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Sunum hedefleri

Dahili nedenlerle yogun bakimda yatan olgularda
abdominal infeksiyonlarin

e Gorulme sikhgi
* Tani

e Tedavi

ile ilgili olarak bilgi artimi ve farkindalik yaratmak ve bu
bilgilerin olasi durumlarda klinige uygulanabilmesine
yatkinhk saglamaktir.

Uiy
I
X
- A
X "
= ol
L, .
% .
-y i



http://www.dcyogunbakim.org.tr/haber/files/dcy_logo.jpg�

Sorun ve onemi
Hastaliklar

Tani

Tedavi

Sonuc

Sunum cercevesi
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Yogun bakimlarda uzun athiyor olabiliriz!

Metanaliz

patolojiler sonucu nasil etkiler
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Yogun bakimda “atlanmis”

Girisim: Otopsi
N:53 arastirma
Blyuk hata, kucuk hata

47/53 arastirma: bliylk hata var (arastirma basina
ortalama hata %23.5)

Yillar icinde hata yapma orani %33 azalmakla birlikte
hala devam ediyor

Changes in Rates of Autopsy-Detected
Diagnostic Errors Over TimeKaveh G. Shojania, JAMA. 2003
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Changes in Rates of Autopsy-Detected
Diagnostic Errors Over Time Kaveh G. Shojania, JAMA. 2003

Table 1. Major or Class | Error Rates of Autopsy Series Between 1959 and 1999 (cont)

Autopsy No. of Major Ermror Rate, Class | Error Rate,
Year Autopsy Series Location Rate, % Case Mix Autopsies % (95% CI) % (95% CI)
Adult or Pediatric Surgical Patients
19741975  San Francisco General San Francisco 100 Maotor vehicle fatalities 182 MNA 12.6 (8.3-18.6)
Hospital and 31 ather and Crange
hospitals** County, Calif
19841988  University of Texas Galveston 73 Adult and pediatric 409 30.3 (26-35.1) 7.8 (5.5-11)
Medical Branch®? surgery
1885-1095  Johns Hopkins Hospital* Baltimore 24 Cardiac surgery 147 38.8 (31.0-47.2) MNA
1986-1988  Royal Victora Hospital* MNaorthemn Ireland 23 Deaths within 30 days 213 49.8 (42.9-56.6) 20.7 (15.6-26.8)
of surgery
19971098 Ryder Trauma Center® Miami a7 Adult and pediatric 153 15.7 (10.5-22.8) 2.6(0.8-7.0)
trauma or burn
patients dying in
IcuU
Adult Medical Patients
1972 Zurich University Hospital”  Switzerland o4 Medical patients 100 30 (21.4-404) 16 (10-25)
1982 Zurich University Hospital”  Switzerland 89 Medical patients 100 / 8 (11.3-27.2) \ Q{417
1984 Leiden University Hospital®  Netherlands A7 Medical patients 33 I 41 (33-50) \ MNA
1602 Zurich University Hospital”  Switzerland 80 Medical patients 1-&3[ {B 1- 22 ?) \ 7(3-14)
1892-1903 Ben Taub General Houston 16 Medical patients 11-8’ 23 6 (16.3-32.9) 1-3_9 (6.3-16.8)
Hospital*’
Adult Intensive Care Patients
1083-1985 Hospital Central de la Cniz Spain 51 Adult ICU 1-&5 22 (14.6-31.6) T(34-14.4)
Roja™
1086-1987 6 VA hospitals™ United States 43 Medical ICU 172 2? 9 (21.5-35.3) 12 (8-18)
1086-1002 Hartford Hospital* New Haven, Conn 29 Surgical ICU 149 23 (16.5-30.6) I 11 (6.5-17.1)
10041905 Cleveland Clinic? Cleveland, Chio 23 Medical ICU ™ \ 19 8(12.4-290.7) I MNA
10041005 Hershay Medical Center*! Hershey, Pa ) Medical-caoronary 1CU M \ 27 (15-43) / MNA
1996-1909 Gloucestershire Royal United Kingdom 40 Adult ICU a7 23.7(15.9-33.6) 4.1(1.3-10.8)
“'v:i_; . Hospital
5“’ 9°08-1000 General Hospital Celje® Slovenia A7 Medical ICU 126 \ NA / 0.5(5.2-16.4)
| .
»’*_- \/



