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ATTD BULTENI YAZIM
KURALLARI

a) Yazi, standart A4 kagitlarina bilgisayar ile
sayfanin bir yiiziine, iki satir aralikli olarak,
11 veya 12 punto, Times New Roman ile
yazilmalidir. Her sayfanin iki yaninda 3 cm
bosluk birakilmalidir. Orijinal makaleler
ve derlemeler 10, olgu sunumu 4, editdre
mektuplar 1 sayfayr gegmemeli (kaynaklar,
tablo ve grafikler harig) ve bir adet orijinal,
bir adet isimsiz kopya olmak iizere toplam
iki niisha yollanmalidir. Ayrica yayin metni
PC uyumlu hazirlanmig MS ofis word
programinda yazilmis ve CD ye kaydedilmis
olarak 1 adet orijinal ve 1 adet de isimsiz
gonderilmelidir. CD igerigi yaziyla mutlaka
ayni  olmalidir. CD etiketine baslik,
birinci yazar ismi ve yazilim karakterleri

yazilmalidir.

b) Baslik ve Yazarlar, Tiirkce ozet, ingilizce
ozet, Giris, Gere¢ ve Yontem, Bulgular,
Tartisma ve Kaynaklar boliimlerinin her
biri ayr1 sayfalarda sunulmalidir. Yazi
boliimlerinin basliklari biiyiik harfle sayfanin
sol baginda olmalidir. Ayrica calisma ile
ilgili tesekkiir edilmek isteniyorsa, ayr1 bir
sayfada “Tesekkiir” bagligi adi altinda kisa
bir paragraf halinde yazilabilir.

¢) Ilk bashik sayfasinda; bashk, bashigin
altinda yazarlarin unvan kullanmaksizin isim
ve soyadlar kii¢iik harflerle yazilmalidir ve
soldan saga bir ¢izgi ¢izilmelidir. Cizginin
altma dip not seklinde yazarlarin isim-
soyadlari, unvanlar1 ve gorev yerleri, yazi
ile ilgili bilgi (kongrede sunulmus olmasi
veya herhangi bir kurumun destegi), yazarin
yazigma adresi, ev ve is telefonu, faks no’su,

e-mail adresi yazilmalidir.

d) Sayfalarbaslik sayfasindan baglamakiizere
sag alt kosesinden numaralandiriimalidir.
Yazilarda, konu boliimleri ve igerikleri
asagida belirtildigi gibi olmalidir:

Ozet:

Tiirkge ve Ingilizce 6zet 250 kelimeyi
gecmemeli, Ingilizce baslik ve ozet,
Tiirkce baslik ve ozetle esdeger olmalidir.
Ozet, galisma ve aragtirmanin amacini ve
kullanilan yontemleri kisaca belirtmeli,
ana bulgular varilan sonucu destekleyecek
olgiide  ayrmtilarla  belirtilmelidir. 1k
ciimlesi arastirmanin amacini, son ciimlesi
calismanm sonucunu kapsayacak bi¢imde
olmalidir. Caligma veya gozlemlerin yeni ve
onemli olan yonleri vurgulanmahdir. Ozette

kaynak kullanilmamalidir.

Anahtar kelimeler:

Tiirkge ve Ingilizce Ozetin altinda “Index
Medicus  Medical  Subject Headings
(MeSH)”e uygun olarak en fazla bes adet
olmalidir. Yeni girmis terimlere uygun “Index
Medicus” tibbi konu basliklarina ait terimler
yoksa var olan terimler kullanilabilir.

Giris: Amag 0zetlenmeli, caligmanin
verileri veya varilan sonuglar

aciklanmamalidir.

Gere¢ ve Yontem:

Etik kurul onay1 belirtilmelidir. Yerlesmis
yontemler icin kaynak gosterilmeli, yeni
yontemler icin kisa agiklama verilmelidir.
[lag  isimlerinin bas harfleri  kiigiik
harf olmali ve ilaglarin farmakolojik
isimleri kullanilmalidir. Kisaltmalar ilk
kullanildiklarinda ag¢ik olarak yazilmali
ve parantez iginde kisaltilmis  sekli
gosterilmelidir. Sik kullanilan kisaltmalardan
(iv, im, po ve sc) seklinde kullanilmalidir.
Birimler Uluslararast Sisteme (SI) gore

kullanilmali, birimler yazilirken (.) veya (/)
kullanilmamalidir.

Ornek: mg kg-1, pg kg-1, mL, mL kg-1, mL
kg-1 sa-1, mLkg-1 dk-1,Ldk-1 m-2, mmHg
vb.

Gere¢ ve Yontem

Boliimiiniin son paragrafinda, kullanilan
istatistiki  analizlerin neler oldugu ve
aritmetik ortalama veya oran’dan sonra
(£) isareti ile verilen degerlerin ne oldugu
belirtilmelidir.

Bulgular: Calismaninbulgulariniigermelidir.
Grafik, tablo, resim ve sekiller yazida gegis

sirasina gore numaralandirilmalidir.

Grafikler ve Tablolar:

Baslik, agiklama ve dip notlar1 “Grafikler”
veya “Tablolar” basligi altinda ayn
bir sayfaya yazilmali ve sayfalan
numaralandirilmamalidir. Grafiklerin
cevresinde c¢ergeve, zemininde ¢izgiler

olmamali, zemin beyaz olmalidir.

Resimler:

130x180 mm boyutlarinda siyah-beyaz
olmali, arkasina yumusak kursun kalem ile
makale bagligi, sira numarasi yazilmali ve
iiste gelecek kisim ok ile belirtilmelidir.
Resimler ayr1 bir zarf igerisine konulmalidir.
Resimlerin renkli olmasi istendiginde
yazardan ayrica licret talep edilir.

Sekiller:

Resimler igin istenen kurallar gegerlidir.
Gerekiyorsa bilgisayar programinda da
hazirlanabilir. Bagka yerde yaymlanmis
olan sekil ve resimler kullanildiginda,
yazarin bu konuda izin almis olmasi ve bunu
belgelemesi gerekir. Aksi halde sorumluluk

yazara aittir.

Tartisma:

Ayni alanda yapilmis baska calismalarla
karsilagtirma ve  yorum  yapilmalidir.
Caligmanin  sonucu  tartismanin  son

paragrafinda belirtilmelidir.

Kaynaklar:

a) Kaynaklar metin igerisinde yazidaki
gecis  sirasina  gbére  parantez  iginde
numaralandirilmalidir. Kaynak numaralar
yazar ismi varsa isimden hemen sonra, aksi

halde ctimle sonunda belirtilmelidir.
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BASKAN’DAN;

Degerli okuyucular ve meslektaslarim,

2011 yilinda kurulan dernegimiz; bugiin sivil
toplum kurulusu olarak ¢aligmalarina devam
ederken, gerek ulusal gerek uluslararasi
platformlarda meslegimizi temsil etmenin
onuru, ¢alismalarin da gururu igerisindeyiz.
Bunun yam sira hala ulasamadigimiz, bir
arada olamadigimiz ve sorunlarina yonelik
uzun vadeli ¢aligmalarimizdan haberdar
edemedigimiz ~ meslektaglarimizin da

olmasinin iiziintiisii icerisindeyiz.

Bu konu ile hazirladigimiz ve siirekli
yeniledigimiz  projeler  siirdilkge  bu
sorunun lstesinden gelecegimize inancim
sonsuzdur. Bunun yam sira her gecen giin
aramiza katilan yeni arkadaslarla giderek
genisleyen bir aile olmaktayiz. Bu konuda
ogrenci arkadaglarimiza ayrica minnettar
oldugumu belirtmek isterim. Meslege bakis
acilart ve yiiksek enerjileri ile dernegin
giizel geleceginin habercisi olduklarim
diisiinmekteyim. Tiim meslektaglarimiz gibi
bugiiniin 6grencileri, yarinin meslektaslari
olarak ayr1 sorunlar1 olmalarina ragmen

derneklesmenin  Onemini ve degerini

kazanmaya baglamalar1 gelecege umutla

bakmamiz anlamina gelmektedir.

Tiim 6grencilerimize ve onlarin egitimine
katki saglayan basta Anestezi Teknikeri
arkadaglarimiza, Anestezi Uzmanlarina ve
diger meslek mensuplart olmalarina ragmen
Anestezi Teknikerligi egitimlerinde gorev

alan hocalarimiza sonsuz tesekkiir ederiz.

Dernek ¢alismalarimizla ilgili detaylarin
bir kismin1 dernek web sayfamiz, sosyal
medya hesaplarindan ve dergimizden takip

edebilirsiniz.

Ancak bazi ¢alismalarimizi sekillenmesi ve
yanlisalgilaranedenolmamasiiginnetlesmeden
ya da kesin hak olarak kazanilmadan bu
projelerimizin paylasilmasindan kaginmaya
caligmaktayiz. Bu bilingte ve sagduyuda olma
sorumlulugu tiim meslektaslarimiz i¢in gegerli

olmalidir.

Meslegin konumu ve galigma alanlarina
bakildiginda birgcok meslege nazaran
¢Oziim bulunmasi gereken c¢ok fazla husus
bulunmaktadir. Tiim bunlara yine tiyelerimiz
sayesinde miidahil olarak ¢6ziim Onerileri
ile yetkililere meslegin sesini duyurmaya ve

¢Ozlim Onerileri sunmaya devam etmekteyiz.

Bu konuda desteklerini esirgemeyen
kurum ve kurulug yetkililerine, egitimcilere
ve siyasilerimize sizler adina, lilke ve millet

adina tesekkiir ederiz.

Onder TOPBAS ATTD

Yonetim Kurulu Baskani



EDITOR’DEN

Merhabalar,

Bu sayimizi maalesef bir seminer
sonrast dagitmiyoruz... bu sene
seminerlerimiz  yapilmadi. Uyelerimizin
katilim konusundaki isteksizligi yoOnetim
kurulumuzu, motivasyonun ve katilimin
daha fazla olabilecegi baska arayislara
itti, Calistaylar ve belli araliklarla
diizenlenebilecek Anestezi Teknisyen ve
teknikerleri kongreleri bu seminerlerin
yerini alacak. Ulke ¢agindaki iiye sayimiz
oldukea iyi diizeylerde, bir kongre ile bunu
taclandirmak ve tiim meslektaglarin boyle

bir ortamda biraraya gelmesini amagliyoruz.

Anestezi boliimii 6grencilerinin ilgisi
ve Dbilgilendirme toplantilarima ihtiyaci
gdz Oniinde bulundurularak talep eden
Meslek Yiiksekokullarma destege de her
zaman haziriz.. Bu sayimizda Bahgehir
Universitesi’nin daveti lizerine katildigimiz

etkinligin bilgisini bulmak miimkiin..

Tarih her zaman ¢ok eglenceli olarak
algilanmasa da, hem mesleklerin tarihi,
hem ilaglarin tarihi, hem de iilkelerin ve
diinyanin tarihi, bulundugumuz durumun
daha  dogru  degerlendirilmesini  ve
gelecekte karsilasilabilecek olasi hatalarin
tekrarlanmasim1  bir Olgiide engelleyebilir,
gelecege daha olumlu ve dogru adimlar
atilmasin saglayabilir.. Anestezi
tarihgesinden kisa notlar var yine bu

sayimizda da...

Dernegimizin bu donem baskani olan

Saymm Onder Topbas ile bir rdportajda

meslek sorunlarina dair vurgular ve ¢6ziim

Onerilerini bulabilirsiniz sayfalarimizda..

Dernegimize en fazla iiye kaydeden
Denrek Uyelerimiz arasinda bir yarisma
diizenlenmis, sartlar1 ve sonuglart web
sitemizde yayimlanmisti. Sayin Burak Yasin
Ozer, Yahya Kiiciik, ve Talip Kosma diger
iiyleerimizn de canla basla liye kaydettigi
bu yarismada odile layik goriildiiler ve
Bosna-Hersek gezisi ile odiillendirildiler.
Hem bu gezi ile ilgili anilarini, hem de
gezdikleri yerler ile ilgili notlarini, zevkle

okuyacaginizi umuyoruz.

