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NEDEN?

= Uygun olmayan veya yanlis arastirma
tasarimi

= Kucuk orneklem

= Temsiliyet degeri olmayan orneklem

= Yanlis analiz

= Yanlis yorumlama ve ¢ikarimiar




‘ lyi arastirma

* Dogru tasarim
* Dogru tasarim
* Dogru tasarim
* Dogru tasarim
* Dogru tasarim
* Dogru analiz
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"I think yvou should be more
explicit here in step two."



Arastirma tasarimlari:
Tanimlayic1 vs Analitik

Tanimlayici calismalar

o Vaka raporlari
o Vaka serileri

o Surveyans
Kayit sistemleri (Registry)
Laboratuvar sonuclarinin yayinlanmasi




Vaka raporlari/serileri/stirveyans

Calismada karsilastirma kullaniimis mi?

1. Deneyimleri dokumante etmek ve paylasmak: yeni,
bilinmeyen, az rastlanan.....

2. Soru sormaya baslamak
3. Neden-sonug iligkisine yanit aranmamali!

» Yararl oldugu yerler
« “Istisnalarin® kaideleri bozdugu yerler

* Yeni hastaliklar

« Salginlar
 Trend g6stermek (slirveyans)



Chicken Soup Rebound and Relapse of

Pneumonia: Report of a Case

Nancy L. Caroline, M.D.,° and Harold Schwartz, M.D.®*

A case is reported in which a previously healthy individ-
val, having received an inadequate course of chicken
soup in treatment of mild pneumococcal pneumonia, ex-
perienced a severe relapse, refractory to all medical treat-

Chicken soup has long been recognized to possess
unusual therapeutic potency against a wide vari-
ety of viral and bacterial agents. Indeed, as early as
the twelfth century, the theologian, philosopher and
physician, Moses Maimonides wrote, “Chicken soup
.. . is recommended as an excellent food as well as
medication.” Previous anecdotal reports regarding
the therapeutic efficacy of this agent, however, have
failed to provide details regarding the appropriate
length of therapy. What follows is a case report in
which abrupt withdrawal of chicken soup led to
evere relapse of pneumonia.

Case RErorT

The patient is a 47-year-old male physician who had been
in excellent health until 8 days prior to admission, when he
experienced the sudden onset of rigors followed by fever to
105*F (40.5 C). He was seen by a physician at that time,
when physical examination revealed a severely toxic man,
nmable to raise his head from the bed. Pertinent physical
“ndings were limited to the chest, where rales were heard

cr the right middle lobe. Chicken soup was immediately

2n in doses of 500 ml po q 4 hours. Defervescence oc-
—Tirred T 36 hours and @ chest x-ray him Taken 5 days prior
to admission was entirely normal. Because he felt sympto-
matically improved, the patient declined further chicken
soup after this time. He continued to feel well and remained
afebrile until the night prior to admission, when he devel-
oped right upper quadrant pain, nausea and vomiting while
oA visit to Vermont, His vomiting persisted through the
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ment and eventually requiring thoracotomy. The pharma-
cology of chicken soup is reviewed and the dangers of
abrupt termination of therapy are stressed.

night, and the following moming he boarded a plane for
Cleveland. En route, he became severely dyspneic, and by
the time he deplaned in Cleveland, he was cyanotic and in
severe respiratory distress.

He was brought immediately to hospital where physical
examination revealed an acutely ill man, febrile to 104*F
(40.0°C), breathing shallowly 80 times per minute, with a
pulse of 140. Physical findings were again chiefly limited to

~the chest, where bilateral pleural friction rubs, bibasilar rales
and egophony over the right middle lobe were heard. Chest
x-ray examination showed consolidation of the right middle
lobe, infiltrates at both bases and a questionable right pleural
effusion. White cell count was 7700 without a shift to the left.
Electrolytes were within normal limits. Arterial blood gases
on 6 liters/min of nasal oxygen were pH=7.51, Pco.=20
torr and Po.=350 torr. Gram stain of the sputum showed
swarming diplococci, and multiple cultures of sputum and
blood subsequently grew out type 4 Pneumococcus.
i i ‘ai i on
one million units q 6 hours of intravenous penicillin. Failure
to respond led to increases of the dose up to 30 million units
daily. Nonetheless, the patient remained febrile and his chest
x-ray film showed progressive effusion and infiltration. On the
twelfth hospital day he was taken to the operating room for a
right thoracotomy. He thereafter made an uneventful recov-
ery, maintained on 30 million units of penicillin daily during
his postoperative course, and was discharged on the 25th
hospital day.

