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Tiirk Resiisitasyon Dergisi (TJR), Tiirk Restisitasyon Dernegi’nin
acik erisimli, yalnizca c¢evrimigi ve bilimsel yayin organidir.
Dergi, bagimsiz, tarafsiz ve ¢ift-kor hakemlik ilkelerine uygun
olarak yayimlanmaktadir.

Dergi Ocak, Mayis ve Eyliil aylarinda yayimlanir. Derginin dilleri
Latin harfleriyle Tiirkge ve Ingilizcedir. Yazim ve dil bilgisi hatalar1
icerikte herhangi bir degisiklik yapilmadan yayin kurulu tarafindan
diizeltilecektir. Yazarlar makalelerini hazirlarken bastan sona
Tiirkge/ Ingiliz yazim kurallarini kullanmalidir. Tiirk Resiisitasyon
Dergisi hem Tiirkge hem de Ingilizce yazilar1 degerlendirmeye
kabul etmektedir; ancak Tiirk¢e yazilan makalelerin yazarlarimin,
kabul edilen makalelerinin ingilizce versiyonunu yaymlanmadan
once dergiye vermeleri gerekmektedir.

Derginin amaci, resiisitasyon alanlarinda etik kurallara uygun
olarak hazirlanmis klinik ve deneysel arastirma makaleleri, olgu
sunumlari, editore mektuplar, ¢alisma protokolleri ve bilimsel
konferans bildirileri yaymlayarak literatiire ve resiisitasyon
alanina katkida bulunmaktir.

Yayinlanan makaleler, kardiyak arrestin etiyolojisi, patofizyolojisi
ve Onlenmesi, resiisitasyon egitimi, klinik resiisitasyon ve
deneysel resiisitasyon arastirmalart ile ilgilidir, ancak istisna
olarak, deneysel hayvan g¢alismalari ile ilgili makaleler yalnizca
ilgi gekiciyse ve dogrudan klinik kardiyopulmoner restisitasyonla
ilgiliyse yayinlanacaktir.

Dergi igerigi yogun bakim, acil tip, anestezi, kardiyoloji, pediatri
ve neonatoloji alanlarinda calisan saglik profesyonellerinin
ilgisini ¢ekecektir.
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Derginin editoryal ve yayin siirecleri, International Committee
of Medical Journal Editors (Uluslararast Tip Dergisi Editorleri
Komitesi) yonergelerine gore sekillendirilir. Dergi, Bilimsel
Yayincilikta Seffaflik ve Iyi Uygulama llkeleri ile uyumludur.

Dergi de yazi siiregleri ve yayimlama iicretsizdir.

Degerlendirme ve yayin siirecinin higbir asamasinda yazarlardan
ticret talep edilmez. Tiim yazilar, turkjresuscitation.org adresinde
bulunan g¢evrimici bagvuru sistemi araciligiyla gonderilmelidir.
Dergi yonergeleri, teknik bilgiler ve gerekli formlar derginin web
sayfasinda yer almaktadir.

Derginin tim masraflar1 Resiisitasyon Dernegi tarafindan
karsilanmaktadir. Potansiyel reklam verenler, Yazi Isleri
Midirligi ile iletisime gegmelidir. Reklam gorselleri sadece
Genel Yayin Yonetmeninin onayi ile yayinlanir.

Dergide yayinlanan yazilarda ifade edilen ifadeler veya goriisler,
Resiisitasyon Dernegi, editorler, yayin kurulu ve/veya yaymeinin
goriislerini degil, yazar(lar)in goriislerini yansitir; editorler, yayin
kurulu ve yayinci bu tiir materyaller i¢in herhangi bir sorumluluk
veya yukiimliiliik kabul etmemektedir.

Yaymlanan tiim igerige ¢evrimici olarak {cretsiz olarak
turkjresuscitation.org adresinden ulasilabilir.

Dergide yaymlanan tiim igerigin uluslararasi telif haklar
Resiisitasyon Dernegi’ne aittir.
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Tiirk Restisitasyon Dergisi, disiplinler arasi bir tip dergisidir ve
Resiisitasyon Dernegi’nin resmi dergisidir. Ozgiinliik, yiiksek
bilimsel kalite ve atif potansiyeli makalenin yayinlanmasi igin
en onemli kriterlerdir. Degerlendirme igin gonderilen yazilarin
daha once sunulmamis veya elektronik veya basili bir ortamda
yaymlanmamis olmasi gerekir. Tiim makaleler yalnizca gevrimigi
olarak yaymlanir ve kardiyak arrestin etiyolojisi, patofizyolojisi
ve Onlenmesi, resiisitasyon egitimi, klinik resiisitasyon ve hizli
yanit sistemleri ile ilgilidirler.

Deneysel resiisitasyon aragtirma makaleleri (hayvan ¢aligsmalari
dahil) daha az yayinlanmakta olup ancak bunlar yalnizca ilgi
¢ekiciyse ve dogrudan kardiyopulmoner resiisitasyonla ilgiliyse
yaymlanirlar. Resiisitasyonla ilgili olgu sunumlart kabul
edilmektedir. Travmayla ilgili makaleler ara sira yayinlanmaktadir,
ancak bunlarin ¢ogu travmatik kardiyak arrest ile ilgili olmalidir.
Deneysel, klinik ve ilag ¢aligmalar1 ve bazi vaka raporlari igin
aragtirma protokollerinin uluslar uluslararasi anlagmalara (World
Medical Association Association of Helsinki “Ethical Principles
for Medical Research Involving Human Subjects,” Ekim 2013,
www.wma.net) uygun olarak Etik Kurul tarafindan onaylanmasi
gerekmektedir. Yazarlardan etik kurul resmi belgeleri istenecektir.

Tiim makaleler intihal yazilimi ile kontrol edilir.

Dergi kapsamina girmeyen veya Tiirk Resiisitasyon Dergisi
yaymlanma standardinin ¢ok altinda olan makaleler, hakem
degerlendirmesi yapilmadan editorler tarafindan reddedilecektir.

Kapsam dahilinde ve yeterli standartta bulunan yazilar bir editére
atanir ve hakem degerlendirmesine gonderilir; makaleler daha
sonra, kabul edilir, revizyondan sonra tekrar degerlendirilerek
veya red olarak yazarlara geri gonderilir. Yazar olarak listelenen
herkes, International Committee of Medical Journal Editors
(ICMIE - www.icmje.org) tarafindan 6nerilen yazarlik kriterlerini
karsilamalidir.

Tiirk Resiisitasyon Dergisi, yazarlik haklarma uygun hareket
etmek ve hayalet ya da onurlandirilmis yazarligi 6nlemek i¢in
sorumlu yazarlarin ilk gonderim siirecinde yazarlik katki formunun
(www.turkjresuscitation.org adresinden indirilebilir) imzali ve
taranmig bir versiyonunu gondermeleri istemektedir.

Derginin Yayin Kurulu, tiim itiraz ve sikayet davalarini COPE
ilkeleri kapsaminda ele alir. Bu gibi durumlarda yazarlar, itirazlar
ve sikayetleri ile ilgili olarak yaym ofisi ile dogrudan iletisime
geemelidir. Gerektiginde, dahili olarak ¢o6ziilemeyen davalari
¢6zmek i¢in bir arabulucu gorevlendirilebilir.

Bas Editor, tiim itiraz ve sikayetler ig¢in karar verme siirecinde
nihai yetkilidir.

Tiirk Resiisitasyon Dergisi’'ne makale gonderirken yazarlar,
makalelerinin telif hakkini Tirk Resiisitasyon Dernegi’ne
devretmeyi kabul ederler. Eger reddedilirse, makalenin telif
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hakki yazarlarma geri verilir. Tirk Resiisitasyon Dergisi, her
bagvurunun bir Telif Hakki Devir ve Yazarlik Tesekkiir Formu
ile birlikte gonderilmesini sart kosar. (www.turkjresuscitation.org
adresinden indirilebilir).

Daha 6nce yaymlanmis igerigi kullanirken sekiller, tablolar veya
hem basili hem de elektronik formattaki diger materyaller dahil
olmak iizere, yazarlar telif hakki i¢in sahibinden izin almalidir. Bu
konudaki hukuki, mali ve cezai sorumluluk yazara aittir.

Tiirk Resiisitasyon Dergisi’nde yayinlanan yazilardaki ifadeler
veya gorisler, editorlerin, yaym kurulunun veya yayincinin
gorislerini degil, yazarin goriislerini yansitmaktadir; editorler,
yaym kurulu ve yaymei bu tiir materyaller i¢in herhangi bir
sorumluluk veya yiikiimliilik kabul etmemektedir. Yayinlanan
igerikle ilgili nihai sorumluluk yazarlara aittir.

MAKALE HAZIRLIGI

Makaleler, ICMJE’ye(Tip Dergilerinde Bilimsel Calismalarin
Yiriitiilmesi, Raporlanmasi, Diizenlenmesi ve Yayinlanmasi i¢in
Oneriler) uygun olarak hazirlanmalidir.

Yazarlarin, randomize arastirma calismalar1 i¢cin CONSORT
kilavuzlarina, gozlemsel orijinal arastirma ¢alismalart igin
STROBE kilavuzlarina, tanisal dogrulukla ilgili ¢aligmalar i¢in
STARD kilavuzlarina, sistematik derlemeler ve meta-analiz i¢in
PRISMA kilavuzlarina, deneysel hayvan ¢alismalari icin ARRIVE
kilavuzlarina ve randomize olmayan genel davranis icin TREND
kilavuzlaria uygun makaleler hazirlamalar1 gerekmektedir.

Makaleler yalnizca derginin www.turkjresucitation.org adresinde
bulunan g¢evrimi¢i makale géonderme ve degerlendirme sistemi
tizerinden gonderilebilir. Bagka bir ortamdan gonderilen yazilar
degerlendirmeye alinmayacaktir.

Dergiye gonderilen yazilar, once editdr ofis personelinin
makalenin derginin yonergelerine uygun olarak hazirlanip teslim
edildiginden emin olacagi bir teknik degerlendirme siirecinden
gececektir. Dergi yonergelerine uygun olmayan gonderiler, teknik
diizeltme talepleri ile birlikte, gonderen yazara geri gonderilecektir.
Yazarlarin asagidakileri gondermeleri gerekmektedir:

Ilk gonderim sirasinda Telif Hakki Devri ve Yazarlik Bildirimi
Formu ve ICMIJE Potansiyel Cikar Catigsmast Bildirim Formu
(katkida bulunan tim yazarlar tarafindan doldurulmalidir). Bu
formlar www.turkjresucitation.org adresinden indirilebilir.
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Makalenin Hazirlanmasi

Bashk sayfasi: Tiim bagvurularla birlikte ayri bir baslik sayfasi
sunulmali ve bu sayfa sunlari igermelidir:

*  Makalenin tam baslig1 ve 50 karakterden fazla olmayan kisa
bir baslik (baslik),

*  Yazar(lar)in ad(lar)i, kurumlart ve en yiiksek akademik
derece(ler)i,

*  Hibe bilgisi ve diger destek kaynaklar1 hakkinda detayli bilgi,

e Sorumlu yazarin adi, adresi, telefonu (cep telefonu numarasi
dahil), e-posta adresi ve faks numaralari,

e Makalenin hazirlanmasina katkida bulunan ancak yazarlik
kriterlerini kargilamayan kisilere tesekkiir boliimii.

Ozet: Editore Mektuplar disindaki tiim gonderilerle birlikte bir
ozet gonderilmelidir. Orijinal Makalelerin 6zeti alt basliklar
(Amag, Yontemler, Sonuglar ve Sonug) ile yapilandiriimalidir.

Anahtar Sézciikler: Ozetin sonunda konu indekslemesi igin her
gonderiye en az ¢ ila en fazla alti anahtar kelime eslik etmelidir.
Anabhtar kelimeler kisaltmalar olmadan tam olarak listelenmelidir.
Anabhtar kelimeler National Library of Medicine, Medical Subject
Headings veritabanindan  (https://meshb.nlm.nih.gov/search)
sec¢ilmelidir.

MAKALE TURLERI
Orijinal Makaleler: Orijinal makalelerin ana metni; Giris,
Yontemler, Sonuglar, Tartisma ve Sonug¢ alt basliklart ile
yapilandirilmalidir. Orijinal Makaleler siirlamalart igin liitfen
Tablo 1’1 kontrol ediniz.

Sonuglari desteklemek i¢in istatistiksel analiz genellikle gereklidir.
[statistiksel ~ analizler, uluslararasi istatistiksel raporlama
standartlarina gore yapilmalidir (Altman DG, Gore SM, Gardner
MJ, Pocock SJ. Tip dergilerine katkida bulunanlar i¢in istatistiksel
kilavuzlar. Br Med J 1983: 7; 1489-93). Istatistiksel analizlere

Tablo 1: Makale tiirleri igin kisaltmalar

YAZARLAR iCiN TALIMATLAR

iligkin bilgiler Gere¢ ve Yontemler bolimiinde ayri bir alt
baslikla verilmeli ve islem sirasinda kullanilan istatistik yazilim
programlari belirtilmelidir.

Birimler, uluslararast birim sistemi olan International System of
Units (SI)’a uygun olarak hazirlanmalidir. Birimleri yazarken (.),
(/), veya () yazimindan kagmilmalidir (6rn. mg kg-1, ug kg-1,
mL, mL kg-1, mL kg-1 sa-1 , mL kg-1 dk-1, L dk-1 m-2, mmHg
vb.yaziniz).

Editéryal Yorumlar: Editoryal yorumlar, dergide yayinlanan
aragtirma makalesi konusunda uzmanligi veya bu konuda
bilimsel gegmisi olan hakemler tarafindan kisa bir elestirel yorum
saglamay1 amaglar. Yazarlar, bu tiir yorumlar1 saglamak tizere
dergi tarafindan segilir ve davet edilir. Ozet, anahtar kelimeler ve
tablolar, sekiller, goriintiiler ve diger medya araglari dahil degildir.

Derleme: Belirli bir alanda genis bilgi birikimine sahip, bilimsel
geemisi olan ve yiiksek sayida atif potansiyeli olan yazarlar
tarafindan hazirlanan derlemeler kabul edilir. Hatta bu yazarlar
dergi tarafindan davet edilebilir. Derlemeler, klinik uygulamada
bir konuyla ilgili mevcut bilgi diizeyini tanimlamali, tartismali ve
degerlendirmeli ve gelecekteki ¢alismalara rehberlik etmelidir.
Ana metin girig, klinik ve arastirma sonuglart ve sonug boliimlerini
igermelidir.

Olgu Sunumu: Derginin olgu sunumlari kabulii sinirlidir ve tani
ve tedavide zorluk olusturan, yeni tedaviler sunan veya literatiirde
yer almayan bilgileri agiga ¢ikaran nadir vaka veya durumlara
iliskin raporlar, ilging ve egitici vaka raporlari i¢in kabul edilir.
Olgu sunumu, Metin Giris, Olgu Sunumu, Tartisma ve Sonug alt
basliklarini igermelidir.

Editore Mektup: Bu tiir makaleler, daha 6nce yayinlanmis bir
makalenin dnemli kisimlarini, gézden kagan yonlerini veya eksik
kisimlarini tartigir. Dergi kapsamindaki konularda 6zellikle egitici
vakalar olmak iizere okuyucularin ilgisini ¢ekebilecek makaleler

Makale tiirii Kelime Sinir1 (6zet ve ref. haric) Tablo / Resim Sayisi Referans Sayisi
Orjinal yayin 3000 6 80
Kisa yayin 1500 4 40
Derleme 4000 10 100
Aciklama ve Kavramlar 2000 4 40
Editéryal 1200 1 30
Editére Mektup 500 1 10

Tiirk RESUSITASYON Dergisi
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“Editére Mektup” seklinde de gonderilebilir. Okuyucular,
yayinlanan yazilar hakkindaki yorumlarini “Editére Mektup”
seklinde de sunabilirler. Ozet, anahtar sozciikler ve tablolar,
sekiller, gorseller ve diger medya araglar1 dahil edilmemelidir.
Metin yapilandirilmamis olmalidir. Uzerinde yorum yapilan
yaziya bu yazi i¢inde uygun sekilde atifta bulunulmalidir.

TABLOLAR

Tablolar, kaynak listesinden sonra sunulan ana metinde yer almali
ve ana metin i¢inde atifta bulunuldugu siraya gore ardisik olarak
numaralandirilmalidir. Tablolarin iizerine agiklayict bir baglik
yerlestirilmelidir. Tablolarda kullanilan kisaltmalar, tablolarin
altinda (ana metin iginde tanimlanmis olsalar dahi) dipnotlarla
tanimlanmalidir. Tablolar program yazilimimin “insert table/tablo
ekle” komutu kullanilarak olusturulmali ve kolay okunabilmesi
icin anlasilir bir sekilde diizenlenmelidir. Tablolarda sunulan
veriler, ana metinde sunulan verilerin tekrari olmamali, ana metni
destekleyici nitelikte olmalidir.

SEKILLER VE SEKIL ACIKLAMALARI

Sekil, grafik ve fotograflar ayr1 dosyalar olarak (TIFF veya
JPEG formatinda) gonderim sistemi lizerinden goénderilmelidir.
Dosyalar bir Word belgesine veya ana metin igerisine
yerlestirilmemelidir. Sekil alt birimleri oldugunda, alt birimler tek
bir goriintii olusturacak sekilde birlestirilmemelidir. Her alt birim,
bagvuru sistemi araciligiyla ayri ayri sunulmalidir. Resimler,
sekil alt birimlerini belirtmek i¢in etiketlenmemelidir (a, b, c,
vb.). Sekillerde altyazilar1 desteklemek i¢in kalin ve ince oklar,
ok baglari, yildizlar, asteriksler ve benzer isaretler kullanilabilir.
Gorsellerin minimum ¢6ziintrligii 300 DPI (en az) olmalidir.
Degerlendirme siirecindeki aksakliklari 6nlemek i¢in gonderilen
biitiin gorsellerin ¢oziinlirligii net ve boyutu biiyiik (minimum
boyutlar 100x100 mm) olmalidir. Sekil/Resim altyazilari ana
metnin sonunda yer almalidir.

Makalede kullanilan tiim kisaltmalar, hem Ozette hem de ana
metinde ilk kullanimda tanimlanmalidir. Kisaltma, tanimdan
sonra parantez i¢inde verilmelidir.

Ana metinde bir ilag, tiriin, donanim veya yazilim programindan
bahsedildiginde, iriniin ad1, {irliniin tireticisi ve sirketin bulundugu
sehir ve iilke (ABD’de ise eyalet dahil) dahil olmak iizere iiriin
bilgileri, parantez iginde su bigimde saglanmalidir: “Discovery St
PET/CT tarayici (General Electric, Milwaukee, WI, ABD)”.

Tim kaynaklara, tablolara ve sekillere ana metin iginde atifta
bulunulmali ve ana metin i¢inde atif yapilan siraya gore ardisik
olarak numaralandirilmalidir.

Orijinal makalelerin sinirlamalari, sakincalart ve eksiklikleri,
sonug paragrafindan 6nce Tartisma bolimiinde belirtilmelidir.

Tiirk RESUSITASYON Dergisi
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KAYNAKLAR

Hem metin i¢i alintilar hem de referanslar AMA Manual of Style
11th Edition’a gore hazirlanmalidir. Yayinlara atif yapilirken
en son, en gilincel yaymlar tercih edilmelidir. Kaynaklarin
dogrulugundan yazarlar sorumludur. Baski 6ncesi bir yayina atifta
bulunuluyorsa, DOI numarasi verilmelidir.

Dergi adlar1 Index Medicus/MEDLINE/PubMed’deki dergi
kisaltmalarina uygun olarak kisaltilmalidir. Alti veya daha az yazar
oldugunda, tiim yazarlar listelenmelidir. Yedi veya daha fazla
yazar varsa, ilk i¢ yazardan sonra “et al” yazilmalidir. Makalenin
ana metninde, kaynaklar noktalama isaretlerinden sonra {ist simge
olarak gosterilmelidir. Farkli yayin tiirleri i¢in referans stilleri
asagidaki orneklerde sunulmaktadir.

Dergi Makalesi: Blasco V, Colavolpe JC, Antonini F, Zieleskiewicz
L, Nafati C, Albanése J, et al. Hidroksietil nisasta 130/0.4 ve
hidroksietil nisasta 200/0.6 ile tedavi edilen donérlerden bobrek
alicilarinda uzun vadeli sonug. Br J Anaesth. 2015;115(5):797-8.

Kitap Boliimii: Fikremariam D, Serafini M. Agr1 yonetimine
multidisipliner yaklasim. I¢inde: Vadivelu N, Urman RD, Hines
RL, ed. Agr1 Yonetiminin Esaslart. New York, NY: Springer New
York; 2011:17-28.

Tek Yazarh Kitaplar: Patterson JW. Weedon’un Cilt Patolojisi.
4. baski. Churchill Livingstone; 2016.

Editor(ler) Yazar olarak: Etzel RA, Balk SJ, ed. Pediatrik Cevre
Sagligi. Amerikan Pediatri Akademisi; 2011.

Konferans Bildirileri: Morales M, Zhou X. Gé¢men kadinlarin
saglik uygulamalari: kentsel bir ortamda yerli bilgi. Sunulan
bildiri: 78th Association for Information Science and Technology
Yillik Toplantisi;

6-10 Kasim; 2015; Louis, MO. Erisim tarihi: 15 Mart 2016

https://www.asist.org/files/meetings/am15/proceedings/
openpagel5.html

Tez: Maiti N. Amerika Birlesik Devletleri’ndeki Ergenlerde
Davranislar, Saglhk Ozellikleri ve Yaralanmalar Arasindaki Iliski.
Tez. Palo Alto Universitesi; 2010.

Cevrimici Dergi Makaleleri: Tamburini S, Shen N, Chih Wu H,
Clemente KC. Erken yasamda mikrobiyom: saglik sonuglari i¢in
¢ikarimlar. Nat Med. 7 Temmuz 2016’da ¢evrimigi yayinlandi.
doi:10.1038/nm4142

Web Siteleri: Uluslararasi1 Bulasic1 Hastaliklar Dernegi. ProMed-
posta. Erisim tarihi: 10 Subat 2016
https://www.promedmail.org

Epub Baski Oncesi Makaleler: Cai L, Yeh BM, Westphalen AC,
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Roberts JP, Wang ZJ. Yetiskin canli donor karaciger goriintilleme.
Diag Interv Radiol. 2016 Subat 24. doi: 10.5152/dir.2016.15323.
[Bask1 dncesinde Epub].

GENEL KONULAR

e Orijinal resminizin tek tip yazi ve boyutlarini kullandiginizdan
emin olunuz.

e Uygulama bu segenegi sagliyorsa, kullanilan yazi tiplerini
saklaymiz.

e Cizimlerinizde su yazi tiplerini kullanmay: hedefleyiniz:
Arial, Courier, Times New Roman, Symbol veya benzer yazi
tiplerini kullaniniz.

e Cizimleri metindeki siralarina gére numaralandiriniz.

e Resim dosyalarmiz i¢in adlandirma yapiniz.

*  Resimlere ayr1 ayri altyazi saglayiniz.

e Cizimleri, yayinlanan versiyonun istenen boyutlarma yakin
boyutlandiriniz.

e Her bir ¢izimi ayr1 bir dosya olarak génderiniz.

Yapilmamasi ve Dikkat Edilmesi Gerekenler:

e Ekran kullanimi i¢in optimize edilmis dosyalar1 (6rnegin,
GIF, BMP, PICT, WPG) kullanmayniz; bunlar tipik olarak
diistik sayida piksele ve sinirli renk grubuna sahiptir;

e Coziinlrligi ¢ok diisiik olan dosyalari kullanmayniz

+  lgerige gore orantisiz biiyiikliikte grafikler géndermeyiniz

Online yayimlanan tiim makaleler, herkesin okumasi ve indirmesi
igin {icretsiz olacaktir. izin verilen yeniden kullamim, asagidaki
“Creative Commons” kullanici lisanslarindan birini segtiginize
gore tanimlanir.

Creative Commons Attribution-NonCommercial-NoDerivs
(CC-BY-NC-ND): ticari olmayan amaglar icin, baskalarinin
makaleyi dagitmasina ve kopyalamasina ve kaynak gosterdikleri
stirece ortak bir ¢aligsmaya (bir antoloji gibi) dahil etmesine izin
verir. Yazar(lar) ve makaleyi degistirmemeleri sartiyla.
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YAZARLAR iCiN TALIMATLAR

Revizyonlar:

Yazarlar makalelerinin revizyon dosyalarini gonderirken, hakemler
tarafindan giindeme getirilen her konunun nasil ele alindigin
ve nerede bulunabilecegini (her bir hakemin yorumu, ardindan
yazarin cevabi ve degisikliklerin yapildig1 satir numaralari) ve
ayrica ana belgenin agiklamali bir kopyasini gdndermelidirler.
Revize edilmis yazilar, karar mektubu tarihinden itibaren 30 giin
icinde gonderilmelidir. Yazinin revize edilmis halinin belirtilen
stire i¢inde gonderilmemesi durumunda revizyon secenegi iptal
edilebilir.

Kabul edilen yazilar, profesyonel dil editorleri tarafindan dilbilgisi,
noktalama isaretleri ve bi¢im olarak diizenlenir. Kabul edilen
makalenin PDF hali sorumlu yazara gonderilir ve kendilerine
ulasmasindan itibaren 2 giin i¢inde yayin onay1 istenir.

izinler ve Yeniden Baskilar:

flgili yazara iicretsiz olarak makalenin bir PDF dosyasi e-posta
yoluyla gonderilecektir Yayinlanan igerigin  ¢ogaltilmasi
ve yeniden basim siparigleri igin izin talepleri Yazi Isleri
Miidiirliigii’ne yonlendirilmelidir
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The Turkish Journal of Resuscitation (TJR) is the open
access, online-only scientific publication organ of the Turkish
Resuscitation Council. The journal is published in accordance with
independent, unbiased, and double-blinde peer review principles.

The journal is published in January, May and September. The
languages of the journal are Turkish and English with Latin
letters. Spelling mistakes and grammar errors would be corrected
by the editorial board without making any change in content.
When preparing their manuscript, authors should use Turkish/
British spellings throughout. The journal welcomes manuscripts
both in Turkish and English for evaluation; however, authors of
articles written in Turkish are required to provide the journal with
the English version of their accepted article prior to publication.

The aim of the journal is to contribute to the literature and field
of resuscitation by publishing clinical and experimental research
articles, case reports, letters to the editor, study protocols, and
scientific conference proceedings that are prepared in accordance
with the ethical guidelines in the fields of resuscitation.

The papers published deal with the aetiology, pathophysiology
and prevention of cardiac arrest, resuscitation training, clinical
resuscitation, and experimental resuscitation research, although
papers relating to animal studies will be published only if
they are of exceptional interest and related directly to clinical
cardiopulmonary resuscitation.

