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Yogun Bakimlar

- Komplike hastalarin oldugu

- Genel tedavi prensiplerinin
degerlendirilmesi gereken

- Anlik siki takiplerin gerektigi

- Komplikasyonlarin takibini ve azaltilmasini
saglayan yerlerdir.



Yogun Bakimlar

Temel uygulamalarin gozden kagmasi
Hasta bakim kalitesinin arttirilmasi
Tibbi hatalarin gézden ka¢gmasi gibi
durumlari azaltmak i¢in kulllanilir.



Yogun Bakimlar

Hayatta kalmayi kolaylastirir.
Basit hatalar sonucu gelisen medikolegal
sikintilari onler.



FAST-HUG

F-Feeding(Beslenme)
A-Analgesia(Analjezi)
S-Sedation(Sedasyon)
T-Thromboembolic
Prophylaxis(Tromboemboli profilaksisi)

H-Head of bed elevation(Bas elevasyonu)
U-Ulcer prophylaxis(Ulser profilaksisi)
G-Glucose control (Glukoz kontroliu-kan
sekeri takibi)



TOKSIKOLOJIDE NEDEN YOGUN
BAKIM?

Toksikolojik vakalarin dngorilemeyen
klinik siireci ve komplikasyonlari
Yogun bakimin si1ki gozlem ve
monitorizasyon imkani

Yogun bakimda degisimlerin hizh fark
edilip, hizli midahele imkani



TOKSIKOLOJIDE KIME YOGUN
BAKIM ?

Ciddi norolojik, respiratuvar,
kardiyovaskiiler, metabolik hasarlar
Mekanik ventilasyon ihtiyaci
Hipotansiyon veya kardiyak disritmi
Tekrarlayici ndbet

Yiksek doz sedasyon gerektiren
ajitasyon

Uc organ hasarlari



TABLE 10-1. Key Parameters for Informal Risk Assessment

Bedside observations for end-organ toxic effects

Evidence-based clinical criteria and severity of illness models

Need for specific monitoring or therapeutic interventions

Xenobiotic characteristics: Toxicodynamic and toxicokinetic considerations
Patient factors that increase susceptibility to adverse outcomes

At-risk populations

Chronic and other comorbid medical conditions
Risk of life-threatening complications

Anoxic brain injury

Aspiration pneumonitis

Rhabdomyolysis and compartment syndrome




KANITA DAYALI KLINIK
KRITERLER

APACHE II/III/IV
MPM I1/111
PRISM II/1II



HIZLI KLINIK DEGERLENDIRME
SKALALARI

MEWS
SAPS 11
GKS



AR ACIRIR

Variables Scores Variables Scores

Heart Rate Ht (%)
< b4 <0
55-69 20-29.9
70-109 30-45.9
110-139 46-59.9
> 60
WBC(x 10%/mm?)
<29
3-19.9
> 20
GCS

10
If FIO,>0.5:(A-a)0, (mmHg)
< 00 0
200-349 2
= 350 3
If FIO, < 0.5:(A-a)O0, (mmHg)
<60 7
0

7.33-7.59

4
7.25-7.32 0
2
=76 4

Chronic Organ Insufficiency
immune-compromised and:
Age
< 44 0 Non-Operative
45-74 Emergency-postoperative
=75 6 Elective-Postoperative
Total Score Sum of scores

*Ht: Hematocrit, WBC: White blood cells count, GCS: Glasgow coma score




APACHE IV SAPS 3 MPM-III

Age Age Age
Heart rate Heart rate Heart rate
Mean arterial pressure Lowest sy
Mechanical ventilation Ventilation support/oxygenation
Glasgow Coma Scale Glasgow Coma S
reatinine and BUN Creatinine
Urine output i
> failure
arious malignanci
Emergency surg Unplanned, Medical/unscheduled surgical
Bilirubin
Temperature
Serum pH/PcO? Lowest pH
Respiratory rate Use of vasoactive drugs CFPR before admission
1 (£ Surgical status/anatomic site Age interac
Hematoc ytopenia GI bleading
‘White cell count ite cell count Cerebrovascular incident
Sodium, albumir sence of infection Absence of other risk factors
Admitting diagno on for ICU admission Cardiac dy i

capillary oxygen
n gradient; GI, gastrointestinal, LOS, length of stay. This table is a
Hons and notes regarding proper application of each score are depicted in original




Respiratory i - Less i -- - More than
Hsart Rate - 40-50 51-100 101-110 111-129 M°’192g‘a“

per minute

Systolic Less than More than
Conscious Responds Responds New agltatlon

Ieve‘ (AVPU) = VOIce Alert

Temperature Less i More than

Hourly Urine Less than Less than Less than
For 2 hours 10mls / hr 30mls / hr 45mis / hr

