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ATES NEDIR?

Viicut sicakliginin kontrolli bir bicimde normalin listiine cikmasidir.




TERMOREGULASYON

Viicut ic sicakliginin dengeli bir sekilde sabit tutulmasidir

1S IS
OLUSUMU KAYBI
Hiicre metabolizmasi Radyasyon: Ortam sicakligi < vucut sicakligi
Kas aktiviteleri Kondiiksiyon: Etraftaki cisimlerin sicakhgi < viicut sicakligi

Konveksiyon: Hava hareketleri
Terleme




ATES

Ates dengenin 1si olusumu lehine bozulmasidir.

IS
KAYBI

Radyasyon: Ortam sicakligi < viicut sicakligi
Konduksiyon: Etraftaki cisimlerin sicakligi < viicut sicakligi
Konveksiyon: Hava hareketleri
Terleme
|SI

OLUSUMU

Huicre metabolizmasi
Kas aktiviteleri




VUCUT SICAKLIGININ DIURNAL RITMI

Sabah-aksam saatleri arasindaki fark ortalama: 0.9-1.1°C
Ilk 2 yasta bu fark belirgin degil
6 ay-2 yas — 0.6°C fark
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~ VUCUT SICAKLIGININ HANGI DEGERLERIN
USTUNE GIKMASI ATES OLARAK KABUL EDILIR?

Aksiller > 37.2°C

Oral > 37.8°C

Rektal = 38°C

Timpanik > 38°C (Rektal mod) >37.5°C (Oral mod)

Alin > 38°C
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TERMOMETRELER

Civali termometre

Elektronik termometre

Kizil otesi kulak termometresi
Temassiz termometre

Plastik termometre
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ENDOJEN
PIROJENLER

Y

Monosit, makrofaj, notrofil,
lenfosit, endotel, glial
hucreler, mezankimal
hucreler

EKZOJEN PIROJEN

DOLASIM

Davranis degisikligi

1
Korteks

A

HIPOTALAMUS

PGE,

Y

[Ayar noktasinin (set TERMOREGULATUAR
point) yukselmesi] NORONLAR

|

Periferal efferentler Vazomotor Merkez

1 l

Kas kontraksiyonu Deride Vazokonstriksiyon

-

ATES




Ates, viicudun zararh etkenlere karsi gelistirdigi
adaptif bir yanittir

Viicut sicaklig: arttiginda;
1. Inflamasyon sistemi daha iyi calisir
2. Mikrobiyal cogalma hizi azahr

ATES, ORGANIZMANIN YARARINA IiSLEV GORUR



BU DUNYAMIZ
CEHENNEMIN TA KENDISI
DOSTUM..




ATESIN NEDEN OLDUGU DEGISIKLIKLER

Metabolik hizda artma

Oksijen tuketimde artma
Karbondioksit uretiminde artma
Kardiyak output artisi

Solunum is yukunde artma

Konvulsiyon esiginde diisme
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ATESIN TEDAVISI

DESTEK TEDAVISI
Ortam isisinin ayarlanmasi
Ince ve gevsek giysi giydirilmesi

Bol su verilmesi
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ATESIN TEDAVISI

DESTEK TEDAVISI

Ortam isisinin ayarlanmasi

Ince ve gevsek giysi giydirilmesi
Bol su verilmesi

Yeterli kalori aliminin saglanmasi

Ihk su ile pansuman ve banyo






ATESIN TEDAVISI

ANTIPIRETIK ILAC TEDAVISI

Parasetamol 10-15 mg/kg/doz, 4-6 saatte bir



ATESIN TEDAVISI

ANTIPIRETIK ILAC TEDAVISI
Parasetamol 10-15 mg/kg/doz, 4-6 saatte bir
Ibuprofen 5-10 mg/kg/doz, 6-8 saatte bir



ATESIN TEDAVISI

ANTIPIRETIK ILAC TEDAVISI

Parasetamol 10-15 mg/kg/doz, 4-6 saatte bir
Ibuprofen 5-10 mg/kg/doz, 6-8 saatte bir
Ketoprofen

Aspirin

Metamizol

Nimesulid






ATESIN TEDAVISI

NEDENE YONELIK TEDAVI
Enfeksiyonun tedavisi

Hastaliga 0zgi tedavi



ODAGI BILINMEYEN AKUT ATES

ATESLI HASTA

Anamnez ve fizik muayene Odak belli degil

v

Ciddi bakteriyel enfeksiyon yonunden risk tasiyor mu?