The journal content will be of interest to healthcare professionals
working in critical care, emergency medicine, anaesthesia,
cardiology, paediatrics, and neonatology.
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AIMS AND SCOPE

The editorial and publication processes of the journal are shaped
in accordance with the guidelines of the International Committee
of Medical Journal Editors. The journal is in conformity with
the Principles of Transparency and Best Practice in Scholarly
Publishing.

Processing and publication are free of charge with the journal.
No fees are requested from the authors at any point throughout
the evaluation and publication process. All manuscripts must be
submitted via the online submission system, which is available
at www.turkjresuscitation.org The journal guidelines, technical
information, and the required forms are available on the journal’s
web page.

Allexpenses of the journal are covered by the Turkish Resuscitation
Council. Potential advertisers should contact the Editorial Office.
Advertisement images are published only upon the Editor-in-
Chief’s approval.

Statements or opinions expressed in the manuscripts published in
the journal reflect the views of the author(s) and not the opinions of
the Turkish Society of Resuscitation, editors, editorial board, and/
or publisher; the editors, editorial board, and publisher disclaim
any responsibility or liability for such materials.

All published content is available online, free of charge at
www.turkjresuscitation.org

The Turkish Resuscitation Council holds the international

copyright of all the content published in the journal.
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Turkish Journal of Resuscitation is an interdisciplinary medical
journal and is the official journal of the Turkish Resuscitation
Council. Originality, high scientific quality, and citation potential
are the most important criteria for a manuscript to be accepted for
publication. Manuscripts submitted for evaluation should not have
been previously presented or already published in an electronic or
printed medium.

All papers are published online-only and deal with the aetiology,
pathophysiology and prevention of cardiac arrest, resuscitation
training, clinical resuscitation, and rapid response systems.
Experimental resuscitation research papers (including animal
studies) are published occasionally, but only if they are of
exceptional interest and related directly to cardiopulmonary
resuscitation. Case reports on resuscitation are accepted for
publication. Papers relating to trauma are published occasionally
but the majority of these concern traumatic cardiac arrest.

An approval of research protocols by the Ethics Committee
in accordance with international agreements (World Medical
Association Declaration of Helsinki “Ethical Principles for
Medical Research Involving Human Subjects,” amended in
October 2013, www.wma.net) is required for experimental,
clinical, and drug studies and for some case reports. If required,
ethics committee reports or an equivalent official document will
be requested from the authors.

All papers are checked with plagiarism software.

Papers that are not within the scope of the journal or are far below
the standard for publication in the Turkish Journal of Resuscitation
will be rejected by the Editors without obtaining peer review.

Papers deemed to be within scope and of a sufficient standard are
assigned to an editor and sent for peer review; papers may then be
returned to authors as accepted, for reconsideration after revision,
or rejection.

Each individual listed as an author should fulfill the authorship
criteria recommended by the International Committee of Medical
Journal Editors (ICMJE - www.icmje.org).

The Turkish Journal of Resuscitation requires corresponding
authors to submit a signed and scanned version of the
authorship contribution form (available for download through
www.turkjresuscitation.org) during the initial submission process
in order to act appropriately on authorship rights and to prevent
ghost or honorary authorship.

The Editorial Board of the journal handles all appeal and complaint
cases within the scope of COPE guidelines. In such cases, authors
should get in direct contact with the editorial office regarding their
appeals and complaints. When needed, an ombudsperson may
be assigned to resolve cases that cannot be resolved internally.
The Editor in Chief is the final authority in the decision-making

Tiirk RESUSITASYON Dergisi
Turkish Journal of RESUSCITATION

INSTRUCTIONS TO AUTHORS

process for all appeals and complaints.

When submitting a manuscript to the Turkish Journal of
Resuscitation authors accept to assign the copyright of their
manuscript to the Turkish Society of Resuscitation. If rejected
for publication, the copyright of the manuscript will be assigned
back to the authors. The Turkish Journal of Resuscitation requires
each submission to be accompanied by a Copyright Transfer and
Acknowledgement of Authorship Form (available for download
at www.turkjresuscitation.org). When using previously published
content, including figures, tables, or any other material in both
print and electronic formats, authors must obtain permission from
the copyright holder. Legal, financial and criminal liabilities in
this regard belong to the author.

Statements or opinions expressed in the manuscripts published
in the Turkish Journal of Resuscitation reflect the views of the
author(s) and not the opinions of the editors, the editorial board,
or the publisher; the editors, the editorial board, and the publisher
disclaim any responsibility or liability for such materials. The
final responsibility in regard to the published content rests with
the authors

MANUSCRIPT PREPARATION

The manuscripts should be prepared in accordance with ICMJE-
Recommendations for the Conduct, Reporting, Editing, and
Publication of Scholarly Work in Medical Journals.

Authors are required to prepare manuscripts in accordance with the
CONSORT guidelines for randomized research studies, STROBE
guidelines for observational original research studies, STARD
guidelines for studies on diagnostic accuracy, PRISMA guidelines
for systematic reviews and meta-analysis, ARRIVE guidelines
for experimental animal studies, and TREND guidelines for non-
randomized public behavior.

Manuscripts can only be submitted through the journal’s online
manuscript submission and evaluation system, available at
www.turkjresucitation.org. Manuscripts submitted via any other
medium will not be evaluated.

Manuscripts submitted to the journal will first go through a
technical evaluation process where the editorial office staff will
ensure that the manuscript has been prepared and submitted in
accordance with the journal’s guidelines. Submissions that do
not conform to the journal’s guidelines will be returned to the
submitting author with technical correction requests.

Authors are required to submit the following:

Copyright Transfer and Acknowledgement of Authorship Form
and ICMIJE Potential Conflict of Interest Disclosure Form
(should be filled in by all contributing authors) during the
initial submission. These forms are available for download at
www.turkjresucitation.org.
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Preparation of the Manuscript

Title page: A separate title page should be submitted with all
submissions and this page should include:

e The full title of the manuscript as well as a short title (running
head) of no more than 50 characters,

e Name(s), affiliations, and highest academic degree(s) of the
author(s),

e Grant information and detailed information on the other
sources of support,

e Name, address, telephone (including the mobile phone
number) and fax numbers, and email address of the
corresponding author,

e Acknowledgment of the individuals who contributed to
the preparation of the manuscript but who do not fulfill the
authorship criteria.

Abstract: An abstract should be submitted with all submissions
except for Letters to the Editor. The abstract of Original Articles
should be structured with subheadings (Objective, Methods,
Results, and Conclusion).

Keywords: Each submission must be accompanied by a minimum
of three to a maximum of six keywords for subject indexing at the
end of the abstract. The keywords should be listed in full without
abbreviations. The keywords should be selected from the National
Library of Medicine, Medical Subject Headings database (https://
meshb.nlm.nih.gov/search).

Manuscript Types

Original Articles: The main text of original articles should be
structured with Introduction, Methods, Results, Discussion, and
Conclusion subheadings. Please check Table 1 for the limitations
for Original Articles.

Table 1: Limitations for each manuscript type

INSTRUCTIONS TO AUTHORS

Statistical analysis to support conclusions is usually necessary.
Statistical analyses must be conducted in accordance with
international statistical reporting standards (Altman DG, Gore
SM, Gardner MJ, Pocock SJ. Statistical guidelines for contributors
to medical journals. Br Med J 1983: 7; 1489-93). Information on
statistical analyses should be provided with a separate subheading
under the Materials and Methods section and the statistical
software that was used during the process must be specified.

Units should be prepared in accordance with the International
System of Units (SI); also, (.), (/), or (+) should be avoided when
writing out units (e.g., write mg kg-1, ug kg-1, mL, mL kg-1, mL
kg-1 sa-1, mL kg-1 dk-1, L dk-1 m-2, mmHg, etc.)

Editorial Comments: Editorial comments aim to provide a brief
critical commentary by reviewers with expertise or with high
reputation in the topic of the research article published in the
journal. Authors are selected and invited by the journal to provide
such comments. Abstract, Keywords, and Tables, Figures, Images,
and other media are not included.

Review Articles: Reviews prepared by authors who have
extensive knowledge on a particular field and whose scientific
background has been translated into a high volume of publications
with a high citation potential are welcomed. These authors may
even be invited by the journal. Reviews should describe, discuss,
and evaluate the current level of knowledge of a topic in clinical
practice and should guide future studies. The main text should
contain Introduction, Clinical and Research Consequences, and
Conclusion sections.

Case Reports: There is limited space for case reports in the journal
and reports on rare cases or conditions that constitute challenges
in diagnosis and treatment, those offering new therapies or
revealing knowledge not included in the literature, and interesting
and educative case reports are accepted for publication. The text

Type of manuscript Word Limit (excluding abstract Tables/Illustration Limit Reference Limit
and references)
Original Paper 3000 6 80
Short Paper 1500 4 40
Review 4000 10 100
Commentary and Concepts 2000 4 40
Editorial 1200 1 30
Letter to Editor 500 1 10
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should include Introduction, Case Presentation, Discussion, and
Conclusion subheadings.

Letters to the Editor: This type of manuscript discusses
important parts, overlooked aspects, or lacking parts of a
previously published article. Articles on subjects within the scope
of the journal that might attract the readers’ attention, particularly
educative cases, may also be submitted in the form of a “Letter
to the Editor.” Readers can also present their comments on the
published manuscripts in the form of a “Letter to the Editor.”
Abstract, Keywords, and Tables, Figures, Images, and other media
should not be included. The text should be unstructured. The
manuscript that is being commented on must be properly cited
within this manuscript.

TABLES

Tables should be included in the main document, presented after
the reference list, and they should be numbered consecutively in
the order they are referred to within the main text. A descriptive
title must be placed above the tables. Abbreviations used in the
tables should be defined below the tables by footnotes (even if
they are defined within the main text). Tables should be created
using the “insert table” command of the word processing software
and they should be arranged clearly to provide easy reading.
Data presented in the tables should not be a repetition of the data
presented within the main text but should be supporting the main
text.

FIGURES AND FIGURE LEGENDS

Figures, graphics, and photographs should be submitted as
separate files (in TIFF or JPEG format) through the submission
system. The files should not be embedded in a Word document or
the main document. When there are figure subunits, the subunits
should not be merged to form a single image. Each subunit should
be submitted separately through the submission system. Images
should not be labeled (a, b, ¢, etc.) to indicate figure subunits.
Thick and thin arrows, arrowheads, stars, asterisks, and similar
marks can be used on the images to support figure legends. Like
the rest of the submission, the figures too should be blind. Any
information within the images that may indicate an individual
or institution should be blinded. The minimum resolution of
each submitted figure should be 300 DPI. To prevent delays in
the evaluation process, all submitted figures should be clear in
resolution and large in size (minimum dimensions: 100 x 100 mm).
Figure legends should be listed at the end of the main document.

All acronyms and abbreviations used in the manuscript should
be defined at first use, both in the abstract and in the main text.
The abbreviation should be provided in parentheses following the
definition.

When a drug, product, hardware, or software program is
mentioned within the main text, product information, including
the name of the product, the producer of the product, and city and
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the country of the company (including the state if in USA), should
be provided in parentheses in the following format: “Discovery St
PET/CT scanner (General Electric, Milwaukee, WI, USA)”

All references, tables, and figures should be referred to within the
main text, and they should be numbered consecutively in the order
they are referred to within the main text. Limitations, drawbacks,
and the shortcomings of original articles should be mentioned in
the Discussion section before the conclusion paragraph.

REFERENCES

Both in-text citations and the references must be prepared
according to the AMA Manual of Style 11th Edition. While citing
publications, preference should be given to the latest, most up-
to-date publications. Authors are responsible for the accuracy
of references If an ahead-of-print publication is cited, the DOI
number should be provided. Journal titles should be abbreviated
in accordance with the journal abbreviations in Index Medicus/
MEDLINE/PubMed. When there are six or fewer authors, all
authors should be listed. If there are seven or more authors, the
first three authors should be listed followed by “et al.” In the main
text of the manuscript, references should be cited in superscript
after punctuation. The reference styles for different types of
publications are presented in the following examples.

Journal Article: Blasco V, Colavolpe JC, Antonini F, Zieleskiewicz
L, Nafati C, Albanése J, et al. Long-term outcome in kidney
recipients from donors treated with hydroxyethylstarch 130/0.4
and hydroxyethylstarch 200/0.6. Br J Anaesth. 2015;115(5):797-
8.

Book Section: Fikremariam D, Serafini M. Multidisciplinary
approach to pain management. In: Vadivelu N, Urman RD, Hines
RL, eds. Essentials of Pain Management. New York, NY: Springer
New York; 2011:17-28.

Books with a Single Author: Patterson JW. Weedon’s Skin
Pathology. 4th ed. Churchill Livingstone; 2016.

Editor(s) as Author: Etzel RA, Balk SJ, eds. Pediatric
Environmental Health. American Academy of Pediatrics; 2011.

Conference Proceedings: Morales M, Zhou X. Health practices
of immigrant women: indigenous knowledge in an urban
environment. Paper presented at: 78th Association for Information
Science and Technology Annual Meeting; November 6-10; 2015;
St Louis, MO. Accessed March 15, 2016.

https://www.asist.org/files/meetings/am15/proceedings/

openpagel5.html

Thesis: Maiti N. Association Between Behaviors, Health
Characteristics and Injuries Among Adolescents in the United
States. Dissertation. Palo Alto University; 2010.
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Online Journal Articles: Tamburini S, Shen N, Chih Wu H,
Clemente KC. The microbiome in early life: implications for
health outcompetes. Nat Med. Published online July 7, 2016.
doi:10.1038/nm4142

Websites: International Society for Infectious Diseases. ProMed-
mail. Accessed February 10, 2016.
http://www.promedmail.org

Epub Ahead of Print Articles: Cai L, Yeh BM, Westphalen AC,
Roberts JP, Wang ZJ. Adult living donor liver imaging. Diagn
Interv Radiol. 2016 Feb 24. doi: 10.5152/dir.2016.15323. [Epub
ahead of print].

General points

* Make sure you use uniform lettering and sizing of your
original artwork.

*  Embed the used fonts if the application provides that option.
Aim to use the following fonts in your illustrations: Arial,
Courier, Times New Roman, Symbol, or use fonts that look
similar.

e Number the illustrations according to their sequence in the
text.

*  Use a logical naming convention for your artwork files.

*  Provide captions to illustrations separately.

e Size the illustrations close to the desired dimensions of the
published version. Submit each illustration as a separate file.

Please do not:

*  Supply files that are optimized for screen use (e.g., GIF, BMP,
PICT, WPQ); these typically have a low number of pixels and
limited set of colours;

*  Supply files that are too low in resolution;

e Submit graphics that are disproportionately large for the
content.
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All articles published Open Access will be immediately and
permanently free for everyone to read and download. Permitted
reuse is defined by your choice of one of the following Creative
Commons user licenses:

Creative Commons Attribution-NonCommercial-NoDerivs
(CC-BY-NC-ND): for non-commercial purposes, lets others
distribute and copy the article, and to include in a collective work
(such as an anthology), as long as they credit the author(s) and
provided they do not alter or modify the article.

Revisions

When submitting a revised version of a paper, the author must
submit a detailed “Response to the reviewers” that states point
by point how each issue raised by the reviewers has been covered
and where it can be found (each reviewer’s comment, followed
by the author’s reply and line numbers where the changes have
been made) as well as an annotated copy of the main document.
Revised manuscripts must be submitted within 30 days from the
date of the decision letter. If the revised version of the manuscript
is not submitted within the allocated time, the revision option may
be canceled.

Accepted manuscripts are copy-edited for grammar, punctuation,
and format by professional language editors. A PDF proof of the
accepted manuscript is sent to the corresponding author and their
publication approval is requested within 2 days of their receipt of
the proof.

Permissions And Reprints

The corresponding author, at no cost, will be provided with
a PDF file of the article via email. Permission requests for the
reproduction of published content and reprint orders should be
directed to the Editorial Office.
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UCAKTA DOKTOR VAR MI?

Bahar KUVAKI

EDITORYAL
TJIR 2022;1(2):72-77

Dokuz Eyliil Universitesi Tip Fakiiltesi, Anesteziyoloji ve Reanimasyon, izmir, Tiirkiye

Yazarin ORCID Kimligi: B.K. 0000-0002-5160-0634

Tatile ya da baska bir yere giderken binlerce metre havada aniden
“ugakta doktor var m1?” anonsunu duymak, tiim doktorlar veya
saglik personeli igin endise verici olabilir. O sirada aklinizdan
gesitli distinceler gegebilir: Ne yapabilirim? Sorun ne olabilir?
Ugakta ne gibi bir ekipman var? Yardim etmek benim gorevim
mi? Yardim etmezsem ne olur? Hukuken korunuyor muyum? Ama
bu arada emniyet kemerinizi ¢6zmiis ¢oktan yardima ihtiyaci olan
yolcuya dogru yilirimektesinizdir, ¢linkli gogu doktor bir insan ve
bir doktor olarak sorumluluklarinin farkindadir.

Ugus sirasindaki acil tibbi durumlar ¢ok sik degildir ve tahminen
40 ila 604 ugusta bir gibi bir sikliktan s6z edilmektedir.’” Ancak
ucak ici acil durumun ne oldugu konusunda bir fikir birligi
olmamasi, zorunlu ve standart bir raporlama sistemi olmamasi
nedeniyle giivenilir bir veri tabant olugsmamistir ve gergek
insidansin belirlenmesi zordur. Bununla birlikte, ugak ile yolculuk
yapanlarin sayisinda artig, genel olarak yasli niifusun ¢ogalmasi ve
dolayisiyla artan sayida ileri yasli kisilerin ugakla seyahat etmesi,
akut ve/veya kronik hastaligi olanlarin seyahat etme olanaklarimin
kolaylagmasi, uzun mesafeli ucguslarin artmasi gibi nedenlerle
ucakta acil tibbi olaylarin artacagi dusiiniilmektedir.>?

Genelde ucaklarda gorevli kabin memurlart uygulamali Temel
Yasam Destegi (TYD) ve Otomatik Eksternal Defibrilator (OED)
kullanim1 dahil ilk yardim egitimi alirlar ve belli araliklarla bu
egitimleri tekrarlanir. Ugak icinde ilk yardim kapsamini asan bir
durum oldugunda doktor anonsu yapilmasi gerekip gerekmedigine
kokpitekibiilebirlikte karar vererek doktor ya da yoksa diger saglik
personellerinden yardim talep edebilmektedirler.® Ulkemizde de
bazi hava yolu sirketlerinin kabin ekibine Resiisitasyon Dernegi
egiticileri tarafindan European Resuscitation Council (ERC)
algoritmalarma uygun TYD-OED egitimi verilmis, iglerinden
ERC egiticilerinin yetismesine yol agilarak kendi egitimlerini
stirdiirme olanag1 saglanmistir. Kurs organizasyonlar1 ise halen
Resiisitasyon Dernegi tarafindan yiriitiilmektedir.

“Doktor var m1?” anonsu ile birlikte aklinizdan gecen sorulara
verilebilecek yanitlar asagidaki gibidir:

Ne yapabilirim? Sorun ne olabilir?
Ugakta geligen tibbi acil durumlarda yolcu olarak bulunan doktor
veya diger saglik personeli kabin ekibi ve ugak sirketinin anlagsmali
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oldugu yer gorevlisi doktordan olusan ekip ile is birligi yapabilir.
Kabin ekibi tibbi yardim istediginde yardimci olmaya goniilli
olan doktor veya saglik personeli mesleki kimligini gostererek
uzmanlik alani ve yardim istenen konu ile ilgili deneyimi
konusunda bilgi vermelidir.®)

Ugus sirasinda en sik gorilen ilk bes acil tibbi durum:
senkop/fenalagma, solunum sistemi ile ilgili sorunlar,
bulanti-kusma, kardiyak semptomlar ve konviilziyon olarak
belirtilmektedir.">® Ugakta gelisebilecek acil tibbi durumlar,
ayirici tan1 ve tedavi ile ilgili ayritili bilgiler i¢in Martin-Gill’in
yazdig1 derlemeyi okumanizi éneririm.V

Ucakta gelisen kardiyak arrest konusuna literatirde pek yer
verilmedigi gibi, ERC Kardiyopulmoner resiisitasyon kilavuzunda
da ugakta KPR konusuna genel bir yaklasimda bulunulmustur.?”
Neyseki ugakta gelisen tibbi acil durumlarin iginde kardiyak arrest
%0.3 gibi diisiikk bir oranda goriilmekte ve %25-31’inde sok
uygulanabilen ritim saptanmaktadir. Ugakta OED kullanilmasi ile
bu olgularin yasama sansi artirilabilmektedir.-©

Kardiyak arrestin nedeni ne olursa olsun, erken taninmasi ve
yardim istenmesi, erken defibrilasyon, yiiksek kalitede ve en az
kesintili gogiis kompresyonlari ve geri dondiiriilebilir nedenlerin
tedavi edilmesi en 6nemli temel yaklasim seklidir. Ozellikle ugak
gibi olagan istii ortamlarda bu kilavuzlarin hastaya en faydali
olacak sekilde modifiye edilerek uygulanmasi ve ortama uygun
hale getirilmesi gerekmektedir. ERC kilavuzuna goére kabin
ekibinden derhal bir OED ve ilk yardim kiti istenmelidir. ERC
kilavuzunda ucakta kardiyak arreste yonelik modifiye edilmis
Oneriler asagidaki sekilde siralanabilir”®:

» Eger hasta birkag saniye i¢inde daha genis bir alana (ugagin
mutfak kismi) ¢ekilemiyorsa, kurtarict kisi koridora
yakin olan koltugun oniindeki ayak konulan bolgeye diz
¢okerek koridora yatirilmig olan kisiye gogiis kompresyonu
uygulamalidir.

* Dar alanlarda kiginin bas tarafina gegilerek KPR uygulamasi
gerekebilir.

* Hava yolu yonetimi ugaktaki mevcut arag-gerece ve
uygulayicinin deneyimine gore yapilmalidir.

* Deniz asir1 bir ugus plani varsa, spontan dolagimin geri
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donme (SDGD) olasilig1 yiiksek ve devam eden KPR siireci
s6z konusu ise u¢agin acil inisi diistiniilmelidir.
* SDGD olasiligi zayif ise acil inisin riskleri géz Oniinde
bulundurularak kabin ekibine gerekli talimatlar verilmelidir.
* KPR sonlandirilmis ise (SDGD yoksa) genelde acil inis
yapilmamalidir.

Ucak igin acil inis karart (acil tibbi bir durum nedeniyle ugagin
varts yerinden farkli bir yere inis yapmasi) verilen durumlarin
basinda kardiyak arrest gelmektedir.%® Kardiyak arrest i¢in
acil inig karar1 verilmesi oldukga karmasiktir. Olay ugus sirasinda
meydana gelmisse inilecek havalimanina olan mesafeden bagimsiz
olarak bir ugagin inmesi en az 30 dakika siirmektedir. Ayrica ugagin
inigi sirasinda KPR kalitesinin etkilenebilecegi de goz Oniinde
bulundurulmalidir. Pilot ve yer hizmetlerindeki uzmanlar inilecek
olan havalimaninin o ugak i¢in uygun olup olmadigi, ugagin yakit
durumu, inilecek olan en yakin havalimaninda ve bdlgede hasta
icin gerekli saglik olanaklarmin olup olmadigi gibi konular1 da
dikkate alarak ugagin acil inisi i¢in bir karar vermektedirler.!

Ugakta ne gibi arag gere¢ bulunmaktadir?

Tilim ticari yolcu ucaklarinda bir ilk yardim kiti (first-aid kit-
FAK) bulunmak zorunda olup tiim kabin ekibi nasil kullanacagini
bilmelidir. FAK, bulanti, bas agris1 veya dispepsi gibi bir ¢ok hafif
tibbi durumlar i¢in yeterli olmaktadir. Ayrica 30’dan fazla koltuk
iceren ugaklarda doktorlarin kullanabilecegi daha 6zel bir tibbi kit
bulundurulmak zorunludur. Bu kitlerde tibbi araglar ve ilaglar da
bulunmaktadir ve ilgili hava yolu sirketinin tibbi danigmanlarinin
onerilerine gore icerikleri farklilik gosterebilmektedir. Ayrica
kitlerin igerigi  ilkeden iilkeye farklilik gdsterebilmektedir.
Amerikan Havacilik Dairesi 2004 yilindan itibaren tim ugaklarda
OED bulundurulmasini ve miirettebatin egitimini zorunlu
kilmistir, Tiirkiye’de de o tarihte uzun menzilli uguslara bu kosul
getirilmis, giiniimiizde bu kural tiim uguslar i¢in hedeflenmistir.®)

Yardim etmek zorunda miyim? Yardim etmezsem ne olur? Yasalar
beni korur mu?

Mevcut yasalardan bagimsiz olarak doktorlar genelde etik olarak
yardim etme istegi duyarlar. Uluslararast gereksinimler ve
koruyucu yasalar 1s1ginda bakildiginda bir doktorun ugakta tibbi
destekte bulunmasinin sahsi riski azdir ve ugus tibb1 uzmanlari
tarafindan desteklenmektedir.'® Ugak hangi iilkenin bayragini
tasiyorsa o ilkenin yasalar1 gegerlidir. Yardim etme zorunlulugu
tilkeden tlkeye degismektedir. Bazi iilkelerde ugakta gelisen
tibbi acil durum sirasinda goérevli olmayan (sadece yolcu olan)
bir doktorun yardim etme zorunlulugu yokken bazi Avrupa
tilkelerinde yasal olarak yardim etme yiikiimliliigi vardir.41)

Son yillarda Tiirkiye’de doktorlarin kendi ¢aligtiklar: kurumlarda
dahi ugradig1 siddet ve haksizliklar onlarin mesleki yardim etme
reflekslerini ve etik ilkelerini ortadan kaldiracak boyutlara gelmis
ve yardim ederken karsilasabilecekleri durumlarileilgili ¢ekinceler
baslamigtir. Ancak Tirkiye’deki yasal diizenlemeler igerisinden
Saglik Hizmetleri Temel Kanunu (Ek Madde 11 Ek: 6514-2.1.2014)
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ve Tibbi Deontoloji Tiiziigii’niin ilgili hiikiimlerini (Madde 2,3)
ve Tirk Ceza Kanunu 98. Maddeyi inceledigimizde, hekimin acil
saglik hizmetinde bulunmasinin yasal bir yiikiimliliik oldugunu
gormekteyiz. Doktorun, her kosul ve ortamda hekimlik bilgisini
insan yararina kullanmasmin goérevi olmakla birlikte, sadece
yardim etmeye ¢aligmasi sebebiyle magdur duruma diisebildigini
de bilmekteyiz. Bunu 6nlemek ve toplumun menfaatine olan acil
yardimin ¢ekinmeden yapilabilmesini saglamak i¢in bazi lilkeler
“The Good Samaritan” (Iyi Samiriyeli, Yardimsever) kavramini
hukuklarma yerlestirmigler ve acil durumlarda yardim edenlerin
dava edilememesi igin yasal olarak koruyucu bir semsiye
saglamiglardir.'? Yine bu kapsamda goniilli doktor programi
yiiriiten hava yolu sirketleri veya bazi 6zel statii gruplarina lye
sirketler ugakta yardim eden doktorlar1 hava yolu sirketi tarafindan
yaptirilmig sigorta gilivencesi kapsaminda tutmaktadir. Bunlar
olumlu gelismeler olmakla birlikte tilkemizde de gorev sirasinda
olmamasina ragmen acil hallerde zor durumdaki hastaya yardimci
olmaya c¢alisan bir doktorun tibbi malpraktis iddialarina karsi
hukuksal bir kalkana sahip olmas1 gerekmektedir. Bilinen diger
bir gercek de tiim hekim ve saglik personelinin aldiklari egitim
nedeniyle “Ilk Yardimci1” olarak kabul edilmesi ve calistiklari
kurumlar digindaki ortamlarda ilk Yardim uygulamalarinin
gerekliligidir.

