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Sorumlu Yazar 62

Rahsan Dilek Okyay Zonguldak Billent Ecevit Universitesi Merkez Farabi Kampiisi Sezai Karakog Kiiltiir Merkezi'nde, 12
E-posta Kasim 2022 tarihinde “Travma anestezisinde Hasta Guvenligi, Zonguldak’ta Sonbahar Sempozyumu-Ii|
zengindilek@hotmail.com “(https://www.zbeu-travmaanestezisi.org) gerceklestirildi.

Sempozyum oturumlarindaki sézIu bildirilerin 6zetlerinin sunulmasi amaclanmistir. Kongre suresince
toplam 15 sdzel bildiri sunulmustur. Béylece, travma anestezisinde hasta giivenligi ve travma hastasinin
yOnetiminde glincel yaklagimlarin bilim diinyasi ile paylasilmasi saglanmistir.

Anahtar Sozciikler: Hasta giivenligi, Travma anestezisi, Multidisipliner yaklasim, Sempozyum

ABSTRACT
Gelis Tarihi At the Zonguldak Bulent Ecevit University, Central Farabi Campus Sezai Karakoc Cultural Center, 12
09.11.2022 November 2022, Patient Safety In Trauma Anesthesia, Autumn Symposium In Zonguldak-IIl (https://
Kabul Tarihi zeg.beun.edu.tr/)” was held.
26.11.2022 It is aimed to present abstracts of the oral presentations in the symposium sessions. During the

symposium, 15 presentations were presented. Thus, Patient safety in trauma anesthesia and current
SI0CH approaches in the management of trauma patients were shared with the scientific world.

'@- o Keywords: Patient safety, Trauma anesthesia, Multidisciplinary approach, Symposium
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SUNU-1 Limb Girdle Muskiiler Distrofili Kalca Kirigi Olgusunda Anestezi Yonetimimiz
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Amag: Limb Girdle Muskiler Distrofi (LGMD) kas onarimini ve kasin normal islevinin surdirilmesini saglayan proteinleri
kodlayan genlerdeki mutasyonlar ile ortaya ¢ikan, omuz ve pelvik kusak kaslarinda zayiflikla karakterize, progresif seyirli
kahtimsal bir hastaliktir (1). LGMD hastalarinin bulbar kas tutulumu, artmis aspirasyon riski, kas zayifligi, respiratuar
kétllesme, rabdomiyoliz, kardiyak iletim anormallikleri, myokardiyal tutulum, skolyoz nedeniyle ortaya ¢ikan zor havayolu
problemleri sebebiyle anestezi ydnetimi zorlayicidir (2). Dismeye bagli travma sonucu kalga kirigi nedeniyle acil operasyona
alinan LGMD tanili hastada anestezi ydnetimimizi sunmayi amagladik.

Olgu: 36 yasinda LGMD tanili kadin hasta femur fraktiri nedeniyle ortopedi tarafindan acil olarak operasyona alindi.
Yakinlarinin destegiyle mobilize olabilen hastanin klinik bulgularin 5 yasinda basladigi ve ilerleyen kas glicsiizIigi nedeniyle
basvurdugu merkezde 15 yasinda tani aldigi égrenildi. Preoperatif degerlendirmede olasi ritim bozukluklari ve miyokardial
tutulum agisindan kardiyoloji tarafindan degerlendirilen hastanin, EKG’sinin normal sinus ritminde ve ekokardiyografi
bulgulari normal sinirlardaydi. Hastanin fizik muayenesinde proksimal kas gugsuzItgine ek olarak omuz kusagi kaslarinda
atrofi mevcuttu (Sekil 1). Olguya oturur pozisyonda L4-5 araligindan 18 G Tuohy ignesi ile 27G spinal igneyi iceren setle
kombine spinal epidural blok yapildi. 5. cm’de spinal igneden BOS geldigi gérulince 15 mg bupivakain + 20 pg fentanil
uygulandi, ardindan epidural kateter 10 cm’de tespit edildi. Operasyonu 4,5 saat slren hastada herhangi bir problem
yasanmadi. Postoperatif takibinde analjezi amaciyla epidural kateteri kullanilarak hastanin VAS skorlari 3’tn altinda tutuldu.
Hasta yatisinin 6.ginunde sifa ile taburcu edildi.

Tartisma ve sonucg: LGMD hastalarinda genel popllasyonla karsilastiriidiginda malign hipertermi riski artmaksizin,
rabdomiyoliz ve hiperkalemi gézlenebileceginden inhalasyon anestezikleri ve siksinilkolin kullanmaktan kaginiimali; genel
anestezi gerektiren olgularda total intraventz anestezi tercih edilmelidir (3). Ancak bu olgularda olasi kardiyovaskuler ve
respiratuar sistem tutulumu nedeniyle miimkin oldugunca rejyonal anesteziye tercih edilebilir. Rejyonal anestezi uygulanacak
hastalarda ise bulbar kas tutulumu aspirasyon agisindan risk teskil eder ve artmis skolyoz sikhigi ndroaksiyal anestezi
uygulanmasini zorlastirir. Sonug olarak LGMD’li hastalarda anestezi yonetimi hastaligin diger sistem tutulumlari géz 6niinde
bulundurularak; genel anestezi ya da rejyonal anestezi tercihi hasta 6zelinde degerlendiriimelidir.

Anahtar kelimeler: Limb-Girdle Muskuler Distrofi, proksimal kas zayifligi, muskuler distrofi

Sekil 1: Omuz kusag! kaslarinda atrofi
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Anesthesia Management in Hip Fracture with Limb Girdle Muscular Dystrophy: A case report
ABSTRACT

Obijective: Limb Girdle Muscular Dystrophy (LGMD) is a progressive inherited disease characterized by weakness in
the shoulder and pelvic girdle muscles, caused by mutations in genes encoding proteins that ensure muscle repair and
maintenance of normal muscle function (1). In LGMD patients, anesthesia management is challenging because of difficult
airway problems due to bulbar muscle involvement, increased aspiration risk, muscle weakness, respiratory deterioration,
rhabdomyolysis, cardiac conduction abnormalities, myocardial involvement, and scoliosis (2). We aimed to present our
anesthesia management in a patient with LGMD who has a hip fracture following a fall and is scheduled for emergency
surgery.

Case: A 36-year-old female patient with LGMD has scheduled an emergency operation for femoral fracture. The patient’s
clinical symptoms started at the age of 5 and were diagnosed at the age of 15. She could mobilize with the support of her
relatives. The patient was evaluated by cardiology before surgery since there was a possibility of cardiac arrhythmia and
myocardial involvement. ECG was in normal sinus rhythm and echocardiography was normal. She had proximal muscle
weakness and there was atrophy at the shoulder girdle muscles (Figure 1). Combined spinoepidural was performed in the
sitting position with a set containing an 18 G Tuohy needle and a 27 G spinal needle from the L4-5 intervertebral space.
The epidural space was localized in 5 cm, and after cerebrospinal fluid flow, 15 mg bupivacaine + 20 ug fentanyl was
administered into the subarachnoid space. Later on, the epidural catheter was placed at 10 cm. In the postoperative follow-
up, the patient’s VAS scores were kept below 3 by using the epidural catheter for analgesia. The patient was discharged on
the 6th day of his hospitalization with full recovery.

Discussion and conclusion: The use of inhalation anesthetics and succinylcholine should be avoided as rhabdomyolysis
and hyperkalemia can be observed in LGMD patients without an increased risk of malignant hyperthermia compared to the
general population; Total intravenous anesthesia should be preferred in cases requiring general anesthesia (3). However, in
these cases, regional anesthesia can be preferred as much as possible due to possible cardiovascular and respiratory system
involvement. In patients undergoing regional anesthesia, bulbar muscle involvement poses a risk for aspiration, and the
increased frequency of scoliosis makes it difficult to administer neuraxial anesthesia. As a result, in anesthesia management
in patients with LGMD, considering other system involvements of the disease; The choice of general anesthesia or regional
anesthesia should be evaluated on a case-by-case basis.

Keywords: Limb-Girdle Muscular Dystrophy, proximal muscle weakness, muscular dystrophy

SUNU 2 Trakeotomi islemi Sirasinda Saptanan Trakeobronsiyal Anomali: Olgu Sunumu
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Giris: Trakeobronsiyal anomaliler (TBA) intrauterin 5-16. haftalarda olusmaktadir. Asemptomatik olabildigi gibi stridor,

Oksuruk, atelektazi ya da pnémonilerle kendini géstermektedir (1-3). Sunumumuzda trakeotomi sirasinda farkedilen TBA’h
olgudaki deneyimimizi paylasmayi amacladik.

Olgu: Sunum icin aile onam alindi. Asfiksiye sekonder serebral palsi gelisen, laringomalazi, aspirasyon pndmonisi ve kronik
stridoru olan 8 ay, 6 kg’lik kiz olguya trakeotomi planlandi. Sistem muayeneleri ve laboratuvar degerleri normal olan olgunun
fizik muayenesinde; ekstremiteleri hipertonik, belirgin premaksilla, filtrum uzun, retrognati ve derin palmar cizgiler gézlendi.

Spontan soluyan olguya, standart anestezi monitérizasyonu ve indiksiyonu yapildi. Maske ventilasyonunda sikinti
yasanmayan olgu videolaringoskopla sorunsuzca entiibe edildi. Cerrahi trakeotomiyi takiben trakeostomi kandliyle ventile
edilemeyen olgu, reentibe edilerek ventilasyonu saglandi. Hemodinamik parametreleri stabil seyreden olguya tekrar
0,5 numara kiiclk trakeotomi kanull yerlestirildi, ancak ventilasyonun saglanamamasi nedeniyle yeniden entibe edildi.
intraoperatif bronkoskopide karinanin 3 cm Ustiinde sag trakeal bir brons/kér cep gorildi (Sekil 1). Kaniliin bu brons icine
girmis olabilecegi, bu ytzden ventile edilemedigi disiinulen olgu ileri merkezde degerlendiriimek Gizere stomasi kapatilarak
entibe sekilde yogun bakima génderildi.

Tartisma/Sonug: Trakeal brons prevalansi sagda %0,1-2, solda %0,3-1’dir ve en sik goruleni ‘yerdegistirmis trakeal brons’
olup genellikle sag Ust lob apikal segmentine baglanir. ‘Artik brong’ ise bronsiyal giduk seklindedir. Tani; bronkoskopi,
bronkografi veya bilgisayarli tomografiyle konur (4,5). Bu hastalar tekrarlayan enfeksiyon, direncli 6kstruk, solunum sikintisi
ile gelebilecegi gibi asemptomatik de seyredebilir (3,6,7). Trakeadan direkt kaynaklanan gercek/kor trakeal bronslarda
entiibasyon tlpi ya da trakeostomi kanull trakeal brong icine girerek solunum sikintisi, pndmotoraks, atelektazi ya da trakeal
bronsu tamamen kapatarak ventilasyon gucligu ve hipoksiye yol agabilir (8). Tekrarlayan akciger enfeksiyonu ve stridorla
gelen ve nedeni bulunamayan hastalara bronkoskopi yapilmasi, hava yolu patolojilerinin tanimlanmasi 6nerilmektedir
(2,9). Stridor nedeninin arastiriimadigr olgumuzda, trakeostomi kanuli ile ventilasyonun saglanamamasi tzerine yapilan
bronkoskopi ‘Artik brongial’ gidik saptanmis ve kanulin bu guduik icine yerleserek ventilasyonu bozdugu disuntlmastur.
Kronik stridoru olan hastalarda glvenli bir anestezi yonetimi icin, preoperatif ddSnemde radyolojik incelemeyi de kapsayan
detayh bir degerlendirmenin énemli oldugu kanisindayiz.

Anahtar kelimeler: Trakeal brong, Bronsiyal anomali, Nadir olgu

Sekil 1: Karinanin 2-3 cm Ustlinden ayrilan sag trakeal bir brons/kor cep
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Tracheobronchial Anomaly Detected During the Tracheotomy Procedure: A Case Report
ABSTRACT

Introduction: Tracheobronchial anomalies (TBA) intrauterine 5-16th occurs in weeks. It can be asymptomatic or manifests
itself with stridor, cough, atelectasis or pneumonia (1-3). In our presentation, we aimed to share our experience in a case
with TBA detected during tracheotomy.

Case Report: Family consent was obtained for the presentation. Tracheotomy was planned for an 8-month, 6-kg girl
who developed cerebral palsy secondary to asphyxia, had laryngomalacia, aspiration pneumonia and chronic stridor In
the physical examination of the case whose system examinations and laboratory values were normal; extremities were
hypertonic, prominent premaxilla, philtrum long, retrognathia and deep palmar lines were observed.

Standard anesthesia monitoring and induction were performed in the spontaneously breathing case. The patient, who did
not have any problems in mask ventilation, was intubated with a videoryngoscope without any problems. The patient, who
could not be ventilated with the tracheostomy cannula following surgical tracheotomy, was reintubated and ventilated. The
patient, whose hemodynamic parameters were stable, was reinserted with a 0.5 size small tracheotomy cannula, but was
re-intubated because ventilation could not be achieved. Intraoperative bronchoscopy revealed a right tracheal bronchus/blind
pocket 3 cm above the carina (Figure 1). The patient, who was thought to have entered this bronchus and therefore could not
be ventilated, was sent to the intensive care unit intubated after his stoma was closed to be evaluated in the advanced center.

