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Tropikal bdlgeye seyahat SITMA?
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SITMA
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SITMA

* En son Dilnya sitma raporuna gore, 2024'te 282
milyon sitma vakasi vardi, bu da 2023'e gore yaklasik

9 milyon vaka (%3) P
* Tahmini sitma 6limleri sayisi 2024'te 610.000

* Bolgedeki tum sitma 6lumlerinin yaklasik %75'ini 5
yasin altindaki cocuklar olusturuyor.

World Health Organization. World malaria report 2025



1. Ekzoeritrositik Dongii (Karaciger Evresi)

Semptomsuz evre
inokiilasyon > Hepatik istila >Cogalma
(Sizogoni) > Dormansi (Hipnozoit)

2. Eritrositik Dongii (Kan Evresi)

v'Sizont parcalandiginda yeni merozoitler

Semptomlu evre
Halka -> Trofozoid -> Sizont

kana salinir ve bu durum periyodik ates
nobetlerini tetikler.

Gametosit Olusumu: Sivrisinege geri
gecisi saglar.

3. Sporogonik Dongii (Sivrisinek Evresi)
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SITMA

 Sivrisinek maruziyetinden sonra belirtiler en sik 7-30 glinde gorulir. Bir yila kadar uzayan bir
sirecte ortaya cikabilir.

e Semptomlar :
* Ates,
e Uslime, titreme, terleme,
* Asiri yorgunluk, bitkinlik,
e Kas agrilari,
* Bas agrisi, biling kaybi, coklu ndbetler,
e Koyu renkli veya kanli idrar
* Sarilik,
* ishal,
 Oksirik



>

2000 yilindan sonra sitmadan
arindiriimis

Sitma gorilmedi

Bir veya daha fazla yerli vaka

2024 yilinda yerli halktan sifir
vaka (>3 yil).

Veri mevcut degil.

Uygulanamaz

Disclaimer
The designations employed and the presentation of the material in this
publication do not imply the expression of any opinion whatsoever on the
part of WHO concerning the legal status of any country, territory, city or
area or of its authorities, or concerning the delimitation of its frontiers or
boundaries. Dotted and dashed lines on maps represent approximate
border lines for which there may not yet be full agreement.

World Health
Organization

© WHO 2026. All rights reserved.
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Fig. 3.3. Countries and areas eliminating malaria and certified malaria free since 2000*"¢
Sources: Country reports and WHO.
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WHO: World Health Organization

' Countries in blue are not yet certified and are placed on the year that they attained 3 consecutive years of zero indigenous cases,

* Countries in green are placed on the year that they were certified as malaria free, with the year that they attained 3 consecutive years of zero indigenous cases given
in parentheses.

- Maldives was certified in 2015; however, it was already malaria free before 2000.




Fig. 2.3. Global trends in a) malaria case incidence (cases per 1000 population at risk) and
b) mortality rate (deaths per 100 000 population at risk), 2000-2024; and c) distribution of
malaria cases and d) deaths, by country, 2024 Source: WHO estimate

a)

Confidence interval

Malada cares par 1000 papulation at risk

2021 2032 2023 2024

Confidence mterval

)

0 population at r

142 339

138138

Mal aria deaths per 10

000 2021 2022 2023 2024

WHO: Werld Health Organizatio




SITMA

* Mikroskobik inceleme tanisal altin standarttir.
* Giemsa boyali kalin damla (parazit varhginin taranmasi) ve
* Ince yayma (tiir spesifikasyonu ve parazitemi kantifikasyonu)

* Polimeraz zincir reaksiyonu (PCR) en duyarli test olup tir tayini ve kantifikasyon saglar.

* Sitma teshisi icin en yaygin kullanilan Hizh Tani Testleri P. falciparum’un Urettigi HRP2
proteinini aramak ve bulmak Uzere tasarlanmistir.

* pfhrp2 gen delesyonu durumunda HRP2 tabanli Hizli Tani Testi YALANCI NEGATIF
sonuclanir.



Fig. 6.1. Estimated prevalence of pfhrp2 gene deletions (1996-2024)* among countries that
were malaria endemic in 2024 Source: Review of published literature included in the Malaria Threats Map (66).

0-1% B -15-20% No data available
>1-8% B -20% Not endemic
| >8-15% Not applicable

pfhrp2: Plasmedium falciparum histidine-rich protein 2
'Year of sample collection, not year of publication.




SITMA - Komplike Olmayan Sitma Tedavisi

* P. falciparum sitmasinda klorokin direnci gosterilmemis bolgelerde (orta dogu,
Amerika’nin Panama kanali batisi, Haiti ve Dominik Cumhuriyeti) klorokin kullanilabilir.

