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

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

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

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

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

Dergide yazi siiregleri ve yayinlama ticretsizdir.

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

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

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

Yaymnlanan tiim igerige ¢evrimigi ve iicretsiz olarak
turkjresuscitation.org adresinden ulasilabilir.

Dergide yaymlanan tiim igerigin uluslararasi telif haklar
Resiisitasyon Dernegi’ne aittir.


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

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

Tiim makaleler intihal yazilimi ile kontrol edilir.

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

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

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

Derginin Yayin Kurulu, tiim itiraz ve sikayet davalarimi COPE
ilkeleri kapsaminda ele alir. Bu gibi durumlarda yazarlar, itirazlar
ve sikayetleri ile ilgili olarak yaym ofisi ile dogrudan iletisime
geemelidir. Gerektiginde, dahili olarak ¢o6zillemeyen davalari
¢6zmek i¢in bir arabulucu gorevlendirilebilir.

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

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

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

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

MAKALE HAZIRLIGI

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

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

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

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

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



http://www.icmje.org
http://www.turkjresuscitation.org
http://www.turkjresuscitation.org
http://www.turkjresucitation.org
http://www.turkjresucitation.org
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Makalenin Hazirlanmasi

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

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

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

*  Hibe bilgisi ve diger destek kaynaklar1 hakkinda detayli bilgi,

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

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

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

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

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

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

Tablo 1: Makale tiirleri igin kisaltmalar

YAZARLAR iCiN TALIMATLAR

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

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

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

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

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

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

Makale tiirii Kelime Sinir1 (6zet ve ref. haric) Tablo / Resim Sayisi Referans Sayisi
Orjinal yayin 3000 6 80
Kisa yayin 1500 4 40
Derleme 4000 10 100
Aciklama ve Kavramlar 2000 4 40
Editéryal 1200 1 30
Editére Mektup 500 1 10
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“Editére Mektup” seklinde de gonderilebilir. Okuyucular,
yayinlanan yazilar hakkindaki yorumlarini “Editére Mektup”
seklinde de sunabilirler. Ozet, anahtar sozciikler ve tablolar,
sekiller, gorseller ve diger medya araglari dahil edilmemelidir.
Metin yapilandirilmamis olmalidir. Uzerinde yorum yapilan
yaziya bu yazi i¢inde uygun sekilde atifta bulunulmalidir.

TABLOLAR

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

SEKILLER VE SEKIL ACIKLAMALARI

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

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

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

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

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

Tiirk RESUSITASYON Dergisi
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KAYNAKLAR

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

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

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

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

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

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

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

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

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

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

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

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

e Uygulama bu segenegi sagliyorsa, kullanilan yazi tiplerini
saklaymiz.

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

e Cizimleri metindeki siralarina gére numaralandiriniz.

e Resim dosyalarmiz i¢in adlandirma yapiniz.

*  Resimlere ayr1 ayr altyazi saglayiniz.

e Cizimleri, yayinlanan versiyonun istenen boyutlara yakin
boyutlandiriniz.

e Her bir ¢izimi ayr1 bir dosya olarak gonderiniz.

Yapilmamasi ve Dikkat Edilmesi Gerekenler:

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

e Coziinlrligi ¢ok diisiik olan dosyalari kullanmayiniz

+ lgerige gore orantisiz biiyiikliikte grafikler géndermeyiniz

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

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

Revizyonlar:

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

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

izinler ve Yeniden Baskilar:

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

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

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

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

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

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

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

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

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

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

The Turkish Resuscitation Council holds the international

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

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

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

All papers are checked with plagiarism software.

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

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

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

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

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

process for all appeals and complaints.

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

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

MANUSCRIPT PREPARATION

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

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

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

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

Authors are required to submit the following:

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



http://www.wma.net
http://www.icmje.org
http://www.turkjresuscitation.org
http://www.turkjresuscitation.org
http://www.consort-statement.org/
https://www.strobe-statement.org/
http://www.equator-network.org/reporting-guidelines/stard/
http://www.prisma-statement.org/
https://www.nc3rs.org.uk/arrive-guidelines
http://www.cdc.gov/trendstatement/
http://www.turkjresucitation.org
http://www.turkjresucitation.org

Turkish
Journal of
RESUSCITATION

Preparation of the Manuscript

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

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

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

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

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

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

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

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

Manuscript Types

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

Table 1: Limitations for each manuscript type

INSTRUCTIONS TO AUTHORS

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

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

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

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

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

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

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

TABLES

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

FIGURES AND FIGURE LEGENDS

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

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

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

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

REFERENCES

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

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

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

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

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

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

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

openpagel5.html

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

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

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

General points

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

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

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

*  Use a logical naming convention for your artwork files.

*  Provide captions to illustrations separately.

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

Please do not:

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

*  Supply files that are too low in resolution;

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

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

Revisions

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

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

Permissions And Reprints

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

Gebelikte ventrikiiler tagikardi(VT), maternal ve fetal morbiditeye
veya mortaliteye neden olabilecek bir patolojidir®®. Cogu gebede
yapisal kardiyak bir patoloji tespit edilememektedir®. Bu olguda
gebelikte ortaya ¢ikan ventrikiiler tagikardinin anestezi yonetimi
sunulmaktadir.

OLGU
28 wyasinda 35+3 haftalik gebe acil servise carpintt ve
presenkop semptomlariyla bagvuruyor. Gebeliginin = 28.

haftasinda unsustained monomorfik VT tanisi alan hastaya
katater ablasyon Onerilmis ancak hastanin kabul etmemesi
sonucunda metoprolol ile takibe alinmis. Kalp tepe atimi: 200-
250 atim/dk, noninvaziv kan basinci: 110/75 mmHg, periferik
oksijen saturasyonu: %96, elektrokardiyogram: unsustained
monomorfik VT, kan tetkikleri (elektrolitler, TSH) normal
sinirlarda, ekokardiyogramda normal sol ventrikiil boyutu
ve duvar kalinligi goriilliyor ve acil sezeryan planlaniyor.
Indiiksiyonda 2-3 mg/kg propofol, 1 mg/kg rokiironyum ve
1.5 mg/kg lidokain intravendz (IV) bolus; idamede
0.5-1 meg/kg/dk 1V remifentanil ve %l sevofluran inhalasyon
seklinde uygulandi. Kardiyak ritim, 2. dakikada 1:1 ventrikiiler
ekstrasistoller, 5. dakikada bebegin dogumuyla es zamanli siniis
ritmine dondii ve vaka boyunca siniis ritiminde kaldi. Dogumdan
sonra oksitosin (3 1u bolus, 10 w/h infiizyon), parasetamol
(10 mg/kg) ve transversus abdominis plan blogu uygulandi.
40. dakikada 4 mg/kg sugammadeks IV uygulanarak ekstiibe
edildi. Yogun bakim ve servis takiplerinde VT atagi olmadi.

TARTISMA VE SONUC

Yeni baslayan aritmi riski, gebelik sirasinda fizyolojik
degisiklikler nedeniyle artar. Degisen hormon seviyelerine bagli
olarak sempatik aktivitedeki ve katekolamin duyarliligindaki
degisikliklerde, flgiincii trimesterde proaritmojenik  bir
ortam yaratir®. VT, hizli tan1 ve tedavi gerektirir. Anestezi
yonetimi, artmis sempatik tonus ve elektrolit dengesizlikleri
gibi kardiyak ektopi olusturabilecek faktorlerden kaginmaya
odaklanmalidir. Spinal anestezi sirasinda siddetli tasikardi ve
diger aritmilerin goriilme riski artar. Ayrica spinal anestezide
kullanilan bupivakainin hastalarda erken atriyal ve ventrikiiler
atimlarda artisa neden oldugu gorilmistir®. Gebelik sirasinda
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amiodaron tedavisi neonatal hipotiroidizme neden olabilir. Bu
nedenle amiodaronun gebelikte kullanimi hayati tehdit eden
tagiaritmilerle sinirhidir®. Olgumuzda daha kontrollii olacagini
disiinerek genel anesteziyi ve gebede giivenli olan lidokaini
tercih ettik.

Gebelikte ventrikiiler tasikardinin etkin ve giivenli tedavisi,
lidokain ile beraber dogumun gergeklesmesi  oldugunu
disiiniiyoruz.

Anahtar Kelimeler: anestezi, gebe, lidokain, sezeryan,
ventrikiiler tagikardi

INTRODUCTION

Ventricular tachycardia (VT) in pregnancy is a pathology that
can cause maternal and fetal morbidity or mortality”. Cardiac
pathology cannot be detected in most pregnant women®. In this
case, anesthesia management of ventricular tachycardia occurring
during pregnancy is presented.

CASE

A 28-year-old 35+3-week-old pregnant woman is admitted to the
emergency department with throb and presyncope symptoms.
Catheter ablation was recommended to the patient who was
diagnosed with unsustained monomorphic VT at the 28th week
of her pregnancy, but as the patient refused, she was followed
up with metoprolol. Heart rate: 200-250 beats/min, noninvasive
blood pressure: 110/75 mmHg, SpO2: %96, electrocardiogram:
unsustained monomorphic VT, blood tests (electrolytes, TSH)
are within normal limits, echocardiogram shows normal left
ventricular size and wall thickness and emergency cesarean section
is planned. In induction, 2-3 mg/kg propofol, 1 mgkg
rocuronium and 1.5 mg/kg lidocaine intravenous (IV) bolus;
For maintenance, 0.5-1 mcg/kg/min IV remifentanil and 1%
sevoflurane were administered as inhalation. Cardiac rhythm,
1:1 ventricular extrasystoles at 2 minutes, returned to sinus
rhythm simultaneously with the birth of baby at 5 minutes and
remained in sinus rhythm throughout the case. After delivery,
oxytocin, paracetamol and transversus abdominis plan block
were administered. He was extubated by administering 4 mg/kg
sugammadex at 40 minutes. There was no VT attack afterwards.
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DISCUSSION AND CONCLUSION

The risk of new onset arrhythmia increases during pregnancy due
to physiological changes. Changes in sympathetic activity and
catecholamine sensitivity due to changing hormone levels create
a proarrhythmogenic environment in the third trimester®. VT
requires prompt diagnosis and treatment. Anesthesia management
should focus on avoiding factors that may produce cardiac
ectopia. The risk of severe tachycardia and other arrhythmias
increases during spinal anesthesia. It has also been observed
that bupivacaine, used in spinal anesthesia, causes an increase
in premature atrial and ventricular contractions in patients®.
Amiodarone treatment during pregnancy may cause neonatal
hypothyroidism. Therefore, the use of amiodarone during
pregnancy is limited to life-threatening tachyarrhythmias®. In
our case, we preferred general anesthesia and lidocaine, which is
safe in pregnancy.

We think that effective and safe treatment of ventricular
tachycardia during pregnancy is delivery with lidocaine.

Keywords: cardiac transplantation, resuscitation, therapeutic
hypothermia
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“PERIMORTEM C/S” HERKES iCiN BiR KABUS
“PERIMORTEM C/S” A NIGHTMARE FOR EVERYONE
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GIRIS

Anne oliimleri dnemli bir saglik gostergesidir. Gebe kadinlarda
kardiyak arrest prevalanst 1/20.000 ila 1/50.000 arasinda
degismektedir ve yiiksek maternal (%30-80), neonatal (%60)
oliim oranlari ile iliskilidir. 2021 yilinda Tirkiye’de anne 6liim
orani 100.000 canli dogumda 13,1°dir.®

Obstetrik hastada resiisitasyon, anne ve fetlis olmak iizere iki
hastanin hayatini ilgilendirdigi i¢in zor ve ozeldir. Ozellikle
gebelik  sirasindaki  fizyolojik ve anatomik degisiklikler
kardiyopulmoner resiisitasyon sirasinda 6zel dikkat gerektirir.

OLGU

24 yasinda 35 haftalik nullipar kadin hasta genel durum
bozuklugu, konviilsiyon ve firiner inkontinans nedeniyle
Ankara Sehir Hastanesi Acil Servisine getirildi. Hizl1 bir genel
muayeneden sonra, stabil olmayan durum ve fetal distres-
bradikardi nedeniyle acil sezaryen planlandi. Hasta acil
tinitesinden ameliyathaneye nakil edilirken arrest oldu. Hastanin
hicbir kan laboratuvar degerleri bilinmemekte ve kalp hizi
130/dak, kan basinct 90/45 mmHg ve oksijen saturasyonu
%92’ di. Kardiyopulmoner resiisitasyon (KPR) uygulanarak
hizla operasyon odasina alindi, monitérize edilerek sol yan
pozisyonda, g6giis kompresyonlarina ara verilmeden 3 dak
araliklarla 1 mg adrenalin intravenéz (IV) uygulandi. Entiibe
edilen hasta %100 oksijen ile ventile edildi. Acil Perimortem
Sezaryene (PMCS) kadin dogum uzmanlari ile ortaklasa karar
verildi ve bebek 6 dakika sonra dogurtuldu.

Yeni dogan kiz bebegin spontan solunumu veya kalp atimi
yoktu. Dogumda APGAR skoru 0 idi. Bebegin dogumdan 60
dakika sonra 6ldiigli belgelendi. Anne karni eksplore edildiginde
yogun hemorajik siv1 goriildi. Acil genel cerrahi konsiiltasyonu
sonucunda dalak arter ve venleri intakt olan hastanin dalak
hilusunda tespit edilen kanama kaynagi durduruldu.

Entiibe olarak yogun bakima ¢ikarilan hasta 2. giiniinde ekstiibe
edildi, Hasta takibinde sag saglikli sekelsiz olarak taburcu edildi.

TARTISMA VE SONUC

Maternal KPR 6zellikli bir prosediir olup, 2020 yilinda yapilan
glincellemelere gore resusitasyon uygulanmasi sirasinda hastada
nabiz aramasi yapilarak vakit kaybedilmemesi, defibrile
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edilebilir ritm olmadig1 veya defibrile edilebilen ritm varliginda
ise defibrilasyona cevap alinamadiginda epinefrinin en kisa
stirede yapilmasi boylece hizli doku oksijenizasyonu saglanmasi,
arterial kan basinci veya ETCO, monitdrizasyonu yapilarak KPR
kalitesi, vazopressor tedavi uygulamasi ve doku oksijenizasyonu
hakkinda bilgi edinilebilecegi, intraosse6z yol kullaniminin
ancak intravendz girisimler basarisiz veya miimkiin olmadiginda
tercih edilmesi gerekliligi anlatilmistir.® PMCS ise uterus
biiytikligi 20 hafta ve iizerinde ise ve CPR basarili olamiyorsa
ilk 4 dakikay1 gegirmeyecek sekilde hemen uygulanmalidir.®

Maternal resiisitasyonda, gogiis kompresyonlart sirasinda
uterusun sol lateral yer degistirilmesi, hastanin zor hava
yolunun olabilecegi, intravendz erisimin diyaframin iizerine
yerlestirilmesi ve uygun personelin vendz sistem Ulzerindeki
baskiy1 azaltmak ve ROSC olasiligini artirmak igin PMCS
yapmaya hazirlanilmasi gerektigi unutulmamalidir.G-®

Anahtar Kelimeler: maternal KPR, perimortem C/S, Ozel
durumlar

INTRODUCTION

Maternal mortality is a key health indicator. The prevalence of
cardiac arrest in pregnant women varies from 1/20,000 to 1/50,000
pregnancies and is associated with high maternal (30—80%) and
neonatal (60%) fatality rates.!’ In 2021, maternal mortality rate in
Turkey was 13.1 per 100,000 live births.?®

Resuscitation in obstetric patient is challenging and special
as it involves the lives of two patients, the mother and the
fetus. Especially physiological and anatomical changes during
pregnancy need special considerations during cardiopulmonary
resuscitation.

CASE

A 24-year-old nulliparous woman at 35 weeks of gestational
age and was brought to the Emergency Department of Ankara
City Hospital due to general condition disorder, convulsion
and urinary incontinans. After a quick general examination,
emergency caesarean section was planned because of unstable
condition and fetal distress- bradycardia. The patient’s laboratory
results are unknown and her heart rate 130/minute, blood pressure
90/45 mmHg and oxygen saturation was 92%. While the patient
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was being transported from the emergency unit to the operating
theatre, she lost her consciousness. Cardiopulmonary resuscitation
initiated immediately. Perimortem Caesarean section (PMCS)
was jointly decided by the obstetricians immediately, and the
baby was delivered 6 minutes later.

The newborn girl baby with no spontaneous breathing or
detectable heart rate. Her Apgar score was 0 at birth. The baby
was certified dead 60 minutes after delivery. When the abdomen
was explored, dense hemorrhagic fluid was seen. Emergency
general surgery consultation was performed, during further
examination and the bleeding source detected in the splenic
hilus, was stopped. The patient was taken to the intensive care
unit as intubated and extubated on the second day. The patient
was discharged as healthy without any sequelae.

