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Cogu ofis tibbi aciller icin tam olarak hazir degil

Neden hazirliklar yetersiz?

* Hasta popillasyonlarinda beklenen acil
durum yelpazesi

* Bilgi ve beceriler (TYD, ACLS)

* En yakin acil servise olan mesafe
* Acil durum ekipman ve ilaglari

e Zaman ve finansal kisitlamalar

* Acil durum protokoli




Dealing with office emergencies

Stepwise approach for family physicians

[an P. Sempowski, mp, ccrr(EM)  Robert J. Brison, MD, MPH, FRCP

Canadian Family Physician « Le Médecin de famille canadien <« VOL 48: SEPTEMBER « SEPTEMBRE 2002

Aile hekimligi ofisleri genellikle yetersiz donanima sahiptir ve acil durumlarla basa ¢ikmak icin
yetersiz hazirhkhdir.

Basit acil miidahale planlari, bir ofisin risk profiline gore tasarlanabilir ve uyarlanabilir.

Sistematik bir ekip yaklasimi ve becerilerin, destek personelinin ve ekipmanin etkin kullanimi
onemlidir.
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What
emergencies do
you see most

PREPARATION: S

Review: Assess;

Debrief What supplies
the staff on Algorithm for are available

performance implgmgnting an vs. needed?
office emergency
preparedness

R
a

Engage: Perform:

Mock emergency

. . Scavenger hunt
situation




] Automated external detibrillator (AED)
1 Bag mask ventilator (two bag sizes and three
mask sizes for adult, pediatric, and infant)
7 Blood pressure cuff (@l sizes)
7 Glucometer
7 Intravenous catheter/butterﬂy needles
(18 to 24 gauge)
7 Intravenous extension tubing and
T-connectors
7 Nasal airways (on€ set)
] Nasogastric tubes
Nasal cannula for oxygen
d dose inhaler with

]

7 Nebulizer of metere
spacefr and face mask
i Non—rebreather mask (three sizes)
7 Oxygen mask (three sizes)
7 Oxygen tank and flow meter
e and catheters.

ble suction devic

7 Porta
or bulb syringe
7 Pulse oximeter for child and adult usage N
] Resuscitation tape (co\or—coded) Q
@)
cautions (latex-free gloves.

7 Universal pre
asks, and eye protection)

m
] CPR parrier device
eanup kit

7 Blood spill !

1 Eye wash

[ Diazepa™:

O Diphenhydrami
(Benadry\)
Epinephrine injection (EpiPen and EpiPen Jr.)
zicon)

O
O Flumazeni\ (Roma
O Lorazepam. sub\ingua\ (Ativan)

Morphine (MS Contin)

O

O Acetaminophen (rectal suppositor
Albutero!

Aspirin, chewable
Ceftriaxon€ (Rocephin)
Corticosteroids, parentera\
Dextrose 25% and 50%
parentera\ (Va\ium)
enteral

ies)

ne, oral and par

] Nitro
saline, normal

(] Naloxon€ (Narcan)
g\ycerin spray

O

] Glucagon

(] Atropine

[ Lidocaine

[ ECG machine
ards

dition ce

[ Con
[ Fire extinguisher
IS

= e b it RO



Name of patient

Allergies

Historian/acc

4. Allergic reaction

5. Diabetic shock

Alert

No barriers

Respiratory

—_—

Ccvs

gkin warm 2

ompanied by

What type of omvg-ncy?

Pain radiates to:

General appearance

Describe events leading to emerge

1. Chest pain How pain started

2. Shortness of breath

3. Asthma exacerbation

Hives | Rash | F

6. Seizures Time

Unresponsive | Visua

Mo acute distress

No respiratony distress

Normal breath sounds

Regular rate

pulses strong

nd dry

(circle or check)

Pressure | Tightness |

Time EMS called Time EMS arrived

pOB

Nausea/vorniting | Shortness of breath

Indigestion | Burning
pain: SharP | Dull] stabbing | Aching | Numbness\ Location
Jaw | ArmM | Back

acial swelling | pifficulty preathing

| disturbance | Headache | Incontinent

Mild | Moderate | Severe distress

Tremors | Tonic-clonic seizure involving extremities

Anxious | Decreased level of consciousness

Learning parriers: Cognitive | Languag® | Emotion | Other

Mild | Moderate | Severe distress

Wheezing | Crackles | Stridor

Decreased preath sounds

Tachycardia lBradycardia | \rregular rhythm

pulse deficit

Cool | Diaphoretic

pale | Cyanotic \ Flushed




MOCK EM

Date of mock emergency:

Placed mock call to EMS ;mmediately

Airway assessed

Breathing assessed

Oxygen started for respiratory

distress
Circulation as$

Any other initial i
ured frequently until

Patient reass

mock EMS arrived
Head to toe examination
es required for management

All suppli

of the patient were available
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* Astim

* Anafilaksi
Yol ¢

* Nobetler

* Kalp durmasi

Table 1. Mo
o st-Comm
Office Emergencies only Encountered

Primary Care®
Asthma exacerbation
Psychiatric

Seizure
Hypoglycemia
Anaphylaxis

Impaired consciousness
Shock

Poisoning

Drug overdose
Cardiac arrest

Child Care’

Asthma exacerbation

Seve

3 re respiratory distress (nonasth
leningitis/sepsis h

Seizure

Apnea

Anaphylaxis

Shock

Obstructed airway

Probable epiglottitis

Cardiac arrest




OLUMCUL RITIMLERDE
TANI TEDAVI

KARDIYOPULMONER RESUSITASYON



112 aktivasyonu

Erken CPR
Erken Defibrilasyon

Efektif ileri kardiyak yasam destegi

lyi bir resusitasyon sonrasi bakim




1

American
Heart
Association

asic
Ife

Hasta yanitsiz ve
normal solumuyor

Acil cagrn merkezini ara
(112)

30 gogiis kompresyonu
uygula

2 kurtanci soluk ver

30:2 oraninda devam et

AED gelir gelmez ag ve
yonlendirmeleri takip et

* Head Back
* Lift Chin

» 2 full breaths
* Then one eveg

seconds






Dolasim (C)

Kalbimim Pompa Fonksiyonu
Nabiz var mi?



30 KALP MASAJ
2 SOLUNUM






Kompresyon

Kalbin ve akcigerlerin
kompresyonu
Intratorasik basinci arttirir

Dekompresyon

Kalbin ve akcigerlerin yeniden
dolmasi

Intratorasik basincin azalmasi



X

CPR Quality

Push hard {2"to 2.4" or 5-6cm) and fast {100-120/min) and allow
complete chest recoll.

Minimize iInterruptions In compressions.**

Avold excessive ventilation

Rotate compressor every 2 minutes

If no advanced alrway, 30:2 compression-ventllation ratio
Quantitative waveform capnography

If PETCO.< 10mm Hg, attempt to improve CPR quality

If relaxation phase{diastolic) pressure<20mm Hag,

attemipt to improve CPR quality.