Saglik Calisanlarini ilgilendiren
pekegok sorun var, hastalrina kaliteli hizmet
sunabilmeleri i¢in bu sorunlarin dogru
degerlendirilip ¢oziimlenmesi ig¢in her yil
Saglik Calisanlariin  Saghigi  Kongresi
diizenleniyor. Dernek olarak her yil bir
temsilcimiz ile bu kongrede meslegimize
dair sorunlar1 dile getirmeye calistyoruz. Bu
yilki kongredeki caligmalar ile ilgili haberler

yer almakta bu sayimizda..

Meslektaslarimizn zaman zaman hukuki
sorunlarla  karsilagtiklar1  malumumuz.
Uylerimiz arasinda bu tiir sorunlar1 olan
meslektaglarimiza yardimci olamya
calistyoruz. Bu sayida yine bir iliyemizin
hukuksal miicadelesinin basarili sonucunu

bulacaksiniz.

Saglik Bakanligi ile zaman zaman
gorilis aligverisinde bulunuyoruz.. Anestezi
tekniker istihdam ve planlamasi ile
ilgili kurulan komisyona goriisii sorulan
dernegimizin raporu gelecek sayilarimizda

sizlerle paylasilacaktur.

ATTD, yeni bir olusum olan Saglik
Profesyonelleri Platformunda Sayin Hakan
Marangoz tarafindan temsil edilmekte..
Kendisinin bu konuyla ilgili haberleri yine

bu sayimizda..

Sizler igin c¢aligmalarimiz siirecek,
oOnerilerinizin, desteklerinizin, elestirilerinizin,
karsilastiginiz vakalarin, zorluklarin,
yaptiginiz ¢alismalarin da bu dergimizin
gelecek sayilarinda olabilmesi i¢in liitfen yazim
kurallarma uygun olarak bizlere yazilarmizi
yollaymiz.. Tim {yelerimizin yazilarina
acik olan dergimizin daha sonraki sayilarinda
tekrar bir araya gelmek dileklerimizle, saglikli

giinler dileriz..

Saygilarimizla,
Z Serpil Ustalar OZGEN




BAHCESEHIR UNIVERSITESI
ETKINLIGi

Dernegimiz 27 Nisan 2018 tarihinde
Bahgesehir Universitesinin Anestezi
Programi  etkinlik  davetine  katilarak
ogrencilerle bulustu. ATTD olarak;

Hatice DEMIR, ‘Mezuniyet sonrasi
atama ve istthdam Durumu’,

Aysegiil BALCIK, ‘Anestezi Teknisyen
ve Tekniker egitimine genel bakis’,

Sema ERDOGAN, ‘ATTD tanitim ve
faaliyetleri’ ile ilgili sunumlarini yaptilar.

Toplanti  sonunda  &grencilerimizin
sorular1, oneri ve talepleri dogrultusunda
karsilikli fikir aligverisi yapildi. Oldukca
verimli gegen toplanti icin Bahgesehir
Universitesi  Saghk Hizmetleri Meslek
Yiiksekokulu Midir Yardimcisi, Tibbi
Hizmetler ve Teknikler Bolim Bagkani
Saym Yrd. Dog. Ilkay OZTURK ve ekibine
tesekklir ederiz.
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ANESTEZIi TARIHCESINE
KALDIGIMIZ YERDEN
DEVAM EDiYORUZ...

Abbott Laboratuarlari ithalat ihracat ve
Ticaret LTD. STi. Tarafindan 2003 yilinda
hazirlatilmis ve dagitilmis o yila ait ajanda
sayfalarinda anestezi tarihine iliskin giizel
detaylar1 tekrar kaleme alip dergimiz de
sizlerle paylagmak istiyoruz. Tarihgeye
iliskin daha 6nce yaymlanmis bu bilgilerin
ilginizi ¢ekeceginizi diisiinmekteyiz. ..

BAK, HiC AGRI
DUYMAYACAKSIN

Tarihe gomiildiigli sanilan “ Mesmerizm”
1820’lerde bir kez daha giindeme geldi.
Mesmer’in Fransiz ¢omezlerinden Armand
de Puysegur, hipnozun sozlerle ve dogrudan
komutlarla daha ¢abuk saglanabilecegini, bu
durumdaki bir hastanin agrisiz ve anestezisiz
ameliyat edilebilecegini gosterdi. Bu teknigi
sonraki yillarda bir¢ok cerrah kullandi.

Fransa’da “manyetik” etkiyle uyutulan
hastalar  iizerinde cerrahi  girisimler
1821°de Dr.Recamier’le basladi. Ama
Puysegur’un teknigine dayanan ve kayitlara
gecen ilk ameliyatt 12 Nisan 1829°da
Fransiz cerrah Jules Cloquet (1790-1883)
yaptl. Gogislerinden birini  aldigit 69
yasindaki kadin hastast higbir agr1 belirtisi
gostermedigi gibi, ameliyat sirasinda rahatca
konusmaya devam etti. Boylece acilan yeni
yolu Ingiltere’de John Elliotson, “Agrisiz Dr.
Parker” ve James Esdaile, ABD’de Albert
Wheeler gibi inlii cerrahlar izledi.

Daha kolay uygulanabilen ilk yapay
anestezik maddelerin devreye girdigi 19.
Yiizyilda hipnozlu ameliyat gézden diistii.
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Bununla birlikte anesteziklere karsi alerjik
ya da agsir1 giligsiiz hastalar i¢in hipnoz
bir secenek olarak ilgi gormeye devam
etti. Nitekim ilk acik kalp ameliyatlarinda
genel anestezinin riskli sayilmasi nedeniyle
hipnoza bagvuruldu.

Hipnoz yoluyla ilk ameliyatint 1840 ta
Hindistan’da yapan Isko¢ cerrah Esdaile,
bu yontemi uyguladigr 300 biiyiik ameliyat
ve bin kadar kiiciik ameliyatla inanilmaz bir

rekor kirmustir.

BiR ANLAYAN CIKAR
SONUNDA

Tipta gaz kullanimmin iyice gozden
diistiigli bir donemde, Henry Hill Hickman
(1800-1830) adli miitevazt bir Ingiliz
cerrah 1824’te karbondioksit anestezisine
bagvurarak hayvanlar iizerinde bir dizi
basarili ameliyat gerceklestirdi. “ Askiya
almmis canlilk” diye adlandirdigi bu
durumun agrisizcerrahii¢inuygulanabilecegi
diisiincesiyle, Kraliyet Bilim Dernegi’ne
dort sayfalik bir mektup yazdi. Gelgelelim,
daha sonra brosiir halinde bastirdig1 deney
sonuclar1 ve goriisleri hemen hi¢ dikkate
alinmadi.

Bdyle bir aldirigsizligin ac1 yonii, benzer
caligmalarin Onciisii  Humphry Davy’nin
olumsuz tavriydi. Bunun sebebi belki
gecmisteki hayal kiriklig1, belki de mektupta
bagkan diye baska bir adin yazilmasina
duydugu kizginlikti. Ama karbondioksitin
asir1  verildiginde Oldiiriicii  olmas1 da
kugkular yaratan bir etkendi. Derdini
anlatamamaktan y1lmayan Hickman 1828°de
Fransa’da sansin1 denedi. Sonug¢ alamayarak
dondiikten sonra 30 yasinda tiiberkiilozdan
oldi.



Aymi yil Napolyon déneminin iinlii Fransiz
cerraht  Baron Dominique-Jean Larrey
(1776-1842) onun yénetimini onaylayarak,
bir dlgiide ¢cabalarimin bosa gitmemesini ve
karbondioksitle olmasi bile boyle bir arayisa
girilmesini  sagladi. Bu tavrin ardinda
afyon ve alkol karigimi kullanarak ¢okca
yarall uzvu kesmis olmanin tecriibesi vardt
herhalde.

UC SOVALYELI BiR HIKAYE

Kloroformun ayni sirada ve birbirinden
habersiz katkida bulunan ii¢ kisi vardir:
Amerikali kimyact Samuel Guthrie (1782-
1848), Alman kimyaci Juston von Liebig
(1803-1873) ve Fransiz farmakolog Eugéne
Soubeiran (1793-1858).

Tiifek kapsiilii bilesiginin bulusgusu
olarak da taninan Guthrie 1830°da kireg
kloriirii ve alkolii birlikte damitarak yeni
bir madde buldu. “Ispirtolu kloriir eter
soliisyonu” adimi verdigi bu maddeyi 1831°de
Yale’de uzmanlarin Oniinde hazirlayip
tanitti. Benzer bir yontemi kullanan
Soubeiran 1831°de, Liebig ise 1832°de aym
maddeyi elde etti. Ama her {i¢ aragtirmacida
bunun anestezik 6zelliginin farkinda degildi.
Fransiz kimyaci Jean-Baptiste-André Dumas
(1800-1884) tam bilesimini 1834°te ortaya
koydugu maddeye kloroform adini verdi.

Bulus konusundaki ¢eligkili savlar
Mediko-Siriirji
Dernegi’nin olusturdugu komite, “kapsamli

lizerine Edinburgh

bir uyarict” olarak maddenin tedavi edici
etkilerine dikkat ¢ceken ilk makaleyi 1832°de
yayimladigi i¢in Guthrie’yi bu payeye
layik gordii. Astim ve baska hastaliklarin
tedavisinde denenen kloroformun anestezik
ozelligini ise 1847°de J. Y. Simpson bulundu.

Erkekler kadar cesur oldugunu gostermek
icin Simpson’in ilk kloroform deneyine
katilan Bayan Petrie uykuya dalarken “Bir
melegim ben!” diye cvil civil Gtmiigtii.
Oysa ondan once bunu yasayan bir melek
vardi: Samuel Guthrie’nin st kloroforma
parmagint daldirip yalayan ve bir giin

uyuyakalan sekiz yasindaki torunu.

KAHKAHA PATLATAN
ALTIPATLAR

Bazen bilimsel atimlarin fitilini kuytu
laboratuvar  koselerinde  degil, hayat
kavgasinin dolagik yollarinda ateslenir.
Hastaliklarin tedavisinde pek ise yaramayan
“kahkaha gazi”nin asil etkisinin agiga
¢tkmast da oyle oldu. Ustelik ameliyat
agrilarin1 hafifletme acgisindan bir doniim
noktast sayilan bu gelismede insan hayatina
kiyict bir arag gelistirme ¢abasi 6nemli rol

oynadi.

ABD’de 19. Yiizyil baslarinda paral
konferanslar ~ veren gezici  hatiplerin
kalabaliklart ¢ekmek igin  bagvurdugu
eglenceli numaralardan Dbiri “kahkaha
gaz1”ydi. Bu hatiplerden en {inliisii ise
kendi adiyla anilan ilk altipatlar tabancanin
tasarimcist  Samuel Colt’tu (1814-1862).
Daha on yasinda babasinin dokuma
fabrikasinda ¢aligmaya baglayan Colt,
yatili okuldan kagarak migoluk yaptig
genclik yillarinda gelistirdigi tahta toplu
tabanca modelini liretmeyi aklina koymustu.
Denizden doniisiinde fabrika agartma
sefinden pratik kimya bilgilerinin yani sira
sikintili anlarda ¢ektigi “ kahkaha gazi”m
ogrendi. Bu beceresini 1833’ten sonra
Profesdr Coult” veya “Doktor Coult” adiyla
kasabadan kasabaya dolasarak diizenledigi

gosterilerde ustalikla kullandi. Béylece genis

kitlelere azot protoksit gazini tanmitirken,
iki yil i¢inde edindigi biiyiikk servetle de
altipatlar tasarisin1 gergeklestirdi.

Colt’un reklam afisinden:

“Bu gazi ¢eken mizacina gére giiler,
sarki soyler, dans eder, icini doker, kavgaya
tutugur vs. vs. Ama sonradan pisman olacagi
bir seyi séylemeyecek ve yapmacak élciide

>

bilincini korur.’

TARIH KACAN
FIRSATLARI DA YAZAR

Amerikali tasra hekimi Long 1841
yazinda hasta ziyaretinde oldugu igin,
kasabaya ugrayan gezgin bir ‘“kahkaha
gaz1” gostericisini izleyememisti.
Gosteriyi kagirmayan arkadaglari hemen
muayenehanesine dolusarak ondan boyle
bir gaz yapmasmi istediler: “Madem ki
doktorsun, kimyadan biraz anlarsin. Sen
de bizi gozyaslarn i¢inde kahkahalarla
keyiflendirecek bir gaz yap bakalim.”
Long’un azot protoksit yapma olanagi yoktu,
ama bir sise eteri vardi. Eterli bir mendili
burnuna dayadigi gengler sarki sdylemeye ve
sigray1lp oynamaya baslayinca, “Gordiigiiniiz
gibi sizin doktorunuz da en az yabancilar

kadar bu islerden anlar,” dedi onlara.

