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“Pre TEST

Soru 1: Asagidaki ilagclardan hangisinin parenteral formu Turkiye’'de
kullaniimaktadir?

A) Lisinopril
B) Labetolol
C) Nifedipin
D) Esmolol
E) Ibutilid
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Cevap: D) ESMOLOL



<\ /77 TACIL GUNLERi

2017

el e

“Pre TEST

Soru — 2 : Tansiyon degerlerinden hangisi akut iskemik inmenin
fibrinolitikle tedavi edilebilmesi icin acil miidahale gerektiren sinir
degerdir?

A) 140/90
B) 150/100
C) 185/110
D) 170/110
E) 120/80
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kemik-stroke-kilavuzu-mart-2013/
s Goriintiilemede kanamanin dislanmasi i¢in kontrastsiz BT VEYA MR istenmelidir ERC Resuscitation 2015 - Acil Kardiyovaskdler
(cl, LOE A). Bakim Kilavuzu - Genis Ozet

»  Trombolitik tedavi, biy(k hipodens alanlarin varligi yerine erken iskemik degisiklikleri Toraks Projesi 2: Hemoptizi

olan vakalarda diistintlmelidir (cl, LOE A). Literatlr Ozetleri: Temmuz 2015

Toraks Projesi 1: Pndmotoraks
Literatiir Ozetleri: Mayis 2015
Mindr Aciller: Pseudondbet

*  Trombolitik adayi olan hastalarda BT veya MR raporlamasi konunun uzmani clan
kisilerce 45 dakika icinde gerceklestirilmelidir (cl, LOE C).

. CT perflizyon, MR perflzyon veya diflizyon gérintlleme ek yararl bilgiler saglayabilir
(cllb, LOE B).

. MCA sulama alanimin Gcte birinden fazlasini kaplayan belirgin hipodansite izlenmesi
durumunda trombolitik uygulanmamalidir (clll, LOE A).

Notropenik Ates

Toraks Projesi

Literatiir Ozetleri: Nisan 2015
Literatiir Ozetleri: Mart 2015

GOLD 2015: KOAH Alevlenmelerinin Yénetimi
(GOLD 2013'le Karsilastirma)

2015 CPR/ECC (Resusitasyon) Kilavuzundan ilk
Genel yaklagim: Haberler

Literatiir Ozetleri: Ocak 2015

Literatiir Ozetleri: Aralik 2014

Literatiir Ozetleri: Kasim 2014

Dogan: 2014 ACEP Aort Diseksiyonu Onerileri
Dogan: Gebelik ve Pulmoner Tromboembolizm
Literatiir Ozetleri: Ekim 2014

o Atrial fibrilameesm T (izer OlUmcdl aritmilerin taninma maiglora enaz 24
aatlik kardiyak monitorizasyon ¢nerilmektedir (cl, LOE B).

. Trombolitik alacak olan hastalar icin arteryel tansiyonla ilgili 6nerilerde
degisiklik yoktur (<185/110 mm Hg saglanmali). Trombolitik almayacak olan
hastalarda, arteryel tansiyonun ilk 24 saatte %15 kadar distrilmesi
hedeflenmelidir; bu hastalarda tansiyon icin miidahale sinir1 >220/120 mm

Dogan: Sentetik kannabinoidler - Literatlr
Hg'dir.

tarama



| Hediyeli Pre TEST

Soru — 3 : Asagidakilerden hangisi bir Hipertansif Acil ’degi

A) Hipertansif Ensefalopati

B) Durdurulamayan Burun Kanamasi
C) Akut Myokard Infarktusu

D) Aort Diseksiyonu

E) Hipertansif Akut Glomerulonefrit
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e Cevap: Burun kanamasi
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JNC 8 Hypertension Guideline Algorithm

Adult aged = 18 years with HTN

Implement lifestyle modifications
Set BP goal, initiate BP-lowering medication based on algorithm

General Population
(no diabetes or CKD)

Diabetes or CKD present

|

ﬁsﬂ = 60 years ﬂse < B0 years All ﬁgES All ﬂgES and Races
Diabetes present CKD present with or
MNo CKD without diabetes
BP Goal BP Goal
e

BP Goal BP Goal
< 140/90 < 140/90

Initiate ACEI or ARB,

Nonblack Black
| —‘ alone or combo
w/another class
Initiate thiazide, ACEI, ARB, Initiate thiazide or CCB,
or CCB, alone or in combo alone or combo

| At blood pressure goal?

J, No

Reinforce lifestyle and adherence
Titrate medications to maximum doses or consider adding another medication (ACEl, ARB, CCB, Thiazide)

At blood pressure goal?

Yes

o MNo

Reinforce lifestyle and adherence
Add a medication class not already selected (i.e. beta blocker, aldosterone antagonist, others) and titrate
above medications to max (see back of card)

Yes

b

)

A Start one drug, titrate to maximum

dose, and then add a second drug.

Start one drug, then add a second
drug before achieving max dose of
first

C Begin 2 drugs at same time, as

separate pills or combination pill.
Initial combination therapy is
recommended if BP is greater than
20/10mm Hg above goal

Lifestyle changes:
* Smoking Cessation
= Control blood glucose and lipids
= Diet
v Eat healthy (i.e., DASH diet)
v Moderate alcohol consumption
v Reduce sodium intake to no
more than 2,400 mg/day
* Physical activity
v Moderate-to-vigorous activity
3-4 days a week averaging 40
min per session.