62y erkek

KAH ve sigara kullanimi (+)
Son zamanlarda halsizlik, gogus agrisi ve nefes daligindan sikayetgci
Muayene masasina gecerken aniden yere yigiliyor .
Nabiz (-)

Solunum (-) »\
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Nabiz Yok=2 Kalp Masaj

e Kalbimin elektriksel fonksiyonu
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ASISTOLI

Defibrilatore
ulas
. Vasopressor Vasopressor
K::?;i?k Adrenalin Adrenalin
A A
l ([ A ([ A
Ritim Ritim Ritim
kontrol kontrol kontrol
= 5 siklus veya 2 dk CPR




51y bayan
KBY (+)

Kendini iyi hissetmedigini soyleyen banka memuru bilincini kaybediyor.
Nabiz (-)

Solunum (-) v
E1 M1V1 %



Nabiz Yok=2» Kalp Masaji

e Kalbimin elektriksel fonksiyonu
Ritim?




NEA

Defibrilatore

ulas
. Vasopressor Vasopressor
K::?;i?k Adrenalin Adrenalin
A A
l ([ A ([ A
Ritim Ritim Ritim
kontrol kontrol kontrol

= 5 siklus veya 2 dk CPR




Tabletler

Tamponad kardiyak
Tansiyon
pnomotoraks
Trombozis koroner
Trombozis pulmoner

Hipovolemi

Hipoksi

Hidrojen iyon- asidosis
HiperK, hipoK
Hipotermi

NEA’ye en sik neden olan durumlar




Hypovolemia Hydrogen lon Hypo/Hyper- Hypothermia

(acidosis) kalemia

Loss of fluid volume in the Deprivation of an adequate  Obtain an arterial blood gas  Both a high and low K+ cancause  If a patient has been
circulatory system. oxygen supply can be a to determine respiratory cardiac arrest. exposed to the cold,

significant contributing acidosis, warming measures should
Look for obvious blood loss. ~  cause of cardiac arrest, Signs of high K+ include taller, be taken,

Provide adequate peaked T-waves, and widening of

Most important intervention is  Ensure that the airway is ventilations. the QRS complex. Core temp. should be
to obtain IV access and open. raised above 86 F and 30 C
administer IV fluids. Use sodium bicarbonateto  Signs of low K+ include flattened as soon as possible.

Ensure adequate ventilation,  prevent metabolic acidosisif  T-waves, prominent U-waves and
Use a fluid challenge to and bilateral breath sounds.  necessary. possibly widened QRS complex. ~ The patient may not
determine if the arrest is respond to drug or
related to hypovolemia Ensure oxygen supply is Never give undiluted intravenous  electrical therapy while

connected properly. potassium, hypothermic.



Toxins

Tamponade

Tension
Pneumothorax

Thrombosis
(heart: acute, massive MI)

Thrombosis
(lungs: massive PE)

Accidental overdose : Some of

the most common include;
tricyclics, digoxin,
betablockers, and calcium
channel blockers).

Cocaine is the most common
street drug that increases
incidence of pulseless arrest.

Physical signs include
bradycardia, pupil symptoms,

and other neurological
changes.

Poison control can be utilized
to obtain information about
toxins and reversing agents.

Fluid build-up in the
pericardium results in
ineffective pumping of the
blood which can lead to
pulseless arrest.

ECG symptoms: Narrow QRS
complex and rapid heart
rate.

Physical signs: jugular vein
distention (JVD), no pulse or
difficulty palpating a pulse,
and muffled heart sounds.

Perform: pericardiocentesis
to reverse,

Tension pneumothorax
shifts in the intrathroacic
structure and can rapidly
lead to cardiovascular
collapse and death,

ECG signs: Narrow QRS
complexes and rapid heart
rate.

Physical signs: VD, tracheal
deviation, unequal breath
sounds, difficulty with
ventilation, and no pulse felt
with CPR.

Treatment; Needle
decompression,

Causes acute myocardial
infarction,

ECG signs: 12 lead ECG with ST-
segment changes, T-wave
inversions, and/or Q waves.

Physical signs: elevated cardiac
markers on lab tests, and chest
pain/pressure.

Treatments: use of fibrinolytic
therapy, PCl (percutaneous
coronary intervention).

The most common PCl procedure
is coronary angioplasty with or
without stent placement.

Can rapidly lead to
respiratory collapse and
sudden death.

ECG signs of PE: Narrow
QRS Complex and rapid
heart rate.

Physical signs: No pulse
felt with CPR. distended
neck veins, positive d-
dimer test, prior positive
test for DVT or PE.

Treatment: surgical
intervention (pulmonary
thrombectomy) and
fibrinolytic therapy.



32 yasinda erkek

Sigara kullanimi (+)
Buzdolabi tamiri sirasinda aniden hareketsiz yere yigiliyor “"
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e Solunum (-)
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Nabiz Yok=2» Kalp Masaji

e Kalbimin elektriksel fonksiyonu
Ritim?




VF / Nabizsiz VT

reernycrinel
FUTOSENAC com



......

................................

Nabizsiz VT VF

+ Nabiz YOK * Nabiz YOK |

+ HR>180/dk * Ventrikullerde koordine olmayan
kastimalar

* Genis QRS

* Hipoksi (Myokardda asiri duyarlilik)
* Ventrikul kaynakli atim



VF / NABIZSIZ VT

Kardiyak Defibrilatore

arrest ulas Vasopressor Antiaritmik
l l A A
r N r N
Ritim Ritim Ritim
kontrol kontrol kontrol

5 siklus veya Defibrilator ‘
2dk CPR a sarj edilirken ’ S0

CPR




* VF ilk sok:
l » Monofazik defibrilator 360)J
® . Bifazik defibrilator 120-200)

e Defibrilasyon oncesi gogus kompresyonu

e Tek defibrilasyon

e VF/VT de yasam %85-95
e Her dakika %7-10 azalir
e 12 dakika lUzerinde %2




Ventricular fibrillation Defibrillation shock Sinus rhythm

Defibrilasyon stratejisini hangi kurallara baglamakta?

— PreSok ve PostSok duraksamalar minimum olmali

— Defibrilator sarj olurken gogus kompresyonuna devam edilmeli
— Defibrilasyon asamasi duraksama max 5 saniye

— Kendinden yapiskanli ped tercih edilmeli



VF / Nabizsiz VT

AMIODARONE
300mg IV puse

150mg tekrarlanabilir
— Class 2b

MAGNEZYUM
- 1-2 gr IV
Torsad ve hipomagnezemide
Class 2b

KT: o311

LIDOKAIN
1-1.5mg/kg IV puse,

3-5 dk da 0.5-0.75mg/kg tekrar
max 3mg/kg
Class indeterminate

UBOCANE el

oservative-Free

50mg/dk
Max 17mg/kg

TC de yok

Class 2b




Amiodoron
Lidokain
ACLS
Hava yolu




Yiksek Kalitede
CPR

hayat kurtarir |




Kaliteli gbgus
basi hizi 100-

120/dk




Basi derinligi
5-6cm

olmalhidir




Defibrilasyon icin gbgus basisina verilen ara
maksimum 5 saniye

Pre-sok duraksamasinin kisaltiimasi




I\ yol bulunamayan hastalarda interosseoz yol
kullaniimaldir.
Trakeal tup yolu ile ilag verilmesi onerilmiyor

