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ORIGINAL ARTICLE / OZGUN ARASTIRMA MAKALESI

A General View of Emergency Psychiatric Consultations in a University Hospital
Bir Universite Hastanesindeki Acil Psikiyatri Konsiiltasyonlarina Genel Bakis

Demet Saglam Aykut!“, Filiz Civil Arslant™, Ozgiir Tathi2™, Evrim Ozkorumak Karagiizel'™, Gamze Kutlu'®, Aykut

Karahan'®, Ahmet Tiryaki3

ABSTRACT

Aim: Psychiatric patients form a significant rate of
patients cared for by emergency hospitals. Studies have
shown that 3-12% of those admitted in emergency services
of general hospitals are psychiatric patients.

The objective of this study is to research the
sociodemographic characteristics and psychiatric diagnoses
of psychiatric cases in the emergency service were consulted
with psychiatry.

Material and Methods: The records of all patients who
were admitted to Karadeniz Technical University Hospital
Emergency Service and whose psychiatric consultations
were asked between the dates 31.10.2015 and 31.10.2016
were assessed retrospectively and the patients’
sociodemographic characteristics, the purposes for asking
for consultation and their psychiatric diagnoses were
reviewed.

Results: Of the 171 patients included in the study, 93
(54.4%) were female, while 78 (45.6%) were male. Average
age of the patients was 35.6+15.5 and 128 (74.9%) were
unemployed. 63 (36.9%) of the patients were consulted to
the psychiatric department for suicide attempt, 21 (12.3%)
for acute psychotic symptoms, 17 (9.9%) for anxiety
symptoms, 16 (9.4%) for mania period symptoms, 13 (7.6%)
for having thoughts of suicide, 12 (7%) for agitation and 12
(7%) for side effects due to psychotropic drugs.
Psychiatrically, 42 (24.6%) of the patients who were asked
for consultation were assessed as depressive disorder, while
19 (11.1%) were assessed with schizophrenia, 26 (15.2%)
were assessed as alcohol and drug use disorder.

Conclusion: In this study, the patients were consulted
with psychiatry for suicide attempt the most, and the most
frequently determined psychiatric diagnosis as a result of
psychiatric assessment was depression.
psychiatry, psychiatric

Keywords: Emergency

consultation, psychiatric diagnosis, suicide attempt.
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Amag: Psikiyatrik hastalar, acil servisler tarafindan bakim

verilen hastalarin 6nemli bir oranini olusturmaktadirlar.
Nitekim calismalarda genel hastanelerin acil servislerine
basvurularin  %3-12sinin  psikiyatrik basvurular oldugu
gosterilmistir.
Bu calismada bir {niversite hastanesinde acil servise
basvuran psikiyatrik olgularin geriye donik olarak
sosyodemografik  Ozellikleri ve psikiyatrik tanilarinin
arastirilmasi amacglanmustir.

Gereg ve Yontemler: Karadeniz Teknik Universitesi Tip
Fakiltesi Hastanesi Acil Servisine 31.10.2015-31.10.2016
tarihleri arasinda basvuran ve acil servis tarafindan
psikiyatrik konsiiltasyon istenen tiim hastalarin kayitlari
geriye donlik olarak degerlendirilerek sosyodemografik
ozellikleri, konsultasyon istenme amaci ve psikiyatrik tanilari
gbzden gegirilmistir.

Bulgular: Calismaya alinan 171 hastanin 93'G (%54.4)
kadin, 78’i (%45.6) erkektir. Hastalarin yas ortalamasi
35.6+15.5 olup 128'i (%74.9) issizdir. Hastalarin 63’(i (%36.9)
intihar girisimi ile, 21’i (%12.3) akut psikotik belirtilerle, 17’si
(%9.9) anksiyete belirtileri ile, 16’s1 (%9.4) mani dénemi
belirtileri ile, 13’0 (%7.6) intihar dusincelerinin olmasi
nedeni ile, 12’si (%7) ajitasyon nedeni ile, 12'si (%7)
psikotrop ilaglara bagh yan etkiler ile psikiyatri bolimiine
konsilte edilmistir. Psikiyatrik agidan konsiiltasyon istenen
hastalarin 42’si (%24.6) depresif bozukluk, 19'u (%11.1)
sizofreni, 21'i (%12.3) bipolar bozukluk, 26’s1 (%15.2) alkol ve
madde kullanim bozuklugu olarak degerlendirilmistir.

Sonug: Bu calismada acil servis tarafindan psikiyatrik
konsiltasyon istenen hastalarin en sik intihar girisimi nedeni
ile psikiyatriye konsilte edildigi, psikiyatrik degerlendirme
sonucunda en sik belirlenen psikiyatrik taninin depresyon
oldugu tespit edilmistir.

Anahtar Kelimeler: Acil psikiyatri,  psikiyatrik
konsiiltasyon, psikiyatrik tani, intihar girisimi.
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Emergency Psychiatric Consultations General View

Introduction

Psychiatric diseases represent a significant proportion of
patients receiving care in emergency departments (1, 2).
Studies show that 3-12% of presentations to general hospital
emergency departments are psychiatric (3, 4). Psychiatric
emergencies may derive from several chronic mental
diseases, psychosocial stress factors and adverse life events,
and can also develop following intoxications, substance use,
drug side-effects and drug interactions (5).

Some psychiatric patients presenting to emergency
departments do so with explicit behavioral symptoms
(attempted suicide, etc.), while others may present with
non-behavioral problems (chest pain, etc.). Somatoform
disorders particularly including conversion disorder (35-
47%), anxiety disorders (12-15.9%) and psychotic disorders
(17-24.5%) are common diagnoses in numerous studies of
emergency psychiatric presentations (6). In addition,
previous studies have described the difficulty of evaluating
psychiatric diseases that are synchronous with physical
symptoms (1, 7, 8, 9).

Social and demographic information is a determining factor
in the planning of services for individuals seeking psychiatric
assistance and plays an important role in planning,
developing and accessing psychiatric services.
Epidemiological studies can be useful in eliciting clues
concerning the etiology and pathogenesis of psychiatric
diseases and identifying risk groups. Psychiatric
epidemiology studies performed in Turkey have reported
that the principal risk factors for psychiatric disorders are
associated with sex, age, marital status, socioeconomic level
and level of education (10). The skills of the physicians
working in the emergency department can also affect the
assessment of psychiatric cases. Indeed, emergency
physicians are able to refer psychiatric cases with low
severity to centers providing outpatient services without
waiting for consultations (11).

The purpose of this study was to retrospectively investigate
sociodemographic characteristics, symptoms leading to
referral for psychiatric examination and psychiatric
diagnoses among psychiatric cases presenting to a university
hospital emergency department and thought to require
psychiatric consultation, through an assessment of requests
for psychiatric consultations by the emergency department.

Material and Methods

The records of all patients presenting to the Karadeniz
Technical University Medical Faculty emergency medicine
department over a 1-year period from 31.10.2015 to
31.10.2016 and for whom psychiatric consultations were
requested by that department were examined
retrospectively. Of the 84,804 patient presentations
between the dates in question, 1592 were for psychiatric
reasons, and psychiatric consultations were requested for
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171 of these. Patients’ sociodemographic data were
obtained from the information in medical records using a
structured form. The emergency presentation symptoms of
patients for whom psychiatric consultations were requested
and diagnoses based on DSM-V following assessment by a
psychiatrist were reviewed using the information in the
medical records. Written permission for the study wa
obtained from the Karadeniz Technical University Medical
Faculty Farabi Hospital Chief Physician’s Office, and approval
was granted by the ethical committee (Date:2017- Approval
No:232).

Statistical analysis:

Data analysis was performed on SPSS 23.0 software.
Descriptive statistics were expressed as number and
percentage for categoric variables. Numerical variables were
expressed by conversion in categoric form.

Results

The emergency department received 84,804 presentations
during the study period, 1592 (1.9%) of which were assessed
as psychiatric cases. Psychiatric consultations were
requested for 171 (10.7%) of the 1592 cases assessed as
psychiatric. Ninety-three (54.4%) of the 171 patients
involving psychiatric department consultation were women
and 78 (45.6%) were men. Ninety (52.6%) patients were
married, 81 (47.4%) were single. Fifty (53.8%) of the women
in the study were married, 43 (46.2%) were single. Forty
(51.3%) of the men in the study were married, 38 (48.7%)
were single. Women comprised 55.6% of all the married
subjects, and men 44.4%. Fifty percent of the single subjects
were women and 50% were men. The mean age of the
patient was 35.6+15.5 years. One hundred twenty-eight
(74.9%) of the patients enrolled were unemployed. Patients’
sociodemographic data are shown in Table 1. Forty-eight
(28.1%) patients were aged 18-24, 49 (28.7%) were aged 25-
34, 37 (21.6%) were aged 35-44 and 37 (21.6%) were 45 or
over (Table 1). Following psychiatric evaluation, 55% (n= 94)
of patients were referred to the psychiatry clinicand 45% (n=
77) were admitted to the psychiatric ward. Consultations
with the psychiatric department involved 63 (36.9%)
patients after attempted suicide, 21 (12.3%) with acute
psychotic symptoms, 17 (9.9%) with anxiety symptoms, 16
(9.4%) with manic period symptoms, 13 (7.6%) with suicidal
ideation, 12 (7.0%) with agitation and 12 (7.0%) with side-
effects associated with psychotropic drugs. Forty-two
(24.6%) of the cases for whom psychiatric consultation was
requested were assessed as depressive disorder, 42 (24.6%)
as having personality pattern disorders (exhibiting clinical
characteristics of antisocial and borderline personality
disorder), 19 (11.1%) as schizophrenia, 21 (12.3%) as bipolar
disorder, and 26 (15.2%) as alcohol and substance use
disorder. Causes of presentation to the emergency
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department and suspected psychiatric diagnoses are shown
in Table 2.

Forty-four (69.8%) of the patients receiving psychiatric
consultation due to attempted suicide in this study were
women, while 19 (30.2%) were men. Twenty-one (33.3%) of
patients presenting due to attempted suicide were
diagnosed with depression. Thirty-six (57.1 %) of patients
presenting due to attempted suicide were diagnosed with
personality traits (Table 3).

%, n
Gender
Female 54.4 (n=93)
Male 45.6 (n=78)
Age (years) 35.6+15.5
Marital status
Married 52.6 (n=90)
Single 47.4 (n=81)
Educational status
Not literate 6.4 (n=11)
Literate 2.9 (n=5)
Primary school graduate 33.9 (n=58)
Secondary school graduate 11.7 (n=20)
High school graduate 34.5 (n=59)
University graduate 10.5 (n=18)
Employment status
Unemployed 74.9 (n=128)
Employed 25.1 (n=43)

Table 1. Sociodemographic characteristics

Discussion

In this study, 1.9% of all patients presenting to the
emergency department over a 1-year period were evaluated
as psychiatric cases, and psychiatric consultation was
requested for 10.7% of these. Following psychiatric
evaluation, 55% (n= 94) of patients were referred to the
psychiatry clinic and 45% (n= 77) were admitted to the
psychiatric ward. Levels of psychiatric presentations to the
emergency departments of general hospitals of 3-12% have
been reported in the literature (3, 4). The level of psychiatric
cases presenting to the emergency clinic was lower, at 1.9%,
than the levels reported in the previous literature. This may
be due to to the study being performed at a university
hospital providing tertiary health services, for which reason
patients were referred after being sifted at previous stages.
Psychiatric consultations were requested for 10.7% of all
cases assessed as psychiatric. Previous studies have reported
that emergency physicians being able to identify low severity
cases not requiring psychiatric consultation and to refer
these to psychiatric centers providing outpatient services
can reduce the waiting time for psychiatric consultation in
presenting cases and can prevent overcrowding in the
emergency environment (11, 12, 13). This study was
performed in a university hospital, and specialist emergency
physicians are in charge of the hospital’s emergency
department. Specialists may have greater skills in the
Anatolian J Emerg Med 2020;3(3); 66-70

Aykut et al.
evaluation of psychiatric case presentations and may have
requested psychiatric consultation only when this was
regarded as necessary. This may account for the low level of
psychiatric consultations in this study.

n, (%)
18-24 48 (%28.1)
25-34 49 (%28.7)
35-44 37(%21.6)
45 years and older 37(%21.6)
Total 171 (%100)

Table 2. Age groups

In terms of gender, 93 patients (54.4%) were female and 78
(45.6%) male. One recent study from Turkey reported a
preponderance of women among emergency presentations
(6). In another study, 81.8% of patients presenting to the
emergency department due to a critical life event were
women and 18.2% were men, findings similar to those of our
study (14). Married subjects comprised 52.6% of the
patients. Fifty women (53.8%) and 40 men (51.3%) were
married. Married subjects making more frequent emergency
psychiatric presentations than single subjects may indicate
that intrafamilial communication problems, relationship
problems and socioeconomic problems trigger the
emergence of psychological problems. In addition, 128
(74.9%) of patients were unemployed. In the light of these
findings, it is possible that unemployment may have an
adverse impact on individuals’ mental health and may also
lead to an increase in emergency presentations.
High school graduates comprised 34.5% of patients for
whom psychiatric consultations were requested by the
emergency department. These data are understandable for
the emergency department of a university hospital serving a
population that includes university students. Indeed,
examination of the general age distribution shows that age
groups making most presentations and for which
consultations were requested were the 18-24 and 25-34 age
groups, which also included the university population.
On the basis of our findings, psychiatric consultation was
most requested by the emergency department for cases
presenting after attempted suicide (36.9%, n= 63). Another
recent study from Turkey reported emergency department
presentations due to attempted suicide at a level of 22% (6).
Another study reported a 15% level of presentation to
emergency departments due to suicidal ideation (15). Forty-
four (69.8%) of the patients receiving psychiatric
consultation due to attempted suicide in this study were
women, while 19 (30.2%) were men. In support of the
findings of this study, previous studies concerning suicide
have reported a female/male ratio of 1.7 (16) and show that
attempted suicide is more common in women (87%) (17).
68
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Reason for admittance %, n
Suicide attempt 36.9 (n=63)
Acute psychotic symptoms 12.3 (n=21)
Mania period symptoms 9.4 (n=16)
Thoughts of suicide 7.6 (n=13)
Anxiety symptoms 9.9 (n=17)
Drug side effect 7.0 (n=12)
Fatigue/intoxication 4.7 (n=8)
Depressive symptoms 2.3 (n=4)
Conversion symptoms 2.3 (n=4)
Agitation 7.0 (n=12)
Dissociative symptoms 0.6 (n=1)
Psychiatric Diagnoses %, n
Schizophrenia 11.1 (n=19)
Depressive Disorder 24.6 (n=42)
Bipolar Disorder 12.3 (n=21)

Alcohol use disorder 7 (n=12)

Drug use disorder 8.2 (n=14)
Personality traits 24.6 (n=42)
Panic disorder 1.8 (n=3)

Obsessive Compulsive Disorder 2.9 (n=5)

Psychotic Disorder 9.4 (n=16)
Dementia 1.2 (n=2)
Generalized Anxiety Disorder 5.3 (n=9)
Delirium 2.9 (n=5)

Conversion Disorder 4.1 (n=7)
Schizoaffective disorder 0.6 (n=1)
Neuroleptic malignant syndrome 2.9 (n=5)
No psychiatric diagnosis 0.6 (n=1)

Table 3. Reason for admittance and diagnosis of the patients

The most common psychiatric diagnoses of patients
presenting to the emergency department following
evaluation consultations requested by the emergency
department were depression (24.6%, n= 42) and bipolar
disorder (12.3%, n=21). In support of this finding, one
previous study performed in the USA reported that mood
disorders were the most common diagnosis, at 66%, in
patients presenting to the emergency department, while
other studies have reported levels of 44-66% for mood
disorders (11). One study from Turkey reported an incidence
of 36% for mood disorder among patients presenting to the
emergency department (6). Women constituted 28 (66.7%)
of the patients diagnosed with depression and men 14
(33.3%). Another study from Turkey reported that 70.9% of
depressive patients presenting to the emergency
department were women (6). Twenty-one (50%) of the 42
patients diagnosed with depression presented to the
emergency department due to attempted suicide. In
addition, 33.3% (n= 21) of patients presenting due to
attempted suicide were diagnosed with depression. Mood
disorders are a significant risk factor for suicide, and studies
have reported that depressive episodes are the most
common diagnosis in deaths by suicide (18). According to
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our study findings, similar levels of patients diagnosed with
depression and of patients exhibiting antisocial and/or
borderline personality symptoms were present among
subjects for whom psychiatric consultation was requested
by the emergency department. Reasons for presentation to
the emergency department were attempted suicide in 57.1%
(n= 36) of patients assessed as having personality pattern
disorders (exhibiting clinical characteristics of antisocial and
borderline personality disorder) following psychiatric
evaluation. Previous studies have reported that personality
disorders are associated with an increased risk of suicide.
The lifetime risk of suicide in individuals with personality
disorder is 3-9%, a figure 7 times greater than in the general

population (19).
Suicide attempt n, (%)
Personality traits 36 (%57.1)
Depression 21 (%33.3)
Others 6 (%9.6)
Total 63 (%100)

Table 4. Depression and personality traits in suicide attempters

Schizophrenia, schizoaffective disorder and psychotic
disorder spectrum diagnoses were considered in 21.1% of
patients for whom psychiatric consultation was requested by
the emergency department. One of the most common
diagnoses in patients presenting to emergency departments
are reported to be psychotic disorders (17-24.5%), and our
study findings are compatible with those of previous studies
in terms of such disorders (4, 6). In addition, one study from
the USA reported that the most common diagnoses among
patients presenting to the emergency department were
schizophrenia (39%) followed by depressive mood (13.5%)
and suicidal ideation (12.1%) (20).

