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Uygulamalar Abstract
Ulkemizde Sevk Konulu Yayl nlar signs and symptoms, including vomiting, abdominal cramping, shartness of breath, tachy-
ardia and hypertension. Despite supportive measures the patient rapidly deteriorated,
Son u (; resulting in 2 cardiac arrest during an interhospital transfer. This required aggressive
Tesuscitation, but without success. The case represents a diagnostic diemma in the ED
regarding the diagnosis and initial management of the patient's presentation.

A previously healthy 48-year-old woman presented to a peripheral ED with non-specific

Key words: adrenal, hypertension, neoplasm, pheachromocyioma.
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Which Patients and Where
A Qualitative Study of Patient Transfers from Community Hospitals
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Interhcspita] patient transfers are a routine and essential

part of the care of many patients, both from the Emergency

Department (ED) and the wider hospital.'=> Even among

critically ill patients admmed o an m[enslve care unit (ICL)

in the United State 2 0

another  hospital"d Despﬂ:e the potenma] 1mpomnce of transfers, existing

the
:ﬁ:'-;e",::’snwli':h acutd transfer patterns seem to be suboptimal. Both the American

to lheﬁcuﬂmmunity Heart Association and the American College of Surgeons
Bifks.** Transfers ha\e programs to correctpercened failures in the identifica-
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Results: Appropriate triage and the transfer of patients was a highly
valued skill at the community hospitals. On the basis of panlclpam
accounts, the transfer process had 4 components: (1) Iden
transfer-eligible patients; (2) Identifying a destination hog
Negotiating the transfer; and (4) Accomplishing the transfer. Thcrr:
were common challenges at each component across hospitals




Transfereuysun Fio ol 0

*Tedayi acisingan hastane kapasit
hastanin *Muhteimiel Komplikasyontar. s@\s\nd&n hastane Kapasitesi
q q *Saplik sigonasinin getile zonukiar
belirlenmesi *Hasta yast ve damoprafi ozelikler

G d I k . +Varolan kurumsal igkiler

idi ri s
ece ye +Belirienen hastanenin kalite ve Lzakiigi
belirleme Hasta il

Dl Biiceden var clai Fasta/ dokior Hiskisi

Transferin B hastanin ‘community hospital da tedavi edilip edilemiyecei
tartisiimasi *Kabul edecek doktor ile fletisim kurma

i = Unstabil hasta'icin ASH kurallarin} igeren transport zoruklan
Transferin A *Medikasyonlarin ayni dile uyatlarimas:
gerceklesmesi | e

Why do patients and families request transfers to tertiary care?
a qualitative study

Sydney Morss Dy*™**!, Haya R. Rubin™™®, Harold P. Lehmann®*

Hasta sevk icin iki 6nemli direng:
Sevk edecek hekimin direnci
Hastanin sevke 2cek hastane/doktoru ile olan iliskisi/gliveni

‘Non-medical’ veya ‘uygun olmayan sevk’ !!!

SONUC:
Hasta tarafindan talep edilen ve medikal nedenleri belirgin olmayan
sevkler icin ‘hasta - hekim ilis
‘F kh im’ anlayisinin yerine getiriimes

CARDIOLOGY/ORIGINAL RESEARCH

Reperfusion Is Delayed Beyond Guideline Recommendations in
Patients Requiring Interhospital Helicopter Transfer for
Treatment of ST-segment Elevation Myocardial Infarction

s T Metulan MO, Wil Hinckiey. MO, Jareg Gy, 95 Tods Davis, M. Gregory 1

Ferm
Mattnew Gundarman, RN, Kimbariy Ward Hart, MA, MD. Christopher J. Lindsell, PRO.
April Shackieford, MD. o

Results: There were 178 subjects from 16 referrng and € receiving hesptels. Mean age was 58 years, 68%
were men, and 86% were white. One hundred fory subjec:s were transferred for primary percutaneous coronary
inzervention, of whom 29 had no intervention during cathaterization. For subjects with intervention, doorto-
balloon time exceeded 90 minutes in 107 of 111 cases (97%). Median docrto-balloon time was 131 minutes
(interquartile range 114 to 158 minutes). Thirty-nine subjects (21%) received fibrinolytics before transfer, and 19
of 39 (49%) received fibrinolyzics within 30 minutes. Median coorto-ngedle time was 31 minutes (interquartile
range 23 to 45 minutes).