Sonug olarak, ‘ucakta doktor var mi1’ anonsuna icabet etmeyen
bir doktor yasal olarak sorumlu tutulabilir ve uzmanlik alani
ve deneyimine uygun olarak tibbi acillere yardimci olmaya
calismalidir. Bunu yaparken hasta ve kabin ekibi ile iletisim
icinde olmali, gerektiginde yer hizmetlerinde gorev alan tibbi
ekipten destek almalidir. Kardiyak arrest gelismesi durumunda
kosullara uygun modifikasyonlarla KPR uygulamali, ug¢agin acil
inis kararma ekip olarak karar verilmelidir.
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As you settle into your seat on a flight to your holiday destination
or elsewhere, suddenly a voice booms overhead and asks if
there is a medical professional or doctor on board. Hearing
this announcement in the sky can be anxiety provoking for any
physician. You pause for a moment and ask yourself: what can I
do? What could the problem be? What equipment is on board? Is
it my duty to help? What if I don’t help? Am I protected legally?
But in the mean time you unfasten your seat belt and walk to the
passenger who needs help, because most doctors are aware of
their responsibilities as human beings and as a doctor.

In-flight medical emergencies are infrequent, with an estimated
frequency of 40 to 604 flights.” However, since there is no
consensus on what an in-flight emergency is, and there is no
mandatory and standard reporting system, a reliable database
has not been established and the actual incidence is difficult
to determine. It is thought that medical emergencies on the
plane will increase due to the increase in the number of people
traveling by plane, longer flight durations, increasing proportion
of older passengers and those flying with pre-existing medical
conditions.®

In general, flight attendants receive first aid training, including the
use of applied Basic Life Support (TYD) and Automatic External
Defibrillator (OED) Course, and this training is repeated at regular
intervals. In the event of a situation exceeding the scope of first aid
on board, they can decide together with the cockpit team whether a
doctor’s announcement should be made and request help from the
doctor or, if not, other health personnel.®” In our country, the cabin
crew of some airline companies were provided with TYD-OED
training in accordance with the European Resuscitation Council
(ERC) algorithms by the trainers of the Turkish Resuscitation
Council, and ERC trainers were trained among them and they were
given the opportunity to continue their own training. The course
organizations are still carried out by the Turkish Resuscitation
Council.

The answers to the questions that come to your mind with the
announcement of “Is there a doctor” are as follows:

What can I do? What could the problem be?
In medical emergencies that develop on the aircraft, the doctor
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or other health personnel who are passengers can cooperate with
the cabin crew and the team consisting of the ground attendant
doctor with whom the aircraft company has contracted. When the
cabin crew requests medical help, the doctor or health personnel
willing to help should show their professional identity and give
information about their expertise and experience related to the
subject for which help is requested.®

The first five most common medical emergencies during flight
are stated as syncope/presyncope, respiratory system problems,
nausea-vomiting, cardiac symptoms and convulsions 9. For
detailed information about medical emergencies, differential
diagnosis and treatment that may develop on board, I recommend
you to read the review written by Martin-Gill.(

The issue of cardiac arrest developing on an airplane is not
mentioned much in the literature. European Resuscitation Council
(ERC) cardiopulmonary resuscitation (CPR) guidelines only
provide general recommendations about CPR during flight on
airplanes.” Fortunately, cardiac arrest is seen at a low rate of
0.3% in medical emergencies developing on board, and shockable
rhythms are detected in 25-31% of them, and the chance of
survival can be increased by using an AED on board.5®

Whatever the cause of cardiac arrest, early recognition and calling
for help, early defibrillation, high quality and least interrupted
chest compressions, and treatment of reversible causes are the
most important basic approaches. Especially in extraordinary
environments such as airplanes, these guidelines should be
modified to be most beneficial to the patient and adapted to the
environment. According to the ERC guidelines, an OED and first
aid kit should be requested immediately from the cabin crew.
Modified recommendations for in-flight cardiac arrest in the ERC
guideline can be listed as follows"-:

* The rescuer should kneel in the leg-space in front of the
aisle seats to perform chest compressions if the patient
cannot be transferred within a few seconds to an area with
adequate floor space (galley).

* Overhead-CPR is a possible option in limited space
environments.

» Airway management should be based on the equipment
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available and the expertise of the rescuer.

 If the flight plan is over open-water with high possibility
of ROSC during an ongoing resuscitation consider an early
diversion.

» Consider risks of diversion if ROSC is unlikely and give
appropriate recommendations to the flight crew.

» If CPR is terminated (no ROSC) a flight diversion should
not usually be performed.

Cardiac arrest is one of the most frequently medical conditions,
which results in emergency landing or diversion (altering a
flight destination or the aircraft’s landing at a different place
from destination due to a medical emergency).!*¢® Diversion
decisions involving a patient in cardiac arrest are quite complex. If
the incident occurred during the flight, it takes at least 30 minutes
for a plane to land, regardless of the distance from the airport to
be landed. It should also be taken into account that the quality of
CPR may be affected during the landing of the aircraft. The pilot
and ground services specialists make a decision for the emergency
landing of the aircraft by taking into account issues such as whether
the airport to be landed is suitable for that aircraft, the risk of the
fuel condition of the aircraft, whether there are necessary health
facilities for the patient at the nearest airport and in the region.¥

What equipment is on the plane?

All commercial passenger aircraft must have a first-aid kit (FAK)
and all cabin crew must know how to use it. FAK is sufficient
for many mild medical conditions such as nausea, headache or
dyspepsia. In addition, it is obligatory to have a more special
medical kit for doctors to use on airplanes with more than
30 seats. These kits also contain medical instruments and
medicines, and their contents can be differentiated according to
the recommendations of the relevant airline’s medical advisors
and unfortunately differ from country to country. The American
Aviation Administration has made it mandatory for all aircraft to
have OEDs and the training of the crew since 2004. This condition
was imposed on long-haul flights in Turkey at that time, and today
this rule is targeted for all flights.©®

Do I have to help? What if I don't help? Will the law protect me?
Regardless of current laws, doctors often feel ethically willing
to help. In the light of international requirements and protective
laws, a doctor’s medical assistance on board has little personal
risk and is supported by flight medicine specialists.!” The laws of
the country which the plane carries its flag are valid on the aircraft.
The obligation to help varies from country to country. In some
countries, a doctor who is not on duty (only a passenger) is not
obliged to help during a medical emergency on the plane, while in
some European countries there is a legal obligation to help.(+!)

In recent years, the violence and injustice suffered by doctors in
Turkey, even in the institutions they work for, have reached such
dimensions that they will eliminate their professional helping
reflexes and ethical principles, and reservations have started
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about the situations they may encounter while helping. However,
according to the Health Services Basic Law (Additional Article 11
Annex: 6514-2.1.2014) and the relevant provisions of the Medical
Deontology Regulation (Article 2,3) and Article 98 of the Turkish
Penal Code among the legal regulations in Turkey, it is seen that
the physician is in the emergency health service. So there is a legal
obligation to help.

Although it is the duty of the doctor to use his knowledge
of medicine for the benefit of people in every condition and
environment, we also know that he can become a victim just
because he tries to help. In order to prevent this and to ensure that
emergency aid in the interest of the society can be made without
hesitation, some countries have placed the concept of “The Good
Samaritan” in their laws and have provided a legal umbrella
for those who help in emergencies not to be sued.!? In this
context, airline companies that run a volunteer doctor program or
companies that are members of some special status groups keep
the doctors who help under the insurance coverage of the airline
company.

Although these are positive developments, a doctor who tries to
help a patient in an emergency despite not being on duty in our
country should have a legal shield against medical malpractice
claims. Another well-known fact is that all physicians and
health personnel are accepted as “First Aid Provider” due to the
education they receive, and First Aid practices are required also in
environments other than the institutions they work.

In conclusion, a doctor who does not respond to the ‘Is there a
doctor on board?’ announcement can be held legally responsible
and should try to assist medical emergencies in accordance with
his/her specialty and experience. While doing this, they should
be in communication with the patient and cabin crew, and
should receive support from the medical team on the ground
when necessary. In the event of cardiac arrest, CPR should be
applied with modifications appropriate to the conditions, and the
emergency landing decision of the aircraft should be decided as
a team.
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OZET

Amacg

Mavikod ani kalp durmasi durumlarinda hastaya Kardiyopulmoner
reslisitasyon (KPR) uygulayan hastane i¢i saglik ekiplerinden
olusur. Calismamizda devam eden COVID-19 pandemisi sirasinda
hastane i¢i mavi kod uyguladigimiz olgular degerlendirilmistir.

Yontem

Calismamizda 11 Mart 2020- 1 Nisan 2021 tarihleri arasinda
hastanemizde “COVID 19” dis1 nedenlerle bulunan ve ileri yasam
destegi gereken olgular ele alinmistir. Hastalar demografik bilgiler,
ilk kardiyak arrest ritimleri, sistemik hastalik varligi, KPR siireleri
ve mortaliteleri agisindan analiz edilmistir.

Bulgular

Bu periyod igerisinde toplam 373 Covid-19 dis1 hastaya mavi kod/
KPR uygulanmistir. Yogun bakimlar, servis ve polikliniklerde
miidahil olunan hasta sayis1 272°dir. Acil serviste 101 hastaya
KPR uygulanmigtir. Mavi kod ekibinin hastaya ulasma ve KPR
baslama siiresi ortalama 2.34 +0.51 dakikadir. Resiisitasyona
devam etme siiresi ortalama 32.7 £7.3 dakikadir. Bu hastalardan
120°sinde nabizsiz elektriksel aktivite, 102’sinde asistoli,
113’tinde ventrikiiler fibrilasyon ve 38’inde nabizsiz ventrikiiler
tagikardi ile kardiyak arrest geligsmistir. Hastalarin ortalama
yast: 67.36 11 dir. Cinsiyet a¢isindan degerlendirildiginde 127
hasta kadin (%34.04), 246 hasta erkek (%65.95) dir. Sistemik
hastalik olarak degerlendirildiginde 25 hastanin (%6.70) bilinen
sistemik hastalig1 yok iken 348 hastanin (%93.29) kronik sistemik
hastaliklari mevcuttur. KPR uygulamasi ile spontan dolasimi
donmeyen hasta sayist 74 (%19.8) diir. Spontan dolasimi basari
ile donilip yogun bakima alinan postresiisite hastalarda ise
mortalite %71.8 (268 hasta) olarak saptanmistir. Basarili KPR
ile taburcu edilen hasta sayist ise 31 (%8.31) olarak saptanmustir.

Sonuc¢

Devam eden pandemi siirecinde “Covid 19 dig1” nedenlerle
hastane ici kardiyak arrest olan hastalarda kalp  ritmi olarak
nabizsiz elektriksel aktivite varligi karakteristikdir. Sonug olarak
pandemi siiresince “Covid 19 dis1” hastane i¢i mavi kod ve KPR
gereksinimi kaginilmazdir.
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Anahtar Kelimeler: Covid-19, Kardiyopulmoner Resiisitasyon,
fleri Yasam Destegi, Pandemi

ABSTRACT

Objective

Code blue consists of in-hospital healthcare teams who apply
Cardiopulmonary resuscitation (CPR) to the patient in cases of
sudden cardiac arrest. In our study, the cases that we applied code
blue in the hospital during the ongoing COVID-19 pandemic were
evaluated.

Methods

In our study, patients who were admitted to our hospital between
11 March 2020 and 1 April 2021 for reasons other than “COVID
19” and who required advanced life support were discussed. The
patients were analyzed in terms of demographic information,
first cardiac arrest rhythms, presence of systemic disease, CPR
duration and mortality.

Results

Code blue/CPR was applied to a total of 373 non-Covid-19
patients during this period. The number of patients who needed
CPR in intensive care units, services and polyclinics is 272. CPR
was applied to 101 patients in the emergency unit. The average
time for the code blue team to reach the patient and start CPR is
2.34 +£0.51 minutes. The mean time to continue resuscitation is
32.7 £7.3 minutes.

Of these patients, cardiac arrest developed with pulseless electrical
activity in 120 patients, asystole in 102 patients, ventricular
fibrillation in 113 patients, and pulseless ventricular tachycardia
in 38 patients.

The mean age of the patients is 67.36 +£11. When evaluated in
terms of gender, 127 patients were female (34.04%) and 246
patients were male (65.95%). In terms of systemic diseases, 25
patients (6.70%) have no diagnosed systemic disease, while 348
patients (93.29%) have chronic systemic diseases. The number of
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patients whose spontaneous circulation did not return with CPR
was 74 (19.8%). Mortality was found to be 71.8% (268 patients)
in post resuscitative patients who successfully returned to their
spontaneous circulation and were admitted to the intensive care
unit. The number of patients discharged with successful CPR was
31 (8.31%).

Conclusion

In the ongoing pandemic process, the presence of pulseless
electrical activity as a heart rhythm is characteristic in patients
with in-hospital cardiac arrest due to “non-Covid 19” reasons. As
a result, the need for “non-Covid 19” in-hospital code blue and
CPR is inevitable during the pandemic.

Keywords: Covid-19, Cardiopulmonary Resuscitation,
Advanced Life Support, Pandemic

GIRIS

Mavi kod, tim ilkemizde uygulanan, hastane i¢inde acil
miidahaleye ihtiyag duyan hastalar, hasta yakinlart ve tiim
hastane personeline ani kalp durmasi durumlarinda en kisa siirede
miidahale edilmesini saglayan acil durum yonetim sistemidir.
Mavi kod ekipleri iilkemizde 2008’den itibaren aktif olup,
kardiyopulmoner resiisitasyon (KPR) uygulayabilen, ileri hava
yolu agma becerisine sahip, tecriibeli olan hastane i¢i saglik
¢alisanlarindan olusmaktadir.’ Hastane iginde ozellikle yogun
bakim initelerinde yapilanan bu uygulama igin 6zel telefon
numarast 2222’dir.

Coronaviriis ailesinden SARS-CoV-2, 11 Mart 2020 tarihinde
Diinya Saglik Orgiitii tarafindan kiiresel salgin olarak kabul
edilmis, Covid-19 enfeksiyonu yiiksek mortalite ve morbiditeye
sahip son derece bulasici bir hastalik olarak dikkat ¢ekmistir.®>
Viriis insandan insana Ozellikle asili damlacik yoluyla, ayrica
kontamine olan agiz, burun, goz gibi mukozal alanlara temas
sonrasinda bulasabilmektedir. Pandemi 6zelligi nedeniyle her
ortamda dolayisiyla kardiyopulmoner resiisitasyon uygulamasi
sirasinda da yayilmast miimkiindiir. Covid-19 pandemisinde
birbirinden farkli ¢ok c¢esitli semptomlarla farkli klinik tablolar
olusmakla beraber nefes darligi, ates, kuru oksiiriik, yorgunluk
ve kas agrist 6n planda tanimlanmis, olgularin bazilarinda hig
semptom ve bulgu goriilmezken, bazi olgularda kardiyak arrest
sebebinin solunum ile ilgili oldugu, dolayisiyla Covid-19 ile
enfeksiyonun sonrasinda hem hasta, hem kurtarict ve saglk
calisanlarinin biiyiik risk altinda bulundugu gézlenmistir. Tiim bu
bilgilerin 15181 altinda Avrupa Resiisitasyon Konseyi (European
Resuscitation Council, ERC) tarafindan giincellenen ‘COVID-19
pandemisinde KPR kilavuzu’nda temel ve ileri yagam destegine
yonelik degisikliklerde kurtaricilarin  giivenliginin ve kisisel
koruyucu ekipman kullanimmin 6nemsenmesi gerekliligi
vurgulanmisgtir.©

Calismamizda devam eden Covid-19 pandemisi sirasinda,
Covid-19 dist nedenlerle hastanede yatan hastalarda mavi
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kod ¢agris1 ile hastane i¢ci KPR uyguladigimiz olgularimizin
degerlendirilmesi amaglandi. Erken uyart sistemi skorlarinin
kullanildig1 hastanemizde, ileri yasam destegi gerekli oldugunda
mavi kod ekibi devreye girmektedir. Mavi kod ekibi, ileri hava
yolu egitimi olan Anesteziyoloji ve Reanimasyon uzmani, yogun
bakim doktoru, iki deneyimli yogun bakim hemsiresi, personel
ile birlikte 5 kisiden olusmaktadir. Pandemi nedeniyle ekip sayisi
kisith tutulmaya calisilmakta, gerekli durumlarda olay birimindeki
hemsire ve personellerle birlikte say1 artirilabilmektedir. Acil
servis dahil olmak iizere tim hastanede olan mavi kod ¢agrilarina,
hastane protokoliince mavi kod ekibi bakmaktadir. Pandemi
servis ve pandemi yogun bakimdaki hastalarimizin COVID PCR
(+) olup, bu hastalarimizin verileri farkli bir ¢alismada ayrica
degerlendirilmistir. Hastanemizde gergeklesen tim mavi kod
cagrilarinda tek kullanimlik bone, maske (FFP3 maskesi, FFP2
veya N95), gozlik ve siperlik, uzun kollu cerrahi gomlek, tek
kullanimlik eldiven, ayakkabilar icin ise tek kullanimlik galos
giyilerek dahil olunmustur.

YONTEM

Bu retrospektif calismada 14 Mart 2020 - 1 Nisan 2021 tarihleri
arasinda 400 yatakli iniversite hastanemizde “Covid-19 dis1”
nedenlerle ileri yasam destegi uygulanmasi gereken olgularin
‘KPR hasta takip formlari” ve ‘hasta dosyalar’’ bilgisayar
ortaminda incelenerek kayit altina alinmistir. Hastalar demografik
bilgileri, sistemik hastaliklari, KPR siireleri ve KPR sonrasi
mortaliteleri a¢isindan analiz edilmistir.

BULGULAR

14 Mart 2020 - 1 Nisan 2021 tarihleri arasinda toplam 373 Covid-19
dis1 hastaya mavi kod ekibi tarafindan KPR uygulanmistir. Yogun
bakim fiiniteleri, servis ve polikliniklerde miidahil olunan hasta
sayist 272 (%72.9) iken Acil Servis’te 101 (%27.1) hastaya
KPR uygulanmistir. Hastalarin ortalama yas1 67.36 +11, cinsiyet
acgisindan 127 (%34.04) hasta kadin, 246 (%65.95) hasta erkek
idi. Mavi kod ekibinin hastaya ulasma ve KPR baslama siiresi
ortalama 2.34 +0.51 dakika, kardiyopulmoner resiisitasyona
devam etme siiresi ortalama 32.7 £7.3 dakika olarak tespit edildi.
Bu hastalardan 120’sinde (%32.17) nabizsiz elektriksel aktivite,
102 (%27.34) hastada asistoli, 113 (%30.29) hastada ventrikiiler
fibrilasyon ve 38 (%10.18) hastada nabizsiz ventrikiiler tagikardi
ile kardiyak arrest gelismistir. (Tablo 1)

Tablo 1. KPR sirasindaki baslangi¢ ritimleri

VF ASISTOLi | NEA | Nabizsiz VT
Say 113 102 120 38
(n)
Yiizde
%) 30,29 27,34 32,17 10,18

VF: Ventrikiiler Fibrilasyon
NEA: Nabizsiz Elektriksel Aktivite
Nabizsiz VT: Nabizsiz Ventrikiiler Tasikardi
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Sistemik hastalik ag¢isindan degerlendirildiginde 25 (%6.70)
hastanin bilinen sistemik hastaliginin olmadigi, 348 hastanin
ise (%93.29) kronik sistemik hastaliklarinin mevcut oldugu
tespit edilmistir. Hipertansiyon, kalp yetmezligi, akut koroner
sendrom, aritmi, kapak hastaliklari, diyabetes mellitus (tip 1- tip
2), hipotiroidi, KBY, astim, interstisyel akciger hastaligi, KOAH,
onkolojik hastaliklar, serebrovaskiiler olay (SVO), epilepsi dikkat
¢eken kronik hastaliklar arasinda yer almistir (Tablo 2).

Tablo 2. KPR uygulanan hastalarin yandas sistemik hastaliklar1

Sistematik Hastalhk Yiizde (%)
Kongenital 6,48
Enfeksiyon 9,58

Solunum Sistemi 13,69
Kardiyovaskiiler Sistem 72,60
Nefroloik Hastaliklar 20,54
Endokrin Hastaliklar 27,39
Neoplazi 16,43
Noroloik Hastahklar 10,95
Hematolojik Hastahklar 5,47
Postoperatif Cerrahi 2,73
Trafik Kazasi ve Travma 2,73

KPR uygulamasma ragmen spontan dolasimi geri donmeyen
hasta sayist 74 (%19.8)’dilir. Spontan dolasimi basar1 ile geri
donen 299 (%80.2) hastanin yogun bakim {initesinde tedavi
sonrasindaki mortalitesi %71.8 (268 hasta) olarak saptanmustir.
Basarili KPR ile taburcu edilen hasta sayisi ise 31 (%8.31) olarak
kaydedilmistir. Hastalarin ndrolojik degerlendirmeleri GKS
(Glasgow Koma Skalasi) ve CPC (Serebral Performans Kategori)
skorlari ile yapilmistir. Taburcu olan hastalarimizda yeni norolojik
defisit saptanmamustir.
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TARTISMA

COVID-19 pandemisinin  yogun giinlerinde COVID-19
enfeksiyonu olan hastalar yaninda farkli nedenlerle hastanelere
yatirilarak izlenmesi gereken veya Acil Servis’lere basvuran
hastalar nedeniyle ciddi, zorlu, etik cercevede kalinmasi gereken
bir siire¢ yasanmigtir. Bizler pandemide deontolojik ve etik
kurallar 15181 altinda hastalarimiz i¢in gerekli tiim uygulamalarin
eksiksiz olarak yerine getirilmesi i¢in ¢caba gosterdik. Pandeminin
ilk giiniinden itibaren tiim saglik ¢aligsanlar1 tarafindan deontolojik
ve etik kurallar c¢ercevesinde hastanelerde ve kliniklerde
hastalarimizin tedavileri tam olarak saglandi. Avrupa Resiisitasyon
Konseyi’'nin (ERC) kilavuzu izlenerek tiim hastalarimiz igin
kardiyopulmoner arrestin onlenmesi, 06zellikle personellerin
egitimi, hastalarin monitorizasyonlari, erken uyari sistemlerinin
igletilmesi ile saglandi. Kardiyak arrestlerin taninmasi, yardim
cagrilmast ve miidahalelerin icerikleri konularinda o&zellikle
dikkat edilmesi agisindan da ¢aba gdsterildi.

COVID-19 pandemi siirecinde de kardiyopulmoner arrest
durumunda uygulanan g6gilis kompresyonlarinin kalitesi, minimal
kesinti ile uygulamaya devam edilmesi, uygun kardiyak arrest
ritimlerinde erken defibrilasyonun o©nceligi konularina 6zen
gosterilmelidir. Ileri hava yolu gerekiyorsa, basari orani yiiksek
olan, deneyimli uygulayicilar tarafindan endotrakeal entiibasyon
yapmalar1 saglanmali, adrenalinin sok uygulanmayan kardiyak
arrest ritmlerinde miimkiin olan en kisa siirede, sok uygulanan
ritmlerde ise 3 defibrilasyon girisiminden sonra kullanilmasina
dikkat edilmelidir."? Bizler ERC kilavuzlarindan 6grendiklerimiz
ve bilgilerimizdeki giincellemelerle pandemi siiresince mavi kod
ile cagrildigimiz hastalarimiza miidahalelerde bulunduk. Hastane
icerisindeki tiim saglik personellerinin pandemi konusundaki
egitimi, erken uyari sisteminin dogru ve hizli calismasi, kod
verilmesi durumunda hastanenin tiim noktalarina ulagim stiresinin
maksimum 3 dakikanin altinda olmasi en 6nemli hedefler arasinda
yer aldi. Defibrilator dahil kullanilacak tiim ekipmanlarla eksiksiz
olarak hasta yanina ulasilmasi, kod ekibinde mutlaka ileri
havayolu teknikleri agisindan tecriibeli havayolu saglayicisinin
yer almasi, teknik olmayan becerilerle kod ekibi lideri ve ekibin
diger iiyelerinin uyum i¢inde dogru bilgi ile KPR uygulamalar1
saglandi. Her zaman olmasi gereken bu kurallar yaninda pandemi
stirecinde uygulanan tiim kardiyopulmoner resiisitasyonlarda mavi
kod ekibinin olay yerinde kisisel koruyucu ekipmanlarini tam
giyinmis olarak hazir olmasi primer 6ncelikler arasinda yer aldi.
Mavi kod ekibinin korunmasi, enfekte olmamasi i¢in énlemlerin
almmasia 6zen gosterilmelidir. Mavi Kod uygulamalarimizda
KPR sirasinda partikiill yayma olasilii olan asemptomatik
hasta olasiligi géz Oniine alinarak dikkatli davranildi.'® Mavi
kod ekibinde yer alan tiim ekip tyelerinin, hastaya miidahil
oluncaya kadar gegen siirede zaman kaybi olmamasi igin,
KKE’yi tam olarak giymesine azami dikkat edildi. Kod verilmesi
durumunda ekibin giyinmekle zaman kaybetmemesinin KPR
sonuglarimizdaki olumlu nérolojik sonuglarda katkisi oldugunu
diisiiniiyoruz. ABD’de 3. basamak bir hastanede yapilan
hastane i¢i mavi kodlarin bir yillik (2012-2013) sayist 300 ve
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bu hastalara uygulanan KPR sonrasi sag kalim orant %34 olarak
verilmistir.'® 2000-2009 arasinda yapilan bagka bir ¢alismada
hastane i¢i uygulanan KPR sayilarinda 2000-2001 ile 2008-
2009 arasindaki sayilar kiyaslandiginda hastane igerisinde KPR
insidansinda artig, hastalarda KPR ortalama olarak gecirme yasi
daha geng olarak saptanmistir. Hastalarin taburculuk igin sag kalim
orant %41.3 olarak bulunmustur.'¥ Yapilan baska bir ¢alismada
ise hastaneden taburcu olana kadar bildirilen sagkalim %0 ila
%42 arasinda degigsmektedir, en yaygin aralik %15-20 arasindadir.
Pre-arrest prognostik faktorleri komorbiditeler olup sepsis,
kanser, bobrek yetmezligi baslica nedenler olarak siralanmis, yas
prognostik olarak degerli kabul edilmemistir.'> Hastada kayit
edilenilkarrestritmininventrikiiler fibrilasyon/ventrikiilertasikardi
(VF/VT) olmasi, kardiyopulmoner resiisitasyonun hastane i¢inde
uygulanmasi, kardiyak arrest tanisi ve ilk defibrilasyon arasindaki
stirenin kisa olmasi daha yiiksek sagkalim ile iliskilidir. Bununla
birlikte, VF/VT, hastane-i¢i kardiyak arrestlerin yalnizca %25-
35’inde mevcuttur. Agirhkli goriilen ritimler sok/uygulanmayan
ritimlerdir. Hastalara uygulanan KPR kalitesi incelendiginde
g0giis basi oranlart 80/dk’nin iizerinde olarak resiisite edilen
hastalarda kisa siireli sagkalim da daha yiiksektir. Sagkalimi artiran
nedenler arasinda, hastalarin erken taninmasi ve stabilizasyonu,
kardiyak arrest olmadan 6nlenmesi, daha hizli ve daha iyi hastane
ici resiisitasyon ve erken defibrilasyon sayilmaktadir. Hafif
terapotik hipotermi saglanmasi ve hipertermiye izin verilmemesi
VF/VT’ye bagli hastane dis1 kardiyak arrestin resiisitasyon sonrasi
tedavisi olarak etkilidir, ancak hastane i¢i kardiyak arrestlerde
VF/VT dist ritimlerle kardiyak arrest sonrasindaki yarari net olarak
gosterilmemistir.'® Bizim ¢alismamiz da pandemi doéneminde
olup 2020-2021 yillarinda yogun bakim ve pandemi servisi diginda
uygulanan KPR olgulari kaydedilmis, ilk KPR sonrasi sag kalma
orant %80.2 olarak saptanmistir. KPR sonrasi hastaneden taburcu
olanlar ise %38.13 olarak tespit edilmistir. Hastalarin ilk ritimleri
agirlikli olarak sok uygulanmayan %59.51 (nabizsiz elektriksel
aktivite ve asistoli) iken, en sik goriilen nabizsiz elektriksel aktivite
ritmi %32.17 olarak not edilmistir. Sok uygulanabilir ritimler
ise toplam olarak %40.49 olarak tespit edilmistir. Hastalarin
prognozlarini etkileyen faktorler igerisinde yagin dnemli oldugunu
disiinmekle birlikte, KPR uygulanan hastalarin %93.29’{inde
oncesine ait sistemik hastalik varligi dikkat ¢ekmistir. Bu sistemik
hastaliklar sirasiyla kardiyovaskiiler hastaliklar, endokrinolojik
hastaliklar (6zellikle diyabetes mellitus) nefrolojik hastaliklar
(6zellikle KBY), neoplazi ve solunum sistemi hastaliklari en ¢ok
prognozu etkileyen diger hastaliklar olarak kaydedilmistir.