[ Yes
l At blood pressure goal?

3-{ Continue tx and monitoring

\[, MNo

(/77 ACIL GUNLERi

Reinforce lifestyle and adherence
Titrate meds to maximum doses, add another med and/or refer to hypertension specialist

Reference: lames PA, Ortiz E, et al. 2014 evidence-based guideline for the management
of high blood pressure in adults: (JNCE). JAMA. 2014 Feb 5;311(5):507-20

Card developed by Cole Glenn, Pharm.D. & James L Taylor, Pharm.D.




Compelling Indications

Indication

Treatment Choice

Heart Failure

ACEI/ARB + BB + diuretic + spironolactone

Post —MI/Clinical CAD

ACEI/ARB AND BB

CAD

ACEI, BB, diuretic, CCB

Diabetes

ACEI/ARB, CCB, diuretic

CKD

ACEI/ARB

Recurrent stroke prevention

ACEI, diuretic

Pregnancy

labetolol (first line), nifedipine, methyldopa

Hypertension Treatment




(/221 ACIL GONLERi

2017

e

FACTS AND FORMULAS

Mean arterial pressure (MAP) = (Systolic pressure + [2 x
Diastolic pressure])/3

Cerebral perfusion pressure (CPP) = MAP - Intracranial
pressure (ICP)

Pulse pressure (dp/dt) = (Systolic pressure — Diastolic pres-
sure)/Heart rate
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Patofizyoloji

* OAB +/- %25 =» Serebral otoregtilasyon @
* OAB , hipoperflizyon, hipoksik beyin

* Kronik HT otoregiilasyon alt limiti T

* Yani normal insanin normali, HIPERTANSIFIN ANORMALIDIR
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"BU DA DEMEKTIR Ki... s it

Kronik HT hastalari “normal” kan basinci degerlerine hizli disusu tolere
edemezler.

Bu yluzden MAP, akut olarak %20-25 ten fazla dusurulmemelidir.

Normal sartlarda iyi biriyim

de, sartlar normal degil.
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Hipertansif Acil (hypertensive emergency)

Hedef organ hasari +

kan basincindaki ani yiikselmelerdir

(TA>=180-120 mmHg )
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Hemorrhage, LVH, CHD, HF
stroke, dementia

vascular .
Retinopathy disease Renal failure

Chobanian AV. JAMA. 2003;289:2560-2572. CHD, coronary heart disease.
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Primer HT kaynakh ACILLERI

Hipertansif Ensefalopati

Akselere Malign Hipertansiyon :
papilddem + basagrisi + renovaskuler hastalik
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Serebrovaskiiler Kriz Gebelik iliskili
Hemorajik iInme Eklampsi Pre-Eklampsi
iskemik inme S HELLP Sendromu
Subaraknoid Kanama —

Kardiyovaskuler Kriz Madde iliskili
Akut Koroner Sendrom Kokain ve Amfetamin
Kardiyojenik Pulmoner Odem Alimina baglh Sempatik Kriz

Aort Diseksiyonu
Kontrolsltiz Arteriyel Kanamalar

Renal Kriz
Akut Bobrek Yetmezligi
Glomerulonefritler
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MUAYENE
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Gebelik Iliskili

Eklampsi Pre-Eklampsi

Madde lliskili
Kokain ve Amfetamin
Alimina bagli Sempatik Kriz

Toksik tarama + ekg
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Yiuksek kan Agreve eden faktori 2017
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basincl Agriyi kes, ajitasyonu

gider, intoksikasyonu
Skb>180 veya X e y
N Dkb>110 y
/Bir Zaman sonra Tekrar\ AylrlCl tamlarl. ?62’
Olgtiir, Bagka TA aleti HAYIR Aile Hek / Dahiliye /
kullan, dinlenmis > Kardiyoloji kontole ¢agir.

oturmus olarak olgtir. Acil Serviste TA disirilmek

Hala yiksek mi?
\_ Y J

\_ zorunda olmadigini anlat. Y,

A\ 4
/~ Hedef Organ Hasari ) a I
VAR MI? evet . _ L o
N6ro Kardiyo Fm Tam HIPERTANSIF ACIL YONETIMI
Yap HYPERTENSIVE EMERGENCY
EKG, Bun Kre Tit, Trop...
\ Gerekiyorsa Kr BT j \_ J
v
/ .. ) \ HT iVEDI DURUM
Ozgegcmiste SVO, le evet (ht urgency)
KKY, ABY veya HT ACiL Tedaviyi baslat
durum var mi? AS’de TA dislirmek zorunda degilsin.
\_ J Yakin takip icin yonlendir.
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2017 High Blood Pressure Clinical Practice Guideline

Figure 11. Diagnosis and Management of a Hypertensive Crisis

SBP =180 mm Hg and/for
DBP =120 mm Hg

Target organ damage new)/
progressive/worsening

l e s M o l

Hypertensive Markedly elevated BP
emergaency

¥

Reinstitute/intensify oral
antihypertensive drug therapy
and amange follow-up

Cond itions:
= Aortic dissection

= Severe preeclampsia or eclampsia
= Pheochromocytoma crisis

=Y

O

Colors correspond to Class of Recommendation in Table 1.
*Use drug(s) specified in Table 19.