Cok gecmeden doktorun evi haftada iki-
iic gece cilgin eter partileriyle senlenmeye
basladi. Bir siire sonra c¢evredeki gencg
kizlarda eglenceye katildi. Ziippe, ama zeki
ve kavrayish bir gozlemci oldugu anlagilan
Long, birka¢ partiden sonra eglencenin
doruga varmasiyla bazen yara bere icinde
kaldig1 halde hicbir sey hatirlamadigimin
farkina vardi. Eterin cerrahide uzun siiredir
aranan agr kesici olabilecegi diisiincesiyle,

ilk ameliyatinda bundan sonra yararlanmay1
kafasina koydu. Ve bu tarihi firsati da buldu.

“Jefferson’a ii¢ kilometre uzaklikta
oturan James M. Venable ensesindeki iki
kiictik tiimoriin alinmast icin birkac kere
bana basvurmug, ama her defasinda ameliyat
sirasinda  duyacagr acimn  korkusuyla
vazgecmisti. Bir keresinde ona eterin etkisi
atindayken sagimi solumu yaraladigim halde
bunlart sonradan hatirlamadigimi anlattim.
Onun da eter kullandigimi bildigim i¢in,
bu yolla acisiz bir ameliyat gerceklestirme
olasithgindan soz ettim. Tiimorlerden birinin
alimmasint kabul etti ve ameliyati hemen o
aksamiistii yaptik. Bay Venable’a eteri bir
havluya dékerek verdik ve tamamen eterin
etkisi altindayken tiimérii aldim. Ameliyatin
bittigini  soyledigimizde, alman tiimorii
gorene kadar buna inanmadi. Ameliyat
stiresince act duyduguna iliskin hi¢bir tepki
vermedi ve sonradan kendisi de hi¢ aci

duymadigini belirtti.”

Bu ilk ameliyat 30 Mart 1842’de
gerceklestirilmisti. Ameliyata iligskin tek not
ise yevmiye defterindeki “James Venable.
1842. Eter ve timor ¢ikarma, 2,00 $”
kaydiydi. Sonraki {i¢ yi1l boyunca Long,
ilk hastasinin ikinci timorii dahil baska
ameliyatlar da yapti. Bunlardan ikisinde ayak
ve el parmaklar kesti. Ne var ki, bir siire
sonra ¢evredeki Obiir doktorlar sdylenmeye
basladilar. Onlara gére, Long yeni bir zehri
gelisigiizel kullaniyordu ve c¢ok gegmeden
birileri hayatim1  kaybedecekti. Soylenti
yayild;, Long’un meslegi tehlikeye girdi;
sonunda kasaba yaslilari, eter kullanmay1

siirdiiriirse onu ling etmekle tehdit ettiler.

Baskilara boyun egen Long ancak eterin
tipta kullaniminin genel kabul gérmesinden



¢ y1l sonra harekete gecti. Alabamali cerrah
James Marion Sims’in zorlamasiyla, ilk
deneyiminin sonuglarim1  Aralik 1849’da
Southern Medical and Surgical Journal’da
yayimlandi. Ama gercekten eter kullanarak
ilk ameliyati yapmis olmasma karsin,
“anestezinin babas1” payesini kapmak i¢in
hayati boyunca verdigi ugrastan bir sonug
alamadi. Belki¢ekingenligi, belkitemkinliligi
yiiziinden agriya karst bir ¢oziimil dort yil
geciktirmesi elestiri konusu olmakla birlikte,
daha sonralar1 bilim ¢evrelerinde Oncii rolii
kabul edildi. Jefferson’daki muayenehanesi
1957’de bir miize haline getirildi ve 30 Mart
ABD’de onun anisina Doktorlar Giinii olarak
belirlendi.

Tasrada Yasam

ABD’nin Georgia eyaletinde 1 Kasim
1815°te dogan Crawford Williamson Long
bir 6zel 6gretmenin yaninda ve iki ayri
okulda gordiigli tip Ogrenimini 1839°da
tamamladi. Pennsylvania Universitesi’ndeki
ogrencilik yillarinda bir salgin  haline
gelen “eter climbiisleri’ni kagirmayan
biriydi. New York’un cesitli hastanelerinde
“dolanip durarak” 18 ay kadar calisti.
Ardindan memleketine donilip Jefferson
adl kiiciik bir kasabada muayenehane agti.
Kasabaya en yakin hastane, tip dergisi ve
demiryolu 250 kilometre otedeydi. Long
bu iicra ortamda eter kullanarak yaptigi
ameliyatin  0nemini kavradiktan sonra,
1850°de Giliney kiiltiiriinlin inlii bir merkezi
olan Athens’a tagindi. Yine de yagamini bir
tasra doktoru olarak siirdiirdii. Amerikan I¢
Savagi sirasinda 1864°te Kuzey birliklerinin
onilinden apar topar kactiginda bile, yaninda
“bulusumun kanitlar1” dedigi kagit rulolarin
bulundugu bir cam kavanoz vardi. Dogum

yapmakta olan bir kadina eter vermeye
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calisirken 16 Haziran 1878’de oldii.

Long namus diiskiinii iki yaslh ablasiyla
birlikte yasadigi icin, eter partilerinde kapuyt
stkica kapatmaya 6zen gosterirdi. Ama
iceride uyurgezer numarasi yaparak, ontine
gelen kizin opmekten de geri kalmazdi. Daha
sonra bu “ cici kizlar’dan biriyle eviendi.
On iki ¢ocuk doguran karisinin ona iliskin
ilk izlenimi ise soyleydi: “Yakasi ve yenleri
siyah seritli ucuk mavi yazlik takim elbisesi
icinde, haki ipek eldivenleriyle ve genig
siperlikli beyaz sapkasiyla alaca kir atinin
tistiinde vakur bir komutan edastyla durusu

hala gozlerimin oniinde”

Umut OZ
Kocaeli Universitesi
Anestezi Teknikeri

KPSS YUZUNDEN 73 BIN
ANESTEZI TEKNIKERI
MAGDURIYET YASIYOR

KPSS sinavi yiiziinden 73 bin anestezi
teknikeri ve teknisyeni magduriyet yastyor.
Hastanelerde  hemsire, saghk memuru
gibi calisanlar onlar m gorevini yaparken,
teknikerler bosta geziyor. Mezunlar KPSS

yerine kura ile atanmak istiyor.

Konu ile ilgili baz1 milletvekilleri, meclis
baskanligina Onerge verirken, Anestezi
Teknisyen ve Teknikerleri Dernegi Bagkani
Onder Topbas, ise hazirladiklar1 raporlar 1
her dénem Sagl ik Komisyonuna yeniden
sunuldugunu hatirlatiyor. Haberter’e konusan
Topbas, “Siyasilerimiz anastezi teknikerlerine
kulak verirse, saglik politikalar1 ve hizmet

kaliteleri geligmis tilke diizeyine ulasir” dedi.

GOREYV TANIMLARI
YENILEMELI

Diinya Hekim D 151 Anestezi Calisanlari
Platformunda da aktif olan Anestezi Teknisyen
ve Teknikerleri Dernegi Baskani Onder
Topbag Haberter. com’a su agiklamalarda
bulundu:” Anestezi Teknikerlerinin gorev ve
yetki tanimlarinin modern tip standartlarina
ve yenilenen saglik politikalarma uygun
olarak yenilenmesi gerekmektedir. Anestezi
uygulamalar art 1k sadece ameliyathanelerle
siirl degil. Anestezi hizmeti verilen Uyanma
Uniteleri, Yogun Bakim Uniteleri, Mavi
kod ve hasta transferleri, Ameliyathane dis1
anestezi uygulamalar 1 vb. alanlara gore, gorev
tammlarinin  glincellenmesi  gerekmektedir.
Mesleki yeterlilik kurumlarinca caligsanlarda

denetlenmelidir” diye konustu.

“HASTALARIMIZ GUVENLI
ANESTEZI ICIN EGITIMLI
TEKNIiKERLER GEREKLI”

Anestezi teknisyen ve teknikerlerinin
mesleki ve akademik egitimleri gelismis
tilkelerde oldugu gibi lisans diizeyine
cikarilmasmin gerekliligini savunan Topbas,
“Daha giivenli anestezi uygulamalar1 igin
Anestezi Uzman Doktorlarmin daha giiclii
bir ekibe sahip olmasin1 saglayacak ve
kalitenin artmasina, buna bagl olarak anestezi
hatalarinin da en aza inmesi saglanacaktir.
Egitimlerde Anestezi Teknikerleri de aktif rol
almali ve eg itimci olma yollar1 agilmalidir.
Egitim en az lisans diizeyinde olmalidir”

Onerisinde bulundu.

“ANESTEZi TEKNIKERLERI
YERINE HEMSIRELER

ve DIGER SAGLIK
GOREVLILERI CALISTIRILI
YOR”

Hastanelerde hemsire, saglik memuru ve
diger saglik calisanlar1 atama ile geliyor ve
hastane yonetiminin inisiyatifi ile 2-3 ayhk
egitimle Anestezi tekniker ve teknisyenlerinin
yerine c¢alist mildiginin altin1 ¢izen Topbas,

“ Ankara’nin en biiyiik hastanelerinde bile



Anestezi teknikerleri yerine ameliyathanelerde
hemsireler ve saglik gorevlileri c¢alistiriliyor.
Bu calisanlar da anestezi teknikerlerine ek
yiik getirmektedir. Diisiiniin anestezi egitimi
olmayan bir saglik ¢alisgam hastalar tizerinde

Tabii ki orada ¢aligsan anestezi teknikerlerinden.

Bu gorevlere atanan diger saglik
calisanlarma bakiyoruz kendi alanlarmda da
aciklari olan branglar... Neden Tiirkiye’de 73
bin anestezi mezunu varken diger branglarda ki
saglik ¢aliganlar1 Anestezide gorevlendiriliyor?
2017 yilinda 257 Anestezi Teknikeri ve
45 Anestezi Teknisyeni kamuda istthdam
edilmis durumda. Aynm1 yil i¢inde anestezide
calistirilmak istenen diger saglik ¢calisanlarmin
sayisi daha fazla. Bukonunun degerlendirilmesi
ve diizeltilmesi gerekmektedir” sozleri ile

uyarida bulundu.

“NEDEN INTiHAR
EDiYORLAR?”

Calisan meslektaslarindan oldukca fazla
sayida kisinin ‘mobing ’ ve psikolojik sorunlar
nedeni ile intihar ettiklerine dikkat c¢eken
Topbag konusmasini soyle siirdiirdii:”” Anestezi
Calisanlar min saglik teknisyeni, saglik
memuru, anestezi teknisyeni, saglik teknikeri
gibi farkli kadrolarda olmasi ve bu kadrolarin
ozlik haklarm dagilim ile ilgili farklihklar
gostermesi  caliganlar arasinda  esitsizlige
neden olmaktadir. Durumun diizeltilmesi icin
tek ve yetkin kadro altinda sekillendirilmesi
gerekmektedir.

Buna ek olarak agir hasta sorumlulugu
ve yetersiz OzIik haklar nedeni ile olusan
Psikolojik  sorunlar, madde bagimliligi,

mobbing ve bunlar sunucu olusan intiharlar
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stirekli artmaktadir. Konularin
degerlendirilmesi i¢in bir komisyon kurulmali
ve gerekli c¢aligmalarin  baglat 1lmasi
gerekmektedir. Dernegimizce tespit edilen
2005 yilindan bu yana 36 meslektagimiz intihar
etmistir. Bu intiharlar basinda anestezi uzmani
intihar ediyor seklinde yansiyor ve yanilgiya

neden oluyor” dedi.

