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Sunum plani

e Giris

* Toplum kokenli (TK) pnomoni

» TK iiriner sistem enfeksiyonlari

* TK deri ve yumusak doku enfeksiyonlari
» TK sepsis

» TK intraabdominal enfeksiyonlar

» TK endokardit

* TK menenjit



Toplumdan Edinilmis Enfeksiyon
(Toplum Kokenli Enfeksiyon)

* Hastane disinda gelisen veya hastaneye yatistan sonraki 48 saat 1¢inde tani

konulan enfeksiyonlardir.

* Etken patojenlerin hastaneden edinilen enfeksiyon etkenlerine gore daha diisiik

antibiyotik diren¢ oranlarina sahip olmasi beklenir.

* Toplumdan edinilen patojenler arasinda antibiyotik direng siklig1 giderek artmakta.



* OECD 2018 raporunda iilkemiz antibiyotik tiiketiminin en yaygin oldugu iilkeler arasinda.

* Ortalama antibiyotik diren¢ oranin da iilkemiz Yunanistan ve Giiney Kore ile birlikte (%35) en

ylksek tilkeler arasinda

Akilcr antibiyotik kullanimai:

* Dogru tani sonrasi

Dogru antibiyotigin

Uygun yoldan

Etkin doz ve aralikta

Uygun siireyle verilmesi



Ampirik tedavi karari verirken
* Hastaliginin siddeti ve olasi enfeksiyon kaynagi
« Muhtemel etken patojenler ve direng profilleri

» Hastaya 6zel durumlar (allerji 6ykiisii, Immun yetmezlik, bobrek yetmezligi vs. gibi
komorbiditeler)

» Hastada son 6 ayda tespit edilen patojenler ve antibiyotik duyarliliklar
* Invaziv cihaz varligi
* Olasiilag¢ yan etkileri dikkate alinmalidir

* Direncli patojenleri ne zaman diisiinelim
* Yakin zamanda hastane yatisi
* Yakin zamanda antibiyotik kullanimi1 (son 90 giin)
* Bilinen bir direncli patojen ile kolonizasyon veya yakin zamanda geg¢irilmis enfeksiyon.......



Toplum Kokenli Pnomoni

 Diinya ¢apinda hastaneye yatis ve 6liimiin 6nde gelen enfeksiy6z nedenlerinden biridir.

* Toplum kokenli pnémoni ampirik tedavi
« S. pneumoniae,
* H. influenzae,
 S.aureus
« M. pneumoniae
 Legionella #irleri gibi atipik patojenleri kapsamalidir.




Diagnosis and Treatment of Adults with Community-acquired

Pneumonia
AN Official Clinical Practice Guideline of the American Thoracic Society and

INnfectious Diseases Society of America

Joshua P. Metlay™, Grant W. Waterer*, Ann C. Long, Antonio Anzueto, Jan Brozek, Kristina Crothers, Laura A. Cooley,
Nathan C. Dean, Michael J. Fine, Scott A. Flanders, Marie R. Griffin, Mark L. Metersky, Daniel M. Musher,
Marcos |I. Restrepo, and Cynthia G. Whitney; on behalf of the American Thoracic Society and Infectious Diseases

Society of America

THIS OFFICIAL CLINICAL PRACTICE GUIDELINE WAS APPROVED BY THE AMERICAN T HORACIC SociETY May 2019 aAND THE INFECTIOUS DISEASES SOCIETY OF AMERICA
AuvucusT 2019

« Hastanin ayaktan ya da yatarak tedavi kararinda Pnémoni Ciddiyet Indeksi (PSI) 6neriliyor

» Vazopresor gerektiren hipotansiyon veya mekanik ventilasyon gerektiren solunum yetmezIligi olan

hastalar dogrudan bir YBU’ne yatirilmalidur.

* Diger hastalarda yatis yerinin belirlenmesinde IDSA/ATS 2007 ciddiyet ol¢iitleri ile birlikte

klinik yargimin kullanilmasi onerilir



Ayaktan tedavi

Komorbiditeler:

* Kronik kalp, akciger, karaciger veya bobrek

hastalig1
* Diyabet
» Alkolizm
* Malignite

» Splenektomi

Metisiline direngli S. aureus (MRSA) veya P.

aeruginosa i¢in risk faktorleri:

« MRSA veya P. aeruginosa’nin daha 6nce

solunum Orneklerinden izolasyonu
* Hastane yatis1

* [V antibiyotik kullanimi1 (90 giin)

Table 3. Initial Treatment Strategies for Outpatients with Community-acquired
Pneumonia

Standard Regimen

No comorbidities or risk factors for MRSA Amoxicillin or

or Pseudomonas aeruginosa™ doxycycline or
macrolide (if local pneumococcal
resistance is <25%)T

With comorbidities* Combination therapy with

amoxicillin/clavulanate or cephalosporin

AND

macrolide or doxycycline

OR

monotherapy with respiratory
fluoroquinolone!

§

Definition of abbreviations: ER = extended release; MRSA = methicillin-resistant Staphylococcus
aureus.

*Risk factors include prior respiratory isolation of MRSA or P. aeruginosa or recent hospitalization
AND receipt of parenteral antibiotics (in the last 90 d).

TAmoxicillin 1 g three times daily, doxycycline 100 mg twice daily, azithromycin 500 mg on first day
then 250 mg daily, clarithromycin 500 mg twice daily, or clarithromycin ER 1,000 mg daily.
*Comorbidities include chronic heart, lung, liver, or renal disease; diabetes mellitus; alcoholism;
malignancy; or asplenia.

