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TERMOREGULASYON

Vicut ic sicakliginin dengeli bir sekilde sabit tutulmasidir
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Hiicre metabolizmasi

Kas aktivitéleri
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>\ VUCUT SICAKLIGININ HANGI
“ “DEGERLERIN USTUNE CIKMASI ATE§
| OLARAK KABUL EDILIR'? >

o Aksiller > 37.2°C

e Oral > 37.8°C

. Rektal - > 380C

« Timpanik > 380°C (Rektal mod) >37.5°C (Oral mod)

e Alin > 380C |
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A:I"ESE_NEDEN OLAN MEKANIZMA’I’.AR’,,

1. Pirojen
Enfeksiyon
Malignite
.~ Inflamatuar hastaliklar
2. Asiri isi uretimi
~_Salisilat zehirlenmesi
~Malign hipertermi | >
- 3. Isi kaybinda defekt olmasi .
~Ektodermal displazi
Sicak carpmasi
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IL-1
“IL‘-6
TNFa
Interferonlar (IFN-a, IFN-B, IFN-y)
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e Mikroorganizmalar
Gram (-) — lipopolisakkarid
Gram (+)— peptidoglikan...

e Mikrobiyal toksinler

/

Endotoksin
Enterotoksinler
Eritrojenik toksinler
o Ilaclar
Vankomisin
Amfoterisin'B
Allopurinol
Bleomisin |
" Dadnorubicin y
L-asparaginaz |
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DOLASIM Davranis degisikligi
= I

‘ ‘ Korteks

ENDOJEN ] 4
PIROJENLER , HIPOTALAMUS
‘ ‘ PG‘EZ 7
Monos_it’ makrOfaj’ _natrOf"’ | [Ayar noktasinin (set TERMOREGULATU)-\
_lenfosit, endotel, glial point) yiikselmesi] NORONLAR
hiicreler, mezankimal ~ '
hiicreler ' / S l
- : 1 Py Periferal efferentler =~ . = VaonotorMe‘rkez
’ EKZOJEN PiROJEN | Kas kontraksiyonu- - Dé\'ride quokonétriksi?on
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- 'Ates, viicudun zararh etkenlere -
karsi gelistirdigi adaptif bir yanittir
: Vﬁcuf sicakhgi arttiginda;
1. Inflamasyon sistemi daha iyi calisir
2. Mikrobiyal cogalma hizi azalhr

ATES, ORGANIZMANIN YARARINA IiSLEV GORUR

— , J 4
P P { "/ .\.
o, -5

\ A\



TERMOMETRELER

. Civali termometre

. Elektronik termometre

. Kizil otesi kulak termometresi
. . Temassiz termometre '

. Plastik termometre

\ A\



s
a)|>
ik
O |
Qo
5
&1 1o
g
Z
o |
0| A
b |




’l
e — , SOV T
' 1'% 1 ) fa T i
- XY A '-" ‘ vi i . A '/
'l \ ’\ ‘\l\ \ '\l wiw : \ " ,‘ /0 ) ':.
- \ L : . "o - : ‘ : - )
N PR R bperi S Rt AT LN DY R/

‘
/ F w
a4 rd y,

L R YN B IR IR B NEDENI BILINMEYEN |} . .
ATES BILGISI AKUT ATES ATES TEDAVISI

w
—y

L8

/ / ’/ “ ‘ . \ ; . s o
\ \ 7 '
Y \ Z



Atesli hasta
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I Ciddi bakteriyel enfeksiyon yoniinden risk tasiyor mu? |
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TOKSIK G(")RUNUM '

Blllng degisikligi: etrafa |Ig|5|zI|k letarji, irritabilite, anney|
tanimama, teskin edilemeyen aglama .

Beslenme bozuklugu: emmeme, kusma
= Taisika'rdi ve takipne, periferik dolasim bozuklugu - )
Berlde Kirli- -gri renk, cutis marmoratus - |
Peteslyal dokuntu |
T|tremeyle yukselen ates _ V- | S
> 40° C ates , N\ . 2 < N
Yenidogan reflekslgrinde»azaln)a. |
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RISK GRUPLARI

| YAS
1 <1 ay bebekler
N 1-3 ay arasi bebekler
} 3-36 ay arasi bebekler

ALTTA YATAN HASTALIK

o Agir beslenme bozuklugu

Orak huicre anemisi
& Aspleni

B Immun yetmezlik
Konjenital kalp hastaligi
Notropenik hastalar
Malignite
Santral ven kateteri - Idrar sondasi vs.
Total parenteral beslenme uygulanan hastalar
Genis spektrumlu antibiyotik kullanan hastalar
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TKSve formul BK <5 000 >15 000/mm3 (;omak.saylsr >1. 5907mm3
Tam idrar ipcelemesi’, .- » =
Idrar kiiltliri + (Erkek < 6 ay, sunnet5|z erkek < 24 ay ‘\pUtun\\'klzIar)
Akciger grafisi :tr(Squnum slsteml semptomu varSa) » N