DISCUSSION AND CONCLUSION

Maternal CPR is a special procedure and according to the updates
made in 2020, it is recommended that no time should be wasted
by searching for a pulse in the patient during resuscitation, and
epinephrine should be administered as soon as possible when
there is no nonshockable rhythms or no response to defibrillation
in the presence of a with shockable rhythms, thus ensuring rapid
tissue oxygenation, It has been explained that arterial blood
pressure or endtidal CO, monitoring can be performed to obtain
information about the quality of CPR, vasopressor treatment
application and tissue oxygenation, and the use of intraosseous
route should be preferred only when intravenous interventions
fail or are not possible.® PMCS should be applied immediately,
not exceeding the first 4 minutes, if the uterus size is 20 weeks
and above and CPR is not successful.®

In maternal resuscitation, left lateral uterine displacement during
chest compressions, an assumption that the patient has a difficult
airway, placement of intravenous access above the diaphragm,
and appropriate personnel should also prepare to perform PMCS
to decrease compression on the venous system, and to improve
the probability of ROSC must not be forgotten.¥

Keywords: maternal CPR, perimortem C/S, special
circumstances
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GIRIS

Hastane dis1 kardiyak arrestlerin mortalitesinin  %90’1 buldugu
ve ¢ogunlukla akut koroner sendrom ve solunum yetmezliginden
kaynaklandig1 bilinmektedir. Oncesinde kalp transplantasyon
cerrahisi yapilmis hastalarda, kardiyak arrest durumunda zaten
var olan yiiksek komorbidite diizeyi ile sag kalim orani daha da
azalmaktadir.®)

OLGU

Kardiyomiyopati nedeni ile 2014 yilinda kalp transplantasyonu
uygulanmis 37 yasinda, tip 2 DM olan kadin hasta, hastane
disinda 30 dakika, hastanede 10 dakika kardiyopulmoner
resusitasyon sonrast yogun bakima kabul edildi. Inotrop
inflizyonu alan hastada GKS: 3, pupiller dilate, 151k refleksi zayif,
spontan solunumu mevcuttu. Mekanik ventilatérde respiratuvar
destek baglanan hastaya kan gazi degerlendirmesinde derin asidoz
olmasi iizerine hemodiyaliz uygulandi. Es zamanli terapotik
hipotermi planlandi ve hastada 34°C hedefli 48 saat terapotik
hipotermi uygulamasina baglandi. Hasta hipotermi siiresince
midazolam inflizyonu aldi. Besinci gilinde toplamda 5 seans
hemodiyaliz alan, hemodinamisi diizelip, inotrop destegi kesilen
hastada kan gazi da normal sinirlara gelince sedasyonu azaltildi
ve sonlandirildi.Kardiyak degerlendirme ile ekokardiyografide,
EF: %35 idi. Beyin MR goriintiilemesinde  akut-subakut
infarktlar oldugu rapor edildi. Norolojik degerlendirmede
GKS: 11 ve sol hemiparezik idi. Kismen iletisim kurulan hastanin
weaning igin anksiyetesinin devam etmesi lizerine psikiyatrik
destek alindi. Medikal tedavi ve mekanik ventilatérde aralikli
spontan solunum-CPAP ile solunum destegi siirdiiriildii. Enteral
beslenmekte olan ve trakeostomi planlanan hastada yatisinin
24.giiniinde var olan pndmoni tedavisi ve eklenen gastroenterit
icin antibiyoterapisi yeniden diizenlendi. Takibinde inotrop
gerektiren hipotansiyonu diizelmeyen ve derinlesen hastanin
genel durumu kotiilesti; yogun bakim yatisinin 30.giinlinde
sepsis nedeni ile exitus oldu.

TARTISMA VE SONUC

Kardiyak arreste sebep olan patolojiler, diger faktorler gibi
sonuca dogrudan etki etmektedir.® Terapotik hipoterminin
basarili kardiyak resusitasyon sonrasi sekelsiz sag kalima
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onemli derecede katki sundugu pek cok calisma ile ortaya
konmustur.®” Kardiyak transplantasyon gegirmis hastalar ¢ok
Ozel bir grup olup, bu hastalarda gelisen kardiyak arrestlerde
sag kalim ve sekelsiz iyilesme oranlari olduk¢a azdir.®
Multidisipliner c¢alisma gerektiren bu hastalarda hedeflenmis
terapotik hipotermi iyi yonetilir ise olumlu sonuglar alinabilir.

Kardiyak transplantasyon geg¢irmis hastalarda resusitasyon
sonras1 hedeflenmis terapotik hipotermiyle sekelsiz sag kalim
basarisinin artabilecegi, bunun yaninda sepsis gibi araya
giren olumsuzluklar ile siirecin komplike hale gelebilecegi de
unutulmamalidir.

Anahtar kelimeler: kardiyak transplantasyon, resusitasyon,
terapotik hipotermi

INTRODUCTION

It is known that the mortality rate of out-side-hospital cardiac
arrests reaches 90% and is mostly caused by acute coronary
syndrome and respiratory failure.’ In patients who have
previously undergone heart transplantation surgery, the survival
rate decreases further with the high level of comorbidity that
already exists in case of cardiac arrest.?)

CASE

A 37-year-old female patient with type 2 DM, who underwent
heart transplantation in 2014 due to cardiomyopathy, was
admitted to the intensive care unit after 30 minutes of
cardiopulmonary resuscitation outside the hospital and 10 minutes
of cardiopulmonary resuscitation in the hospital. The patient
receiving inotrope infusion had a GCS of 3, pupils dilated, light
reflexes weak, and spontancous breathing. Respiratory support
was started on the mechanical ventilator, and hemodialysis was
performed due to deep acidosis in the blood gas evaluation. At
the meantime therapeutic hypothermia was planned and the
patient was started on therapeutic hypothermia for 48 hours
with a target of 34°C. The patient received midazolam infusion
during hypothermia. On the fifth day, the patient received
5 sessions of hemodialysis in total, his hemodynamics improved
and inotrope support was discontinued, and his sedation was
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reduced and terminated when his blood gas reached normal
limits. In cardiac evaluation and echocardiography, EF was
35%. Acute—subacute infarcts were reported on brain MRI.
In neurological evaluation, GCS was 11 and left hemiparetic.
Psychiatric support was received as the patient, who was partially
contacted, continued to have anxiety about weaning. Respiratory
support was continued with medical treatment and intermittent
spontaneous breathing-CPAP on a mechanical ventilator. The
patient was on enteral nutrition and planned for tracheostomy.
On the 24th day of hospitalization, the existing pneumonia
treatment and antibiotic therapy for additional gastroenteritis
were rearranged. During follow-up, the general condition of the
patient, whose hypotension requiring inotropes did not improve
and deepened, deteriorated; He died due to sepsis on the 30th day
of his intensive care stay.

DISCUSSION AND CONCLUSION

Pathologies that cause cardiac arrest, like other factors, directly
affect the outcome.® It has been demonstrated by many studies
that therapeutic hypothermia contributes significantly to sequela-
free survival after successful cardiac resuscitation.® Patients who
have undergone cardiac transplantation are a very special group.
Survival and sequela-free recovery rates in cardiac arrests in
these patients are quite low.? If targeted therapeutic hypothermia
is well managed in these patients requiring multidisciplinary
work, positive results can be obtained.

It should not be forgotten that the success of survival without
sequelac may increase with targeted therapeutic hypothermia
after resuscitation in patients who have undergone cardiac
transplantation, but that the process may be complicated by
intervening negativities such as sepsis.

Keywords: cardiac transplantation, resuscitation, therapeutic
hypothermia
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ASLA PES ETME! ACIiL SEZARYEN SIRASINDA iINTRAOPERATIF iKi KEZ KARDiYAK ARRESTLE
SONUCLANAN BEKLENMEYEN PLASENTA PERKREATA OLGUSU
NEVER GIVE UP! TWO INTRAOPERATIVE CARDIAC ARRESTS IN A PATIENT WITH UNEXPECTED PLACENTA PERCRETA

DURING EMERGENCY CESAREAN SECTION
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GIRIS

Anormal invazif plasentasyon, masif obstetrik kanamanin
major nedenlerinden biridir®. Olgumuzda; beklenmeyen plasenta
perkreatasi olan ve intraoperatif iki kez kardiyak arrest (KA)
geciren masif kanamali bir kadinda resiisitasyon girisimlerini
sunmak istedik.

OLGU

37 yasinda, 38+4 haftalik gebe hastaya agrilarinin baslamasi
nedeniyle acil sezaryen planlandi. Sistemik bir hastalig1 olmayan
hastaya spinal anestezi ugulandi.

Dogum sonrasi, plasenta perkreata ve abondan kanama oldugu
goriildii. Kan hazirligi bile olmayan hastaya, ES hazirlanana
kadar bolus kolloid inflizyonuna baslandi. Hipotansif ve
bradikardik olan hastaya 0.5 mg atropin ve 5 mcg iv epinefrin
uygulandi. Cerrahi hemostaz zorlagirken, hastada aniden
biling kaybi ve nabizsiz elektriksel aktivite (NEA) gelisti.
Vakaya kidemli kadin dogum uzmani ve obstetrik anestezi
uzman1/ERC ileri yasam destegi egiticisi eslik etti. Iki dakika
gogiis kompresyonu ve iv 1 mg epinefrin ile kardiyopulmoner
resiisitasyon (KPR) sonrasi spontan dolagim geri dondii. Hasta
entiibe edildi ve masif transfiizyon protokolii aktive edildi.
Histerektomi tamamlandiktan sonra hastanin batin i¢inde ¢oklu
odaklardan kanamasi devam etti ve hastada ikinci kez NEA
gelisti, 10 dakikalik KPR ve ¢oklu epinefrin boluslar1 sonrasi
spontan dolasim dondi. Hipotansif seyreden hastada batin,
cerrahi kompreslerle doldurularak kapatildi ve hemodinamik
stabilizasyon sonrasi sekonder kapatma karari alindi. Tahmini
kan kayb1 7500 cc olan hastaya, operasyon sirasinda kristaloid,
kolloid, ES, aferez ve random trombosit, TDP, traneksamik asit,
kriyopresipitat ve fibrinojen konsantresi verildi. Hasta entiibe ve
inotrop destegiyle YBU’ne alind1.

Postoperatif 1. giinde, eksploratif laparotomi, kanama kontrolii
ve cerrahi kapatma islemi gerceklestirildi. YBU’de herhangi
bir ndrolojik komplikasyon ve DIC gelismeden postoperatif 10.
glinde sorunsuz olarak taburcu edildi.

TARTISMA VE SONUC
Anormal invazif plasentasyonu olan hastalarin anestezi yonetimi

Tiirk RESUSITASYON Dergisi
Turkish Journal of RESUSCITATION

multidisipliner planlama gerektirir. Bu vakalarda kan kaybinin
hizi, organize bir yaklagima vakit birakmadan hizla katastrofik
hale doniigebilir®?. Bu olgudaki gibi beklenmedik kardiyak
arrestlerde, deneyimli ileri yasam destegi uygulayicilariyla ekip
calismasi sarttir. KA’in kanama gibi geri dondiiriilebilir bir
nedeni varsa, asla pes etmeyin!

Anahtar Kelimeler: Plasenta perkreta, kardiak arrest, maternal
hemoraji

INTRODUCTION
Abnormal placentation is one of the important causes of massive
obstetric haemorrhage™. Here we present the cardiopulmonary
resuscitation attempts of a woman with an unexpected placenta
percreta who bled massively and suffered two intraoperative
cardiac arrests (CA).

CASE

A 37-year-old, woman was scheduled for emergency caesarean
section at 38+4 weeks gestation for uterine contractions. She had
no systemic illness. Spinal anesthesia was performed.

After delivery, uterine exploration revealed that placenta percreta
and profuse haemorrhage. The patient had no blood samples.
Bolus colloid infusion was started immediately until erythrocyte
concentrate was prepared. The patient became hypotensive
and bradycardic; 0.5 mg atropine and 5 mcg epinephrine
were administered. While surgical haemostasis remained a
challenge, the patient suddenly developed unconsciousness and
pulseless electrical activity (PEA). A senior obstetrician and
obstetric anaesthetist/ERC advanced life support instructor
attended the case. Spontaneous circulation returned after
2 minutes of cardiopulmonary resuscitation (CPR) and iv 1 mg
epinephrine. The patient was intubated and a massive transfusion
protocol was activated. After completion of the hysterectomy,
the patient continued to bleed from multiple intraabdominal
sites. Intraoperatively, patient received RBCs, FFPs, platelets,
apheresis, cryo units, fibrinogen, tranexamic acid, crystalloids
and colloids with an estimated blood loss of 7.5 L. Despite
appropriate treatment, the patient developed second PEA. Normal
sinus rhythm was restored after 10 min of CPR and multiple
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epinephrine boluses,hypotension and bleeding persisted. The
abdomen was packed with the decision to close secondarily after
hemodynamic stabilisation.

On postoperative day 1,explorative laparotomy was performed to
control the bleeding and surgical closure of the abdomen. She
was discharged uneventfully on the postoperative day 10 without
neurological complications or DIC.

DISCUSSION AND CONCLUSION

Anaesthetic management of patients with abnormal invasive
placentation requires multidisciplinary planning. The rapidity
of blood loss in these cases can quickly become catastrophic,
leaving no time for an organised approach® 3.

In cases of unexpected cardiac arrest, teamwork with expert
ALS providers is essential. If CA has a reversible cause, such as
bleeding, never give up!

Keywords: Placenta percreta, cardiac arrest, maternal
hemorrhage
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KRONIK HIPERTANSIYONU OLAN POSTOPERATIF KARDIYAK ARREST GECIiREN OLGUDA

KARDIYOPULMONER RESUSITASYON YONETIiMi

CARDIOPULMONARY RESUSCITATION MANAGEMENT IN A CASE WITH CHRONIC HYPERTENSION AND

POSTOPERATIVE CARDIAC ARREST

Orhan BINICT

Harran Universitesi Tip Fakiiltesi, Harran University Faculty of Medicine, Sanlrfa, Tiirkiye
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GIRIS

Tekrarlanan 6l¢timlerde eriskin hastalar igin KB > 140 mmHg
ve/ veya diyastolik KB >90 mmHg olmasi hipertansiyon olarak
kabul edilmektedirV. Hipertansiyonun yol agtig1 komplikasyonlar
intraoperatif ve postoperatif sikintilar1 artirmaktadir. Bu
olgu sunumununda hipertansiyonun yol agabilecegi ciddi
komplikasyonlara dikkati cekmek istedik.

OLGU

Hipertansiyon disinda baska hastaligi olmayan 47 yasinda,
erkek hasta iiroloji tarafindan perkiitan litotomi operasyonuna
alindi. Daha once hipertansiyon nedeniyle operasyonu {i¢
kez ertelenen hasta monitorize edilip tansiyonu Olgiildi
TA: 146/78 mmHg; kalp hizi: 102 atim/dk; SPO2:99 olan hasta
fentanil 150 mcg, propofol 150 mg, rokuronyum 50 mg yapilarak
operasyona alindi. Ortalama arter basinci 60 mmHg altinda
olan hastaya gerekli IV sivi replasmani saglandi. Ortalama arter
basincini 65 mmg lizerinde tutmak i¢in efedrin 5mg araliklarla
uygulandi. Operasyon 90 dk siirdii. Hasta higbir sorun olmadan
sugammadex 150 mg yapilip uyandirilip extiibe edildi, oksijen
saturasyonu iyi olan diizenli tidal voliimii olan hasta postoperatif
derlenme odasina nakledilmesi diistiniilirken EKG’sinde VF
gorildii. Hasta hemen tekrar entiibe edildi hemen bifazik
defibrilatorile 150 joule sok uyulandi ve gogiis kompresyonlariile
KPR’ye baslandi 2 dk sonra sonra ritmi degerlendirilen hastanin
VF’si devam ettigi igin 270 joule ile sok uygulandi. KPR’ye
devam edilen hastaya 2 dk sonra sonra tekrar 270 joule ile sok
uygulandi ve 1 mg adrenalin 300mg amiadaron uygulandi. Hasta
sonra asistolide oldugu igin KPR’ye devam edildi. Kan gazinda
ph:7.12 gelen hastaya 50 mEq sodyum bikarbonat yapildi.
KPR toplam 27 dk siirdii ve 3 dk da bir adrenalin 1mg yapildi.
Spontan dolagimi geri donen hastanin EKG’sinde AF Im iv
gorildigi icin 100 joule ile sok uygulandi ve atimlar NSR’ye
dondi.

Hastaya dopamin ve norepinefrin infuzyon basland1 ve YBU’ne
alindi. Hasta bir giin sonra extiibe edildi ve 4 giin sonra
kardiyolojinin Onerileriyle iiroloji servisine devr edildi. Hasta
herhangi bir sorun olmadan 6. giin taburcu edildi.
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TARTISMA VE SONUC

Hipertansiyonu olan hastalarda altta yatan farkli kardiyak
sorunlar olabilmektedir. Tedavi edilmeyen hipertansiyonun, kalp
yetersizligi, koroner kalp hastaligi, hemorajik ve trombotik inme,
bobrek yetersizligi, periferik arter hastaligi, aort diseksiyonu
ve Oliim oranini artirdign ortaya konmustur®. Hasta kardiyak
arrest gecirdiginde hizli entiibasyon ve CPR’a hizli baslamak;
cerebral hipoksi ve bu gibi ciddi sikintili sekellerin olugmasini
engellemektedir.

Hipertansiyon tedavisi alan hastalar tedavisini diizenli
alip bu sartlarda elektif cerrahi operasyonlara alinmalidir;
hipertansiyonu olan hastalarda kardiyak arrest riski hi¢cbir zaman
gozardi edilmemeli ve gerekli tedbirler buna gére alinmalidir.

Anahtar Kelimeler: Hipertansiyon, Postoperatif kardiyak
arrest, Kardiyopulmoner Resusitasyon

INTRODUCTION

For adult patients, BP > 140 mmHg and/or diastolic BP > 90
mmHg in repeated measurements is considered hypertension®.
Complications caused by hypertension increase intraoperative
and postoperative difficulties. In this case report, we wanted to
present the case to draw attention to the serious complications
that hypertension can cause.

CASE

A 47-year-old male patient, who had no other disease other
than hypertension, was taken to percutaneous lithotomy
by urology. The patient, whose operation was previously
postponed three times due to hypertension, was monitored
and his blood pressure was measured. TA: 146/78 mmHg;
heart rate: 102 beats/min; The patient with SPO2:99 was
taken into operation with fentanyl 150 mcg, propofol 150 mg,
and rocuronium 50 mg. Necessary IV fluid replacement was
provided to the patient whose mean arterial pressure was
below 60 mmHg, and ephedrine was administered at 5Smg
intervals to keep the mean arterial pressure above 65 mmHg.
The operation took 90 minutes. The patient was given
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sugammadex 150 mg without any problems, woken up and
extubated. While the patient, who had good oxygen saturation
and regular tidal volume, was being considered for transfer to
the postoperative recovery room, VF was observed on his ECG.
The patient was immediately re-intubated, a 150 joule shock was
applied immediately with a biphasic defibrillator, and CPR was
started with chest compressions. After 2 minutes, the patient’s
rhythm was evaluated and he was shocked with 270 joules because
he had VF. CPR was continued, and after 2 minutes, the patient
was shocked again with 270 joules and 1 mg adrenaline 300 mg
amiadarone was administered. CPR was then continued while
the patient was in asystole. 50 mEq NaHCOs was administered
to the patient whose blood gas showed pH: 7.12. CPR lasted a
total of 27 minutes from the beginning and adrenaline 1mg was
administered every 3 minutes. Since AF was seen on the ECG
of the patient, whose cardiac rhythms returned, a shock of 100
joules was applied and the beats returned to NSR. The patient
was started on dopamine and norepinephrine infusion and
was taken to the ICU. The patient was extubated one day later
and transferred to the urology service on the 4th day with the
recommendations of the cardiologist. The patient was discharged
on the 6th day without any problems.

