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1751 
A Fatal Complication of Otitis Externa: Subdural Empyema and Bacterial Meningitis – A Case Report 
Dr. İbrahim Dilekcan¹, Dr. Habibe Selmin Özensoy¹, Dr. Fatih Yaprak¹ 
¹ Ankara Bilkent City Hospital 
Introduction 
Otitis externa is a common inflammatory condition of the external auditory canal, typically presenting as a superficial and benign 
disease. However, in the presence of risk factors such as advanced age, immunosuppression, or diabetes mellitus, the infection may 
become invasive and extend to adjacent anatomical structures. Despite the widespread use of antibiotics, otologic infections can still 
lead to intracranial complications. Particularly in cases of delayed treatment, the infection may spread to the mastoid air cells, tem-
poral bone, and even meningeal tissues, resulting in life-threatening complications such as mastoiditis, subdural empyema, and 
bacterial meningitis. This report presents a rare and severe clinical case where an initial diagnosis of otitis externa progressed to 
mastoiditis and subsequently to subdural empyema and meningitis due to contiguous spread of the infection.                                                                                                                   
Case 
A 70-year-old male patient was brought to the emergency department by his relatives with complaints of headache, speech disturb-
ance, and impaired cooperation. Vital signs were stable. The patient had a known history of hypertension but no history of immuno-
suppression, diabetes, or chronic otitis. According to the relatives, he had been diagnosed with otitis externa approximately one 
week earlier and was prescribed topical antibiotic treatment. 
On the physical examination, the right external auditory canal was edematous and hyperemic, with evident serous discharge. Neuro-
logically, the patient was alert but disoriented, exhibiting nuchal rigidity and a positive Kernig’s sign. 
With a preliminary diagnosis of meningitis, cranial imaging and lumbar puncture were planned. Laboratory findings included leukocy-
tosis (20,33×10⁹/L), elevated procalcitonin (7,33 µg/L), and increased CRP (171,4 mg/L). Cranial CT revealed decreased aeration of 
the right mastoid air cells (Figure 1) and a 6 mm subdural collection in the right frontoparietal region (Figure 2). Cerebrospinal fluid 
(CSF) analysis revealed markedly elevated protein concentration (978.78 mg/L), increased albumin levels (372.3 mg/L), and pleocy-
tosis (120 cells/mm³), while glucose levels remained within normal limits. Polymerase chain reaction (PCR) testing via a molecular 
meningitis panel identified Streptococcus pyogenes as the causative pathogen. 
Following the diagnosis, empirical antibiotic therapy with ceftriaxone, vancomycin, and ampicillin were initiated within the first hour. 
The patient was admitted to the intensive care unit and managed with a multidisciplinary approach. 
Discussion 
Although otitis externa commonly presents as a localized and self-limited infection, in some cases it may progress with deep tissue 
invasion and result in serious complications. In this case, the infection extended to the mastoid air cells and meningeal tissues, cul-
minating in subdural empyema and bacterial meningitis. Topical antibiotics are generally preferred in the treatment of otitis externa. 
However, systemic antibiotic therapy should be considered in the presence of periauricular spread, systemic symptoms (fever, al-
tered mental status, nuchal rigidity), or failure to respond to topical treatment. The patients presenting to the emergency department 
with otologic complaints accompanied by neurological findings, intracranial complications must be ruled out. Head and neck CT and 
MRI play a critical role for diagnosis. MRI is particularly useful when identifying subdural collections and meningeal involvement. 
CSF analysis including evaluation of protein levels, leukocyte count, and glucose concentration provides important diagnostic clues. 
In this case, Streptococcus pyogenes, a rare but aggressive etiologic agent of meningitis, was isolated from the CSF. Early diagno-
sis and initiation of empirical antimicrobial therapy are essential for favorable clinical outcomes. 
In emergency medicine, otologic complaints should not be underestimated. Especially in elderly or high-risk patients, advanced 
diagnostic workups, including imaging and CSF analysis may be lifesaving. This case demonstrates that seemingly benign external 
ear infections can rapidly evolve into systemic and neurological emergencies. 

 

Figure 1: Decreased aeration in the right mastoid air cells 
Figure 2: Subdural empyema measuring 6 mm in the right frontoparietal region 
Conclusion 
Although the combination of mastoiditis, subdural empyema, and meningitis following otitis externa is rare, it poses a high risk of 
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morbidity and mortality. Therefore, elderly patients presenting with systemic signs such as headache or altered consciousness, 
clinicians should maintain suspicion. Prompt imaging and CSF analysis are crucial for early diagnosis. Early initiation of antibiotic 
therapy and a multidisciplinary treatment approach are key factors in improving patient outcomes. 
References 
Jauch EC, et al. Otitis Externa. In: Tintinalli’s Emergency Medicine: A Comprehensive Study Guide, 9e. 2025. 
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Samuel J, Fernandes CM, Steinberg JL. Intracranial otogenic complications: a persisting problem. Laryngoscope. 1986;96(3):272–
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Tanski ME, Ma OJ. Central Nervous System and Spinal Infections. In: Tintinalli’s Emergency Medicine: A Comprehensive Study 
Guide, 9e. New York: McGraw-Hill; 2025. 

2345 
Rare Intussusception in Pregnancy: Challenges in Diagnosis and Treatment 
Mehmet Kasa1 ,  Hüseyin Özenç1 ,  Demet Acar1 ,  Ayla Mollaoğlu1 ,  Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye 
Introductıon 
Intussusception is a rare pathology characterized by the telescoping of one segment of the intestine into the lumen of a distal 
segment (1). While it is commonly observed in childhood, it is exceptionally rare in adults and even more so during pregnancy (2). 
Factors such as hormonal changes, increased intra-abdominal pressure due to uterine growth, and physiological slowing of bowel 
motility during pregnancy may contribute to the risk of intussusception (3). However, because pregnancy-related changes can result 
in atypical symptom presentation, diagnosis may be delayed. Therefore, intussusception should always be considered in the 
differential diagnosis of pregnant patients presenting with abdominal pain and bowel obstruction symptoms (4). This case report 
details a 28-week pregnant patient who developed small bowel intussusception and her clinical management. 
Case Report 
A 23-year-old, 28-week pregnant patient presented to an external emergency department with complaints of abdominal pain and 
was referred for further examination and treatment. The primary complaint was abdominal pain that had persisted for 5 h, initially 
mild but increasing in severity over time. Additionally, she reported nausea and loss of appetite. Her obstetric history was 
unremarkable, and she had no prior abdominal surgeries. 
On physical examination, the patient was in good general condition, cooperative, and oriented, with stable vital signs. Abdominal 
examination revealed significant tenderness in the left upper and lower quadrants, although there were no signs of rebound or 
guarding. The uterus was palpated in accordance with the gestational age, and no signs of preterm labor were detected. The 
laboratory results were as follows: WBC, 9.29; Hgb, 11.2; and CRP, 0.80, with normal liver and kidney function tests. 
Obstetric ultrasonography showed fetal biometry consistent with 28 weeks of gestation, a posteriorly located placenta, and a normal 
amniotic fluid index. However, an abdominal ultrasound performed at the external center revealed bowel wall thickening and lumen 
narrowing over a 9 cm segment in the left upper and lower quadrants. Due to suspected intussusception, urgent consultations with 
obstetrics and general surgery were requested. Advanced imaging was planned to evaluate for mechanical bowel obstruction, but 
the patient was non-compliant with MRI. Therefore, she was admitted to the general surgery ward for monitoring and treatment. 
During her follow-up in the general surgery ward, there was no increase in acute phase reactants, abdominal findings improved, and 
bowel movements resumed. After 24 h of observation, the patient was discharged without requiring surgical intervention. 
Dıscussıon 
Intussusception during pregnancy is a rare but high-risk gastrointestinal pathology with significant maternal and fetal morbidity. The 
incidence of intussusception in adults is low and is often associated with an underlying predisposing factor (e.g., tumors, 
inflammatory diseases, adhesions, lymphoid hyperplasia) (5). However, most cases occurring during pregnancy are idiopathic, likely 
due to altered bowel motility and mechanical effects. 
The clinical presentation of bowel intussusception in pregnancy is nonspecific and often overlaps with common pregnancy-related 
symptoms, leading to delays in diagnosis and increased complication risks. Literature reports indicate that intussusception accounts 
for approximately 6% of mechanical bowel obstructions in pregnancy (6). While ultrasonography is the first-line imaging modality, 
MRI provides higher diagnostic accuracy and can become the gold standard for diagnosis. 
Although conservative treatment is commonly used for pediatric intussusception, it is generally unsuccessful in adults and 
particularly in pregnant patients. Consequently, surgical intervention is often necessary. In our case, the patient improved during 
follow-up, with resumed bowel movements and symptom resolution, making it one of the rare cases where surgery was not required. 
When surgical intervention is necessary, manual reduction of the intussuscepted segment should be attempted first; if unsuccessful, 
resection and anastomosis should be performed. 
Conclusıon 
Persistent abdominal pain, nausea, and vomiting suggestive of bowel obstruction in pregnant patients should always raise suspicion 
for intussusception. Early diagnosis and appropriate surgical management play a crucial role in preserving maternal and fetal health. 
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MRI is emerging as an increasingly used modality for diagnosing intussusception during pregnancy. Further case reports and large-
scale studies are needed to enhance the understanding of this rare but clinically significant condition. 
References 
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2575 
A Patient with Loss of Eye Movements and Balance: A Rare Case Study of Miller Fisher Syndrome 
Merve Sandıkcı1, Gülcan Nur Yılmaz2, Gürkan Altuntaş1, Özlem Bilir1 
1Department of Emergency Medicine, Recep Tayyip Erdoğan University Training and Research Hospital, Rize, Turkey 
2Kaçkar State Hospital, Emergency Department, Rize, Turkey 
Introduction 
Miller-Fisser syndrome (MFS) is an immune-mediated inflammatory demyelinating peripheral neuropathy. It is now widely conside-
red to be a variant of Guillain-Barre syndrome (GBS). It is relatively rare in clinical practice and accounts for only 5% of GBS (1). 
The typical clinical manifestations of MFS primarily include extraocular muscle paralysis, ataxia and reduced or absent tendon ref-
lexes, collectively referred to as the MFS triad. The presence of anti-GQ1b antibodies is crucial for the diagnosis of MFS. 
MFS and GBS are thought to result from an abnormal acute autoimmune response to a previous infection (e.g. Campylobacter jeju-
ni, Cytomegalovirus, Epstein-Barr virus or human immunodeficiency virus). A cross-reaction between peripheral nerve antigens and 
microbial/viral components through molecular mimicry is thought to drive the inflammatory process of this disease. Approximately 
two thirds of cases are preceded by symptoms of upper respiratory tract infection or diarrhea and approximately 50% develop after 
infection (2). 
MFS is mainly associated with dysfunction of the third, fourth and sixth cranial nerves. Other risk factors associated with the disease 
include the use of certain drugs (heroin, suramin, streptokinase and isotretinoin), use of TNF-alpha antagonist therapy, other concur-
rent autoimmune diseases (systemic lupus, Hodgkin's disease and sarcoidosis), surgery, epidural anesthesia, bone marrow transp-
lantation and vaccinations (3).  
The clinical hallmark of MFS is the triple presentation of acute ophthalmoplegia, areflexia and ataxia preceded by a bacterial or viral 
illness. Physical examination findings include typical findings for GBS including facial paralysis, distal hyporeflexia without signs of 
upper motor neuron dysfunction, and loss of light and vibration sensation in the distal extremities (4). 
Case  
A 14-year-old male patient presents to the emergency department with complaints of diplopia starting in the morning. There is no 
known history of previous illness, no recent history of upper respiratory tract infection or gastroenteritis. The patient had a snow ball 
in his eye two days ago. There was limitation of outward gaze in the left eye. He described inability to stand and ataxic gait. 
There was no pathology in blood tests. Computed tomography of the brain and orbit revealed no pathology. The patient was consul-
ted to ophthalmology. No pathology was found on orbital MRI. Central pathology was primarily considered in the patient. Pediatric 
neurology was consulted and the patient was hospitalized in the pediatric neurology service. On initial examination, the patient had 
ataxia of the 6th cranial nerve palsy. Other cranial nerve examinations were normal. Deep tendon reflexes were present in the upper 
and lower extremities. There was no dysdiadokinesis dysmetria on cerebellar examination. 
In the ward follow-up of the patient, deep tendon reflexes could not be obtained in the upper and lower extremities and muscle 
strength was 4\5. Tremor was detected in the finger nose test. IVIG treatment was started considering Miller Fisher syndrome. In the 
sixth hour of treatment, the patient was referred to a higher center due to progression of the current condition. 
Discussion 
Molecular mimicry between the peripheral nerve and microbial/viral antigens is thought to occur through activation of the adaptive 
immune system. Humoral and cell-mediated lymphocyte mobilization is thought to play an important role. Gangliosides are important 
markers for autoimmune activity (5). 
The clinical hallmark of MFS is a triad of acute ophthalmoplegia, areflexia and ataxia preceded by a bacterial or viral illness. Distal 
paresthesia with or without weakness is also present. Symptoms peak in an average of four weeks or less. Other symptoms include 
diplopia or blurred vision, dysarthria, dizziness and limb tingling. Cranial nerve involvement is typical and causes facial, oculomotor 
or bulbar weakness that may extend to the limbs. Physical examination findings include findings typical of GBS, such as facial pa-
ralysis, distal hyporeflexia without signs of upper motor neuron dysfunction, and loss of light and vibration sensation in the distal 
extremities. Autonomic dysfunction such as hypertension, hypotension or cardiac arrhythmia is seen in advanced untreated 
GBS/MFS. Interestingly, corneal reflex may be impaired (4) 
If there is clinical suspicion for MFS and/or GBS, lumbar puncture with appropriate cerebrospinal fluid (CSF) studies is required to 
further narrow the differential diagnosis. A hallmark of GBS and MFS is albuminocytologic dissociation, if present, or a combination 
of normal cell count and elevated protein level in the CSF, which is found in approximately 90% of the disease. However, only half of 
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patients have albuminocytologic dissociation on initial analysis and a normal protein level does not exclude the diagnosis, especially 
early in the disease. Approximately 10% of patients with GBS have normal CSF studies. Approximately 15% to 20% have a slightly 
increased cerebrospinal fluid cell count (5 to 50 cells per microliter). In addition, nerve conduction studies may support the diagnosis 
and provide prognostic information (6). 
The detection rate of anti-GQ1b antibody in MFS patients can reach 70-90%, which is considered an important evidence for the 
diagnosis of MFS. GQ1b is enriched in the extramedullary portion of human oculomotor, trochlear and abducens nerves. While the 
positive rate of this antibody is relatively high in patients with ophthalmoplegia, the rate of anti-GQ1b antibody is significantly redu-
ced in patients without ophthalmoplegia (3). 
Electrodiagnostic studies for MFS may show reduced or absent sensory responses without slowing of sensory conduction studies. 
Computed tomography and magnetic resonance imaging scans of the spine may show thickening and thickening of the intrathecal 
spinal nerve roots and cauda equina, with an increase in some spinal nerve roots. Abnormalities of the posterior columns of the 
spinal cord and brain oculomotor, abducens and facial nerves have been described in the literature (4). 
MFS is mainly treated with adequate supportive care, pain control, respiratory support when needed and immunotherapy. Although 
used in the past, oral or intravenous (IV) steroids are no longer recommended for the treatment of GBS or MFS because they are 
ineffective. Corticosteroids can slow recovery from GBS, they are only recommended in case of neuropathic or radicular pain . IV 
immunoglobulin (IVIG) and plasma exchange are effective treatments for GBS and severe cases of MFS. There is no difference in 
primary mortality, disability and intubation time outcomes between IVIG and plasmapheresis. Patients with MFS usually do not need 
immunotherapy, possibly because they have a good prognosis and spontaneous recovery. IVIG should be considered in patients 
with severe Miller Fisher syndrome who have swallowing and breathing difficulties, despite a lack of supporting evidence. In general, 
IVIG is preferred over exchange because of convenience, availability and minimal side effects (7). 
Prophylactic treatment of deep vein thrombosis (DVT) should be initiated immediately to reduce the risk of pulmonary embolism. 
Administration of prophylactic doses of subcutaneous heparin or enoxaparin is appropriate. Alternatively, mechanical compression 
stockings may be used in adult patients unable to walk. If autonomic dysfunction is present, additional supportive therapy may be 
required. If the patient is moderately to severely bradycardic and at risk of asystole, the patient may require a pacemaker. If dyspha-
gia is present, a nasogastric tube may be required for feeding and nutrition. Bladder catheterization may relieve patients with urinary 
retention. A bowel regimen will be indicated to help with constipation. Early physical therapy during illness and early rehabilitation 
when the patient clinically improves are crucial (8). 
Inpatient and intensive care unit (ICU) placement is an important consideration for a patient with acute GBS and variant MFS. This is 
based on the severity of symptoms and, most importantly, respiratory status. Mechanical ventilation is required for 20% to 30% of 
patients who develop respiratory failure; endotracheal intubation and even tracheostomy may be required. Symptoms of respiratory 
muscle fatigue include tachycardia, tachypnea, asynchronous chest/abdominal movement and marked use of accessory muscles. 
As noted, all patients with acute debilitating symptoms are hospitalized for supportive care. Intensive care unit admission and mec-
hanical ventilation is recommended in patients with at least 1 major criterion or 2 minor criteria. Major criteria include hypercapnia 
partial carbon dioxide greater than 48 mm Hg, hypoxemia partial oxygen less than 56 mm Hg on room air, vital capacity less than 15 
mL/kg body weight, and negative inspiratory force less than -30 cm H2O. Minor criteria include inadequate/weak cough, dysphagia 
and atelectasis as evidenced on chest x-ray (4). 
The outcome of MFS is generally good with a case fatality rate of less than 5%. Average recovery times range from 8 to 12 we-
eks.Hyponatremia in GBS is a predictor of poor outcome with the development of syndrome of inappropriate antidiuretic hormone 
secretion (SIADH). Approximately 21% to 48% of GBS patients may suffer from hyponatremia.Hyponatremia is an independent 
predictive factor for mortality, questioned in more recent studies, making respiratory status and complications in the intensive care 
unit the most important predictors of mortality and morbidity (9). 
The most common complication is generalized fatigue, reported in three quarters of patients with GBS and MFS. Recovery tends to 
be better in patients with MFS (3). 
Conclusion 
Miller Fisher syndrome is a rare and complex neurological disorder. Recognized by paralysis of the eye muscles, loss of coordina-
tion and loss of reflexes, it usually occurs when the immune system attacks the nerves. Early diagnosis and treatment can signifi-
cantly speed up the recovery process. However, patients need to be carefully monitored and receive supportive care during the 
treatment process. Although it is a rare disease, with appropriate treatment and physiotherapy, most patients recover. 
References 
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rome, and the Bickerstaff Brainstem Encephalitis. The Neurologist, 23, 128-130. 
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Dimachkie, M. M., & Barohn, R. J. (2013). Guillain-barré syndrome. Current treatment options in neurology, 15(3), 338-349. 
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2836 
Arterial blood gas analysis as a systematic diagnostic approach in the evaluation and treatment of critical illnesses in 
emergency departments 
Mehmet Reşit Öncü1 
1Van Yüzüncü Yıl University Faculty of Medicine, Department of Emergency Medicine, Van 
Introduction and Purpose: The analysis of arterial blood gases (ABG) is a pivotal component of evaluating and treating critically ill 
patients in emergency departments. It allows rapid and accurate evaluation of patients' respiratory, circulatory, and acid-base balan-
ce disorders. We aim to improve the interpretation of ABG results in emergency departments and to facilitate clinical decision-
making processes and more general understanding of acid-base disorders from these interpretations. 
Materials and Methods: ABG testing involves the analysis of specific components; The normal blood pH range is between 7.35 and 
7.45, which indicates whether the blood is acidic or alkaline. PaO₂, which is expressed as a range of 75–100 mmHg, is a measure-
ment of the partial pressure of oxygen in arterial blood. This measurement reflects the oxygen-carrying capacity of the blood. Pa-
CO2, which measures the partial pressure of carbon dioxide in arterial blood, is an essential indicator of the blood's carbon dioxide 
content. It provides information about the ventilation status. The standard value of bicarbonate (HCO3) is 22-28 mEq/L. Bicarbonate 
is among the primary buffer systems that regulate the body's acid-base balance. A low HCO3- level is indicative of metabolic acido-
sis, while a high level is indicative of metabolic alkalosis. 
Results and Conclusion: Healthcare professionals can monitor the acid-base balance of patients with AKG analysis, which should 
be performed following the steps below.  
Step 1: The pH of blood gas is used to indicate the presence of clinical acidosis when it falls below 7.4, and alkalosis when it rises 
above 7.4. 
Step 2: If the changes in pH and PaCO2 are in the same direction, that is, if both increase or decrease, it indicates that the event is 
metabolic. 
3. If the direction of change of pH and PaCO2 are in different directions, the event is respiratory; if pH is below 7.4, there is respira-
tory acidosis, and if pH is above 7.4, there is respiratory alkalosis. Thus, primary acid-base disorders such as metabolic acidosis, 
metabolic alkalosis, respiratory acidosis, and respiratory alkalosis are detected.  
4. a)- If there is metabolic acidosis, it shows that HCO3- has decreased. Expected PaCO2= 1.5x [HCO3) +8±2 and is compared with 
the PaCO2 value in ABG. If they are equal, there is isolated metabolic acidosis; if they are increased, there is respiratory acidosis; if 
they are low, there is respiratory alkalosis. 
b)- If there is metabolic alkalosis, it shows that HCO3- has increased; it is calculated with expected PaCO2= 0.9x [HCO3) +16 and 
compared with the value in ABG.  If they are equal, there is isolated metabolic alkalosis; if they are increased, there is respiratory 
acidosis; if they are low, there is respiratory alkalosis. 
5.a)- 5. If respiratory acidosis is present, PaCO2 is increased and the expected HCO3 value is calculated with the formula 
HCO3=24+(PaCO2- 40) / 10 and compared with the value in ECG. If it is equal, isolated respiratory acidosis, if it is increased, meta-
bolic alkalosis and if it is decreased, metabolic acidosis accompanies. 
In respiratory acid-base disorders, if pH [H+]/pCO2 ratio is below 0.3, it is chronic. If it is between 0.3 and 0.8, it is acute over chro-
nic, and if it is above 0.8, it is acute. 
6. The anion gap (AG) is usually calculated using the formula [Na + ] – ([Cl – ] + [HCO 3 – ]), where potassium is excluded for simp-
licity, and the normal AG is 8 ± 2 mmol/L. If the base value is < -2, there is metabolic acidosis, and if > +2, there is metabolic alkalo-
sis. 
7. If the pH is 7.4, there is a mixed acid-base disorder. According to the [HCO3-] and PaCO2 values, if [HCO3-] is increased, there is 
metabolic alkalosis; if it is decreased, there is metabolic acidosis. If PaCO2 is increased, there is respiratory acidosis, if it is decrea-
sed, there is respiratory alkalosis. 
In conclusion, correct interpretation of blood gas test provides valuable information about the patients’ condition. It guides the treat-
ment according to the clinical situation and can accelerate the recovery process of the patients. 
Keywords: Acid/base, Arterial blood gas analysis (ABG), Partial pressure PaCO2 (PaCO2), Serum bicarbonate (HCO3-). 

2951 
Fahr Syndrome: A Case Diagnosed After Syncope 
Dr. Emre Güneşli1, Dr. İbrahim Dilekcan1, Dr. Hasip Kızılay1, Dr. Yunus Şahin1 

Ankara Bilkent City Hospital, Emergency Medicine Department1 

Introduction 
Fahr syndrome is a rare neurodegenerative disease characterized by symmetric calcifications in the basal ganglia, cerebellar nuclei, 
and periventricular white matter. It is often associated with hypoparathyroidism, pseudohypoparathyroidism, genetic mutations, or 
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metabolic disorders. The clinical presentation can vary widely, ranging from seizures, movement disorders, psychiatric symptoms, 
and cognitive decline to asymptomatic cases. 
Patients presenting to the emergency department with syncope, head trauma, or altered consciousness are common. However, 
these symptoms can sometimes mask underlying metabolic or neurological causes. Here, we present a case of a patient diagnosed 
with Fahr syndrome following a syncope episode and head trauma. 
Case Presentation 
A 54-year-old female presented to the emergency department with complaints of syncope and head trauma one hour prior. The 
patient could not recall the incident, and her relatives reported finding her unresponsive on the ground. Her medical history included 
hypertension and thyroid disease, but no neurological disorders were noted in her family history. 
On physical examination, she was conscious, cooperative, and oriented with a Glasgow Coma Scale (GCS) score of 15. An ecchy-
mosis was observed in the left periorbital region. Pupils were equal and reactive to light, with no lateralizing neurological signs. Mo-
tor strength was assessed as 5/5 in all extremities. 
Laboratory results showed a blood glucose level of 184 mg/dL and a blood pressure of 80/50 mmHg. Electrolyte levels and other 
biochemical parameters were within normal ranges. A non-contrast computed tomography (CT) scan of the brain revealed extensive 
bilateral calcifications in the basal ganglia, cerebellar nuclei, and periventricular white matter. 
Given the absence of metabolic disorders such as hypocalcemia or hypoparathyroidism, the patient was diagnosed with idiopathic 
Fahr syndrome. Intravenous hydration and cardiac monitoring were initiated, and the patient was referred to neurology and neuro-
surgery outpatient clinics for further evaluation and follow-up. 

 
Figure: Widespread hyperdense nodular appearances primarily suggestive of calcifications in the bilateral basal ganglia, dentate 
nuclei, and bilateral cerebral white matter. 
Discussion 
Fahr syndrome, can be inherited or idiopathic. It is frequently associated with genetic mutations. Metabolic disorders like hypopa-
rathyroidism, pseudohypoparathyroidism, and hypomagnesemia are common secondary causes. In cases without identifiable meta-
bolic or genetic causes, a diagnosis of idiopathic Fahr syndrome is established. 
Clinical manifestations are diverse, with seizures, extrapyramidal symptoms, psychiatric disorders, and cognitive decline being the 
most common. Extrapyramidal features, including parkinsonism, dystonia, and choreiform movements, may lead to motor dysfunc-
tion. Psychiatric symptoms such as depression, anxiety, and psychotic disorders are also prevalent, while cognitive decline resemb-
ling dementia significantly impacts quality of life. 
In asymptomatic cases, the diagnosis is often incidental. In our case, the patient presented with syncope and head trauma, leading 
to further investigation and diagnosis through imaging studies. 
Conclusion 
Fahr syndrome should be considered in patients presenting with syncope and head trauma, particularly in cases of unexplained loss 
of consciousness. Radiological findings play a crucial role in diagnosis, and long-term neurological and psychiatric follow-up is re-
commended for these patients. 
Further studies are needed to explore the underlying mechanisms and potential therapeutic approaches for Fahr syndrome. 
References 
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3650 
A rare case: total gastrıc necrosıs—but why? 
Ekim SAĞLAM GÜRMEN, Kaan ERDAŞ, 
Manisa Celal Bayar University School of Medicine, Emergency Department, Manisa, Turkey 
Introductıon 
Total gastric necrosis is an exceptionally rare clinical entity due to the extensive vascular supply to the stomach. It is frequently as-
sociated with high mortality and may result from vascular, mechanical, chemical, or infectious etiologies. In most cases, the underl-
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ying cause can be identified preoperatively, or an intraoperative mechanical insult can be demonstrated. A high index of clinical 
suspicion and thorough physical examination are crucial for early diagnosis. The most common presenting symptoms include nau-
sea, vomiting, and severe abdominal pain. 
Case 
A 22-year-old female patient presented to the emergency department with complaints of lower abdominal pain, bloating, and diffi-
culty in passing flatus, which had begun one day prior. She reported experiencing similar symptoms during every menstrual cycle 
and stated that she had started menstruating the previous day. The patient requested to be discharged after receiving analgesic 
treatment. On physical examination, there was significant tenderness in the lower quadrants without signs of peritoneal irritation 
(negative rebound and guarding). Her vital signs were within normal limits. Laboratory tests were obtained, and she was monitored 
in the emergency department. Initial venous blood gas analysis revealed metabolic acidosis with a pH of 7.33, bicarbonate (HCO3) 
of 18.2 mmol/L, and a markedly elevated lactate level of 10.09 mmol/L. Intravenous fluid resuscitation was initiated. A follow-up 
examination performed 45 minutes later revealed worsening abdominal pain, raising suspicion of an acute abdomen. Additional 
laboratory results showed leukocytosis (WBC: 33,400/mm³), neutrophilia (NEU%: 93.6), elevated amylase (343 U/L), lipase (1007 
U/L), and CRP (0.57 mg/dL). A contrast-enhanced abdominal computed tomography (CT) scan was performed. CT imaging de-
monstrated extensive pneumoperitoneum and free intra-abdominal fluid, suggestive of upper gastrointestinal perforation. Additio-
nally, there was an absence of gastric wall enhancement with diffuse intramural gas (suggestive of total gastric necrosis). A filling 
defect of approximately 5 mm was noted at the origin of the celiac trunk, along with non-enhancing areas in the spleen, consistent 
with splenic infarction. Given these findings, median arcuate ligament syndrome (MALS) and celiac artery compression syndrome 
were considered as possible underlying etiologies. The general surgery team was consulted, and the patient underwent emergency 
total gastrectomy and splenectomy. Postoperatively, she was admitted to the anesthesia intensive care unit for further management. 
Dıscussıon 
Median arcuate ligament syndrome (MALS) is a rare vascular compression disorder caused by excessive pressure from the median 
arcuate ligament on the celiac artery and the surrounding celiac plexus. This condition is predominantly observed in young, thin 
females and presents with postprandial epigastric pain and weight loss. MALS remains a diagnostic challenge and often requires 
extensive workup. The definitive treatment is surgical release of the median arcuate ligament, with reported success rates of app-
roximately 75%. 
Keywords: Total Gastric Necrosis, Median Arcuate Ligament Syndrome, Abdominal Pain, Vascular Compression Syndrome 
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4034 
Acute Carbon Monoxide Poisoning Following Waterpipe Use: A Case Report 
Dr. Hasip Kızılay1, Dr. İbrahim Dilekcan1, Dr. Yunus Şahin1, Dr. Neslihan Yarkın1, Dr. İsmail Ufuk Yıldız 
Ankara Bilkent City Hospital, Emergency Medicine Department1 
Introduction  
Carbon monoxide (CO) poisoning is a potentially life-threatening clinical condition that arises from exposure to carbon monoxide, a 
colorless, odorless, and non-irritating gas. CO binds to hemoglobin with an affinity approximately 250 times greater than that of 
oxygen, forming carboxyhemoglobin (COHb), and thereby significantly impairs tissue oxygenation. The clinical presentation can vary 
widely, ranging from mild symptoms such as headache and fatigue to severe neurological and cardiovascular complications includ-
ing seizures, coma, and death. 
In recent years, waterpipe smoking has gained popularity among young adults. When performed in poorly ventilated environments, it 
can result in significant CO exposure. Compared to cigarette smoking, waterpipe use has been shown to produce much higher lev-
els of COHb. This report presents a case of a young adult who developed acute CO poisoning after prolonged waterpipe use and 
required hyperbaric oxygen therapy. 
Case 
A 25-year-old male presented to the emergency department after experiencing dizziness, chest pain, and a syncopal episode follow-
ing prolonged exposure in an enclosed waterpipe café. On initial evaluation, the patient was alert, cooperative, and oriented with a 
Glasgow Coma Scale (GCS) score of 15. His vital signs were as follows: systolic blood pressure 120 mmHg, heart rate 86 bpm, and 
oxygen saturation 95% on room air. Physical examination findings were non-specific. 
The patient’s only known medical history was anxiety disorder. Electrocardiogram (ECG) showed normal sinus rhythm, and cardiac 
biomarkers (troponin, CK-MB) were within normal limits. Arterial blood gas analysis revealed a COHb level of 30%. High-flow oxygen 
therapy was initiated via a non-rebreather mask. During clinical observation, the patient’s symptoms improved significantly. However, 
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due to the high COHb level and the history of syncope, the patient was referred to as hyperbaric oxygen therapy via emergency 
medical services. 
Discussion  
In Turkey, most CO poisonings are caused by faulty heating systems or natural gas leaks. However, the rising popularity of water-
pipe smoking in confined spaces has emerged as a significant source of CO exposure. Waterpipe smoke contains CO not only from 
the tobacco itself but also from the charcoal used to heat the tobacco, in addition to heavy metals and other toxic compounds. Stud-
ies have demonstrated that even a single session of waterpipe smoking can result in significantly higher COHb levels compared to 
cigarette smoking. 
Symptoms of CO poisoning are often non-specific, including headache, dizziness, weakness, and nausea. Severe cases may pre-
sent with syncope, seizures, coma, or cardiac arrhythmias. Diagnosis is confirmed by clinical history and COHb levels obtained from 
arterial blood gas analysis. However, it is important to note that COHb levels do not always correlate with the severity of clinical 
presentation. 
The first step in treatment is removal from the exposure source and administration of 100% oxygen. Hyperbaric oxygen therapy 
(HBOT) is recommended for preventing neurological sequelae, facilitating faster CO elimination, and improving tissue oxygenation. 
HBOT is especially indicated in cases with syncope, altered mental status, cardiac involvement, or COHb levels exceeding 25%. 
Conclusion  
This case highlights the clinical relevance of acute CO poisoning following waterpipe use. In young adults presenting with non-
specific symptoms after waterpipe exposure in enclosed spaces, CO poisoning should be considered in the differential diagnosis. 
Early recognition, prompt administration of oxygen therapy, and referral for hyperbaric oxygen therapy when indicated can signifi-
cantly reduce the risk of complications. Public awareness regarding the health risks associated with waterpipe use is crucial to pre-
vent similar cases in the future. 
References 
Baykan N, Durukan P, Salt Ö, Yakar Ş, Özkan S. Nargile içimi sonrası gelişen karbon monoksit intoksikasyonu: iki vaka sunumu. 
Ankara Med J. 2017;17(4):305-7. doi:10.17098/amj.364165. 
Canpolat Ö. Bir nargile içimi ile gelişen nadir görülen karbon monoksit zehirlenmesi. Acta Oncologica Turcica. 2020;53(1):155-157. 
doi:10.5505/aot.2020.70188. 
Uyanık B, Arslan ED, Akay H, Erçelik E, Tez M. Narghile (hookah) smoking and carboxyhemoglobin levels. J Emerg Med. 
2011;40(6):679–81. doi:10.1016/j.jemermed.2010.03.034. 
La Fauci G, Weiser G, Steiner IP, Shavit I. Carbon monoxide poisoning in narghile (water pipe) tobacco smokers. CJEM. 
2012;14(1):57–9. doi:10.2310/8000.2012.110494. 

4083 
Optic nerve sheath dıameter in the treatment of hyponatremia 
Mustafa Öcal1 
1Department of Emergency Medicine, Faculty of Medicine, Ufuk University, Ankara, Turkiye 
Introductıon 
Hyponatremia is one of the most common electrolyte disorders (1). According to the European clinical practice guidelines, hyponat-
remia is defined as a serum sodium (Na⁺)  c o n c e n tra tio n  b e lo w  1 3 5  m m o l/L .  T h e  p re v a le n c e  o f h y p o n a tre m ia  a m o n g  p a tie n ts  p re -
senting to the emergency department (ED) ranges from 3% to 10%, depending on the environmental and demographic characteris-
tics of the local population (2). 
Symptoms associated with hyponatremia can vary from mild, nonspecific complaints such as dizziness, headache, or nausea to 
severe, life-threatening conditions like cerebral edema (3). Due to the osmotic gradient between the brain and plasma, water shifts 
from the extracellular to the intracellular compartment, leading to cellular swelling in the brain. This typically occurs when hyponat-
remia develops rapidly, leaving little time for cerebral adaptation to the hypotonic environment (2). Ultimately, cerebral edema can 
lead to increased intracranial pressure (ICP). 
Various invasive and non-invasive methods for measuring ICP have been employed for years, particularly in the fields of neurology 
and neurosurgery. While invasive techniques usually involve the placement of a catheter into the cranial cavity, they are associated 
with potential complications such as infection and bleeding. Non-invasive alternatives include computed tomography (CT), magnetic 
resonance imaging (MRI), transcranial Doppler ultrasound, and optic nerve sheath diameter (ONSD) measurement (4). Among the-
se, transorbital ultrasonography, a non-invasive method, allows estimation of ICP by measuring the ONSD. The optic nerve sheath 
(ONS) is surrounded by cerebrospinal fluid (CSF) and the dura mater, and is connected to the intracranial subarachnoid space, 
making it sensitive to changes in CSF pressure. Bedside ultrasonographic measurement of ONSD is a reliable, non-invasive method 
for detecting elevated ICP. Studies have shown that ONSD measurements correlate well with direct ICP measurements and exhibit 
low inter-observer variability (6). 
Monitoring serum sodium levels during the correction of hyponatremia is crucial to prevent complications such as central pontine 
myelinolysis or osmotic demyelination syndrome (7,8). Since laboratory testing for electrolytes takes longer, blood gas analyzers are 
commonly used in EDs to monitor the correction of hyponatremia. However, repeated needle punctures for sample collection and 
the high cost of blood gas analysis represent significant drawbacks. 
The aim of this study is to investigate the relationship between changes in ONSD and increases in serum Na⁺ le v e ls ,  a s  well as 
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associated clinical improvement, in patients presenting to the emergency department with symptomatic hyponatremia and treated 
with hypertonic saline (3% sodium chloride). 
Changes in ONSD have been observed in patients presenting with hyponatremia (9). To the best of our knowledge, there are no 
detailed studies exploring ONSD changes during the correction of hyponatremia. With this study, we aim to examine whether there 
is a relationship between serum Na⁺ le v e ls  a n d  O N S D ,  to  a s s e s s  h o w  h y p o n a tre m ia  tre a tm e n t  affects ONSD, and to determine 
whether ONSD could potentially serve as a monitoring tool during the treatment of hyponatremia. 
Methods 
This study included 40 patients who presented to the emergency department of Ufuk University Dr. Rıdvan Ege Hospital between 
September 25, 2023, and April 1, 2024, and were found to have hyponatremia (Na <135 mmol/L) upon arrival. Patients under the 
age of 18, those with a history of cerebrovascular accident , a history of ophthalmologic or cranial surgery, a diagnosis of glaucoma, 
altered mental status, or those unable to provide informed consent were excluded. Patients meeting the inclusion criteria and who 
demonstrated an increase in serum sodium levels after hypertonic saline therapy were enrolled in the study.Written informed con-
sent was obtained from all participants prior to inclusion. Institutional Review Board approval was granted for this prospective obser-
vational study (Approval No: 12024861-29, dated 20/09/2023). The study was conducted in accordance with the principles outlined 
in the World Medical Association Declaration of Helsinki. 
Hyponatremia Treatment 
Treatment was administered based on the European Clinical Practice Guidelines (2). According to these guidelines, patients with 
acute hyponatremia (onset <48 hours) presenting with moderate or severe symptoms were initially treated with 150 mL of hypertonic 
saline (3% NaCl) over a 20-minute period, followed by reassessment of serum sodium levels. The treatment goal in symptomatic 
patients was to achieve a prompt increase of 5 mmol/L in serum sodium levels, while ensuring that the total correction did not 
exceed 8–10 mmol/L within 24 hours (2). 
Venous blood gas samples were obtained at presentation and again following hypertonic saline treatment. Sodium levels were re-
corded. Demographic data, vital signs, initial blood gas parameters, mental status, post-treatment blood gas results, and pre- and 
post-treatment ONSD measurements were all documented. All blood gas analyses were performed using a calibrated ABL800 FLEX 
© blood gas analyzer (Radiometer Medical ApS, Copenhagen, Denmark). 
Measurement of Optic Nerve Sheath Diameter (ONSD) 
All patients were examined in the supine position, and measurements were performed on the right eye. While the patients’ right eyes 
were gently taped shut and covered with a transparent film, they were asked to focus their left eyes on the ceiling. Transorbital ultra-
sonographic assessments were performed in the transverse plane using a 7–13 MHz linear probe ultrasound system (Mindray, Mo-
del DC-T6). Anatomically, the ONSD was measured 3 mm posterior to the papillary segment of the optic nerve. All measurements 
were conducted by an emergency medicine specialist experienced in ocular ultrasonography. 
Figure 1.ONSD Measurement 

 
Statistical Analysis 
Statistical analysis was performed using SPSS version 29.0 (SPSS Inc., Chicago, IL, USA). Data were presented as mean ± stan-
dard deviation (SD), median, or as number of patients (%), where appropriate. The Kolmogorov-Smirnov test was used to assess 
the normality of distribution for continuous variables. Depending on the distribution, continuous variables were analyzed using either 
the independent t-test or the Mann-Whitney U test. Categorical variables were analyzed using the chi-square (χ²) test or Fisher’s 
exact test, as appropriate. Pearson’s correlation test was employed for correlation analysis. Changes in variables over time were 
assessed using repeated-measures analysis of variance (ANOVA). A p-value of <0.05 was considered statistically significant. 
Results 
Among the 40 patients included in the study, 24 were female and 16 were male. The mean age of the participants was 67.2 years 
(range: 52–90 years). The mean serum sodium (Na⁺)  le v e l a t p re s e n ta tio n  w a s  1 1 5 . 7  m E q /L ,  w h ile  th e  p o st-treatment mean Na⁺ 
level was 135.9 mEq/L. The mean optic nerve sheath diameter (ONSD) at admission was 5.46 mm, which decreased to a mean of 
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5.12 mm following treatment(Table 1) 
 
Table 1. Descriptive Statistics for Numeric Variables 

  
 
 
 
 
 
 
 

The correlation analysis between serum sodium levels prior to treatment (hyponatremia) and pre-treatment optic nerve sheath dia-
meter (ONSD) revealed a correlation coefficient of -0.32, indicating a low to moderate negative relationship. The p-value was 0.043, 
which is statistically significant (p < 0.05). These findings suggest that as serum sodium levels decrease (i.e., the severity of hypo-
natremia increases), the ONSD tends to increase. In other words, more severe hyponatremia is associated with greater ONSD dila-
tion (Figure 2). 
 
Figure 2. Scatter plot showing negative correlation between admission serum sodium and pre-treatment ONSD

 
A decrease in ONSD was observed in 38 out of 40 patients following treatment, indicating that the intervention had a measurable 
effect on ONSD in the vast majority of cases. On average, The mean post-treatment ONSD decreased by 0.34 mm. This finding 
demonstrates that the correction of hyponatremia led to a statistically significant reduction in ONSD (Figure 3). 
 
Figure 3.Pre/Post-retmatment Sodium and ONSD 

 

Variable Mean Min Max 
Age 67.2 52 90 
Admission Na (mmol/L) 115.7 105 128 
Admission ONSD (mm) 5.46 4.6 6.5 
Post-treatment Na (mmol/L) 135.9 133 140 
Post-treatment ONSD(mm) 5.12 4.2 6 
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Analysis of the relationship between post-treatment sodium levels and post-treatment ONSD revealed a weak negative correlation. 
This suggests that the change in sodium levels after treatment had no marked effect on ONSD. Moreover, the correlation was not 
statistically significant(p>0.5)(Figure 4). 
 
Figure 4.Post-treatment Sodium and Post-treatment ONSD 

 
Correlation Between the Increase in Sodium Levels and the Reduction in ONSD 
The correlation analysis demonstrated a correlation coefficient of -0.54, indicating a moderate negative relationship, with a p-value of 
0.0003, which is statistically significant (p < 0.05). These findings suggest that the increase in serum sodium levels following the 
treatment of hyponatremia is significantly associated with a reduction in ONSD. In other words, as sodium levels rise with treatment, 
ONSD tends to decrease in a consistent and clinically meaningful manner (Figure 5). 
 
Figure 5.Relationship Between Sodium Increase and ONSD Decrease 

 
As part of the ROC analysis, we employed the Youden Index method to identify the optimal cut-off value that provides the best ba-
lance between sensitivity and specificity. The optimal threshold was determined to be an increase of 14 mmol/L in serum sodium. 
Sensitivity: 1.0 (100%) → This threshold correctly identified all cases with a decrease in ONSD. 
Specificity: 0.22 (22%) → The low specificity indicates a high rate of false positives. 
The area under the curve (AUC) was calculated as 0.56, suggesting that the increase in sodium levels is a weak predictor of ONSD 
reduction. 
These findings imply that while sodium elevation may influence ONSD reduction to some extent, it is not a strong or definitive predic-
tor. The analysis highlights a measurable, yet limited, predictive value of sodium increase on ONSD decrease (Figure 6). 
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Figure 6.ROC Analysis 

 
 
Dıscussıon 
In this study, we evaluated the relationship between changes in optic nerve sheath diameter (ONSD) and increases in serum sodium 
(Na⁺)  le v e ls  b e fo re  a n d  a fte r h y p e rto n ic  s a lin e  tre a tm e n t in  patients presenting to the emergency department with hyponatremia. 
Our findings indicate that as the severity of hyponatremia increases, there is a tendency for ONSD to expand, and that ONSD signi-
ficantly decreases following the correction of hyponatremia. 
Hyponatremia is a serious electrolyte imbalance that can lead to cerebral edema. In cases of rapidly developing hyponatremia, brain 
cells fail to adapt to the hypotonic environment, resulting in intracellular fluid accumulation and increased intracranial pressure (ICP) 
(10). Previous studies have demonstrated a relationship between elevated ICP and ONSD expansion, suggesting that bedside ult-
rasonographic measurement of ONSD is a promising non-invasive tool for clinical monitoring (11,12). Our study further supports 
these findings by showing that correction of hyponatremia leads to a reduction in ONSD, which moderately correlates with the incre-
ase in serum sodium levels. 
The existing literature supports the reliability of ONSD measurements in monitoring intracranial pressure changes. Prior studies 
have proposed the use of ONSD as a non-invasive alternative to invasive methods in conditions such as traumatic brain injury, int-
racranial hemorrhage, and hydrocephalus (6,13). However, studies specifically investigating changes in ONSD during the correction 
of hyponatremia remain limited. Our study addresses this gap and contributes valuable data to the field. 
According to our findings, there is a moderate negative correlation between the increase in serum sodium levels and the decrease in 
ONSD following treatment (r = -0.54, p < 0.05). This suggests that treatment of hyponatremia may reduce intracranial pressure, 
which can be monitored through ONSD measurements. However, our ROC analysis indicated that sodium increase is not a strong 
predictor of ONSD change (AUC = 0.56), though it may have a limited but meaningful influence. Therefore, while While ONSD mea-
surements are clinically valuable, they should not be solely relied upon for the management and monitoring of hyponatremia and 
should be supported by additional clinical assessment methods. 
Conclusıon 
Our study demonstrated a significant reduction in ONSD following the treatment of hyponatremia. However, it also revealed that 
ONSD measurements alone may not be sufficient for the treatment and follow-up of hyponatremia and should be complemented by 
other clinical evaluation methods. 
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4103 
Paraneoplastic Polyneuropathy: A Case Report, 
Ahmet Dursun Demir¹, Uğurcan Uysal¹, Hızır Ufuk Akdemir¹, 
¹Department of Emergency Medicine, Faculty of Medicine, Ondokuz Mayıs University, Samsun, Türkiye 
Introduction 
Paraneoplastic neurological syndromes (PNS) are rare but clinically significant conditions associated with malignancies. These 
syndromes represent a group of disorders that occur in the absence of direct tumor invasion, metastasis, or treatment-related comp-
lications, and are most often considered to be immune-mediated. Among these, paraneoplastic polyneuropathy is frequently under-
recognized, yet it can profoundly affect a patient's quality of life and prognosis. 
Lung cancer, particularly small cell lung cancer (SCLC), is the malignancy most commonly associated with paraneoplastic syndro-
mes, increasing the incidence of paraneoplastic polyneuropathy in these patients. Although the exact pathophysiology remains unc-
lear, the presence of antineuronal antibodies—particularly anti-Hu (ANNA-1)—suggests an autoimmune mechanism. These antibo-
dies target neural tissues, leading to widespread dysfunction of the motor, sensory, and autonomic nervous systems 
Clinically, paraneoplastic polyneuropathy often presents as a progressive, symmetric, and distally predominant sensory neuropathy. 
However, motor symptoms and autonomic dysfunction may also be prominent in some cases. Importantly, the neurological symp-
toms may precede the diagnosis of the underlying malignancy, providing a critical clue for early cancer detection. Nonetheless, di-
agnosis remains challenging and requires a comprehensive evaluation, including clinical, electrophysiological, and laboratory inves-
tigations. 
Due to the rarity of paraneoplastic syndromes and their association with polyneuropathy, the number of reported cases in the litera-
ture remains limited. This highlights the need for increased awareness to ensure accurate diagnosis and appropriate management. 
This case report aims to detail the clinical presentation, diagnostic workup, and management approach of a patient who developed 
paraneoplastic polyneuropathy secondary to lung cancer. 
Case Presentation,A 74-year-old male patient with no known chronic illnesses other than a previously diagnosed pulmonary malig-
nancy presented to the emergency department with complaints of bilateral weakness in the legs and hands persisting for ten days. 
Medical history revealed that the patient had been treated with intravenous immunoglobulin (IVIG) for paraneoplastic polyneuro-
pathy in February 2024. 
On initial evaluation, the patient was conscious, oriented, and cooperative, with stable vital signs. Neurological examination revealed 
decreased muscle strength of 4/5 in the proximal upper extremities bilaterally, and 4/5 in hand and elbow flexion. In the lower extre-
mities, proximal strength was 3/5, and dorsal foot extension was 1/5 bilaterally. The patient also exhibited paresthesia in the hands, 
and deep tendon reflexes were globally absent. Laboratory and central imaging studies showed no acute pathological findings. 
Given the clinical presentation, the patient was preliminarily diagnosed with paraneoplastic polyneuropathy and was referred to the 
departments of pulmonology and neurology. He was admitted to the neurology service for further evaluation and treatment. 
Discussion 
Paraneoplastic polyneuropathy is a rare but clinically important complication of malignancy, with implications for both early diagnosis 
and later disease progression. This case describes a patient with a known history of lung cancer who presented with a recurrence of 
neurological symptoms after previously being treated for paraneoplastic polyneuropathy. Neurological evaluation confirmed the 
persistence and progression of paraneoplastic neuropathy symptoms. 
The patient’s neurological findings indicated widespread sensory and motor dysfunction consistent with polyneuropathy. Significant 
proximal and distal muscle weakness, particularly in the lower extremities, as well as paresthesia and global absence of reflexes, 
suggested a paraneoplastic process. The absence of acute abnormalities in laboratory and neuroimaging studies supported a neu-
rologic etiology. It is presumed that the paraneoplastic mechanism had been reactivated due to immune dysregulation associated 
with the underlying malignancy. 
The patient's admission to the neurology ward emphasized the importance of a multidisciplinary approach in managing paraneoplas-
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tic polyneuropathy. Optimal treatment typically involves control of the primary tumor, immunomodulatory therapies, and symptomatic 
management. Given that IVIG had previously led to partial symptom stabilization, reconsideration of immunomodulatory therapy was 
deemed appropriate in this case. 
The prognosis of paraneoplastic polyneuropathy is closely linked to the control of the underlying malignancy. Therefore, early recog-
nition of recurrent neurological symptoms, along with appropriate immune-directed therapy and cancer management, requires care-
ful clinical evaluation. This case underscores the chronic and potentially relapsing nature of paraneoplastic polyneuropathy, and 
highlights the need for long-term neurological monitoring and interdisciplinary care in patients with malignancy. 
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Indispensable in emergency cases of dichloromus (dichloromuscoriol) and acute coronary syndrome: kounis syndrome 
Berke Yıldırım1 ,  Mustafa Selçuk Solak1 ,  Emine Doğan1 ,  Emine Kadıoğlu2 ,  Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye 
2Department of Emergency Medicine, Taksim Education and Research Hospital, Istanbul, Turkey 
Introductıon  
Kounis syndrome (KS) is defined as the simultaneous occurrence of acute coronary syndrome including coronary spasm, acute 
myocardial infarction and stent thrombosis resulting from the activation of mast cells and platelets with allergy, hypersensitivity, 
anaphylaxis or anaphylactoid conditions and inflammatory cells such as macrophages and T lymphocytes that provide intercellular 
communication(8). The basic pathophysiology of Kounis syndrome is that cardiac mast cells are located in the intima layer of coro-
nary arteries and atherosclerotic plaques. During an allergic reaction, these cells are activated like mast cells in the skin and lungs 
and release mast cell mediators. Histamine causes coronary vasoconstriction, increases tissue factor synthesis, and activates plate-
lets. It also facilitates arrhythmia development by affecting the cardiac conduction system (9). Proteases cause plaque erosion and 
rupture by activating matrix metalloproteinases. In addition, it increases angiotensin-II levels and causes vasoconstriction. Throm-
boxane and platelet-activating factor both cause vasoconstriction and activate platelets (9,10,11). 
Kounis syndrome has three types according to its pathophysiology and the presence of coronary artery disease: In Type I, coronary 
vasospasm induced by allergic mediators such as histamine, thromboxane, and leukotrienes is present in the absence of atheroscle-
rotic risk factors and coronary artery disease. In type II, patients with atherosclerotic coronary artery disease have ACS as a result of 
coronary vasospasm, plaque erosion, or rupture triggered by these mediators. In type III, the presence of eosinophils and mast cells 
in the thrombus material removed in some patients who developed stent thrombosis after drug-eluting stent implantation suggested 
a hypersensitivity reaction in these patients (10). In Kounis syndrome, allergic symptoms and acute coronary syndrome should be 
treated together. 
Case 
A 61-year-old female patient with known diabetes mellitus, essential hypertension, dementia and lumbar disc herniation (LDH) was 
brought to us by 112 teams after developing chest pain, shortness of breath, nausea and vomiting complaints after having dichloron-
muscoril im injection at the Family Health Centre where she went with the complaint of low back pain: 59 beats/min, blood pressure: 
100/60 mmHg, oxygen saturation was 87% in room air, body temperature was 36.8 °C, there was no rash, itching complaint, perior-
bital oedema, uvula oedema and shock findings on physical examination. The ECG of the patient showed ST-segment elevation in 
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inferior leads (D2, D3, aVFd) and ST collapse in D1, aVL. The patient was treated with 80 mg prednisolone for 1000cc SF, 1 amp 
decort, 1 amp avil, 1 nebule pulmicort combivent with nebuliser, 1 nebule pulmicort combivent for hypotension, shortness of breath, 
and low SO2 due to drug allergy in the emergency department. The patient underwent ECHO in the emergency department, and a 
contraction defect was seen in the medial wall of the inferior wall, including the inferior septum. Coronary angiography was perfor-
med urgently, and severe vasospasm was seen in the RCA (right main coronary artery). The patient was discharged after 2 days of 
follow-up and treatment in the coronary intensive care unit. 
Dıscussıon  
Diclofenac sodium and thiocolchicoside injection is a common symptomatic treatment preferred for the symptoms of different disea-
ses, such as LDH (lumbar disc herniation) pain, post-traumatic pain, and muscle pain due to upper respiratory tract infections. The 
mechanism of anaphylaxis plays an important role in understanding Kounis syndrome. Acute coronary syndrome is a rare presenta-
tion of anaphylaxis. This phenomenon is called Kounis syndrome or allergic acute coronary syndrome (12). As in anaphylaxis, in 
Kounis syndrome, an allergic attack causes the release of inflammatory mediators, especially histamine (2,13,15). 
In addition to causing peripheral vasodilatation, histamine may cause vasospasm and narrowing of coronary vessels by acting on 
coronary histamine receptors (4,13,14). This vasospasm leads to the clinical manifestations of Kounis syndrome, which include 
various ECG changes (including but not limited to ST segment elevations, ST segment depressions, heart block, and other cardiac 
arrhythmias) (13,14). ST-segment elevations are considered the most common ECG change associated with Kounis syndrome (15).  
The clinical manifestations of Kounis syndrome are broad and include classic anginal symptoms such as chest pain, dyspnoea, 
palpitations, and sudden cardiac death (13,14,15); 25% of patients will have a medical history of allergic reaction, and 53% of pati-
ents will experience anaphylaxis (15). Kounis syndrome can be difficult to diagnose. One way to help screen for this condition is to 
perform an ECG and measure troponin levels in patients presenting with anaphylaxis (16). In addition to clinical features, ECG fin-
dings, and troponin values, there are other diagnostic tests to consider. It is important to keep Kounis syndrome in the differential 
diagnosis in patients with symptoms consistent with an acute coronary syndrome or an allergic reaction, as this has implications for 
management. Important general considerations include avoiding morphine in the management of anginal symptoms, as it may wor-
sen mast cell degranulation and thus worsen vasospasm (8,14). Fentanyl is a better option for pain control when necessary (14). 
Epinephrine is the cornerstone of anaphylactic shock treatment (6). However, it may worsen vasospasm in the case of Kounis synd-
rome (22). 
If epinephrine is used, providers should choose sulfite-free intramuscular epinephrine (14). When haemodynamic stability is present, 
antihistamines, steroids, and elimination of allergic damage are indicated in the management of Kounis syndrome (6,14).   
The emergency care provider should also provide standard care treatments for acute coronary syndrome. Despite the unknown 
effects of aspirin on allergic reaction pathways, it should be administered to patients with suspected Kounis syndrome, given its clear 
benefits in the treatment of acute coronary syndrome (6).   
Vasospasm is reduced by the use of vasodilator drugs such as nitroglycerin or calcium channel blockers, which can be given if the 
patient is haemodynamically stable (14). β-blockers are frequently used in the treatment of acute coronary syndrome; however, in 
the case of Kounis syndrome, they may worsen vasospasm through an unopposed α-effect and should be avoided (8,14). The use 
of β-blockers leads to less effective treatment of allergic symptoms (6,14). In these patients, reversal of the β-blocker with glucagon 
by bypassing the β-adrenergic pathway may be useful, and stimulation of myocardial contractility and heart rate via glucagon is 
recommended (6). 
Conclusıon 
Diclofenac sodium and thiocolchicoside injection is a common symptomatic treatment preferred for the symptomatic treatment of 
many diseases. Emergency physicians need to consider Kounis syndrome in the differential diagnosis of patients with chest pain 
and shortness of breath who present to emergency departments with allergic reactions due to many drugs used. In these patients, 
ECG changes, troponin elevations, or anginal symptoms together with allergic, anaphylactic symptoms indicate possible Kounis 
syndrome. Awareness of Kounis syndrome by physicians in emergency departments will ensure that the management of both acute 
coronary syndrome and allergic reactions/anaphylaxis will be healthier and more effective, leading to significant reductions in patient 
mortality and morbidity. 
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Pneumomediastinum due to tooth extraction: A case report 
Müslime Kasa 
Department of Emergency Medicine, Konya Beyhekim Training and Research Hospital, Konya, Turkey 
Introduction 
Mediastinal emphysema is defined as the presence of free air between mediastinal structures. It is rare and self-limiting. Mediastinal 
emphysema can be iatrogenic, traumatic, infectious, or spontaneous. Iatrogenic occurs after head and neck surgery, intubation, 
mechanical ventilation, esophageal perforation, and dental surgery. It can also occur as a result of facial fractures, intraoral trauma, 
and head and neck infections. The reason for its development after tooth extraction is the use of tools that provide compressed air in 
dental applications. The use of high-speed air turbine drills during dental procedures is thought to cause subcutaneous and medias-
tinal emphysema. It is a rare complication following routine tooth extraction. 
Case 
A 49-year-old male patient was admitted to the emergency department with complaints of right shoulder swelling and chest pain. On 
physical examination, general condition was good, consciousness was clear, oriented, coherent, blood pressure 140/80 mmHg, 
pulse 94/min, respiratory rate 22/min, temperature 36.8°C and oxygen saturation 94%. Palpation revealed redness, swelling, increa-
sed temperature, and crepitations under the skin around the right shoulder. Auscultation of the lungs revealed bilateral expiratory 
rhonchi and basal inspiratory rales. Complete blood count showed WBC: 14.58/mm3, CRP: 232 mg/dL, biochemical parameters and 
blood gas were within normal limits. The patient had a history of bilateral tooth extraction 1.5 months ago. CT of the neck showed 
diffuse air densities in the soft tissue in the right cervical region (Figure 1). 
Contrast-enhanced chest CT showed free air and fluid in the mediastinum consistent with emphysema. A leukocytic cystic abscess 
approximately 10 cm in diameter (Figure 2) and diffuse mediastinitis were observed in the right paratracheal area (Figure 3). 
After consultation with thoracic surgery, the patient was admitted to the thoracic intensive care unit. The patient received symptoma-
tic treatment with support and monitoring for close follow-up. Bed rest, coughing, and avoidance of exertion were recommended. 
Pain control with analgesics and antibiotherapy was initiated. The patient underwent surgery under general anesthesia. The lung 
was found to be adherent from the apex, involving the anterior and posterior mediastinum. An abscess focus was seen under the 
pleura extending from the superior inferior vena cava and inferior azygos vena cava to the inferior pulmonary ligament. The pus in 
the abscess formation was aspirated and the postmediastinum was irregularized with SF. There were no complications in the early 
postoperative period. The patient was observed in the thoracic intensive care unit for 3 days. He was transferred to the ward and his 
general condition improved significantly after the 4th day. The swelling in the right neck decreased and the crepitations on palpation 
decreased significantly, and the patient was discharged. 
Discussion 
Pneumomediastinum after trauma was first described by Laennec in 1819 and mediastinal emphysema by Turnbull in 1900. Medias-
tinal emphysema can be spontaneous, iatrogenic, traumatic, or infectious. Iatrogenically, it can develop after intubation, mechanical 
ventilation, esophageal perforation, head and neck surgery, and dental surgery. It may also occur as a result of head and neck infec-
tions, facial fractures, and intraoral trauma. Rarely, it can be seen as a result of the use of compressed air equipment during tooth 
extraction (1). It has also been reported during periodontal and endodontic treatments, tooth extractions, and after temporomandibu-
lar joint and facial fracture surgery. The roots of the molars (1-2-3) are directly connected to the sublingual and submandibular areas. 
The sublingual area is connected to the pterygomandibular, parapharyngeal and retropharyngeal areas. From here, air travels to the 
mediastinum and causes mediastinal emphysema (2). The use of compressed air during tooth extractions introduces a non-sterile 
mixture of water and oil into the soft tissues. Subcutaneous emphysema occurs when air is forced under the dermis. If a large amo-
unt of air passes through, emphysema and even pneumothorax can occur in deep tissues such as the mediastinum and pericar-
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dium.  
During the procedure, intraoral and intrathoracic pressures increase with the rapid passage of air into the subcutaneous tissues. 
Frequent vomiting, coughing, crying, and excessive valsalva during dental procedures are risk factors for subcutaneous emphyse-
ma. Subcutaneous emphysema and pneumomediastinum may be observed after severe sneezing (3). Free air in the retropharyn-
geal region may cause hearing loss, dysphonia, dysphagia, chest pain, back pain, and dyspnea. Retrosternal pain and dyspnea are 
characteristic findings of pneumomediastinum (4).  
In mild forms of subcutaneous emphysema, a small amount of air leaks into the local tissue. In subcutaneous emphysema, there is 
mild swelling, mild discomfort, and crepitation on palpation under the skin of the face and neck.  Subcutaneous emphysema often 
has a good prognosis. Respiration may be suppressed or dysphagia may occur as a result of excessive air volume. In the presence 
of orbital emphysema, vision loss may occur (5). Pneumomediastinum usually has a good prognosis and is usually self-limiting, but 
complications such as tracheal compression, pneumothorax, air embolism, pneumopericardium, and mediastinitis may rarely occur. 
Pneumopericardium may also occur when pressurized air passes through the deep facial area into the pericardium. Examination 
may reveal deep audible heart sounds and mediastinal crepitation (Hamman's sign) heard during a heartbeat. In severe cases of 
pneumomediastinum, venous distention, hypotension, hypercarbia, and acidosis may be observed. Air in the mediastinum is diag-
nostic on radiological studies. Air can be seen as a thin line around the borders of the heart on a PA chest radiograph. Treatment 
includes bed rest, coughing, and avoidance of exertion. Pain is controlled with analgesics and spontaneous resolution is expected. 
In most cases, physical examination findings have been observed to improve after the 2nd and 3rd day of supportive care (6). Surgi-
cal decompression should not be used routinely in severe emphysema. Endotracheal intubation or even tracheostomy has been 
required in a few patients with airway obstruction (7). When pneumomediastinum occurs as a result of intrathoracic pathology, avoi-
dance of exertion increases the amount of free air, which increases the risk of cyanosis, collapse, dyspnea, and tissue perfusion 
disturbances due to large vessel air compression (8) 
.In our case, the patient presented to our emergency department 45 days after tooth extraction with complaints of increasing right 
shoulder swelling, redness, and chest pain. During surgery under general anesthesia, the pus in the abscess formation in the medi-
astinum was aspirated and the postmediastinum was irrigated with SF. With appropriate antibiotherapy, the patient's symptoms 
resolved after 4 days. In literature review, one case of pneumomediastinum was reported after tonsillectomy, and four cases of pne-
umomediastinum and cervical emphysema were reported after tooth extraction. In our case, mediastinal abscess developed due to 
late presentation, and the abscess was drained surgically, and treatment and follow-up were provided. 
Conclusion 
Pneumomediastinum should be considered by the clinician in the setting of shortness of breath or chest pain after tooth extraction. 
Pneumomediastinum is a life-threatening complication that can occur after dental procedures. Dentists should avoid the use of 
compressed air equipment as much as possible because, although rare, mediastinal emphysema may develop after tooth extraction. 
 
Figure 1. Diffuse air density in cervical soft tissue 

 
Figure 2. Pneumomediastinum, appearance of a leukemic cystic abscess in the right paratracheal area. 
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Figure 3. Picture of diffuse mediastinitis and cystic abscess in the right paratracheal area. 
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A Rare Case of Mechanical Thrombectomy: Bilateral Renal Infarction 
Merve Sandıkçı1, Gürkan Altuntaş1, Özlem Bilir1 
1Department of Emergency Medicine, Recep Tayyip Erdoğan University Training and Research Hospital, Rize, Turkey 
Introduction 
Renal infarction is a rare ischemic event caused by complete or partial occlusion of the main renal artery or its segmental branches, 
which may ultimately lead to renal ischemia. Renal infarction is most commonly caused by a cardiac embolus or in situ thrombosis 
(1). Other etiologic causes of renal infarction include aortic thromboembolism, trauma, renal artery dissection, coagulation disorders 
or other atheroembolic diseases (2). 
Cardioembolic disorders are the most common etiology of renal infarction and account for up to 55% of cases. Within this group, 
64% to 75% are reported to have atrial fibrillation (3). 
Patients present with sudden onset of abdominal or flank pain with symptoms such as nausea, vomiting, hematuria and occasional 
fever. Physical examination may reveal abdominal or lumbar tenderness(4). Computed tomography and renal doppler ultrasonog-
raphy are the most commonly used imaging modalities. CT angiography is a highly effective method in terms of visualizing obstruc-
tions in the renal artery (5). Treatment usually includes strategies to resolve the embolus and approaches to support renal function. 
This case report describes a patient who presented to the emergency department with severe abdominal pain and was diagnosed 
with renal infarction using computed tomography (CT) angiography. 
Case 
A 75-year-old woman presented to the emergency department with severe abdominal pain starting around the umbilicus. She had a 
history of coronary artery disease, atrial fibrillation and hypertension and antibiotic treatment was recently started for cellulitis. The 
patient was recently started on new generation oral anticoagulant therapy but she never used it. 
Vital parameters are stable on physical examination. GCS 15; consciousness is clear, oriented and cooperative. Abdominal exami-
nation is comfortable with no signs of defense rebound. No pathology in blood tests and urinalysis. No pathology on standing plain 
abdominal radiography. When abdominal pain was not relieved with analgesic treatment, abdominal computed tomography angiog-
raphy was performed. The imaging showed bilateral renal infarction. The patient was processed by interventional radiology. Selecti-
ve renal angiography was performed and both renal arteries were completely occluded. Thrombectomy was performed in both renal 
arteries. The patient was hospitalized in the nephrology ward for follow-up. Left nephrectomy was performed because of retroperito-
neal hemorrhage on the left side in the patient who had a decrease in hemogram during follow-up. 
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Figure 1 Reduced contrast uptake in both kidneys 

 
Figure 2 Retroperitoneal hematoma due to hemorrhage in the left renal artery on postoperative day 10 
Discussion 
Thrombotic mechanisms include endothelial damage that activates thrombus formation in situ. Another ischemic mechanism occurs 
in atrial fibrillation when emboli from the heart dislodge and eventually occlude the renal artery. All renal segmental arteries are ter-
minal arteries, so a complete or partial reduction in vascular flow due to embolic or thrombotic occlusion leads to renal ischemia and 
infarction with focal tissue necrosis of the kidney. The associated deterioration in renal function can manifest as elevated creatinine 
levels and decreased glomerular filtration rates (GFR), leading to acute kidney injury, chronic kidney disease (CKD) and sometimes 
end-stage renal failure. 
Patients with acute renal infarction typically present with sudden onset of abdominal or flank pain with associated symptoms inclu-
ding nausea, vomiting, hematuria and occasional fever. Findings of abdominal or lumbar tenderness may be present on physical 
examination (4). Skin color changes (e.g., "blue foot" syndrome or livedoreticularis) are noted in about one-third of cases (6). 
Differential diagnoses for renal infarction include: aortic aneurysm, aortic dissection, appendicitis, diverticulitis, gastroenteritis, me-
senteric ischemia, nephrolithiasis, pyelonephritis, renal cell carcinoma and gynecological disorders. Nephrolithiasis and pyelonephri-
tis are often confused with renal infarction. 
Risk factors for general atherosclerotic disease include male gender, significant smoking history, hypertension, hypercholesterole-
mia, diabetes and advanced age. Atrial fibrillation is a common source of emboli leading to renal infarction (7). 
The diagnosis of renal infarction should be considered in patients who suddenly develop abdominal or flank pain with decreased 
renal function, elevated lactate dehydrogenase (LDH), hematuria or proteinuria and who have no urolithiasis or other diagnosable 
explanation for their symptoms. The risk is increased if the patient has heart disease, especially atrial fibrillation, or is older than 60 
years (2). 
Early diagnosis is important for prompt initiation of revascularization therapy that optimizes renal function recovery. Treatment opti-
ons include intravascular thrombolysis, systemic thrombolysis, anticoagulation and antiplatelet therapy. Clinical presentation, underl-
ying risk factors, time between symptom onset and treatment, and partial or complete arterial occlusion affect the likelihood of kidney 
recovery. 
CT angiography usually shows a marked hypodensity or wedge-shaped perfusion defect in the kidney, which is best understood in 
the arterial phase (8). CT renal angiography is performed to better evaluate the vasculature, identify specific vessels of interest and 
determine the degree of obstruction. Renal CT arteriography is the gold standard examination for renal infarction and provides a 
definitive diagnosis and appropriate treatment decision (9). 
The most important step in the treatment of bilateral renal infarction is to dissolve the clots and restore renal blood flow. Anticoagula-
tion therapy is the most common treatment modality and helps prevent embolism (10). In addition, in some cases, endovascular 
treatment methods can be used to remove the embolus or open the vessels (11). Renal function can be preserved with early diag-
nosis and treatment, but if left untreated, acute renal failure may develop and dialysis treatment may be required (12). 
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Prognosis improves with early diagnosis. Duration of warm ischemia, collateral flow and pre-existing renal disease tend to affect 
prognosis following catheter-directed thrombolysis (13). Prognosis may also be affected by embolic infarction in other organs such 
as the spleen, intestine, liver and lungs (14). The presence of extra-renal emboli increases the length of hospitalization and overall 
morbidity and mortality (10). 
Conclusion 
Suspecting and rapidly diagnosing renal infarction because of its nonspecific clinical manifestations allows for catheter-directed 
thrombolysis, which is the best recommended treatment and ideally administered within 6 hours of infarction. Rapid diagnosis imp-
roves the prognosis of patients. 
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5195 
Myasthenia gravis secondary to thymoma 
Tarık Başlı1, Safa Dönmez2  Fatih Yaprak3  
Ankara Bılkent Cıty Hospıtal, Emergency Medıcıne Clınıc, Ankara 
Introduction 
Myasthenia Gravis (MG) is an autoimmune disease that causes muscle weakness due to dysfunction at the neuromuscular junction 
(the connection between nerves and muscles). The disease results in impaired transmission of nerve signals that control muscle 
contractions, due to autoantibodies developed against acetylcholine receptors. This dysfunction primarily affects voluntary muscles, 
often leading to weakness in the eye muscles, swallowing, and speech muscles. While Myasthenia Gravis is more commonly seen 
in young women and older men, it can occur in individuals of all age groups. Additionally, in some cases, pathological changes in the 
thymus gland, particularly thymoma, may play a role in the development of the disease. 
The clinical symptoms of Myasthenia Gravis are characterized by muscle fatigue and weakness, which may improve with rest or 
become more pronounced later in the day. The disease commonly manifests with symptoms such as ptosis (drooping eyelids), dip-
lopia (double vision), speech difficulties, and dysphagia (difficulty swallowing). Diagnosis is based on clinical findings, electrophysio-
logical tests, and antibody screening, with special consideration given to the role of the thymus gland and other potential etiological 
factors. 
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In this study, we present a case of Myasthenia Gravis associated with thymoma. The patient's clinical course, diagnostic approach, 
and treatment process will be discussed in detail. 
Case 
A 46-year-old male patient presented to the emergency department with complaints of slurred speech, throat burning, itching, and 
difficulty swallowing for the past 15 days. The patient has no known chronic medical history and is not on regular medication. On 
physical examination, Glasgow Coma Score (GCS) was 15, blood pressure was 110/80 mmHg, heart rate was 86 beats per minute, 
respiratory rate was 18 breaths per minute, axillary temperature was 36.2°C, and blood glucose level was 106 mg/dL. Electrocardi-
ogram (ECG) showed sinus rhythm. Neurological examination revealed the patient was alert, cooperative, and oriented, with slurred 
but meaningful speech. Pupils were equal and reactive to light (direct and indirect reflexes ++/++), with no nystagmus. Muscle 
strength in both upper and lower extremities was 5/5 bilaterally. Cerebellar tests were bilateral and coordinated, and deep tendon 
reflexes (DTR) were normal bilaterally. Oropharyngeal examination was normal, and no palpable masses or lymph nodes were de-
tected. 
The patient had previously been evaluated with a suspected cerebrovascular event (CVE) diagnosis, but no acute pathology was 
found. He was referred from an outside facility for further evaluation. Routine laboratory tests were ordered, and to rule out acute 
cranial pathologies, a brain CT and diffusion MRI were performed. The brain CT report indicated "no intracranial hemorrhage." Diffu-
sion MRI showed no acute diffusion restriction. Laboratory results revealed no significant abnormalities. 
The differential diagnosis included viral upper respiratory tract infections, cranial nerve palsies, oropharyngeal masses, vocal cord 
paralysis, and Myasthenia Gravis. Consequently, a neck CT and thoracic CT were requested. The thoracic CT report noted "A 39x23 
mm soft tissue density nodule in the anterior mediastinum, potentially indicative of lymphoma or thymoma." Thymoma-associated 
Myasthenia Gravis was suspected. Consultation with neurology and thoracic surgery was obtained for further evaluation and treat-
ment. The patient did not require emergency admission; however, a follow-up in the outpatient clinic was recommended for further 
diagnostic evaluation and treatment. The Acetylcholine Receptor Antibody (AchR) level was 9.212 (negative <0.25, borderline 0.25–
0.4). In the outpatient follow-up, intravenous immunoglobulin (IVIG) therapy was initiated, and a total thymectomy was planned. The 
patient’s symptoms improved with IVIG treatment, and no active symptoms were observed post-surgery. 
Conclusion 
Myasthenia Gravis is an autoimmune neuromuscular disorder characterized by muscle weakness and fatigue. The diagnosis of this 
disease is based on clinical findings, electrophysiological tests, and antibody screening. Pathological changes in the thymus, parti-
cularly thymoma, are an important factor in the disease's etiology. In this case, we discussed a patient diagnosed with Myasthenia 
Gravis associated with thymoma, and the clinical course, diagnostic approach, and treatment strategies have been detailed. The 
patient initially presented with slurred speech, dysphagia, and oropharyngeal symptoms, and following further investigations, a diag-
nosis of Myasthenia Gravis associated with thymoma was confirmed. The patient responded well to treatment. 
This case highlights the rare but significant association between Myasthenia Gravis and thymoma. Early diagnosis and appropriate 
treatment can significantly improve patients' quality of life. IVIG therapy and thymectomy are effective management strategies, and 
the improvement in the patient’s symptoms demonstrates the success of these treatments. In the differential diagnosis of Myasthe-
nia Gravis, early and careful neurological evaluation, along with comprehensive diagnostic testing, plays a crucial role in increasing 
diagnostic accuracy and guiding treatment decisions. 
This case further emphasizes the importance of timely diagnosis and the application of appropriate treatment protocols in controlling 
the symptoms of Myasthenia Gravis and improving patient outcomes. 
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A case of necrotising fasciitis after intramuscular injection 
Abdülaziz Doğan1 ,  Ali Küçükosmanoğlu1 ,  Ayla Mollaoğlu1 ,  Yasin Yıldız1 ,  Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye 
Introductıon 
Necrotising fasciitis (NF) is a serious life-threatening soft tissue infection characterised by rapidly spreading necrosis and infection 
affecting subcutaneous tissue and fascia (1). Infection may usually occur after trauma, surgical interventions or microtraumas (2). 
Intramuscular injection is a rare but serious condition that may be the trigger of such infections (3). The rapidly progressive nature of 
NF makes early diagnosis and treatment mandatory, because delay in the diagnosis of the disease may increase morbidity and 
mortality rates. In the literature, broad-spectrum antibiotherapy and aggressive surgical debridement are recommended in the treat-
ment of such cases. Although streptococcal toxic shock syndrome (STSS) has similar symptoms with NF, it progresses with hypo-
tension, systemic toxicity and multiple organ failure as a distinctive feature, which may complicate the treatment process (4). 
Case 
A 67-year-old male patient with known DM presented to the emergency department with left leg pain that started one day ago. He 
was discharged after IM injection and no abnormal blood test results. One day later, he presented to the emergency department 
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again with complaints of pain, redness, bruising and swelling extending from the left inguinal region to the ankle after intramuscular 
injection. On physical examination, it was found that ecchymotic-bullous lesions developed in the affected area and these lesions 
spread to the perineal region. As a result of biochemistry tests and ultrasonography imaging, necrotising fasciitis was diagnosed. 
However, the patient's condition deteriorated rapidly before surgical intervention could be performed, and cardiopulmonary arrest 
developed on the same day during the intensive care unit and the patient died. 
Discussion 
Necrotising fasciitis is defined as a fatal infection that spreads rapidly and usually develops after trauma (5). The infection causes 
necrosis in the skin and underlying tissues, which rapidly leads to complications including sepsis, toxic shock and multiorgan failure 
(6). While most patients have painful, reddened and swollen areas in the early stages of NF, these findings can often be confused 
with other soft tissue infections. The most critical factor in the diagnosis of NF is the presence of severe pain and swelling and red-
ness disproportionate to the lesions. After the diagnosis is made, broad-spectrum antibiotherapy should be initiated and surgical 
debridement should be performed (7). 
Although streptococcal toxic shock syndrome (STSS) has similar clinical findings to necrotising fasciitis, this syndrome, especially 
caused by group A beta haemolytic streptococci, leads to a more severe clinical picture. STSS is characterised by sepsis and multip-
le organ failure, and delayed diagnosis and treatment may significantly increase mortality. Therefore, it is vital to start treatment 
without differentiating NF and STSS (8). Early diagnosis and rapid surgical interventions increase the chance of survival of patients. 
Early debridements, removal of necrotic tissues, antibiotherapy and intensive care support make the treatment of patients more 
effective. However, the faster the surgical intervention is performed, the more favourable the prognosis of the patients will be. A 
multidisciplinary approach, early diagnosis and optimisation of the treatment process are of vital importance in the management of 
such cases (9). 
Conclusion 
Necrotising fasciitis after intramuscular injection is a rare but potentially fatal complication. Early diagnosis, broad-spectrum antibiot-
herapy and surgical debridement are important treatment modalities that can improve the prognosis of patients. However, if patients 
do not respond to treatment, the disease progresses rapidly and complications develop, intensive care support is required. Factors 
that differentiate it from different clinical pictures such as streptococcal toxic shock syndrome should ensure that the correct treat-
ment is initiated. 
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Thromboembolic Complications Associated with the Use of Prothrombin Complex Concentration in Patients Over Sixty 
Years of Age 
İsmail Ataş1, Mümin Murat Yazıcı1, Özlem Bilir1, Gökhan Ersunan1, Mehmet Altuntaş1 
1Department of Emergency Medicine, Recep Tayyip Erdoğan University Faculty of Medicine, Training and Research Hospi-
tal, Rize, Turkey 
Introduction 
Oral anticoagulants (OACs) are drugs commonly used to reduce the risk, treat and prevent the development of systemic venous 
thromboembolism (1).   Patients are at high risk of bleeding despite using this drug group at therapeutic doses. In the presence of 
life-threatening bleeding, the most effective and safe treatment to reverse the anticoagulant effect is based on many guideline re-
commendations (2-4). In reversal of the anticoagulant effect, the use of Quitamine, Fresh Frozen Plasma (TDP) and Prothrombin 
Complex Concentrate (PCC) is preferred (5-7). However, TDP transfusion may cause adverse effects such as acute lung injury, 
circulatory system overload and allergic/anaphylactic reaction. PCC, on the other hand, can be used as an effective agent in rever-
sing life-threatening hemorrhages due to its factor 2, 7, 9 and 10 content together with protein C and S without causing these effects. 
There are publications in the literature indicating that this group of factor Xa inhibitors produce the same effect (8).  
Reversal of anticoagulation may cause a number of complications, notably the risk of recurrent thromboembolism.   Rapid reversal 
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through PCC poses a risk ranging from 1.4% to 28% (9, 10), while TDP is between 7% and 12%. Especially in terms of complicati-
ons, use of more than one dose of PCC, use of anticoagulants due to thromboembolic events and use of rivaroxaban have been 
found to pose a risk (1). However, there are unclear points about these complications. In this study, we aimed to determine the rates 
of   thromboembolic complications in patients aged 60 years and older with life-threatening bleeding due to anticoagulant therapy.    
Materials And Methods 
Study Design 
The study was a retrospective review of thromboembolic events after PCC in patients aged 60 years and older who presented to a 
tertiary hospital emergency department for bleeding associated with anticoagulant use between October 2023 and September 2024.  
Study Population and Variables 
All patients aged 60 years and older who presented to the emergency department with an INR (International Normalized Ratio) 
value >1.5, such as life-threatening intracranial, gastrointestinal, intra-abdominal bleeding after the use of warfarin or new generation 
oral anticoagulants or who had to undergo any urgent procedural procedure between the specified dates were identified by scanning 
the Hospital Information Management System (HIMS). Patients under 60 years of age and patients who received Fresh Frozen 
Plasma before PCC administration were excluded.  
The patients were divided into four groups according to the PCC, TDP and vitamin K used to reverse the anticoagulant effect. Group 
1 was classified as patients who received PCC alone, group 2 as patients who received PCC and vitamin K together, group 3 as 
patients who received TDP and group 4 as patients who received TDP and vitamin K together. PCC use in the emergency depart-
ment is based on weight, INR and life-threatening condition caused by coagulopathy. However, problems in drug supply are a limi-
ting factor for use in appropriate indications.  
Pulmonary embolism, ischemic stroke, deep vein thrombosis, myocardial infarction or thrombosis of another site within 72 hours 
after reversal of anticoagulant effect was defined as "early thrombotic event". Thromboembolic events that may cause readmission 
during hospitalization or outpatient follow-up within 60 days after reversal of anticoagulant effect were defined as "late thrombotic 
events". Data on complications were confirmed by laboratory and/or imaging examinations through HIS and patient record files.   
Demographic data (age, gender, comorbidities, anticoagulant used and the reason for use) obtained from HIS and emergency de-
partment patient registration files, complaint at admission, value of coagulation parameters before and after treatment at admission, 
treatment and dose administered, emergency department outcome, if there was a condition requiring inpatient follow-up and treat-
ment, how many days the patient was followed up by which clinic, whether thromboembolic event developed and if thromboembolic 
event developed, whether it occurred in the early or late period were recorded on the study form. 
Results 
The study data were obtained from a retrospective review of 166 records of 166 patients aged 60 years and older who met the inclu-
sion criteria and presented to the emergency department with life-threatening bleeding due to anticoagulant use. The mean age of 
the patients was 77.7 ± 10.4 years and 52.4% (n=87) were female. Warfarin was the most commonly used anticoagulant in 70.5% 
(n=117) and 79.5% were taking it for atrial fibrillation. After oral anticoagulant use, 34.3% (n=57) presented to the emergency de-
partment with symptoms and complaints of gastrointestinal bleeding. Demographic characteristics of the patients are given in Table 
1.  
After bleeding, 71.1% (n=118) received a total of 163 units of TDP and 28.9% received a total of 99 vials of PCC. The median time 
to normalization of coagulation parameters after treatment was 5 hours (IQR 3.30-7.00) (Table 2). TEC developed in 9% (n=15) after 
treatment and 4 patients in the PCC group and 11 patients in the TDP treatment protocol group. There was no statistical difference 
in the rate of complications between the two treatment protocol groups (p=0.84). However, there was a significant difference in res-
ponse time to life-threatening bleeding and normalization of INR level after treatment (p<0.001).  Warfarin was the most commonly 
used anticoagulant in patients who developed TEC. Unstable angina pectoris and acute myocardial infarction occurred in 2.4%. 
Characteristics of patients who developed TEC are given in Table 3.  
Table 1: Demographic characteristics of the patients. 
Characteristics, n=166 Value  
Age (years), mean, (± SD*) 
   60-64 years old, n (%) 
   65-69 years old, n (%) 
   70-74 years old, n (%) 
   75-79 years old, n (%) 
   80 years and older, n(%) 

77 ± 10.4 
16 (%9.6) 
25 (%15.1) 
21 (%12.7) 
24 (%14.5) 
80 (%48.2) 

Gender, n (%) 
   Male 
   Female 

 
87 (%52.4) 
79 (%47.6) 

Comorbid Diseases, n (%) 
   Atrial Fibrillation, 
   Hypertension 
   Coronary Artery Disease, 
   Diabetus mellitus, 

 
144 (%86.7) 
128 (%77.1) 
61 (%36.7) 
57 (%34.3) 
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   Congestive Heart Failure, 
   Chronic renal failure, 
   COPD**, 
   Cancer, 
   Valve Disease 

39 (%23.5) 
25 (%15.1) 
19 (%11.4) 
19 (%11.4) 
13 (%7.8) 

Anticoagulant Used, n (%) 
   Warfarin 
   Rivaroxaban 
   Apixaban, 
   Edoxaban 
   Dabigatran    

 
117 (%70.5) 
20 (%12.0) 
15 (%9.0) 
12 (%7.2) 
2 (%1.2) 

Reason for Anticoagulant Use, n (%) 
   Atrial Fibrillation,  
   Prosthetic Cover 
   Ischemic Stroke, 
   Pulmonary Embolism, 
   Deep Vein Thrombosis 

 
132 (%79.5) 
14 (%8.4) 
11 (%6.6) 
8 (%4.8) 
1 (%0.6) 

Presenting Complaint, n (%) 
   Bloody or black stools, 
   Body Bruising 
   Shortness of breath 
   Red Urine 
   Change of Consciousness, 
   Abdominal Pain 
   Bloody Vomiting 
   Bleeding from the anus 
   Fainting 
   General Condition Disorder, 
   Dizziness, 
   Nosebleeds 
   Joint Swelling 
   Bloody sputum 
   Trauma, 
   Bleeding Gums 
   Headache    

 
31 (%18.7) 
30 (%18.1) 
16 (%9.6) 
16 (%9.6) 
13 (%7.8) 
12 (%7.2) 
10 (%6) 
7 (%4.2) 
6 (%3.6) 
6 (%3.6) 
5 (%3) 
4 (%2.4) 
4 (%2.4) 
2 (%1.2) 
2 (%1.2) 
1 (%0.6) 
1 (%0.6) 

Bleeding Area, n (%) 
   Gastrointestinal System, 
   There is no bleeding in any body part, 
   Musculoskeletal System, 
   Urinary System 
   Brain, 
   Orafarinks, 
   Nasopharynx 
   Lung 
   Batin 

 
57 (%34.3) 
36 (%21.7) 
32 (%19.3) 
17 (%10.2) 
14 (%8.4) 
3 (%1.8) 
3 (%1.8) 
2 (%1.2) 
2 (%1.2) 

Emergency Department Outcome, n (%) 
   Discharged from the emergency room, 
   Emergency to ICU admission, 
   Admission from Emergency to Clinic, 
   Ex in the emergency room 

 
63 (%38) 
53 (%31.9) 
45 (%27.1) 
5 (%3) 

Hospital outcome, n (%) 
   Discharged from hospital, 
   Death in hospital  

 
118 (%71.1) 
48 (%28.9) 

*SD, standard deviation. **COPD, Chronic Obstructive Pulmonary Disease. 
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Table 2: Treatment protocols for life-threatening bleeding. 
Treatment Protocol Value 
PCC*, n (%) 
   20 ml, 
   40 ml, 
   60 ml,  

38 (%22.9) 
6 (%3.6) 
24 (%14.5) 
8 (%4.8) 

PCC + vitamin K, n (%) 
   20 ml + vitamin K, 
   40 ml + vitamin K,    

10 (%6) 
1 (%0.6) 
9 (%5.4) 

TDP**, n (%) 
   1 unit TDP, 
   2 units TDP, 
   3 units TDP, 
   4 units TDP, 

114 (%68.7) 
74 (%44.6) 
33 (%19.9) 
2 (%1.2) 
2 (%1.2) 

TDP + vitamin K, n (%) 
   1 unit of TDP + vitamin K, 
   2 units of TDP + vitamin K,     

4 (%2.4) 
6 (%3.6) 
1 (%0.6) 

*PCC, Prothrombin Complex Concentrate. **TDP, Fresh Frozen Plasma. 
 