D)

Diski incelemesi =+ shalxyarsa) 3 ¥ QW
BOS incelemesi + ( egerlendwme guglugu veya siiphe varsa)*
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n!a':s are at L:w risk if they appear well, have a normal physica

examination, and have a caretaker reachable by telaphone and i
aboratory tests are as follows:

PITTSBURGH GUIDELINES

ntants are at low risk it they@pPEaRWEN and have a nomsl
piysicaleXamination and it |aboratory tests are as follows:

+ CBC: 5,000-15,000 WBC/u; zerprera absolute band count
<1,300/uL

+ Urine (enhanced urinalysis): 9 WBC/uL 3n= no bacteria on Gram
stain

o (CSESWECIIL and inegative Gramstain; if bloody tap, then
WBC-RBC £1:500

+ Chest radiograph: na infiltrate

¢ Stool: 5 WBC/HPF with diarrhea

ROCHESTER CRITERIA
nf:r s are at low riék it they ppear well and have a nomal

fionand if lzborato ry findings are as fo

+ (CBC: 5,000-15,000 WBC/uL; absl:llute hand count € EﬂquLl
v Uring: <10 WBC/HPF at 40
ol <5 WBC/HPF it g :
PHILADELPHIA PROTOCOL
nfants are at low risk it tney @ppearwell and have @ nomal
| 1 it labaratory tests are as follows:

+ (BC: 15,000 WBC/uL; band: total neutrophil ratio Q2
¢ Urine: <10 WBC/HPF; no bacteria on Gram stain
+ CSF: <8 WBC/uL; no bacteria on Gram stain

+ Chest radiograph: na infltrate
¢ Stool: no RBC; few to no 'WBC




l Genel durumu iyi goriinen bir cocukta, siklikla bakteriyemi ile seyreden

8 bir enfeksiyon olmadan, pozitif kan kiiltiirii olmasidir.
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Atesin yukseklik derecsi arttikca sikhg: artar
Riskli ates (Rektal): 3 aydan kucuk bebekler icin = 38°C
3-36 ay arasi bebekler igcin = 39°C
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ALISILMIS ETKENLER
S. pneumoniae
N. meningitidis

H. influenzae tip b T .

Salmonella spp.

S. aureus

< 3 AY BEBEKLER
B grubu Streptokoklar
L. monocytogenes

Enterik Gram (-) basiller



GIZLI BAKTERIYEMI

Kendiliginden diizelebilir

8 S. pneumoniae: % 30-40
H. influenzae: %5

Lokal bir enfeksiyon bicimine donusebilir
B Menenjit, septik artrit, osteomyelit,
| pnomoni vs...

~

Sebat edebilir
Sepsis (SIRS) sekline donusebilir.




GROUP MANAGEMENT

Any toxic-appearing child 0-36 mo Hospitalize, broad cultures plus other tests,” parenteral antibiotics
and temperature 238°C (100.4°F)

Child <1 mo and temperature Hospitalize, broad cultures plus other tests,” parenteral antibiotics
=38°C (1004°F)
Child 1-3 mo and temperature Two-step process
238°C (100.4°F) 1. Determine risk based on history, physical examination, and laboratory studies.
Low risk:

¢ Uncomplicated medical history

Normal physical examination

Normal laboratory studies

Urine: negative leukocyte esterase, nitrite and <10 WBC/HPF

Peripheral blood: 5,000-15,000 WBC/mm?* <1,500 bands or band: total neutrophil ratio <0.2

Stool studies if diarrhea (no REC and <5 WBC/HPF)