T other comorbidities are present, select a drug specified in Table 20.

BP indicates blood pressure; DBP, diastolic blood pressure; ICU, intensive care unit; and SBP, systolic blood pressure.
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Hipertansif Urgency (ivedi durum)

Kronik hipertansiflerde
Altta yatan sebep duzeltilmeli
Kan basinci > 180/110 mmHg ise tedavi edilmeli

Hedef, kan basincini 24 saat icinde 160/100-110 mmHg’ye disliirmek
olmali

Oral ilaclarla-Hastane disinda tedavi yapilabilir
Etyolojik sebep arastiriimali




Research

Original Investigation

Characteristics and Outcomes of Patients Presenting
With Hypertensive Urgency in the Office Setting

Krishna K. Patel, MD; Laura Young, MD; Erik H. Howell, MD; Bo Hu, PhD; Gregory Rutecki, MD;
George Thomas, MD; Michael B. Rothberg, MD, MPH

IMPORTANCE The prevalence and short-term outcomes of hypertensive urgency (systolic
blood pressure =180 mm Hg and/or diastolic blood pressure =110 mm Hg) are unknown.
Guidelines recommend achieving blood pressure control within 24 to 48 hours. However,
some patients are referred to the emergency department (ED) or directly admitted to the

hospital, and whether hospital management is associated with better outcomes is unknown.

OBJECTIVES To describe the prevalence of hypertensive urgency and the characteristics and
short-term outcomes of these patients, and to determine whether referral to the hospital is
associated with better outcomes than outpatient management.

DESIGN, SETTING, AND PARTICIPANTS This retrospective cohort study with propensity
matching included all patients presenting with hypertensive urgency to an office in the
Cleveland Clinic Healthcare system from January 1, 2008, to December 31, 2013. Pregnant
women and patients referred to the hospital for symptoms or treatment of other conditions
were excluded. Final follow-up was completed on June 30, 2014, and data were assessed
from October 31, 2014, to May 31, 2015.

= Invited Commentary
page 988

Supplemental content at
jamainternalmedicine.com

CME Quiz at
jamanetworkcme.com and
CME Questions page 1040
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Table 2. Unadjusted Outcomes of Patients With Hypertensive Urgency 2017
Referred to Hospital Sent Home
Outcome (n = 426)* (n = 58109) P Value®
MACE*"
id 2 (0.5) 61 (0.1) .02
8-30d 2 (0.5) 119 (0.2) .23
1-6 mo 4 (0.9) 492 (0.8) .83
Uncontrolled hypertension
1 mo? 349 (81.9) 49320 (84.9) .09
6 mo=* 213 (66.6) 24 819 (60.2) .02
All-cause hospital admission
7d 35(8.2) 2311 (4.0) <.001
8-30d 48 (11.3) 3897 (6.7) <.001
Abbreviation: MACE, major adverse cardiovascular events. © Includes acute coronary syndromes and stroke or transient ischemic attack.
? Includes emergency department visits, observation, and inpatient hospital 9 Last blood pressure reading within 1 month was at least 140/90 mm Hg.

admissions. The sensitivity analysis restricted to patients who have follow-up & Last blood pressure reading within 6 months was at least 140/90 mm Hg.
and primary care physicians in our system can be found in eTable 3 in the

r ' o ; ;
Supplement. Blood pressure readings were missing in 106 patients in the group referred to

the hospital and 16 849 patients in the group sent home.
b Caleulated using the Pearson ¥ test.

Table 3. Outcomes of Asymptomatic Patients in Propensity-Matched Comparison

No. (3¢) of Patients

Referred to Hospital Sent Home

Outcome {n = 426)" (n = 852)° P Value®
MACE®

7d 2 (0.5) 0 11*

8-30d 2 (0.5) 0 11*

1-6 mo 4 (0.9) 8 (0.9) =99
Uncontrolled hypertension

1 mof 349 (81.9) 735 (86.3) .04

6 mo®h 213 (66.6) 393 (64.6) .56
All-cause hospital admission

7d 35(8.2) 40 (4.7) .01

8-30d 48 (11.3) 59 (6.9) 009

Abbreviation: MACE, major adverse cardiovascular events. 4Includes acute coronary syndromes and stroke or transient ischemic attack.
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63.1(15.4) years; 57.7% were women; and 76.0% were white. Mean (SD) body mass index
(calculated as weight in kilograms divided by height in meters squared) was 31.1 (7.6); mean
(SD) systolic blood pressure, 182.5 (16.6) mm Hg; and mean (SD) diastolic blood pressure,
96.4 (15.8) mm Hg. In the propensity-matched analysis, the 852 patients sent home were
compared with the 426 patients referred to the hospital, with no significant difference in
MACE at 7 days (0O vs 2 [0.5%]; P = .11), 8 to 30 days (O vs 2 [0.5%]; P = .11), or 6 months

(8 [0.9%] vs 4 [0.9%]; P > .99). Patients sent home were more likely to have uncontrolled
hypertension at 1 month (735 of 852 [86.3%] vs 349 of 426 [81.9%]; P = .04) but not at

6 months (393 of 608 [64.6%)] vs 213 of 320 [66.6%]: P = .56). Patients sent home had
lower hospital admission rates at 7 days (40 [4.7%] vs 35 [8.2%]; P = .01) and at 8 to 30 days
(59 [6.9%] vs 48 [11.3%]; P = .009).