In this study, 10% (n=17) of cases for which psychiatric
consultation were requested by the emergency department
were evaluated as anxiety disorders, 4.1% (n=7) as
conversion disorder, and 15.2% (n=26) as alcohol and
substance use disorder. Two studies from Turkey concerning
patients reporting to emergency departments for psychiatric
reasons reported alcohol and substance use disorder levels
of 26.3% (21) and 27.3% (6), while a study from the USA
reported a figure of 26% (11). The lower level of alcohol and
substance use at psychiatric consultations in this study
compared to the previous literature may be attributed to the
toxicological competence of the specialist emergency
physicians in the clinic where the study was performed.

Limitations

One of the limitations of this study is that it is a retrospective

study and that data are based on file information. In

addition, the fact that the data is obtained from a university
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hospital serving the youth community is another limitation
of the study. It will not be possible to generalize the results
of the study, which includes the data of a short period of one
year, to the whole population of psychiatric patients who are
urgent.

Conclusion

In the light of our study findings, patients presenting to the
emergency department for psychiatric reasons most
commonly share risks and require assistance for attempted
suicide and depression. In that context, we would suggest
that education programs that can be planned for emergency
departments in terms of the management of such difficult
cases involving possible mortality can increase the quality of
the services provided and contribute to the competences of
emergency physicians.
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Association Between Type of Fracture and Mortality Rate in Hip and Femur Fractures

Kalga ve Femur Kiriklarinda Kirik Tipi ile Mortalite iliskisi
Cagri Kokkoz*™, Arife Erdogan?®, Funda Karbek Akarca3

ABSTRACT

Aim: This study included patients who presented to the
emergency department with hip and femur fractures. By
investigating which fracture type carried the highest risk for
mortality, we aimed to provide a basis for surgeons to help
them prioritize patients.

Material and Methods: This was a single-center
retrospective study. A total of 336 patients who presented
to the emergency department with traumatic, isolated hip
or femur fractures were included. The same surgical team
operated all patients within four days. The fractures were
categorized according to the fracture types. Patients were
followed up about mortality during 28 days.

Results: A total of 336 patients were included in the
study, and 51 patients died in 28 days follow-up. Patients
were divided into three groups according to their ages as 18-
44, 45-64, and > 64. There was no significant difference
between the fracture types and mortality according to age
groups. When the patients included in the study were
evaluated as a single group, intertrochanteric fracture types
were significantly related to mortality (p<0.010).

Discussion: In this study, mortality rates were found to
be higher in patients with intertrochanteric fractures among
all patients.

Keywords: Fracture, mortality, hip, femur, emergency
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0z

Amag: Bu calismaya acil servise kalgca ve femur kirig
sikayeti olan hastalar dahil edildi. Hangi kirik tipinin mortalite
icin en yliksek riski tasidigini arastirarak, cerrahlarin hastalar
onceliklendirmelerine yardimci olmalari igin bir temel
olusturmayi amagladik.

Gereg ve Yontemler: Bu tek merkezli retrospektif bir
calismaydi. Acil servise travmatik, izole kalga veya femur
kirng sikayeti ile basvuran 336 hasta dahil edildi. Tim
hastalar ayni cerrahi ekip tarafindan 4 giin icinde ameliyat
edildi. Kiriklar kirik tiplerine gore kategorize edildi. Hastalar
mortalite agisindan 28 giin boyunca takip edildi.

Bulgular: Calismaya toplam 336 hasta alindi ve 28 giin
takipte 51 hasta 6ldi. Hastalar yaslarina gore 18-44, 45-64
ve > 64 olarak 3 gruba ayrildi. Kirik tipleri ile yas gruplari
arasinda mortalite acisindan anlamli fark yoktu. Calismaya
alinan hastalar tek bir grup olarak degerlendirildiginde,
intertrokanterik kirik tipleri mortalite ile anlamli olarak
iliskiliydi. (p <0.010).

Sonug: Bu galismada tiim hastalardan intertrokanterik
kirigi olanlarin mortalite oranlari daha yiiksek bulundu.

Anahtar Kelimeler: Kirik, mortalite, kal¢a, femur, acil
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Introduction

Although hip and thigh fractures are the most common
fractures requiring hospitalization in the elderly, it is a
significant cause of mortality and morbidity. Also, age and
gender are important predisposing factors for hip and thigh
fractures (1-2).

These fractures are often associated with low mineral
density in the bone and are caused by small energy trauma
(3). Also, the incidence of hip fracture and dislocation due to
high-energy trauma has been increasing in the younger
population. Hip fractures are linked with higher mortality
and high economic costs. Most research on the associations
between fracture and mortality has focused on death after
hip fracture in patients (4). In-hospital mortality has been
associated with the type of fracture sustained, and the
treatments received (5). Previous studies have
demonstrated that surgical delay increased postoperative
mortality rates due to more extended periods of
immobilization and inflammation (6-7). Patients who were
operated within 1 or 2 days of injury were found to have
lower mortality rates compared to those who were more
than two days late in surgery (8-11). A shorter duration
between injury and was associated with lower mortality
rates (12). Operative delays are common in trauma centers
with high volumes of patients (13).

Lower levels of hemoglobin in older patients are associated
with increased short-term morbidity and surgical mortality
(14-15). Some studies examined hemoglobin levels as a
predictor of postoperative morbidity, mortality, and
recovery of the functional status of prefracture in the elderly
with hip fractures.

Because of its critical role in bone structure and metabolic
bone balance (16-17), calcium has strong preventive effects
on fractures. Serum calcium level shows
some variations in different fracture healing phase times,
and serum calcium level
alterations may reflect calcium transport, reservation, meta
bolism, and restoration capabilities. Thus,
we were also looking into the correlation between clinical
outcome and serum calcium and hemoglobin levels in our
study.

In this study, we aimed to establish the relationship between
the form of fracture and mortality in patients with hip or
femur fracture. According to this relation, we will be able to
provide a basis to help surgeons prioritize patients on the
surgical waiting list according to the fracture type.

Material and Methods

Study setting and population

Our study is a single center retrospective study. A total of
336 patients who presented traumatic, isolated hip or femur
fractures to the emergency department between 1 January
2013 and 31 June 2015 and who met the inclusion criteria
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have been included. The fractures were categorized as
transcervical, intertrochanteric, subtrochanteric, femoral
shaft, and distal femoral fractures. Patients are divided into
three groups as 18-44, 45-64, and >64 aged people. The
relationship between fracture type and mortality was
researched for each group.
The first 28 days after application, patients included in the
study were followed for mortality. The same surgical team
operated all patients included within four days of presenting
to the emergency department. Although they had surgery
within the first four days, they had operated on different
days. At the time of admission, blood samples were collected
and measured by using the automatic biochemical analyzer.
The relationship between operating days and mortality was
investigated. Patients younger than 18 years of age and
patients with multiple fractures, multi-trauma, pathological
fractures, pregnancy, chronic kidney disease, chronic liver
disease, heart failure, or active malignancy were excluded.
The study has received review and approval from Izmir Katip
Celebi University, Non-interventional Clinical Studies
Institutional Review Board (The approval number: 235 and
approval date: June 20th, 2018)

Statistical analysis

All statistical analyses were carried out using the Statistical
Package for Social Sciences (SPSS) ver 25.0 software (IBM
Corporation, Armonk, New York, United States). The normal
distribution of numerical data was assessed using the
Shapiro Wilk test. The Mann-Whitney U test was used in
comparing two independent groups according to
guantitative results, to get results with Monte Carlo.
Comparing categorical variables with each other, the Fisher-
Freeman Holton test was tested with the Monte Carlo
Simulation technique with Fisher Exact results, and the
column ratios compared with each other and expressed
according to the Benjaminini-Hochbergcorrected p-values.
(Rewrite the sentence) The quantitative variables were
shown as median (Minimum / Maximum) on the tables and
n (%) as categorical variables. Variables were tested at a
confidence level of 95 % and p<0.05 was found statistically
significant.

Results

The study included a total of 336 patients, and 51 of them
died within 28 days of application. The study included a
minimum age of 18 years and a maximum age of 107 years.
The age-related mortality was found to be significant.
Patients were separated into three groups according to their
ages as 18-44, 45-64, and> 64. 114 people in the 18-44 age
group, 72 people in the 45-64 age group, and 150 people in
the > 64 age group.

When the patients included in the study were evaluated as a
single group, 25.5% of the 97 patients with transcervical
fractures were dead. 52.9% of 117 patients with

72



Hip and Femur Fractures Mortality

intertrochanteric fractures died and 9.8% of the 24 patients
with subtrochanteric fractures died. Besides that 5% of 69
patients with femoral shaft fractures died and 3.4% of the 29
patients with distal femur fractures died. After 28 days of
follow-up, intertrochanteric fracture types were found to be
significantly associated with mortality (p <0.010).

All patients underwent surgery at different times during the
first 4-day period following the application. Forty-eight
patients were operated on day 1, 102 patients were on day
2, 124 patients were on day 3, 62 patients were operated on
day 4. No significant difference was found between
operating days and mortality (Table 1). When we compared
the fracture types by age groups, we could not find a
significant difference in mortality of the fracture types
(p>0.05) (Table 2).

Survivor Non-survivor  Total

P Value
(n=285) (n=51) (N=336)
Median Median (Min Median
(Min/ Max) / Max) (Min/ Max)
Age 55(18/95) 80 (24/107) %7) (18 / <0,001
n (%) n (%) n (%)
Age
18-44 113(39,6) 1(2,0) 114 (33,9)
45-64 65 (22,8) 7(13,7) 72 (21,4)
64< 107 (37,5) 43 (84,3) 150 (44,6) <0,001
Gender
Male 163 (57,2) 34 (66,7) 197 (58,6) 0,221
Female 122 (42,8) 17(33,3) 139 (41,4)
FractureType
Transcervikal 84 (29,5) 13 (25,5) 97 (28,9)
Intertrochanteric g (31,6) 27 (52,9) 117 (34,8) 0,010
Subtrochanteric 19 (6,7) 5(9,8) 24 (7,1)
Femurshaft 64(22,5)  5(9,8) 69 (20,5)
Femurdistal 28 (9,8) 1(2,0) 29 (8,6)
SurgeryDay
1 36(12,6)  12(23,5) 48 (14,3) 0,145
2 85(29,8)  17(33,3) 102 (30,4)
3 108 (37,9)  16(31,4) 124 (36,9)
4 56 (19,6) 6(11,8) 62 (18,5)

Table.1 Demographic data, fracture type and mortality, surgery time and
mortality

Additionally, we investigated the serum calcium and
hemoglobin levels of patients. The mean hemoglobin level
was 12.1+2.1 g/dL and 11+2.1 g/dL in the survivor and non-
survivor groups, respectively. The statistically significant
difference in mean hemoglobin rates was observed between
the survivor and the non-survivor groups (p<0.001). The
mean calcium level was 9.240.9 mg/dL in survivors and
8.9+0.7 mg/dL in non-survivors. As in hemoglobin levels, a
statistically significant difference between the mean calcium
levels of the two groups was observed (p=0.045).
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Discussion
In this research, we aimed to establish the relationship
between fracture type and mortality in patients presenting
with hip or femur fracture at the emergency department and
to provide a basis for surgeons to help them prioritize
patients according to the risk of mortality determined by the
fracture type. Previous studies focused mainly on topics such
as the association between hip fracture and mortality,
factors affecting mortality in patients with hip fractures, and
the link between mortality and timing of surgery in patients
with hip fractures. However, when you search the literature,
studies about the relationship between fracture type and
mortality are rare.

18-44 years 45-64 years 64< years
. Non- . Non- . Non-
Survivor . Survivor . Survivor .
survivor survivor survivor
n (%) n (%) n (%) n (%) n (%) n (%)

FractureType
Transcervical 27

(23,9)
Intertrochante 15
ric (13,3) 0(0,0) 22(33,8) 1(14,3) 53(49,5 26(60,5)

I_SC“b"‘”h""ter 11(9,7) 0(0,0) 3(46) 1(143) 5@47)  4(9,3)
Femurshaft 44
(38,9)
Femurdistal 16
(14,2)

1(100,0) 10(154) 3(42,9) 10(9,3) 1(2,3)

0(0,00 6(92) 0(00 6(56  1(23)

0(0,00 24(369) 2(286) 33(30,8 11(25,6)

Table 2. Mortality rate of fracture types by age groups

In the study by Haentjens et al., patients over the age of 50
were found to have a 3- to 5-fold higher mortality risk within
the first three months following a hip fracture. The 1-year
mortality rate was found to be 8 % for females and 18 % for
males in patients over 80 years (18). In our study, no
relationship was observed between gender and mortality.

Gdalevich et al. performed a report on 651 patients over the
age of 60 and studied the mortality relationship and the
timing of surgery following a hip fracture. Survival levels in
patients who underwent surgery within 48 hours of fracture
were found to be higher compared with those who
underwent surgery more than 48 hours after the fracture (8).
McGuire et al. performed a study on 18,209 patients with hip
fractures who were older than 65 years and mortality was
found to be 15 percent higher in patients with an operating
delay of 2 days or more (8). According to a study by Czertock
G et al., delayed surgeries increase the mortality rate (22). In
their study on 720 patients aged older than 65 years,
Maheshwari et al. found that the mean duration between
admission and surgery was 30 hours and that each 10-hour
delay increased mortality by 5%. They concluded that similar
to a stroke and myocardial ischemia; hip fractures require
urgent treatment (19). In our study, there was no correlation
between the time of operation and survival rates for the first
four days. This may be because the patients taken into the
study were selected from patients without the comorbid

disease.
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As we reported earlier, anemic patients were more likely to
have suffered an intertrochanteric fracture. Stay-length
hospitalization and mortality rates at six and twelve months
were substantially higher for patients on admission who
were anemic. Concerning this study, patients at risk of poor
results after hip fracture can be identified by evaluating the
levels of hemoglobin at hospital admission (23). In our
research, this may be confirmed because of that; we
observed a statistically significant difference in mean
hemoglobin levels between the survivor and the non-
survivor groups.

According to Li et al, reservation and regeneration
capabilities of serum calcium in patients with femoral neck
fracture are higher than in patients with femoral
intertrochanteric fractures. A low calcium level in the serum
may be susceptible to intertrochanteric femoral fracture
(24). In our study, we found that a statistically major
difference between the mean calcium levels of the two
groups (survivors/non-survivors). This knowledge about the
effect of serum calcium levels on type of fracture and the
relationship between fracture type and mortality rate needs
to be investigated in more detail within the future studies.
In the study by Somersalo et al, found that proximal lower
extremity fractures were associated with increased
mortality in younger as well as older patients (1). It has been
suggested as an explanation for this that older people with
proximal fractures are vulnerable and come down with
comorbidities (3). Thus, those suffering from distal lower
extremity fractures may be healthier and more active than
their peers with more proximal fractures. Velasquez-Sarria
et al compared mortality rates of hip fractures and mid-shaft
femoral fractures in a series of 146 patients over 65 years of
age. They found no difference in mortality between the two
types of fractures (20). In our study, intertrochanteric
fracture types were significantly related to mortality.
Furthermore, Streubel et al. compared the mortality rates of
distal femoral fractures and hip fractures in patients over 60
years of age. They found no difference in mortality between
the two forms of fractures. However, mortality rates were
found to be higher in patients with an operating period of
more than four days compared to those who underwent
surgery within 48 hours of fracture (21).