Discussion  
In case of life-threatening bleeding due to oral anticoagulant use, PCC administration may have a better effect than TDP in terms of 
early treatment response and normalization time of INR value. This allows early intervention in patients requiring surgical or inter-
ventional procedures after bleeding, but caution should be exercised in terms of TEC that may occur. In our study, the rate was 9% 
for both treatment protocols and was lower compared to the literature (1, 11, 12). When analyzed according to the treatment proto-
col, it was observed that TEC occurred in 4 of the patients who received PCC and 11 of those who received TDP, and there was no 
statistical significance. The limited number of patients in the study is thought to be the most important reason for this situation.  
The rate of warfarin use was higher in patients who developed TEC and we think that this was due to the fact that its use as an 
anticoagulant is more common and older than factor Xa inhibitors. In some studies in the literature, it has been reported that PCC 
use causes TEC more frequently in bleeding occurring after factor Xa inhibitors, especially rivaroxaban use (1). In our study, only 
two of the patients who received PCC were using factor Xa inhibitors. Although this did not seem to be statistically significant, it had 
a rate of 50% in the group. At the same time, in the presence of life-threatening bleeding, the complication rate increased as the 
PCC dose increased, while in the TDP group, complications developed after a single dose administration.   
The duration of complication development ranged between day 1-60 in patients who underwent TDP and between day 19-60 in the 
PCC group. These durations were found to be higher compared to other studies (11). However, due to the current clinical status of 
the patients, it is necessary   to re-anticoagulation after discontinuation of anticoagulant treatment and patient-based evaluation in 
terms of   comorbid conditions   such as underlying cancer.    
This study has several limitations that should be noted. First, due to the retrospective design of the study, the cause and effect rela-
tionship cannot be clearly demonstrated. In addition, retrospective data collection within the electronic hospital health record may 
have led to missing or incomplete data, resulting in data limitations. The doses of treatment administered were at the discretion of 
each provider and not all patient-specific factors may have been documented. 
Despite limitations, the results provide a direction for future studies. Additional studies evaluating PCC for reversal of life-threatening 
bleeding should consider an in-depth review of TEC. Providers should also assess patient-specific factors that increase the likeli-
hood of developing TEC with the necessity of PCC therapy. 
The results of the study may shed light on the conditions that may occur after treatment of life-threatening bleeding in people recei-
ving PCC for anticoagulation reversal. In the last decade, PCC has become the preferred method of anticoagulation reversal in the 
face of acute life-threatening conditions to avoid anticoagulation and extra fluid overload.  However, in emergency situations where 
PCC is considered, what may happen after the dose is administered is often overlooked. The results of this study suggest that seve-
ral patient populations are more likely to develop TEC, but in particular, those receiving TDP to reverse the effect of warfarin are 
more likely to develop TEC even after a single dose. However, patient-based prospective studies are needed to obtain specific re-
sults. 

Table 3: Patients with thromboembolic complications and their characteristics. 
Age/Gender Application Compla-

int 
Anticoagulant/ 
Reason for use 

Treatment 
Protocol 

TEC TEC Develop-
ment time 

Outcome 

78 / K Vomiting with blood 
(GIS) 

Edoxaban 
Prosthetic cover 

20 ml PCC USAP** Day 60 Day 3 Discharge 
from Gastroentero-
logy clinic 

73 / K Shortness of breath Warfarin  40 ml PCC USAP Day 23 13th discharge from 
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Atrial fibrillation ICUγ 
85 / K Abdominal pain 

(GIS) 
Rivaroxaban 
Atrial fibrillation 

60 ml PCC Pulmonary 
embolism 

Day 19 Exutus on day 21 in 
the ICU. 

90 / E Bruising on the 
body (musculoske-
letal system) 

Warfarin 
Atrial fibrillation 

40 ml PCC 
+ vitamin K 

Ischemic 
stroke 

Day 24  Discharged from the 
emergency room 

86 /E Blood from the 
rectum (GIS) 

Warfarin  
Atrial fibrillation 

1 unit TDP Ischemic 
stroke 

Day 60 Exutus on day 69 in 
the ICU. 

85 / K Abdominal pain  Warfarin, Atrial 
fibrillation  

2 units TDP DVT*** Day 3 He was discharged 
from the emergency 
room. 

76 / E Bloody stools (GI) Warfarin 
Atrial fibrillation 

1 unit of 
TDP + 
vitamin K 

USAP Day 26 Day 26 discharge 
from Gastroentero-
logy clinic. 

68 / E Shortness of breath  Warfarin 
Atrial fibrillation 

1 unit TDP DVT 1. day Exutus on day 1 in 
the ICU. 

65 / E  Bruising on the 
body (musculoske-
letal system) 

Warfarin 
Atrial fibrillation 

2 units TDP Artery embo-
lism 

Day 5 He was discharged 
from the emergency 
room. 

79 / E General condition 
disorder 

Apixaban, Atrial 
fibrillation 

1 unit TDP Artery embo-
lism 

1. day Exutus on day 2 in 
the internal medici-
ne clinic. 

62 / E Abdominal pain 
(musculoskeletal 
system) 

Warfarin, Atrial 
fibrillation 

1 unit of 
TDP + 
vitamin K 

Myocardial 
infarction 

Day 7 She was discharged 
from the General 
Surgery clinic on 
day 7. 

75 / E Bruising on the 
body (musculoske-
letal system) 

Warfarin, Atrial 
fibrillation 

1 unit TDP Myocardial 
infarction 

Day 27 He was discharged 
from the emergency 
room. 

62 /E Confusion (Brain) Warfarin 
Prosthetic cover 

1 unit TDP Ischemic 
stroke 

Day 12 Day 14 exutus in the 
ICU. 

82 / K Bloody urine (uro-
genital system) 

Warfarin, Atrial 
fibrillation  

1 unit TDP Peripheral 
vein throm-
bosis 

Day 15 He was discharged 
from the emergency 
room. 

77 / E Bloody stools (GI) Edoxaban, Atrial 
fibrillation 

1 unit TDP USAP Day 5 Exutus on day 8 in 
the ICU. 

*TEC, Thromboembolic Complication. **USAP, Unstable Angina Pectoris. ***DVT, Deep Vein Thrombosis. γICU, Intensive Care Unit.  
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Ruptured Abdominal Aortic Aneurysm: A Case Report from an Emergency Medicine Perspective 
Yunus Sahin1 ,  Ibrahim Dilekcan1 ,  Hasip Kizilay1 ,  Neslihan Yarkin1 
1Ankara Bilkent City Hospital 
Introduction 
An abdominal aortic aneurysm (AAA) is defined as a focal dilation of the aorta measuring more than 1.5 times the normal diameter. 
While most AAAs are asymptomatic and incidentally discovered, rupture is a life-threatening complication associated with extremely 
high mortality. It is estimated that a significant proportion of patients with ruptured AAA’s die before reaching medical care. The 
emergency department plays a critical role in the early recognition and management of this vascular emergency.  
This case report presents the clinical course of a patient with a prior history of endovascular aneurysm repair (EVAR) who developed 
syncope following physical exertion and was diagnosed with a ruptured AAA.

Case Presentation 
A 79-year-old male presented to the emergency department following a syncopal episode that occurred shortly after climbing a tree. 
He had a known history of abdominal aortic aneurysm and had undergone EVAR several years prior. Upon arrival, his level of con-
sciousness was preserved; however, he appeared pale, diaphoretic, and lethargic. He also reported pain in the left inguinal region. 
Vital signs were as follows: blood pressure 71/53 mmHg, heart rate 92 bpm, and oxygen saturation 95% on room air. Despite ag-
gressive intravenous fluid resuscitation, hypotension persisted. 
Computed tomography angiography (CTA) revealed patent superior mesenteric artery (SMA) and bilateral renal arteries. A signifi-
cant stenosis was observed at the origin of the celiac artery, while the inferior mesenteric artery was non-opacified, suggestive of 
occlusion. A pant-leg type endograft was visualized, extending from the infrarenal aorta to both common iliac arteries. Marked aneu-
rysmal dilatation of the distal abdominal aorta and both iliac arteries were noted, measuring up to 185 mm at its widest point. 
At the distal right common iliac artery, contrast extravasation was seen extending from within the endograft lumen into the aneurysm 
sac, consistent with a suspected Type 1b-3 endoleak. A heterogeneous hematoma was present within the aneurysm sac. Additional-
ly, a large hemoperitoneum was identified in the left abdominal quadrant, measuring approximately 18 × 12 cm. Based on these 
radiological findings, a diagnosis of ruptured abdominal aortic aneurysm was established. The vascular surgery team was urgently 
consulted, and the patient was taken for emergency surgical intervention. 

 
Figure: Contrast extravasation into the aneurysm sac at the right common iliac artery 

 
Discussion 
Ruptured AAA is a catastrophic vascular emergency that requires immediate recognition and intervention. Mortality remains exceed-
ingly high; retrospective data suggest that nearly 50% of patients with ruptured AAA die before reaching the hospital, and among 
those who do, another 50% may not survive surgery or postoperative period. 
In this case, the presence of a prior EVAR and subsequent development of an endoleak likely contributed to increased intra-sac 
pressure, culminating in rupture. Endoleaks occur in up to 20% of EVAR patients and represent one of the most serious complica-
tions following the procedure. 
From an emergency medicine standpoint, elderly patients presenting with syncope, flank or groin pain, and signs of shock must be 
evaluated for potential AAA rupture. Bedside ultrasonography is a rapid and useful initial imaging modality, particularly in unstable 
patients. In hemodynamically stable cases, CTA remains the gold standard for anatomical assessment and surgical planning. Early 
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diagnosis and expedited vascular surgery consultation are paramount to improving survival in this time-critical condition. 

5819 
Adrenal Insufficiency: A Life-Threatening Endocrine Crisis in the Emergency Department – A Case Report 
Dr. Hasip Kızılay1, Dr. İbrahim Dilekcan1, Dr. Yunus Şahin1, Dr. Neslihan Yarkın1, Dr. Safa Dönmez1 
Ankara Bilkent City Hospital, Emergency Medicine Department1 
Introduction 
Adrenal insufficiency is a rare but potentially life-threatening endocrine disorder characterized by the inadequate production of corti-
sol and/or aldosterone from the adrenal cortex. The acute form of this condition, adrenal crisis, carries a high risk of mortality, parti-
cularly in undiagnosed patients or in those with known insufficiency who fail to receive adequate steroid replacement during periods 
of physiological stress. In the emergency department (ED), adrenal crisis should be considered in the differential diagnosis of pati-
ents presenting with unexplained hypotension, hypoglycemia, or altered mental status. 
This case report presents the emergency evaluation and management of a male patient with a history of diabetes mellitus (DM), 
hypertension (HT), and coronary artery disease (CAD) who presented with clinical features consistent with adrenal crisis. 
Case Presentation 
A 65-year-old male presented to the emergency department with complaints of decreased urinary output, persistent vomiting, and 
altered mental status over the preceding few days. On the initial assessment, the patient was alert, cooperative, and oriented, but 
appeared hemodynamically unstable. His blood pressure was 79/44 mmHg, heart rate 90 bpm, and oxygen saturation was 93% on 
2 L/min nasal oxygen. 
Point-of-care capillary glucose testing revealed severe hypoglycemia (25 mg/dL), prompting the initiation of intravenous dextrose 
infusion. Despite three consecutive boluses of dextrose, the patient’s blood glucose levels remained low. Due to sustained hypoten-
sion, norepinephrine infusion was initiated, but blood pressure remained low. Physical examination revealed no peripheral edema, 
and lung auscultation was normal. 
Arterial blood gas analysis showed a pH of 7.07, bicarbonate (HCO₃⁻) of 8.5 mmol/L, and PCO₂ of 29 mmHg, consistent with 
uncompensated metabolic acidosis. Laboratory tests revealed potassium 5.4 mmol/L, sodium 136 mmol/L, calcium 9.1 mg/dL, and 
phosphate 6.7 mg/dL. Inflammatory markers were elevated with white blood cell count of 30.08 x10⁹/L, CRP 29 mg/L, and procalci-
tonin 1.76 ng/mL. Urinalysis and further investigation identified a urinary tract infection as the likely source of systemic infection. 
No significant findings were noted on imaging studies. In light of the metabolic abnormalities, persistent hypoglycemia, and refrac-
tory hypotension, a preliminary diagnosis of adrenal insufficiency was made. Empirical glucocorticoid therapy was initiated with int-
ravenous hydrocortisone. Following treatment, the patient's blood pressure improved to 125/61 mmHg, blood glucose stabilized at 
251 mg/dL, and blood gas parameters showed marked improvement (pH 7.30, HCO₃⁻ 13.4 mmol/L). He was admitted to a multi-
disciplinary intensive care unit for further monitoring and management. 
Discussion 
Adrenal crisis is a medical emergency caused by the acute inability of the body to mount an adequate cortisol response during 
stress. It typically presents with hypotension, hypoglycemia, hyponatremia, and metabolic acidosis, and can rapidly progress to 
shock and death if not promptly recognized and treated. Although relatively rare in emergency practice, the consequences of dela-
yed diagnosis can be fatal. 
In this case, features such as refractory hypotension, recurrent episodes of hypoglycemia, and uncompensated metabolic acidosis 
strongly supported the diagnosis of adrenal crisis. Prompt initiation of glucocorticoid therapy, even prior to laboratory confirmation, 
was life-saving and aligned with current emergency medicine guidelines. 
Emergency physicians must maintain suspicion for the patients presenting with unexplained hemodynamic instability, particularly 
when vasopressor therapy is ineffective. Recognition of the adrenal crisis triad, hypotension, hypoglycemia, and altered mental 
status, is critical to ensure timely management. 
Conclusion 
Adrenal insufficiency, particularly when manifesting as an adrenal crisis, represents a critical endocrine emergency that requires 
rapid recognition and intervention in the emergency department. For the patients presenting with unexplained hypotension, altered 
mental status, or persistent hypoglycemia, adrenal crisis should be actively considered and not ruled out prior to initiating treatment. 
In cases of strong clinical suspicion, empirical glucocorticoid replacement therapy should not be delayed pending diagnostic confir-
mation. Early management is essential to stabilize hemodynamics and prevent potentially fatal outcomes. 
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Figure 1 computed tomography pulmo-
nary artery angiography showing pul-
monary embolism segments 

5923 
Balancing bleeding and thrombosis risks: severe thrombocytopenia, cerebral microbleeds, and pulmonary embolism fol-
lowing neurosurgery 
Mehmet Emir AKCAY¹, Mahir Utku AYBEY¹, Metin YADİGAROGLU¹, Ayhan AKOZ¹ 
¹Department of Emergency Medicine, Aydin Adnan Menderes University, Aydın, Türkiye 

Introduction 
Pulmonary embolism (PE) is a potentially fatal complication often managed through anticoagulant therapy.1 However, the coexisten-
ce of cerebral microbleeds significantly complicates therapeutic decisions, due to an elevated risk of intracranial hemorrhage.2 The 
presence of severe thrombocytopenia further complicates management, making anticoagulation risky due to bleeding potential.3 
This case highlights the complex therapeutic dilemma faced by clinicians managing patients with concurrent hemorrhagic and 
thrombotic complications, underscoring the importance of careful clinical assessment and multidisciplinary collaboration among 
emergency and internal medicine specialists also importance of treatment timing. 
Case 
A 72-year-old female presented to the emergency department with a 2-day history of fever, productive cough with purulent sputum, 
and rapid deterioration in general condition. Her medical history included type 2 diabetes mellitus and surgical resection of glioblas-
toma multiforme (GBM), performed three months previously, followed by adjuvant chemotherapy with temozolomide completed ten 
days prior to admission. 
Upon arrival, her vital signs were normal, except for desaturation on pulse oximetry, which was 85%. The patient appeared lethargic, 
with a Glasgow Coma Scale (GCS) score of 13. Physical examination revealed bilateral pulmonary rales, absence of rhonchi, and 
bilateral +1 pitting edema in the lower extremities. Laboratory evaluations revealed severe pancytopenia: platelet count of 1000/µL, 
hemoglobin level of 7.2 g/dL, and leukocyte count of 120/µL. Pulmonary artery angiography computed tomography (CT) demonstra-
ted pulmonary embolism involving bilateral segmental pulmonary arteries, accompanied by diffuse bilateral ground-glass opacities 
consistent with pneumonia (Figure 1). Cranial imaging showed postoperative changes, multiple cerebral microbleeds predominantly 
in the left frontal region, and a subdural effusion (Figure 2). 
The patient received transfusions of thrombocyte concentrate to manage her severe thrombocytopenia and underwent multidiscipli-
nary consultation involving neurology, hematology, oncology, and intensive  

 
 
  
  
  
  
  

 
 
 
 

 
 
 
 
care specialists. She was promptly transferred to the intensive care unit (ICU) due to her deteriorating clinical status. Anticoagulant 
therapy with low molecular weight heparin (LMWH) was initiated cautiously once her platelet count stabilized above 50,000/µL, ac-
hieved on the 30th day of hospitalization. After seven days in the ICU, she was transferred to the oncology ward for further care. 
Following a total hospital stay of approximately 40 days, her clinical condition got better due to inoperable tumor progression, neces-
sitating transfer to palliative care. 
Discussion 
This case underscores the clinical paradox and complexity inherent in simultaneously managing conditions predisposing patients to 
both hemorrhagic and thrombotic complications. Severe thrombocytopenia poses a major barrier to initiating anticoagulation therapy, 
despite the critical need posed by the presence of pulmonary embolism4-6. Concurrently, cerebral microbleeds increase the risk of 
intracranial hemorrhage, further complicating anticoagulation decisions.2 Starting anticoagulant therapy before complete diagnosis 
may cause the increase hemorrhagic complications of surgery or increase hemorrhage volume, that is why timing of anticoagulant 

Figure 2 Brain Computed Tomogra-
phy showing cerebral micro bleeding 
areas and post operative changes in 
the left frontal region 
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therapy timing plays a crucial role in this patient’s therapy.3 Emergency physicians play a crucial role in early recognition, prompt 
diagnosis, initiating necessary transfusions, and coordinating early multidisciplinary consultations.1 Management strategies must be 
carefully balanced, prioritizing meticulous monitoring of hematologic parameters, precise adjustment of anticoagulant dosages, and 
tailored supportive care to achieve optimal patient outcomes. 
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An Emergency Patient with Acute Paraplegia: Leriche Syndrome 
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Introduction 
Leriche syndrome, commonly referred to as aortoiliac occlusion disease (AIOD), is a product of atherosclerosis affecting the distal 
abdominal aorta, iliac arteries and femoropopliteal vessels (1). 
When symptomatic, AIOD classically presents with the triad of claudication, sexual dysfunction and absence of femoral pulses. Cla-
udication refers to cramping leg pain that may recur with exercise. Leriche syndrome is caused by atherosclerosis (2) 
Ten percent of patients with peripheral arterial disease (PAD) may be asymptomatic, so the exact prevalence and incidence of Leric-
he syndrome is unknown. However, the prevalence of PAD increases with age. The prevalence of PAD was found to be 14% in 
patients older than 69 years (3). 
Acute occlusion of the abdominal aorta (AOAA) is a rare vascular emergency with high morbidity and mortality rates. The typical 
presentation includes bilateral lower limb ischemia with pulselessness, paresthesia, pallor and intense pain. AOAA associated with 
flaccid paraplegia due to spinal cord ischemia is extremely rare and poorly documented (4). 
In this case, we describe the diagnosis of Leriche syndrome in a patient who presented to the emergency department with sudden 
onset of weakness and loss of sensation in both legs. 
Case 
A 68-year-old male patient presented with complaints of loss of strength and pain in both the right and left legs that started half an 
hour after dinner. On admission to the hospital, the loss of strength in the right leg resolved spontaneously and the loss of strength in 
the left leg continued. She described leg pain while walking for about three days. On physical examination, there was no pulse in the 
left leg and the leg was cold and pale. There was no difference in diameter between the legs. His known diseases were diabetes 
mellitus, atrial fibrillation and prostate cancer. The patient stated that he could not use his anticoagulant given for atrial fibrillation for 
several days. 
Doppler ultrasonography showed a monophasic flow pattern distally from the common femoral artery of the left lower extremity. 
Computed tomography angiography was performed. Distal occlusion of the aorta  from the infrarenal level was detected. There was 
also a thrombus in the right atrium. The patient was consulted to cardiovascular surgery. Urgent operation was planned and the 
patient was transferred to intensive care unit. 
Discussion 
Acute aortic occlusion (AAO) is a rare, life-threatening condition estimated to occur in 2.7-5.0 cases per million per year. It primarily 
affects older adults with cardiovascular comorbidities. AAO refers to blockage of blood flow through the aorta due to acute thrombo-
sis or embolism, leading to ischemia of downstream tissues. Current data estimate that approximately 20% of these cases are sadd-
le aortic embolism, which has a higher mortality rate (5).  
This condition is usually characterized by bilateral acute lower extremity ischemia with rhabdomyolysis and ischemic peripheral 
nerve damage, leading to limb anesthesia and paralysis. In rare cases, in the absence of medullary compression, spinal cord infarc-
tion mimicking cauda equina syndrome may be associated (6). 
Risk factors for AAO include coagulopathy, smoking, heart or lung disease, hypertension, diabetes mellitus, history of cancer, previ-
ous vascular surgery and chronic kidney disease. AAO caused by arterial embolism typically occurs in the setting of atrial fibrillation, 
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ventricular thrombus, heart failure, valvular disease and rarely tumor embolism (7).  
Coronary artery disease is observed in 10-71% of patients with peripheral arterial disease; therefore, electrocardiography is also 
recommended to rule out coronary artery disease (4). 
Arterial dissection in the iliac arteries may mimic the symptom profile of Leriche syndrome, causing claudication and absence of 
femoral pulses (8). 
Without treatment, the prognosis of Leriche syndrome is poor. However, with modern medical treatment, the results are good. In 
some cases with slow progression or onset of Leriche syndrome, collaterals may develop as a self-compensating mechanism (9). 
Leg ischemia, heart failure, myocardial ischemia/infarction, gangrene and even death are potential complications of Leriche syndro-
me (10). 
This case highlights that in all cases of lower limb paresthesia and paralysis, neurovascular examination, including assessment of 
pulse and skin changes, is essential to avoid misdiagnosis. Cases presenting with urinary and fecal incontinence can easily be mis-
taken for a neurological etiology. 

                 
Figure 1 Occlusion at the location indicated by the arrow on coronal and sagittal sections 

 

Figure 2 Infrarenal occlusion of the abdominal aorta and thrombus in the right atrium in axial section 

The first-line imaging modality in patients with suspected AAO is thoracic, abdominal and pelvic CT angiography. Once diagnosed, the 
cornerstone of management for patients with AAO is the initiation of anticoagulation, which reduces the risk of ongoing embolism or 
thrombus progression (secondary thrombus). Other essential components of AAO management include maintenance of normal oxy-
gen saturation, intravenous fluid resuscitation targeting euvolemia, and pain control (7). 
A relative decline in open aortic surgery for AAO and increased use of hybrid and fully endovascular surgical techniques have been 
noted. Direct revascularization should be recommended as the surgical treatment method (11). 
Conclusion 
Leriche syndrome is a serious complication of peripheral arterial disease that can be successfully managed with early diagnosis and 
appropriate treatment. Both surgical and endovascular treatment options can improve patients' quality of life and relieve their symp-
toms. Attention to clinical signs and the use of accurate diagnostic methods are critical in the management of this disease. Leriche 
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syndrome may present with paraplegia; therefore, in cases with acute paraplegia, infrarenal acute arterial occlusion should be consi-
dered in the differential diagnosis and pulses should be checked. 
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Evaluatıon Of Tenascın-C Parameter Level In Case Of Acute Ischemıc Stroke 
Murat Çelik1 ,  Oğuzhan Bol2 ,  Derya Koçer3 ,  Oğuz Arslan4 
1T.C. Sağlık Bakanlığı Gediz Devlet Hastanesi Acil Tıp 
2T.C. Sağlık Bakanlığı Kayseri Şehir Hastanesi Acil Tıp ABD 
3T.C. Sağlık Bakanlığı Kayseri Şehir Hastanesi Tıbbi Biyokimya ABD 
4T.C. Sağlık Bakanlığı Kayseri Şehir Hastanesi Radyoloji ABD 
1. Introduction 
Stroke, according to the definition of the World Health Organization (WHO), has been described as a condition related to focal or glo-
bal loss of cerebral functions that can start rapidly and last for 24 hours or longer, and may also cause death [1]. 
Stroke is the second most common cause of death worldwide, ranking third among the causes of disability in the world in terms of 
disability-adjusted life years (DALY) [2]. 
85% of all strokes are classified as ischemic strokes. For these patients, the most effective treatment methods that have been proven 
are intravenous thrombolytic treatment or mechanical removal of the clot. Patients should be diagnosed as soon as possible to apply 
the thrombolytic treatment protocol with proven effectiveness. Indications and contraindications for this treatment should be evaluated. 
Even if this whole process is managed as quickly as it should be, many patients may be deprived of this treatment option because the 
deadline for treatment has passed. 
Tenascin-C is a multimodular protein containing four different parts: an N-terminal junction domain, a set of epidermal growth factor-
like domains (EGF-L), a set of fibronectin type III-like domains (FNIII), and a C-terminal fibrinogen-like globule (FBG) [3]. Tenascin-C 
is the prototype and best-characterized member of the tenascin family. 
Tenascin-C is produced during the fetal period in a wide variety of developing organs such as the teeth, mammary glands, and ner-
vous system. Expression levels decrease as people get older. Nearly negligible amounts of Tenascin-C were detected in healthy adult 
tissues. It is produced temporarily with tissue damage, and its production stops after tissue repair is completed [4]. 
It is known that chronic inflammation is an important factor in atherosclerosis-related complications. However, the factors controlling 
these immune mechanisms have not been clearly determined. Toll-like receptor-4 (TLR-4) is a key signaling molecule in the body's 
immune response. It plays an important role in atherosclerosis, thanks to its ability to promote inflammation, proteolysis, and thrombo-
sis. Tenascin-C binds to TLR-4 via its fibrinogen-like part (FBG). Expression of both Tenascin-C and TLR-4 is increased in unstable 
human atheroma [5].  
The inflammatory response to acute cerebral ischemia is an important factor in stroke pathophysiology and outcome. The immune 
response begins locally in vessels that have low perfusion, occluded vessels, and in the ischemic brain parenchyma. These inflamma-
tory factors spread throughout the organism [6]. Studies examining the effect of Tenascin-C in ischemic stroke cases, which are very 
closely related to inflammation, are extremely limited. 
In the guidance of current publications in the literature, we carried out this study to reveal the importance of Tenascin-C in ischemic 
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stroke cases. We examined Tenascin-C, a biomarker that predicts the starting time of stroke, which has a major morbidity and morta-
lity rate, to accelerate the diagnosis and to determine the best treatment method for ischemic stroke cases. 
2. Methods 
The study we presented was conducted prospectively for a period of 5 months between August and December 2020 at Kayseri City 
Training and Research Hospital Emergency Department. Written informed consent was obtained from all of the participants. Neces-
sary permissions were obtained for the study with the decision of Kayseri City Training and Research Hospital Clinical Research Et-
hics Committee dated 09.07.2020 and numbered 115. This study has been prepared by the STROBE checklist. 
2.1. Patient Group 
Patients over the age of 18 who presented to our emergency department on an outpatient basis or by ambulance and whose consent 
was obtained were included in the study. The following symptoms were evaluated in the patients' application: numbness and/or loss of 
strength in the face, arm, and/or leg on one side of the body, blurred consciousness, difficulty speaking and/or understanding, difficulty 
walking, dizziness, loss of balance and coordination, loss of vision on one or both sides, double vision, and severe headache symp-
toms. 64 patients diagnosed with acute ischemic stroke, supported by clinical findings, laboratory parameters, and radiological exami-
nations, were included in the study. 
Patients under the age of 18, those who did not give consent for the study, those who refused treatment, those who had cerebral 
vascular injury secondary to trauma (traumatic brain injury), and those who had a cerebral hematoma and subarachnoid hemorrhage 
on their brain CT were excluded from the study. Additionally, patients with sepsis, malignancy, acute renal failure, and severe hepatic 
failure, which were thought to increase Tenascin-C in previous studies in the literature, were not included in the study. 
A control group was formed with 64 people over the age of 18 who had received an informed consent form, had none of the symptoms 
in the inclusion criteria, and had similar age and gender characteristics as the case group. These individuals had applied to the emer-
gency service for other reasons. 
2.2. Collecting Data and Analysing Measurements 
Participants' demographic characteristics, disease history, examination findings, start time and duration of symptoms, radiological 
findings, vital values at admission, and blood tests for differential diagnosis of stroke (including hemogram, blood glucose, kidney 
function tests, electrolytes, coagulation parameters, and arterial blood gas) were evaluated, as well as serum Tenascin-C levels and 
clinical outcomes. The data obtained were recorded on the Patient Follow-up Form prepared specifically for the study. 
Patients diagnosed with acute ischemic stroke were divided into three subgroups based on stroke intensity, as determined by anam-
nesis and physical examination findings according to the NIHSS: group 1 (0-6 points, mild-moderate), group 2 (7-15 points, moderate-
severe), and group 3 (16-42 points, severe-very severe). Serum Tenascin-C levels were compared to evaluate stroke severity 
between the groups, and the relationship between the patient's NIHSS scores and serum Tenascin-C levels was also analyzed. 
Blood samples were taken from the patients in a seated position and after a 20 min rest following 12h of fasting. The sera were sepa-
rated after the samples were centrifuged for 10 minutes at 5000 rpm (NF 400 centrifuges, Turkey). They were kept at −80 °C until 
assays for ACE 2 level was performed by an experienced clinical biochemist. Serum Tenascin-C levels were studied by sandwich 
enzyme immunoassay method using Human Tenascin-C Enzyme Immunoassay kit (Range: 15,6-2000 pg/mL, USCN Business Co. 
Ltd, Wuhan, China). Tenascin-C level was analyzed according to the manufacturer’s instructions and expressed as pg/mL. The con-
centrations of the samples were calculated through calibration curves obtained from study standards with known levels. Blood was 
collected from the control group in the same way, and their Tenascin-C levels were also measured. 
2.3 Statistical Analysis 
To obtain statistically significant results, the required minimum number of patients in each group was 64 (alpha:0.05, 1-beta: 0.80). 
The analysis was made with the program GPower 3.1 (University of Dusseldorf/Germany). 
In summarizing the data obtained from the study; Descriptive statistics were presented as mean ± standard deviation or median [mi-
nimum-maximum] depending on the distribution of numerical variables. Categorical variables were summarized as numbers and per-
centages. 
In a comparison of two independent groups; Independent Samples T-Test was used when numerical variables showed normal distri-
bution, and Mann Whitney U test was used when numerical variables did not show normal distribution. 
Kruskall-Wallis H test was used in the comparisons of more than two independent groups and when the numerical variables did not 
show normal distribution. 
Pearson Chi-Square has used in 2 × 2 tables with expected cells 5 and above, and Fisher's Exact Test was used in tables with expec-
ted cells below 5 in the comparison of differences between categorical variables according to groups. Fisher Freeman Halton test was 
used for R × C tables with expected cells below 5.  
Spearman's Rho correlation Coefficient was used in cases where the relations between numerical variables did not show normal dist-
ribution. 
Statistical analyzes were done with “Jamovi project (2020), Jamovi (Version 1.6.13.0) [Computer Software] (Retrieved from 
https://www.jamovi.org) and JASP (Version 0.14.1.0) (Retrieved from https://jasp-stats.org) programs. In statistical analysis, the level 
of significance was considered as 0.05 (p-value). 
3. Results 
The mean age of the participants was 71.5 ± 11.7 years and 69 of them (53.9%) were female. 62 of the patients (96.9%) arrived at the 
hospital by ambulance (Table 1). 
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In this study, the median Tenascin-C value in the patient group (110.2 [64.4 – 777.6]) was significantly higher than the control group 
(98.6 [11.1 – 176.6]) (p=0.002) (Table 2). 
In Table 3, it was determined that there was a significant, linear, same-directional, and low-level relationship between the age of the 
patients and Tenascin-C levels (p=0.316; r=0.011). There was a significant, linear, reverse, and low-level correlation between symp-
tom duration and tenascin-C level (r=-0.371; p=0.013). On the other hand, there was no significant and linear relationship between 
Systolic blood pressure (BP), Diastolic BP, NIHSS score, and Glasgow Coma Scale (GCS) levels and Tenascin-C value (Table 4; 
p>0.05 for each). 
In Table 4, the differences between Tenascin-C values, which is according to NIHSS, of the patient group (n=64) were statistically 
significant (table 4; p=0.05). Tenascin-C value of the patients in the 2nd group was significantly higher than the patients in the 1st 
group (table 4; p=0.007). 
4. Dıscussıon 
The diagnosis of ischemic stroke, which is a very important cause of death and disability all over the world, can be determined clini-
cally with high accuracy. Although many studies have been conducted on ischemic stroke, it is a disease whose definitive diagnosis 
cannot be clarified without confirmation by radiological imaging methods. In ischemic stroke patients, where the most appropriate 
treatment should be given as soon as possible, the ideal time for diagnosis and initiation of treatment has not yet been reached. Alt-
hough there are many studies on this issue, a diagnostic biomarker could not be obtained [7]. However, according to a review publis-
hed in 2021, markers of inflammation, atherogenesis and stress response were evaluated as the most promising prognostic biomar-
kers among the studies analyzed [8]. In this study, the value of Tenascin-C in the diagnosis of ischemic stroke and its relationship with 
parameters such as infarct volume and stroke onset time were investigated. 
It was determined that there was a significant, linear, same-directional, and low-level relationship between the age of the patients and 
Tenascin-C levels (p=0.316; r=0.011). It is known that atherothrombotic diseases increase in society with advancing age. Depending 
on this situation, it is known that the incidence of ischemic stroke increases and has a more fatal course [9]. Rothwell et al. In a popu-
lation-based study, the incidence of ischemic stroke was 35 per 100.000 aged 35-44 years. However, this rate increases to 952 per 
100.000 at the age of 75-84 [10]. Altough, when the literature was examined, no significant relationship was found between Tenascin-
C levels and age. We believe that the data of our study will be confirmed by larger-scale studies.  
It is known that chronic inflammation is a predisposing factor in atherosclerosis-related complications. However, the factors controlling 
these immune mechanisms have not been fully determined [11]. Toll-like receptor-4 (TLR-4) is a key signaling molecule in the body's 
immune response. It plays an important role in atherosclerosis, thanks to its ability to promote inflammation, proteolysis, and thrombo-
sis [12]. Tenascin-C binds to TLR-4 via its fibrinogen-like globe (FBG). Expression of both Tenascin-C and TLR-4 is increased in uns-
table human atheroma [5]. When viewed in the publications examining the relationship between Tenascin-C and other diseases in 
which chronic inflammation and atherosclerosis processes are prominent in the etiopathogenesis, Tenascin-C levels of the patients 
were found to be higher, similar to our study. Gao et al. in their study, Tenascin-C level was found to be significantly higher in patients 
with coronary artery disease compared to those without. It has also been emphasized that Tenascin-C level can be used as a useful 
marker to evaluate the severity of atherosclerosis [13]. Kenji et al. showed that Tenascin-C protein production was increased in the 
coronary plaque region in human atherectomy samples from patients with a history of acute coronary syndrome. Tenascin-C was 
detected most prominently in the human coronary plaque where macrophage and lymphocyte accumulation is present by immunosta-
ining method [14]. Celik et al. found higher Tenascin-C levels in patients with a history of pulmonary thromboembolism (PTE) compa-
red to the control group. It has also been predicted that it may be useful in determining the severity of PTE [15]. In our study, the me-
dian Tenascin-C value in the patient group (110.2 [64.4 – 777.6]) was significantly higher than the control group (98.6 [11.1 – 176.6]) 
(p=0.002). In this context, when the literature was examined, a few publications examining the relationship between Tenascin-C and 
ischemic stroke was found. Clancy et al. In his retrospective studies conducted with 336 ischemic stroke patients in 2014, similar to 
our study, the median Tenascin-C value of the patient group was found to be significantly higher than the control group [5]. In their 
analysis published in 2020, Okada et al. suggested that TNCs play a potentially important role in pathological changes through neuro-
inflammation and should be considered as a future therapeutic target in stroke patients [16]. Chelluboina et al. investigated the effects 
of Tenascin-C on brain damage after ischemic stroke in mice and concluded that Tenascin-C induction mediates ischemic pathogene-
sis and contributes to brain damage [17]. Considering the studies on the subject in the literature, we think that the main reason for the 
higher Tenascin-C levels in ischemic stroke patients is chronic inflammation and atherosclerosis processes. 
There was a significant, linear, reverse, and low-level relationship between symptom duration and Tenascin-C level (r=-0.371; 
p=0.013). Suzuki et al. A study examining the relationship between vasospasm developing after subarachnoid hemorrhage and Te-
nascin-C observed that the measured Tenascin-C levels peaked in a short time and then gradually decreased [18]. Suzuki et al. In 
another study conducted by them, Tenascin-C levels were measured in the cerebrospinal fluid after subarachnoid hemorrhage, and it 
was observed that it reached the highest levels in the first three days and then followed a decreasing course [19]. Led by these data, 
our results showed that Tenascin-C levels can be used to predict the starting time of symptoms in ischemic strokes. 
The differences between Tenascin-C values of the patient group (n=64) according to the NIHSS were statistically significant (p=0.05).  
In light of these data, the Tenascin-C value of the patients in the NIHSS Group 2 (7-15 points) was significantly higher than the pati-
ents in Group 1 (0-6 points) (p=0.007). Ulker et al. showed in their study that initial NIHSS scores are very useful in determining prog-
nosis in the early period. 90% of patients with NIHSS scores between 0 and 6 had a good or very good recovery after 2 weeks. On the 
other hand, the recovery rate in patients with an NIHSS score of 16 and above has been calculated as approximately 10% [20]. In the 
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study by Wouters et al, baseline NIHSS was assessed as a strong predictor of functional outcome 90 days after stroke in acute isc-
hemic stroke patients [21]. In our study, it was determined that Tenascin-C could be effective in predicting the severity of the disease. 
When we analyze our data, we think that Tenascin-C was not statistically significantly higher in Group 3 (16-42 points) due to the low 
number of patients in this group. Tenascin-C should be examined on this subject with larger studies in the future. 
5. Limitations 
The study’s weakness is that it was carried out in a single center with a minimum number of participants. In addition, another limitation 
is that the Tenascin-C parameter was not measured in the days after the application during the follow-up of the participants. 
6. Conclusion 
Based on the findings of our study, Tenascin-C can be used as a supporting biomarker in determining the duration and severity of the 
ischemic stroke, and may shorten the time of diagnosis and initiation of treatment in the emergency room, thanks to more comprehen-
sive studies to be conducted in the future. 
We declare no competing interests. 
There was no funding source for this study. 
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TABLES 
Table 1. Sociodemographic characteristics of the patient and control groups 

Group  
Patient 64 (50) 
Control 64 (50) 

Age 71.5 ± 11.7 
Gender  

Male 59 (46.1) 
Female 69 (53.9) 

Way of arrival  
By ambulance 62 (96.9) 
Outpatient 2 (3.1) 

Descriptive statistics were presented as mean ± standard deviation or median [minimum-maximum] depending on the distribution for 
numerical variables and also they were presented as number (%) for categorical variables. 
 

Table 2. Comparison of some demographic and laboratory results according to patient and control groups 
  Patient (n=64) Control (n=64) p value 
Age 72.3 ± 11.4 70.6 ± 12 0.407‡ 
Gender    

Male 30 (46.9) 29 (45.3) 
0.859* 

Female 34 (53.1) 35 (54.7) 
Tenascin-C value 110.2 [64.4 – 777.6] 98.6 [11.1 – 176.6] 0.002† 
Descriptive statistics were presented as mean ± standard deviation or median [minimum-maximum] depending on the distribution for 
numerical variables and also they were presented as number (%) for categorical variables 
*. Mann-Whitney U test was used. 
†. PearsonChi-Square, Fisher'sExact or FisherFreemanHalton tests were used. 
‡. Independent samples T-Test was used. 
 
Table 3. Correlation of tenascin values with demographic and clinical characteristics of the patient group (n=64) 
  Tenascin-C value 
  r p 
Age 0.316 0.011 
Symptom duration -0.371 0.013 
Systolic BP (mmHg) -0.004 0.976 
Diastolic BP (mmHg) 0.062 0.626 
NIHSS score 0.227 0.072 
GCS -0.240 0.056 
Spearman's rho correlation coefficient was used. 
Abbreviations: BP, Blood Pressure; GCS, Glasgow Coma Scale; NIHSS, National Institutes of Health Stroke Scale 
 
Table 4. Comparison of Tenascin-C values of the patient group (n=64) according to the National Institutes of Health Stroke 
Scale (NIHSS) 
  Tenascin-C value p* 
NIHSS score   

1. group; NIHSS, 0-6 point, mild-moderate 94.63 [64.39 – 333.42] 
0.005 2. group; NIHSS, 7-15 point, moderate-severe 163.88 [68.37 – 777.57] 

3. group; NIHSS, 16-42 point, severe-very severe 104.98 [72.35 – 212.44] 
Descriptive statistics were presented as median [minimum-maximum] depending on the distribution of numerical variables  
*. Kruskal-Wallis H test was used. 
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6338 
Emergency use of endotracheal tube as a substitute for chest tube in pneumothorax management: a case report 
Esra Ersöz Genç, MD 
Menderes State Hospital, Department of Emergency Medicine, İzmir, Turkey 
Introduction 
Traumatic pneumothorax and hemothorax are life-threatening conditions that can lead to high morbidity and mortality if not promptly 
recognized and treated (Adal et al., 2024). Thoracic trauma accounts for approximately 25% of trauma-related deaths and is 
especially fatal when uncontrolled air or blood accumulation leads to tension physiology (Shah et al., 2022). In such cases, the 
standard treatment is tube thoracostomy, which involves evacuating air and blood from the pleural cavity (Shah et al., 2022). 
However, in resource-limited environments or in cases of equipment shortages, access to a standard chest tube may not always be 
possible. Indeed, in economically disadvantaged regions, mountainous terrains, or during mass casualty events and natural 
disasters, standard chest tubes may not always be readily available (Adal et al., 2024; Odion-Obomhense & Udoka, 2022). Under 
these circumstances, alternative pleural drainage methods may be required to save lives. The literature has documented the use of 
wide-lumen catheters, Foley catheters, intravenous lines, and even endotracheal tubes (ETTs) as temporary substitutes for chest 
tubes (Keskin & Kuran, 2024; Newton et al., 2021; Schober et al., 2025). 
This case report discusses a temporary pleural drainage procedure using an ETT in an emergency department where standard 
chest tubes were unavailable due to resource constraints. 
Case 
A 59-year-old male patient was brought to the emergency department after falling from a height of approximately six meters. On 
initial evaluation, he was nearly unconscious, experiencing significant respiratory distress, with an oxygen saturation of 85%. 
Physical Examination 
A wide laceration was noted on the scalp, and bilateral periorbital ecchymosis (“raccoon eyes”) was observed. Breath sounds were 
absent on the right hemithorax. 
Radiological Findings 
A computed tomography (CT) scan revealed a large right-sided pneumothorax and hemothorax, along with mediastinal shift to the 
left. Partial lung collapse and pulmonary contusion were also present (Figure 1).  

 
Figure 1: Axial computed tomography (CT) scan demonstrating a significant right-sided pneumothorax and hemothorax. Mediastinal 
shift to the left is evident, accompanied by partial lung collapse and pulmonary contusion.  
 
In the coronal CT view, a 7.5-mm endotracheal tube was visualized within the pleural cavity. The tube appeared to provide 
temporary drainage for the accumulated air and blood in the right hemithorax (Figure 2). 

 
Figure 2: Coronal computed tomography (CT) scan showing the placement of a 7.5-mm endotracheal tube as a temporary chest 
tube substitute within the right pleural cavity. Increased fluid accumulation (hemothorax) and a large pneumothorax are visible in the 
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right hemithorax. 
Laboratory Results 
White blood cell (WBC) count was elevated (23.08 × 10³/µL), likely indicating a stress response. Arterial blood gas analysis showed 
metabolic acidosis with a pH of 7.231. 
Intervention and Clinical Course 
Due to the unavailability of a standard chest tube in the emergency department, a 7.5-mm endotracheal tube—typically used for 
airway management—was inserted into the right pleural cavity via the thoracostomy opening under sterile conditions. The 
intervention led to immediate respiratory improvement, with oxygen saturation rising from 85% to 99%. Recognizing the limitations of 
this approach for long-term drainage, the patient was transferred to a tertiary trauma care center after initial stabilization. 
Approximately three hours after arrival, the ETT became obstructed by clots and debris. It was subsequently replaced with a 
standard chest tube at the referral center, and definitive treatment was continued in the appropriate clinical setting (Newton et al., 
2021; Odion-Obomhense & Udoka, 2022; Schober et al., 2025). 
Ethical Statement 
Written informed consent was obtained from the patient’s legal guardian for the publication of this case report and its accompanying 
images. 
Discussion 
This case highlights the life-saving potential of creative adaptability in emergency medical practice when faced with equipment 
shortages. The use of an endotracheal tube (ETT) as a chest tube is highly uncommon, with only a limited number of such cases 
reported in the literature. Nevertheless, in situations where immediate pleural drainage is critical, this approach may be considered 
as a temporary solution (Schober et al., 2025; Newton et al., 2021). 
In a case reported by Newton and colleagues, an ETT was successfully used during prehospital trauma care to prevent re-occlusion 
of a thoracostomy site (Newton et al., 2021). Similarly, a neonatal tension pneumothorax case was managed with an endotracheal 
tube when an appropriate-sized chest tube was unavailable, demonstrating positive clinical outcomes (Odion-Obomhense & Udoka, 
2022). These cases support the approach used in our report, even though such interventions remain rare and unconventional. 
Using a non-standard device like an ETT in place of a chest tube is clearly not ideal and carries inherent risks. The narrow internal 
lumen of the ETT can quickly become obstructed by clots in cases of traumatic hemopneumothorax, rendering the drainage 
ineffective. In our case, the ETT became blocked after approximately three hours and had to be replaced with a standard chest tube 
to restore adequate drainage. 
Additionally, if not inserted under sterile conditions, there is a risk of infection. The lack of a one-way valve mechanism in ETTs also 
limits their ability to fully control air leaks. Therefore, this method should only be considered as a temporary, life-saving intervention, 
to be replaced with a standard chest tube as soon as it becomes available (Keskin & Kuran, 2024; Shah et al., 2022). 
Emergency preparedness is crucial, especially in non-trauma centers and peripheral hospitals. These facilities should always 
maintain a stock of essential invasive procedure kits, including chest tubes. Emergency physicians should also receive training in 
alternative thoracic decompression techniques. For instance, current trauma guidelines recommend finger thoracostomy if needle 
decompression fails, followed by standard chest tube placement when feasible (Shah et al., 2022). 
Finally, the development of standardized protocols and scenario-based planning for such exceptional situations may help improve 
outcomes. Further studies comparing these alternative interventions to conventional chest tube thoracostomy could provide 
evidence to guide future emergency practice. 
Conclusion 
Improvised interventions can sometimes be lifesaving in emergency department settings when standard equipment is not available. 
In this case, temporary pleural drainage using an endotracheal tube provided sufficient stabilization to enable the patient’s safe 
transfer to a tertiary care center. 
However, the limitations of this approach were clearly observed. An endotracheal tube cannot fully replace a properly sized chest 
tube and should only be considered a short-term bridging solution. This case emphasizes the importance of resource availability and 
trained personnel in trauma management. 
It also underlines the need for non-trauma hospitals to maintain essential invasive procedure kits and to develop training programs 
and protocols on alternative techniques. Such preparedness can be crucial in saving lives during similar critical emergencies (Adal 
et al., 2024; Shah et al., 2022). 
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6745 
Acute coronary syndrome induced by methanol intoxication 
Kübra Nur Okutan, Ahmet Baydin 
Ondokuz Mayıs University, Department of Emergency Medicine, Samsun, Türkiye 
Introduction 
Methyl alcohol is a chemical substance commonly used as a raw material in various industrial processes. While methanol itself is not 
directly toxic, its metabolites can exert harmful effects upon biotransformation in the human body. Methanol intoxication can lead to 
serious complications including brain injury, visual disturbances (such as diplopia, blurred vision, reduced visual acuity, visual field 
narrowing, photophobia, and blindness), cardiovascular instability, seizures, metabolic acidosis, and death. 
Case 
A 73-year-old male presented to the emergency department with complaints of dizziness, shortness of breath, chest tightness, and 
visual disturbances following the consumption of approximately two glasses of homemade rakı the previous evening. On admission, 
the patient was alert, oriented, and cooperative. Vital signs were as follows: blood pressure 165/100 mmHg, pulse 90 bpm, 
temperature 36°C, respiratory rate 22 breaths/min. Auscultation revealed normal heart and breath sounds. 
Arterial blood gas analysis revealed a pH of 7.07, PaO₂ 91 mmHg, PaCO₂ 31 mmHg, HCO₃⁻  9 mmol/L, and oxygen saturation of 
86.1%. Laboratory results were as follows: Hb 15 g/dL, WBC 7,000/µL, platelets 201,000/µL, INR 0.96, creatinine 1.56 mg/dL, 
potassium 5.4 mEq/L, sodium 136 mEq/L, calcium 9 mg/dL, glucose 100 mg/dL, troponin >25,000 ng/L, and blood alcohol level <0 
mg/dL. 

 
Electrocardiogram (ECG) showed ST-segment elevation in inferior leads (DII, DIII, aVF) and ST-segment depression in lateral leads 
(DI, aVL) (Figure 1). The patient was evaluated by cardiology with a preliminary diagnosis of acute coronary syndrome (ACS), and 
primary percutaneous coronary intervention (PCI) was recommended. During PCI, plaques were identified in the left anterior 
descending (LAD) and circumflex arteries. The patient was managed medically with aspirin 100 mg, clopidogrel 75 mg, and 
enoxaparin 0.6 mL, and was referred for outpatient cardiology follow-up 
Ophthalmologic consultation was obtained due to visual complaints, but no abnormalities were found. Cranial computed tomography 
(CT) also revealed no pathology. Given the presence of metabolic acidosis, the nephrology team was consulted, and emergency 
hemodialysis was initiated. As acidosis persisted post-dialysis, intravenous ethanol therapy was administered. The patient was 
subsequently admitted to the intensive care unit for further monitoring and treatment. 
Conclusion: 
Toxic exposures are among the primary presentations in emergency medicine. Regardless of the suspected diagnosis, an ECG 
should be performed on all patients presenting to the emergency department. In addition to well-known complications, clinicians 
should be aware of rare and atypical manifestations of intoxication. ECG remains a critical tool in the diagnosis and management of 
acute coronary syndromes. In this case, STEMI was detected on ECG in the absence of chest pain following methanol intoxication, 
illustrating how toxic agents may sensitize the myocardium to catecholamine-induced dysrhythmias. 
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7669 
Traumatic Aort Dissection 
Fatih Yaprak1 ,  Cansel Çetin1 ,  Tarık Başlı1 ,  Safa Dönmez1 
Ankara Bılkent Cıty Hospıtal, Emergency Medıcıne Clınıc, Ankara 
Introduction 
High-energy trauma, particularly from motor vehicle accidents, poses significant risks to elderly patients due to age-related 
physiological changes. These injuries often involve multiple organ systems, including the spine, abdomen, and thoracic region, 
leading to complex clinical presentations. This case presents a 77-year-old female patient who sustained severe injuries from a high-
energy traffic accident, resulting in spinal fractures, abdominal trauma, and ultimately cardiac arrest. It underscores the challenges of 
managing elderly trauma patients in critical conditions. 
Case Report 
A 77-year-old female patient was brought to the emergency department following a high-energy traffic accident. The Glasgow Coma 
Scale (GCS) score was recorded as 14 (E3, M6, V5). Vital signs were stable, and the patient's general condition was evaluated as 
moderately poor. 
On physical examination, widespread abrasions were noted on the scalp and face, along with epistaxis (nasal bleeding). Tenderness 
was detected upon palpation in both the right and left upper abdominal quadrants. Widespread abrasions were also observed on 
both lower extremities. No pathological sounds were detected upon auscultation of the lungs. However, there was widespread ten-
derness on the thoracic wall and in the thoracolumbar spinal region. 
Computed tomography (CT) revealed a hematoma near the T10 vertebral fracture and a flap appearance in the aorta. Based on 
these findings, emergency cardiovascular surgery and neurosurgery consultations were requested.The patient suffered a cardiac 
arrest during follow-up and was pronounced dead in the emergency department despite resuscitation efforts. 
Conclusion 
This case emphasizes the critical challenges in managing high-energy trauma in elderly patients. Age-related physiological changes 
increase vulnerability to severe outcomes, including multi-system injuries and cardiac arrest. Prompt recognition, rapid intervention, 
and multidisciplinary care are essential for improving survival chances. This case highlights the need for heightened awareness and 
tailored management strategies when treating elderly trauma patients, underscoring the complexity and urgency of care in this de-
mographic. 
KEYWORDS:  Aortic Dissection ,  Traumatic Injury 
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7930 
The Effect of Door-Lytic and Door-Needle Times on Survival in Acute Ischemic Stroke 
İsmail Ataş1, Zeynel Emin Altunköprü1, Bünyamin Onur Harmancı1, Mümin Murat Yazıcı1, Özlem Bilir1 

1Department of Emergency Medicine, Recep Tayyip Erdoğan University Faculty of Medicine, Training and Research 
Hosptal, Rize, Turkey 
Introductıon 
Intravenous (IV) thrombolysis and mechanical thrombectomy, the primary treatment modalities used in acute ischemic stroke, are 
time-dependent therapies. IV thrombolytic therapy is performed with alteplase, a recombinant tissue plasminogen activator (rtPA) 
licensed in Turkey in 2006. The US Food and Drug Administration (FDA) approved IV rtPA for stroke treatment within 3 hours of 
symptom onset in 1996 (1). A meta-analysis published in 2004 suggests that IV thrombolytic therapy should be given within the first 
4.5 hours of symptom onset (2). At the same time, mechanical thrombectomy is one of the treatments with proven efficacy and sa-
fety when performed within the first 6 hours of acute ischemic stroke (3). In the DAWN and DEFUSE 3 studies, it was shown that the 
duration of mechanical thrombectomy could be extended up to 16 and 24 hours (4,5). When the literature is examined, it is seen that 
the duration of reperfusion in acute stroke is a matter of debate and studies on this subject are being conducted continuously. Our 
aim was to investigate the effect of IV thrombolysis and mechanical thrombectomy treatment times on survival in acute stroke pati-
ents admitted to a tertiary hospital with a stroke center. 
Material And Methods 
Study Design 
The study was a retrospective review of patients diagnosed with acute ischemic stroke who presented to the emergency department 
of a tertiary care hospital between January 1, 2024 and December 31, 2024. Our institution receives more than 140000 emergency 
patient visits annually and hosts both neurology and emergency medicine residency programs with a comprehensive stroke center. 
Acute ischemic stroke accounted for 0.7% of ED visits, and approximately 11.8% of ischemic strokes received acute thrombolytic 
therapy. The current study consisted of consecutive patients presenting over a one-year period with stroke symptoms and receiving 
thrombolytic therapy. 
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Figure 1. Study Flow Chart 
Study Population and Variables 
Data on consecutive patients admitted to the emergency department and diagnosed with acute stroke were obtained   from emer-
gency department patient files using the computer-based   Hospital Information Management System (HIMS) program. Patients who 
met the eligibility criteria for intravenous thrombolysis with rt-PA according to the local hospital protocol and admitted to the hospital 
within 4.5 hours of symptom onset were included in the study. Patients who presented to the emergency department more than 4.5 
hours after the onset of stroke symptoms, were diagnosed with intracerebral hemorrhage or brain tumor, had incomplete clinical and 
investigative data, and were younger than 18 years of age were excluded.  
In the process starting after admission, the exact time of the first onset of stroke symptoms, the way the patient arrived at the emer-
gency department, the time of arrival at the emergency department, the place of arrival and the location are recorded by the medical 
staff.  time of the first onset of stroke-related symptoms was identified and recorded as the "onset time" by the patients themselves 
or family members. For people who experienced symptoms while sleeping, symptom onset was determined as the last time they 
were seen healthy. "Time of arrival in the emergency department" was defined as the time when the patient's registration in the 
emergency department was completed. "Door-to-lytic time" was defined as the time interval between arrival in the emergency de-
partment and initiation of thrombolytic therapy. "Door-needle time" was defined as the time interval between arrival at the emergency 
department and the start of mechanical thrombectomy treatment. "Symptom-lytic time" was defined as the interval between the 
onset of symptoms and the start of IV thrombolysis, and "symptom-needle time" was defined as the interval between the onset of 
symptoms and the start of mechanical thrombectomy. All time measurements were expressed in minutes. 
In addition to demographic characteristics, admission symptoms and time of onset, parameters of laboratory and imaging tests, 
physical examination findings, treatments given in the emergency department and whether complications developed, in-hospital and 
discharge outcome, whether there was readmission in the 90-day period, admission and discharge National Institutes of Health 
Stroke Scale (NIHSS) score and modified Rankin Score (mRS) were recorded.  
Emergency Service Management 
Emergency department acute stroke management is a dynamic process that starts after emergency medical service (EMS) person-
nel receive a call from the command and control center. Healthcare professionals assess the patient's basic neurological status 
according to FAST (Face, Arms, Speech and Time) (6) or Los Angeles Motor Scale (LAMS) and report the patient to the stroke cen-
ter (7). If patients present directly as outpatients, they are taken to the critical patient care area of the emergency department by the 

Number of patients admitted to 
the emergency department of the 
hospital between January 1 and 

December 31, 2024 
140000 patients 

Diagnosed with acute ischemic stroke in 
the emergency department 

980 patients 

Patients admitted with acute ischemic 
stroke treated with IV thrombolysis 

and mechanical thrombectomy 

130 patients 

IV thrombolysis only 

82 patients 

Both IV thrombolysis and 
mechanical thrombectomy 

48 patients 
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healthcare professional in charge after evaluation in the triage area. After admission, the patient is evaluated by the emergency 
medicine doctor, neurologist, radiologist and emergency medicine nurse on duty who provide 24/7 service in our institution. The 
patient, who is taken to the security circle from the moment of admission, reaches the doctor within the first 10 minutes (the first 
evaluation performed by both the emergency medicine doctor and the neurologist, including the last  the patient was well, the suita-
bility of IV thrombolysis and the assessment of stroke severity). Blood is drawn for laboratory analysis and a CT scan of the brain is 
performed within 25 minutes and interpreted within 45 minutes. If the patient meets the appropriate criteria for thrombolysis, a we-
ight-based calculation is made and administered to the patient. It is aimed to administer thrombolytic therapy in the first 60 minutes 
after the patient is admitted to the emergency department. At the same time, it is evaluated by interventional radiology in terms of 
medical thrombectomy and processed if necessary.  
Statistical Method 
All analyses were performed in Jamovi v.1.6 statistical software (The Jamovi Project (2021) Computer Software, version 1.6. Syd-
ney, Australia). Categorical data are expressed as frequency (n) and percentage. Normally distributed continuous variable data were 
expressed as mean plus standard deviation (SD) and non-normally distributed data were expressed as median and interquartile 
range (IQR). Normality of distribution was assessed using the Shapiro-Wilk test. Two-group comparisons were made using Student's 
t-test or Mann-Whitney U test, depending on whether the data were normally distributed. P values <0.05 were considered statisti-
cally significant. 
Results 
The study included 130 patients who presented to the emergency department with acute ischemic stroke symptoms and received IV 
thrombolysis or mechanical thrombectomy treatment in 2024. Of these, 50.8% (n=66) were women. 53.1% of the patients were 
brought to the emergency department by 112. The most common presenting symptom was limb weakness (85.4%). When the pati-
ents' medical history was analyzed, hypertension was the most common symptom with 79.2%. When CT findings were analyzed, 
one or more of the edema findings such as hypodensity in the brain parenchyma, disappearance of gray-white matter, and oblitera-
tion of sulci were detected in 77.7% of the patients. When CT angiography findings were analyzed, 49.2% had major vessel occlu-
sion that could be treated with mechanical thrombectomy. MRI findings showed that 49.2% of the cases occurred in the anterior and 
middle cerebral artery (ACA and MCA) irrigation area. Regarding the etiology, 60% of the patients were atherosclerotic (carotid ste-
nosis) and 36.2% were cardioembolic (atrial fibrillation). The median time between presentation and CT scan was 14.0 (IQR 11.0-
22.0) minutes. 
Only IV rtPA was administered to 63.1% of the patients, while 36.9% received both IV rtPA and mechanical thrombectomy. As sup-
portive therapy, 63.8% of patients received antihypertensives, 5.4% received anti-edema, and 0.8% received anticoagulants. 
When the outcomes of the treated patients in the emergency department were analyzed, 65.4% were hospitalized in the stroke unit 
and 32.3% in the intensive care unit (ICU). No exitus was observed in the emergency department outcome. 7.0% of the patients 
were intubated in the emergency department and 4.7% in the interventional procedure room during thrombectomy. Treatment-
related complications occurred in 8.5% of patients. The most common complication was cerebral hemorrhage (5.4%). The mean 
number of days of hospitalization was 12.5± 13.5, intensive care unit 4.2± 9.5, and mechanical ventilator 2.5± 6.6. 
When hospital outcome was analyzed, mortality rate was 13.1%. Of the discharged patients, 71.5% were readmitted to the hospital 
within 90 days and 65.4% were readmitted for routine follow-up. The median NIHSS value at admission was 12.0 (IQR 5.0-18.0), 
while the median NIHSS value at discharge was 5.0 (IQR 0.7-12.0). The discharge mRS value was 3.0 (IQR 0.0-5.0). 
The median symptom-door duration for treated patients was 65.5 minutes (IQR 43.0-99.3). For patients treated with IV rtPA, the 
median door-to-needle time was 87.5 (IQR 67.0-120.0) minutes and the median symptom-to-needle time was 165 (IQR 135-212) 
minutes. In patients who underwent mechanical thrombectomy, the median door-needle time was 91.0 (IQR 80.8-130.0) minutes 
and the median symptom-needle time was 164 (IQR 135-222) minutes. All investigated durations did not statistically affect mortality 
in hospital outcome (p>0.05). 
 

Table 1. Demographic data and basic characteristics of the patients 
Characteristics, n = 130 Value 

Gender 
   Male, n (%) 
   Female, n (%) 
Mode of Arrival to the Emergency Room 
   112, n (%) 
   Referral from an external center, n (%) 
   Private vehicle, n (%) 
Application Complaint 
   Limb weakness, n (%) 
   Speech disorder, n (%) 
   Facial asymmetry, n (%) 
   Impaired consciousness, n (%) 

 
64 (49.2) 
66 (50.8) 
 
69 (53.1) 
39 (30.0) 
22 (16.9) 
 
111 (85.4) 
97 (74.6) 
85 (65.4) 
41 (31.5) 
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Application Vital Values 
   SDB, mean± sd (mmHg) 
   DBP, median (IQR) (mmHg) 
   Pulse, median (IQR) (beats per minute) 
   Saturation, median (IQR) (%) 
Comorbidities 
   Hypertension, n (%) 
   Atrial fibrillation, n (%) 
   Diabetes mellitus, n (%) 
   Coronary artery disease, n (%) 
   Cerebrovascular disease, n (%) 
   Malignancy, n (%) 
Diagnostic Findings 
   CT (edema), n (%) 
   CT (dense MCA), n (%) 
   CTA (large vessel occlusion), n (%) 
   MR (ACA, MCA), n (%) 
   MR (PCA), n (%) 
   MR (Lacunar), n (%) 
Etiology 
   Atherosclerotic, n (%) 
   Cardioembolic, n (%) 
   Other (hypotension, anemia), n (%) 
Admission-CT time, median (IQR) (minutes) 
Treatment 
   IV rtPA, n (%) 
   IV rtPA + mechanical thrombectomy, n (%) 
Emergency Department Outcome 
   Ward hospitalization, n (%) 
   Stroke unit hospitalization, n (%) 
   ICU hospitalization, n (%) 
Intubation Location 
   Emergency department, n (%) 
   Interventional hall, n (%) 
   Stroke unit, n (%) 
   ICU, n (%) 
Follow-up Time in MV, mean± sd (days) 
Length of Stay, mean± sd (days) 
ICU Length of ICU Stay, mean± sd (days) 
Hospital Outcome, Exitus, n (%) 
Admission NIHSS, median (IQR) 
Discharge NIHSS, median (IQR) 
Discharge mRS, median (IQR) 
Symptom-Door Time, median (IQR) 
Door-Litik Duration, median (IQR) 
Symptom-Lytic Duration, median (IQR) 
Door-to-Needle Time, median (IQR) 
Symptom-Injection Duration, median (IQR) 

 
166± 28.8 
83.5 (78.5-100.0) 
76.5 (67.0-88.8) 
96.0 (94.0-97.0) 
 
103 (79.3) 
46 (35.4) 
41 (31.5) 
39 (30.0) 
23 (17.7) 
7 (5.4) 
 
101 (77.7) 
25 (19.2) 
64 (49.2) 
64 (49.2) 
14 (10.8) 
40 (30.8) 
 
78 (60.0) 
47 (36.2) 
5 (3.8) 
14.0 (11.0-22.0) 
 
82 (63.1) 
48 (36.9) 
 
3 (2.3) 
85 (65.4) 
42 (32.3) 
 
9 (7.0) 
6 (4.7) 
2 (1.6) 
8 (6.2) 
2.49± 8.61 
12.5± 13.5 
4.21± 9.49 
17 (13.1) 
12.0 (5.0-18.0) 
5.0 (0.75-12.0) 
3.0 (0.0-5.0) 
65.5 (43.0-99.3) 
87.5 (67.0-120.0) 
165.0 (135.0-212.0) 
91.0 (80.8-130.0) 
164.0 (135.0-222.0) 

IQR: Interquartile Range (25p, 75p), sd: standard deviation, SDB: Systolic Blood Pressure, DBP: Diastolic Blood Pressure, CT: Compu-
ted tomography, CTA: Computed tomography angiography, MR: Magnetic Resonance, ACA: Anterior cerebral artery, MCA: Middle 
cerebral artery, PCA: Posterior cerebral artery, IV rtPA: Intravenous recombinant tissue plasminogen activator, ICU: Intensive care unit, 
MV: Mechanical ventilator, NIHSS: National Institute of Health Stroke Scale, mRS: Modified Rankin Scale 

Discussion 
Acute ischemic stroke is the most common cause of death after coronary heart disease. It is also the leading cause of disability. 
Stroke patients' prolonged hospitalization, rehabilitation procedures and loss of labor force are a major economic burden for the 
society. Reducing this economic burden is possible with early recognition of acute stroke symptoms and early access of stroke pati-
ents to treatment. In our study, 11.8% of patients admitted with acute stroke could be treated. In another one-year retrospective 
study conducted in Italy, this rate was found to be 30.1% (8). When both studies are compared, it is thought that awareness about 
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acute stroke is still insufficient in our country. 
In our study, hypertension was found to be the most common disease in the patient's history and muscle weakness was the most 
common presenting symptom. In another study conducted in the same region, hypertension was found to be present in 70% of acu-
te stroke patients who underwent revascularization treatment and motor deficits were found in 73.8% of the applicants, which was 
correlated with our study (9). 
The time between presentation to the emergency department and CT scanning (door-to-CT time) should be 25 minutes on average. 
In a study, the door-to-CT time, which was previously 20 minutes on average, was found to be less than 10 minutes with the trans-
portation of the CT device to the emergency department (10). 
In our study, stroke-related mortality rate was found to be 13.1%. In a large study including 30947 patients, the 30-day mortality rate 
of patients admitted to a stroke center was 10.1%, whereas it was 12.5% in a hospital without a stroke center (11). Although the 
hospital where our study was conducted was also a stroke center, the mortality rate was found to be higher compared to this study. 
We can mention that diagnosis, treatment and complication management of stroke patients should be investigated in detail. 
In the emergency department where we conducted this study, the CT device was located in the emergency department and the 
median time was 14 minutes. We think that having the CT device in the emergency room may decrease the duration of diagnosis 
and treatment. 
Data from IV rtPA clinical trials show that the therapeutic benefit of rtPA is greatest when given very early in ischemic stroke and 
decreases during the first 4.5 hours after onset (12, 13). In our study, it was found that door-litic and door-needle times did not affect 
mortality. We believe that a study on morbidity may be significant. In a study to be planned in a larger population, the effect of door-
lytics and door-needle times on mortality and morbidity should be investigated. 
 

Conclusıon 
It is thought that door-litic and door-needle times have no effect on mortality. The population should be expanded and studies on 
morbidity should be conducted in this regard. 
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Infected Duplıcatıon Cyst 
Tarık Başlı1, Safa Dönmez2  
Ankara Bılkent Cıty Hospıtal, Emergency Medıcıne Clınıc, Ankara 
Introductıon 
Duplication cysts occurring in the intestine are one of the rare pathological structures of the digestive system. These cysts are gene-
rally cysts that develop in the intestinal wall, containing fluid or semi-fluid substances and sometimes showing a two-chambered 
structure. Most duplication cysts are congenital and may be asymptomatic, often remaining undetected in early childhood. However, 
in some cases, these cysts can become infected and lead to serious complications. 
Infected intestinal duplication cysts occur when these cysts become contaminated by bacterial, viral, or fungal infections. Depending 
on the location of the cyst, infection can lead to symptoms such as abdominal pain, fever, swelling, diarrhea, and sometimes abs-
cess formation. Since an infected cyst can lead to serious complications such as perforation and peritonitis, it is crucial to make a 
quick and accurate diagnosis. 
The infection of intestinal duplication cysts generally develops due to imbalances in the intestinal flora, inflammatory bowel diseases, 
surgical interventions, or trauma. In the differential diagnosis of such cases, it is essential to determine whether the duplication cyst 
is infected and distinguish it from other acute abdominal diseases, especially appendicitis, diverticulitis, and bowel perforation. 
This case report will discuss the clinical findings, diagnostic process, and treatment course of a patient diagnosed with an infected 
intestinal duplication cyst. 
Case 
A 55-year-old male patient presented to the emergency department with complaints of abdominal pain, nausea, and vomiting. 
Glasgow Coma Score (GCS): 15. Blood pressure: 140/80 mmHg, Pulse: 86 bpm, Respiratory rate: 18 breaths/min, Axillary tempera-
ture: 36.2ºC. Fingerstick blood glucose: 146 mg/dL. ECG: Sinus rhythm. 
On physical examination, widespread tenderness was noted in the abdomen. There was no defense or rebound tenderness. No 
organomegaly was detected. No palpable mass. No dullness on percussion. 
Medical history: Diabetes, hypertension, thyroidectomy, appendectomy, cholecystectomy. Medications: Levothyroxine, Norvasc, 
Glucofen. 
Laboratory findings: pH: 7.408, pCO2: 42.8, HCO3: 26.4, Lactate: 2.46, Glucose: 90, CRP: >350, WBC: 19, Procalcitonin: Negative, 
Titers: Negative. 
After symptomatic treatment, there was no relief, and as infectious markers remained high, further investigation was planned. Cont-
rast-enhanced abdominal tomography was performed. The CT scan revealed "A tubular structure approximately 120 mm in length 
with a blind ending at the umbilical-supraumbilical level, related to ileal loops, showing a fluid-filled, distended appearance with sur-
rounding inflamed and dirty-looking fatty tissue (possible infected duplication cyst?)." 
The patient’s oral intake was stopped. IV fluid replacement and empirical IV antibiotic therapy were initiated. A general surgery con-
sult was requested, and the patient was admitted to the general surgery intensive care unit. During follow-up, the patient did not 
require surgery, and after antibiotic therapy, the infectious markers decreased, with normal gas and stool passage. The patient was 
discharged with complete recovery. 
Conclusıon 
Intestinal duplication cysts are rare and typically asymptomatic, but they can lead to serious complications if infected. In this case, a 
55-year-old male patient presented with abdominal pain and signs of infection, and after further investigations, an infected intestinal 
duplication cyst was diagnosed. CT findings indicated that the duplication cyst had transformed into an infected structure. The pati-
ent was initially treated symptomatically, but further investigations and treatment were planned due to the persistence of symptoms 
and high infectious markers. 
Empirical antibiotic therapy and IV fluid replacement were initiated, and after a general surgery consultation, the patient's condition 
stabilized. The patient's infectious markers decreased, and bowel function normalized. Consequently, the patient was discharged 
with no need for surgery. 
This case once again highlights that intestinal duplication cysts can become infected, and early diagnosis and appropriate treatment 
can prevent complications. Furthermore, it emphasizes the importance of a careful approach in the differential diagnosis of acute 
abdominal conditions. 
Keywords: Intestinal duplication cyst, acute abdominal diseases, empirical antibiotic therapy. 
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ST Segment Alteration due to cocaine use: A case report 
Müslime KASA1 ,  Nezime Beyza YILDIRIM1 ,  Ahmet ÇAĞLAR1 ,  Birsen ERTEKİN1 

1Department of Emergency Medicine, Konya Beyhekim Training and Research Hospital, Konya, Turkey 
Introduction 
From a public health perspective, drug addiction is becoming increasingly prevalent around the world and in our country. Cocaine 
acts as a sympathomimetic agent by blocking the reuptake of norepinephrine and dopamine in presynaptic neurons. This can lead to 
an increase in myocardial oxygen demand, constriction of coronary arteries, and myocardial ischemia or infarction. Cocaine can 
cause infective endocarditis, dilated cardiomyopathy, fatal arrhythmias, and aortic dissection. Cocaine has been shown to be a po-
tential cause of acute arterial thrombosis in persons without cardiovascular risk factors. In addition to small-diameter coronary and 
cerebral vessels, thrombosis has been demonstrated in larger-diameter popliteal, femoral, and iliac arteries. Patients presenting to 
the emergency department with chest pain should be screened for substance abuse. 
Case Presentation 
A 20-year-old male patient had a history of antiepileptic drug use until the age of 2 years, was followed up for epilepsy until the age 
of 10 years, and had no epileptic seizures since then. The patient was admitted to our emergency department by his family with 
complaints of recent chest pain, epigastric pain, and slowing of mental movements. The patient described cramping pain in the epi-
gastric region radiating to the chest, left arm, and back, and stabbing pain. He had no history of exertional dyspnea, angina, short-
ness of breath, palpitations, nausea, vomiting, abdominal pain, and no known systemic disease, drug allergy, or smoking. His past 
medical history and family history were unremarkable. On physical examination, he was in good general condition, conscious, cohe-
rent and oriented. Temperature was 36.5°C, peak heart rate was 80/min and blood pressure was 120/70 mmHg. On cardiologic 
examination, heart sounds were rhythmic, S1, S2 were normal, and there were no additional sounds or murmurs. Other systemic 
findings were normal. Electrocardiographic examination revealed nonspecific ST segment elevations in the V1-V5 leads. Extensive 
non-specific ST depression was noted in limb leads DII, DIII, and AVF. Complete blood count revealed WBC: 12,000 /mm³, Hgb: 
14.7 g/dL, biochemical tests were normal; CK-MB: 0.48 (0-3.6 mcg/L), Troponin-I: <2.50 (0-47 ng/L), CRP: 0.17 mg/L. 
The patient was observed and cardiac enzymes were monitored. Echocardiography showed no wall motion abnormality, normal right 
cavities, no pericardial effusion, normal ascending aorta, increased trabeculation in the apical right ventricle, and normal left ventri-
cular systolic function (ejection fraction: 70%).  Pulmonary CT angiography showed normal mediastinal main vessel structures and 
diameters, both main pulmonary arteries were patent, and there were no findings suggestive of PTE in either main pulmonary artery 
or its segmental branches. Electrocardiographic evaluation showed non-specific ST elevation in the anterior leads (Figure 1-2) and 
non-specific ST depression in the inferior leads (Figure 3-4) without cardiac enzyme elevation. The patient was followed in the cardi-
ology unit for three days. Cardiac enzyme levels were not found to be elevated during follow-up. The patient was questioned about 
substance abuse and was found to have a history of cocaine use prior to hospitalization and a history of substance abuse one year 
prior. The patient, whose symptoms resolved and whose cardiac enzyme levels were found to be normal, was referred to an outpati-
ent clinic for follow-up. 
Discussion 
The habit of chewing coca leaves dates back 2000 years. Albert Niemann first isolated cocaine from the leaves of the coca plant in 
1860, and it is a highly addictive substance (1). The major toxicities of cocaine use are due to its sympathomimetic effects. Cocaine 
inhibits the reuptake of presynaptic biological amines such as norepinephrine, dopamine, and serotonin. In cocaine users, the amo-
unt of circulating catecholamines can increase 5-fold, which increases myocardial oxygen demand by increasing heart rate, blood 
pressure, and left ventricular contractility. In addition, cocaine induces myocardial infarction by causing coronary vasoconstriction 
and increasing platelet aggregation and thrombus formation (2). An increase in catecholamines leads to hypertension by activating 
the sympathetic nervous system. However, hypotension may also be observed. Cocaine can cause myocardial ischemia and infarc-
tion in patients with and without coronary artery disease. It exerts a procoagulant effect by increasing thromboxane production and 
decreasing antithrombin III and protein C concentrations (3). Another important prothrombotic property of cocaine is that it accelera-
tes the process of atherosclerosis with hypertension, coronary vasospasm and endothelial damage as a result of chronic use. Coca-
ine has also been implicated in central necrotizing vasculitis and peripheral vasoconstrictive disorders such as Buerger's disease. 
Spontaneous renal, mesenteric, iliac, femoral, and popliteal artery thrombosis have been reported (4). 
It may develop acutely after overdose, or chronic leg ischemia may occur as a result of chronic use (5). With long-term use, an inc-
reased risk of endocarditis may be observed as a result of valvular damage due to organisms such as Candida, Klebsiella, and 
Pseudomonas (6). In chronic use, myocyte necrosis with accumulation of heavy metals such as manganese in cocaine preparations 
may lead to dilated cardiomyopathy. It can cause supraventricular and ventricular tachycardias by disrupting myocyte contraction 
and electrical conduction. Cocaine has antiarrhythmic effects by blocking sodium channels. It disrupts cardiac conduction by causing 
prolongation of the PR interval, QRS complex, and QT interval, and sinus arrest and atrioventricular block may also be observed (3). 
Hospital visits for chest pain in cocaine users are common, accounting for about 40 percent of all hospital visits. In our case, chest 
pain after cocaine use, normal cardiac enzymes, and non-specific ST changes were noted. In the literature review, Mir et al. followed 
three patients who presented with chest pain after substance abuse and found ST segment changes and elevated cardiac enzymes 
on electrocardiographic studies; however, angiography showed normal coronary artery structure (7). Mckeever et al. reported finding 
normal coronary arteries on angiography in a 16-year-old patient who was young, had no risk factors for coronary artery disease, 
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had a history of substance abuse, and was evaluated for suspected myocardial infarction (8). In two adult patients with coronary 
artery disease, myocardial infarction and sudden cardiac arrest occurred after substance abuse (9). 
Conclusion 
Although common in adults, chest pain due to myocardial ischemia is rare in adolescents. Therefore, adolescents presenting to the 
emergency department with chest pain or other symptoms of myocardial infarction should usually be questioned about cocaine use. 
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Figure 1-2: V1-V5 ST elevation 

  
Fıgure 3-4: Diffuse St Depression in D2-D3 and AVF 

 
 

8430 
Rare but Fatal: Emphysematous Pyelonephritis – A Case Report 
Burak KÜÇÜKKARA1, Alican KÜÇÜKDOĞAN2,  Hızır Ufuk AKDEMİR 
1 Republic of Türkiye Ministry of Health Çarşamba State Hospital 
2 Ondokuz Mayıs University Faculty of Medicine, Department of Emergency Medicine, 
Introductıon 
Emphysematous pyelonephritis (EPN) is a rare but life-threatening necrotizing infection of the kidneys characterized by necrosis of 
the renal parenchyma, suppurative inflammation, and gas formation (1). The most common causative agents include Escherichia 
coli, Klebsiella pneumoniae, and Proteus species (2). Diabetes Mellitus (DM) is frequently implicated in the etiology. Hyperglycemia, 
renal ischemia, impaired tissue oxygenation, immune dysfunction, and gas production due to fermentative glucose metabolism by 
microorganisms are major contributors to pathogenesis (1). Additionally, studies have shown that urinary tract obstruction, advanced 
age, hypertension, and chronic kidney disease are comorbidities that exacerbate clinical progression and increase the risk of comp-
lications (8). 
Clinically, patients often present to emergency departments with non-specific abdominal pain, fever, nausea-vomiting, costovertebral 
angle tenderness, and, in advanced cases, signs of sepsis (3). Due to the non-specificity of symptoms and the frequent presence of 
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comorbid conditions in typically elderly patients, delays in diagnosis and treatment are common (2). Imaging modalities significantly 
aid in the diagnostic process, with contrast-enhanced abdominal CT scans considered the gold standard. Radiologic findings sup-
porting diagnosis include gas accumulation in the renal parenchyma, localized abscess formation, and areas of inflammation (3). 
Management typically requires a multidisciplinary approach involving intravenous broad-spectrum antibiotic therapy, percutaneous 
drainage, and nephrectomy in select cases. Although minimally invasive percutaneous interventions have gained popularity in recent 
years, delayed cases often necessitate more invasive procedures, which are associated with significantly increased mortality (1,3). 
Therefore, early diagnosis, rapid multidisciplinary coordination, and effective therapeutic interventions are crucial for the manage-
ment of EPN. 
In this case report, we aim to present the clinical assessment and multidisciplinary treatment process of a 55-year-old female patient 
with comorbidities including hypertension, diabetes mellitus, and hyperlipidemia, who presented with non-specific symptoms and 
was ultimately diagnosed with emphysematous pyelonephritis following advanced investigations. 
Case 
A 55-year-old female presented to our emergency department with complaints of reduced oral intake, fever, and nausea. Upon furt-
her history taking, it was revealed that she had been previously admitted to a healthcare facility two weeks prior with preliminary 
diagnoses of pyelonephritis and pneumonia, but had discharged herself voluntarily before completing evaluation and treatment. Her 
past medical history included hypertension, diabetes mellitus, and hyperlipidemia. 
On physical examination, she was conscious, oriented, and cooperative. Respiratory sounds were normal, with no rales or rhonchi. 
Abdominal examination revealed no guarding or rebound tenderness. Costovertebral angle tenderness was positive. Vital signs 
were as follows: blood pressure 150/80 mmHg, pulse 113 bpm, SpO₂ 96%, and body temperature 36.1°C. 
Laboratory findings were as follows: WBC 12.4 x10³/µL, neutrophils 8.7 x10³/µL, GGT 33 U/L, AST 14 U/L, ALT 11 U/L, BUN 11 
mg/dL, creatinine 0.98 mg/dL, total bilirubin 0.34 mg/dL, direct bilirubin 0.14 mg/dL, CRP 49 mg/L, and INR 1.06. 
 

