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ODAGI BILINMEYEN AKUT ATES
Odak Neresi?
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Ciddi bakteriyel enfeksiyon yoniinden risk tasiyor mu?

Toksik goriiniim Yas Laboratuvar
Altta yatan hastahk incelemeleri



ODAGI BILINMEYEN AKUT ATES
Odak NereSi? Fever Without A Focus

Fever Without A Source
Fever Without Apparent Source
Fever Without Localizing Signs
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Ciddi bakteriyel enfeksiyon yoniinden risk tasiyor mu?

Toksik goriiniim Yas Laboratuvar
Altta yatan hastahk incelemeleri



Table 220.2 | Management of Fever Without Source in Infants 0-36 Months Old

GROUP MANAGEMENT

Any toxic-appearing child 0-36 mo and temperature Hospitalize, cultures (blood, urine, CSF) plus other tests*, parenteral antibiotics

WELL-APPEARING CHILD

Child <22 days and temperature 238°C (100.4°F) Hospitalize, cultures (blood, urine, CSF) plus other tests*, parenteral antibiotics
Child 22—60 days and temperature =38°C (100.4°F) Three-Step Process
1. Determine risk based on history, physical examination, and laboratory studies.
Low risk:

* Uncomplicated medical history

e Well-appearing physical examination

e Normal laboratory studies

* Urine: negative leukocyte esterase and nitrite, <5 WBC/hpf centrifuged and
<10 WBC/hpf uncentrifuged

e |Inflammatory markers: temperature <38.5°C, procalcitonin 0.5 ng/mL, CRP
<20 mg/L, absolute neutrophil count <4,000-5,200/mm?

* Stool studies if diarrhea (no RBC and <5 WBC/hpf)

2. If child fuffills all low-risk criteria, use age to determine need for LP, parenteral
antimicrobials, and hospital observation.

* Age 22-28 days: Obtain UA, blood culture, inflammatory markers. May
perform LP. May administer parenteral antimicrobials. Observe in hospital.

* Age 29-60 days old: Obtain UA, blood culture, inflammatory markers. Need
not perform LP. Need not administer antimicrobials. Observe closely at home
with follow-up within 24-36 hr.

3. If child does not fulfill all low-risk criteria, use age and lab results to determine
need for LP, antimicrobials, and hospital observation.

e Age 22-28 days with abnormal UA and normal inflammatory markers: May
perform LP. Administer parenteral antimicrobials. Observe in hospital.

* Age 22-28 days with abnormal inflammatory markers: Perform LP. If CSF
pleocytosis, CSF uninterpretable, or abnormal UA, administer parenteral
antimicrobials and observe in hospital. If CSF and UA are normal, may observe
at home after parenteral antimicrobials or observe in the hospital with or
without parenteral antimicrobials.

* Age 29-60 days with abnormal UA and normal inflammatory markers:
Administer oral antimicrobials. May observe closely at home with follow-up in
12-24 hr.

* Age 29-60 days with abnormal inflammatory markers: May perform LP.

If CSF pleocytosis, administer parenteral antimicrobials and observe in
hospital. If CSF is normal, may administer parenteral or oral antimicrobials
and may observe closely in hospital or at home. if CSF is not available or
uninterpretable, administer parenteral antimicrobizals and may observe closely
in hospital or at home.

Child 2-36 mo and temperature 38-39°C (100.4-102.2°F) Reassurance that diagnosis is likely self-limited viral infection, but advise return
with persistence of fever, temperatures >39°C (102.2°F), and/or new signs and
symptoms.

Child 2-36 mo and temperature >39°C (102.2°F) Two-Step Process

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 females, all males <6 mo old, all uncircumcised males <2 yr, and 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.
1993;22:1198-1210).
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Pyrexia of Unknown Origin

Ilk kez 1961 yilinda Petersdorf ve Beeson

1. En az uc¢ hafta sliren
2. Bir hafta slireyle hastanede yapilan incelemelere karsin nedeni belirlenemeyen
3. Belgelenmis 38.3°C uzerinde ates
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Cocuklarda Nedenler

COCUKLARDA NEDENLER

YAZAR - . KVH/ TANI
HASTA SAYISI ENFEKSIYONLAR | MALIGNITE OTOIMMUN KONULAMAYAN

';Bzg° %52 %6 %20 %10 %12

McLung
99

Lohr
54

%729 %8 %11 %19 %33
%33 %13 %20 %15 %8

%78 %2 %3 %0 %15

Steele

109 %22 %2 %6 %3 %67

gg’;gu %44.2 %11.7 %6.8 %24.5 %12.8




Annals of Tropical Paediatrics (2003) 23, 259-263 !