* Ancak temel strateji: Artemisinin Bazli Kombinasyon Tedavileri.
* Artemether-lumefantrin,

Artesunat-amodiakin,

Artesunat-meflokin,

Dihidroartemisinin-piperakin

Artesunat-sulfadoksin primetamin



TABLE 280.4 Treatment for Uncomplicated (I-IV) and Severe Malaria (V)

Regimens': Options for oral regimens are outlined below; these include:
Arterisinin-based combmation therapy (ACT; preferred)

Alternative regimens (If ACT is not available)

I. Artemisinin-Based Combination Therapy (ACT) Regimens

Recommended for P falciparum mono-nfections (inchuding chioroquine-resistant infectionsy” or P falciparum miied infections or infections in which the species cannot be

determined.

ACTS can also be used for P vivax® (chloroquine-sensitive® or chioroquine-resistant),” both species of P ovale,** P malariae,® and P knowlesi, ™' mono-infections, '

A. Artemether-
lumefantrine

B. Artesunate-
amodiaguine’

C. Dihydroartemisinin-
piperaquine’

D. Artesunate-
mefloquine

E. Artesunate +
sulfadoxine-
pyrimethamine’.."

F. Artesunate-
pyronaridine”

FORMULATIONS AVAILABLE

Available s tixed-dose 1ablets containing

20 + 120 mg or

40 + 240 mg

of artemether and lumefantrine, respectively; an orally
dsintegrating flavored tablet is available in some areas;
absorption enhanced with food

Three-day course:

Day 1: Initial dose and second dase 8 hours later; Days 2 and 3: 1
dose twice dally

Available as fixed-dose tablets containing
25+ 67.5mg,

50 + 135 ma, or

100+ 270 mg

of artesunate and amediaquine, respectively

Available as fixed-dose tablets containing

20 + 160 mg or

40 + 320 mg

of dihydroartemisinin and piperaquine, respectively

Available as fixed-dose 1ablets containing 25 + 55 mg (equivalent
to 50 mg mefloquine base) or

100 + 220 mg (equivalent to 200 mg meflcquine base)

of artesunate and mefloquine hydrochlaride, respectively

Formulated as blister-packed scored tablets contalning 50 mg
artesunate and fixed-dose combination tablets comprising 500
mag sulfadoxine and 25 mg pyrimethamine

Sulfadoxine-pyrimethamine (SP) given as a single dose on day 1

Artesunate given once daily for 3 days

Each tablet contains 180 mg pyronaridine and 60 mg artesunate

A granule formulation is available for children weighing 5-20
kg. However, safety and efficacy have not been established in
children under 20 kg body weight™*

BODY WEIGHT (kg)" DOSE
Dose administered PO twice daily tor 3 days:

S5to0<15kg 204120 mg
1510 <25 kg 40 + 240 mg
2510 <35 kg 60 + 360 mg
235kg 80 + 480 mg

Dose administered PO once daily for 3 days:

451w 9kg 25+ 67.5mg
9t <18ky 50+ 135mg
18to <36 kg 100 + 270 mg
236kg 200 + 540 mg
Dase administered PO once dasdy for 3 days

5-8 kg 20 +160 mg
8to<i1kg 30 + 240 mg
1110<17 kg 40 + 320 mg
17 to <25 kg 60 + 480 mg
2510 <36 kg 80 + 640 mg
36 10 <60 kg 120 + 960 mg
60 to <80 kg 160 + 1280 mg
280 kg 200 + 1600 mg
Dose administered PO once dasly for 3 days,

5-9 kg 25455 mg
Sto<18kag 50+110mg
1810 <30kg 100 + 220 mg
230 kg 200 + 440 mg

Single dose SP on day 1, artesunate once dady for 3 days

S5to<i0kg Sulfadoxine-pyrimethamine (250/12.5
mg), Artesunate 25 mg

1010 <25kg Sulfadoxine-pyrimethamine (SO0/25
mg), artesunate 50 mg

25t0< 50 kg Sulfadoxine-pyrimethamine (1000/50
mg); artesunate 100 mg

250 kg Sulfadoxine-pyrimethamine (1500/75

mg); artesunate 200 mg
Dase administered PO once dasly for 3 days:

20t0<24 kg 1 tablet

2410 <45 kg 2 1ablets
45 10 <65 kg 3 tablets
265kg 4 tablets

(sapads wnipowseyd) euejeyy 08Z Jardeyd

Mandell, Douglas, and Bennett's Principles and

Practice of Infectious Diseases, 280, 3308-3334.e17
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SITMA

Artemisin bazl tedavilere ulasilamiyorsa klorokine direncli sitma icin
atovakon-proguanil, kinin ve klindamisin kullanilabilir.

P. vivax, P. ovale ve P. knowlesi tipik olarak klorokine duyarli

e Artemisin bazli bir kombinasyon tedavisi veya klorokin/
hidroksiklorokin kullanilabilir.

P. vivax ve P. ovale'nin "Hipnozoit" evresi nedeniyle aylar/yillar sonra
nuksler gorulebilir.

Hipnozoit formunu eradike edebilmek icin primakin kullaniimasi gerekir.