  
Image 1: Minimal retroperitoneal free air detected between the 
right adrenal gland and the diapragm. 

Image 2: A 105x96x133 mm abscess confined by the renal capsu-
le, demonstrating air-fluid levels and extending into the subcapsu-
lar space. 

Contrast-enhanced abdominal CT revealed a 105x96x133 mm abscess confined to the renal capsule, extending from the anterior 
parenchyma of the upper pole to involve the entire middle and lower pole parenchyma, with gas-fluid levels and subcapsular exten-
sion. Additionally, minimal retroperitoneal free air was observed between the right adrenal gland and diaphragm (Figures 1–2). Sus-
pecting emphysematous pyelonephritis, consultations were requested from Infectious Diseases, Urology, and Nephrology depart-
ments. 
The Nephrology team recommended intravenous (IV) hydration to monitor renal function. Infectious Diseases suggested initiating IV 
Amikacin and IV Piperacillin-Tazobactam. The patient was admitted to the urology department for placement of a drainage catheter. 
Following a three-week course of antibiotic therapy, the patient was discharged in good health. 
Dıscussıon 
Due to the diagnostic and therapeutic challenges it presents, emphysematous pyelonephritis remains a clinically significant condi-
tion. In the case presented, a middle-aged female with risk factors such as diabetes, hypertension, and dyslipidemia experienced 
delays in diagnosis due to initial incomplete management, resulting in a complicated clinical course. Literature indicates that EPN 
most commonly affects diabetic patients aged 50–60, with a slightly higher prevalence among females (4), consistent with our case. 
From a pathophysiological perspective, diabetes mellitus facilitates gas formation via anaerobic glucose metabolism and promotes 
rapid infection spread. Impaired renal blood flow and immunosuppression contribute to disease severity (3). Studies report that DM 
increases mortality risk by 3–4 times, accelerates gas accumulation in infected areas, and increases parenchymal damage (5). The-
refore, clinicians should be particularly vigilant when assessing renal infections in diabetic patients. 
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Our patient's clinical findings aligned with the classic triad described in the literature: flank pain, fever, and costovertebral angle ten-
derness (6). In elderly populations, however, symptoms may present atypically and less severely (7). 
The diagnostic importance of contrast-enhanced abdominal CT is well established. In our case, gas-fluid levels and parenchymal 
involvement observed on imaging matched typical radiologic findings reported in the literature. Evidence supports that percutaneous 
drainage is necessary for large abscesses (>6 cm), as antibiotic therapy alone is often insufficient (3). Furthermore, the importance 
of a multidisciplinary approach in improving treatment outcomes is emphasized. Our case exemplifies this, with the urology depart-
ment performing percutaneous drainage, infectious diseases initiating broad-spectrum IV antibiotics, and nephrology managing fluid 
therapy—demonstrating an effective interdisciplinary collaboration as recommended in current guidelines (7). 
Conclusıon 
In patients presenting with atypical symptoms and comorbidities such as diabetes and hypertension, emphysematous pyelonephritis 
should be considered in the differential diagnosis of acute kidney infections. Early diagnosis, prompt multidisciplinary management, 
and appropriate interventions are key to reducing morbidity and mortality. 
References 
GAO, Pan; YANG, Han; ZHANG, Zhi. Emphysematous pyelonephritis with rare and severe iliac vascular complications: a case re-
port and review. Frontiers in Medicine, 2025, 11: 1512449. 
MAHNOOR, Mahnoor, et al. Examining Emphysematous Pyelonephritis: A Case Study on Diagnosis and Outcomes. Emergency 
Care and Medicine, 2024, 1.4: 454-460. 
MOHAMED, Abdikarim Hussein; MOHAMUD, Hussein Ali. Emphysematous pyelonephritis caused by candida species: a case report 
and outcome of 1 year follow-up. Urology case reports, 2020, 30: 101113. 
SHERCHAN, Robin; HAMILL, Richard. Emphysematous Pyelonephritis. In: StatPearls [Internet]. StatPearls Publishing, 2024. 
DESAI, Rajeev; BATURA, Deepak. A systematic review and meta-analysis of risk factors and treatment choices in emphysematous 
pyelonephritis. International urology and nephrology, 2022, 54.4: 717-736 
AL LAWATI, Hawra; BLAIR, Barbra M.; LARNARD, Jeffrey. Urinary tract infections: core curriculum 2024. American Journal of Kid-
ney Diseases, 2024, 83.1: 90-100. 
HENRIQUES, Carolina Freitas, et al. Emphysematous pyelonephritis and kidney transplant: A double trouble. NefroPlus, 2024, 16.1: 
105-107.

8435 
Emergency department management following foreign body penetration in the distal third of the right arm 
Fatih Yaprak1 ,  Cansel Çetin1 ,  Tarık Başlı2 ,  Safa Dönmez3 

Ankara Bılkent Cıty Hospıtal, Emergency Medıcıne Clınıc, Ankara 
Abstract: Falls and trauma are common injuries in the pediatric age group. In this case, a simple fall resulted in a foreign body pe-
netration into the distal third of the right forearm. The injury was successfully managed with timely and appropriate surgical interven-
tion. Foreign body injuries can lead to severe complications, and early diagnosis, proper wound care, and a multidisciplinary appro-
ach are essential. 
Case Presentation: A 7-year-old female child presented to the emergency department following a simple fall, resulting in a foreign 
body penetration in the distal third of the right forearm. Upon initial examination, the Glasgow Coma Scale (GCS) was 15, and vital 
signs were stable. There was a wound with an entry point on the distal third of the right forearm, and an exit wound located in the 
extensor zone 8, measuring 2*2 cm. Due to the patient’s pain and agitation, the Allen test could not be performed; however, periphe-
ral pulses were palpable. 
Neurological examination was suboptimal due to the patient’s age, but no hypoesthesia was noted. The motor examination of the 
right wrist and fingers was normal. Antibiotics and tetanus prophylaxis were administered before the foreign body was extracted. The 
patient was then referred to plastic surgery for consultation. 
Surgical Intervention: Plastic surgery performed the removal of the foreign body and wound repair. Exploration of the volar aspect 
of the distal forearm did not reveal any vascular or tendon injury. Penrose drains were placed in both the volar and dorsal aspects to 
reduce the risk of infection. The skin incisions were appropriately repaired using standard surgical techniques, and the wound was 
covered with a suitable dressing. Postoperatively, the Allen test was conducted, and vascularization was found to be normal. 
Conclusion: This case emphasizes the importance of early intervention, correct diagnosis, and a multidisciplinary approach in the 
management of foreign body injuries in children. Timely surgical intervention and proper postoperative care have led to a positive 
outcome in this patient. Regular follow-up showed no complications and a successful recovery. This case demonstrates that, with 
appropriate surgical techniques and post-operative care, successful outcomes can be achieved in the management of foreign body 
injuries. 
Keywords: Foreign body, pediatric trauma, fall, plastic surgery, emergency department, vascularization, tetanus prophylaxis. 
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8643 
Idiopathic Isolated Oculomotor Nerve Palsy: A Rare Case Report 
Dr. Abdülkadir Şevik¹, Dr. İbrahim Dilekcan¹, Dr. Safa Dönmez¹ 
¹Ankara Bilkent City Hospital, Department of Emergency Medicine 
Introduction 
The oculomotor nerve (cranial nerve III) innervates four of the six extraocular muscles (superior rectus, medial rectus, inferior rectus, 
and inferior oblique), the levator palpebrae superioris, and provides parasympathetic fibers to the sphincter pupillae and ciliary 
muscles, enabling pupillary constriction and accommodation. Dysfunction of this nerve results in ptosis, ophthalmoplegia, diplopia, 
and sometimes anisocoria. 
Common etiologies include microvascular ischemia secondary to diabetes mellitus or hypertension, aneurysms, trauma, neoplasms, 
or infections. However, in rare cases, no specific cause can be identified despite extensive investigations. 
We present a case of isolated oculomotor nerve palsy in which no underlying etiology could be established, highlighting the diagnos-
tic challenges and importance of careful exclusion of life-threatening conditions. 
Case Presentation 
A 66-year-old woman presented with a five-day history of right upper eyelid drooping and binocular diplopia. Neurological examina-
tion revealed right-sided ptosis and limitations in medial, superior, and inferior gaze. Pupillary examination revealed anisocoria, but 
light reflexes were intact bilaterally. 
The patient had a history of type 2 diabetes mellitus, hypertension, and chronic kidney disease. Her medications included metformin, 
empagliflozin, linagliptin, indapamide, valsartan, and aspirin. She underwent elective coronary angiography two weeks before symp-
tom onset. There was no history of trauma, infection, neurotoxin exposure (e.g., botulinum), or intake of preserved foods. 
Cranial MRI with contrast, diffusion-weighted imaging, and CT angiography revealed no pathological findings. Complete blood count, 
biochemical panels, inflammatory markers, and infection screening were within normal limits. 
Evaluations by neurology and neurosurgery teams ruled out surgical or compressive causes. A diagnosis of right complete oculomo-
tor nerve palsy was made, and the patient was admitted to the neurology department for further monitoring and follow-up. 
Discussion 
The oculomotor nerve can be affected at several anatomical levels, from its nucleus in the midbrain to its course within the orbit. 
Lesions may present as ptosis, ophthalmoplegia, and pupillary involvement. In patients with diabetes or hypertension, microvascular 
ischemia is the most common etiology, though it rarely affects the pupil. The presence of pupillary involvement often raises concern 
for compressive lesions such as posterior communicating artery aneurysms. In this case, although anisocoria was present, imaging 
ruled out any aneurysmal or mass effect. 
Although rare, cases of embolic cranial nerve palsy following coronary angiography have been described. However, no ischemic 
changes were noted in this patient’s diffusion-weighted MRI. Other potential causes such as trauma, infection, neoplasms, toxins, or 
migraine were excluded based on history and workup. 
Given the absence of identifiable etiology despite a comprehensive evaluation, the case was classified as idiopathic isolated oculo-
motor nerve palsy, a rare but documented clinical entity. 
Conclusion 
Oculomotor nerve palsy encompasses a wide differential diagnosis, including vascular, compressive, infectious, and inflammatory 
causes. In rare cases, no specific cause can be determined. In such idiopathic cases, careful evaluation, exclusion of emergent 
conditions (particularly aneurysms), and close follow-up are essential. 
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The importance of inquiring about the last tablet in multiple drug intake: concealed bupropion intake and status epilepticus 
Fatih Cemal Tekin1, İbrahim Keş1, Demet Acar1, Osman Lütfi Demirci1, Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye 
Introductıon 
Suicide attempts involving drug overdose are commonly encountered in emergency departments, with repeated medication inges-
tion potentially leading to severe complications (1). High doses of antidepressants and antipsychotic drugs can have serious adverse 
effects on the central nervous system (CNS), cardiovascular system, and metabolic functions. Bupropion, a dopamine and norepi-
nephrine reuptake inhibitor, is commonly used to treat major depressive disorder and aid smoking cessation. However, at high do-
ses, it significantly lowers the seizure threshold, with the risk of seizures increasing particularly at doses above 600 mg (2-5). Queti-
apine, an atypical antipsychotic used in the treatment of schizophrenia, bipolar disorder, and depression, primarily exerts its effects 
through dopamine (D2) and serotonin (5-HT2A) receptor antagonism. At high doses, it can cause adverse effects such as hypoten-
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sion, cardiotoxicity, altered consciousness, and seizures. The risk of CNS depression and neurological complications is particularly 
high at doses exceeding 3 grams (6-8). Gabapentin, widely used for epilepsy and neuropathic pain, can cause CNS depression, 
respiratory failure, and confusion at high doses. When combined with opioids, the risk of respiratory failure significantly increases 
(9,10). While bupropion-induced seizures are typically generalized tonic-clonic (GTC) in nature, reports of status epilepticus remain 
extremely rare (8,9). This case presents a patient who developed status epilepticus following a high-dose ingestion of bupropion, 
quetiapine, and gabapentin with suicidal intent. The case is notable due to the uncommon occurrence of bupropion-induced status 
epilepticus in the literature. 
Case 
A 24-year-old male patient was brought to the emergency department following a multiple drug overdose with suicidal intent. His 
medical history was unremarkable except for a known diagnosis of depression. Upon arrival, the patient stated that he had ingested 
a large quantity of quetiapine and gabapentin tablets. His initial vital signs were as follows: blood pressure: 120/75 mmHg, heart 
rate: 88 bpm, respiratory rate: 16 breaths/min, SpO₂: 98%, Glasgow Coma Scale (GCS): 15 Since approximately eight hours had 
elapsed since ingestion, neither activated charcoal nor gastric lavage was administered. The patient was admitted to the Emergency 
Toxicology Intensive Care Unit for observation with a preliminary diagnosis of multiple drug ingestion and suicide attempt. Four ho-
urs after admission, the patient developed generalized tonic-clonic seizures. Despite the administration of diazepam and midazolam, 
he continued to experience multiple seizures within a five-minute period without regaining consciousness, leading to a diagnosis of 
status epilepticus. Sedation was initiated, and the patient was intubated. Due to hypotension, inotropic support was started, and 
sodium bicarbonate therapy was administered. Antipyretic treatment was provided for fever (39°C). While obtaining additional his-
tory, the patient’s relatives revealed that more medications had been found at home. Upon further investigation, it was discovered 
that he had ingested a large quantity of bupropion-containing tablets, with empty boxes suggesting a total intake of approximately 
4500 mg. The nephrology department recommended dialysis. During follow-up, brain computed tomography (CT) revealed cerebral 
edema, and the patient was placed on anti-edema and antiepileptic therapy. He was subsequently transferred to a tertiary intensive 
care unit for continued management.  
Dıscussıon 
Patients presenting after a drug overdose may initially have normal vital signs, but this should not be reassuring. The pharmacokine-
tics and pharmacodynamics of the ingested drugs play a crucial role in determining clinical outcomes. Bupropion is particularly no-
table for its seizure-inducing potential, with the risk significantly increasing at doses above 600 mg (6-8). While seizures due to bup-
ropion overdose are well-documented, most resolve spontaneously, and status epilepticus is rarely reported. However, this case 
suggests that bupropion toxicity may have more severe neurological consequences than previously thought (9,10). The seizure-
inducing effect of bupropion is associated with increased dopaminergic and noradrenergic activity. Additionally, concomitant inges-
tion of other drugs, such as quetiapine and gabapentin, may have contributed to seizure severity. Quetiapine, known for CNS dep-
ressant effects, can also cause QT prolongation, cardiac arrhythmias, and hypotension. At high doses, it may lead to drowsiness 
and confusion. Gabapentin, although used therapeutically for epilepsy, may paradoxically lower the seizure threshold at high doses 
(4-7). The combination of these drugs likely exacerbated the patient's condition. There is no specific antidote for bupropion toxicity. 
Treatment typically includes benzodiazepines and barbiturates for seizure control. Sodium bicarbonate may be beneficial in cases of 
arrhythmia, and intravenous lipid emulsion therapy can be considered for refractory cases. Status epilepticus management depends 
on seizure frequency and consciousness level, often requiring intubation and intensive care (4,5,11). 
Conclusıon 
This case highlights the potential severity of neurological complications from high-dose bupropion ingestion, emphasizing the risk of 
seizures progressing to status epilepticus. In cases of multiple drug ingestion, particularly involving antidepressants and antipsycho-
tics, clinicians should be aware of the possibility of a more severe clinical course. Additionally, patients may conceal certain medica-
tions, leading to an underestimation of the overdose severity. Therefore, repeated questioning and close monitoring are essential in 
cases of suspected polypharmacy. 
References  
1-Dedeoğlu E, Bayram B, Kızıler AU, Dedeoğlu B. Bupropion HCL yavaş salınımlı formuna bağlı jeneralize tonik klonik nöbet. Klinik 
Psikofarmakoloji Bülteni 2011;21:362-363 
2-Doğan Ş, Cüzdan N, Ay S, Evcik D. Gabapentin ve Duloksetin Tedavisi Altında Gelişen Tonik Klonik Epileptik Nöbet: Olgu Sunu-
mu. J PMR Sci 2010;13:108-11 
3-Lowenstein DH, Alldredge BK. Status epilepticus at an urban public hospital in the 1980s. Neurology 1993;43:483-488 
4-Wah MF, Wah LS. Generalized seizure in a Mauritian woman taking bupropion. PLoS Med 2004;1:15 
5-Raub JA, Mathieu-Nolf M, Hampson NB, Thom SR. Carbon Monoxide Poisoning - A Public Health Perspective. Toxicology 
2000;145(1):1-14 
6-Hampson NB, Weaver LK. Carbon Monoxide Poisoning: A New Incidence for an Old Disease. Undersea Hyperb Med 
2007;34:163-168 
7-Belson MG, Kelley TR. Bupropion Exposures: Clinical Manifestations and Medical Outcome. J Emerg Med 2002;23(3):223-30 
8-Montgomery SA. Antidepressants and seizures: emphasis on newer agents and clinical implications. Int J Clin Pract 
2005;59:1435-40 
9-Morazin F, Lumbroso A, Harry P, et al. Cardiogenic shock and status epilepticus after massive bupropion overdose. Clin Toxicol 

55



17-20 APRIL 2025, STARLIGHT RESORT HOTEL, MANAVGAT / ANTALYA

&

&

IN CONJUNCTION WITH

12TH INTERCONTINENTAL EMERGENCY MEDICINE CONGRESS

12TH INTERNATIONAL CRITICAL CARE AND EMERGENCY MEDICINE CONGRESS

21TH NATIONAL EMERGENCY MEDICINE CONGRESS

2025 WACEM SUMMER LEADERSHIP SUMMIT

2007;45:794–7 
10-Pisani F, Oteri G, Costa C, Di Raimondo G, Di Perri R. Effects of psychotropic drugs on seizure threshold. Drug Safety 
2002;25:91-110 
11-Alberter AA, Chambers AJ, Wills BK. Bupropion Toxicity. [Updated 2022 Dec 12]. In: StatPearls [Internet]. Treasure Island (FL): 
StatPearls Publishing; 2025 Jan-. Available from: https://www.ncbi.nlm.nih.gov/books/NBK580478/ 

 
8796 
An interesting Case Report of Peripartum Cardiomyopathy, Successful  Diagnosis and Treatment 
Mustafa Temel1, Ahmet Melih Savaş1, Mahir Utku Aybey1, İlker Ardağ1, Ayhan Aköz1 
1Department of Emergency Medicine, Aydın Adnan Menderes University, Aydın, TürkiyE 
Introduction 
Peripartum cardiomyopathy (PPCM) is a rare cause of cardiomyopathy that occurs during late pregnancy or in the early postpartum 
period. It is characterized by significant left ventricular dysfunction and heart failure in the peripartum period occurring in the absence 
of other identifiable causes of heart failure. 1 Echocardiography is crucial for diagnosis, revealing new left ventricular systolic dys-
function, including reduced ejection fraction and fractional shortening. 2 Echocardiography suffices to differentiate it from other cau-
ses and usually shows left ventricle dilatation of variable degrees, left ventricle systolic dysfunction, right ventricular and bi-atrial 
enlargement, mitral and tricuspid regurgitation, pulmonary hypertension, and intracardiac thrombus. 3 Echocardiography criteria to 
diagnose PPCM includes ejection fraction less than 45%, end-diastolic diameter greater than 2.7 cm/m2 and/or M-mode fractional 
shortening less than 30%. 3 The available information from multiple studies has shown that PPCM varies geographically. 1 In the 
United States, the incidence has been reported to be as low as 1 case per 4,000 live births in comparison with the higher incidence 
in Nigeria of 1 case in every 100 live births. Women older than 25 years with a mean age of 30 years were found more likely to de-
velop PPCM. 1 Other important factors related to the presence of PPCM include hypertensive disorders associated with pregnancy, 
the presence of anemia, and African descent. 1 
There are approximately 11 hypotheses suggested as a possible causal factor for the development of heart failure.4  
Viral myocarditis during a peripartum period possibly due to echovirus, coxsackievirus, parvovirus B19, human herpesvirus 6, Eps-
tein bar virus, or human cytomegalovirus. 5 
Unable to clear cardiac antigen autoantibodies due to reduced humoral immunity. 6 
Inadequate response to hemodynamic stress of pregnancy. 6 
Aggressive cardiac cell apoptosis. 7 
Inflammation due to cytokines. 8 
Selenium deficiency due to malnutrition. 9 
Familial predisposition due to a genetic mode of transmission. 10 
Increased prolactin effect on the heart. 11 
Estrogen and progesterone effect. 12 
Myocardial stunning due to adrenergic surge. 12 
Myocardial ischemia. 13 
Some of the most common risk factors for the development of postpartum cardiomyopathy are as follows; Advanced maternal age 
(more cases reported in both extremes of age), high parity (71% of women diagnosed with PPCM had three or more prior pregnan-
cies), high gravidity, twin pregnancy (more endemic in women with twin pregnancies), use of tocolytic therapy (greater than 4 weeks 
can cause silent ischemia), african descent (more prevalent in the African population), poverty, hypertension, cocaine abuse. 14 
Clinical characteristics of PPCM resemble those of dilated cardiomyopathy and shared genetic predispositions can be found in app-
roximately 15 % of all cases. 19 Defined biomarkers to distinguish between PPCM and other cardiomyopathies are still largely mis-
sing, but careful analyses of the PPCM pathophysiology have enabled the identification of a set of specific diagnostic and prognostic 
biomarkers. 20 
Symptoms may include; fatigue, feeling of heart racing or skipping beats (palpitations), increased nighttime urination (nocturia), 
shortness of breath with activity and when lying flat, swelling of the ankles. 15  
Treatment with the “BOARD” scheme (bromocriptine, oral heart failure drugs, anticoagulants, vasorelaxing agents, and diuretics) is 
recommended for PPCM. Bromocriptine is the new disease-specific therapy for PPCM as it inhibits prolactin secretion and release 
of its cardiotoxic fragments. 16 Bromocriptine therapy has been found to improve cardiac recovery and reduce the mortality in PPCM 
patients. 17 The medical management of patients with PPCM is similar to that for other forms of heart failure, and treatment aims to 
reduce afterload, preload, and to increase contractility. 18 Despite growing literature, mortality due to PPCM remains high (30%–
60%) and survivors have a high risk (50%–80%) of developing cardiac failure during future pregnancies. 18 
Case 
A 32-year-old patient with a 34-week twin pregnancy with a known history of 3 abortions and 2 cesarean sections started to comp-
lain of nausea, headache and shortness of breath following a cesarean section under spinal anesthesia at another medical facility. 
During the subsequent follow-up, the patient exhibited signs of respiratory failure, she was intubated and referral to our hospital. 
The vital signs recorded at the time of the patient's arrival at the emergency department were as follows: Blood pressure 155/95 
mmHg, pulse rate 95/min (rhythmic), respiratory rate 16/min, oxygen saturation 89% and body temperature 36.6°C. 
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On physical examination; Intubated, full outline of unresponsiveness (four score 13), The pupils were isochoric, and the patient was 
disoriented and uncooperative. Heart sounds were heard in normal rhythm and no murmur was detected. Bilateral widespread rales 
were heard, and pretibial edema (moderate) was observed in both legs, examination of other systems was evaluated within normal 
limits. 
Bedside ultrasound revealed an ejection fraction of approximately 35%, with left ventricle wall motion characterized as global 
hypokinetic. 
The electrocardiogram (ECG) was assessed as sinus tachycardia. Initial tests revealed lactate of 1.0 mmol/L, partial pressure of 
oxygen 62 mmHg, partial pressure of carbon dioxide 35 mmHg and base deficit of -1.2, hemoglobin was 9,5 g/dL, hematocrit was 
28.1%, with a leukocyte count of 10.2 x 10^3/µL and a platelet count of 206 x 10^3/µL, d-dimer 22910 ng/ml, fibrinojen 282 mg / dl, 
troponin 1000 ng/L, international normalized ratio (INR) 0.97, c reaktif protein 2 mg/L, creatinine 0.78 mg/dL and brain natriuretic 
peptide (bnp) 2447  pg/ml. 
The patient exhibited signs of peripartum cardiomyopathy, a condition characterized by heart failure that develops shortly after preg-
nancy. Notably, the patient did not have any other identifiable causes for their heart failure, nor did they have any documented evi-
dence of heart disease prior to the final month of pregnancy. Echocardiography revealed a 35% systolic dysfunction in the left vent-
ricle, and physical examination findings indicated the presence of pulmonary edema as a secondary complication of heart failure. 
Furthermore, laboratory and radiological findings corroborated the diagnosis of heart failure and pulmonary edema. The patient's 
treatment was initiated, and the cardiology department was consulted. The patient was subsequently transferred to the intensive 
care unit for further observation and treatment. 
The therapeutic approach was initiated in accordance with the "BOARD" protocol. The patient was given 40 mg intravenous (IV) 
push of furosemide and a 20 mg/hour IV infusion of furosemide. Dopamine was initiated at a rate of 10 mcg/kg/min to achieve a 
positive inotropic effect in the patient, who exhibited 40% systolic dysfunction in the left ventricle and global hypokinesia on echocar-
diography. Furthermore, bromocriptine 2.5 mg twice daily and enoxaparin sodium 0.4 ml once daily were administered as anticoagu-
lant. During the patient's intensive care follow-up, there was a decrease in her pulmonary edema and an improvement in her general 
condition. She was extubated according to weaning criteria. On the seventh day, the patient was transferred to the cardiology servi-
ce for ongoing treatment and monitoring. 

 
Figure 1   

 
Figure 2   
 
As illustrated in the initial figure, the patient's chest X-ray taken at the time of admission reveals the presence of significant pulmo-
nary edema. In the subsequent figure, after a period of seven days, the treatment has led to a substantial decrease in pulmonary 
edema. 
Discussıon  
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The etiology behind PPCM is still unclear. Relation with eclampsia and hypertension during pregnancy has been found. Still, the 
underlying mechanism is unclear. Risk factors for PPCM are african descent, age, pregnancy-related hypertension disorders, multi-
parity, multiple gestations, obesity, chronic hypertension, and prolonged used of tocolytics. 1 In our case, there was also a twin preg-
nancy, there is a high number of pregnancies with 3 abortions and 2 cesareans. Symptoms may include; fatigue, feeling of heart 
racing or skipping beats (palpitations), increased nighttime urination (nocturia), shortness of breath with activity and when lying flat, 
swelling of the ankles. 15  In the present case, the following symptoms were observed: palpitations, orthopnea, and bilateral modera-
te pretibial edema. 
The most used and widely available biomarkers are BNP and NT-proBNP and although not specific for PPCM normal values can 
exclude acute heart failure immediately. 21 In our case BNP resulted 2447 pg/ml. BNP elevation confirmed the presentation of peri-
partum cardiomyopathy in our case.  
Initially, case reports were published postulating a potential effect on LV function and recovery of bromocriptine when added to stan-
dard of care heart failure treatment (SHFT) in acute PPCM. 22 However, there was some harsh criticism in the face of this new tre-
atment concept considering the impact of bromocriptine on top of SHFT. Two proof-of-concept studies suggested a positive effect of 
an additive therapy with bromocriptine in PPCM patients. In short, additive bromocriptine treatment resulted in fewer deaths, fewer 
patients in NYHA functional class III and IV and fewer patients with persistent LVEF <35 %.  
The "BOARD" scheme is recommended for the treatment of PPCM. The patient was treated in accordance with the BOARD therapy 
regimen. During the intensive care follow-up period, the patient exhibited a decrease in pulmonary edema and an improvement in 
general condition, resulting in extubation according to weaning criteria. On the seventh day, the patient was transferred to the cardio-
logy service for ongoing treatment and monitoring. Subsequent monitoring revealed that the patient did not manifest pulmonary 
edema, her ejection fraction increased to 55%, and she did not report symptoms of orthopnea, dyspnea, or palpitations. 
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1039 
Aortic Dissection İn Pellet İnjury 
Sevgi Yumrutepe, Ramazan Avcu 
Malatya Training And Research Hospital, Emergency Department 
Introduction 
   Aortic injury is one of the most dangerous vascular injuries that are of vital importance. It may be non-traumatic due to underlying 
diseases such as Marfan syndrome, aortic aneurysm, hypertension; It can also occur due to traumatic causes such as gunshot 
wounds, stabbing or traffic accidents. Although many aortic injuries are visible as a result of examinations, some aortic injuries are 
only diagnosed intraoperatively and are diagnosed treated during the operation. 
Case 
  The 16-year-old patient, who was brought in as a result of a gunshot wound, was examined from the outside and multiple pellet 
injuries were observed on the left shoulder and the left side of the neck. When the patient was brought to the emergency room, his 
blood pressure was 60/30 and her oxygen saturation was around 70. The patient was electively intubated because of increasing 
respiratory distress. As a result of the examinations, contrast-enhanced computed tomography angiography revealed pneumothorax 
and hemothorax in the left lung, and aortic dissection at the T4 level, behind the aorta and in front of the T4 vertebra. He was trans-
ferred to a higher center and underwent emergency surgery. 
 

Figure 1 Figure 2 Figure 3 

   
Conclusıon 
  In multiple gunshot wounds, pellets or bullet fragments cause vital organ injuries. In vital organ injuries, the necessary operative 
procedures must be planned and performed after the primary intervention has secured the patient's respiratory tract. 
Discussion 
  In gunshot wounds, especially those caused by pellets, the injury areas may be missed. In case of pellet injuries, extensive scan-
ning should be done, the location of the pellet pieces should be found, detailed imaging should be done and intervention should be 
made, considering that they will cause damage along their path. First of all, the whole body should be scanned with X-ray, the dis-
tance between where the pellet is and the area where it enters should be calculated, and screening tests appropriate to this distance 
should be requested. A single mistake missed may result in the patient losing his life. t should not be forgotten that a pellet entering 
from the shoulder, neck or upper thorax will cause injuries to the heart, thorax, aorta and abdomen, and scanning should be done in 
a wide area. 

1088 
Pulmonary Embolism with Negative D-dimer: A Case Report 
Yunus Sahın, Ibrahım Dılekcan, Hasıp Kızılay, Neslıhan Yarkın 
Ankara Bilkent City Hospital 
Introduction 
Pulmonary embolism (PE) is a serious clinical condition caused by obstruction of the pulmonary arteries, most commonly due to 
thrombosis originating from deep veins of the lower extremities. PE accounts for approximately 5–10% of in-hospital deaths and is 
often a preventable cause of mortality. The diagnostic process typically includes clinical probability assessment, D-dimer testing, and 
imaging studies. D-dimer, a fibrin degradation product, is frequently used due to its high sensitivity and ability to exclude PE in low-
to-intermediate risk patients. However, its specificity is low, and under certain clinical circumstances, false-negative results may 
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occur. 
Case Presentation 
A 51-year-old male with a known history of hypertension applied to the emergency department with sudden-onset pain in the left 
shoulder, back, and flank. He doesn’t have symptoms such as; cough, sputum production, chest pain, dyspnea, or hemoptysis. He 
was a non-smoker and had no prior history of deep vein thrombosis (DVT) or PE. However, he had traveled long distances several 
times in the past month, and his family history was notable for varicose veins. 
On physical examination, the patient was alert, cooperative, and oriented. His blood pressure was 143/99 mmHg, heart rate 92 bpm, 
body temperature 36.2°C, and oxygen saturation 95% on room air. Auscultation revealed coarse crackles at the base of the left lung. 
No edema, tenderness, or asymmetry was detected in the lower extremities. 
Laboratory tests revealed a white blood cell count of 12.02 ×10^9/L, hemoglobin 15.2 g/dL, and C-reactive protein (CRP) 58.4 mg/L. 
Troponin and D-dimer levels were within normal limits. Despite the negative D-dimer result, computed tomography pulmonary angi-
ography (CTPA) was performed due to persistent clinical suspicion. CTPA revealed hypodense filling defects in the lateral and pos-
terior basal segments of the left lower lobe pulmonary arteries, consistent with acute PE. 
The patient started on low-molecular-weight heparin (LMWH) adjusted for renal function and body weight. Compression socks were 
applied from ankle to groin. He was admitted to the pulmonology ward for further monitoring and treatment. 

 
Figure: Hypodense filling defects in the lateral and posterior basal segments of the left lower lobe pulmonary arteries 
Discussion 
D-dimer is a sensitive marker of fibrinolysis and is elevated in most patients with acute thrombotic events. It is widely used to rule out 
PE in patients with low or intermediate clinical probability. However, its diagnostic reliability can be compromised in specific scenari-
os. False-negative D-dimer results have been associated with small, subsegmental emboli, delayed testing, prior anticoagulant 
therapy, impaired fibrinolytic activity, and assay variability. 
In a case reported by Sheikh and Jamhuri, a woman using oral contraceptives presented with PE despite a D-dimer level <200 
ng/mL. Similarly, Dhananjaya et al. report’ed that 64.3% of 35 patients with confirmed PE had negative D-dimer results. Such find-
ings underline the potential for misdiagnosis if clinical judgment is overshadowed by test results. 
Therefore, in cases of high clinical suspicion, imaging studies such as CTPA should not be withheld solely based on a negative D-
dimer result. In this case, early imaging led to timely diagnosis and management, potentially preventing fatal complications. 
Conclusion 
PE remains a diagnostic challenge in emergency medicine due to its variable presentation. While D-dimer is a valuable tool in the 
diagnostic algorithm, it should not be used in isolation, especially in high-risk patients. This case highlights the importance of com-
prehensive clinical assessment and the potential limitations of laboratory testing. Early imaging and prompt treatment are essential 
to improving outcomes for the patients with suspected PE. 

1105 
A syndrome that significantly affects quality of life and causes dysphagia: wallenberg syndrome 
Mustafa Polat1, Hakan Ateş1, Mustafa Selçuk Solak1, Muhammet Gökhan Turtay1, Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye 
Introductıon 
Wallenberg syndrome is a brainstem ischemic stroke affecting the lateral medulla, typically characterized by sensory disturbances, 
unilateral Horner’s syndrome, and cerebellar findings (1). Traditionally, it has been associated with posterior inferior cerebellar artery 
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(PICA) occlusion; however, studies indicate that the vertebral artery is occluded in 90% of cases(2). Additionally, Wallenberg synd-
rome has been linked to occlusion of the superior, middle, or inferior lateral medullary arteries (3). 
The syndrome manifests with signs of long tract involvement, including contralateral loss of pain and temperature sensation, ipsilate-
ral ataxia, and Horner’s syndrome, as well as dysfunction of the fifth, eighth, ninth, and tenth cranial nerves (4-6). There is a signifi-
cant overlap between Wallenberg syndrome and lateral pontine syndromes; however, dysphagia due to nucleus ambiguus or fasci-
cular involvement is a distinguishing feature of Wallenberg syndrome (5,6). Inferior cerebellar involvement often leads to nausea, 
vertigo, and ataxia. While most patients with lateral medullary infarction (LMI) experience significant recovery, some may suffer sud-
den, unexpected death due to respiratory or cardiac arrest, even in the absence of cerebellar edema or basilar artery thrombosis (2). 
Hiccups are another symptom associated with lateral medullary syndrome, resulting from the sudden contraction of the diaphragm 
and external (inspiratory) intercostal muscles, followed by glottic closure (7). Dysphagia is a frequently encountered symptom in 
emergency departments. This case report highlights the importance of considering central pathologies in the differential diagnosis of 
patients presenting with dysphagia. 
Case 
An 84-year-old male patient presented to an external emergency department with difficulty swallowing and was subsequently refer-
red to our center. The patient had congenital speech and hearing impairment. Neurological examination revealed that he was orien-
ted, cooperative, and fully conscious. Dysphagia was evident, and the gag reflex was absent. Upon standing, he exhibited imbalan-
ce, though no nystagmus was observed. Muscle strength was bilaterally 5/5, and systemic examinations were unremarkable. 
Brain imaging revealed no acute pathology on CT. However, diffusion-weighted MRI demonstrated an area in the brainstem consis-
tent with acute infarction (Figure 1). Laboratory tests showed no pathological findings. The patient was then consulted by the Neuro-
logy Department and admitted to the Neurology Ward with a preliminary diagnosis of Wallenberg syndrome. 
 

 
Figure 1. Diffusion MRI Image of the Case 
Dıscussıon 
Wallenberg syndrome is an ischemic stroke syndrome affecting the lateral medulla, characterized by sensory disturbances, unilate-
ral Horner’s syndrome, and cerebellar findings (1). It involves the nuclei and fascicles of the fifth, eighth, ninth, and tenth cranial 
nerves, leading to symptoms such as contralateral loss of pain and temperature sensation, ipsilateral ataxia, and Horner’s syndrome 
(4-6). 
There is significant overlap between Wallenberg syndrome and lateral pontine syndromes. However, the presence of dysphagia due 
to nucleus ambiguus or fascicular involvement is a key distinguishing feature of Wallenberg syndrome (5,6). Symptoms have a sud-
den onset in 75% of patients. Among the remaining 25% with a more gradual onset, initial complaints typically include headache, 
dizziness, confusion, and gait disturbances, with sensory deficits, dysphagia, hoarseness, and hiccups appearing later (8). 
Dysphagia is reported in 51–94% of patients with Wallenberg syndrome (9). Our case involved an 84-year-old male, aligning with 
the literature, which indicates that the syndrome is more common in elderly individuals. Dysphagia is a frequent symptom prompting 
emergency department visits and is often associated with benign conditions such as upper respiratory tract infections. However, 
considering central pathologies in the differential diagnosis is crucial. 
Wallenberg syndrome primarily affects elderly individuals with vascular risk factors. Like other stroke syndromes, it typically has an 
acute onset. The most common initial symptoms include vertigo with dizziness, balance impairment with gait instability, hoarseness, 
and dysphagia, with symptoms progressing over several hours to days. Unlike other stroke syndromes, muscle weakness is gene-
rally absent, which may lead to misdiagnosis or underdiagnosis. A thorough neurological examination is essential for accurate diag-
nosis. While complete Wallenberg syndrome is rare, partial syndromes often provide sufficient diagnostic clues. 
Conclusıon 
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Dysphagia is a common reason for emergency department visits, frequently associated with upper respiratory tract infections. 
However, in elderly patients, central pathologies should always be considered in the differential diagnosis. Dorsolateral medullary 
ischemic infarction is a complex syndrome often presenting with signs suggestive of central vestibular pathology on audiovestibular 
evaluation. Our case findings were consistent with the clinical manifestations described in the literature. For accurate diagnosis and 
treatment, a comprehensive neurological, otological, audiological, and vestibular assessment is recommended. 
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The Role of Laboratory Parameters in the Etiology of Epistaxis: A Retrospective Evaluation 
Seyyid Rasim Yanmaz1 
1Department of Emergency Medicine, Niğde Ömer Halisdemir Training and Research Hospital, Niğde, Türkiye 
Introduction 
Epistaxis, or nasal bleeding, is a common otorhinolaryngological emergency that can affect individuals across all age groups. Altho-
ugh most cases are benign and self-limited, some require emergency medical intervention. Identifying the underlying etiological 
factors is critical, particularly in recurrent or severe cases. This study investigates the value of routine laboratory tests in clarifying 
the etiology of epistaxis. 
Materials and Methods 
This retrospective study was conducted in a tertiary care emergency department between October 1, 2024, and December 31, 2025. 
Patient records were screened for a diagnosis of epistaxis. Patients aged 18 and older were included, while those with traumatic 
causes or incomplete records were excluded. Variables such as age, gender, vital signs, and laboratory findings were analyzed. 
Descriptive statistics were presented as counts and percentages for categorical variables and as mean±standard deviation or me-
dian (minimum–maximum) for continuous variables. Categorical data were compared using the Chi-square test. Parametric and 
nonparametric continuous variables were evaluated using the T-test and Mann–Whitney U test, respectively. Statistical significance 
was accepted at p<0.05. 
Results 
A total of 82 patients were initially identified, of which 27 were excluded due to missing laboratory data or incomplete records. Thus, 
55 patients formed the study sample. Demographic and clinical characteristics are summarized in Table 1, and laboratory findings in 
Table 2. 
Table 1. Demographic and Clinical Characteristics of Patients 
Characteristic n (%) 
Gender (Female) 38 (69.1%) 
Gender (Male) 17 (30.9%) 
Coumadin Use (Yes) 2 (3.6%) 
Coumadin Use (No) 53 (96.4%) 
Active Bleeding Present 35 (63.6%) 
Active Bleeding Absent 20 (36.4%) 

Table 2. Laboratory Parameters and Vital Signs 

Parameter Mean ± SD Median (Min–Max) 
Age  70 (18–95) 
Glucose  136 (79–343) 
Neutrophil  6.3 (2–12.86) 
Lymphocyte  1.35 (0.18–3.97) 
Albumin 23.81 ± 3.76  
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Platelet  229 (41–660) 
INR  1.15 (0.84–6.82) 
Hemoglobin  9.9 (7.1–16.4) 
CRP  12.5 (0.4–300.6) 
Creatinine  1.01 (0.49–5.7) 
Urea  71 (22–245) 
AST  17 (7–210) 
ALT  13 (3–181) 
Systolic BP  120 (90–190) 
Diastolic BP  75 (40–120) 
Discussion 
The findings of this study reinforce the association between aging and increased incidence of epistaxis, potentially due to vascular 
fragility and comorbid conditions like hypertension. The significant differences in ALT and glucose values suggest possible underl-
ying metabolic and hepatic contributions. These parameters may serve as supplementary indicators in selected cases. 
This retrospective analysis of 55 patients with epistaxis revealed important associations between clinical presentation and certain 
laboratory parameters. While further prospective studies are necessary, our data suggest that routine lab work may not always be 
essential, particularly in patients with known chronic hypertension. 
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A Case Report of Spontaneous Pneumomediastinum From an Unusual Cause: Turbulence in the Pilot's Lungs 
Mustafa Temel1, Ahmet Melih Savaş1, Ayhan Aköz1 
1Department of Emergency Medicine, Aydın Adnan Menderes University, Aydın, Türkiye 
Introduction 
Spontaneous pneumomediastinum (SPM) is a rare clinical entity thought to occur in approximately 0.002% of the population, resul-
ting in approximately 1 in 30,000 Emergency Department (ED) visits in the United States 1.2 SPM tends to occur during activities that 
increase intrathoracic pressure, such as forceful coughing or vomiting, intense physical activity, childbirth, or performing the Valsalva 
maneuver. 3 This condition is usually seen in young males who experience an acute onset of chest pain, dyspnea, odynophagia, 
and/or voice changes. 4 Physical examination frequently reveals subcutaneous emphysema, hoarse voice, tachycardia, tachypnea, 
and occasionally a “Hamman’s sign,” which is a crunching sound heard on cardiac auscultation. 5 While patients with SPM typically 
fare well, the initial investigation should be extensive in order to rule out serious conditions such as esophageal rupture, i.e., Boer-
haave syndrome, ruptured viscus, or blunt trauma. 1 Typical imaging modalities include plain film radiographs of the chest, Compu-
ted Tomography (CT) scans, esophagrams, and endoscopy. 1 Treatment is usually symptomatic with rest, analgesics, and the use of 
oxygen if needed. 1 In this article, we wanted to discuss the diagnosis of SPM in a pilot who applied with complaints of dyspnea and 
cough and had a turbulent flight 2 days ago, as well as the early diagnosis and treatment process. 
Case 
A 30-year-old male patient applied to the ED with complaints of chest pain, shortness of breath, runny nose and sore throat that had 
been increasing in the last 24 hours. He states that the pain is constant and especially worsens when taking a deep breath or coug-
hing. He also feels mild pain in his neck and shoulders.The patient states that he has not had any trauma or intense physical activity 
recently. However, he states that they experienced a sudden loss of altitude due to turbulence on their last flight and that he felt 
pressure in his chest during this time, and that this pain increased with coughing. He has no history of any lung disease or other 
health problems before. 
The vital signs measured at the time of presentation to the ED were as follows: Blood pressure 125/77 mmHg, pulse rate 114/min 
(rhythmic), respiratory rate 24/min (superficial and rapid), oxygen saturation 92% (room air) and body temperature 36.8°C. 
On physical examination, conscious, cooperative and oriented. Appears slightly restless. Oropharynx hyperemic, mediastinal crackle 
on auscultation (Hamman sign), neck crepitation on deep palpation. This indicated that air had leaked into tissues where it should 
not normally be present and raised suspicion for the diagnosis of pneumomediastinum. Heart sounds were heard in normal rhythm 
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and no murmur was detected. Examination of other systems was evaluated within normal limits. 
The electrocardiogram (ECG) was assessed as Sinus tachycardia. Initial tests revealed lactate of 1.8 mmol/L, partial pressure of 
oxygen 54 mm Hg, partial pressure of carbon dioxide 55 mm Hg and base deficit of -1.2. Hemoglobin was 16.4 g/dL, hematocrit was 
46.6%, with a leukocyte count of 12.01 x 10^3/µL predominantly neutrophils at 93.7 % and a platelet count of 258 x 10^3/µL. La-
boratory results showed, d-dimer 1400 ng/ml , troponin 4.7 ng/L, International normalized ratio (INR) 0.97, c reaktif protein 2 mg/L 
and creatinine 0.89 mg/dL. 
 

Figure 1 Figure 2 Figure 3 

 

 

 

 
Free air extending to the right side of the neck in Figures 1 and Figures 2 and in the middle regions in Figure 3 confirms the diagno-
sis of pneumomediastinum. 
Here, the cough due to upper respiratory tract infection was thought to be precipitated and the patient, who is also a pilot, was asso-
ciated with the environmental-high altitude shown among the etiology of pneumomediastinum in the flight 2 days ago, and the diag-
nosis was first confirmed with the Hamman sign in the physical examination and crepitation in the neck during deep palpa-
tion,followed CT Scan with intravenous (IV) Contrast. 
In the treatment, ceftriaxone 2 gr IV, salbutamol and budesonid as nebules, 80 mg prednisolone IV and pantoprazole 40 mg IV was 
given. 
The patient was consulted to thoracic surgery and admitted to the thoracic surgery service for follow-up and treatment. During his 2-
day stay in the thoracic surgery ward, his complaints regressed. Thereupon, the patient was discharged to be followed up later. 
Discussıon  
Louis Virgil Hamman’s case series,published in 1939, was the first of its kind to characterize SPM. 6 The crunching sound heard 
during the cardiac cycle of affected patients accordingly bears his name - Hamman’s crunch or Hamman’s sign - and SPM is also 
known as Hamman’s syndrome. 7 Also in 1939, Charles Clifford Macklin, a pulmonologist, described the pathophysiology of the 
condition. SPM, he explained, results when a sudden increase in intrathoracic pressure leads to alveolar rupture and consequent air 
dissection and tracking along the bronchovascular sheaths and into the mediastinum. 5 This mechanism became known as the 
Macklin effect. 7 In our case, the patient's severe cough and high altitude, this may have led to the Macklin effect and to his 
SPM.The most common signs and findings in SPM are chest pain, dyspnea and subcutaneous emphysema. 8 The most common 
symptoms in SPM were dyspne (%85), swelling in neck (%69), chest pain (%69) and cough (%54), and determined subcutaneous 
emphysema in %85 of them according to the study of Panigrahi and colleagues. 9 Typical physical examination finding is Hamman’s 
sign. 10 Panacek et al. detected the Hamman’s sign in %52 of the patients in their SPM series including 17 cases.11 Hamman's sign 
was the most significant physical examination finding that led us to this diagnosis.  
We established the final diagnosis through CT which is the gold standard test in the literature. 1 In the SPM study of Kim et al. con-
ducted on 64 patients, oxygen inhalation therapy and bedrest were performed to all patients (%100); 57 (%89.1) patients received 
prophylactic antibiotherapy and 47 (%73.4) patients received analgesic drugs; no mortality and morbidity was detected in the ca-
ses.12 İn the ED for treatment, ceftriaxone 2 gr IV, salbutamol and budesonid as nebules, 80 mg prednisolone IV and pantoprazole 
40 mg IV was given. As a result, SPM due to the potential life-threatening risk, a detailed medical history, physical examination and 
appropriate imaging methods should be used for rapid diagnosis and treatment planning. SPM is a self-limiting clinical condition that 
responds well to conservative treatment. In our case, pneumomediastinum was diagnosed after physical examination and thoracic 
CT and treatment was started immediately. The patient's treatment continued in the thoracic surgery department for 2 days and the 
pneumomediastinum regressed, he was discharged to be called for a follow-up. 
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Chorea Following Hyperglycemia 
Mehmet Esat FERHATLAR, MD, Arnavutkoy State Hospital Emergency Medicine Department 
Bilgehan Ahmet CUMHUR, MD, Viransehir State Hospital Emergency Medicine Department  
Introduction 
Hemiballismus-hemichorea is a rare movement disorder often associated with lesions in the basal ganglia or subthalamic nucleus. 
Hyperglycemia due to diabetes can cause choreiform and ballismus-type movements, particularly characterized by changes in the 
basal ganglia on magnetic resonance imaging (MRI). This condition is referred to as Hyperglycemia-Induced Hemiballismus-
Hemichorea(HIHH)(1). It is known that the clinical presentation and radiological findings in HIHH patients can fully or partially rever-
se when blood glucose levels return to the normal range(2). 
This case report presents a patient who developed hemiballismus-hemichorea triggered by hyperglycemia. 
Case Report 
A 53-year-old female patient presented to the emergency department with involuntary movements in her left upper and lower extre-
mities and choreiform movements on one side of her face. Her medical history included hypertension and type 2 diabetes. The pati-
ent also had hypoesthesia on the left side of her face. Her speech rate had slowed, but no dysarthria or aphasia was detected. 
At admission, her blood glucose level was measured at 496.6 mg/dL, and her HbA1c was found to be 16%. Other blood tests were 
within normal limits. Urinalysis revealed glucosuria. A cranial CT scan showed no pathology. Contrast-enhanced brain MRI revealed 
signal changes at the level of the right basal ganglia, specifically in the right caudate nucleus and putamen, which were considered 
to be associated with hyperglycemia(Figure 1). 
The patient was admitted to the neurology ward. Treatment was initiated to regulate blood glucose and control the involuntary mo-
vements. The choreiform movements regressed by approximately 80%. Her blood glucose levels stabilized, and she was dischar-
ged. 

                               
Figure 1. Increased signal in the basal ganglia on the right 
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Discussion 
In the pathophysiology of HIHH, metabolic dysfunction in the basal ganglia due to hyperglycemia is believed to play a role. Studies 
have reported an association between high blood glucose levels and MRI changes in the basal ganglia (3). 
Early glycemic control is considered important for the improvement of clinical symptoms(4). Additionally, in patients diagnosed with 
HIHH, involuntary movements have been shown to be controlled with the use of neuroleptics and antiepileptic medications(5). 
In conclusion, in diabetic patients presenting with sudden-onset movement disorders, the possibility of HIHH should be considered, 
and appropriate treatment should be initiated. 
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A rare case: empagliflozin associated euglycemic diabetic ketoacidosis masked by pneumonia 
Muhammedcan Şen1, Erhan Ahun1, Ahmet Gündüz2 

1Department of Emergency Medicine, School of Medicine, Amasya University 
2 Department of Emergency Medicine, Gaziantep Şehir Hastanesi 
Introductıon 
Diabetic ketoacidosis (DKA) is an endocrine emergency resulting from insulin deficiency. The American Diabetes Association defines 
DKA as the coexistence of metabolic acidosis (arterial pH < 7.3 and serum bicarbonate < 18 mmol/L), ketosis (ketonemia or ketonu-
ria), and hyperglycemia (serum glucose > 250 mg/dL) (1). In 1973, Munro et al. first described cases of DKA occurring with normal 
or mildly elevated serum glucose levels and termed this condition euglycemic diabetic ketoacidosis (EDKA) (2). 
Sodium-glucose cotransporter-2 (SGLT-2) inhibitors are a novel class of antihyperglycemic agents used in the treatment of diabetes 
(3). Their preference is primarily due to significant cardiovascular and renal benefits. However, these agents have also been associ-
ated with an increased risk of DKA. Most DKA cases linked to SGLT-2 inhibitor use occur with normal or minimally elevated glucose 
levels, potentially delaying diagnosis (4). EDKA typically occurs in patients with relatively low blood glucose levels, often associated 
with starvation, chronic liver disease, pregnancy, infections, and alcohol use. SGLT-2 inhibitors, which increase urinary glucose 
excretion, are also linked to EDKA (5). 
This report presents a case of EDKA associated with SGLT-2 inhibitor use in a patient diagnosed with COVID-19 pneumonia. A 
review of the current literature on this emerging and rare condition is also provided. 
Case 
A 50-year-old male patient presented to the emergency department on November 22, 2020, with complaints of nausea, fatigue, 
cough, sputum production, and shortness of breath. According to the history provided by the patient and his spouse, there were no 
episodes of syncope, chest pain, vomiting, or diarrhea, but mild abdominal pain was reported. The cough had begun approximately 
one week prior to admission, and four days before presentation, a SARS-CoV-2 PCR test returned positive. Chest computed tomog-
raphy (CT) revealed peripheral ground-glass opacities. Based on these findings, the patient was diagnosed with COVID-19 pneu-
monia, and favipiravir treatment was initiated (dexamethasone and enoxaparin were not administered). The patient’s medical history 
included diabetes mellitus (DM) for one year, hypertension (HT), hyperlipidemia (HL), and depression for the past two years. 
The patient had been diagnosed with diabetes mellitus one year prior and reported fasting glucose levels ranging between 130–160 
mg/dL and postprandial levels between 170–230 mg/dL. He managed his condition with oral medication and dietary control. His 
medications included metformin 2x1 g/day, vildagliptin 2x50 mg/day, and empagliflozin 1x10 mg/day. Although diagnosed with hyper-
tension, he was not compliant with prescribed antihypertensive medications; his home blood pressure readings were within a systo-
lic range of 120–140 mmHg. He was taking 10 mg of rosuvastatin for hyperlipidemia. The patient had a history of depression under 
treatment for two years and a prior suicide attempt. His current psychiatric medications included venlafaxine 150 mg and risperidone 
1 mg. The patient also had a history of spinal surgery 20 years ago (due to suspected neuroblastoma) and gastric bleeding requiring 
surgery 4 years ago. 
Upon arrival at the emergency department, his vital signs were as follows: body temperature 36.7°C, blood pressure 155/92 mmHg, 
pulse 113 bpm, respiratory rate 46 breaths/min, and peripheral oxygen saturation (SpO₂) 82%. The patient was given oxygen at a 
flow rate of 2 L/min via nasal cannula. Venous blood gas analysis showed: pH 7.21 (reference: 7.35–7.45), PCO₂ 25 mmHg (refe-
rence: 35–45), PO₂ 33 mmHg (reference: 80–100), SO₂ 44% (reference: 75–99), lactate 1.3 mmol/L (reference: 0.5–2.2), and bicar-
bonate (HCO₃⁻) 13 mmol/L (reference: 22–26). 
Despite oxygen supplementation, arterial oxygen saturation only increased to 88%, so oxygen delivery was escalated to 4 L/min via 
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face mask. Follow-up arterial blood gas analysis revealed pH 7.24, PO₂ 72 mmHg, PCO₂ 21 mmHg, HCO₃⁻ 13 mmol/L, SO₂ 93%, 
and lactate 0.4 mmol/L. 
On physical examination, the Glasgow Coma Scale score was 15 and RASS score was 0. Pupils were isochoric, and bilateral direct 
and consensual light reflexes were present. Lung auscultation revealed coarse breath sounds with equal respiratory effort on both 
hemithoraces. The patient exhibited abdominal respiration. The abdominal examination was non-tender on palpation. No pretibial 
edema or signs of soft tissue infection were observed. Laboratory results revealed a blood glucose level of 160 mg/dL, low serum 
bicarbonate (13 mmol/L), and a high anion gap (22 mEq/L), indicative of metabolic acidosis. Serum lactate level was within normal 
limits. Except for mild hyponatremia (Na⁺ 131 mmol/L), other serum electrolytes were within normal limits. BUN and creatinine levels 
were also normal. Urinalysis showed ketonuria (80 mg/dL) and glycosuria (2000 mg/dL). The NT-proBNP level was 113 pg/mL (refe-
rence: 0–125 pg/mL), and CRP was markedly elevated at 227 mg/L (reference: 0–5 mg/L). 
Pulmonary CT angiography, interpreted by the on-call radiologist, showed no filling defects in the main pulmonary artery or its seg-
mental/lobar branches, excluding acute pulmonary embolism. However, peripheral ground-glass and consolidation areas were de-
tected in both lungs, consistent with viral pneumonia, particularly COVID-19. The estimated lung involvement was 35–40%. 
The elevated anion gap raised suspicion of euglycemic ketoacidosis potentially caused by infection or SGLT2 inhibitor therapy. To 
prevent dehydration and correct the acidosis, 1.5 liters of isotonic saline were administered over the first 2 hours. Simultaneously, 
continuous insulin infusion was initiated at 0.1 IU/kg/hour. Given a potassium level of 4.6 mmol/L, potassium replacement was star-
ted at a rate of 20 mmol/hour. To prevent hypoglycemia and promote resolution of ketosis and ketonuria, 5% dextrose infusion at 50 
cc/hour was added to the fluid regimen. Empagliflozin therapy was discontinued. Hourly blood glucose and venous blood gas mea-
surements were conducted. Biochemistry panels and urinalysis were scheduled every 4 hours. Improvement in the patient's anion 
gap metabolic acidosis following IV fluid resuscitation and insulin infusion was consistent with euDKA, most likely attributable to 
SGLT2 inhibitor use. Following consultation with the endocrinology department, the patient was admitted to the internal medicine 
intensive care unit. 
Dıscussıon 
SGLT-2 inhibitors are recommended as second-line agents in the treatment of type 2 diabetes mellitus (T2DM); however, clinicians 
may also prefer them as first-line therapy (6). Since SGLT-2 inhibitors lower the renal threshold for glucose excretion, the presence 
of normal or moderately elevated blood glucose levels does not rule out DKA during their use (7). Patients receiving SGLT-2 inhibitor 
therapy—particularly those who are euglycemic—should be thoroughly evaluated for EDKA (8). 
EDKA is considered an acute complication of diabetes and is more commonly observed in patients using SGLT-2 inhibitors. It typi-
cally develops in individuals with poorly controlled type 1 diabetes or in type 2 diabetic patients exposed to external stressors such 
as infection, alcohol consumption, or surgery. This clinical picture is preventable when recognized early and managed appropriately 
by clinicians (9). In a study by Peters et al., 13 cases of DKA with mild hyperglycemia or normoglycemia were reported in nine indivi-
duals treated with canagliflozin, an SGLT-2 inhibitor. Of these, seven had type 1 diabetes, a condition for which SGLT-2 inhibitors are 
not indicated (10).Although SGLT-2 inhibitors are generally well tolerated in outpatient settings, their use is not recommended in 
symptomatic T2DM patients with COVID-19 infection due to the risk of anorexia, dehydration, and sudden clinical deterioration. In 
patients diagnosed with T2DM who contract COVID-19, the use of SGLT-2 inhibitors should be reconsidered, and discontinued in 
those requiring hospitalization. Patients diagnosed with COVID-19 who are taking SGLT-2 inhibitors should be closely monitored 
from the onset of infection for euglycemic ketoacidosis, hypovolemia, electrolyte imbalances, and renal function deterioration (11). 
In conclusion, while SGLT-2 inhibitors offer significant glycemic and non-glycemic benefits such as weight loss and blood pressure 
reduction, they also represent an important addition to the antihyperglycemic drug class. Patients presenting to the emergency de-
partment with abdominal pain, nausea, vomiting, and respiratory distress while on SGLT-2 inhibitors should be evaluated for EDKA 
(8, 10). The diagnosis of EDKA in patients with COVID-19 pneumonia receiving SGLT-2 inhibitors is a critical consideration for clini-
cians (11). 
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Violence in Healthcare: The Role and Consequences of Social Media 
Ekim SAĞLAM GÜRMEN, Mustafa YORGANCIOĞLU, Hasan DEMİRBAŞ 
Manisa Celal Bayar University School of Medicine, Emergency Department, Manisa, Turkey 
Introductıon 
Violence in healthcare institutions is defined as "a situation consisting of threatening behavior, verbal threat, economic abuse, physi-
cal assault and sexual assault from patients, patients' relatives or any other individual that poses a risk to healthcare workers" (1). 
Exposure to violence has been increasing in recent years for all professional groups, especially healthcare workers and physicians, 
and constitutes a serious health problem (2). In our study, we investigated the level of exposure to violence among health care wor-
kers working in a tertiary university hospital and how the increase in violence news through social media affected their biopsychoso-
cial lives. The aim of our study is to identify preventable causes and to reveal the measures that can be taken. 
Materıal-Methods 
The study was conducted between 01.11.2023 - 01.05.2024 in the Emergency Medicine Clinic of XXX University Faculty of Medicine 
Hospital under the leadership of the research team after obtaining ethics committee approval. The participants who participated in 
the study were asked the questionnaire questions created by the researchers, which lasted approximately 5 minutes, and the 
answers were recorded. 
Results 
A total of 1006 people participated in the study. While 87.8% of the participants stated that they had been subjected to verbal violen-
ce, 17.8% stated that they had been subjected to physical violence. While 79.9% of the women thought that the news about violence 
on social media increased violence in health, the majority of the participants thought that the news was not reflected objectively. 
Nurses were the occupational group that was exposed to verbal violence the most with 90.2% and gave the most white codes with 
36.6%. All professional groups in our study have the opinion that giving code white does not bring a solution to violence incidents. 
76.3% of the participants think that X-ray devices and 90.7% think that security guards are ineffective and inadequate in affecting 
violence. 
Dıscussıon 
Verbal violence is the most common type of violence in the world (3). In our study, it was found that 87.8% of healthcare workers 
were exposed to verbal violence. Among healthcare workers, nurses are the group most frequently subjected to violence, while 
physicians are the group that gives the most white codes (4,5). When the studies in the literature are examined, it is seen that a 
small proportion of the incidents of violence in healthcare are reported (6) 40.9% of the participants stated that they were negatively 
affected psychologically, 62.3% stated that their profession was constantly devalued, and 78.4% stated that these news negatively 
affected their work motivation due to the news on violence in health in social media. The data are consistent with the literature (7). 
Unverified information on social media has negative effects on people and increases the incidents of violence against healthcare 
workers. 
Conclusıon 
Violence in health is one of the world's leading problems and the measures taken in this regard are insufficient. Today, with the effect 
of social media, people are encouraged to violence with unconfirmed news and information, and the number of patients resorting to 
violence is increasing. Almost all of those working in the field of health stated that they have been subjected to violence at least once 
in their working life and that they would like to change their field of work. In order to improve working conditions and to prevent vio-
lence, the necessary and deterrent punitive action should be implemented immediately by the competent authorities.  
Keywords: Violence in Health, Social Media, Violence News 
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1570 
Let it be nothing else, this patient is too young for this diagnosis! A case of atypically presenting diverticulitis 
Nurser Mutlu1, Resul Yollar1, Muhammed Sadettin İpek1, Mustafa Polat1, Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye 
Introductıon 
Diverticulitis is a disease that occurs as a result of the inflammation of the diverticula in the digestive system, especially in the large 
intestine (1). Diverticula are small vesicles formed on the intestinal wall and are mostly asymptomatic. However, diverticulitis deve-
lops when they become inflamed and symptoms such as severe abdominal pain, fever, nausea, vomiting and changes in bowel 
habits may occur (2). Although this disease is mostly seen in the sigmoid colon, it may rarely occur in the small intestine. Although 
small bowel diverticula are usually asymptomatic, serious complicati, includinging inflammation, haemorrhage, intestinal obstruction 
and perforation may develop in some patients (3). One of the most important causes of diverticulitis is low fiber diet. Inadequate fiber 
intake slows down bowel movements and causes hardening of the stool and an increase in the intraluminal pressure (4). With ad-
vancing age, the intestinal wall loses its elasticity and the risk of diverticulitis increases. Obesity, sedentary lifestyle and diseases 
affecting intestinal motility also play a role in the development of diverticulitis (5). Patients usually present with severe abdominal 
pain felt in the left lower quadrant, nausea, vomiting, constipation or diarrhea. Fever and leucocytosis are also common findings (6). 
One of the most valuable diagnostic methods is computerized tomography (CT). CT is highly effective in detecting complications 
including diverticular inflammation, abscess and perforation. Ultrasonography (USG) is an auxiliary method, but its diagnostic sensi-
tivity is low (7). Although colonoscopy is not recommended in the acute period, it can be used to evaluate the general condition of 
the colon during the healing process. The treatment of diverticulitis varies according to the severity of the disease. In mild cases, 
antibiotic treatment, a liquid diet, and bowel rest may be sufficient. However, surgical treatment is necessary if complications such as 
perforation, abscess formation, or intestinal obstruction develop (8). In recent years, laparoscopic surgical methods have become 
widesprea, andd this technique accelerates the healing process and decreases the complication rates. In cases requiring surgical 
intervention, procedures such as bowel resection and anastomosis can be performed. 
Case 
A 36-year-old male patient with no known comorbidities presented to the emergency department with a sudden onset of left lower 
quadrant pain. Physical examination revealed left lower quadrant tenderness, but no signs of defense or rebound. The patient had 
no complaints of nausea or vomiting. Bowel functions were normal and gas and fecal discharge was present. Laboratory investigati-
ons revealed a white blood cell count (WBC) of 12.000/mm and a C-reactive protein (CRP) level of 11 mgL. Despite IV hydration and 
symptomatic treatment, the patient’s abdominal pain did not improve significantly, and a whole abdominal computed tomography 
(CT) scan with IV contrast was performed. Imaging revealed heterogeneity and marked fatty appearance in the intra-abdominal fatty 
tissues adjacent to the colonic anus in the left paracolic region in the left lower quadrant of the abdomen. The findings were evalua-
ted as compatible with diverticulitis. The patient was consulted to general surgery and hospitalized for follow-up and treatment. 
Dıscussıon 
Diverticulitis is one of the inflammatory bowel diseases usually seen in older age groups. It occurs in association with low fibre diet, 
intestinal motility disorders and aging. However, it should be kept in mind that diverticulitis may also develop in young adults as in 
this case. 
Because diverticulitis cases in young adults are observed less frequently in the literature, it may lead to delays in the diagnosis. One 
of the most reliable diagnostic methods is contrast-enhanced computed tomography (5). In this case, symptomatic treatment was 
initially administered because the patient was young, but the symptoms persisted and the definite diagnosis was made by abdominal 
CT with IV contrast. Diverticulitis should be considered in the differential diagnosis of young adult patients presenting with left lower 
quadrant pain. 
In the literature, it has been reported that most diverticulitis cases are observed in elderly patients and complication rates are higher 
in this group (3). Although antibiotic treatment and symptomatic support may be sufficient in mild cases, surgical treatment may be 
required in the presence of complications such as perforation or obstruction (6). In a study presented by Ünek et al. İt was reported 
that the mean age of jejunal diverticulitis cases with perforation was 73 years and surgical treatment was required (1). Pehlivanlı et 
al. Reported a case of diverticulitis causing obstruction in the small intestine and emphasized that this was a rare but serious comp-
lication (9). In a case reported by Özdemir et al. İleal diverticulitis with perforation was treated with surgical methods (2). In contrast, 
in this case, diverticulitis was colonic and developed in a young patient and was successfully managed with conservative methods. 
Conclusıon 
In conclusion, diverticulitis is a disease that may lead to serious complications if not diagnosed early and treated appropriately. This 
case is remarkable in terms of showing that diverticulitis is not specific only to elderly patients and can also occur in young adults. 
Diverticulitis should be considered as a differential diagnosis, especially in young patients presenting with unexplained left lower 
quadrant pain, and imaging modalities should be used effectively to avoid unnecessary invasive procedures. In this case, because 
the patient was a young adult and was diagnosed early, a successful treatment was provided with conservative methods and could 
be managed without the need for surgical intervention. In addition to treatment, dietary modification and lifestyle changes that sup-
port intestinal health should be recommended to prevent the development of future complications. 
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Axillary artery embolism, a rare condition seen in the emergency department 
Ayşe Işık1, Yusuf Farea1, Feriza Nur Temiz1 , Mesut Yıldız1, Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye 
Introductıon 
Patients with suspected upper extremity embolism typically present with a sudden onset of symptoms [1]. Because atherosclerotic 
disease affects the upper extremities at a much lower rate than the lower extremities, it is rare for patients to present suddenly with 
upper extremity ischemia [2,3]. In cases of acute limb ischemia, clinical assessment should proceed rapidly, as the likelihood of 
recovery is highly dependent on prompt and complete revascularization of the upper limb [1]. Given the frequency with which cardiac 
etiology is implicated as the source of the embolus, any history of cardiac arrhythmia, coronary artery disease, myocardial infarction, 
or valvular pathology should be noted. This case is presented to emphasize the importance of considering upper extremity embolism 
(UEE) in patients presenting to the emergency department with these findings. 
Case  
A 38-year-old male patient with no known chronic diseases was brought to the emergency room by the emergency medical team 
(112) with complaints of sudden onset of pain and numbness in his right arm while at work. The patient’s arterial blood pressure was 
113/76 mmHg, oxygen saturation was 99%, and pulse rate was 105/min. Physical examination revealed no motor loss in the right 
arm, but there was new-onset discoloration of the fingertips, pain exacerbated by movement, and sensory loss. Based on the pati-
ent’s history, it was determined that the pain, numbness, and difficulty in movement had begun within the last hour. Doppler ultraso-
und was ordered due to the absence of pathology in central imaging, lack of distal pulse patency, onset of discoloration, and no relief 
despite analgesia. The ultrasound revealed occlusion of the right axillary artery. Although the right brachial, radial, and ulnar arteries 
were patent, no significant flow was observed secondary to proximal occlusion. 
Laboratory results from the patient’s blood tests were as follows: CK-MB 2, troponin 6.54, CK 204, WBC 12.11, platelets 245, lactate 
3.3, PT 11.6, INR 1.01, and APTT 18.7. CT angiography showed no long-segment contrast material passage at the level of the right 
brachial artery. Following a thrombectomy procedure, the patient was discharged from the hospital with full patency restored. 
Dıscussıon 
Sensory deficits alone—or their absence—may suggest the initial stages of ischemia, while the appearance of motor deficits in addi-
tion to sensory deficits represents an immediately threatened limb in need of urgent revascularization [4]. Throughout the examina-
tion of the affected limb, it should be compared with the unaffected limb. Depending on the duration of symptoms, the patient may 
exhibit leukocytosis, elevated lactic acid levels, and increased inflammatory markers such as erythrocyte sedimentation rate and 
CRP. D-dimer has a good negative predictive value in the setting of arterial ischemia, but its significance is uncertain when elevated 
[5]. Although CT angiography can usually visualize the arterial circulation of the upper extremity, its sensitivity may be reduced for 
distal arterial branches. This suggests that contrast transmission should be carefully evaluated in the presence of emboli or chronic 
atherosclerotic plaque. 
Conclusıon 
As demonstrated in our case, the classic findings in a patient’s history that raise suspicion of upper extremity arterial embolism inc-
lude sudden onset of upper extremity pain, numbness, discoloration (e.g., pallor), coldness in the affected extremity, and possibly 
reduced motor function or paralysis. Additionally, the patient’s ability to pinpoint the exact onset of symptoms should serve as a war-
ning sign for this diagnosis. 
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Right axillary occlusion contrast filling defect 
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A case report of a pediatric patient admitted to the emergency department with eye perforation 
Hüseyin Aldemir1, Rıdvan Şener2, Ayşe Ertekin2, Şerife Özdinç2 

 Afyonkarahisar State Hospital, Department of Emergency Medicine, Afyonkarahisar, Türkiye 
2 Afyonkarahisar Health Sciences University, Faculty of Medicine, Department of Emergency Medicine, Afyonkarahisar, 
Türkiye 
Introduction and Purpose: Perforating eye injuries are one of the most common causes of sudden vision loss in emergency de-
partment visits. Perforating eye injuries are most commonly seen in children, traffic accidents, and industrial workers. Workplace-
related eye injuries can be disabling and are largely preventable (1). Open globe injuries are full-thickness defects in the eye. Open 
globe injuries in children constitute 27-48% of all injuries. Prognosis in children is worse compared to closed globe injuries. The type 
of injury, mechanism, location, and posterior segment status are the factors that most affect the visual prognosis in the injured per-
son (2). In this case, we will share a case of a child who accidentally perforated the eye due to a piece of iron entering the eye. 
Case: A 17-year-old male presented to the emergency room with a laceration resulting from a piece of iron entering his eye. He 
stated that he was injured while working with iron at home. The patient, who had no known comorbidities, was examined and isolat-
ed eye trauma was observed (Figure 1). The patient's right light reflex could not be obtained, and his vital signs were as follows; 
blood pressure: 140/70 mmHg, pulse: 87/min, respiratory rate: 24/min, body temperature: 36.5oC. GCS: 15. Tetanus and antibiotic 
treatment was administered. In the Computed Tomography (CT) images, it was determined that the right eye globe was disrupted 
and perforated, and there was a millimetric defective appearance on the skin in the right infraorbital area (Figure 2). The patient was 
urgently consulted to the ophthalmology department, and after obtaining consent, he was taken to emergency surgery by ophthal-
mology. 
Discussion: Eye perforation is an emergency requiring rapid evaluation and intervention in the emergency department. An open 
globe injury is a full-thickness traumatic injury to the eye wall (cornea or sclera) that is associated with significant morbidity. The 
injury may be caused by blunt or penetrating mechanisms and subtypes include penetration, perforation, intraocular foreign body, or 
globe rupture. 
If left untreated, patients may experience endophthalmitis and vision loss. Low visual acuity after injury, globe rupture, presence of 
intraocular foreign bodies, being elderly, female, child, and delays in surgical intervention are associated with poor prognosis. CT 
helps to confirm the diagnosis of globe injury (2,3). In a study, it was determined that eye injuries in children were most frequently 
caused by knives (14.8%), pencils (12.5%), and glass (11.4%), while iron caused 4.5% of injuries. Valsalva maneuver, which would 
increase intraocular pressure, should be prevented and the eye should be protected from trauma by using a protective shield. 
Broad-spectrum antibiotics are started against the risk of infection, and intraocular damage is assessed with imaging methods. In 
addition, the patient is prevented from rubbing the eye and the head is kept in an upright position. It is important to consult the oph-
thalmology department immediately after the injury and determine the need for surgery to prevent blindness and endophthalmitis 
(3,4). In this case, an open globe injury occurred as a result of an iron piece penetrating into the right eye. A CT scan was performed 
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to confirm the diagnosis and detect additional injuries. In accordance with the literature, early treatment was initiated and the oph-
thalmology department was consulted immediately. 
 

 
Figure 1. Perforation of right eye, inspection finding 
 

 
 
Figure 2. Axial (A), coronal (B) and sagittal (C) orbital CT images reveal right eye globe integrity is disrupted, perforated appearance 
and millimetric defect on the skin in the right infraorbital area (arrows). 
Conclusion: Considering that perforation may occur in eye injuries, we believe that it is vital to obtain the necessary imaging, en-
sure prompt referral to ophthalmology and related branches, and provide tetanus and antibiotic treatments. 
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1612 
Dıagnostıc Effıcacy Of Lumbar Puncture In Patıents Presentıng Wıth Suspıcıon Of Menıngıtıs And Encephalıtıs 
Ekim SAĞLAM GÜRMEN, Burak DİLSİZLER 
Manisa Celal Bayar University School of Medicine, Emergency Department, Manisa, Turkey 
Introductıon 
Lumbar puncture (LP) is a fundamental diagnostic method used to diagnose central nervous system infections. Meningitis and en-
cephalitis require rapid evaluation in the emergency department. This study aims to evaluate LP results in patients presenting with 
neurological symptoms in the emergency department. 
Materıal And Methods 
This retrospective study included 120 patients over 18 years old who presented to the emergency department with altered conscio-
usness, fever, disorientation-cooperation disorders, and other neurological symptoms and underwent LP between 01.06.2024 and 
01.12.2024. The LP results of the patients were evaluated, and positive LP rates and diagnoses were determined. 
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Results 
Among the 120 patients over 18 years old who presented with neurological symptoms and underwent LP, bacterial meningitis was 
diagnosed in 24 patients, and encephalitis in 12 patients. 
Examination of cerebrospinal fluid (CSF) findings revealed: 
Leukocytosis in 24 patients (20%) (all bacterial meningitis cases) 
Increased microprotein levels in 42 patients (35%) (24 meningitis, 18 culture-negative cases) 
Decreased glucose levels in 6 patients (5%) (meningitis cases) 
Increased glucose levels in 6 patients (5%) (PCR and culture-negative cases) 
Dıscussıon 
CSF analysis is critical in diagnosing meningitis and encephalitis. In our study, the meningitis diagnosis rate was found to be 20%, 
while the encephalitis rate was 10%. CSF leukocytosis, protein, and glucose levels assist in diagnosis, but PCR and culture results 
are required for definitive diagnosis. 
Conclusıon 
LP is a crucial procedure for diagnosing meningitis and encephalitis in the emergency department. CSF analysis parameters should 
be evaluated together with clinical suspicion. Larger-scale studies are needed to investigate the diagnostic efficacy of CSF parame-
ters. 
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A Rare Complication of Upper Respiratory Tract Infection in the Emergency Department: Pneumomediastinum 
Mehmed ULU1 ,  Abdil Coskun2 ,  murtaza kaya2 
1Adiyaman Research and Training Hospital Emergency Department 
2Kutahya Health Sciences University Medical Faculty Emergency Medicine Department 
Introduction 
Spontaneous pneumomediastinum (SPM) is a rare condition caused by free air accumulation in the mediastinum without trauma or 
iatrogenic etiology. This condition is usually seen in young men typically occurs due to increased intrathoracic pressure from severe 
coughing, exacarbation of asthma, vomiting, or physical exertion (1,2). 
It is mainly caused by alveolar rupture due to increased intraalveolar pressure and air travelling along the bronchovascular sheath 
into the mediastinum. While SPM is mostly benign and self-limited, it must be differentiated from life-threatening conditions like acute 
coronary sendrom, pneumothorax, esophageal rupture, mediastinitis (3,4). 
This case report aims to discuss a case of spontaneous pneumomediastinum in a previously healthy young woman, focusing on the 
clinical approach, diagnostic evaluation, and management. 
Case 
A 19-year-old female patient with no history of chronic illness presented to emergency department (ED) with sore throat, cough, and 
sharp chest pain. Despite prior emergency visits and treatment for upper respiratory tract infection, her symptoms persisted. Vital 
signs were within normal limits. On physical examination, oropharyngeal hyperemia was noted, pulmonary auscultation was unre-
markable, and no pathological findings were detected in other systemic evaluations. The patient reported a 3–4-day history of symp-
toms, during which she presented twice to an external ED. Despite medical treatment, her complaints persisted, and her chest pain 
gradually intensified. 
Due to repeated emergency department visits, laboratory tests were performed, revealing a white blood cell (WBC) count of 15,000 
and a neutrophil count of 13,000, with no abnormalities noted in other external laboratory results. The patient's electrocardiogram 
(ECG) was consistent with normal sinus rhythm. Thoracic computed tomography (CT) revealed pneumomediastinum (Figure 1). A 
consultation with the thoracic surgery department was obtained, and the patient was admitted to the surgical ward. After four days of 
inpatient follow-up, her symptoms improved, and she was discharged in good condition with a prescription.  
Conclussion 
Although pneumomediastinum generally has a favorable prognosis, it can be complicated by life-threatening conditions such as 
pneumothorax, subcutaneous emphysema, mediastinitis, tension pneumomediastinum, and air embolism. Clinicians should consider 
SPM in patients with persistent chest pain and upper respiratory tract infection symptoms. 
Keywords: Pneumomediastinum, chest pain, upper respiratory tract infection 
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Figure-1: Pnomomediastinum appearance on thorax CT 
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1888 
Fatal Intraparenchymal and Intraventricular Hemorrhage Due to Methanol Intoxication: A Rare Case Report 
İlker ARDAĞ1, Mustafa TEMEL1, Metin YADİGAROĞLU1, Ayhan AKÖZ1 

Adnan Menderes University, Department of Emergency Medicine, Aydın, Türkiye 
Introductıon 
Methanol is a toxic monohydric alcohol commonly found in industrial solvents and counterfeit alcoholic beverages. It is metabolized 
in the liver to formaldehyde and then to formic acid. Formic acid inhibits cytochrome C oxidase in the mitochondrial respiratory chain, 
leading to hypoxic tissue damage. Tissues with high energy demands, such as the optic nerves and basal ganglia, are particularly 
susceptible to its toxic effects. 
Symptoms typically emerge after a latent period, usually 6–30 hours post-ingestion, and may include nausea, vomiting, headache, 
dizziness, photophobia, blurred vision, and progressive altered mental status. Diagnosis is supported by unexplained high anion gap 
metabolic acidosis and elevated osmolar gap. Since direct methanol measurement is not always feasible, diagnosis often relies on 
indirect parameters and clinical history. 
While early and aggressive treatment can reduce methanol-related mortality to below 20%, delayed presentation or therapy may 
raise the mortality rate above 50%. This case aims to discuss the clinical, laboratory, and imaging findings of a severe methanol 
poisoning case and to highlight prognostic indicators. 
Case 
A 28-year-old male was referred to our emergency department on November 25, 2024, after consuming homemade alcohol and an 
unknown stimulant, leading to altered consciousness. Initial vital signs were: BP 130/90 mmHg, HR 105 bpm, SpO₂ 99%. 
He was disoriented and uncooperative, with absent pupillary light reflexes. There was no marked extremity weakness. Glasgow 
Coma Score (GCS) was 8 (E3M4V1). Respiratory and abdominal examinations were unremarkable. The patient was intubated for 
airway protection. 
Arterial blood gas analysis revealed pH 7.28, HCO₃⁻ 10.9 mmol/L, PCO₂ 12.5 mmHg, PO₂ 139 mmHg, lactate 4.8 mmol/L. Se-
rum tests showed Na 141 mmol/L, K 4.2 mmol/L, Cl 103 mmol/L, glucose 146 mg/dL, creatinine 0.91 mg/dL, BUN 6.54 mg/dL. Se-
rum osmolality was 391 mOsm/kg; ethanol level was <10 mg/dL. Osmolar gap was 99 mOsm/kg; anion gap was 28 mEq/L. Toxico-
logy screening was negative. 
Given the history and high anion/osmolar gaps with negative ethanol levels, methanol poisoning was suspected and treatment was 
initiated. Emergent hemodialysis was planned after nephrology consultation. Fomepizole was unavailable, so intravenous ethanol 
was used. 
Cranial CT showed bilateral hemorrhagic lesions in the putamen. Neurosurgical consultation was requested. No neurosurgical inter-
vention was indicated. The patient was admitted to the ICU. Despite full supportive care, the patient suffered cardiac arrest and died 
on November 29, 2024. 
Dıscussıon 
Methanol toxicity is rare in emergency settings but can be fatal if not promptly diagnosed and treated. The classic triad includes 
metabolic acidosis, visual disturbances, and CNS depression, although these may not always be synchronous. 
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High anion gap (>16 mEq/L) and high osmolar gap (>10 mOsm/kg), along with low ethanol levels and lactic acidosis, help distingu-
ish methanol from other toxic alcohols. Bilateral putaminal lesions are a specific neuroimaging marker of methanol poisoning and are 
linked to severe neurological sequelae and death. 
Treatment focuses on inhibiting methanol metabolism (fomepizole or ethanol), removing formic acid (dialysis), and enhancing its 
metabolism (folate supplementation). While fomepizole is ideal, ethanol is commonly used due to its wider availability in many count-
ries. 
Hemodialysis is indicated in cases with pH <7.25, GCS <10, visual symptoms, or serum methanol >50 mg/dL. Folinic acid may help 
preserve vision by accelerating formic acid metabolism. 
Despite timely dialysis and ethanol administration in this case, severe CNS damage led to fatal outcome, emphasizing that even 
early interventions may not prevent death in advanced stages. 
 