Conclusion

In this study, mortality rates were found to be higher in
patients with intertrochanteric fractures among all patients.
When the patients were divided into age groups,
statistically, the types of fractures were not significantly
different and mortality. Still, in 18-44, 45-64 aged groups
femoral shaft fracture was found to have the highest
mortality rate. Intertrochanteric fracture has been found to
have the highest mortality rate in>64 aged classes.
According to this result, determining the surgical priority of
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patients according to the type of fracture may reduce the
risk of mortality.

Limitations

Our study has some limitations. Firstly, the number of
patients included in our study is limited. Secondly, the study
was a single-center study. The research did not include
patients with chronic kidney disease, chronic liver disease,
congestive heart insufficiency, and persistent malignancy.
However, other chronic diseases, such as hypertension and
diabetes were not excluded. Therefore, the effect of chronic
diseases on morbidity was not investigated.
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The Evaluation of The Factors Affecting Mortality in Trauma Patients Admitted to The

Emergency Department

Acil Servise Travma Nedeniyle Basvuran Hastalarda Mortaliteye Etki Eden Faktérlerin Degerlendirilmesi

Ahmet Cifci'™, Vahide Aslihan Durak!®, Sahin Aslan?

ABSTRACT

Aim: Trauma is still one of the leading causes of death in
developing countries of the world. It often affects people in the
younger age group and causes serious manpower loss. The aim of
our study is to determine the factors affecting mortality in addition
to the characteristics of patients who admitted to the emergency
department of our university hospital due to trauma between
2011-2018 and to contribute to the trauma data of our country.

Material and Methods: Our study was a retrospective study
evaluating the patients aged 18 and over who admitted to the
Emergency Department of an University Hospital due to trauma
between 01.01.2011 and 01.12.2018 and were accepted as exitus.
Patients' age, gender, type of trauma, admission date to hospital
(day, month, year, hour), admission type, transportation type,
blood pressure (systolic-diastolic), heart rate, Glasgow Coma Score,
injury site, injury type, blood alcohol level , survival time and place
of death were recorded.

Results: According to the type of trauma, the most frequent
type of trauma was traffic accident (33.5%) and the least frequent
was accepted as drowning (0.6%). The highest number of patient
admissions were found in September (13.4%) and the least in
December (5.8%). 18.9% of the patients were accepted ex in the
emergency room, 74.6% in intensive care unit and 6.5% in other
(operating rooms, clinics) places. There was a significant difference
in terms of the survival time of the patients between the admission
methods and the survival time of the referred patients was found
to be significantly higher than the others.

Conclusion: As the duration of the patients in emergency
department with multitrauma requiring a multidisciplinary
approach increases, morbidity and mortality rates were found to
be increased. It could be concluded that these periods can be
shortened by establishing trauma teams and centers that work in
coordination with the health services policies of our
country.Regarding this,increasing the survival rate of patients while
reducing the rate of morbidity due to trauma is targeted.

Key words: Emergency department, exitus, trauma
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oz

Amag: Travma diinyanin gelismekte olan Ulkelerinde halen en
onde gelen o6lim nedenlerinden biridir. Genellikle geng¢ yas
grubundaki insanlari etkilenmekte ve ciddi isglict kaybina da neden
olmaktadir. Calismamizin amaci, 2011-2018 tarihleri arasinda
Gniversitemiz acil servisine travma nedeniyle basvuran ve eksitus
kabul edilen hastalarin basvuru 6zelliklerine ek olarak mortaliteye
etkili faktorleri saptamak ve ulkemiz travma verilerine katkida
bulunmaktir.

Gere¢ ve Yontemler: Calismamiz 01.01.2011 ile 01.12.2018
tarihleri arasinda bir Universite Hastanesi Acil Servisine travma
sebebi ile bagvurup sonrasinda eksitus kabul edilen 18 yas ve lizeri
olgularin retrospektif olarak degerlendirilmesi ile
gergeklestirilmistir. Hastalarin yas, cinsiyet, travma tipi, hastaneye
basvuru tarihleri (gln, ay, yil, saat), basvuru sekli, ulasim sekli, kan
basinci(sistolik-diastolik), nabiz, Glasgow Koma Skoru, yaralanma
bolgesi, yaralanma tipi, kan alkol dlizeyi, sag kalim siiresi, 6lim yeri
kayit altina alinmistir.

Bulgular: Travma olus sekline gore en sik olarak arag igi trafik
kazasi (%33,5), en az ise suda bogulma (%0,6) meydana gelmistir.
Hasta basvurularin aylara gore dagihmi bakildiginda; en ¢ok hasta
basvurusu Eylll ayinda (%13,4), en az hasta basvurusu ise Aralik
ayinda (%5,8) olmustur. Hastalarin %18,9’u acil serviste, %74,6’si
yogun bakimda ve %6,5’i diger (ameliyathane, servis) yerlerde
eksitus olarak kabul edilmistir. Basvuru sekilleri arasinda hastalarin
sag kalim siireleri bakimindan anlamli fark olup sevkli hastalarin sag
kalim siiresi digerlerine gére anlamli olarak yiiksek saptanmistir.

Sonug: Multitravmali ve multidisipliner yaklasim gerektiren
hastalarin acil serviste kalis stresi uzadikga morbitite ve mortalite
oranlari da uzayan bu siirelerle birlikte artmaktadir. Ulkemizin
saghk hizmetleri politikalarina uygun koordineli galisan travma
takimlari ve merkezleri olusturularak bu surelerin kisaltilabilecegi
ongorulmektedir. Boylece travmaya bagli morbidite orani
azaltihrken  hastalarin  sag  kalim  oraninin  arttiriimasi
hedeflenmektedir.

Anahtar kelimeler: Acil servis, eksitus, travma
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Travma Hastalarinda Mortaliteyi Etkileyen Faktorler

Giris

Travma dinyanin gelismis Ulkelerinde onde gelen 6lim
nedenlerinden biridir. Genellikle geng yas grubundaki
insanlar etkilenmekte ve ciddi isglici kaybina da neden
olmaktadir (1, 2). Diinya Saglik Orgiitii verilerine gére 2011
yilinda trafik kazalari 1.15 milyon &liime sebebiyet vermis
olup; multitravmanin 2030 yilina gelindiginde 3. en sik
engellilik sebebi olacagl tahmin edilmektedir (3-7). Diinya
genelinde silahli ¢atismalar disindaki bélgelerde penetran
yaralanmalar travmatik olimlerin  %15’inden  azini
olusturmakta fakat bu oranlar Ulkeden (lkeye
degismektedir.

Travmatik 6limlere bakildiginda neredeyse vyarisi santral
sinir sistemi yaralanmasina bagl olmakta iken 1/3’G kanama
sebebiyle olmaktadir (8).Ciddi travmatik yaralanmasi olan
hastalar ileri diizey travma merkezlerinde tedavi edildiginde
mortalite ve morbidite belirgin olarak azalmaktadir (9). ileri
yas, obezite ve kotl sonug doguracak major komorbiditeler
daha koti travmatik sonuglarla alakalidir (10). iki biiyik veri
tabaninin multi-degisken regresyon analizlerine gore belirgin
kanamasi olan travma hastalarinda, disik Glasgow Koma
Skoru (GKS) ve ileri yasin ikisi de bagimsiz olarak artmis
mortalite ile iliskili oldugu gorilmustir(11).Travmanin en
olimcil nedeni kanama, multipl organ disfoksiyon
sendromu ve kardiyak arrest iken (12) en 6nemli 6nlenebilir
morbidite nedeni yanliglikla yapilmis ekstiibasyon, cerrahi
teknik hatalari, atlanmis yaralanmalar ve intravaskiiler
kateter ile iliskili komplikasyonlardir (13). Travmay:i takiben
ilk 24 saatte dlen hastalar géreceli olarak azdir. Olimlerin
¢ogu olay aninda veya hasta travma merkezine ulastiktan
sonra ilk birkag saatte olmaktadir (14).

Travmaya bagh 6limlerin énlenebilir sebeplerini saptamaya
yonelik calismalar kapsaminda literatiire bakildiginda, bu tir
epidemiyolojik  arastirmalarin  ¢ok sayida ve farkh
metodolojilerle yapildigi goézlenmesine ragmen ulusal
dizeyde literatirimizde vyeterli c¢alisma olmadig
gorulmektedir. Calismamizin amaci, 2011-2018 tarihleri
arasinda Gniversitemiz acil servisine travma nedeniyle
basvuran ve eksitus kabul edilen hastalarin basvuru
ozelliklerini ve olume yol agan farklh sistem patolojilerini
saptayarak lGlkemiz travma verilerine katkida bulunmaktir.

Gereg ve Yontemler

Calismamiz 01.01.2011 ile 01.12.2018 tarihleri arasinda bir
Universite Hastanesi Acil Servisine travma ile basvurup
sonrasinda eksitus olan 18 yas ve Uzeri olgularin retrospektif
olarak degerlendiriimesi ile gerceklestirilmis olup Tip
Fakultesi Klinik Arastirmalar Etik Kurulundan onay alinmistir
(Etik kurul karar sayisi:2018-21/16).

Hasta listesine morg ve hastane polisi kayitlarindan
ulagilmigtir. Hastalarin arsivde bulunan hasta dosyalari ve
hastane otomasyon sistemi tzerinde bulunan bilgileri geriye
donik olarak degerlendirilmistir. Acil Servise travma sebebi
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ile basvuran ve sonrasinda hastanede herhangi bir béliimde
eksitus olan 18 yas ve (izeri olgular ¢alismaya dabhil edilirken,
18 yas alti hastalar, acil servis kaydi olmayan ve kayitlarda
eksik  verileri  bulunan  olgular c¢alisma  disinda
birakilmistir.Hastalarin  yas, cinsiyet, travmanin tipi,
hastaneye basvuru tarihleri (g, ay, yil, saat), basvuru sekli,
ulasim sekli, kan basinci(sistolik-diastolik), nabiz, Glasgow
Koma Skoru (GKS), yaralanma bdlgesi, yaralanma tipi, alkol
diizeyi, sag kalim siiresi ve 6liim yeri kayit altina alinmigtir.
istatistiksel analizler IBM SPSS Statistics 22.0 paket programi
kullanilarak yapilmistir. Verilerin normal dagilima uyup
uymadigl Shapiro-Wilk testi ile test edilmistir. Normal
dagihma uyan degiskenler ortalamatstandart sapma ile
verilirken, uymayan degiskenler = medyan(minimum-
maksimum) degerler ile verilmistir. ikiden fazla bagimsiz
grubun karsilastiriilmasinda Kruskal-Wallis testi, iki bagimsiz
grubun  karsilastinlmasinda  Mann-Whitney U testi
kullanilmistir. Kategorik degiskenler frekans ve vylzde
degerleri ile verilmis  olup, kategorik verilerin
karsilagtiriimasinda Pearson ki-kare testi kullaniimistir.
Degiskenler arasindaki iliskinin incelenmesinde Spearman
korelasyon katsayisi kullanilmistir. Anlamhlk dizeyi a=0,05
olarak kabul edilmistir.

Bulgular

18 yas Ustl, herhangi bir travma nedeniyle acil servise
basvurmus ve eksitus kabul edilmis 328 hasta ¢calismaya dabhil
edilmistir. Bagvuran hastalarin %82,6 si erkek (n=271), %17,4
U kadin (n=57) ve medyan yas 46 (min-maks:18-95)olarak
saptanmistir. Hastalarin %78,9’u ise 18-65 yas araligindadir.
Hastalarin vital bulgularina bakildiginda; medyan sistolik kan
basinci 80 (min-maks=0-220) mmHg, medyan diastolik kan
basinci 50 (min-maks:0-110) mmHg, medyan nabiz dakika
sayisi 80 (min-maks=0-170), medyan GKS 4 (min-maks=3-15)
ve medyan sag kalim slresi 12 (min-maks=1-4450) saattir.
Arrest olarak gelip eksitus hastalar dislandiginda; ortalama
sistolik kan basinci 105 mmHg, diastolik kan basinci 65
mmHg bulunmustur.

Hastalarin acil servisimize ulasim sekillerine bakildiginda;
hastalarin %96,9'u (n=317) kara ambulansi ile geri kalan
%3,1’ (n=10) i 6zel arag veya diger tasitlarla gelmistir.
Hastalar basvuru sekillerine gore ilk basvuru ve sevkli olarak
gelenler seklinde 2 gruba ayrilmistir. ilk basvurusu direk acil
servisimize olan hastalarin orani %68,9 (n=226), sevkli olarak
baska merkezden gelen hastalarin orani ise %31,1 (n=102)
olarak bulunmustur.

Travma olus sekillerine gore hastalarin dagilimi ise Tablo 1
de gorilmektedir.

Hasta basvurularin aylara gore dagihmi bakildiginda; en ¢ok
hasta basvurusu %13,4 (n=44) ile Eylil ayinda, en az hasta
basvurusu %5,8 (n=19) ile Aralik ayinda olmustur. Eylul ve
Haziran aylarinda ise basvuru frekanslarinin pik yaptigi
gorulmustar.
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n %

Arag ici trafik kazasi 110 33,5
Yiiksekten diisme 56 17,1
Arag digi trafik kazasi 39 11,9
Motosiklet kazasi 24 7,3
Atesli silah yaralanmasi 24 7,3
Yanik 23 7,0
Diisen bir cismin altinda kalma 15 4,6
Elektrik carpmasi 13 4,0
Ayni seviyeden diisme 12 3,7
Kesici delici alet yaralanmasi 9 2,7
Darp 2 0,6
Suda bogulma 1 0,3
Toplam 328 100,0

Tablo 1: Travma olus sekillerine gére hastalarin dagilimi

Eksitus kabul edilme yerlerine bakildiginda ise hastalarin
%18,9 acil serviste, %74,6’s1 yogun bakimda ve %6,5’i diger
(ameliyathane, servis) yerlerde eksitus kabul edilmistir.

Yas, GKS ve sag kalim siresi hastalarin 6lim yerlerine gére
karsilastinldiginda; yas  bakimindan  anlamli  fark
bulunmazken (p=0,438), sag kalim siiresi (p<0,001) ve GKS
(p<0,001) bakimindan istatistiksel olarak anlamli fark
bulunmustur (Tablo 2).

Acil serviste eksitus olanlarin sagkalim siresi, yogun bakim
Unitesinde eksitus olanlara (p<0,001) ve diger yerlerde
eksitus olanlara gore (p=0,015) anlamli olarak daha dusik
oldugu gorilmistir. Diger yerlerde eksitus olanlarin, yogun
bakim Unitesinde eksitus olanlara gore (p<0,001) sag kalim
sliresinin anlamli olarak daha disiik oldugu gorilmastdr.
Hastalarin basvuru saatlerine goére basvuru oranlari
incelendiginde basvuru saatleri arasinda basvuru oranlari
bakimindan anlamh fark bulunmustur (p=0,001). En ¢ok
basvuru saat 13:00’de (n=27, %8,2) olmustur.

Yaralanma  tdrleri, sag  kallm  sirelerine  gore
kargilastinldiklarinda  istatistiksel olarak anlamh fark
gorllmustir (p=0,002). Yaralanma tiirleri, sag kalim sireleri
acisindan ikili gruplar halinde karsilastirildiginda; penetran
yaralanmalarda, kiint yaralanmalara goére (p=0,043) ve diger
yaralanmalara gore (p<0,001) sag kalim siresi istatistiksel
olarak daha dusik bulunmustur. Kiint yaralanmalarda sag
kalim suresi diger yaralanmalara gére anlamli olarak daha
disik iken (p=0,002); kint vyaralanmalar ile mikst
yaralanmalar arasinda anlamh fark bulunamamistir
(p=0,893) (Tablo 3).
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p

Arrest giris Acil servis  YBU Diger degeri

Yas  41(19-87) 45(18-89)  50(18-95)  46(19-73) 0,438

ss/ 1(1-3) 3(1-6) 150(1- 4(2-175) <0,001
saat 4450)
GKS  3(3-3) 6(3-15) 8(3-15) 8(3-15) <0,001

Diger: Ameliyathane, klinik, goriintileme... SS: sag kalim siresi/saat.
GKS: Glasgow Koma Skoru
YBU: Yogun Bakim Unitesi

Tablodaki degerler medyan (min-maks)dir.