DISCUSSION AND CONCLUSION

Patients with hypertension may have different underlying cardiac
problems. It has been shown that untreated hypertension increases
the rate of heart failure, coronary heart disease, hemorrhagic and
thrombotic stroke, kidney failure, peripheral artery disease, aortic
dissection and death®. Rapid intubation and rapid initiation of
CPR when the patient experiences cardiac arrest; It prevents the
occurrence of cerebral hypoxia and such serious sequelae.

Patients receiving hypertension treatment should take their
treatment regularly and undergo elective surgical operations
under these conditions; The risk of cardiac arrest in patients with
hypertension should never be ignored and necessary precautions
should be taken accordingly.

Keywords: Hypertension, Postoperative cardiac arrest,
Cardiopulmonary Resuscitation

Tiirk RESUSITASYON Dergisi
Turkish Journal of RESUSCITATION

BILDIiRI ABSTRACT
TJIR 2023;2(S1):9-10

KAYNAKLAR REFERENCES

1. E Judd and DA Calhoun. Apparent and true resistant
hypertension: definition, prevalence and outcomes. J Hum
Hypertens. 2014 August ; 28(8): 463—468. doi:10.1038/
jhh.2013.140.

2. HIPERTANSIYON TANI ve TEDAVI KILAVUZU.
Tiirkiye Endokrinoloji ve Metabolizma Dernegi. 2022 ISBN:
978-605-66410-4-6

Sorumlu Yazar
orhan_binici@windowslive.com



Turkish
Journal of
RESUSCITATION

BILDIiRI ABSTRACT
TJIR 2023;2(S1):11-12

TONSILLEKTOMIi HASTASINDA GELISEN DiRENCLI ANAFILAKTIK SOK
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GIRIS

Anafilaksi, bir allerjen ile karsilasan hastada ani deri ve mukoza
degisiklikleri (flushing, iirtiker, anjioddem), yasami tehdit eden
hava yolu, solunum ve dolasim problemlerinin hizla gelismesi ile
karakterize, sistemik bir hipersensitivite reaksiyonu ve vazojenik
sok nedenidir®. Bu olguda tonsillektomi operasyonu sirasinda
anafilaksi gelisen hastadaki deneyimimizi paylastik.

OLGU

Tonsillektomi planlanan 29 yasindaki ASA 2, erkek hasta,
82 kilo, 185 cm, BMI: 24/m2, ek hastalik dykiisii yok; 200 mg
propofol, 150 mecg fentanil, 50 mg rokuronyum ile anestezi
indiiksiyonunu takiben orotrakeal entiibe edildi. Cerrahi
baslamadan IV sefalosporin uygulanan hastada ani saturasyon
ve end tidal CO, diisiikliigii, hipotansiyon, tasikardi, pik basing
artig1 ve cilt dokiintiileri gozlendi. Ilaca bagli anafilaktik sok
olarak degerlendirilen hastaya 2 kez 0,5 mg IM adrenalin
uygulandi. Diizelme olmayinca ardisik dozlarda 3 kez 0,1 mg IV
adrenalin yapildi. Hizli siv1 replasmani ve adrenalin tedavisine
ragmen hipotansiyonu devam eden hastaya noradrenalin ve
adrenalin inflizyonu baglandi. Metilprednizolon (200 mg),
feniramin (90 mg), aminofilin (240 mg) IV olarak yapildi.
Peroperatif EKO normal degerlendirildi. Emboli ve kardiyak
nedenler diglanan hasta anafilaksi tanisiyla entiibe ve vitalleri
stabil sekilde yogun bakima transfer edildi. Hasta 1 giin sonra
sifa ile taburcu edildi.

TARTISMA VE SONUC

Anafilaksi erken tan1 ve tedavi ile arrest olmadan diizeltilebilecek
bir sok nedenidir. Anestezi altinda tani koymak zor ve geg
olabilir. Hastamizdaki ani degisikliklerle hizla anafilaksi tanisi
koymamiza ve erken miidahaleye ragmen direngli bir sok
tablosu gelismistir. Anafilaksi tedavisinde ilk tercih edilecek
vazopresor IM 0,5 mg olarak uygulanan adrenalindir. Hizli sivi
yiklemesi ve direngli olgularda 20-50 mcg IV adrenalin bolus
veya inflizyon mutlaka disiinilmelidir. Diger vazopressor
ve inotroplar (noradrenalin, vazopressin, terlipressin) sok
tablosunda  uygulanabilir. ~ Antihistaminikler  2.basamak
tedavidir. Kortikosteroidler ise wuzun siiren reaksiyonlari
onlemede veya siiresini azaltmada yardimcidir. Hastalar en az
6-24 saat gozlem altinda tutulmalidir. Bu olguda oldugu gibi
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anestezi altinda anafilaksi gelisen hastalarda erken taniy1 dogru
koyup, dogru tedavi basamaklarini uygulamanin kardiyak arresti
onlemedeki 6nemi yadsinamaz.

Anahtar Kelimeler: kardiyak arrest, anafilaksi, sok

INTRODUCTION

Anaphylaxis is a systemic hypersensitivity reaction and a cause
of vasogenic shock. It is characterized by skin (flushing, urticaria)
and mucosal (angioedema) reactions, rapid development of life-
threatening airway, respiratory and circulatory problems after
exposure to an allerge®. In this case, we shared our experience
with a patient who developed anaphylaxis under general
anesthesia.

CASE

29-year-old, 82 kg, 185 cm, BMI: 24/m2, no comorbidities,
ASA 2, male patient scheduled for tonsillectomy operation was
orotracheally intubated following anesthesia induction with
propofol, fentanyl, and rocuronium. Rapid desaturation and low
end tidal CO, levels, hypotension, tachycardia, peak pressure
increase and skin rashes evolved following IV cephalosporin
administration. The patient was clinically diagnosed as drug-
induced anaphylactic shock and 0.5mg IM adrenaline was
administered twice accompanying bolus IV hydration. As no
clinical improvement was recorded, 0.lmg IV adrenaline was
administered 3 times in consecutive doses. Noradrenaline and
adrenaline infusions were started as hypotension persisted.
Methylprednisolone, pheniramine and aminophylline were
administered IV. Pulmonary embolism was excluded with
intraoperative echocardiography. The patient was transferred to
ICU in a stable condition and discharged with full recovery next
day.

DISCUSSION AND CONCLUSION

Anaphylaxis is a potentially fatal disorder if unrecognized
early and undertreated. Diagnosis under general anesthesia
may be difficult and delayed. Despite rapid diagnosis and early
intervention in our case, a refractory shock developed. The first
choice in the treatment is adrenaline 0.5mg IM. In cases resistant
to fluid therapy and IM adrenaline, 20-50mcg adrenaline 1V
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bolus or infusion should be considered. Other vasopressors KAYNAKLAR REFERENCES

and inotropes (noradrenaline, vasopressin, terlipressin) can
be administered as well. Antihistamines are the second-line
treatment. Corticosteroids are helpful in preventing or reducing
the duration of long-lasting reactions. Patients should be observed
for at least 6-24 hours. The importance of early diagnosis and
applying the correct treatment cannot be ignored in preventing
cardiac arrestin patients who develop anaphylaxis under general
anesthesia.

Keywords: cardiac arrest, anaphylaxis, shock
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HASTANE iCi KARDIAK ARREST SONRASI YATIS CRP-ALBUMIN ORANININ MORTALITEYI TAHMIN

ETMEDEKI PERFORMANSI

PREDICTIVE PERFORMANCE OF THE ADMISSION CRP TO ALBUMIN RATIO IN MORTALITY IN PATIENTS WITH INTRA-

HOSPITAL CARDIAC ARREST
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GiRiS

Kardiak arrest (KA) sonrasi ortaya ¢ikan inflamatuvar durumun
post kardiak arrest sendromun ciddiyetini ve mortaliteyi
belirledigi bilinmektedir®. Fakat KA’dan 6nce mevcut olan
inflamatuvar durumun stirece etkisi dikkate alinmamaktadir.
Ozellikle hastane ici kardiyak arrest (IHCA) olgularinda bu
durumun mortalite iizerine etkisi daha belirgindir.

Bu calisma ile kardiak arrest dncesi mevcut olan inflamatuvar
durumu gosteren C-reaktif protein (CRP)-albumin oraninin
(CAR) THCA sonrast mortaliteyi dngoérmedeki performansinin
belirlenmesi amaglanmaistir.

YONTEM

Etik kurul onay1 alinmasi ardindan, hastane i¢i kardiyak arrest
sonrast post resusitatif bakim icin yogun bakim iinitesinde
(YBU) yatan hastalarin tibbi evraklari retrospektif olarak
degerlendirildi. KA’den sonraki ilk 3 saat i¢cinde CRP ve
albiimin verileri olan hastalar caligmaya dahil edildi. CAR’in
mortaliteyi Ongérmedeki performanst ROC curve analysis
kullanilarak analiz edildi.

BULGULAR
61 THCA hastas1 calismaya dahil edildi. Hastalarin mortalite
orant % 27.9 (n:17) idi.

CRP ve CAR seviyelerinin YBU mortalitesine iliskin tahminde
hazard oranlart 1,04 ve 1,11 olarak hesaplandi. (Sirasiyla; CI
1,01-1,07, p :0,01 ve CI 1,04-1,18), s:0,03 ROC Curve Analiz ile
yapilan degerlendirme sonucunda CAR ve CRP’nin CA sonrasi
mortaliteyi ongérmedeki performansi benzer bulundu. CAR i¢in
cut-off deger 3.24, CRP i¢in 113,5 mg/L olarak hesaplandi.

TARTISMA VE SONUC

Bu calisma ile IHCA o6ncesi inflamatuvar durumun mortaliteyi
etkiledigi ve mortaliteyi tahmin etmek icin yatis CRP ve
CAR degerlerinin kullanilabilecegi gosterilmistir. CRP’nin
inflamatuvar siirecte salinimi goéz 6ntinde bulunduruldugunda,
hastaneye yatigtan hemen sonraki 6l¢timleri, hastalarin CA dncesi
saglik durumlarini yansitirken CA’in neden oldugu inflamatuvar
cevaptan hentiz etkilenmemistir.

Tiirk RESUSITASYON Dergisi
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Sonu¢ olarak Post resusitatif bakimda yatis sirasindaki
yiiksek CRP ve CAR degerlerinin hastalarin CA oncesi saglik
durumlarini yansittigi ve mortalite ile iligkili oldugu diistintilmeli
ve tedavi planlamasi buna goére yapilmalidir.

Anahtar Kelimeler: postkardiyak arrest sendrom, CRP ve
albumin orani, inflamatuar yanit

INTRODUCTION

It is known that inflammatory reponse after cardiac arrest (CA)
affects the severity of post cardiac arrest syndrome and mortality.
However, the effect of inflammatory state before cardiac arrest
should also be investigated.

We aimed to analyze the performance of admission serum
C-reactive protein (CRP) and albumin ratio (CAR) in predicting
mortality after inhospital cardiac arrest.

METHOD
In this retrospective study, we enrolled the data of our THCA

patients with CRP and albumin data within the first 3 hours after
CA.

RESULTS
A total of 61 patients were included. The overall mortality was,
27,9% (n:17).

The estimates of CRP and CAR levels on ICU mortality in the
adjusted model showed a hazard ratio of 1.04 and 1.11 (95% CI
1.01-1.07, p = 0.01). As a result of ROC Curve Analysis, the
performance of CAR and CRP in predicting mortality after
CA was similar. (respectively; AUC: 0,795, 95% CI: 0,65-0,93,
p<0,001 and AUC: 0,794, 95% CI: 0,65-0,92, p<0,001). The cut off
values were 3.24 and 113,5 mg/L for CAR and CRP respectively.

DISCUSSION AND CONCLUSION

According to this study, inflammatory state before IHCA affects
the mortality the CRP and CAR values at admission can predict
mortality. Considering the release of C- reactive protein during
inflammatory state, measurements of CRP shortly after IHCA
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reflects the patients health status just before cardiac arrest. In
conclusion, high CRP and CAR values at admission should be
considered as health status before cardiac arrest and can predict
mortality.

Keywords: post cardiac arrest syndrome, CRP and albumin
ratio, inflammatory reponse

KAYNAKLAR REFERENCES
1. Seppda AMJ, Skrifvars MB, Pekkarinen PT. Inflammatory
response after out-of-hospital cardiac arrest-Impact on
outcome and organ failure development. Acta Anaesthesiol
Scand. 2023 Jun 20. doi: 10.1111/aas.14291. Epub ahead of
print. PMID: 37337696.

Tiirk RESUSITASYON Dergisi Sorumlu Yazar
Turkish Journal of RESUSCITATION dr.gozde.gursoy@gmail.com



Turkish
Journal of
RESUSCITATION

BILDIiRI ABSTRACT
TJR 2023;2(S1):15-16

KARDIYAK ARREST SONRASI NOROLOJiK PROGNOZ TAHMININDE “TOTAL SPECTRAL POWER” IN ROLU
ROLE OF TOTAL SPECTRAL POWER IN PREDICTION OF NEUROLOGICAL OUTCOME AFTER CARDIAC ARREST
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GiRiS

Kardiyak arrest (KA) sonrasi norolojik sonuglarin tahmini,
tedaviler, hipoksivehipoperfiizyonunnedenoldugukafakaristirict
klinik belirtiler nedeni ile zorludur. Elektroensefalografi (EEG)
monitorizasyonu ndbetlerin tanisinin konulmasinda ve prognoz
tahmininde postresiisitatif bakimda kritik 6neme sahiptir. Fakat
klinisyenler EEG’nin yorumlanmasindaki tecriibe eksikligine
bagli ortaya cikabilecek hatalar nedeniyle kardiak arrest (KA)
sonrast EEG kullanimindan ka¢inmaktadirlar. Ayrica total
spectral power (Ptot) degeri alfa, beta, delta, teta, sigma ve
gama frekans bantlarinin her birindeki giiciin toplam1 olan bir
EEG kaydinin niceliksel bir verisidir?. KA’in neden oldugu
hipoperfiizyon, hipoksemi ve tedaviler Ptot’ta EEG’ye gore daha
az degisiklige neden olur.

Bu ¢alismanin amaci kantitatif bir veri olan total spectral power
(Ptot) degerinin KA sonrasi prognozu belirlemedeki roliiniin
arastirilmasidir.

YONTEM

Etik kurul onayr alinmast ardindan, KA sonrasi yogun
bakim iinitesinde takip edilen hastalarin tibbi kayitlari
retrospektif olarak degerlendirildi. KA sonrasi ilk 3 giin EEG
monitorizasyonu yapilan ve tibbi evraklara Ptot degeri not
edilmis hastalar ¢alismaya dahil edildi. Hastaneye yatis, 1. ve
3. Giin Ptot degeri ve GKS karsilastirildi. Her iki degiskenin
korelasyon katsayilar1 ve istatistiksel anlamliliklar, degiskenlerin
dagilimlar1 normal olmadig1 i¢in spearman testi ile hesaplandi.

BULGULAR

Calismaya 29 hasta dahil edildi. Toplam mortalite ,9 (n:11) idi.
Korelasyon matrisine bakildiginda yatis Ptot ile GKS arasinda
iyl diizeyde (r:0,676, p<0.001), 1. ve 3. Giin Ptot degeri ile
GKS arasinda mikemmel diizeyde (sirasiyla, 1:0.850,p<0.01 ve
r: 865, p<0.001) pozitif bir korelasyon bulundu.

TARTISMA VE SONUC
Bu c¢aligma ile Ptot ile GKS arasinda 6zellikle 1. ve 3. giinlerde
glicli bir iliski oldugu gosterilmistir.

Tiirk RESUSITASYON Dergisi
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Sonug olarak Ptot degerinin; post resusitatif bakim sirasinda
uygulanan tedaviler nedeniyle ilk giinlerde degerlendirilmesi gii¢
olan norolojik durum hakkinda klasik EEG dalga aktivitesine gore
daha kolay yorumlanarak yol gosterici olacagi diisiincesindeyiz.

Anahtar Kelimeler: kardiyak arrest, Ptot, Elektroensefalografi

INTRODUCTION

Prediction of neurological outcome after cardiac arrest (CA) is a
challenge due to confusing clinical signs caused by treatments,
hypoxemia and hypoperfusion. Electroencephalography
(EEG) monitoring is critical during postresuscitative care
while diagnosing seizure and determination of prognosis. In
addition, total spectral power (Ptot) is a quantitative data of an
EEG recording which is the sum of the power in each of the
frequency bands alpha, beta, delta, theta, sigma and gamma®.
Hypoperfusion and hypoxemia caused by CA and treatments
cause less changes in Ptot than EEG.

The aim of this study is determine the role of total spectral power
(Ptot) in predicting of neurological outcome after CA.

METHOD

After obtaining ethics committee approval, the medical records
of the patients who were followed up in the intensive care unit
after CA evaluated retrospectively. The patients in the first
3 days after CA with EEG monitoring and recorded Ptot values
were included. The Ptot and glasgow coma scale (GCS) records
on admission, day 1 and day 3 were compared. Correlation
coefficients and statistical significance of both variables were
calculated with the Spearman test since the distribution of the
variables were not normal.

RESULT

A total of 29 patients were included in our study. The overall
mortality was 37.9% (n:11). Considering the correlation matrix,
good correlation between admission Ptot and GCS wvalues
(r:0.676, p<0.001), and a strong correlation between day 1 and
day 3 (respectively, r:0.850, p<0.01 and r: 865, p< 0.001) was
found.
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DISCUSSION AND CONCLUSION

The present study showed that there is a strong relationship
between Ptot and GCS especially in day 1 and 3. According to
this study, we think that the ptot value can be used to predict
neurological outcome after CA.

Keywords: Cardiac arrest, Ptot, Electroensephalography
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TAM KALP BLOGU OLDURUR MU?
DOES COMPLETE HEART BLOCK CAUSE DEATH?
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GIiRiS

Tam kalp blogu, kalbin elektriksel iletim sisteminin bir problemi
sonucu ortaya g¢ikan ciddi bir kardiyovaskiiler durumdur. Bu
durumda, kalbin atriyum ve ventriikiilleri arasindaki iletim
tamamen engellenir, bu da kalp atiglarinin diizenli bir sekilde
gerceklesmesini engeller. Tam kalp blogu genellikle yash
bireylerde, kalp hastalig1 riski tasiyanlarda veya ileri derecede
kalp blogu yasayanlarda goriiliir®. Bu olgu sunumunda, tam
kalp blogu gelisen bir hastanin tan1 ve tedavi siireci ele alind1.

