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Amag ve Kapsam

Yogun Bakim Hemsireligi Dergisi, hakemli, agik erisimli ve yalnizca ¢evrimigi olarak
Tiirk Yogun Bakim Hemsireleri Dernegi tarafindan yayinlanan bir dergidir. Yogun
Bakim Hemsireligi Dergisi, Nisan, Agustos ve Aralik aylarinda, Ingilizce ve Tiirkce
olarak yilda li¢ kez yayinlanan bir dergidir. Yogun Bakim Hemsireligi Dergisi, yogun
bakim hemsireligi, hemsirelik arastirmalari, uygulamalari, egitimi ve yonetimi alaninda
bilimsel ve klinik degeri en yliksek ¢alismalar1 yayinlamayi1 amaglamaktadir. Yogun
Bakim Hemsireligi Dergisi, klinik ve deneysel arastirma makaleleri, derlemeler, olgu
sunumlar1 ve editérlere mektuplar yaymlamaktadir. Derginin hedef kitlesi hemsireler,
akademisyenler, klinik arastirmacilar, tip/saglik profesyonelleri, 6grenciler ve ilgili

mesleki ve akademik kurum ve kuruluslardan olugsmaktadir.

Aim and Scope

Journal of Intensive Care Nursing is a peer reviewed, open access, online-only journal
published by the published by Tiirk Yogun Bakim Hemsireleri Dernegi. Journal of
Intensive Care Nursing is published triannual in Turkish and English in April, August,
and December. Journal of Intensive Care Nursing aims to publish studies of the highest
scientific and clinical value in the field of intensive care nursing, fields of nursing
research, practice, education, and management. Journal of Intensive Care Nursing
publishes clinical and experimental research articles, reviews, case reports, and letters
to the editors. The target audience of the journal includes nurses, academicians, clinical
researchers, medical/health professionals, students, nursing professionals, and related

professional and academic bodies and institutions.
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Oz

Amag: Yogun Bakim Agiz Bakimi Frekans Degerlendirme Olgegi’nin palyatif bakim tinitesinde yatan hastalarda kullanilmasi amaciyla planlandi.
Yontemler: Arastirma tanimlayici ve kesitsel nitelikte, palyatif bakim Gnitesinde yatan hastalar ile yapildi. Arastirmaya, katilmayi kabul eden 70 hasta dahil
edildi, veriler, tanilama formu ve 8lcek kullanilarak ayni arastirmaci tarafindan bir hafta ara ile degerlendirildi. ik degerlendirmede alinan puana gére agiz
bakim sikligina karar verildi, son degerlendirme ile karsilastirildi.

Bulgular: Arastirmaya katilan hastalarin yas ortalamasi 64,5 + 0, %68,6's1 erkek ve %74,3’ ilkogretim mezunudur. Parenteral beslenen hastalarda her iki
Olglimde de 6lgek puani anlaml derecede daha yiiksek bulundu (P <,01). Bireysel 6zelliklere gore incelendiginde gruplarin gogunda birinci ve ikinci 6lglim
arasinda anlamli fark bulundu (P< ,05). Olgek birinci ve ikinci 6l¢im alt parametrelerden alinan ortalama puanlar incelendiginde dudaklar (P=,03), disler
(P=,019), dil (P<,01) ve oral mukoza (P=,015) puanlarinda anlamli farklilik oldugu ve ikinci 6lgiimde puanlarin daha diisiik oldugu belirlendi.

Sonug: Olgegin’ palyatif bakim hastalarinin agiz bakim sikligina karar vermede faydali oldugu, agiz icinde iyilesmeler oldugu gézlendi.

Anahtar Kelimeler: Agiz bakim 6lgegi, agiz bakim siklig), palyatif bakim.

Abstract

Objective: Intensive Care Oral Care Frequency Assessment Scale (ICOCFAS) was planned to be used in patients hospitalised in a palliative care unit.
Methods: This descriptive and cross-sectional study was conducted with patients hospitalised in a palliative care unit. The study included 70 patients
who agreed to participate in the study, and the data were evaluated by the same researcher at one-week intervals using the a demographic data
form and the ICOCFAS scale. The frequency of oral care was decided according to the scale score obtained in the first evaluation and compared with
the final evaluation.

Results: The mean age of the patients who participated in the study was 64.5+ 0 years, 68.6% were male and 74.3% were primary school graduates.
The scale score was found to be significantly higher in both measurements in parenterally fed patients (P< .01). When analysed according to
individual characteristics, a significant difference was found between the first and second measurement in most of the groups (P< .05). When the
mean scores obtained from scale sub-parameters in the first and second measurements were analysed, it was determined that there were
significant differences in the scores of lips (P=.03), teeth (P=.019), tongue (P< .01) and oral mucosa (P=.015) and the scores were lower in the
second measurement.

Conclusion: Scale was found to be useful in deciding the frequency of oral care for palliative care patients and improvements were observed in the
oral cavity.

Keywords: Oral care frequency, oral care scale, palliative care.
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GIRIS

Agiz bakimi, agiz problemlerinin olusmasini, ilerlemesini 6nlemek veya ortadan kaldirmak icin agiz boslugunun
degerlendirilmesi ve bakim uygulanmasini icermektedir. Degerlendirmede uygun o6lgekler ile bakim sikligina
karar verilmesi gerekmektedir. Bakim uygulanmasinda ise; dislerin, protezlerin, dilin ve yumusak dokunun
fircalanmasi; agiz calkalama sollisyonu kullanarak oral dekontaminasyon, disler arasi temizlik ve nemlendirme
yapilmaktadir. Palyatif bakim gerektiren ciddi hastalik durumlari agiz saghg sorunlarini da beraberinde
getirmektedir. Bagimhlik durumun artmasi, tiklrik Gretiminin azalmasilar, ilerleyen yas, mevcut cesitli
hastaliklar, ilag kullanimi, oksijen tedavisi, beslenme bozukluklari gibi nedenler ile oral mukozanin bozulmasi ve
mukozite sebep olmaktadir. Dislerde plak, tartar, dis eti iltihabi, dis eti kanamalari, dis curikleri
gorilebilmektedir. Dudaklarin kuru ve catlak olmasi, agiz kokusu, dil Gzerindeki lezyon ve yaralar, yasam
kalitesini diistiren dnemli problemlerindendir ve agiz bakiminin énemini géstermektedir.® Agiz bakiminin
saglanmasi temel hemsirelik bakimin en 6nemli bagimsiz islevlerinden biridir. Hemsireler, hemsirelik stirecinin
tanilama asamasinda hastanin ge¢mis ve mevcut agiz problemleri hakkinda hastayr kapsamli degerlendirirler.
Elde edilen veriler hasta ve ailesinin bakim konusundaki eksiklerini ve yeteneklerini gormek acisindan hemsireye
yol gdsterir.”?

Palyatif bakim hastalari izerinde yapilan ¢calismalarda yaygin olarak agiz kurulugu, enfeksiyon, yutma glicligu,
agri ve tat degisimi goriildugu bildirilmistir. Baska bir ¢alismada, palyatif bakim hastalarinin %40'inin agiz saglig
ihtiyaclarini iletme yeteneklerini kaybettigi bu nedenle dikkat edilmezse, uzun siire tedavi edilebilir agiz
problemleriyle yasadiklari bildirilmistir. Palyatif bakim hastalarinda agiz problemlerinin erken teshisi ve tedavisi
agriyl en aza indirebilir.>*° Palyatif bakimda kullanilan cesitli hasta degerlendirme formlari ve skalalar vardir
ancak, bu skalalar arasinda agiz bakimini ayrintili degerlendiren spesifik bir skala bulunmamaktadir. Palyatif
bakimda agiz bakimi ile ilgili kanit eksikligi bulunmaktadir.**! Hemsirelerle yapilan bir calismada; ‘palyatif
bakimda agiz saghginin kolayca gézden kacirildigi, meslek gruplari tarafindan agiz sagliginin sorumlulugunun
alinmadigil, agiz saghginin hastalarin bitin saghgini etkiledigi ve acilen agiz saghgina odaklanmak gerektigi’
sonuglarina ulasilmistir. Palyatif bakimda agiz sagligina verilen 6nemin artmasi gerekmektedir.?

Bu arastirma Yogun Bakim Agiz Bakimi Frekans Degerlendirme Olcegi (Intensive Care Oral Care Frequency
Assesment Scale-ICOCFAS)'nin palyatif bakim (nitesinde yatan hastalarda kullaniimasi ve etkileyen faktorlerin
incelenmesi amaciyla planlandi.

YONTEMLER

Arastirmanin Yapildigi Yer: Arastirma Ocak-Nisan 2024 tarihleri arasinda bir egitim ve arastirma hastanesinde
gerceklestirildi.

Arastirmanin Evreni ve Orneklemi: Arastirmanin evrenini Ocak-Nisan 2024 tarihleri arasinda bir egitim
arastirma hastanesinin palyatif bakim Gnitesinde yatmakta olan hastalar olusturdu. Palyatif bakim Gnitesinde
yatan hastalarin tamami onkolojik hastalik tanisina sahipti. Orneklem hesabi yapilmamis olup, ¢alisma siirecinde
¢alismaya katilmaya gonilli tiim hastalar 6rnekleme dahil edildi. Arastirma siirecinde 75 hastaya ulasildi;
hastalardan biri ¢calismaya katilmayi kabul etmedi, iki kisi calisma siliresince yogun bakim (nitesine nakli
gerceklesti ve iki kisi de taburcu edildi. Arastirmaya katilmayi kabul etmeyen hastaya, rutin uygulamada yapilan
giinde bir defa agiz bakimi yapilmaya devam edildi. Calisma 70 hasta ile tamamlandi. Veriler ayni arastirmaci
tarafindan tim bireylerde iki defa degerlendirildi.

Veri Toplama Araglari: Veriler arastirmaci tarafindan hazirlanan hastalara ait tanitici 6zelliklerin bulundugu
Tanilama Formu ve ICOCFAS kullanilarak toplandi.

1. Tanilama Formu: Hastanin yasl, cinsiyeti, egitim durumu, beden kitle indeksi, tibbi tanisi, kronik hastalik varligi,
ekipman kullanimi, biling durumu, beslenme sekli, kullandigi ilaglar gibi sorulara yer verildi.
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2. Yogun Bakim Agiz Bakimi Frekans Degerlendirme Olgegi (ICOCFAS)
Veri Toplama Formu: Yogun Bakim Agiz Bakimi Frekans Degerlendirme Olgegi (ICOCFAS)

Dogu ve Terzi'nin 2022 yilinda gelistirdigi 6lcek dokuz maddeden olusmaktadir. Olgekte hastanin yasi, yanaklar,
dudaklar, dil, tikurak salgisi, agiz mukozasi, beslenme ve solunum destegi, disleri degerlendirilerek puanlama
yapilir. Degerlendirme parametreleri 1“den 4”e kadar olan 6lgekte durum normal, hafif, orta ve ciddi olarak
kabul edilir. Toplam ICOCFAS puani, her bir madde icin elde edilen puanlarin toplamidir. imminsipresif ilag
kullanimi, antibiyotik kullanimi, steroid tedavisi, diisiik hemoglobin seviyesi, diabetes mellitus gibi durumlarda
her parametre icin toplam puana bir puan eklenerek hesaplanir. Olgekten alinan toplam puan 9 ise en az 12
saatte bir, 10-19 puan ise en az 8-12 saatte bir, 20-29 puan ise en az 6 saatte bir ve 30 puan ve lzerindeyse en
az 4 saatte bir agiz bakimi yapilmasi énerilir. Cronbach's alpha degeri ,851’dir.*3

Arastirmanin Etik Yénii: Arastirma icin Sakarya Universitesi Girisimsel Olmayan Etik Kurul’'undan 29.11.2023
tarih ve E.309460-356 sayili etik kurul izni alindi. Calismaya katihm gondllilik esasina dayandi. Hastalardan
bilgilendirilmis gonalli olur formu ile izin alindi. Arastirmanin yapildigi kurumdan izin alind.

Verilerin Toplanmasi: Calisma siiresince palyatif (initesinde yatan hastalar arastirmacilar tarafindan toplamda
iki kez degerlendirildi. ilk degerlendirmede Tanilama Formu iceren anket dolduruldu ardindan élcek ile hasta agiz
ici degerlendirmesi yapildi. ilk degerlendirme sonrasi aldigl 6lcek puanina gore yedi giin boyunca agiz bakim
uygulamasi planlandi. Bu siirede ilk 6l¢tim ile elde edilen veriye gore planlanan agiz bakimi yedi giin boyunca
uygulandi. Yedinci glinlin sonunda ICOCFAS 6lgegine gore planlanan agiz bakiminin etkisini gézlemlemek igin
takip altindaki hastalarda yeniden agiz bakim olcegi kullanilarak agiz degerlendirmesi yapildi. Agiz bakimi,
palyatif bakim Unitesinde hastanin genel durumuna ve ihtiyaglarina gore planlandi. Bakim; hasta, bakim vericisi
ve hemsire tarafindan, hastaya uygun agiz bakim trini secilerek verildi. Agiz bakimini yapmakta bagimsiz olan
hastalar, kendi agiz bakimlarini yapmalari i¢cin desteklendi. Agiz bakimini yapmakta bagimli olan hastalarin agiz
bakimi X firmasinin klorheksidin glukonat %02,5 igerikli gargara, dudak nemlendirici jel ve swap iceren agiz bakim
seti kullanilarak verildi.

Istatistiksel Analiz: IBM SPSS 27.0 (IBM SPSS Corp., Armonk, NY, USA) programi kullanildi. Hastalarin
sosyodemografik ozellikleri, standart ve ortalama sapma, yiizde sikhgi ve dagilimi ile tanimlandi. Karsilastirma
analizlerinde t testi ve tek yonli ANOVA kullanildi. Tekrarh dlgciimler icin ise; tek yonlii ANOVA analizi uygulandi.
Anlamlilik igin P<,05 kabul edildi.

BULGULAR

Calismaya toplam 70 palyatif bakim hastasi dahil edildi. Hasta bireylerin %68,6’s1 erkek, %54,3’li 50-69 yas
araliginda ve yas ortalamalari 64,57'dir, %74,3’( ilkgretim mezunu idi. Palyatif Gnitesinde ¢alismaya dahil olan
bireylerin %60’Inin herhangi bir kronik hastalik dykisiniin olmadigl ve ‘normal’ beden kitle indeksine sahip
oldugu belirlendi. Hastalarin %64,3’( agiz kuruluna neden olabilecek ekipman kullanmadigi, sadece %44,3’{inlin
dis protezi kullandig1 ve %74,3’0i oral yolla beslendigi belirlendi (Tablo 1).

Tablo 1’de sosyodemografik veri ile 6lgcek puani incelendiginde cinsiyetler arasinda istatistiksel olarak anlaml
farkhlik saptandi. Erkek bireylerin ikinci 6lcimden aldiklari ortalama puan birinci 6lclime gore istatistiksel olarak
daha disik bulundu (P=,02). Agiz bakimi ihtiyaglarinin yas gruplari arasinda her iki 6lgimde de istatistiksel
olarak anlamli fark oldugu gézlendi (P=,03, P=,030). Ozellikle 50-69 ve 70 yas Uistii grupta ikinci 6lciimden elde
edilen puanlar anlamh derecede daha disiik idi (P=,009, P< ,001). Egitim durumu incelendiginde agiz bakim
ihtiyacglari arasinda anlamli fark bulunmazken, ilk6gretim mezunlarinin ikinci 6l¢iimden aldiklari puan birinciye
gore anlamli sekilde disiik elde edildi (P=,02). Kronik hastalik varligi incelendiginde ortalama puanlar arasinda
anlamli fark bulunmazken, kronik hastaligi olan ve olmayan gruplarin tekrarli dl¢iimlerinin arasinda alinan
puanlarin anlamh farkhhk gosterdigi elde edildi (P= ,008, P= ,033). Bu farkliigin ise; kronik hastaligi olan
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hastalarda daha ylksek oldugu gorildi. Ortalama puanlarda beden kitle indeksine goére anlamli farkhlik
saptanmadi. Ancak normal ve kilolu bireylerin tekrarh dlglimlerinde istatistiksel olarak daha distk bulundu (P=
,05, P< ,01). Agiz kuruluguna neden olabilecek ekipman kullananlar ile kullanmayanlar arasinda anlamli fark
yokken, oksijen maskesi kullanan grubun ikinci 6lciimden aldiklari puan birinci 6l¢ciimden aldiklari puan dan
istatistiksel olarak daha disiik bulundu (P=,03). Dis protezi kullanan ve kullanmayan grup arasinda istatistiksel
fark yokken, kullanan grubun ikinci 6lcim birinci 6lciime gore istatistiksel olarak daha dustk bulundu (P=,01).
Olgek puanlarinda oral ve parenteral beslenen hastalar arasinda her iki 6lciimde istatistiksel olarak anlaml
farkhihk oldugu (P< ,01), parenteral yolla beslenen hastalarda ortalama puanlarin oral beslenen hastalara goére
daha yiksek oldugu belirlendi. Oral yolla beslenen hastalarin birinci ve ikinci 6lciimleri arasinda anlamli fark
bulunurken (P< ,01), parenteral beslenen hastalarin birinci ve ikinci 6lclimleri arasinda anlamli farkhlik
bulunmadi (Tablo 1).

Tablo 1. Demografik 6zellikler ve ICOCFAS degerleri (N=70)

n % ICOCFAS MeanSD Test; P
1. Olglim 2. Olgiim

Cinsiyet
Kadin 22 31,4 17,36+2.96 16,18+4.0 2,262/ ,147
Erkek 48 68,6 18,52+4.19 17,29+4.26 11,132/,02
Test; P -1,164 /,248 -1,029 /,307

Yas
30-49 8 11,4 17,25+3,10 18,37+4,62 0,947/ ,363
50-69 38 54,3 17,00+3,87 15,73+3,58 7,594/ ,09
70 Yas Ust 24 34,3 20,2913,20 18,37+4,49 15,382/ <,01
Test; P 6,450 /,03 3,710/,030

Egitim Durumu
Okuryazar 7 10,0 17,85+2,91 16,00+4,54 1,527/,263
ilkdgretim 52 74,3 18,03+3,80 16,82+3,63 10,590/ ,002
Ortadgretim 7 10,0 19,0045,71 18,42+6,92 ,329/,587
Lise 3 4,3 19,00+.004,35 18,3316,80 ,044/ ,853
Universite 1 1,4 18,00 15,00 -
Test; P ,135/,969 ,440 /,779

Kronik Hastalik Varhgi
Var 28 40,0 18,42+3,39 16,53+4,40 8,292/ ,08
Yok 42 60,0 18,28+3,38 17,21+4,07 4,884/ ,033
Test; P -,338/,736 -,661/,511

Beden Kitle indeksi
Zayif 10 14,3 18,90+4,67 19,70+4,73 0,466/ ,512
Normal 42 60,0 18,19+4,03 17,04+4,05 9,027/ ,05
Kilolu 12 17,1 17,75+2,92 15,33+3,57 28,641/ <,01
Obez 6 8,6 17,50+3,56 14,83+3,48 1,788/ ,239
Test; P 0,218 /,883 2,741 /,050

Ekipman Kullanimi
Yok 45 64,3 17,51+4,03 16,80+4,35 4,231/ ,046
Oksijen 10,590/ ,03
Maskesi 25 35,7 19,32+3,31 17,20+3,94
Test; P -1,910/,060 -,380/,705

Dis Protezi
Var 31 443 18,90+3,59 16,80+4,44 13,245/ ,01
Yok 39 55,7 17,89+3,13 17,05+4,03 2,607/,115
Test; P 1,140/ ,152 -,238 /,810

Beslenme Sekli
Oral 52 74,3 17,51+2,89 15,86+3,64 13,641/ <,01
Parenteral 18 25,7 20,72+3,56 20,05+4,20 ,687/,419
Test; P -3,522 /<,01 -4,042 / <,01

ICOCFAS: Yogun Bakim Agiz Bakimi Frekans Degerlendirme Olgegi N/n: Orneklem sayisi P <,05: Anlamlilik diizeyi
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Olcek alt parametreleri incelendiginde; hastalarin dudaklarinin %72,9’u biraz kuru ve kirmizi oldugu, %40’inin
dislerinin temiz oldugu, %57,1’inin dilinin kuru, belirgin papilla goriiniiminde oldugu belirlendi. Hastalarin
%67,1’inin oral mukozasinin soluk, kuru, izole lezyonlu oldugu, %52,9’unun tikirik salgisinin yetersiz ve biraz kalin
oldugu gorildu. Hastalarin %55,7’sinde yanaklarin pirizsiiz, normal ve bozulmamis oldugu belirlendi. Hastalarin
%74,3’0 oral beslenmekte ve %65,7’si normal spontan solumakta oldugu tespit edildi. Birinci ve ikinci 6lcimde elde
edilen ortalama ICOCFAS puanlari karsilastirildiginda; dudaklar (P=,03), disler (P=,019), dil (P<,01) ve oral mukoza
(P= ,015) alt maddelerinden alinan ortalama puanlar arasinda anlamh farkhlik oldugu, ikinci 6lcimde alinan
puanlarinin daha disiik oldugu belirlendi. Olgekten alinan toplam puanlarin ortalamalari incelendiginde ikinci
olgiimden alinan puanlarin anlamh derecede daha diisik oldugu gorildi (P<,01). Palyatif bakim hastalarinda 6lcek
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toplam puanlari ilk 6lgimde18,34+3,36, ikinci 6lciimde 16,94+4,19 oldugu belirlendi (Tablo 2).

Tablo 2. Agiz Bakim Sikhigi Degerlendirme Parametreleri (N=70)

Parametreler 1. Olgiim 2. Olgiim

1. Hastanin Yasi n % n %
2.30-49 8 11,4 8 11,4
3.50-69 38 54,3 38 54,3
4.70 Yas Ustii 24 34,3 24 34,3
X+SD 3,22+,64 3,22+,64

2. Dudaklar
1. Purlzslz, Pembe, Nemli ve Bozulmamis 14 20,0 32 45,7
2. Biraz Kuru, Kirmizi 51 72,9 30 42,9
3. Kuru, Sismis izole Kabarciklar 5 7,1 8 11,4
4. Odemli, iltihapli Kabarciklar - - - -
X+SD 1,87+,50 1,65%,67
Test/ P 9,324/ ,03

3. Disler
1.Temiz 28 40,0 33 47,1
2. Digler Uzerinde Lokalize Olmus Plaklar Mevcut 21 30,0 19 27,1
3. Nemli Alanlarda Disler Uzerinde Plak Filmleri Mevcut 19 27,1 17 24,3
4. Dislerin Uzerinde ve Aralarinda Gézle Gériiliir Yogun Plaklar Mevcut 2 2,9 1 1,4
X+SD 1,924,88 1,804,86
Test/ P 5,768/ ,019

4. Dil
1.Plrizsuz, Pembe, Nemli ve Bozulmamis 18 25,7 36 51,4
2. Kuru, Belirgin Papilla 40 57,1 26 37,1
3. Kuru, Sis, Ug ve Papilla Kirmizi Lezyonlar 10 14,3 8 11,4
4. Cok Kuru, Odemli, Kanamali Ulserler Mevcut 2 2,9 - -
X+SD 1.94+.72 1,604,68
Test/ P 14,276/ <,01

5. Oral Mukoza
1. Purlzsliz, Pembe, Nemli ve Bozulmamis 19 27,1 34 48,6
2. Soluk, Kuru, izole Lezyon 47 67,1 32 45,7
3. Sismis Kirmizi 4 5,7 3 4,3
4. Cok Kuru ve Odemli, iltihaplanmig - - 1 1,4
X+SD 1,78+,53 1,58+,64
Test/ P 6,192/,015

6. Tukirik Salgisi
1. ince, Sulu Bol 14 20,0 18 25,7
2. Tuklrik Miktarinda Artis 16 22,9 30 42,9
3. Yetersiz ve Biraz Kalin 37 52,9 18 25,7
4. Kalin ve Yapiskan Ya Da Tukuruk Salgisi Hig Yok 3 4,3 4 57
X+SD 2,41+,85 2,11+,86
Test/ P 7,947/ ,06

7.  Yanaklar
1. Plrizsliz, Normal ve Bozulmamis 39 55,7 49 70,0
2. Biraz Kuru, Kirmizi 29 41,4 19 27,1
3. BUtuinlGgu Bozulmus (Siyrik, Catlak) 2 2,9 2 2,9
4. Cok Kuru, Odemli, Kanamali Ulserli - - - -
X+SD 1,474,55 1,324,53
Test/ P 3,450/ ,068

8. Beslenme Destegi
1. Oral Besleniyor 52 74,3 51 72,9
2. Nazo/Orogastrik Tuplerle Ya Da Gastrostomi Yoluyla Besleniyor - - 2 2,9
3. Parenteral Yoldan Besleniyor 18 25,7 16 22,9
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4. Higbir Sekilde Beslenmiyor - - 1 1,4
X+SD 1,51+,88 1,52+,89
Test/ P ,032/,859

Tablo 2. Agiz Bakim Sikhigi1 Degerlendirme Parametreleri (N=70) Devami

9. Solunum Destegi
1. Normal Spontan Solunum 46 65,7 47 67,1
2. Nazal Kaniil/Basit Oksijen Maskeleri ile Destekli 24 34,3 22 31,4
3. Non- invaziv Maskelerle Mekanik Ventilasyon Destekli - - 1 1,4
4. Oro- Nazotrakealentiibasyon Tiipii/ Trakeostomi ile invaziv Mekanik
Ventilasyon Destekli - - - -
X+SD 1,34+,47 1,344,50

) Test/ P ,0/ 1,000

Toplam Olgek Puani

X+SD 18,34+3,36 16,94+4,19

Test/P 12,745/ <,01

N/n: Orneklem sayisi.  P<,05: Anlamlilik diizeyi ~ X+SD: Ortalama/ Standart sapma

Calismaya katilan palyatif bakim hastalarinda bakim sikligi degerlendirildiginde; yapilan ilk gozlemde hastalarin
%64,3’inlin 8-12 saatte bir, %35,7’sinin en az 6 saatte bir agiz bakimina ihtiyaci oldugu belirlendi. Olgegin etkisini
palyatif bakim hastalarinda ortaya koymak icin bir hafta boyunca belirlenen puana goére bakim plani
gerceklestirilmesi planlandi. Bu nedenle bir hafta boyunca hastalarin ayni siklikla agiz bakimi almasi saglandi. Bir
hafta sonunda yapilan ikinci 6l¢clim sonrasi bu oran %74,3’linde 8-12 saatte bir, %25,7’sinde en az 6 saatte bir
olarak belirlenerek, ikinci gézlemde agiz bakim sikhiginin azaldig gérilda (Tablo 3).

Tablo 3. Agiz bakim sikhgi (N=70)

1. Olgiim 2. Olgiim
n % n %
8-12 Saatte Bir 45 64,3 52 74,3
En Az 6 Saatte Bir 25 35,7 18 25,7
n: kisi sayisi
TARTISMA

Bu ¢alismada, palyatif bakim hastalarinin agiz bakim ihtiyaglari dlcek ile degerlendirildi ve planlanan agiz bakim
sikhgi sonrasi agiz i¢i iyilesme durumu degerlendirildi.

Olgek toplam puanlarina gore, agiz bakimi ihtiyaclarinin cinsiyet, egitim durumu, kronik hastalik varligi, beden
kitle indeksi, oksijen maskesi, dis protezi kullanimi gruplari arasinda anlamli fark géstermezken, yas gruplari ve
beslenme seklinde gruplar arasinda istatistiksel olarak anlamli bir farkhlik gosterdigi (P<,05) (Tablo 1) belirlendi.
Parenteral yolla beslenen hastalarin agiz bakim ihtiyaglarinin yiksek oldugu goriildi. Arastirmaya benzer olarak
yapilan baska bir calismada ICOCFAS kullanilarak degerlendirilen postoperatif hasta bireylerde benzer sekilde
cinsiyet, egitim durumu, beden kitle indeksi ile agiz bakim ihtiyaglari arasinda anlamh fark gortilmezken, yas
gruplari ve beslenme sekli ile agiz bakim ihtiyaglari arasinda anlamh fark bulunmustur.'* Agiz saghigini bir élcek
kullanarak degerlendiren diger calismalar incelendiginde calismamiza benzer sonuglar bulunmustur.t>?’
orneklem grubunun farkhligindan kaynaklandigi, palyatifte ileri yas ve bakim gereksinimle hastalarinin olmasinin
anlamhligi olusturdugu distnuldi.

Calismamizda tekrarli 6l¢iim verileri karsilastirildiginda, ICOCFAS ilk 6lgim sonrasi verilen agiz bakimi sonrasi
ikinci 6lciim verilerinin anlamh farklilik olusturdugu (P< ,005) (Tablo 1). Farkliligin olumlu yonde oldugu ve agiz
bakiminin etkili oldugu sonucuna varildi. Literatlirde de gecerli glivenilir agiz degerlendirme 6lceklerinin
kullaniminin agiz bakimina karar vermede etkili oldugu ve dolayisiyla agiz iginde iyilesme saglandig
belirtiimektedir.’®2° Yogun bakimda gecerlilik giivenirligi kanitlanmis ICOCFAS dlceginin palyatif bakim
hastalarinda da kullanilabilecegi gérilmustr.
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ICOCFAS alt parametrelerinin incelendiginde, ilk ve ikinci dlgclimler arasinda dudaklar, disler, dil, oral mukoza,
tukdrik salgisi alt maddelerinden alinan ortalama puanlar arasinda anlamli farkhliklar oldugu belirlendi (P<,005)
(Tablo 2). ikinci dl¢iimden alinan puanlarin daha diisiik olmasi agiz bakim sikliginin dogru belirlenmesinin
onemini gosterdi. Bu durumda etkili bir 6lgcegin bakima karar vermesindeki 6nemini ortaya koydu. Yogun bakim
hastasi icin gelistirilen Olgek palyatif hastalar icinde bakima karar vermede rehber niteligindedir. Palyatif bakim
hastalari lizerinde yapilan benzer ¢alismalarda tikiriik salgisi, disler, dil ve dudaklarin hasta bireylerin yarisindan
fazlasinda ciddi sorun olusturdugu gérilmistiir.2%22 Agiz bakiminin palyatif bakim hastalarinin yasam kalitesi
Uzerinde 6nemli bir etkiye sahip oldugunu gostermektedir.

Bakim sikhigina iliskin yapilan gézlemler, hastalarin biliylk bir kisminin 8-12 saatte bir agiz bakimina ihtiyag
duydugunu gésterdi (Tablo 3). ikinci gbzlemde, bu ihtiyacin azaldigi belirlendi, bu da agiz bakiminin diizenli olarak
uygulanmasinin ve agiz bakim sikliginin dogru belirlenmesinin hastalarin agiz saghgi Gzerinde olumlu bir etki
yarattigini didstndirmektedir. Palyatif bakim hastalarinin agiz bakimina iliskin bakicilarin ve yakinlarin
deneyimlerini inceleyen bir calismada, agiz bakiminin siklikla g6z ardi edildigi, hastalarin yasam kalitesinin, agiz
semptomlari nedeniyle bozulana kadar, agiz bakiminin dnemsenmedigi belirtilmistir.2> Agiz bakim sikhgi ile ilgili
¢alismalar incelendiginde, uygun agiz bakiminin, agiz saglhiginda iyilesme gosterdigi ve bu sonuglarin ¢alismamiz
ile paralellik gdsterdigi gériilmustiir.2#2°> Calismanin bu bulgusu da ICOCFAS dlcegin palyatif bakim hastalarinda
dogru bakim sikhgina karar vermede ve dolayisiyla agiz ici iyilesmesinde etkili oldugunu distndirdd.

SONUC

Bu calismada yogun bakim hastalarin icin gelistirilen ICOCFAS olceginin palyatif bakim hastalarinda kullanim
deneyimi ve tekrarl 6lciimler ile verilen agiz bakiminin etkisini ortaya koymak amaglandi. ICOCFAS 6lcegi palyatif
bakim hastalarinda kullanilabilecegi, rutin hemsirelik bakimina entegre edilmesi 6nerilmektedir.

Palyatif bakim hastalarinin agiz bakim ihtiyaglari ve durumu gbéz 6niine alindiginda, yogun bakim hastasi ile
benzer olmasi nedeniyle palyatif bakim hastalari icin de kullanilabilecegi gozlendi.

Olcegin ileri calismalar ile palyatif bakim hastasinda gecerliligi giivenilirliginin de test edilmesi énerilmektedir.
ICOCFAS’In palyatif bakim hastalarinin agiz bakim sikhgina karar vermede faydali oldugu, agiz icinde iyilesmeler
oldugu gorildi. Elde edilen sonuglar ile ICOCFAS'In palyatif bakim hastalarinda kullanimini 6nermekteyiz.
ICOCFAS 6lceginin farkli populasyonlarda agimlayici ve dogrulayici faktér analizinin (AFA/DFA) yapilmasi
onerilmektedir.
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Oz

Amag: Bu arastirma bir tniversite hastanesi yogun bakim ve cerrahi birimlerde galisan hemsirelerin basing yaralanmasi bilgi diizeylerini 6lgmek
amaciyla gergeklestirilmistir.

Yontemler: Arastirmanin 6rneklemini bir iniversite hastanesinin cerrahi birimlerinde galisan ve arastirmaya katilmaya goéndllii olan 160 yogun bakim
ve cerrahi hemsireleri olusturdu. Veriler “Kisisel Bilgi Formu ve Basing Yaralanmasi Bilgi Diizeyi Degerlendirme Araci 2.0 - Glincellenmis Versiyon
(PUKAT 2.0-T)” 6lgeginden olusan anket formu ile toplandi. Alinan puanlar 100 tizerinden degerlendirildiginde 50 puandan az alanlar yetersiz bilgi
duzeyi, 70 Ustl puan alanlar yeterli seviyede bilgi diizeyi, 50-70 puan alan katiimcilar da orta diizeyde bilgi seviyesi olarak kabul edilmistir.

Bulgular: Arastirma %75,6's1 (n=121) kadin, %24,4’G (n=39) erkek, toplam 160 hemsire ile yapiimistir. Hemsirelerin Basing Yaralanmasi Bilgi Dlzeyi
Degerlendirme Araci alt boyutlarindan “Etiyoloji” puan ortalamasi 41,98+21,15, “Siniflandirma ve Gézlem” puan ortalamasi 56,41+29,97, “Risk
Degerlendirmesi” puan ortalamasi 72,19+33,53, “Beslenme” puan ortalamasi 56,25+26,48, “Basing Ulserlerinin Onlenmesi” puan ortalamasi
33,91+20,43, “Ozel Hasta Gruplari” alt boyutunda aldiklari puan ortalamasi 45,63+37,36 ve dlcek puan ortalamasi 46,13+16,68 olarak bulunmustur.
Sonug: Arastirmada 6lgek toplam puan ortalamasi 46,13+16,68 olarak saptanmistir. Bu sonuglar degerlendirildiginde 6lgekten alinan toplam puaninin
50 puan ve altinda kalmasi nedeniyle arastirmaya katilan hemsirelerin bilgi diizeylerinin yetersiz oldugu sonucuna ulasiimistir. Hemsirelerin dogru
yanit oranlarinin disiik olmasi nedeniyle basing yaralanmasinin 6nlenmesi, bakim ve tedavisine iliskin egitimlerinin farkh tiirde planlanmasi,
degerlendirilmesi ve degerlendirmeden elde edilen sonuglarin egitim igeriginin belirlenmesinde ve iyilestirilmesinde kullaniimasi 6nerilmektedir.
Anahtar Kelimeler: Basing yaralanmasi, cerrahi birimler, hemsire, yogun bakim

Abstract

Objective: This study aimed to investigate the intensive care and surgical units nurses’ knowledge of pressure injury.