Tedavi 6ncesi mutlaka G6PD taramasi yapilmalidir




Il. Alternative Regimens (If ACT Is Not Available)®

If ACT s not available, the CDC recommends treatment with the one of the following (in order of preference): atovaquone-proguanil, quinine plus doxycycline, quinine plus
dindamycin, or mefloquine (only if no other options available).*

A. Atovaquone- Adult tablet: Dose administered PO once daily for 3 days:
proguanil” 250 mg atovaquone/100 mg proguanil fagc
(preferred over B or C) Pediatric tablet: S80:8%0 4 pedfatrfc -y
62.5 mg atovaquone/25 mg proguanil 81t0<10kg 3 pediatric tabs
10 1o <20 kg 1 adult tab
20 to <30 kg 2 adult tabs
30 to <40 kg 3 adult tabs
240 kg 4 adult tabs
B. Quinine sulfate Adult dose: 542 mqg base (650 mg salt)® Dose administered PO three times daily for 3 or 7 days’
Pedfatric dose: 8.3 mg base/kg (10 mg salt’kg)
PLUS doxycycline,” or Adult dose: 100 mg Dose administered PO twice daily for 7 days
Pediatric dose: 2.2 mg/kg
PLUS tetracycline,’ or Adult dose: 250 mg Dose administered PO four times daily for 7 days
Pediatric dose; 6.25 mag/kg
PLUS dindamycin® Adult and pediatric dose: 20 mg/kg/day (1.8 g) Dose administered PO three times daily for 7 days
C. Mefloquine Adult total dose: 1250 mg salt: Dose 1 administered PO
(least preferred option) Dose 1: 684 mg base (750 mg salt) Dose 2 administered PO 6-12 hours after initial dose.

Dose 2: 456 mg base (500 mg salt)

Pediatric total dose: 25 mg saltkg

Dose 1: 13.7 mg base/kg (15 mg saltkg maximum 750 mg)
Dose 2: 9.1 mg base/kg (10 mg salt/kg)

lil. Treatment of Uncomplicated P. falciparum or P. vivax Infections Acquired in Areas With Chloroquine-Sensitive Strains“* and Infections
Due to P. ovale species, P. malariae, or P. knowlesi
A. Chloroquine' Total dose; 25 mg base/kg body weight'’ Dose administered PO once daily for 3 days

Dose 1 and dose 2: 10 mq base/kg (adult ~600 mq base/1000

mg salt; pediatric 16.7 mg salt/kg)
Dase 3: 5 mg base/kg, (adult ~300 mg base/500 mg salt;

pediatric 8.3 mg salt/kg)
B. Hydroxychloroquine Dose 1: Adult (620 mg base/800 mg salt); pediatric (10 mg base/  Dose 1 administered PO on day 1

kg or 12.9 mq salt/kg) Doses 2, 3, and 4, administered PO at 6, 24, and 48 hours

Doses 2-4: Adult (310 mg base/400 mgq salt); pediatric (5 mg

base/kg or 6.5 mg salt/kg)
IV. Antirelapse Treatment for Pvivax and P. ovale Hypnozoites"
A. Primaquine 7.5- or 15-mg tablets 0.5 mg/ka/day for 14 days or 1 mg/kag/day for 7 days™
phosphate’ The dose and duration depends on GEPD status and geographic location, ™
B. Tafenoquine’ Adults: 150-mg tablets CDC: 300-mg, single dose for patients =16 years old

(Krintafel) Pediatric: 50-mg dispersible tablets'’ WHQO''": give dose on day 1 or day 2 of the 3-day chloroquine treatment.

>10 kg to <20 kg: 100 mg
>20 kg to <35 kg: 200 mg

>35 kg: 300 mg Mandell, Douglas, and Bennett's Principles and
Practice of Infectious Diseases, 280, 3308-3334.e17



https://www.clinicalkey.com/nursing/#!/browse/book/3-s2.0-C20211024051

SITMA

Agir Sitma: DSO (WHO) Tani Kriterleri

* Biling bozuklugu . Akciger demi

 Bitkinlik e Belirgin kanama: Burun, dis etleri veya ven
- Coklu konviilsiyonlar (24 saat icinde ponksiyonu bolgelerinden tekrarlayan veya
ikiden fazla nébet ) uzun sureli kanama; hematemez (kan kusma),
* Metabolik asidoz melena (kanli diski)
e Sok
* Hipoglisemi * Hiperparazitemi:
« Siddetli anemi v P falciparum: >%10.

v' P. knowlesi: >100.000 parazit/pL

* Bobrek yetmeazligi
y g v’ P, vivax: esik deger yok.

e Sarilik



TABLE 280.1 Severe Malaria Criteria: One or More
of the Following, in the Absence of an Identified
Alternative Cause and in the Presence of Asexual
Malaria Parasitemia