4



TOKSIK GORUNUM

Bilinc degisikligi

Etrafa ilgisizlik

Letarji

Irritabilite

Anneyi tanimama

Teskin edilemeyen aglama
Beslenme bozuklugu

Emmeme

Kusma
Tasikardi ve takipne, periferik dolasim bozuklugu
Deride kirli-gri renk, cutis marmoratus
Petesiyal dokuntu
Titremeyle yukselen ates
Ates = 40°C
Yenidogan reflekslerinde azalma




RISK GRUPLARI

YAS

<1 ay bebekler

1-3 ay arasi bebekler
3-36 ay arasi bebekler

ALTTA YATAN HASTALIK

Agir beslenme bozuklugu

Orak huicre anemisi

Aspleni

Immun yetmezlik

Konjenital kalp hastaligi

Notropenik hastalar

Malignite

Santral ven kateteri - Idrar sondasi vs.

Total parenteral beslenme uygulanan hastalar
Genis spektrumlu antibiyotik kullanan hastalar



CIDDI BAKTERIYEL ENFEKSIYON RISKINE
ISARET EDEN LABORATUVAR BULGULARI

TKS ve formil
BK: <5.000 - >15.000/mm?3
Comak sayisi: >1.500/mm?3
Band/Total notrofil: >0.2

Tam idrar incelemesi
BK >10/HPF
Lokosit esteraz pozitifligi
Nitrit pozitifligi
Idrar kiiltiirii + (Erkek < 6 ay, siinnetsiz erkek < 24 ay, biitiin kizlar, TIYE
Akciger grafisi + (Solunum sistemi semptomu varsa)
Diski incelemesi + (Ishal varsa)
BK >5/HPF
BOS incelemesi + (Degerlendirme giigliigii veya siiphe varsa)
BK >5-10/mm?3



CIDDI BAKTERIYEL ENFEKSIYON RISKINE
ISARET EDEN LABORATUVAR BULGULARI

ntants are at low 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

fants are at low risk if they @ppearwell and have @ nomal

physicallexamination and if |aboratory findings are as follows:
+ (CBC: 5,000-15,000 WBC/uL; absl:llute hand count < S00/uL

+ Uring: -:1I]WE.CJ’HPF at 4k

FHlLﬂDELFHlA FHDTDﬂDI_

nfants are at low risk it tney @ppearwell and
physical examination and if [aboratory tests

+ CBC: 15,000 WBC/uL; band: total neutrop

¢ Urine: <10 WBC/HPF; no bacteria on Gram

have @ nommal
are as follows:

hil ratio 0.2
gtain

+ CSF: <8 WBC/uL; no bacteria on Gram stain

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




GIZLI BAKTERIYEMI

Genel durumu iyi gorunen bir cocukta, siklikla bakteriyemi ile seyreden

bir enfeksiyon olmadan, pozitif kan kultiaru olmasidir.

En sik goriildiigii yas grubu 0-36 aydir

Atesin ylikseklik derecesi arttikga siklig! artar
Riskli ates (Rektal): 3 aydan kilclik bebekler icin = 38°C
3-36 ay arasi bebekler icin = 39°C



GIZLI BAKTERIYEMI

ALISILMIS ETKENLER
Streptococcus pneumoniae
Neisseria meningitidis
Haemophilus influenzae Tip b
Salmonella spp.

Staphylococcus aureus

< 3 AY BEBEKLER
B grubu Streptokoklar
Listeria monocytogenes

Enterik Gram (-) basiller



GIZLI BAKTERIYEMI

Kendiliginden diizelebilir.
S. pneumoniae: %30-40
H. influenzae: %5

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

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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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 BK sayisi =215 000/mm?3 olan hastalara (veya tiim hastalara?)

