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SCIENTIFIC PROGRAM

November 28,2019 Thursday Hall A

Saat Konu ve Konusmacilar
14.00 - 16.00 OTELE GIRIS

Kuzey Kibris Tiirk Cumhuriyeti-Tiirkiye Cumhuriyeti
Azerbaycan Cumbhuriyeti-Giircistan Cumhuriyeti
Ukrayna Halk Cumhuriyeti ve Sirbistan Cumhuriyeti
Acil Tip ve Aile Hekimligi Calistayi

Prof. Dr. Basar CANDER
Acil Tip Uzmanlari Dernegi Baskani,
Kanuni Sultan Suleyman Egitim ve Arastirma Hastanesi Acil Tip Klinigi Egitim Sorumlusu

Dr. Hakan UZUN
Trabzon Aile Hekimleri Dernegi Baskani

Dr. Konul SEFEROVA
Azerbaycan Cumhuriyeti

16.00 - 18.00

Dr. Teona VARSHALOMIDZE
Gurcistan Cumhuriyeti

Dr. Oleh SHEKERA
Ukrayna Halk Cumhuriyeti

Yavuz ATES
T.C Saglik Bakanligi Halk Saglhigi Genel Mudurligu Daire Bagkani
Stratejik Yonetim ve Arastirmalar Dernegi Baskani

Dr. Sevgil MAYDONOZCU KARA

KKTC Saglik Bakanhgdi Temel Saglik Hizmetleri Dairesi Koruyucu Saglik Hizmetleri Birim
Sorumlusu

19.00 - 22.00 AKSAM YEMEGI
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November 29,2019 Friday Hall A
Saat Oturum Baskani Konu ve Konusmacilar

ACILIS KONUSMALARI

Prof. Dr. Bagsar CANDER
Acil Tip Uzmanlar Dernegi Baskani,
Kanuni Sultan Siileyman Egitim ve Arastirma Hastanesi Acil Tip Klinigi Egitim Sorumlusu

Dr. Hakan UZUN
Trabzon Aile Hekimleri Dernegi Baskani

Dr. Konul SEFEROVA
Azerbaycan Cumhuriyeti

09.00 - 10.00 Dr. Teona VARSHALOMIDZE
Gurcistan Cumhuriyeti

Dr. Oleh SHEKERA
Ukrayna Halk Cumhuriyeti

Yavuz ATES
T.C Saglik Bakanligi Halk Saghgi Genel Mudurligu Daire Bagkani
Stratejik Yonetim ve Arastirmalar Dernegi Bagkani

Dr. Sevgil MAYDONOZCU KARA
KKTC Saglik Bakanhgi Temel Saglhk Hizmetleri Dairesi Koruyucu Saglik Hizmetleri Birim
Sorumlusu

10.00 - 10.15 CAY-KAHVE ARASI

Giincel Erigkin ve Cocuk Temel Yagsam Destegi
Prof. Dr. Zeynep CAKIR

Giincel Erigkin ve Gocuk ileri Yagam Destegi
Prof. Dr. Bagar CANDER Prof. Dr. Bagar CANDER
0D = 115 Prof. Dr. Zeynep CAKIR _
Erigkin ve Cocuk Temel-lleri Yagam Destegi Piif
Noktalar

Do¢. Dr. Mehmet OKUMUS

11.15-11.30 ARA
Gogus Agrih Hastanin Yoénetimi
Dog. Dr. Sahin COLAK
Akut Koroner Sendromlarlp Ta_r_umlanma5|
Dog. Dr. Siikriit GURBUZ

Prof. Dr. Hakan OGUZTI_'JRK
Prof. Dr. Yunsur CEVIK

11.30-12.50

Akut Koroner Sendromlarin _Y6netimi
Prof. Dr. Yunsur CEVIK

Oral Antikoagulan Kullanimina Bagh

Kanamalarin Yéénetimi
Prof. Dr. Hakan OGUZTURK

12.50 - 14.00 OGLE YEMEGI

5th International Emergency & Family Medicine Congress, Concorde Luxury Resort, TRNC



14.00 - 15.00

15.00 - 15.15

15.15 - 16.35

16.35 - 16.50

16.50 - 18.10

19.00 - 22.00

_Aort Anevrizma Yonetimi
Dr. Ogr. Uyesi Avni Uygar SEYHAN

Ozofagus Perforasyonuna Yaklasim

e Yrd. Dog. Dr. Emel ERKUS SIRKECI

Dog. Dr. Sahin COLAK

Kardiyak Tamponad ve Pnomotoraks Yonetimi
Prof. Dr. Figen COSKUN

CAY-KAHVE ARASI

B _ Dispne Nedir?
Dr. Ogr. Uyesi Hakan HAKKOYMAZ

Dispneli Hastanin Acil Yonetimi
Dr. Ogr. Uyesi Giilsah GIKRIKGCI ISIK
Prof. Dr. Polat DURUKAN
Dog. Dr. Yahya Kemal GUNAYDIN KOAH Alevilenmesinin Acil Yonetimi
Dog. Dr. Yahya Kemal GUNAYDIN

Astim Alevlenmesinin Acil Yonetimi
Prof. Dr. Polat DURUKAN

ARA

Yetiskinlerde Akut Bronsitin Acil Yonetimi
Dog. Dr. Yavuz KATIRCI

Pnoémonili Hastanin Acil Yonetimi
Uzm. Dr. Biilent GUNGORER
Dog. Dr. Miicahit KAPCI
Dog¢. Dr. Yavuz KATIRCI Akciger Grafisinin Yorumlanmasi
Dog. Dr. Miicahit KAPCI

Akciger Goruntiilemesinde USG’nin Yeri
Dr. Ogr. Uyesi Burcu GENG YAVUZ

AKSAM YEMEGI
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November 29,2019 Friday Hall B

Saat Oturum Basgkani Konu ve Konusmacilar
: Dog. Dr. Tijen SENGEZER = i Nioi
10.15 - 11.15 Dog. Dr. Emine EMEKTAR SOZEL BILDIRILER
11.15-11.30 ARA
11.30 - 12.50 _ Dog. Dr. Ciineyt ARDIC SOZEL BILDIRILER
Dr. Ogr. Uyesi Hakan HAKKOYMAZ
12.50 - 14.00 OGLE YEMEGI
MANUEL TERAPI

Prof. Dr. Cihan AKSOY

14.00 - 18.10
Imuneksfarma
18.10 - 19.00 GUZELLIK ATOLYESI
Nihal ADAG

19.00 - 22.00 AKSAM YEMEGI

November 29,2019 Friday Hall C

Saat Oturum Baskani Konu ve Konusmacilar

Prof. Dr. Turan SET SOZEL BILDIRILER
Dog. Dr. Ismail Okan YILDIRIM

11.15-11.30 ARA

Dog. Dr. Tijen SENGEZER SOZEL BILDIRILER
Dog¢. Dr. Emine EMEKTAR

12.50 - 14.00 OGLE YEMEGI

Dr. Ogr. Uy_esi Hakan HAKKOYMAZ SOZEL BILDIRILER
Dog. Dr. Ismail Okan YILDIRIM

15.00 - 15.15 CAY-KAHVE ARASI

SOZEL BILDIRILER

10.15-11.15

11.30 - 12.50

14.00 - 15.00

15.15-17.00 Dog. Dr. Ciineyt ARDIC
Dog. Dr. Ismail Okan YILDIRIM

17.00 - 17.15 ARA

17.15 - 19.00 Dog. Dr. Tijen SENGEZER
Dog¢. Dr. Emine EMEKTAR

19.00 - 22.00 AKSAM YEMEGI

SOZEL BILDIRILER
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Saat

09.00 - 10.00

10.00 - 10.15

10.15-11.15

11.15-11.30

11.30-12.30

12.30 - 13.30

13.30 - 14.00

14.00 - 14.30

14.30 - 14.45

14.45 - 15.15

15.15 - 15.45

15.45 - 16.15

16.15 - 16.30

November 30,2019 Saturday Hall A

Oturum Basgkani

Prof. Dr. Mehmet GUL
Prof. Dr. Havva SAHIN KAVAKLI

Dog. Dr. Umut Yiicel CAVUS
Dr. Ogr. Uyesi Semih KORKUT

Dog. Dr. Mehmet OKUMUS
Dr. Ogr. Uyesi Burak KATIPOGLU

Dr. Hakan UZUN
Uzm. Dr. Filiz CELIK

Dr. Burhan YILMAZ

Konu ve Konusmacilar
Acil Serviste Hipertansiyon Yonetimi
Prof. Dr. Mehmet GUL

Akut iskemik inmenin Acil Yonetimi
Uzm. Dr. Gokhan EYYUPOGLU

intrakraniyal Kanamalarin Acil Yonetimi
Prof. Dr. Havva SAHIN KAVAKLI

CAY-KAHVE ARASI
Hiperglisemik Hastanin Acil Yonetimi
Dr. Ogr. Uyesi Mehmet KOSARGELIR

Hipoglisemik Hastanin Acil Yonetimi
Dr. Ogr. Uyesi Semih KORKUT

Adrenal Krizin Acil Yonetimi
Dog¢. Dr. Umut Yiicel CAVUS

ARA
Karin Agrili Hastanin Acil Yonetimi
Uzm. Dr. Emin UYSAL

Safrayolu Hastaliklarina Acil Yaklagim
Dr. Ogr. Uyesi Sevilay VURAL

iskemik Karin Agrili Hastanin Yonetimi
Uzm. Dr. Mustafa OZTURK

OGLE YEMEGI

KKTC’de Birinci Basamak Saglik Hizmetleri
Dr. Sevgil MAYDONOZCU KARA

Azerbaycan Cumhuriyeti’nde Aile Hekimligi ve
Acil Tip Uygulamalari
Dr. Konul SEFEROVA

CAY-KAHVE ARASI

Demir Eksikligi Anemisi
Prof. Dr. Turan SET

Yaslhlarda Uyku Bozukluklar
Dog. Dr. Ciineyt ARDIC

Gocuklarda idrar Yolu Enfeksiyonlar’nin Tani ve
Tedavisi
Uzm. Dr. Filiz CELIK

ARA
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Gastro Ozofajial Reflii ve Tedavisi
16.30-16.45 Dr. Arzu MAMMADOVA
Yatalak Hastalarda Enfeksiyondan Korunma
Yollari ve Yatak Yarasi Tedavisi
Dr. Aytan MAMMADOVA

16.45-17.00

Dr. Emre OZEL

Dog. Dr. Ciineyt ARDIC s : ) o
Birinci Basamakta Hipertansiyon Takibi

17.00 - 17.15 Dr. Lale ABDULLAYEVA

17.15-17.30 Saglik Turizmi
Dr. Teona VARSHALOMIDZE

17.30-17.45 ARA

Akilci ilag Kullanimi
17.45 - 19.00 Prof. Dr. Turan SET Dr. Burhan YILMAZ

19.00 - 22.00 AKSAM YEMEGI

November 30,2019 Saturday Hall B

Saat TEMEL EKG KURSU
Temel EKG (Fizyoloji, Kavramlar, Dalgalar)
Dog¢. Dr. Mehmet OKUMUS

EKG’ye Sistematik Yaklagim (Hiz, Ritim, Aks)

BEHD = 0100 Dog. Dr. Mehmet OKUMUS

A-V iletim Bozukluklar ve intra—\{gntrikﬁler Bloklar
Uzm. Dr. Nihat Mijdat HOKENEK

10.00 - 10.15 CAY-KAHVE ARASI
Atriyal Aritmiler
Dog¢. Dr. Emine EMEKTAR

Ventrikiiler Aritmiler

10.15-11.15 Dr. Ogr. Uyesi Avni Uygar SEYHAN

Zor EKG (Klinik Durumlarda EKG)
Uzm. Dr. Ahmet Burak ERDEM

11.15-11.30 ARA

AKS’lerde EKG Degisiklikleri
Uzm. Dr. Hayri RAMADAN

11.30-12.30

EKG’de G6zden Kaganlar
Dog. Dr. Mehmet OKUMUS

12.30 - 13.30 OGLE YEMEGI

5th International Emergency & Family Medicine Congress, Concorde Luxury Resort, TRNC




EKG’ye Sistematik Yaklagim — Pratik
Dog. Dr. Mehmet OKUMUS

A-V lletim Bozukluklari ve intra-Ventrikiiler Bloklar — Pratik
Uzm. Dr. Nihat Miijjdat HOKENEK

13.30 - 14.50

Atriyal Aritmiler — Pratik
Dog¢. Dr. Emine EMEKTAR

Ventrikiler Aritmiler — Pratik
Dr. Ogr. Uyesi Avni Uygar SEYHAN

14.50 - 15.00 CAY-KAHVE ARASI

Zor EKG - Pratik
Uzm. Dr. Ahmet Burak ERDEM

AKS’lerde EKG Degisiklikleri — Pratik

1200~ 5510 Uzm. Dr. Hayri RAMADAN

EKG’de Gozden Kaganlar — Pratik
Do¢. Dr. Mehmet OKUMUS

16.00 - 16.30 SERTIFIKA TORENI
19.00 - 22.00 AKSAM YEMEGI

November 30,2019 Saturday Hall C

Saat Oturum Baskani Konu ve Konusmacilar
YOO  Dog. Dr. Ciineyt ARDIG SOZEL BILDIRILER
Dr. Ogr. Uyesi Hakan HAKKOYMAZ
10.00 - 10.15 ARA
10.15 - 12.30 Dog. Dr. Tijen SENGEZER o= B el [HEx
Dog¢. Dr. Emine EMEKTAR
12.30 - 13.30 OGLE YEMEGI

December 1,2019 Sunday Hall A

Saat Oturum Baskani Konu ve Konusmacilar

Acil Tip ve Aile Hekimliginde Hukuksal
Sorunlar ve Céziimleri

09.00 - 11.30 Prof. Dr. Basar CANDER Dr. Hakan UZUN

Yavuz ATES

11.30 - 12.00 KAPANIS KONUSMASI
OTELDEN GIKIS

5th International Emergency & Family Medicine Congress, Concorde Luxury Resort, TRNC
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ORAL PRESENTATIONS
ORAL PRESENTATIONS 1

Emergency Department Addiction: Retrospective Analyses of the Frequent Users of the ED
Giilsah CIKRIKCI ISIK, MD

Assistant Professor of Emergency Medicine, University of Health Sciences Keg¢ioren Training and
Research Hospital, Department of Emergency Medicine, Ankara, Turkey

ORCID ID: https://orcid.org/0000-0002-6067-7051

gulsah8676@gmail.com

Meral TANDOGAN, MD

Assistant Professor of Emergency Medicine, University of Health Sciences Keg¢ioren Training and
Research Hospital, Department of Emergency Medicine, Ankara, Turkey

ORCID ID: https://orcid.org/0000-0002-5407-7092

reyyanyildirim33@hotmail.com

Tuba SAFAK, MD

Emergency Medicine Specialist, University of Health Sciences Ke¢iéren Training and Research
Hospital, Department of Emergency Medicine, Ankara, Turkey

ORCID ID: https://orcid.org/0000-0001-7329-1513

dr.tubasafak@hotmail.com

Yunsur CEVIK, MD

Professor of Emergency Medicine, Kecioren Training and Research Hospital, Department of
Emergency Medicine, Ankara, Turkey

ORCID ID: https://orcid.org/0000-0003-1325-0909

yunsurcevik@yahoo.com

Background/aim

Increased emergency department (ED) demand and overcrowding of ED’s is a global healthcare
system problem [1, 2]. For Turkey the annual number of ED visits is greater than the whole
population [3]. A significant portion of this overcrowding was created by “frequent users”, a group
of patient who contribute toward a disproportionate number of ED visits [4]. Definition of
frequent users varies in different studies, however 4 or more ED visits annually is an effective cut-
off value to identify this group of patients [5, 6]. The aim in this study is to define the
characteristics of frequent users in order to provide efficient and cost-effective suggestions for
solving this healthcare system problem.

Material and Method

This study was conducted in a training and research hospital in capital with around 335000 annual
number of ED visits after approval of the local ethics committee. All ED visits during 1-year period
between 01.01.2018 and 31.12.2018 were investigated retrospectively by using electronic
registration system of the hospital. Patients attended to ED >4 times between this periods were
accepted as “frequent user” and included into the study. Patient with less than 4 attendance in a
year defined as “control group” and missed data were excluded. Social-history related factors (age,
sex, and ethnicity), disease related factors (diagnosis, severity of illness as triage code, average
length of stay at ED) and care related factors (insurance status, cost) were investigated. The
statistical analysis was performed using the IBM SPSS Statistics for Windows Version 22.0 (IBM
Corp. Armonk, NY: USA. Released 2013). After assessing normal distribution using the
Kolmogorov-Smirnov test, all variables were described in terms of median and interquartile range
(IQR) (25-%75) and categorical variables defined as number and frequencies. Mann-Whitney U

5th International Emergency & Family Medicine Congress, Concorde Luxury Resort, TRNC
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test and Chi-square test were used to determine the difference between the groups. A p value <
0.05 was considered statistically significant.

Results

A total of 335457 ED visits were made in a calendar year of 2018 and when the visits for wound
dressing and injection were removed the real ED admittance number was 282586 from a total of
172120 different patient. Total visit number of frequent users was 64651 and total number was
11667 patient (visit ED 24 times in a year). That means 6.8% of ED patient population makes the
22.9% of all ED visits. Female gender proportion was greater among frequent ED users and
frequent users were younger than occasional users. Yellow / red triage code ratio was higher in
frequent user group and also median length of hospital stay was significantly longer. Uninsured
patient was two times higher at the study group and half of this patient was immigrant or refugees.
All results were summarized at table 1.

Conclusion

The use of emergency services is increasing, and frequent users place a significant burden on this
patient volume. This study demonstrated that frequent user representing 6.8% of ED patients, and
account for 22.9% of all ED visits. This data was similar with the literature [6-8]. It is important to
understand the characteristics of this patient group in order to provide efficient suggestions for
solving this healthcare problem. In our study, female gender proportion was greater among
frequent ED users and frequent users were younger than occasional users. There was also
significant difference about welfare status that immigrant and refugees population in frequent
users was eighty times higher than the occasional users. However frequent users are a very
heterogeneous group and it is impossible to define all the characteristics of them in one study.
Therefore more research is needed in order to better understand factors leading to frequent ED
use and to develop effective strategies to better meet their complex health care needs.
References
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Table 1: Characteristics of frequent admittance

Characteristics Frequent visits Non-frequent visits P value
(n: 64651) (n: 217935)

Gender

Male 23721 (36.7%) 94335 (43.3%) <.001

Female 40930 (63.3%) 123600 (56.7%)

Age 35 (IQR 26 - 49) 38 (IQR 28 -53) <.001

Ethnicity

Turkish citizens 63241 (97.8%) 212768 (97.6%) .006

Foreigners 1410 (2.2%) 5158 (2.4%)

Triage codes

Green code 50796 (78.6%) 174425 (80%) <.001

Yellow / Red code 13855 (21.4%) 43505 (20%)

Length of stay at ED 4h 32m 4h 29m 014

(IQR 2h 10m - 8h 2m) (IQR 2h 9m - 7h 56m)

Insurance status

Insured 53318 (82.5%) 200972 (92.2%)

Uninsured <.001
Green Card 5739 (8.9%) 16720 (7.7%)

Immigrants / Refugees 5594 (8.7%) 243 (0.1%)

Total cost 2,633,985% 12,272,567 &

Average cost of one 23.17% 23.18% .006
patient (IQR 19.57 - 47.14) (IQR 19.57 - 50)

*Variables given as number (n) and frequencies or median and inter-quartile range (IQR).
*Abv: ED: emergency department, h: hour, m: minute, £: Turkish liras

ORAL PRESENTATIONS 2

The Impact of Social Media and Internet News on the Health Perception of Society in
Turkey- A survey study

Giilsah Cikrikei Isik, MD

Assistant Professor of Emergency Medicine, University of Health Sciences Kecioren Training and
Research Hospital, Department of Emergency Medicine, Ankara, Turkey

ORCID ID: https://orcid.org/0000-0002-6067-7051

gulsah8676@gmail.com

Halit Aytar, MD

Emergency Medicine Specialist, Biiylikcekmece Mimar Sinan Public Hospital, Department of
Emergency Medicine, Istanbul, Turkey

ORCID ID: https://orcid.org/0000-0003-4982-699X

halit.ayt@gmail.com

Yunsur Cevik, MD

Professor of Emergency Medicine, University of Health Sciences Kecioren Training and Research
Hospital, Department of Emergency Medicine, Ankara, Turkey

ORCID ID: https://orcid.org/0000-0003-1325-0909

yunsurcevik@yahoo.com

Emine Emektar, MD
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Hasan Balik¢i, MD

Emergency Medicine Resident, Kecioren Training and Research Hospital, Department of
Emergency Medicine, Ankara, Turkey

ORCID ID: https://orcid.org/0000-0002-6233-3738

hacikurit@gmail.com

Objective

The use of social media, which is defined as an internet-based technology that facilitates the
sharing of ideas, thoughts, and information through networks and communities, has increased
considerably in recent years (1). The Turkey Statistical Office’s Household Information
Technology (IT) Utilization Research-2018 reported that the frequency of internet use in the 16-
74 age group in Turkey was 72.9%, and the most common reason for using the internet was social
media (2). Social media has some benefits for health communication, such as being more
accessible, shared health information, and the potential to influence health policies and public
health. However, conversely, it has certain limitations, such as the lack of reliability,
confidentiality, and privacy (3). Aim of the study is to demonstrate impact of health news at social
media and internet on the health perception of society, among healthcare related and non-
healthcare related participants, under the subheadings of reliability of that news, doctor-patient
relationship, patient health attitudes and health advertising and marketing.

Methods

This was a cross-sectional survey study that was carried out in accordance with the regulations of
and approved by the local research ethics committee. For the data collection process, an open
online-based Turkish language questionnaire was created using Google Forms. Readability of the
text was measured as 10 on the Flesch-Kincaid Grade Level test, which means it was suitable for
anyone 15 years of age and older. The questionnaire consisted of two sections. The first section
collected demographic data, and the second section consisted of questions about attitudes related
to social media and internet news that were answered using a Likert scale. Statistical analysis was
performed using the Statistical Package for the Social Sciences version 22.0 (SPSS Inc.; Chicago, IL,
USA). Demographic data related to participants were expressed as numbers and percentages.
After assessing normal distribution by using the Kolmogorov-Smirnov test, all variables were
described in terms of median and interquartile range (IQR) (25-%75). Responses of the survey
compared between the healthcare related and non-healthcare related participants by using Mann-
Whitney U test. A p-value of less than 0.05 was considered statistically significant.

Results

Among 1,622 valid questionnaires, 61.6% were female and the median age of the participants was
32 (IQR 26-40). Fifty-five percent of them were married, and 74.4% was university graduated.
Sixty-six percent of the participants were healthcare sector related. Nearly one-third of the
participants reported spending more than 2 hours per day on social media, and 27.6% mentioned
that they encountered health news and advertisements on social media and the internet very
often. . For all subheadings responses were significantly different among healthcare related and
non-healthcare related participants. Full survey wording with the statistical analyses of the
responses is presented in Table 1.

Conclusion

The most important result of this study was the finding that the impact of health news and
advertisements encountered on social media and the internet in terms of perceptions was
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significantly different between the healthcare sector related participants and non-healthcare
sector related ones. In general, the non-healthcare related group was amenable to this kind of
sharing on social media, and they found such news more reliable and thought of it as part of
freedom of thought. Conversely, the healthcare sector related group was more rigid and were
generally uncomfortable with such news. The general thought in this group was that such news
adversely affects the doctor-patient relationship and is misleading with regard to public health
related issues; they also more often believed that such information should be banned.

In general, it is worth mentioning that social media is a powerful weapon for reaching large
populations, and social media-based educational approaches could play an important role in
patient decision-making, possibly incentivizing patient behavioral changes (4). Therefore,
legislative control of health-related content sharing on the internet and social media, in terms of
validity and reliability, may be a necessity. In addition, public health stakeholders should use
media campaigns to ensure that accurate health information is widely disseminated in order to
produce positive changes or prevent negative changes in health-related behaviors in the
community (5).
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Table 1: Full survey wording with responses

Phrases HC r. Non-HC r. P
participan participant value
ts s

Reliability

P1: I believe that the health news I have encountered 2 (IQR 2-3) 3 (IQR 2-3) <0.00

on social media and the internet is reliable. 1

P7:1do not find the health news / advertisements that 4 (IQR 3-4) 3 (IQR 3-4)
I have encountered on social media and the Internet <0.00
reliable. 1
3 (IQR 2-4) 3 (IQR2-4)
P2: The news I've encountered on social media and the
Internet reduce my trust across the health system. >0.05
2 (IQR 2-3) 3 (IQR 2-3)
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P13: The health news I encounter increases my trust

<0.00

across the health system. 1(IQR1-2) 2(IQR1-2) 1
P5: I find the statements on issues such as vaccines and
diet by people who are not health professionals in 0.001
social platforms informative and correct. 5(IQR 4-5) 4 (IQR 4-5)
P22: I find the statement on issues related to public
health by non-health professionals in social platforms <0.00
wrong and misleading. 4 (IQR3-5) 4(IQR3-45) 1
P8: [ feel the need to investigate the accuracy of this
type of health news / advertisements.
<0.00
1
Doctor-patient relationship
P4: Health news that | encounter on social media and 2 (IQR 2-3) 2 (IQR 2-3) >0.05
Internet create a negative prejudice against health
workers on me.
3(IQR 2-4) 3(IQR3-4) >0.05
P11: The health news I've encountered allows me to
empathize with health workers and create a positive
prejudice against them. 4 (IQR 3-5) 3 (IQR 2-4) <0.00
1
P19: [ think that the health news that I encounter
increases the violence against health workers. 2 (IQR 2-3) 3 (IQR 2-3)
<0.00
P23: I think that the health news that I encounter 1
provides a reduction of violence against health workers
by providing deterrence.
Attitudes in health issues
P6: Health news I encounter on social media and 3 (IQR 2-4) 3 (IQR 2-4) >0.05
Internet affect my hospital and physician choice.
P17: While choosing a physician or a hospital, [ don't 3 (IQR 2-4) 3 (IQR 2-4) 0.007
take into account the news ['ve encountered on social
media or the Internet.
P10: I have to consult with a healthcare professional 4 (IQR 4-5) 4 (IQR 3-5) <0.00
before applying a recommendation on health news I 1
encountered.
2 (IQR1-3) 2 (IQR1-3)
P15: If [ think that a health recommendation (like diet) >0.05
that [ watch / read is appropriate for myself, I apply it
directly without feeling the need to consult a physician.
2 (IQR1-3) 2 (IQR 2-3)
P3: When the doctor gives me a prescription, I feel the 0.002

need to research drug on the internet before using it.
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3(IQR1-3) 3(IQR2-4)
P16: When I get sick, I feel the need to research my <0.00
complaints online before I admit a doctor. 1
Social health marketing and advertising
P9: Unproven health news / product advertisements 3 (IQR 2-4) 3 (IQR 2-4) >0.05
should be prohibited.
P12: | believe that news and advertisements about 3 (IQR 2-4) 3 (IQR 2-4) <0.00
health should be considered within the scope of 1
freedom of thought.
1(IQR1-2) 1(IQR1-2)

P14: I have received / used the product / application >0.05
by relying on the health news / advertisements I have
encountered. 2 (IQR1-3) 2 (IQR1-3)

0.03
P18: The health news that [ have encountered leads me
to practice complementary and alternative medicine 2 (IQR 1-3) 2 (IQR 1-3)
methods. 0.02
P20: The advertisement of a health attitude/ product
by a famous person or usage of that product by that 4 (IQR 4-5) 4 (IQR 3-5)
person increase my confidence in the product. <0.00

1
P24: | think that the health news and advertisements I
encounter are made with material concerns, which 5 (IQR 4-5) 5 (IQR 4-5)
reduces my confidence in the product.

0.03
P21: [ would like to make sure that the products sold 3 (IQR 3-4) 2 (IQR 3-4)
on the internet are approved by the relevant ministries.

<0.00
P25: The health news I've encountered on social media 1

and Internet is bothering me.

*Abb: HC: healthcare; r: related; IQR: inter quartile range; P: Phrase
*Likert scale: 1: Strongly disagree/ never; 2: Disagree/ rarely; 3: Undecided/ sometimes; 4: Agree/

often; 5: Strongly agree/ always
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Abstract

OBJECTIVES:

Infection-associated emergency department use in renal transplant recipients has been increasing
as solid-organ transplant has become a more common treatment method for chronic kidney
failure. Platelet-to-lymphocyte ratio has been demonstrated to be significantly elevated in
nosocomial infections in patients treated at intensive care units and is positively correlated with
duration of hospital stay. In this study, we aimed to determine whether the platelet-to-lymphocyte
ratio could be used as an indicator of infection in renal transplant patients presenting to
emergency departments.

MATERIALS AND METHODS:

This case-control retrospective study included data from between May 2015 and February 2018.
We used the patient information management system to review patient medical records and
laboratory test results of study participants.

RESULTS:

Our study included 156 adults in the patient group (recipients with infection) and 170 adults in
the control group (recipients without infection). We observed significant differences between
patient and control groups in terms of the number of days of hospital stay; leukocyte, neutrophil,
and lymphocyte counts; the platelet-to-lymphocyte ratio; and C-reactive protein levels. We plotted
receiver operating characteristic curves to determine the sensitivity and specificity of the platelet-
to-lymphocyte ratio along with C-reactive protein. The areas under the curve were 0.892 for C-
reactive protein and 0.707 for the platelet-to-lymphocyte ratio.

CONCLUSIONS:

For systemic inflammation, platelet-to-lymphocyte ratio can be used in conjunction with other
biomarkers as an indicator of inflammation in renal transplant recipients who present with
infection-associated causes to emergency departments.
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The role of Perfusion Index and Plethysmography Variability Index (PI-PVI) for predicting
dehydration severity in patients with acute gastroenteritis

Emine Emektar, Seda Dagar, Hiiseyin Uzunosmanoglu, Giilsah Cikrike1r Isik, Seref Kerem
Corbacioglu, Yunsur Cevik

Kecioren Training and Research Hospital, Department of Emergency Medicine, Ankara, TURKEY
Introduction

Acute gastroenteritis (AGE) is one of the causes of mortality and morbidity in all age groups.
Irrespective of etiology and mechanism of AGE, dehydration occurs due to fluid losses.
Measurement of perfusion index (PI) and plethysmography variability index (PVI) may provide
emergency physicians valuable information about hemodynamic of the patient. Our study aimed
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to investigate the role of PI and PVI measurement at admission for estimating dehydration
severity and determining the possible change in those parameters after fluid replacement among
patients presenting to emergency department (ED) with AGE.

Materials and Method

This was a prospective cross-sectional study. Our study consecutively included patients aged 18
years or older who presented to the ED of a tertiary training and research hospital and were
diagnosed with AGE between 31.04.2019 and 31.06.2019. AGE was defined as passing watery
feces at least three times within 24 hours and/or more than 200 gr for a period shorter than 2
weeks. Patients who were pregnant; who had cardiac arrhythmias; patients in whom PI and PVI
could not be measured for any reason; and patients who had henna or nail polish on their
fingernails were excluded. The two groups were defined according to the severity of dehydration:
mild and moderate/severe dehydration groups. PI and PVI of all patients’ values were measured.
Results

180 patients were included in the study. As compared with the mild dehydration group, moderate/severe
dehydration group had a significantly lower PI value and significantly higher PVI value on admission
(p<0.001 for both comparisons). Among moderate/severe dehydration patients, Pl value
significantly increased and PVI significantly decreased after treatment (p<0.001). There was a
significant positive correlation between osmolarity and PVI (1:0.298 p=0.007) and a significant
negative correlation between osmolality and PI (r:-0.259, p=0.019) in the patients with
moderate/severe dehydration.

Conclusion

In the present study that we assessed the prognostic value of PI and PVI for determining
dehydration severity among patients presenting to emergency department with AGE, we found
two important conclusions. Firstly, patients with moderate/severe dehydration had a lower PI
value and a higher PVI value at ED admission than those with mild dehydration. It is important to
determine the degree of fluid loss among patients with dehydration in the ED. Bedside,
noninvasive, easy-to-measure perfusion indexes may be used to determine the severity of
dehydration especially in overcrowded emergency services. Secondly, especially among patients
presenting with moderate/severe dehydration, we detected an increase in Pl value and a decrease
in PVI value after fluid resuscitation compared to admission values. Hence, we believe that
perfusion indexes may be used in ED for diagnosis and treatment monitoring of the
moderate/severe dehydration.

The study show that PI and PVI may be useful for determining the severity of dehydration in acute
gastroenteritis and may be use for assessing the response to fluid replacement especially in
patients with severe dehydration at ED.

Key words: Acute gastroenteritis, Dehydration, Perfusion index, Plethysmography Variability
Index
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Sudden Onset Abdominal Pain: Spleen Infarction

Abstract

Spleen infarction is rare. It is usually seen in hematological diseases, vascular and thromboembolic
disorders. Forty-eight year old female patient presented to our emergency department with the
onset of abdominal pain about 2-3 days ago, but with increased abdominal pain for the last 3 hours
and nausea and vomiting. Contrast-enhanced abdominal computed tomography (CT) showed
almost complete thrombosis in the celiac and partially thrombosis in the SMA. In addition, diffuse
ischemia was observed in the spleen. Spleen infarction should be kept in mind in patients
presenting to with abdominal pain in the emergency department.

Key words: Splenic infarction, contrast-enhanced abdominal CT, emergency surgery

Introduction

Spleen infarction is rare. It is usually seen in hematological diseases, vascular and thromboembolic
disorders. Sudden onset abdominal pain, nausea and vomiting were present and physical
examination revealed left upper quadrant defense and rebound. We aimed to present the patient
who was admitted to the emergency department with abdominal pain and diagnosed as spleen
infarct.

Case Report

Forty-eight year old female patient presented to our emergency department with the onset of
abdominal pain about 2-3 days ago, but with increased abdominal pain for the last 3 hours and
nausea and vomiting. In the first physical examination, intestinal sounds were sensitized in the
normoactive periumblical region, there was no defense, no rebound, and the left costovertebral
angle sensitivity (CVAH) was positive. The patient's blood pressure was 156/78 mm / Hg, pulse
86 / min, sPO2: 97, fever 36.7 C (oxygen in room air). ECG normal sinus rhythm.

Laboratory values of the patient: WBC: 11600 / m3, Hb: 7.5 g / dl, Htc: 29%, PLT: 42 000 / mm3,
INR: 1.12, lactate in blood gas: 3.1 mmol / L, ph: 7.36 in blood biochemistry AST: 25 IU / L, ALT:
211U /L,GGT: 131U / L, Albumin: 3.5 g / dL, Glucose: 402 mg / dL, Ca: 9.1 mg / dL, Na: 133 mmol
/ L, K: 4.6 mmol /L, Cl: 103 mmol / L, CRP: 0.3 U / L, WBC: 1 / HPF in complete urinalysis, Nitrite
negative. She did not have any history of illness or miscarriage. Contrast-enhanced abdominal
computed tomography (CT) showed almost complete thrombosis in the celiac and partially
thrombosis in the SMA. In addition, diffuse ischemia was observed in the spleen with a hypodense
appearance of 5 x 7 cm diameter, which was consistent with infarction (Figure 1).
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Figure 1. The diffuse ischemia in the spleen

Discussion

Spleen infarction may present with different clinical manifestations. It is usually caused by
hematological disorder in patients under 40 years of age, the most common cause is sickle cell
anemia. Patients over the age of 40 typically experienced an embolic event (1). Our case did not
have any discomfort before and she had sudden abdominal pain.

Other causes of splenic infarction include polycythemia vera (2), Gaucher's disease (3),
pancreatitis (4), endocarditis (5) and malignancy (6). Abdominal USG may help in the diagnosis of
splenic infarcts with the formation of a demarcation line at the earliest 24 hours later (7, 8).
Abdominal tomography is well-delimited, non-contrast, hypodense, with a 75% diagnosis (7, 8, 9).
Our patient did not have any previous disease, and she did not have a history of miscarriage. We
believe thatitis appropriate for the physicians working in the emergency department not to think
of urinary tract infection immediately and to ignore splenic infarction without sudden defense and
rebound in abdominal pain.

Conclusion
Spleen infarction should be kept in mind in patients presenting to with abdominal pain in the
emergency department.
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Diverticulitis: A case report

Abstract

In this case report, we present a patient with left lower quadrant pain who was diagnosed with
diverticulitis and sigmoid colon perforation. Our patient was admitted to our emergency
department with abdominal pain and fever for 3-4 days. Contrast-enhanced abdominal CT showed
multiple millimeter diverticula in the proximal part of the left lower quadrant of the abdomen,
with mild edema of the bowel wall and contamination of the surrounding mesentery. Diverticulitis
should be considered in the differential diagnosis when the left lower quadrant defense and
rebound.

Key words: Left lower quadrant pain, Diverticulitis, Perforation

Introduction

Diverticulums are typically 0.5-1 cm in size, sometimes in a single grain and in giant sizes,
however, they may be in thousands. Inflammation of one or more diverticula is called
diverticulitis. It can be seen in different forms from a well-circumscribed mild condition to a severe
clinical picture accompanied by free perforation and generalized peritonitis. In the case of acute
diverticulitis, there is an increased localized left lower quadrant. In this case report, we present a
patient with left lower quadrant pain who was diagnosed with diverticulitis and sigmoid colon
perforation.

Case Report

Our patient was admitted to our emergency department with abdominal pain and fever for 3-4
days. In the previous history, He had coronary artery disease but no other diseases. Vital signs of
the patient were pulse: 90 / min, respiratory rate: 22/ min, blood pressure: 115/97 mmHg.
Physical examination revealed decreased breathing sounds on the right basal, in cardiac
examination was not murmur, widespread tenderness in the abdomen, left lower quadrant
defense and rebound were positive, costovertebral angle sensitivity (cvah) was negative.
Laboratory values: wbc 26.400, hb 13.9, plt 241,000, inr 1.21, crp 11. Contrast-enhanced
abdominal CT showed multiple millimeter diverticula in the proximal part of the left lower
quadrant of the abdomen, with mild edema of the bowel wall and contamination of the
surrounding mesentery (sigmoid diverticulitis perforation) (Figure 1). The patient was consulted
to general surgery and operated urgently.
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Figure 1. The multiple millimeter diverticula and sigmoid diverticulitis perforation in contrast-
enhanced abdominal CT

Conclusion
Diverticulitis should be considered in the differential diagnosis when the left lower quadrant
defense and rebound.
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Aim: Carbon monoxide is a molecule that results from incomplete combustion of hydrocarbons.
Carbon monoxide binds to hemoglobin, reduces hemoglobin's oxygen carrying capacity and
causes cellular hypoxia. Carbon monoxide poisoning is an important cause of mortality and
morbidity associated with poisoning all over the world. Poisoning in our country is mostly caused
by stoves. Clinical findings may vary depending on the severity of poisoning. In this article, a case
of carbon monoxide poisoning discharged with the diagnosis of vertigo is presented.

Case: A 70-year-old man was admitted to the emergency department with complaints of dizziness,
nausea and vomiting. The patient stated in his story that his complaints had continued for two
days, he had been treated in another hospital the day before and he had come home with relief, he
felt good in the evening but his complaints started again in the morning. He had no previous
similar episode and was being treated for diabetes, hypertension and COPD. His blood pressure
was 95/50 mmHg, pulse rate: 75 / min, respiration rate 16 / min, Fever: 36 °C and SPO2: 95%.
There was not any pathological finding on ECG. Physical examination was normal. The patient's
hemogram and biochemical parameters were within normal limits except that his blood glucose
was 187 mg / dl. No pathological findings were observed on brain tomography and diffusion MRI.
After a while, his wife said that she wanted to be examined for headache and nausea. The patient
was diagnosed with hypertension previously and her blood pressure was 155/65 mmHg.
Anamnesis was deepened when the patient stated that she had been fatigue for two days,
headache and nausea continued since she had woken up in the morning. Upon learning that their
house had a stove and that they burned the stove in the evening, a blood gas test was requested.
FCOHD levels of the patients were determned 29.1% and 27.9%, respectively. Symptoms of the
patients improved with oxygen therapy and they were discharged with recommendations.
Conclusions: Since carbon monoxide is a colorless, odorless, tasteless and non-irritant gas,
poisoning may not be noticed. Diagnosis is difficult in patients with mild symptoms such as
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headache, dizziness and fatigue. Carbonmomonxide intoxication should be considered in the
differential diagnosis if similar complaints exist in other family members of patient.

ORAL PRESENTATIONS 8

Diz burkulma ve gerilmelerinde jones bandaji ve elastik bandaji uygulanmasinin agr1 ve
fonksiyonel sonug¢larinin karsilastirilmasi

*Dr.0gr.Uyesi Tolgahan Kuru

Canakkale On sekiz Mart Tip Fakiiltesi Ortopedi ve Travmatoloji A.D./Canakkale/Tiirkiye

Amag:

Travmatik diz gerilme ve burkulmalarinda uygulanan tedavi ¢ogu zaman kulaktan kulaga
duyulan,iyi dokiimente edilmemis,alisilmis tedavi uygulamalarn ile tedavi edilmektedir(1).Bu
tedavilerden biri olan jones bandaji 1915 yilinda Robert Jones tarafindan tarif edilmistir(2).Daha
sonra Charnley(3) tarafindan daha detayli bir hale getirilen jones bandaji; eklem eflizyonunu
baskilamak , kontrollii ve kisith hareket saglamak icin diz yaralanmalarinda kullanilmaya
baslanmistir.Bandaj yillar icerisinde degisik sekillerde kullanilarak, en son olarak cilt lizerine
pamuk , sargl bezi isleminin 3 kez tekrarlanarak sarilmasi ile sik kullanilan bir hale
gelmistir.(Resim 1) Jones bandaji ve elastik bandaj kullanimi diz burkulma ve gerilmelerinde
kullanilan standart bir tedavi halini almistir.(1) Jones bandajinin maliyeti elastik bandaja gore
daha fazla oldugundan(10 euro civari) ve uygulanisi elastik bandaja gére daha uzun oldugundan(5
ile 20 dk arasi) (1), biz bu iki yontemin etkinligini karsilastirmaya karar verdik.

Yontem:

2018-2019 yillar arasinda diz burkulma , ¢carpma, gerilme sebebi ile tarafimiza danisilan , multi
travma olmayan, efiizyon ve hareket kisithiligi olan, fizik muayenede ve x ray goriintiillemede kirik
hat izlenmemis olgularda ; jones bandaji ve elastik bandaji uyguladigimiz hastalari ¢alisamaya
dahil ederken , dizinde konjenital anomalisi olan , travma sonrasi alt ekstremitede kirik goriilen,
steroid veya antikoagiilan tedavi alan hastalar , kilitli dize sahip hastalar , daha 6nceden ayni
dizden opere olmus hastalar ¢calisma dis1 birakilarak kayit altina alindi.Toplamda bu kriterlere
uyan 36 hastanin 18’ ine jones bandaji ve diger 18’ ine sadece elastik bandaj uygulandi.Bu
hastalara islem sonrasi 3 hafta boyunca tek destekle mobilize olmasini ve giin icinde dizine
elevasyon ve buz uygulamasi tavsiye edildi. Hastalar poliklinik kontrollerine ¢agirildi.1. ve 3. hafta
poliklinik kontrollerinde vas skorlarina, diz hareket a¢ikligina, nsaii kullanim miktarina ve hasta
konfor derecelerine bakildi.

Bulgular:

Hastalarin 1. Hafta ve 3. Hafta kontrollerindeki vas skorlamalari arasinda anlaml fark goériilmedi
(P>0.05).Hareket aciklig1 kontrolleri gonyometre kullanilarak yapildi ve her 2 kontrolde de
anlamh fark gorilmedi. (P>0.05).Hasta memnuniyeti icin hastalara kullandiklar1 bandaj
memnuniyeti hakkinda 1-5 arasinda bir skala hazirladik. Skalada 1=cok rahatsiz edici 2=az
rahatsiz edici 3=normal 4=memnun 5=¢ok memnun idi.(1)Kullanim memnuniyeti agisindan her
iki bandaj i¢in anlamh fark saptanmadi. (P>0.05).Hastalar nsaii kullanimi acisindan
karsilastirildiginda her iki grup icin de anlaml fark gorilmedi. (P>0.05).

Sonuc:

Literatilire bakildiginda diz gerilme ve burkulmalarinda bu karsilastirmay1 yapan birkag¢ ¢alisma
bulunmaktadir.(1,4) Calismamiza bakildiginda her iki grupta benzer hareket agikliginda artis ve
benzer agri azalmasi gorilmiistir.Nsaii kullanimi ilk hafta elastik bandaj kullanan hastalarda daha
az gozlikse de 1. Ve 3. hafta kontrollerinde her 2 bandaj kullanan hastalar arasinda anlamh fark
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goriilmemistir.Hasta kullanim memnuniyeti agisindan elastik bandaj kullananlarda ilk hafta
kontroliinde memnuniyet skalas1 yiiksek goziikse de anlaml fark goriilmemistir.Sonu¢ olarak
saglik harcamalar her iilke i¢cin 6nemli hale gelen bu senelerde daha ¢ok malzeme kullanilan ve
maliyeti daha fazla olan jones bandaj1 yerine acilde diz bag yaralanmalarinda sadece elastik bandaj
kullanilmasinin maliyet acisindan ve hasta kullanim a¢isindan daha uygun oldugu kanaatindeyiz.

*Calismamiz herhangi bir proje destegi veya baska bir arastirma destegi almamistir
**Arastirmacinin herhengi bir finansal destegi olmamistir
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The utility of serum microRNA-93 and microRNA-191 levels for determination of injury severity

in adult multiple trauma patients

Ozgur Sogut!, Merve Metiner?
tUniversity of Health Sciences, Haseki Training and Research Hospital, Department of Emergency
Medicine, Istanbul, Turkey

Keywords: Multiple Trauma, injury severity score, miRNA-93, miRNA-191

Introduction: Various scoring systems exist for evaluation of trauma severity and prognosis in multiple
trauma patients. However, these scoring systems inadequately describe injury severity (1). Recent
studies showed the utility of microRNA (miRNA) serum levels as a tool for determining injury severity,

diagnosis and prognosis in head trauma cases (2-4). However, the applicability of these markers to

5th International Emergency & Family Medicine Congress, Concorde Luxury Resort, TRNC
25



multiple trauma cases remains unknown. To date, there have been no studies investigated serum

microRNAs in patients with multiple trauma.

The current study aims to (a) determine the expression levels of miRNA-93 and miRNA-191 in
the serum of adult patients with multiple trauma, (b) correlate Injury Severity Score (ISS) and Revised

Trauma Score (RTS) values with serum miRNA-93 and miRNA-191 levels in these patients,

Methods: Fifty consecutive adult patients with multiple trauma and sixty age- and sex-matched controls
were enrolled in a randomized controlled prospective study. The patients were divided into two groups:
ISS > 16 (group 1, major trauma) and ISS < 16 (group 2, minor trauma). The miR-93 and miR-191
serum levels were assessed in injured patients and healthy controls using quantitative real-time reverse
transcription-PCR. We next evaluated whether miRNAs were differentially expressed between major
and minor trauma patients, and determined their utility in assessments of multiple trauma injury, severity

and prognosis.

Results: Mean serum miR93 and miR191 levels were significantly elevated in the patients compared to
the controls (p<0.001, Table 1). In addition, the mean serum miRNA-93 and miRNA-191 levels of
patients with ISS > 16 were upregulated compared to patients with ISS < 16, although the difference
was not statistically significant. Serum miRNA-93 levels and ISS values were not significantly
correlated in patients with multiple trauma (rho = -0.207, p = 0.149; Table 2). In contrast, there was a
significant correlation between serum miRNA-191 levels and ISS values (rho = -0.320, p = 0.023).
Regarding the severity of trauma, no optimal cut-off value for the serum miRNA-93 level was detected.
Conversely, an optimal cut-off was established for the serum miRNA-191 level; values below 1.94
indicated severe trauma (AUC: 0,668 [0.511- 0.826]; 65.6% sensitivity, 77.8% specificity; Figure 1).

Table 1. Comparison of age, gender, and serum quantities of mMiRNA-93 and miRNA-191 between the

patient and control groups.

Patient Group Control Group

5th International Emergency & Family Medicine Congress, Concorde Luxury Resort, TRNC
26



Mean + SD Min-Max Mean + SD Min-Max p Value*

Age 3422 +£13.53 18-64 3597 £10.74 19-65 0.171

Gender  Male 42 (84%) 52 (86.7%) 0.449
Female 8 (16%) 8 (13.3%)

miRNA-93 3.23+2.39 1.71-10.83 6.04 +2.43 -1.91-9.07 <0.001

miRNA-191 2.53+2.32 0.04-9.33 3.56 +£2.62 -3.09-9.29 <0.001

Note: Data are expressed in numbers, percentages, mean + standard deviation (SD), and minimum and
maximum values.

*The Mann-Whitney U test was used to compare the age and gender distribution between groups, and
Student's t-test was used to compare serum miR-93 and miR-191 levels between groups.

Table 2. Comparison of age, gender, and serum quantities of mMiRNA-93 and miRNA-191 between
patients with ISS <16 and ISS >16 groups.

ISS<16 ISS>16
Mean + SD Mean + SD p Value*
Age 33.28 £12.55 35.89 £ 15.35 0.578
Gender Male 26 (81.3%) 16 (88.9%) 0.391
Female 6 (18.8%) 2 (11.1%)
mMiRNA-93 6.40 £2.50 5.41+2.21 0.169
mMiRNA-191 2.95+2.48 1.78 £ 1.84 0.087

Note: Data are expressed in numbers, percentages, mean + standard deviation (SD), and minimum and
maximum values.

*The Mann-Whitney U test was used to compare the age and gender distribution between groups, and
Student's t-test was used to compare serum miR-93 and miR-191 levels between ISS <16 and ISS >16
groups.

Figure 1. The sensitivity and specificity of serum miRNA-191 levels in determining the severity of
trauma according to ISS (AUC, 0.668; CI, 0.511-0.826).
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Discussion and Conclusion: MiRNAs are important posttranscriptional regulators of complementary
MRNA targets and have been implicated in the pathophysiology of traumatic brain injury (TBI) (5).
Clinical and experimental studies have identified miRNAs in serum/plasma (e.g., miR-425-p, -21, -93,

-191 and -499) with utility as biomarkers for the

diagnosis, prognosis, and severity assessment of TBI (5-7). Here we present the first clinical trial to
investigate whether serum levels of miRNA-93 and miRNA-191 predict trauma severity in multiple
trauma patients. Our results show that miRNA-191 and miRNA-93 levels are significantly upregulated

in multiple trauma patients compared to controls.

In addition, a significant negative correlation was found between serum miRNA-191 and ISS values.
The optimal serum miRNA-191 cut-off value for determining severe trauma was 1.94. The present study
indicate that the level of miRNA-191, but not miRNA-93, is a useful biomarker of severe trauma in
patients with multiple trauma. Therefore, we recommend the miRNA-191 level and ISS as novel indices

of trauma severity in patients with multiple trauma.
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Introduction: According to the 2010 American Heart Association (AHA) guidelines, chest
compressions are considered the main component of cardiopulmonary resuscitation (CPR) (1). The 2015
CPR guidelines of the European Resuscitation Council (ERC) and AHA emphasize that the depth of
chest compressions should be 5-6 cm. However, iatrogenic injuries caused by chest compressions
remain controversial (2,3). Thoracic diameters vary between countries, and whether the depth of chest
compressions should be adjusted depending on the size of the chest considering the physical differences
between individuals is controversial (4). Thus, we investigated the relationship between thoracic
diameters and CPR-related thoracic injury in patients who suffered out-of-hospital cardiac arrest
(OHCA) and had return of spontaneous circulation (ROSC) after CPR under the recommendations of
the current 2015 AHA and ERC guidelines updated for CPR.

Methods: A total of 127 consecutive out-of-hospital cardiac arrest cases (OHCA; 53 females and 74
males age 20-86 years) with a return of spontaneous circulation (ROSC) after CPR were included in the
study. The anterior—posterior diameter (APD), skin-to-skin anteroposterior diameter (SSAD), and
transverse diameter (TD) of each patient’s chest were measured. Patients were divided into two groups
based on the presence or absence of CPR-related chest wall injuries (e.g., rib fracture, costochondral
separation, pulmonary contusion, sternum fracture, pneumothorax, and hemothorax). The thoracic
diameters (e.g., APD, SSAD, and TD) were compared between the groups.

Results: The thoracic injuries associated with CPR were rib fractures in 89 (71.1%) patients, pulmonary
contusion in 65 (51.2%), sternal fracture in 25 (19.7%), pneumothorax in 20 (15.7%), and hemothorax
in 21 (16.5%; Table 1). Patients with a rib fracture had lower mean APD and SSAD values (APD: 124.65
+ 18.60 mm vs. 127.72 +£22.08 mm; SAPD: 231.46 + 24.61 mm vs. 235.38 £ 22.65 mm) than patients
with no rib fracture. Similarly, patients who had costochondral separation had lower APD and SSAD
values (APD: 120.37 £20.62 mm vs. 126.16 = 19.56 mm; SSAD: 225.45 +24.64 mm vs. 233.45 +23.92

mm) than patients with no costochondral separation. However, we did not observe any significant
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changes in the patient groups with and without CPR-related chest wall injuries with respect to APD,
SSAD, or TD (Table 2).

Table 1. Distribution of thoracic injuries associated with CPR in patients.

Thoracic injuries n (%)

Rib fracture 89 (71.1)
Sternum fracture 25 (19.7)
Scapula fracture 1(0.8)
Costochondral separation 13 (10.2)
Pneumothorax 20 (15.7)
Hemothorax 21 (16.5)
Pulmonary contusion 65 (51.2)

Subcutaneous emphysema 3(24)
Pneumomediastinum 2 (1.6)

Note: Data are percentages (%) or n.

Abbreviations: CPR, cardiopulmonary resuscitation.

Table 2. Comparison of thoracic diameters (APD, SSAD, and TD) between patient groups with and without chest wall

injuries.
Chest wall injury Diameter Mean = SD P
Rib fracture APD 124.65+18.60 0.456
SSAPD 231.46+24.61 0.982
TD 251.26+25.82 0.388
No Rib fracture APD 127.72+£22,08
SSAPD 235.38422,65
TD 251.36+20,39
Sternum fracture APD 125.74+19.55 0.960
SSAPD 232.324+24.27 0.078
TD 259.14+24 .21 0.942
No Sternum fracture APD 125.52+19.80
SSAPD 232.714£24.08
TD 249.37+23.98
Costochondral separation APD 120.37£20.62 0,351
SSAPD 225.45+24.64 0.284
TD 252.37+13.25 0.785
No Costochondral separation APD 126.16£19.56
SSAPD 233.454+23.92
TD 233.454+23.92
Pneumothorax APD 123.72+20.18 0.657
SSAPD 228.87+24.33 0.457
TD 257.07+18.65 0.164
No pneumothorax APD 125.91+19.65
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SSAPD 233.34+24.01

TD 250.21+25.08

Haemothorax APD 125.37£19.16 0.959
SSAPD 233.00 £24.02 0.914
TD 251.90+19.16 0.440

No haemothorax APD 125.61£19.86
SSAPD 232.56+24.13
TD 251.17£25.21

Pulmonary contusion APD 124.31+18.51 0.464
SSAPD 231.00 £23.35 0.434
TD 254.53+20,08 0.127

No pulmonary contusion APD 126.89 + 20,88
SSAPD 234.35+24.78
TD 247.90 £27.71

Abbreviations: APD, anterior—posterior diameter; SSAD, skin-to-skin anterior—posterior diameter;
TD, transverse diameter.

Discussion and Conclusion: This is the first clinical study to investigate the impact of thoracic
diameters, including APD, SSAD, and TD values, for predicting chest wall injuries associated with CPR
in ROSC-provided OHCA cases. In a study that evaluated CPR-related injuries between 2005 and 2010,
the APD values of patients in a severe injury group were 10 mm smaller than those with non-severe
injuries.

That study indicated that a compression depth minimum of 50 mm without an upper limit should not be
recommended for individuals of Japanese descent who are physically smaller than those of European
origin (4). The current study demonstrated that patients who underwent CPR and suffered rib fractures
or costochondral separation had smaller APD and SSAD values than those with no rib fractures or
costochondral separation. However, a cardiac compression depth of 5-6 cm did not cause CPR-related
thoracic injuries in adult patients with smaller thoracic diameters.

Consequently, the iatrogenic thoracic injuries caused by CPR administered according to the ERC CPR
guidelines were independent of thoracic APD, SSAD, and TD values.

Keywords: Cardiopulmonary resuscitation, thoracic diameters, thoracic injuries
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Bir klasik ama oéliimciil olabilen hastalik: fournier gangreni

Biisra Bahcgeci, Baris Onur Sargin, Emin Uysal
Saghk Bilimleri Universitesi Bagcilar Egitim Ve Arastirma Hastanesi, Acil Tip Klinigi, istanbul,
Tirkiye

Giris:

Fournier gangreni genital, perineal, perianal boélgenin anaerop ve aerop bakterilerden kaynaklj,
nadir goriilen ve hizli ilerleyen nekrotizan fasiitidir (1). Hastaligin mortalitesi oldukg¢a ytlksektir
ancak erken tani ve agresif tedavi ile iyi sonuclar alabilmek mimkiindiir. Hastalik daha ¢ok
erkeklerde goriilmek ile birlikte kadinlarda da bildirilmistir. Hastalarin ¢cogunda altta yatan konak
direncini bozan bir hastalik vardir (DM, alkolizim, imminstpresif ila¢ kullanimi1 gibi). Fournier
gangreni icin risk olusturabilecek vakalar rektal abse, kolon divertikiiliti, erizipel, perianal fistiil,
skrotal bolge travmasi, lirogenital cerrahi olarak siralanabilir (2). Biz 42 yasinda erkek, alkolizim
oykiisi olan fournier gangreni vakasini sunduk.

Olgu:

En son 3 giin 6nce komsular: tarafindan eve girdigi goriilen, evinden kotii kokular gelmesi iizerine
komsular: tarafindan 112 ekiplerine haber verilmesi sonucu acil servise getirilen hastanin genel
durumu koti bilinci konfiize GKS:11, solunumu takipneikti. Hastanin atesi 39,3°C, 02 saturasyonu
%90, kalp atim hiz1:138/dk, tansiyon arteriyal: 90/60 mm/Hg olarak o6l¢tildii. Hastanin fizik
muayenesinde skrotal, perineal ve perianal bdlgesini iceren inguinal bdlgeden batina dogru
yayilan hiperemik, 6demli yer yer nekrotizan dokular igceren ve palpasyonla krepitasyon alinan
yaygin nekrotizan fasiiti mevcuttu (Figiir 1). Hasta hemen acil resiisitasyon odasinda yakin takip
ve monitorizasyona alindi. Oksijen maskesi ile 5ml/dk O2 destegi ile baslandi. Agresif sivi tedavisi
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olarak serum fizyolojik 20 ml/kg ve genis spektrumlu antibiyoterapi (seftriakson 2 gr flakon iV,
metronidazol 500 mg/100 ml medifleks IV ve gentamisin 160 mg ampul IV) baslandi. Hastanin
kan tahlillerinde ise Wbc:22.000/mm3, CRP: 242 mg/L, Ure:132 mg/dl, Kreatinin:2.2 mg/d],
arteriyal kan gazi Ph:7.02, laktat:16 mmol/L’idi. Cekilen kontrastsiz abdominal ve pelvik CT
gorlintiisiinde skrotal, perineal, perianal, inguinal bélgelerde ve batin alt kadranlarinda cilt alt1
amfizematoz goriintiiler tespit edildi (Figiir 2). Uroloji, genel cerrahi ve anestezi konsiiltasyonu
istendi. Hasta genel cerrahi ve iiroloji boliimleri tarafindan agresif doku debridmani yapilmak
amaciyla operasyona alindi. Hastanin operasyon sonrasi anestezi ve reanimasyon yogun bakimina
yatis1 gerceklestirildi. Hasta yogun tibbi destek ve tedaviye ragmen yatisinin yedinci giiniinde
exitus oldu.

Tartisma:

Fournier gangreni nadir goriilen bir hastaliktir. Tipik olarak genitoiiriner ve anorektal bélgenin
polimikrobiyal enfeksiyonu sonrasi vaskiiler nekroz gelismesi ve bunun ardindan lokalize
iskemiye bagl olarak bakteriyel enfeksiyonun daha da ilerlemesi sonucu ortaya ¢ikar. Erkeklerde
daha sik gorulir (3). Nekrotizan fasiitler mikroorganizmalarinin tipine gore ti¢ alt gruba ayrilir;
Tip 1 polimikrobiyaldir, anaerop ve aerop bakterilerden olusur. Tip 2 genellikle streptokok veya
stafilokoklardan olusur. Tip 3 ise vibrio suslarindan olusur (5). Fournier gangreni sinsi ve ¢ok hizl
ilerleyen bir hastaliktir. Hastamizin komsularinin ti¢ giin 6ncesine kadar hastayr ayakta eve
girdigini gordiiklerini ifadesini baz alirsak hastamizin ¢ok kisa bir siire i¢cinde genel durumunun
ciddi 6l¢tide bozuldugunu soyleyebiliriz. Fournier gangreni icin imminsiiprese durumlarda ciddi
risk olusturur. Fournier gangrenin mortalitesi son yillarda ciddi diisiis gostermistir (% 50’lerden
% 10’lara gerilemistir) (1). Bu durumun gerekgesi olarak erken agresif cerrahi debridman,
intravenoz antibiyoterapi, ve yogun bakim tekniklerindeki gelismeler gosterilebilir (4). Ancak
fournier gangreni mortalitesi olan bir hastalik olup, hastamiza vakit kaybedilmeden cerrahi
operasyon yapilmasina ve yogun bakim kosullarinda takip edilmesine ragmen exitus olmustur.

Sonug:

Fornier gangreni ¢ok hizl ilerleyen ve mortalitesi ylksek bir hastaliktir. Tanis1 klinik siiphe
sonucu konulur. Agresif erken cerrahi debridman, antibiyoterapi ve destekleyici tedaviler ile hasta
kurtarilabilir. Ozellikle DM ve alkolizim gibi immiinsiiprese durumlarin varhginda daha dikkatli
olunmali ve klinik stiphe 6n planda tutulmalidir.

Anahtar Kelimeler: Acil servis, Fournier gangreni, Mortalite

Kaynaklar:

1. Ghodoussipour SB, Gould D, Lifton J, Badash I, Krug A, Miranda G, Loh-Doyle J, Carey J,
Djaladat H, Doumanian L, Ginsberg D. Surviving Fournier's gangrene: Multivariable analysis and a
novel scoring system to predict length of stay. J Plast Reconstr Aesthet Surg. 2018 May;71(5):712-8.

2. Laucks SS 2nd: Fournier’s gangrene, Surg Clin North Am 1994;74(6):1339-52.

3. Althunayyan S, Karamitosos E. Fournier's gangrene in an obese female in third trimester of
pregnancy. Saudi Med J. 2018 Apr;39(4):415-8.

4, Sugihara T, Yasunaga H, Horiguchi H, Fujimura T, Ohe K, Matsuda S, Fushimi K, Homma Y.
Impact of surgical intervention timing on the case fatality rate for Fournier's gangrene: an analysis of
379 cases. BJU Int. 2012.

5. Taylor GM, Hess DV. Fournier gangrene: a rare case of necrotizing fasciitis of the entire right
hemi-pelvis in a diabetic female. Oxf Med Case Reports. 2018.

5th International Emergency & Family Medicine Congress, Concorde Luxury Resort, TRNC
34



Nekrotizan
dokular

Figur 2.

Perineal ve scrotal bolgede
subkutandz amfizem ve
nekrotizan gdrliniim

ORAL PRESENTATIONS 12

A Novel Electrocardiographic Sign of Proximal LAD occlusion: De Winter Syndrome

Tuba Betiil Umit?, Ozgur Sogutl, Sunay Yildirim?!
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tUniversity of Health Sciences, Haseki Training and Research Hospital, Department of Emergency

Medicine, Istanbul, Turkey

Introduction: Patients with de Winter syndrome, also termed anterior ST-segment elevation myocardial
infarction (STEMI)-equivalent, represent 2% of all patients with acute anterior myocardial infarctions
admitted to emergency departments (EDs) (1). The characteristic electrocardiogram (ECG) pattern
include an upsloping ST-segment depression > 1 mm at the J point in the precordial leads; tall,
prominent, and symmetrically peaked T waves with no classic ST-segment elevation in the precordial
leads; and slight ST-segment elevation (0.5 - 2 mm) in the aVR lead (2,3).

Here, we report a rare case of a novel, typical, STEMI-equivalent ECG pattern without obvious ST-
segment elevation in a 44-year-old male who presented to our ED with substantial chest pain and a large,
acute, transmural anterior myocardial infarction caused by acute occlusion of the left anterior descending
(LAD) coronary artery.

Case: A 44-year-old male with a history of heavy smoking and hypercholesterolemia presented to our
ED with compressive chest pain 2 days in duration. On physical examination, he was conscious but
extremely anxious. His blood pressure was 140/90 mm Hg, his pulse rate was 80 beats/ min, his
respiratory rate was 18 breaths/min, and his pulse oximetry reading is SpO2 98% on room air. The 12-
lead ECG obtained at admission revealed significant ST-segment depression (> 1 mm) at the J point in
leads V3-V6, with tall, positively symmetrical T waves. ST-segment elevation (2 mm) was evident in
the aVR lead (Figurel). Such an electrocardiographic profile indicated that the patient had de Winter
syndrome, an anterior STEMI-equivalent associated with acute occlusion of the LAD coronary artery
and no ST-segment elevation in the precordial leads of the 12-lead ECG. Dual antiplatelet therapy with
aspirin and a direct-acting P2Y12 receptor inhibitor (tikagrelor) was commenced in the ED. Urgent,
diagnostic coronary angiography revealed total occlusion of the middle of the LAD coronary artery

(Figure 2). Percutaneous coronary intervention (PCI) was performed and a 3.0 x 26 mm drug-eluting
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stent was placed, this was successful; arterial blood flow was re-established (Figure 3). After successful
reperfusion, the ECG pattern had returned to normal (Fig. 4. As no complication developed in hospital,
the patient was discharged free of angina 4 days later. We scheduled smoking-cessation and lifestyle
counseling.

