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Acil hekimleri ne ister..

Sorunlar :

»Kalabalik ve kaotik bir yerdir »Tum bunlarin kisa tarifi;
»Her tir hasta gelir
»Randevu sistemi ile calismaz »ZAMAN sikintisi vardir

» Tibbin mevcut testlerinin sensitivite ve

spesifitesi diistktar. » «GUVENLIK» sikintisi vardir

»Hasta evine gidince ex olur mu?
» Ayrici tanilar icin zaman ve sedye yoktur

»Fizik muayene hastaliklari dislamak icin
yetersizdir..



Acil hekimleri ne ister..




SEPSIS

Sepsis te acilde kalis stiresi (Emergency depertament lengt of stay ) ortalama 5 saattir.

Sepsis tanisi alanlarin %50 ye yakini yogun bakim yatisi gerekmektedir

Tum ilerlemelere ragmen optimal bakimda bile %20 civaridir

Bu mortalite orani MI, PE gibi acilin sik gértlen o6ltimcil tanilarinin bile Gizerinde kalmaktadir.
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Organ Disfonksiyonu Parametreleri Tissue Perfusion Parameters:

Arterial hypoxemi (PaO2/FIO2 <300) Hiperlaktatemi (above upper limits of laboratory
S _ normal levels)

Akut oliguri (urine output <0.5 mL/kg/sa yeterli

siviya ragmen 2 h boyunca Dismus kapiller dolum

Creatinine >0.5 milligrams/dL

Coagulation abnormalitileri (INR >1.5 or aPTT
>60 s)

lleus (absent bowel sounds)

Thrombocitopeni (platelet count <100,000
cells/uL)

Hiperbilirubinemi (plasma total bilirubin >4
milligrams/dL)



Pnomoni olmasa bile
yaygin inflamasyon acleri ARDS (PA02/fio2 200-300 mild)
etkiler..

Pulmoner hasarlanma

\ Ana hedef organlardan

biridir
Hipoperfliizyon ana neden

Renal hasarlanma

Hepatik hasarlanma

GIS degisiklikleri
Hematolojik degisiklikler
Metabolik degisiklikler

Cilt
~ Degisik abnormaliter

olabilir
Trombositopeni, DIC
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International Guidelines for Management of
Severe Sepsis and Septic Shock: 2012
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SEPSIS 3 VE gSOFA

Avrupa yogun bakim dernegi (ESICM) ve kritik Hastalarin incelenen kriterleri
bakim dernegi (SCCM) sepsis 3 isimli > SIRS
toplantida yeni tanimlamalar yapmislardir - SOFA

o LODS( Logistic organ disfonksiyonu sistemi)

Temel alinan arastirma Amerika ve almanyada
ki cesitli merkezlerden 148 bin hasta
incelenmis

o YB’da hastane ici mortaliteyi belirlemede
SOFA>SIRS

Sonlanim noktasi

° Hastane ici mortalite
> Yogun bakim 3 glinden uzunkalma



Bu KOHORT ¢alismasina alinan vakalarin %89 u
YB disi ve acil hastalardi

Hastane i¢i mortaliteyi
Veriler tekrar modellenerek Qsofa kriterleri éngdérmede Qsofa > SIRS

tanimlandi.
QSOFA>2 QSOFA<2 den 3-14 kat

daha fazla mortal

Hipotansiyon<=100 1 puan

GKS<=13 1 puan
Takipne >=22 1 puan



Vazopressor destegi

OAB 65 ustlinde tutulamiyorsa vazopressor Dopamin bradikardik hastalar icin oncelikli
destegi verilmelidir. secenek olabilir

Ik secenek norepinefrindir

Yetersiz kalirsa adrenalin veya vasopresin
eklenebilir

Hipoperfuzyon devam eden olgularda
dobutamin 20 mcg/kg/dk



Antibiyotik tedavisinde son durum

Septik sok tanisi almis hastalar 1 saat icinda Notropenik veya direncli patojenlerde
antibiyotik baslanmalidir (grade 1B) (asinotobakter, pseudomonas) kombine AB
baslanmali (grade 2B)

Antibiyotik tedavisini geciktirmeyecek ise
oncesinde kan kultird alinmahdir Steroidler kar/zarar durumuna gore karar
verilmeli

Vazopresser tedaviye ragmen instabil ise

(Kandidiyazis stiphesi varsa 1,3 beta —D — kullanilabilir

glukan, mannan ve anti mannan antikorlari da
bakilmalidir)



Kaynak kontroll de bazen acile KAN sekeri

dusebilmektedir e e
: . Ardisik iki 6lciim 180 mg/dl Gizeri ise insilin
o |lk 12 saatte apse veya lokal enfeksiyon drene e
edilmeli ifiizyonu acilmalidir (100-180 arasinda

tutulmali) (grade 1A)

> [nfekte cihazlar cikarilmalidir




Prokalsitonin

Sepsisten stiphelenilen hastalarin Prokalsitonin tanisal degeri cesitli nedenler ile
celiskili kalmaktadir.