DiscussioN

The therapeutic efficacy of chicken soup was first
discovered several thousand years ago when an epi-
demic highly fatal to young Egyptian males seemed
not to affect an ethnic minority residing in the same
area. Contemporary epidemiologic inquiry revealed
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that the diet of the group not afflicted by the epi-
demic contained large amounts of a preparation
made by boiling chicken with various vegetables
and herbs. It is notable in this regard that the dietary
injunctions given to Moses on Mount Sinai, while
restricting consumption of no less than 19 types of
fowl, exempted chicken from prohibition.? Some
scholars® believe that the recipe for chicken soup?
was transmitted to Moses on the same occasion, but
was relegated to the oral tradition when the Scrip-
tures were canonized. Chicken soup was widely
used in Europe for many centuries, but disappeared
from commercial production after the Inquisition. It
remained as a popular therapy among certain East-
ern European groups, however, and was introduced
into the United States in the early part of this cen-
tury. While chicken soup is now widely employed
against a variety of organic and functional disorders,
its manufacture remains largely in the hands of
private individuals, and standardization has proved
nearly impossible.

Preliminary investigation into the pharmacology
of chicken soup ( Bohbymycetin®) has shown that it
is readily absorbed after oral administration, achiev-
ing peak serum levels in two hours and persisting in
detectable levels for up to 24 hours. Parenteral ad-
ministration is not recommended. The metabolic
fate of the agent is not well understood, although
varying proportions are excreted by the kidneys, and
dosage should be appropriately adjusted in patients
with renal failure. Chicken soup is distributed wide-
ly throughout body tissues and breakdown products
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having antimicrobial efficacy cross the blood-brain
barrier. Untoward side effects are minimal, consist-
ing primarily of mild euphoria which rapidly remits
on discontinuation of the agent.

While chicken soup has been employed for thou-
sands of years in the treatment of viral and bacterial
illnesses, there have been no systematic investiga-
tions into the optimal course of therapy. The present

" case illustrates a possible hazard of abrupt chicken

soup withdrawal: a previously healthy man, having
received what proved to be an inadequate course of
chicken soup for clinical signs of pneumonia, expe-
rienced a virulent relapse into severe bacterial
pneumonia. It was not possible in this case to deter-
mine whether the relapse was caused by resistant
organisms, as chicken soup was unavailable at the
time treatment had to be restarted, and a synthetic
product of lesser potency was used instead. Further
study is needed to determine the most efficacious
regimen for chicken soup. Pending such investiga-
tion, it would probably be more prudent to give a
ten day course at full dosage, with gradual tapering
thereafter and immediate resumption of therapy at
the first sign of relapse.
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Epidemiologic Notes and Reports

Pneumocystis Pneumonia --- Los Angeles

In the period October 1980-May 1981, 3 voung men, all active homosexuals, were treated for biopsy-confirmed Preumocystis carinii pneumonia at 3 different hospitals in Los
Angeles, California. Two of the patients died All 3 patients had laboratory-confirmed previous or current cytomegalovirus (CMV) infection and candidal mucosal infection. Case
reports of these patients follow.

Patient 1: A previously healthy 33-vear-old man developed P. carinii pneumonia and oral mucosal candidiasis in March 1981 after a 2-month history of fever associated with elevated
lver enzymes, leukopenia, and CMV viruria. The serum complement-fixation CMV titer in October 1980 was 236; in may 1981 it was 32 * The patient's condition detetiorated
despite courses of treatment with trimethoprim-sulfamethoxazole (TMP/SMX), pentamidine, and acyclovir. He died May 3, and postmortem examination showed residual P. carimi
and CMV pneumona, but no evidence of neoplasia.