http://www.dcyogunbakim.org.tr/haber/files/dcy_logo.jpg�

1K i

0.\,:‘.-

Changes in Rates of Autopsy-Detected

Diagnostic Errors Over Time. Kaveh G. Shojania, JAMA. 2003

Figure 1. Major Error Rates

Figure 2. Class | Error Rates
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Clinical and Autopsy Diagnoses in the Intensive Care
Unit. Combes A ve ark, Arch Intern Med. 2004

Table 2. Clinical vs Autopsy Diagnoses*

Autopsy-ldentified

Autopsy-Refuted

Missed Clinical

Diagnosis Clinical Diagnosis Diagnosis
Cancer 21 (12.3) 3(9.1)
Myocardial infarction 11 (6.4) 3 (9.1)
Stroke 12 (7.0) 1(3.0)
Spleen infarction 11 (6.4) ]
Renal infarction 2(1.2) 0
Mesenteric infarction 2(1.2) 1(3.0)
Pulmonary embolism 10 (5.9) 0
Endocarditis 9 (5.3) 3(9.1)
Abscesses, cellulitis 8 (4.7) 0
Pericarditis 6 (3.5) 0
Pancreatitis 4(2.3) 1(3.0)
Pneumonia 0 3(9.1)
Herpes infection ] 2 (6.1)
Meningitis 0 1(3.0)
Valvular heart disease 0 2 (6.1)
Aortic dissection ] 2 (6.1)
Hemorrhage 9 (5.3) 0
Disseminated intravascular ] 2 (6.1)

coagulation
Cirrhosis ] 2 (6.1)
Intrapericardial foreign body 1 (0.6) 0
Other diagnoses 65 (38.0) 7(21.2)
Total 1M 33

Rase?

*Data are given as number (percentage).
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Clinical and Autopsy Diagnoses in the Intensive Care

Unit. Combes A ve ark, Arch Intern Med. 2004

Tahle 3. Class | Discrepancies Between Clinical and
Autopsy Diagnoses That Would Have Changed Therapy

body (gauze

ock of unknown origin Perforated gastric ulcer

Shock of unknown origin Perforated duodenal
ulcer

Small-bowel obstruction

nknown origin

Digestive tract hemorrhage Ruptured gastric suture
Postanoxia encephalopathy Subdural hematoma

Idiopathic myocardiopathy Endocarditis

ARDS Mitral endocarditis

Septic shock Diffuse aspergillosis

Gram-negative septic Diffuse CMV disease

shock

ARDS CNMVY pneumonia

Shock of unknown origin @~ Stroke

Septic shock High-grade lymphoma

ARDS High-grade lymphoma

Bacterial meningitis High-grade lymphoma
1,,\,{“' Imaonary fibrosis Carcinomatous

lymphangitis

Different

Clinical Diagnosis Autopsy Diagnosis Management*
Digestive tract hemorrhage Aortic dissection Surgery
Shock of unknown origin Ruptured aortic Surgery

aneurysm
Shock of unknown origin Hemopericardium Surgery
Acute respiratory failure Postoperative para-aortic Surgery

valve leakage
Septic shock ST T Surgery

Surgery
Surgery

Surgery

Surgery
Antibiotics
Antibiotics
Antifungal therapy
Anti-CMV therapy

Anti-CMV therapy
Antiaggregating
agents
Chemotherapy
Chemotherapy
Chemotherapy
Chemotherapy