Conclusion: In this study, STEMI patients presenting to non-percu1an=ous coronary interventon facilities who
are to a percuteneous coronary intervention- capable hospital by helicopter EMS do not commonly
receive fibrinolysis and rarely achieve percutaneous coronary intervention vithin 90 minutes. In similar settings,
primary fibrinalysis should be considered while strategies to reduce the time required for subsequent
interventional care are exolored. [Ann Emerg Med. 2011;57:21322C.]
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Why do paticnts and familics request transfers to tertiary carc?
a qualitative study
Sydney Morss Dy*Pe* ! Haya R. Rubin®"®, Harold P. Lehmann®®

Abstract

Interhospital transfers comprise a significant and increasing proportion of admissions to tertiary care centers.
dissatisfacion with the quaity of hospital care may play an important rol n thes trends. The objective of t
i

describe the threshold for requesting transfer. Subjects reported three major “fuences o the request 1o wanskr o

(ertiary care: the quality of care at the community hospital compared to the tertiary center; the severity and potential

oonsequences of the current illness; and their relationship with community hospitals, physicians, and tertiary care,

Subjects’ perceptions of the quality differential between community hospitals and tertiary centers focused on

cornrnumcalmn and medical errors rather lhan specmllr.ed e, hospnal volume, o leachmg status. Thresholds for
T ST T R A T e T e S Tor T

importance of including patient or surrogate perspectives in evaluations of the appropriateness of care.
S Elsevier Lid. Al rights reserved.
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CLINICAL ARTICLE
Factors associated with maternal death in women admitted to an intensive care unit
with severe maternal morbidity

Antonio F. Oliveira Neto %, Mary A. Parpinelli ®, ]c;é G. Cecatti >*, Jodo P. Souza®, Maria H. Sousa©
o e, gzt

ins (U

o

Objective: To identify factors associated with maternal death among women with severe maternal morbidity.
Methods: A retrospective study of 673 women admitted to an obstetric intensive care unit was undertaken.
The odds ratios (OR) and 95% confidence intervals (95% C1) were calculated for selected characteristics. The
maternal mortality and severe maternal morbidity ratios were determined for groups of complications
according to outcome (death or survival). Results: The risk of maternal death was higher among adolescents
(OR 3.3; 95% CI, 1-9.7) and patients referred from other hospitals (OR 9.8; 95% Cl, 2.7-53.3). The severe
maternal morbidity ratio was 466 per 1000 deliveries and the mortality:morbidity ratio 1:37.4. Obstetric
complications led to 65.8% of admissions and 50% of maternal deaths. The number of interventions/
procedures and total maximum sequential organ failure assessment score were higher in cases of death,
Conclusion: The strong association between interhospital transfer and maternal death suggests delays in
diagnosis, management, and referral. Adopting organ dysfunction-based criteria may contribute toward
identifying the most severe cases.
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The Benefit of Higher Level of Care Transfer of Injured
Patients From Nontertiary Hospital Emergency
Depariments

Craig D. Newgard, MD, MPH, K. Johu McConnell PhD, Jerris R, Hedges, MD. M:

and Richard J. Mullins, MD Gonclusions: After adjusting for in-
Background: Atough injured per- | jury severity and the nonrandom selection
Transfer patients | of patients for transfer, trauma patients
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_ The Journal of TRAUMA? Injury, Infection, and Critical Care

Outcomes of Trauma Patienis After Transfer to a Level |
Trauma Center

Frederick P. Rivara, MD, MPH, Thomas D. Koepsell, MD, MPH, Jin Wang, MS, PhD,
Avery Nathens, MD, MPH, PhD, € TN " :

Backgrount: Trauma center phyd AN T’S’ﬂ] pa[ientg admitted diru[l_l,' to 8 finjury HR 128,952

cians need to know the patient’s progno ot within the first 5

to make appropriate clinical decisiol

mortality (odds ra
fidence interval

adjusting for the
ferred, transfer frd
hospital was associ:
mortality (OR 0.6]

T AT
ing either admission or transfer (n =
10,176) from January 1998 through
December 2003. Higher level of care

transferred from nontertiary EDs to ma-
jor trauma centers had lower inhospital
mortality than patients remaining in non-
trauma hospitals. Recognition and early
transfer of at-risk rural trauma patients
may improve survival in a regionalized
trauma system.

transfer was defined as  interhospital

TROTTNTY TOR 007, 950 T 0A8 =007,

when they take over the care of a tra
ferred patient. We sought to compare t
survival of injured patients after transf]
to & trauma center with survival from &

ehods: Study included
tients 18 years to 84 years of o

least one Abbreviated Injury §

Conclusions: After accounting for
key demographic and clinical characteris-
tics, transfer status does not appear to be a
sgnificant independent predictor of survival
among patients with moderate to severe in-
juries treated at Level I trauma centers.