Patient 2: A previously healthv 30-vear-old man develoned o, carinii oneumonia i Aoril 1981 after a 5-month historv of fever each dav and of elevated ver-fimction tests. CMV
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The ARESC study: an international survey on the antimicrobial resistance
of pathogens involved in uncomplicated urinary tract infections
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Summary trends for the Meropenem Yearly Susceptibility Test

Information Collection Program: a 10-year experience in the
United States (1999-2008)
Paul R. Rhomberg®, Ronald N. Jones™"+*
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The Mermpenem Yearly Susceptibility Test Information
‘ollection (MYSTIC) Program was a longitudinal antimi-
robial resistance surveillance study initiated in 1997; the
rogram expanded to include other geographic regions and,
- its final year (2008), had greater than 100 participant
wedical centers worldwide, located in Europe, North

medical centers (2000-2008). The annual study protocols
differed slightly over the testing years but, in general,
dictated specific quotas of isolates among Gram-negative
and Gram-positive pathogens to be submitted, up to a total of
200 isolates per medical center all originating from serious
clinical infections in hospitalized patients. Due to intrinsic or



Laboratuvara dayali stirveyans

Biased sampling (hatali ornekleme)

Ayni hastadan alinan tekrarli kulturler
Kolonizasyon vs infeksiyon etkeni
Hastaneden vs toplumdan kazaniimis
Hastane buyuklugu, agir hasta oranlari
Doktora, servise, hastaliga bagli oversampling
YBU

Salginlar

Temsiliyet??

Orneklem buyiikliigi

o Trend saptamak
o Bir infeksiyon etkeni olarak farkli bakterilerin/suslarin saptanmasi

o o o O o o o



Uluslararast stirveyans cozum mur?

Yukaridaki sorunlara ¢ozum getirmis olmali!

Yazilim var, laboratuvar kalitesine yonelik
denetleme var ama epidemiyolojik metod yok

EARS?

SENTRY?

MYSTIC ?

Hastaya dayali NNIS

Direncli suslarin overrepresantation
Antibiyotik kullanim direng iligkisi aranmamali
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To ensure sufficient representativeness of AST data within each country, atter
given to the following minimum criteria for the selection of laboratories.

1) Laboratories from diverse regions

The laboratories that are selected should cover different regions and thereby represent the
ceographical diversity in terms of population density, socio-economic, ethnical and
confessional mix of each country.

2) Reasonable coverage of population and hospital bed-days

Laboratories should be encouraged to participate in order to obtain a sufficiently large
catchment area with a coverage which should exceed 20% of the national population.

3) Representative sample of hospitals

The laboratories selected should represent the distribution of both academic and non-
academic hospitals Le. tertiairy as well as secondary care (general) hospitals. Furthermore, in
some countries other health care facilities like nursing homes deliver a substantial part of
health care (to the elderly) and should also be included in the institutions under surveillance
if possible.

Laboratories are asked to report the first isolate from blood or cerebrospinal
fluid per patient per quarter




‘ Uygun surveyans nasil?

all$ suresi, altta yatani vs vs

o Salginlari fark edip o donemlere
cozum




Arastirma tasarimlari

Analitik calismalar

« Gozlemsel arastirmalar (Observational Studies)

— Kohort arastirmalari
— Vaka-kontrol arastirmalari
— Kesitsel arastirmalar

« Mudahale arastirmalan (Interventional Studies)

— Randomize klinik denemeler (Randomized clinical trials)
— Preventif saha calismalari
— Yari-deneysel calismalar (Quasi-experimental studies)

+ Metodolojik arastirmalar (Methodological Studies)

— Gegerlilik, guvenilirlik (validity/reliability) arastirmalari
— Matematik modeller



‘ Epidemiyoloji

Maruziyet » Hastalik » Sonug
(Exposure) ’ (Disease) ’ (Outcome)
gozlemsel deneysel/miidahale
l
Kohort

Randomize klinik denemeler

Vaka-kontrol

Kesitsel




Prospektif Kohort

Kohort
Zaman
1
g 38 1 i ' Risk +
3 13— Vakalar
3 ;
1 " : Risk -
> ‘ Vakalar
Ocak 2000 Ocak 2012

Kohort: Ortak bir 6zellikleri olan topluluk, calisma grubu

Hasta degiller! Baslangicta hasta olanlar c¢ikarilir.