Tablo-2: Yas, GKS ve sag kalim siresinin hastanin 6lim yerlerine gore
karsilastiriimasi

Yaralanma  bolgelerine gére sag kalim  sireleri
karsilastinildiginda  istatistiksel ~ olarak anlaml  fark
bulunmustur (p=0,017). Yaralanma bdlgeleri ve sag kalim
sureleri ikili gruplar halinde karsilastirildiklarinda; bas-boyun
yaralanmalarinda; ekstremite (p=0,042) ve toraks (p=0,024)
yaralanmalarina gore anlamli olarak daha yuksektir. Toraks
yaralanmalarinin; abdomen (p=0,018), pelvis (p=0,046) ve
ekstremite (p=0,004) yaralanmalarina goére sag kalim siresi
anlamh olarak disidk iken, coklu-travma bolgelerine
kiyasladigimizda anlaml farkhlik saptanmamistir. Abdomen
yaralanmalarinda; pelvis (p=0,850), ekstremite (p=0,180) ve
coklu-travma (p=0,219) vyaralanmalarina gore sag kalim
suresi bakimindan anlamh fark gorilmemistir. Pelvis
yaralanmalarinda; ekstremite (p=0,971) ve c¢oklu-travma
(p=0,178) yaralanmalarina gore sag kalim siiresi bakimindan
anlamh  fark izlenmemistir. Son olarak ekstremite
yaralanmalari ile ¢oklu-travma bolge yaralanmalari arasinda
sag kalm siresi bakimindan anlamli fark saptanmamigtir
(p=0,870) (Tablo 4).

Yaralanma tiri

I Il 1 \Y
Sag kalim
slresi/saat 2 10 8 125
Medyan (min-maks) (1-1420) (1-4450) (1-300) (1-1900)
Genel 0,002
-1l 0,043
-1 0,612
Pdegeri |y <0,001
[1-111 0,893
-1V 0,002
n-1v 0,184
Yaralanma turleri: |: penetran, Il: kint, Ill: mikst, 1V: diger(suda

bogulma, yanik, elektrik carpmasi).

Tablo-3: Sag kalim suresinin yaralanma tlrleri arasinda
kargilastiriimasi
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/ ) m

Sag kalim siiresi/saat 50 3,5 17,5
Medyan (1-4450) (1-1420) (1-2800)

(min-maks)

Genel
I-11
I- 1
-1V
-V
I- VI
-1
- 1Iv
I-v
11- VI
- 1v
-v
- Vi
V-V
IV- VI
V- VI

P degeri

Yaralanma bolgeleri
v % Vi
6 167,5 8
1750) (1-1272) (1-1900)

0,017
0,024
0,640
0,278
0,042
0,268
0,018
0,046
0,004
0,219
0,850
0,180
0,219
0,971
0,178
0,870

Yaralanma bolgeleri; I:bag-boyun, Il: toraks, Ill: abdomen, IV: pelvis, V:ekstremite, VI: ¢oklu-travma

Tablo-4: Sag kalim siresinin yaralanma bolgeleri arasinda karsilastiriimasi

Travma tirleri arasinda hastalarin alkollii olma durumuna
gore anlaml fark vardir (p=0,023). Motosiklet kazasi geciren
hastalarin %31,3’0, atesli silah yaralanmalarinin %27,3°G,
arag ici trafik kazalarinin %18,1’inde alkol tespit edilmis olup,
istatistiksel olarak anlamlidir. Alkollii olan hasta gruplari ile
olmayanlar arasinda sag kalim sireleri bakimindan anlamh
fark saptanmamistir (p=0,536).

Basvuru sekilleri arasinda hastalarin sag kalim sireleri
bakimindan anlamh fark vardir (p<0,001). Sevkli hastalarin
sag kalim siresi digerlerine gore anlamli olarak yuksektir.

Tartisma

Multitravma tim diinyada, gelisen teknoloji, artan ulasim
araglari, siddet ve teror olaylarinin cogalmasina bagli olarak
her gecen giin artan bir halk saghg problemidir. Ulkemizde
ve yurt disinda travma epidemiyolojisine yonelik bircok
calisma bulunmaktadir. Bu c¢alismalar travma olus
mekanizmasi, olugsan travma bdlgeleri, travmaya maruz
kalan hastalarin demografik verileri, klinik bulgulari gibi cok
cesitlilik icermektedir.

Ali ve ark.’nin acil servise bagvuran travma hastalarindaki
mortalite oranini saptamaya yonelik yaptigi benzer bir
¢alismada hastalarin %70 oraninda erkek cinsiyete sahip
olduklari gorulmustir (15). Calismamizda da travma
sebebiyle eksitus kabul edilen erkek hasta orani yiksek
bulunmustur. Bu durum erkeklerin kadinlara oranla daha
fazla travmaya maruz kalmalari; daha agir islerde ¢alismalari
ve soforlerin cogunlukla erkek olmasi ile agiklanabilir.

Khan ve ark. tarafindan yapilan ve travma hastalarinda
mortalite iliskili faktorleri saptamaya yonelik bir ¢alismada
Anatolian J Emerg Med 2020;3(3); 76-80

cinsiyetin, kaza mekanizmasinin (motorlu arag¢ kazalari) ve
travma mekanizmasinin (kiint veya penetran),baska bir
merkezden sevkli gelmesinin hasta mortalitesine etkisinin
anlaml  olmadigi saptanmistir. Yine ayni c¢alismada;
hastalarda kafa travmasina ek olarak sok tablosu
olmasinin,45 yasin Uzerinde olmanin ve GKS'nun 15’in
altinda olmasinin  mortalite ile anlamh iliskili oldugu
gorilmustar (16).

Pekdemir ve ark.nin yaptigi calismada ise penetran
yaralanmasi olan hastalarin sag kalim siresi istatistiksel
olarak anlamli oranda disiik bulunmustur (17).
Calismamizda travma nedeni ile acile basvuran ve eksitus
olan hastalarin acil servise basvuru anindaki ortalama sitolik
kan basinci 105 mmHg, ortalama diastolik kan basinci 65
mmHg olarak bulunmustur. Literatiire bakildiginda Lefering
ve ark.’nin yaptigi calismada ortalama sitolik kan basinci 129
mmHg, ortalama diastolik kan basinci 105 mmHg olarak
rapor edilmistir (18). Calismamizdaki kan basincinin dusik
olmasinin en biyik nedeni eksitus olmus hastalarinin blylk
bir cogunlugunun motorlu tasit kazasi nedeniyle agir kan
kaybi yasamis olmasi ve acil servise ulagana kadar damar
yolundan vyeterli mayi verilmemis olmasi nedeniyle
aciklanabilir.

Etkilenen bdlge ve mortalite iligkisi agisindan Trajano ve ark.
yaptiklari calismada 325 hastanin 135’inde (%41,5) yalnizca
tek anatomik bélgede, 91 hastada (%28,0) ¢ veya daha fazla
anatomik bolgede lezyon saptanmistir (19). Pfeifer ve ark.’
nin yaptigi retrospektif otopsi calismasinda en c¢ok etkilenen
anatomik bdlgeler; %38,6 ile bas-boyun yaralanmasi ve
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%26,7 ile toraks bulunmustur (20). Calismamizda da bas-
boyun bélgesi en ¢ok etkilenen bdlge olarak saptanmistir.
Yiiksek enerjili travma hastalari, hastaneye ulastiktan sonra
kimi zaman acil serviste, kimi zaman da yogun bakim veya
ameliyathaneye de hayatini kaybetmektedir. Trajano ve
ark.’nin yaptigi calismada hastalarin %15,2’si acil serviste,
%19,9'u  yogun bakimda, %28,9'u serviste, %5,5'i
ameliyathanede eksitus olmustur (19). Bizim ¢alismamizda
ise hastalarin %18,9 acil serviste, %74,6’s1 yogun bakimda ve
%6,5'i diger (ameliyathane, servis) vyerlerde eksitus
olmustur. Calismamizda acil serviste eksitus oraninin yliksek
olmasinin nedeni Uglincii basamak merkez olmasi nedeniyle
dis merkezlerden sevkli gelen hastalarin tedavisindeki
gecikmeler olabilir. Calismamizda Trajano ve ark’nin yaptig
calismaya gore yogun bakim 6lim oranin ¢ok daha yiksek
servisteki oranin ise diisiik olmasinin nedeni hastanemizdeki
hastalarin tedavilerinin biyik ¢ogunlugun yogun bakimda
yapiliyor olmasindan kaynaklanabilir.

Sonug olarak; teknolojinin ilerlemesi, trafikteki arac¢ sayi ve
yogunlugunun artmasi, nifusu artan kalabalik sehirler
nedeniyle her gecen giin travma vakalari artmaktadir.
Ozellikle c¢oklu travmali ve multidisipliner yaklasim
gerektiren hastalarin acil serviste kalis siresi uzadikca
morbitite ve mortalite oranlari da uzayan bu sirelerle
birlikte artmaktadir. Modern cagimiza ve Ulkemizin saghk
hizmetleri politikalarina uygun koordineli ¢alisan travma
takimlari ve merkezleri olusturularak bu sireler kisaltilabilir.
Boylece travmaya bagl sakathklarin orani azaltilirken
hastalarin sagkalim orani ise artmis olacaktir.

Ulkemizde travma epidemiyolojisiyle alakali cok hasta sayili
ve ¢ok merkezli ¢alismalara ihtiya¢ vardir. Bu sayede olay
yerinden, hastanede tedavinin son asamasina kadar iyi bir
planlama ve organizasyon olusturulabilir. Bu sebeple acil
servislerde kayitlarin detayl tutulmasi konusuna gereken
onem verilmelidir.

Calismanin kisithliklan

Calismamiza ait veriler; hasta dosyalarindan retrospektif
elde edildigi icin komorbid durumlari, ilaglari, muayene
bulgulari gibi faktorlere kayitlarin yeterli tutulamamasindan
dolayl yer verilememistir. Bu durum calismamiza ait bir
kisithhk olarak kabul edilebilmektedir.

Cikar Catismasi: Yazarlar gikar catismasi bildirmemistir.

Finansal Destek Beyani: Yazarlar finansal destek
bildirmemistir.

Yazarlarin Katkisi: AC calismayi dizayni; AC, VAD hasta
bakimi ve datayl toplama; VAD istatistiksel analiz; VAD, SA
materyal analiz asamalarinda; ACG, VAD, SA yazim
asamasinda katkida bulunmuslardir.
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Frequency and Demographic Characteristics of Burnout Syndrome in Healthcare

Professionals Working in Emergency Units

Acil Servislerde Calisan Saglik Personellerinde Tiikenmislik Sendromu Goériilme Sikhigi ve Demografik

Ozellikleri
Haydar Karahan?

ABSTRACT

Aim: Healthcare professionals are at high risk for burnout
syndrome due to stressful professional life. In this study, it
was aimed to investigate the frequency and burnout
characteristics of burnout syndrome among the healthcare
professionals working in the emergency departments.

Material and Methods: This study is planned as a cross-
sectional and descriptive research. In the study, Maslach
Burnout Inventory was used to measure the burnout of
academic staff. Emotional exhaustion (EE),
depersonalization (DP) and personal accomplishment (PA)
scores were calculated and compared between groups in all
participants.

Results: 54.5% (n = 109) of the emergency unit personnel
who participated in the study were female and 45.5% (n =
91) were male. 63% (n = 126) of the participants were
doctors, 37% (n = 74) were nurses. High EE (20.2 £ 1.9) and
DP (16.5 + 2.1) scores of the emergency department
professionals, indicate high levels of burnout. Women's
personal accomplishment score was lower than men (p =
0.021). EE and DP were found to be statistically lower in
nurses than doctors (p = 0.022 and p = 0.031).

Conclusion: Burnout syndrome is quite high among
emergency department employees and is more common
especially in female employees and doctor group.

Keywords: Maslach burnout inventory, emergency,
emotional  exhaustion,  depersonalization, personal
accomplishment

Gonderim: 3 Agustos 2020

Kabul: 29 Agustos 2020

0z

Amag: Saglk calisanlari, stresli meslek yasantisindan
dolayl tikenmislik sendromu acisindan oldukga risk
altindadir. Bu galismada acil servis birimlerinde galisan saghk
personellerinde tikenmislik sendromu gorilme sikligi ve
demografik 6zelliklerinin arastirilmasi amaglandi.

Gereg ve Yontemler: Bu galisma kesitsel ve tanimlayici
bir arastirma olarak planlanmistir.

Calismada saglik personellerinin tiikenmisligini 6lgmek
icin  Maslach Tikenmislik Olgegi kullamlmistir.  Tiim
katihmcilarda duygusal tikenme (DT), duyarsizlasma (DYS)
ve kisisel basari (KB) skorlari hesaplanmis ve gruplar arasinda
karsilastiriimistir.

Bulgular: Arastirmaya katilan acil servis c¢alisanlarinin
%54,5'i (n=109) kadin, %45,5’i (n=91) erkek olarak tespit
edildi. Katimcilarin %63’4 (n=126) doktor, %37’i (n=74)
hemsireydi. Acil servis galisanlarinda yiksek DT (20,2 +1,9)
ve DYS (16,5 +2,1) skorlari yiksek dizeyde tiukenmisligi
gostermektedir. Kadinlarin is doyumu erkeklere gére daha
disikti (p=0,021). Hemsirelerde, doktorlara gore DT ve DYS
istatiksel olarak daha disik dizeyde oldugu tespit edildi
(p=0,022 ve p=0,031).

Sonug: Tikenmislik sendromu acil servis galisanlarinda
oldukga ylksek olup 6zellikle kadin galisanlar ve doktor
grubunda daha fazladir.

Anahtar Kelimeler: Maslach tikenmislik olcegi, Acil
servis, duygusal tiikenme, duyarsizlasma, kisisel basari

1 Katip Celebi Universitesi, Atatiirk Egitim ve Arastirma Hastanesi, Acil Tip Klinigi, izmir, Tiirkiye
Sorumlu Yazar: Haydar Karahan, Uzm Dr Adres: Katip Celebi Universitesi, Atatiirk Egitim ve Arastirma Hastanesi, Acil Tip Klinigi, izmir, Telefon: +902323293535

e-posta: haydarkarahan@hotmail.com

Atif icin/Cited as: Karahan H. Acil Servislerde Calisan Saglik Personellerinde Tiikenmislik Sendromu Gériilme Sikligi ve Demografik Ozellikleri. Anatolian J Emerg

Med 2020;3(3); 81-84.


mailto:haydarkarahan@hotmail.com
https://orcid.org/0000-0002-5114-5969

Acil Servislerde Tikenmislik Sendromu

Giris

Saglik calisani olmak; hastayr kurtarabilme istegi ve
sorumluluk hissi, hastaligin kott ilerlemesinden dolayi
olusan hayal kirikhigi, hastaliklarin kendi basina gelebilecegi
hissi gibi nedenlerden dolayi stresli bir meslektir (1, 2).
Sturgess ve Poulsen tiikenmislik sendromunu “insanlara
hizmet veren meslek calisanlari, islerinin bir sonucu olarak
deneyim edindikleri ilerleyici idealizm, enerji ve amacg kaybi”

seklinde tanimlarken (3); Cherniss de ““asiri adanmislik

s

hastaligl” olarak tanimlamistir (4).