Figure 1. The 12-lead electrocardiogram (ECG) taken at the time of admission to the emergency
department revealed upsloping ST-segment depression at the J point in leads VV2-V6, with prominent T
waves and ST-segment elevation evident in the aVR lead.

Figure 2. Left coronary angiogram showing a 100% mid LAD coronary artery occlusion (arrow).
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Figure 3. After successful PCI of mid LAD coronary artery, the bloodstream in the artery was re-

established (arrow).

Figure 4. An ECG taken after stent placement, showing complete resolution of the ST-T waves.

5th International Emergency & Family Medicine Congress, Concorde Luxury Resort, TRNC
38



Conclusions: Patients with de Winter have a critical obstruction in the LAD coronary artery, causing
extensive anterior- wall myocardial infarction. Early recognition of the ECG pattern is of vital
importance; such patients must be triaged for emergency reperfusion therapy combined with PCI in order
to improve the clinical outcomes of these patients.

Keywords: De Winter syndrome; ECG pattern, STEMI-equivalent; Left anterior descending, coronary
artery. Reperfusion therapy
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Prognostic utility of CURB-65 and E-CURB-65 scoring systems in Healthcare Associated
Pneumonia patients: short and long-term mortality

Erdem Kurt?!, Rohat Ak?

1. Kahta Public Hospital, Emergency Room, Adiyaman, Turkey

2. Kartal Dr. Liitfi Kirdar Education and Research Hospital, Department of Emergency Medicine,
Istanbul, Turkey

Background/Aims: The aim of our study is to evaluate whether CURB-65 or expanded-CURB-65
score can be used in Healthcare Associated Pneumonia (HCAP) and subgroups of HCAP patients
at the same efficiency. Thirty and 90-day mortality rates of the patients and predictive values of
CURB-65 and E-CURB-65 scores were compared.

Material and Methods: This is a retrospective study in patients who presented to Emergency
Department between January 2015 to January 2016. All patient charts above 18 years of age were
evaluated according to ATS/IDSA pneumonia diagnostic criteria and pneumonia diagnoses were
confirmed.

Results: 167 pneumonia patients (27.8%) of all pneumonia cases were grouped as HCAP and 433
(54.4%) were grouped as community-acquired pneumonia (CAP). 43% (N=72) of HCAP patients
were classified as nursing home associated pneumonia (NHAP) and 57% (N=95) were classified
as HCAP(except NHAP) group. NHAP patients were older than the other groups. HCAP (except
NHAP) group had somehow more comorbid diseases when compared with the other groups.
However, NHAP group had more unstable vital signs and confusion rates. Hospital and ICU
admissions, 30-90-day mortality rates were all significantly higher in NHAP group.E-CURB-65 was
found to have better predictive values than CURB-65 for 30-day and 90-day mortalities overall.
Conclusion: According to our results, commonly used scoring systems, CURB 65 and E-CURB 65,
are not suitable for HCAP, NHAP and HCAP (except NHAP) patients. NHAP patients have significant
worse prognosis compared with CAP and HCAP (except NHAP) in terms of admission to intensive
care and 30 and 90-day mortality rates.

Keywords: HCAP, NHAP, E-CURB 65, pneumonia
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27 years old male patient with ST elevation MI

Semih Eriten?, Siikrii Giirbiiz2

1- Malatya Egitim ve Arastirma hastanesi

2- Inénii Universitesi Acil Tip Anabilimdal

The acute coronary syndrome (ACS) refers to any clinical symptom group that is compatible with
acute myocardial ischemia and encompasses a clinical spectrum ranging from unstable angina
(USAP) and non ST segment elevation myocardial infarction (NSTEMI) to ST segment elevation
(1a). In Europe, more than one million patients are admitted to a hospital each year for acute
coronary syndrome (ACS). ACS Unstable angina (USAP) is in the form of myocardial infarction
(NSTMI) without ST segment elevation (STEMI) or ST elevation on electrocardiogram (ECG). It

5th International Emergency & Family Medicine Congress, Concorde Luxury Resort, TRNC
40



usually involves thrombotic occlusion and there is a complete occlusion of the coronary artery and
urgent intervention is required. Without ST segment elevation (NSTE), it represents
approximately 70% of cases. These patients are more difficult to diagnose than STEMIs. In our
case, this article was written to emphasize that care should be taken not to overlook the patient
presenting with atypical symptoms.

A 27-year-old male patient presented to the district state hospital with fever, sore throat,
weakness, malaise, and muscle pain one week ago. arterial blood pressure was 100/80 mmHg and
fever was 38.7 degrees. In the district, the patient was diagnosed with acute pharyngitis. The
patient was treated with 500 cc saline and oxamen. When the patient was relaxed, augmentin 1 g
and parol tablets were prescribed and discharged.

The patient's complaints did not regress and he was admitted to the emergency department of our
hospital for 1 week. The patient presented to our emergency department with pain, weakness and
pressure in the chest, and arterial blood pressure was 110/80 mmHg and 38.3 degrees fever. ST
segment elevation of leads V1-V6 was present on electrocardiogram. Cardiology consultation was
requested immediately and the patient was admitted to coronary intensive care unit. The patient
was transferred to the coronary angiography unit without losing time and treated.

STEMI refers to acute coronary syndrome associated with biological markers of myocardial injury
accompanied by or after ST elevations in the ECG. The most common symptom is chest pain.
However, atypical patients may also present and delay the diagnosis and treatment.
Electrocardiogram (ECG) changes are of great importance in the diagnosis of STEMI. Most patients
present with typical ischemic type chest discomfort accompanied by ST segment elevationina 12-
lead ECG, often associated with ST segment depression in other leads. Elevated heart biomarkers
confirm the diagnosis of STEMI. Troponin measurements are preferred over other biomarkers due
to their superior sensitivity and specificity; However, the decision to administer reperfusion
therapy should not wait for the results of cardiac enzyme assays due to the urgent need to initiate
such treatment. In addition, echocardiography can be a useful tool to rule out acute STEMI by
showing absence of local wall motion abnormalities. In our patient, the absence of typical chest
pain or all the body pains and infection symptoms of the patient caused masking of this chest pain
was delayed diagnosis and treatment. However, STEMI was diagnosed due to ST segment
elevations on electrocardiogram and elevated blood troponin levels.Treatment is also important
and life-saving antithrombotic and interventional therapies. However, younger patients have
better results than older patients, and male patients have better results than female patients. Many
studies have found that women have a higher mortality rate than men following acute myocardial
infarction.

In the study conducted by Puymirat E et al, Early diagnosis and treatment methods have
decreased the mortality rate of STEMI and NSTEMI patients after acute myocardial infarction in
the last 20 years. Mortality rates continue to decrease in STEMI patients until 2015, while
mortality in NSTEMI patients has been stable since 2010.
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CARDIAC PACEMAKER INFECTION

Dr. Elif Celikel, MD, Ankara City Hospital Emergency Clinic

Dr. Ahmet Burak Erdem( SPEAKER), MD, Ankara City Hospital Emergency Clinic
Dr.Afsin Emre Kayipmaz ,MD, Ankara City Hospital Emergency Clinic

Introduction: In recent years, due to cardiac pathologies on the, using cardiac pace has increased
with technology. There is a risk of infection in this material, which is foreign to the body.
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Aim: Cardiac pace infections can be resolved with rapid diagnosis and appropriate treatment.
However, in late cases, mortality can be high as in our case. In patients with cardiac pacing, the
possibility of infection should be considered and urgent procedures should be performed.

Ninety-four years old patient with known coronary artery disease, congestive heart failure (CHF),
hypertension and atrioventricular complete block; therefore a cardiac pacemaker implanted 6
years ago was admitted to the emergency department. The patient's main complaint was swelling
of the pacemaker for the last 15 days.

Her vital signs were stable and her general systemic examination was normal. There was a soft
palpable nodular mass of approximately 15x10 cm in the area of the battery pocket in the left
pectoral region (Picture 1). In addition, local hyperemia and temperature increase were detected
in the skin. Superficial tissue ultrasonography revealed findings consistent with the collection, and
these findings were interpreted in favor of abscess at the pace site.

The patient was hospitalized. After the necessary tests, the pace maker was removed. The patient
did not develop any complications during the procedure. Aspiration pneumonia developed during
her follow-up in the intensive care unit and her general condition gradually deteriorated.

Cardiac pace maker pocket infection is seen in 2-8% of cases. Localized erythema, edema, pain,
separation and discharge at the skin site may occur. These patients should be screened for
infection and evaluated by echocardiography within 24 hours. Valve / lead vegetation, leakage,
abscess, left ventricular function, pulmonary artery pressure and pericardial effusion should be
evaluated. (1) Our patient also had minimal pericardial effusion.

Risk factors for infection include young age, male sex, diabetes, chronic renal failure, device
infection history, CHF, chronic obstructive pulmonary disease, procedure and device-related
factors (2).

Result :Pace maker infection is a high mortality. The device should be removed, pace-worn (if
necessary on the other side of the body) and appropriate antibiotherapy should be initiated after
the necessary cultures have been taken (3).

Key words: Cardiac, Pacemaker, Infection
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SPONTANEOUS URETERAL RUPTURE

Dr. Elif Celikel, MD, Ankara City Hospital Emergency Clinic
Dr. Ahmet Burak Erdem( SPEAKER), MD, Ankara City Hospital Emergency Clinic
Dr.Afsin Emre Kayipmaz ,MD, Ankara City Hospital Emergency Clinic

Introduction: Ureteral rupture due to interventional procedures (such as ureteroscopy, urinary
system stone crushing) can be seen. Spontaneous ureteral rupture is sometimes seen. The
underlying pathology should be investigated in these patients.

Aim: It is rarely seen in patients presenting with abdominal pain. It can be a result of the absence
of detection of abdominal pain-acute abdomen is a condition that should be in our minds.

A 73-year-old female patient was admitted to the emergency department with left side pain for 1
week. After the examinations, it is stated that it is a pound stone and alpha-blocker is started.
Abdominal tomography of the patient revealed increased grade 2 hydronephrosis and left kidney
and ureteral stone appearance. There was minimal fluid increase in the left perirenal and
periurethral areas. Spontaneous ureteral rupture was considered. The patient was admitted to our
hospital as the second center. Tomography showed left grade 2 hydronephrosis, dilated left kidney
pelvis, thick pelvis and proximal ureter wall, perirenal left, periurethral minimal fluid and reticular
density increase in the left urinE (picture 1). Anterior perirenal fascia on the left was thick. No
stone was detected in this tomography. The patient was also treated with spontaneous ureteral
rupture and hospitalized by the urology department. A ureteroreroscopy was performed on the
left kidney and a double-j stent was inserted. After 20 days, the patient's stent was removed.
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Renal pelvic rupture may be traumatic, iatrogenic, and may be spontaneous rupture secondary to
obstetric pressure due to ureteral stone or tumor compression (1-2). The most common cause of
non-traumatic ruptures is urinary system stones.

Result: In patients who underwent interventional procedure in the urinary system, rupture may
be considered when abdominal pain and hematuria complaints develop after the procedure. The
patient is admitted to the emergency department with abdominal pain and hematuria without any
interventional procedure. Diagnosis such as spontaneous ureteral rupture may not be considered
in the emergency department crowd and intensity. Spontaneous ureteral rupture should be
considered in patients without sudden risk of side pain, acute abdomen. As in our case, the patient
can come with only side pain without any risk factor.

Key words: Spontaneous, Uretreal, Rupture
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Antibiyotik Tedavisi Altinda Toplumsal Pnomoniye Sekonder Gelisen Plevral
Effiizyonlarda
VATS(Videotorakoskopi)'in Etkinligi

1: Gokeen Sevilgen: Recep Tayyip Erdogan Universitesi Tip Fakiiltesi
Gogiis Cerrahisi Anabilim Dali-Dr. Ogretim Uyesi-RIZE
2: Kerim Tiiliice: Recep Tayyip Erdogan Universitesi Tip Fakiiltesi
Gogiis Cerrahisi Anabilim Dali- Dr. Ogretim Uyesi-RIZE,
3: Ciineyt Ardic: Recep Tayyip Erdogan Universitesi Tip Fakiiltesi
Aile Hekimligi Anabilim Dali-Dogent Dr.-RIZE

Amag:

Pnomoniye bagl plevral efflizyon tedavisinde minimal invazif bir yaklasim olarak
videotorakoskopi(VATS)’ nin etkinligi kanitlanmistir. Bu ¢alismada multilokiile-septali komplike
parapnémonik plevral effiizyon ve ampiyem tedavisinde VATS delokiilasyon ve parsiyel
dekortikasyon sonuc¢larimizi yayinladik.

Yontem:

2016-2018 yillan arasinda antibiotik tedavisi altinda pnémoniye bagh gesilen komplike plevral
efflizyon tanist konan, toraks ultrasonografide(USG) erken donemde plevral effiizyon ve
beraberinde plevral septasyon ve multilokiilasyon tespit edilen 51 hastaya VATS delokiilasyon,
poslarin birlestirilmesi ve parsiyel dekortikasyon ameliyatlar1 gerceklestirildi. Hastalar
retrospektif olarak incelendi.

Bulgular:

Hastalarin ortalama yasi 54.21(17-80), 40 erkek ve 11 bayan hastaydi(N=51). Hastalarin
demografik o6zellikleri, komorbiditeleri, klinik 6zellikleri Tablo 1’ de belirtildi. Tiim hastalara
toraks ultrasonografi(USG) esliginde torasentez ile ampiyem ve/veya komplike parapnémonik
plevral effiizyon tanisi konuldu. Hastalar uzun siiredir genis spektrumlu antibiyotik tedavi
altindaydilar, cerrahi 6ncesi kullanim stireleri kayit edildi. Toraks bilgisayarli tomografi(Resim)
ile uyumlu olarak toraks USG’ de plevral effiizyon ve multilokiilasyon, septasyon goriilmesi
lizerine videotorakoskopi(VATS) ile delokiilasyon, parsiyel dekortikasyon yapildi, 14 hastada
ikinci bir port agildi, 38 hastaya (%73) ise uniportal-VATS(U-VATS) yapildi. Major komplikasyon
gorilmedi. VATS sonrasi torakotomi ile total dekortikasyon yapilan 1 hasta oldu.(%1,9), hastane
yatis sliresi ortalama 13.23 giin olarak hesaplandi. Klinik ve radyolojik diizelme tiim hastalarda
saglandu.

Sonug:

Pnomoni, tiim diinyada hekim basvurularinin, tedavi giderlerinin, is-okul giinii kayiplarinin ve
Olimlerin 6nemli bir kismindan sorumludur ve yiiksek mortalite ve morbiditeye sahiptir.
Ulkemizde alt solunum yolu infeksiyonlar1 goriilme siklig1 %4,2 ve mortalite orani ile 5. sirada yer
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almaktadir. Tedavide gecikmenin morbidite ve mortaliteyi artirdigi bilinmekte, baslangicta
uygunsuz antibiyotik secimi kotli prognostik faktor olarak éne ¢ikmaktadir. Toplumsal kaynakl
pnomoni ye sekonder gelisen plevral effiizyon tedavisinde tecriibemize dayanarak 6zelikle toraks
ultrasonografide bilgisayarli tomografi ile de uyumlu tespit edilen plevral effiizyon ve
multilokiilasyon varliginda ve fibrinopiiriilan evrede VATS(Videotorakoskopi) oldukga gilivenilir,
diisiik morbidite ve etkili bir tedavi yontemidir.

Anahtar kelimeler: Parapnémonik plevral effiizyon, Toraks Ultrasonografi, VATS

YAS 54.21( 17-80)
ERKEK 40

BAYAN 11

SIGARA 14 (%27.4)
KOAH 12 (%23.5)
KALP HASTALIGI 6 (%11.7)
ASA -3 26 (%50)
ASA -4 3 (%5.8)
U-VATS(TEK PORT) 38 (%73)
AMELIYAT SURESI(DK) 105.73(ort.)
ENTUBE EDILMEDEN 3
TUBERKULOZ 3
MALIGNITE 3

-

Resim 3: VATS Plevra SoyulmasT(T)ekortikasyon)
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Anaphylactic Shock Due to Non-Ruptured Hydatid Cyst
Akkan Avci, MD (for oral presentation)

Adana City Research and Traning Hospital, Department of Emergency Medicine, Adana, Turkey.

Introduction

Hydatid cyst is a zoonotic parasitic infection caused by Echinococcus granulosus. Although it is
seen in almost all parts of the body, the first and most important location of this parasite is liver
and lung. Anaphylactic shock due to hydatid cyst usually develops as a result of rupture of the cyst.
In this case, anaphylactic shock caused by ruptured cyst which is not mature is presented.

Case Report

A 29-year-old female patient was brought to the emergency department at around 6 am by her
family with ambulance. When she arrived, she was unconscious with GCS: 9, BP: 60 / N, Pulse: 150
/ min, SpO02: 96% and blood sugar:150mg/dl. According to information obtained from the
relatives of the patient, when she woke up, she had redness and itching all over his body, swelling
on his face and foam started to come out of her mouth, then she passed out. She did not have any
known illness or medical history. There was no analgesic or other drug use in the last 24 hours.
Patient was accepted as in anaphylactic shock and a two IV access lines were obtained. 0.9% NaCL
IV of 2000 cc was given as a rapid infusion. 0.3 mg adrenaline IV, 70 mg prednisolone, IV, 50 mg
ranitidine IV, 45 mg phenylramine IV were given. She was sedated with 3 mg midazolam because
of her agitation. ECG was tachycardic in sinus rhythm. B-HCG was 1.5 mIU/mL. Brain computed
tomography was unremarkable. Hydatid cyst was detected in abdominal USG. Agents causing
multitoxicity were searched with Quick Tox. Amphetamine, barbiturate, benzodiazepine, cocaine,
marijuana, methamphetamine, methadone, opiate, oxydone, extasy, tricyclic antidepressant were
searched and all were negative. The patient responded to medical treatment and her vital signs
were BP: 110/67 mmHg, Pulse: 105/bpm. Approximately 3 hours later, patient regained
consciousness, cooperated and oriented. Patient remained stable during observation. She was
consulted with general surgery for a preliminary diagnosis of hydatid rupture. Abdominal
computed tomography was performed and ruptured hydatid cyst was excluded. Echinococcal
specific IgE was studied and the result was 43.8 U / ml (very high positive). The patient was
admitted to the general surgery clinic with the diagnosis of non-ruptured hydatid cyst.
Conclusion

Among the causes of anaphylactic shock, hydatid cyst is one of the reasons that should be
considered in the differential diagnosis. However, according to the literature search we made, we
did not find any case of hydatid cyst causing anaphylactic shock without rupture. Hydatid cyst
without rupture should be kept in mind in anaphylaxis and shock due to anaphylaxis of unknown
cause.
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Simple symptoms and detailed anamnesis; flank pain and Buerger’s Disease
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Introduction

Buerger’s disease or thromboangiitis obliterans is a progressive, nonatherosclerotic, segmental,
inflammatory vasculitis which is strongly associated with heavy use of tobacco. It mainly affects
small and medium arteries of the upper and lower extremities. Therefore, patients with Buerger’s
disease usually admit to family physicians and emergency physicians with limb pain and
claudication. However, the disease can, rarely, involve large central or visceral arteries which can
lead to ischemic organ pain (1).

Acute tubular necrosis (ATN) which is the most common cause of intrinsic renal failure, is a
disease secondary to ischemic or toxic insults. The pattern of renal injury includes renal tubular
cell damage and death. Ischemic ATN is usually caused by hypovolemic and low cardiac output
states. Vascular pathologies, in particular renal arter occlusion, which may lead to ischemia can
also cause ATN (2).

Here, we present a patient with of ATN due to renal artery occlusion caused by Buerger’s disease.
Case Report

A 50-year-old male presented to the emergency department (ED) with abdominal pain, nause and
vomiting for 4 days. He also complained generalized weakness for 2 days. He had only Buerger’s
disease for 10 years in his past medical history, and there was no drug he had been using
chronically. He had undergone an abdominal surgery with bowel resection due to superior
mesenteric occlusion 4 years ago, but he had continued smoking. At presentation, his vital signs
were blood pressure:117/68 mm/Hg, pulse:87 /min, fever:36.7°C, saturation:94%. The physical
examination revealed moderate general status, severe abdominal tenderness in the left upper
quadrant and left costovertebral angle. The other system examinations were normal. The
laboratory results showed; white blood cell count (WBC):25.4x1073/uL, glucose:116 mg/d],
urea:94.9 mg/dl, creatinine:2.76 mg/dl, sodium:138 mmol/L, potassium:3.25 mmol/L,
calcium:8.7 mg/dL. Blood gas parameters were in normal range. Urine sediment contained 7
epithelial cells, 8 WBC and 9 red blood cells (RBC) per field. The other laboratory paratemeters
were within normal limits. Intravenous hidration was started. For the differential diagnosis of
abdominal pain, intravenous contrast enhanced abdominal computed tomography (CT) and
anjiography was obtained. CT angiography revealed that there was a crescentric thrombus with a
thickness of 7 mm in the abdominal aorta at the infrarenal level and the left renal artery appeared
to have occlusion in the distal section. Contrast enhancement in the left renal parenchyma was
generally reduced, suggesting acute tubular necrosis (Figure-1). Urology and internal medicine
consultation was obtained and the patient with Buerger's disease was referred to a hospital with
interventional radiology. It was learned from the records of the hospital he was referred that the
patient’s complaints and abdominal examination findings regressed at the initial examination.
Also, the patient was evaluated by urologist, cardiovascular surgeon and interventional radiologist
there, but he refused to take any procedure and left the hospital without permission.

Discussion

Buerger’s disease was first described in 1908 as a clinicopathologic vascular entity. Today, the
disease is defined as an inflammatory endarteritis that can cause acute vaso-occlusive
consequences. The presence of an immunologic phenomenon leading to vasodysfunction and
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inflammatory thrombi has been one of the proposed mechanisms for Buerger’s disease. Ischemia
caused by these occlusive processes is the main reason for the admission to the EDs and family
physicians. Because the disease usually affects small and medium sized vessels in extremities,
the most common presentation is moderate claudication due to limb ischemia. However, the
disease can, rarely, involve large central or visceral arteries. In the literature, there has been rare
case reports of thrombosis in visceral vessels and kidney infarction associated with Buerger’s
disease (3).

Vasculitis like Buerger’s disease generally cause chronic progressive artery stenosis rather than
acute occlusion in renal arteries. Acute renal occlusion causes flank pain, abdominal pain, fever,
nausea, and vomiting. Gross hematuria, oliguria, or anuria may occur; hypertension is rare. After
24 hours, symptoms and signs of acute kidney injury may develop. Acute occlusions usually
cause renal infarction. Also, ischemic process can cause acute renal tubular injury (4,5).

ATN, is a disease involving the death of epithelial cells in the renal tubules that results from an
acute toxic or ischemic event. Ischemic ATN results when perfusion defect overwhelms the
kidney’s autoregulatory defenses. Several conditions cause ischemic ATN including hypovolemic
states (hemorrhage, gastrointestinal or renal losses, burns, fluid sequestration etc.), low cardiac
output states (heart failure, arrhythmia, pericardial diseases etc.), systemic vasodilation (sepsis,
anaphylaxis etc.) and disseminated intravascular coagulation. Rarely, a vascular pathology
involving renal artery such as renal artery occlusion can be the underlying disease of ATN (2).
Our patient had a history of mesenteric occlusion due to Buerger’s disease, showing the
predisposition to visceral involvement. On the present admission, his main complaint was flank
pain suggested a new large vessel involvement in association with abdomen. After the diagnostic
tests, elevated renal function parameteres, microscopic hematuria and generalized decrease in
contrast enhancement in the parenchyma of the left kidney which suggested ATN were revealed.
There was also left renal artery occlusion as the cause of ATN on CT anjiography. The most likely
cause of the large abdominal vessel occlusion in our patient was considered to be Buerger’s
disease which had caused mesenteric occlusion in our patient previously.

Treatment of renal arter occlusions depends on the cause. Percutaneous transluminal
angioplasty (PTA) plus stent placement or with surgical bypass of the occlusive segment are
treatment options in vasculitic pathologies. Interventional radiology is required for these
patients. Several factors may affect the outcome of treatment, such as ischemia time, collateral
flow, and pre-existing kidney disease.

Conclusion

Renal artery occlusion caused by vasculitis such as Buerger’s disease is a rare and often
misdiagnosed condition. However, it may lead to serious complications including ATN. Physicians
need to consider abdominal organ ischemia due to vessel occlusions in unexplained flank and
abdominal pain, especially in patients with risk factors for vascular pathologies. Therefore,
obtaining a detailed anamnesis about patients’ past medical histories is the key factor for the right
diagnosis.
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Figure-1. Occlusion in the distal section of left renal artery and generally reduced contrast
enhancement in the left renal parenchyma, suggesting acute tubular necrosis
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Introduction

Both acute aorta dissection and ruptured aorta aneurism are prominent causes of death in
cardiovascular diseases. This situation, which threatens life, was recently classified as acute aortic
syndrome. Acute aortic syndromes are defined as an emergency in the clinic and they may be listed
as aorta dissection, intramural hematoma without intimal rupture, penetrant atherosclerotic ulcer
and ruptured or almost ruptured aorta aneurism (1).  The frequency of developing
neurological complications in aortic dissections is reported to be between 2 to 8% (2). Stroke is
more common in dissections involving the proximal aorta, but paraparesis is more common in
distal aortic dissections due to circulatory impairment in the spinal arteries (2). In our study, we
found it worth presenting a case of acute aorta dissection in the ascending aorta that arrived
without chest and/or back pain and atypically with left hemiplegia and syncope and caused
ischemic stroke.
Case

The 70-year-old male patient was referred to our emergency service from an external
center with diagnosis of acute ischemic stroke. The patient had experienced loss of strength on his
left side and had syncope one hour before. He had a history of hypertension. In the examination of
the patient at the external center, his general status was moderate, the Glasgow Coma Scale score
was 10, and the left side of the patient was hemiplegic. After his physical examination, the patient
received computerized brain tomography and diffusion MR imaging with the pre-diagnosis of
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acute stroke. For the patient who had an appearance of acute diffusion restriction in the right
parietal region in the diffusion MRI (Figure-1) and had a chance of thrombolytic treatment,
thrombolytic treatment was planned. However, the general status of the patient was worsened in
this checkup examination, and his GCS score regressed down to 7. This blood pressure decreased
down to 80/60mmHg. The patient was electively intubated and started with positive inotropic
treatment. For the patient with a high score of NIH Stroke Scale, thrombolytic treatment was found
not appropriate, and thus, not provided. The patient was brought to our emergency service in an
intubated position by 112 (emergency services in Turkey). The vital parameters of the patient
were as temperature: 36 °C, pulse: 120/min, BP: 80/50 mmHg and respiratory rate: 16 /min. In
the hemogram of the patient that was obtained at the time, his hemoglobin value was found as
10.4 g/dL, while his biochemical parameters were considered normal. In the ECG of the patient,
sinus tachycardia and troponin values were negative. The poor current condition of the patient
could not be explained by the acute ischemic stroke in the right parietal region. Aorta dissection,
which may progress with clinical signs of stroke, was considered for the patient, and as an
advanced test, dynamic thorax CT angiography was taken. In the dynamic thorax CT angiography
of the patient, aneurism in the ascending aorta, dissection and fluid around the pericardium and
left lung (hemorrhage?) were observed (Figure-2). The echocardiography of the patient revealed
that the fluid around the pericardium caused tamponade. While cardiology and cardiovascular
surgery consultation was being planned for the patient, the patient had cardiac arrest. Active
cardiopulmonary resuscitation was applied for the patient for 45 min. The patient, whose heart
movements did not come back for 45, was accepted as exitus.

Figure-2: Aneurism in the ascending aorta, dissection, fluid around the pericardium and the left
lung (hemorrhage?) in dynamic thorax CT angiography
Discussion
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Cardiovascular system diseases are the most common cause of natural sudden deaths and
are mostly seen in middle and older ages. Acute myocardial infarction and coronary artery disease
are the most common cardiovascular diseases, however, sudden deaths due to aortic dissection
and rupture have been reported less frequently (3).

Aorta dissection is accumulation of blood in the aorta wall with a rupture that occurs in the
aorta intima as a result of high blood pressure and the structural anomalies of the aorta wall (4).
In diagnosis, aortography, magnetic resonance imaging, transthoracic or transesophageal
echocardiography and dynamic computerized tomography are utilized. The diagnosis of aorta
dissection is suspected if measurement of the aorta diameter in ECHO reveals valve anomalies,
detection of intimal flap and real and pseudo lumens with the dissection membrane. There are two
classifications that are used the most frequently for dissection. The DeBakey classification was
divided in to three types (Type-1, 2 and 3) based on the starting point of dissection. The Stanford
classification has two types (Types A and B) based on the involvement of the ascending aorta5.
The most frequent risk factor for aortic dissection is uncontrolled hypertension (65-75% with
history of hypertension). Other risk factors include age, male sex, smoking, previous aortic
diseases or aortic valve disease, direct blunt trauma, family history, history of cardiac surgery and
usage of intravenous drugs (cocaine or amphetamines) (1).

The most typical symptom is the sudden start of severe chest or back pain. The painmay be
sharp, and in the form of tearing or stabbing feelings, and typically different from other reasons
for chest pain. Patients typically visit with complaints of tearing chest and back pain, while they
may visit with atypical clinical pictures wementioned in our cases such as abdominal pain,
syncope, stroke. Sensory loss may also be seen in patients, and this is a neurological symptom
which may extend from falling as leep to deep coma. In studies, neurological complications have
been reported as 17% in Stanford type A and 5% in Stanford type B (5).

In a review where Suzuki et al. examined type B aorta dissection cases, among the 384
cases, there was spinal cord ischemia in 10 (3%) and ischemic peripheral neuropathy in 8 (2%).
It was reported that one patient died in each group (6). In a review where Stewart Collins et al.
examined type A aorta dissection cases, among the 617 cases, there was a neurological
complication in 171 (29%). While there was a history of cardiac surgery in 23 of these cases, there
was none in 148 (7). Stroke especially arises in proximal aorta lesions, while paraplegia emerges
with involvement of spinal arteries in cases with distal lesions (by 2-8%). Cerebral infarction may
be seen in cases of aorta dissection by 5-10% (8). The neurological state is based on the extent of
reduction in blood flow due to brain cerebral circulatory disruption, hypotension or distal
thromboembolism. Other than these, a different picture like mesenteric ischemia is seen in 5% of
both Type A and Type B aortic dissection patients (9). As it is seen here, Aortic dissection may
appear with highly variable clinical pictures. In agreement with the literature, there was also
dissection in the proximal aorta (DeBakey type-2, Stanford type-A) in our patient, which led to
stroke.

In our case, the patient did not have chest and/or back pain. The arrival of the patient with
left hemiplegia and syncope led us to acute ischemic stroke as a pre-diagnosis. However, when the
poor clinical status of the patient could not be explained by acute ischemic stroke, we considered
aorta dissection by a clinical picture of stroke as the pre-diagnosis. As seen here, we may
encounter aorta dissection with several different clinical issues that are impossible to consider at
first.

Conclusion

Keeping dissection in mind is the most important factor in the diagnosis of acute aorta
dissection. The clinical signs of our cases at the time of admission did not include the typical
clinical signs of aorta dissection. The patient did not have chest and/or back pain. This is why
appropriate examinations should be carried out by keeping the diagnosis of aorta dissection in
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mind in patients who visit emergency services with symptoms that are not expected for aorta
dissection such as syncope, altered consciousness, hypotension, atypical abdominal pain and loss
of strength in the extremities.
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Introduction

Abdominal aorta aneurysm (AAA) are degenerative diseases that are seen the most
frequently among aortic pathologies, increase in prevalent with increasing age and usually
develop as a result of atherosclerotic alterations (1,2). They are considered to be a life-threatening
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pathology due to the risk of rupture. The objective in treatment of AAA is to determine the risk of
rupture and reduce rapture-related mortality by intervening before a rapture occurs (3). The
option of endovascular aneurysm repair (EVAR) has emerged as a new treatment option today in
high-risk but anatomically suitable patients (4). We found it worth presenting the case of a patient
who received EVAR treatment after abdominal aorta aneurysm rupture and then discharged with
full recovery.

Case

The 81-year-old male patient visited the emergency service with the complaint of
abdominal pain that started on the previous day. There was coronary artery disease in the history
of the patient. When the anamnesis of the patient was detailed, it was learned that the abdominal
pain of the patient started after his grandchild jumped on his abdomen while they were playing,
and the patient then had syncope. In the physical examination of the patient, the abdomen was
painful and sensitive, while other system examinations revealed natural results. The vital signs of
the patient were as, temperature:36.1°C, heart rate:69/min, BP: 88/52mmHg and respiratory
rate: 20/min. In the hemogram that was taken from the patient, the WBC count was 12.710*9/L,
hemoglobin was 9.5 g/dL, and his biochemical parameters were normal. The follow-up
hemoglobin value of the patient was 8.4 g/dL, and it had a tendency towards decreasing. The ECG
of the patient revealed normal sinus rhythm, and his troponin value was negative. Rectal palpation
was made for the patient who did not have previous history of anemia to check for gastrointestinal
system hemorrhage, and the outcome was assessed to be normal stool. For central pathologies,
brain CT and diffusion MRI were requested for the patient, and the results were assessed to be
normal. Contrasted abdominal CT was requested for the patient who had abdominal pain, and we
observed a saccular aneurysmal dilatation containing a mural thrombus reaching 1.5 cm on the
wall reaching 5.5 cm in the broadest region starting from the infrarenal level and extending up to
the bilateral iliac arteries. Around the described aneurysmal dilatation, on the anterior psoas
muscle on the left, in the retroperitoneal distance and the lower left quadrant of the abdomen
around the mesenteric fatty tissue, it was possible to notice free fluid densities (aneurysm
rupture?) containing dense contents with occasional hyperdense areas (active hemorrhage?)
(Figure-1). Cardiovascular surgery consultation was requested for the patient, and the patient was
hospitalized at the intensive care unit of cardiovascular surgery. The department of cardiovascular
surgery applied EVAR on the patient, and the patient who did not develop any complication as a
result of his follow-ups was discharged with full recovery.

Figure-1: Ruptred aorta aneurysm
Discussion
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Abdominal aorta aneurysms are the most frequently encountered type of aneurysms
among true aneurysms. Thinness of the medial elastin layer in the infrarenal aorta is a
predisposing factor for aneurysm development in this region (5). Ultrasonography is useful in
showing the presence of an aneurysm, but the arterial structure is needed to be completely
revealed after diagnosis. Contrasted tomography is useful in revealing the distribution of the
aneurysm and comorbid anomalies.95% of AAA has infrarenal placement, and there is expansion
in the iliac arteries in 50% (1). The aneurysm in our case was also in the infrarenal region.

AAA is usually seen in the age group of 60 and older. Although AAA are the most frequently
encountered aortic pathology, 1/3 of cases visit hospitals with ruptures (2). Regardless of the
diameter of the aneurysm, the rate of cumulative rupture in five years in all patients is 6-15% (6).
Rupture is a natural outcome of AAA, and it has a high mortality rate in comparison to elective
surgery. Mortality rates that are related to ruptured aneurysms are clearly associated with the
diameter of the aneurysm. The risk of rupture is 1-5% in diameters of 4-5 cm, while this rate
increases up to 10-20% in the diameter range of 6-7 cm. The rupture-related mortality rate in
aneurysms smaller than 5 cm is 5-14%, whereas this rate was reported as 47-53% for those larger
than 5 cm (6). In our case, there was ruptured aorta aneurysm in the infrarenal region.

In treatment of abdominal aorta aneurysm, the life expectancy of the patient and surgery
mortality should be kept in mind on the one hand, while on the other hand, risk factors for
rupturing should be assessed, and a patient-specific treatment plan should be determined.
Research has gained momentum in the last two decades with the help of technological
opportunities, and as a treatment model for AAA patients with anatomic suitability and high risk
of mortality during surgery, EVAR was developed (7,8). Our case was also considered to be
suitable for EVAR, it was applied to the patient, and the patient was discharged with full recovery
without any complications. The significant advantages of endovascular stent graft application are
that it is less invasive than major surgical intervention, had lower blood loss and need for
transfusion, little or no need for mechanical ventilators, decreased intensive care and
hospitalization times and no effect on quality of life (9,10).

Two randomized studies named the United Kingdom Endovascular Aneurysm Repair Trail
(EVAR-1) and DutchRandomizedEndovascularAneurysm Management (DREAM) also showed us
that the early mortality rates in endovascular graft stent treatment were lower in comparison to
those in OAR (open aneurysm repair). In the EVAR-1 and DREAM studies, the mortality rates in
the first 30 days were calculated respectively as 2.1% and 1.2% in the endovascular repair groups
and 6.2% and 4% in the OAR groups. However, in the long-term follow-ups, EVAR lost this
superiority in relation to aneurysm-related mortality rates (11,12).

Conclusion

As a consequence, we should keep aorta aneurysm rupture which may be mortal in mind
for patients who visit emergency services with complaints of abdominal pain. Moreover, these
patients should be assessed in terms of their suitability for EVAR due to its advantages that
includethat it is less invasive than major surgical intervention, had lower blood loss and need for
transfusion, little or no need for mechanical ventilators, decreased intensive care and
hospitalization times and no effect on quality of life.
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Ar1 Sokmasina Bagh Akut Myokard Infarktiisii: Kounis Sendromu
1. Uzm. Dr. Sule YAKAR (Unye Devlet Hastanesi)
2.Uzm. Dr. Necmi BAYKAN (Nevsehir Devlet Hastanesi)
3. Dr. Ogr. Uyesi Bahadir TASLIDERE (Bezmialem Tip Fakiiltesi Hastanesi)

Ari sokmalarina baglilokal ve sistemik reaksiyonlar goriilebilmektedir. Ari sokmasi sonrasi
nadiren goriilen alerjik akut miyokart enfarktiisii; Kounis sendromu olarak tanimlanmistir.
Burada ar1 sokmasi sonrasi acil servise getirilen ve akut miyokart enfarktiisii tanisialan elli-
bes yas bir erkek olgu sunulmustur.Acil servis hekimleri ar1 sokmasina baglh gelisebilen Kounis
sendromunu akilda tutmali; g6gilis agrisi bulunan olgularda elektrokardiyografi cekmeli ve
kardiyak enzim takibini mutlaka yapmalilardir.

Acute Myocardial Infarction Caused by Bee Sting: Kounis Sydrome

Local and systemic reactions due to bee stings can be seen. Allergic acute myocardial infarction
which is rarely seen after bee sting is defined as Kounis syndrome. We reported a case of fifty-five
year old male patient who was admitted to the emergency department after bee sting and
diagnosed as acute myocardial infarction.Emergency department physicians should keep in mind
the Kounis syndrome which may develop due to bee sting; In patients with chest pain,
electrocardiography should be performed and cardiac enzymes should be followed.
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Akill1 telefon ile travma Kkonsiiltasyonu: Asetabulum travmasinin bilgisayar ve akilli telefon
goriintiileri iizerinden degerlendirilmelerinin karsilastirilmasi

1. Dr.0gr.Uyesi Ramadan OZMANEVRA(Bildiriyi sunacak yazar), Girne Universitesi, Ortopedi ve
Travmatoloji AD, Girne/KKTC 2. Dr.Ogr.Uyesi Nihat Demirhan DEMIRKIRAN, Kiitahya Saglik
Bilimleri Universitesi, Ortopedi ve Travmatoloji AD, Kiitahya/TURKIYE

Amac: Kas-iskelet sistemi travmalar1 acil servis bagsvurularinin 6nemli bir b6liimiinii kaplar. Kas
iskelet sistemi travmali hastalarin teshisi ve tedavisinde klinik degerlendirmenin yaninda
radyografik tetkiklerin dikkatle degerlendirilmesi yol gostericidir. Akilli telefonlar ve gorinti
aktarim uygulamalar1 6zellikle saglik profesyonelleri arasinda daha hizli ve etkili bir iletisim
kurmak amaciyla yaygin sekilde kullanilmaya baglanmistir. Goriintilerin  uzaktan
degerlendirilebilmesi sonucu tani ve tedavinin hizlica yonetilmesi ile konsiiltasyon siirecini
kolaylastirabilecek ve hastalarin bekleme siiresini azaltabilecek bu uygulamalarin asetabulum
kiriklarinda tutarlilik, duyarhlik ve 6zgiilliigiiniin incelenmesini amagladik.

Yontem: Mayis 2019-Ekim 2019 tarihleri arasinda Acil servise pelvis travmasi ile basvuran
hastalardan BT resmi raporlarina gore asetabulum kirigi bulunan 10 hasta ve herhangi bir kirik
saptanmayan 10 hastanin AP pelvis grafileri calismaya dahil edildi. Bes farkli ortopedi uzmanina,
once bu grafilerin akilli telefon (iphone X, 12 megapiksel kamera) ile elde edilen fotograflar1 en
yaygin kullanilan iletisim uygulamalarindan biri (WhatsApp Messenger siirim 2.19.110)
araciligiyla gonderildi ve grafilerde kirik saptayip saptamadiklar: soruldu. Ardindan bir hafta
sonra ayni grafiler yine ayni hekimlere karisik bir sirayla bilgisayar ekranindan Pacs sistemi
lizerinden gosterilerek ayni sorular tekrarlandi.

Bulgular: Bes ortopedi uzmaninin onar adet asetabulum kirikh grafiyi incelemeleri sonucu Pacs
sisteminde duyarlilik %90 iken, whatsapp goruntiilerinde duyarlilik %84 olarak saptandi. Yine
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onar adet saglam asetabulumun incelenmesi sonucu 6zgilliikk Pacs sisteminde %98, whatsapp
goriintiilerinde ise %96 olarak izlendi. Calismaya dahil edilen tiim goriintiilerin degerlendirilmesi
sonucu Pacs sisteminde %94, whatsapp uizerinden incelenen gortintilerde %90 dogrulukla kirik
ve saglam grafileri saptadig1 gorilmiistir.

Sonug: Calismamizda direkt grafilerin asetabulum kiriklarini saptamada duyarlilik ve 6zgulliigi
literatiirle uyumlu bulunmustur. Whatsapp tlizerinden incelenen goriintiilerde de bilgisayardan
yapilan incelemelere yakin sonuclar izlenmistir. Bu ¢alisma, akilli telefon uygulamalarinin, nébetgi
acil servis ve ortopedi hekimleri arasinda asetabulum travmasi sonrasi konsultasyonu i¢in
guvenilir ve hizli bir arag¢ olarak kullanilabilecegini ve acil servislerde bekleme stiresinin
azaltilmasina yardimci olabilecegini gostermektedir.

Pacs Pacs Whatsapp Whatsapp
dogru yanhs dogru yanls
10 kink grafix | 50 45 5 yanls | 42 8 yanlis neg
5dr inceleme neg
10 saglam | 50 49 1 yanls | 48 2 yanlis poz
grafix 5 dr inceleme poz
% Pacs Whatsapp
Duyarhihik 90 84
Ozgiilliik 98 96
Dogruluk 94 90
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Number of Medical Procedures / Services in Ankara City Hospital Emergency Department
Aziz Ahmet Surel?, Afsin Emre Kayipmaz!

1 Ankara City Hospital General Surgery Clinic
2 Ankara City Hospital Clinic of Emergency Medicine

Introduction

Ankara City Hospital started patient admission on 7 February 2019 as the biggest hospital in
Europe. Two tomographies, two radiographs, and one magnetic resonance device are providing a
service 24/7. In this report, we aimed to present the number of imaging and simple medical
interventions administered in the emergency department of our hospital.

Methods
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Between February 7th - October 4th 2019, 173802 patients were provided with health services in
the emergency department. The numbers of dressings, injections, electrocardiography (ECG),
computed tomography, magnetic resonance imaging, and X-Rays applied to the patients were
retrospectively analyzed from the hospital automation system records. Moreover, the analyses
that were applied more than once from one patient were included in the numbers.

Table 1. Total numbers of procedures in emergency department

Months Injection Dressing ECG CT MRI X-Ray
February 2825 159 3041 2435 476 5493

March 4869 364 4945 5149 849 10141
April 2883 406 5166 5947 876 10833
May 3131 373 5896 6041 608 10951
June 3074 962 6435 7932 901 13107
July 4351 1146 7419 8321 953 13959
August 5049 1282 7367 9045 918 15178
September 5599 1105 7100 9864 995 16292
October 198 56 279 782 59 1210

Note: The first 4 days of October, and February 7th are included to the datas . Abb: ECG:
Electrocardiography, CT: Computed tomography, MRI: Magnetic resonance imaging.

Conclusion

The Ankara City Hospital emergency department serves as a 4th level health institution. Our
hospital was planned as a center of excellence that accepts many kinds of patient groups from
Ankara and various cities around Turkey who need a multidisciplinary approach and advanced
examination and treatment. Thus, many complicated patient admissions are observed, which
corresponds to the number of procedures and tests performed. As can be seen in the findings of
our report, many imaging methods including CT and MRI have been utilized. It is also significant
that the numbers of simple medical interventions, such as frequent dressings in primary and
secondary health care facilities, are very low compared to the number of patients. This may be an
indication that our patients prefer our hospital for more serious health problems.

ORAL PRESENTATIONS 25
Analysis of Consultations Requested by Ankara City Hospital Adult Emergency Department

Biilent Giingorer
Ankara City Hospital Emergency Medicine Department, Ankara. Turkey

Introduction

Ankara City Hospital has been planned in the act of a excellent center as a 4th level health
institution of our country and started to serve in Ankara as the date of February. The health care
process that started in February 2019 continues to increase. In these health care services, the
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consultations requested by the emergency department for other medical departments also have
an importance. In this paper, we aimed to present the analysis of the consultations requested by
our emergency department within 8 months.

Methods

The consultations requested by Ankara City Hospital adult emergency department between
February 2019 and October 2019 were examined retrospectively from the hospital records. The
consultations requested more than once from one patient are included in the total number.

Results
Specialties Consultation Speciality Consultation
Number Number
Orthopedics 4538 Urology 646
Internal Medicine 3573 Psychiatry 486
General Surgery 3317 Neurosurgery 453
Infectious Diseases 2281 Cardiovascular 523
Surgery
Cardiology 2359 Gastroenterology 281
Ophtalmology 2607 Dermatology 201
Ear-Nose-Throat 1565 Thoracic Surgery 178
Plastic Surgery 1472 Nephrology 85
Pulmonology 1012 Gastro-surgery 60
Neurology 975 Hematology 27
Obstetrics- 1202
Gynecology

173802 patients applied to the emergency department of our hospital and 27841 consultations
were requested by the related specialties. The total number of simultaneous records was 17844.
The most consulted specialty was orthopedics while hematology was the least consulted specialty.

Conclusion

According to the results, we consider that the most requested consultation by the emergency
department is orthopedics and traumatology department, and it is related to the fact that many
trauma cases were admitted to our emergency service. In addition to this, it is remarkable that the
number of internal medicine and general surgery consultations, which are accepted as the main
specialties of the medicine, is right after the orthopedics consultations. We have attributed the low
number of consultations of the subspecialties to the fact that internal diseases follow many
patients related to subspecialties in the emergency internal medicine service and emergency
internal medicine intensive care unit for the first 72 hours.
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ORAL PRESENTATIONS 26
Epidemiology of Scorpion Envenomation in the Southeast of Turkey

Erdem Kurt?!, Rohat Ak?

1. Kahta Public Hospital, Emergency Room, Adiyaman, Turkey

2. Kartal Dr. Liitfi Kirdar Education and Research Hospital, Department of Emergency Medicine,
Istanbul, Turkey

Introduction: Scorpion sting envenomation is a life-threatening emergency and a common public
health problem in many regions of the world. The aim of this study was to report the
epidemiological features of scorpion envenomation in the southeast of Turkey.

Materials and Methods: In this study, records of 312 patients admitted to Kahta State Hospital
Emergency Department between 2018-2019 due to scorpion sting were retrospectively analyzed.
General characteristics (age, sex), epidemiological data (location, season, placement), complaints
to the hospital, physical examination and laboratory findings, treatment approaches,
complications and prognosis were evaluated. Diagnosis of scorpion sting poisoning was based on
the history of contact with the scorpion and the presence of existing clinical findings.

Results: The mean age of the patients included in the study was 35.4 + 22.7 years. Of the patients
included, 106 were female and 89 were male. On the other hand, 126 patients were in stage 1, 60
in stage 2, 5 in stage 3 and 4 in stage 4. When the bite sites were examined, it was seen that 3 of
them were bitten from head and neck, 45 of them were trunk, 72 of them were upper extremity
and 75 of them were bitten from lower extremity part. Eight patients had chest pain, 26 had nausea
and vomiting, 5 had shortness of breath, 8 had priapism and 33 had agitation / sweating. 76
patients were treated with venom and 28 patients received alpha blocker. Of the patients, 151
were followed in the emergency department, 39 were in follow-up, and 5 were followed in the
intensive care unit.

Discussion: In our country, scorpion stings are especially common in Southeastern Anatolia.
Conscious intervention to be applied in scorpion stings, which is still an important health problem
for our country, needs to be informed of our people and information of health personnel should
be updated.

ORAL PRESENTATIONS 27

Karin Agrisinin Nadir Goriillen Nedeni: Nutcracker Sendromu

Selman Yeniocak!, Mustafa Oztiirk?

1.University of Health Sciences, Haseki Training and Research Hospital, Emergency Department,
I[stanbul, Turkey.

OZET

Giris: Nutcracker Sendromu (NS), sol renal venin, abdominal aorta ve superior mezenterik arter
arasinda sikismasina bagli kompleks semptomlarin eslik etmesi durumudur. Renal venin
sikismasi, obstriiksiyonun distalindeki ven segmentinde genislemeye ve renal vende basing
artisina yol agar.

Olgu: Otuz yasinda bayan hasta, iki giindiir devam eden sol lomber agr sikayetiyle acil servise
miiracaat etti. Fiziki muayenesinde batin sol lomber alanda ve sol alt kadranda hassasiyeti mevcut;
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defans ve reboundu yoktu. Tetkiklerinde mikroskobik hematiiri tespit edilen hastanin yapilan
batin ultrasonografi (USG) goriintiilemesinde patoloji izlenmedi. Cekilen intravenoz (iv) kontrash
abdomen compitiirize tomografi (CT)’de Nutcracker Sendromu tespit edildi. Hasta, stent agisindan
degerlendirilmek iizere kardiyovaskiiler cerrahi servisine yatirildi.

Tartisma: NS'nda hastalar, genellikle renal staza bagh hematiirinin eslik edebildigi sol yan agrisi
sikayetiyle acil servise basvururlar. Ortostatik proteiniiri, pelvik konjesyon, erkeklerde solda
varikosel gibi yakinma ve bulgular da goriilebilir. Semptomlar siklikla egzersiz ile agreve olur.
Kadinlarda daha sik gozlenir. Hastalar, genellikle yasamlarinin tig¢iincii veya doérdiincii dekatinda
ilk belirtileri gosterir. Klinik bulgulari, sol renal kolik ve abdominal aort anevrizmasi (AAA) ile
karisabilir. Tanida doppler USG, kontrastli abdomen CT ve manyetik rezonans goriintiileme (MRG)
kullanilabilir. Konservatif tedavi ve cerrahi olmak tizere farkli tedaviler 6nerilmektedir.

Sonug: Acil servise hematiirinin eslik edebildigi sol karin agrisi sikayetiyle basvuran hastalarda
NS olabilecegi gz ardi edilmemelidir.

Sekil 1: Nutcracker Sendrom’lu hastanin intravenodz (iv) kontrasli abdomen compitiirize
tomografi (CT) transvers kesit goriiniimti.

ORAL PRESENTATIONS 28

Pollakiiri ve Karin Agrisi Eslik Eden Karin Agrisinin Nadir Bir Nedeni: Epiploik Appendagitis
Mustafa OZTURK!, Selman YENIOCAK!

1.Saglik Bilimleri Universitesi, Haseki Saglik Uygulama ve Arastirma Merkezi, Dahili Tip Bilimleri
Acil T1p Anabilimdaly, Istanbul
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GIRIS: Epiploik apendiksler kolonu saran periton tarafindan olusturulmus, c¢ekumdan
rektosigmoid bileskeye kadar olan kolon segmentleri ve appendiks vermiformis etrafinda bulunan
ici yag dolu keseciklerdir. Epiploik appendagitis, kolonun epiploik apendikslerinin torsiyonu ya
da spontan gelisen arteryel trombozu sonucu olusan, ani baslangi¢cli bolgesel karin agrisina neden
olan, genellikle kendi kendini sinirlayan, iyi seyirli nadir bir inflamatuar hastaliktir.

OLGU: 36 yasinda erkek hasta, 1 haftadir devam eden umblikal orta hatta devamli hafif-orta
siddette agr ile acile basvurdu. Hikayesinde pollakitiri ve gobek cevresinde kasilma hissi oldugu
0grenildi. Fizik muayenesinde batin sol alt kadranda hassasiyeti mevcut, defans ve rebound
saptanmadi. Tetkiklerinde 1limli 16kositoz ve CRP: 25 disinda patoloji saptanmadi. Ates normaldi.
Bulanti-kusma olmadi. Tam idrar tetkiki normaldi. Hastanin yapilan batin ultrasonografi (USG)
goriintiillemesinde patoloji izlenmedi. I.V. kontrastl abdominal BT ¢ekildi. Radyoloji tarafindan,
mesane sol Ulst komsulugunda sigmoid kolondan koéken alan 15x22 mm lezyon epiploik
appendagitis olarak yorumland:.

Genel cerrahinin onerisi ile analjezi ile semptomatik takip onerildi. Antibiyoterapi baslanmayan
hasta ayaktan takip edildi. Karin agris1 5 giin sonra geriledi. Kontrol tetkiklerinde anlaml patoloji
saptanmadi.

TARTISMA: Oldukc¢a nadir goriilen ve literatliirde hematiiri ile basvuran tek vaka bildirilen
epiploik appendagitis , kolonik anstan koken alan ¢ikintinin inflamatuar siirecidir. Siklikla karin
agrisinin devam etmesi sonrasi abdominal bt de saptanmaktadir. Sigmoid kolon ve ¢ekuma ait
apendikslerde daha sik goriilmektedir.Hastalarda karin agrisi ani baslar. 37-37,9 arasi ates
olabilir. fizik muayenede palpasyonla lokalize hassasiyet vardir. Rebaund % 25 olguda pozitif
olabilir. Beyaz kiire sayis1 genellikle normaldir veya hafif yiikselmis olabilir. Vakamizda subfebril
ates ve lokalize hassasiyet vardi. Hastada 6zellikle tariflenen pollakitiri olmasi, agr1 bolgesinde
kasilma hissi ve devamli hafif orta agrinin devamliligi akut batin nedenlerinin ekarte edilmesi
gerektigini ortaya ¢ikardi. Tam idrar tetkiki ve batin USG normal olmasi L.V. kontrasth batin BT ile
taniya gidilmesini sagladi. Literatiirde konservatif yaklasim , semptomatik takip, analjezi ve
antibiyoterapi onerilse de akut batin diger nedenleri agisindan ayaktan takip edilmesi dnerilir.
SONUC: Epiploic appendagitis’in sikayetleri ve fizik muayenesinin alt batin Akut nedenleri ile
kolayca karisabilecektir. Kontrol muayene ve tetkiklerle taniya gidilmesi gereklidir. Klinik siiphe
spesifik batin BT bulgusu goriilerek giderilmeli ve konservatif yaklasim ile hasta ayaktan takibe
alinmalidir.
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Sekil 1: L.V. kontrastli batin BT ‘de saptanan , mesane sol iist komsulugunda sigmoid kolondan
koken alan 15x22 mm lezyon, epiploik appendagitis

ORAL PRESENTATIONS 29

Turkuaz idrar: Acetamaprid Zehirlenmesi

Miige Giilen

Adana Sehir Egitim ve Arastirma Hastanesi, Acil Tip Klinigi, Adana, Tirkiye

AMAC: Neonicotinoid grup uyelerinden olan acetamaprid; insanlarda diisiik toksisite yaratan
postsinaptik nikotinik reseptor agonisti bir insektisiddir. Bu vakada acetamaprid alimi sonrasinda
ciddi toksisite bulgular1 gosteren ve tiim destek tedaviye ragmen mortalite ile sonlanan bir olgu
sunulacaktir.

OLGU: Elliyedi yasinda erkek hasta acil servisimize ambulansla getirildi. Hastanin yakinlarindan
alinan anamnezde en son 12 saat once alkol alirken goritildiigi, yakinlar tarafindan odada yerde
baygin halde bulundugu ve etrafinda Coraggio® (Acetamaprid) isimli mavi renkli tarim ilaci igeren
sisenin oldugu oOgrenildi. Hasta en yakin hastaneye ambulansla gotirilmiis orada
kardiyopulmoner resiisitasyon uygulanmis, miidahaleye yanit veren hasta acil servisimize sevk
edilmis. Hastanin acil serviste yapilan ilk muayenesinde vital bulgulari; tansiyon arteriyel: 90/50
mmHg, nabiz: 140/dk, viicut 1sis1: 36,6°C, solunum sayisi: 12/dk (mekanik ventilatérde), kan
sekeri: 462 mg/dl Glasgow Koma Skalasi: 3 (E1,M1,V1) idi. Pupiller midriyatik ve 151k reaksiyonu
yoktu. Kardiyak muayenesinde dinlemekle kalp ritmik, tasikardikti. EKG’sinde siniis tasikardisi
mevcuttu. Diizeltilmis QT degeri (QTc): 0,54 sn. QRS:0.10 sn olarak hesaplandi. Norolojik bakida
ise agrili uyarana yanitsiz koma hali mevcuttu. intrakraniyal bir patolojiyi ekarte etmek amaciyla
bilgisayarl beyin tomografisi (BBT) cekildi. BBT normal olarak degerlendirildi. Hastanin takilan
nazogastrik sondasinda turkuaz renkli mide igerigi, foley sondasinda turkuaz renkli idrar
mevcuttu. Ayrica elleri ve sakallar1 da turkuaz rengine boyanmisti. (Resim 1) Hastanin basvuru
anindaki laboratuvar parametreleri Tablo 1’ de 6zetlenmistir. Hastaya mide lavaji1 yapilip, aktif
komiir uygulandi. Santral venoéz basing takibine goére sivi tedavisi baslandi. Hipokalemi ve
hipokalsemisi i¢in potasyum ve kalsiyum replasmani yapildi. Hastanin sivi replasmanina ragmen
hipotansiyonu gelisince inotrop tedavi baslandi. Insektisid alimi nedeniyle hasta atropinize edildi

5th International Emergency & Family Medicine Congress, Concorde Luxury Resort, TRNC
64



ve hastaya 2 gr Pralidoksim verildi. Plazmaferez hazirlig1 yapildi. Ancak plazmafereze alinamadan

hastada yeniden kardiyopulmoner arrest gelisti. Etkin restisitasyona ragmen hasta exitus oldu.

SONUC: Acetamapridin insanlardaki toksisitesi ile ilgili literatiir verileri ¢ok az sayida olgu
sunumlarina dayanmaktadir. Her ne kadar bu grup insektisitlerin insanlar i¢in toksik olmadigi
soylense de maruziyet sonrasi ge¢ basvurularda koti sonlanimlar gelisebilmektedir. Zehirlenme
nedeniyle acil servise bagvuran ve sorumlu toksinin bilinmedigi durumlarda turkuaz renkli idrar
ve viicut salgilar1 acetamaprid i¢in klinisyeni uyarici olmali ve gecikmeden destek tedaviye

baslanmaldir.

Anahtar Kelimeler: Acetamaprid, neonicotinoid, mavi idrar

Resim 1: a) Foley sondadan gelen turkuaz renkli idrar
b) Nazogastrik sondadan gelen turkuaz renkli mide icerigi

c) Turkuaz renkli sakallar
d) Ellerde turkuaz renkli boyanma

Tablo 1: Hastanin basvuru anindaki laboratuvar parametreleri

Laboratuvar Parametresi

Basvuru an1 degerleri

Referans Araligi

Hemogram Parametreleri

White blood cell (WBC(C)

34.000

4400-9700 /uL
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Hemoglobin 11.5 10,6-13,5 g/dl
Platelet 236.000 186000-353000/uL
Biyokimya Parametreleri

Glukoz 497 74-106 mg/dl
Ure 15.1 16,6-48,5 mg/dl
Kreatinin 0.95 0,5-0,9 mg/dl
Alanin aminotransferaz (ALT) 14.3 0-33 IU/L
Aspartat aminotransferaz (AST) 36.3 0-321U/L
Sodyum 140.8 136-145 mmol/L
Potasyum 2.9 3,5-5,1 mmol/L
Kalsiyum 6.7 8.6-10 mg/
Amilaz 137 28-100 IU/L
CK-MB 2.3 0.6 - 6.3 ng/mL
Troponin 0.0189 0-0.0198 ng/mL
Pseudokolinesteraz 6.13 4.62-11.5 U/mL
Kan etanol diizeyi 2 0 mg/dl
Arteriyel Kan Gazi

pH 6.962 7.35-7.45

pO2 134 32-48 mmHg
pCO2 66.7 83-108 mmHg
HCOs 12.5 22-24 mmol/L
Laktat 9.1 0.5-1.6 mmol/L
Anyon Gap 20.1 8-12 mEq/L
Baz Eksisi -16,8 -2 /+2 mmol/L

ORAL PRESENTATIONS 30

Acil servise ambulans ile getirilen hastalarin

Degerlendirilmesi

Dr.Ogr. Uyesi: Ertugrul ALTINBILEK

Sisli Hamidiye Etfal Egitim ve Arastirma Hastanesi Acil Tip Klinigi; ISTANBUL

OZET

Giris:

Hastanemizin acil servisine ambulans ile transferi yapilan hastalarin demografik ve klinik
ozelliklerinin degerlendirilmesini amacladik.
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Materyal ve Metod: Sisli Hamidiye Etfal Egitim ve Arastirma Hastanesi Acil Servisi'ne bir aylik
stirede ambulansla getirilen tiim hastalarin yas, cinsiyet, gelis saatleri, getirildigi yer, getirilis
tanilari, vaka turd, istenilen konsultasyonlar ve hastalarin klinik sonlanimlar hastane bilgi islem
sistemi ve hastanemiz ASKOM birimi sevk kayitlarindan elde edildi.

Bulgular: Acil servisimize ambulans ile bir aylik (Mart 2019) stirede toplam 582 hasta nakli
yapimis olup, bu dénemde acil servisimize basvuran toplam 24750 hastanin % 7,42 sini
olusturmaktadir. Hastalarin % 59,5’i (346) erkek, %40,5’i (236) kadin ve tiim hastalarin yas
ortalamasi 52,0£22,9 idi. Hastalar triaj muayene gruplarina gore siniflandirildiginda, %63,9’ u sar1
alan, %36,1’ i kirmizi alandaydi. Hastalar en s1k 08:00-17:00 saatleri (%45,7) arasinda, en az hasta
ise 00:00-08:00 saatleri (%25,3) arasinda getirildi. Hastalarin %80,8’'i adli olmayan vaka ve
%19,2’si ise adli vaka olarak degerlendirildi.

Sonug¢: Hastalarin en sik basvuru sebepleri kardiopulmonerdir. Yiiksek taburculuk sikliklari
degerlendirildiginde ambulans personelinin triaj konusunda daha dikkatli olmas1 gerektigi
soylenebilir

Anahtar Kelimeler: Acil servis, ambulans, hasta

Giris

Hastane 6ncesi acil saglik hizmetleri, ciddi yaralanmali ve kritik hastalarin acil servislere hizh
tedavi ve naklini saglamak i¢in kurulmustur. Gliniimiizde, aciliyet diizeyi dustik yaralanma veya
sikayeti olan hastalarin ambulanslari daha sik kullanmasi, hastane 6ncesi acil saglik hizmetlerinin
kapasitesini zorlanmaktadir [1]. Ambulanslarin kullanim amagclarini, uygunlugunu ve ambulans
kullanimini etkileyen faktérleri inceleyen cesitli calismalar bulunmaktadir [2]. Ulkemizde
ambulans hizmetleri hizla gelismesine ragmen bu konuda az sayida arastirma yapilmistir [3] Bir
aylik kesitsel calismamizda acil servisimize ambulans ile getirilen hastalarin demografik
ozellikleriyle beraber, basvuru nedenlerini ve klinik sonlanimlarini degerlendirmeyi amacladik.

MATERYAL ve METOD

Retrospektif olarak planlanan bu galismamizda, Sisli Hamidiye Etfal Egitim ve Arastirma Hastanesi
Acil Servisi'ne, 01-03-2019/ 31-03-2019 tarihleri arasinda olmak tizere toplam bir aylik siire
boyunca, ambulansla getirilen tiim hastalar, herhangi bir dislama kriteri olmaksizin, ¢calismaya
dahil edildi. Hastalarin demografik 6zellikleri (yas, cinsiyet), Saglik Bakanlig1'nin sari, kirmizi ve
yesil olarak adlandirilan renk kodlamasina gore, hangi triaj grubuna girdigi,

basvuru saati, gelis tanilari, adli vaka olup olmadiklari, konsiiltasyon istemi olup olmadigi ve klinik
sonu¢lanma durumlari hastane bilgiislem sisteminden ve hastan askom sevk kayitlarindan alindi.
Istatistiksel analizlerde SPSS for Windows version 22.0 programi kullanildi. Verilerin tanimlayic
istatistiklerinde ortalama, standart sapma, medyan en diisiik, en yiiksek, frekans ve oran degerleri
kullanilmistir. Analizlerde SPSS 22.0 programi kullanilmistir.