Arastirilan hastaliga yakalanmalari mumkun = “At risk population”
Bazilarinda risk faktoru VAR = maruziyet = exposed



L Risk +
KP —13 Vl - MDR
var | | ; . Acinetobacter spp
) T Risk -
‘P : 2 3 @ |MDR
> Acinetobacter spp
yok

Prospektif Kohort

200 abx alan, 200 abx almayan hastayi izle
o Kadin/erkek, yas, altta yatan vb diger risk faktorleri

Maruziyet: Karbapenem alan vs karbapenem almayan

Calisma sonunda, her iki grupta MDR Ab infeksiyon oranlari
karsilastirilir

Sonug¢: MDR AB yp aianiarga/ MDR AB o Al mayaniarda = 9

95% Cl: (2.1 - 7.8)




Retrospektif kohort

3 . Risk +
¥ i ¥ lj é ' Vaka
t T — Risk -
> . Vaka
2000 2010 2011

Calisma basladiginda hastalik ortaya cikmis olabilir
Calisma baslangic ve bitis tarihi belirlenir

Hastalar, maruziyete gore (gecmis) zaman icinde
izlenir

lyi kayit varsa yapilabilir!



mrngrp | acctgrp date hospserv| stgen | ndgen | rdgen | amino jantistaph| bli blipseud |carbepm macrolid| clinda | metro | othbeta
1 40108 15-Oct-99] MEI 0 1 0 0 0 0 0 0 1 0 0 0

1 40108 16-Oct-99] MEI 0 1 0 0 0 0 0 0 1 0 0 0

1 40108 17-Oct-99 MEI 0 1 0 0 0 0 0 0 1 0 0 0

1 40108 18-Oct-99 MEI 0 0 0 0 0 0 0 0 1 0 0 0

2 35127 12-Feb-99| CDI 0 0 0 1 1 0 0 0 0 0 0 0

2 35127 13-Feb-99| CDI 0 0 0 1 1 0 0 0 0 0 0 0

2 35127 14-Feb-99| CDI 0 0 0 1 1 0 0 0 0 0 0 0

2 35127 15-Feb-99| CDI 0 0 0 0 0 0 0 1 0 0 0 0
20888 18488 7-Nov-96| GSI 0 0 0 0 0 0 0 1 0 0 0 0
20888 18488 8-Nov-96| GSI 0 0 0 0 0 0 0 0 0 0 0 0
20888 18488 9-Nov-96| GSI 0 0 0 0 0 0 0 0 0 0 0 0
20888 18488 10-Nov-96| GSI 0 0 0 0 0 0 0 0 0 0 0 0
20888 29437, 1-May-98 MEI 0 0 0 0 0 0 0 0 0 0 0 0
20889 29437, 2-May-98 MEI 0 0 0 1 0 0 0 0 0 0 0 0
20889 29437, 3-May-98 MEI 0 0 0 1 0 0 0 0 0 0 0 0
20889 29437 4-May-98 MEI 0 0 1 0 0 0 0 0 0 1 0 0
20889 29437 5-May-98 MEI 0 0 1 0 0 0 0 0 0 1 0 0
20889 29437 6-May-98 MEI 0 0 1 0 0 0 0 0 0 1 0 0
20889 29437, 7-May-98 MEI 0 0 1 0 0 0 0 0 0 0 0 0
20889 29437 8-May-98 MEI 0 0 1 0 0 0 0 0 0 0 0 0
20889 29437 9-May-98 MEI 0 0 0 0 0 0 0 0 0 0 0 0
20889 29437| 10-May-98| MEI 0 0 0 0 0 0 0 0 0 0 0 0
20889 29437| 11-May-98| MEI 0 0 0 0 0 0 0 0 0 0 0 0
20890, 39646| 27-Sep-99| CDI 0 0 0 0 0 0 0 0 0 0 0 0
20890, 39646 28-Sep-99| CDI 0 0 0 0 0 0 0 0 0 0 0 0
20890, 39646/ 29-Sep-99| CDI 0 0 0 0 0 0 0 0 0 0 0 0
20890 39646, 30-Sep-99| CDI 0 0 0 0 0 0 0 0 0 0 0 0
20890, 39646/ 1-Oct-99] CDI 0 0 0 0 0 0 0 0 0 0 0 0
20891 19007 9-Dec-96/ OSlI 1 0 0 0 0 0 0 0 0 0 0 0
20891 19007 10-Dec-96/ OSl 1 0 0 0 0 0 0 0 0 0 0 0
20891 19007 11-Dec-96/ OSl 1 0 0 0 0 0 0 0 0 0 0 0




