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PEDIATRI YDUS 2024-2.DONEM

Soru No: 16

Methemoglobineminin agagidaki sok tiplerinden
hangisine yol agmasi en olasidir?

A) Hipovolemik
B) Distribltif
C) Obstriiktif
D) Disosiyatif
E) Kardiyvojenik

Cevap Anahtari: D



NELSON?un bu seklinden soru ' Shock
gelebilir
! | } ! l

[ Type ] Hypovolemic Cardiogenic Obstructive Distributive Dissociative
L Etiology ~ Major trauma Myocardial infarction Pulmonary embolus Sepsis Anemia, carbon
Gastrointestinal bleed Myocarditis Cardiac tamponade Spinal cord injury monoxide or cyanide
Dehydration Arrhythmia Tension pneumothorax Anaphylaxis poisoning,
Status asthmaticus Ingestion methemoglobinemia*
Neurogenic

Cardiovascular findings ]

Preload (filling pressures) ‘

Cardiac contractility

Cardiac output ’ ’
Afterload (peripheral tone) ’ ‘

Hemodynamic support

e

Relieve obstruction
Volume expansion L
Inotropes

Vasopressors [ ] [




Siyanur zehirlenmesi sonucu ortaya cikan sok tablosu
fizyopatoloji olarak hangi grup sok basligi altinda
degerlendirilir?
A. Hipovolemik

. Dagilimsal

. Obstruktif

B
C. Kardiyojenik
D
E. Dissosiyatif



TYPES OF
SHOCK

Hypovolemic*

Cardiogenic

PATHOPHYSIOLOGY

APPEARANCE

Decreased cardiac output
due to volume depletion
— decreased preload

Tachycardia and vasoconstriction
maintain adequate circulation
up to 30% of circulating volume

Narrowed pulse pressure, delayed
capillary refill, orthostatic
changes, late hypotension,

AMS, and decreased UQOP

Decreased cardiac output
due to myocardial
dysfunction, increased
afterload, and/or lack of
ventricular filling

lachycardia, vasoconstriction,
cool extremities, narrow pulse
pressure, delayed capillary refill,
respiratory distress, rales or
gallop rhythm, enlarged liver,
JVD, cardiomegaly on chest
radiograph

Significant gradient between
upper and lower extremity
blood pressures
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EXAMPLES

Nonhemorrhagic (vomiting
and diarrhea)

Hemorrhagic (trauma)

Cardiomyopathies, infectious
myocarditis, and systemic
inflammatory process,
autoimmune disease,
impaired coronary
perfusion, cardiopulmonary
bypass, acidosis, HIE, and
dysrhythmias

Infants: ductal-dependent
lesions, tachydysrhythmias
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TREATMENTS
IV fluid bolus

Vasopressors

Blood replacement

Judicious IV fluid resuscitation,

ionotropic agents to
improve contractility,
vasodilators to reduce
afterload, and management
of tachyarrhythmias

PGE for infants <2 mo




Distributive

Obstructive

Dissociative

Decreased cardiac output
and systemic vascular
resistance due to peripheral
vasodilation — decreased
afterload and preload,
redistribution of blood flow
away from vital organs, and
loss of sympathetic outflow

Decreased cardiac output
due to increased afterload
of the right ventricle from
an obstructive process

High cardiac output failure
due to inadequate
oxygen-releasing capacity

Tachycardic, vasodilated, flushed,
warm extremities, wide pulse
pressure, bounding pulses, flash
capillary refill

Anaphylaxis: rash; facial swelling;
lip, tongue, or airway swelling;
bronchospasm; hypotension

Spinal shock: unable to raise HR,
hypotension

Neurogenic: Control TICP

Tachycardia, delayed capillary
refill, cool extremities, narrow
pulse pressure, distended neck
veins, distant heart tones,
asymmetric breath sounds