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

ERGIN CIFTCI, ERDAL INCE & UJLKER DOGRU

Department of Paediatric Infectious Diseases, University of Ankara Medical School, Ankara, Turkey

(Accepted July 2003)

Summary Pyrexia of unknown origin (PUQ) has not been appropriately investigated in Turkish children and
therefore a study was undertaken to determine the causes of PUQO and to evaluate which clinical procedures are
useful in establishing a diagnosis. A total of 102 children fitting the classical PUQO criteria seen in our clinic
between 1995 and 2002 were investigated retrospectively. Infections, collagen vascular disorders, malignancy and
miscellaneous conditions constituted 44.2%, 6.8%, 11.7% and 24.5% of cases, respectively, while 12.8% of the
cases remained undiagnosed. Enteric fever, brucellosis and respiratory tract infections were the most commonly
encountered infections, whereas familial Mediterranean fever was the commonest non-infectious disorder. Biopsy,
aspiration, serology, bacteriology, radiology and observation of the clinical course were the most useful diagnostic
procedures.
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NEDENI BILINMEYEN UZAMIS ATES
Tanim

TABLE 56-1 Summary of Definitions and Major Features of the Four Subtypes of Fever of Unknown

Origin (FUO)

NOSOCOMIAL (HEALTH NEUTROPENIC (IMMUNE-

CLASSIC FUO CARE-ASSOCIATED) FUO DEFICIENT) FUO HIV-RELATED FUO
Definition =38.3% C (100.9° F), =3 wk, =2 =38.3° C (100.9° F), =3 days, =>38.3° C (100.9° F), =3 days, =38.3° C (100.9° F), =3 wk for
visits or 3 days in hospital not present or incubating on negative cultures after 48 hr outpatients, =3 days for
admission inpatients, HIV infection
confirmed

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

HEALTHCARE- IMMUNE-DEFICIENT
FEATURE CLASSIC FUO ASSOCIATED FUO FUO HIV-RELATED FUO
Definition =>38°C (100.4°F), =3 wk, =2 visits or ~ 238°C (100.4°F), =38°C (100.4°F), =1 wk,  =38°C (100.4°F), =3 wk for
1 wk in hospital =1 wk, not present negative cultures after outpatients, =1 wk for inpatients,
or incubating on 48 hr HIV infection confirmed
admission




FEVER =38.3°C for =14 Days

Thorough history

Identify: < Physical examination
P - - including growth chart
neumonia >
UTI

Screening laboratory

studies:
CBC, CRP, ESR, UA + culture,
blood culture, chest x-ray

A

Consider history, physical, and screening
labs for clues to diagnosis

}

Clues present Clues absent or
nonspecific
and fever still present

| Pursue | Repeat history and physical exam

Repeat screening labs: CBC, ESR,
CRP, UA, blood culture, urine culture
* LFTs, LDH, uric acid, BUN, creatinine
* Stool heme
* PPD, interferon-y release assay
* Tube to hold
* Next generation sequencing on tissue or blood for
pathogen genome
Consider EBV, Bartonella, other serologies
Consider abdominal CT, STIR MRI or MRI/PET scan
Consider genetic testing for HLH, recurrent fever syndrome
Avoid empiric antibiotic therapy without
clear indication

Clues present

Y

Clues absent or nonspecific and
fever still present

Consider: hospitalization if:
* Clinically worrisome
* Labs worrisome
* Fever history suspect
* Need for evaluation by
multiple subspecialists
Perform serial physical exams
Consider as appropriate:
Pediatric infectious diseases consult
Hematology/oncology consult
Rheumatology consult




Ates 2 8 Gun

Hasta iyi goruniiyor
'I: Evet Hayir :I'

ILK ETAP HASTANEYE YATIR
Gereksiz tedavileri kes Gereksiz tedavileri kes
Kan sayimi ve formiil Kan sayimi ve formiil
BFT, elektrolitler, glukoz BFT, elektrolitler, glukoz
Transaminazlar Transaminazlar
idrar incelemesi idrar incelemesi
Gerekiyorsa goriintiileme yap Gerekiyorsa goriintiileme yap
Gozlem ve muayeneye devam et Gerekiyorsa BOS
CRP bakmayi diisiin
Kultirler

Ampirik antibiyotik (kiltiir sonrasi)