1. Tanisi )
Oncelikle PCT sitimulus oldugunda keskince

2. Prognozun tahmini yikselmekte ve sonra hizla diismektedir

3. Antibiyotik tedavinin etkinligi

amacil ile kullaniilmaktadir..

>0.5 Un Usttunde olmasi enfeksiyon ve sepsis lehine

Antibiyotikten 24 saat sonra %10 luk disme
antibiyotigin etkin oldugunu ifade eder



Contents lists available at ScienceDirect

American Journal of Emergency Medicine

journal homepage: www.elsevier.com/locatefajem

Original Contribution
Evaluating the value of dynamic procalcitonin and presepsin @mmm
measurements for patients with severe sepsis

Han Yu, MS ', Zhijiang Qi, Ph.D!, Chenchen Hang, MS, Yingying Fang, MS, Rui Shao, MS, Chunsheng Li, MD *
Depariment of Emengency Medicine, Bejing Chooyang Hospitai, Capital Medical University, Beiing, China

LPS CD14 baglanmasi olduktan sonra kana
Article history: jective; This study comparatively evaluated the value of dynamic procalcitonin (PCT) and presepsin measure- CD14 un gbzu nebilir SU btipleri Sallnlr-

Received 19 September 2016 ments in assessing therapeutic efficacy and progniosis for patients with severe sepsis.
Received in revised form 17 January 2017 Methods: Patients with severe sepsis (n = 109) were enrolled and divided inio survival and non-survival groups
Accepied 20 January 2017 based on 90-day survival. PCT and presepsin levels were evaluated on days 1, 3, 5, 7, and 12. Sequential organ

oo et ety sl et il S0P, heres s Bunlardan biri presepsin dir

W 'nl E from day 3 onward was positively comrelated. From day 5 enward, the clearance ratio (CR) of PCT was weakly
Procalcitonin to moderately negatively correlated with SOFA, while the CR of presepsin was strongly negatively correlated
Clearance ratio as carly as day 3. PCT levels had no statistical difference between survival and non-survival groups, Within

Fremss e e e e P 1,3,5,7,12 glinlerde presepsin ve PCT bakilmis,

PCT i the survival group were higher than those in the non-survival group on days 3, 5, 7, and 12, However,

CRs of PCT rose synchronously in bath groups. Comparatively, CRs of presepsin in the survival group rose persis- SO FA k I h I

tently, while they decreased gradually in the non-survival group. S Or arl esap anl I|I§
Conclusions: Dynamic monitoring of prese psin and PCT demonstrated that beth presepsin and CR of presepsin are

continuous and better markers than are PCT and CR of PCT for evaluating the therapeutic efficacy and prognosis

o o7 et 90 giinlik mortaliteye goére survival ve non-
survival gruplarina ayrilmis.

109 agir sepsis hastasi alinmis(44 survival)
PCT survival ve non survival gruplar arasi
farkli degildi
PCT 5.gtinde SOFA ile zayif negatif korole
iken presepsin glclu negatif korole idi..
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Original Contribution
Exploring the best predictors of fluid responsiveness in patients with @.Mm
septic shock

H a s : HEE N B H a b A ¥ A
Nianfang Lu ?, Xiuming Xi **, Li Jiang ®, Degang Yang °, Kai Yin S I V | Y A N I T L | L | K .
* Department of Critical Care Medicine, Fuxing Hospital, Capital Medical University, Beijing 100038, Ching ]
" Department of Spinal and Newral Functional Reconstruction, Ching Rehabilitation Research Center, School of Rehabilitation Medicine, Capital Medical University, Beijing 100068, China
* Department of Critical Care Medicine, Beijing Electric Power Hospital, Beifing 100073, China

Sepsis hastalarinin ancak %40 sivi ile tansiyon dizelmektedir

ARTICLE INFO ABSTRACT

e Sy 017 Famctes t recict resporsvencs o g ooy andoterhemodnamc Fazla sivi vermek ise yuskek intravaskiiler volim, pulmoner 6dem
Received in revised form 15 Feb 2007 o ive ol ational was on . e ents wil ic Lo

Aceped 2 Narh 207 P o el s e et s ve kalp yetmezligine neden olmaktadir

variation (SVV), pleth variability index(PV1), and ultrasound assessments of respiratory variations in inferior vena

Keywords: cava diameter (AIVC), carotid Doppler peak velocity (ACDPV), and brachial artery peak velocity (AVpeak brach).