SONUC

Devam eden pandemi siirecinde “COVID-19 dis1” nedenlerle
hastane iginde kardiyak arrest olan olgularda; Oncesine ait
sistemik problemi olan hastalar ile ilk kardiyak arrest ritmi
nabizsiz elektriksel aktivite olan hastalar karakteristiktir. Pandemi
stirecinde bu hastalarda da hastane i¢i tam egitimli uygun mavi
kod uygulamalari, KKE’nin 6zenli kullanimi ve usuliine uygun
ileri yasam destegi gereksinimi kaginilmazdir.
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ABSTRACT

Objective

Code blue consists of in-hospital healthcare teams who apply
Cardiopulmonary resuscitation (CPR) to the patient in cases of
sudden cardiac arrest. In our study, the cases which we applied
code blue in the hospital during the ongoing COVID-19 pandemic
were evaluated.

Methods

In our study, patients who were admitted to our hospital between
11 March 2020 and 1 April 2021 for reasons other than “COVID
19 and who required advanced life support were discussed. The
patients were analyzed in terms of demographic information,
first cardiac arrest rhythms, presence of systemic disease, CPR
duration and mortality.

Results

Code blue/CPR was applied to a total of 373 non-Covid-19
patients during this period. The number of patients who needed
CPR in intensive care units, services and polyclinics is 272. CPR
was applied to 101 patients in the emergency unit. The average
time for the code blue team to reach the patient and start CPR is
2.34 £0.51 minutes. The mean time to continue resuscitation is
32.7 £7.3 minutes. Of these patients, cardiac arrest developed
with pulseless electrical activity in 120 patients, asystole in 102
patients, ventricular fibrillation in 113 patients, and pulseless
ventricular tachycardia in 38 patients. The mean age of the patients
is 67.36 +11. When evaluated in terms of gender, 127 patients
were female (34.04%) and 246 patients were male (65.95%). In
terms of systemic diseases, 25 patients (6.70%) have no diagnosed
systemic disease, while 348 patients (93.29%) have chronic
systemic diseases. The number of patients whose spontaneous
circulation did not return with CPR was 74 (19.8%). Mortality
was found to be 71.8% (268 patients) in post resuscitative patients
who successfully returned to their spontaneous circulation and
were admitted to the intensive care unit. The number of patients
discharged with successful CPR was 31 (8.31%).
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Conclusion

In the ongoing pandemic process, the presence of pulseless
electrical activity as a heart rhythm is characteristic in patients
with in-hospital cardiac arrest due to “non-Covid 19” reasons. As
a result, the need for “non-Covid 19” in-hospital code blue and
CPR is inevitable during the pandemic.

Keywords: Covid-19, Cardiopulmonary Resuscitation, Advanced
Life Support, Pandemic

INTRODUCTION

Code Blue is an emergency management system implemented
all over our country, which enables patients, their relatives and
all hospital personnel who need emergency intervention in the
hospital to be intervened as soon as possible in cases of sudden
cardiac arrest. Code blue teams have been active in our country
since 2008 and consist of experienced in-hospital healthcare
professionals who can perform cardiopulmonary resuscitation
(CPR) and have advanced airway opening skills'. The special
phone number for this application, which is built in the hospital,
especially in the intensive care units, is 2222.

SARS-CoV-2, from the coronavirus family, was accepted as
a global epidemic by the World Health Organization on March
11, 2020 and Covid-19 infection attracted attention as a highly
contagious disease with high mortality and morbidity. The virus
can be transmitted from person to person, especially through
hanging droplets, and after contact with contaminated mucosal
areas such as mouth, nose and eyes. Due to its pandemic feature,
it is possible to spread in every environment and therefore during
cardiopulmonary resuscitation.

In the Covid-19 pandemic, different clinical pictures occur with a
wide variety of different symptoms, but shortness of breath, fever,
dry cough, fatigue and muscle pain have been defined as the main
symptoms. While there were no symptoms or signs in some of
the cases, it was observed that the cause of cardiac arrest was
respiratory-related in some cases, so that both patients, rescuers
and healthcare workers were at great risk after infection with
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Covid-19. In the light of all this information, it was emphasized
that the safety of rescuers and the use of personal protective
equipment should be given importance in the changes regarding
basic and advanced life support in the ‘CPR guideline in the
COVID-19 pandemic’ updated by the European Resuscitation
Council (ERC).©®

In our study, it was aimed to evaluate our cases in which we applied
in-hospital CPR with the code blue call in patients hospitalized
for reasons other than Covid-19 during the ongoing Covid-19
pandemic. In our hospital where early warning system scores are
used, the code blue team steps in when advanced life support is
required. The code blue team consists of 5 people, including an
Anesthesiology and Reanimation specialist with advanced airway
training, an intensive care doctor, two experienced intensive care
nurses, and staff. Due to the pandemic, the number of teams is tried
to be limited, and the number can be increased together with the
nurses and staff in the incident unit when necessary. According to
the hospital protocol, code blue team takes care of the code blue
calls in the entire hospital, including the emergency department.
Our patients in the pandemic service and pandemic intensive care
unit have COVID PCR (+), and the data of these patients were
also evaluated in a different study. In all code blue calls made
in our hospital the staff had disposable caps, masks (FFP3 mask,
FFP2 or N95), glasses and visors, long sleeved surgical shirts,
disposable gloves, and disposable shoe covers for shoes on.

METHODS

In this retrospective study, ‘CPR patient follow-up forms’ and
‘patient files’ of the cases requiring advanced life support for “non-
Covid-19” reasons in our 400-bed university hospital between
14 March 2020 and 1 April 2021 were examined and recorded
in the computer environment. Patients were analyzed in terms of
demographic information, systemic diseases, duration of CPR and
post-CPR mortality.

RESULTS

Between March 14, 2020 - April 1, 2021, CPR was applied to 373
non-Covid-19 patients by the code blue team. While the number of
patients involved in intensive care units, services and polyclinics
was 272 (72.9%), CPR was applied to 101 (27.1%) patients in
the Emergency Department. The mean age of the patients was
67.36 £11 years, and in terms of gender, 127 (34.04%) patients
were female and 246 (65.95%) patients were male. The mean
time for the code blue team to reach the patient and start
CPR was 2.34 +0.51 minutes, and the mean time to continue
cardiopulmonary resuscitation was 32.7 £7.3 minutes. Of these,
120 (32.17%) patients developed pulseless electrical activity,
102 (27.34%) patients developed asystole, 113 (30.29%)
patients developed ventricular fibrillation and 38 (10.18%)
patients developed cardiac arrest with pulseless ventricular
tachycardia.(Table 1)
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Table 1. Initial rhythms during CPR

VF ASYSTOLE PEA Pulseless VT
Number |, 102 120 38
(n)
Percent | 5, g 2734 32,17 10,18
(%) 9 b 9 b

VF': Ventricular Fibrillation
PEA: Pulseless Electrical Activity
Pulseless VT: Pulseless Ventricular Tachycardia

When evaluated in terms of systemic disease, it was determined
that 25 (6.70%) patients had no known systemic disease and 348
patients (93.29%) had chronic systemic diseases. Hypertension,
heart failure, acute coronary syndrome, arrhythmia, valvular
diseases, diabetes mellitus (type 1- type 2), hypothyroidism, CRF,
asthma, interstitial lung disease, COPD, oncological diseases,
cerebrovascular accident (CVO), epilepsy (Table 2) were amongst
the chronic diseases.

Table 2. Concomitant systemic diseases in patients undergoing
CPR

Systemic Disease Percent (%)
Congenital 6,48
Infection 9,58
Respiratory Tract 13,69
Cardiovascular System 72,60
Nephrological Diseases 20,54
Endocrine Diseases 27,39
Neoplasia 16,43
Neurological Diseases 10,95
Hematologic Diseases 5,47
Postoperative Surgery 2,73
Traffic accident and Trauma 2,73
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The number of patients whose spontaneous circulation did not
return despite CPR was 74 (19.8%). The mortality rate after
treatment in the intensive care unit of 299 (80.2%) patients whose
spontaneous circulation returned successfully was 71.8% (268
patients). The number of patients discharged with successful
CPR was recorded as 31 (8.31%). Neurological evaluations of the
patients were made with GCS (Glasgow Coma Scale) and CPC
(Cerebral Performance Category) scores. No new neurological
deficits were detected in our discharged patients.

CONCLUSION

During the busy days of the COVID-19 pandemic, a serious,
challenging and ethical process has been experienced due to
patients with COVID-19 infection, who need to be followed up in
hospitals for different reasons or who apply to Emergency Services.
We have made an effort to fully fulfill all necessary practices for
our patients in the light of deontological and ethical rules during
the pandemic. From the first day of the pandemic, all healthcare
professionals provided full treatment for our patients in hospitals
and clinics within the framework of deontological and ethical
rules. Following the guidelines of the European Resuscitation
Council (ERC), the prevention of cardiopulmonary arrest for all
of our patients was ensured by training staff, monitoring patients,
and operating early warning systems. Efforts were also made
to pay particular attention to the recognition of cardiac arrests,
calling for help, and the content of interventions.

During the COVID-19 pandemic, attention should be paid to the
quality of chest compressions applied in case of cardiopulmonary
arrest, their continuation with minimal interruption, and the priority
of early defibrillation in appropriate cardiac arrest rhythms. If an
advanced airway is required, endotracheal intubation should be
provided by experienced practitioners with a high success rate,
and adrenaline should be used as soon as possible in non-shocked
cardiac arrest rhythms, and after 3 defibrillation attempts in shock
rhythms.(?

We have made interventions to our patients, whom we have been
called with the code blue during the pandemic, with what we
learned from the ERC guidelines and updates in our knowledge.
The training of all health personnel in the hospital on the pandemic,
the correct and fast operation of the early warning system, and the
transportation time to all points of the hospital within a maximum
of 3 minutes in case of a code were among the most important
targets. Access to the patient with all the equipment to be used
including the defibrillator, the presence of an experienced airway
provider in the code blue team, non-technical skills, the code blue
team leader and other members of the team in harmony with the
correct information and CPR practices were ensured. In addition
to these rules that should always be in place, it was among the
primary priorities for the code blue team to be ready at the
scene with their personal protective equipment fully dressed in
all cardiopulmonary resuscitations applied during the pandemic
process.
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Care should be taken to take precautions to protect the code blue
team and to prevent infection. Considering the possibility of
asymptomatic patients who may emit particles during CPR in our
Code Blue practices, we acted with extreme caution.!'® Maximum
care was taken for all team members in the code blue team to
wear the PPE completely so that there is no loss of time to reach
the patient. We think when the code is given, the team will not be
wasting time to get dressed and that contributes to the positive
neurological outcomes in our CPR results.

The number of in-hospital blue codes performed in a tertiary
hospital in the USA in 2012-2013 was 300 and the survival rate
after CPR applied to these patients was 34%.1¥ In another study
conducted between 2000-2009, when the numbers of in-hospital
CPR were compared between the years 2000-2001 and 2008-
2009, it was found that the incidence of CPR in the hospital
was higher and the average age of CPR was younger in patients.
The survival rate for discharge was found to be 41.3%.1% In
another study, the reported survival rate until discharge from the
hospital ranges from 0% to 42%, with the most common range
being 15-20%. As pre-arrest prognostic factors comorbidities,
sepsis, cancer, and renal failure were listed as the main causes,
and age was not considered valuable prognostically.' The fact
that the first recorded arrest thythm of the patient was ventricular
fibrillation / ventricular tachycardia (VF / VT), the implementation
of cardiopulmonary resuscitation in the hospital, the shorter time
between the diagnosis of cardiac arrest and the first defibrillation
are associated with higher survival. However, VF/VT is present in
only 25-35% of in-hospital cardiac arrests. Predominant rhythms
are non-shocked rhythms. When the quality of CPR applied to the
patients is examined, short-term survival is also higher in patients
who are resuscitated with chest compression rates above 80/min.
Early recognition and stabilization of patients, prevention before
cardiac arrest, faster and better in-hospital resuscitation, and
early defibrillation are among the factors that increase survival.
Achieving mild therapeutic hypothermia and not allowing
hyperthermia is effective as a post-resuscitation treatment for out-
of-hospital cardiac arrest due to VF/VT, but the benefit after cardiac
arrest with non-VF/VT rhythms in in-hospital cardiac arrests has
not been clearly demonstrated."'® In our study, CPR cases applied
outside the intensive care and pandemic service were recorded
during the pandemic period and the survival rate after the first
CPR was found to be 80.2%. Those who were discharged from
the hospital after CPR were found to be 8.13%. While the first
rhythms of the patients were 59.51% (pulseless electrical activity
and asystole), the most common pulseless electrical activity
rhythm was noted as 32.17%. Shockable rhythms were found to
be 40.49% in total. Although we think that age is important among
the factors affecting the prognosis of the patients, the presence of
previous systemic disease was noted in 93.29% of the patients
who underwent CPR. These systemic diseases were recorded as
cardiovascular diseases, endocrinological diseases (especially
diabetes mellitus), nephrological diseases (especially CRF),
neoplasia and respiratory system diseases, respectively, as the
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other diseases affecting the prognosis the most. CONCLUSION
In cases with cardiac arrest in the hospital due to “non-COVID-19”
reasons during the ongoing pandemic; patients with pre-existing
systemic problems and patients with a first cardiac arrest rhythm
of pulseless electrical activity are characteristic. During the
pandemic process, in-hospital fully trained and appropriate code
blue applications, careful use of PPE and the need for proper
advanced life support are inevitable.
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COVID-19 PANDEMI DONEMINDE MAVi KODA GIDEN SAGLIK EKiPLERININ KAYGI DUZEYININ
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OZET

Amacg

Bu ¢alisma, COVID-19 pandemi siirecinde mavi kod ¢agrilarina
giden saglik ekiplerinin kaygi diizeylerini arastirmak amaciyla
yapilmuistir.

Yontem

Calisma i¢in hastanemiz yerel etik kurulu ve saglik bakanligindan
onay alindi. Online anket seklinde hazirlanan sorulara verilen
¢oktan segmeli yanitlar degerlendirildi. Kesitsel tipteki bu
arastirma Orneklemine, COVID-19 pandemi siirecinde saglk
alaninda aktif olarak ¢alisan 18-65 yas arasinda Tiirkiye’nin gesitli
illerinde gorevli 215 saglik ¢alisani katildi. Saglik ¢alisanlarinin
mavi kod uygulamalarinda kaygi diizeyini degerlendirmek
amaciyla Beck Anksiyete Olgegi (BAO) kullanildi.

Bulgular
COVID-19 pandemi doneminde mavi koda giden saghk
ekiplerinde; evli olanlar (p:0,001), 35-65 yas arasindaki

saglikcalisanlar (p:0,049), evinde COVID-19 enfeksiyonu i¢in
riskli olabilecek gruba dahil bireyler ile yasayanlar (p:0,02), siirekli
tedavi gerektiren kronik hastaligi veya engeli olan (p:0,027) ve
calistig1 kurumda yetersiz KKE olanlar (p:0,032), BAO sonucuna
gore anksiyete belirtileri istatistiksel olarak anlamli yiiksek ¢ikti.
Calismaya katilanlarin %5,1’inde pandemi 6ncesi tan1 konulmus
psikiyatrik hastalik varken, bu deger salgin siirecinde %17,2’ye
yiikselmistir (p:0,84). Erkek bireyler (p:0,001), evli olanlar
(p:0,019) ve uzman doktorlarin (p:0,02) COVID-19 pandemi
stirecinde tedavi gerektiren psikiyatrik hastalik orani pandemi
donemi dncesine gore istatistiksel olarak anlamli bulunmustur.

Sonuc¢

Saglik kuruluslar, her tiirlii salgin hastalik veya p gainbdi emi
kitlelerin etkilendigi durumlar i¢in her zaman hazirlikli olmali ve
gerekli ekipmanlari eksiksiz saglamalidir. Kaliteli ve siirekli bir
saglik hizmeti sunabilmek i¢in, 6zellikle mavi kod ekibi gibi riskli
calisma gruplarinda ve tiim saglik ¢alisanlarinda kaygiy1 azaltmak
¢ok onemlidir. Bunun i¢in kaliteli ¢alisma kosullart ve iyilestirme
programlar1 yaratilmalidir. En iyi fiziksel, zihinsel ve sosyal
kosullar1 saglamak tiim saglik ¢alisanlari i¢in gereklidir.

Anahtar Kelimler: Mavi kod, Kisisel Koruyucu
Ekipman, Kaygi, Beck Anksiyete Olgegi
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ABSTRACT

Objective

This study was conducted to investigate the anxiety levels
of healthcare teams who went to code blue calls during the
COVID-19 pandemic process.

Methods

Approval for the study was obtained from the local ethics
committee of our hospital and the ministry of health. Multiple
choice answers given to questions prepared in the form of an
online questionnaire were evaluated. This cross-sectional research
sample included 215 healthcare professionals working in various
provinces of Turkey between the ages of 18-65, who were actively
working in the field of health during the COVID-19 pandemic.
Beck Anxiety Inventory (BAI) was used to evaluate the anxiety
level of healthcare workers in code blue practices.

Result

In the healthcare teams who went to code blue during the
COVID-19 pandemic period; those who are married (p:0.001),
health workers between the ages of 35-65 (p:0.049), living with
individuals who may be at risk for COVID-19 infection at home
(p:0.02), have a chronic disease or disability requiring continuous
treatment (p:0.027), and have insufficient PPE in the institution
they work in (p:0.032) anxiety symptoms were statistically
significantly higher according to the BAI result. While 5.1% of
the participants had a psychiatric disease diagnosed before the
pandemic, this value increased to 17.2% during the epidemic
period (p:0.84). The rate of psychiatric illness requiring treatment
during the COVID-19 pandemic period of male individuals
(p:0.001), married people (p:0.019) and specialist doctors (p:0.02)
was statistically significant compared to the prepandemic period.

Conclusion

Health institutions should always be prepared for all kinds
of epidemics or pandemics and should provide the necessary
equipment in full. In order to provide a quality and continuous
health service, it is very important to reduce anxiety especially in
risky work groups such as the code blue team and in all health
workers. For this, quality working conditions and improvement
programs should be created. Providing the best physical, mental
and social conditions is essential for all healthcare professionals.

Keywords: Code Blue, Personal Protective Equipment,
Anxiety, Beck Anxiety Inventory
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GIRIS

Yeni Koronaviriis Hastaligi (COVID-19), insanlarin yasamlari
ve zihinsel sagliklar1 {izerinde olumsuz sonuglart olan kiiresel bir
halk sagligi acil durumudur ve pandemi olarak tanimlanmistir.
Hastaligin bulasini 6nlemek i¢in diinya genelinde milyonlarca
insan pandeminin baglangi¢ déneminden itibaren uzun siire islerine
evden devam etti. Buna karsin, saglik calisanlar1 daha yogun ve
yiiksek riskli ¢alisma kosullarinda COVID-19 enfeksiyonu igin
miicadele etmek zorunda kaldilar.

Kardiyopulmoner resiisitasyon (KPR), viriise yakalanma
riskini artiran aerosol olusturan bir prosediirdiir ve bu durum
pandemi sirasinda kilavuzlarin yeniden gozden gecirilmesine
neden olmustur.’ Kardiyopulmoner restisitasyon uygulamalari
kurtaricilarin g6giis kompresyonu, pozitif basingli ventilasyon,
ileri hava yolu yonetimi gibi aeresol lireten ¢esitli girisimleri
uygulamasint gerektirmektedir. Bu uygulamalar sonucunda
viral partikiiller havada yaklasik 2 saat kalabilmektedirler ve bu
partikiiller ¢evredeki kurtaricilar tarafindan inhale edilebilirler.
@ Resiisitasyon uygulamalar1 kurtaricilarin etkili bir ¢alisma
icin birbirine yakin durarak c¢alismalarint gerektirmektedir.
Bu nedenlerden dolayr pandemi donemi KPR uygulamalar
klinisyenlerin ve tim saglik ekiplerinin giivenligi konusunda
endiseleri artirdi.

Mavi Kod; tim diinyada ayni acil durum igin ayni rengin
kullanildigr tek renkli uyari kod sistemidir.®> Temel yasam
destegi uygulamasinin giivence altina alinma siirecidir. Hastanin
yasamsal fonksiyonlarinin geriye doniisii miimkiin olmayacak
sekilde zarar gérmemesi amaciyla en kisa zamanda miidahale
edilmesini gerektiren ve hali hazirda saglik ¢alisani i¢in birgok
acidan stres kaynagi olan bir uygulamadir. Pandemi déneminde
hastaligin kendine bulasmasi, g¢evredeki insanlara bulastirma,
kisisel koruyucu ekipman (KKE) giyilerek miidahalenin yapilmasi
gibi daha pek ¢ok endise kaynagi ile birlesince saglik ¢alisaninda
ruh sagligint olumsuz etkileyebilir.

Bu ¢alisma; COVID-19 pandemisi siirecinde saglik ¢alisanlarinin
kesinlesmis veya olast COVID-19 tanili hastalar i¢in gelen
mavi kod cagrilarinda yasadiklart kaygi diizeyini dlgmek igin
planlanmustir. Saglik calisanlarinin kritik durumdaki hastalara
yaklasimlari, mavi kod ¢agrilarina gittigi ¢alisma kosullari ve
kaygi diizeyleri degerlendirildi. Calismamizin verileri 1s1ginda
saglik calisanlarinin kaygi diizeyinin ortaya konmasi, bu konuda
farkindaligin artmasina ve saglik calisanlarinin daha iyi hizmet
verebilmesi i¢in alinmasi gereken Onlemlerin kapsaminin
degisecegine inanmaktayiz.

YONTEM

Bu calisma; kesitsel tipte epidemiyolojik bir ¢alismadir. Siire
olarak 2020 Aralik ile Nisan 2021 aylarn arasinda (pandeminin
9. ve 13.aylar1 arasinda) yiiriitiilmiistiir. Saglik c¢alisanlarindan
mavi kod c¢agrilarina gidenlerin kaygi diizeyini belirlemek
amaciyla olasiliksiz orneklemle Tirkiye’nin c¢esitli illerinde
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gorev yapan COVID-19 pandemi siirecinde aktif olarak calisan
18-65 yas arasi, bulundugu is bélimiinde mavi kod ¢agrilarina
giden 215 saglik ¢alisanina ulagildi. Orneklem biiyiikliigii hesabi
power analizi kullanilarak yapilmistir. Power %91, a =0.05, d
(effect size-etki biiyiikliigii) = 0.30 alindiginda minimum 6rnek
bilyikligi 200 kisi olarak hesaplanmistir. Calisma tek merkezli
olarak yiiriitiildi. Calisma ekibi tarafindan hazirlanan internet
tabanli anket formu tiim Tiirkiye’ye meslek dernekleri araciligr ile
tiyelerin e-posta adreslerine gonderildi ve anketin yanitlari linkler
tizerinden toplandi. Mavi kod uygulamalarinda kaygi diizeyini
degerlendirmek amaciyla hazirlanan ankette Beck Anksiyete
Olgegi (BAO) kullanild1.

Beck anksiyete 6lgegi, 0-3 arasi puanlanan Likert tipi bir kendini
degerlendirme 6l¢egidir. Kaygi diizeyini 6lgmek i¢in Beck ve
arkadaslar tarafindan gelistirilmistir. Toplam puanin yiiksekligi
kisinin yasadig1 anksiyetenin yiiksekligini gosterir.

Veriler SPSS istatsitik paket programinda tanimlayici istatsitikler
(say1, yiizde dagilimi, ortalama, standart sapma), bagimsiz
gruplarda t testi, ANOVA testi (normal dagilim saglanmadiginda
nonparametrik Mann Whitney U ve Kruskal Wallis test), Pearson
korelasyon testi ve ki kare testi kullanilarak degerlendirildi. Veriler
degerlendirilirken tanimlayict istatistiksel analizde ortalama,
standart sapma ve yiizde dagilimlarla degerlendirildi. Kategorik
degiskenler ise kisi sayis1 (n) ve % hesaplamasi yapildi.