>3 i[ljlll‘j" transferred to a trauma center | patent betveen 0days  cnter, Mortaliy.

J Trauna, 2008641 594-15%.

J Trauna. 200763965971

Treatment of extradural haemorrhage in
Queensland: Interhospital transfer,
e delay and clinical outcome

To measure preoperative delays and clinical outcomes of patients with extradural haem-
orthage, comparing patients presenting to hospitals with no neurosurgical facilities, with
those presenting directly to neurosurgical centres.

Retrospective case study with data collected from 10 centres, Patients were identified with
asearch of the Queensland Trauma Registry database. A total of 315 charts.
ofooiens ool ot i 22002 2

Concusions: 1T of perients with extradural heemorthage cause

‘Sive Craniotomy; their median tme Infterval rom Presentanion 10 operation Wi

This delay was significantly greater than that for 25 pafients admitted directly fo neuro-
aurgical centres (median 4h 19min; P=0.0006). After excluding patients who had sus-
tained hypoxic or hypotensive insults or serious extracranial injuries, all deaths (five)
occurred in patients undergoing IHT before craniotomy.

Sevk eden hekim bir kez daha dusunmeli mi?

Hastaneler arasi hasta transferi klinik sonuclar
negatif yonde iliskiler ortaya konulmaktadir.

Turkiye deki durum?

» ‘Gerek goriilen uzmanlasmis tedaviye’ erisim zamani ...
= Transfer 6ncesi ‘ABC stabilizasyonu’ basarisi yada basarisizli
« Diger ...

»=~7" AMB BOYLE SKANDAL OLAMAZ!
Ambulans 100 metredeki hastaneden 25 dalikada geldi

HASTANIN UYGUN TRANSFERT NASIL

OLMALI?
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Transfer eden hekimin hastayi transfer ile ilgili riskler ve
yararlari hakkinda bilgilendirmesi ve kayit altina almasi
gerekmektedir.

Hastane politikasi veya prosedurleri veya tibbi personel
thzikleri

sorumlu Kisiyi

ACEP kaliteli acil bakimin evrensel olarak halka acik ve ulasilabilir
olmasi gerektigine inanmaktadir.

Hasta transferinin birincil amaci hastanin optimal saghigin
ve iyilik halinin saglanmasi olmalidir.

Acil hekimleri ve hastane personeli hasta transferi ile ilgili
kanunlari bilmelidir.

Tum hastalara transfer 6ncesi kurumun kapasitesi 6l¢lisinde
tibbi tarama muayenesi ve stabilize edici tedaviler saglanmalidir.
Yetkin hasta fizik bakiyi ve tedavi ret ederse...

Transfer edecek kurumda saglanan veya uygun bakimdan
daha ileri seviyede bakim gerektigi takdirde, daha ileri
bakimi saglayacak kabiliyeti ve kapasitesi olan hastane
transfer istegini geri cevirmeyebilir.

Uygun tibbi 6zet ve diger ilgili kayitlar ...

Transfer eden hastanede degerlendiren hekim
transfer zamani ve sekli, transfer sirasinda
saglanmasi gereken bakim seviyesi ve gidilecek
nokta belirlenirken hastanin durumu ile ilgili en iyi
karari vermelidir.

Transfer icin gerekli nitelikli personel ve tibbi malzemenin
saglanmasi...

Warren J, et al. Guidelines for inter- and intrahospital transport of
critically ill patients. Crit Care Med. 2004: 32(1);256-61.
Australiasian College of Emergency Medicine. Minimum
standarts for intrahospital transport of critically ill patients.
Emerg Med. 2003; 15;202-4.

Wallace PGM, et al. ABC of intensive care: transport of critically ill
patients. BMJ. 1999; 319:368-71.

Lee A, et al. Interhospital transfers: decision making in critical
care areas. Crit Care Med. 1996; 2 8-22.

