ISSUE: 1

E-ISSN: 2791-7487 / f:‘ YEAR: 2022
i ) VOLUME: 2

INTERNATIONAL JOURNAL OF HEALTH
SCIENCES OF NORTHERN LIGHTS

IJOHSON




NORTHERN

D

INTERNATIONAL JOURNAL OF HEALTH SCIENCES OF NORTHERN LIGHTS | iunousumorteas

SCIENCES OF NORTHERN LIGHTS
{WOHSON)

INTERNATIONAL JOURNAL OF HEALTH SCIENCES OF NORTHERN LIGHTS

CILT: 2 SAYI: 1 (2022)
ISSN: 2791-7487

IMTIYAZ SAHIBI
Northern Lights Yayinlari

EDITOR
Doc. Dr. Dilek Atik, MD,

ALAN EDITORLERI

Prof. Dr. Mesut Sezikli, MD, Hitit Universitesi Tip Fakiiltesi Gastroenteroloji Bilim Dali, Corum
Dog. Dr. Hiilya ipek, MD, Hitit Universitesi Tip Fakiiltesi Cocuk Cerrahisi Anabilim Dali, Corum
Dog. Dr. Sinan Inci, MD, Aksaray Universitesi Kardiyoloji Anabilim Dali, Aksaray

Dog. Dr. Funda Cetinkaya, Aksaray Universitesi Saglik Bilimleri Fakiiltesi Hemsirelik Baliimii Cerrahi
Hastaliklari Hemsireligi Anabilim Dali, Aksaray.

Dog. Dr. Mustafa Celik, MD, Necmettin Erbakan Universitesi Kardiyoloji Anabilim Dali, Konya

Dog. Dr. Ali Kocabas, MD, Saglik Bilimleri Universitesi Kanuni Sultan Silleyman EAH, Genel Cerrahi
Anabilim Dali, istanbul

Dog. Dr. Coskun Oztekin, MD, Hitit Universitesi Tip Fakiiltesi Aile Hekimligi Anabilim Dali, Corum
Dog. Dr. Kamil Kokulu, MD, Aksaray Universitesi Tip Fakiiltesi, Acil Tip Anabilim Dali, Aksaray

Dog. Dr. Murat Giil, MD, Aksaray Universitesi Kardiyoloji Anabilim Dali, Aksaray

Dog. Dr. Hiiseyin Mutlu, MD, Aksaray Universitesi Acil Tip ABD, Aksaray

Dog. Dr. Murat Giil, MD, Selguk Universitesi Tip Fakiiltesi, Uroloji Anabilim Dali, Konya

Dog. Dr. Nurdogan Ata, MD, KTO Karatay Universitesi Tip Fakiiltesi KBB ABD, Konya

Dog. Dr. Abdulhalim Serden Ay, MD, KTO Karatay Universitesi Genel Cerrahi Ana Bilim Dali, Konya

Dog. Dr. Nisa Cetin Kargin, MD, Konya Numune Hastanesi, Aile Hekimligi Klinigi Ve Fonksiyonel Tip
Merkezi, Konya

Dog. Dr. Siileyman Kargin, MD, Konya Sehir Hastanesi Genel Cerrahi Klinigi, Konya
Dog. Dr. ishak San, MD, Acil Tip Uzmani Saglik Bilimleri Universitesi, Ankara
Dog. Dr. Ahmet Yardim, MD, Aksaray Universitesi Tip Fakiiltesi Beyin ve Sinir Cerrahisi ABD, Aksaray

Dog. Dr. Sinan Demircioglu, MD, Necmettin Erbakan Universitesi, Meram Tip Fakiiltesi Hematoloji Bilim
Dali, Konya

Dog. Dr. Arzu Yuksel, Aksaray Universitesi, Saglik Bilimleri Fakiiltesi, Hemsirelik Bolim, Ruh Saghgi
Hemsireligi ABD, Aksaray

Dog. Dr. Dilek Atik, MD, Karamanoglu Mehmetbey Universitesi, Tip Fakiiltesi, Karaman

Dog. Dr. Ahmet Dursun, MD, Karamanoglu Mehmetbey Universitesi, Tip Fakdiltesi, Karaman

Dr. Ogr. Uyesi Hilal Boyaci, MD, Hitit Universitesi Tip Fakiiltesi Gégls Hastaliklari Anabilim Dali,




o
D
INTERNATIONAL JOURNAL OF HEALTH SCIENCES OF NORTHERN LIGHTS | o JOLRN,.L OFHEALTH

SCIENCES OF NORTHERN LIGHTS
[WOHSON)

Corum

e Dr. Ogr. Uyesi Ozgiir Kogak, MD, Hitit Universitesi Tip Fakiiltesi, Kadin Hastaliklari ve Dogum Anabilim
Dali, Corum

e Dr. Ogr. Uyesi Zekiye Soykan Sert, MD, Aksaray Universitesi Tip Fakiiltesi Kadin Hastaliklari Ve
Dogum, Anabilim Dali, Aksaray

e Dr. Ogr. Uyesi Eyiip Sari, MD, Saglik Bilimleri Universitesi, Ankara

e Dr. Ogr. Uyesi Merve Bacanak Saygi, PhD, Marmara Universitesi, Saglik Hizmetleri Meslek
Yiksekokulu, Tibbi Hizmetler Ve Teknikler Bolimd, Istanbul

e Dr. Ogr. Uyesi Fulya Kése, MD, Karamanoglu Mehmetbey Universitesi, Tip Fakiiltesi, Karaman

e Dr. (")gr. Uyesi Hatice Seyma Akga, MD, Karamanoglu Mehmetbey Universitesi, Tip Fakiiltesi, Karaman
e Dr. Ogr. Uyesi H. Merve Akca, MD, Karamanoglu Mehmetbey Universitesi, Tip Fakiiltesi, Karaman

e Uzm. Dr. Ramiz Yazici, MD, Corum Egitim ve Arastirma Hastanesi, Corum

e Uzm. Dr. Bensu Bulut, MD, Acil Tip Uzmani, Tokat Zile Devlet Hastanesi, Tokat

e  Uzm. Dr. Ramazan Unal, MD, Edremit Devlet Hastanesi, Balikesir
e Uzm. Dr. Guler Tepe, MD, Antalya Egitim ve Arastirma Hastanesi, Antalya
e Uzm. Dr. Nuray Kilig, MD, Manisa Alasehir Devlet Hastanesi, Manisa

e Vet. Hek. Aysen Sultan BlyUkyagci, AYVET, Karaman

ISTATISTIK EDITORU
Dog. Dr. Atilla Atik, PhD.

INGILIZCE DiL EDITORU
Ipek Corumlu

MIiZANPAJ VE GRAFIK TASARIM

Platanus Yayin Grubu

https://kuzeyisiklari.net/ijohson-1 adresinden dergiye iligskin bilgilere ve makalelerin tam metnine Ucretsiz
ulasilabilir.

INTERNATIONAL JOURNAL OF HEALTH SCIENCES OF NORTHERN LIGHTS (IJOHSON); tip, dis
hekimligi, eczacilik, hemsirelik, veteriner ve diger saglik bilimleri alanlarinda, orijinal makale, derleme, olgu
sunumu ve editére mektuplar yayinlayan; hakemli, bilimsel, akademik, acik erisimli bir dergidir. Yilda 3 sayi
(Nisan, Adustos, Aralik) olarak yayinlanmaktadir. Gerekli durumlarda 6zel ya da ek sayilar da yayinlanabilir.

Ulusal ve Uluslararasi indekslerde ve veritabanlarinda taranmaktadir.

Yaygin sureli yayin.

YAZISMA ADRESI /| CORRESPONDENCE ADDRESS

Kuzey Isiklari / Northern Lights Yayinlari
Natoyolu Caddesi Fahri Korutlirk Mahallesi 157/B, Mamak, Ankara, Turkiye

E-mail: kitap@kuzeyisiklari.net Telefon/Phone: (+90) 312 390 1 118 Whatsapp: (+90) 0552 814 15 84



https://kuzeyisiklari.net/ijohson-1
mailto:kitap@kuzeyisiklari.net

NORTHERN

INTERNATIONAL JOURNAL OF HEALTH SCIENCES OF NORTHERN LIGHTS | iunousumorteas

N\
N
!)
SCIENCES OF NORTHERN LIGHTS
{WOHSON)

DANISMA KURULU*/ ADVISORY BOARD

Prof. Dr. Mesut Sezikli, MD, Hitit Universitesi Tip Fakiiltesi Gastroenteroloji Bilim Dali, Corum
Dog. Dr. Hiilya ipek, MD, Hitit Universitesi Tip Fakiiltesi Cocuk Cerrahisi Anabilim Dali, Corum
Dog. Dr. Sinan inci, MD, Aksaray Universitesi Kardiyoloji Anabilim Dali, Aksaray

Dog. Dr. Funda Cetinkaya, Aksaray Universitesi Saglik Bilimleri Fakiltesi Hemsirelik Blim{ Cerrahi
Hastaliklari Hemsireligi Anabilim Dali, Aksaray.