Bu konuda ilk tanim 1974 yilinda Freudenberger tarafindan

one siriilmis olup ve “yiiksek oranda stres sonucunda
bireyin basarisiz olma, yipranma, enerji ve gilic kaybi ve
bireylerin i¢ kaynaklarinda tikenme” olarak tanimlanmistir
(5, 6). Bu tanimlamadan kisa bir siire sonra sosyal psikolog
Christina Maslach, 1976 yilinda tikenmislik kavramini
tanimlamak i¢in bir dizi calisma yapmistir (7).
Freudenberger 1974 vyilinda tikenmislik sendromunu
“goniilli saglik calisanlari arasinda goriilen yorgunluk, hayal
kirikhgi ve is kayb1” durumunu tanimlamak igin kullanmistir
(5). Freudenberger bu durumun asiri enerji, glic ve
kaynaklari kullanma ve bunun sonucunda basarisiz olma,
yipranma ve vyorulup tikenme seklinde olustugunu
belirtmistir (6).

Yapilan bazi calismalarda 6zellikle hastaya ilk midehalede
bulunan saglik c¢alisanlarinda tilkenmislik sendromunun
daha fazla goriildigi ve daha fazla bu birimlerin risk altinda
oldugu gorilmastar (8).

Bu c¢alismada acil servis birimlerinde ¢alisan saglik
personellerinde tiikenmislik sendromu gorilme sikhgl ve
demografik 6zelliklerinin arastiriimasi amaglandi.

Gereg ve Yontemler

Bu c¢alisma kesitsel ve tanimlayici bir arastirma olarak
planlanmistir. Calisma, Subat 2019 ve Haziran 2019 yillari
arasinda izmir ilindeki en biyiik alti Gniversite ve egitim
arastirma  hastanesinin  acil  servis  ¢alisanlarinda
gerceklestirilmistir. Calismaya tim alti merkezden acil
serviste calisan 126 doktor ve 74 hemsire olmak (izere
toplam 200 saglik personeli ¢alismaya alindi. Bu ¢alisma igin
Uglinct basamak bir hastanenin Klinik Arastirmalar Etik
Kurulu’ndan Tarih: 20.02.2019 ve Sayi: 79 ile onay alinmistir.

Katilimcilarin yasi, meslegi, cinsiyeti, medeni hali, meslekte
gecen calisma sireleri ve bagh bulunduklari kadrolari ve
diger demografik 6zellikleri belirlendi.

Meslek disi nedenlerde psikiyatrik tani almis olan galisanlar,
arastirmaya katilmayr kabul etmeyenler ve anket
formlarinda cevaplanmamis sorular birakan katihmcilar
calisma disinda birakildi.

Calismada acil servis de ¢alisan saglk personelinde
tiikenmisligini 6lgmek icin 1981 yilinda Maslach ve Jackson

tarafindan gelistirilen ve 1992 yilinda Canan Ergin tarafindan
Anatolian J Emerg Med 2020;3(3); 81-84
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Turkce olarak gecerlilik ve guvenilirlilik analizi yapilan
Maslach Tiikenmislik Olcegi kullanilmistir (9). Toplam 22
ifadeden olusan bu 0Olgek, tiikenmisligi Gg¢ farkli boyut
Gzerinden 6lgmektedir. Bunlardan birincisi 9 ifadeden olusan
duygusal tikenme, ikincisi 5 ifadeden olusan duyarsizlasma
ve sonuncusu 8 ifadeden olusan kisisel basari alt boyutudur.
Her soru ‘O: hig¢ bir zaman’ ve ‘4: her zaman’ olacak sekilde
seklinde puanlandirilarak toplam puanlar hesaplanmistir.
Arastirmaya baglamadan Once yazarin bagh bulundugu
Universiteden 20.02.2019 tarihli 79 nolu karar ile etik kurul
onay! alinmistir. Ayrica katilimcilara ¢alisma hakkinda bilgi
verilerek aydinlatilmis onamlar yazili ve sozli onamlari
alind1. Olgekler yiiz yiize gériisme yéntemi ile katilimcilardan
anketlerin doldurmasi istenerek tamamlandi.
Verilerin analizi igin SPSS 20.0 (SPSS Inc., Armonk, NY) paket
programi  kullanildi.  Orneklem grubunun bagimsiz
degiskenler agisindan normal dagilimi Kolmogorov-Smirnov
testi ile incelendi. Olgeklerden elde edilen alt boyut puanlari
gruplar arasinda One-Way Anova testi ile karsilastirildi.
Cinsiyet, medeni durum, meslek ve kadro yerinin tikenmislik
ve is doyumunun karsilastirilmasi icin bagimsiz gruplar
arasinda t testi kullanildi. istatistiksel anlamllik icin p<0.05
olarak kabul edildi.

Bulgular

Arastirmaya katilan acil servis ¢alisanlarinin %54,5°i (n=109)
kadin, %45,5%i (n=91) erkekti. Katilimcilarin %52,5°i (n=105)
evli, %401 (n=80) bekar, %7,5’i (n=15) bosanmisti. Yas
ortalamasi 31,5%6.1 yil idi. Katihmcilarin %63’G (n=126)
doktor, %37’ (n=74) hemsire olarak gérevli; katilimcilarin
%72’si (n=144) saglk bakanligi, %28 (n=56) (niversite
kadrosunda ¢alismaktaydi. Meslekte gecirilen sire
ortalamasi 58,7%13,5 ay ve acil servis galisani olarak gegirilen
stre ortalamasi ise 36,3 £9,7 ay olarak bulundu. Calisanlarin
sosyodemografik dzellikleri Tablo 1’de &zetlenmistir.
Kadinlarin is doyumu erkeklere gére daha diistkti (p=0,021).
Evli olmayanlar (bekar ve bosanmis) ve evli olanlar arasinda
kisisel basari, duygusal tikenme ve duyarsizlasma agisindan
istatiksel olarak anlaml bir fark tespit edilmemistir (sirasi ile
p=0,085, 0,123, 0,286). Hemsirelerde, doktorlara gore
duygusal tikenmislik ve duyarsizlasma istatiksel olarak daha
disik dizeyde oldugu tespit edildi (p=0,022 ve p=0,031).
Saglik bakanligi kadrosunda ve (niversite kadrosunda
calisanlarda duygusal tikenme, duyarsizlasma ve Kkisisel
basari arasinda istatiksel bir fark tespit edilmemistir
(p=0,857, 0,096, 0,256). Acil servis galisanlarinda cinsiyet,
medeni durum, meslek ve kadro yeri kriterlerine gore
duygusal tikenme, duyarsizlasma ve kisisel basari

puanlarinin karsilastirilmasi Tablo 2 ’de verilmistir.

82



Acil Servislerde Tikenmislik Sendromu

Tartisma

Yas, cinsiyet, egitim, medeni hal, cocuk sayisi, ise asiri baghhk
duyma, kisisel beklenti diizeyi, bireysel performans, bireyin
ego gicu, kisilik ozellikleri, ise bagh stres, is doyumu ve
motivasyon, calisma arkadaslari ve yoneticilerle kurdugu
iliski ve iletisim gibi faktorler tikenmisligin bireysel ve sosyal
nedenleri arasindadir (10).

Sayi %
Cinsiyet
Kadin 109 54,5
Erkek 91 45,5
Medeni durum
Evli 105 52,5
Bekar 80 40
Bosanmig 15 7,5
Meslek
Doktor 126 63
Hemsire 74 37
Kadro
Saglik Bakanlig 144 72
Universite 56 28

Tablo 1. Calisanlarin sosyodemografik ozellikleri

Literatirdeki c¢alismalara bakildiginda; kadinla erkek
arasinda tikenmislik durumu arasinda farkhlik ile ilgili net
bilgi edinilememistir. Hekimlerle yapilan bir g¢alismada
cinsiyet ile tikenmislik arasinda fark gorilmesede
duyarsizlasma ve kisisel basari dizeyleri arasinda anlamli
farklihk gosteren galismalar bulunmus, bu c¢alismalarda
kadinlarin erkeklere gére daha fazla duyarsizlastigi ve kisisel
basarilarinin  az oldugu gorilmuastar (11, 12). Baz
calismalarda da tikenmisligin cinsiyete gore iliskili
olmadigini savunan ya da bu farkin 6nemli olmayacak kadar
az oldugunu belirtmistir (13-15). Bu ¢alismada literatiir ile
uyumlu olarak kadinlarda kisisel basari erkeklere gére daha
disuk olarak bulunmustur. Ancak farkl olarak duyarsizlasma
cinsiyetten etkilenmemistir.

Medeni durum tikenmislik ile iliskilendirilen bir baska kisisel
etkendir. Medeni durum ile tiikenmislik durumu arasindaki
iliski incelendiginde; evli kisilerin bekarlara gére sorunlarla
basa ¢ikma ve kisiler arasi iletisimde sorun ¢6zme basarisinin
yuksek olmasi nedeniyle bekarlara oranla daha az
tikenmislik yasadigi gortlmistiir. Hemsireler ile yapilan bir
calismada bekarlarin evlilere oranla daha fazla tikenmislik
yasadigl gorilmustir. Akademisyenler ile yapilan bir
calismada ise bekar olanlarin duyarsizlasma oranlarinin evli
Anatolian J Emerg Med 2020;3(3); 81-84
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olanlara gore daha fazla oldugu gorilmuistir (16-18). Bu
calismada Olgegin tum alt boyutlari medeni durumdan
istatistiksel olarak anlamli sekilde etkilenmemistir (p>0.050).

DT DYs KB
Cinsiyet
Kadin 20,04+20,8 16,1+0,8 20,9 £1,8
Erkek 18,6 +3,8 15,8+1,25 26,4 1,6
p 0,201 0,095 0,011

Medeni durum

Evli 18,8 +3,6 16,1 +2,6 22,7 +1,3
Evli degil 20,1+2,2 15,6 +2,1 22,6 £2,5
p 0,085 0,123 0,286
Meslek

Doktor 22,3+1,8 18,47 +1,4 22,6 £1,2
Hemgire 18,1 +2,5 12,33 +1,3 23,2+2,3
p 0,022 0,031 0,278
Kadro

Universite 20,1+1,8 15,5 43,4 24,5 4,1
Saglik Bakanlig 21,2 £2,5 15,7 1,2 26,9 2,6
p 0,857 0,096 0,256
Toplam 20,2 +1,9 16,5 2,1 26,7 £3,1

Kisaltmalar: DT:Duygusal tiikenme, DYS: duyarsizlasma ve KB:kisisel
basari.

Tablo 2. Acil servis galisanlarinda cinsiyet, medeni durum, meslek ve
kadro yeri kriterlerine goére duygusal tikenme (DT), duyarsizlasma
(DYS) ve kisisel basari (KB) puanlarinin karsilastiriimasi

Bu calismanin yapildigi ilin sosyoekonomik diizeyinin tlke
ortalamasina gore oldukga yiiksek olmasi ile iliskili olabilir.
Literatiirde medeni durum ile ilgi veriler geliskilidir. Bazi
calismalarda evli olan grupta tiikenmislik oranlari disik
tespit edilirken, bazi ¢alismalarda da tam aksi tespit
edilmistir (19-21). Evli olan grupta sosyal destegin daha
ylksek olmasi ve tiikenmisligin az ve is doyumunun daha
fazla olmasi beklenmektedir (22).
Acil servis calisanlarindan doktor ve hemsirelerin
karsilastinildig calismamizda hemsirelerde doktorlara gore
daha fazla is doyumu, daha az duygusal tiikenme ve
duyarsizlasma tespit edilmistir. Bunun nedeni olarak;
doktorlarin ~ hasta  sorumlugunun  birinci  diizeyde
yuklenmeleri, hastanin tani ve tedavisi siirecinde hasta ve
hasta yakinlarinin uyumsuzlugu ve doktorlarin belirsiz is
tanimi sayilabilir. Diger acil servis galisanlarinin da dahil
edildigi yayinlarda da arastirmamizda tespit ettigimiz durum
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degismemektedir, bu ¢alismalarda da acil serviste galisanlar
arasinda tikenmislik yasayan meslek grubu doktorlardir
(23).

Saglik bakanligi kadrosunda ve (niversite kadrosunda
calisanlar arasinda calismamizda anlamli bir fark tespit
edilmemigstir. Bunun nedeninin mevcut kadrolarin ayni
hastanede c¢alismasi nedeniyle olabilir. Literattirdeki
arastirmalarda Uiniversite hastanesinde c¢alisanlarin egitim ve
arastirma hastanelerine gore daha fazla is doyumu ve daha
az tikenmislikle karsilastigi bildirilmektedir (24).

Sonug

Tukenmislik yasayan bireyin yasadigi emosyonel yorgunluk
bunun vyaninda fiziksel yorgunluk da getirmektedir.
Tukenmislik bireyin sadece fiziksel saghgi agisindan degil ayni
zamanda ruhsal sagligi agisindan da 6nemli etkiye sahiptir.
Bununla birlikte hem kisisel basarisi hem de benlik saygisinda
azalmaya neden olabilmektedir. Tikenmisligin c¢alisma
hayati Gzerine etkileri; mesleki basarinin azalmasi, hizmet
sunulan kisilere yetersiz ilgi, ise devamsizlik ve is degistirme
isteginin olusmasi seklinde siralanabilir. Bireyin s
performansindaki degisim tikenmisligin is Gzerindeki en
onemli ve en belirgin etkilerinden biridir. Benzer sekilde is
hayatindaki gelismeler, bireyin is disindaki hayatini da
dogrudan etkileyecektir. Tiikenmislik sendromu sadece
calisan saghg degil; ayni zamanda tedavinin niteligini
disirerek hasta saghginda da olumsuzluklara vyol
acabilmektedir. Hayati 6nem tasiyan acil servis hizmetlerinin
nitelikli bir bigcimde sdrdirilebilmesi icin  acil servis
personelinin tiikenmislik yasamamasi énemlidir. Bu amagla
tikenmislik icin risk faktorlerinin belirlenmesi, ¢alisma
kosullarinda iyilestirilmenin saglanmasi ve 6nlemlerin
alinmasi yerinde olacaktir.

Cikar Catismasi: Yazar cikar ¢atismasi bildirmemistir.

Finansal Destek Beyani: Yazar finansal destek
bildirmemistir.

Yazarlarin Katkisi: Yazi tek yazarlidir.

Etik Beyani: Bu galisma igin lglincl basamak bir hastanenin
Klinik Arastirmalar Etik Kurulu’ndan Tarih: 20.02.2019 ve
Sayi: 79 ile onay alinmistir. Yazar arastirma ve yayin etigi
kurallarina uyuldugunu beyan eder.

Kaynaklar
1. Meier DEB, Back AL, Morrison RS. The inner life of physicians and
care of the seriously ill.  Am Med and Assoc 2001; 286:3007—-14.
2. McCue JD. The effects of stress on physicians and their medical
practice. N EnglJ Med 1982; 306:458-63.
3. Sturgess J, Poulsen A. The prevalence of burnout in occupational

therapists. Occup Ther Ment Health 1983;3(4): 47-60.