Arastirmanin Etik Boyutu

“COVID-19 Pandemisi Siirecinde Mavi Koda Giden Saglik
Ekiplerinin Kaygi Diizeyi” baslikli ¢aligma, Manisa Celal
Bayar Universitesi Tip Fakiiltesi Saghk Bilimleri Etik Kurulu
Komitesi’nin ~ 04.11.2020  tairihli  20.478.486/598 no’lu
onay1 alindiktan sonra, T.C Saglik Bakanligi’ndan 2020-08-
27T23 26 56 dosya numarasi ile onay aliarak yapilmustir.

BULGULAR

“COVID-19 Pandemisi Siirecinde Mavi Koda Giden Saglik
Ekiplerinin Kaygi Diizeyi” baslikli ¢alismamizda tiim verileri
digital ortamdan anket yontemiyle elde ettik. Demografik veri
olarak calismaya katilanlarin %58,1°1 kadin ve %61,4’1 evliydi.
Katilimeilar 18-34 yas, 35-65 yas olmak iizere 2 gruba ayrildi.
18-34 yas grubu % 61,4 ile ¢ogunlugu olusturdu.

Anketimize katilan saglik ¢alisanlarindan %46,5’1 uzmanlik
Ogrencisi doktorlar, %57,2°si tniversite hastanesinde g¢alisanlar
ve %38,1°1 10 yildan fazla siiredir saglik sektoriinde ¢alisanlardir.
Katilimeilarin - %20,9°’u evinde COVID-19 enfeksiyonu igin
riskli sayilabilecek bireylerle yasadigii, %24,7°si siirekli tedavi
gerektiren kronik bir hastalig1 veya engeli oldugunu bildirdi. Tiim
sosyo-demografik veriler Tablo 1’de 6zetlenmistir. Pandemi ve
alinacak tedbirler ile ilgili hastanelerde ya da diger ilgili birimlerde
(Saglik Midirligi veya diger) bilgilendirme ya da egitimlerin
yeterli sekilde verildigini belirtenler katilimeilarin %33,5’ini
olusturmaktaydi.
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Tablo 1. Sosyo-demografik Ozellikler (n:215)
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Calisma kosullarinda mavi kod {iyesi olan ve c¢alismamiza
yanit veren katilimeilarin %59,5’i COVID-19 hastast i¢in mavi

| n | Yiizde (%) kod cagrisina gitmistir. Mavi kod ¢agrisina gidip yiiksek riskli
Cinsiyet girisimde bulunanlar ise grubun %70’ini olusturmaktadir. Saglik
Kadin 125 58,1 calisanlarinin %68,8 1 c¢alistigi kurumda olasi veya kesinlesmis
Erkek 90 41,9 COVID-19 tanili hastalarin resiisitasyonu i¢in gerekli KKE
Medeni haliniz diizeyinin yeterli o}dugunu belirtti. Cahstlgl kqmmc}a yetersi;
KKE oldugunu belirten katilimcilarin %701 tniversite, %12’si
Bekar 83 38,6 R s .
. sehir/egitim arastirma, %14 unu devlet hastanesinde caligsanlar
Evli 132 614 olusturmaktayd: (Tablo2). Katilmcilarm %19,5’1 calistig
Yas kurumda hastane i¢i olasi veya kesinlesmis COVID-19 olan
18-34 132 61,4 hastalarda KPR ile ilgili kurs ya da egitim diizenlendigini %80,5’1
35-65 33 38.6 diizenlenmedigini belirtti. Boyle bir kurs diizenlenirse %87,9’u
Gorev/unvan katilmak istedigini belirtti.
Uzmanlik 6grencisi doktor 100 46,5 Tablo 2 lstlan k daki KKE veterliligi (n:215
- ablo 2. Calisilan kurumdaki eterliligi (n:
Ogretim tiyesi doktor 30 14,0 Calis y gi( )
Anestezi teknikeri 31 14,4 ] KKE yeterliligi
Hemsire 14 6,5 Cahstig
Acil tip teknikeri 3 3.7 Kurum Yeterli Yetersiz Kararsiz
n (%) n (%) n (%)
Uzman doktor 28 13,0 112 (acil ¢ag —
. acll ¢cagrl merkezi
Meslekte ¢alistign yil ve ambulans) 2(14) - -
1 yildan az 8 3,7
TSy o -y Devlet Hastanesi 24(162) | 7(14,0) 1(5,9)
6-10yil 63 29,3 Ozel Hastane 13 (8,8) 2 (4,0) 1(5,9)
10 yildan fazla 82 38,1
Cahstiginiz kurum Sehir / Egitim 34 (23,0) 6 (12,0) 1(5,9)
- Arastirma Hastanesi ’ ’ ’
Universite Hastanesi 123 57,2
Sehir Hastanesi/Egitim ve Aragtirma Hastanesi 41 19,1 Universite Hastanesi | 74 (50,0) [ 35(70,0) 14 (82,4)
Devlet hastanesi 32 14,9 Vakif Universitesi
- : 1(0,7) - -
Ozel hastane 16 7,4 Hastanesi
112 (acil ¢agri merkezi ve ambulans) 2 0,9 Toplam 148 (68,8) | 50 (23,3) 17 (7,9)
Vakif Universitesi Hastanesi 1 0,5
Evinizde covid-19 enf icin riskli grupta olabilecek bireyler var mi? KKE: Kisisel Koruyucu Ekipman
Evet 45 20,9
Hayir 170 79,1 Calismamizda, pandemi kosullarinin saglik calisanlarinda
Sigara kullanim aligkanhgi aileye enfeksiyon bulastirma riskinin en yiiksek kaygi diizeyi
Hergiin en az 1 tane 7 335 olusturdugunu tespit ettik (%93). (Sekil 1)
Biraktim 31 14,4
Hig kullanmadim 112 52,1
Alkol kullanim sikhigi
Hergiin 10 4,7
Ara sira 126 58,6
Hig kullanmadim 79 36,7
Kronik hastalik
Var 53 24,7
Yok 162 75,3
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Sekil 1. Pandemi siirecinde mavi kod saglik c¢alisanlarinda kaygi bozuklugu olusturanlar etkenler.

Kendime bulas riski
Aileme bulag riski
Gelir kaylb riski —50 (%23,3)
Yetersiz beslenme ve saghgimi... — 40 (%18,6)

Sosyal hayatimin kisitlanmasi
Ulke ve dinya capinda olugabil...

Ailemden can kaybi olma riski,... |—1 (%0.5)

Ekonomik kriz|—1 (%0.,5)

Olim olasihdinin yiilksek olmasi [—1 (%0,5)

1] 50

Anketimizde mavi koda giden saglik calisanlarinda olusan kaygiy1
6lgmek igin 21 soruluk BAO kullanildi. Calismaya toplam 215
kisi katildi, fakat bunlardan sadece toplam 186 kisisi BAO’ne tam
olarak yanit verdi. Yirmi bir sorudan olusan BAO i¢inde bulunan
sorulara verilen cevaplar puan sistemi ile degerlendirilmektedir.
Hic segenegi 0 puan, hafif 1 puan, orta 2, ciddi secenegi ise 3
puandir. Testin sonunda puanlar toplanir ve BAO den elde
edilen toplam puana gore anksiyete belirtileri dort diizeyde
degerlendirilir:

* 0-7 puan: Minimal diizeyde anksiyete belirtileri,

* 8-15 puan: Hafif diizeyde anksiyete belirtileri,

* 16-25 puan: Orta diizeyde anksiyete belirtileri,

* 26-63 puan: Siddetli diizeyde anksiyete belirtileri

gostermektedir.

Biz calismamizda degerlendirmenin daha yol gosterici olacagini
diisiinerek saglik calisanlarmin kaygi diizeyini BAO’ne
verdikleri cevaplara gore;

* Normal-hafif anksiyete (0-15)

* Orta-siddetli anksiyete (16-63) belirtileri gosterenler olarak

iki gruba ayrdik.

Saglik calisanlarinin ankete verdigi yanitlara gére mavi koda
giden saglk calisanlarinda BAO sonuglarinda  %70,4’liik
kesimde normal-hafif anksiyete, %29,6’sinda orta-siddetli
anksiyete belirtileri oldugunu tespit ettik. Orta-siddetli anksiyete
belirtilerinin yas araliklarina gore degerlendirdigimizde; 18-34
yas araligindaki saglik calisanlarinin %24,6> sinda, 35-65 yas
grubu saglik calisanlarinin %38,2’sinde orta-siddetli anksiyete
belirtileri oldugu gortildi ve istatiksel anlamli bulundu (p:0,049)
(Tablo 3).
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Tablo 3. Saglik Calisanlarinin Yas Araligina Gére BAO Sonuglar
(n:186)

BECK ANKSIYETE OLCEGI
Yag Normal-Hafif | Orta-Siddetli p*
Anksiyete Anksiyete
n (%) n (%)
18-34 yas 89 (75,4) 29 (24,6)
35-65 yas 42 (61,8) 16 (38,2)* 0,049*
Toplam 131 (70,4) 55 (29,6)

*Ki- kare testine gore: iki yas grubu arasindaki orta-siddetli
anksiyete karsilatirmasi, BAO:Beck Anksiyete Olgegi

Pandemi déneminde mavi koda giden saglik ¢alisanlariin kaygi
diizeyi cinsiyete gore orta siddetli anksiyete belirtisi gosterenlerin
oranlar1 kadinlarda %29,6 ve erkeklerde %29,5 olmak iizere
esit sonuclar elde edilmistir (p:0,557). Meslekte 10 yildan fazla
calisanlarin %36,9’unda BAO’ne gore orta-siddetli anksiyete
belirtisi gostermis olup, meslekte 1 yildan az goérev yapmis saglik
calisanlarinin hicbirinde BAO’ne gore orta-siddetli anksiyete
belirtisi goriilmemistir (p:0,065) (Tablo 4).
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Tablo 4. Saglik sektdriinde galistigr yila gére BAO sonuglart
(n:186)

5 Beck Anksiyete Olcegi

Saghk
sektoriinde | Normal-Hafif | Orta-Siddetli Toplam p*
cahstigr yil Anksiyete Anksiyete n (%)

n (%) n (%)

1 yildan az 8 (100,0) - 8(4,3)

1-5yil 44 (78,6) 12 (21,4) 56 (30,1)

6-10 yal 38 (66,7) 19 (33,3) 57 (30,6) | 0,065*

10 yildan
fazla 41(63,1) 24 (36,9) 65 (34,9)

*Ki- kare testine gore: iki yas grubu arasindaki orta-siddetli
anksiyete karsilatirmasi, BAO:Beck Anksiyete Olgegi

Beck anksiyete Olgegi sonuglarina gore, COVID-19 pandemi
doneminde mavi koda giden saglik ¢aliganlarindan 6gretim tiyesi
doktorlarin  %36’s1, uzmanlik 6grencisi doktorlarin %27,7’si,
acil tip teknikerlerin %42,9°u, pratisyen hekimlerin %251,
uzman doktorlarin %44’ orta-giddetli anksiyete belirtileri
gostermektedir (p:0,345). Pandemi doneminde mavi koda giden
saglik calisanlarinda cinsiyet, saglik sektoriinde calistigi yil
ve gorev/unvan degerlendirilmesine gore BAO’ne gore farkh
yiizdeler olsa da anksiyete siddetinde gruplar arasinda istatiksel
olarak anlamli bir farklilik saptanmadi.

Pandemi doneminde mavi koda giden saglik ¢alisanlarinda bekar
olanlarin %16’s1, evli olanlarin %38,7’sinde orta-siddetli anksiyete
belirtileri goriilmis olup, bu veri gruplar arast istatistiksel olarak
anlamli bulunmustur (p:0,001).

Evinde COVID-19 enfeksiyonu i¢in riskli olabilecek gruba dahil
bireyler ile yasayan saglik ¢alisanlar1 arasinda pandemi déneminde
mavi kod uygulamalarinda BAO ne gére orta-siddetli anksiyete
belirtileri gdsterenlerin orani %43,9 olup, evinde bu hastalik igin
riskli birey ile yasamayanlar ile karsilagtirildiginda daha yiiksek
puanlar aldiklarimi belirledik. Bu degerler istatiksel olarak anlamli
bulunmustur (p:0,02) (Tabloe 5).

Tablo 5. Evinde COVID-19 enfeksiyonu igin riskli gruba dahil
olabilecek bireyle yasayan saglik ¢alisanlarinda BAO sonuglari
(n:186)

Beck Anksiyete Olcegi
Evinde Normal-Hafif | Orta-Siddetli p*
COVID-19 Anksiyete Anksiyete
enfeksiyonu n (%) n (%)
icin riskli Evet 23 (56,1) 18 (43,9)*
gruba dahil
olabilecek Hayir 108 (74,5) 37 (25,5) 0.02%
birey ile
yasiyor mu? Toplam 131 (70,4) 55(29,6)

*Ki-kare testine gore: evinde COVID-19 enfeksiyonu i¢in riskli
gruba dahil olabilecek birey ile yasayan ve yasamayanlarin
orta-siddetli anksiyete oranlarimin karsilastirilmasi

BAO:Beck Anksiyete Olgegi
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Siirekli tedavi gerektiren kronik hastaligi veya engeli olan saglik
¢alisanlarinin COVID-19 pandemi doneminde mavi koda giderken
orta-siddetli anksiyete belirtisi gosterenlerin oran1 %42,2 iken;
kronik hastalig1 veya engeli olmayanlarin orta-siddetli anksiyete
belirtisi gosterenlerin orani %25,5 oldugu goriildi. Bu veride
istatiksel olarak gruplar arasinda anlaml farklilik oldugu tespit
edildi (p:0,027)

Yaptigimiz caligmada pandemi déneminde mavi koda giden
saglik calisanlarinin alinacak tedbirlerle ilgili hastanesinde egitim
verilip verilmemesi agisindan degerlendirildiginde; yeterli sekilde
egitim verilenlerin %24,2’sinde, egitim verilmemis olanlarin
ise %37,2’sinde orta-siddetli anksiyete belirtisi varken bu fark
istatistiksel olarak anlamli degildir (p:0,356).

Gerekli ekipmanlar agisindan degerlendirildiginde ¢alistigt
kurumda pandemi déneminde tamamen yeterli KKE oldugunu
sOyleyen saglik g¢alisanin %15,4’de pandemi déneminde mavi
koda giderken orta-siddetli anksiyete belirtileri oldugu, tamamen
yetersiz diizeyde oldugunu sdyleyen saglik ¢alisanlarinin %100°de
orta-siddetli anksiyete belirtileri oldugu goriilmiistiir. Gruplar
arasinda istatiksel olarak anlaml fark elde edilmistir (p:0,032)
(Tablo 6).

Tablo 6. Saglik ¢alisanlarinda Kisisel koruyucu ekipman yeterlilik
diizeyi ile BAO sonucunun karsilastiriimasi (n:186)

Beck Anksiyete Olcegi
KKE yeterliligi | Normal-Hafif | Orta-Siddetli p
Anksiyete Anksiyete
n (%) n(%)
Kararsizim 11(78,6) 3(21,4)
Tamamen yeterli 22 (84,6) 4(15,4)
Tamamen yetersiz - 3 (100,0)*
0,032*
Yeterli 73 (69,5) 32(30,5)
Yetersiz 25 (65,8) 13 (34,2)
Toplam 131 (70,4) 55(29,6)

*Ki-kare testine gore:

KKE yeterlilik diizeyi ile orta-siddetli anksiyete karsilatirilmast,
KKE: Kisisel koruyucu ekipman

BAO:Beck Anksiyete 6lcegi
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Saglik calisaninda yaptigimiz anket sonucglarinda %5,1’inde
pandemi dncesi tani konulmus psikiyatrik hastalik varken, bu deger
salgin siirecinde %17,2’ye yiikseldigi goriildi. Salgmn siirecinde
psikiyatrik tedavi alan saglik ¢alisani sayisinin yiikseldigi tespit
edilse de salgin 6ncesi ve sonrasi arasinda istatiksel olarak anlaml
farklilik goriilmemistir (p:0,84).

Calistigt  kuruma  gore  psikiyatrik  hastalik  oranini
karsilagtirdigimizda, devlet hastanesinde ¢alisanlarda salgin
oncesi tani konulmus psikiyatrik hastalik oram1 %9,3 iken,
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salgin silirecinde tedavi gerektiren psikiyatrik hastaligi olanlar
% 21,8 (p:0,113), sehir/egitim arastirma hastanesinde salgin
oncesi %7,3 iken salgin siirecinde %12,2 (p:0,67) ve iiniversite
hastanesi ¢alisanlarinda salgin dncesi %4 iken salgin siirecinde
%20,3 (p:0,268) olarak tespit edilmistir. Caligtig1 kurum agisindan
psikiyatrik hastalik oranlarinda salgin 6ncesi ve sonrasi anlamli
farklilik bulunmamustir (Tablo 7).

Tablo 7. Calistig1 kurum ve salgin dncesi/sonrasi psikiyatrik hastalik orani (n:215)

Salgin siirecinde baslanan herhangi bir psikiyatrik tedavi almakta m1?
< Evet Hayiwr Toplam
Calistig1 kurum n (%) n (%) n (%) pP*
_ Salgm 112(acil ¢agr Evet - - -
oncesinde tamist | - merkezi ve Hayr - 2 (100,0) 2(100,0) -
konulmus ambulans)
herhangi bir Toplam - 2 (100,0) 2(100,0)
psikiyatrik Evet 2(6,2) 1(3,1) 3(9,3)
hastahigi var | Devlet hastanesi Hayr 5(15,6) 24 (75,0) 29(90,6) 0,113*
mi? Toplam 7(21,8) 25 (78,1) 32(100,0)
Evet - - -
Ozel Hastane Hayir - 16 (100,0) 16(100,0) -
Toplam - 16 (100,0) 16 (100,0)
Sehir /Egitim Evet - 3(7.3) 3(7.3)
ve Arastirma Hayir 5(12,2) 33 (80,5) 38 (92,7) 0,670*
Hastanesi Toplam 5(12,2) 36 (87.8) 41 (100,0)
o Evet 2 (1,6) 3(2,4) 5(4,0)
niversite %
Hastanesi Hayir 23 (18,7) 95 (77.,3) 118 (96,0) 0,268
Toplam 25(20,3) 98 (79,7) 123 (100,0)
Valaf Evet - - -
Universitesi Hayir - 1(100,0) 1 (100,0) -
Hastanesi Toplam - 1 (100,0) 1 (100,0)

*Fisher Exact Testine gore: Devlet hastanesi, sehir/egitm arastirma ve iiniversite hastanesi ¢calisanlarinin pandemi éncesi ve sonrasi

psikiyatrik tedavi baslanma orani karsilastirilmasi

Erkeklerin %6,8’inde pandemi dncesi tan1 konulmus bir psikiyatrik
hastalik mevcutken, COVID-19 pandemi siirecinde tedavi
gerektiren psikiyatrik hastalik orani % 8,9’a yiikselmistir (p:0,001).
Evli olan saglik calisanlarinda %4,6’sinda pandemi Oncesi
tan1 konulmus bir psikiyatrik hastalik mevcutken, COVID-19
pandemi siirecinde tedavi gerektiren psikiyatrik hastalik orani
%15,9 olarak bulunmustur (p:0,019). Uzman doktorlarin %7,2’si
pandemi dncesi tant konulmus bir psikiyatrik hastalik mevcutken,
COVID-19 pandemi siirecinde psikiyatrik tedavi baglananlarin
orant %17,9 ‘a yiikselmistir (p:0,02). Bu sonuglara gore; erkek,
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evli olan saglik calisanlar1 ve uzman doktorlarda COVID-19
pandemi doneminde Oncesine gore psikiyatrik hastalik artis oran
istatistiksel olarak anlamli bulunmustur.

TARTISMA

Yeni Koronaviriis Hastalig1 pandemi donemi, tiim diinyada saglik
calisanlarini ¢ok farkli yonlerden etkiledi. “COVID-19 Pandemi
Stirecinde Mavi Koda Giden Saglik Ekiplerinin Kaygi Diizeyi”
baslikli ¢alisma, pandemi siirecinin 9. ve 13.aylarin1 kapsayan
iilkemizin farkli illerinde gorev yapan ve mavi kod cagrilarina

Sorumlu Yazar
hazal1004@hotmail.com



Turkish
Journal of
RESUSCITATION

giden saglik c¢alisanlarin internet iizerinden yanitladigi anket
sonuglarmi gosterir. Anketimizin aktif uygulandigi siireci goz
onlinde bulundurdugumuzda, COVID-19 pandemisinin birinci
yilin1 doldurdugu doénemde saglik calisanlari i¢inde mavi kod
ekibinin durumuvekaygidiizeyinin gostergesi agisindan iilkemizde
sunulan tek veridir. Aragtirmamiza katilan saglik ¢alisanlarinin
bliylik ¢ogunlugu iiniversite hastanesinde c¢aligmakta ve biiyiik
oranda uzmanlik 6grencisi doktorlarindan olusmaktaydi.

Calismamizin verilerine gore, pandemi doneminde saglik
¢alisanlarinda hastaligin kendine bulas riskinden g¢ok ailesine
bulagtirma riskinin daha fazla kaygi diizeyi olusturdugunu
tespit ettik. Sosyal hayatin kisitlanmasi, iilke ve diinya ¢apinda
olusabilecek sosyoekonomik olumsuzluklar, gelir kaybi riski,
yetersiz beslenme ve sagliginin bozulmasi gibi yakin gelecekte
geligebilecek olumsuz durumlarin da saglik calisanlarinda kaygi
diizeyini arttirdigi bulduk.

COVID-19 pandemi déneminde pandemi ve alinacak tedbirler ile
ilgili hastanelerde ya da diger ilgili birimlerde (saglik midiirligi
veya diger) bilgilendirme ya da egitimlerin yetersiz oldugu
sonucuna ulasildi.

Anketimize katilan saglik ¢alisanlarinin ¢ogu mavi koda
gidince yiiksek riskli girisimlerde bulundugunu bildirdi (gogis
kompresyonu, pozitif basmngli ventilasyon, ileri hava yolu
yonetimi gibi aeresol lireten girisimler). Bununla birlikte %31,2
oraninda saglik calisani da calistigi kurumda KKE nin yetersiz
oldugunu belirtmistir ve bunlarin da %701 {iniversite hastanesi
saglik calisanlaridir. Sirastyla %14 devlet hastanesi, %12 oraninda
da sehir ve egitim arastirma hastanesi saglik calisanlari KKE
yetersizligi oldugunu belirttiler.

Ankara Tabip Odasi, pandeminin birinci ayinda (10 Nisan 2020)
yapilan anket ¢alismasinin sonuglarina gore bir rapor yayinladi.
Bu raporda;

- Saglik kurumlarinin COVID-19 pandemisinde saglik
calisanlarint korumay1 hedefleyen onlemleri almakta ¢ok
yeterli olmadiklar1 ve yetersizlik siralamasinda egitim ve
arastirma, liniversite, devlet ve Ozel hastaneler arasinda
belirgin bir fark olmadigi,

- Kisisel koruyucu ekipman temini konusunda, saglik
calisanlarinin talep ettigi her an malzemeye ulasma
diizeylerinin %10-30 arasinda bulundugunu belirtmisti.

Bu anket ile hekim ve diger saglk calisanlarinin COVID-19
nedenli hastalik ve 6liim ile sonuglanan verileri dikkate alindiginda,
kisisel koruyucu ekipman ve hastane i¢ organizasyonlarindaki
eksikliklerin acil olarak giderilmesinin dnemine vurgu yapilmistir.
@ Bizim ¢alisma sonuglarimiz ile Nisan 2020 pandemi baslangig
donemi yapilan bu agiklama verilerini karsilastirdigimizda, KKE
sorununa iligskin sehir ve egitim arastirma hastaneleri ile devlet
hastaneleri yoniinden iyilestirme saglandigi, fakat tiniversite
hastanelerinde Nisan 2021 doneminde bile biiyiik yiizde ile ciddi
bir sorun olarak devam ettigi goriilmektedir.
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Yaptigimiz ¢alismada Ozellikle pandemi doéneminde siipheli
veya kesinlesmis COVID -19 lu hastaya KPR ile ilgili hastane
ici kurs veya egitimlerin yetersiz oldugu ve boyle bir egitim
diizenlendiginde saglik calisanlarinin %87,9 oraninda katilmak
istegini saptadik.

Beck  Anksiyete  Olgegi  sonuglari  cinsiyete  gore
degerlendirildiginde kadin ve erkeklerde orta ve siddetli anksiyete
belirtileri gosterenlerin oran1 birbirine yakin bulunmustur.
Calismamiza benzer sekilde Cin’de COVID-19 salgini sirasinda
doktor ve hemsirelerin ruh saghgr durumu iizerine yapilan
calismada cinsiyetin yiiksek kaygi tizerine belirleyici bir etkisinin
olmadig1 gértlmiistiir.® Bizim ¢alismamizin sonuglarindan farkl
olarak, Zhang ve ark., kadin saglik ¢alisani olmanin, uykusuzluk,
anksiyete, depresyon ve obsesif-kompulsif semptomlar i¢in ortak
risk faktorleri olusturdugunu vurgular.©®

Calismamizda saghk  sektoriinde c¢alistigi  yila  gore
degerlendirildiginde BAO sonuglarinda anksiyete diizeyinde
anlamli farklilik goriilmedi. Yasa gore degerlendirdigimizde 35-65
yas arast saglik ¢alisanlarinda mavi kod uygulamalari esnasinda
anksiyete diizeyi anlamli olarak yiiksek bulundu. Literatiire
bakildiginda; COVID-19 enfeksiyonu tiim yas gruplarini etkilese
de oliimlerin ¢ogunlugu yashlar arasinda olmustur.” Wang ve
ark tarafindan yapilan ¢alismada yogun bakim iinitesine (YBU)
kabul edilen hastalar, YBU’ ne kabul edilmeyenlere gore daha
yasliyd.® Bu bilgiler 1s131inda, ¢calismamiz verilerine dayanarak,
yasin ilerlemesinin anksiyete iizerine olumsuz etkileri oldugu
kanaatine vardik.

Bekar ve evli olarak iki grup arasinda yaptigimiz karsilastirmada
anket sonuclarinda evli olanlarin daha yiiksek puanlar aldigini
gordiik ve istatistiksel olarak anlamli bulundu. Mavi kod
uygulamalari disinda literatiirde COVID-19 salgini siirecinde evli
olmanin ve bakmakla yiikiimlii cocuklarin olmasinin stres diizeyini
yiikselttigini belirten ¢alisma vardir.”» Mavi kod galigsani saglikg¢ilar
i¢cin ¢alismamizin sonuglart ilk verilerdir. Kronik hastaligi veya
engeli olan saglk c¢alisanlar1 herhangi bir hastaligi olmayanlarla
karsilastirildiginda ise mavi kod uygulamalari sirasinda anksiyete
belirtilerinin anlamli olarak daha siddetli oldugunu tespit ettik.
Literatiirde COVID-19 salgini sirasinda tibbi saglik ¢alisanlarimin
ruh sagligi ve psikososyal sorunlart lizerine Cin’de yapilan
calismada organik hastaliga sahip olmak uykusuzluk, anksiyete,
depresyon ve obsesif-kompulsif semptomlar igin risk faktori
oldugu gortilmiistiir.© Yine literatiirde saglik durumu kotii olan ve
kronik hastalik 6ykiisii olan bireyler COVID-19 salgini siirecinde,
salginin psikolojik etkisini daha fazla yasadiklarini belirtirken,
stres, anksiyete ve depresyon siddetini daha yiiksek olarak
bildirmigtir.1?