CONCLUSIONS AND RELEVANCE Hypertensive urgency is common, but the rate of MACE in
asymptomatic patients is very low. Visits to the ED were associated with more
hospitalizations, but not improved outcomes. Most patients still had uncontrolled
hypertension 6 months later.

JAMA Intern Med. 2016;176(7):981-988. doi:10.1001/jamainternmed.2016.1509
Published online June 13, 2016.

Copyright 2016 American Medical Association. All rights reserved.

Author Affiliations: Department of
Internal Medicine, Medicine Institute,
Cleveland Clinic Foundation,
Cleveland, Ohio (Patel, Young,
Howell, Rutecki, Rothberg);
Department of Cardiology, University
of Rochester, Rochester, New York
(Howell); Department of Quantitative
Health Sciences, Cleveland Clinic
Foundation, Cleveland, Ohio (Hu);
Department of Nephrology,
Cleveland Clinic Foundation,
Cleveland, Ohio (Thomas).

Corresponding Author: Krishna K.
Patel, MD, Department of Internal
Medicine, Medicine Institute,
Cleveland Clinic Foundation, 9500
Euclid Ave, Desk G10-C, Cleveland,
OH 44195 (patelkll@ccf.org).
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Ulkemizde ivedi Hipertansiyon
Tedavisinde Kullamlan Oral llaclar

llac/Jenerik Preparat ad Ticari sekli
Captopril Kapril, Kaptopril 25-50 mg tb
Felodipine Plendil 2.5-5-10 mg film tb
isradipine DynaCirc-SRO 5 mg kapsiil
Amlodipin Morvasc-Amlodis 5-10 mg tb
Methyldopa Alfamed 250 mg film tb
Prazosin Minipress 1-2-5 mg tb
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Asemptomatik HT
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| Asemptomatik HT

Asergptomatik Fiddi hipfzrtangiypnu olan bir GCiL SEI’ Vis hastasinin
degerlendirme énerisi mevcut degildir.

?Eye’gg)llikle istenen tetkikler; temel metabolik panel (%73), EKG (%53), PAAG (%46), TIT
0 .

Hastalarin %50sinde beklenmedik sonucglar goériilse de, sadece %6sinda klinik olarak
anlamli sonuclar bulunmustur.

Kaynak : Tintinalli 7th

Ne yapsalar BOS
GOKLERDEN GELEN BiR KARAR VARDIR !
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“Tedavi - ILAC DOZLARI
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Kapi doktoru kapiya
[titfen!

Gozleme Gozleme
Liitfen/

"Bir elinde cimbiz bir elinde ayna // Umurunda mi
diinya?! " — Sitki Sarper Saglamiile.




Ilac

Nitroprusside

Nitroglycerin

Nicardipine

Fenoldopam

Doz

0.25 ngl/kg/dakika
inflizyon

5-100 pg/dakika
inflzyon

5-15 mg/saat, IV

0.1-0.3 pg/kg/dakika
infizyon

Yan Etki

Bulanti, kusma, terleme,
tiyosiyanat intoksikasyonu

Bas agnsi, kusma,
methemoglobinemi,

uzun sire kullamimda

tolerans

Tasikardi, bas agnsi,
flushing

Tasikardi, bas agnsi,
bulanti, flushing

0 /0E 1 TACIL GUNLERi

2017
Endikasyon/ iaieiising
Cekince
Cogu HT vedi durumda
uygun.

Kafa ici basing artisi ve
azotemide dikkatli

Akut koroner sendromda
seckin.

Serebral ,renal
perfuzyonu nskl
hastalarda
kacimin volum
kaybiyla dahada
kotulesebilen
hipotansiyon ve
refleks taskardi
olusturabilir

Cogu HT wvedi durumda
uygun.

Kalp yetersizligi ve akut
koroner

sendromda kacinmali

Cogu HT ivedi durumda
Uy gun.
Glokomda kullanilmamal



Ilac

Hydralazine

Labetalol

E=molol

Phentolamine

Doz

10-20 mg, IV
10-40 mg, IM

20-80 mq,
10 dakikada bir IV
bolus

250-500 pwg/kg/
dakika 'V bolus,
Ardindan 50-100 pg/
kgdakika

Infizyon 4dk yanit
alinmazsa yukleme
dozunu tekrarlayin
ve yuklem dozunu
50 mcgl/kg /dk v 4
dk artislarla
yukseltin

5-15 mg, 'V bolus

Yan Etki

Tasikardi, bas agns,
kusma, flushing, anpna

Bulanti, kusma,

bronkokonstnksiyon,
kalp blogu

Bulanti, astim, kalp blogu,

kalp yetersizhgi

Tasikardi, bas agns,
flushing
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Endikasyon/
Cekince

Eklampside uygun.

Cogu HT wedi durumda

uygun.
Akut kalp yetersizliinde
kullarmilmamal

Aort diseksiyonu,
pernoperatif
hipertansiyonda

uygun.