BULGULAR

01-03-2019/ 31-03-2019 tarihleri arasinda acil servisimize ambulans ile toplam 582 hasta nakli
yapilmis olup, bu say1 bu donemde acil servisimize basvuran toplam 24750 hastanin % 7,42’sini
olusturmaktadir. Cinsiyet dikkate alindiginda; hastalarin % 59,5’i (346) erkek, %40,5’i (236)
kadin ve tiim hastalarin yas ortalamasi 52,0+22,9 idi. Ambulansin nakil i¢in hastay: aldig1 yer
bakimindan inceledigimizde 512’si (%88)sahadan 70’i (%12) baska bir merkezden sevk seklinde
gerceklesmistir. Hastalarin %80,8’i adli olmayan vaka ve %19,2’si ise adli vaka olarak
degerlendirildi. Hastalar triaj muayene gruplarina gore siniflandirildiginda %63,9’ u sar1 alan,
%36,1’ i kirmiz1 alandaydi. Bagvuru zamani dikkate alindiginda; Hastalar en sik 08:00-17:00
saatleri (%45,7) arasinda, en az hasta ise 00:00-08:00 saatleri (%25,3) arasinda getirildi.
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Hastalarin semptomlarina bakildiginda sirayla kardiyak semptomlar 131 (%?22,5), norolojik
semptomlar 58 (%10) ve diisme 58 (%10) semptomlu hastalar izlemekteydi. Atesli silah
yaralanmasi 1 (%0,2) ve 1 (%0,2)elektrik carpmasi en son sirada olan bagvuru sebebidir

Tanisal amagh 374 hastadan (%64,3) konsultasyon istenmis, 208 (%35,7) hastadan konsiiltasyon
istenmemistir. Bu konsiiltasyonlar icinde sirayla en sik kardiyoloji 97 (%16,7), ortopedi 67
(%11,5), anestezi reanimasyon 60 (%10,3) konsiiltasyon istendi. En az konsiiltasyon gogiis 3
(%0,5) ve goz hastaliklarindan 1 (%0,2) istenmistir (Sekil 1).

Var

Koroner Yogun Bakim

Yogun Bakim

I¢ Hastaliklar1

Enfeksiyon Hastaliklari

Plastik Cerrahi

Konsiiltasyon

Kulak Burun Bogaz

Uroloji

Goglis Hastaliklar

Gogis Cerrahi

00% 10,0% 20,0% 30,0% 40,0% 50,0% 60,0% 70,0%

Sekil 1: Konsultasyon istenen klinikler

Tetkik ve tedavi sonrasinda hastalarin 348’i (%59,8) sifa ile taburcu olurken, 224’i (%38,5)
hastaneye yatirild;, 10 hasta (%1,7) ex oldu. Bir aylik donemde acil servisten toplamda 224
(%38,5) hastay ilgili servis veya yogun bakima yatis1 verilmis olup en cok yatis 74 (%12,7) ile
anestezi yogun bakima olmustur. Tetkik ve tedavi sonrasinda hastalarin %59,8'i sifa ile taburcu
olurken, %38,5’u hastaneye yatirildi, 10 hasta (%1,7) ex oldu. Yatis karar1 verilen 224 (%38,5)
hastadan en ¢ok yatis sirasiyla 74’t (%12,7) anestezi yogun bakima, 46’s1 (%7,9) koroner yogun
bakima, 19'u (%3,3) noroloji klinigine olmustur. En az yatis 1 (%0,2) goz hastaliklar1 servisine
olmustur.

TARTISMA:

Hastane oncesi acil tip hizmetlerinin birincil gérevi olay yerinden alinan hastalarin ambulans ile
acil servislere uygun zamanda ve uygun kosullarda tasinmasidir. Bunun yaninda saglik kurumlari
da cesitli nedenlerle baska saglik kurumlarina sevk etmek istedikleri hastalar i¢in ambulans
hizmetlerini de kullanmaktadir. Ambulans kullanim oranlar1 yas, hastalik ciddiyeti, cografik
faktorler, sosyoekonomik durum ve sosyal giivence varligina gore degiskenlik gosterir. Saghk
Bakanligi'nin raporuna gore 2006 yilinda Tirkiye’de 726.000 hasta acil servislere ambulanslar ile
tasindi. 2005 yilinda ise Izmir'deki tiim yas gruplarinda ambulans kullanim orani %1.6 olarak
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bildirilmistir.[4] Amerika Birlesik Devletlerinde bu oran %14.2'dir.[4] Atilla ve ark. yaptiklari
calismada ambulansla acil servise basvuran 17 yas ve iizeri hasta orani %4 olarak bildirilmistir.[ 5]
Bizim ¢alismamizda bu oran %7,42 olarak tespit edildi. Genel olarak acil servise basvuran hastalar
arasinda kadin cinsiyeti daha fazla iken ambulans ile getirilen hastalarda erkek cinsiyeti daha
fazladir. Literatiirde de erkeklerin daha yiiksek oranda ambulans kullanimlar: ve hastane 6ncesi
acil tip hizmetlerini aradiklar bildirilmektedir. [6] Calismamizda literatiire uyumlu olarak erkek
hasta orani daha ytiksek tespit edildi. Yash insanlarin ambulans hizmetlerine daha ¢ok ihtiyaci
olacag yapilan ¢alismalarin bircogunda gorilmektedir. [5] Bizim ¢alismamizda da yas ortalamasi
52,0£22,9 idi.

Seow ve ark. 21:00-23:00 ve 10:00-12:00 saatleri arasinda acil servise ambulansla ulasan hasta
sayisinda artis, 00:00-07:59 arasinda hem ambulansla hem de ayaktan basvuran hasta sayisinda
azalma oldugu belirtilmektedir. Bunun yaninda mesai dis1 saatlerde ambulansla gelen hasta
sayisinin daha fazla oldugu bildirilmektedir [7]. Calismamizda literatiire uyumlu olarak en sik
basvurunun 08:00-17:00 saatleri (%45,7) arasinda oldugu gosterildi. Ertan ve ark. ¢alismasinda,
en sik acil servise sevk 6ncesi tani karin agrisiyken, bizim ¢alismamizda acil servise ambulans ile
en sik basvuru nedeni kardiyak yakinmalardir. [8] Ambulanslarin olay yerinden aldiklar1 hastalari
acil servise tasimalari birincil gorevleridir, Atilla ve arkadaslarinin ¢alismasinda acil servise en
sik “olay yerinden” hasta getirildigi gosterilmistir. [5] Calismamizda hastalarin %88’inin olay
yerinden getirildigi gosterildi.

Ambulans ile getirilen hastalarin ytliksek taburculuk oranlari, Snooks ve ark. yaptigi bir meta-
analize gore, ambulanslarin uygunsuz kullanmim kriterlerinde birisi olarak bildirilmektedir. [9]
Atilla ve arkadaslarinin ¢alismasinda acil servise getirilen hastalarin ticte ikisinin acil servisten
taburcu edildigini ve bu hastalarin yarisina konstltasyon yapilmadan sonlandirildigini
gostermislerdir. [5] Celik ve arkadaslarinin calismasinda acil servise getirilen hastalarin hemen
hemen yarisindan tanisal amacl konstiltasyon istemi gerekliligi dogdugu da anlagilmaktadir. [10]
Bizim c¢alismamizda hastalarin  %59,8’'i acil servisten taburcu edildi ve %35,7 hastadan
konstiltasyon istenmedi.

Karakaya ve ark. yaptig1 calismada en ¢ok konsiiltasyon istenen béliimler sirasiyla i¢ hastaliklar:
(%21,1), kadin dogum hastaliklar (%13,7), genel cerrahi (%10,2) olarak saptanmistir. [11] Bizim
calismamizda ise en c¢ok konsiiltasyon kardiyoloji (%16,7), sonrasinda ortopedi (%11,5)
kliniginden istenmistir.

Kilicarslan ve ark. bir iiniversite hastanesinde yaptiklar calismada; acil servisten yatis orani
yaklasik %12,5 olarak bulunmustur. [12] Calismamizda ambulans ile gelen hastada yatis orani
%40,2 olarak tespit edildi. Yatis yapilan hastalari ise %12,7 orani ile anestezi yogun bakim ilk
sirada gelmistir.

SONUC

Universite Hastaneleri ve Saglk Bakanhg: Egitim ve Arastirma Hastaneleri gibi {iciincii basamak
hastaneler bulunduklar1 il merkezleri kadar c¢evre il ve ilgeler icin de referans merkezler
oldugundan, bu hastanelere genis bir yelpazeden hasta sevki olmaktadir.

Kritik hasta transferinde ambulans hizmetleri etkin bir rol oynamakta olup, 6zellikle yasli hastalar
hastaneye ulasimda ambulans: tercih etmektedirler. Fakat yiiksek taburculuk sikliklari
degerlendirildiginde ambulans personelinin triaj konusunda daha dikkatli olmas1 gerektigi
soylenebilir.
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KORONER ANJIO SONRASI PSOAS VE ILIOPSOAS ABSESI

Uzm.Dr. Neslihan Ergiin Siizer Gebze Fatih Egitim Arastirma Hastanesi Gebze/Kocaeli
Dr.0gretim Uyesi Emel Erkus Sirkeci Yakindogu Universitesi Tip Fakiiltesi KKTC

Psoas kasi 12. gogiis ve tim bel omurlarinin tranvers c¢ikintilarindan ve intervertebral
disklerinden baslar,omurganin iki yanindan asag1 disa dogru iner,inguinal ligamanin altindan
gecerek iliak kasin lifleri ile birlesir ve femurda trochanter minora yapisarak sonlanir. Uyluga
fleksiyon hareketi yaptirir.54 yasinda bayan hasta acil servisimize sag yan agrisi ile basvurdu.
Hasta bu agrisinin yaklasik 15 giindir artarak siddetlendigini belirtti.Hasta 17 giin 6nce acil
servise gogilis agris1 ile basvurmustur.Basvurusunda ta:110/70 nb:75 spo2:98 odykide
dm,ht,sigara kullanim1 mevcuttur,ks:170 ila¢ kullanimi diizenlidir.Hastanin kan tetkiklerinde
troponin, ck,ck-mb hemogram ve biokimya degerlerinin normal sinirlarda oldugu goriildii.Agrisi
gerileyen ve kontrol kardiyak markerlar1 normal gortilen hasta kardiyoloji poliklinik kontrolii
onerilerek taburcu edildi.Ertesi giin kardiyoloji poliklinigimize basvuran hastaya eko ve efor testi
yapildi. Yiiksek riskli efor testi sonrasi anjio planlandi.Birsonraki giin anjio yapilan hastada
koroner damarlarin agik oldugu yillik takip ve kullandig1 ilaglarin devam etmesi soylenerek
taburculuk planlandi.Anjio yapildiktan bir giin sonra karin agrilar1 baslayan hasta kardiyoloji
poliklinigine tekrar basvurdu.Bu sikayetlerin olabilecegi belirtilen hasta yaklasik 15 giin sonra
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daha da siddetli bir karin agrisiyla acil servise basvurdu.Fizik muayenede sag costovertebral
bolgeden sag inguinal bolgeye dogru uzanan hassasiyet,istemli defans? tespit edildi.Hastanin
yapilan kan tetkiklerinde wbc:17000 neutrofil hakimiyeti crp:20 kc enzimleri normal TIT de
16kosit ve nitrit negatif goriildii.Hastaya tiim batin bt planlandi.BT raporu:sag psoas kasi boyunca
uzanan iliopsoas kasini da tutan en kalin yerinde 5 cm’ye ulasan kolleksiyon ile buna komsu
mezenterde enflamasyon ile uyumlu atenuasyon artislart mevcuttur. Hastaya yatis planlandi.Tani
konulduktan sonra hastaya gentamisin, metronidazol ve seftriaksondan olusan ii¢lii antibiyotik
tedavisi baslandi. Hastamizin klinik tablosunda bu tedaviye baslandiktan sonra dramatik bir
diizelme gorulmesi ve 4 giin icinde butiin klinik bulgularinin yok olmasi iizerine hastaneden
cikarildi .

TARTISMA

lliopsoas absesi az goriilen ve hayati tehdit eden bir durum olup retroperitoneal enfeksiyonlarin
nadir goriilen bir formudur. Hastalifin non-spesifik semptomlar gostermesi erken taniyi
zorlastirir. Tedavide gecikme morbidite ve mortaliteyi arttirir.(1) Psoas apseleri primer ve
sekonder olarak siniflandirilir. Primer psoas apsesi % 30 oranda goriiliir ve genellikle gizli bir
odaktan bakterilerin hematojen veya lenfatik yolla yayilmasi sonucu gelisir. Etkenler arasinda en
sik Staphylococcus aureus goriiliir. Psoas apselerinin % 70’i sekonder apselerdir ve ¢evre infekte
dokulardan lokal yayilim sonucu ortaya ¢ikarlar. Sekonder psoas apselerinin en sik nedeni olarak
Crohn hastalhigr bildirilmekte; riiptiire apandisit, periapendikiiler apse, pyelonefrit, bobrek
tiiberkiilozu, kalga septik artriti, Pott hastalifi ve spinal cerrahi sonrasi gelisen olgular da
bildirilmektedir. Turun¢ ve arkadaslar1 tarafindan 15 psoas apseli olgunun retrospektif
degerlendirildigi c¢alismada olgulardan sadece biri primer, diger 14’ (% 93.3) sekonder
idi(7).Alvarado ve arkadaslar tarafindan yapilan bir bagka ¢alismada ag¢ik kolesistektomi ve ana
safra kanali explorasyondan 6 glin sonrasi sekonder psoas abse gelisimi goriilmustiir(10). Psoas
absesi genellikle paraspinal lokalizasyonlu olup bazen fasyanin icinden ilerleyerek kalga ve uyluga
dogru yayilir. ) Bel, kasik veya kalca bolgesine ameliyat uygulanan kisilerde psoas apsesi gelisme
riski yiiksektir(4) Bang ve arkadaslarinin yaptig1 baska bir ¢alismada akupunktur sonrasi hastada
psoas absesi ve parapleji gelistigi goriilmiistiir(6).

lliopsoas absesi femur diyafizine dogru ilerleyebildigi icin uyluk absesi olan Kisilerde
retroperitoneal bolgeyi gormek icin BT yapilmalhdir.(3,4,5) BT tan1 koymada altin standarttir ve
ayirici tani ve lezyon sinirlarini belirlemede son derece etkindir.(9)

Biz vakamizda anjio islemi esnasinda hematojen yol ile psoasa ulasan bakterilerin abseye neden
oldugu diisiincesindeyiz.

Sonug olarak olgumuzda da goriildiigii iizere anjio sonrasi hastalarda psoas apsesi gelisme riski
goz oniinde bulundurulmali bu tiir komplikasyonlar unutulmamali hastay1 sik izlemde takip
etmeliyiz.
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The role of Perfusion Index and Plethysmography Variability Index (PI-PVI) for predicting
dehydration severity in patients with acute gastroenteritis

Emine Emektar, Seda Dagar, Hiiseyin Uzunosmanoglu, Giilsah Cikrik¢1 Isik, Seref Kerem
Corbacioglu, Yunsur Cevik

Kecioren Training and Research Hospital, Department of Emergency Medicine, Ankara, TURKEY
Introduction

Acute gastroenteritis (AGE) is one of the causes of mortality and morbidity in all age groups.
Irrespective of etiology and mechanism of AGE, dehydration occurs due to fluid losses.
Measurement of perfusion index (PI) and plethysmography variability index (PVI) may provide
emergency physicians valuable information about hemodynamic of the patient. Our study aimed
to investigate the role of PI and PVI measurement at admission for estimating dehydration
severity and determining the possible change in those parameters after fluid replacement among
patients presenting to emergency department (ED) with AGE.

Materials and Method

This was a prospective cross-sectional study. Our study consecutively included patients aged 18
years or older who presented to the ED of a tertiary training and research hospital and were
diagnosed with AGE between 31.04.2019 and 31.06.2019. AGE was defined as passing watery
feces at least three times within 24 hours and/or more than 200 gr for a period shorter than 2
weeks. Patients who were pregnant; who had cardiac arrhythmias; patients in whom PI and PVI
could not be measured for any reason; and patients who had henna or nail polish on their
fingernails were excluded. The two groups were defined according to the severity of dehydration:
mild and moderate/severe dehydration groups. PI and PVI of all patients’ values were measured.
Results

180 patients were included in the study. As compared with the mild dehydration group, moderate/severe
dehydration group had a significantly lower PI value and significantly higher PVI value on admission
(p<0.001 for both comparisons). Among moderate/severe dehydration patients, Pl value
significantly increased and PVI significantly decreased after treatment (p<0.001). There was a
significant positive correlation between osmolarity and PVI (1:0.298 p=0.007) and a significant
negative correlation between osmolality and PI (r:-0.259, p=0.019) in the patients with
moderate/severe dehydration.

Conclusion

In the present study that we assessed the prognostic value of PI and PVI for determining
dehydration severity among patients presenting to emergency department with AGE, we found
two important conclusions. Firstly, patients with moderate/severe dehydration had a lower PI
value and a higher PVI value at ED admission than those with mild dehydration. It is important to
determine the degree of fluid loss among patients with dehydration in the ED. Bedside,
noninvasive, easy-to-measure perfusion indexes may be used to determine the severity of
dehydration especially in overcrowded emergency services. Secondly, especially among patients
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presenting with moderate/severe dehydration, we detected an increase in Pl value and a decrease
in PVI value after fluid resuscitation compared to admission values. Hence, we believe that
perfusion indexes may be used in ED for diagnosis and treatment monitoring of the
moderate/severe dehydration.
The study show that PI and PVI may be useful for determining the severity of dehydration in acute
gastroenteritis and may be use for assessing the response to fluid replacement especially in
patients with severe dehydration at ED.
Key words: Acute gastroenteritis, Dehydration, Perfusion index, Plethysmography Variability
Index
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ACIL SERVISTE ATES ve DOKUNTUNUN NADIR BiR SEBEBI: ERiSKIN STiLL HASTALIGI
Ahmed Cihad Gengl, Fevziye Tiirkoglu Geng1, Zeynep Oztiirk2, Pinar Ozatak3, Baris Onur Sargin3,
Emel Gonitilli2

1Sakarya Universitesi Egitim Arastirma Hastanesi I¢ Hastaliklar1 ABD, Sakarya; 2Sakarya
Universitesi Egitim Arastirma Hastanesi Romatoloji BD, Sakarya; 3Saglik Bilimleri Universitesi
Bagcilar Egitim Arastirma Hastanesi Acil Tip Klinigi, istanbul

GIRIS: U¢ haftadan uzun siiren, 38.3° C'nin iizerinde seyreden atese nedeni bilinmeyen ates
denilir. Etiyolojisinde enfeksiyonlar (%40), maligniteler (%20), kollajen doku hastaliklar1 (%20),
bunlar igerisinde de en sik akciger disi tiiberkiiloz, ikinci siklikta Eriskin Still Hastalig1 (ESH)
vardir. Nedeni belli olmayan ates etiyolojisinde yer alan, nadir gériilen ESH olgumuzu sunmak
istedik.

OLGU: 18 yasinda erkek hasta, ates ve dokiintii sikayetiyle acil servise basvurmus. 3 hafta énce
bogaz agrisi, burun akintisi, istahsizlik gibi grip benzeri sikayetleri olmus, viicut sicakligi
araliklarla 38,5- 39,5° C arasinda seyretmis. Dis merkezde baslanan antibiyoterapiden fayda
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gdérmemis. Intermittan atesinin devam etmesi ve bu dénemde dokiintiilerinin olmasi iizerine hasta

merkezimize basvurdu.
BULGULAR: Basvuru aninda 38,5° C viicut sicakligy, ellerinde ve viicudunda yaygin makiiler,
pembemsi dokintiileri vardi. Kardiyopulmoner muayenesinde ral, ronkiis, kardiyak odaklarda
tfiirim duyulmadi. Hepatosplenomegalisi yoktu. Servikal, aksiyel, inguinal lenfadenopati palpe
edilmedi. Artrit tespit edilmedi. Beyaz kiiresi 17 K/uL (neu:15 K/uL ),1 saatlik sedimentasyonu
51, C-reaktif protein 87mg/dL gelmesi lizerine yatirildi. ANA, Anti HAV, Anti HCV, HBsAg, brucella
(rose bengal), mono test, wright testi negatif gelirken; ferritin 10500 ug/L ile yliksek saptandi.
Hastaya ESH tanisi ile 1mg/kg/glin, IV metil prednizolon baslandi. Kontrollerinde makrofaj
aktivasyon sendromu gelismeyen hasta sifa ile taburcu edildi.

SONUC: Bogaz agris), intermittan ates, artrit, ras, 16kositoz, ferritin yiiksekligi ve akut faz
reaktanlarinin ytksekligi ESH’nin sik bulgularindandir. Enfeksiyon (tiiberkiiloz, infektif
endokardit, brucella, parvoviriis B19 vb.), maligniteler ve diger bag doku hastaliklar
dislanmalidir.  ESH, oldukca mortal seyreden makrofaj aktivasyon sendromuna
dontisebileceginden teshis, tedavi ve takibinde dikkatli olunmalidir. ESH’nin spesifik bir tani testi
yoktur. Ates ile basvuran hastanin ayiric tanisinda, ayrintili anamnez ve fizik muayene 1s181inda
ESH da g6z 6nlinde bulundurulmalidir.

Anahtar Kelimeler: Eriskin Still, ates, dokiintii
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ACIL SERVISTE AKUT BATININ NADIR BiR SEBEBI: PERFORE ENTEROBEHCET OLGUSU
Ahmed Cihad Geng1, Fevziye Tiirkoglu Genc1, Zeynep Oztiirk2, Pinar Ozatak3, Baris Onur Sargin3,
Ali Tamer1, Emel Gonilli2

1Sakarya Universitesi Egitim Arastirma Hastanesi I¢ Hastaliklar1 ABD, Sakarya; 2Sakarya
Universitesi Egitim Arastirma Hastanesi Romatoloji BD, Sakarya; 3Saglik Bilimleri Universitesi
Bagcilar Egitim Arastirma Hastanesi Acil Tip Klinigi, istanbul

GIRIS: Behcet hastaligi (BH) Prof.Dr. Hulusi Behget tarafindan ilk kez 1937 yilinda tanimlanmustir.
Sistemik inflamasyonla seyreden, her biiytikliikteki damarlar1 tutabilen, mukoza, cilt, eklem,
lirogenital, kardiyopulmoner ve gastrointestinal (GIS) sistemleri tutabilen tarihi ipek yolu
bolgesinde daha sik goriilen bir hastaliktir. En sik goriilen belirtiler orogenital iilserler olsa da
tuttugu sisteme gore prezente olurlar. BH olan ve acil servise karin agrisi ile gelen hastamizi
sunmak istedik.

OLGU: Onsekiz yasinda kadin hasta, bulanti ve siddetli karin agrisi ile geldi. Bilinen BH haricinde
bir hastalig1 olmadig1 ve daha 6nce hi¢ operasyon dykist olmadig 6grenildi. BH icin bir yildir
azatioprin ve steroid tedavisi almaktaydi.
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BULGULAR: Fizik muayenesinde BH’na ait oral ilsere lezyon ile beraber batinda yaygin
hassasiyet ve defansi vardi.Viicut sicaklig1 36,9°C, TA110/65, nabiz 90/dk idi. Lokostoz ve anemisi
yoktu. Ayakta direkt batin grafisinde hava sivi seviyeleri goriildii, batin bilgisayarli tomografisinde
ince barsaklara ait hava sivi seviyeleri goriildii. Enterobehcet nedenli GIS multipl perforasyonu ile
opere edilerek ileokolik rezeksiyon yapildi. Hastanin takipleri romatoloji polikliniginde devam
etmektedir.

SONUC: Enterobehcet; intestinal sistemde damarlarin tutulmasi ve trombozu nedenli istestinal
infarktlar ile sonuclanir. BH’na bagh GIS tutulumu ve perforasyon en sik dordiincii dekatta goriiliir
ve oral aft goriildiikten genellikle 4-6 y1l sonra ortaya ¢ikmaktadir. Olgumuz daha bir y1l 6nce BH
tanis1 almis ve heniiz 18 yasindayken multipl intestinal perforasyon gelismesiyle dikkat ¢ekiciydi.
Bu olgu ile acil servise karin agrisi ile gelen BH tanili hastalarin akut batin ile karsimiza
cikabilecegini vurgulamak istedik.

Anahtar Kelimeler: enterobehcet, perforasyon
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An Unexplained Non-recurrent Transient Visual Field Loss and Current Management
Elif Ceren YESILKAYA, MD

Department of Ophthalmology, Golbasi State Hospital, Adiyaman, TURKEY

Introduction

Transient visual loss or blurring of vision are common presenting complaints in primary care and
emergency services. This report presents a case of non-recurrent transient visual loss in a 28-year-
old woman and summarizes the diagnosis and treatment approaches to patients with these visual
symptoms based upon the current guidelines.

Case Report

A 28 year-old female presented with bilateral sudden painless transient blurring of vision. She
described the visual disturbance as ‘the left side of room suddenly became dark’ when she tried
focusing on a specific object. Her transient blurring of vision lasted for about 45 minutes before
she regained her vision. This transient visual loss had been never before. There were no floaters,
flashes, eye discharge, or diplopia. She had no headache, vomiting, fever, aura, tinnitus, limb
weakness or numbness, vertigo, dysarthria, hearing loss, or constitutional symptoms.
Interestingly, the patient is as an ophthalmologist. So, she could seek rapid medical attention.

On examination, her visual acuity was 20/20 (right) and 20/20 (left). Her pupils were reactive
bilaterally (4 mm). Her conjunctiva, sclera and cornea were normal. No relative afferent pupillary
defect (RAPD) was noted. The Visual Field examinations were conducted using standard
automated perimetry. Both eyes of the patient were examined .Visual field testing demonstrated
left homonymous hemianopia with right macular sparing (Figure 1a and 1b). Fundus examination
for both eyes showed similar unremarkable findings. Neurological examination was
unremarkable, with all cranial nerves (mainly CN II, III, IV and VI) and peripheral nerves grossly
intact. Her blood pressure was 120/70mmHg and her pulse rate was 75 and in regular rhythm.
She was afebrile. All the other systems (respiratory, abdomen and cardiovascular) were
unremarkable.
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She has history of operated papillary thyroid ca which is well controlled on tablet Levothyroxine
125 mcg OD under a primary care clinic follow up. There was no history of diabetes,
hyperlipidemia, cardiovascular disease or transient ischemic attack.

After about 45 minutes, the patient said that her complaints completely disappeared and control
visual field testing showed no evidence of homonymous visual field loss (Figure 1c and 1d).
Then, she was admitted to the emergency neurology service for further evaluation. Computed
tomography (CT) scan and magnetic resonance imaging (MRI) of the brain were normal.
Laboratory studies (included vasculitic and infectious parameters) were also normal. MR
angiography (MRA) of brain was unremarkable.

The patient had a good prognosis with no new symptoms occurring after 3 years.

Discussion

This case highlights the importance of getting a proper history and physical examination to
identify the possible differential diagnosis of non-recurrent painless transient visual loss
especially in primary care and emergency services. Monocular or binocular transient visual loss
can be due to a variety of disorders (based upon visual pathway anatomy and etiology: preretinal,
retinal- vascular, optic nerve, migrainous, and cerebral causes) that can be benign or having
detrimental neurologic or ophthalmologic implications (1).

Pertinent history such as whether the visual loss was monocular or binocular, duration of the
symptoms, associated symptoms, precipitating factors and past medical history are vital to
clinching the diagnosis. The physical examination should not only include visual acuity but a full
visual examination such as visual field, RAPD and funduscopy. The common causes of transient
visual loss are amaurosis fugax (the embolic phenomenon in the eye due to retinal arterial
occlusion - cardiac disease, vasculitis), ischemic causes such as stroke, and transient ischemic
attack, retinal vein occlusion, followed by optic neuropathy (optic neuritis), papilledema and
ocular causes such as glaucoma, keratitis and blepharitis. Primary care providers who see these
kind of cases should initially rule out thromboembolic events (stroke, transient ischemic attack)
and vertebrobasilar circulatory disorders (2-4).

In this case, the patient surprisingly did not have any other symptoms. The most likely underlying
mechanism appears to be retinal-vascular. This may be due to transient systemic hypotension or
cerebral vascular vasoconstriction. However, this was not demonstrated by the MRA. Although the
etiology cannot be explained fully, the most probable diagnosis is reversible cerebral
vasoconstriction syndrome for the patient.

Conclusion and key points

Transient visual loss remains a challenging clinical entity to manage for emergency department
and family physicians and can be a symptom of various pathology.

There are many differential diagnosis from benign to malign in a wide clinical spectrum. But some
serious disorders with a symptom of transient visual loss (Such as stroke/transient ischemia
attack/amaurosis fugax, malignant hypertension, retinal vena or artery occlusion, acute glaucoma,
papilledema, optic neuritis, intracranial mass) require special attention.

A thorough history and examination including general, ophthalmologic (visual acuity, visual field,
RAPD, funduscopy), neurological (CT; MRI, MRA), cardiovascular (ECG, echocardiography)
examinations are essential to make a definitive diagnosis.

References
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Figure 1: 1a and 1b demonstrate left homonymous hemianopia with
right macular sparing. 1c and 1d show no evidence of visual field
loss (45 minutes after first visual field testing)
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Introduction

Non contrast CT (NCT) is first imaging modality for patients presenting with trauma or stroke like
symptoms to the emergency or neurology department. Because the standard window settings on
CT are relatively wide range, it is known that some subtle lesions may be misdiagnosed. It is known
that the window width (W) and level value (L / C) used in CT imaging affect lesion detection and
the reliability of the examination (1). Standard window width and center of level in a cranial CT
scan is 80 / 35 Hounsfield unit (HU) respectively in general. However, wider window setting, like
subdural window (50/130 HU), may increase detection of small subdural hematomas on CT (1).
The aim of this study was to determine the contribution of subdural window on CT for detection
of intra or extra axial hemorrhage.

Material and Method

Between January - March 2018, all patients with underwent CT because of suspected intracranial
hemorrhage were evaluated in this study. Exclusion criteria were history of cranial surgery,
ischemic stroke, chronic hemorrhage and could not be evaluated due to various artifacts. Presence
or not of intra/extraaxial hemorrhage on NCT were assessed both subdural and normal windows
by second year radiology resident between two weeks interval. The presence and localization of
intra / extraaxial hemorrhage were recorded in both windows. The final decision of the
experienced neuroradiologist was evaluated as the gold standard and the accuracy of the
radiology assistant in both windows was investigated.

Results

A total of 140 patients (50 females and 90 males) were included in the study. 33 patients were
excluded from the study because of a history of operation, late subacute or chronic hemorrhage
and various artifacts. Finally, 107 cases were included in this study. Hemorrhagic lesions were
detected as 50 lesions on 35 of 107 patients (Table 1.). Of these lesions, 44 were detected in the
standard window and 49 in the subdural window. The subdural window sensitivity was slightly
better than standard window for hemorrhagic lesions detection (88% vs 85%). For subarachnoid
hemorrhage (SAH) evaluation, the sensitivity of subdural window was prominent higher than
standard window (75% vs 50%).

Tablel: Distribution of hemorrhagic lesions
\ Hemorrhagic Lesions \ Number of Lesions (50)
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Subdural Hemorrhage 19 (38%)

Epidural Hemorrhage 5 (10%)

Subarachnoid hemorrhage 12 (24%)

Parenchymal Hematoma 11 (22%)

Parenchymal contusion 3 (6%)
Conclusion

Subdural window using may improve hemorrhagic lesion diagnosis on NCT. Consequently, the use
of the subdural window in cases suspected with intra/extraaxial hemorrhage may facilitate the
diagnosis, especially for resident. Further studies with larger patient cohorts could aid the
assessing for impact of diagnostic accuracy and therapeutic decision.
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WORKACCIDENT AND INTRATHORACIC FOREIGN BODY
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WORK ACCIDENT AND INTRATHORACIC FOREIGN BODY

Objective: Trauma due to work accidents are still important today. Multiple trauma is most
important leading cause of death in especially young adults. Multiple traumas containing thoracic
are most common cause of death in young adults in our country and around the world. In this
study we aimed to three cases reports of thoracic injuries depending on the piercing and cutting
tool and other reasons

Case Reports : Case 1: 29 year-old man was brought to the emergency department with foreign
body (building bar) in the chest as a result of falling from high . His general condition was
moderate, open mind, oriented and cooperated. The blood pressure: 120/80 mm-Hg, pulse:
100/min. The entrance of the foreign body was from right axillary region into chest right. It was
progressing retrosternal into the left thoracic cavity and was present submuscular termination on
the left. The foreign body was removed with bilateral anterior thoracotomy and VATS exploration
by Thoracic Surgery department’s emergency operation performing. Following the palliative care
unit he was discharged at postoperative a week.

Case 2: 45 year-old male patient with intrathoracic foreign body (building nail) due to falling high
building was brought to the emergency department. His general condition was good, vital signs
were stable. The about 10 centimeter length building nail half of bogged in the intrathoracic region
in fourth intercostal space on medial left breast was determined on physical examination. It had
no determined hemopneumotorax on the first radiological evaluation of patient and the foreign
body was removed by local anesthesia. The patient was discharged from a 48-hour post
observation following no pathologic observation in the control CT evaluations.

Case 3: 27-year-old male patient was admitted to the emergency department because of foreign
body (drawing pin) aspiration during working. The general condition was good, conscious,
orientated, cooperative and vital signs were stable. Respiratory sounds were natural and other
systemic examinations were normal. Foreign body was detected in the left lower lobe on thorax
CT, and fiberoptic bronchoscopy was performed firstly and foreign body was detected in the
superior segment of the left lower lobe. But the foreign body could not be moved by forceps.
Because of subsequent rigid bronchoscopy revealed that the body was well placed in the
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subsegmental mouth and could not be moved, intrapulmonary body was removed by left
thoracotomy.

Conclusion: Thoracic trauma is an important part of the emergency department. Penetrating
thoracic trauma can lead to hemothorax, pneumothorax, heart and large vessel injuries and
requires immediate intervention. Approximately 20-30% of all thoracic trauma are as a result of
penetrating thoracic trauma. Penetrating trauma often occurs with firearms and stab
wounds.Thoracic trauma may be due to foreign body aspiration as in 3th case.
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A YOUNG ISCHMEIC STROKE

A YOUNG ISCHMEIC STROKE

INTRODUCTION: Stroke cases are daily encountered very often at the emergency service. These
cases which are one of the most important reasons of morbidity and mortality and which affect
life quality of people considerably are usually seen in the population above 45 years of age and its
incidence increases with increasing age. Cases under 45 years of age are seen between 3-10 per
hundred thousand. When life expectancy and life quality are considered, its results are more
dramatic. In this case, a 22 years old case with ischemic stroke who came to our emergency service
was presented.

THE CASE: 22 years old female patient came yesterday with the complaint of numbing of right
arm, not being able to grasp, lisping which started suddenly. The patient's general condition was
good at arrival, she was oriented, cooperated, gks was 15, arterial blood pressure: 130/68 mm/Hg,
pulse rate: 87 beats/min, fever: 36,5 °C spo2: 97, electrocardiography: normal sinus rhythm,
extremities were warm and pulses were palpable. According to the medical history, his father had
bypass due to acute coronary syndrome at 50 years of age. In the neurological examination: speech
normal, right arm motor 2-3/5, hand motor 2-3/5, no sensory loss, no asymmetry on the face,
cranial nerve examination were natural, cerebellar tests were natural. No additional drug usage
and no additional illness. Full blood, biochemistry, hemostasis, cardiac panel, blood gas were
normal. Her unenhanced computed brain tomography was taken. In her tomography: Hypodense
area was observed in the neighborhood of left thalamus lateral area in the internal capsule
posterior leg which was compatible with acute ischemia. No finding of hemorrhage was seen.
Diffusion magnetic resonance imaging was performed in order to confirm ischemic stroke. Acute
diffusion limitation was detected in the area which was seen as hypodense in computed
tomography. (Figure 1 blue arrow) Her diagnosis was made as ischemic stroke. The patient was
consulted by neurology department, she was hospitalized at the service for treatment, follow-up
and etiological examination. In the examination, her echocardiography, carotis color doppler
ultrasonography, vertebral artery color doppler ultrasonography and 24 hours
electrocardiographic holter results were normal. Protein ¢ and s activity was at normal level,
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genetic tests which were performed in direction to thrombophilia were normal too. The patient
was followed up with antiagregant treatment.
Figure 1. The patient's Ax DWI and ADC MR images

RESULT: Ischemic stroke cases at young age may be seen at the emergency service even if it's
unusual. If stroke is not considered in these patients, diagnosis can be delayed and this may cause
deterioration of the patient's process. Considering that the expected lifespan is long, results of
stroke at young age is worse from the point of both the patient and the patient's family. Early
diagnosis is needed in order to avoid recurrence, investigation is needed in order to determine
etiology. Thinking that neurological symptoms are related with psychiatric diseases in young
patients will cause delay in diagnosis, thus stroke has to be included among our pre-diagnoses
independently of the patient's age.

Referances
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Stroke: The Helsinki Young Stroke Registry J Putaala, AJ Metso, TM Metso, N
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2. Clinical Outcome in 287 Consecutive Young Adults (15 To 45 Years) With ischemic
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FACIAL PARALYSIS WHICH APPEARS ONLY BY DYSMOTILITY IN THE LOWER LIP

INTRODUCTION: Facial nerve lower neuron paralysis which affects only one sided muscle groups
of the face with acute onset and with unknown origin is called facial paralysis. Even if many factors
are blamed in its etiology, according to the up-to-date information, it comes to existence due to
inflammation which will develop in the facial nerve as a result of reactivation of Herpes Simplex
Type 1 virus. The reason of occurrence of affection in the facial nerve can be explained by that,
facial nerve has a longer bone channel in comparison with other cranial nerves and bone channel,
especially labyrinth segment has a narrow structure. In this case, focal paralysis case which applied
to the emergency service and which was developed after squeezing abscess under the lip was
presented.

THE CASE: 40 years old male patient has squeezed his abscess under the left lip by using his hand
one day ago. He applied with the complaint of abirritation under the left lip and asymmetry on the
face which developed the day after. He had Diabetes mellitus type 2 and hypertension in his history.
His vital signs: Blood pressure: 130/100 mmHg, fever: 36,5 °C, SPO2: 98, pulse rate: 78 beats/min.
Neurological examination: glasgow coma scale: 15, oriented, cooperated. In cranial nerve
examination, motor deficit was detected in the left half of the lip. (FIGURE 1) His cerebellar tests
were natural. In the skin examination, 1x1 cm hyperemic lesion was seen under the lip's left side.
(FIGURE 1) Full blood, biochemistry, hemostasis and elisa tests were natural. No pathology was
detected in the patient's unenhanced computed tomography scan of the head and diffusion MR.
Opinion was received from dermatology department regarding skin lesion and the patient's lesion
was evaluated as herpetic and 5 days of treatment with acyclovir 200 mg/ day was suggested. The
patient was consulted by otolaryngology department regarding facial paralysis and 1 mg/kg/day
prednol treatment was added the patient's treatment. His ambulatory treatment was regulated
and he was discharged from the hospital. The patient was called for control after one week, his
complaints have begun to remit the day after and he has recovered totally in 7 days.

FIGURE 1: Herpetic lesion and facial movements of the case
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RESULT: Facial paralysis is one of the common causes of admission to the emergency service. It
progresses generally facial asymmetry which affects both upper and lower lip. It may sometimes
be dependent on observable causes as in our case, but sometimes a observable reason can 't be
detected. Retraction of central reasons is important. The patient's follow-up after ambulatory
treatment has to be done properly. As long as the underlying causes of the facial lesions are not
identified, the patient has to apply to the polyclinic and be treated.
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Amag

Bu calismanin amaci acil servise basvuran 55 yas uistl hastalarda bisiklet kazalarinin demografik
ozelliklerini ve sonuclarini degerlendirmektir.

Yontem

Calismada yontem olarak 2019 haziran agustos aylari arasi 3 aylik donemde bisiklet kazasi nedeni
ile acil servise basvurmus 55 yas tistl hastalarin retrospektif taranmasi kullanilmistir.Hastalar ,
yas, cinsiyet, kaza tarihindeki yagis durumu, haftaici veya haftasonu olmasina, giindiiz ya da gece
(08:00-17:00 veya 17:00-08:00) ,mortalite ve travma bolgesine gore degerlendirilmistir.Veriler
JASP 0.10.2.0 programi ile analiz edilmistir.Ki kare testi ve tanimlayici analizler kullanilmistir.
Sonuglar %95°lik giiven araliginda p<0.05 diizeyinde degerlendirildi.

Bulgular

Calismamiza 59 hasta katildi.Bunlardan 37si(%62.712) erkek 22si(37.288) kadin cinsiyetinde
idi.Yapilan arastirmada hastalarin yas ortalamasi 65.644+7.339 Tespit edildi. Calismamizda 17
hasta haftasonu, 42 hasta haftaici kaza gecirmis olarak bulundu.Hastalardan 46 s1 glindiiz (08:00-
17:00) , 13 tanesi aksam (17:00-08:00) saatlerinde kaza gecirdigi anlasildi.Hafif yagmurlu ve
sagnak olan birer giin tespit edilirken, bulutlu giin say1s1 31, hi¢ yagis olmayan gtin sayis1 24 tespit
edildi.inceledigimiz 59 hastadan 4(%6.78) iinde kaza neticesi mortalite ile sonuglanirken
55(%93.22) hasta hayatta kalmistir.Calismamizda yiiz bolgesindeki yaralanmalarda hastalardan
31(%5.085) frontal fraktiir, 2sinde(%3.39) nazal fraktiir ve 2sinde (%3.39) maxiller fraktiir tespit
edildi.Kazalardan 1inde(%1.695) subdural hematom gozlenirken 1linde(%1.695) epidural
hematom, 2 sinde(%3.39) intraparankimal kanama , 5inde (%8.475) kafa kemigi fraktiiri
izlendi.Vertabral incelemede 2(%3.39) hastada lomber vertabra yaralanmasi izlendi.incelemeye
katilan hastalardan sadece 1inde(%1.695) batin yaralanmasi o da barsak perforasyonu olarak
izlendi.En sik yaralanmalar hastalarin ekstremitelerinde izlendi.Ust ekstremitede el bilekte
8(%13.559), 6n kolda 4(%6.780) , dirsekte 4(%6.780) , kolda 5(%8.475) ve omuzda 3(%5.085)
hastada yaralanma izlendi.Alt ekstremiteye baktigimiz zaman hastalarin 7si(%11.864) ayak bilek,
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6s1(%10.169) kruris, 6s1(%10.169) diz, 2 si(%3.390) kal¢a ekleminden yaralanmis olarak tespit
edildi.Torak yaralanmasi agisindan hastalardan linde(%1.695) kot fraktiirii, 1inde(%1.695) ise
torasik laserasyon izlendi.Kaza sonucu mortalite ile sonuc¢lanan 4 hastada sirasiyla 2sinde(%3.39)
intraparankimal kanama, 1linde(%1.695) subdural hematom , 1linde(%1.695) epidural hematom
izlendi.Hastalarda mortalite ile giindiiz gece, cinsiyet arasi iliski incelendiginde anlamli bir sonuca
rastlanmadi(p>0.05). Mortalite ile anlamli iliski sadece kranyal yaralanmalar ve hava durumunun
bulutlu olmasi arasinda saptandi(p<0.05).

Sonucg

Acil servise bisikletten diisme nedenli bagvuran 55 yas tistli 59 hastay inceledigimiz ¢alismamizda
3 aylik very kullanmis bulunmaktayiz.Hasta sayisinin azligi, baz1 degiskenlerin sadece 1 hastada
goriilmesi, calismamizdaki kisitliliklar olarak bahsedilebilinir.

Bisiklete bagh kazalar giinden giline tiim diinyada artmaktadir(1).Bisiklet hem saglik agisindan
faydali olmasi, hem ekonomik bir yontem olmasi ile toplumda yer edinmis bir ulasim
aracidir.Fakat calismalar her yas grubunda bisiklet siriiciisii icin kaza riskinin , araba
suruciisiinden yaklasik 7.4 kat yiiksek oldugunu gostermistir(2). Calismamiz 55 yas uizeri bisiklet
stiriictist kisilerin kaza , yaralanma ve hangi hava durumu, giin kosullarinda kazalarin yapildigin
arastirmak i¢in yapilmistur.

En sik yaralanma giindiiz saatlerinde olmustur.Bu durum bisiklet siirticiilerinin genel anlamda
glindiiz saatlerini tercih etmesi ile de agiklanabilinir.Yaralanmalar daha sik olarak haftaici
gerceklesmistir.Her ne kadar sehir insanlari i¢in hobi olarak bisiklete haftasonu binilse de , hafta
ici 5 glin olmas1, haftasonunun 2 giin olmasi bu sonucu dogurmus olabilir.

Hastalarda en sik gozlenen yaralanma goriilen vucut bolgesi yaralanmalar1 benzer ¢alismalarda
oldugu gibi bizde de iist ekstremite yaralanmasi olmustur(2).0zellikle el/el bilek yaralanmasi 8
hastada, ayak ayak/ayak bilek yaralanmasi 7 hastada, sonrasinda bacak ve dizde 6 sar hasta, kolda
5 dirsek ve 6n kolda 4 hastada yaralanma tespit edilmistir(Figur 1).

50

20 - Seril

Figur 1:Yaralanma sikliginin viicut bolgesine gore dagilimi.

Hava durumu olarak bulutlu gilinler ile mortalite arasinda anlaml iligki saptanmasi kazalarin
%>52.54’lintin bulutlu giinlerde olmasi ile iliskilendirilebilinir (Tablo 1). Clinki bu durum yasanan
cografyadaki hava durum sikligi ile de iligkilidir.
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Bulutlu
Mortalite 0 1 p Total
24.000 31.000 55.000

Yok 43.636% 56.364% 100.000%
Var 4.000 0.000 4.000
100.000 % 0.000% 100.000 %
28.000 31.000 59.000
Total

47.458% 52.542%  0.029 100.000 %

Tablo 1:Mortalite ile bulutlu giinler arasindaki iliski.

Mortalite gozlenen her 4 hastanin da kranyal yaralanma sonucu vefat ettigi tespit edilmistir.Yash
hastalarda travmatik beyin hasarindan oliimler hali hazirda genclerden daha fazla oldugu
bildirilmistir(3).Bu sonug bizim ¢alismamiz ile koreledir.

Sonug olarak ¢alismamiz 55 yas Ustii hastalarda mortalite ile kafa travmasi ve bulutlu hava
durumu arasinda anlaml iliski tespit etmistir. Daha genis popiilasyonu iceren yeni ¢alismalara
ihtiyac vardir.

Anahtar kelimeler:Bisiklet kazasi, ileri Yas, Travmatik beyin hasari
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ACIL SERVISE AKUT SOLUNUM YOLU PROBLEMI ILE BASVURAN VE SiGARA KULLANAN

HASTALARIN SiGARAYI iCME DAVRANISI VE SIGARAYI BIRAKMA NIYETI
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Ozet:

Girig: Sigara bagimligi, tim diinyada onlenebilir 6lim nedenleri arasinda ilk sirada yer
almaktadir. Titln salginina bagh olarak 20. yiizyilda 10 milyon Kkisi 6lmistiir. 2000°li yillar ise
gecmisten gelen risk yiikiiyle zirve yapmigtir. Diinya Saglik Orgiitii acil dnlem alinmadig: takdirde,
2030 yilina gelindiginde her y1l %80’i gelismekte olan iilkelerden olmak iizere 8 milyondan fazla
olim gortlecegini bildirmektedir.

Amag: Bu calismanin amaci hastanemiz acil servisine sigaradan kaynaklanan veya sigara ile
kotilesen herhangi bir akut solunum yolu problemi ile basvuran ve sigara kullanmakta olan
hastalarin sigara icme davranisy, sigaray1 birakma niyetleri ile demografik ve klinik 6zelliklerini
incelemektir.

Yontem: Bu calisma Haydarpasa Numune Egitim ve Arastirma Hastanesi Acil Tip Kliniginde
prospektif, gozlemsel bir arastirma olarak yapildi. Calismaya bir aylik bir dénem iginde tist veya
alt solunum yolu enfeksiyonu, KOAH akut atagi gibi akut bir solunum yolu sikayeti ile basvuran,
sigara kullanan, ¢alismaya alinma kriterlerine uygun tiim hastalar alind1. Kisinin yas, cinsiyet gibi
sosyodemografik 6zellikleri, sigaray1 kullanim siiresi, miktari, daha 6nceki birakma girisimleri gibi
sigara icme davranisinin 6zellikleri ve sigarayi birakma niyetleri sorgulandi.

Bulgular:

Yetmis dokuzu kadin (% 27,4) olmak tizere toplam 288 hasta ¢alismaya alindi. Calismaya katilan
hastalarin yas ortalamasi1 45+44’dir. Yetmis sekiz hastanin ( % 27) en az bir sistemik hastalig1
vardl. Elli dokuz hastada (%20.5) ailede sigara ile iligkilendirilen kanser hastasi1 vardi ya da
olmustu. Iki yiiz on {i¢ hasta daha 6nce en az bir sefer yardimh ya da yardimsiz sigara birakma
girisiminde bulunmustu. Hastalarin % 11 i glinde 1-10 arasi, %54't 11-20 arasi, %20 si 20-30
arasi ve %13’li 30 sigaradan fazla iciyordu. Yirmi ti¢ hasta ( % 8) 6liinceye kadar sigara kullanmaya
devam edecegini sOyliiyordu. %81 bir ara birakmay:1 diisiindiiglinii ama o zamanin heniiz
gelmedigini soyledi. %10 hasta ise bu konu iistiine diisiinmedigini belirtti.

Sonug: Sigara ciddi bir halk saghgi sorunudur. Amerikan Acil Tip Hekimleri Birligi ve diger bazi
kuruluslar acil servislerde tedavi alan ve sigara kullanmakta oldugunu bildiren tiim hastalara acil
serviste calisan doktor ve hemsireler tarafindan sigarayi biraktirma danismanlig1 verilmesini
onermektedir. Yapilan bazi ¢alismalarda acil servislerde 6zellikle sigara ile ilgili veya sigaradan
kotilesen akut bir saglik sorunu varliginda kisinin sigarayr birakma niyetinde artis oldugu
gosterilmistir. Bu durumda acil servisten yapilacak sigaray: biraktirma amacgh goriisme gibi bazi
girisimler hastalarin sigaray1 birakma girisiminde etkili olabilecektir.

Anahtar kelimeler: Sigara, acil servis, niyet, solunum yolu problemi
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0-18 yas bisiklet travmasi nedeniyle acil servise basvuran hastalarin demografik
incelemesi

Avni Uygar Seyhan! '
1. Kartal Dr. Liitfi Kirdar SUAM Acil Tip Klinigi, Istanbul, Tiirkiye

Amag: Bu ¢alismada, acil servise basvuran ¢ocukluk ¢agi bisiklet kullanimina bagh travma olgular
degerlendirilerek hastalarin demografik verilerinin incelenmesi amaglanmstir.
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Gerec¢ ve Yontem: Bu calismanin verileri Mart 2019 ve Mayis 2019 tarihleri arasinda Kartal Dr.
Lutfi Kirdar SUAM Acil Tip Klinigi'ne bagvuran 491 bisiklet travmali olgunun retrospektif olarak
dosyalarinin taranmasi sonucunda elde edildi. Bisiklet kazasina bagh travmali bu olgular yas,
cinsiyet, yaralanma sekli gibi faktorler agisindan degerlendirildi. Elde edilen veriler formlardan
bilgisayar ortamina aktarildi. Istatistiksel inceleme icin SPSS (Statistical Package for Social
Sciences, version 15.0 for Windows) programi kullanildi.

Bulgular: Acil servisimize bisiklet kazasi nedeniyle basvuran 491 olgunun 175'i (%35.6) kiz, 316’s1
(%64.4) ise erkekti. Yas ortalamasi 8.38+3.46 idi. Olgularin ¢cogunlugu hafta i¢i (n:298) ve giindiiz
saatlerinde (n:363) acil servise basvurmustu. Olgular intrakranyal kanama ag¢isindan
incelendiginde; 4 olguda subdural kanama, 1 olguda epidural kanama ve 1 olguda intraparankimal
kanama oldugu tespit edildi. Maksillofasiyal travmasi olan hastalarin; 56’sinda frontal kemik
kirigy, 7’sinde ziogma kirigi, 27’sinde mandibula ve 12’sinde maksilla kirig1 goriildii. Spinal travma
acisindan degerlendirilen olgularin; 10’'unda servikal, 2’sinde torakal, 9'unda lomber vertebra
hasari tespit edildi. Ortopedik yaralanmalar agisindan degerlendirilen hastalarin ise; 2’sinde
pelvis,4’linde klavikula, 32’sinde omuz, 54’linde kol, 39’'unda 6n kol, 66’sinda dirsek,70’inde diz,
39’unda ayak-ayak bilegi ve 1106’sinda el-el bilegi travmasi oldugu goriildii. Olgularimizin
hi¢birinde batin i¢i solid organ yaralanmasi ve toraks travmasi mevcut degildi. Olgularimizdan
hicbirinde 6liim gorilmedi.

Sonug: Bisiklet kazalar1 sonucunda kafa travmasi, ekstremite travmasi, abdominal ve lirogenital
sistem travmalari gibi yaralanmalar, gidon yaralanmalari ve nadiren 6liim gerceklesebilmektedir.
Meydana gelen travmanin siddeti yaninda etkiledigi sistem ve bunun sonucunda ortaya c¢ikan
organ hasarlar1 prognoz tzerine etkilidir. Bisiklet yaralanmalarinda, bisikletten diisme sirasinda
olan siyriklar disinda biiyiik bir patoloji saptanamaz. Ancak karin, toraks ve tliriner sistemdeki
kiint travmalarin olusturdugu hasar distan tahmin edilemeyecek kadar biiyiik olabilir. Bu nedenle
bisiklet travmalar1i hicbir zaman hastanin dis goériinlisi dikkate alinarak 6nemsiz olarak
degerlendirilmemelidir. Hastanin yakinmalar1 ve ayrintili klinik baki ile tim sistemeler
incelenmelidir. Taburcu edilecek hastalarin kask, eldiven, gozliik, gibi koruyucu araglarin
kullanimi konusunda bilin¢lendirilmesi saglanmalidir.
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Useful Electrocardiogram Indexes For Predicting The Etiology of Dyspnea At Emergency
Service

Alper Karakus, MD
Department of Cardiology, Besni State Hospital, Adiyaman, TURKEY

Objective

Revealing the etiology of dyspnea without by using echocardiography and NT-pro BNP in patients
who admitted to the emergency department still remains a challenging clinical entity . The
electrocardiogram (ECG) signs of right ventricular hypertrophy (RVH) may help to differentiate
the diagnosis of chronic obstructive pulmonary disease (COPD) and heart failure (HF) in patients
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with complaints of dyspnea at emergency service.Therefore the aim of the study was to evaluate
that recommended ECG criteria of RVH can predict etiology in patients with dyspnea.

Methods

A total of 145 consecutive patients with dyspnea were screened for this study. Thirty seven
patients diagnosed with HF or COPD included in the analysis. R:SV1, R:SV1 > R:SV3, R:SV1 > R:SV4,
ventricular activation time, and R:SV5 to R:SV1 parameters recommended by the AHA/ACCF/HRS
for diagnosis of RVH on ECG were checked in all patients. Then, clinical assessment, laboratory
examination, echocardiography and pulmonary function test were routinely performed.
According to the diagnosis of dyspnea, 37 patients were divided into 2 groups: group 1, dyspnea
with HF (n =22) and group 2, dyspnea with COPD (n = 15).

Results

The following parameters were significantly different between group 1 and group 2.
R:SV1>6 mm, R:SV5 >10mm, R:SV5 to R:SV1>10 (P < 0.01). These parameters were
significantly higher in the group 2 than in the group 1. Furthermore, the ROC analysis showed that
all these parameters predict diagnosis in favor of COPD. The AUC values range from 50% to 67%
(P <0.01 for all the parameters).

Conclusion
R:SV1, R:SV5 and R:SV5 to R:SV1 (ECG signs of RVH) may be useful for diagnosis in favor of COPD
in patients with complaints of dyspnea at emergency service.

ORAL PRESENTATIONS 44
INCIDENTAL MEDIAN ARCUATE LIGAMENT SYNDROME

Adil Emre GEZER, MD1,2, Asst. Prof. Cagdas YILDIRIM1,2, Assoc. Prof. Afsin Emre KAYIPMAZ2
1 Ankara Yildirim Beyazit University, Department of Emergency Medicine, Ankara, Turkey
2Ankara City Hospital, Department of Emergency Medicine, Ankara, Turkey

INTRODUCTION: Median arcuate ligament syndrome (MALS) is also called celiac artery
compression syndrome or Dunbar syndrome. Median arcuate ligament develops due to low blood
flow to the gastrointestinal tract due to compression of the proximal celiac artery at the aortic
outlet. Patients are usually asymptomatic. Symptomatic patients have increased epigasric pain
with expiration, nausea, vomiting after meals and loss of weight. In this case report, we aimed to
present a median arcuate ligament syndrome in a patient admitted to the emergency department
after a traffic accident.

CASE: 22-year-old woman had a car accident two days ago. The patient was discharged from
another hospital when no pathology was detected. The patient was admitted to the emergency
department because of nausea, vomiting and epigastric pain after eating. On physical examination,
vital signs were stable. Blood pressure: 120/70 mmHg, pulse: 72 beats / min, spo2: 99%. His
abdominal examination revealed tenderness in the epigastric region. No defense or rebound was
detected. Contrast-enhanced abdominal tomography was performed. Abdominal tomography
revealed a median arcuate ligament syndrome that compresses the celiac artery (Figure 1). When
the patient's history was deepened, it was learned that she had complaints of epigastric pain,
nausea, vomiting and weakening after eating for many years and that he had been followed up in
the gastroenterology polyclinic and had not been diagnosed. The patient was diagnosed as median
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arcuate ligament syndrome on abdominal tomography and was discharged with the
recommendation of general surgery control.

CONCLUSION: MALS is a rare clinical condition. It should be considered and treated in the
differential diagnosis especially in the presence of epigastric pain, nausea and weakening in young
patients. Celiac color Doppler USG, conventional angiography and multislice CT can be used for
diagnosis.

Keywords: Median Arcuate Ligament Syndrome, Celiac Artery, Dunbar syndrome

Figure 1: White arrow indicates compression of median arcuate ligament on celiac artery
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A Rare Cause of Abdominal Pain in the Emergency Department

Faruk BU YU K, MD1,2, Asst. Prof. Cagdas YILDIRIM1,2, Prof. Ayhan O ZHASENEKLER1,2, Assoc.
Prof. Afsin Emre KAYIPMAZ2, Asst. Prof. Giil Pamuk¢u GU NAYDIN1,2, Assoc. Prof. Giilhan
Kurtoglu CELI K1,2, Asst. Prof. Fatih Ahmet KAHRAMAN1,2, Prof. Servan GO KHAN1,2

1Ankara Yildirim Beyazit University, Department of Emergency Medicine, Ankara, Turkey
2Ankara City Hospital, Department of Emergency Medicine, Ankara, Turkey

INTRODUCTION: Portal vein thrombosis is a rare pathology that requires early diagnosis and
treatment in symptomatic patients due to the risk of mesenteric ischemia. The underlying cause is
usually myeloproliferative diseases. Sepsis, abdominal surgery, intra-abdominal infections, liver
cirrhosis, primary or secondary liver tumors, hypercoagulability syndromes, connective tissue
diseases and Behget's disease are other causes of portal vein thrombosis. Treatment options vary
from conservative anticoagulant therapy to surgical thrombectomy. In this case, we aimed to
present a case of portal vein thrombosis in a patient with a history of intra-abdominal surgery.
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CASE: 59-year-old female patient presented to our emergency department with complaints of
abdominal pain and right flank pain. It was learned from her history that her complaints started
one week earlier, increased in the upper middle and right upper parts of the abdomen, and there
was no relationship with hunger. Her general condition was good, conscious and cooperative.
Physical examination revealed epigastric and right upper quadrant tenderness. Other physical
examination findings were normal. She had a history of operation 4 years ago due to urinary
incontinance. Her chronic diseases were hypertension, diabetes and goiter. D-Dimer was 3. Other
laboratory findings were within normal limits. Abdominal computed tomography of the patient
revealed that; An acute thrombus extending from the main portal vein to the proximal of right and
left lobar branches in liver was observed. In addition, thrombus leading to partial obstruction and
diameter increase from confluence level to superior mesenteric vein lumen; thrombus leading to
acute total thrombosis extending to ileocolic and left colic branches of superior mesenteric vein.
(Figure 1). Patient was admitted to the general surgery service. During her 1 week stay in the
general surgery department, she was started on enoxaparin and warfarin, and was discharged.

CONCLUSION: Portal vein thrombosis can cause abdominal pain and may have serious fatal
consequences. Diagnosis can be made by Doppler imaging of portal vein in emergency department.
Mesenteric vein obstruction and its complications should be ruled out in cases of acute PVT.
Patients with these findings should be urgently consulted with general surgery. If patient has faint
symptoms, good general condition, normal whole blood count and liver function tests and good
oral intake, he/she can be followed by arranging anticoagulation therapy.

Keywords: Thrombosis, Portal vein, Superior Mesenteric vein

Figure 1: Red arrows indicate thrombosis in portal vein
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ACIL SERVISE BASVURAN AKUT SEREBROVASKULER HASTALIK TANILI HASTALARIN
GERIYE DONUK DEGERLENDIRILMESI

Ugur Bilgay Kayal, Havva Sahin Kavakli'2, Hakan Oguztiirk!, Bilge Karaca!l

1. Ankara Sehir Hastanesi, Acil Tip Klinigi
2. Ankara Yildirim Beyazit Universitesi, Tip Fakiiltesi, Acil Tip AD

Amag: Akut Serebrovaskiiler Hastalik (SVH) yasami tehdit eden 6énemli acil durumlar arasindadir.
Ozellikle, SVH hasta grubunun %85’i gibi biiyilk bir kismi iskemik SVH hastalarindan
olusmaktadir. iskemik SVH hastalarinda “zaman = beyin dokusu” bakis acisiyla hastalara
yaklasilmasi biiyiik 6nem tasimaktadir. Inme merkezi olarak ¢alisan hastanemizde acil servisimize
basvuran SVH hastalarinin geriye doniik inceleyerek raporlamayr amagladik. Bu verileri
paylasarak gerek aile hekimlerinde, gerekse acil tip sistemi icinde yer alan tiim saglik personeli ve
hekimlerde farkindaligin artirilmasini saglayarak SVH hastalarinin morbidite ve mortalitelerinin
azaltilmasina katkida bulunmay1 amagladik.

Gere¢ ve Yontem: Bu klinik calisma 09.10.2019 ile 09.11.2019 tarihleri arasinda acil servisimizde
SVH tanis1 kesinlesmis ve yogun bakim ihtiyaci olan toplam 44 vakanin geriye doniik bilgileri
incelenerek yapilmistir. Veriler SPPS istatistik programi kullanilarak analiz edilmistir.

Bulgular: Calismada yer alan 44 vakanin 21'i erkek ve 23’li kadin hastalardan olusmaktadir.
Hastalarin yas ortalamasi 73.65+12.17 olup minimum 39 yas ve maksimum 92 yas olarak tespit
edilmistir. 37 hasta iskemik SVH grubunda iken; geri kalan 7 hasta hemorajik SVH grubunda yer
almaktaydi. Tim hastalara beyin tomografisi cekilmisken; 25 hastada ek olarak manyetik
rezonans goriintiileme yapildig1 belirlendi. Hastalarin %31.1'inin asetil salisilik asit (ASA),
%11.1'inin varfarin, %6.8'inin ASA ile birlikte klopidogrel, %4.5'inin apiksaban, %?2.2'sinin
enoxaparin kullanmakta oldugu tespit edildi. Hastalarin %44.4'liik kisminin ise herhangi bir
antiagregan veya antikoagiilan ila¢ kullanmadigi saptandi. 17 hastanin EKG'sinde atriyal
fibrilasyon izlendi. Sadece iskemik SVH grubu acisindan bakildiginda %40.5'inde atriyal
fibrilasyon gozlendi. Iskemik SVH grubunda %18.9 hastaya trombektomi uygulandigi, %5.4
kismina ise trombolitik verildigi belirlendi. Tim hastalarin %75.6’ik kismina medikal tedavi
verildigi, %15.6'ik kismina trombektomi yapildigi, %4.4'lik kismina trombolitik uygulandigi,
%2.2'lik kismina ise eksternal ventrikiil drenaji yapildig: tespit edildi. Hastalarin acil basvuru
sirasinda SKB iskemik SVH grubunda 152.674+28.54, hemorajik SVH grubunda ise 195+62.48 olup
her iki grup arasinda anlaml istatistiksel fark saptandi (p<0.05). Benzer sekilde iskemik SVH
grubunda DKB 81+17.76 iken, hemorajik SVH grubunda 105.71+35.14 degerlerinde olup her iki
grup arasinda anlamli istatistiksel fark saptandi (p<0.05).

Sonug: Serebrovaskiiler hastaliklarin risk faktorlerinin kontrol altinda tutulmasina dikkat

edilmelidir. Tim saglik personelinin akut SVH yonetiminde hizli ve uygun tedavi konusunda
yuksek farkindalik ve is birligi icinde olmas1 6nemlidir.

Anahtar kelimeler: serebrovaskiiler hastalik, iskemik, hemorajik
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ACIL SERVISTE SOLUNUM YETMEZLiIGi HASTALARININ GERIiYE DONUK
DEGERLENDIRILMESi

Havva Sahin Kavaklil2, Caner Hoyladi!, Ugur Bilgay Kaya?

1. Ankara Yildirim Beyazit Universitesi, Tip Fakiiltesi, Acil Tip AD
2. Ankara Sehir Hastanesi, Acil Tip Klinigi

Amag: Solunum sikintisi ile acil tip kliniklerine sik basvuru olmakta ve bu hastalarin acil
servislerde onemli bir oran olusturdugu bilinmektedir. Hastanemiz acil servisine basvuran
solunum sikintisi olan hastalarimizin kayitlarini geriye dontik inceleyerek raporlamayi amagladik.

Yontem: Toplam 28 solunum sikintisi olan hasta ¢alismaya dahil edildi, hasta kayitlarinin geriye
dontk verileri alinarak SPSS istatistik programi ile analiz yapildi.