Prekordiyal tump’in rolu bahsedilmiyor




* Kardiyak arrest sonrasi SDGD hastalarda
glukoz kontrolinin énemi vurgulaniyor

* 180mg/dl den fazla KS tedavi edilmelidir

* Hipoglisemiden kacinilmalidir



Adrenalin
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Anafilaksi




ALERJIK REAKSIYONLAR

e Urtiker * Anjiobdem * Anaflaksi

Deriden kabarik, Mukoza ve derinin derin Ciddi, hayati tehdit
ortasinda beyazlasma tabakalarinda 6dem edici ve sistemik
olan, sinirlari duzensiz, formasyonu hipersensitivite
farkh boyutlarda (Ozellikle géz kapadi ve dudadi reaksiyonudur
eritematik, kasintili ve iceren yliz ve boyunda)

hizla olusan plaklar




Anafilaksi

 Belirsiz ve zor bir reaksiyon
* Ani baslangi¢ (dakika- saat)

* Deri, mukozal membran tutulumu ile birlikte
solunum sikintisi veya hipotansiyon ile
karakterize

* Anafilaksiden oliim dakikalar icerisinde olabilir
* Primer reaksiyon sonrasi hayatta kalim mimkiin

 Ancak sekonder reaksiyon (BIFAZIK) olabilir ve
mortal olabilir



Hyro‘l'e.nsion

Anafilaksi multisistem alerjik rxn’lar igin
genel bir terim
- DERI %80-90

- SOLUNUM %70-80
- GIS %30-45

- KVC %10-45
- SSS %10-15




Tetikleyiciler

:  Vakalarin 1/3’linde bir neden saptanamaz
|° Mast hiicrelerini (veya bazofiller) aktive

edebilen her ajan

a .
~* Gidalar, ilaglar ve venomlar en sik

el Bl . - .

RULAIRE GIDA ALERJINIZ VARSA [ * Siit, yer fistig1, findik, yumurta, kabuklu
. Ak SIPARIS VERMEDEN ONCE [EREE 2 : e ee e . o

oo (g 1 Bilciistevinizn D 8 g deniz lrunleri, bugday ve soya
"‘!k!?_-;%\x e ' * Arilar, esekarisi veya ates karincalari
oYmume‘Wm sallkve alik * Antibiyotikler, NSAID'ler veya aspirin

. urunieri

Kontrast maddeler
Lateks

8- sl gl - ~_ R, : °
o | \ A Egzersiz

0 Hardal ve hardal ° Yerflstlgl_vel yerfistig 0 Soya fasulyesi

ve soya fasulyesi
‘iriinlori




Anafilaksi Siddeti ve Mortalite

Risk Faktorleri

 Daha once anaflaksi oykiisu

* Yas

* Yashlar

* Tedavi ve venom iliskili anafilaksi nedeniyle artan 6lim riski

e Komorbid Hastaliklar
e KVC hastaliklari

Kalp yetmezligi, iskemik kalp hastaligi, hipertansiyon

* SS hastaliklar
* Astim, KOAH, akut enfeksiyon

* Digerleri
* flag kullanimi

Beta blokerler ve ACE inhibitorlerinin eszamanli kullanimi

Yatis ihtimalleri daha fazla, daha fazla organ tutulumlan

Bilinci etkileyen ilaglarin eszamanh kullanimi

Ornegin, alkol, keyif verici ilaglar, sedatif, tranklizanlar

?

AGE-RELATED FACTORS”*

Infants

Cannot describe
their symptoms

Adolescents and
young adults

Increased risk-taking behaviors

Labor and delivery
Rigk from medications
{e.g. antibiotic to prevent
neonatal group B sirep infection

Elderly
Increased risk of fatality from
medication or venom-triggerad
anaphylaxis

CONCOMITANT DISEASES*

respiratory diseases

Asthma and other Cardiovascular Mastocytosis/clonal
mast cell disorders

Allergic rhinitis
and eczema**

Psychiatric lliness
(e.g. depression)

4

p-adrenergic blockers
and ACE inhibitors***

Ethanol/sedatives/hypnotics/antidepressants/recreational drugs
(potentially attect recognition of anaphylaxis triggers and symploms)

Exercise

Acute infection
(e.g. a cokl or fever)

(e.q. travel)

Emotional stress  Disruption of routine Premenstrual status

(females)




J Allergy Clin Immunol. 2011;127(3):587.

VNV ACH

WOTRLDY ALLERCY COIGANEAANTIONS

A World Federation of Allergy, Asthima
& Clinical Immmunahohy Sociehies

Anaflaksi Tanisi



Anaphylaxis is highly likely when any one of the following three criteria is fulfilled

o OReduced blood pressure (BP) after exposure to a known allergen™ for that patient
(minutes to several hours}

Infants and children: low systolic BP (age specific) Adults: systolic BP of less than 90 mm Hg or greater
or greater than 30% decrease In systolic BP *** than 30% decrease from that person's baseline

1 ay-1 yas <70mmHg

1'10 ya§ <90m m Hg *  For example, immunological but IgE-independent, or non-immunologic (direct mast cell activation)
** For example, after an insect sting, reduced blood pressure might be the only manifestation of anaphylaxis; or
ya d ad after allergen immunotherapy, generalized hives might be the only initial manifestation of anaphylaxis.

*** Low systolic blood pressure for children is defined as less than 70 mm Hg from 1 month to 1 year, less than
70m m Hg+(2Xya s) (70 mm Hg + [2 x age]) from 1 to 10 years and less than 90 mm Hg from 11 to 17 years. Normal heart rate ranges from
80 - 120 beats/minute at age 3 years; and from 70 -115 beats/minute after age 3 years. In infants and children,
respiratory compromise is more likely than hypotension or shock and shock is more likely to be manifest initially by
tachycardia than by hypotension.



Bifazik anafilaksi

* |lk anafilaktik ddnemden 1-72 saat sonra tekrarlayan anafilaksidir
* Ancak 78 saat sonra bile bildirilen rxn var

BIFAZIK ANAFILAKSI

Insidans %6
%90 ilk rxn’dan 4-12 saat sonra

En 6nemli sebep yetersiz ya da ge¢ ADRENALIN



TEDAVI



Anafilaksi

2. Basamak Tedavi

* H1 ve H2 reseptor blokerleri
e Steroidler
* Albuterol
* Glukagon

1. Basamak Tedavi

* Dekontaminasyon
* Oksijen

* Adrenalin
 Hidrasyon (IV sivi)



COFYGT 01

ANAFLAKSIDE iLK TEDAVI

Anafilaksinin taminmas ve tedavisi igin yaznh bir acil durum protokoliine sahip olun ve bunu dizzenli olarak prova edin.

Miumkiinse tetikleyiciye maruz kalmay: kaldinn, 6. Semptomlan tetikliyor gibi gorimen intravendz bir tam veya terapétik

Anafilaksi I.Basamak Tedavi

Hastamn de hava yol
blhn‘d.unmunu. lldmuevm lagu‘llélm(htlc)
degerlendirin.

Derhal ve aym: anda 4., 5. ve 6.
adimlan gergeklegtirin.