CSF cell count (<8 WBC/ul) and negative Gram stain

Chest radiograph without infiltrate

2. If child fulfills all low-risk criteria, administer no antibiotics, ensure follow-up in 24 hr and access to
emergency care if child deteriorates. Daily follow-up should occur until blood, urine, and CSF cultures
are final. If any cultures are positive, child returns for further evaluation and treatment. If child does not
fulfill all low-risk criteria, hospitalize and administer parenteral antibiotics until all cultures are final and
definitive diagnosis determined and treated

Child 3-36 mo and temperature Reassurance that diagnosis is likely self-limiting viral infection, but advise return with persistence of fever,
38-39°C (100.4-102.2°F) temperatures >39°C (102.2°F), and new signs and symptoms

Child 3-36 mo and temperature Two-step process:
=39°C (102.2°F) 1. Determine immunization status

2. If received conjugate pneumococcal and Haemophilus influenzae type b vaccines, obtain urine studies
(urine WBC, leukocyte esterase, nitrite, and culture) for all girls, all boys <6 mo old, all uncircumcised

boys <2 yr, all children with recurrent urinary tract infections
If did not receive conjugate pneumococcal and H. influenzae type b vaccines, manage according to the

1993 Guidelines (see Baraff et al. Ann Emerg Med 22:1198-1210, 1993)

*Other tests may include chest radiograph, stool studies, herpes simplex polymerase chain reaction.
CSF, cerebrospinal fluid; HPF, high-powered field; RBC, red blood cell; WBC, white blood cell.
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If did not receive conjugate pneumococcal and H. influenzae type b vaccines, manage according to the

1993 Guidelines (see Baraff et al. Ann Emerg Med 22:1198-1210, 1993)

*Other tests may include chest radiograph, stool studies, herpes simplex polymerase chain reaction.
CSF, cerebrospinal fluid; HPF, high-powered field; RBC, red blood cell; WBC, white blood cell.



Ann Emerg bed. 1933 Jul 2207 1:1135-210.

Practice guideline for the management of infants and children 0 to 36 months of age with fever
without source. Agency for Health Care Policy and Research.

Baraff LJ', Bass )W, Fleisher GR, Klein JO, McCracken GH Jr, Powell KR, Schriger DL,

+ Author information

Erratum in
Ann Emerg Med 1993 Sep; 220971450,

Abhstract
STUDY OBJECTIVE: To develop guidelings for the care of infants and children frarm birth to 36 months of age with fever without source,

PARTICIPANTS AND SETTING: An expert panel of senior academic faculty with expertise in pediatrics and infectious diseases or
EmMEergency medicing.

DESIGN AND INTERVENTION: A comprehensive literature search was used to identify all publications pertinent to the management of
the febrile child. YWhen appropriate, meta-analysis was used to combine the results of multiple studies. One or mare specific
management strategies were proposed for each of the decision nodes in draft management algarithms. The draft algorithms, selected
puklications, and the meta-analyses were provided to the panel, which determined the final guidelines using the maodified Delphi
technigue.

RESULTS: All toxic-appearing infants and children and all febrile infants |ess than 28 days of age should be hospitalized for parenteral
antibiotic therapy. Febrile infants 28 to 90 days of age defined at low risk by specific clinical and laboratory criteria may be managed
as outpatients if close follow-up is assured. Older children with fever less than 39.0 C without source need no laboratary tests or
antibiotics. Children 3 to 36 months of age with fever of 39.0 C or more and whose WEBC count is 15 000/mm3 ar more should have 3
blood culture and be treated with antibiotics pending culture results. Urine cultures should be obtained from all boys 6 months of age
ar less and all girls 2 wears of age or less who are treated with antibiotics.

CONCLUSION: These guidelines do not eliminate all risk or strictly confine antibiotic treatment to children likely to have occult
hacteremia. Physicians may individualize therapy based on clinical circumstances or adopt a variation of these guidelines based on a
different interpretation of the evidence.



3-36 ay arasi, ates > 39°C, toksik degil, TANI YOK

Tiim hastalara veya BK sayisi >15 000/mm:3 olan hastalara 1 doz seftriakson yapilip
ayaktan izlenir

KAN KULTURU NEGATIF
Ates diismiisse
Genel durumu iyi ise ayaktan takip

KAN KULTURU NEGATIF
Ates devam ediyor

Yeniden degerlendirilip cocugun
durumuna gore ayaktan ya da
) yatarak izlenmeli

KAN KULTURU POZITIF

Ates devam ediyor

Hastaneye yatir

Sepsis yoniinden degerlendir (BOS

| dahil)

KAN KULTURU POZITIF
Ates dusmius (antipiretik almadan)

Yeniden degerlendir, gerekirse LP
yap, tekrar kan kiulturua al.