OLGU

61 yasinda DM+HT tanilari ile takipli erkek hasta evde senkop ve
siyanozsikayetiileacil servisimize bagsvurdu. Hasta yakinlarindan
alinan dykiisiinde daha 6ncede buna benzer ataklar gegirdigi fakat
tant almadig: belirtildi. Ge¢gmisinde iki defa koroner anjiografi
(en son 4 giin 6nce) uygulanan hastanin koroner damarlarinda
herhangi bir anomali saptanmamis. Acil serviste monitorize
edilen hastanin kalp hizt 40/dk olmasi nedeni ile hastaya
0.5 mg atropin uygulanmis. Atropine yanitsiz olan hastada
tanikli asistoli gelismesi tizere KPR uygulanmis. 90 dk
boyunca aralikli olarak resiisite edilen hasta entiibe bir sekilde
YBU’ye kabul edildi. Kalp hiz1 35/dk, tam kalp blogu oldugu
goriilen hastaya transkiitandz pacemaker takilarak kalp hizi
80/dk ve demand modda ayarlandi (Resim 1). Dort giin dnce
KAG uygulanan hastanin dis merkezde cekilen bazal EKG
gorlintiisii ele alindiginda ikinci derece 2:1 AV blok oldugu
tespit edildi (Resim 2). Takiplerinde hasta kardiyoloji ile
konsulte edilerek gecici pacemaker takilmasina karar verildi.
Hasta entiibe bir sekilde anjiografi iinitesine gotiiriilerek steril
sartlarda gegici pacemaker takildi. Takiplerinde hastaya weaning
protokolii gergeklestirildi ve yatisinin 36. saatinde hasta ekstiibe
edildi. Biling agik oryante koopere olan hasta kalict pacemaker
takilmasi agisindan koroner YBU ye devr edildi.

TARTISMA VE SONUC

Tam kalp blogu, ciddi bir kardiyovaskiiler sorun olarak kabul
edilir ve tedavi edilmezse hayati risk tasiyabilir. Tedavi
yontemleri arasinda transkiitandz, gegici veya kalict bir
pacemaker yerlestirilmesi, ilag tedavisi ve bazen cerrahi
miidahaleler bulunabilir®. Tedavi se¢imi, hastanin yasina, genel
saglik durumuna ve tam kalp blogunun nedenine bagli olarak ~ Anahtar Kelimeler: Tam Kalp Blogu, Pacemaker,
belirlenir. Kardiyopulmoner Resiisitasyon
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INTRODUCTION

Complete heart block is a serious cardiovascular condition that
arises as a result of a problem in the heart’s electrical conduction
system. In this condition, the transmission between the atria
and ventricles of the heart is completely blocked, preventing
regular heartbeats. Complete heart block is typically observed in
elderly individuals, those at risk of heart disease, or individuals
experiencing advanced heart block®. In this case presentation,
the diagnosis and treatment process of a patient with complete
heart block are discussed.

CASE

A 6l-year-old male patient with a history of diabetes mellitus
(DM) and hypertension (HT) presented to our emergency
department with a complaint of syncope and cyanosis at home.
According to the medical history obtained from the patient’s
family, he had experienced similar episodes in the past but had
not received a diagnosis. The patient had undergone coronary
angiography (CAG) twice in the past, with the most recent one
being four days ago, and no anomalies were detected in his
coronary arteries. Upon monitoring the patient in the emergency
department, his heart rate was found to be 40 beats per minute
(bpm), and he was administered 0.5 mg of atropine. As the patient
did not respond to atropine, cardiopulmonary resuscitation (CPR)
was initiated due to witnessed asystole development. After
intermittent resuscitation for 90 minutes, the patient was admitted
to the intensive care unit (ICU) intubated. It was observed that
the patient had a heart rate of 35 bpm and complete heart block,
and a transcutaneous pacemaker was applied, setting the heart
rate at 80 bpm in demand mode (Figure 1). When the baseline
ECG obtained at an external facility four days ago, where the
patient had undergone CAG, was considered, a second-degree 2:1
AV block was identified (Figure 2). The patient was consulted
with cardiology for further evaluation, and a decision was made
to insert a temporary pacemaker. The patient was transported to
the angiography unit while intubated and aseptic conditions were
maintained during the temporary pacemaker insertion. Weaning
protocols were carried out during follow-up, and on the 36th
hour of hospitalization, the patient was extubated. The patient,
who was conscious, oriented, and cooperative, was transferred
to the coronary ICU for consideration of permanent pacemaker
insertion.

DISCUSSION AND CONCLUSION

Complete heart block is considered a serious cardiovascular
problem and can pose a life-threatening risk if left untreated.
Treatment options may include the placement of a transcutaneous,
temporary, or permanent pacemaker, medication therapy, and
sometimes surgical interventions®. The choice of treatment is
determined based on the patient’s age, overall health condition,
and the underlying cause of the complete heart block.
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Figure 1

Figure 2

Keywords: Complete Heart Block, Pacemaker,
Cardiopulmonary Resuscitation
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UCUNCU BASAMAK EGITiM VE ARASTIRMA HASTANESINDEKi MAVi KOD CAGRI SONUCLARININ ANALIZi
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GiRiS

Mavi kod, hastane i¢i kardiyopulmoner arrest vakalarinda
hastaya en kisa stirede miidahale edilmesini saglayan acil durum
¢agr1 ve yonlendirme sistemi olarak tanimlanabilir. Mavi kod
ekibi hastane ici kardiyopulmoner arrest hastalarini tanimak,
hizli ve etkin miidahale etmek amaciyla yetkin personellerden
olugturulur®?. Bu ¢alismanin amaci; hastanemizde uygulanan
Mavi Kod cagr1 sistemi uygulamasini incelemek ve cagrilarin
uygunlugunu degerlendirerek saptanan aksakliklara ¢oziim
onerileri getirebilmektir.

YONTEM

Bu calismada 3. basamak bir {iniversite hastanesinde 1 Ocak
2019 ile 1 Temmuz 2023 tarihleri arasindaki mavi kod olgular1
retrospektif olarak degerlendirildi. Hastalarin yas1 ve cinsiyeti,
mavikodun verildigi boliim, kodun dogrulugu, ekibin ¢agriyerine
ulagma siiresi, ekip ulastiginda hastanin ritmi, kardiyopulmoner
resiisitasyon (KPR) siiresi ve sonucu, uygulanan tedavi ile
hastanin nereye yonlendirildigi hasta dosyalarindan elde edildi.

BULGULAR

Calismada toplam 340 mavi kod degerlendirilmistir. Bunlarin
142°si (%41,7) hatali olup, 198 ‘si (%58.3) gercek mavi koddur.
%27,7 oraninda ise genel durumu kritik hastada endotrakeal
entiibasyon nedeniyledir. Mavi kod ¢agrist verilen birimlere
bakildiginda, ¢agrilarin %10.6’s1 diyaliz iinitesinden %8,58’1
g0giis hastaliklar: servisinden, %8’1 karma béliimler servisinden
yapildig: saptandi. Verilen gercek mavi kodlardaki hastalarin yas
ortalamas1 67,7 yildir. Hastalarin %51°1 (n=101) kadin, %49 ’su
(n=97) erkektir. En ¢cok mavi kod veren boliimler dahiliye ve
noroloji servisleridir. Mavi kod ekibinin mavi kod verilen birime
ulasma ortalama siiresi 3.97+0.72 dakikadir.Ortalama KPR siiresi
ise 18,66 dakika idi. Yapilan KPR uygulamalarinin %75.3i
basarili olurken, %24,7°si basarisiz olmus, hastalar exitus
kabul edilmistir. Mavi kod ¢agrilarina miidahale eden ekipler
incelendiginde %48 anestezi, %30 dahiliye ve %12 kardiyoloji
uzmanlar1 oldugu goriildi.

TARTISMA VE SONUC
Yanlis Mavi kod verilme oranlarimizin yiiksek oldugu
saptanmistir. Yaklasik dortte bir oraninda genel durumu kétiilesen
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hastalar i¢cin “acil” tibbi yardim ¢agrist oldugu goriilmektedir.
Verilen egitimler ile hastane i¢i kardiyopulmoner arrestlerin
hizli taninmasi, erken miidahele edilmesi ve egitimli, deneyimli
bir ekiple uygulanan KPR ile hastalarin sag kalim oranlarinda
anlamli artis saglanir.

Anahtar Kelimeler: Mavi kod,Kardiyopulmoner resiisitasyon,
Hastane i¢i kardiyak arrest

INTRODUCTION

Code blue can be defined as an emergency call and guidance
system that allows the patient to be intervened as soon as
possible in cases of in hospital cardiopulmonary arrest (CPR)!-?.
The purpose of this study is; to examine the Code Blue call
system application implemented in our hospital and to propose
solutions to detected problems by evaluating the suitability of the
calls.

METHOD

This study retrospectively evaluated code blue cases between
January 1, 2019 and July 1, 2023 in a tertiary university hospital.
The age and gender of the patients, the department where the blue
code was given, the accuracy of the code, the time it took for the
team to reach the callpoint, the patient’s rhythm when the team
arrived, the CPR duration and result, the treatment applied and
where the patient was directed were obtained from the patient
files.

RESULTS

A total of 340 blue codes were evaluated in the study. Of these,
142 (41.7%) are faulty and 198 (58.3%) are true blue codes. In
27.7% of cases ,it is due to endotracheal intubation in a patient
whose general condition is critical. When we look at the units
where code blue calls were made, it was determined that
0.6% of the calls were made from the dialysis unit, 8.58% from
the pulmonology service, and 8% from the mixed departments
service. The average age of the patients in the true blue codes
given is 67.7 years. 51% (n=101) of the patients are female and
49% (m=97) are male. The departments that give the most
blue codes are internal medicine and neurology services. The
average time for the code blue team to reach the code blue unit
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was 3.97+0.72 min seconds. The average CPR time was 18.66 @KAYNAKLAR REFERENCES

minutes. While 75.3% of the CPR applications were successful, 1. Ekim Saglam Giirmen, Biilent Demir. Investigation of

24.7% were unsuccessful and the patients were considered exitus. thesuitabilityandoutcome of the Blue Code Call System at a

When the teams responding to code blue calls were examined, it UniversityHospital. Van Med J. 2019; 26(3): 353-357.

was seen that 48% were anesthesiologists, 30% internal medicine 2. Tiitiincii Kilic N., Kuvaki B., Ozbilgin S., Incesu M.

and 12% cardiologists. DOKUZ EYLUL UNIVERSITESI TIP FAKULTESI
HASTANESINDE MAVI KOD UYGULAMALARININ

DISCUSSION AND CONCLUSION DEGERLENDIRILMESI. TIR 2022;1(1):19-34.

It has been determined that our rates of incorrect blue codes
are high. Approximately one quarter of the patients call for
“emergency” medical help for those whose general condition is
worsening.

Keywords: Code blue, Cardiopulmonary resuscitation, In-
hospital cardiac arrest
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MULTITRAVMA OLGUSUNDA iNTRAABDOMINAL KANAMAYI TAKLIT EDEN MALIGNIiTE:

ONYARGILARIMIZ TESHISLERIMIiZE ETKi EDER Mi?

MALIGNANCY MIMICKING INTRA-ABDOMINAL BLEEDING IN A MULTITRAUMA CASE: DO OUR PREJUDICES AFFECT

OUR DIAGNOSES?
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GiRiS

Hem travma hem de kanser hastalarinda pulmoner tromboemboli
(PTE) gelisimi siktir®. Bu olgumuzda, multitravma sonrasi
degerlendirilmesinde intraabdominal alanda hematom lehine
degerlendirilen kitle gdriintiisii ile ilgili ayirict taniy1 sunmayi
amacladik.

OLGU

58 yasinda kadin hastada yiiksekten diisme sonrasi acil serviste
yapilan tetkiklerde bilateral pulmoner anadal embolisi, maksilla
fraktiirii, bilateral radius ve ulna fraktiri, olekranon fraktiir,
femur fraktiirii tespit edildi. Ekokardiyografide EF , 2°TY, sag
bosluklar dilate olarak degerlendirilmis. Hasta Reanimasyon
Yogun Bakim Unitesine bilinci agik, vital bulgular1 stabil ve
spontan solunumda 4-6 L/dk maske oksijen destegi ile devralindi.
Antikoagiilan tedavisi diizenlendi. Yatisinin 3. gilini solunum
sikintis1 gelismesi tlizerine yiiksek akim nazal oksijen (HFNO)
tedavisi baslandi, 4 giin devam etti. Yatiginin 9. giinii ekstremite
fraktiirleri nedeni ile ortopedi tarafindan genel anestezi altinda
opere edilen hasta ayni giin yogun bakim sartlarinda ekstiibe
edildi. Yatisinin 13. Giinii hasta ortopedi servisine devredildi.
Acil serviste c¢ekilen abdominopelvik BT’si bilateral ovaryen
lojda en biiyiigii 6x8 cm’ye ulasan serbest sivi (hematom?)
seklinde raporlandi. Multitravma ile kabul ettigimiz hastada bu
komponent hematom lehine degerlendirildi. Fakat 6 ay sonra
FTR servisinde enfeksiyon odagi arastirilirken yapilan tetkikler
sonucu hastada sag ovaryen malign kitle tespit edildi.

TARTISMA VE SONUC

Malign tiimorler goriintiileme yontemlerinde hematomu taklit
edebilir®. Tim basit hematomlarin 4-12 hafta boyunca takip
edilmesi; boyutunda gerileme yoksa biyopsi diigiiniilmesi
Onerilmistir®. Literatiirde BT de subdural kanamay: taklit eden
malign tiimor olgulart da meveuttur®. Vakamizda acil serviste ilk
degerlendirmede PTE tespit edilen hastada, trombiis etyolojisinde
multitravma disindaki nedenlerin de arastirilmasinin 6nemli
oldugunu distinmekteyiz.

Yumusak doku tiimorleri goriintiileme yontemlerinde hematom
ile karigabilir. Travma hastalarinda dikkatli olmak gerekmektedir.
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Anahtar Kelimeler: pulmoner emboli, multitravma, malign
tiimor, hematom

INTRODUCTION

The development of pulmonary thromboembolism (PTE) is
common in both trauma and cancer patients’. We aimed to
present the differential diagnosis regarding the appearance of a
mass in the intra-abdominal area, which was evaluated in favor
of hematoma in the evaluation after multitrauma.

CASE

A 58-year-old female patient was diagnosed pulmonary main
branchembolism, maxilla fracture, bilateral radius and ulna
fracture, olecranon fracture, femur fracture after falling from
high. On echocardiography, EF was evaluated as 55%, 2°TR, and
the right cavities were dilated. The patient was transferred to the
Intensive Care Unitwith 4-6 L/min oxygen support with conscious,
stable vital signs and spontaneous breathing. Anticoagulant
treatment was arranged. When respiratory distress developed
on the 3rd day, high flow nasal oxygen (HFNO) treatment was
started and continued for 4 days. HFNO treatment continued
for 4 days. The patient operated on by the orthopedist under
general anesthesia on the 9th day was extubated same day. On
the 13th day the patient was transferred to the orthopedic service.
Abdominopelvic CT scan reported free fluid (hematoma?) in
the bilateral ovarian area, the largest of which reached 6x8 cm.
We accepted this component as hematoma. However, 6 months
later, while the focus of infection was being investigated, a right
ovarian malignant mass was detected.

DISCUSSION AND CONCLUSION

Malignant tumors can mimic hematoma in imaging methods®.
Follow-up for all simple hematomas for 4-12 weeks and; if there
is no regression in size, it has been recommended to consider
biopsy?. There are also cases of tumors mimicking subdural
bleeding on CT in the literature®.In our case, we think that it is
important to investigate other causes for PTE.

Soft tissue tumors may be confused with hematoma in imaging
methods.
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GIRiS

Anafilaksi, ilaglara veya diger nedenlere bagli olarak gelisebilen
hizli baslangigli, yasami tehdit edici, sistemik bir hipersensitivite
reaksiyonudur’. Kardiyorespiratuar arrestin geri dondiirtilebilir
nedenlerinden birisi olan anafilaksinin erken taninmasi ve
tedavisi hayati 6neme sahiptir. Bu olgu sunumunda antibiyotige
bagli gelisen anafilaksi ve sonrasinda gelisen direngli kardiyak
arrest tablosunu sunmay1 amagladik.

OLGU

59 yasinda kadin hasta (167cm, 71kg). Bilinen ek hastaligi
ve ila¢ kullanimi olmayan hastanin penisilin allerjisi oykiisii
mevcut. Vajinal aktinomices tanisi ile jinekoloji servisinde
takip edilmekte olan hastaya, enfeksiyon hastaliklar1 6nerisiyle
intravendz (IV) ampisilin uygulanmis sonrasinda genel durumda
bozulma ve solunum sikintist gelismesi tizerine mavi kod ekibine
bildirilmistir. Bilinci kapali, solunumu olmayan ve karotis nabzi
palpe edilemeyen hastaya anafilaksiye bagli kardiyorespiratuar
arrest tanis1 konulup ileri yasam destegine (IYD) baslanmistir.
Hasta monitorize edilmis ve asistoli oldugu goriilerek IV 1mg
adrenalin bolus uygulanmistir. Orotrakeal entlibe edilerek
intravendz kristaloid infiizyonuna baslanmis ve 3 dakika
araliklarla 1mg adrenalin uygulanmaya devam edilmistir.
Alinan arteriyel kan gazi parametrelerinin normal sinirlar iginde
oldugu goriilmistiir. Kardiyopulmoner resiisitasyonun (KPR)
21. dakikasinda spontan dolasim saglanamamasinin olasi
nedenleri ve 1YD basamaklar1 tekrar degerlendirilmis ve
resiisitasyon siiresince adrenalinin hemsire tarafindan serum
fizyolojik ile dilie edilerek 100 mcg/ml (1:10.000) dozunda
uygulandigi fark edilmistir. Bunun {izerine hastaya tekrar 1 mg
adrenalin hazirlanip IV uygulanmis ve spontan dolasim 3 dakika
icinde saglanmistir. Hasta hemodinamik olarak stabilize olduktan
sonra yogun bakim {initesine transfer edilmistir. Yogun bakim
izleminin 3. saatinde biling agik-koopere olarak degerlendirilen
hasta, ekstiibe edilerek 2. giin servis izlemine alinmis ve ertesi
glin sorunsuz taburcu edilmistir.