“EK ODENEKLERI HER
FIRSATDA ERITILIYOR”

Almig olduklar1 doner sermaye ve
performans Odeneklerinin maas 6dentisinden
ayn tutuldugunu, emekli olduklar inda elde
edilen haklarindan mahrum edildiklerini ifade
eden Onder Topbas, “Tiim gelirin biitiin olarak
degerlendirilerek  emeklilik  6dentilerinin
belirlenmesi i¢in gerekli yasal diizenlemelerin
yapilmasi gerekmektedir. Anestezi teknikeri
calisma alanlan1 yiiksek risk gruplarindan
cikarilmaya calisilmaktadir. Kullanilan y1 1k
izinler, babalik, annelik vb. insani ve yasal
haklardan olusan izinlerin kullanimi ya da
saglik problemleri nedeni ile zorunlu rapor
alinmas 1 hallerinde kurumlarca yapilan ek
odenek (performans &demeleri) kesintileri
caliganlarm hak magduriyetine neden olmakta

ve ekonomik giicliiklere itmektedir.

Hasta olmasina ragmen ekonomik kaygilar

nedeni ile rapor almamak calisgan sagligini

ve hizmet verdigi hastalarin saglhigim tehdit
etmektedir. Zaten gelirleri ile aylik ihtiyaclarini
smirda  karsilayan Anestezi  Teknikerleri
aldiklar1 rapor veya yillik izinlerinde yap1 lan
Odenek kesintisi ile borg sarmalina girmektedir.
Durumun incelenmesi ve  diizeltilmesi

ivedilikle gereklidir” seklinde konustu.

“BINLERCE
MESLEKTASIMIZ
ALDATILMAKTA”

Anestezi teknikerlerinin istihdam sorununa da
vurgu yapan Bagkan Topbas, “Hastanelerin
uygulama alanlart olmayan, laboratuar
olmayan egitim merkezleri nedeni ile mezun
sayist yillik 6500’lere ¢ikmakta ve her yil
magduriyet yasayan binlerce meslektasimiz
aldatilmaktadir. Okullarin da denetlenmesi
ve lilke ihtiyacina gore 6zel okullarin kontrol
altma alinmasi1  gerekmektedir.  Caligan
anestezi teknikerlerinin insani ihtiyaglarn g6z
ardi edilmeden, sadece ameliyat masalar
diisiiniilerek istthdam hesaplar1 yapilmadan,
yeni gorev tamimlar1 ile genisleyen gorev
alanlart ile saglik hizmetinde kaliteye katkida
bulunacak anestezi teknikerleri igin KPSS

sinavina tabi tutulmadan adil bir atama

yapilmasi diigiiniilmelidir.




YARISMAYI KAZANAN
UYELERIMIiZ BOSNA-HERSEK
GEZISiYLE ODULLENDIRILDI

Dernegimizin diizenlendigi iiye
kazandirma yarigmasi sonucunda; Burak Yasin
OZER, Yahya KUCUK ve Talip KOSMA
dermegimize en fazla yeni iiye kazandirarak,
yarigmamizin talihlileri oldular ve 28 Nisan
- 1 Mayis tarihleri arasinda Bosna- Hersek

gezisiyle ddiillendirildiler.

Arkadaslarimizdan Burak Yasin Ozer,

gezi deneyimlerini ve fotograflarii bizimle

paylast1.
Merhabalar ben;

Anestezi Teknisyenler ve Teknikerleri
Dernegi  4.Yonetim Kurulu Uyesi Yasin
Burak Ozer. Dernegimizin {iye kayit
igslemlerinde aktif rol aliyorum. Bir onceki
yonetim kurulunda baskanimizin bir projesi
vardi. Bu proje hastaneleri tek tek gezmeye
caligalm, dernegimizi ve yaptigimz isleri
meslektaslarimiza iletip dernek faaliyetlerinden
haberdar etmekti. Ben bu projede goniillii olmak
istedim ve bu projeye dahil oldum. Birgok
hastanede yeni meslektaslarimla tanigtim ve

llyemiz olmayan yeni meslektaglarimizi {iye

yaptim.

Bu sayede iiye saymmizda arttirmaya
basladik. Fakat calisma sartlar1 ve saatleri ne
yazik ki en bilyiik engelimizdi. Daha sonrasinda
ise Yonetim Kurulumuz bir yarigma diizenledi.
En ¢ok iiye yapan ii¢ arkadasimizi cekilisle
belirleyerek bir yurt dis1 tatili hediye edilecekti.
Bu cekilisin icinde iiye yapanlar arasinda
bende vardim ve yurt disi tatilini kazanan sanlt

kisiden biri bendim.

Ben ve iki arkadasimla beraber 4 giin 3

gece Bosna-Hersek’in bagkenti Saraybosna’ya
gittik.

Bosna Hersek tarihi boyunca hep savaglar
ve acilar gormiis bir iilke; 6zellikle 1992 yilinda
Yugoslavya’dan ayrlip bagimsizligim ilan
eden Bosna Hersek 1992 ve 1995 yillarinda
2. Diinya Savasindan sonra ki en biiyiik
katliami gormiistiir. Yiiz binlerce insan Sirplar

tarafindan katledilmistir.

Saraybosna’ya gittiginizde halen daha
savagin  izlerini  gorebilirsiniz.  Bagkent
Saraybosna da ki bombalanmig huzur evi roket
ve kursun izlerini barindiran evleri gérmeniz
miimkiindjir.

Zamaninda Osmanli topraklarma dahil olan
Bosna Hersek’te Osmanlidan kalma camiiler,

hanlar, hamamlar, sebiller ve kervansaraylari

ve nehirler lizerine yapilan tarihi kopriileri

gorebilirsiniz.

flk giin ucus yorgunlugu ve 6gleden sonra

Saraybosna’da olmamizdan dolayr yemek
yiyip otele gegtik ve verilen serbest zamanda
otelin bulundugu Ilidza kentinin sokaklarim

gezmeye ve kesfetmeye calistik.

Ikici giiniimiizde Hersek Bolgesinde kalan
son Osmal1 Koyii olan Pogitel ve Kanuni Sultan
Siileyman tarafindan gorevlendirilen Mimar
Sinan’in Ciragt Mimar Hayrettin tarafindan

yapilan Monstar Kopriisti'ne dogru yola ¢iktik.

Yolculuk boyunca bizi yesil her tonu
barindiran daglar ve iilkenin heryerinden akan
nehirleri eslik etti. Fograflar ¢ekilip tarihleri
hakkinda bilgiler dinleyerek otelimeze dondiik.

Uciincii ~ giiniimiizde  ise  baskent
Saraybosna’y1 kesfetmeye bagladik. En 6nemli
yerlerinden biri olan ve 1. Diinya Savasinin
baglangig yeri olan Latin kdpriisiine gittik. Daha
sonra Bas Carsi’ya dogru gecip Osmalidan
kalan ve sehrin tam merkezinde bulunan Bas
Cars1 Sebil’ine gittik. Burada bir inanigsa gore
Sebil’den su igen kisi Saraybosna’ya tekrar

gelirmis.

-

Bas garsida bulunan Gazi Hiisrev Bey Cami ve
karsisindaki Gazi Hiisrev Bey Medresesi ni ve
yan tarafinda bulunan Bosnak Savas Miize’sini
gezdik.



Saraybosna’nin merkezinde bulunan bir dogu

bat1 ¢izgisi var. Burada dogu tarafinda Osmanl

eserleri ve Osmanl kiiltiirleri bulunmaktadir.

Bati tarafinda ise Avusturya-Macaristan
Imparatorlugu’na ait Kiliseler Katedral ve II.
Diinya Savas1 sonrasi 6lenlerin anisina yapilan
Sénmeyen Ates bulunmaktadir. Buralart da

gezip dinlenmek i¢in otelimize dondiik.

Dordiincti ve son giinlimiizde Savas

zamanimn da yapilmis olan ve yiizlerce insanin
kurtulmasinda biiyiikk rol saglayan Umut

Tiineli ni ziyaret edip kisa videosunu izleyip
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geri doniis yolculugu igin havalanma gelip
Istanbul’a geri dondiik.

Ben bu gezide arkadaglarimla beraber ¢ok
keyif aldim. Bosna Hersek kesinlikle gezilmesi
gereken bir yer olarak diisiinityorum. Acaba
bunun nedeni Bas Cars1 Sebilinden igtigim su
mu? Bu gezi i¢in dernek yonetimine tesekkiir

eder saygilarimi sunarim.

Yasin Burak OZER

Kocaeli Universitesi

SAGLIK CALISANLARININ
SAGLIGI KONGRESI
(21-22 Ekim 2017)

Saglik meslek birlikleri, meslek dernekleri
ve sendikalar tarafindan olusturulan Sagl 1k
Calisanlarinin Sagligi Calisma Grubu, 21 — 22
Ekim 2017 tarihlerinde Ankara’da VI. Ulusal
Kongresini gergeklestirdi.

Kongrede Saglikta Doniistim
Programinin ve tiim saglik c¢aliganlara
yonelik tageronlagtirma (modern kolelik)
uygulamalariin saglik ¢alisanlarinin mesleki
risklerini daha da agrlastirarak  ¢6ziimii
zorlagtirdig1 belirtilirken siddet basta olmak
tizere agirlasan mesleki risklerin ¢éziimii igin
tim saglik calisanlarinin birlikte miicadele

etmesinin gerekliligi vurguland.

Kongre  konugmalart  ve  bildiriler

kitaplastirilarak yayimlanacaktir.
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Saglik calisanlarinin  saghgr 6. Ulusal
kongresi, katilimin ¢ok ve giizel oldugu etkili
bir kongre olmustur.

Tirkiye’nin  ¢esitli  yerlerinden gelen
katilimeilar ile karsilikli soru-cevap ve kar
silikli goriis aligverisinde, calisan saglig
ile ilgili alinan &nlemlerin yetersiz oldugu
anlagilmigti. Bu konuda meslek gruplarinin
temsilcilerine ve sendika temsilcilerine bilyiik

gorev diismektedir.

Temsilcilerin bu konuyla ilgili eksiklilerin
calisma bakanligina iletmesi ve ¢oziimil i¢in
gerekli giris imleri baglatmali ve takip etmelidir

ve etkin rol almalidur.

Tikenmiglik ile ilgili ise “tiikenmislik
sendromu” en fazla saglik ¢alisanlarinda
goriilmektedir. Bunun nedeni ise meslegin
icraasindan ve ig yiikiiniin fazla olmasindan
kaynaklandig1 belirtildi. Bu konuda ise
hiikkiimetin uyguladig1 politika elestirildi.
(Saglikta doniisiim programi).

Saglikta mesleki risklerin  yaminda
(enfeksiyon, kesici- delici alet yaralanmasi,
radyasyon, kas iskelet sistemi hastaliklar1 vs)
yani sira siddet ise saglik caliganlari agisindan

onemli bir risk faktorii oldugu belirtildi.

Bu sebepten is yerinde siddetin de isci
saghigi ve is giivenligi kapsaminda ele alinmasi

gerektigi bilgilere yer verildi.

Saglik Calisanlarinin Saghigi
Calisma Grubu



ANESTEZI TEKNIKERI
GOREVLENDIRME
IPTALININ DAVA VE KARARI

Manisa I, Demirci {lgesi Devlet
Hastanesinde calisan meslektagimiz,
uyandirma ve ameliyat sonu bakim
hizmetlerinde de gorevlendirilmesi isleminin
iptali talebiyle agilan davada Manisa 2. Idare
Mahkemesi talebi kabul ederek anestezi

tekniekrlerinin goérevinin hastay1 derlenme
odasinda teslimle son buldugunu, bu itibarla
uyandirma ve ameliyat sonrasi bakim
servisinde caligtirllamayacaklarmi belirterek

gorevlendirmeyi iptal etmistir.

SAGLIK BAKANLIGININ
GORUSUMUZU SORDUGU
ANESTEZI METEDOLOJISI
ICIN KOMiSYON KURULDU

Saglik Bakanliginin dernegimizin
goriigiinli  sordugu Anestezi Teknikerleri

istthdam ve planlama ile ilgili komisyon
kurularak  ¢alismalara bagladi.  Anestezi

Teknikerlerinin ¢alisma alanlarinda masa basi

istthdaminin diizenlenebilmesi i¢in en dogru
metedolojinin nasil hesaplanacagi, kurulan

komisyonla belirlenip Saglik Bakanliga en

kisa siirede sunulacak.