Kohort Calisma

Hastanin aldigi her antibiyotik (Collateral damage)
Altta yatan hastaliklar

Hastaligin agirhigs

Bulas

Salginlar

Populasyon duzeyinde kullanilan antibiyotik miktari
o Antibiyotik kullaniminin indirek etkisi



Table 2: Hazard ratios showimng the association between acquisition of a resistant strain and the
use of main selecting antibiotic, at the indrviidual- and ward-level. (Ward-level hazard ratio shows the

increase 10 the hazard of having a resistant 1sclate for an additional 10% mncrease in use during the last

30 days in the ward where the patient was hospitalized)

Selecting antibiotic
Use by a patient without Use by a patient after a Use in the ward
Type of organism previous sensitive culiure sensitive culture (05%% CI)
(95% CT) (95% CT)
Gram-positive
MRSA 0-85 (0-39-1-84) O-73 (0-32-1-67) 1-39 (0-87-2-22
VRE 1-37 (0-87-2-1T) 1-70 (0-81-3-37T) 1-40{1-07-1-83)
Gram-negative
CAZ res. EB 2-30(1-42-3-73) 11-17 (5-67-22-02) 1-24 (0-95-1-57)
CIP res. PA 2-08 (1-17-3-69) 4-41 (2-14-9-08) 1-05 (0-81-1-36)
IMP res. PA 3-02 (1-80-5-06) 792 (4-35-14-43) 1-40(1-05-1-83)

EB: Enterobacter spp., PA: F. aeruginosa, MRESA: Metlucillin resistant 5. aursus, VEE:
Vancomycm resistant Enferococcus spp., CAL: Ceftazidime, CTP: Ciprofloxacin, IMP: Imipenem.
Res: Resistant

Ascioglu, Lipsitch, Samore. 2012



Table 3: Association between the acquisition of a resastant strain and the use of antibiotics
other than the selecting agent. (Ward-level hazard ratio shows the increase i the hazard of having a
resistant 1solate for an additional 10% increase in use dunng the last 30 days 1 the ward where the

patient was hospitalized)

Anfibiotics other than the main selecting agent
Tvype of organism Antibiotics Use by the patient Use at the ward
Yp =4 ‘ (95% CT) HE (95% CT)
Gram-positives
MESA Carbapenems 1-45 (1-07-1-97) 1-19 (0-99-1-43)
Chnolones 1-77(1-3-2-42) 0-95 (0-76-1-20)
WEE 3 Generation 1-80 (1-19-2-72) 1-36 (1-02-1-80)
cephalosporins
Gram-negatives
CAZL res. EB Carbapensms 0-47 (0-27-0-83) 1-32 (1-03-1-69)
Chenolones 0-26 (0-13-0-234) 0-78 (0-35-1-12)
ELI combinations 1-61 (0-81-3-22 2-24(1-12-4-40
CIP res. PA Vancomycin 1-73 {(1-03-2-90) 1-06 (0-84-1-33)
IMP res. PA Aminoglycosides 1-95 (1-17-3-25) 1-20 (0-92-1-37)