GoOzlem ve muayeneye devam et

| S Ates dustii

Neden saptandi
Evet — Hayir

Nedeni tedavi et Kategorik arastirma yap




Kiiltlrler Urik asit ANA immiinglobulinler
BOS (gerekirse) LDH RF Lenfosit markerlari
Spesifik serolojik test Ferritin C3, C4, CH50 Antikorlar (asilara kars))
Spesifik PCR Periferik yayma TFT

CRP/ESH (abse, endokardit, osteomyelit Akcif';er grafisi CRP, ESH, Ferritin

siphesi varsa) Steroid kesilmesi

Gorilintiileme (gerekirse)

Amprik antibiyotik (kiitirler

alindiktan sonra)

Kiiltirleri tekrarla
Ek serolojik testler
Kemik iligi aspirasyonu
Gorintiileme
Kemik sintigrafisi
PET
Gastrointestinal
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Perivodik ates, aftiz stomatit, farenjit ve servikal adenit
(PFAPA) sendromlu bir olgu

Ergin Cifigi, Halil Crzdemir, Sonay Incesoy, Erdal Ince, Ulker Dogru
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Seroloji

dEpstein-Barr virus enfeksiyonu
dSitomegalovirus enfeksiyonu
dToksoplazmoz

dSalmonelloz

dTularemi

dBruselloz

dLeptospiroz

AKedi tirmigi hastaligi

dLyme hastalig:

dRiketsiya hastaliklari
QJuvenil idiopatik artrit
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Biyopsi

Case Report
Hemophagocytic Lymphohistiocytosis Associated with
Visceral Leishmaniasis

by Anil Tapisiz. Nursen Belet, Ergin Cifigr, Erdal Ince, and Ulker Dogru
Deparmment of Paediatrics, Section of Infectious Discases, Ankara University Medical School, Turkey

Summary

Visceral leishmaniasis (VL), is a systemic disease caused by the dissemination of protozoan parasite
Leishmania throughout the reticuloendothelial system. It may mimic or lead to several types of
hematological disorders including hemophagocytosis. Infection associated hemophagocytic syndrome
implicating Leishmania is very rare and often difficult to diagnose. Here, we describe a child with
hemophagocytic lymphohistiocytosis (HLH) associated with VL.

Key words: Leishmania, hemophagocytosis, children

Ka |a Azar Ankara Universitesi Tip Fakiiltesi
Cocuk Enfeksiyon Hastaliklari Arsivi
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Cilt Biyopsisi

Sweet Sendromu Ankara Universitesi Tip Fakiiltesi
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Olgu: Dokuz yasinda erkek hasta, iki hafta once baslayan boyun sag tarafinda sislik, bogaz agrisi ve ates
nedeniyle basvurdu. Anamnezde ¢ig sit veya peynir yeme, tlberkiloz temasi, kene isingi, kedi tirmalama ve
av hayvani tiketim oykisi olmadigi 6grenildi. Sadece tim ailenin kuyu suyu igme o6ykist oldugu, benzer
sikayetlerin baska kimsede olmadigi saptandi. Fizik muayenesinde sag servikal bolgede 3x2 cm agrili, mobil,
sinirlar net secilemeyen lenfadenopati ve orofarinkste belirgin hiperemi haricinde patolojik bulguya rastlanmad..
Kan tetkiklerinde Lékosit: 3.830/mm3, Hgb: 11 g/dL, Trombosit: 342.000/mm3, noétrofil sayisi: 2090/mm3,
lenfosit sayisi: 1240/mm3 sedimentasyon: 66 mm/saat CRP: 58.7 mg/L bulundu. Ampisilin-sulbaktam 200
mg/kg/g ve gentamisin 5 mg/kg/g olarak baslandi. Enfeksiyoz etkenlere yonelik yapilan tetkiklerinde etyoloji
saptanamadi. Boyun ultrasonografisinde; sagda jugulodigastrik bélgede 12x8 mm boyutunda belirgin kanlanma
gosteren reaktif lenf nodlar saptandi. Abdominal ultrasonografisinde ise hepatosplenomegali haricinde bulgu
goriulmedi. Antibiyotik tedavisinin ikinci gininden itibaren atesi olmayan hastanin tedavinin 12. glinunde ates,
yanaklarda kizariklik, kusma ve bodaz adrisi basladi. Fizik muayenesinde sagda membrandz tonsilit ve yumusak
damakta aftoz lezyonu gérildl. Sebat eden ates, hepatosplenomegali ve |6kopeni sebebiyle yapilan kemik iligi
aspirasyonunda patolojik bulguya rastlanmadi. Lenf nodu ince igne aspirasyon biopsisi saptanan nekroz icinde
karyorektik debri, histiyositler, lenfositler ve seyrek olarak notrofil gozlenmesi KFH ile uyumlu bulundu.
Antibiotik tedavisi kesilerek metilprednizolon 2 mg/kg/gin baslandi. Steroid tedavisi sonrasi atesi tekrar
etmeyen, bogaz agrisi gerileyen hastanin tonsil ve agiz degisiklikleri dizeldi, lenfadenopati boyutlar kiculup
dokuintl kayboldu.