Dog. Dr. Mustafa Celik, MD, Necmettin Erbakan Universitesi Kardiyoloji Anabilim Dali, Konya

Dog. Dr. Ali Kocabas, MD, Saglik Bilimleri Universitesi Kanuni Sultan Siileyman EAH, Genel Cerrahi
Anabilim Dali, Istanbul

Dog. Dr. Coskun Oztekin, MD, Hitit Universitesi Tip Fakiiltesi Aile Hekimligi Anabilim Dali, Corum
Dog. Dr. Kamil Kokulu, MD, Aksaray Universitesi Tip Fakiiltesi, Acil Tip Anabilim Dali, Aksaray

Dog. Dr. Murat Giil, MD, Aksaray Universitesi Kardiyoloji Anabilim Dali, Aksaray

Dog. Dr. Hiiseyin Mutlu, MD, Aksaray Universitesi Acil Tip ABD, Aksaray

Dog. Dr. Murat Giil, MD, Selguk Universitesi Tip Fakiiltesi, Uroloji Anabilim Dali, Konya

Dog. Dr. Nurdogan Ata, MD, KTO Karatay Universitesi Tip Fakiiltesi KBB ABD, Konya

Dog. Dr. Abdulhalim Serden Ay, MD, KTO Karatay Universitesi Genel Cerrahi Ana Bilim Dali, Konya

Dog. Dr. Nisa Cetin Kargin, MD, Konya Numune Hastanesi, Aile Hekimligi Klinigi Ve Fonksiyonel Tip
Merkezi, Konya

Dog. Dr. Sileyman Kargin, MD, Konya Sehir Hastanesi Genel Cerrahi Klinigi, Konya
Dog. Dr. ishak San, MD, Acil Tip Uzmani Saglik Bilimleri Universitesi, Ankara

Dog. Dr. Ahmet Yardim, MD, Aksaray Universitesi Tip Fakiltesi Beyin ve Sinir Cerrahisi ABD,
Aksaray

Dog. Dr. Sinan Demircioglu, MD, Necmettin Erbakan Universitesi, Meram Tip Fakiiltesi Hematoloji
Bilim Dali, Konya

Dog. Dr. Arzu Yiiksel, Aksaray Universitesi, Saglik Bilimleri Fakiiltesi, Hemsirelik Bélimi, Ruh
Saghgi Hemsireligi ABD, Aksaray

Dr. Ogr. Uyesi Hilal Boyaci, MD, Hitit Universitesi Tip Fakiiltesi Gégls Hastaliklari Anabilim Dall,
Corum

Dr. Ogr. Uyesi Ozgiir Kogak, MD, Hitit Universitesi Tip Fakiiltesi, Kadin Hastaliklari ve Dogum
Anabilim Dali, Corum

Dr. Ogr. Uyesi Zekiye Soykan Sert, MD, Aksaray Universitesi Tip Fakiiltesi Kadin Hastaliklari Ve
Dogum, Anabilim Dali, Aksaray

Dr. Ogr. Uyesi Eyiip Sari, MD, Saglik Bilimleri Universitesi, Ankara
Uz. Dr. Bensu Bulut, MD, Acil Tip Uzmani, Tokat Zile Devlet Hastanesi, Tokat



o
D
INTERNATIONAL JOURNAL OF HEALTH SCIENCES OF NORTHERN LIGHTS | o JOFURN,.L OFHEALTH

SCIENCES OF NORTHERN LIGHTS
[WOHSON)

Northern Lights Yayinlari, INTERNATIONAL JOURNAL OF HEALTH SCIENCES OF NORTHERN LIGHTS yayinlarinda varilan
sonuglar veya fikirlerin sorumlulugunu tagsimamaktadir. Yayinevinin, bu yayinda ileri surtlen bilgi, alet, Griin ya da islevlerin dogrulugu,
butinligu, uygunlugu ve kullanilirh@r konusunda bir yiklenimi ve iddiasi bulunmamaktadir. Bu sebeple herhangi bir nedenle sorumiu

tutulamaz.

Bu yayinin herhangi bir kismi INTERNATIONAL JOURNAL OF HEALTH SCIENCES OF NORTHERN LIGHTS Editérlugid’niin yazili izni
olmadikga kaynak gosterilmeden yayinlanamaz, bilgi saklama sistemine alinamaz veya elektronik, mekanik vb sistemlerle ¢ogaltilamaz.

INTERNATIONAL JOURNAL OF HEALTH SCIENCES OF NORTHERN LIGHTS Dergisi'nin sahibi Northern Lights Yayinevidir.
Yayimlanmak tzere gonderilen yazilar iade edilemez ve yayinlanan yazilar igin telif hakki 6denmez.
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CAN HIGH-DOSE DRUG INTAKE BE PREDICTED?

Hatice Seyma Akea'”, Dilek Atik}, F ulya Kose'

Department of Emergency Medicine, Karamanoglu Mehmetbey University, Karaman
*Corresponding author

Dear editor,

In the approach to suicidal intoxications, we encounter many problems such as not being able to
obtain sufficient information about the patient's complaints, the uncertainty of the level of medi-
cation taken, patient non-compliance, and the patient's refusal to accept the treatment. It is also
difficult to make the decision of service or intensive care follow-up.

Article named ‘The Files of Patients Who Were Diagnosed with Drug Intoxication, Research
Laboratory Analysis’ was stated that NSAID and paracetamol intoxication were seen at the hig-
hest rate. However, low-dose and high-dose intakes of both paracetamol and SSRI did not make
a statistically significant difference in blood parameters (1). In the retrospective study of Akbas
et al., the rate of psychiatry drug intake was 30.8%, while the rate of patients taking analgesics
and antibiotics was 35.5% (2). Glucose values and similar to the study of Saridas et al. (1), PH
was not found to be statistically significant between the two groups (2). Serious arrhythmias we-
re observed in 37.3% of the patients with digoxin elevation (3). Different side effects and toxic
symptoms may occur in different patient groups, independent of the dose taken. In a study con-
ducted with 28 pregnant patients who presented with suicidal drug intoxication, symptoms such
as preterm birth, preeclampsia, and fetal distress occurred in 13 of the patients (4).

On the other hand, it is known that many acute intoxication cases are related to suicidal ideation.
We think that it is necessary to consider that psychiatric diseases or the level of drug intake differ
from person to person. In the study in which pH and glucose levels were examined, it was obser-
ved that the rate of those without psychiatric disease was 31.1% (2). In addition to having a di-
agnosed psychiatric illness, a diagnosis of psychiatric illness can be made during the period of
drug intoxication in suicidal drug intoxications, and patients are likely to reapply. In a study
examining cases of suicidal intoxication, only 20% of patients who were considered for psychiat-
ric hospitalization had a previous diagnosis of psychiatric disease. In addition, 3.3% of the entire
patient population re-admitted to the hospital (5). Although the drug levels that can be detected
in the blood or urine are limited (6), it is important to evaluate the drug level in the blood, if pos-
sible, especially in serious drug intakes, and to facilitate multidrug toxic drug levels, especially
in emergency services.




IJOHSON, 2022; 2(1):1-2 Can High-Dose Drug Intake be Predicted?
Akga et al.
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SPEECH IMPAIRMENT AND UNDETECTED ISCHEMIA
Hatice Seyma Akgal*, Fulya Késel, Dilek Atik*

"Department of Emergency Medicine, Karamanoglu Mehmetbey University, Karaman
*Corresponding author

ABSTRACT

It was aimed to present a patient who applied to the emergency department with speech impair-
ment and clouding of consciousness, and whose clinical findings improved within 3 days and no
vascular occlusion could be detected, and to show that a clinic resembling a transient ischemic
attack can only be based on clinical findings.

A 65-year-old female patient was brought to the emergency department due to gibberish, weak-
ness, and confusion. The general condition was moderate, and the patient's glaskow coma scale
was 12, with blurred consciousness. The patient was found to be disorientated. Brain computed
tomography, diffusion MRI, and contrast-enhanced carotid vertebral artery brain CT angiog-
raphy were found to be normal. The patient was admitted to the neurology service for follow-up
with the suspicion of trans ischemic attack. 300 mg of acetylsalicylic acid 1x1 p.o. and intrave-
nous saline was started. Neurological findings of the patient, who was followed up for 3 days,
improved. It was detected as GCS:15. He was discharged with recommendations.