Bradikardi, kalp

blogu kardiyojemik

sok dekompanse KY wveya
aktif bronkospazmh
hastalarda kacimin

Katekolamin artisi
durumlannda
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Nitrogliserin PERLINGANIT ©

ampul

1 ampul PL: 10 mg=10.000 mcg perﬁnganit 10 ml

* 100 cc SFicinde 1 ampul PL
* 1cc SF: 100mcg PL

* 5 mcg/dk =300 mcg/saat
* 3 cc/saat SF =300 mcg/saat "-r'-"':'_’(jf;f’,'f;,'l-f.‘..If:-ff-‘.
* 5mcg/dk ilac verebilmek icin; 3cc/s SF orderlanir. bipyon Ykt

5 mcg/dk = 3 cc/s
10 mcg/dk = 6 cc/s
15 mcg/dk = 9 cc/s
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Esmolol Brevibloc ®

500 mcg/ kg / dk  bolus et ‘
50 mcg/ kg 4 dk.da infiizyon T o yanchore

in Sodium chiorive

J &g &2

. - Lot ien e DT y = P
Kolay yolu: kg/20 = puse dozu N e 3
. " [ e e il s g 2
Kg/20 * 6 = inflzyon dozu f == SR
SIS 33 widid
SRR
y | SER
Ornek 80 kg hasta, 1 | S

4cc/s puse
4*6= 24cc/s inflzyon &
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Metoprolol — Beloc ®

* 5 mg/ iv puse
e Akut koroner sendromda
* Aort diseksiyonunda Nitratlardan once

RN T A
' Beloc iv. (8 M95 mi)



Nitroprusside NIPRUSS ©

.X-r"l‘r-'_ 3 = (.

* Seyreltilmesinde sadece %5 dextroz kullaniimalidir.

* Isiga duyarli, bu nedenle aliminyum folyo ile sarilmalidir.

e Siyanur zehirlenmesi

* Tiyosiyanat zehirlenmesi Ani olarak kesildiginde rebound

hipertansiyon

* Diger yan etkiler bas agrisi, bulanti, kusma ve karin kramplari bulunur.

* Aritmiler ortaya cikabilir.

* Ekstravazasyonu doku nekrozuna neden olur.

KOLEAYSY(@LEE
60 mg: 60000 mcg

0.5 mcg / kg / dk ornek 80kg
2400 mcg/saat

100 cc dex 60000 mcg ilag var. 1cc: 600 mcg ilag
var
4 cc/saatten agarsak 0.5mcg/kg/ dkdan

_inflizyon agmis oluruz.
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Turkiyedeki parenteral Anti-HT lerin ik iin
HT Acillerde Endikasyonlari

 Primer HT kaynakli ACILLERI

 Hipertansif Ensefalopati m——) Nitroprussid

* Akselere Malign Hipertansiyon : > Nitroprussid

* papilodem + basagrisi + renovaskuler hastalik
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erebrovaskuler Kriz
Iskemik Inme

Hemorajik iInme m—) Nitrogliserin
Subaraknoid Kanama
>

Kardiyovaskuler Kriz
Akut Koroner Sendrom

Esmolol

Nitrogliserin, Beta

I Bloker

Kardiyojenik Pulmoner Odem
Nitrogliserin, Nitroprussid, Furosemid

. _ Once B-Bloker, sonra Nitrat
Renal Kriz
Akut Bobrek Yetmezligi
— Nitroprussid ve ACE inh. VERME |

Aort Diseksiyonu
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Gebelik Iliskili _ . .
Eklampsi Pre-Eklampsi HELLP Sendromu ) Hidralazin, Metildopa +
Magnezyum
Madde iliskili
Kokain ve Amfetamin Alimina bagl !
Sempatik Kriz —) Diazem +

Nitrogliserin+b bloker
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E&cute (<72 h from symptom onset) ischemij 2017

stroke and elevated BP , ﬁ %I

Patient
qualifies for IV
thrombolysis
therapy

BP €220/110 mm Hg BP >220/110 mm Hg

And
SN e s ™
Initiating or reinitiating treatment of Lower BP 15%
hypertension within the first 48-72 during first 24 h
hours after an acute ischemic stroke is (Class Ilb)
ineffective to prevent death or
dependency
(Class Ill: No Benefit)

e D

For preexisting hypertension,
reinitiate antihypertensive drugs
after neurological stability
(Class lla)
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Figure 7. Management of Hypertension in Patients With Acute ICH

[ Acute (<6 h from symptom onset) J

spontaneous ICH

SBP 150-220 mm Hg SBP >220 mm Hg

s A —
SBP lowering to .SBP Iower.lng W.Ith
continuous IV infusion and
<140 mm Hg L
close BP monitoring
(Class Ill:Harm)
\ y (Class Ila)

Colors correspond to Class of Recommendation in Table 1.
BP indicates blood pressure; ICH, intracerebral hemorrhage; IV, intravenous; and SBP, systolic blood pressure.
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Soru

* 55 yas E. 1 saattir olan sol kolda ve bacakta kuvvet kaybi. Fm: 2/5 kas
kuvveti mevcut. TA: 210/125. BBt'de kanama yok. Iskemik Svo tanisi
koydunuz. Sevkedeceksiniz. Antihipertansif verecek misiniz?