Servikal Lenf Nodu Biyopsisi

Kikuchi- Fuj imoto Hastal |§ I Ankara Universitesi Tip Fakiiltesi
Cocuk Enfeksiyon Hastaliklari Arsivi
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Bulgular: Yedi hastanin 4t erkek olup, yas ortalamasi 148 ay (86-203 ay) idi. Basvuru sikayetleri en sik boyun-
da sislik, halsizlik iken bir hastamiz da karin agnsi ve kilo kaybi ile basvurdu. Bes hastada glandiiler (%71,4),
birinde (%14,7) abdominal, birinde de orofaringeal (%14,7) formda tularemi saptandi. Bes hastamizda sehir
sebeke suyu, iki hastamizda da kuyu suyu icme éykusu vardi. Hastalarin yakinmalarinin baslangicindan has-
tanemize basvurusu arasinda gec¢en ortalama sire 22 giin (15-30) idi. Tularemi tanisi, Hifzissihha Enstitlisa
laboratuvarinda serum mikroaglitinasyon testi (= 1/160 titre) ve tularemi polimeraz zincir reaksiyonu (PCR)
testi ile konuldu. Alti hastamiza ilk tercih ikili kombine tedavi (gentamisin-siprofloksasin, streptomisin-le-
vofloksasin, doksisiklin-gentamisin) verilirken bir hastaya tekli doksisiklin tedavisi baslandi. Toplam tedavi
suresi 14 guin olarak belirlendi (Tablo 1). Apse gelisimi gdzlenen Ui¢ hastanin apse drenaji drnegi ve/veya lenf
nodundan yapilan doku biyopsi sonucu “granilomatoz nekrotizan lenfadenit” olarak yorumlandi.

Abdominal Lenf Nodu Biyopsisi ]
Tularemi

Ankara Universitesi Tip Fakiiltesi
Cocuk Enfeksiyon Hastaliklari Arsivi



NEDENI BILINMEYEN UZAMIS ATES

Biyopsi

www.cocukenfeksiyon2026.org

Materyal ve Metot: Olgu: On alti yasinda kiz hasta, bisikletten dlisme sonrasi gelisen goguis agrisi nedeniyle hastaneye
basvurmus ve ilk degerlendirmede patoloji saptanmadan taburcu edilmistir. Bir hafta sonra gégus agrisina ates ve
solunum sikintisinin eklenmesi Uzerine tekrar basvuran hastanin akciger grafisinde sol hemitoraksta masif plevral
eflizyon saptanmis ve gogus tUpu yerlestirilmistir. Persistan plevral eflizyon nedeniyle hasta ileri degerlendirme
amaciyla merkezimize devralinmis ve video yardimli torakoskopik cerrahi (VATS) uygulanmistir.Hastanin kirsal bélgede
yasadigi ve hayvanciligin yaygin oldugu ogrenilmesi Gzerine ayirici tanida zoonotik enfeksiyonlar ve tliberkiloz
acisindan gonderilen Brusella aglitinasyon testi negatif, interferon-gamma salinim testi (Quantiferon) pozitif
saptanmistir. Aile taramasindaanne ve babada PPD pozitifligi bulunmasi tliberkiiloz temasi acisindan destekleyici olarak
degerlendirilmistir.Ekstdatif karakterde plevral sivi, yliksek ADA dizeyi (85 U/L), goriuntilemede plevral kalinlasma
ve kontrast tutulumu, mediastinal ve hiler lenfadenopatiler ile plevral biyopsinin grantlomat6z plevriti diistindiiren
bulgulari ttiberkiiloz plevriti tanisini desteklemistir.Hastaya izoniazid, rifampisin, etambutol ve pirazinamid iceren
dortlt antitlberkilloz tedavi baslanmistir. Plevral sivi kiltliriinde Mycobacterium tuberculosis kompleks Gremesi
gosterilmis olup pirazinamid direnci belirlenmistir. Bunun Uzerine iki aylik dortli tedavi sonrasi pirazinamid kesilerek
izoniazid ve rifampisin ile tedaviye devam edilmis ve toplam tedavi stiresi dokuz ay olarak planlanmistir. izlemde klinik
ve radyolojik diizelme gozlenmistir.