Guidelines Committe of the Society for Critical Care Medicine.
Guidelines for the transfer of critically ill patients. Crit Care Med.
1993;21:931-7.




Genel olarak yasamsal fonksiyonlari stabil olmayan, destek
tedavisi ile stabil tutulan veya genel durumunun
kotllesmesi olasi hastalardir.

Hayatlar tehdit altinda olan bu hastalar, acil servislerde ve
yogun bakim (niteleri (YBU)'nde tedavi edilir.

Szem JW, Hydo LJ, Fisher E, et al. High-risk intrahospital transport of
critically ill patients: Safety and outcome of the necessary “road trip”.
Crit Care Med 1995;23:1660-6.

Transferin saglayacagl yarar >>>>risk olmalidir.

Sevk ile ilgili sorumluluk refere eden kurumdaki ilgili hekime
aittir.

Sevk karar verilir verilmez, transfer islemleri baslatiimalidir.

Transfer dncesi resussitasyon ve stabilizasyon islemleri...

ancak tam bir stabilizasyonun kabul eden kurumda muimkin
olabilecegi unutulmamalidir.

Bilgilendirilmis onam

15.10.2011

Guidelines for the inter- and intrahospital transport of critically ill

patients™

Jonathan Warren, MD, FCCM, FCCP; Robert E. Fromm Jr, MD, MPH, MS; Richard A. Orr, MD;
Leo C. Rotello, MD, FCCM, FCCP, FACP; H. Mathilda Horst, MD, FCCM; American College of Crifical Care

Medicine

Objective: The development of practice guidelines for the con-
duct of inira- and interhospital transport of the critically ill pa-
tient.

Data Source: Expert opinion and a search of Index Medicus
from January 1986 through October 2001 provided the basis for
these guidelines. A task force of experts in the field of patient
fransport provided personal experience and expert opinion.

Study Selection and Data Extraction: Several prospective and
clinical outcome studies wers found. However, much of the pub-
lished data comes from retrospective reviews and anecdotal
reports. Experience and consensus opinion form the basis of
much of these guidelines.

Resuits of Data Synthesis: Each hospital should have a for-
malized plan for intra- and interhospital fransport that addresses

a) prefransport coordination and communication; b) transpart
personnel; c) transport equipment; d) monitoring during fransport;
and &) documentation. The transport plan should be developed by
@ multidisciplinary team and should be evaluated and refined
regularly using a standard quality improvement process.

Conciusion: The transport of critically il patients carries in-
herent risks. These guidelines promote measures fo ensure safe
patient fransport. Although both intra- and inferhospital transport
must comply with regulations, we believe that patient safety is
enhanced during fransport by establishing an organized, efficient
process supported by appropriate equipment and personnel. (Crit
Care Med 2004; 32:256-262)

Kev WorDs: intrahospital transport interhospital transpor; crit-
ical care; heafth planning; policy making; monitoring; standards

Transport sekline karar verilmeli.
Hastani aciliyet durumu
Hava yolunun saglayacagl zaman kazanci
Hav kosullan

Transfer sirasinda devam eden yasam desetgi icin gerekli
olan tibbi uygulamalar

Personel ve kaynak durumu

Transport servisi ile iletisime gecilmeli.

Tibbi kayitlarin ¢cogaltiimasi

Sevk eden hekim refere edilecek hastaneyi
belirlemeli ve ilgili hekim ile iletisim kurmali.
lleri derecede bakim kaynaklari uygun mu?
Hastanin durumunun eksiksiz olarak aktarilmasi

Ozellikle kritik bakim iinitesinde olmak {izere

hastanede yatan hastanin (IN-PATIENT) kabul eden
hastanede acil servise kabul edilmesi tekrar

degerlendirilmeli !!!!

Arag sUrucusu disinda minimum iki Kisi...

Takim lideri kim?

Unstabil hasta; doktor / hemsire
Kritik ancak stabil; paramedik

Hava yolu yénetimi, IV tedavi, disritmi yorumu ve
tedavisi, temel ve ileriyagam destegi konularina

hakim olmal.
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Hava yolu ve oksijenizasyon
Vital bulgularin monitorizasyonu
Acil resussitasyon ve
stabilizasyon ve idamesiigin
gerekli farmasétikler ve geregler

8
b
b
b

Asgari olarak;
Sirekli pulse oksimetri
EKG monitorizasyonu
Diizenli kan basinci ve solunum sayisi l¢imi

Secilmis hastalarda ek takipler...