We think that our case report will contribute to the literature, since transient ischemic attacks
usually return to normal findings within 24 hours of diagnosis and may be accompanied by fin-
dings such as plaque or vascular occlusion.

Keywords: Trans Ischemic Attack, Confusion, Cerebrovascular Disease.
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INTRODUCTION

Transient ischemic attack is focal cerebral function loss that usually affects a single vessel. Ce-
rebral functions generally improve within 24 hours (1). The causes of stroke and transient ische-
mic attack are known as hypertension, hyperlipidemia, diabetes mellitus, smoking, and sedentary
life (2). In our case report, it was aimed to present a patient who applied to the emergency de-
partment with speech impairment and clouding of consciousness, and whose clinical findings
improved within 3 days and no vascular occlusion could be detected, and to show that a clinic
resembling a transient ischemic attack can only be based on clinical findings.

CASE REPORT

A 65-year-old female patient was brought to the emergency department due to gibberish, weak-
ness, and confusion. The patient had no fever, seizure history, or history of Covid-19. PCR test
was also negative. The blood sugar of the patient with a history of diabetes mellitus was 100
mg/dl. We were informed by the relatives of the patients that the blood sugar measured at home
was within normal limits. The general condition was moderate, and the patient's glaskow coma
scale was 12, with blurred consciousness. The patient was found to be disorientated. There were
no conversion-like symptoms. Fever, respiratory rate, and pulse were normal. TA:170/90mmHg.
In laboratory tests, WBC:7.41 K/uL, hemoglobin:11.5 g/dl, hematocrit: 36%, platelet:336 K/uL,
INR:1.02, glucose: 100 mg/dl, urea:37 mg/dl, creatinine: 0.7 mg /dl, AST, ALT, sodium and
potassium levels were within normal limits. Hemoglobin Alc levels were normal and hepatitis
markers were negative. Brain computed tomography, diffusion MRI, and contrast-enhanced ca-
rotid vertebral artery brain CT angiography were found to be normal. Ejection fraction was 60%
on echocardiography. The patient was admitted to the neurology service for follow-up with the
suspicion of trans ischemic attack. 300 mg of acetylsalicylic acid 1x1 p.o. and intravenous saline
was started. Neurological findings of the patient, who was followed up for 3 days, improved. It
was detected as GCS:15. He was discharged with recommendations.

DISCUSSION

Although no metabolic or ischemic pathology was detected, our patient developed temporary
neurological examination findings. Although the clinical condition partially improved in the first
24 hours, completely normal clinical findings were reached on the 3rd day. Diagnosis of ische-
mic stroke and trans ischemic stroke should be made early as thrombolytic therapy should be
done within 4.5 hours. In a study comparing the year in which tele-stroke systems were used and
the year in which tele-stroke systems were not used, discharge from the hospital increased in the
first 24 hours and mortality decreased in the tele-stroke group (3). Although no pathology was
observed in brain CT and diffusion MRI in our patient, consultation with neurology was provi-
ded within 1 hour. While many studies have found that male gender is more risky in terms of
both ischemic stroke and transient ischemic attack (4,5). This ratio is equalized in later ages. In a
study by Soyudogru et al. in which they evaluated patients with ischemic stroke and transient
ischemic attack, they found that most of their patients were between the ages of 65-75 and that
the most common complaint was speech impairment. In the same study, the majority of patients
with transient ischemic attack were men, and atrial fibrillation was detected at a rate of app-
roximately 37% on electrocardiography (6).

e
4
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In another study, atrial fibrillation rate was found to be high in patients with recurrent transient
ischemic stroke or ischemic stroke, and no significant increase was observed in the rate of newly
diagnosed atrial fibrillation (7). Our patient was a 65-year-old female patient, who came with the
complaint of speech impairment and there was no atrial fibrillation in the EKG. Bulut et al. fo-
und that lacunar infarction was more common on CT in transient ischemic attack patients with
irregular plaque detected by carotid artery Doppler ultrasonography (8). No pathological findings
were observed in our patient's brain CT, diffusion MRI, and contrast-enhanced carotid vertebral
artery brain CT angiography. We think that our case report will contribute to the literature, since
transient ischemic attacks usually return to normal findings within 24 hours of diagnosis and
may be accompanied by findings such as plaque or vascular occlusion.
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RHABDOMYOLYSIS AND ACUTE RENAL FAILURE DUE
TO GABAPENTINE USE; CASE REPORT

Dilek Atik'", Nuray Kilig?, Fulya Kose®, Hatice Seyma Akga®, Yasin Karaman®

"Department of Emergency Medicine, Karamanoglu Mehmetbey University, Karaman
“Department of Emergency Medicine Manisa Alasehir Hospital, Manisa
*Corresponding author

ABSTRACT

Gabapentin is an anticonvulsion drug and is used especially in diseases with neuropathic pain.
The side effects of gabapentin, whose usage areas are expanding, are pain, drowsiness, fatigue,
headache, and muscle twitching are among the most common symptoms.

A 31-year-old male patient was admitted to the emergency service after complaining of pain in
all muscles and joint pain for 2 days. The patient with a previous cervical disc herniation was
treated with 600 mg gabapentin every 12 hours for 3 days. The patient was conscious, cooperati-
ve and oriented well. Respiratory system examination; It was normal. No additional pathology
was detected in his neurological and other system examinations. In the blood and urine analysis
of the patient; Blood: glucose: 111mg/dl; AST: 201U/I; ALT: 65 1U/I; bilirubin: 0.8mg/dl; LDH:
2520 U/I; C-reactive protein: 258; CK: 14911 U/l; CKMB: 60.1; creatinine: 7.46 mg/dl; urea:
165mg/dl; Na: 140 mmol/1; K: 3.4 mmol/l; Ca: 5.5mg/dl; pH 7.35; bicarbonate: 19 mmol/I.
Hydration and Ca infusion of the patient was started. Forced diuresis was started. Hydration was
planned for the patient because the patient had a tendency to decrease in urea and creatinine, had
urination and did not have acidosis in blood gas.

In conclusion, we can conclude that gabapentin can cause myotoxicity, rhabdomyolysis and re-
nal failure even in patients with previously normal renal function, even at therapeutic doses. For
this reason, we should pay special attention to the drug dosage, concurrently the patient's lifesty-
le, the drugs he uses and the patient's comorbidities.

Keywords: Gabapentin, Rhabdomyolysis, Renal failure.
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INTRODUCTION

Gabapentin is an anticonvulsion drug and is used especially in diseases with neuropathic
pain(1). The side effects of gabapentin, whose usage areas are expanding, are pain, drowsiness,
fatigue, headache, and muscle twitching are among the most common symptoms (2,3). However,
rhabdomyolysis and renal dysfunction may develop among the side effects of the drug (4).

To raise awareness of the importance of monitoring creatine kinase (Ck) and renal function pa-
nels and the importance of being vigilant for side effects with each use of this drug, we describe
a new case of gabapentin-induced rhabdomyolysis and acute renal failure.

CASE REPORT

A 31-year-old male patient was admitted to the emergency service after complaining of pain in
all muscles and joint pain for 2 days. The patient with a previous cervical disc herniation was
treated with 600 mg gabapentin every 12 hours for 3 days. Alcohol use continued during the tre-
atment. According to the anamnesis taken from the patient, there was no additional drug used,
except for smoking and alcohol use. The patient had no known previous nephrological or urolo-
gical history. Laboratory tests were performed in the clinic during the tests performed at the hos-
pital fifteen days ago. The tests performed showed that the kidney function was normal (creatini-
ne 0.8mg/dl, urea 27mg/dl, and there was no pathological finding in the urine examination.

In his physical examination, the general condition was good, his fever was not, and his low blood
pressure was 120/70. The patient was conscious, cooperative and oriented well. Respiratory sys-
tem examination; It was normal. No additional pathology was detected in his neurological and
other system examinations. In the blood and urine analysis of the patient; Blood: glucose:
111mg/dl; AST: 201U/1; ALT: 65 1U/I; bilirubin: 0.8mg/dl; LDH: 2520 U/I; C-reactive protein:
258; CK: 14911 U/l; CKMB: 60.1; creatinine: 7.46 mg/dl; urea: 165mg/dl; Na: 140 mmol/1; K:
3.4 mmol/1; Ca: 5.5mg/dl; pH 7.35; bicarbonate: 19 mmol/l. Urine specific gravity 1006; pH 6;
proteins +3; glucose +1; ketone bodies: -; leukocytes 4; erythrocytes were 35/ul.bld:+3.

In the patient's non-contrast abdominal tomography, both kidneys were in normal localization
and size. No dilatation or stone was detected in the bilateral renal collecting system. Cystic lesi-
ons were present in both kidneys and there was no ureteral enlargement. Hydration and Ca infu-
sion of the patient was started. Forced diuresis was started. Hydration was planned for the patient
because the patient had a tendency to decrease in urea and creatinine, had urination and did not
have acidosis in blood gas. Dialysis was not planned in the first place.