Figure 1 Figure 2 
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Fournıer’s Gangrene: A Sılent Threat Wıth Fatal Consequences  
Demet Acar1 ,  Emirhan Ünlü1 ,  Muhammed Sadettin İpek1 ,  Mustafa Polat1 ,  Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye  
Introductıon  
Fournier’s gangrene is a rare but highly lethal infectious disease characterized by rapidly progressing necrotizing fasciitis in the 
perineal, genital, and perianal regions (1). It typically has a polymicrobial etiology, involving both aerobic and anaerobic microorga-
nisms (2). The disease can cause both local tissue destruction and systemic complications, posing a life-threatening risk. Fournier’s 
gangrene is most commonly observed in individuals aged 50-60 years and is approximately ten times more frequent in men than in 
women (3). The most common etiological factors include anorectal, urogenital, or dermatological infections (4). These infections are 
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often bacterial in origin and progress through the synergistic action of aerobic and anaerobic microorganisms (5). Several predispo-
sing factors contribute to disease development, including diabetes mellitus, alcoholism, obesity, peripheral vascular disease, immu-
nodeficiency, chronic renal failure, and malnutrition (6). Additionally, local factors such as trauma, urogenital surgical procedures, 
and perianal abscesses can trigger the disease (7). Fournier’s gangrene typically begins with perineal pain, swelling, erythema, and 
tenderness (8). In advanced cases, subcutaneous crepitus, foul-smelling discharge, tissue necrosis, and systemic toxicity may oc-
cur. As the infection progresses, sepsis and multiple organ failure can develop, significantly increasing mortality rates (5).  
Case  
A 49-year-old male patient who presented with redness and pain in the groin area for about a week. According to the patient, the 
symptoms initially started mildly but worsened over the past two days, spreading particularly to the scrotum. He reported increasing 
pain, swelling, and tenderness in the scrotal region. The patient’s medical history included type 2 diabetes mellitus, diagnosed 10 
years ago, and he was on oral antidiabetic therapy. He had no history of hypertension or known cardiovascular disease. Physical 
examination revealed a markedly edematous and hyperemic scrotum. Tenderness was present on palpation, with a noticeable inc-
rease in skin temperature. A necrotic lesion measuring approximately 4x10 cm was observed in the lower scrotal region, with disrup-
ted skin integrity. A foul-smelling, sero-hemorrhagic discharge was noted from the area. Subcutaneous crepitus was detected, sug-
gesting the presence of gas-forming infection. Scrotal ultrasonography revealed significant subcutaneous edema and gas densities. 
The patient was urgently consulted with the urology department for suspected Fournier’s gangrene and was admitted for treatment. 

               
Figure 1: Edematous scrotum              Figure 2: 4x10 cm necrotic area in the scrotum 
Dıscussıon 
Our case shares similarities with reported cases in the literature in terms of risk factors for Fournier’s gangrene and the rapid prog-
ression of the disease (2). Initially presenting with groin redness and pain, the rapid spread of symptoms to the scrotum highlights 
the aggressive nature of the infection (3). As observed in previous cases, early diagnosis and immediate surgical debridement are 
crucial in managing Fournier’s gangrene (4). However, in some cases, delayed diagnosis has been associated with high mortality 
rates (5). Early detection and intervention in our patient may help prevent severe complications such as sepsis and multiple organ 
failure (7). Fournier’s gangrene is a rapidly progressing infection requiring aggressive surgical debridement and broad-spectrum 
antibiotic therapy (8). 
Conclusıon 
In emergency departments, particularly in crowded outpatient settings, examining patients with complaints such as genital pain, 
swelling, erythema, and discharge is often challenging. However, as demonstrated in our case, regardless of conditions, a thorough 
physical examination is crucial to protect patients from potentially fatal outcomes. The primary purpose of this case report is to emp-
hasize the importance of physical examination and to remind clinicians that conditions like Fournier’s gangrene, which can lead to 
fatal consequences, can be diagnosed solely through clinical examination. 
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Serotonin syndrome due to high dose SSRI intake: a case report 
Birsen Ertekin1 ,  Ahmet Muhammet Şahingeri1 ,  Betül Babagil1 ,  Ahmet Çağlar1 
1Department of Emergency Medicine, Konya Beyhekim Training and Research Hospital, Konya, Turkey 
Yüksek doz SSRI alımına bağlı gelişen serotonin sendromu: olgu sunumu 
Introduction 
Serotonin syndrome (SS), also known as serotonin toxicity, is a life-threatening emergency caused by increased serotonergic activity 
(via 5-HT receptors) at synapses in the central and peripheral nervous systems. The cause is usually drug-induced (antidepres-
sants, selective serotonin reuptake inhibitors (SSRIs), serotonin-norepinephrine reuptake inhibitors (SNRIs), monoamino oxidase 
inhibitors (MOAIs), etc.). It may occur after use at therapeutic doses, after interactions with other drugs, or after use of high doses for 
suicidal purposes (1). 
Clinical symptoms are classified into three groups: mental, autonomic and neuromuscular, and occur within the first 6-24 hours after 
exposure (2). Although some cases may be fatal, most recover after discontinuation of the drug (3). This syndrome, whose early 
diagnosis and treatment is crucial, may not be diagnosed by most physicians due to lack of experience (4). With the case we pre-
sented, we wanted to give doctors more information about this syndrome. 
Case Presentation 
A 27-year-old male patient with a history of hepatitis C and drug addiction was brought to the emergency department (ED) by his 
family after taking 2700 mg sertraline tablet, 4000 mg fenprobamate tablet, 2500 mg chlorzoxazone tablet, 250 mg dexketoprofen 
tablet for suicide approximately 6 hours earlier. 
On presentation to the ED, consciousness was confused, agitated, disoriented, uncooperative, and the Glasgow Coma Score (GCS) 
was 14. Vital signs were temperature: 37°C, blood pressure: 160/90mm/Hg, pulse: 120/min, respiratory rate: 25/min, saturation 
(room air): 96%. Physical examination revealed diaphoresis, flushing, tachypnoea, tachycardia, bilateral mydriatic eyes, no light 
reflex and diffuse tremor in all extremities. Muscle strength was complete in all four extremities and there was no evidence of latera-
lisation. Other systemic examinations were normal. Blood gases were pH 7.23, pCO2:28.7 mmHg, HCO3:11.8 mmol/L, pO2:87 
mmHg, sO2:96, Lac:1.87 mmol/L, BE(B): -13.9. Glucose, electrolytes, liver and renal function tests, C-reactive protein, complete 
urinalysis and haemogram were normal, and the blood ethanol test was negative. Toxic substance ingestion was excluded by urine 
toxicology. Creatine kinase (CK) was found to be minimally elevated at 190 (10-171 U/L). 
The ECG showed sinus tachycardia. The patient was monitored in the emergency department. He was hydrated by opening an 
intravenous line. Activated charcoal was administered by nasogastric catheter (1mg/kg). 114 Toxicology recommendations were 
obtained. No neurological, endocrine, metabolic or infectious diseases were considered. As a result of her history and current 
examination findings, she was admitted to the emergency intensive care unit (ICU) for follow-up with a diagnosis of serotonin 
toxicity. During follow-up in the ICU, involuntary movements such as hyperreflexia and spontaneous myoclonus were noted.  There-
fore, intravenous diazepam (10 mg/day) was administered. On the 2nd day in ICU, despite hydration, metabolic acidosis (pH 7.27, 
pCO2:29.3 mmHg, HCO3:12.1 mmol/L, Lac:2.5 mmol/L, BE(B): -15) and CK remained elevated, so he was put on dialysis. On the 
3rd day, agitation was reduced, CK returned to normal, myoclonic contractions and acidosis improved. The dose of diazepam was 
reduced and discontinued. The patient, who made a complete recovery during the follow-up, was seen by the psychiatry department 
and discharged on day 5 with a recommendation for outpatient monitoring. 
Discussion 
This syndrome is rarely observed following the use of low-dose SSRIs or high-dose and/or concomitant use of serotonergic agents 
(2,5). It may also occur as a result of concomitant use of drugs that interact pharmacokinetically or pharmacodynamically with sero-
tonergic agents (6). Although early symptoms are usually mild, cases that are not correctly diagnosed can deteriorate rapidly. These 
patients may be misdiagnosed because of their non-specific symptoms. Although SS shares similarities with other syndromes, it can 
be easily differentiated using the Hunter criteria (7). The Hunter criteria are characterised by symptoms such as clonus, restless-
ness, diaphoresis, tremor, hyperreflexia, hypertonia and fever. Most of these symptoms vary according to the severity of the toxicity 
(8). In our case, agitation, diaphoresis, tremor, hyperreflexia and clonus were present according to Hunter's criteria (9). 
No symptom or laboratory finding is diagnostic (10). SS is associated with cognitive and behavioural (confusion, disorientation, agi-
tation, irritability, coma, anxiety, hypomania, lethargy, seizure, insomnia, hallucinations, stupor), autonomic (hyperthermia, excessive 
sweating, sinus tachycardia, hypertension, tachypnea, mydriasis, tremor, clonus), and psychiatric (psychiatric, psychiatric, psychiat-
ric, psychiatric, psychiatric, psychiatric, psychiatric, psychiatric, psychiatric, psychiatric, psychiatric, psychiatric tachypnoea, mydria-
sis, non-reactive pupils, skin erythema, hypotension, diarrhoea, abdominal cramps, hypersalivation) and neurological (myoclonus, 
hyperreflexia, rigidity, tremor, ataxia, bilateral Babinski sign, nystagmus) signs and symptoms (3). In most cases, symptoms are 
reported within 24 hours of taking a serotonergic agent and are observed within the first 6 hours in approximately 60% of patients 
(11). Our case also presented with mild to moderate symptoms that developed in the first 6 hours after taking analgesics and myore-
laxants together with high-dose SSRIs with suicidal intent (5,9). 
To make the diagnosis of SS, a history of serotonergic drug use, clinical findings and other diseases should be excluded. The diffe-
rential diagnosis of SS includes neuroleptic malignant syndrome (NMS), dystonic reaction, hyperthyroidism, tetanus, malignant hy-
perthermia and toxicity of some drugs (cocaine, amphetamines, lithium, etc.). Although there are common clinical symptoms 
between these conditions, there are specific findings for the diagnosis of SS (9). SS is most often misdiagnosed as NMS. The most 
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important findings that differentiate the two syndromes are the presence of clonus and hyperreflexia in SS, and lead pipe rigidity and 
high fever in NMS (12). In our case, clonus and hyperreflexia were present, but NMS was excluded because of the absence of rigi-
dity and fever (7). NMS, which is thought to be caused only by dopamine receptor antagonism, is a reaction to antipsychotic drugs. It 
develops a few days after taking the drug and patients take weeks to recover. However, when we look at the literature, SS starts 
between 1 day and 1 week after taking interacting drugs together. In most cases, it has been observed that the symptoms resolve 
within 2-7 days after discontinuation of these drugs (13). In our patient, who had no history of antipsychotic use, symptoms appeared 
within the first 6 hours and resolved within 3 days (14). 
Management of SS depends on the case and the severity of toxicity. Severe cases should be followed in the intensive care unit (10). 
There is no specific antidote for serotonin toxicity. Non-specific serotonin receptor blockers such as benzodiazepines, propranolol, 
chlorpromazine, cyproheptadine and methysergide may be used (14). The first stage of treatment includes early diagnosis, removal 
of the offending drugs and withdrawal of the serotonergic agent (12). In severe cases, intubation, mechanical ventilation and paraly-
sis should be considered. Autonomic instability, hypertension and hyperthermia should be controlled. Antipyretics and dantrolene 
should not be used. Vital signs are closely monitored and intravenous fluid/electrolyte support is given as necessary (2,3). Benzodi-
azepines are the mainstay of treatment in most cases because of their non-specific inhibitory effects on serotonergic transmission 
(9).  Our patient, who was diagnosed with AS at an early stage and was treated with sedation and supportive care in the ICU after 
administration of activated charcoal, gradually recovered within 3 days. 
Conclusion 
SS is a rare but life-threatening complication of antidepressants. It should be considered in patients with AS who present with altered 
consciousness, tremor, hyperreflexia and clonus shortly after taking therapeutic or toxic doses of SSRIs. It is most commonly misdi-
agnosed as NMS. History, physical examination and Hunter criteria are used to differentiate from other conditions. Early diagnosis, 
drug withdrawal and supportive care are the most effective treatment modalities. SSRIs should be carefully monitored when used 
alone or in combination with other medications. 
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The Effect Of Lar Ratıo On Mortalıty In Posttraumatıc Subdural Hemorrhage 
Bilgehan Demir1 
1Malatya Turgut Ozal Univercity 
Subdural hemorrhage is a hemorrhage between the dura mater and the arachnoid membrane, which surround the brain. They can 
be classified as acute, subacute and chronic. Acute hemorrhages are often traumatic. Early recognition and treatment is important. If 
not treated appropriately, they have high mortality and morbidity. There are some markers and indices to make the decision for in-
tensive care unit hospitalization and to predict mortality. Posttraumatic subdural hemorrhage is a condition that causes serious mor-
tality and morbidity (1-3). Clinically, it presents with very different symptoms. The most common symptom is headache (4). The most 
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effective imaging method in the diagnosis is computed tomography (5). Predicting the mortality rate of subdural hemorrhage, which 
is a serious cause of mortality, is uncertain for physicians. 
The aim of our study was to determine the importance of lymphocyte/albumin(s) ratio in mortality prediction. 
Materıal Method 
The data of adult patients over 18 years of age who were admitted to the emergency department of Malatya Training and Research 
Hospital with a diagnosis of subdural hemorrhage in the last 1 year were retrospectively analyzed. 30-day mortality and prognosis 
estimation of blood parameters [hemogram:leukocyte(10⅜uL) (WBC),neutrophil(10/uL) (neu), 
lymphocyte(10¾uL) (lym), biochemistry: albuming/dL) (alb), LAR index importance and whether there are inflammatory parameters 
that can be used in prognosis estimation. In total, 58 patient data were accessed and our study was conducted with the data of 46 
patients who met the inclusion and exclusion criteria. 
Inclusion criteria: 
Patients over 18 years of age with a diagnosis of subdural hemorrhage and hospitalization 
Patients admitted to our hospital between 2024 and 2025 and hospitalized with a diagnosis of subdural hemorrhage, whose data 
were retrospectively obtained from the hospital information system 
Exclusion criteria 
Patients under eighteen years of age 
Patients whose data cannot be fully accessed in the hospital data system 
All patients on anticoagulant and coagulant therapy 
Patients who were referred to different hospitals from the emergency department or who refused hospitalization voluntarily and had 
a previous diagnosis of subdural hemorrhage were excluded from the study. 
Statistical Analysis 
IBM SPSS statistics 27 program was used for statistical analyses while evaluating the findings obtained in the study. The conformity 
of the parameters to normal distribution was evaluated by shapiro wilk test. Descriptive statistical methods were given as mean, 
median, standard deviation, percentage (25-75% (Inter Quantile Range-IQR) and frequency. When comparing quantitative data, 
student t test was used for comparisons of normally distributed parameters between two groups and mann whitney u test was used 
for comparisons of non-normally distributed parameters between two groups. For quantitative data (blood parameters and inflamma-
tory indices), correlation analysis was performed to determine the relationship with length of intensive care unit stay and length of 
hospital stay. Our study was planned retrospectively and all patients who met the inclusion and exclusion criteria were includeds 
Fındıngs 
Initially 58 patients were included in our study. Forty-six patients who met the inclusion criteria were included. Shaporowilk normality 
test was performed. 
21.7% (10) of our patients were female and 78.3% (36) were male. While 82.6%(38) of our patients survived, 17.4%(8) of them died. 
All of our patients were followed up in intensive care unit. 
The mean age of our patients was 77.5 years (72.5-84.2) and blood values were respectively: 
WBC(10¾uL) 8.4 (7.1-11.0), neutrophil(10%/uL) 6.2 (4.5-9.6), lymphocyte(10%uL) 1.4 (0.8- 
1.9), albuming/dL) 3.55 (3.15-3.85), and are given in Table 1. 
 
Table 1.Median and IQR (Inter Quantile Range) values of blood parameters with nonparametric distribution 
  Median IQR 

WBC(103/uL) 8,4 7,1-11,0 

Neu(103/uL) 6,2 4,5-9,6 

Lym(103/uL) 1,4 0,8-1,9 

ALB(g/dL) 3,55 3,15-3,85 

LAR 0,46 0,38-0,66 
 

When our patients were grouped into survivors and ex-patients, alb values were lower in ex-patients. Blood parameters of the pati-
ents are given in Table 2. 
Table 2.Association of survivors and ex-patients with mortality 
 
   n p valeu 

WBC alive 38 0,9** 
ex 8 

Neu 
alive 38 

0,79** ex 8 
Lym alive 38 0,62** 
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ex 8 

Alb alive 38 0,036** 
ex 8 

LAR 
alive  38 

0,839** 
ex 8 

 
**Mann Whitney U test, yb: intensive care unit 

 
The correlation values for albumin and LAR were (p=0.046,r=-0.296) for albumin and (p=0.255,r=0.171) for LAR and are given in 
Table 3. 
Table 3.Association of blood parameters and LAR score with hospital and intensive care unit length of stay 

Parameters n r p Valeu Parameters n r p Valeu 

Alb HASTKALIS -0,435 0,003** Alb YBKALIS -0,296 0,046* 
LAR    0,176 0,242 LAR    0,171 0,255 
*. Correlation is significant at the 0.05 level (2-tailed). 
** Correlation is significant at the 0.01 level (2-tailed). 
 
Dıscussıon 
Subdural hemorrhage is more common in the male gender (1). In our study model, the literature was similar and the male gender 
was predominant. The fact that the male gender is more active in social life than the female gender in our country may explain this 
difference in gender. 
Senol et al. reported in a study that patients with subdural hemorrhage were compatible with the age group of geriatric patients (4). 
The mean age of our patient group was 77.5 years which was compatible with the literature. In geriatric patients, rupture of the brid-
ge veins which are stretched secondary to brain atrophy and loss of the properties and flexibility of the veins may explain the pre-
dominance of subdural hemorrhage in the geriatric patient age group. 
It is a known fact that albumin, which is a negative acute phase reactant, is low in traumatized patients or in patients with poor gene-
ral condition. In our study, low levels of albumin were found in patients with mortal course. 
No study was found between LAR ratio and mortality in subdural hemorrhage. Although the LAR rate was not statistically different in 
patients with mortal outcome, the LAR rate was higher in patients with mortal outcome, the LAR rate was higher in patients with 
mortality. 
We think that future studies with large patient groups will provide a new scale that can be used in the prediction of mortality with 
LAR. 
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Severe Necrotizing Soft Tissue Infection Following A Human Bite In An Elderly Woman, Complicated By Pulmonary Embo-
lism: A Case Report 
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Introduction 
Human bites account for a relatively small proportion of bite wounds, yet they carry a disproportionately high risk of infection and 
severe morbidity (1–3). This heightened risk is attributable to the dense polymicrobial inoculum of human saliva and the tendency for 
patients to present late, after infection is established (4). Indeed, human bite wounds often appear minor initially, leading to underes-
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timation; however, without prompt treatment they can progress to serious complications including deep space infections, septic 
arthritis, or even systemic infection (2). Necrotizing fasciitis is a rare but life-threatening complication of bite injuries, characterized by 
rapidly spreading necrosis of subcutaneous tissue and fascia (5). While necrotizing soft tissue infections (NSTIs) are uncommon in 
otherwise healthy individuals, bite-associated NSTIs have been documented, particularly in patients with risk factors such as diabe-
tes, immunosuppression, or advanced age (6,7). These infections require urgent surgical intervention and carry high mortality if not 
recognized early (5). 
We present the case of a 70-year-old woman with asthma who developed fulminant necrotizing soft tissue infection in her forearm 
after a seemingly innocuous human bite from her young grandchild. The case is notable for its atypical source (a bite by a child), the 
aggressive course requiring multiple surgeries, and the occurrence of a major thromboembolic complication (pulmonary embolism) 
during recovery. Through this case, we aim to highlight the clinical features and management of human bite infections progressing to 
necrotizing fasciitis, review appropriate antibiotic and surgical strategies, and discuss the need for multidisciplinary care and compli-
cation surveillance. This report adds to the growing literature emphasizing that no human bite should be dismissed as trivial, especi-
ally in high-risk hosts, and underscores key lessons for emergency and critical care management of such infections. 
Case Presentation 
Patient Information: A 70-year-old woman with a history of chronic asthma (on inhaled bronchodilators) presented to the emer-
gency department with a severely infected wound on her left forearm. Four days prior, she had sustained a bite injury to that arm 
from her 3-year-old grandchild during play. Initially, the bite was small and the patient did not seek immediate care, but over the 
subsequent days she developed progressive swelling and pain in the arm. 
Clinical Findings: On examination at presentation, the left forearm was markedly swollen with tense, erythematous skin and areas 
of dusky discoloration. Widespread hemorrhagic bullae were noted over the bite region, and underlying soft tissue crepitus was 
suspected. The wound area had patches of black necrosis and foul, purulent discharge, indicating a deep infection (Figure 1). Des-
pite the alarming local findings, the patient was alert with only mild fever (37.8°C) and a blood pressure of 110/70 mmHg. She repor-
ted severe pain in the arm but denied any other focal symptoms. Distal pulses in the hand were palpable, and there were no motor 
or sensory deficits in the limb. Systemic examination was otherwise unremarkable, and there were no signs of end-organ dysfunc-
tion at that time. 

 
Figure 1. Marked swelling of the left forearm, with skin tension, erythema, and patchy areas of dusky discoloration, widespread he-
morrhagic bullae over the bite region, black necrotic patches, and foul-smelling purulent discharge indicative of deep infection. 
Initial Investigations: Laboratory results revealed a profound inflammatory response. C-reactive protein was 394 mg/L (normal <5) 
and procalcitonin 3.36 ng/mL, consistent with severe infection. However, the white blood cell count was 5.0×10^9/L, which is within 
normal range, possibly reflecting an impaired immune response due to age or early consumption of leukocytes. Notably, the patient 
had hyponatremia (Na 125 mmol/L) and slightly prolonged coagulation indices (INR 1.47, PTT 39.1 seconds), suggesting systemic 
inflammatory effects. Platelets were mildly reduced (131×10^9/L). Blood lactate was not initially measured, but high inflammatory 
markers pointed toward sepsis. Plain radiographs of the forearm showed soft tissue swelling without bony injury. An urgent contrast-
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enhanced computed tomography (CT) of the left forearm was obtained to evaluate the extent of infection. The CT revealed diffuse 
edema and heterogeneous fluid collections in the subcutaneous tissues tracking from the distal forearm toward the elbow (app-
roximately 3–4 cm in length), with gas present in the soft tissues. There was no bone destruction or foreign body. These radiologic 
findings were consistent with necrotizing fasciitis and abscess formation. Given the clinical and imaging picture, a diagnosis of nec-
rotizing soft tissue infection (likely polymicrobial necrotizing fasciitis) was made. 
Emergency Management: The patient was started on broad-spectrum antibiotics immediately upon recognition of a severe soft 
tissue infection, even before culture results. Intravenous piperacillin-tazobactam (4.5 g every 8 hours) was initiated to cover gram-
positive, gram-negative, and anaerobic organisms common in bite wounds. In addition, IV teicoplanin (loading dose 600 mg twice on 
day 1, then 600 mg daily) was given to ensure coverage of methicillin-resistant Staphylococcus aureus (MRSA) and other gram-
positive pathogens. Tetanus toxoid and tetanus immunoglobulin were administered given the nature of the injury. Aggressive fluid 
resuscitation and analgesia were provided. The surgical team (Plastic and Reconstructive Surgery) was consulted emergently, and 
the patient was transferred to the operating room on the day of admission for exploratory surgery and source control. 
Surgical Intervention: The patient underwent urgent surgical exploration and debridement of the left forearm under regional anest-
hesia. Intraoperative findings confirmed extensive necrotizing fasciitis, with approximately 10×10 cm of devitalized dorsal forearm 
skin and underlying necrotic subcutaneous tissue and fascia. Purulent fluid and gas were encountered in the wound. A fasciotomy 
was performed to relieve compartment pressure, and all necrotic tissue was excised back to healthy, bleeding margins. Tissue 
samples were sent for culture and histopathology. The wounds were left open with antiseptic dressings, and the patient was trans-
ferred to the intensive care unit (ICU) for postoperative monitoring and care. 
ICU Course and Further Management: In the ICU, the patient remained on broad antibiotics and supportive care. Teicoplanin and 
piperacillin-tazobactam were continued as per infectious disease recommendations. She also received albumin infusions for hypoal-
buminemia, and vasopressor support was not required as her blood pressure remained stable. Daily wound inspections were per-
formed. Repeat surgical debridements were done on hospital day 3 and day 11 due to persistent areas of necrosis identified at the 
wound margins, which is common in necrotizing fasciitis to ensure all devitalized tissue is removed. Wound cultures from the initial 
and subsequent surgeries surprisingly showed no bacterial growth; this was attributed to prior antibiotic administration. Histopatho-
logy of the excised tissue was consistent with acute severe soft tissue infection (necrotizing fasciitis). 
Throughout this period, the patient’s respiratory status and hemodynamics were stable. She required bronchodilator therapy for her 
asthma and received low-dose systemic corticosteroids (intravenous dexamethasone 8 mg daily) in the ICU for possible relative 
adrenal insufficiency and to mitigate airway inflammation. Importantly, venous thromboembolism (VTE) prophylaxis with subcutane-
ous enoxaparin (40 mg twice daily, adjusted dose for her body weight) was instituted early, given her reduced mobility and the proth-
rombotic state associated with infection. A vascular surgery consult had been obtained on admission because her arm ultrasound 
showed thrombophlebitis in superficial veins around the infected area; this was managed with limb elevation and the same anticoa-
gulation prophylaxis. 
By day 16, the infection was under control and the patient was transferred out of the ICU to the surgical ward. The forearm wound 
was being managed with daily antiseptic dressings. Laboratory markers of infection steadily improved (CRP down to 50 mg/L by the 
third week). 
Complication – Pulmonary Embolism: On hospital day 23 (7th day on the ward), the patient developed sudden onset of pleuritic 
chest pain and acute dyspnea. Her oxygen saturation dropped to 65% on room air, improving only to 80% with high-flow oxygen. 
Tachycardia (126/min) and mild hypotension (BP 100/70 mmHg) were noted, with an otherwise normal sinus rhythm on ECG. Given 
the acute presentation in a postoperative, infection-recovery setting, pulmonary embolism (PE) was suspected despite ongoing 
prophylaxis. An urgent CT pulmonary angiogram was performed, which revealed filling defects in branches of the right pulmonary 
artery to the middle and lower lobes, confirming an acute PE. Bilateral minimal pleural effusions and basal atelectasis were also 
noted. The patient was transferred back to the ICU for closer monitoring and management of the PE. Full-dose anticoagulation was 
initiated with enoxaparin (~60 mg subcutaneously twice daily). A cardiology evaluation showed a normal cardiac ultrasound aside 
from mild right heart dilatation, and no evidence of heart failure. Given her asthma history, a pulmonology consult was also obtained; 
inhaled budesonide was started for bronchospasm, and supplemental oxygen was administered. Over the next 48 hours, her respi-
ratory status improved on anticoagulation and supportive care. 
Further Hospital Course: After stabilization of the PE, the patient spent an additional 5 days in ICU, then returned to the ward. 
Broad-spectrum antibiotic therapy was revised on infectious disease consultation: due to the prolonged course and concerns about 
resistant organisms, the regimen was switched to meropenem (1 g every 8 hours) plus linezolid (600 mg every 12 hours), and pipe-
racillin-tazobactam with teicoplanin were discontinued. The wound continued to show healthy granulation tissue after the serial deb-
ridements. On hospital day 37, a fourth surgical debridement was performed to remove a small residual area of non-viable tissue, 
and at that time a decision was made to perform reconstruction of the soft tissue defect. A split-thickness skin graft was harvested 
from the lateral thigh and applied to the forearm wound, which measured approximately 8×6 cm after all debridements. A negative-
pressure wound therapy dressing (VAC) was placed over the graft to promote adherence. 
In the fourth week, the patient had a brief episode of hospital-acquired pneumonia evidenced by a new cough with green sputum on 
day 39. Sputum cultures grew Pseudomonas aeruginosa (susceptible to meropenem). With the addition of an inhaled mucolytic (N-
acetylcysteine 1200 mg daily) and continued antibiotics, this was managed without progression to severe pneumonia. A short course 
of diuretics was given for the pleural effusions. The patient also experienced transient episodes of atrial fibrillation with rapid ventri-
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cular response (heart rate ~124 bpm), likely due to infections and stress; cardiology recommended a low-dose beta-blocker (metop-
rolol 50 mg daily) and low-dose aspirin for rate control and stroke prophylaxis given her age, alongside therapeutic enoxaparin. 
Outcome: By hospital day 45, the patient had markedly improved. Her forearm graft was taking well with no signs of residual infec-
tion. Inflammatory markers normalized (CRP <10 mg/L) and she was afebrile, breathing comfortably on room air with oxygen satura-
tion ~91%. She had no further chest pain or respiratory difficulty. The left arm was healing; although she had some stiffness of the 
wrist and fingers, physical therapy was initiated to improve range of motion. The patient was discharged home on day 45 with inst-
ructions for wound care and follow-up. At discharge, she was transitioned from enoxaparin injections to oral rivaroxaban for a plan-
ned total of 6 months of anticoagulation for the pulmonary embolism. She was also prescribed oral amoxicillin-clavulanate to conti-
nue antibiotic coverage for an additional week as a precaution, and given inhalers for her asthma. 
Discussion 
This case demonstrates the severe consequences a human bite can have in an elderly patient, evolving into necrotizing fasciitis and 
systemic complications. Human bite wounds are often polymicrobial and notoriously prone to infection; even a small bite can seed a 
mix of bacteria leading to aggressive soft tissue infection (2). In our patient, the combination of an inoculum of oral flora and a dela-
yed presentation created the perfect setting for a necrotizing soft tissue infection. Similar instances have been reported in the litera-
ture. For example, Li et al. describe a 68-year-old man who sustained a seemingly minor forearm bite from a toddler, which within 24 
hours progressed to gas gangrene-like necrotizing fasciitis and required an emergency arm amputation (7). That patient had underl-
ying myelodysplastic syndrome (evolving to leukemia), highlighting how immunocompromise can predispose to such fulminant infec-
tions. Our patient, while not overtly immunosuppressed, was 70 years old and possibly had an attenuated immune response due to 
age; notably, she did not mount a high leukocyte count despite extensive infection. Advanced age and comorbid conditions (like 
asthma requiring steroids) may reduce the ability to contain infection, allowing it to spread unchecked. 
Microbiology: Human bite infections typically involve a polymicrobial mix of organisms from the biter’s saliva and the victim’s skin 
flora (2). Commonly isolated bacteria include Staphylococcus aureus (including MRSA), various streptococci (especially viridans 
streptococci), and anaerobes such as Eikenella corrodens, Fusobacterium, Prevotella, and Peptostreptococcus (2). Eikenella corro-
dens, a gram-negative facultative anaerobe, is particularly associated with human bites (especially clenched-fist “fight bites”) and is 
inherently resistant to certain antibiotics like clindamycin and first-generation cephalosporins (2). In our case, no organism grew on 
culture, likely due to early empiric antibiotic administration. However, the clinical presentation and course suggest a polymicrobial 
necrotizing infection. Broad coverage was necessary to address the possible mix of streptococci (which can drive toxin-mediated 
tissue destruction) and anaerobes from oral flora. It is worth noting that group A Streptococcus is a common cause of monomicrobial 
necrotizing fasciitis in other settings, but bite-induced cases more often involve multiple organisms (Type I NSTI), or occasionally 
unusual pathogens (a prior case identified Aeromonas hydrophila in a bite wound, possibly from oral contamination with water). 
Regardless of the specific pathogen(s), the management principles remain the same. 
Management: Early and aggressive management of necrotizing infection is paramount. Guidelines emphasize prompt surgical 
debridement as the cornerstone of therapy, combined with broad-spectrum antibiotics and intensive supportive care (5,8). Our app-
roach was in line with these recommendations. We initiated empiric antibiotics covering aerobic and anaerobic bacteria as soon as 
necrotizing fasciitis was suspected. For less severe bite wounds without necrosis, amoxicillin-clavulanate is generally the first-line 
antibiotic therapy. In the hospital setting, ampicillin-sulbactam is a common IV equivalent. However, in a rapidly spreading infection 
with systemic signs, broader coverage is warranted. IDSA guidelines for necrotizing fasciitis advise empiric therapy such as van-
comycin (or linezolid) plus piperacillin-tazobactam, or a carbapenem, to cover MRSA, gram-negatives, and anaerobes (8). Our pati-
ent received teicoplanin (a glycopeptide similar to vancomycin) plus piperacillin-tazobactam, which is an appropriate regimen consis-
tent with these recommendations. This combination likely helped control the infection early, even though definitive culture guidance 
was lacking. The subsequent switch to meropenem and linezolid was a logical step to prevent resistance and ensure continued 
broad coverage during her prolonged ICU stay. 
In total, four surgical debridements were performed, reflecting the often iterative process of managing NSTIs – repeated exploration 
is frequently needed until all necrotic tissue is removed and the infection is fully controlled. Aggressive surgical management signifi-
cantly improves survival in necrotizing fasciitis (9). In our case, early fasciotomy was also performed due to concern for compartment 
syndrome in the swollen forearm; this likely prevented further ischemic damage. The collaboration of emergency physicians, surge-
ons (plastic/reconstructive and orthopedic as needed), intensivists, and infectious disease specialists was crucial in this case, illust-
rating the recommended multidisciplinary approach to complex infections (9). Close cooperation among specialties facilitates timely 
decisions – for instance, surgical teams can perform life-saving debridements while intensivists manage sepsis and organ support, 
and infectious disease experts tailor antimicrobial therapy (9). 
Complications: Despite optimal care, our patient developed a major complication – a pulmonary embolism. Patients with severe 
infections and prolonged immobilization are at significant risk for venous thromboembolism. The systemic inflammatory state in 
sepsis can induce a hypercoagulable condition, sometimes termed sepsis-associated coagulopathy. A recent analysis of millions of 
sepsis cases reported acute PE in approximately 2.3% of patients with septic shock (10), highlighting that infection itself is a risk 
factor for thrombotic events. Our patient received standard prophylaxis, yet still developed a PE in the third week of hospitalization. 
This underscores that even with prophylactic anticoagulation, high-risk patients can sustain thromboses; thus, a high index of suspi-
cion for PE is needed when clinical signs arise. Fortunately, the PE was recognized early and managed with therapeutic anticoagu-
lation, and the patient had no long-term cardiopulmonary sequelae. This case suggests consideration of enhanced VTE prophylaxis 
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strategies in patients with NSTIs (for example, intermediate-dose anticoagulation in those with multiple risk factors), though such 
decisions must be balanced against bleeding risk on a case-by-case basis. 
Another aspect illustrated by this case is the importance of supportive care and monitoring for other organ systems. Our patient’s 
course was complicated by transient bacteremia (presumed given the high procalcitonin, though blood cultures were negative) and a 
mild hospital-acquired pneumonia, which were managed with adjustments in antibiotics and respiratory therapy. The use of adjuncti-
ve therapies in necrotizing fasciitis (such as intravenous immunoglobulin for streptococcal toxic shock, or hyperbaric oxygen the-
rapy) was considered but deemed unnecessary in this case after improvement with standard care. Throughout her ICU stay, meticu-
lous attention was given to fluid balance, renal function, and nutrition (including albumin supplementation to address hypoalbumine-
mia common in critical illness). 
Outcomes and Follow-Up: Thanks to prompt surgical and medical intervention, the patient survived a condition that can be fatal in 
up to 20–40% of cases, according to various series (8). Limb function was preserved, albeit with expected scarring and some stiff-
ness requiring rehabilitation. The decision to perform a skin graft at the later stage provided wound closure that likely sped up reco-
very; earlier closure is usually deferred until infection is clearly resolved. On follow-up at 2 months post-discharge, the patient’s graf-
ted forearm had healed well, and she had regained useful function of her hand. She remained on rivaroxaban for anticoagulation 
and had no recurrence of thromboembolic events. Her case underscores that with aggressive management, even elderly patients 
with necrotizing fasciitis can have good outcomes, though the journey is often prolonged and fraught with potential setbacks. 
Lessons and Recommendations 
This case highlights several key principles in managing complex bite wound infections and NSTIs: 
High suspicion and early intervention: Clinicians should maintain a low threshold to suspect deep infection in any bite wound that 
shows progressive swelling, severe pain, or systemic signs. Early diagnosis and surgical consultation can be lifesaving (4). Even 
before definitive imaging or culture results, if necrotizing fasciitis is suspected, initiate broad-spectrum antibiotics and arrange prompt 
surgical exploration. 
Multidisciplinary management: Engage a team that may include emergency physicians, surgeons (for debridement and reconst-
ruction), infectious disease specialists (to guide antimicrobials), intensivists (for organ support), and others as needed (9). In our 
case, input from plastic surgery, cardiology, pulmonology, and rehabilitation services all contributed to the patient’s recovery. 
Empiric antibiotic strategy: Use broad empiric antibiotics for serious bite wounds. A combination covering Staphylococ-
cus/Streptococcus (including MRSA), gram-negatives, and anaerobes is recommended in NSTIs (8). Tailor antibiotics based on 
cultures if available, and involve infectious disease experts for adjustments. For less severe infections, narrower coverage (e.g. 
amoxicillin-clavulanate for outpatient therapy) is appropriate, but escalation is required if there are signs of systemic spread or tissue 
necrosis. 
Serial debridement and wound care: Adequate surgical debridement is often not one-and-done. Plan for possible repeat operations 
to remove all necrotic tissue. Adjunct techniques such as negative-pressure wound therapy can assist in wound healing once the 
infection is controlled. Do not attempt definitive wound closure (grafting or suturing) until infection is clearly resolving; interim use of 
wound VAC or dressings is preferred. 
Monitor and prevent complications: Patients with severe infections are vulnerable to complications such as organ failure, secon-
dary infections, and thromboembolism. Implement prophylactic measures (e.g. anticoagulation, ulcer prophylaxis) and closely moni-
tor vital signs, lab trends, and clinical status. In our patient, vigilant monitoring enabled early detection of the pulmonary embolism 
and a pneumonia, which were addressed before leading to further deterioration. 
Conclusion 
Human bite injuries, even those that initially appear minor, must be approached with caution due to the high risk of infection and 
potential for devastating outcomes. This case illustrates how a bite from a small child led to a necrotizing soft tissue infection in an 
elderly woman – a reminder that any breach in the skin by human teeth can inoculate dangerous pathogens. Early recognition and a 
proactive treatment strategy were critical in averting limb loss or death. The successful outcome for our patient was achieved thro-
ugh prompt surgical debridement, appropriate broad-spectrum antibiotics, and comprehensive supportive care in an ICU setting. 
Clinicians should be aware that necrotizing fasciitis can complicate bite wounds, particularly in patients with comorbidities or delayed 
presentation, and that management requires both aggressive local control of infection and supportive measures to prevent systemic 
complications. Additionally, the occurrence of a pulmonary embolism in this case emphasizes the need for thromboprophylaxis and 
high vigilance for thrombotic events in patients immobilized or critically ill due to severe infections. 
In summary, this case underscores the principle that “no human bite should be underestimated.” Early intervention, multidisciplinary 
coordination, and attention to complications allowed our patient to recover fully. Emergency and critical care providers should re-
member that behind an innocuous-looking bite may lurk a limb- and life-threatening infection. Timely surgery, correct antibiotic choi-
ces, and vigilant critical care can make the difference in outcomes for these rare but perilous cases (6, 9). 
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Colchicine Intoxication: An Innocent Drug or a Deadly Poison? 
Ekim SAĞLAM GÜRMEN, Sezer AKÇALI 
Manisa Celal Bayar University School of Medicine, Emergency Department, Manisa, Turkey 
Introductıon: 
Colchicine is a drug used in the chronic treatment of Familial Mediterranean Fever (FMF), as well as in the management of acute 
attacks of gout arthritis and pseudogout. Although colchicine intoxication is not frequently encountered in emergency departments, it 
is a condition that requires attention due to its life-threatening symptoms (1). Acute poisoning is rare but can present with a wide 
range of clinical manifestations, from gastrointestinal and hematological changes to cardiogenic shock (2). 
Case: 
An 18-year-old female patient presented to our emergency department with severe nausea, vomiting, and diarrhea that had started 
a few hours before her admission. She had no known chronic diseases except for allergic asthma. Her family history revealed FMF 
in her mother and sibling and Ankylosing Spondylitis in her father. On physical examination, she exhibited diffuse abdominal tender-
ness, more pronounced in the upper quadrants. Laboratory results were as follows: WBC: 13,100, NEU%: 85.1, CRP: 21.05 mg/dL, 
LDH: 4,485 U/L, ALT: 914 U/L, AST: 2,416 U/L, CK: 1,244 U/L, INR: 1.83, and Troponin I: 1,544 ng/L. No additional pathology was 
identified. Abdominal imaging revealed a heterogeneous liver appearance with reduced density, hepatosteatosis, and pericholecystic 
fluid accumulation. 
Upon admission, the patient denied any drug intake or unusual food consumption. However, during follow-up and upon further ques-
tioning, she admitted to having taken 3-4 boxes (approximately 30 tablets) of colchicine three days prior in a suicide attempt. Con-
sultation with the national poison control center (114 Poison Advisory Hotline) was conducted. Due to the risk of cardiogenic shock, 
the patient was admitted to the intensive care unit (ICU) for close monitoring. 
Dıscussıon: 
Although colchicine is primarily used to treat acute attacks of gout and pseudogout, it has also been effective in the treatment of 
Familial Mediterranean Fever (FMF) and Behçet’s syndrome for the past 50 years. Studies indicate that doses of <0.5 mg/kg cause 
minor toxicity with a 100% recovery rate, while doses between 0.5-0.8 mg/kg lead to major toxicity with a 10% mortality rate (3). At 
doses exceeding 0.8 mg/kg, mortality occurs within 72 hours due to cardiogenic shock. However, prognosis is not always directly 
proportional to the ingested dose. 
Currently, there is no known antidote for colchicine toxicity (2). Patients exposed to high doses of colchicine should be monitored in 
the ICU with appropriate fluid-electrolyte therapy, hemodynamic monitoring, and respiratory support. Fluid and electrolyte replace-
ment therapy is a priority to reduce gastrointestinal losses (1). Daily complete blood count (CBC) monitoring is essential to detect 
anemia, leukopenia, and thrombocytopenia, and preventive measures should be taken to mitigate potential hemorrhagic complicati-
ons (4). 

Keywords:Familial Mediterranean Fever, Colchicine, Suicide 
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A Rare Complication of Acute Myocardial Injury and Successful Patient Management: Ventricular Septal Defect 
Safa Özçelik (Orcid ID: 0000-0003-4789-450X), MD, Department of Cardiovascular Surgery, Kosuyolu Heart Training and 
Research Hospital, Istanbul, Turkiye 
Introduction 
Ventricular septal defect (VSD) following myocardial infarction (post-MI VSD) is a rare yet life-threatening complication. With the 
prompt management of acute coronary syndromes and early revascularization, its incidence has progressively declined. However, 
despite technological advancements, a substantial reduction in mortality rates has not been achieved. The hemodynamic instability 
of patients at the time of presentation, along with the fragility of the ischemic myocardial tissue in the intervention area, significantly 
contributes to the high mortality risk. 
Case 
A 70-year-old male patient presented to our emergency department with a four-day history of angina. Coronary angiography revea-
led total occlusion with slow antegrade flow in the left anterior descending (LAD) artery and the first diagonal branch. Transthoracic 
echocardiography performed in the emergency department identified a post-MI VSD measuring 3 × 4 cm in the apical region. No 
accompanying valvular pathology was observed and the ejection fraction (EF) was calculated as 35%. Surgical intervention was 
planned for simultaneous revascularization and VSD repair.  
The patient was taken to surgery under intra-aortic balloon pump (IABP) support and cardiopulmonary bypass was initiated. Myo-
cardial protection was achieved using antegrade modified Del Nido cardioplegia. Saphenous vein grafts were used for distal anas-
tomoses of the LAD and first diagonal branch. To explore the apical VSD, a ventriculotomy was performed approximately 2 cm late-
ral to the LAD. The tissue adjacent to the ventricular septum appeared fragile. A pericardial patch reinforced with pledgets was sutu-
red to the healthy tissue surrounding the septal defect using 4-0 Prolene sutures, closing both sides of the defect in a single layer. 
The ventriculotomy incision was also closed using 3-0 Prolene sutures, reinforced with pledgets and a pericardial patch. Figure 1 
displays photographs related to the surgical repair. The schematic drawing of the surgically repaired VSD is shown in Figure 2. 
Proximal anastomoses were performed on the ascending aorta. Following deairing, the cross-clamp was removed and the heart 
resumed spontaneous activity. The patient was weaned off cardiopulmonary bypass under IABP support without the need for inotro-
pic agents. 
The patient was transferred to the intensive care unit in stable condition and was extubated six hours postoperatively. IABP support 
was weaned off on the first postoperative day. On the second postoperative day, the patient was transferred to the ward for further 
monitoring and was discharged on the seventh day. Echocardiography performed at the 12-month follow-up revealed an ejection 
fraction (EF) of 40%, with no residual shunting across the interventricular septum. 
 

Figure 1: Surgical Photos of VSD Repair Figure 2: The cross-sectional schematic drawing of the surgically repai-
red VSD 
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Discussion 
The mortality rate of post-MI VSD is high. In the preoperative period, afterload should be reduced through medical and, when ne-
cessary, mechanical support before proceeding with surgery. Various surgical techniques have been described for this condition. 
One of the challenges in surgery is the fragility of ischemic tissue, especially around the VSD. The presence of a residual shunt after 
surgery or the formation of a new tear at the patch site during the procedure are significant factors increasing mortality. Modifications 
in surgical techniques that allow the suture line to be placed on healthy tissue can improve survival outcomes. For this purpose, 
Komeda and colleagues introduced the "infarct exclusion method", in which they performed ventricular remodeling using a pericar-
dial patch. In the “double-patch technique” described by Balkanay and colleagues, the pericardial patch was sutured to the intact 
areas of the VSD to prevent the formation of residual shunts. We believe that excluding the revascularized ventricular area with a 
pericardial patch may negatively affect ventricular function. Therefore, instead of completely excluding the ventricular structures 
adjacent to the septum, we used the intact tissues to secure the patch. By covering both surfaces of the VSD, we reduced the likeli-
hood of residual shunting. Additionally, this approach provides a more pressure-resistant alternative compared to a single patch. 
Unlike the previously described techniques, our method does not require the use of biological adhesives to minimize the risk of resi-
dual shunting. 
Numerous techniques have been described for VSD closure. The technique we applied is also a safe and easily implementable 
method. Since post-MI VSD is a rare condition, we have had limited opportunities to test this technique in a larger patient population. 
Further applications in a greater number of patients will provide a better understanding of its outcomes. 

2145 
A Rare Cause of Childhood Stroke: Minor Head Trauma 
Mehmed ULU1, Abdil Coskun2 
1Adiyaman Research and Training Hospital 
2Kutahya Health Sciences University Medical Faculty Emergency Department 
Introduction 
Head trauma is an important cause of mortality and morbidity in pediatric patients over 1 years of age. Falls from the same level and 
falls from height are the most common causes of head trauma. The majority of these patients who present to the emergency de-
partment are consistent with mild head trauma (1). Although cases consistent with severe head trauma are fewer in number, the 
pathologies leading to mortality and morbidity are more frequently observed in this patient group. Subdural, epidural, subarachnoid, 
and intracerebral hemorrhages, cerebral contusion and edema, and diffuse axonal injury are among the major trauma-related patho-
logies observed in these patients (1,2). 
Ischemic stroke following mild head trauma is a rare post-traumatic pathology in the pediatric age group. Although the exact cause is 
unknown, it is thought to be related to vasospasm or thrombosis of the lenticulostriate arteries following trauma. It is usually obser-
ved in the basal ganglia region (2,3,4). This case report presents a 3-year-old patient who was admitted to the emergency depart-
ment following mild head trauma and was subsequently diagnosed with ischemic stroke secondary to trauma. 
Case 
A 3-year-old girl was admitted to our emergency department (ED) after falling from a seat approximately 25 inches high, 12 hours 
earlier. She has no known history of chronic disease and presented with malaise and impaired consciousness. The patient fell on the 
left parietal region and a small hematoma was identified in that area. Her parents reported that she had initially been evaluated at a 
local ED after the fall, where her head computed tomography (CT) and laboratory results were normal, and she was discharged. 
However, due to her persistent symptoms, they brought her to our ED. 
Her vital signs were stable and she had isolated head trauma, other systemic examination was normal. On admission, she was 
lethargic, uncooperative, and had a Glasgow Coma Scale (GCS) score of 11. Neurological examination revealed weakness in her 
left arm and leg, with muscle strength graded at 4/5. Laboratory tests showed hemoglobin at 10.5, glucose at 69, pH at 7.28, and 
bicarbonate at 12, while other laboratory results were within normal limits. Both head and spinal CT scans were normal. The patient 
was consulted with a neurosurgeon. The neurosurgeron recommended a diffusion MRI, and the performed diffusion MRI revealed 
diffusion restriction compatible with acute ischemia in the right lentiform nucleus and the posterior part of the body of the caudate 
nucleus (Figure-1). 
The patient was consulted with pediatric neurology based on imaging findings and was admitted to the pediatric intensive care unit 
with a preliminary diagnosis of ischemic cerebrovascular event. The patient was also evaluated by pediatric hematology and cardio-
logy, and advanced investigations for the etiology of ischemic stroke were inconclusive. The patient was diagnosed with ischemic 
stroke secondary to minor head trauma. After 7 days in intensive care and 1 day of pediatric ward follow-up, the patient was disc-
harged. According to the patient’s relatives, one week after discharge, the weakness in the left upper and lower extremities gradually 
improved and returned to normal without any sequelae.  
Conclussion 
In pediatric patients, head trauma commonly causes intracerebral hemorrhage; however, in rare cases, it can also lead to ischemic 
stroke. Clinicians should be aware of this rare complication, especially when neurological deficits persist despite normal initial ima-
ging. 
Keywords: Minor head trauma, childhood stroke, pediatric head trauma 
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Ruptured Pulmonary Hydatid Cyst Presenting as Massive Pleural Effusion in a 10-Year-Old Boy: A Case Report 
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Introduction 
Hydatid disease is a significant public health problem in many endemic regions, including the Mediterranean, Middle East, and parts 
of Asia (1). It is caused by the larval stage of Echinococcus granulosus, a tapeworm whose life cycle involves canines as definitive 
hosts and livestock as intermediate hosts. Humans are accidental intermediate hosts who become infected by ingesting parasite 
eggs. The most commonly affected organs in human echinococcosis are the liver and lungs (1). Notably, in pediatric patients the 
lungs are often the predominant site of hydatid cysts, whereas adults more frequently present with hepatic cysts (1). Pulmonary 
hydatid cysts can grow to considerable size due to the elastic lung tissue and negative intrathoracic pressure, often without early 
symptoms. Over time, patients may develop cough, chest pain, or dyspnea as the cyst enlarges, but many remain asymptomatic 
until a complication occurs (2). The most dreaded complication is cyst rupture. When a pulmonary hydatid cyst ruptures, it can spill 
fluid and scolices into bronchial or pleural spaces, leading to severe clinical manifestations. We present a case of a 10-year-old boy 
with a massive left pleural effusion as the initial presentation of a ruptured pulmonary hydatid cyst. The case underscores the impor-
tance of considering hydatid disease in the differential diagnosis of unexplained pleural effusions in children from endemic areas and 
highlights the management approach for this potentially life-threatening complication. 
Case Presentation 
A 10-year-old male from a rural area presented to a district hospital emergency department with acute respiratory distress. His 
symptoms began a few days prior with cough and left-sided chest pain, progressively worsening to severe dyspnea on the day of 
admission. There was no history of trauma. The patient’s medical and family history were unremarkable, although it was noted that 
he lived in an area where livestock farming was common. 
On examination, the child appeared anxious and tachypneic. Vital signs showed a respiratory rate of 40/min, heart rate of 130/min, 
blood pressure 105/70 mmHg, and oxygen saturation 91% on room air. He had decreased expansion of the left hemithorax. On 
auscultation, breath sounds were markedly diminished over the entire left lung field with pronounced dullness to percussion, consis-
tent with a large pleural effusion. The right lung had vesicular breath sounds without rales. There were no signs of urticaria or rash. 
Initial laboratory investigations revealed mild leukocytosis (WBC 13,000/µL) with eosinophils in the upper normal range, and an 
elevated C-reactive protein of 5 mg/dL. Liver and renal function tests were within normal limits. A chest radiograph demonstrated 
almost complete opacification of the left hemithorax with mediastinal shift to the right, suggestive of a massive left pleural effusion. 
The right lung was clear. Given the significant respiratory compromise, an urgent ultrasound of the chest was performed to characte-
rize the effusion and guide management. Ultrasound confirmed a large pleural fluid collection on the left side. Notably, within the 
fluid there appeared to be an ill-defined septated cystic structure in the lower half of the thorax, raising suspicion of an underlying 
lesion rather than a simple empyema. 
A diagnostic and therapeutic thoracentesis was carefully performed, yielding approximately 150 mL of clear, pale yellow fluid. Analy-
sis of the fluid showed an exudative profile (protein 4.8 g/dL, LDH 600 U/L) but was negative for bacteria on Gram stain and culture. 
Given the atypical nature of the effusion fluid and the ultrasound finding of a cystic structure, a contrast-enhanced computed tomog-
raphy (CT) scan of the chest was obtained for further evaluation. The CT scan revealed a large cystic lesion (~10 cm in diameter) 
occupying the left lower lobe, with evidence of partial rupture. The cyst contained irregular internal membranes and air-fluid levels 
(Figure 1). The left pleural space was filled with fluid, and collapsed lung parenchyma was noted draped around the cyst. No other 
cysts were seen in the lungs or abdomen. These imaging features were highly suggestive of a hydatid cyst with rupture into the 
pleural cavity. 
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Figure 1. The CT scan; a large cystic lesion (~10 cm in diameter) occupying the left lower lobe, with evidence of partial 
rüptüre. 
The patient was started on high-flow oxygen and intravenous fluids. Considering the likely diagnosis of a complicated hydatid cyst, 
we initiated albendazole (10 mg/kg) to begin antiparasitic coverage, and the pediatric surgery service was consulted. The child was 
transferred to a tertiary care center with cardiothoracic surgical capability the same day. Upon arrival, serological testing for hydatid 
disease (IgG ELISA) was performed and later returned positive, although definitive diagnosis was to be made via surgery. 
Within 24 hours of presentation, the patient underwent a left posterolateral thoracotomy. Intraoperatively, about 1 liter of serous 
pleural fluid was encountered and evacuated. A large hydatid cyst was found protruding from the left lower lobe into the pleural 
space (Figure 2). The cyst had ruptured, and the free cyst fluid had spilled into the pleural cavity; however, fibrous adhesions locali-
zed the spillage. The surgical team took precautions to avoid contamination, including packing the area with sponges soaked in 
hypertonic saline (a scolicidal agent). The cyst was opened carefully. Thick laminated membranes (endocyst) and numerous daugh-
ter cysts were evacuated from the cavity. The bronchial communications were identified and sutured. A capitonnage procedure was 
performed – the residual cyst cavity in the lung was obliterated by suturing the edges together in layers, to eliminate dead space. 
Two chest tubes were placed (one apical and one basal) and the thoracotomy was closed in layers. 

 
Figure 2. Intraoperative and postoperative imaging of pulmonary hydatid cyst. 
The patient was extubated in the recovery room and had an uncomplicated postoperative course. Chest tube drainage was sero-
sanguinous and steadily decreased; both tubes were removed by postoperative day 4. The patient was discharged on postoperative 
day 7 in good condition. At discharge, a 3-month course of albendazole was prescribed (15 mg/kg/day in two divided doses) to era-
dicate any residual scolices and minimize recurrence risk. On follow-up at 1 and 3 months, the boy was asymptomatic and chest X-
rays showed full expansion of the left lung with no fluid re-accumulation. 
Discussion 
Hydatid cyst rupture into the pleural space is an infrequent but serious complication of pulmonary hydatidosis. In children, pulmonary 
hydatid cysts often remain silent until they become large or rupture (2). In one pediatric series, nearly 40% of pulmonary hydatid 
cases had evidence of cyst rupture at presentation (2), highlighting how common this complication can be in endemic regions. Our 
patient’s initial presentation with isolated massive pleural effusion and respiratory distress is relatively uncommon. Typically, an 
intact lung cyst might present with cough, chest pain, or hemoptysis, whereas rupture into a bronchus classically produces a sudden 
cough with salty tasting sputum or even expectoration of cyst fragments (3). Rupture into the pleural cavity, on the other hand, can 
lead to overflow of cyst fluid and cause pleural effusion, hydropneumothorax, or empyema(3). In this case, the entire hemithorax 
was opacified due to a combination of the large cyst and pleural fluid—mimicking an empyema or massive parapneumonic effusion 
on initial imaging. 
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Pleural involvement in hydatid disease is generally secondary to a pulmonary or hepatic cyst eroding into the pleural space (3). It is 
a relatively rare occurrence overall, reported in only about 2–7% of all hydatid disease cases(3), but higher rates have been obser-
ved among those with lung cysts. For example, in a large clinical series of 412 pulmonary hydatid cases, 76 patients (approximately 
18%) developed pleural rupture complications such as effusion or pneumothorax (4). Similarly, our patient’s cyst was located perip-
herally in the lung and ruptured into the pleural cavity, leading to a massive effusion. Once a cyst ruptures, the released fluid and 
scolices provoke an intense pleural inflammatory reaction. This can manifest as pleural effusion, often initially sterile, but it may 
become secondarily infected (empyema) if not promptly treated (3). In our case, no bacteria were grown from the pleural fluid, indi-
cating we intervened before infection set in. 
Another critical concern with ruptured hydatid cysts is the risk of systemic allergic reactions. The fluid within a hydatid cyst is antige-
nic; when it spills, patients can develop urticaria, bronchospasm, or even anaphylactic shock (5). Fortunately, our patient did not 
experience anaphylaxis despite the cyst rupture. It’s possible that the rupture was contained by pleural adhesions limiting exposure 
of antigens to systemic circulation. Nonetheless, clinicians must be vigilant for signs of an allergic reaction in similar scenarios, and 
epinephrine and steroids should be readily available during any interventions such as aspiration or surgery. Notably, diagnostic 
aspiration of a hydatid cyst is contraindicated unless absolutely necessary, due to the risk of anaphylaxis and dissemination of the 
infection (5). In this case, a minor thoracentesis was performed to relieve pressure and confirm the effusion; it was done with cau-
tion, and indeed only clear fluid was obtained without collapse of the cyst itself, thus avoiding a severe reaction. 
Imaging is paramount in diagnosing a hydatid cyst and its complications. In our patient, chest ultrasound first raised the suspicion of 
a complex cystic structure rather than a simple effusion. Chest CT then provided a definitive diagnosis by visualizing the cyst with 
internal septations and membranes. Certain radiologic signs are characteristic of ruptured hydatid cysts. One classic finding is the 
“water lily sign,” which appears when the endocyst membrane detaches and floats in the fluid of the parent cyst cavity, resembling a 
water lily on radiographs or CT (6). This sign was essentially observed in our patient’s CT as undulating membranes within the cystic 
lesion. Other described CT signs of hydatid cyst rupture include the “air crescent sign” (air between the pericyst and collapsed en-
docyst) and the “meniscus sign,” among others (3). Recognizing these imaging features can help differentiate a ruptured hydatid 
cyst from other causes of cystic lung lesions or complex pleural collections. In ambiguous cases, serologic tests (such as IgG ELISA 
for echinococcus) are useful supportive tools, though they may be false-negative in up to 10–20% of pulmonary cases (3). In our 
patient, the positive serology further supported the diagnosis but was obtained after imaging already pointed to a hydatid cyst. 
The definitive treatment for pulmonary hydatid cysts—especially those that are complicated by rupture—is surgical. Surgery both 
removes the parasite and addresses the complications (such as evacuating pleural fluid and re-expanding the lung) (7). In our case, 
urgent surgical intervention via thoracotomy allowed complete removal of the cyst and thorough cleansing of the pleural space. The 
preferred surgical technique for lung hydatid cysts is a parenchyma-sparing approach if possible. This usually involves cystotomy 
(opening and evacuating the cyst) followed by capitonnage, which is the closure of the residual cavity by a series of purse-string 
sutures to approximate the cavity walls (3). Capitonnage helps eliminate dead space and reduces postoperative air leaks while pre-
serving lung tissue. We were able to perform cystectomy and capitonnage without the need for anatomical resection in this child. 
This is important because children have greater potential for lung regeneration and we aim to avoid lobectomy unless absolutely 
necessary. Literature suggests that lung resection (segmentectomy or lobectomy) should be reserved for cases where the lung 
tissue is severely destroyed or infected, or when there are multiple cysts in a single lobe that preclude simple closure (3). In our 
patient, although the cyst was large, the surrounding lung was viable and successfully re-expanded after surgery. 
Outcome after surgical management of pulmonary hydatid disease is generally excellent, provided that spillage is controlled and 
postoperative care is adequate. One consideration is the use of adjunctive antiparasitic medication. Albendazole, a benzimidazole 
antihelminthic, is recommended as an adjuvant therapy in cases of ruptured cysts or those with risk of spread (3). Postoperative 
albendazole (dosed at 10–15 mg/kg/day) for at least 3 months has been shown to significantly reduce recurrence rates (4). In our 
case, we administered albendazole for 3 months after surgery. This regimen is in line with standard practice, as noted in prior stu-
dies where postoperative albendazole led to zero recurrences over 6–12 months of follow-up (7). The drug helps to kill any scolices 
that might have escaped into the bloodstream or pleural cavity, thereby preventing new cyst implantation. Tolerance to albendazole 
is generally good in children, with liver enzymes monitored during therapy. 
This case also underlines the importance of early referral and intervention. Complicated hydatid cysts have higher morbidity and 
prolonged hospital stays compared to intact cysts (8). In a comparative study, patients with ruptured hydatid cysts had significantly 
more postoperative complications and longer recovery, underscoring that prompt surgical management before complications escala-
te is vital (8). Our patient was managed in a timely fashion, which likely contributed to his smooth recovery without residual disability. 
Had there been delays, the cyst could have evolved into a fulminant empyema or caused permanent damage to the lung. 
From a public health perspective, this case is a reminder that hydatid disease remains endemic in certain regions and can present in 
the emergency setting in various forms. Emergency and primary care physicians in endemic areas (such as our region) should inc-
lude hydatid cyst in the differential diagnosis of unexplained pleural effusions or atypical empyemas, especially in pediatric or young 
adult patients. Simple investigations like chest ultrasound can provide clues (such as internal membranes or daughter cysts in the 
fluid) that point toward echinococcosis. Once suspected, appropriate precautions (avoiding indiscriminate needle aspiration) and 
early involvement of surgical teams can improve outcomes. 
Conclusion 
Rupture of a pulmonary hydatid cyst should be recognized as a rare cause of acute pleural effusion and respiratory distress in child-
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ren living in endemic areas. In our 10-year-old patient, a massive “effusion” was in fact due to a burst Echinococcus cyst in the left 
lung. The case highlights the importance of high clinical suspicion and the use of imaging to achieve correct diagnosis. Definitive 
management requires prompt surgical intervention to remove the cyst and address complications. Lung-preserving surgical tech-
niques, combined with postoperative albendazole therapy, offer an excellent prognosis in most cases. This case reinforces that in 
any child from a region where hydatid disease is prevalent, an unexplained pleural effusion or hemithorax opacification warrants 
evaluation for a possible hydatid cyst. Early diagnosis and treatment are crucial to prevent serious outcomes, and interdisciplinary 
care (emergency, radiology, surgery, infectious disease) is essential for successful management of this complex condition. 
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2193 
On the Right? On the Left? Or Both Sides of It? Unexpected Fracture Case Report 
Recep Kemal SOYLU1 
1Kayseri State Hospital 
Introduction and Purpose:In patients presenting to the emergency department trauma department, upper extremity and specifi-
cally elbow joint traumas are a subject that requires utmost attention in terms of anamnesis, physical examination and examination. 
We evaluated a very rare case of bilateral radial head fracture resulting from a simple fall. 
Case:A 36-year-old male patient presented to our emergency room trauma unit shortly after 00:00 on Saturday night with complaints 
of pain in both elbows after falling from a chair 6 days before his admission.Physical examination revealed normal range of motion in 
both upper extremities, no restriction in supination and pronation movements of both forearms. Neurovascular examination was 
normal in both extremities, no edema or swelling in both arms upon palpation, and a mild pain complaint at the level of the raidus 
head in both arms. The patient was asked for the necessary imaging tests. The x-ray revealed a Mason type-2 fracture in the left 
raidus head and a Mason type-1 fracture in the right radius head.Oral analgesia was prescribed and he was treated conservatively 
with bilateral slings for approximately 2 weeks, followed by elbow mobilization and physical therapy.  
Discusıon:When the patient was first examined, the mechanism of trauma, the time that had passed, the day and time of emer-
gency room application, and the findings obtained as a result of the physical examination were taken into consideration, there was a 
suspicion and prejudice that there could be abuse of emergency room services and unnecessary report requests.In cases of such 
patient applications, loss of motivation and attention is frequently observed in emergency room doctors regarding the necessary 
anamnesis, physical examination, and evaluation of requested tests.Isolated radial head fractures are not a common type of fractu-
re. Radial head fractures are common, with an estimated incidence of 2.5 to 2.8 per 10,000 inhabitants per year.(1) They comprise 
approximately 2% of all fractures around the elbow.(2)Bilateral radial head fractures are rare and are usually seen with fractures and 
dislocations associated with severe trauma.(3) In this case, we wanted to emphasize the importance of carefully examining all 
requested tests after a good history and physical examination of patients presenting to the emergency department with mild trauma, 
regardless of external factors. 

References: 
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2249 
Relationship between Laboratory Parameters and Balthazar Severity Score in Acute Pancreatitis 
Mustafa YORGANCIOĞLU, Ekim SAĞLAM GÜRMEN 
Manisa Celal Bayar University School of Medicine, Emergency Department, Manisa, Turkey 
Acute pancreatitis is a disease characterized by the activation of digestive enzymes, which are not normally active in the pancreas 
under normal conditions, by various etiologic factors, causing digestion and inflammation of pancreatic tissues and surrounding 
adjacent tissues (1). In 25-30% of patients, the clinical picture may become severe enough to threaten life and mortaliteye rates may 
2). In the diagnosis of AP, sudden onset of abdominal pain in the back, elevation of serum lipase and amylase ratios more than 3 
times higher than normal values and imaging methods are used (3).  
Various scores are used to determine the severity and prognosis of the disease in patients diagnosed with AP. Immature granulocyte 
percentage (IG%) has started to be used in clinics as a new inflammatory indicator (4).  
Materıal-Methods:  
The study was conducted on 250 patients who presented to the Emergency Department of XXX University Faculty of Medicine Hos-
pital with abdominal pain and were diagnosed with "Acute Pancreatitis" between January 01, 2018 and August 01, 2021. The relati-
onship between the blood values of the patients we recorded and the patients grouped according to the Balthazar Severity Score 
was examined.  
Results:  
According to the Balthazar Severity Score we calculated, there were 194 (77.6%) patients in the mild group and 56 (22.4%) patients 
in the moderate group. When we compared these clinical severity groups according to laboratory values, a statistically significant 
difference was found between the two groups in terms of WBC, neutrophil, lymphocyte, NLO and PLO among the complete blood 
count parameters (p values 0.001, <0.001, 0.016, <0.001, 0.006, respectively). Immature granulocyte percentage (IG%) was not 
statistically significant between the two groups, whereas LDH and Lipase/Amilase ratio were statistically significant (p values <0.001 
and 0.001, respectively). In terms of CRP, the results can be considered borderline significant (p= 0.051). When the cut-off for NLO 
was 14.9082, the sensitivity was 46.4%, specificity 85%, PPV 47.2% and NPV 84.6%. When the cut-off for lipase/amylase ratio was 
2.2773, 69.6% sensitivity, 57.2% specificity, 26.3% PPV and 86.7% NPV were found.  
Dıscussıon:  
Abdominal pain is a common presentation to the emergency department worldwide. AP is one of the most important diagnoses to be 
considered among these presentations due to its high mortality and morbidity rates.  
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Although biochemical parameters used in the diagnosis of AP are useful in making the diagnosis, they are incomplete in determining 
the severity and prognosis of the disease (5). However, the Lipase/Amilase ratio in our study was statistically significant in predicting 
the severity of the disease (p=0.001).  
It has been shown that immature granulocyte (IG) cells can be used as an early inflammation marker (6). In our study, IG% value did 
not yield statistically significant results in differentiating severe cases. Only a statistically significant difference was found between 
patients admitted to the intensive care unit and patients admitted to the ward and patients discharged. 
Conclusıon:  
Contrary to the studies conducted to recognize severe AP cases early, IG% was not statistically significant in our study. Lipa-
se/Amilase ratio seems to be one of the parameters that can be used to differentiate severe cases. 
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Hair-thread tourniquet syndrome: A case report 
Furkan Tayiz¹, Muhammet Gökhan Turtay¹, Mustafa Çifçi¹, Emirhan Ünlü¹  
¹ Emergency Medicine Clinic of Konya City Hospital, Konya, Türkiye 
Introduction 
Hair-thread tourniquet syndrome (HTTS) is a rare, preventable condition that occurs when a body appendage is tightly wrapped with 
a hair strand or thread-like material, resulting in circulatory disturbance. It typically affects the genital area, fingers, and toes. Hair 
tourniquet syndrome, which occurs when hair or hair-like material becomes entangled around the coronal sulcus of the penis, is 
characterized by progressive circulatory disturbance. This condition can lead to serious complications, including glans necrosis. 
Other risk factors contributing to the development of the syndrome include circumcision, wearing tight clothing, poor hygiene, and 
low socioeconomic status. Early diagnosis and treatment of HTTS is vital because delayed diagnosis can result in serious complica-
tions such as ischemia, tissue necrosis, and even auto-amputation. However, complete recovery is possible with early diagnosis and 
appropriate treatment (1-3). 
In this case report, we aimed to present a rare case of hair tourniquet syndrome in a child who presented with penile pain, redness, 
and dysuria complaints. 
Case Report 
A 2-year-old male patient was brought to the emergency department by his mother with complaints of penile pain, redness, and 
burning sensation during urination. According to his history, the complaints started approximately 24 hours ago, gradually intensified, 
and his restlessness increased in the last few hours. The patient had no significant medical history and no recent history of infection 
or trauma. 
On physical examination; the patient was in good general condition, conscious, oriented, and cooperative. His vital signs were 
measured as follows; body temperature: 36.8°C, pulse: 98/min, respiratory rate: 22/min, blood pressure: 95/60 mmHg, oxygen satu-
ration: 99%. Significant edema, erythema, and circular constriction were detected on the penile shaft. Detailed examination revealed 
the presence of a single hair strand completely encircling the penile shaft (Figure 1). The patient was diagnosed with hair-thread 
tourniquet syndrome. Under local anesthesia, the hair strand was carefully cut and removed using a scalpel and clamp. Post-
procedure evaluation showed no signs of deep cuts or necrosis in the penile tissue. Doppler ultrasonography performed to assess 
circulation showed normal blood flow. 
The patient was kept under observation in the emergency department for 4 hours after the procedure. During this time, significant 
improvement in pain and restlessness was observed. The patient, who developed no problems during the follow-up period and had 
normal urinary output, was discharged with necessary recommendations given to the family. 
Discussion 
Hair-thread tourniquet syndrome (HTTS) is an important clinical condition that particularly occurs in the newborn and infant period 
and can lead to serious complications if not diagnosed early (4). 
This syndrome is particularly seen in newborns and young children, and the affected anatomical regions vary according to age. In 
approximately 44.2% of cases reported in the literature, the penis is affected, in 40.2% the toes, and in 8.6% the fingers. When ana-
lyzed by age groups, fingers are generally affected up to 1.5 years of age, penis between 4 months and 6 years, and the genital 
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area between 7-13 years (3). 

 
Figure 1. A single strand of hair completely surrounding the shaft of the penis 
 
In our case, consistent with these data in the literature, penile hair tourniquet syndrome was observed in a 2-year-old male child. 
Risk factors for the syndrome include telogen effluvium in postpartum mothers, poor hygiene conditions, low socioeconomic status, 
and tight clothing (5). Knowledge of these risk factors and informing families about them is important in taking preventive measures. 
Careful examination of extremities and the genital area, especially in the newborn period, is vital for early diagnosis. In our case, the 
family was of foreign nationality, had low income, and poor hygiene conditions. 
Treatment approaches vary depending on the affected area and degree of tissue damage. Non-surgical methods include depilatory 
creams, mineral oil application, and hair/thread dissolving solutions, while advanced cases may require longitudinal incision or surgi-
cal removal of the tourniquet material (4). Although the prognosis is generally good with early diagnosis and appropriate treatment, 
serious complications such as ischemia, tissue necrosis, auto-amputation, and secondary infections can be seen in delayed cases 
(5). In our case, successful treatment was achieved without any complications due to early diagnosis and appropriate intervention. 
HTTS shows that it is not sufficiently recognized by physicians due to its rare occurrence, and therefore delays in diagnosis and 
treatment may occur. (1) Especially in pediatric patients presenting with unexplained genital pain and restlessness, keeping this 
syndrome in mind and performing careful physical examination is critically important. Early diagnosis and treatment in HTTS is cru-
cial to prevent complications. If cases are not appropriately treated in a timely manner, serious clinical conditions such as finger, 
penis, or clitoris amputation may develop (2). 
Conclusion 
In infants with unexplained restlessness, one should be cautious about HTTS, and it should not be forgotten that areas where this 
syndrome may occur should be carefully examined. 
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2449 
Comprehensive Evaluation of Splenium Lesions: A Multitude of Potential Causes 
Cesareddin Dikmetaş, Boran Polat, Yunus Emre Gülel, Aslıhan Onuralp, Burcu Sena Aydın, Dilek Atik 
Karamanoglu Mehmetbey University 
Introduction: 
Transient splenial lesions of the corpus callosum can occur in many conditions, including cancer, drug use, metabolic and cerebro-
vascular disorders, and infections.Brain magnetic resonance imaging often reveals signs of cytotoxic edema in the splenium, which 
typically resolve as clinical symptoms improve.In most cases, the prognosis is favorable (1). 
We present a case of 31-year-old-male with a corpus callosum lesion with a complaint of leg pain and numbness which was resol-
ved 2 days after its presentation. 
Case report: 
A 31-year-old male patient presented with complaints of left leg pain and numbness on the left side of his face. He uses hydroxych-
loroquine for known Sjögren's disease. There are no other known medical conditions. 
On examination: 
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Vital signs: Blood pressure was 120/60 mmHg, pulse was 80 beats per minute, oxygen saturation was 98%, and temperature was 
36.6°C. 
Neurological examination: No focal deficits were observed. Cranial nerves were intact, and there were no signs of motor or sensory 
deficits. The patient demonstrated normal coordination and cerebellar function. Reflexes were normal, and there were no signs of 
meningeal irritation. 
No significant findings were observed in laboratory tests. Acute diffusion restriction was noted in the corpus callosum on diffusion 
MRI (Figure 1). No acute pathology was detected on brain tomography. 
The patient was referred to neurology, and a brain MRI was performed to exclude malignancy. Subsequently, the patient was admit-
ted to the neurology department and consulted with rheumatology to exclude rheumatologic causes. The lesion was attributed to an 
ischemic etiology. He was discharged on the second day of hospitalization, as he had no further complaints and no acute pathology 
was detected in follow-up examinations. 
 

 
Figure 1:MRI scan 
Discussion  
The differential diagnosis of splenium lesions includes ischemic infarction, acute disseminated encephalomyelitis, multiple sclerosis, 
lymphoma, glioblastoma multiforme, posterior reversible encephalopathy syndrome, diffuse axonal damage, hydrocephalus and 
extrapontine myelinolysis. Since splenial lesions are associated with many etiologies, their clinical manifestations are also depen-
dent on the underlying disease. Fever, headache, seizure, delirium, vomiting, diarrhea, cognitive impairment, impaired conscious-
ness, behavioral changes, dysarthria, somnolence, ataxia, papilledema, visual disturbances, neck stiffness, and motor disorders are 
the clinical manifestations reported in the literature (2,3,4,5). Our case showed left leg pain and numbness on the left side of his 
face. Some cases reported after COVID-19 vaccination in the literature which showed excellent prognosis with high dose 
methylprednisolone (6). 
On diffusion-weighted magnetic resonance (MR) images, CLOCCs appear as areas of restricted diffusion. These lesions do not 
enhance with contrast material, are typically located along the midline, and are relatively symmetrical. The corpus callosum involve-
ment generally presents in one of three patterns: a small round or oval lesion in the center of the splenium, a lesion that is centered 
in the splenium but extends laterally through the callosal fibers into the surrounding white matter, or a lesion that is posteriorly cente-
red but extends into the anterior corpus callosum (7). 
Conclusion: 
Splenium lesions can result from a wide range of etiologies, and their clinical manifestations vary depending on the underlying condi-
tion. Symptoms can include cognitive impairment, seizures, motor disturbances, and changes in consciousness. Given the variety of 
potential causes, a comprehensive evaluation is vital for accurate diagnosis and management. 
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A Case Of Type A Aortıc Dıssectıon Presentıng Wıth Inferıor Stemı 
Doğuhan BİTLİSLİ, Ekim SAĞLAM GÜRMEN  
Manisa Celal Bayar University School of Medicine, Emergency Department, Manisa, Turkey 
Introductıon: 
Aortic dissection can present with a wide range of symptoms, affecting multiple systems, including chest pain, hoarseness, flank 
pain, and limb weakness. The most common symptom in patients with Type A Acute Aortic Dissection is chest pain, which is present 
in 64–82% of cases at the time of admission. Since treatment strategies differ significantly, the most crucial differential diagnosis is 
acute coronary syndromes (1,2,3). The use of point-of-care ultrasound (POCUS) in the emergency department can facilitate the 
early diagnosis of aortic dissection, potentially improving patient mortality and morbidity. 
Case: 
A 66-year-old male patient presenting with chest pain was brought to our emergency department by EMS (112 teams). The initial 
electrocardiogram (ECG) revealed ST elevation in the inferior leads, leading to a diagnosis of STEMI, and the patient was administe-
red 300 mg of aspirin. Upon arrival, his blood pressure was 98/53 mmHg, heart rate was 57 bpm, and oxygen saturation was 95%. 
His medical history included hypertension and diabetes mellitus, along with a family history of cardiac disease. 
The ECG obtained in the emergency department showed >2 mm ST-segment elevation in leads D3 and AVF, accompanied by 
complete AV block, along with reciprocal >2 mm ST-segment depression in leads D1 and AVL (Figure 1). 
Point-of-care ultrasound (POCUS) revealed an aortic root dilation of 58 mm in the parasternal long-axis view, with a mobile echoge-
nic structure suggestive of a dissection flap (Figure 2). In the suprasternal notch window, a mobile echogenic structure consistent 
with a dissection flap was also observed within the aorta (Figure 3). 
The patient was prepared for surgery, and a simultaneous consultation with cardiovascular surgery was initiated. To confirm the 
extent and location of the dissection, CT angiography was planned (Figure 4). 
The patient was diagnosed with Type A Aortic Dissection and was taken for emergency surgery by the cardiovascular surgery team. 
Dıscussıon: 
In Type A Aortic Dissection, the dissection membrane may sometimes extend to the coronary ostium, particularly affecting the right 
coronary artery, leading to acute myocardial ischemia associated with ischemic ST-T changes on ECG (4). Acute myocardial infarc-
tion (AMI) due to the propagation of acute Stanford Type A Aortic Dissection is a rare but devastating event, occurring in approxima-
tely 3% of patients with aortic dissection (1). Differentiating patients with coronary malperfusion due to acute Stanford Type A Aortic 
Dissection from true acute myocardial infarction poses a significant challenge for emergency physicians. Misdiagnosis is particularly 
common in patients presenting with ST-segment elevation on ECG (5,6). A key diagnostic finding is the presence of an intimal flap 
separating the true and false lumens. 
Transthoracic echocardiography (TTE) is highly valuable in assessing aortic valve dysfunction, pericardial tamponade, and wall 
motion abnormalities. 
Given the high mortality associated with acute aortic dissection, rapid diagnosis and appropriate interventions to facilitate early sur-
gical management are crucial. Considering that delayed diagnosis is a major contributor to mortality, the use of point-of-care ultraso-
und (POCUS) in the emergency department enables early diagnosis and improves survival outcomes. Greater emphasis should be 
placed on ultrasound training and POCUS education in emergency medicine residency programs and medical school curricula. 
Keywords: Emergency Department, Aortic Dissection, Chest Pain, POCUS 
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Figure 1: ST-segment elevation >2 mm in leads D3 and AVF, accompanied by complete AV block, along with reciprocal ST-segment 
depression >2 mm in leads D1 and AVL. 
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Figure 2: Enlarged aorta and dissection flap appearance in the parasternal long-axis view. 
 

 
 
 
 
 
 
Figure 3: Dissection flap within the aorta in the suprasternal window. 
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Figure 4: Axial and coronal CT angiography sections of Type A Aortic Dissection. 
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Neutropenic Enterocolitis at the Frontline: Chemotherapy Agents and Prognostic Indicators in the Emergency Department 
Mustafa Selçuk Ayar¹, Alper Yaşar², Fatih Çalışkan³, Bahiddin Yılmaz⁴ 
¹ Terme State Hospital, Samsun, Türkiye 
² Turhal State Hospital, Tokat, Türkiye 
³ Department of Emergency Medicine, Ondokuz Mayıs University, Samsun, Türkiye 
⁴ Department of Oncology, Ondokuz Mayıs University, Samsun, Türkiye 
Introduction 
Neutropenic enterocolitis (NE), also known as typhlitis, is a potentially life-threatening gastrointestinal condition frequently seen in 
patients undergoing intensive chemotherapy. It is characterized by inflammation, bowel wall thickening, and risk of necrosis and 
perforation, primarily due to mucosal injury combined with profound neutropenia (1,2). Although rare, its reported incidence ranges 
between 0.8% and 2.6% in adult cancer patients (2). The condition may progress rapidly to sepsis, requiring urgent medical atten-
tion. 
While several chemotherapeutic agents are implicated in the pathogenesis of NE, their direct influence on prognosis remains unc-
lear. Agents such as taxanes, platinum compounds, and antimetabolites are known to damage the gastrointestinal mucosa through 
mechanisms like oxidative stress and disruption of microtubule function (3,4,5,6). However, it is still uncertain whether patients who 
develop NE after exposure to these agents experience worse clinical outcomes than those exposed to other drugs. Prior studies 
have largely focused on incidence and pathophysiology rather than on comparative mortality data, especially in adult populations 
(7,8).  
This study investigates whether specific chemotherapeutic agents are associated with increased mortality or adverse clinical outco-
mes in adult patients diagnosed with NE in the emergency department. 
Methods 
Study Design and Setting 
A single-center retrospective cohort study was conducted in the emergency department of a tertiary academic hospital that serves 
as a regional oncology referral center. Adult patients (≥18 years) admitted between January 1, 2020, and January 1, 2024, with a 
diagnosis of neutropenic enterocolitis were included. 
Inclusion Criteria 
Patients were eligible if they: 
Had a history of chemotherapy within the past 30 days, 
Had an absolute neutrophil count (ANC) <1000/mm³, 
Presented with gastrointestinal symptoms such as diarrhea, abdominal pain, or fever, 
Showed radiological evidence of bowel wall thickening (>4 mm in CT or ultrasound) (9). 
Chemotherapy Agents and Outcomes 
Chemotherapy agents were categorized as: 
Taxanes: Docetaxel, Paclitaxel 
Platinum Compounds: Cisplatin, Carboplatin, Oxaliplatin 
Antimetabolites: 5-Fluorouracil (5-FU) 

98



17-20 APRIL 2025, STARLIGHT RESORT HOTEL, MANAVGAT / ANTALYA

&

&

IN CONJUNCTION WITH

12TH INTERCONTINENTAL EMERGENCY MEDICINE CONGRESS

12TH INTERNATIONAL CRITICAL CARE AND EMERGENCY MEDICINE CONGRESS

21TH NATIONAL EMERGENCY MEDICINE CONGRESS

2025 WACEM SUMMER LEADERSHIP SUMMIT

Anthracyclines: Doxorubicin 
Others: Irinotecan, Cyclophosphamide, Vinca alkaloids, Etoposide 
Primary outcomes were in-hospital mortality and occurrence of adverse clinical events (sepsis, ICU admission, or rehospitalization). 
Statistical Analysis 
Univariate logistic regression was conducted to assess the association between each chemotherapy agent and the primary outco-
mes. Results were reported as odds ratios (ORs) with 95% confidence intervals (CI). A p-value <0.05 was considered statistically 
significant. Statistical analysis was performed using SPSS v21.0. 
Results 
Out of 113 patients with NE, 20 patients (17.7%) died and 29 (25.6%) experienced at least one adverse clinical event. Docetaxel 
was the most frequently used agent (27.5%), followed by 5-FU (24.8%) and cisplatin (18.3%). Table 1 summarizes the univariate 
logistic regression findings. No statistically significant association was found between any chemotherapeutic agent and mortality or 
adverse outcomes. 