Mekanik ventilatérde olan hastalar icin
Endotrakeal tiipiin yerinin not edilmesi ve glivence altina alinmasi
Transport ventilatérde uygun mod secimi
Oksijen ve ventilasyonun kontrol edilmesi

Hastanin durumunun ve yonetimin kayitaltina alinmasi

‘Scoop and run’ anlayisi gecerli degil.

ilk degerlendirme ve mimkin olan derecede
stabilizasyonun saglanmasi

Transferi geciktirecek gerekli olmayan test ve
girisimlerden sakiniimali.

TUum kritik hastalar icin guvence altina alinmis
IVyol saglanmali.
Tercihen periferik yol; acilamazsa santral yol diistn.

Sivive inotropik destek baslanmal.
Sivilar plastik kaplar (CAM DEGIL) iginde olmal.

Hava  yolunda tikaniklik riski varsa;
ENTUBASYON!
LMA kabul edilebilir degildir.

Travma hastasi icin spinal immobilizasyon.

NG tup;
ileus / intestinal obstriiksiyon varsa
Mekanik ventilasyondaki tim hastalara

Foley sonda
Ciddi sivi yonetimi gerekiyorsa
Uzun sireli transport yapilacaksa
Diuretik alan hastalar icin

Gogus dekompresyonu; gogis tipl ile endikasyonu olan
hastalarda...

Ajite hastalarda,
El bilegi ve/veya ayaklardan sabitleme

Hircin ve kooperasyonu olmayan hastalarda;
Sedasyon +/- noromuskiiler blokaj

TUm hasta kayitlari, lab & radyolojik tetkikler cogaltiimali



Hastayi degerlendir. Hasta stabil mi? Hayir — —
Resiissite et ve miimkiin olan

derecede ve endikasyonu olan
onlemleri al: havayolu
glvenligi, v yol, SIvi
hidrasyonu, lab/X-ray testleri

Evet
Sevk ihtiyacini degerlendir.
Hastanin bakimini saglayacak

olanaklar kurumda mevcut mu?

Hayir

q 5 i Hayir
Sevkin yarar/zarar oranini degerlendir. Y Sagaltimigin yonetime devam et
Hz kicin bir aday mi?

EW

Kabul eden kurumu tespit et: uzaklik,
kaynaklar, yatak uygunlugu, hasta
tercihine dikkat et.

Kabul eden hekim ile iletigsim kur.

Sevk kabul edildi mi?

BIZ NEREDEYIZ ?
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Bilgilendirilmis onami sagla.

Transfer modunu seg (hava veya kara) masraf, hasta
aciliyeti, uzaklik ve hava kosullarina dikkat et.

Gerekli personel, ekipman ve farmasétikleri hazirla.
Hemsire kayitlarini kabul eden kurumailet.

Tibbi kayitlari kabul eden kurumailet.

Transportu baslat.
Gerekliise sedasyon sagla.
Gerekliise hastayisabitle/bagla.
Transportsirasinda tibbikayit tut.
Protokolleriuygula.
Gerektiginde tibbi danisman ile baglantiya geg.

Tamanlandiktan sonra kalite
degerlendir.

14 (1) ... sevk edilecek hastanin tibbi durumuna uygun
nihai tedavisinin saglanabilecegi saglk tesisinin
belirlenmesi ve nakil islemlerinin 112 KKM’nin yonetim
ve koordinasyonunda, 112 KKM tarafindan verilen
talimatlara uygun olarak ...

14 (4) ... durumu stabil olan ancak ileri tetkik ve
tedavisinin saglanmasi amaclyla Onceden
koordinasyon saglanarak baska saglik tesisinden
sevkle gonderilen ve nakil sirasinda acil midahaleyi
gerektirecek akut tibbi sorun gelismemis hastalar
gerekmedikge acil serviste yeniden degerlendiriimez. ...

15 (1) ... bakim ve tedaviyi saglayabilecek
sartlarl tasimasi halinde hastanin baska bir
saglik tesisine sevk edilmemesi ...

15 (2) Hasta sevk ve nakil kararinin ilgili
dal uzmani veya acil servis sorumlu tabibi
veya etci uzman tabibince verilmesi ve
onaylanmasi zorunludur.