S Amoxicillin/clavulanate 500 mg/125 mg three times daily, amoxicillin/clavulanate 875 mg/125 mg
twice daily, 2,000 mg/125 mg twice daily, cefpodoxime 200 mg twice daily, or cefuroxime 500 mg
twice daily; AND azithromycin 500 mg on first day then 250 mg daily, clarithromycin 500 mg twice
daily, clarithromycin ER 1,000 mg daily, or doxycycline 100 mg twice daily.

ll_evofloxacin 750 mg daily, moxifloxacin 400 mg daily, or gemifloxacin 320 mg daily.

2005 yilinda bir calismada tlkemizde pnémokoklarda makrolid

direnci %25.7 olarak bildirilmis.
Bayram A. Et al. Turk Mikrobiyol Cem Derg (2005)



Yatan Hasta Tedavisi

Table 4. Initial Treatment Strategies for Inpatients with Community-acquired Pneumonia by Level of Severity and Risk for Dr

ecent Hospitalization and Recent Hospitalization an

Parenteral Antibiotics and Parenteral Antibiotics and
rior Respiratory Isolation Prior Respiratory Isolation of Locally Validated Risk Locally Validated Risk
Standard Regimen of MRSA Pseudomonas aeruginos. ors for MRSA Factors for P. ae i
Nonsevere inpatient \B-Lactam + macrolide™ or Add MRSA com;rera\ge§ and obtain _Add coverage for P. aerugfnosa” Obtain cultures but withhold Obtain cultures but initiate
pneumonia*® respiratory fluroquinolone® cultures/nasal PCR to allow and obtain cultures to allow MRSA coverage unless coverage for P. aeruginosa only
deescalation or confirmation of deescalation or confirmation of culture results are positive. If if culture results are positive
need for continued therapy need for continued therapy rapid nasal PCR is available,
withhold additional empiric
therapy against MRSA if rapid
testing is negative or add
coverage if PCR is positive
and obtain cultures
Severe inpatient B-Lactam + macrolide™ or Add MRSA coverage® and obtain Add coverage for P. aeruginosa!! Add MRSA coverage® and Add coverage for P. aeruginosa'l
pneumonia*® B-lactam + fluroquinolone* cultures/nasal PCR to allow and obtain cultures to allow obtain nasal PCR and and obtain cultures to allow
deescalation or confirmation of deescalation or confirmation of cultures to allow deescalation deescalation or confirmation of
need for continued therapy need for continued therapy or confirmation of need for need for continued therapy

continued therapy

Definition of abbreviations: ATS = American Thoracic Society; CAP =community-acquired pneumonia; HAP = hospital-acquired pneumonia; IDSA = Infectious Diseases Society of America;

MRSA = methicillin-resistant Staphylococcus aureus; VAP = ventilator-associated pneumonia.

*As defined by 2007 ATS/IDSA CAP severity criteria guidelines (see Table 1).

TAmpicillin + sulbactam 1.5-3 g every 6 hours, cefotaxime 1-2 g every 8 hours, ceftriaxone 1-2 g daily, or ceftaroline 600 mg every 12 hours AND azithromycin 500 mg daily or clarithromycin_

500 mg twice daily.

*Levofloxacin 750 mg daily or moxifloxacin 400 mg daily.
er the guidelines: vancomycin (15 mg/kg every 12 h, adjust based on levels) or linezolid (600 mg every 12 h).

IPer the 2016 ATS/IDSA HAP/NVAP guidelines: piperacillin-tazocbactam (4.5 g every 6 h), cefepime (2 g every 8 h), ceftazidime (2 g every 8 h), imipenem (500 mg every 6 h), meropenem

(1 g every 8 h), or aztreonam (2 g every 8 h). Does not include coverage for extended-spectrum B-lactamase—producing Enterobacteriaceae, which should be considered only on the

* MRSA icin vankomisin, teikoplanin veya linezolid

* P. aeruginosa igin piperasilin-tazobaktam (4X4,5 gr/giin), sefepim, seftazidim, meropenem veya imipenem ile tedavi




Table 4. Initial Treatment Strategies for Inpatients with Community-acquired Pneumonia by Level of Severity and Risk for Drug Resistance

Recent Hospitalization and Recent Hospitalization and

Parenteral Antibiotics and Parenteral Antibiotics and
Prior Respiratory Isolation Prior Respiratory Isolation of Locally Validated Risk Locally Validated Risk
Standard Regimen of MRSA Pseudomonas aeruginosa Factors for MRSA Factors for P. aeruginosa
Nonsevere inpatient B-Lactam + macrolide’ or Add MRSA coverage§ and obtain Add coverage for P. aeruginosa” Obtain cultures but withhold Obtain cultures but initiate
pneumonia* respiratory fluroquinolone* cultures/nasal PCR to allow and obtain cultures to allow MRSA coverage unless coverage for P. aeruginosa only
deescalation or confirmation of deescalation or confirmation of culture results are positive. If if culture results are positive
need for continued therapy need for continued therapy rapid nasal PCR is available,

withhold additional empiric
therapy against MRSA if rapid
testing is negative or add
coverage if PCR is positive
and obtain cultures

Severe inpatient

B-Lactam + macrolide® or Add MRSA coverage® and obtain Add coverage for P. aeruginosa!l Ad
pneumonia®

B-lactam + fluroquinolone* cultures/nasal PCR to allow and obtain cultures to allow
deescalation or confirmation of deescalation or confirmation of
need for continued therapy need for continued therapy

A cm.rerage§ and Add coverage for P. aerug
obtain nasal PCR and and obtain cultures to allow
cultures to allow deescalation deescalation or confirmation
firmation of need for need for continued ther;
continu

Definition of abbreviations: ATS = American Thoracic Society; CAP = community-acquired pneumonia; HAP = hospital-acquired pneumonia; IDSA = Infectious Diseases Society of America;
MRSA = methicillin-resistant Staphylococcus aureus; VAP = ventilator-associated pneumonia.