A) 2 Kapril 2 Lasix yaparim
B) 1 Kapril 1 Lasix yaparim

C) 1 Kapril veririm

D) Nitrat baslar, TA takibine gore titre ederim.
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Soru

Bilinen HT hastasi, tansiyon oOlctliirmeye geldigi hastanede TA: 190/110
cikan ve aktif sikayeti olmayan 48 yas Kadin icin hangisi yapilmali?

A) 1 Kapril verip EKG cekilmeli
B) 1 amp Lasix yapip 30 dk sonra tekrar olctlmeli
C) Kraniyel BT icin sevkedilmeli

D) Dinlenmis ve sakin sekilde tekrar olctilmeli. Fizik muayene ile HT Acil
(Emergency) durum ekarte edilmeye calisiimali, siphe halinde tetkik
istenmeli.
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Diyabetik Aciller

Diyabetik Ketoasidoz
Hiperglisemik, Hiperosmolar Non-Ketotik Durum

Hipoglisemi
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Soru: Diyabetik
Ketoasidozda,
~INSULIN baslamadan

Degeri mutlaka
bilinmelidir ?

o SN

a) Potasyum
b) Bikarbonat




(/77 ACIL GUNLERi
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insalin Eksikligi m

ve karsit-duzenleyici hormon (birincil olarak glukagon) fazlaligi

DKA - mekanizma | /™ 1 %

Hicresel daha Artmig hepatik Lipolizis Protein yikimi
az glukoz glukoneogenez
kullanimi

sy A
7\ Ke PPV Diyabetik Ketoasidozun Onemli Nedenleri N P Hepatositlere yag Kag%‘g:?;?f" g
Giinliik insiilin enjeksiyonlanni atlama veya unutma Hiperglisemi asidlerinin taginmas|
Insiilin pompas! kateterinin tikanmas / yerinden ¢ikmasi 1 Glukoz igin agir Kamitin transferaz 1
Enfeksi glomeruler T,

KTy Glukozuri ™ :
Gebelik Hepatik mitokondri
Hipertirodizm v e R B B oksidasyon
e - i e a, U, y K, LA,
Madde suistimali (kokain) Ozmotik dilirez — " \1q ve N kaybi L
llaclar: steroidler, tiazidler, antipsikotikler, sempatomimetikler Ketoasitier »
v
Sicak Carpmasi Azalmis GFH 1 1 1
Serebr?vaSk_mer Olaylar Kusma Anyonagigr Ketonuri
Gastrointestinal kanama v Metabolik asidoz
Miyokard enfarktisi Ciddi hiperglisemi
Pulmoner emboli | 1 I
Pankreatit Hucre igi Deh]drasyon ve Telaﬁ edici
Major travma dehidratasyon = Hemokonsantrasyon ; takipne
Cerrahi 1
4
Biling Sok

bozuklugu
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DKA - Tani

= Table 1

- UK vs USA diagnostic criteria for DKA

UK

Mild

USA

Moderate

Severe

“D”—a glucose

>11.0 mmol/L (200 mg/dL) or a

>13.9 mmol/L

=>13.9 mmol/L

>13.9 mmol/L

concentration previous history of diabetes mellitus (=250 mg/dL) (=250 mg/dL) (=250 mg/dL)
“K"—the >3.0 mmol/L or significant (>2+) on  Urine or serum  Urine or serum  Urine or serum
presence of standard urine ketone sticks ketone positive  ketone positive  ketone positive
ketones
AT pH <7.3 7.25t0 7.30 7.00 to <7.24 <7.00
confirmation of - gepypy <15 1510 18 10 to <15 <10
an acidosis bicarbonate

(mmol/L)

Anion gap Not applicable =10 >12 >]12
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Oglisemik DKA

= Gen¢c Tip 1 DM

" Gebe

= |nsilin kullandiktan hemen sonra basvuranlar
= Kronik Alkolik , KC Yetmeazligi

" Beslenme Yetersizligi
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DKA — Tedavi

Fizik muayene : Sebebi ara.
Enfeksiyon? Gis kanama? Gebelik? PTE? MI? Akut Batin?

Hemogram Elektrolitler Ure kre Vendz Kangazi Tit EKG

Intraven®z Sivi
Insilin
Potasyum
Bikarbonat

Fosfor
Magnezyum




Treatment

Brief history/examination
Monitor, glucose, ECG, urine/serum ketones
IV #1 NS 15-20 mL/kg/h for first hour

#2 0.5 NS TKO
Send electrolytes, CBC, phosphate,
calcium, magnesium, VBG, consider
blood/urine culture.

If initial [K*] =5.2 initiate 1V infusion of regular
insulin at 0.1-0.14 units/kg/hr*. Repeat [K*]
STAT in 2 hours (fluid rate guide below)

If initial [K*] is >3.3 and <5.2 and urine output
add 20-30 mEq of K* to each liter of fluid
and insulin drip as above

If initial [K*] is <3.3 hold insulin drip and give
K* @20-30 mEg/h until [K*] is >3.3 then
initiate insulin drip as above

After NS bolus: Generally for eunatremia or
hypernatremia give 0.45 NS @250-500 mL/h
with K* supplement as above.