EARLY WARNING SCORING SYSTEM FOR DETECTING ADULT PATIENTS WHO HAVE OR ARE DEVELOPING CRITICAL ILLNESS

IS THE SCORE FOR YOUR PATIENT 1-2? PERFORM 2 HOURLY OBSERVATIONS AND INFORM NURSE IN CHARGE

IS THE SCORE FOR YOUR PATIENT 37 PERFORM 1-2 HOURLY OBSERVATIONS AND INFORM NURSE IN CHARGE

*IF THE MEWS SCORE IS DETERIORATING : THE WARD S.H.O. OR DUTY DOCTOR MUST ATTEND*

IS THE SCORE FOR YOUR PATIENT 4 OR MORE? PERFORM OBSERVATIONS AT LEAST 1/2 HOURLY. ENSURE MEDICAL
ADVICE IS SOUGHT AND CONTACT OUTREACH TEAM (see below)




RESPONSE SCORE

Eye opening
No eye opening

Best verbal response
None

Incomprehensible sounds
Inappropriate words
Patient confused

Patient oriented

Best motor response
None
Extensor response to painful stimulus
Flexion to painful stimulus
ithdraws from pain
Localizes to pain stimulus
Obeys commands

GKS
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PEKI
ETKINLIK?



SINIRLAMALAR

Kardiyak arrest sonrasi noérolojik donus?
Beyin olimau ?



OZEL DURUMLAR
UZUN CPR ?

TCA
B-Bloker
CCB



YUKSEK RISKLI HASTALAR

Verbal yanitsizlik

Nobet

pCO, 45 mmHg 'den fazla ise
SKB 80 mmHg den az ise

ORS siiresi 0.12 saniyeden uzun ise
Normal sinus ritminden farkli ritm




ANAHTAR NOKTALAR

Genel kurallar sinirlayicidir.
Ksenobiyotik belirleyicidir.
Klinik karar ve edinilen tecriibe
faydalidir.



MONITORIZASYON

Vital bulgular

Norolojik durum

S1v1 alimi

[drar ¢ikisi

Kardiyak monitdorizasyon
ERKEN UYARIYI SAGLAR.
KOMPLIKASYONLARI ONLER.



TEDAVILER

Ventilator destegi

Vazopressor destegi

Yakin monitorizasyon

Bir¢cok antidot ve spesifik tedavi



TEDAVILER

Hemodiyaliz ve hemodiyafiltrasyon
ECMO

Intraaortik balon pompasi
Plazmaferez



YOGUN BAKIM KARARI ICIN EK
FAKTORLER

Ksenobiyotik karakteri
- Siyanid
- Salisilat
- CCB
Hastaya ait 6zellikler
- Komorbidite
- Yas
- Karaciger ve Bobrek fonksiyonlari



HAYATI TEHDIT EDEN
KOMPLIKASYONLAR

Pulmoner yetmezlik
Rabdomiyoliz

Kompartman sendromu
Anoksik beyin

Akut renal ve hepatik yetmezlik



TABLE 10-2. Considerations for Intensive Care Unit Admission

Xenobiotic Characteristics
Are there known serious sequelae
(eg, cyclic antidepressant cardiotoxicity)?
Can the patient deteriorate rapidly from
its toxic effects?
Is the onset of toxicity likely to be delayed
(eg, sustained-release preparation, slowed
Gl motility, or delayed toxic effects)?

Does the xenobiotic have cardiac effects
that will require cardiac monitoring?

Is the amount ingested a potentially serious
or potentially lethal dose?

Is the required or planned therapy unconventional

(eg, large doses of atropine for treating overdoses
of organic phosphorus insecticides)?

Does the therapy have potentially
serious adverse effects?

Is there insufficient literature to describe the
potential human toxic effects?

Are potentially serious coingestants
likely (must take into account the
reliability of the history)?

Patient Characteristics

Does the patient have any signs of
serious end-organ toxicity?

Is there progression of the end-organ effects?

Are laboratory data suggestive of serious toxicity?

Are xenobiotic concentrations rising?

Is the patient at a high risk for complications
requiring ICU intervention?

Seizures

Unresponsive to verbal stimuli

Level of consciousness impaired to the point
of potential airway compromise

PCO, >45 mm Hg

Systolic blood pressure <80 mm Hg

Cardiac dysrhythmias

Abnormal ECG complexes and intervals
(QRS duration =0.10 seconds;
QT prolongation)

Does the patient have preexisting medical
conditions that could predispose to
complications?

Chronic alcohol or drug dependence

Chronic liver disease

Chronic renal failure or insufficiency

Heart disease

Pregnancy: Is the xenobiotic or the antidote
teratogenic?

Is the patient suicidal?

Is the patient at high risk for complications such
as aspiration pneumonitis, anoxic brain injury,

rhabdomyolysis, or compartment syndrome?

Assessing the Capabilities of the Inpatient Unit
or Observation Unit
Does the admitting healthcare team appreciate
the potential seriousness of a toxicologic
emergency?
Is the nursing staff:
Familiar with this toxicologic emergency?
Familiar with the potential for serious complications?
Is the staffing adequate to monitor the patient?
What is the ratio of nurses to patients?
Are time-consuming nursing activities required
and realistic (eg, hourly urine pH
assessments or WBI)?
Can a safe environment be provided for a
suicidal patient?
(Can a patient have suicide precautions and
monitoring with @ medical floor bed?
Can a one-to-one observer be present in the
room with the patient?
Can the patient be restrained?




