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İnfeksiyon Hastalıkları 
Derneğinin [The 

Association of Medical 
Microbiology and 

Infectious Diseases 
(AMMI)] 2010 cerrahi 

intra-abdominal 
infeksiyonlar için pratik 
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ÖNSÖZ 
  
 
  

İÇİNDEKİLER 
 

İAİ - TANISAL DEĞERLENDİRME 
 
Risk faktörleri ? 
 

Mikroorganizmaya ait 
Cerrahi girişime ait ? 

Konağa ait ?  
 
Hastalığın ciddiyeti ? 
Tanı testleri ? 

 

 
 
 
 
 
 

MİKROBİYOLOJİK DEĞERLENDİRME 
 

Kan kültürü ? 
İntraoperatif örnek alımı ? 

ANKET ? 
 
 
 
 
 
 

 
 
 
 
 
 

TEDAVİ 
 

Kaynak Kontrolü 
Sıvı Tedavisi 

Antimikrobiyal tedavi 
 
 



 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 

İntra-abdominal	infeksiyon	mu?	

Ateş,	karın	ağrısı,	rebound,	defans,	kusma,	halsizlik	vs.var	mı?	

EVET	 OLASI	İAİ	

• Son 3 ay içinde 5 gün veya daha uzun süre hastane yatışı ? 
 

• Son bir ay içinde 2 gün veya daha uzun süre antibiyotik kullanımı ? 
 

• Son 3 ay içinde abdominal girişim var mı ? 
	

Bu sorulardan herhangi birisi EVET ise ;  
	

SAĞLIK BAKIMI İLİŞKİLİ İAİ 

!  Bölgesel direnç verilerini gözden geçir ! 
	

Yanıt hepsi için HAYIR ise;  TOPLUMDAN EDİNİLMİŞ İAİ 

1. Yüksek riskli hasta mı ? Konak özellikleri ? 

 
İmmunsupresyon, ciddi kardiyopulmoner hastalık, diyabetes mellitus vs.? 
 
       Yanıt EVET ise; YÜKSEK RİSKLİ HASTA 

Sağlık Bakımı İlişkili İAİ ? 
 

Toplum Kökenli  İAİ ? 
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Toplum Kökenli İAİ ? 
 

Hastane direnç verileriniz ? 



İAİ tanısında, cerrahların mikrobiyolojik 
örneklem alımı tutum ve becerilerini 

değerlendiren anket formu 

Ankete katılan 136 kişi  
 
Devlet hastanelerinde çalışan cerrahlar 67(%49.3)  
 
Yaş ortalaması 44.82±9.16 yıl 
  
Ortalama çalışma süresi 14.80±9.93 (1-39) yıl  
 
82 (% 60.3)’si kültür aldıklarını ifade ediyor 



Toplum kökenli İAİ ; 
 
 Kültür almayan 54 (% 39.7) cerrahların 43 (%79.6) 
 kültür almama nedeni;  
 
   Kültür sonucunun tedaviyi yönlendirmemesi 
 
      Kültür alımının gereksiz olduğunu düşünmesi  

İAİ tanısında, cerrahların mikrobiyolojik 
örneklem alımı tutum ve becerilerini 

değerlendiren anket formu 

Devlet hastanelerinde mesai 
dışında laboratuvara 

mikrobiyolojik kültür kabul 
edilmemesi (p=0.012) 

 
Özel hastanelerde rehberlerin 

toplum kaynaklı 
infeksiyonlarda kültür 
alınmasını önermemesi 

(p=0.047)  



İAİ tanısında, cerrahların mikrobiyolojik 
örneklem alımı tutum ve becerilerini 

değerlendiren anket formu 

Operasyon türüne göre kültür alım oranları ; 
 
Safra kesesi operasyonunda      10 (%7.4)  
 
Apandisit operasyonunda katılımcıların  13 (%9.6) 
 
Mide/kolon-rektum perforasyonunda   69 (% 50.7) 
 
İntraabdominal abse op. girişimsel işlem 129 (%94.7) 



Türkiye ‘de İAİ veri ???  

Sağlık bakımı ilişkili İAİ – ESBL (+) E. coli   % 49 
  

SMART 2011-2012  verileri, ECCMID 2014 

Toplum kökenli İAİ – E. coli için ESBL (+) % 11.1 
 

 Üç merkez (Dokuz Eylül, Marmara, Hitit Ü.)    81 hasta 

Avkan – Oguz V, et al ECCMID 2016 
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Risk değerlendirmesi ? 