Bulgular: Hastalarin %57.1'i erkek, %42.9'u ise kadin hasta olarak saptandi. Hastalarin yas
ortalamasi 72.10+12.02 olarak hesaplandi. Hastalarin oksijen saturasyonu ortalama %68.10
+27.81; laktat ortalama 2.1+1.77 olarak belirlendi. Tip 1 solunum yetmezligi hastalarin %
46.4’linde, tip 2 solunum yetmezligi ise hastalarin %53.6’sinda olarak tespit edildi. Hastalarin
kronik hastalik dykiisiine bakildiginda %7.1’i KOAH, %10.7’si kalp yetmezligi, %3.6’s1 KOAH ile
beraber diger kronik hastaliklara da sahip olan, %21.4't ise kalp yetmezligi ile beraber diger
kronik hastaliklara da sahip olan hastalardan olustugu izlendi. Tim hastalarin %42.9'u kirmizi
alanda; % 57.1'i ise sar1 alanda tedavi aldig1 saptandi. Hastalarin %14.3'liik kism1 NIMV ihtiyaci,
%3.6'lik kism1 IMV ihtiyaci olurken, geri kalanda mekanik ventilasyon ihtiyaci olmadig: izlendi.
Diger medikal tedaviler yoniinden bakildiginda %21.4'ltik kismi yalnizca bronkodilator tedavi,
0628.6'l1ik kism1 bronkodilator tedavi ile beraber steroid tedavisi, %10.7'lik kismi bronkodilator
tedavi ile beraber steroid ve nitrat tedavisi, %17.9'luk kismi diiiretik tedavi, %7.1'lik kism
ditiretik ve nitrat tedavisi ve geri kalan diger tedavilerle yonetildi. Hastalarin acilde kalma
surelerine bakildiginda, %42.9'unun 24 saatin tizerinde oldugu, %14.3"liniin 12-24 saat lizerinde
kaldig1, %28.6'sinin 6-12 saat arasinda kaldigi, geri kalan hastalarin ise 6 saat altinda acil serviste
kaldig1 gozlendi. Hastalarin son durumlari incelendiginde %35.7'lik kisminin yogun bakim
Unitesine yattig1, %21.4'linlin servislere yattig), geri kalan grupta ise acil gozlemde tedavi edilerek
taburcu edildigi ve 1 hastanin yasamini yitirdigi tespit edildi.

Sonug: Solunum yetmezligi hastalar1 acil servislerde sik karsilasilan; mekanik ventilasyon ve
yogun bakim takibi gibi 6zellikli tedaviler gerektiren hastalardir. Bu hastalarin acil servislerde
kalma siirelerinin kalite 6l¢iitlerinin disinda ve optimal olmaktan uzak oldugu gériilmektedir. Bu
hastalarin yonetiminde yeni politikalarin gelistirilmesi sonuglari iyilestirecektir. Acil serviste kalis
surelerinin azaltilmasina dair yeni politikalarin gelistirilmesi acil servislerin ytkiniin
azaltilmasina olanak saglayacaktir. Ayrica incelenen hastalardaki yogun bakim ve servis yatis
oranlarinin fazlahgi, getirmis oldugu is yiikii ve maliyet agisindan kronik hastaliklarin 6nlenmesi
ile ilgili halk saglig1 politikalarinin da ne kadar 6nemli oldugunun gostergesidir.

Anahtar kelimeler: solunum yetmezligi, mekanik ventilayon, tedavi
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ACIL SERVISE BASVURAN SPINAL TRAVMALI HASTALARIN GERIYE DONUK iINCELENMESI
Havva Sahin Kavakli 1.2, Hasan Sahinl, Yasin Doganl, Ugur Bilgay Kayal

1. Ankara Sehir Hastanesi, Acil Tip Klinigi
2. Ankara Yildirim Beyazit Universitesi, Tip Fakiiltesi, Acil Tip Ana Bilim Dali

Amag: Spinal travma hastalar gerek hastane dncesi, gerekse hastanelerdeki acil tip klinikleri ve
ilgili diger klinikler acisindan 6zenle yonetilmesi gereken hasta grubudur. Bu asamalarda spinal
travmali hastaya uygun ve bilimsel yaklasim kalic1 sakatlik ve 6liimleri azaltacaktir. Travma
merkezi islevi goren hastanemizde acil serviste takip ve tedavi edilen spinal travmali hastalari
geriye doniik inceleyip raporlayarak paylasmay:1 amagladik.

Yontem: Calisma Ankara Sehir Hastanesi acil tip klinigine basvuran toplam 54 spinal travmali
hastalarin verilerinin geriye doniik incelenmesi ile yapilmistir. Veriler SPPS istatistik programi
kullanilarak analiz edilmistir.

Bulgular: Toplam 54 hastadan 31'i erkek, 23’i ise kadin olarak kaydedildi. Hastalarin yas
ortalamasi 52.791+19.88 olarak tespit edildi. Hastalarin %54.5'i yiiksekten diismeye baglh travma,
% 41.8'i arag ici trafik kazasi, geri kalani ise arag disi trafik kazasi sonucu spinal travmaya maruz
kalmisti. Hastalarin spinal travmalari lokalizasyon yoniinden incelendiginde %12.7'lik kism1 izole
servikal, %10.9'luk kismi izole torakal, %50.9'luk kismi izole lomber, % 16.4'liik kismi ise
torakolomber, %5.5’i ise servikotorakal vertebral travma olarak tespit edilmistir. Hastalarin
radyolojik goriintiilemelerinde %30.9'u vertebra korpus fraktiri, %18.2’si vertebra korpus
fraktiirii ve transver proges fraktiirii, %43,6’s1 ise izole vertebra transvers procges fraktiiri, geri
kalanlar1 ise vertebranin diger yapilarinin fraktiri seklinde saptandi. Hastalarin % 90.7'si
konservatif tedavi alirken, % 9.2'si operasyona alinarak tedavi edildi. Hastalarin son durumlarina
bakildiginda %58'lik kisminin acil gézlem sonrasi taburcu oldugu, %32.7'sinin servise yattigini,
%5.5'inin ise yogun bakim tnitesine yatisinin yapildig: tespit edildi. Sadece 1 hastanin spinal
travma disindaki nedenler ile hayatini kaybettigi gortildii.

Sonug: Spinal travma bakimi olay yerinden yogun bakim sartlarina kadar bir zincirin halkalari
gibi gorilmelidir. Hem hastane oncesi hem de acil tip klinikleri ve diger ilgili kliniklerce
yonetimleri hizli ve uygun sekilde yapilmalidir.

Anahtar kelimeler: spinal vertebra, travma, acil tip
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"Comparison of radiography and computed tomography in emergency department
evaluation of ankle trauma”

Mustafa Avci!, Nalan Kozaci?, Serkan Yuksel?, Ibrahim Etli3, Yavuz Yilmaz!

1 University of Health Sciences, Antalya Education and Research Hospital; Department of
Emergency Medicine, Antalya/Turkey.
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2 University of Health Sciences, Antalya Education and Research Hospital; Department of
Radiology, Antalya/Turkey.

3 University of Health Sciences, Antalya Education and Research Hospital; Department of
Orthopedics and Traumatology, Antalya/Turkey.

Aim: The aim of this study was to compare computed tomography (CT) and radiography (XR)
images of patients presented to the emergency department with ankle trauma and undergone CT
imaging, and to describe the fractures for which XR is insufficient and the characteristics of these
fractures.

Materials and Methods: This retrospectively designed study included patients presented to the
emergency department with ankle trauma between January 2016 and December 2017. Patients
who had ankle trauma, who performed XR and CT imaging were included in the study. The XR and
CT images were reinterpreted by a radiologist.

Results: Three hundred and sixteen patients were enrolled in the study. Of the patients, 137
(43.4%) had fracture on XR and 168 (53.2%) had fracture on CT. The most common bone fractures
were detected lateral malleolus and distal tibia fractures. The sensitivity and specificity of XR in
detecting fracture compared to CT were 75% and 93%, respectively (Table 1). Sixty-three (20%)
of the patients had two simultaneous fractures. The sensitivity and specificity of XR in detecting
two simultaneous fractures were 56% and 94%, respectively. Twelve (3.8%) of the patients had
distal tibial, medial malleolus and lateral malleolus fractures (trimalleolar fracture). The
sensitivity and specificity of XR in detecting trimalleolar fracture were 17% and 100%,
respectively.

Table 1. The sensitivity and specificity rates of radiography to detect fractured bone.

Bone Sensitivity % | Specificity % | AUC 95% CI
Distal tibia 57 97 0.771 0.700-0.843
Medial malleolus 63 98 0.807 0.716-0.897
Distal fibula 100 98 0.990 0.980-1.000
Lateral malleolus 58 97 0.780 0.7093-
0.851
Talus 30 98 0.646 0.464-0.827
Calcaneus 71 99 0.852 0.764-0.940

AUC: area under the curve, Cl: confidence interval
Conclusion: XR has a low sensitivity in identifying ankle fractures. The sensitivity is much lower
in cases of two simultaneous fractures and trimalleolar fractures. Therefore, CT imaging should
be preferred in patients with complex ankle injuries.

Key words: Ankle injury; computed tomography; emergency service, hospital; x-ray.
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"Normotansif Bir Hasta Aort Diseksiyonu Olabilir mi?"
Mustafa Avci!
1Saghk Bilimleri Universitesi, Antalya Egitim ve Arastirma Hastanesi, Acil Tip Klinigi, Antalya,
Tiirkiye
Giris

Aort diseksiyonu, aortun media tabakasinin intima tabakasindan ayrilmasidir. Hizl tani ve
tedavi gerektiren ve mortalitesi yiiksek olan bir kardiyovaskiiler acildir. 50 yas lizerinde ve
erkeklerde daha sik goriilmektedir.! Aort diseksiyonunun yillik insidansi yaklasik olarak milyonda
5-20’dir.?2 Kontrol altinda olmayan hipertansiyon en sik nedendir.3 Etiyolojide yer alan diger
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nedenler; bag doku hastaliklari, bikiispid aort, aort koarktasyonu, bilinen aort anevrizmasi,
gebelik, aortanin inflamatuar ve dejeneratif hastaliklari, otoimmiin hastaliklar, Turner sendromu,
Noonan sendromu, polikistik bobrek ve kiint karin travmasidir.3# Aort diseksiyonu siniflamasinda
kullanilan Stanford siniflamasi fonksiyonel etkilenmeyi, De Bakey siniflamasi ise diseksiyonun
yayilimini gosterir. Stanford siniflamasina gore aort diseksiyonlari iki gruba ayrilir. Tip A asendan
aortay1 etkilerken tip B'de asendan aorta tutulmaz.>¢ De Bakey siniflamasi ise ii¢ tipe ayrilir. De
Bakey siniflamasinda Tip 1 ve 2 Stanford siniflamasinda tip A'ya denk gelir. Bu siniflamalar
hastaligin tanisi yani sira tedavi protokollerinin belirlenmesinde de kullanilir.# Baslica klinik,
yirtilir tarzindaki ¢ok siddetli goguis ve/veya bel agrisidir. Aort dallarinin tutulmasina baglh olarak
alt ekstremitelerde duyu ve motor degisiklikler, karin agrisy, iki kol arasi kan basinci farkliliklari
ve ani kan basinci degisiklikleri de goriilebilmektedir.” Agr1 olmamasi (%10 olguda) ya da bazi
kardiyak, norolojik veya ekstremite iskemisi bulgularinin varligi seklinde atipik bulgularla da
kendini gosterebilir.8 Ekstremite nabizlarinda farklilik vakalarin %80’inde yoktur.

Aort diseksiyonlarinda norolojik komplikasyon gelisme sikliginin %2-8 arasinda oldugu
bildirilmistir.6 Diseksiyonlarda perfiizyon bozukluguna baglh olarak myokard enfarktiisi,
mezenter iskemisi, senkop, hipotansiyon, bas agrisi, akut bobrek yetmezligi, bacak agrisi, kolda
monoparezi, inme ve paraparezi gelisebilir.4® Proksimal aortay: tutan diseksiyonlarda inme 6n
planda goriiliirken, distal aortay: tutan diseksiyonlarda spinal arterlerde ortaya ¢ikan dolasim
bozuklugu ile paraparezi daha sik goriliir¢ Serebral perfiizyon bozukluklarina bagh olarak
hastalarda senkop ve bilin¢ degisiklikleri gelisebilir.6° Aort diseksiyonu tani ve tedavide acil bir
durumdur. ilk 24 saatte 6liim riski her saat basi %1 artar51° Erken tan1 ve tedavi mortalite ve
morbiditeyi belirgin olarak azaltir.!! Tanida aortagrafi, manyetik rezorans gorintiileme,
transtorasik-transozafagial ekokardiografi, dianmik bilgisayarli tomografi kullanilir.12
Olgu

62 yas erkek hasta, 1 saat 6nce ani baslayan her iki omuzda, gégiiste, karinda ve sag bacakta
agr1 ve soguk terleme sikayeti ile basvurdu. Ozge¢miste hipertansiyon disinda ézellik yoktu. Vital
bulgular: alinds; Tansiyon arteryel: sol kol 120/80, sag kol 110/80 mm/Hg, nabiz: 105/dk, SaOz2:
98 ve ates: 36,8°C saptandi. Fizik muayenede Glaskow koma skalasi skoru: 15, biling agik, oryante
koopere, norolojik intakt, dort ekstremite nabzi dolgun ve esit saptandi ve terleme disinda bulguya
rastlanmadi. EKG: 103 /dk, NSR idi. Kan testlerinde CRP: 6,2 mg/L, glukoz: 145 mg/dL, kreatinin:
1,4 mg/dL, kan tre azotu (BUN): 29 mg/dL, karaciger fonksiyon testleri: olagan, WBC: 12,8
103/mm3, hemoglobin: 12,3 g/dL, hematokrit: 38%, neutrofil: 8,3 103/mm?3 ve high sensitif
troponin T: 127 ng/L saptandi. Hastanin yerinde anterior-posterior akciger grafisi g¢ekildi ve
mediastende ve aort golgesinde hafif diizeyde genisleme goriildu. Takibinde hastanin omuz ve
karin agris1 gecti, viicut sol yarisinda uyusma sikayeti basladi ve sag alt ekstremite olan agr1 daha
da siddetlendi. Hastanin ikinci fizik muayenesinde sag alt ekstremitesinde akut arter tikaniklig
bulgular: ve viicut sol yarisinda hafif diizeyde duyu kaybi tespit edildi. Kontrol tansiyon arteryel
sag 110/70 ve sol 120/70 mm/Hg saptandi. Hastanin ekokardiyografisi bir kardiyolog tarafindan
yapildi: Asendan aortada diseksiyon flebi ile uyumla gorintii izlendigi, orta diizeyde aort
yetmezligi oldugu, sol ventrikiil ejeksiyon fraksiyonun % 65 oldugu ve perikardiyal efflizyon
saptanmadigl rapor edildi. Kardiyolog acil operasyon icin kalp ve damar cerrahisi ile
goriisilmesini ve beta bloker tedavi baslanmasini tavsiye etti. Hastaya beyin ve kontrastlh toraks,
tiim abdomen tomografisi taramasi yapildi: hastanin asendan, arcus ve desenden aortunu tutan,
sag arteria karotis comminis'e ve sag arteria iliaca communis'a ilerleyen, sol renal akimi bozan,
renal arterler diizeyi altinda akima izin vermeyen aort diseksiyonu saptandi, hastanin sol
bobreginde kontrast tutulumu yoktu ve her iki arteria femoralis kolletarel akimlar ile doluyordu
(Sekil 1). Kalp damar cerrahi tarafindan hasta operasyona alindi, operasyon basaril gegti. Hasta
post-op 6 giin yogun bakimda ve 10 giin serviste takip edildi, sonrasinda sifa ile taburcu edildi.
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Sekil 1. Hastaya ait kontrasth toraks ve abdomen tomografi taramasinin aksiyal ve koronal
gorintuleri.

Tartisma

Aort diseksiyonu hayati tehdit eden acil bir tablodur. Hastalar siklikla ¢ok siddetli gogiis ve
bel agrisi tanimlar ve olgumuzun sikayetleri icerisinde bilateral omuz agrisi- gégiis agrisi ve karin
agrist vardl. En sik etiyolojik neden kontrolsiiz hipertansiyondur. Olgumuzda hipertansiyon
mevcuttu fakat bagvuru aninda hasta normotansifti. Yakinmalarinin agr ile baslamasi, saatler
icerisinde monoparezi tablosunun olusmasi olguda spinal etkilenmeyi diisiindiirdi. Olgu
muhtemel paraparezi olabilecegi fakat sag alt ekstremitede akur arter bulgular1 olmasinin
norolojik bulgular1 baskilamis olabilecegi dusiiniildii. Ekokardiyografisinde asendan aortada
diseksiyon flebi ile uyumla gortinti izlenmesi, toraks ve tiim abdomen tomografisi taramasinda:
hastanin asendan, arcus ve desenden aortunu tutan, sag arteria karotis comminis'e ve sag arteria
iliaca communis'a ilerleyen diseksiyona ait goriintim ile hastaya aort diseksiyonu tanisi konuldu.
Olgumuzda gelisen monoparezi tablosunun diseksiyona bagli olarak ortaya ¢ikan spinal arterlerin
beslenme bozukluguna baghh oldugu veya diseksiyonun sag arteria karotis comminis'e
ilerlemesine bagl olabilecegi diistiniildii.

Sonuc olarak aort diseksiyonunu acil servise tipik ya da atipik semptomlarla bagvurabilir,
bu durum taninin atlanmasina ve ytiksek oranda mortaliteye neden olabilmektedir. Vaskiiler risk
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faktorleri olan hastalarda g6giis, omuz ve bel agrisi ile senkop, hipotansiyon, gérme kayiplari,
paraparezi ve akur arter tikanikligi bulgularinin varligi gibi semptomlarin bir arada olmasi
durumunda aort diseksiyonu ayirici tani igerisinde yer almalidir.
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"The Measurement of Elderly Volunteers’ Optic Nerve Sheath Diameters by Ocular

Ultrasonography”

Mustafa Avci?, Nalan Kozaci?, Erdal Komut?, Seval Komut3, Gulsum Caliskan?!, Gul Tulubas?

1 Department of Emergency Medicine,University of Health Sciences, Antalya Education and
Research Hospital, 07100, Antalya, Turkey

2 Department of Radiology, Hitit University Medical School, 19040, Corum, Turkey

3 Department of Emergency Medicine, Hitit University Medical School, 19040, Corum,
Turkey

Background and Aim: The optic nerve is a component of the central nervous system, and the
optic nerve sheath is connected to the subarachnoid space. For this reason, intracranial pressure
(ICP) increases are directly transmitted to the optic nerve sheath. Knowing the normal optic nerve
sheath diameter (ONSD) range in a healthy population is necessary to interpret this measurement
as a sign of intracranial pressure in clinical practice and research. In this study, we aimed to
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determine the standard ONSD value in healthy adultsaged65 years of age or older who had not
previously been diagnosed with a disease that could increase the ICP.

Materials and Methods: The right and left ONSD values and ONSD differences were compared,
according to the gender of the patients. The patients were divided into 3 groups, according to their
age. The age groups were assigned as follows: Group 1: 65-74 years of age; Group 2: 75-84 years
of age; and Group 3: 85 years of age or older. The ONSDs and the ONSD difference between the left
and right eyes of Group 1, Group 2 and Group 3 were compared.

Results: The study included 195 volunteers. The mean ONSD of both eyes was 4.16+0.69 mm, and
the difference between the ONSD of the left and right eyes was 0.16+0.18 mm. There was no
difference between genders in terms of right ONSD, left ONSD, mean ONSD and ONSD difference
between the left and right eyes. There was no correlation between age and ONSD and ONSD
difference. When the age groups and ONSD were compared, no difference was found between the
groups (Table 1).

Table 1. Mean and standard deviation of the optic nerve sheath diameter in different age
groups.

Right ONSD Left ONSD Mean ONSD ONSD Difference
Age Groups Mean + SD (mm) Mean +SD (mm) Mean +SD (mm) Mean +SD (mm)
Min-Max (mm) Min-Max (mm) Min-Max (mm) Min-Max (mm)
%95 CI (LB-UB) %95 CI (LB-UB) %95 CI (LB-UB) %95 CI (LB-UB)
P 0.981 0.907 0.964 0.522
65-74 (n = 4.15 + 0.69 4.20+0.71 4.17 + 0.69 0.15+0.17
104) 2.4-5.9 2.6-5.9 2.5-5.8 0-0.7
4.02-4.29 4.06-4.33 4.03-4.30 0.1-0.2
75-84 (n = 4.14+0.71 415+ 0.71 4.14 +0.70 0.17+0.18
68) 2.2-6.5 2.3-5.9 2.3-6.2 0-0.8
3.97-4.31 3.98-4.32 3.97-4.31 0.1-0.2
412 +0.72 418 +0.67 4.15 + 0.68 0.17 +£0.19
>85(n=23) 2.3-5.3 2.7-5.2 2.7-5.2 0-0.8
3.81-4.43 3.89-4.47 3.85-4.44 0.1-0.2

ANOVA test, ONSD: optic nerve sheath diameter; P: significance level of the test; LB: lower
bound; UP: upper bound.

Conclusions: In conclusion, the ONSDs of both eyes do not vary with age in healthy adults aged65
years or older. ONSD does not vary between genders. The calculation of ONSD difference can be
used to determine ICP increase.

Keywords: elderly population; emergency service; hospital; intracranial pressure; ocular
ultrasonography; optic nerve sheath diameter; ONSD
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"Variability of optic nerve sheath diameter in acute ischemic stroke"

Nalan Kozaci!, Mustafa Avci! , Gulsum Caliskan?!, Serkan Yuksel?

1Department of Emergency Medicine, University of Health Sciences, Antalya Education and
Research Hospital, Antalya, Turkey

ZDepartment of Radiology, University of Health Sciences, Antalya Education and Research
Hospital, Antalya, Turkey

Background and Aim: Stroke is the third leading cause of death and the first cause of disability
in the world. It holds an important place in hospital admissions and health expenses in the
industrialized world. The aim of the study was to evaluate the relationship between optic nerve
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sheath diameter and the findings of brain computerized tomography scans and brain diffusion-
weighted imaging and investigate the variability of optic nerve sheath diameter measured by
ultrasonography in acute ischemic stroke.

Methods: Patients who had acute ischemic stroke were included in Group A. Healthy adults were
included in Group B as the control group. In addition, according to computerized tomography
scans and diffusion-weighted imaging findings, Group A was divided into three subgroups.
Patients with normal computerized tomography and diffusion-weighted imaging were included in
Group 1, patients with normal computerized tomography and ischemic area on diffusion weighted
imaging were included in Group 2, and patients with ischemic area on computerized tomography
and diffusion weighted imaging were included in Group 3.

Results: A total of 100 patients were included in Group A and 100 healthy adults included in Group
B. The optic nerve sheath diameter values of Groups A and B were 5.4 + 0.6 and 4.2 + 0.4 mm (p <
0.001), respectively (Table 1). The optic nerve sheath diameter cut off value for detection of acute
ischemic stroke was determined as 4.7 mm. The sensitivity and specificity at this cut off value were
determined as 89% and 90%, respectively (Figure 1). According to computerized tomography
scans and diffusion-weighted imaging findings, there were 18 patients in Group 1, 56 patients in
Group 2, and 26 patients in Group 3. Time from onset of symptoms to presentation to emergency
department was shortest in Group 1 (3.0 £ 1.8 h). The widest optic nerve sheath diameter was
calculated in Group 3 (optic nerve sheath diameter: 5.7 + 0.6 mm).

Table 1. Comparison of ONSD values of Group A and Group B

Group ONSD (mm) ONSD difference(mm)
Group A 5.4+0.6 P<0.001 0.29+0.06 P<0.001
Group B 4.2+0.4 0.07+0.06
ONSD: optic nerve sheat diameter
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Figure 1. Receiver operating characteristic (ROC) curve of ONSD in acute ischemic stroke.
Conclusion: This study demonstrates that the optic nerve sheath diameter increases in acute
ischemic stroke and it increases earlier than computerized tomography and diffusion-weighted
imaging alteration occur. Therefore, optic nerve sheath diameter can be applied to assist the
diagnosis of acute ischemic stroke with other imaging techniques with equivocal /negative results
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and determination of appropriate treatment, especially in cases with normal computerized
tomography scan and diffusion-weighted imaging.

Keywords: Acute ischemic stroke; computerized tomography; diffusion-weighted imaging; optic
nerve sheath diameter
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Aslihan Mete Yildirim?!, ismail Okan Yildirim2
Malatya Training and Research Hospital, Department of Internal Medicine, Malatya
Inénii University Medical Faculty, Department of Radiology, Malatya

A rare cause of hypertension; Arteriovenous fistulas of the kidney

Introduction

Arteriovenous fistulas of the kidney are rare. they are classified as aquired or idiopathic. Aquired
type often occurs after percutaneous nephrostomy or percutaneous needle biopsy prosedures.
arteriovenous fistulas are asymptomatic but a small number of them may develop heart failure
and hypertension.

Case Report:

A 36 year old female patient admitted to the Emergency Service because of a severe headache.
His physical examination findings were normal except for his blood pressure was 240/120 mmHg
and his heart rate was 90 bpm. After giving 10 mg amlodipin and 4 mg cardura treatment in
emergency conditions, the blood pressure was 150/100 mmHg during the night. the patient whose
blood pressure levels did not reach normal range was refered to cardiology and internal medicine
outpatient clinics for searching about the secondery hypertansion.her plasma aldosteron, plasma
renin and uriner cathecolaminlevels were normal. There was an increase in systolic flow velocity
in doppler ultrasonography for renal artery stenosis and no significant stenotic segment was
observed. The patient who had a history of renal biopsy 1 week ago was decided to undergo renal
angiography. renal angiography showed fistula tract between the left interlober artery and renal
vein.fistula .The fistula line was closed by endovascular coil embolization in the same session. Her
blood pressures reach normal levels in the follow ups after the procedure in the same day without
any antihypertansive treatment.

Discussion:

Acquired arteriovenous fistulas can lead to ischemia by reducing kidney circulation. this can lead
to an increase in renin secretion, leading to a sudden onset of blood pressure in 40% of patients.
renal arteriovenous fistula should be considered in hypertensive patients with a history of renal
intervention. endovascular coil embolization is an effective treatment modality.
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Fig 2. After coil emb()liization
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CAUTION to FAKE ALCOHOL

Miray Tiimer! Specialist (S.) Emergency Medicine (E.M.), Ahmet Burak Erdem! S.E.M., Habibe S.
Ozensoy! S.E.M., Hakan Oguztiirk Professor Doctor E.M.

1.Ankara Sehir Hastanesi - ANKARA

Introduction:

Methanol intoxication is a common condition observed after failed suicide attempts via oral
methyl alcohol intakel. In addition, cases of methanol poisoning may be encountered due to the
consumption of alcohols produced illegally.

In this report, acute methanol intoxication due to the consumption of illegally produced alcohol
resulting in blurred vision, abdominal pain and death will be discussed?.

Case:

A 43-year-old male patient was admitted to our emergency room with abdominal pain. Patient
stated loss of vision approximately 12 h drinking 200 cc of a home-made alcoholic beverage. At
the time of admission, patient was mentally incapacitated and confused. His vital signs were
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determined to be as follows: blood pressure 90/70 mmHg, heart rate 130 /min, SpO2 87%, pH:
6.65 in blood gas; HCO3-: 2.7, base deficit: -34.6, blood glucose: 507 mg/dl, urea: 41 mg/d],
creatinine :2.1 mg/dl, AST: 523 IU/L, ALT: 649 1U/L, LDH 1049, Amylase: 243, leukocyte: 23900
/mm?3. Ethanol level was measured to be within normal range (<132 mg/dl). Patient was
diagnosed with methanol intoxication. He was intubated. The patient was urgently hemodialized.
NaHCOs3 was given to the patient at 1 mEq/kg, in the follow-up, 10% by volume ethanol aqueous
solution was given to the patient intravenously (IV). Subsequently, IV ethanol infusion treatment
of 1.5 ml/kg.h was applied.

Patient was continuously treated in the intensive care unit and died on the fifth day of
hospitalization.

Result:

Methanol is metabolised to toxic metabolites such as formaldehyde and formic acid following
ingestion. Symptoms of acute methanol intoxication usually occur within 12-24 h of methanol
uptake. Methanol poisoning has been reported to cause loss of vision, coma, severe metabolic
acidosis and death when untreated3.

Emergency physicians should consider the possibility of methanol intoxication in patients with
inadequate anamnesis, lack of consciousness, metabolic acidosis, increased anion deficit and
neuro-ophthalmologic findings and should start treatment appropriately.

References:

1.Blanco M, Casado R, Vazquez F, Pumar JM. CT and MR imaging findings in methanol intoxication.
Am ] Neuroradiol 2006;27:452-4.

2.Halavaara ], Valanne L, Setala K. Neuroimaging supports the clinical diagnosis of methanol
poisoning. Neuroradiology 2002;44:924-8.

3.Nurieva O, Kotikova K,Severe Methanol Poisoning with Supralethal Serum Formate
Concentration: A Case Report. Med Princ Pract 2015;24:581-583
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Oksiiriik ile gelen akciger infiltrasyonlu hastada enfeksiyon veya inflamasyon ayrimi
bazen ¢ok zor olur.

Selma Aydogan Eroglu, basasistan

Saghik Bilimleri Universitesi, Siireyyapasa Gogiis Hastaliklar1 ve Gogiis Cerrahisi Egitim ve
Arastirma Hastanesi, istanbul

Giris:

Oksiiriik en sik gozlenen solunumsal sikayettir. Aile hekimleri veya acil servislere basvuran
hastalarda, oksiiriik ve akciger grafisinde infiltrasyon oldugunda diger bulgular esliginde
enfeksiyon veya inflamasyon kaynakli olup olmadig1 degerlendirilir. interstisyel akciger hastalig:
(sarkoidoz dahil) inflamatuvar akciger hastaligl olup ¢ogunlukla pnémoni tanisi ile enfeksiyon
hastalig1 olarak tedavi edilir. Her iki durumda tedavi birbirinden farkl iken, hekimlere tedavi
kararinda ¢ok hizli yardimci olabilecek rutin tetkikler i¢in olumlu bir veri paylasiimamistir.
Amag:
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Calismada gogiis hastaliklar: dal egitim hastanesi poliklinigine oksiiriik yakinmasi ile basvuran
interstisyel akciger hastaligi (IAH, sarkoidoz) tanisi olan hastalarin ve pnémonili hastalarin rutin
kan tetkiklerinin enfeksiyon ve inflamasyon ayriminda hekime yol gosterici olup olmadigi
arastirildi.

Yontem:

Geriye dontk gozlemsel kesitsel ¢alisma kurgusunda, gogiis hastaliklar: egitim dal hastanesinde
1 ocak 2016 ve 31 mayis 2019 tarihleri arasinda bir gogiis hastaliklar1 hekiminin poliklinikte
baktig1 oksiiriik yakinmasi ile gelen intertisyel akciger hastalig1 (IAH, sarkoidoz) ve pnémoni tanisi
alan hastalar c¢alismaya dahil edildi. Hastalarin demografik o6zellikleri, hemogram degerleri,
bakilan biyokimya degerleri, C-reaktif protein degerleri kayit edildi. Hemogramda nétrofil mutlak
degeri lenfosit mutlak degerine bolliinerek notrofil lenfosit oran1 (NLO); platelet sayisini lenfosit
sayisina bolerek platelet lenfosit orani (PLO) ve platelet (PLT) sayisni ortalama platelet hacmi
(MPV) ne bélerek PLT/MPV oranm hesaplandi. Hastalarin inflamasyonlu (IAH, Sarkoidoz) ve
enfeksiyonlu (Pnémoni) olmasina gore 2 grup olusturuldu. Gruplarin demografik 6zelliklerine
gore NLO, CRP degerleri karsilastirildi.

Bulgular: Calisma déneminde 1745 tetkik istenen hasta arasindan inflamasyon grubunda [AH-
Sarkoidoz tanili 212 (Erkek 64, %30.2) ve enfeksiyon grubunda pnémoni tanili 189 hasta (Erkek
110, %58.2) calismaya alindi. Inflamasyon ve enfeksiyon grubunda ortanca yaslar sirasiyla 56
(45-65) ve 60 (43-73) (p=0.007) idi. Tablo 1 de gruplarin 16kosit, PLT/MPV, NLO, PLO ve CRP
degerleri 6zetlendi. Her iki grupta ki degerler benzer bulundu.

Tablo 1. Oksiiriik yakinmali hastalarda enfeksiyon ve enfeksiyon disi
nedenlerde inflamatuvar belirtecler

Calisma Gruplari

IAH ve Sarkoidoz Pnémoni

p
1) 0, 0 0,
N Ortanca | 25% 75% N Ortanca | 25% 75% degeri

Lokosit [ 171 [ 7,80 6,10 9,50 152 ] 8,20 6,54 10,08 | 0.31
MPV 171 | 8,30 7,70 9,00 151 | 8,40 7,60 9,10 0.80
PLTMPV | 171 | 31,20 23,69 |[40,76 | 151 ] 33,19 2591 [42,63 0.21

NLO 170 | 2,42 1,76 3,56 146 | 2,42 1,85 3,83 0.50

PLO 170 | 133,01 | 105,45| 183,33 | 140 | 135,19 | 102,71 | 181,84 | 0.65

CRP 66 |80 3,2 15,8 74 9,1 3,2 22,1 0.62
Sonug:

Poliklinigine okstliriik yakinmasi ile basvuran, hastaneye yatirilmasi gerekmeyen interstisyel
akciger hastalig1 (IAH, sarkoidoz) ve pnémonisi olan hastalarin rutin kan tetkiklerindeki 16kosit,
CRP, NLO, PLO gibi bio-belirtecler enfeksiyon ve inflamasyon ayriminda hekimlere yol gosterici
olmayabilir. Hastalarin klinik durumlarinda ciddiyet arttiginda, hastaneye yatirilmalari
gerektiginde inflamatuvar belirteglerin inflamasyon ve enfeksiyon ayriminda yol gésterici olup
olmadig1 arastirilabilir.
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TiROID NODULLERINDE INCE iIGNE ASPIRASYON BiYOPSiSi SONUCLARIMIZ

ORHAN CIMEN1

1Erzincan Binali Yildirim Universitesi Tip Fakiiltesi Genel Cerrahi AD

AMAC:

Tiroid nodiilleri toplumda yaygin olarak goriilmektedir. Erigkin niifusun %10'a yakininda fizik
muayene ile tiroid nodiillerini tespit etmek miimkiindiir. Tiroid ultrasonografi goriintiilleme
yOntemi ile , niifusun yariya yakininda tiroid nodiilii tespit etmek miimkiindiir. Tiroid nodiillerini
irdelemekdeki ana neden, tiroid nodiillerinin %5 kadarinda mevcut olan var olan malignite
potansiyelini berteraf etmektir. Tiroid ince igne aspirasyon biyopsisi tiroid nodiiliiniin malignite
potansiyelinin tetkik edilmesinde vazgecilmez bir yontem olup,tiroid hastalarina uygulanacak
tedavi  yonteminin  belirlenmesinde @ 6nem arz  etmektedir. Retrospektif olarak
gerceklestirdigimiz calismamizda ,tiroid ince igne aspirasyon biyopsisi sonu¢larimizin patolojik
siniflandirmasini yaparak basari oranini arastirmayl1 amag edindik.
YONTEM:

Son bes yilda fakiiltemiz hastanesinde ultrasonografi esliginde alinarak patoloji labaratuarimizda
incelenen tiroid ince igne aspirasyon materyallerinin patoloji sonuglar siniflandirildi.
BULGULAR:

Calismaya dahil edilen toplam 2124 olgunun 1387 sinin benign, 487 sinin non diagnostik, 118
sinin 6nemi belirsiz atipi veya énemi belirsiz follikiiler lezyon, 9 unun follikiiler neoplazi veya
follikiiler neoplazi siiphesi, 98 inin kuskulu sitoloji, 29 unun malign sitoloji olarak rapor edildigi
tespit edildi.

SONUC:

Tiroid ince igne biyopsi sonuclarimizin , ¢calismaya dahil edilen olgulardan sadece %22,9 da non
diagnostik olarak rapor edildigi, %87,1 olgu olasi malignite potansiyelleri hakkinda fikir
verdigi, tedavi yonteminin belirlenmesinde etkili oldugu sonucuna varildi. Gerek biyopsilerin tek
hekim tarafindan yapilamamasi, gerek biyopsi materyallerinin tek hekim tarafindan
incelenememesi,gerek ise cerrahi tedavi uygulanan tim olgularin hastanemizde cerrahi
tedavilerinin yapilmamasi nedeni ile biyopsi sonuglarinin karsilastirilamamasi sebeplerinden
otiri daha kapsamli calismalara ihtiya¢ duyulmaktadir.
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OLGU SUNUMU-NOROLOJIiK MOTOR DEFISIT ILE GELEN HASTADA ICA DISEKSIYON

SAGLIK BILIMLERI UNIVERSITESI DR.LUTFi KIRDAR KARTAL EGITiM VE ARASTIRMA
HASTANESI ACIL TIP ANA BILIM DALI

*Serdar Hekimsoy, Nurhayat Baskaya, Miinire Hande Golgeli, Avni Uygar Seyhan

GIRIS

Acil servise basvuran hastalarin %5’inin nérolojik semptomlar1 vardir.Nérolojik aciller
uzun ve kisa déonem sonuclar1 bakimindan olduk¢a yikicidir.Norolojik klinigi olan bir
hastanin tan1 ve tedavisi en kisa zamanda konulmali1 ve gelismis merkezlere transferi
yapilmalidir.

OLGU

5th International Emergency & Family Medicine Congress, Concorde Luxury Resort, TRNC
104



Gece sol kolda uyusma ile acile gelen hasta semptomlar iki saat 6nce baslamis.Hastanin
gelisinde GKS:12 TA:150/80 KS: 270..Dakikalar i¢cinde bilin¢ bulaniklig1 daha da derinlesen
hasta kirmizi alana ¢ekiliyor.Kirmizi alanda GKS:5 hasta solunum yolu giivencesi agisindan
entiibe ediliyor.Beyin BT’de akut hemorajik hadise yok.Cekilen Bt anjiografide sag
serivikal ICA disseksiyonu??

TARTISMA VE SONUC

Acil servise noérolojik defisitle basvuran hastanin nérolojik aciliyeti belirlenmeli tam
koyulmal1 ve en kisa zamanda tedavisine baslanmalidir. Norolojik defisitle gelen hastanin
kliniginin birden fazla nedene bagh olabilecegi unutulmamahdir.
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OLGU SUNUMU-ANTIBIYOTIK KULLANIMI SONRASI VUCUTTA DOKUNTU STEVENS-
JOHNSON SENDROMU

SBU,Istanbul Kartal Dr. Liitfi Kirdar Egitim ve Arastirma Hastanesi

*Serdar Hekimsoy, Rohat Ak, Miinire Hande Golgeli, Avni Uygar Seyhan

GIRIS

Stevens-Johnsons Sendromu (S]JS) yiiksek ates, puriillan konjunktivit, eroziv stomatit ve
jeneralize ekzantemli cilt lezyonlari ile karakterize bir hastaliktir.Hastalik tiim yas, irk ve
cinsiyeti tutabilir. Stevens-Johnsons Sendromu’nun insidans1 milyonda 1.2 olarak
bildirilmistir.

OLGU

Acil servise iKi giin 6nce aldig1 antibiyotik sonrasi gelisen viicutta daha ¢ok sirtta ve gogiiste
yaygin olan dokiintii sikayetleriyle gelen hasta.GKS:15 TA:197/98 NABIZ:100 ATES:37
SAT:96 Fizik Muayenesinde Uvula 6demi yok, Akciger seslerinde ral ronkiis brokospazmi
yok, viicutta yaygin dokiintii. Dermatolojik acillerinden STEVENS-JOHNSON sendromu
diisiiniilen hasta dis merkez dermatoloji klinigine yatirildi.

TARTISMA VE SONUC
Acil servise viicutta dokiintii ile gelen hastalarda anamnez iyi alinmali1 yakin zamanda ilag
alimi sorgulanmali1 dermatolojik aciller her zaman aklimizin bir késesinde olmal.
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OLGU SUNUMU- ACIiL SERVIS’E TRIGEMINAL NEVRALJi SEBEBIYLE BAS AGRISI iLE GELEN
HASTANIN TAKIBINDE AKUT iSKEMIK SVH GORULMESI

Saglik Bilimleri Universitesi, Istanbul Kartal Dr. Liitfi Kirdar Egitim ve Arastirma Hastanesi
*Miinire Hande Golgeli, Serdar Hekimsoy, Egemen Sav, Avni Uygar Seyhan

GIRIS

Trigeminal Nevralji, paroksismal seyreden sinir trasesi boyunca kisa elektrik carpar gibi olan ve
acil servislere sik basvuru sebebi olan bir kronik bas agrisi tipidir. Tek tarafli, kisa simsekvari
agrilar ile karakterize, ani baslayip ani sonlanan ve trigeminal sinirin bir veya iki dalinin dagilim
alani ile sinirh yani ytizde alinda ve elmacik kemikleri etrafinda veya ¢cene ¢evresinde tek yanl bir
durumdur. Agr1 genelde ytiz yikama, tras olma, sigara icme, konusma ve/veya dis fircalama (tetik
faktorler) gibi 6nemsiz uyaranlarla ortaya c¢ikabildigi gibi, siklikla kendiliginden de olabilir.
Tedavide Karbamezapin, Oksakarbazepin kullanilabilinir.

OLGU

40 yasinda erkek hasta bilinen trigeminal nevralji hastasi acil servisimize siddetli bas agrisi
sikayeti ile ayaktan bagvuruyor. Ozgecmisinde trigeminal nevralji disinda hastalik dykiisii yok.
GKS:15 oryante ve koopere olan hastanin vital bulgulari, tansiyonu 130/80 mmHg, nabiz 98, oda
havasi saturasyonu 99, parmak ucu ol¢iilen kan sekeri 101, atesi ise 36 derecedir. Norolojik
Muayenesinde ense sertligi yok, ataksi yok, extremitelerde motor ve duyu defisit izlenmemekte
diger sistem muayeneleri dogal. Labaratuar bulgularinda hemogram 13.8 , WBC:10, CRP:3.2 ,
INR:1 olmak tlizere diger labaratuar bulgularinda da akut patolojik bulgu izlenmedi. Hastaya acil
servis sar1 alanda analjezik tedavi uygulandi takibe alindi. Analjezi ile semptomlar1 gerilemeyen
kusmas1 olan ve takibinde motor afazisi olan hastaya akut iskemik svh acisindan yaklasild.
Cekilen beyin tomografisinde akut hemorajik patoloji olmayan hastaya noroloji konstiltasyonu
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istendi. Sol talamik bolgede akut diflizyon kisithilig1 ¢cekilen diflizyon MR ile tespit edilen hastanin
NHISS skoru 4-5 bt anjiosu ¢ekildi, trombektomi yapilan hasta hastanemiz néroloji servisine
interne edildi.

SONUC VE TARTISMA
Bas agris1 tiim acil servis bagvurularinin %3-5ini olustursa da sadece az bir kisminin altinda hayati
tehdit edici sebepler yatmaktadir. Norolojik semptom ile acil servise bagvuran hastalarda akut
hadiseler icin 6zellikle allert olmak gerekmektedir. Hastalarin bagvuru semptomlari diizelmeden
externasyon diisiiniilmemeli, gerekli takip stiresi saglanilmahdir.
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Evaluation of CURB-65 Scoring System In Community-Acquired Pneumonia In The
Emergency Department

Emre GOKCEN?, Sevilay VURAL1, Levent ALBAYRAK!

1 Deparment of Emergency Medicine, Faculty of Medicine, Yozgat Bozok University,Yozgat, Turkey
Introduction: Community-acquired pneumonia is an out-of-hospital pulmonary parenchymal
infection that develops during daily life and is an important cause of morbidity and mortality in
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adults (1). Although the incidence varies with age, it is more common in very young and advanced
ages (2). Some studies have identified an increase in the incidence and mortality of community-
acquired pneumonia as age increases. In the United States, it has been reported that the
expenditure for the treatment of community-acquired pneumonia exceeds $ 12 billion per year
(3). For community-acquired pneumonia; risk factors that facilitate the occurrence, weighting
factors that increase mortality and criteria requiring hospitalization have been defined. In
addition, some scoring systems are used to determine the hospitalization indications and progress
of the patients. Although these rules are helpful, they are not considered to be of higher priority
than physician judgement(4). On the other hand, due to the difficulties experienced in diagnosis
and treatment, patients have to be unnecessarily hospitalized and have to receive excessive
treatment. In order to minimize the problems experienced in this diagnosis and treatment, various
pneumonia grade scoring and treatment guidelines are published. In Turkey, the Turkish Thoracic
Society first published a guideline for diagnosis and treatment of pneumonia in 1998 which was
updated in 2002 and 2009 (5). In this study, we aimed to evaluate the effectiveness of CURB-65
scoring system in discharge and hospitalization and its use in clinical practice.

Material method: Patients older than 18 years of age who were admitted to the emergency
department (ED) of our hospital between November 2019-November 2018 and diagnosed as
pneumonia were retrospectively analyzed. The diagnosis of community-acquired pneumonia
(CAP) was made in accordance with the Turkish Thoracic Society Adult Diagnosis and Treatment
Consensus Report (TTD-TGP-UR). Patients included in the study were grouped by calculating their
CURB-65 scores. Demographic data such as age, sex and comorbidity were recorded. Disposition
status of the patients from ED were recorded. Curb-65 score, disposition status and demoggraphic
data of the patients were analyzed comparatively. Cases with stenosis or aspiration-induced
pneumonia, active malignancy and chemotherapy or radiotherapy were excluded. Patients with a
history of hospitalization within the last 4 weeks were excluded from the study. Statistical analysis
of the data obtained from the study was performed using IBM SPSS Statistics 22.0 software (SPSS
Inc, Chicago, IL, USA). Variables were expressed as averages with standard deviation or median at
interquartile intervals.

Results: Eighty-eight (57%) male and 36 (43%) female patients with a mean age of 51.4+15.6
years were included in the study. The most common comorbidities associated with pneumonia
were chronic obstructive pulmonary disease (COPD) in 28 (33.3%) cases, hypertension (HT) in 23
(27.4%) and diabetes mellitus (DM) in 18 (21.4%), coronary artery disease (CAD) in 13 (15.5%),
and chronic renal failure (CRF) in 8 (9.5%). The presence of comorbidities was observed in 85%
of the patients who received ICU hospitalization. According to CURB-65,19 (22.6%) cases were in
group 0, 24 (28.6%) in group 1, 26 (31%) in group 2, 7 (8.3%) in group 3, 5 (6%) in group 4 and
3 (3.6%) in group 5. ICU hospitalizations were 8% of the second group, 86% of the third group,
and 100% of the 4th and 5th groups according to CURB-65 classification. When CURB-65 was
taken into consideration, 75% (41) of the patients hospitalized due to pneumonia were
recommended as inpatient treatment and 25% (14) of them were considered to be outpatient
treatment. According to the CURB-65 scoring, the mean age was 41+10.2 in the first group,
62.7+10.2 in the second group, 62.71+10.7 in the third group, 66.6+7 in the fourth group and
71+6.1 in the fifth group.

Discussion: Pneumonia in the community is more common in socioeconomically developing
countries and its incidence is 20-30% in developing countries and 3-4% in developed countries.
Although the incidence of the disease varies depending on age, it increases significantly in very
young and old individuals. (2, 6). An increase in the number of comorbidities with aging is
expected. Studies have shown that comorbid diseases varying between 33.3% and 54% in patients
with CAP. These values increase between 79.2% and 82% in patients with CAP requiring ICU
treatment. (7). In our study, this rate was 85% in the ICU group, similar to the literature. In our
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study, ICU hospitalizations were 8% in the second group, 86% in the third group, and 100% in the
4th and 5th groups according to CURB-65 classification. Among ICU hospitalizations, the mean age
was 62.71+10.7 in the third group, 66.6+7 in the fourth group and 71+6.1 in the fifth group. In our
study, we observed that age and comorbid diseases increased as CURB-65 score increased. It has
been shown in the literature that the rate of hospitalization of patients with CAP is high. It is
thought that this is due to the tendency of physicians to predict higher risk in patients with CAP
than the severity of the disease (8-10). In our study, it was detected that 25% of patients
hospitalized for CAP could be treated as outpatients when grouped according to CURB-65. In a
study conducted in which they evaluated compliance with the National pneumonia diagnosis and
treatment guidelines, it was shown that compliance increased over the years and with this
increase, hospitalization of Group 1 and Group 2 patients decreased according to the community
pneumonia diagnosis and treatment guidelines of thorax Association adults and children (8).
Conclusion: CURB-65 is a preferred scoring system for evaluating the necessity of inpatient
treatment in patients with CAP because the evaluation criteria have a short list and they are easily
applicable even in primary care centers.
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Evaluation of Head Trauma In The Emergency Department According To Age And Glasgow
Coma Scale: An Epidemiological Study
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Aim: Head trauma is one of the main causes of death and disability worldwide. However, brain
damage does not develop in every head trauma (1). Glasgow Coma Scale (GCS) is used as the main
determinant of traumatic brain injury, traumatic or non-traumatic coma, cerebrovascular events,
cardiac arrest, and all toxic exposures in terms of severity and effect of the event (2). As head
trauma is also an important health problem in childhood, the elderly population is more
susceptible to head trauma and has higher injury severity scores in case of same trauma vector
(3). While most of the minor head trauma patients can be discharged without sequelae, some of
the patients require surgical intervention. Early diagnosis of intracranial pathologies with
computed tomography (CT), followed by early surgery, is very important for morbidity and
mortality (4, 5). As a result, hospitalization and surgical decision of head trauma cases are usually
made by imaging methods (6).

In this study, we aimed to investigate the relationship of age and GCS distributions with
hospitalization (ward/intensive care unite), emergency department (ED) observation of the
patients with head trauma regardless of imaging methods.

Material and Methods: All head trauma cases admitted to Yozgat Bozok University, Faculty of
Medicine ED between September 2018 and September 2019 were retrospectively analyzed. A
total of 194 patients whose data were obtained, were included in the study. Patients' age, gender,
trauma mechanism, GCS score at the time of admission and ED discharge status were evaluated.
Age groupings of patients were evaluated as; 0-2, 3-10, 11-17, 18-64 and >65 years. Disposition of
the patients was examined in four groups as ward hospitalization, intensive care unit (ICU)
hospitalization, ED observation, and discharge. GCS of the patients were divided into three groups
as mild (13-15), moderate (9-12) and severe (3-8). Patients with missing information on the
electronic file, additional injuries or multiple organ injuries and exitus cases were excluded from
the study.

Statistical analysis was performed using SPSS (version 20, SPSS, Chicago, IL). The data were
expressed as mean * SD and in percentile. The distribution of the variable data was determined
using visual (histograms, probability plots) and analytical methods (Kolmogorov-
Smirnov/Shapiro-Wilk’s test). The Mann-Whitney U test was utilized for the non-parametric
numerical data while the Student t-test was adopted for the parametric numerical data.
Categorical data were compared through the use of the Chi-square test or Fisher's exact tests.
Results: A total of 194 [125 (64.4%) male and 69 (35.6%) female] patients were included in the
study. The youngest of the patients was 2 months old, the oldest was 88 years old and the mean
age was 28,15+26,32. Forty-two (26%) patients were in the 0-2 age group, 28 (14.4%) in the 3-10
age group, 33 (17%) in the 11-17 age group, 59 (30.4%) in the 18-64 age group and 32 (16.5%)
patients over 65 years old. When GCS groups were examined, 180 (92.8%) patients were in mild
(13-15) group, 3 (1.5%) were in moderate (9-12) group and 11 (5.7%) were in severe (3-8)
group. The mean value of GCS was found to be 14.29+2.41. When the type of injury as a result of
head trauma was examined, it was found that uncomplicated head trauma developed in 173
(89.2%) patients. The cranial pathologies were observed as isolated head bone fracture in 7
(3.6%), epidural hemorrhage in 5 (2.6%), subdural hemorrhage in 2 (1%), subarachnoid
hemorrhage in 1 (0.5%), intracranial edema and hematoma in 2 (1%), multiple cranial pathologies
in 4 (2.1%). When the patients were examined according to the seasons, it was found that the
highest application rate was 33.5% in the summer months when trauma cases increased the most.
Table 1. The demographic data of the head trauma patients.
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Variables n Mean +5td. deviation
Age 194 28,15%26,32
n Percent

Gender

Men 125 64,4%
Women 69 35,6%
Total 194 100%
|Age distrubution

0-2 42 26%
3-10 28 14,4%
11-17 33 17%
18-64 59 30,4%
=65 32 16,5%
GCS groups

Mild (13-15) 180 92,8%
Moderate (9-12) 3 1,5%
Severe (3-8) i1 5,7%
Type of injury

Isolated head bone fracture 7 3,6%
Epidural hemorrhage 5 2,6%
Subdural hemorrhage 2 1%
Subarachnoid hemorrhage 1 0,5%
Intracranial edema and hematoma 2 1%
Multiple head trauma 4 2,1%
Uncomplicated head trauma 173 89,2%
Seasonal variations

Spring 40 20,6%
Summer 65 33,5%
Autumn 53 27,3%
.Winter 36 18,6%

When the causes of the most severe injuries were examined, it was determined that traffic
accidents (18.6%) and fall from height (5.2%) were the most common causes. Other causes of head
trauma were falling from the same-level (55.7%), assault (7.2%), firearm injury (0.5%) and blunt

injury (12.9%).

The disposition of the patients from ED was analyzed according to GCS. ICU hospitalization was
found significantly higher than the rest of disposition status as GCS decreased (p<0.05). The
relationship between disposition and age showed that as the age decreased, the rate of ward
hospitalization significant higher when compared with the rest of disposition status (6.65+5.13,

p=0.04).
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Table 2. Evaluation of GCS groups, age distribution and hospitalization status of the patients

GCS Groups
age distribution Total
1 (13-15) 2 (9-12) 3 (3-8)
0-2 41(%57,6) 1(%2,4) 0 42(%100)
3-10 27(%96,4) 0 1{%3,6) 25(%100)
11-17 31(%93,9) 1(%3) 1%3) 33(%100)
18-64 54{%91,5) 1(%1,7) 4(%6,8) 59(%100)
265 29{%90,6) 1(%3,1) 2(%6,2) 32(%100)
hospitalization status n Mean +5td. Deviation
service hospitalization 3Be 8 6,6515,13
GCS g 13,13%1,46
intensive care unit age 13 38,54+26,34
hospitalization GCS 13 5,77£2,35
emergency department age 55 28,98+27,26
observation GCS 55 14,95+0,23
discharged age 118 28,07+26,14
GCS 118 150,00

GCS: Glaskow Coma Scale

Discussion: The most common cause of head trauma in the world is traffic accidents. In our
country, approximately 2 in 3 of the traumas occur due to traffic accidents. This is followed by falls
and gunshot wounds respectively. In addition, head traumas are the third leading cause of death
in our country (7-9). Consistent with the literature, in our study, it was found that injury status
was more severe especially in traffic accidents and falls from height cases.

The GCS score is the summation of three independent parameters: eye-opening (GCSE, 1- 4);
verbal response (GCSV, 1-5); and motor response (GCSM, 1- 6). The highest score is 15 points and
the lowest score is 3 points. (10, 11). In our study, the mean GCS was found to be 14.29 + 2.41, and
the patient who scored 3 points and scored 15 points was also identified. As mentioned above,
lower GCS is also more connected with traffic accidents and falls from height.

Head trauma was observed in every age group due to the increasing population and increasing life
expectancy (4). In our study, the youngest patient was 2 months old and the oldest was 88 years
old.

It was determined that ICU hospitalization increases with decreasing GCS, and ward
hospitalization of the patients increases with decreasing age. This can be explained by the fact that,
as mentioned in the literature, the younger patients of the same trauma are less affected than older
patients (4). In addition, Simsek et al. were found that 87.5% of pediatric head trauma cases had
high discharge rates with value of 15 GCS. (12). In the study conducted by Isik et al., it was found
that male subjects were more frequently affected by trauma, similar to our study (13).

The retrospective design of our study is the main limitation of our study. Prospective further
studies are needed on this subject.

Conclusion: As many studies showed, CT is the main diagnostic determinant of head trauma cases
for the evaluation and the decision of follow-up, hospitalization or surgery. However, other than
CT findings, we found that ICU hospitalization increases with decreasing GCS, and ward
hospitalization of the patients increases with decreasing age in trauma cases.
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Does The Presence Of A Family History Of Migraine Have An Impact On Migraine
Characteristics And The Number Of Admissions To The Emergency Department?
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Aim: Few studies in the literature have reported that the clinical features of migraine patients
with migraine in their families may be different than those without migraine in their families. The
aim of this study was to compare the clinical features of migraine patients with and without a
family history of migraine and to evaluate the annual rates of migraine-related disability and
emergency department (ED) admissions.

Materials and Methods: The study included 121 episodic migraine patients aged 18-65 years
who met the criteria of the 2018 International Headache Classification. The patients were
evaluated with detailed systemic and neurological examinations, body mass indexes were
calculated, clinical and demographic data, the annual number of ED admissions, The six-item
Headache Impact Test (HIT-6) and Migraine Disability Assessment (MIDAS) scores were recorded.
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Results: The gender distribution of the migraine patients with migraine family history was 76.1%
(n=51) for female, 23.9% (n=16) for male; in the negative family history group it was 79.6%
(n=43) vs 20.4% (n=11) and this difference was not statistically significant (p=0.809). The mean
age of migraine onset for positive and negative family history was 24.85+7.97 and 28.46 * 6.17
years, respectively. The positive family history group had a statistically significant earlier age of
onset of the disease (p=0.006). The positive family history group had higher HIT and MIDAS scores
than negative family history group (p=0.035, p=0.011, respectively). There was no significant
difference between the rates of annual ED admission between the two groups (p>0.05).
Conclusion: While the positive family history group had more severe migraine course, we did not
find any significant difference in the number of ED admissions. The reason for the study results
may be due to the long-term experience and awareness of the patients on migraine and knowing
when to consult an emergency physician. On the other hand, it may make the disease more
ordinary in daily life for the positive family history group due to longer exposure, which can be a
very important variable. This may cause a delay in the recognition of secondary headaches that
may accompany migraine. Further studies are needed on this subject to clarify the effects of our
results.

Keywords: Migraine, headache, family history, disability.
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MAiISONNEUVE KIRIGI

Serkan Dogan, Biuisra Bildik, Ertugrul Ak, Sema Kirmizi, Servan Kurt ,Basar Cander

Saglik Bilimleri Universitesi, Kanuni Sultan Siileyman Egitim Arastirma Hastanesi , Acil Tip Klinigi
GIRIS

Ekstremite travmalar acil servise sik basvuru nedenlerinden biridir . Ozellikle ayak bilek
travmalar1 yolda yirirken dahi karsilasilabilen burkulma, incinme vb c¢esitlerle olusan
travmalaridir. Kas, kemik ,bag doku ve eklem yaralanmasi gelisebilen bilek travmalarinda
basvuruda agri, hareket kisitliligi sislik 6dem ve deformite gozlenebilir. Maisonneuve kirig1 ayak
bilegi kirigina eslik eden fibula 1/ 3 proksimal kirig: olarak bilinir. Pronasyon - dis rotasyon tipi
yaralanma mekanizmasiyla olusur . Biz bu vakamizda 6zellikli bir kirik tiiri olan maisonneuve
kirig: tanisi alan hastamizi sunmak istedik.

VAKA

64 yas erkek hasta arag¢ disi trafik kazasi1 nedeniyle acil servise bagvurdu. Bilinen hipertansiyon,
carotis darlig1 ve hepatit c oykiisii mevcut. Kaza aninda hastanin sol ayak bilegi arag ile kaldirim
arasinda sikistig1 ve sonrasinda yere diistiigii 68renildi. Fizik muayenesinde sol ayak bileginde
medial malleol bolgesinde ,sol diz lateralinde ve sol fibula alt u¢ bélgesinde sislik ve hassasiyet ,sol
ayak 4.-5. parmaklar arasinda 1 cm lik lineer kesisi mevcut idi. Direk grafi ile yapilan
degerlendirmede sol tibia alt u¢ medialde nondeplase fraktiir sol fibula distal ucta oblik deplase
fraktiir ve sol tibia proksimal ucta deplase fraktiir tespit edildi. Maisonneuve kirig1 olarak
degerlendirildi. Ortopedi ile konsulte edildi. Atel uygulanan ve operasyon dnerilen hasta ortopedi
servisine yatirildi.
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KANUNI SULTAN SULEYMAN EGIIN
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SONUC

Ayak bilek travmalarinda eklem anatomisi ve goériintiileme zorluklari nedeniyle ciddi patolojiler
gozden kacabilir. Ayak bilegi burkulmasi gibi giinliik hayatta sik¢a gozleyebildigimiz travmalarda
operasyon endikasyonu bulunan kiriklar olusabilir. Bu hastalarin muayene bulgularinin dikkatle
degerlendirilmesi ve siiphelenen patolojiye gore uygun grafilerin istenmesi ve sonrasinda cerrahi
operasyon endikasyonu olan kiriklarin atlanmasini engelleyecektir.

ORAL PRESENTATIONS 64

THE COMPARISON OF RISK SCORES FOR DETERMINING THE RISK OF ACUTE CORONARY
SYNDROME IN EMERGENCY DEPARTMENT
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ABSTRACT

INTRODUCTION: We aimed to compare the efficacy of HEART (History, ECG, Age, Risk factors,
Troponin) and HEARTS3 (HEART+Sex, Serial 2-hour ECG, and Serial 2-hour delta troponin)
HEART and HEARTS3 scoring systems to identify high-risk patients for major adverse cardiac
events (MACE) in emergency department (ED) patients with chest pain.

MATERIALS & METHODS: This study is a single-center prospective observational cohort study.
The study included 239 patients who admitted to the ED with chest pain between 9TH Oct,2015
and 13th Jully, 2016, who agreed to participate in the study, who is 18 years of age and older and
who did not diagnosed with ST elevation MI (STEMI). MACE consists of: acute myocardial
infarction (AMI), percutaneous coronary intervention (PCI), coronary artery bypass graft
(CABG) and death due to any cause. HEART and HEARTS3 scores were calculated for each patient
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and their predictive abilities for MACE were examined using the receiver operating curve (ROC)
to compare their diagnostic performance.

RESULT: The mean age of 239 patients in the study was 47.91 * 13.93 years. The vast majority of
patients (72.4%) were male. In the ROC analysis, predictive power for MACE was high for both
scores, but the area under of a ROC curve (AUC) values were 0.943 (95% CI 0.905-0.968) for
HEART score and 0.990 (0.968-0.999) for HEARTS3 score respectively. It has been observed that
the AUC value for the HEARTS3 score is higher than the value obtained for the HEART score.
DISCUSSION:Coronary Artery Disease is one of the leading causes of deaths today?. It is important
to diagnose the disease at an early stage. It is recommended to use these scoring systems together
with troponin levels in the management of patients who present to the ED with chest pain and are
at low risk for acut coronary syndrome (ACS)2. Fesmire at al.3 reported that patients with MI have
high HEART and HEARTS3 scores and both scores have significant predictive value for
development of MI3. We foresaw that the HEART and HEARTS3 scores could be used to identify
low-risk patients for ACS, at the same time these scoring systems can allow us to discharge
patients without doing cardiac stress testing, advanced cardiac tests and cardiac imaging.13-2
KEYWORDS: chest pain, MACE, emergency, heart score
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Perianal Abscess Which is Presented by Disseminated Subcutaneous Emphysema
Introduction: Perianal abscess formation results from infection originating in anal crypts and
then extending into anal glands in the intersphincteric plane. Symptoms are very severe because
of the anal localization. Traditional management of perianal abscess involves early incision,
drainage, curettage, antibiotic therapy and sitz bath/1s.

In our case the patient applied with abdominal pain and in his examination with palpation, there
was a finding of disseminated subcutaneous emphysema, because of that we wanted to present
this case.

Case Report: 57 years old male patient applied with abdominal pain, nausea, vomit and fever. In
the patient's history, DM and HT exists. It was seen that he had undergone hemorrhoid treatment
one month ago. The patient's blood pressure was 110/70 mmHg, pulse rate was 110
beats/minute, his fever was 38,5. In the physical examination, disseminated subcutaneous
emphysema was observed by palpation in the abdominal area, there was disseminated tenderness
in the abdominal area, no rebound and defence existed. In rectal palpation, there was soft palpable
mass. In his laboratory results, wbc: 22.12 k/ul, biochemistry parameters were normal, CRP was
high. In the tomography, disseminated emphysema was observedn in the soft tissues of the
anterior abdominal wall, scrotum, gluteal muscles and left abdominal flank wall. There was
peripheral-enhancing abscess which contained intensive air-densities and densities which looked
like feces in the anal area at around the level of 3-7 o'clock at the intersphincteric distance. In the
rectal wall there was the impression the abscess was fistulised by defect at the level of 5 o'clock.
Rectum was pushed to the right side. The patient was consulted by general surgery and he was
prepared for urgent surgery and he was operated.

Discussion and Result: Perianal abscess. Diagnosis is made quickly by through careful inspection
of perianal area and physical examination by finger. Most common examination findings are
swelling, redness on the skin and tenderness under palpation. In our case, perianal abscess was
fistulised to the skin and disseminated subcutaneous emphysema in the abdominal area was found
as a rare finding. Abscess could not be found in the early period. We think that patient-doctor
cooperation and close follow-up of patients are important in perianal abscess illness in order to
prevent complications at a later period.

Key Words: Subcutaneous Emphysema, Perianal Abscess, Fistula.
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Truncus Brachio Sephalicus Thrombosis Which Occurs By Visual Loss In The Eye
Introduction: In approximately 20% of young stroke cases, thrombus is responsible for
dissection of the internal carotid artery (ICA).In our case, temporary visual loss has occurred due
to truncus brachio sephalicus and thrombosis in right internal carotis artery.

Case Report: 57 years old male patient has applied to the emergency service with visual loss in
the right eye. The patient's vitals were stabile at his arrival. But his systolic blood pressure has
been measured as 20 mmHg lower. There was no special point in his history. His sinus rhythm
was normal in his EKG. In the physical examination his neurological examination was natural
except he had blurred vision and 50 percent visual loss in the right eye. The patient's kidney
function tests were natural. The patient's ophtalmoscopy was natural. His computed tomography
scan and MR of the brain were normal. Upon that, thorax and neck angiography were taken, right-
sided truncus brachio sephalicus and thrombosis in the right internal carotis artery were observed
on these. The patient was consulted by neurology, antiagregant treatment was suggested. The
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patient was consulted by Cardiovascular Surgery. They suggested carotis doppler USG and no flow
was observed in the right internal carotis and there was 70% narrowing in the left side. The
patient was hospitalized at Cardiovascular Service and antiagregant treatment was started
together with Clexane. It was seen that the patient's visual loss was over later on and he was given
appointment to place elective carotis stent.

Discussion and Result: In the cerebrovascular accidents (SVO) internal carotis thrombosis are
established and reported increasingly. In acute ischemic strokes, most of the arterial occlusions
are opened by time through endogenous thrombolysis, but this recanalisation occurs too late that
it may not have any clinical benefit. In acute ischemic accidents the aim of early thrombolytic
treatment is to ensure recanalisation in a way to prevent irreversible ischemic changes. Our case
was lucky and he has recovered probably by endogenous thrombolysis without any sequela.

