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KUŞADASI



İÇERİK

• ACS çalışmaları

• Oksijen

• Şok PCI

• Stabil anjina PCI

• Dağılımsal şok

• EGDT güncel yorum

• Agresif ya da permisif sıvı tedavisi

• Tanısal

• qSOFA ve acil

• Piller ve MRI

• EKO ve CPR
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OXYGEN THERAPY IN SUSPECTED ACUTE
MYOCARDIAL INFARCTIONROBİN HOFMANN, M.D.,

• Zemininde hipoksi olmayan şüpheli MI hastalarında rutin oksijen tedavisinin klinik etkisi 

belirsiz 

• Hastalar: Miyokard enfarktüsü düşünülen ve oksijen satürasyonu %90 üstünde 

olanlar 

• Uygulama: Açık yüz maskesi ile 6 lt/dk oksijen 6-12 saat süreyle tedavi

• Karşılaştırma: Oda havasında solutma 

• Sonuçlar: Sağkalım



OXYGEN THERAPY IN SUSPECTED ACUTE
MYOCARDIAL INFARCTIONROBİN HOFMANN, M.D.,

• 6629 hasta

• Oksijen grubunda median tedavi süresi 11,6 saat

• Tedavi sonrası median oksijen satürasyonu oksijen grubunda %99, oda havasında %97

• Oksijen grubu hipoksi oranı %1,9 oda havası grubunda %7,7

• Troponin median değeri 946,8ng/dl oksijen tedavi grubu, 983 ng/dl oda havası grup

• BİR YIL İÇİNDE HERHANGİ BİR NEDENLE ÖLÜM AYNI (%5 oksijen %5,1 oda havası)

• 0.97; 95% confidence interval [CI], 0.79 to 1.21; P=0.80



HİPOKSİK OLMAYAN MI 
HASTALARINDA OKSİJEN KULLANIMI 
BİR YIL İÇİNDE HERHANGİ BİR 
NEDENE BAĞLI ÖLÜMÜ AZALTMIYOR
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PCI STRATEGIES IN PATIENTS WITH ACUTE MYOCARDIAL
INFARCTION AND CARDIOGENIC SHOCK
HOLGER THIELE, M.D

• Kardiyojenik şokla seyreden miyokard infarktüsünde sorumlu koroner arterin PCI ile 

revaskülarizasyonu sonuçları olumlu etkiler. 

• Buna karşın kardiyojenik şok hastalarının büyük kısmı çok damar hastasıdır ve sorumlu 

artere yapılmayan PCI’ın olumlu etkisi tartışmalıdır

• Hastalar: Miyokard enfarktüsü ve kardiyojenik şok hastaları 

• Uygulama: Sorumlu koroner artere ve aşamalı olarak diğer koronerlere PCI

• Karşılaştırma: Derhal çoklu damar PCI

• Sonuçlar: Sağkalım ve sağkalım sonrası ABY ve diyaliz gereksinimi



PCI STRATEGIES IN PATIENTS WITH ACUTE MYOCARDIAL
INFARCTION AND CARDIOGENIC SHOCK

• 760 hasta

• 30 günlük mortalite ve diyaliz gereksinimi kombine; 

• 344 hastada 158 (%45.9) yalnızca sorumlu artere PCI grup ve 341 hastada 189 (%55.4) derhal 

çok damar PCI grup (relative risk, 0.83; 95% confidence interval [CI], 0.71 to 0.96; P=0.01). 

• Ölüm için relatif risk;  0.84 (95% CI, 0.72 to 0.98; P=0.03), ve diyaliz için relatif risk; 0.71 

(95% CI, 0.49 to 1.03; P=0.07). 