Yardim gajnn: varsa resasitasyon ckibi (hastane)
veya acil ubbi hizmetler (toplum).

Uyluun orta anterolateraline intramiskiler olarak
inefrin (adrenalin) enjekte edin, 0.01 mg / kg 1:

1.000 (1 mg / mL) solasyon, maksimum 0.5 mg

(yetigkin) veya 0.3 mg (gocuk); dozun zamanm
ydedin ve gerekirse 5-15 dakika icinde tekrarlaym.
ogu hasta 1 veya 2 doza yanit verir.

 Tetikleyici ile temasi kesilmeli
(ilag infiizyonu Stop)

Solunum sskintisz ve / veya kusma varsa hastay: sart
fstdl veya rahat bir pozisyona yerlegtiring bacaklan

yikselting
Hasta aniden ayagn kalkana veya otururss saniyeler
¥inde olam meydana gelebilir.

» Sahada = Yardim ¢agirin
112

 Bulgular ?=» Adrenalin?

e Supin pozisyona getirilir
* Gebe ise sol yan pozisyon

Geniy caph branalle damar yolu aqin (14 - 16 gauge):
Endike oldufiunda, buzla 1-2 litre % 0.9 serum
Bryolojk vesi

(6rn_ 1k 5-10 dakikada yetigkinlere 5-10 ml / kg
gocuklara 10 ml / kg)

Endike oldufunda, herhangi bir zamanda, gogis
kompresyonlan ile kardiyopulmoner resisitasyon yapm
ve kurtana nefes verin.

Aynica,

Sik ve diazenli arahkdarla hastanin kan basinany, kalp
u;lunmve:dcvun solunum durumu.nuve

slevin (miimk M ixdeyin).




Anafilaksi I.Basamak Tedavi

« ADRENALIN
* Ciddi anaflaktik reaksiyonlarda secilecek ilk ila¢

Injection by another person



Clinical Allergology - Original Paper

lalerrsdional Archives of
In All e Int Arch Allergy Immunel 2017:173:171-177
IMUNnoiogy DOl 10.1159/000477566

Safety of Adrenaline Use in Anaphylaxis:
A Multicentre Register

Victoria Cardona®®  Laia Ferré-Ybarz¢ Mar Guilarte*® Nuria Moreno-Pérez® P
Catalina Gomez-Galan® Eva Alcoceba-Borras? Maria Belén Delavalle®®
Teresa Garriga-Baraut® on behalf of the AdreSCAIC Research Group

* Adrenalin, anafilaksi yonetiminin temel tasidir ancak yeterince kullanilmamaktadir
* Anafilaksi olan 92 kisinin sadece %23'line arrestten once enjekte edilmis!

* Adrenalin oto-enjektor yoluyla verilen IM uygulama daha guvenli, Yan etki %1 ve asiri
doz yok

* IV enjeksiyonlari ile daha fazla yan etki (%10) ve asiri doz (%13)

J Allergy Clin Immunol Pract. 2015;3:76—-80



Adrenalin IM

10 kg 0.01 mL/kg 0.15 mg Otoenjektor olabilir
(infant) (1 mg/mL ampulden) VEYA 0.1 mg (1 mg/mL ampul 0.1 mL)
10 - 25 kg C 4ess
(infant ve cocuk) 0.15 mg Otoenjektor 0.15 mg (1 mg/mL ampulden 0.15 mL)
>25 - 50 kg 0.3 mg Otoenjektor 0.3 mg (ampulden 0.3 mL)

0.5 mg

>50 kg 0.3 mg Otoenjektor

(1 mg/mL ampulden 0.5 mL)



Penepin Jr 0,15mg/0,3ml
Autoinjetavel

Penepin 0,3mg/0,3ml
Autoinjetavel

" PENFPIN -

3 . — . e e S
™ _— DCAICT



ANAFLAKSI I.Basamak Tedavi

Hidrasyon

IV Sivi
* Yetiskinlerde 1-2 L
* Cocuklarda 10-20 ml/kg

octruexs' . 500.mi- (AT

Polifieks

% 0.9 IZOTONIK
=SODYUM KLORUR

LY. INFOZYON ICIN GOZELTI
SYERIL - 1LV INFOZYON
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(Utrede): Sodyumn. 154 mEqe 15¢ mrch
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ANAFLAKSI IT.Basamak Tedavi

Contents lists available at ScienceDirect

Practice Parameter

Emergency department diagnosis and treatment of anaphylaxis: (e
a practice parameter

Ronna L. Campbell, MD, PhD; James T.C. Li, MD, PhD; Richard A. Nicklas, MD; Annie T. Sadosty, MD

Members of the Joint Task Force: David Bernstein, MD; Joann Blessing-Moore, MD;

David Khan, MD; David Lang, MD; Richard Nicklas, MD; John Oppenheimer, MD; Jay Portnoy, MD;

Christopher Randolph, MD; Diane Schuller, MD; Sheldon Spector, MD; Stephen Tilles, MD;

Dana Wallace, MD
Practice Parameter Workgroup: Ronna L. Campbell, MD, PhD; James T.C. Li, MD, PhD; Annie T. Sadosty, MD

ANTIHISTAMINIKLER
 Histaminin daha fazla salinimini bloke ederler

e H1 ve H2 birlikte

Ann Allergy Asthma Immunol. 2014; 113: 598-608



Antihistaminik Ilaglar

* Yavas etki baslangiclari
* Bu ilaglar havayolu tikanikligi, hipotansiyonu veya soku hafifletmez

e Standart dozda mast hiicreleri ve bazofillerden mediator salinimini inhibe
etmez

* Diger bazi mediatorleri hedef alirlar
» Anafilakside kullanimini destekleyen herhangi ¢calisma yoktur (RKC)
 Yalnizca adrenalin verildikten sonra uygulanmalidir

* Ve onemli soru: Hangisi (?)
* Klorfenamin & difenhidramin




Antihistaminikler

== Difenhidramin

e Yetiskinlerde 25-50 mg IM veya yavas IV
inflzyon

e Cocukta 1 mg/kg, 50 mg’a kadar, 6 saatte
bir IM, IV, PO

e Yetiskinlerde 50 mg IV yavas

e Cocuklarda 0.5 mg/kg

= Famotidin 20 mg (2 dakikada)




ANAFILAKSI IT.Basamak Tedavi

Glukokortikoidler

Anafilaksi icin ek tedavi olarak kullanilsa da, klinik yarari destekleyecek kanitlar eksiktir

Akut anafilaksi tedavisinde adrenalin yerine uygulanmamalidirlar.
 Bifazik reakiyonu onler ve anaflaktik reaksiyonlari azaltir
 Etki baslama (IV) 4-6 saat
* Metilprednizolon

* Yetiskinlerde 1-2 mg/kg (80-125 mg) IV
 Pediatrik 1-2 mg/kg IV

Ann Allergy Asthma Immunol. 2014; 113: 598-608



ANAFILAKSI IT.Basamak Tedavi

GLUKAGON

* Endojen katekolamin salinimini arttinir

* Beta-bloker alan ve hipotansiyonu olan, sivi tedavisi ve epinefrine yanitsiz
hastalarda hipotansiyon ¢oziilene kadar verilebilir.
* Yetiskinlerde 1-5 mg IV, 5 dakikada ve yanita gore 5-15 pg/dk infiizyon
* Cocukta ise 20-30 pg/kg — max 1 mg Her 5 dk da bir hipotansiyon diizelene kadar