: -qs-l";

e Otopsiincelemeleri
sonucunda: Asil
tedavinin cerrahi olmasi
gereken hastalarin

bazilarinda “ge¢ bir

caba olarak” slim

oncesinde SEPSIS
kaynaginin arastiriimis
oldugu anlasiimistir !
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Dahili sorun nedeniyle yogun
bakima alinan hastada ameliyat
gerekirse ?
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Ameliyattan kacinmayin

e Tek merkez g6zlem calismasi
e N:1617, dahili yogun bakim hastasi

e Parametreler: Primer hastalik, coklu organ
vetmezligi, abdominal patoloji, mortalite

e Bulgu: %4 (n:67) olguda cerrahi gerektiren
abdominal sorun var

e Coklu regresyon analizinde MOF varligi mortaliteyi
belirleyen en dnemli unsur

Determinants of Outcome for Patients in the Medical Intensive Care Unit Requiring Abdominal Surgery
Kollef M ve ark, Chest 1994
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Tanida gecikme olimcul olmaktadir

Table 2—Comparison of Variables Between Survivors
and Nonsurvivors of Surgery

Survivors  Nonsurvivors

Variable (n=42) (n=14) p Value

Mean age + 5D, yr 6l.7+17.2 63.4+137 0711

Male/female, n/n 19/23 7/7 0.757

Mean Life-style score 14405 20+1.0 0.006*
+5D

Underlying malignancy, 10 (23.8) 7 (50.0) 0.065
n (%)

Mean albumin £SD, 309+6.8 28.5+8.4 0.347
g/L

Mean creatinine +SD, 154.4+168.9 2342+2029 0417
pmol /L

Mean bilirubin £SD, 364+774 609756  0.306
umol /L

Altered mental status, 11 (26.2) 10 (71.4) 0.002*
n (%)

Mean APACHE 11 13.3+8.8 209+3.9 <0.001*
score = SD

Mean OSEseere=t=55 8 e 000 ¥

wtic delay, n (%) 4(9.5) 10 (71.4) w

*Statistically significant.

Dy -

L. Determinants of Outcome for Patients in the Medical Intensive Care Unit Requiring Abdominal Surgery
Kollef M ve ark, Chest 1994

s
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Neler olur

Mezenterik iskemi

Akalkll6z kolesistit

Toksik megakolon (C Difficile)
Barsak perforasyonlari
Duodenal ulser perforasyonu
Divertikulit

Notropenik enterokolit



Mezenterik vaskuler iskemi

Akut karin agrisi

Masif distansiyon

Gaz gaita pasajinin diurmasi

Oliguri

Sok bulgulari

Elektrolit dizensizligi

Artmis BK,

Dusuk bikarbonat seviyesi,

Artmis ALP, CPK, LDH ve laktat seviyeleri
Radyolojide barsak duvarlarinda kalinlasma
Barsak duvaru, portal ven ve karin boslugunda hava
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Enteral nutrisyon barsak iskemisi

 |skemik barsak enteral nutrisyonun nadir bir
komplikasyonudur.

 Insidens: %1

e Jejunostomi veya nozojejnunal beslenme tupl olmasi
farketmez.

. L"ﬁ'._ Feeding the Hypotensive Patient: Does Enteral Feeding Precipitate or Protect Against Ischemic Bowel? McClave
@, S ve ark, Nutrition in Clinical Practice, 2003
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Hipotansif hastada enteral beslenme

e Travma hastasinda barsak
nekrozu yapabilir

Diger hasta gruplarinda ???

e kadar derin
Notansiyonda?

#lerans nasil
derecelendirilmelidir?

Neye intolerans diyecegiz ?
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Feeding the Hypotensive Patient: Does Enteral Feeding ==V
Precipitate or Protect Against Ischemic Bowel? McClave S ve
ark, Nutrition in Clinical Practice, 2003

iskemik barsak riski fazla olan olgularda enteral
besleme sirasinda

e Gastrointestinal intoleransin yakin takibi gerekir

 |zoozmolar fibersiz entral beslenme solusyonlari
tercih edilmelidir

v'Hipotansiyon (< 70 mm Hg)

v'Vazopressoér gereksinimi ‘ Beslenmeyi durdur

v'Solunum destek ihtiyacinin artmasi

v'Gastrointestinal intolerans
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Akalklloz kolesistit

Akalkiiloz kolesistit
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iskemik bir sorundur.