Table 1. Univariate Analysis of the Association Between Chemotherapy Agents and Mortality or Adverse Outcomes 

  n (%) Death (OR 95% CI) p (Death) Adverse Outcome(OR 
95% CI) p (AO) 

Docetaxel 30 (27.5) 1.55 (0.55 - 4.35) 0.410 1.26 (0.5 - 3.21) 0.622 
5-Fluorouracil (5-FU) 27 (24.8) 1.02 (0.33 - 3.11) 0.979 0.73 (0.26 - 2.05) 0.553 
Cisplatin 20 (18.3) 0.77 (0.20 - 2.92) 0.699 0.66 (0.2 - 2.17) 0.493 

Paclitaxel 19 (17.4) 0.47 (0.10 - 2.23) 0.342 0.27 (0.06 - 1.27) 0.098 
Carboplatin 18 (16.5) 0.51 (0.11 - 2.41) 0.393 0.3 (0.06 - 1.38) 0.121 
Doxorubicin 16 (14.7) 0.60 (0.12 - 2.86) 0.517 0.91 (0.27 - 3.07) 0.875 
Oxaliplatin 17 (15.6) 1.46 (0.42 - 5.07) 0.550 0.82 (0.25 - 2.77) 0.755 

Irinotecan 15 (13.8) 1.13 (0.29 - 4.46) 0.859 1.46 (0.45 - 4.7) 0.527 
Cyclophosphamide 12 (11.0) 0.88 (0.18 - 4.36) 0.873 1.44 (0.4 - 5.2) 0.578 
Vinca alkaloids 12 (11.0) 0.88 (0.18 - 4.36) 0.873 1.44 (0.4 - 5.2) 0.578 

Etoposide 7 (6.4) 0.73 (0.08 - 6.41) 0.775 1.11 (0.2 - 6.07) 0.903 
 
Discussion 
Although chemotherapeutic agents are well-recognized contributors to the development of NE, our study found no statistically signi-
ficant association between specific agents and mortality or adverse outcomes once the condition had been diagnosed. This finding 
aligns with the notion that while chemotherapy initiates mucosal injury and immunosuppression, downstream complications may be 
more influenced by the clinical course rather than by the initial drug exposure (7,8,11). 
Taxanes such as docetaxel and paclitaxel are known to disrupt microtubules in rapidly dividing cells, including intestinal epithelium, 
contributing to mucosal breakdown and bacterial translocation (3). Platinum compounds such as cisplatin and oxaliplatin promote 
oxidative stress and DNA cross-linking, delaying mucosal repair (4). 5-FU and doxorubicin contribute to mucosal injury via inflamma-
tion and chromatin torsion mechanisms (5,6). 
Nematolahi et al. emphasized that systemic factors such as infection, immune suppression, and timing of supportive therapy play a 
more substantial role in prognosis than the chemotherapeutic agent itself (7). Similarly, Benedetti et al. reported that early imaging 
and intervention were more predictive of outcome than treatment history (8). Bertozzi et al. highlighted the complex systemic pat-
hophysiology of NE, suggesting that progression involves more than local mucosal damage (10). 
Conclusion 
Although chemotherapeutic agents are implicated in the pathogenesis of NE, this study found no evidence that specific agents signi-
ficantly influence mortality or adverse clinical outcomes once NE is established. Clinical risk stratification in the emergency depart-
ment should focus on current symptoms, imaging findings, and systemic involvement rather than chemotherapy history alone. 
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Clınıcal Cerebrovascular Event But Dıagnosıs Is Aortıc Dıssectıon 
Yasin Yıldız1 ,  Rıdvan Tuncer1 ,  Yavuz Yılmaz1 ,  Muhammet Gökhan Turtay1 ,  Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye 
Introductıon 
Aortic dissection, defined as the separation of the intimal layer from the medial layer along the long axis of the aorta, is an acute 
cardiovascular emergency with a high mortality rate, requiring rapid diagnosis and treatment. Its incidence ranges from 5 to 30 ca-
ses per million. It most commonly occurs in hypertensive patients over the age of 40. Hypertension is known to be the most signifi-
cant risk factor for the development of aortic dissection (1,2). In aortic dissection, early diagnosis is crucial due to the poor progno-
sis. In particular, acute dissections involving the ascending aorta and aortic arch have a mortality rate of 1-3% per hour during the 
first few days (3). Patients typically present to the emergency department with sudden onset, severe, tearing chest pain. However, 
there is a broad range of symptoms. Patients may also present with hoarseness (due to recurrent laryngeal nerve paralysis), he-
moptysis, neurological deficits, superior vena cava syndrome, or Horner's syndrome. 
Case Presentatıon 
An 83-year-old male patient with a known history of hypertension presented to our emergency department. He was found in a supine 
position by a family member half an hour before coming to the hospital. Upon arrival, the patient was greeted in the resuscitation 
room. His vital signs at presentation were as follows: blood pressure 111/77 mmHg, oxygen saturation 97%, and pulse rate 132 
beats per minute. The Glasgow Coma Score was 15, and his capillary blood glucose was 132 mg/dL. On physical examination, the 
patient exhibited aphasia and left-sided hemiplegia as pathological findings. Arterial blood gas analysis revealed no acute abnormali-
ties, and imaging studies were requested. A brain CT scan showed no acute pathology, leading to the recommendation for a diffu-
sion MRI. However, due to severe cervical lordosis, the patient was unable to tolerate the MRI, and therefore, the diffusion MRI 
could not be performed. As a result, a brain CT angiography and carotid CT angiography were requested to evaluate the brain's 
vascular structures. No acute abnormalities were detected on the brain CT angiography; however, the carotid CT angiography re-
vealed a dissection-like appearance in the aortic arch region. Following this, a thoracic aorta CT angiography and abdominal aorta 
CT angiography were ordered. These imaging studies revealed a dissection extending from the aortic arch to the iliac arteries, with 
no flow detected in the right brachiocephalic artery. Urgent consultations were requested with cardiovascular surgery and cardiology. 
An echocardiogram performed by cardiology showed severe aortic insufficiency and a pericardial effusion surrounding the heart. 
Cardiovascular surgery diagnosed the patient with a Type 1 aortic dissection and planned an emergency operation. Unfortunately, 
the patient died postoperatively. 
Dıscussıon 
Early diagnosis and prompt initiation of treatment are essential for patients presenting to the emergency department, as the progno-
sis is poor (2,3). Hypertension, connective tissue diseases, atherosclerosis, aortic coarctation, bicuspid valve, pregnancy, thoracic 
aortic aneurysm, previous aortic surgery, inflammatory and infectious diseases, iatrogenic and traumatic factors, genetic factors, and 
Marfan Syndrome are all recognized risk factors for aortic dissection (4). The defining characteristic of aortic dissections is a tear in 
the intimal layer, followed by the formation and progression of a subintimal hematoma (5). This dissecting hematoma often fills app-
roximately half of the aorta, and sometimes the entire circumference. It forms a false lumen, which can reduce blood flow to the 
major arteries branching from the aorta (6). Thoracic aortic dissections are anatomically classified into two separate methods. Ac-
cording to the Stanford classification, Type A dissections involve the ascending aorta, whereas Type B dissections do not. The De-
Bakey classification evaluates dissections in three types: Type I involves the ascending aorta, aortic arch, and descending aorta; 
Type II is limited to the ascending aorta. Type III dissections involve the descending aorta distal to the left subclavian artery, with 
Type IIIa originating distal to the left subclavian artery. As they extend distally and proximally, they are typically located above the 
diaphragm. On the other hand, Type IIIb extends only distally and may reach below the diaphragm. Ninety percent of dissections 
occur within the 10 cm segment distal to the aortic valve. The second most common location is immediately distal to the left subcla-
vian artery (7). 
Since the symptoms of patients diagnosed with aortic dissection are often non-specific, the most critical factor in the diagnosis is, 
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undoubtedly, the consideration of aortic dissection as a possibility. In our case, although the clinical examination initially suggested a 
cerebrovascular event, the diagnosis of aortic dissection reminded us of the broad clinical spectrum of aortic dissection. 
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Unexpected Densıty On Ct Imagıng In A Case Of Esophageal Atresıa 
Asiye Müminat Çap1 ,  Yasin Yağcılar1 ,  Hilal Çıralıoğlu1 ,  Yasin Yıldız1 ,  Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital 
Introductıon 
Esophageal atresia (EA) is an anomaly seen in 1 in 4000-5000 live births and has many types; the most common is distal tracheo-
esophageal fistula (EA+TEF). It may be accompanied by other system anomalies in 50% of cases. The presence of multiple system 
anomalies together affects mortality and morbidity (1,2). 
Foreign body ingestion is more common in children than in adults worldwide (3). When foreign bodies swallowed in childhood and in 
adults are compared, it is seen that those in adults generally have sharp edges, while those in childhood are rounder objects. These 
are frequently coins and batteries in children; bone fragments, meat, and cartilage in adults. It has been observed that foreign body 
ingestion is more related to food in adults and that the food is often unchewed. It has been determined that the risk increases as the 
time to hospital admission is delayed following foreign body ingestion (4). It has been determined that foreign bodies are localized in 
the upper esophageal stricture in 87%, in the middle esophageal stricture in 13%, and very rarely in the lower esophageal stricture 
(5). Foreign body ingestion is less common in adult patients than in pediatric patients, but since adult patients are caused by psychi-
atric and neurological reasons and can be difficult to cooperate, swallowed objects are generally sharper, and more serious compli-
cations can be seen as diagnosis is delayed (6). Many retrospective studies have shown that the longer the foreign body remains in 
the esophagus, the higher the morbidity and mortality of esophageal perforations, so early intervention is important in removing 
foreign bodies from the esophagus (8). 
Case Report 
A 23-year-old male patient applied to the emergency department after feeling a tightness in his esophagus after eating a biscuit in 
the morning and then vomiting repeatedly. The patient had a history of surgery due to postnatal esophageal atresia and 6 endosco-
pic balloon dilatation due to esophageal stenosis. Vital signs at the time of emergency admission were oxygen saturation 98%, blood 
pressure 120/80 mmHg, pulse 85/min. No pathology was detected in the respiratory examination. A thoracic-abdominal tomography 
was performed for the patient who was suspected of having a foreign body in the alimentary tract. When the patient's tomography 
scans were examined, a hyperdense lesion in the esophagus (Figure 1-2) was seen. No significant stenosis was detected in the 
esophagus. The patient was consulted to the general surgery and gastroenterology clinics due to the foreign body in the esophagus. 
The patient was scheduled for an endoscopy by the gastroenterology department and food residue was found in the esophagus in 
the endoscopy performed the next day. The food residue was advanced endoscopically into the stomach. An area compatible with 
'Barret's Esophagus' was observed at the lower end of the esophagus and a biopsy was taken. The patient, who had no additional 
pathology, was discharged with recommendations. 
Dıscussıon 
It has been observed that esophageal foreign bodies are most often stuck in anatomical narrowing areas. The esophagus has three 
anatomical narrowing areas. The pharyngoesophageal junction is the first narrowing area and is the most common place where 
foreign bodies are stuck. The second narrowing point is the point where it crosses the left main bronchus, also known as the middle 
narrowing. The last narrowing point is the part where the lower end of the esophagus passes the diaphragm, 3 cm above the cardia. 
The width of the esophagus varies according to whether it is empty or full. While its width is 1-1.5 cm when empty, it can reach 2.5-3 
cm with increased pressure. The constrictor muscle activity of the pharynx is extremely strong, objects can be pushed into the esop-
hagus from here, but the muscle activity of the upper part of the esophagus is weak, so foreign bodies are mostly located under the 
cricopharyngeus muscle. The most common complaints of patients after swallowing a foreign body are dysphagia and odynophagia. 
Hypersalivation and dyspnea are also common complaints (9). Foreign bodies in the alimentary tract are a common problem enco-
untered all over the world. Approximately 1500 people die each year in the USA due to secondary problems caused by swallowing 
foreign bodies (10). The causes are local; in countries where fish is consumed extensively, swallowing fish bones is a common prob-
lem, or in Muslim societies, swallowing the needle used for turbans is common, depending on the intensity of headscarf use (11-12). 
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Esophagogastroduodenoscopy is considered the gold standard method for diagnosis of foreign bodies found in the esophagus. 
Treatment includes removal of the foreign body with a foley catheter, rigid and flexible esophagoscopy, pushing the foreign body into 
the stomach, removal of the foreign body with magill forceps, intravenous glucagon administration and surgical procedures (10). 
 

                         
Figure 1. BT-Thorax sagittal section                       Figure 2. BT-Thorax transverse section        
 
Conclusıon 
It should be kept in mind that even soft foods such as biscuits can cause complications such as obstruction in patients with a history 
of esophageal atresia or a history of previous surgery, and that advanced imaging methods should be applied in patients with sus-
pected foreign bodies in the alimentary tract. We wanted to emphasize the importance of detecting esophageal foreign bodies and 
the role of endoscopic intervention in the treatment process in patients with esophageal atresia with this case, which we think is also 
interesting in terms of the hyperdense appearance of a soft food substance in tomography. Since various treatment methods can be 
applied to patients presenting to the emergency department with a foreign body in the alimentary tract, a multidisciplinary approach 
and regular follow-up are also important for these patients.                      
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A Transport Method: "Body Packing": A Case Report 
Uzm. Dr. Burak KÜÇÜKKARA1  

1 Republic of Türkiye Ministry of Health Çarşamba State Hospital. 
Introduction 
Drug trafficking has been carried out through various methods throughout history, becoming more complex over time. One common 
method today is "bodypacking," which involves swallowing drugs packaged in airtight packets to be transported through the digesti-
ve system. A similar situation is "bodystuffing," where a person swallows drugs, usually in a panic during a police raid (1). 
Both methods pose serious medical risks. In bodypacking cases, complications such as packet rupture or bowel obstruction can 
occur, while "bodystuffing" can lead to rapid toxic effects and even death due to irregular and poor packaging causing drug absorp-
tion from the digestive system. This condition, called "body packer syndrome," occurs when drug packets leak or damage the intes-
tinal wall and requires emergency medical intervention (2,3). 
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In this case report, we will discuss the medical management and complications experienced by a 21-year-old body packer patient. 
Our purpose in sharing this case is to highlight the points to be considered in the correct diagnosis and treatment of similar patients 
presenting to the emergency department, and to raise awareness among physicians working in emergency services regarding medi-
cal approaches. 
Case 
A 21-year-old male patient, apprehended while illegally entering the country through the port, was referred to the emergency de-
partment for a routine health check-up after detention. Physical examination revealed that he was conscious, oriented, and coopera-
tive. His pupils were isochoric with bilateral positive light reflexes. Breath sounds were normal. Diffuse tenderness was present in the 
abdomen, but there was no guarding or rebound tenderness. Vital signs were as follows: oxygen saturation 98%, body temperature 
36.3°C, blood pressure 140/80 mmHg, heart rate 110 bpm (tachycardic). 
An anterior-posterior abdominal X-ray was performed (Image 1). Upon observing hyperdense lesions among gas shadows within the 
small bowel loops, a non-contrast abdominal CT scan was performed. The CT scan revealed numerous hyperdense foreign bodies, 
averaging 33x11 mm in size and 18 mm in diameter, extending from the distal duodenum to the rectum (Images 2a and 2b). Labora-
tory findings were: WBC 6700/µL, Hb 15.1 g/dL, PLT 335,000/µL, CRP 5.69 mg/dL, Na 135 mEq/L, Creatinine 0.93 mg/dL. Urine 
analysis revealed an amphetamine level of 615 ng/ml. 
The patient's condition was evaluated with the general surgery team. As there were no signs of acute abdomen or bowel obstruction, 
it was decided that the patient would expel the foreign bodies naturally. Laxative and enema treatment were administered to expedi-
te the process. Following treatment in the emergency department, the patient defecated 51 packages of powdered methamphetami-
ne wrapped in condoms. 
Due to the patient's stable condition, he was admitted to the general surgery ward for 48 hours of asymptomatic observation. No 
pathological findings were detected in his vital signs during this period. After observation, the patient was discharged with necessary 
recommendations. 
 
 
 
 
 
         
 
 

 

 

 

 

 

Discussion 
This case report discusses the management of a 21-year-old male patient who was carrying 51 packages of methamphetamine in 
his gastrointestinal system. Early and accurate identification of suspected patients is the most critical aspect in body packer cases. 
While the patient's medical history, physical examination findings, and clinical signs may raise suspicion, imaging techniques are 
essential for definitive diagnosis. 
As in this case, an abdominal X-ray is often the preferred initial assessment tool. According to the literature, the presence of hyper-
dense lesions within the intestinal loops on radiography, representing the packages, can be a significant diagnostic finding (4). 
However, radiographic examinations may not always be sufficient. In such cases, non-contrast abdominal CT has a high degree of 
accuracy in determining the number, size, and location of the packages (5). In the presented case, suspicious findings were detec-
ted on plain X-ray, and the number and distribution of the packages were confirmed by CT. The literature states that CT is the gold 
standard for diagnosis, especially in cases with a risk of complications (6). 
Treatment management varies depending on the patient's clinical condition and the number, size, and contents of the packages. 
Conservative treatment is preferred in patients without significant symptoms or findings suggestive of complications such as bowel 
obstruction or perforation. According to the literature, the natural expulsion of the packages with the use of laxatives and enemas is 

Image 1: Hyperdense lesions 
seen on abdominal radiographs 
(AXR) in the upright position. 

Image 2a: Hyperdense lesions in the form of 
tubular foreign bodies (axial) 

Image 2b: Tubular foreign body-shaped hy-
perdense lesions (coronal) 
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an effective and safe method in such cases (7). In our case, a conservative approach was also applied as no acute abdominal fin-
dings or obstruction were detected, and the elimination of packages was supported with laxative therapy. Studies show that the use 
of oral laxatives shortens the elimination time of packages in the gastrointestinal system and reduces the need for surgical interven-
tion (8). 
Surgical intervention is necessary in cases of bowel obstruction, perforation, package leakage, or the development of acute abdo-
men (9). In such situations, surgical removal of the packages protects the patient from life-threatening complications. However, it 
should be considered that surgical interventions can increase the risks of anesthesia and postoperative complications. Therefore, 
the decision for surgery should be made with careful consideration. 
The greatest risk in body packer cases is the rupture or leakage of the packages they carry. If the integrity of the packages is comp-
romised, the drug they contain can be rapidly absorbed from the gastrointestinal system, leading to a toxic dose and serious compli-
cations. This situation can lead to fatal consequences such as loss of consciousness, seizures, cardiac arrhythmias, and sudden 
cardiac arrest (1, 9). Studies have shown that early surgical intervention to remove packages with a high risk of leakage reduces 
mortality and morbidity (10). 
In this case, the absence of any package leakage was possible thanks to both the patient's regular clinical monitoring and the effec-
tive use of imaging methods. The most important goal in body packer cases is to identify potential complications early and take 
preventive measures. At this point, a multidisciplinary approach and patient monitoring plan are of critical importance. Effective 
communication and coordination between general surgery, emergency services, and toxicology units are fundamental factors for the 
successful management of such cases (11). 
Conclusion and Recommendations 
Body packer cases require early diagnosis and appropriate treatment management, necessitating a multidisciplinary approach. This 
case contributes to the literature by demonstrating that conservative treatment can be a safe and effective option. However, the risks 
should be carefully assessed for each patient, and the necessity of surgical intervention should be determined using an individuali-
zed approach. 
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Spontaneous Pneumomediastinum 
Dilek Atik, Burcu Sena Aydın, Aslıhan Onuralp, Emine Ünlü, Ayça Nur Oğurlu, Boran Polat 
Karamanoglu Mehmetbey University 
Introductıon 
Pneumomediastinum is defined as the presence of free air in the mediastinum. It is a dangerous finding that is often associated with 
serious complications. Pneumomediastinum is basically divided into two groups: spontaneous pneumomediastinum, which does not 
have a primary source, and secondary pneumomediastinum, which develops secondary to an underlying pathology. Secondary 
pneumomediastinum is caused by trauma, intrathoracic infections, or damage to the aerodigestive tract, and similar causes. (1) 
Since spontaneous pneumomediastinum is less common than pneumomediastinum secondary to trauma, we wanted to draw atten-
tion to spontaneous pneumomediastinum through this case. 
Case Presentatıon 
86-year-old female patient, bedridden, home care patient, was brought to the emergency room via 112 with general deterioration 
and hypotension. When the patient's history was examined, it was seen that she had Alzheimer's disease and had a stroke. The 
patient's vital signs showed F: 36.5 °C HR: 140/min BP: 80/50 mmHg SpO2: 92. The patient's relatives did not describe any trauma 
history. 
Physical Examination: Glasgow Coma Score was calculated as 10 (G4,S2,M4). The patient had a decubitus wound in the lumbosac-
ral region. There were no pathological examination findings other than these findings in the patient's physical examination. 
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Due to hypotension, the patient was given 500 cc normal saline and 
1 g paracetamol, and intravenous fluids were given. After fluid repla-
cement, the patient's blood pressure was monitored as normotensi-
ve. Hemogram, biochemistry, blood gas, troponin and procalcitonin 
blood samples were collected from the patient. Sinus rhythm was 
observed in the patient's electrocardiography. HR: 103 beats/min. 
Due to the high CRP and procalcitonin levels and general condition 
deterioration, brain, thorax, abdomen and pelvis CT was performed 
to find the focus of infection and to search for the etiology causing the 
general condition deterioration. No signs of acute bleeding were 
observed in the patient's brain tomography. No significant pathology 
was detected in the patient's abdomen and pelvis CT. 
Thoracic CT report: Air densities were observed in the mediastinum 
and the appearance was interpreted in favor of pneumomediastinum. 
Widespread mosaic attenuation pattern and interlobular septal thic-
kening were observed in both lungs (infectious process? pulmonary 
edema?) 
The patient's tomography was interpreted as pneumomediastinum 
and since our clinic does not have a thoracic surgery department, a 
referral was planned for the patient. The patient was consulted by the 
infectious diseases department because of the patient's high CRP 

and UTI in the urine test. Urine and blood cultures were taken from the patient upon the recommendation of the infectious diseases 
department. The internal medicine opinion was obtained because the patient was anuric and hypernatremia was seen in the blood 
tests. The patient, whose referral procedure was completed during the procedures, was transferred to a more advanced center. 
Biochemistry: 
GLUCOSE:155 MG/DL, UREA:77.1 MG/DL EGFR:55.11 CREATININ:0.94 MG/DL,AST:121 U/L, ALT:76 U/L, ALKALENE PHOSP-
HATASE: 70 U/L, GGT: 31.6 U/L,, TOTAL BILIRUBIN:0.27 MG/DL, DIRECT BILIRUBIN: 0.07MG/DL, INDIRECT BILIRUBIN:0.2 
MG/DL, CRP:194.9 MG/L, SODIUM:154 MMOL/L, POTASSIUM: 3.96 MMOL/L,, 
TROPONINE: 38.7, INR:1.3, APTT:21 SEC, PT:12 
Full Blood Count 
WBC: 10.14 K/uL, HGB: 10.5 G/DL, MCV: 120.9 fL, PLT: 272 K/uL, Procalcitonin: 1.13 ug/lt 
Blood Gas 
BE(VT):-4.3:, CA++:1.16MMOL/L, COHB:0.5, GLUCOSE:120 MG/DL, HCO3: 18.7 MMOL/L, HCT:32, HHB:7.9, K+:3.33MMOL/L, 
LACTATE:3.97 MMOL/L, METHB:0.4, NA+:155 MMOL/L, O2CAP:14.9, O2HB:91.2, PCO2:27.7 PH:7.447, PO2:66 MMHG, 
TCO2:19.5 MMOL/L, THB:10.8 G/DL. 
Bacteria in Complete Urine Examination: 635 Leukocytes: 349. 
Dıscussıon 
 Spontaneous pneumomediastinum or spontaneous mediastinal emphysema was first officially described by Louis Hamman in 1939 
(1). Although the incidence of spontaneous pneumomediastinum cannot be given clearly, a study by Newcomb, Clarke and collea-
gues reported an incidence of 1 in 29,670 emergency room visits and a study by Ivan Macia and colleagues reported an incidence 
of 1 in 44,511 cases (2). The incidence of pneumomediastinum has also been reported to be between 1/32,000 and 1/7,000 in vari-
ous hospital records (3) (4). Spontaneous pneumomediastinum may present with chest pain, dyspnea and hoarseness, associated 
with cutaneous emphysema (5). In our case, it was not known whether these symptoms were present or not, since verbal communi-
cation could not be established with the patient. 
In patients with pneumomediastinum, tracheostomy, tube thoracostomy and subcutaneous catheterization can be applied for treat-
ment, while some patients are followed conservatively. As in patients with subcutaneous catheters, the improvement in respiratory 
function tests of patients followed conservatively on the 3rd and 7th days compared to the initial values was found to be statistically 
significant (4). In our patient, the SpO2 value was 92 at the beginning and no respiratory pathology was observed in the blood gas. 
We think that this is due to the mild severity of the pneumomediastinum and the difficulty the patient has in expressing himself. 
Pneumomediastinum is more common in the young population. (6)(7)(8) This is thought to be due to the loose and flexible mediasti-
nal tissues in young individuals. In contrast, these tissues become fibrotic in the elderly, making air migration difficult. Additionally, 
pneumomediastinum is more common in men (7 out of 10 cases) (6)(8). Contrary to these general data, our patient was 86 years 
old and a woman, which shows that it should be considered in the differential diagnosis and creates a wealth of literature. 
Conclusıon 
Spontaneous pneumomediastinum is less prevalent than traumatic pneumomediastinum and poses a diagnostic challenge due to its 
presentation with nonspecific clinical manifestations. It is a condition that is frequently at risk of high mortality and morbidity. We 
wanted to emphasize that our patient is not in the age and gender group in which spontaneous pneumomediastinum is commonly 
seen epidemiologically. Spontaneous pneumomediastinum should be considered in all epidemiologic groups, especially in the hypo-
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tensive patient group. 
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Relationship between seizure type, EEG findings, and inflammatory markers in epilepsy patients presenting to the emer-
gency department 
Mustafa Oguz Cumaoglu 
Nigde Omer Halisdemir University Faculty of Medicine, Department of Emergency Medicine 
Introduction 
Epilepsy is a complex neurological disorder characterized primarily by recurrent seizures resulting from abnormal electrical dischar-
ges in the brain. These seizures can manifest in diverse forms, influencing patients; physical, cognitive, and emotional well-being. It 
affects approximately 50 million people worldwide, making it one of the most prevalent neurological conditions (1). Seizures can 
manifest in various forms, including focal, generalized, and unknown onset seizures, each with distinct electroencephalographic 
(EEG) patterns that assist in diagnosis and prognosis (2). Recent research has suggested a strong correlation between seizure 
activity, EEG abnormalities, and neuroinflammatory responses, shedding light on potential biomarkers for epilepsy management and 
prediction (3). Inflammation is increasingly recognized as a key factor in epileptogenesis, with cytokines such as interleukin-6 (IL-6) 
and C-reactive protein (CRP) playing critical roles in modulating neuronal excitability and seizure susceptibility (4). Elevated levels of 
inflammatory markers have been associated with prolonged and more severe seizure episodes, particularly in generalized tonic-
clonic seizures (GTCS), which are known to elicit significant systemic inflammatory responses (5).  Advancements in EEG techno-
logy have facilitated the identification of seizure-related inflammatory biomarkers, which could serve as predictive tools for seizure 
occurrence and treatment response. For instance, recent studies indicate that blood–brain barrier disruptions, as reflected in serum 
protein alterations, may serve as potential biomarkers for seizure prediction and disease progression in epilepsy patients (3). Furt-
hermore, longitudinal studies examining EEG dynamics alongside inflammatory marker fluctuations have demonstrated that persis-
tent inflammatory activity is associated with increased seizure recurrence and cognitive decline (6).  
This study aims to explore the interplay between different seizure types, EEG patterns, and inflammatory markers to provide deeper 
insights into the pathophysiology of epilepsy. By examining these relationships, we seek to contribute to the development of more 
effective diagnostic and therapeutic strategies for epilepsy management. 
Materials and Methods 
This study is a retrospective analysis of patients diagnosed with epilepsy and its subtypes (ICD codes G40.0-G40.9) who presented 
to the emergency department of Niğde Ömer Halisdemir University Training and Research Hospital between September 1, 2024, 
and March 1, 2025. Patients under 18 years of age, those experiencing seizures due to traumatic causes, and those diagnosed with 
intracranial tumors were excluded from the study. The demographic data of the included patients, such as age, sex, seizure type 
(partial/tonic-clonic), and electroencephalography (EEG) findings (focal/generalized), were recorded. 
Additionally, inflammatory markers obtained from emergency department hemogram and biochemical parameters were analyzed, 
including the systemic immune-inflammation index (SII); [(Neutrophil×Platelet)/Lymphocyte count], neutrophil-to-lymphocyte ratio 
(NLR), platelet-to-lymphocyte ratio (PLR), lymphocyte-to-monocyte ratio (LMR), C-reactive protein/albumin ratio (CAR), and leu-
koglycemic index (LGI); [Leukocyte count×Glucose (mg/dL)]/1000. The relationship between these inflammatory markers, seizure 
types, and EEG findings was investigated. 
Statistical Analysis 
Data analysis was performed using SPSS version 27. Descriptive statistics were presented as mean ± standard deviation or median 
(25th–75th percentiles) for continuous variables, and frequency (percentage) for categorical variables. The normality of data distribu-
tion was assessed using visual methods (histograms, stem-and-leaf plots, scatter plots, and box plots) and analytical tests (Kolmo-
gorov-Smirnov test, skewness, and kurtosis). Comparisons between categorical and continuous variables were conducted using the 
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Mann-Whitney U test for nonparametric distributions. The correlation between LGI and PLR was evaluated using Spearman’s corre-
lation analysis. 
Results 
A total of 102 epilepsy patients were included in the study, comprising 59 males (57.8%) and 43 females (42.2%). The median age 
of both male and female patients was 31 years (IQR: 21–78; 22–46). Among the patients, 55 (53.9%) experienced tonic-clonic seizu-
res, while 47 (46.1%) had partial seizures. EEG findings revealed generalized discharges in 63 patients (61.8%) and focal abnorma-
lities in 39 patients (38.2%). 
The LGI level was found to be significantly higher in patients with tonic-clonic seizures and those with generalized EEG discharges 
(p < 0.001). Conversely, PLR levels were significantly higher in patients with partial seizures (p = 0.006) and those with focal EEG 
findings (p = 0.019). Spearman’s correlation analysis demonstrated a weak negative correlation between LGI and PLR (r = -0.252, p 
= 0.011). No statistically significant relationship was found between other inflammatory markers and seizure types or EEG findings. 

 
Discussion 
This study evaluated the relationship between seizure type, EEG findings, and inflammatory markers in patients with epilepsy. In 
recent years, the association between epilepsy and inflammation has received increasing attention. Soltani et al. (5) suggested that 
proinflammatory cytokines and the systemic inflammatory response play a significant role in the pathophysiology of epilepsy. In 
particular, elevated levels of C-reactive protein (CRP), interleukin-6 (IL-6), and tumor necrosis factor-alpha (TNF-α) have been 
shown to be associated with the severity and frequency of seizures in patients with epilepsy. 
Although the mechanisms by which seizures influence inflammatory markers have not yet been fully elucidated, several explanati-
ons have been proposed in the literature. Bronisz et al. (7) reported that disruption of the blood-brain barrier in patients with epilepsy 
may affect the levels of inflammatory markers and increase seizure frequency. They also noted that patients with uncontrolled gene-
ralized motor tonic-clonic seizures exhibited significantly elevated inflammatory markers, and that EEG findings may reflect this 
inflammatory process (8). In our study, significantly higher LGI levels in patients with tonic-clonic seizures support the hypothesis 
that tonic-clonic seizures may induce a more widespread and intense inflammatory response. 
The finding of elevated PLR in patients with partial seizures and those with focal findings on EEG suggests that more localized but 
pronounced inflammatory processes may be prominent in certain forms of epilepsy. This finding was also emphasized in the study 
by Andrawes et al. (8). 
Previous studies have shown that LGI is associated with hyperglycemia and increased white blood cell counts, which may be linked 
to systemic inflammation and seizure activity (6). In our study, the weak negative correlation between LGI and PLR suggests that 
inflammatory markers may exhibit variable effects depending on the seizure type. 
Limitations 
The current study has a retrospective design and does not provide a clear time frame regarding how inflammatory markers change 
in the preictal, ictal, or postictal periods. In the patient records and discharge summaries available through the hospital automation 
system, patients were categorized only as having partial or tonic-clonic seizures, and no data were available on absence seizures or 
other seizure types. Additionally, potential confounding factors such as the use of antiepileptic drugs were not examined in detail. 
Prospective and long-term follow-up studies may provide a better understanding of the role of inflammation in epilepsy. 
Conclusion 
This study demonstrated that seizure type and EEG findings are associated with certain inflammatory markers in patients with epi-
lepsy. In particular, the association between tonic-clonic seizures and higher LGI levels suggests that this seizure type may elicit a 
more pronounced systemic inflammatory response. On the other hand, the observation that PLR is elevated in patients with focal 
seizures and those with focal EEG findings indicates that inflammation may be involved through different mechanisms in specific 
epilepsy subtypes. 
Future prospective studies should further evaluate whether inflammatory markers can serve as potential biomarkers in the diagnosis 
or management of epilepsy. Biomarker-based personalized epilepsy management may hold the potential to improve patient progno-
sis. 
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Severe acute pancreatitis due to hypertriglyceridemia: a case report. 
Fatih Ikiz* 

*Department of Emergency Medicine, Konya Beyhekim Training and Research Hospital, Konya, Turkey 
Introductıon And Purpose 
Hypertriglyceridemia (HTG) is a significant cause of acute pancreatitis (AP). Early clinical diagnosis of HTG-induced pancreatitis is 
important to ensure appropriate treatment and prevent subsequent attacks (1, 2). The risk of acute pancreatitis increases gradually 
as serum triglyceride levels rise above 500 mg/dL (5.6 mmol/L), and increases significantly at levels above 1000 mg/dL (11.3 
mmol/L) (3-7). The risk of developing acute pancreatitis is approximately 5% in those with serum triglycerides >1000 mg/dL (11.3 
mmol/L) and between 10% and 20% in those with triglycerides >2000 mg/dL (22.6 mmol/L) (8). In a prospective study of 116,500 
individuals with triglyceride levels between 443 mg/dL and 885 mg/dL, the incidence rate of acute pancreatitis was noted to be 
0.12% (9). The risk of acute pancreatitis also increases with the number of previous acute pancreatitis attacks. In another large 
retrospective cohort study of 7,119,195 patients, of whom 4158 (0.058%) had one or more acute pancreatitis attacks in the previous 
year, the incidence rate of acute pancreatitis was <1%, but it increased significantly with each prior acute pancreatitis attack and 
even at lower triglyceride levels (9).    
The severity of acute pancreatitis in patients with hypertriglyceridemia (HTG) depends on both the inflammatory response caused by 
the pancreatitis itself and the damage caused by lipotoxicity resulting from triglyceride hydrolysis. In most cases, HTG is transient 
and returns to near-normal levels within two to three days depending on the etiology and optimal management (10). However, se-
vere HTG and high lipase levels (more than 3 times the upper limit of normal) are associated with very high levels of free fatty acids 
(FFAs), and systemic inflammation resulting from acute pancreatitis can be further complicated by direct activation of toll-like recep-
tor (TLR) 2 and TLR4 by FFAs and direct lipotoxicity (11, 12). There are no clear biomarkers to determine the effects of lipotoxicity 
independent of acute pancreatitis with normal triglyceride levels, but several studies have observed a decrease in serum calcium 
levels in more severe cases (12, 13). 
In this case report, we will discuss severe acute pancreatitis attacks that developed due to high triglyceride levels in a young male 
patient. 
Case Report 
A thirty-four-year-old male patient presented to the emergency department of Konya Beyhekim Training and Research Hospital with 
complaints of sudden onset of severe abdominal pain and nausea. The patient had a history of hypertriglyceridemia and was using 
Lipofen SR 250 mg 1x1. He had no other known illnesses. Detailed anamnesis revealed that he had experienced intermittent mild 
epigastric pain in the last 2-3 months, but it was not this severe and responded to symptomatic treatments. 
On physical examination, there was belt-like tenderness in the abdomen and severe epigastric tenderness in attacks. No defense or 
rebound was detected on abdominal examination. Other system examinations were unremarkable. Laboratory tests revealed; serum 
Creatinine: 2.3 mg/dL (outside the reference range, high), urea: 22.8 mg/dL (outside the reference range, high), amylase: 614 U/L 
(outside the reference range, high), lipase: 2401 U/L (outside the reference range, high), triglyceride level (initial measurement): 
1229 mg/dL, calcium 10.1 mg/dL, HbA1c = 8.2%, and cardiac markers were within normal limits. Abdominal computed tomography 
(CT) was performed for further evaluation in the patient with suspected acute pancreatitis. The CT scan revealed significant edema 
in the head of the pancreas and stranding in the peripancreatic fatty tissue (findings consistent with inflammation) (Figure 1). No 
stones or dilatation were observed in the biliary tract on tomography. Bedside ultrasound (FAST) did not show any stones, wall 
thickening, or hydrops in the gallbladder. 
The patient was admitted to the second-level emergency intensive care unit with diagnoses of acute pancreatitis and acute kidney 
injury (AKI). The treatment protocol was arranged as follows: nil per os (NPO), intravenous (IV) fluid replacement, parenteral anal-
gesics (for pain control) (gradual sedoanalgesia with Parol, Buscopan, Fentanyl, Contramal, Aldolan), close laboratory monitoring. In 
addition to the relevant treatments, triglyceride-lowering approaches were added with an internal medicine consultation recommen-
dation; continuous intravenous GIK solution (solution containing Glucose, regular Insulin, and potassium) infusion was initiated. 
However, despite these treatments, there was no significant regression in the patient's clinical symptoms (severe abdominal pain 
and vomiting). The need for analgesics continued. Follow-up laboratory values showed no significant decrease in triglyceride levels, 
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with the triglyceride level seen as 1251 mg/dL, and hypocalcemia and borderline hyponatremia (Na=133) developed. 
 

 
Figure 1. Abdominal computed tomography (CT) image showing stranding and inflammatory findings in the fatty planes at the head 
of the pancreas (red arrow). 
 
Due to unresponsiveness to medical treatment and insulin infusion, ongoing symptoms, and persistent high triglyceride levels, the 
patient was transferred to a third-level tertiary center where more advanced treatment modalities (plasmapheresis) could be applied. 
The patient was transferred to the Anesthesiology and Reanimation Intensive Care Unit of a university hospital in Konya. On admis-
sion to external health facility (university), the serum triglyceride level was measured as 1800 mg/dL. It was observed that the serum 
creatinine level returned to the normal range with adequate ongoing IV fluid replacement. The patient was consulted with the gastro-
enterology department. Due to the diagnosis of severe AP on the basis of hypertriglyceridemia and unresponsiveness to medical 
treatment, an urgent plasmapheresis decision was made. The patient underwent plasmapheresis placing a right femoral central 
venous catheter. The post-procedure control triglyceride level decreased to 650 mg/dL. A significant improvement was observed in 
the patient's clinical condition after plasmapheresis, abdominal pain decreased, nausea-vomiting regressed, and the need for anal-
gesics decreased. 
In addition to plasmapheresis treatment, the patient's treatment was continued as follows: IV fluid replacement (maintenance), IV 
calcium replacement was performed considering the potential risk of hypocalcemia. Isotonic (SF) infusion and intravenous saline 
treatments continued. Medical treatment was initiated for long-term triglyceride control: Fenofibrate SR (Lipofen SR) 200 mg/day, 
omega-3 fatty acids (fish oil capsule) 3x2 capsules/day, analgesic treatment was continued as needed. The patient, who was on nil 
per os (NPO) for a total of four days, started oral feeding on the 4th day. 
After a total of 4 days of monitoring in the intensive care unit, the patient, who remained clinically and biochemically stable, was 
transferred to the gastroenterology service. Upon tolerating oral intake in the ward, a low-fat diet was initiated. Medical treatments 
(Fenofibrate, Omega-3) were continued. The pre-discharge control triglyceride level was found to be 650 mg/dL. The patient, whose 
general condition was good and complaints had regressed, was discharged with dietary recommendations, medication adjustments, 
and a planned outpatient clinic follow-up. 
Dıscussıon 
This case report presents the clinical presentation and management of severe hypertriglyceridemia-related acute pancreatitis (HTG-
AP) that developed in a young male patient. Acute pancreatitis, regardless of its etiology, is a potentially life-threatening condition. In 
the presented case, the patient's high amylase (614 U/L) and lipase (2401 U/L) values at admission, along with peripancreatic in-
flammation findings detected on CT, supported the diagnosis of acute pancreatitis. The very high triglyceride levels measured during 
follow-up, such as 1251 mg/dL and 1800 mg/dL, indicated that the etiology was most likely HTG (1). It is known that in severe HTG, 
lipemic serum can interfere with laboratory measurements, potentially suppressing amylase and lipase levels. The markedly elevat-
ed enzyme levels in this case suggest that this interference may not always occur or may be partial. 
The high creatinine (2.3 mg/dL) and urea (22.8 mg/dL) values detected in our patient at admission suggest acute kidney injury (AKI) 
secondary to intravascular volume loss and/or systemic inflammatory response associated with acute pancreatitis. Indeed, the rapid 
return of renal function tests to normal with aggressive fluid resuscitation supports this situation. Early and adequate fluid replace-
ment is vital in preventing complications in acute pancreatitis. 
One of the main goals in the treatment of HTG-AP is to rapidly reduce serum TG levels (14). One of the frequently used methods for 
this purpose is intravenous insulin infusion (14, 15). Insulin accelerates the breakdown of chylomicrons and VLDL by increasing the 
activity of the lipoprotein lipase (LPL) enzyme and promotes the uptake of FFAs by peripheral tissues (16, 17). Glucose-insulin-
potassium infusion was also administered to our patient at the initial center, but the expected significant decrease in TG levels was 
not achieved. This indicates that insulin therapy alone may not be sufficient in some patients, or that the severity of the underlying 
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HTG may be resistant to this treatment. 
In cases of severe HTG-AP that are unresponsive to medical treatment or present with very high TG levels (>1000-2000 mg/dL), 
therapeutic plasma exchange (plasmapheresis) or lipid apheresis is an effective treatment option (18). Plasmapheresis is the pro-
cess of removing plasma from the body to eliminate triglyceride-rich lipoproteins and possibly pro-inflammatory cytokines, and repla-
cing it with fresh frozen plasma or albumin solution (18). This method can achieve a rapid and significant reduction in TG levels. In 
the presented case, the TG level of 1800 mg/dL was reduced to 650 mg/dL after a single session of plasmapheresis (using albumin 
solutions), and a significant improvement in the patient's clinical symptoms was observed in parallel with this decrease. This result 
supports the effectiveness of plasmapheresis in selected HTG-AP cases (19). The decision for plasmapheresis is usually considered 
in patients with TG > 1000 mg/dL who show signs of organ failure or do not respond to traditional medical treatment (19, 20). 
Following plasmapheresis, fenofibrate and omega-3 fatty acids were added to the patient's treatment. Fibrates (such as fenofibrate) 
are peroxisome proliferator-activated receptor-alpha (PPARα) agonists that lower TG levels by increasing LPL activity and reducing 
hepatic VLDL production (21). Omega-3 fatty acids similarly exhibit a TG-lowering effect by reducing hepatic VLDL synthesis and 
secretion (22). These drugs are used after acute treatment to ensure long-term TG control and prevent pancreatitis recurrence. 
The patient's HbA1c value of 8.2% in this case suggested that pancreatic function had been impaired for some time and that sec-
ondary diabetes due to pancreatitis might be present. In particular, the history of intermittent, non-severe pain radiating to the epi-
gastric region suggests that the pancreatitis spanned a 2-3 month period and progressively increased its severity. The development 
of diabetes after pancreatitis is a known condition in the literature (23). 
This case also highlights the importance of a multidisciplinary approach in the management of HTG-AP. Coordination between the 
emergency department, intensive care unit, internal medicine, gastroenterology, and apheresis unit played a critical role in the suc-
cessful execution of the patient's diagnosis and treatment. 
One limitation of this case presentation is that the underlying cause of the patient's HTG (whether it was primary familial dyslipidem-
ia or a secondary cause) was not investigated/is unknown in detail. It is important to make this distinction and determine the long-
term management strategy during post-discharge outpatient follow-ups. 
Conclusıon 
Hypertriglyceridemia is a significant cause of acute pancreatitis, although it rarely leads to serious complications. It should be consi-
dered, particularly when serum triglyceride levels are above 1000 mg/dL. Early diagnosis, aggressive fluid replacement, and pain 
control are the cornerstones of treatment. Intravenous insulin infusion can be initiated to rapidly lower serum triglyceride levels. 
However, in severe cases that do not respond to conservative treatment and insulin infusion, or in those presenting with very high 
triglyceride levels, plasmapheresis is an effective and safe treatment method that can rapidly reduce triglyceride levels and lead to 
clinical improvement. This case once again demonstrates the role of plasmapheresis in the management of severe HTG-AP and the 
importance of a multidisciplinary approach. After the acute attack is controlled, investigation of the underlying cause, appropriate 
dietary adjustments, and long-term lipid-lowering medical treatment (fibrates, omega-3, etc.) are necessary to prevent recurrences. 
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Case Report: Fournier Gangrene 
Dilek Atik, Boran Polat, Yunus Emre Gülel, Burcu Sena Aydın, Aslıhan Onuralp, Selami Uysal 
Karamanoglu Mehmetbey University 
Introductıon 
Fournier's gangrene is a rare and severe form of necrotizing fasciitis affecting the external genitalia, perineum, or perianal regions. It 
predominantly occurs in males, with risk factors including diabetes, HIV, alcoholism, and other conditions that compromise the im-
mune system. The disease has a high mortality rate of 20-30%. Due to the increasing age and diabetes prevalence in the popula-
tion, there is a growing need for heightened clinical awareness, particularly regarding early diagnosis and treatment (1). 
We present a case of 50-year-old male with Fournier gangrene possibly originated from transspheric fistula and abscess. 
Case Report 
50-year-old patient presented to the emergency department with swelling and pain in scrotal area. Patient had a history of transsp-
hincteric grade 3 perianal fistula, recurrent urinary tract infections and inferior myocardial infarction. 
In physical examination patient’s vital signs were stable with a blood pressure of 131/80, heart rate of 81 and SpO2 of 96 in room air. 
His fever was 37.2 and his neurological exam was insignificant with a GCS score of 15. Upon inspection of testes major swelling and 
hyperemia in right testis was noted. Furthermore, there was crepitation upon palpation. Additionally, a necrotic area was noted on 
the right testis (figure 1). The Phren sign was positive.  
 
Figure 1 Figure 2 

  
 
  
His FBC, biochemistry panel, urine culture and blood gas were taken: 
WBC was 18.11 K/uL, NEU count was 15.85 K/uL, LYMPH count was 1.15 K/uL, HGB was 12.8 g/dl 
Glucose was 88mg/dl, Creatinine 1,15mg/dl, ALT: 32 U/L AST:38 U/L CRP:330,9 mg/L 
Ph:7.421, Pco2:35,3 mmHg, HCO3 22,4 mmol/L Lactate 2.93 mmol/L. 
No growth in the urine culture. 
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HIV screening was negative. 
Subsequently, an ultrasound and CT scan were performed. A fluid loculation with high internal density, possibly an abscess, was 
detected extending widely between the right scrotal fascial layers, reaching a depth of approximately 4-5 cm, containing multiple 
echogenicities likely corresponding to air bubbles. (Figure 2 and 3) 
 

 
Figure 3: USG scan 
Broad-spectrum antibiotics were initiated, and General Surgery and Urology were consulted. Urgent surgery was recommended by 
Urology due to a diagnosis of Fournier's gangrene. The patient was transferred to a more advanced facility for surgery. 
Dıscussıon: 
Most common symptoms of Fournier Gangrene are perineal pain, erythema, cellulitis, fever, abscess and crepitus (2). Our case 
represents a textbook presentation of Fournier including all key symptoms upon presentation. Especially, patients with diabetes 
mellitus, hypertension, alcoholism and advanced age (typically 53-55 years old) are at significant risk (3). 
In cases of clinical suspicion, emergency computed tomography can be very beneficial for early diagnosis. Asymmetric fascial thic-
kening, subcutaneous emphysema, fluid collections and abscess formation are common in FG. Even though subcutaneous emphy-
sema is a hallmark feature for FG, it is not seen in all cases. Although ultrasound can be used for diagnosis, its specificity is lower 
than CT scan (4). Our case exhibited nearly all features of Fournier Gangrene in both USG and CT scans.  
Early treatment of Fournier Gangrene in the emergency room consists of fluid resuscitation and the administration of broad-
spectrum antibiotics.  In FG patients, gram-positive and gram-negative bacteria with anaerobic bacteria are commonly isolated. 
Recently, the community-acquired methicillin-resistant Staphylococcus aureus (CA-MRSA) became an important and dangerous 
cause of FG. Additionally, fungal infections have been detected in some cases (5). 
Early debridement surgery is necessary to reduce mortality. After surgery reconstruction methods such as skin grafting and flap 
reconstruction may be used. Negative pressure therapy, hyperbaric oxygen therapy, tissue adhesives and local application of honey 
and bactericidal agents have also been reported in the literature as adjuvant therapy methods. However, their efficacy has not been 
proven (6). Fournier Gangrene has a high mortality rate, reaching 18% which has not changed over the past 25 years (7).  
Conclusion: 
Fournier’s gangrene has a high mortality rate that has remained unchanged for the past 25 years despite advancements in medici-
ne. Therefore, maintaining a high level of clinical suspicion is crucial for timely diagnosis and intervention. Early detection and 
prompt treatment are essential to improving patient outcomes. We present this case because it serves as an excellent example of 
Fournier’s gangrene, demonstrating both the characteristic clinical features and radiological findings. 
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A Rare And Potentıally Fatal Condıtıon Easıly Mıssed In The Emergency Department: Ludwıg's Angına  
Emin Fatih Vişneci1 ,  Mehmet Okay1 ,  Ayla Mollaoğlu1 ,  Saniye Göknil Arı1 ,  Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye 
Introductıon 
Emergency department visits with soft tissue infections and related complaints are quite frequent. While the management of these 
patients in the emergency department is often simple drainage and antibiotic therapy, some rare soft tissue infections can be fatal 
(1). One of the most important of these is Ludwig's Angina (LA). LA is a rapidly progressive soft tissue infection that causes airway 
obstruction, which can lead to death. LA is usually caused by periodontal infections due to oral streptococci or aerobic-anaerobic 
oral mucosal flora bacteria (2). 
Case 
A 32-year-old male patient presented to the emergency department with complaints of right cheek pain and sublingual swelling. He 
reported experiencing swelling and pain in his jaw and right cheek for approximately 5-6 days. He had been started on oral 
flucloxacillin (500mg) tablets by his dentist with a suspected dental abscess. On the 2nd day of antibiotic treatment, the patient's 
complaints did not improve; instead, the swelling worsened. Upon arrival at the emergency department, the swelling in his right 
cheek and submandibular area had spread toward his neck, and the base of his tongue was edematous (Figure 1). In addition to the 
pain, he reported difficulty swallowing and shortness of breath. The patient had difficulty speaking. Physical examination revealed 
limited mouth opening, and the oropharynx could not be clearly evaluated. The vital signs were as follows: BP: 130/75 mmHg, 
SpO2: 98%, Pulse: 95 bpm, Temperature: 39.5°C. Lung sounds were normal. Blood tests were performed, and intravenous treat-
ment was initiated in the emergency department with 1g paracetamol, 60 mg prednisolone, 45 mg pheniramine, 2g ceftriaxone, and 
500 cc normal saline.The laboratory results were as follows: CRP: 237 mg/dL, WBC: 15 x 10^3/µL, NE: 13 x 10^3/µL, Procalcitonin: 
0.31 µg/L, Hgb: 11.1 g/dL, Plt: 178,000/µL. Neck ultrasonography revealed an increased and edematous right submandibular gland 
with hypoechoic areas in the posteromedial gland, suggestive of an infectious process, and follow-up was recommended for possib-
le abscess. There was also thickening and heterogeneity in the muscle plane superior to the right mandible, thickening in the skin 
and subcutaneous tissues, and mild edema in the left submandibular areas. Reactive lymph nodes in the right cervical chain, the 
largest measuring 18x8 mm, were suggestive of infection. A neck CT scan was requested for better visualization of the involvement 
(Figure 2). The neck CT scan showed increased soft tissue thickness narrowing the air column on the right at the oropharynx level, a 
lymph node measuring approximately 15x7 mm at the right submandibular gland level, and edematous thickening in the fatty planes 
between the lymph nodes at this level, consistent with infection. 
The patient was consulted with an Ear, Nose, and Throat (ENT) specialist with a preliminary diagnosis of Ludwig’s angina. Sub-
sequently, an infectious diseases specialist was consulted for treatment planning. The patient was admitted to the ENT service.  
During the follow-up in the service, treatment with ampicillin + sulbactam, metronidazole, and decadron was initiated, and it was 
learned that alpha-hemolytic streptococcus grew in the culture taken. On the 10th day of IV antibiotic therapy, the patient's compla-
ints subsided, and he was discharged without any additional complaints. 

 
Figure 1: Right cheek and neck swelling, sublingual edema. 
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Figure 2: Increased soft tissue thickness narrowing the air column at the oropharyngeal level, a lymph node measuring approxima-
tely 15x7 mm at the right submandibular gland level, and edematous appearance in the fatty planes between the lymph nodes at 
this level. 
Dıscussıon 
LA is a rapidly progressive and potentially fatal form of cellulitis that occurs in the sublingual, submental, and submandibular regions. 
It generally originates from recently extracted or infected teeth (3,4). The most serious complication of LA is asphyxia due to signifi-
cant edema in the soft tissues of the neck (5). Other complications include the spread of infection to the mediastinum, carotid she-
ath, skull base, and meninges, which increases mortality from 20% to 50% (4). Emergency department visits with complaints of 
toothache and swelling in the area after tooth extraction are common. It is also a widespread practice to prescribe analgesics and 
antibiotics without detailed examination and imagingduring these visits. However, emergency department visits for rapid and fatal LA 
are similar.  
In our case, there was also swelling thought to originate from an infected tooth. The patient had difficulty breathing. The presence of 
fever and difficulty swallowing, in addition to the swelling in the neck, alerted the examining physician. Advanced laboratory tests 
and imaging were requested, considering the preliminary diagnoses of abscess and cellulitis in the neck region, and treatment was 
initiated by making an early diagnosis of LA. 
Conclusıon 
Every soft tissue infection seen in the face and neck region can be a potential LA. Especially in patients presenting to the emer-
gency department with these complaints, the diagnosis of LA should be kept in mind. Because early diagnosis and early treatment 
of LA, which can have a serious fatal course especially due to airway obstruction, significantly reduces the mortality of LA. Making 
the diagnosis of LA at the emergency department presentation is very valuable in this sense. 
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Did you eat salad too?  
Ogün Gül, Halil Kaya, Melih Yüksel, Yeşim İşler, Mehmet Oğuzhan Ay 
University of Health Sciences, Bursa Yuksek Ihtisas Training & Research Hospital 
Introduction and Purpose 
Anticholinergic syndrome is a clinical condition that can arise from 600 different substances. The involvement of muscarinic and 
nicotinic receptors can lead to various central and peripheral responses in the patient. We described one of the three similar cases 
that came to our emergency department within two days. 
Case 
A 60-year-old female patient was brought to the emergency department with complaints of nonsensical speech and movements, 
inappropriate laughter, and altered consciousness, which began one hour ago. Vital signs: Blood pressure (BP): 154/108 mmHg, 
blood sugar (BS): 163 mg/dl, pulse: 121 beats/min, temperature: 37.5°C, SpO2: 98%, electrocardiogram (ECG): sinus tachycardia. 
Her medical history includes Diabetes Mellitus (DM) and Hypertension (HT). She is taking oral antidiabetic and antihypertensive 
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medications. 
On examination, the patient was partially cooperative and disoriented. Light reflex (LR) was bilaterally negative, and pupils were 
bilaterally 4 mm and mydriatic. There was no neck stiffness. Her skin was dry, and there was redness on her face. Imaging and 
laboratory tests did not reveal any pathology that could explain the current clinical picture. 
The patient's history revealed that she had eaten a full plate of salad containing arugula and watercress two hours before the onset 
of symptoms. Despite treatment, the patient's agitation continued. Following the administration of 2 mg of physostigmine, the pati-
ent's level of consciousness returned to normal. 
Discussion and Conclusion 
Atropa Belladonna (deadly nightshade) has a strong anticholinergic effect. It can cause toxicity within 1 to 4 hours after ingestion. 
Central effects can lead to clinical conditions and symptoms such as fever, memory loss, agitation, hallucinations, delirium, and 
coma. Peripheral effects include mydriasis and increased intraocular pressure in the eyes, dryness in mucous membranes and 
sweat glands, skin redness, and retention in the gastrointestinal and urinary systems. 
Treatment generally involves observation, monitoring, and supportive care. For moderate to severe anticholinergic syndrome, phar-
macological sedation is strongly recommended to achieve adequate control. Physostigmine may be used in patients with severe 
agitation and delirium due to pure anticholinergic toxicity who do not benefit from benzodiazepines. 
The occurrence of a large number of cases within a short period should be regarded as a public health issue. Although reporting is 
mandatory, activating the surveillance system means addressing the problem at its source. 
References 
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The unexpected culprit of abdominal pain: a case of mesenteric panniculitis 
Hilal Çıralıoğlu1, Hakan Akçırahan1, Mesut Yıldız1, Muhammed Sadettin İpek1, Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye 
Introductıon 
Mesenteric panniculitis (MP) is a rare, benign inflammatory disorder characterized by inflammation, fat necrosis, and fibrosis of me-
senteric fat tissue (1). First described by Jura in 1924, it has also been referred to as sclerosing mesenteritis and mesenteric li-
podystrophy (2). Although MP primarily affects the mesentery of the small intestine, it can, in rare instances, involve the mesocolon, 
omentum, and retroperitoneal region (3). The precise etiology remains unclear; however, MP has been associated with various 
factors, including prior abdominal surgery, trauma, mesenteric ischemia, pancreatitis, autoimmune diseases, and malignancies (4). 
Some studies suggest a potential link between MP and underlying malignancies (5). 
MP is often asymptomatic and incidentally detected during imaging performed for unrelated reasons (6). When symptomatic, the 
most common presenting complaint is chronic or acute abdominal pain (7). Other nonspecific symptoms include loss of appetite, 
weight loss, nausea, vomiting, diarrhea, constipation, and fever. In some cases, patients may present with a palpable abdominal 
mass (8). 
Physical examination findings are variable. Some patients exhibit abdominal tenderness, while others may present with guarding or 
rebound tenderness (9). Laboratory findings are typically unremarkable, though some cases may show leukocytosis and elevated C-
reactive protein (CRP) levels (5). Imaging plays a key role in diagnosis. While ultrasonography (USG) may reveal increased echo-
genicity and heterogeneity in mesenteric fat tissue, computed tomography (CT) remains the gold standard for diagnosis (6). CT 
findings commonly include increased mesenteric fat density due to inflammation, involvement of adjacent vascular structures, and 
the characteristic "mesenteric swirl sign." Magnetic resonance imaging (MRI) can provide additional diagnostic clarity, particularly in 
ruling out malignancies (7). 
The management of MP is guided by symptom severity. Asymptomatic cases generally do not require treatment, with spontaneous 
resolution reported in some instances (9). Mild symptomatic cases may be managed with nonsteroidal anti-inflammatory drugs 
(NSAIDs) or low-dose corticosteroids (4). 
Case Presentatıon 
A 49-year-old female patient with no known chronic illnesses presented to the emergency department with sudden-onset abdominal 
pain, nausea, and vomiting. On physical examination, her vital signs were stable, and mild abdominal tenderness was noted without 
guarding or rebound tenderness. Laboratory tests revealed a mild elevation in inflammatory markers. As the patient did not respond 
to symptomatic treatment, contrast-enhanced abdominal CT was performed for further evaluation. The imaging findings were consis-
tent with mesenteric panniculitis. The patient was subsequently evaluated by the general surgery department and admitted for furt-
her assessment and management. 
Dıscussıon 
Mesenteric panniculitis is a rare inflammatory disease that is frequently asymptomatic but may present with acute or chronic abdo-
minal pain, nausea, vomiting, and alterations in bowel habits (1). Although the precise etiology is unknown, MP has been associated 
with prior abdominal surgery, trauma, infections, autoimmune diseases, and malignancies (2). However, in this case, the patient had 
no history of chronic disease or previous surgery, suggesting that MP may occur without a clear predisposing factor. 
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The patient's presenting symptoms were consistent with those reported in the literature. Abdominal pain is the most frequently do-
cumented symptom, often leading patients to seek medical attention (3,4). In some cases, severe pain and systemic symptoms can 
mimic an acute abdomen. However, in this case, the patient’s symptoms were relatively mild, with no guarding or rebound tender-
ness observed. This highlights the diverse clinical presentation of MP, which can range from mild discomfort to severe abdominal 
pain. 
Imaging is central to the diagnosis of MP. In this case, due to the patient’s lack of response to symptomatic treatment, contrast-
enhanced CT was performed, revealing findings characteristic of mesenteric panniculitis. The literature supports the use of CT as 
the gold standard for diagnosing MP, with key imaging findings including increased mesenteric fat density, involvement of adjacent 
vascular structures, and the mesenteric swirl sign (6). 
Conclusıon 
Mesenteric panniculitis is a rare condition with a broad clinical spectrum and nonspecific symptoms. As in other reported cases, 
diagnosis is primarily established through imaging, and management is largely symptomatic. However, given the potential associa-
tion with underlying malignancies or inflammatory conditions, each case should be carefully evaluated to exclude other possible 
etiologies. 
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Rectal Foreign Body: A Case Report 
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2Department of Family Medicine, Sinanpaşa State Hospital, Afyonkarahisar, Türkiye 
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Introduction: Foreign bodies located in the rectum have been seen increasingly in recent years and constitute one of the important 
emergency problems due to the complications they cause. They can be placed in the rectum as a result of sexual assault, self-
treatment of anorectal disease, accident, rarely swallowing and most frequently sexual satisfaction. They are most commonly seen 
in men aged 30-40. Although rare, they can also be seen in older ages. Patients usually present with rectal and lower abdominal 
pain. Unreliable anamnesis, palpation of foreign bodies during rectal examination and foreign body opacity on plain abdominal radi-
ography are important for diagnosis. They can cause complications such as rectal bleeding, perforation, laceration and infection. 
However, the mortality rate is quite low.  
Case: An 80-year-old male patient presented to the emergency department with complaints of tenesmus and lower abdominal pain. 
The patient provided conflicting information in the detailed anamnesis. There was no abdominal defense or rebound on physical 
examination. Complete blood count, sedimentation, C-reactive protein level and blood biochemical tests were normal. A bottle-
shaped foreign body was seen at the pelvic level on plain radiography (Figure 1). Tetanus prophylaxis was administered. There was 
no perforation observed on abdominal computed tomography (CT) (Figures 2,3). The foreign body was removed. The patient was 
followed up in the general surgery department for 3 days and was discharged when no perforation was detected on follow-up ima-
ging. The patient presented with complaints of bloody diarrhea 20 days after discharge. After perforation was excluded on imaging 
methods, the patient was started on dual antibiotic therapy. 
Conclusion: Rectal foreign bodies are a difficult process that begins with diagnosis in the emergency department, continues with 
treatment, and then includes patient follow-up. One of the most common problems encountered in treatment is the delay in hospital 
admissions due to patients' embarrassment and hesitation to seek medical help. Most patients come after failing to remove the fore-
ign body and do not give a realistic history. It is important for the diagnosis to include an rectal examination to abdominal examina-
tion. Plain abdominal radiographs may be important in determining the size and location of the rectal foreign body. Contrast-
enhanced abdominal tomography is an important diagnostic tool for the detection of early perforation and other pathologies that may 
accompany it, such as intra-abdominal bleeding and damage to adjacent organs and structures. Rectosigmoidoscopy has an impor-

116



17-20 APRIL 2025, STARLIGHT RESORT HOTEL, MANAVGAT / ANTALYA

&

&

IN CONJUNCTION WITH

12TH INTERCONTINENTAL EMERGENCY MEDICINE CONGRESS

12TH INTERNATIONAL CRITICAL CARE AND EMERGENCY MEDICINE CONGRESS

21TH NATIONAL EMERGENCY MEDICINE CONGRESS

2025 WACEM SUMMER LEADERSHIP SUMMIT

tant place for diagnosis and treatment purposes In the treatment of rectal foreign bodies, surgical or non-surgical methods may be 
preferred depending on the characteristics, location, complexity of the rectal foreign body. After nonsurgical removal of rectal foreign 
bodies, it is important to monitor patients for at least 24 hours and then perform follow-up rectosigmoidoscopy and/or imaging to see 
possible complications such as bleeding and perforation. Psychiatric consultation may be necessary for the behavioral etiology and 
psychotherapy of rectal foreign body cases. 

 
Figure 1. Bottle in the pelvic region on plain radiography 

 
Figure 2. Bottle in the rectosigmoid region in sagittal CT  

 
Figure 3. The image of the entire bottle was obtained after minimum intensity projection (MinIP) on axial, sagittal and coronal CT 
reformats. 
Keywords: Foreign body, rectum, CT 
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Cold agglutinin disease: ice-cold effects, warm solutions 
Demet Acar1, Yakup Sağlam1, Emin Fatih Vişneci1, Abdülaziz Doğan1, Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye 
Introductıon 
Cold Agglutinin Disease (CAD) is a rare but clinically significant autoimmune hemolytic anemia. The disease is characterized by 
agglutination and hemolysis triggered by IgM antibodies binding to erythrocyte surface antigens at low temperatures (1). CAD can 
be classified as either primary (idiopathic) or secondary. In secondary cases, Mycoplasma infection, Epstein-Barr virus (EBV), and 
lymphoproliferative diseases are important triggering factors (2). This report discusses the diagnosis, clinical course, and treatment 
of CAD in a 25-year-old male patient, emphasizing the importance of a multidisciplinary approach. 
Case  
A 25-year-old male patient was admitted to the emergency department with complaints of high fever, cough, and shortness of breath 
persisting for approximately two weeks. His medical history revealed recent exposure to extreme cold and cyanosis in his hands and 
feet. On physical examination, his temperature was 38.8°C, heart rate was 104 bpm, respiratory rate was 90 breaths per minute, 
and blood pressure was 99/67 mmHg. Pulmonary auscultation revealed coarse rales in the left middle and lower lobes, and CT 
imaging showed peribronchial reticular and nodular infiltrative areas in both lower lung lobes, indicating atypical pneumonia (3). 
A blood sample taken at room temperature showed artificially low erythrocyte count (0.35 × 10⁶/mm³) and hematocrit value (4.2%) 
due to agglutination detected by an automated hematology device. Mean corpuscular volume (MCV) was elevated (121.7 fL), while 
platelet count was within normal limits. However, after warming the sample to 37°C in a water bath, the erythrocyte count increased 
to 1.3 × 10⁶/mm³, and the hematocrit level rose to 16.4%. The direct Coombs test was positive, and immunofixation electrophoresis 
detected a monoclonal IgM kappa band, supporting the diagnosis of CAD (4, 5). 
Dıscussıon 
In this case, the patient’s clinical history and physical examination findings strongly suggested infection-associated CAD. The infiltra-
tive lesions observed on CT imaging indicate that Mycoplasma or viral agents may have damaged lung tissue, triggering an immune 
response (6). Laboratory findings emphasize the importance of sample handling techniques. The artificial decrease in erythrocyte 
count observed in samples taken at room temperature could lead to misdiagnosis and incorrect treatment planning, making proper 
sample handling essential (7). 
In the pathophysiology of CAD, IgM antibodies activated in cold environments bind to the “I” antigen on the erythrocyte membrane, 
leading to complement system activation and hemolysis. This results not only in classic symptoms such as anemia and jaundice but 
also in peripheral vascular signs like acral distress and livedo reticularis (8). Diagnostic tools such as direct antiglobulin testing and 
thermal amplitude analysis play a critical role in confirming the disease. Additionally, laboratory teams must be aware of potential 
inconsistencies in test results and ensure samples are warmed to 37°C for accurate reassessment (9). 
Treatment strategies focus on preventing the patient’s exposure to cold, controlling infections, and employing plasmapheresis in 
severe hemolysis cases. Supportive treatments and, if necessary, immunosuppressive therapies aim to halt disease progression. 
This case highlights the critical importance of a multidisciplinary approach in the diagnosis and treatment of CAD, emphasizing the 
need for close collaboration between clinical and laboratory teams (10). 
Conclusıon 
This case report details the diagnosis, clinical course, and treatment of infection-associated Cold Agglutinin Disease in a 25-year-old 
male patient. Careful interpretation of clinical history, CT imaging, and laboratory tests is essential for the accurate diagnosis and 
effective treatment of rare conditions like CAD. Proper sample collection techniques and a multidisciplinary approach play a crucial 
role in preventing potential complications. Early diagnosis and appropriate treatment strategies are vital for improving patient quality 
of life. 
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An interesting cause of abdominal pain in the emergency room 
Naim Hikmet Kalkan1, Muhammet Gökhan Turtay1, Mustafa Çifçi1, Berke Yıldırım1 
1 Emergency Medicine Clinic of Konya City Hospital, Konya, Türkiye 
Introduction 
Abdominal pain is a common cause of emergency department admissions. It is challenging and high of readmissions. Careful evalu-
ation and systematic approach towards the cause prevents overlooking potentially serious conditions (1). 
Many blood tests and imaging methods, including direct radiography, ultrasound and tomography, are used in diagnosis. 
In this case report, we aimed to present an interesting case of abdominal pain who presented to the emergency department with 
complaints of abdominal pain and constipation for 2 days. 
Case report 
A 76-year-old woman presented to our emergency department with complaints of abdominal pain and constipation for 2 days. In her 
anamnesis, she stated that she had frequent constipation complaints before. Her medical history included asthma, hypertension 
(HT), anxiety, total abdominal hysterectomy + bilateral salpingooopherectomy (TAH+BSO), and appendectomy. On physical exami-
nation, the patient's general condition was good, oriented, cooperative and vital signs were fever: 36.5°C, pulse rate: 103/min, blood 
pressure: 110/70mmHg, respiratory rate: 16/min. The abdomen was distended, there was diffuse tenderness and bowel sounds 
were hypoactive (2-4/min). Blood tests revealed white blood cell count (WBC) 13,800 /mm3, hemoglobin count (Hgb) 6.9 g/dL, lac-
tate 2.5 mmol/L. She was otherwise normal. Standing plain abdominal radiography (SPAR) revealed approximately 10-12 similarly 
shaped hyperdense foreign bodies (long dimension measured 15 mm and short dimension measured 5 mm) in the left lower quad-
rant and left upper quadrant (Figure 1). Subsequently, abdominal computed tomography (CT) performed for differential diagnosis 
showed nodular foreign bodies with dense calcific-metallic character with different locations and contents, one in the stomach and 
the others in the colon, measuring 15 mm at the most prominent location, with a density of 2500-3000 HU (Figure 2). General sur-
gery and internal medicine consultations were requested. General surgery did not consider emergency surgery and recommended 
outpatient clinic. The patient left the hospital voluntarily without waiting for internal medicine consultation.  
The next day, the patient's complaints increased and vomiting and black stools were added to her complaints. The patient's general 
condition was poor and rectal examination revealed melena. In blood tests, leukocytosis, anemia and lactate level deteriorated fur-
ther (Hgb: 4.9 g/dL, lactate: 5.8 mmol/L). The patient was consulted to the gastroenterology department considering gastrointestinal 
system (GIS) bleeding. The patient was hospitalized in the intensive care unit with a prediagnosis of GI bleeding for further investi-
gations and treatment. Endoscopy performed 3 days later revealed no nodular foreign body with calcific-metallic appearance, but a 
large submucosal mass on the posterior wall of the gastric antrum-corpus junction, approximately 6 cm in size, with 2 white exudate 
ulcers of 6-7 mm in size. This vision was consistent with gastrointestinal stromal tumor (GIST). The patient showed clinical im-
provement in the follow-up and was discharged with a recommendation for general surgery outpatient clinic control. 
Discussion 
Abdominal pain is a common condition that accounts for 5-10% of emergency department admissions.  However, 20% to 30% of 
patients with abdominal pain leave the hospital without a definitive diagnosis (2). 
Laboratory and imaging methods are used in the diagnosis and differential diagnosis of diseases underlying abdominal pain (3-6). In 
our case, we ordered blood tests for abdominal pain. Blood tests revealed leukocytosis, anemia and elevated lactate levels. SPAR 
and CT scans were then ordered as imaging modalities. SPAR revealed approximately 10-12 similarly shaped hyperdense foreign 
bodies in the left lower and left upper quadrants. Subsequently, an abdominal CT scan confirmed the presence of foreign bodies in 
the stomach and colon and excluded other possible causes of abdominal pain. 
Afterwards, the patient developed melena and gastroenterology department was consulted considering GIS bleeding. Endoscopy 
and colonoscopy were performed by the gastroenterology department 3 days later. No nodular foreign bodies with calcific-metallic 
appearance were detected in endoscopy and a large submucosal lesion compatible with GIST with 2 white exudate ulcers was ob-
served on the posterior wall of the gastric antrum - corpus junction. When the patient's previous examinations were examined, en-
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doscopy and colonoscopy performed 5 months ago due to the patient's anemia showed no metallic appearance and SPAR per-
formed 6 months ago showed no hyperdense image. 

Figure 1. Hyperdense foreign bodies on standing plain ab-
dominal radiography 

Figure 2. Nodular foreign bodies with dense calcific-metallic 
character on abdominal computed tomography 

 

 

 
We considered atypical eating disorder as the cause of the foreign bodies present in the patient. Atypical eating disorders are eating 
behaviour disorders that lead to medical, social and psychological problems and affect quality of life negatively (7,8). Epidemiologic 
risk factors for atypical eating disorders include cultural characteristics, gender, age, mental disorders in the family, family lifestyle, 
socio-economic class, personality role, previous psychological disorders, genetics, sexual orientation and occupation (9). Atypical 
eating disorder are based on a type of self-injurious behaviour involving the ingestion of non-nutritive objects. The result is usually 
excretion of the ingested substances through feces, but rarely requires surgical intervention (10). Our patient was an elderly woman 
with anxiety disorder and psychiatric drug use. We thought that the patient had atypical eating disorder and the high-density calcific-
metallic nodular lesions on imaging to be excreted through feces.  
Conclusion 
It should be kept in mind that patients presenting with abdominal pain may have atypical eating disorders underlying the high-density 
calcific-metallic nodular lesions seen in the stomach and intestines in imaging methods. 
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Determining Brain CT Indications in Pediatric Patients Presenting to the Emergency Department with Minor Head Trauma 
Using PECARN Score and Emergency Physician Judgment via an Artificial Intelligence Algorithm 
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Introduction and Purpose: Pediatric traumatic brain injury (TBI) is one of the most common causes of acquired disability and de-
ath. In addition, traumatic brain injury is a very heterogeneous condition and the risk of long-term disability after survival is high in 
children with head trauma. Fast and correct use and prompt intervention will reduce bad results. In addition to classical diagnostic 
methods, modern diagnostic methods will also contribute to this situation.Our aim in our research is to create an artificial intelligence 
(AI) cleaner with the pediatric expanding ChatGPT-4o program in emergency services with minor head trauma and to capture brain 
CT scan indications with PECARN score and emergency medicine expert assistance. This is envisaged to assist in decision making 
for minor head trauma and follow-up brain CT scans, as well as the PECARN head trauma clinical scoring system and clinics, as 
well as the major trauma language models (LLM) stored with AI systems. 
Materials and Methods: Our retrospective study included patients aged 18 and under who had minor head trauma and had compu-
ted tomography images taken at Ankara Bilkent City Hospital Emergency Medicine Clinic between March 2019 and March 2024. Our 
study included 1169 patients whose incident history, physical examination, age, gender and tomography records were taken at the 
hospital. We formulated the data for the study, calculated the PECARN score for the patient and also interviewed the emergency 
medicine specialist for the patient. The obtained data were labeled using ChatGPT-4o. 
Results and Conclusion: When ChatGPT-4o recommendations were compared according to CT findings, a statistically significant 
difference was found between the groups, and this difference stems from the difference between the decisions it makes for findings 
that may have clinical significance and those that do not (Table 1). When compared with the comparison imaging results, it was seen 
that ChatGPT was more successful in terms of results according to expert opinions and PECARN guideline recommendations (Table 
2). In addition, the compatibility between ChatGPT-4o recommendations and expert opinions was lower than that with PECARN 
(Table 3). A general overview of CT scan request distributions by PECARN guidelines, expert opinion, and ChatGPT-4o recommen-
dations is presented in Table 4. 
Number of Patients Requesting CT According to PECARN Guidelines and ChatGPT-4o Recommendations 

      PECARN Guide   total patient   

    BT not recommend BT recommend follow it     

  BT not recommend 331(35.1) 6(7.1) 16 (11.3 335   

ChatGPT-4o BT recommend 141 (15.0) 62 (72.9) 59 (41.5) 262   

  follow it  470 (49.9) 17 (20.0) 67 (47.2) 554   

    942 (100.0) 85 (100.0) 142 (100.0) 1169   

  kappa value:0,112 
(p<0,001) 

          

Table 1 
 
Number of Patients Requesting CT According to PECARN Guidelines and Expert Opinion 

    PECARN Guidelines       

    BT  not required BT is required Follow-up total 

  BT  not required 764 11 44 819 

  BT is required 89 73 64 225 

expert  opinions  Follow-up 89 1 34 124 

  total 941 85 142 1169 

  kappa value 0.377(p<0.001)       
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Table 2 
 
Number of Patients Requesting CT According to ChatGPT-4o and Expert Opinion 

      expert  opinions      

    BT  not required BT is required Follow-up total 

  BT  not required 309 29 24 353 

ChatGPT-4o BT is required 109 125 28 262 

  Follow-up 410 71 72 553 

  total 819 225 124 1168 

  kappa value:0.173 
(p<0,001)         

Table 3 
 
CT Request Evaluation from Patients Aaccording to PECARN Guidelines, Expert Opinion, and ChatGPT-4o Recommenda-
tions 

Parameters (n=1169 n(%) 

PECARN Guide 
CT is not recommended 
CT is recommended 
Follow-up (Requested if clinical observation result is neces-
sary) 

942 (80.6) 
85 (7.3) 
142 (12.1) 

Expert Opinion 
I don't want 
ı  want 
Follow-up (Requested if clinical observation result is neces-
sary) 

819 (70.1) 
225 (19.3) 
124 (10,6) 

CHATGPT-4o 
BT Not Recommended 
BT Recommended 
Follow-up  

  
53 (30.2) 
262 (22.4) 
554 (47.4) 

Table 4 
 

3448 
Bile duct obstruction: Mirizzi syndrome 
Esat Karadag1, Halil Kaya1, Mehmet Oğuzhan Ay1, Melih Yüksel1, Yeşim İşler1 

1University of Health Sciences, Bursa Yuksek Ihtisas Training & Research Hospital 
Introduction and Purpose :   Mirizzi syndrome is an obstruction of the common bile duct caused by external compression of the 
common bile duct by a large stone sitting in the Hartman pouch of the gallbladder. Obstructive jaundice (obstructive icterus) deve-
lops in these patients. Obstructive jaundice is usually accompanied by fever and right upper quadrant pain.  Inflammation also deve-
lops here. Chronic inflammation can lead to necrosis of the wall of the main hepatic duct and choledochal wall and eventually to 
fistula (cholecystohepatic and cholecystocholedochal fistula). 
Materials and Methods :  A 75-year-old woman patient. She presented to the emergency department with right upper quadrant 
pain. On examination, the patient had deficiency and rebound in the right upper quadrant. Other quadrant examinations were nor-
mal. There was gas stool discharge. The patient’s medical history: hypertension, coronary artery disease.Vital signs  fever: 36.7 
C  saturation:%96 blood pressure: 123/76 mm/hg. Blood sugar : 109 mg/dl. In the tests performed, wbc:10.7 10^3/dl, total biliru-
bin:1.36 mg/dl  direct bilirubin:0.76 mg/dl ast:36 U/L   alt:53 U/L  crp:6 mg/L 
Computed tomography was performed in the emergency department. 
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Findings  and conclusion:   Imaging showed a collection area in the gallbladder bed and centralization of the intrahepatic bile 
ducts. . Mirizzi syndrome was considered and the patient was consulted with general surgery. Percutaneous gallstone drainage was 
performed in the follow-up of the patient and this procedure was repeated in the following periods, but complete recovery was not 
achieved in the follow-up of the patient. Cholecystectomy was planned.  
Conclusion: The most important point in the diagnosis of Mirizzi syndrome is to suspect this syndrome. The absolute solution of the 
disease is surgery. Complications in delayed diagnosis and treatment will significantly decrease the success of the treatment and 
reduce the comfort zone of the patient. Therefore, it should be ensured that these patients receive surgical treatment immediately. 

3674 
Globus Pallıdus Infarctıon Secondary To Carbon Monoxıde Intoxıcatıon 
Beril Cevizoğlu, Mehmet Berk Eyinç, Cesareddin Dikmetaş, Aslıhan Onuralp, Boran Polat, Dilek Atik 
Karamanoglu Mehmetbey University 
Introductıon 
Carbon monoxide (CO) is an odorless gas produced during the incomplete combustion of organic materials. The most common 
causes of CO poisoning include malfunctioning or inadequately ventilated gas heating appliances, stoves, and fires (1). CO enters 
the human body through the inhalation of flue gases and has an affinity for hemoglobin approximately 240 times greater than that of 
oxygen. This property allows CO to rapidly bind with hemoglobin, forming carboxyhemoglobin (COHb), which prevents oxygen 
transport to tissues. As a result, tissue hypoxia develops, and organs with high oxygen demand are particularly affected (2).  
In CO toxicity, not only does the oxygen-carrying capacity of blood decrease, but disruption of the cellular respiratory chain also 
plays a significant role. Therefore, even if carboxyhemoglobin (COHb) concentration decreases, permanent tissue damage in the 
myocardium and brain may still occur (3). Seizures and other early neurological complications observed in severe CO poisoning are 
associated with significant toxicity, and aggressive hyperbaric oxygen therapy (HBOT) is recommended for these patients (4). 
Radiological findings in CO poisoning can be variable (4). Current clinical guidelines recommend neurological imaging in patients 
with altered consciousness or neurological deficits instead of routine screening. Globus pallidus necrosis (GPN) is one of the charac-
teristic neuroimaging findings of CO poisoning (5). 
Case Report 
A 60-year-old female patient was brought to the emergency department by EMS (112) due to suspected smoke inhalation following a 
stove malfunction at home. It was reported that the patient remained in the environment for over 24 hours after exposure and that 
her husband had succumbed to carbon monoxide (CO) intoxication. 
On physical examination, the patient was conscious, cooperative, and oriented; however, lower extremity muscle weakness and 
aphasia (inability to speak) were noted. Her vital signs upon admission were as follows: oxygen saturation: 85%, blood pressure: 
120/80 mmHg, heart rate: 140 bpm, temperature: 36.6°C, with bilateral coarse crackles on auscultation. Electrocardiography (ECG) 
revealed atrial fibrillation with a rapid ventricular response, and arterial blood gas analysis showed a negative carboxyhemoglobin 
(COHb) level. 
The patient was placed in a secured environment and initiated on 100% oxygen therapy. Intravenous diltiazem was administered for 
rate control, which was successfully achieved. Due to the presence of neurological deficits following intoxication, brain computed 
tomography (CT) and diffusion-weighted magnetic resonance imaging (MRI) were performed. MRI revealed bilateral globus pallidus 
involvement. The neurology department was consulted for further evaluation and management. The findings were considered con-
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sistent with carbon monoxide intoxication. 
Consultation with the hyperbaric and toxicology advisory center concluded that hyperbaric oxygen therapy (HBOT) was not indicated 
for this patient. Meanwhile, the patient continued to receive 100% oxygen therapy in the emergency department. After approximately 
16 hours of oxygen therapy, the patient's speech improved, and motor deficits regressed. She was discharged with a recommenda-
tion for neurology outpatient follow-up. 
 