*As defined by 2007 ATS/IDSA CAP severity criteria guidelines (see Table 1).

TAmpicillin + sulbactam 1.5-3 g every 6 hours, cefotaxime 1-2 g every 8 hours, ceftriaxone 1-2 g daily, or ceftaroline 600 mg every 12 hours AND azithromycin 500 mg daily or clarithromycin
500 mg twice daily.

*Levofloxacin 750 mg daily or moxifloxacin 400 mg daily.

SPer the 2016 ATS/IDSA HAP/VAP guidelines: vancomycin (15 mg/kg every 12 h, adjust based on levels) or linezolid (600 mg every 12 h).

IPer the 2016 ATS/IDSA HAP/V/AP guidelines: piperacillin-tazobactam (4.5 g every 6 h), cefepime (2 g every 8 h), ceftazidime (2 g every 8 h), imipenem (500 mg every 6 h), meropenem
(1 g every 8 h), or aztreonam (2 g every 8 h). Does not include coverage for extended-spectrum B-lactamase—producing Enterobacteriaceae, which should be considered only on the
basis of patient or local microbiological data.

* MRSA icin vankomisin, teikoplanin veya linezolid,

* P. aeruginosa icin piperasilin-tazobaktam (4X4,5 gr/guin), sefepim, seftazidim, meropenem veya imipenem ile tedavi

edilmelidir.




* TK pnomonide tedavi stiresi ne olmali?

 Klinik stabilite saglanana dek en az 5 giin



T()plum KOkenli ["Jriner Multidrug resistance in pathogens of

. . community-acquired urinary tract infections
Sistem EnfekSIyonlarl in Turkey: a multicentre prospective

observational study

Sencan i1, Karabay O 2, Altay FA 3, Yildiz SS 4, Simsek H 4, Géziikara MG 3, Kuzi S ©, Karlidag
GE 7, Kaya S 8, Kul G 9, Turkoglu E 19, Sezer BE 11, Korkmaz N 12, Kaya SY 13, Sayar MS 14,
Bulut D 1, Akgul F 15, Cag Y 16, Agalar C 17, Dursun ZB '8 ... [Show all 31] ... Sirme S 26

Results

Of the 1588 culture growths, 1269 (79. 9%) were Escherichia coli and 152 (9.6%) were
Klebsiella spp. Male sex, advancedage, and having two or more risk factors showed a

statistically significant relation with MDR existence (p < 0.001, p: 0.014, p < 0.001,
respectively) that increasing number of risk factors or degree of advancing in age M art 2019 Mart 2020
directly affects the number of antibiotic groups detected to have resistance by 20 M erkeZ

i 0 9, L LX) (L] o0
pathogens. In total, MDR isolates corresponded to 36.1% of our CAUTI samples; MDR 1588 idrar kiiltiiri

existence was 35.7% in E. coli isolates and 57.2% in Klebsiella spp. isolates. Our results
did not show an association between resistance or MDR occurrence rates and NUTS

regions. Toplum kokenli USE’de MDR
oranlari

The necessity of urine culture in outpatient clinics should be taken into consideration, y E COI I %35

at least after evaluating risk factorsfor antibacterial resistance individually. ® KIEbSiel I a Spp 'de %57
Community-acquired UTls should be followed up time- and region-dependently.

Antibiotic stewardship programmes should be more widely and effectively

Discussion

administrated.



Table 5. Percentages and resistance rates of isolated bacteria for the routinely used antibiotics.