Discussion/Conclusion: The prevalence of tracheal bronchus is 0.1-2% on the right and 0.3-1% on the left, and the most
common ‘displaced tracheal bronchus’ is usually attached to the apical segment of the right upper lobe. The ‘residual
bronchus’ is in the form of a bronchial stump. Diagnosis; bronchoscopy, bronchography or computed tomography (4,5).
These patients may present with recurrent infections, persistent cough, respiratory distress, or may be asymptomatic (3,6,7).
In true/blind tracheal bronchi originating directly from the trachea, the intubation tube or tracheostomy cannula enters the
tracheal bronchus and has respiratory distress, pneumothorax, atelectasis, or tracheal bronchus completely. may cause
ventilation difficulty and hypoxia (8). It is recommended to perform bronchoscopy and identify airway pathologies in patients
with recurrent pulmonary infection and stridor whose cause cannot be found (2,9). In our case, in which the cause of stridor
was not investigated, bronchoscopy performed because ventilation could not be provided with the tracheostomy cannula, a
‘residual bronchial’ stump was detected and it was thought that the cannula was placed in this stump and disrupted ventilation.

We believe that a detailed evaluation including radiological examination in the preoperative period is important for a safe
anesthesia management in patients with chronic stridor.

Keywords: Tracheal bronchus, Bronchial anomaly, Rare case
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Figure 1: A right tracheal bronchus/blind pocket diverging 2-3 cm above the carina.

SUNU 3 Travma Sonrasi Coklu Seviye Kaburga Kirigi Olan Hastada ESP Blok Kateterizasyonu
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Giris: Travma nedeniyle tedavisi planlanan hastalarin takiplerinde, agrilarinin kontrol altina alinmasi iyilesme slrecine

olumlu katki saglamaktadir. Bu olguda kiint toraks travmasi sonrasi tek tarafli coklu kaburga kirgi ile yogun bakimda takip
edilen hastanin ESP (erektdr spina plan) blok kateter teknigi ile agri yonetimini ve sonuglarini sunmak amagclanmistir.

Olgu: Arag ici trafik kazasi nedeniyle akciger kontlizyonu, pndmotoraks ve tek tarafli alti seviyede (T4-T9) kaburga kirigi olan
38 yasinda kadin hasta yogun bakimda takip ve tedaviye alindi. Bilinci agik olan hasta solunum gticligi ve VAS:10 dlizeyinde
agn tarifliyordu. Hastanin TA:130/70 mmHg, KTA:128/dak, O2 sat: %93-94, hasta supin pozisyonda yatamiyor, uyuyamiyor,
Okstremiyor, solunum sekresyonlarini temizleyemiyordu. Hastaya ultrason rehberliginde, lineer prob kullanilarak ESP blok
uygulanip, kateter seti ile (SonoLong Sono NanoLine Catheter, Pajunk, Germany) T6 Seviyesinde 20 ml %0,25 bupivakain
enjekte edildi. Kateterin igne ucundan ilerledigi gériltp hidrodiseksiyonla dogrulanarak 20 ml %0,25 bupivakain ek olarak
uygulandi. Hasta 15 dakika sonra istirahat halinde VAS:0, 6ksurir durumda VAS:2 tarif etti. Hastaya ilk giin 20 ml 4x1, ikinci
gln 20 ml 3x1 lokal anestezik aralikli bolus uygulandi. Genel durumu 48 saat icinde dizelen hastanin kateteri cikarilarak
ilgili servise génderildi.

Tartisma: Travma sonrasl yasanan agri bircok komplikasyonu da beraberinde getirmektedir. Toraks bdlgesi travmasi
Ozelinde, siklikla kaburga kiriklarina bagli agri meydana gelmektedir. Hastanin nefes almasini giclestiren bu durumun
¢6zlimlenmesinde bircok tedavi kullaniimaktadir. Opioid tabanli tedavilerin beraberinde getirdigi yan etkiler gz 6niine
alindiginda rejyonal anestezi ile uygulanan multimodal bir analjezik rejim akilci olmaktadir. Alan bloklarinin son 10 yilda
gesitliliginin ve kullaniminin artmasinin yanisira endikasyonlari da cogalmistir. Ozellikle toraks travmalarinda paravertebral
blok, serratus alan blogu, pektoral blok gibi bircok etkin, giivenli alan bloklari kullaniimaktadir. ESP blok genis bir alani
kapsamasi, kullanim kolayligi ve kateterizasyon i¢in uygun bir plana sahip olmasi gibi nedenlerle 6n plana ¢cikmaktadir.
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Sonug: Toraks travmasi nedenli ¢oklu kaburga kiriklari olan hastada uygulanan ESP blok kateterizasyon islemi hastamizda
sonuca etki eden, basarili bir akut agri ydnetimi sergilemistir.

Anahtar kelimeler: Kaburga kingi, Agri yénetimi, Erektér spina plan blogu

ESP Block Catheterization in Patient with Multi-Level RIB Fracture After Trauma
ABSTRACT

Introduction: In the follow-up of patients who are planned to be treated due to trauma, controlling their pain contributes
positively to the healing process. In this case, it was aimed to present the pain management and results of a patient followed
up in the intensive care unit with unilateral multiple rib fracture after blunt thoracic trauma with the ESP (erector spinae plane)
block catheter technique.

Case: A 38-year-old female patient with lung contusion, pneumothorax and unilateral six-level (T4-T9) rib fracture due to an
in-vehicle traffic accident was followed up and treated in the intensive care unit.

The patient was conscious and described respiratory distress and pain at the VAS:10 level. The patient’s vital signs were
TA: 130/70 mmHg, HR: 128/min, SO2: 93-94%. The patient could not lie in the supine position, could not sleep, could not
cough, and could not clear respiratory secretions. Under ultrasound guidance, ESP block was applied to the patient using
a linear probe and 20 ml of 0.25% bupivacaine was injected at T6 level with a catheter set (SonoLong Sono NanoLine
Catheter, Pajunk, Germany). It was observed that the catheter was advancing from the needle tip and it was confirmed by
hydrodissection, and 20 ml of 0.25% bupivacaine was additionally administered. After 15 minutes, the patient described a
resting VAS:0 and coughing a VAS:2. An intermittent bolus of 20 ml of 4x1 local anesthetic was administered to the patient on
the first day, and 20 ml of 3x1 local anesthetic on the second day. The patient’s general condition improved within 48 hours,
and the catheter was removed. The patient was discharged from intensive care unit.

Discussion: Pain experienced after trauma brings many complications. In thoracic region trauma, pain often occurs due to
rib fractures. Many treatments are used to resolve this condition, which makes it difficult for the patient to breathe. Considering
the side effects of opioid-based treatments, a multimodal analgesic regimen applied with regional anesthesia is rational. In
addition to the increase in the variety and use of field blocks in the last 10 years, their indications have also increased.
Especially in thoracic traumas, many effective and safe plane blocks such as paravertebral block, serratus plane block,
pectoral block are used. The ESP block comes into prominence because it covers a large area, is easy to use, and has a
suitable plane for catheterization.

Conclusion: The ESP block catheterization procedure performed in a patient with multiple rib fractures due to thoracic
trauma demonstrated successful acute pain management in our patient.

Keywords: Rib fracture, Pain management, Erector spinae plane block
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Giris ve Amagc: Beyin-omurilik sivisi(BOS) basinci azalmasinin neden oldugu ortostatik bas agrisi spontan veya sekonder
olarak ortaya cikabilir (1). Konservatif tedaviye yanitsiz olgularda epidural kan yamasi tedavide ilk secenektir (1, 2).

Bu olgu sunumunda, travmatik oldugu dusinilen ve 1 ay slreyle konservatif tedaviye yanitsiz intrakranyal hipotansiyon
olgusunda epidural kan yamasi uygulamamizi sunmayi amagcladik.

Olgu: Bir ay 6nce baglayan ve giderek artan bas agrisi, bulanti/kusma, ayaga kalkamama yakinmalariyla noroloji
poliklinigine basvuran ve fithess esnasinda boynunu zorlama éykusu bulunan 35 yasinda kadin hasta, epidural kan yamasi
acisindan degerlendiriimesi istemiyle konsllte edildi. Basinin arka kisimlarinda, baskilayici-zonklayici tipte olan agrisi
yatar pozisyonda azalma egilimindeydi. Dis merkezlerde ve merkezimizde yapilan mukerrer CT ve MR goruntiilemelerinde,
intrakraniyal hipotansiyonun karakteristik bulgulari mevcuttu; serebral herniyasyon, serebellar tonsiller ektopi, pakimeningeal
kontrastlanma ve kalinlasma, subdural eflizyon, beyin 6demi ve lateral ventrikiillerde baskilanma, suboksipital b6lgede BOS
kagagi ile uyumlu hiperintens koleksiyon (Sekil 1).

Hastamiza ameliyathanede steril kosullarinda, 20 mL otolog kan kullanilarak epidural kan yamasi uygulandi. Ayni gin
yapilan vizitte semptomlarinin geriledigi ve duygu durumunun dizeldigi gézlendi. Néroloji kliniginde 24 saat takip edilen
hasta sifa ile taburcu edildi.

Tartisma-Sonug: intrakraniyal hipotansiyon genellikle néroaksiyel anestezinin bir komplikasyonu olarak karsimiza cikar (3).
Hastamizda semptomlarin stipheli boyun travmasiyla es zamanli baglamasi ilgi ¢ekicidir. Néroaksiyel anestezi komplikasyonu
olarak karsimiza gelen intrakranyal hipotansiyon olgulari, erken baglanan konservatif tedaviye genellikle ilk 72 saat icinde
yanit erir (4). Konservatif tedaviye yanitsiz olgulara ilk haftanin sonunda epidural kan yamasi uygulanmasi gerekir (4,5).
Hastamiza yanit alinamamasina ragmen 1 ay slreyle konservatif tedavi uygulanmasinin nedeni dis merkezlerde zaman
kaybetmis olmasidir. Bu durum hastanin ayni zamanda depresyon tanisi almasina ve antidepresan tedavi verilmesine neden
olmustur.

Noroaksiyel anestezi komplikasyonu diginda nedenlerle olugan intrakraniyal hipotansiyon olgulari, genellikle bagka klinikler
tarafindan takip edilmektedir. Tedaviye direncli bu olgular, multidisipliner bir yaklasim ve klinikler arasi gelismis diyalog
sayesinde, epidural kan yamasi uygulamasi ile optimal kosullarda tedavi edilebilir.

Anahtar kelimeler: Epidural kan yamasi, postiral bas agrisi, spontan intrakranyal hipotansiyon
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Sekil 1: Kontrastsiz beyin tomografisi gérlntlleri, Prekontrast ve postkontrast MR gorintleri, Sagital planda kranyal ve
servikal MR goruntuleri.

A) Kontrastsiz beyin tomografisinde beyin ddemi ve lateral ventrikillerde baskilanma izlenmektedir, B) Pakimeningeal
kalinlasma ve kontrast tutulumu. C) Kirmizi oklar: pakimeningeal kalinlasma, Sari oklar: korpus kallozum spleniumda
baskilanma, Mavi oklar: Serebellar herniyasyon, D) Suboksipital bdlgede BOS kagagi ile uyumlu hiperintens koleksiyon
izlenmektedir (kirmizi oklar).
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Epidural Blood Patch in a Case of Intracranial Hypotension Due to Sports Trauma
ABSTRACT

Introduction and Purpose: Orthostatic headache caused by decreased CSF pressure may occur spontaneously or
secondary. In cases unresponsive to conservative treatment, epidural blood patch is the first choice in treatment. In this case
report, we aimed to present our epidural blood patch application in a case of intracranial hypotension that was thought to be
traumatic and unresponsive to conservative treatment for 1 month.

Case: A 35-year-old female patient who applied to the neurology outpatient clinic with complaints of headache, nausea/
vomiting, and inability to stand up that started one month ago and had a history of straining her neck during fithess was
consulted to be evaluated for epidural blood patch. His suppressive-throbbing pain in the back of his head tended to
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decrease in the supine position. There were characteristic findings of intracranial hypotension in repeated CT and MR
imaging performed in other centers and in our center; cerebral herniation, cerebellar tonsillar ectopia, pachymeningeal
enhancement and thickening, subdural effusion, cerebral edema and suppression in the lateral ventricles, hyperintense
collection compatible with CSF leakage in the suboccipital region (Figure 1).An epidural blood patch was applied to our
patient under sterile conditions in the operating room, using 20 mL of autologous blood. At the same day visit, it was observed
that his symptoms regressed and his mood improved. The patient, who was followed up in the neurology clinic for 24 hours,
was discharged with full recovery.

Discussion: Intracranial hypotension usually occurs as a complication of neuraxial anesthesia. It is interesting that the
symptoms started simultaneously with suspected neck trauma in our patient. Intracranial hypotension cases, which occur as a
complication of neuraxial anesthesia, usually respond to early conservative treatment within 72 hours. In cases unresponsive
to conservative treatment, an epidural blood patch should be applied at the end of the first week. Despite no response to our
patient, the reason for the conservative treatment for 1 month is that he lost time in external centers. This situation caused
the patient to be diagnosed with depression and given antidepressant treatment at the same time. Intracranial hypotension
cases due to reasons other than neuraxial anesthesia complications are generally followed by other clinics. These treatment-
resistant cases can be treated in optimal conditions with epidural blood patch application, thanks to a multidisciplinary
approach and improved inter-clinic dialogue.

Keywords: Epidural blood patch, postural headache, spontaneous intracranial hypotension

Figure 1: Non-contrast brain tomography images, Precontrast and postcontrast MR images, Cranial and cervical MR images
in the sagittal plane.

A) Brain edema and suppression in the lateral ventricles are observed in non-contrast brain tomography, B) Pachymeningeal
thickening and contrast enhancement, C) Red arrows: pachymeningeal thickening, yellow arrows: corpus callosum splenium
suppression, blue arrows: cerebellar herniation, D) Hyperintense collection consistent with CSF leakage is observed in the
suboccipital region (red arrows).
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Amac: Toraksta penetran ve kint travma, pnémotorakslara veya hemotorakslara yol acabilen yaygin yaralanma

mekanizmalaridir. Toraksta en sik karsilagilan yaralanmalar pnémotoraks, pulmoner kontlizyonlar ve kaburga kiriklaridir
(1,2). Bu calismada travmatik pnédmotoraksh hastalarin klinik ve demografik 6zelliklerini sunmayi amagladik.