Septic shock Results: ents received ml no ine were ders a H H h H
Veatian Reoponcess b higher SV, PV, AN AEIPY, ) AVpek troth messarement, i saditin, 1 theseseasemm CVP, pulmoner wedge basinci, intratorasik blood voliim index,
Inferior vena cava diameter ments had statistically significant linear correlations with changes in cardiac index (C).When responders were de-
;lermv:'dm fined by ACI > 0%, receiver operating characteristics (ROC) curve analysis showed that fuid responsiveness could
Rl pedy Tevels of PV with sensihity of 65 and speciicity f BUX 20,5 optmal vt off evels af AN with senitity of Strok voliim variasyonu(SVV), Pleth variablity index (PVI) invazivdir

67% and specificity of 77%, 13% optimal cut-off 1evels of ACDPV with sensitivity of 78%% and specificity of 90%, 11.7%

ve O0zel monitor gerektirir

Nefes ile kardiyak strok volimiin degismesi ise
usg dopler ile olculebilir ve guvenilirdir

Carotis arterden peak velosite varyasyonu fazla
cikan hastalar belirgin sivi yanith ¢ikmis

%13 lik cut-off degerinin sensitivitesi %78,
spesifitesi %90 olarak gelmistir




Original Contribution

The impact of ED crowding on early interventions and mortality in @Cmssm
patients with severe sepsis

David F. Gaieski, MD **, Anish K. Agarwal, MD, MPH b Mark E. Mikkelsen, MD, MSCE®, Byron Drumbheller, MD b
S. Cham Sante, MD ¢, Frances S. Shofer, PhD, Munish Goyal, MD ¢, Jesse M. Pines, MD, MBA, MSCE

* Department of Emergency Medicine, Sidney Kimmel Medical College at Thomas Jefferson University, Philadelphia, PA, United States

" Department of Emergency Medicine, Perelman School of Medicine at the University of Pennsylvania, Philadelphia, PA, United States

© Department of Internal Medicine, Division of Pulmonary, Allergy, and Critical Care Medicine, Perelman School of Medicine at the University of Pennsylvania, Philadelphia, PA, United States
4 Commonwealth Medical School, Graduate Medical Education, Scranton, PA, United States

* Department of Emergency Medicine, Georgetown University School of Medicine, Washington, D.C, United States

" Department of Emergency Medicine and Health Policy, George Washington University School of Medicine and Health Sciences, Washington, D.C, United States

ARTICLE INFO ABSTRACT

Article history: Objective: Critically ill patients require significant time and care coordination in the emergency department (ED).

Received 4 June 2016 ‘We hypothesized that ED crowding would delay time to intravenous fluids and antibiotics, decrease utilization of

Received in revised form 26 January 2017 protacolized care, and increase mortality for patients with severe sepsis or septic shock.

Accepted 26 January 2017 Methods: This was a retrospective cohort study of severe sepsis patients admitted to the hospital from the ED be-
- tween January 2005 and February 2010. Associations between four validated measures of ED crowding (occu-

gm pancy, waiting patients, admitted patients, and patient-hours) assigned at triage, and time of day, time to

3 sepsis antibiotics and fluids, and mortality were tested by analyzing trends across crowding quartiles.

Resuscitation Results: During the study period, 2913 severe sepsis patients were admitted to the hospital and 1127 (38.7%)

Administration qualified for protocolized care. In-hospital mortality was 14.3% overall and 26% for patients qualifying for

Kalabaliklasma ile birlikte tedavi sureleri uzamis,
protokol bakimi diismus.
Mortalite oranlarinda degisiklik yok

Kritik hastalar acilde 6zel bir zaman ve bakim
gerektirir

Acil kalabalikhgi acaba sepsisli hastalarda sivi
ve antibiyotik uygulamasinin gecikmesine
neden oluyor mu?

Retrospektif kohort

(Doluluk orani,bekleyen hasta, kabul edilen
hasta, bekleme stiresi)




Acilin ana gorevleri

Erken tani-
tedavisi




Sepsis ve septik sok durumlarinin erken taninmasi

Odak tesbiti cabalari (kan kilttiri dahil)

Erken antibiyotik uygulamasi

Sivi ve vazopressor destegi




Sss enfeksiyonlari

Bakteriyel menenjit 1.38/100,000 kisiyi En sik etkenler (united states)
etkileyen hayati tehdit edici acillerden biridir.

strep. Pneumonia %50f

Mortalitesi %14,3 olarak verilmistir
B grubu streptekoklar %18.1

Neisseria meningitis %13.9

Asilama ile birlikte prevelansi dusmektedir _
H.influenza %6.7

AR S

L.monositogenez %3.4

o Neonatal E.coli

> Immun baskilanmis tbc



Ates basagrisi (%85)ense sertligi biling TANI
bozuklugu . .
LP ile konur (acilde yapmasi zor) (zaman)