AMC

TMP-

. " >
Bacteria (%*) AM(n,%) (n,%) P(n,%) | CZ(n,%) | CXA(n,%,)| CFM(n,%) STX (n,%) FF(n,%) VA(n,%) | =2res(n,%)| MDR
~— L
E. coli 622 (49.8) - 8> 159 (13.6)\ | 231 (21.8)/] 326 (27.4) = 686 (54.1) -
n=1269 (79.9) n12qg |43 |NA0OLS) | e n:1058 n:1190 /| 240 N/A n:1269 (35.7)
- ) : n:1175 n:694 N i N n:953 o ; n:1269
2
Stafilococcu 1(16.7) 3 (42.9) 0(0) 0
n=10 (0.6) n:6 e | N N G n:9 N Sl f?()) (0) n:10
0 0
Strept =15 1(6.7 1 (10 0(0
e A N/A ©7) \na |N/A N/A 19)  I\/a © Ina N/A N/A  |(0) 0)
(0.9) n:15 n:10 n:4 i i
. 12 (60) 7 (63.6) 4 (16.0) s 16 (59.3) 13 (46.4) |4 (14.3)
CNS n=28(1.8) S0 N/A i N/A N/A N/A 25 N/A N/A 1(4.5) n:22 o N/A 28 o
Serratia 3(100) | 2(66.7) 1(100) |0(0) 0 (0) 1(33.3) [2(100) |1(50) |0(0) 0 (0) | 1(33.3)
n=3(0.2) n:3 n:3 N/A n:1 n:2 n:2 n:3 n:2 n:2 n:3 n:3 N/A 2(66.7) n:3 n:3
o 0 (0)
Providencia 2 (100) 2 (100) ) ) , 12(100) [2(100) |1(50) ) 2 2
n=2(0.1) n:2 n:2 Mo " 0@)n2 |1(B0)n21 , n:2 n:2 1(50) n:2| N/A (100) n:2 | (100) n:2
= 9 (34.6) 3(12.0) 19 (100) |4 (15.4) . 18(72.0) 3(13.0) |18(72.0) |1 (4) 1 (4.0) 17 (65.4) 11 (42.3)
s ] Y pos e n:26 4(16)m25 | | 25 n:23  |m25  |n:25 n:25 B e n:26
Citrobacter n=8 |5 (62.5) |3 (42.9) 5 (62.5) . L 125 [2(28.6) [1(14.3) . |10(14.3) |1 (25)
(0.5) -8 -7 N/A n:8 1(20) n:5 | 1(20) n:5 8 -7 -7 0(0) n:8 07 N/A 1(12.5) n:8 -8
Enterococcus n=43 |22 (52.4) 4(13.3) 15(40.5) |3 (100) |12 (27.9) |2
(2.7) n:42 e e e e G B | Rl 323 n:43 (4.7) n:43
Klebsiellan=152 [134(93.1)[58 (40) |,  |65(84.4) 15(11.1) \ |29 (23.6)/7 44(30. 61(58.1)] 28(20.3)\"20(13.2) \ /32 (21.3 N 111(73.0) |87 (57.2)
(9.6) n:144 n:145 n:77 n:135 n:123 n:144 n:105 n:138 n:152 n:150 n:152 n:152
Pseudomonas and \\/ b > 0)
Acinetobacter N/A N/A N/A N/A N/A N/A N/A N/A N/A N/A 30 ) N/A N/A N/A
n=32(2) =
or 810 (54.0) :(J’;é’ 0 2313 3) zf: n 179 (13.4) |265(21.8) |396 (28.0) ?2979 g | (6.7) | 155 (10.4) | 344 (22.8)|3 (100) |846 (54.4) ?561 )
n:1499 1357 |n:33 n:796 n:1335 n:1215 n:1416 n:1092 n:1417 | n:1486 n:1507 n:3 n:1556 n:1556

AM: ampicillin, AMC: amoxicillin-clavulanate, P: benzylpenicillin, CZ: cefazolin, FOX: cefoxitin, CXA: cefuroxime-axetil, CFM: cefixime, TMP-STX: trimethoprim

sulfamethoxazole, FF: fosfomycin, F: nitrofurantoin, GEN: gentamicin, CIP: ciprofloxacin, VA: vankomycin, N/A: nonavailable. Data of E. coli and Klebsiella spp. are all in bold.

1S PIA [ YIN[, / Te 19 NVONAS




Komplike olmayan sistitli kadinlarda IDSA/ESCMID kilavuzlari, antibiyotigin tiirtine bagl

olarak tedavi surelerini Onermektedir.

'
100 mg 2x1, 5 giin ‘ ' 3\»

Ciprofloksasin 250-500 mg 2x1, 3 giin

Sefiksim 400 mg 1x1, 3 giin

Sefuroksim aksetil 250-500 mg 2x1- 3-7 giin,
Trimetoprim-siilfametoksazol (TMP-SMZ) 160/80 mg, 2x1, 3 giin

Fosfomisin 3gr tek doz, i¢eren kisa siireli tedavi



> Eur J Climn Microbiol Infect Dis. 2022 Mar; a41(3):a4271-4a9430. doi: 1TO0.71007/=s10096—-021-04a4392—-2_

Epub 2022 Jam 3.

Imncreasing rates of extended —spectrurm B—lactarmase—
rroducing Escherichia coli and Klebsiella
rPiineurnmnmoniae imnmm uncomplicated annd complicated acute
ryvelomnmnephritis and evaluationmn of ermppirical
Ttreatimments based oy culture resulcs

i =2 =

Bircam Kavaaslanmn , —2eyinNnep Olktay s Imram Hasamoglu s Avse Kayva Kalem

Muge Avhanmn 2, Rahmet Guner =

Abstract

Increasing rates of extended-spectrum beta-lactamase (ESBL) producing E. coli and K.

pneumoniae over time made empirical treatment complicated. Knowing local antimicrobial

resistance patterns of common pathogens can make it easier to decide on empirical antibiotics.

We aimed to investigate the prevalence and risk factors of ESBL positivity of E. coli and K.

pneumoniae strains in uncomplicated and complicated pyelonephritis acquired in community

and healthcare associations and to evaluate the appropriateness of empirical treatment. Adult

patients hospitalized with diagnosis of community-acquired or healthcare-associated
uncomplicated/complicated pyelonephritis initiated empirical antimicrobial therapy were
included in the study. Appropriateness of empirical treatment at 48—72 h based on culture
results and treatment modifications were evaluated. A total of 369 uncomplicated (94) and
complicated (275) episodes of pyelonephritis were evaluated. The most common agents
were E. coli (71.0%) and K. pneumoniae (17.7%), and the ESBL-production rate was 64.4%,
and higher in healthcare-associated pyelonephritis (P 0.013). Being of healthcare-associated
infection, previous antibiotic use, and presence of urinary catheters were independent risk
factors for ESBL-producing E. coli and K. pneumoniae (P 0.009, < 0.001, and 0.024,

respectively). The treatment inappropriateness was mostly associated with use of ceftriaxone

(56.3%) (P < 0.001). Treatment has escalated in 41.5% of ceftriaxone-initiated patients, in only

8.8% and 9.5% ertapenem and piperacillin-tazobactam-initiated patients, respectively. ESBL-

production rates are quite high even in community-acquired infections. The use of broad-

spectrum antibiotics covering ESBL-producing pathogens to increase the appropriateness of

empirical treatment and then narrowing treatment based on culture results appears a better

and life-saving choice.