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

Clin Infect Dis 2010;50:133-64 

with SIRS and a concern for sepsis, further assessment

signs of oxygen debt should be assessed

caval/mixed venous oxygenation saturations, arterial

Initial radiographic imaging should include a

contrast to maximize sensitivity and specificity.

entiate bowel loops from adjacent fluid collections

drainage procedures.4 IV contrast helps delineate

and visualize abscess walls. CT is useful in

abdominal air (pneumoperitoneum) associated

in the biliary tree, and air within the intestinal

exception to this is if biliary pathologic abnormality

rant pain, nausea, and vomiting), then right upper

yield.11

Microbiologic diagnosis is not important

empiric antibiotic therapy is initiated based

tors.8,10,12 In the case of high-risk patients, blood

necessary to guide antimicrobial therapy due

resistant organisms.

Shirah GR, et al Surg Clin N Am 
2014;84:1319-1333 

Hastaya ait faktörler 

Hastalığa ait faktörler 



Komplike İAİ olan Hastalar için WSES 
Sepsis Severity Score  (Skor 18)   

  

Risk faktörleri          5 
  

Hastane başvurusunda klinik bulgular  5 
   

Sağlık bakımı ilişkili infeksiyon    2 
  
İAİ lokalizasyonu         3 

   
Kaynak kontrolünde gecikme     3 

  

Sartelli M, et al World J Emerg Surg 2015; 10: 61  

Yaş  (70 yaş ve üzeri)  2 
İmmunsupresyon    3 
 
Ciddi sepsis   3 
Septik şok   5 

Kolon perf      2 
İnce barsak perf    3 
Divertiküler perf    2 
Postop diffüz peritonit  2 

Preoperatif peritonit süresi 
(24 saat ve üzeri) 

 
54 ülke 132 merkez  
(10 merkez Türkiye) 

 
 

Ekim 2014 – Şubat 2015 
18 yaş üzeri  

 
Mortalite  

 Skor 0-3  % 0.63  
Skor 4-6   % 6.3 

 Skor ≥ 7   % 41.7  
 Skor ≥ 13  % 80.9  

 

  



 Laboratuvarda Tanı ? 
 

Beyaz küre, CRP, Prokalsitonin  
Kültürler  

Görüntüleme yöntemleri 



 
http://www.medsci.org 

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 

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

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 

RESULTS: Of 78 patients, 54 (69.2 %) were male and 24 (30.8 %) w
age was 25.4 ± 11.1 years (range, 18 to 69 years). 66 (84.6 %) patients
count (white blood cell count). The PCT values were higher than the
(25.6%) patients, followed by D-dimer in 22 (28.2 %) patients and CR
The diagnostic value of leukocyte count and CRP in acute appendicit
the other markers, whereas leukocyte count showed very low spe
higher in perforated appendicitis when compared with the phl
(p<0.05). However, PCT and D-dimer showed lower diagnostic v
spectively).  

CONCLUSION: An increase in CRP levels alone is not sufficient 
acute appendicitis. However, CRP levels may differentiate between phl
and perforated appendicitis. Due to their low sensitivity and dia
D-dimer are not better markers than CRP for the diagnosis of acut

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

Background 

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

conditions are stil
many inflammator
diagnosis of acute 
appendicitis. Leuk
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for unsuccessful medical treatment was 80.8 mg/L, 
81.82 % sensitivity and 84.34 % specificity (p < 0.001).
Conclusion The success rate for treating acute appendici
tis medically is high, with antibiotic treatment being 
tive as the firstline therapy for many unselected patients. 
increase in CRP levels to 80.8 mg/L and above seems 
a meaningful parameter for determining a lack of response 
to medical treatment.

Keywords Appendicitis · CRP · Non-operative antibiotic 
treatment · Prospective study

Introduction

Acute appendicitis is the most common cause of 
abdomen requiring surgery. It is often considered a 
of adolescents and young adults, with its frequenc
ing in the second and third decades. For a long time 
McBurney first described appendectomy in 1889 
undisputed treatment for acute appendicitis was sur
Yet, in the absence of peritonitis many intraabdominal 
inflammatory processes such as diverticulitis hav
treated medically. Many recent studies show that uncompli
cated acute appendicitis can also be treated medically 
low morbidity and cost [2, 3]. This study aims to clarify 
role of medical treatment in acute appendicitis and 
lish the value of measuring the C-reactive protein 
level to predict resistance to medical treatment.