SAGLIKTA YENI BiR iSiM
SAGLIK PROFESYONELLERI
PLATFORMU (SPP)

Saglikta doniistim programu ile erisilebilir,
stirdiiriilebilir ve kaliteli saglik hizmetlerinin
gelistirilmesi hedefine katki vermek isteyen
saglik meslek mensuplarmin dernekleri ile
Tiirkiye’nin  Saglik alanindaki basarisinin
diinyada hak ettigi diizeye erigebilmesinde ve
tim sorunlarin giderilmesinde saglik politika
belirleyicileri olmak {iizere 12 sivil toplum

kurulugunun katilimlart ile kurulmustur.

Merkezi Ankara’da bulunan Platformun
bagkanhigim Tiirkiye Fizyoterapistler Dernegi
Baskani Tiilin DUGER yapmaktadir. Platform
icerisinde kurulusunda &nemli rol oynayan
Atanamayan Saglik¢ilar Platformu kurucusu
Aras Ali ALTINTAS’ ta bulunmaktadir.

Biz de bu yeni olusumda Anestezi
Teknisyen ve Teknikerleri Dernegi olarak
bulunmaktayiz. Ayrica Saglik Profesyonelleri
Platformunda;  Tiirkiye  Fizyoterapistler
Dernegi, Tiirkiye Diyetisyenler Dernegi, Tiirk
Medikal Radyoteknoloji Dernegi, Eczane
Teknisyenleri ve Teknikerleri Sosyal ve Kiiltiirel
Gelisim Dernegi, Tiirkiye Elektrondrofizyoloji
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Platformu, Radyoterapi Teknikeri Dernegi,
Ameliyathane Teknikerleri Demnegi, Odyoloji
Dermnegi, Duyma Saglig1r Dernegi, Paramedik

Dernegi, Cocuk Gelisimi ve Egitimcileri

Dernegi bulunmaktadir.

Amaglar1 Nelerdir?

-Kurum ve/veya Kuruluglardaki iggiicli
planlamasm1  yaparak  etkin  personel

istthdaminin arttirilmasini saglamak

-Saglik personelinin kamu ve o6zel sektdrde
ozlik ve mali haklarmm korunmasi ve
dengelenmesi gibi konularda c¢alismalar

yapma,

-Saglik meslek mensuplari meslek tanimlarimin
giincellenmesi yoniinde caligmalarin
yapilmasi, tim saglik personelinin 6n lisans,
lisans ve lisansiistii egitim miifredatlarinda

kalitenin desteklenmesi

-Saglik mesleklerinin icrasi igin diploma
haricinde (sertifika..) belgelerle mesleki

yetkinlik kazandirilmasinin 6nlenmesi,

-Saglik alanmna yonelik mevzuatin takip
edilmesi, toplumsal farkindaligin arttirilmasi
ve tim bu caligmalari ilgili bakanliklar ve
kurumlar ile igbirligi iginde gergeklestirmeyi
hedeflemektedir.

Saglik Profesyonelleri Platformu temel
amaglar dogrultusunda faaliyet yiiriitmektedir.
Bu baglamda Saglik  Profesyonelleri;

Platformu olusturan sivil toplum kuruluslar
arasinda iletisim ag1 olusturma, ilgili kurum ve
kuruluslarla amaglar dogrultusunda goriisme
yapma, etkinlik olusturma, proje olusturma,
proje ortakligi, Saglk alaninda toplumsal
farkindaligin ve kamuoyunun olusturulmasi
icin etkinlikler yapma gibi faaliyet alanlar1 da
bulunmaktadir.

Hakan MARANGOZ
ATTD SPP Temsilcisi
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ATTD BUDAPESTE’DE
YAPILAN WCNA 2018 (World
Congress Of Nurse Anesthetists)
KONGRESINE KATILDI

Bu sene 18-20 Haziran tarihleri arasinda
Budapeste’de  gerceklesen WCNA 2018
(World Congress Of Nurse Anesthetists)
kongresine, ATTD olarak 4 s6zlii sunum, 6
poster sunumu ile katilarak iilkemize temsil
etmenin hakli gururunu yasadik. Agilis toreni
bayrak seremonisinde ilk kez resmi olarak
bayragimizi dalgalandiran ATTD Bagkan
Onder Topbas biiyiik tezahiiratla sahneye ¢ikt:.

En cok sunum ile katthm saglayan
tilkelerden biri olarak hem heyecanlandik
hem gurur duyduk. ilerleyen sayfalarda
posterlerimiz, bildiri 6zetleri ve fotograflarimiza
ulasabilirsiniz.

KONGREYE KABUL EDILEN
POSTER VE BILDiRi
OZETLERI:

DIFFICULT AIRWAY:
ENDOTRACHAEL TUBE
OVER FiBEROPTIC
BRONCHOSCOPE WIiTH
VIDEOLARYNGOSCOPE
GUIDANCE (ET /FB with VL
guidance)

Zehra Serpil Ustalar Ozgenl, Vedat Bulcakz,
Emre Sahillioglul, Ilhan Seyyahz, Busra
Yukselz, Emir Kilincl, Halime Tekz, Ozcan
Erdemli!

1University of Acibadem, Department of
Anesthesiology, Istanbul, Turkey

Acibadem Health Group, Department of
Anesthesiology, Istanbul, Turkey

Introduction: Difficult intubation is no
more ‘difficult’” when proper modalities like



fiberoptic instruments and videolaryngoscopies
had been used whenever possible with the
help of experienced hands. In this case report
four cases of ‘difficult’ intubations performed
with  videolaryngoscopy and fiberoptic
laryngoscopy had been discussed.

Case I:Five years old, male, 18 kg body
weight child with a limited mouth opening
had been scheduled for an syndactyly
operation. Forseeing that he could have
difficult airway, laryngeal airways (LMA) no
2 and 2.5, endotracheal tubes (ET) 4.0, 4.5,
guides, videolaryngoscopy and fiberoptic
instruments had been prepared. Anesthesia
induction had been done by administration
of intravenous (i.v.) propofol 2.5 mg/kg ,
fentanyl 3 mic/kg, and muscle relaxation had
been achieved by rocuronium 0.6 mg/kg i.v.
After preoxygenation with mask, oxygen 6 L/
min, fiberoptic bronchoscope (FB) had been
advanced through the limited mouth opening,
however larynx could not be identified. The
FB had been taken out in order to re-oxygenate
the patient. Videolaryngoscope with the
pediatric blade had been inserted, larynx had
been visualized, however the ET could not be
advanced. ET had been placed over the FB,
and with the help of videolaryngoscope, the
larynx had been visualized and through the
FB, the ET had been advanced through the
vocal cords. Endotracheal intubation had been
accomplished with ET no 4.5 and verified
by auscultation and end tidal carbondioxide
monitorization. Atthe conclusion of the surgery,
as soon as efficient spontaneous respiration of
the child (7 ml/kg) had been monitored, he had
been extubated through exchange catheter.

Case II:Twenty-eight years old, female,
75kg body weight, had been examined as
Mallampati IV preoperatively. After induction
with propofol 3mg/kg and remifentanil 1
mic/kg iv., she had been preoxygenated
and entubation had been attempted through
videolaryngoscopy however, although porper
guides had been inserted ET could not be
advanced. She had been entubated through ET
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over FB though videolaryngoscopy guidance
with ET no 7.0. She had been extubated at the
conclusion of the surgery with an exchange
catheter.

Case III:Thirty-five years old, 95 kg, male
patient, had been evaluated as Mallampati IiI.
Intubation had been attempted first by FB,
however since very big epiglottis occluding
the larynx, proper visualization could not be
achieved. Videolaryngoscope with high angled
blade the visualization had been achieved and
ET over FB had been advanced and successful
intubation had been performed.

Case IV:Six months old, 8 kg, infant
with sever facial anomalies, no nose, and
hydrocephalus had been scheduled for
ventriculoperitponeal shunt operation and
had been entubated with ET over FB with VL
visualization by two experienced anesthetists.

Conclusion:Combination of known and
experienced modalities like VL and FB can
be used successfully when advantages of the
methods had been unified.

Keywords: Difficult intubation;
videolaryngoscopy;, fiberoptic intubation

DIFFICULT AIRWAY
MANAGEMENT IN PATIENTS
WITH HUGE PERIORAL
CAVITY TUMOURS

Halim Ulugoll, Emir Kilincl, Irem
Cinnetl, Esin Erkekl, Reyhan Ozyurekl,
Zuhal Senabayrakl, Selin Unsalerz, Zehra
Serpisl Ustalar Ozgenl, Fevzi Toramanl, Hakan
Agir

1Universi‘[y of Acibadem, Department of
Anesthesiology, Istanbul, Turkey

2University of Acibadem, Department of
ENT, Istanbul, Turkey

3University of Acibadem, Department of
Plastic and Reconstruction, Istanbul, Turkey

Introduction: Huge perioral tumour surgery
which is presumed to last long operating hours
necessitates a safe airway management. Airway
management is considered very difficult
preoperatively and preparation likewise should
be performed. In this case report, two patients
with huge uncontrolled oral cavity tumours
had been discussed.

Case L:Fifty-two years old, male, 75 kg
patient, coming from an African country
who had a perioral very fast growing tumour
(11.5x8x6.5 cm) had been scheduled for
resection and reconstruction surgery. After
preoxygenation for 5 minutes, anesthesia had
been induced by intravenous (i.v.) propofol
2.5 mg/kg and rocuronium 0.6 mg/kg and
remifentanil 1 mic/kg. Since mask ventilation
was very difficult and oral cavity was full
of the tumour, nasal fiberoptic entubation
had been performed successfully as planned
and prepared likewise with the help of a
collaborative team of anesthesia. Maintenance
of anesthesia had been accomplished by
desflurane/air/oxygen beginning with 4 L/min
8/2/1 % and reduced to 1 L/min. Remifentanil
.v. infusion 0.25mic/kg/h had been used as
peroperative analgesia. In addition to standard
monitorization, intraarterial blood pressure,
pulse variation index, cerebral oxygenation,
urinary output had been monitored throughout
the surgery which had lasted 12 hours.
After the perioral tumour had been dissected
successfully, peroperative tracheostomy had
been performed and the the patients had been
admitted to intensive care unit at the conclusion
of the surgery.

Case ILFifty-years old, 38 kg body
weight female patient had a huge mass at her
tongue which made feeding only with pipette
possible.She had no other illnesses except for
novocaine allergy. She had been evaluated as
Mallampati IV, so awake fiberoptic intubation
had been planned and prepared likewise.
After standard monitorization of her vitals,
invasive blood pressure,cerebral oxygenation,
pulse variation index and urinary output had
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been monitored all operation long. After
preoxygenation, anesthesia induction started
with i.v. infusion of dexmedetomidine 1 mcg/
kg/min and remifentanyl 1mic/kg, keeping
spontaneous breathing of the patient. After
induction, nasal fiberoptic entubation had been
performed successfully and i.v. propofol 2 mg/
kg, rocuronium 0.6 mg/kg were administered.
Anesthesia maintenaned with oxygen/air/
desflurane 0.5/1/7 in 4 L/min. After the
operation which had lasted 14 hours, the patient
had been admitted to the intensive care unit
without any unwanted effects or complications.

Conclusion:Difficult airway management
is not ‘difficult’ if the collaborative anesthesia
team prepared, worked in high level harmony.
Resection and reconstruction of uncontrolled
huge perioral tumours necessitates a
teamwork, patience, experience and careful,
safe, meticulous anesthetic management,
monitorization and follow-up.

Keywords: Difficult airway, perioral tumours;
fiberoptic entubation

OUR EXPERIENCE IN THE
ANESTHETIC MANAGEMENT
OF CRANIOSYNOSTOSIS AND
PEROPERATIVE BLEEDING
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Busra Yuksell, Sibel Ciftcil, Bilge Senturk
Cataloglul, Zehra Serpil Ustalar Ozgenz,
Nigar Baykanl, Memet Ozek

! Acibadem Health Group, Department of
Anesthesiology, Istanbul, Turkey

2University of Acibadem, Department of
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Introduction:Management of anesthesia
during craniosynostosis surgery includes
careful monitoring and follow-up of the
patients during insidious bleeding throughout



the surgery. In this retrospective analysis we
report our experience during craniosynostosis

surgery.