Key Words: Truncus Brachio Sephalicus, Thrombosis, SVO,
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The Patient Who Applied With Palpitation Giant Paraoesophageal Hernia:

Introduction: Hiatus hernia means that the stomach or other intra-abdominal organs bulge up
into the chest or mediastinal cavity through oesophageal hiatus. As a result of the pressure which
is applied by intra-abdominal organs on the chest cavity, variable clinical symptoms and findings
occur especially in the respiratory, cardiac and digestion systems. In our case, the patient has
applied with palpitation after the meal and paraoesophageal hernia has been established in the
examinations.

Case Report: 69 years old female patient applied to the emergency service with sticking feeling
and palpitation after the meal. In the patient's history there were HT and previously known hiatus
hernia. Her vital findings were stabile and in her EKG her sinus rhythm was normal and her
laboratory examinations were normal too. Despite that, by considering the patient's age too, she
was consulted by cardiology service. In her Echocardiography, a structure which was pressing
upon the left atrium was noticed. In her contrast-enhanced tomography, nearly all of the stomach
was observed inside the thorax through a wide sized defect at the level of diaphragmatic hiatus
and it was tortuous. Hernia was pressing upon the left atrium and descending aorta. The patient
was consulted by general surgery and gastroenterology. Since after 4 hours the patient's sticking
feeling was over and her cardiac enzyme test results were normal, endoscopy appointment was
made for her for the next week and she was suggested to take liquid food and she was discharged
from the hospital.

Discussion and Result: These kind of patients are generally asymptomatic or they apply to
Internal Medicine Clinics with the complaints such as chest pain, dyspnea, palpitation due to
pressure on mediastinum. As in our case, these pathologies are being established by chance as a
result of further examinations which are applied since the complaints continue after the patients
are followed by medical treatment for long time. When the patients apply with the complaints of
cardiac dysfunction and respiratory dysfunction, first of all aortic aneurysm, cardiac or
oesophageal tumor must be considered for most of the patients. In our case, surgical treatment
has been suggested after endoscopy because of pressure upon the left atrium and descending
aorta.

Key Words: Giant Paraoesophageal Hernia, Palpitation, After The Meal.
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Trachea Rupture and Pneumomediastinum After Gunshot Injury on The Right Eye
Introduction: Trachea and esophagus injuries due to blunt or penetrating traumas are rarely seen
injuries and they are life-threatening pathologies. Since trachea is cervicothoracic-located organ,
it may get affected by blunt or penetrating traumas both in cervical and also thoracic area. Even if
it is a flexible organ, since its distention pressure is low, its endurance against penetrating and
blunt injuries is low. In our case, although the patient was injured from his right eye by gunshot,
the bullet has followed a different course and it has been directed downwards and it has caused
rupture in trachea and pneumomediastinum.

Case Report: 30 years old male patient was brought to the emergency service by 112 due to
gunshot injury on his right eye by his own pistol with the aim of suicide. The patient's vitals were
stabile at his arrival. His BP was 110/60 mmHg, pulse rate was 100 beats/minute, saturation was
92. In the physical examination right eye was perforated with total loss of tonus and he had a
serious swelling on the right side of his face. In the patient's other examinations, he had
subcutaneous emphysema in the neck area. In his tomography, it was observed that globus
integrity in his right eye was totally lost, there was fracture in maxilla and ethmoids, disorder
rupture ? in trachea at C5-6 level and air values around these structures. Vascular structures were
preserved. Pneumomediastinum appearance exists in thorax. The patient was consulted by the
department of thoracic surgery and he was hospitalized at thoracic surgery intensive care unit for
bronchoscopy.

Discussion and Result: In the cases which pneumomediastinum and subcutaneous emphysema
develop after thorax trauma, necessary examinations must be performed in terms of a more
serious injury. The bullet has followed a different course in our patient even if it was entered
through the eye-socket. Because of that in the primary examination detailed examination must be
performed absolutely and fatal diagnoses should not be missed out. It may be inevitable to
perform surgical intervention if necessary directed to the underlying cause in the treatment of the
illness. But if there is no injury in the trachea, main bronchia or esophagus, preferred approach
has to be protective and supportive.

Key Words: Gun-Shot Injury, Trachea Rupture, Pneumomediastinum
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SUBDURAL HEMATOMA RARE FORM INTERHEMISPHERIC SUBDURAL HEMATOMA
Introduction:

Acute interhemispheric subdural hematomas are one of the rare complications of head traumas.
Patients apply to the hospital with hemiparesis on the counter side, change in the level of
consciousness, focal or generalized seizures, language disorders, ataxic gait, oculomotor
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dysfunction. Both conservative treatment and surgical approach are suggested equally. But if
there is deterioration in neurological findings, hematoma has to be removed surgically.

Case Report: 81 years old male patient, he had complaints of nausea, vomit and loss of strength
which started two days before his application. In his medical history, there was falling on flat
surface five days ago. There was no special detail in his background. He had no chronic drugusage
history. When the patient was evaluated at the Emergency Service, he was conscious, oriented and
cooperated. In his neurological examination, his cranial nerve examinations were intact. In the
patient's brain tomography, hyperdense lesion was seen on the interhemispheric area. Acute
interhemispheric subdural hematoma was detected on the patient and he was hospitalized at
Brain And Nerve Surgery Service. Since he had no complaints of increased intracranial pressure
and since the neurological examination was normal, surgical intervention was not considered for
the patient. CT scan (Computed tomography scans of the head)was performed for the patient two
times as every other day. Since there was no increase in the sizes of hematoma in the CT scans, the
patient was discharged from the hospital and he was invited for control.

Discussion and Result: Most probable mechanism of the development of posttraumatic
interhemispheric subdural hematoma is related with traumatic venous rupture which usually
contains parasagittal bridge veins which are strained by tengential forces which result from
frontal and occipital effect. In our case, no cerebral contusion or fracture which accompanies ISH
have been detected. There is no unanimity regarding its ideal therapy yet.

Key Words: Interhemispheric, subdural, hematoma
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Renal Infarct Case Which is Presented by Flank Pain:

Introduction: Acute renal infarct is quite rare and thromboembolia plays major role in Its
etiopathogenesis. Most important risk factors in acute renal infarct are; atrial fibrillation,
atherosclerosis, previous emboly history and heart diseases. It generally affects elderly group and
it is gender neutral. The patients generally have non-specific symptoms like flank pain, upper
abdominal pain, nausea, vomit and fever. Since the clinical picture is not specific, making a
diagnosis is delayed in many cases.

Case Report: 78 years old male patient applies to the emergency service with the compliant of
flank pain. The patient's vitals were stabile at arrival. It was found out that he had atrial fibrillation
and he used Dabigatran eteksilat in his history. His blood pressure was 110/60 mmHg, pulse rate
was 120 beats/minute, saturation was 95. He had atrial fibrillation in his EKG. In his physical
examination, he had right-sided costovertebral angle tenderness. The patient's kidney function
tests were natural. He had 9 leucocytes and 10 erytrocytes in his urine test. His urinary ultrasound
was normal. But since the patient's pain didn't stop, contrast-enhanced tomography was taken for
the abdominal area and disseminated tortuous progress was observed in renal artery from the
beginning of the aorta exit. Filling defect was observed in the left renal artery lower pole anterior
segmental branch. Decrease in contrasting and hypodense view were observed in the left kidney
lower pole anterior section parenchyma and it was evaluated in support of renal infarct. Surgical
intervention was not thought for the patient who was evaluated by urology and cardiology. Clexan
was started and the patient was hospitalized at the service.

Discussion and Result: In distinctive diagnosis of renal infarct, the following clinical pictures
accompanied by abdominal pain may be counted: ureteral calculi, pyelonephritis, mesenteric
ischemia, genital diseases, acute appendicitis. Non-specific clinical and laboratory findings cause
delay in diagnosis and irreversible damage in renal functions.

Key Words: Renal Infarct. Atrial Fibrillation, Flank Pain.
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MECHANICAL BLOCKAGE AS THE REASON OF INTERRUPTED URINARY STREAM.

INTRODUCTION; Urinary catheter is a sterile tube that is used to release urine which is formed
in the urinary bladder. Urine is collected in a special sack after it exits from the urinary bladder by
arubber tube. Permanent bladder catheterization is made in order to eliminate acute and chronic
urine retention and to keep the patients clean, if they can't use disposable underpad.

CASE; 88 years old male patient was brought by 112 emergency medical service since there was
no urine outflow from the permanent urinary catheter for 2 days. The patient who was confined
to bed at home due to known cerebrovascular disease (sva) had no other illness. The patient who
was being followed-up by permanent urinary catheter had vital signs as blood pressure 100/70,
pulse 95, temperature 37.3 °C at arrival. In the physical examination of the patient the motor
muscle strength in the right upper and lower extremities was 1/5 due to previous sva, no
adbominal distension defense rebound. There were no additional characteristics in physical
examination findings of urine retention. As it was learned from the patient's relatives, patient's

5th International Emergency & Family Medicine Congress, Concorde Luxury Resort, TRNC
125


https://europepmc.org/abstract/med/7365021
https://jamanetwork.com/journals/jamainternalmedicine/article-abstract/653103
https://jamanetwork.com/journals/jamainternalmedicine/article-abstract/653103

urinary catheter bag was changed 2 days ago by themselves. When the part which Foley catheter
connects with the bag was examined, it was seen that the cover of the bag was not removed. When
the bag was uncovered, urine outflow was seen from the patient's Foley catheter. There was no
abnormality in the patient's biochemical and urinary examinations and his relatives were
explained in detail how to change urinary drainage bag and he was discharged from the emergency
service.

RESULT; Foley catheter should be applied especially by health care providers. But urinary
drainage bags of the patients who have permanent Foley urinary catheter may be changed by the
patient's relatives too. But patients' relatives should be explained in detail about how to change
Foley urinary drainage bag. In our case since the patient's relatives didn't uncover the urinary
drainage bag, the patient had urine retention.

y
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AKCIGER LEZYONLARININ TANISINDA BiYOPSi MATERYALLERi iLE SiTOLOJiK
MATERYALLERININ KARSILASTIRILMASI
Ferda KESKIN CIMEN! Safak ERSOZ?

1 Erzincan Binali Yildirim Universitesi Tip Fakiiltesi Tibbi Patoloji AD
3 Karadeniz Teknik Universitesi Tip Fakiiltesi Tibbi Patoloji AD

1. GIRIS VE AMAC

Akciger kanseri bugiin diinyadaki en yaygin kanserdir (tiim yeni kanser vakalarinin % 12.6'si,
kanser 6liimlerinin % 17.8'i). Erkeklerin hastalia yakalanma olasilig1 kadinlardan 2,7 kat daha
fazladir. 2000 yilinda yaklasik 1.2 milyon yeni vaka tespit edildi ve akciger kanseri nedeniyle 1.1
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milyon 6liim yasandi. 2030'da, akciger kanserinden 6lecek insanlarin sayisinin 10 milyon olacagi
tahmin ediliyor (1).

Akciger kanseri erkeklerde en sik goriilen kanserdir ve Amerika Birlesik Devletleri'nde kadinlarda
kanser nedeni ile yasanan oliimlerin ikinci 6nde gelen nedenidir. (2). Skuamoz hiicreli Akciger
karsinom tipi % 45 oranla en sik gortileni iken, % 2 oranindaki biiytik hiicreli akciger karsinomu
tlirii ise en az siklikla goriilenidir. Kiigiik hiicreli ve adenokanser tipleri ise yaklasik % 20 oraninda
gorulir (3).

Sigara icmek % 94 orani ile akciger kanseri sebepleri arasinda ilk sirada yer almaktadir (4).
Akciger kanseri insidansi yasla birlikte artmaktadir ve hastalarin ¢ogu 50-70 yaslar1 arasinda yer
almaktadir (5).

Akciger kanserine tanisinda klinik bulgular, tanisal goriintiileme yontemleri ve biyokimyasal
parametreler 6nemlidir. Ancak bu yontemler benign ve malign lezyonlar1 birbirinden ayirmaz. Bu
nedenlerden dolayi histopatolojik inceleme ve sitoloji tanida énemlidir.

Akciger kanseri tanisinda sitolojik yontemler ciddi yer almaktadir. Merkezi yerlesimli
endobronsiyal hastaliklar i¢in % 88'den fazla duyarhliga sahiptir. Solunum sistemi hastaliklarinin
tanisinda; sitolojik yontemler olarak bronsiyal fircalama, bronsiyal aspirasyon, bronkoalveolar
lavaj ve transbronsiyal-transtorasik ince igne aspirasyon (FNA) yontemleri kullanilir. Bu
yontemler benign / malign akciger lezyonlarinin farklilasmasinda 6nemli bir rol oynar. Biyopsinin
miumkiin olmadigl durumlarda, sitopatolojinin 6nemi artar. Sitoloji ve histoloji yontemleri
arasindaki genel uyumluluk% 50 ile % 90 arasinda degismektedir. (6,7).

Bu calismanin amaci, sitolojik bulgular1 eszamanli olarak biyopsi yontemleri ile elde edilen
tanilarla _karsilagtirmak dogruluk oranini tespit etmektir.

3. MATERIYALLER VE METODLAR

2004-2010 yillar1 arasinda KTU Tip Fakiiltesi patoloji béliimiinde , yaslar1 18-85 (yas ortalamasi
59.7, standart sapma 12.5), 495'i erkek, 115'i kadin toplam toplam 610 olgunun transtorasik ince
igne aspirasyon sitolojisi, bronsiyal fircalama, bronsiyal lavaj ve bronkoalveolar lavaj
yontemleriyle elde edilen sitoloji sonuglari, bronkoskopi veya ameliyat materiyal biyopsi
sonuglar ile karsilastirildi. H & E , PAP ve Giemsa boyama yontemleri uygulandi. Istatistiksel
yontem olarak ytizde ve aritmetik ortalama kullanilmistir.

4.SONUCLAR

Biyopsi esdegerleri olan 495 erkek (% 81.1) ve 115 kadin (% 18.9) dahil olmak lizere 610 olgunun
sitolojik-histopatolojik sonuclar1 ve bazilar1 ¢oklu sitolojik tani yontemleri kullanilarak
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karsilastirildi. 610 olguda 423 (% 69) brons fircalama, 469 (% 77) brons aspirasyon, 128 (% 21)
bronkoalveolar lavaj ve 48 (% 8) transtorasik ince igne aspirasyon sitolojisi vardi. 21 olguda
rezeksiyon materyali, 16'sina (% 2,6) lobektomi, 5 olgusuna (% 0,8) pndmonektomi yapildi.

Tablo 1'de, bronsiyal fircalama malzemelerinin sonuglar1 ayni1 vakalarin biyopsi sonuglariyla

karsilastirildi.

Bronsiyal fircalama Biyopsi-benign Biyopsi-malign
(423 hasta)

Sitoloji-benign 130 51

(181 hasta) (%71) (%29)

(%42)

Sitoloji-malign 27 215

(242 patients) (%11) (%89)

(%58)

Tablo 1: Bronsiyal fircalama sitoloji sonuglarinin ayni olgularin biyopsi sonuclariyla
karsilastirilmasi.
Sitopatolojik ve histopatolojik sonug¢larin morfolojik gértiniimii Resim 2,3,4,5,6 ve 7

Resim 2: Skuaméz hiicreli karsinomda keratiniz‘e éi‘toplazmah atipik skuamoz hiticreler (PAP
x400)
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Resim 4: Kumas benzeri bir yap1 olusturan atipik epitel gruplari. (PAP x200)
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Resim 5: lyi diferansiye adenokarsinom (H & E x200)

Resim 6: Sikisik, hiperkromatik ¢ekirdek, dar sitoplazma ile atipik
Hiicreler (H & Ex400

Resim 7: Sekil 6'da, kiigiik hiicreli karsinom morfolojisinin histopatolojisi gozlenmektedir.H & E
x200)

Bronsiyal firgalama yontemi sonucu 30 olgunun biyopsi sonuglar1 siipheli sitoloji olarak rapor
edildi; 15 olguda benign, 7 olguda skuamoz hiicreli karsinom, 3 olguda adenokarsinom, 4 olguda
kiigtik hiicreli karsinom ve 1 olguda kii¢tik hiicreli karsinom yoktu.

Bu bulgulara ek olarak bronsiyal fircalama ile histopatolojik sonuglar arasindaki uygunluk su
sekilde belirlendi;

% 80.8 duyarhlik,% 82.8 6zgiilliik,% 88.8 Olumlu Ongoriisel Deger,% 71.8 Olumsuz Ongoriisel
Deger,% 81.5 Tani Dogruluk.

Tablo 3'te, bronsiyal aspirasyon materyallerinin sonuclar1 ayni1 vakalarin biyopsi sonugclariyla
karsilastirildi.

Bronsiyal aspirasyon Biyopsi-benign Biyopsi-malign
469

Sitoloji-benign (373) 201 172

(%79.5) (%53.8) (%46. 2)
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Sitoloji-malign (96) 8 88

(%20.5) (%8) (%92)
Tablo 2 : Bronsiyal aspirasyon materyallerinin sonuglarinin ayni olgularin biyopsi sonuclariyla
karsilastirilmasi.

Bronsiyal aspirasyonu stipheli sitoloji olarak bildirilen 18 olgunun biyopsi sonuglari; 6 olguda
benign, 5 olguda skuamoz hiicreli karsinom, 2 olguda adenokarsinom, 2 olguda kii¢iik hiicreli
adenokarsinom, 1 olguda atipik epitel hiicreleri, 1 olguda kanser infiltrasyonu, 1 olguda akciger
karsinomu oldugu bildirildi.

Bu bulgulara ek olarak bronsiyal aspirasyon ile histopatolojik sonuglar arasindaki uygunluk su
sekilde belirlendi;

% 33.8 duyarlilik,% 96.1 6zgiilliik,% 91.6 Pozitif Ongoériisel Deger,% 91.6 Negatif Ongoriisel
Deger,% 61.6 Teshis Dogruluk

Tablo 3 de , Transtorasik ince igne aspirasyon sonuglar1 ,ayni vakalarin biyopsi sonuglari ile
karsilastirildi.

RTFN(48) Biyopsi-benign Biyopsi-malign
Sitoloji -benign (3) 2 1

(%1) (%67) (%33)

Sitoloji -malign (45) 5 40

(%99) (%11) (%89)

Tablo 3: Transtorasik ince igne aspirasyon sonuglar1 ,ayni vakalarin biyopsi sonuglan ile
karsilastirilmasu.

Bu bulgulara ek olarak, RTFN ve histopatolojik sonuclar arasindaki uygunluk su sekilde
belirlenmistir;

% 97.5 duyarliik,% 28.5 ozgiilliik,% 88.8 Pozitif Ongériisel Deger,% 66.6 Negatif Ongoriisel
Deger,% 87.5 Teshis Dogruluk.

Bronkoalveolar lavaj materyallerinin sonuclari, Tablo 4'teki ayni1 vakalarin biyopsi sonuclariyla
karsilastirildi.

BAL (128) Biopsy-benign Biopsy-malign
Cytology-benign (121) 100 21

(%95) (%83) (%17)
Cytology-malign (7) 1 6*

(%5) (%14) (%86)

Table 4:Comparison of the results of bronchoalveolar lavage materials with the biopsy results of
the same cases.

Bu bulgulara ek olarak, bronkoalveolar lavaj ve histopatolojik sonuglar arasindaki uygunluk su
sekilde belirlendi;

% 22.2 duyarlilik,% 99 6zgilliik,% 85.7 Olumlu Tahmini Deger,% 82.6 Olumsuz Tahmini Deger,%
82.8 Tani1 Dogruluk.

5. TARTISMA
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Akciger kanseri bugilin diinyadaki en yaygin kanserdir (tiim yeni kanserlerin% 12.6's1, kanser
olimlerinin% 17.8'). Erkeklerin hastaliga yakalanma olasilig1 kadinlardan 2.7 kat daha fazla (1).
Akciger kanserini teghis etmek icin kullanilan tekniklerin kombinasyonlarina bazen ihtiyag
duyulur. Hangi yontemin veya kombinasyonun daha yiliksek oldugunun tanisal degeri hala
tartismalidir. SinchitaRoy - Chowdhuri ve arkadaslari, (8) bu tartismay: kat1 organ tiimorlerinde
eszamanli ince igne aspirasyonu ve nuve igne biyopsilerini karsilastirarak bitirmeye calisti. Tim
bu ¢abalara ragmen, kiiciik hiicreli dis1 akciger kanserinin (KHDAK) doku temelli molekiiler testi
icin prosediirlerin optimize edilmesi konusunda Avrupa’da bile hala bir fikir birligi yoktur. Bu
teknikler arasinda bronsiyal fircalama, bronkoskopi sirasinda goriilen ylizeysel stipheli
lezyonlardan sitolojik 6rnekler almak i¢in kazima prensibine dayanmaktadir (10). Hastalarin tligte
birinden fazlasinin teghisi tek basina sitolojik 6rnekleme ile konulabilir. (11). Karahalli E ve dig.
bronkoskopide goriilebilir tiimorler lizerinde yapilan bir ¢alismada kitle, submukozal lezyonlar ve
infiltratif lezyonlar olarak siniflandirilmis endobronsiyal lezyonlar. Yikama, fir¢alama, forseps
biyopsi yoOntemlerini kullanan c¢alisma sonucunda forseps biyopsisinin% 82.7'sinde,
transbronsiyal igne aspirasyonunun% 68.6'sinda, fircalama yonteminin% 68.4'linde, yikama
yonteminin% 31.6'sinda olumlu sonuglar elde edildi. Forseps biyopsisi ve fircalama sitolojisi
kombinasyonu bronkoskopinin tanisal degerini% 82.7'den% 88.8'e ylikseltti. Forseps biyopsi
yontemine yikama yonteminin eklenmesi tanisal degeri arttirmaz ve transbronsiyal igne
aspirasyonu tanisal degeri% 1 arttirir. Calisma sonucunda forseps biyopsisine fircalama
yonteminin eklenmesinin bronkoskopi ile gértintir akciger kanseri i¢in en iyi tani stratejisi oldugu
vurgulanmistir (12). Baslangicta pulmoner alveoler proteinoz, kistik fibroz ve persistan astim gibi
pulmoner hastaliklarda bir tedavi yontemi olarak kullanilan BAL, akciger kanseri, pulmoner
tiiberkiiloz ve interstisyel akciger yaralanmalarinin degerlendirilmesinde siklikla giivenli bir
teshis yontemi olarak kullanilir. BAL ile sitolojik 6rnekleme, malign hiicrelerin pulmoner epitel
hiicrelerinden pul pul dokiilmesi gercegine dayanir (10,13). Biyopsilerin alinamadig1 durumlarda
elde edilen tek malzeme olmasi 6nemini arttirmaktadir (14). Ayni anda yapilan biyopsilere verilen
tanilarla karsilastirllarak dogruluk oraninin saptanmasi, BAL sitolojisinin etkinliginin bir
gostergesidir. Baur ve dig. Cok ragbet goren BAL ve brons fircalama yontemlerini histopatolojik
biyopsilerle karsilastirarak akciger kanserinin tanisal degerini gozlemlemeye calistim. 196 hasta
ile yapilan calisma sonucunda bronsiyal fircalama tekniginin duyarhhgimi% 87,3, 6zgulligi%
97,6, BAL duyarhhigim% 39,4, o6zgilligi% 89,6, ilaveten BAL'In pozitif prediktif degeri olarak
belirlediler. % 68.3, negatif prediktif deger% 72.3, teshis dogrulugu% 71.4 idi. Morfolojik
tiplendirmede bronsiyal fircalama tekniginin BAL'dan daha iyi oldugunu gordiler. Calisma
sonucunda bronsiyal fircalama tekniginin tam1 ve tiplendirmede {stiin oldugu sonucuna
varmiglardir (10). Genel olarak, daha az farklilasmis anaplastik hiicreler, kiitleyi farkhlasmis
hiicrelerden daha gevsek tutar. Bu nedenle daha fazla hiicre, daha az farklilasmis lezyonlardan
brons bosluguna diiser. Benign hiicrelerden farklilasmada 6nemli 6zelliklerin kaybinda ve brons
bosluguna diisen bu malign hiicrelerin morfolojik tiplemesinde dejeneratif degisiklikler vardir. Bu
faktorlerin hepsi BAL'In tanisal degerini etkiler (10). Calismamizin sonuglarini literatiirle
karsilastirdigimizda, farkl tanisal degerlerin bu nedenlerden kaynaklandigini goriiyoruz.

Fiberoptik bronkoskopi sirasinda elde edilen yilkama materyallerinin akciger kanseri
yaklasiminda degeri ve 6nemi hala tartismalidir. Yikama isleminin biyopsi ve fircalamaya kiyasla
ne zaman yapilmasi gerektigi acik degildir. Santral yerlesimli akciger kanserlerinin bronkoskopik
degerlendirmesi sirasinda sitoloji ve biyopsilerin birlikte kullanilmasi, kii¢iik hiicreli veya kiigiik
hiicreli dis1 akciger kanserinin evrelemesinde tanisal kolaylik saglar.
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Baz1 arastirmacilar, periferik akciger kanseri tanisinda biyopsi bazli histopatolojik bir teknige
bronsiyal fircalama ve yikama tekniklerinin eklenmesinin,% 12-30 arasinda degisen oranlarda
duyarhiligir ve ozgilligi arttirdigini bildirmistir (15). Farkli sitolojik degerlendirmeler, farkli
bronkoskopi aletleri ve malzeme tedarik teknikleri ve farkli lokalizasyonlardan farkli sayida 6rnek
kullanimi sitoloji sonug¢larin1 etkilemektedir (16). Literatiirdeki c¢alismalar ve g¢alismamiz
karsilastirildiginda, bronsiyal yikama sitolojisinin tanisal degerinin bu nedenlerle farkl sekilde
belirlenmesi miimkiindtir.

Transtorasik ince igne aspirasyon biyopsisi (TFNAB), akciger hastaliklarinin tanisinda siklikla
kullanilan diisiik komplikasyon oranina sahip basit ve etkili bir tan1 yontemidir.

610 hastanin sitolojisi ve biyopsi sonuglari retrospektif olarak degerlendirildi ve bu ¢alismada
sitolojik materyallerin tanisal dogruluk oranini eszamanli biyopsi tanilar ile akciger kanseri icin
karsilastirmayr amagladik. 610 olguda 423 (% 69) bronsiyal fircalama, 469 (% 77) bronsiyal
aspirasyon, 128 (% 21) bronkoalveolar lavaj ve 48 (% 8) transtorasik ince igne aspirasyon
sitolojisi vardi.

Fircalama sitolojisinin duyarhili§1% 80.8, 6zgiilliigii% 82.8, pozitif prediktif degeri% 88.8, negatif
prediktif degeri% 71.8, diagnostik dogruluk degeri% 81.5 olarak belirlendi, bu oranlar
histopatolojik degerlendirmede literatiirle uyumluydu Fircalama yontemiyle elde edilen
materyaller, ayni vakalardaki biyopsi materyallerinin histopatolojik degerlendirmeleri ile
karsilastirildi.

Ayni olgularin biyopsi materyallerinin histopatolojik degerlendirmeleri, BAL metodu ile elde
edilen materyallerin sitolojik degerlendirmeleri ile karsilastirildi, boylece BAL sitolojisi% 22.2,%
99, pozitif prediktif degeri% 99, % 82,6 negatif prediktif degeri ve% 82,8 tanisal dogrulugunu,
oranlarimiz literatiirden disiiktiir. Literatiirde BAL'In tanisal basarisinin malign biliyiimenin
ayiricl evresinden, elde edilen sitolojik materyallerin morfolojisinin korunmasindan ve bronstan
ornekleme yapan hekimin teknik becerisinden etkilendigi vurgulanmaktadir.

Biyopsi materyallerinin histopatolojik degerlendirmeleri, bronsiyal aspirasyon yontemi ile elde
edilen ayni1 vakalarin materyallerinin sitolojik degerlendirmeleri ile karsilastirildiginda, bronsiyal
aspirasyon sitolojisi% 33,8,% 96,1, ozgiilliik degeri 91,6 %, negatif prediktif degeri% 53.8 ve%
61.6 tanisal kesinligi, bizim oranlarimiz literatiirden diisiikti. Literatiirde farkl sitolojik
degerlendirmelerin farkli bronkoskopik aletlerin ve malzeme alma tekniklerinin kullanimi ve
farkli lokalizasyonlardan farkli sayida 6rneklemeden kaynaklandigi belirtilmektedir.

TFNAB yontemi, akciger lezyonlarinin tanimlanmasi i¢in baska bir yontemdir. Frank Schneider ve
dig. (17), transtorasik bilgisayarli tomografi kilavuzlu igne biyopsisi (CNB) ve ince igne aspirasyon
(FNA) biyopsi orneklerinin molekiiler test icin esit derecede uygun olup olmadigini belirlemeyi
amagclamistir.

Biyopsi materyallerinin histopatolojik degerlendirmeleri, TFNAB yontemiyle elde edilen aym
vakalarin materyallerinin sitolojik degerlendirmeleri ile karsilastirildiginda, TFNAB sitolojisinin
duyarliligi% 97,5, 6zgilligii% 28,5, pozitif prediktif degeri% 88,8, negatif; prediktif deger% 66,6
ve tanisal dogruluk orani% 87,5'tir.

Akciger kanseri tanisinda sitolojik yontemlerin giivenli, ucuz, yiiksek tanisal degere sahip oldugu
ve bu calismaya gore akciger kanseri tedavisinin planlanmasinda basariyla kullanilabilecegi
sonucuna vardik.
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Introduction: Hiatal hernia is the herniation of abdominal organs via the esophagial hiatus to the
chest cavity. It may be congenital or acquired. Although most cases are asymptomatic, nausea,
vomiting, postprandial fullness, chest pain, dyspnea may also be seen. Retrocardiac air is typical
in patients with suspected diagnosis with or without air fluid level on the chest X-ray. In this case
report, we aimed to present a rare case in the literature who presented to the emergency
department with ECG change (ST elevation) due to compression of the mediastinal hernia in the
cardiac cavities.

Case Report: A 48-year-old male patient with no known history of coronary artery disease was
admitted to the emergency department with chest pain, nausea and vomiting.
Electrocardiography showed 1 mm ST elevation in leads II, III and aVF without reciprocal ST
depression. Transthoracic echocardiography revealed a mass that compressed the left atrium. The
wall motion of the left ventricle showed normal contraction without asynergy. A contrast dynamic
thorax CT was taken on the patient, whose complaints were ongoing. A multislice CT showed
mediastinal herniated gastric fundus that compresses the cardiac area and contains levels. After
the stomach contents were evacuated, the patient's complaints regressed. Control
electrocardiography showed complete regression of st elevation. The patient was transferred to
the surgical clinic for surgery. The patient subsequently underwent laparoscopic hiatal hernia
repair, and Nissen fundoplication. The patient was discharged on postoperative day 3.
Conclusion: We suggest that hiatal hernia should be considered in the differential diagnosis of
STE, and gastric decompression provides rapid and effective clinical and electrocardiographic
improvement.
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ALVEOLER KANAMA

Doganay Can, Omer Faruk Tiirkoglu, Giilcan Caglar, Sema Kirmizi, Ramiz Yazici, Basar Cander
Saghk Bilimleri Universitesi Kanuni Sultan Siileyman Egitim ve Arastirma Hastanesi, Acil Tip
Klinigi, istanbul

GIRIS

Alveoler hemoraji nadir goriilen fakat hayat1 tehdit edici bir dizi olayin komplikasyonu olarak
ortaya c¢ikan bir durumdur. Diffiiz alveoler hemoraji(DAH) genellikle bir grup immin koékenli
heterojen hastaliga bagli olarak gelisir ve alveoler septal hasardan masif hemorajiye kadar uzanan
bir spektrumda seyreder. DAH tanisi klasik triadin varligini icerir: Anemi, hemoptizi ve akciger
gorlintiilemesinde yeni ortaya ¢ikan bilateral alveoler infiltratlar. Biz bu sunumumuzda ileri tetkik
sonucunda Goodpasture sendromu oldugunu 6grendigimiz bir alveolar hemoraji vakasini ele
aldik.

OLGU

Bilinen hastalik 6ykiisii olmayan 28 yasinda kadin hasta acil servisimize nefes darligi, kanh
oksiiriik sikayeti ile basvuruyor. Hastanin yapilan muayenesinde bilin¢ acik oryente koopere cilt
soluk goriinlimde solunum sesleri bilateral kaba, ral mevcut. Hastanin bakilan vital degerlerinde
sat02:78ta:170/80 olarak saptanmasi iizerine hastaya noninvaziv mekanik ventilasyon destegine
baslandi. Akciger goriintiilemesi(figl,fig2) alveolar hemoraji ile uyumlu olarak goriilen hastanin
laboratuar tetkiklerinde hemoglobin:7.4 bun:86 kreatinin:6.69 ve idrarinda mikroskobik
hematiiri tespit edildi. Anestezi ve gogls hastaliklar ile konsiilte edilen hastaya steroid ve
antibiyoterapi baslanarak ileri tetkik tedavi amaciyla yogun bakim tinitesine yatisi yapildi.
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SONUC

Goodpasture sendromu DAH ve glomertilonefrite yol agan bir hastaliktir. Alveol ve glomertl bazal
membranindaki tip IV kollajene karsi gelisen antikorlar bu hastaliktan sorumludur. Etyolojisi
bilinmez ancak inhale hidrokarbonlar veya viral hastaliklarin 6zellikle influenzanin risk faktori
olabilecegi sdylenmistir. Bir¢ok hasta progresif dispne, yaygin alveoler infiltratlar, hipoksemi ve
hemoptizi ile bagvurur. Ozellikle geng eriskinlerde hemoptizi ile basvuran hastalarda ayiric
tanida akla getirilmeli ve uygun tedavi en kisa siire icerisinde baslanmalidir.
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(Fig1,fig2)
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Atipik HUS e Acil Genel Yogun Bakimda Plazmaferez ile Miidahale
Ramiz Yazici, Bensu Bulut, Hilmi Kaya, Doganay Can, Dilek Atik, Basar Cander
Giris

Atipik hemolitik iiremik sendrom (aHUS) trombotik mikroanjiopatilerin nadir gériilen bir
seklidir. Kotii seyirli bir sendrom kabul edilen aHUS olgularinda 6zellikle akut dénemlerinde
%?25’e varan oranlarda 6liim riski mevcuttur ve yine olgularin %50’ sinde son donem bobrek
yetersizligi ile sonuclanir. Komplemanin alternatif yolaginin kontrolsiiz aktivasyonu sonucu
olustuguna inanilan aHUS olgularinda tiim klinik bulgulardan da yine bu kontrolsiiz kompleman
aktivasyonu sorumlu tutulmaktadir. Tedavi secenekleri arasinda 3 yada 5 gilinliik plazmaferez

uygulamasi da bulunmaktadir.
Biz, bu olguda atipik HUS vakasinin acil genel yogun bakim yénetimini tartigtik.

Olgu

Acil servisimize 19 yasinda bayan hasta nobet 6n tanisi ile hastanemize bagh alt
merkezden 112 Acil Saghk Hizmetleri vasitasi ile nakledildi. Medikal 6zge¢misinde kronik
hastalig1 olmadigi anlasilan hastanin 2 glindiir bas agrisi kusma sikayeti oldugu, olay giinii kasilma
olmasi nedeniyle acil servise basvurdugu 6grenildi. Norolojik muayenede bilin¢ konfiize, pupiller
izokorik, ense sertligi stipheli pozitif, GKS:14 uykuya meyilli postiktal seklinde degerlendirildi.
Yapilan goriintiileme tetkiklerinden beyin BT’'de ve Beyin Diflizyon MR’da akut patoloji
gorilmemistir. Acil servise bagvurusundaki ilk kan tetkik sonuclari; kreatinin:2,34 tire:74 total
biliriibin: 1.50 direk biliiribin: 0,49 indirek biliiribin:1,01 Hgb:10,5 plt:101 gelmistir. On tanilar
icinde HUS ve TTP diisiinillen hasta dahiliyeye konsulte edilmistir. Dahiliye tarafindan
plazmaferez 6nerilen hasta acil yogun bakimimiza yatirilmis ve plazmaferez tedavisi baglanmistir.
Steroid baslanan hasta icin ADAMTS13 tahlili gonderilmis ve negatif saptanmistir. Renal biyopsi
sonrasi aHUS tanis1 konulan hasta takiplerinde diiierizi varken nefes darhigi baslamasi ve
dinlemekle bilateral ral duyulmasi lizerine dahiliye ve anesteziye konsulte edilmis yiiklenme
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bulgularinin ila¢ tedavisine ragmen diizelmemesi iizerine hasta hemodiafiltrasyon icin st
basamak yogun bakima devredilmistir.

Sonug

Mortalitesinin yiiksek seyretmesi nedeni erken tani ve tedavisi énemli olan aHUS {i tanilarimizda
disiinmeli ve plazmaferezin medikal tedavinin yaninda uygulanmasi gereken yasam kurtarici bir
tedavi olabilecegi unutulmamalidir.
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BATINA BiSIKLET GIDONU CARPMASI SONUCU OLUSAN PANKREATIK LASERASYON:OLGU
SUNUMU

Ayla Koksal, Omer Faruk Tiirkoglu, Talha Giirkan, Doganay Can, Giilcan Caglar, Basar Cander
Saghk Bilimleri Universitesi Kanuni Sultan Siileyman Egitim ve Arastirma Hastanesi, Acil Tip
Klinigi, istanbul

Giris:Batin travmalar1 mekanizmasina gore penetran ve kiint olarak siniflandirilmaktadir ve
travma nedeni ile 61iimlerin %15-20 nedenidir. Pankreasin kiint travma ile yaralanmasi nadir olup
tlim karin yaralanmalarinin %2’sinden azini olusturmaktadir. Taninin erken konmasi ve pankreas
yaralanmasinin derecelendirilmesi gelisebilecek komplikasyonlar ve mortalite agisindan
onemlidir. Bilgisayarli tomografi (BT) batin i¢i organ yaralanmalarinda majér goérintileme
yontemidir.

Olgu:Daha 6nce bilinen hastalik 6ykust olmayan 8 yas erkek hasta yakinlari tarafindan bisikletten
diserken bisiklet gidonunun karnina ¢arpmasi sonrasi baslayan karin agrisi sikayetiyle acil
servise getirildi.Vital bulgular1 tansiyon:115/70 sP02:96 nabi1z:92 ates:36.7 idi.Fizik
muayenesinde inspeksiyonda 6zellik yoktu. Batinda eipgastrik hassasiyet mevcuttu.Defans(-),
rebound(-), diger sistem muayeneleri tabii idi.Biyokimya parametreleri Amilaz:104 Lipaz:177. Ik
Hb:12.3 Wbc:17k idi. Batin BT sinde:Pankreas govde-kuyruk kesiminde pankreas kalinliginda
artis ve peripankreatik yagli dokuda bu alanda siv1 izlendi.Ayrica bu lokalizasyonda pankreas
parankimi kontrastlanmasinda azalma dikkati cekmis olup bulgular pankreatik laserasyon ile
uyumlu olarak degerlendirildi..Cocuk cerrahisi ile konsiilte edilen hastaya takip amach servis
yatis1 6nerildi ve hastanin ¢ocuk cerrahisi servisine yatisi yapild.

Sonuc:Batin travmasi ile bagvuran hastalarda izole pankreas yaralanmalar1 nadir olup 6zellikle
karaciger, mide, duodenum ve dalak yaralanmalarina %70-90 oraninda eslik eder. Kiint pankreas
yaralanmalarinin 2 /3’li gévde kesiminde ve geriye kalan kismi ise esit olarak bas, boyun ve kuyruk
kesiminde izlenir1l .

Bizim olgumuzda pankreasin gévde-kuyruk kesiminde yaralanma izlenmis olup diger organ
yaralanmalar1 eslik etmemekteydi. Pankreas yaralanmasinin klinik triadi tst karin agrisi,
l6kositoz ve amilaz yiiksekligidir. Kiint travma sonrasinda israrci hiperamilazemi varligi pankreas
yaralanmasi ac¢isindan uyarici olmalidir .

Bilgisayarh tomografi kiint karin travmali hastada ilk goriintiileme yontemi olarak kullanilir ve
pankreas yaralanmasina baghh komplikasyonlar1 ortaya ¢ikarabilir. Sundugumuz olguda US’de
pankreas yaralanmasi ayirt edilemedi. Bilgisayarli tomografi incelemesi hangi organda ve hangi
derecede yaralanma oldugunu gosterdi.

Kiiciik ve yiizeyel parankimal zedelenmelerin tedavisi konservatif olup tiim pankreas
yaralanmalarinin %68-87’sini olusturmaktadir. Ancak ¢evre vaskiiler yapilardaki ve pankreatik
kanaldaki yaralanmalarda cerrahi yaklasim gerekmektedir. Pankreatik kanal yaralanmasinin
tespiti cerrahi gerekliligi belirlemek ve uygulanacak cerrahi yontemi segcmek acisindan 6nemlidir.
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Bu acidan bakildiginda US ve BT taniy1 koymada yetersiz olabilmektedir. Pankreas kalinliginin
%50’sinden az olan laserasyonlarda duktal yaralanma c¢ogunlukla goézlenmez. Ancak derin
pankreatik yaralanmalara duktal laserasyon siklikla eslik eder. Sundugumuz olguda, cevre
vaskiiler yapilarda herhangi bir yaralanma tespit edilmedi. Sonug olarak, klinik triad bulunan ve
pankreatik yaralanma siiphesi olan olgularda BT, yaralanmay1 ve eslik eden patolojileri gosteren
degerli bir yontemdir.

ORAL PRESENTATIONS 77

Bilateral Serebellar Enfarkt
Ramiz Yazici, Bensu Bulut, Hilmi Kaya, Ramazan Unal, Dilek Atik, Basar Cander

Giris

Serebellar infarktlar beyin infarktlar1 arasinda % 1.5- 4.2, posterior dolasim infarktlar1 arasinda
ise % 47 oraninda goriiliir. Serebellar infarktlar en sik PICA (Posterior Inferior Serebellar Arter)
ve SCA (Superior Serebellar Arter) alanlarinda goriilmektedir. Serebellar infarktlar posterior
fossada gelisen 6demin etkisi ile beyin sapina basi olusturarak, obstriiktif hidrosefali ve akut
intrakranial basing artisina yol acarak fatal olabilmektedir. Bilateral serebellar infarktlar olduk¢a
enderdir. Bu infarktlarin sebebi net olarak saptanamamistir. Bilateral PICA enfarktlarinin her iki
serebellar hemisferi besleyen sol vertebral arterden c¢ikan PICA stenozundan kaynaklandigi

diistiniilmektedir.
Biz, bu olguda PICA alaninda gériilen Bilateral Serebellar Enfarkt vakasinin acil yénetimini tartistik.

Olgu

Acil servisimize 53 yasinda kadin hasta sabah baslayan konusma bozuklugu nedeniyle 112
Acil Saglik Hizmetleri tarafindan getirildi. Medikal 6zge¢misinde 3 yil 6nce iskemik SVO gecirdigi
ve varfarin sodyum kullandig1 6grenilmistir. Norolojik muayenesinde biling uykuya meyilli, hasta
sesli uyar1 ile uyaniyor, anlamli cevap veriyor birakilinca uyuyor seklindeydi. Konusma minimal
dizartik, sol kol ve bacakta 4/5 kas giicu (sekel) seklinde degerlendirildi. Yapilan gorintiileme
tetkiklerinden; beyin bilgisayarli tomografide ve beyin diflizyon MR’da akut patolojiye
rastlanilmadi. Hasta miisahadeye alinarak noroloji ile konsiilte edildi. 6 saatlik miisahade sonrasi
kontrol noérolojik muayenesinde belirgin degisiklik olmay1p hastanin basvuru anindaki nérolojik
bulgularinin devam ettigi anlasildi. Cekilen kontrol beyin difiizyon MR’da bilateral serebellar
enfarkt tespit edildi (RESIM 1 - 2). Kan tetkiklerinde INR:15 (08-1,2) olup diger kan sonuglari
fizyolojik sinirlarda idi. Noroloji ile konsiilte edilen hasta ileri tetkik ve tedavi amaci ile noroloji
yogun bakimina yatis1 yapildi.
Sonug
Sonug olarak, akut serebellar enfarkt diisiindiiren ataksi diplopi bozulmus serebellar testler gibi
bulgular olmamas;, ilk yapilan goriintiileme tetkiklerinde akut patolojiye rastlanilmamasi ve kan
koagiilasyon degerlerinin normalin ¢ok tstiinde olmasi1 nadir goriilen bilateral akut enfarkt
tanisini zorlastirmistir. Dikkatli klinik gézlem ve siiphe bu tip nadir goriilen vakalarin teshisinde
onemlidir.

RESIM 1

5th International Emergency & Family Medicine Congress, Concorde Luxury Resort, TRNC
138



ep2d_diff_3scan_trace_p2 TRACEW
DIIF
DIIF

RESIM 2

ep2d_diff _3scan_trace_p2_ TRACEW
DIIF
DIIF

ORAL PRESENTATIONS 78

Dalak Enfarkt

Bensu Bulut, Ramiz Yazici, Hiiseyin Mutlu, B.Serra Kockan, Dilek Atik, Basar Cander

Giris

Splenik infarkt nadir goriilen bir dalak patolojisidir. Etyolojisi arastirildiginda genellikle baska
hastaliklarin komplikasyonu olarak meydana geldigi anlasilmaktadir. Splenik infarktin, licte
birinden fazlasinin sebebi atrial fibrilasyon ve atrial trombusu olanlardir. Diger nedenler arasinda
hematolojik, vaskuler, anatomik ve diger nedenlerdir. Litaraturde vaka sunumlar1 olarak

karsimiza ¢ikmaktadir.
Biz, bu olguda karin agrisi ile acil servise basvuran ve dalak enfarkti tanisi alan vakamizin acil serviste yonetimini tartistik.

Olgu
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Acil servisimize 50 yasinda erkek hasta karin agrisi sikayeti ile acil servisimize basvurdu.
Medikal 6zge¢misinde aritmi-atrial fibrilasyon, derin ven trombozu hastakliklar1 oldugu
antikoagiilan tedavisi i¢in aldig1 warfarin sodyum’u bir siiredir almadig1 6grenildi. Anamnezde
karin agrisinin 3 giindiir oldugu, gittikge arttig), agrinin yer degistirmedigi, gaz gaita ¢ikisinin
oldugu ara ara bulanti1 kusmalarinin oldugu bilgisi elde edildi. Fizik muayenede genel durumu iyi
bilinci acik koopere oryante batinda 6zellikle solda belirgin tist kadranlarda hassasiyet mevcut
olup defans/rebound yoktu. Vitalleri fizyolojik sinirlar i¢cinde olan hastanin ilk bakilan kan
tetkikleri WBC:16,75 HB:11,3 PLT:310bin CRP:11,6 olup diger bakilan parametrelerde anlamh
degisiklik yoktu. INR degeri 0,99 olup normal (0,8-1,2) simirlardaydir. Cekilen kontrastl batin
bilgisayarli tomografisinde Dalak list zonda anteriorda yaklasik 5x6 cm boyutlarinda kontrast
tutulumu gostermeyen hipodens alan izlenmistir (dalak enfarkti?) (RESIM 1). Acil cerrahi
miidahale acisindan genel cerrahi ile istisare ettigimiz hastay1 kardiyak etyolojik sebepler
acisindan kardiyoloji ile de konstilte ettik. ileri tetkik ve tedavi amaciyla dahiliye servisine interne
ettik.

Sonug

Nadir goriilen dalak enfarkt vakalarinda hastalarin %67'sinde sol list kadran agis1 goriilur.
Agr, hastalarin yarisinda bir haftadan az yarisinda bir haftadan uzun stirelidir. Bulanti, kusma,
erken doyma tipik semptomlar arsindadir. Hastamizda ara ara devam eden karin agrisi ve buna
eklenen bulant1 kusma sikayetleri vardi. Non spesifik semptomlarla prezente olan dalak enfarkt
karin agrisi ile gelen hastalarda akilda tutulmasi gereken bir tanidir.

RESIM 1

ORAL PRESENTATIONS 79
Acil Servise Delici Kesici Alet Yaralanmasi Sonucu Skrotal Riiptiirii Olan Hasta
Giilcan Caglar, Sema Kirmizi, Dog. Dr. Ramazan Giiven, Prof. Dr. Basar Cander

Giris

Skrotum testisleri ¢cevreleyen, ince derili kesedir ve katmanlardan olusur. Testisleri ve spermatik
kordlariicinde tasir. Testislerin asili oldugu spermatik kordlarin icinde kan damarlary, sinirler, kas
fibrinleri ve duktus-vas deferens (testisten ayrilan spermatozoolarin ge¢is yolu) bulunur.
Spermatik kord abdomene inguinal kanaldan gecerek girer.
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Skrotal travmalar kiint ve penetran olarak ikiye ayrilir. Kiint travmalar kavga sirasinda pelvik
bolgeye tekme vurma veya sportif aktivitelerde top ¢arpmasi, ata biner tarzda yiiksekten diisme
gibi nedenlerle meydana gelebilmektedir. Kiint travmalar sonucu testis torsiyonu, hematosel,
testis riiptiirii ve /veya skrotal hematom olabilir. Penetran yaralanmalar ise delici kesici aletler,
bicak veya kursun ile olusan yaralanmalardir.

Olgu Sunumu

Bilinen hastalik 6ykiisii olmayan madde? alkol? bagimlilig1 oldugunu ifade eden 30 yasinda erkek
hasta tarafimiza delici kesici alet yaralanmasi sonucu skrotal penetran travma nedeni ile
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getirilmistir. Hastanin ilk bakida fizik muayenede skrotum disinda herhangi bir delici kesici alet
yaralanma izi veya darp izine rastlanmamigstir. Hastanin yapilan genital muayenesinde her iki
skrotal kesede sagda daha genis ve derin olmak tizere delici kesici alet izine rastlanmistir. Sagda
yaklasik 3 cm’lik diizgiin kenarl kesi, genis hematom alan1 ve sag testisin tamamina yakininin
disarda oldugu gozlenmis, solda da yaklasik 0,5 cm’lik kesisi mevcuttu. Hastaya goriintiileme
olarak skrotal doppler ve batin i¢i yaralanmasi olup olmadig1 ekartasyonu i¢in IV kontrasl pelvis
BT istendi.

Hastanin tetanoz profilaksisi, antibiyoterapisi, hidrasyonu es zamanl planlandi. Goriintiilerde
testislerde damar yaralanmasi, batin i¢i organ yaralanmasi olmadig: tespit edildi. Hasta tiroloji
tarafindan acil operasyona alindi. Urolog tarafindan travma sirasinda olusabilecek kiint travmaya
da bagh hastaya testislerinin zarar gérmesi sonucu testislerinin alinabilecegi riski anlatild.
Operasyon sonrasi testislerde hasar olmadigi ve sadece skrotal onarim yapildigi 6nerildi.
Sonug¢

Erkek dis genital organlarinin travmatik yaralanmalar: nadir goriilmesine ragmen dogru
tani ve acil tedavisi 6nemlidir. Genitoiiriner travmalarin cinsel yasam, fertilite, psikolojik durum
ve yasam kalitesi lizerinde etkisi olan 6nemli sonuglar1 bulunmaktadir. Bu tiir travma vakalarinin
dogru tanisi ve uygun tedavilerinin saglanmasi icin acil hekimleri, tirologlar ve radyologlarin ortak
calismasi desteklenmelidir.

ORAL PRESENTATIONS 80

FAZLA TEMIZLIK ZARARLIDIR

Ayla Kéksal , Doganay Can ,Hilmi Kaya , Giilcan Tanrikulu, Sema Kirmizi, Omer Faruk Tiirkoglu,
Basar Cander

Saglik Bilimleri Universitesi, Kanuni Sultan Siileyman Egitim Arastirma Hastanesi, Acil Tip Klinigi

GIRIS

Gogls travmalan akciger ve kardiyak yaralanma agisindan risk olusturdugundan hayati tehdit
eden travmalardir. Pnomotoraks hemotoroks pnomomediastinum perikardiyal tamponad ve
kardiak yaralanlar gégiis travmasi sonucu olusabilir. Hastanin travma sonrasi gelisen gogiis
agrilar dikkatle incelenmelidir. Biz bu vakamizda gégiis travmasi sonrasi pndmomediastinum
gelisen bir vakamizi sunmak istedik.

VAKA

4?2 yas erkek hasta acil servisimize gogiis agrisi sol kolda uyusma ve sislik sikayeti ile bagvurdu.
Hastanin bilinen bir hastalik éykiisii mevcut degildi. Oykiisiinde iistii kirlendigi icin basin¢gh hava
ile temizlik yapan bir temizleyici ile listiinli temizledigi ve agr1 sikayetinin bu olaydan sonra
basladig1 6grenildi. Fizik muayenesinde solunum sesleri olagan g6giis 6n duvarinda krepitasyon
mevcut kalp sesleri derinden geliyor ek ses liftiriim yok batin rahat defans rebound yok norolojik
muaynesi olagan idi. Ekg si normal siniis ritmi idi. Yapilan goriintiilemelerinde
pnédmomediastinum ve cilt alt1 amfizem ile uyumlu goriiniim olmasi tizerine gégls cerrahinin
bulundugu bir merkeze sevki saglandi.

SONUC

Pnémomediastinum travma sonrasi, cerrahi ve endoskopik girisimler sonrasi olusabilen ve hayati
tehdit eden bir durumdur. Hastanin ge¢misinde travma oykiisii var ise hastanin akciger
gorlintiilemeleri mutlaka yapilmalhdir. Bu tarz hastalar kardiyak etkilenim ve solunumun takibi
acisindan dikkatle izlenmelidir.
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Akut Karinin Nadir Nedeni: Glidiik Apandisit
Ramiz Yazici, Bensu Bulut, Hilmi Kaya, Cesareddin Dikmetas, Dilek Atik, Basar Cander

GIRIS: Karin agnis1 ile gelen hastalarda akut apandisit sik karsilasilan acil cerrahi girisim
gerektiren patolojilerdendir. Daha 6nceden apendektomi oykiisii olmasi1 nedenli tanisi1 zor ve
atlanmasi kolay olan giidiik apandisit ise nadir saptanan ge¢ apendektomi komplikasyonudur. Biz
bu vakay1 akut giidiik apandisitin karin agrisi ile gelen apendektomi dyktisii olan hastalarda karin
agrisinin nadir bir nedeni olmasi nedenli sunmay1 amacladik.

OLGU: 31 yas bayan hasta karin agrisi nedenli acil servisimizde basvurdu. Ozgecmisinde
apendektomi haric¢ 6zellik olmayan hastanin gelis vitallerinde patoloji saptanmadi. Tetkiklerinde
l6kositoz olan hastanin batin USG u gaz nedenli degerlendirme suboptimal olup apandiektomi
oykiisiini dogrulamistir. Batin BT sinde ¢ekum etrafinda kirlenme goriliip akut apandisitle
uyumlu gelmistir. Genel cerrahiye konsulte edilen hastanin antibiyoterapisi baslanarak takibe
alinmistir.

SONUC: Karin agris1 olan 6zge¢misinde apendektomi oOykiisii olan hastalarda da akut gidiik
apandisit olarak adlandirdigimiz giidilk bolgesi kaynakli akut inflamasyon olabilecegi
unutulmamali ve tanilar arasinda nadir bir tani olan akut giidiik apandisit de diistintilmelidir.

ORAL PRESENTATIONS 82
Hepatik Arter Riiptiirii

Ramiz Yazici, Bensu Bulut, Hiiseyin Mutlu, Ayla Koksal, Dilek Atik, Basar Cander
Giris
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Hepatik arter riiptiiri siklikla hepatik arter anevrizma zemininde gelisen ve hayati tehdit eden bir
klinik durumdur. Hepatik arter anevrizmasi en sik (%80) ekstrahepatik arterlerde goriilmektedir.
Etiyolojik faktor olarak en fazla sorumlu tutulan ise aterosklerozistir. Travma ve pankreatitis
yalanci anevrizmalar icin iyi bilinen etiyolojik faktorlerdir. Ozellikle Travma sonrasi hepatik arter
psodoanevrizmasi, kiint karaciger travmasinin nadir goriilen gecikmis bir komplikasyonudur.
Dogal siiregleri tam aciklanmamis olmasina ragmen, acil miidahale ile iliskili yliiksek mortalite
agresif bir yaklasimi gerektirmektedir. Semptomatik veya ruptiire anevrizmasi olan hastalarda

cerrahi yaklasim kesin olarak gerekmektedir.
Biz, bu olguda Gastrointestinal sistem kanamasi tanisi ile acil servisimize nakledilen, etyolojik zemininde travma ve anevrizma
olmayan Hepatik arter riiptiirii vakasinin acil yonetimini tartistik.

Olgu

Acil servisimize 63 yasinda bayan hasta gastrointestinal sistem kanamas1 6n tanisi ile
hastanemize bagl alt merkezden 112 Acil Saghk Hizmetleri tarafindan nakledildi. Medikal
ozgecmisinde bilinen kalp kapak replasman operasyonu ve buna baglh konjestif kalp yetmezligi
oykisi oldugu 6grenildi. Fizik muayenede genel durumu koti bilinci acik koopere oryante cildi
terli batinda defans/rebound yok pté ++/++ RT:NGB seklindeydi. Vitallerinden hipotansif
tasikardik oldugu anlasilan hasta resiisitasyon odasina alindi ve sivi resiisitasyonuna baslandu. Ik
bakilan kan tetkikleri WBC:12,1 HB:5,1 PLT:165bin seklinde olup nakledilen merkezdeki HB
degerine gore HB degerinin 3 birim diistiigl tespit edildi. Cekilen kontrastl batin bilgisayarh
tomografisinde Karaciger konturlar1 lobiiledir. Safra kesesinde toplam boyutu 12 mm o6l¢iilen
taslar izlendi. Karaciger ve dalak etrafinda serbest siv1 izlendi. Karaciger inferioru diizeyinden
baslayarak sag parakolik bosluk ve pelvis boyunca uzanan ytliksek dansiteli serbest sivi izlendi
(Hemorajik?) Pelviste yaygin serbest siv1 izlendi (RESIM 1). Genel Cerrahi Hekimi ile konsiilte
edilen hasta hepatik arter riiptiirt tanisi ile acil ameliyathaneye ¢ikarildi.

Sonug

Literatiire bakildiginda travma veya anevrizma hikayesi olmaksizin hepatik arter riiptiirii ¢cok
nadir gorilen ve nedenini saptayamadigimiz hemoglobin diisiisii olan vakalarda aklimiza gelmesi
gereken bir tanidir.

RESIM 1
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KAFA TRAVMASI iLE GELEN EKTOPiK GEBELIK RUPTURU: OLGU SUNUMU

Ayla Koksal, Omer Faruk Tiirkoglu, Hasan Cam, Doganay Can, Sema Kirmizi, Bagar Cander

Saghk Bilimleri Universitesi Kanuni Sultan Siileyman Egitim ve Arastirma Hastanesi, Acil Tip
Klinigi, istanbul

Giris: Ektopik gebelik; gebelik kesesinin uterus kavitesi disinda bir yere implante olmasi
durumudur. En 6nemli risk faktorii gegirilmis ektopik gebelik olup ¢ok biiyiik bir cogunlugu tuba
uterinaya implante olmaktadir. Ge¢ tani konulmasi durumunda ciddi maternal morbidite ve
mortalite nedenidir. Ovarian gebelik, ektopik gebeligin nadir sekillerinden biridir. Dogal yollar ile
gerceklesen her 7000- 16.000 konseptusta bir ovarian gebelik olusmakta ve bu tiim ektopik
gebelik olgularinin %1-3 kadarina denk gelmektedir.(1)Karin agrisi ve vajinal kanama en sik
semptomlar olmakla birlikte senkop, halsizlik gibi atipik semptomlar ile de bagvuru olabilir.
Olgu:Bilinen hastalik 6ykiisii olmayan G2P2 35 yas kadin hasta siddetli ishal-kusma ve senkop
sonras1 kafa travmasi gecirmesi tizerine 112 ekiplerince acil servise getirildi. Vital bulgular
tansiyon:70/45 sP02:96 nab1z:110 ates:36.7 KS:140

Fizik muayenesinde inspeksiyonda; soluk goriiniimde, genel durum orta, travmaya bagh c¢ene
altinda 2 cm transvers kesi mevcut, biling agik, GKS:15 idi.N6rolojik muayenesi dogal, batin
muayenesinde ozellikle alt kadranlarda hassasiyet mevcut defans(-), rebound(-) idi.

SAT:22 giin 6nce olan gebelik siiphesi olmadigini, 9 yildir RIA i oldugunu belirten hastadan B-Hcg
dahil hemogram-biyokimya ve goriintiileme istendi.Abdomen USG de:sag adneksiyel alanda 5 cm
capinda yogun igerikli kist izlendi( hemorajik kist?)Batin igerisinde tiim kadranlarda serbest sivi
mevcut idi.Batin alt kadranlarda kalinlig1 5 cm ye varan heterojen eko yapisinda koleksiyon ile
uyumlu goriiniim izlendi.

Biyokimya parametreleri; KCFT:N BFT:N CRP:N WBC:N Hb:9.4 B-Hcg:7150 olan hasta ektopik
gebelik riptirii 6n tanisiyla ivedilikle kadin dogum ile konsiilte edildi ve zaman kaybetmeksizin
ameliyathaneye alind.

Sonug¢: Ektopik gebelik insidansi yaklasik %2 olup en sik 35-44 yas arasi goriliir(2)Birinci
trimester anne morbiditesi ve mortalitesinin en sik nedenidir(3) Ovarian gebelik, ektopik
gebeligin nadir bir formudur. Genel olarak ovarian gebelik, ovumun over icinde fertilize olmasi ya
da fertilize ovumun sekonder olarak overe implante olmasi sonucu gelisir. Ovarian ektopik gebelik
gelisimi i¢in klasik risk faktorleri disinda, intrauterin ara¢ kullanomi daha fazla one
cikmaktadir.Bizim vakamizda da 9 yildir RIA mevcut idi.

Ektopik gebelik tanis1 normal gebeliklere gore diisiik serum Beta hCG diizeyi ve transvajinal
ultrasonografide intrauterin gebelik kesesi gorilmemesi ile konmaktadir. Transvajinal
ultrasonografi ektopik gebelik tanisinda oldukca efektiftir(4).Fakat ovarian gebelik tanisini
ameliyat 6ncesinde koymak hala zordur.

Sonuc olarak ektopik gebelik adet rotar, karin agrisi ve vajinal kanama ile basvuran hastalarda
akla getirilmesi gereken fakat atipik semptomlar ile de basvuru olabileceginin unutulmamasinin
cok bliyiik 6nem arz ettigi bir durumdur.. Taninin gecikmesi ciddi morbidite ve mortalite sebebi
olabilir.

Kaynaklar: 1. Marcus SF, Brinsden PR. Primary ovarian pregnancy after in vitro fertilization and
embryo transfer: report of seven cases. Fertil Steril 1993; 60: 167-9. [CrossRef]

2. Centers for Disease Control and Prevention (CDC). Ectopic pregnancy--United States, 1990-
1992. MMWR Morb Mortal Wkly Rep 1995; 44:46.
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3. Grimes DA. The morbidity and mortality of pregnancy: Still risky business. American Journal of
Obstetrics and Gynecology. 1994;170(5):1489-94.

4. Condous G, Okaro E, Khalid A, Lu C, Van Huffel S, Timmerman D, et al. The accuracy of
transvaginal ultrasonography for the diagnosis of ectopic pregnancy prior to surgery. Human
reproduction. 2005;20(5):1404-9.
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OZEFAGUSTA YABANCI CISIM

Doganay Can, Omer Faruk Turkoglu, Giilcan Caglar, Sema Kirmizi, Ramiz Yazici, Basar Cander
Saghk Bilimleri Universitesi Kanuni Sultan Siileyman Egitim ve Arastirma Hastanesi, Acil Tip
Klinigi, Istanbul

GIRIS

Ozofagus yabanca cisimleri, ciddi morbidite ve mortaliteye yol acan durumlardir. Yutulan yabanci
cisimler yas gruplarina ve yoresel ozelliklere gore degiskenlik gostermektedir. Yabanci cisim
yutmalar: en sik 6 ay ile 6 yas arasi grupta goriiliir. Ileri yaslarda gériilen yabanci cisimlerde
morbidite ve mortalite riski daha fazladir. Protez disi olanlarda ¢igneme yetenegi ve hassasiyeti
daha zayiftir. Tim gastrointestinal yabanci cisimlerin %28-68’ini 6zofagus yabanci cisimleri
olusturur. Hastalarin sikayetleri degisken olmasina ragmen en sik goriilen semptomlar disfaji ve
odinofajidir. Biz bu sunumumuzda endoskopik miidahale gerektiren 6zofagusta yabanci cisim
vakasini ele aldik.

OLGU

Bilinen hastalik, gecirilmis operasyon 6ykiisii olmayan 76 yasinda kadin hasta acil servisimize
bogazda takilma hissi ve yutkunma sirasinda agr sikayeti ile basvuruyor. Hastanin yapilan
muayenesinde biling agik oryante koopere solunum sesleri dogal, vital bulgular1 dogal sato2:97
olarak saptandi. Alinan anamnezde hasta aksam yemegi sonrasi kayisi yedigi ve aniden bogazinda
takilma ve agr hissettigini ifade etti. On tanida 6zefagusta yabanc cisim diisiiniilen hastadan
radyografide o6zellik olmamasi lizerine boyun toraks tomografisi istendi. Hastanin yapilan bt
goruntillemelerinde proksimal 6zefagusta yaklasik 23x19 mm boyutlarinda yabanci cisim tespit
edildi(figl, fig2). Ozofagus proksimalinde tamama yakin tikanikhk tespit edilmesi iizerine
endoskopi birimine haber verildi ve yabanci cisim endoskopi araciligi ile ¢ikarildi.