Literatiir verileri koronaviriis ile enfekte olan ¢ogu insanin
mevsimsel grip gibi hafif ve kendini smirlayan bir hastalik
geeirdigini, yaslilik, kardiyovaskiiler hastalik, diyabet, kronik
solunum hastaligi, hipertansiyon ve kanser gibi komorbiditesi
olan kisilerde ise hastaligin siddetinin ve 6lim riskinin arttigini
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bildirilir."1?  Anketimizin sonuglarinda evinde COVID-19
enfeksiyonu igin yiiksek riskli sayilabilecek bireylerle yasayan
saglik calisanlarinin, yasamayan saglik calisanlarina gore
anksiyete belirtilerinin daha siddetli ve istatiksel anlamli
oldugunu tespit ettik. Mavi kod saglik calisanlarinda bu verileri
degerlendiren herhangi bir literatiir bilgisine ulasamadik. Calisma
verilerimiz, yiiksek hastalik riski tasiyan bireylerle yasayan
mavi kod calisanlarinin pandemi siirecinde anksiyete ve kaygi
diizeylerinin anlamli arttigint gosteren ilk ¢aligmadir.

Kisisel koruyucu ekipman ve enfeksiyon kontrol onlemleri
konusunda daha yogun egitim almak, saglik c¢alisanlarint
bu konularda desteklemek, COVID-19 doneminde saglik
calisanlarinin psikolojik dayanikliligini arttirdigini vurgulayan
calismalar vardir."*!'Y Calismamizda saglik ¢aliganlarinin alinacak
tedbirlerle ilgili hastanesinde egitim verilip verilmemesi agisindan
degerlendirildiginde, istatiksel olarak anlamli olmasa da oran
olarak egitim alanlarm mavi koda giderken kaygi diizeylerinin
daha az oldugu tespit ettik. Ayrica yeterli diizeyde KKE oldugunu
sOyleyen saglik calisanlarinin yetersiz diizeyde oldugunu sdyleyen
saglik ¢alisanlarindan mavi kod sirasinda anksiyete belirtilerinin
dahaazoldugunu gordiik. Kisisel koruyucu ekipman yetersizliginin
mavi koda giden saglik calisanlarinda kaygi diizeyini arttirdigi
tahmin edilebilir bir sonugtur. Ulke verilerimizin diinya literatiir
verilerine katki sagladigini diiginmekteyiz.

Wuhan’da 2020’de 5062 saglik personelinin degerlendirildigi
bir ¢alismada sosyo-demografik ozellikler arasinda, depresyon,
akut stres ve anksiyete belirtileri i¢in ortak risk faktorleri; kadin
cinsiyet, dnceden var olan ruhsal bozukluk 6ykiisii, kronik (bulasici
olmayan) hastalik 6ykiisii, 10 yildan daha uzun siiredir galisma
olarak saptanmistir.'> Bizim ¢alismamizda pandemi déneminde
mavi kod uygulamalarinda anksiyete diizeyinin artigi igin risk
faktorleri; ileri yas, evli olmak, kronik hastaliginin olmasi, evinde
COVID-19 enfeksiyonu i¢in risk olusturabilecek bireyle yasamak,
calistig1 yerde yetersiz KKE olmasidir.

Calismamizda tiim saglik calisanlar1 degerlendirildiginde salgin
doneminde saglik c¢alisanlarinda psikiyatrik hastalik oraninda
istatistiksel anlamli olmasa da (p:0,84), anket sonuglarimiza goére
pandemi dncesi tan1 konulmus psikiyatrik hastalik oran1 %5, 1 iken,
budeger salgin siirecinde %17,2’ye kadar yiikselmistir. Literatiirde
pandemi doneminde psikolojik anormallik insidansinin normal
zamanlara gore artig lehine anlamli farklilik gésterdigini saptayan
¢alismalar mevcuttur.(6,16,18) Saglik ¢alisanlarinda salgin 6ncesi
ve salgin siirecinde psikiyatrik hastalik oraninin ¢alistigi kurum
acisindan degerlendirildiginde anlamli bir farklilik goriilmemistir.
Calismamizda cinsiyete gore psikiyatrik hastalik artisinda ise
erkeklerde artis orani istatiksel olarak anlamli bulundu. Bazi
¢alismalarda bizim sonucumuzdan farkli olarak, kadin cinsiyet
pandemi doneminde anksiyete ve depresyon semptomlari igin
ortak risk faktorii olarak belirtilmigtir. 117
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Bunun yaninda iilkemizde genis bir érneklem ile yapilmig bir
calismaya gore, katilimcilarin COVID-19 Oncesi ve sonrasi
somatizasyon, anksiyete, fobik anksiyete, obsesif kompulsif
bozukluk, depresyon, diismanlik ve Ofke belirti puanlari
karsilastirildiginda kadinlarin tiim belirtilerde daha yiiksek farklar
sergiledikleri yani koronaviriisten psikolojik olarak daha fazla
etkilendikleri belirlenmisgtir.!®

Anket verilerimiz sonucunda evli olan saglik calisanlarinda
pandemi sonrasi psikiyatrik hastalik oranlarindaki artis istatiksel
olarak anlamli bulunmustur. Benzer sekilde 2006 yilinda SARS
salginmin Cin’deki hastane c¢alisanlar1 tizerindeki psikolojik
etkileri agisindan yapilan bir ¢aligmada evli hastane ¢alisanlari, evli
olmayan veya bosanmis olanlara gore daha fazla SARS korkusu
bildirdiler."” Yine calismamz Toronto’daki saglik c¢alisanlari
iizerinde yapilan ve ¢ocuklarla birlikte yasayan saglik ¢alisanlari
arasinda kisinin veya ailesinin sagligina yonelik endisenin 6nemli
6l¢iide daha yiiksek oldugunu bulan bir aragtirmanin sonuglart ile
tutarlidir.??

Gorev/iinvana gore karsilastirildiginda psikiyatrik hastalik artist
uzman doktor grubunda anlamli olarak yiiksek saptandi. Diger
gruplarda anlamli artis goriilmemistir. Literatiirde, 6n saflardaki
calisan saglik personelinde depresyon, anksiyete, somatizasyon
ve uykusuzluk semptomlarinin genel popiilasyondakinden daha
ciddi oldugunu gosteren calismalar mevcuttur.?) Zhang ve ark.
tarafindan COVID-19 salgii sirasinda saglik calisanlarinin
psiko-sosyal sorunlara sahip olup olmadiginin arastiriimasi
amaciyla yapilan ¢alismada ozellikle hastayla birebir temasta
bulunan caliganlarin anksiyete, depresyon ve obsesif kompulsif
semptomlarin temasta bulunmayanlara gore daha yiiksek oldugu
goriilmistiir.(6) Doktor ve hemsirelerin COVID-19 pandemi
doneminde ruh sagligi durumlarina yonelik yapilan bir calismada
hemsirelerin genellikle doktorlardan daha fazla is yilikiine sahip
olmasi hasta koguslarda daha uzun siire kaldiklari ve birebir
hastalar ile temas halinde olmalar psikolojik olarak doktorlardan
daha fazla olumsuz etkilendikleri bildirilmistir.®

Sonu¢ olarak; evinde COVID-19 enfeksiyonu igin riskli
sayilabilecek kisilerle veya ailesiyle yasayan saglik ¢alisanlarinin
kaygi diizeyini azaltmak adina pandemi doéneminde yeni bir
yasam alani saglanmasi, COVID -19 lu hastaya KPR ile ilgili
hastane i¢i kurs veya egitimlerin daha sik diizenlenmesi, saglik
kuruluslarinin  her zaman gergeklesebilecek bir pandemiye
hazirlikli olmasi, gerekli ekipmanlarin saglanmasi ve siirekliligin
devam ettirilmesi gerekmektedir. Buna ek olarak; saglik
calisanlarinda pandemi déneminde kaygiy1 azaltmak ve daha iyi
bir saglik hizmeti vermelerini saglamak adina; optimal caligma
kosullar1 ve iyilesme programlarinin, en iyi fiziksel, zihinsel ve
sosyal kosullar1 saglamak i¢in ilgili diizenlemelerin yapilmasi
gerektigi diisinmekteyiz.
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ABSTRACT

Objective

This study was conducted to investigate the anxiety levels of
healthcare teams who went to code blue calls during the COVID-19
pandemic process.

Methods

Approval for the study was obtained from the local ethics
committee of our hospital and the ministry of health. Multiple
choice answers given to questions prepared in the form of an
online questionnaire were evaluated. This cross-sectional research
sample included 215 healthcare professionals working in various
provinces of Turkey between the ages of 18-65, who were actively
working in the field of health during the COVID-19 pandemic.
Beck Anxiety Inventory (BAI) was used to evaluate the anxiety
level of healthcare workers in code blue practices.

Result

In the healthcare teams who went to code blue during the
COVID-19 pandemic period; those who are married (p:0.001),
health workers between the ages of 35-65 (p:0.049), living with
individuals who may be at risk for COVID-19 infection at home
(p:0.02), have a chronic disease or disability requiring continuous
treatment (p:0.027), and have insufficient PPE in the institution
they work in (p:0.032) anxiety symptoms were statistically
significantly higher according to the BAI result. While 5.1% of
the participants had a psychiatric disease diagnosed before the
pandemic, this value increased to 17.2% during the epidemic
period (p:0.84). The rate of psychiatric illness requiring treatment
during the COVID-19 pandemic period of male individuals
(p:0.001), married people (p:0.019) and specialist doctors (p:0.02)
was statistically significant compared to the pre-pandemic period.

Conclusion

Health institutions should always be prepared for all kinds
of epidemics or pandemics and should provide the necessary
equipment in full. In order to provide a quality and continuous
health service, it is very important to reduce anxiety especially
in risky work groups such as the code blue team and in all health
workers. For this, quality working conditions and improvement
programs should be created. Providing the best physical, mental
and social conditions is essential for all healthcare professionals.

Keywords: Code Blue, Personal Protective Equipment,
Anxiety, Beck Anxiety Inventory
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INTRODUCTION

The new Coronavirus Disease (COVID-19) is a global public
health emergency with adverse consequences on people’s lives and
mental healt. As we all know it has been defined as a pandemic.
In order to prevent the transmission of the disease, millions of
people around the world have been working from home for a long
time since the beginning of the pandemic. In contrast, healthcare
workers were face to face with COVID-19 infection in more
intense and high-risk working conditions.

Cardiopulmonary resuscitation (CPR) is an aerosol-generating
procedure that increases the risk of contracting the virus, and
this has led to a revision of guidelines during the pandemic.
(M Cardiopulmonary resuscitation applications require rescuers
to apply various aerosol-generating interventions such as chest
compressions, positive pressure ventilation, and advanced airway
management. As a result of these applications, viral particles can
stay in the air for about 2 hours and these particles can be inhaled
by rescuers in the environment.® Resuscitation practices require
rescuers to work closely together for effective work. For these
reasons, pandemic-era CPR practices have raised concerns about
the safety of clinicians and all healthcare teams.

Code Blue is a monochrome warning code system in which the
same color is used for the same emergency situation all over the
world.(3) It is the process of securing basic life support practice.
It is an application that requires intervention as soon as possible
in order to prevent irreversible damage to the vital functions
of the patient and is a source of stress for the health worker in
many respects. It can adversely affect the mental health of the
health worker when it is combined with many other sources of
concern, such as self-infection during the pandemic, infecting
people around, and intervention by wearing personal protective
equipment (PPE).

This work is planned to measure the level of anxiety experienced
by healthcare professionals during the incoming code blue
calls for confirmed or possible COVID-19 patients during the
COVID-19 pandemic. Approaches of healthcare professionals to
patients in critical condition, working conditions for code blue
calls, and anxiety levels were evaluated. In the light of the data of
our study, we believe that the scope of the measures to be taken in
order to reveal the level of anxiety of health workers, to increase
awareness on this issue and to provide better service to health
workers will change.
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METHODS treatment. All socio-demographic data are summarized in Table 1.
This work is a cross-sectional epidemiological study. It was ) ) o
conducted between December 2020 and April 2021 (between Iable 1. Socio-demographic Characteristics (n:215)

the 9th and 13th months of the pandemic) as a duration. In order | n | Percentage (%)
to determine the anxiety level of healthcare professionals, 215 Gender
people aged between 18-65, who were actively working during the Fermale 125 5.1
COVID-19 pandemic process, who went to code blue calls in their .
work department, were reached with an improbable sample. The Male %0 41,9
sample size was calculated using power analysis. When Power Your marital status
91%, 0. =0.05, d (effect s ize) = 0 .30, t he m inimum s ample size Single 83 38,6
was calculated as 200 people. The study was conducted in a single The married 132 61,4
center. The internet-based survey form prepared by the study Age
team was sent to the e-mail addresses of the members through
. .. 18-34 132 61,4
professional associations all over Turkey and the answers of the
survey were collected through the links. Beck Anxiety Inventory 3565 83 38,6
(BAI) was used to assess the level of anxiety in code blue Position/title
applications. All assessments of BAI were placed in this question. Doctor of residency 100 46,5
BAI is a Likert-type self-assessment scale scored between 0-3. It Lecturer doctor 30 14,0
was developed l?y Beck et al. tF) measure the 1§V61 of an)'uety. The Ancsthesia technician 31 14.4
high total score indicates the high level of anxiety experienced by
Nurse 14 6,5
the person.
Emergency medicine technician 8 3,7
Data were evaluated in SPSS statistical package program using | Specialist Doctor 28 13,0
descriptive statistics (number, percentage distribution, mean, Year of employment
standard deviation), t test in independent groups, ANOVA test [ css than | year ] 37
(nonparametric Mann Whitney U and Kruskal Wallis test when 125 years o2 3.8
normal distribution is not achieved), pearson correlation test PET) = 29’3
and chi-square test. While evaluating the data, mean, standard _ - years i
deviation and percentage distributions were used in descriptive More than 10 years 82 38,1
statistical analysis. Categorical variables, on the other hand, were Institution you work for
calculated as the number of people (n) and %. University Hospital 123 57,2
Training and Research Hospital 41 19,1
Ethical Dimension of the Research X -
. . . Public Hospital 32 14,9
The study titled “The Anxiety Level of Health Teams Going to - P -
Code Blue during the COVID-19 Pandemic Period” was approved Private Hospital 16 74
by the Manisa Celal Bayar University, Faculty of Medicine, Health | Emergency Call Center and 2 0.9
Sciences Ethics Committee with the number 20.478.486/598 ~ [Ambulance
dated 04.11.2020. It was made by obtaining approval from the | Vakif University Hospital 1 0,5
Ministry of Health of the Republic of Turkey with the file number Are there individuals in your home who may be in the risk group for
2020-08-27T23 26 _56. covid-19 infection?
Yes 45 20,9
RESULTS No 170 79,1
In our study titled “The Anxiety Level of Healthcare Teams Smoki -
: . . . moking habit
Going to Code Blue During the COVID-19 Pandemic Period”, il 3 > Iy
we obtained all the data from the digital environment by survey ?aSt One. per aay i
method. As demographic data, 58.1% of the participants were I quit smoking 31 14,4
women and 61.4% were married. Participants were divided into I’ve never used 112 52,1
2 groups as 18-34 years old and 35-65 years old. The 18-34 age Frequency of alcohol use
group .constituted the n}ajority With 61.4% of the he(:)althcare Every day 10 4.7
professwnals who participated in our survey, 4§.5 % were Sometimes 126 58.6
residency student doctors, 57.2% worked at a university hospital, - "
and 38.1% worked in the health sector for more than 10 years. I've never use ” 36,7
20.9% of them reported that they live with individuals who can be Chronic disease
considered at risk for COVID-19 infection at home, and 24.7% of I have a chronic disease 53 24,7
them have a chronic disease or disability that requires continuous I do not have a chronic disease 162 75,3
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During the COVID-19 pandemic period, 33.5% of the respondents
stated that adequate information or training was provided in
hospitals or other relevant units (Health Directorate or other)
regarding the pandemic and the measures to be taken. 59.5% of
the participants who were code blue members in their working
conditions and responded to our study went to the code blue call
for a COVID-19 patient. Those who go to the code blue call and
make high-risk attempts make up 70% of the group. 68.8% of
healthcare professionals stated that the level of PPE (personal
protective equipment) required for possible or confirmed
COVID-19 resuscitation is sufficient in the institution where they
work. Of the participants who stated that there was insufficient
PPE in their institution, 70% were university hospital, 12%
training and research hospital, and 14% were employees in public
hospital (Table 2). 19.5% of the participants stated that a course
or training on CPR was organized for patients with probable or
confirmed in-hospital COVID-19 in their institution, while 80.5%
stated that they were not. If such a course is organized, 87.9% of

them stated that they would like to attend.

ORIGINAL ARTICLE
TJR 2022;1(2):87-104

Table 2. PPE proficiency at the institution of employment

Adequacy of PPE
Institution Sufficient Insufficient Indecisive
n (%) n (%) n (%)
Emergency
Call Center and 2(1,4) - -
Ambulance
Public Hospital 24 (16,2) 7 (14,0) 1(5,9)
Private Hospital 13 (8,8) 2 (4,0) 1(5,9
Training and
Research Hospital 3423.0) 6(12.0) 1659
University Hospital 74 (50,0) 35(70,0) 14 (82,4)
Vakif University
Hospital 10.7) ) )
Total 148 (68,8) 50 (23.,3) 17 (7,9)

PPE: Personal Protective Equipment

In our study, we found that the risk of transmitting infection to the family in healthcare workers due to pandemic conditions caused the

highest level of anxiety (93%) (Figure 1).

Figure 1. In which aspects does the pandemic cause anxiety in healtcare workers?

Figure 1: In which aspects does the pandemic cause anxiety in
healthcare workers?
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In our survey, the 21-item Beck Anxiety Inventory (BAI) was
used to measure the anxiety of healthcare workers who went to
code blue. A total of 215 people participated in the study, but only
186 of them fully responded to the Beck Anxiety Inventory. The
answers given to the questions in the BAI, which consists of 21
questions, are evaluated with a point system. None is 0 points,
mild is 1 point, moderate is 2 points, and severe is 3 points. At
the end of the test, the scores are added up. Anxiety symptoms
are evaluated at four levels according to the total score obtained
from BAI:

* (-7 points: Minimal anxiety symptoms,

* 8-15 points: Mild anxiety symptoms,

* 16-25 points: Moderate anxiety symptoms,

* 26-63 points: Shows signs of severe anxiety symptoms.
In our study, we thought that the evaluation would be more guiding
if we divided it into two groups according to the answers given by
the health workers’ anxiety level;

* Normal-mild anxiety symptoms (0-15)

* Moderate-severe anxiety symptoms (16-63)

According to the responses of healthcare professionals to the
questionnaire, we found that 70.4% had normal-mild anxiety
symptoms and 29.6% had moderate-severe anxiety symptoms
in the BAI results of healthcare professionals who went to code
blue. When we evaluate according to age ranges; Moderate-
tosevere anxiety symptoms were observed in 24.6% of healthcare
professionals aged 18-34 and 38.2% of healthcare workers
aged 35-65 years, and it was found to be statistically significant
(p:0.049) (Table 3).

Table 3. BAI Results by Age Range of Health Care Professionals
(n:186)

Beck Anxiety Inventory
Age p*
Normal-mild Moderate-severe
Anxiety n(%) Anxiety n(%)
18-34 years 89 (75,4) 29 (24,6)
35-65 years 42 (61,8) 16 (38,2)* 0,049%*
Total 131 (70,4) 55(29,6)

* According to chi-square test: moderate-to-severe anxiety
comparison between two age groups
BAI: Beck anxiety inventory
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Equal results were obtained, with the proportion of health workers
who went to code blue during the pandemic period and those
who showed moderate anxiety symptoms according to gender,
29.6% in women and 29.5% in men (p: 0.557). According to BAI,
36.9% of those who worked in the profession for more than 10
years showed moderate-to-severe anxiety symptoms, and none
of the health workers who worked in the profession for less than
1 year had moderate-severe anxiety symptoms according to BAI
(p:0.065) (Table 4).

Table 4. BAI results according to the years worked in the health
sector (n:186)

Years Beck Anxiety Inventory
worked
in the Normal-mild | Moderate- p*
healthcare Anxiety severe Total
. 0,
industry n(%) Anxiety n(%) | ")
Less than 1
year 8 (100,0) - 8 (4,3)
1-5years | 44 (78,6) 12214 | 56301
0,065*
6-10 years | 38 (66,7) 19333) | 57306
More than
10years | 416D 24369 | 650349

* According to the chi-square test: moderate-to-severe anxiety
comparison between two age groups.
BAI: Beck anxiety inventory

According to the results of BAI, 36% of lecturer doctor, 27.7%
of residency students, 42.9% of emergency medicine technicians,
25% of general practitioners, 44% of specialist doctors who
went to code blue during the COVID-19 pandemic period show
moderate-to-severe anxiety symptoms (p:0.345). Although there
were different percentages according to BAI in health workers
who went to code blue during the pandemic period, according to
gender, years of work in the health sector and job/title evaluation,
no statistically significant difference was found between the
groups in the severity of anxiety.

Moderate-to-severe anxiety symptoms were observed in 16%
of single and 38.7% of married healthcare workers who went to
code blue during the pandemic period, and this data was found to
be statistically significant between groups (p:0.001). Health care
workers living with individuals who may be at risk for COVID-19
infection at home, the rate of those who showed moderate-tosevere
anxiety symptoms according to BAI during code blue applications
during the pandemic period is 43.9%, and it is higher when
compared to those who do not live with an individual at risk for
this disease at home. These values were found to be statistically
significant (p:0.02) (Table 5).

Corresponding Author
hazal1004@hotmail.com



Turkish
Journal of
RESUSCITATION

Table 5. BAI results in healthcare workers living with individuals
who may be at risk for COVID-19 infection at home (n:186)
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Table 6. BAI result in healthcare workers in terms of the adequacy
of PPE (n:186)

. Beck Anxiety Inventory
Beck Anxiety Inventory Qualification of p
PPE Normal-mild | Moderate-severe
P % %
Normal-mild | Moderate-severe n (%) n (%)
Anxiety Anxiety .
n (%) n (%) Totally Sufficient 22 (84,6) 4 (15,4)
Do you'live Sufficient 73 (69,5) 32 (30,5)
with an Yes 23 (56,1) 18 (43,9)*
individual
at risk for Not sure 11(78,6) 3(21,4)
COVID-19 0.032%
infecti No 108 (74,5 37 (25,5 0,02% o ’
infection at (74.5) (25.5) Insufficient 25 (65.8) 13 (34.2)
home?
Totally Insufficient - 3(100,0)
Total | 131 (70,4) 55(29,6)
Total 131 (70,4 55 (29,6
*According to the chi-square test: Comparison of the moderate- (704) (29:6)

severe anxiety rates of the individual who may be included in the
risk group for COVID-19 infection at home and those living and
not living

BAI: Beck anxiety inventory

While the rate of health workers with a chronic disease or
disability requiring continuous treatment to go to code blue
during the COVID-19 pandemic period, the rate of those who
showed moderate-to-severe anxiety symptoms was 42.2%; It was
seen that the rate of those who did not have a chronic disecase or
disability and showed moderate to severe anxiety symptoms was
25.5%. In this data, it was determined that there was a statistically
significant difference between the groups (p:0.027). While 24.2%
of those who were adequately educated and 37.2% of those who
were not educated had moderate to severe anxiety symptoms, this
difference was not statistically significant (p:0.356).

When evaluated in terms of necessary equipment, it was observed
that 15.4% of the health workers who said that they had enough
PPE during the pandemic period in their institution had moderateto-
severe anxiety symptoms while going to the blue code, and
100% of the health workers who said that they were completely
inadequate had moderate-to-severe anxiety symptoms. There is a
statistically significant difference between the groups (p:0.032)
(Table 6).
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*According to the chi-square test: Comparison of BCI proficiency
level with moderate-severe anxiety

PPE: Personal protective equipment

BAI:Beck anxiety inventory

According to the results of the questionnaire we conducted on
healthcare workers, 5.1% had a psychiatric disease diagnosed
before the pandemic, while this value increased to 17.2% during
the epidemic. Although it was determined that the number of
healthcare workers who received psychiatric treatment

during the epidemic increased, there was no statistically significant
difference between before and after the pandemic (p:0.84).

When we compare the increase in the rate of psychiatric
illness according to the institution where they work, the rate of
psychiatric illness diagnosed before the pandemic was 9.3% in
the health worker working in the state hospital, while the rate of
psychiatric illness requiring treatment during the pandemic was
21.8% (p:0,113), in the city and training research hospital before
the epidemic was 7.3% while during the pandemic it was 12.2%
(p:0,67) and amongst the university hospital employees before
the pandemic it was 4%, it was determined as 20.3% during the
pandemic (p:0,268). There was no significant difference in the
rates of psychiatric illness before and after the pandemic in terms
of the institution where they worked (Table 7).
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Table 7. Institution of employment and rate of psychiatric illness before/after the pandemic (N:215)

Do you receive any psychiatric treatment which started during the
pandemic process?
o Yes No Total ®
Institution n (%) n (%) n (%) P
Is ther.e al.ly Yes ) ) )
psychiatric
disease Emergency
di Call Center and No - 2 (100,0) 2 (100,0) -
iagnosed
Ambulance
before the
pandemic? Total - 2 (100,0) 2 (100,0)
Yes 2(6,2) 13.1) 3(9.3)
Public Hospital No 5(15,6) 24 (75,0) 29 (90,6) 0,113*
Total 7(21,8) 25(78,1) 32 (100,0)
Yes - - -
Private
Hospital No - 16 (100,0) 16 (100,0) -
Total - 16 (100,0) 16 (100,0)
Yes - 3(7.,3) 3(7,3)
Training and
Research No 5(12,2) 33 (80,5) 38(92,7) 0,670%*
Hospital
Total 5(12,2) 36 (87,8) 41 (100,0)
Yes 2 (1,6) 32,4 5(4,0)
University %
Hospital No 23 (18,7) 95(77,3) 118 (96,0) 0,268
Total 25(20,3) 98 (79,7) 123 (100,0)
Yes - - -
Vakif
University No - 1 (100,0) 1 (100,0) -
Hospital
Total - 1 (100,0) 1 (100,0)

*According to Fisher Exact Test: Comparison of the rate of initiation of psychiatric treatment before and after the pandemic among
state hospital, education research and university hospital employees
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While 6.8% of men had a psychiatric illness diagnosed before
the pandemic, the rate of psychiatric illness requiring treatment
increased to 8.9% during the COVID-19 pandemic period
(p:0.001). While 4.6% of married healthcare workers had a
psychiatric disease diagnosed before the pandemic, the rate of
psychiatric disease requiring treatment during the COVID-19
pandemic it was 15.9% (p:0.019). While 7.2% of the specialist
doctors had a psychiatric illness diagnosed before the pandemic,
the rate of those who started psychiatric treatment during the
COVID-19 pandemic increased to 17.9% (p:0.02). According
to these results; In the COVID-19 pandemic period, the rate of
increase in psychiatric diseases was statistically significant in
male, married healthcare professionals and specialist doctors.