Anatolian J Emerg Med 2020;3(3); 81-84

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

Karahan
Rogers JC, Dodson SC. Burnout in occupational therapists. Am J
Occup Ther 1988;42(12):787-92.
Freudenberger HJ. Staff Burnout. J. Soc. Issues 1974;30:159-65.
Freudenberger HJ. The staff burnout syndrome in alternative
institutions psychother. Theory Res Pract 1975;12:73-82.
Schaufeli WB, Leiter MP, Maslach C. Burnout: 35 years of
research and practice. Career Development International
2009;14(3):204-8.
Shanafelt TD, Bradley KA, Wipf JE, ve ark. Burnout and
satisfaction with worklife balance among us physicians relative
to the general US population. Archives of Internal Medicine
2012; 172: 1377-85.
Ergin C. (1992), “Doktor ve Hemsirelerde Tiikenmislik ve Maslach
Titkenmislik Olgegi’'nin Uyarlanmasi”, 7. Ulusal Psikoloji Kongresi
Bilimsel Calismalari, Hacettepe Universitesi, Editérler: R.
Bayraktar ve i. Dag, Ankara, ss. 143 — 154.
Cordes CL, Dougherty TW. A review and an integration of
research on job burnout. Acad Manage Rev 1983;18(4):621-56.
Maslach C. Burnout: A Social Psychological Analysis, The Burnout
Syndrome: Current Reserch, Theory and Interventions. Park
Ridge, ll, London House Management, 1981:31- 52.
Oguzberk M, Aydin A. Ruh Saghgi Calisanlarinda Tiikenmislik.
Klinik Psikiyatri 2008;11:167-79.
Maslach C, Leiter MP. The truth about burnout, San Francisco:
Jose-Bass Publishers; 1997.
Kebapgt A. Acil birimlerde ¢alisan hemsirelerde ¢alisma
ortaminin tiikenmislik duzeylerine etkisi. Tr J Emerg Med
2011;11(2):59-67.
Maslach C, Goldberg J. Prevention of Burnout: New Perspectives.
Appl Prev Psychol 1998;7:63-74.
Sucuoglu B, Kuloglu-Aksaz N. Oziirli cocuklarla calisan
O0gretmenlerde tikenmigligin degerlendirilmesi. TPD
1996,10(36):44-60.
Maslach C, Jackson SE. Burnout in health professions: a social
psychological analysis. Sanders G, Suls J. (Eds.). Social psychology
of health and illness. 1982;227-51.
Mollaoglu M, Yilmaz M, Kars T. Hemgsirelerde tiikenmislik
sendromu. Toplum ve Hekim Dergisi 2003;18(4):288-93.
Sahin D, Turan FN, Alparslan N ve ark. Devlet hastanesinde
¢alisan saglhk personelinin tikenmislik dizeyleri. Noropsikiyatri
Arsivi 2008;45:116-121.
Ozyurt A, Hayran O, Sur H. Predictors of burnout and job
satisfaction among Turkish physicians. Q J Med 2006;99:161-
169.
Aslan H, Aslan O, Kesepara C. Kocaeli'nde bir grup saglik
¢alisanlarinda ise bagl gerginlik, tikenme ve is doyumu. Toplum
ve Hekim 1997;12:24-29
Karlidag R, Unal S, Yolodlu S (2000) Hekimlerde is doyumu ve
tiikenmiglik diizeyi. Turk Psikiyatri Derg 11:49-57.
Baruch-Feldman C, Brondolo E, Ben-Dayan D ve ark. Sources of
social support and burnout, job satisfaction, and productivity. J
Occup Health Psychol, 2002;7:84-93.
Escriba-Aguir V, Martin-Baena D, Perez-Hoyos S. Psychosocial
work environment and burnout among emergency medical and
nursing staff. Int Arch Occup Environ Health 2006; 80:127-133.

84



Anatolian Journal of Emergency Medicine 2020;3(3); 85-88

CASE REPORT / OLGU SUNUMU

An Unfortunate Coexistence, Ischemic Stroke While Driving. How Often? How Deadly? A

Case Report

Talihsiz Bir Birliktelik, Direksiyon Basinda iskemik inme. Ne Kadar Sik? Ne Kadar Oliimciil? Bir Olgu Sunumu
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Eroglu?

ABSTRACT

Aim: We aimed to present a case brought to our
emergency department by 112 teams due to a traffic
accident and diagnosed with ischemic stroke as a result of
medical evaluation.

Case Report : A 57-year-old male patient was brought to
the emergency room by ambulance due to a traffic accident.
The Glasgow Coma Scale (GCS) score was calculated 11. The
patient with right central facial paralysis had almost
complete loss of strength in the right upper and lower
extremities. Acute pathology was not detected in non-
contrast Computerized tomography (CT). Anjio tomography
was reported as the changes that are compatible with the
atheroma plaque which creates a moderate luminal
narrowing are seen within approximately 5 mm segment at
M1 level of the left middle cerebral artery. The patient who
was diagnosed with ischemic stroke was consulted to the
neurologist, latter interventional radiology consultation was
requested for the indication of thrombectomy After
successful recanalization, he was admitted to the neurology
intensive care unit (ICU). He was discharged with a GCS
score of 15, complete decrease in sensory and motor deficits
and partial improvement in aphasia 96 hours after his
admission to the emergency department. Afterwards, he
was called for neurology outpatient clinic.

Conclusion: Stroke and traffic accidents are accepted
among the major health problems world wide. Although the
health problems associated with traffic accidents are mostly
caused by the primary and secondary effects of trauma, the
fact that accidents can occur as a result of medical conditions
should be kept in mind.

Key words: Ischemic stroke, traffic accidents,
unconsciousness
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Amag: Trafik kazasi nedeni ile acil servisimize 112
ekiplerince getirilen, tibbi degerlendirme neticesinde
iskemik inme tanisi koydugumuz bir vakayr sunmayi
amagladik.

Olgu Sunumu: 57 yasinda erkek hasta, trafik kazasi
nedeniyle ambulansla acil servise getirildi. GKS (glasgow
koma skalasi) skoru 11 olarak hesaplandi. Sag santral fasiyal
paralizisi olan hastanin sag Ust ve alt ekstremitelerinde
neredeyse tamamen gli¢ kaybi vardi. Kontrastsiz bilgisayarli
beyin tomografisinde (BT) akut patoloji saptanmadi. Serebral
anjio-tomografisinde sol orta serebral arter M1 seviyesinde
yaklasik 5 mm lik segmentte ilimli limen daralmasi olusturan
aterom plagi ile uyumlu olabilecek degisimler izlenmekte idi.
iskemik inme tanisi alan hasta noroloji ile konsiilte edildi,
trombektomi  endikasyonu igin  girisimsel  radyoloji
konsiltasyonu istendi. Basarili bir rekanalizasyondan sonra
noéroloji yogun bakim (nitesine (YBU) kabul edildi. Acil
servise basvurusundan 96 saat sonra Glasgow Koma Skalasi
(GKS) skoru 15, duyu ve motor defisitlerinde tam disus ve
afazide kismi diizelme ile taburcu edildi. Daha sonra néroloji
poliklinigine kontrole ¢agirildi.

Sonug: inme ve trafik kazalar, diinya ¢apinda &nemli
saglk sorunlari arasinda kabul edilmektedir. Trafik kazalar
ile iliskili saglik sorunlari ¢ogunlukla travmanin birincil ve
ikincil etkilerinden kaynaklansa da, kazalarin tibbi durumlar
sonucunda ortaya ¢ikabilecegi akilda tutulmahdir.

Anahtar kelimeler: iskemik inme, trafik kazalari, suur
bulanikhgi
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Ischemic Stroke While Driving

Introduction

Stroke and traffic accidents are among the major health
problems worldwide. However, a stroke at the wheel and a
traffic accident as a result of the related health problem are
rare. We aimed of the study to present a case brought to our
emergency department by 112 teams due to a traffic
accident and diagnosed with ischemic stroke as a result of
medical evaluation.

Case Report

A 57-year-old male patient was brought to the emergency
room by ambulance due to a traffic accident. The accident
was reported to have occurred approximately 30 minutes
before the emergency department admission. According to
the information obtained from the ambulance crew, it was
learned that the injured was a truck driver, there were no
other passengers in the vehicle, and that the truck hit the
barriers as a result of a unilateral traffic accident. It was
reported that the vehicle did not roll over and the incident
was not high-energy trauma as a result of the evaluation of
the scene by the medical team. It was stated that there was
no evidence of alcohol or substance use at the scene. Due to
the low Glasgow Coma Scale (GCS) score and lack of relatives
on arrival, the personal and family medical history could not
be obtained.

In his vital parameters, arterial blood pressure was 129/78
mmHg, fingertip oxygen saturation was 93%, heart rate was
69 beats/minute and blood sugar was 116 mg/dl.
Electrocardiography was evaluated as sinus rhythm with
normal (1:1) AV conduction, ST segment change was not
observed. The GCS score was calculated 11, as motor
response was 5, verbal response was 2 and eye response was
4. The patient was aphasic, prone to sleep and eyes were
deviated to the left. The patient with right central facial
paralysis had almost complete loss of strength in the right
upper and lower extremities (2/5). There was no evidence of
active bleeding, and bone deformity was not observed.
Other systemic examinations were normal. Routine
laboratory examination results including complete blood
count, venous blood gas, coagulation parameters, liver and
kidney function tests, and blood electrolytes were within the
normal range. In the patient who was evaluated for the
imaging of cranial computed tomography (CT) and latter
cranial and cervical CT angiography (CTA), acute pathology
was not detected in non-contrast CT. CTA was reported as
the changes that are compatible with the atheroma plaque
which creates a moderate luminal narrowing are seen within
approximately 5 mm segment at M1 level of the left middle
cerebral artery (Figure.1). The National Institutes of Health
Stroke Scale (NIHSS) score was calculated to 25. CT imaging
of thorax, cervical vertebra, thoracic vertebra, lumbal
vertebra, pelvis with contrast upper and lower abdomen,
was evaluated in the patient considering the possibility of
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multiple trauma as a result of the failure to fully explain the
occurrence mechanism of the accident. No pathology was

detected secondary to trauma.

Figure.1 Middle cerebral artery occlusion

The patient who was diagnosed with ischemic stroke was
consulted to the neurologist, latter interventional radiology
consultation was requested for the indication of
thrombectomy. He was evaluated as a candidate for
thrombectomy by radiologist, was referred to the stroke
center for the intervention. After successful recanalization,
he was admitted to the neurology intensive care unit (ICU).
NIHSS score was calculated as 9 in the Neurology ICU. In the
patient who underwent transthoracic echocardiography in
the ICU, normal left ventricular systolic function, stage 1
diastolic dysfunction, ascending aorta diameter 47mm and
dilatation in ascending aorta were detected. As a result of
the improvement in his clinic, the patient was admitted to
the neurology service 48 hours after the emergency room
admission. Control physical examination of the patient made
by neurologist was noted to the clinical follow-up as
consciousness was clear, cooperative, taking triple
commands, no motor and sensory deficits, and aphasia
improved partially. On the absence of an additional
pathology developed and improvement was observed in the
clinical condition of the patient whose general condition was
stable in the follow-up; he was discharged 96 hours after the
emergency room admission with the acetylsalicylic acid
100mg po 1*1, pantoprazole 40mg po 1*1, Benexol-B12
250/250/1mg po 1*1 prescription and recommendations.
Afterwards, he was called for neurology outpatient clinic.
Written informed consent was obtained from the patient.

Discussion

According to the American Heart Association and American
Stroke Association 2019 data, stroke is the fifth leading
cause of death in the United States and is the primary cause
of disability for adults. Approximately 800,000 people
experience new or recurrent strokes every year. 87% of
attacks occur as ischemic stroke, 10% intracranial
hemorrhage (ICH) and 3% subarachnoid hemorrhage (SAH).
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On average, every 40 seconds, a citizen of the United States
suffers a stroke. There is a decrease in the frequency of
occurrence since 1950s. The first stroke rate per 1000 people
is 5.3in men and 5.1 in women. Stroke risk can be attributed
to about 90% modifiable risk factors such as hypertension,
obesity, hyperglycemia, liperlipidemia and renal
dysfunction. Hypertension is a strong risk factor for both
ischemic stroke and intracranial bleeding. Behavioral risk
factors such as smoking, sedentary lifestyle and unhealthy
diet are also associated with stroke risk by 74% (1).

In our case report, ourpatient's absence of additional disease
and relatively low accident severity prevented us from
encountering different results. Our patient was able to
recover without sequelae with early diagnosis. An 11-year-
old boy who did not experience any headache after head
injury was diagnosed with ischemic stroke (2).Trauma
qguestioning would be easier especially in patients who are
conscious and cooperative. Stroke discrimination that
develops before or after trauma is also important.

In the study of Inoue et al., only 2 (16.7%) of 12 patients
caused an accident. However, since cases are limited to
patients in the rehabilitation center, mild cases that do not
apply to the center or fatal cases have been ignored. One of
the main causes of traffic accidents is sudden onset diseases
that occur at a rate of about 10% while driving (3). In a
retrospective study conducted by Inamasu et al. in Japan on
2145 stroke patients who applied to the emergency
department, 85 patients (4%) were informed that they had a
stroke while driving. 63 patients (74%) were diagnosed with
ischemic stroke, 20 patients (23,5%) ICH and 2 (2.5%)
patients were diagnosed with SAH. 14 (16%) of the patients
who had a stroke while driving caused an accident. The
number of patients (23,5%) with altered consciousness is
20(4). Although more studies are needed on the subject, it
has not been concluded that driving is an absolute risk factor
for ischemic stroke. It can be difficult to determine the exact
rate of stroke associated with driving. Other causes likely to
increase the likelihood of a stroke and traffic accident should
also be considered. However, as the elderly population of
the world continues to increase at an unprecedented rate, it
is expected that the 4% stroke rate associated with driving
will increase(4).

The timely diagnosis of ischemic stroke in our patient led to
early treatment and early neurological recovery. Low GCS in
patients with multitrauma may not always be associated
with trauma.

Although deaths in traffic are mainly secondary to trauma,
some deaths occur as a result of a disease suddenly affecting
the driver. In the retrospective study in which Buttner et al.
evaluated approximately 35 thousand cases over a 15-year
period, 0.4% of deaths were detected as sudden natural
death at the wheel. The incidence was found to be similar
(0.2-1.3%) with other case series investigated. The
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underlying medical conditions include mainly cardiovascular
and cerebrovascular diseases, and rarely seizures and
diabetes. A collision occurred in 37% of the cases. The rate
of cerebrovascular diseases in the underlying medical
conditions was 5.4% (5). There was no known comorbid
disease in our patient.

We should also consider ischemic stroke in the first-visit
physical examination of trauma patients who may develop
many additional pathologies including long-term follow-up
rhabdomyolysis (6,7). Rhabdomyolysis clinic was not
observed in our patient.

In another study conducted by Tervo et al. on sudden natural
death behind the wheel in Finland, the rate of deaths due to
the underlying medical conditions was found to be 11%.
Although previous studies reveal that only 0.5-3% of driver
deaths are due to medical conditions, the rate has similar to
10% in another two-case series in Finland. The difference
and increase in rates have been attributed to the fact that
the Finnish accident investigation protocol is very strict and
that every fatal accident is carefully investigated. In the
study, cerebrovascular diseases were 5.5% in the etiology of
fatal traffic accidents and were ranked second among the
underlying medical conditions (8).

In Australia, Brodie and his colleagues also conducted a
study at the wheel with a sudden natural mortality rate of
10.3%. Similar to other studies, cardiovascular diseases were
included in the first step of sudden natural deaths; the
mortality rate due to cerebrovascular diseases was found to
be 7% among the underlying medical conditions (9). It has
been seen that there is a need for extensive studies covering
the pre-hospital and post-hospital period. We think that our
case presentation with good clinical outcomes will
contribute to the literature.

Conclusion

Stroke and traffic accidents are accepted among the major
health problems world wide. Although the health problems
associated with traffic accidents are mostly caused by the
primary and secondary effects of trauma, the fact that
accidents can occur as a result of medical conditions should
be kept in mind.
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Patients Are Not Always Honest! Case Report

Hastalar Yalan Séyler: Olgu Sunumu
Cagri Kokkoz*™, Asli Sener?™, Tanzer Korkmaz?

ABSTRACT

Aim: Methanol intoxication is well known for its ocular,
neurologic, metabolic and gastrointestinal findings but
cardiac effects are rarely found in literature. Patients often
admit to hospital with a witnessed alcohol intake history.

Case Report: This case had admitted to the hospital with
back pain. He had ST segment elevated myocardial infarction
(STEMI). According to the clinical findings, methanol
intoxication was also detected. Case A 34 years old male
patient was admitted to the hospital with severe back pain
via ambulance. He was oriented and cooperated. His GCS
score was 15. His vital findings revealed TA 90/50 mmHg,
blood oxygen saturation 92%, pulse 110/bpm. On
electrocardiography (ECG) inferolateral ST elevation was
noted. During monitorization, lack of eye contact continued,
he stated that he lost sight for 3 hours. He stated that he had
consumed a bottle of cologne (the size of the bottle is
unclear) the night before. The patient’s blood gas test
revealed pH 6,8, HCO?® 6, base excess -34mmol/l. On
biochemical examination, blood urea nitrogen (BUN) was 42
mg/dl, creatinine was 1,1 mg/dl. His complete blood count
revealed hemoglobin 14,5 g/dl and white blood cell (WBC)
16,500/mm?3. The blood methanol level at admission was
156 mg/ml.

Conclusion: The ECG findings of methanol intoxication
are limited. Previous reports have documented axis
variations, non-specific T wave changes, QRS complex
alterations and prolonged QTc intervals. Taking into
consideration the limited number of these cases in
literature, the systematic ECG analysis of this population has
not been reported yet. In coronary angiography, it is shown
that all the coronary vessels were normal.