Impaired consciousness
Prostration

Multiple convuisions

Metabalic acidoss, often
manifested as rapid, deep,
labored breathing

Hypoglycemss
Severe malanal anemia

Renal impairment

Jaundice

Pulmonarty edema, often
accompanied by chest
indrawing and crepitations
on auscultation

Significant bleeding

Shock

Hyperparasitemia

Adults: Glasgow Coma Score <11
Children: Biantyre Coma Score <3

Generalized weakness {unable to sit, stand, or
walk without assistance)

More than two fits within 24 hours

Base defiot >8 mEg/L, or Plasma bicarbonate <15
mmoW\, or
Venous plasma lactate 25 mmol/L

Blood or plasma glucose <2 2mmolL (<40 mg/dL)

Chiidren <12 years of age: Hemoglobin £5 gfdL
or hematocrit €15% or

Adults: Hemoglobin <7 g/dL or hematocrit
<20% with a parasite count >10,000/pl. for P
falciparum, no threshelds for £ vivax or P knowslesi

Plasma/serum creatining >265 pl/ (3 mg/dl) or
blood urea >20 mmol.

Plasma/serum bilirubin >50 ymolL (3 mg/dL) with
a parasite count >100,000/ul for P falkciparum,
>20,000/uL for £ knowlesi, no threshold for P wvax

Radiographically confirmed, or
Oxygen saturation <92 % on room air with a
respiratory rate >30/min

Recurrent or prolonged bleeding from the nose,
gums, of venipuncture sites; hematemess,
melena

Compensated: No hypotension, but capillary refill
23 secands, of temperature gradient on leg
{mid to proximal limb)

Decompensated: Evidence of impaired perfusion
(cool periphenes or capillary refill 23 sec) and
hypotension:

Children! systolic blood pressure <70 mm Hg

Adults: systolic blood pressure <80 mm Hg

P faloparum: >10%
P vivax. no cutoff
P knowlesi: >100,000 parasites/ul

Adapted from World Health Organization. WHO Guiidelines for malana. October
16, 2023 (WHO/UCN/GMP/2023.01 Rev. 1), hitps/Awww who Int/publications/Vitem

fouidelines-for-malana,
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SITMA — Komplike Sitma Tedavisi

Agir Sitma Yonetimi: IV Artesunat

Ik secenek: intravenéz (IV) Artesunat (0, 12, 24. saatlerde 2.4 mg/kg).
infantlarda, gebelerde ve laktasyon déneminde de kullanilabilir.

Artemisin direnc riskinin oldugu bdlgelerde IV Artesunat ile birlikte Kinin veya Kinidin
Glukonat tedavisi verilmelidir.

Bagisik olmayan hastalar: Parenteral tedaviye 6 giuine kadar daha veya periferik
parazitemi %1'in altina disene ve hasta oral ilaci tolere edene kadar devam etmelidirler.

Sitmanin endemik oldugu bolgelerde: Hastalar, en az 24 saat parenteral ilac aldiktan ve
oral ilaclari tolere edebilecek duruma geldikten sonra oral ilaclara gecebilirler.



SITMA — Komplike Sitma Tedavisi

* Parenteral veya IM artesunat bulunmadiginda li¢ secenek vardir:

1. 6 vyasin altindaki cocuklar tek bir rektal artesunat dozu (10 mg/kg) alabilir ve daha
ileri bakim icin sevk edilebilir VEYA

2. Yetiskinler ve cocuklar intramuskuler artemether, o da yoksa intramuskuler kinin
alabilir VEYA

3. Hastalar gerekirse bir antiemetik ile birlikte, nazogastrik tlip araciligiyla uygulanan
etkili bir oral antimalaryal ile ara tedavi alabilirler.



V. Treatment of Severe Malaria

Initial treatment
regimen (adults and
children)’

Interim treatment (if |V
artesunate is not readily
available)

Reassessment and
follow-on treatment™

Areas with no established artemisinin resistance

Treat with IV artesunate:

2.4 mg/kg IV at 0, 12, and 24 hours (3 doses total).

Children weighing <20 kg should receive a higher dose of
artesunate: 3 mag/kg' 1957

If IV artesunate is not readily available, administer intenm
treatment as outlined below

In the United States®>’: Administer oral antimalarial therapy~
while obtaining IV artesunate.” If oral therapy is not tolerated,
consider administration via nasogastric tube or following an
antiemetic.

Outside the United States’ ': Administer one of the following:

Artesunate (IM injection) single dose, and if not available,

Artesunate (rectal, 10 mg/kg), single dose if <6 years of age,
and if not available,

Artemether (3.2 mg/kg IM injection (anterior thigh), followed
by 1.6 mag/day for 3 days, until artesunate is available, or until

otreatment can be completed PO).
R

Quinine,* dosage as above

OR

Quinidine,"” dosage as above

Once IV artesunate arrives, discontinue interim treatment and
initiate IV artesunate

Reassess parasite density at least 4 hours after third dose of IV
artesunate.