Ann Allergy Asthma Immunol. 2014; 113: 598-608



ANAFILAKSI
IT.Basamak
Tedavi

= Albuterol- Salbutamol (Ventolin)

¢ 2.5-5 mg nebulize eriskin

e 1.25- 2.5 mg nebulizer ¢ocuk

¢ 4-6 puff inhaler eriskin veya ¢ocuk
e 20 dk ara ile tekrar

o Ipratropium bromide (Atrovent)

e 250-500 microgram eriskin
e 125-250 microgram ¢ocuk
e 20 dk ara ile tekrar

= Kombine preparat (Combivent)




Takip

* Anafilaksili 4114 hastanin analizinde
* Bltun anaflaksi olgulari hastaneye gonderilmeli

* % 4.7'sinde bifazik epizotlar gérulmustir
(%0.4 -%23.3 araliginda)

e Hipotansiyon ile basvuran veya bilinmeyen bir tetikleyici olan hastalar yiuksek
risk altinda

* Acil serviste tedavi edilen anafilaksi hastalarinin g6zlem siresi epizodun klinik
Ozelliklerine ve ciddiyetine gore belirlenmeli




Anafilaksi
Geriatrik Hastalar

» Biling bozuklugu daha fazla
» Cilt bulgular daha az

» Hastane yatisi daha fazla

Anafilaksi
Gebe Hastalar

60%

60%
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» Gebeler diger hastalar gibi tedavi edilir

» Fetiis yakindan takip edilir

OPEN ACCESS

Eaneany
Uirich Bk

Age [years]

Anaphylaxis in Elderly Patients—Data
From the European Anaphylaxis
Registry

Stefanie Aurich™, Sabine Dolle-Bierke™, Wojciech Francuzik®, Maria Beatrice Bilo®,
Geof;g Ch istol ﬁ’ -« Mo tse(mIFemnd ers Thoma Hawrm&k Claudia thJ

wona Poziomk M Renaudin **, Eva Oppel "', Kathrin Scherer ™,
Rogma Treudler'* and Ma.rgma Worm™
on behalf of The Network for Online Hegjsﬁ"aﬁon of Anaphylaxis(NORA}?




Tani dlglitler
Asadidaki Ug Kutudak Olgitlers Liyan Bitiin
Hastalar Anafilaksi Olarak Tedavi Edilmalidic

Anl olarak {dakikslarssatler clnde) ortaya

cibmi derl, mukozs veva [kisine ait tutulwm

belirtil ert (yvaygin Urtiloer, kagint, kzankdi,

dudablaridilivwula skstigi)

VE ASAGIDAKILERDEN EN AZ BIRI

al Solunumun bazuimas) {solunum sikats, bl
{wizing} ¢ bronkospasrn, strdor, PEF azalmass,

hipoksamil

b} Kan basnanda azalma weya ug organ
farikstyon Bazuklugu (hipastonifkollaps, senkop,
inkontinans)

Hastanin olasi bir allerjen lle karsilagmanndan

sonra hizls (dakikalar-saatier icinde)

agadedakilerden ikl veya daha fazlasman

aluwgmas

a) Deri, mukoza veya ikising alt tuiulum belirtdari
{yayapan Urtiker, kazant, kizankdik, dudakdar'dily
wwuila sislif)

bl Solunumun bozulmasi {solunum siketis, bt
{wvizing} ¢ bronkospaern, stridor, PEF azalrmass,
hipoksami)

£} Kan bassnonda aralma veya ug argan
fariksivoen Bozuklugu (hipstonlkollaps senkop,
inkontinans}

A} Imatgn G5 belirtilen (kramp armnda keom adns,
kusrna)

Hasta igin bilinin bir allesjen ile kargilagtiktan
sonra (dakikalar-saatler ighnde) kan basincmin
dilgrmesi

Bebek ve cocubdarda: Yasa uygun sistelik kan
bva st i skl Gt veya sistallk kan basincinda
=0 digme

Ealabbmdammlas ¥ mm Bomeivems -0 v vnielled | i

ABC {Havayohs, Salunurm, Dolasm)
Allerjends tarmas kes

= archm cadir

= Hastay srulstl yater (zyaklar, bag seovipacinin
izerinde)

e ——

IM ADRENALIN' /

\ OTO-ENJEKTOR YAP?

= (ksljen wer (rmaske de, 8-10 L'dakikap
= S inflzyonu”
= Aptihstarmandar

Eortikostercidiar

Monitarizasyon:
+  Pulsoksimetne
EXG
Ean basing

Taburculuk
Butlin belirtiler ddzeldikien sonra 6 saat
Dilasgin Bazukludu olamlarda 12-24 saat

= Tabwreu edilinceys kadar miutlaka yatwmlarak
takip

Anafilakside yagami tehdit eden

- Hawayohe Sigme, ses sk, stridor

Solunum: Hzli .'dln.l'n.,lqlhl. mﬂuhm

TADRENALIN

10000 whe (1 mgdmill, wduk antescilateral balgesine, |84,
derhsl ver, erigkinde 0,2-0.5 mg: cooukta 0,00 mgikg (en
fazla 0,3 magl, iktiyac halinde 5-15 dakikada bir tekear et

Pratikdoz  Eriskin we =12 yag- 0.5 mg {0,5mL)
hresady pocuk
11000 wiv
(1 mgmil):
Cocuk 6-12 yag 0,3 mg {3 mL)
Cocuk <6 yay 0,15 g (0,15 mL}

Yanrt yokda (M adrenalin ve IV s tedavisine ragmen
hipatansif 3] ADREMALIN INFUZWOMNU yapilir

10000 w1 migfml) pazeltiden 1 meg, 250 md %5
dekitroz (weya 5F] icine eklenerek (4 miomogamd/mi
yoduniluk),

t-d4 mikrogram/dk {15-60 damla/dk} infizpan hizinds
verilir III:]rr:h.r-u-grurudk dora kadar guoks b

Yaruls kan bassicine gare syarda S YOGLUN BAKIMDA [ZLE
{ monitonze ef.

HULLANIMA HATIR Epinefrin Oto-Enjektar
10-25 kg arasenda: M Enjeksiyonbuk Cozelti lperen
Oto-Enjekior 015 mogidd ml

15 kg izerinde: (M Enjeisiyoniuk Cooslt keren
Oto-Enjektcr 0.5 mpiid mi

v infizyoenu: (SF veya Ringer laktat)
Erigkinde, 1-2 L {ilk § dakikada 5-10 mLskg}, [V £ 10, b
infilioyan; cocudcts, 20 mkg, {prepubertal vedveya 40 bkg
altimda), ¥ 1 saatt=

Olas en ik kateter alaz en biyik vene.

Wallm pikbenmmesi yinOnden izle.