Gerec ve yontemler: Hastanemizde Ocak 2012 — Ekim 2022 yillari arasinda travmatik pnémotoraks sebebiyle tedavi edilen
29 olgunun kayitlari incelendi. Hastalarin demografik verileri, travma cesitleri, tedavi sekilleri ve sonuclari degerlendirildi.

Bulgular: Hastalarin 21'i (%72.4) erkek, 8'i (%27.6) kadindi. Yas ortalamalari 41 (18-80) olarak hesaplandi. Hastalarin 9’'unda
(%31) arag ici trafik kazasi, 4’Unde (%13.8) ara¢ disi trafik kazasi, 14’lUnde (%48.3) ylksekten dlisme, 2’sinde (%6.9) darp
sonucu pnémotoraks gelismistir. Hastalarin 9’'unda (%31) izole pnédmotoraks bulunurken, 20’sinde (%69) multitravmanin bir
komponenti olarak pndmotoraks mevcuttu. Hastalarin 5’inin %10 ve asagisi, 3'Unun %10-20, 15’inin %20-50, 6’sinin >%50
pnémotoraks dereceleri mevcuttu. Hastalarin 9'una (%31) kot kiridi eslik etmezken, 5’inde (%17.2) 1-2 kot kiridi, 15’inde
(51.7) ise 3 ve daha fazla kot kirig1 mevcuttu. Hastalarin 18’inde minimal, 2’sinde ciddi kontlizyon vardi. Hastalarin 6’s1 (%20
.7) medikal tedavi alirken, 23’0 (%79.3) tlp torakostomi tedavisi gérdu. Tlp torakostomi tedavisi géren hastalarin 10’'unun
sag, 8'inin sol, 5’inin bilateral pnédmotoraksi mevcuttu. Tupun takili kaldigr giin sayisi ortalama 5 (1-14) idi. Hastalarin 3’0
ayaktan tedavi edilirken, 13’0 serviste ve 13' YBU’de tedavi almistir. Hastalarin 6’si oda havasinda takip edilirken, 17’si
nazal kanul, 4’0 maske ile oksijen tedavisi almistir. 2 hasta entlbe takip edilmistir. Yatarak tedavi géren hastalar ortalama
yatis gund 10,5 (1-116) idi. 2 (%6.9) hasta ex olurken, 27 (%93.1) hasta sifa ile taburcu edilmistir.

Tartisma ve sonug¢: Pndmotoraks travmayi takiben sik gérilen, hayati tehdit eden ve ¢cogu zaman acil midahale gerektiren
bir patolojidir. Biz de calismamizda travmatik pnémotoraksli olgulara cogunlukla kot kingi ve kontlizyonun eslik ettigini, izole
olabilecegi gibi multitravmanin bir komponenti olarakta karsimiza ¢iktigini belirledik.

Anahtar Kelimeler: Travma, Pnémotoraks, Kontlizyon, Kaburga kirigi
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Clinical and Demographic Characteristics of Patients with Traumatic Pneumothorax
ABSTRACT

Objective: Penetrating and blunt trauma to the thorax are common injury mechanisms that can lead to pneumothorax and
hemothorax. The most common injuries in the thorax are pneumothorax, pulmonary contusions and rib fractures (1,2). The
aim of this study was to present the clinical and demographic characteristics of patients with traumatic pneumothorax.

Material and methods: The records of 29 cases who were treated in our hospital due to traumatic pneumothorax between
January 2012 and October 2022 were assessed retrospectively. Demographic data of the patients, types of trauma, the
patterns of treatment used and outcomes were evaluated.

Results: Total of 29 patients included study. 21 (72.4%) were male and 8 (27.6%) were female. The mean age was 41 (18-
80). The reasons for pneumothorax in patients 9 (31%) in-vehicle traffic accidents, 4 (13.8%) out-vehicle traffic accidents,
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14 (48.3%) falling down from height, in 2 (6.9%) assault. Isolated pneumothorax was found in 9 (31%) of the patients, while
pneumothorax was present as a component of multitrauma in 21 (69%). Of the patients, 5 had 10% or less, 3 had 10-20%,
15 had 20-50, 6 had >50% pneumothorax degree of collapse. While 9 (31%) of the patients were not accompanied by a rib
fracture, 5 (17.2%) had 1-2 rib fractures, and 15 (51.7%) had 3 or more rib fractures. 18 of the patients had minimal and 2
of them had severe pulmonary contusions. 6 (20.7%) of the patients treated medically, while 23 (79.3%) treated by insertion
of a thoracostomy tube. Of the patients who underwent tube thoracostomy treatment, 10 had right, 8 had left, and 5 had
bilateral pneumothorax. The mean number of days the tube inserted was 5 (1-14). While 3 of the patients were treated on
an outpatient basis, 13 of them received treatment in the ward and 13 of them received treatment in the ICU. While 6 of the
patients were followed up in room air, 17 of them received oxygen therapy with nasal cannula and 4 of them oxygen therapy
with mask. 2 patients were followed up intubated. The mean hospitalization day of patients was 10.5 (1-116). While 2 (6.9%)
patients died, 27 (93.1%) patients were discharged with full recovery.

Discussion and conclusion: Pneumothorax is a common, life-threatening pathology following trauma and mostly requires
emergency intervention. In our study, we determined that traumatic pneumothorax cases were mostly accompanied by rib
fracture and contusion, and it could be isolated as well as a component of multitrauma.

Keywords: Trauma, Pneumothorax, Contusion, Rib fracture
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Amagc: Ortopedik cerrahilerde turnike kullaniminin avantajlarina ragmen turnikenin sisiriime ve indiriime sirasinda
kardiyovaskiiler, metabolik, serebral degisiklikler olmaktadir (1). Turnikenin indiriimesini takiben parsiyel CO, artigi ile
birlikte serebral vazodilatasyon, intrakranial basing (IKB) artisi meydana gelmektedir (2). Optik sinir kilif capi (OSKC) ve IKB

arasindaki korelasyonu gdsteren ¢alismalar mevcuttur (3,4). Calismamizda turnike uygulamasinin OSKGC ve serebral oksijen
satirasyonu (rSO,) tzerine etkisini arastirmayi amagladik.

Gerec ve Yontem: Genel anestezi altinda turnike uygulanarak alt ekstremite cerrahisi gecirecek 43 hasta calismaya alind..
Rutin anestezi monitérizasyonuna ilaveten rSO,ve OSKC’leri 6l¢ildi. Turnike 300 mmHg basingla sisirildi. Monitérize edilen
parametreler, OSKC ol¢tmleri, turnike sireleri kaydedildi. Hastalar OSKC’lerine gore (>5mm ve <5mm) gruplara ayrilarak
rSO, end tidal karbondioksit (EtCO,), turnike slreleri agisindan karsilastirildi.

Bulgular: Hastalarin kalp atim hizlari, ortalama arteriyel basing (OAB) degerleri Tablo 1’de gosterilmistir. Turnike indirildikten
5 ve 15 dk sonra élgtilen EtCO, ve OSKG degerleri, indiriimeden énceki degerlerine gére yiiksekti(p<0,001). intraoperatif tim
OSKGC degerleri T0’a gore yuksek bulundu(p<0,001). Turnike indirildikten sonraki bilateral rSO2 degerleri; indiiksiyon éncesi,
turnike sisiriimeden ve indirilmeden &nceki degerlerine gére ylksekti (p<0,05). Turnike indirildikten 5 dk. sonra (T9) OSKC=5
mm olan grupta OSKC<5 mm gruba gére EtCO, degerleri ve turnike suresi yiksek bulundu (p<0,05). T9'da EtCO, ile hem
OSKGC hem de sag/sol rSO2 degerleri arasinda ve OSKC ile turnike slresi arasinda orta diizeyde, pozitif ydonde anlamli bir
iliski oldugu saptand (Sirasiyla p<0.05, p=0,038).

Tartisma-Sonug: Literatiirde turnike indirilmesini takiben EtCO, artisi ve turnike slresine bagh olarak OSKC degerlerinde
artig oldugu bildirilmistir (4,5). Calismamizda turnike indiriimesiyla OSKC ve rSO, degerlerinde artis oldugu, bu artiglarin
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EtCO, degeri ve turnike siresinin uzunlugu ile iligkili oldugu gézlendi. Sonug olarak turnike kullanilan cerrahilerde turnike
suresinin kisa tutulmasi, turnike indirildikten sonra EtCO, yikselmesinin 6nlenmesi, serebral oksijenizasyon ve OSKC takibi
ile gelisebilecek olasi komplikasyonlarin éniine gecilebilecegini diislinlyoruz.

Anahtar Kelimeler: Turnike, Optik sinir kilif capi, Serebral oksijenizasyon

Tablo 1: Hastalarin kalp atim hizi ve ortalama arteriyel basing deg@erlerinin karsilastiriimasi (ort+SS)

p' p’ p
Kalp atim hizi
TO 77,78+13,74 - - -
T1 79,90+11,69 0,281 - -
T2 67,82+11,29 <0,001 - -
T3 68,85+12,54 <0,001 0,491 -
T4 66,36+12,24 <0,001 0,337 -
T5 65,58+11,21 <0,001 0,187 -
T6 65,85+10,47 <0,001 0,268 -
T7 67,51+10,16 <0,001 0,849 -
T8 68,04+10,32 <0,001 0,901
T9 67,19+10,10 <0,001 0,737 0,413
T10 65,80+9,54 <0,001 0,212 0,026
T11 66,58+8,59 <0,001 0,422 0,226
Ortalama arteriyel basing
TO 100,04+12,33 - - -
T1 85+12,54 <0,001 - -
T2 78,97+10,44 <0,001 = -
T3 91,36+13,33 <0,001 <0,001 -
T4 87,41+11,65 <0,001 0,001 -
T5 85,82+9,28 <0,001 0,008 -
T6 88,09+10,43 <0,001 <0,001 -
T7 90,63+9,48 <0,001 <0,001 -
T8 91,09+10,19 <0,001 <0,001 -
T9 72,09+7,16 <0,001 0,001 <0,001
T10 74,12+8,36 <0,001 0,013 <0,001

T1

1 80,53+9,50 <0,001 0,363 <0,001

TO:

anestezi indiiksiyonu 6ncesi, T1: indiiksiyondan 5 dakika sonra, T2: turnike uygulamasindan hemen énce, T3: turnike uygulamasindan

5 dakika sonra, T4: turnike uygulamasindan 15 dakika sonra, T5: turnike uygulamasindan 30 dakika sonra, T6: turnike uygulamasindan 60

daki
T10

ka sonra, T7: turnike uygulamasindan 90 dakika sonra, T8:turnike indiriimeden hemen 6nce, T9: turnike indirildikten 5 dakika sonra,
: turnike indirildikten 15 dakika sonra, T11: turnike indirildikten 30 dakika sonra p': TO degeri ile karsilastirildiginda, p?: T2 degeri ile

karsilastirildiginda, p®:T8 degeri ile karsilastirildiginda.
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The Effect of Touniquet Application on Optic Nerve Sheath Diameter and Cerebral Oxygenation During Lower
Extremity Surgery

ABSTRACT

Aim: Despite the advantages of using tourniquets in orthopedic surgeries, cardiovascular, metabolic, cerebral changes occur
during inflation and deflating of the tourniquet (1). Following the deflation of a tourniquet, partial CO, values increase and
cerebral vasodilation and an increase in intracranial pressure (ICP) occur (2). There are some studies showing the correlation
between them (3,4). In our study, we aimed to investigate the effect of tourniquet application on ONSD and cerebral oxygen
saturation (rSO2).

Materials-Methods: Forty-three patients whom scheduled for lower extremity surgery with tourniquet application under
general anaeshesia were included in the study. In addition to routine anaesthesia monitoring rSO,and ONSD were measured.
Before the surgery the tourniquet was inflated. Intraoperatively monitored parametres, ONSD measurements, tourniquet
application time were recorded. Patients were devided into groups according to ONSD values (=5mm ve <56mm). These
groups were then compared in terms of rSO,, end-tidal carbondioxide (EtCO,), tourniquet duration.

Results: Heart rate and mean arterial pressure values of the patients are shown in Table 1. It was found that EtCO, and
ONSD values, which were measured 5 and 15 minutes after tourniquet deflation, were higher than those before tourniquet
deflation (p<0.001).Patients’ intraoperative ONSD values were higher than the pre-induction values (p<0.001).Bilateral rSO,
values after tourniquet deflation were higher than those before anesthesia induction,before tourniquet inflation and deflation
(p<0.05).At 5 minutes after tourniquet deflation(T9), EtCO, values and tourniquet time were higher in the ONSD =5 mm group
compared with the ONSD<5 mm group(p<0.05). At T9 right sided rSO2 and MAP values were low and ONSD values were
high(p<0.05). At T9 there was a moderate, positive, and significant relationship between EtCO, value and both ONSD and
right/left rS0O, values and also between ONSD and tourniquet duration (respectively p<0.05 and p=0.038).

Conclusion: It has been reported that there is aa increase in ONSD values following tourniquet deflation and it is depending
on tourniquet time and increased EtCO, (4,5). In our study, it was observed that there was significat increased in ONSD
and rS0O, values after deflating of tourniquet, and these increases were associated with the EtCO, value and length of the
tourniquet period. In conclusion, we think that possible complications can be prevented bye keeping the tourniquet time short,
preventing EtCO, increase after deflation of tourniquet and cerebral oxygenation and ONSD monitoring.