EB: Enterobacter spp., PA: P, aeruginosa, MESA: Metlucillin resistant 5. aureus, VREE:
Vancomycin resistant Enferococcus spp.. BLI B-lactamase inhibitor, CAZL: Ceftazidime, CIP:

Ciprofloxacin, IMP: Inupenem. Res: Fesistant

Ascioglu, Lipsitch, Samore. 2012




Vaka-Kontrol ¢aligmalari

vakalar

< kontroller

Kontroller, tum kohortu temsil etmelidir
Maruziyetten timuyle bagimsiz olarak secilmelidir
Birden fazla kontrol secilebilir, max: 4



Vaka-kontrol calismalarda hatanin onlenmesi

Vakalar ve kontroller ayni “hipotetik”
populasyondan gelmel

Kontroller vakalarin icinden ¢iktigi referans
populasyonu temsil etmeli

D. L. Sackett
“I would trust only 6 people in the world to do a proper case-control study”

28



Vakalar

Kontroller




Vaka-Kontrol ¢aligmalari
1 yil

N
/~ vakalar I

‘+ VRE infeksiyonu

+

< kontroller

VSE infeksiyonu
+ MSSA/MRSA infeksiyonu
Infeksiyonu olmayan hasta

Karbapenem kullanimi VRE infeksiyonu icin risk faktort muadur?
Vaka: 1 yil boyunca, VRE infeksiyonu olan150 hasta
Kontrol: Ayni sure boyunca VRE infeksiyonu olmayan 300 hasta

Yas, altta yatan hastalik eslestirilebilir ama......



Antibiyotik direnc calismalarinda kontrol

VRE

/ @7" A‘&

ADb risk enflasyonu

grubu se¢imi

Kontrol grubu infekte olmayan hastalar olmali
Ikinci bir vaka grubu olarak VSE hastalar olabilir

Her iki vaka grubunu infekte olmayanlarla karsilastir
o Vaka-vaka-kontrol tasarimi




Ornek 2

Dahiliye yogun bakimda coklu direncli
Acinetobacter spp’e bagh VIP salgini

Kontrolleri kimlerden secelim?
o Duyarli Acinetobacter spp. VIP’i olan vakalar?
o Yan taraftaki Cerrahi YB’da VIP olan hastalar?

o O donem icinde Danhiliye YB’da VIP'i olmayan
hastalar?

o O donem iginde Dahiliye YB'da yatan ve
ventilatére bagl fakat VIP’i olmayan hastalar?

32



KOHORT

VAKA-KONTROL

Hastaligin insidansi/riski
bulunur (relatif risk
hesaplanabilir)

Yanhlik ve hata daha azdir
Olciimler kayitlar iyidir
Birden fazla hastalik
calisilabilir

Zor
Pahal
Uzun sure alir

Cabuk
Kolay
Kucuk

Tek hastalik caligilabilir

Relatif risk hesaplanamaz

o Bazi kosullar saglanirsa
OR relatif riski tahminin ettirir

Insidans hesaplanamaz
Hata, yanlilik cok kolay




Kesitsel calismalar

Kohort'un fotografi cekilir

Maruziyet ve hastalik ayni anda

belirlenir

Kolport (s
Sadece prevelans saptanabilir

Politika belirleme, maliyet vb




Arastirma tasarimlari

« Mudahale arastirmalan (Interventional Studies)

— Randomize klinik denemeler (Randomized clinical trials)
— Preventif saha calismalari
— Yari-deneysel ¢alismalar (Quasi-experimental studies)




Randomize kontrollu klinik denemeler
“Randomized controlled clinical trials’

u Sonug
odana'e gre® ®

Konty.
o
Igrubu ‘ Sonuc

Randomizasyon

llac ve tedavi calismalarinda ALTIN STANDARD!
Prospektif kohortun bir tipi

Hastalarin hangi tedavi grubunda olacagi randomizasyonlia
belirlenir

Yeni ilag vs standard tedavi (plasebo)



The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Intervention to Reduce Transmission
of Resistant Bacteria in Intensive Care