"Antihistaminler

Difenhidramin: Erl;km-:le 25 Sl:lrng i 71 cocuksa, 1
mg/kg (en fazla 50 mgl, W

110 daksicadan daha uzun

Bamitidin: Ergkinds, 30 mg, [V /1

pocukta, 12,5-50 ma;1 0 dakikadan weun

‘Kortikostercidier

Metilprednizolon, 1-2 m-g&"l.g_.rr-;.'kgn'gun
(weyn eydederi bar stesoid), W 710

Astim
Allerji
Immunoloji

Asthma Allergy Immunology

ANAFILAKSI
CEP REHBERI
2018

TANI/ TEDAVI

Tijriches i sl Alea e Elinil; il ngdogl Derreagd
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Anaphylaxis?

4
[ Assess: Airway, Breathing, Circulation, Disability, Exposure ]
‘
'S ; ~
Suspect anaphylaxis if: Symptoms/signs:
. Acute onset « Airway or Breathing: dysphagia, hoarseness,

- Life-threatening A, B or C stridor, dyspnea, tachypnoea, wheeze, cyanosis

problems « Circulation: tachycardia, hypotension, dizziness,

fainting, confusion
» With skin/mucosa and/or severe 9

gastrointestinal (Gl) symptoms - Skin/mucosa/Gl: generalized pruritus, flushing,
(not always present) urticaria, angioedema, vomiting, abdominal pain
- J
¥ X
4 B\ | A

- Call for help, remove potential trigger
- Optimise posture depending on
presentation:
- mainly respiratory - sit up with
i elevated legs
Children < 25-30 kg 0.15mg i.m. - mainly cardiovascular - lie patient

Adults/children = 25-30 0.3mg i.m. flat and elevate legs
7 & >
\ v
f >
High flow oxygen at 10 litres/minute with a reservoir bag
- If circulatory/severe respiratory symptoms: i.v. fluid — crystalloid - bolus
Children < 25-30 kg 10 ml/kg (maximum 500ml per bolus) i.v. (repeat as needed)
Adults/children = 25-30 kg 500 ml i.v. bolus (repeat as needed)
« If stridor: nebulised adrenaline as supplement to i.m. adrenaline
Children and adults 1 mg with 4 ml 0.9%NaCl (repeat as needed)

- If wheeze: beta,-agonist nebulised or Metered Dose Inhaler (MDI) + spacer, eg. salbutamol
Adults and school children nebulised 5mg; MDI 600mcg (repeat as needed)

Give
i.m. adrenaline

b

L Preschool children nebulised 2.5mg; MDI 400mcg (repeat as needed) )
v
[ If no improvement in 5-10 minutes: repeat i.m. adrenaline* and give i.v. fluids J
v
Circulatory or respiratory compromise despite i.m. adrenaline x 2 Monitor:
and i.v. fluids: - Cerebral status
- Call emergency team including critical care expertise to provide * Pulse oximetry
advanced treatment including adrenaline infusion * Blood pressure
« Cardiac arrest: follow guidelines - ECG
v

When patient is stabilized: Consider additional

* Measure serum tryptase %2 to 2 hours after reaction onset treatment, eg. antihistamines,
» Make decision about level and length of observation corticosteroids

*Consider (i) giving second dose by needle and syringe in case Modified from the 2020 Danish National
of autoinjector failure and (ii) using 0.5mg dose for adolescents or adults. ~ Anaphylaxis guideline (12.06.21)



ANAFLAKSI icin

Unifazik ve/veya bifazik anafilaksi icin birinci basamak tedavi Adrenalin
uygulayin.

ADRENALIN GECIKMEMELI (Morbidite ve mortalite)

. Tani ve tedaviden sonra, tim hastalar semptomlar tamamen duizelene kadar
gozlem altinda tutulmahdir.

. EGITIM

Tanimlanmis tetikleyicilerden kacinma
Belirti ve semptomlar

Bifazik anafilaksi

Epinefrin oto-enjektorlerinin kullanimi
Alerji uzmani kontrolu






LB e Nbet SINIflamasi

Against Epile . . . .
e www.epilepsy.com (International League Against Epilepsy)

ILAE 2017 Classification of Seizure Types Expanded Version 1
[ Focal Onset ] [Generatized DnsetJ Unknown Onset
P Impaired W /;nntgr \ " Motor R
Awa reness | tonic-clonic tonic-clanic
clonic epileptic spasms
//_ Motor Onset -\, tonic Non-Motor
automatisms myoclonic
S myoclonic-tonic-clonic " iemdorates. )
clonic myoclonic-atonic
epileptic spasms 2 at?ﬁ;t
hyperkinetic ep gt ki A
myoclonic Non-Motor (absence) [ Unclassified ]
tonic typical
Non-Motor Onset atypical
autonomic mypcionic
behavior arrest ovelld myoconia /
cognitive
emotional 1
Definitions, other selzure types and descriptors are listed in the
l\ sensory / accompanying paper and glossary of terms
2 Degree of awareness usually is not specified
focal to bil I ic-cloni
[ nndce s oo ] 3 Due to inadeguate information or inability to place in other categorias




g Anciien Colleze of — NJQb et siniflamasi

www.acep.org (Clinical Policy 2014)

« Uyarilmamis (Prove edilmemis, primer)

- (son 7 gunde) herhangi altta yatan neden olmadan ortaya ¢ikan nobetler.

« Uyariimis (Provoke edilmig, sekonder);

- Olasi bir akut norolojik, sistemik, metabolik veya toksik sebepten sonraki ilk 7 gun iginde ortaya ¢ikan nobetler.

« Uyanik (Eski haline tam donus)
« Biling bozuklugu (Eski haline tam donus yok)




Stages of a Seizure

= Confusion Stiff Body

Hallucination

5,

]

e

Numbness

— Frothy

, Epileptic Cry /
Incontinence / Jerky Saliva
Movements Blinking Weak Limbs

Exhaustion

Dizzy

\ \ Sleepy
Eyes

Distorted \\

Emotions /

. e 7\ //L/ 1
/‘ /3 @ FTNWYP, (@.

Back
SbLll Tonic Stage Clonic Stage Postictal Stage




moases sy INODEt ayrimi

https://emergencymedicinecases.com

« Nobet — Nobet takliti ayirimi

« Lateral dil-isirma (%100)
« Karin cildi refleksi (%100)
« Serum prolaktin (%100) (ilk 1 saat)

. Lateral kafa rotasyonu
« Anormal postur (yatis)
. lidrar kagirma

. Biling kaybi

. Postiktal faz




Tedavi

1) Aktif nobet geciren hasta

Hastayi travmalardan koru

Sol lateral dekubit pozisyonuna al

Maske ile oksijen ver

Aspirator ve havayolu malzemelerin hazir olsun

Ortalama 1 dakikada kendiliginden sonlanacak



s American College of Nobet tedavi

www.acep.org (Clinical Policy 2014)

« Nobet (Status Epileptikus i¢in de ayni)

1) Birinci tercin Benzodiazepinler olmali
|. Diazepam 5-10 mg IM ya da IR (gerekirse 5-10 dk sonra tekrar)
lI. Midazolam 5-10 mg IV (ya da IM eger |V yol yoksa)