PCI STRATEGIES IN PATIENTS WITH ACUTE MYOCARDIAL
INFARCTION AND CARDIOGENIC SHOCK

• Sorumlu koroner artere yapılan PCI acil çok damar PCI uygulamasına göre sağkalım ve 

diyaliz gereksinimi açısından daha iyidir



PERCUTANEOUS CORONARY 
INTERVENTION IN STABLE ANGINA 
(ORBITA): A DOUBLE-BLIND, 
RANDOMISED CONTROLLED TRIAL
RASHA AL-LAMEE

LANCET 2018; 391: 31–40 PUBLISHED ONLINE NOVEMBER 2, 2017 
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PERCUTANEOUS CORONARY INTERVENTION IN STABLE 
ANGINA (ORBITA): A DOUBLE-BLIND, RANDOMISED
CONTROLLED TRIAL

• Stabil anjina hastalarında semptomların azaltılması amacıyla yapılan PCI yapılagelmektedir 

ve etkinliği bilinmemektedir

• İngilterede 5 merkez, randomize kör (tek)

• Hastalar: Stabil anjina hastaları, tek damar %70 tıkanıklık

• Uygulama: PCI ve antianjinal tedavi

• Karşılaştırma: PCI taklit (plasebo prosedür) ve antianjinal tedavi

• Sonuçlar: Egzersiz süresi



PERCUTANEOUS CORONARY INTERVENTION IN STABLE 
ANGINA (ORBITA): A DOUBLE-BLIND, RANDOMISED
CONTROLLED TRIAL

• İskemik semptomu olan 230 hasta alınıyor

• Tedavi optimizasyonu sonrsı 200 hasta randomize ediliyor

• 105 hasta PCI, 95 hasta plasebo prosedür

• Gruplar arasında birincil sonlanım noktası egzersiz süresi uzaması açısından fark 

bulunamıyor

• 16·6 s, 95% CI –8·9 to 42·0, p=0·200). Hiçbir hasta ölmedi. 



PERCUTANEOUS CORONARY 
INTERVENTION IN STABLE ANGINA 
(ORBITA): A DOUBLE-BLIND, 
RANDOMISED CONTROLLED TRIAL
RASHA AL-LAMEE

ACS YOKSA NEDEN PCI



DAĞILIMSAL ŞOK









CONSERVATIVE FLUID MANAGEMENT OR 
DERESUSCITATION FOR PATIENTS WITH SEPSIS OR 
ACUTE RESPIRATORY DISTRESS SYNDROME 
FOLLOWING THE RESUSCITATION PHASE OF 
CRITICAL ILLNESS: A SYSTEMATIC REVIEW AND 
META-ANALYSIS

SILVERSIDES JA, INTENSIVE CARE MED 2017 FEB;43(2):155-170. PMID: 27734109



CONSERVATİVE FLUİD MANAGEMENT OR DERESUSCİTATİON FOR
PATİENTS WİTH SEPSİS OR ACUTE RESPİRATORY DİSTRESS SYNDROME
FOLLOWİNGTHE RESUSCİTATİON PHASE OF CRİTİCAL İLLNESS: A 
SYSTEMATİC REVİEW AND META-ANALYSİS

• ARDS SIRS ve SEPSİS hastaları hedefleniyor

• 11 RCT değerlendiriliyor

• Heterojenitesi kabul edilebilir düzeyde

• Hemen hemen tüm çalışmalar taranmış

• 2551 hasta ancak 1000 hasta tek çalışmadan



• For the primary outcome of mortality there was no significant difference between

patient groups that held up in multiple subgroup analyses, pooled RR 0.92 [95% CI 0.82-

1.02].

• There was an association with increased ventilator free days (mean difference 1.82 days

[0.53-3.10]) and decreased length of ICU stay (mean difference 1.88 fewer days [-0.12 - -

3.64] in the conservative or deresuscitation group

• Renal replacement therapy use was similar between patients in three studies, RR 0.88 

[0.64-1.22]. 