Key Words: Tourniquet, Optic nerve sheath diameter, Cerebral oxygenation.

Table 1: Compration of patients’heart rate and mean arterial pressure values (mean+SD)

p' p’ P
Heart rate
TO 77.78+13.74 - - -
T1 79.90+11.69  0.281 - -

T2 67.82+11.29 <0.001 - -
T3 68.85+12.54 <0.001 0.491 -
T4 66.36+12.24 <0.001 0.337 -
T5 65.58+11.21 <0.001 0.187 -
T6 65.85+10.47 <0.001 0.268 -
T7 67.51+£10.16 <0.001 0.849 -
T8 68.04+10.32 <0.001 0.901
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T9 67.19+10.10 <0.001 0.737 0.413
T10 65.80+9.54 <0.001 0.212 0.026
T 66.58+8.59 <0.001 0.422 0.226
Mean arterial pressure
TO 100.04+12.33
T 85+12.54 <0.001 - -

T2 78.97+10.44 <0.001 - -

T3 91.36+13.33 <0.001 <0.001 -

T4 87.41x£11.65 <0.001 0.001 -

T5 85.82+9.28 <0.001 0.008 -

T6 88.09+10.43 <0.001 <0.001 -

T7 90.63+9.48 <0.001 <0.001 -

T8 91.09+10.19 <0.001 <0.001 -

T9 72.09+7.16 <0.001 0.001 <0.001
T10 74.12+8.36 <0.001 0.013 <0.001
T 80.53+9.50 <0.001 0.363 <0.001

TO: Before induction of anesthesia, T1: 5 minutes after induction, T2: Immediately before tourniquet inflation, T3: 5 minutes after tourniquet
inflation, T4: 15 minutes after tourniquet inflation, T5: 30 minutes after tourniquet inflation, T6: 60 minutes after tourniquet inflation T7:
90 minutes after tourniquet inflation, T8: Just before tourniquet deflation, T9: 5 minutes after tourniquet defilation, T10: 15 minutes after
tourniquet defilation, T11: 30 minutes after tourniquet deflation p1: Compared with TO value p2: compared to T2 value p3: Compared to T8
value.

SUNU 7 Laringoskop Ampiil Arizasi Sonrasi, Transkutan6z Retrograd Krikolaringeal Aydinlatma Kullanilarak

Basariyla Gergeklestirilen Entiibasyon Girisimi: iki Olgu Sunumu

Akcan AKKAYA, 0000-0002-1630-2033, Ulkii Yavuz ERSAYIN, 0000-0002-6813-5038

Bolu Abant izzet Baysal Universitesi Tip Fakiiltesi Anesteziyoloji ve Reanimasyon Anabilim Dali, Bolu
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Giris ve Amagc: Laringoskopi; acil trakeal entiibasyon, glvenli anestezi ve hava yolu patolojisinin teshisi icin gerekli bir
prosedurdir. Laringoskop; kisa bir tutma parcasi(handle), kasik(blade) ve kasik 6n kisminda bulunan isik kaynagindan
olusur. Klinigimizde farkl tarihlerde iki ayri cerrahi uygulamasi sirasinda laringoskopa ait i1sik kaynaginin disfonksiyone
olmasi neticesinde, entlbasyon islemleri noninvaziv transkutandz retrograd krikolaringeal aydinlatma (TRKA) yéntemiyle
gergeklestirilmistir. TRKA islemi i¢in ameliyathane ortaminda damar yolu agmak icin hazirda bulundurulan 1400 luks
aydinlatma giclne sahip iki adet soguk led 1sik kaynagi kullanildi ve glottik aydinlatma bu iki soguk i1sik kaynaginin boyun
bélgesine bilateral eksternal temasi ile gerceklestirildi. Transkutanéz retrograd krikolaringeal aydinlatma, laringoskop ampul
arizas! durumunda iyi bir aydinlatma alternatifidir. Ayrica laringeal ve faringeal anatominin normalden farkli oldugu vakalarda
ve travma hastalarinda da faydali olabilir. Transkutandz retrograd krikofaringeal aydinlatma ile ilgili klinik deneyimimizi
paylasmayi amacladik.

Olgular:

Olgu 1: Pnomotoraks nedeni ile elektif sartlarda g6gis tupl takilmasi planlanan 19 yasinda, 59 kg erkek hasta ASA Il
ve Mallampati siniflamasi 1 olarak anestezi indiksiyonuna alindi, entiibasyon esnasinda laringoskop aydinlatma sistemi
arizalanan hasta da eksternal soguk led aydinlatma ile ayni laringoskop sistemi kullanilarak entlibasyon basarili olarak
gerceklestirildi. Entlbasyon basarisi kapnografik solunum paterni ve oskiltasyonla teyit edildi. Tup yerlestiriimezden énce
bir endoskop yardimi ile glottik gérantinun fotografi cekildi (Sekil 1).
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Olgu 2: ileus &n tanisiyla acil operasyon planlanan 7.5 yasinda, 23 kg kadin hasta risk siniflamasi ASA-Ill, Mallampati 8lcegi
2 olarak induksiyona alindi. Laringoskopi sirasinda meydana gelen aydinlatma hatasi nedeni ile yedek laringoskop getirilene
kadar mudahale masasinda hazir bulunan led isik kaynaklari TRKA saglanarak hasta basari ile entlbe edildi. Hastanin islem
esnasindaki glottik gérinimu Sekil 2’de betimlenmistir.

Tartisma: Retrograd transkutanéz krikolaringeal iliminasyonla basarili entibasyon islemi daha énceden Wilson ve Mondary
tarafindan bildirilmistir. Ginimuz teknolojisindeki gelismeler yuksek aydinlatma giiciine sahip led bazl soguk 1sik kaynaklarini
kolay erisilebilir ve ucuz hale getirmistir. Ozellikle pediyatrik damar yolu icin kullanildiklarinda etkin fayda saglayan bu
gulclu 1sik kaynaklari anestezi verilen ortamlarda kolay erisilebilir durumdadirlar. Entlibasyonunu gergeklestirdigimiz her
iki olguda da TRKA kullanimi esnasinda gdlgelenme gerceklesmemisti, bu da 6zellikle glottis gibi dokularin cevreledigi
bosluksu yapilarin daha belirgin olmasini saglamisti. Bu farkllik ézellikle dokularin ve laryngeal yapilarin ayirdinin zorlastigi
yenidogan anatomisi, travma hasarh laryngeal yapilar veya malformasyon gibi bagka laryngeal patolojilerin bulundugu
hallerde, entlibasyon igsleminin basarisini artirici bir katki saglayabilir.

Sonug: TRKA tekniginin klinige olasi katkilarinin arastiriimasi icin éncelikli olarak boyun anatomisinin nispeten ince oldugu
pediyatrik hastalarda kullaniimak Gzere, bu isleme yonelik patentli cihazlarin gelistiriimesinin ve bu zeminde klinik calismalarin
planlanmasinin bilime yararli olacagi kanaatindeyiz.

Anahtar Kelimeler: Laringoskop, i1sik arizasi, aydinlatma, krikolaringeal

Sekil 1: Vaka 1’e ait eksternal glottik aydinlatmanin laringoskopi esnasindaki fotografi.

Sekil 2: Vaka 2'ye ait eksternal glottik aydinlatmanin laringoskopi esnasinda

Successful Intubation Using Transcutaneous Retrograde Cricholaryngeal lllumination After Laryngoscope Bulb
Failure; Two Case Report

ABSTRACT

Introduction and Objective: Laryngoscopy and endotracheal intubation are necessary procedure for safe general
anesthesia and diagnosis of airway pathology. Laryngoscope consists of a short handle, a blade and a light source located
in front of the blade. Dysfunction of the light source of the laryngoscope during two different surgical applications on different
dates in our clinic, intubation procedures were performed with the noninvasive transcutaneous retrograde cricolaryngeal
illumination (TRCI) method. For TRCI procedure, two cold LED light sources with 1400 lux light power were used that are
present for vascular access in the operating room environment, and glottic illumination was carried out with bilateral external
contact of these two cold light sources to the anterior neck region. We used TRCI is a good illumination alternative in case
of laryngoscope bulb failure. It may also be beneficial in traumas patients and in cases where the laryngeal and pharyngeal
anatomy is different from normal. We aimed to share our clinical experience with transcutaneous retrograde cricopharyngeal
illumination.
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Cases:

Casel: A 19-year-old, 59 kg male patient who was planned to have a chest tube insertion under elective conditions due
to pneumothorax was taken for anesthesia induction. The patient was ASA Il and Mallampati classification was 1. The
laryngoscope illumination system malfunctioned during the intubation attempt. Intubation was successfully performed by
using the same laryngoscope system with external cold LED illumination in the patient. Intubation success was confirmed by
capnographic breathing pattern and auscultation. Before the tube was placed, a photograph of the glottic image was taken
with the help of an endoscope Figure 1.

Case 2: A 7.5-year-old, 23 kg female patient who was scheduled for emergency operation with a diagnosis of ileus was
inducted with risk classification ASA-IIl, Mallampati scale of 2. Due to the illumination system malfunction that occurred
during laryngoscopy, the patient was successfully intubated with providing TRCI with the LED light sources available on the
intervention table until the spare laryngoscope was brought. The glottic view of the patient during the procedure is in Figure 2.

Discussion: Successful intubation with retrograde transcutaneous cricolaryngeal illumination was previously reported by
Wilson and Mondary. Advances in today’s technology have made LED-based cold light sources with high illumination power
easily accessible and inexpensive. In both cases that we intubated, shadowing did not occur during the use of TRCI.

This made the hollow structures surrounded by tissues such as the glottis more prominent. This difference may contribute
to the success of the intubation procedure, especially in cases where the differentiation of tissues and laryngeal structures
is difficult, in the presence of other laryngeal pathologies such as neonatal anatomy, trauma-damaged laryngeal structures
or malformations.

Conclusion: In order to investigate the possible contributions of the TRCI technique to the clinic, primarily for use in pediatric
patients with relatively thin neck anatomy, we believe that the development of patented devices for this procedure and
planning clinical studies on this basis will be beneficial to science.

Keywords: Laryngoscope, light failure, illumination, cricolaryngeal

Figure 1: Photograph of the external glottic illumination of Case 1 during laryngoscopy.

Figure 2: Photograph of the external glottic illumination of Case 2 during laryngoscopy.
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SUNU 8 Posterior Stabilizasyon ve Fizyon Cerrahisi Yapilan 3 Yillik Travma Vakalarinin Degerlendirilmesi
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Giris ve Amagc: Torakolomber (TL) omurganin travmatik kiriklari, 6zellikle torakolomber bileske (T10-L2) seviyesinde
meydana gelen, spinal kolonun en sik gorilen kiriklardir. Gogus kafesi, kotlar ile birlikte daha az hareketli olan torakal
bdlgeden, daha dinamik olan lomber boélgeye gecis bu bdlgeyi biyomekanik acidan stresli bir alan haline getirmektedir
(1). Torakolomber omurga yaralanmalarinin %40 ila %80’i yiksek enerjili, motorlu ara¢ kazalari, dismeler ve benzeri
durumlar ile ilgili oldugundan, bircogu biyomekanik ve nérolojik agidan anstabil olma egilimindedir ve genellikle ¢coklu organ
yaralanmalarina sahiptir (2,3). Calismamizin amaci (¢ yil igerisinde klinigimize basvuran torakolomber travma nedeni ile
posterior stabilizasyon ve flizyon cerrahisi gecirmis hastalarin degerlendirilmesidir.

Gerec ve Yontem: Ocak-2019 ile Ekim-2022 tarihleri arasinda Bilent Ecevit Universitesi Tip Fakilltesi Hastanesi Nérosir(rii
Kliniginde torakolomber omurga travmasi nedeni ile tedavi alan 55 hasta incelendi. incelenen parametreler yas, cinsiyet,
travma etiyolojisi, fraktlr seviyesi, fraktur sayilari, yapilan cerrahi uygulama, McCormack skoru, stabilizasyon uzunlugudur.

Bulgular: Calismaya katilan popllasyonun ortalama yasi kadinlarda (n=19) 44.7, erkeklerde (n=36) 51.6 idi. Travma
etiyolojilerinde en fazla sebep yuksekten disme (%81,8) olarak tespit edildi. 45 hastada (%81,8) tek, 10 hastada (%18,2)
ise coklu seviye kiriklari mevcut olup, en cok L1 frakturt (% 56,3) oldugu izlenmistir (p<0.05). Hastalarin %40’ina (n=22)
dekompresyon amaciyla laminektomi yapilmistir. 49 hastanin McCormack (%89) skorunun <6, 6 hastanin (%11) ise 7 ve
Uzeri oldugu gorilmustir. 49 hastaya kisa segment stabilizasyonu, 6 hastaya ise uzun segment stabilizasyon uygulanmistir.

Tartisma ve Sonuc: Torakolomber omurga travmalari genellikle yliksek enerjili yaralanmalarin bir sonucudur, ¢cogunlugu
motorlu tasit kazalari ve disme kaynaklidir. Torakolomber kirngin tedavisini belirlemede kirik stabilitesi &nemli bir faktdrdir.
Kirik stabilitesi, mekanik stabilite ve nérolojik stabiliteden olusur (2,3). Torakolomber fraktiir yiksekten diisme nedeni ile
siklikla erkeklerde ve L1 vertebra diizeyinde kargimiza ¢ikmaktadir. Laminektomi ile birlikte kisa segment stabilizasyonlari
bu hastalarda daha sik uygulanan cerrahi yontemlerdir.