Physicians should always be alert for alternative
diagnosis and should take detailed anamnesis. Our sustained
clinical suspicion of a patient with an obvious different
diagnosis has taken us to another and accurate result.

Keywords: Methanol, intoxication, acute coronary
syndrome
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Amag: Metanol zehirlenmesi okiiler, nérolojik, metabolik
ve gastrointestinal bulgulari ile iyi bilinir, fakat kalp etkileri
literatirde nadir gérilmektedir. Hastalar siklikla tanikl alkol
alim 6ykisi ile hastaneye basvurmaktadir.

Olgu Sunumu: Bu vaka sirt agrisi ile hastaneye basvurdu.
ST segment yikselmeli miyokard infarktisi (STEMI) tespit
edildi. Klinik bulgulara gore, metanol zehirlenmesi de
saptandi. Vaka 34 yasinda erkek hasta ambulansla agir bel
agrisi sikayeti ile hastaneye yatirildi. Oryante ve koopereydi.
GCS skoru 15 idi. Hayati bulgulari TA 90/50 mmHg, kan
oksijen satlirasyonu % 92, nabiz 110/bpm oldugu goruldu.
Elektrokardiyografide (EKG) inferolateral ST yikselmesi
kaydedildi. Monitorizasyon sirasinda goz temasi eksikligi
devam etti, gorlisinl son 3 saattir kaybettigini belirtti. Bir
gece once bir sise kolonya igtigini (sisenin blayuklugu belli
degil) ifade etti. Hastanin kan gazi testi pH 6,8, HCO?3 6, baz
fazlaligi -34mmol/l olarak gosterdi. Biyokimyasal incelemede
kan Ure azotu (BUN) 42 mg/dl, kreatinin 1,1 mg/dl idi. Tam
kan sayimi hemoglobin 14,5 g/dl ve beyaz kan hicresi (WBC)
16,500/mm?3 idi. Giris sirasindaki kan metanol seviyesi 156
mg/ml idi.

Sonug: Metanol zehirlenmesinin EKG bulgulari sinirlidir.

Onceki raporlarda, eksen degisiklikleri, spesifik olmayan T
dalgasi degisiklikleri, QRS karmasik degisiklikleri ve uzun QTc
araliklari kaydedilmistir. Literatlirdeki bu vakalarin sinirh
sayida oldugu géz onine alindiginda, bu poptlasyonun
sistematik EKG analizi henlz bildirilmemistir. Koroner
anjiyografide tim koroner damarlarin normal oldugu
gosterilmistir.
Doktorlar alternatif tani icin her zaman uyanik olmali ve
detayli anamnez almalidir. Belirgin, farkli bir tanisi olan bir
hastanin surekli klinik siiphesi bizi baska ve dogru bir sonuca
goturda.

Anahtar kelimeler: Metanol, intoksikasyon, akut koroner
sendrom
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Patients are not always honest

Introduction

Methyl alcohol (methanol) is a toxic, colorless and odorless
chemical substance which tastes like ethyl alcohol. This
substance is used in anti-freeze solutions, solvents and many
other materials like cologne [1]. Methanol intoxication
occurs due to formation of formic acid and formaldehit
which results in metabolic acidosis [2]. Formic acid
accumulation promotes systemic symptoms whereas
formaldehit leads to tissue hypoxia via inhibiting
mitochondrial respiration and so increasing lactate
production [3]. Symptoms generally occur following 12-24
hours of oral intake due to the slow degradation of methanol
to its toxic substances; formaldehit and formic acid [4].
Subsequent to latent period, broad spectrum of clinical
features from headache to death is seen associated mostly
with neurologic and ocular findings [5].

Methanol intoxication is well known for its ocular,
neurologic, metabolic and gastrointestinal findings but
cardiac effects are rarely found in literature [6]. Patients
often admit to hospital with a witnessed alcohol intake
history. Altered conscious or atypical symptoms and findings
may also be present. This case had admitted to the hospital
with back pain. He had ST segment elevated myocardial
infarction [STEMI]. Although the patient did not give any
information about alcohol intake, with clinical findings,
methanol intoxication was also detected. We suggest to
emphasize the possibility and importance of concomitant
life-threatening diseases especially when the patient has a
very precise diagnosis.

Case Report

A 34 years old male patient was admitted to the hospital
with severe back pain, perspiration and general condition
disorder via ambulance. He was agitated and he had
hyperhidrosis. He was oriented and cooperated. His GCS
score was 15. His vital findings revealed TA 90/50 mmHg,
blood oxygen saturation 92%, pulse 110/bpm. On
oscultation, bilateral pulmonary rales were detected. On
electrocardiography [ECG] inferolateral ST elevation was
noted and the patient was consulted to Cardiology
department. Coronary angiography [CAG] was planned
[Fig.1]. On physical examination, many incisive scars were
seen on chest anterior wall and on arms. While taking history
due to the patient’s acidotic respiration, disrupted eye
contact and agitation, drug or alcohol abuse was suspected.
The patient insistently denied. During monitorization, lack of
eye contact continued, the patient is questioned whether he
could see, and he stated that he lost sight for 3 hours and
everywhere seemed all white. Methanol intoxication
suspicion rouse and the patient was questioned for cologne
intake. He stated that he had consumed a bottle of cologne
[the size of the bottle is unclear] the night before. It was
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learned that the patient was a chronic alcohol consumer
when his relatives arrived to the emergency department.
The patient’s blood gas test revealed pH 6.8, HCO3 6, base
excess -34mmol/l. On biochemical examination, blood urea
nitrogen [BUN] was 42 mg/d|, creatinine was 1,1 mg/dl. His
complete blood count revealed hemoglobin 14.5 g/dl and
white blood cell [WBC] 16.500/mm3. Other laboratory tests
were normal. The patient was intubated after deepening of
acidotic respiration and tachypnea of 20/min. The patient is
diagnosed as methanol intoxication and medical treatment
was started. CAG was done and the patient was transferred
to intensive care unit. CAG revealed global hypokinetic and
dilated cardiomyopathy without any coronary artery
pathologies. During intensive care unit follow up, increased
intravenous hydration, NaHCO3, ethanol, Fomepizol and
venovenous hemodiafiltration was done. Methanol blood
level cannot be measured in our hospital. The patient is
accepted as forensic case so blood sample was sent for
testing to Forensic Medicine laboratory. The result was
obtained the next day.

The blood methanol level at admission was 156 mg/ml. The
fourth day measure was 10mg/dl. Unfortunately, the patient
died at the end of the fourth day of hospitalization. Written
informed consent was obtained from the relatives of patient.

Discussion

Acidosis is well established in methanol intoxication but the
real cause- whether it is due to formic or lactic acid
formation- is still unclear [7]. Independent from the etiology,
it is well known that metabolic acidosis has negative impacts
on cardiovascular system. Cardiac contraction and flow
decrease and arterial vasodilation that contributes
hypotension occurs [8]. In animal models of metabolic
acidosis, ventricular arrhythmia tendency is often seen [8].
The ECG findings of methanol intoxication are limited.
Previous reports have documented axis variations, non-
specific T wave changes, QRS complex alterations and
prolonged QTc intervals [9-10]. Taking into consideration the
limited number of these cases in literature, the systematic
ECG analysis of this population has not been reported yet.
There is not an association between metabolic acidosis and
ECG changes.

In animal models, response to methanol exposure, cardiac
dilatation and myocyte degeneration have been reported
[11]. In a study of dogs, intravenous methanol injection
resulted in decreased cardiac flow, stroke volume and
systemic arterial pressure and increased total peripheral
resistance [9]. With these findings, we can speculate that
methanol intoxication has a depressive effect on
myocardium in humans. In another study, it is stated that
methanol intoxication may cause minor changes [10].
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Patients are not always honest

The ECG of our case revealed inferolateral ST elevation;
however, in CAG, it is shown that all the coronary vessels
were normal and the left ventricle was globally hypokinetic.
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Figure 1. T segment elevation at DII, DIIl, aVF, V5 and V6 derivations
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CASE REPORT / OLGU SUNUMU

Rare Coexistence of Acute Pulmonary Embolism and Type B Aortic Dissection
Akut Pulmoner Emboli ile Tip B Aort Diseksiyonunun Nadir Birlikteligi

Engin Ozakin'®, Seving Erdem !

ABSTRACT

Aim: Signs and symptoms of pulmonary embolism and
aortic dissection are similar, and mortality is high in both
cases. Co-diagnosis is rare and, if diagnosed, creates a
treatment dilemma. Computed tomography is the most used
imaging method in both diagnoses, and bedside ultrasound
imaging is also very useful for emergency physicians. Our
case is an 87-year-old male patient with pulmonary
embolism and aortic dissection.

Case Report: An 87-year-old male patient was admitted
to our emergency department with speech impairment and
ab altered state of consciousness. The patient had a history
of hypertension, coronary artery disease, and diabetes
mellitus. The patient's initial vital measurements were
hypotensive and tachycardic. Chest radiography showed
prominence in the aorta and deviation to the right in the
esophagus and trachea. Appearance compatible with
uncompressible thrombus in both lower femoral veins on
bedside ultrasound imaging and ECHO showed dilatation in
the right chambers of the heart and enlargement in the
aortic outlet. Computed tomography angiography revealed
aneurysmatic dilatation at the outlet of the aorta and
dissection in the descending aorta, as well as a thrombus in
the left main pulmonary artery and segmental branches.

Conclusion: It should be kept in mind that different
diagnoses can be seen together in patients admitted to the
emergency department. Even if a diagnosis explaining the
clinic is made in the patient, the presence of a second
underlying diagnosis should not be ignored.

Keywords: Pulmonary embolism, aortic dissection,
coexistence, imaging
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Amag: Pulmoner emboli ve aort diseksiyonu belirti ve
bulgulari birbirine benzer, ve her iki durumda da mortalite
yuksektir. Birlikte tanisi nadirdir ve tani almasi durumunda
tedavi agisindan ikilem yaratir. Her iki tanida da bilgisayarli
tomografi en ¢ok kullanilan goérintileme yontemidir, acil
hekimleri igin yatak basi ultrason goriintiilemesi de tanida
oldukga faydalidir. Olgumuz pulmoner emboli ve aort
diseksiyonu birlikteligi olan 87 yasinda erkek hastadir.

Olgu Sunumu: Seksen yedi yasinda erkek hasta konusma
bozuklugu ve biling durum degisikligi ile acil servisimize
basvurdu. Hipertansiyon, koroner arter hastaligi ve diabetes
mellitus 6zgegmisi mevcut idi. Hastanin ilk basvuru vital
Olgimleri hipotansif ve tasikardik idi. Akciger grafisinde aort
topuzunda belirginlesme ve 6zefagus ve trakeasinda saga
deviyasyon mevcut  idi.  Yatak  basi ultrason
gorintilemesinde her iki alt femoral venlerde komprese
edilemeyen trombus ile uyumlu gérinim ve EKO’ da kalbin
sag boslularinda dilatasyon ve aort ¢ikiminda genisleme
gorildu. Cekilen bilgisayarli tomografi anjiosunda aort
¢nsinda anevrizmatik dilatasyon ve inen aortada diseskiyon
yani sira sol ana pulmoner arter ve segmenter dallarda
trombus saptandi.

Sonug: Acil servise bagvuran hastalarda farkli tanilarin bir
arada gorilebilecegi akilda tutulmali ve hastada klinigi
aciklayan bir tani konulsa bile altta yatan ikinci bir taninin
varhgi goz ardi edilmemelidir.

Anahtar Kelimeler: Pulmoner emboli, aort diseksiyonu,
birliktelik, gorintileme
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Emboli Diseksiyon Birlikteligi
Giris

Pulmoner emboli ve torasik aort anevrizmasi birlikteligi cok
nadir olsa da, ayni anda ortaya ¢ikabilir, bu durumda ciddi ve
yasami tehdit eden bir durum séz konusu olur. Aort patolojisi
ve venoOz tromboembolik belirtilerin birlikteligi hakkinda hala
belirsizlikler vardir. Masif pulmoner embolinin tedavisi,
trombolitik

kaynaklanan kanama riskini igerir. Bir hastada bliytk bir aort

antikoagiilasyondan veya tedaviden
anevrizmasinin varligi, antikoagulasyonu terapotik bir ikilem
haline getirir (1).

Torasik anevrizma insidansi, en sik yasamin altinci veya
yedinci dekatinda meydana gelen, tahmini olarak sikligi 100
binde 6-7 vaka oldugudur. Genellikle erkekler kadinlardan
daha fazla etkilenir ve hastalarin % 60'inda hipertansiyon
mevcuttur. Siklikla “keskin ve yirtici” olarak tanimlanan
gogls veya sirt agrisi, en sik goérilen semptomdur ve
hipotansiyon, nabiz defisiti ve akut kalp yetmezligi en sik
gorilen fizik muayene bulgularidir (2). Aort anevrizmasi
ruptiriinde genel mortalite orani yaklasik % 65-85'dir (3).
Genel popllasyonda, pulmoner emboli insidansi ise yilda
100.000 hastada 112'ye vyikselmistir. Pulmoner emboli
hastalari genellikle nefes darhigi ve pléritik gogus agrisi ile
basvurur. Bu hastalarin hemodinamik olarak karasiz olmasi
durumunda masif veya yuksek riskli emboli dustndlir ve
mortaliteleri yliksektir (4).

Olgumuz akut pulmoner emboli ile komplike olmus akut aort
diseksiyonu olan 87 yasinda erkek hastadir.

Olgu Sunumu

Seksen yedi yasinda erkek hasta konusma bozuklugu ve
biling durum degisikligi nedeni ile acil servise basvurdu. ilk
degerlendirmesinde genel durumu orta, dehidrate,
gorinimde bilinci konfiize, Glasgow Koma Skoru: 10
(E4V1MS5), kooperasyon ve oryantasyonu yok idi.
Ozgecmisinde hipertansiyon, diabetes mellitus ve koroner
arter hastaligi mevcut idi. Acil servise ilk basvuru aninda ki
vital bulgularin degerlendirmesinde, kan basinci 60/40
mmHg, nabzi 120 /dakika, atesi 38.1°C, solunum sayisi
28/dakika ve oksijen satiirasyonu oda havasinda parmak
probu ile %92 idi. Sistemik muayenesinde sag alt
ekstremitede 3 cm’lik ¢ap farki ve 1s1 artisi disinda ek
patolojik bulgu yok idi. Laboratuvar degerlendirmesinde
hemogramda, I6kositoz ve noétrofili, biyokimyada kreatinin
1,81 mg/dl, kan gazinda laktat 6,7 mmol/L, baz acigi -8,3
mmol/L olarak tespit edildi. 12 derivasyonlu EKG'de kalp
atim hizi olan 120/dk olan sinis tasikardisi goruldu. Akciger
grafisinde aort topuzu belirgin, trakea ve 6zefagus saga
deviye idi (Resim 1). Hastaya vyapilan yatak basl
ultrasonagrafi goriintilemesinde bilateral femoral vende
tromboz ile uyumlu damar ici hiperekojen goriintii mevcut
ve iki ana femoral ven komprese edilemedi. Ekokardiografi
(EKQ) goriintilemesinde parasternal uzun aksta aort ¢ikimi
genislemis gorildu, apikal dért bosluk goriinimiinde sag
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Resim 1. Hastanin PAAC Grafisi

yapilari belirgin dilate idi. Derin ven trombozu ve EKO’ da sag
yapilan dilate olmasi nedeni ile ¢ekilen bilgisayarl tomografi
(BT) anjiyosunda, superior vena kava diizeyinde duvardan
limene protride yaklasik 4 cm’lik segment boyunca uzanim
gosteren tromboz, sol ana pulmoner arterden alt lober ve
segmenter dallara uzanan emboli (Resim 2) ve bilateral
femoral vende derin ven trombozu tespit edildi. EKO’da
anevirazmatik goriinimi olmasi nedeni ile ¢ekilen BT aorta
anjiyografisinde, asendan aortada tromboze anevrizma,
desenden aortada tromboze diseksiyon gorildi (Resim 3).
Sivi tedavisine ragmen devam eden hipotansiyon sebebiyle
norepinefrin ile inotrop destegi verildi. Diseksiyonu olmasi
nedeni ile hasta ylksek riskli kabul edildi trombolitik tedavi
verilemedi ve distk molekidl agirlikh heparin tedavisi
baslandi kalp damar cerrahisi bolimi konsiltasyonu dnerisi
ile uygulandi. Anestezi ve reanimasyon yogun bakim
Unitesine devredilen hastanin ek bir patolojisi gelismemesi
Uzerine 10 giin sonra medikal tedavi karari ile taburcu edildi.