DISCUSSION

Rhabdomyolysis is a condition characterized by muscle necrosis and subsequent release of elect-
rolytes, myoglobin, and other sarcoplasmic proteins (AST, ALT, CPK, and LDH) from the
muscle cell into the circulation.
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Gabapentin toxicity and side effects have been reported, especially among nephrologists and in
the literature, such as myoclonic twitches, myopathy, neurotoxicity, etc., especially in dialysis
patients. has been fully defined (5,6). Rhabdomyolysis associated with acute renal failure is a
rare side effect, but has been described in previous cases (1,7).

The etiology of rhabdomyolysis varies greatly. The most common causes are trauma, intense
physical exercise, infections and drugs such as statins, fibrates, neuroleptics, colchicine and pro-
ton pump inhibitors, as well as rhabdyolysis with addictive substances such as cocaine
(8,9,10,11).

In conclusion, we can conclude that gabapentin can cause myotoxicity, rhabdomyolysis and re-
nal failure even in patients with previously normal renal function, even at therapeutic doses. For
this reason, we should pay special attention to the drug dosage, concurrently the patient's lifesty-
le, the drugs he uses and the patient's comorbidities.
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OZET

Siyalolitiazis tiikriik bezi kanalinda tiikiiriik akisinin durmasi sonucu kalsiyum karbonat ve kalsi-
yum fosfat taginin (siyalotit)olusmasidir. Agri, sislik ve hassasiyet belirtileri parotitit taklit edebi-
lir. Siyalolitiazis parotitten daha siklikla ayiran tipik bulgu olarak tek taraflidir.

37 Yasinda erkek hasta acil servise ¢enede sislik sikayeti ile basvuruyor. Hastanin alinan anam-
nezinde hasta nar yerken birden dislerinde bir kamasma hissi oldugu ardinda birden ¢enesinin tek
tarafli sistigi bilgisi 6grenildi. Hastanin bakilan labaratuvar sonuglarinda Wbc:10.12 K/uL Hb:15
g/dL P1t:230 K/uL CRP:18,9 mg/LL Amilaz:1029 U/L Lipaz: 39.9 U/L, iire: 27 mg/dL krea-
tin:0.99 mg/dL idi. Parotit tipik olarak ¢ene bolgesinin tutulumu ile karakterizedir. Viral parotit,
diger tiikiiriik bezle-rini kapsayabilir. Baz1 hastalarda g6giis duvarina kadar uzanabilen yumusak
dokular1 kapsayan yiiz sigmesine neden olabilir. Hastalarda agizda salivasyon artigina sebep ola-
cak seylerden sonra parotit ve siyaladenitis tasi tikaniklar1 olusabilmektedir.

Bu vakay1 takdim etmekteki amacimiz hastanin yemek yerken aniden ¢enesinde sislik olugmasi
tizerine acil servise bagvurmasi idi. Bu tiir ani sislik olaylarinda hastalarin allerjik reaksiyonlarla
karisabilecegi unutulmamali ve hastalarin anamnezleri ayrintili alinarak dikkatli muayene edil-
meliler.

Keywords: Siyalolitiazis, Parotit, Allerjik reaksiyon.
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GIRIS

Siyalolitiazis tiikriik bezi kanalinda tiikiiriik akiginin durmasi sonucu kalsiyum karbonat ve kalsi-
yum fosfat tasinin (siyalotit)olusmasidir. Herhangi bir yas grubunda ortaya cikabilir, ancak sik-
likla 3. ve 6. Dekatlar arasindaki erkek hastalarda belirti gosterir. Siyalolitiazis vakalarinin %80
‘den fazlasi sublingual bezde olusur ve geri kalanlarin ¢ogu parotid bezinde meydana gelir.
Submandibular siyalolitiazis, daha viskoz olan salgilar1 ve yukartya dogru ¢ikan kanali nedeniyle
en sik submandibular kanalda (wharton kanal1) meydana gelir. Agr, sislik ve hassasiyet belirtile-
ri parotitit taklit edebilir. Parotiti siyalolitiazisten ayirt etmek gii¢ olabilir ve bu iki durum birlikte
de goriilebilir. Bununla birlikte, siyalolitiaziste goriilen agr1 ve sisme yemekle artar ve yemek
yerken dakikalar i¢inde ortaya ¢ikar. Siyalolitiazis parotitten daha siklikla ayiran tipik bulgu ola-
rak tek taraflidir.

Tiim tiikiiriik bezlerinin iltihabi durumu degerlendirildiginde inflamatuar siiregten en yaygin ola-
rak etkilenen parotis bezidir. Parotis bezi enfeksiyonlar1 akuttan siddetliye kadar degisen infla-
matuar sliregleri vardir. Parotitin bakteriyel ve viral bircok nedeni vardir. Parotit tanist konulup
ampirik antimikrobiyal tedavisinin baslanmas1 6nemlidir (1,2,3.,4,5).

VAKA SUNUMU

37 Yasinda erkek hasta acil servise ¢cenede sislik sikayeti ile bagvuruyor. Hastanin alinan anam-
nezinde hasta nar yerken birden dislerinde bir kamasma hissi oldugu ardinda birden ¢enesinin tek
tarafli sistigi bilgisi 6grenildi. Daha 6nce benzer bir sikayeti olmadigi ilk kez bdyle biri durumla
karsilastig1 6grenildi. Travma Oykiisii yoktu. Hastanin bilinen HT hastaligi mevcut. Hasta allerji
ve anaflaksi agisindan hizla degerlendirildi. Yapilan fizik muayenede Ates:36.0 Nb: 77 \dk Ta:
169\98 mmHg SpO2 %95 hastanin sag anulus mandibularise yakin sislik mevcuttu. Kizariklik
yok, 1s1 artis1 yok, minimal hassasiyeti mevcuttu ve sertti. Agiz i¢inde ise tiikiiriikk kanallarinin
bulundugu bolgeler dogal ve orafarenks normal, uvula 6demi yoktu. Solunum sesleri dogal, batin
rahat, norolojik muayene dogal idi. Ciltte ise herhangi bir baska yerde kizariklik sislik kabariklik
veya farkli bir dokiintii bulunmamakta idi. Hastanin bakilan labaratuvar sonuglarinda Wbc:10.12
K/L Hb:15 g/dL PIt:230 K/uL CRP:18,9 mg/L. Amilaz:1029 U/L Lipaz: 39.9 U/L, iire: 27
mg/dL kreatin:0.99 mg/dL idi. Hastaya mandibula siniis(waters)grafisi ¢ekildi Siyaladenit tasi
tespit edilmedi. Kulak Burun Bogaz ile konsullte edildi. Hastaya ampirik antibiyoterapi ve nons-
teroid antiinflamatuar diizenlenerek hasta taburcu edildi.

TARTISMA

Parotit tipik olarak ¢ene bolgesinin tutulumu ile karakterizedir. Viral parotit, diger tiikiiriik bezle-
rini kapsayabilir. Bazi hastalarda gogiis duvaria kadar uzanabilen yumusak dokular1 kapsayan
yiiz sismesine neden olabilir.

Akut siiptiratif parotit, yanagin ¢ene agisina kadar uzanan sert, sicak, eritematoz sekilde sismesi
ve ani baslangici ile karakterizedir. Bakteriyel parotit genellikle tek taraflidir; bez siser ve asir
derecede hassaslasir ve hastalar siklikla belirgin ates ve 16kositoz ile birlikte toksemi gosterirler.
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Parotis kanalinin agz1 kirmizidir ve eksiidatif tarzda irin goriilebilir. Parotis kanalina hafif bir
basing uygulayarak enfekte sivi disari ¢ikist gozlenebilir. Bezin yogun fibroz kapsiilii nedeniyle,
irin siipiirasyonun erken evresinde nadiren ekstraoral olarak isaret eder(6). Bizim vakamiz ¢ok
akut sathada geldigi i¢in ne tiikiiriik kanallarinin agiz i¢ine acilan boliimlerinde bir kizariklik ne
de siipiiratif gelen s1vi mevcuttu. Ancak amilazin izole yiiksekligi sislik ve sertlik hastaya parotit
tanis1 koymamizi sagladi. Hastalarda agizda salivasyon artigina sebep olacak seylerden sonra
parotit ve siyaladenitis tas1 tikaniklar1 olusabilmektedir. Bu vakayi takdim etmekteki amacimiz
hastanin yemek yerken aniden ¢enesinde sislik olusmasi {izerine acil servise bagvurmasi idi. Bu
tiir ani sislik olaylarinda hastalarin allerjik reaksiyonlarla karisabilecegi unutulmamali ve hasta-
larin anamnezleri ayrintili alinarak dikkatli muayene edilmeliler.
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OZET

Perferik damar yaralanmalari acil miidahale gerektiren 6nemli bir saglik sorunu olup tilkemizde hizla
artmaktadir. Periferik damar yaralanmalarinda hasta hayati ve ekstremitenin kurtarilabilmesi ig¢in
erken tan1 ve acil miidahalenin 6nemi biiyiiktiir.