Cogu vaka bunlarin en az ikisini gostermektedir o
Bazi durumlarda kontrendikedir

Bunlarin olmamasi menenijiti dislamamaktadir > Koagulopati (plt<20000, INR>1.5)

(Glvensiz durum)

Nobet veya fokal belirtiler %25—30 vakada
gorulebilmektedir



BOS (bakteriyel) Meningokoklarda antibiyotikten 2 saat

sonrasinda, pndmokokak menenijitte ise 6 saat
Acilig basinci <170 cmH20 sonra BOS steril hale gelebilir ve bu nedenle LP

WBC> 1000mm3 ve notrofil hakim nin zamanlamasi cok 6nemlidir.

Gram boyama %60-80 oraninda pozitiftir

(antibiyotik sonrasi hizla diiser) Diger taraftan Antibiyotik uygulamasi Lp ICIN
geciktirilmemelidir (glivensiz)

Protein>200 mg/dI . _ o
Hizli latex testi bakteriyel menenijit icin

Glukoz<40 mg/d|I kullanilabilir fakat yanlis pozitif ve yanls
negatiflik orani yluksektir

BOS laktat yuksekligide 6nemli bir kanittir



Soru: LP dncesi BT cekmeli miyiz?

BT nin normal olmasi herniasyon riskini ihmal
edilebilir bir diizeye indirir

T RETSEY Criteria for Obtaining Head CT before Lumbar Puncture! 5 i N
NMoror meatal stohs or detziorafing level of conseiousness Yandaki risk faktorleri olan hastalara BT

Focdl newralogic defict cekilmelidir
Mew-onsst zemure

Fapillzdema

Immunocompromised state

Mahgrancy

History of focal CNS disease (stroke, focal mfection, tumar)

Concem for mass CN3 lesion

Age >B y




Menenijit tedavisi

Ampirik antibiyotik tedavisi geciktirilmemelidir  Ek tedaviler

18-49 yas grubunda :3. kusak sefalosporin Pnomokok menenijiti icin steroid ekleyin
(seftriakson 2 gr IV plise)+ vancomisin 15 (deksametazon)
mg/kg . e

Mortalite ve morbiditeyi azaltiyor
50 vyas ve Uzeri immun diskin hastalarda 2 gr ) _ _ _
ampisilin (L monositogenesi kapsamasi icin) HSV stiphesi varsa asiklovir baglanmal
ekleyin. Yakin monitorize edin

Norocerrahi gecirmis hastalarda 4.jenarasyon

: _ A Hiperpreksiyi engelleyin
sefolosporin (sefepime)+vankomisin

Nobet gecirirse tedavi edin

Hipotonik sivilardan kacinin



PNOMONI




A novel biochemical marker for community-acquired pneumonia: @c,ossm,k
Ischemia-modified albumin

Mustafa Bolatkale **, Mustafa Duger ®, Gézde Ulfer ¢, Cagdas Can ¢, Ahmet Cagdas Acara ¢, Tiirkan Yigitbagi €,
Ekrem Cengiz Seyhan °, Mehtap Bulut ?

* Medipol University Hospital, Department of Emergency Medicine, Istanbul, Turkey
Y Medipol University Hospital, Department of Pulmonology, Istanbul, Turkey

© Medipol University Hospital, Department of Biochemistry, Istanbul, Turkey

d i State Hospital, D of Ei y Medicine Manisa, Turkey
© Gaziemir State Hospital, Department of Emergency Medicine, Izmir, Turkey

ARTICLE INFO ABSTRACT

Article history: Introduction: Community-acquired pneumonia (CAP) is a frequent cause of hospitalization and a leading cause of
Received 8 January 2017 mortality worldwide. Early diagnosis and the initiation of appropriate antibiotic therapy are essential to reduce
Received in revised form 2 March 2017 pneumonia-related morbidity and mortality. CRP is a well-established biomarker in many clinical settings, but
Accepted 10 March 2017

has been traditionally considered not specific enough to be a useful guide in the diagnostic process of pneumonia.
There is still a need for more specific and practical markers in CAP for diagnosis. The aim of this study was to in-
Jschemia modified albumin vestigate the diagnostic value of ischemia-modified albumin (IMA) levels in the diagnosis of CAP in the Emergen-
C-reactive protein cy Department. . ) ) . -

Community acquired prieumonia Methods: The study included 81 patients admitted with CAP and 81 control patients. Initial hour levels of IMA and
CRP were measured. The IMA mean levels were compared between the study and control group. Correlation
analyses were performed to investigate the association of serum IMA levels with CRP.