Tachycardia + delayed capillary
refill, cool extremities,
weakened pulse, pallor or

flushed cheeks

Septic shock
Toxic ingestions
Anaphylaxis

Spinal cord injuries

Tension pneumothorax
Pulmonary embolism
Cardiac tamponade

Anemia

Carbon monoxide
Methemoglobinemia
Cyanide

IV fluids, vasopressors,
antibiotics

Specific antidotes

Remove triggers, IV fluids, IM
epinephrine, antihistamines,
vasopressors

IV fluids, vasoconstrictors

Anticoagulants
Drain pericardial effusion
Evacuate pneumothorax

Gradual fluid replacement and
blood replacement 5 mL/dL
Oxygen, hyperbaric chamber
Methylene blue
Hydroxocobalamin and
cyanide antidote kit (sodium
thiosulfate, sodium nitrate,
amyl nitrite) plus oxygen
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Soru No: 17

Bir aylik erkek bebek yaklasik bir haftadir devam eden
safrasiz kusma nedeniyle ¢ocuk acil servise getiriliyor.
Fizik muayenesinde cilt turgoru azalmis, 6n fontaneli
cOkilk olarak saptaniyor. Laboratuvar incelemesinde
sodyum 128 mmol/L, potasyum 2,8 mmol/L, klor 86
mmol/L olarak tespit edileri-frastanin kan gazinda pH
7,55, bikarbonat dizeyi 286 mEq/L saptaniyor.

Bu hastada tani koymak i¢in oncelikli olarak
yapilmasi gereken gorintuleme yontemi
asagidakilerden hangisidir?

A) Abdominal ultrasonografi

B) Kontrastl abdominal bilgisayarlh tomografi

C) Ust gastrointestinal endoskopi

D) Kontrastl abdominal manyetik rezonans gérintileme
E) Baryumlu kolon radyografisi

Cevap Anahtari: A



Bu soruda Pilor Stenozu tarifleniyor

e Erkeklerde sik
e 3 hafta-5 ay en sik goruldugi yas donemi
e Safrasiz kusma; ozellikle beslenme sonrasi

e Kusma sonrasl bebegin yeniden beslenmek
istemesi

* Sivi, hidrojen ve Klor kaybi
e Dehidratasyon

* Hipokoleremik metabolik alkaloz

e Hiperbilirubinemi sik
 Fizik bakida «olive» palpasyonu
e USG ilk tercih edilecek radyolojik tetkik
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Soru No: 18

Ug yasindaki kiz cocuk acil servise ishal, asiri terleme
ve bayginlik nedeniyle bilinci kapali halde getiriliyor.
Oykiisiinden énceden bilinen bir rahatsizhid olmadid:,
Alzheimer hastaligi nedeni ile diizenli ila¢ kullanan
dedesiyle ayni evde yasadigi 6greniliyor. Fizik
muayenesinde vucut sicakhgl 36,8 °C, kan basinci
90/55 mmHg, kalp hizi 50/dakika, solunum sayisi
20/dakika, bilin¢ kapali, Glasgow koma skoru 7 olarak
degerlendirilen hastanin pupillerde miyozis,
fasikllasyonlar ve solunum yolu sekresyonlarinda artis
oldugu saptaniyor.

Asagidaki toksidromlardan hangisinde bu hastaya
ait semptom ve bulgularn gorilmesi en olasidir?

A) Serotonin sendromu yapan ilaglarla zehirlenme
B) Sedatif hipnotik etkili ilaglarla zehirlenme

C) Sempatomimetik etkili ilaglarla zehirlenme

D) Antikolinerjik etkili ilaglarla zehirlenme

E) Kolinerjik etkili ilaglarla zehirlenme

Cevap Anahtari: E



Hastanin bulgular

Asiri terleme

Dedesinin kullandigi
Alzhemier ilaglar:
Kolinesteraz
inhibitorleri

Bradikardi Hipotansiyon yok

Fasikiilasyon




S88-biling degisikligi  Ajitasyon, deliryum,  Deliryum, psikoz,
psikoz, konviilsiyon koma, konviilsivon

Gf&i somnolans, Huzursuzluki
koma aknsiyete

Konfiizyon, koma
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Soru No: 19

Cocuklarda yuksek kaliteli kardiyopulmoner
resiisitasyon ile ilgili asaiiddKi ifadelerden hangisi
yanhistir?

A) Kompresyon derinligi gégls dn-arka gapinin en az
1/3'4 kadar olmalidir.

B) G&gls kompresyonuna mUmkln olan en az miktarda
ara verilmelidir.

C) Kompresyon hizi dakikada 60-90 araliginda olmahdir.