For hyponatremia continue NS at 250-500 mL/h

If ph <6.9 may give 100 mmol NaHCO5 in

400 mL of water with 20 eq KCL at 200 mL/h.
Repeat every 2 hours until pH >7.0. Check [K*]
every 2 hours

Time

—1 1 hour

— 2 hours

—+ 3 hours

Comments

If glucose >250 (12.8 mosm/L), urine + ketones,
assume DKA Search for precipitant, infection
Check ECG for hyperkalemia, infarction

Foley catheter as needed

Begin flow sheet of vital signs, mental status,
BS, lytes, AG, venous pH, I/Os

Perform detailed history and exam

Initial electrolytes: check osmolarity, AG, BS,
corrected [Na*], potassium

Initial [K*] determines further therapy
Adequate urine output is essential before
initiating K* therapy

Repeat glucose, electrolytes, AG
If AG >25 or glucose >800 (44 mosmol/L)
or significant comorbidity, consider ICU disposition

If AG <25 and glucose <800 (44 mosmol/L)
and no significant comorbidity, consider floor
or diabetic unit disposition

Rate of hydration is dependent on
hemodynamics, hydration status, urine output

Patients with pH >6.9 do not require NaHCO,

Recheck glucose, lytes, AG, VBG, mental
status, 1/Os, check results of initial phosphate,
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hypernatremia give 0.45 NS @250-500 mL/h
with K* supplement as above.
For hyponatremia continue NS at 250-500 mL/h

If ph <6.9 may give 100 mmol NaHCO; in

400 mL of water with 20 eq KCL at 200 mL/h.
Repeat every 2 hours until pH >7.0. Check [K*]
every 2 hours

Active
Goals:

-Adequate fluid infusion

-Insulin infusing

-Maintain [K*] 3.3-5.2

-Lower glucose by 75 mg/dL/h

-Maintain adequate electrolytes
(Ca, Mg, Phos)

When glucose approaches 200 (11 mmol/L)
change IV to D5 0.5 NS with 20-40 mEq KCL/L
and/or decrease insulin rate to 0.02-0.05
units/kg/h®

—3 hours

Correct estimated fluid deficits in the first
24-36 hours

Maintain serum glucose 180-200 (10-11 mmol/L)
and continue insulin drip for at least 12 hours or
until DKA resolves: glucose <200 (11 mmol/L)
and AG normal, pH >7.3 and HCO; >15

Patient able to eat: give SC short- and long-
acting insulin, feed patient, discontinue IV
insulin 1-2 hours AFTER SC insulin

1 4-12 hours

— 12-48 hours

(/77 ACIL GUNLERi
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Rate of hydration is dependent on
hemodynamics, hydration status, urine output

| Patients with pH >6.9 do not require NaHCO,

Recheck glucose, lytes, AG, VBG, mental
status, I/Os, check results of initial phosphate,
magnesium, calcium. Check electrolytes every
2 hours initially in ED. Check glucose hourly

If blood glucose does not decrease by 10%
(or 3 mmol/L/h) after 1 hour of insulin therapy,

give 0.14 units/kg bolus then resume previous rate

If blood glucose decreasing faster than
50-75 milligrams/dLU/h, decrease insulin drip.
Check glucose hourly

In young and new-onset diabetics avoid excess
free water, monitor carefully for development of
cerebral edema, and have mannitol bedside

Recheck lytes, glucose, AG: repeat in 4 hours
If taking PO, consider oral K, Phos, Mg
replacement as needed

Late complications:
Refractory acidosis (sepsis)
Cerebral edema

Vascular thrombosis (rare)
ARDS

Mucormycosis (rare)

FIGURE 225-2. Timeline for the typical adult patient with suspected diabetic ketoacidosis (DKA). “IV insulin infusion <1.0 units/kg/hr may require a bolus dose of regular insulin
(0.1 unit/kg)*. AG = anion gap; ARDS = acute respiratory distress syndrome; BS = blood sugar; ECG = electrocardiogram; ICU = intensive care unit; 1/0s = inputs/outputs; NS = normal
saline; TKO = to keep vein open; VBG = venous blood gas.
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Intravenoz Sivi

0-2 saatte 2 It

2-6 saatte 2 It

6-12 saatte 2 It

Kalan %50 ----> 12 saatte

SKS 250 mg/dlt diizeyine geldiginde dekstroz eklenmeli

Yalnizca sivi replasmani ile glukoz konsantrasyonu % 17-80 oraninda
duser
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Potasyum

K* > 5,2 ise insilini ver. Potasyum Verme
K* 3,3-5,2 Insulin ver. Potasyum 20-30 meq / L (2 ampul K, 1 litre Sf’e)

K* < 3,3 insulini kes. Potasyum basla.
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Instlin

lv inflzyon dneriliyor

0,1 - 0,14 Gnite / kg / saat
Puse artik onerilmiyor
Once potasyum gor
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Bikarbonat

Tartismali

Orta ve hafif asidozda yeri yok

pH < 7,0 oldugunda oneriliyor

100 meqg HCO3, 2 saatte gidecek sekilde verilmeli.
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| YbU Endikasyonlari

KS > 800 mg/dl veya
AG > 25 ise

Tedaviye ragmen bilinc bulanikligi
Eslik eden kompl.



<\ /57 ACIL GUNLERI

2017

el e

Taburculuk

DKA tanisi konulan hasta, mutlaka yatirilmahdir.