15 (4) hasta, hastanin  tedavisinin
gerceklestirilecegi  bir saglik tesisine kabull
saglanana kadar sevki yapan saghk tesisinin
sorumlulugunda ...

16 (1) ... gerekli koordinasyon saglanmadan ve
uygun sartlar olusturulmadan, uygunsuz olarak
yapilan sevklerin 6ntine gegilebilmesi ve acil vakayi
kabul etmeyen saglik tesisleri icin; mudirlikce
ASKOM biinyesinde Sevk Degerlendirme ve
Denetleme Komisyonu ...
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TURKISH JOURNAL OF TRAUMA
& EMERGENCY SURGERY

HASTANELER ARASI SEVKLERDE
KURALLARA UYULUYOR MU?

DO EMERGENCY DEPARTMENTS COMPLY WITH THE.
RULES OF PAATIENT TRANSPORTATION?

*Dr. Erol ARMAGAN, **Dr: Sule AKKOSE , ***Dr. Hiiseyin CEBISC,
“*DrZiilfi ENGINDENIZ, *****Dr.Rifat TOKYAY,

GZET: Hasta sevkederken acil servisein en dnemli i kuallara uyumdu: Bu gal
igemizde bu kurallara uyumun ne kadar snglnnd:guu anlamak amaciyla yapllmt&klr 0105 1995.01.07,19999 tarhler arasnda

acil servisimize baska bir hastaneden ambulans e gelen 180 hastada Amerikon Acil Tip Uznanlar Denegi (ACEF) nin hasta sevk

Harallarma upunan saglanyp soglenmadigs arastinist Bulgulor kurallara wyumun yeteri olmadgim gostermiti. Calsmanin

sonuglars gevre hastanelein acil servis ve travma bakumindan sorumlu hekimlerinin aylik trawna egil

konuda I Seglik Midrliga, If ve lige Devlet Hastaneleri, SSK'ya bagh hastaneler ile gordisilerek beli protokollerin olusturulmast

welanacok hostaseskidedoa yosaloryarat Imaya calisilacaku: g

Andhtar Kelimeler: Hasta sevki,sevkkurallar,acil servi

Turk J Med Sei
ORIGINAL ARTICLE S

E-mail: gov.ir

Descriptive Epidemiology of Secondary Transport from
the Emergency Unit of a State Hospital

Macahit EMET!

Nazim Erciiment BEYHUN?
Mustafa UZKESER

Sahin ASLAN®

Department of Emergency Medidne,

Erzurum Numune H

Alms: To determine the decision time (DT) in the Emergency Department (ED) to establish the factors that
prolong DT.

Methods: This was  rospective study performed between November 17 and December 18, 2005, invalving
patients who had been admitted to the ED and whose transfr to ather hospitals was decided. We used *The
Patient Transer Questionnaire”, whih included the date of transfer, demagraphics of the patient, and the
physicians decision of the time of transfer. The sttstcal variables were assessed Lsing SPSS.

Results: A total of 507 patients were included, of whom 53.49% vere mak. The most frequent diagnoses in
ransferred infants, chidren, adolescents, and adults were infecton, convulsion or epiepsy, acute abdomen,
and coronary syndrome, respectivly. There Was a significant correlation between age groups and the main
dagnosi (frauma vs. no trauma). The mean DT was 7.7 « 1.6 min. The longest DT was due to a lack of
crfical care beds; the shortest DT was determined for infants. The cifferences in DT between age groups,
reasans for trnSpor, 2nd the patnts’ in-hospital consutation before the decision t transport were
statsticlly significnt. Age groups were found to be the most significant ndicators in the DT

Conclusion: Tre organization of the services in the hospita directy affects the secondary DT.
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Bir Universite Hastanesi Acil Servisine Yapilan
Sevklerin Incelenmesi

Evaluation of patient transfers to the emergency department of a
wniversio: hospital
Tirkive AT Dergisi -Tork ) Emer Med 2030/20(21:55.70