Ani baslayan karin agrisi,
hemodinamik bozukluk, ates

USG: Artmis safra kesesi duvar
kalinligi (>4 mm) ve cap, safra
kesesi civarinda serbest sivi

Kardiyak safra kesesinden ayirt
edilmelidir.

s

Table 8—Risk Factors for Acalculous Cholecystitis in

Critically 1l Patients

MV (=T2h)

Shock

Systemic inflammatory response syndrome/sepsis

Multiple transfusions

Dehydration

Prolonged enteral fasting

Total parenteral nutrition

Medications (especially opiates, sedatives, and vasopressors)

Gl Complications in Patients Receiving Mechanical Ventilation. Mutlu G ve ark, Chest 2001
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Septik kaynagin kontroli MODS’u dizeltebilir

Retrospektif, n:22

Akut akalkiiloz kolesistitli ve baska IA patolojisi olmayan ve
dahili yogun bakima yatanlar

Parametre: SOFA skorlari Uzerine kolesistektominin etkisi

Yatis nedeni: sepsis

Sonuc: AAK coklu organ yetmezligi ile beraber olmakta ancak
erken acik kolesistektomi coklu organ disfonksiyonunu
azaltmaktadir

Organ system dysfunction following open cholecystectomy for acute acalculous cholecystitis in critically ill
patientsLAURILA J ve ark Acta Anaest Scan2006
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Organ system dysfunction following open cholecystectomy &
acute acalculous cholecystitis in critically ill patients. LAURILA J
ve ark. Acta Anaesthesiologica Scandinavica 2006

24 -

Total SOFA score
— - (%]
%] [n )] [ ]
1

[2s]

EEY
1

O0+—7T———7—T1T—7 T 7T T T T T T
D-3 D-2 D-1 DO D+1 D+2 D43 D+7

Fig. 1. Median (25th, 75th percentiles) total Sequential Organ

Failure Assessment (SOFA) scores 3 (D—3), 2 (D—2) and 1 day

(D—1) before cholecystectomy, on the day of cholecystectomy (D0)

and 1 (D+1), 2 (D+2), 3 (D+3) and 7days (D+7) after
S cholecystectorny.
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AKK’te organ yetmezligi ile mortalite arasinda dogrusal
iliski vardir

39/3984: Kolesistektomi 0.
Mortalite: %44
80+
The admission diagnoses of the patients with AAC (n) 2 60
All Survivors  Non-survivors §
n=39 n=22 n=17 S 404
Sepsis 16(41) 8 8
Cardiovascular surgery 9(23) 5 4 207
Pneumonia 5(13) 4 1
Trauma 3(8 2 1 0 5 ; > 3 s
Heart failure 2(6) 1 1 (n=2)  (n=7) (n=5) (n=16) (n=9)
Gastrointestinal bleeding 1(3) 0 1 Number of organ failures on the day of cholecystectomy
Fat embolism 1(3) 0 1 Fig. 1. Number of failing organs on the day of surgery wversus
Subarachnoid hemorrhage 1(3) 1 0 mc?rmhm The moﬂrﬁm; r?m fﬂ~ 0% for the pr];‘m’f:h gcﬁimo organ
Pancreatitis 1(3) 1 0 failures, 29% for the patients with a wmqh organ failure, 20% for the

patients with two organ failures, 44% for the patients with three organ
failures, and 78% for the patients with four or more organ frilures.

Figures in parentheses are percentages.

0.\,:‘.-

Acute acalculous cholecystitis in critically ill patients. LAURILA J ve ark Acta Anaesthesiol Scand 2004

&,
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Mekanik Ventilasyon ve GIS Komplikasyonlari

 Mekanik ventilasyon modern yogun bakimlarimizin
en dnemli silahlarindan birisidir.

e Hayat kurtarici olan yontem pek cok organlarda
fonksiyon bozukluguna da neden olur.

e Gastrointestinal komplikasyonlar MV bagli olabilecegi
gibi altta yatan hastaliga ikincil olarak da ortaya
cikabilir.

Gl Complications in Patients Receiving Mechanical Ventilation. Mutlu G ve
ark, Chest 2001
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Rase?

Gl Complications in Patients Receiving

Mechanical Ventilation. Mutlu G ve ark, Chest 2001

Mekanik
ventilasyondaki
hastalarda peritonit
nedeni olabilecek
hemen her turlt GIS
komplikasyonu
gorulebilmektedir.