Anahtar Kelimeler: Travma, Torakolomber fraktirler, Posterior stabilizasyon, Flizyon cerrahisi
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Evaluation of 3-Year Trauma Cases who Underwent Posterior Stabilization and Fusion Surgery
ABSTRACT

Introduction and Aim: Traumatic fractures of the thoracolumbar (TL) spine are the most common fractures of the spinal
column, especially at the level of the thoracolumbar junction (T10-L2). The transition from the less active thoracic region to
the more dynamic lumbar region, along with the rib cage, makes this region a biomechanically stressful area (1). Since 40%
to 80% of thoracolumbar spine injuries are related to high-energy, motor vehicle accidents, falls, and similar situations, many
tend to be biomechanically and neurologically unstable and often have multiple organ injuries (2,3). The aim of our study is
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to evaluate the patients who applied to our clinic within three years and had posterior stabilization and fusion surgery due to
thoracolumbar trauma.

Materials and Methods: Between January-2019 and October-2022, 55 patients who were treated for thoracolumbar spine
trauma in the Neurosurgery Clinic of Bllent Ecevit University Medical Faculty Hospital were examined. The parameters
examined were age, gender, trauma etiology, fracture level, number of fractures, surgery performed, McCormack score, and
length of stabilization.

Results:The mean age of the population participating in the study was 44.7 for females (n=19) and 51.6 for males (n=36).
Falling from a height (81.8%) was the most common cause of trauma etiology. There were single level fractures in 45
patients (81.8%) and multiple level fractures in 10 patients (18.2%), and L1 fracture was the most common (56.3%) (p<0.05).
Laminectomy was performed in 40% (n=22) of the patients for decompression.It was observed that the McCormack score of
49 patients (89%) was <6, and 7 and above in 6 patients (11%).Short segment stabilization was applied to 49 patients and
long segment stabilization was applied to 6 patients.

Discussion and Conclusion: Thoracolumbar spine traumas are usually the result of high-energy injuries, mostly caused
by motor vehicle accidents and falls. Fracture stability is an important factor in determining the treatment of a thoracolumbar
fracture. Fracture stability consists of mechanical stability and neurological stability (2,3). Thoracolumbar fracture is frequently
encountered in men and at the level of the L1 vertebra due to falling from a height. Short segment stabilizations together with
laminectomy are more common surgical methods in these patients.

Keywords: Trauma, Thoracolumbar fractures, Posterior stabilization, Fusion surgery
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Amac: Maksillofasiyal travmaya eslik eden kiriklar havayolu yénetimini zorlastirabilir ve havayolu ve anestezi yénetimi de bu

hastalarin prognozunda cok etkilidir (1,2). Calismamizda maksillofasiyal travma nedeniyle hastanemizde takip/tedavi edilen
hastalardaki anestezi yonetimimizin degerlendirilmesi amaglanmistir.

Gerec ve Yontemler: Etik kurul onami sonrasi, Ocak 2018- Aralik 2021 tarihleri arasinda maksillofasiyal travma nedeniyle
basvuran hasta dosyalari retrospektif olarak tarandi. Hastalarin yasi, cinsiyeti, ASA riski, travma nedenleri, komorbiditeleri,
ilk bagvuru yerleri, aclik ve operasyona alinmasi i¢in gecen sureleri, kirik tipleri ve tedavi yéntemleri, anestezi ve havayolu
ybnetimi, postoperatif takip yerleri, yogun bakim dnitesi (YBU)’nde mekanik ventilatér (MV) ihtiyacinin varhigi, YBU yatis
suresi ve mortalite oranlari kaydedildi.

Bulgular: Toplam 459 maksillfasiyal travma hastanin degerlendirildigi ¢calismada hastalarin %74.5’nin 19-64 yas grubu
ve %79.3'nun erkek cinsiyet oldugu gérildu. Hastalarin %31,4’nin darp, %29’nun dusme ile travmatize oldugu goéraldu.
Hastalarin %30’unda maksilla, %25’inde orbita, %20’sinde mandibula kingi tespit edildi. Hastalarin %48’inin poliklinige,
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%45’inin acile, %7’sinin sevkle hastaneye basvurdugu goéruldi. Hastalarin %54’°Gnin konservatif yontemlerle takip edilirken
%46’sinin opere edildigi tespit edildi. Opere edilenlerin %62,7’sinin ASA-2 oldugu, %1’inin sedasyon, %12,4’tniun lokal,
%32,6’sinin ise genel anestezi altinda midahale edildigi gortldu. Ortalama aglk suresinin 10,11+3,16 saat(s), cerrahiye
alinma suresinin ise 99,14+84,32 s oldugu gorildl. Hastalarin havayolu yonetimi Tablo-1'de gdsterilmistir. Postoperatif
%89’unun serviste, %11’inin YBU’de tedavi edildigi, YBU yatisi yapilan 19 hastanin %63'niin MV ihtiyaci oldugu, %84°niin
servise cikarildiyi, %16’sinin vefat ettigi saptandi. YBU ortalama yatis siiresinin 18,55+32,82 giin, ortalama mortalite
suresinin 0,33+5,54 glin oldugu goéruldi.

Tartisma/Sonug: Hizli, seri endotrakeal entlibasyon(ETE), travmada havayolu yénetimi icin en yaygin yaklasimdir (3,4).
Gupta ve ark. maksillofasiyal travmalarda havayolu giivenliginin en cok ETE’le saglandigini belirtmiglerdir (5). Calismamizda
da ETE’nin sik tercih edildigini saptadik. Anatomik buttinligl bozulmus maksilliofasiyal travma cerrahisinde havayolu ve
hasta guvenligi i¢in ideal havayolu aracinin ETE oldugu kanisindayiz.

Anahtar kelimeler: Maksillofasiyal travma, endotrekeal entibasyon, havayolu yénetimi

Tablo 1: Hastalarin havayolu yénetimi.

n %
Endotrakeal entlibasyon 119 56,39
Spontan solunum 63 29,85
Nazotrakeal entiibasyon 22 10,42
Submental entiibasyon 4 1,8
Trakeostomi 3 1,4
Toplam 211 100,0
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Anesthesia and Airway Management in Maxillofacial Traumas: A Retrospective Study
ABSTRACT

Objective: Fractures accompanying maxillofacial trauma can complicate airway management, and airway and anesthesia
management are very effective in the prognosis of these patients (1,2). In our study, it was aimed to evaluate our anesthesia
management in patients followed/treated in our hospital for maxillofacial trauma.

Material and Methods: After ethics committee approval, the files of patients who applied for maxillofacial trauma between
January 2018 and December 2021 were reviewed retrospectively. Patients’ age, gender, ASA risk, causes of trauma,
comorbidities, first application sites, fasting and duration of operation, fracture types and treatment methods, anesthesia and
airway management, postoperative follow-up sites, mechanical ventilator in the intensive care unit (ICU) The presence of the
need for MV, ICU length of stay and mortality rates were recorded.

Results: In the study in which a total of 459 maxillofacial trauma patients were evaluated, it was seen that 74.5% of the
patients were in the 19-64 age group and 79.3% were male of patients. It was observed that 31.4% were traumatized by
assault and 29% by falling. Maxilla fractures were detected in 30%, orbital fractures in 25%, and mandible fractures in 20%
of the patients. It was observed that 48% of the patients were admitted to the polyclinic, 45% to the emergency department,
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and 7% to the hospital by referral. While 54% of the patients were followed with conservative methods, it was determined that
46% were operated. 62.7% of the operated patients were ASA-2, 1% were sedation, 12.4% were local, it was observed that
32.6% of them were intervened under general anesthesia. The mean duration of fasting was 10.11+3.16 hours and the time
to surgery was 99.14+84.32 hours. Patients airway management is shown in Table-1. Postoperatively, 89% were treated in
the ward, 11% were treated in the ICU, 63% of the 19 patients hospitalized in the ICU needed MV, 84% were taken to the
ward, and 16% died. The mean length of stay in the ICU was 18.55+32.82 days, and the mean mortality time was 0.33+5.54
days.

Discussion/Conclusion: Rapid, serial endotracheal intubation (ETE) is the most common approach for airway management
in trauma (3,4). Gupta et al. stated that airway safety is mostly provided by ETE in maxillofacial traumas (5). In our study,
we found that ETE was frequently preferred. We believe that ETE is the ideal airway tool for airway and patient safety in
maxilliofacial trauma surgery with impaired anatomical integrity.

Keywords: Maxillofacial trauma, Endotracheal intubation, Airway management

Table 1: Airway management of patients.

n %
Endoctracheal intubation 119 56.39
Spontaneous breathing 63 29.85
Nasotracheal intubation 22 10.42
Submental intubation 4 1.8
Tracheostomy 3 1.4
Total 211 100.0

SUNU 10 Patpat Kazasi Sonrasi Diz Alti Amputasyon Uygulanan Hastada Anestezi Yonetimi: Olgu Sunumu

Eren ACIKGOZ, 0000-0002-3084-7339

Zonguldak Karadeniz Eregli Devlet Hastanesi

0z

Giris: Hayati veya ekstremiteyi tehdit eden, hastanede yatis gerektirebilen kinetik, termal veya kimyasal enerjinin neden
oldugu yaralanmalar ve olusan doku hasari travma olarak adlandirilir. Diinya genelinde 15-45 yas arasi éltimlerin yaklasik
%80’i travmaya baglidir (1). Travma vicudun homeostatik dengesini bozar ve fizyolojik gereksinimleri artirir. Bu noktada

anestezistler, travmali hastaya koordineli yaklagim sireci ve kriz yénetiminde 6énemli bir noktada bulunmaktadirlar (2,3). Bu
yazida ¢apa makinesi kazasi sonrasi diz amputasyonu uygulanan hastada anestezi ydnetimi sunulmustur.

Olgu Sunumu: 19 yasinda erkek hasta, ayagini capa bicaklarina kaptirmasi sonucu yaralanarak kazadan 45 dakika sonra
acil servise getirildi. Hipotansif ve tasikardik olan hasta ortopedi bolimu tarafindan acil olarak ameliyata alindi. Kan Basinci:
80/55 mmHg, Nabiz: 115/dk, periferik oksijen satlirasyonu (SpO,):%96 idi. Hasta 4mg/kg ketamin ve 1mg/kg rocuronium ile
hizli seri bir sekilde entiibe edildi, anestezi idamesi aralikli ketamin boluslari ile saglandi. Her iki koldan 18G intraket ile damar
yolu acildi, intraarterial monitérizasyon saglandi ve olgu isitiimaya baslandi. Kan gazi: pH:7,30, laktat:8mmol/L, hemoglobin
8.4 gr/dl idi. invaziv kan basinci takibi saglandi. Bacaga uygulanan turnike sonrasi cerrahiye baglandi. Ortopedi ekibi
tarafindan popliteal bélge distalinde dolagim olmamasi, tip 3¢ acik kirgi olmasi nedeniyle diz dezartikulasyonu uygulandi. iki
saatlik cerrahi suresince hastaya 3000cc izotonik mayi isitilarak verildi. Hastanin intraoperatif hemodinamisi stabil seyrettigi
icin kan transflizyonu yapiimadi. Operasyon sonunda vitalleri stabil olan hasta ekstlibe edilerek yogun bakima alindi. Yogun
bakim Unitesinde crush sendromu olasiligina kargi ¢ giin takip edilen hasta laboratuvar testleri normal, vitalleri stabil sekilde
servise devir edildi.
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Sonug: Travmadan sonra gecen sire, hastanin triajini saglayan ekibin yaklasimi ve hastaneye ulastiktan sonra hastaya
spesifik uygulanan anestezik ve cerrahi yaklasim travma hastasinin hayatta kalimini ve sekelsiz iyilesmesini belirleyen
Onemli faktérlerdir. Travma hastalarinda her hasta bireysel olarak degerlendiriimeli, optimal anestezik bakim saglanmali ve
gereksiz kan transflizyonlarindan kaginiimalidir.

Anahtar Kelimeler: Anestezi yénetimi, Amputasyon, Travma
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Sekil 1: Hastanin ameliyata ilk alinisi ve uygulanan amputasyon

Anesthetic Management of a Patient Undergoing Amputation Below the Knee Following a Traffic Accident with
Patpat: A Case Report

ABSTRACT

Introduction: Trauma is described as tissue loss due to thermal, kinetic or chemical energy induced injury that necessitates
hospitalization threatening life or an extremity. Eighty percent of deaths between 15-45years is due to trauma worldwide
(1). Trauma disturbs homeostasis and increases the physiologic requirements. Anesthesiologists play a major role in the
management of trauma patient(2,3). Herein, the anesthetic management of a patient undergoing below the knee amputation
following hoeing machine accident is presented.

Case: Nineteen years old male patient was transferred to emergency department of our hospital 45 minutes after a traffic
accident. Non invazive blood pressure was 80/55mmHg, heart rate 115bpm, periferic oxygen saturation was 96% on admission
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and emergency operation was decided. 18G catheters were introduced to both basilic veins, intraarterial monitorization
started and active patient warming commenced. Arterial blood gas sampling revealed pH:7.30, Lactate:8mmol/L, Hgb:8.4g/
dL. Following rapid sequence intubation with 4mg/kg ketamine and 1mg/kg rocuronium and tourniquet application above
the knee, surgery commenced. Maintanance of anesthesia was achieved by intermittant ketamine bolus doses. Knee
disarticulation was done due to lack of circulation below the popliteal artery, presence of type ilic open fracture, and
soil contamination. Totally 3000ml of warmed izotonic fluid was infused during the intraoperative period. Intraoperative
hemodynamic parameters were stable therefore no blood transfusion was provided. At the end of the operation his vital signs
were stable, and the patient was extubated and transferred to intensive care unit. Following three days follow-up in intensive
care unit for the probability of crush syndrome, he was discharged to ward with stable vital signs.