Resuits: Mean levels of IMA were 0.532 + 0.117 IU/ml in the study group and 0.345 -+ 0.082 IU/ml in the control
group. IMA levels were significantly higher in the study group compared to the control group. The IMA level of
0.442 1U/ml had sensitivity of 75.3% and specificity of 91.3% and was positively correlated with CRP levels
(r =0.506: n < 0.05).

Keywords:

Kontrol ve hasta grubu (81-81)

Gruplar arasi IMA ve CRP degerleri kiyaslanmis
IMA hasta grubunda belirgin sekilde anlamli
yuiksek

0442 IU/ml degeri icin sens %75, spes %91
CRP ile korole

Toplum kokenli Pndmoni hastaneye
yatisalarinin 6nemli bir nedenidir ve
mortalitesi yuksektir

Erken tani ve antibiyotik tedavinin erken
baslanmasi esastir

CRP iyi bilinen bir biyomarkerdir fakat
geleneksel olarak yeterince spesifik olmadigi
dusunaltr

Toplum kokenli pndmoni icin spesifik ve pratik
bir markera ihtiyag vardir




IYE

Klinik cogu zaman nettir

Benzer oldugu tehlikeli tanilar azdir (akut
app?endometrit?) (gtvenli)

Hasta genc¢ ve non komorbid hastalarda evine
gonderildiginde 6lmez (glvenli)

idrar tahlili kolay ve hizlidir ( zaman)

Spesifitesi yeterlidir, tani kolaydir (zaman)



Risk factors for early return visits to the emergency department in @msmﬂ(
patients with urinary tract infection’

Sarah Jorgensen, Pharm. D. ab Mira Zurayk, Pharm. D.?, Samantha Yeung, MSc, Pharm. D. b,_]il] Terry, Pharm. D.%,
Maureen Dunn, MD €, Paul Nieberg, MD“, Annie Wong-Beringer, Pharm. D. *>*

* Dy of Pharmacy, i Hospital, 100 W Califormia Blvd, Pasadena, CA 91105, United States
" University of Southern California, School of Pharmacy, 1985 Zonal Ave, Los Angeles, CA 90089, United States

© Division of E Medicine, of Medicine, Huntington Hospital, 100 W California Bhed, Pasadena, CA 91105, United States

“ Division of Infectious Diseases, Dep of Medicine, Hunti Hospital, 100 W Californin Bivd, Pasadena, CA 91105, United States

ARTICLE INFO ABSTRACT

Article history: Background: Optimal management of urinary tract infections (UTls) in the emergency department (ED) is chal-

Received 5 April 2017 lenging due to high patient rurnover, decreased continuity of care, and treatment decisions made in the absence

Received in revised form 15 June 2017 of microbiologic data. We sought to identify risk factors for return visits in ED patients treated for UTL

Accepted 21 June 2017 Methods: A random sample of 350 adult ED patients with UTI by ICD 9/10 codes was selected for review. Relevant
datawas extracted from medical charts and compared between patients with and without ED return visits within

mi Fecti 30 days (ERVs).

&Mm!v-mm Results: We identified 51 patients (15%) with 59 ERVs, of whom 6% returned within 72 h. Nearly half of ERVs

Emergency department (47%) were UTl-related and 33% of ERV patients required hospitalization. ERVs were significantly more likely

(P= 0.05) in patients with the following: age > 65 years; pregnancy; skilled nursing facility residence; dementia;
psychiatric disorder; obstructive uropathy; healthcare exposure; temperature = 38 °C heart rate > 100; and bac-
teremia. Fscherichio coli was the most common uropathogen (70%) and susceptibility rates to most oral antibi-
ofics were below 80% in both groups except nitrofurantoin (99% susceptible).
Cephalexin was the most frequently prescribed antibiotic (51% vs. 44%; P = 0.32). Cephalexin bug-drug mis-
matches were more common in ERV patients (41% vs. 15%; P = 0.02). Culture follow-up occurred less frequently
in ERV patients (75% vs. 100%; P < 0.05),
Conclusions: ERV in UTI patients may be minimized by using ED-source specific antibiogram data to guide empiric
treatment decisions and by targeting at-risk patients for post-discharge follow-up.

© 2017 Elsevier Inc. All rights reserved.

Kaynak spesifik antibiyogam data
kullanin

Riskli gruplari bilin ve taburculuk
sonrasi takip edin

Tesadfi olarak 350 IYE hastasi almislar

Bunlarin 59 u(%15) acil servise ikinci kez
basvurmus

BU 59 kisinin %33 U hospitalize edilmis

Yas>65,evde hemsire bakimi alanlar, demans-
psikiyatrik hastalar, ob.st_riktif Uropati, ates>=38,
KH>100, BAKTERIYEMISI olanlar

Cephalexin en cok yazilan antibiyotikti

Bug-drug mismatch %44-%15 p:0.02




AFET DURUMLARI

=KUS gribi-Domuz gribi Acil afetlerin ilk saat ve glinlerinde ana rol
“KKK oyanayan branstir

=Afetlerde ortaya cikan salginlar
Ayni zamanda calisanlarda afete maruz

=Yesil alanlarin USYE hastalari kalabilirler

=“HIV




PROFILAKSI

Yara bakiminda profilaksi

Kuduz Rutin antibiyotik proflaksisi uygulamasi yok.
Memeli 1singi, kirli yara, yc
Tetanus Debritman ve irrigasyon

Adli bir sikinti hissettigimizde
profilaksi basliyoruz..