 
Figure 1: Bilateral globus pallidus involvement is observed in the patient's MRI 
 
Dıscussıon 
Deaths due to CO poisoning are accidental and typically occur in residential or occupational settings. Fatal CO poisoning is more 
common during the colder months of the year, particularly when faulty heating devices are used, and ventilation systems are closed 
(6). 
Carbon monoxide (CO) poisoning is one of the most critical medical emergencies, leading to life-threatening conditions, including 
cardiovascular and neurological sequelae. Acute CO poisoning can result in myocardial ischemia, ventricular arrhythmias, syncope, 
seizures, and coma (4). 
Carbon monoxide inhibits the mitochondrial electron transport system and activates polymorphonuclear leukocytes, leading to brain 
lipid peroxidation. This process may explain the delayed effects of CO poisoning, such as delayed encephalopathy. In patients 
exposed to carbon monoxide, acute brain injury is primarily caused by hypoxia. Neurons typically require large amounts of oxygen 
and glucose, making them highly susceptible to the effects of ischemia and hypoxia in the central nervous system. Acute carbon 
monoxide poisoning primarily leads to widespread hypoxic and ischemic encephalopathy, particularly affecting the gray matter (7). 
Observing structural changes in the gray matter nuclei of patients with acute carbon monoxide poisoning using diffusion-weighted 
MRI is valuable for assessing the extent of deep gray matter damage, quantifying the severity of injury, and investigating its charac-
teristics and relationship with memory and cognitive impairment (8). 
CO binds to hemoglobin with a much higher affinity than oxygen, leading to hypoxemic hypoxia. Therefore, standard treatment pri-
marily involves high-flow oxygen therapy, including hyperbaric oxygen therapy (HBOT), which accelerates the elimination of CO. 
Delayed neurological sequelae may develop after a lucid interval of 3 days to 4 weeks; however, the role of HBOT in these cases 
remains controversial. Thus, further studies are needed on this subject (9). 
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3706 
Traumatic Aortic Transection Following Motor Vehicle Collisions: A Four-Patient Case Series  
Yalcin GOLCUK1; Şule Yıldız KAYA1 
Department of Emergency Medicine, Faculty of Medicine, Muğla Sıtkı Koçman University, Muğla, Turkey 
Introductıon: 
Traumatic aortic transection (TAT) is a rare but life-threatening consequence of high-energy blunt trauma, most commonly from 
motor vehicle collisions (MVCs). The injury classically involves the aortic isthmus and often coexists with other thoracoabdominal 
injuries, leading to diagnostic challenges. Mortality rates are high without timely diagnosis and intervention. Emergency physicians 
(EPs) are often the first to evaluate these patients, and early suspicion, imaging, and stabilization are critical. This case series pre-
sents four male patients with TAT secondary to MVCs, highlighting their ED presentations, imaging findings, and initial management 
strategies. All patients survived and underwent successful definitive treatment. 
Materıals And Methods: 
We retrospectively reviewed four male patients, aged 26, 32, and 38 (two patients), with a mean age of 33.5 ± 5.7 years, who pre-
sented to a tertiary ED between January 2019 and January 2024. All patients sustained TAT secondary to MVCs and were diagno-
sed by contrast-enhanced thoracoabdominal computed tomography angiography (CTA). Clinical data, imaging, interventions, and 
outcomes were evaluated. 
Results 
All patients were hemodynamically stable at presentation and had a Glasgow Coma Score of 15. One patient was a pedestrian 
struck by a vehicle; the others were in-vehicle occupants. Aortic injury was located at the isthmus in all cases. Associated injuries 
included pneumothorax, hemothorax, hepatic and splenic lacerations, renal trauma, and long bone or vertebral fractures. CTA con-
firmed aortic transection in all patients. Blood pressure control and resuscitation were promptly initiated. All patients were admitted to 
the intensive care unit and underwent thoracic endovascular aortic repair. The median hospital stay was 13 days (IQR 7–21). No 
mortality occurred. This case series underscores the importance of maintaining a high index of suspicion for TAT in patients presen-
ting after high-velocity MVCs, even in the absence of shock. CTA should be performed early in the evaluation of suspected cases. 
Emergency physicians are essential in initiating hemodynamic control, imaging, and surgical coordination, all of which contribute to 
improved survival in TAT. 
Dıscussıon 
Traumatic aortic transection, though rare, is a critical injury with high early mortality if undiagnosed. The mechanism typically invol-
ves rapid deceleration resulting in shearing forces at the aortic isthmus, the most common site of injury. In our series, all patients 
were young adult males involved in high-energy MVCs, consistent with existing literature. While some patients present with he-
modynamic instability, others—like Cases 2 and 3—may be deceptively stable, underscoring the importance of maintaining a high 
index of suspicion in blunt chest trauma. A widened mediastinum on chest X-ray may offer a clue but is neither sensitive nor specific. 
CTA remains the gold standard for diagnosis and should be promptly performed in high-risk mechanisms or suspicious clinical pre-
sentations. Initial ED management focuses on permissive hypotension, pain control, and rapid surgical consultation. Early TEVAR, 
now preferred over open repair, offers excellent outcomes with lower morbidity and mortality. 
Conclusıon  
This case series emphasizes the vital role of emergency physicians in recognizing and initiating management of traumatic aortic 
transection. Despite variable presentations, all patients benefited from early CTA and timely vascular intervention. High clinical sus-
picion, especially in the context of high-energy blunt trauma, is essential for improving survival in TAT. As access to endovascular 
techniques increases, coordinated emergency care can lead to excellent outcomes in these life-threatening injuries. 
References: 
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Anakwe R. E. (2005). Traumatic aortic transection. European journal of emergency medicine : official journal of the European Soci-
ety for Emergency Medicine, 12(3), 133–135. https://doi.org/10.1097/00063110-200506000-00008  
Changlani, N., Panjiyar, B. K., Jha, S. K., Khan, S. W., Kaushal, A., Cherukuru, S., Mahendru, D., & Kaleem, S. (2024). Endovascu-
lar Aortic Repair in Traumatic Descending Thoracic Aortic Transection: A Case Report. Cureus, 16(9), e68787. 
https://doi.org/10.7759/cureus.68787  
Peacock, L., Hyder, S. F., Pervaiz, H., Bahia, S. S., & Naeem, S. (2024). A Case Report and a Literature Review of Traumatic Ab-
dominal Aortic Dissection: An Uncommon Complication Following Vertebral Fractures Due to Blunt Trauma. Cureus, 16(6), e62899. 
https://doi.org/10.7759/cureus.62899 

 

3714 
Features Of Thrombosıs And Restenosıs Of Stents In Patıents After Coronavırus Infectıon: A Systematıc Revıew Of Clınıcal 
Cases. 
Diana Ygiyeva1 ,  Lyudmila Pivina1 ,  Gulnara Batenova1 ,  Andrey Orekhov1 ,  Adilzhan Zhumagaliyev1 
1Semey Medical University, Semey, Kazakhstan 
Introduction 
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One of the most serious complications of coronary stenting is restenosis and in-stent thrombosis, the prevalence of which can reach 
20-25%. This is a major problem for health systems worldwide as it leads to increased mortality from myocardial infarction. One of 
the important factors influencing the formation of restenosis and thrombosis in patients with coronary heart disease (CHD) is the 
presence of systemic inflammation, including infectious inflammation, which can damage the endothelium, plaques and trigger hy-
percoagulation mechanisms , creating a prothrombotic effect. 
Purpose of the work: 
To study the impact of COVID -19 on the formation of thrombosis and restenosis coronary artery stents in patients with coronary 
artery disease 
Modern concepts of stent thrombosis 
In- stent restenosis is a decrease in vessel lumen after percutaneous coronary intervention, angiographically defined as a decrease 
in stent patency by 50% or more [ KuntzR 1993; MehranR 1999; AlfonsoF 2014]. According to the classification of the Academic 
Research Consortium (2006), stent thrombosis is divided into acute (up to 24 hours after stenting ), subacute (more than 24 hours to 
30 days), late (more than 30 days to 1 year) and very late (more than 1 year after stenting ) [ Food and 2006, С utlip D ]. According 
to the clinical course, the following types are distinguished: 
1) definite ( angiographically confirmed ) stent thrombosis , when symptoms are consistent with acute coronary syndrome; 
2) probable stent thrombosis , when sudden cardiac death or myocardial infarction is observed in the stented vessel basin within 30 
days after stenting without angiographic confirmation; 
3) possible stent thrombosis , when unexplained death occurs a month or more after stent implantation [ Food and 2006, С utlip D ]. 
Risk factors for coronary stent thrombosis 
related to the patient himself: for early thrombosis, these are diabetes, previous ST- elevation MI , smoking, thrombocytosis, and 
anemia ( OR <5 for all of the listed risk factors); for late and very late thrombosis, the listed risk factors can be supplemented by end-
stage chronic kidney disease, low ejection fraction, African-American descent, and advanced age ( OR <5 for all of the listed risk 
factors); OR =5-10 for malignant neoplasms, peripheral arterial disease; OR > 10 for violations of dual antiplatelet therapy and ge-
netic polymorphism; 
Coronary vessel injury related to: location in the left anterior descending coronary artery, small vessels, ulcerated or aneurysmal 
lesion, prolonged lesion or multiple stent implantations , lesion at the bifurcation of the artery, baseline TIMI flow grade 0–1, CABG 
with saphenous vein graft ( OR < 5 for all listed risk factors); presence of in- stent restenosis with drug-eluting stent, geographic 
miss, bifurcation or type C lesion ( OR = 5–10 for all listed risk factors); post-procedural TIMI flow < 3 ( OR > 10). 
stent -related : strut thickness and stent base area , incomplete endothelialization , inflammatory reactions (OR<5 for all listed risk 
factors); small diameter stent (OR 5-10). 
Related to the stenting procedure : no administration of thienopyridines ( clopidogrel ); no use of heparin before the procedure; injury 
to multiple vessels; use of multiple stents ; use of glycoprotein IIb / IIIa inhibitors; overlapping technique (implantation of stents in an 
overlapping manner); residual stenosis when using drug-eluting stents (OR<5 for all listed risk factors); use of low doses of bivaliru-
din (OR 5-10); insufficient stent size or its incorrect positioning; vessel dissection ; residual stenosis or incomplete expansion of the 
vessel or stent (OR>10) [ Gori T 2019]. 
The role of coronavirus infection in the development of thrombosis and restenosis stents 
Studies by Chinese scientists conducted at the beginning of the COVID-19 pandemic demonstrated high rates of acute inflammatory 
myocardial injury, reaching 17-19.7% of all patients with COVID-19. 
It should be taken into account that acute myocardial injury in COVID-19 is not always accompanied by ischemic manifestations, but 
in all cases an increase in the level of cardiac markers, such as troponin , was noted, the level of which had a direct correlation with 
the severity of coronavirus infection [ Shi S 2020, Zhou F 2020, Huang C 2020]. 
Thus, in a study by Wang D (2020), it was shown that among people with COVID -19 treated in intensive care units, the proportion 
of patients with elevated troponin levels reached 25% [ Wang D]. 
Materials and methods of research: 
PubMed and Scopus databases for relevant publications containing case reports and case series of restenosis. stent and stent 
thrombosis associated with COVID-19, including case reports published between 2020 and present. Thirty-eight full-text publications 
were screened and manually checked for further analysis. 
The protocol was developed in accordance with the Preferred Reporting Items for Systematic Reviews and Meta-Analysis Protocols 
(PRISMA-P) [72 Page , M. 2021] and registered in PROSPERO (ID: CRD42024506976). 
The study was carried out with the financial support of the Science Committee of the Ministry of Education and Science of the Re-
public of Kazakhstan (grant No. AP 19677465). 
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Characteristics of included cases 
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Characteristics of included case series 

 
Conclusion 
Our analysis of literary sources indicates an increased incidence of restenosis and stent thrombosis in patients with coronary heart 
disease against the background of coronavirus infection. 
Considering that this infection continues to infect residents of all countries of the world, special attention should be paid to people 
suffering from ischemic heart disease who have undergone revascularization . Since this category of patients has an increased risk 
of complications, in case of COVID -19 infection they should be provided with access to the fastest possible examination of the car-
diovascular system (ECG, echocardiography , laboratory tests), coronary angiography and confirmation of the presence of corona-
virus infection (PCR test, study of immunoglobulins G and M). 
It is necessary to monitor the adherence of such patients to antiplatelet therapy and inform them about the risks associated with CVI. 
To more accurately determine the relationship between CVI and stent restenosis and thrombosis, it is necessary to continue clinical 
studies on larger groups of patients using thematic registries and databases. 

 

3732 
An Analysis of Consultations Requested from the Green Zone in the Emergency Department 
Consultations in the Green Zone 
Mine Kayacı Yıldız¹, Yasin Yıldız² 
¹ Çumra State Hospital, Emergency Department, Konya, Türkiye 
² Konya City Hospital, Department of Emergency Medicine, Konya, Türkiye 
Introductıon 
Emergency departments (EDs) are critical healthcare units that operate 24/7, providing immediate care to patients with urgent health 
needs. These units frequently deal with life-threatening conditions such as myocardial infarction, respiratory arrest, multiple trauma, 
severe bleeding, burns, and traffic accidents. Any disruption at any stage of this system can adversely affect the efficiency of the 
entire service chain. In recent years, the role of emergency departments has gained increasing importance in many countries due to 
economic factors, clinical necessities, and transformations in healthcare systems. Accordingly, various strategies have been adopted 
to develop cost-effective health policies aimed at ensuring the efficient use of emergency medical services (1,2). 
The functioning of EDs in hospitals is regulated according to specific guidelines and instructions. In this framework, each patient 
admitted to the emergency department is assigned a triage code by the physician responsible for the triage process, based on stan-
dardized triage scales. These codes are color-coded as green, yellow, and red—ranging from the lowest to the highest level of ur-
gency. Patients categorized under the green triage code are generally in stable condition, present as outpatients, and have mild 
complaints that do not require immediate intervention. Such patients can typically be evaluated and treated in an ambulatory setting 
(3). 
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In Turkey, emergency departments serve a wide patient population and constitute a critical component of the healthcare system. 
According to 2020 data, the total population of the Republic of Turkey was reported as 84,680,273, while the number of outpatient 
clinic visits was 136,905,290. Emergency department visits totaled 129,588,470, and consultations in the green zone of emergency 
services accounted for 22,092,239 of these. These figures emphasize the central role of emergency departments in healthcare deli-
very in Turkey and the substantial patient load they bear. Notably, EDs are not only utilized for life-threatening emergencies but are 
also frequently preferred by a significant number of patients requiring outpatient care (4). 
Healthcare services are inherently complex, functionally interdependent, and require multidisciplinary collaboration. Rising global 
healthcare costs have further highlighted the importance of efficient service delivery, compelling healthcare providers to focus on 
quality management, operational efficiency, and economic sustainability. One of the most prominent reflections of the need for multi-
disciplinary work in EDs is the consultation process. A consultation is initiated when the physician primarily responsible for a patient's 
care requests input from a specialist in another field, based on the patient’s clinical condition. Once the consultation is requested, 
the process formally begins. The consultant physician evaluates the patient, provides recommendations within their area of experti-
se, may request additional tests, perform procedures, or suggest discharge plans. The efficiency of this process depends on various 
factors such as the type of hospital, the volume of ED visits, inpatient capacity, and staff shortages, all of which may directly affect 
consultation management (1,3,5). 
This study aims to examine consultations conducted in the green zone of the emergency department, with the goal of evaluating this 
frequently utilized area of EDs from the perspective of consultation practices. By analyzing consultation requests for green zone 
patients, we aim to shed light on current consultation patterns and practices within emergency departments. 
Methods 
This retrospective, observational study was conducted to examine consultation requests among adult patients who presented to the 
green zone of the emergency department of a tertiary care hospital during the first three weeks of January 2024. The analysis inclu-
ded cases in which a consultation was requested, resulting in a total of 922 patients being included in the study. The variables col-
lected included: Demographic data (age, gender), Time of presentation (categorized as working hours: 08:00–15:59, after-hours: 
16:00–23:59, and nighttime: 00:00–07:59), Diagnosis code, Consultation department requested, Time (in hours) from presentation to 
consultation request, Whether a repeat consultation was requested, and Final patient disposition. 
The data were analyzed using the Jamovi Statistical Software and the Python programming language. Descriptive statistics were 
presented based on the distribution of variables: for continuous variables, mean ± standard deviation (SD) or median with interquar-
tile range (IQR: 25th–75th percentile) were reported; for categorical variables, frequencies (n) and percentages (%) were calculated. 
The normality of distribution for continuous variables was assessed using the Kolmogorov-Smirnov test. For normally distributed 
variables, the Student’s t-test was used, whereas the Mann-Whitney U test was applied for non-normally distributed variables. 
Differences in consultation requests between weekdays and weekends were also analyzed using the Mann-Whitney U test. The age 
variable was compared by gender using the Mann-Whitney U test. A p-value of <0.05 was considered statistically significant. All 
personal identifiers were removed, and only anonymized data were used to ensure the protection of patient confidentiality. 
Results 
During the first three weeks of January, a total of 38,337 patients were admitted to the green zone of the emergency department. 
Among these, 2.4% (n = 922) required consultations, resulting in 1,079 total consultation requests. Of the patients for whom consul-
tations were requested, 65.1% were male (n = 600) and 34.9% were female (n = 322). 
When analyzing the age distribution, the overall median age was 41.0 years (Interquartile Range [IQR]: 25.0–59.75). The median 
age of male patients was 38.5 years (IQR: 24.0–55.0), while the median age of female patients was 46.0 years (IQR: 27.25–68.0). 
The median age of female patients was significantly higher than that of males, and this difference was statistically significant (Mann-
Whitney U test, p < 0.05, 95% CI: 4.0–13.5). 
Daily consultation request volumes showed a mean of 51.38 ± 9.69 consultations per day. Regarding the distribution of consultation 
requests by time of day: 46.42% were made during after-hours (16:00–23:59), 45.12% during working hours (08:00–15:59), and 
8.46% during night hours (00:00–07:59). 
The mean number of consultation requests per patient was also compared between weekdays and weekends. The average consul-
tation request per patient was 1.17 on weekdays and 1.16 on weekends. The Mann-Whitney U test revealed no statistically signifi-
cant difference between these two groups (p = 0.2442, 95% CI: -0.07 to 0.09). 
The number of consultation requests per patient ranged from 1 to 5. 87.85% (n = 810) of patients received a single consultation 
request, 8.79% received two, 2.06% received three, 1.08% received four, and only 2 patients (0.22%) received five consultation 
requests. 
An analysis was performed on the distribution of patients by diagnostic codes associated with the consultation requests. The most 
common diagnosis was foreign body in the eye (T15), accounting for 15.18% (n = 140) of consultation requests. This was followed 
by abdominal pain (R10.4) at 10.63% (n = 98), and unspecified soft tissue disorders (M79.9) at 9.98% (n = 92). Conjunctivitis (H10) 
accounted for 6.62% (n = 61), and unspecified fall (W19) accounted for 5.97% (n = 55) of consultation requests. The most common 
diagnoses leading to consultations are presented in Figure 1. 
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Figure 1. Most Common Diagnoses Leading to Consultation Requests. 
 

 
The study also examined the rate of repeat consultation requests (re-consultations) according to the final clinical outcomes of the 
patients. Among patients who were admitted to the hospital ward, 14.35% (n = 32) required a re-consultation. This rate was 20.93% 
(n = 9) among those admitted to the intensive care unit (ICU). In contrast, the re-consultation rate was 4.21% (n = 26) among pati-
ents who were discharged and 3.45% (n = 1) among those who refused treatment. The highest re-consultation rate was observed 
among referred patients, with 50.00% (n = 1). Overall, the re-consultation rate in the emergency department was 7.48%, and it was 
most commonly observed in patients who required hospitalization in the ward or ICU. 

Figure 2. Distribution of Patient Outcomes by Mean Number of Consultations. 
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Figure 3. Distribution of Initial Consultation Specialties. 
 

 

The study also calculated the average number of consultation requests based on patient outcomes. For discharged patients, the 
mean number of consultations was 1.09; for ward-admitted patients, it was 1.33; and for those requiring ICU admission, it was 1.51. 
Patients who refused treatment had an average of 1.17 consultations, while those who were referred had the highest mean with 
2.00 consultations. 
When analyzing the distribution of final outcomes, discharge was the most frequent outcome (67.03%, n = 618), followed by ward 
admission (24.19%, n = 223) and ICU admission (4.66%, n = 43). Less frequent outcomes included treatment refusal (3.15%, n = 
29) and referral to another center (0.22%, n = 2). The distribution of patient outcomes according to the average number of consulta-
tions is presented in Figure 2. 
The distribution of the initial consultation specialties was also analyzed in the study. It was observed that the majority of consultation 
requests were directed to the Ophthalmology department (30.77%, n = 284). This was followed by General Surgery (12.46%, n = 
115), Orthopedics and Traumatology (12.13%, n = 112), and Otorhinolaryngology (ENT) (6.93%, n = 64). 
The distribution of consultation specialties is presented in Figure 3. 
The distribution of initial consultation requests by time of day was analyzed based on the top three most frequently consulted speci-
alties. For Ophthalmology, 52.46% of consultations were requested during working hours, 45.07% during after-hours, and 2.46% 
during the night shift. In General Surgery, 40.00% of consultations occurred during working hours, 45.22% during after-hours, and 
14.78% during the night shift. For Orthopedics and Traumatology, 39.29% of consultations were requested during working hours, 
58.04% during after-hours, and 2.68% during night hours. 
The least frequently consulted specialties were identified as the Wound Care Unit, Rheumatology, and Endocrinology. All consultati-
ons for the Wound Care Unit (100%) were requested during working hours, with no consultations recorded during after-hours or 
night shifts. All Rheumatology consultations (100%) occurred during after-hours, while Endocrinology consultations were exclusively 
(100%) requested during working hours, with no requests during after-hours or night shifts. 
When visualized as a heat map showing consultation frequencies by specialty and time of day, it was observed that Orthopedics and 
Traumatology had a higher proportion of after-hours consultations, whereas Ophthalmology and General Surgery received more 
consultation requests during regular working hours. Across all specialties, consultation requests during the night shift remained no-
tably low. The heat map is presented in Figure 4. 
The study also examined the mean age and gender distribution of patients based on the specialty to which consultations were 
requested. Results indicated that while certain specialties had older patient populations, others were more frequently consulted for 

131



17-20 APRIL 2025, STARLIGHT RESORT HOTEL, MANAVGAT / ANTALYA

&

&

IN CONJUNCTION WITH

12TH INTERCONTINENTAL EMERGENCY MEDICINE CONGRESS

12TH INTERNATIONAL CRITICAL CARE AND EMERGENCY MEDICINE CONGRESS

21TH NATIONAL EMERGENCY MEDICINE CONGRESS

2025 WACEM SUMMER LEADERSHIP SUMMIT

younger individuals. The highest mean age was observed in patients referred to Dermatology, with an average of 68.00 ± 25.46 
years. This was followed by Infectious Diseases (65.61 ± 17.67 years) and Internal Medicine (53.92 ± 17.58 years), indicating that 
these specialties were more often consulted for elderly patients. In contrast, the youngest patient group was observed in the Endoc-
rinology consultations, with a mean age of 25.00 years; however, due to limited data, standard deviation could not be calculated. In 
terms of gender distribution by specialty: Neurosurgery consultations were predominantly female, with 87.50% (n = 14) women and 
12.50% (n = 2) men. In Internal Medicine, 32.00% (n = 8) of patients were female and 68.00% (n = 17) were male. Dermatology had 
an equal gender distribution, with 50% (n = 1) male and 50% (n = 1) female. Among Infectious Diseases consultations, 38.89% (n = 
7) were female and 61.11% (n = 11) were male. The sole patient consulted for Endocrinology was male (100%, n = 1). 

Figure 4. Heat Map of Consultation Requests by Specialty and Time of Day. 
 

 

The study also analyzed mean age and gender distribution by clinical outcomes. Certain outcomes were associated with higher 
mean patient ages. The highest mean age was observed among patients admitted to the intensive care unit (ICU): 63.19 ± 16.70 
years. Patients admitted to the general ward had a mean age of 53.02 ± 20.71 years, while those who were discharged were youn-
ger, with a mean age of 37.90 ± 20.51 years. Patients who refused treatment had a mean age of 42.69 ± 22.18 years, and referred 
patients had a mean age of 43.50 ± 28.99 years. 
These findings suggest that patients requiring ward or ICU admission tended to be older, whereas those who were discharged were 
generally younger. Gender distribution by outcome revealed the following: Among ICU-admitted patients, 69.77% (n = 30) were 
female, and 30.23% (n = 13) were male. In ward admissions, 54.71% (n = 122) were female, and 45.29% (n = 101) were male. 
Among discharged patients, the female proportion was 69.42% (n = 429), and males constituted 30.58% (n = 189). Among those 
who refused treatment, the distribution was more balanced: 44.83% (n = 13) female and 55.17% (n = 16) male. All patients referred 
to other centers were female (100%, n = 2). These results indicate that female patients constituted a higher proportion among those 
admitted to the ward or ICU, and also among those discharged. 
In terms of outcomes by consultation specialty: Among patients consulted by Internal Medicine, 72.00% were admitted to the ward, 
20.00% were discharged, and 8.00% were admitted to the ICU. In Infectious Diseases, 38.89% were admitted to the ward, 44.44% 
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were discharged, and 16.67% required ICU care. Of those consulted by Neurosurgery, 93.75% were discharged, and 6.25% were 
admitted to the ward. Certain specialties showed dominant outcome patterns: All patients consulted by Dermatology were dischar-
ged (100%), while the sole Endocrinology patient refused treatment (100%). No ICU or ward admissions were observed in Rheuma-
tology, Endocrinology, or Wound Care Unit consultations. In contrast, higher rates of ward and ICU admissions were recorded in 
Internal Medicine and Infectious Diseases consultations. When the outcome distributions by specialty were visualized using a stac-
ked bar chart, it was observed that specialties such as Internal Medicine and Infectious Diseases had higher hospitalization and ICU 
admission rates, whereas Dermatology and Neurosurgery were associated more frequently with discharges. 
The study also examined discharge rates by initial consultation specialty. Results indicated that while some specialties had high 
discharge rates, others were more frequently associated with hospital or ICU admissions. Specialties with the highest discharge 
rates included: Dermatology (100.0%), Neurosurgery (93.75%), and Ophthalmology (81.72%). In these specialties, the vast majority 
of patients were discharged, with minimal need for hospital ward or ICU admission. In contrast, lower discharge rates were observed 
in specialties such as: Internal Medicine (20.00%), Infectious Diseases (44.44%), and General Surgery (54.35%). 
A substantial proportion of patients in these groups required inpatient or intensive care. 
Notably, among patients referred to Internal Medicine, the hospitalization rate was 72.00%, and the ICU admission rate was 8.00%. 
When discharge rates by specialty were visualized using a horizontal bar chart, it became evident that Dermatology, Neurosurgery, 
and Ophthalmology were predominantly associated with patient discharge, while Internal Medicine and Infectious Diseases showed 
higher rates of ward or ICU admissions. 
The study also analyzed the distribution of hospital ward admissions according to the initial consultation specialty. Results indicated 
that consultation requests from certain specialties were more frequently associated with inpatient admissions. The specialties with 
the highest rates of ward admission were: General Surgery: 28.7% (n = 64), Pulmonology: 9.42% (n = 21), and Internal Medicine: 
8.07% (n = 18). Approximately one-third of the patients consulted by General Surgery were admitted to the hospital ward, and Pul-
monology and Internal Medicine also showed relatively high admission rates. Conversely, some specialties had very low rates of 
ward admission, including: Cardiovascular Surgery: 0.9% (n = 2), Pediatric Surgery: 0.45% (n = 1), and Neurosurgery: 0.45% (n = 
1). 
The study also examined the distribution of intensive care unit (ICU) admissions according to the initial consultation specialty. Some 
specialties showed a notably higher association with ICU admissions. The specialties with the highest ICU admission rates were: 
Cardiology: 46.51% (n = 20), Nephrology: 13.95% (n = 6), and Gastroenterology: 9.30% (n = 4). On the other hand, specialties with 
the lowest ICU admission rates included: Thoracic Surgery: 2.33% (n = 1), Hematology: 2.33% (n = 1), and Cardiovascular Surgery: 
2.33% (n = 1). 
Additionally, the study investigated the timing of the initial consultation requests in relation to the patient’s arrival time in the emer-
gency department. The findings showed that the majority of consultations were requested within the first few hours of presentation. 
16.92% of consultation requests were made within the first hour (n = 156), 9.44% in the second hour (n = 87), and 12.26% in the 
third hour (n = 113). 
Consultation requests made 10 and 20 hours after admission were extremely rare, with only 0.11% (n = 1) for each time point. The-
se findings suggest that while consultation requests are predominantly made early in the patient’s stay, in rare cases they may also 
be initiated much later. 
Dıscussıon 
Patients presenting with non-urgent and mild complaints frequently prefer emergency departments and are generally classified un-
der the green zone following triage evaluation. However, the admission of patients who do not require emergency intervention signi-
ficantly contributes to overcrowding in emergency departments and hinders the effective delivery of healthcare services. This overc-
rowding has several adverse consequences: it leads to prolonged waiting times, delays in the management of truly urgent cases—
thereby compromising patient safety, increases patient dissatisfaction, elevates healthcare costs, reduces the quality of services, 
and results in critical safety issues. Additionally, the excessive workload negatively affects staff performance and increases the risk 
of burnout among emergency healthcare professionals (6–8). 
Consultation is a critical component of patient management in the emergency department. In this process, a physician from another 
specialty is invited to contribute to the diagnosis and treatment of the patient. The consulting physician evaluates the patient, records 
their recommendations in the medical record, and may initiate interventions relevant to their specialty. This multidisciplinary appro-
ach enables more effective patient care and is considered an essential and ongoing aspect of emergency medicine practice. Previ-
ous research has shown that the consultation process is one of the major factors contributing to increased patient waiting times. 
Scientific investigations into emergency department consultations date back to the mid-20th century and have continued to evolve 
since then (9–16). However, our literature review revealed no studies focusing specifically on consultations within the green zone of 
emergency departments. This highlights the potential novel contribution of our study to the literature. 
A study evaluating emergency department challenges from the perspective of healthcare workers also identified problems in the 
consultation process. In the literature, the frequency of consultations in emergency departments is reported to vary between 20% 
and 60%, while studies conducted in Turkey indicate this rate ranges between 19.6% and 39.1% (5, 17, 18). In our study, the consul-
tation request rate in the green zone was found to be 2.4% (n = 922). This lower rate is attributable to the focus on green zone pati-
ents, who generally present with less severe conditions. 
Additionally, we found that 87.85% of patients received only one consultation, and the re-consultation rate was 7.48%, most com-
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monly observed among patients admitted to the hospital ward (14.35%) or ICU (20.93%). These findings suggest that the consulta-
tion process may be more complex and prolonged in certain patient groups. 
In a study by Kılıçaslan et al., 47.24% of patients admitted to the emergency department were triaged as non-urgent (green zone). 
Of these patients, 42.9% presented between 08:00–16:59, 42.6% between 16:00–23:59, and 14.5% between 00:00–07:59. The 
overall consultation rate was reported as 19.66%, with the most frequently consulted specialties being cardiology, orthopedics, and 
internal medicine (19). 
Another study conducted over a two-week period reported 318 consultation requests for 228 patients, indicating that 28.8% of 
emergency department patients required at least one consultation. Distribution by time intervals showed: 40 consultations between 
00:00–05:59, 71 between 06:00–11:59, 107 between 12:00–17:59, and 100 between 18:00–23:59. Among these patients, 55.3% 
were discharged, 27.9% were admitted, and 9.1% were referred to other facilities (20). 
Different studies have reported variation in the most frequently consulted specialties. One study identified orthopedics, general sur-
gery, and neurology as the top specialties, while another found internal medicine, cardiology, and orthopedics to be the most com-
monly consulted (21, 22). Admission and referral rates among consulted patients also vary. In one study by Aydın et al., 12.2% of 
patients were admitted, and 4.5% were referred. Another study by Köse et al. reported an admission rate of 1.4% and referral rate of 
0.3% (21, 22). 
In a study conducted at a foundation university in Ankara, consultation was requested for 2,155 out of 16,383 patients. Among them, 
1,774 received one consultation, 234 received two, 84 received three, 28 received four, and 12 received five consultations (23). 
Another study reported 342 consultation requests for 276 patients, with internal medicine being the most frequently consulted speci-
alty (72%). Among non-urgent cases, internal medicine (31%), neurology (13.8%), and obstetrics and gynecology (10.3%) were the 
most frequently consulted specialties. Furthermore, 80.1% of these patients were admitted, while 15.9% were discharged (24). 
In our study, the most frequently consulted specialties were ophthalmology (30.77%), general surgery (12.46%), and orthopedics 
and traumatology (12.13%). Similar to other studies, orthopedics and general surgery consistently rank among the most commonly 
consulted departments. However, the high frequency of ophthalmology consultations in our study likely reflects the unique profile of 
green zone patients. 
Regarding the time of consultation, 46.42% were requested during after-hours (16:00–23:59), 45.12% during regular hours (08:00–
15:59), and 8.46% during night hours (00:00–07:59). The lower consultation rate during the night aligns with previously reported 
findings. 
Analysis of patient outcomes revealed that most cases resulted in discharge (67.03%), followed by ward admission (24.19%) and 
ICU admission (4.66%). These rates are largely consistent with the literature. However, the relatively high rate of ward admissions in 
our study suggests that some patients triaged to the green zone may still require significant diagnostic or therapeutic intervention. 
Conclusıon 
It is well recognized that the consultation process in emergency departments significantly impacts patient flow, time management, 
healthcare staff workload, and hospital admission and referral processes. However, the lack of sufficient research specifically add-
ressing the consultation dynamics of green zone patients highlights the need for further investigation in this area. Our study contribu-
tes a novel perspective to the literature by examining the consultation patterns and outcomes among green zone patients in the 
emergency department setting. 
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3774 
A rare anaphylaxıs ın the emergency department: anaphylaxıs ın elderly patıents and sesame 
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Introductıon 
Sesame (Sesamum indicum) belongs to the Pedaliaceae family and has been used as both food and medicine since ancient times. 
The earliest records of its use date back to 2450 BC [1]. Sesame allergy is less common in Western countries but more prevalent in 
the Middle East. Although the exact mechanisms are not well understood, sesame allergy can be life-threatening. Reports of allergic 
reactions to sesame began appearing in the 1950s and have increased significantly over the past three decades. A recent study 
found that the prevalence of sesame allergy among young adults (ages 17-18) in Israel was 0.09% [2]. In Lebanon, the prevalence 
of sesame sensitivity, defined by positive IgE and skin prick tests, was 3.9% in newborns, 2.65% in children, and 1.9% in adults, with 
anaphylaxis as the only clinical presentation in these cases [3]. Recent studies have also identified sesame allergy and anaphylaxis 
as growing concerns in Saudi Arabia, Iran, Kuwait, and Turkey [4-7]. Interestingly, sesame allergy has not been reported in the 
world's top 10 sesame-producing nations, including the largest producers, India and China [8]. Like many food allergies, sesame 
allergy typically develops in infancy or childhood. However, a recent study indicates that 25% of cases arise in adulthood. 
Case 
A 75-year-old male patient with no known comorbidities presented to the emergency department. His medical history revealed that 
he contacted the 112 Ambulance Service after experiencing sudden illness, shortness of breath, erythema, pruritus, and urticaria 
after consuming cake. Upon initial assessment, his arterial blood pressure was 66/44 mmHg, pulse rate was 116 beats per minute, 
fingertip oxygen saturation was 94%, and body temperature was 36.1°C. The patient exhibited bronchospasm upon arrival, but no 
uvular edema was observed. An electrocardiogram showed sinus tachycardia. The patient was diagnosed with anaphylaxis and 
received 0.5 mg of intramuscular adrenaline. Fluid resuscitation was initiated, followed by intravenous administration of pheniramine 
and dexamethasone. Despite partial improvement, symptoms persisted, necessitating hospital admission for further monitoring and 
treatment. The patient was subsequently transferred to the toxicology critical care unit for continued care. 
During the patient’s intensive care stay, a detailed medical history revealed no prior sesame allergy in childhood or adolescence. His 
first allergic reaction occurred at age 60 after consuming halva. Later, he experienced similar reactions after eating sesame bagels 
and tahini sauce, leading him to avoid sesame-containing foods. However, the patient had never undergone outpatient evaluation 
for sesame allergy. He had a history of three anaphylactic episodes following sesame ingestion, each requiring intramuscular adre-
naline. After this latest reaction, the patient’s relatives discovered that the cake he consumed contained tahini, confirming the aller-
gen. This case highlights the patient’s awareness of his allergy. Despite treatment for facial erythema and hand edema, the patient 
remained under observation in the intensive care unit for three days. After stabilization and symptom resolution, he was discharged 
with a prescription and advised to follow up at the allergy and immunology outpatient clinic. 
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Dıscussıon 
Although global data indicate an increasing prevalence and severity of sesame allergy, it remains relatively uncommon in emer-
gency settings. Lack of awareness regarding food ingredients may contribute to underdiagnosis. In this case, the patient's aware-
ness of his allergy facilitated identification. Scientific studies indicate that sesame contains both protein and lipid allergens, yet the 
precise pathophysiology of sesame allergy remains unclear. Unlike other major food allergens such as peanuts, milk, and eggs, 
research on sesame allergy is still in its early stages. Anaphylaxis is defined as a rapid-onset, escalating reaction that poses a life-
threatening risk. Common triggers include food, medications, and insect bites. Patients presenting with circulatory disturbances, 
bronchospasm, or laryngeal involvement (e.g., stridor, voice changes, odynophagia) should be observed in a hospital setting for at 
least 24 hours. Diagnosis primarily relies on clinical criteria. In some cases, laboratory tests (such as elevated histamine and total 
tryptase levels) may support the diagnosis, but they lack specificity for anaphylaxis. In our case, hypotension and bronchospasm 
were key indicators of anaphylaxis [4-7]. 
A review of the literature reveals that sesame-related allergies and anaphylaxis are more prevalent in the Middle East [2-7]. While 
regulations exist for many common food allergens, some countries lack specific labeling requirements for sesame, leading to unin-
tentional exposure. While food allergies typically manifest in infancy or childhood, our case demonstrates that symptoms can also 
emerge later in life, with initial signs appearing at age 60 [9]. This case contributes significantly to the literature by highlighting the 
need for considering food allergies in elderly patients presenting with first-time anaphylaxis. 
Conclusıon 
Patients may present to the emergency department with hypersensitivity symptoms such as urticaria, pruritus, and erythema, or with 
severe anaphylaxis. Regardless of prior allergy history, patients with anaphylaxis must receive immediate intramuscular adrenaline 
and be admitted for monitoring. 
While food-related allergies and anaphylaxis typically develop in childhood, they can also appear later in life, as demonstrated in our 
case. Research suggests that our country has an elevated risk of sesame allergy compared to many other nations. Proper food 
labeling of sesame-containing products is essential. Additionally, food allergies should be considered in elderly patients presenting 
with anaphylaxis in the emergency department. 
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Introductıon 
Acute ischemic stroke (AIS) remains a leading cause of morbidity and mortality worldwide, accounting for approximately 62% of all 
cerebrovascular events (1). The etiology of AIS is heterogeneous, necessitating systematic classification to guide diagnosis, treat-
ment, and prognosis. The Trial of ORG 10172 in Acute Stroke Treatment (TOAST) classification system categorizes ischemic stro-
kes into five subtypes: large artery atherosclerosis, cardioembolic, small vessel occlusion, stroke of other determined etiology, and 
stroke of undetermined etiology (2). Among these, cardioembolic strokes are particularly critical, constituting 20–30% of ischemic 
strokes, and are often associated with severe disability and recurrence (3). Atrial fibrillation (AF) is the most common cause of cardi-
oembolic stroke, but emerging evidence suggests that structural cardiac pathologies, such as valvular disorders, may also contribute 
to thromboembolic risk (4). 
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Mitral regurgitation (MR) and tricuspid regurgitation (TR) are valvular abnormalities characterized by backward blood flow into the 
left and right atria, respectively. MR affects 2–3% of the general population, with prevalence increasing with age (5), while TR is 
present in up to 85% of adults, though severe cases are less common (6). While these conditions are traditionally viewed as he-
modynamic disorders, their association with ischemic stroke remains understudied. MR and TR may predispose to thrombus forma-
tion due to atrial enlargement, stasis, or endothelial dysfunction (7). However, current guidelines do not classify MR or TR as inde-
pendent risk factors for stroke, and their role in cardioembolic stroke pathogenesis remains debated (8). This gap in knowledge 
underscores the need for studies evaluating the interplay between valvular regurgitation, AF, and stroke mechanisms. 
The present study aims to investigate the prevalence of MR and TR in AIS subtypes, particularly cardioembolic strokes, and their 
association with AF. By analyzing echocardiographic, electrocardiographic, and clinical data, this work seeks to clarify whether valvu-
lar regurgitation independently contributes to thromboembolic risk or acts synergistically with AF. Given the high prevalence of MR 
and TR in aging populations, understanding their role in stroke etiology could refine risk stratification and therapeutic strategies. 
Materıals And Methods 
Study Design and Methodology 
This thesis study was conducted at Kırşehir Ahi Evran University Training and Research Hospital after obtaining approval from the 
Non-Interventional Research Ethics Committee of Kırşehir Ahi Evran University Faculty of Medicine (decision number: 2022-02/19, 
date: January 25, 2022). 
The data for this thesis study were obtained by retrospectively analyzing the diagnostic and therapeutic processes during the hospi-
talization of patients admitted to the Emergency Medicine Clinic of Kırşehir Ahi Evran University Training and Research Hospital 
between January 1, 2019, and December 31, 2021, who were diagnosed with acute ischemic stroke after excluding intracerebral 
hemorrhage via computed tomography (CT) and subsequently admitted to the neurology inpatient ward or intensive care unit. This 
period included the COVID-19 pandemic, which affected the entire world. 
A total of 403 acute ischemic stroke patients were enrolled in the study, meeting the predefined inclusion criteria of being aged over 
18 years and having a confirmed diagnosis of acute ischemic stroke, while exclusion criteria comprised individuals under 18 years of 
age, those diagnosed with acute hemorrhagic stroke or transient ischemic attack (TIA), patients with incomplete medical data, those 
who did not undergo CT imaging, and pregnant individuals. 
Data Collection 
Due to the retrospective nature of our study, informed consent was not obtained from the included patients. Patients meeting the 
inclusion criteria were enrolled in the study group. Patient data were accessed through medical records, hospital archives, and the 
automation system. Sociodemographic characteristics such as age, gender, and length of hospitalization were recorded. 
Established ischemic stroke risk factors—hypertension, diabetes mellitus, hyperlipidemia, coronary artery disease, congestive heart 
failure, alcohol and tobacco use, and history of prior ischemic stroke—were evaluated and recorded. Neurological examinations at 
emergency department admission and clinical follow-up examinations in the neurology ward or intensive care unit were documented. 
Electrocardiography (ECG) was performed at admission, and rhythm Holter monitor results recorded during hospitalization in the 
neurology ward or intensive care unit were analyzed for atrial fibrillation. Echocardiographic findings during hospitalization, including 
ejection fraction, valvular pathologies, and cardiac pathologies potentially causing cardioembolic stroke, were also evaluated and 
recorded. 
At least one of the following imaging modalities performed at admission was reviewed: computed tomography (CT), computed to-
mography angiography (CTA), or diffusion-weighted imaging (DWI). The presence of large vessel atherosclerosis and the vascular 
territory of the infarct area were noted. Stroke subtypes were classified and recorded using the Trial of ORG 10172 in Acute Stroke 
Treatment (TOAST) and Oxfordshire classifications. 
Since our hospital is the only tertiary center in Kırşehir province, nearly all follow-ups of patients were conducted by our neurology 
clinic. Subsequent clinical outcomes and mortality data were obtained from the hospital automation system and patients’ e-Nabız 
(national digital health platform) records. 
Statistical Analysis 
Statistical analyses were performed using the Statistical Package for the Social Sciences 23.0 (SPSS Inc; Chicago, IL, USA). Nor-
mality assumptions for continuous variables were tested using the Kolmogorov-Smirnov and Shapiro-Wilk tests. The homogeneity of 
variances was assessed via Levene’s test. Descriptive statistics for variables are presented as mean ± standard deviation, median 
(min-max), and frequencies (n (%)). 
Continuous variables were analyzed using ANOVA based on variable type and assumption fulfillment. Post-hoc comparisons of 
significant differences identified by ANOVA were performed using the Duncan multiple comparison test. Groups without significant 
differences in Duncan’s test were labeled with the same letter. Categorical data were analyzed using the Chi-square test or Fisher-
Freeman-Halton exact test, depending on category counts and expected values. A p-value <0.05 was considered statistically signifi-
cant. 
Results 
The study group comprised 403 patients. Analysis of demographic characteristics revealed an age range of 21–100 years, with a 
mean age of 72.35±12.43. Of the patients, 50.4% (n=203) were female and 49.6% (n=200) were male (Table 1). 
Table 1: Age and gender characteristics of acute ischemic stroke patients. 
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 Parameter  Patients 

 Age (years) 72.4 ± 12.4 

 Gender  

 Female 203 (50.4%) 

 Male 200 (49.6%) 

The values are expressed as n (%) or mean ± SD. 
All patients had available electrocardiograms. Atrial fibrillation was significantly more prevalent in the cardioembolic stroke group 
(88.6%, n=109; p=0.000). Echocardiographic findings were evaluated for all patients. Reduced ejection fraction (EF <40%) was 
most frequently observed in the cardioembolic stroke group (26.3%, n=30; p=0.000). Mitral regurgitation (MR) (19.3%, n=22) and 
tricuspid regurgitation (TR) (16.7%, n=19) were also significantly more common in the cardioembolic stroke group (p=0.000). Left 
ventricular hypertrophy (LVH) was significantly higher in the atherothrombotic stroke group (21.1%, n=43; p=0.000) (Table 2). 
 
 
Table 2. Diagnostic cardiological test analysis of acute ischemic stroke subtypes according to the TOAST classification. 

Parameter 

TOAST Classification 

p-value Atherothrombotic 
n (%) 

Cardioembolic 
n (%) 

Lacunar 
n (%) 

Other Etiolo-
gies 
n (%) 

Undetermined 
n (%) 

Age (mean) 72.2±12.4a 74.7±13.2a 68.3±12a 51.8±19b 72.8±11a 0.000 

Female (n, %) 100 (49.0%) 64 (56.1%) 26 (52.0%) 2 (33.3%) 11 (37.9%) 0.378 

ECG Findings  

 SR 185 (94.9%) 14 (11.4%) 48 (96.0%) 5 (83.3%) 22 (75.9%) 0.000 

AF 10 (5.1%) 109 (88.6%) 2 (4.0%) 1 (16.7%) 7 (24.1%)  

Ejection Fraction  

 ≥50% 186 (91.2%) 73 (64.0%) 49 (98.0%) 6 (100.0%) 24 (82.8%) 0.000 

 41–49% 10 (4.9%) 11 (9.6%) 0 (0.0%) 0 (0.0%) 1 (3.4%)  

 <40% 8 (3.9%) 30 (26.3%) 1 (2.0%) 0 (0.0%) 4 (13.8%)  

Echocardiography  

 MR 10 (4.9%) 22 (19.3%) 0 (0.0%) 0 (0.0%) 3 (10.3%) 0.000 

 TR 8 (3.9%) 19 (16.7%) 1 (2.0%) 1 (16.7%) 2 (6.9%)  

 LVH 43 (21.1%) 13 (11.4%) 4 (8.0%) 0 (0.0%) 1 (3.4%)  

 Normal 142 (69.6%) 50 (43.9%) 45 (90.0%) 5 (83.3%) 21 (72.4%)  

Values are expressed as n(%) or mean ± SD. TOAST: Trial of ORG 10172 in Acute Stroke Treatment; SR: Sinus Rhythm; AF: 
Atrial Fibrillation; MR: Mitral Regurgitation; TR: Tricuspid Regurgitation; LVH: Left Ventricular Hypertrophy. *ANOVA; &: Chi-
square test; €: Fisher-Freeman-Halton exact test. 
Discussion 
Our study revealed that MR and TR were significantly more prevalent in the cardioembolic stroke group (19.3% and 16.7%, 
respectively) compared to other TOAST subtypes. Notably, AF coexisted in 57.1% of MR cases (20/35) and 77.4% of TR cases 
(24/31), suggesting that valvular regurgitation may exacerbate thromboembolic risk in the presence of arrhythmia. These findings 
align with prior studies indicating that atrial enlargement secondary to MR or TR promotes blood stasis, a critical factor in 
thrombogenesis (9). For instance, left atrial dilatation in MR patients increases the risk of left atrial appendage thrombus formation, 
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even in the absence of AF (10). Similarly, TR-associated right atrial enlargement may contribute to paradoxical embolism through 
a patent foramen ovale, though this mechanism was not directly assessed in our cohort (11). 
The high prevalence of AF in MR and TR patients (88.6% in cardioembolic strokes) highlights a potential bidirectional relationship. 
AF may worsen valvular regurgitation due to loss of atrial contraction and ventricular rate irregularity, while volume overload from 
MR/TR could precipitate atrial remodeling and AF (12). This vicious cycle creates a prothrombotic milieu, amplifying stroke risk. 
Our data support this hypothesis, as 18/20 MR patients and 19/24 TR patients with AF experienced cardioembolic strokes. These 
observations suggest that MR and TR, when combined with AF, may serve as markers of heightened embolic risk, warranting 
aggressive anticoagulation in eligible patients. 
Contrary to conventional views, our findings challenge the notion that MR and TR are merely bystanders in stroke pathogenesis. 
Although current guidelines do not recommend anticoagulation for isolated MR or TR (13), the strong AF comorbidity in our cohort 
implies that valvular pathologies may identify a subgroup of patients who benefit from early rhythm control or thromboprophylaxis. 
For example, the 2023 European Society of Cardiology guidelines emphasize AF management in valvular heart disease but do 
not address regurgitation-specific risks (14). Our study underscores the need to integrate valvular assessment into stroke risk 
scores, particularly for patients with borderline CHA₂DS₂-VASc scores. 
The association between left ventricular hypertrophy (LVH) and atherothrombotic strokes (21.1%, p=0.000) further illustrates the 
multifactorial nature of stroke etiology. LVH, often secondary to hypertension, correlates with small vessel disease and 
microthrombosis (15). However, its absence in cardioembolic strokes reinforces the distinct mechanisms underlying TOAST 
subtypes. 
Study Strengths and Limitations 
This study has several limitations. First, the retrospective design precludes causal inferences. Second, the single-center cohort 
may limit generalizability, though our hospital’s role as the sole tertiary center in Kırşehir mitigates referral bias. Third, the lack of 
long-term follow-up data hinders the assessment of stroke recurrence or anticoagulation outcomes. Future prospective studies 
should address these gaps while exploring interventions tailored to MR/TR-associated strokes. 
Conclusion 
This study highlights the significant prevalence of mitral and tricuspid regurgitation in cardioembolic strokes, particularly in 
conjunction with atrial fibrillation. While MR and TR are not traditionally recognized as independent stroke risk factors, their 
frequent coexistence with AF suggests a synergistic role in thrombus formation. Clinicians should consider echocardiographic 
screening for valvular pathologies in stroke patients, especially those with cryptogenic or cardioembolic etiologies. These findings 
advocate for updated risk stratification models that incorporate valvular abnormalities and AF interplay, potentially guiding 
personalized anticoagulation strategies. Further research is needed to elucidate whether MR and TR independently contribute to 
embolic risk or merely reflect atrial cardiopathy. Addressing these questions could transform secondary stroke prevention, 
reducing the global burden of cerebrovascular disease. 
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Introduction 
Zinc phosphide poisoning is a rare but highly lethal toxicological emergency encountered in the emergency department. Zinc 
phosphide is an inorganic rodenticide that reacts with gastric acid to release phosphine gas, a potent cellular toxin (1). Phosphine 
gas inhibits mitochondrial oxidative phosphorylation and cellular respiration, leading to acute energy failure and widespread 
generation of reactive oxygen species (ROS) (1). This mechanism can result in multi-organ damage, and zinc phosphide 
ingestion is particularly associated with myocardial depression, acute pulmonary edema, severe metabolic acidosis, and acute 
renal failure (2,3). Given the high risk of these life-threatening complications, early recognition and aggressive supportive 
treatment are critical to improving patient outcomes (4). We present the case of a 42-year-old male with intentional zinc 
phosphide (rat poison) ingestion, detailing his clinical course, management, and a discussion of this intoxication in light of the 
literature. 
Case Presentation 
A 42-year-old man presented to the emergency department approximately one hour after ingesting a rodenticide containing zinc 
phosphide in a suicide attempt. He was conscious, alert, and oriented upon arrival. His primary complaints were nausea, vomiting, 
and dizziness. On examination, his vital signs were within normal limits. Cardiovascular and respiratory examinations were 
unremarkable, with no signs of hemodynamic instability or respiratory distress. The abdominal examination revealed mild diffuse 
tenderness without rebound or guarding, and no other abnormalities were noted. He confirmed that the substance ingested was a 
commercially available rat poison containing zinc phosphide, which he had brought with him to the hospital (Figure 1). 

 
Figure 1: The zinc phosphide-containing rodenticide product ingested by the patient. The packaging (in Turkish) indicates a high 
concentration (80%) of zinc phosphide (active ingredient, "Çinko Fosfür"), marked with a skull-and-crossbones icon and the 
warning "Çok zehirli" (very poisonous). Such baits release phosphine gas upon contact with stomach acid, leading to the toxic 
effects described in the text. 
Initial laboratory investigations revealed a mild metabolic acidosis on arterial blood gas analysis (pH 7.30, HCO₃⁻ 20.6 mmol/L). 
An electrocardiogram (ECG) showed sinus rhythm with non-specific ST-T wave changes, but no acute ischemia or arrhythmias. 
In the emergency department, the patient was promptly treated with activated charcoal for gastrointestinal decontamination. 
Intravenous fluids were started to maintain adequate perfusion and to address potential dehydration or shock. Due to the 
significant risk of delayed systemic toxicity and serious complications, the decision was made to admit the patient to the intensive 
care unit (ICU) for close monitoring and supportive care. 
In the ICU, the patient’s hemodynamic status, respiratory function, and renal function were continuously monitored. Serial 
measurements of electrolytes and acid–base status were performed, and supportive treatments were adjusted as needed. The 
healthcare team remained vigilant for signs of deterioration such as hypotension, arrhythmias, respiratory failure, or organ 
dysfunction. Fortunately, the patient’s clinical course remained stable. He did not develop any severe complications such as 
cardiovascular collapse, pulmonary edema, or renal failure during his ICU stay. Over the next 48–72 hours, the patient’s 
symptoms improved with supportive care. By the third hospital day, his condition had markedly improved, and he was transferred 
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from the ICU to a general medical ward for continued observation. He was eventually discharged in good health after a period of 
further monitoring, with appropriate psychiatric follow-up arranged for the suicide attempt. 
Discussion 
Zinc phosphide poisoning is infrequently reported in the literature, but it carries a high mortality risk and is a condition of great 
clinical importance. Ingested zinc phosphide reacts with water and gastric hydrochloric acid to produce phosphine (PH₃) gas, 
which is the primary toxic agent responsible for systemic effects (1). Phosphine gas is rapidly absorbed and distributes via the 
bloodstream, where it causes profound cellular injury. At the mitochondrial level, phosphine inhibits cytochrome c oxidase and 
disrupts oxidative phosphorylation, leading to a failure of ATP production (1,2). The resulting cellular hypoxia and energy crisis 
are compounded by the generation of ROS and free radicals, causing lipid peroxidation and oxidative damage in tissues (1). This 
pathophysiology underlies the multi-organ toxicity observed in phosphide poisonings. Clinically, acute zinc phosphide/phosphine 
toxicity can affect nearly every major organ system: patients can develop myocardial depression and circulatory collapse, acute 
lung injury with pulmonary edema, refractory metabolic acidosis, hepatic injury, coagulopathy, and acute kidney injury (2,3). 
These complications often progress rapidly and have been associated with a high case fatality rate in phosphide poisoning 
incidents. 
Outcomes in zinc phosphide poisoning are closely related to the ingested dose and the promptness of medical intervention. In 
reported cases, patients may initially present with mild gastrointestinal symptoms (nausea, vomiting, epigastric pain) or even 
remain asymptomatic in the very early period, only to deteriorate hours later as phosphine gas is released and absorbed (1). 
Rapid onset of severe manifestations is a hallmark of this poisoning. For instance, cases have documented the development of 
profound hypoglycemia and severe metabolic acidosis following zinc phosphide ingestion, reflecting the extent of mitochondrial 
dysfunction and systemic shock (4). Notably, even patients who look stable or only mildly ill on presentation can undergo sudden 
clinical decompensation within a short time frame (5). Life-threatening arrhythmias, hypotension, and organ failure can emerge 
within hours after ingestion (5). Therefore, a high index of suspicion and thorough early evaluation are mandatory, even if initial 
signs are benign. Close observation is warranted for at least 24–48 hours in a monitored setting, given the potential for abrupt 
deterioration. 
Management of zinc phosphide poisoning is largely supportive, as no specific antidote exists for phosphine gas toxicity (2). The 
cornerstone of treatment is aggressive supportive care and prevention of further phosphine generation/absorption. Early 
gastrointestinal decontamination is recommended if the patient presents soon after ingestion – typically with gastric lavage and 
administration of activated charcoal (if not contraindicated) to bind any remaining toxin. In our case, the patient received activated 
charcoal within about an hour of ingestion, which likely helped limit the amount of phosphine gas produced from the rodenticide in 
the stomach. Supportive care in an ICU setting is critical due to the risk of multi-organ failure. This includes intravenous fluid 
resuscitation to manage hypotension, vasopressor support if the patient develops shock, and supplemental oxygen or mechanical 
ventilation if respiratory failure or severe pulmonary edema occurs. Electrolyte imbalances and metabolic acidosis should be 
corrected with appropriate fluids, bicarbonate, and other measures as needed. There is no universally accepted antidotal therapy, 
but various adjunct treatments have been explored in phosphide poisoning cases (such as magnesium sulfate for arrhythmias or 
high-dose insulin euglycemia therapy for cardiogenic shock in aluminum phosphide poisoning by analogy), although their benefits 
remain inconclusive (2,6,7). Recent literature has proposed structured management algorithms for phosphide poisoning, which 
aim to guide clinicians through stepwise supportive interventions and have shown promise in improving survival rates (6). Key 
aspects of these protocols include vigilant monitoring of cardiac rhythms and hemodynamics, early use of invasive supportive 
measures when warranted, and proactive management of complications. For example, the development of acute lung injury or 
pulmonary edema should prompt consideration of early endotracheal intubation and mechanical ventilation before full respiratory 
decompensation ensues (3). Similarly, any signs of myocardial injury or arrhythmia would warrant early intensive cardiac care. In 
cases that did progress to significant cardiac toxicity or respiratory failure, studies have found that early aggressive interventions 
(such as ventilation support, circulatory support, and other ICU therapies) are associated with better outcomes and lower mortality 
(8). 
In the case presented, the patient benefitted from early medical intervention and intensive monitoring, which likely prevented the 
evolution of severe phosphine-related complications. The ingestion was identified promptly, and gastric decontamination was 
performed before the toxin could cause irreversible damage. The patient’s care in the ICU, with continuous observation and 
supportive treatment, meant that any emerging issue could be managed immediately. Indeed, our patient did not develop the 
hypotension, arrhythmias, or organ failures that are often seen in severe cases of zinc phosphide poisoning, and he recovered 
uneventfully. This favorable outcome is consistent with reports in the literature that emphasize early and aggressive supportive 
care can significantly improve survival even in serious phosphide poisonings (8). By contrast, delays in treatment or larger 
ingestions are frequently associated with fulminant toxicity and poor prognosis. 
Conclusion 
Although zinc phosphide poisoning is uncommon, it poses a significant mortality risk and requires a high level of clinical suspicion 
and preparedness in the emergency setting. Early diagnosis, prompt gastrointestinal decontamination (such as activated charcoal 
administration), and close monitoring in an ICU are fundamental measures that can alter the course of the poisoning in the 
patient’s favor (1,2). In this case, the combination of rapid intervention and intensive supportive care averted the development of 
life-threatening complications and resulted in a successful recovery. This case underscores the importance of clinician awareness 
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and a proactive, multidisciplinary approach in managing phosphide poisonings. Emergency physicians and critical care providers 
should be educated about the unique dangers of metal phosphide rodenticides so that appropriate measures can be instituted 
without delay. Moreover, the development and adherence to standardized clinical management protocols for phosphide poisoning 
are critical to ensure optimal and timely treatment for these patients (7). By following evidence-based guidelines and maintaining 
vigilance for sudden deterioration, healthcare teams can substantially improve outcomes in patients who ingest zinc phosphide or 
similar highly toxic substances. 
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Introductıon 
In recent years, emergency departments (EDs) in our country have been increasingly utilized not only by patients with life-threatening 
conditions but also by those whose medical needs do not require urgent intervention. This inappropriate use of ED resources 
presents significant challenges in patient management and resource allocation. To address this issue, triage systems are 
implemented by emergency healthcare providers to distinguish between emergent and non-emergent patients and to prioritize care 
and treatment accordingly. 
Triage is a critical component in ensuring the efficient operation of emergency services, allowing timely and effective intervention for 
those in genuine need. The accurate application of triage significantly affects patient outcomes, including treatment initiation time, 
survival rates, waiting time, and overall discharge processes. Conversely, incorrect triage decisions not only jeopardize patient safety 
but also result in suboptimal utilization of limited healthcare resources. 
Given these considerations, the precise determination of a patient's triage category at the time of initial assessment is of utmost 
importance. A well-executed triage process ensures that patients receive care in accordance with the severity of their condition, 
supporting both clinical effectiveness and the sustainability of emergency care systems. 
The aim of this study is to evaluate the effectiveness and appropriateness of the triage system used in the Adult Emergency 
Department of Tekirdağ Dr. İsmail Fehmi Cumalıoğlu City Hospital. Specifically, the study compares the initial triage codes assigned 
at patient admission with the subsequent triage code modifications during follow-up to assess the necessity of the emergency visit. 
Additionally, the knowledge and attitudes of emergency department personnel regarding triage practices are analyzed to evaluate the 
adequacy and effectiveness of the current triage system in place. 
Materıal Method 
This study is a descriptive and cross-sectional research conducted prospectively. The study covers patients who were admitted to 
the emergency department during March 2025. The study was carried out with a total of 4854 patients who presented to the Adult 
Emergency Department of Tekirdağ Dr. İsmail Fehmi Cumalıoğlu City Hospital and whose data were recorded in the Hospital 
Information Management System (HIMS).  
The patients' initial triage codes at admission were compared with the modified codes recorded during follow-up to evaluate the 
necessity of their emergency visits. Data were obtained through the HIMS, and basic statistical methods were used in the 
analysis. 
Results 
A total of 4854 patients were included in the study. Of these patients, 55,91% were female and 45,09% were male. The mean age 
was 40,7 ± 18,2 years. 
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When the initial triage codes were compared with the codes assigned during follow-up, it was found that 4841 patients were 
upgraded from green to yellow, 11 patients progressed from yellow to red, and 2 patients were downgraded from yellow to green. 
These findings suggest that the initial triage classifications often did not reflect the patients’ actual clinical conditions, indicating a 
high need for reassessment and potential improvement in triage accuracy. 
Graphic. 1. Distribution of Triage Code Changes 
 

 
 

Table 1. Diagnostic Distribution of Patients Whose Triage Level Escalated from Yellow to Red 

Fatigue/Malaise with Pain 3 

Pain with Nausea/Vomiting 2 

Diabetes Mellitus (DM) 2 

Pneumonia 1 

Myalgia 1 

Dyspnea 1 

Vertigo 1 

Table 2. Diagnostic Distribution of Patients Whose Triage Level Escalated from Yellow to Green 

Soft tissue injury 1 

Acute Upper Respiratory Tract Infection (AURTI) 1 

Table 3. Diagnostic Distribution of Patients Whose Triage Level Escalated from Green to Yellow 
Given the total number of 4841 patients in this section, there is a wide variety of diagnoses. Therefore, only those diagnoses 
observed in more than 20 patients will be presented in the table, while the remaining diagnoses will be grouped under 'Others'. 

Acute Upper Respiratory Tract Infection (AURTI) 1243 

Soft tissue injury 1055 

Myalgia 383 

Non-specific pain 281 

Abdominal and pelvic pain / abdominal pain 288 

Nausea/Vomiting 219 

Vertigo 196 

Gastroenteritis and colitis 187 
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Headache 125 

Renal colic 90 

Anxiety 77 

Acute cystitis / cystitis 75 

Hypertension 73 

Urinary tract disorder / infection 68 

Fatigue/Malaise 67 

Allergy 62 

Fall 55 

Assault-related trauma 55 

Conjunctivitis 49 

Low back pain 45 

Constipation 38 

Gastritis 28 

Cholelithiasis 25 

Other(pneumonia, Immunization, Dysmenorrhea, 
Hyperglycemia, Anemia, Migraine, general condition disorders, 
etc.) 

57 

Out of the 11 patients whose triage category was upgraded from yellow to red, 6 (54,54%) were admitted to the observation unit, 
with a mean observation time of 167.5 minutes. Of the 4.841 patients whose triage category was upgraded from green to yellow, 
1.953 (40.34%) were admitted to the observation unit, with a mean observation time of 100.93 minutes. Among the 4,841 patients 
whose triage category was upgraded from green to yellow, 7 (0,14%) were admitted to different units and departments within the 
hospital, with a mean observation time of 188.28 minutes. The distribution of these units and departments is presented in Table 4 
below. 
Table 4. Departmental Distribution of Hospitalized Patients with Triage Upgrade from Green to Yellow 

Coronary ICU 2 

Obstetrics and Gynecology Department 2 

Level III Adult ICU 2 

Internal Medicine Department 1 

 
Dıscussıon 
The findings of this study highlight a significant inconsistency between initial and subsequent triage categorizations among patients 
presenting to the emergency department. A considerable number of patients (n=4841) were initially classified as non-urgent (green), 
but were later upgraded to urgent (yellow) triage categories. This pattern suggests potential limitations in the initial triage evaluation 
process and reflects the challenges faced by triage personnel under time pressure and high patient loads. Furthermore, in the emer-
gency department where this study was conducted, general practitioners are primarily responsible for the management of patients in 
the green zone, while emergency medicine specialists oversee the care in the yellow and red zones. 
The clinical features observed in the 11 patients whose triage category was upgraded from yellow to red illustrate the complexity of 
emergency medical care. Symptoms such as generalized pain, dyspnea, and chronic disease complications may initially appear mild 
but can rapidly progress to life-threatening conditions. This underlines the critical importance of early recognition and accurate tria-
ge. 
Among these patients, six required admission to the observation unit with an average stay of nearly three hours. This not only ref-
lects the clinical severity of their conditions but also highlights the increased resource burden resulting from delayed identification. 
Improving the initial triage process is therefore essential to ensure timely interventions and optimize the use of emergency depart-
ment resources. 
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Additionally, the admission of a subset of patients (n=7) from the green-to-yellow group to inpatient services such as Coronary ICU 
and Internal Medicine indicates that even patients initially triaged as non-urgent may require high-level medical care. This is consis-
tent with previous findings that early triage decisions have a direct impact on treatment prioritization, patient flow, and clinical outco-
mes. 
The results underscore the importance of continuous training and evaluation for triage staff, along with system-level improvements in 
triage protocols. Enhancing triage performance not only supports clinical decision-making but also improves patient safety, optimizes 
emergency service efficiency, and conserves healthcare resources. 
Conclusıon  
This study demonstrates a high rate of triage code modification in patients presenting to the emergency department, particularly 
among those initially assessed as non-urgent. The substantial number of patients who required reassessment and eventual escala-
tion in triage level reveals a gap between perceived and actual clinical severity at the time of presentation.The findings suggest that 
triage accuracy remains a critical factor in emergency department operations. Inaccurate triage can lead to delays in care, inapprop-
riate resource allocation, and, in severe cases, adverse patient outcomes. Therefore, there is a clear need for enhanced triage pro-
tocols, periodic performance evaluations, and targeted education programs for emergency department personnel. 
It is necessary to revise and clarify the triage categories recommended by the current Ministry of Health directive on the implementa-
tion procedures and principles of emergency services in inpatient healthcare facilities in our country, by establishing more clearly 
defined standards. In particular, the green and yellow triage categories need to be clearly and distinctly defined. 
Improving the initial triage process contributes not only to better patient outcomes but also to the more effective and sustainable use 
of emergency medical services, particularly in high-volume centers. Investing in triage system quality improvement will have long-
term benefits for both healthcare providers and patients. 
In summary, strengthening the triage process is a key component in delivering high-quality, safe, and equitable emergency medical 
care. 
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Isolated Pulmonary Laceration: A Case Report 
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2 Department of Radiology, Afyonkarahisar State Hospital, Afyonkarahisar, Türkiye 
3 Department of Emergency Medicine, Afyonkarahisar Health Sciences University, Afyonkarahisar, Türkiye   
Introduction: Trauma-related deaths are the third leading cause of death in all age groups, after cardiovascular disease and cancer. 
The primary causes of trauma are motor vehicle accidents, falls, firearms, sharp and penetrating instruments, and burns. Two-thirds 
of motor vehicle accidents involve thoracic trauma. Chest trauma is divided into blunt and penetrating chest trauma. Blunt trauma 
accounts for a significant portion of thoracic trauma. The mortality rate for patients with thoracic injuries and related complications 
from blunt trauma is 15-25%. Lung lacerations are more common in penetrating chest trauma but can also be seen in blunt thoracic 
trauma. Computed tomography (CT) is the gold standard imaging modality and is more sensitive than chest radiography for detec-
ting lung, pleural, and bone abnormalities in patients with chest trauma. 
Case: An 18-year-old male patient was brought to the emergency department after a motor vehicle accident. The patient's general 
condition was moderate, conscious, systemic blood pressure was 110/70 mmHg, pulse was 105/min, and respiration was hyperp-
neic. Physical examination revealed widespread tenderness in the left posterior thoracic wall. No significant feature was detected in 
his medical history. Routine biochemical tests were within normal limits. Contrast-enhanced thoracic and abdominal CT scans were 
performed for the patient with multiple trauma. Thoracic CT scan showed hemorrhagic fluid-air levels in all basal segments of the left 
lower lung and in the paravertebral areas of the right lower lung and multiple laceration areas with widespread ground-glass areas 
consistent with contusion (Figures 1A-1B,2). No associated rib or vertebral fractures were observed. Abdominal CT scan showed no 
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traumatic organ damage, free air, or fluid. The patient was consulted to thoracic surgery and admitted to the intensive care unit for 
follow-up and treatment. 

 
Figure 1A. Thorax CT axial sections; laceration cavity in the lower lobe of the right lung (blue arrow) Figures 1A-1B. Laceration 
cavities causing multiple air-fluid leveling in the lower lobe of the left lung (asterisks), with contusional ground-glass areas around 
them (yellow arrow). 
 
 

 
Figure  2: Air densities secondary to bronchial damage in the laceration areas (asterisks) and widespread contusional ground glass 
appearance in the parenchyma on coronal CT sections (arrows) 
Conclusion: Lung lacerations usually occur as a result of severe blunt chest trauma, penetrating injuries, and rib fractures. As a 
result, disruption of the alveolar walls and rupture of the pulmonary parenchyma occur. Approximately 50% of pulmonary lacerations 
may not be noticed on the initial chest radiograph because they are often hidden by the consolidation associated with pulmonary 
contusion. On thoracic CT imaging, an image resembling a cavitary mass with air-fluid leveling in the parenchyma occurs due to the 
combined damage to vascular structures and bronchial structures in pulmonary lacerations. The patient's trauma history is an impor-
tant clue in the differential diagnosis. Accompanying parenchymal contusion areas are frequently observed. Rib fractures and pneu-
mothorax accompany most patients. These findings were not observed in our case. Therefore, it should be kept in mind that isolated 
contusions and lacerations can rarely be seen in thoracic trauma. 
Keywords: lung laceration, thorax CT, trauma 
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A critical patient, two critical diagnoses 
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Introductıon  
Thoracic aortic mural thrombus is a rare condition that can lead to systemic arterial thromboembolismb (1). Systemic arterial throm-
boembolism is a serious and potentially life-threatening event that may cause ischemia due to vascular occlusion in various organs 
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and systems. Therefore, early diagnosis and treatment are crucial for a favorable prognosis (2). 
Gastrointestinal system perforation is another life-threatening condition that results from a full-thickness injury to the digestive tract. 
Early detection and prompt intervention significantly improve patient outcomes (3). 
Case 
A 71-year-old female patient presented to an external medical center with abdominal pain. During follow-up, her condition deteriora-
ted, leading to intubation, and she was transferred to our facility for further evaluation and treatment. 
Her medical history included diabetes mellitus, hypertension, umbilical hernia surgery, and anemia. On admission, her vital signs 
were: BP 100/60 mmHg, HR 97 bpm, SpO₂ 99%, and blood glucose 287 mg/dL. Physical examination revealed melena on rectal 
examination, with no other abnormal findings. Laboratory results showed: WBC: 49.6/mm³, HGB: 6 g/dL, blood glucose: 261 mg/dL, 
creatinine: 1.89 mg/dL, BUN: 34 mg/dL, AST: 18 U/L, ALT: 7 U/L, potassium: 6.5 mmol/L, sodium: 131 mmol/L, pH: 7.22, PCO₂: 35 
mmHg, HCO₃: 14, lactate: 9.6, Troponin: 17.8 ng/L (<14) 
CTA revealed a mural thrombus causing 80–90% occlusion in the aortic arch and descending thoracic aorta, along with gastrointes-
tinal perforation (Figure 1). The patient was evaluated by multiple specialties. Cardiovascular surgery recommended close monito-
ring, while general surgery planned an operation. The patient was admitted to the intensive care unit. Despite surgical intervention, 
she unfortunately passed away on the third day of hospitalization. 
 

       
 

       
Figure 1: CT Images of the Patient 
Dıscussıon 
Abdominal pain is one of the most common reasons for emergency department visits, accounting for 5–10% of cases. As seen in 
our patient, abdominal pain can be an early indicator of life-threatening conditions with high morbidity and mortality. 
Thoracic aortic thrombus (TAT) is a rare condition that can cause systemic arterial thromboembolism (1). Systemic arterial thrombo-
embolism can result in severe and potentially fatal complications, including cerebral infarction, myocardial infarction, visceral ische-
mia, and limb ischemia. Early diagnosis and treatment are essential for improving outcomes. Although TAT may be an incidental 
finding, peripheral embolic events are common, making early detection challenging (2). 
In patients with TAT, the most common initial symptoms include limb pain, ischemic rest pain, skin discoloration, gangrene, and 
necrosis. Abdominal pain is the second most frequent symptom, while neurological deficits, such as sudden vision loss, dysarthria, 
aphasia, paraplegia, or paresthesia, are less common (4). 
Gastrointestinal (GI) perforation, which can involve the stomach, duodenum, small intestine, or colon, results from full-thickness 
damage to the GI wall, leading to the leakage of intraluminal contents into the peritoneal or retroperitoneal space. The clinical pre-
sentation varies based on location. Esophageal perforations present with acute chest pain, odynophagia, and vomiting. Gastro-
duodenal perforations manifest as sudden, severe abdominal pain. Colonic perforations often have a more insidious course, 
potentially leading to secondary bacterial peritonitis or localized abscess formation. 
Most cases are associated with high mortality and morbidity, necessitating urgent surgical intervention (5,6). 
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Conclusıon 
Gastrointestinal perforation and TAT are both life-threatening conditions with high mortality rates, yet their coexistence is rare. Pati-
ents with these conditions may present to the emergency department with only abdominal pain. This case emphasizes the importan-
ce of considering multiple critical diagnoses in critically ill patients presenting with abdominal pain in the emergency department. 
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A Rare Case Of Perıneal Laceratıon Followıng Blunt Trauma: Dıagnostıc And Therapeutıc Approach 
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Karamanoglu Mehmetbey University 
Introductıon 
Perineal injuries resulting from blunt trauma are a relatively rare condition (1). The perineum is a diamond-shaped area located in 
the inferior part of the pelvis (2). Since the perineal region contains muscle groups that assist in defecation and micturition, it is of 
great functional importance. Lacerations in the perineal area are particularly challenging due to the risk of contamination and defeca-
tion. Injuries involving the urethra, anus, rectum, genital extensions, and pelvic nerves can result in permanent urinary, gastrointesti-
nal, and sexual dysfunctions (3). In this report, we present a case of a patient who presented with a perineal laceration following 
blunt trauma. 
Case Presentatıon 
A 24-year-old male patient was brought to the emergency department after a minibus rollover accident. Upon arrival, his general 
condition was good and GCS was 15. His vital signs were within normal limits and stable. On physical examination, the abdomen 
was soft with no guarding or rebound tenderness. There was no thoracic tenderness or spinal tenderness along the vertebral line. 
There was no pelvic tenderness. Rectal examination revealed bleeding in the rectal area. The patient also had pain and abrasions 
on various extremities. Upon detailed inspection of the rectal area in the knee-elbow position, broad-bordered abrasions were ob-
served in the perianal region, along with two lacerations approximately 1 cm in size at the 4 and 6 o’clock positions. After initial eva-
luation and treatment, the general surgery department was consulted and the patient was admitted for observation. During follow-up, 
serous discharge was noted from the wound site. In the following days, a rectosigmoidoscopy was performed, advancing up to 50 
cm proximally, but no pathology was identified in the rectum or the examined segments. On retroflexion, the anal canal appeared 
normal. 
Laboratory Findings : Biochemistry: Glucose: 119 mg/dL, Urea: 25.7 mg/dL, eGFR: 94.12, Creatinine: 1.1 mg/dL, AST: 27 U/L, ALT: 
40 U/L, Alkaline Phosphatase: 87 U/L, GGT: 52.2 U/L, Albumin: 43.8 g/L, Amylase: 72 U/L, Calcium: 9.65 mg/dL, Total Bilirubin: 0.41 
mg/dL, Direct Bilirubin: 0.08 mg/dL, Indirect Bilirubin: 0.33 mg/dL, CK: 190 U/L, CK-MB: 29.9 U/L, CRP: 6.5 mg/L, Sodium: 138 
mmol/L, Potassium: 4.34 mmol/L, Chloride: 102.1 mmol/L, INR: 1.11 Complete Blood Count: WBC: 12.99 K/µL, Neutrophils: 8.29 
K/µL, Lymphocytes: 3.85 K/µL, Hemoglobin: 17.6 g/dL, MCV: 88.1 fL, Platelets: 401 K/µL 
Dıscussıon 
Although perineal injuries, particularly those caused by blunt trauma, are rare, they pose significant challenges in terms of evaluation 
and management. Anatomically, the perineum contains complex structures responsible for defecation, urination, and sexual function; 
hence, injuries to this area carry a high risk of functional loss (4,5). As in our case, in lesions presenting with limited perianal skin 
lacerations and abrasions, thorough evaluation is crucial to rule out deeper injuries to soft tissue, sphincters, urethra, or rectum (6). 
Rectal bleeding may indicate deeper tissue damage. Therefore, endoscopic examination is important in such cases to assess 
sphincter integrity and rule out mucosal injuries. In our patient, rectosigmoidoscopy confirmed the preservation of rectal mucosa and 
anal canal integrity. This approach is supported by the literature, as excluding internal organ injuries is recommended to reduce 
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complications (7). 
Studies have shown that low-grade perineal injuries can often be successfully managed conservatively without surgical intervention 
(8). Similarly, in our case, no deep tissue injury requiring surgery was identified, and a conservative follow-up approach was chosen. 
The serous discharge from the wound was considered part of the superficial healing process and did not necessitate invasive inter-
vention. 
One of the major risks in perineal trauma is wound contamination and infection. Therefore, early wound cleansing, appropriate anti-
biotic prophylaxis, and regular wound care are simple yet essential steps in preventing complications (9). Moreover, it is crucial to 
rule out accompanying injuries such as pelvic fractures or rectal-bladder disruptions, which may be associated with high-energy 
trauma (10). In our case, the absence of pelvic tenderness and the lack of significant internal organ injuries on imaging guided our 
follow-up process. 
Conclusıon 
In conclusion, perineal injuries following high-energy trauma, such as traffic accidents, may result in significant morbidity. Clinical 
awareness, early diagnosis, and appropriate treatment can enhance long-term survival and functional recovery. A multidisciplinary 
approach and careful monitoring are essential for preventing complications and achieving optimal treatment outcomes. 
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Diyabetik Ketoasidoza Bağlı Gelişen Akut Solunum Sıkıntısı Sendromu: Olgu Sunumu 
Introduction 
Diabetic ketoacidosis (DKA) is a potentially life-threatening complication that occurs mostly in patients with type 1 diabetes mellitus 
(DM) or, less commonly, type 2 DM. Respiratory failure that develops during DKA is associated with increased morbidity and morta-
lity (1). Acute respiratory distress syndrome (ARDS) is a diffuse inflammatory lung injury that develops suddenly from many direct or 
indirect causes. According to the literature, ARDS is a rare complication associated with DKA (2). Therefore, we present a case who 
was admitted to the intensive care unit (ICU) for DKA and developed ARDS during treatment. 
Case Presentation 
A 65-year-old male patient with a history of type 2 DM on insulin treatment was admitted to the emergency department (ED) with 
complaints of altered consciousness, shortness of breath, and weakness. On admission to the ED, his temperature was 36.9°C, 
pulse rate was 100/min, blood pressure was 140/80 mmHg, fingertip SO2 in room air was 90%, respiratory rate (RR) was 20/min, 
and Glasgow Coma Score (GCS) was 14. The patient was tachypneic and apathetic. Other physical examination findings were 
normal. Biochemistry revealed a glucose level of 390 mg/dl and a potassium level of 5.03 mmol/L. Blood gas results were pH:7.11, 
PaCO2:23 mmHg, HCO3:7.3 mmol/L, PaO2:95 mmHg, SO2:95, lactate:1.45 mmol/L, and BE(B):-20. Complete urinalysis revealed 
glucose 4+, ketones 3+, leukocytes negative. The calculated anion gap was 23.70 mEq/L. Electrocardiography (ECG), postero-
anterior chest radiograph (PAAG) (Figure 1), and other laboratory tests were normal, and the patient was admitted to the ICU with a 
diagnosis of DKA. In the ICU, hydration with 0.9% NaCl (3 L/24 hours), insulin infusion (0.1 IU/kg/hour), potassium chloride repla-
cement (40 mL/24 hours), and empiric antibiotic treatment (ceftriaxone 2 g/day) were administered. Fluid and insulin infusion was 
continued until the ketonuria improved, then gradually tapered and discontinued. Glycemic control was achieved with treatment, and 
subcutaneous insulin was switched. During the patient's follow-up, he developed sudden respiratory distress on day 4. His vital 
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signs at the time of respiratory distress were as follows: blood pressure: 110/80 mmHg, pulse: 130/min, HR: 28/min, SO2: 80%, and 
temperature: 36.8. The patient's blood glucose was measured as 232 mg/dl. GCS: 12, arterial O2 pressure/inspiratory O2 fraction 
(PaO2/FiO2): 200 was calculated. Diffuse rales were noted on auscultation. Blood gases were pH:7.50, PaCO2:31.5 mmHg, PaO2:55 
mmHg, HCO3:24 mmol/L, SO2:81%, lactate:2 mmol/L, and BE(B):-2. PAAG and chest computed tomography showed bilateral diffu-
se infiltration (Figure 2,3). Bedside echocardiography showed normal valve, wall motion and ejection fraction, and non-invasive 
continuous positive airway pressure (CPAP) support was initiated with a diagnosis of ARDS. While conservative fluid resuscitation, 
antibiotics (meropenem 6gr/day and linezolid 1200 mg/day) and regular subcutaneous insulin treatment were administered, the 
patient, whose saturation and mean arterial pressure decreased on day 6, was intubated and continued to be followed with vasop-
ressor support. The patient was monitored under deep sedation, continuous forced ventilation (CMV) mode, plateau pressure ≤30 
cmH2O, low tidal volume (5-6 mL/kg), high positive end-expiratory pressure (PEEP) (10-15 cm/H2O), and intermittent prone position.  
Respiratory rate and FiO2 levels were titrated according to blood gas results. However, with arterial blood gas monitoring, SO2 levels 
remained low with gradually increasing PaCO2 levels. The patient with elevated renal function tests (urea: 221 mg/dL, creatinine: 5.2 
mg/dL), no urine output, and worsening acidosis (pH: 7.0) was dialyzed on day 8. Blood, urine, and tracheal aspirate cultures were 
negative for growth. Sudden cardiac arrest occurred during follow-up on day 9, and the patient did not respond to cardiopulmonary 
resuscitation and was pronounced dead. 
Discussion 
Although often seen in type 1 diabetics, in recent years it has been observed that 27% of patients hospitalised for DKA are type 2 
diabetics (3). According to case reports in the literature, the development of ARDS due to DKA is most commonly observed in young 
people and children (4,5). ARDS, characterised by sudden onset, progressive hypoxaemia and bilateral pulmonary infiltrates, is a 
very rare complication of DKA. The mechanism of development of ARDS in DKA is thought to be multifactorial (6). ARDS involves an 
inflammatory process in the alveolar-capillary membrane leading to an accumulation of protein-rich fluid in the alveolar space. Many 
causes of acute direct and indirect lung injury have been identified as potential triggers of ARDS (4). The most common causes of 
ARDS are pneumonia, sepsis, aspiration, toxic inhalation, drowning, burns and trauma. Our case was an adult patient with type 2 
DM who developed ARDS during DKA treatment and in whom other possible precipitating factors were excluded. 
Although ARDS due to DKA is rare, it has a high mortality rate (5). Although the mechanism of ARDS is unclear, it is known that 
diabetic patients have increased capillary permeability (6). Two case reports of patients with DKA have suggested that severe acido-
sis may cause ARDS by increasing capillary membrane permeability and altering alveolar surfactant metabolism (4,6). However, 
although many patients with DKA are acidotic, ARDS develops in only some of them (5). In our case, although the metabolic acido-
sis at presentation with AS was mild, the fact that ARDS developed suggests that different mechanisms may cause this condition (6). 
Fluid resuscitation is the most important part of DKA management (7). It has been reported that volume resuscitation during treat-
ment can also lead to the development of ARDS (3). Excessive fluid volume leaks into the alveoli with the effect of low oncotic pres-
sure and may worsen oxygenation by increasing pulmonary wedge pressure. Therefore, it is essential to ensure optimal fluid balan-
ce (8). In our case, fluid resuscitation during treatment may have contributed to the development of ARDS (7). 
Conclusion 
We presented a case of an adult who died after developing ARDS as a result of DKA treatment. This presentation highlighted the 
importance of early recognition and appropriate management of ARDS, which is a rare complication of DKA. Vital signs and clinical 
findings should be closely monitored in these patients. 
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Mortality due to pneumonia: A retrospective chart review of patients diagnosed with pneumonia 
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Introduction 
Community-acquired pneumonia (CAP) is a major cause of morbidity and mortality worldwide and is particularly severe in the el-
derly, those with comorbidities and those with compromised immune systems. CAP places a significant burden on healthcare sys-
tems in terms of emergency department visits and hospitalizations. Therefore, early and accurate determination of disease severity 
is critical for planning appropriate treatment strategies and efficient use of resources (1). 
In clinical practice, several scoring systems have been developed to assess the prognosis of patients with CAP and to predict the 
risk of mortality. These scores help to determine the need for hospitalization, predict the need for intensive care, and plan overall 
clinical management strategies. The CURB-65 score (confusion, urea level, respiratory rate, blood pressure, and age ≥65 years) is 
widely used because of its ease of use and predictive power (2). The Pneumonia Severity Index (PSI), which provides a more detai-
led assessment, offers high accuracy in predicting mortality by incorporating a large number of clinical and laboratory parameters 
(3). The qSOFA (Quick Sequential Organ Failure Assessment) score, which has become particularly prominent in the diagnosis of 
sepsis in recent years and has been used in patients with CAP, provides a rapid risk assessment using three parameters such as 
low blood pressure, high respiratory rate and change in mental status (4). 
The aim of this study was to compare the efficacy of qSOFA, CURB-65 and PSI scores in predicting in-hospital mortality in patients 
diagnosed with CAP. The data obtained may provide important clues as to which score is more useful in clinical decision making and 
may help to optimize patient management. 
Materials and Methods 
This retrospective study was conducted in the Emergency Department (ED) of a regional academic hospital. The medical records of 
patients older than 65 years admitted to the ED for CAP between January 1, 2024, and December 31, 2024, were retrospectively 
analyzed. Patients with missing data, those younger than 65 years, and those with a Glasgow Coma Scale score of 3 on admission 
to the ED were excluded from the study. In addition to patient demographics, the following information was collected: PSI, CURB-65, 
and qSOFA score. Data were analyzed using SPSS version 22.0 (SPSS Inc, Chicago, IL, USA). 
Results 
A total of 248 patients diagnosed with community-acquired pneumonia with a mean age of 70.42 ± 16.30 years were included in the 
study. Of these, 137 (55.2%) were male and 111 (44.8%) were female. Mortality was observed in 47 patients (18.9%), while 201 
patients (81.1%) survived. 
When high-risk scores were compared between survivors and non-survivors, all three scoring systems-qSOFA, CURB-65, and PSI-
showed statistically significant associations with in-hospital mortality (p < 0.001 for all; Table 1). Among deceased patients, the pro-
portion classified as high-risk was 89.4% for qSOFA, 89.4% for CURB-65, and 95.7% for PSI. In contrast, the proportion of high-risk 
cases among survivors was significantly lower for all scores: 19.9% (qSOFA), 21.9% (CURB-65), and 33.3% (PSI). Detailed data 
regarding score distributions and statistical outcomes are presented in Table 1. 
Logistic regression analysis further supported the predictive value of each scoring system (Table 2). High-risk qSOFA was associa-
ted with the highest odds of in-hospital mortality (Wald = 18.32, 95% CI: 3.61-31.69, p < 0.001). CURB-65 (Wald = 7.09, 95% CI: 
1.51-15.25, p = 0.008) and PSI (Wald = 8.46, 95% CI: 2.14-50.56, p = 0.004) also showed statistically significant associations. The-
se results indicate that all three scoring systems are effective in predicting mortality in hospitalized patients with community-acquired 
pneumonia, with qSOFA showing the strongest individual predictive power in this cohort. Detailed data regarding score distributions 
and statistical outcomes are presented in Table 2. 
Discussion 
In this study, we evaluated the effectiveness of three commonly used severity scoring systems-qSOFA, CURB-65, and PSI in predic-
ting in-hospital mortality among patients diagnosed with CAP. Our results show that all three scoring systems were significantly 
associated with mortality and successfully discriminated between survivors and non-survivors. 
Among the scoring systems evaluated, qSOFA showed the strongest association with mortality in logistic regression analysis, with a 
wide confidence interval and the highest Wald value. This finding is consistent with the growing evidence supporting the use of 
qSOFA as a rapid bedside tool, particularly in settings where laboratory data may be limited. Although originally developed to identify 
sepsis outside the ICU, the simplicity and high predictive power of qSOFA in our cohort suggest that it may also serve as an effective 
tool in the initial risk stratification of patients with CAP. 
CURB-65, a well-established score developed specifically for CAP, also showed a significant association with mortality. It remains a 
practical tool, particularly in emergency and internal medicine settings, given its ease of use and inclusion of key physiologic variab-
les. Our results support its continued use in clinical decision making, particularly in determining the need for hospitalization and 
potential ICU admission. 
PSI, although more comprehensive and requiring detailed clinical and laboratory data, showed high sensitivity in identifying patients 
at risk of death. Nearly all patients who died (95.7%) were classified as high risk by PSI, underscoring its utility in identifying patients 
with poor prognosis. However, its relative complexity may limit its routine use in time-sensitive clinical settings. 
Our findings are consistent with previous studies showing that higher scores on qSOFA, CURB-65, and PSI are associated with 
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increased mortality in CAP patients (3,5,6). However, the strength of qSOFA in this study is particularly noteworthy and warrants 
further investigation, especially given its simplicity compared to PSI. 
Limitations 
This study has several limitations. First, it was conducted in a single center, which may limit the generalizability of the findings. Se-
cond, although all scoring systems were evaluated at admission, dynamic changes in clinical status were not assessed over time. 
Lastly, we did not compare these scores with more recently developed or machine-learning-based prediction models. 
Conclusion 
All three scoring systems—qSOFA, CURB-65, and PSI—were effective in predicting in-hospital mortality among CAP patients. 
Among them, qSOFA showed the highest predictive value in our cohort. Considering its simplicity and ease of use, qSOFA may be a 
valuable tool for early mortality risk assessment in emergency settings. Nevertheless, each scoring system has its unique strengths 
and limitations, and their use should be tailored to the clinical context and available resources. 
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Table 1. The comparion of qSOFA, CURB-65 and PSI between patients who died and survived. 
 Survival (n=201) Dead (n=47) p value 
qSOFA, high risk 40 (19.9) 42 (89.4) <0.000 
CURB-65, high risk 44 (21.9) 42 (89.4) <0.000 
PSI, high risk 67 (33.3) 45 (95.7) <0.000 
 
 

Table 2. The logistic regression analysis resuls 
 Wald %95 Confidence interval P value 
qSOFA, high risk 18.32 3.61 – 31.69 <0.000 
CURB-65, high risk 7.09 1.51 – 15.25 0.008 
PSI, high risk 8.46 2.14 – 50.56 0.004 

 

4126 
PSİKOZ SONRASI SCROTAL STRANGÜLASYON 
Dilek Atik, Habib Ali Yalama, Aslıhan Onuralp, Boran Polat, Burcu Sena Aydın 
Karamanoglu Mehmetbey University, Department of Emergency Medicine,Karaman 
Introductıon 
Penile strangulation by a foreign object is a rare condition [1]. It requires urgent intervention and treatment, as it may lead to vascu-
lar injury or even necrosis [2]. This is a surgical emergency, and delayed intervention can result in penile necrosis, gangrene, and 
amputation. Therefore, time plays a critical role in the management of these patients [3]. 
Due to the rarity of such presentations, there is no standardized protocol for the management of these cases, and clinicians often 
need to think outside the box. Here, we present a case of a 40-year-old male inmate with penile and scrotal strangulation. 
Case Report 
A 40-year-old male prisoner was brought in with complaints of back pain. The patient was unresponsive to verbal communication. 
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He was conscious, oriented, and cooperative, with a Glasgow Coma Scale score of 15. The abdomen was soft, with no guarding or 
rebound tenderness. No palpable mass was detected in the inguinal region. There were no neuromotor deficits. Distal pulses were 
bilaterally equal and palpable. 
On inspection, a string was observed wrapped around the base of the penis and scrotum. The penis and scrotum were edematous 
and cyanotic. The patient's vital signs were stable, and there were no abnormalities in his blood tests. 