TARTISMA VE SONUC

Anafilaksiye bagli gelisen kardiyorespiratuar arrest tablosunda,
IYD ve adrenalin uygulanmasina en kisa zamanda baslanmasi
hayati derecede dnemlidir. Direngli olgularda IYD basamaklar
tekrar gozden gecirilmeli; go6glis kompresyonlarinin  ve
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ventilasyonun etkinligi, intravendz kaniiliin islevselligi, yapilan
ilaglarin ve dozlarin uygunlugu tekrar degerlendirilmelidir. Ayni
zamanda KPR gibi acil durumlarda ilag uygulama hatalarinin
Onlenebilmesi igin, hemsire ve yardimci saglik c¢alisanlarina
diizenli egitimler verilmelidir.

Anahtar Kelimeler: Anafilaksi, direngli kardiyak arrest, KPR

INTRODUCTION

Anaphylaxis is a rapid-onset, life-threatening, systemic
hypersensitivity reaction that may develop due to drugs or
other triggers®™. Early recognition and treatment of anaphylaxis
are vital.In this case, we present antibiotic-induced anaphylaxis
and subsequent refractory cardiac arrest.

CASE

A 59-year-old female patient, with no known comorbidities or
medication use except for documented penicillin allergy, was
under the care of the gynecology department due to a diagnosis
of vaginal actinomycosis.On the advice of infectious diseases
department, intravenous (IV) ampicillin was administered.
Shortly thereafter, she was deteriorated and had respiratory
distress.The resuscitation team was called and the patient
was found unconscious, pulseless and apneic.Anaphylaxis-
associated cardiopulmonary arrest was diagnosed, and advanced
life support (ALS) was initiated.The patient was monitored,
revealing asystole, administering IV bolus of Img adrenaline.
Orotracheal intubation was performed, IV crystalloid was
initiated and 1mg adrenaline administered every 3-minutes.
Since spontaneous circulation could not be achieved at the 21st
minute of cardiopulmonary resuscitation (CPR), possible causes
and ALS steps were re-evaluated. It was discovered that during
ALS, the adrenaline had been mistakenly diluted with saline by
the nurse, resulting in a concentration of 100mcg/ml(1:10,000).
Then, 1mg adrenaline was prepared and administered IV and
spontaneous circulation was achieved within 2 minutes. Once
hemodynamically stable, patient was transferred to the intensive
care unit(ICU). On the 3rd hour of ICU monitoring, the patient,
who was evaluated as conscious and cooperative, was extubated
and transferred to the gynecology department on the 2nd day and
discharged the next day.
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DISCUSSION AND CONCLUSION

In anaphylaxis-related cardiopulmonary arrest, early ALS and
adrenaline are crucial. In refractory cases, ALS steps should be
reevaluated, including the effectiveness of chest compressions,
ventilation, the functionality of intravenous cannula, and the
appropriateness of drugs and dosages administered. Additionally,
in emergency situations such as CPR, regular training should
be provided to nurses and allied healthcare workers to prevent
medication administration errors.

Keywords: Anaphylaxis, CPR-resistant cardiac arrest, CPR
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AMAC

Mavi kod(MK), hastane i¢inde acil miidahale gerektiren
durumlarda en kisa zamanda olay yerine ulasilmasini ve etkin
miidahalenin yapilmasini saglayan, evrensel acil durum kodudur.
Bu calismanin amaci, hastanemizdeki MK bildirimlerini ve
iceriklerini degerlendirmek, uygulamaya dikkat ¢ekmek ve
uygulamanin hasta giivenligini agisindan 6nemini vurgulamaktir.

YONTEM

MCBU Hastanesinde Eyliil 2021-2023 tarihleri arasinda tiim
MK formlar1 retrospektif olarak incelendi. Hastalarin
demografik ve tibbi bilgileri, MK cagrilarinin verilme nedeni,
ekibin olay yerine ulasma siiresi, yapilan tiim midahale ve
uygulamalar kaydedildi.

BULGULAR

Caligma siiresince toplam 50 MK ¢agrisi incelendi. Bunlarin 31
tanesi (%62) uygunsuz cagri iken, diger 19 olguda(%38) arrest
teyit edildi KPR sonucu 12 hasta (%63) eksitus kabul edilirken,
7 hastada (%36) spontan dolagimin geri doniisii saglandiktan
sonra yogun bakim iinitesine nakledilmistir. Toplam 50 olgunun
24 “ine (%48) ilk 3 dakika iginde ulasilmistir. Tim olgular
icin olay yerine varis siiresi ortalama 3 dakika 48 saniye olarak
bulundu.

TARTISMA VE SONUC

Mavi kod sistem, kaliteli saglik hizmeti sunumlarinda énemli bir
oOlgiittiir. Hastanede MK c¢agrisinin baslatilmasi ile ekibin olay
yerine ulasma siiresi arasinda gecen siire 6nemlidir. Olay yerine
3 dakikadan daha kisa siirede ulagsmak daha yiiksek hayatta kalma
orantyla iligkili oldugu gosterilmis olup varilmasi yliksek sag
kalimin oldugu gosterilmis olup,ekibin ¢agri sonrasi bundan daha
kisa siirede olay yerine ulagsmasi hedeflenmektedir. Hastanemizde
bu siirenin ortalama 48 saniye gerisinde kaldigimizi gézlemledik.
Arrest olan 19 olgunun 7’si IYD ile geri dondiiriilmiis olmasi
MK sisteminin 6nemini bir kez daha vurgulamaktadir. Insan
hayatina gosterilen dnem ve saygi, yasal sorumluluk ve kaliteli
saglik hizmeti sunumu agisindan onemli ve vazgegilmez bir
standarttir.
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Anahtar Kelimeler: mavi kod, kardiyopulmoner arrest,
kardiyopulmoner resiisitasyon

OBJECTIVE

The blue code(BC) is a universal emergency code that ensures
the fastest possible response and effective intervention in cases
requiring immediate action within the hospital premises. The
aim of this study is evaluate BC notifications and their contents
in our hospital, draw attention to implementation,and emphasize
the significance of the application in terms of patient safety.

METHOD

All BC forms at MCBU Hospital from September 2021 to
2023 were retrospectively reviewed. Demographic and medical
information of the patients, reasons for BC calls, response time of
the team to reach the scene, and all interventions and procedures
performed were recorded.

RESULTS

During the study period,total 50 BC calls were examined. Out
of these, 31 (62%) were inappropriate calls, while in the other 19
cases, cardiac arrest was confirmed, resulting in 12 patients (63%)
were considered as exitus, and 7 patients (36%) were transferred
to the intensive care unit after the return of spontaneous
circulation. Of total 50 cases, 24 (48%) were reached within the
first 3 minutes. Average arrival time at the scene for all cases was
found to be 3 minutes 48 seconds.

DISCUSSION AND CONCLUSION

The blue code is a critical criteria in providing quality healthcare
services. The time elapsed between initiating BC call in the
hospital and the team’s arrival at the scene is cruciallt has been
shown that reaching the scene in less than 3 minutes is associated
with a higher survival rate, and the team aims to reach the scene
in less than this time. We observed that our hospital fell an
average of 48 seconds short of this target. The fact that 7 of the
19 arrest caseswere returned with. Prioritizing and respecting
human life is an important and indispensable standard in terms
of legal responsibility, provision of quality healthcare services.
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GIRIS

Yikict bir komplikasyon olan postoperatif kardiyak arrest(KA);
cerrahiye veya hipovolemi, myokard enfaktiisii, pulmoner emboli
(PE), anaflaksi ya da anesteziye bagli goriilebilir. ileri yas,
komorbidite, trombofiliye yatkinlik, obezite, gecirilmis VTE,
uzamis cerrahi, kan kaybi, immobilizasyon pulmoner emboliye
yatkinlig1 arttirmaktadir.

Sunumumuzda postoperatif PE’ye bagli KA gelisen hastamizi
sunmay1 amagladik.

OLGU

61 yasinda, ASA 3 kadin, elektif posterior lomber stabilizasyon
cerrahisi planlandi. Tekerlekli sandalye ile mobilize.
Preoperatif bakisi olagan. Ameliyathanede standart anestezi
monitdrizasyonu ve indiiksiyonunu takiben entiibe edildi. Prone
pozisyona alindi. Alti1 saat siiren operasyonda peroperatif 2
iinite eritrosit siispansiyonu, 1 iinite TDP replasmani yapildi.
Uygun analjezi sonrasi hasta supine ¢evrilerek kontrollii ekstiibe
edildi. Postoperatif ani hipotansiyon gelisen hastaya IV sivi
tedavisi baslandi. Hastada NEA ritminde ani kardiyak arrest
gelisti. YD algoritmasina uygun olarak 1 mg adrenalin 3-5 dk da
bir devam edilirken 7. dk’da spontan dolasim saglandi. Vitalleri
stabil olan ve bilinci acilan hasta ileri tetkik icin YBU alindu.
D-dimer yiiksekligi olan hasta PE 0n tanisiyla toraks anjiografik
bilgisayarli tomografi ¢ektirildi. Ana pulmoner arterlerde dolum
defekti saptandi. Hastanin tedavisine 0.lcc/kg diisiik molekiil
agirlikli heparin eklendi. Stabil seyreden hasta 48 saat sonra
servise devredildi.

TARTISMA VE SONUC

Postoperatif pulmoner emboli %0,2 ile %7,5 arasinda degisen
mortalite oranlariyla yikici bir komplikasyondur®. Postoperatif
donemde gelisen pulmoner emboli genellikle derin ven
trombiisiinden kaynaklanir ve hasta hareket ettirildiginde ortaya
¢ikar. PE’nin ortaya ¢ikmasinin kritik zamanlari operasyon
sirasinda ve sonraki ilk birka¢ giindiir®. Olgumuzda hastanin
ameliyat esnasinda arteriyo-alveoler PaCO, farki olmadigini
gordiik; ancak prone pozisyondan supin pozisyona alinmasinin
ardindan PE gelismesi, bize pozisyon degisikliginin PEye neden
olabilecegini diistindiirdii.
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]

Major ortopedik cerrahi, kanser cerrahisi ve ¢oklu travma gibi
yiiksek riskli cerrahi® dncesi ve sonrasinda veya immobilizasyon,
uzamis cerrahi siire, artmis kan kaybi gibi riskli durumlarda
PE gelisimini Onlemek igin fiziksel (pndmatik kompresyon,
varis c¢orab1) veya farmakolojik (antikoagiilanlar) yontemler
uygulanabilir®. Risk faktorii olan hastalarda erken donemde
alimacak tedbirlerin morbidite ve mortaliteyi azaltacagini
diistinmekteyiz.

Anahtar Kelimeler: Postoperatif, Kardiyak arrest, Pulmoner
Emboli

INTRODUCTION

Postoperative cardiac arrest (CA) may occur due to surgery or
anesthesia such as myocardial infarction, pulmonary embolism
(PE), anaphylaxis. Predisposition to thrombophilia, prolonged
surgery, blood loss and immobilization increase susceptibility to
PE.

We aimed to present our patient who developed CA due to
postoperative PE.

CASE

Elective posterior lumbar stabilization surgery was planned
for 61-year-old, female, ASA 3 patient who was mobilized by
wheelchair. Preoperative examination was normal. Patient
was intubated following standard anesthesia monitoring and
induction and placed in prone position. Perioperatively, 2 units of
RBCs and 1 unit of FFP were given. After 6-hour long operation,
patient was turned supine and extubated. Patient developed
sudden postoperative hypotension, hence IV fluid therapy was
started. Patient developed sudden cardiac arrest in NEA rhythm.
ALS algorithm was commenced and spontaneous circulation was
achieved at 7th minute. Patient with high D-dimer had computed
tomography angiography performed with preliminary diagnosis
of PE. Filling defect was detected in main pulmonary arteries.
0.1cc/kg low molecular weight heparin was added to patient’s
treatment. Patient was transferred to ward after 48 hours.

DISCUSSION AND CONCLUSION
Postoperative PE has mortality rates ranging from 0.2% to
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7.5%.1 PE in postoperative period is usually caused by deep
vein thrombus and occurs when patient is moved?".Critical
times for PE occurance are during surgery and first few days
afterwards.® In our case, patient had no arterio-alveolar PaCO,
difference during surgery; however, development of PE after
position change signals that position change may cause PE.

Physical or pharmacological methods can be applied to prevent
development of PE before and after high-risk surgery® such as
major orthopedic surgery, cancer surgery and multiple trauma,
or in risky situations such as immobilization, prolonged surgical
time, increased blood loss®. We think that early measures will
reduce morbidity and mortality in patients with risk factors.

Keywords: Postoperative, Cardiac arrest, Pulmonary Embolism
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COCUK HASTALARIN GERCEK AGIRLIKLARI iLE APLS, LUSCOMBE & OWENS, BEST GUESS,
NELSON FORMULLERI VE BROSELOW BANDI YONTEMLERIYLE TAHMIN EDILEN AGIRLIKLARIN

KARSILASTIRILMASI

COMPARISON OF ACTUAL WEIGHTS OF PEDIATRIC PATIENTS AND WEIGHTS ESTIMATED BY APLS, LUSCOMBE &
OWENS, BEST GUESS, NELSON FORMULAS AND BROSELOW-BAND METHODS
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GiRiS

Eriskinden farkli olarak pediatrik yas grubundaki hastalarda
ilag dozlama ve uygun boyutta resiisitasyon ekipmani se¢imi
viicut agirhigr (6l¢tilen kilosu) bazlidir. Kritik durumdaki ¢cocuk
hastalarda ve pediatrik acil resiisitasyonda genellikle tartmak
icin yeterli zaman olmadig1 i¢in hizli, giivenilir agirlik tahmini
¢ok dnemlidir. Bu nedenlerle ideal agirlik tahmin yontemi dogru
ve glivenilir, hizli elde edilebilir, kullanim1 kolay ve kolaylikla
kullanilabilir olmalidir. Cesitli literatiirde agirlik tahmin
yontemleri yayinlanmistir; ebeveynler ve saglik calisanlar
tarafindan agirlik tahmini, Luscombe-Owens ve Nelson gibi
hastanin yasina gore hesaplanan formiillerin kullanilmasi ve sirt
iistli hastanin boy 6l¢iisii ile viicut agirligi tahmin yontemi olan
Broselow metodu gibi®”

Farkli jeografilerde ve toplumlarda farkli anatomik ve
antropometrik yapilarda olunmasi nedeniyle pek ¢ok iilke
bu yontemleri kendi hasta Olgiimleri ile degerlendirerek
gecerliliklerini arastirmistir.  Ulkemizde de ozellikle de
Broselow metodunun ve diger yontemlerin, formiillerin
incelenmesine ait benzer ¢alismalar yapilmis ancak bilinen tiim
bu tahmin metotlarinin birlikte tartigildigi genis O6rneklemde
arastirmaya yaptigimiz literatiir incelemesinde rastlanamamistir.
Bu arastirma ile hastanemiz ¢ocuk cerrahisi poliklinigine gelen
hastalarda bu yontemlerin gercek oOlclimlerinin tahmininde
uygunluklarint degerlendirme amaglanmaktadir®-.

YONTEM

Bu caligmada Yozgat Bozok Universitesi Tip Fakiiltesi Cocuk
Cerrahisi Poliklinigine 2022-2023 tarihleri arasinda basvuran
ve boy-kilo (viicut agirligr) ol¢timleri alinan 0-18 yas grubu
hastalarin arsiv kayitlarindan retrospektif olarak verilerin
aliip Broselow Indeksi ve diger agirlik tahmin yontemleriyle
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karsilagtirilmasi yapildi. Cocuklarin viicut agirliklarint tahmin
etme yontemleri ile elde edilen tahmini viicut agirligi degerlerinin
¢ocuklarin gercek Olgiilen agirligi ile kiyaslamasi, karsilastirmast
Bland-Altman istatistiki analiz yontemiyle yapildi.

BULGULAR

Boy-kilo (viicut agirligr) olglimleri almman 0-18 yas grubu
hastalarin arsiv  kayitlarindan retrospektif olarak veriler
almmip gercek agirliklar: ile  APLS, Luscombe & Owens, Best
Guess, Nelson Formiilleri ve Broselow Bandi yontemleri ile
tahmin edilmeye c¢alisilmistir. Yapilan analiz sonuglarinda
toplam 2 grupta incelenen 56 bebek (0-1 yas) ve 337 ¢ocuk icin
(1-18 yas) ilgili modellerle tahmini agirliklar hesaplanmistir.
Bland-Altman istatistiki analiz ve Regresyon analiz yontemleri
agirliklart tahmin igin kullanilmistir. Regresyon analizinin
tahmin etme agisindan daha verimli oldugu tespit edilmistir. Bu
analiz sonucunda Broselow Bandi yodnteminin %51 oraninda
bebeklerin viicut agirliklarini tahmin ettigi tespit edilirken,
1-18 yag arasindaki ¢ocuklarda ise Nelson ve Broselow Bandi
yontemlerinin sirastyla %79,5 ve %23,3 oraninda viicut agirlig
tahminde daha etkili oldugu gorilmistiir (p<0,05).

TARTISMA VE SONUC

Sonug olarak, eriskinden farkli olarak pediatrik yas grubundaki
hastalarda ilag dozlama ve uygun boyutta resiisitasyon ekipmani
seciminde, Ozellikle Tiirk toplumundaki ¢ocuklarda Nelson ve
Broselow Bandi yontemlerinin kullanimi 6nerilirken, bebeklerde
ise Broselow Bandi yonteminin segilmesi daha uygun oldugu
goriilmistir.

Anahtar Kelimeler: Pediatrik hasta, kilo tahmini, pediatrik
tamel ve ileri yasam destegi
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INTRODUCTION
Unlike adults, drug dosing&selection of resuscitation
equipments pediatric patients are weight-based. Rapid,

reliable weight estimation is essential for critically ill child
treatment&resuscitation, where there isn’t enough time to
weight. The ideal weight estimation method for pediatric patients
should be accurate, reliable, quickly available, and easy to use.
Various weight estimation methods have been reported; suchas
weight estimation guesses by parents&healthcare-professionals,
by Luscombe-Owens & Nelson formula(calculation by age) and
by Broselow method (by height).