Plevra Biyopsisi . .
Tuberkiloz
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Turk Padiatri Argivi 2002 37: 243-218

Cocuklarda invaziv Haemophilus influenzae
tip b enfeksiyonlar
Invasive Haemophilus influenzae type b infections in children

Ergin Giftcil*), Pembe Derin Oygar(™), Gigdem Geng(™), Erdal Ince(™"), Ercan Tutar(**)
Haluk Giiiriz{*), Ahmet Derya Aysev (**%), Ulker Dogru(**)

Ozet

Haemaphilus influereae fip b suslan menanjt, prdmoni, ampivem, epiglottit, sellalt, saptik artrit, perkardit ve bakteriyemi gibi ciddi emeksi-

yonlara yol agmaktadr. Burada invaziv H. influenzae fip b enseksiyonw olan beg pocuk hasta sunulmakiadr: Hastalann hapsl da 2 yagn sbn-
dL Hichir hastaya H. influsnzae tip b g yapimamist. Uygun antibiyotik ve cerrahi girigim dle baton hastalar sekelsiz olarak jyilegmistic

emizde HL. infusnzze tip b enfelsiontannin cnlenmesi igin AL influsnza tio b agilamasnin nitin ag takviming abnmas: gerebdidin

Anahiar kalimefer: Hesmophilue infl toh it wpirem, bakiariyemi prasepial selloit
Summary

Haemaphilus influenzae type b straing cawse sevene infechions such as meningitis, pneumonia, empyema, epiglotiitis, celluitis, sepiic arthri-
tis, pericarditis and bacteremia In this repod, five childran with inwvasive H. influenzze fype b infection are presamed. All patients wena youn-
r than two yaars. Nona of the patients was immunized with H. infuenzas fype b waccine. All of the patients treated with appeopriata anti-
otica and surpical inbarventions recovenad without sequel H. influenzae type b vaccination muest ba added fo routine wacoination schedu-

le inorder ta prevent H. influenzae fype b infactions in our country.
Hay words: Heemophilus influenzee fype b, ingitis, i, empyems, b g, presapisl calluiits

Piiriilan menenijit
Haemophlus influenzae tip b
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Dalak absesi
Kiltlirde lireme yok
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Hastanin basvuru yakinmalari ve bulgulari
Eslik eden semptomlar

Cografi bolge

Cevresel maruziyet

Deneyimli bir hekim degerlendirmesi
Mevcut test olanaklarinin kullanilmasi
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Common Causes of Pediatric FUO

Infectious Non-Infectious
Bacterial Viral Other Oncologic Autoimmune Other
Abscess Adenovirus Blastomycosis Leukemia Behcet Disease Diabetes
Bartonella Arbovirus Cryptosporidium Lymphoma Inflammatory Bowel Insipidus
‘ Ehrlichiosis Langerhans Cell Drug Fever
Brucellosis Cytomegalovirus Disease
Histoplasmosis Histiocytosis Factitious Fever
Leptospirosis Enterovirus Leichmaniasis Neuroblastoma Hyperthyroidism s ey
Mastoiditis Epstein-Barr Virus Lymphogranuloma Hemophagocytic Granulomatosis Dysautonomia
Mycoplasma Hepatitis Viruses Venereum Lymphohistiocytosis  (with polyangitis) Periodic Fever
Malaria . : : .
Osteomyelitis Herpes Simplex Juvenile Idiopathic Snideounes
Psittacosis Attt Pancreatitis
Pyelonephritis Virus rthritis
’ £ QFever Serum Sickness
Rat Bite Fever Human Rocky Mountain Spotted Kawasaki Disease Cyclic neutropenia
Salmonellosis Immunodefiency ~ Fever Polyarteritis Nodosa  Kikuchi-Fujimoto
Sinusitis Virus Toxoplasmosis Sarcoidosis Disease
Visceral larva migrans )
Tuberculosis Picornavirus Svystemic Lupus
Tularefiia Erythematous
Non-Tuberulous Antiphospholipid
Antibody Syndrome

Mycobacteria

Subacute thyroiditis
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Damla kendini tamamlayinca damlar.
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