Toksik degil 1 doz seftriakson yapilip ayaktan izlenir

Odak yok

KAN KULTURU NEGATIF KAN KULTURU POZITIF
Ates diismiisse Ates devam ediyor
Genel durumu iyi ise ayaktan takip Hastaneye yatir
Sepsis yoniinden degerlendir (BOS dahil)

KAN KULTURU POZITIF
Ates dismis (antipiretik almadan)

KAN KULTURU NEGATIF

Ates devam ediyor
Yeniden degerlendir, gerekirse LP yap,

Yeniden degerlendirilip cocugun
! geriencirt 1p gocugu e e L £

durumuna gore ayaktan ya da yatarak
izlenmeli Seftriaksonu siirdiir

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




Positive blood culture for Streptococcus pneumoniae

Clinical evaluation lIl 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
certriaxone as outpatient either: cerftriaxone as outpatient

or admit for IV abx or admit for IV abx

Abbreviations:

Abx= antibiotics

BC= blood culture

LP= lumbar puncture

*Abx given at initial visit with efficacy against Streptococcus pneumoniae




NEDENI BILINMEYEN UZAMIS ATES

Ilk kez 1961 yilinda Petersdorf ve Beeson

1. En az uc¢ hafta siiren

2. Bir hafta sureyle hastanede yapilan incelemelere karsin nedeni
belirlenemeyen

3. Belgelenmis 38.3 °C uzerinde ates




NEDENI BILINMEYEN UZAMIS ATES

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

NOSOCOMIAL (HEALTH NEUTROPENIC (IMMUNE-
SSOCIATED) FUO DEFICIENT) FUO HIV-RELATED FUO

Definition =3 L { ), =3 wk, =2 =38 {(100.9° F), = =3 C (100.¢ s, =38.3% ( wk for

inpatients,
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 HIV-RELATED FUO

Definition >3 (100.4°F), =3 wk, >2 visits or . ) '
negative outpa < for inpatients,
48'hr V/ infection c .

admission
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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.
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Ates = 8 Gun

\

Hasta iyi goriiniyor
‘I, Evet Hayir ‘I'
ILK ETAP HASTANEYE YATIR

Gereksiz tedavileri kes

Gereksiz tedavileri kes

Kan sayimi ve formiil

BFT, elektrolitler, glukoz
Transaminazlar

Idrar incelemesi

Gerekiyorsa goriuntiileme yap

Kan sayimi ve formiil
BFT, elektrolitler, glukoz
Transaminazlar

Idrar incelemesi

Gerekiyorsa goriintiileme yap

GoOzlem ve muayeneye devam et Gerekiyorsa BOS

CRP bakmay diisiin
Kiiltiirler
Ampirik antibiyotik (kiiltiir sonrasi)

Gozlem ve muayeneye devam et

Ates dlsti
Neden saptandi
Evet Hayir
Nedeni tedavi et Kategorik arastirma yap




Kategorik arastirma yap
ENFEKSIYON m OTOIMMUN-KVH IMMUN YETMEZLIK

Kiiltiirler 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, Akciger grafisi CRP, ESH, Ferritin

osteomyelit siiphesi varsa) Steroid kesilmesi
Goruntuleme (gerekirse)

Amprik antibiyotik

(kilturler alindiktan sonra)

Ek serolojik testler
Kemik iligi aspirasyonu
Goruntuleme

L Kemik sintigrafisi
Ucuincu basamak merkeze sevk PET <

Gastrointestinal

> Neden saptanamadi <
1 Kulturleri tekrarla

Uzmana danis




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 RN Leishmaniasis Neuroblastoma Hyperthyrcicism Familial
Mastoiditis Epstein-Barr Virus Lymphogranuloma Hemophagocytic Granulomatosis Dysautonomia
Mycoplasma Hepatitis Viruses Venereum Lymphohistiocytosis  (with polyangitis) Periodic Fever
Malaria s ; . Sy
Osteomyelitis Herpes Simplex Juvenile Idiopathic yndromes
Psittacosis o Pancreatitis
Pyelonephritis Virus Arthritis |
' QFever Serum Sickness
Rat Bile Faver & pA—— Roclsy Motz Spoetsd Kawasaki Disease Cyclic neutropenia
Salmonellosis Immunodefiency ~ Fever Polyarteritis Nodosa  Kikuchi-Fujimoto
Sinusitis Virus S Sarcoidosis Disease
Visceral larva migrans _
Tuberculosis Picornavirus Systemic Lupus
Tilaraiinis Erythematous

Non-Tuberulous

Mycobacteria

Antiphospholipid

Antibody Syndrome

Subacute thyvroiditis
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