= =

, Fatma Eser .

MDR oranlari
* TK piyelonefritte %53,8

ESBL pozitifligi
o

* TK piyelonefritte %57,5
MDR ve ESBL oranlari komplike
piyelonefritte komplike olmayan
piyelonefrite gore daha yiiksek (P = 0.012
ve 0.024).




Akut Piyelonefrit

» Sefepim

o Seftazidim

* Piperasilin-tazobaktam

* Meropenem

« Imipenem

« Aminoglikozitler (ayaktan hastada) tedavi se¢enekleri

* Toplumda direng oran1 %10 dan fazla ise kinolonlar ampirik tedavide tercih edilmemeli
* Hafif veya orta siddetli komplike olmayan olgularda 7 giinliik tedavi yeterli olabilir

» Komplike olgularda ve siddetli enfeksiyonlarda 10-14 giinliik tedavi



Deri ve Yumusak Doku Enfeksiyonlar:

 Etkenlerinin ¢ogu S. aureus ya da beta-hemolitik streptokoklardir.
e Toplum kokenli MRSA risk faktorleri

* Hastanede yatis Oykiisii

* Yakin zamanda antibiyotik kullanimi
* MRSA tasiyiciligi

* Gecirilmis MRSA enfeksiyonu

« Hemodiyaliz

* Intravendz kateter varlig

e [V ilac kullanicisi

 Diyabet

» Toplum kokenli MRSA riski varsa ko-trimoksazol, klindamisin veya doksisiklin oral
kullanilabilecek ilaclar



The Turkish Journal of Pediatrics 2021; 63: 200-205 Original Articl
https://doi.org/10.24953/turkjped.2021.02.003 g cle

Upward trend in the frequency of community-acquired
methicillin-resistant Staphylococcus aureus as a cause of
pediatric skin and soft tissue infections over five years: a
cross-sectional study

Elif Bonctioglu'®, Elif Kiymet!®, ilknur Caglar'®, Yeliz Orug¢?®,

Table I. The annual rates of community-acquired Staphylococcus aureus in patients with skin and soft tissue
infections.

Total number of Number of MRSA MSSA Prevalence of MRSA Prevalence of MSSA

Year patients admitted cases with  positive  positive  per 10,000 cases per 10,000 cases
to the hospital (n) SSTIs (n) cases (n) cases (n)  with SSTI (n) with SSTI (n)

2013 582,067 539 0 5 0 92.7

2014 636,396 1048 1 11 2.5 104.9

2015 657,147 1153 3 8 26 69.3

2016 752,123 1112 6 15 853.9 134.8

2017 788,702 1239 12 20 96.8 161.4

2018 817,730 1627 13 18 79.9 110.0

Total 4,234,165 6718 € 2] 77 52.1 114.6

SSTI: skin and soft tissue infections, MRSA: methicillin-resistant Staphylococcus aureus, MSSA: methicillin-sensitive
Staphylococcus aureus.



Practice Guidelines for the Diagnosis
and Management of Skin and Soft Tissue
Infections: 2014 Update by the Infectious

Diseases Society of America

NONPURULENT

Necrotizing Infection /Cellulitis /Erysipelas

MANAGEMENT OF
SSTIs

PURULENT

Furuncle / Carbuncie / Abscess

>EMERGENT SURGICAL

> EMPIRIC Rx
= Vancomycin PLUS

INTRAVENOUS Rx

Penicillin or
Ceftriaxone or
Cefazolin or
Clindamycin

ORAL Rx
Penicillin VK or
Cephalosporin or
Dicloxacillin or
Clindamycin

INSPECTION / DEBRIDEMENT
» Rule out necrotizing process
Piperacillin/Tazobactam

C &S

1

DEFINED Rx (Necrotizing lnfectionsm

Monomicrobial Streptococcus
pyogenes
= Penicillin PLUS Clindamycin
Clostridial sp.
= Penicillin PLUS Clindamycin
Vibrio vulnificus
- Doxycycline PLUS Ceftazidime
Aeromonas hydrophila
= Doxycycline PLUS Ciprofloxacin
Polymicrobial
= Vancomycin PLUS
Piperacillin/Tazobactam

_

/EMPIRIC Rx?
- Vancomycin o

Linezolid or

Ceftaroline

N

= Daptomycin or

Televancin or

/l.)EFINED Rx
MRSA

- See Empiric
MSSA

= Nafcillin or

= Cefazolin or
N Clindamycin

]«

1 & D 1 & D
C &S

—
EMPIRIC Rx

- TMP/SMX or

= Doxycycline

/

DEFINED Rx
MRSA

- TMP/SMX
MSSA

= Dicloxacillin or

- Cephalexin
\_ P

1Since daptomycin and televancin are not approved for use in children,
vancomycin is recommended; clindamycin may be used if clindamycin
resistance is <10-15% at the institution.



Fronkiil, karbonkiil ve cilt apsesi

 Hafif enfeksiyonda sistemik enfeksiyon bulgular1 yoktur.

« Tedavi: Insizyon ve drenaj

« Orta ve ciddi enfeksiyonda sistemik enfeksiyon bulgular1 vardir.