MEKANIK VENTILASYON

Mekanik ventilasyon , solunum islevinin
yapay olarak mekanik ventilatdor ad
verilen bir cihaz yardimi ile saglanmasi

1slemidir.




MV amaclari

Alveoler ventilasyonu saglamak
Yeterli oksijenizasyonu saglamak
Alveoler agiklhigr stirdirmek
Solunum isini azaltmak

Sistemik oksijen tuketimini azaltmak
Intrakraniyal basinci azaltmak



MYV endikasyonlari

2 temel endikasyon
Alveoler hipoventilasyon ( solunum pompasi bzkl,
obstriiktif akciger hastaliklar: )
- Hipoksi
- Hiperkapni ve asidoz
Dagilim hipoksisi
 Ventilasyon / perfiizyon bozukluklar: (6r: p.emboli)

- Patolojik santlar (kan yeterince oksijenenize olmadan
akcigerden kalbe déner)

- Hiperventilasyon, hipoksemi, hipokapni ve alkaloz



Mekanik ventilasyon kavramlari

Basing kavramlari
Kompliyans
Volum / Hacim
Akim



Basin¢ kavramlar:

Basin¢lar akcigeri havalandirmak i¢cin gerekli
olan volumii elde etmemizi saglar.
- PEEP ( Positive end expiratory pressure )

IP ( Inspiratuar Basinc )

PSV ( Pressure Support Ventilasyon )
Ppeak P.pe (Tepe Basinci )

( Plato Basinci )

plato



Basin¢ kavramlari

&
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PEEP

Ekstrensek PEEP

Ekspirium sonunda verilen pozitif basingtir.
Alveollerin kollabe olmasini engeller.

PaO, ve 5a0,’y1 arttirir.



PEEP

Intrensek PEEP ( oto peep )

- KOAH gibi obstruktif hastalik nedeni ile ekspiryumu
kisitlanmis hastalarda; hava hapsi olusmasi nedeni ile
meydana gelir.

- Pozitif basin¢li ventilasyonun bir komplikasyonu olarak
da karsimiza c¢ikar.



PEEP tedavisinin amaci

Doku oksijenasyonunu arttirmak ( alveollerin acilmasi )
PaO,’yl 60 mmHg’'nin iizerinde tutmak

F10, diizeyini %40’1n Gizerine ¢ikarmadan yeterli oksijenasyon
saglamak

Santlar1 ve AC kompliyansini diuzeltmek
PaCO,’'y1 diusurme ile ilgili etkisi minimaldir.



PEEP endikasyonlari

- FiO, > %60 olmasina ragmen PaO,’nin diisiik olmasi (Or:
ARDS)

- Diisiik tidal voliimlii mekanik ventilasyon ( Or: ARDS )
- Hipoksik SY’de

- Astim ve KOAH gibi obstriiktif AC hastaliklarinda hava
yollarinin agik kalmasini saglamak i¢in



MYV sikluslar:

Basing, akim ve volim kavramlarina gore mekanik
ventilasyon tipleri olusturulmustur.

- Basing sikluslu MV ( basing¢ kontrollii )

« Voliim sikluslu MV ( voliim kontrollii )

« Akim sikluslu MV

« Zaman sikluslu MV



Basing sikluslu MV

Inspirium faz, iist hava yollarinda élciilen basincin
onceden ayarladigimiz basinca ulasmasi ile
sonlanir.

- Basing sabit, voliim degisken

- Verilen basinc kontrol edilir

- A/C,SIMV

- IP, f, I/E, PEEP, FiO, Trigger ayarlanur.

- V., ayarlanmaz.



Basing sikluslu MV

Yuksek P, olusmasini engellemesi avantajidir.
Dezavantaji ise dusuk ve degisken tidal
volumlerdir.
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Volum sikluslu MV

Basin¢lardan bagimsiz olarak her siklusta ayarlananV,
Ol¢usiinde volum hastaya verilir.

[stenilen voliimii vermek icin gereken basing¢lar her
siklusta degiskenlik gosterebilir.
‘ A,Wa




Volum sikluslu MV

Dezavantaji P, ,. nin kontrol edilememesi
- Verilen hacim kontrol edilir.
- Volim sabit, basin¢ degisken
- A/C,SIMV
- f, I/E, PEEP, FiO, Trigger ve V, ayarlanir.
- [P ayarlanmaz. PSV de modun tipine gore
ayarlanabilir.



OZEL DURUMLARDA MEKANIK
VENTILASYON

ARDS:
Diistik Tidal volim 6-7 ml/kg

-Yuksek PEEP 8-20 cm
‘Yuksek frekans 14-16
I/E oram1 1/1,2/1
‘Recruitment manevrasi

*Yluziisti pozisyon



S5O Ventilasyonu

Kontrole ventilasyon gerekebilir.

Gogus i¢i basing disiik tutulmalidar.

- Basing kontrollii ventilasyon
- PEEP dizeyl minimum



TESEKKUR EDERIM