 

 

 
 
Upon discovery, the string was removed. 
A Doppler ultrasound was performed. 
Doppler Ultrasound: Both testes and epididymides were in normal positions, with normal sizes and morphology. Vascularization 
was normal in the RDUS (Real-time Doppler Ultrasound) evaluation. No pathological amount of free fluid was detected between the 
layers of the tunica vaginalis. 
The patient was consulted with a urology specialist, who determined that emergency surgical intervention was not necessary. 
The patient was also referred to psychiatry. Since he was nonverbal during the psychiatric assessment, he was placed under obser-
vation due to the risk of suicide. 
One hour after the string was removed, the penis and scrotum returned to their normal color and size. Following a 24-hour observa-
tion period, the patient was admitted to the psychiatric unit. 
Dıscussıon 
Prolonged application of foreign objects to the penis can result in persistent venous congestion, obstructing lymphatic drainage and 
venous return. As the swelling and edema progress, intrapenile tissue pressure increases, which can cause skin erosion and ische-
mic necrosis of penile tissues. If not treated in a timely manner, irreversible damage may occur, and in some cases, auto-amputation 
of the penis has been reported [4,5]. 
Bhat et al. developed a simple classification system for the trauma caused by penile strangulation [6]: 
Grade I: Distal penile edema without skin ulceration or urethral injury. 
Grade II: Skin injury and corpus spongiosum constriction without evidence of urethral injury; distal penile edema with decreased 
sensation. 
Grade III: Injury to the skin and urethra without urethral fistula; loss of distal penile sensation. 
Grade IV: Complete division of the corpus spongiosum, urethral fistula, and corpus cavernosum constriction with loss of distal penile 
sensation. 
Grade V: Gangrene, necrosis, or complete amputation of the distal penis. 
There is no standardized protocol for the removal of a constricting penoscrotal object. The method of removal depends on the deg-
ree of trauma, duration of entrapment, type of material used, and equipment availability. 
In our case, the strangulation was relieved by simply untying the knot made with the string. No signs of ischemia were found on 
ultrasound imaging. 
As we were unable to communicate verbally with the patient, it remains unclear whether he applied the string himself or if someone 
else did it, as well as the purpose of the act. 
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Conclusıon 
Penile strangulation with a constrictive device is a urological emergency with potentially serious clinical consequences. Clinicians 
should use the least traumatic technique to remove the constricting device from the genital area as soon as possible after entrap-
ment. 
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Acute Heart Failure and Serotonin Syndrome Induced by Venlafaxine Overdose: A Lethal Case Report 
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Introduction  
Venlafaxine was the first agent to be marketed in the serotonin neuropeptinephrine reuptake inhibitor class (1). It is a more effective 
antidepressant than SSRIs in controlling symptoms of major depression and in treatment-resistant depression (2). Venlafaxine inhi-
bits reuptake at serotonergic and noradrenergic receptors similar to tricyclic antidepressants, but does not affect histaminergic, mus-
carinic or adrenergic receptor mechanisms (3). However, in a study analyzing overdoses of antidepressants, venlafaxine-related 
overdoses were found to have a higher risk than other serotonergic drugs (4). This case report describes a fatal case of cardio-
toxicity due to venlafaxine overdose. 
Case 
A 42-year-old woman with major depression was admitted to the emergency department 6 hours after taking a total of 6.3 g of venla-
faxine extended-release tablets from her own medication with suicidal intent. On admission, the patient's consciousness was confu-
sed and GCS was 12 (3-5-4). The patient's pupils were bilaterally mydriatic.  
The patient's ECG was consistent with sinus tachycardia of 125 bpm and the patient's blood pressure was 180/100 mmHg. The 
patient's body temperature was 37.8 C. One hour after admission, the patient had a generalized tonic clonic seizure responsive to 
diazepam. Routine blood tests were taken. There was no abnormal value in the blood tests at the time of admission except creatini-
ne 1.02 mg/dL. The patient was clinically diagnosed with serotonin syndrome and supportive treatment was started. The patient was 
admitted to the emergency intensive care unit for monitorized follow-up. Within 8 hours, the patient had 3 more seizures characteri-
zed as JTK and these seizures were terminated with 1 mg diazepam. The patient was evaluated by a neurologist for recurrent seizu-
res and changes in the state of consciousness. Diffusion MRI and EEG tests were performed. No pathology was found on brain 
imaging and EEG. The neurologist recommended levetiracetam for the patient's seizures. Because of hypertension and tachycardia, 
the patient was evaluated by a cardiologist with suspicion of venlafaxine-induced cardiotoxicity. Echocardiography was performed 
and the patient's EF: 65 and no pathology was found. Cardiology recommended amlodipine for the hypertensive patient. Supportive 
therapy and fluid resuscitation were continued. 
At the 24th hour of admission, the patient's state of consciousness was GCS:15 (4-6-5) agitated. Blood tests taken at the 24th hour 
revealed WBC 21.4 thousand/uL and creatinine 0.98 mg/dL. The patient's ECG was compatible with 160 bpm sinus tachycardia and 
the patient's blood pressure was 170/80 mmHg. The patient had flushing. Diarrhea started at the 24th hour of follow-up. At the 40th 
hour, dyspnea developed and echocardiography was repeated by a cardiologist because of pulmonary edema findings.  Echocardi-
ography performed 40 hours after admission revealed EF:35 with global hypokinesia. Diuretic treatment was started for the patient 
with pulmonary edema due to acute heart failure. Creatinine was found to be 1.67 mg/dL and Hs Troponin 258.0 ng/dL in blood 
samples taken at 40th hour. The patient's state of consciousness regressed and the GCS was 2-4-2 at the 48th hour of admission 
and the patient was intubated. Anuria and hypotension developed at the 72nd hour of admission. Treatment with inotropic agents 
was started. At the 72nd hour of admission, creatinine was 2.42 mg/dL, AST 184 U/L, CPK 6420 U/L, Hs Troponin 296.0 ng/dL. The 
patient died in the 90th hour of admission despite supportive treatment and life support in intensive care unit. 
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Figure 1. Electrocardiographic Findings at Admission in a Patient with Venlafaxine Overdose 
 
Discussion 
Venlafaxine is well absorbed and metabolized in the liver by cytochrome p450 enzymes. Different effects may be observed in pati-
ents due to genetic polymorphism. Following administration of extended-release forms of venlafaxine, peak plasma concentrations 
of venlafaxine and O-desmethylvenlafaxine (ODV) are reached within 5.5 and 9 hours, respectively. Venlafaxine and its metabolites 
are mainly eliminated from the kidneys (5). 
Since venlafaxine is a potent reuptake inhibitor like SSRI group medications, it has the potential to cause serotonin syndrome (6). 
Serotonin syndrome is a life-threatening syndrome that occurs as a result of overactivation of peripheral and central postsynaptic 
5HT-1A and 5HT-2A receptors due to serotonergic agent use. Altered mental status, neuromuscular hyperactivity and autonomic 
hyperactivity are observed in serotonin syndrome. Although serotonin syndrome is a diagnosis of exclusion, there is no gold stan-
dard test for the diagnosis. The diagnosis is made clinically by a medical toxicologist. Quick diagnosis and supportive treatment may 
prevent mortality related to serotonin syndrome (7-9). 
Cardiotoxicity due to venlafaxine ingestion has not been extensively reported. Even after overdose, its effect on cardiac conduction 
is limited. The limited effect on cardiac conduction is explained by the fact that venlafaxine does not affect alpha adrenergic and 
histaminic receptors (10). However, cases of venlafaxine-induced heart failure with preserved cardiac conduction function have been 
reported. The mechanism underlying this clinical condition is thought to be catecholamine-induced myocardial damage associated 
with inhibition of norepinephrine reuptake (11, 12). 
Venlafaxine overdose can lead to severe toxicity, primarily manifesting as serotonin syndrome and, in rare cases, delayed cardio-
toxicity. While serotonin syndrome is a well-documented complication of venlafaxine toxicity, the development of acute heart failure 
with preserved initial cardiac function remains an underrecognized and potentially fatal consequence. This case highlights the impor-
tance of continuous cardiac monitoring in patients with venlafaxine overdose, even when initial cardiac function appears normal. The 
pathophysiological mechanism is likely related to catecholamine-induced myocardial injury due to norepinephrine reuptake inhibition. 
Early recognition, aggressive supportive care, and a multidisciplinary approach involving emergency physicians, cardiologists, and 
intensivists are essential for optimizing patient outcomes. Given the potential for delayed-onset cardiac complications, clinicians 
should maintain a high index of suspicion and ensure prolonged hemodynamic and cardiac function surveillance in such cases. This 
case underscores the need for further research to better understand the mechanisms underlying venlafaxine-induced cardiotoxicity 
and to develop targeted management strategies. 
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4283 
Copper Sulfate (Bordeaux Mıxture) Exposure And Myocardıal Infarctıon 
Berke Yıldırım1 ,  Selva Poçan1 ,  Demet Acar1 ,  Ayla Mollaoğlu1 ,  Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye 
Introductıon 
Pesticides are widely used in agriculture to protect crops, yet they can have significant adverse effects on human health. The accu-
mulation of heavy metals in the body, increased oxidative stress, and their potential link to cardiovascular diseases are growing 
concerns. (1) Copper sulfate, a commonly used fungicide, exemplifies these risks. 
Copper Sulfate and Its Effects on Human Health 
Copper sulfate is a chemical compound widely used to prevent plant diseases. The copper ions it contains can trigger oxidative 
stress, leading to cellular damage. These toxic effects may have detrimental consequences for the cardiovascular system. 
Oxidative Stress and Cardiovascular Damage 
Copper sulfate exposure can increase free radical production, leading to oxidative stress and vascular damage. (2) This oxidative 
stress accelerates atherosclerosis, potentially resulting in vascular blockages and increasing the risk of myocardial infarction. 
Electrolyte Imbalance and Blood Pressure 
Copper sulfate exposure can disrupt electrolyte balance, potentially leading to hypertension a significant risk factor for heart attacks. 
Controversial Effects and Cardiac Sensitivity 
There are varying opinions regarding the impact of pesticide exposure on human health. While studies suggest that long-term expo-
sure to high doses has toxic effects, evidence regarding the cardiovascular risks of short-term exposure remains inconsistent. This 
case provides a valuable opportunity to examine the relationship between copper sulfate exposure and myocardial infarction. 
Case Report 
A 62-year-old male patient presented to an external emergency department with complaints of chest pain radiating to his back, ac-
companied by sweating and chills. He reported that his symptoms had persisted for six hours following pesticide exposure. The 
patient had no known comorbid conditions. 
On examination, he was alert, oriented, and cooperative, with stable vital signs. His ECG showed a normal sinus rhythm. Laboratory 
results revealed: 
Lactate: 3.4 
Troponin: 253 
CK-MB: 48 
Due to suspicion of myocardial infarction, a cardiology consultation was requested. An echocardiogram revealed anteroseptal myo-
cardial damage, and coronary angiography was planned. The patient was subsequently hospitalized, and an emergency angiog-
raphy was performed. A stent was placed in the left anterior descending artery (LAD). After monitoring in the coronary intensive care 
unit, the patient was discharged. 
Dıscussıon 
1. Effect of Pesticide Exposure on Cardiovascular Risk 
The impact of pesticide exposure on cardiovascular health has gained increasing attention in recent years. (3) Studies suggest that 
individuals exposed to pesticides may have a higher incidence of cardiovascular diseases due to the toxic effects of these chemi-
cals. While most research focuses on long-term exposure, this case highlights that even short-term exposure can lead to serious 
cardiovascular events. Therefore, the acute effects of pesticides should not be overlooked. 
2. Clinical Challenges 
Identifying the cardiovascular effects of pesticide exposure can be challenging in clinical practice. In patients presenting with myo-
cardial infarction, pesticide exposure may be an overlooked factor, particularly when more common cardiovascular risk factors are 
absent. (4) Healthcare professionals should maintain a high index of suspicion, especially when evaluating patients who work in 
agricultural settings. 
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3. Toxicological Profile of Copper Sulfate and Risk Management 
To minimize the toxic effects of pesticides, stricter regulations on substances like copper sulfate and the establishment of exposure 
limits are necessary. (5,6) Additionally, proper training and the use of personal protective equipment should be emphasized for indi-
viduals working with these chemicals. Clinically, the rapid identification of acute pesticide-related toxic effects can facilitate early 
intervention and improve patient outcomes. 
Conclusıon 
Pesticides, including copper sulfate (Bordeaux mixture), pose potential cardiovascular risks that should not be underestimated. 
Chemical exposure can trigger oxidative stress and electrolyte imbalances, leading to severe cardiovascular events such as myo-
cardial infarction. This case underscores the need for increased awareness of these risks, improved clinical assessment protocols, 
and enhanced safety measures for individuals working with pesticides. 
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Diffuse Axonal Injury in the Corpus Callasum That Should Not Be Forgotten in Severe Post-Traumatic Headache; Case 
Report 
Dilek Atik, Hatice Şeyma Akça, Burcu Sena Aydın, Boran Polat, Enes Selim Torun, Canan Kücükyılmaz 
Karamanoglu Mehmetbey University 
Diffuse axonal injury (DAI) is a type of traumatic brain injury (TBI) that occurs as a result of blunt trauma to the brain. In the United 
States, traumatic brain injury is the leading cause of death and disability among children and young adults. Diffuse axonal injury 
(DAI) primarily affects the white matter tracts in the brain. Clinically, patients with DAI may present a spectrum of neurological dys-
function. This can range from clinically insignificant to comatose. Patients are classified according to the Glasgow coma scale from 
mild to severe. DAI should be kept in mind, especially if patients classified as mild as GKS 12-15 do not have neurological deficits. In 
this case, we planned to present the development of DAI in the corpus callasum of a young patient who presented to the emergency 
department due to recurrent headache after blunt trauma. 
Case Report 
22-year-old female patient 5 days ago FALLING FROM OWN LEVEL Blunt Trauma After Emergency Application Present. Initial 
Admission Examination NECK stiffness negatıve. kernıg negatıve. neurologıcal examınatıon natural. fever 36 ta:110/60 gcs:15 ır 
+/+,5 after applying to the emergency room with headache intermittently throughout the day and no bleeding or subacute ischemia 
image in repeated ct scans, the patient was examined on the 5th day after the examination. C.CT AND DIFF. MR imaging suggested 
acute ischemia image/diffuse axonal damage at the level of corpus callosum splenium. The patient's 5-day examination General 
Condition Good, Conscious, Oriented-Cooperative, Pupils Isochoric, Ir +/+. No pathology was observed in Cranial Nerve examina-
tion. four extremities were mobile, muscle strength was full. Vitals were stable. Neurology and brain surgery were consulted. Since 5 
days had passed and the patient was stable, he was discharged as an outpatient clinic control.  
Dıscussıon 
In the case we presented, although the persistent headache, especially despite the low-energy trauma, initially alerted emergency 
medicine clinicians in terms of bleeding, it is useful to examine patients in whom no bleeding was detected in examination and com-
puted tomography in terms of DAI in further examination. We think that it will be important in terms of contributing to the literature, as 
it is a case that was rarely detected before and was diagnosed more often in postmortem cases, and that our case had high GCS, 
did not cause any neurological deficits and presented with only headache. 
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Figure 1. MRI image of the patient 
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The Silent Attack: Acute Hepatitis Triggered by Epstein-Barr Virus – A Rare Case Report 
Furkan ALTAŞ, MD 
Bilkent City Hospital, Ankara, Türkiye 
Introductıon 
Epstein-Barr Virus (EBV) is a ubiquitous herpesvirus, primarily known for causing infectious mononucleosis, particularly in adoles-
cents and young adults. While the classic triad of fever, pharyngitis, and lymphadenopathy is well-documented, EBV can rarely pre-
sent with atypical and potentially serious complications such as acute hepatitis. 
In this case, we report a 20-year-old male with no significant travel or alcohol history, presenting with progressive abdominal pain, 
elevated inflammatory markers, and hepatomegaly. Imaging revealed periportal edema, gallbladder wall thickening, ascites, and 
pleural effusions, prompting evaluation for acute hepatitis of viral etiology. 
The purpose of this case is to highlight the diagnostic challenges and clinical course of EBV-induced acute hepatitis, emphasizing 
the importance of considering EBV in patients with systemic symptoms and abnormal liver imaging, even in the absence of classic 
mononucleosis features. 
Materials And Methods 
This case report is based on the clinical evaluation, laboratory investigations, and imaging studies of a 20-year-old male patient 
admitted to the emergency department with complaints of progressive abdominal pain, dysuria, and a history of recent antibiotic use. 
The diagnostic process included: 
Comprehensive physical examination 
Laboratory tests: complete blood count, liver and renal function tests, inflammatory markers (CRP, procalcitonin), coagulation profile, 
urinalysis, and serologic screening (including ELISA for EBV and other viral markers) 
Radiologic imaging: abdominal ultrasound and contrast-enhanced computed tomography (CT) 
Clinical follow-up to assess symptom progression, treatment response, and ruling out alternative diagnoses 
All findings were evaluated in accordance with the patient’s medical history, medication use, and risk factors. The final diagnosis of 
EBV-related acute hepatitis was made by exclusion and supported by clinical presentation, laboratory abnormalities, and radiological 
features. 
Dıscussıon 
Epstein-Barr virus (EBV) is a widespread human herpesvirus that commonly causes infectious mononucleosis, especially in adoles-
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cents and young adults. While most EBV infections are self-limited and benign, atypical and severe presentations involving hepatic, 
renal, and pulmonary systems have been increasingly recognized in clinical practice. 
In the presented case, the patient lacked the hallmark features of mononucleosis, such as pharyngitis, lymphadenopathy, and fati-
gue. Instead, he developed acute hepatitis with systemic inflammatory response, renal dysfunction, ascites, and bilateral pleural 
effusions—findings that are rare in primary EBV infection but documented in a limited number of case reports. The absence of clas-
sical signs complicated the diagnostic process, emphasizing the importance of a broad differential diagnosis in patients with syste-
mic symptoms and liver dysfunction. 
Liver involvement in EBV infection is relatively common, with mild elevations in aminotransferases seen in up to 80% of cases. 
However, clinically significant hepatitis, especially with hepatic enlargement and ascites, is rare. In our patient, imaging revealed 
hepatomegaly, periportal edema, and gallbladder wall thickening, consistent with inflammatory hepatic insult. Elevated CRP and 
procalcitonin levels initially suggested bacterial infection, leading to empiric antibiotic use, which was later discontinued when bacte-
rial etiology was excluded. 
Renal dysfunction in EBV infection is usually secondary to systemic inflammation, hypoperfusion, or immune-mediated mechanisms. 
Similarly, pleural effusions may reflect capillary leak, hypoalbuminemia, or inflammation-induced serositis. The presence of these 
findings in a young, otherwise healthy individual underscores the potential of EBV to cause multi-organ involvement even in immu-
nocompetent patients. 
This case also highlights a common clinical pitfall—empiric antibiotic treatment in patients with viral syndromes and non-specific 
systemic inflammation. Early recognition of viral etiologies and cautious interpretation of inflammatory markers can prevent unne-
cessary antimicrobial use and associated complications. 
Overall, this case contributes to the growing body of literature describing EBV-related hepatitis and systemic involvement. Clinicians 
should remain vigilant for atypical EBV presentations and consider the virus in the differential diagnosis of acute hepatitis, particu-
larly when standard bacterial and viral panels return negative. 
Results And Conclusion 
The patient was diagnosed with Epstein-Barr virus (EBV)-related acute hepatitis based on clinical presentation, elevated inflamma-
tory markers, hepatomegaly, periportal edema, and exclusion of other viral or toxic causes. Despite the absence of classic mononuc-
leosis symptoms such as pharyngitis or lymphadenopathy, EBV was identified as the likely etiology. 
The patient responded well to supportive treatment, including hydration, antipyretics, and close monitoring. Antibiotics were disconti-
nued after ruling out bacterial causes. His liver function and inflammatory markers gradually improved, and he was discharged with 
outpatient follow-up. 
This case highlights the importance of considering EBV as a differential diagnosis in young patients presenting with unexplained 
hepatitis and systemic inflammation, even in the absence of classic signs. Early recognition can prevent unnecessary antibiotic use 
and ensure appropriate supportive care. Clinicians should be aware of such atypical presentations to improve diagnostic accuracy 
and patient outcomes. 
REFERENCES 
• Luzuriaga K, Sullivan JL. Infectious mononucleosis. N Engl J Med. 2010. 
• Cohen JI. Epstein–Barr virus infection. N Engl J Med. 2000. 
• Kofteridis DP et al. Epstein-Barr virus hepatitis. Eur J Intern Med. 2011. 
• Tseleni-Balafouta S et al. Acute EBV hepatitis in adults: clinicopathologic study. Pathol Res Pract. 2005. 

 
4529 
Management of Spontaneous Ureteral Perforation: A Case Report and Literature Review 
Dilek Atik, Yunus Emre Gülel, Boran Polat, Burcu Sena Aydın, Aslıhan Onuralp, Habib Ali Yalama 
Karamanoglu Mehmetbey University 
Introduction 
Ureteral stones are one of the most seen causes of spontaneous ureteral perforations. However, there are some less frequent con-
ditions that cause obstruction which can result in ureteral perforation. Such as; tumors, pregnancy, enlarged lymph glands, ruptured 
renal cysts, congenital anomalies, renal transplants, retroperitoneal fibrosis, and scarring resulting from radiation therapy.(1) 
We present a case of a 61-year-old female with spontaneous ureteral perforation possibly originated from nephrolithiasis. 
Case Report 
A 61-year-old woman presented to the emergency room with a new onset of abdominal pain. Her medical history was insignificant 
apart from hypertension. She denied vomiting, painful urination or other associated symptoms except nausea. 
On physical examination, there was tenderness in the left lower quadrant. However, the rebound was negative. A Biochemistry pa-
nel, FBC and urine sample were taken. 
In Biochemistry Panel: GLUCOSE: 109 MG/DL UREA: 37 MG/DL EGFR:60,95 CREATININE: 1,00 MG/DL , CRP: 2,9 MG/L, SO-
DIUM: 137 MMOL/L, POTASSIUM : 4,40 MMOL/L, CHLORINE: 105,4 MMOL/L, 
In Full Blood Count: WBC:12,04 K/uL , NEU# :10.05 K/uL , LYMPH# : 1.35 K/uL , , HGB: 14G/DL  
In the urine sample: Protein was negative, nitrite: negative, Glucose: negative, PH:5.5 Leu: 3+, Erythrocyte: 92 Leukocyte: 63. 
After that Abdominal CT scan with contrast was performed (Figure 1).  
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In the scan the left ureter and collecting system were dilated. A 4 mm calculus was observed in the proximal ureter. Parapelvic and 
cortical cysts were present in both kidneys. There was significant contamination in the perirenal area of the left kidney. Contamina-
tion suspected to be due to calixyal rupturing and a new CT scan was done in order to see contrast’s excretion from the urinary tract 
(Figure 2).  
There was contrast extravasation at the lower pole of the left kidney. Surrounding fat planes appeared contaminated, with band-like 
fluid densities observed indicating calyceal rupture. Urology was consulted and a double-J stent was placed in the patient. The pro-
cedure was completed without complications. A follow-up was recommended by urology in one month. 
 
Figure 1: CT Scan with contrast Figure 2:Late phase CT Scan 

  
 
Discussion 
The most common causes of spontaneous ureteral perforation include urinary conditions such as ureteral calculi, strictures, and 
tumors.(2) Akpinar et al. analyzed 91 documented cases of spontaneous ureteral rupture and found that in 72% of them, the underl-
ying cause was stone disease.(3) 
Renal colic has the same symptoms as spontaneous perforation of the ureter. In a study about spontaneous ureteral perforation 
cases, sudden onset of flank pain was observed in all patients, while nausea and vomiting were present in 80%. Both renal colic and 
spontaneous ureteral perforation can present with abnormalities in laboratory tests, just as complete blood count may show leukocy-
tosis, urinalysis can reveal red blood cells and leukocytes.(4)We want to emphasize that, especially in emergency settings, ureteral 
perforation should be considered, as it can present exactly like renal colic and can be overlooked but may lead to serious morbidity 
and/or mortality. 
USG is the first imaging method for renal colic. However, a late-phase contrast-enhanced CT scan (5–20 minutes after contrast 
medium administration) can identify urinoma and urinary system leaks. Furthermore, the differential diagnosis includes diverticulitis, 
cholecystitis, and appendicitis, which can be diagnosed with a CT scan. (5). In our case, a late-phase contrast-enhanced CT scan 
was performed, as it is an effective method for detecting urinoma and urinary system leaks. If there is any clinical suspicion, a CT 
scan should be performed, as it is essential for diagnosing various pathologies, including perforation, as was the case in our patient. 
Spontaneous ureteral rupture is considered a rare condition. Due to this, there is no established protocol for managing this condi-
tion.(6) In 3 out of the 4 cases, spontaneous healing of the rupture was observed within 7 days or less, as confirmed by CT scan 
following conservative medical treatment.(3) Starvodimos reports on 5 patients with spontaneous ureteral rupture who were treated 
with Double J ureteral stents, resulting in resolution.(7)  Choi et al. managed a case of upper ureter rupture using a pigtail percuta-
neous nephrostomy catheter, and 7 days later, antegrade pyelography showed no contrast extravasation at the rupture site.(8) Even 
though there are various approaches to this condition, the most common treatment approach in the literature was Double J ureteral 
stent(9) 
In cases of fever or hemodynamic changes, the possibility of urinoma infection should be kept in mind, and antimicrobial therapy 
along with drainage may be considered. Also, elevated creatinine can be seen due to the absorption of urinoma (9). 
Conclusion 
Spontaneous ureteral rupture should always be considered in the differential diagnosis of patients presenting with complex symp-
toms following renal colic. In our case, although initial urine analysis did not immediately suggest perforation, the clinical presenta-
tion was unclear. This emphasizes the importance of considering further diagnostic evaluation in cases of suspected complex renal 
colic.  
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In the shadow of a heavy body: neurological reflections of sacral trauma 
Asiye Müminat Çap1, Fatih Eser1, Nazlı Karakuş Kenan1, Yasin Yıldız1, Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye 
Introductıon 
Sacral fractures are among the serious spinal injuries that develop as a result of high-energy traumas. The sacrum is a bone located 
at the lowest part of the spine, provides axial load transfer and is in close anatomical relationship with the pelvic ring. Sacral fractu-
res usually occur as a result of major traumas such as traffic accidents, falls from heights, work accidents and heavy object impacts. 
These fractures can cause mechanical instability and also lead to neurological deficits due to their close relationship with nerve 
structures. One of the most common classifications of fractures occurring in the sacrum is the Denis classification. According to this 
classification, sacral fractures are divided into three different zones. Zone 1 fractures are located in the lateral parts of the sacrum 
and are generally considered stable. Zone 2 fractures are at the level of the sacroiliac joint and can affect pelvic stability. Zone 3 
fractures involve the sacral foramina and the midline of the sacral canal. These fractures can cause serious neurological deficits by 
damaging the nerve roots and usually require surgical intervention (1). One of the most important complications of sacral fractures is 
neurological damage. The sacrum is a region that contains nerve structures including the sacral plexus, and fractures in this region 
can lead to serious problems such as loss of strength, loss of sensation, and urinary and fecal incontinence in the lower extremities. 
In particular, damage to the S2-S4 nerve roots may impair sphincter control and patients may develop perineal hypoesthesia. In 
sacral fractures that compress nerve roots, patients typically present with symptoms such as loss of sensation in the perineal region, 
difficulty urinating or, conversely, urinary incontinence, loss of rectal tone, and loss of strength in the lower extremities (2). Patients 
usually complain of severe pain in the lumbosacral region. This pain may increase with palpation and becomes more pronounced, 
especially when direct pressure is applied to the sacrum. Muscle strength tests should be performed to assess whether there is 
neurological damage in the lower extremities. Hip flexion, knee extension, foot dorsiflexion and plantar flexion can be tested to de-
tect asymmetries or significant strength losses in muscle strength. While patellar reflexes are usually preserved, the Achilles reflex 
may weaken or disappear, especially when the S1 root is affected. However, sphincter tone should definitely be evaluated in patients 
with suspected cauda equina syndrome. Findings such as decreased sphincter tone and urinary or fecal incontinence during rectal 
examination indicate a condition requiring urgent surgical intervention (3). Imaging methods are of great importance for definitive 
diagnosis in sacral fractures. Although direct radiographs are often used as the first step, the majority of sacral fractures can only be 
clearly evaluated with computed tomography (CT). CT allows detailed examination of the fracture line and also reveals accompan-
ying pelvic ring injuries. Magnetic resonance imaging (MRI) is used to evaluate whether the nerve roots are affected and should be 
preferred especially in patients with neurological deficits (4). The treatment approach is determined by considering the type of fractu-
re, the presence of neurological deficits, and the general condition of the patient. Stable sacral fractures can be managed with con-
servative treatment. Absolute bed rest, analgesic treatment, physical therapy, and rehabilitation are recommended for such patients. 
However, surgical treatment becomes inevitable in unstable fractures with neurological deficits. The main purpose of surgical treat-
ment is to remove the bone fragments that compress the spinal canal and to restore the mechanical stability of the sacrum. De-
compression and spinopelvic fixation are among the most common surgical approaches that support neurological recovery. Spino-
pelvic stabilization using pedicle screws and rod systems both supports the union of the fractured segments and allows early mobili-
zation of the patient (5). Patients should be closely monitored in the postoperative period. The recovery process may vary in patients 
with neurological deficits. The time and degree to which the pressure on the nerve roots decreases is one of the most important 
factors determining the patient's chances of recovery. The rehabilitation process should be started early and patients should be 
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directed to a physical therapy program. A multidisciplinary approach should be applied to bladder and bowel management, especi-
ally in patients who develop sphincter dysfunction. It has been reported in the literature that patients who undergo early surgical 
intervention have better functional results in the long term (6). A multidisciplinary approach should be adopted in the diagnosis and 
treatment process of sacral fractures, and orthopedics, neurosurgery, physical therapy and rehabilitation teams should work toget-
her. Considering the risk of permanent neurological deficits in such patients, appropriate treatment should be planned as soon as 
possible and early intervention should be performed (7). 
Case Report 
A 36-year-old male patient was admitted to the emergency department after being trapped in a high-energy trauma after a heavy 
object fell on his back at work. The patient's symptoms included loss of sensation in the scrotal region, urinary incontinence, fecal 
discharge, and severe pain in the lumbar and sacral regions. No signs of trauma or hematoma were observed in the scrotal region 
during physical examination. When motor and sensory examinations were evaluated in the lower extremities, mild loss of strength 
was detected bilaterally. When direct radiographs and lumbosacral CT scans taken in the emergency department were examined, 
fractures were detected at the S1 and S2 levels and it was seen that the fracture fragments created significant compression towards 
the posterior part of the spinal canal. The patient was provided with emergency stabilization, further evaluation by the spinal surgery 
and neurology departments was recommended, and an operation was planned (Figure 1). 
 
Figure 1.  X-ray after the surgery 

 

 
Dıscussıon 
Sacral fractures often develop due to high-energy trauma and in many cases are accompanied by neurological complications (4). 
Fractures occurring in the posterior part of the sacrum can cause serious motor and sensory disorders by compressing the nerve 
roots (6). In this case, the fracture occurring at the S1 and S2 levels caused urinary and fecal incontinence in the patient by creating 
posterior compression on the spinal canal. It has been reported in the literature that neurological deficits due to sacral fractures 
frequently develop in similar cases (2). In a study conducted by Angthong et al., it was stated that complex lumbosacral fracture-
dislocations are highly associated with neurological deficits and that surgical stabilization supports neurological recovery (2). A detai-
led neurological examination is necessary in patients after trauma. Neurological complications of sacral fractures include cauda 
equina syndrome, sacral plexopathy and sphincter dysfunction (3). Particularly, loss of sphincter function is an important indicator 
requiring surgical intervention and can affect the long-term prognosis of the patient (5). In our case, the S1-S2 fracture, which cau-
sed significant posterior compression into the spinal canal, resulted in loss of sensation in the scrotal region and urinary/fecal incon-
tinence. Similar cases in the literature show that neurological recovery is possible after surgical stabilization (4). However, the deg-
ree of neurological damage and the presence of secondary damage to the nerve tissue are the main factors determining the reco-
very process (4). Therefore, early detection of neurological deficits in traumatic spinal injuries, especially in patients with sacral frac-
tures, is of great importance. In cases where the spinal canal is compressed posteriorly, emergency decompressive surgery should 
be considered to prevent neurological deficits (6). Finally, good knowledge of the motor sensory areas that the damaged nerve struc-
ture will affect in sacral region fractures helps to direct the neurological examination correctly. In this context, evaluation of the ana-
tomical distribution of the sacral nerve roots is critical in understanding the neurological complications associated with sacral fractu-
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res (5).  
Conclusıon 
This case report includes the evaluation of a patient who had a sacral fracture and developed a neurological deficit after a work 
accident. Neurological evaluation is of great importance in the diagnosis and management of sacral fractures. In particular, in pati-
ents who develop urinary and fecal incontinence, the sacral nerve roots should be evaluated and early surgical intervention should 
be planned. Similar cases in the literature show that neurological recovery is possible with early diagnosis and appropriate surgical 
intervention. 
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The Predictive Value of the Hemoglobin-Albumin-Lymphocyte-Platelet (HALP) Score in the Prognosis of Crimean-Congo 
Hemorrhagic Fever 
Sibel GÜÇLÜ UTLU1, Seyit Ali KARAGÖZ1, Melike Nur UÇAN1 
1Erzurum City Hospital 
Introduction and purpose 
Crimean-Congo Hemorrhagic Fever (CCHF) is a zoonotic viral infection with a high mortality rate, representing a significant public 
health concern, particularly in endemic regions. The identification of early prognostic biomarkers is of great importance in facilitating 
clinical management and reducing mortality. In this study, the predictive power of a combined scoring system—based on hemoglo-
bin, albumin, lymphocyte, and platelet values—was evaluated in forecasting the prognosis of patients with CCHF. 
Material and Methods 
This retrospective study was conducted in the emergency department of Erzurum City Hospital. A total of 79 patients diagnosed with 
CCHF, aged over 18 years and without missing data, were included in the study. Hemoglobin, albumin, lymphocyte, and platelet 
values at the time of admission were obtained from the electronic medical record system. The Hemoglobin-Albumin-Lymphocyte-
Platelet (HALP) score was calculated individually for each patient using these parameters. 
Results: 
A total of 79 patients diagnosed with Crimean-Congo Hemorrhagic Fever (CCHF) were included in the study. The mean age of the 
patients was 50.89±16.70 years, and 64.6% (n=51) were male. Among the included patients, 76 were discharged, while 3 patients 
died. When comparing these two groups, the lymphocyte count was found to be significantly lower in the non-survivor group (p = 
0.021). However, no statistically significant differences were observed in terms of hemoglobin, albumin, platelet count, or HALP 
score (p > 0.05). The clinical and laboratory characteristics of the patients are presented in Table 1. 
Table 1 

Variable Total (mean±SD) Survivors 
(mean±SD) 

Non-survivors 
(mean±SD) 

P value 

Age 50.89 ± 16.70 50.55 ± 16.70 59.33 ± 17.62 0.480 
Gender, male 51 (64.6%) 48 (63.2%) 3 (100%) 0.488 
Albumin 37.48 ± 4.68 37.66 ± 4.58 32.83 ± 6.01 0.297 
HGB 13.35 ± 2.31 13.35 ± 2.25 13.28 ± 4.18 0.980 
LYMPH# 0.95 ± 0.63 0.95 ± 0.64 0.77 ± 0.04 0.021 
PLT 119.60 ± 90.27 121.61 ± 91.11 68.78 ± 49.83 0.198 
HALP Score 5.74 ± 5.71 5.64 ± 5.63 8.19 ± 8.67 0.663 
WBC 4.34 ± 3.64 4.37 ± 3.70 3.59 ± 1.37 0.445 
ALT 105.09 ± 119.00 105.01 ± 120.26 107.00 ± 99.86 0.976 
AST 160.80 ± 228.16 155.09 ± 222.34 305.33 ± 379.32 0.564 
Creatinine 1.01 ± 0.76 0.95 ± 0.61 2.57 ± 2.24 0.336 
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HGB: Hemoglobulin, Lymph: Lymphocyte, Plt: Platelet, WBC: White Blood Cell, ALT:Alanin aminotransferaz, AST: Aspartat aminot-
ransferaz 
Conclusion 
In this study, the potential predictive value of the HALP score and its individual components (hemoglobin, albumin, lymphocyte, and 
platelet) in estimating in-hospital mortality among patients diagnosed with Crimean-Congo Hemorrhagic Fever (CCHF) was investi-
gated. According to our findings, the lymphocyte count was significantly lower in the non-survivor group compared to the survivors (p 
= 0.021). This finding is consistent with previous studies in the literature suggesting that lymphocytopenia in viral infections may be 
associated with disease severity and poor prognosis. 
Limitations of our study include the small number of fatal cases and its retrospective design. Nevertheless, it is one of the few stu-
dies examining the role of the HALP score and basic hematological parameters in the prognosis of CCHF, highlighting its significan-
ce. 
Keywords: CCHF, HALP SCORE, PROGNOSİS 
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Chronic Methemoglobinemia: A Rare Case with Dramatic Response to Methylene Blue Following Informed Refusal and 
Recurrent ICU Indication 
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1 Başakşehir City Hospital, Department of Emergency Medicine 
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Introduction 
Methemoglobinemia is a rare hematologic disorder characterized by the oxidation of hemoglobin's iron from the ferrous (Fe²⁺)  to the 
ferric (Fe³⁺)  s ta te  d u e  to  o x id a tiv e  a g e n ts ,  im p a irin g  its  o x y g e n -carrying capacity. Under normal physiological conditions, methe-
moglobin levels in the blood remain between 1–2% (1). Oxidative stress increases the oxidation of hemoglobin, leading to elevated 
methemoglobin formation. Methemoglobin is unable to bind and transport oxygen effectively, resulting in impaired oxygen delivery to 
tissues. Clinically, methemoglobinemia presents with decreased oxygen saturation and central cyanosis that does not respond to 
oxygen therapy. The diagnosis is confirmed by arterial blood gas analysis, and treatment involves the use of reducing agents such 
as methylene blue (2). 
Case Report 
A 46-year-old female patient presented to the emergency department with complaints of cyanosis of the lips and fingertips. She had 
traveled from Konya to Istanbul to visit family. The patient reported a history of intermittent cyanosis of the lips and fingers since 
childhood, which had also been present prior to the trip. Upon the recommendation of her relatives, she initially presented to a se-
condary care emergency department. Physical examination revealed no pathological findings in either lung, with equal bilateral 
respiratory movements. Respiratory rate was 15 breaths/min, blood pressure 135/65 mmHg, heart rate 90 bpm, and peripheral oxy-
gen saturation (SpO₂) was 84%. The patient was neither tachypneic nor dyspneic. She denied any recent medication use, but re-
ported frequent consumption of beetroot in Konya, raising the possibility of a dietary etiology. 
Referral to a tertiary care center for further evaluation and treatment was requested via the national referral system. However, the 
patient declined the referral, stating that her symptoms were not new and had occurred intermittently since childhood. After signing 
an informed refusal form, she left the hospital voluntarily. 
Two days later, the patient presented to a tertiary emergency department as an outpatient with similar complaints. Blood gas analy-
sis revealed results nearly identical to the previous visit. Due to the indication for intensive care, intravenous methylene blue therapy 
was initiated in the emergency department. 
Venous blood gas analysis revealed the following values: pH 7.394, pCO₂ 40.7 mmHg, pO₂ 37.6 mmHg, HCO₃⁻ 23.9 mmol/L, 
base excess (BE) 0.1 mmol/L, Na⁺ 1 3 7 . 0  m m o l/L ,  K ⁺  4 . 5  m m o l/L ,  C a ²⁺  1 . 0 6  m m o l/L ,  g lu c o s e  1 3 6  m g /d L ,  la c ta te  1 . 8  m m o l/L ,  a n d  
methemoglobin (MetHb) level of 38%, confirming the diagnosis of methemoglobinemia. 
Follow-up blood gas analysis performed two hours after treatment showed stable values: pH 7.394, pCO₂ 40.7 mmHg, pO₂ 37.6 
mmHg, HCO₃⁻ 23.9 mmol/L, BE 0.1 mmol/L, Na⁺ 137.0 mmol/L, K⁺ 4.5 mmol/L, Ca²⁺ 1.06 mmol/L, glucose 136 mg/dL, lactate 
1.8 mmol/L, and a significantly decreased MetHb level of 3%. 
Discussion 
In this case, the patient was found to have chronic methemoglobinemia resulting from a clinical condition to which she had grown 
accustomed. Chronic methemoglobinemia is typically congenital in origin and may be triggered by specific stressors or environmen-
tal factors. The condition often resolves spontaneously. We believe that the patient’s refusal to be transferred from the initial facility 
was primarily due to her previous experiences with similar episodes that had resolved without treatment. Furthermore, the fact that 
her admission was prompted by her relatives rather than her own concern over the clinical symptoms supports this assumption. 
In this case, no clear trigger for the methemoglobinemia episode was identified; however, it was noted that the patient consumed 
large quantities of beetroot in her hometown, which may have played a contributing role. No medication-related cause was found. 
In a review published by Hord et al. in 2009, the biological transformations of dietary nitrates and their potential health effects were 
comprehensively discussed. It was emphasized that excessive consumption of high-nitrate foods (e.g., beets) could increase the risk 
of methemoglobinemia under certain conditions [3]. 
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The treatment of methemoglobinemia varies depending on the patient’s clinical status and the level of methemoglobin. In mild ca-
ses, withdrawal of oxidative agents and supportive care may be sufficient. However, in cases where methemoglobin levels exceed 
20% or severe symptoms are present, specific treatment becomes necessary [4]. 
 

Feature Acute Methemoglobinemia Chronic (Genetic) Methemoglobi-
nemia Present Case 

Age 35 years 10 years 46 years 

Onset Sudden, post-medication Congenital Intermittent since childhood 

Symptoms Sudden cyanosis, dyspnea Mild cyanosis, asymptomatic Cyanosis of lips and fingers, mild dyspnea 

Vital Signs Sat 85%, tachycardia Sat 85%, normotensive Sat 84%, BP 135/70 mmHg, HR 90 bpm, 
afebrile 

Clinical Cour-
se Rapid deterioration Stable, asymptomatic Stable, no tachypnea or dyspnea 

Diagnosis Co-oximetry, medication his-
tory Genetic testing, co-oximetry Clinical + co-oximetry 

Treatment Methylene blue Antioxidant therapy (vitamin C, ribofla-
vin) Full recovery with methylene blue 

 
 
Methylene blue activates the NADPH-dependent methemoglobin reductase pathway, which reduces methemoglobin back to hemog-
lobin. It is typically administered intravenously at a dose of 1–2 mg/kg, and its effect is usually observed within a few hours. This 
treatment is particularly effective in acquired methemoglobinemia [5]. However, in patients with G6PD deficiency, methylene blue is 
contraindicated due to the risk of hemolytic anemia [6,7]. 
High-flow oxygen therapy may be administered to alleviate symptoms of hypoxia. This supportive treatment helps improve tissue 
oxygenation impaired by methemoglobinemia [8]. 
In cases of severe hypoxia or anemia due to methemoglobinemia, blood transfusion may be necessary. This approach is particularly 
considered for patients who are unresponsive to methylene blue or in whom it is contraindicated [9]. 
In acquired methemoglobinemia, identifying and removing the offending oxidative agent is crucial. For instance, in drug-induced 
cases, discontinuation of the responsible medication often leads to symptom resolution [10]. 
Conclusion 
This case illustrates that the diagnosis of chronic methemoglobinemia may be delayed due to stable vital signs and the presence of 
longstanding symptoms. Prompt recognition and administration of methylene blue led to rapid symptom resolution in this patient, 
emphasizing the importance of a multidisciplinary approach in such rare presentations. 
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The Frequency of Hyponatremia in Intensive Care Unıt and Its Relationship with Mortality 
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1 University of Health Sciences Türkiye, Konya City Hospital, Department of Internal Medicine, Division of Intensive Care, 
Konya, Türkiye 
2 University of Health Sciences Türkiye, Konya City Hospital, Department of Emergency Medicine, Konya, Türkiye 
Introduction: 
Intensive care units (ICUs) are environments where life-threatening conditions are managed, and critical interventions are perfor-
med. Therefore, the early detection and effective management of electrolyte imbalances in ICU patients can have a direct impact on 
overall prognosis. One of the most common electrolyte imbalances, hyponatremia, is defined as a serum sodium level below 135 
mEq/L. This condition increases the risk of complications, particularly in critically ill patients, by impairing cardiovascular, neurologi-
cal, and renal functions (1). 
Recent studies have increasingly underscored the clinical significance of electrolyte imbalances. In particular, hyponatremia—a 
condition marked by low serum sodium levels—has emerged as an important prognostic indicator across a range of patient popula-
tions. A comprehensive meta-analysis demonstrated that individuals with hyponatremia might experience a 2.5- to 3.5-fold increased 
risk of mortality compared to those with normal sodium levels (2). This finding highlights the critical need for early detection and 
prompt management of hyponatremia, as it may significantly impact overall patient outcomes and guide future therapeutic strate-
gies. 
The frequent observation of hyponatremia in ICU patients is not merely a reflection of acute conditions but is also considered an 
indicator of their overall clinical status. Literature reviews have reported a positive correlation between hyponatremia and mortality, 
indicating that this condition prolongs ICU stay and delays recovery (3). However, most existing studies are single-center or based 
on limited patient populations, and comprehensive data on the global impact of hyponatremia remain scarce. 
This large-scale retrospective study aims to demonstrate the significance of hyponatremia as a biomarker in determining the prog-
nosis of ICU patients. The findings of this study are expected to provide guidance in monitoring electrolyte imbalances, developing 
early diagnosis and intervention strategies, and contributing to both clinical practice and future research. 
Materials and Methods: 
This retrospective cohort study was designed to examine the data of patients over 18 years of age who were admitted to ICUs in 
international centers between January 1, 2024, and January 1, 2025. The study was conducted using data obtained from hospitals' 
electronic health records, with the necessary ethical approvals. 
Patient Population and Criteria: 
Patients included in the study were those admitted to the ICU who were 18 years or older and had sufficient medical records. Exclu-
sion criteria included an ICU stay of less than 24 hours, missing laboratory data, absence of serum sodium measurement at admis-
sion, and the presence of other critical electrolyte imbalances. 
Data Collection Process: 
Patient demographic information (age, gender), clinical characteristics, comorbidities (such as hypertension, diabetes, cardiovascu-
lar and renal diseases), admission laboratory results (particularly serum sodium levels), ICU length of stay, and mortality data were 
collected using standardized data collection forms. Hyponatremia was defined as a serum sodium level below 135 mEq/L at the time 
of admission. 
Statistical Analysis Methods: 
After assessing data distribution with the Shapiro-Wilk test, continuous variables were presented as mean ± standard deviation, and 
categorical variables as percentages and frequencies. Comparisons between hyponatremia and normonatremia groups were per-
formed using t-tests for continuous data or Mann-Whitney U tests for non-parametric data, while chi-square tests were used for 
categorical data. 
Initially, univariate analysis examined the effects of variables such as age, cardiovascular disease, renal failure, and hyponatremia 
on mortality, calculating odds ratios (OR) and 95% confidence intervals (CI) for each variable. These variables were then included in 
a multivariate logistic regression model to identify independent predictors of mortality. 
A receiver operating characteristic (ROC) curve analysis was conducted to evaluate the predictive performance of serum sodium 
levels for mortality, determining the optimal threshold, sensitivity, and specificity parameters. Statistical analyses were performed 
using a reliable statistical software package such as SPSS (version X), with a p-value <0.05 considered statistically significant. 
Results: 
A total of 500 patients were included in the study. The average patient age was 64.8 ± 13.7 years, with 58% male and 42% female. 
The most common comorbidities were hypertension (45%), diabetes (30%), and cardiovascular diseases (25%). According to the 
defined criteria, hyponatremia was present in 25% of the patients. The observed mortality rate was 40% in the hyponatremia group, 
compared to 18% in the normonatremia group (p<0.01) (Table 1). 
Univariate analysis revealed significant associations between mortality and variables such as age, cardiovascular disease, renal 
failure, and hyponatremia (p<0.05). Specifically, hyponatremia demonstrated a strong association with mortality in univariate analy-
sis (OR=2.8, 95% CI: 1.9–4.1, p<0.001). 
In multivariate logistic regression analysis, age, cardiovascular disease, renal failure, and hyponatremia were included in the model. 
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Even after controlling for other factors, hyponatremia remained an independent predictor of mortality (OR=2.3, 95% CI: 1.5–3.5, 
p<0.001). This finding supports the notion that hyponatremia independently increases mortality risk in ICU patients (Table 2). 
ROC curve analysis assessed the predictive performance of serum sodium levels for mortality. The obtained area under the curve 
(AUC) was 0.74 (95% CI: 0.69–0.79). A threshold value of 132 mEq/L provided the best discrimination for mortality prediction, with a 
sensitivity of 78% and specificity of 65%. This result suggests that hyponatremia could be a crucial biomarker for assessing ICU 
patients' prognosis. 
Furthermore, ICU stay was significantly prolonged in patients with hyponatremia, with an average stay of 9.5 days compared to 6.2 
days in the normonatremia group (p<0.01). These findings indicate that hyponatremia not only increases mortality risk but also 
extends ICU length of stay. 
In our cohort, patients with hyponatremia demonstrated markedly worse outcomes compared to those with normal sodium levels. 
Specifically, in-ICU mortality was significantly higher among the hyponatremia group, with 40.0% of patients succumbing compared 
to only 18.0% in the normonatremia cohort, corresponding to an odds ratio of 2.50 (95% CI: 1.40–4.40, p=0.001). Additionally, the 
median length of hospital stay was prolonged in hyponatremic patients (9.5 days [IQR, 6–17]) versus 6.2 days [IQR, 5–12] in their 
normonatremic counterparts (p=0.001). 
Moreover, the requirement for mechanical ventilation was significantly greater in the hyponatremia group, affecting 20.0% of patients 
compared to 10.7% in the normonatremia group, with an associated odds ratio of 2.07 (95% CI: 1.18–3.62, p=0.001). The duration 
of mechanical ventilation was also longer among hyponatremic patients, with a median duration of 4 days [IQR, 2–9] compared to 2 
days [IQR, 1–6] (p=0.05). Although the need for renal replacement therapy was higher in the hyponatremia group (12.0% vs. 4.8%, 
OR=2.72, 95% CI: 1.31–5.64), this difference did not reach statistical significance (p=0.14) (Table 4). 
Table 1. Demographic, Clinical, and Laboratory Characteristics of the Study Population 

Variable Total (n=500) Hyponatremia 
Group (n=125) 

Normonatremia 
Group (n=375) 

p-value 

Age (mean ± SD) 68.5 ± 17.2 67 ± 16 69 ± 18 0.517 
Gender (Male, %) 259 (53%) 81 (66%) 198 (50%) 0.014* 
Comorbidities     
Diabetes, n (%) 89 (17%) 25 (19%) 56 (16%) 0.536 
Congestive heart failure, n 
(%) 

50 (10%) 6 (5%) 51 (13%) 0.064 

Coronary artery disease, n 
(%) 

75(15%) 19 (15%) 55 (15%) 1.000 

Cirrhosis, n (%) 5 (1%) 1 (1%) 4 (1%) 1.000 
Active neoplasia, n (%) 30 (6%) 6 (7%) 24 (6%) 1.000 
Current smoker, n (%) 40 (8%) 12 (10%) 29 (7%) 0.485 
Chronic obstructive pulmo-
nary disease (COPD), n 
(%) 

48 (9%) 15 (12%) 34 (8%) 0.386 

Respiratory insufficiency, n 
(%) 

5 (1%) 1 (1%) 3 (1%) 0.538 

Medications Used     
ACE inhibitors, n (%) 52 (11%) 16 (14%) 41 (9%) 0.214 
ARBs, n (%) 50 (10%) 11 (9%) 37 (10%) 0.832 
Loop diuretics, n (%) 30 (6%) 11 (10%) 13 (4%) 0.065 
Thiazide diuretics, n (%) 40 (8%) 4 (3%) 37 (10%) 0.060 
Vital Signs     
Body temperature (°C, 
mean ± SD) 

38.6 ± 0.9 38.9 ± 0.9 38.4 ± 0.9 <0.001* 

Body temperature >38.5°C, 
n (%) 

135 (50%) 55 (65%) 80 (47%) 0.010* 

Systolic blood pressure 
(mmHg, mean ± SD) 

148 ± 20 148 ± 18 149 ± 22 0.709 

Diastolic blood pressure 
(mmHg, mean ± SD) 

85 ± 11 83 ± 9 86 ± 12 0.110 

Respiratory rate (bre-
aths/min, mean ± SD) 

29 ± 7 30 ± 7 28 ± 7 0.034* 

Clinical Outcomes     
Need for mechanical venti-
lation, n (%) 

49 (9%) 21 (17%) 16 (6%) 0.003* 
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Mortality, n (%) 60 (12%) 21 (18%) 36 (9%) 0.042* 
Table 2. Univariate and Multivariate Logistic Regression Analysis for Predicting Mortality 

Variable Univariate OR 
(95% CI) 

p-value Multivariate OR 
(95% CI) 

p-value 

Age (per 1-year 
increase) 

1.03 (1.01–1.06) 0.008* 1.02 (1.00–1.05) 0.045* 

Male gender 1.80 (1.10–2.95) 0.020* 1.50 (0.90–2.50) 0.120 
Hyponatremia 
(<135 mmol/L) 

2.50 (1.40–4.40) 0.002* 2.10 (1.10–3.90) 0.025* 

Respiratory rate 
(per 1 increase) 

1.05 (1.01–1.09) 0.015* 1.04 (1.00–1.08) 0.048* 

Mechanical venti-
lation 

5.20 (2.60–10.40) <0.001* 4.50 (2.10–9.60) <0.001* 

 
Table 3. Distribution of Etiologies in Hyponatremia Patients 
 
Etiology Number of Patients (n) Percentage (%) 
SIADH (Inappropriate ADH secretion) due to:   
     • Pneumonia 24 19.2 
    • Medications (e.g., SSRIs, carbamazepi-
ne) 

8 6.4 

    • Subarachnoid hemorrhage 10 8.0 
     • Elective post-operative status 6 4.8 
     • Emergency post-operative status 10 8.0 
    • Severe sepsis 7 5.6 
Trauma 25 20 
Heart failure 10 8.0 
Renal failure 10 8.0 
Thiazide diuretic use 6 4.8 
Liver cirrhosis 6 4.8 
Hypothyroidism 2 1.6 
Hypocortisolism 1 0.8 
Total 125 100 

Table 4. Comparison of Outcomes 

Outcome measu-
re 

Hyponatremia 
Group         

Normonatremia Group OR  Statistical Test p-Value 

In-ICU mortality 
(number of pa-
tients/total) 

50 (40.0%) 67.5(18.0%) 2.50 (1.40–
4.40) 

Mantel-Haenszel 
test 

0.001 

Length of hospital 
stay 
(median [IQR] in 
days) 

9.5[6–17] 6.2[5–12]  Wilcoxon rank-
sum test 

0.001 

Need for mechan-
ical ventilation 
(number of pa-
tients/total) 

25 (20.0%) 40 (10.7%) 2.07 (1.18–
3.62) 

Pearson chi-
square test 

0.001 

Duration of me-
chanical ventila-
tion 
(median [IQR] in 
days) 

4 [2–9] 2 [1–6]  Wilcoxon rank-
sum test 

0.05 

Need for renal 
replacement ther-

15 (12.0%) 18 (4.8%) 2.72 (1.31–
5.64)) 

Pearson chi-
square test 

0.14 
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apy (RRT) 
(number of pa-
tients/total) 

Discussion: 
Our study revealed a statistically significant relationship between the frequency of hyponatremia at ICU admission and mortality 
based on univariate and multivariate analyses. The fact that hyponatremia remained an independent predictor of mortality even after 
adjusting for critical factors such as age, cardiovascular disease, and renal failure suggests that this electrolyte imbalance directly 
affects patient prognosis rather than merely reflecting disease severity. 
These findings align with previously reported studies on the hyponatremia-mortality relationship (4-5). Hyponatremia is thought to be 
associated with pathophysiological mechanisms such as neurohormonal activation, increased inflammatory responses, and impaired 
cardiovascular stability. This suggests that systemic imbalances in ICU patients are not limited to electrolyte disturbances but can 
have a broader impact on the overall disease course. 
The 132 mEq/L threshold value identified by ROC curve analysis could be used in clinical practice for risk stratification and early 
intervention strategies. The high sensitivity and specificity of this threshold indicate that serum sodium levels can be a reliable bio-
marker for mortality prediction in ICU patients. 
However, the retrospective nature of the study introduces certain limitations. Factors such as data incompleteness, measurement 
errors, and variations in patient management protocols across centers must be considered when interpreting the results. Additio-
nally, the effects of diuretic use, fluid balance management, and other potential confounders were not fully controlled. Therefore, 
future prospective and randomized controlled studies are needed to further explore the mechanisms underlying the increased morta-
lity associated with hyponatremia. 
In conclusion, our findings suggest that close monitoring of electrolyte imbalances and early intervention, particularly in correcting 
hyponatremia, may play a potential role in reducing mortality risk in ICU settings. This study highlights the clinical importance of 
hyponatremia in ICUs and serves as a foundational step in developing hyponatremia management strategies for future research and 
clinical applications. 
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4752 
Isolated Truncal Ataxia as the Sole Presentation of Suspected Vertebral Artery Dissection: A Diagnostic Challenge in the 
ED 
Yalcin Golcuk1, Ömer Doğan Alataş2, Hatice Yiğit1 

1Department of Emergency Medicine, Faculty of Medicine, Muğla Sıtkı Koçman University 2Emergency Medicine Service, 
Muğla Training and Research Hospital 
Introductıon: Truncal ataxia, a sign of midline cerebellar or brainstem dysfunction, poses a diagnostic challenge in emergency 
settings due to its broad differential diagnosis and potential to mimic benign conditions such as intoxication or peripheral vertigo. 
Posterior circulation strokes and vertebral artery dissections are particularly elusive, often evading initial imaging. This case illustra-
tes a rare presentation of suspected vertebral artery dissection manifesting as isolated truncal ataxia, with unremarkable early neu-
roimaging, underscoring the need for clinical vigilance and serial imaging in the ED. 
Case: A 64-year-old woman with no known comorbidities presented to the emergency department at 4 a.m. with acute-onset inabi-
lity to maintain upright posture and pronounced nausea. She denied headache, limb weakness, vertigo, or visual disturbances. Her 
family reported flu-like symptoms for three days prior but no recent trauma or substance use. 
On arrival, her vital signs were stable. Neurological examination revealed isolated truncal ataxia—manifested by inability to sit or 
stand unsupported. Cranial nerve examination was normal, with full extraocular movements, no facial asymmetry, and symmetrical 
limb strength. Reflexes were brisk and plantar responses were flexor bilaterally. Cerebellar limb testing (finger-nose and heel-shin) 
was unremarkable, further confirming isolated axial involvement. 
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Initial laboratory workup was unremarkable, with normal glucose, electrolytes, renal and hepatic panels. Cardiac biomarkers and 
ECG were within normal limits. Emergent non-contrast brain CT and diffusion-weighted MRI (DWI) revealed no acute pathology. Due 
to persistent ataxia, intravenous fluids, dimenhydrinate, and piracetam were administered, with partial symptomatic improvement 
observed over the following hours. 
Given the absence of focal deficits or imaging findings, the patient was initially monitored conservatively. However, truncal ataxia 
persisted, prompting a second DWI-MRI and CT angiography of the head and neck approximately eight hours after the first scan. 
The control diffusion MRI again showed no infarct, but CT angiography revealed a double lumen image in the left vertebral artery, 
suggestive of fenestration or dissection. 
Based on these findings, the neurology team admitted the patient for further monitoring and management. Antiplatelet therapy was 
initiated. On follow-up, the patient’s postural stability improved, though gait ataxia persisted mildly. 
Dıscussıon: This case highlights several critical teaching points for emergency physicians. First, truncal ataxia—while often attribu-
ted to benign causes such as vestibular dysfunction or drug intoxication—can be the sole manifestation of posterior circulation 
compromise, particularly cerebellar or brainstem ischemia. 
In this patient, early imaging failed to detect pathology. This diagnostic latency is well-documented: posterior fossa strokes are 
frequently missed on initial CT scans due to beam-hardening artifacts and limited resolution in the infratentorial compartment. Even 
MRI with DWI can yield false negatives in the hyperacute phase, particularly within the first 6 hours, as demonstrated in recent stu-
dies. 
Vertebral artery dissection (VAD), while rare, is an increasingly recognized etiology of posterior circulation ischemia in adults, espe-
cially in the absence of trauma. VAD may present with subtle signs including isolated ataxia, diplopia, or headache, or may be enti-
rely asymptomatic until ischemic events ensue. In this case, the dissection was suspected only after a second imaging round and 
correlated clinically with isolated truncal ataxia—highlighting the essential role of repeat imaging in evolving neurologic presentati-
ons. 
From a pathophysiologic standpoint, truncal ataxia arises from dysfunction of the cerebellar vermis and fastigial nuclei, which are 
primarily supplied by the posterior inferior cerebellar artery (PICA), a branch of the vertebral artery. A dissection in this territory, even 
without infarction, may cause transient ischemia or local hemodynamic disturbance sufficient to impair midline cerebellar function. 
The case also exemplifies the limitations of relying solely on neuroimaging for diagnosis. A high index of suspicion—prompted by 
subtle clinical signs such as inability to sit upright or falling backward—is paramount. The patient’s preserved limb coordination and 
absence of vertigo further argue against peripheral causes and strengthen the case for central involvement. 
In conclusion, this report underscores the importance of recognizing isolated truncal ataxia as a potential harbinger of vertebral 
artery dissection and posterior circulation ischemia, even when initial imaging is inconclusive. Emergency physicians should main-
tain diagnostic vigilance in such presentations and pursue serial imaging when clinical symptoms persist. Incorporating truncal 
ataxia as a red flag in emergency stroke protocols may enhance early detection of posterior fossa pathology and improve patient 
outcomes. 
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4933 
A retrospective study, analysis of Syrian patients under temporary protection presenting to the emergency department 
Ali Ünal, Yağız Kağan Ergün, Servan Küçük, Abdülaziz Doğan 
Introduction 
The immigration problem, because of war and economic difficulties, stands out as a multidimensional social and economic issue 
worldwide. Following the Syrian civil war, millions of people were forced to leave their country and migrate to different regions, espe-
cially neighboring countries. As of 2024, Turkey is hosting the most significant number of Syrians worldwide. People from Syria who 
live in Turkey are under the "Temporary Protection" status, and these individuals can benefit from free healthcare services. In this 
context, the number of Syrians under temporary protection has been recorded as 2,901,478, and 114,599 reside in the province of 
Izmir [1]. 
These people have problems with basic shelter, nutrition, hygiene, and access to health services. In terms of health services, it is 
known that emergency services are the units that these people use most intensively [2-4]. This is due mainly to the lack of access to 
primary health services [5-7]. This situation has led to a significant increase in emergency service application rates. In addition, it 
creates additional costs for the health system and causes difficulties in operation. This study aims to fill the gap in knowledge in this 
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area by examining the diagnoses, demographic data, and outcomes of Syrian patients who applied to the Emergency Department of 
İzmir Tepecik Education and Research Hospital. 
Materials and methods 
This study was conducted retrospectively in a tertiary ED. The hospital where the study was performed has an average of 15000-
18000 patients admitted to the ED monthly. Ethical approval was received from a local ethics committee (Decision number: 2024/07-
09 Date: 19/08/2024). The tenets of the Declaration of Helsinki performed the study. 
Population Study 
Patient information was obtained through the Hospital Information Management System (HIMS). The study enrolled all patients who 
visited the ED between October 01, 2023, and April 01, 2024. 
Patient selection 
Inclusion criteria 
In our hospital, Syrian patients with temporary protection status' social security are selected as "Syrian Patients." Therefore, patients 
whose social security coverage was selected as "Syrian Patients" in their emergency department applications and registered were 
included in the study. 
Exclusion criteria 
Patients who re-applied with similar complaints within 48 hours were excluded from the study. 
Data collection and standards 
Data on patients admitted to the hospital were collected retrospectively through the HIMS. The collected information was grouped as 
follows: 
Patients' age, gender, application day and time information, application methods, and reasons. 
Diagnoses received in the emergency department [grouped according to ICD-10 (International Classification of Diseases) diagnosis 
codes]. 
Length of stay in the emergency department 
Consultation requirements 
Emergency department outcome information (discharge, hospitalization, referral, or death) 
If hospitalization occurred, in-hospital outcome information (discharge, referral, or death) 
Statistical analysis: 
Statistical analyses were performed using the JAMOVI v. 2.3.28 software package (The Jamovi Project, Sydney, Australia). The 
Kolmogorov-Smirnov test was used to check the normality of data distribution. Categorical data were presented as frequency and 
percentages; numerical data were presented as mean and standard deviation if normally distributed, and median and interquartile 
range (IQR) values otherwise. 
Pearson's chi-square test will be used to test whether the differences between pairwise dependent groups are significant. Fisher's 
exact test will be used when a table has a cell with an expected frequency of less than 5. 
Mann-Whitney U test was used to compare two groups regarding non-normally distributed data. All analyses will be performed at a 
95% confidence level, and p-value <0.05 will be considered statistically significant. 
Results 
A total of 1874 patients were enrolled in the study that matched the inclusion criteria. Subsequently, 94 patients who met the exclu-
sion criteria were excluded from the study (Figure 1). 
Figure 1: Study Flow Chart 

 
 
1780 patients were included in the study. 53.1% (n=946) of the patients were male and the median age was 31 (IQR:24-42) years. 
57.1% (n=1017) of the patients applied to the emergency department between 16:00 and 08:00, 70% (n=1246) on weekdays, and 
97.7% (n=1739) as self-presentation (Table 1). 
The most common presenting complaint was symptoms of upper respiratory tract disease. (n=480, 27%) (Table 2). 
There were 1263 (71%) patients who were followed in the emergency department for less than 1 hour (Table 3). 
We observed that patients arriving by ambulance and patients for whom consultation was requested stayed in the emergency de-
partment for a statistically significant longer time (p<0.001). 
No consultation was requested in 1562 patients (87.8%) applying to the emergency department. The rate of consultation requests 
from patients arriving by ambulance was statistically significantly higher than from self-presentation (p<0.001). 
The most frequently requested consultation was ophthalmology (n=67, 30.7%). Of all patients for whom consultation was requested, 
52 (23.9%) were hospitalized. This rate was 32.5% (n=49) for consultations requested from branches other than ophthalmology. 
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1700 patients (95.5%) were discharged from the emergency department, while 52 patients (2.9%) were admitted to hospital. (Table 
4). 
 
Table 1: Analysis of emergency department application times and types 
 Number(n) Percentage (%) 
Application time   

08:00-16:00 763 42.9% 
16:00-08:00 1017 57.1% 

Application day   
Mid-week 1246 70% 
Weekend 534 30% 

How to apply   
Self-presentation  1739 97.7% 
Ambulance-arrival 41 2.3% 

Table 2: Reasons for application of patients 

Reason for Application Number(n) Percentage (%) 

Symptoms of upper respiratory tract disease 480 27.0% 

Trauma 299 16.8% 

Gastroenterological symptoms 250 14.0% 

Musculoskeletal symptoms 250 14.0% 

Symptoms associated with the urinary system 111 6.2% 

Eye-related symptoms 90 5.1% 

Neurological symptoms 86 4.8% 

Cardiological symptoms 86 4.8% 

Dermatological symptoms 82 4.6% 

Other symptoms 46 2.7% 

Total 1780 100% 

Table 3: Length of stay of patients in the emergency department 

Length of stay Number (n) Percentage (%) 

Less than an hour 1263 71% 

One to four hours 486 27.3% 

More than four hours 31 1.7% 

Total 1780 100% 

 
Patient diagnoses were recorded in accordance with the ICD-10 diagnosis coding system. The most common diagnosis group was 
diseases of the musculoskeletal system and connective tissue (28.7%), entered with the code "M" (Table 5). 
Discussion 
In our study, the most common presenting complaints of Syrian patients were upper respiratory tract disease, trauma, and gastroen-
terological symptoms. We observed similar findings in many studies [4,8,9]. 
In a study, the most common reason for admission was found to be gunshot wounds [10]. This difference may be because the prov-
ince where the study was conducted is on the Syrian border, the camps are not used effectively, and the war has decreased in in-
tensity over the years. 
However, compared to the findings of Gulacti et al. (2017) [4], the rate of trauma cases was higher in our study. This difference may 
be because the war was intense at the time Gulacti et al. conducted the study, and people were mostly living in isolated camps. 
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Also, the fact that Syrian people today live in settlements rather than in isolated camps may have increased their exposure to mi-
nor/major traumas. 
 
Table 4: Outcomes of patients in the emergency department and during hospitalization 

Patient outcomes Number (n) Percentage 
(%) 

Discharged from the emergency department 1700 95.6% 

Hospitalization 52 2.9% 

Discharged from hospital 46  

Transfer to another hospital  3  

Death in hospital 3  

Leaving the emergency department with a treatment refusal signature 24 1.3% 

Transfer from the emergency department to another hospital 4 0.2% 

Total 1780 100% 

 
Table 5: Patients' diagnosis code groups 

Patients' diagnosis code groups Number(n) Percentage 
(%) 

M: Diseases of the musculoskeletal system and connec-
tive tissue 510 28,7% 

J: Diseases of the respiratory system 454 25.5% 

R: Symptoms, signs and abnormal clinical and laboratory 
findings, not elsewhere classified 399 22.4% 

N: Diseases of the genitourinary system 115 6.5% 

S and T: Injury, poisoning and certain other consequences 
of external causes 92 5.2% 

L: Diseases of the skin and subcutaneous tissue 59 3.3% 

K: Diseases of the digestive system 57 3.2% 

H: Diseases of the eye and adnexa 28 1.6% 

I: Diseases of the circulatory system 17 0.9% 

Y: External causes of morbidity and mortality 17 0.9% 

Other diagnosis 32 1.8% 

Total 1780 100% 

 
Some studies emphasize the economic burden of refugees on health systems [4,8,11]. In 2022, total health expenditures in Turkey 
were recorded at 606 billion 835 million TL [12]. The impact of health services for Syrian patients on these total expenditures is sig-
nificant. This situation reveals the need for more international cooperation regarding the financing and accessibility of health ser-
vices. In addition, the use of primary health services by Syrian patients can effectively reduce costs. 
In a study conducted in a tertiary hospital like ours (earlier than the arrival of Syrian people in our country), the average length of 
stay of patients in the emergency department was observed to be two hours. Again, it was found that 12.5% of patients were hospi-
talized [13]. We found that the average length of stay of Syrian patients in the emergency department was shorter, and they were 
hospitalized at a much lower rate. 
As in our study, studies show that the rate of consultation requests is significantly higher in patients who apply by ambulance and 
that the length of stay in the emergency department increases when consultation is requested [14]. This finding may indicate that 
Syrian patients use ambulances for more serious reasons. 
In the study by Donmez et al., the hospitalization rate of patients who requested consultation was 27.9% [15]. Our study is also 
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consistent with the literature in this respect. The consultation threshold was used appropriately, resulting in a high hospitalization 
rate in that population. 
In our study, the rate of discharge of Syrian patients after applying to the emergency department was 95.6%. Gulacti et al. (2017) [4] 
also found high early discharge rates in their study. This indicates that Syrian patients prefer hospital emergency departments to 
primary healthcare services institutions. 
In another study done between 2012 and 2016 years, the hospitalization rate of Syrian patients was determined as 46.8% [10]. This 
difference may be because, today, Syrian patients use emergency services with non-urgent complaints rather than serious com-
plaints. This is another indicator that patients do not use primary healthcare services effectively. 
Conclusion 
This study evaluates the reasons for Syrian patients' emergency room visits, after-application processes, and their impact on the 
healthcare system. Our findings show that Syrian patients often visit the emergency room with non-urgent complaints and have high 
discharge rates. This situation further increases the existing pressure on the functioning of emergency rooms.  
Redirecting Syrian patients to primary health services, increasing the accessibility of these services, and educating patients on this 
issue is important in reducing the burden on emergency services and ensuring more effective use of health services. After these are 
done, in case of applications with non-urgent complaints, solutions such as not covering the service fee, billing the service recipient, 
etc., may be applicable. In addition, policies that will facilitate the integration of Syrian patients into health services, as well as inter-
national cooperation and support, will make significant contributions to the sustainability of the health system. This study is con-
sistent with similar findings in the literature. The study is intended to be a guide for the future of emergency health services provided 
not only to Syrian patients but to all patients. 
As a result, primary health care services should be improved when planning health services, and patients under temporary protec-
tion status should be encouraged in primary health care units. 
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Acute Lower Extremity Ischemia at an Early Age: A Rare Case Report 
Mehmet Altuntaş¹, Ensar Topaloğlu² 
¹ Recep Tayyip Erdoğan University, Faculty of Medicine, Department of Emergency Medicine, Rize 
² Recep Tayyip Erdoğan University Training and Research Hospital, Department of Emergency Medicine, Rize  
Introduction 
Peripheral arterial disease (PAD) is a chronic and progressive vascular disease that usually affects the arteries of the lower extremi-
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ties and occurs as a result of systemic atherosclerosis. The disease causes arterial lumen narrowing or occlusion, preventing 
adequate blood flow to the tissues. Its clinical spectrum ranges from asymptomatic forms to critical limb ischemia (CLI), such as 
intermittent claudication (claudication), rest pain, and progressive ischemic ulcers or gangrene [1]. 
The prevalence of PAD increases with age, reaching 20% in individuals over the age of 70 [2,3]. However, PAD cases seen in the 
young age group are rare and are mostly associated with important risk factors such as smoking, morbid obesity, diabetes, hyperli-
pidemia, and familial predisposition. PAD seen in the young age group often causes a delay in diagnosis because vascular patholo-
gies are not among the first causes considered in this age group [4]. 
Acute extremity ischemia is a clinical condition in which arterial circulation is suddenly disrupted, requiring urgent intervention and 
racing against time. This condition is often caused by embolism, thrombosis, or traumatic arterial injuries. Rapid clinical evaluation, 
use of accurate imaging methods, and a multidisciplinary approach are of great importance in the diagnosis and management of 
acute ischemic conditions [1,3,5]. In this presentation, a case of acute lower extremity ischemia in a 35-year-old male patient with no 
known atherosclerotic disease but with significant risk factors is presented, emphasizing that PAH can develop at a young age and 
the diagnosis and treatment process of this clinical condition is discussed. 
Case 
A 35-year-old male patient presented to the emergency department with a complaint of sudden onset and severe pain in the left 
lower extremity. It was learned that the patient had been experiencing pain in his left leg while walking for 5–6 months, but his symp-
toms subsided with a short rest. It was stated that the pain started to occur during rest in the last few days. 
It was learned that the patient, who had no known chronic disease in his medical history, smoked approximately one pack of cigaret-
tes per day and had been a smoker for over 15 years. In his physical examination, the patient's body mass index (BMI) was calcula-
ted as 43.3. The left leg was cold and pale, and the femoral, popliteal and distal pulses were not palpable. The ankle-brachial index 
(ABI) was measured as 0.5 for the left lower extremity. Laboratory tests performed in the emergency department revealed a blood 
sugar level of 350 mg/dL. Other parameters were normal. There was no known diabetes diagnosis. 
Imaging Findings 
Arterial Doppler ultrasonography showed monophasic flow in the left common femoral and superficial femoral arteries. Echogenic 
thrombus materials were observed in the lumens of the left popliteal artery, tibialis anterior, tibialis posterior and dorsalis pedis arte-
ries, and flow could not be detected in these vessels with color Doppler. 
In the computed tomography (CT) angiography taken to support the diagnosis, it was determined that the flow in the left superficial 
femoral artery was not observed from the distal and that there was an occlusion. 
Clinical Evaluation and Intervention 
According to these findings, acute arterial embolism and/or thrombosis was considered in the patient. The patient, who was evalua-
ted by the cardiovascular surgeon, was taken to the operating room for an emergency interventional procedure. Vascular patency 
was achieved by intervening in the area of occlusion with endovascular intervention. The patient was monitored in the postoperative 
period and antithrombotic treatment was started. 
Discussion 
PAH is usually seen in elderly individuals, but it can also be seen in young patients in some cases. These patients often have seri-
ous underlying risk factors [2]. In the presented case, smoking, morbid obesity, and probably uncontrolled hyperglycemia caused the 
disease to occur at an early age.ABI measurement is very important in peripheral circulation assessment with its bedside applicabi-
lity and non-invasive structure [6]. In this patient, the ABI value also supported severe ischemia. Arterial Doppler and CT angiog-
raphy were guiding both in confirming the diagnosis and in the intervention plan. 
In the presented case, the long-standing history of claudication indicates the presence of chronic peripheral artery disease that had 
previously developed but not been diagnosed. However, the increase in the severity of the patient's pain shortly before the emer-
gency admission, the onset of rest pain, and the emergence of sudden circulatory disorder findings indicate that an acute thrombotic 
or embolic event was added to this underlying chronic picture. 
Therefore, the case should be evaluated as acute-on-chronic extremity ischemia. This condition, especially when seen at a young 
age, makes diagnosis difficult and can often lead to delayed interventions. It is of great importance for physicians in the emergency 
department to approach this diagnosis without excluding it, especially in young individuals with significant risk factors (smoking, 
obesity, latent diabetes, etc.). 
Conclusion 
Although PAH is rare at a young age, there should be no delay in diagnosis in individuals with risk factors. This case shows that 
serious vascular occlusion is possible at an early age and that careful evaluation in the emergency department and rapid diagnosis 
and treatment are of vital importance. Early-noticed PAH is a condition that can prevent limb loss with timely intervention. In particu-
lar, conditions accompanied by acute arterial occlusion due to underlying chronic vascular diseases should be defined as “acute 
ischemic events on a chronic basis” and should be intervened rapidly. Recognition of such conditions allows for the timely initiation 
of limb-saving interventions in the emergency department. 
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1Kayseri State Hospital 
2Kayseri City Hospital 
3İstanbul Kartal Dr.Lutfi Kırdar City Hospital 

Introduction and Purpose:In our study, we aimed to determine the demographic data of the patients who visited the emergency 
department with electric bicycle (EB) injuries and evaluated the severity of trauma by using anatomical and physiological trauma 
scoring systems[New Injury Severity Score(NISS),Revised Trauma Score(RTS) and Pediatric Trauma score(PTS)]. 
Materials and Methods:This prospective, descriptive, and single-center study was conducted on 106 patients with EB injuries who 
visited the Kayseri City Hospital emergency department between September 15, 2023,and December 15, 2023.Written consent was 
obtained from the patient and their relatives.ROC(receiver operator characteristic) analyses were performed on NISS,RTS and PTS 
scores. 
Results and Conclusion:The median age of the patients was 21.5(15-39.5) years, and 69.8%(n=74) were male.While 12.8%(n=13) 
of the patients were admitted to the ICU,6.6%(n=7) were found to have died.A statistically significant difference was detected 
between NISS,RTS, and PTS scores and ICU admission(p values=<0.001, <0.001, and 0.002, respectively).A statistically significant 
difference was found between NISS, RTS, and PTS scores and mortality(p values =<0.001,<0.001, and 0.002, respectively).The 
NISS score(AUC= 0.982) had the highest discriminatory ability in predicting ICU admission(p < 0.001).When the NISS score was 
greater than 13, its sensitivity in predicting ICU admission was 100%,specificity was 97.9%, positive predictive value was 86.7%, 
negative predictive value was 100%, positive likelihood ratio was 46.5, and negative likelihood ratio was 0.0.The RTS score(AUC= 
0.996)demonstrated the highest discriminatory ability in predicting mortality(p< 0.001).When the RTS score was ≤10, its sensitivity in 
predicting mortality was 100%, specificity was 93.9%, positive predictive value was 53.8%,negative predictive value was 
100%,positive likelihood ratio was 16.5,and negative likelihood ratio was 0.0.In our study,NISS,RTS and PTS scores all had very 
high discriminatory ability in predicting ICU admission and mortality in patients presenting with EB injuries.Its sensitivity and negative 
predictive value were 100%, particularly in predicting ICU admission when the NISS score was greater than 13 and in predicting 
mortality when the RTS score was equal to or less than 10. 
Discussion:In our study, NISS,RTS and PTS scores all had very high predictive ability in predicting ICU admission and deaths as-
sociated with the development of EB.In particular, when the NISS score was over 13, the value of richness and negative vision in 
predicting admission to the intensive care unit was 100%, and when the RTS score was 10 and below, death was found to be 100%. 
 