« Tedavi: Insizyon + drenaj + antibiyotik (amoksisilin-klavulonik asit, oral sefalosporinler,

tmp-sxt, klindamisin veya doksisiklin)

» Tedavi 6ncesi aspirasyon materyali alinarak Gram boyama ve kiiltiir yapilmali; Kiiltiir

sonucuna gore gerekirse tedavi revize edilmelidir.

 Tedavi siiresi akut inflamasyon diizelene kadar 5-10 giin



Erizipel ve selliilit ; , ‘

« Hafif enfeksiyon (sistemik enfeksiyon bulgular1 yok):
 Oral amoksisilin-klavulanat, sefalosporinler, tmp-sxt, doksisiklin veya klindamisin.

* Tedavi siiresi en az 5 glin

* Orta siddetli enfeksiyon (sistemik enfeksiyon bulgular1 var):
 Hastaneye yatirilarak kisa siireli IV antibiyotik sonrasi, oral ardisik tedaviye gegilebilir.
« Ampisilin sulbaktam, sefazolin, seftriakson, +/- klindamisin

« Siddetli enfeksiyon: genel durum bozuklugu, sistemik enfeksiyon bulgulari, immiin yetmezlik, derin

infeksiyon bulgular: (biil, deride soyulma gibi), organ disfonksiyonu veya oral antibiyotiklere yanitsizlik

* Piperasilin-tazobaktam + MRSA etkili antibiyotikler (daptomisin, vankomisin, teikoplanin, linezolid,

tigesiklin)



Necrotizing Fasciitis

Nekrotizan fasit ve Fournier gangreni

* FErken tan1 ve tedavi Onemlidir.

* Mortalite %6-76 arasindadir.

« Tedavi: Acil cerrahi debridman ve parenteral antibiyotik

« Karbapenem veya piperasilin-tazobaktam + MRSA etkili bir ajan + klindamisin

(antitoksin)



Surviving Sepsis--.
Campaign e

SEPSIS

Antimikrobivalleri hemen, ideal olarak kabulder <onra 1 saat icinde uygulayin }

- @
VERY LOW

Low

*Hizl degerlendirme, 6yki ve klinik muayeneyi, akut hastaligin hem enfeksiydz hem de enfeksiy6z olmayan nedenlerine yonelik testleri ve
sepsisi taklit edebilen akut durumlar igin acil tedaviyi icerir. MUimkiin oldugunda, hastanin basvurusunun enfeksiyoz bir nedeni olma olasiligina

iliskin bir karar verilebilmesi icin basvurudan sonraki 3 saat icinde tamamlanmali ve sepsis olasiliginin yliksek oldugu dislintliyorsa zamaninda
antimikrobiyal tedavi saglanmalidir.

Antimikrobiyalleri hemen, ideal " Akut hastaligin enfeksiyoz ve W
[olarak kabulden sonra 1 saat igcinde enfeksiydz olmayan nedenlerinin hizli
uygulayin __degerlendirilmesi* © e
@ S e (infeksiyon siphesi devam ederse 3
saat icinde antimikrobiyallaeri
__uygulayin

VERY LOW



PLoS One. 2018 Sep 26;13(9):e0204608. doi: 10.1371/journal.pone.0204608. eCollection 2018.
Development and validation of a modified quick SOFA scale for risk
assessment in sepsis syndrome.

Cag Y, Karabay 02, Sipahi OR®, Aksoy F*, Durmus G°, Batirel A8, Ak 0%, Kocak-Tufan Z’, Atilla A%, Piskin N?, Akbas
119, Erol 8", Ozturk-Engin D', Caskurlu H', Onal U3, Erdogan H'2, Demirel A'3, Dogru A", Harman R4, Hamidi AA1®,

H22, Vahaboglu H'.

ADbstract

Sepsis is a severe clinical syndrome owing to its high mortality. Quick Sequential Organ Failure
Assessment (QSOFA) score has been proposed for the prediction of fatal outcomes in sepsis
syndrome in emergency departments. Due to the low predictive performance of the qSOFA score,
we propose a modification to the score by adding age. We conducted a multicenter, retrospective

cohort study among regional referral centers from various regions of the country. Participants

recruited data of patients admitted to emergency departments and obtained a diagnosis of sepsis

syndrome. Crude in-hospital mortalithpwmemws w0
- - ° lll o0 e e e o

model with random intercepts produc|\ el B T G 28 ET T VT = = o el b o

F)artltlonlng c.iemonstrated the effects E. COIi (43.8%)

internally validated. The H measure c¢

22 centers were included for further z| o0 (S EEEZ

administration of carbapenem for emy KNS (9.7%)

severe sepsis (OR, 4.40; Cls, 2.35-8.:Z

Cls, 1.02-1.05) and time to antibiotics K. pnheumoniae (7°7%)
fatal outcomes. A decision tree demoi| T/ /=17e]se) 66l spp. (5%)

Sequential Organ Failure Assessment a o
point) and compared this to the conve EnterObaCte”aceae (4'16)

found to be 0.11 and 0.14, respectivel\| .} pneumoniae (4.1%)
use of the modified qSOFA score for ¢
triage and management of this fatal s

—_—— e — e B __ A ___*T_ _ _ _8 — T . s




Antibiyotik Se¢cimi
 Enfeksiyon odagina yonelik tedavi planlanmali

 Olas1 patojenlere kars1 (bakteriyel/fungal) etkili bir veya daha fazla antibiyotigi icermeli (genis

spektrum)