DISCUSSION

The pandemic period of the New Coronavirus Disease has affected
healthcare workers all over the world in many different ways. The
study titled “The Anxiety Level of Healthcare Teams Going to
Code Blue in the COVID-19 Pandemic Period” shows the results of
the online surveys answered by healthcare professionals working
in different provinces of our country and going to code blue
calls, covering the 9th and 13th months of the pandemic process.
Considering the period in which our survey was actively applied,
it is the only data presented in our country in terms of the status
of the code blue team and the level of anxiety among healthcare
workers during the first year of the COVID-19 pandemic. The
majority of the healthcare professionals participating in our study
were working at a university hospital and were mostly composed
of residency student doctors.

According to the data of our study, we found that the risk of infecting
the family rather than the risk of self-infection in healthcare
workers during the pandemic period creates a higher level of
anxiety. We have found that negative situations that may develop
in the near future, such as restriction of social life, socioeconomic
problems that may occur throughout the country and the world,
risk of loss of income, malnutrition and deterioration of health,
also increase the level of anxiety in healthcare workers. It has
been concluded that there is insufficient information or training
in hospitals or other relevant units (health directorate or other)
regarding the pandemic and the measures to be taken during the
COVID-19 pandemic period. Most of the healthcare professionals
who participated in our survey reported that they made high-risk
interventions when they went to code blue (aerosol-generating
interventions such as chest compressions, positive pressure
ventilation, advanced airway management). In addition, 31.2% of
health workers stated that PPE was insufficient in the institution
where they worked, and 70% of them were university hospital
health workers. Respectively, 14% state hospital, 12% training
and research hospital health workers stated that there was a PPE
deficiency.

Ankara Medical Chamber published a report based on the results
of the survey conducted in the first month of the pandemic (10
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April 2020). In this report;

- Health institutions are not very competent in taking measures
aimed at protecting healthcare workers in the COVID-19
pandemic, and there is no significant difference between
education and research, universities, state and private hospitals
in the inadequacy ranking, reported that the levels were between
10-30%. Considering the data of physicians and other healthcare
professionals resulting in illness and death due to COVID-19, this
survey emphasized the importance of urgently eliminating the
deficiencies in personal protective equipment and hospital internal
organizations.” When we compare the results of our study with
these disclosure data made in the beginning of the pandemic in
April 2020, it is seen that improvements have been made in terms
of city and training research hospitals and state hospitals regarding
the PPE problem, but it continues to be a serious problem with a
large percentage in university hospitals even in April 2021.

In our study, we found that the in-hospital courses or trainings
related to CPR in patients with suspected or confirmed COVID-19,
especially during the pandemic period, were insufficient and that
87.9% of the healthcare professionals were willing to attend when
such a training was organized. When the Beck Anxiety Inventory
results were evaluated according to gender, the proportion of
women and men with moderate and severe anxiety symptoms
was found to be close to each other. Similar to our study, in the
study on the mental health status of doctors and nurses during the
COVID-19 pandemic in China, it was found that gender did not
have a determining effect on high anxiety.® Unlike the results of
our study, Zhang et al. emphasized that being a female healthcare
worker creates common risk factors for insomnia, anxiety,
depression, and obsessive-compulsive symptoms.©

In our study, there was no significant difference in anxiety level in
the results of BAI when evaluated according to the year he worked
in the health sector. When evaluated according to age, the level of
anxiety was found to be significantly higher during the blue code
applications in healthcare workers aged 35-65. Looking at the
literature; Although COVID-19 infection affects all age groups,
the majority of deaths occurred among the elderly.” In the study
by Wang et al, patients admitted to the intensive care unit (ICU)
were older than those not admitted to the ICU.® In the light of
this information, based on the data of our study, we concluded
that aging has negative effects on anxiety. In the comparison we
made between the two groups as single and married, we saw that
the married ones got higher scores in the survey results and it was
found statistically significant. Apart from code blue practices,
there are studies in the literature stating that being married and
having dependent children during the COVID-19 pandemic
increase the stress level.®) The results of our study are the first data
for the healthcare professionals working in code blue. We found
that anxiety symptoms were significantly more severe during code
blue practices when healthcare workers with a chronic disease or
disability were compared with those without any disease. In the
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literature, in a study conducted in China on the mental health
and psychosocial problems of medical health workers during the
COVID-19 pandemic, it was found that having an organic disease
is a risk factor for insomnia, anxiety, depression, and obsessive
compulsive symptoms.©® Again, in the literature, individuals with
poor health status and a history of chronic disease during the
COVID-19 pandemic period reported that they experienced the
psychological impact of the epidemic more, while they reported
the severity of stress, anxiety and depression to be higher.”

Literature data states that most people infected with coronavirus
have a mild and self-limiting illness such as seasonal flu, and
that the severity of the disease and the risk of death increase in
people with comorbidities such as old age, cardiovascular disease,
diabetes, chronic respiratory disease, hypertension and cancer.
(L12) Ag a result of our survey, we found that the anxiety symptoms
of healthcare professionals living with individuals who can be
considered high risk for COVID-19 infection at home are more
severe and statistically significant than healthcare professionals
who do not. We could not find any literature information evaluating
these data in code blue healthcare workers. Our study data is the
first study showing that code blue workers living with individuals
at high risk of disease have significantly increased anxiety levels
during the pandemic period.

There are studies emphasizing that getting more intensive training
on personal protective equipment and infection control measures,
supporting health workers on these issues, and increasing the
psychological resilience of health workers during the COVID-19
period."*¥ In our study, when the health workers were evaluated
in terms of whether they were trained in the hospital regarding the
measures to be taken, we found that although it was not statistically
significant, the anxiety levels of those who received training were
lower when they went to code blue. In addition, we found that
the health care workers who said that they had an adequate level
of PPE had less anxiety symptoms during the blue code than the
health workers who said that they were at an insufficient level.
It is a predictable result that inadequacy of personal protective
equipment increases the level of anxiety in healthcare workers
who go to code blue. We think that our country data contribute to
the world literature data.

In a study evaluating 5062 health personnel in 2020 in Wuhan,
socio-demographic characteristics included common risk factors
for depression, acute stress and anxiety symptoms; female gender,
a history of pre-existing mental disorder, a history of chronic
(non-communicable) disease, and working for more than 10 years.
(15) In our study, risk factors for increased anxiety level in code
blue practices during the pandemic period; advanced age, being
married, having a chronic illness, living with an individual who
may pose a risk for COVID-19 infection at home and insufficient
PPE in the workplace.

When all healthcare professionals were evaluated in our study,
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there was no statistically significant difference in the rate of
psychiatric disease among healthcare professionals during the
pandemic period. According to our survey results, while the rate
of psychiatric diseases diagnosed before the pandemic was 5.1%,
this value increased to 17.2% during the epidemic period (p:0,84).
There are studies in the literature finding the incidence of
psychological abnormalities during the pandemic period showed
a significant difference in favor of an increase compared to normal
times. !¢ When the rate of psychiatric illness in healthcare
workers before and during the epidemic was evaluated in terms
of the institution where they worked, no significant difference was
observed.

Inourstudy, the increase in psychiatric diseases according to gender
was found to be statistically significant in males. Contrary to our
results, in some studies, female gender was stated as a common
risk factor for anxiety and depression symptoms during the
pandemic period.®!%!” In addition, according to a study conducted
in our country with a large sample, when the participants’ pre- and
post-COVID-19 somatization, anxiety, phobic anxiety, obsessive
compulsive disorder, depression, hostility and anger symptom
scores were compared, it was seen that women showed higher
differences in all symptoms. In other words, it was determined that
they were affected more psychologically by the coronavirus.!®

As a result of our survey data, the increase in the rates of
psychiatric diseases after the pandemic in married healthcare
professionals was found to be statistically significant. Similarly,
in a 2006 study of the psychological effects of the SARS epidemic
on hospital workers in China, married hospital workers reported
more fear of SARS than those who were unmarried or divorced.!”
Again, our study is consistent with the results of a study conducted
on healthcare workers in Toronto, which found that living with
children created significantly higher anxiety for the healthcare
workers or their families.®?

When compared according to the position and title, the increase
in psychiatric disease was found to be significantly higher in the
specialist physician group. No significant increase was observed
in the other groups. In the literature, there are studies showing
that depression, anxiety, somatization and insomnia symptoms
are more serious in frontline healthcare personnel than in the
general population.®? In a study conducted to investigate whether
healthcare workers had psychosocial problems during the
COVID-19 pandemic, it was observed that anxiety, depression,
and obsessive-compulsive symptoms were higher, especially in
employees who had one-on-one contact with the patient.® In a
study conducted on the mental health status of doctors and nurses
during the COVID-19 pandemic period, it was reported that
nurses generally have a higher workload than doctors, stay longer
in sick wards, and are psychologically affected more negatively
than doctors when they are in contact with patients.®

As a result; a new living space should be provided during the
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pandemic period in order to reduce the anxiety level of healthcare
workers living with people who may be considered at risk for
COVID-19 infection at home or with their families. In-hospital
courses or trainings on CPR for patients with COVID-19
should be organized more frequently and health institutions
should always be prepared for a possible pandemic. Necessary
equipment must be provided and continuity must be maintained.
In addition; we think that arrangements should be made to provide
optimal working conditions and recovery programs, and the best
physical, mental and social conditions in order to reduce anxiety
in healthcare professionals and to enable them to provide better
health care during the pandemic period.
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GEBEDE BEKLENMEYEN KARDiYAK ARREST VE HEDEFE YONELIK SICAKLIK YONETIiMi
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OZET

Gebelikte tahmin edilen kardiyopulmoner arrest sikligi yilda
30.000 hamilelikte 1 olarak goriilmektedir. Gebede kardiyak
arrest en zorlu durumlardan biridir. Erigkindeki kardiyopulmoner
restisitsyona benzer olmakla birlikte uygulamada bazi 6zellikli
yanlar1 vardir. Nadir goriiliiyor olmasina karsin hizli hareket
etmeyi gerektiren bir durumdur, ¢iinkii ayn1 anda iki canli tehlike
altindadir. Kardiyopulmoner arrest gergeklestiginde yiiksek
kalitede basarili kardiyopulmoner restisitasyon (KPR), 4-5 dakika
icinde infantin dogurtulmasi gereklidir.

Bu olguda daha o6nceden bilinmeyen dilate kardiyomiyopatisi
olan gebede, gebeligin agirlastirdigi kalp yetersizligine bagl
olarak litotomi pozisyonunda rutin gebelik muayenesi sirasinda
gelisen beklenmedik kardiyopulmoner arrestteki KPR yonetimi ve
reslisitasyon sonrast donemde uygulanan hedefe yonelik sicaklik
yonetiminden s6z ettik.

Anahtar Kelimeler: Gebelik, Kardiyak arrest, Hedefe yonelik
sicaklik yonetimi

ABSTRACT

The estimated frequency of cardiopulmonary arrest during
pregnancy is 1 in 30,000 pregnancies per year. Cardiac arrest in
pregnancy is one of the most challenging situations. Although it
is similar to cardiopulmonary resuscitation in adults, it has some
peculiarities in practice. Although it is rare, it is a situation that
requires quick action because two living things are in danger at
the same time. When cardiopulmonary arrest occurs, high-quality
successful cardiopulmonary resuscitation (CPR) requires delivery
of the infant within 4-5 minutes.

In this case, we mentioned about CPR management in unexpected
cardiopulmonary arrest developed during routine pregnancy
examination in the lithotomy position due to heart failure
aggravated by pregnancy in a pregnant woman with previously
unknown dilated cardiomyopathy and targeted temperature
management in the post-resuscitation period.

Keywords: Pregnancy, Cardiac arrest, Targeted temperature
management
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Giris

Gebelikte tahmin edilen kardiyopulmoner arrest sikligi yilda
30.000 hamilelikte 1 olarak goriilmektedir.’ Nadir goriilityor
olmasma karsin hizli hareket etmeyi gerektiren bir durumdur,
¢linkli ayn1 anda iki canli tehlike altindadir. Kardiyopulmoner
arrest gerceklestiginde yliksek kalitede basarili kardiyopulmoner
restsitasyon (KPR), anne ve fetusun sag kalimi agisindan ¢ok
onemlidir. Gebelerde kardiyopulmoner resiisitasyon tekniginde
bazi farkliliklarin bulunmast nedeniyle uygulama sirasinda
bunlara dikkate edilmesi basartyr artiran bir faktor olacaktir.
Kardiyopulmoner resiisitasyonda dolasimda spontan geri doniis
zamani prognoz agisindan Onem tagimakta olup hedeflenmis
sicaklik yonetiminin (HSY)) serebral korumadaki 6nemi nedeniyle
uygulanmasi 6nem tasimaktadir. Bu olguda normal gebelik
muayenesi sirasinda beklenmedik kardiyopulmoner arrest gegiren
hastamiza zamaninda ve etkin bir kardiyopulmoner resiisitasyonun
ve resiisitasyon sonrast donemde ndrolojik sag kalima etkisi
acisindan (HSY) uygulamasinin 6neminden soz ettik.

Olgu

Daha onceki rutin gebelik kontrolleri sirasinda herhangi bir
sikayet ve bulgusu olmayan 32 yasinda 12 haftalik gebe hasta,
yine normal gebelik kontrolii i¢in geldiginde son iki haftadir cabuk
yorulma, ara sira nefes darlig1 sikayetleri oldugundan soz etti.
Poliklinik hemsiresi tarafindan yapilan 6lg¢iimlerde kan basinci
110/60 mmHg, kalp atim hizi (KAH):115/dak, solunum frekanst:
26/dak olarak kaydedildi. Litotomi pozisyonundaki muayenesi
sirasinda aniden gozlerinde kararma, nefes almada zorluk
sikayetleri ile fenalastigimi ifade eden hastada kardiyak arrest
gelisti. Kadin dogum ekibi derhal ayni1 binada bir kat yukarida
olan anestezi doktorlarindan yardim cagrist yapti. Anestezi ekibi
2 dakika igerisinde poliklinige gelerek, hastayi supin pozisyona
alip KPR’ye bagladi. Bu sirada haber verilmis olan kardiyak arrest
ekibi de 3 dakika i¢inde gebe poliklinigine ulasti. Kardiyak arrest
ekibi gelince monitdrize edilen hastada ritmin asistol oldugu
goriildii ve KPR’ye devam edildi. Hastaya iv damar yolu agildi ve
solunumu balon valv maske ile oksijen esliginde desteklendi. Her 5
dakikada bir 1 mg adrenalin (iv) tekrar edildi. KPR uygulamasinin
2. dongiisiiniin sonunda hasta 7,0 no.lu entlibasyon tiipi ile
orotrakeal entiibe edildi. Otuz bes dakika siiren asistol doneminin
ardindan ventrikiiler fibrilasyon gelisen hasta 150 J ile defibrile
edildikten sonra organize bir ritim goriildii; 2 dakika daha KPR’ye

Sorumlu Yazar
drshbzby@gmail.com



Turkish
Journal of
RESUSCITATION

devam edilen hastada nabiz alinmasi iizerine KPR sonlandirildi.
Spontan dolasim geri doniis zamani1 37 dakika olan hastadan alinan
arter kan gazinda pH: 7,09, pO2: 105 mmHg, pCO2: 42 mmHg,
bikarbonat 12 mmol/L olarak saptandi. Arter kan gazindaki ciddi
metabolik asidoz (pH:7.09) nedeniyle hastaya sodyum bikarbonat
(iV) uygulandi. Cekilen kraniyal ve toraks tomografilerinde
kraniyal bir patoloji ya da pulmoner emboliye rastlanmadi.
Goriintiilemenin ardindan hasta yogun bakim iinitesine transfer
edildi ve basing kontrolli modda mekanik ventilatérde solunum
tedavisine baslandi. Hastanin KAH:135/dak, arter kan basinci
110/75 mmHg olarak belirlendi. Unitemizin protokoliine gore 4 °C
de izotonik sodyum kloriir inflizyonun ardindan sogutma pedleri
(Arctic Sun 2000 Temperature Management System) ile devam
edildi. HSY uygulamasinda hedef sicaklik 34°C olarak belirlendi.
Noromuskiiler bloker gereksinimi olmayan hastada, sedasyon i¢in
deksmedetomidin (0,2-0,6 micg/kg/saat) infliizyonuna baslandi.
Hastanin tibbi kayitlarindaki incelemede daha 6nce 2 kez gebelik
muayenesine geldigi, yandas bir hastaliginin olmadigi, tasikardi
diginda bir ozellik saptanmadigi goriildii. Uniteye alindiktan
sonraki 2.saatte kan basmci 80/50 mmHg olan hastaya yapilan
ekokardiyografik incelemede sol ventrikiil islev bozuklugu, sol
ventrikiilde dilatasyon, ejeksiyon fraksiyonu %30 saptanmasi
tizerine dobutamin infiizyonu (10 micg/kg/dak) baslandi. Kan
basimnct dobutamin inflizyonundan sonraki 4.saatte 115/80
mmHg’ ya yiikseldi. HSY sirasinda bir kez goriilen “shivering”
20 mg meperidin (IV) ile kontrol altma alindi ve bir daha
tekrarlamadi. Yirmi dort saatlik sogutma uygulamasinin ardindan
hasta 0,5 °C/saat olacak sekilde, 37°C ‘ye ulasana dek 1sitildi.
“Shivering” disinda HSY” ye bagli herhangi bir komplikasyon ile
karsilagilmadi. Otuz altinci saatte suuru acilan hastada 72. saatte
kraniyal goriintiileme yapildi ve herhangi bir patolojik bulgu
goriilmedi. “Weaning” gii¢liigiiniin kardiyak fonksiyonlarindaki
yetersizlige bagl oldugu diisiiniilerek dobutamin infiizyonuna (5
micg/kg/dak) devam edildi. Suur durumu diizelen, hemodinamik
ve solunumsal agidan stabil hale gelen hasta 6. giinde ekstiibe
edildi ve dobutamin inflizyonu sonlandirildi. Hasta ile yapilan
goriismede gebelikten once baglayan 6nemsemedigi eforla artan
yorulma ve ¢arpint1 sikayetleri yasadigini ifade etti. Solunum ve
dolagim stabilizasyonu saglandiktan sonra serebral performans
skoru 1, glasgow outcome skoru 5 olarak ileri tetkik ve tedavi
icin kardiyoloji servisine taburcu edildi. On iki haftalik olan
fetiis KPR sonrasindaki 15. saatte yogun bakim yataginda abort
oldu. Annenin 1 yillik takiplerinde herhangi bir noérolojik sekel
gelismedigi saptandi.

TARTISMA

Gebede kardiyak arrestin birgok nedeni vardir. Onceden var
olan kalp hastaligi, tromboemboli, 6z kiyim, gebelige bagh
hipertansif durumlar, sepsis, ektopik gebelik, kanama, amniyotik
stvi embolisi Olime gotiiren 6nemli nedenlerdir.® Gebelikte
kalp debisi, kan voliimii, dakika ventilasyon, oksijen tiiketimi
gibi belirgin fizyolojik degisiklikler gelisir. Gebe uterusu supin
pozisyonda iliyak ve abdominal damarlara belirgin basi yapar,
kalp debisi diiser ve hipotansiyon gelisir. Gebelikte kalp debisi
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%350’ ye dek artar ve sistemik vaskiiler direng diiser, bu da ortalama
arter basmcinin diigmesine neden olur.® * % Uterus biytidiikge
pelvis ve karmdaki damarlarin basisinda artis olur.®» Gebelikte
12. haftadan baslayarak biiyiiyen uterus, aortanin sikistirilmast
yoluyla afterload artis1 ve inferior vena kavanin sikistirilmasi
yoluyla kardiyak doniisiin azalmasina neden olabilir. %

Aortokaval kompresyon, hamile uterus karin blgesine ulastiginda
onemlidir. Postural degisiklikler de derin hemodinamik
degisikliklere neden olabilir. Bir gebe sirtiistii yattiginda, kalp
debisinde bir azalma ve fetal hipoksiye yol acabilen postural
hipotansiyon olabilir.”

Artan atim hacminin ve daha az 6l¢iide artan maternal kalp hizinin
bir sonucu olarak kardiyak debi %30 ila %50 artar.”® Progesteron,
Ostrojen ve nitrik oksit dahil olmak endojen vazodilatorlerde artis
ile sistemik vaskiiler diren¢ azalir, ortalama arter basincinda
azalmaya yol agarak ikinci trimesterde en disiik seviyeye ulasir.®

Uteroplasental kan akimi gebelik sirasinda 50 mL’ den 1000 mL/
dk’ya yiikselir ve termde maternal kardiyak debinin maksimum
%20’sini alir. Genigleyen intravaskiiler hacim ve uterus vaskiiler
direncindeki azalma, yeterli uterin plasenta kanimni kolaylastirir.
Genel olarak, uterin vaskiiler reaktivite degismistir; tonus
azalmasi, artmis vazodilatasyon ve kiint vazokonstriksiyon
ile karakterizedir. Sistemik hipotansiyon, uterus kan akisini
stirdiirmeye ¢alisan telafi edici mekanizmalar1 6nleyebilir.'© Bu
nedenle maternal kan basincinin korunmasi 6nemlidir.

Gebelikte ortaya cikan fizyolojik degisiklikler, herhangi bir kalp
yetersizligi olan annede kompansasyonu bozacaktir. Konjenital
kalp hastaliginabagli olarak pulmoner hipertansiyon bir¢ok 6liimde
nedendir. Peripartum kardiyomiyopati, miyokard enfarktiisii, aort
anevrizma ya da diseksiyonu edinsel kalp hastaliklarina bagh en
stk 6lim nedenleridir.''» Bu nedenle gebede KPR uygulamasi
normal erigkine gore daha 6zelliklidir.

KPR uygulamasinin gebelerde gosterdigi farkliliklar vardir ve
bu ozelliklere dikkat etmek basari sansini artiracaktir. Gebelik
yast 20 haftadan kiigiik oldugunda, acil sezaryen ile dogum
distiniilmemelidir. Yaklagik 20-23 haftalik gebelik haftasinda,
dogum yapan bebegin hayatta kalmasini degil, annenin basarili
resisitasyonunu saglamak igin, gestasyonel yas >24-25 hafta
oldugunda hem annenin hem de bebegin hayatini kurtarmak icin
acil histerektomi yapilmalidir. Bizim olgumuzda gebelik yas1 20
haftanin altinda oldugundan acil histerektomi diistiiniilmedi.

Gebede goglis kompresyonlart ayni sekilde yapilir, dakikada
100-120 kompresyon hiz1 ve en az 5-6 cm derinlikte, el gdgsiin
tam ortasinda olacak sekilde basi uygulanmalidir. Pulmoner
sistemdeki fizyolojik degisiklikler nedeniyle gebelerde oksijen
rezervleri sinirlidir ve hava yolunun erken kontroliinii gerektirir.
6,0-7.0 i¢c ¢apa sahip endotrakeal entiibasyon tlipii ile en
deneyimli kisi tarafindan en fazla iki laringoskopi denemesinde
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gergeklestirilmelidir.'® Bizim olgumuzda solunum destegi
ilk andan itibaren balon valv maske ve oksijen ile saglandi
ve deneyimli uygulayici tarafindan KPR’ nin baglarinda ilk
uygulamada hizla 7,0 tiip ile orotrakeal olarak gerceklestirildi.

Bifazik defibrilasyonda uygulanan enerjiler hamileligin tiim
donemlerinde giivenlidir. Hamilelerdeki enerji diizeylerinin
hamile olmayanlardan farki yoktur.!*!519 Hastamizda 1507 ile
uygulanan bifazik defibrilasyona olumlu yanit alindi.

Dilate kardiyomiyopati, konjenital, hipertansif veya kalp kapak
hastalig1 gibi diger sol ventrikiil islev bozuklugu nedenlerinin
yoklugunda azalmis sol ventrikiil kontraktilitesi ve sol ventrikiil
dilatasyonunun varligidir.'” Dogurganlik ¢agindaki kadinlarda
dilate kardiyomiyopati nadirdir. Miyokardit, iskemik kalp
hastalig, ailesel kardiyomiyopati, alkol, toksinler, kokain sorumlu
olabilir. Onceden dilate kardiyomiyopatisi olan hamilelerde, orta
ve siddetli sol ventrikil islev bozuklugu varliginda maternal ve
fetal sonuglar olumsuz olabilmektedir.!®!® Bizim olgumuzda
da onceden var olan dilate kardiyomiyopatinin gebelikle
olusan fizyolojik degisikliklerin yarattig1 yiik nedeniyle kalp
yetersizliginin artmasi kardiyak arreste neden olmustur.

Resiisitasyon sonrasi donemde uygulanan HSY’nin kardiyak
arrestlerde norolojik sag kalimi artirdigi gesitli ¢alismalarda
gosterilmigtir.?1?22»  Ancak gebelerde HSY uygulamasina
endise ile bakilip, 2010 yilinda yaymlanan rehbere!® dek
uzak durulmugtur. Avrupa Resiisitasyon Dernegi (European
Ressuscitation Council-ERC-) ile Avrupa Yogun Bakim Dernegi
(Euroepan Society of Intensiev Care- ESICM-)’ nin kardiyak arrest
sonrast sicaklik kontrolii ile ilgili olarak yaymladiklari son ortak
rehberde viicut sicakliginin siirekli monitdrizasyonu ve sicakligin
37,7°C flizerine ¢ikmasinin 6nlenmesi onerilmektedir. Sonuglari
olumlu ya da olumsuz olan tiim galismalar degerlendirildiginde,
viicut sicakliginin 32-36 °C arasinda tutulmasi ya da tutulmamasi
konusundaki kanitlar heniiz tam olarak yeterli degildir.*¥

Rittenberger ve ark. lar1 35 yasinda 13 haftalik gebede kardiyak
arrest sonrast HSY uygulamasi anne ve fetiiste norolojik sekel
olmadan diizelme goérmiistiir.® Wible ve ark. lar1 20 haftalik
44 yasindaki gebede yaptiklari uygulamada gebede herhangi bir
problem olmamis ancak fetiiste spontan abortus gerceklesmistir.
29 Bizim olgumuzda da benzer sekilde KPR sonrasina denk gelen
15. saatte abortus gergeklesti. Chauhan ve ark.lar1 33 yasinda 20
haftalik gebede HSY uygulamasinda gebede ve fetiiste norolojik
sorun olmadan iyilesme saglamistir.?”