Because of different anatomical & anthropometric structures in
different geographies & societies, many countries have evaluated
their validity by evaluating these methods with their own patients.
In Tirkiye similar studies were reporeted about Broselow and
other methods. But it couldnt be found in the literature, where
all these known estimation methods in large sample were discussed
together. With this study, it is aimed to evaluate suitability of
these methods in estimating the actual measurements in the
pediatric surgery patients(-,

METHOD
The data were obtained from the archive records of pediatric
patients between May/2022-May/2023 at Pediatric Surgery and
compared with Broselow&other weight estimation methods.
Bland-Altman and Regression istatistical methods used for
comparison.

RESULTS

The data were obtained retrospectively from the archive records
of the 0-18 age group patients whose height-weight measurements
were taken, and their actual weights were tried to be estimated
by APLS,Luscombe & Owens, Best Guess, Nelson Formulas
and Broselow methods. Estimated weights were calculated for
56 infants and 337 children examined in 2-groups, using relevant
models. Regression analysis was found to be more efficient.
As a result of analysis, it was determined that Broselow Band
method predicted weight of infants at a rate of 51%, while Nelson
method were found to be more effective in estimating-weights of
1-18 year-oldage, at a rate of 79.5% and 23.3%(p<0.05)

DISCUSSION AND CONCLUSION

As a result, unlike adults, the use of Nelson and Broselow Tape
methods is recommended for drug dosing and resuscitation
equipment selection in pediatric age group patients, especially
in children in the Turkish community, while it has been found
that it is more appropriate to choose the Broselow Tape method
in infants.

Keywords: pediatric patient, weigth estimation, pediatric basic
and advanced life support
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PERIOPERATIiF KARDIYAK ARREST GELiSEN HASTALARIN RETROSPEKTIiF DEGERLENDiRIiLMESi
RETROSPECTIVE EVALUATION OF PATIENTS WITH PERIOPERATIVE CARDIAC ARREST
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AMAC

Perioperatif donemde kardiyak arrest (KA), nadir goriilen ancak
mortalitesi olduk¢a yiiksek olan bir durumdur®?®. Mortalite
acisindan en riskli guruplar bir yas alti gocuklar, ASA skoru
yliksek olanlar ve geriatrik hastalardir®®. Amacimiz, perioperatif
donemde KA gelisen hastalarin klinik 6zelliklerini sunmak,
risk faktorlerini tanimlamak ve hastane i¢i sonlanimlarini
belirlemektir.

YONTEM

Hastanemiz ameliyathanesinde perioperatif KA gelisen 20
hastanin verileri geriye doniik tarandi. Tim hastalarin arsiv
kayitlar1 ve hastane otomasyon kayit sistemi ayrintili olarak
incelendi. Hastalara ait klinik ve laboratuvar ozellikler, ASA
skorlar1, yapilan anestezi sekli, uygulanan cerrahi prosediirler,
olasi arrest nedenleri ve hastane i¢i sonlanimlar1 kaydedildi.

BULGULAR

Hastalarin yas ortalamasi 65 (48-75) yil idi. Bagvurudaki ASA
skoru; %5 hastada 1, %30 hastada 2, %40 hastada 3, %20
hastada 4 ve %S5 hastada 5 idi (Tablo 1). Hastalarin biiyiik bir
¢ogunlugu ek hastaliklara sahip olan (%85) ve acil operasyona
alinan hastalar olup (%70), en sik arrest gelisen operasyonlar
femur fraktiirii (%15) ve intrakraniyal kanama cerrahileri (%15)
idi (Tablo 2). Perioperatif donemde 1 hasta (%5) KPR’ye yanit
vermeyerek exitus oldu. Geriye kalan 19 hasta (%95) KPR sonrasi
yogun bakima alindilar. Kardiyak arrestin nedeninin saptandigi
olgularda en sik neden, aort riiptiirii (%20) olup, bunu lokal
anestezi intoksikasyonu (%15) takip ediyordu (Tablo 3). Hastane
ici sonlanimlara bakildiginda; %80 hastada mekanik ventilasyon
ihtiyact, %85 hastada inotrop ihtiyaci, %15 hastada hemodiyaliz
gereksinimi mevcuttu. Hastane i¢i 6liim 14 hastada (%70) gelisti
(Tablo 4).
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TARTISMA VE SONUC

Calismamizin ana bulgusu, perioperatif déonemde KA gelisen
hastalarin biiyiikk bir kisminin nispeten ileri yasta oldugu, ek
hastaliklarin fazla oldugu ve acil operasyona alinan hastalar
oldugudur. Ek olarak, bu hastalarda saptanan en sik arrest
nedeninin biiyiik vaskiiler yaralanmalar ile ilaglara bagli yan
etkiler oldugu ve hastane igi mortalite oraninin oldukga yiiksek
oldugu tespit edildi. Anestezistler ve ameliyathane personelleri,
bu durumla bas edebilmek ve erken miidahale ile sonlanimlari
iyilestirebilmek i¢in yeterli donanim ve beceriye sahip
olmalidirlar.

Anahtar Kelimeler: kardiyak arrest, anestezi, kardiyopulmoner
resiisitasyon
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Tablo 1. Hastalarin genel karakteristik 6zellikleri, uygulanan Tablo 2. Hastalara uygulanan operasyon tiirleri ve/veya
anestezi tipleri ve basvurudaki laboratuvar degerleri operasyona alinma nedenleri

Degiskenler (n =20) Degiskenler (n=20)

Yas, yil 65 (48-75) Kardiyopulmoner bypass (%) 2 (10)

Cinsiyet, erkek (%) 9 (45) Endobronsiyal ultrasonografi (%) 1(5)

American Society of Anesthesiologists (ASA) (%) Intrakraniyal kanama (%) 305
! 1(5) Endoskopik Retrograd Kolanjiopankreatografi (%) 2 (10)

Femur fraktiirti (%) 3 (15)

2 6 (30) —

Tibia fraktiirti (%) 1(5)

3 8 (40) - .

Lomber Disk Hernisi (%) 1(5)

4 4 (20) - 0

Omugz artroskopi (%) 1(5)

3 105 Parmak tendon kesisi (%) 1(5)
Acil operasyon (%) 14.(70) Retroperitoneal kitle (%) 1(5)
Ek hastaliklar (%) Transkatater aort kapak implantasyonu (%) 1(5)

Hipertansiyon 10 (50) Transiiretral prostat rezeksiyonu (%) 1(5)

Diyabetes Mellitus 8 (40) Ureterorenoskopi (%) 1(5)

Koroner arter hastalig: 735) Atesli silah yaralanmasi (%) 1(5)

Kalp kapak hastalig 1(5)

Kalp yetmezligi 2 (10)

Kronik bobrek yetmezligi 1(5) . . .

Tablo 3. Hastalara ait saptanabilen arrest nedenleri

Kronik obstriiktif akciger hastaligi 2 (10)

Anestezi tipi (%) Degiskenler (n =20)
Genel anestezi 12 (60) Aort riptiirii (%) 4 (20)
Sedasyon 2(10) Lokal anestezi intoksikasyonu (%) 3(15)
Santral blok 2 (10) Antibiyotik alerjisi (%) 2 (10)
Periferik blok 420 Indiiksiyon sonrasi hipotansiyon/arrest (%) 2 (10)

0,

Kardiyopulmoner resiisitasyon siiresi, dk. 13.5(5.0-27.5) Bronkospazm (%) 16)

- Solunum arresti (%) 1(5)

Beyaz kiire, x10%/uL. 11.0 (7.5-13.1)

Hemoglobin, g/dl 122+2.1

Hematokrit (%) 36.9+6.8

Tromnosit, x10%/uL 289 (246-408) Tablo 4. Hastalara ait hastane yatis siireleri, komplikasyonlar ve

Glukoz, mg/dl 142 (100-262) sonlanimlar

Ure, mg/dl 37.0 (26.2-58.0) | [ Degiskenler (n =20)

Kreatinin, mg/dl 1.0 (0.7-1.5) Yogun bakimda yatis siiresi, giin 5.5(1.0-10)

Prokalsitonin, ng/ml 0602.27) Hastane yatis siiresi, giin 6.0 (3.0-12.5)

- - Mekanik ventilasyon ihtiyac1 (%) 16 (80)

C-reaktif protein, mg/dL 8.6 (2.8-56.1) - —

— Inotrop ihtiyaci (%) 17 (85)

Albimin, g/dl 37406 Hemodiyaliz gereksinimi (%) 3(15)

pH 73+01 Trakeostomi gereksinimi (%) 1(5)

Laktat, mmol/L 3.2(1.5-6.3) Bakim hastast (%) 1 (5)

HCO,, mEq/L 22.6+33 Hastane i¢i 6liim (%) 14 (70)
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OBJECTIVE

Cardiac arrest (CA) in perioperative period is a rare condition
with high mortality®. The highest risk groups for mortality are
children <1 year, patients with high-ASA scores and geriatric
patients®®. Our aim is to present the clinical characteristics,
identify risk factors and determine in-hospital outcomes of
patients who developed CA in perioperative period.

METHOD

Data of 20 patients developed perioperative CA in operating room
of our hospital were retrospectively scanned. Archive records
of patients and hospital automation registration system were
examined. Clinical and laboratory characteristics of patients,
ASA scores, type of anesthesia, surgical procedures performed,
possible causes of arrest and in-hospital outcomes were recorded.

RESULTS

Median age of patients was 65 (48-75) years. ASA score at
admission was 1 in 5%, 2 in 30%, 3 in 40%, 4 in 20%, and
5 in 5% (Table 1). Majority of patients had comorbidities
(85%) and underwent emergency surgery (70%), and the most
common operations leading to arrest were femoral fracture
(15%) and intracranial hemorrhage surgeries (15%) (Table 2). In
perioperative period, 1 patient (5%) didn’t respond to CPR and
died. Remaining 19 patients (95%) were transferred to intensive
care unit after CPR. Most common cause of cardiac arrest was
aortic rupture (20%), followed by local anesthetic intoxication
(15%) (Table 3). Regarding in-hospital outcomes, 80% required
mechanical ventilation, 85% required inotropes and 15% required
hemodialysis. In-hospital death occurred in 14 patients (70%)
(Table 4).
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DISCUSSION AND CONCLUSION

Main findings of our study were that majority of patients
developed CA in perioperative period were relatively older, had
comorbidities, and underwent emergency surgery. Also, most
common causes of arrest in these patients were major vascular
injuries and drug-related-side-effects, and the in-hospital
mortality rate was quite high. Anesthesiologists and personnel
should have adequate equipment and skills to cope with this
situation and improve outcomes with early intervention.

Keywords: cardiac arrest, anesthesia, cardiopulmonary
resuscitation
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Table 1. General characteristics, types of anesthesia applied and

laboratory values at admission of the patients
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Table 2. Types of operations performed on patients and/or

reasons for surgery

White blood cell, x103/uL

11.0 (7.5-13.1)

Hemoglobin, g/dl

122+2.1

Hematocrit (%)

36.9+£6.8

Platelet, x103/uL

289 (246-408)

Glucose, mg/dl

142 (100-262)

Urea, mg/dl 37.0 (26.2-58.0)
Creatinine, mg/dl 1.0 (0.7-1.5)
Procalcitonin, ng/ml 0.6 (0.2-2.7)
C-reactive protein, mg/dL 8.6 (2.8-56.1)
Albumin, g/dl 3.7+0.6
pH 7.3+0.1
Lactate, mmol/L 3.2(1.5-6.3)
HCOs, mEq/L 22.6+3.3

Variables (n =20) Variables (n=20)
Age, years 65 (48-75) Cardiopulmonary bypass (%) 2 (10)
Gender, male (%) 9 (45) Endobronchial ultrasound (%) 1(5)

American Society of Anesthesiologists (ASA) (%) Intracranial hemorrhage (%) 35
1 1(5) Endoscopic retrograde cholangiopancreatography (%) 2 (10)

Femur fracture (%) 3(15)
2 6 (30) —

Tibia fracture (%) 1(5)
3 8 (40) - .

Lumbar disc herniation (%) 1(5)
4 420) Shoulder arthroscopy (%) 1(5)
3 105 Finger tendon laceration (%) 1(5)

Emergent operation (%) 14.(70) Retroperitoneal mass (%) 1(5)

Comorbidities (%) Transcatheter aortic valve implantation (%) 1(5)
Hypertension 10 (50) Transurethral resection of the prostate (%) 1(5)
Diabetes Mellitus 8 (40) Ureterorenoscopy (%) 1)
Coronary artery disease 7 (35) Gunshot injury (%) 165)
Valve disease 1(5)

Heart failure 2 (10)

Chronic renal failure 1(5) . .
Table 3. Detectable causes of arrest in patients

Chronic obstructive pulmonary disease 2 (10)

Anesthesia type (%) Variables (n = 20)
General anesthesia 12 (60) Aortic rupture (%) 4 (20)
Sedation 2 (10) Local anesthesia intoxication (%) 3(15)
Central block 2(10) Antibiotic allergy (%) 2 (10)
Peripheral block 4(20) Post-induction hypotension/arrest (%) 2 (10)

0,
Cardiopulmonary resuscitation time, min. 13.5 (5.0-27.5) Bronchospasm (%) 16)
Respiratory arrest (%) 1(5)

Table 4. Hospital stay duration, complications and outcomes of

the patients

Variables (n=20)
Length of stay in intensive care unit, days 5.5 (1.0-10)
Hospital stay duration, days 6.0 (3.0-12.5)
Need for mechanical ventilation (%) 16 (80)
Need for inotrope (%) 17 (85)
Hemodialysis requirement (%) 3(15)
Tracheostomy requirement (%) 1(5)
Bedridden patient (%) 1(5)
In-hospital mortality (%) 14 (70)
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INTRAOPERATIF KARDIYAK ARREST TANISINDA ETCO, MONITORIZASYONUN ONEMI
THE IMPORTANCE OF ETCO, MONITORING IN THE DIAGNOSIS OF INTRAOPERATIVE CARDIAC ARREST
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GIRIS

Perioperatif donemde gelisen kardiyak arrest, farkina varilmasi
ve Ongoriilebilmesi nedeniyle diger nedenlere bagli gelisen
arrestlerden farklidir. Bu donemde gelisen kardiyak arrestin
tedavisi ve yonetimi tam zamaninda ve hedefe yonelik olmalidir.
Bu olgu ile gecikmis tani konulan epidural-subdural kanama
sonucu peroperatif arest gelisen olguda kardiyopulmoner
resiisitasyon (KPR) yonetimini ele almay1 amagladik.

OLGU

Yirmi dokuz vyasinda erkek, yiiksekten diisme, yandas
hastalig1 ve aktif ilag kullanimi yok. Intrakranial shifte neden
olan frontal epidural, subdural ve intraparankimal kanama
nedeniyle acil dekompresyon cerrahisine alindi. GKS:EM,V_
olarak alinan operasyon odasinda; TA:100/55 mmHg Nb:140/dk
SR Sp0,:%99, sol géz ekimotik-6demli IR degerlendirilemedi.
Rutin monitorizasyondan sonra anestezi indiikksiyonu yapildi.
AKG:PH:7.15 Pa0O,:280 PaCO,46 HCO,:17, Becf:-13 Hb:15
Hct:44 Lakt:3.3  K:3,7 Cerrahi sirasinda major kanamanin
izlenmesi iizerine hastaya ORh(-) ES ve TDP istendi ve IV
kristaloid infiizyonu bolus olarak verildi. NaHCO, infiizyonu
uygulandi. Hipotansif seyretmesi sebebiyle vazopressér ve
inotrop destegi baslandi. AKG’da PH:7.03 PaO,:155 PaCO,:40
HCO,:11 Becf:-18 Hb:7.3 ve K:3,8 olmasi iizerine masif ES
devamedildi. Hemostaza destek olmasiadina 1 grtraneksamik asit
(10 dk’ da 1V) ve Img K vit yapildi. Saatlik idrar ¢ikisi olagan
izlendi. Operasyon baslangicindan yaklasik 1 saat sonra
arteriyal monitorizasyonda pulsasyon kaybi goriintiilenmesi
ve ETCO,’te aniden 28 den 10’a diisiis izlenmesi {izerine
nabiz kontrolii yapildi ve alinamadi. Hasta NEA arrest
ritmi olarak degerlendirildi, KPR uygulanmaya baslandi.
Her 3-5 dakikada bir 1 mg adrenalin uygulandi. KPR
sirasinda alman AKG PH:6.9 PaO,:209 PCO,:51 HCO;:l1
Becf:-18 Hb:7.3 K:4,2 olarak geldi. KPR’nin 16. dakikasinda
spontan dolasim geri dondi. KPR boyunca 15-20 araliginda
seyreden ETCO, degerinin aniden 30-35 araligma ciktig
gorildi. Tim gerekli replasman ve medikal tedavilere devam
edildi. Cerrahi bitiminde entiibe, inotrop desteginde TA :54/35
mmHg Nb:127/dk SR SpO,:%97 olarak hemodinamik stabilite
saglanana kadar PACU ‘ya alind1.
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TARTISMA VE SONUC

Bu olguda kardiyak arrest nedeni hastaneye ge¢ ulasan epidural
hematoma bagli gelisen hipovolemik soktur. Kardiyak arrest
ritmi olarak NEA, arteriyel monitorizasyonun kaybi nabiz
bakilarak tespit edilmeye calisilmis es zamanli ETCO, trasesinde
ani diislistin gorilmesiyle kardiyak arrest tanisi kuvvetle
dogrulanmistir. Bu siiregte ETCO, takibinin kardiyak arrest
tanisinda Ozellikle invazif arteriyel monitorizasyonu olmayan
hastalarda NEA ritmini tanimada oldukca degerli oldugunu
peroperatif yakin takibinin 6nemini ve KPR sirasinda SDGD i¢in
yol gosterici oldugunu vurgulamak isteriz.

Anahtar Kelimeler: kardiyak, arrest, intraoperatif, EtCO,

INTRODUCTION

Cardiac arrest that occurs during the perioperative period differs
from arrests due to other causes due to its detectability and
predictability. The treatment and management of cardiac arrest
during this period must be timely and targeted. In this case, we
aim to discuss the management of cardiopulmonary resuscitation
(CPR) in a patient who experienced a delayed diagnosis of
epidural-subdural hematoma, leading to peroperative arrest.