— Akut kolesistit

— Akut pankreatit

— Akut mez iskemi

— Akut barsak ulserleri

Table 2—Organ-Specific Gl Complications During MV

Orpans

Complications

Esophagus and stomach

Small intestines and colon

Liver

Callbladder

Pancreas

Erosive esophagitis

CER

Stress uloer

Impaired gastric emptying

Intolerance to enteral nutrition

Stress uloer

Ilenus

Colonic psendo-obstruction

Driarrhea

Altered intestinal microflora

Bacterial overgrowth

Intestinal luminal toxins

Possibility of acute nonocclusive
mesenteric ischemia

Increased transaminase and/or
biliTubin levels

Impaired hepatic function

Impaired drug metabolism

Atonic gallbladder

Possibility of acalculous cholecystitis

Asymptomatic rise in '.'|.1|::|:'.'|.'.'L‘§{‘ and
lipase levels

Possibility of acute pancreatitis
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C Difficile

Sporlu gr- anaerobik basil. Alt GIS de kolonize olabilir.
Alt GIS florasinin antibiyotik kullanimi ile degismesi
sonucu olusur.

Invazif degildir. Sitotoksini enterokolitin nedenidir.
Pseudomomembrandz enterokolite neden olur.
Antibiyotik kullanimi 6nemli bir predispozisyon yapar.
Hastadan hastaya bulas olabilir.
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C Difficile

Semptomlar

e Karin agrisi
e Suluishal

* %5-10 kanli ishal
* Toksik megakolon

— Distansiyon

— lleus
— sok


http://images.google.com.tr/imgres?imgurl=http://upload.wikimedia.org/wikipedia/commons/6/67/Clostridium_difficile_EM.png&imgrefurl=http://commons.wikimedia.org/wiki/Image:Clostridium_difficile_EM.png&usg=__R88hAbQ06Gu9tAUBL53s1jG1lOc=&h=475&w=700&sz=219&hl=tr&start=11&um=1&tbnid=iyRV4H9qbjDOnM:&tbnh=95&tbnw=140&prev=/images?q=clostridium+difficile&um=1&hl=tr�
http://www.dcyogunbakim.org.tr/haber/files/dcy_logo.jpg�

C Difficile

Tani:

ELISA ile sitotoksinin ortaya konmasi

— En az 2 kez calisilirsa yalanci negatiflik azalir
Kaltdr ise yaramaz

Tomografi: Kolon duvarinda kalinlasma
Kolonoskopi: Yalanci membranlar
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Clostridium difficile
risk faktorleri

lleri yas (>65)

Genis spektrumlu antibiyotik kullanimi
Malignite

Pulmoner hastalik

Bobrek yetmezligi

Hipoalbuminemi (<2.5 gr/dl)

Stres ulseri profilaksisi

Postpilorik enteral beslenme

Kutayli Z. Intestinal Failure. Current opinion in Anesthesiology, 2005
Bliss DZ, ve ark Ann Intern Med 1998; 129:1012-1019
Sheth Sg Clin Chest Med 2001
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C Difficile

Tedavi
e Antibiyotik kesilmeli
e (Ciddiishal, ates l6kositoz varsa

e Oral veya IV metrandazol 3x500 mg 10 glin
e Vankomisin 4x 125 (ikinic alternatiftir).

e Antiperistaltik ajan kontrendike.

Klinik Seyir

* Normalde ates 24 saatte duser, diyare 5 gunde gecer.
e 5 glinde hala cevap yoksa= Vankomisin

e Peritonit bulgulari varsa= ameliyat gerekir.