For patients with parasite density <1% who are able to tolerate
oral medication, administer a complete follow-on oral regimen.*®

For patients with parasite density <1 percent who are unable
to tolerate oral medication, continue parenteral therapy
(artesunate 2.4 mg/kg IV once daily) until the patient is able
to tolerate therapy (up to 6 more days). Then administer a
complete follow-on oral regimen, ™

For patients with parasite density >1%, continue artesunate
(2.4 mg/kg IV once daily) until parasite density 1% for up to
6 more days. Once parasite density <1 percent, administer a
complete follow-on oral regimen.*

Areas with established partial artemisinin resistance’

Treat wath IV artesunate (dosing outlined in preceding column)

PLUS

Quinine** dosed parenterally as follows:

Loading dose: 16.7 mg base/kg (=20 mqg saltkg) IV up to a maximum of
1150 mg base (1400 mg salt) in 5% dextrose over 4 hours. Followed
by 8.35 mg base/kg (=10 mq salt’kg) IV over 4 hours at 8- or 12-hour
intervals {maximum 1530 mg base/day [2100 mg salt/day}), starting 8
hours after the beginning of the loading dose.

OR

Quinidine gluconate™ dosed parenterally as follows:

6.25 mg base/kg (=10 mg salt’kq) IV (maximum dose 600 mg salt), in
normal saline over 1-2 hours. Followed by 0.0125 mg base/kg/min
{=0.02 mg salt’kg/min) continuous infusion for at Jeast 24 hours.

Alternative: 15 mg base/kg (=24 mg salt’kg) loading dose IV in normal
saline over 4 hours, followed by 7.5 mg base/kg (=12 mg saltkg)
infused over 4 hours every 8 hours, starting 8 hours after the beginning
of the loading dose

Treat wath artemether

3.2 mg/kg Intramuscular injection (anterior thigh)
Followed by IM injections of 1.6 mg/kg daily
PLUS

Quinine or quinidine (as described earlier)

Reassess parasite density at least 4 hours after third dose of IV artesunate
or IM artemether.

For patients with parasite density <1% who can tolerate an oral
medication: complete a follow-on oral medication.?"

For patients with parasite density <1% who are unable to tolerate oral
medication, continue parenteral therapy (artesunate 2.4 mg/kg IV once
daily plus quinine dosed as outlined earlier) until the patient is able
to tolerate therapy (up to 6 more days). Then administer a complete
follow-on oral regimen, ™

For patients with parasite density >1%, continue parenteral therapy
{artesunate 2.4 ma/kg IV once daily plus quinine dosed as outlined above)
until parasite density <1 percent for up to 6 more days. Once parasite
density <1 percent, administer a complete follow-on oral regimen. *¢

Mandell, Douglas, and Bennett's Principles and
Practice of Infectious Diseases, 280, 3308-3334.e17
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DENGUE
VIRUSU



DENGUE (DENG ATESI)

* Dort serotipten (DENV-1, 2, 3, 4) olusan pozitif polariteli, tek sarmalli bir RNA virGstddir.
* Aedes aegyptive Aedes albopictus cinsi sivrisineklerden bulasmakta.

* Hiperendemik
* Birden fazla serotip ayni cografyada bulunabilir (Gineydogu Asya, Latin Amerika)

* Son yillarda Gliney Avrupa ve Turkiye'nin de dahil oldugu subtropikal kusakta yerel
vaka riskinin artmakta



DENGUE (DENG ATESI)

* Primer infeksiyon DENV serotiplerine karsi bagisik
yanita neden olur

e Daha sonra farklh bir serotiple sekonder infeksiyon
sirasinda, ilk infeksiyondan kalan non-notralizan
antikorlarin viris-antikor kompleksi olusturarak virlistin
Fc reseptorli hicrelere girisini kolaylastirir, hastalik
daha ciddi seyreder




© Global dengue situation: 2026 S Filters

+ © Total cases
Confirmed cases
Severe cases
Deaths
Total cases per 100 000

\\ g",-,’

S

Total cases
0
1-499
500-4,999

I 5,000-49,999
50,000+
No data
Not applicable

Leatiet




DENGUE (DENG ATESI)

e influenza benzeri ani e Morbilliform eritemato6z
baslangic; retro-orbital dokuntiler ve solgun

agri ve siddetli miyalji e Inatci kusma, siddetli alan adalari.
("kemik kiran atesi"). karin agrisi, mukozal Sivilarin damar igine
e ilk ve en erken kanama, hepatomegali. dondiigu bu evrede
laboratuvar bulgusu: e Sokun Habercisi: Hizli agresif IV siviya devam
Lokopeni. trombosit diststne edilmesi pulmoner
eslik eden Hematokrit 6dem ve kalp
artisi yetmezligine yol acar.