Materials and Methods:All the infants who
had been undergone craniosynostosis surgery
during March 2017 and January 2018. Fourty
three infants had been evaluated retrospectively
according to their anesthesia reports. Twenty —
three of them were operated for scaphocefaly,
2 were, late scaphoceohaly, 11 of them were
trigonocephaly, 5 of them were plagiocephaly,
2 of them were brachicephaly patients. Their
mean age was 9.3 months (min 3, max 36
months) and mean body weight was 8.184kg
(min 5 max 16.5 kg). Mean operation time was
234,666 min (min 60 , max 360 min). Their
mean systolic blood pressure(BP) was 75.45
mmHg and diastolic BP was 43.97 mmHg,
pulse oximetry was 99.74. Inhalation induction
had been performed with sevoflurane/air/
oxygen mixture and fentanyl intravenous (i.v.)
3 mic/kg used for analgesia and rocuronium i.v.
0.6 mg/kg for muscle relaxation. Maintenance
of anesthesia had been achieved by sevoflurane,
remifentanyl infusion (0.25 mic/kg/hour).
Three 22 G or 20 G i.v. lines and an arterial
line had been placed to all of the patients.
Peroperative mean systolic BP was 61.39 and
diastolic BP 38.03 mmHg. Their peroperative
body temperature was 35.050C. They had
mean urinary output as 7,95 ml/kg/hour. The
mean blood loss throughout the surgery was
9,675 ml/kg/hour and blood were replaced by
amean 39.96 ml/kg red blood cells and 15.279
ml/kg/hour crystalloid fluids. Only 6 patients
needed fresh frozen plasma replacement.
The complications related to management of
anesthesia for craniosynostosis surgery were
reported as difficult entubation, hypothermia
and blood loss and transfusion problems.

Conclusion:Safety of management of
anesthesia during craniosynostosis surgery can
only be achieved if careful and meticuluous
monitoring of the patient could be performed
and safe and secure intravenous lines are
mandatory for careful blood loss replacement
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and hypovolemia prevention. Hypothermia
and blood loss, transfusion problems are the
main problems related to this surgery.

Keywords: safety in management of anesthesia,
craniosynostosis, surgery, craniosynostosis,
anesthetic management

OPINIONS OF OPERATING
ROOM AND SURGICAL
WARD STAFF TOWARDS
WHO SURGICAL SAFETY
CHECKLIST

Ebru Onlerl, Tiilin YlldlZl, Makbule
Cavidan Ararz, Fatih Horozo gluS, Fatma Nair]

'Namik Kemal University, Department of
Nursing, Tekirdag, Turkey

’Namik Kemal University, Department of
Anesthesiology, Tekirdag, Turkey
3Namik Kemal University, Department of
Ophthalmology, Tekirdag, Turkey

Introduction with hypothesis:The
perceived importance of checklist items by all
team members is an essential factor that affects
checklist usage [1]. This research is aimed at
evaluating the opinions of the operating room
and surgical ward staff towards WHO surgical
safety checklist.

Methods: This was a questionnaire study.
The questionnaire features questions such as
gender, age, job role and years of experience,
every item on the WHO surgical safety
checklist was evaluated, and responder could
provide freechand comments on the subject.
The researchers visited hospital and collected
data from December 2017-January 2018.
Sample population includes 27 surgeons,
34 anaesthetists, 19 operating room and 38
surgical ward nurses of the university hospital
in western part of Turkey. Collected data were
analyzed using SPSS 18.0. with frequencies,
percentages, mean and standard deviation. This
study was approved by the Ethical Committee

of Namik Kemal University Medical Faculty,
No: 2017/128/12/16.

Results: 61% were women, 47% were
under 30 years old, 83.1% had over 1-year job
experience in the sample population. The mean
score of item importance varied from 4.25
to 4.79. Item "patient's identity, procedure,
operation  site  verification"(4.79+0.50),
"preoperative  fasting"  (4.76+0.53) had
the highest scores. “’Blood sugar control”
(4.25£1.08), “’team members introduced”
(4.32+0.53) had the lowest scores. *’Allergy”,
and “’prophylaxis of antibiotic and deep vein
thrombosis ”” was suggested to be transferred to
the “’before the patients leave the ward” section.
Compact checklist for local and emergency
surgeries and an online system won’t allow
doing any procedure before checklist is
completed were suggested. Discussion:In
Turkey, adaptation of the WHO Surgical Safety
Checklist is administered in 4 “’domains”:
Before the patients leave the ward; on arrival of
patient in the operating room, before surgical
incision (time-out), and before patient leaves
the operating room. Perceived importance
of checklist items by all team members is
crucial to identify possible improvements to
the checklist. <> Patient’s identity, procedure,
operation site verification” percieved as
the most important item on the checklist.
Similar to this finding, in Levy et al.'s study,
confirmation of patient name and procedure
are the most commonly performed checkpoints
[2]. This result is normal because any problem
detected in this item can cause direct harm to
the patient. Both of items perceived as they
have less importance are listed in the time-out
section. This is supported by Rydenfiltet al’s.
[1] results showed that time-out is not always
applied and may be seen as a double-checking
routine. Helmi6 et al. [3] discovered that over
20% of surgeons and nurses don’t consider
“’team members introduced” as important. This
was similar to our findings; staff perceived this
item as one of the least important. *’Allergy”,
and “’prophylaxis of antibiotic and deep vein
thrombosis” was suggested to be transferred
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to the °’ before the patients leave the ward".
This is controversial because in “’ before the
patients leave the ward" surgeons are absent
and can’t confirm the need for an antibiotic and
prophylaxis of deep vein thrombosis.

Conclusion:All  checklist items were
considered necessary. However, a compact
checklist for local and emergency surgeries,
and an online system that won’t allow doing
any procedure before checklist is completed
was suggested.

References: 1. Rydenfdlt C, Johansson
G, Odenrick P, Akerman K, Larsson PA.
Compliance with the WHO Surgical
Safety Checklist: deviations and possible
improvements. International Journal for
Quality in Health Care. 2013; 25(2):182-7.
2. Levy S M, Senter C E, et all. Implementing
A Surgical Checklist: More Than Checking
A Box. The 7th Annual Academic Surgical
Congress, February 2012. 3.Helmi6 P, Takala
A, Aaltonen L M, Blomgren K. WHO Surgical
Safety Checklist in Otorhinolaryngology-head
and Neck Surgey: Specialty-Related Aspects
of check Items, Acta Oto-Laryngologica 2012;
132:1334-1341.

Keywords: patient safety, operating room,
surgery
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Introduction  with  the  hypothesis:
Nowadays, surgical interventions are frequently
used as a treatment. Adverse events are major
cause of morbidity and mortality in surgery and



can prevent with high quality surgical care [1].
All phases of the surgical safety checklist must
be valued by all team members. In this study, it
was aimed to determine the completeness rate
of surgical safety checklist and to determine the
uncompleted sections and to take precautions.

Methods: A retrospective study was
conducted in the University Hospital
between January and December 2017. Every
phase on the WHO surgical safety checklist
completeness rate was evaluated and missing
sections were identified.A total of 9252 cases
were assessed. Collected data were analyzed
using SPSS 24.0with Descriptive statistical
methods(frequencies,  percentages).  The
Cochran’s Q test was used to compare the
completeness rates between the sections. This
study was approved by the Ethical Committee
of Namik Kemal University Medical Faculty,
No: 2017/126/12/14.

Results:Before surgical incision (time-out)
had the lowest completeness rate (0.3567%),
“before the patients leave the ward”and
“patient leave the operating room” sections
had the highest completeness rate (0.0108 %).
“Team members introduced” item inbefore
surgical incision (time-out) section had lowest
completeness rate. (0.173%.)

Discussion:Medical errors are problem
for countries, but most of the medical errors
can be prevented [2]. The report of the WHO
has further highlighted the priority of surgical
care [3]. In Turkey, an adaptation of the WHO
Surgical Safety Checklist is administered in
4 “domains”: Before the patients leave the
ward; on arrival of the patient in the operating
room, before surgical incision (time-out), and
before the patient leaves the operating room.

All sections of the SSC provides an
opportunity for the team consider important
information about the surgery and discuss
safety surgery and postoperative plans. It
affects considerably patient care. Bartz-
Kurycki and et al (2017), results showed that
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despite some improvement in overall checklist
compliance, adherence to certain checkpoints
declined over the course of the study [2].

Conclusion: Section one before the
patients leave the ward” and section four °’
sign-out” have higher completeness rates than
other two sections.

References: 1.Keijzer WW, Agha RA,
Greig A. WHO Safer Surgery -checklist
amongst paediatric emergency plastic surgery
patients in an UKhospital. Annals of Medicine
an Surgery. 2017;(21):49-2 2.Bartz-Kurycki
MA, Anderson KT, Abraham JE, Masada KM,
Wang J, Kawaguchi AL, et al. Debriefing: the
forgotten phase of the surgical safety checklist.
Journal of Surgical Research. 2017; (213);222-
27. 3.Patel J, Ahmed K, Guru KA, Khan F,
Marsh H, Khan MS, et al. An overview of the
use and implementation of checklists in surgical
specialities- A systematic review. International
Journal of Surgery. 2014; (12);1317-23

Keywords: patient safety, operating room,
surgery
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Introduction:The postoperative period is
the final stage of perioperative process and
begins with the admission of the patient to the
post-anesthesia care unit (PACU) [1].. PACU
is designed for close follow-up of patients
recovered from the acute physiologic effects of
anesthesia and surgery and for proper transport
of patients to their services)[2]. In the PACU

field nurse, nurse anesthetists, anesthesiologist,
special equipments for high level hemodynamic
and respiratory monitoring and support and
drugs must be found [3]. The placement of
PACU should be where the anesthesiologist
and surgeon can easily arrive and the patients
can be reached to the operating room urgently
if necessary. Also, PACU should include all
emergency furnishing (such as resuscitation
and surgical equipments). Therefore it is
important to determine the existing PACU
situations, their compliance with standards and
evaluation their deficiencies [4].

Objective:The purpose of this study is
the estimation of the PACU conditions and
equipment of the nurse anesthetists in different
hospitals.

Material and  Methods:105  nurse
anesthetists, working different public, private
and university hospitals PACU were accepted.
Information was obtained from one participant
from each hospital to prevent duplication of
information. The information was collected
via e-mail with a questionnaire on participants'
Google forms. Participants were informed
about the research during the period of
06.03.2017 - 12.06.2017. The results were
evaluated as percentage distributions.

Results:61.9% (n=65) of the participants
were female, mean age was 29.9 and age range
was 18-49 (n=105). The vocational duration
is 10,09 years, while the year interval varies
between 1-27. 21.3% (n=36) of the participants
were working in private hospitals, 25.7%
(n=27) were in public hospitals, 21% (n=22)
were in education and research hospitals and
18.1% in university hospitals. In 78.1 % (n=82)
of cases PACU was placed in operating suit,
in 11.4 % (n=12) of cases at least 4 operating
rooms were found and in 58.1 % (n = 61)
of cases nurse anesthetists were working in
PACU. In the evaluated PACUs had oxygen
delivery system 97,1%, pulse oximeter 86,7%,
electrocardiography monitor and aspiratory
system 84,8%, noninvasive blood pressure
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monitor 77%, oral-nasal airway 69,5%,
ambu mask bag system 60%, laryngoscope
and endotracheal tubes 46.7%, thermometer
34.3%, kapnograph 16.2% and neuromuscular
monitor 5.7% for per patient bed. 64.8% of the
participants reported that 3 or more patients
per nurse anesthesia were followed in the
PACU. 48.6% of the hospitals had a waiting
room at the same floor with PACU for patients
relatives, whereas 48.6% of the hospitals did
not have any special area for this purpose.

Conclusion:In our study, we established
that in most of the centers, there are deficiencies
in equipment for per patients bed. There was
no temperature monitor for postoperative
monitoring in most centers. Especially the
number of capnographs and neuromuscular
monitors which will detect early onset of
respiratory arrest and prolonged neuromuscular
blockade is inadequate. The provision of
standards for the equipment contained in the
PACU is of great importance for patient safety.
Attempts should be supported to increase the
standards and to identify and complete the
deficiencies.