 Relaps %25 kadardir.
 |lk tic haftada sik
e Ayniilaclarla basari= %95
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Toksik megakolon subtotal
kolektomi

e Psddomembranoz
enterokolitin nadir bir
komplikasyonu toksik
megakolondur.

www.akademikcerrahi.com

o Septik soka neden olan
kaynagin kontroll icin
“acil subtotal
kolektomi” gerekir
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Yogun bakim hastasinda tani

 Yogun bakim hastasinda abdominal degerlendirme zor
(tanisal deger %43-69)
— Entube,
— Analjezik kullanmakta
— Karin duvari 6demli
— GKS dusuk
e Olgulari radyoloji Unitesine gotirmek zor
— Mezenterik iskemi: MRI
e Sepsis odagl aramada
— Yatak basi laparoskopi

— Peritoneal lava

.m,"-%'-l Evaluation of the abdomen in tAe critically ill patient: opening the black box. Crandall M ve ark.
wéf’_-’ Current Opinion in Critical Care 2006
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Intraabdominal patolojilerin cogunun tanisinda USG ve

CT gerekir

Table 1 Common abdominal processes in critically ill patients, diagnostic strategies, and treatment options

Pathology Diagnostic strategy Treatment options
Hemorrhage
Trauma FAST, diagnostic peritoneal lavage, CT Exploratory laparotomy, interventional radiology
Spontaneous Ultrasound, CT Correct medical coagulopathy, exploratory laparotomy,
interventional radiology
Biliary tract
Acalculous cholecystitis Ultrasound Percutaneous cholecystostomy, cholecystectomy
Calculous cholecystitis Ultrasound Percutaneous cholecystostomy, cholecystectomy
Cholangitis Ultrasound, ERCP, MRCP, ERCP, stone extraction, sphincertomy, operative exploration
endoscopic ultrasound of the common bile duct
Pancreatitis Ultrasound, CT IR for abscess drainage, operative drainage and/or
debridement
Viscera
Perforation/abscess Plain radiograph, CT IR for abscess drainage, exploratory laparotomy
Ischemia CT angiography, magnetic resonance IR/interventional vascular, operation for bowel necrosis
aogiagranhy
Obstruction Plain radiograph, CT Nasogastric tube, supportive care, exploratory laparotomy
Abdominal compartment syndrome Monitor bladder pressure Fluid restriction/diuresis, sedation/paralysis, decompressive
laparotomy

CT, computerized tomography; ERCP, endoscopic retrograde cholangiopancreatography; FAST, focused abdominal sonography for trauma;
IR, interventional radiology; MRCP, magnetic resonance cholangiopancreatography; TIPS, transjugular intrahepatic portosystemic shunt.

Evaluation of the abdomen in the critically ill patient: opening the black box.
Crandall M ve ark. Current Opinion in Critical Care 2006
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Yogun bakimda USG

e Karaciger ve safra kesesi ve safra yollari ile ilgili bilgi verir.
e Hepatik veya dalak abselerinde
 Pankreatik nekrozda

e Periton boslugunda sivi gosterilmesi-klinikle birlikte
degerlendirme ve 6rnegin incelenmesi

e Perforasyon tanisi koydurur. Serbest hava varliginin
gosterilmesinde USG sensitivite %100 spesifite %92'dir.

e Pseudomembranoz kolit varliginda kalinlasmis barsak duvari
goralur.

Point-of-care ultrasound: Infection control in the intensive care unit.
Lichtenstein D, Crit Care Med 2007
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Results of short-term training of naive physicians in focuseéd™“-
general ultrasonography in an intensive-care unit. Chalumeau-
Lemoine L ve ark Intensive Care Med 2009

KURS: 8 saat teorik,
3x2 saat pratik

e Plevral efflizyon

* Intraabdominal sivi

e Akut kolesistit

e Safrayollari

e Obstruktif Gropati

Sonug: Kurs katilimcilarda basarili sonug vermis

Yogun bakim doktorlarinin USG 6grenmeleri rutinde basarili
sekilde kullanmalari mumkuiindur
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Bedside diagnostic laparoscopy and peritoneal lavage [#f>=):
the intensive care unit . Walsh M ve ark
Surg Endosc. 1998

Table 1. Patient charactenstics and results

ICU Lavage DPL DL  Laparoscopy ¢ B i Z) IVI I ) P u I m O n e r

Patient  admitting DX Time in ICU (WBC/m’) (mm) (min) findmgs Outcome

I Myedal  Sdy 69 3 30 Imetnd  Nolpantomy, yetmeznk, Se pt|k §Ok VS..