2) lkinci sirada
|. Fenitoin/fosfenitoin: 20-30 mg /kg IV

3) Uclincl sirada
|. Fenobarbital: 20-30 mg/kg IV
ll. Levotirasetam: 1.5-2 g IV
llI. Valproik asid: 20 mg/kg IV (maks 45 mg/kg)*




5-20 Minutes
Initial Therapy
Phase

Does Seizure

i Continue?

l

A benzodiazepine is the initial therapy of choice (Level A):

Choose gne of the following 3 equivalent first line options with dosing and frequency:

' Intramu%glar midazolam (10 mg for > 40 kg, 5 mg for 13-40 kg, single dose,
Level A)

* Intravenous lorazepam (0.1 mg/kg/dose, max: 4 mg/dose, may repeat dose
once, Level A) OR

* Intravenous diazepam (0.15-0.2 mg/kg/dose, max: 10 mg/dose, may repeat dose

If patient at baseline,
then symptomatic
medical care

once, Level A)
If none of the 3 options above are available, choose one of the following:
* Intravenous phenobarbital (15 mg/kg/dose, single dose, Level A) OR
+ Rectal diazepam (0.2-0.5 mgﬁg, max: 20 mg/dose, single dose, Level B) OR
« Intranasal midazolam (Level B), buccal midazolam (Level B)




s American College of “s ;
B8 Emergency Physicians Nobet tedavi

www.acep.org (Clinical Policy 2014)

« Nobet devam ediyorsa (Status Epileptikus igin de ayni)

Surekli infuzyon ilag dozlari
1) Midazolam: 0.2-0.3 mg/kg bolus 1V, sonra 0.05-2 mg/kg/st IV inflUzyon
2) Propofol: 2-5 mg/kg bolus IV, sonra 20-100 mcg/kg/dk 1V inflzyon

3) Pentobarbital: 5-15 mg/kg bolus 1V, sonra 0.5-10 mg/kg/st IV infuzyon




Acute Seizure Action Plan

Name: Birth date: l Today's date: O
Care partner phone Provider facility: o
Provider phone numbers: O
Usual Seizure Pattern
Triggers:
Pattern of
What the seizures normally look like (Check all that apply) Describe:.
TN e mmm S O
R Y44 4 et 4
- % £ i-mm\ \’ a-wvam-u\ Froty Saba £
. Mirvang
' ’/’ , i Al \ T g
Surp e o =
gl Nk Slam o the Conbined / ‘ ‘) Clark Sam —
Wrh Dayereaming Back Aches
O Atonic seizure [ Absence seizure O Tonic seizure O Clonic seizure O Focal impaired awareness seizure
(also called drop) (also called petit mal) (also called partial)
NOTES:
Care
Standard Care Needed
It this happens,
provide standard care
i Ir‘ \ s (i
- o =
by :
Time the seizure Keep person safe Don't restrict Stay with person Keep a record
NOTES: NOTES: NOTES NOTES: NOTES:
f@Y | Provide Rescue Treatment
/
i If this happens,
P care (above) and rescue treatment
e 0 e -
(] Rectum [J Nose [ Mouth [J Other:
Call for Emergency Help
If any of these happen, Get help now
/fﬁ @- | Oother @ &
)
= £
5 mf Call Healthcare Providerit:
than seizure | [ Injury/Blue lips Call for Emergency Help if:
NOTES HOTES:
Healthcare Provider Authorization
Signature:. Provider Printed Name: Date: . For use from: 10:

02021 NEURELIS. INC. ALL RIGHTS RESEARVED.



Scenarios and
progression time

Prehospital
0-5 minutes

Prehospital emergency
services

Hospital emergency
department

Status epilepticus
Initial and sustained

5-30 minutes

Intensive care

Status epilepticus
Refractory
(> 30 minutes)

Palliative sedation

Pharmacological treatment
(habitual sequence)

Status epilepticus
(alternatives)

Additional measures

IV diazepam

Midazolam (IM, SC, oral,

nasal) or rectal
diazepam

Secure airway
(basic life support)

IV levetiracetam

b

IV valproic acid

Secure airway
(life support)

Sodium correction
Thiamine + glucose
Cardiorespiratory

_{ IV lacosamide ]

monitoring

Adapt to individual patient; assess suitability

of following refractory status epilepticus

protocol

Phenobarbital/pentobarbital

IV midazolam
Propofol

Optional measures according
to scenario/context
Complementary

testing (blood,
neuroimaging, LP, EEG)

| Optional measures according

to scenario/context
Resuscitation
(OTI, MV, etc.)

Other alternatives

EEG/BIS monitoring

Neurologia. 2019;34:165-97







82 yasinda erkek hasta

Biling bulanikhgi sikayeti ile oglu tarafindan ofisinize getiriliyo~
Ozgecmis: KAH +, KKY+

A: 38 C°

Nabiz: 130/dk

Kan Basinci: 110/60 mmHg

SS: 34/dk
Sat: 89%




Fizik muayene

Bilinci acik, konfuze, kooperasyon zayif
KVS: Tasikardik, ek ses ufurum yok

SS: Takipneik, bilateral bazallerde ince raller
Batin: Rahat

Ekstremite: Bilateral + odem




Ne dusunuruz?

Hasta sokta mi?
Eger oyleyse ne yapmaliy1z?




SOk

o lanimlar

* Yetersiz doku oksijenasyonu ve organ perfuzyonu durumu
« Dolasim metabolik ihtiyaclar igin yetersizdir

e Akut kardiyovaskiler ya da dolasim yetmezligi

durumu l

* Periferik dokulara oksijen teslim edilemiyor

(DO.) l
O: sunumu < O; ihtiyaci

* End-organ disfonksiyonu




® Tipleri

Sat %93 tut

indeksi bii it .
Damar ici voliim azhg

Hipovolemik - Hemorajik Travmalar
- Non Hemorajik Kusma ishaller

Kan Kaybi durumunda

b il - Kardiak tamponad
ansiyon diiser * . o

- Tansiyon Pnomotoraks
il - Masif Pulmoner Arter Trombozu

Obstruktif

Hucresel oksijen sunumunda yetersizlik
- Kapiller damarlarin uygunsuz vazodilatasyonu

Dagilimsal
- Septik sok- Norojenik sok- Anaflaktik sok

Normal

Kardiyak pompa bozuklugu

4 Kardiyojenik AL
- Myokardit

- Sepsis

RESUSITASYON



Sokun Tani ve Tedavisinde llkeler

Soktaki hasta silik bulgular gosterebilir
Genellikle nedenin saptanmasi tedavinin baslatiimasindan daha az onemlidir
Hedef, sok durumunun ve perfuzyonun duzeltiimesidir

Tedaviye cevabin sik kontrolu onemlidir

Sok Tipleri ve Tedavi

* Hipovolemik il
spesifik

S etiyolojiye
Distributif baghdir

* Kardiyojenik
Hizli tani

Ampirik
resusitasyon

* Obstriiktif




Gizli/slipheli/pre-sok

Kan basinci ,

l

Sempatik aktivasyon

l

Kalp hizi ve kontraktilite T



« 82 yasinda erkek hasta

* Biling bulanikhgr sikayeti ile oglu tarafindan ofisinize getiriliyor
« Ozgecmis: KAH +, KKY+