SONUC

Ozefagus yabanci cisimlerinin %70'i krikofaringeus kasi seviyesinde, %15'i torasik ézofagusta ve
%15'i ise gastroozofagial bileskede yerlesir. Bir¢ok yabanci cisim gastrointestinal sisteme zarar
vermeksizin spontan olarak bagirsak yoluyla ¢ikar. Ancak ciddi tikanikliga sebep olan cisimlerde
komplikasyon gelisme durumuna gore endoskopik ya da cerrahi miidahale gerekebilir. Erken
donemde cikartilmayan yabanci cisimler erozyon, perforasyon, retrofarengial apse ve pulmoner
komplikasyonlara yol acabilir. Bu nedenle yabanci cisim tikanikliklarinda dikkatli olmak
gerekmektedir.
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PRES Sendromu
Ramiz Yazici, Bensu Bulut, Burce Serra Kogkan, Ertugrul Ak, Dilek Atik, Basar Cander

Giris

Posterior reversible ensefalopati sendromu (PRES), bas agrisi, mental durum
degisiklikleri, gorme bozukluklari, parezi, mide bulantisi, ndbet gibi semptomlarla birlikte
goriliir. Tanis1 nérolojik muayene ve radyolojik goriintiileme yontemleri ile konulabilen gecici bir
klinik tablodur. Bulgular akut olarak belirebilecegi gibi birka¢ giinliik siirecte tedrici olarak
gelisebilir. Patofizyolojik mekanizmasi heniiz tam bir netlik kazanmamaistir. Literatiirde genis bir
yas araliginda ve bir¢ok nedene bagl olarak gelistigi bildirilmis vakalar olmasina ragmen Gebelik
toksemisi, organ transplantasyonu, immiinsiipresif tedaviler, sistemik inflamatuvar yanit
sendromu (SIRS), otoimmiin hastaliklar, porfiri, kemoterapi tedavileri ve sok sonrasi vakalar
bildirilmistir. Tanida radyolojik olarak bilgisayarli tomografi (BT) ve/veya manyetik rezonans
gorlintiilemelerinde (MRG) bilateral parietal ve oksipital loblarda daha belirgin olmak iizere
yaygin 0dem saptanir. Literatiire bakildiginda hizl tani ve tedavi yapildigi durumlarda hastalarin
hizla iyilestigi goriilmektedir.

Biz, bu olguda PRES Sendromu vakasinin acil yénetimini tartistik.
Olgu

Acil servisimize 18 yasinda bayan hasta nobet? / status epilepticus? 6n tanilar ile
hastanemize bagh alt merkezden 112 Acil Saglik Hizmetleri vasitasi ile nakledildi. Medikal
ozgecmisinde kronik hastaligl olmadig1 anlasilan hastanin 2 giindiir bas agris1 kusma sikayeti
oldugu, olay giini kasilma olmasi nedeniyle acil servise basvurdugu o6grenildi. Norolojik
muayenede bilin¢ konfiize, pupiller izokorik, ense sertligi stipheli pozitif, kelime ciktis1 yok, tekli
emir aliyor, agrili uyar ile ekstremiteleri ¢ekiyor (GKS:10) seklinde degerlendirildi. Yapilan
goriintiileme tetkiklerinden beyin BT’de akut patoloji goriilmemistir, beyin MR’da Serebellumda
temporal loblarda ve oksipitoparyetal bolgede daha hafif derecede olmak tlizere vertekse yakin
frontal loblarda kortekste ve subkortikal beyaz cevherde bant tarzinda T2A FLAIR sekansta
hiperintens sinyal degisiklikleri izlenmektedir. Serebellar folyalar hafif genislemistir. Lateral
ventrikiil korpuslar hafif genislemistir seklinde sonu¢lanmistir (RESIM 1). Kan tetkik sonuglari
da goz oniine alinarak ayiric tanilar agisindan Intaniye, Beyin cerrahisi ve Dahiliye branglar ile
konstilte edildi. Acil genel yogun bakima interne edilerek tetkik ve tedavilerine devam edildi.
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Deksametazon 4x4mg, Levetirasetam 2x500mg tedavileri ile 3 gin takip edildi. Yogun bakim
takibi tamamlanan hasta noroloji servisine yatisi yapildi. Nakil 6ncesi nérolojik muayenesi; suur
acik, hafif apati hali, simirli koopere, 4 extremite yer c¢ekimini yeniyor seklindeydi.

Sonug¢

Sendromun Kkliniginde spesifik olmayan bulgular olmasi nedeniyle bu durum diger klinik
tanilarla siklikla karisabilmekte ve gereksiz ve/veya yanlis tedavilerin uygulanmasina neden
olabilmektedir. Radyolojik olarak parietal ve oksipital bolgelerde daha belirgin olmak tizere
yaygin serebral 6dem ile karakterize gecici bir durumdur. Ancak, tan1 ve tedavinin gecikmesi
durumunda status epileptikus, intrakranial kanama ve masif iskemik enfarkt olusumu gibi
komplikasyonlar sonrasinda ciddi morbidite ve mortalite ile seyredebilmektedir.

RESIM 1
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CROHNA BAGLI PSOAS APSESI:

Ramiz Yazici, Bensu Bulut, Hilmi Kaya, Ayla K6ksal, Dilek Atik, Basar Cander

GIRIS:

Nadir rastlanan bir enfeksiyon olan psoas apsesi (PA), psoas ve iliyak kaslari ¢evreleyen fasiya
icerisinde siiptiratif sivi birikmesi olarak tanimlanir(1). Psoas kasi; sigmoid kolon, apendiks,
jejunum, lreter, abdominal aorta, bobrekler ve vertebralar ile yakin komsuluk icinde olup bu
organlarin enfeksiyonu psoas kasina yayilim gosterebilmektedir(2). Klasik bulgular1 ates, karin
agrisi, bel agris1 ve ylirimede aksama olarak goriilmektedir (3,4). Primer ve sekonder olarak
siniflandirilan pa nin etyolojisine bakildig1 zaman saptanan en sik nedenlerinin pott hastalig1 ve
crohn hastalig1 oldugu goriilmiistiir.(5) PA nadir goriilen, genellikle ge¢ tan1 konulan, mortalitesi
ve morbiditesi yiiksek olan bir hastalik olmasindan(6) dolay1 bu vakayi sunmayz istedik.

VAKA:

Karin agrisi ates bulant1 sikayetleriyle acilimize basvuran 26 yas erkek hastanin oykiisiinden bir
sene Once crohn hastaligl tanisi aldig1 6grenilmistir. Gelis vitalleri dogal olan hastanin fizik
muayenesinde sag list kadranda hassasiyet olmasi disinda patolojik bulgu saptanmamistir. Kan
tetkiklerinde WBC=15.29 CRP=234 disinda ek ozellik olmayan hastanin istenen batin
tomografisinde sag psoas kasinda ve kas lateral komsulugundaki retroperitoneal yagh doku
icerisinde toplam vertikal uzunlugu 12 cm ,transvers ¢ap1 9 cm 6l¢iilen multikompartmanli birbiri
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ile iliskili apse ile uyumlu hava degerleri iceren periferal kontrastlanan koleksiyonlar gézlenmis
ve pericekal yaglh dokuda inflamatuar dansite artislari izlenmistir. Girisimsel radyoloji, genel
cerrahi tarafindan konsulte edilen hastanin apsesi girisimsel cerrahi tarafindan drene edilmis ve
sonrasinda genel cerrahi tarafindan yatis1 yapilmistir.

SONUC: Mortalite ve morbiditesinin yiiksek olmas1 nedenli, acile karin agrisi sikayeti ile gelen
ozellikle crohn tanisi olan hastalarda PA akilda tutulmasi gereken bir tanidir.

KAYNAKLAR:

1-http://mikrobiyolbul.org/managete/fu folder/2009-01/2009-43-01-121-125.pdf

2. Mallick IH, Thoufeeq MH, Rajendran TP. Iliopsoas abscesses. Postgrad Med ] 2004;80: 459-462.
3. Kandis H, Cakir Z, Ilica A.T ve ark. Acil Serviste Bir Psoas Apsesi Olgusu. Akademik Acil Tip
Dergisi 2008;7:38-40.

4, Malhotra R, Singh K.D, Bhan S. Primary pyogenic psoas abscess of the psoas muscle. ] Bone Joint
Surg 1992;74;278-284.

5. Bodake¢1 M N, Hatipoglu N K, Daggiilli M at all Etiological factors of psoas abscesses Journal of
Clinical and Experimental Investigations 2014; 5 (1): 59-63

6. Ataus S, Alan C, Onder AU ve ark. Psoas abscess. Cerrahpasa ] Med 2000;31:89-93.
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ACIL SERVISE KARIN AGRISI ILE GELEN RECTUS KASI HEMATOMU TANISI ALAN HASTA
Giilcan Caglar, Sema Kirmizi, Do¢. Dr. Ramazan Giiven, Prof. Dr. Basar Cander

Akut baslangicli karin agrili hasta, acil serviste sik karsilasilan hasta gruplarindandir. Akut karin
agrisy, bilinen batin travmasi ve yaklasik olarak 20 haftalik gebeligi olan kadin hastalar disinda ‘1
haftadan’ daha kisa stireli karin agrilaridir. Akut karin agrilarinda en sik nedeni nonspesifik karin
agrilaridir. Bunu sirasiyla apandisit ve safra yollar1 hastaliklar1 nedenli agrilar takip eder.
Nonspesifik karin agrilar tim tetkik ve incelemelere ragmen tanisi konmayan agrilardir. Akut
karin nadirde olsa hastalarin hayatlarin1 tehdit edebilecek nedenlerden kaynaklanmaktadir.
Ornegin abdominal aort anevrizmasi. Bunlar1 ayirmak ve taniya hizhi ulagmak icin iyi fizik
muayene, detayli anamnez 6nemlidir.

Acil servisimize akut baslangich karin agrisi ile basvuran ve rektus kasi hematomu tanisi alan
hastay istedik.

Olgu Sunumu

66 yasinda erkek bilinen SVO ve DVT nedenli coumadine kullanim 6ykiisii olan travma o6ykiisi
bulunmayan yaklasik 2-3 saat 6nce ani baslayan karin agris1 nedeni ile basvuran hasta. Fizik
muayenesinde sagda daha siddetli olmak tizere batin hassasiyeti, rebound olmayan yaygin defansi
mevcut. Bilinen SVO ve DVT nedenli coumadin kullaniyor, baska hastalik 6ykiisii ve safra kesesi
ile ilgili bilinen bir tanis1 yok. Hastanin sag tarafta agirlikli olan agrisi nedeni ile hastada ilk etapta
safra kesesi patolojilerine bagh tanilar diisiiniildi. Hastadan kan tetkikleri ve ilk etapta
goriintiilleme olarak batin USG istendi. Tetkiklerde hastanin INR’ si 2,4. Cekilen batin USG’sinde
batin sag tarafta orta hatta, abdominal kas planlari icerisinde 77x32x81 mm 6lciilen septasyonlar
iceren sivi1 lokiilasyonu izlendi. Rektus kas1 hematomu? seklinde degerlendirilmistir. Ayni anda
yapilan yiizeyel doku USG'sinde de hastanin agn tarifledigi sag list kadranda yapilan incelemede
karin 6n duvari kaslari posterior komsulugnda yaklasik 8x9 cm boyutlarinda heterojen, hipoekoik
alan dikkati cekmistir. On planda kas i¢i hematom lehine degerlendirildi. Kas ic¢i yer kaplayici
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lezyon ekartasyonu icinde batin tomografisi ¢ekildi. Cekilen batin tomografisinde sag rectus
abdominis kasi igerisinde 9x8,5x5,5 cm boyutlarinda yumusak doku yapilanmasi izlenmistir.
Rectus kilif hematomu lehine yorumlanmistir. Bunun {izerine genel cerrahinin goriisii alinarak,
hastaya servis yatisi planlandi.

Sonug

Acil servislere akut batin tablosu ile basvuran hastalarda 6ncelikle hayati tehdit eden hastaliklar
ekarte edilmelidir. Ayirici tanilarda ¢ok karsilasilan hastaliklarin yaninda 6zellikle kan sulandirici
kullanan hastalarda bu tarz kanama odaklari gortilebilecegi akilda bulundurulmadir.
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TEKRAR TEKRAR ABSE

Ramazan Unal, Doganay Can ,Gilcan Tanrikulu, Sema Kirmiz , Omer Faruk Turkoglu , Basar
Cander

Saglik Bilimleri Universitesi, Kanuni Sultan Siileyman Egitim Arastirma Hastanesi, Acil Tip Klinigi

GIRIS

Viicudumuz bir enfektif ajan ile karsilastiginda farkli immun cevaplar sergilemektedir. Bu

yanitlar enfektif ajani viicutta elimine etmeye yonelik olup bazen de enfekteksiyonu yayilmasini

onlemek icin enfekte bolgeyi sinirlar ve abse dedigimiz cevre dokulardan kese tarzinda doku ile

sinirli icerisi cerahat ile dolu formasyonu olusturur. Viicudumuzun gesitli yeerlerinde olusabilen

abseler bulunduklari yere gére semptomlar gosterirler. Biz bu vakamizda karin agrisi sikayeti ile

gelen ve psoas apsesi tanisi alan bir hastamizi sunmak istedik.

VAKA

26 yas erkek hasta bilinen chron hastalifi mevcut acil servisimize karin agris1 sikayeti ile
basvurdu. Chronn nedeniyle immusupresif ajan tedavisinde oldugu 6grenildi. Sikayetlerinin 1
durum iyi biling acik oryante koopere solunum sesleri olagan kalp sesleri olagan batinda sag iist
kadranda hassasiyeti mevcut defans rebound yok nérolojik muayenesi olagan olan hastanin gelis
vitalerinde atesi ve tasikardisi mevcut idi. Bilinen gecirilmis psoas absesi ve cerrah girisim oykiisii
olan hastanin tetkiklerinde lokositozu ve crp ytksekligi mevcuttu ve gorintilemelerinde sag
psoas kasinda ve kas lateral komsulugunda retroperitoneal yagli doku icerisinde vertikal
uzunlugu 12 cm transvers ¢apt 9 cm ol¢iilen ve multikopartmanli hava degerleri iceren apse ile
uyumlu koleksiyon alani izlendi. Dahiliye ve girisimsel radyoloji ile konsulte edilen hastaya drenaj
uygulandi ve dren katateri ile takibe alindi. Antibiyoterapi baslandi.Alinan 6rneklemede yapilan
vicut sivisi kiltiriinde escherichia koli ile uyumlu lireme saptandi. Hasta dahiliye servisine
interne edildi.

SONUC

Acil servislere her giin ylizlerce hasta ates sikayeti ile bagvurmaktadir. Ates odagini bulmak her
zaman kolay degildir . 6zellikle immunsuprese durumlar1 bulunan hastalarda odagi bulmak i¢in
ileri tetkik ve goriintiilemeler diisiiniilmeli ve hastalara sepsis ,menenjit, vb gibi hayati risk teskil
eden enfeksiyonlarin tanisinin konulmasi ve uygun tedavinin baglanmasi1 6nemlidir.
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Trakonya baligi tarafindan 1sirilmasi sonucu acil servise basvuran hasta
Ayla KOKSAL, Giilcan CAGLAR, Sema KIRMIZI, Prof.Dr. Bagsar CANDER

Giris

Ulkemiz, zehirli balik sokmalari agisindan nispeten giivenli olarak kabul edilir. Ancak havanin ve
ozellikle deniz suyu sicakliginin artmasi ile Stiveys kanali yoluyla okyanuslardan Akdeniz’e dogru
yeni balik tiirlerinin geldigi, bu tiirlerden bazilarinin da 6liimciil sokmalara neden olabilecegini
anlatan vaka bildirimleri olmustur. Dlinyada bazi zehirli balik sokmalarina karsi antivenomlar
Uretilmis olsa da iilkemizde balik sokmasi/isirmasina Kkarsi herhangi bir antivenom
bulunmamaktadir.

Ulkemizde goriilen zehirli baliklardan olan trakonya baliginin zehri, solunga¢ kapag iizerinde
bulunan operkiiler dikende ve 1.dorsal ylizgecte bulunan 5-8 dorsal dikende bulunur. Trakonya
zehirlenmeleri ani bir agri, yanma ve igneleme seklinde ortaya ¢ikmaktadir. Bu bulgularin siiresi
hastaya, baligin cinsine ve mevsimlere gore degismektedir.

(Zehirli) Trakonya Baligi

Olgu Sunumu

Bilinen hastalik 6ykiisli olmayan 70 yasinda erkek hasta, hastane basvurusundan yaklasik 4 saat
once balik tutarken trakonya balig1 sokmasi sonucu acil servisimize ayaktan basvurmustur. Fizik
muayenede sol el 3. parmak distal falanksta yaklasik 0,5 cm aralikla 2 adet batma izi goriilmiistiir.
Cevresi ekimotik, 3.parmagin tamami ve elin dorsal yiiziinde kizariklik, sislik, 1s1 artis1 ve
hassasiyet mevcuttu.

Anafilaktik reaksiyon bulgusu goriilmedi. Hastaya ilk etapta semptomatik analjezi, hidrasyon,
tetanoz profilaksisi ve antibiyoterapi uygulandi. 114 Zehir Danisma hatti ile goriisiilerek ellerinde
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antivenom olmadig1 6grenildi. Hastanin takip ve tedavisinde semptomatik tedavi 6nerildi. Zehirin
etkilerinin yaklasik 1 saatte baslayip tiim viicudu etkileyen agr1 ve karincalanma olabilecegi, agri
stiresinin aylarca (3-6 ay) olabilecegi ifade edildi. Isirilan yerin yaklasik 40 °C suda hatta hastanin
dayanabilecegi en tist sicakliktaki suyun icerisinde tutulmasi gerektigi boylece agr1 yayilimin
yavaslatilacagr sdylendi. Hasta agr1 kontrolii, anafilaktik reaksiyon, rabdomiyoliz ve kardiyak
etkileri acisindan asemptomatik en az 48 saat takip onerildi. Hasta bu konular hakkinda
bilgilendirilerek yaklasik 48 saat asemptomatik takip edildikten sonra acil servisten taburcu
edilmistir.

Sonug

Zehirli balik sokmalar tilkemizde ¢ok sik goriilmese de acil servislerde karsilasilabilecegi
unutulmamali ve tedavi yaklasimlar1 akilda bulundurulmalidir. Ozellikle zehirli balik
sokmalarinda ilk yapilmasi gerekenin 1sirilan/sokulan bélgenin sicak suya daldirilmasi veya suya
sokulamayacak bolgelerinde miimkiin olan en yiiksek sicaklikta tutulmasidir.
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YASLILARDA ISLEVSEL KISITLILIK iLE KOMORBIDITE VE MORTALITE ILiSKiSI
V.Selcuk Engin, Ramiz Yazici
Amag:

Toplumdaki her bireyin en iist diizeyde saglik potansiyeline ulasmasi icin, bireylerin bu potansiyel
ile aralarindaki bariyerleri kaldirma ¢abasina gereksinim vardir.

Islevsel kisithlik, yashlarda saglik durumunu degerlendirmede 6nemli bir 6lgiittiir.
Sosyoekonomik olarak dezavantajli insanlarda fiziksel kisitlilik, orta yaslardan ileri yaslara dogru
iki katina ¢cikmaktadir. Kronik hastaliklar, agrili osteoartrit, depresyon, bilissel gerileme yaninda
ileri yas, kadin cinsiyet, egitim diizeyi diusukligu de islevsel kisitlilik ile iligkili bulunmustur.
Bunlara yonelik korunmada, birinci basamak anahtar konumdadir.

Bunun i¢in dogru stratejilerin gelistirilmesine veri saglayacak calismalar gereklidir.

Aile hekimligi hizmeti alan engelli yash niifusun hangi degiskenlerde farklilhik gosterdigini
arastirmak icin bu kesitsel calisma yapildi.

Gerec¢ ve Yontem:

2011 y1i basindan 2017 yili sonuna kadar Melek Hatun Aile Saglig1 Merkezi'ne bizzat veya bir
yakini araciligiyla bagvuran ardisik 1209 yash hasta ¢alismaya alindi. Hastalara kurumda veya
evde kapsamli geriatrik degerlendirme uygulandi. Veriler SPSS ile degerlendirildi. Engellilik
durumu ile sayisal degiskenlerin iliskisi Student's t test ile arastirilirken, kategorik olanlarda ki-
kare testi uygulandi. Tiim testlerde p degeri 0,05 anlamllik sinir1 olarak alindi.

Bulgular:

Yas ortalamasi 73,52 (+7,4) olan 739 (%61,1) kadin ve 470 (%38,9) erkek calismada yer ald1. 767
olgu (%63,4) kurumda, 442 (%36,6) evlerinde goriildii. Bedensel engellilik tanimina uyan 174
(%14,4) olgu saptandi. Engelli olgular anlamli derecede daha yashydilar (77,06 £8,06). Aym
zamanda, anlamli olarak daha diisiik saat ¢izme, mini mental durum degerlendirmesi, Tinetti
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denge ve Tinetti yliriiylis skorlarina sahiptiler. Hemoglobin diizeyleri daha diisiik, depresyon
skorlar1 ve kullandiklar ilag sayilar1 daha yliksek bulundu. Kategorik degiskenlerden engellilikle
anlaml derecede iliskili bulunanlar okur yazar olmama, takip stiresinde 6liim, dul olma, Beden
kitle indeksi < 18,5 olma, eve bagimlilik, ortostatik hipotansiyon, ortostatik tasikardi, dykiide:
depresyon, demans, inkontinans, bas dénmesi, diisme, uyku bozukluklari, inme, kalp yetmezligi,
kardiyomegali, periferik arter hastaligi, major travma, patolojik kirik, osteoporoz, kronik agri,
bobrek yetmezligi, sigara oykiisi, sigara i¢me, alkol alma, istahsizlik, ¢cigneme ve yutma zorlugu,
patolojik zayiflama, yetersiz sivi alimi oldular.

Sonug:
Bu bulgular, engelli yashlarda komorbidite ve mortalite riskinde artisin yanisira,
bu yash hasta grubunun farkh saglik sorunlari ve gereksinimleri oldugunu gostermektedir.

Longitudinal calismalarla bagimli hale gelmeyi kolaylastiran faktorlerin ortaya konmasi koruyucu
hekimlik ¢abalarinda yol gosterici olacaktir.

Anahtar kelimeler: Kapsaml geriatrik degerlendirme, fiziksel kisitlilik, aile hekimligi
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POSTER PRESENTATIONS
POSTER PRESENTATIONS 1

Hipotansiyon ve bradikardi ile klinik prezente olan aort disseksiyon olgusu
Dr. Veysi Siber!, Dr irem Sahin?!, Uzm. Dr. Sertag Giiler!, Do¢. Dr. Mehmet Okumus !
1 Ankara Egitim ve Arastirma hastanesi Acil Tip Klinigi

Giris

Gogiis agris1 acil servise sik basvuru yakinmalarindandir. Hipotansif ve bradikardik ile
basvuran hastalarda siklikla ila¢g kullanimi saptanmaktadir. Biz olduk¢a nadir goriilen hipotansif
ve bradikardik ile prezente olan aort disseksiyon olgusunu sunduk.

Bulgular

47 yasinda erkek hasta batici vasifta, sol omuza ve kola yayilan, 1 saattir basalayan gogiis agrisi
yakinmasi ile acil servise basvurdu. Kan basinc sag kol 85/35 mm/Hg, sol kol 90/40 mm/Hg,
nabiz 40/dk, viicut sicakhigr 36.5°C, O2 satiirasyonu %98 olarak olciildii. Komorbid hastaligi
olmayan hastanin ila¢ ve bal yeme dykiistu yoktu. Elektrokardiyograminda siniis bradikardisi
mevcuttu.(Sekil 1)Fizik muayenesinde; solunum sesleri olagan, S1 S2 ritmik ifiirim yoktu.
Bilateral distal nabizlar agik ve esitti.

Beyaz kiire 6l¢imi 12,5 uL, hemoglobin 16,5 g/dl, kreatinin 1,26 mg/dl, CK-MB 2,26 uq/L
(&1t;4.94 ), hs Troponin T 10,41 uq/L (&lt;14) saptandi. Venéz kan gazinda ph 7,20 PCO 2 48,8
mmHg, PO 2 79,2 mmHg HCO3 17 mmol/L SO 2 93 idi.

Yatak basi yapilan ekokardiyografisinde; asendan aorta genis saptanip siipheli dissekisyon
flebi goriilmesi nedeni ile anjiografisi ¢ekildi. De Bakey Tip 1 aort disseksiyonu saptandi.(Sekil 2)
Hasta kalp damar cerrahi tarafindan opere edildi, 5 giin yogun bakim tnitesinde takip edildikten
sonra 6.giin kalp damar cerrahisi servisine alind1 5 giin sonra sifa ile taburcu edildi.

Tartisma
Aort disseksiyonu yliksek mortalite ve morbidite ile seyreden, hizli tani ve tedavi gerektiren bir
durumdur. Aort diseksiyonundan siiphelenildigi zaman tanisin1 koymak zor degildir. Ancak tipik
Aort Diseksiyonu semptomlart olmadigi zaman ilk degerlendirmede Aort Diseksiyonu
diistiniilmemekte, semptomlarin baslangici ile tan1 konmasi arasinda gecgen siire uzamakta, 6liim
orani artmaktadir. Yesilaras ve arkadaslarinin yaptig1 ¢alismada Aort Diseksiyon olgularinin ilk
vital bulgulari oranlari: % 72,4 oraninda hipertansif - normotansif. % 89,4 oraninda normokardik
- tasikardik. %61,7 oraninda takipneik iken bizim vakamiz daha nadir olarak gortilen hipotansif -
bradikardik - normal solunum sesleri ile geldi.
Sonug

Hipotansif ve bradikardik nadir aort disseksiyon prezentasyonu olup, gogiis agrisi olan tim
hastalarda aort diseksiyonu ayirici tani olarak diistiniilmelidir.

POSTER PRESENTATIONS 2

Acute abdominal pain caused by hematometra in a 36 years old female: a case report

Dr. Ertan Zan?, Dr. Volkan Yetis?

1 A Private Clinic Obstetrics And Gynecology, Alanya, Turkey.

2 Malatya Training and Research Hospital Emergency Department, Malatya, Turkey.

Aim: The aim of this case report is to present the hematometra case that one of the rarely cause of
acute abdominal pain at emergency medicine.

We report a case of a young woman with surgical history of 3 C-section and 3 D&C who presented
as acute abdomen due to hematometra.The patient was evaluated in different branches

5th International Emergency & Family Medicine Congress, Concorde Luxury Resort, TRNC
154



considering the complaint in external clinics and symptomatic treatment was initiated with the
diagnosis of renal colic. It has been learned that the patient had no menstrual period for 7
months.In this period,in external clinics,medroxyprogesteronacetate was given to the patient
twice, and when the patient was not menstruated, cyclic estradiolvalerat + norgestrel was given
for 3 months, but the patient was not menstruated following these treatments. The patient
presented to our emergency department with severe abdominal pain for 20 days. According to the
transvaginal ultrasonography, significant fluid collection in the uterine cavity and stenosis of the
cervical canal were observed. The blood tests: Beta hCG negative (for the differential diagnosis of
intrauterine or ectopic pregnancy), FSH: 5, E2: 595 (differential diagnosis of postmenopausal
bleeding) The patient was hospitalized with the diagnosis of hematometra + cervicalstenosis.
Under anesthesia and USG guidance, the cervix was passed by gentle pressure with hysterometry,
approximately 100cc clotted blood was drained from the uterine cavity with carman cannula and
the material was sent to pathology. After the intervention, the patient's complaints rapidly
regressed. The pathology report presented as benign endometrial proliferation.The patient was
menstruated normally after 29 days.

Conclusion: Abdominal pain in emergency departments can be a sign of many diseases.
Hematometry should be considered as a rare possibility in any female patient presenting with
acute abdominal pain and with a history of secondary amenorrhea, especially after pregnancy is
ruled out. Transvaginal ultrasonography has an crusial role in the diagnosis of hematometry.

Keywords: Hematometra, acute abdomen, ultrasonography

Figiire 1. Transvaginal scan showed the hypoechoic collection in the endometrial cavity clearly.
POSTER PRESENTATIONS 3

Aile Hekimligi'nde,gebe kadinlarin ilk basvurularinda; VDRL, Hepatit B, Hepatit C, HIV
seropozitifliklerinin taranmasinin 6nemi a¢isindan yapilan istatistiksel calisma

Dr. Ertan Zan?, Dr. Volkan Yetis? , Dr. Biilent Duran

10zel Tip Merkezi, Kadin Hastaliklar ve Dogum Uzmani, Alanya, Tiirkiye.

ZMalatya Egitim ve Arastirma Hastanesi Acil Servisi, Malatya, Tiirkiye

30zel Ada Tip Hastanesi, Tiip Bebek Merkezi, Kadin Hastaliklar1 ve Dogum,Prof. ,Sakarya, Tirkiye
Amag: Aile Hekimligine basvuran gebe kadinlarda ilk kontrolde VDRL, Hepatit B, Hepatit C ve HIV
seropozitifligini belirlemenin erken tani ve tedavideki 6nemini ortaya koymak amaciyla, bu
enfeksiyonlarin giincel oranlarini tespit etmek.
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Yontem: 2018 yilinda Ocak-Temmuz aylar1 arasinda Sakarya ili Adatip Hastanesi Kadin
Hastaliklar1 ve Dogum polikliniklerine bagvuran 604 gebe kadinin VDRL, HBsAg, Anti HBs, Anti
HCV, Anti HIV sonuglar retrospektif olarak arastirildi. Kontrol grubu olarak ayni yas grubunda
gebe olmayan 228 kadinin sonuglar1 kullanildi.Sonuglar; ayrica,iilkemizin farkli boélgelerinde
yapilmis olan 6nceki ¢alismalarla karsilastirildi.

Bulgular: Her iki grupta da VDRL ve HIV pozitif olguya rastlanmadi.Diger parametreler i¢in
oranlar benzer bulundu.Gebelerde Anti HBs, Anti HCV seropozitfligi sirasiyla % 5,6 ve % 8,3 olarak
bulundu. Kontrol grubu kadinlarda seropozitiflik sirasiyla % 5,8 ve % 8,8 olarak bulundu.

Sonug: Hepatit B ve C, Sifiliz ve HIV kaynakl enfeksiyon hastaliklarinin erken tanisi 6zellikle
gebelik doneminde biiyiik 6nem tasimaktadir. Bu noktada,Kadin Hastaliklar1 ve Dogum Uzman
Hekimleri kadar Aile Hekimleri'nin de roli buytiktir.Saglik Bakanhigimizca tarama, 6nleme ve
kontrol programlar: belirlenmis olup algoritma tablolar1 olusturulmustur. Hedef; farkindaligin
arttirllmasi ile enfekte anneden bebege bulasin 6nlenmesi, dogum o6ncesi testlerin yapilmasi,
hamilelik sirasinda hastaligin takibi, gerekli durumlarda tedavi uygulanmasi, giivenli dogum,
gerekli durumlarda dogum sonrasinda yenidogana asi ve immunglobulin uygulanmasidir.Bu
sebeple tiim gebelerde ilk basvuruda bu hastaliklar taranmalidir.Gebede hangi parametrelerin
taranacagl konusunda, toplumdaki oranlarinin bilinmesi biiyik 6nem tasimaktadir.HBsAg
pozitiflik orani tilkemizde c¢esitli bolgelerde yapilan c¢alismalarda da benzer araliklarda
bulunmustur.ilging olarak Anti HCV oranlarinin gebe ve kontrol grubunda HBsAg oranlarindan
yuksek ¢ikmis olmasi Hepatit B asilanmasinin basarisini gostermektedir. Anti HCV ytiksekligi bu
hastaligin asisinin olmayisi ve korunmasiz cinsel iligki ile a¢iklanabilir (p < 0,1).Bu ¢alismada
ozellikle VDRL ve HIV seropozitifligi olmayisi tilkemiz a¢isindan cinsel yolla bulasan bu
hastaliklarin nedeni olarak ¢ok eslilik ve evlilik disi iliskilerin azligiyla agiklanabilir.Tarama
kolayligi ve bir kisminda tedavi ve asi secgeneklerinin olusu sebepleriyle, gebelikte bu
enfeksiyonlarin taramalari,anne sagligi ve fetiise bulas1 6nleme amaciyla mutlaka yapilmalidir.

POSTER PRESENTATIONS 4

ACILDE BULANTI VE KUSMANIN METABOLIK NADIR BiR NEDENI: CIDDi HIPONATREMI-
SHEEHAN SENDROMU

Fevziye Tiirkoglu Gen¢1l, Ahmed Cihad Geng1, Baris Onur Sargin2, Tezcan Kayal

1Sakarya Universitesi Egitim Arastirma Hastanesi I¢ Hastaliklar1 ABD, Sakarya; 2Saghk Bilimleri
Universitesi Bagcilar Egitim Arastirma Hastanesi Acil Tip Klinigi, Istanbul

GIRIS: Sheehan sendromu, intrapartum veya postpartum hemoraji sonrasi1 hemen ya da yillar
sonra ortaya ¢ikabilen, 6n hipofiz bezinin nekrozu sonucu ortaya ¢ikan nadir bir hastahktir.
Semptomlar nekroze hipofiz dokusuyla ilgili olarak eksik olan hormona, hormonun eksiklik
diizeyine ve siiresine gore degiskenlik gosterir. Ayrica Sheehan sendromu emty sella
sendromunun 6nemli nedenlerindendir. Biz de acil servise ciddi hiponatremi ile gelip Sheehan
sendromuna bagh hipofizer yetmezlik tanisi alan hastamizi sunmak istedik.

OLGU: 81 yasinda kadin hasta acil servise halsizlik, bulanti, bas donmesi sikayetiyle gelmis.
Hipertansiyonu i¢in kandesartan-hidroklorotiyazid 16mg/12.5mg/giin kullanmaktayken 1 yil
once hiponatremi nedenli amlodipin 10mg/giine gecilmis. Ancak mevcut sikayetleri gerilememis
ve bulanti kusmasinin artmasi lizerine tekrar merkezimize basvurmus. 4 normal dogum, son
dogumunu 36 yasinda yapmis, bebegini emzirmis ancak bir daha menstriiasyon olmamis,
menapoza girmis.

BULGULAR: Fizik muayenesinde bilin¢ acik, koopere ve oryante, TA 125/80, nabiz 80/dk, viicut
sicakligl 36,7 C iken sistem muayenelerinde belirgin 6zellik yoktu. Labratuvar tetkiklerinde
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glukoz74 mg/dL, tire23 mg/dL, kre0,65 mg/dL, ALT9 U/L, AST18 U/L, Nal16 mg/dL, K4,4 mg/dL,
C194 mmol/L, CA8,8 mg/dL saptandi. Ovolemik olan ve etiyolojide hiponatremi yapacak bir ila¢
kullanmayan hasta; uygunsuz ADH sendromu, malignite, paraneoplastik sendrom, hipofizer
yetmezlik 6n tanilari ile hospitalize edilerek malignite ekarte edildi. On hipofiz hormonlar1 serum
kortizoli 2,8 mcg/dl (3.7-19,4), ACTH 19,3 pg/ml (0,1-50), TSH2,25 ulU/mL (0,35-4,94), sT4 7,7
pmol/L (9-19),sT3 4,74 pmol/L (2,6-5,6), FSH 4,42 miu/ml (72-133,4), LH1,1 miu/ml (16-61,99),
prolaktin11,21 ng/nl (5,18-26.53) ol¢iildi. Panhipopituitarizm tanisi1 konulan hastanin hipofiz
MR’inda hipofiz bezi sella tabaninda ince bir bant seklinde izlendi. Prednizolon ve levotiroksin
baslandiktan sonra hiponatremi ve sikayetleri tamamen gecti.

SONUC:Panhipopituitarizm tanisi, parsiyel hormon yetersizliklerine gore daha nadirdir. Klinik
tablo; koma, halsizlik, yorgunluk, istahsizlik ve bulanti1 gibi genis spektrumla prezente olabilir.
Spesifik olmayan belirti ve bulgular nedeniyle tani koymak giictiir. Erken menapoza girmis,
hiponatremisi olan hastalarda nedenin Sheehan sendromuna bagl hipopituitarizm olabilecegi acil
serviste akilda tutulmalidir.

Anahtar Kelimeler: Sheehan Sendromu, emty sella

POSTER PRESENTATIONS 5

NEDENI BILINMEYEN ATES, NONSPESIFIK DOKUNTU ve SADECE PROKSIMAL
INTERFALANGEAL EKLEM ARTRITI ILE PREZENTE OLAN INFEKTIF ENDOKARDIT OLGUSU
Ahmed Cihad Gengl, Fevziye Tiirkoglu Gengl, Zeynep Oztiirk2, Didar Senocakl, Baris Onur
Sargin3, Emel Goniilli2

1Sakarya Universitesi Egitim Arastirma Hastanesi I¢ Hastaliklar1 ABD, Sakarya; 2Sakarya
Universitesi Egitim Arastirma Hastanesi Romatoloji BD, Sakarya; 3Saglik Bilimleri Universitesi
Bagcilar Egitim Arastirma Hastanesi Acil Tip Klinigi, istanbul

GIRIS: Tan1 almamis romatoid artrit, sistemik lupus eritematozus, erigkin still hastalig, reaktif
artrit, infektif endokardit acil servise benzer klinik bulgular ve laboratuvar ozelliklerle
basvurabilir. Halsizlik, ates, dokiinti, artrit gibi klinik bulgular ile basvuran hastalarin ayirici
tanilarini hizlica degerlendirmek ve tedaviye hemen baslanmasini saglamak i¢in bu olgumuzu
sunmak istedik.

OLGU: Kirk bir yasinda kadin hasta ates, halsizlik, bacaklarda dokiintt, el ekleminde sislik ve agri
sikayetleriyle acil servise basvurdu. Ates ve halsizligi yaklasik 3 ay dnce grip benzeri tablo ile
baslamis ve dis merkezlerde toplamda 3 sira antibiyoterapi almis. Elinde artrit ve alt
ekstremitelerde dokiintii gelismesi iizerine acil servisimize bagvurmus. Ozgecmisinde kronik bir
hastalig1 olmadig1 6grenildi.
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BULGULAR: 39,5°C atesi olup, normotansifti. Kardiyak muayenesinde 3/6 sistolik ufiirim
duyuldu. Alt ekstremitede eritema noduzum tarzinda olmayan, basmakla solan makiiler
dokiintiisii vardl. Sag el 3.proksimal interfalangeal eklemde aktif artriti haricinde baska bir
bélgede artriti yoktu. Infektif endokarditle uyumlu cilt lezyonu yoktu. Beyaz kiire 8 K/uL,
hemoglobin 11gr/dL, 1 saatlik sedimantasyon 49, CRP 82 mg/L idi. Dis merkezdeki akut faz
reaktanlarinda 3 sira antibiyoterapiye ragmen gerileme olmamis, artrit ve non-spesifik
dokiintiilerin de eslik etmesi lizerine reaktif artrit, eriskin still hastaligi, enfektif endokardit 6n
tanilar1 ile yatirildi. Ekokardiyografide mitral kapak iizerinde, anteriorda, 1,5mmX5mm
boyutlarinda fibriler, uzun ve hareketli yapida vejetasyon, mitral kapakta riiptir gorildi.
Vankomisin 1gr/giin intravendz baslanarak opere edildi. Sifa ile taburcu edildi.

SONUC: Nedeni bilinmeyen atesin en sik sebebi olan infeksiyon (%40), maligniteler (%20) ve
romatizmal hastaliklar (%20) ayiric1 tanida diisliniilerek dislanmalidir. Benzer klinik tablo ile
prezente olan hastaliklarin spesifik bulgular1 hekime basvuru aninda bir arada goriilmeyebilir. Bu
vakamiz ates, halsizlik, eklem agris1 gibi nonspesifik sikayetlerle gelen hastalarda ayrintili
anamnez ve fizik muayenenin dogru taniya gitmedeki 6nemini vurgulamak i¢in 6rnek olmustur.
Anahtar kelimeler: infektif endokardit, nedeni bilinmeyen ates

POSTER PRESENTATIONS 6

STOMATIT ve PANSITOPENININ NADIR BiR NEDENI: METOTREKSAT INTOKSIKASYONU
Ahmed Cihad Geng1, Fevziye Tiirkoglu Geng1, Zeynep Oztiirk2, Baris Onur Sargin3, Emin Uysal3,
Ceyhun Varim1, Emel Gonilli2

1Sakarya Universitesi Egitim Arastirma Hastanesi I¢ Hastaliklar1 ABD, Sakarya; 2Sakarya
Universitesi Egitim Arastirma Hastanesi Romatoloji BD, Sakarya; 3Saglik Bilimleri Universitesi
Bagcilar Egitim Aragtirma Hastanesi Acil Tip Klinigi, istanbul

GIRIS: Antiproliferetif folik asit antagonisti olan metotreksat (MTX); kronik inflamatuar
hastaliklar ve malignite tedavisinde kullanilir. Romatoid artrit (RA) tedavisinde diisiik dozda
kullanilir. DNA ve adenozin sentezini azaltir, toksikasyonunda oral mukoza, gastrointestinal
sistem, kemik iligi gibi hizl1 cogalan dokulari etkileyerek; stomatit, 6zofajit, pansitopeni gelisebilir.
RA hastalarinda kemik iligi depresyonu ile pansitopeni gibi hematolojik toksisite prevelansi %1-
3 arasindadir. Biz de acil servise bogaz agris1 ve yeni gelisen pansitopeni ile prezente olan
hastamizi sunmak istedik.

OLGU: Altmisyedi yasinda kadin hasta halsizlik, 2 giindiir artan bogaz agrisi ve buna bagh
yutkunamama sikayetiyle acil servise basvurdu. 3 ay dnce evre 2 endometrium adenokarsinomu
nedeniyle opere edilmis ancak heniiz maligniteye yonelik radyo-onkolojik tedavi almamis. Eklem
agrilar1 sonrasinda RA tanisi ile 1 hafta 6nce prednol16mg/giin, haftada bir giin MTX 2,5mg tablet,
1x4, folik asit 5mg tablet peroral kullanmasi 6nerilmis.

BULGULAR: Fizik muayenesinde ag1z i¢cinde iltihapl yaralar, diz ve dirsek bolgelerinde ekimozlar
gorildi. Akciger oskiiltasyonunda ral duyulmadi, batinda hepatosplenomegalisi yoktu, insizyon
skar1 mevcuttu. Servikal, aksiyel ve inguinal lenfadenopati palpe edilmedi. Dis merkezde 1 hafta
once bakilan tam kan tetkikinde sitopeni saptanmamisken merkezimizdeki beyaz kiiresi 2,3 K/uL,
notrofili 0,4 K/uL, lenfositi 1K/uL, hemoglobini 7,9 g/d]l, plateleti 45 K/uL saptandi. CRP 3 mg/L,
1 saatlik sedimentasyon hizi 58 idi. Acil periferik yaymasinda atipik hiicre goriilmeyip trombosit
sayist ve lokosit formili tam kan tetkiki ile uyumluydu. Hastaya MTX 10mg/glin/hafta
onerilmesine ragmen 7 giindur her giin 10mg kullandig81 6grenildi. Stomatiti de olan hastada MTX
toksisitesi diisiiniilerek yatirildi. MTX’a ara verilip filgrastim (G-CSF) 48 milyon {nite 1x1
subkutan, folik asit 5mg 1x1, flukonazol tb 2x1 baslandi. 1 hafta igcinde stomatiti gerileyerek
pansitopenisi diizeldi.
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SONUC: Enfeksiyonlar, malignite, bag doku hastaliklar1 ve ilaglar kemik iligini baskilayarak
pansitopeni ile prezente olabilir. Tedavisi; miimkiinse altta yatan nedenin ortadan kaldirilmasidir.
Hastanin bu tabloya yol agabilecek tedavisiz malignite tanisinin da olmasi MTX toksisitesinin
atlanmasina neden olabilirdi. Kullanilan ilaglarin dogru kullanilip kullanilmadig1 dahil, dogru
anamnez ve fizik muayenenin tan1 koymadaki 6nemini vurgulamak istedik.

Anahtar Kelimeler: metotreksat intoksikasyonu, pansitopeni

POSTER PRESENTATIONS 7

SKUAMOZ HUCRELI AKCIGER KARSINOM ILiSKIiLi NADIR BiR PARANEOPLASTiK SENDROM:
DIRENCLI CILT KASINTISI

Ahmed Cihad Geng1, Fevziye Tiirkoglu Geng1, Zeynep Oztiirk2, Baris Onur Sargin3, Emin Uysal3,
Emel Gonitlli2

1Sakarya Universitesi Egitim Arastirma Hastanesi I¢ Hastaliklar1 ABD, Sakarya; 2Sakarya
Universitesi Egitim Arastirma Hastanesi Romatoloji BD, Sakarya; 3Saglik Bilimleri Universitesi
Bagcilar Egitim Arastirma Hastanesi Acil Tip Klinigi, istanbul

GIRIS: Akciger maligniteleri icin cilt bulgularinda comak parmak, diffiiz hiperpigmentasyon, vena
cava siiperior sendromuna bagh siyanoz, pruritus (kasinti) olsa da literatiirde belirtilmis spesifik
patognomik deri bulgusu yoktur. Akciger malignitelerinde primer tiimoérden salgilanan maddeler
paraneoplastik sendromlara yol agarak bagdokusunda ¢omak parmak, deride pigmentasyon,
killanma, pruritusa yol acabilirler. Bu bulgular hastaligin seyri sirasinda goriilebilirken nadiren de
ilk tan1 aninda alarm semptom olarak ortaya cikabilir. Biz de inatgi, yaygin, cilt kasintisi ile
poliklinige basvuran ve akciger malignitesi tanisi alan hastay1 sunmak istedik.

OLGU: Altmisbir yasinda erkek hasta, 1 haftadir viicudunda yaygin, ilagla gegmeyen kasinti
sikayetiyle geldi. 4 giin once hekimine basvurmus. Mepiramin maleat, lidokain Hcl ve
dekspantenol iceren jel kullanmasina ragmen kasintisinda bir gerileme olmamis. Ozge¢misinde
bes yildir bilinen hipertansiyonu mevcut, 50 paket/yil sigara icicisiydi. Amlodipin 5mg/giin
kullanmaktayd.

BULGULAR: Fizik muayenesinde ikteri yoktu, alin, karin, sirt ve her iki ekstremitesinde kasinti
izleri mevcuttu. Sol akcigerin tamaminda solunum sesleri esit oskiilte edildi ancak sag akciger
apeksinde solunum sesleri duyulurken bazale inildikce sesler azaliyordu. Batinda
hepatosplenomegali, hassasiyet yoktu. Kostavertebral a¢i hassasiyeti yoktu. Sistem sorgusunda
ozellik yoktu. Labratuvarinda beyaz kiire 11 K/uL, hemoglobin 13,3 g/dl, platelet 248 K/ulL, iire
23mg/dl, kreatinin 0,8 mg/dl, sodyum 140mmol/L, potasyum 4,3mmol/L, total bilirubin 0,4
mg/dl, CRP 46mg/L (normal:5mg/L), 1 saatlik sedimentasyon hiz1 31 olarak saptandi. Akciger
grafisinde sag hiler bolgede kitle ile uyumlu opasite goriildii. Hepatobiliyer USG’sinde patolojik
goriiniim izlenmedi.Pruritusun 6n planda kronik myeloproliferatif hastaliklar, hiperiiremi ve
kolestaza bagli olmadigi, maligniteye bagl paraneoplastik sendrom olabilecegi diisliniilerek hasta
yatirildi. Kitleden alinan biyopsi squamoz hiicreli akciger karsinomu olarak raporlandi. Hastanin
takip ve tedavisi devam etmektedir.
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SONUC: Pruritusun cilt hastaliklari, enfeksiyon, parazit ajanlar, dermatozlar, malignite,
hiperiiremi, kolestaz gibi bircok nedeni olabilir. Akciger malignitesinde ilk tan1 aninda pruritus
gorilmesi oldukc¢a nadirdir. Yaygin ve inat¢i kasinti sikayeti ile gelen hastada; anamnez fizik
muayene ile uyumluysa nadir bir sebep olarak akciger malignitesi akla gelmelidir.

ANAHTAR KELIMELER: kasinti, akciger malignitesi
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Nontraumatic Perihepatic Subcapsular Hematoma

Ass. Dr. Melis CEBIN?, Uzm. Dr. Nihat Miijjdat HOKENEK?, Dr. Ogr. Uyesi Avni Uygar SEYHAN!
1-Department Of Emergency Medicine, University Of Health Sciences, Kartal Dr. Liitfi Kirdar
Training And Research Hospital, [stanbul, Turkey

Introduction

It has been estimated that almost 50% adults have experienced abdominal pain (1, 2) and it
accounts for 5-10% of all emergency visits (3, 4). Anamnesis and physical examination findings
may guide us in the diagnosis of intraabdominal pathologies with a wide range of diagnoses when
planning which imaging method to choose when and when to present with abdominal pain.
Focused assessment with sonography in travma (FAST); trauma, as well as in cases where
ultrasonography cannot be reached, it can be a guide for an emergency doctor. We will discuss a
case diagnosed with this imaging technique.

Case Report

A 53-year-old man was admitted to the emergency department with vomiting, abdominal and
right shoulder pain. Anamnesis revealed that he had been using coumadin for aortic valve
replacement 2 months ago. His vital signs were a body temperature of 36,3 °C, Blood pressure of
140/85 mmHg, respiratory rate of 20/ minute and Spo2 of 89%. Physical examination revealed
tenderness and defense in the right upper quadrant. FAST ultrasonography was performed as an
imaging method that would lead us to a rapid diagnosis due to the patient had severe pain,
tachycardia and tachypnea. There was a difference in density in the liver. This heterogeneity in
the coumadinized patient was evaluated as liver hemorrhage. FAST showed no free fluid in the
abdomen. INR value was 5.1. The patient was given Human Prothrombin Complex. The diagnosis
was confirmed by the detection of perihepatic subcapsules free fluid by IV contrasted abdominal
computed tomography. The diagnosis was confirmed by the detection of perihepatic subcapsular
free fluid at [V contrasted abdominal computed tomography Control INR was 1.42 and the patient
was internalized by general surgery. During the follow-up, the patient's hemorrhage and
symptoms improved and he was discharged.

DISCUSSION AND CONCLUSION
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Possible intraabdominal hemorrhages should be ruled out in coumadinized patients presenting
with abdominal pain. Our patient's use of coumadin, right upper quadrant tenderness in the
abdomen, right shoulder pain indicating diaphragmatic irritation (kehr sign) caused us to suspect
liver hemorrhage. The FAST method, which was primarily used in trauma examination, has
enabled us to recognize liver hemorrhage in this patient. We suggest that solid organs such as the
liver and spleen can also be evaluated during FAST examination, thus shortening the diagnostic
time and initiating treatment more rapidly. Perhaps in the near future solid organ examination
may be included in FAST and E-FAST. With the widespread use of FAST in emergency
departments, patients have the chance of early diagnosis and treatment. If emergency medicine
doctors increase their experience with this simple method, they can diagnose not only trauma but
also any kind of abdominal pathology and decrease morbidity and mortality. Further studies are
needed on this subject.

\ \
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Safra Tas1 Ileusu
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Giris:

Safra tasi ileuse acil servislerde ileus tanisim1 koyarken alttaki etyolojiyi aydinlatmakta
zorlandigimiz bir tanidir.Cogunlukla intraoperatif tani alan bu durumdaki bir hastay1 sunacagiz.
Vaka:

74 yasinda erkek hastanin bulanti, kusma, karin agrisi ve solunum sikintisi sikayeti ile acil servise
basvurdu.Fizik muayenesinde batinda yaygin hassasiyet ve her kadranda defans mevcut idi.
Hastanin ilk degerlendirilmesinde vital bulgulari, tansiyon:170/110 nabi1z:140 atim/dk , dakika
solunum sayisi:40/dk, sat02:80 olarak degerlendirildi.Hasta ajite , soguk, soluk ve terli
goriiniimdeydi. Solunum paterni yiizeyel, aktif kusmasi ve aspirasyonu olan hastaya RSI
protokoliine gore acil entiibasyon uygulandi. Hastaya nazogastrik sonda takildi. 2500 ml
dilatasyon mayisi geleni oldu. Yapilan goriintiileme tekniklerinde sol intrahepatik safra yollarinda
dilatasyon ve aerobilia izlendi. Hasta genel cerrahi tarafindan acil operasyona alindi. Takibinde
yogun bakima alinan hasta , yatisinin 7. giinlinde pndomoniye sekonder septik sok tablosu
nedeniyle vefat etti.

Tartisma:

Safra tasi ileusunda bulgular non-spesifik oldugundan kesin tani siklikla operasyon esnasinda
konmaktadir. Aerobilia; safra tasi ileusunda preoperatif tanida yardimci radyolojik bulgudur ve
%30-40 oraninda saptanabilir(1,2)(Resim 1). Bu radyolojik bulguya; ince bagirsaklarda hava-sivi
seviyesi ve ektopik safra tasi1 da eklenirse Rigler triadi olarak adlandirilir(3). Safra tasi ileusu
kolelitiazisi olan hastalarda nadir gorilen bir barsak tikanmasi nedenidir, tiim kolelithiyazis
olgularinin %0,3-0,5’inde goriiliir(4) ve yiiksek mortalite riski tasimaktadir. Safra kesesi-safra
yollari ile intestinal sistem arasinda meydana gelen fistiile bagh olarak, safra taslarinin intestinal
sisteme ge¢cmesi sonucunda olusur. En sik kolesistoduodenal (%76) fistiil gortiliir ve obstriiksiyon
en sik terminal ileumda saptanir (%80) (5,6,7) Safra tasi ileusunda intestinal tikaniklig1 gidermek
icin genelde acil cerrahi gerekmektedir. Cerrahide enterotomi yapilmasinin yaninda
kolesistektomi ve fistiil onarimi da yapilmaktadir (8,9)
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Resim 1: Safra kesesinde aerobilia sar1 oklarla gosterilmistir.
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Introduction: Acute cholecystitis is a clinical manifestation of stones in the gallbladder section,
often called Hartman's pouch, as a result of obstruction in the gallbladder neck or cystic duct.
Gallstones are the most important cause of acute and chronic inflammatory gallbladder diseases.
Gallstone diseases are a common problem in developed countries. Autopsy and clinical
examination revealed gallstones in at least 10% of adults. The prevalence is parallel to age. It is
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more common in women than in men. In this case, we wanted to discuss a demostrative case with
many stones in the gallbladder.

Case: An 83-year-old female patient presented to the emergency department with complaints of
stomach and back pain. Her history revealed that her complaints started after feeding in the
morning. Vital signs at admission were as; fever: 37.4 C, TA: 185/79 mmHg, Nb: 85 / min and sO2:
96%. Physical examination revealed increased bowel sounds, widespread tenderness in the
abdomen and murphy (+) in the right upper quadrant. Other system findings are normal.
Leukocyte: 17,400 / mm3 (4,000-10,000 / mm3), hemoglobin: 11.2 g / dl (12,00-14,00 g / dl)
platelet: 322,000 mm3 (100,000-400,000 / mm3) CRP: <0,10. mg / L (0-0.5 mg / L) Creatinine:
0.99 mg / dl (0.75-1.25 mg / dl) Blood urea nitrogen: 22 mg / dl (8.9-20.6 mg / dl). Troponin <10
(0-28 pq / ml). The other parameters were within normal limits. Intravenous (iv) contrast
enhanced abdominal computed tomography revealed a hydropic gallbladder with numerous
millimetric stones in the sac lumen (Figure 1). The patient was consulted with the general surgery
clinic. Appropriate antibiotics and analgesics were initiated and hospitalized with the diagnosis of
acute cholecystitis.

Discussion: Acute cholecystitis is an acute inflammatory disease of the gallbladder, the most
common cause being gallstones. Gallbladder stones are a common disease and its incidence
increases with age. The incidence of this disease is 11-15% in women under the age of 50, 3-11%
in men, and 10-15% in the average adult population. This rate can be as high as 50% in women
and 15% in men. Increased incidence of cholelithiasis with age increases the incidence of acute
cholecystitis. In patients with clinically suspected acute cholecystitis, the diagnosis should be
confirmed by radiological imaging. Acute cholecystitis can be classified as mild, moderate and
severe in terms of clinical severity. Patients with symptoms of acute cholecystitis have indications
of hospitalization for medical evaluation, supportive therapy, and surgical consultation. Surgical
consultation should be sought for the planning of elective cholecystectomy in patients with
recurrent biliary colic complaints. In addition, gastroenterology consultation is required for ERCP
(Endoscopic Retrograde Cholangio Pancreotography) if the primary bile duct obstruction is
suspected.

Figure 1.
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A rare cause of ileus: acute appendicitis
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Introduction: Ileus is a clinical condition caused by disruption of the peristalsis of the small and
large intestines or obstruction due to mechanical reasons. Basic findings of ileus; abdominal pain,
inability to remove gas and feces, nausea, vomiting and abdominal distension. The addition of
fever, acidosis, superficial respiration and tachycardia to these findings suggests that perforation
or strangulation usually develops requiring urgent surgical intervention. Because the causes,
clinical course and treatment of ileus are different, they should be distinguished from each other.

Case: A 38-year-old man was admitted to the emergency department with abdominal pain,
nausea and diarrhea. It was learned that abdominal pain started 1 day ago. The patient's medical
history was unremarkable. He wasn't on drugs.

On admission, vital signs were as; fever: 36.7 C, TA: 148/76 mmHg, Nb: 88 / min and s02: 95%.
In the abdominal examination, intestinal sounds were increased in the natural appearance and
there was widespread tenderness in the abdomen, defender and rebaund in the right lower
quadrant. Other system findings are normal. Leukocytes 15,100 / mm3 (4,000-10,000 / mm3),
CRP <0.10 mg / L (0-0.5 mg / L) and other parameters were within normal limits. Intravenous (IV)
contrast enhanced abdominal computed tomography revealed an inflamed appendix with
calcified fecalitis in the lumen of the cecum posterior, reaching an 11 mm axial diameter (Figure
1). The patient was consulted with the general surgery clinic. Appropriate antibiotics and
analgesics were started and hospitalization was performed.

Discussion: Intestinal obstruction is the partial or complete inhibition of the passage of the
intestinal contents towards the distal within the gastrointestinal tract. Intestinal obstruction is an
important cause of emergency abdominal surgery; it can cause high morbidity and mortality if not
treated properly. Intestinal obstructions can be classified as mechanical intestinal obstruction,
paralytic ileus or intestinal pseudo-obstruction according to their mechanism of formation. Acute
appendicitis is inflammation due to obstruction of the lumen of the appendix. It starts from the
innermost layer, the mucosa and spreads along the appendix wall. Patients usually present with
right lower quadrant pain, nausea, vomiting and loss of appetite. It is the most common acute
abdominal disease. It is common between the ages of 10-30. If left untreated, gangrene then
perforation develops. Despite the development of imaging methods, the diagnosis is still made
clinically.
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Approach to shoulder dislocation
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Introduction: Although shoulder dislocations are one of the oldest subjects in medical history, the
correct treatment of this problem is still being discussed. Static and dynamic anatomical structures
provide shoulder stability. In order to develop instability in the shoulder, more than one structure
should be insufficient. Today, there is no consensus on the approach and treatment of this
pathology. Especially after reduction, fixation methods and durations may vary from one center
to another.

Case: A 47-year-old male patient presented with emergency right shoulder pain and deformity. In
his story, he said that he had a deformity after a sudden movement on his right shoulder and she
could not move his shoulder. The patient did not describe nausea and vomiting of head trauma.
There was no feature in her medical history. Her family history was unremarkable. He wasn't on
drugs. In the emergency admission vital signs; Fever: 36.6 ° C, TA: 134/70 mmHg, Nb: 88 / min
and s02: 99% respiration rate: 10 / min. Physical examination revealed epaulette sign on the right
shoulder and limitation of movement. The humeral head was palpated anteriorly. On
neurovascular examination, her pulse was open, equal, and there was no hypoesthesia. Muscle

5th International Emergency & Family Medicine Congress, Concorde Luxury Resort, TRNC
166



strengths could not be evaluated due to current deformity. Other system examinations were
normal. A direct radiograph of the patient showed that the right humerus head was dislocated
anteriorly (Figure 1). After analgesia, the shoulder was reduced by flexion-adduction-external
rotation. After reduction, neurovascular examination was repeated and velpau bandage was
performed. Reduction was observed on the control radiograph of the patient. The patient was
called to the orthopedic outpatient clinic for follow-up.

Discussion: The flexion-adduction-external rotation method is a simple, non-traumatic, effective,
and sufficient procedure for the reduction of shoulder dislocation. Since the method is practical
and easy to learn, it can be easily used by orthopedic assistants and emergency department
physicians. Therefore, if reduction is to be attempted without anesthesia, we believe that this
method is one of the first methods to remember.

Figure 1.
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Introduction: Jaw fracture treatment is as old as medical history. The earliest records are based
on ancient Egyptian manuscripts. Mandible fractures are one of the most common facial fractures.
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Given the position of the jaw in relation to the rest of the skull, it is not surprising that it occurs
with high frequency. Correction of these fractures is important not only for cosmetic purposes but
also for proper functioning of chewing and speaking.

Case: A 19-year-old male patient was admitted to the emergency department with a complaint of
seizure. His history revealed that he had 2 generalized tonic-clonic seizures at home and fell on
his face. There was no feature in her medical history. His family history was unremarkable. He
wasn't on drugs. In the emergency admission vital signs were as; fever: 36.5 ° C, TA: 108/72
mmHg, Nb: 99 / min and sO2: 99% respiration rate: 10 / min. In physical examination; His general
condition was good and his speech was minimally dysarthric. The incision was approximately 5
cm in the submental region. There were 2 incisions of 1 cm in the left hand distal phalanges. Other
system examinations were normal. His ECG showed normal sinus rhythm and no ischemic finding.
Computed tomography (CT) was performed. CT showed displaced fracture lines on both mandible
and anteromedial luxation on both mandible (Figure 1). Neurology was evaluated by seizure and
plastic reconstructive surgery for mandible fracture. The treatment was regulated.

Discussion: In our country, maxillofacial trauma is evaluated by different disciplines such as
otorhinolaryngology, head and neck surgery, plastic and reconstructive surgery and dentistry jaw
surgery and differences in treatment approaches can be seen. In order to achieve successful
results as well as aesthetically, the trauma physician should be informed about the patient's
evaluation, pathophysiology and radiology of the fracture, appropriate approach to the fracture
and appropriate surgical equipment.

Figure 1.
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Diffuse alveolar hemorrhage due to warfarin use
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Introduction: Diffuse alveolar hemorrhage (DAH) is a life-threatening condition caused by
bleeding into the alveoli due to capillary destruction of the alveolar septa. It usually occurs in the
form of hemoptysis, anemia, diffuse pulmonary infiltration and acute respiratory failure. Although
warfarin is a common drug with different bleeding complications, it rarely causes diffuse alveolar
hemorrhage. In this case, we aimed to present a patient with DAH due to uncontrolled warfarin
use.

Case: A 50-year-old male patient was admitted to the emergency department with respiratory
distress. His medical history included ischemic svo, atrial fibrillation, chronic renal failure,
hypertension, and parkinson's disease. Her family history was unremarkable. He was on warfarin.
Vital signs on admission were as; fever: 36.0 ° C, TA: 154/110 mmHg, Nb: 71 / min and sO2: 93%.
Pulmonary sounds were coarse and bilateral rales were observed up to the middle zones. ECG:
There was no ischemia sign in normal atrial fibrillation rhythm. Other system findings were
normal. Laboratory tests showed; leukocytes: 11,700 / mm3 (4,000-10,000 / mm3), hemoglobin:
8.4 ¢g/dl(12,00-14,00 g / dl) platelet: 70,000 (100,000-400,000 / mm3) CRP: 12,5 mg / ml. L (0-
0.5 mg / L) Creatinine: 5.58 mg / dl (0.75-1.25 mg / dl) Blood urea nitrogen: 73 mg / dl (8.9-20.6
mg / dl). INR: too high to be measured. The other parameters were within normal limits. In the
past examinations, kidney values were found to be of similar heights. Computed tomography (CT)
was planned for differential diagnosis of dyspnea. CT showed severe alveolar hemorrhagic
contusion in both lungs (Figure 1). The patient was thought to have DAH due to warfarin-induced
INR, and K-vitamin, Human Prothrombin Complex (Factor II / VII / IX / X) and tranexamic acid
were administered for INR elevation. Respiratory distress continued and the patient was
intubated and transferred to intensive care unit.

Discussion: As a result; In patients with warfarin due to underlying cardiac pathologies, anemia,
respiratory failure, bilateral alveolar infiltration in lung imaging, and impairment of coagulation
parameters should be carefully evaluated and the development of DAH should be considered. If
DAH is diagnosed clinically and radiologically, it should be known that the disease can progress
rapidly and it should be remembered that effective and aggressive treatment practices can reduce
mortality rates significantly.
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Introduction: Emphysematous cystitis (ES) is a complicated urinary tract infection characterized
by accumulation of gas in the bladder lumen and bladder wall. It usually occurs with gas-forming
microorganisms. The incidence is increased in diabetic women and in people with bladder
instrumentation. Clinical findings may vary from asymptomatic cases to fatal conditions. Although
no clear distinction is made clinically, the diagnosis is made by imaging methods. In this case, we
present a case who presented to the emergency department with complaints of hematuria and
fatigue and was diagnosed by computed tomography (CT).

Case: A 74-year-old male patient was admitted to the emergency department with hematuria and
fatigue. In the family history; there was no feature. He didn't use anticoagulants. The vital signs at
admission were as; fever: 36.8 ° C, TA: 107/46 mmHg, Nb: 125 / min and sO2: 98% respiratory
rate: 10 / min. Physical examination revealed bilateral costovertebral angle sensitivity. In
laboratory tests, leukocytes: 7,400 / mm 3 (4,000-10,000 / mm 3), hemoglobin: 6.7 g / dl (12,00-
14,00 g / dl) platelet: 176,000 (100,000-400,000 / mm 3) CRP: 15.14 mg / L (0-0.5 mg / L)
creatinine: 1.11 (0.72-1.25 mg / dl) blood urea nitrogen: 29 mg / dl (8.9-20.6 mg / dl). INR: 2.16
(0.75-1.27) Erythrocyte: (+++), leukocyte: (+++) in complete urinalysis. The other parameters
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were within normal limits. Three-way bladder catheter was inserted and macroscopic hematuria
was seen. The patient has hematuria with air bubbles. The patient was treated with ceftriaxone 1
g 2x1. Computed tomography (CT) was performed for differential diagnosis of hematuria. CT
showed increased trabeculation in the bladder mucosa and air densities in the bladder lumen.
(Figure 1). He was admitted to the urology clinic with the diagnosis of emphysematous cystitis.