Methods: The study sample consistedintensive care and surgical unit nurses in a university hospital who volunteered to participate in the study.
The data were collected with a questionnaire consisting of a section for personal information and the Pressure Injury Knowledge Level
Assessment Tool 2.0-Updated Version (PUKAT 2.0-T). The scores were obtained out of 100, less than 50 points were considered as inadequate
level of knowledge,50-70 points were considered as moderate, andmore than 70 points were considered asadequatelevel of knowledge.
Results: The study was conducted with 160 nurses, of whom 75.6% (n=121) were female. The mean scores of “Etiology” was 41.98+21.15,
“Classification and Observation”was 56.41+29.97, “Risk Assessment” was 72.19+33.53, “Nutrition” was 56.25+26.48, “Prevention of Pressure
Ulcers” was 33.91+20.43, “Special Patient Groups” was 45.63+37.36, and overall scale mean score was 46.13+16.68.

Conclusion: The knowledge level of the nurses participating in the study appeared inadequate based on the 50% treshold obtained from the
scale. It is recommended to plan and evaluate a variety of pressure injury prevention, care and treatment trainings and to use the outcomes
training evaluation in determining and improving the content of such training programs.

Keywords: Intensive care, nurse, pressure injury, surgical units

10


https://orcid.org/0009-0001-8519-6860
https://orcid.org/0000-0002-7102-9797

Kandemir ve Azizoglu Basing Yaralanmasi Bilgi Duzeyleri

GIRIS
Basing yaralanmasi cogunlukla kemik cikintilarinin oldugu bolgelerde tek basina basingla, basingla beraber

surtiinme/yirtilma bagl olarak ya da kullanilan cihazlarla ilgili ciltte ya da daha alt dokularda lokalize hasari
belirtmek icin kullanilan tanimlamalardir.t

Basing yaralanmasi diinya genelinde saglik kuruluslari igcin 5nemli sorunlar teskil etmektedir. Hastanede olusmus
basing¢ yaralanmasi, hastane yatis siirelerini uzatmakla beraber basing yaralanmasi tedavisi ile ilgili giderlerden
dolayi saghk bakim maliyetlerini artirmaktadir. Basing yaralanmasi agri, enfeksiyonlar ve cerrahi iyilesmenin
gecikmesine neden olmakla birlikte basing yaralanmalari insidansi hastane kalite sistemleri icerisinde kalite
gostergelerinden biri olarak ele alinir. Bilim ve teknolojideki gelismelere ragmen dinyadaki saghk bakim
kuruluslarinda hastalar ve saglk calisanlari icin glincelligini koruyan, sik gorilen ve Onlenebilir saglik
problemidir.>*

Basing yaralanmalari Amerika’da saglik sistemi fatura kayitlarinda ikinci en yaygin tanidir ve yilda 60.000 6lime
sebep olmakta ve her yil 1,7 milyon kisinin basing yaralanmasina maruz kaldigi tahmin edilmektedir. Bununla
birlikte basing yaralanmalarinin yillik maliyeti 2,6 milyar dolardan fazladir. Evre 3, evre 4 ve evrelendirilemeyen
basin¢g yaralanmasinin tek bir saghk kurulusuna maliyeti 75.000-150.000 dolar arasindadir ve ortalama
malpraktis talebi 250.00 dolardir.>®

Turkiye'de basing yaralanmasi prevalansinin belirlemesi icin yapilan cok merkezli ve prospektif olarak yuratilen
12 bolgedeki 12 hastaneyi kapsayan calismada, basing yaralanmasi prevalansi %9,4 olarak gosterilmistir ve
%65,1’i hastanede olusmustur.”® Amerika Ameliyathane Hemsireler Dernegi ameliyat sonrasi ilk 48-72 saat
icinde olusan basing Ulserlerini ameliyata bagl basing yaralanmasi olarak degerlendirmektedir.’ Basing
yaralanmasinin olusmasindaki dnemli etken basing olup, basincin siresi, yogunlugu ve dokunun toleransi
yaralanma sirecini etkilemektedir. Dokuya uygulanan basincin 32 mmHg’nin Gzerine ¢ikmasi kapiller dolasimin
durmasina sebep olur. Doku perflizyonunun bozulmasi ile doku oksijen ihtiyacini karsilayamaz ve iskemi gelisir.
Doku (izerine uygulanan uzun sireli yiiksek basinglar basing yaralanmasinin kisa siirede olusmasina, doku
Uzerine uygulanan distk yogunluklu basing ise basing yaralanmasinin daha uzun sirede olusmasina sebep
olmaktadir. Kapiller dolasimin tamamen engellenmesi durumunda basin¢ yaralanmasi 2 ile 6 saat arasinda
olusabilmektedir.103

National Pressure Ulcer Advisory Panel (NPUAP), European Pressure Ulcer Advisory Panel (EPUAP) ve Pan Pacific
Pressure Injury Alliance (PPPIA) olusturduklari Hizli Basvuru Kilavuzu'na gore evrelendirme sistemi 1 ile 4
arasinda asamalariicerir. Evre 1 basmakla solmayan eritem (kizariklik), Evre 2 dermisin/epidermisin kismi kaybini
icerir. Evre 3 basing yaralanmasi subkutan doku hasariniile tam kalinlikta deri kaybini iceren yag dokusuna ulasan
Ulserlesmelerdir. Evre 4 fasya, kemik, ligament, tendon ve eklemlere kadar uzanan tam kalinlikta doku kaybini
icerir. Bunlara ek olarak evrelendirilemeyen, derin doku hasari riski, mukoz membran basing yaralamasi ve tibbi
cihazla iliskili basing yaralanmasi gibi kavramlar literatiirde tanimlanmaktadir.>® Basin¢ yaralanmasi gelisimini
etkileyen risk faktoérleri basing, siirtiinme (friksiyon) ve makaslanma (yirtiima), kaseksi ve obezite, nem ve islaklik,
inkontinans, yetersiz beslenme, duyusal algida azalma ve biling durumundaki degisimler, hareketlerde azalma
ya da immobilizasyon, ileri yas, enfeksiyon, periferal dolasimin bozulmasi, kronik hastaliklar ve travmalar,
albiimin ve hemoglobin degerlerinin normalin altinda olmasi ve kullanilan tibbi cihazlar/medikal ekipmanlar
gosterilebilir, 1418

Saghk Bakanliginin saglikta kalite calismalar kapsaminda Saglkta indikatdr Yonetim Sistemi (SiYOS) (2014)
verilerine gore basing yaralanmasinin en sik gelistigi anatomik bdlgeler sirasi ile sakrum (%66,67), koksiks
(%23,18), gluteal bolge (%3,17), topuk (%3,17), omuz ve torakterik bélge (%1,59) olarak hesaplanmistir.’® Yogun
bakim hastalarinda yapilan bir ¢alismada basing yaralanmasi prevalansi %14,3 (n=5995) basing¢ yaralanmasi
gelismis hastalarda sirasi ile derin doku basing yaralanmasi riski (%33,6), evre 2 (%28,1), evrelendirilemeyen
(%16), evre 1 (%12,8), evre 3 (%4,1), mukoz membran (%2,4) ve evre 4 (%1,4) siniflandirmalari ile en sik sakrum
(%33,2), gluteal (%14,8) ve topuk (%12,6) gibi anatomik bélgelerde gériilmektedir.?

Basing yaralanmasi risk degerlendirmesi yapilirken onlarca glivenli ve gecerli 6lciim araci kullanilmaktadir. Bu
olgme araglari icerisinde en sik kullanilan Braden, Norton, Waterlow ve Gosnell’dir. Bu 6lgme araglari belirli risk
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faktorlerini kapsamaktadir. Tam bir degerlendirme icin Olgcme araglarinin yaninda kapsaml bir klinik
degerlendirme vyapilmasi gerekmektedir.?>?? Ulkemizde Saghk Bakanhig’'nin saglkta kalite calismalari
kapsaminda Saglikta indikatér Yonetim Sistemi (SiYOS) (2014) rehberine gére hastanelerin %56,52’sinde Braden,
%43,48’inde Norton Risk Degerlendirme 6lcekleri ile risk degerlendirmesi yapildigi bildirilmistir.’® Bu arastirma
bir Gniversite hastanesi yogun bakim ve cerrahi birimde galisan hemsirelerin basing yaralanmasi bilgi diizeylerini
o6lgmek amaciyla gergeklestirilmigtir.

YONTEMLER

Arastirmanin Tipi: Bu ¢alisma, yogun bakim ve cerrahi birimlerde ¢alisan hemsirelerin basing yaralanmasi bilgi
diizeylerini incelemek amaci ile tanimlayici ve kesitsel tipte yapildi.

Arastirmanin yapildig1 yer ve zaman: Bu arastirma Bursa Uludag Universitesi Saglik Uygulama ve Arastirma
Merkezi yogun bakim ve cerrahi birimlerde g¢alisan hemsireler ile yapildi. Calisma 10.11.2023- 31.05.2024
tarihleri arasini kapsamakta olup, veriler 01.12.2023-31.03.2024 tarihleri arasinda toplandi.

Arastirmanin Evreni ve Orneklemi: Arastirma’nin evreni toplam 250 hemsireden olusmaktadir. Orneklem;
evreni bilinen 6rneklem yontemi ile hesaplanmis olup, bu hesaplama sonucunda bulunan 160 hemsire
arastirmanin 6rneklem grubunu olusturdu.

Veri Toplanma Araglari: Verilerin toplanmasinda; katilimcilarin demografik 6zelliklerinin belirlenmesi amaciyla
literatlir taranarak 17 sorudan olusan Kisisel Bilgi Formu kullanildi.

Olgme araci olarak Basing Ulseri Bilgi Diizeyi Dederlendirme Araci (PUKAT 2.0-T) kullanildi. Bu degerlendirme
aract hemsirelerin basing yaralanmasi ile ilgili bilgi diizeyini belirlemek amaciyla Manderlier ve ark.? tarafindan
gelistirilmistir. Testte basing yaralanmasina iliskin bilgi diizeyi alti tema cercevesinde ele alinmistir. Bu temalar;
Etiyoloji (6 soru), Siniflandirma ve Gozlem (4 soru), Risk Degerlendirmesi (2 soru), Beslenme (3 soru), Basing
Ulserlerinin Onlenmesi (8 soru) ve Ozel Hasta Gruplari (2 soru) olup, toplam 25 adet soru bulunmaktadir. Testten
alinacak olan puan 0-25 arasinda degismektedir. Bu tez calismasinda puan ortalamalari 100 Uzerinden
hesaplanmistir. Olgekten alinan puan yiikseldikce bilgi diizeyi artmaktadir. Dalli ve ark.?* yaptigi calismada testin
Tlrkge versiyonun gegerlik ve givenilirlik galismasi sonuglarina gore; (1) kapsam gegerlilik indeksi ,90, (2) test-
tekrar test glvenirligi ,83 (alt temalar igin ,70—,92 arasi), (3) madde gligliik indeksleri %35-75 arasi, (4) madde
ayirt edicilik indeksleri ,44—,92 arasi ve (5) i¢ tutarhlik (Cronbach alpha) degeri,72 olarak bulunmustur.

Verilerin Analizi: istatistiksel analizler icin SPSS 27 (IBM Statistical Package for the Social Sciences Corp., Armonk,
NY, ABD) programi kullanildi. Galisma verileri degerlendirilirken tanimlayici istatistiksel metodlar (ortalama,
standart sapma, medyan, frekans, ylizde, minimum, maksimum) kullanildi. Nicel verilerin normal dagilima
uygunluklari Shapiro-Wilk testi ve grafiksel incelemeler ile sinandi. Normal dagilim gésteren nicel degiskenlerin
iki grup arasi karsilastirmalarinda Student-t testi, normal dagilim gostermeyen nicel degiskenlerin iki grup arasi
karsilastirmalarinda Mann-Whitney U test kullanildi. Normal dagilim gosteren nicel degiskenlerin ikiden fazla
grup arasi karsilastirmalarinda Tek yonli varyans analizi ve Bonferroni dizeltmeli ikili degerlendirmeler
kullanildi. Normal dagilim géstermeyen nicel degiskenlerin ikiden fazla grup arasi karsilastirmalarinda Kruskal-
Wallis test ve Dunn-Bonferroni test kullanildi. Sonuglar %95 giiven araliginda degerlendirildi ve anlamhilk diizeyi
P< ,05 olarak kabul edildi.

Arastirmanin Etik Yonii: Calismanin etik kurul onayi, T.C. Halic Universitesi Girisimsel Olmayan Klinik
Arastirmalar Etik Kurulu'ndan alindi (Tarih: 26.12.2023 Karar Numarasi: 289). Arastirmanin yapilacag ilgili
kurumdan gerekli izinler etik kurul iznini takiben alindi. Orneklem grubundaki hemsirelere arastirmanin amaci
aciklanarak kendilerinden alinacak olan bilgilerin gizliligi esasina uyulacagi arastirmacilar tarafindan beyan edildi.
Calismaya katilmaya gonlli olan hemsirelerden bilgilendirme ve onam formu aracihigi ile yazili onamlari alindi.
Olgek kullanimina yénelik izin icin 6lgek sahibinden E-posta yolu ile alind.

BULGULAR

Arastirmaya katilanlarin demografik ve mesleki 6zelliklerinin dagihmi Tablo 1’de verilmistir. Calismaya katilan
hemsirelerin %25’i (n=40) 30-34 yas arasl, %75,6'sl (n=121) kadin, %53,1’i (n=85) evli ve %84,4’inlin (n=135)
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egitim durumu lisans mezunudur. %33,8’i (n=54) Anesteziyoloji ve Reanimasyon YBU’de calismaktadir.
Hemsirelerin %31,3’linlin (n=50) servisinde 1-5 yil arasinda, %29,4’Gnin (n=47) mesleklerinde 6-10 yil arasinda
calisma siiresinin oldugu ve %45’inin (n=72) yogun bakim hemsiresi olarak gérev yaptigi saptanmistir (Tablo 1).

Tablo 1: Hemsirelerin Demografik ve Mesleki Ozelliklerin Dagilimi (N=160)

Degisken n %
Yas <25 yas 24 15,0
25-29 yas 39 24,4
30-34 yas 40 25,0
35-39 yas 27 16,9
40-44 yas 17 10,6
245 yas 13 8,1
Cinsiyet Kadin 121 75,6
Erkek 39 24,4
Medeni Durum Bekar 56 35,0
Evli 85 53,1
Dul veya bosanmis 19 11,9
Egitim Durumu Lisans 135 84,4
Yiksek lisans 25 15,6
Calistigi Servis Anestezi ve Reanimasyon YBU 54 33,8
G6giis Kalp Damar Cerrahisi YBU 8 5,0
Genel Cerrahi YBU 6 3,8
Beyin Cerrahisi YBU 13 8,1
Ameliyathane 14 8,8
Genel Cerrahi Klinigi 19 11,9
Gogls Cerrahi Klinigi 13 8,1
Beyin Cerrahisi Klinigi 8 5,0
Kulak Burun Bogaz Klinigi 8 5,0
Kalp Damar Cerrahisi Klinigi 3 1,9
Uroloji Klinigi 6 3,8
Kadin Hastaliklari ve Dogum Klinigi 3 1,9
Cocuk Cerrahisi Klinigi 1 0,6
Cocuk Cerrahisi YBU 1 0,6
Ortopedi Klinigi 3 1,9
Servis Calisma Siiresi <1yl 28 17,5
1-5yil 50 31,3
6-10 yil 48 30,0
11-15yil 19 11,9
216 yil 15 9,4
Meslekte Caligma Siiresi <lyil 16 10,0
1-5yil 33 20,6
6-10 yil 47 29,4
11-15 yil 32 20,0
216 yil 32 20,0
Calisilan Servisteki Gérev Yogun bakim hemsiresi 72 45,0
Klinik hemsiresi 70 43,8
Sorumlu hemsire 7 4.4
Ameliyathane hemsiresi 11 6,9

Hemesirelerin %56,9’u (n=91) bir vardiyada bakim verdigi hasta sayisinin 1-3 arasinda oldugunu belirtirken, %3,8’i
(n=6) 4-6 arasinda, %17,5’i (n=28) 7-9 arasinda, %21,3’l (n=34) ise 10 ve (zeri sayida hastaya bakim verdigini

belirtmistir.
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Hemesirelerin %26,3’l (n=42) ayni vardiyada galistigl hemsire sayisinin 1-2 hemsire, %39,4’l (n=63) 3-4 hemsire,
%7,5’i (n=12) 5-9 hemsire, %23,8’i (n=38) 10 ve lzeri hemsire oldugunu belirtmistir.

Cahsmaya katilan hemsirelerin %96,9’u (n=155) basing yaralanmasi ve onlenmesi ile ilgili egitim aldigini
belirtirken, egitim alanlarin %43,2’si (n=67) bu egitimi okulda, %51,6’s1 (n=80) hizmet ici egitimde, %0,6’s1 (n=1)
kursta, %3,2’si (n=5) sertifika programinda ve %1,3’l (n=2) ise diger yerlerde aldigini belirtmistir. Hemsirelerin
%64,5’i (n=153) basing yaralanmasi ve dnlenmesine iliskin egitimi yeterli bulurken, %95,6’s1 (n=153) calistig
serviste basing yaralanmasi 6nlemeye yonelik uygulama yapildigini belirtmistir.

Calismaya katilan hemsirelerin %90,6’sinin (n=145) basin¢ yaralanmasi gelismis hastaya bakim verdigi,
%4,4’nln (n=7) bakim verilirken gézlem yaptigi ve %5’inin (n=8) ise basin¢ yaralanmasi gelismis hastaya bakim
vermedigini saptanmistir. Hemsirelerin %39,4’G (n=63) basing¢ yaralanmasini dnlemede servis hemsirelerinin
uygulamalarini yeterli bulurken, %60,6’sI (n=97) yetersiz bulmaktadir (Tablo 2).

Tablo 2: Hemsirelerin Calistiklari Birime Ait Ozelliklerin Dagilimi (N=160)

Degisken n %
Bir vardiyada bakim verilen hasta sayisi 1-3 91 56,9
4-6 6 3,8
7-9 28 17,5
10 ve Uzeri 34 21,3
Ayni vardiyada galigilan hemsire sayisi 1-2 42 26,3
3-4 63 39,4
5-9 12 7,5
10 ve Uzeri 38 23,8
Basing yaralanmasi ve 6nlenmesi ile Evet 155 96,9
ilgili egitim alinmasi Hayir 5 3,1
Basing yaralanmasi ve 6nlenmesi ile Okulda 67 43,2
iliskin egitim alinan yer Hizmet ici egitimde 80 51,6
Kursta 1 0,6
Sertifika programinda 5 3,2
Diger 2 1,3
Basing yaralanmasi ve dnlenmesine Evet 100 64,5
iliskin alinan egitim yeterli bulunuyor mu? Hayir 55 35,5
Calisilan serviste basing yaralanmasi Evet 153 95,6
onlemeye yonelik uygulama yapiliyor mu? Hayir 7 44
Basing yaralanmasi gelismis hastaya Evet 145 90,6
bakim verme oykiisii Hayir 8 5,0
Bakim verilirken 7 4,4
gozlem yapilmis
Basing yaralanmasi 6nlemede servis Evet 63 39,4
hemsirelerinin uygulamalarini yeterli Hayir 97 60,6

bulma durumu

Hemsirelerin Basing Ulseri Bilgi Diizeyi Degerlendirme Araci testinin temalarindan aldiklari ortalama puanlar;
“Etiyoloji” 41,98%+21,15, “Siniflandirma ve Gozlem” 56,41+29,97, “Risk Degerlendirmesi” 72,19+33,53,
“Beslenme” 56,25+26,48, “Basin¢ Ulserlerinin Onlenmesi” 33,91+20,43, “Ozel Hasta Gruplar” 45,63+37,36
olarak saptanmistir. Anket toplamindan aldiklari ortalama puan ise 46,13+16,68’dir (Tablo 3).
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Tablo 3: Basing Yaralanmasi Bilgi Diizeyi Degerlendirme Araci 2.0-T Puanlarinin Dagilimi

OrtalamaztStandart Sapma

Medyan (Minimum-

Maksimum)

Etiyoloji

Siniflandirma ve Gozlem

Risk Degerlendirmesi
Beslenme

Basing Ulserlerinin Onlenmesi

41,98+21,15
56,41+29,97
72,19+33,53
56,25+26,48
33,91+20,43
45,63+37,36

50,0 (0-100)
50,0 (0-100)
100,0 (0-100)
66,7 (0-100)
37,5 (0-100

Basing Yaralanmasi Bilgi Duzeyleri

)
Ozel Hasta Gruplari 50,0 (0-100)
Toplam Bilgi Puani 46,13+16,68 44,0 (0-100)

Arastirmada kadin hemsirelerin Basing Yaralanmasi Bilgi Diizeyi Degerlendirme Araci testi “Siniflandirma ve
Gozlem” ve “Risk Degerlendirmesi” temalarindan aldiklari puanlar, erkek hemsirelere gore istatistiksel olarak
anlamli dlizeyde yiksek saptanmistir (P=,029; P=,012; P<,05).

Bu arastirmadan elde edilen diger 6nemli bulgular sirasiyla;

Calisma siresi 1-5 yil arasinda olan hemsirelerin temadan aldiklari puanlar, calisma siresi 6-10 yil ve 11-15 yil
arasinda olan hemsirelere gére anlamli diizeyde dislik saptanmistir (P=,011; P=,023; P<,05).

Bakim verdigi hasta sayisi 1-3 arasinda olan hemsirelerin “basing Ulserlerinin dnlenmesi” temasindan aldigi
puanlar, bakim verdigi hasta sayisi 7-9 arasinda olanlara goére anlamli diizeyde yiiksek saptanmistir (P=,011; P<
,05). Bakim verdigi hasta sayisi 1-3 arasinda olan hemsirelerin anketten aldig1 toplam puan, bakim verdigi hasta
sayisi 7-9 arasinda olanlara goére anlaml diizeyde yiksek saptanmistir (P=,028; P<,05).

Ayni vardiyada ¢alisan hemsire sayisina gore hemsirelerin Basing Yaralanmasi Bilgi Diizeyi Degerlendirme Araci
testi “Ozel Hasta Gruplari” temasindan aldiklari puanlar, hemsire sayisi 10 ve lzeri olan hemsirelerin temadan
aldig1 puanlar, hemsire sayisi 3-4 arasinda olanlara gore anlamli diizeyde yliksek saptanmistir (P=,021; P<,05).

Basing yaralanmasi ve énlenmesi ile ilgili egitim alan hemsirelerin Basing Ulseri Bilgi Diizeyi Degerlendirme Araci
testi “Etiyoloji”, “Basin¢ Ulserlerinin Onlenmesi”, “Ozel Hasta Gruplari” temalarindan ve anket toplamindan
aldiklari puanlar, egitim almayan hemsirelere gore istatistiksel olarak anlamli diizeyde yiksek saptanmistir (P=

,016; P=,033; P=,028; P=,037; P< ,05).

Basin¢ yaralanmasi ve 6nlenmesine iliskin alinan egitimi yeterli bulan hemsirelerin Basing Yaralanmasi Bilgi
Diizeyi Degerlendirme Araci testi “Beslenme”, “Basing Ulserlerinin Onlenmesi” temalarindan ve anket
toplamindan aldiklari puanlar, egitimi yeterli bulmayan hemsirelere gore istatistiksel olarak anlamh diizeyde
yiksek saptanmistir (P=,005; P=,008; P=,002; P<,01).

Calistig) serviste basing yaralanmasini 6nlemeye yonelik uygulama yapildigini belirten hemsirelerin Basing Ulseri
Bilgi Diizeyi Degerlendirme Araci testi “Etiyoloji”, “Basing Ulserlerinin Onlenmesi” temalarindan ve anket
toplamindan aldiklari puanlar, uygulama yapilmadigini belirten hemsirelere gore istatistiksel olarak anlamli
diizeyde yiiksek saptanmistir (P=,010; P=,034; P= ,013; P< ,05) (Tablo 4).
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Tablo 4: Demografik Ozelliklere Gére Basing Yaralanmasi Bilgi Diizeyi Temalarinin Degerlendirilmesi

Etiyoloji Siniflandirma Risk Beslenme Basing Ozel Hasta Toplam Bilgi
ve Gozlem Degerlendirme Ulserlerinin Gruplari Puani
Onlenmesi
Yas <25 yas OrttSs  49,31+2529  60,42+30,32  64,58+34,51 58,33+32,97 42,71+27,32 52,08+37,53 51,5423,75
(n=24) Medya
n (Min-
Maks) 50 (0-100) 50 (0-100) 50 (0-100) 66,7 (0-100) 37,5 (0-100) 50 (0-100) 46 (8-100)
25-29 yas OrttSs  39,32+19,68 50+27,51 75,64+30,07 53,85+24,92 34,94+16,52  42,314#38,96  44,51+12,01
(n=39) Medya
n (Min-
Maks) 50 (0-66,7) 50 (0-100) 100 (0-100) 66,7 (0-100) 37,5(0-62,5) 50 (0-100) 44 (20-72)
30-34 yas OrttSs 45,83+19,52  60,63+31,46 73,75+33,94 55,83+27,62 29,38+20,32 51,25+38,38 46,8+17,17
(n=40) Medya
n(Min- 50 (16,7-
Maks) 83,3) 50 (0-100) 100 (0-100) 66,7 (0-100) 25 (0-87,5) 50 (0-100) 48 (4-88)
35-39 yas OrttSs 37,04+17,5 53,7+27,48 74,07+32,14 56,79+20,29 33,8+13,79 37,04%35,61 44+10,35
(n=27) Medya
n (Min- 66,7 (33,3-
Maks) 33,3 (0-66,7) 50 (0-100) 100 (0-100) 100) 37,5 (0-62,5) 50 (0-100) 40 (28-68)
40-44 yas Ort+Ss 40,2+19,6 51,47+32,44 73,53+35,87 60,78+24,25 33,82+20,14 44,12+34,83 45,41+14,35
(n=17) Medya
n (Min-
Maks) 50 (0-66,7) 50 (0-100) 100 (0-100) 66,7 (0-100) 37,5 (0-75) 50 (0-100) 44 (20-72)
245 yas OrttSs 37,18+28,18  67,31+32,89 65,38+42,74 53,85+32,03 28,85+26,21 46,15+37,98 44,31+24,57
(n=13) Medya
n (Min-
Maks) 33,3 (0-100) 75 (0-100) 100 (0-100) 66,7 (0-100) 25 (0-100) 50 (0-100) 40 (0-100)
Test x2:6,318 x%:6,690 x%:2,107 x%:1,100 x%:7,154 x%:3,371 x%:2,387
P 2,277 2,245 2,834 2,954 2,209 2,643 2,793
Cinsiyet Kadin OrttSs 41,32+#21,95  59,3+30,3 76,03+31,69 56,47+26,12 33,78+19,94 44,63+36,97 46,64+16,29
(n=121) Medya
n (Min-
Maks) 50 (0-100) 50 (0-100) 100 (0-100) 66,7 (0-100) 37,5 (0-100) 50 (0-100) 48 (0-100)
Erkek Ort+Ss 39+44,02 39+47,44 39+60,26 39455,56 39+34,29 39+48,72 39+44,51
(n=39) Medya
n(Min- 18,5 (50-
Maks) 16,7) 27,4 (50-0) 36,6 (50-0) 27,9 (66,7-0) 22,2 (37,5-0) 38,9 (50-0) 18 (44-4)
Test Z7:-,530 Z:-2,189 Z:-2,499 Z:-,104 Z:-,336 Z:-,576 t:,693
P ®596 5,029* b,012* 5,917 5,737 ®,565 <,489
Medeni Bekar Ort+Ss 41,37+22,47  54,02+29,69 66,07+35,81 55,95+29,89 36,61+23,09 46,43+39,15 46+19,3
Durum (n=56) Medya
n (Min-
Maks) 33,3(0-100) 50 (0-100) 50 (0-100) 66,7 (0-100) 37,5 (0-100) 50 (0-100) 44 (8-100)
Evli (n=85) Ort+Ss 85+40,39 85155 85174,71 85%55,69 85+30,88 85+46,47 85+44,75
Medya
n (Min-
Maks) 19,8 (50-0) 30,8 (50-0) 31,5 (100-0) 24,9 (66,7-0) 17,2 (37,5-0) 36,8 (50-0) 14,5 (44-0)
Dul veya Ort+Ss 50,88+21,85  69,74+24,41 78,95+34,62 59,65+23,78 39,47+24,03 39,47+35,66 52,63+16,98
bosanmig Medya
(n=19) n(Min- 50 (16,7- 66,7 (33,3-
Maks) 100) 75 (25-100) 100 (0-100) 100) 37,5 (0-100) 50 (0-100) 52 (20-100)
Test x%3,654 x%:4,072 x%3,178 x%:,127 x%:2,592 x%:,560 F:1,750
P 3161 2,131 2,204 2,939 2274 2,756 4177
Egitim Lisans OrttSs 41,73+21,73 56,48+29,76 70,74+33,67 56,3+26,54 33,98+20,58 46,67+37,75 46,07+17,34
Durumu (n=135) Medya
n (Min-
Maks) 50 (0-100) 50 (0-100) 100 (0-100) 66,7 (0-100) 37,5 (0-100) 50 (0-100) 44 (0-100)
Yuksek Ort#Ss 25+43,33 25156 2580 25156 25+33,5 25+40 25+46,4
lisans Medya
(n=25) n (Min-
Maks) 18 (50-0) 31,7 (50-0) 32,3 (100-0) 26,7 (66,7-0) 20 (37,5-0) 35,4 (50-0) 12,9 (48-12)
Test Z:-,520 Z:-,082 Z:-1,390 Z:-,182 Z:-,185 Z:-,797 t:-,089
P 603 5,934 5,164 5,855 5,853 ®,426 €929

2Kruskal Wallis Test ®Mann Whitney U Tes

¢Student- t Test

d0neway ANOVA

*P<,05 Ort: Ortalama SS: Standart sapma
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TARTISMA

Calismamizdaki Basing Ulseri Bilgi Diizeyi Degerlendirme Araci (PUKAT 2.0-T) 6lgme testinden alinan toplam
puan ortalama 46,13+16,68 olarak saptanmistir. Temalardan alinan puanlar sirasi ile “Etiyoloji’’ 41,98+21,15,
“Siniflandirma ve Goézlem” 56,41+29,97, “Risk Degerlendirmesi’” 72,19+33,53, “Beslenme” 56,25+26,48, “
Basing Ulserlerinin Onlenmesi” 33,91+20,43 ve “Ozel Hasta Gruplar “ 45,63+37,36 olarak saptanmistir. De
Meyer et al. yaptiklari calismada katihmcilarin (n=474) aldig toplam puan 50,7 olarak saptamistir.?®
Calismamizda hemsirelerin “Basing Ulserlerin Onlemesi', 'Etiyoloji' ve 'Ozel Hasta Gruplari” temalariyla ilgili
bilgilerinin yetersiz oldugunu gostermistir. Risk degerlendirmesi temasi ylksek bilgi puanlari 6nceki
arastirmalarla uyumludur.’32426-28 Hemsirelerin risk degerlendirme araclarini kullanmasinin bu konudaki bilgi
diizeylerine olumlu katkilari oldugu seklinde agiklanabilir. Literatlire gore yapilan bazi ¢galismalarda alinan toplam
puanlar sirasi ile Manderlier et al.® (2017) 41,6, Gunningberg et al.?® 58,9, ve Barakat Johnson et al.?® 35,21
seklindedir. Teorik bilgi seviyesi orta ve disiik olup bu arastirmalar ile benzerlik géstermektedir. Basing
yaralanmasi bilgi dizeylerinin yeterli seviyede olmamasinin altinda cesitli sebepler olabilir. Hemsirelik
egitiminde mifredatta konuya yeterince yer verilmemesi bu nedenler arasinda sayilabilir. Kliniklerde basing
yaralanmasinin 6nlenmesine yonelik hizmet i¢i egitimlere yeterince yer verilmemesi hemsirelerin basing
yarasinin 6nlenmesine yonelik bilgi diizeylerini olumsuz etkileyebilmektir. Glincel rehberlerin takip edilmemesi
hemsirelerin bilgi dizeylerinin glincel kalmasini zorlastirmaktadir. Ayrica; saglik kurumlarinin  basing
yaralanmasinin 6nlenmesine yonelik protokol, rehber ve egitimleri yeterince gelistirmemis olmasi da bilgi
diizeyinin yetersiz kalmasina sebep olabilir.

Yas gruplarina gore temalar ve toplam puan ortalamalari arasinda anlaml bir fark bulunmamistir. Literatiire
bakildiginda <25 yas grubunda anlamli olarak daha yiiksek puan ortalamalarina sahiptirler.?> Kaddourah et al.?’
yaptiklari calismada genc yas grubunun toplam puan ortalamalari daha yliksek bulunmustur. Bu durum meslek
yasamina baslama ile mezuniyet arasinda daha kisa zaman olmasi ve teorik bilgilerin heniiz yiksek olmasi ile
aciklanabilir. Bunun yaninda Risk Degerlendirmesi temasi ile ilgili olarak 35-50 yas kategorisindeki katilimcilar
diger yas gruplari ile énemli dlciide daha yiiksek puanlara sahiptir.?® Literatiirdeki bazi calismalarda da yas
degiskeninin bilgi diizeyini anlamli olarak etkilemedigi bulunmustur.?®?°

Egitim durumuna gore temalar ve toplam puan ortalamalari arasinda anlamh bir fark bulunmamistir. 248
hemsire ile yapilan kesitsel ¢alismada lisans mezunlarinin bilgi diizeyleri daha yiiksek bulunmustur.®® Gérece
daha eski galismalarda yiksekdgrenime sahip hemsirelerin daha yiliksek puan ortalamalarina sahip oldugu
bulunmustur.**3132 Calismamiz bu anlamda literatiirle benzerlik gostermemektedir.

