temini, aydinlatma ve
thompson retraktor sistemi



Adezyolizis ve relaparotomi teknigi

Abdomene en kolay yerinden gir

Ekspojur yeterli olmali

Bagirsagr dekomprese et; 6zellikle interlup
Birbirine yapismis luplari karin digina al
Ureteri pelvis icinde arama

Arkanda dolasimi bozuk yag dokusu birakma



Adezyolizis ve relaparotomi teknigi 77
«durumsal farkindalik»

Keskin diseksiyon

St enjeksiyonu (hidrodiseksiyon)
Ekstrafasiyal diseksiyon

Serozal yirtiklar: onar

Emilebilen dikisler kullan

En zor kismi en sona birak

Pudra ve benzeri kontaminasyon olmamal



Reoperatif cerrahide risk faktorleri

* Blyuk timorler

* Isinlanmis bagirsak

* Anatomik varyantlar

* Kisa rektal glidik

 Kronik abdominopelvik sepsis
* Yiksek riskli hasta

» Tecribesiz cerrah



Ulkemizde Intra-abdominal
infeksiyonlar
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Introduction limiting antibiotic therapy choices and adversely impacting pat

The Enterobacteriaceae, including Escherichia coli, Klebsiella pneu- outcomes.®®

moniae, Klebsiella oxytoca, Proteus mirabilis, Citrobacter spp. and The choice of empirical antimicrobial therapy is guided
Enterobacter spp., is the family most commonly implicated in  knowledge of the bacterial spectrum and the extent of antimit
the aetiology of both urinary tract infections (UTIs) and intra-  bial resistance.”'° Given the global increase in antimicrobial res
abdominal infections (IAIs).)™ Over the last decade, a dramaticin-  ance, particularly for Gram-negative bacteria, the variability
crease has occurred in the worldwide prevalence of ESBL-positive  antimicrobial resistance in different geographical regions and ¢
Enterobacteriaceae, which frequently show resistance to several  time, and the paucity of novel antibiotics in development, conti
antibiotic classes, including fluoroguinolones and aminoglyco-  ous surveillance of the pathogen prevalence including the pre
sides,*"® and thus represent a challenge for practitioners, further  lence of ESBL producers, as well as of the emergence and trend
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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
2011-12. ETP, ertapenem; IPM, imipenem; AMK, amikacin; FEP, cefepime; CTX, cefotaxime; FOX, cefoxitin; CAZ, ceftazidime; CRO, ceftriaxor
ciprofloxacin; LVX, levofloxacin; SAM, ampicillin/sulbactam; TZP, piperacillin/tazobactam.
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Abstract

Background: The mim of this study was o review the post-operative and mfections complications and deter-
mine the nsk lactors associated with infections 1 cytoreductive surgery (CRS) and hyperthermic intra-
peritoncal chemotherapy (HIPEC)

Patients and Methods: Between October 2007 and December 201 2, patents who underwent CRS and HIPEC witha

MICRO-ORGANISMS ISOLATED FROM CULTURES

Infections (n, %)

Microorganisms Surgical site Blood stream Pulmonary Urinary tract
Escherichia coli/ESBL+ 19 (53)/9 4 (44)/4 - 10 (71)/3
Klebsiella pneumoniae/ESBL+ 6(17) 4 (44)/1 - 2 (14)
Enterococcus spp 10 (28) 1 (11) - -
Staphylococcus spp - 1 (11) 2 (23) -
Acinetobacter spp - 2 (23) 2 (23) -
Pseudomonas aeruginosa 2(6) 1 111) - 2 (14)
Candida albicans 6 (17) 6 (67) 3(27) 6 (43)
Others 2(6) 1 (11) - -
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Absbact

Backgrownd: The aam of this study was 10 review the post-operagive and infections comphications and deter-
mine the sk factors associared with infoctons i oviosedoctve surgery (CRS) and hypemhermic usea-
pentoncal chemotherapy (HIPEC).

Padlents and Methods: Between October 2007 and Deecmber 2013, patients whounderwent CRS and HIPEC wilia

INFECTIONS IN PERITONEAL CARCINOMATOSIS TREATMENT

TasLE S, DErans oF 1or PATIENTS Wit PERIFOPERATIVE MORTALITY

Patient Complications Culture
#1 Pneumonia, nephrotoxicity Pseudomonas aeruginosa
#2 Anastomotic leak, urinary leak, hematotoxicity C. albicans, K. pneumoniae (ESBL+)
(febrile neutropenia). SS1. BS1
#3 SSI, BSI, nephrotoxicity, hematotoxicity (febrile C. albicans, E. coli (ESBI+), MR-CoNS, K. pneumoniae
neutropenia)
#1 Anastomotic leak. SSI, BSL UTI C. albicans, k. coli (ESBL+), Klebsiella, S. aurius
#5 Pneumonia. UTI C. albicans, Acinetobacter sp.
#0 Pneumonia, BSL. SSI, nephrotoxicity, Acinerobacter sp, E. coli
hematotoxicity (febnle neutropenia)
#7 Pleural effusion, SSI, BSI C. albicans, E. coli
#8 Pneumonia, iatrogenic small bowel injury. SSI. C. albicans, E. coli
BSI. hematotoxicity (febrile neutropenia)
#9 Pncumonia, nephrotoxicity. hematotoxicity NA
#10 Pneumonia, urinary leak NA

#11 Stroke .



SONUC - T i N

Multidisipliner ekip birlikte 6grenir.

Toplum kaynakli - Saglik bakimi iligkili ?

72. saatte antimikrobiyal tedavi yaniti degerlendirilmeli

Agir yaygin kompleks kanser olgularinda komplikasyon
(Infeksiyéz + Cerrahi) BEKLENIR



SONUC I

 Bir merkez/ekibin onkolojik basar: 6lgiti
komplikasyonlar: tedavi edebilmesi ile degerlendirilir.

'Failure to rescue ' kavrami

* Reoperasyon, tekrarlayan girigsimler ;
Mortalite ve hastanede yatis siresini uzatir
Infeksiyon riski ? Maliyet ?

- Infeksiyon - Once olay yeri incelenmeli
( Abdominal pnémoni aranmali !ll')