Resim2. Hastanin BT anjiyografisinde Pulmoner Emboli Goriintusu
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Resim 3. Hastanin aort anjiyogtafisinde anevrizma ve diseksiyon
gorintlsu

Yazar tarafindan hastadan hasta bilgileri ve goértntilerinin
kullanim izni igin imzali bilgilendirilmis onam formu
alinmugtir.

Tartisma

Akut aort diseksiyonu ve pulmoner emboli Kklinikleri
birbirlerine benzeyebilir ve tani koymak bazen altta yatan
nedene ve hasta durumuna bagli olarak zor olabilir. Gerek
aort diseksiyonu gerekse pulmoner emboli igcin gogus
rontgeni ilk degerlendirmede faydalidir ancak taniya 6zgi
degildir. Rontgende anormallikler aort diseksiyonu
hastalarinin % 60-90'iInda goriilir, ancak mevcut bir bulgu
yoksa tani dislanamaz (5). Hem Stanford tip A hem de B
diseksiyonlarinda genislemis bir mediasten bulunabilir. Her
iki durumda da tanida ¢ok kesitli BT kullanilan en sik
gorintileme yoéntemlerindendir (6), aort ve pulmoner
arterlerden  kontrast madde gegisinin  ayri  ayr
degerlendirilebilmesi icin ayri hesaplamalar yaparak
cekimler gerceklestirilir. Ucli dislama BT ise (tripl rule out)
tek bir tarama sirasinda aortu, koroner arterleri, pulmoner
arterleri ve akcigerlerin orta ve alt kisimlarini
degerlendirmek icin kullanilan yeni bir protokoldiir.
Hastalarda zamanlanmis kontrast madde bolusunu takiben
gorintiler elde edilir. Amag, en iyi gorinti kalitesini elde
ederken kontrast madde dozunu ve radyasyona maruz
kalmayl en aza indirgemektir (7). Ozellikle hemodinamik
acidan kararsiz hastalarda aort diseksiyonu ve pulmoner
emboli tanilarinda yatak basi ultrasonografi 6zellikle acil tip
hekimleri icin oldukca faydalidir.

Akut pulmoner emboli ve tip B aort diseksiyonu birlikteligi
nadirdir ve tercih edilen tedavi semptomlara gére olmalidir
(8-11). Antikoagtilasyon, PE icin temel tedavi yontemidir ve
hemodinamik dengesizlig§i olan hastalarda sistemik
tromboliz tedavisi verilir (12). Bununla birlikte, vendz
tromboembolizm icin antikoagiilan tedavi, torasik
endovaskuler aort onarimi ile tedavi edilen lokal kanamal
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aortik komplikasyonlara yol agabilir (11,13). Tersine, son
yayinlar ile intramural hematomda ve akut tip B aort
diseksiyonunda  antikoagllasyonun  givenli  sekilde
kullanilabilecegini gostermistir (1,14).
iki tanidan birisi genellikle gériintilemeler esnasinda
tesadiifi olarak konulur (1). Bizim vakamizda ise pulmoner
emboliyi dlstundirecek vyatak basinda saptanan alt
ekstremite derin ven trombozuna ilave olarak EKO’da sag
bosluklarinda dilatasyon lehine bulgu ve aortik dilatasyon
mevcut idi.

Sonug

Acil servise basvuran hastalarda farkli tanilarin bir arada
gorulebilecegi akilda tutulmali ve hastada klinigi agiklayan bir
tani konulsa bile altta yatan ikinci bir taninin varligi géz ardi
edilmemelidir.

Cikar Catismasi: Yazarlar gikar ¢atismasi bildirmemistir.

Finansal Destek Beyani: Yazarlar finansal destek
bildirmemistir.

Yazarlarin Katkisi: Yazarlar yazinin hazirlanmasinda esit
diizeyde katki saglamistir.

Aydinlatilmis Onam Formu: Hastadan bu olgu sunumunun
ve beraberindeki gorintllerin yayinlanmasi igin yazili
bilgilendirilmis onam alindi. Yazili onamin bir kopyasi dergide
incelenmek lizere mevcuttur.
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COVID 19 Pandemic and Emergency Service Triage

COVID 19 Pandemisi ve Acil Servis Triyaji
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ABTRACT

With the COVID 19 pandemic, the importance of efficient
use of resources during epidemics has been understood
again. Triage should be done at every stage of health services
in terms of efficient resource use. In order to protect
healthcare personel during the pandemic, it is necessary to
have sufficient personal protection equipment and use it
appropriately. Pandemic triage should begin from the main
entrance of the hospital. Separate areas should be arranged
for the evaluation of symptomatic patients. In addition,
measures should be taken to prevent other patients from
interrupting their treatment.

Key words: COVID 19, pandemic, emergency service, triage
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COVID 19 pandemisi ile beraber salginlar esnasinda
kaynaklarin etkin kullaniminin 6nemi tekrar anlagilmistir.
Triyaj etkin kaynak kullanimi agisindan saglik hizmetlerinin
her basamaginda yapilmalidir. Pandemi esnasinda saglhk
personelinin korunmasi igin kisisel korunma ekipmanlarinin
yeterli olmasi ve uygun sekilde kullanimi gereklidir. Hastane
ana girislerinden itibaren pandemi triyaji yapilmalidir.
Semptomatik hastalarin degerlendirilmesi i¢in ayri alanlar
dizenlenmelidir. Ayrica diger hastalarin tedavilerinin
aksamamasi icin 6nlem alinmalidir.
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COVID-19 Acil Servis Triaji
Giris

Triyaj hasta veya yaralilarin tedavi 6ncelikleri ve uygun
tedavi yerlerinin belirlenmesi amaciyla yapilan ayirma ve
siniflamadir®. Acil serviste rutin olarak uygulanan triyajla,
afetlerde  kullanilan triyaj arasinda 6nceliklendirme
asamasinda belirgin farkliliklar vardir. Afetlerde triyaj,
hastalari siniflandirmaya ve onceliklendirmeye ek olarak,
ayni zamanda var olan kit kaynaklari en fazla vyarar
saglayacak sekilde tahsis etmeyi de igerir®3. Faydaci
yaklasima izin vererek, olay ile hemen ilgili olmayanlar da
dahil olmak Uzere tim hastalar icin standart bakim
olanaklarinin ayarlanmasi ve gereginde azaltilmak zorunda
kalinabilecegi kabul edilir®.

Salginlar sirasinda hastaliga sebep olan patojenle enfekte
olma ihtimali olan hastalarin ayirt edilebilmesi agisindan
triyaj cok onemlidir®. COVID 19 ile enfekte olan hastalarin
yaklasik %20’si hastanede tedaviye ihtiya¢ gbstermekte ve
%5’i ise yogun bakima yatmaktadir. Saglik hizmetlerinin her
basamaginda etkin bir triyaj, kaynaklarin etkin bir sekilde
kullanimina yardimci olacaktir®.

COVID 19-Bulagma

COVID 19un baslica bulasma yolu enfekte kisilerin
Okslirmesi veya hapsirmasi ile havaya karisan damlaciklar
yoluyla olmaktadir. Ayrica cansiz ylzeylerde de virlsler
glnlerce canli kalabilir. Kontamine ylizeylere temas sonrasi
mukoza temasi ile viicuda girmektedir®.

COVID 19-Hastanenin Hazirlanmasi

Hastaneler afet planlarinda pandemi ile ilgili
tanimlamalar yapmalidirlar. COVID 19 ile ilgili operasyonlari
koordine edecek ve denetleyecek tam zamanh bir acil
yoneticisi saglanmahdir. Acil doktorlari, servis doktorlari,
yogun bakim doktorlari, hemsireler ve enfeksiyon
hastaliklari doktorlari ve triyaj, personel ve tesis yonetimi
gibi faaliyetleri desteklemek icin proje yoneticileri ile birlikte
en onde gorev alacak kritik Gneme sahip kisilerden olusan
operasyon gérev giici olusturulmalidir. lyi kaynaklara sahip
enfeksiyon 6nleme takimi olmali, kisisel koruyucu ekipman
egitimi ve bulagsma riskleri hakkinda egitim verilmeli,
maruziyet arastirmalari ve hastane icindeki epidemiyolojiyi
takip edilmelidir. Yatak kapasitesi plani yapilmali ve pandemi
hastalari i¢in yataklarin en az% 30'u bosaltilmali ve yogun
bakim hastalari, ekstrakorporeal membran oksijenasyonu ve
mekanik ventilasyon gibi ileri tedaviler gerektirebilecek
hastalarin yonetimi icin stratejiler gelistirilmelidir’. Acil
olmayan ameliyatlar ve hastane randevulari ertelenmelidir.
Acil servis igi de yiiksek stipheli ve dusuk stipheli hastalar igin
ayrilmalidir. Bu ayirim hem personelin hem de diger
hastalarin enfeksiyon riskini azaltacaktir. Stipheli hastalar
triyaj ve 0n muayene ile ayri bir pandemi poliklinigine
yonlendirilmelidir. Hastalar burada antijen pozitifligi ve
tomografi sonuglarina gore direkt olarak 6nceden belirlenen
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karantina servislerine yatirilmalidir. Acil servise ve pandemi
poliklinik ve kliniklerine is yik{ azalan servislerden personel
destegi yapilmalidir®,

Triyaj Alani

Hastaneye giris alanlari kisitlanmalidir. Bir on triyaj alani
kurulmalidir. ideal olan her binanin ana girisinde triyaj
alaninin olmasidir. Ama bu saglanamiyorsa disarida bir ¢cadir
veya konteyner vb. triyaj alani olusturularak herkes bu alana
yonlendirilebilir®. On triyaj alaninda hastaneye giren herkes
(hastane personeli dahil) burada kontrol edilmelidir. On
triyaj alaninda saglik gorevlisi olamayabilir. Mutlaka glivenlik
gorevlisi olmalidir’®, On triyaj alaninda gorevli personel
kisisel koruyucu ekipman (cerrahi maske ve gozlik vb.)
kullanmalidir. Bu alanda el dezenfektanlari ve eldivenler de
bulundurulmaldir. Kontroller en az 2 metre uzaklktan
yapilmali ve kisilere temas edilmemelidir'l. Standart bir
anket ile ates ve / veya 6ksiiruk, balgam ve nefes darligi gibi
solunum semptomlari basta olmak lizere yorgunluk, bogaz
agnisi, miyalji (kas agrisi) ve ishal gibi COVID-19 semptomlari
acisindan sorgulama yapilmalidir*>. COVID 19 semptomu
olmayan kisilerin polikliniklerde muayene randevulari igin
hastaneye girmelerine izin verilmelidir®1. Semptomlari olan
hastalara cerrahi maske verilmeli ve genel durumu iyi olanlar
COVID 19 olgularinin ayaktan hasta tedavi/bakimi icin
ayrilmis alana yonlendirilmelidir. Genel durumu iyi olmayan
hastalar acil serviste ayri bir alana alinmalidir. Ziyaretgi ve
hasta yakini girisine izin verilmemelidir®°.

Triyaj alani giinde en az 2 kez %0,1’lik sodyum hipoklorit
(camasir suyu) ¢ozeltisi ile dezenfekte edilmelidir. Camasir
suyunun zarar verecegi alanlar %70’lik etil alkolle dezenfekte
edilebilir. Vicut sivilari veya kan dokilmisse %0,5lik
sodyum hipoklorit ¢6zeltisi kullaniimahdir?2,

Bekleme salonunda kisiler arasi mesafe en az 1 m
olmalidir. COVID 19 siuphesi olan kisilerle diger hastalarin
bekleme alani arasinda en az 2 metre mesafe bulunmalidir®.

Ayrica hastane icinde her poliklinigin girisinde COVID 19
on triyaji icin bir kontrol alani olmalidir>.

COVID 19 Triyaji - Kisisel Korunma Ekipmani Kullanimi
Tum basvuranlarin enfekte ya da tasiyici olabilecegi
duslintlerek standart korunma oOnlemleri mutlaka
alinmalidir>1314, COVID 19 pozitif veya supheli hasta ile
medikal temasta mutlaka kisisel korunma ekipmani
kullanilmalidir. Bu kisisel korunma ekipmani N95 ve (zeri
standartta maske, 6nlik, eldivenler ve koruyucu gozlikten
olusmalidir. On triyaj yapanlar hastaya dokunmadiklari ve 2
metreden daha yakin olmadiklari durumda da uygun kisisel
korunma ekipmanlarina sahip olmahdirlar. Araya fiziksel
bariyerler (seffaf plastik ortii, cam vb.) konulmasi, kizilotesi
termometre kullanimi ve maske dagitimi da yeterli mesafe
ve glvenligi saglayacaktir. Saghk calisanlarina hijyen ve
kisisel korunma ekipmani kullanimi konusunda egitim
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verilmelidir3. Ylz ylize triyaj veya hasta muayenesi yerine
varsa teletip gibi alternatifler kullaniimali ve tercih edilmesi
saglanmalidir®.

COVID 19 Triyaji ve Etik

Pandemiile beraber sinirli olan kaynaklarin insanlara adil
dagitimi konusu tekrar gindeme gelmistir. Pandemi
sirasinda saglk hizmetlerinden yararlanmada sosyal,
ekonomik ve g¢evresel faktorlerin esitsizlik olusturmasi
engellenmelidir. Sinirli  kaynaklarin dagitiminda faydaci
kararlar alinmak zorunda kalinmasi kaginilmazdir. Ancak
kaynak dagitimi icin dnceliklendirmede kurallar olusturmali
ve yonerge ile uygulayicilarin en uygun karari almasi
kolaylastirilmalidir®>.Bir hastanin ‘hizli bir sekilde tedaviden
yararlanma kapasitesi’ gozetilerek, tedavi icin uygunlugunun
degerlendirmesi gerekecektir. Avrupa’dan elde edilen
raporlarda 6lim olasiligi yiksek ya da uzun sireli yogun
bakim destegi gerektirecek esik seviyesini asan hastalarin
yogun bakim  tedavisi icin  dikkate alinamadigi
bildirilmektedir. Ayrica ingiliz Tip Birligi ve Amerikan Tip
Birligi'nin yayinladigi rehberlerde yogun bakima veya
ventilator destegine erisim konusunda hastalardan
bazilarinin  reddedilebilecegi, yash ve/veya kronik
hastaliklari olanlarin dolayl olarak ayrimciliga ugramalarinin
olasi oldugu belirtilmistirl®, Bu ve buna benzer sakincalari
onlemek igin COVID 19 ile enfekte olan veya olmayan
hastalarda tedavi kararlari, 6ncelikle kullanilabilir kaynaklar
dikkate alinmadan tibbi acidan degerlendiriimelidir.
Onceden belirlenmis bakim standartlarina uyularak, mevcut
kaynaklar korunmahdir. Sinirh olmayan kit kaynaklarin
kullanimina yoénelik bir protokol olusturulmahdir. Bu
protokol uygulanirken, sinirli kaynaklarin kullanilamamasina
bagl yasanan hasta kayiplarini azaltmak icin protokol tam bir
seffaflikla ve yaratici ¢abalarla sistematik olarak takip
edilmelidir. COVID-19 hakkindaki bilgilerin artmasina paralel
olarak gerekli degisikliklerin yapilmasi icin kaynak kullanim
protokolleri  diizenli olarak goézden gecirilmeli ve
gerektiginde diizenlenmelidirt’.

Sonug

COVID 19 pandemisi ile kisith kaynaklarin kullanimi
acisindan afet planlari, triyajin 6nemi ve afet triyaj
protokollerinin gelistirilmesi icin arastirmalarin artmasi
gerektigi bir kez daha anlasiimistir.

Cikar Catismasi: Yazarlar gikar ¢atismasi bildirmemistir.

Finansal Destek Beyani: Yazarlar finansal destek
bildirmemistir.
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Yazarlarin Katkisi: MMK; derlemenin planlanmasi ve
yaziminda gorev almistir. MAK; yazim dizeltmesi ve ceviri
kisminda gérev almistir.
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