* Gram (+) ve Gram (-) bakterileri kapsamali
Enfeksiyon odag belirsiz ise ampirik tedavi
* Meropenem veya imipenem

* MRSA agisindan yiiksek riskli sepsis veya septik soklu yetiskinler igin, MRSA etkili antibiyotikler

(vankomisinin, teikoplanin, linezolid, akciger dist MRSA i¢in daptomisin) ile kombinasyon

« [lk bolustan sonra uzun siireli beta-laktam infiizyonu o6nerilmekte.



intraabdominal Enfeksiyon]ar (I AI) Ulus Cerahi Derg, 2016; 32(4): 306-321. PMOID: PMC5245729

Published onling 2016 Dec 1. doi: 10.5152/UCD.2016.3688 PMID: 28149134

Hafif - orta dereceli toplum kokenli IAI tedavisi o S
Recommendations for intra-abdominal infections consensus report

Ertapenem, moksitloksasin veya tigesiklin monoterapisi Vidan Avkan-Ofuz," Nurcan Baykam,? Selman Sokmen,* Rahmet Giner * Fath Agalar® Emine Alp.® Ahmet Dogul,

« Metronidazol ile sefazolin, sefuroksim, seftriakson, sefotaksim, levofloksasin veya siprofloksasin

kombinasyonlari
Yiiksek riskli IAI tedavisi
* Piperasilin-tazobaktam, seftazidim, meropenem, imipenem monoterapisi

« Metronidazol ile sefepim, siprofloksasin veya levofloksasin kombinasyonlari

 Kinolonlar ampirik tedavide tek basina kullanilmamali (yiiksek kKinolon direnci)



@ E S C European Heart Journal (2023) 00, 1-95 ESC GUIDELINES

European Society https://doi.org/10.1093/eurheartj/ehad193
of Cardiology

Endokardit

2023 ESC Guidelines for the management
of endocarditis

* Toplum kokenli Dogal kapak veya

Recommendation Table 10 — Recommendations for
antibiotic regimens for initial empirical treatment of in-
fective endocarditis (before pathogen identification)®

gec prostatik kapak endokarditi

(ameliyattan >12 ay sonra):

Recommendations Class® Level©
 Tedavi StaﬁlOkOk, Stl’eptOkOk ve In patients with community-acquired NVE or late
enterokoklari kapsamahdlr. PVE (=12 months post-surgery), ampicillin in

combination with ceftriaxone or with (flu)cloxacillin

and gentamicin should be considered using the

following doses:*>>

« Ampisilin + seftriakson

Adult antibiotic dosage and route
veya Ampicillin 12 g/day i.v. in 4—6 doses

T - - - Ceftriaxone 4 g/day i.v. or im. in 2 doses
ampisilin + sefazolin + gentamisin — —
(Flu)cloxacillin 12 g/day i.v. in 4—6 doses

|F1 C
d

Gentamicin 3 mg/kg/day i.v. or iim. in 1 dose



Penisilin allerjisinde

Sefazolin veya vankomisin +

gentamisin

Allergy to beta-lactams

In patients with community-acquired NVE or late
PVE (>12 months post-surgery) who are allergic to
penicillin, cefazolin, or vancomycin in combination
with gentamicin may be considered using the

following doses:
Adult antibiotic dosage and route

Cefazolin 6 g/day i.v. in 3 doses

Vancomycin® 30 mg/kg/day i.v. in 2 doses

d

Gentamicin 3 mg/kg/day i.v. or im.in 1 dose




Toplum Kokenli Bakteriyel Menenjit

* Ampirik antibiyotik tedavisi demografik/epidemiyolojik faktorlere

(yas ve antibiyotik duyarliligi) gore farklilik gosterir.

 Eriskinlerde en sik goriilen patojenler kapsanmali
 S. pneumoniae
* N. meningitidis

» L. monocytogenes (50 yas listii ve immunsupresif bireyler).



ESCMID guideline: diagnosis and treatment of acute bacterial meningitis

TABLE 4.1. Empiric antibiotic in-hospital treatment for community-acquired bacterial meningitis [3]

Standard treatment

Patient group

Reduced Streptococcus pneumoniae
antimicrobial sensitivity to penicillin

S. pneumoniae

susceptible to penicillin

Intravenous dose®

Amoxicillin/ampicillin/penicillin plus
cefotaxime, or amoxicillin/ampicillin
plus an aminoglycoside

Neonates <| month old

Age | month to |18 years

Cefotaxime or ceftriaxone plus
vancomycin or rifampicin

Age >18 and <50 years Cefotaxime or ceftriaxone plus

ancomycin or rifampicin

Age >50 years, or
Age >18 and <50 years
plus risk factors for
Listeria monocytogenes®

efotaxime or ceftriaxone plus
vancomycin or rifampicin plus
moxicillin/ampicillin/penicillin

Cefotaxime or ceftriaxone

Cefotaxime or ceftriaxone

Cefotaxime or ceftriaxone
plus amoxicillin/ampicillin/
penicillin G

Age <I| week: cefotaxime 50 mg/kg q8h; ampicillinfamoxicillin
50 mg/kg q8h; gentamicin 2.5 mg/kg ql2h
Age | -4 weeks: ampicillin 50 mg/kg qéh; cefotaxime
50mg/kg q6—8h; gentamicin 2.5 mg/kg q8h; tobramycin
2.5 mg/kg q8h; amikacin 10 mg/kg q8h