DENGUE (DENG ATESI)

L -
-

- 2
——

(A) Makulopaptuler lezyonlar (B) Morbilliform lezyonlar (C) Petesiyal lezyonlar

Huang HW, Tseng HC, Lee CH, Chuang HY, Lin SH. Clinical significance of skin rash in dengue fever: A focus on discomfort,
complications, and disease outcome. Asian Pac J Trop Med. 2016;9(7):713-718. doi:10.1016/j.apjtm.2016.05.013



DENGUE (DENG ATESI)

ilk 5 Giin (Viremik Faz):

* Yuksek ates ve |[6kopeni ile karakterize bu donemde taninin temeli NS1 antijeni tespiti
veya RT-PCR'drr.

 Serolojik testler (IgM/IgG) bu evrede genellikle negatiftir.

5. Glinden Sonra (immiin Faz):

* Tani IgM antikorlarinin tespiti ile konur; ancak diger flavivirisler (Zika, Sart Humma) ile
ciddi capraz reaksiyon izlenir.

* Konfirmasyon icin referans laboratuvarlarinda Plak Rediiksiyon Notralizasyon Testi
(PRNT) kullanilmasi gerekebilir.



DENGUE (DENG ATESI)

Agir Dengue Siniflandirmasi (WHO)

 Siddetli plazma sizintisi (Sok/DSS),

* Siddetli kanama ve

 Siddetli organ tutulumu (AST/ALT >1000, bozulmus bilinc).

Dengue Sok Sendromu (DSS) Sivi Yonetimi Algoritmasi
» Hedefe yonelik, izotonik kristaloid (Laktath Ringer / %0.9 NaCl) tedavisi esastir.
* Hct takibi sivi dozajini belirler.

* Vaskuler gecirgenlik dizeldiginde, verilen sivilar reabsorbe olur. Bu evrede siviya devam
edilmesi pulmoner 6dem ve kalp yetmezligine yol acar.



DENGUE (DENG ATESI)

Kanama meylini artirdigi (ve cocuklarda Reye Sendromu riski) icin Aspirin ve NSAIi
kesinlikle kontrendikedir; sadece Parasetamol kullaniimahdir.

Profilaktik trombosit transflizyonu rutin olarak énerilmez; klinik kanama varliginda
uygulanmalidir.

Preeklampsi ayrimi zordur.

Vertikal gecis riski dusuktiur ancak maternal sok fotal hipoksiye neden olur.



ZIKA
VIRUSU




ZIKA VIRUS

Flaviviridae ailesinden

Aedes cinsi sivrisinkelerle bulasir

Transplasental, perinatal, cinsel yolla ve kan transflizyonu ile de bulasabilir

Vakalarin %80'i asemptomatiktir

Semptomatiklerde ise

* Ates
Makulopapuler dokuntu
Non-piiriilan konjonktivit
Eklem agrilari
Bas agrisi, retro-orbital agri



ZIKA VIRUS

https://www.firstderm.com/zika-virus-rash/



£DC

@ Current or past Zika transmission @ Known to have mosquito that transmits Zika, but no reported Zika cas

Not known to have mosquito that transmits Zika




ZIKA VIRUS

» Konjenital Zika Sendromu: Gebelik sirasinda (6zellikle ilk trimester) fotal néral progenitor
hicreleri dogrudan hedef alir.

* Mikrosefali,

» Serebral kalsifikasyonlar ve
e Okuler anomaliler

* Fetus kaybi

* Gebelerde ZIKV saptanmasi durumunda medikal bir tedavi secenegi yoktur; Konjenital
Zika Sendromu (mikrosefali, serebral kalsifikasyonlar) acisindan agresif ultrasonografik
takip sarttir.



ZIKA

* Guillain-Barré Sendromu (GBS): Eriskinlerde infeksiyon sonrasi gortlen otoimmiin
demiyelizan polinéropati ile gliclu epidemiyolojik iliski.

» Akut infeksiyondan 1-3 hafta sonra Guillain-Barré Sendromu (GBS) gorilebilir.

* Solunum destegi hazirligi yapilarak acil intraven6z Immunoglobulin (IVIG) veya
plazmaferez endikasyonu vardir.



ZIKA
* Tani PCR (kanda veya idrarda) ile konur.

* PCR kanda kisa slirede negatiflesirken, idrar ve semende ¢ok daha uzun sure (aylarca)
saptanabilir.

* Serolojide Dengue ile capraz reaksiyona dikkat edilmelidir.



ZIKA

Mevcut onaylanmis bir antiviral
veya spesifik tedavi yoktur;
temel yaklasim tamamen
semptomatik ve destekleyicidir
(istirahat, agresif olmayan

hidrasyon).