Cem ERTAN,* Feride Sinem AKGUN,* Neslihan YUCEL®

ozET
Amag: Ulkemizde sagii sisteminin basamakis yapis, basamaklar aras gecisiern dogru kullenimas: durumunds.
n intyas duydukan nismen Iznni sagisrken, kizrin uygun kullsniminz 42 yardime slsbilir. Va-

el calismads sevkedilen

rin Szellikieri ve sevk kasullar incelendi
Yontem: 2006 yilinin ilk 2 =y icerisinde hastanemiz scil servising sevk edien 541 hasts degerlendiridi

n demografik verileri, sevk sonundski vitsl bulgular, sevk Gncesi tanilar, sevk kosullar ve sevklerin gunie-

re e ssstiere gore dalmisr keydsdi

Bulgular: Acil servise sevk edilen hastalann yas ortalamas: 47.97521.02 idi ve 245'i (3645.3] erkekts. Hastalarin
ik sk oncesi tam 55,5 sikiikis karin sgr-
alone e garceklagrilirken, b sedklerin oncak 5677 7 sina tyzun saghik personel ek
sunierine gare dagihmi incelendiginds en yogun gunler srasiyls Cums (551396,

=si (3614.4} ginleri olurken, gin icerisinde en yogun sevkin ssat 12:00 ile gece 23:59 ara-

Eilen sevklerin bayak ilgili Birimisre kurum
 gercekisstridiging artays koymsktsdin Hastslann 1/5% doktorsuz smbulsnsls ganderim;
L messi s=stier disinds ve spesifik on taniar kenuimadsn yapildig dikkst sekmekeedin, Hast
PRuniuBy e bir ik - o
Skleri kurums bildinimemektedir,

Anahtar sozcikler: Aci servis: hasts sevii; yass e yanetmelik.

Karadeniz bdlgesindeki bir diniversite hastanesine sevk edilen hasta
yenidoganlarin nakil kogullaninin belirlenmesi

Detarmination of transport condition of sick neonates who were referred to a
university hospital in Black Sea region

Mehmet Mutlu, Yakup Aslan
Karaoeniz Tekrik Universiesi, Tio Fakdltesi, oozt Anabilm D, Neonatoloji Biim Dab, Trabeon, Tirie

et

Amag: Biimirize sevk rakil kogJllarni

Gereg ve Yéntem: Bu ilzrie dénik galigma, oifimiriize sevk edilen 216 yenidogarda orceden hazilanmig olan formlar dolduruara<
‘gerceklestirci. Istatistisel aneiz igin ki-kere test veya Fisher exact tesii ve Mann-Whtrey U testi uyguland. Etik kutl onayr al nd
Bulgular: Galigma grubuny; 154° i haber verilerek, €2'si habersiz olmak izere toolam 216 yenidagan olusturdu. Haoer verilarek gordzrilen
olgulann en sk sevk nedeni, erken dogum veivaya makanik ventilasyon gereksinimi (%71,4) idi. Haoersz gonderilen olgularda ise en si<
sevk nedeni, yenidogen hiperbilitioinerrisi (%46 8) idi. Tum olguiann %69 ambulansla, naki kuvéztirde ve sagik gal sani eslgince sev<
edilmislrd. Olgulann %57°sinde asidoz, %16'sinda siyanoe, %18'inde yetersz scluaum desteg, % 12'since hinogisemi, %8inde fipoter,
bradikardi veya hipotansiyon septardi. Nek| Bncesinde ve nekil siirecinds en sik yaplan hatalar; intraventiz s yoklugu, sw mistann
velveva cinsirin uyoun cimamas idi

Gikarmiar: B sonuglar; yridoganlerin nakil éncesi ve naki sirasndaki stabilizasyonunun ve nakil ncesi merkezler arasndaki haberegmenia
yetereiz o jgunu gBstermekted. Her balgerin kendi kirde yi bir iletisim a1 olusturuarak bélgesel nakil skipler Kuruimal ve gereksiz
Sevkler onlenmelicir. (Tirk Peo Ars 2011; 46: 42-8)

Anshiar sbzciikler: Nakil kesullan, yeridogan

Hasta sevkine karar veren hekimin bir kez daha diisiinmesi!

Kritik hasta transportu konusunda ambulans ekiplerinin

egitilmesi .

YBU de rotasyon dabhil...

Yatan hasta sevkleri konusunda ‘acil servislere’ disen
ylkin azaltiimasi ...

Yasanan sikinti ve klinik sonuglarinin sadece ‘TUTANAKLAR’
ile degil, bilimsel olarak da ortaya konulmasi gerekliligi

Tegekkiirler ...




15.10.2011

SORU
VE

KATKILARINIZ