CASE

A twenty-nine-year-old male, with no history of falls,
underlying diseases, or active medication use, was urgently
taken for decompression surgery due to frontal epidural,
subdural, and intraparenchymal bleeding causing intracranial
pressure. In the operating room, vital signs were as follows:
blood pressure 100/55 mmHg, heart rate 140 beats per minute
in sinus thythm, and oxygen saturation 99% on room air. The
left eye had ecchymosis and edema, and intraocular pressure
couldn’t be evaluated. After routine monitoring, anesthesia
was induced. Arterial blood gas analysis showed a pH of 7.15,
PaO: of 280, PaCO, of 46, HCOs of 17, Becf -13, Hb of 15, Hct
of 44, lactate of 3.3, and K of 3.7. Significant bleeding during
surgery led to the request for ORh(-) erythrocyte suspension
and fresh frozen plasma, along with intravenous crystalloid
infusion as a bolus. Sodium bicarbonate infusion was started,
and vasoactive and inotropic support began due to hypotension.
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ABG during this period showed a pH of 7.03, PaO: of 155,
PaCO: of 40, HCOs of 11, Becf -18, Hb of 7.3, and K of
3.8, prompting continued massive erythrocyte suspension
transfusion. To support hemostasis, 1 gram of tranexamic acid
(administered intravenously over 10 minutes) and 1 mg of vitamin
K were given. Hourly urine output remained within normal limits.
About an hour into the operation, loss of pulsation was observed
in arterial monitoring, and ETCO: suddenly dropped from 28
to 10. Pulse control attempts were unsuccessful, and the patient
was diagnosed with non-perfusing electrical activity (NEA)
cardiac arrest, leading to the initiation of CPR. Adrenaline (1 mg)
was administered every 3-5 minutes during CPR. ABG during
CPR showed a pH of 6.9, PaO2 of 209, PCO:2 of 51, HCO:s of 11,
Becf -18, Hb of 7.3, and K of 4.2. Spontaneous circulation was
restored at the 16th minute of CPR. During CPR, it was noted that
the ETCO: value, which had fluctuated between 15-20, suddenly
increased to the range of 30-35. All necessary replacement and
medical treatments were continued. After the completion of
surgery, the patient was extubated and transferred to the post-
anesthesia care unit (PACU), where hemodynamic stability was
achieved with a blood pressure of 54/35 mmHg, heart rate of 127
beats per minute, sinus rhythm, and SpO2 of 97%.
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DISCUSSION AND CONCLUSION

In this case, cardiac arrest was due to delayed hospital
presentation caused by an epidural hematoma leading to
hypovolemic shock. The cardiac arrest rhythm was identified as
NEA when arterial monitoring pulse was lost, and the diagnosis
was strongly confirmed by the simultaneous abrupt decrease in
ETCO.. During this process, we emphasize the significance of
ETCO:2 monitoring in diagnosing cardiac arrest, particularly in
patients without invasive arterial monitoring, underscoring the
importance of close perioperative monitoring and its guiding role
in sudden circulatory dynamics deterioration (SDGD) during
CPR.

Keywords: cardiac, arrest, intraoperative, EtCO,
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BASIC LIFE SUPPORT SHOULD BE IN THE BASIC EDUCATION OF THE ELEMANTARY SCHOOLS
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GIRIS

Temel yasam destegi, sadece saglik ¢alisanlarina degil tiim halka
egitimi verilerek sertifikasyonu saglanabilen, uygulanmasi basit
ama hayat kurtarici islemlerdir®.

OLGU

Otuz sekiz yasinda erkek hastanin Ceyhan nehrine 6zkiyim
amach atladigin1 goren kisiler, 112 Acil Servis’ten yardim
istemis. Olay yerine ilk gelen Adana Ceyhan Itfaiye ekibinden
egitimli itfaiye erleri tarafindan hasta, nehirden can simitine
baglanarak ¢ikarilmigs. Nefes almayan hasta, itfaiye erleri
tarafindan arrest olarak kabul edilerek yaklasik iki dakika
boyunca temel yasam destegi uygulanmis. Saglik ekipleri olay
yerine ulasana kadar suni solunum ve kalp masaji uygulanmis.
Hastanin bilinci yerine gelene kadar resiisitasyon iglemine ekip
olarak doniisiimli sekilde devam edilmis. Hasta bilingli olarak
tepkiler vermeye baslayinca, itfaiye erleri tarafindan derlenme
pozisyonuna alimmis. Acil ilk yardim ekibi hastayir derlenme
pozisyonunda ve spontan solunumu mevcut olarak Ceyhan
Devlet Hastanesi'ne transfer etmis. Ilk degerlendirilmesinde
biling agik, ndrolojik defisit bulgusu yok, Glaskow Koma Skalasi
15, kan basinc1 110/60 mmHg, kalp hizi 100 atim/dak idi. Nazal
oksijen desteginde kan gazi degerleri pH:7.34, pCO2:34 mmHg,
pO:2:79 mmHg saptanan hasta 2. basamak yogun bakimina kabul
edildi. Hastanin acil serviste ¢ekilen toraks tomografisi sonucu
normal olarak degerlendirildi. Hemodinamisi stabil, solunum
sesleri kaba, idrar ¢ikis1 yeterli olan hasta gogiis cerrahisi, gogiis
hastaliklari, kardiyoloji boélimleri tarafindan degerlendirildi.
Hastada kardiyak kompresyona bagli gogiis agrist disinda bulgu
saptanmadi. Biyokimya, tam kan sayimi, kardiyak enzimler
normal sinirlarda idi. Yogun Bakim Unitesi’nde intravendz
hidrasyon, kan gazi takibi, nazal kaniil ile oksijen destegi, mide
profilaksisi, antibiyoterapi diizenlenen hasta, yogun bakima
kabul edildikten 48 saat sonra Gogls Hastaliklar: servisine
devredildi.

TARTISMA VE SONUC

Olay yeri ekiplerinin zamaninda miidahalesi hastanin norolojik
olarak sekelsiz sag kalimini saglamistir. Ulkemizde temel yasam
destegi egitiminin tiim iilke geneline yayilmasini, okullarimizda
temel ders olarak anlatilmasini, kamuda c¢alisanlarin zorunlu
olarak egitimi almalarint ve resertifikasyon uygulanmasi
gerektigi kanaatindeyiz.
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Anahtar Kelimeler: Suda bogulma, temel yasam destegi,
egitimli itfaiye eri

INTRODUCTION

Basic life support is a simple but life-saving procedure that
can be certified by providing training to not only healthcare
professionals but also the entire public®.

CASE

People who saw a thirty-eight-year-old male patient jump into
the Ceyhan River for suicidal purposes asked for help from
112 Emergency Service. The patient was pulled out of the river
by strapped to a life preserver by trained firefighters from the
Adana Ceyhan Fire Brigade team, who were the first to arrive
at the scene. The patient, who was not breathing, was considered
to be in arrest by the firefighters and basic life support was
performed for approximately two minutes. Artificial respiration
and heart massage were applied until medical teams reached the
scene. The resuscitation process was continued alternately as a
team until the patient regained consciousness. When the patient
started to respond consciously, he was put into a recovery position
by the firefighters. The emergency first aid team transferred
the patient to Ceyhan State Hospital in a recovery position and
with spontaneous breathing. In the first assessment, he was
conscious, without any neurological deficit, Glasgow Coma Scale
was 15, blood pressure was 110/60 mmHg, and heart rate was
100 beats/min. The patient, whose blood gas values were
determined as pH: 7.34, pCO:2: 34 mmHg, pO2: 79 mmHg with
nasal oxygen support, was admitted to the secondary level
intensive care unit. The result of thorax tomography taken in the
emergency room was evaluated as normal. The patient, whose
hemodynamics were stable, respiratory sounds were rough, and
urine output was sufficient, was evaluated by the departments of
thoracic surgery, pulmonology, and cardiology. The patient had
no symptoms other than chest pain due to cardiac compression.
Biochemistry, complete blood count, and cardiac enzymes were
within normal limits. The patient, who received intravenous
hydration, blood gas monitoring, oxygen support with nasal
cannula, gastric prophylaxis and antibiotic therapy in the
Intensive Care Unit, was transferred to the Pulmonology service
48 hours after being admitted to the intensive care unit.
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DISCUSSION AND CONCLUSION

The timely intervention of the crime scene teams ensured the
patient’s survival without neurological sequelae. In our opinion
that basic life support training should be spread throughout the
country, taught as a basic course in our schools, public sector
employees should receive compulsory training and recertification
should be implemented.

Keywords: Drowning in water, basic life support, educated
firefighter
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OZEL DURUMLARDA KARDIiYAK ARREST - SUDA BOGULMA

CARDIAC ARREST IN SPECIAL CASES - DROWNING IN WATER
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GIiRiS

Ozel durumlarda kardiyak arrestlerden biri olan suda bogulma
vakalar1 ilimizde yaz aylarinda oldukca sik goriilmektedir.
Suda bogulma sonrasinda kardiyak arrest hipoksiye sekonder
gelismekle birlikte, prognozu hipoksi siiresi belirler. Kurbanin
submersiyon/immersiyon nedeniyle nefes almasini engelleyen,
stvinin solunum sisteminde olmasi 6liime veya yogun bakim
gereksinimine yol agmaktadir®.

OLGU

Altmis sekiz yasinda kadin hasta ilge devlet hastanesindeki acil
servisimize bogulma tanistyla kabul edilmistir. Hastanin hipoksi
siiresinin kisa olmasi ve submersiyon halde iken kurtarilmasi
sonucunda viicut 1sis1 36.5°C, satiirasyonu pulsoksimetri ile
%70 olarak saptandi. Bilinci agik hastaya acilde rezervuarl
maske ile oksijen baslandi ve iizerindeki 1slak camasirlar
uzaklastirilarak 1sitilmasi saglandi. Hastanin tam kan sayimi,
biyokimya, elektrokardiyografi, kan gazi tetkikleri istendi,
satiirasyonu oksijen destegiyle %85 olarak saptandi. Kan gazinda
pO2:59mmHg, pCO2:63 mmHg olarak kaydedildi. Oksijen
destegi alirken toraks tomografisi cekilen hastaya gogiis
hastaliklar1 ve gegirilmis bypass oldugu icin kardiyoloji
konsiiltasyonlar1 istendi. Toraks tomografisinde her iki akciger
parankiminde st loblarda belirgin olarak yaygin yamali tarzda
dansite artigi, buzlu cam alanlar1 saptandi, olasi aspirasyon
acisindan izlenmesi onerildi. Takip ve tedavi amaciyla yogun
bakima kabul edildi. Kan gazinda satiirasyon diisikligi
saptanan hastaya aralikli olarak non-invaziv ventilasyon (NIV)
uygulandi. NIV uygulanan hastanin kan gazinda pO2:146mmHg
olarak saptandi.

Hastaya hidrasyon, antibiyoterapi, asetilsalisilik asit, antiasit,
bronkodilatdr tedavi uygulandi, troponin elektrokardiyogram
ve C-reaktif protein takibi yapildi. Ekokardiyografide kardiyak
performans: yeterli olarak raporlandi. Yatisinin dordiincii
glinlinde oksijen akimi nazal kaniille 5 litre/dk’nin altina
diisiilerek, oral alimi saglandi. Bir hafta sonra Gogiis Hastaliklar1
servisine devredildi.

TARTISMA VE SONUC
Suda bogulma vakalar1 ARDS, pnomoni ve kardiyak
aritmiler agisindan yakin takip edilmelidir. Bu vaka ile, NIV
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uygulamalarinin suda bogulma hastalarinda ARDS gelisimini
onleyici oldugunu diisiinmekteyiz.

Anahtar Kelimeler: suda bogulma, submersiyon, 6zel durumlar

INTRODUCTION

Drowning cases, which are one of the cardiac arrests in special
circumstances, are quite common in our city during the summer
months. Although cardiac arrest after drowning develops
secondary to hypoxia, the duration of hypoxia determines the
prognosis. The presence of fluid in the victim’s respiratory system,
which prevents the victim from breathing due to submersion/
immersion, leads to death or the need for intensive care®.

CASE

A sixty-eight-year-old female patient was admitted to our
emergency department at the public hospital with the diagnosis
of drowning. As a result of the short duration of hypoxia and
the patient being rescued from the submersed state, her body
temperature was determined as 36.5°C and saturation was
determined as 70% by pulse oximetry. The conscious patient was
started on oxygen with a reservoir mask in the emergency room,
and she was warmed up by removing her wet clothes. The patient’s
complete blood count, biochemistry, electrocardiography and
blood gas tests were requested, and peripheral oxygen saturation
was determined to be 85% with oxygen support. In the blood
gas analysis, it was recorded as pO2:59 mmHg, pCO2:63 mmHg.
The patient had a thorax tomography scan while receiving
oxygen support, pulmonology and cardiology consultations were
requested because of a previous bypass. Thorax tomography
revealed a diffuse patchy density increase and ground glass areas
in the upper lobes of both lung parenchyma, and monitoring
for possible aspiration was recommended. She was admitted
to intensive care for follow-up and treatment. Intermittent non-
invasive ventilation (NIV) was applied to the patient who was
detected to have low saturation in blood gases.

The patient was treated with hydration, antibiotics, acetylsalicylic
acid, antiacid and bronchodilator, and troponin electrocardiogram
and C-reactive protein were monitored. Cardiac performance was
reported as adequate on echocardiography. On the fourth day of
hospitalization, oxygen flow was reduced below 5 liters/min via
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nasal cannula and oral intake was enabled. A week later, he was
transferred to the Pulmonology service.

DISCUSSION AND CONCLUSION

Drowning cases should be closely monitored for ARDS,
pneumonia and cardiac arrhythmias. With this case, we think that
NIV applications prevent the development of ARDS in drowning
patients.

Keywords: Drowning in water,submersion, special circumstances
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KARDiYOPULMONER RESUSITASYON SONRASI SPONTAN DOLASIMI DONEN VE YOGUN BAKIM
UNITESINDE iZLENEN HASTALARIN NOROLOJIK PROGNOZ iLE iILGILi SONUCLARI: RETROSPEKTIF BiR

CALISMA

NEUROLOGICAL PROGNOSIS OF PATIENTS ADMITTED TO THE INTENSIVE CARE UNIT FOLLOWING RETURN OF
SPONTANEOUS CIRCULATION AFTER CARDIOPULMONARY RESUSCITATION: A RETROSPECTIVE STUDY
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AMAC

Mavi kod, hastane iginde acil miidahale gerektiren durumlarda
en kisa zamanda olay yerine ulasilmasini ve etkin miidahalenin
yapilmasini  saglayan, evrensel acil durum kodudur®?.
Calismamizda mavi kod ekibinin miidahalesi sonrast yogun
bakim {initesine yatisi yapilan hastalarin ndrolojik sonuglari
ve mortalitesinin degerlendirilmesi ve kardiyak arrest sonrasi
ndrolojik prognozun arastirilmasi amaglanmaistir.

YONTEMLER

Dokuz Eyliil Universitesi Hastanesi Yogun Bakim Unitesi’ne
2022 Ocak-2023 Agustos tarihleri arasinda mavi kod sonrasi
yatan hastalarin verileri retrospektif analiz edildi. Hastalarin
demografik verileri, KPR karakteristikleri ve nérolojik durumlar1
degerlendirildi. Siklik gosteren veriler yiizde, devamli degerler
alanlar ortanca(minimum-maksimum)olarak gosterildi. p<0.05
olmasi istatistiksel anlamlilik olarak degerlendirildi (Etik Onay1
karar no: 2023/27-15).

BULGULAR

Calismaya 80 hasta alindi. Mavi kod nedeni %68.75 solunum
arresti, %31,25 kardiyak arrestti. Hastalarin %58.7°1 erkek,
%41,3’1 kadindi. Hastalarin yaglart 70(17-95)y1l, KPR siiresi
7(2-64)dk idi. GKS; KPR sonrast 3(3-11), yogun bakima giris
5(3-12), 48. saat 6(3-15), 72. saat 6(3-15), yogun bakimdan ¢ikis
15(6-15) oldugu tespit edildi. Yogun bakima giris APACHE
23(3-46), yogun bakima kabul i¢in beklenilen siire 1(0-3)giin,
yogun bakim yatis stiresi 7(0-68)giin, toplam hastane yatis siiresi
23(2-139) giindii. Hastalarin %91.3’inlin ek hastalig1 vardi.
Hastalarin %66.31 arrest olurken, %33.7’si taburcu edildi. Yogun
bakimda arrest olan hastalarin %54.7°si glindiiz, %45.3%i gece;
%831 hafta ici, %]17’si hafta sonu arrest oldu. Olas1 kardiyak
arrest nedenleri; %43.4 septik sok, %13.2 aritmi ve iskemi,
%13.2 metabolik nedenler, %5.7 kardiyojenik sok, %2.5 solunum
depresyonu, %2.5 ARDS ve %2.5 diger sebepler olarak belirlendi.
Sok uygulanabilen ritim orani %10.3, sok uygulanmayan ritim
orant %89.7°di.K PR siiresi ile giris, 24.saat, 72.saat ve ¢ikis GKS
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arasinda anlamli negatif korelasyon vardi. KPR siiresi ile yogun
bakima giriy APACHE skoru arasinda anlamli pozitif korelasyon
mevcuttu. Yogun bakimda yatis siiresi ile ¢ikis GKS arasinda
anlaml1 negatif korelasyon belirlendi.

TARTISMA VE SONUC

APACHE skorlamasi, yogun bakim {initesinde yatan hastalarin
mortalite prediksiyonu i¢in yapilmis bir skorlama sistemidir.
Caligmamizda KPR siiresinin uzunlugu ile yogun bakima giris
APACHE skorunun pozitif korelasyonlu oldugu; uzun KPR
stiresinin artmis mortalite ile ilintili oldugu degerlendirilmistir.
Girig-24.saat-72.saat ve taburculuk GKS ile KPR siiresi arasinda
anlaml1 negatif korelasyon oldugu; KPR siiresinin uzunlugunun
kétii norolojik sonuglar ile ilintili oldugu degerlendirilmistir.

Anahtar Kelimeler: kpr, kardiyak arrest, mortalite, mavi kod,
ndrolojik prognoz

AIM

The code blue is an emergency code that ensures the prompt
arrival and effective intervention at the scene in cases requiring
urgent intervention within the hospital™?. Our aim is to evaluate
the neurological outcomes and mortality of patients admitted to
the intensive care unit (ICU) after the code blue and to investigate
the neurological prognosis following cardiac arrest.