Seftriaksonu siirdiir

Ates diisiik devam ediyor ve diger
incelemeler normal ise, tedaviyi
oral antibiyotikle 7-10 giine
tamamla

W



Positive blood culture for Streptococcus pneumoniae

Clinical evaluation Il appearing————» BC and LP

Admit for
intravenous antibiotics

Well appearing

Fever (T>38 C) Yes 4 Received antibiotic
- at the first visit*

Received antibiotic BC, strongly consider LP, and
at the first visit* either: cerftriaxone as outpatient

or admit for IV abx
BC + oral Abx Oral Abx
for 7-10 days for 7-10 days

All patients need close follow-up.
Consider obtaining a chest radiograph in any child with cough or respiratory symptoms.

age<12 months age>12 months

BC, LP, and either: BC, strongly consider LP, and

either: cerftriaxone as outpatient
or admit for IV abx

certriaxone as outpatient
or admit for IV abx

Abbreviations:

Abx= antibiotics

BC= blood culture

LP= lumbar puncture

*Abx given at initial visit with efficacy against Streptococcus pneumoniae
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NEDENI BILINMEYEN ATES

Ilk kez 1961 yilinda Petersdorf ve Beeson

1. En az uc¢ hafta siiren
2. Bir hafta siireyle hastanede yapilan incelemelere karsin nedeni belirlenemeyen

3. Dokumante edilen 38.3 °C uzerinde ates




NEDENI BILINMEYEN ATES

TABLE 56-1 Summary of Definitions and Major Features of the Four Subtypes of Fever of Unknown
Origin (FUO)

NOSOCOMIAL (HEALTH NEUTROPENIC (IMMUNE-
CARE-ASSOCIATED) FUO DEFICIENT) FUO HIV-RELATED FUO

Definition

i ts

C l:nl"TirI'r‘E:IjI

Table 177-4 | Summary of Definitions and Major Features of the 4 Subtypes of Fever of Unknown Origin

HEALTHCARE- IMMUNE-DEFICIENT
FEATURE CLASSIC FUO HIV-RELATED FUO
Definition > - (10 ) ts or (100.4°F), : A°F), >1Twk, = 0.4° vk for
¢ in h its ot ent el ( res afte r inpatients,
: i onfirmed
4 Ny A =~ { f ! \s
F / ! i\ / / ...l




'NEDENI BILINMEYEN UZAMIS
ATESIN (NBUA) NEDENLERI
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Amnnals of Tropical Paediatrcs (2003) 23, 259-263

Pyrexia of unknown origin in children: a review of
102 patients from Turkey

ERGIN CIFTCI, ERDAL INCE & ULKER DOGRU

Department of Paediarric Infections Diseases, University of Ankara Medical School, Ankara, Turkey

(Accepted July 2003)

Summary Pyrexia of unknown origin (PUJ0O) has not been appropriately investigated in Turlkash children and
therefore a study was undertaken to determine the causes of PUQ and to evaluate which clinical procedures arc
useful in establishing a diagnosis. A total of 102 children fitting the classical PLIOY criteria seen in our clinic
berween 1995 and 2002 were investigated retrospectively. Infections, collagen vascular disorders, malignancy and
miscellaneous conditons constmred 44.2%, 6.8%, 11.7% and 24.5% of cases, respecovely, while 12.8% of the
cases remained undiasgnosed. Enteric fever, brucellosis and respiratory tract infections were the most commonly
encountered infections, whereas familial Meditermanean fever was the commonest non-infectuous disorder. Biopsy,
aspiration, serology. bacreriology, radiology and observation of the clinical course were the most useful diagnostic
procedures.