Yogun bakim hemsiresi, klinik hemsiresi, sorumlu hemsire ve ameliyathane hemsirelerinin aldiklari toplam puan
ve temalardan aldiklari puanlar arasinda anlaml fark gorilmemistir. De Meyer et al.?® yaptiklar calismada
katiimcilarin (n=474) yogun bakim, geriatri ve rehabilitasyon bélimlerinde ¢alisan hemsire ve/veya hemsire
asistanlarin “Toplam Puan”, “Onleme"”, “Risk Degerlendirmesi”’ ve “Ozel Hasta Gruplar”’ temalarinda anlaml
farklar buldu. Geriatri servislerinde ve yogun bakim servislerinde galisan katilimcilarin rehabilitasyon servislerine
gore daha yiiksek toplam puan elde edildi. “Onleme” temasi icin geriatri servisi katilimcilari rehabilitasyon
servisindeki katilimcilardan istatistiksel olarak anlamli derecede daha yiiksek puan aldi. “Risk degerlendirmesi”
temasi i¢in de ayni durum gecerlidir. Yogun bakim servisleri, geriatrik servislere ve rehabilitasyon servislerine
kiyasla “Ozel Hasta Gruplar’” temasinda anlamli olarak daha yiiksek puan aldi. Baska bir calismada Iranmanesh
et al.* iran'da hemsirelerin basing ulseri ile ilgili bilgilerini degerlendirmisler ve yogun bakim hemsirelerinin
ortopedi hemsirelerine gére daha yiiksek bilgi diizeyine sahip olduklarini bildirmislerdir. Unlii ve Andsoy®* farkli
bir degerlendirme araci kullanarak yaptiklari ¢alismada (n=245), yogun bakim hemsireleri, cerrahi klinik
hemsireleri ve ameliyathane hemsireleri “Onleme” ve “Risk Degerlendirmesi”’ ile “yara tanimindan’’ aldiklari
puanlar arasinda anlamli fark saptanmistir. Yogun bakimda ¢alisan hemsirelerin “6nleme’ ’risk degerlendirmesi”’
ve “yara tanimina” temalarindan alinan puan ortalamalari cerrahi klinik hemsirelerine gére anlamli diizeyde
ylksek saptanmistir. Literatlrde c¢alisilan birimler arasinda bilgi diizeyi karsilastirmalarinda farkh kanitlar vardir.
Calismamiz literatlirdeki bazi calismalarla benzerlik géstermektedir.

Bakim verdigi hasta sayisi 1-3 arasinda olan hemsirelerin anket toplamindan aldigi puanlar, bakim verdigi hasta
sayisi 7-9 arasinda olanlara gore anlamh dizeyde yiiksek bulunmustur. Bu farklihgin sebebi 1-3 hasta bakan
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hemsirelerin yogun bakimda calisiyor olmasi, hastalarina daha ¢ok zaman ayirabilmeleri, yogun bakimlardaki
basing yaralanmasi insidansinin yiiksek olmasi®® ve bu sebeple daha sik basing yaralanmasi bakim ve tedavisinde
gorev almalari gosterilebilir.

Hemsire basina dlisen hasta sayisinin artmasi ya da hemsire yetersizligi, hastaya ayrilan zamanin azalmasi, basing
yaralanmasi 6nleme ve bakimina yeterince odaklanamamalarina neden olabilir. Hemsire basina diisen hasta
sayisinin artmasi ve hasta bakimina ayirdiklari siirenin azalmasi, basing yaralanmasi riskini yiikseltmektedir.?® Bu
durum hemsirelerin bilgi ve uygulamalarini olumsuz yonde etkileyebilir.

Basing yaralanmasi ve dnlenmesi ile ilgili egitim alma durumuna goére egitim alan hemsireler egitim almayan
hemsirelere gore etiyoloji, basing Ulserlerin dnlenmesi, 6zel hasta gruplari temalarindan ve toplam puan
ortalamalari anlamli sekilde yiiksek saptanmistir. Onceki arastirmalar, basing yaralanmasini nleme konusunda
resmi egitime sahip hemsirelerin daha yiiksek bilgiye sahip olduklari bulmustur.>!!

SONUC ve ONERILER

Hemsirelerin basing yaralanmasi bilgi diizeylerinin gesitli demografik ve mesleki 6zelliklerine gore farklilik
gosterdigi belirlenmistir. Mesleki deneyim, haftalik calisma siresi, bakim verilen hasta sayisi, egitim alma, alinan
egitimi yeterli bulma, uygulama yapma ve servis uygulamalarinin varligi gibi faktérler hemsirelerin bilgi
diizeylerini olumlu yonde etkilemektedir. Arastirmaya katilan hemsirelerin dogru yanit oranlarinin diisiik olmasi
nedeniyle basin¢ yaralanmasinin 6nlenmesi, bakim ve tedavisine iliskin egitimlerin organize edilmesi,
degerlendirilmesi ve degerlendirme sonucunun egitim igeriginin belirlenmesinde kullaniimasi énerilmektedir.
Ayrica, kilavuz glincellemeleri ve giincel bilgilerin duyurulmasinda bdlten, bilgi kitap¢igl, e-duyuru gibi araclarla
egitim etkinliklerinin artirilmasi gerektigi vurgulanmaktadir. Basing yaralanmasi 6nleme, tedavi, bakim ve kanita
dayali uygulamalarin etkinliginin hemsirelerin bu konudaki bilgi diizeyi ile degerlendirildigi arastirmalarin da
artirilabilecegi belirtilmektedir.

Gelecekte vyapilacak arastirmalar icin arastirmacilara, genis o6rneklemli ve uzun vadeli sonuglarin
degerlendirildigi, bilginin tutum ve beceri lizerindeki etkisinin incelendigi calismalar dnerilmektedir.

Etik Komite Onay:: Bu calisma icin etik komite onayi T.C. Hali¢ Universitesi’nden (Tarih: 26.12.2023, Sayi: 289
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Abstract

Objective: This study aimed to determine the stress coping styles and psychological resilience of relatives of patients in the coronary intensive care
unit.

Methods: This descriptive study was carried out with 205 relatives of patients in the coronary intensive care unit. Information Form, Coping Ways
Scale (WCS), and Psychological Resilience Scale for Adults (PRS-A) were data tools. The data were evaluated with descriptive and correlational
analysis.

Results: The WCS subscale mean scores of the patient relatives; it was found that the mean score for the self-confident approach (SCA) was 2.23+.39,
the optimistic approach (OA) was 2.16+.41, social support-seeking (SSS) was 2.14+.44, the helpless approach (HA) was 1.38+.38, and the submissive
approach (SA) was 1.31+.35. It was found that the total score of the PRS-A was 3.83+.54. The highest scoring subscale of PRS-A was the Family
Integrity (4.20+.74). The sub-dimension with the lowest score was the Future Perception (2.31+.44). It was found that there was a relationship
between PRS-A total and subscale scores and SCA, OA, and SSS subscales, and that this relationship was moderately positive (for each P <.01). A
relationship was determined between PRS-A total and subscale scores and HA and SA subscales. This relationship was moderate and negative (for
each P<.01).

Conclusion: In conclusion, psychological resilience increases effective coping in the relatives of patients in the coronary intensive care unit.
Interventions that increase psychological resilience are needed to help relatives of the patients cope more effectively with stress.

Keywords: Coping, coronary intensive care, patient’ relatives, psychological resilience, ,stress

Oz

Amag: Bu calismanin amaci koroner yogun bakim Unitesinde yatan hastalarin yakinlarinin stresle basa ¢ikma tarzlarn ve psikolojik dayanikliliklarini
belirlemektir..

Yontemler: Tanimlayici tipteki bu galisma koroner yogun bakim Unitesinde yatan 205 hasta yakini ile yirGtUlmustir. Calismada veri araglari olarak Bilgi
Formu, Basa Cikma Tarzlar Olgegi (BCTO) ve Yetiskinler igin Psikolojik Dayaniklilik Olgegi (YPDO) kullanilmistir. Veriler tanimlayici ve iliskisel analiz ile
degerlendirilmistir

Bulgular: Hasta yakinlarinin BCTO'niin alt dlgek puanlari; Ozgiivenli Yaklasim (OY) icin ortalama puan 2,23+,39, iyimser Yaklasim (iY) icin ortalama puan
2,16+,41, Sosyal Destek Arama (SDA) igin ortalama puan 2,14+,44, Caresiz Yaklasim (CY) igin ortalama puan 1,38%,38 ve Boyun Egici Yaklagim (BEY) igin
ortalama puan 1,31#,35 olarak bulunmustur. YPDO toplam puaninin 3,83+,54 oldugu; YPDO alt boyutunun en yiiksek puan alan alt boyutunun Aile
Biitiinligi (4,204,74), en disiik puan alan alt boyutunun ise Gelecek Algisi (2,31+,44) oldugu belirlendi. YPDO toplam ve alt élgek puanlariile OY, iY ve SDA
alt 6lgekleri arasinda iliski oldugu ve bu iliskinin orta diizeyde pozitif oldugu bulunmustur (her biri igin P <,01). YPDO toplam ve alt 6lgek puanlari ile CY ve
BEY alt 6lgekleri arasinda iliski saptanmis olup, bu iliskinin orta diizeyde ve negatif yonli oldugu gorilmustir (her biri igin P <,01).

Sonug: Sonug olarak, psikolojik dayaniklilik koroner yogun bakim linitesinde yatan hasta yakinlarinda etkili basa ¢cikmayi artirmaktadir. Hasta yakinlarinin
stresle daha etkili basa gikabilmeleri igin psikolojik dayaniklihg artiran midahalelere ihtiyag vardir.

Anahtar Kelimeler: Bagsetme, hasta yakini, koroner yogun bakim, psikolojik dayaniklilik, stress
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INTRODUCTION

Intensive care units (ICU) are specialized clinics where the medical treatment and care of patients with acute
and life-threatening, partially or entirely dysfunctional organs and systems need to be supported for a certain
period, and one or more vital functions are at risk.»? Different intensive care units depend on the type of disease
in hospitals. One of these units, the coronary intensive care unit, is where patients struggle with life and serious
cardiovascular problems stay. Relatives of patients in coronary intensive care units experience issues for various
reasons, as in other intensive care units.>* A loved one's critical illness and admission to intensive care affects
their family, other relatives, and friends. It is also stated that physical, psychological, social, economic, and
cultural problems occur in the relatives of the patients; their anxiety and depression levels are high, they
experience stress and crisis, and they feel hopeless and helpless.>*® Considering this challenging process, coping
with stress is essential 2482

Stress coping refers to the strategies people use to manage events that cause them stress. While some people
cope with stress healthily and effectively, others cannot.®*%'* An intensive care hospitalization is a traumatizing
event for many patient relatives. In the battle against this trauma, relatives try to cope in many ways, and
sometimes ineffective coping methods are used.®!"? Psychological well-being and psychological resilience are
essential variables in the coping process. Psychological resilience is a protective factor in reducing the adverse
effects of a stressful life and preventing the formation of mental illness.'*® Psychological resilience is an
individual’s ability to cope with obstacles, uncertain situations, and many negative situations and achieve
success. Psychological resilience is a self-recovering factor in stressful life events and generally describes a
process of success or adaptation.'®*® Individuals with high psychological resilience may have the power and
resilience to achieve positive outcomes from negative situations with the ability to influence people close to
them.™

In addition, individuals with high levels of psychological resilience experience less anxiety and higher levels of
self-confidence.?® Individuals with low levels of psychological resilience have low levels of self-control and may
exhibit behaviors such as distancing themselves from those around them and alienating themselves from
others.'®?° |n this regard, psychological resilience is known as an individual’s stage of adaptation to significant
stressors such as trauma, threats, tragic events, or problems due to family and relationships, crucial health
problems, and workplace and financial difficulties. All these positively affect coping with the disease more
effectively and with less emotional stress.®

The review of studies conducted with patient relatives in the ICU found that they used effective and ineffective
methods of coping with stress to varying degrees. The needs of patient relatives, stress, anxiety, depression, and
patient-related variables influenced their coping skills.” However, in the literature reviewed, studies examining
the psychological resilience levels of patient families are limited.?! Determining the stress, coping, and
psychological resilience of relatives of patients in the coronary intensive care unit is of great importance in
planning holistic nursing care. Further, it is considered necessary to provide holistic care to patients and their
families, determine the family’s psychological needs, and create nursing interventions.'”

In this context, the present study aimed to evaluate the stress coping styles and psychological resilience of
relatives of patients hospitalized in the coronary intensive care unit of a hospital. In the study, the stress coping
styles and psychological resilience levels of the patients' relatives, the relationship between them, and the
differences in these levels according to the variables in the study were evaluated.

METHODS
This study is descriptive and correlational research in the survey model that evaluates the participants’ opinions.

Participants: It was conducted at Karabiik Training and Research Hospital coronary intensive care unit between
December 2021 and March 2022. The unit treats an average of 1000 patients per year. Two hundred-five patient
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relatives who met the inclusion criteria and could be reached were involved in the study. At least one day of
hospitalization in the coronary intensive care unit, the absence of illiteracy and communication barriers, and the
patient relative being 18 years or older and willing to participate were determined as the criteria for inclusion in
this study. Patient relatives who completed the data collection tools incompletely or erroneously were not
included in the study.

Data collection: The researcher collected the data through face-to-face interviews with participants after
obtaining their informed consent in front of the coronary intensive care unit. Data was collected through the
forms below.

The Participant Information Form is a questionnaire that includes 10 questions. It is used to gather data on the
relatives of socio-demographic characteristics (age, gender, education level, etc.), their relationship with the
patient receiving treatment, and their previous experiences with intensive care.

The Ways of Coping Scale (WCS): The scale was developed by Folkman and Lazarus and adapted to Turkish by
Sahin and Durak.?? It consists of 30 items and is composed of five factors (1. Confident Approach (CA)- 2.
Optimistic Approach (OA)- 3. Seeking Social Support (SSS)- 4. Helpless Approach (HA)- 5. Submissive Approach
(SA)). Higher scores on the subscales indicate greater use of the coping strategies in that dimension. The internal
consistency coefficients for the subscales ranged from .45 to .80 in both the original and the current studies.

The Resilience Scale for Adults (PRS-A): The Turkish validity and reliability of this scale, which was developed by
Fribourg et al., was conducted by Basim and Cetin.? It consists of 33 items and 6 (six) sub-dimensions. As the
schematic evaluation, in this study, higher scores indicate higher psychological resilience. The Cronbach Alpha
values were determined to be between .75 and .86 in the original research and between .67 and .79 in the study
for the sub-dimensions of the scale.

Data analysis: SPSS 26 (IBM SPSS Corp., Armonk, NY, USA) statistical software was used for data analysis.
Descriptive statistics were presented for the descriptive characteristics of the patients’ relatives and intensive
care process-related characteristics. Kolmogorov-Smirnov normality test was performed, and it was seen that
the distribution was not expected (P <.05). Descriptive characteristics and scales with two categories were
analyzed using the Mann-Whitney U test. Independent variables with more than two categories were compared
to The Kruskal-Wallis test. If there was a difference in more than two categories of variables, Bonferroni-
corrected was used. The relationship between WCS and PRS-A dimensions was analyzed using the Spearman
correlation.

Ethical Considerations: Ethical approval was received from Karabiik University Non-Interventional Research
Ethics Committee for the study (Date: 04.10.2021 / No: 2021/654). Permission to use PRS-A in the research was
received from the author via e-mail. The research adhered to the Declaration of Helsinki. Before collecting data,
patients' relatives were informed about the study. By the principle of volunteering, written informed consent to
participate in the study was obtained from the patient's relatives.
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RESULTS

The participants had an average age of 45.17+14.69 and 50.7% were female, 72.7% were married. It was
determined that 16.6% of the patient relatives had previously been hospitalized in the intensive care unit as
patients, and 81% had experience with intensive care as a patient’s relative (Table 1).

When the WCS subscale mean scores of the patient’s relatives were examined, it was found that the mean score
for the self-confident approach (SCA) was 2.23+.39, the optimistic approach (OA) was 2.16+.41, social support-
seeking (SSS) was 2.14+.44, the helpless approach (HA) was 1.38+.38, and finally, the submissive approach (SA) was
1.31+.35. The mean total score for PRS-A of the patient relatives was 3.83+.54, and the mean subscale scores were
determined as family cohesion 4.20+.74, social resources 4.09+.61, structural style 3.97+.86, self-concept 3.95+.78
social competence 3.98+.70, and self-perception 2.31+.44 (Table 2).

Table 1. Distribution of Descriptive Characteristics of Relatives of Patients

Mean Sd
Age 45.17 14.69
Patient Age 65.53 16.67
n %
Patient Gender
Male 101 49.3
Female 104 50.7
Marital Status
Single 56 27.3
Married 149 72.7
Educational status
Primary School 59 29.8
Secondary School 22 10.7
High School 63 30.7
Undergraduate Degree 55 26.3
Graduate Degree 6 2.9
Degree of Kinship
Spouse 59 29.8
Mother 22 10.7
Father 63 30.7
Uncle/aunt/uncle/auntie 55 26.3
Other 6 29
Chronic Disease
Yes 83 40.5
No 122 59.5
ICU Experience as a Patient
Yes 34 16.6
No 171 83.4
ICU Experience as a Patient Relative
Yes 166 81.0
No 39 19.0
Sd: Standard deviation
Table 2. Distribution of Patient Relatives’ Scores on The WCS and PRS-A
Number of Items Mean Sd Median Minimum Maximum
WCcCSs
Self-Confident Approach (SCA) 7 2.23 -39 2.29 .86 3.00
Optimistic Approach (OA) 5 2.16 41 2.20 .80 3.00
Helpless Approach (HA) 8 1.38 -38 1.38 13 2.25
Social Support-Seeking (SSS) 4 2.14 44 2.25 1.00 3.00
Submissive Approach (SA) 6 131 .35 1.33 .00 2.50
PRS-A
Structural style (SS) 4 3.97 -86 4.00 1.00 5.00
Future perception (FP) 4 2.31 44 2.25 1.00 3.00
Family cohesion (FC) 6 4.20 74 4.50 2.00 5.00
Self-perception (SP) 6 3.95 .78 4.17 1.67 5.00
Social competence (SC) 6 3.98 .70 4.17 1.67 5.00
Social resources (SR) 7 4.09 .61 4.14 2.14 5.00
PRSA Total 33 3.83 .54 3.91 2.39 4.64

Sd: Standard deviation WCS; The Ways of Coping Scale PRS-A; The Psychological Resilience Scale for Adults
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The relationship between patient relatives' coping strategies and resilience levels was analyzed using Spearman
correlation. It was found that there was a relationship between PRS-A total and subscale scores and SCA (r=.64),
OA (r=.56), and SSS (r=.44) subscales of WSC and that this relationship was moderately positive (P < .01). In
contrast, a relationship was determined between PRS-A total and subscale scores and HA (r=-.45) and SA (r=-
.30) subscales, and this relationship was moderate and negative (P < .01).

Table 3. Relationships Between Patient Relatives’ WCS and PRSA Total and Subdimensions

SCA OA HA 3 SA
. -302
PRSA Total r 648 563 451 448
p <.001 <.001 <.001 <.001 <.001
r 468 412 -341 324 -195
Structural Style
p <.001 <.001 <.001 <.001 <.001
r 818 701 -.159 440 -148
Future Perception
p <.001 <.001 .02 <.001 03
r 468 ,480 -283 368 -130
Family Cohesion
p <.001 <.001 <.001 <.001 06
r 550 408 -453 352 -332
Self-Perception
p <.001 <.001 <.001 <.001 <.001
r 433 398 -386 370 -357
Social Competence
p <.001 <.001 <.001 <.001 <.001
r 430 348 -303 310 -154
Social Resources
p <.001 <.001 <.001 <.001 02

r: Spearman Correlation Analysis; SCA: Self-Confident Approach; OA: Optimistic Approach; HA: Helpless Approach;
SSS: Social-Support Seeking; SA: Submissive Approach

The descriptive characteristics of the patient’s relatives were compared with the median scores of the sub-
dimensions of the WSC and presented in Table 4. Significant differences were found among groups in terms of
sub-dimension median scores based on gender, educational status, and presence of chronic illness, while no
significant differences were seen among groups based on marital status, degree of kinship, and whether they
had experience with intensive care unit as a patient or family member. The median scores of male patient
relatives were significantly higher for the SCA (P =.007) and OA (P =.005) sub-dimensions, while significantly
lower for the HA (P =.02) sub-dimension. The median scores of patient’s relatives with primary school education
were significantly lower for the SCA (P =.04) and OA (P =.03) sub-dimensions than those with high school
education. Further, the median scores of patient relatives with high school and undergraduate education were
significantly lower for the HA sub-dimension than those with primary school education (P < .001). The median
scores of patient relatives with chronic disease were considerably higher for the HA (P =.01) (Table 4).
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Table 4. Comparison of WCS Subscales According To Descriptive Characteristics of Patient Relatives

SCA OA HA 5SS BEY
Age r*p .045; .52 .012; .86 .163; .02 .104; .13 .073; .30
Patient Age r*; p -.049; .48 -025; .71 .071; .31 .009; 0.89 .037; .59

Med. (Min-Max)  Med. (Min-Max)  Med. (Min-Max) Med. (Min-Max) Med. (Min-Max)
Patient Gender

Male 2.29 (0,86-3) 2.2 (0,8-3) 1.25(0,25-2,13) 2.25(1.25-3) 1.33(0-2.5)

Female 2.14 (1,29-3) 2(1,2-3) 1.38(0,13-2,25) 2(1-3) 1.33(0-2.17)
Zp -2.717; .007 -2.806; .005 -2.305;.021 -1.803; .07 -1.172; .24

Marital Status

Single 2.29 (1.43-3) 2.3(1.2-3) 1.25(.38-2.25) 2(1-3) 1.33(0-2.17)

Married 2.14 (.86-3) 2.2(.8-3) 1.38(.13-2.13) 2.25(1,.5-3) 1.33(0-2.5)
Zp -957; .33 -1.7.0; .08 -1.746; .08 -.807; .42 -272; .78

SCA OA HA SSS

Educational status

Primary School 2 2.14 (.86-3) 2.2(.8-3) 1.63(.25-2.13) 2.25 (1.5-3) 1.33(.83-1.83)

Secondary School ® 2.21(1.43-2.71) 2.2 (1.6-2.6) 1.38(1-2) 2(1-2.75) 1.33(.67-1.83)

High School © 2.29(.86-3) 2.4(1.2-3) 1.38(.63-2.25) 2.25(1.25-3) 1.33(0-2.5)

Undergraduate Degree ¢ 2.14 (1.43-2.86) 2(1-2.8) 1.25(.13-2.13) 2(1.25-3) 1.33(0-1.83)

Graduate Degree © 2.43 (2-2.86) 2.6(1.8-2.8) 1.25(.88-1.63) 2.38(1.5-3) 1.08 (1-1.67)

. X2 p 9.621; .04 10.479; .03 20.535; <.001 6.008; 0.19 0.042; 06
difference a<c a<c c,d<a

Degree of Kinship

Spouse 2.07 (1.71-3) 2 (1.6-2.4) 1.63(1-1.88) 2(1.5-2.5) 1.25(.83-1.67)

Mother 2(1.29-3) 2.1(1-3) 1.5(.25-2.25) 2(1.5-3) 1.33(.5-2.17)

Father 2.14 (.86-2.86) 2.2 (1.4-3) 1.5(1-2.13) 2.25(1.25-3) 1.33(.83-1.83)

Uncle/aunt/uncle/auntie 2.29(.86-3) 2.2 (.8-3) 1.31(.25-2.13) 2 (1-3) 1.33(.33-2.5)

Other 2.21(1.57-2.86) 2.3(1.4-2.8) 1.25(.13-2.13) 2.25(1.25-3) 1.33(0-2.17)

X2;p 7.494; .11 5.494; .24 9.446; .051 3.931; .41 4.228; .37

Chronic Disease

Yes 2.14 (.86-3) 2.2 (1.2-3) 1.5(.5-2.25) 2(1-3) 1.33(.33-2.17)

No 2.29 (.86-3) 2.2 (.8-3) 1.38(.13-2.13) 2.25(1.25-3) 1.33(0-2.5)
Zp -.878; .38 -1.081; .28 -2.576; .01 -.779; .43 -1.681; .09

ICU Experience as a Patient

Yes 2.29(1.71-3) 2.2(1.4-2.6) 1.38(.25-2) 2.25(1.5-3) 1.25(.67-1.83)

No 2.14 (.86-3) 2.2 (.8-3) 1.38(.13-2.25) 2.25(1-3) 1.33(0-2.5)
Zp -1.157; .24 -.219; .82 -.443; .65 -.882; .37 -1.661; .09

ICU Experience as a Patient Relative

Yes 2.29(.86-3) 2.2 (1.2-3) 1.38(.13-2.25) 2.25(1-3) 1.33(0-2.5)

No 2.14 (.86-2.86) 2(.8-3) 1.38(.25-1.75) 2(1.25-3) 1.5(.33-2.17)
Zp -.677; .49 -1.379; .16 -712; .47 -462; .64 -1.863; .06

ICU: Intensive Care Unit; Z: Mann Whitney U, x?: Kruskal Wallis, median, minimum, and maximum data values are presented.
SCA: Self-Confident Approach; OA: Optimistic Approach; HA: Helpless Approach; SSS: Social Support-Seeking; SA: Submissive Approach

The total and subscale median scores of PRSA were compared based on the descriptive characteristics of the
patient’s relatives. Significant differences were revealed between groups regarding gender, marital status,
education level, and experience as a patient or patient relative in the intensive care unit (P < .05 for each).
Significant differences were also found between the total score of PRS-A and subscale median scores of
structural style, future perception, self-perception, and social competence by gender (P < .05 for each). Male
patient relatives had higher scores than females in the areas where significance was found. Only in the self-
perception subscale was a significant difference found by marital status (P < .05), with single patient relatives
having a significantly higher median score. Based on education level, significant differences were noted in the
total PRS-A score and subscale median self-perception, social competence, and social resources (P < .05 for
each). It was established that patient relatives who graduated from primary, middle, and high school had
significantly lower total scores of RSA and subscale scores of self-perception, social competence, and social
resources than those who graduated from postgraduate education. No differences were found in the PRSA total
and subscale median scores between groups based on proximity degree, chronic illness, patient age, and
experience as a patient in the intensive care unit (Table 5).
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Table 5. Comparison of PRS-A Total and Subscale Scores According To Descriptive Characteristics of The Patient of Relatives

SS FP FC SP SC SR PRS-A Total
Age r* .010 .091 .049 -.051 -.049 -.066 -.006
P .88 .19 .48 .46 .48 .34 .50
Patientage r* -.011 -.027 .060 -.032 -.046 .044 -.014
P .87 .69 .39 .65 .51 .53 .83
Med Med Med Med Med Med Med
(Mn-Mx) (Mn-Mx) (Mn-Mx) (Mn-Mx) (Mn-Mx) (Mn-Mx) (Mn-Mx)
Gender
Male 4.25 2.5 4.5 417 4.17 4.14 4
(2-5) (1-3) (2.33-5) (2.17-5) (2.33-5) (2.14-5) (2.52-4.61)
4 2.25 4.5 4 4 4.14 3.77
Female
(1-5) (1-3) (2-5) (1.67-5) (1.67-5) (2.29-5) (2.39-4.64)
z -2.062 -2.533 -1.327 -2.110 -2.414 -0.505 -2.491
P .03 .01 .18 .03 .01 .61 .01
Marital Status
Single 4.25 2.5 4.5 4.42 433 4.14 4.05
(1.5-5) (1-3) (2-5) (2.17-5) (1.67-5) (2.29-5) (2.48-4.61)
Married 4 2.25 4.33 4 4 4.14 3.91
(1-5) (1-3) (2-5) (1.67-5) (2.17-5) (2.14-5) (2.39-4.64)
z -1.173 -1.629 -1.326 -2.164 -1.086 -.468 -1.660
P 24 .10 .18 .03 .27 .64 .09
Educational Status
Primary School * 4 2.25 4.33 3.83 4 4 3.76
(1-5) (1-3) (2.17-5) (1.67-5) (1.67-5) (2.71-5) (2.39-4.64)
Secondary School ® 4 2.25 4.42 4.17 4 3.86 3.89
(2.25-5) (1.75-3) (2-5) (2.33-5) (1.83-5) (3.29-5) (2.48-4.52)
High School © 4 2.5 4.33 4 4.17 4.14 3.97
(1.25-5) (1-3) (2.33-5) (2.17-5) (2.33-5) (2.14-5) (2.52-4.61)
Undergraduate ¢ 4.25 2.25 4.5 4.17 433 4.29 4
(1.5-5) (1-3) (2-5) (2.17-5) (2.17-5) (2.43-5) (2.64-4.61)
Graduate Degree ° 4.63 2.63 4.83 4.67 4.67 4.71 4.44
(3.5-5) (2-3) (3.17-5) (4-5) (3.83-4.83) (4.43-4.86) (3.82-4.61)
X2 4.244 6.286 2.504 10.998 11.283 13.152 10.437
P .37 24 .64 .02* .02* .01* .03*
Degree of Kinship
Spouse 4 2.25 4.33 3.67 3.92 4.07 3.7
(2.25-4.75) (1.5-3) (2.33-5) (1.67-4.83) (2.33-4.5) (3-5) (2.39-4.55)
Mother 4.25 2.25 4.42 4 4 4.21 3.82
(1.25-5) (1-3) (3-5) (2.17-5) (1.67-5) (3-5) (2.64-4.61)
Father 4.25 2.25 4.33 3.67 3.83 3.86 3.76
(2-5) (1-3) (2.33-5) (2.17-5) (2.33-5) (2.14-4.71) (2.52-4.48)
Uncle/aunt/auntie 4.13 2.38 4.5 4.17 4.33 4.14 4.09
(1-5) (1-3) (2-5) (2.17-5) (1.83-5) (2.43-5) (2.48-4.64)
Other 4 2.25 4.42 4.17 4.17 4.14 3.91
(2-5) (2-3) (2-5) (2-5) (2.17-5) (2.71-5) (2.55-4.61)
X2 1.561 5.313 4.744 9.023 5.143 3.377 6.644
P .81 .25 31 .06 .27 .49 .15
Chronic Disease
Yes 4 (2-5) 2.25 4.5 4 4 4 3.91
(1-3) (2-5) (1.67-5) (1.83-5) (2.14-5) (2.39-4.61)
No 4.25 (1-5) 2.25 4.5 4.17 4.17 4.29 3.92
(1-3) (2-5) (2.5-5) (1.67-5) (2.29-5) (2.58-4.64)
z -1.242 -.536 -1.138 -1.968 -.239 -1.875 -1.270
P 21 .59 .25 .04 .81 .06 .20
ICU Experience as a Patient
Yes 4.13 2.25 4.5 4.17 4.17 4.07 3.94
(2.25-5) (1.5-3) (2.33-5) (2.17-5) (2.83-4.83) (3-5) (2.61-4.61)
No 4 2.25 4.5 4.17 4 4.14 3.91
(1-5) (1-3) (2-5) (1.67-5) (1.67-5) (2.14-5) (2.39-4.64)
z -.610 -475 -436 -.498 -.878 -.791 -.144
P .54 .63 .66 .61 .38 42 .88
ICU Experience as a Patient Relative
Yes 4 2.25 4.5 4.17 4.17 4.14 3.94
(1.25-5) (1-3) (2-5) (1.67-5) (1.83-5) (2.14-5) (2.39-4.64)
No 4 2.25 4.33 4.17 3.83 4.14 3.88
(1-5) (1-3) (2.5-5) (2.5-5) (1.67-5) (2.29-4.86) (2.58-4.58)
z -.998 -.991 -.754 -.165 -2.430 -.589; -1.392
P 31 .32 .45 .86 .01 .55 .16

Z: Mann Whitney U. x2: Kruskal Wallis. Med (Min-Max): Median (minimum-maksimum) * difference a.b.c<e ;
Family Cohesion; SP: Self-perception; SC: Social Competence; SR: Social Resources; PRS-A: The Psyhological Resilience Scale for Adul

ICU: Intensive Care Unit; SS: Structural Style; FP: Future Perception; FC:
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DISCUSSION

Stress is an essential factor that every individual experiences daily in a way they cannot avoid. A person must
adapt to the situation over time and develop coping strategies.”!! The unusual environment of the ICU, the
negative impact of environmental factors, the unfamiliarity of devices and technological tools related to the
patient to the relatives, the inability of the family to see and touch their loved ones whenever they want, and
the fear of loss increases the level of stress and anxiety. Studies indicate that relatives of patients admitted to
coronary intensive care who have coronary heart disease, need more information and the sudden and
unexpected admissions, as well as the vital danger, cause more stress.>!! Therefore, patients’ relatives must
find ways to cope with stress. Although the coronary intensive care process is stressful for patients and their
families, it necessitates effective coping strategies.?*?*

The present study ascertained that patient relatives used the confident, social support-seeking, and optimistic
approaches, which are effective coping styles. At the same time, they also used the helpless and submissive
approaches, which are ineffective coping styles. Similar study findings were found in the reviewed literature.?®
This finding may indicate that patient relatives sometimes have difficulty coping with this challenging process.
Women, those with low education levels, and caregivers with chronic illnesses used the ineffective coping style
of the helpless approach more frequently. Still, their coping styles did not differ according to their experiences
as patients or patient relatives in the intensive care unit. Similar studies have also reached the same conclusions
regarding education level.?”-%

The mean score of patient relatives on the PRS-A was 3.83 * .54. The lowest score on the scale is 1, and the
highest is 5. Psychological resilience increases as the scores increase; the score obtained by patient relatives
indicates that their psychological resilience is above the medium level. It has been noted that patient relatives
received the highest score in the dimensions of family cohesion and social resources in this area. When
considering sub-dimensions, it can be said that family cohesion was high during the intensive care process, and
social resources were used more frequently. This result emphasizes the importance of family and social
relationships in a process that is considered difficult, such as when a family member is in the intensive care unit.
Similar studies in literature have reached similar conclusions regarding psychological resilience.?>* The fact that
patient relatives received the lowest score on the future perception sub-dimension of psychological resilience
can be interpreted as the intensive care process negatively affecting individuals’ plans and expectations for the
future. The literature emphasizes that in acute and serious illnesses requiring intensive care, patients and their
families focus on the current situation and safety by delaying their thoughts and predictions.?>*° Thus, the low
score obtained from the future perception sub-dimension can be considered an expected result.

Inthe current study, there is a positive correlation between the sub-dimensions of the self-confident, optimistic,
and social support-seeking approaches, which are effective coping methods with total and sub-dimension scores
of PRS-A, and a moderately negative correlation between the sub-dimensions of the helpless and the submissive
approaches, which are ineffective coping methods. This result can be interpreted as an increase in effective
coping skills as psychological resilience levels increase and as a struggle for patient relatives with low resilience
levels to cope with stress effectively. Stress affects individuals physically, socially, and psychologically, depending
on its severity, level, and perception. This impact is reflected in the sub-dimensions of psychological resilience,
such as family cohesion, social resources, future perception, self-perception, social competence, and
relationship styles. In this regard, individuals with high levels of psychological resilience can reduce the effects
of stress to a lesser extent and, therefore, cope effectively with stress.

Various samples show positive relationships between effective coping skills and psychological resilience.%*° In

another study, it was noticed that psychological resilience helps to overcome stressful situations.3! Based on
these findings, psychological resilience level is an influential factor in coping with stress in the relatives of
intensive care patients and independently of the situation.
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In the current study, there were no relationship between the caregiver’s age, the patient’s age, and
psychological resilience. Similar to our research, Ténbiil’s}* study did not see a significant difference in
psychological resilience levels according to age groups. There are also studies in the literature that support an
increase in psychological resilience as age increases. In contrast to our research, another study noted that
psychological resilience decreased as individuals’ age increased.?!

A significant difference was revealed between the PRS-A total score and the median scores of the self-
perception, structural style, perception of the future, and social competence sub-dimensions based on gender.
It was discovered that the scores of male patient relatives were higher than those of females in significant areas.
It can be assumed that male patient relatives are less emotionally affected by the intensive care process than
female patient relatives. In most studies, men have higher psychological resilience than women.*%?