D) Kompresyon sonrasl gogusun eski haline dénmesine
1Izin venlmelidir.
E) Hiperventilasyondan kaginimalhdir.

Cevap Anahtari: C



En Onemlisi Yiiksek Kalitede KPR
Yapmaktir !
GOGUS BASISI:

STERNUMUN 1/3 ALT o

PARCASINA YAPILIR
. . . . Yeterli basi derinligine ulas

KSiFOID UZERINE

YAPILMAZ ogsiin sert gelmesine i
KOSTA UZERINE

YAP"-MAZ GOgus basisina mimkin

oldugunca az ara ver

Asiri solunum destegi
yapmaktan kagin



Cocuklarda Kaliteli KPR hedefleri

GO6gUs basisi (GB) sayisi: 100 — 120 / dakika

ileri hava yolu yok ve bir kurtarici: 30 kompresyon ve 2 soluk

ileri hava yolu yok ve iki kurtarici: 15 kompresyon ve 2 soluk

ileri hava yolu var: Her 2-3 saniyede bir soluk (20-30
soluk/dakika) ve dakikada 100-120 gogus basisi (uyumlu
olmasina gerek yok)

GOgus her kompresyondan sonra tam olarak geri gelmeli (Recoil)




Cocuklarda Kaliteli KPR hedefleri

GB derinligi: Goglis 6n — GB derinligi: Bebeklerde 4 GB derinligi: Cocuklarda 5
arka capinin 1/3’G kadar cm cm

KPR 2 dakika kesintisiz
siirmeli; nabiz palpasyonu

GB derinligi: Puberte 10 saniyeyi asmamali

isaretleri varsa en az 5 cm;
6 cm’yi asma e Kaliteli KPR icin kurbanin sert
zeminde yatmasi gereklidir
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Soru No: 20

Ug yasindaki kiz cocuk kusma, yiiksek ates, hizli nefes
alma, huzursuzluk ve kulaklarini tutma nedeniyle
getiriliyor. Oykiisiinden epilepsi nedeniyle antikonviilzan
ilaclar kullandidi, son bes gundir Gst solunum yolu
enfeksiyonu nedeni ile sik araliklarla antipiretik ilac
verildigi 6greniliyor. Hastanin ilk degerlendirmesinde
vicut sicakhi@r 38,5 °C, kalp hizi 160/dakika, solunum
sayisi 40/dakika, kan basinci 110/70 mmHg, kan sekeri
250 mg/dL saptaniyor. izlqggig.aslrl terleyen, hizh ve

derin nefes aldigi gorilen hasta nébet gegiriyor, bilinci
kapaniyor ve entlube ediliyor. Entiibasyon sirasinda
solunum yolundan pembe képliksi sekresyonlarin

geldigi gériiliyor. ik arteriyel kan gazinda respiratuvar
alkaloz, izlemde artmis anyon acikli metabolik asidoz
gelisiyor.

Bu hasta igin en olasi tan1 asagidakilerden
hangisidir?

A) Valproik asit intoksikasyonu

B) Fenitoin intoksikasyonu

C) Parasetamol intoksikasyonu

D) Asetilsalisilik asit intoksikasyonu
E) ibuprofen intoksikasyonu

Cevap Anahtar: D
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Salisilatlar, Bazi Fenoller

Hipermetabolik  * Ates
Sendrom e Hiperpne

e Tasikardi
e Konvulziyon
* Metabolik asidoz



Salisilat Zehirlenmesi

e 150 mg/kg ve uizeri toksiktir

* 300 mg/kg’nin Ustl siddetli; 500 mg/kg lizeri fataldir.

* Bircok mekanizma Uzerine etkisi olur.

e Solunum sistemini uyarir.
e Oksidatif fosforilasyonu bozar.
* Trikarboksilik asit siklusunu inhibe eder.

* Glikolizi ve glukoneogenezi stimile eder.


Sunan
Sunum Notları
 The incidence of salicylate poisoning in young children  has  declined  dramatically  since  APAP  and  ibuprofen  replaced aspirin  as  the  most  commonly  used  analgesics  and  antipyretics  in pediatrics. 
Salicylates lead to toxicity by interacting with a wide array of physiologic processes, including direct stimulation of 
the respiratory center, uncoupling of oxidative phosphorylation, inhibition of the tricarboxylic acid cycle, and stimulation of glycolysis and gluconeogenesis. The acute toxic dose of salicylates is generally considered to be >150 mg/kg. More significant toxicity is seen after ingesions of >300 mg/kg, and severe, potentially fatal, toxicity is described after ingestions of >500 mg/kg.