57 yasinda erkek hasta delici kesici alet yaralanmasi sonucu 112 ile acil servisimize getirildi. Hasta
GKS: 14 Ates: 36.0 Nabiz: 90, Kan basinci: 130/80 SPO2 %93 olarak geldi. Sol alt extremitede diz-
den medial kisminda yaklagik 5-10 cm kadar yukarida 1 adet 1-2 cm genisliginde diizgiin sinirh lase-
rasyon mevcuttu. Hastaya bilateral alt extremite bilgisayarli tomaografi (BT) anjiografi ¢ekildi. Bt
anjiografi de sag femoral arter yaralanmasi tespit edildi. Hastanin ilk gelis GKS 14 olup, hizli bir
sekilde GKS 10 gerileyerek hemorajik sok tablosuna giren hasta acil miidahaleleri yapildiktan sonra
operasyona ¢ikarildi. Hemorajik sok hayati1 tehdit eden ve sagkalim icin acil tibbi tedavi gerektiren
acil bir klinik durumdur. Hemorajik sokun temelde 4 evresi vardir. Total kan voliimiiniin %15’inden
azinin kaybi (750 ml’ye kadar) neticesinde 1.evre, %15-30’u (750- 1500 ml) kaybedilince 2.evre,
%30-401 (1500-200 ml) kayb1 neticesinde 3.evre ve %40 lizeri kayipla 6liim s6z konusu olan 4. evre
mevcuttur. Bu ¢alismada sunulan vakada mental konfiizyon, ajitasyon ve ciddi metabolik asidoz goz-
lenen 3. evre hemorajik sok s6z konusudur. Arter yaralanmalarinda arterial rekonstriiksiyonun basa-
rili sonug vermesinin ilk sart1 rekonstriiksiyonun yaralanmayi takiben ilk 8 saat igerisinde gercekles-
tirilmesidir.

Sonug olarak; delici kesici alet yaralanmalar1 yiliksek mortaliteye sahip olup, hastalarin vital bulgular
ve genel durumlar1 prognozu belirler. Bu hastalarda hemorajik sok neticesinde hastalar arrest olabilir.

Anahtar Kelimeler: Perferik damar yaralanmalari, Hemorajik sok, Hemorajik sok evrelemesi.
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GIRIS

Perferik damar yaralanmalar1 acil miidahale gerektiren 6nemli bir saglik sorunu olup iilkemizde
hizla artmaktadir. Periferik damar yaralanmalarinda hasta hayati ve ekstremitenin kurtarilabilme-
si i¢in erken tan1 ve acil miidahalenin 6nemi biiyiiktiir. Periferik damar yaralanmalar1 sonucu
hemorojik sok goriilebilmektedir. Hemorajik sok, intravaskiiler voliimiin azalmasi sonucu, kalbin
yeterli kani ve oksijeni hayati organlara ulastiramadigi ve dokulardan metabolik atik {iriinleri
uzaklastiramadig1 sistemik bir bozukluktur. Erken tan1 ve tedavi, hiicre hasar1 ve 6liimii engelle-
mek bakimindan ¢ok dnemlidir. Semptom ve bulgular kan kaybinin siddetine baglidir.

VAKA TAKDIiMi

57 yasinda erkek hasta delici kesici alet yaralanmasi sonucu 112 ile acil servisimize getirildi.
Hasta GKS: 14 Ates: 36.0 Nabiz: 90, Kan basinct: 130/80 SPO2 %93 olarak geldi. Sol alt ex-
tremitede dizden medial kisminda yaklasik 5-10 cm kadar yukarida 1 adet 1-2 cm genisliginde
diizgiin siirl laserasyon mevcuttu. Hastanin bu bdlgesinde bacakta sislik ve arteriyel hemorajisi
mevcut idi. Hastaya baskili pansuman ve turnike uygulandi. Sag dizden yaklasik 5-10 cm kadar
yukarida medialinde ve lateralinde birer adet olmak {izere lasersyon mevcuttu. Hasta gelir gel-
mez degerlendirildi. Fizik muayenesi yapildi, monitdrize edildi. Hastaya 2 adet genis liimenli
damar yolu acildi.Tetkikleri ve antibiyoterapisi diizenlendi. Hastaya tetanoz asis1 uygulandi.
Hastaya 2500 cc serum fizyolojik ve 500 cc voluven verildi. Hastaya 4 {inite eritrosit siispansi-
yonu 2 {inite taze donmus plazma istendi. Hastanin fizik muayenesi yapilir yapilmaz delici kesici
alet yaralanmasina bagl arter hasar1 diistiniilerek hemen kalp damar cerrahi ile konsulte edildi.
Hastanin sag femoral venine santral vendz katater takildi. Hastanin GKS 10’a gerilemesi ve kan
basinc1 90/ 60 kalp atimi1:126 olmast nedeniyle hastanin hemorojik sok tablosuna giren hastaya
elektif sekilde hizli seri entiibasyon yapildi. Hastanin ilk Hb: 13.4 gr/dl olup hastadan kontrol
hemogram alindi. Hastaya eritrosit siispansiyonu(es) replasmanina baslandi. Hastaya bilateral alt
extremite bilgisayarli tomaografi (BT) anjiografi ¢ekildi. Bt anjiografi de sag femoral arter yara-
lanmasi tespit edildi. Hasta es replasmani esliginde ameliyathaneye ¢ikarildi. Hasta 30 dakika
icinde ameliyathaneye ¢ikarildi. Ameliyat masasina alindiktan hemen sonra arrest olup 10 dakika
kardiyopulmoner resiisitasyon uygulamasi ve hastaya ameliyat siiresinde 10 {inite eritrosit siis-
pansiyonu replasmant, 4 iinite taze donmus plazma verilerek hastanin ameliyati tamamlanip has-
ta yogun bakima alindi. Hasta takiplerinde servise alinarak taburcu edildi.

TARTISMA

Hemorajik sok hayati tehdit eden ve sagkalim igin acil tibbi tedavi gerektiren acil bir klinik du-
rumdur. Hemorajik sokun temelde 4 evresi vardir. Total kan voliimiiniin %15’inden azinin kaybi
(750 ml’ye kadar) neticesinde 1.evre, %15-30"u (750- 1500 ml) kaybedilince 2.evre, %30-40’1
(1500-200 ml) kayb1 neticesinde 3.evre ve %40 iizeri kayipla 6liim s6z konusu olan 4. evre mev-
cuttur. Bu ¢aligmada sunulan vakada mental konfilizyon, ajitasyon ve ciddi metabolik asidoz goz-
lenen 3. evre hemorajik sok s6z konusudur (1). Travma sonrasi hastalarin yaklasik %2'sinde vas-
kiiler yaralanma goriilmektedir. Damar yaralanmalariin dortte {igiinii periferik, dortte birini de
toraks ve abdominal bolgede yer alan vaskiiler yapilar olusturmaktadir (2). Arter yaralanmala-
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rinda énemli olan ilk miidahale, kanamanin kontrol altina alinmasidir. Ozellikle major arter yara-
lanmalarinda hastalar ¢ogunlukla acil servislere hipovolemik sok tablosunda getirilmektedir. Bu
durumda acil servis ekibi kan-voliim agigini1 yerine koyarak dolasimin desteklenmesini saglama-
lidir. Arter yaralanmalarinda arterial rekonstriiksiyonun basarili sonu¢ vermesinin ilk sarti re-
konstriiksiyonun yaralanmay1 takiben ilk 8 saat igerisinde gergeklestirilmesidir (3,4,5,6).

Sonug olarak; delici kesici alet yaralanmalar1 yiiksek mortaliteye sahip olup, hastalarin vital bul-
gular1 ve genel durumlar1 prognozu belirler. Bu hastalarda hemorajik sok neticesinde hastalar
arrest olabilir.
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ABSTRACT
Aim

In this case, we aimed to describe the acute dystonia disease developed after the use of metoclop-
ramide in an 8-year-old boy who started with complaints of nausea and vomiting.

Case Report

An 8-year-old boy was brought to our emergency department by his family because of a sudden
onset of postural disorder about 2 hours after ingesting metoclpramide oral solution. The pati-
ent's physical vision was torticollis (deviated neck to the right), mouth deviated to the left, left
elbow flexed and left wrist externally rotated. His left hand was clenched into fists. Our patient
was admitted to the hospital for treatment and observation after receiving the opinion of the pe-
diatrician.