Ko-infeksiyon veya yanlis tani
ihtimaline karsi, Dengue

tamamen ekarte edileng kadar
Aspirin ve diger NSAll'ler
kesinlikle KONTRENDIKEDIR




CHIKUNGUNYA
VIRUSU




CHIKUNGUNYA

e Alphavirus cinsine ait, tek sarmalli RNA virasu

e Aedes turu sivrisinekler tarafindan tasinir.

* Semptomlar infekte bir sivrisinek isirmasindan 4-8 gtin sonradir.
* Ani ve yuksek ates
* Hastayi hareketsiz birakan siddetli, simetrik poliartralji (0zellikle el ve ayaklarda)
Kas agrisi
Bas agrisi
Dokuntu (bazen kasintili olabilen makulopapiler vasifta)
Lokopeni



Dermatological Manifestations of CHIKV Infection

Early/Acute Phase Transitional Phase Late/Convalescent Phase
(Days 2-5 post - fever) (Subacute, ~1-2 weeks) (Weeks—Months post - rash)

40 - 80 % cases: ‘
i Urticaria/wheal

Maculopapular/measles -
Atypical:

like rash
Facial edema
Subungual hemorrhage

Exaggerated purpura
Pigmentation e

“Chikungunya mask

Urticaria/edema

Bullae on
exposed areas

Children
(Larger bulla)

Subungual
hemorrhage

e .o
B ‘ _ ¥
. Oral mucosa
luminant purpura

Children: Larger bullae (Low - incidence? Low - incidence

;} @ Severe complications -~ - -~ - -

(Most lesions resolve spontaneously)



CHIKUNGUNYA

* Cogu hasta birkac gunde iyilesir ancak eklem agrilari haftalar hatta aylarca surebilir

* Agir hastalik riski olan gruplar:
* Yas spektrumunun asiri u¢ noktalarindaki hastalar,
* infekte annelere dogum sirasinda infekte olan yenidoganlar veya
* Dogumdan sonraki haftalarda infekte sivrisinekler tarafindan isirilanlar ve
 Ozellikle altta yatan tibbi kosullari olan yashlar

* Agir hastaligi olan hastalar, organ hasari ve 6lum riski nedeniyle hastaneye yatis gerektirir.
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CHIKUNGUNYA

* Cok ani baslayan ates ile birlikte is goremezlige yol acan siddetli, simetrik poliartralji en
net bulgudur.

 Altin Standart (Akut Donem): Gergcek Zamanli PCR (RT-PCR) ile viral RNA'nin kanda
tespiti.
e Akut atesli donemin ilk 5-7 glintinde en yuksek duyarlliga sahiptir.

 Viral Kiiltur: Arastirma veya referans laboratuvarlari disinda rutin pratikte kullaniimaz.



CHIKUNGUNYA

* Viremi azaldik¢a antikorlar saptanabilir seviyelere ulasir.

* IgM Antikorlari: Hastaligin 5. ila 7. glinlerinden itibaren kanda tespit edilebilir hale gelir
ve 3-5 hafta icinde zirve yapar.

» Akut infeksiyondan sonra aylar (hatta 1 yila kadar) boyunca pozitif kalabilir.

* 1gG Antikorlari: Genellikle hastaligin ikinci haftasinda ortaya cikar ve dmur boyu kalici
bagisiklik

* Kesin Serolojik Tani: Akut ve nekahat (konvelesan) donemi serum ornekleri arasinda
(genellikle 2-3 hafta arayla alinmis) CHIKV spesifik 1gG titresinde 4 kathk artis
(serokonversiyon) saptanmasidir.



CHIKUNGUNYA

* Capraz Reaksiyon: Alphavirusler kendi aralarinda capraz reaksiyon verebilir. Kesin
dogrulama gereken durumlarda Plak Rediiksiyon Notralizasyon Testi (PRNT) kullanilir.

* Baslangicta Dengue stiphesi varsa Parasetamol kullanilir; ancak Dengue dislandiktan
sonra siddetli eklem agrisini ve sinovyal inflamasyonu baskilamak icin NSAii diistinilebilir

* Kronik fazda basit analjezikler yetersiz kalir. Bu hastalarda metotreksat veya
hidroksiklorokin gibi Hastalik Modifiye Edici Antiromatizmal ilaclarin (DMARD) veya kisa
sureli kortikosteroidlerin kullanimi multidisipliner bir romatoloji-infeksiyon konseyi ile

yonetilmelidir.
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~ SITMA, DENGUE, ZIKA VE CHIKUNGUNYA

Benzer Bulgular, Farkli Yonetimler

/

) Sy ST Kanama / o A
Ortak klinik Tipik ipucu Dokiintii / Eklem Trombosit Yonetimde kritik nokta
bulgular
; Periyodik ates, s
: Dokiinta
Ates 9%  Sitma titreme, terleme;
@ seyahat oykusu gencideyok
( A Bas agrisi
| "
'} 25 Wieekdtes Dékiintii sk,