HYDROCORTISONE PLUS FLUDROCORTISONE FOR 
ADULTS WITH SEPTIC SHOCK

• CONCLUSIONS

• In this trial involving patients with septic shock, 90-day all-cause mortality was lower 

among those who received hydrocortisone plus fludrocortisone than among those who 

received placebo

• Among the 1241 patients included in the trial, the 90-day mortality was 43.0% (264 of 

614 patients) in the hydrocortisone-plus-fludrocortisone group and 49.1% (308 of 627 

patients) in the placebo group (P=0.03). The relative risk of death in the hydrocortisone-

plus-fludrocortisone group was 0.88 (95% confidence interval, 0.78 to 0.99).
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Safety of Magnetic 

Resonance Imaging in 

Patients with Cardiac 

Devices
•Saman Nazarian, M.D., Ph.D., ,
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• BACKGROUND

• Patients who have pacemakers or defibrillators are often denied the opportunity to 

undergo magnetic resonance imaging (MRI) because of safety concerns, unless the 

devices meet certain criteria specified by the Food and Drug Administration (termed 

“MRI-conditional” devices).



• METHODS

• We performed a prospective, nonrandomized study to assess the safety of MRI at a 

magnetic field strength of 1.5 Tesla in 1509 patients who had a pacemaker (58%) or an 

implantable cardioverter–defibrillator (42%) that was not considered to be MRI-

conditional (termed a “legacy” device). Overall, the patients underwent 2103 thoracic and 

nonthoracic MRI examinations that were deemed to be clinically necessary.



• RESULTS

• No long-term clinically significant adverse events were reported. In nine MRI 

examinations (0.4%; 95% confidence interval, 0.2 to 0.7), the patient’s device reset to a 

backup mode. The reset was transient in eight of the nine examinations. In one case, a 

pacemaker with less than 1 month left of battery life reset to ventricular inhibited pacing 

and could not be reprogrammed; the device was subsequently replaced. The most 

common notable change in device parameters (>50% change from baseline) immediately 

after MRI was a decrease in P-wave amplitude, which occurred in 1% of the patients.



• CONCLUSIONS

• We evaluated the safety of MRI, performed with the use of a prespecified safety protocol, 

in 1509 patients who had a legacy pacemaker or a legacy implantable cardioverter–

defibrillator system. No long-term clinically significant adverse events were reported. 

(Funded by Johns Hopkins University and the National Institutes of Health; 

ClinicalTrials.gov number, NCT01130896.)

http://clinicaltrials.gov/show/NCT01130896
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• METHODS

• We enrolled patients with occlusion of the intracranial internal carotid artery or 

proximal middle cerebral artery who had last been known to be well 6 to 24 hours 

earlier and who had a mismatch between the severity of the clinical deficit and the infarct 

volume, with mismatch criteria defined according to age (<80 years or ≥80 years). 

Patients were randomly assigned to thrombectomy plus standard care (the 

thrombectomy group) or to standard care alone (the control group).



• The coprimary end points were the mean score for disability on the utility-weighted 

modified Rankin scale (which ranges from 0 [death] to 10 [no symptoms or disability]) 

and the rate of functional independence (a score of 0, 1, or 2 on the modified Rankin 

scale, which ranges from 0 to 6, with higher scores indicating more severe disability) at 90 

days.



• RESULTS

• A total of 206 patients were enrolled; 107 were assigned to the thrombectomy group and 

99 to the control group. At 31 months, enrollment in the trial was stopped because of 

the results of a prespecified interim analysis. The mean score on the utility-weighted 

modified Rankin scale at 90 days was 5.5 in the thrombectomy group as compared 

with 3.4 in the control group (adjusted difference [Bayesian analysis], 2.0 points; 95% 

credible interval, 1.1 to 3.0; posterior probability of superiority, >0.999)



• the rate of functional independence at 90 days was 49% in the thrombectomy group as 

compared with 13% in the control group (adjusted difference, 33 percentage points; 95% 

credible interval, 24 to 44; posterior probability of superiority, >0.999). The rate of 

symptomatic intracranial hemorrhage did not differ significantly between the two groups 

(6% in the thrombectomy group and 3% in the control group, P=0.50), nor did 90-day 

mortality (19% and 18%, respectively; P=1.00).



• CONCLUSIONS

• Among patients with acute stroke who had last been known to be well 6 to 24 hours 

earlier and who had a mismatch between clinical deficit and infarct, outcomes for 

disability at 90 days were better with thrombectomy plus standard care than 

with standard care alone.


