2017 YDUS PEDİATRİ HATALI  SORULAR

Pediatri  28. Soru

Aşağıdakilerden hangisi siyanotik konjenital kalp hastalıklarından biri değildir?

A)
İntakt ventriküler septumlu pulmoner kapak stenozu
B)
Pulmoner venöz dönüş anomalisi

C)
Fallot tetralojisi

D)
Çift çıkımlı sağ ventrikül

E)
D-Büyük arterlerin transpozisyonu

Doğru cevap: YOK
Sorunun kalıbında problem yoktur. Sorunun doğru cevabı yoktur.
A şıkkı doğru olarak verilmiştir. İntakt septumlu pulmoner stenoz stenotik bir kalp hastalığıdır, ama yenidoğan döneminde pulmoner stenoz kritik ise foramen ovaleden sağdan sola şantlar nedeniyle siyanoz görülebilir.
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‘The obstruction to outflow from the right ventricle to the pulmonary
artery results in increased right ventricular systolic pressure and wall
stress, which leads to hypertrophy of the right ventricle (Fig. 427-1).
‘The severity of these abnormalities depends on the size of the restricted
valve opening. In severe cases, right ventricular pressure may be higher
than systemic arterial systolic pressure, whereas with milder obstruc-
tion, right ventricular pressure is only mildly or moderately elevated.
Pulmonary artery pressure (distal to the obstruction) is normal or
decreased. Arterial oxygen saturation will be normal even in cases of
severe stenosis, unless an intracardiac communication such as a VSD
or ASD is allowing blood to shunt from right to left. When severe
pulmonic stenosis occurs in a neonate, decreased right ventricular
compliance often leads to cyanosis as a result of right-to-left shunting
through a patent foramen ovale, a condition termed critical pulmonic
stenosis.
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B şıkkı ise eksiktir. Pulmoner venöz dönüşün iki tipi vardır, parsiyel pulmoner venöz dönüş anomalisi asiyanotik iken, total anormal pulmoner venöz dönüş siyanotiktir. Cevapta belirtilmemiştir.
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PATHOPHYSIOLOGY

Abnormal development of the pulmonary veins may result in either
partial or complete anomalous drainage into the systemic venous cir-
culation. Partial anomalous pulmonary venous return is usually an
acyanotic lesion (see Chapter 426.4). Total anomalous pulmonary
venous return (TAPVR) is associated with total mixing of systemic
venous and pulmonary venous blood flow within the heart and thus
produces cyanosis.

In TAPVR, the heart has no direct pulmonary venous connection
into the left atrium. The pulmonary veins may drain above the dia-
phragm into the right atrium directly, into the coronary sinus, or into
the superior vena cava via a “vertical vein,” or they may drain below
the diaphragm and join into a “descending vein” that enters into the
inferior vena cava or one of its major tributaries, often via the ductus
venosus. This latter form of anomalous venous drainage is most com-
monly associated with obstruction to venous flow, usually as the ductus
venosus closes soon after birth, although supracardiac anomalous
veins may also become obstructed. Occasionally, the drainage may be
mixed, with some veins draining above and others below the
diaphragm.

All forms of TAPVR involve mixing of oxygenated and deoxygen-
ated blood before or at the level of the right atrium (total mixing
lesion). This mixed right atrial blood either passes into the right ven-
tricle and pulmonary artery or passes through an atrial septal defect
(ASD) or patent foramen ovale into the left atrium, which will be the
only source of systemic blood flow. The right atrium and ventricle and
the pulmonary artery are generally enlarged, whereas the left atrium
and ventricle may be normal or small. The clinical manifestations of
TAPVR depend on the presence or absence of obstruction of the
venous channels (Table 431-1). If pulmonary venous return is
obstructed, severe pulmonary congestion and pulmonary hyperten-
sion develop; rapid deterioration occurs without surgical intervention.
Obstructed TAPVR is a pediatric cardiac surgical emergency because
prostaglandin therapy is usually not effective.