Infarction 1schemia death

2 Cordi 12h 15 17 15 N Survived ‘1t ¥
e dusunurken, gercekte,
3 Pulmenary 12k 30,900 § 12 Sizmod No laparotomy,

failure diverficulitis ~ death
4 Sephe 8k 336 18 40 Thckened  [leum resected, O | g u I a rl n n e rd eys e

shock ferminal survived .

1
R R yarisinda mezenterik
6  Septic Hh 10,900 5 0 Infestinal No laparotomy,

b L ] h .l d lm L L] L] L o0 L]
T iskemi, divertikulit, non
§ Pnenmenia ~ 24h 16 W 15  Nome Death
9 Cordiogenic 48k 17 15 N Death CTren 1 1

e = b purilan peritonit
10 Aortic Hh 135 1215 Nome Survived

occlusion
11 Aspration  12h 303 i 13 Nome Death O I m a kta d I r-

PLENmONia
12 CABG 16 days 3,563 18 20 Nompurulent  No laparotomy,

=wx i ® By nedenle yatak basi lap
inceleme daha sik
kullaniimalidir.
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Bedside Diagnostic Laparoscopy in the Intensive Care
Unit: a 13-Year Experience. Jaramillo E ve ark. 2006 JSLS

e Retrospektif veri

e Amac: Laparoskopi endikasyonu konanlarda tanilarin
ne oldugu

e Laparoskopi endikasyonu belirgin hale geldiginde
olgularin % 85’inde tam oturmus intestinal iskemi ve
barsak nekrozu var.
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Bedside diagnostic laparoscopy to diagnose intraabdomin
pathology in the intensive care unit. Peris A ve ark. Critical
Care 2009

Diagnostic indications of bedside diagnostic laparoscopy, treatment delivered and final outcome

Outcome
Diagnostic group (N) Results of BDL (N) Therapeutic approach after procedure survived deceased
Trauma (14) MNegative (11) Conservative B8 3
Acalculous cholecystitis (3) Percutaneous gallbladder drainage 2 1
Sepsis (12) egative (6) Conservative 3 3
Purulent pentonitis with colic perforation [EJNsmmy, anastomosis and VAC therapy 1 1
Purulent pentonitis with gut ischaemia (1) IIec)tomy. anastomosis and VAC therapy 1
nt peritonitis without other evidences (3 VAC therapy 2 1
Post-cardiac surgery (6) M Laparotomic cholecystectomy (2) 2 0
Percutaneous gallbladder drainage (2) 2 ]
Diffuse gut hypoperfusion (2) Conservative 0 2

Survived patients were defined as patients discharged alive from the Hospital.
BDL = bedside diagnostic laparoscopy; VAC = vacuum-assisted closure.

Visiport yardimi ile laparoskopi icin gerekenler:
Bir cerrah, bir hemsire, bir anestezist
Total IV anestezi
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Sonucg

Tani yanlishigi az olan sistemlerin dahili yogun
bakimlarinda

e Akalkilloz kolesistit

e Mesenterik iskemi-nekrozlara bagli peritonit-septik
sok

e Gastrik ve duodenal ulser perforasyonu
* lla¢ kullanimina bagh GIS Ulserleri
 Notropenik enterokolitler

 Toksik megakolon patolojilerine bagli intraabdominal
infeksiyon gorulebilir.
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Sonucg

Tani koymak guctir
Supheci yaklasim gerekir
Yatak basi islemler daha liberal kullaniimalidir

— USG
— Periton lajavi

— Laparoskopi
CT

Hizli tani ve tedavi ile mortalite azaltilabilir.
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Yogun bakim ve IAl dzelinde ilgili hekimler uyum
icinde calismalidir

Asil

— Yogun bakim uzmanlari
— Cerrah

— Anestezist

— Dabhiliye uzmani

— Pulmoner bakimci
Ekternal

— Infeksiyon hastaliklari
konsultani

— Radyolog
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Branslar arasi ekternal ayirici kuvvetlerin baskin
olmasina izin verilmemelidir

Dahili yogunbakimda iAi

Tanida gecikme

o

neredeyse % 100 Mortalite
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