Tetenus konusunda IG+ASI yapilmasi
gereken vakalarin tamaminda sadece asi
yapiimakta



. . . >6 saatlik yara, toprak,
m Summary Guide to Tetanus Prophylaxis in Wound Management salya feces, kir ile bulas,

Clean, Minor Wounds All Other Wounds™ ————— puncture veya crash
Hiztory of Adsorbed Tetanus Tdap or TG, 250 | Tdapor | TIG, 250 yaralanma, avulsiyon,
Toxoid (doses) Td" IM units I | Td units IM Kursun yarasi, yanik ve soguk
Urknawn or less than thres Vagt Mo Yes Yas ISIrgI
Three or mons® Mo Mo Yog'* ]

Tdap: tetanus toxoid, disuk doz difteri ve aselltler pertussis icerir
Td: tetansu-difteri
TIG: tetanus IG



Yurt disinda

HIV

Malarya

Global travelers




Original Contribution

Two, three, and four-drug regimens for HIV post-exposure prophylaxis in @ I
a North American sexual assault victim population

Thara Kumar, MD *, Kari Sampsel, MD, MSc, lan G. Stiell, MD, MSc

Sexual Assault and Pariner Abuse Care Program, The Ottawa Hospital, University of Ottews, Ottawa, Ontario, Canada
Department of Emengency Medicine, University of Ottawa, Canada
Ottawa Hospital Research Institute, Canada

ARTICLE INFO ABSTRACT
Article history: Background/objectives: Due to perceived increased tolerability and compliance, and decreased cost, recent trends
Received 15 March 2017 in practice are moving towards using fewer drugs for HIV post-exposure prophylaxis. However, there is limited

Received in revised form 26 May 2017 literature to assess this is in the North American sexual assault vtcnm population.

At by etk s et bl oty o s el sl o ity «Seksuel saldiri kuzey amerikadaki en onemli

before and after the introduction of two and three-drug post-exposure prophylaxis regimens. Our primary out-
come was completion of the 28-day regimen. Secondary objectives included HIV seroconversion rates and pa-

ey hen ‘ halk saghgl problemlerinden biridir»

Results: Six-hundred-thirty charts from a 2-year period were reviewed, and 429 met inclusion criteria. There was
no difference in completion rates of post-exposure prophylaxis between the two cohorts (50.5% vs. 51.6%). How-
ever, there were fewer reported side effects (72.2% vs. 17.6%) in the later cohort. We subsequently compared all

s 1 T e s S oo S 115 Post exposure profilaksi HIV in dnlenmesinde

0.03), and a lower rate of reported side effects (19.1% vs. 53.9%), specifically for nausea (12.8% vs. 36.7%), consti-

T e " (7% 645 i en onemli aracglardan biridir

Conclusion: Two and three-drug HIV post-exp are better tol 1 by pati and as-
sociated with greater compliance than four-drug ﬂ‘IETlp’y and muld be considered in the sexual assault victim

- 7o s e Antiretroviral tedavilerin kombinasyonunun
daha etkin oldugu fakat yan etkilerin arttirgi
biliniyor

2015 yilinda dortli protokol yerine Gcla ve ikili )
Y P Y ¢ Ottowa hastanesinde «the sexual assoult and

(tenofovir/Embtricibabine protokol uygulamaya partner abuse care program» (SABACP) adinda

baslamislar-28 gtin protokoli bir program var ve tiim dogu ontario bdlgesi
Before and after kohort ¢aligmasi buna bagh

400 vaka alinmis _ .
Kontrolde hicbir hasta HIV seropozitif gelmemis Acil uzmani ve hemsirelerden olusuyor
Yan etkiler belirgin farkli (%72,2 vs %17,6 p<0.0001



Calisan guvenligi acisindan ..

Acil calisanlari enfeksiyoz tehditler acisindan yuksek risk altindadirlar

Acilin kaotik ortami dikkatsizlik ve 6nlemlere Gisenmeyi getirmektedir
Bazen, korunmanin imkansiz oldugu durumlar olur

KKK korkumuz!!!



Saghk gorevlisi KKKA'den
oldi!