.+ A:38C°

« Nabiz:130/dk
Kan Basinci:110/60 mmHg
SS: 34/dk
Sat: 89%




Sokun Genel Semptomlari

« Gucsuzluk

. Sersemlik

o Bas donmesi
. Bulanti

« Olim korkusu




Sokun Genel Bulgulari

 Biling bozuklugu veya konflzyon

« Soguk, nemli veya gri/kul rengi deri
. Terleme

« Tasikardi

« Takipne

« Hipotansiyon

« Oliguri




Kan Kaybi (mL)
Kan Kaybi (VA)
.Nablz ( /dk)

Kan Basinci

Nabiz Basinci
(mm Hg)
.Solunum sayisl

idrar gikisi

(mL/st)

SSS / Biling
durumu
Sivi Tedavisi

(3:1Kurah)

RESUSITASYON

EVRE 1

<750
'<%15
.<1OO

Normal

Normal veya artmis

14-20

>30

Hafif anksiyoz

Kristaloid

cvreleri
~ EVRE2  EVRE3
750-1500 1500-2000
'%15-30 .%30-40
_>100 .>120
Normal Azalmig
Azalmig Azalmig
20-30 30-40
20-30 5-15
Orta derece Anksiyoz ve
anksiyoz konfluze
Kristaloid Kristaloid ve kan

EVRE 4

>2000
>%40
>140

Azalmig

Azalmig

>35

<5

Konflize ve letarjik

Kristaloid ve Kan




Sok Degerlendirme ve Tedavisi

« Tedaviye primer bakiyla eszamanli basla
. Kan kaybini kategorize et

Sok tip(ler)ini degerlendir

Tedaviye yaniti sik kontrol et




Sok Tedavi

o A Havayolu

e B Solunum
« Oksijenasyon
 Ventilasyon

o C Dolasim
» Direk basingla eksternal kanamayi durdur
* |V sivi resusitasyonunu baglat

» Obstruktif soku degerlendir
« Tansiyon pnémotoraks - igne torakostomi
« Kardiak tamponad - perikardiyosentez




Sokta Hizli Sivi Resusitasyonu

Kan grubu ve cross-match

. Mumkunse genis (18 G'den genis) IV yol
Evre 3-4 sokta 2 IV yol

Hizli sivi ver

» Basincgli IV sivi torbalari gerekebilir

» Genellikle Laktat/i ringer-SF kullan
» Hasta hiperkalemikse SF’i se¢




Astim Tani ve Tedavi Rehberi
2020 Glincellemesi

Editér
Prof. Dr. Giilfem E. CELIK

Editér Yardimcilan

Prof. Dr. Ozge SOYER
Dog. Dr. OGmiir AYDIN
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ASTIM

Cevresel risk faktorleri (nedenler)

\

Havayolu
asiri duyarligi

7V N

>

1

tetikleyiciler

=y cveTomLar

havayolu ,

obstriiksiyonu




Astim

"Mast hucreleri, eozinofiller ve T lenfositlerin rol oynadigi hava yollarinin kronik
iInflamatuar hastaligi

Duyarl kisilerde hava yollarindaki bu inflamasyon

- Nobetler seklinde gelen Okstirtik
- Nefes darligi
- Hisiltil solunum (wheezing),

- Gogiiste sikisma hissi




TANI: Fizik Muayene

» Hastaligin ve atagin agirlik derecesine gore

« Oskultasyon: Normal solunum sesi, ekspiryum sonunda veya inspiryum ve
ekspiryumda ronkusler

« AQIr atak: Sessiz akciger, siyanoz, tasikardi, yardimci solunum kaslari kullanimi

vwnatis an Astnma Attack:




Tablo 6.3. Birinci basamak saglk kuruluslarinda astim atagina yaklasim (2, 11, 12)

~

+ Hizh bir anamnez ve fizik muayene sonras: tedaviye hemen basla,
« Elde ettigin bulgulara gire atak siddetini degerlendir.

» Hayat tehdit edici atak bulgusu varsa acil servise yonlendirmek igin
hazirliklar yaparken 5ABA, ipratropium bromiir, kontrollii oksijen ve
sistemik steroid hemen bagla.

« Hafif ataklar, uygun kosullar mevcutsa birinci basamakta takip edilebilir.

« Astim semptomlarimin ciddiveti [egzersiz kisitlamasi ve uyku kalitesi vh.)

» Atak baslangig zamam ve hiliniyorsa nedenleri

» Anafilaksi semptomu varhg:
« Astim iligkili léim icin risk faktirleri

+ Kullanmakta oldugu tiim kontrol edici ve kurtanci ilaglarin dozlan ve
cihazlary, ilag uyumu, doz ayarlamalar ve almakta oldugu tedaviye yaniti

P
.

+ Atafn siddeti ile ilgili vital bulgulan (biling durumu, viicut 15181, kalp anm
hiz, solunum sayisy, kan basinci vb.) degerlendir .

» Komplike durumlan (anafilaksi, pndmoni, pnémotoraks vb.) ayirt et.

€|« Akut nefes darh@ vapabilecek diger sebepler (kalp vetmezligi, iist hava
volu disfonksiyonu, pulmoner emboli, yabana cisim vh) yinlinden
arastir. /

+ Nabiz oksimetri: Oksijen satiirasyonu %90'1n altinda ise dikkat et,
agresif tedavi ihtivacim gisterir.

* PEF: Atak ciddiyetinin degerlendirilmesinde Gnemlidir, miimkiinse
kiginin en iyi deferinin izerinden deferlendir.




v

IHTIYACA GORE SABA iLE TEDAVIYE DEVAM ET

1. SAATTE TEDAVIYE CEVABI DEGERLENDIR (veya daha erken) R LRGN

ivil ,}r,»,;.u 3

|
4
TABURCULUK ICIN DEGERLENDIR : TABURCULUKTA AYARLA...

Semptomlarda diﬁlmc var, SABA ihtivaci vok Kurtaricr ilag: gereginde

PEF diizeliyor, beklenenin/kisinin en ivi degerinin >%60-80 . Kontrol edici: basla veya basamag yiikselt, inhaler teknigini ve
uyumunu kontrol et

Sa0; >%94(oda havasinda)

Prednizolon: 5-7 giin devam et

!

IZLEM

Semptom ve bulgular gizden gecir: Alevlenme diizeliyor mu? Prednizolon devam edilmeli mi?

Kurtarierilag: Hastanin gereksinimine gore azalt.

Kontrol edici: Atak Gncesi duruma gbre kisa siire (1-2 hafta) veya uzun siire (3 ay) viiksek dozdan devam et.

Risk faktdrleri: Ataga neden olabilecek degistirilebilir risk faktdrlerini, inhaler teknigi ve uyumu gézden gegir ve diizelt.
Hareket plam: Anlasiimis mi? Uygun yapildi mi? Diizeltmeye gerek var mi?

Sekil 6.3. Birinci Basamak Saglik Kuruluslarinda Astim Atagimin Tedavisi (2, 11, 12).
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