Ates > 8 Giin

v

Hasta iyi goriiniiyor
‘I: Evet Hayir :I'
ILK ETAP HASTANEYE YATIR

Gereksiz tedavileri kes

Gereksiz tedavileri kes

Kan sayim ve formiil

BFT, elektrolitler, glukoz
Transaminazlar

Idrar incelemesi

Gerekiyorsa goriintiileme yap

Kan sayim ve formiil
BFT, elektrolitler, glukoz
Transaminazlar
Idrar incelemesi

| Gerekiyorsa goriintiileme yap
Gozlem ve muayeneye devam et Gerekiyorsa BOS

CRP bakmay1 diisiin

Kiiltiirler

Ampirik antibiyotik (kiiltiir sonrasi)

Gozlem ve muayeneye devam et

Ates diistii E- \
_ Neden saptandi 2 '
Haywr "

; [ J,
Kategorik arastirma yap

Nedeni tedavi et

W



Kategorik arastirma yap

ENFEKSiYON ONKOLOJI OTOIMMUN-KVH IMMUN YETMEZLIK

Urik asit ANA
LDH RF
Ferritin C3, C4, CH50

Kiiltiirler

BOS (gerekirse)

Spesifik serolojik test
Spesifik PCR
CRP/ESH (abse, endokardit,

Immiinglobulinler
Lenfosit markerlar:
Antikorlar (asilara karsi)

Periferik yayma L TFT
Akciger grafisi CRP, ESH, Ferritin
Steroid kesilmesi

osteomyelit siiphesi varsa)
Goriintiileme (gerekirse)
Amprik antibiyotik iitirler

alindiktan sonra)

Kiiltiirleri tekrarla

: V. Neden saptanamadi
- i Ek serolojik testler

1 Kemik iligi aspirasyonu

4 i - Goriintiileme
7 . szana danig — Kemik sintigrafisi
\ Ucuncu basamak merkeze sevk PET

o Gastrointestinal

4




COCUKLARDA

NBUA (FUO) NEDENLERI .

Common Causes of Pediatric FUO

Infectious

Bacterial

Viral

Other

Abscess
Bartonella
Brucellosis
Leptospirosis
Mastoiditis
Mycoplasma
Osteomyelitis
Pyelonephritis
Rat Bite Fever
Salmonellosis
Sinusitis
Tuberculosis

Tularemia

d Non-Tuberulous

Mycobacteria

Adenovirus
Arbovirus
Cytomegalovirus
Enterovirus
Epstein-Barr Virus
Hepatitis Viruses
Herpes Simplex
Virus
Human
Immunodefiency
Virus

Picornavirus

Blastomycosis

Cryptosporidium

Ehrlichiosis

Histoplasmosis

Leishmaniasis

Lymphogranuloma

Venereum

Malaria

Psittacosis

Q Fever

Rocky Mountain Spotted
Fever

Toxoplasmosis

s T
Visceral larva migrans

Non-Infectious

Oncologic

Other

Autoimmune

Leukemia
Lymphoma
Langerhans Cell
Histiocytosis
Neuroblastoma
Hemophagocytic

Lymphohistiocytosis

Behcet Disease Diabetes

Inflammatory Bowel Insipidus

_ Drug Fever
Disease
Factitious Fever

Hyperthyroidism Familial

Granulomatosis Dvsautonomia

(with polyangitis) Periodic Fever
Juvenile Idiopathic Syndromes
Pancreatitis
Arthritis

Serum Sickness

Kawasaki Disease . .
Cyclic neutropenia

Polyarteritis Nodosa Kikuchi-Fujimoto

Sarcoidosis Disease
Systemic Lupus

Erythematous
Antiphospholipid

Antibody Syndrome

Subacute thyroiditis
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Ates enfeksiyona karsi gelistirilen savunmai
vanitinin bir parcasidir.

Aileyi ve hastayi huzursuz eden bir semptomdur



| Konvulsiyon e

Atesin neden oldugu degisiklikler

8 Metabolik hizda artma
I Oksijen tiiketimde artma

B Karbondioksit uretiminde artma

Kardiyak output artisi
Solunum is yukunde artma

siginde diisme

/7 .




'ATESLI COCUGA TEDAVi YAKLASIMI

1. DESTEK TEDAVisi

Ortam isisinin ayarlanmasi

Ince ve gevsek giysi giydirilmesi
Bol sivi verilmesi

Yeterli kalori aliminin saglanmasi
Ilik su ile pansuman ve banyo

2 ANTIPIRETIK ILAC TEDAVISI

e Asetaminofen 10-15 mg/kg/doz olarak her 4-6 saatte bir

o ibuprofen 5-10 mg/kg/doz olarak her 6-8 saatte bir

® Aspirin 30-65 mg/kg/giun 4-6 dozda, Antipretik olarak kullanma
e Metamizol Asla kullanma

3. NEDENE YONELIK TEDAVI

. - ¥ & ! \
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FAHRENHEIT 451 (1966) Julie Christie - Oskar Werner
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