References: 1. Williams L.S. (2015).
Nursing Care of Patients Having Surgery,
chapter 12. Ed. Williams L.S., Hopper P.D.
Understanding Medical Surgical Nursing. 5th
ed., F.A. Davis Company, Philadelphia, p: 203-
237. 2. Nicholau D. (2011). Postanesthesia
Recovery, Chapter 39. Ed. Miller R. D,
Pardo M.C. Basic of Anesthesia. 6th ed.,
Elsevier Saunders, Philadelphia, p: 631- 647 3.
Smeltzer SC., Bare BG., Hinkle J.L., Cheever
K.H. (2010). Brunner&Suddarth’s Textbook of
Medikal Surgical Nursing. Chapter 20, 12
th ed, Wolters Kluwer Health / Lippincott
Williams & Wilkins, Philadelphia, p. 461-
483. 4. Haret D., Kneeland M. Ho E. (2012).
Chapter 14: Post-anesthesia Care Units.In:
Operating Room Design Manual Ed: Block
FE., Helfman S. American



Society of Anesthesiologists, p: 57-72.
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Introduction:  Vaporizers used during
induction and maintenance of anesthesia are
attached to the anesthesia machines and can
only be used single specific agents designed
for the special vaporizers. In some anesthesia
machines, more than one vaporizers may be
mounted to the machine however with a special
lock mechanism, only one of the vaporizers
can be opened rendering the other one out of
use at the same time. In our clinic, sevoflurane
and desflurane vaporizers are mounted on the
Draeger Primus (R) , the lock mechanism
making usage of two vaporizers at the same
time and when one is opened other is locked.
Case Report:Fifty seven years old, ASAT, 80 kg
body weight male patient had been anesthetized
to undergo total hip replacement surgery after
all preparations had been done. Preoperatively,
the patient who had preoxygenized with 100%,
3 It/min, had a blood pressure of 135/85 mmHg
and pulse oximetry( SpO2 ) 100, heart rate
74/minThe induction of anesthesia had been
obtained by intravenous (i.v.) thiopental 6mg/
kg and muscle relaxaiton with rocuronium
0,8 mg/kg . The patient had been intubated by
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(8.0) endotracheal tube and then maintenance
of anesthesia had been strated with sevoflurane
2 % in O2/N20 50:50. Controlled ventilation
with a TV: 600ml respiratory rate; 12, I/E 1:2
had been started short after which an alarm and
extraordinary thing had been noticed in the gas
analyzer. The gas analyzer had alarmed for an
more than one anesthetic gas'. The anesthesia
machine had alarmed for a 'mixture of gases'
alarm. There were more than one gas in the
inspiratory gas analysis of the machine. A
fracture in the lock and safety mechanism of
the vaporizers had been found and because of
the fracture and error of the applier more than
vaporizers had been opened accidentally. All of
these were recorded and the anesthetic agents
had been rearranged so that the operation
concluded without any adverse effects or
complications to the patient.

Conclusion: The safety and lock
mechanisms of every vaporizers mounted
on the anesthesia machines locks a vaporizer
while the other one had been opened so
that only one anesthetic agent could be
administered to the patients. However this
mechanism is not included in the checkllist of
anesthesia machine and not one of the regular
rutine obligatory tests. Fracture of this safety
and lock mechanism of this system may cause
opening of two vaporizers at the same time
and simultaneous administration of more than
one inhalational agents. Although vigilance of
the anesthesia team and efficient inspiratory
gas monitoring alarms caused safe anesthesia
adminsitration in our case, being not in the
rutin safety checklist, fracture of the lock
system of vaporizers may harm patients. We
suggest to include checking of this lock and
safety systems of vaporizers and inspiratory
gas analysis monitoring in the everyday rutin
checklist of anesthesia machines. It should
be mandatory to have efficient working
inspiratory gas analyzers as well to administer
safe and vigilant anesthesia.

Keywords: Anesthesia machine; alarms,
anesthesia machine; vaporizers, safety systems,

PERIOPERATIVE
HYPOTHERMIiA; WHERE
ARE WE NOW

Can Aksul, Alparslan Kusl, Onder
Topbasl, Sema Erdoganl, Yavuz Giirkan®

1University of Kocaeli, Anesthesia,
Intensive Care and Pain Medicine, Kocaeli,
Turkey

2University of Kocaeli , Anesthesia and
Perioperative Medicine, Kocaeli, Turkey

Objective: Perioperativehypothermia is
a common problem in anesthetized patients
and an important risk factor for mortality and
morbidity. In a previous study, which was
done in our clinic 5 years ago, perioperative
hypothermia was found to be occur in 45,7%
of our patients. Our aim was to identify the
current incidence of hypothermia in our
operating theatres after the taken precautions
in the last 5 years.

Methods: After obtaining the ethics
committee approval and informed patient
consent, patients with operation times longer
than 30 minutes were included into this
cross-sectional study for one-month period.
Demographical data, type and duration of
surgeries, pre and postoperative temperatures
and if used, external warming systems and
temperature monitoring types were recorded.

Results: A total number of 793 patients
were enrolled to the study (461 women and
332 men). Ages of patients varied from 1
month to 96 years (mean 42+22). Hypothermia
incidence was calculated as 31,27% (248
patients). Sixty percent of our patients (475
patients) found to be treated with a forced air
warming system during perioperative period
yet only 71 patients (9%) had temperature
monitoring.

Conclusion: Postoperative hypothermia
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is still standing as a problem to solve in our
clinic. But our results were better from many of
the studies in the literature. Also, it seems that
we took a few steps forward for preventing it,
regarding to our previous results. We suggest
that temperature monitoring and patient
warming should be a routine procedure during
anesthesia management.

Keywords: Thermoregulation, perioperative
hypothermia, temperature monitoring

ULTRASOUND-GUIDED
INFRACLAVICULAR AND
TRANSVERSUS ABDOMINIS
PLANE BLOCK FOR A HIGH
RISK PATIENT WHO HAD
SURGERY SIMULTANEOUSLY
FOR FRACTURE OF THE
RIGHT RADIUS-ULNA AND
LEFT INGUINAL HERNI:
CASE REPORT

Halim Ulugoll, Meltem Guner Can1 , Emir
Kilincl, Kerem Ulkuz, Baran Arslans, Hilal
Yesildag3, Inci Sahin4, Zehra Serpil Ustalar
Ozgen', Fevzi Toraman

1University of Acibadem, Department of
Anesthesiology, Istanbul, Turkey

2University of Acibadem, Istanbul, Turkey,
Department of Orthopedics, Istanbul, Turkey

3 Acibadem Health Group, Department of
Anesthesiology, Istanbul, Turkey 4Acibadem
Health Group, Department of general surgery,
Istanbul, Turkey

Introduction: The use of ultrasound (US)
reduces the amount of local anesthetic (LA)
required for successful block (1,2). Reduced
LA requirement reduces the risk of LA toxicity
when multiple blocks are to be done for
surgery of more than one region in the same
patient. In this case report, high risk patient
with multiple block for two different surgery
had been discussed.



Case: Sixty-eight years old, male, 85 kg
patient, who had planned elective right inguinal
herni surgery 1 week later. Unfortunately the
patient is admitted to the emergency service
with fracture of left radius- ulna. The ejection
fraction of the patient with coronary artery
disease and cardiac pace-maker was measured
as 15% after cardiology consultation. When the
patient refused general anesthesia due to high
risk we planned two different peripheral nerve
block for two different surgery. A fter the written
consent was obtained, 2mg IV midazolam and
50 g fentanyl were administered for sedation.
First of all, lateral sagittal infraclavicular block
was successfully performed with US guided in-
plane technique. Thirty mL (20 mL of 0.25%
bupivacaine and 10 mL of 1% lidocaine) of
local anesthetic mixture was administered
around the lateral-medial-posterior cords
using the in-plane approach. Secondly,
lateral transversus abdominis plane block
was successfully performed with US guided
in-plane technique under complete aseptic
technique. Twenty mL of 0.25% bupivacaine
was administered in tranversus abdominis
plane. After 30 minutes, the left forearm and
right inguinal area covered by the block was
checked and it was found to be anaesthetized.
Both surgeries performed to different regions
have been successfully completed without any
sign of local anesthetic toxicity.

Conclusion: Two different peripheral nerve
blocks can be done safely in high-risk patients
with ultrasonographic guidance.

References: 1) Koscielniak-Nielsen Z. J,
“Ultrasound-guided peripheral nerve blocks:
what are the benefits?”” Acta Anaesthesiologica
Scandinavica, vol. 52, no. 6, pp. 727-737,
2008; 2) Gurkan Y. Ultrasound-guided
infraclavicular and sciatic block for a patient
who had surgery simultaneously for sindactili
of the right hand and polydactilia of the right
foot: Case report AGRI 2014;26(4):184-186

Keywords: Peripheral nerve blocks; safety,
peripheral nerve blocks; transvers abdomens
block
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BLUE CODE CALLS

Erdogan Semal, Onder Topbasz, Aysegiil
Balglkz, Hatice Demirz, Can Aksuz, Yavuz
Girkan®

1Universi‘[y of Kocaeli , Emergency and
Critical Care Medicine, Kocaeli, Turkey
2University of Kocaeli, Anesthesia, Intensive
Care and Pain Medicine, Kocaeli, Turkey

AIM: In our country, management of in-
hospital emergency situations and responsible
personnels (Blue Code Team) are under
responsibility of our clinic. In the frame of this
responsibility, we aimed to analyze this code
method and its results

METHOD: Blue code calls since 2013 to
2018 are investigated bu our team. Age and sex
of patients, location, date, time of arrival of blue
code team, interventions, if CPR needed or not,
its time and result and drugs are recorded.

FINDINGS: 814 blue code calls are found
in these years. 167 of these calls were reported
as wrong call. 35,32% (59) of false calls were
result of use of wrong number or misuse of
device without patient. 64,68% (108) of false
calls were result of inappropriate evaluation of
patient.

The mostblue code call were from oncology
department 10,81% (88) than respectively
general surgery 8,47% (69), gastro-endoscopy
unit 8,23%, chest diseases — chest surgery
department 7,66% (64), hematology 6,87%
(56), orthopedics department 6,51% (53),
Hemodialysis unit 6,51% (53).

RESULTS: We think that detection of
cardiopulmonary arrest and emergency call
system should be introduced to all healthcare
workers.

KEY WORDS: Cardiac arrest; blue code;
resuscitation

IFFICULT AIRWAY MANAGEMENT IN PATIENTS WITH HUGE
PERIORAL CAVITY TUMOURS
Ulugol H (1), Kocyigit M.(1), Kifng E. (1), Cinnet 1. (2), ErkekE. (2), OzyurekR.(2), Senabayrak Z.(2), Unsaler S.(3), Burul C. (2), Agir

H. (4), Ustalar OzgenS.Z.(1), Toraman F.(1)

(1)Universiy of Acibadem, Depariment of Anesthesiclogy and Reanmation, Istanbul, Turkey(2) Anesthesia technician,
Acibadem Health Group, Istanbul, Turkey
(3)University of Acibadem, Department of ENT, Istanbul, Turkey

INTRODUCTION: CASE 2:

Huge perioral tumour surgery which is presumed to  Fifty years old, female , 38 kg patient who had a orange size
last long operating hours necessitates a safe airway  huge perioral cavity tumour. Total maxillectomy and free

management. Airway management is considered muscle flep operation and awake nasotracheal fiber-optic
very difficult and (FOB) intubation had been planned. After
likewise should be performed. In this case report, ~taken to the operation room, she had been monitored with
two patients with huge uncontrolled oral cavity standart monitorization, intraarterial blood pressure,

tumours had been discussed central venous pressure (CVP), NIRS (near infrared

spectroscopy ), pulse variation index (PVI) and urinary

CasEL: output. IV dexmedetomidine 0.5 g, remifentanil IV
Fifty-two years old, male, 75 kg patient, coming from an infusion 0.05-0.25 meg/kg/min and a total of 2 mg
African country who had a perioral very fast growing midazolam IV had been given for sedation. After

tumour (11.5x8x6.5 cm) had been scheduled for resection  preoxygenation awake nasotracheal FOB intubation had
and reconstruction surgery. After preoxygenation for 5 been performed successfully and immediately after that
minutes, anesthesia had been induced by intravenous (iv.)  anesthesia had been induced by i propofol 2 mg/kg and
propofol 2.5 mg/kg and rocuronium 0.6 mg/kg and rocuronium 0.6 mg/kg and remifentanil 1 mic/kg.

remifentanil 1 mic/kg. Since

mask ventilation was very difficult and oral cavity was full of ~ Maintenance of anesthesia had been accomplished by
the tumour, nasal fiberoptic intubation had been performed ~Sevoflurane/air/oxygen beginning with 4 L/min 4/2/1 %
successfully as planned and prepared likewise with the help 214 reduced to 1 L/min. Remifentanil i.v. infusion

ofa team of anesthesi: 0. kg/h had been used as peroperative

analgesia. After the 13 hours, tumour had been

anesthesia had been accomplished by
desflurane/air/oxygen beginning with 4 L/min 8/2/1% and  dissected successfully and intubated patient had
reduced to 1 L/min. Remifentanil iv. infusion 0.25mic/kg/h  been admitted to intensive care unit,

had been used as peroperative analgesia. In addition to
standart monitorization, intraarterial blood pressure, pulse
variation index, cerebral oxygenation, urinary output had
been monitored throughout the surgery which had lasted
14 hours. After the perioral tumour had been dissected

successfully, peroperative tracheostomy had been

performed and the the patient had been admitted to

intensive care unit at the conclusion of the surgery.
CONCLUSION:

Difficult airway management is not ‘difficult’. If the
collaborative anesthesia team prepared, worked in
high level harmony. Resection and reconstruction of
uncontrolled huge perioral tumours necessitates a
teamwork, patience, experience and careful, safe,
meticulous anesthetic management, monitorization
and follow-up.