A significant difference was observed between the PRS-A total score and the sub-dimension scores of self-
perception, social competence, and social resources of patient relatives who graduated from primary, middle,
and high school compared to those with graduate degrees. As a person’s education level increases, they become
more aware of their patient and have more information about their condition, which may result in an increased
psychological resilience among the patient’s relatives, depending on their education level. Similar to our study,
some studies conclude that resilience increases as the educational status increases.3?33 At the same time, there
are also studies that did not find a significant relationship between educational status and resilience. **!#

Significantly higher social competence sub-dimension scores were seen in patient relatives who had previously
had a relative in the ICU according to the characteristics of the patient relatives during the ICU process. Increased
social support and social competence due to past life experiences may have contributed to this result. In the
literature, the importance of social support resources is emphasized, and it is noted that family and friends are
essential support elements related to psychological resilience.?*%3* In a study conducted on family members
with patients in the ICU, it was also found that social support contributes to gaining control and increasing
psychological resilience.®® The importance of social support in increasing an individual’s level of psychological
resilience is clearly seen in our study and other studies.

Limitations: There are some limitations in the research. The fact that the study was conducted in a single center,
with a small sample, and with self-rating scales limits the generalization of the findings. Also, this study contains
limitations, which include not evaluating the respondents’ perceptions of their coping strategies and variables
that could influence coping strategies and psychological resilience, such as overload, social support and stress
levels before hospitalization. This finding points to the need for further studies with more robust designs.

CONCLUSION

According to our findings, there is a positive, moderate relationship between the PRS-A total score and the sub-
dimensions of WCS considered effective coping methods a negative, moderately significant relationship
between the sub-dimensions considered ineffective coping. Considering this relationship, psychological
resilience enhances effective coping. In this regard, intensive care nurses should also focus on the psychological
states of individuals while providing holistic and family-centered nursing care. During the intensive care process
of patients, nurses planned and implemented effective coping skills and interventions to enhance psychological
resilience in patient’s relatives. To increase the quality of the care they provide, nurses identify the stress factors
and psychological difficulties that patients' relatives may experience, provide support, counseling, and education
to patients' relatives to develop effective stress coping skills, and work in collaboration with consultation-liaison
psychiatry units in these respects.

Ethics Committee Approval: Ethical approval was received from Karabik University Non-Interventional
Research Ethics Committee for the study (Date: 04.10.2021 / No: 2021/654), and written institutional approval
from Karabuik Training and Research Hospital. Permission to use PRS-A in the research was received from the
author via e-mail. The research adhered to the Declaration of Helsinki.
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Oz

Amag: Bu ¢alisma, yogun bakim hemsirelerine verilen eksternal ventrikiler drenaj (EVD) bakimina yonelik egitimin, hemsirelerin bilgi diizeyleri tizerindeki
etkisini degerlendirmek amaciyla gergeklestirilmistir.

Yontemler: On test-son test kontrol gruplu yari deneysel bir calismadir. Bir {iniversite hastanesinin Anesteziyoloji ve Reanimasyon Yogun Bakim Unitesi’nde
calisan 45 hemsire ile 01.08.2024-07.09.2024 tarihleri arasinda ¢alisma tamamlanmistir. Arastirmanin verileri, Kisisel Bilgi Formu, On Test-Son Test ve
Kalicilik Testi Soru Formu kullanilarak toplanmistir. On test uygulandiktan sonra hemsirelere Amerikan Nérobilim Hemsireleri Dernegi'nin EVD bakim
kilavuzlarina uygun egitim verilmistir. Ardindan son test ve kalicilik testi yapilmistir.

Bulgular: Hemsirelerin yas ortalamasi 28,89’dur ve %68,9’u kadindir. Hemsirelerin %64,4’tGnin EVD ile ilgili herhangi bir egitim almadigi; egitim alanlarin
ise %82,2sinin aldigi egitimi yeterli bulmadigi saptandi. Hemsirelerin %48,9’unun EVD’li hasta bakiminda kendini yetersiz hissettigi tespit edildi.
Hemsirelerin 6n test, son test ve kalicilik testi basari puan ortalamalari arasinda istatistiksel olarak anlamlilik saptandi (P<,001). Son test ve 6n test dogru
soru farklari ile hemsirelerin sosyodemografik ve tanitici 6zellikleri arasinda istatistiksel olarak anlamli bir fark bulunamadi (P>,05).

Sonug: EVD bakimina iliskin verilen egitimin hemsirelerin bilgi diizeylerini arttirdigi saptanmistir. EVD bakiminin etkin yénetimi ve komplikasyonlarin
onlenmesi icin, hemsirelerin bilgi ve becerilerini giincel tutmaya yonelik egitim programlarinin yayginlastiriimasi 5nem tasimaktadir.

Anahtar Kelimeler: Egitim, eksternal ventrikiler drenaj, hemsirelik bakimi

Abstract

Objective: This study evaluated the effect of training on the knowledge level of intensive care nurses on external ventricular drainage (EVD) care.
Methods: It is a quasi-experimental study with the pretest-posttest control group. The study was completed between 01.08.2024 and 07.09.2024,
and 45 nurses worked in the Anesthesiology and Reanimation Intensive Care Unit of a university hospital. The study data were collected using the
Personal Information Form, Pre-Test-Post Test, and Retention Test Questionnaire. After the pre-test was administered, the nurses were trained in
accordance with the EVD care guidelines of the American Association of Neuroscience Nurses. Then the post-test and retention test were conducted.
Results: The mean age of the nurses was 28.89 years and 68.9% were female. It was determined that 64.4% of the participant nurses did not receive
any training on EVD, and 82.2% of those who received training found this training inadequate. In addition, 48.9% of the nurses felt inadequate in
caring for patients with EVD. A statistically significant difference was found between the mean achievement scores of the nurses in the pre-test,
post-test, and retention test (P<.001). However, no statistically significant correlation was found between the posttest and pretest correct response
differences and the sociodemographic and descriptive characteristics of the nurses (P> .05).

Conclusion: It was found that the training on EVD care increased the knowledge level of nurses. For effective management of EVD care and
prevention of complications, it is important to expand training programs to keep nurses' knowledge and skills up to date.

Keywords: Education, external ventricular drainage, nursing care
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Kogasli ve ark. Yogun Bakim Hemsirelerinin EVD Bakimina Yonelik Bilgi Diizeyi

GIRIS
Eksternal ventrikiler drenaj (EVD), travmatik beyin hasari, hidrosefali, subaraknoid kanama, intraventrikiler
kanama, beyin timorleri, menenjit ve sant yetmezligi gibi durumlarin tedavisinde kullanilan hayati bir

girisimdir.>? Bu girisim sayesinde, intrakraniyal basincin izlenmesi, kafa ici basincinin diistiriilmesi, beyin omurilik
sivisi (BOS) veya kanin drenajinin saglanmasi ve ila¢ uygulamasi yapilmaktadir.>*

EVD vyerlestirildikten sonra, beyin dokusunun fizyolojik dengesini korumak, olasi komplikasyonlari en aza
indirmek ve drenajin sonlandirilma kosullarini belirlemek biiyiik dnem tasimaktadir.>® Ancak, uygun bakim ve
gozetime ragmen, EVD’nin invaziv yapisi nedeniyle tikaniklik, kanama ve enfeksiyon gibi komplikasyonlar
gelisebilmektedir. Literatiirde, EVD'ye bagli enfeksiyon insidansinin %1-45 arasinda degistigi bildirilmektedir.”*°

EVD bakim protokollerinin uygulanmasinin komplikasyon oranlarini 6nemli élciide azalttig bildirilmektedir. 13

Brezilya, Fransa, Hollanda, Birlesik Kralllk ve Amerika Birlesik Devletleri gibi Ulkelerde bu protokoller
hastanelerde yaygin olarak uygulanirken, birgok llkede EVD bakim protokollerinin kullaniminin sinirl oldugu
belirtilmektedir.>* Bununla birlikte, bakim protokollerinin varligi kadar, EVD yénetiminde ve hasta iyilesme
strecinde etkin, kapsamli ve kaliteli hemsirelik bakiminin kritik bir rol oynadig vurgulanmaktadir.?

Kompleks bir islem olan EVD’ye bagh komplikasyonlarin 6nlenmesi, bakimin etkin sekilde yonetilmesi ve hasta
sonugclarinin iyilestirilmesi, hemsirelerin uzmanlasmis bilgi ve beceriye sahip olmasini gerektirmektedir.!?
Hemsireler, EVD uygulanan hastalarin tedavi ve bakim sireclerinde; norolojik degerlendirme yapma,
subaraknoid kanama durumunda ortaya cikabilecek erken ve ge¢ dénem belirtileri izleme, hastalarin yatakta
uygun mobilizasyonunu saglama, EVD drenaj sistemi ve kateterini yonetme, BOS izleme ve toplama sireclerini
yirtitme ile ilag uygulamalarini gerceklestirme gibi kritik gdrev ve sorumluluklara sahiptir.**!> Ancak, literatiirde
hemsirelerin EVD bakimina yénelik bilgi eksikligi yasadigi vurgulanmaktadir.’>® Alrashidi ve ark.’> hemsirelerin
%37’sinin EVD bakiminda bilgi eksikligi nedeniyle kendilerini yetersiz hissettiklerini, Sun ve ark.'® ise hemsirelerin
%56,7'sinin EVD ile iligkili komplikasyon yonetimi konusunda sinirli bilgiye sahip oldugunu tespit etmistir.

Bu baglamda, hemsirelerin EVD uygulamalarina yonelik yeterli bilgiye sahip olmasi, hatali uygulamalarin
onlenmesi, hasta iyilesme siirecinin desteklenmesi ve komplikasyonlarin azaltilmasi agisindan kritik bir 6neme
sahiptir. Dolayisiyla, hemsirelerin EVD uygulamalarina dair bilgi ve becerilerini surekli olarak glincellemeleri,
hasta giivenligini saglamak ve bakim kalitesini artirmak adina biyiik nem tasimaktadir.'”8

Bu calismanin, hemsirelerin EVD uygulamalarina yonelik bilgi duzeylerinin belirlenmesine katki sunarak,
norosirurji ve yogun bakim hemsirelerinin egitiminde bir cerceve olusturacaktir. Béylece EVD bakimimda
yapilandiriimis ve gincel bilgi aktarimi ile hemsirelerin bilgi eksikligi tamamlanacaktir. Bu durum hem hasta
sonuglari hem de bakimin kalitesi agisindan olumlu katki saglayacaktir.

YONTEMLER

Arastirmanin Yapildigi Yer: Calisma Necmettin Erbakan Universitesi Hastanesi’nde 01 Agustos-07 Eylil 2024
tarihleri arasinda yapilmistir.

Arastirmanin Evreni ve Orneklemi: Calismanin evrenini 01.08.2024-07.09.2024 tarihleri arasinda bir Gniversite
hastanesinin Anesteziyoloji ve Reanimasyon Yogun Bakim Unitesinde galisan tiim hemsireler olusturdu (N=51).
Orneklem hesaplamasi yapilmayarak tiim evrene ulasilmasi hedeflendi. Bir hemsire calismayi kabul etmemesi,
dort hemsire izinli olmasi nedeniyle ¢alisma kapsamina alinmadi. Evrenin %88’ine ulasilarak 45 hemsireyle
calisma tamamlandi.

Veri Toplama Araglari:

Kisisel Bilgi Formu: Arastirmacilar tarafindan literatiir dogrultusunda®®?2 hazirlanan formda, sosyodemografik
veriler (yas, cinsiyet, medeni durum, egitim durumu) ve mesleki faktorler (meslekte ve yogun bakimda ¢alisma
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sliresi, EVD bakimiyla ilgili egitim alma durumu, egitim alinan yer, egitim yeterliligi, EVD’li hasta bakim tecriibesi
ve bakimda yeterlilik hissi) ile ilgili toplam 30 soru yer almistir.

On Test-Son Test ve Kalicilik Testi Soru Formu: Bu form, arastirmacilar tarafindan Amerikan N&robilim
Hemsireleri Dernegi’'nin bakim yénergeleri ve giincel kilavuzlar dogrultusunda hazirlandi.¥?% Formda (1)
norolojik degerlendirme ve izlem, (1) yatakta pozisyonlandirilma ve bakim, (i) EVD sisteminin kontroll ve
isleyisi, (1v) ilag ve tedavi uygulamalari, (v) aseptik teknik ve enfeksiyon kontrolliniin saglanmasi, (vi) hastanin
genel durumunun degerlendirilmesi ve hemsirelik midahalelerini iceren 6 basligi ve toplam 30 soruyu
kapsamaktadir. Sorular, dogru ve yanlis seceneklerinden olusmaktadir. Bunlardan 14’ yanhs ve 16’si dogru
cevap seceneklerine sahiptir. Her soru 1 puan olarak degerlendirilmis ve hemsirelerin verdigi toplam dogru yanit
ylzdeleri hesaplanmistir.

Hemsire Egitim Materyali: Amerikan Nérobilim Hemsireleri Dernegi'nin EVD bakimina yénelik ydnergeleri® ve
mevcut literatiir dogrultusundal?*?* kapsamli bir egitim materyali gelistirilmistir. Egitim materyalinde, EVD’li
hastanin bakimi ve yénetimi, EVD drenaj sisteminin isleyisi ve kontrolii, olasi komplikasyonlar ve hemsirelik
mudahalelerini iceren basliklar yer aldi. Egitimde, teorik bilgilerin yani sira EVD’li hastanin bakimina yonelik bir
egitim videosu da kullanildi. Hemsire egitim materyali ile 6n test ve son test soru formunun kapsam gegerliligini
degerlendirmek amaciyla, alaninda uzman bes 6gretim Uyesi ve bir niitrisyon hemsiresinin géristine basvuruldu.
Uzmanlara, formun tim maddelerini iceren bir puanlama araci ile birlikte degerlendirme materyali sunuldu.
Erefe’nin® calismasinda formdaki her madde icin Waltz ve Baussel tarafindan gelistirilen Kapsam Gecerlik
indeksi (KGi) kullanilarak 1'den 4'e (1=Uygun degil, 2=Maddenin uygun sekle getirilmesi gerekiyor, 3=Uygun
ancak ufak degisiklik gerekiyor, 4=Cok uygun) kadar bir deger verilmesi istendi. KGi egitim materyali icin 1,0
olarak bulundu. Uzmanlarin énerileri dogrultusunda herhangi bir diizeltmeye gerek olmadigi goruldi.

Arastirmanin Etik Yonii: Bu calisma icin Necmettin Erbakan Universitesi Tip Fakiiltesi Hastanesi Klinik
Arastirmalar Etik Kurulu'ndan (18.07.2024 tarih; 14567952-900-537558 say!) etik kurul onayi alinmistir.

Verilerin Toplanmasi: Hemsireler ile yiiz ylize gorlisme yapilarak arastirma ile ilgili bilgi verildi. Kisisel bilgi formu
ve On test soru formu ylizylze arastirmaci tarafindan dolduruldu. Her bir formun tamamlanmasi yaklasik 15 dk
sirdd. Hemsirelerin ¢alisma programina uygun sekilde egitim gruplarinin glin ve saatleri planlandi. Egitimler
yogun bakimda g¢alisan hemsirelerin is yik{ yogunlugu nedeniyle online olarak, her biri bes kisiden olusan gruplar
halinde diizenlendi ve toplamda dokuz grup (zerinde yapildi. Zoom (izerinden gerceklestirilen egitimler,
hemsirelerin sorularinin yanitlanmasinin ardindan yaklasik 60 dakika siirdi. Egitimin ardindan ertesi giin
arastirmaci tarafindan yiz ylze son test formu uygulandi. Egitimle elde edilen bilgi dizeyindeki degisimin
uygulamaya yansimasi ve egitimin kaliciiginin degerlendirilmesi amaciyla, 21 giin sonra ayni test formu
hemsirelere tekrar yiiz ylize uygulandi. Literatiirde benzer egitim midahalelerinde bilgi kaliciligi genellikle 21
gin'>® ve (zeri siurelerde degerlendirilmistir. Bu ¢alismada 21 ginlik sirenin tercih edilmesinde, hem
literatlirde yer alan benzer uygulamalara dayali bilimsel gegerlilik hem de yogun bakim hemsirelerinin ¢alisma
kosullari ve programlarina uygunluk gozetilmistir.

Istatistiksel Analiz: Arastirmada veri degerlendirme araci olarak IBM SPSS Statistic 26.0 (IBM SPSS Corp.,
Armonk, New York, ABD) programi kullanilmistir.?” Tanimlayici istatistikler icin ortalama, standart sapma,
ortanca, minimum ve maksimum degerler analiz edilmistir. Arastirma kapsaminda kullanilan degiskenlerin
gruplarda karsilastirmasina gegmeden 6nce, parametrik analizlerin varsayimi olan normal dagilim Kolmogrow
Smirnow testi, histogram ve Q-Q plot grafikleri ile degerlendirilmistir.?2?° Arastirma kapsamindaki gruplarin
normal dagilim varsayiminin karsilanmadigi igin, ikili grup karsilastirmalarinda Bagimsiz Gruplarda Mann
Whitney U testi, lic ve daha fazla grup karsilastirmalarinda ise Kruskal Wallis H testi kullanilmistir.3° On, son ve
kalicilik test puan karsilastirmalarinda ise Bagimsiz Gruplarda Friedman Testi ve post-hoc olarak Dunn-Bonferroni
testi ise kullaniimistir.
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BULGULAR

Hemsirelerin yas ortalamasi 28,89’dur ve %68,9’u kadindir. Hemsirelerin %80’inin lisans ve lisanststi egitim
diizeyinde oldugu, %48,9’unun 1-5 yil mesleki tecriibeye sahip oldugu ve %51,1'nin 1-5 yil stireyle yogun bakimda
¢ahstig belirlenmistir. Hemsirelerin %64,4’G EVD bakimina yonelik egitim almamistir. EVD egitimi alan
hemsirelerin %56,25’i hizmet i¢i egitim almistir. Alinan EVD egitimini yetersiz bulan hemsirelerin orani ise %82,2
olarak saptanmistir. Hemsirelerin %95,6’si EVD uygulanan hastaya bakim vermistir. Hemsirelerin %48,9’unun
EVD’li hastaya bakim verirken kendini yeterli bulmadigi tespit edilmistir (Tablo 1).

Tablo 1. Hemsirelerin Sosyodemografik ve Tanitici Ozellikleri (n=45)

Min-Maks. Ort. (£SS)
Yas

23-40 28,89 +4,89

Sayi (n) Yizde (%)

Kadin 31 68,9
Cinsiyet

Erkek 14 31,1

Evli 21 46,7
Medeni Durumu

Bekar 24 53,3

Lise-Onlisans 9 20,0
Egitim Durumu

Lisans-Lisansistl 36 80,0

0-12 ay 2 4,4
Meslekte Calisma Suresi 1-5yil 22 48,9

5 yil ve Uzeri 21 46,7

0-12 ay 5 11,1
Yogun Bakimda Galisma Siresi 1-5yil 23 51,1

5 yil ve Uzeri 17 37,8

Evet 16 35,6
EVD Bakimi Konusunda Egitim Alma Durumu

Hayir 29 64,4

Hizmet igi egitim 9 56,25
EVD Bakimi Egitimi Aldig1 Yer Lisans Egitimi 4 25,00

Seminer, Kongre vs. 3 18,75
EVD Egitimini Yeterli Bulma Durumu Kismen 8 17,8

Hayir 37 82,2

Evet 43 95,6
EVD’li Hasta Bakim Tecribesi

Hayir 2 4,4
EVD Bakiminda Kendini Yeterli Bulma Durumu Evet 5 111

Kismen 18 40,0

Hayir 22 48,9

Toplam 45 100,0

*Min-Maks.: Minimum-Maksimum, Ort.: Ortalama, SS: Standart Sapma, EVD: Eksternal Ventrikiler Drenaj
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Hemsirelerin EVD bakimina yonelik 6n test basari puani 60 (36,67-76,67), son test basari puani 100 (60-100),
kalicilik testi basari puani ise 100 (86,67-100) olarak saptanmistir. On test, son test ve kalicilik testi arasinda
istatistiksel olarak anlamhlik tespit edilmistir (P<,001) (Tablo 2).

Tablo 2. Hemsirelerin EVD Bakimina Yénelik Bilgi Diizeylerinin On Test, Son Test ve Kalicilik Testi
Karsilastiriimasi (n=45)

Olgiitler EVD Bakim Testi Test Degeri* P Post Hoc
On Test Son Test Kalicilk Test z
Ortanca Ortanca Ortanca
(Min-Maks)?* (Min-Maks)? (Min-Maks)?
Dogru Soru Sayisi 18 30 30 67,813 <,001  1<2***
(11-23) (18-30) (26-30) 1<3%**
Basari % 60 100 100
(36,67-76,67) (60-100) (86,67-100)

Bagimh Gruplarda Friedman Testi, Post hoc olarak Dunn-Bonferroni Testi

Son test soru formunda hemsireler, 6n test soru formuna kiyasla 12 soruya daha fazla dogru yanit vermistir.

Hemesirelerin son test basari puan ortalamasi (%100), 6n test basari puan ortalamasina (%60) gore %40 oraninda
artis gostermistir (Sekil 1).

125

100 100
100
75

50

Basari (%)

25

On Test Son Test Kalicilik Test
EVD Degerlendirmesi

Sekil 1. Hemsirelerin On Test, Son Test ve Kalicilik Testi Basari Yiizdelerinin Karsilastiriimasi

Hemsirelerin son test ve 6n test dogru soru farklari ile sosyodemografik ve tanitici 6zellikleri arasinda istatistiksel
olarak anlamh bir fark bulunmamistir (P>,05) (Tablo 3).

37



Kogasli ve ark. Yogun Bakim Hemsirelerinin EVD Bakimina Yonelik Bilgi Diizeyi

Tablo 3. On Test ve Son Test Dogru Soru Farklarinin Hemsirelerin Sosyodemografik ve Tanitici Ozellikleri
Agisindan Degerlendirilmesi (n=45)

Ortanca (Min-

Ozellikler n Test Degeri P

Maks.)

23-30 yas arasl 31 8,5 (0-14)

Yas 231,00V ,731
31-40 yas arasl 14 10 (0-15)
Kadin 31 8 (0-15)

Cinsiyet 294Y ,058
Erkek 14 12 (9-15)
Evli 21 8 (0-15)

Medeni Durumu 285Y ,451
Bekar 24 9,5 (4-14)
Lise-Onlisans 9 6,5 (6-7)

Egitim Durumu 163Y ,977
Lisans-Lisansustu 36 10 (0-15)
0-12 ay 2 -

Meslekte Calisma siiresi 1-5yil 22 9 (0-14) ,939" ,625
5 yil ve Gzeri 21 9 (0-15)
0-12 ay 5 6 (0-12)

Yogun Bakimda Calisma Siiresi 1-5 yil 23 8,5 (0-14) ,0171 ,992
5 yil ve (zeri 17 10 (3-15)

EVD Bakim Konusunda Evet 16 8(0-15) "

Esitim Al D 269,5 ,125

gitim Alma burumu Hayir 29 11 (4-14)

Hizmet ici egitim 9 8 (0-15)

EVD Bakimi Egitimi Aldigi Yer Lisans Egitimi 4 12 (6-15) 2,7324 ,435
Seminer, Kongrevs. 3 9 (0-13)
Evet 43 9 (0-15)

EVD’li Hasta Bakim Tecriibesi 63,50V ,291
Hayir 2 -

EVD Egitimini Yeterli Bulma Kismen 8 8 (0-14)

Durumu 197,500V ,144
Hayir 37 11 (-5-19)

EVD Bakiminda Kendini Yeterli Evet 5 8 (0-13)

Bulma Durumu
Kismen 18 8,5 (-5-19) 5,357 ,069
Hayir 22 13 (0-19)

*Min-Maks.: Minimum-Maksimum, U: Mann Whitney U Testi, H: Kruskal Wallis H Testi, EVD: Eksternal Ventrikller Drenaj

Egitim 6ncesi (6n test), egitim sonrasi (son test) ve kalicilik testi sonugclarina gére, katilimcilarin EVD'li hastalarin
yonetimi ve bakimi konusundaki bilgi diizeylerinde anlamli bir artis saglanmustir. Egitim icerigi, norolojik
degerlendirme, pozisyonlama, EVD sistemi yonetimi, ila¢c uygulamalari, aseptik teknik ve enfeksiyon kontroli
gibi konulari kapsamaktadir. Egitim sonrasi, bu konularda dogru bilgi oranlari belirgin sekilde artmis, dogru bilgi
orani %68,8 ile %100 arasinda degismistir. Kalicilik testinde ise bu oran %93,3 ile %100 arasinda korunmustur
(Tablo 4).
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Tablo 4. On Test, Son Test ve Kalicilik Testi Sorularina Verilen Dogru Yanitlarin Karsilastirilmasi (n=45)

Egitim Oncesi Egitim Sonrasi Kahlicilik
(On test) (Son test) testi
Dogru n (%)* Dogru n (%)* Dogru n (%)*
1. Norolojik Degerlendirme ve izleme
EVD’li hastalarda norolojik degerlendirme 2 saatte bir yapiimahdir. 6(13,3) 34 (75,5) 34 (75,5)
intrakraniyal basincin normal degeri yetiskinlerde 0-30 mmHg 14 (31,1) 41 (91,1) 45 (100)
arasindadir.
intrakraniyal basing 30 mmHg ve iizerine ciktig durumlarda serebral 6(13,3) 31 (68,8) 45 (100)
kan akimi ve perflizyonu bozulmaktadir.
iKB izlemi yapilan hastada her saat veya klinik gereklilik durumunda 36 (80) 44 (97,7) 45 (100)
norolojik degerlendirme yapilmali ve kaydedilmelidir.
iKB monitorizasyonu sonlandirildiktan sonraki 24 saat igerisinde 5(11,1) 36 (80) 42 (93,3)
hastanin nérolojik durumu ve komutlara uymasi yakindan takip
edilmelidir.
iKB artisinin erken belirtileri arasinda pupil refleksi ve biling diizeyinde 11 (24,4) 39 (86,6) 43 (95,5)
degisikliklerin yani sira motor fonksiyon kaybi, bradikardi, hipertermi
ve hipertansiyon gibi fizyolojik degisiklikler yer almaktadir.
iKB artisinin geg belirtileri arasinda dzellikle sabahlari ve belirli 18 (40) 41 (91,1) 43 (95,5)

hareketlerle siddetlenen bas agrisi, bulanti olmaksizin figkirir tarzda
kusma, papil 6demine bagh gérme bozukluklari ve epileptik nébetler
yer almaktadir.

2. Pozisyonlama ve Bakim

iKB izlemi yapilan hastaya supine pozisyonu verilerek basi 30 derece 35(77,7) 43 (95,5) 45 (100)
desteklenmelidir.

Hasta hareket etmeden ya da yatak basi ile ilgili degisiklik yapiimadan 43 (95,5) 44 (97,7) 45 (100)
énce IKB monitériiniin li¢ yollu muslugunun hasta tarafinin kapali
olmasina 6zen gosterilmelidir.

Hastaya her pozisyon degisikligi yapildiginda transdiser sifirlanmasina 18 (40) 41 (91,1) 45 (100)
gerek yoktur.

3. EVD Sisteminin Kontrolii ve isleyisi

EVD'nin tim drenaj sistemi boyunca sizinti kontroli agisindan 30 (66,6) 44 (97,7) 45 (100)
incelenmesi en az 4 saatte bir yapilmalidir.

EVD’nin proksimal ve distal hatlarindan alinan BOS 6rneklerinin 14 (31,1) 35(77,7) 45 (100)
laboratuvar sonuglari arasinda 6nemli farkliliklar bulunmaktadir.

Drenaj torbasinin (% doldugunda) degistirilmesi gerekmektedir. 41 (91,1) 44 (97,7) 44 (97,7)
Drenaj torbasi bosaltilirken aseptik teknige dikkat edilmeli, drenaj 13 (28,8) 45 (100) 44 (97,7)
sistemi kanama ve bulaniklik agisindan saatlik izlenmelidir.

Drenaj sistemindeki parlak kirmizi kanli BOS anevrizmanin yeniden 29 (64,4) 45 (100) 45 (100)
rlptlrine isaret etmektedir.

Drenaj sistemindeki BOS'un bulaniklagmasi bir enfeksiyonun varligina 40 (88,8) 44 (97,7) 45 (100)
isaret etmektedir.

Drenaj torbasinin %50’si doldugunda degistirilmelidir. 26 (57,7) 43 (95,5) 45 (100)
EVD’li hastanin tasinmasi esnasinda drenajin klemplenmesi 22 (48,8) 44 (97,7) 45 (100)
gerekmemektedir.

Damlama haznesi yatay konumda tutulmalidir. 34 (75,5) 44 (97,7) 45 (100)
Herhangi bir nedenle damlama haznesinin pozisyonunun degistirilmesi 35 (77,7) 44 (97,7) 45 (100)

gerekiyorsa, damlama haznesindeki BOS, drenaj torbasina
bosaltilmalidir.
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Tablo 4. On Test, Son Test ve Kalicilik Testi Sorularina Verilen Dogru Yanitlarin Karsilastirilmasi (n=45) (Devami)

Egitim Oncesi Egitim Sonrasi Kalicilik
(On test) (Son test) testi
Dogru n (%)* Dogru n (%)* Dogru n (%)*

4. ilag ve Tedavi Uygulamalari

Sedatif ve antihipertansif (paranteral yolla) uygulanan hastalarda 30 4(8,8) 33(73,3) 43 (95,5)
dakika araliklarla sistolik kan basinci izlenmelidir.

EVD hatlarinin intravendz hatlarla karistiriimasini 6nlemek amaciyla 41 (91,1) 45 (100) 42 (93,3)
EVD’ye erisim hatti olarak etiketlenmelidir.

EVD'ye intraventrikiler kanama igin trombolitik ilaglar ve ventrikulit 31 (68,8) 44 (97,7) 43 (95,5)
icin antibiyotikler eklendiginde, EVD 1 saat siireyle klemplenmelidir.

5. Aseptik Teknik ve Enfeksiyon Kontrolii

Kateter ¢ikis noktasina steril tikayici bir pansuman uygulanmali ve 41 (91,1) 45 (100) 42 (93,3)
pansuman korunmahdir.

EVD takilan hastanin ilk pansuman uygulamasindan 48 saat sonra ve 38 (84,4) 44 (97,7) 42 (93,3)
pansuman her kirlendiginde pansuman degisimi yapiimaldir.

Cilt antisepsisini saglamada klorheksidin-alkol uygulamasindan 3 37 (82,2) 43 (95,5) 45 (100)
dakika sonra 30 saniye povidon iyot uygulanmalidir.

insizyon alaninda uzayan sag varliginda kil temizligi yapilmali ve alan 45 (100) 45 (100) 45 (100)
enfeksiyon belirti-bulgulari agisindan degerlendirilmelidir.

6. Genel Durum ve Hemgirelik Miidahaleleri

intrakraniyal basing artisi isitsel uyaranlar, 6ksiiriik, pozisyon, 40 (88,8) 45 (100) 42 (93,3)
hemsirelik girisimleri vb. durumlardan etkilenebilir.

Hemsirelik bakimi sirasinda iKB artisi meydana geldiginde hemsirelik 29 (64,4) 31(68,8) 44 (97,7)
bakimina ara verilmeden devam edilmelidir.

Transduser tikanmasi durumunda, en fazla 5 ml serum fizyolojik ile 12 (26,6) 41 (91,1) 45 (100)
aseptik tekniklere uygun olarak yikama onerilir.

iKB: intra Kraniyal Basing, BOS: Beyin Omurilik Sivisi, EVD: Eksternal Ventrikiiler Drenaj
TARTISMA

Hemgireler, EVD’li hastanin bakim ve tedavisinin yonetilmesinde kritik bir rol oynamaktadir. Hemsirelerin,
EVD'nin teknik yonleri kadar, hastanin klinik durumu, tedavi siireci, olasi komplikasyonlari ve hemsirelik bakimi
hakkinda sahip olduklari bilgi diizeyleri hasta bakim kalitesini dogrudan etkilemektedir.%** Bu calismada,
hemsirelerin yalnizca %11,1’inin EVD’li hasta bakiminda kendilerini yeterli hissettikleri belirlenmistir. Benzer
sekilde, Alrashidi ve ark.'? calismasinda hemsirelerin %37’sinin EVD bakimi konusundaki bilgi eksikligi nedeniyle
kendilerini yetersiz hissettikleri belirtilirken, Sun ve ark.'® ¢calismasinda hemsirelerin %56,7’sinin EVD ile iliskili
komplikasyon yonetimi konusunda yetersiz bilgiye sahip oldugu vurgulanmistir. Ayrica c¢alismamizda,
hemsirelerin blyik bir kisminin (%64,4) EVD bakimi konusunda herhangi bir egitim almadigl ve egitim alan
hemsirelerin tamaminin egitimi yetersiz buldugu tespit edilmistir. Bu bulgular dogrultusunda, hemsirelerin
%48,9'unun EVD'li hasta bakiminda kendilerini yetersiz hissettikleri belirlenmistir (Tablo 1). Ancak uygulanan
egitim miidahalesi sonrasinda, hemsirelerin bilgi diizeylerinde %40 oraninda artis kaydedilmistir (Tablo 2). Bu
bulgular, EVD’li hasta bakiminda hemsirelerin bilgi diizeylerini ve yetkinlik algilarini artirmak amaciyla farkh
interaktif egitim yontemlerinin kullanilmasi ve hizmet ici egitimlerin diizenli olarak tekrarlanmasinin gerekliligini
ortaya koymaktadir.