Conclusion

When using metoclopramide hydrochloride in adult or pediatric patients in our emergency de-
partments, we should be very careful and be prepared for its side effects. Acute dystonia muscle
disease after metoclopramide, which is used very frequently, is a condition that must be kept in
mind of emergency medicine physicians.

Keywords: Metoclopramide, Acute dystonia, Pediatric emergency medicine.
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INTRODUCTION

Dystonia, which is characterized by a movement and posture, causes involuntary movements in
the muscles. Although it is the most common movement disorder after dystonia, Parkinson's and
essential tremor diseases, it is not well known by the society. Dystonia, which is mostly seen in
adults, can also be seen in young people and children in some cases. In this case, we aimed to
describe the acute dystonia disease developed after the use of metoclopramide in an 8-year-old
boy who started with complaints of nausea and vomiting.

CASE REPORT

An 8-year-old boy was brought to our emergency department by his family because of a sudden
onset of postural disorder about 2 hours after ingesting metoclpramide oral solution. The general
condition of the patient was good, he was conscious, oriented and cooperative, and his GCS was
15. In the vital follow-ups of the patient's forehead, blood pressure was 100/50 mm Hg, heart
rate was 75 beats/min, respiratory rate was 18 breaths/min, and saturation at room air was 99%,
fever 36.6%. No pathology requiring acute intervention was detected in the CBC, extensive bi-
ochemistry and blood gases taken from the patient. The patient's physical vision was torticollis
(deviated neck to the right), mouth deviated to the left, left elbow flexed and left wrist externally
rotated. His left hand was clenched into fists. There was a milder motor deficit in the right arm,
right hand, and right wrist compared to the left. His right shoulder was slightly tilted back. In the
lower extremities, he was constantly moving his feet. In the anamnesis taken from the mother of
the child, we learned that the child had complaints of nausea and vomiting and had used metoc-
lopramide hydrochloride oral suspension, which was prescribed by the family doctor 2 days ago,
3 times a day. Our patient was admitted to the hospital for treatment and observation after recei-
ving the opinion of the pediatrician. We learned that the patient's dystonic symptoms disappeared
after IV beep and he was discharged one day later with full recovery( Figure 1).

Figure 1. Dystonia image of the patient
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DISCUSSION

As emergency physicians, we are not prepared for the undesirable side effects of metocloprami-
de, which is a frequently used agent for nausea and vomiting. Although not well known by the
society, dystonia is a common movement disorder. The vomiting center receives signals from the
vestibular labyrinth, the gut, and the chemoreceptors in the postrema region of the medulla ob-
longata, where dopamine, serotonin, histamine, and muscarinic resetters are located. When these
receptors are activated by their own neurotransmitters, symptoms of nausea and vomiting increa-
se, while specific antagonists are used to relieve symptoms (1).

Metoclopramide hydrochloride, which is widely used in our emergency departments, is a selecti-
ve dopamine receptor antagonist that is frequently used in the treatment of gastrointestinal and
neurological disorders such as nausea, vomiting, gastroparesis, gastroesophageal reflux disease,
dyspepsia, neurogenic bladder and migraine headaches due to its antagonistic activity against
central and peripheral dopamine receptors(2,3).

The antagonistic effect of metoclopramide on dopamine receptors in the basal ganglia is associa-
ted with extrapyramidal side effects such as tardive dyskinesia, akathisia, and drug-induced par-
kinsonism(2). The incidence of acute dystonic reactions caused by metoclopramide in children
has been reported to be as high as 25%(4). Young adults, women, children, patients with a fa-
mily history of neurological disorders, patients taking neuroleptics, and patients with family
members of acute dystonic reactions due to metoclopramide are at particularly high risk of deve-
loping metoclopramide-induced acute dystonic reactions (1,4-6).

Gastrointestinal symptoms, in particular, are among the frequent reasons for admission to the
emergency department. When using metoclopramide hydrochloride in adult or pediatric patients
in our emergency departments, we should be very careful and be prepared for its side effects.
Acute dystonia muscle disease after metoclopramide, which is used very frequently, is a condi-
tion that must be kept in mind of emergency medicine physicians
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ABSTRACT

An increase in the diameter of the vessel wall more than one and a half times is called an
aneurysm. Abdominal aortic aneurysm is defined as aortic diameter >3 cm and repair is conside-
red when >5 cm. In the United States, the most common cause of death in middle-aged individu-
als is complications from abdominal aortic aneurysm (1). Today, aneurysms are common in our
country due to increasing risk factors. In this case, we aimed to describe a ruptured abdominal
aortic aneurysm in a 64-year-old male patient who applied to the emergency department with the
complaint of abdominal pain.

Keywords: Abdominal aortic aneurysm, Abdominal pain, Emergency department.
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INTRODUCTION

In the United States, the most common cause of death in middle-aged individuals is complicati-
ons from abdominal aortic aneurysm (1). The abdominal aorta is the segment of the aorta that
starts from the hiatus (12th thoracic vertebra) and extends to the distal iliac bifurcation (4th lum-
bar vertebra)(2). Aneurysms occur with the weakening and enlargement of the vessel wall over
time due to high pressure and different external factors. Aneurysms are most common in the inf-
rarenal abdominal aorta. Abdominal pain or back pain is one of the most common symptoms of
abdominal aortic rupture or aneurysm. The pain is severe and has a sudden onset. The classic
triad of ruptured abdominal aortic aneurysm; abdominal pain, pulsatile abdominal mass and hy-
potension(3). Ruptured abdominal aortic aneurysm has a high mortality rate and is one of the
most important emergencies in cardiovascular surgery(4). Emergency physicians are the first to
encounter this situation. Patients who cannot be treated promptly and diagnosed quickly are
mostly lost due to hemorrhagic shock.

CASE REPORT

The patient with known abdominal aortic aneurysm was brought to our emergency department
by the 112 ambulance with the complaints of sudden onset of abdominal pain and cold sweating.
The patient's vital signs were recorded as right arm blood pressure 90/60, left arm blood pressure
80/50, heart rate 105, room air saturation 96, fever 36.7. On physical examination of the patient,
there was widespread tenderness in the abdomen in all quadrants. There was EKG sinus tachy-
cardia. The patient was conscious, oriented and cooperative. According to the information obtai-
ned from the patient himself, surgery was recommended, but he did not accept it due to financial
conditions. Vascular access was established in both arms of the patient. The patient, who was
evaluated as unstable, was catheterized into the bladder and monitored. Hemogram, extensive
biochemistry, blood gas, coagulation and blood group panel were requested. ( Figure 1). In the
laboratory examinations of the patient, it was observed that WBC 13 K/uL, Hgb 11 g/dl, PLT
180 K/uL, CRP 63 mg/l, BUN 26, Creatinine 1 mg/dl, PH 7, 45. CT-angio was planned for the
patient with a history of aneurysm with a defibrillator device and emergency bag for definitive
diagnosis, accompanied by a doctor. In the CT-angiography performed, it was observed by the
emergency medicine specialist that there was a fusiform aneurysmatic dilatation reaching 10 cm
in diameter at the infrarenal level in the abdominal aorta, and there were reticular - linear density
increases and fluid values around the aneurysm and in the left pararenal area. Since these fin-
dings were consistent with aneurysm rupture, the patient was urgently referred to a cardiovascu-
lar surgery center.

23



il
\N\r

NORTHERN
LiGHTS

O\
D
INTERNATIONAL JOURNAL OF HEALTH SCIENCES OF NORTHERN LIGHTS mmmm‘mu; HEALTH

SCIENCES OF NORTHERN LIGHTS
HOHSON)

Figure 1. Aneurysmatic dilation and fluid in the left pararenal space

DISCUSSION

Abdominal aortic aneurysm can be encountered clinically in our emergency services with symp-
toms and signs such as abdominal pain, palpable pulsatile mass in the abdomen, na-usea, vomi-
ting, weight loss, hematemesis, melena, jaundice. Ruptured aneurysms may present with a poor
general condition and a shock picture. The classic symptoms of ab-dominal aortic aneurysm rup-
ture are sudden onset of severe abdominal and flank pain, a pulsatile abdominal mass, and hypo-
volemic shock. However, only one-third of patients show all these symptoms (5).

Diagnosis is made by imaging methods after anamnesis and physical examination. In imaging,
examinations such as direct abdominal X-ray, ultrasonography, computed to-mography angiog-
raphy (CTA), MR-Angiography are used. Despite all this, CTA is the most commonly used and
most preferred imaging method. Surgical mortality in ruptured AAA patients is higher than in
those undergoing elective surgery (4).