! DIFFICULT AIRWAY: ENDOTRACHEAL TUBE OVER FIBEROPTIC !

BRONCHOSCOPE WITH VIDEOLARYNGOSCOPE GUIDANCE (ET/FB
WITH VL GUIDANCE)

Ustalar Ozgen Z.S. (1), Bulcak V. (2), Sahillioglu E. (1), Seyyah 1. (2), Yiiksel B. (2) , Kilinc E. (1) , Erdemli O. (1)

(1) Anesthetist, University of Acibadem, Department of Anesthesiology and Reanimation, Istanbul, Turkey
(2)Anesthesia Technician, Acibadem Health Group, Istanbul, Turkey

INTRODUCTION: CASE3:

Difficult intubation is no more ‘difficult’ when proper  Twenty-eight years old, female, 75kg body weight, had
modalities like fiberoptic instruments and been examined as Mallampati IV preoperatively. After
videolaryngoscopies had been used whenever possible induction with propofol 3mg/kg and remifentanil 1
with the help of experienced hands. In this case report  mic/kg i.v., she had been preoxygenated and

four cases of ‘difficult’ intubations performed with entubation had been attempted through
videolaryngoscopy and fiberoptic laryngoscopy had videolaryngoscopy however, although porper guides
been discussed. had been inserted ET could not be advanced. She had

i been entubated through ET over FB though
CASEL: videolaryngoscopy guidance with ET no 7.0. She had
Five years old, male, 18 kg body weight child with a been extubated at the conclusion of the surgery with
limited mouth opening had been scheduled for an an exchange catheter.

syndactyly operation. Forseeing that he could have
difficult airway, laryngeal airways (LMA) no 2 and 2.5, ~ CASE4:

endotracheal tubes (ET) 4.0, 4.5, guides, Six months old, 8 kg, infant with sever facial anomalies,
videolaryngoscopy and fiberoptic instruments had been g nose, and hydrocephalus had been scheduled for
prepared. Anesthesia induction had been done by ventriculoperitponeal shunt operation and had been
administration of intravenous (i.v.) propofol 2.5 mg/kg,  entubated with ET over FB with VL visualization by two
fentanyl 3 mic/kg, and muscle relaxation had been experienced anesthetists

achieved by rocuronium 0.6 mg/kg i.v. After

preoxygenation with mask, oxygen 6 L/min, fiberoptic ~ CONCLUSION:

bronchoscope (FB) had been advanced through the

limited mouth opening, however larynx could not be Asin these cases, the methods which the anesthetist is
identified. The FB had been taken out in order to re- experienced with can be combinated and the
oxygenate the patient. v pe with the of the difficult intubation methods can be
pediatric blade had been inserted, larynx had been used together to facilitate the operation. Fiberoptic and
visualized, however the ET could not be advanced. ET  Video laryngoscope methods may increase the chance
had been placed over the FB, and with the help of of success when used together.

videolaryngoscope, the larynx had been visualized and
through the F8, the ET had been advanced through the
vocal cords. Endotracheal intubation had been
accomplished with ET no 4.5 and verified by
auscultation and end tidal carbondioxide
monitorization. At the conclusion of the surgery, as
soon as efficient spontaneous respiration of the child (7
mi/kg) had been monitored, he had been extubated
through exchange catheter.

CASE2:

Thirty-five years old, 95 kg, male patient, had been
evaluated as Mallampati Iil. Intubation had been
attempted first by FB, however since very big epiglottis
occluding the larynx, proper visualization could not be
achieved. Videolaryngoscope with high angled blade the
visualization had been achieved and ET over 8 had
been advanced and successful intubation had been

performed.

BLUE CODE CALLS furl

S.ERDOGAN, O.TOPBAS, A.BALCIK, H.DEMIR, C.AKSU, Y.GURKAN

KOCAELI UNIVERSITY MEDICAL FACULTY HOSPITAL
ANESTHESIOLOGY AND REANIMATION DEPARTMENT, KOCAELI, TURKEY

INTRODUCTION: : In our country, management

of in-hospital emergency situati and resp

personnels (Blue Code Team) are

responsibility of our clinic. In the frame of this’

responsibility, we

results.
Blue Code Calls
incorrect
Code
167
Correct
Code
647

under

METHOD: Blue code calls since 2013 are
investigated by our team. Age and sex of
patients, location, date, time of arrival of

blue code team, interventions, if CPR

needed or not, duration and result and
aimed to analyze this code method and its drugs are recorded.

incorrect Blue Code Calls

Non-

For

patient
108

N—"

FINDINGS: 814 blue code calls are found in these

years. 167 of these calls were reported as wrong

call. 35,32% (59) of false calls were result of use of & s6 53

wrong number or misuse of device without

patient. 64,68% (108) of false calls were result of

inappropriate evaluation of patient.

The most blue code call were from oncology

department 10,81% (88) than respectively general

surgery 847% (69), gastro-endoscopy unit

8,23%(67), chest diseases — chest surgery
department 7,66% (64), hematology 6,87% (56),
orthopedics department 6,51% (53), Hemodialysis

unit 6,51% (53).

Perioperative Hypothermia: _f -
Where are we now z

healthcare workers.

Aksu C, Kus A, Topbas O, Erdogan S, Giirkan Y. . S

KOCAELL, TURKEY

ELIUNIVERSITY MEDICAL FACULTY HOSPITAL

Objective: Perioperative hypothermia is a common problem in
anesthetized patients and an important risk factor for mortalty and
morbidity. In a previous study, perioperative hypothermia incidence was
found to be 45,7% in our clinic. Since then, many safety precautions have
been taken. Our aim was to identify the current incidence of hypothermia

in our operating theatres after the taken precautions in the last 5 years.

Methods: After obtaining the ethics committee approval and informed
patient consent, patients with operation times longer than 30 minutes
were included into this cross-sectional study for one-month period.
Demographical data, type and duration of surgeries, pre and
postoperative temperatures and if used, external waming systems and

temperature monitoring types were recorded.

Results: A total number of 793 patients were enrolied to the study (461
women and 332 men). Ages of patients varied from 1 month to 96 years
(mean 42:£22). Hypothemia incidence was calculated as 31,27% (248
patients). Sixy percent of our patients (475 patients) found 1o be reated
with a forced air warming system during perioperative period yet only 71
patients (9%) had temperature monitoring. There were 18 (2,2%) patients
who were hypothemic at the preoperative stage. Also 63 (7,94%) of the

patients were hypothermic at discharge to ward.

Discussion: Postoperative inadvertant hypothermia is may be the very
first known complication of anesthesia. Perioperafive hypothermia was
first described by Erst von Bibra and Emil Harlass in Edangen
(Germany) in the book Die Wirkung des Schwefeldthers in chemischer
und_ physiologischer Beziehung in the year 1847, only 1 year after

Table _1:D mographial dat
he © first successiul general anaesthesia was

[
performed by Thomasge(yeanGreen Morton in Boston. 424223

461332

272644
re (°C) 3664041

P «
AS 483725951

Many clinical studies have been done since then. Also there were many

nationalfintemational guidelines about preventing hypothermia.

Hypothermia incidence and ration of the warmed patients in our diinic
were found to be better than many studies in the iterture. But, in contrast

with this, temperature monitoring rate was found to be very low.

156/637
63730
1741619

Conclusion: Postoperative hypothermia is st standing as a problem to
Solve in our liic. But our resuts were better from many of the studies in
the literalure. Also, regarding to our previous resuls, It seems that we
took  few steps forward for preventing it We suggest that temperature
monitoring and patient warming should be a routine procedure during

anesthesia management.
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patient
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RESULTS: We think that detection of
cardiopulmonary arrest and emergency
call system should be introduced to all
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ALTECH SEPTIFLOW (Membranh Tek Hatlhi Solunum Devresi)

Dogal Isitma & Nemlendirme

Anestezi ve invaziv mekanik ventilasyon uygulamalarinda solunum cihazlarindan ¢ikan
inspiryum havasinin kuru ve soguk olmasinin hastanin havayollari ve akcigerleri Gzerinde
olumsuz bir etki yarattigi ve mukoza hasarina neden olup obstriiksiyon ve enfeksiyon
riskini arttirdigi bilinmekte olup literatUrlerde anestezi uygulamalarinda inspiryum havasinin
1sitilip nemlendirilmesinin gerekliligi vurgulanmaktadir.

Gelismis anestezi cihazlarinin inspirium ¢ikisinda hava isitma sistemlerinin
bulunmasi, havanin bir miktar isinmasini saglarken, ayni zamanda kurumasina da
neden olmaktadir. Single-limb Breathing Circuits kullanimi sirasinda, inspirium
havasinin anestezi cihazindan c¢ikip hastaya ulasana kadar olan siirede, sicaklik
kaybina ugramadigi, aksine istatistiksel olarak anlamli sicaklik artisinin oldugu, ayni
sekilde nem oranininda % 40 lardan % 60 oranlarina ylikseldigini tespit ettik.

1. TORAMAN F, USTALAROZGEN S, SAYIN J, BULCAK V, ERKEKE, OKTEN M, GULLU U, SENAY S,
KARABULUT H, ALHAN C TEK HATLI SOLUNUM DEVRELERI (SINGLE-LIMB BREATHING
CIRCUITS, LIMB-0) GERGEKTEN ETKIN MI ?

Altech Septiflow dizayninda ekspiryum ve inspiryum hatti ince bir membranla bir
birinden ayrilmis, tek hat iginde bulundugundan, ekspiriyum havasinin sicakligi ile
inspiryum havasi dogal olarak isitilip nemlendirilmektedir.

inspiryum
Kuru ve soguk hava

Ekspiryum
Sicak ve nemli hava

Isi Transferi

Altera Tibbi Malzeme Sanayi ve Ticaret A.$.

Anestezide Diisiik Akim

GUnumuz teknolojisinde anestezi cihazlarl gerek inhalasyon anestezikleri kullaniminda
ekonomi saglanmasi,atmosfer kirliliginin éntine gecilmesi, inspiryum havasinin dogal
olarak isitilip nemlendiriimesi icin dustik akim uygulamasi saglasa da konvansiyonel gift
hatli solunum devrelerinde inspiryum ve ekspiryum hatlarinda yogusma kaynakli olusan
kondensasyonun 6niine gecememektedir.

Altech Septiflow , inspiryum ve ekspiryum hatlarini ayiran ince membranin isi
transferi saglamasi ile diisiik akim anestezi uygulamalarinda dogal i1sitma ve
nemlendirme saglarken Altech patentli entegre inspiryum ve ekspiryum su tutucusu
sayesinde solunum cihazlarinda kondensasyon kaynakl problemleri énler.

Yurtdisi calismalarda disiik akim anestezide taz gaz akiminin 2L/dak’dan
0.5L/dak’ya disurilmesinin minimum 4.000 EU yillik kazang saglayabilecegi
belirtilmistir.

Ayrica solunum devresi icerisinden gecen entegre End Tidal CO2 6l¢giim hath Altech
Septiflow tek hatli solunum devresi diisiik akim anestezideki kapnografi
uygulamalarinda kolay ve glvenilir 6lciim imkani saglar.

Entegre CO2 Gaz Ornekleme
Hatti ve Ol¢iim Portu
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