Conclusion: Major factors determining the well being and sequela free healing of a trauma victim are the time lapse from
the onset of trauma until the patient is transferred to hospital, the approach of the transfer team, and the patient tailored
anesthetic and surgical management. Unnecessary blood transfusion must be avoided during the management of trauma
patients. Every trauma patient must be evaluated on patient basis, optimal anesthetic care must be provided and unnecessary
blood transfusion must be avoided.

Keywords: Anesthetic management, Amputation, Trauma
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Figure 1: Preoperative and intraoperative amputation views
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SUNU 11 Travmatik ve Non-Travmatik intrakraniyal Kanama Nedeniyle Opere Edilen Hastalarin Peroperatif
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Giris: Intrakraniyal hemorajiler dért genis kanama tipini kapsar: epidural, subdural, subaraknoid ve intraparankimal
kanamalardir. Her kanama tipi farkli etiyolojilerden kaynaklanir ve klinik bulgular, prognoz ve sonuglar degiskendir (1).

Bu calismanin primer amaci travmatik ve nontravmatik beyin kanamasi nedeniyle opere edilen hastalarin 6zelliklerinin ve
peroperatif dénemlerinin karsilastiriimasi, sekonder amag ise bu hastalarda mortaliteyi etkileyen faktérlerin belirlenmesidir.

Gerec ve Yontemler: Bu retrospektif calismada Ocak 2018- Eyliil 2022 arasinda Zonguldak Biilent Ecevit Universitesi
Hastanesinde beyin kanamasi sebebiyle opere edilmis tim hastalar degerlendirildi. Hastalara ait bilgiler hasta dosyalarindan
retrospektif olarak elde edildi. Beyin tUméri nedeni ile opere olmus takibinde kanama gelisen, hidrosefali tanisi olan,
dosyasinda da eksik verisi olan, preoperatif sedatize edilmis GKS’'nin degerlendirilemedigi hastalar ¢calismaya dahil edilmedi
(n=12). Normal dagilim testi olarak Shapiro Wilk testi kullanilmistir. Gruplar arasi karsilastirmalarda Bagimsiz iki Ornek T
testi, Mann-Whitney U testi, kategorik degiskenlerin karsilastirmalarinda Ki-kare testi kullanildi. Mortalitenin tespiti bagimi
degiskenlerin Lojistik Regresyon Analizi ile modellenmesiyle saglanmistir. p<0.05 degeri istatistiksel olarak anlamh farklilik
kabul edildi.

Bulgular: Calismaya 91 olgu dahil edildi. Yas ortalamasi 59.23+23.70 olan hastalarin mortalite oraninin %18.7 oldugu
gbraldd. Bayuk cogunlugu travmatik beyin kanamasi nedeniyle (%64.8) opere edilen hastalarda travmatik kanamalarin
etiyolojisinde en sik dusme (%46.2) ve trafik kazalar (%12.1) yer aldigi gérilmustir. Kanamalarin ¢ogunlugu subdural
(%76.9)idi. Travmatik beyin kanamasiyla opere edilen hastalarinin nontravmatik beyin kanamasi geciren hastalara gére
daha fazla oranda yogun bakim ihtiyaci oldugu belirlenmistir (p=0.022) (Tablo 1). Mortalite riskinin non-travmatik beyin
kanamasinda 5.63 kat, GKS 9-12 olanlarda 6.47 kat, GKS<9 olanlarda 21.22 kat, intraoperatif hipotansif seyredenlerde
olanlarda 2.07 kat, hem hipotansiyon hem hipertansif atak gérilenlerde 43.02 kat daha fazla oldugu bulunmustur.

Tartisma: Yapilan bir travma calismasinda, yaralanma siddet skorunun ytiksek olmasi, ileri yas, subdural ve subaraknoid
kanama varligi artmis mortalite ile iligkili oldugu bulunmustur (2). Calismamizda ise, hemorajinin non-travmatik olmasinin,
basvuru sirasindaki GKS skorunun, intraoperatif hemodinamik degisikliklerin (hipotansiyon, hipotansiyon+hipertansiyon)
mortalite Gizerine etkisinin oldugu bulunmustur.

Anahtar Kelimeler: Travmatik intrakraniyal kanama, Non-travmatik intrakraniyal kanama, Mortalite
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Tablo 1: Travmatik ve nontravmatik beyin kanamasi nedeni opere edilen hastalarin demografik ve peroperatif 6zellikleri

Parametreler Grup Travma (n=59) Grup Non-travmatik (n=32) p
Yas 53.79+25.26 69.25+16.64 0.005
Cinsiyet (K/E) 10/ 49 9/23 0.210
ASA

NvAY 1/6/19/32/1 0/4/11/15/2 0.700
Anestezi suresi 147.37+54.38 130.93+56.98 0.069
Verilen toplam sivi 2405+1269.90 2132.81+863.84 0.279
Preop. hemodinami

Normal/HT/Hipotansif 36/16/7 15/15/2 0.151
Preoperatif GKS 14 (3-15) 14 (2-15) 0.486
Postoperatif GKS 14 (2-15) 14 (4-15) 0.905
YBU ihtiyaci+/- 42117 15/17 0.022
Mortalite +/- 50/9 24/8 0.255

Degerler, ortalama + SS, Median (minumum-maksimum) veya hasta sayisi olarak sunulmustur. GKS: Glasgow Koma Skoru, HT:
Hipertansiyon, YBU: Yogun bakim Unitesi, Preop: Preoperatif

Peroperative Evaluation of Patients Operated Due to Traumatic and Nontraumatic Intracranial Bleeding
ABSTRACT

Introduction: Intracranial hemorrhages encompass four broad types of bleeding: epidural, subdural, subarachnoid, and
intraparenchymal hemorrhages.Each type of bleeding results from different etiologies and clinical findings, prognosis and
outcomes are variable (1). The primary aim of this study is to compare the characteristics and perioperative periods of
patients who were operated for traumatic and non-traumatic brain hemorrhage, and the secondary aim is to determine the
factors affecting mortality in these patients.

Material and Methods: In this retrospective study, all patients who operated for intracranial hemorrhage in Zonguldak
Bulent Ecevit University Hospital between January 2018-September 2022 were evaluated. Patient information was obtained
retrospectively from patient files. Patients who underwent surgery for a brain tumor, developed bleeding during follow-up, had
a diagnosis of hydrocephalus, had missing data in their file, and were unable to evaluate preoperative sedative GCS were
not included in the study.

Results: 91 cases were included in the study. The mortality rate of patients with a mean age of 59.23+23.70 years was
18.7%. It was observed that the most common etiology of traumatic hemorrhage in patients who were operated due to
traumatic brain hemorrhage (64.8%) were falling (46.2%) and traffic accidents (12.1%). Majority of the bleedings were
subdural(76.9%). The patients were operated for traumatic hemorrhage needed ICU at a higher rate than the patients
with non-traumatic hemorrhage(p=0.022)(Table1). It was found that the risk of mortality was 5.63 times higher in non-
traumatic brain hemorrhage, 6.47 times in those with GCS 9-12, 21.22 times in those with GCS <9, 2.07 times in those with
intraoperative hypotensive course, and 43.02 times in those with both hypotension and hypertensive episodes.

Discussion: In a trauma study, it was found that high injury severity score, advanced age, presence of subdural and
subarachnoid hemorrhage were associated with increased mortality (2). In our study, it was found that non-traumatic
hemorrhage, GCS score at admission, and intraoperative hemodynamic changes had an effect on mortality.

Keywords: Traumatic intracranial hemorrhage, Non-traumatic intracranial hemorrhage, Mortality
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Table 1: Demographic and peroperative characteristics of patients operated for traumatic and non-traumatic brain hemorrhage

Parameters Group Trauma (n=59) Grup Non-traumatic (n=32) P
Age 53.79+25.26 69.25+16.64 0.005
Gender (K/E) 10/ 49 9/23 0.210
ASA

vAY 1/6/19/32/1 0/4/11/15/2 0.700
Anesthesia time 147.37+54.38 130.93+56.98 0.069
Administered total fluid 2405+1269.90 2132.81+863.84 0.279
Preop. hemodynamics

Normal/HT/Hypotansive 36/16/7 15/15/2 0.151
Preoperative GCS 14 (3-15) 14 (2-15) 0.486
Postoperative GCS 14 (2-15) 14 (4-15) 0.905
Need for ICU+/- 42117 15/17 0.022
Mortality +/- 50/9 24/8 0.255

Values are presented, mean + SD, Median (minumum-maximum), or number of patients.GCS: Glasgow Coma Score, HT: Hypertension,
ICU: Intensive care unit, Preop: Preoperative

SUNU 12 Bardet Biedel Sendromlu Hastada Anestezi Yénetimi
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Amag: Bardet-Biedl Sendromu (BBS) retinal distrofi, obezite, polidaktili, kognitif bozukluklar, renal malformasyonlar ve

hipogonadizm ile karakterize anestezi ve perioperatif bakimi etkileyebilecek belirtileri olan nadir bir genetik hastaliktir (1).
Sunumumuzda femur boyun kirigr nedeniyle opere olan BBS’li hastada anestezi yonetimizi paylasmayi amacladik.

Olgu: Sunum icin onam alindi. BBS 6ykusl olan 51 yasinda, 130 kg erkek hastaya femur boyun kirngi nedeniyle acil
operasyon planlandi. Mental retardasyonu, gérme bozuklugu ve polidaktilisi mevcuttu. Boynu kisa ve kalin, dili blyukta.
Mallampati skorunun IV oldugu saptandi. Kan basinci 170/110 mmHg olarak élclldi. Midozolam premedikasyonunu
takiben operasyon odasina alinan hastaya rutin hemodinamik monitérizasyon ve arteriyal kantlasyon yapildi. Zor havayolu
malzemeleri hazirlandi. Propofol, fentanil ve rokuronyumla anestezi indliksiyonu yapildi. Maske ventilasyonu zordu, cift el
teknigi ile havalandirilabildi, video laringoskopla entlbe edildi. Entlibasyon sirasinda epiglotun bifid epiglot oldugu gézlendi.
intraoperatif ortalama arter basinci <60 mmHg oldu. Toplam 20 mg efedrin ve anestezinin ylizeyellestirimesi ile duzeldi.
Cerrahi bitiminde néromuskiler blok sugammadexle antagonize edildi, hasta sorunsuz ekstlibe edilerek servise génderildi.

Tartisma-Sonug: Bardet-Biedl sendromlu hastalarda anestezik zorluklar obezite, kardiyak, renal fonksiyon bozuklugunun
derecesi ve mental retardasyonla iligkilidir (2). Fasiyal dismorfizm, dental anomaliler ve epiglottis bifidanin BBS’ye eslik
ettigi bildirilmistir (3). Fasiyal dismorfizm, dental anomaliler maske ventilasyonunda, epiglot anomalileri ise entiibasyonda
zorluga neden olabilmektedir ve genel anestezi uygulanacak hastalara indiiksiyon éncesi zor havayolu hazirhgi yapiimasi
Onerilmektedir (3,4). Olgumuzda zor havayolu dustindigimuz igin zor havayolu malzemeleri hazirdi ve entlbasyon video
laringoskopla sorunsuz gerceklestirildi. Genel anestezi uygulanacak BBS’li hastalarda spesifik antidotu olmasi nedeniyle
néromuskduler bloker olarak rokuronyum kullanilmasi énerilmektedir (4). Olgumuzda etki baslangicinin hizli olmasi nedeniyle
rokuronyum tercih edildi. Intraoperatif tansiyon degisiklikleri BBS’li hastalarda gérilebilmektedir (2). Olgumuzda da
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intraoperatif hipotansiyon gelismistir. Arteriyal monitérizasyonla gelisen hipotansiyon erken farkedilerek tedavisi saglanmistir.
Sonug olarak preoperatif dénemde zor havayolunun belirlenmesi ve gerekli malzemelerin hazirlanmasi, invaziv arteriyel
monitdrizasyon ve uygun anestezik ajanlarin secimiyle BBS’li hastalarda glvenli anestezi saglanabilir.

Anahtar Kelimeler: Bardet Biedel Sendromu, anestezi, bifid epiglot

Anesthesia management of a patient with Bardet-Biedel Syndrome
ABSTRACT

Aim: Bardet-Biedl syndrome (BBS) is characterized by retinal dystrophy, obesity, polydactyly, cognitive impairment, renal
malformations and hypogonadism. It is a rare genetic condition with symptoms that can affect anesthesia and perioperative
care (1). In our presentation, we aimed to present our anesthesia management in a patient with BBS who was operated for
a femoral neck fracture

Case: Consent was obtained for the presentation. An emergency operation due to femoral neck fracture was planned
for a 51 years-old, 130kg male patient with BBS. The patient had mental retardation, visual impairment, polydactyly. His
neck was short, thick; his tongue was large. Mallampati score was Class IV. His blood pressure was 170/110 mmHg.
Routine hemodynamic monitoring, arterial cannulation was performed to the patient following midozolam premedication.
Difficult airway equipments were prepared. Anesthesia was induced with propofol, fentanyl, rocuronium. Mask ventilation
was difficult, he could be ventilated with two-hand technique, and was intubated with videolaryngoscope. During intubation,
it was observed that the epiglottis was a bifid epiglottis. Intraoperative mean arterial pressure decreased to <60 mmHg
and improved with 20 mg of ephedrine and superficial anesthesia. At the end of the surgery, the neuromuscular block was
antagonized with sugammadex, patient was extubated and transported to the service.