Vancomycin 10—15 mg/kg qéh to achieve serum trough
concentrations of 15-20 pg/mL; rifampicin 10 mg/kg ql2h
up to 600 mg/day; cefotaxime 75 mg/kg q6—8h; ceftriaxone
50 mg/kg ql12h (maximum 2 g ql2h)

Ceftriaxone 2 g ql2h or 4 g q24h; cefotaxime 2 g q4-6 h;
vancomycin 10-20 mg/kg q8—12h to achieve serum trough
concentrations of 15-20 pg/mL; rifampicin 300 mg ql2h

Ceftriaxone 2 g ql2h or 4 g q24h; cefotaxime 2 g q4—6h;
vancomycin 10-20 mg/kg q8—12h to achieve serum
trough concentrations of 15-20 pg/mL; rifampicin
300 mg ql2h, amoxicillin or ampicillin 2 g q4h

*Diabetes mellitus, use of immunosuppressive drugs, cancer and other conditions causing immunocompromise.



The first results of national antimicrobial resistance
surveillance system in Turkey

Tiirkiye'de ulusal antimikrobiyal direng surveyans sisteminin lk sonuglan Table 4, Antimicrobial resistance percentages of S, pneumoniae (n=128 ) isolates

Antimicrobial Site of Infection lsolate(n) R 1% % R95%-CL%
Niay COPLU', Hisive SNEK’ Deniz GUR' Ayegil GOLALAN, Uk HASDENR, Peniclin G Non menngis % 52 69 89 00400
- Penicillin G Meningitis 1 5 48 00 5l 31.9-58.3
55 Merkez veris| Ceftriaxone * Non meningitis f 14 00 N4 788 0.0-26.8
S. Pneumoniae’da (n=128) menen)it Cetrione Neningts Wooom4 M4 M2 5
SLLEC i d Gl SR I (G G2 S Celtarine \mmenngtst | 4 00 M6 854 00400
DTG - e (elotasine Meninits g U3 B8 69 60D
Levofotcn 16 00 94 0599
Fythromycin 0 R0 20 %0 B4

. L y o *Penicillin G. ceftriaxone. cefotaxim, have been studied by determination of MIC values. others either disk diffusion or MIC determination.
Direng oranlari %20'yi astiginda ampirik 1The breakpoint of the antimicrobial is changed by the site of infection which cause difference in the percentage of resistance.

antibiyotik tedavisi degistirilmelidir



TABLE 4.2. Specific antibiotic in-hospital treatment for community-acquired bacterial meningitis®

(\Iternatives S (

S — I S —

Microorganism Standard treatment

Duratior>

Streptococcus pneumoniae
Penicillin susceptible (MIC <0.1 pg/mL)
Penicillin resistant (MIC >0.1 pg/mL),
third-generation cephalosporin susceptible
(MIC <2 pg/mL)
Cephalosporin resistant (MIC >2 pg/mL)

Neisseria meningitidis
Penicillin susceptible (MIC <0.1 pg/mL)

Penicillin resistant (MIC >0.1 pg/mL)
Listeria monocytogenes
Haemobphilus influenzae

B-Lactamase negative

B-Lactamase positive

B-Lactamase negative ampicillin resistant

Staphylococcus aureus
Methicillin sensitive

Methicillin resistant

Vancomycin resistant (MIC >2.0 pg/mL)

Penicillin or amoxicillin/ampicillin
Ceftriaxone or cefotaxime

Vancomycin plus rifampicin, or
vancomycin plus ceftriaxone or
cefotaxime, or rifampicin plus
ceftriaxone or cefotaxime"

Penicillin or amoxicillin/ampicillin

Ceftriaxone or cefotaxime

Amoxicillin or ampicillin, penicillin G*

Amoxicillin or ampicillin

Ceftriaxone or cefotaxim

Ceftriaxone or cefotaxime
plus meropenem

Flucloxacillin, nafcillin, oxacillin

Vancomycin'

Linezolid'

Ceftriaxone, cefotaxime, chloramphenicol
: : . b
Cefepime, meropenem, moxifloxacin

Vancomycin plus moxifloxacin,” linezolid

Ceftriaxone, cefotaxime,
chloramphenicol

Cefipime, meropenem,
ciprofloxacin or chloramphenicol

trimethoprim-sulfamethoxazole,
moxifloxacin,b meropenem, linezolid

Ceftriaxone, cefotaxime or chloramphenicol
Cefepime, ciprofloxacin, chloramphenicol
Ciprofloxacin

Vancomycin, linezolid, rifampicin,”
fosfomycin,® daptomycin”

Trimethoprim/sulfamethoxazole, linezolid,
rifampicin,” fosfomycin,” daptomycin

Rifampicin,® fosfomycin,® daptomycin®

10—14 days
10—14 days

10—14 days

7 days
7 days

At least 21 days

7—-10 days
7—-10 days
7—10 days

At least |14 days
At least |14 days

At least |14 days

*Recommendations must be in accordance with the results of the susceptibility testing.

®Based on case reports.

“Ceftriaxone dose 2 g ql2h and cefotaxime 2—3g qéh.
9Adding an aminoglycoside can be considered.

®Must not be used in monotherapy.
fAddition of rifampicin can be considered.




Sonuc

Antibiyotik direnci dogrudan antibiyotik kullanimiyla iliskili

Dogru ampirik antibiyotik secimi i¢in ulusal ve yerel direng oranlar1 dikkate alinmali

Baslanan ampirik tedaviler kiiltiir sonuglarina gore revize edilmeli

Uzun siireli tedavilerden kag¢inilmali
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