Patients in such situations apply to our first emergency services and emergency physicians sho-
uld be prepared for these situations. Correct decision, fast and treatment management saves lives.
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OZET

Tiim diinyada oldugu gibi Tiirkiye’de de yilan 1sirmalart 6nemli bir mortalite ve morbidite nede-
nidir. Yilan zehri, yaygin damar i¢i pihtilagma gibi sistemik zehirlenme durumuna yol agabilece-
g1 gibi, doku nekrozu etkisiyle ekstremite kaybina da neden olabilir.

30 yasinda erkek hasta sol ayak topuk bolgesinden yilan tarafindan isirilmasi sonucu servisimize

basvurdu. Hasta gelir gelmez yapilan fizik muayenesinde Ates: 36.4 °C Nb: 78/dk Tansiyon:
110/80 mmHg Spo2 %98 Glaskow Koma Skalas1 (GKS) 15 idi. Hastanin ayaginda 6dem yoktu,
dolasim muayenesi dogaldi nabizlar agikti. Hasta gelir gelmez acil takip ve tedavi protokolii bas-
land1. hastanin yakin takibi sirasinda hastanin tansiyonlar1 80/50 mm/Hg olup, nabiz: 62, rengin-
de solukluk olustu. Hastanin yilan 1sirig1 olan bolgede sislik, agri, ekimoz basladi 6dem takibi
yapildi. Hastanin genel durum koétiilesmesi iizerine hastaya yilan antivenomu baslandiktan 4 saat
sonra hemogram kontroliinde trombosit degeri 156 K/ul tespit edildi. Hasta yogun bakimda yer
acilmasi lizerine yogun bakima yatis1 yapildi.

Biz bu vakada yilan 1sirigina maruz kalan semptomsuz hastalarin ¢ok hizli bir sekilde DIC tablo-
suna dogru kayabildiklerini gordiik. Bu yiizden yilan antivenomunun 6nemini ve hizli miidaha-
lenin hayat kurtaric1 oldugunu vurgulamak istedik. Yilan antivenomonun anaflaksi riski agisin-
dan kar zarar oran1 degerlendirilerek ve hasta evrelemelerine dikkat edilerek hastalarin mortalite-
sinin diisiiriilebilecegi kanisina vardik.

Anahtar Kelimeler: Yilan 1sir1g1, Antivenom, Yilan Isirmalarinin Klinik Evreleri.
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GIRIS

Yilan 1sir181 ile gelen hastane bagvurularinin ¢ogu zehirli olmayan yilanlardan kaynaklanir. Diin-
yada ortalama 3.000 yilan tiirii bulunur. Bunlarin insanlar i¢in tehlike olanlar1 sadece % 30 kada-
rinin oldugu kabul edilir (1-4). Antartika disinda biitiin kitalarda yilanlar bulunur. Yaklasik 700
tiiri olan kirbag yilanlar1 (Colubridae) en ¢esitli ve yaygin bulunan yilan ailesidir Kirbag yilan
ailesinin en az bes cinsi (Dispholidus, Thelotornis, Rhabdophis ve Tachymenis) insan Sliimlerine
sebep olmustur (5). Diinyada yilan 1sirmasina bagli mortalite ve morbidite en ¢ok Sahra-alti Af-
rika, Giiney Asya ve Giiney Dogu Asya’da gériilmektedir (1). Diinya Saglik Orgiitii’niin (WHO)
verilerine gore tim diinyada her yil yaklasik 35.000-50.000 kisi yilan 1sirmalar1 nedeniyle 6l-
mektedir bu en fazla Hindistan’da olmaktadir (6). Tiim diinyada oldugu gibi Tiirkiye’de de yilan
1sirmalar1 dnemli bir mortalite ve morbidite nedenidir. Ulkemizde kirka yakin yilan tiirii bulun-
maktadir. Tiirkiye’de Cukurova bolgesinde genellikle Vipera ammodytes meridionalis ve Vipera
lebetina obtusa tipi zehirli yilanlar bulunmaktadir (1,2). Bu tiir yilanlar ciddi sistemik ve doku
hasar1 yaratacak zehre sahiptirler. Yilan zehri, yaygin damar i¢i pithtilagma gibi sistemik zehir-
lenme durumuna yol agabilecegi gibi, doku nekrozu etkisiyle ekstremite kaybina da neden olabi-
lir (3,5).

VAKA SUNUMU

30 yasinda erkek hasta sol ayak topuk bolgesinden yilan tarafindan 1sirilmasi sonucu servisimize
bagvurdu. Hasta kendi gelmeden once yilanin 1sirdigi bolgeyi temiz bir jilet ile kesip kanini
akitmaya calismis. Hastanin ek bir hastaligi mevcut degil. Hasta gelir gelmez yapilan fizik mua-
yenesinde Ates: 36.4 °C Nb: 78/dk Tansiyon: 110/80 mmHg Spo2 %98 Glaskow Koma Skalas1
(GKYS) 15 olup; orafarenks dogal uvula 6demi yok, solunum muayenesi dogal, kalp ritmik ek ses
iflirim yok, norolojik muayenesi dogal, sol ayak topuk lateralinden yilan 1sirik yeri ve birkag
adet laserasyonu mevcuttu. Hastanin ayaginda 6dem yoktu, dolasim muayenesi dogaldi nabizlar
agikti.

Hasta gelir gelmez monitorize edildi, elektrokardiyografisi ( EKG) ¢ekildi. Hastanin yilan 1sirig1
olan bolgesi isaretlendi. Hastanin yara yeri temizlendi. Hastaya antihistaminik, kortikosteroid,
proton ponpa inhibitorii, antibiyotik yapildi, hastaya tetanoz asis1 yapildi. Hastaya serum fizyolo-
jik ile hidrasyon yapildi. Hastanin takip edilmeye baslandi hastanin ilk sonucu ¢iktiginda iire
29,7 mg/dl , kreatinin 0,92 mg/dl, Ast 22U/L , Alt 12 U/L, activated Partial Thromboplastin Ti-
me (aPTT) 23,3 sec, Prothrombin Time (PT) 11,1 sec, International Normalized Ratio (INR)
1,24 INR, Whbc 11,84 K/ul, Hb 14g/dl, plt 85 K/ul (trombositopeni ) tespit edildi. Hastaya yilan
antivenomu temin edilmeye ¢alisildi. Yogun Bakim Unitesinde yer olmadig1 igin hasta igin sevk
talep edildi. Bu sirada hastanin yakin takibi sirasinda hastanin tansiyonlar1 80/50 mm/Hg olup,
nabiz: 62, renginde solukluk olustu. Hastanin yilan 1sir1g1 olan bolgede sislik, agri, ekimoz bas-
lad1 6dem takibi yapildi (Sekil 1), extremite nabiz takibi yapildi hastanin nabizlar acgikti. Hasta-
nin kompartman sendromu olusmasi, dissemine intravaskiiler koagulapati (DIC) agisindan yakin
takip icin resiisitasyon odasina alindi. Kontrol hemogramda trombosit degeri 3 saat sonra 64
K/ul, hemogramda trombosit degeri 1,5 saat sonra 49 K/ul, hemogramda trombosit degeri 1 saat
sonra 35 K/ul olarak tespit edildi. Bu sirada hastaya yilan antivenomu temin edildi. Hastaya int-
ravendz olarak antivenom tedavisi baglandi. Hastaya yilan antivenomu baglandiktan 4 saat sonra
hemogram kontroliinde trombosit degeri 156 K/ul tespit edildi. Hasta yogun bakimda yer agilma-

e
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st lizerine yogun bakima yatis1 yapildi. Hastanin hastanemizde 6 giin yogun bakim ve sonrasinda
3 giin servis takibi yapildiktan sonra hasta sifa ile taburcu edildi. Hastanin takipleri esnasindaki
laboratuvar degerleri Tablo 1°de 6zetlenmistir.

Sekil 1. Hastanin yilan 1sir1g1 yeri, olusan ekimoz ve 6dem.
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Tablo 1. Hastanin gelisinden taburculuguna takiplerindeki laboratuvar parametreleri.

Yilan Isirigina Genel Yaklasim; Vaka Bildirimi

Kése et al.