Discussion-Conclusion: Anesthetic difficulties in patients with BBS are associated with obesity, degree of cardiac and
renal dysfunction, and mental retardation (2). Facial dysmorphism, dental anomalies, epiglottis bifida have been reported
to accompany BBS (3). Facial dysmorphism and dental abnormalities can create difficulties with mask ventilation, and
abnormalities observed in the epiglottis can also lead to intubation difficulty and it is recommended to prepare difficult
airway equipments before induction of general anaesthesia (3,4). In our case difficult airway equipments were present
in operation room. Intubation was performed with a video laryngoscope without any problems. It is recommended to use
rocuronium as a neuromuscular blocker in patients with BBS, since it has a specific antidote (4). In our case, rocuronium was
preferred because of the rapid onset of action. Intraoperative blood pressure changes can be seen in patients with BBS (2).
Intraoperative hypotension was observed in our case. Hypotension was detected early with arterial monitoring and treated.
As a result, safe anesthesia can be achieved in patients with BBS by determining the difficult airway in the preoperative
period and preparing the necessary equipments, invasive arterial monitoring, and selection of appropriate anesthetic agents.

Keywords: Bardet Biedel Syndrom, anaesthesia, bifid epiglottis
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SUNU 13 Kartagener Sendromlu Hastada Anestezi Yonetimi
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Amag: Kartagener sendromu (KS), situs inversus, bronsektazi, sinizit kombinasyonundan olusan, herediter bir hastaliktir (1).

Anestezi agisindan énemi, perioperatif respiratuar komplikasyonlardir (2). Sunumumuzda suprakondiler humerus fraktur(
nedeniyle acil operasyonu planlanan, akut astim ataginda olan KS’li olguda anestezi ydnetiminin paylasiimasi amaclanmistir.

Olgu: Sunum icin onam alindi. Onbir yasindaki KS’lu erkek olgunun situs inversus, sinlizit, astim tanilari mevcuttu. Akut
astim ataginda olan olgu, salbutamol ve steroid tedavileri ile acil operasyona alindi. Rutin anestezi ve bispektral indeks
monitdrizasyonlari yapildi. Dekstrokardisi olan olguya EKG elektrotlari tam tersi olarak yerlestirildi. Propofol, fentanil,
rokuronyumla anestezi indiiksiyonu saglandi. |-gel Laringeal Maske (I-gel LMA) yerlestirildi. idamede sevofluran, remifentanil
kullanildi. Operasyon bitiminde sugammadeks ile kas blogu geri cevrildi ve derin anestezi altinda LMA cikarildi. Peroperatif
herhangi bir sorun yagsanmadi.

Tartisma-Sonug: Peroperatif astim atadi tedavisinde inhale kisa etkili salbutamol, intraventz kortikosteroid tedavisi
Onerilmektedir (3). Akut astim ataginda olan olgumuza salbutamol, kortikosteroid tedavisi uygulanmisti. Situs inversuslu
olgularda EKG’nin tam aksi yénde monitérize edilmesi 6nerilmektedir (4). Olgumuzda EKG elekirodlarini dekstrokardiye
uygun sekilde yerlestirdik. Trakeal temizlige olanak sagladigi icin endotrakeal entlibasyon KS’li olgularda tercih edilse de
icinden bronkoskopik girisimlere imkan veren LMA’larin kullanilabilecegi de bildiriimistir (2,4). Astimli hastalarda laringoskopi,
entiibasyon, yuzeyel anesteziyle bronkospazm tetiklenebilirken, LMA'’yla havayolu rezistansinda artis olmadigi belirtilmigtir
(3). Olgumuzda bronkospazmi tetiklememek igin icinden aspirasyon kateterinin gegmesine olanak saglayan I-gel LMA’yi
kullandik, anestezi derinligini takip ettik. Astimli hastalarda sevofluran ve rokuronyumun giivenle kullanilabilecegi bildirilmistir
(8). Bronkodilatasyon saglamak amaciyla sevofluran, cerrahi gevseme istendigi i¢in rokuronyum kullandigimiz olgumuzda
sorun yasamadik. Astimli hastalarda néromuskuler blogun antagonize edilerek, derin anestezi altindayken ekstiibasyon
Onerilmektedir. Neostigminin bronkospazmi tetikledigi bildiriimektedir (5). Olgumuzda sugammadeksle antagonizasyon
yapilarak derin anestezi altinda ekstiibasyon gergeklestiriimistir. Sonug¢ olarak astimli, KS’li olgularda ayrintili peroperatif
degerlendirmeyle respiratuar etkilerin arastirilarak tedavisinin dlizenlenmesi, intraoperatif dénemde bronkospazmi
tetikleyecek nedenlerin bilinmesi ve 6nlenmesiyle givenli bir anestezi saglanabilir.

Anahtar Kelimeler: Kartagener sendromu, Astim, I-gel LMA
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Anesthesia Management in a Patient with Kartagener Syndrome
ABSTRACT

Aim: Kartagener’'s syndrome is a hereditary syndrome involving situs inversus, bronchiectasis and sinusitis (1). Main
anesthetic concern is perioperative respiratory complications (2). It is aimed to present the anesthesia management of a
patient with KS and acute asthma attack who is scheduled for emergency operation due to supracondular humeral fracture.
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Case: Consent was obtained for the presentation. An 11-year-old boy with a history of KS had situs inversus, sinusitis, and
asthma diagnoses. Before operation he was treated salbutamol and steroid therapies. BIS monitoring was performed in
addition to routine monitoring. ECG electrodes were placed in the opposite direction of their routine places. Anesthesia was
induced with propofol, fentanyl, rocuronium. I-Gel LMA was placed. Sevoflurane and remifentanil were used for maintenance.
At the end of the surgery, norumusculer block was antagonised with sugammadex, LMA was removed under deep anesthesia.
There were no peroperative problems.

Discussion: Inhaled short-acting salbutamol and intravenous corticosteroid therapy are recommended for the treatment
of asthma attacks developing in the perioperative period (3). Our patient was treated with salbutamol, corticosteroids for
an acute asthma episode before operation. It has been stated that ECG should be monitored in the opposite direction in
patients with situs inversus (4). In our case, ECG electrodes were placed in opposite direction. Although endotracheal
intubation is preferred because it allows tracheal cleaning in patients with KS, it has also been reported that LMAs that allow
bronchoscopic interventions can be used (2,4). Bronchospasm can be triggered by laryngoscopy, intubation, superficial
anesthesia in asthmatic patients, but there is no increase in airway resistance with LMA (3). In our case to avoid brochospazm
we preferred I-Gel LMA and monitorized depth of anesthesia. Sevoflurane and rocuronium can be used safely in patients
with asthma (3). In our case, we used sevoflurane to provide bronchodilation and rocuronium for surgical relaxation. In
patient with asthma, extubation should be performed under deep anesthesia following complete antagonization of the
neuromuscular block. It has been reported that neostigmine triggers bronchospasm (3). In our case we prefered sugammadex
for noromusculer antagonization and, extubated our patient under deep anesthesia. As a result, safe anesthesia can be
achieved by investigating and treating respiratory effects in patients with asthma and KS, and preventing the causes that will
trigger bronchospasm in the intraoperative period.

Keywords: Kartagener syndrom, Asthma, |-gel LMA
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Giris: Notrofil/lenfosit orani (NLO), inflamatuar yanitin basit ve ucuz bir belirtecidir (1). NLO sadece cerrahi travmadan
degil ayni zamanda anestezik yontemden de etkilenir. Anestezi yontemi NLO’yu etkileyebilir, bdylece inflamatuar yaniti
ve cerrahi sonuclari module edebilir (2). Bu calismada, 6n kol cerrahisi geciren hastalarda kan NLO ile anestezi teknikleri
arasindaki iliskiyi degerlendirmek, sekonder amag ise Platelet/lenfosit orani (TLO), Ortalama Trombosit Hacmi (OTH) ile
anestezi teknikleri arasinda iliskiyi degerlendirmek amaclanmigtir.

Gere¢ ve Yéntemler: Bu retrospektif calismada 01.01.2018-01.01.2020 arasinda Zonguldak Biilent Ecevit Universitesi
Hastanesinde travma nedeniyle 6n kol cerrahisi gecirmis hastalar degerlendirildi. Hastalar Grup G (genel anestezi) ve Grup
P (periferik sinir blogu) olmak Uzere iki gruba ayrildi. Periferik kandaki I6kosit sayilari, NLO, PLO, OTH her iki grupta da
ameliyat dncesi ve ameliyattan 24 saat sonra elde edildi. Veriler uygun istatistiksel testler kullanilarak analiz edildi.

Bulgular: Calismaya 157 hasta dahil edildi. Her iki grubun demografik ve perioperatif 6zellikleri Tablo1’de 6zetlenmistir.
iki grup arasinda postoperatif total I6kosit sayisi(TLS), NLO, PLO seviyeleri acisindan anlamli fark saptanirken (sirasiyla
p=0.001,<0.001,0.15), MPV seviyeleri agisindan anlaml fark saptanmamistir. NLO’da baslangica gére medyan (IQR) artis,
grup G'de 24. Saatte 1.25 (-33.54—19.76) istatistiksel olarak anlamli idi (p < 0.001) idi.

Tartisma: Cerrahi travmanin neden oldugu stres izerine yapilan ¢alismalar, hiicresel direncin baskilandigini ve inflamas-
yona duyarhhgr bildirilmistir. NLO, TLO ve OTH gibi hemogram parametrelerinin inflamasyon dizeyi ile iligkili oldugu bildi-
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rilmistir (3). Surhonne ve ark. yaptigi ¢calismada spinal anestezinin genel anestezi sonrasina gére anlaml derecede daha
distk NLO ve daha disutk TLS ile iligkili oldugu gdzlenmistir (4). Calismamizda da genel anestezi, periferik sinir blogu ile
karsilastiriidiginda TLS ve NLO’da daha buytk bir artis ile iligkili bulunmustur.

Anahtar kelimeler: Genel anestezi, Nétrofil lenfosit orani, Periferik sinir blogu
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Tablo 1: Hastalarin demografik ve perioperatif 6zellikleri.

Parametreler Grup G (n=97) Grup P (n=60) P

Yas 49.59+14.79 54.06+£14.35 0.061
Cinsiyet (K/E) 45/52 35/25 0.146
Kilo (kg) 69.63+12.47 72.63+13.41 0.218
Ameliyat stresi (dk) 142.93+41.72 132+45.53 0.071
ASA (I/1/11) 47/30M17/3 28/20/8/4 0.668
Verilen toplam sivi(ml) 2018.04+652 1837.50+623.59 0.112

Degerler, ortalama + SS veya hasta sayisi olarak sunulmustur.

The Effect of Anesthesia Method on Neutrophil-Lymphocyte Ratio in Patients Undergoing Forearm Surgery
ABSTRACT

Introduction: The neutrophil/lymphocyte ratio (NLR) is a simple and inexpensive marker of the inflammatory response (1).
NLR is affected not only by surgical trauma, but also by the anesthetic method. The method of anesthesia can affect NLR,
thereby modulating the inflammatory response and surgical outcomes (2). In this study, it was aim to evaluate the relationship
between blood NLR and anesthesia techniques in patients undergoing forearm surgery, and the secondary aim was Platelet/
lymphocyte ratio (PLR), Mean Platelet Volume (MPV).

Material and Methods: In this retrospective study, patients who had forearm surgery due to trauma at Zonguldak Blilent
Ecevit University Hospital between January 2018 and September 2022 were evaluated. The patients were divided into two
groups as Group G (general anesthesia) and Group P (peripheral nerve block). Peripheral blood leukocyte counts, NLR,
PLR, MPV in both groups before and after surgery

Results: 157 patients were included in the study. Demographic and perioperative characteristics of both groups are
summarized in Table 1. While a significant difference was found between the two groups in terms of postoperative total
leukocyte count (TLC), NLR, and PLR levels (p=0.001, <0.001, 0.15, respectively), there was no significant difference in
MPV levels. The median (IQR) increase from baseline in NLR was 1.25 (-33.54—-19.76) at 24 hours in group G, which was
statistically significant (P< 0.001)

Discussion: Studies on the stress caused by surgical trauma have reported suppression of cellular resistance and
susceptibility to inflammation. It has been reported that hemogram parameters such as NLR, PLR and MPV are associated
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with the level of inflammation (3). Surhonne et al. found that spinal anesthesia was associated with significantly lower
NLR and lower TLC than after general anesthesia (4). In our study, general anesthesia was also associated with a greater
increase in TLC and NLR compared to peripheral nerve block.

Keywords: General anesthesia, Neutrophil lymphocyte ratio, Peripheral nerve block

Table 1: Demographic and perioperative characteristics of the patients.

Parameters Group G (n=97) Group P (n=60) P

Age 49.59+14.79 54.06+14.35 0.061
Gender (K/E) 45/52 35/25 0.146
Weight (kg) 69.63+12.47 72.63+13.41 0.218
Operation time (dk) 142.93+41.72 132+45.53 0.071
ASA (I/11/11) 47/30/17/3 28/20/8/4 0.668
Administered intraoperative fluid (ml) 2018.04+652 1837.50+623.59 0.112

Values are presented as mean + SD or number of patients.

SUNU 15 Uciincii Basamak Bir Hastanede Peroperatif Kritik Olaylarin Prospektif Olarak Gézden Gegirilmesi
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Giris: Kritik olaylarin kaydi, yalnizca uygulama kalitesinin degerlendiriimesini saglamaz, sikligi ve ciddiyeti hakkinda da bilgi
saglar (1,2). Calismamizda Uglncl basamak bir hastanedeki peroperatif kritik olaylari gézden gecirmeyi amagladik.