Teknoloji destekli HSY uygulamasi ile sicaklik kontroliiniin daha
iyi stirdiirilebilmesi kullanimini daha giivenli hale getirmistir.
HSY uygulamalarinda sicakligin 33-36 °C arasinda tutulmasi,
sicaklik dalgalanmalarinin 6nlenmesi 6nerilmektedir.?®

Olgumuzda teknoloji destekli yiizeyel sogutma uygulayarak stabil
sicaklik kontrolii saglanmistir.
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SONUC

Gebelerde kardiyak arrest nadir ancak 6nemli bir sorun olmaktadir.
Kardiyak arrestin birgok gizli nedeni olabilmekte, taninmadiginda
ise nedeni bilinmeyen anne oliimi olarak kabul edilmektedir.
Bu nedenle gebelik déneminde diizenli ve ayrintili kontrollerin
gerekliligi ve 6nemi agikardir. Gebelerdeki kardiyak arrestlerin,
ozellikle de kardiyak bir nedene bagli ise tedavi direngli
olabilecegi, ancak zamaninda, etkin ve dogru tedavi yaklasimlari
ile basarili sonug elde edilebilecegini ve post-KPR déneminde de
hedeflenmis sicaklik yonetimi uygulamasinin nérolojik sag kalimi
olumlu yonde etkileyecegi diisiincesindeyiz.
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ABSTRACT

The estimated frequency of cardiopulmonary arrest during
pregnancy is 1 in 30,000 pregnancies per year. Cardiac arrest in
pregnancy is one of the most challenging situations. Although it
is similar to cardiopulmonary resuscitation in adults, it has some
peculiarities in practice. Although it is rare, it is a situation that
requires quick action because two living things are in danger at
the same time. When cardiopulmonary arrest occurs, high-quality
successful cardiopulmonary resuscitation (CPR) requires delivery
of the infant within 4-5 minutes.

In this case, we mentioned about CPR management in unexpected
cardiopulmonary arrest developed during routine pregnancy
examination in the lithotomy position due to heart failure
aggravated by pregnancy in a pregnant woman with previously
unknown dilated cardiomyopathy and targeted temperature
management in the post-resuscitation period.

Keywords: Pregnancy, Cardiac arrest, Targeted temperature
management

INTRODUCTION

The estimated frequency of cardiopulmonary arrest during
pregnancy is 1 in 30,000 pregnancies per year.!) Although it is
rare, it is a situation that requires quick action because two lives
are in danger at the same time. When cardiopulmonary arrest
occurs, high quality successful cardiopulmonary resuscitation
(CPR) requires delivery of the infant within 4-5 minutes. In this
case study, we discussed the during and after arrest management
of our patient who had unexpected cardiopulmonary arrest.

CASE

A 32-year-old, 12-week pregnant patient came to the hospital for
routine pregnancy check up and stated that she suddenly became
ill while in the lithotomy position during the examination, and
cardiac arrest developed. Upon the call of the obstetricians, the
closest operating room anesthesia team came to the polyclinic
within 2 minutes, put the patient in a straight position and started
CPR, then the cardiac arrest team arrived at the scene. When the
patient was monitored, it was observed that the initial rhythm was
asystole, and CPR was continued, and 1 mg of adrenaline (IV) was
repeated every 5 minutes. At the end of the second cycle of CPR,
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the patient was intubated orotracheal. After a 35-minute asystole
period, the patient who developed ventricular fibrillation was
defibrillated with 150 J, and the organized rhythm was observed,
and the pulse was detected in the patient whose CPR was continued
for 2 more minutes. In the arterial blood gas taken from the patient,
whose spontaneous return to circulation time was 37 minutes, pH:
7.09, pO2: 105 mmHg, pCO2: 42 mmHg, bicarbonate 12 mmol/L.
Sodium bicarbonate (IV) was administered to the patient due to
severe metabolic acidosis (pH:7.09) in arterial blood gas. No
cranial pathology or pulmonary embolism was found in cranial
and thoracic tomography. After the imaging, the patient was
taken to the intensive care unit and supported with mechanical
ventilator. Hearth rate was 135/min and arterial blood pressure
was 110/75 mmHg. According to the protocol of our unit, after
isotonic NaCl infusion at 4°C, ‘targeted temperature management’
(TTM) was continued with cooling pads (Arctic Sun 2000
Temperature Management System). In the TTM application, the
target temperature was determined as 34°C. Dexmedetomidine
(0.2-0.6 micg/kg/hour) and remifentanyl 0.05 micg/kg/min were
used for sedation in the patient who did not need neuromuscular
blockers. Shivering was observed once and was controlled with
20 mg meperidine (IV). After 24 hours of cooling application, the
patient was warmed at 0.5 °C/hour until 37°C was reached. Except
for “Shivering”, no complications that could develop due to TTM
were encountered. Cranial imaging was performed at 72 hours in
the patient who became conscious at 36 hours and no pathological
findings were observed. Dobutamine infusion (5 micg/kg/min)
was started to the patient, considering that the weaning difficulty
was due to the insufficiency of cardiac functions. The patient,
whose conscious state improved and who was stable in terms of
hemodynamics and respiration, was extubated on the 6th day. After
her respiratory and circulatory stabilization was achieved, she was
discharged to the cardiology service for further examination and
treatment with a cerebral performance score of 1 and a Glasgow
outcome score of 5. The 12-week-old fetus was aborted on the
first day in the intensive care unit. It was determined that no
neurological sequelae developed in the 1-year follow-up.

DISCUSSION

Significant physiological changes such as cardiac output, blood
volume, minute ventilation, and oxygen consumption develop
during pregnancy. In the supine position, the pregnant uterus places
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significant pressure on the iliac and abdominal vessels, cardiac
output decreases and hypotension develops. There are many
causes of cardiac arrest in pregnancy. Pre-existing heart disease,
thromboembolism, suicide, pregnancy-related hypertensive
conditions, sepsis, ectopic pregnancy, bleeding, amniotic fluid
embolism are important causes leading to death.®

Pulmonary hypertension due to congenital heart disease is the
cause of many deaths. Peripartum cardiomyopathy, myocardial
infarction, aortic aneurysm or dissection are the most common
causes of death due to acquired heart diseases.*

There are differences in CPR practice in pregnant women, and
paying attention to these features will increase the chance of
success. Emergency cesarean delivery should not be considered
when the gestational age is less than 20 weeks. At approximately
20-23 weeks of gestation, emergency hysterectomy should be
performed to save the life of both the mother and the baby when
the gestational age is >24-25 weeks, it is performed to ensure
successful resuscitation of the mother, not for the survival of the
baby. Chest compressions are done in the same way in pregnant
women, with a compression rate of 100-120 per minute and a depth
of at least 5-6 cm, with the hand in the middle of the chest. Oxygen
reserves are limited in pregnant women due to physiological
changes in the pulmonary system and require early control of the
airway. With a 6.0-7.0 internal diameter endotracheal intubation
tube, it should be performed by the most experienced person in a
maximum of two laryngoscopy attempts.®

In our case, all these features were fulfilled.

Cardiac output increases by up to 50% and systemic vascular
resistance decreases during pregnancy, resulting in lower mean
arterial pressure.®7®

As the uterus grows, there is an increase in compression of the
vessels in the pelvis and abdomen. The vena cava is occluded at
the fundus level as early as 12 to 14 weeks and is particularly deep
when the pregnant woman is in the supine position.®!?

Aortocaval compression is important when the pregnant uterus
reaches the abdomen. It can significantly affect cardiac output
by reducing umbilicus and venous return and increasing cardiac
afterload. Postural changes can also cause profound hemodynamic
changes. When a pregnant woman lies on her back, there is
postural hypotension, which can lead to a decrease in cardiac
output and fetal hypoxia.®

To perform high-quality chest compressions, it has been suggested
that it is best to maintain the supine position while providing
aortocaval decompression with a supine manual leftward uterine
displacement. In addition to possibly more effective compressions,
manual left uterus displacement may also allow easier access to
airway management and defibrillation.™V
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The energies applied in biphasic defibrillation are safe in all
periods of pregnancy. The energy levels of pregnant women are
not different from those of non-pregnant women. 21319

Physiological changes that occur during pregnancy will impair
compensation in any mother with heart failure. Therefore, CPR
application in pregnant women is more specific than in normal
adults.

Cardiac output increases by 30% to 50% as a result of increased
stroke volume and, to a lesser extent, increased maternal heart
rate. (1510

With an increase in endogenous vasodilators, including
progesterone, estrogen, and nitric oxide, systemic vascular
resistance decreases, resulting in a decrease in mean arterial
pressure, which reaches its lowest level in the second trimester.!”
Starting from the 12th week of pregnancy, the enlarging uterus can
cause increased afterload through compression of the aorta and
decreased cardiac return through compression of the inferior vena.
As a result, the supine position most suitable for resuscitation can
lead to hypotension.#!19

Uteroplacental blood flow increases from 50 to 1000 mL/min
during pregnancy and takes up a maximum of 20% of maternal
cardiac output at term. The enlarged intravascular volume
and decrease in uterine vascular resistance facilitate adequate
uterine placental blood. In general, uterine vascular reactivity is
altered, characterized by decreased tone, increased vasodilation,
and blunt vasoconstriction. Systemic hypotension can suppress
compensatory mechanisms that try to maintain uterine blood
flow.20

Dilated cardiomyopathy is the presence of decreased left
ventricular contractility and left ventricular dilatation in the absence
of other causes of left ventricular dysfunction, such as congenital,
hypertensive, or valvular heart disease. Dilated cardiomyopathy
is rare in women of childbearing age. Myocarditis, ischemic heart
disease, familial cardiomyopathy, alcohol, toxins, cocaine may be
responsible.

In pregnant women with preexisting dilated cardiomyopathy, in
the presence of moderate and severe left ventricular dysfunction,
maternal and fetal outcomes may be negative.?>?® In our case,
cardiac arrest was caused by the increase in heart failure, which
was aggravated by the pre-existing dilated cardiomyopathy due to
the burden created by the physiological changes during pregnancy.
Maternal deaths are defined as the death of a woman during
pregnancy and within 42 days of delivery or termination of
pregnancy, provided the cause of death was related to or aggravated
by pregnancy or pregnancy management. In our country, maternal
deaths constitute 5% of all female deaths, and maternal deaths
are 49.2 per 100,000 live births. Serial interventions are very
important in cardiac arrests related to pregnancy.®?
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There are differences between countries in terms of pregnancy-
related deaths, and this rate is high in developing countries. When
cardiac arrest develops in pregnant women, practices in CPR
differ according to gestational age. Since the gestational age of
our patient was below 20 weeks, emergency cesarean section
was not required. Various studies have shown that TTM increases
neurologic survival in cardiac arrests.?>?¢?? However, the TTM
practice in pregnant women was viewed with concern, and it was
avoided until the guide published in 2010'%. Rittenberger et al.
TTM application after cardiac arrest in a 35-year-old, 13-week
pregnant woman improved without neurological sequelae in
mother and fetus.®® Wible et al. In the practice they performed on
a 20-week-old 44-year-old pregnant woman, there was no problem
in the pregnant woman, but spontaneous abortion occurred in the
fetus.?” Chauhan et al. achieved recovery in the 33-year-old 20-
week pregnant woman without any neurological problems in the
TTM application.C?

Better maintenance of temperature control with technology
supported TTM application has made its use safer. In TTM
applications, it is recommended to keep the temperature between
33-36°C and to prevent temperature fluctuations.®" In our case,
we provided stable temperature control by applying technology-
assisted superficial cooling.

CONCLUSION

Cardiac arrest is a rare but important problem in pregnant women.
There may be many hidden causes of cardiac arrest, and when it
is not recognized, it leads to maternal deaths of unknown cause.
We think that cardiac arrests in pregnant women may be resistant
to treatment, but successful results can be achieved with timely
effective and correct treatment approaches, and TTM application
in the post-CPR period will positively affect neurological survival.
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OZET

Erken tan1 ve miidahale sansi saglamasi nedeni ile, hastane igi
tanikli kardiyak arrestlerde sagkalim orani hastane dis1 kardiyak
arrestlerden daha yiiksektir. Gerekli tibbi cihazlara hizli erisim geri
dondiirtilebilir nedenlerin tanisinin hizlica gézden gegirilmesini ve
bu nedenlere yonelik tedavilerin erken baslamasini saglamaktadir.
Son zamanlarda geri dondiiriilebilir nedenlerin arastirilmasinda
ultrasonografi kullaniminin yeri siklikla vurgulanmaktadir.

Anahtar Kelimeler: Resiisitasyon, eFAST, Monitorizasyon

ABSTRACT

In-hospital witnessed cardiac arrest leads to more successful
outcomes than out-of-hospital cardiac arrests, as it provides
the chance for early and effective intervention. The rapid and
on-site use of the necessary equipment that can provide a
quick review of reversible causes and early intervention of the
reversible causes in the initial stages of resuscitation can provide a
successful resuscitation opportunity. Recently, the effectiveness of
ultrasonographic examinations has been stated and recommended
in the detection of reversible causes.

Keywords: Resuscitation, eFAST, Monitdrizasyon

GIRiS

Erken tan1 ve miidahale sansi saglamasi nedeni ile, hastane
ici tanikli kardiyak arrestlerde sagkalim orani hastane dist
kardiyak arrestlerden daha yiiksektir.! Gerekli tibbi cihazlara
hizli erisim geri dondiriilebilir nedenlerin tanisinin hizlica
gbzden gecirilmesini ve bu nedenlere yonelik tedavilerin erken
baslamasini saglamaktadir.Son zamanlarda geri dondiiriilebilir
nedenlerin arastirllmasinda ultrasonografi kullaniminin  yeri
siklikla vurgulanmaktadir.®

Bu vaka sunumunda resiisitasyona yanitsiz kardiyak arresti
olan hastamizda eFAST (extended-focused sonography in
trauma) uygulamasi ile saptadigimiz ritim farkliligini ve e FAST
uygulamasinin resiisitasyondaki farkli yerini vurgulamak istedik.

OLGU
Bilinen akciger kanseri nedeni ile lumbar vertebra metastazi
olan ve bu sebeple radyoterapi programinda olan 69 yasindaki
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erkek hasta i¢cin mavi kod verildi. Hastaya ulasildiginda, balon
valve maske solunumu ve gogiis kompresyonu uygulanmakta
idi. Hasta entiibe edildi, damar yolu acild1 ve iki farkli monitor
ile monitérize edildi (defibrilatér ve yatak basi monitor ile
elektrokardiyografi, pulse oksimetre ve noninvaziv kan basinci
monitdrizasyonu). Monitérde ilk ritim ventrikiiler fibrilasyon
idi ve hastaya bifazik defibrilator kullanilarak 150 Joule ile sok
uygulandi. Iki dakika kardiyak kompresyon ardindan hastanin
ritminin asistoli oldugu gozlendi. Kardiyopulmoner resiisitasyon
kilavuzlarma uygun olarak her 3 dakikada bir 1 mg adrenalin
intravendz olarak uygulanilarak kardiyak kompresyona devam
edildi. Kardiyak kompresyon ve ventilasyonu devam ederken
her iki dakikada bir ritim kontrolii yapildi ve asistol oldugu
gozlendi. Bu esnada hastadan alinan kan gazinda hafif metabolik
asidoz oldugu ve hipo-hiperkalemi olmadig1 gézlendi. (pH: 7.11,
pCO,:40 mmHg, pO,:80 mmHg, HCO,: 10.2 mEq/L Lak:4.9)
Asidozu kontrol altina alabilmek i¢in sodyum bikarbonat
infiizyonu (80mEq) uygulandi. Hastanin viicut sicakligi 36.5°C.
idi. Solunum sesleri bilateral esit olarak alinabiliyordu. Kardiyak
tamponad ve pndmotoraks arastirmasi i¢in yapilan ultrasonografik
goriintiilemede tamponad ya da pnomotoraks olmadigi gézlendi.
Ancak kalp kasinda belirgin olarak fibrilasyon hareketi oldugu
ancak monitore yansimadig farkedildi. Kalp kasinda fibrilasyon
hareketinin goriilmesi sonrasi hastaya 200 Joule ile ikinci sok
uygulandi. Iki dakika kardiyak kompresyon sonras1 iki monitérde
de hala asistoli ritmi oldugu ancak ultrasonografi ile kontrol
edildiginde fibrilasyon hareketinin devam etmekte oldugu
gozlendi. Hastaya tiglincii sok uygulandi ve ardindan 300 mg
amiodaron intravendz olarak uygulanarak 900 mg amiodaron 24
saat intravendz infiizyona baslandi. Ultrasonografi ile fibrilasyon
hareketinin fark edilmesi ardindan ultrasonografi tim ritim
analizlerinde kullanildi. Ugiincii soktan sonra, kardiyopulmoner
resisitasyonun 56. dakikasinda spontan dolagim saglandi.
Resiisitasyon sonrasi hipotansif seyreden hastaya 0.5 pg/kg
dozunda noradrenalin infiizyonu baslanarak hasta postresiisitatif
bakim ve ileri izlem i¢in yogun bakima devir alindi. Hasta
resiisitasyon sonrasi 20. saatte glaskow koma skoru 15 olarak ve
inotrop ajan destegi olmadan ekstiibe edildi.

Yogun bakimda izlemi siiresince hastaya aralikli olarak akcigerde
mevcut olan tiimoriin sebep oldugu atelektazi nedeni ile noninvaziv
mekanik ventilasyonu uygulandi. Hasta 5. giinde nazal kaniille
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2 It/dk oksijen desteginde, hemodinami stabil haliyle servise devir
edildi.

TARTISMA

Erken tani, hizli miidahale ve erken defibrilasyon hem hastane
ici hem de hastane dis1 resiisitasyonun basarisinda énemli rol
oynamaktadir.?) Kardiyopulmoner resusitasyon esnasinda geri
dondiirtilebilir nedenler gozden gegirilmeli ve bu nedenlere
yonelik tedavilerin hizlica baslanmasi saglanmalidir.

Ultrasonografi ~ kullanimi  geri  dondiiriilebilir  nedenlerin
taninmasinda son zamanlarda oldukga 6nerilmektedir.® Tansiyon
pnomotoraks ve kardiyak tamponad tanilari yatak basi eFAST ile
kolaylikla konulabilmektedir.?3*%

Biz bu hastamizda, entiibasyon ile havayolu giivenligini
sagladiktan sonra, hipoksi, asidoz ve elektrolit dengesizliklerini
(hipo-hiperkalemi) arastirmak icin kan gazi analizini inceledik.
Hafif metabolik asidozu sodyum bikarbonat infiizyonu ile tedavi
ettik. Tansiyon pnomotoraks ve kardiyak tamponad tanilarini
arastirmak i¢in uyguladigimiz eFAST incelemede iki monitorde de
fark edemedigimiz belirgin ventrikiiler fibrilasyon oldugunu fark
ettik. Ardindan resiisitasyonumuza soklanabilir ritim algoritmasi
ile devam ettik.

Ventrikiiler fibrilasyona bagli kardiyak arrestlerin tedavisinde
en onemli basamak erken defibrilasyondur.®>® Defibrilasyon
uygulamasindaki her bir dakika gecikme, sag kalim oraninda
%10 azalma ile iliskilidir ve 12 dakika sonrasinda sag kalim orani
%2-%>5 arasindadir.”)

Hastamizda ilk defibrilasyondan sonra iki monitdrde de asistoli
ritimi gordiigiimiiz i¢in defibrilasyon uygulamadik ve kardiyak
kompresyon ile adrenalin uygulamasina devam ettik ve
reslisitasyonumuza uzun sire yanit alamadik. Ultrasonografik
incelememizde tesadiifi olarak rastladigimiz  ventrikiiler
fibrilasyonun spontan dolasimi neden saglayamadigimizin
cevab1 olabilecegini disiindiik. Baglangi¢ ritimi ventrikiiler
fibrilasyon olan kardiyak arrestlerde refrakter ya da tekrarlayan
fibrilasyon dalgalarini kagirmamak i¢ni ultrasonografik muayene
kullanilabilir. Bizim hastamizda her iki monitérde de goriilmeyen
ancak ultrasonografi ile belirgin olarak farkedilen ventrikiiler
fibrilasyon olmasinin sebebi, monitdr arizasindan kaynaklaniyor
olabilir. Ancak biz, resiisitasyona uzun siire yanit alamadigimiz
ve monitorde asistoli ritmi gordiigiimiiz hastada, ultrasonografi ile
fibrilasyon dalgas1 gérmemiz sebebi ile ritim kontrolii siiresince
ultrasonografik muayeneyi de dahil ederek soklanabilir ritim
algoritmasini uyguladik ve restisitasyonumuza yanit aldik.

SONUC

Sonug olarak, kardiyopulmoner resiisitasyonda eFAST yontemi
ile ultrasonografi kullanimi kardiyak tamponad, pnomotoraks
gibi geri dondiiriilebilir nedenleri arastirmamiza yardimeci
olmakla birlikte, monitdrde goriilmeyen beklenmedik ventrikiiler
fibrilasyonu farketmemizi de saglayabilir.
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ABSTRACT

In-hospital witnessed cardiac arrest leads to more successful
outcomes than out-of-hospital cardiac arrests, as it provides
the chance for early and effective intervention. The rapid and
on-site use of the necessary equipment that can provide a
quick review of reversible causes and early intervention of the
reversible causes in the initial stages of resuscitation can provide a
successful resuscitation opportunity. Recently, the effectiveness of
ultrasonographic examinations has been stated and recommended
in the detection of reversible causes.

Keywords: Resuscitation, eFAST, Monitorization

INTRODUCTION

In-hospital witnessed cardiac arrest leads to more successful
outcomes than out-of-hospital cardiac arrests, as it provides
the chance for early and effective intervention . The rapid
and on-site use of the necessary equipment that can provide a
quick review of reversible causes and early intervention of the
reversible causes in the initial stages of resuscitation can provide a
successful resuscitation opportunity. Recently, the effectiveness of
ultrasonographic examinations has been stated and recommended
in the detection of reversible causes.?®

This case report aimed to emphasize the rhythm difference we
detected with eFAST while examining reversible causes in our
patient with cardiac arrest unresponsive to resuscitation and the
different places of eFAST in resuscitation.

CASE

A 69-year-old male patient who had metastasis at the lumbar spine
due to known lung cancer was in the radiotherapy program. We
received a code blue stating the patient’s sudden collapse during
his daily radiation treatment. On arrival, chest compression and
bag valve mask ventilation were initiated. Then, rapid intubation
and monitoring with two monitors [one is for the defibrillator,
and the other is a bed-side monitor (electrocardiography (ECG),
pulse oximetry, and non-invasive blood pressure monitoring]
were provided with the simultaneous insertion of an intravenous
catheter. On the monitor, the first noted rhythm was ventricular
fibrillation, and the patient received the first shock with 150
joules biphasic followed by the immediate continuation of chest
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compressions. After first two minutes of cardiac compression,
ongoing rhythm was asystole. In blood gas analysis, it was observed
that there was mild metabolic acidosis and no hyperkalemia.
(pH: 7.11, pCO,:40 mmHg, p0,:80 mmHg, HCO,:10.2
mEq/L Lac:4.9) Sodium bicarbonate infusion (80 mEq) was
administered to control the acidosis. Body temperature was 36.5°C.
Respiratory sounds were equal bilaterally. While continuing
chest compressions with 100/minute rate and ventilation with
12 minute rate, our rhythm analysis, which was checked every two
minutes, was asystole on both monitors. In the ultrasonographic
examination that we performed to exclude cardiac tamponade
and pneumothorax, it was observed that there was no tamponade
or pneumothorax. However, fibrillation movement of the heart
muscle was clearly visible but was not reflected on the monitor.
According to the ultrasound findings showing the fibrillation,
we administered a second shock with 200 joules and continued
chest compressions for two minutes. The ongoing rhythm was still
asystole on both monitors, but fibrillation movements were still in
the ultrasonographic examination. Third shock was applied with
300 mg intravenous amiodarone administration as recommended
by resuscitation guidelines, and 900 mg amiodarone intravenous
infusion over 24 hours was initiated. After noticing the patient’s
ventricular fibrillation, which was not apparent on the monitor,
ultrasonography was used for all rhythm controls during the
patient’s CPR. Totally 3 shocks were given after observing V
fibrillation. Return of spontaneous circulation (ROSC) was
achieved 56 minutes after the collapse. Noradrenaline with a
dosage of 0.5 pg/kg was initiated to maintain blood pressure.
After the resuscitation, the patient was transferred to the general
intensive care unit for post-resuscitative care and was extubated at
the 20th hour with a Glasgow Coma Score of 15 without the need
for inotropic agents.

During the intensive care follow-up, the patient had non-invasive
ventilation support need after extubation due to the lung atelectasis
caused by the tumor compression. He was discharged to the
oncology service on the fifth day.

DISCUSSION

Early diagnosis, adequate resuscitation, and early defibrillation
are essential for the success of resuscitation in both in-hospital
and out-of-hospital cardiac arrests.? During cardiopulmonary
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resuscitation, reversible causes should be reviewed, along with
the causes of sudden cardiac arrest. The use of ultrasonography is
recently recommended to examine reversible causes.® Diagnosis
of tension pneumothorax and pericardial tamponade can be made
quickly at the bed-side with eFAST.67

After airway management by intubation, we performed blood
gas analysis and ruled out hypoxia and electrolyte imbalances
like hypo-hyperkalemia. We treated mild acidosis with sodium
bicarbonate infusion. During our ultrasonographic examinations
for tension pneumothorax and cardiac tamponade, we detected
ventricular fibrillation and continued our resuscitation algorithm
as a shockable rhythm algorithm. (Because it is not detectable on
the monitors)

Early defibrillation is the main intervention for success in VF
arrests.® In cases of VF arrest, 1-minute delay in defibrillation
results in a 10% decrease in survival, and survival rates are
approximately %2 to %35 beyond 12 minutes."”

Ventricular fibrillation that does not respond to three or four
shocks is called refractory ventricular fibrillation and can be
observed in 20% of VF arrests.® In our patient, defibrillation
was not continued for a while during the resuscitation because
we saw asystole rhythm on the monitor after the first shock.
The presence of ventricular fibrillation, which was detected
incidentally during the investigation of reversible causes with the
ultrasonographic examination, was the answer to why we could
not achieve spontaneous circulation. In cases where the initial
rhythm is ventricular fibrillation, echocardiographic examinations
may be effective for rthythm analysis where fibrillation may be
refractory or probability of recurrence. It should be noted that in
cases of ventricular fibrillation, thythm may be seen as asystole
on the monitor.® The fibrallation which wasn’t detected on both
monitors but was clearly observed in ultrasonographic imaging,
may have been caused by the malfunction of the monitors.
However, the reason for its current condition during resuscitation
could not be understood, so we continued resuscitation under
ultrasound guidance because we saw obvious fibrillation.

CONCLUSION

In conclusion, the use of ultrasound for examining reversible
causes of cardiac arrest can provide valuable information for
cardiac tamponade and tension pneumothorax and may unexpected
ventricular the fibrillation, which is not reflected on the monitor.

PATIENT’S CONSENT
Informed consent was obtained from the patient for publishing his
details and data.
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