Ure Kreatinin AST | ALT aPTT PT INR WBC Hb PLT D- CK | CK-
mg/dl | mg/dI U/L uU/L sec sec INR K/ul K/ul K/ul | Dimer | U/L | MB
mg/I U/L
GELIS 29,7 0,92 22 12 23,3 111 | 124 11,84 14,0 85
3. SAAT 36,5 88 23 10 25,7 134 | 149 36,39 16,4 64
45 SAAT 25,46 16,4 49
55. SAAT | 405 1,01 23 11 23,9 12,6 | 1,40 25,1 16 35
9,5. SAAT | 46,5 0,86 19 9 23,6 12,6 | 1,40 17,94 13,9 156
16. SAAT 47 0,74 20 11 23,8 12,4 | 1,38 15,82 13,1 161 | 10241 | 102 24
20. SAAT | 41,2 0,79 24 10 23,6 134 | 1,48 15 13 160 | 10158 | 103 27
24. SAAT | 381 0,76 18 9 23 11,8 | 1,32 14,81 156 | 10107 | 81 | 13,7
28. SAAT 38 0,76 16 9 23,2 11,7 | 1,31 13,81 12,5 161 73 | 115
36. SAAT 32 0,71 19 10 23 104 | 1,16 11,92 12,9 175 9759 84 17
2. GUN 22,2 0,68 25 10 21,5 9,58 | 1,07 8,74 12,7 172 361 | 27,9
3. GUN 19,6 0,7 21 11 22,8 9,49 | 1,06 7,47 12,4 186 277
4. GUN 20 0,76 20 12 25,4 11,7 | 1,30 6,88 11,7 176 244
5.GUN 23 0,7 33 13 22,7 9,82 11 6.77 11,3 172 1020 | 21
6. GUN 17 0,69 41 18 5,98 11,6 175 1003 | 26
7. GON 20 0,72 34 20 22,1 9,24 | 1,04 9,12 11,4 207 570 23
8. GUN 15 0,78 27 22 9,79 11,5 231 292 10
TARTISMA

Diinya’da bulunan 14 yilan familyasindan sadece 5 yilan familyas1 zehirlidir (7, 8). Tiirkiye’de
ise zehirli yilanlardan sadece Viperidae familyasindan Vipera’lar (engerek yilanlart) bulunmak-
tadir (9, 10). En ¢ok Dogu Karadeniz, Giineydogu Anadolu, Dogu Anadolu ve Kuzeybat1 Trak-

ya’da bulunurlar (7, 9, 10).

Vipera 1sirmalarinda ortaya ¢ikan semptomlar daha ¢ok lokal (agri, 6dem, kizariklik, parestezi,
karmcalanma) bulgulardir. Isirma yerinde kanama ve lokal ekimoz goriilebilir. Ekstremitelerde
kompartman sendromu gelisebilir. Sistemik bulgular, bulanti, kusma, karin agrisi, ishal, perioral
ve oral parestezi, bas donmesi, fasikiilasyonlar, gii¢siizliik, terleme, hipotansiyon, tasikardi, dola-
stim bozuklugu, bronkospazm, bobrek fonksiyon bozuklugu, ates, dokiintii, koagiilopati (disse-
mine intravaskiiler koagiilopati de geligebilir), konflizyon ve biling kaybidir. Olusan zehirlenme-
nin siddeti, bulgulara gore degerlendirilir. Bulgulara gore yilan 1siriklarinin siddet dereceleri 4’e
ayrilir (7,11). Tablo 2°de yilan 1sirmalarmnin klinik evreleri, semptomlari ve tedavileri verilmis-
tir. (11,12,13,14) Bizim hastamiz semptomsuz sekilde basvurmus olup; ancak trombosit degeri
85 bin olarak evre 2 idi. Yilan antivenomu temin edilirken hastanin bacaginda 6demi, kizarikligi,
ekimozuda artt1, trombositopenisi derinlesti, hipotansiyon gelisip hastanin cildinin soluklagmasi
tizerine evre 3 kabul edilip antivenom gelir gelmez intravenoz tedavisi baslandi ve hastanin taki-
binde trombositopenisi diizeldi, 1sirik bolgesi ve lizerindeki 6demi agrisi azalmaya basladi. Anti-
venomun uygulanma siiresi, klinik yanit agisindan 6dnemlidir. Baz1 ¢alismalarda zehirlenmeden
hemen sonra veya 4 saat i¢inde (ya da en gec 1 giin i¢inde) uygulanmasi 6nerilmektedir (15, 16,

17).
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Tablo 2. Yilan Isirmalarinin Klinik Evreleri, Semptomlar1 ve Tedavileri.

s ANTIVENOM ;
KLINIK EVRELEME SEMPTOMLAR KULLANIMI TAKIP
. Isirma yerinde her hangi bir 8 saat asemptomatik takipten
Asemptomatik Olgular semptomun ve bulgunun Kullanilmaz sonra taburculuk planlanabi-
EVRE 0 - -
olmadigi olgular lir.
Sistemik bulgu yok,
Hafif Olaular Hafif doku 6demi, 12 saat asemptomatik takip-
g ekimoz Kullanilmaz ten sonra taburculuk planla-
EVRE 1 - . e
trombositopeni yok, nabilir.
normotansiyon
Isirma verinde artis esteren Bu tiir vakalarda, zehirlen-
. yen 19 BOSH menin siddetiyle baglantili
6dem, o bolgede agr1, ekimoz . .
; olarak 2-3 vial antiserum s o
. . Uzamig prtotrombin zamant, L Mutlaka monitérize edilebi-
Orta Siddetli Olgular X o . uygulanabilir (11, 12) o . -
INR yiiksekligi, trombosito- : lecegi bir bolimde izlenmeli-
EVRE 2 peni Antivenom uygulama dozu, dir
Sistolik kan basinci>90 olgunun verdigi yanita gore .
degisebilir ve daha fazla
mmHg -
uygulamak gerekehilir.
Ilerleyici sislik, 1s1rma ye-
rinde agri, biil,
nekroz, bulgular 1sirik bolge-
sini ve tiim ekstremiteyi Bu tiir vakalarda, zehirlen-
kapsayabilir, hatta ekstremite menin siddetiyle orantili
sinirlarini asabilir (kompart- olarak 4-5 vial antiserum
Siddetli Olgular man sendromu) ciddi siste- uygulanabilir (11, 12). N . o
EVRE 3 mik bulgular(burun, mide vb. | Antivenom uygulama dozu, Yogun bakimda izlenmelidir.
kanama) Noérolojik bulgular olgunun verdigi yanita gore
belirgindir. degisebilir ve daha fazla
PTZ uzamis, trombositopeni. uygulamak gerekebilir.
Sistolik kan basinci < 80
mmHg

Antivenom uygulamasindan 6nce bir veya tercihen iki damar yolu a¢ilmis olmalidir (8). Eger
engerek yilanin 1sirigindan hemen sonra antiserum uygulandiysa, 10 mL (bir vial) antiserum ye-
tigkinler ve ¢ocuklar icin yeterlidir. Eger yilan 1sirigindan sonra 4 saat veya daha fazla zaman
gecmisse; ya da bas-boyun bolgesi, biiylik damar veya parmak ucu gibi fazlaca kanlanan bolge-
lerden 1sirma s6z konusu ise 20-40 mL (2-4 vial) antiserum intravendz olarak uygulanir. Hayati
tehlikenin s6z konusu oldugu siddetli olgularda; 40-50 mL (4-5 vial) antiserum, 1000 mL serum
fizyolojik i¢inde (diliisyon oran1 10 mL antiserum, 250 mL serum fizyolojik i¢inde olacak sekil-
de) ¢ok yavas bir sekilde damar i¢inde, inflizyon (infiizyon oram1 1 damla/4 saniye) 50 ml/saat
seklinde uygulanmalidir. Antivenomun etkililigini degerlendirmek amaciyla 6 saatte bir tam kan
koagiilasyon testlerini (INR, aktive parsiyel tromboplastin zamani, fibrinojen ve kanama zamani)
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yapmak gerekir. Bu sonuglara gore siddetli olgularda antivenom tedavisine devam edilebilir (18).
Antivenom, at serumu kaynakli oldugundan, anafilaksi riski bulunmaktadir. Bu hastalara antive-
nom baglanirkan anaflaksi miidahalesi yapilabilecek malzeme ve ilaclarin temin edilmis olmasi
gerekir. Antivenom (+2)-(+8) 0C’ de saklanmalidir (11). Cocuklarda, damar yolunun agilamadi-
g1 durumlarda antivenom kemik i¢ine (intraossedz) olarak uygulanabilir. Intramiiskiiler uygula-
ma sadece diger yollardan uygulamanin yapilamadigi durumlarda tercih edilmelidir (19).

Biz bu vakada yilan 1sir18ma maruz kalan semptomsuz hastalarin ¢ok hizl1 bir sekilde DIC tablo-
suna dogru kayabildiklerini gordiik. Bu yiizden yilan antivenomunun 6nemini ve hizli miidaha-
lenin hayat kurtarict oldugunu vurgulamak istedik. Yilan antivenomonun anaflaksi riski agisin-
dan kar zarar oran1 degerlendirilerek ve hasta evrelemelerine dikkat edilerek hastalarin mortalite-
sinin diisiiriilebilecegi kanisina vardik.
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