Gerec ve Yéntemler: Prospektif, gdzlemsel planlanan calismamiz etik onay sonrasi, Mart-Eylil 2020 tarihlerinde
ameliyathanemizde gerceklestirildi. Calismaya ameliyathane disi girisimler, yogun bakim (nitesi (YBU)'den ameliyata
getirilenler hari¢ tim hastalar dahil edildi. Hastalarin demografik 6zellikleri, ASA riski, cerrahi birimi, anestezi ydntemi, cerrahi
proseduri, anestezi ve cerrahi slresi, yatis sekli ile intraoperatif ve postoperatif derlenme odasinda gelisen kritik olaylar,
standart bir veri formu kullanilarak kaydedildi (EK-1). p<0,05 anlamli kabul edildi.

Bulgular: Calisma 1904 hasta ile tamamlandi. Hastalarin %54°G kadin, %46’s1 erkek ve ortalama yaslari 45.50+21.90 yil,
cerrahi suresi 94.88+84.90 dk, anestezi suresi de 105.31+86.49 dakikaydi. Hastalarin biytk cogunlugunu olusturan; ASA 2
risk grubu, 19-64 yas, genel cerrahi ve kadin dogum prosedurleri gegiren ve genel anestezi altinda islem yapilmis hastalarda
peroperatif kritik olaylarin sik oldugu saptandi (p<0.001). Hastalarin intraoperatif %32’sinde (796 olay), postoperatif ise
%20’sinde (458 olay) kritik olay gézlendi. En yaygin kritik olayin intraoperatif kardiyovaskuler sisteme (KVS) (%68,5) ait
oldugu gézlenirken postoperatif ise agri (%48) oldugu saptandi. intraoperatif 17 beklenmedik reentiibasyon vakasi vardi.
Kritik olaylar nedeniyle 6 hastanin postoperatif derlenmede daha uzun siire kaldigi ve 2 hastanin da planlanmamis YBU
yatislari oldugu saptandi. intraoperatif ve postoperatif sistemlere gére kritik olaylarin karsilastiriimasi Tablo 1°de gdsterilmistir.

Tartisma: Kritik olaylarin ortaya ¢ikma olasiligi Gizerine yapilmis calismalar, sistemlere gére dagihmlari hakkinda farkli
sonuclar bildirmektedir (2,3). Bu olaylari sistemlere goére inceledigimizde; intraoperatif KVS, postoperatif ise agrinin sik
oldugunu gézlemledik.

Sonugc: Sonuclarimiz bildirilen bu olaylar hakkinda kapsamli bir genel bakis saglamaktadir. Bu bakis kritik olaylarin gelecekte
meydana gelmesini azaltmak icin kapsamli, pratik ve ulasilabilir bir raporlama sisteminin gerekliligini distndirmektedir.
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Tablo 1: intraoperatif ve postoperatif sistemlere gére kritik olaylarla kategorik verilerin karsilastiriimasi.

intraoperatif sistemlere gore kritik olaylar

Olay yok KVS SS Havayolu Sss Gis Diger P
patolojileri
Yas Grubu
<18 yas 196 (81,3)a 16 (6,6)a 8 (3,3)a 3(1,2a 1(0,4)a 3(1,2a 17 (7,1)a <0,001
19-64 855 (69,4)b 268 (21,8)b 34 (2,8)a 48 (3,9)a 29 (2,4)a 6 (0,5)a 46 (3,7)ab
65-80 208 (57,6)c 135 (37,4)c 8 (2,2)a 12 (3,3)a 4(1,1)a 3(0,8)a 6 (1,7)b
81 ve Uzeri 43 (61,4)bc 25 (35,7)c 0 (0) 2(2,9)a 1(1,4)a 0(0) 1(1,4)ab
Cinsiyet
Kadin 704 (68,3) 233 (22,6) 28 (2,7) 33(3,2) 24 (2,3) 5(0,5) 39 (3,8) 0,681
Erkek 598 (68,4) 211 (24,1) 22 (2,5) 32(3,7) 11 (1,3) 7 (0,8) 31 (3,5)
ASA
ASA verilmedi 240 (99,6)a 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 1(0,4)a <0,001
1 296 (78,5)b 41 (10,9)a 12 (3,2)a 5(1,3)a 3(0,8)a 5(1,3)a 24 (6,4)b
2 581 (66,1)c 206 (23,4)b  25(2,8)a 37 (4,2)ab 25 (2,8)a 4 (0,5)a 35 (4)ab
3 170 (45,6)d 180 (48,3)c 11 (2,9)a 20 (5,4)b 6 (1,6)a 3(0,8)a 7 (1,9)ac
4 15 (44,1)cd 17 (50)c 2(5,9)a 3 (8,8)bc 1(2,9)a 0 (0) 3 (8,8)bc
Cerrahi Bélim
Genel Cerrahi 187 (63)acd 83 (27,9)a 6 (2)ace 11 (3,7)a 6 (2)a 2 (0,7)a 10 (3,4)acd <0,001
Kadin Dogum 196 (66)ac 60 (20,2)ac 8 (2,7)ace 10 (3,4)a 18 (6,1)a 3(1)a 16 (5,4)acd
Gogus Cerrahi 9 (37,5)ad 10 (41,7)ad 3 (12,5)ab 5(20,8)b 0 (0) 0 (0) 2 (8,3)ab
Goz 213 (96,8)b 5(2,3)b 1(0,5)c 0 (0) 0 (0) 0(0) 1(0,5)c
Plastik Cerrahi 115 (76,2)cefg 19 (12,6)c 5 (3,3)ace 4 (2,6)a 2(1,3)a 1(0,7)a 6 (4)acd
KBB 90 (58,8)acd 52 (34)ad 6 (3,9)ace 7 (4,6)ab 0 (0) 1(0,7)a 6 (3,9)acd
Uroloji 121 (62,7)acd 59 (30,6)ad 1(0,5)cd 7 (3,6)a 4(2,1)a 2(1a 5 (2,6)acd
Beyin Cerrahi 57 (47,5)d 59 (49,2)d 6 (5)ace 11 (9,2)ab 0 (0) 0 (0) 1 (0,8)acd
Ortopedi 186 (64,8)acd 81(28,2)a 7 (2,4)ace 8 (2,8)a 5(1,7)a 1(0,3)a 12 (4,2)acd
Cocuk Cerrahi 108 (87,8)be 2(1,6)b 3 (2,4)ace 0 (0) 0(0) 1(0,8)a 10 (8,1)bd
Gastro 12 (54,5)adf 7 (31,8)acd 3 (13,6)be 1 (4,5)ab 0 (0) 0 (0) 0 (0)
Diger 8 (47,1)adg 7 (41,2)acd 1 (5,9)ace 1(5,9)a 0(0) 1(5,9)a 1(5,9)acd
Anestezi Yontemi
Anestezi verilmedi 0(0) 0(0) 0 (0) 0(0) 0(0) 0(0) 5 (100) <0,001
Genel 778 (59,9)a 395 (30,4)a 48(3,7)a 63 (4,8)a 19 (1,5)a 7 (0,5)a 53 (4,1)a
Rejyonel 175 (72,9)b 40 (16,7) 2(0,8)b 1(0,4)b 15 (6,3)b 5(2,1)b 10 (4,2)a
Lokal 244 (100) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)
Lokal+sedasyon 43 (86)bc 5(10)b 0 (0) 1 (2)ab 1 (2)ab 0(0) 2 (4)a
Sedasyon 62 (93,9)c 4(6,1)b 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)
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Postoperatif sistemlere gore kritik olaylar p*
Olay yok KVS 1] Gis SSS Diger
Yas Grubu
<18 yas 216 (89,6)a 5(2,1)a 1(0,4)a 6 (2,5)a 1(0,4)a 18 (7,5)a <0,001
19-64 962 (78,1)b 72 (5,8)ac 12 (1)a 38 (3,1)a 12 (1)a 177 (14,4)b
65-80 294 (81,4)b 37 (10,2)b 4(1,1)a 6(1,7)a 0(0) 37 (10,2)ab
81 ve Uzeri 56 (80)ab 7 (10)bc 3 (4,3)a 0(0) 1(1,4)a 6 (8,6)ab
Cinsiyet
Kadin 793 (77)a 64 (6, 15 (1,5)a 39 (3,8)a 8(0,8)a 157 (15,2)a <0,001
Erkek 735 (84,1)b 57 (6,5)a 5 (0,6)a 11 (1,3)b 6 (0,7)a 81 (9,3)b
ASA
ASA verilmedi 240 (99,6)a 0 (0) 0 (0) 0 (0) 0 (0) 1(0,4)a <0,001
1 324 (85,9)b 11 (2,9)a 1(0,3)a 13 (3,4)a 3(0,8)a 33 (8,8)b
2 660 (75,1)c 61 (6,9)b 8 (0,9)a 27 (3,1)a 9 (1a 147 (16,7)c
3 280 (75,1)c 44 (11,8)c 8 (2,1)ab 9 (2,4)a 2(0,5)a 53 (14,2)bc
4 24 (70,6)bc 5 (14,7)bc 3(8,8)b 1(2,9)a 0 (0) 4 (11,8)bc
Cerrahi Bolim
Genel Cerrahi 213 (71,7)a 24 (8,1)ab 4 (1,3)ab 14 (4,7)ab 1(0,3)a 63 (21,2)a <0,001
Kadin Dogum 208 (70)a 26 (8,8)ab 1(0,3)a 10 (3,4)ab 6 (2)a 58 (19,5)a
Gogus Cerrahi 17 (70,8)ab 1(4,2)ab 2 (8,3)b 0 (0) 0 (0) 6 (25)ab
Goz 220 (100) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0)
Plastik Cerrahi 135 (89,4)bc 2(1,3)a 1(0,7)ab 5 (3,3)ab 0 (0) 9 (6)bde
KBB 125 (81,7)abc 7 (4,6)ab 3 (2)ab 9 (5,9)a 0 (0) 11 (7,2)bcde
Uroloji 158 (81,9)abc 19 (9,8)b 2 (1)ab 4 (2,1)ab 3(1,6)a 10 (5,2)d
Beyin Cerrahi 84 (70)a 14 (11,7)bc 1(0,8)ab 1 (0,8)ab 0(0) 27 (22,5)a
Ortopedi 221 (77)ab 26 (9,1)ab 3 (1)ab 2(0,7)b 3 (1)a 48 (16,7)ae
Cocuk Cerrahi 116 (94,3)c 0 (0) 0 (0) 4 (3,3)ab 1(0,8)a 4 (3,3)df
Gastro 18 (81,8)abc 1 (4,5)ab 2 (9,1)bc 0 (0) 0 (0) 1 (4,5)abd
Diger 13 (76,5)abc 1(5,9)ab 1(5,9)ab 1(5,9)b 0 (0) 1 (5,9)abd
Anestezi Yontemi
Anestezi verilmedi 5 (100) 0 (0) 0 (0) 0 (0) 0 (0) 0 (0) <0,001
Genel 969 (74,6)a 105 (8,1)a 19 (1,5)a 41 (3,2)a 3(0,2)a 223(17,2)a
Rejyonal 205 (85,4)b 12 (5)a 1(0,4)a 5(2,1)a 11 (4,6)b 11 (4,6)b
Lokal 241 (98,8)c 1(0,4)b 0 (0) 0 (0) 0 (0) 2(0,8)b
Lokal+sedasyon 45 (90)ab 1 (2)ab 0 (0) 4 (8)a 0(0) 0(0)
Sedasyon 63 (95,5)bc 2 (3)ab 0 (0) 0 (0) 0(0) 2(3)b

*Pearson’s ki-kare testi, a-g: Ayni harfe sahip sistemler arasinda fark yoktur.
KVS: Kardiyovaskiiler sistem, SS: Solunum sistemi, GiS: Gastrointestinal sistem,SSS: Santral sinir sistemi, Diger: Goguls hastaliklari,
Cocuk gastroenteroloji, Kalp damar cerrahisi, ASA: Amerikan Anestezi Dernegi
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Prospective Review of Peroperative Critical Events in a Tertiary Hospital
ABSTRACT

Introduction: The recording of critical incidents provides not only an assessment of the quality of the application, but also
information about its frequency and severity (1,2). In our study, we aimed to review the peroperative critical events in a
tertiary care hospital.

Material and methods: Our prospective, observational study was performed in our operating room between March-September
2020, after ethical approval. All patients were included in the study, except for non-operating room interventions and those
brought to surgery from the intensive care unit (ICU). Demographic characteristics of the patients, ASA risk, surgical unit,
anesthesia method, surgical procedure, anesthesia and surgery duration, type of hospitalization, and critical events occurring
in the intraoperative and postoperative recovery room were recorded using a standard data form (Appendix-1). p<0.05 was
considered significant.

Results: The study was completed with 1904 patients. 54% of the patients were female and 46% were male. The mean
age was 45.50+21.90 years, surgical time was 94.88+84.90 minutes and the anesthesia time was 105.31+86.49 minutes.
Constituting the vast majority of patients; Peroperative critical events were found to be frequent in patients with ASA 2
risk group, 19-64 years of age, undergoing general surgery and obstetrics procedures, and operated under general
anesthesia (p<0.001). Critical events were observed in 32% (796 events) of patients intraoperatively and in 20% (458 events)
postoperative. The most common critical event was observed to belong to the intraoperative cardiovascular system (CVS)
(68.5%), while postoperative pain (48%) was found. There were 17 cases of unexpected reentubation intraoperatively. It
was found that 6 patients stayed longer in postoperative recovery due to critical events, and 2 patients had unscheduled ICU
admissions. Comparison of critical events according to intraoperative and postoperative systems is shown in Table 1.

Discussion: Studies on the probability of occurrence of critical events report different results about their distribution according
to systems (2,3). When we examined these events according to the systems; we observed that intraoperative CVS and
postoperative pain were frequent.

Conclusion: Our results provide a comprehensive overview of these reported events. This view suggests the necessity of a
comprehensive, practical and accessible reporting system in order to reduce the future occurrence of critical events.
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