W. Charles Huskins, M.D., Charmaine M. Huckabee, M.S., Naomi P. ©'Grady, M.D.,
Patrick Murray, Ph.D., Heather Kopetskie, M.S., Louise Zimmer, M A, M.P.H.,
Mary Ellen Walker, M.S.N., Ronda L. Sinkowitz-Cochran, M.P.H.,

John A. Jernigan, M.D., Matthew Samore, M.D., Dennis Wallace, Ph.D.,
and Donald A. Goldmann, M.D., for the STAR*ICU Trial Investigators*

ABSTRE ACT

BACKGROUMD

Intensive care units (ICUs) are high-risk settings for the transmission of methicillin-
resistant Staphylococcus aureus (MBSA) and vancomycin-resistant enterococcus (VEE).

METHODS

In a cluster-randomized trial, we evaluated the effect of surveillance for MRSA and
VERE colonization and of the expanded use of barrier precautions (intervention) as
compared with existing practice (control) on the incidence of MESA or VREE coloni-
zation or infection in adulc ICUs. Surveillance cultures were obtained from patients
in all participating ICUs; the results were reported only to ICUs assigned to the
intervention. In intervention ICUs, patients who were colonized or infected with
MESA or VRE were assigned to care with contact precautions; all the other patients
were assigned to care with universal gloving until their discharge or until surveil-
lance cultures obtained at admission were reported to be negative.




Yart-deneysel calismalar

YBU'de el antiseptigi kullanimi

a midahale 6ncesi VRE gorilme sikhgi
b midahale sonrasi VRE goriulme sikhigi

_ | zaman




Yari-deneysel calismalar

Mudahale grubu

Sekil 6

\4

Zaman

a Dahili yogun bakimda mudahale 6ncesi

VRE gorulme sikhgi

b Dahili yogun bakimda mudahale
sonrasi VRE gorulme sikligi

Kontrol grubu

v

Zaman

-

¢ Cerrahi yogun bakimda VRE gorulme sikhgi
d Cerrahi yogun bakimda VRE gorulme sikhgi
x  Dahili yogun bakimdaki mudahale zamani



Karistirict Etken (Confounding)




Arastirma sonuclart

1. Dogru

2. Hata/Yanlilik (Bias) &_
3. Karistirici etken (Confo ing)

e

4. Sans
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Karistirici Etken (Confounding)

Baktiginiz etkenle sonug arasinda, baska bir
etkenden dolayi bir iligki varmig gibi sonuc¢
clkmasi

Etken > -

Karistirici




Arastirmanin amaci:
2 SED vs Mortalite?

Veri:
o Kosta Rika: 3.8 / 1000
o Venezuela: 4.4 / 1000

a0 Meksika: 4.9 /1000 |Zenginlik

> 1 6lum hiz

o Kanada: 7.3/ 1000
o ABD: 8.7 /1000
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‘ Ornek 1

SED

Olum hizi

YAS




Karistirict etken kontrol edilmis
Adjusting (controling) for confounding

= Ulkelerin yas ortalamalari analize katildi§inda
o Kosta Rika: 3.7 / 1000
o Venezuela: 4.6 / 1000
o Meksika: 5/ 1000
o Kanada: 3.2 /1000
o ABD: 3.6 /1000
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Nasil basa cikilir?

Arastirilan durumla ilgili temel bilgi
Karistirici etkenle ilgili verinin toplanmasi
Arastirma planlanmasi veya analiz sirasinda kontrol

Randomizasyon
Kisitlama (Restriction)
Eslestirme (Matching)
Tabakalama (Stratification)

Coklu degiskenli (Multivariable) analizler
Lojistik regresyon
Linear regresyon
vb.
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Ornek 2

Arastirma sorusu: Coklu direncli Acinetobacter spp.
infeksiyonlarinda karbapenem kullanimi risk faktoru
mudur?

Karbapenem kullanimi » | Acinetobacter spp. infek.