Taburculuk SERVISTEN!
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| DKA — Sik Yapilan Yanlislar

Ekg cekmemek

Hemen iv puse insllin baslamak

Yeterli iv sivi vermemek (8 saatte 250 cc sf almis hastalar...)
Elektrolitleri 5nemsememek

Altta yatan sebebi arastirmamak

Kan sekeri distince hizla taburculuk

Hipoglisemiye sokmak
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Hangisi Daha Mortaldir?

DIYABETIK HIPEROSMOLAR

KETOASIDOZ NONKETOTIK DURUM
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* Koma ?
Hyperosmolar hyperglycemic state.
Emerg Med Clin North Am. 2005; 23(3):629-48, vii

Amerikan Diyabet Cemiyeti

> 600 mg / dL Kan sekeri

>320 mOsm / kg

Derin dehidratasyon, ortalama 9L'ye kadar
pH > 7.30'dan

Bikarbonat > 15 mEq /L

Dusuk ketontri ve distk ketonemi

Bilincte bir takim degisiklikler


https://reference.medscape.com/viewpublication/5368

0/ 0E T ACIL GUNLERi

2017

7N PYEW Diagnostic Criteria for Diabetic Ketoacidosis (DKA) and AP e

Hyperosmolar Hyperglycemic State (HHS)

DKA HHS
Plasma glucose >250 milligrams/dL >600 milligrams/dL
(>13.8 mmol/L) (>33.3 mmol/L)
Serum bicarbonate <18 mEq/L (<18 mmol/L) >15mEqg/L (>15 mmol/L)
Urine acetoacetate® + — or small
Serum ketones' + — or small
Serum osmolality* Variable >320 mOsm/kg
(>320 mmol/kg)
Anion gap* >12mEqg/L (>12 mmol/L) <12mEq/L (<12 mmol/L)
Arterial/venous pH <730 >7.30

*Nitroprusside method.

fGas chromatography method or nitroprusside method.

*0smolality calculation: 2(measured [Na*] + glucose (milligrams/dL or mmol/L)/18.
*Anion gap calculation: [Na*] — [CI"] + [HCO, .
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Treatment of Hyperosmolar Hyperglycemic State

IV Fluids Insulin Potassium

Administer NS 1.0 L'h 0.1-0.14 units/kg/h IV insulin infusion

A

A J

Evaluate corrected

) . If serum K* is <3.3
serum Na and hydration Goal is glucose | by 50 mg/dL/h (2.8 mmol/L/h). e e
I If glucose | >70 mg/dL/h (>3.9 mmol/L/h), decrease K* until K* =3.3 mEq/L.
l l insulin to 0.05 units/kg/h.
Serum Na high If glucose | <50 mg/dL/h (<2.8 mmol/L), increase
or normal Serum Na low insulin to 0.14—0.20 units/kg/h.
1 If serum K* =5.0 mEq/L,
do not give K* but check
INS at 4-14 ml/kg/h NS at 4—14 mL/kg/h When serum glucose =300 mg/dL (=16.6 mmol/L) potassium every 1-2 h.
Change to D53NS and decrease insulin to 0.05 If serum K* =3.3 but
units/kg/h to maintain serum glucose between <5.0 mEg/L, provide K*
200-250 mg/dL (11-13.8 mmol/L) milligrams/dL until to maintain serum
plasma osmolality is =315 mOsm/kg. K = at 4-5 mEqg/L.*
kL
Check electrolytes, blood urea nitrogen, creatinine,
and glucose every 2 h until stable. After resolution of
HHS, provide SC insulin as needed.




N/ ETARIL GONLERI

2017

e

Hipoglisemi

kan sekerinin J,

otonomik hiperaktivite (anksiyete, irritabilite, palpitasyon) ve/veya
norolojik disfonksiyon (letarji, bilin¢ bulaniklig, nobet, koma)
tablosudur.

Kan sekeri normal seviyeye dondiginde klinigin duzelmesi beklenir.

Whipple triadi

hipoglisemi semptom ve bulgularinin olmasi,
plazma kan sekerinin 40 mg ve altinda olmasi,
glukoz verilmesi ile kan sekeri normale doniince semptomlarin ortadan kaybolmasi.




Hipoglisemi Tedavisi
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D10 mu D50 mi ?

D50, rebound hipoglisemi riskini artirabilir
doku nekrozu riski artiyor

Moore C, Woolard M. Dextrose 10% or 50% in the treatment of
hypoglycaemia out of hospital? A randomised controlled trial. Emergency
Medicine Journal. 2005;22(7):512-515. PMID: 15983093.

Krinsley JS. Glycemic variability: a strong independent predictor of mortality
in critically ill patients. Crit Care Med. 2008;36(11):3008-13.
PMID: 18824908.
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Kissadan Hisse

* «Hipertansif Emergency» nadirdir.

* Asemptomatik Hipertansiyonda AHT tedavi verilmez.

* Once ekarte et.

* Acilde HT tedavisi intravendz ve titre edilebilir sekilde yapilmalidir.
* Diyabetik acillerde altta yatan sebebi bul.
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Soru - Katki

Tesekkdurler. Takipte Kalin

Acil Hekimine Tuyolar acilsariseron kayserieah_acil