Calismada norolojik degerlendirme ve izleme konusunda, hemsirelerin 6n test sorularina verdikleri dogru
yanitlarin azhg (%11,1-%13,3) dikkat cekmektedir (Tablo 4). Literatirdeki benzer ¢alismalarda, hemsirelerin
EVD’nin islevselligi ve komplikasyonlari hakkinda yeterli bilgiye sahip olmalarinin, hasta bakim kalitesini
dogrudan etkiledigi belirtilmistir. Bilgi eksikliginin, noérolojik durumun izlenmesinde ciddi sorunlara yol
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acabilecegi vurgulanmis ve egitim programlarinin, hemsirelerin EVD’nin yonetimi ve degerlendirilmesine iliskin
bilgi ve becerilerini gelistirmede dnemli bir rol oynadigi vurgulanmistir.33* EVD drenaj sisteminin kontroli ve
isleyisi hakkinda verilen 6n test dogru yanitlarinin azhgi (%28,8- %31,1) belirlenmistir (Tablo 4). Hemsirelerin,
EVD drenaj torbasinin bosaltiimasi sirasinda aseptik teknige dikkat etmeleri gerektigi; drenaj sisteminin, kanama
ve bulaniklik agisindan saatlik olarak izlenmesi gerektiginin énemini vurgulayan calismalar mevcuttur.’®33 By
izleme, enfeksiyon riskini azaltmak ve hastalarin genel durumunu degerlendirmek igin kritik 6neme sahiptir.
Ayrica, EVD drenaj sisteminden ilag ve tedavi uygulamasi sonrasinda gelisebilecek komplikasyonlarin yénetimine
iliskin verilen dogru yanitlarin (%8,8) oraninda diisiik oldugu belirlenmistir (Tablo 4). Abukhader'in arastirmasi,
ilag guivenligi egitiminin yogun bakim hemsirelerinin intravendz ilag uygulamalarina iligskin bilgi ve becerilerini
anlamli d6lgide gelistirdigini ortaya koymustur. EVD transiiderinin tikanmasi durumunda yapilacak hemsirelik
miidahalelerine verilen yanitlarda (%26,6) disik seviyededir (Tablo 4). Transduserin tikanmasi, serebrospinal
sivi akisini engelleyerek intrakranyal basing artisina neden olabileceginden, tikaniklik durumlarinda serum
fizyolojik ile yikama isleminin dogru yapilmasi sistemin yeniden islevselligini saglamak icin kritik bir adim olarak
degerlendirilmektedir.343637

Jung ve Yi’'nin® ¢alismasinda, hemsirelerin EVD ile ilgili bilgi ve becerilerini artirmak amaciyla 57 dneri iceren bir
hemsirelik pratigi kilavuzu gelistirilmis ve bunun hemsirelerin performansini artirabilecegi vurgulanmistir. Ancak,
kanita dayali ve standardize edilmis rehberlerin bakim kalitesini artirmadaki 6nemi géz éniine alindiginda3®3,
literatlirde EVD’nin bakimi ve yonetimine yonelik kilavuzlarin sinirh olmasi 6énemli bir eksiklik olarak
degerlendirilmektedir.® Bu baglamda; Alomar ve ark.?!, hemsirelerin EVD’ye yoénelik bilgi, tutum ve
uygulamalari tzerine gerceklestirdigi calisma, egitim sonrasi hemsirelerin bilgi diizeyinde anlamli bir artis
oldugunu (P<,01) ortaya koyarak egitim programlarinin bu alandaki bilgi eksikligini gidermede etkili bir arag
olabilecegini gostermektedir. Zafar ve ark.?2, EVD bakimina iliskin hazirlanan dért haftalik egitim miidahalesinin
ardindan, hemsirelerin uygulamalarinin énemli él¢lide iyilestigini (P< ,001) belirtmislerdir. Alrashadi ve ark.?,
EVD'li hastalarin bakimini desteklemek igin stirekli egitim ve 6gretimin 6nemini vurgulamis ve klinik ortamlarda
hemsirelik bakimini ve glivenligini artirmak amaciyla egitim seminerleri gibi glivenilir kalite iyilestirme araclarinin
kullanilmasini belirtmistir. Ghonaem ve ark.'’, hemsirelerin EVD bakimina yénelik bilgi diizeylerini belirledikleri
calismalarinda, egitim oncesi donem ile egitimden hemen sonraki ve (¢ ay sonraki donemler arasinda anlaml
farkhliklar tespit etmislerdir (P=,014). Camacho ve ark.%°, duisiik maliyetli egitimsel miidahalelerin EVD ile iliskili
menenjit/ventrikilit enfeksiyonlarini anlamli 6l¢iide azaltabilecegi (P<,0001) sonucuna ulasmistir. Bu ¢calismada
da literatirle uyumlu olarak, Amerikan Norobilim Hemsireleri Dernegi'nin EVD bakim yonergelerine uygun
sekilde hazirlanan egitim programi ile hemsielerin bilgi diizeylerinde artig saptanmistir.

Bu calismada egitim Oncesi ve sonrasi hemsirelerin bilgi diizeyleri tespit edilmis ancak hastalarin
komplikasyonlarina olan etkisi incelenmemistir. Hemsirelerin egitim 6ncesi bilgi diizeyleri ile egitim sonrasi bilgi
diizeyleri arasinda anlamli bir fark saptanmistir. Hemsirelerin 21 giin sonra yapilan kalicilik testinde de bilgilerinin
unutulmadig tespit edilmistir. Literatiirle uyumlu olan sonug, hemsirelere EVD ile ilgili egitimin dizenli streclerle
verildiginde bilgi dizeylerinde artis olacagini gdstermektedir. EVD bakimiyla ilgili olarak hemsirelerin yeterli
bilgiye sahip olmalari, hata yapma oranlarini azaltacak ve hasta bakim kalitesi artacaktir.

SONUC

Hemsirelik, teorik bilginin pratik becerilere donisturilerek uygulandigi bir meslek olup, stirekli glincellenen bilgi,
bakim kalitesinin artiriimasinda kritik 6neme sahiptir. Bu kapsamda, hemsirelerin belirli hasta gruplarina yonelik
egitim almasi, mesleki yetkinliklerini ve bakim kalitesini gelistirmeye katki saglamaktadir. Bu calismada,
hemsirelerin egitim 6ncesine gore egitim sonrasinda EVD bakimina iliskin bilgi sorularini dogru cevaplama
oranlarinda istatistiksel olarak anlamli diizeyde artis oldugu saptanmistir. Kalicilik testinde de dogru sayinin
azalmamasi egitimin 6nemini gdéstermektedir. EVD bakimina iliskin kanita dayali rehberlerin gelistiriimesi ve bu
rehberlerin etkin bir sekilde uygulanmasini destekleyecek egitim programlarinin saglik hizmetleri sistemine
entegre edilmesi biyilk bir 5Sneme sahiptir.
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Aragtirmanin Sinirhliklari: Bu arastirmanin bazi sinirhliklari bulunmaktadir: arastirma sadece bir hastanenin
yogun bakim kliniginde yapilmistir. Sonuglar sadece 6rneklemin icinde bulundugu evreni temsil etmektedir ve
tim hemsirelere genellenemez.

Calismanin Literatiire Katkisi: Bu calisma, EVD bakimina yonelik hemsire egitimlerinin etkinligini degerlendiren
sinirli sayidaki arastirmalardan biridir. Mevcut kanitlarin klinik hemsirelik pratigi ile bittnlestirilmesi, EVD bakimi
konusunda hemsirelere yonelik egitim ve destek programlarinin gelistirilmesi, optimal hasta bakiminin
saglanmasi ve genel bakim kalitesinin artirilmasi agisindan biyik énem tasimaktadir. Bu baglamda, verilen
egitimin hemsirelerin EVD bakimi konusundaki bilgi diizeyini artirdigi belirlenmis olup ¢alismanin, hemsirelerle
yapilacak ileri arastirmalara yon gosterici nitelikte oldugu disliniilmektedir.
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Abstract

Objective: This study aimed to investigate the relationship between inflammatory markers and pressure injuries in intensive care unit (ICU) patients
with and without COVID-19 infection.

Methods: Conducted as a single-centre retrospective case-control study. The study was conducted between April 2020 and February 2021 at Kartal
Dr. Lutfi Kirdar City Hospital in Istanbul, affiliated to the Turkish Ministry of Health. After obtaining ethical approval, the researchers reviewed the
patients' ICU records and laboratory results.

Results: This study found that the mean age of COVID-19 (+) patients was significantly higher than that of COVID-19 (-) patients. In that study,
hypertension and diabetes mellitus were the most common comorbidities in both groups. In the current study, the Braden Scale of COVID-19 (+)
patients were found to be lower than those of COVID-19 (-) patients. This study found that COVID-19 (+) patients had higher procalcitonin levels,
lower lymphocyte and monocyte percentages. COVID-19 (+) patients had a shorter ICU stay compared to COVID-19 (-) patients. The incidence of
stage 1 pressure injuries was higher in COVID-19 (+) patients, while stage 3 pressure injuries and suspected tissue damage were more common in
COVID-19 (-) patients. COVID-19 (+) patients with stage 4 pressure injuries had lower monocyte levels than those with stage 1-2 injuries.
Conclusion: This study found that COVID-19 (+) patients had higher levels of procalcitonin, lower percentages of lymphocytes and monocytes, and
lower percentages of monocytes as the stage of the pressure injury increased.

Keywords: Biomarkers, braden scale, COVID-19, infection, pressure injury

Oz

Amag: Bu ¢alisma COVID - 19 enfeksiyonu olan ve olmayan yogun bakim {initesinde yatan hastalarin enflamasyon markerlari ile basing yaralanmalari
arasindaki iliskiye bakmak amaciyla yapildi.

Yontemler: Tek merkezli retrospektif olgu-kontrol ¢alismasi olarak yirGtiilmustir. Calisma, Nisan 2020 ile Subat 2021 tarihleri arasinda, Turk Saghk
Bakanligi'na bagli istanbul'da Dr. Litfi Kirdar Sehir Hastanesi'nde gerceklestirilmistir. Etik onay alindiktan sonra, arastirmacilar hastalarin yogun bakim
Unitesi kayitlarini ve laboratuvar sonuglarini incelemistir.

Bulgular: Bu calismada, COVID-19 (+) hastalarinin ortalama yasinin, COVID-19 (-) hastalarina kiyasla anlamli derecede yiiksek oldugu bulunmustur. Onceki
calismada, hipertansiyon ve diyabetes mellitus her iki grupta da en yaygin eslik eden hastaliklar olarak belirlenmistir. Mevcut ¢alismada, COVID-19 (+)
hastalarinin Braden risk skorlarinin, COVID-19 (-) hastalarina gére daha dustk oldugu bulunmustur. Bu ¢alismada ayrica COVID-19 (+) hastalarinin
prokalsitonin dlzeylerinin daha yliksek, lenfosit ve monosit ylizdelerinin ise daha dustik oldugu tespit edilmistir. COVID-19 (+) hastalarinin yogun bakimda
kalis stiresi, COVID-19 (—) hastalarina gére daha kisadir. Evre 1 basi yarasi insidansi COVID-19 (+) hastalarinda daha yiiksekken, evre 3 basi yaralari ve stipheli
doku hasarlari COVID-19 () hastalarinda daha yaygindir. Evre 4 basi yarasi olan COVID-19 (+) hastalarinda, evre 1-2 yaralari olanlara gére monosit diizeyleri
daha duguktar.

Sonug: Bu ¢alismada, COVID-19 (+) hastalarinin prokalsitonin diizeylerinin yiksek, lenfosit ve monosit yiizdelerinin ise diisiik oldugu, basi yarasinin evresi
ilerledikge monosit ylizdesinin de azaldigi bulundu.

Anahtar Kelimeler: Basing yarasi, biyobelirtegler, braden risk skalasi, COVID-19, enfeksiyon
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INTRODUCTION

COVID-19, defined as a global pandemic that originated in Wuhan in December 2019 and subsequently spread
globally?, is transmitted through direct or indirect contact, primarily via respiratory secretions from infected
individuals.? Symptoms vary based on age, comorbidities, and immune system status, generally including high
fever, cough, shortness of breath, muscle pain, sore throat, loss of appetite, and loss of taste and smell. Severe
complications can include pneumonia, acute respiratory distress syndrome (ARDS), acute cardiac problems,
gastrointestinal issues, renal failure, and severe neurological symptoms.'* Patients with severe COVID-19
complications requiring close monitoring are admitted to intensive care units (ICUs), where they receive
frequent ventilation and oxygenation support. ICU patients often experience significant respiratory distress and
hemodynamic instability, which increases their risk of pressure injuries due to restricted movement. In these
patients, hypoxemia disrupts vascular integrity, facilitating pressure injuries in pressure areas. In addition,
vasopressor agents used to manage hemodynamic instability reduce blood flow and oxygenation, hence
increasing the risk of pressure injuries. In such cases, hypoxemia, vasoconstriction, and decreased tissue
perfusion can lead to ischemia and tissue necrosis, rendering pressure injuries inevitable.®

COVID-19 exacerbates patients’ prognosis by targeting lung alveoli, cardiac myocytes, vascular endothelium,
and angiotensin-converting enzyme 2 receptors, leading to severe symptoms such as systemic inflammatory
response syndrome, ARDS, and disseminated intravascular coagulation. The ensuing inflammation increases
thrombocyte activation, endothelial dysfunction, and immune response, enhancing thrombosis risk and
impacting the coagulation system.®

The COVID-19 virus affects the body’s circulatory system and vascular endothelium, resulting in tissue
inflammation. This condition particularly disrupts the coagulation mechanism, thereby increasing the risk of
pressure injuries. In ICUs, pressure injuries represent a complex issue requiring the monitoring of multiple
disciplines, such as nutrition, circulation, and care, pose challenges in nursing care, increase workload, and affect
costs. It is crucial to investigate the effects of COVID-19 infection within this context. This study, grounded in the
existing literature, was conducted to evaluate the potential relationship between inflammation markers and
pressure injuries.

This study aimed to evaluate the relationship between specific inflammatory markers(such as procalcitonin,
lymphocyte count, and monocyte percentage) and the severity of pressure injuries in COVID-19 positive and
negative ICU patients. Unlike previous studies, this research integrates laboratory findings with clinical wound
assessments to provide a more comprehensive understanding of how systemic inflammation contributes to skin
integrity deterioration in critically ill patients. A key strength of this study lies in its comparative design, which
evaluates both COVID-19 positive and negative patients under similar ICU conditions. By exploring the
association between inflammatory responses and pressure injury severity, this study addresses a gap in the
literature and may contribute to the development of early identification and prevention strategies for high-risk
patients, ultimately improving care quality and optimizing resource utilization in intensive care settings.

METHODS

Research Design and Hypothesis: This single-center retrospective case-control study was based on the
hypothesis (H1) that there is a relationship between inflammatory markers and the presence of pressure injuries
in ICU patients with and without COVID-19 infection.

Inclusion criteria: Adult patients (218 years) who were admitted to the ICU for more than 24 hours and had a
documented diagnosis of pressure injuries in their medical or nursing records.

Exclusion criteria: Patients with other types of skin ulcers (vascular, surgical, traumatic, or neoplastic in origin),
pediatric patients, and those admitted before April 1, 2020.

Data Collection Tools: Data were collected using a structured data extraction form developed by the
researchers, aligned with the study objectives. This form included demographic characteristics such as age,
gender, and date of admission to the ICU. It also gathered information on pressure injury characteristics,
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including stage, location, area, temperature, size, and wound nature. Systemic infection markers recorded
included CRP, procalcitonin, leukocytes, hemoglobin, lymphocytes, and monocytes, as well as body temperature
records. Additionally, information on pressure injury characteristics was obtained from the records of the stoma
and wound care nurse responsible for monitoring ICU pressure ulcers. The Braden Pressure Ulcer Risk
Assessment Scale was utilized to assess the risk of pressure injuries in all patients. Pressure injuries were staged
according to the National Pressure Injury Advisory Panel (NPIAP) classification system. All laboratory values were
retrieved from the hospital information system and cross-checked with patient medical and nursing records to
ensure data accuracy.

Sample Size Determination: The sample consisted of all eligible ICU patients who met the inclusion criteria
between April 2020 and February 2021. Since this was a retrospective study, a priori power analysis was not
performed. Instead, total sampling was conducted, and the sample size was determined based on the number
of patients with complete records for both pressure injury diagnosis and relevant laboratory parameters on the
first day of ICU admission. After applying the inclusion and exclusion criteria, a total of 355 patients were
included in the final analysis, comprising 216 patients with COVID-19 and 139 patients without COVID-19.

Data collection process: The study was conducted in the ICU of a city hospital affiliated with the Turkish Ministry
of Health, with 63 beds dedicated to patients with COVID-19 and 57 beds to those without COVID-19, from April
2020 to February 2021. Ethical approval was obtained prior to data collection. The researchers evaluated the
ICU records and laboratory findings of patients, specifically the laboratory data obtained on the first day of
hospital admission for those included in the study. During the specified period, local infection parameters
(wound location, area, temperature, nature, size, and patient’s body temperature) and systemic infection
parameters (C-reactive protein [CRP], procalcitonin, leukocytes, hemoglobin, lymphocytes, and monocytes) of
hospitalized patients were examined, and their relationships were assessed. In addition, the risk scores of
COVID-19 (+) and (-) patients were compared using the Braden Scale. Pressure injury stages were classified using
the pressure injury classification system of the National Pressure Injury Advisory Panel. A comparative analysis
of local and systemic infection parameters was undertaken.

Data analysis and statistical methods: The data were analyzed using the SPSS software package. Statistical
analyses were performed using R version 2.15.3 (R Core Team, 2013). Data were reported using minimum,
maximum, mean, standard deviation, median, first quartile, third quartile, frequency, and percentage values.
The Shapiro-Wilk test and graphical analysis were used to assess the normal distribution of quantitative data.
The independent t-test was used for normally distributed variables between two groups. The Kruskal-Wallis test
and the Dunn-Bonferroni test were used for the comparison of non-normally distributed variables among more
than two groups. The Pearson chi-square and Fisher-Freeman-Halton exact tests were used for qualitative data
comparisons. Statistical significance was set at P < .05.

Ethical approval: Institutional permission was obtained for this retrospective case-control study. Ethical
approval was obtained from the Clinical Research Ethics Committee of Kartal Dr. Lutfi Kirdar City Hospital where
the study was conducted as part of the quality and assurance activities. Written informed consent was not
required from participants or their legal guardians in accordance with national regulations and institutional
requirements.

RESULTS

The mean age of COVID-19 (+) patients was 75.12 + 13.07 years, with 54.6% being male. In this group, the mean
Braden Scale was 9.77+.98, the mean length of ICU stay was 22.19 + 50.79 days, the mean body temperature
was 37.04 + .55 °C, the mean procalcitonin score was 4.1 + 8.43 g/L, the mean lymphocyte percentage was 7.68
1 6.51, and the mean monocyte percentage was 4.32 £ 5.44. Pressure injuries varied in location, with the sacrum
being the most common site (74.5%). Pressure injuries due to prone positioning associated with treatment were
observed in areas such as the knees, anterior legs, abdominal region, and ears. Stage 2 pressure injuries were
found in 44.4% of patients, while stage 1 injuries were found in 31.5%. The mortality rate was 66.2%.
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For COVID-19 (-), the mean age was 71.65 + 14.97 years, with 51.1% being male. This group had a mean Braden
Scale of 10.22 + 1.07, a mean length of ICU stay of 41.43 + 44.15 days, a mean body temperature of 36.81 + .43
°C, a mean procalcitonin score of 3.96 + 8.86 g/L, a mean lymphocyte percentage of 9.74 + 7.18, and a mean
monocyte percentage of 4.88 + 3.58. The sacrum was the most common site for pressure injuries (83.5%). Stage
2 pressure injuries were found in 40.3% of patients, stage 3 in 23.7%, and suspected deep tissue injury in 23%.
The mortality rate was 65.5% (Table 1).

Table 1: Demographic and clinical characteristics of the patients

COVID-19 (+) (n=216) COVID-19 (-) (n=139)

Min-Max Mean *+ SD Min-Max Mean * SD

(Median) (Median)
Age 20-95 (77) 75.12 £ 13.07 27-98 (75) 71.65 +£14.97
Braden Scale 8-12 (10) 9.77 £0.98 8-14 (10) 10.22 +1.07
Length of ICU stay (day) 0-385 (12) 22.19+50.79 1-377 (28) 41.43 +44.15
Body temperature (°C) 36-39 (36.8) 37.04 £ 0.55 36-38.4 (36.7) 36.81+0.43
Hemoglobin (g/dl) 5.6-16 (10) 10.3+2.04 6.2-14.7 (9.5) 9.6+1.74
Procalcitonin (ug/L) .01-62 (1.18) 4.1+8.43 .03-62 (0.92) 3.96 £+ 8.86
Leukocytes (%) .5-46.9 (11.15) 13.05 + 7.64 2.4-120 (11.4) 14.01+12.16
Lymphocytes (%) .5-40.9 (6.1) 7.68 +£6.51 1.6-39.7 (7.9) 9.74+7.18
Monocytes (%) .1-67.9 (3.3) 4.32+5.44 .3-30.6 (4.2) 4.88 +3.58

CRP (mg/L) 3.16-445 (132.5) 143.31 + 88.81 7.99-395 (140) 143.51 +82.42
n % n %
Gender
Female 98 45.4 68 48.9
Male 118 54.6 71 51.1
Stage
Stage 1 68 315 9 6.5
Stage 2 96 44.4 56 40.3
Stage 3 21 9.7 33 23.7
Stage 4 5 2.3 9 6.5
UPI/SDTI 26 12.1 32 23.0
Anemia 186 86.1 128 92.1
Outcome
Mortality 143 66.2 91 65.5
Discharge 73 33.8 48 345

SD: Standard Deviation, ICU: Intensive Care Unit, CRP: C-reactive protein, UPIl: Unstageable Pressure Injury, SDTI:
Suspected Deep Tissue Injury

Statistically significant differences were observed in the ages of patients based on their COVID-19 status (P =
.027), with COVID-19 (+) patients being older. There was also a significant difference in Braden Scale (P < .001),
with lower scores observed in COVID-19 (+) patients. Stage percentages also showed significant differences (P <
.001). Stage 1 was more common in COVID-19 (+) patients, while stage 3 and unstageable pressure injury (UPI)
or suspected deep tissue injury (SDTI) were more prevalent in COVID-19 (-) patients (P < .001, P =.001, and P =
.030, respectively).

Body temperature was significantly higher in COVID-19 (+) patients (P < .001). Hemoglobin values were also
significantly different (P = .001), with higher values in COVID-19 (+) patients. Lymphocyte values were lower in
COVID-19 (+) patients (P = .005). Although no significant difference was found in mortality rates, the length of
ICU stay was different, with COVID-19 (+) patients having shorter ICU stays (22.19 £ 50.79 days vs. 41.43 + 44.15
days) (P <.001) (Table 2).
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Table 2: Comparison of demographic and clinical characteristics of patients with and without Covid-19

COVID-19 (+) (n=216)

COVID-19 (-) (n=139)

Mean + SD Mean + SD Test value? P
Age 75.12 £13.07 71.65 +14.97 2.229 .027*
Braden Scale 9.77 £ .98 10.22 £1.07 -4.113 <.001*
Length of ICU stay (day)  22.19 + 50.79 41.43 + 44.15 -3.776 <.001*
Wound length 3.98+2.62 3.68+1.83 1.290 .198
Body temperature (°C) 37.04 + .55 36.81 + .43 4.351 <.001*
Hemoglobin (g/dl) 10.30+2.04 9.60+1.74 3.455 .001*
Procalcitonin (ug/L) 4.10+8.43 3.96 + 8.86 .149 .881
Leukocytes (%) 13.05+7.64 14.01+12.16 -.912 .363
Lymphocytes (%) 7.68 +6.51 9.74+£7.18 -2.794 .005*
Monocytes (%) 432+5.44 4.88 +3.58 -1.082 .280
CRP (mg/L) 143.31 + 88.81 143.51 £+ 82.42 -.020 .984

n (%) n (%) Test value® P
Gender 428 .513
Female 98 (45.4) 68 (48.9)
Male 118 (54.6) 71 (51.1)
Comorbidity 167 (77.3) 111 (79.9) 0.322 571
Hypertension 105 (48.6) 61 (43.9) 0.759 .384
Diabetes mellitus 61 (28.2) 37 (26.6) 0.111 .739
Chronic renal failure 17 (7.9) 18 (12.9) 2.465 117
Coronary artery disease 21 (9.7) 9 (6.5) 1.153 .283
COPD 17 (7.9) 12 (8.6) .066 .798
Other 92 (42.6) 60 (43.2) .011 915
Stage 45.609 <.001*
Stage 1 68 (31.5) 9 (6.5)
Stage 2 96 (44.4) 56 (40.3)
Stage 3 21(9.7) 33(23.7)
Stage 4 5(2.3) 9 (6.5)
UPI/SDTI 26 (12.0) 32 (23)
Anemia 2.956 .086
Absent 30(13.9) 11 (7.9)
Present 186 (86.1) 128 (92.1)
Outcome .020 .886
Mortality 143 (66.2) 91 (65.5)
Discharge 73 (33.8) 48 (34.5)

alndependent-samples t-test,  PPearson chi-square test,*P < .05 SD: standard deviation, COPD: chronic obstructive
pulmonary disease,  CRP: C-reactive protein, UPI: unstageable pressure injury,  SDTI: suspected deep tissue injury,
ICU: Intensive Care Unit

For COVID-19 (+) patients, no significant differences were found in procalcitonin, leukocyte, lymphocyte, and
CRP values based on stage (P > .05). However, significant differences were found in monocyte values (P = .003).
Post hoc evaluations using the Dunn-Bonferroni test revealed that stage 4 patients had lower monocyte values
compared to stage 1 and 2 patients (P = .012 for both). No significant differences were observed between the
remaining stages (P > .05) (Table 3).

49



Ata et al.

Comparison of Inflammatory Markers and Pressure Ulcer

Table 3: Relationship between infection parameters and pressure injury stage in covid 19 (+) and (-) patients

Stage Test P
value

Stage 1 Stage 2 Stage 3 Stage 4 UPI/SDTI

COVID-19 (+)

(n=216)

Procalcitonin 1.2 0.8 7 13 2.45 9.130 .058

(ng/L) (.3-2.4) (.27-3.8) (.3-3.04) (1.18-3.8) (.94-4.6)

Leukocytes (%) 11.35 11.55 10 19.2 10.2 2.409 .661
(8.04-15.35) (8.44-16.5) (8.4-15) (11.1-19.9)  (6.14-20)

Lymphocytes (%)  6.05 6.3 5 3 4.95 3.986 .408
(3.25-8.65) (3.65-9.85) (3.2-10.7) (2-7.3) (3.2-7.4)

Monocytes (%) 3.65 3.7 2.1 7 3.15 16.139 .003*
(1.9-6.35) (1.95-5.8) (1.3-3.8) (0.7-1.4) (1.8-4.3)

CRP (mg/L) 125.5 135.5 125 135 154.4 3.791 435
(56.15-190) (67.3-191) (96.6-162) (128.44-206) (104-217.4)

COVID-19 (-)

(n=139)

Procalcitonin 4 .88 1.03 .86 .86 2.128 712

(ng/L) (.2-1.43) (.39- 4) (.26-2.23) (.33-6.5) (.37-3.4)

Leukocytes (%) 8.7 10.7 10.8 16.4 13.2 6.551 .162
(7.4-13) (7-17.1) (8.12-16.7)  (9.6-21.5) (9.1- 21.01)

Lymphocytes (%) 5.8 8 8.9 8.4 6.35 0.703 .951
(5-11.2) (3.4-13.5) (5.1-12.7) (5.9-12.3) (4.5-13.1)

Monocytes (%) 53 4.2 4.8 2.6 3.85 6.213 .184
(3.1- 7.4) (3-6.5) (3.6-6.1) (1.4-3.6) (2.2-5.9)

CRP (mg/L) 99 122 138 136 163.5 3.972 410
(73.6-191) (70.9-172) (78-169) (63.4-161) (94.75-244.5)

Kruskal-Wallis test, results are presented as median (first quartile-third quartile). *P < .05.
UPI: unstageable pressure injury, SDTI: suspected deep tissue injury, CRP: C-reactive protein

DISCUSSION

The COVID-19 pandemic has globally manifested in a wide spectrum of clinical presentations, ranging from
asymptomatic cases to death, causing various systemic effects that can lead to mortality.” The structural and
functional changes in the skin due to aging contribute to increased vulnerability and the development of
pressure injuries, particularly in older adults with chronic conditions.® This study found that the mean age of
COVID-19 (+) patients (75.12 + 13.07) was significantly higher compared to COVID-19 (-) patients (71.65 + 14.97).
This finding is consistent with the existing literature indicating that hospital admission rates for COVID-19
patients are positively correlated with age.!! It is crucial to identify high-risk age groups and take preventive
measures against systemic diseases and skin damage.

In this study, hypertension and diabetes mellitus were the most prevalent comorbidities in both groups. These
conditions are known to increase the risk of pressure injuries.’**3 The advanced average age in our study likely
contributed to the presence of chronic diseases, predisposing patients to pressure injuries.
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The sacral region was the most common site for pressure injuries in both patient groups. COVID-19 (+) patients
had a higher incidence of stage 1 pressure injuries, whereas COVID-19 (-) patients had more stage 3 and UPI/SDTI
injuries. The prolonged ICU stay of COVID-19 (-) patients may have contributed to the progression of pressure
injuries to more advanced stages. In addition, in contrast to the COVID-19 (-) group, COVID-19 (+) patients
exhibited more pressure injuries in the ears, knees, and abdominal regions, possibly due to their prone position
and frequent repositioning required to manage respiratory parameters and acute deterioration.*?®
Furthermore, the shorter length of ICU stay for COVID-19 (+) patients (22.19 + 50.79 days) was associated with
the higher mortality rate in this group, although the difference in mortality was not significant.

Individual and clinical characteristics are critical in assessing the risk of pressure injuries. In the Braden Scale
assessment, the patient’s emotional perception, skin moisture status, mobility, nutritional habits, and areas of
the body under pressure should be evaluated.'®In the current study, the Braden Scale of COVID-19 (+) patients
were found to be lower compared to those of COVID-19 (-) patients. In the literature, lower Braden Scale have
been associated with an increased incidence of pressure injuries.' In this study, the Braden Pressure Ulcer Risk
Assessment Scale was used as the risk evaluation tool, as it is the standard instrument employed in healthcare
institutions affiliated with the Ministry of Health in Tirkiye for the assessment of pressure injury risks. This
difference is also considered to stem from differences in the clinical courses of patient groups and their critical
illness status.

The mortality rate for the COVID-19 (+) group was 66%, and this group had a shorter stay compared to the
COVID-19 (-) group. In contrast, a study by Sen and Demirdal found no significant difference in the length of stay
between COVID-19 (+) and (-) patients.’ This discrepancy may be due to the different clinical courses and critical
conditions of the patient groups.

Body temperature is a critical parameter for monitoring sepsis in COVID-19 patients admitted to the ICU.*%2° An
increase in body temperature is considered an alert for healthcare professionals, prompting early intervention.
In terms of body temperature, COVID-19 (+) patients exhibited subfebrile temperatures, with no significant
difference from COVID-19 (-) patients. Body temperature is a critical parameter for monitoring sepsis in COVID-
19 patients admitted to the ICU.'®?° An increase in body temperature is considered an alert for healthcare
professionals, prompting early intervention. In a study of 7,614 patients diagnosed with COVID-19, Tharakan et
al. found that temperatures exceeded 37°C.% This elevation is attributed to the binding of proinflammatory
cytokines produced during COVID-19 infection to receptors on brain endothelial cells, leading to prostaglandin
synthesis in these cells and, subsequently, fever. 22

No significant relationship was found between leukocyte, procalcitonin, and CRP levels in COVID-19 (+) and (-)
patients, likely due to the prolonged ICU stay and increased infection risk in the COVID-19 (-) group. A review of
the literature indicates that CRP, procalcitonin, and leukocyte levels are important indicators for assessing the
severity and prognosis of COVID-19. The lack of a significant difference in these parameters in the present study
may be explained by factors such as the longer ICU stay and increased risk of secondary infections in the COVID-
19 negative group.?>%

Concerning hemoglobin, both groups had low levels, although the levels were further reduced in the COVID-19
(-) group. In a study conducted by Unver-Ulusoy et al.?, it was found that the COVID-19 group exhibited lower
hemogram values compared to the control group. Ozmen Siiner et al.?® similarly determined that COVID-19
patients had lower hemoglobin levels. Our findings align with the literature, indicating that COVID-19-induced
sepsis leads to disturbances in blood parameters. The lower values observed in patients without COVID-19 are
considered to be associated with their older age, multiple comorbidities, and prolonged ICU stay. In addition,
lymphopenia was observed in the COVID-19 (+) group, with over half of these cases resulting in mortality.
Similarly, in the literature, high mortality rates have been documented in patients with severe lymphopenia.?’?®

When infection parameters were evaluated according to pressure injury stages, it was observed that COVID-19
patients with stage 4 injuries had lower monocyte levels compared to those with stage 1 or 2 injuries.?® This
finding is consistent with the literature, which reports reduced monocyte levels in critically ill COVID-19 patients,
indicating a possible link between COVID-19 pathophysiology and the development of pressure injuries. One of
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the most severe complications of COVID-19, the cytokine storm, plays a central role in systemic inflammation,
hyperferritinemia, and hemodynamic instability. It is characterized by an excessive immune response, involving
persistent activation and infiltration of cytokine-producing cells such as lymphocytes and macrophages. This
inflammatory process is also reflected in clinical symptoms like myalgia.

CONCLUSION

COVID-19 infection is recognized as a global pandemic ranging from asymptomatic courses to fatal outcomes.
Complications caused by the infection within the body disrupt physiological mechanisms. Cases that progress
severely necessitate closer follow-up in ICUs. As revealed by this study, inflammatory markers tend to be
elevated in patients infected with the COVID-19 virus, necessitating more frequent monitoring for the
development of pressure injuries. Specifically, monitoring monocyte levels is crucial in patients with stage 4
pressure injuries. The systemic impact of COVID-19, including disrupted ventilation, impaired oxygenation, and
cytokine storms, contributes to movement restrictions and the risk of developing pressure injuries. Standard
measures for pressure injury prevention require frequent adjustments in this patient group. During intensive
care, healthcare professionals should regularly evaluate systemic infection parameters, protect pressure areas
with support surface systems, perform risk assessments, and closely monitor hemodynamic parameters.
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Abstract

Objective: Delirium is a syndrome characterised by acute onset and fluctuating progress. The known risk factors for delirium are fluid-electrolyte
imbalance, hypoxia, malnutrition, infections and polypharmacy. Patients in intensive care unit generally have more than one of these risk factors.
This study aimed to investigate the intensive care nurses’ awareness ofdelirium management, given its frequent occurrence in critically ill patients.
Methods: This descriptive study was conducted in a Health Sciences University Istanbul Mehmet Akif Ersoy Chest Cardiovascular Surgery Training
and Research Hospital. The sample consisted of intensive care nurses working in adult intensive care units who agreed to participate. Data were
collected using a questionnaire consisting of 76 questions under four main headings: “Demographic Information Form”, “Nurses' Knowledge Levels
on Delirium Risk Factors”, and “Nurses' Views on Delirium Management and Nursing Interventions”.

Results: Of the 125 participating nurses, 20.8% reported having received training in delirium, and 9.1% had conducted research on the topic. 56.9%
of the nurses expressed confidence in their ability to manage delirium. Nurses demonstrated good knowledge of delirium risk factors, although
cardiac-related factors were the least known. Almost all nurses (99.2%) considered delirium to be an important condition affecting the treatment
process, and 96.8% believed that nurses were more effective in managing delirium due to their continuous observation of the patient. However,
47.2% of nurses reported challenges in delirium management, 88% of these nurses stated safetyy issues due to “the patient pulling the medical
equipment”.

Conclusion: Participating ICU nurses demonstrated a moderate level of knowledge about delirium. It is thought that nurses need to conduct more
research and receive training to improve their awareness and management skills about delirium, which is frequently encountered in intensive care
units.

Keywords: Delirium, intensive care unit, nursing

0z

Amag: Deliryum, ani baslangigh dalgal seyirle karakterize bir sendromdur. Sivi-elektrolit dengesizligi, hipoksi, beslenme bozuklugu, enfeksiyonlar, coklu
ilag kullanimi gibi birgok risk faktoriiniin deliryum gelisimine neden oldugu bilinmektedir. Yogun bakimlar ise; birden fazla risk faktoriiniin bir arada
bulundugu hastalara hizmet veren 6zel birimlerdir. Bu ¢alisma, deliryumun, 6zellikle yogun bakim hastalarinda goriilmesi nedeni ile yogun bakim
hemsirelerinin deliryum hakkindaki farkindaliklari ve deliryum yonetimlerinin incelenmesi amaciyla yapildi.