Altta yatan hastaligin agirligi (APACHE vb)
*Hastanede kalis suresi

*Cerrahi girigim

*Hastanede yattigi servis

‘Diger infekte hastalara yakinlik....
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Sunum
Bazi onemli noktalar




Sonuclar

P-degeri
o Tam deger neyse onu belirtin
0 <0.05 veya >0.05 YAZMAYIN

Arastirdiginiz iligkiyi ozetleyen kestirim
parametreleri [95% guven araligi] kullanin

o Odds orani, risk, hazard orani vs
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Figure 1. Hazard ratios showing the effect of previous incidence of infection in
the same ward on acquiring a subsequent resistant infection
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Tablolar

Sayilar, yuzdeler ve toplamlar ayni tobloda olmali VEYA
tablodan net olarak hesaplanabilmeli

Vertikal cizgiler koymayin
Bilmece yaratmayin

Noktadan sonraki basamaklari minimal tutun
o Direncg oranlari icin 1'den fazlaya hi¢ gerek yok
Bir pattern varsa onu gorunur hale getirin

2 Yillar iginde artan direng oranlari vb

Sifir ve eksik veriyi ayird edin
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‘ Gratikler (Data visualization)
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Crude infectious disease mortality rate in the United States, 1900-1994

s=— Influenza pandemic
. have health

« departments

' Last human-to-human
transmission of the pl.:nque

J First use of penicillin

" chloring inwater
inUnitedStates

"
®
>
8
o
g
.
g
®
B
£
"
Tt
o
=

Source: Adapted from Armstrong, Conn et al. (1999).
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Oral vancomycin use increased along with mortality from
C. difficile infections in the United States, 2000-2007

C. difficile mortality/1,000,000 pop.

&
o
a
-~
i
c
o
o
=
3]
i
2
a
=
[7]
=
E
4]
0
[ =4
o
>
B
]

2] o o+ ] 2 5
& & "i;l & +F il

Sowces: Cenfers for Dlsease Conirol and Freventicn, Maflonsd Canfer for Haofth Stallstics. Compressed Maorality Fike 1799-2008. CDC WONDER Online Dofobose;

Foigraan, PRlip M., Yang, M., af ol 2011. Using Oval vancermycin Prescriptions as a Preey Measure for Closticium difficlis Infections: A Spatiol ond Time Serlas

Analysk. infaction Confrol ana Hespltal Epddamiaiogy (32).0ral vancamycin data obtained under icense frem IMS Health Xponent ™ [lanuary 2000-Dacembsar

2007] W45 Health Incorporated. All Rights Reserved. The findings. conclusions and views exprassed do mot necessanly refiect those of WAS Health or any of s

affiioted or subsidiory entities,
THE CENTER FOR
CDDE Disease Dynamics,
Economics & Policy

WASHINGTOM DC « MEW DELHI




Eil.com

CNN/USA TODAY/GALLUP POLL

Results by party
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Question 2: Based on whatvou have heard
orread about the case, do you agree with
the court’s decision to have the feeding tube
removad?

o4

Independents

SAMPLE: intervessss conducted by telephone March 158-20 2005 with | SAMPLING ERFOR:: +/. 7% pi=
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RESULTS BY PARTY: CNN/USA Today/Gallup Poll

Margin of error: +/- 7%

Question 2: Based on what you have heard or read about the case, do
you agree with the court’s decision to have the feeding tube removed?
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Analitik grafikler
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DIAGRAMS OF THE MORTALITY
IN THE ARMY IN THE EAST
APRIL 1854 TO MARCH 1856

June
APRIL 1855 TO MARCH 1856

)
-
~ e péé"r’
N - - - - -
The dotted circle represents what the Mortality would have been had the Army

been as healthy as Manchester - 12.4 per 1000 Annum.
The Area of each Monthly division exhibits the relative Mortality in the Army
during the Month.
Each wedge admits of Comparison area for Area, with every other wedge and
with the Manchester Circle, and each wedge shows the Mortality per 1000

per Annum _for the Month.
The dark Area outside the Manchester Circle exhibits the excess of Mortality
in the Army for the same ages over that of one of the most unhealthy Towns

in England.
The figures show the Mortality per 1000 per Annum.
Note: Reproduced from the only available original

Source: Commission (1999, p.158)
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