7/

ﬁ Dengue retro-orbital agri,

siddetli miyalj artralji olabilir

Hafif ates,
%k konjonktivit, Dokunt belirgin,
o0, | Sl IKa makdilopaptiler artralji olabilir
*®.¢ Dokintd dokiintii

Ani ates ve Dokiintii sik,

D N 7/ . S
m Halsizlik —,%\- Chikungunya  siddetli eklem artralji cok

J

agris belirgin

Anemi ve
trombositopeni
olabilir

Belirgin
trombositopeni,
kanama ve sok
riski

Genelde hafif

Dengue kadar
belirgin degil

Taniy1 dogrula; agir olguda
IV artesunate, uygun
antimalaryal tedavi

NSAIi/aspirin verme;
sivi yonetimi ve alarm
bulgularini izle

Gebelikte fetal risk;
dengue diglanana kadar
NSAIi verme

Dengue dislanana kadar
NSAIi verme; kronik
artralji agisindan izle

D) it kiniksorvar

o Seyahat oykusu ve
sitma riski var mi?

e Dengue olasiliginda
kanama riski diistinuldi mi?

9 Gebelik veya belirgin/
| persistan artralji var mi?

&

4 Sitma:
= Test et, tedaviyi geciktirme

Dengue:
NSAIi verme, sivi ve

kanama izlemi

Zika:
Gebelik riski

),5/_ Chikungunya:
* Kronik artralji takibi

A/

qﬂ'z l Ana mesaj:

Zika gebelik damismanligi, chikungunya ise agri kontrolii ve kronik artralji takibi gerektirir.

Benzer baslangi¢ bulgularina ragmen sitma acil antimalaryal tedavi, dengue dikkatli sivi/kanama yonetimi, o




@ Atesli Yolcuda Yaklasim Algoritmasi

Pratik degerlendirme ve ilk basamak yaklasim

/ .. .. .- \
Seyahat oykiisii + akut ates

L Tropikal / subtropikal bolge maruziyeti sorgulanir

v
- . ™\ —

Once sitmayi disla

L Ozellikle agir hastalik riski nedeniyle r A Kirmizi Bayraklar

v
" . e s b S

EH ik tetkikler Biling degisikligi

L CBC « Trombosit « Hematokrit « KCFT « Kreatinin g I

v

v
[ % Sitma degerlendirmesi j ( @ Arboviriis degerlendirmesi ]
v i '

3

I Q? Sok / hipotansiyon
fo
3

Aktif kanama
' > @ Dengue: ik 5ginNS1 /RT-PCR, sonralgM | @4
y @ || Kalin damla + ince yayma + hizli tani testi Gebelik

- 3 > Zika: erken donemde serum / idrar RT-PCR : """""""""""""""""""""""
. @ et : :

ilk test negatif fakat siiphe stiriiyorsa ) ‘ojo- Ciddi trombositopeni

12-24 saat arayla 2-3 kez tekrar - 9 Chikungunya: ik 5-7 gin RT-PCR, sonraIgM /1gG = | oo

L ' ) ‘]{, Renal yetmezlik
R - \

Klinik duruma gore yatis, izolasyon,
destek tedavisi ve konsiiltasyon

@ Pratik yaklasim: atesli yolcuda sitma dislanmadan arbovirts tanisina giivenilmemelidir.

°



@ Tanida Dogru Zamanlama

Hangi hastalikta hangi test, hangi donemde?

Z Ge¢ / Sonraki Donem

& Onemli Not

Her zaman: Negatifse ve stiphe siiriiyorsa Atesli yolcuda ilk dislanmasi
Sitma . :
kalin damla + ince yayma tekrar ornekleme gereken tani
Daiidiia ik 5 giin: >5. glin: Defervesans doneminde
g NS1 antijeni / RT-PCR IgM £ dogrulama agirlasma olabilir
Fika Erken donem: Seroloji distndlebilir; Gebelik ve cinsel bulas
s serum / idrar RT-PCR capraz reaksiyona dikkat acisindan kritik
llk 5-7 giin: Sonrasinda Persistan artralji tanida
RT-PCR IgM / 1gG ipucu olabilir
e Test secimi klinik e Dengue ve Zika e Sitma icin tekrarlayan
Hatirla guin sayisina gore yapilir serolojisinde ¢apraz mikroskopi gerekebilir
reaksiyon olabilir

@ Ozet bilgilendirme amaglidir; tani ve test segimi klinik degerlendirme ve yerel rehberlere gére yapilmalidir.



Yonetim Prensipleri

R

Sitma

Komplike olmayan: ACT.
Agir: IV Artesunat (Ilk secenek).

Dengue

Agresif sivi ydnetimi
(Kristaloid). NSAil'den kagin!

Zika /| CHIK

Destek tedavisi. Zikada GBS
icin IVIG, CHIKde DMARD
(Kronik faz).
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