CLINICAL MANIFESTATIONS

Two major clinical patterns of TAPVR are seen, depending on the
presence or absence of obstruction. Those neonates with severe
obstruction to pulmonary venous return, most prevalent in the infra-
cardiac group (see Table 431-1), present with severe cyanosis and respi-
ratory distress. Murmurs may not be present. These infants are severely
11 and fail to respond to mechanical ventilation. Rapid diagnosis and
surgical correction are necessary for survival. In contrast, those with
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Diğer şıklarda problem yoktur.
Pediatri  51. Soru
Aşağıdaki ilaçlardan hangisinin çocuklarda akut epiglottit tedavisinde kullanılması uygun değildir?

A) Penisilin G
B) Seftriakson

C) Sefotaksim

D) Meropenem

E) Vankomisin

Doğru cevap: A ve C

Soru kalıbında problem yoktur. Tedavi de kullanılması uygun olmayan iki antibiyotik vardır. Bu yüzden sorunun iki doğru cevabı vardır. 
Akut epiglottitin  en sık etkeni Haemophilus influenzae ve tipB’dir.  

PenisilinG  Haemophilus influenzae’ya direnç nedeniyle %10-40 kullanılmamalıdır.
Hib nedenli enfeksiyonların ampirik tedavilerinde de sefalosporinler ya da alternatif olarak kloramfenikol ve ampisilin kombinasyonu kullanılmalıdır. İkinci kuşak sefalosporinler tedavide tercih edilmelidir (Sefaklor, sefamandol, sefoksitin, sefotetan, sefuroksim, sefprozil, larokarbef, sefonisid, sefmetazol), Üçüncü kuşak sefalosporinler: Seftazidim, sefoperazon, sefotaksim, seftriakson, moksalaktam, seftizoksim, sefiksim, sefdinir, sefpodoksim kullanılabilir. 

Vankomisin bölünmekte olan bakterilerin, hücre duvarı amino asitlerinden D-alanil D-alanin’e bağlanırlar. Peptidoglikan sentezi inhibe olur. Bölünmekte olan bakterilere bakterisit etki gösterirler. PBP değişimi yolu ile beta laktam antimikrobiyallere direnç kazanmış aerop ve anaerop gram pozitif bakterilere etkilidirler. Lipit içeren hücre duvarından geçemediği için bazı non-gonokok Neisseria türleri hariç gram negatif bakterilere ise etkisizdirler.

	[image: image5.png]Epiglottitis is a medical emergency and warrants immediate treat-
ment with an artificial airway placed under controlled conditions,
either in an operating room or intensive care unit. All patients should
receive oxygen en route unless the mask causes excessive agitation.
Racemic epinephrine and corticosteroids are ineffective. Cultures of
blood, epiglottic surface, and, in selected cases, cerebrospinal fluid
should be collected after the airway is stabilized. Cefotaxime, ceftriax-
one, or meropenem should be given parenterally, pending culture and
susceptibility reports, because 10-40% of H. influenzae type b cases are
resistant to ampicillin. After insertion of the artificial airway, the patient
should improve immediately, and respiratory distress and cyanosis
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	[image: image6.png]should disappear. Epiglottitis resolves after a few days of antibiotics,
and the patient may be extubated; antibiotics should be continued for
at least 10 days. Chemoprophylaxis is not routinely recommended for
household, childcare, or nursery contacts of patients with invasive H.
influenzae type b infections, but careful observation is mandatory, with
prompt medical evaluation when exposed children develop a febrile
illness. Indications for rifampin prophylaxis (20 mg/kg orally once a
day for 4 days; maximum dose: 600 mg) for all household members
include a child within the home who is younger than 4 yr of age and
incompletely immunized, younger than 12 mo of age and has not
completed the primary vaccination series, or immunocompromised.




Nelson Textbook of Pediatrics, 20th edition, page 2034


Literatürde HİB aşısı sonrası artan bir etkenin de  Str.Pyogenes olduğu ifade edilmektedir, Penisilin-G %100 etkilidir. Eğer sebep Str. Pyogenes ise Penisilin G doğru olmalıdır.
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