METHODS

The data of patients admitted to Dokuz Eyliil University Hospital
ICU following code blue activations between January 2022-August
2023 were retrospectively analyzed.Demographic and CPR
information,neurological status of the patients were evaluated.
Frequency data were expressed as percentages and continuous
variables were presented as median(minimum-maximum). A
p-value<0.05 was considered statistically significant (Ethics
committee:2023/27-15).
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RESULTS

Eighty patients were included in the study. The cause of code
blue was respiratory arrest in 68.75% and cardiac arrest 31.25%
of cases. 58.7% of the patients were male,and 41.3% were female.
The patients’ ages were 70(17-95) years and CPR duration was
7(2-64) minutes. The Glasgow Coma Scale (GCS) were as follows:
3(3-11) after CPR,5(3-12) upon admission to the ICU, 6(3-15)
at 48 hours, 6(3-15) at 72 hours and 15(6-15) at discharge. The
APACHE upon admission to the ICU was 23(3-46). The length
of stay in the ICU was 7(0-68) days and the hospital stay duration
was 23(2-139) days. 66.3% of the patients had an arrest, while
33.7% were discharged. Possible causes of cardiac arrest were
determined as follows:43.4% septic shock, 13.2% arrhythmias
and ischemia, 13.2% metabolic causes, 5.7% cardiogenic shock,
2.5% respiratory depression, 2.5% ARDS and 2.5% other causes.
The shockable rhythm was 10.3% and the non-shockable rhythm
was 89.7%.There was a significant negative correlation between
CPR duration and GCS at admission 24th, 72th and discharge.
A significant positive correlation was found between CPR
duration and APACHE upon admission to the ICU.
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DISCUSSION AND CONCLUSION

In this study, it has been assessed that the length of CPR duration
is associated with a high APACHE score,low GCS, and increased
mortality.

Keywords: cpr, cardiac arrest, mortality, code blue, neurologic
outcome
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ELEKTIiRiK CARPMASI SONRASI BASARILI KARDiYOPULMONER RESUSITASYON
SUCCESSFUL CARDIOPULMONARY RESUSCITATION AFTER ELECTRIC SHOCK
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GIRIS

Elektrik ¢arpmasina bagli yaralanmalar morbidite ve
mortaliteye neden olmasi nedeniyle 6nem tasimaktadir. Elektrik
akimma maruz kalan olgularda klinik durum degiskenlik
gostermekle birlikte, siddetini; elektrik devresinin tamamlanip
tamamlanmadigi, akimin tiirdi, gerilimi, siddeti, viicutta izledigi
yol, dokulardan gectigi siire, dokularin direnci gibi faktorler
etkilemektedir?. Bu olgu ile elektrik akimina maruziyet sonucu
kardiyak arrest gelisimi ve basarili kardiyopulmoner resiisitasyon
sunulmustur.

OLGU

Bilinen ek hastaligi olmayan 25 yasindaki erkek hasta, asansor
bakimi esnasinda elektrik akimina maruz kaldiktan sonra,dis
merkezde ilk degerlendirmesinde arrest kabul edilerek
kardiyopulmoner resiisitasyon uygulanmis. Arrest ritmi
ventrikiiler fibrilasyon olan hastaya resiisitasyon esnasinda
toplam 5 mg adrenalin ve 10 kez defibrilasyon uygulanmis.
Resiisitasyonun 25.dakikasinda spontan dolasimi geri donen
hasta,ileri tetkik, tedavi ve yogun bakim destegi amaciyla
hastanemize sevk edilmis. Yogun bakima kabul agisindan
tarafimiza konsiilte edilen hasta degerlendirildiginde sedasyon
altinda, entiibe, pupiller izokorik, DIR/IR:++/++, kalp hizt: 108
atim/dk, kan basinct 170/80 mmHg, SO, 0 (0 FiO,) idi. Hasta
reanimasyon tinitesine kabul edildikten sonra noradrenalin
destegi kapatildi, viicut 1sist 36-36.5°C olacak sekilde takip
edildi. Arteryel kan gaz1 dlglimleri, akciger grafisi ve laboratuar
tetkiklerinde anormallik saptanmayan hastanin sedasyonu
72 saat sonra kapatilarak biling degerlendirmesi yapildi. Bilinci
acik (GKS:15) olan hasta solunumunun yeterli ve vital bulgularinin
stabil olmasi iizerine ekstiibe edildi. Ekstiibasyondan 24 saat
sonra Noroloji AD’na devredildi.

TARTISMA VE SONUC

Elektrik akimina bagli yaralanmalarda viicuttan gecen elektrik
akim dogrultusunun kalp iizerinden olmasi kardiyak patolojilerin
daha ¢ok olugsmasina neden oldugu belirtilmistir®. Sunulan
olguda, akimin siddeti bilinmemekle birlikte ilk degerlendirmede
kardiyopulmoner arrest olmasi, akimin miyokarddan gectigini
diisiindiirmektedir. ilk arrest ritminin sok uygulanabilir ritm
olmast ve KPR’nin etkin uygulanmasi, sekelsiz sagkalim
saglamigtir. Reslisitasyon sonrast bakimda vital bulgularinin
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ve laboratuar parametrelerinin normal sinirlarda olmasi da
sekelsiz sagkalim agisindan 6nemli olup bu hastalarda elektrik
carpmasina bagli olusabilecek komplikasyonlar1 bilmek ve
onlemek gerekmektedir.

Anahtar Kelimeler: elektrik ¢arpmasi, arrest, resiisitasyon

INTRODUCTION

Injuries due to electric shock are important because they cause
morbidity and mortality.Although the clinical condition varies,its
severity is affected by factors such as whether the electrical
circuit is completed or not, the type of current, voltage, intensity,
the path, the time it passes through the tissues, and the resistance
of the tissues?. In this case,cardiac arrest as a result of electric
shock and successful resuscitation is presented.

CASE

The 25-year-old male, without known comorbidities, was arrest
at first evaluation at an external center after being exposed to
electric current during elevator maintenance,and resuscitation
was performed. Totally 5 mg adrenaline, 10 defibrillations
were administered to the patient with ventricular fibrillation
during resuscitation. The patient’s spontaneous circulation
returned at 25th minute, referred to our hospital for further
examination,treatment and intensive care support. When the
patient was consulted to us for admission to ICU,he was under
sedation,intubated,pupillary isochoric, DIR/IR:++/++HR:108
beats/min, BP170/80 mmHg, SO, 100%(100% FiO2). After the
patient was admitted to the ICU,noradrenaline was stopped and
body temperature was monitored to be 36-36.5°C.The patient’s
sedation was stopped after 72 hours, and his consciousness was
evaluated, no abnormalities were detected in ABG measurements,
chest X-rayand laboratory tests.The patient, who was conscious
(GCS: 15), was extubated when his breathing was adequate and
vital signs were stable. He was transferred to the Department of
Neurology 24 hours after extubation.

DISCUSSION AND CONCLUSION

It has been stated that in electric current-related injuries, the
direction of current passing through the body through the heart,
causing more cardiac pathologies®. In the presented case,
although the severity of the flow is unknown, the presence of
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arrest at the first evaluation suggests that the flow passed through
the myocardium. The first arrest rhythm being shockable and the
effective CPR ensured survival without sequelae. Having vital
signs and laboratory parameters within normal limits during
post-resuscitation care is also important for survival without
sequelae, and it is necessary to know and prevent complications
that may occur due to electric shock.

Keywords: electric shock, arrest, resuscitation
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COCUKLARDA YABANCI CiSiM ASPIRASYONU NEDENI iLE YAPILAN BRONKOSKOPi UYGULAMALARINDA

POZITIiF VE NEGATIiF EKSPLORASYON

POSITIVE AND NEGATIVE EXPLORATION IN BRONCHOSCOPY APPLICATIONS PERFORMED DUE TO FOREIGN BODY

ASPIRATION IN CHILDREN
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GIiRiS

Acil hava yolu yonetimi ve resiisitasyon ihtiyact gibi nedenler
ile morbid, mortal sonuglar1 olan yabanci cisim aspirasyonlar1
¢ocuklarda ozellikli bir konudur®?. Calisma ile g¢ocuklarda
yabanci cisim aspirasyonlar1 sonrast bronkoskopide pozitif/
negatif eksplorasyon durumlarinin ameliyat sirast ve sonrast
donem iizerine etkilerinin incelenmesi amaglandi.

YONTEM

Calismaya Ocak 2021- Temmuz 2023 tarihleri arasinda yabanci
cisim aspirasyonu nedeni ile rigit bronkoskopi yapilan hastalar
dahil edildi. Hastalarin yas, aspirasyon sonrasi bronkoskopi
yapilma siiresi, semptom ve fizik muayene bulgular1, radyolojik
bulgulari, bronkoskopide yabanci cisim agisindan pozitif/negatif
eksplorasyon durumu, ameliyat sirasi ve sonrasi komplikasyonlar1
incelendi.

BULGULAR

Calismaya 40 hasta dahil edildi. Yaglar1 42.55+7.12 ay idi.
Bronkoskopi yapilma siiresi 86.82+1.7 (min:1, max:816)
saat 1idi. Hastalarin %58.I'inde (25 hasta) aspirasyon
iliskili semptom, %30.1 (12 hasta) fizik muayene bulgular1
mevcuttu. Hastalarin 25’inde (%58.1) radyolojik bulgu yoktu.
Bronkoskopi islemi 21 hastada (%52.5) pozitif eksplorasyon
ile sonuglandi. Ameliyat siras1 komplikasyonlar hipoksi-spazm
(4 hasta), pnomotoraks (1 hasta), pndémomediastinum (1 hasta)
iken ameliyat sonrasi komplikasyonlar entiibe yogun bakim
izlemi (2 hasta), pnémoni (2 hasta) idi. Bronkoskopide negatif
eksplorasyon tespit edilen hastalarda bronkoskopi yapilma siiresi
anlamli olarak uzundu (p=0.012). Ek olarak, bronkoskopi yapilma
siiresi ile ameliyat sirast ve ameliyat sonrasi komplikasyon
gelisme durumu arasinda anlamli bir iliski tespit edilmedi
(p=0.714), (p=0.719). Ancak pozitif eksplorasyon hastalarinda
ameliyat sirasi komplikasyonlarin anlamli sekilde daha fazla
oldugu tespit edildi (p<0.001).

TARTISMA VE SONUC

Calismada literatiire paralel olarak, aspirasyon &ykii siiresinin
uzamasinin negatif eksplorasyon oranlarini arttirdigi bulundu®*.
Ek olarak ameliyat sirasinda hasta yonetimini zorlagtiran spazm,
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hipoksi gibi komplikasyonlar ile bronkoskopi yapilma siiresi
arasinda anlamli bir iligki tespit edilmez iken pozitif eksplorasyon
durumunda bu komplikasyonlarin anlamli sekilde daha fazla
gortldiigi tespit edildi.

Yabanct  cisim  aspirasyonlarinda  ozellikle — gecikmis
olgularda artan enflamatuar siire¢ nedeni ile ameliyat sirasi
komplikasyonlarin  artabilecegi ve negatif eksplorasyon

oranlarinin daha fazla olabilecegi g6z Oniine alinarak tedavi
stiregleri planlanmalidir.

Anahtar Kelimeler: ¢ocuk, bronkoskopi, eksplorasyon

INTRODUCTION

Foreign body aspirations, which have morbidity, mortal
consequences due to reasons such as the need for emergency
airway management, resuscitation, are a particular issue in
children®™?. The aim of the study was to examine the effects of
positive/negative exploration situations in bronchoscopy after
foreign body aspirations in children during intraoperative and
postoperative periods.

METHOD

Patients who underwent rigid bronchoscopy due to foreign body
aspiration between January 2021 and July 2023 were included
in the study. The patient’s age, duration of bronchoscopy after
aspiration, symptoms and physical examination findings, positive/
negative exploration status for foreign body in bronchoscopy, and
intraoperative and postoperative complications were examined.

RESULTS

40 patients were included in the study. The duration of
bronchoscopy was 86.82+1.7 (min: 1, max: 816) hours.
Aspiration-related symptoms were present in 58.1% (25 patients)
and physical examination findings were present in 30.1% (12
patients). Bronchoscopy resulted in positive exploration in 21
patients (52.5%). Bronchoscopy time was significantly longer
in patients with negative exploration during bronchoscopy
(p=0.012). Additionally, no significant relationship was detected
between the duration of bronchoscopy and the development
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of intraoperative and postoperative complications (p=0.714),
(p=0.719). However, intraoperative complications were found to
be significantly higher in positive exploration patients (p<0.001).

DISCUSSION AND CONCLUSION

In the study, in parallel with the literature, it was found that
negative exploration rates increased as the duration of the
aspiration history increased®*. In addition, while no significant
relationship was detected between complications such as spasm
and hypoxia, which complicate patient management during
surgery, and the duration of bronchoscopy, it was determined that
these complications were significantly more common in the case
of positive exploration.

Treatment processes should be planned considering that
intraoperative complications may increase and negative
exploration rates may be higher due to the increased inflammatory
process in foreign body aspirations, especially in delayed cases.

Keywords: child, bronchoscopy, exploration
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INTRAOPERATIF KARDiYOPULMONER RESUSITASYON: BiR KARDIiYOVASKULER CERRAHI OLGUSU
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GIRIS

Intraoperative donemde beklenmedik kardiyak arrest nadir olsa
da goriilebilen bir olumsuzluktur®. Burada kardiyovaskiiler
cerrahi sirasinda gelisen bir kardiyopulmoner arrest ve uygulanan
kardiyopulmoner resiisitasyon (KPR) olgusu sunulmustur.

OLGU

“Trikiispit Yetmezligi ve Pulmoner Hipertansiyon’ nedeniyle
acik kalp cerrahisi planlanan 68 yasinda kadin hasta operasyona
alindi. Preoperatif degerlendirmede ortopneik, TA: 100/60
mmHg, KAH: 55/dk, SpO,:%95 (Nazal 3 It/dk O,) olan
hastanin laboratuvar degerleri normal sinirlarda idi. EKG,
Pulse-oksimetre, kapnograf ve invaziv arter kateterizayonu ile
monitorize edilen hastaya uygun genel anestezi indiiksiyonu,
endotrakeal entiilbasyon saglandi, SVB kateterizasyonu
tamamlandi. Cerrahi sterilizasyonu ve Ortiilmeyi takiben
EKG’de bradikardik elektriksel aktivitenin varliginda arteriyel
basing trasesinin olmadigi goriildii. Nabiz alinamayan hastada
Nabizsiz Elektriksel Aktivite ritminde kardiyak arrest tanisi
ile derhal kardiyopulmoner resiisitasyona baslandi. Anestezik
ilaclar1 kesildi. Oksijen %100 verildi. Hemen Adrenalin (1mg, iv)
uygulandi, kesintisiz 100-120/dk kompresyon / 12-15/dk solunum
devam ettirildi. Odada bulunan defibrilatér yaklastirildi.
KPR’nin 12. Dakikasinda arteriyel trasede/ETCO, degerlerinde
ylkselme goriildii. Nabiz kontrolii ile SDGD teyid edildi. KPR’si
basarili olarak degerlendirilen hastada KAH: 92/dk, TA: 138/74
mmHg, SpO, %97 idi. Uygulanmis olan néromuskiiler bloker ve
benzodiazepin ilaglar1 antagonize edildi. Hemodinamik olarak
stabil seyreden hastanin SDGD’den 15 dakika sonra klinik olarak
GKS: 15, tam uyanik, sozlii komutlara uyar hali degerlendirildi.
Ciddi kapak yetmezligi olan hastanin yeniden anestezi verilerek
ameliyatina devam edildi. Kardiyopulmoner By Pass ile
“Triktspid kapak ve asendan aort anevrizmas1” onarimi yapildi.
Sonrasinda entiibe olarak yogun bakim {initesine devredilen
hasta kabuliiniin 6. Saatinde ekstiibe edildi. Hasta yatisinin
5. Giiniinde tam iyilik hali ile taburcu edildi.
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TARTISMA VE SONUC

Intraoperatif kardiyak arrest, kardiyak cerrahi sirasinda
goriilebilen ciddi bir olumsuzluktur. ASA skorunun yiiksek
ve kardiyak performansin diisiik olmasi katkida bulunan
faktordiir. Operasyon odasinda hastanin uygun monitdrizasyon
ile izlenmesi ve ekip ve ekipmanin tam hazirligi KPR basari
sansint her zaman artirir. Bu kosullarda basarili KPR sonrasinda
norolojik durumu iyi olan hastalarda gerekli olan operasyonun
devaminin saglanmasi uygun olabilir®.

Anahtar Kelimeler: Intraoperatif kardiyak arrest,
kardiyopulmoner resiisitasyon, perioperatif kardiyak arrest

INTRODUCTION

Unexpected cardiac arrest during the intraoperative period is a
rarely seen event). Here, a case of cardiopulmonary arrest and
cardiopulmonary resuscitation during cardiovascular surgery is
presented.

CASE

A female patient (68y) was planned to undergo open heart surgery
due to ‘Tricuspid Regurgitation and Pulmonary Hypertension’.
She was orthopneic, TA: 100/60 mmHg, HR: 55/min, SpO,: 95%
and laboratory values were normal. Appropriate GA induction,
endotracheal intubation was provided and ECG, pulse-oximetry,
capnograph and invasive arterial and CVP catheterization were
completed. Following surgical sterilization and draping, there
was no arterial pressure trace with bradycardic electrical activity
on the ECG. No pulse was detected and CPR was started with
the diagnosis of CA with PEA rhythm. Anesthetic drugs were
discontinued. Oxygen was given 100%. Adrenaline (Img, iv)
was administered, uninterrupted 100-120/min compression /
12-15/min breathing was continued. The defibrillator was brought
closer. An increase in the arterial trace/ETCO, values at the 12th
minute of CPR with pulse confirmed ROSC. CPR was successful
with HR: 92/min, TA: 138/74 mmHg, SpO: was 97%. NMB and
benzodiazepine drugs were antagonized. Hemodynamically
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stable patient was fully awake, obeying verbal commands
15 minutes after ROSC (GCS: 15). She, having severe valve
insufficiency, was re-anesthetized and surgery continued.
“Tricuspid valve and ascending aortic aneurysm repair” was
performed. Intubated patient was transferred to ICU and extubated
on the 6th hour, discharged on the 5th day of hospitalization.

DISCUSSION AND CONCLUSION

Intraoperative cardiac arrest is a serious problem that can occur
during cardiac surgery. A high ASA score and poor cardiac
performance are contributing factors. Appropriate monitoring of
the patient in OR and full preparation of the team and equipment
increase the chance of CPR success. In these circumstances, it
may be appropriate to continue the essential operation in patients
with good neurological status after successful CPR®.

Keywords: intraoperative cardiac arrest, cardiopulmonary
resuscitation, perioperative cardiac arrest
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