Yéntemler: Arastirma, tanimlayici nitelikte olup, Saglik Bilimleri Universitesi istanbul Mehmet Akif Ersoy Gogiis Kalp ve Damar Cerrahisi Egitim ve Arastirma
Hastanesi’'nde yuritdldi. Arastirmanin drneklemini, arastirmanin yapildigi hastanenin yetiskin yogun bakim {nitelerinde gérev yapan ve arastirmaya
katiimayr kabul eden 125 yogun bakim hemsiresi olusturdu. Veriler, “Hemsire Bilgi Formu”, “Hemsirelerin Deliryum Risk Faktorlerine iligkin Bilgi Diizeyleri”,
“Hemsirelerin Deliryum Yonetimi ve Hemsirelik Girisimleri Hakkindaki Gorusleri” seklinde dort ana baglikta ve 76 sorudan olusan anket formu ile toplandi.
Bulgular: Calismaya katilan 125 yogun bakim hemsiresinden, %20,8'i deliryum konusunda egitim aldigini, %9,1’i deliryum konusunda arastirma yaptigini
belirtti. Hemsirelerin %56,9'u deliryum yoénetimi konusunda kendilerine giivendiklerini ifade etti. Calismaya katilan hemgirelerin, deliryuma ait risk
faktorlerini bilme diizeyleri iyi durumdaydi. Fakat en az bilinen risk faktorleri kardiyak durumlarla ilgili olan risk faktorleriydi. Bunun disinda yogun bakim
hemsirelerinin %99,2’si deliryumu tedavi stirecini etkileyecek dnemli bir tablo olarak gérmekteydi. Ayrica hemsirelerin %96,8'i deliryum yénetimini hastayi
daha fazla gozlemledikleri igin hemsirelerin daha iyi yapabildiklerini diisiindiglina bildirdi. Deliryum yonetimine dair sorun yasadigini belirten hemsirelerin
orani %47,2 olarak belirlenirken, bu hemsirelerin %88’i “hastanin tibbi ekipmani gekmesi” nedeniyle sorun yasadigini belirtti.

Sonug: Calismaya katilan yogun bakim hemsirelerinin deliryuma ait bilgi dizeyleri orta dizeydeydi. Hemsirelerin, yogun bakimlarda sik karsilagilan
deliryum hakkinda farkindalik ve yonetim becerilerini gelistirebilmeleri igin daha fazla aragtirma yapip, egitim almalari gerektigi distintilmektedir.
Anahtar Kelimeler: Deliryum, hemsire, yogun bakim Unitesi
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Yilmazer Serbest ve Pehlivan Awareness of Intensive Care Nurses on Delirium

INTRODUCTION

Intensive care units (ICU) are highly equipped specialized units established to provide advanced support,
treatment and care for impaired vital functions.” Delirium, which develops in intensive care patients with the
influence of triggering environmental risk factors, is a clinical condition that is difficult to cope with.? Delirium is
a clinical syndrome with acute onset and behavioral and cognitive changes.?* While delirium can occur with any
hospital patient, it is particularly prevelant in ICU that host many risk factors together.* As the care of patients
in ICU involve a complicated process of maintaining vital signs, delirium, a syndrome which is associated with
high mortality, may be perceived as being normal and thus ignored, often due to an inability to distinguish the
signs and symptoms of delirium.> Another reason for ignoring delirium is that ICU staff are used to diagnosing
the hyperactive form of delirium as a symptom of depression.®®

In contrast to hyperactive type delirium, which causes delusions, hallucinations or and agitation, the more
common hypoactive type delirium is difficult to recognize in the clinic, and can be easily misdiagnosed as
depression, due to it typically only causing latergia and confusion. In addition to hyperactive and hypoactive,
additional forms of delirium are ‘mixed” and ‘delirium without motor symptoms’. However, it would be an
inaccurate to say that delirium can easily be differentiated by type®??, as it is often confused with depression,
agitation, psychosis, aggression, and especially, demential2. In summary, there are many ways that delirium
can be missed, including confusion of delirium with dementia and depression by healthcare professionals and
the failure to notice and understand delirium.*>*2

In order to avoid ignoring delirium, it is vital to be fully aware of the risk factors. These include the physical
condition of an intensive care unit, as well as many patient charateristics such as advanced age, male gender,
loss of vision and hearing, presence of catheterization of cerebrovascular disease, general physical condition,
multiple drug use, influence of surgical procedure, ischemic hospitalisation, change in laboratory values, sleep-
wake imbalance, and length of time spent in intensive care units.’>'* There are also studies which report that
physical restraint, which is frequently performed in ICU to ensure patient safety, has an important place among
delirium risk factors as it causes an increase in the degree of delirium.*>®

The many risk factors in intensive care units and the high incidence of delirium emphazises the importance of
adequate training and effective management of physicians and nurses working in these units. One issue is
complacency. Nurses working in intensive care units may assume that they can correctly diagnose delirium
because its occurrence is so frequent in the units where they work. In a related study, despite 67.6% of intensive
care nurses stating that they knew what delirium was, only 28 nurses out of the 85 nurses participating in the
study were able to define delirium correctly.!? On the other hand, in another study in which the sample consisted
of both physicians and nurses, it was observed that health professionals had a good level of awareness of the
risk factors of delirium.!” The disparity between the two studies may be due education received about delirium.
In a study conducted in internal and surgical intensive care units, 84% of intensive care nurses reported that
they had received training on delirium, in which the necessity of physician support in the management of
patients with delirium was reported and teamwork was underlined.'® In short, the evidence strongly suggests
that both intensive care nurses and all health professionals would benefit from additional training on delirium.

The purpose of this study was to guage the level of awareness of intensive care nurses on delirium and the
adequacy of their delirium management.

METHODS
Type of Study: The study is a single-center, descriptive study.

Place and Time of the Study: The study was conducted in the adult intensive care units of a training and research
hospital in Istanbul between December 2018 and May 2019.

Study Population and Sample: The study population consisted of a total of 216 intensive care nurses working in
the intensive care units of the University of Health Sciences, Mehmet Akif Ersoy Chest Heart and Vascular
Surgery Training and Research Hospital in Istanbul. Pediatric cardiovascular surgery intensive care nurses were
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not included in the sample due to the monitoring of pediatric delirium cases being different. 125 intensive care
nurses working in coronary ICU and cardiovascular surgery ICU were included in the study.

Data Collection Tool: The questionnaire form used as the data collection tool of this study consisted of 4
sections: “Nurse Information Form”, “Nurses‘Level of Knowledge on Delirium Risk Factors”, “Nurses’ Opinions
on Delirium Management” and “Opinions on Nursing Interventions”. The form comprised of a total of 76
questions created in line with the literature.>*>71215 Expert psychiatrist opinion was obtained to determine the
suitability of the data collection form for the purpose of the study.

Data Analysis and Evaluation Techniques: SPSS (Version: 23) program (IBM SPSS Corp., Armonk, NY, USA) was
used for biostatistical analysis in which the criteria were defined according to percentages, medians, minimum
and maximum values. A ‘Student's T Test’ was used to compare the means of normally distributed variables
between two groups. When nonparametric analysis was required, a ‘Mann-Whitney U’ was used for two group
comparisons, while Spearman correlation analysis was used for correlation analysis. The significance limit was
set as P=.05 in interpretations.

Ethics of the Study: Study permission was obtained from the Health Sciences University Istanbul Mehmet Akif
Ersoy Chest Heart and Vascular Surgery Training and Research Hospital Clinical Research Ethics Committee on
27/11/2018 (Decision numbered 2018-58). Informed voluntary consent was obtained from the nurses
participating in the study.

RESULTS

The mean age of the nurses participating in the study was 25.95 + 4.01 years. 80.8% of the nurses were female,
and 72% had been educated to undergraduate and graduate levels. 52% of the nurses who participated in the
study were coronary ICU nurses, while 48% were cardiovascular surgery ICU nurses. The number of nurses who
could be considered experienced was quite low. There were 90 nurses who cared for more patients than they
should in one shift and who worked overtime (Table 1).

Table 1: Sociodemographic and Working Characteristics of Intensive Care Nurses

Features n % Trust Score P*
Median
(min - max)
Gender Female 101 80.8 6 (2-10) .026
Male 24 19.2 7 (3-10)
Educational Status Secondary Education - Associate Degree 35 28.0 7 (2-10) .051
Undergraduate - Graduate 90 72.0 6 (2-10)
Worked Unit Coronary ICU 65 52.0 6 (2-10) .592
Cardiovascular Surgery ICU 60 48.0 6 (2-10)
Number of Patients Cared for 1 or 2 patients 35 28.0 6 (2-10) .644
3 or more patients 90 72.0 6 (2-10)
Working Time in ICU 0-5 years 103 82.4 6 (2-10) .270
6 years and over 22 17.6 6.5 (2-10)
Overtime Work Status Available 35 28.0 6 (2-10) .270
None 90 72.0 6 (2-10)

*Mann-Whitney U testi

The data relating to the nurses participating in the delirium study is shown in Table 2. 79.2% of intensive care
nurses reported that they had not received training on delirium, and 90.9% reported that they had not done
research on delirium. Despite these results, 56.9% of nurses claimed that they were confident in delirium
management, 71% knew the risk factors for delirium, 86.4% could distinguish delirium symptoms, 68% knew
what interventions should be done to prevent delirium, and 76.6% knew how to implement prevention
interventions. However, 39.8% of intensive care nurses reported that they encountered barriers in delirium
management. When the nurses who stated that they had encountered obstacles were asked what these
obstacles were: 9 nurses stated that they experienced obstacles due to the difficulty of communicating with the
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patient, poor time management, and aggressive patient behavior; 6 nurses stated that patient agitation was a
problem; 5 nurses blamed the physical conditions of intensive care unit (especially being an isolated area); and
5 nurses blamed a lack of physician cooperation and late consideration of medical methods as being obstacles;
while 4 nurses blamed a lack of relevant training and knowledge as obstacles. 4 nurses felt that the number of
patients and having to work intensity were obstacles in the implementation of relevant nursing interventions.
For two nurses, the obstacle in implementing the interventions was patient relatives. There was one nurse who
stated that team incompatibility, long-term hospitalization history, the patient's psychiatric illness and the
nurse's own mood as prevented nursers from intervening appropriately in cases of delirium.

Table 2: The Relationship between Intensive Care Nurses' Confidence in Delirium Management and Delirium
Characteristics

Categories Trust Score
n (%) Median P*
(min - max)
Training on delirium
Yes 26 (20.8) 7 (5-10)
No 99 (79.2) 6 (2-10) <.001
Conducting research on delirium
Yes 11(9.1) 8 (5-10)
No 114 (90.9) 6 (2-10) .007
Confidence in managing delirium
Yes 70 (56.9) 7 (5-10)
No 55 (46.9) 4.5 (2-10) <.001
Knowing the risk factors of delirium
Yes 88 (71.0) 7 (2-10)
No 37 (29.0) 4.5 (2-10) <.001
To be able to distinguish the symptoms of delirium
Yes 108 (86.4) 6 (2-10)
No 17 (13.6) 4(2-7) <.001
Knowing interventions to prevent delirium
Yes 85 (68.0) 7 (3-10)
No 40 (32.0) 4 (2-10) <.001
Implementing interventions to prevent delirium
Yes 95 (76.6) 7 (3-10)
No 30(23.4) 4 (2-10) <.001
Facing obstacles in venture implementation
Yes 45 (39.8) 6 (2-8)
No 80 (60.2) 6 (2-10) .803

*Mann-Whitney U testi

The median self-confidence score of intensive care nurses in delirium management was 6 (2-10). There was no significant
correlation between age and confidence score in delirium management (r= 0.121, P=.191). The distribution of intensive
care nurses' confidence score data on delirium management, according to sociodemographic and study characteristics, is
shown in Table 2. Among the sociodemographic characteristics, self-confidence score in delirium management was
different in terms of gender, as it was determined that males had a higher median score (P< .05). There was no difference
in self-confidence score in delirium management in terms of other sociodemographic and disease characteristics (P> .05).
However, it was determined that the nurses' self-confidence score in delirium management varied according to how much
they knew about delirium (Table 3). It was found that the self-confidence score in delirium management was higher in
nurses who received education on delirium (P< .001), conducted research on delirium (P=.007), knew the risk factors of
delirium (P< .001), could distinguish the symptoms of delirium (P< .001), knew the interventions to prevent delirium (P<
.001) and who practiced these interventions (P< .001). It was determined that the status of encountering obstacles in
implementing interventions to prevent delirium did not affect the self-confidence score in delirium management (P> .05).

In this study, a total of 27 risk factors were included in the study by compiling the risk factors of delirium most frequently
mentioned in the literature. Intensive care nurses were asked whether they considered each item as a risk factor for
delirium, and their responses are shown in Table 3. Considering that the study was conducted in a thoracic cardiovascular
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surgery hospital, 33.1% of intensive care nurses did not consider lidocaine use, 41.9% did not consider that the patient had
a heart attack, 52.8% did not consider increased left ventricular pressure, 53.2% did not consider an enlarged heart, while
40.3% did not consider being hypotensive as risk factors for delirium. The median score of intensive care nurses' knowledge
of total risk factors was 22 (5-27). There was no correlation between nurses' confidence score in delirium management and
their risk factor knowledge score (P> .05). There was also no difference between the risk factor scores in terms of the
characteristics of the nurses (P> .05).

Table 3: Knowledge Levels of Intensive Care Nurses Regarding Delirium Risk Factors

Delirium Risk Factors Known Don't know
n (%) n (%)
Age 115 (92.0) 10 (8.0)
Gender is male 38 (31.1) 87 (68.9)
Surgical and invasive procedures 115 (92.7) 10 (7.3)
Prolonged hospitalization in intensive care unit 124 (99.2) 1(.8)
The patient has a psychiatric or neurological problem 124 (99.2) 1(.8)
Presence of a chronic disease 102 (82.3) 23 (17.7)
Physical conditions of the intensive care unit 121 (96.8) 4(3.2)
Fluid electrolyte imbalance 101 (80.8) 24 (19.2)
Dehydration 102 (81.6) 23 (18.4)
Lidocaine use 83 (66.9) 42 (33.1)
Intensive use of medication 115 (92.0) 10(8.0)
Neuroleptic and narcotic drug use 121 (96.8) 4(3.2)
Social isolation 116 (93.5) 9 (6.5)
Disruption of sleep patterns 121 (96.8) 4(3.2)
Frequent change of the patient's location 104 (84.6) 21 (15.4)
Loss of vision 1(73.4) 34 (26.6)
Malnutrition 2 (75.4) 33 (24.6)
Foley catheterization or other catheter applications 6 (69.9) 39 (30.1)
Presence of infection 4 (76.4) 31(23.6)
Detection implementation 115 (92.0) 10 (8.0)
Having had a heart attack 72 (58.1) 53 (41.9)
Increased left ventricular pressure 58 (47.2) 67 (52.8)
Alcohol - substance addiction 119 (96.7) 6(3.3)
Heart enlargement 58 (46.8) 67 (53.2)
Blood loss 88 (70.4) 37 (29.6)
Hypotensive 74 (59.7) 51 (40.3)
Hypoxia 101 (81.5) 24 (18.5)

In the study, intensive care nurses were asked about their views on the concept of delirium and delirium management and
the problems experienced in delirium management (Table 4). It was found that all participants, except one nurse, saw
delirium as animportant factor in the treatment process. 51.2% of the nurses claimed that they could easily define delirium,
while 54.4% felt that they could distinguish delirium symptoms from dementia and depression. In addition, it was concluded
that 13.6% of intensive care nurses did not see delirium as a condition to be avoided, but that it was more a factor in the
treatment process. 60.0% of nurses saw delirium as a severe enough picture that the patient could lose his/her life.

While 96.8% of intensive care nurses thought that nurses were better able to manage delirium better as they observed the
patient more, 52.0% of nurses thought that effective delirium management could not be realized without physician support.
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88.8% of intensive care nurses stated that they had to exert their self-control due to thinking about the possibility that they
or their loved ones might be hospitalized in intensive care.

While 47.2% of the nurses stated that they did not have any problems in delirium management, 79.2% of the nurses who
reported having problems said it was due to poor communication with the patient, 77.6% because of physical and verbal
assault by the patient, 84.8% because the patient was agitated, 72.0% because the patient wanted to leave the intensive
care unit or refused treatment, and 88.0% because the patient withdrew medical equipment.

Table 4: Intensive Care Nurses' Views on the Concept of Delirium, Delirium Management and Problems in
Delirium Management

| agree Disagree No opinion
n (%) n (%) n (%)
Views on the Concept of Delirium
Delirium as an important factor in the treatment process. 124 (99.2) 1(.8) -
| can easily define delirium. 64 (51.2) 57 (45.6) 4(3.2)
| can easily distinguish the symptoms of delirium from those of 68 (54.4) 53 (42.4) 4(3.2)

dementia and depression.

Delirium can be prevented, but it is not a major condition that
can negatively affect the treatment process.

Delirium is a condition so severe that the patient's life may be
lost.

17 (13.6) 102 (81.6)  6(4.8)

75(60.0) 47 (37.6) 3(2.4)

Views on the Concept of Delirium Management

| think nurses can manage delirium better because they observe
the patient more.

| believe that effective delirium management cannot be realized
without physician support.

When | provide care to a patient with delirium, | think about the
possibility of me or my loved ones being admitted to intensive 111 (88.8) 12 (9,6) 2(1.6)
care and restrain myself so as not to lose my self-control.

121 (96,8) 4(3,2) -

65(52.0) 56 (44.8) 4(3.2)

| think that | do not have problems in delirium management. 59 (47.2) 62 (49.2) 4(3.2)

Views on the Concept of Problems in Delirium Management

| have problems because it is difficult to communicate with the
patient.

| have problems because | have experienced physical and verbal
assault by the patient.

| have problems because the patient is agitated. 106 (84.8) 17 (13,6) 2(1.6)

99(79.2)  24(19.2) 2(1.6)

97(77.6)  26(20.8) 2(1.6)

| would have problems if the patient wanted to go to intensive
care and refused treatment.

| have problems with the patient withdrew on medical
equipment.

90(72.0)  32(25.6) 3(2.4)

110 (88.0)  22(17.6) 3(2.4)

Table 5 is a compilation of the most frequently mentioned in the literature nursing interventions taken to
prevent delirium. A total of 19 nursing interventions were included in the study. Intensive care nurses
participating in the study were asked which intervention was effective in delirium management. The most
striking results of the finding were that 80.8% of the nurses did not not use appropriate communication
techniques, while 32.0% of the nurses found it meaningless to communicate with unconscious patients to
explain the interventions made through touching or verbally. All of the nurses agreed with the statement that
the orientation of the patients should be questioned during each shift change. 87.2% of the nurses stated that
it was important to ensure the independence of the patients in terms of daily activities. While 5.6% of the nurses
thought that monitoring the patient's fluid electrolyte imbalance and dehydration was not a nurse’s duty, 52%
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agreed that pharmacologic interventions should be applied with the support of a physician at the first signs of
delirium.

Table 5: The Opinions of Intensive Care Nurses Regarding Nursing Interventions to Prevent Delirium

- . . | Di N ini
Opinions about Nursing Interventions :?;)e)e |:a(§/:)e € o:?;)n)lon

The lack of information needs to be addressed and every action 123 (98.4) 2 (1.6) - -
taken needs to be explained.
Any intervention by a nurse who does not use correct 101 (80.8) 23 (18.4) 1(.8)
communication techniques is in vain.
It is pointless to communicate with unconscious patients by touch 40 (32.0) 84 (67.2) 1(.8)
or verbally to explain interventions.
Nurses should use long sentences when making verbal 14 (11.2) 110 (88.0) 1(.8)
interventions.
Nurses should prepare a sleep-friendly environment for patients 119 (95.2) 5(4.0) 1(.8)
(reducing lights, reducing the noise of medical devices, etc.).
At each shift change, patients' orientation to place, time, person 125 (100) - - - -
and situation should be questioned.
Noise conditions need to be controlled as far as possible. 124 (99.2) 1(0.8) - -
For a patient with delirium, family visits should be avoided as they 24 (19.2) 101 (80.8) - -
may agitate the patient further.
It is ensured that the patient always has his/her personal 99 (79.2) 26 (20.8) - -
belongings with him/her.
Patients' belongings should not be moved. 94 (75.2) 31 (24.8) - -
Having a photograph with the patient is useful for person 72 (57.6) 52 (41.6) 1(.8)
orientation.
A calendar and clock showing the correct date should be kept in a 116 (92.8) 9(7.2) - -
place visible to the patient.
The relatives of patients contributing to care during visiting hours 30 (24.0) 95 (76.0) - -
only agitates the patient more.
Itis important to ensure the patient's independence in activities of 109 (87.2) 13 (10.4) 3(2.4)
daily living as much as possible.
Patients should be allowed to rest as much as possible and 25 (20.0) 100 (80.0) - -
mobilization should be minimalized.
Monitoring the patient's fluid-electrolyte imbalance and 118 (94.4) 7 (5.6) - -
dehydration status is a nurse’s duty.
Physical restraint is be useful in preventing delirium. 43 (34.4) 82 (65.6) - -
Pharmacologic interventions with physician support should be 65 (52.0) 60 (48.0) - -
applied as soon as the symptoms of delirium are observed.
It is very important for the patient to be able to express his/her 124 (99.2) 1(.8) - -

emotions freely to prevent delirium.
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DISCUSSION

When the sociodemographic characteristics of intensive care nurses were analyzed, the most striking result was
that 80.8% of the nurses in the intensive care units where the study was conducted were female, while 60%
were aged between 18 and 24 years. When the studies conducted with intensive care nurses were examined, it
was seen that the demographic characteristics of the nurses were similar to other studies in the literature.'>**
21 While it is well known that the female gender is dominant in the nursing profession, our study showed that
intensive care nurses were primarily young and lack experience. One of the main reasons why intensive care
nurses are young or less experienced is institutional policies. Institutions want to employ newly recruited nurses
in areas such as intensive care in order to gain experience in complicated units. In our study, the fact that 82.4%
of the nurses had 0-5 years of intensive care work experience supports this idea. However, it can also be said
that this result is a disadvantage in terms of recognizing and managing delirium in intensive care. The fact that
intensive care nurses have little experience of working in intensive care, generally take care of more patients
than the number of patients specified by the standards, and that they work more than the usual weekly working
hours, is confirmed by other studies in the literature.?>? It is clear that this situation will both cause various
health problems (fatigue, sleep disorders, chronic diseases etc.) in intensive care nurses and reduce the
efficiency in patient care and management.?*?® Therefore, it is of great importance for nurses to care for an
appropriate number of patients in line with the standards, and to establish a work schedule that does not exceed
the weekly working hours. The taking of such measures would be clearly beneficial for improving the quality of
patient care.

In order to recognize or manage delirium, nurses must first have knowledge and be fully aware of the subject.
In our study, it was determined that the education received and the conducting of research on delirium was
inadequate. However, this was in contrast with the high rates of belief of nurses that they knew the risk factors
of delirium, could differentiate symptoms, and both knew the interventions to prevent delirium and how to
implement them. It was observed that there was a relationship between self-confidence in delirium
management and the receiving of education on delirium, conducting research, knowing risk factors,
distinguishing symptoms, and knowing and implementing interventions to prevent delirium (P<.05). When the
studies conducted with a similar purpose were examined, it was striking that the status of receiving education
and conducting research differed in the literature. In the study conducted by Zeki, 97.2% of the nurses stated
that they had not attended a conference on delirium and 88.7% stated that they had not read an article on the
subject.?® In a study conducted by Sari, it was reported that 66.3% of nurses had not received training on the
subject and 85.3% had not received information on the subject.’ In a study conducted by Cetin, 55% of the
participants stated that they had received training on delirium in nursing courses, and 22.4% stated that they
had been provided with information about delirium during in-service training.?’ In a study by Temiz and Sayilan
Aydin, it was determined that 50% of the nurses received training on delirium and the nurses who had received
training and used a delirium diagnostic tool knew more about delirium.? This result shows that there are strong
links between educational attainment and disease management.

However, our study included the 27 most common risk factors in the literature and measured the level of
knowledge of the subject nurses. It was determined that the majority of intensive care nurses considered the
following to be risk factors: advanced age, surgical and invasive procedures, prolonged hospitalization in the
intensive care unit, physical conditions in the intensive care unit, the presence of a psychiatric or neurological
problem, intensive drug use, neuroleptic and narcotic drug use, social isolation, disruption of sleep patterns,
fixation, and alcohol-substance dependence. Although the rate of awareness was lower, it was determined that
the nurses who participated in the study considered the presence of chronic disease, fluid-electrolyte imbalance,
dehydration, frequent changes in the patient's location and hypoxia as risk factors. In addition, visual loss,
malnutrition, catheterization and infection were less known than other risk factors. Although these results
suggest that intensive care nurses are aware of the risk factors for delirium, considering that the study was
conducted in a cardiology and thoracic cardiovascular surgery hospital, it was striking that nurses did not
consider lidocaine use, heart attack, increased left ventricular pressure, enlarged heart, hypotension, blood loss
and hypoxia as risk factors. Another remarkable finding was that male gender was not seen as a risk factor. Erel's
study can be cited as an example of also not considering male gender as a risk factor. According to this study, it
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was concluded that there was no significant difference between gender and the occurrence of delirium, while
the same study also concluded that smoking and alcohol addiction do not pose a risk for delirium.? In our study,
there were 119 nurses who considered alcohol-substance abuse as a risk factor and this was similar to the
findings obtained by Ates in his study. These findings were that the participants considered psychiatric or
neurologic problems, alcohol-substance abuse, age, fluid-electrolyte imbalance, visual loss and infection as risk
factors for delirium.?° In a study by Aslan et al., 45% of hypomagnesemic patients developed delirium, while the
rate of delirium development in the normomagnesemic group was found to be 25%. This data supports that
electrolyte imbalance is a risk factor for delirium.?®

It is common for physicians and nurses, especially in intensive care units, to have various interpretions of any
case developing in the field. These different interpretations may lead to delirium being easily overlooked. In line
with these determinations, the nurses participating in our study were asked about their ideas and
interpretations regarding the concept of delirium. One very important result was that 99.2% of the nurses saw
delirium as an important factor in the treatment process. Accordingly, the fact that there were 40% of nurses
who did not consider delirium as a life-threatening condition was a contrast in the study. In a study by Cevik et
al. 50% of the nurses considered delirium as an important life-threatening problem?®, while in a study by Sar,
69.7% of nurses considered delirium as a disease that increases mortality, which was similar to our study.” Of
the nurses who participated in our study, 96.8% of the nurses thought that nurses were better able to manage
delirium because they observed the patient more. However, 52% of the nurses thought that delirium
management could not be realized without physician support. In a similar study, 25% of nurses stated that they
would like to receive physician support in delirium management.’® The nurses' reasons for requesting physician
support were the concern that nonpharmacologic methods would be inadequate and so there was the need for
a supporting team member in delirium management. However, it is obvious that the main difficulty in delirium
management is the inability to communicate correctly with the patient. In the study by Bayrak Kahraman and
Bostanoglu, 9.1% of the participants stated that they had problems in verbal communication®’, In Zeki's study,
nurses agreed that the most important intervention to prevent delirium was to communicate correctly.?® The
nurses who thought that physical conditions, which are among the most frequently encountered and exposed
risk factors, should be improved and brought to appropriate conditions constituted 96% of our sample.
Considering the interventions in which nurses participated, our study was similar to the studies in the literature.
There were 67.7% nurses who supported the idea of “explain every intervention to the patient”, which is based
on correct communication, but can be ignored when the patient is unconscious. The importance of this
intervention can also be seen in a case study by Efil et al. The study shows that unconscious patients hear what
is being said when they wake up and that effective communication increases treatment compliance and
confidence.®! It was important that 94.4% of the nurses in our study stated that monitoring fluid-electrolyte
imbalance and dehydration status was one of their duties. This result can be accepted as a sign that the nursing
profession is aware of the interventions that can be carried out independently, despite having minimal
experience. In Baran's study, fluid support and blood gas evaluation for electrolyte monitoring to prevent
dehydration were similar to our study. However, in Baran's study, patients were not allowed to be near their
personal belongings due to the possibility of self-harm, and family and friend visits were not supported,
considering that visitors should be restricted.®? In our study, 79.2% of nurses thought that patients should always
have their personal belongings with them. In fact, 75.2% of the nurses supported the idea that the location of
these belongings should not change. The same contrast occurred with the idea that it would be good for visitors
to participate in care. In our study, there were 76% nurses who thought it was right for families to participate in
the process, while 80.8% of intensive care nurses thought that family visits would not agitate a patient with
delirium. When the results related to nursing interventions related to delirium are analyzed, it can be said that
while our study is similar to the literature, the rate of participation in positive interventions was higher in our
study.

CONCLUSION

While the intensive care nurses who participated in our study could a moderate level of knowledge about
delirium, itis suggested that knowledge would increase with training which would, in turn, lead to nurses wishing
to access more information as a result of the training given. As a result of their efforts to access information and
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research, it is predicted that nurses will gain more awareness and management skills on the subject and will be
more self-confident professionally. However, it is known that not only the organization of training and
participation is insufficient, but that also the audits in the use of this information learned are also valuable. In
accordance with the results of the studies, delirium screening in intensive care units should become a protocol
with audits and regulations. It is therefore thought that it is important for each unit to use the most appropriate
delirium diagnostic tool for the clinic of the patients they care for in order to recognize delirium with early
diagnosis. However, while it is insufficient for nurses to know only delirium diagnostic tools for early diagnosis,
it is important for patients and staff to be familiar with all types of delirium and risk factors of delirium. The fact
is that the agitated behavior of a patient with delirium has a negative effect on the nurse's motivation to work,
and a nurse also has other patients to care for. The nurse should therefore approach the management of a
delirium patient at the appropriate time and with the appropriate intervention, especially in order to provide
care to other patients who have different circumstances and may not be receiving the same levels of care. As a
matter of fact, it is thought that all nonpharmacologic interventions recommended for use in the management
of delirium are standard interventions that a qualified nurse should be able to perform. Furthermore, it is also
very valuable for nurses to maintain these interventions, add new ones and thus improve team spirit.
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Abstract

Aim: The study aimed to compare the evidence regarding the Behavioral Pain Scale, the Critical Care Pain Observation Tool, and the Nonverbal Pain
Scale, which are widely used in nonverbal adult critically ill patients.

Methods: This systematic review conducted searching databases; MEDLINE, OVID, Google Scholar, Science Direct, Scopus and PubMed from 2010
to 2024. In the study where the mnemonic PICOS method was used to define the eligibility criteria, a total of 224 studies were examined and 14
studies were found to meet the eligibility criteria. The reviewed studies were evaluated with compatibility and usability classifications.

Findings: Research has verified that the Behavioral Pain Scale, the Critical Care Pain Observation Tool, and the Nonverbal Pain Scale are legitimate
and reliable scales for assessing pain in patients who cannot communicate verbally. Pain assessment tools were generally similar in terms of
compatibility and usability.

Conclusion: The most appropriate scales for hemodynamically impaired critical care patients were found to be the Behavioral Pain Scale and the Critical
Care Pain Observation Tool. Since there are only two studies comparing NVPS with BPS and CPQT, it is recommended that more evidence-based studies
should be conducted with NVPS and pain should be assessed together with sedation for effective pain management.

Keywords: Critically ill, intensive care, nonverbal communication, pain assessment

Oz

Amag: Bu calismanin amaci, sozel iletisim kuramayan yetiskin yogun bakim hastalarinda yaygin olarak kullanilan Davranissal Agri Olgegini, Kritik Bakim Agri
Gozlem Aracr’ni ve Sézel Olmayan Agri Olcegi'ni kullanan, kanrta dayali calismalarin sonuglarini karsilastirmaktir.

Yontemler: Bu arastirma metodolojik bir sistematik derlemedir. Calismada, MEDLINE, OVID, Google Scholar, Science Direct, Scopus ve PubMed veri
tabanlarinda 2010-2024 arasindaki ¢alismalar kullanildi. Uygunluk kriterlerini tanimlamak igin animsatici PICOS ydnteminden yararlanilan galismada,
toplam 224 calisma incelenmis olup, 14 calismanin uygunluk kriterlerini karsiladigi goriildii. incelenen galismalar uyumluluk ve kullanilabilirlik
siniflandirmalari ile degerlendirildi.

Bulgular: Arastirmalar, Davranigsal Agri Olgegi, Kritik Bakim Agri Gézlem Araci ve Sézel Olmayan Agn Olgeginin sozel olarak iletisim kuramayan hastalarda
agriyi degerlendirmek icin gegerli ve glivenilir 6lgekler oldugunu dogruladi. Agri degerlendirme araglari, genel olarak uyumluluk ve kullanilabilirlik agisindan
benzerdi.

Sonug: Hemodinamisi bozulmus kritik bakim hastalari icin en uygun &lceklerin; Davranigsal Agn Olcegi ve Kritik Bakim Agr Gézlem Araci oldugu saptand..
NVPS'yi BPS ve CPOT ile karsilagtiran yalnizca iki ¢calisma oldugundan, NVPS ile daha fazla kanita dayali galismanin yapilmasi ve etkili agri yonetimi icin
agrinin sedasyon ile birlikte degerlendirilmesi 6nerilmektedir.

Anahtar Kelimeler: Agri degerlendirmesi, kritik hasta, sdzslz iletisim, yogun bakim
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INTRODUCTION

Patients cared for in the intensive care unit (ICU) may have undergone major surgery and/or have impaired
hemodynamics and consciousness. In addition to the current health status of these critically ill patients,
diagnostic and therapeutic interventions can cause pain due to tissue damage.'® In literature, patients were
found to experience pain at a rate ranging from 50-77%, not only during activity or intervention, but also at
rest.5® The critical care patients are exposed to multiple painful procedures, pain must be optimally assessed to
be visible.2*° Although pain is objectively assessed in nonverbal patients, pain is difficult to perceive in nonverbal
patients pain due to ventilatory support, altered consciousness, or sedation.® The American Society for Pain
Management Nursing considers critical care patients as a group of patients who may have difficulty reporting
pain.’® Therefore, special strategies and great affords are needed in the pain assessment of critical care patients.

In the current literature, there are various scales that can be used for adult patients treated in the ICU and who
are unable to communicate verbally due to mechanical ventilation or impaired consciousness. These scales
include behavioral responses such as facial expressions, body movements, and muscle tension during pain. In
addition, some observational scales include physiological parameters.*#'%12 Behavioral pain scales commonly
used in unconscious or ICU patients in the literature are the Behavioral Pain Scale (BPS), the Critical Pain
Observation Tool (CPOT), and the Nonverbal Pain Scale (NVPS).1013.14

Using valid and reliable tools in pain assessment improves the quality of care and patient outcomes with optimal
pain management.>'° However, physiological parameters along with arterial blood pressure, oxygen saturation,
and pulse rate included in a few behavioral pain scales are not robust signs for pain assessment*!31>1¢ due to
the fact that physiological parameters are altered by medical conditions (hypovolemia, sepsis, electrolyte
imbalance, etc.), anxiety, drugs and body movements.’® Comparison of scales from the literature for relevance
and usability will promote healthcare professionals in assessing pain. As a matter of fact, although there are
many pain rating scales in the literature, healthcare professionals are unaware of the existence and
appropriateness of these scales for specific patient groups in the ICU.'” Recent studies support the need for
systematic, quality, and objective pain assessment in the ICU to improve patient clinical outcomes.*®*®
Therefore, the availability, relevance, and prevalence of the BPS, CPOT, and NVPS scales, which are widely used
among currently available scales, should be assessed in nonverbal patients in the intensive care units.’® 2° The
aim of this study was to compare the results of evidence-based studies commonly used BPS, CPOT, and NVPS in
nonverbal critical care adult patients. The following questions were sought in the studies that compared scales
used to assess pain in nonverbal patients:

Q1: Has the pain scale been selected considering the patient's condition?
Q2: Was pain assessment performed before and after painful procedures?
Q3: Has sedation score been evaluated in unconscious patients?
Q4: Were correlation analysis employed to assess the study's findings?
Q5: Did the study calculate Cronbach's coefficient a to assess the internal consistency of the scales?
Q6: Has the Kappa coefficient (K) been calculated for inter-rater reliability?
Q7: Were the scales different in terms of compatibility and availability?
Q8: Has the nurse's preference for the scale been tested?
METHODS

Study Design: This systematic review and meta-analysis was guided by the following research question: How
appropriate are three behavioral scales, BPS, CPOT and NVPS, for assessing pain in intubated patients admitted
to the ICU? PRISMA guidelines were followed in reporting the study.!