Discussion: It can be said that ES, which has no specific clinical findings that cannot be easily
diagnosed by routine approach, can be diagnosed with high suspicion and thus serious
complications such as bladder necrosis, emphysematous pyelonephritis and urosepsis can be
prevented. The physician should be careful and give due attention to the serious complications
that ES may cause, especially in patients with risk factors. CT is also the most appropriate method
for diagnostic imaging in ES.

Figure 1.
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Introduction: Hunan hand syndrome, a form of painful contact dermatitis, is a rare finding. The
main ingredient in peppers is capsaicin, which leads to the clinical state of Hunan hand syndrome.
Hunan hand syndrome often occurs in cooks and hot pepper workers after the preparation or use

of peppers. Contact with other body parts reveals the terms "Hunan nose", "Hunan eye" and "Chili
Willie".
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Case: A 24-year-old female patient presented to the emergency department with the complaint of
burning hands. Story of chopping peppers at home 1 hour ago after burning the complaint that he
put his hands in ice water, but learned that the pain applied to the emergency. There was no
feature in her medical history. Her family history was unremarkable. She wasn't on drugs. Vital
signs in the emergency department; Fever: 36.6 ° C, TA: 144/70 mmHg, Nb: 88 / min and sO2:
99% respiration rate: 10 / min. Physical examination revealed hyperemia and partial circulatory
disturbance at both fingertips (Figure 1). Other systemic examinations were normal. Her hands
were washed with plenty of water in the emergency room. After washing, lidocaine containing
pomade was administered. The patient was reevaluated 30 minutes after ointment. The patient
was discharged from the emergency department with pain control.

Discussion: Capsaicin, found in the fruits of Capsicum plants such as capsicum, jalapenos and
habaneros, is a hydrophobic, colorless, odorless compound that binds with pain receptors and
causes intense heat or burning sensation. Capsaicin is an important molecule due to its selective
effects on myelin-free C-fibers and small amounts of myelinated Az fibers and mammalian primary
sensory neurons, particularly hot thermal receptors and polynodal nociceptors. In humans, local
administration of capsaicin to the skin causes transient, burning pain and hyperalgesia by
activation and sensitization of primary afferent C fibers and possibly Ag neurons. At home
treatments, when hands are dipped in cold water or vegetable oils, it is seen that vegetable oils
provide longer-term relief from burning in hands, while immersion in cold water provides more
relaxation at the beginning. Another tried method is washing with antacids. Food soda is another
chemical that can be used. Fluokinonide containing topical anesthetics are the prominent ones.
Decontamination with water for the eye, topical anesthetics and cool compresses can alleviate
pain. A rare multimodal approach with continuous stellate ganglion block and gabapentin may be
required in cases where pain and burning persist in rare cases, and cold compress, local ice water
treatment and fluokinonide administration are insufficient.

Figure 1.

5th International Emergency & Family Medicine Congress, Concorde Luxury Resort, TRNC
172



POSTER PRESENTATIONS 17
Lung contusion after animal attack
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Introduction : Thoracic traumas range from simple rib fractures to major vascular injuries.
Knowing the cause and mechanism of trauma is important for the correct orientation of the
thoracic surgeon. The most important principle in the evaluation of patients with thoracic trauma
is to determine the severity of injury with a general assessment with appropriate priorities. Life-
threatening causes should be identified with a systemic approach and treated promptly.

Case: A 51-year-old male patient was admitted to the emergency department with trauma by
animal attack. He described chest pain. The patient's medical history was unremarkable. He wasn't
on drugs. Vital signs on admission were Fever: 36.5C, TA: 137/74 mmHg, Nb: 96 / min and sO2:
96%. In physical examination GCS: 15, conscious, cooperative, orientated. There was widespread
tenderness with palpation and bruising in the left hemithorax. Respiratory sounds were decreased
in the left lung basals. Other system findings were normal.

Intravenous (IV) contrast computed tomography showed contusion areas and rib fractures in
the lower lobes of both lungs (Figure 1). The patient received analgesic therapy and supplemental
oxygen therapy and was admitted to the thoracic surgery clinic.

Discussion: Most patients with severe thoracic trauma develop lung contusion. Among the
potentially fatal thoracic traumas, lung contusion is the most common pathology. Damage to the
lung parenchyma may be localized to the neighboring region of the chest wall trauma or may be
generalized to the opposite lung. Conditions in which contusion is generalized may also be called
traumatic pneumonitis or wet lung. The patient may have no symptoms during the first 6-12 hours
after trauma. Therefore, the pre-diagnosis of pulmonary contusion should be kept in mind in
posttraumatic patients. In case of suspected pulmonary contusion, the patient should be
internalized. A few hours after the trauma, the patient develops shortness of breath and non-
productive cough. Respiratory rate per minute was increased in patients who developed
contusion. Local or generalized rales and wheezing are heard during auscultation. Generally, chest
X-ray taken immediately after the trauma may not reveal any pathology. Radiological changes may
take 18-24 hours after trauma.

Figure 1.
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Introduction: Patella is the largest sesamoid bone in the body. Patella located in the quadriceps
tendon,; it increases the power of the quadriceps by extending the lever arm, protects the femoral
condyles and provides aesthetic appearance to the knee. Patella fractures, which may occur by
direct and indirect mechanisms, constitute approximately 1% of all skeletal fractures. Although it
can be seen in every age group, they are common between 30-50 years of age. Men are seen 2
times more than women. Although it can occur in both knees, bilateral is not common.

Case: A 63-year-old male patient was admitted to the emergency department with pain in the
right knee. In his story, he said that he could not maintain his balance while standing on a
motorcycle and fell with the engine. The patient did not describe nausea and vomiting of head
trauma. There was no feature in her medical history. Her family history was unremarkable. He
wasn't on drugs. Vital signs in the emergency department were as; fever: 36.6 ° C, TA: 144/70
mmHg, Nb: 88 / min and sO2: 99% respiration rate: 10 / min. Physical examination revealed
palpation of the right knee and crepitation. Extension of knee joint was limited. Other system
examinations were normal. Right patellar fracture was detected on direct X-ray. Extremity
computed tomography (CT) was performed. CT showed multiple fractures and dislocation of the
patella (Figure 1). The patient was hospitalized by the orthopedic clinic.
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Discussion: Patella fractures should be considered in patients with a direct high energy pulse to
the anterior part of the knee, who cannot open the knee actively or fall straight after the fall.
Classification of patella fractures as dissociated and undifferentiated is more useful in terms of
treatment plan. The treatment of patella fractures depends on the type of fracture, the size of the
fracture fragments, the integrity of the extensor mechanism and the smoothness of the joint face.
The aim of the treatment of patella fractures is to obtain a functional extensor mechanism with a
smooth joint surface, complete and painless range of motion. The main surgical indications for
adult patella fractures are; Bone fractures with more than 3 mm dissociation or stepping of more
than 2 mm, all extensor mechanism injuries with or without bone avulsion, osteochondral
fractures in which displacement or free body falls into the joint, open fractures, patella fracture
accompanied by compartment syndrome.

Figure 1.
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Postrenal acute renal failure
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Introduction: Acute renal failure is mainly divided into 3 parts, but the most common cause is pre-
renal causes and post-renal causes are seen in about 5% of cases. Post-renal causes can be
detected mostly by imaging methods. In this case, we aimed to present a patient with prostate-
induced postrenal aby who had surprisingly hydronephrosis and glob on imaging.

Case: A 66-year-old male patient was admitted to the emergency department with decreased
urination and nausea. He was followed by urology due to benign prostate hypertrophy. His family
history was unremarkable. he was not taking any medication. Vital signs on admission were as;
fever: 36.0 ° C, TA: 184/82 mmHg, Nb: 71 / min and sO2: 97%. On physical examination, GCS: 15
was conscious, cooperative, orientated. Lungs and heart sounds are natural. There was no
comfortable defender or rebound in the abdomen. Palpation revealed bladder in the abdomen and
no costavertebral angle sensitivity. On rectal examination, the ampule was empty and the prostate
was palpable. ECG: In normal sinus rhythm, there were no signs of tachycardia or ischemia. Other
system findings were normal. Leukocytes: 6,200 / mm3 (4,000-10,000 / mm3), hemoglobin: 7.4 g
/ dl (12,00-14,00 g / dl) platelet: 168,000 (100,000-400,000 / mm3) CRP: 0,31 mg / day. L (0-0.5
mg / L) Creatinine: 10.91 mg / dl (0.75-1.25 mg / dl) Blood urea nitrogen was> 125 mg / dl (8.9-
20.6 mg / dl). In complete urinalysis, the density was 1.015 (1.010-1.025), erythrocyte (negative),
leukocyte (++), protein (negative), ph: 5.5. The other parameters were within normal limits.
Abdominal computed tomography (CT) was planned for differential diagnosis of abdominal pain.
Abdominal CT showed severe dilatation in both renal calyxes, globe in the bladder, and prostate
gland size (Figure 1). The patient was admitted to the urology clinic with the diagnosis of postrenal
acute renal failure.

Discussion: Acute renal failure is a clinical condition in which renal function rapidly deteriorates,
but KDIGO guideline results in an increase in serum creatinine values of 0.3 mg / dl and above
within 48 hours and / or a 1.5-fold increase in serum creatinine values known or predicted to
develop within 7 days. and / or urine output less than 0.5 ml / kg / h over 6 hours. Acute renal
failure can often be classified as pre-renal, renal and post-renal, and their incidence is
approximately 50-70%, 20-40%, 5%, respectively. Although rare, post-renal acute renal failure
can lead to end-stage renal failure if not diagnosed and treated rapidly. It is done. Early diagnosis
and appropriate treatment are important in the prevention of morbidity and mortality due to ARF.
In postrenal ARF, obstruction is urgently needed to improve renal function.
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Psoas abscess

Mazlum Kili¢l, Rohat Ak?

1. Fatih Sultan Mehmet Education and Research Hospital, Department of Emergency Medicine,
Istanbul, Turkey
2. Kartal Dr. Liitfi Kirdar Education and Research Hospital, Department of Emergency Medicine,

Istanbul, Turkey

Introduction: The psoas muscle starts from the transverse protrusions and intervertebral discs of
the 12th thoracic and entire lumbar vertebrae, goes outward from both sides of the spine, passes
under the inguinal ligament, joins with the fibers of the iliac muscle, and ends up adhering to the
trochanter minora. The task is to make the thigh flexion movement. Psoas abscess (PA) is a very
rare condition and it is often difficult to diagnose because of the lack of a unique clinic and
confusion with the findings of primary disease, especially in secondary cases.

Case: A 71-year-old male patient presented to the emergency department with complaints of
weakness, abdominal pain. Because of advanced dementia in his history, it was not known exactly
when abdominal pain started. He did not describe loss of consciousness, head trauma, headache,
dizziness, urine and stool incontinence. His history and family history were unremarkable. On
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admission, his vital signs were as; fever: 36.0 ° C, TA: 134/86 mmHg, Nb: 89 / min and sO2: 96%
respiratory rate: 10 / min. In physical examination; Abdominal tenderness, palpation right lower
quadrant tenderness palpation. No defense or rebound. There was limited right flexion. Other
system findings are normal. Other system findings were normal. Leukocytes: 9,500 / mm3 (4,000-
10,000 / mm3), hemoglobin: 7.2 g / dl (12,00-14,00 g / dl) platelet: 179,000 (100,000-400,000 /
mm3) CRP: 13.22 mg / L 0-0.5 mg / L) Creatinine: 1.24 mg / dl (0.75-1.25 mg / dl) Blood urea
nitrogen: 32 mg / dl (8.9-20.6 mg / dl). On complete urinalysis, erythrocytes (+++) and leukocytes
(++) were found. The other parameters were within normal limits. Non-computed tomography
(CT) was planned for abdominal pain and differential diagnosis. CT showed a 61 x 52 mm abscess
formation within the iliopsoas muscle adjacent to the right iliac bone, with air densities at the
anterior surface (Figure 1). An appropriate antibiotherapy regimen was initiated and the patient
was admitted to the infectious diseases clinic.

Discussion: Antibiotherapy and drainage are recommended together for the treatment of psoas
abscess. Initially, antibiotic selection is based on possible infectious agents. In cases where abscess
drainage and culture cannot be performed or are considered to be primary until the result of
culture, effective antibiotics for staphylococci should be initiated. However, in secondary cases
that are thought to be accompanied by gastrointestinal, spinal or perirenal pathology, combination
therapy should be initiated appropriate to Gr (-) enteric bacilli and anaerobes.

Figure 1.
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Introduction: Acute abdominal pain is one of the common causes of admission to the emergency
department. Rectus sheath hematoma (RSH) is the accumulation of blood into the rectus
abdominis muscle sheath as a result of rupture of the rectus muscle or epigastric vessels. RSH is a
relatively rare condition in acute abdominal pain. Trauma, anticoagulant drugs, drug injections,
hematological and bleeding disorders, straining and increase in intra-abdominal pressure,
pregnancy and hypertension may occur due to various reasons. Anticoagulant therapy is the most
common predisposing factor. In this case report, we aimed to present RSH developed after cough.

Case: A 53-year-old female patient was admitted to the emergency department with a complaint
of left groin pain after coughing. In her anamnesis, the left groin pain started after cough, cough
passed but left groin pain continued, she said. There was no history of trauma. The patient's
medical history was unremarkable. She didn't use anticoagulants. Vital signs on admission were
as; fever: 36.5C, TA: 126/79 mmHg, Nb: 86 / min and s02: 98%. Physical examination revealed
tenderness with palpation in the left lower quadrant of the abdomen. Defender did not rebaund.
Other system findings were normal. Leukocytes 10,300 / mm3 (4,000-10,000 / mm3),
hemoglobin 13.2 g / dl (12,00-14,00) CRP: 0,49 mg / L (0-0,5 mg / L), liver and Other parameters,
including renal function tests, were within normal limits. Intravenous (IV) contrast enhanced
abdominal computed tomography showed an increase in thickness of the left rectus muscle of the
anterior abdominal wall. Hemoglobin 11.3 g / dl (12.00-14.00) was measured on the control
hemogram of the patient. The patient was diagnosed as RSH (Figure 1). The patient was admitted
to the general surgery clinic for follow-up and treatment.

Discussion: RSH is a difficult but well documented clinical condition. History, previous treatment
and previous drug use should be questioned well. The male to female ratio is 3: 1 and is most
common in the fifth decade. Patients most often present to the emergency department with
abdominal pain that does not exceed the midline of the abdomen, localized to the lower abdomen
and usually begins slowly. RSH is 2% of unexplained abdominal pain. It is often seen in the right
lower quadrant. RSH rarely occurs in healthy people after coughing. In patients presenting to the
emergency department with abdominal pain, history should be questioned well and rectus sheath
hematoma should be considered in the differential diagnosis.

Figure 1.
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Renal infarction
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Introduction: Renal artery thrombosis is a rare clinical condition with high morbidity and
mortality. Since it does not have a specific and sensitive sign, it can easily be missed if not
considered in the differential diagnosis. In case of clinical suspicion, the patient is diagnosed by
further investigation. The prevalence of patients admitted to the emergency department is
reported as 0.02 / 1000. We aimed to present a case of acute renal artery thrombosis who
presented to our emergency department with right side pain.

CaseA 77-year-old female patient was admitted to the emergency department with the complaint
of right side pain. She vomited once, had fever and dysuria. She had no previous history of renal
stones and trauma. Her medical history included diabetes mellitus, hypertension and chronic
heart failure. Vital signs on admission were as; fever: 36.0 ° C, TA: 132/55 mmHg, Nb: 96 / min
and sO2: 98%. On physical examination, there was right costavertebral angle sensitivity. ECG: In
normal sinus rhythm, there were no signs of tachycardia or ischemia. Other system findings were
normal. Laboratory tests showed; leukocytes: 11,300 / mm3 (4,000-10,000 / mm3), hemoglobin:
14.4 g / dl (12,00-14,00 g / dl) platelet: 256,000 (100,000-400,000 / mm3) CRP: 3.43 mg / ml. L
(0-0.5 mg / L) Creatinine: 1.17 mg / dl (0.75-1.25 mg / dl) Blood urea nitrogen: 21 mg / dl (8.9-
20.6 mg / dl) LDH: 291 U / L (125- 220 U / L). Leukocytes and erythrocytes were not detected in
the complete urinalysis. The other parameters were within normal limits. Contrast-enhanced
abdominal computed tomography (CT) was planned for differential diagnosis of abdominal pain.
Abdominal CT showed patchy hypodense areas in the right renal parenchyma that did not give a
clear nerve (Figure 1). The patient was diagnosed as renal infarction and emergency intervention
was not considered by interventional radiology and cardiovascular surgery.

5th International Emergency & Family Medicine Congress, Concorde Luxury Resort, TRNC
180



Discussion: Renal infarction is a rare clinical condition that is rarely seen and often diagnosed. In
the differential diagnosis, nephrolithiasis, acute pyelonephritis, acute myocardial infarction,
mesenteric ischemia, incarcerated hernia, pulmonary thromboembolism, space-occupying lesions
are confused and the diagnosis is overlooked. However, in the event of high clinical suspicion, it is
diagnosed by further investigations. In the literature, LDH elevation was found in the majority of
thromboembolism cases. Thrombolytic therapy is recommended in the first 90 minutes of acute
renal infection; Thrombolytic therapy is not recommended in patients admitted for more than 90
minutes because the ischemia tolerance of the kidney is exceeded.
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Introduction: Rhabdomyolysis is a clinical and laboratory syndrome that occurs as a result of the
incorporation of muscle cell contents into the circulation after striated muscle damage. The clinical
picture is very variable. It may be asymptomatic elevation of the enzyme, as well as life-
threatening renal failure and severe electrolyte imbalance. It may occur due to very different
etiology. In this case, we aimed to present a patient with rhabdomyolysis after epileptic seizure.
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Case: A 27-year-old male patient was admitted to the emergency department with seizures. No
leakage of urine. He had a postictal period after a seizure. He wasn't on drugs. His family history
was unremarkable. Vital signs on admission were as; fever: 36.0 ° C, TA: 111/63 mmHg, Nb: 96 /
min and sO2: 96%. On physical examination, GCS: 15 was conscious, cooperative, orientated.
Lungs and heart sounds are natural. No abdominal defensive or rebound. Other system findings
were normal. Leukocyte: 17,800 / mm3 (4,000-10,000 / mm3), hemoglobin: 15.9 g / dl (12,00-
14,00 g / dl) platelet: 256,000 (100,000-400,000 / mm3) CRP: 3.2 mg / day L (0-0.5 mg / L)
Creatinine: 1.1 mg / dl (0.75-1.25 mg / dl) Blood urea nitrogen: 9 mg / dl (8.9-20.6 mg / dl)
Calcium (Ca): 9.07 mg / dl (8.5-10.5 mg / dl) Phosphate 4.2 mg / dl (2.3-4.7 mg / dl) bicarbonate
25.3mEq /L (22-26 mEq / L) LDH: 622 U / L (125-220 U / L) creatine kinase (CK): 4267 U / L
(<200 U / L). CK value: 10877 U / L and 18912 U / L were measured in the follow-up.
Myoglobinuria was present in the complete urinalysis. The other parameters were within normal
limits. Central imaging was performed. No feature was found on imaging. The patient was
evaluated by internal medicine for rhabdomyolysis. The patient had a significant increase in CK
values and was internalized by the internal medicine clinic with the diagnosis of rhabdomyolysis
secondary to seizure.

Discussion: Rhabdomyolysis is a syndrome characterized by intracellular muscle content mixed
with blood as a result of muscle necrosis. The etiology is basically; (i) traumatic or muscular
compression-related causes (eg crush syndrome or long immobilizations); causes (eg drugs or
toxins, infections or electrolyte disturbances). The clinical picture may range from asymptomatic
creatine kinase elevation to electrolyte imbalance, acute renal failure and disseminated
intravascular coagulation. Inadequate fluid intake, nausea, vomiting, diarrhea and analgesic use
accelerate the development of acute renal failure. Treatment options include the elimination of
the causative agent of muscle damage, adequate urine output by hydration and diuretics, and
alkalization of urine.
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Introduction: Spontaneous renal subcapsular hematoma is a rare but life-threatening clinical
condition. Treatment depends on the patient's clinical course as well as the pathology established
at the time of diagnosis. In this case, a case of spontaneous renal subcapsular hematoma is
reviewed in the light of the literature and the etiology, diagnosis and treatment stages are
discussed.

Case:  An 85-year-old male patient was admitted to the emergency department with fever and
vomiting. He had no previous history of renal stones and trauma. There was no recent surgical
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intervention. He had a history of cerebrovascular disease and chronic heart failure. He was using
anticoagulants for his current illnesses. His family history was unremarkable. Vital signs at
admission were as; fever: 37.9 ° C, TA: 137/57 mmHg, Nb: 59 / min and sO2: 96%. On physical
examination, GCS: 15 was conscious, cooperative, orientated. Lungs and heart sounds are natural.
No abdominal defensive or rebound. Left costavertebral angle sensitivity. ECG: There was no
ischemia in normal sinus rhythm. Other system findings were normal.

Laboratiry tests showed; leukocytes: 18,200 / mm3 (4,000-10,000 / mm3), hemoglobin: 11.7
g/ dl(12,00-14,00 g / dl) platelet: 309,000 (100,000-400,000 / mm3) CRP: 4.37 mg / ml. L (0-0.5
mg / L) Creatinine: 0.71 mg / dl (0.75-1.25 mg / dl) Blood urea nitrogen: 12 mg / dl (8.9-20.6 mg
/dl)LDH: 530U /L (125-220U / L).).INR: 1.4 (0.75-1.27) Leukocyte (++) erythrocyte (+++) was
found in the complete urinalysis. The other parameters were within normal limits. Contrast-
enhanced abdominal computed tomography (CT) was planned for differential diagnosis of
abdominal pain. Abdominal CT revealed a left perirenal hematoma (Figure 1). The patient was
hospitalized by urology clinic with the diagnosis of renal hematoma.

Discussion: Spontaneous subcapsular hematoma is a very rare pathology in organs with
anatomical capsule. Kidney is one of the anatomical structures in which subcapsular hemorrhage
can be observed, and the patient may not have any clinical symptoms and may present with life-
threatening bleeding. The emergency physician should have the necessary knowledge and
equipment for the diagnosis, treatment and evaluation of these patients.

Figure 1.

5th International Emergency & Family Medicine Congress, Concorde Luxury Resort, TRNC
183



POSTER PRESENTATIONS 25

A Baby Boy Falling in an Unfortunate Object
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Introduction: Although head trauma is a common form of injury for the pediatric group,
penetrating head injuries are very rare. We report a 12 month-old baby who presented with a non-
missile penetrating head injury.

Casereport: A 12 month-old male baby was brought to the emergency department by his parents.
The parents claimed that he injured with a nail on a wood piece penetrating into his skull after a
ground-level fall while walking. The nail was removed by his father on the scene of the accident.
The physical examination revealed a punctate incision in the left occipital region. There was no
bleeding lesion, hematoma or stepping on the area. The baby was conscious, alert and agitated. No
pathological finding was detected during the neurological examination. The brain CT showed 0.5
cm occipital cortex discontinuity compatible with his lesion (Figure 1). There was no intracranial
parenchymal or vascular pathology. The patient was admitted to the neurosurgery ward for
observation for 24-hour. He was discharged with healing.

Figure 1. The brain CT of the patient showing puntate entrance point of the nail.

Conclusion: The penetration mechanism is divided into high and low-velocity injuries. Low-
velocity injuries often show local and limited damage unlike high-velocity injuries like gunshot
and missile injuries. Low-velocity injuries can be due to knife, nails, metal poles, ice picks, and
power drills. Even keys, pencils, and chopsticks may cause penetrating trauma. The pediatric
group is more susceptible to low-velocity penetrating head injuries due to their softer skull cortex
and the presence of open suture lines.

Key-words: Child, head injury, fall, occipital fracture.
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Introduction

“Avulsion” term is used when a broken bone piece pulled off by the tensile force of tendons or
ligaments. They compromise the function and movement of the affected joint. Tibial tubercle
fractures are rare and constitute only 3% of proximal tibial fractures. This condition, which is
usually seen in pediatric patients, is extremely rare in adults.

Case report

A 29 year-old male patient was brought to the emergency department due to sledgehammer
trauma on his right knee at the workplace. His vital parameters were normal. In the physical
examination, there was pain and swelling on the right tuberculosis tibia. The range of motion was
normal. No neurovascular deficit was detected. A lateral and anterior view X-ray of the right tibia
imaging was performed. An avulsion fracture of tuberosity was detected (Figure 1). The patient
was consulted to the orthopedics department. They recommended cold application, extremity
elevation, angle-adjustable knee brace and orthopedic polyclinic control after 1 week. The patient
was discharged with recommendations.

Figure 1. The lateral view of the knee.
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Conclusion

Tibial tubercle avulsion fractures are extremely rare trauma in adults. They usually occur due to
injury to the knee occurring in adolescence, during the transitional phase of physeal closure just
prior to completion of growth. Surgery is the first choice for anatomical reduction and stable
fixation to ensure anatomical healing in most of the cases. However, medical and conservative
treatment methods can be preferred rarely as in our patient.

Key-words: Tibial tubercle, avulsion fracture, emergency department, adult.
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Introduction
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The classic adult seatbelt composes of two parts; shoulder and lap belt. To keep kids as safe as
possible on the road, adults should choose the seat that's best suited to their age, height, and
weight. There are three main types of car seats: infant car seats, convertible car seats (including
3-in-1 and all-in-one models), and booster seats. Kids should use booster seats which raise
children's seating position so that the car's seat belt fits them until they're at least 8 years old and
140 cm tall.

Case

A 6-year-old girl involved in a head-on collision was brought to our emergency department by
ambulance. The patient was the only passenger using a lap seat belt in the rear seat while her
father (the driver) and mother were sitting in the front of the car with wearing lap and shoulder
seatbelts. A belt-like extending bruising line at the level of the umbilicus (Seatbelt sign) on the
abdomen was noticed during her physical examination. The rest of the abdominal and thorax
examinations were normal. She was oriented with a GCS of 14. There was motor deficit (5/5),
anesthesia and lost of reflexes on her lower extremities. Her vitals were as a blood pressure of
90/60 mmHg, 02 saturation of 98 %, heart rate of 86 beats/min. No laboratory test abnormality
was detected. Lomber CT revealed dislocation facet joints and lamina fractures of L1 and L2
(Figure 1). She required an immediate neurosurgical operation. Marked anterior disruption of the
dura was observed during the surgery except for the fractures and bilateral dislocation of the L1-
L2 facet joints. An open reduction and posterior spinal stabilization with transpedicular screws
(T11-T12,L1,L2), L1-L2 laminectomy, and dynamic rod placement were performed, the torn dura
was gathered. Imaging revealed the stable alignment of her lumbar hardware. Her post-
operational neurologic examination showed 4/5 muscle strength with return of reflexes. But a
hemoglobin drop was detected during the follow-up after the operation. The control abdominal
CT showed intra-abdominal free fluid reaching 2 cm. The patient was referred to a pediatric
intensive care center. She had a laparotomy for intestinal perforation on her 3th day. Her parents
were sufferred only from minor injuries.

Figure 1. The sagittal view of the lomber CT of the patient.

Conclusion

Motor vehicle crashes continue to be the leading cause of death for children 4 years and older,
although the increased awareness of child passenger safety in vehicles. The seatbelt (lap seatbelt)
syndrome describes an injury pattern infrequently seen in restrained passengers in motor vehicle
collisions. It occurs when sudden deceleration forces coupled with compression of the lap belt
around the abdomen causes abdominal wall bruising, intra-abdominal injuries, and spinal
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fractures. Childhood spinal traumas are less rare than adults and constitute 5-10% of all spinal
traumas. The avoiding of belt-positioning booster seats, improper use of 3-point belts or using
only lap seatbelt increases the risk of spinal and abdominal injuries by 45% in motor vehicle
accidents in children aged 4-9 years.

Key-words: Motor vehicle accident, spinal injury, lumbar dislocation, improper seatbelt use,
pediatric, emergency department, intra-abdominal organ injury.
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Introduction: Swollen foreign bodies are common pediatric presentations in emergency
departments, especially in children between the aged 1-3 years. In cases of sudden shortness of
breath, inability to swallow, and/or cyanosis, caregivers should be alert. Early recognition and
interventions are the key elements for preventing mortality and morbidity in out-of-hospital or
in-hospital settings.

Case: A mentally retarded 3-year-old boy was brought to the emergency department by his family
due to inability to consume solid foods for the last 2 days. The family declared that the child was
vomiting immediately after feeding with solid foods. The general condition of the boy was good.
He didn’t suffer from abdominal pain, fever, dyspnea or trauma. His abdominal and respiratory
examinations were in normal range. The routine hematologic, biochemical tests and chest x-ray
were ordered. The chest radiograph revealed a radiopaque round-shaped object with 1.5 cm in
diameter (Figure 1). The parents stated that they did not witness any swallowed object A foley
catheter (16 FR) was inserted via orogastric way and the tip was inflated when the level of the
object was passed. The catheter was gently withdrawn. A 50 cent coin was placed in front of the
balloon of the Foley catheter. A control chest x-ray was performed which showed no more foreign
body or additional pathology. The patient was discharged with healing after the confirmation of
consuming liquid and solid foods.

Figure 1. The AP and lateral view of the chest X-rays showing the foreign object and its
orientation.
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Conclusion: The evaluation is much more difficult when it comes to children and mentally
retarded groups due to the limitations in expressing themselves. The patients who swallowed
foreign objects do not always present in the acute stage or with dramatic life-threating symptoms.

Key-words: Emergency department, foreign body ingestion, child.
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Introduction

Foreign body ingestion is a frequent presentation in children aged 6 months to 6 years. In adults,
ingested foreign bodies generally occur with food. Bones of fish and chickens are common
examples. Treatment is determined according to the type of material ingested, physical and
clinical status of the patient.

Case report

A 53-year-old female patient admitted to the emergency department with the complaint of
swallowing a safety pin. She claimed that she swallowed it 15 minutes ago while holding the safety
pin holding in her mouth. The vitals were detected as a blood pressure of 180/100 mmHg, a heart
rate of 80/min, a saturation of 98%. The oropharynx was assessed as natural, both hemithoraxes
in the respiratory system participating equally in the respiration. No rales and rhonchi were
detected. The abdomen examination did not show any tenderness, defense or rebound. The X-ray
imagings revealed that the foreign body was in the thoracic region. The thorax CT was performed
to determine whether the foreign body was located in the bronchus or esophagus. It revealed that
the safety pin was stuck in in the middle 1/3 of the esophagus due to its open status. The patient
was consulted with general surgery. The patient underwent emergency endoscopy. During the
endoscopy, the foreign body was removed without any complication. The patient was admitted to
the general surgery department for follow-up.

Figure 1. X-ra i i the body.
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Conclusion

Ingested foreign bodies generally pass smoothly through the gastrointestinal tract, but only a few
are scheduled for endoscopy and surgery. Emergency esophagogastroduodenoscopy (EGD) is
performed when the esophagus is completely obstructed, and the object to be removed has a sharp
point or edge (due to the risk of perforation with mediastinitis or peritonitis). The history of the
patient and the physical examination in the emergency department guide to determine the further
imaging and the appropriate consultation.

Key-words: Foreign body ingestion, child, emergency medicine.
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You can trust “Calcium treatment”: The dramatic ECG correction
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Introduction

Hyperkalemia (serum K+ > 5.5 mmol/l) is one of the most important and life-threatening
metabolic emergencies in emergency departments due to cardiac arrhythmias and conduction
abnormalities. Severe hyperkalemia is frequently seen in patients with chronic renal failure or
end-stage renal disease. The common complains are palpitations, nausea, muscle weakness, or
paresthesia. Electrocardiography (ECG) can show “classic” findings such as tall 'tented’' T waves,
prolonged PR intervals, or expanded QRS complexes in cases of moderate or severe hyperkalemia.
In this case, we discussed a patient with hyperkalemia and ECG changes due to acute renal failure.
Case

A 57 year-old male patient presented with fatigue, and decubitis ulcers in the perianal region. His
medical history was remarkable for operated colon cancer with rectal metastasis with a colostomy
pouch. The vital parameters were normal. But the ECG showed wide QRS complex and tall tented
T wave (Figure 1A). The blood gas analysis showed a pH of 7.299, pCO: of 29.2, pO2 of 40.8, K* of
9.33 mEq/L, glucose of 64 mg/dL. The patient was monitored and hyperkalemia treatment
protocol started. The patient had a large volume of urine output. After 30 milliliters of 10%
calcium gluconate was given intravenously in 10 minutes, the sharp T waves and wide QRS
complex returned to normal dramatically (Figure 1B). Then iv glucose-insulin and nebulized
salbutamol were administered to performed. The biochemical analysis revealed BUN:101.6
mg/dL, Cr:12.57 mg/dL, K* :8.33 mEq/L and Na*:128 mEq/L. The patient was hospitalization to
ICU for emergency dialysis after the dialysis catheter was replaced.

Figure 1. The initial (A) and the post-treatment ECG (B) of the patient.
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A 5-step approach is recommended in the treatment strategy; cardiac protection, introducing
potassium into the cell, removing potassium from the body, monitoring serum K + and glucose
levels, and preventing a recurrence. Intravenous (iv) calcium salts (calcium chloride/gluconate)
are the first steps in cardiac protection for preventing the development of VT-VF.

Key-words: Hyperkalemia, emergency department, tall tented T waves, ECG.
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Introduction: Acute aortic dissection is difficult to diagnose and has a high mortality rate. The
aortic wall consists of three layers called intima, media and adventitia. Aortic dissection is defined
as the distal separation of the intima layer in the direction of blood flow as a result of the rupture
between the intima layer and the media layer in the aortic wall. Degeneration of the media layer
in the aortic wall consisting of elastic fibers and muscle cells is considered predisposing for
dissection.

Case: A 53-year-old male patient was admitted to the emergency department with sudden onset
epigastric pain. His history revealed that she was completely normal and could do her own things
before the complaints started. He stated that she could not lie on his back because of the pain after
his complaint had begun and when he tried to lie down, his pain was exacerbated. He had a history
of hypertension. His family history was unremarkable. He was on antihypertensitis. Vital signs at
admission were as; fever: 36.0 ° C, TA: right: 137/62 mmHg, left: 164 /79 mmHg, Nb: 65 / min, and
s02: 96% respiration rate: 24 / min. In physical examination GCS: 15, conscious open orientation
cooperative. Lungs and heart sounds are natural. No abdominal defensive or rebound. ECG: No
ischemic change in normal sinus rhythm. Other system findings were normal. Laboratory tests
showed; leukocytes: 19,000 / mm3 (4,000-10,000 / mm3), hemoglobin: 16.4 g / dl (12,00-14,00
g / dl) platelet: 287,000 (100,000-400,000 / mm3) CRP: 0.13 mg / L Creatinine: 1.18 mg / dl (0.75-
1.25 mg / dl) Blood urea nitrogen: 21 mg / dl (8.9-20.6 mg / dl) LDH: 221 U / L (125-220 U) / L).
The other parameters were within normal limits. Contrast-computed tomography (CT) was
performed for chest pain and differential diagnosis. CT showed changes in the aorta starting from
the arch level and extending to the proximal distal left iliac artery (Figure 1). Blood pressure
control was provided and the patient was transferred to cardiovascular surgery.

Discussion: Aortic dissection, which is difficult to diagnose clinically and laboratoryly, is easily
bypassable and has a high mortality rate, is a disease that should be paid attention especially by
emergency physicians. Apart from the typical complaints such as double arm blood pressure
difference, continuous and sharp chest and back pain, especially in elderly and hypertensive
patients; aortic dissection may also occur in patients with atypical symptoms such as abdominal
pain, leg pain, side pain, hematuria.
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Introduction: Acute appendicitis is one of the most common causes of acute abdomen.
Appendectomy is the most frequently performed intra-abdominal surgery. In the diagnosis of
acute appendicitis, a careful and good physical examination with a well-taken anamnesis is very
important. In addition, various laboratory and imaging techniques can be used to diagnose acute
appendicitis. However, the diagnosis is mainly based on history and clinical findings. Laboratory
and imaging techniques support, but never rule out, the diagnosis of acute appendicitis. In this
case, only the physical examination of our patient was significant, and his history, laboratory and
imaging results were found to be normal.

Case: A 43-year-old male patient was admitted to the emergency department with abdominal pain,
nausea and vomiting. His history revealed that his complaints started in the morning, his pain
started in the epigastric region and then collected in the right lower quadrant. He stated that he
had anorexia and mild fever but did not measure his temperature. The patient's medical history
was unremarkable. He wasn't on drugs. There was no trait in the family history. On admission,
vital signs were as; fever: 36.3 C, TA: 126/97 mmHg, Nb: 88 / min and s02: 95%. In physical
examination GCS: 15, conscious, cooperative, orientated. In the natural appearance of the
abdomen decreased bowel sounds; Other system findings are normal.
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Laboratory tests showed; leukocyte: 15,500 / mm3 (4,000-10,000 / mm3), hemoglobin: 14.8 g
/ dl (12,00-14,00 g / dl) platelet: 236,000 (100,000-400,000 / mm3) Creatinine: 0.8 mg / dl 0.75-
1.25 mg / dl) Blood urea nitrogen: 11 mg / dl (8.9-20.6 mg / dl) AST: 18 (5-34 U / L) ALT: 18 (0-
55U /L) CRP: 0.19 (0) -0.5 mg / dl). The other parameters were within normal limits. Intravenous
(iv) contrast enhanced abdominal computed tomography was normal. The patient was discharged
with ultrasound in the morning. The patient was admitted to the emergency department again
because his complaints did not regress and abdominal imaging was performed again. Intravenous
(IV) contrast enhanced abdominal computed tomography revealed intense inflammation and fluid
in the right lower quadrant pericheal fat tissue (Figure 1). The patient was consulted with the
general surgery clinic. Appropriate antibiotics and analgesics were started and hospitalization
was performed.

Discussion: Today, as a result of the fact that the physician becomes more dependent on laboratory
results, it prevents the examination findings to be given the value they deserve. Based on our case,
it is necessary to remind our physicians that the information they will obtain from a careful
examination may be diagnostic for many diseases but especially for acute appendicitis.

Figurel:
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Introduction: Acute mesenteric ischemia, first described in the late 15th century, is the most
common vascular disease of the small intestine. It is seen in elderly patients accompanied by
important comorbidities. The most important factor determining mortality is the presence of
intestinal necrosis and the length of the necrotic bowel segment. Skeptical approach and early
diagnosis increase treatment success.

Case: A 65-year-old male patient was admitted to the emergency department with sudden onset
abdominal pain, nausea and vomiting. In his history, it was learned that his complaints started in
the morning, had nausea and vomited 10 times. He didn't describe fever. He had diarrhea 3 times.
He had a history of bypass and atrial fibrillation 9 years ago. He was on warfarin. There was no
trait in the family history. Vital signs on admission were as; fever: 37.3 C, TA: 126/97 mmHg, Nb:
133 / min and sO2: 97%. In physical examination GCS: 15, conscious, cooperative, orientated.
Lungs and heart sounds are natural. There was no comfortable defender or rebound in the
abdomen. ECG: Atrial fibrillation, tachycardia and no ischemia. Other system findings were
normal. Laboratory tests showed; leukocytes: 8,700 / mm3 (4,000-10,000 / mm3), hemoglobin:
10.8 g/ dl (12,00-14,00 g / dl) platelet: 145,000 (100,000-400,000 / mm3) Creatinine: 1.01 mg /
dl 0.75-1.25 mg / dl) Blood urea nitrogen: 25 mg / dl (8.9-20.6 mg / dl) AST: 26 (5-34 U / L) ALT:
15 (0-55 U / L) CRP: 1.99 (0) -0.5 mg / dl). INR: too high to be measured. The other parameters
were within normal limits. Intravenous (iv) contrast enhanced abdominal computed tomography
showed mesenteric ischemia (Figure 1). The patient was consulted with the general surgery clinic.
Appropriate antibiotics and analgesics were initiated and hospitalized for surgery.

Discussion: Acute mesenteric ischemia (AMI) is an uncommon pathology, usually seen in the
elderly, which is life-threatening, with high mortality rates despite advances in diagnosis and
treatment and reported in very different rates (30-97%) in the literature. Atypical symptoms in
this disease, the presence of predisposing diseases, delayed surgical intervention due to
difficulties in diagnosis cause high mortality. Intestinal blood flow is impaired as a result of
mesenteric vascular insufficiency due to atherosclerosis, mesenteric artery embolism, generalized
vasospasm and mesenteric vein thrombosis. Doubt and early diagnosis in AMI, recovery of
circulation before bowel necrosis are the factors affecting prognosis.

Figurel:
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Introduction: Acute pancreatitis is an acute inflammation of the pancreas. The disease is
characterized by pathological changes of varying severity, ranging from mild form of edematous
pancreatitis to severe necrotizing pancreatitis. Therefore, the prognosis of the disease is also
variable. In 85-90% of the cases, mild and self-limited pancreatitis attacks caused by edematous
interstitial inflammation, and severe pancreatitis disease develop in 10-15%. In severe
pancreatitis, local or systemic complications with high mortality may occur. In this case, we aimed
to present a pancreatitis patient with normal laboratory values.

Case: A 36-year-old male patient was admitted to the emergency department with abdominal pain
and nausea. His history revealed that he had nausea that started two hours before his admission
to the hospital. He hadn't used alcohol in 7 years and he was a social drinker. He had no history of
gallstones. The patient's medical history was unremarkable. He wasn't on drugs. There was no
trait in the family history. Vital signs at presentation were as; fever: 36, C, TA: 177/137 mmHg, Nb:
77 / min and sO2: 95%. In physical examination GCS: 15, conscious, cooperative, orientated. The
intestinal sounds were reduced in the abdominal natural appearance and epigastric diffuse
tenderness was present in the abdomen. There was no defender and rebaund. Other system
findings were normal. Laboratory tests showed; leukocytes: 13,300 / mm3 (4,000-10,000 / mm3),
hemoglobin: 16.7 g / dl (12,00-14,00 g / dl) platelet: 235,000 (100,000-400,000 / mm3) CRP: 0.15
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mg / day. L (0-0.5 mg / L) Creatinine: 0.91 mg / dl (0.75-1.25 mg / dl) Blood urea nitrogen: 9 mg
/ dl(8.9-20.6 mg / dl) AST: 25 (5-34 U / L) ALT: 56 (0-55U / L) amylase: 38 (25-125 U / L) lipase:
13 (8-78 U / L) LDH: 149 (125-220 U / L) glucose: 101 ( 70-105 mg / dl). The other parameters
were within normal limits. Intravenous (IV) contrast enhanced abdominal computed tomography
showed increased pancreatitis density (Figure 1). The patient was consulted with the internal
medicine clinic. Appropriate antibiotics and analgesics were started and hospitalized in the
internal medicine department.

Discussion: Contrast-enhanced abdominal CT imaging should be performed in patients presenting
to the emergency department with typical abdominal pain, although patients with amylase and
lipase values are normal in the diagnosis of pancreatitis. Normal amylase lipase values do not rule
out pancreatitis. Patients with pancreatitis with typical belt pain and CT should be treated with an
internal patient.

Figurel:
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Introduction: Carbon monoxide (CO) intoxication is rare in hookah smokers. CO intoxication
usually begins with nonspecific complaints such as nausea, loss of appetite and fatigue. After
prolonged exposure, altered consciousness may even develop cardiopulmonary arrest. In this
case, we aimed to present a patient who had complete syncope due to CO intoxication after
smoking a hookah.

Case: A 45-year-old female patient was admitted to the emergency department with the complaint
of fainting that developed after smoking a hookah. Her history revealed that he had fainted after
passing dizziness that she had smoked a hookah in the cafe 2 hours before admission to the
hospital. The patient's medical history was unremarkable. She wasn't on drugs. There was no trait
in the family history. Vital signs on admission were as; fever: 36, C, TA: 113/73 mmHg, Nb: 77 /
min and sO2: 96%. In physical examination GCS: 15, conscious, cooperative, orientated.
Neurological examination intact. Right zygoma palpation sensitivity mouth opening restricted
periorbital edema and ecchymosis present. Heart sounds was rhythmic. No lung sounds, no rales,
no rhoncus. Other system findings are normal. Laboratory tests showed; leukocytes: 15,100 /
mm3 (4,000-10,000 / mm3), hemoglobin: 12.4 g / dl (12,00-14,00 g / dl) platelet: 351,000
(100,000-400,000 / mm3) CRP: 0,4 mg / ml. L (0-0.5 mg / L) Creatinine: 0.8 mg / dl (0.75-1.25 mg
/ dl) Blood urea nitrogen: 18 mg / dl (8.9-20.6 mg / dl) AST: 46 (5-34 U / L) ALT: 35 (0-55U /L)
pH: 7.47 sO2: 96 (95-99%) pCO2: 33 (32-48 mmHg) in blood gas HCO3: 25 (22-26 mEg / L) CO:
21% (0.5-1.5%). The other parameters were within normal limits. Computed tomography showed
displaced fracture in the right zygomatic arch (Figure 1). The patient was evaluated by the plastic
surgery clinic. It was evaluated as carbon monoxide intoxication and sent to the center where
hyperbaricoxygen treatment was applied.

Discussion: CO intoxication cases due to hookah smoking applied to emergency services especially
in winter, and complaints of headache, nausea and dizziness. The patient's history usually includes
the presence of confined spaces such as cafes. These people have no complaints a few hours before
going to the cafe. Therefore, anamnesis should be deepened and CO intoxication should be
considered in patients presenting with such non-specific complaints. Hookah use has increased in
recent years, especially in the young population. Due to this increase, CO intoxication is an
important diagnosis that should be kept in mind in patients presenting to the emergency
department with nonspecific complaints such as fatigue, fatigue, fainting.

Figurel:
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CT negative subarachnoid hemorrhage
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Introduction: Subarachnoid hemorrhage (SAH) is a condition in which blood passes to
cerebrospinal fluid (CSF). [t usually occurs after aneurysm rupture (85%). SAH should be managed
quickly and accurately. Headache is the most common cause of admission to the emergency
department in SAH. The rate of misdiagnosis in SAH patients admitted to the emergency
department is reported as 5%. In this case, we aimed to present a patient with headache who had
normal brain tomography and diagnosed as SAH with lumbar puncture.

Case: A 53-year-old male patient presented to the emergency department with severe headache.
His history revealed that headache had started 3 days ago and was exacerbated. He said that this
was the most severe headache of his life and he vomited once. Fever and chills did not describe
the focus of infection. The patient had no history of trauma and no carbon monoxide exposure. He
had hypertension. His family history was unremarkable, he was not taking any medication.Vital
signs on admission were as; fever: 36.0 ° C, TA: 146/95 mmHg, Nb: 95 / min and sO2: 95%. On
physical examination, GCS: 15 was conscious, cooperative, orientated. There is no IR + / +
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isochoric motor sensory deficit in neurological examination. Lungs and heart sounds are natural.
There was no comfortable defender or rebound in the abdomen. On rectal examination, the
ampule was empty and the prostate was palpable. ECG: In normal sinus rhythm, there were no
signs of tachycardia or ischemia. Other system findings were normal. Laboratory tests showed;
leukocytes: 10,400 / mm3 (4,000-10,000 / mm3), hemoglobin: 14.7 g / dl (12,00-14,00 g / dl)
platelet: 211,000 (100,000-400,000 / mm3) CRP: 0,49 mg / ml. L (0-0.5 mg / L) Creatinine: 0.96
mg / dl (0.75-1.25 mg / dl) Blood urea nitrogen: 16 mg / dl (8.9-20.6 mg / dl). INR: 0.9 (0.75-1.27)
Carboxyhemoglobin: 1.2%. The other parameters were within normal limits. Computed
tomography (CT) was performed for the differential diagnosis of headache and was found to be
normal. Headache persisted and lumbar puncture (LP) was planned. Xanthochromic appearance
was detected in CSF material (Figure 1). The patient was evaluated as CT negative SAH. The patient
was evaluated by the neurosurgery and neurosurgery clinics.

Discussion: The most commonly used radiological examination in patients admitted to the
emergency department with severe headache clinic is non-contrast CT. However, the absence of
SAH in noncontrast series does not exclude the presence of aneurysm, although it may exclude the
diagnosis of ruptured aneurysm. Lumbar puncture is a guide for SAH in CT negative patients.

Figure 1:
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Introduction: Deep neck infections are infections that begin in the potential cavities of the neck
and have a rapid onset that can rapidly develop into abscess formation if left untreated. In cases
where early diagnosis or insufficient treatment is applied, deep neck infections cause serious
complications due to their proximity to vital structures.

Case: A 27-year-old male patient was admitted to the emergency department with complaints of
dysphagia and difficulty in breathing. It was learned that his complaints started about an hour ago.
He has no history of tooth sensitivity pain, anorexia and mild fever, but does not measure fever.
The patient's medical history was unremarkable. He wasn't on drugs. There was no trait in the
family history. On admission, vital signs were as; fever: 36.5 C, TA: 140/80 mmHg, Nb: 108 / min
and sO2: 95%. In physical examination GCS: 15, conscious, cooperative, orientated. Oropharynx
natural. Diffuse crepitation was performed by palpation under the skin in the neck. Heart sounds
no arrhythmic murmur. Pulmonary sounds were normal and no rhonchus. No defensive rebaund
in the natural view of the abdomen. Other system findings are normal. Laboratory tests
showed; leukocytes: 10,200 / mm3 (4,000-10,000 / mm3), hemoglobin: 10.2 g / dl (12,00-14,00
g / dl) platelet: 223,000 (100,000-400,000 / mm3) Creatinine: 0.78 mg / dl 0.75-1.25 mg / dl)
Blood urea nitrogen: 12 mg / dl (8.9-20.6 mg / dl) AST: 31 (5-34 U / L) ALT: 18 (0-55 U / L) CRP
<0.10(0) -0.5 mg / dl). The other parameters were within normal limits. Intravenous (iv) contrast-
enhanced computed tomography showed diffuse air appearance at the lower neck level, which
was distributed between the facial planes by surrounding all vascular structures and trachea
(Figure 1). The patient was consulted with otolaryngology clinic. Appropriate antibiotics and
analgesics were started and he was admitted to the ENT service.

Discussion: Deep neck infection (DNI) is characterized by the development of infection in the
potential spaces between cervical fascia. Today, widespread use of antibiotherapy and improved
imaging techniques have resulted in a significant reduction in the incidence of DNI and life-
threatening complications due to DNI. However, especially in the elderly and individuals with
systemic diseases such as diabetes, DNI is still seen frequently and can be mortal. Deep neck
infections can cause many life-threatening complications such as mediastinitis, airway
obstruction, jugular vein thrombosis, pneumonia, pleural effusion and septic shock.

Figure 1:
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Introduction: The use of ultrasonography in lung pathologies is not as common as that in pleural
pathologies. Due to difficulties in sonographic imaging of the lung, findings are predominantly
based on imaging of artifacts. Ultrasonography has gained importance in the evaluation of
emergency cases recently due to its advantages such as widespread usage, low cost, bedside usage
and real-time imaging, and no radiation exposure.

Case: A 20-year-old male patient was admitted to the emergency department with complaints of
increased pain in his right chest. It was learned that his complaints started yesterday evening. He
did not have a history of punomothorax. It was tall and thin. Cough did not describe sputum. The
patient’'s medical history was unremarkable. He wasn't on drugs. There was no trait in the family
history.

Vital signs on admission were as; fever: 37.4 C, TA: 118/91 mmHg, Nb: 108 / min and s02: 95%.
In physical examination GCS: 15, conscious, cooperative, orientated. Heart sounds no arrhythmic
murmur. Pulmonary sounds decreased in the right apex, no rales, no rhonchi. No defensive
rebaund in the natural view of the abdomen. ECG: no ischemic finding in normal sinus rhythm.
Other system findings are normal. Laboratory tests showed; leukocytes: 17,200 / mm3 (4,000-
10,000 / mm3), hemoglobin: 17.2 g / dl (12,00-14,00 g / dl) platelet: 253,000 (100,000-400,000
/ mm3) 0.75-1.25 mg / dl) Blood urea nitrogen: 11 mg / dl (8.9-20.6 mg / dl) AST: 15 (5-34U / L)
ALT: 12 (0-55U / L) CRP <0.10 (0-0.5 mg / dl). The other parameters were within normal limits.
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There was no gliding sign on the bedside lung ultrasound. M-mode ultrasound showed a barcode
sign. The patient was diagnosed with pneumothorax (Figure 1). The patient underwent tube
thoracostomy and was admitted to the thoracic surgery department.

Discussion: Although the use of thoracic ultrasonography in the emergency department is limited,
it is easily accessible and very helpful in the differential diagnosis given the limited duration of
emergency intervention and diagnosis. Therefore, its use and awareness should become
widespread.

Figure 1:
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Introduction: Brain haemorrhage refers to bleeding in the brain tissue (intracerebral) or between
the surrounding membranes and bone (subarachnoidal, subdural, epidural). These hemorrhages
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can be traumatic, which can be caused by a blow to the brain for any reason, as well as
hypertension and any other systemic disease. In this case, we aimed to present epidural
hemorrhage after trauma.

Case: A 36-year-old male patient presented to the emergency department with head trauma. In
his story, he stated that his complaint was after alcohol intake and he did not remember exactly
how to he fell. He didn't use anticoagulan medication. There was no trait in the family history. Vital
signs at presentation were as; fever: 36, C, TA: 127/77 mmHg, Nb: 87 / min and sO2: 95%. On
physical examination, GCS: 14, prone to drowsiness, semicooperating, oriented pupillary isochoric
light reflex + / + no motor deficit. There is dermabrasion and bleeding in the left occipitoparietal
region. No cervical tenderness in the neck. Other system findings are normal. Laboratory tests
showed; leukocyte: 12,700 / mm3 (4,000-10,000 / mm3), hemoglobin: 14.2 g / dl (12,00-14,00 g
/ dl) platelet: 181,000 (100,000-400,000 / mm3) Creatinine: 0.79 mg / d1 0.75-1.25 mg / dl) Blood
urea nitrogen: 14 mg / dl (8.9-20.6 mg / dl) AST: 23 (5-34 U / L) ALT: 22 (0-55 U / L). The other
parameters were within normal limits. Computed tomography revealed epidural bleeding in the
left posterior parietal region (Figure 1). The patient was consulted with brain surgery. The patient
was transferred to the brain surgery clinic for emergency surgery.

Discussion: Epidural hemorrhage occurs between the thick membrane of the brain (dura) and
bone. They occur as a result of injury to the vessels on the dura after trauma, usually accompanied
by a fracture of the skull bone. They occur in 0.2-0.6% of all head traumas. The clinic is presented
in three ways, the first is the lucid interval, the second is completely closed and does not open at
all, and the third is blurred of consciousness.The treatment is follow-up or surgery according to
the amount of blood accumulated between the dura and the bone and the degree of pressure to
the brain. If there is a small amount of blood accumulation, the patient can be followed up under
close observation. If the decision is surgical, it should be applied very quickly. Surgically, the blood
between the dura and bone is drained and the bleeding locus is stopped.

Figurel:
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Liver hydatid cyst
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Introduction: Liver hydatid cyst is a parasitic disease which is common in many countries of the
world. Since most cases are asymptomatic, they often occur incidentally by ultrasound (US),
tomography (CT) or magnetic resonance imaging (MRI). Once the differential diagnosis is made
and the type of hydatid cyst is determined, the options for treatment are clear.

Case: A 68-year-old female patient was admitted to the emergency department with abdominal
pain and nausea. In her history, she complained of nausea and vomited once. It was learned that
the pain passed from time to time. The patient's medical history was unremarkable. She wasn't on
drugs. There was no trait in the family history. Vital signs at presentation were as; fever: 36, C, TA:
177/137 mmHg, Nb: 77 / min and sO2: 95%. In physical examination GCS: 15, conscious,
cooperative, orientated. The intestinal sounds were reduced in the abdominal natural appearance
and epigastric diffuse tenderness was present in the abdomen. There was no defender and

5th International Emergency & Family Medicine Congress, Concorde Luxury Resort, TRNC
203



rebaund. Other system findings were usual. Laboratory tests showed leukocytes: 18,400 / mm3
(4,000-10,000 / mm3), hemoglobin: 13.3 g / dl (12,00-14,00 g / dl) platelet: 181,000 (100,000-
400,000 / mm3) CRP: 2.31 mg / L 0-0.5 mg / L) Creatinine: 0.76 mg / dl (0.75-1.25 mg / dl) Blood
urea nitrogen: 10 mg / dl (8.9-20.6 mg / dl) AST: 17 (5-34 U / L) ALT: 16 (0-55U / L) LDH: 179
(125-220 U / L). The other parameters were within normal limits. Intravenous (IV) contrast-
enhanced abdominal computed tomography revealed a calcified mass in the right lobe of the liver
that was compatible with a stage 4-5 hydatid cyst with a diameter of 5 cm (Figure 1).

Discussion: The main principles in the treatment of hepatic hydatid cysts are killing and / or
removing the intermediate host form of the parasite that causes the disease, preventing the
complications that may be caused by the cyst, emptying and closing it without problems. The ideal
treatment should ensure complete cure of the disease, and the morbidity and mortality should be
minimal. The emergency medical professional should know that calcified liver cysts are not
operated and should not be concerned when discharging the patient.

Figurel:
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Orbital cellulitis after rhinoplasty

Mazlum Kili¢l, Rohat Ak?

1. Fatih Sultan Mehmet Education and Research Hospital, Department of Emergency Medicine,
Istanbul, Turkey
2. Kartal Dr. Liitfi Kirdar Education and Research Hospital, Department of Emergency Medicine,

Istanbul, Turkey

5th International Emergency & Family Medicine Congress, Concorde Luxury Resort, TRNC
204



Introduction: Infection of the orbital tissues can be seen at any age, but it is a more common clinical
condition in the pediatric age group. Since there may be vision and even life-threatening
complications, rapid diagnosis and treatment should be performed. Periorbital infections are
classified according to anatomical location and severity. Orbital cellulitis is an infection that is
located behind the orbital septum. Spread of infection from structures adjacent to the orbit,
trauma or surgical result of the infectious agent, direct inoculation to the orbit, or hematogenous
spread from the distal focal area may develop after dental infection.

Case: A 38-year-old female patient presented to the emergency department with the complaint of
redness in both eyes and swelling of the face. She had a history of septorhinoplasty 7 days ago. She
stated that the swelling had started three days ago. There were no features in her history and
family history. She wasn't on drugs. On admission vital signs were as; fever: 36.5 ° C, TA: 110/71
mmHg, Nb: 78 / min, and sO2: 97% respiratory rate: 12 / min. In physical examination GCS: 15,
open consciousness, cooperative orientation. No palpation lymphadenopathy in head and neck
examination. The oropharynx have a natural appearance and no uvula edema. There is widespread
edema on the face. Facial palpation is painful, redness and heat increase (Figure 1). Ciprofloxacin
400 mg 2x1 was started as treatment. The patient was consulted with ophthalmology clinic,
otolaryngology and infectious diseases clinic. He was admitted to the infectious diseases clinic
with the diagnosis of orbital cellulitis.

Discussion: The most common cause of orbital cellulitis is the local spread of infection in the
sinuses adjacent to the orbit. It has a clinical picture characterized by redness of the eyelids and
eyes, decreased visual level, limited eye movements, chemosis, pupil light reactions, orbital pain
and proptosis. Subperiostal and orbital abscesses may occur depending on the severity of the
infection. Intra-orbital infections due to venous anastomoses and anatomic proximity may cause
complications that increase morbidity and mortality, such as cavernous sinus thrombosis and
brain abscess.

Figure 1:
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Pneumocephalus due to lumbar puncture
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Istanbul, Turkey
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Istanbul, Turkey

Introduction: Pneumocephalus is rarely seen after lumbar puncture (LP). Pneumocephalus has
been reported to occur in patients undergoing spinal anesthesia by lumbar spinal catheter. It is
also known that lumbar drainage usually causes or increases pneumocephalus in patients with
posttraumatic cerebrospinal fluid (CSF) fistula.

Case: A 65-year-old male patient presented to the emergency department with severe headache.
In his history, it was learned that he underwent LP and headache exacerbated after LP. Fever and
chills did not describe the focus of infection. There was no history of trauma. There were no
features in his history and family history. he was not taking any medication.

Vital signs on admission were as; fever: 36.0 ° C, TA: 165/85 mmHg, Nb: 95 / min and sO2:
95%. On physical examination, GCS: 15 was conscious, cooperative, orientated. No stiff neck. Lungs
and heart sounds are natural. There was no comfortable defender or rebound in the abdomen.
ECG: In normal sinus rhythm, there were no signs of tachycardia or ischemia. Other system
findings were normal. Laboratory tests showed; leukocytes: 10,400 / mm3 (4,000-10,000 / mm3),
hemoglobin: 14.7 g / dl (12,00-14,00 g / dl) platelet: 211,000 (100,000-400,000 / mm3) CRP: 0,49
mg / ml. L (0-0.5 mg / L) Creatinine: 0.96 mg / dl (0.75-1.25 mg / dl) Blood urea nitrogen: 16 mg
/dl(8.9-20.6 mg / dl). INR: 0.9 (0.75-1.27) Carboxyhemoglobin: 1.2%. The other parameters were
within normal limits. Computed tomography (CT) was planned for the differential diagnosis of
headache. On brain CT, the air-densities in the quadrigeminal cistern on the left were noted
(Figure 1). Anti-edema and analgesic treatment was started. The patient was admitted to the
neurosurgery clinic.

Discussion: The presence of air in the intracranial space is defined as pneumocephalus. It was first
described by Chiari in 1884. The most common cause of pneumocephalus is head trauma.
Pneumocephalus rarely develops after LP. Pneumocephalus may occur in the intracranial area in
epidural, subdural, subarachnoid and intraparenchymal compartments. Pneumocephalus after
lumbar puncture occurs more frequently in subarachnoid and intraventricular distance as in our
case. During LP, the air passing through the spinal subarachnoidal space moves upward and
passes through the foramen luschka and magendie to the intracranial and subarachnoidal space.
As a result; Pneumocephaly rarely develops after lumbar puncture. This complication should be
considered especially in patients with refractory headache and whose neurological picture
regresses after LP and CT should be taken for diagnosis.

Figurel:
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Pulmonary abscess
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Istanbul, Turkey

Introduction: Pulmonary abscess is a localized suppurative lesion caused by pyogenic
microorganisms causing tissue necrosis and cavity formation in the lung parenchyma. They are
classified as primary and secondary in terms of etiology and clinic and these two subgroups are
distinguished in terms of diagnostic features and treatment. In this case, we aimed to present a
patient who presented with nausea and vomiting and diagnosed as lung abscess.
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Case: A 55-year-old male patient was admitted to the emergency department with nausea and
vomiting. [t was learned that his complaints started yesterday evening. He described vomiting 1
time and vomiting contained abundant phlegm. He stated that he had anorexia and mild fever but
did not measure his temperature. The patient's medical history was unremarkable. He wasn't on
drugs. There was no trait in the family history. Vital signs on admission were as; fever: 37.4 C, TA:
118/91 mmHg, Nb: 108 / min and sO2: 95%. In physical examination GCS: 15, conscious,
cooperative, orientated. Heart sounds no arrhythmic murmur. Pulmonary sounds were rales up
to tachypneic coarse and bilateral middle zones. No defensive rebaund in the natural view of the
abdomen. Other system findings are normal. Laboratory tests showed; leukocytes: 25,500 / mm3
(4,000-10,000 / mm3), hemoglobin: 14.5 g / dl (12,00-14,00 g / dl) platelet: 216,000 (100,000-
400,000 / mm3) 0.75-1.25 mg / dl) Blood urea nitrogen: 14 mg / dl (8.9-20.6 mg / dl) AST: 17 (5-
34U /L) ALT: 18 (0-55 U / L) CRP: 23.37 (0) -0.5 mg / dl). The other parameters were within
normal limits. Lung X-ray revealed lung abscess (Figure 1). The patient was consulted with chest
surgery clinic. Appropriate antibiotics and analgesics were started and hospitalized in the thoracic
surgery department.

Discussion: Patients typically show signs of upper respiratory tract infection. High fever, cough,
and often toxic appearance. Chest pain may accompany the picture. Hemoptysis is the precursor
of the discharge of the necrotic contents of the abscess cavity. This first symptom is followed by
purulent sputum production in purulent and sometimes abscesses due to anaerobes. With the
opening of the abscess in the bronchus, vomiting may be abundant. Pulmonary abscess is
recognized by the appearance of air-fluid level in the lung film. Occasionally, atelectasis,
pneumothorax, pleural thickening may obscure the typical cavity image. In addition, if the abscess
cavity is opened to the pleural cavity, it is possible to encounter pneumothorax and
pyopneumothorax image on direct radiography. Nowadays, computerized thoracic tomography
(CT), which enables us to better monitor the cavitary image, has become more widely used.
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Stevens Johnson Syndrome
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Introduction: Stevens Johnson Syndrome (S]S) is a rare but life-threatening mucocutaneous
disease. It was first described by two American doctors Steven and Johnson in 1922 with acute
purulent conjunctivitis, severe stomatitis and erythema multiforme-like skin lesions in two
children. It is characterized by mucosal involvement due to widespread epidermal necrosis and
keratinocyte apoptosis, which is often caused by drugs.

Case: A 58-year-old male patient was admitted to the emergency department with redness of his
arms and legs after taking medication. He had a history of rashes on his arms and legs after taking
20 diazepam 5 mg tablets for suicidal purposes 6 days ago. Vital signs at presentation were as;
fever: 36, C, TA: 127/77 mmHg, Nb: 95 / min and sO2: 95%. On physical examination, GCS: 15 was
conscious, cooperative, orientated. No rhythmic murmur of heart sounds. No lung sounds, no rales,
no rhonchi. There was no comfortable defender or rebound in the abdomen. He had purpuric limbs
and erode and ulcerated lesions on the contact areas. It was evaluated as subcutaneous
hemorrhage. Active cutaneous bleeding focus was not observed (Figure 1). Other system findings
were normal. Lboratory tests showed; leukocytes: 12,400 / mm3 (4,000-10,000 / mm3),
hemoglobin: 14.1 g /dl (12,00-14,00 g / dl) platelet: 169,000 (100,000-400,000 / mm3) CRP: 3,98
mg / ml. L (0-0.5 mg / L) Creatinine: 0.71 mg / dl (0.75-1.25 mg / dl) Blood urea nitrogen: 9 mg /
dl (8.9-20.6 mg / dl) AST: 19 (5-34 U / L) ALT: 16 (0-55 U / L) INR 0.96 (0.75-1.27). The other
parameters were within normal limits. The patient was admitted to the dermatology service.