Salisilat Zehirlenmesi

 Erken donemde bulanti, kusma, terleme ve kulak cinlamasi goriiliir.

* Orta derecede zehirlenmede hiperpne, takipne, tasikardi ve mental durum bozuklugu
gelisir.

* Hipertermi, konviilsiiyon ve koma agir salisilat zehirlenmesinin bulgularidir.

* Kronik zehirlenmelerde SSS bulgulari daha belirgin, GIS bulgulari daha hafiftir. Daha
dusuk salisilat dizeylerinde daha siddetli toksisite goruldr.

* Erken donemde hiperglisemi, gec donemde hipoglisemi gorulur.



Sunan
Sunum Notları
Salicylate ingestions are classified as acute or chronic, and acute toxicity is far more common in pediatric patients. Early signs of acute salicylism include nausea, vomiting, diaphoresis, and tinnitus. Moderate salicylate toxicity can manifest as tachypnea and hyperpnea, tachycardia, and altered mental status. The tachycardia results in large part from marked insensible losses from vomiting, tachypnea, diaphoresis, and uncoupling of oxidative phosphorylation. Thus, careful attention should be paid to volume status and early volume resuscitation in the significantly poisoned patient. Signs of severe salicylate toxicity include hyperthermia, coma,  and  seizures.  Chronic  salicylism  can  have  a  more  insidious presentation,  and  patients  can  show  marked  toxicity  at  significantly lower salicylate levels than in acute toxicity.


Salisilat Zehirlenmesi Evreleri

e Evre 1: Respiratuar alkaloz*** ve alkali idrar

e Evre 2: Respiratuar alkaloz ve asidik idrar (Potasyum deplesyonu)

* Evre 3: Metabolik asidoz (anyon gap artmis)*** ve asidik idrar

e Akut bobrek hasari ve koagulasyon anormallikleri gorilebilir ancak sik degildir.

* Ozellikle kronik alimda non-kardiyojenik pulmoner 6dem gelisebilir.


Sunan
Sunum Notları
Classically, lab values from a patient poisoned with salicylates reveal a  primary  respiratory  alkalosis  and  a  primary,  elevated  anion  gap, metabolic acidosis. Early in the course of acute salicylism, respiratory alkalosis  dominates.  As  the  respiratory  stimulation  diminishes,  the patient will move toward the metabolic acidosis. Hyperglycemia (early) and hypoglycemia (late) have been described. Abnormal coagulation studies and acute kidney injury may be seen but are not common


Salisilat Zehirlenmesi

Serum salisilat duizeyleri yakin takip edilmelidir (baslangicta 2-3 saatte bir)

Ozellikle enterik kaph tablet alanlarda alimdan saatler sonra serum dizeyinde kizli yiikselme
olabilir

Done nomograminin prediktif degeri disutktuar, kullanilmasi onerilmez

Serum ve kan pH dizeyleri ve elektrolitler yakin izlenmelidir.

Salisilat zehirlenmesi olan hastalarda asetaminofen duiizeyi de kontrol edilmelidir.

Solunum sikintisi olan vakalarda pulmoner 6dem acisindan akc grafisi cekilebilir.

Ozellikle kusma ve insensible kayba bagl hipovolemi gelisebilir.
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Sunan
Sunum Notları
Serial  serum  salicylate  levels  should  be  closely  monitored  (every 2-3 hr initially) until they are consistently down trending. Salicylate absorption in overdose is often unpredictable and erratic, especially with an enteric coated product, and levels can rapidly increase into the highly  toxic  range,  even  many  hours  after  the  ingestion.  The  Done nomogram is of poor value and should not be used. Serum and urine pH and electrolytes should be followed closely. An APAP level should be checked in any patient who intentionally overdoses on salicylates, because  APAP  is  a  common  coingestant  and  because  people  often confuse or combine their nonprescription analgesic medications. Salicylate toxicity can cause a noncardiogenic pulmonary edema, especially 
in chronic overdose; consequently, a chest x-ray is recommended in any patient in respiratory distress.
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