68



Erden et al. Comparison of Non-Verbal Pain Scales

Inclusion and Exclusion Criteria: The Memorable PICO(S) methodology was employed to establish the inclusion
criteria for the study. The mnemonic PICO(S):

P: Adult patients older than 18 years on mechanical ventilation
I: Procedural nursing intervention

C: Behavioral pain scales

O: Utility / Convenience / Prevalence

S: The studies in which two or three of the BPS, CPOT and NVPS tools were compared in nonverbal
critical care adult patients were included.

The following exclusion criteria were established: case reports, correspondence, commentary, reviews, theses,
overviews, conference abstracts, systematic reviews, validity and reliability studies, and studies using scales
other than those mentioned for pain severity assessment. The studies in which two different types of scales
(revised or shortened version) were compared were also not included. Patients with advanced neuromuscular
disease or paralyzed conscious patients were also excluded from the study.

Data Sources: MEDLINE, OVID, Google Scholar, Science Direct, Scopus and PubMed databases were used from
2010 to 2024 (April) in this study.

Search Strategy: Based on the research questions, the search strategy consists of four keywords. Keywords were
defined using the terms Medical Subject Headings (MeSH). These terms included "pain measurement" AND
"mechanical ventilation" AND “unconsciousness” AND “patient”.

In line with the inclusion criteria, the databases were systematically scanned for studies published between
December 2022 and April 2024. The process of identifying studies included in the systematic review is illustrated
by the PRISMA flowchart (Figure 1).

In analyzing the results obtained from the databases, duplications were identified utilizing the Microsoft Excel
program and extracted by the researcher (XX). The titles and abstracts of the acquired studies were assessed by
two independent researchers (XX and XX) in accordance with the eligibility criteria previously determined. When
there was any uncertainty about the inclusion status of the reviewed study, the study was left to full-text review.
Studies that potentially met the eligibility criteria underwent full-text review and thorough examination by the
inclusion/exclusion criteria, with inappropriate publications being excluded. Results of the combined meta-
analysis were evaluated, studies in doubt of relevance were reviewed with their full text, and the results were
discussed again with third party evaluators (XX).

The quality of all article findings included in the research was graded using a method developed by the Joanna
Briggs Institute, JBI Levels of Evidence.?? Two researchers (XX and XX) independently evaluated the quality of
each included article. Disputes were resolved through discussion and consensus, and when no agreement could
be reached, a solution was provided by consulting a third independent evaluator (XX). Studies that were
determined to be of low quality as a result of the evaluation were not excluded, and the findings were
interpreted considering this situation.

The reviewers (XX and XX) are not the author of any selected articles. Hence there is no conflict of interest.
Efforts were made to minimize the impact of reporting bias by using a comprehensive screening strategy. Not
including “gray literature” and “clinical trial records” in the literature review poses a risk in terms of reporting
bias in systematic review.

RESULTS

The initial search yielded 224 abstracts. After screening the titles and abstracts and removing duplicate entries,
14 articles in complete textual content have been removed withinside the systematic review. The study selection
process was reported using a PRISMA flow diagram (Figure 1).
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Figure 1. Study selection results using a PRISMA flow diagram

Abstracts identified through database search (n=224)
S ¢ 191 Google Scholars
g e 22 Science Directs
& * 40VIDs
S ¢ 3 PubMeds
=2 ¢ 2 Medlines
e 2 Scopus
Studies excluded (n=210)
e 43 repetitive exercises
w e 24 theses
g e 28 psychometric measurements
g e 18 single-scale articles
E e 14 book chapters
e 15 systematic reviews
¢ 12 compilations
e Work written in 12 different
languages
e Study using 5 different scales
e 5 studies unrelated to pain
assessment
* The articles use 4 checklists
- e 4 survey studies
= Full text studies assessed for eligibility (n=14) * The article uses 10 single or two
s different scales
] * 16 others
Studies included in 8 research questions and inclusion criteria (n=14)
Q1: Was the pain scale selected considering the patient's condition? (n=14 articles)
Q2: Was pain assessment performed before and after painful procedures? (n=14 articles)
- Q3: Has the sedation score been evaluated in the unconscious patient? (n=12 articles)
g Q4: Were correlation tests used to evaluate the results of the study? (n=8 articles)
2 Q5: Was the Cronbach's coefficient a calculated for the internal consistency of the scales? (n=4
= articles)
Q6: Was the Kappa (K) coefficient calculated for inter-rater reliability? (n=7 articles)
Q7: Did the scales differ in compatibility and usability? (n=2 article)
Q8: Have nurses' preferences for scales been examined? (n=0 article)

70




Erden et al. Comparison of Non-Verbal Pain Scales

All studies included in the review were prospective observational studies with a cross-sectional design and were
published between January 2010 and April 2024. Studies showed level 3-4 evidences according to SORT criteria.
The sample included intubated and mechanically ventilated patients who were not able to self-report pain in
the ICUs. The aim of comparing scales was to determine suitability of the scales for pain assessment in critically
ill adults unable to self-report. Pain assessment tool was chosen considering the medical condition of the patient
in all studies. Patients with progressive neuromuscular disease or paralyzed and conscious patients were also
excluded from all studies. All of the articles were assessed pain during both at rest and a painful procedure.?-¢
For data analysis, 8 articles used Spearman or Pearson correlation,?3?426:2934374 articles evaluated internal
consistency using by Cronbach’s a coefficient,??°3132 7 articles measured inter-rater reliability using by
weighted kappa (K) coefficient.?%72930.333537 pain assessment tools were similar in terms of compatibility and
usability, except two studies.®*3> Severgnini et al.*® reported that BPS was found to be more specific (91.7%)
than CPOT (70.8%), but less sensitive (BPS 62.7% and CPOT 76.5%). The combination of both tools was
recommended to improve accuracy pain assessment. Waladani et al.* found that CPOT had a better agreement
level than NVPS (Kappa= .915 and .381 for CPOT and NVPS, respectively). It was observed that nurses'
preferences for the scales were not examined in all studies (Table 1).

Table 1: Overview of the studies included in the systematic review (n=14)

Use of
Study, i iti
Y Le.vel of Objectives Design, cognltl_ve / Setting Findings
country Evidence sample sedation
scores
Bahramnezha *Level Pain The RASS, Pain intensity was A significant Spearman
detal., 2023, 3. severity of analytical- APACHE 11, evaluated in correlation coefficient of -
Iran ¥’ patients in longitudinal  GKS patients during 0.27 was obtained for both
. . study, L scales in the duration of ICU
intensive ) suctioning in three
mechanicall N dail stay (p <.05)
care was y ventilated pOS.ItlonS orTce atly Spearman test showed a
evaluated ICU patients during the first 3 significant negative
using BPS (n=60) days of patient correlation between pain
and CPOT hospitalization scales and the duration of
-5 min before the mechanical ventilation in
procedure, during ICU patients (p < .05).
the procedure, and
20 min after the
procedure
Wojnar- *Level Analyzed Observation  RASS The study was Spearman correlation,
Gruszkaetal.,, 3.e the al study, conducted by 3 between CPOT and BPS
2022, usefulness ~ mechanicall trained observers 3~ SCOr€s; '
Poland of the BPS y ventilated times a day Before intervention r=.695
d and sedated h (p< .001),
and CPOT ICU patients -each measurement During intervention r=.907
scalesin (n=81) at rest, during (p< .001),
assessing painful nursing After intervention r=.622
pain among interventions, and (p< .001).
patients after the A strong correlation was
with varying intervention observed between the
outcomes of both scales at
degrees of
) every stage of the study.
sedation

(R =.622-.907).
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Nazari et al., *Level Compare Cross- GCS, RASS Two experienced The Mann—-Whitney U test
2022’ |ran3° 3.e the sectional nurses trained in the revealed that the mean
diagnostic study, use of pain scores of CPOT and its facial
value of unconscious assessment tools expression, body
patients in . movement, and muscle
CPOT and ICU (n=45) simultaneously used tension dimensions during
BPS for pain CPOT and BPS the nociceptive procedure
assessment independently. were significantly greater
among -during a than that of the
unconscious nociceptive nonnociceptive procedure
patients procedure (position (p <.05).
The mean scores of BPS and
change) and a . . .

o its facial expression and
nonnociceptive upper limb movement
procedure dimensions during the
(noninvasive blood nociceptive procedure were
pressure significantly greater than for
measurement) the nonnociceptive

procedure (p < .05)
Both CPOT and BPS
differentiated between
nociceptive and
nonnociceptive procedures
although the effect size for
all significant differences
between the two
procedures was rather small
(p <.05).
The interrater Lin's CCC
values during
nonnociceptive and
nociceptive procedures
were, respectively, .67 and
.62 for CPOT and .74 and .88
for BPS.
The weighted kappa values
of CPOT and BPS and their
dimensions were from .24
to .70 and from .43 to .82,
respectively.
Kontouetal.,, *Level Pain was Prospective  The severity = The CPOT and BPS The differences in the values
2022, 4.b evaluated cohort of the were measured by a of BPS, CPOT and all vital
Greece?® using BPS study, disease was researcher. signs except SpO2 between:
and CPOT critically ill assessed by Before, during and (a) during and before and
patientson  APACHE Il 7 (b) during and after the
before, mechanical  and SOFA. 15 minutes after potentially painful stimuli
duringand  yentilation However, no  Painful procedure were statistically significant
after (n=28) cognitive/ (position changing, ~ (p<.001)
procedures sedation tool  endotracheal
that may be was suction, central Increased pain in ICU
painful in identified venous catheter patients was successfully
the insertion assessed by the BPS and
) ) o CPOT and correlated to
Intensive physiotherapy, worse outcomes, which the
care unit. dressing changing administration of extra

analgesia might improve.
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Ito et al., *Level Evaluate Retrospecti  RASS The BPS and CPOT The Wilcoxon signed-rank
2022, Japan® 4.b pain ve was evaluated at test showed significant
severity in observation rest and on turning elevations in both BPS and
critically ill al .st.udy, . by a researcher CPOT scores (p=.000 fo.r the
. Critically ill BPS and CPOT) “on turning”
patients on patients on observer who had compared with those “at
mechanical  mechanical completed a course  past”.
ventilation ventilation at an external
using the (n=34) medical institution.
BPS and
CPOT
Waladani et *Level Determine Descriptive ~ Somnolent The CPOT and NVPS  Spearman correlation, r=
al., 2021, 4.b the cross- and stupor were measured at .319 between CPOT and
Indonesia 35 suitability of sectional consciousnes i time of NVPS scores at rest.
. design, ICU s level e
pain . . positioning and at .
patients patients Spearman correlation, r=
assessment (n=50) were rest. .534 between CPOT and
using CPOT included in NVPS scores at positioning.
and NVPS in the study The observers
ICU. however the  assessing pain were ~ Weighted K coefficients
measuremen  not specified inthe ~ Were found .915 (good) and
t tool was study. .381 (fair) for CPOT and
not specified NVPS, respectively.
Darmanto et *Level Validate Observation  GCS One Anesthesiology ~ Weighted K coefficients
al., 2020, 3.e suitability al analytic and Intensive were found .435 (moderate)
Indonesia? the use of with cross Therapy student and .248 (fair) before and
CPOT and sectional was assessed the after painful procedure,
. design, respectively.
BPSin Intubated BPS and CPOT
intubated patients simultaneously The CPOT and BPS scores
ICU (n=50) during two testing showed highly correlated
patients. periods — before before and after painful
and after painful procedures (Pearson
procedure correlation r=.644 and
(suctioning). r=.610, p< .05).
Gomarverdi *Level Compare Cross- GCS The BPS and CPOT Spearman correlation range
etal., 2019, 4.b the severity ~ sectional administered during ~ Was .85- .97 between the
Iran?* of pain des'ign, ICU standard daily care BPS and CPOT in all
measured Fa:cls;eor;ts procedures (body procedures.
by two n= position change,
scales — secretion suctioning,
BPS and mouthwash, and
CPOT respiratory
during physiotherapy) and
invasive and in resting state.
noninvasive The pain was
procedures. measured by one

trained expert nurse
to decrease inter-
observer variations.
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Klein et al., *Level Validate of Prospective  GCS Pain was assessed During SNSPA, weighted K
2018, Brazil”? 3.e the CPOT cohort during standardized ~ coefficients (95% Cl) of
and BPS by study, nociceptive CPOT and BPS scores were
. critically ill . . .96 (.95-.97) and .96 (.94-
comparing . stimulation by )
. patients .97) (p< .001), respectively.
behavioral (n=168) pressure algometry
scores in (SNSPA) and During SNSPA, weighted K
critically ill turning. coefficients (95% Cl) of
adults. CPOT and BPS scores were
the CPOT and BPS .95) (p< .001), respectively.
.scores Discriminative validation
mdnlapendently . was supported with higher
during four testing  cPOT and BPS scores during
times — baselineat ~ SNSPA or turning in
rest, after SNSPA comparison to baseline (p<
with a pressure of .001).
14 kgf/cm?, during
turning, and 15 min
after turning.
Rijkenberget  *Level Compare Prospective, RASS Two nurses assessed  The ICC values of the BPS
al., 2017, The 3. the observation the BPS and CPOT and CPOT for all
Netherlands3? reliability, al cohort independently assessments were equal: .74
. study, . . (95% CI .68-.79).
internal during four testing
. Intubated od
consistency, and perio S — rest, During rest, the ICC values
and mechanicall nonpainful of both pain scales were
discriminan vy ventilated procedure (oral lower than those during oral
t validation  cardiac care), rest, and a care and turning.
of theBPS  patients painful procedure
and the (n=72) (turning) Cronbach a values for the
. . BPS and CPOT of both
CPOT in The interrater . .
) o nurses during turning were
mechanicall reliability of the BPS 62 (nurse 1), .59 (nurse 2),
y ventilated and CPOT was and .65 (nurse 1), .58 (nurse
patients recorded for all 2), respectively.
after analyzed patients,
cardiac with a total of 1152
surgery. assessments (72
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Severgniniet  *Level Compare Prospective  GCS, SAS Pain evaluation was  BPS was found to be more
al., 2016, 3.e the CPOT observation performed in specific (BPS 91.7% and
Italy? and BPS for al study, conscious and CPOT 70.8%) than CPOT, but
pain critically ill unconscious less sensitive (BPS 62.7%
. mechanicall . and CPOT 76.5%).
evaluation y ventilated patients before,
in both patients during, and 20 min Weighted K coefficients:
conscious (n=101) after nursing care. .69, .64, and .66 before,
and during, and after nursing
unconscious A total of 303 care, respectively.
patients. consecutive
. . BPS showed a statistically
observations during . . -
significant difference during
3 days after ICU nursing care (unconscious Z
admission. =-10.68, p <.0001) and
after nursing care
(unconscious Z=-11.15,p <
.0001).
Similar results were
observed in CPOT (during:
unconscious Z=-10.62, p <
.0001; after, unconscious Z =
-11.36, p <.0001).
Rijkenberget  *Level Compare Prospective  RASS All'ICU nurses were  The ICC values of the BPS:
al.,2015, 3.e the observation trained to use the .74 (95% [Cl], .68-.79) The
Netherlands3! discriminan @l cohort BPS and CPOT ICC values of the
t validation study, . before pain
mechanicall CPOT for all assessments:
and y ventilated assessment. 75 (95% [Cl], .69-.79).
reliability of patients
the CPOT (n=68) The interrater
and BPSin reliability of the BPS  Cronbach a values for the
mechanicall and CPOT was BPS a“‘.j cPOT were -70 and
y ventilated recorded for all 71 during turning,
. . respectively.
patients on analyzed patients,
a mixed- with a total of 1088
adult ICU. assessments (68

patients X 2 raters X
4 different times X 2
scales).
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Liu et *Level Compare Prospective  RSS Pain was assessed Scores of the CPOT and the
al.,2015, 3.e the observation before and during BPS during the painful
China?® reliability al study, painful procedure —  Procedures (P1) were both
- critically ill I significantly higher than
and validity . suctioning and . .
patients . . those during the nonpainful
of the CPOT (n=117) nonpainful routine procedures (NP1) (Z=
and BPSin a care procedure -14.352, p<.001; Z=
sample of (NIBP-noninvasive -14.440, p< .001,
Chinese blood pressure respectively).
critically ill measurement).
patients. Cronbach a values for the
A total of 608 CPOT and BPS we.re .795
and .791, respectively.
observational pain
assessments were Overall weighted K
conducted at rest coefficients between the
before and during two raters of the CPOT and
the two procedures.  BPS were.973 and .955,
respectively.
First author and one .
Spearman correlation scores
registered nurse for the CPOT and BPS were
with 6 years of ICU  found as r=.951, p< .001.
experience assessed
the CPOT and BPS.
Juarez et al., *Level Assess the Methodolog MAAS Pain assessments Substantial interrater
2010, ABD% 3.e reliability ical study, were measured by reliability during positioning
and validity mecha.nicall two nurses (ICC= .68 for the BPS and
of BPS and Zc\lljlr;tllated independently ICC= .70 for the NVPS).
revised patients during both at rest Good internal consistency
NVPS. (n=200) and after a painful (Cronbach a=.70 for the

procedure —
patient positioning.

Each patient
observation resulted
in 4 assessments by
each nurse (BPS at
rest, NVPS at rest,
BPS after
positioning, and
NVPS after
positioning) for a
total of 8
assessments per
patient.

BPS and Cronbach a= .75 for
the NVPS).

Both scales showed a
significant change in pain
score from baseline
compared with after
positioning (BPS, Z=-11.125,
p=.000; NVPS, Z=-11.425,
p=.000).

Spearman correlation, r=.69
at rest and r=.77 after
positioning for nurse
investigator scores between
the BPS and NVPS.

*Joanna Briggs Institute, JBI Levels of Evidence
Abbreviations: GCS, Glasgow Coma Scale; MAAS, Motor Activity Assessment Scale; RASS, Richmond Agitation and Sedation
Scale; SAS, Sedation Agitation Scale; RSS, Ramsay Sedation Scale; APACHE Il, Acute Physiology and Chronic Health

Evaluation Il; SOFA, Sequential Organ Failure Assessment.
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DISCUSSION

Behavioral pain scales have been found to have limited use in critical care patients who are unconscious, under
severe sedation and analgesic. There is no consensus for pain assessment in this patient group.%3? Therefore,
the study examined evidence-based study results comparing commonly used pain assessment scales (BPS, CPOT,
and NVPS) in nonverbal critical care patients. BPS, CPOT and NVPS are commonly used valid and reliable tools
for pain assessment in nonverbal critical care patients.%%°

BPS and CPOT were compared in 12 of the 14 studies included in the current study. These study results
concluded that both scales had sufficient validity and reliability in nonverbal critical care patients,?2-2426-28:30-
323438 |n literature, many studies found a statistically significant difference between pain scores during painful
and nonpainful procedures in ICU patients,*>** while no one study conducted with patients having different
levels of sedation and analgesia were found.*!

The scales have been scrutinized, revealing their merits and limitations. The current study demonstrated that in
a study conducted by Severgnini et al.*, it was determined that the BPS exhibited higher specificity but lower
sensitivity compared to the CPOT. Similar findings were noted in several studies found that BPS was a more
applicable tool,?**° valid and reliable® than CPOT to assess pain in critical care patients. However, Darmanto et
al.? advocates the use of CPOT in intubated patients with more detail. Rijkenberg et al.?! stated that CPOT can
be preferred in terms of discriminant confirmation in the patient group who has no pain. These discrepancies
may be related to pain measurement time points, type of painful and nonpainful procedures, and sample size.

The feasibility of BPS has been accepted, especially in patients who are monitored and sedated on invasive
mechanical ventilation (IMV), who are unconscious and unable to report pain. Intubated patients can be
assessed for compliance with ventilation. On the other hand, CPOT includes an extracted pronunciation index
and can be used in extubated patients unlike BPS.*° In order to maintain the pain assessment with an identical
scale throughout extubation and intubation, CPOT stands out among the behavioral pain scales for its use. When
the studies in this review are examined in general, no distinctions in terms of compatibility and availability
between BPS and CPOT were identified.

There were only two studies comparing NVPS with BPS and CPOT in our study.?®*° As a result of this study, no
superiority of the NVPS and BPS to each other was determined.?® However, NVPS should be used with caution
in hemodynamically unstable patients because this scale includes behavioral symptoms as well as important
parameters such as pain. For example, it may be inaccurate to evaluate tachycardia as a symptom of pain in
hypovolemic patients. For this reason, high-evidence studies have shown that vital signs cannot be considered
the sole indicator of pain assessment.’>!® The current study also demonstrated that CPOT had a better
agreement level than NVPS in a study by Waladani et al.?® Similarly, one study found that among eight pain
assessment tools, CPOT had the best validity.*>** CPOT includes some indicators including facial expression,
muscle tension and compliance with ventilator.?* Research findings proving the superiority of CPOT can be
associated with the fact that the scale is more effective in assessing pain severity because it includes the
mentioned indicators.

In mechanically ventilated patients, the level of consciousness or sedation should be assessed concomitantly
with pain.* In the studies we reviewed, the patient's level of consciousness and sedation was evaluated using a
scale such as GCS, MAAS, RASS, SAS, RSS. In a study by Faust et al.*>, effective pain management was achieved
with low sedation level by using RSS and CPOT together in critical care patients. Similarly, Bardwell et al.*®
prepared a bundle in which CPOT and RSS were used together to manage the extubation process.

BPS, CPOT and NVPS are considered important and useful by healthcare professionals in the assessment of pain
in ICUs because they are easy to use and remember.?>%® In summary, the studies reported that a strong
correlation was found between the BPS and CPOT, especially correlation coefficients were higher during painful
procedures.?333436 For accurate pain assessment and diagnosis, itis recommended to use behavioral pain scales
together with sedation scales and to conduct experimental studies.?>3%3
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CONCLUSION

BPS and CPOT are highlighted as having the strongest evidence for assessing pain in hemodynamically unstable
patients. Because of there were only two studies comparing NVPS with BPS and CPOT, more evidence based
studies are recommended. Consistent use of these tools can optimize pain management and enhance the
patient experience in critical care settings. Additionally, incorporating measures of pain and sedation scores can
contribute to more effective pain control strategies.
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Oz

Hemsirelik bilgi ve uygulamalarini sistematik gercevede ele almak amaciyla hemsirelik teorilerinin kullaniimasi; hastalara bittincil bakim verilmesinde ve
saglk profesyonelleri arasinda etkili iletisimin saglanmasinda hemsirelere rehber olmaktadir. Bu makalede Roy Uyum Modeli'ne gore travma hastasi
fizyolojik alan, benlik kavrami alani, rol fonksiyon alani ve karsilikli baglilik alaninda degerlendirildi. Bu makalenin amaci, yogun bakim tinitesinde bir travma
hastasi olgusunun Roy Uyum Modeli’ne gore yapilandiriimis hemsirelik bakimini agiklamaktir.

Anahtar Kelimeler: Hemsirelik bakimi, kuram, travma, yogun bakim

Abstract

The use of nursing theories to systematically address nursing knowledge and practices serves as a guide for nurses in providing holistic care to
patients and ensuring effective communication among health professionals. In this article, a trauma patient was evaluated in the physiological
domain, self-concept domain, role function domain, and mutual attachment domain according to the Roy Adaptation Model. The purpose of this
article is to explain the nursing care structured according to the Roy Adaptation Model for a trauma patient case an intensive care unit.

Keywords: Intensive care, nursing care, theory, trauma

GIRiS

Travma, diinya genelinde 6lim ve sakatlik nedenleri arasinda ilk siralarda yer almaktadir. Dinya Saghk
Orgiiti'niin (WHO) raporuna goére, her yil 5 milyondan fazla insan travmaya bagli nedenlerle hayatini
kaybetmektedir.! Tiirkiye'de de benzer bir durum séz konusudur. Tiirkiye istatistik Kurumu'nun (TUIK) 2022 yili
verilerine gore, yalnizca trafik kazalarina bagli olarak yilda yaklasik 5,229 kisi yasamini yitirmektedir.? Travmaya
bagh olimler, 6zellikle 6nlenebilir kazalar sonucu gergeklestigi icin klresel bir halk saghg! sorunu olarak kabul
edilmektedir. Diinya genelinde trafik kazalarina bagl 6limler, travmaya bagh 6limlerin %30'undan fazlasini

olusturmaktadir.! Travma, mortalite ve morbiditeyi arttiran dnemli bir sorun oldugu icin, bu hastalar genellikle
yogun bakim Unitelerinde takip edilmektedirler.?>

Travma vakalarinda hemsirelik bakimi, hasta stabilizasyonu, tedavi siireci ve iyilesme siireci agisindan biyik bir
oneme sahiptir. Hemsireler, ilk miidahale siirecinde hastanin hayatta kalma sansini artirir ve komplikasyon riskini
azaltir.® Travma sonrasi bakimda hemsirelerin sadece fizyolojik bakim degil, ayni zamanda hastalara psikososyal
destek saglama goérevleri de bulunmaktadir.” Etkili hemsirelik bakimi, hastanin travmaya uyum saglama
stirecinde blyiik bir fark yaratir ve hastanin genel iyilik halini destekler.®

Kurama dayali hemsirelik bakimi, hasta bakiminda sistematik ve bilimsel bir yaklasimi mimkin kilar. Bu
cercevede, Roy Adaptasyon Modeli (RAM), hastalarin hem fizyolojik hem de psikososyal stres faktérlerine karsi
nasil uyum sagladiklarini anlamak icin bir yol sunar.” RAM, bireyin cevresine ve i¢sel stres faktorlerine uyum
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saglamasi lizerine odaklanir. Travma hastalarinda bu uyum siireglerinin desteklenmesi, tedavi sonuglarini olumlu
yénde etkileyebilir.®

RAM, bireylerin ¢evresel degisimlere ve stres faktorlerine uyum saglama kapasitelerini inceleyen bir teorik
cerceve sunar. Bu model, bireyin biyolojik, psikolojik ve sosyal alanlarda dengeyi saglayarak uyum gelistirmesini
amaclar.® Roy, insanlarin cevresel degisikliklere karsi dinamik bir uyum siireci icerisinde olduklarini ve bu siirecin
hemsirelik bakiminda dikkate alinmasi gerektigini vurgulamaktadir.2® Hemsireler hastalarda éncelikle odak
uyarani, daha sonra ise etkileyen uyarani ydnetmeyi hedeflemelidirler.’®!! Eger odak uyaran lizerinde degisiklik
yapmak miumkiin degilse, etkileyen uyaranlara miidahale edilerek bireyin uyum siirecinin desteklenmesi
gerekmektedir. Hemsirelik girisimlerinin ardindan hastada olumlu tepkiler gézlemlenirse, bu durum hemsirelik
mudahalelerinin basarili oldugunu ve hastanin genel saglhiginin yerinde oldugunu gosterir. Ancak eger hastada
olumlu tepkiler gézlemlenmiyorsa, mevcut girisimler yetersiz veya etkisiz kabul edilerek yeni stratejilerin
gelistirilmesi gerekir.!! Travma hastalari icin RAM’nin uygulanmasi, hastalarin iyilesme siirecini hizlandirabilir ve
uzun vadeli saglik sonuglarini iyilestirebilir.®’

Travma hastalarinin hemsirelik bakiminda RAM’nin kullanimi, bireyin iyilesme siirecinde adaptif yanitlarinin
glclendirilmesine odaklanir. RAM’nin travma hastalarina uygulanmasi, hastalarin fiziksel ve psikolojik strese
karsi daha etkili basa cikma stratejileri gelistirmelerine yardimci olur.®® Bu model, hemsirelerin hastanin uyum
kapasitesini degerlendirerek, kisisellestirilmis bir bakim plani olusturmasina olanak tanir.° RAM’ne gére bireyin
bas etme mekanizmalarini kullanarak dort uyum alani ile ilgili verdigi yanitlar etkili ya da etkisiz uyum davranisi
olarak tanimlanir. Model, bireylerin uyum sireclerini dort temel alan etrafinda tanimlar: fizyolojik, rol
fonksiyonu, benlik kavrami ve karsilikhi baghlik. Hemsireler, bu alanlarda bireylerin ihtiyaglarini belirleyip
karsilamaya yonelik calismalar yurttmektedir.%'! Bu makalenin amaci, bir travma hastasi olgusunun Roy Uyum
Modeli ¢ergevesinde yapilandiriimis hemsirelik bakimini agiklamaktir.

OLGU SUNUMU

Tanitici Ozellikler: O.B. 29 yasinda erkek hastadir. Bekardir ve ailesi ile yasamaktadir. Ankara’da yasayan hasta
gbrev nedeniyle Kibris’a gitmistir. Gérev disinda arag disi trafik kazasi gecirmistir. Bilinen herhangi bir hastalig
yoktur.

Oykii: Kibris’ta arag disi trafik kazasi nedeniyle sol tibia ve fibula parcali kirigi, sol radius ve ulna parcaligi kirig
olan hasta acil olarak ameliyata alinmistir. Ayni zamanda O.B’de travma sonrasinda hemotoraks meydana
gelmistir. Ameliyat sirasinda hastaya santral vendz kateter takilmis, sol bacaga ve sag on kola eksternal fiksator
uygulamasi yapilmis ve sol akcigere ploroken takilmistir. Ameliyat sonrasinda yogun bakim {nitesine entiibe
olarak yatisi yapilmistir.

Anirik olan hastaya diyaliz baslanmasina karar verilmis olup diyaliz kateteri yerlestirilmistir. Ayni zamanda
arteriyel monitorizasyon icin arteriyel kateter yerlestirilmistir. ilk diyaliz tedavisini Kibris’ta alan hasta
postoperatif besinci glinde Ankara’da bir egitim ve arastirma hastanesine sevk edilmistir. Ankara’da yogun bakim
ihtiyaci devam eden O.B. (i¢ giin boyunca entilibe olarak mekanik ventilasyon destegi ile yogun bakim linitesinde
takip edilmistir. Foley kateter ile takipedilen hastanin anirik olmasi nedeniyle yogun bakim tnitesinde diyaliz
uygulamasi yapiimistir.Beslenmesi nazogastrik sonda ile saglanmaktadir. Enfeksiyon hastaliklari konsiltasyonu
ile Desefin 1x1gr ve Fladazol 1x1 baslaniimistir. Ameliyat sonrasi pansumanlari ortopedi uzman hekimleri
tarafindan gerceklestirilmistir. Postoperatif sekizinci glinde hastanin sedasyonu sonlandirilmis ve hasta extlbe
edilmistir. Hastanin mevcut durumu haricinde bilinen herhangi bir kronik hastalig bulunmamaktadir.

Hastanin hemsirelik bakiminin Roy Uyum Modeli’ne entegrasyonu Sekil 1’de sunulmustur.
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Sekil 1. Bir travma hastasinin hemsirelik bakiminin Roy Uyum Modeli’'ne entegrasyonu

ROY ADAPTASYON MODELI’NE GORE OLGUNUN DEGERLENDIRILMESi

Fizyolojik Alan

Fizyolojik alan, bireyin cevresiyle olan etkilesiminde fiziksel varliginin 6énemini vurgulayan bir kavramdir. Bu
alandaki temel gereksinim, bireyin fizyolojik biitlinliglini korumaktir. Fizyolojik alan, “oksijenlenme, beslenme,
bosaltim, aktivite ve dinlenme, korunma, duyular, sivi elektrolit ve asit baz dengesi, norolojik ve endokrin
fonksiyon” olmak lizere dokuz temel bilesen icermektedir.!*?

1.

N

Oksijenlenme: Hastanin solunumu, mekanik ventilasyon IPPV modunda sirdirilmektedir. Kan
basinci 130/70 mmHg, Sp02 degeri %99, viicut sicakligi 36,0°C ve nabzi dakikada 78 atimdir;
aritmi gézlemlenmemektedir.

Beslenme: Beden kitle indeksi 22,4 olan hasta, nazogastrik kateter araciligiyla beslenmektedir.
Bosaltim: Yogun bakim Unitesinde bulundugu siire zarfinda bir kez defekasyon gerceklesmistir;
hasta andriktir.

Aktivite ve Dinlenme: Endotrakeal tiiple mekanik ventilator destegi alan hasta, sedasyon altinda
uyumaktadir.

Korunma: Ameliyat sonrasi donemde yogun bakim Unitesinde izlenen hastada endotrakeal tlp,
gOgus tlpl, ploroken, santral vendz kateter, diyaliz kateteri, arteriyel kateter, foley kateter ve
nazogastrik kateter mevcuttur. Ayrica, sol bacak ve sag kolda eksternal fiksatorler bulunmaktadir.
Duyular: Sedasyon altinda olan hastanin zaman zaman uyanik dénemleri olmaktadir. Bu
doénemlerde ve extiibasyondan sonra gorme ve isitme kaybi yasanmadigi tespit edilmistir.

Sivi Elektrolit ve Asit Baz Dengesi: Hasta anirik durumdadir.

Norolojik Fonksiyon: Hasta, sedasyon altinda olup, uyanik oldugu anlarda oryante ve kooperatif
durumdadir.

Endokrin Fonksiyon: Travma ve ameliyat slireci nedeniyle stres yasayan hasta, saglik
profesyonellerinden destek alarak bu stirece uyum saglamaktadir

Benlik Kavrami Alani

Benlik kavrami alani, bireylerin kendileri ve ¢evresindeki diger insanlar hakkinda sahip olduklari inanglar ve
duygularla ilgilidir. Bu alanin temeli, bireyin hem fiziksel hem de ruhsal biitlinliglni korumaktir. Benlik kavrami
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alani, fiziksel benlik, kisisel benlik ve etik-ahlaki benlik olmak (izere (¢ ana bilesenden olusur. Bu bilesenler,
bireyin kendilik algisini ve toplumsal rollerini sekillendiren énemli unsurlardir.?*2

1. Fiziksel Benlik: Entlbasyon tiipl ile kateterlerin varhig ve eksternal fiksatére uyum saglama
konusunda korkulari bulunmaktadir.

2. Kisisel Benlik: Hasta, bagimsizhginin kisitlandigini hissetmekte ve kateter, dren ile eksternal fiksator
hakkinda yetersiz bilgiye sahip oldugunu belirtmektedir.