Discussion: The most common cause of SJS is drug use. Various factors have been blamed on the
development of drugs and SJS. The most important of these is the activation of Fas antigen
responsible for apoptosis by drugs. In addition, there is a decrease in the clearance of reactive
metabolites in patients with slow acetylating activity due to a slowdown in drug metabolism.
Consequently, cell-associated cytotoxicity occurs against the epidermis. More than one hundred
drugs are associated with the development of SJS. Although there are different results in various
studies, the most commonly responsible agents are antibiotics, anticonvulsants and NSAIDs. In
1995, Roujeau et al. Found that sulfonamides were the most common drugs causing SJS. In
conclusion, it should be kept in mind that SJS is a rare but life-threatening disease and it is an
immune reaction against many of the most commonly used drugs that can reduce mortality with
appropriate and rapid treatment.

Figurel:

5th International Emergency & Family Medicine Congress, Concorde Luxury Resort, TRNC
209



POSTER PRESENTATIONS 45
Supine hypotensive syndrome
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Introduction: Intraabdominal masses are usually asymptomatic and sometimes insidious or
sometimes clinically surprising in size and volume. When their size is too large, signs of acid,
abdominal distention and compression may occur due to tumor secretion. They may cause
hypotension due to inferior vena cava press and even diaphragm and cause respiratory distress.
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Case: An 82-year-old female patient presented to the emergency department with dyspnea and
inability to lie on her back. In her history, it was learned that despite the swelling in the abdomen,
there was a weakening in the trunk and extremities, excessive fatigue, and she could not perform
her daily activities. She said that when she turned to the left, she could breathe more easily and
her complaints regressed. The patient had a history of parkinson's disease. She wasn't on drugs.
There was no trait in the family history. Vital signs at presentation were as; fever: 36, C, TA:
101/59 mmHg, Nb: 69 / min and sO2: 90%. GKS: 15, conscious, cooperative, orientated. On
physical examination, the abdomen was highly distended and had tenderness in palpation, and
auscultation revealed hypoactive bowel sounds. There was no defender and rebaund. Other
system findings were normal. When the patient was turned to the left, dyspnea and hypotension
regressed. Laboratory tests showed; leukocytes: 5,100 / mm3 (4,000-10,000 / mm3), hemoglobin:
8.9 g/ dl(12,00-14,00 g / dl) platelet: 287,000 (100,000-400,000 / mm3) CRP: 8,61 mg / day. L
(0-0.5mg / L) Creatinine: 0.7 mg / dl (0.75-1.25 mg / dl) Blood urea nitrogen: 15 mg / dl (8.9-20.6
mg / dl) AST: 8 (5-34 U / L) ALT: 6 (0-55 U / L). The other parameters were within normal limits.
Intravenous (IV) contrast-enhanced abdominal computed tomography showed a 20 cm wide
lobulated irregularly contoured mass extending from pelvis to right hypochondrium in the
abdomen (Figure 1). Contrast-enhanced thoracic CT revealed no pneumonia or pulmonary
embolism to explain dyspnea. The patient was admitted to the general surgery clinic.

Discussion: Supine hypotensive syndrome has been reported in pregnant women and patients
with giant abdominal mass due to varying degrees of compression in the inferior vena cava. There
are several clinical indicators to help explain the pathological process in all cases, such as
peripheral edema, dyspnea, orthopnea, decreased exercise tolerance, abdominal tension,
hypotension, worsening of oliguria and increased jugular pressure. Subclinical [VC syndrome may
develop in most people with liver and kidney cysts in addition to ovarian cysts. This syndrome is
sometimes compensated primarily by the appropriate intravascular volume and hemostatic
mechanisms caused by the activation of the sympathetic system. The absence of characteristic
signs and symptoms of congestive heart disease does not rule out potentially hemodynamically
significant IVC syndrome. When these mechanisms (compensation mechanisms) are disrupted,
there may not be full compensation and signs of reduced venous return may become apparent.
Supine hypotensive syndrome is more common in advanced trimester pregnants. However, it is a
rare diagnosis that should be kept in mind in cases with giant intraabdominal masses.

Figurel:
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KURU iGNE TEDAVIiSi SONRASINDA GELiSEN ANi PNOMOTORAKS

Fevziye Tiirkoglu Gen¢1, Ahmed Cihad Gen¢1, Pinar Ozatak2, Baris Onur Sargin2, Dilara Sargin3,
Ceyhun Varim1

1Sakarya Universitesi Egitim Arastirma Hastanesi I¢ Hastaliklar1 ABD,Sakarya; 2Saghk Bilimleri
Universitesi Bagclar Egitim Arastirma Hastanesi Acil Tip Klinigi, Istanbul; 3Saghk Bilimleri
Universitesi Kanuni Sultan Siileyman Egitim Aragtirma Hastanesi i¢ Hastaliklar1 ABD, Istanbul
GIRIS: Intramiiskiiler stimiilasyon ya da herhangi bir ila¢ veya soliisyon icermediginden kuru igne
tedavisi de denilen yontem, en sik miyofasiyal agr1 tedavisinde kullanilan, minimal invaziv bir
yontemdir. Cesitli sebeplerle gerilen miyofasiyal tetik noktanin olusturdugu bolgesel agrilara
uygulanir. Biz de bu vakamizda kuru igne uygulamasindan sonra gelisen ani nefes darlig
oldugumuzu sunmak istedik.

OLGU: 34 yasinda erkek hasta, ani gelisen nefes darlig1 sikayeti ile acil servise basvurdu. Daha
once boyle bir nefes darlig: sikayetinin olmadigini, aniden basladiginy, sirt agrisinin da oldugunu
belirtti. Yakin zamanda uc¢ak yolculugu yapmamis. Myofasiyal agri sendromu haricinde bilinen
kronik bir hastalig1 olmadigini ve hig sigara icmedigini belirtti. Hasta myofasiyal agrilar1 icin daha
once 8 seans kuru igne tedavisi almis. Uygulayici kuru igne tedavisinde rutinde kullanilan kisa ve
daha ince igne yerine 40mm, 27 gauge igne kullanmis. Son seans sol sirt postero-apikal bolgeye
uygulanmis ve seans sonrasi yaklasik 15 dakika sonra nefes darligi baslamis.

BULGULAR: S02:90, TA:125/75, nab1z:110/dk olan hastanin sol akcigeri solunuma katilmamakla
birlikte solunum sesleri alinamiyordu. Kardiyak muayenesinde tasiaritmisi mevcuttu. Pretibial
06demi yoktu ve alt ekstremite nabazanlari bilateral esit palpabildi. Hastanin boyu 183cm, kilosu
78 kg ve sigara icicisi degildi. EKG: siniis ritmi, tasikardik oldugu goruldii. Posterior-anterior
akciger grafisinde sol pnomotoraks saptandi(Resimde pnomotoraks beyz oklarla gosterilmistir).
2ml/dk nazal oksijen tedavisi baslanarak hospitalize edildi ve invaziv isleme gerek kalmadan takip
edilerek sifa ile taburcu edildi.
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SONUC: Miyofasiyal agr1 tedavisinde son yillarda igneleme tedavileri artan oranda
kullanilmaktadir. Akupunktur, ila¢ enjeksiyonlari, kuru igne tedavileri bunlardan birkag¢idir.
Akupunkturda igneler belli noktalara batirilarak, belli bir stire beklenir; kuru igne tedavisinde ise
igne gergin olan kaslara uygulanir ve hemen ¢ikarilir. Bu tip yontemler her ne kadar minimal
invaziv bir yontem sayilsa da kisisel deneyime ve ekipmana bagh oldugu, pnémotoraks gibi
komplikasyonlara neden olabilecegi akilda tutulmalhdir.

Anahtar Kelimeler: kuru igne, pnémotoraks
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Nadir Bir Olgu: Elektrik Carpmasina Bagh Yiiksekten Diisme
Dr. Ogr. Uyesi Goksu Afacan

Biruni Universitesi Tip Fakiiltesi Hastanesi — Acil Tip Klinigi

1. GIRIiS:

Genel olarak bir kimsenin adimini atarak ¢ikamayacagi yerler yiiksek olarak kabul edilir. Yiiksekten
diisme riski ise, birisinin seviye farki nedeniyle diiserek yaralanma riskidir. Yiikseklik kavrami goreceli
olup kisiden kisiye degismektedir. Yiikseklik kavrami ¢esitli sekillerde tanimlanmistir. Bir insanin denge
noktas1 2. bel omurudur. Literatiirde, cogunlukla bel hizasii gecen yerler yiiksek olarak kabul
edilmektedir. Eger omuz veya g6z hizasindan daha uzun bir cisimle karsilagirsaniz, bu cisim sizin i¢in
yiiksek olacaktir. Ortalama bir insanin boyundan daha uzun yerler yiiksek yerler, boyle yerlerde ¢aligmak
da yiiksekte ¢alismaktir. Yiksekten diisme, trafik kazalarindan sonra en sik travma sebebi olarak
karsimiza ¢ikarken; cocukluk yas grubundaki diismeler, ensik travma sebebi olarak izlenir (1). Ozellikle
yiiksekten diigme sonucu goriilen travmalarmorbidite ve mortalitesi yiiksek olan bir toplum saglig
sorunudur (2). Bu konuda tedavi edici hizmetler yaninda koruyucu onlemler de olduk¢ca Onem
tasimaktadir (3). Diinyada ve lilkemizde yiiksekte calisma esnasinda meydana gelen is kazalarinda
yiiksekten diisme, biitiin 6liimciil vakalar icerisinde motorlu tasit kazalarindan sonra ikinci sirada yer
almaktadir. Zehirlenme, bogulma,yangin ve yaniklarin toplami bile diisme sonucu O&liimlere
yetisememistir (4). Kirsal kesimlere baktigimiz zaman; Amerika Birlesik Devletleri’'nde kirsal
kesimdeki travmaya bagl 6liimlerin epidemiyolojisini arastiran bir ¢alismada,yliksekten diismeye bagl
oliimler %20 gibi biiyiik bir oranda tespit edilmistir (5). Tiim teknolojik gelisme ve uygulamalara karsin
dikkatsizlik nedeniyle veya insan hayati icin gelistirilmis emniyet tedbirlerini almadan c¢alisan bircok
insan hayatin1 kaybetmekte, sakat kalmakta ya da ciddi sekilde yaralanmaktadir (6). Travma vakalari
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hem hizli hem de dogru teshislerin konulmasinin ayni anda en 6nemli oldugu tibbi vakalardir. Biz de bu
bilgiler 1s1g¢1nda elektrik carpmasi sonucu yliksekten diisen bir olguyu sunmay1 amagladik.

2. OLGU:

35 yasinda elektrik teknikeri olarak calisan erkek hasta, acil servise elektrik ¢carpmasina bagl yliksekten
diisme sikayeti ile bagvurdu. Geldiginde biling acgik ancak oryantasyon ve kooperasyon tam degildi.
TA:90/60 mmHg Nabiz: 128 Sat: %85 (oda havasinda) ates: 36 derece idi. Hastanin sag hemitoraksinda
agr1 ve alt ekstremitelerde kuvvet kayb1 mevcuttu. Babinski bilateral alinamadi. Hastanin alt ekstremite
duyu muayenesi olumsuz sonuglandi. Yapilan goriintiileme yontemleri sonrasinda sag 11. Kot ve
11.Torakalvertebrafraktiirii sag oksipitalde hemorajik kontiizyon ve lineer fraktiir ile birlikte parankimal
odem, sag akcigerde hemotoraks ve kontlizyon ile uyumlu goriinimii mevcut. MR’da TH10-11 de
dislokasyon, TH11 fraktiirii TH11 seviyesinde cordlaserasyonu ile uyumlu goriiniim mevcut. Genel
Cerrahi, Beyin Cerrahisi ve Gogiis cerrahisi ile konsiilte edilen hastaya acil cerrahi girisim diistiniilmedi.
Elektrik ¢carpmasina bagl kardiyak etkilenme oldugu diisiiniilen hastaya Kardiyoloji tarafinca Troponin
takibi Onerildi. Hastanin genel durumunda ve biling diizeyinde kotiilesme olmasi tizerine (sat: %70 (oda
havasinda) Nabiz: 128, TA: 80/60 mmHg (sivi ve inotropik destek altinda)) hasta anestezi ve
reanimasyon boliimiine interne edildi. Yogun Bakim sartlarinda biling kapali, GKS:6, siyanoze, maske
02 ile SpO2: %65, solunum diizensiz ve apne ataklart mevcut. TA: 45/30 mmHg, Nabiz: 43 olmasi
iizerine hasta entlibe edilmis, mekanik ventilatore baglanmis, sivi ve inotropik destegi diizenlenmis,
%100 O2 destegine ragmen hastanin satiirasyonlarinda diizelme olmamakla birlikte kalp tepe atim1 da
alimamayan hastaya KardiyopulmonerResiistasyon uygulanmis ancak hasta kaybedilmistir.

3.  SONUC:

Ulkemizde ve tiim diinyada is kazalar1 énemli bir mortalite ve morbidite sebebidir. Yiiksekten diisme
ise tim travma olgularina genel olarak bakildiginda trafik kazalarindan sonra en sik travma sebebidir.Biz
de iki travma mekanizmasina sahip bdyle bir olguyu sunarak farkindalik yaratmay1 amacladik.

4. KAYNAKLAR:

Taviloglu K. Aydin A. Cuhali BD.”et al” Ulusal Travma Dergisi 2001; 7(3):146-150).
Arslanalp M., Kaya K., Kaya O.; Yiiksekte Calisma Ve Diisme; Nisan 2005: (1-6)

Aribogan A. ve Birbicer H.; C.U.T.F. Anesteziyoloji Anabilim Dali Reanimasyon Ders Notlari.)
Oktay C.;Multi Travmali Hastaya Yaklasim ve Son Gelismeler; Acil Tip Dergisi; Ekim 2000;
3-95)

Campbell J.E., BTLS; Basic PrehospitalTraumaCare; Prentice-Hallinc.,1988,23 42.)

Morimoto S, Okaishi K, Nakahashi T, “et al” Prevention of hipfracture in theelderly.
ClinCalcium. 2003 Feb;13

SNk WNE

POSTER PRESENTATIONS 48

ACIL SERVISE ALKOL ALIMI KUSMA ILE GELEN HASTADA GORULEN DIRENCLI
HIPOGLISEMi

Saghk Bilimleri Universitesi, Istanbul Kartal Dr. Liitfi Kirdar Egitim ve Arastirma Hastanesi
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GIRIS

Sadece metanol veya benzeri toksik alkoller degil etanol zehirlenlemeleri de siklikla acil servise
basvuran intoksikasyon grubunda ve bu hastalarin bagvuru oranlari azimsanmayacak diizeyde.
Uygulamalar arasinda farkliliklar olmakla beraber hastalarin daha hizhi ayildigini ve
toparladigini1 ve bdylece acil serviste daha kisa siire kaldigini diisiinerek bu hasta grubuna
normal salin inflizyonu uygulamasi yapilmaktadir. Alkol intoksikasyonu ile gelen hastada vital
bulgularda dikkatli olunmalidir.

OLGU

37 yasinda kadin hasta alkol alimi sonrasi bilin¢g bulanikligi, kusma sikayetleriyle 112 ile acil
servise bagvurdu. Travma izine rastlanmadi. GKS:13-14, tansiyonu 134 /76 nabiz 76 oda havasi
saturasyonu 97 atesi 36 ‘ derece o6lcililen parmak ucu kan sekeri 45 idi. Cekilen EKGsinde ritm
bozuklugu veya iskemik degisiklige rastlanilmadi. Yakinlarindan alinan anamneze gore hasta
basvurusundan 4 saat 6nce bira ve vodka agirlikli olmak tizere alkol tiiketiminde bulunmus, 6z
gecmisinde meme kanseri disinda o6zellik yok, bilinen herhangi bir diyabet hastalig
bulunmamaktadir. Hastaya IV dektroz verildi. Moniterize edildi. Cift damar yolu a¢ildi bir yandan
da siv1 inflizyonuna baslanildi. Labaratuar testlerinde alinan venéz kan gazinda pH 7.29 HCO3
18 sat 69 olarak tespit edildi. Alinan hemogram ve biyokimya tetkikinde akut bir patoloji
saptanmadi.

iv hidrasyon ve dekstrozlu mayi tedavisi sonrasi bakilan kontrol kan sekeri 135 olan hasta takibe
alindi. Kontrol kan gazinda ph:7,34 HCO3 20 sat 92 olarak o6l¢iildii. Hasta yakin kan sekeri
takibine alindi. 30 dk sonra bakilan kan sekeri 67 6lgiilen, orali tolere edemeyen hasta direngli
hipoglisemi olarak kabul edildi. Dahiliye ile konsulte edildi. Hipogliseminin takibi acisindan
dahiliye servisine interne edildi.

TARTISMA VE SONUC
Hemen hemen her giin acil servislere alkol intoleransi, alkol alimi gibi hastalar gelmekte,
hastanin anamnezine ve fizik muayene bulgularina dikket edilmesi gerektirmektedir.

POSTER PRESENTATIONS 49
ANTIBIYOTIK KULLANIMI SONRASINDA GELiSEN ANAFILAKSI

SBU,Istanbul Kartal Dr. Liitfi Kirdar Egitim ve Arastirma Hastanesi
*SHekimsoy,MHGolgeli,EOymak,AUSeyhan

GIRIS

Anafilaksi, duyarhh Kisilerde yabanci antijenle karsilasma sonucunda olusan, hizla
seyreden ve oliimciil olabilen bir sendromdur. Genellikle daha énceden duyarlilagsmis
mast hiicresi ve bazofillerden, Ig E araciligi ile salinan pek ¢ok biyolojik aktif mediatoriin
cesitli organlan etkilemesi ile ortaya cikar.

OLGU

Acil servise antibiyotik kullanimi sonrasi kusma bas donmesi sikayetleriyle 112 ile
getirilen hasta. Gelis vitalleri kan basinci:82/62 nabiz:75 ates:36.6 saturasyon:99(oda
havasi) parmak ucu oélciilen kan sekeri : 145 Akciger sesleri dogal ral ronkiis wheezing
yok bronkospazmi yok ciltte doékiintiisii yok. Fizik Muayenede uvula 6demi mevcut,
hastaya intramiiskiiler 0.5 mg adrenalin yapildi.Hastanin hipotansiyonu devam etmesi
iizerine hastaya 0.01mg/kg adrenalin infiizyon ac¢ildi. Hastanin infiizyon sonrasi kontrol
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TA:110/60 NAB:90 ATES:36 Labaratuar tetkiklerinde anlamli bir patolojik bulgu
olmayan hastanin acil serviste takibi sirasinda herhangi bir semptom gériilmedi. Acil
servisten, acil servise bagsvurmasi gereken durumlar anlatilarak ve alerji poliklinigi
béliimiinden kontrole gitmesi 6nerilerinde bulunulanarak taburcu edildi.

TARTISMA VE SONUC

Acil servise anafilaksi semptomalariyla gelen hastanin tedavisi dakikalar icinde
yapilmali. Tedaviye cevap veren hastalar gozlemden sonra etkenle temasin énlenmesi
konusunda bilin¢lendirilmeli. Hasta allerjen tespiti ve ileri tedavi icin alerji polikligine
yonlendirilmeli.
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Title: Delirium After Diclofenac Potassium Intake

Begum Seyda Avcil, Akkan Avci?, MD (for oral presentation)

1Adana City Research and Traning Hospital, Department of Internal Medicine, Adana, Turkey.
2Adana City Research and Traning Hospital, Department of Emergency Medicine, Adana, Turkey.

Delirium After Diclofenac Potassium Intake

Introduction

Delirium or acute confusional state is a transient cognitive disorder. It is an emergency situation
due to its high morbidity and mortality rate. Achieving the best clinical outcome is based on early
diagnosis and accurate assessment of symptoms.

Delirium is not a disease, but a syndrome with similar symptoms to other diseases. Delirium is
defined as a transient, usually reversible, neuropsychiatric abnormality that causes cerebral
dysfunction with clinically wide range of manifestations. Delirium can develop because of drugs
and in this presentation, delirium after diclofenac potassium was noted.

Case report

A 61-year-old man went to the hospital with ear and headache 1 day ago. Diclofenac potassium
tb was given as antipyretic and analgesic. Patient was brought to our emergency room with
complaint of blurred consciousness by his wife and children. At the time of patients admission to
emergency department, his GCS was 13 (E4M5V4), he was disoriented and non-cooperated.
Pupillary were isochoric, direct and indirect light reflex were bilaterally positive. Pathological
reflexes were negative and nuchal rigidity was absent. Arterial BP was 170/80 mmHg, pulse: 92
/ min, fever: 37.6 ° C, and SpO2 was 97% at time of admission. Pulmonary oscultation was
normal, S1 and S2 (+) were rythmic and abdominal examination was unremarkable. Brain CT
taken in the emergency department was normal. Patient was consulted with neurology. Cranial
MRI with IV contrast was planned. However, MRI could not be performed because the patient's
weight was over 120 kg. Due to detection of otitis media in right ear, antibiotherapy and
hydration were started. Patient was sedated with midazolam and haloperidol because he was
agitated, aggressive and constantly trying to remove his IV line. The patient regained
consciousness at the 12th hour of observation. No sedative agent was required in observation
period. Patient was in stable general condition and discharged with full recovery at 48th hour.
Conclusion

Delirium is a condition with high mortality and morbidity that can occur even with single dose
drug use. It should be kept in mind in patients presenting to the emergency department with
blurred consciousness when there is no neurological organic pathology. Questioning of drug use
that may cause delirium is important in reaching the diagnosis.
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HYPONATREMIA DUE TO GABAPENTIN USE: A CASE REPORT
Hiiseyin UZUNOSMANOGLU, MD
Emergency Medicine Specialist, Kecioren Training and Research Hospital,
Department of Emergency Medicine, Ankara, Turkey

Emine EMEKTAR, MD
Associate Professor of Emergency Medicine, Kecioren Training and Research Hospital,
Department of Emergency Medicine, Ankara, Turkey

Introduction:

Sodium is one of the most important cation in the human body. Hyponatremia, defined as a serum
sodium concentration below 135 mEq/L, is usually caused by a failure to excrete water
normally.(1,2) The most common cause of euvolemic hyponatremia is Syndrome of
Inappropriate Antidiuretic Hormone (ADH) Release (SIADH). (3) It is a condition defined by the
unsuppressed release of ADH from the pituitary gland or nonpituitary sources or it's continued
action on vasopressin receptors. Gabapentin is an anticonvulsive that is widely used for a
number of indications at present: diabetic neuropathy, neuropathic pain of other causes,
epilepsy, etc.(4) Several drugs are known to cause SIADH; however, there are only few reported
cases in which SIADH was induced by gabapentin. In this report, we describe a case that we
believe it may be gabapentin-induced hyponatremia.

Case:

A 82-year-old woman was admitted to our emergency depertment (ED) for headache, nausea
and weakness. Her past medical history was significant for chronical obstructive lung disease,
hypertension and recurrent herpes zoster. On admission, she was taking tiotropium bromide,
ACE inhibitor, calcium channel blocker and gabapentine for these chronical diseases. There was
bronchospasm in lung oscultation, except that, her physical exam was normal. Vital signs were
normal. No signs of overload, edema or dehydration were detected. The inferior diameter of the
vena cava was measured as 2 cm. In laboratory values, other biochemical markers were found to
be normal despite significant hyponatremia. CBC revealed the following: WBC 10.2, hematocrit
39, hemoglobin 13.3, and platelets 207.000. Chemistry panel revealed the following: sodium 124
mEq/L, potassium 4.4 mEq/L, chloride 89, urea: 42.8, creatinine 0.96, and glucose
130. Troponine I level was negative. Urine sodium level was 38 mEq/day. We examined her past
laboratory values and saw that her previous sodium level (which was measured last month) was
normal. When we questioned her relatives, we learned that she started taking gabapentin few
days ago for recurrent herpes zoster pain. Whereupon, we started thinking that gabapentin may
caused hyponatremia in our patient. Thereafter, the patient was considered SIADH and consulted
to internal medicine.

Criteria suggesting SIADH in a patient are as follows:

- Significant decrease in serum sodium level (124mEq/L).

- Despite significant hyponatremia and low sodium diet (low sodium diet due to hypertension),
urine sodium level was found to be 38 mEq /day.

- No hypotension, dehydration or clinical edema.

The patient was hospitalized by the Internal Medicine Department and was discharged after
discontinuation of gabapentin, normal liquid and salt diet and normal serum sodium levels.
Discussion:
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Gabapentin is a structural analog of y-aminobutyric acid, which is an anticonvulsant drug. The
mechanism of action of gabapentin is inhibition of voltage-gated calcium channels containing the
a26 subunit. (6) Gabapentin is widely using for neuropathic and post-herpetic pain treatment.
The underlying pathophysiology of hyponatremia associated with Gabapentin and other
anticonvulsant drugs has not been fully clarified. Drug-induced SIADH can occur owing to an
increased sensitivity to ADH in the nephron or an increase in ADH production. (4) Increased ADH
activity impairs the ability of the kidney to dilute urine, resulting in decreased excretion of
ingested water and a highly concentrated and decreased urine volume. (2,5) Patients with SIADH
present with a euvolemic status because the excess water distributes evenly throughout the
body's fluid compartments. (5)

In conclusion, hyponatremia should be considered and closely monitored when initiating
gabapentin therapy. In addition, it is important for clinicians to suspect the drug as a potential
cause of hyponatremia, particularly in the absence of another causative explanation, even though
the agent is not generally known to induce SIADH.
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SUMMARY
SUMMARY 1

AKkut Koroner Sendromlarin Yonetimi

Prof. Dr. Yunsur Cevik

Saglik Bilimleri Universitesi, Tip Fakiiltesi, Acil Tip AD. Kecioren SUAM, Acil Tip Klinigi
Akut Koroner sendromlarin yonetimi algoritmik olarak, hava yolu, solunum ve dolasimin
degerlendirilmesi ile bagslamalidir. Kisa ve odaklanmis anamnez ile agri ve iliskili semptomlar
sorgulanmali, acil saptanmasi1 gereken AKS disi nedenlerin (aort disseksiyonu, pulmoner
emboli...gibi) varlig1 dislanmaya ¢alisilmalidir. Hasta basinda restisitasyon ekipmanlar1 hazir
tutulmal, ilk 10 dakika icerisinde 12 derivasyonlu EKG alinarak yorumlanmalidir. Damar yolu
acilarak kardiyak belirtecler icin kan alinmahdir. Hipoksemi varsa (Saturasyon <90 veya
p02<60) oksijen verilmelidir. Enterik kapli olmayan Aspirin bagvuruda derhal 300 mg olarak
kullandirilmalidir. Kontrendikasyonu olmayan ve siddetli iskemik agri, hipertansiyon, kalp
yetmezligi isaretleri bulunan hastalara 5 dk arayla 3 kez sublingual 0.4 mg, sonrasinda persistan
ise intravenoz nitrogliserin uygulanmalidir. Siddetli agrisi bulunan olgularda baslangicta 2- 4 mg,
siddetli devam eden durumlarda 2-8 mg, 5 -15 dakika araliklarla morfin stilfat yapilabilir. Bu ajan
sempatik stimiilasyonu azatarak agri, anksiyeteyi azaltir. Yine katekolamin artigsiyla iliskili is
yuku artis1 engellenir, ancak antiplateletlerin etkisini de azaltabilecegi unutulmamalidir. Kalp
yetmezligi, diisiik CO, artmis kardiyojenik sok riski, 2.-3. derece blok, kokain ve metamfetamin
toksisitesi, aktif astma ve reaktif hava yolu hastalig1 gibi kontrendikasyonlari olmayan hastalara
ilk 24 saatte beta bloker de verilmelidir. Bu amagla metoprolol, karvedilol, bisoprolol
kullanilabilir. Yine ilk 24 saatte 80 mg Atorvastatin verilmeye baslanmali LDL hedefi 70 mg/dL
alti olmalidir. Yine kontrendikasyonu olmayan o6zellikle EF’'si %40’dan diisiik , diabetik,
hipertansif 6n yiiz MI'larda ACE inhibitorleri de akilda tutulmalidir.

ST elevasyonlu MI'larda perkutan koroner girisim veya fibrinolitik kararlar1 hizlica verilmelidir.
Semptom siiresi 12 saatin altinda olanlar en bilinen endikasyondur. Ancak semptomlarin siiresi
>12 saat, devam eden iskemik semptomlar, hemodinamik anstabilite, 61timciil kardiyak aritmiler
de perkutan koroner girisimden ¢ok énemli fayda alacak gruptur. 48 saate kadar da uygulama
yapilabilmekte, bu saatten sonra asemptomatik hastalara PKG yapilmasi kontrendike kabul
edilmektedir. Eger PKG 120 dakika icerisinde yapilamayacaksa ve kontrendike degil ise derhal
fibrinolitik tedavi verilmelidir. Burada hedef 10 dakika icerisinde (tani-bolus litik arasi siire)
baslanmasidir. Fibrinoliz sonrasi da basarisiz olgularda kurtarici PKG distiniilmelidir. Basarili
fibrinoliz sonrasi da 2-24 saar diliminde anjiografi yapilmalidir.

PKG planlanan olgularda aspirine ilaveten giiclii antiplatelet ajanlardan biri tedaviye eklenmelidir.
Tikagrelor 180 mg yiikleme, 90 mg giinde iki kez veya, Prosugrel 60 mg yiikleme, 10 giin/giin veya,
Klopidogrel 600 mg yiikleme, 75 mg/giin (tikagrelor veya prosugrel yok veya kontrendikeyse)
kullanilabilir. Hemorajik inme 6ykiisti, oral antikoagiilan kullanimi, orta-ileri derece karaciger hastalig
varliginda prasugrel veya tikagrelor kullanilmamalidir. Inme veya GIA 6ykiisii olanlarda ise prosugrel
kontrendikedir. 75 yas tlizeri ve 60 kg altinda olanlarda da tercih edilmez, kullanilacaksa yar1 doz
verilmelidir. Fibrinolitik tedaviyle beraber verilecekse oneri klopidogrel iken, herhangi bir reperfziiyon
yapilmayanlarda tikagrelor tercih edilebilir. PKG rubunda antikoagiilan olarak unfraksiyone heparin
veya alternatif olarak diisilk molekiil agirlikli heparin veya bivaluridin verilebilir. Unfraksiyone
heparin, 70-100 U/kg bolus (GPIIb/I1Ia inh planlanmadiysa) veya 50-70 U/kg iv bolus (GPIIb/llla
inh ile birlikte), enoksaparin ise 0.5 mg/kg iv bolus, takiben 1 mg/kg 12 saat arayla kullanilir.
Fibrinolitik uygulandiysa antiplatelet ajan aspirin yaninda klopidogrel 300 mg olmalidir. Antikoagiilan
olarak da enoksaparin segilebilir.

ST elevasyonu olmayan MI’larda karar verilmesi gereken invaziv iglem yapilip yapilmayacagi ve
zamanlamasidir. Troponin degeri negatif olan, 6zellikle yiiksek risk kriterleri yoklugunda diisiik risk
skoru (TIMI 0 veya 1, GRACE<109) belirlenen bayan hastalarda iskemi odakli yaklasim secilebilir.
Oysa ki, refrakter anjinasi olan, elektriksel veya hemodinamik olarak stabil olmayan, kalp yetmezligi
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semptom ve bulgular1 bulunan hastalarda acil invaziv (2 saat iginde) islem planlanmalidir. invaziv
planlanan olgularda antiplatelet olarak oneri Tikagrelor 180 mg yiikleme, 90 mg giinde iki kez veya,
klopidogrel 300-600 mg yiikleme, 75 mg/giin olmaktadir. Prosugrel koroner anatomi goriilmeden
verilmemelidir. Antikoagiilan olarak enoksaparin tercih edilebilir. Unfraksiyone heparin veya
bivalirudin de verilebilir. ST elevasyonsuz AKS olgularinda fibrinolitiklerin yeri yoktur.
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SUMMARY 2

AKUT KORONER SENDROMDA EKG
Dr. Hayri RAMADAN
AEAH Acil Tip Klinigi

Akut koroner sendrom (AKS); Koroner kan akiminda ani azalmaya bagh gelisen, akut
miyokard iskemisi ve/veya infarkti ile uyumlu ¢esitli durumlari tanimlayan bir terimdir.

ST elevasyonu olmayan AKS’da

v ST segment depresyonu

v T dalga inversiyonu

v U dalga inversiyonu olmaktadir

ST segment depresyonunda;

v =2 birbirini takip eden derivasyonda ] noktasinda = 0.5 mm horizontal veya asag1 dogru
giden ST depresyonu miyokardiyal iskemiye isaret etmektedir

v > 1 mm ST depresyonu daha 6zgiildiir ve daha kotii prognozu ifade eder

v > 3 derivasyonda = 2 mm ST depresyonu yliksek NSTEMI olasilig1 ile birliktedir ve anlamli
bir mortaliteyi gosterir (30 giin icerisinde %35 mortalite)

T dalga inversiyonu asagidaki durumlarda miyokardiyal iskeminin kanitidir

v En az 1 mm derinliginde

v Baskin R dalgalari olan (R/S orani >1) = 2 birbirini takip eden derivasyonda mevcut
v Dinamik - eski EKG’'de yok veya zaman icerisinde degisiyor ise
v I1I, aVR ve V1'de T dalga inversiyonu normal bir varyanttir

Non spesifik ST-T degisiklikleri
v < 0.5 mm ST ¢okmesi

v <1 mm T dalga inversiyonu
v T dalga diizlesmesi

v Yukari egimli ST ¢okmesi
Patolojik Q Dalgasi kriterleri

4 > 1 mm genislikte

4 > 2 mm derinlikte
v QRS kompleksinin derinliginden > %25
v >2 mm’den derin Q dalgasi Il ve aVR normal varyant olarak goriilebilir

ST Elevasyonu Kriterleri
v 2 komsu derivasyonda ] noktasinda = 0.1 mV yeni ST elevasyonu (V2-3 disinda)
v V2-V3 derivasyonlarinda
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v <40 yas erkeklerde =0.25 mV
v >40 yas erkeklerde >0.20 mV
v Bayanlarda = 0.15 mV

Anterior ST Eleve MI

v Sol 6n inen arterin (LAD) tikaniklig1 sonucu

v Enfarkt alani genis

v Sol ana koroner arter (LMCA) ve Wellens sendromu da anterior iskemi ile seyreder

v Prekordiyal derivasyonlarda (V1-6) ve (%) yiiksek lateral derivasyonlarda (I ve aVL) Q
dalga formasyonu ile ST segment elevasyonu
v Inferior derivasyonlarda resiprokal ST ¢ékmesi (6zellikle I1I ve aVF’de)

Lateral ST Eleve MI

v Sol ventrikiil lateral duvar1 LAD ve Cx ile beslenir

v Genellikle anterior MI ile birlikte

v Lateral derivasyonlarda ST elevasyonu (I, aVL, V5-6)

v Inferior derivasyonlarda resiprokal ST depresyonu  (III ve aVF)

v LAD tikanikligina bagh anterolateral STEMI

v Cx tikanikligina bagh inferior-posterior-lateral STEMI

D1, OM veya ramus intermedius gibi daha ufak dal arterlerinde tikanikliga bagh izole
lateral infarkt

<\

inferior ST Eleve MI

Tim MI'larin %40-50’sini olusturur

%40’ 1nda es zamanl sag ventrikil infakty, nitratlara bagh ciddi hipotansiyon
%?20’sinde 2. veya 3. derece AV blok ve bradikardi

II, I1I, aVF derivasyonlarinda ST elevasyonu

II, II, aVF'de ilerleyici Q dalga gelisimi

aVL'de resiprokal ST depresyonu (+/- I. derivasyon)

%80 RCA ve %18 Cx lezyonu

AN NN Y N N N

w

ag Ventrikiil ST Eleve MI

II, I, aVF derivasyonlarinda ST elevasyonu

II, 111, aVF'de ilerleyici Q dalga gelisimi

aVL'de resiprokal ST depresyonu (+/- I. derivasyon)

%80 RCA ve %18 Cx lezyonu

Tani i¢in ilk olarak siiphe gerekli

Inferior MI varhginda

V1'de ST elevasyonu - direkt olarak sag ventrikiile bakan tek standart EKG derivasyonu
II1. derivasyonda > II. derivasyondan ST elevasyonu - I1I. derivasyon II. derivasyondan
daha sag tarafa doniik oldugundan sag ventrikiil tarafindan tiretilen hasar akimina daha
duyarhdir

v ST elevasyonu V1>V2

v V1'’de ST elevasyonu + V2’de ST ¢okmesi birlikteligi sag ventrikiiler MI icin oldukca
ozguldir

v V1'de ST segmenti izoelektrik hatta ve V2’de ST segmenti belirgin olarak ¢okmiis ise

v Sag ventrikiiler infarkt sag taraf derivasyonlarinda (V3R-V6R) ST elevasyonu varlig ile
dogrulanir

AN N N N N RN

Posterior ST Eleve MI
v Posterior infarktiis STEMI'lerin %10-15i
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Inferior veya lateral infarkt’larla birliktelik siktir ve genis bir miyokard hasarinin
Ostergesi

Posterior miyokard 12 derivasyonlu EKG’de goriilemez

Posterior MI V1-3’te asagidaki degisiklikler araciligi ile desteklenmektedir:

Horizontal ST depresyonu

Uzun ve genis R dalgalar1 (> 30 ms)

Yukar1 doniik T dalgalar

V2’de dominant R dalgasi (R/S orani1 > 1)

AN NI NI N NS N

SUMMARY 3
Dispneli Hastanin Acil Yonetimi

Dr. Giilsah CIKRIKCI ISIK
SBU Keciéren SUAM

Dispne Amerikan Toraks Dernegi tarafindan niteliksel olarak cesitli yogunlukta duyularin
olusturdugu 6znel solunum rahatsizlifi deneyimi olarak tanimlanmaktadir. Daha basit bir
anlatimla ise nefes darlig1 olarak tanimlanabilir. Dispne prevelans: acillerde 2.7% kadardir.
Dispne tek bir mekanizmaya bagl olarak gelismez bu yiizden ayiric1 tanisi zordur. Hava yolu
hastaliklari, kardiyak nedenler, pulmoner nedenler, vaskiiler patolojiler, néromiiskiiler
bozukluklar ve daha bir¢ok farkli neden dispneye neden olabilir. Bu kadar genis bir yelpazede
ayirici tani disuniilirken zamaninda gegmekte oldugu bilinmeli ve acil serviste ivedi miidahale
edilmesi gereken tanilar goz 6niine alinarak bir yonetim semasi olusturulmaldir.

Dispnesi olan hastada takipne, tasikardi, stridor, yardimci solunum kaslarinin kullanimi,
konusmada giicliikk, paradoks abdominal kaslarin kullanimi gibi durumlar varsa kirmizi
bayraklar olarak Kabul edilmekte ve hastalarin hemen giivenlik cemberine alinip miidahaleye
baslanmasi gereklidir. Hasta stabil hale getirildikten sonra ise bir dedektif gibi tiim semptom ve
bulgular incelenerek ayirici taniya gidilmelidir. Tanida EKG, akciger direkt grafi, biyomarkerlar
ve goruntiileme yontemlerinden de faydalanilir. Dispne ile gelen hastada primer bakida tansiyon
pnomotoraks, kardiyak tamponad ve hava yolu obstriiksiyonu gibi tanilarin konmasi ve
tedavileri gerekir. Dispne ile gelen tiim hastalarda oksijen destegi saglanmali ve hasta ileri hava
yolu gerekliligi acisindan degerlendirilmelidir. Hastalarda non invazif mekanik ventilasyon
ihtiyaci degerlendirilmeli es zamanl olarak kontraendikasyonlarida akilda tutulmalidir. NIMV
basarisiz oldugu veya kontraendike oldugu durumlarda ise invazif ventilasyona gecilmelidir.
Dispne ile acil servise basvuran hastada akla gelmediginde atlanabilecek énemli bir tan1 da
pulmoner embolidir. Son kilavuzlarda PE de yonetim kilavuzunu belirleyen degisken hastanin
hemodinamik stabilitesi olup; kardiyak arrest, obstruktif sok ve persistan hipotansiyon
durumlari hemodinamik instabilite kabul edilmekte bu durumlarda reperfiizyon tedavisi
onerilmektedir. Tan1 koyma stirecinde de hasta yiiksek riskli grupta ise BT anjiografi ile taninin
dogrulanmasi 6nerilirken, diisiik risk grubunda D-dimer taniy1 ekarte etmede yliksek sensitif bir
test olarak kullanilmaktadir. Son kilavuz ayaktan takip edilebilecek hastalari da belirtmis klinik
uygulamalara netlik kazandirmistir.

SUMMARY 4

AKILCI iLAC KULLANIMI
Aile Hekimi Dr. Burhan YILMAZ
Trabzon Aile Hekimleri Dernegi 2.Baskani
Arsin Aile Saghigi Merkezi
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Diinya Saghk Orgiit(DSO), insanlarin en biiyiik hakki olarak saglik ve saghga erismekte
esitlik ilkesinden hareketle, ilaca erisebilirligin uzun vadeli ve tiim saglk politikasinin bir
parcasi olarak one ¢ikarilmasi gerektigi tizerinde durmustur.

Ogrenim Hedefleri ; Akila ilag Kullanimi(AiK) tanimi gerekliligi, kapsayicihigi, yapilan
uygulama hatalar, yiiriitiilen faaliyetler, Eczaci ve Eczanelerin ila¢ kullaniminda yeri ve 6nemi,
2011 y1li Ulusal eylem plany, Tiirkiye ilag ve Tibbi cihaz kurumu ”Regete Bilgi Sistemi”, ilaglarin
saklanmasi idi.

Diinyada ve Ulkemizde yanhs, gereksiz ,etkisiz ve yiiksek maliyetli akilc1 olmayan ilag
kullanimi sonucu ciddi halk saglig1 sorunlari olusmaktadir. Hastalik ve 6liim oranlarinda artis,
ilag yan etkilerinin artmasi ,kaynaklarin yanls tiiketilmesi sonucu temel ilaclara erisememe,
tedavinin ekonomik ve sosyal maliyetinin artmasi gibi bir ¢ok sorun ortaya ¢ikmaktadir.

Akilcr ilag kullanimu ile ilgili ¢alismalar 1985 yilinda Nairobi’de DSO toplantist ile
baslamistir. Akilci ilag kullanimi(AIK);kisilerin klinik bulgularina ve bireysel 6zelliklerine gore;
uygun ilaci, uygun siire ve dozda, kendilerine ve topluma en diisiik maliyetle saglayabilmeleri
olarak tanimlanmistir.

Akilc ila¢ kullanimi gerekliligi; uygunsuz ilaglarin kullanilmasi, pahali ilag kullanilmas;,
giincel rehberlere uygun olmayan ilaglarin regete edilmesi, gereksiz enjeksiyon tercihleri,
gereksiz antibiyotik kullanimlari, agr kesiciler, vitaminlerin kullanilmasi, hastalara yeterli bilgi
verilmemesi, Recetelerin dogru bilgiyi icermesine 6zen gésterilmemesi, Eczanelerin ila¢ verme
ve bilgilendirme konusunda yeterli davranis sergilememesi, saglik personelinin ila¢ uygulama
hatalary, ilac liretimi ve dagitimi gibi alt yap1 sorunlarindan dogmustur.

Akila ila¢ Kullaniminda Diinyada ve Ulkemizde Durum ; Ekonomik Kalkinma ve isbirligi
orgiitii (OECD)2008 raporuna gore saghga ayrilan pay; ABD’de %16.4, Ingiltere’de 8.8,
Tirkiye'de %6.1 iken saglik harcamalarinin iginde ilacin pay1 ayni tilkelerde sirasiyla %12.3,
%12.2 ve lilkemizde %46 olarak bildirilmistir. Diinya genelinde en ¢ok satilan ilaglar; Kalp
Damar Hastaliklar1 %19.3, Santral Sinir Sistemi Hastaliklar1 %15.8, Metabolik Hastaliklar
%15.3, Antibiyotikler %9.9 iken Tiirkiye’de Antibiyotikler %19, Agr1 Kesiciler %12,
Antiromatizmal ilaglar %11, Soguk Alginlig1 %8.6 ,Vitaminler %7.3 oraninda kullanilmaktadir.
Tiirkiye’de AiK Faaliyetleri; Yaklasik 25 yildir siirdiiriilmektedir.12 Ekim 2010 tarihinde
Akilcr ilag kullanimi birimi ve 19 Mart 2012 tarihinde Tiirkiye ilag¢ ve Tibbi Cihaz Kurumu
Biinyesinde Akilci ilag Tedarik Yonetimi ve Tanitim Dairesi kurulmustur.

Akilci ilag kullanimi icin saghik kuruluslarinda hastalarin farkindaliginin saglanmasi
adina ; Afis ve Brosiir hazirlanmasi ,dagitilmasi, Telefonlarda bekleme anonslari, Gorsel ve
isitsel mesajlar yayinlanmasi, Asansér Kapilarinin giydirilmesi illerde Saghk Miidiirliikleri
biinyesinde akilci ila¢ kullanimu il temsilcilerinin belirlenmesi ve kurulunun olusturulmas;,
Hastane akilci ila¢ kullanimi ekiplerinin yapilandirilmasi, topluma yoénelik alisveris
merkezleri, okullar, meslek odalary, iletisim araglar1 (radyo, televizyon, gazete gibi) ile
calismalar 6nem kazanmaktadir.

illerde Saglik personeline yonelik “Akut tonsillofarenjit akilc1 antibiyotik
kullanim1”,”influenza tanil hastalarda akilci ila¢ kullanimi projeleri yapildi. Proje kapsaminda
egitim, laboratuvar yontemi ve kitlerin dagitimi gerceklestirildi. Hastane ¢alisanlarina
yonelik cerrahi proflaksi rehberi hazirlanmasi ve egitimler verilmesi ,ilac-ilag, ilag-besin
etkilesimleri ve 6zel gruplarda ila¢ kullanimini iceren rehberler ve brostirlerin hastane
eczacilar tarafindan hazirlanmasi 6nem kazanmaktadir.

Hekimler i¢in; Tip ve Dis Hekimligi Egitim miifredatina AIK eklenmesi, Asistan Uzmanlik
Egitimlerine AIK eklenmesi, Aile Hekimleri i¢in uzaktan egitimlerinde AIK yer verilmesi,
Bilimsel toplantilarda bu konunun islenmesi, AIK konusmaci ve Egitici havuzunun
olusturulmasi, RBS islerliginin arttirilmasi ve E-recete sistemi ile koordineli ¢alisan ilaglarin
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yan etkileri ilag etkilesimleri ile ilgili uyari verebilen bir sistemin olusturulmas: gibi faaliyetler
yurutilmektedir.

AKkilc1 ila(; Kullaniminda Taraflar; Hekimler, Eczacilar, Hemsireler, Hasta, Hasta yakinlari,
ureticiler, Diizenleyici otoriteler ve medya v.b

AKilc1 Olmayan ila¢ Kullanimi Etkileri; Hastalarin tedaviye uyumunun azalmasina, ila¢
etkilesimlerine, ilaglara direng gelismesine, tedavi maliyetlerinin artmasina neden olur.
Eczanelerin Yeri ve Onemi; Eczac hastanin ilaci kullanmadan énce son karsilastig1 kisidir.
Ilag kisa tiriin bilgisi dogrultusunda yeterli bilgilendirme ve isaretleme yapilmaly, ilaglarin
recetelenmesi, kullanilmasi ve tedavinin sonuglanmasi siirecinde en 6nemli ve en kolay
basamak eczanelerdir.

Diinya Saghk Orgiitii tarafindan akila ilag kullaniminin tesvik edilmesi i¢in 12 temel miidahale
onerilmektedir. Ulkemizde Akilci ila¢ Kullanimi Ulusal Eylem Plan1 2011 yilinda baslatilmis
olup ilaglarin uygun kullanilmasi hedeflenmistir. Bu faaliyet ile 8 y1lda Aile Hekimlerinin
Antibiyotik bulunan regete yiizdeleri %34.94’ den %24.97’e diismiistiir. Trabzon ilinde bu
oran %21.3 olmustur. Tiirkiye ila¢ ve Tibbi Cihaz Kurumu Recete Bilgi Sistemi lizerinden
diizenli tutulmakta olan verilere ulasilmaktadir.

AKkilci ila¢ Kullaniminda Nelere Dikkat Edilmeli; Hekimin dogru tan1 koymasi, ila¢siz ya da
ilach etkin tedavi verilmeli, recete diizenlenmeli, Giincel tani ve tedavi klavuzlari takip edilmeli,
ila¢ ve allerji 6ykiist bilinmeli, hasta hasta yakini ila¢ ve besin etkilesimleri hakkinda
bilgilendirilmeli, ilaglar yashlarda, cocuklarda , Hamilelikte, Karaciger ve Bobrek yetmezliginde
dikkatli kullanilmaly, ilaglarin saklanma kogullarina, uygun siire ve dozda kesintisiz
kullanilmasina dikkat edilmeli, doktor ve Eczacinin bilgisi disinda tablet yada kapsiiller
gelisigiizel kullanilmamaly, hastalarin kendi kendine doz azaltip artirmamasi yada iyi
hissettiginde ilac1 kesmemesi gerekmektedir.

Ilag tiiketimi iilkelerin saglk giderlerinde 6nemli bir paya sahiptir. Bu pay iilke ekonomilerinde
ciddi bir yiik olusturmaktadir. Akilci ilag kullanimui ile bu yiikiin azaltilmasi hedeflenmekte ve
de ilaglarin istenmeyen yan etkilerinin 6ntine ge¢ilmis olur.

Kaynaklar:

1- www.akilciilac.gov.tr

2- Turkiye ila¢ ve Tibbi Cihaz Kurumu,

3- https://trabzonism.saglik.gov.tr

4- http://www.saglik.gov.tr /TR /belge/1-7771 /akilci-ilac-kullanimi.html
5-*WHO Policy Perspectives on Medicines: september 2002

6- Conference of Experst on the Rational Use of Drugs, Word Health Organization
,Nairobi Kenya, WHO/CONRAD/WP/RI/25-29.12.1985

SUMMARY 5

ZOR EKG (KLINIK DURUMLARDA EKG)

Dr. Ahmet Burak ERDEM

Ankara Sehir Hastanesi Acil Tip Klinigi

Brugada Sendromu

[k defa 1992°de Brugada kardesler tarafindan tanimlanmistir. Sodyum kanallarindaki gen mutasyonu
sorumludur. 35 - 45 yas arasi erkeklerde daha siklikla goriiliir. Senkop ve ani kardiak arrest gogunlukla
ilk bagvuru nedenidir. Ani 6liimlerin % 4-12’den, yapisal kalp hastalig1 6liimlerinin ise % 20’den
sorumludur. V1-V2-V3’ te ST segment ve J noktasi yiiksekligi, T dalga negatifligi vardir. 2 major ve
5 mindr kriteri vardir. 1 major, 1 mindr kriter tani i¢in gereklidir.
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Major Kriterler: 1. Yapisal kalp hastalig1 olmayip, Brugada ile uyumlu EKG’ ye sahip olmak. 2. Na
kanal blokaj1 uygulandiktan sonra tipik EKG bulgusunun ortaya ¢ikmasi.

Minoér Kriterler: 1. Ailede ani 6liim 2. Sebebi agiklanamayan senkop 3. Dokiimente edilmis VT —VF
ataklar1 4. Programlanmus elektriksel uyari ile VF-VT ataklar1 5. Iyon kanallarinin genetik mutasyonu
EKG Bulgulan

TiP 1 TiP 2 TiP 3
J NOKTASI > 2mm > 2mm > 2mm
T DALGASI NEGATIF POZITIF VEYA BIFAZIK POZITIF
ST-T COVED TiP SADDLE BACK SADDLE BACK
KONFiGURASYONU
ST SEGMENT YAVAS YAVAS INEN > | mm <1mm

ELEVASYONU

Uzun QT Sendromu (LQTS)

Konjenital olan1 sodyum veya potasyum kanal bozuklugudur. LQTS’de klinik semptomlar Torsade de
point (TDP) olusmasina bagl olarak, bas donmesi ve nobet benzeri hafif durumlardan senkop ve ani
olime kadar degisen yelpazede karsimiza g¢ikar. Genellikle TDP kisa siirelidir ve kendi kendine
sonlanir ancak ventrikiiler fibrillasyona doniserek ani kardiyak 6liime de sebep olabilir. Semptomlar
genellikle gocukluk ve ergenlik doneminde ortayagiksa da, hayatin ilk giinlerinden 5-6. dekatlara kadar
degisen donem arasinda ortaya c¢ikabilir. Tasiyicilarin yaklasik %30 unda higbir klinik bulgu
saptanmaz. Potasyum kanal blokaj1 yapan ilaglara dikkatli kullanilmalidir. Romano-ward sendromu
OD gegisli, Jervell Lange-Neilsen sendromu OR gegisli (sensorindral sagirlik eslik) uzun QT goriilen
hastaliklardir. Diizeltilmis QT mesafesi hesaplanmalidir. Q dalgasinin baslangicindan T dalgasinin
sonuna kadar olan mesafe hesaplanir. U dalgasi varsa hesaba eklenir. Diizeltilmis QT su sekilde
hesaplanir. (QTc = QT / VRR). Konjenital uzun QT’de mesafe 0,41 — 0,60 saniyedir. Tip 1 ve 2°de
ortalama 0,49 saniyedir. Tip 3’de ise ortalama 0,51 saniyedir. Tip 1°de genislemis T dalgasi, tip 2’de
centikli ve tip 3’de normal T dalgas1 beklenir. Akkiz LQTS nin en sik sebepleri olarak ila¢ kullanimi
ve elektrolit bozukluklaridir. Diger sebepler ise; Artmis intrakraniyal basing, Ilaglar: Kinidin,
procainamide, disopyramide, sotalol, ibutilide, azimilide, amiodaron, Eritromisin, grepofloksasin,
moksifloksacin, pentamidine, amantadine, klorokin,trimetoprim-sulfametaksazol, fenotiazinler,
haloperidol, TCA, terfenadine, astemizole, sisapridketokonazol, itrakonazol, probukol, ketanserin,
papaverin, takrolismus, Elektrolit bozukluklari: Hipokalemi, hipomagnezemi, hipokalsemi
Toksinler: Kokain, organofosfat bilesikleri Bradikardi: Hasta siniis sendromu, ileri derecede AV
blok, hipotroidi, hipotermi

Kisa QT Sendromu (SQTS)

En yaygin bagvuru kardiyak arresttir. Carpinti ve AF goriilmektedir. Yapisal kalp hastaligi kaniti
olmaksizin QT <320 msve QTc <340 ms’dir. Kalp hiz1 ile birlikte QT araliginda normal
degisikliklerin olmamasi beklenir. ST segmenti neredeyse hi¢ yoktur. QRS kompleksi dogrudan T
dalgasina baglanityormus gibi goriiniir. Atriyal veya ventrikiiler fibrilasyon epizodlari olabilir. Kisa QT
intervali yapabilen diger sebepler : Digoksin, Mexiletine, Rufinamide, Hiperkalemi, Hiperkalsemi,
Asidoz, Hipertermi .

Sol dal blogu ve MI (Sgarbossa Kriterleri)

QRS ile ayn1 yonde (concordans) 1 mm < ST elevasyonu 5 puan

V1, V2, V3 derivasyonlarinda Imm < ST depresyonu 3 puan

QRS ile zit yonde (discordans) olan 5 mm < ST elevasyonu 2 puan

3 puan ve tizeri anlamlidir.

Modifiye Sgarbossa Kriterleri Nelerdir ?

QRS kompleksi ile concordans ST-segment yiikselmesi > 1 mm

V1, V2, V3 derivasyonlarinda ST-segment depresyon >1mm

j point ST / S Orani1 (Diskordant) < 0,25

HIPERKALEMI

P amplitiidii azalir veya tamamen kaybolabilir. PR intervali uzar. QRS kompleksi genisler. QT
intervali kisalir. Dar tabanly, sivri T dalgasi goriilebilir.
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PACE RiTMI

Kisa stireli vertikal dikenler (spike), genellikle 2 ms. Tiim derivasyonlarda gérmek gii¢ olabilir.
Atriyal paceleme: Pace dikeni P dalgasindan 6nce gelir. P dalgasi morfolojisi elektrod yerlesimine
baglidir fakat normal goriinebilir.

Ventrikiiler paceleme: Pace dikeni QRS kompleksinden once gelir. Sag ventrikiil pace elektrodu
yerlesimi sol dal bloguna benzer QRS morfolojisi ile sonuglanir. Sol epikardiyal pace elektrod
yerlesimi sag dal bloguna benzer QRS morfolojisi ile sonuglanir. ST segmentleri ve T dalgalar1 QRS
kompleksi ile ters dogrultuda (diskordan) olmalidir. QRS kompleksinin biiyiik bitis bolgesi ST
segmenti ve T dalgasinin izoelektrik hatta gore zit tarafinda lokalizedir.

Cift Cember Pace: Paceleme baslayan bolgelere baghdir. Atriyal pace, ventrikiiler pace veya ikisinin
ozelliklerini gosterebilir. Pace dikenleri sadece P dalgasinin, sadece QRS kompleksinin veya her
ikisinden birden once gelebilir.

Pace komplekslerinin yoklugu, yeterli dogal iletimi yansitabileceginden, her zaman pacemaker
bozuklugu anlamina gelmez.

PERIKARDIT

Perikarditte EKG degisiklikleri genellikle 4 safthada gdzlenir

Evre 1 : aVR hari¢ bir¢ok derivasyonda agikligi yukar1 bakan ST segment yliksekligi; PR segment
cokmesi veya yiikselmesi (PR segmenti P dalgas1 polaritesinin ters yoniine sapar. Bu sathada iken EKG
bulgular erken repolarizasyon ile karisabilir. ilk birkac giinden 2 haftaya kadar gériilebilir.

Evre 2 : ST segment yiiksekligi kaybolmustur. T dalgasinda diizlesme olabilir. 1 -2 giinden birkag
haftaya kadar uzayabilir.

Evre 3 : Yaygin T dalgasi negatiflikleri. Bu safthada iken EKG bulgular1 yaygin miyokard iskemisi ile
karisabilir. 2 veya 3. haftanin sonunda olusmasi beklenir.

Evre 4 : EKG perikardit 6ncesine doner veya T negatiflikleri kalici olabilir veya derece derece diizelme
gosterir. 3 ay siirebilir.

ERKEN REPOLARIZASYON (BER) ? PERIKARDIT?

V6’da ST yiiksekligi ile T dalgas: yiiksekligi oranina bakilir. Oran 0,25’in {lizerinde ise perikardit,
altinda erken repolarizasyon lehine yorumlanir. Perikarditi destekleyen ozellikler Yaygin ST
elevasyonu, PR ¢okmesi varligi, Normal T dalga amplitiidii, ST segment / T dalga oran1 > 0.25 V4’te
“balik kancas1” goriiniimiiniin yoklugu ve EKG degisikliklikleri zaman icerisinde gelismesidir. BER’i
destekleyen ozellikler: ST elevasyonu prekordiyal derivasyonlar ile sinirlidir. PR ¢okmesi yoklugu,
Belirgin T dalgalari, ST segment / T dalga oran1 < 0.25, V4’te karakteristik “balik kancas1” gériinlimii
veEKG degisiklikleri zaman igerisinde nispeten sabit kalmasidir.
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SUMMARY 6

Demir Eksikligi Anemisi
Prof. Dr. Turan SET
Karadeniz Teknik Universitesi Tip Fakiiltesi Aile Hekimligi Anabilim Dal

Diinya Saglk Orgiitii anemiyi eritrosit sayisinin veya oksijen tasima kapasitelerinin yas,
cinsiyet, irtifa, sigara ve gebelik durumuna gore degisen fizyolojik ihtiyaclari1 karsilamak i¢in
yetersiz oldugu bir durum olarak tanimlamaktadir. Eriskin erkekte hemoglobin <13g/dl,
eriskin kadinda hemoglobin <12 g/dl ve gebelerde hemoglobin <11 g/dl ise anemi olarak
tanimlanmaktadir.

Anemiler morfolojilerine gore mikrositer, normositer ve makrositer olarak {i¢ gruba
ayrilmaktadir. Makrositer anemiler de kendi iginde megaloblastik ve nonmegaloblastik olarak
iki alt gruba ayrilir (Tablo 1).

Tablo 1. Anemilerin morfolojilerine gore siniflandirilmasi

Mikrositer anemiler (MCV <80 fl)
o Fe eksikligi
Talasemiler
Kronik hastalik anemisi
Kursun intoksikasyonu
Herediter sideroblastik anemiler
o Hemoglobin C,E,D
Normositer anemiler (MCV 80-100 fl)
o Kan kayb1
Endokrin hastaliklar
Plazma voliim artist
Kronik hastalik anemisi
Hemoliz
Kronik bobrek yetmezligi
Kemik iligi infiltrasyonu
o Kronik karaciger hastaliklari
Makrositer anemiler (MCV> 100 fl)

Megaloblastik

o BI12 eksikligi
Folik asit eksikligi
Kemoterapi
Miyelodisplastik Sendrom
Konjenital diseritropoetik anemi
Akut eritrolosemi
Revers transkriptaz inhibitorleri
Nonmegaloblastik
Retikiilositoz
Kronik alkolizm
Karaciger hastalig1
Aplastik anemi
Miyelodisplastik Sendrom

o
O
O
O

O O O O O O

O 0 O 0 O O

O O O O O
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Megaloblastik anemilerde kemik iligi megaloblastik 6zellik gosterir. Nonmegaloblastik
makrositik anemilerde ise kemik iliginde normoblastik tipte bir eritropoez vardir.
Nonmegaloblastik makrositik anemiye neden olan hastaliklar genellikle normositik, bazen de
makrositik anemiye yol agarlar ve bunlarda saptanan makrositoz genellikle hafiftir.

Demir eksikligi anemisi en 6nemli halk sagligi problemlerinden biridir ve diinyada en sik
rastlanan anemi tipidir. Diinya niifusunda demir eksikligi anemisi yayginligi yaklasik %12
olup erkelerde %1-4, kadinlarda %5-12 ve gebelerde %25 civarindadir (WHO.
https://www.who.int/topics/anaemia/en/).

Yetmis kg'lik bir erkegin toplam viicut demiri yaklasik 4 gr'dir. Bu, emilim ve viicut kayiplari
arasindaki bir denge ile saglanir. Viicut bu dengeyi korumak i¢in giinde sadece 1 mg demir
emilimi gergeklestirmekle birlikte, demir i¢in i¢ gereksinim daha biiyiiktiir (20-25 mg). Bir
eritrosit 120 giinliik bir 6mre sahiptir, boylece kirmizi kan hiicrelerinin% 0,81 her giin yikima
ugrar ve degistirilir. Bes litre kan hacmine sahip bir erkegin hemoglobine dahil olan 2,5 gr
demiri vardir. Hemoglobin sentezi ve yikimi i¢in giinliik 20 mg ve diger sartlar i¢in art1 5
mg’lik bir dongiiye ihtiya¢ vardir. Bu demirin ¢ogu, yeniden kullanim i¢in plazmadan geger.
Bu gereksinimlerin tizerindeki demir, viicutta ferritin veya hemosiderin olarak depolanir
(https://emedicine.medscape.com/article/202333-overview). Yiyecekler ile alinan demirin
yaklasik %10-15’1 duedonum ve proksimal jejenumdan emilir.

Demir eksikliginin nedenleri yetersiz demir alimi, cesitli nedenlere bagli demir emilimde
azalma, siit cocuklugu ve gebelik gibi bazi durumlara bagli demir ihtiyacinda artma, bazi
herediter hastaliklar ve demir kaybinda artis olarak gruplandirilabilir.

Demir eksikligi anemisinde azalmis efor kapasitesi, halsizlik, yorgunluk, carpinti, bas
donmesi, bas agris1 ve irritabilite gibi semptomlar goriiliir. Solukluk, cilt kurulugu, mavi
sklera, sa¢ dokiilmesi, tasikardi, belirgin kalp tepe atimi ve sistolik iifiirim gibi genel
bulgularin yaninda kasik tirnak, glossit, agiz kenarinda catlaklar, disfaji, pika, pagofaji ve
huzursuz bacak sendromu gibi demir eksikligine 6zgii bulgular ortaya cikabilir.

Demir eksikligi anemisinin laboratuvar degerlendirmesi i¢in birinci basamakta tam kan
sayimi, periferik yayma ve demir indeksleri kullanilabilir.

Tam kan sayiminda mikrositer anemi vardir. MCV, MCH, MCHC diisiik, RDW yiiksektir.
Mentzer indeksi 13’{in tizerindedir.

Periferik yaymada hipokromi, mikrositoz, anizositoz, kalem hiicreleri, poikilositoz, target
hiicreleri goriiliir ve retikiilosit normal ya da diisiik olabilir.

Demir indeksleri degerlendirildiginde ferritin diisiik, demir diisiik, demir baglama kapasitesi
artmig Ve transferrin satiirasyonu diistiktiir.

Demir eksikligi anemisinin tedavisi nedene yonelik olmalidir. Demir eksikliginin esas nedeni
tespit edilip uygun sekilde tedavi edilmelidir.
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Demir eksikligi anemisinin tedavisinde oncelikle oral tedavi tercih edilir. Oral tedavide
emilimi daha iyi oldugundan Ferroz (Fe++) demir tercih edilebilir. Tedavi dozu 150-200
mg/giin’diir. Tolere edemeyen hastalarda Ferrik (Fe+++) demir verilebilir. Hemoglobin
normale dondiikten sonra tedaviye yaklasik 6 ay daha devam edilir.

Infantlar, addlesanlar, gebeler, diizenli kan dondrleri ve menorajili bayanlar gibi demir
ihtiyacinin arttig1 ya da demir kabinin oldugu durumlarda demir proflaksisi gerekir.

Birinci basamak hekimlerinin demir eksikligi anemisini yonetiminde bazi sevk kriterleri
vardir. Hemoglobinin 7 gr/dI’nin altinda olmasi, tedaviye yeterli cevap alinamamasi,
hemolitik anemi siiphesi, belirgin splenomegali, hemoliz bulgulari, ailede hemolitik anemi
oykiisti, digkida kan goriilmesi, anemi ile birlikte kalp yetmezligi bulgularinin olmasi,
etiyolojinin a¢iklanamamasi ve yasli hastalar sevk edilmelidir.
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