Erzurum’da KKKA hastaig: nedervyle son ik naftada ki kig
hayatira kaybeth
) (N s e a)
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ACIL TIP KIS
SEMPOZYUM

° Dog. Dr. Neslihan Yiicel
@ i0 Tip Fakdltesi
Acil Tip Anabilim Dalt




Enfeksiyondan korunma yontemleri Kesin dnerilen asilama

Hepatit B
oAsillanma influenza A
oProflaksi Kizamik-Kizamikgik-Kabakulak
oStandart enfeksiyondan korunma onlemleri Sucicegi
o Izolasyon Bogmaca
Difteri
Tetanoz



KIRIM KONGO KANAMALI A TESI

=Perklitan ya da vicut salgilarinin mukozal membran temasiyla bulasmaktadir

= Temel enfeksiyon kontrol onlemlerinin yaninda
=hasta temas ve damlacik izolasyonuna

= Saglik personeli eldiven, dnllk, cerrahi maske ve gerektiginde gozlik kullanmalidir

=10 glin Ribavarin proflaksisi 6nerilmektedir




Meneni|it

Menenjit damlacik enfeksiyonu ile bulasir ve maruziyet riski 500-800 kat artirir

Kemoproflaksi uygulanmasi N.meningitisin transmisyonunu %89 oraninda azalttigi goralmdastir
N.meningitis ve H.influenza tanili hastalar ile temas sonrasi onerilmektedir
Pnomokokal menenjitte onerilmemektedir

Yakin temas: ev arkadasligi , vucut sivilarina maruz kalma(6pme,mutfak esyalarini kullanma vs)
agizdan agiza solunum yada yliz maskesi olmadan hastayi entlibe etmek

Kontaktan sonraki 24 saat icinde baslanmalidir
Olaydan iki hafta gectikten sonra hastalanma riski disutkttr

Rifampin 10 mg/kg 2x1 dort giin, ciproflaxasin 500 mg tek doz, seftriakson 250 mg IM tek doz



HBV TEMASI

Herhangi bir kisinin kan veya viicut salgilariyla
perkitan, mukozal veya bitunligi bozulmus
deri temasi olan kisiler

Daha 6nceden asilanmamis, HBV enfeksiyonu
yonlunden negatif kisilere, HBsAg pozitif temas

Hepatit B imminglobilin (0.06 ml/kg)
verilir ve hepatit B asisi yapilir, daha sonra Ug
doza tamamlanir

Daha dnce bir ya da iki doz asilanmis ve anti-
HBs <10 IU/L ise,

Kaynak bilinmiyorsa 1 doz HBIG ve yeniden asi
yapilir ve bir ay sonra titre bakilir

Kaynak HBsAg pozitifse, 1 doz HBIG yapilir ve
asl Uce tamamlanir

Daha 6nce asilanmis ve anti-HBs antikoru 10

IU/ml Gstlinde ise proflaksiye gerek yoktur



Ikinci basamak acil servislerin antibiyotik
oroblemleri

Antibiyotik receteleri:

“doktor bi antibiyotik yazsak”
Eliniz recete yazmaktan yorulur

Uc adet antibiyotik icip ilaci birakanlar

Sevdigimiz mumessil icin piyasanin en pahali antibiyotigini yazmalar..




INFECTIOUS DISEASE/ORIGINAL RESEARCH

Antibiotics-First Versus Surgery for Appendicitis:
A US Pilot Randomized Controlled Trial Allowing
Ourpatient Antibiotic Management

Dovid A Talan, MD*; Darin 1. Saltzsmas, ND. PhD; Wilam R Mowet, MO, PhD; Asusha Krishoadesan, PhO;
Ceoclla M. Jude, MD; Ricky Amd. MD; Daniel A. DeUgane. MD, MS: James X 'Wu, MD; Kavitha Pathmarajah, MPH:
Ashian Morkm, NP, Gregoey J. Mossn, MD; for the Otve View«UCLA Appendiotis Study Group
“Comesponding Acthor. [-malt Salarducis sdu.

rmmm*mmmcmmnm Ca||§maya 30 hasta al]nm]s
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Talan et al

Antbiotics-First Versus Surgery for Appendicitis

Table 1. Baseline characteristics of 30 participants with the diagnosis of acute uncomplicated appendicitis by treatment group.,

Characteristic Appendectomy, n =14 Antiblotics-First, n=16
Age, median (IQR: range), y 36 (33-46; 24-65) 31 (25-40; 9-73)
Made sex, No. (%) 9 (64.3) 9 (56.3)
Race, No. (%)
Whito 12 (85.7) 13(8L3)
Other 2(14.3) 3(188)
Hispanic ethnicity, No. (%) 12 (85.7) 14 (875)
Diabetes, No. (%) 0 1(6.3)

Body mass index, median (IQR; range). kg/m’