Rol Fonksiyonu Alani

Rol fonksiyonu alani, bireylerin toplumsal rollerine dayali davranislarini ifade eder. Bu alan, bir bireyin belirli bir
pozisyonda baskalarina nasil davrandigini incelemeye odaklanir. Toplum igindeki etkilesimlerdeki ihtiyag,
toplumsal bitiinlGgin saglanmasina yoneliktir. Rol fonksiyonu alani, birincil roller, ikincil roller ve Ggtncul roller
olmak lizere li¢ ana bilesenden olusmaktadir. Bu bilesenler, bireylerin toplumsal iliskilerini ve sorumluluklarini
anlamada énemli bir rol oynamaktadir.?%2

1. Birincil Roller: Ailesine ve isine karsi beklentileri karsilayamama hissine sahip oldugunu ifade
etmektedir.

2. ikincil ve Uciincil Roller: Covid-19 nedeniyle birinci derece aile yakinlari haricinde kimseyle
gorisememesi sosyal destek eksikligine sebep olabilecegini ifade etmektedir.

Karsihkl Baghlik Alani

Karsilikli baghlik alani, bireyler ve gruplar arasinda sevgi, saygi ve deger verme temeline dayali olan iliskileri ifade
eder. Bu alanin temel gereksinimi, iliskilerin butlinlGgiini saglamak ve bu iliskileri destekleyen bir givenlik
hissidir. Bu baglamda, karsilikli baghlik, bireylerin sosyal etkilesimlerini ve duygusal baghliklarini gliglendiren
dénemli bir unsurdur, 1112

o Digerleriyle olan iliskiler ve etkilesimler: Gelecek hakkinda kaygili olan hasta sevdiklerinden uzak
kalmanin Gzlntisiini de yasamaktadir.

RAM cergevesinde; fizyolojik, benlik kavrami, rol fonksiyonu ve karsilikli baglilik alanlarinda yapilan hemsirelik
tanilari, uygulanan midahaleler ve elde edilen sonuglar Tablo 1'de sunulmustur.?32°

Tablo 1. Bir travma hastasinin ameliyat sonrasi Roy Uyum Modeli’ne goére yapilandiriimis hemsirelik bakimi

FizyoLOJIK ALAN
Davranis Ameliyat sonrasi donemde agrisinin oldugunu belirtmesi, VAS-agri siddeti yedi puan
Uyaranlar Odak uyaran: Ameliyat, insizyon, eksternal fiksatér, hemotoraks
Etkileyen uyaran: Anksiyete, 6dem
Hemsirelik Tanisi Agri
Hedef Agrinin en aza indirilmesi
Hemgirelik Girisimleri " Hastanin agrisi degerlendirildi (agrinin yeri, siddeti ve sekli, beden dili, duygusal
tepkileri).
= Agriyi arttiran ve azaltan faktorler belirlendi.
= Agrinin azalmasini destekleyecek uygun pozisyon verildi (sol bacak ve sag kol
elevasyona alindi).
= Doktor isteminde yer alan agri kesiciler diizenli olarak uygulandi.
= Agriyi azaltacak non-farmakolojik yontemler uygulandi (dikkatibaska yone cekme,
miizik, televizyon izleme).
®  Hemotoraks nedeniyle yerlestirilen plérekenin giivenligi saglandi.
= Siirekli agri izlemi yapildi.
Degerlendirme Uygulanan girisimler sonrasinda hasta agri siddetinin bes puana diistliglini ifade etti.
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FizYOLOJIK ALAN
Davranig Hastanin idrar gikisinin olmamasi
Uyaranlar Odak uyaran: Travma

Hemgirelik Tanisi
Hedef
Hemesirelik Girisimleri

Etkileyen uyaran: Stres

Sivi voliim fazlalig

Sivi elektrolit dengesinin strdirilmesi, sivi yiiklenmesinin 6nlenmesi

= S elektrolit dengesi takip edildi.

= (Odem, hipertansiyon, tasikardi, boyun venlerinde dolgunluk degerlendirildi.
= BUN, serum kreatin ve kreatin klerens test sonuglari takip edildi.

= Foley kateter ile idrar izlemi strdiruldi.

= |Vilaglar sulandirilirken mumkiin oldugunca az sivi ile sulandirildi.

= Doktor istemiyle diyaliz tedavisi baslanildi.

Degerlendirme Diyaliz uygulamasi ile hastadan 2400 cc sivi gekildi. Sivi elektrolit dengesi stirdtralda.

FizyoLOJIK ALAN

Davranis Ekstremite kiriklari nedeniyle dokudaki travmaya bagli yeterli doku perfiizyonunun
surdirilememesi riskinin olmasi

Uyaranlar Odak uyaran: Ameliyat, travma

Hemgirelik Tanisi
Hedef
Hemsirelik Girisimleri

Etkileyen uyaran: Ekstremite kiriklari ve eksternal fiksator, pansumansikiligi, hareket
kisithhgi

Doku perflizyonunda bozulma riski

Yeterli doku perflizyonunun sirdirilmesi

" Saglam olan ekstremite ile kiriklarin oldugu ekstremitelerin nérovaskiler fonksiyonlari

karsilastirmali olarak izlem strdralda.

= Etkilenen ekstremitelerde saat basi nérovaskiler hasari gosteren belirtiler izlendi (isi
artisi, renk degisiklikleri, kapiller dolum, SpO2 ve nabizlar, 6dem, duyusal fonksiyon,

ekstremitenin yapabilecegi hareketler, agri).
= Rediiksiyon yapilan alanda cerrahi girisim bolgesinde inflamasyon olusumu izlendi.
= Yasam belirtileri ve kan gazi sonuglari izlendi.

Degerlendirme Hastanin yeterli doku perfiizyonu srdurildu (ekstremiteler ilik, deri rengi normal, kapiller
dolum iyi, nabizlar bilateral olarak esit)

FizvyoLOJIK ALAN

Davranis Eksternal fiksator, kateterler ve ploroken varligi nedeniyle gelisebilecek enfeksiyon

Uyaranlar Odak uyaran: Ameliyat

Hemesirelik Tanisi

Hedef
Hemsirelik Girisimleri

Etkileyen uyaran: Eksternal fiksator, kateter ve plorekenin bulunmasi,yogun bakimda takip

ediliyor olmasi
Enfeksiyon Riski

Hastada enfeksiyon belirti ve bulgularinin gdzlenmemesi.

Eksternal fiksatore yonelik;

= insizyon yeri her sekiz saatte bir enfeksiyon belirtileri agisindan kontrol edildi.

=  Yapilanislemlerde steril teknik kullanildi.

= Doktor istemiyle antibiyotikleri uygulandi.

"  Proteinden ve vitaminden zengin beslenme trinleri ile beslenmesi stirdrdlda.

= Yasam bulgulari (6zellikle kalp atim hizi ve viicut sicakligi) takip edildi.

®  Laboratuvar sonuglari takip edildi.

Kateter iliskili enfeksiyonlara yonelik;

=  Santal venoz kateter ve arteriyel kateter bakim ve ortli degisim tarihleri kayit
altina alindu.

= Kateter giris yeri giinliik en az bir kez degerlendirildi.

= Kateter giris yeri bakimi yapilirken cilt antisepsisi saglandi.

= Uriner kateterin kapali drenaj sistemi siirdiiriildii.

= Kateter ile ilgili her tlrlU islem 6ncesi ve sonrasi el hijyenisaglandi.

= |drar torbasinin mesane seviyesinin altinda olmasi saglandi.
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®  Torbanin yere degmesi 6nlendi ve aski ile yataga sabitlendi.
Plérekene yonelik;

= Bitlin baglantilar giivenli olarak tespit edilmistir.

=  Drenaj sistemi baglanti yerinin altinda tutulmustur.

®=  Yerlesim yerinin pansumani aseptik teknik ile yapilmistir.

= Drenaj miktari ve 6zellikleri degerlendirilmistir.

Degerlendirme Hastada enfeksiyon belirti ve bulgulari gézlenmedi.
FizvyoLOJIK ALAN

Davranig Endotrakeal tiip nedeniyle oral beslenememesi
Uyaranlar Odak uyaran: Ameliyat, travma

Hemgirelik Tanisi
Hedef
Hemgirelik Girisimleri

Etkileyen uyaran: invaziv mekanik ventilasyon nedeniyle endotrakealtiipiin takili olmasi

Beden gereksiniminden az beslenme

Hastanin yeterli besin aliminin saglanmasi.

= Hastanin beslenme sekli multidisipliner ekip is birligiyle belirlendi(enteral beslenme).

= Beslenme konsiltasyonuna goére yiiksek kalorili, protein, vitamin ve mineralli
besinler verildi.

= Hastanin aldigi ve ¢ikardigi sivi izlemi yapildi.

"  Nazogastrik kateter ile beslenme komplikasyonlari (aspirasyon riski) izlendi.

= Bagirsak sesleri degerlendirildi.

Degerlendirme Hastanin yeterli besin alimi saglandi. Bagirsak sesleri normal olarak degerlendirildi.
FizYOLOJIK ALAN

Davranig Go6gus travmasi nedeniyle solunum giigligi yasamasi

Uyaranlar Odak uyaran: Travma

Hemgirelik Tanisi
Hedef

Hemsirelik Girisimleri

Degerlendirme

Etkileyen uyaran: Travma sonrasi gelisen hematoraks, anksiyete

Solunum 6érintusinde degisiklik

Mekanik  ventilasyon ile solunumu saglanirken herhangi bir komplikasyon

gorilmemesi,

Arteriyel kan gazi sonuglarinin normal sinirlar iginde olmasi,

Oksijen satlirasyonunun normal sinirlar iginde olmasi,

Dispne olmamasi.

®  1-2saataraliklarla akciger sesleri dinlendi.

= 1-2 saat araliklarla endotrakeal tiip ici aspire edildi.

®  Yasam belirtileri, solunum hizi, sekli ve derinligi degerlendirildi.

= Arteriyel kan gazi izlemi yapildi.

®  QOksijen satiirasyonu stirekli olarak izlendi.

=  Siyanoz agisindan deri rengi, tirnak dipleri ve dudakta olusabilecek degisiklikler
izlendi.

=  Endotrakeal tliplin pozisyonu, seviyesi ve kaf basinci izlemi yapild.

= Akciger grafisi ile tliplin pozisyonu ve akcigerler degerlendirildi. Extiibasyon
sonrasinda diger girisimlere ek olarak,

=  Derin solunum ve 6ksiirik egzersizleri yaptirildi.

= Triflo ¢ahstirildi.

®=  Derin solunum yapabilmesi igin hasta cesaretlendirildi.

= Hemotoraks nedeniyle agri yasayan hastaya egzersizler ncesinde hekim istemi
dogrultusunda agri kesiciler uygulandi.

Mekanik  ventilasyon ile solunumu saglanirken herhangi birkomplikasyon

gorilmedi.

Arteriyel kan gazi sonuglari normal sinirlar icindeydi. Asidoz ya da alkaloz goriilmedi.

Oksijen satlirasyonu normal sinirlar icindeydi.

Dispne yasayan hastaya uygun miidahaleler sonrasinda dispne yasanmadi.
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BENLIK KAVRAMI ALANI (Kisisel Benlik)

Davranig
Uyaranlar
Hemesirelik Tanisi

Hedef
Hemgirelik Girisimleri

Degerlendirme

Daha 6nce ameliyat deneyimi olmadigini ifade eden hastanin travma sonrasi eksternal

fiksatorlerden ve kateterlerden korktugunu ifade etmesi

Odak uyaran: Ameliyat

Etkileyen uyaran: Eksternal fiksator ve kateterlerden korkmasi, agri

Anksiyete

Gerginlik ve endise duygusunun azaltilarak rahatlamanin saglanmasi

= Anksiyete seviyesi degerlendirildi.

= Ameliyatla ilgili hislerini ve dlstncelerini paylasmasi i¢cin motive edildi.

=  Hastalik stirecinde saglik ekibinin strekli destek verecegi belirtildi.

= Gegmiste zorlayici durumlarla basa ¢ikma yontemleri hakkinda bilgi alindi.

= Kullanilan tiim ekipmanin giivenliginin saglik profesyonelleri tarafindan saglandigi
vurgulandi.

= Anksiyete diizeyi yikseldiginde derin nefes alma ve baska dislincelere odaklanma
onerildi.

Gerginlik ve endise duygusunun azaltilarak rahatlamasi saglandi.

BENLIK KAVRAMI ALANI (Fiziksel Benlik)

Davranis

Uyaranlar

Hemgirelik Tanisi
Hedef
Hemgirelik Girisimleri

Ameliyat sonrasinda “Bacagimdaki ve kolumdaki demirlerden ¢ok korkuyorum. Bir daha

ylriyemezsem diye endiseliyim. Herkes bana bakiyor gibi hissediyorum. Keske su an

ylriyebilseydim” olarak duygularini ifade etmesi

Odak uyaran: Ameliyat

Etkileyen uyaran: Baskasina bagiml olmasi, iyilesme siirecinin uzunolmasi

Beden imajinda bozulma

Beden imajindaki degisikliklerle etkin bir sekilde bas etmesinin saglanmasi

= Degisen beden imaji konusunda hasta degerlendirildi.

= Duygulariniifade etmesi icin cesaretlendirildi.

®  Hasta ile destekleyici ve glivenli bir iletisim kuruldu.

= yilesme siireci hakkinda bilgi verildi.

= Gerekli olursa psikolojik destek verilmesi icin psikiyatri konsiltasyonuna gereksinim
olup olmadigi degerlendirildi.

Degerlendirme iyilesme siireci sonrasinda tekrar yiiriiyebilecek oldugunu bilmesinin onu rahatlattigini
ifade etti.

ROL FONKSIYONU ALANI

Davranis Ailesine maddi anlamda katki verememesi nedeniyle Gziilmesi

Uyaranlar Odak uyaran: Ameliyat, hareket kisithlig

Hemesirelik Tanisi
Hedef

Hemsirelik Girisimleri

Degerlendirme

Etkileyen uyaran: lyilesme siirecinin uzun olmasi, isini kaybetme korkusu yasamasi

Ustlendigi rolleri yerine getirmede yetersizlik

Hastaliginin is yasaminda meydana getirdigi degisiklikleri olumlu degerlendirmeler

yaparak belirtmesi

= Hastanin hastalik siireci sirasinda aile icindeki, sosyal ve mesleki rollerindeki degisiklikler
incelendi.

= Bu konuda dusincelerini ve duygularini ifade etmesi icin tesvik edildi.

= Ailesiyle distincelerini paylagsmasi i¢in uygun bir ortam saglandi.

= Aile Uyeleriyle, hastaya bu siirecte destek olmalari igin gériismeler yapildi.

Hasta duygularini net bir sekilde belirtti. Aile Uyeleri ile olumlu iletisimini strdird.

KARSILIKLI BAGLILIK ALANI

Davranig

Uyaranlar

Gunlik yasam aktivitelerini yerine getirme konusunda saglik profesyonellerine bagimli
oldugunu ve taburculuk sonrasinda aile Giyelerine bagimli olarak onlara yik olacagini
diisindlgina ifade etti.

Odak uyaran: Ameliyat, baska birine bagimli olma dustincesi

Etkileyen uyaran: Bakim verene yiik olma duygusu
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Hemgirelik Tanisi Aile sUreglerinde degisim
Hedef Aile icinde uyumun stirdirilmesi
Hemsirelik Girisimleri = Hasta, aile Uyeleriyle olan iliskilerini tanimlamasi yoniinde cesaretlendirildi.

® Hastanin degisen rollerine uyumu belirlendi.
= Aile Uyeleri ile glivenli bir iletisim saglamalar konusunda cesaretlendirilerek uygun
ortam saglandi.
= Aile sliirecinde meydana gelen sorunlarin ¢dézimunde etkili bag etme stratejileri
gelistirmesi konusunda tesvik edildi.
Degerlendirme Hasta, iyilesip kimseye yik olmadan glnlik yasam aktivitelerini kendisi yerine getirmek
istedigini belirtti. lyilesme siireci ile ilgili imitli oldugunu ifade etti.

TARTISMA

Hemsirelik alaninda gelistirilen teoriler hem bakimin planlanmasinda hem de tedavi slreglerinin
yonlendirilmesinde rehberlik saglar. Ayrica bu teoriler, hemsirelerin analitik disinme yeteneklerini
gelistirmelerine katkida bulunarak, mesleki uygulamalarina ve profesyonelliklerine daha fazla odaklanmalarini
destekler.1%182123 RAM, travma hastalarinin bakiminda énemli bir yere sahiptir. Bu modelin temel amaci,
hastalarin uyum sireclerini kolaylastirmaktir. Model, hemsirelerin hasta davranislarini ve cevresel uyaranlari
degerlendirmesi, uygun hemsirelik tanilarini koymasi, hedefler belirlemesi ve bu dogrultuda girisimlerde
bulunarak bakim siirecini degerlendirmeleri tzerine kuruludur.?? Bu siireg, travma hastalarinin bakiminda
sistematik ve yapilandirilmis bir yaklasim saglar. Olgu sunumunda travma sonrasi iyilesme siirecinde RAM'nin
kullanilmasi, hastanin fizyolojik ve psikososyal ihtiyaglarina yonelik kapsamli bir yaklasimin énemini ortaya
koymaktadir. Fizyolojik agidan, hastanin agri yonetimi, sivi dengesizlikleri ve enfeksiyon riski gibi sorunlarina
yonelik girisimler basarili bir sekilde uygulanmistir. Bu bulgu, RAM’nin fizyolojik uyumu destekleyen teorik
cercevesi ile ortlismektedir.

Hastanin benlik kavrami alanindaki anksiyete ve beden imaji sorunlarina yénelik uygulamalar, literatirde de
benzer sekilde vurgulanan bir sorundur.’®?%2 RAM’ne dayali girisimlerin hastanin beden imajindaki
degisikliklerle basa ¢cikmasina yardimci oldugu gézlenmistir. Literatilirde, 6zellikle travma ve cerrahi hastalarinin
psikososyal ihtiyaclarina yonelik teorik temelli hemsirelik bakiminin olumlu etkileri sikgca vurgulanmaktadir.” Bu
dogrultuda, RAM’nin hastalarin psikososyal stresle basa ¢ikmalarini kolaylastirdigi gorilmektedir.

Rol fonksiyonu ve karsilikli baglilik alanlarinda da hasta tizerinde uygulanan hemsirelik girisimlerinin etkili oldugu
anlasilmaktadir. Olgu sunumunda, hastanin sosyal rollerini yerine getirememe ve aile destegine ihtiya¢ duyma
gibi sorunlari, RAM’ne uygun olarak degerlendirildi ve gerekli hemsirelik girisimleri basariyla gergeklestirildi.
Benzer sonuglar, diger calismalarda da RAM’nin sosyal uyumu destekledigini gdstermektedir.® Bu calisma,
RAM’nin travma hastalarinin bakiminda kullaniimasinin, hastalarin fiziksel, psikolojik ve sosyal uyum
kapasitelerini artirdigini ve iyilesme siireclerini hizlandirdigini ortaya koymaktadir Ozellikle travma sonrasi
dénemde, RAM’nin bireylerin adaptif kapasitelerini gliglendirmesi, uzun vadeli saglik sonuglari tzerinde de
olumlu etkiler saglamaktadir. Ancak bu bulgular, daha genis 6rneklem gruplari lzerinde yapilacak ileri
arastirmalarla desteklenmelidir.

Bu makalede ele alinan olgu 6rnegi, RAM’nin alti temel uyum alanina dayal olarak yiritilen hemsirelik bakimini
ele almaktadir. Fizyolojik alan kapsaminda; agri yonetimi, sivi dengesizlikleri, doku perflizyon bozukluklari riski
ve enfeksiyon riskine karsi girisimler yapilmistir. Benlik kavrami ile ilgili olarak ise, hastanin anksiyetesi ve beden
imajinda yasadigl degisiklikler g6z 6niinde bulundurulmus, uygun hemsirelik miidahaleleri uygulanmistir. Rol
fonksiyonu alaninda, hastanin rollerini yerine getirmede yasadigi yetersizlikler degerlendirilmis; karsilkli baghlik
alaninda ise, aile iliskilerinde yasanan degisikliklere yonelik hemsirelik tanilari konularak bakim plani
olusturulmustur. RAM’ne dayali olarak gelistirilen bu hemsirelik sireci, hastanin bakimina 6énemli bir katki
saglamis ve hasta uyumuile basariya ulasmistir. Bu baglamda, RAM’nin travma hastalari igin uygun bir hemsirelik
modeli oldugu sonucuna varilabilir. Travma hastalarinin iyilesme siireglerine destek olmak icin RAM’ne dayal
hemsirelik bakim planlarinin gelistiriimesi ve uygulanmasi 6nerilmektedir. Ayrica, bu modelin hastalarin 6z bakim
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kapasitesi, uyum yetenegi ve yasam kalitesi lzerindeki etkilerini degerlendiren daha fazla arastirmaya ihtiyag
vardir.

SONUC ve ONERILER

Sonug olarak, travma hastalarinda RAM’ne dayali hemsirelik bakiminin, hastalarin fiziksel, psikolojik ve sosyal
gereksinimlerine batlncll bir yaklasimla cevap verdigi gorilmektedir. Bu modelin kullanilmasi, travma
hastalarinin hastalik slirecine daha hizli uyum saglamalarina ve iyilesme sireclerinin hizlanmasina katkida
bulunmustur. Fizyolojik, benlik kavrami, rol fonksiyonu ve karsilikli baghlik alanlarindaki hemsirelik girisimleri,
hastanin uyum kapasitesini artirmis ve bakimin basarisini desteklemistir.

e Travma hastalarinin bakiminda RAM’nin etkili bir sekilde kullanilmasi, klinik uygulamalarda
yayginlastiriimahdir. Bu sayede hemsireler, travma hastalarinin ihtiyaglarina bitincil bir yaklasimla
yanit verebilirler.

e Hemsirelerin RAM’ni etkin bir sekilde kullanabilmeleri icin hemsirelik egitim programlarina bu modelin
entegre edilmesi dnerilmektedir. Ayrica, travma hastalarina yonelik 6zel egitim modilleri hazirlanarak
klinik ortamlarda kullanilabilir.

e RAM’nin travma hastalar Uzerindeki etkilerini inceleyen daha fazla arastirma yapilmalidir. Bu
arastirmalar, modelin hastalarin 6z bakim giicli, yasam kalitesi ve uzun dénemli uyum sirecleri
Uzerindeki etkisini degerlendirmelidir.

e Travma hastalarinin uyum sirecinde sadece hemsirelerin degil, ayni zamanda multidisipliner saglk
ekiplerinin de aktif rol almasi énemlidir. RAM’nin bu ekipler iginde daha yaygin kullaniimasi tesvik
edilmelidir.

e Travma hastalarinin uyum sirecini desteklemek amaciyla, hastalara psikososyal destek sunulmal ve
ailelerin bakim siirecine aktif katilimi saglanmalidir. Ailelerin destekleyici rollerinin, RAM c¢ercevesinde
degerlendirilmesi dnerilmektedir.

Bu oOneriler dogrultusunda, RAM’ye dayali hemsirelik bakiminin yayginlastiriimasi ve hastalarin uyum
kapasitelerini artirmaya yonelik hemsirelik girisimlerinin gelistiriimesi, travma hastalarinin iyilesme sireclerini
destekleyerek daha olumlu hasta sonuglarina ulasiimasina katki saglayacaktir.

Hasta Onami: Hasta ve hasta yakinindan bilgilendirilmis gonallG olur onami alinmistir.
Hakem Degerlendirmesi: Dis bagimsiz.

Yazar Katkilari: Fikir — EQ, Ei; Tasarim — EQ, Ei; Verilerin toplanmasi — EQ, Ei; Verilerin analizi — EQ, Ei; Verilerin
yorumlanmasi — EQ, Ei; Makalenin yazilmasi — EO, Ei; Onemli entelektiiel icerik icin elestirel olarak gézden
gegcirme — EQO, Ei; Son onay — EO, Ei.

Cikar Catismasi: Yazarlar ¢ikar ¢catismasi bildirmemislerdir.

Finansal Destek: Yazarlar bu ¢alismanin herhangi bir finansal destek almadigini beyan etmislerdir.
Informed Consent: Informed voluntary consent was obtained from the patient and his/her relative.
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Author Contributions: Concept — EO, Ei; Design — EO, Ei; Data Collection — EQ, Ei; Data Analysis — EQ, Ei; Data
Interpretation — EQ, Ei; Writing the article — EQ, Ei; Critical revision for important intellectual content — EQ, Ei;
Final approval — EQ, Ei.

Declaration of Interests: The authors have no conflicts of interest to declare.

Financial Disclosure: The authors declare that they received no financial support for this study.

89



Ozden ve lyigiin Travma Hastasinda Roy Uyum Modeli

KAYNAKLAR

1.

10.

11.

12.

13.

14.

World Health Organization. Global status report on road safety 2023. Published 2023. Accessed
September 10, 2024. https://iris.who.int/bitstream/handle/10665/375016/9789240086517-
eng.pdf?sequence=1

Tirkiye istatistik Kurumu. Karayolu Trafik Kaza istatistikleri, 2022. Published 2023. Accessed
September 10, 2024. https://data.tuik.gov.tr/Bulten/Index?p=Karayolu-Trafik-Kaza-Istatistikleri-
2022-49513

US Department of Health and Human Services, Centers for Disease Control. Web-based Injury
Statistics Query and Reporting System (WISQARS). Published 2008.

Unlii AR, Ulger F, Dilek A, Baris S, Murat N, Sarihasan B. Yogun bakimda izlenen travma hastalarinda
“Revize Travma Skoru” ve “Travma ve Yaralanma Siddeti Skoru” nun prognoz ile iliskisinin
degerlendirilmesi. Tiirk Anest Rean Der Dergisi. 2012;40:128-135.

Hefny AF, Idris K, Eid HO, Abu-Zidan FM. Factors affecting mortality of critical care trauma patients.
Afr Health Sci. 2013;13:731-735.

Callis AMB. Application of the Roy Adaptation Theory to a care program for nurses. Appl Nurs Res.
2020;56:151340.

Hosseini M, Soltanian M. Application of Roy’s adaptation model in clinical nursing: A systematic
review. J Iran Med Counc. 2022;5(4):540-556.

Borzou SR, Cheraghi F, Khatiban M, Vardanjani MM. The application of Callista Roy's Adaptation
Model in the care of a patient with burn injury: A case study. J Crit Care Nurs. 2022;15(3):69-75.
Harris R. Sister Callista Roy: Adaptation Model. In: Nursing Theorists and Their Work E-book. 9th
ed. Elsevier; 2021:247.

Fawcett J. Contemporary Nursing Knowledge: Analysis and Evaluation of Nursing Models and
Theories. 2nd ed. Philadelphia: FA Davis Company; 2005:138-178.

Roy CS. Elements of the Roy Adaptation Model. In: The Roy Adaptation Model. 3rd ed. Upper
Saddle River, NJ: Pearson Education; 2009:35-50.

Roy C. Extending the Roy adaptation model to meet changing global needs. Nurs Sci Q.
2011;24(4):345-351.

Turkmen A, Yilmaz Dindar G, Akyolcu N. Acil servislerde gorilen ortopedik travmalar ve hemsirelik
bakimi. JAREN. 2020;6(2):375-80.

Herdman TH, Kamitsuru S. NANDA International Hemsirelik Tanilari: Tanimlar ve Siniflandirma

2015-2017. Acaroglu R, Kaya H, eds. istanbul: Nobel Tip Kitapevi; 2017.

90



Ozden ve lyigiin Travma Hastasinda Roy Uyum Modeli

15.

16.

17.

18.

19.

20.

21.

22.

23.

Turk Hastane Infeksiyonlari ve Kontroll Dernegi. Ulusal Damar Erisimi Yonetimi Rehberi. Published
2019. Accessed September 10, 2024.
http://www.hider.org.tr/global/Dernek_Kilavuzlari/HID_Damar%20Erisimi%20Rehberi_2019.pdf
Turk Hastane Infeksiyonlari ve Kontrolii Dernegi. Uriner Kateter Infeksiyonlarinin Onlenmesi
Kilavuzu. Published 2012. Accessed September 10, 2024.
http://www.hider.org.tr/global/Dernek_Kilavuzlari/2012-16-Ek1.pdf

Tirk Hastane Infeksiyonlari ve Kontrolii Dernegi. Uriner Kateter Infeksiyonlarinin Onlenmesi
Kilavuzu. Published 2012. Accessed September 10, 2024.
http://www.hider.org.tr/global/Dernek_Kilavuzlari/2012-16-Ek1.pdf

Damar HT, Bilik O. Buzdaginin gériinmeyen yiiziinii kesfetmek: Ortopedi hastalarinda kompartman
sendromu ve hemsirelik yaklasimlari. Dokuz Eyliil Universitesi Hemsirelik Fakiiltesi Elektronik
Dergisi. 2014;7(3):223-229.

Sevin K. Ortopedik Cerrahi Gegiren Hastalarda Perioperatif Hemsirelik Bakim Kalitesinin
Degerlendirilmesi. Master Tez. Hasan Kalyoncu Universitesi; 2018.

Birol L. Hemsirelik Siireci. 7th ed. izmir: Etki Matbaacilik Yayincilik Ltd. Sti; 2005:279-401.

Damar HT, Bilik O. Roy Uyum Modeli’ne temellendirilmis total diz protezi ameliyatina hazirlik
programi. Dokuz Eyliil Universitesi Hemsirelik Fakiiltesi Elektronik Dergisi. 2014;7(4):321-329.

Erol Uryavas F, Karayurt O, iseri 0. Meme kanseri nedeniyle meme koruyucu cerrahi yapilan bir
hastaya Roy Uyum Modeline temellendirilmis hemsirelik yaklasimi. J Breast Health. 2014;10:134-
140.

Ozkaraman A, Ozer S, Alpaslan GB. Romatoid artritli bir vakanin hemsirelik bakiminda Roy
Adaptasyon Modelinin kullanimi. Giimiishane Universitesi Saglk Bilimleri Dergisi. 2012;1(3):138-
152.

91



Editore Mektup / Letter to the Editor DOI: 10.62111/ybhd.1539082

Sessizligin Ardindaki Tehlike: Hipoaktif Deliryum

The Danger Behind Silence: Hypoactive Delirium

Reva GUNDOGAN *
! Adiyaman Universitesi, Saglik Bilimleri Fakiiltesi, Hemsirelik B&liimii, Adiyaman, Tiirkiye.

Sorumlu Yazar/Corresponding Author: Reva GUNDOGAN, E-mail: r4a5_reva@hotmail.com

Gelig Tarihi/Received: 26.08.2024  Kabul Tarihi/Accepted: 17.11.2024  Yayin Tarihi/Publication Date: 30.04.2025

Cite this article as: Glndogan R. Sessizligin Ardindaki Tehlike: Hipoaktif Deliryum. J Intensive Care Nurs. 2025;29(1):92-93.

Content of this journal is licensed under a Creative Commons Attribution-NonCommercial 4.0 International License.
BY NC

Yogun bakim hastalarinda sik karsilasilan, dnlenebilen ve geri déndirilebilen bir durum olan deliryumun,
hastaneye basvuran hastalarin %10-30’unda gelistigi tahmin edilirken, bu oran yogun bakim hastalarinda %80’e
kadar ¢ikmaktadir. Ancak hipoaktif deliryumun (%56-%68), hiperaktif (%1-%10) ve karma deliryumdan (%21-
%31) daha yaygin gorilmesine ragmen hipoaktif deliryum tanisinin konulmasi belirtilerinin fark edilmemesi veya
demans ve depresyon gibi durumlarla karistiriilmasi nedeniyle ¢ogu zaman yogun bakim Unitelerinde teshis
gecikebilmektedir. Bu nedenle hipoaktif deliryumun mortalite, morbidite, komplikasyonlar ve yasam kalitesi
Uzerindeki olumsuz etkisi artmaktadir.!

Hipoaktif deliryum morbidite ve mortalite artisi, hastanede yatis siiresinin uzamasi, mekanik ventilasyonun
uzamasl, bakim verici yiki ve maliyetlerin artmasi ile iliskilidir. Bu hastalarda servise nakil ve taburculuk
sonrasinda bile azalmis bilissel islev ve demans gibi uzun dénem psikolojik etkiler gériilebilmektedir.? Ayrica
hipoaktif deliryum gelisen hastalarda basing yarasi, saglik hizmeti iliskili enfeksiyon ve diisme riski diger hastalara
gore daha fazladir. Alisilagelmis deliryum tablosu olarak kabul edilen hiperaktif deliryumda ajitasyon,
oryantasyon bozuklugu, hallsinasyon sonucu kendine zarar verme, cihazlarin cikarilmasi gibi davranislar
gorilirken, hipoaktif deliryumda depresif belirtiler, letarji, dikkatsizlik, uyusukluk, bakislarda donukluk, iletisim
ve motor aktivitede azalma 6n plandadir. Bu nedenle yogun bakim hemsirelerinin hipoaktif deliryum konusunda
bilgi dlzeylerinin yiksek olmasi komplikasyonlarin énlenmesi ve hastalarin bakim kalitesinin artiriimasi
bakimindan énemlidir.?

Hipoaktif deliryuma neden olan predispozan faktorler arasinda ileri yas, énceden var olan bilissel gerileme,
sigara, hipertansiyon, kalp hastaligi ve sepsis bulunur. Tetikleyici faktorler ise; solunum yetmeazligi, sok,
metabolik bozukluklar, kafa travmalari, alkol zehirlenmesi, uzun siireli mekanik ventilasyon, agri, hareketsizlik,
sedatifler, uykuyu bozan olumsuz cevresel kosullar ile bazi ilaglar yer alir. Hipoaktif deliryumun potansiyel uzun
vadeli etkileri g6z 6niine alindiginda, ozellikle belirtilen risk altindaki hastalarda olasi deliryumu tanimlamak
dnem kazanir.* Bu amaca yonelik olarak éncelikle yogun bakimdaki tiim hastalardan ve ailesinden éykii alinmali,
belirli araliklarla biling kontrolii yapilmalidir. Bunlara ek olarak hipoaktif deliryum givenilir bir 6lcme araci ile
arastirilmalidir. Bu amagla;

e Confusion Assessment Method for Intensive Care Unit (CAM-ICU)

e NEECHAM Konfiizyon Olgegi,

e Hemsirelik Deliryum Tarama Skalasi (NuDESC),

e Delirium Rating Scale-Revised-98 (DRS-R-98),

e Yogun Bakim Deliryum Tarama Kontrol Listesi (ICDSC) tilkemizde kullanilabilecek, gegerlilik glivenilirligi
yapilmis tarama ve tanilama él¢iim araclaridir.?
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Ayrica hastalara hipoaktif deliryumun gelismesini 6nleme yonetiminde asagidaki girisimler uygulanmalidir;

e Hastanin erken mobilizasyonu,

e Sik oryantasyonu,

e Beslenme ve hidrasyonunun saglanmasi,

e Agrinin 6nlenmesi ve yonetimi,

e Uyku yonetimi,

e Uyandirma sonrasi hastaya spontan solunum egitimi verilmesi,
e Aile katihminin saglanmasi.®

Hipoaktif deliryumun erken tani ve tedavisi i¢in yogun bakimda galisan hemsirelerde hipoaktif deliryum ile ilgili
farkindalik arttiriimali, bu amagla egitimlerde tanilama bilinci olusturulmali ve glivenilir tarama 6lglim araglari
yayginlastinimahdir.
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