Materials and methods

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

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 
different at the beginning of the treatment, but the increase 
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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Sok. Meram Yeniyol, 42040 Konya, Turkey
e-mail: serdenay@yahoo.com



Abstract

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 C65 (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

(r2 = 0.601, p\ 0.001) and day 4 (r2 = 0.270, p\ 0.001)

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.

Conclusions A day 2 CRP concentration[190 mg/L

associated with day 3 and 4 CRP concentrations above

established CRP thresholds for the development of inf

tive complications.

Introduction

Colorectal cancer is the second most common cause

cancer death in the United Kingdom, accounting for 16,000

deaths annually (CancerStats 2012, www.cancerresearc

org/cancerinfo/cancerstats/types/bowel/mortality/). Outcomes

are primarily dependent on stage at presentation. Even

modern treatments, however, of those deemed suitable

candidates for curative resections *50 % suffer disease

recurrence and die of their disease. It is now recognized

that postoperative complications contribute to poor cance

specific survival [1, 2]. In particular, anastomotic

following colorectal cancer resection has been negativ

associated with survival, independent of tumor stage [

It is of interest, therefore, that the postoperative system

inflammatory response, as evidenced by C-reactive prot

(CRP) concentrations on days 3 and 4, has been consistently

reported to be associated with the development of infect

complications and anastomotic leak [5–10]. How

patients in enhanced recovery after surgery program require

earlier assessment at postoperative day (POD) 2, the

CRP response to surgery. As a result, it would be import

to determine whether the systemic inflammatory response,

as measured by CRP, on PODs 3 and 4, is influenced by

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 impact

the peak systemic inflammatory response, as evidence

POD 2 CRP, on CRP concentrations and their thresholds
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•  Direnç  % 10 -20 ? 

•  Kan kültürü      (B III) 

•  Anaerop kültür   (B III) 

Önerilmez 



 Tedavi ? 
( Kor patojenler ) 
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Fig. 1. Initial culture results in secondary and tertiary peritonitis: percentages of positive cultures
infection.[19]

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



Antimikrobiyal Tedavi 

 Erişkinlerde toplumdan edinilen; 
   
   Hafif veya orta şiddetteki İAİ tedavisi 
   Yüksek riskli  İAİ tedavisi 

 Erişkinlerde sağlık bakımı ilişkili İAİ tedavisi 
     (MRSA, Candida sp, VRE vs) 

 Antimikrobiyal Tedavinin İzlemi 



Ekstra-Biliyer Komplike  İntra-Abdominal 
İnfeksiyonun Başlangıçtaki Ampirik Tedavisinde 

Kullanılabilecek Ajanlar ve Rejimler  



Yetişkinlerdeki Biliyer İnfeksiyonların Başlangıçtaki 
Ampirik Tedavisinde Kullanılabilecek Ajanlar ve 

Rejimler  



Sağlık-Bakımı ilişkili İntra-Abdominal İnfeksiyonun 
Ampirik Tedavisine ilişkin Öneriler  



İntra-abdominal kandida infeksiyonları için spesifik 
ve spesifik olmayan risk faktörleri  

Basetti M, et al Intensive Care Med 2013 
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TIMM 2015  
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              Tedavi süresi ??? 

 

• Radyolojik görüntüleme US, BT, MR, girişimsel yöntemlerle drenaj vs. 

• Farklı bir infeksiyon odağı; pnömoni, üriner sistem infeksiyonu vs ? 

• İnfeksiyon dışı benzer tablolar ? ( Kompartman sendromu vs ) 

Kaynak kontrolü ? 



  Perkütan erişilemeyen/drene edilemeyen koleksiyonlar 
  
 Akut veya diffüz peritonit  

 Septik tablonun perkutan drenajla kontrol edilemezse  

 Tedavi için apse cidarının çıkarılması gerektiğinde 

 Hasta dekompanse septik şokta ise  

 Akut kolanjitte drenaj iki yöntemle başarısız olduğunda  

 Teknik olarak mümkün olmadığında 

Kaynak kontrolü- Açık cerrahi girişim ? 



              Tedavi süresi ??? 

 

• Radyolojik görüntüleme US, BT, MR, girişimsel yöntemlerle drenaj vs. 

• Farklı bir infeksiyon odağı; pnömoni, üriner sistem infeksiyonu vs ? 

• İnfeksiyon dışı benzer tablolar ? ( Kompartman sendromu vs ) 



Biz hekimler riskleri hesaplamaya çalışmakta 
 

 hastalar ise oluşan riski üstlenmektedir. 

Multidisipliner 
paylaşım 

 
Ülkemizde yapılmış 
randomize kontrollü 

prospektif  
çalışmalar ihtiyacı   