Provious abdominal/peivic surgery, No. (%)
Symptoms

Subjective fever, No. (%)

Nausea, No. (%)

Right lower quadrant pain, No. (%)

Duration of pain, median (IQR; range), days

Maximad pain before 24 b, median (IQR: range)*
Signs

Locaized rebound tenderness, No, (%)

Localized guarding, No. (%)

Triage temperature, median (IQR: range), *C
CT findings

Appendicolith, No. (%)°

Appendiceal diameter, median (IQR; range), mm

Periappendiceal stranding, No, (%)

Periappendiceal fluid, No. (%)
Laboratory results

WEC count, median (IQR; range), x 107/ul

Lactate, median (IQR; range), mmol/L"

CRP, median (IQR: range), mgA"

Alvarado score, median (IQR; range)’
Appendix pathology findings, No. (%)

Noemal

S$F-12v2 Priysical Component Score, median (IQR; range)”
SF.12v2 Mental Component Score, median (IQR; range)"

280 (24.6-29.8; 21.0-31.8)
3(214)

4 (28.6)
13 (92.9)
13 (92.9)
10(0.5-3.0; 0.5-5.0)
10 (8-10; 5-10)

10 (71.4)
6 (42.9)
36.9 (36.6-36.7: 36.5-38.1)

3(214)
9(9-12;7-8)
14 (100.0)
3(2149)

153 (11.0-184:81-231)
10(09-14;06-16)
64.8 (42.6-101.6;: 8.2-256.4)
8(7-9; 4-10)

1(73)
9 (64.3)
4 (286)

52.0 (474-57.0: 25.4-61.4)
570 (41.9-61.2; 31 6-68.4)

27.3{25.1-33.0; 22.3-43.3)
3(188)

2{12%5)
12 (75.0)
14 (87.5)
10{1.0-2.5: 0.5-5.0)
8 (8-10; 4-10)

8 (50.0)
6 (315)
36.8 (36.7-37.2: 364-37.3)

2(133)
10 (9-12; 7-14)
13(86.7)
2(133)

14.2 (11.3-17.0: 6.2-19.2)
11(0.9-15:0.7-2.3)
259 (10.8-64.8; 3.8-202.6)
8(7-9; 4-10)

559 (54.4-57.1; 41.7-64.1)
49.4 (388-61.1; 35.5-62.1)




Table 3. Pain, analgesic use, activity, and quality-of-ife cutcomes of 20 participants with the diagnosis of acute uncomplicated

appendicitis by treatment group.

Characteristic Appendectomy, n =14 AntibiaticsFist. n=18
Mumber of particlpants. pain fres, No. (%)
AL dlary IF L 531L3)
Dy 3-5 1(.1) 10 (62.5)
2 wk & 14.3) 12 (7500
1 mo G (843 14 (BT.5)
Total days recelving analgesics, median (MQR; mange)
Through dagy 2 1.0 (0.0=1.0 0.0=1.00 0.5 (0.0=1.0; 0.0=1.00
Dawys 2=5 200 [1.0=-2.0; 0ud=-3.00 A0 0.0=1.0; 0ud=-3.009
2 Wik 4.0 (2.0=65,0; 1.0=10.0) L0 (0.0= 105 DUb=13]
1 mo 45 (3.0=80; 1.0=-24.0) 1.0 (0.0=1.5; 0.0=12)
Uralsle §o pardorm noamal petivities, Mo, (%)
ALY iy 3 14714 (10000 10716 (825
Doy 2 i -5 13714 (B5.7) 116 [43.E)
Diays 3=5 1o 2 wi &/14 (42 8) 1718 (5T
2 wk=1 ma 213 [15.4) /15
Quality-oflite Mexsures
SF-12v2 Prysical Component score, median (IR range)
2 Wil a4 | 35-51: F1-55) 54 [53-58; 38-63)
1 mo AT (#0-53: 32-55) 58 (47 -5T: 33-82)
SF-12v2 Mental Component scone, median QI range)”
2 wik 58 (48-51; 17-88) 55 (53-54 IE-51)
1 56 (43-58: 37 -6H)

= Followvan Wi oocturmed ol dFy ¥, dint 3 o 5, T wosks (dns 10w 180 and | somh (deys 25 o 35) alher enrolimenr (dary 1)

55 (49-5T; Jb-63)

PEF-A3v2 Healh Sofviy Aoute weriion ™ [ 1-eeek necal) wirk uaed for adull (14 appendectomy and 15 artiicnc-fnl) pArticoants Al 2 wooks And The d-week recall vorsion ol

1 el




Bunlari kacirmal!!

Septik artrit

Spontan bakteriyel peritonit
Kirim Kongo kanamali atesi
Sss enfeksiyonu

Thc

Brusella