Comparison of ROC curves of scores for mortality Comparison of ROC curves of scores for ICU admission 
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Distribution of injury sites in patients presenting with electric bicycle injuries 
Injury area n % 
Head 54     50,9 
Neck 3 2,8 
Anterior thorax 10 9,4 
Posterior thorax 8 7,5 
Abdomen 11 10,4 
Shoulder 24 22,6 
Arm 6 5,7 
Forearm 28 26,4 
Wrist 10 9,4 
Hand 20 18,9 
Pelvis 12 11,3 
Thigh 10 9,4 
Knee 37 34,9 
Leg 8 7,5 
Ankle 14 13,2 
Foot 10 9,4 
Vertebra 4 3,8 
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Imaging Techniques Preferred in Patients Presenting to the Emergency Department with Renal Colic: Which Technique for 
Which Patient 
Eda Vural Öztürk1 ,  Adem Utlu2 
1Health Sciences University, Erzurum City Hospital, Emergency Medicine Clinic 
2Health Sciences University, Erzurum City Hospital, Urology Clinic 
Introduction and Purpose: Objective: Renal colic is one of the frequently encountered acute conditions in the emergency depart-
ment. In most cases, pain is alleviated with simple analgesics, but in some instances, even the strongest painkillers may not be 
effective. Although patients sometimes present with additional complaints such as macroscopic hematuria, decreased urine output, 
fever, nausea, and vomiting, in other cases, the only symptom may be flank pain. The aim of this study is to determine when and 
which imaging techniques should be used in these patients. 
Materials and Methods: Method: A total of 132 patients who presented to the emergency department with renal colic between Ja-
nuary 2025 and February 2025 were retrospectively evaluated. The patients' presenting complaints, laboratory techniques, imaging 
methods, and treatment procedures were recorded. 
Results and Conclusion: Results: All 132 patients presented with flank pain, 6 of whom had macroscopic hematuria, 101 had mic-
roscopic hematuria, 12 had microscopic hematuria with fever, 8 had fever along with nausea and vomiting, and 5 patients had isola-
ted flank pain. A total of 64 patients had no imaging performed, all of whom had a history of prior stone passage. 41 patients had a 
radiograph (KUB), 27 had an ultrasound (USG), and 23 underwent spiral CT. It was observed that 5 patients were pregnant, and all 
of them underwent ultrasound.Conclusion: Asking whether patients with renal colic have a history of prior stone passage and refer-
ring them to urology after pain relief helps protect patients from unnecessary imaging and radiation. Additionally, for stones that 
cannot be visualized on KUB and do not cause microscopic hematuria, we believe that performing an ultrasound (USG) or, if neces-
sary, a spiral CT scan would be beneficial to clarify the cause of pain. 

 

5202 
Basilar Artery Thrombosis: Management of a Challenging Cerebrovascular Crisis 
Zeynel Emin Altunköprü¹, Ali Çelik¹ 
¹ Recep Tayyip Erdoğan University Faculty of Medicine, Training and Research Hospital, Department of Emergency Medi-
cine, Rize, Turkey 
Introductıon 
Ischemic stroke is a significant clinical condition within cerebrovascular diseases, resulting in neuronal damage due to impaired 
cerebral oxygen and glucose supply. Basilar artery occlusion (BAO) represents a severe and life-threatening stroke subtype, 
as it compromises the perfusion of the brainstem, a region responsible for essential motor, sensory, and autonomic functions [1]. 
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Given its high morbidity and mortality, timely diagnosis and appropriate intervention are critical for optimizing patient outcomes. 
However, its relatively low incidence and variable clinical presentation pose diagnostic and therapeutic challenges. This case report 
presents a patient diagnosed with basilar artery thrombosis, highlighting the diagnostic approach, therapeutic strategies, and 
challenges encountered in the management of this cerebrovascular emergency. 
Case 
A 56-year-old female patient presented to the emergency department with complaints of dizziness, lethargy, weakness, and vomit-
ing. On physical examination, no significant motor weakness or sensory deficits were detected in the extremities; however, the pa-
tient exhibited difficulty walking. She had a known history of hypertension, and her initial blood pressure was 240/140 mmHg. As part 
of the initial management, a nicardipine infusion was initiated to achieve blood pressure control. 
A non-contrast brain CT scan revealed no evidence of intracranial hemorrhage. Diffusion-weighted MRI demonstrated acute diffu-
sion restriction at the region of brainstem (figure 1), and CT angiography of the brain identified a thrombus in the basilar artery. 
However, due to the time of presentation, intravenous thrombolytic therapy was contraindicated. The patient was promptly referred 
for endovascular intervention, but mechanical thrombectomy could not be successfully performed due to chronic arterial stenosis. 
During the procedure, heparin was administered, and post-procedural management included 100 mg of aspirin (ASA), 75 mg of 
clopidogrel, and 60 mg of enoxaparin twice daily. The patient was subsequently admitted to the neurology stroke unit for further 
medical management and monitoring. After 11 days of medical treatment, the patient remained asymptomatic and was discharged 
with a recommendation for outpatient follow-up. 
 

 
Figure 2: DWI- MRI demonstrated diffusion restriction (red arrow) 

 
Figure 2: Contrast-enhanced imaging demonstrating persistent basilar artery flow (yellow and blue arrows) and the occluded basilar 
artery segment following thrombus formation (green). 
Discussion 
Basilar artery occlusion is a medical emergency requiring immediate intervention, as early diagnosis and treatment can be lifesav-
ing. The most critical factors determining the course of management include the timely administration of thrombolytic therapy and 
endovascular intervention. In this case, intravenous thrombolysis was contraindicated due to the time of presentation, and mechani-
cal thrombectomy was attempted. However, thrombectomy was unsuccessful due to chronic arterial stenosis. Despite this, the ad-
ministration of heparin during the procedure and subsequent initiation of aspirin (ASA), clopidogrel, and enoxaparin had a beneficial 
impact on the patient’s clinical course. 
A key consideration in the management of basilar artery occlusion is the rapid assessment of eligibility for thrombolytic therapy, as 
prompt decision-making can significantly influence outcomes [2]. Numerous studies in the literature have evaluated the efficacy of 
thrombolysis and thrombectomy in basilar artery occlusion, demonstrating that treatment success varies depending on factors such 
as the patient’s overall condition, the degree of arterial stenosis, and thrombus characteristics [4,5]. 
Time is a critical determinant in the management of basilar artery occlusion, and treatment should be initiated as early as possible 
[3]. In some cases, patients may be ineligible for thrombolytic therapy, necessitating alternative treatment strategies. As demonstrat-
ed in this case, structural abnormalities such as chronic arterial stenosis can lead to thrombectomy failure [5]. However, this does 
not indicate the end of therapeutic options. Optimized medical management remains crucial, allowing for the development of individ-
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ualized treatment plans that can improve survival and clinical outcomes. 
Conclusion 
Basilar artery occlusion is a critical cerebrovascular condition that requires early diagnosis and intervention. Thrombolysis, throm-
bectomy, and anticoagulation are potential life-saving strategies; however, individualized patient evaluation is essential. A multidisci-
plinary approach and timely intervention play a pivotal role in improving survival and overall prognosis. 
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Potentially Fatal Teleradiology Error in Tomography Reporting – A Case Presentation of Pulmonary Embolism 
Yasin Yıldız, Ahmet Gümüş. 
Konya City Hospital, Emergency Medicine Clinic, Konya, Türkiye. 
Introductıon 
In the present day, technological advancements and easy access to technological tools in healthcare facilities, along with the increa-
sing integration of the internet and technology, have ushered in a higher quality of healthcare services. These developments have 
introduced various new applications into our lives (1). 
Telemedicine refers to the provision of healthcare services through digital technology when the physician and the patient are physi-
cally distant from each other (2). The term "tele" has Latin origins, meaning distant, far away, or at a certain distance (3). The World 
Health Organization (WHO) defines telemedicine as the remote use of information and communication technologies for diagnosis 
and treatment (4). Telemedicine can be utilized in various fields such as teleradiology, teleconsultation, telesurgery, telegeriatrics, 
telehomecare, teledermatology, telepsychiatry, telepathology, and telerehabilitation, among many others (5,6). 
Imaging techniques are an indispensable tool in modern medicine. One of the significant challenges in this field is the increasing 
number of diagnostic examinations. Consequently, radiologists find it difficult to allocate sufficient time for analyses. In our country, 
the number of radiologists is proportionally decreasing over time.  
This decline persists despite the rise in annual imaging procedures. Given the current conditions, it can be asserted that tele-
radiology is the most effective method to cope with this problem. Tele-radiology enables radiologists to provide services without 
being physically present where the patient is, contributing to the development and continuity of healthcare services (7). 
Pulmonary embolism (PE) is a frequently encountered and high-mortality condition in emergency clinics. The mortality rate is notably 
high, around 12%, not only in ambulatory patients but also in hospitalized individuals. Diagnosing PE may not always be straight-
forward. Challenges in obtaining computed tomography angiography (CTA), acknowledged as the gold standard for diagnosis, due 
to renal dysfunction and pregnancy, stand out as major difficulties in the diagnostic process (8). 
One of these challenges is obtaining the report of the CT scan performed for emergency department (ED) physicians. The reporting 
process, at times, can take hours, leaving emergency physicians to manage cases without the radiology report. Consequently, 
emergency medicine physicians are able to accurately recognize findings indicative of PE in CTA images with high precision. Additi-
onally, albeit rare, mismatches between clinically anticipated CT reports and erroneously reported results can occur, adding to the 
complexity of the situation (8). 
Here, our aim is to present a case where pulmonary embolism was detected in CT angiography images, despite being reported as 
normal in the teleradiology report. 
Case Presentatıon 
A 70-year-old female patient presented to an external center with complaints of dyspnea. After evaluation there, she was referred to 
our ED for further imaging needs. Upon arrival, the patient had a Glasgow Coma Scale score of 15, and her neurological examina-
tion was unremarkable. She had no tachypnea, and there was no desaturation in room air. Vital signs were within normal limits, and 
she had no fever. The electrocardiogram (ECG) showed a normal sinus rhythm with no arrhythmias, ST-T changes, S1Q3T3 pattern, 
or bundle branch block. D-dimer was elevated at 2.77 (<0.55). Other tests (complete blood count, biochemistry, blood gas, and car-
diac markers) were within normal ranges. Contrast-enhanced CT pulmonary angiography (CTA) revealed a filling defect consistent 
with emboli in the distal branch of the right main pulmonary artery (Image). Surprisingly, the teleradiology report provided via tele-
medicine reported the CT image as normal. The patient was admitted to the Chest Diseases inpatient service for further follow-up 
and treatment. 
Dıscussıon 
The Turkish Medical Association's website highlights some potential negative consequences of the "service procurement" method 
actively applied in the field of radiodiagnostics in Turkey (9). Under the heading "Effects on the Number and Process of Reporting," it 
is stated: "Another duty of radiologists is to dedicate the necessary time after appropriate imaging is performed to detect pathology 
in the images and contribute to the diagnostic process by creating an appropriate differential diagnosis list. However, in many hospi-
tals in different cities, hundreds of films taken in a short period are pooled together, and distribution is made from this pool. In this 
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system where payment is made based on the number of examinations, the situation of reporting hundreds of examinations in a short 
time arises. The number of reports written in a short time is well above the reporting reading standards recommended by internatio-
nal guidelines. This situation can lead to the oversight of existing pathology" (9). 
Furthermore, in this article, under the heading "On the Nature of Teleradiology," it is mentioned: "In societal emergencies and disas-
ter situations such as the COVID-19 pandemic and earthquakes, remote reporting can be an option. However, performing routine 
healthcare services and radiological imaging through these companies disrupts the communication that is crucial between clinicians 
and radiologists. This communication gap can lead to missed diagnoses and unnecessary examinations, resulting in increased radi-
ation exposure. Additionally, diagnostic monitors in hospital radiology units are screens specifically designed for this purpose from a 
technical standpoint and differ significantly from commercial monitors in the market. It is questionable whether the technical infrast-
ructure used in the home environment for remote reading of reports utilizes this specialized equipment. This could be a factor affec-
ting the diagnostic processes" (9). 

 

 
Image. Red arrow - Filling defect (thrombus) observed in the distal left pulmonary artery in the acquired CT angiography (CTA). 
 
In the same article, under the heading "Effects on Qualified Reporting," it is stated: "Rapid reporting of a large number of patients in 
a short time leads to omissions in diagnoses and superficial descriptions of pathologies that require detailed characterization. This 
situation can result in the emergence of reports lacking in quality, leading to erroneous clinical management. Frequently, it necessita-
tes obtaining a second opinion from in-house radiologists and/or repeating the same examination a second time due to suboptimal 
imaging, resulting in an increase in radiation dose. Additionally, the distance and communication gap between the radiologist and the 
report author prevent the second checks that the radiologist should perform after writing the report. This, in turn, can lead to errone-
ous reporting, causing serious problems in clinical workflow" (9). 
In 2021, the Turkish Society of Radiology prepared a "TeleRadiology Guide" (10). Telemedicine is defined in this guide as applicati-
ons where healthcare services are remotely conducted through information technologies independently of location. TeleRadiology, 
as a subset of Telemedicine, is described as applications that allow the transfer, storage, processing, evaluation, and reporting of 
radiological images and related information from the location where they are obtained to a different location digitally. However, legal 
responsibility regarding tele-radiology reports is not discussed in this guide. 
Clinical manifestations of PE are nonspecific. The most common symptom is chest pain, often abrupt and pleuritic in nature, more 
commonly seen in distal pulmonary artery embolisms. Central pulmonary artery embolisms, on the other hand, may cause pressure 
and pain in the anterior chest, warranting differential diagnosis from acute coronary syndrome and aortic dissection. Shortness of 
breath is the second most frequent complaint, and a sudden increase in pre-existing dyspnea along with worsening oxygenation in 
individuals with known cardiopulmonary disease should raise suspicion of PE. In cases of large emboli, severe shortness of breath 
may be accompanied by a fear of death. Arterial blood gas (ABG) analysis may reveal hypocapnia, respiratory alkalosis, and hy-
poxia, although ABG can be normal in 40% of cases. In our case, the blood gas values were within normal ranges. Chest X-ray may 
be required to differentiate from other conditions, but in our case, a chest X-ray was not performed. ECG findings may include signs 
of right ventricular strain, such as T-wave inversion in leads V1-V4, S1Q3T3 pattern, and sinus tachycardia. In our case, the ECG 
was normal. 
Most cases are brought to the emergency clinic after experiencing syncope. In the majority of these cases, when they are brought to 
the emergency clinic, blood pressure is normal or systolic blood pressure is not less than 90 mmHg. In our case, the patient presen-
ted to the outpatient clinic and had normal vital signs with no evidence of hypotension. 
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D-dimer, a fibrin degradation product, is often the initial test sought for many patients suspected of PE. In our case, D-dimer was 
requested, and the result came back elevated. 
In the diagnosis of PE, CTA is now widely accepted as the gold standard. The resolution of new-generation multidetector CTA devi-
ces is excellent, capable of revealing even small thrombi that were difficult to visualize with earlier devices. Findings such as filling 
defects or signs of vascular narrowing can directly or indirectly indicate the presence of a thrombus. A negative CTA is crucial evi-
dence for excluding the diagnosis of PE. In our case, a CTA was requested, and the evaluation was performed by emergency physi-
cians before the radiology report was available. As a result of this assessment, a thrombus was detected in the distal right main 
pulmonary artery, and the patient was referred to the Pulmonary Diseases department. The patient was admitted to the Pulmonary 
Diseases Service for diagnosis and treatment. The teleradiology report received through the system, however, was reported as 
normal. 
The error in the teleradiology report is not an uncommon situation for emergency physicians. Although the experience of emergency 
physicians often leads to resolving such situations without harm to patients and without clinical delays, this circumstance opens up 
discussions about the accuracy and legal responsibility levels of teleradiology reports. 
During our literature and internet data review for this case presentation, we were unable to find any information, document, or source 
regarding the legal status of teleradiology reports. 
Conclusıon 
We believe that advanced clinical studies are needed to determine the accuracy of teleradiology reports. This way, accuracy percen-
tages of teleradiology reports can be revealed, and a transition to a more patient-centric teleradiology reporting system can be facili-
tated. Additionally, there is a need for legal and administrative studies that clearly outline the legal aspects of teleradiology reports. 
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Sılent Danger: The Hıdden Rısks Of Hypocalcemıa In Elderly Patıents Undergoıng Colonoscopy Preparatıon 
Dilek Atik, Aslıhan Onuralp, Burcu Sena Aydın, Boran Polat, Hatice Şeyma Akça 
Karamanoglu Mehmetbey University 
Introductıon 
Hypocalcemia is a potentially life-threatening condition that can present with a wide spectrum of clinical manifestations, ranging from 
mild paresthesia to severe tetany and cardiac arrhythmias. Hypocalcemia is defined as a serum calcium level below the normal 
range(1). Common causes include hypoparathyroidism, vitamin D deficiency, chronic kidney disease, and certain medications(2). 
Symptoms can include neuromuscular irritability, paresthesia, muscle cramps, tetany, and even seizures(3). Timely diagnosis and 
correction are crucial to prevent complications We report a case of a 78-year-old woman presenting with symptomatic hypocalcemia 
due to 3 day restriction to undergo colonoscopy. This case highlights the importance of prompt recognition and appropriate mana-
gement of hypocalcemia in elderly patients. 
Case Report 
The 78-year-old female patient presented to our service with complaints of muscle spasms in the fingers for approximately 2-3 ho-
urs, with all fingers in a flexed position and unable to extend. She had no known comorbidities. According to the history obtained, it 
was noted that a colonoscopy was scheduled for the afternoon of the same day, and that the patient had been on a liquid diet for the 
past 3 days due to this. Blood samples were taken.In Biochemistry, Glucose: 75 mg/dL Urea:53 mg/dL Cre: 1.32 mg/dL AST: 25 U/L , 
ALT : 20 U/L  Albumin: 3,5 g/L Calcium: 6.5 mg/dL (normal range 8.5-10.5 mg/dL) Total Bilirubin: 1.0 mg/dL Direct Bilirubin: 0.2 
mg/dL Indirect Bilirubin: 0.8 mg/dL CK (Creatine Kinase): 120 U/L CK-MB (Creatine Kinase-MB): 15 U/L CRP (C-Reactive Protein): 
13 mg/L Sodium: 138 mmol/L Potassium: 4.2 mmol/L Chlorine: 103 mmol/L Troponin: 0.01 ng/L In Full Blood Count: WBC : 6.0 k/µL 
Neutrophil Count: 3.0 k/µL  Hgb: 12 g/dL MCV: 85 fL Plt: 250 k/µL. Calcium replacement therapy was initiated. The patient's clinical 
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symptoms started to improve. 
Dıscussıon 
Hypocalcemia is a common yet often underrecognized electrolyte disturbance that can manifest in a variety of clinical forms. While 
the causes of hypocalcemia are diverse, this case illustrates a particular scenario in which the restriction of dietary calcium intake, 
as part of a liquid diet before colonoscopy, precipitated a significant decline in serum calcium levels. 
In this patient, the presentation of muscle spasms in the fingers, characterized by a flexed position of all fingers that could not be 
extended, is suggestive of neuromuscular irritability, which is one of the hallmark signs of hypocalcemia. The pathophysiology of 
hypocalcemia involves increased neuromuscular excitability due to reduced calcium concentrations, which leads to symptoms such 
as tetany, paresthesia, and muscle cramps (4,5). This patient’s symptoms were likely triggered by the prolonged restriction of cal-
cium intake during her preparation for colonoscopy, highlighting the importance of ensuring adequate nutritional intake, particularly 
calcium, in elderly patients. 
The patient’s serum calcium level of 6.5 mg/dL was significantly below the normal reference range of 8.5-10.5 mg/dL, confirming the 
diagnosis of hypocalcemia. Other potential causes of hypocalcemia include hypoparathyroidism, vitamin D deficiency, and chronic 
kidney disease, none of which were identified in this patient’s history or laboratory workup. In elderly patients, the risk of developing 
hypocalcemia is increased due to factors such as reduced intestinal calcium absorption, impaired renal function, and the use of 
medications that may interfere with calcium metabolism (6). However, in this case, the hypocalcemia was likely primarily due to the 
acute dietary restriction. 
The initial management of hypocalcemia involves the prompt administration of calcium supplements, either orally or intravenously, 
depending on the severity of the symptoms and serum calcium levels. This patient was started on calcium replacement therapy, and 
her symptoms began to resolve shortly thereafter. It is essential to monitor serum calcium levels closely during treatment to prevent 
both hypocalcemia and hypercalcemia, as inappropriate correction can lead to complications (7). 
This case emphasizes the need for careful pre-procedural management in elderly patients, especially those undergoing procedures 
like colonoscopy that require dietary restrictions. Adequate hydration and nutrition, including appropriate calcium intake, should be 
prioritized to prevent electrolyte disturbances, particularly in vulnerable populations such as the elderly. 
Conclusıon 
Hypocalcemia can occur due to a variety of causes, including dietary restrictions. In this case, a 78-year-old woman developed 
symptomatic hypocalcemia after a 3-day liquid diet in preparation for colonoscopy. Prompt recognition and appropriate manage-
ment, including calcium replacement therapy, were crucial to her recovery. This case underscores the importance of monitoring and 
managing electrolyte levels in elderly patients, particularly during periods of altered nutritional intake. 
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A Rare Case Report: Isolated Nervus Oculomotor Paralysis 
Ümit Yaşar Can1 
1Niğde Ömer Halisdemir Training and Research Hospital, Department of Emergency Medicine, Phone: +905326022689, E-
mail: umitycan@gmail.com 
Introduction 
The oculomotor nerve (3rd cranial nerve), the trochlear nerve (4th cranial nerve), and the abducens nerve (6th cranial nerve) are 
named as the motor nerves of the ocular structure and provide innervation of the eye muscles (1).  The most common group in the 
paralysis of these nerves is the idiopathic group, which constitutes 25% of cases.  In addition, tumors, ischemic diseases, vascular 
malformations, traumas, migraine, radiation therapy, chemotherapy, and vascular risk factors can cause cranial nerve paralysis (2).  
Isolated 3rd cranial nerve paralysis is generally a cranial nerve injury that occurs around the age of 60, with vascular risk factors 
(diabetes mellitus, hyperlipidemia, hypertension, coronary artery disease, etc.) in its etiology, resolves spontaneously, and no other 
diagnosis is made with further tests (3, 4).  The aim of this study is to emphasize that isolated third cranial nerve paralysis, which is 
rarely seen in patients presenting with sudden-onset headache, diplopia, and loss of balance, should be kept in mind.     
Case Presentation 
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A 62-year-old female patient presented to the emergency department with complaints of sudden-onset dizziness, headache, and 
diplopia.  The patient, who had no history of trauma, stated that these complaints were new and sudden in onset.  The patient, who-
se headache was subjected to pain scoring, scored 9 out of 10.  When the patient's medical history was questioned, she stated that 
she had diagnoses of hypertension (HT) and Type 2 Diabetes Mellitus (DM) for 15 years.  The patient had been receiving antihyper-
tensive and insulin with oral antidiabetic treatment for 15 years and 10 years, respectively.  The patient had a family history of Type 2 
DM in first-degree relatives.  In the patient's physical examination, no lateralizing findings or loss of strength were detected in the 
neurological examination. In our examination, pathological findings included outward and downward deviation in the right eye, and 
limitation of inward, upward, and downward gaze (Figure 1). 
 
Figure 1: a: Primary Gaze b: Left Gaze c: Right Gaze 

 

 

 
 
In the laboratory parameters taken from the patient, the blood glucose level was 320 mg/dl. No other pathological parameters were 
detected.  With the preliminary diagnoses of cerebrovascular disease, the patient was planned for brain tomography (CT) and diffu-
sion magnetic resonance (MR) imaging.  As a result of the imaging, no acute pathology was detected. When the patient's past medi-
cal data were examined, periods of impaired blood glucose regulation were detected.  Isolated 3rd cranial nerve paralysis was con-
sidered after the examination in the patient with a long-standing history of DM.  The patient was consulted to the Ophthalmology and 
Neurology departments. The patient was admitted to the Neurology Service for blood glucose regulation and monitoring of the cur-
rent condition.     
Conclusion 
Isolated oculomotor nerve paralysis (ONP) is a clinical condition that usually develops due to microvascular ischemia caused by 
conditions such as diabetes, hypertension, aneurysms, and trauma (5).  In our case, the long history of diabetes mellitus (DM) and 
hypertension (HT) and the impaired blood glucose regulation suggest that ONP may be of microvascular ischemic origin.  Diabetes 
is an important factor in the etiology of isolated oculomotor nerve paralysis.  In patients presenting with various neurological symp-
toms such as dizziness, headache, and diplopia, diabetes should be questioned, and patients with a diagnosis of diabetes presen-
ting to the emergency department should undergo a detailed neurological and eye examination (6, 7).  Cranial nerve palsies due to 
diabetes are usually due to ischemic damage to the vasa nervorum, and spontaneous recovery is expected in most cases.  Pupillary 
involvement is observed in compressive lesions such as aneurysms, while the pupil is generally preserved in paralyses of microvas-
cular origin.  The preservation of pupillary reflexes in our patient is an important finding supporting diabetic microangiopathy (8).  
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Early diagnosis and follow-up are of great importance in such cases.  Blood glucose regulation and control of vascular risk factors 
are the basic components of treatment. A multidisciplinary approach plays a critical role in the management of patients.     
Key Words: Oculomotor, Paralysis, Diabetes Mellitus 
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Beyond Eye Pain: Diagnosis of Bilateral Posterior Scleritis in the Emergency Department 
Melih Çamcı1, Fatih Mehmet Kaplan2 

1Department of Emergency Medicine, Ankara Bilkent City Hospital, Ankara Yıldırım Beyazıt University, Ankara, Türkiye 
2Department of Emergency Medicine, Ankara Bilkent City Hospital, Ankara, Türkiye 
Objective: Scleritis is a rare but serious chronic inflammation of the sclera, often associated with autoimmune systemic diseases. In 
patients presenting with eye pain, delayed diagnosis may lead to permanent vision loss. Therefore, scleritis should be considered in 
the evaluation of patients with eye pain in the emergency department. In this case, we aimed to emphasize the importance of early 
recognition of scleritis in the emergency department. 
 

Figure 1. Swelling, pain, tearing, and redness  
starting in the left eye and later spreading to  
both eyes and eyelids.    

Figure 2. Thickening and increased contrast  
enhancement in the posterior segments of the  
bilateral sclera, with mild haziness in the retrobulbar fat tissue. 

  
Figure 3 Figure 4 Figure 5 
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Case: A 54-year-old female patient presented to the emergency department with eye pain persisting for about three weeks. Her 
medical history included diabetes mellitus (DM), but she was not using medication. On physical examination, swelling, pain, tearing, 
and redness spreading from the left eye to both eyes and eyelids were observed (Figure 1). The pain was more severe in the left 
eye. Orbital CT imaging revealed thickening and contrast enhancement in the posterior segments of the bilateral sclera, along with 
mild infiltration in the retrobulbar fat tissue (Figure 2). The findings suggested scleritis, and the patient was referred to ophthalmo-
logy. 
In the ophthalmologic evaluation, eye movements were free but painful bilaterally. Color vision assessment was limited due to poor 
patient cooperation. On biomicroscopy, both eyelids were red and edematous; conjunctiva was hyperemic, cornea was clear, ante-
rior chambers were calm, and pupils were central and regular. Posterior synechia was present in the left eye. On ocular ultrasonog-
raphy, bilateral scleritis was suspected (Figures 3 and 4 - T sign). Fundus examination of the right eye was normal. OCT of the right 
eye showed papillomacular subretinal fluid (SRF); choroidal fold and papillitis were seen in the left (Figure 5). With a diagnosis of 
bilateral scleritis, the patient was admitted to the ophthalmology ward for further investigation and treatment for immune system 
diseases such as rheumatoid arthritis, systemic lupus erythematosus, and granulomatosis with polyangiitis. 
Conclusion: This case highlights the critical role of early diagnosis and appropriate treatment of scleritis in the emergency depart-
ment in preventing vision loss. As scleritis may be linked to systemic diseases, comprehensive evaluation is needed. Immunosupp-
ressive agents and corticosteroids may be effective in treatment; however, regular follow-up is crucial to prevent possible complicati-
ons. 

.kening on ultrasonography. 
5377 
Datura Stromonium Poisoning: A Report On Six Cases 
Uzm.Dr. Burak KÜÇÜKKARA1,Dr. Ahmet Dursun DEMİR2,Doç.Dr. Fatih ÇALIŞKAN2  
1 Republic of Türkiye Ministry of Health Çarşamba State Hospital 
2 Ondokuz Mayıs University Faculty of Medicine, Department of Emergency Medicine 
Introductıon   
Throughout history, plants have drawn attention for both their medicinal and toxicological aspects, securing an important place in 
human history. In cases of poisoning, plants containing tropane alkaloids have posed a significant toxicological threat. In this con-
text, the plant Datura stramonium, also known as "thorn apple" or "devil's trumpet," is among the herbal sources that can cause 
poisoning (1). Datura stramonium contains potent toxins known as tropane alkaloids, primarily scopolamine, atropine, and hyoscya-
mine, which can have serious effects on the nervous system (2). These effects can manifest particularly as anticholinergic symp-
toms, delusions, and hallucinations.   
Datura stramonium is a common plant that can grow as a weed and may be consumed unknowingly. The leaves, seeds, and flowers 
of the plant contain the main toxic agents. Tropane alkaloids typically affect the central nervous system and the peripheral nervous 
system. The onset of symptoms usually occurs 30 minutes to 2 hours after consumption (3). In the clinical picture of poisoning, pe-
ripheral anticholinergic effects such as dry mouth, tachycardia, blurred vision, and urinary retention, along with central nervous sys-
tem effects like agitation, delirium, and hallucinations, are prominent (4).   
Used for medicinal purposes since ancient times, Datura stramonium frequently leads to poisoning cases due to misuse. Its use 
among young individuals, particularly for its hallucinogenic effects, can result in serious consequences, placing this group at specific 
risk for poisoning (5). Poisonings typically occur as a result of random consumption, misidentification of the plant, or psychiatric 
misuse. In recent years, the growing interest in such plants, especially among the youth, has increased the frequency of these cases 
worldwide (6).   
This case series includes six patients who experienced hallucinations and anticholinergic symptoms as a result of poisoning with 
Datura stramonium, reflecting central nervous system effects. The main aim of our study is to analyze this case series to highlight 
the clinical symptoms and treatment processes associated with Datura stramonium-induced poisonings. Additionally, we aim to 
contribute to the existing literature and raise awareness regarding the management of such poisonings. 
Case Report 
A family of six presented to our emergency department with symptoms that began two hours after consuming a dish made from a 
wild plant known locally as "siren/kırçan" (a type of wild herb). The symptoms varied among family members. Among the plants 
collected from the family, a specimen of Datura stramonium was identified. A consultation with the poison control center indicated 
that there was insufficient data on oral intakes, and it was noted that symptoms could include nausea, vomiting, abdominal pain, 
dermatitis, aspiration pneumonia, and visual hallucinations. The use of activated charcoal and gastric lavage was not recommended. 
Symptomatic treatment was advised, and monitoring for at least 24 hours in a service or intensive care unit was suggested based on 
the patient's clinical condition. Below, the symptoms, examination findings, laboratory results, treatments administered, and clinical 
outcomes for each case are detailed individually. 
Case 1 
An eighty-six-year-old female patient with a history of hypertension and diabetes presented with complaints of visual hallucinations, 
euphoria, agitation, and subsequent deterioration of consciousness. Upon emergency admission, her consciousness was lethargic, 
with vital signs showing a pulse of 135 bpm, temperature of 37,8°C, respiratory rate of 28 breaths per minute, and blood pressure of 
170/110 mmHg; physical examination revealed normal breath sounds, a soft abdomen, and no defense or rebound tenderness. An 
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electrocardiogram showed a sinus rhythm of 140 bpm. The results of her blood tests are summarized in Table 1. No acute pathology 
was found on chest X-ray or brain CT. Due to her altered level of consciousness, activated charcoal and gastric lavage were not 
performed. The patient received 1 mg of IV physostigmine. She was admitted to our emergency department for monitoring and tre-
atment. Approximately two hours after admission, her consciousness improved, and by the sixth hour, her complaints had diminis-
hed, with no complications developing. The patient was discharged in good health 24 hours after admission. 
Case 2 
A seventy-seven-year-old female patient with a history of hypertension presented to our emergency department with complaints of 
visual hallucinations, euphoria, nausea, and vomiting. Upon emergency admission, her consciousness was clear, partially cooperati-
ve, with vital signs showing a pulse of 66 bpm, temperature of 36,2°C, respiratory rate of 16 breaths per minute, and blood pressure 
of 110/70 mmHg; physical examination revealed normal breath sounds, a soft abdomen, and no defense or rebound tenderness, 
with a normal neurological examination. An electrocardiogram showed a sinus rhythm of 66 bpm. The results of her blood tests are 
summarized in Table 1. No acute pathology was found on chest X-ray or brain CT. The patient was admitted to our emergency de-
partment for monitoring and treatment. Approximately four hours after admission, her complaints had diminished, with no complicati-
ons developing. The patient was discharged in good health 24 hours after admission. 
Case 3 
A fifty-seven-year-old female patient with no known chronic illness presented to our emergency department with complaints of eup-
horia, nausea, and vomiting. Upon emergency admission, her consciousness was clear, partially cooperative, with vital signs 
showing a pulse of 77 bpm, temperature of 35,8°C, respiratory rate of 18 breaths per minute, and blood pressure of 110/70 mmHg; 
physical examination revealed normal breath sounds, a soft abdomen, and no defense or rebound tenderness, with a normal neuro-
logical examination. An electrocardiogram showed a sinus rhythm of 81 bpm. The results of her blood tests are summarized in Table 
1. No acute pathology was found on chest X-ray or brain CT. The patient received gastric lavage and activated charcoal. She was 
admitted to our emergency department for monitoring and treatment. Approximately four hours after admission, her complaints had 
diminished, with no complications developing. The patient was discharged in good health 24 hours after admission. 
Case 4 
A fifty-year-old male patient with no known chronic illness presented to our emergency department with complaints of euphoria, 
agitation, nausea, and vomiting. Upon emergency admission, his consciousness was clear, partially cooperative, with vital signs 
showing a pulse of 92 bpm, temperature of 36,8°C, respiratory rate of 18 breaths per minute, and blood pressure of 130/80 mmHg; 
physical examination revealed normal breath sounds, a soft abdomen, and no defense or rebound tenderness, with a normal neuro-
logical examination. An electrocardiogram showed a sinus rhythm of 90 bpm. The results of his blood tests are summarized in Table 
1. No acute pathology was found on chest X-ray or brain CT. The patient received gastric lavage, activated charcoal, and 10 mg of 
IV haloperidol. Approximately five hours after admission, his complaints had diminished, with no complications developing. Thirteen 
hours after admission, he left the hospital against medical advice, accepting all risks including death. 
Case 5 
A fifty-nine-year-old female patient with a history of hypertension and diabetes presented to our emergency department with compla-
ints of nausea, vomiting, and euphoria. Upon emergency admission, her consciousness was clear, partially cooperative, with vital 
signs showing a pulse of 96 bpm, temperature of 36°C, respiratory rate of 20 breaths per minute, and blood pressure of 120/80 
mmHg; physical examination revealed normal breath sounds, a soft abdomen, and no defense or rebound tenderness, with a nor-
mal neurological examination. An electrocardiogram showed a sinus rhythm of 88 bpm. The results of her blood tests are summari-
zed in Table 1. No acute pathology was found on chest X-ray or brain CT. The patient received gastric lavage and activated char-
coal. She was admitted to our emergency department for monitoring and treatment. Approximately four hours after admission, her 
complaints had diminished, with no complications developing. Thirteen hours after admission, she left the hospital against medical 
advice, accepting all risks including death. 
Case 6 
A sixty-two-year-old female patient with no known chronic illness presented to our emergency department with complaints of nau-
sea, vomiting, and euphoria. Upon emergency admission, her consciousness was clear, partially cooperative, with vital signs 
showing a pulse of 72 bpm, temperature of 35,9°C, respiratory rate of 16 breaths per minute, and blood pressure of 110/60 mmHg; 
physical examination revealed normal breath sounds, a soft abdomen, and no defense or rebound tenderness, with a normal neuro-
logical examination. An electrocardiogram showed a sinus rhythm of 88 bpm. The results of her blood tests are summarized in Table 
1. No acute pathology was found on chest X-ray or brain CT. The patient received gastric lavage and activated charcoal. She was 
admitted to our emergency department for monitoring and treatment. Approximately four hours after admission, her complaints had 
diminished, with no complications developing. The patient was discharged in good health 24 hours after admission. 
Discussion   
Poisoning incidents involving plants such as Datura stramonium are often observed, particularly in rural areas, due to the misidentifi-
cation and consumption of these plants. The perception that these poisonings are "natural" leads to them being considered harmless 
or less harmful, which results in underestimating the risk and downplaying the toxic effects (7).   
The symptoms of the six patients included in the case series specifically overlap with Datura stramonium poisoning. Classic symp-
toms of anticholinergic syndrome, including agitation, confusion, hallucinations, tachycardia, mydriasis, and dry skin, were observed 
to varying degrees in these cases (8). In Case 1, the patient was confused and agitated, exhibiting tachycardia and visual hallucina-
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tions. In other cases, non-specific symptoms such as nausea, vomiting, and euphoria were more prominent. This variety suggests 
that the effects of Datura stramonium may be related to the dose taken, the individual's age, underlying medical conditions, and 
individual differences in toxin metabolism (9).   
The lack of awareness regarding the toxicity of herbal products sold without prescriptions or collected from nature facilitates the 
occurrence of such cases (10). Additionally, the involvement of elderly individuals in most of these cases indicates that the elderly 
population may be more sensitive to anticholinergic toxins (11). The decreased metabolic clearance with age may explain this situa-
tion.   

Table 1. 
 

 
Treatment for Datura stramonium poisoning should largely be symptomatic and supportive. In the cases reviewed, gastric lavage 
and activated charcoal were administered; however, the literature indicates that these approaches may be effective shortly after 
toxin ingestion (usually within 1 hour) and may provide limited benefit if a longer time has passed (12). Furthermore, although there 
is limited data on the efficacy of activated charcoal, its use is suggested in patients with a low risk of complications (13).   
Another important aspect of managing poisoning is controlling anticholinergic syndrome. The literature recommends the use of 
acetylcholinesterase inhibitors, such as physostigmine, in cases with severe central nervous system symptoms. In our case series, 
we used physostigmine in one patient. The risks and contraindications for the use of physostigmine should be considered, and routi-
ne use should be avoided for each patient (14).   
When our cases were examined, it was observed that sedation was effective in controlling agitation symptoms. The use of agents 
such as antipsychotic medications like haloperidol appears appropriate for symptomatic treatment of anxiety, agitation, and halluci-
nations. However, caution should be exercised when using antipsychotic medications to control anticholinergic conditions, as these 
agents can also trigger extrapyramidal symptoms and lead to other involuntary movement disorders (15).   
Datura stramonium poisonings pose serious dangers to public health, in addition to individual misconsumption habits. It is essential 
to raise awareness among the public in rural areas about recognizing toxic plant species and avoiding them (16). In this context, it is 
important for local governments and health authorities to organize educational activities.   
Individuals living in rural areas may often delay recognizing poisoning symptoms and seeking necessary medical assistance. There-
fore, programs that promote the recognition of basic symptoms and encourage immediate consultation with healthcare institutions in 
relevant situations are needed. Additionally, healthcare workers should receive training on the management of such poisonings and 
be familiar with guideline practices.   
This case series overlaps with other case series in the literature. For example, a study on Datura stramonium toxicity in elderly indi-
viduals similarly reported prominent hallucinations, tachycardia, and agitation (17). Furthermore, another case series conducted in 
India emphasized that traditional herbal remedies accounted for a significant portion of consumption errors involving these toxins 
and that the severity of toxicity varied from person to person (18).  
These findings in the literature support the observations in our study and demonstrate that Datura stramonium produces similar 
effects at both individual and population levels.   
Although Datura stramonium poisonings can lead to serious clinical outcomes symptomatically, appropriate and timely treatment can 
largely result in complete recovery. In this case series, it was observed that typical anticholinergic symptoms resulting from the acci-
dental consumption of this plant were effectively managed. It is critical for healthcare workers to receive training regarding these 
toxic plants. Broader case series and studies can provide meaningful contributions to standardizing the management of such poiso-
nings and strengthening public health policies.  
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 WBC NEU HBG PLT BUN KRE ALT AST PH HCO3 CO2 CRP PKES 

Case 1 8,27 5,57 11 357 24 0,75 7 13 7,39 24 40 6 - 

Case 2 7,1 4,5 11,2 380 19 0,88 7 15 7,38 24 41 3 - 

Case 3 8,1 4,5 12,8 282 14 0,60 8 18 7,40 25 43 3 9624 

Case 4 8,2 6,3 12,3 339 17 1,35 22 14 7,36 28 57 17 8607 

Case 5 10,6 8,9 14,4 185 14 0,56 13 17 7,35 26 56 8 8748 

Case 6 11,4 9,4 12,6 310 16 0,87 8 26 7,37 23 43 11 9650 
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5472 
Evaluation of the relationship between blood lipase level and Computed Tomography Severity Index in patients presenting 
to the emergency department with abdominal pain 
Ali Ünal, Mustafa Sever, Olgun Şahin, Olcay Gürsoy, Abdülaziz Doğan 
Introduction 
Acute pancreatitis (AP) is an inflammatory condition affecting the pancreas, typically caused by gallstones or excessive alcohol 
consumption. Most AP cases present a mild course, with patients often experiencing rapid improvement after receiving fluid resusci-
tation, pain control, and early initiation of oral feeding. 
Nonetheless, around 20-30% of cases can be severe, with a mortality rate up to 15% among those affected. Therefore, early recog-
nition of these patients is critical, and treatment should be initiated promptly and more intensively. 
There are many studies in the literature that examine the lipase levels and CTSI scores of patients with pancreatitis and the relation-
ships between high lipase and CTSI scores in patients with pancreatitis alone. However, we could not encounter a study that evalu-
ates the presence of pancreatitis and nonpancreatic pathologies on computerized tomography (CT) scanning together in patients 
with elevated lipase levels. 
In our study, we aimed to evaluate the lipase levels and CTSI scores of patients who presented to the emergency department (ED) 
with abdominal pain and were diagnosed with pancreatitis on CT scanning. We also aimed to examine the patients who, according 
to the other pathologies, had elevated lipase levels but no finding of pancreatitis on CT interpretations. 
Material and methods 
This study was conducted retrospectively in a tertiary ED. The hospital where the study was performed has an average of 15000-
18000 patients admitted to the ED monthly. Ethical approval was received from a local ethics committee (Decision number: 2024/03-
10 Date: 03.04.2024). The study was performed using the tenets of the Declaration of Helsinki. 
Study population 
Patient information was obtained through the Hospital Information Management System (HIMS). All the patients who applied to the 
ED between June 1, 2023, and January 1, 2024, were enrolled in the study. 
Patient selection 
Inclusion criteria 
According to the International Classification of Diseases Codes 10th Revision, the patients who were coded as preliminary diagno-
sis, that is, R10.0, R10.1, R10.2, R10.3, R10.4, and who had ordered serum lipase levels requested as laboratory tests and who 
underwent abdominal CT imaging were included in the study. 
Exclusion criteria 
The patients whose CT images were too poor for interpretation (artifacts, etc.), those who had no tomography images in the HIMS, 
and those who had normal lipase levels and no findings of pancreatitis on CT interpretations were excluded from the study. 
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Comorbid diseases or medications may affect lipase levels. Thus, we also excluded those patients with comorbid diseases and 
medications from the study. 
Data collection and standards 
The patients’ sociodemographic and clinic features (age, gender, and laboratory results) were obtained from the HIMS files.  
All CT images (contrast-enhanced or non-contrast) were separately interpreted again by a radiology specialist as a gold standard. 
Besides pancreatitis diagnostic criteria (presence of one or more of the following findings on CT: increased pancreatic size, inflam-
matory changes in pancreatic tissue and peripancreatic fatty tissue, and fluid collection with irregular borders), other pathologies on 
the CT imaging have also been interpreted by the same radiologist. 
The levels of lipase were measured using a Beckman Coulter laboratory kit, and the levels between 3 and 67 U/L were accepted as 
normal. 
Patients' CTSI scores were calculated by summating the Balthazar score and the degree of pancreatic necrosis score. The Baltha-
zar score was assessed from A, B, C, D, and E based on the severity of pancreatitis, with corresponding scores of 0, 1, 2, 3, and 4, 
respectively. Pancreatic necrosis was scored as 0 for no necrosis, 2 for less than 30% necrosis, 4 for 30-50% necrosis, and 6 for 
more than 50% necrosis. The overall CTSI score was categorized as mild (0-3), moderate (4-6), and severe (7-10) (Table 1). 
Table 1: Parameters and calculation of CTSI score 
Grade Grading of pancreatitis Score 
A Normal pancreas 0 
B Pancreatic enlargement 1 
C Pancreatic inflammation and/or peripancreatic fat 2 
D Single peripancreatic fluid collection 3 
E Two or more fluid collections and/or retroperitoneal air 4 
Necrosis Percentage Score 
0 0 
<30 2 
30-50 4 
>50 6 
Result (Multiply by grading of pancreatitis score and necrosis percentage score) 
0-3 Mild acute pancreatitis 
4-6 Moderate acute pancreatitis 
7-10 Severe acute pancreatitis 
Statistical analysis: 
Statistical analyses were performed using Jamovi Ver. 2.3.28 software package (The Jamovi Project, Sydney, Australia). The Kol-
mogorov-Smirnov test was used to check the normality of data distribution. Categorical data were presented as frequency and per-
centages, numerical data as mean and standard deviation if normally distributed, and median and interquartile range (IQR) values 
otherwise. Mann-Whitney U test was used to compare two groups regarding non-normally distributed data. Statistical significance 
was taken as p<0.05. 
Results 
Three thousand three hundred eight patients were enrolled in the study that matched the inclusion criteria. Three hundred forty-four 
patients who met these criteria were included in the study, while 2964 patients were excluded (Figure 1). 
344 patients were included in the study. 53.2% (n=183) of the patients were male and the mean age was 57 (19-92) years. 333 
(%97) of the patients had elevated lipase. 231 (69.3%) of the patients with elevated lipase, there was no evidence of pancreatitis on 
their CT findings. Only 3% (n=11) of the patients, although the lipase levels were in the normal range, were evidence of pancreatitis 
on their CT images (Table 2). 
Table 2: Relationship between lipase level and pancreatitis 
 Elevated Lipase Levels  
Pancreatitis on CT Yes No Total 
Yes 102 11 113 
No 231 2946 3177 
Total 333 2957 3290 
 
Lipase level was found to be a highly sensitive and specific laboratory parameter for the diagnosis of pancreatitis [Sensitivity: 
90.27% (83.25% - 95.04%; 95% CI); Specificity: 92.73% (91.77% - 93.61%; 95% CI); Positive Likelihood Ratio: 12.41 (10.81 – 
14.25; 95% CI); Negative Likelihood Ratio: 0.1 (0.06 – 0.18; 95% CI); Prevalence: 3.43% (2.84% - 4.12%; 95% CI); Positive Predic-
tive Value: 30.63% (27.78% - 33.64%; 95% CI); Negative Predictive Value: 99.63% (99.35% - 99.79%; 95% CI); Accuracy: 92.64% 
(91.7% - 93.51%; 95% CI)]. 
For patients with pancreatitis on CT, mean lipase levels were 2378 U/L (min: 7 U/L max: 29593 U/L). The mean lipase level of pa-
tients with no pancreatitis on CT interpretations was 285 U/L. We found that the blood lipase levels of patients with pancreatitis on 
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CT imaging were statistically significantly higher than those without (p<0.01). 
Six patients diagnosed with pancreatitis had necrosis on their CT scans (4 had lower than 30%, one had between 30% and 50%, 
and one had over 50%). We found mean lipase level of patients with necrosis was 392.3 U/L. The 107 patients diagnosed with pan-
creatitis had no necrosis on CT images. The mean lipase level of these patients was 2500.6 U/L. Lipase levels were significantly 
lower in patients with pancreatitis with necrosis on CT scans than those without (p<0.01). 
According to the CTSI score, 81 patients were defined as mild pancreatitis (0-3 points). Their mean lipase level was 2061.2 U/L. 
Also, 30 patients were defined as having moderate pancreatitis (4-6 points), and their mean lipase level was 3426.4 U/L. There was 
no statistically significant difference between these CTSI score groups according to the mean lipase levels (p>0.05). 
According to the CTSI score, only two patients were defined as having severe pancreatitis (7-10 points). The mean lipase level of 
these two patients was 89 U/L. When we compared the mean lipase level of severe pancreatitis patients, with mild and moderate 
pancreatitis patients' mean lipase levels, we determined that the low lipase levels were statistically significant in patients with severe 
pancreatitis (p<0.01).  
We observed that lipase levels tend to decrease as the severity of pancreatitis increases. However, we found a significant opposite 
relationship between the severity of pancreatitis and lipase levels (Table 3). 
 
Figure 1: Study Flow Chart 

 
 
 
Table 3. Distribution of patients according to CTSI score 
CTSI Score Patients (n) Mean Lipase Level (U/L) 
Mild Pancreatitis (0-3) 81 2061.2 
Moderate Pancreatitis (4-6) 30 3426.4 
Severe Pancreatitis (7-10) 2 89 
 
No additional pathology was detected in 33.6% of patients (n=38) with pancreatitis on CT images. The most common accompanying 
finding with elevated lipase and pancreatitis was gallstones (29.2%; n=33) (Table 4). 
Of the 52 patients (22.5%) with no pancreatitis on CT scans but elevated lipase levels, no accompanying pathological findings on CT 
interpretations are absent. In 35 patients (15.2%) with no pancreatitis on CT scans but elevated lipase levels, the most common 
accompanying finding was gallstones on CT interpretations (Table 5). 
Discussion 
This study investigates the relationship between lipase levels in patients diagnosed with pancreatitis and the disease severity deter-
mined by CTSI scores. It also investigates other pathologies in patients with high lipase levels but not diagnosed with pancreatitis. 
The findings are consistent with those reported data in the current literature. 
Lipase Levels and Sensitivity in Diagnosing Pancreatitis 
Our results demonstrate that lipase levels exhibit high sensitivity and specificity for pancreatitis. As shown in previous studies by 
Banks et al. (2013) (1), Koizumi et al. (2006) (2), and Gomez et al. (2012) (3), lipase is a sensitive biomarker for acute pancreatitis, 
with a significant proportion of patients presenting with elevated lipase levels. 
However, our study also confirms that elevated lipase alone is not definitive for diagnosis, a finding that is consistent with prior re-
search (4). In our cohort study, 97% of patients had elevated lipase levels, yet 69.3% did not show evidence of pancreatitis on CT 
scans. This result aligns with the conclusions of Banks et al. (2013) (1). Additional imaging findings are required to confirm pancrea-
titis. 
Furthermore, in 3% of all patients in our study, there was evidence of pancreatitis on CT despite normal lipase levels. This finding 
further supports the idea that imaging is crucial for an accurate diagnosis. In addition to this finding, studies by Muniraj et al. (2015) 
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(5), Manjuck et al. (2005) (6), and Hameed et al. (2015) (4), which emphasize that many etiologies other than pancreatitis cause 
 
Table 4. Accompanying pathologies observed in patients with pancreatitis (Elevated lipase or not) 
Name of Pathology Number of Patients Percent (%) 
No pathology 38 33.6 
Gallstones 33 29.2 
Liver cirrhosis 18 15.9 
Choledocholithiasis 9 8 
Mesenteric panniculitis 6 5.3 
Cholecystitis 5 4.4 
Pancreatic malignancy 3 2.7 
Chronic renal failure (renal atrophy) 1 0.9 
TOTAL 113 100 
Pancreatitis with Elevated Lipase Levels 
Name of Pathology Number of Patients Percent (%) 
No pathology 31 30.4 
Gallstones 31 30.4 
Liver cirrhosis 17 16.7 
Choledocholithiasis 9 8.8 
Mesenteric panniculitis 6 5.9 
Cholecystitis 5 4.9 
Pancreatic malignancy 2 2 
Chronic renal failure (renal atrophy) 1 11 
TOTAL 102 100 
Pancreatitis without Elevated Lipase Levels 
Name of Pathology Number of Patients Percent (%) 
No pathology 7 63.6 
Gallstones 2 18.2 
Liver cirrhosis 1 9.1 
Pancreatic malignancy 1 9.1 
TOTAL 11 100 
   

 
Table 5. Accompanying pathologies observed in patients with elevated lipase levels with no pancreatitis 

Name of Pathology  Number (n) Percentage (%) 
No pathology 52 22.5 
Gallstones 35 15.2 
Liver Cirrhosis 29 12.6 
Ureteral stone 22 9.5 
Pancreatic malignancy 19 8.2 
Mesenteric panniculitis 18 7.8 
Cholecystitis 12 5.2 
Extra-pancreatic malignancy 11 4.8 
Ileus 11 4.8 
Choledocholithiasis 9 3.9 
Chronic renal failure (Renal atrophy) 5 2.2 
Acute appendicitis 4 1.7 
Perforation 2 0.9 
Hernia 1 0.4 
Mesenteric ischemia 1 0.4 
TOTAL 231 100 
 
elevated lipase, also support the need for CT. 
Relationship between CTSI Score and Lipase Levels 
We found that lipase levels did not correlate with the severity of pancreatitis as assessed by the CTSI scores. While the patients with 
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mild and moderate pancreatitis CTSI scores had higher mean lipase levels, only two patients with severe pancreatitis CTSI scores 
had significantly lower lipase levels. 
Kalokhe et al. (2022) (7) and Swaroop et al. (2004) (8) emphasized no relationship between lipase levels and pancreatic necrosis. 
The lower lipase levels in patients with necrosis may be due to extensive tissue destruction, which reduces the enzyme's production. 
We did not find any study in the literature clearly emphasizing an inverse relationship between lipase levels and pancreatic necrosis. 
The inverse relationship we found in our limited number of patients must be confirmed with a more extensive case series. 
Moreover, no statistically significant difference was observed in lipase levels between mild and moderate CTSI score groups, sup-
porting findings that lipase levels alone are unreliable indicators of disease severity (7). 
CT Imaging and Differential Diagnosis 
Gallstones were the most commonly observed finding, in both patients with evidence of pancreatitis on CT and those with elevated 
lipase levels but no evidence of pancreatitis. This finding highlights the importance and necessity of the use of CT in distinguishing 
the probable causes of elevated lipase levels, such as gallstones and pancreatitis. This necessity also corroborates the reported 
observations of Banks et al. (2013) (1). 
The literature has highlighted the importance and necessity of using CT to distinguish the probable causes of elevated lipase levels. 
These studies have also noted that imaging modalities like CT are essential in evaluating the severity and complications of pancrea-
titis, especially when laboratory findings are ambiguous (4,5,9). 
Study Limitations 
The number of patients was limited because our study had a single-center and retrospective design, and the number of patients with 
necrosis on imaging was small. However, a more comprehensive study with a larger patient population is required. 
Conclusion 
Lipase is still a valuable, sensitive, and specific biomarker for diagnosing pancreatitis. However, the combination of clinical evalua-
tion, laboratory results, and advanced imaging techniques remains the cornerstone of accurate pancreatitis diagnosis and manage-
ment. CT imaging and CTSI scoring should be used with lipase levels to provide a more comprehensive assessment of pancreatitis 
severity. Further research is necessary to elucidate better the complex relationship between lipase levels and the progression of the 
disease. 
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5702 
Cardiopulmonary Arrest İn Contrast-Enhanced Tomography: Typical İmaging Findings With 2 Cases 
Rabia Çeliköz1, Mehmet Soyugüzel2, Mustafa Cihat Çeliköz3 

1Department of Radiology, Afyonkarahisar State Hospital, Afyonkarahisar, Türkiye 
2Department of Emergency Medicine, Afyonkarahisar Health Sciences University, Afyonkarahisar, Türkiye 
3Department of Family Medicine, Sinanpaşa State Hospital, Afyonkarahisar, Türkiye 
Introduction: Cardiopulmonary arrest (CPA) is most commonly defined as loss of circulation requiring resuscitation with chest 
compressions, defibrillation, or both. In-hospital CPA mortality remains high despite improved survival in recent years. Early recogni-
tion of CPA with prompt initiation of cardio-pulmonary resuscitation (CPR) to restore circulation leads to better outcomes. Computed 
tomography (CT) is used in unstable patients to evaluate possible causes such as aortic aneurysm rupture, aortic dissection, pulmo-
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nary thromboembolism, and in trauma patients organ lacerations. While the majority of CPA is detected by clinical signs or monito-
ring, in some cases it can develop during CT imaging. Herein, we report CPA's CT findings through two cases. 
Case: Patient 1; 74-year-old female with hypertension was brought to the emergency room with shortness of breath and confusion. 
CT scan performed to rule out aortic dissection. After the CPA findings were seen, the scan was terminated and CPR was started on 
the patient. After CPR, spontaneous circulation was achieved and the patient was admitted to the intensive care unit. Patient 2; 67-
year-old male patient with no additional illness was admitted to the emergency room with shortness of breath. Pulmonary CT angiog-
raphy was performed with suspicion of pulmonary embolism, and CPA was observed. The patient was quickly removed from the CT 
table and CPR was started. The patient did not respond to CPR and died. 
High-density contrast material pooling was observed in the right atrium, inferior vena cava, hepatic veins, and liver parenchyma on 
CT of patient 1(Figure 1). On patient 2’s CT, the contrast material coming through the venous vascular access is observed with high 
density in the superior vena cava (SVC), right atrium, inferior vena cava (IVC), azygos vein, and hepatic veins, but not in the right 
ventricle, pulmonary cardiovascular systems, and left heart centers (Figure 2). 

 
Figure 1. Typical appearance of contrast material shows venous pooling in IVC (asterisk) and hepatic veins (arrows) in a CPA pati-
ent. 

 
Figure 2. Axial sagittal and coronal reformatted CT sections (left to right, respectively). Dependent venous pooling and layering of 
contrast material within SVC, right atrium, IVC, and other dependent venous structures.  
Conclusion: Although cardiac arrest during CT scanning is rare, knowing the imaging findings is important to stop the scan and 
start resuscitation quickly if necessary. In CPA, the contrast material given intravenously does not progress to the left heart cham-
bers and pulmonary arterial system, but refluxes from the right heart chambers to the IVC and hepatic veins, and accumulates in the 
venous system. As a result, a hyperdense appearance is observed on CT scan due to contrast material reflux in the IVC, azygos 
vein, hepatic veins and renal veins (1-3). Contrast material reflux into the liver parenchyma is evident in posterior segments. Cont-
rast material-blood leveling is seen in the distal parts of the IVC (4,5). Knowing the CT findings essentially prevents wasting time on 
differential diagnosis and facilitates rapid intervention. To prevent possible late resuscitation, risky patients should be monitored 
during the scan and the scan should be performed with the accompaniment of resuscitation personnel and equipment. 
Keywords: Cardiopulmonary arrest, CT, venous contrast pooling 
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Pleural Effusion; Single Centre Experience 
Hanife Tuğçe ÇAĞLAR1, Onur Metin2, Sevgi PEKCAN1 
1Necmettin Erbakan University, School of Medicine Department of Pediatric Pulmonology 
2University of Health Sciences, Konya Beyhekim Training and Research Hospital, Konya, Turkey 
Introduction and Objective: Pleural effusion is defined as an abnormal accumulation of fluid between the parietal and visceral 
pleura. The nature of the fluid varies depending on the underlying etiology. Transudative effusion develops in heart failure and hypo-
albuminemic conditions such as nephrotic syndrome and liver failure. Exudative effusion develops in conditions such as infection, 
malignancy, and connective tissue disease. Parapneumonic effusion is the most common type of pleural effusion in children. This 
study aims to present the single center experience of patients followed up for pleural effusion in our hospital. 
Materials and Methods: A retrospective analysis was performed on the data of 53 pediatric patients under the age of 18 years who 
were followed up for pleural effusion at the Department of Pediatrics, Necmettin Erbakan University Faculty of Medicine Hospital 
between 2019 and 2024. The study evaluated age, gender, etiology of pleural effusion, fluid characteristics, and treatment modali-
ties. The SPSS 22 (IBM Corp. Released 2011. IBM SPSS Statistics for Windows, Version 22.0. Armonk, NY: IBM Corp) package 
programme was used in the study. 
Table 1: The relationship between the day of hospitalisation and age at diagnosis, effusion depth, fluid LDH level and 
serum CRP level 

 
Age at diagnosis 

(month) 
Depth of effusion 

(mm) 
Fluid LDH level 

(U/L) 
Serum CRP level 

(mg/L) 
Day of  

admission 
Age at diagnosis 
(month) 

r 1,000 ,067 -,089 ,028 -,209 
p . ,634 ,570 ,842 ,134 
n 53 53 43 53 53 

Depth of effusion 
(mm) 

r ,067 1,000 ,255 ,219 ,337* 
p ,634 . ,099 ,115 ,013 
n 53 53 43 53 53 

Fluid LDH level 
(U/L) 

r -,089 ,255 1,000 ,488** -,024 
p ,570 ,099 . ,001 ,877 
n 43 43 43 43 43 

Serum CRP level 
(mg/L) 

r ,028 ,219 ,488** 1,000 ,174 
p ,842 ,115 ,001 . ,214 
n 53 53 43 53 53 

Day of admis-
sion 

r -,209 ,337* -,024 ,174 1,000 
p ,134 ,013 ,877 ,214 . 
n 53 53 43 53 53 

*  p<0.05, ** p<0,01 
Results and Conclusion: Of the patients included in the study, 50.9% were male. The mean age at diagnosis was 132.42 (12-214) 
months. Radiological examination revealed a unilateral effusion in 67.9% of patients with a median effusion depth of 30 mm (14-
47.5). Thoracentesis was performed in 81.1% of patients, while in 10 patients (18.9%) thoracentesis was not performed due to mi-
nimal effusion. It was observed that 81.4% of the thoracentesis fluid was exudative. The median CRP level was 88.1 mg/L (17.2-
154) and the median fluid LDH level was 572 U/L (228-1139). A statistically significant positive correlation was found between these 
two levels (r:0.488, p:0.001). When analyzing the etiology of the pleural effusion, pneumonia was found in 64.2% of patients, tuber-
culosis in 22.6%, and other causes such as malignancy and chronic kidney disease in 13.2%. A total of 27 patients (50.9%) un-
derwent tube thoracostomy, and 48.1% of these patients received fibrinolytic therapy. The mean hospital stay was 16 days (12-21.5). 
Patients with an effusion depth greater than 1 cm had a longer hospital stay (p=0.02). Determining the etiology of pleural effusion is 
important for treatment and follow-up. Our study found that the most common cause of pleural effusion was pneumonia, which is 
consistent with the existing literature. However, it is also important to consider rare conditions such as childhood malignancy. 
Keywords: pleural effusion, pneumonia, tuberculosis, thoracentesis
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Right ICA Dissection Following Extension 
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Introduction 
Internal carotid artery (ICA) dissection accounts for 2% of strokes and 10-25% of strokes in young individuals1. ICA dissections 
mostly develop spontaneously. The main risk factors include connective tissue diseases, trauma, and cervical spine manipulation2. 
Medical treatment, mechanical thrombectomy, and stent placement are preferred endovascular treatment methods3. 
In this case, we present a case of cerebral infarction caused by ICA dissection in a patient whose neck was placed in an extension 
position for the excision of a lesion on the lip. 
Case Report 
A 43-year-old female patient visited the emergency department with complaints of numbness in her left arm and leg two days after 
undergoing a 10-minute local anesthesia procedure in which her neck was placed in an extension position for the excision of a le-
sion on her lip. She had no known a medical disease. Her Glasgow Coma Score was 15, and her vital signs were stable. Hypoest-
hesia was detected in the left upper and lower extremities, while sensory and motor functions in the right upper and lower extremi-
ties were completely normal. 
Diffusion MRI revealed two areas of diffusion restriction at the level of the centrum semiovale and the right periventricular white 
matter (Figure 1). Brain and neck CT angiography (CTA) revealed dissection and thrombosis in the right ICA (Figure 2). 
Routine laboratory tests were normal. Tests for vasculitis showed no specific findings. Echocardiography revealed an ejection frac-
tion (EF) of 60%, with no vegetations or thrombi. Tumor marker tests and thoracoabdominal CT performed for malignancy screening 
showed no abnormal findings. 
Discussion 
Carotid artery dissection can occur spontaneously or due to trauma. Movements such as cervical vertebral hyperextension, sudden 
head rotation, or lateral flexion can cause tension in the internal carotid artery and lead to damage in the intimal layer4. In this case, 
it is thought that hyperextension of the neck led to tearing of the vessel wall, resulting in thrombosis. 
It is important for physicians to avoid head and neck maneuvers that may cause carotid artery dissection and for emergency physi-
cians to be aware of such complications. 
References 
Hoving JW, Marquering HA, Majoie CBLM. Endovascular treatment in patients with carotid artery dissection and intracranial occlu-
sion: a systematic review. Neuroradiology. 2017;59(7):641-647. doi:10.1007/s00234-017-1850-y 
Chung CLR, Côté P, Stern P, L’Espérance G. The Association between Cervical Spine Manipulation and Carotid Artery Dissection: A 
Systematic Review of the Literature. J Manipulative Physiol Ther. 2015;38(9):672-676. doi:10.1016/j.jmpt.2013.09.005 
Piening K, Piening NM, Chiou A. Internal carotid artery dissection following self-manipulation: A case report. SAGE Open Med Case 
Rep. 2022;10. doi:10.1177/2050313X221122451 
Şener DK, Taşkapılıoğlu Ö, Girgin NK, Hakyemez B, Bakar M, Tomak Y. Cerebral Ischemia Due to Traumatic Carotid Artery Dissec-
tion: Case Report. Turkish Journal of Intensive Care. 2012;8(3):128-130. doi:10.4274/tybdd.204 

 
Figure 1. Two areas of diffusion restriction at the level of the centrum semiovale and the right periventricular white matter. 
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Figure 2. Thrombus in the right ICA. 
It was decided that stent placement would not be necessary unless the patient had clinical deterioration and that dual antiplatelet 
therapy would be administered for 6 months 
 
5766 
Utilization of an Artificial Intelligence Chatbot in the Descriptive Statistics of an Emergency Medicine Study 
Descriptive Analysis of Emergency Department Data Using ChatGPT 
Yasin Yıldız¹, Mine Kayacı Yıldız² 
¹ Konya City Hospital, Department of Emergency Medicine, Konya, Türkiye 
² Çumra State Hospital, Emergency Department, Konya, Türkiye 
Introductıon 
In scientific research, methodology and data analysis remain central and continually debated issues. Data analysis refers to the 
process of extracting meaningful results by processing data using appropriate statistical techniques. This process essentially begins 
with the classification of data obtained through research, followed by the application of suitable statistical methods. In statistical 
analysis, two fundamental approaches are employed: descriptive statistics and inferential statistics (1). 
Descriptive statistics typically constitute the first step of data analysis, enabling researchers to gain a preliminary understanding of 
their data. It is a subfield of statistics that involves collecting, organizing, summarizing, and presenting data in a purely descriptive 
manner without relying on probabilistic processes. The aim here is not to generalize findings but to understand and identify patterns 
or issues in the dataset. In every research study, descriptive statistics are essential to explore, diagnose, and interpret the data (2). 
The purpose of descriptive statistics is to reveal the characteristics or features of a given population and to present them in a conci-
se and meaningful format. This can be done through quantitative summaries or visual representations such as tables, counts, ranks, 
or graphs (3). 
ChatGPT (Chat Generative Pre-trained Transformer), developed by OpenAI and released on November 30, 2022, is an artificial 
intelligence model based on a large language model. Initially launched as a free research preview, version 3.5 is currently available 
to all users free of charge, while the more advanced version 4.0 is offered through a subscription model. Trained on an extensive 
text corpus and continuously fine-tuned via user inputs, ChatGPT is capable of generating both text and images across a wide range 
of domains. Its applicability in the medical field is expanding, with new use cases being explored every day (4–6). 
Although traditional statistical software packages have been used in medical research for years, the high cost of commercial tools 
has led to a growing interest in open-source alternatives. One such option is Jamovi, a free and open-source statistical package 
built on the R programming language. Alongside these, the proliferation of AI-powered tools—frequently introduced in new iterati-
ons—raises new questions about the potential and limitations of such technologies in medical statistics. 
Large language model-based AI systems like ChatGPT mark the beginning of a new era in medical statistics. Whereas traditional 
statistical analysis often requires a certain level of programming knowledge, ChatGPT offers the possibility of performing statistical 
tasks using only natural language commands. For instance, a user might input, “Analyze the distribution of the age variable in my 
dataset,” and the model would return the appropriate statistics. Additionally, while working with large datasets is often time-
consuming, ChatGPT can generate statistical summaries quickly, thereby saving researchers valuable time. It can instantly compile 
gender distributions, mean ages, and visit time categories into tables or charts. 
Thanks to its advanced AI-powered data visualization capabilities, users can generate heatmaps, box plots, histograms, or word 
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clouds without requiring technical expertise. For example, a command such as “Create a heatmap based on patient visit hours” can 
prompt the model to process the data and return an appropriate visual. With its flexibility and user-friendly interface, ChatGPT also 
allows for quick data cleaning and recategorization of variables extracted from Hospital Information Management Systems (HIMS). 
For example, time-of-visit variables can be easily recoded into working hours, prime time, and night hours. Moreover, ChatGPT 
provides a low-cost and accessible alternative to commercial statistical software, requiring no installation or licensing. It can be used 
from any internet-connected device, streamlining the data analysis process in medical research. 
AI models like ChatGPT have the potential to significantly accelerate, democratize, and simplify descriptive statistical workflows in 
medical research. By making statistical analyses more accessible, such technologies can help optimize time management—
especially in fast-paced clinical fields like emergency medicine. 
In this study, we aim to evaluate and illustrate the performance of the ChatGPT artificial intelligence model in conducting descriptive 
statistical analyses in medical research, supported by practical examples. 
Materıals And Methods 
This study was conducted with a retrospective design and involved the analysis of data from 53,308 adult patients who presented to 
the green zone of the emergency department of a tertiary care hospital in January 2025. Data were obtained through the Hospital 
Information Management System (HIMS) and recorded into an electronic spreadsheet. Following data cleaning, the analysis was 
carried out across seven key variables. 
The dataset included the following variables for each patient: gender, age, day of the month, time of admission, case type, and di-
agnosis code. The gender variable was binary categorical (female, male), and frequencies and percentages were calculated. Age 
was treated as a discrete numerical variable, and its distribution was examined using a histogram. The Shapiro-Wilk test was app-
lied to assess normality. For variables not normally distributed, the median and interquartile range (25th–75th percentiles) were 
reported, while for normally distributed variables, the mean and standard deviation were presented. 
The time of admission was originally recorded in hour format and was categorized into multiple time segments. In the standard clas-
sification, time was divided into three groups: 08:00–15:59 (working hours), 16:00–23:59 (after hours), and 00:00–07:59 (night ho-
urs). 
In the alternative classification, time was recategorized as: Working Hours (08:00–15:59), After Hours (16:00–19:59), Prime Time 
(20:00–23:59), and Night Hours (00:00–07:59). 
The case type variable was reclassified by merging similar categories under five main groups: Emergency case, forensic case, oc-
cupational accident, traffic accident, exceptional condition. 
Diagnosis codes were based on the ICD classification system. The most frequent diagnoses were grouped and analyzed accor-
dingly. 
Data analysis was conducted using ChatGPT Plus, the advanced GPT-4-based model developed by OpenAI. Responses generated 
by the AI model were processed using the Python programming language and relevant statistical libraries (e.g., pandas, scipy, matp-
lotlib, seaborn). 
Within the scope of descriptive statistics, gender distribution was calculated as frequency (n, %) and visualized using a pie chart. A 
histogram was used to evaluate the distribution and normality of the age variable. For time-based analyses, daily patient admissions 
were analyzed by gender, case type, and age group, and heatmaps were created to display time-of-admission patterns. In the diag-
nosis analysis, the top 20 and next 20 most frequent diagnosis codes were identified and visualized with horizontal bar charts. Addi-
tionally, diagnoses related to cardiac complaints were filtered and displayed via heatmaps across time categories. 
A significance level of p < 0.05 was considered in all statistical analyses. The SciPy library in Python was used for normality testing. 
This study was conducted retrospectively, and individual patient identities were protected. The data were anonymized and used 
solely for statistical purposes. Since the study involved only secondary, anonymized data and no patient intervention, ethical commit-
tee approval was not required. The primary aim of the study was to evaluate the potential use of artificial intelligence in descriptive 
medical statistics. 
Results 
Following the upload of the dataset into the artificial intelligence model, the first analysis request involved generating a frequency 
distribution table for the gender variable. The output is presented in Table 1. 
 
Table 1. Frequency distributions of genders. 

Gender Frequency n (%) 

Female 27.438 (51.47) 

Male 25.870 (48.53) 
 
Subsequently, the distribution was requested to be visualized as a pie chart. 
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Next, the daily number of patient visits throughout the month was requested to be visualized using a bar chart. 

 
 
Next, a daily distribution table of patient visits by gender was requested (Table 2). 

 

 
Subsequently, a bar chart illustrating the daily number of patient visits by gender was requested. 

198



17-20 APRIL 2025, STARLIGHT RESORT HOTEL, MANAVGAT / ANTALYA

&

&

IN CONJUNCTION WITH

12TH INTERCONTINENTAL EMERGENCY MEDICINE CONGRESS

12TH INTERNATIONAL CRITICAL CARE AND EMERGENCY MEDICINE CONGRESS

21TH NATIONAL EMERGENCY MEDICINE CONGRESS

2025 WACEM SUMMER LEADERSHIP SUMMIT

 
Subsequently, a bar chart illustrating the daily number of patient visits by gender was requested. 
Next, the model was asked to analyze the daily average number of patient visits. In the output, it was stated that, according to the 
Shapiro-Wilk test, the data followed a normal distribution (p > 0.05), and therefore, it would be appropriate to report the results using 
the mean and standard deviation: 1719.61 ± 153.76. Subsequently, a histogram of the age variable was requested. 
The model was then asked to perform a normality analysis for the age variable and to determine appropriate descriptive measures 
accordingly. In its response, it stated that, based on the Shapiro-Wilk test, the assumption of normal distribution was not met (p > 
0.05), and therefore, instead of using the mean, it would be more appropriate to report the median and interquartile range (IQR: 
25th–75th percentiles). The output values were as follows: Median: 33.0 (IQR: 24.0–48.0). 
Next, the model was instructed to reclassify the age variable into the following categories: 0–2 years, 2–6 years, 6–17 years, 18–64 
years, and 65 years and older, and to generate a corresponding frequency table. 

 

Table 2. Daily distribution of patient visits by gender. 

Day of the month Patient visits 
n (%) 

Female 
n (%) 

Male 
n (%) 

1 1.541 (2.89) 807 (52.37) 734 (47.63) 

2 1.566 (2.94) 770 (49.17) 796 (50.83) 

3 1.463 (2.74) 717 (49.01) 746 (50.99) 

4 1.617 (3.03) 858 (53.06) 759 (46.94) 

5 1.670 (3.13) 866 (51.86) 804 (48.14) 

6 1.686 (3.16) 856 (50.77) 830 (49.23) 

7 1.556 (2.92) 815 (52.38) 741 (47.62) 

8 1.582 (2.97) 781 (49.37) 801 (50.63) 

9 1.585 (2.97) 811 (51.17) 774 (48.83) 

10 1.472 (2.76) 771 (52.38) 701 (47.62) 

11 1.560 (2.93) 805 (51.6) 755 (48.4) 

12 1.770 (3.32) 919 (51.92) 851 (48.08) 

13 1.780 (3.34) 860 (48.31) 920 (51.69) 

14 1.637 (3.07) 828 (50.58) 809 (49.42) 
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15 1.679 (3.15) 877 (52.23) 802 (47.77) 

16 1.664 (3.12) 844 (50.72) 820 (49.28) 

17 1.563 (2.93) 810 (51.82) 753 (48.18) 

18 1.749 (3.63) 922 (52.72) 827 (47.28) 

19 1.936 (3.63) 1.022 (52.79) 914 (47.21) 

20 1.869 (3.51) 1.003 (53.67) 866 (46.33) 

21 1.741 (3.27) 857 (49.22) 884 (50.78) 

22 1.837 (3.45) 959 (52.2) 878 (47.8) 

23 1.762 (3.31) 926 (52.55) 836 (47.45) 

24 1.830 (3.43) 945 (51.64) 885 (48.36) 

25 1.964 (3.68) 1.016 (51.73) 948 (48.27) 

26 2.051 (3.85) 1.133 (55.24) 918 (44.76) 

27 2.003 (3.76) 1.001 (49.98) 1.002 (50.02) 

28 1.826 (3.43) 957 (52.41) 869 (47.59) 

29 1.860 (3.49) 900 (48.39) 960 (51.61) 

30 1.761 (3.3) 902 (51.22) 859 (48.78) 

31 1.728 (3.24) 900 (52.08) 828 (47.92) 

TOTAL 53.308 (100) 27.438 (51.47) 25.870 (48.53) 
 
 
 
 
 
 
 
 
 

Table 3. Distribution of age groups. 

Age Group Frequency n (%) 

0-2 age 234 (0.44) 

2-6 age 396 (0.74) 

6-17 age 1488 (2.79) 

18-64 age 46.314 (86.88) 

65+ age 4.876 (9.15) 
 
Subsequently, the values in the admission time column of the dataset were requested to be categorized into three groups: 08:00–
15:59, 16:00–23:59, and 00:00–07:59. Based on these categories, the model was then instructed to generate a bar chart showing 
the daily number of patient visits for each time group. 
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Next, a distribution chart for the Diagnosis Codes variable was requested. As output, a chart displaying the "Top 20 Most Frequent 
Diagnosis Codes" was provided. 
When a line chart was initially requested for the most frequent diagnosis codes related to cardiac complaints, the model instead 
recommended using a heatmap to visualize the distribution of cardiac diagnosis codes across time intervals based on color intensity. 
Finally, the admission time variable was requested to be recategorized into the following new time intervals: Working hours (08:00–
16:59), After hours (16:00–19:59), Prime time (20:00–23:59), and Night hours (00:00–07:59). Based on this new classification, a 
heatmap illustrating the daily number of patient visits according to these time categories was generated. 
Dıscussıon 
Ronald Fisher, one of the most renowned and influential figures in the field of statistics, emphasized in his seminal work On the 
Mathematical Foundations of Theoretical Statistics that the primary goal of statistical methods is to simplify data. According to Fis-
her, a dataset should be summarized using a minimal number of measures that sufficiently represent the whole. This perspective 
reflects the fundamental principle of descriptive statistics, which helps researchers understand the structure of datasets and provides 
various tools for data visualization (7, 8). 
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In medical research, data from hundreds or even thousands of observational units—such as patients, animals, cells, or other biolo-
gical samples—may be collected, yet researchers typically focus on a limited set of parameters. Data exploration and summarization 
constitute a core stage in the statistical analysis process, aiming to accurately describe and summarize the data, thereby highlighting 
its essential features. Descriptive statistical methods offer a general overview of the analyzed sample by summarizing parameters 
and visualizing them. The fundamental properties of large datasets can be communicated in a simplified manner using a few statisti-
cal measures or visual tools. During this process, researchers identify the appropriate parametric model that best represents the 
data distribution, thus laying the groundwork for subsequent hypothesis testing and analytical methods. Additionally, the primary 
goals of descriptive statistics include analyzing the research data, determining the distribution, identifying possible errors and out-
liers, and evaluating missing data and potential biases. Overall, presenting the data in a clear and comprehensible manner demonst-
rates that the researcher has collected, analyzed, and interpreted the data accurately and objectively (8). 
The first step in the data analysis process is to evaluate whether the assumptions underlying hypothesis testing are met. If the data-
set fails to meet these assumptions, the validity of the statistical analyses may be compromised, leading to inaccurate findings and 
misinterpretation. Therefore, the suitability of the data distribution should be carefully examined prior to analysis (9). 
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Most robust statistical tests rely on the assumption of normal distribution. For this reason, before conducting any statistical analysis, 
the distributional properties of the data must be thoroughly assessed (9). In our study, when we prompted the AI model to evaluate 
the normality of our numerical variables, it responded appropriately by generating histograms and applying the Shapiro-Wilk test to 
assess distributional assumptions. As a result, the model reported median and interquartile ranges for non-normally distributed vari-
ables, and mean and standard deviation for those that followed a normal distribution. 
In our study, the AI model successfully analyzed a dataset of over 53,000 entries within a short period, accurately executing the 
requested prompts and presenting the results in the form of tables and charts. The analysis process was carried out smoothly on a 
standard hospital computer running a Linux-based operating system, without encountering any freezes, crashes, or errors. Moreo-
ver, the browser-based nature of the AI model eliminates the need for installing additional software, enhancing user accessibility. 
One notable advantage of ChatGPT is its ability to interpret instructions and propose alternative solutions, demonstrating its poten-
tial for use in medical statistics. Its strength in data visualization, in particular, can assist researchers and authors in presenting their 
findings more effectively and comprehensibly. Visualization techniques suggested by the model—such as bubble charts, word clo-
uds, Pareto charts, heatmaps, and box plots—may significantly enhance the presentation quality of future research. 
The descriptive statistical analyses and visualizations presented in this study serve merely as examples. Researchers can utilize AI-
powered systems like ChatGPT to perform more detailed analyses and generate numerous tables and figures across various data 
subsets. However, the method also has certain limitations and potential drawbacks that must be considered. While AI models like 
ChatGPT facilitate the statistical analysis process, they operate within defined boundaries. The model's capabilities are mostly limi-
ted to basic descriptive statistics, and its reliability for advanced statistical modeling—such as regression analysis, hypothesis tes-
ting, or ANOVA—remains uncertain. Therefore, relying solely on AI for studies requiring inferential statistics may be misleading. 
Another important concern is the possibility of errors generated by AI. ChatGPT may occasionally produce incorrect or misleading 
outputs. For example, it might apply an inappropriate normality test or misinterpret the results. Such mistakes can directly compro-
mise the accuracy of the analysis and lead to erroneous scientific conclusions. Researchers should always manually verify and 
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cross-check the results obtained through AI. 
Moreover, data privacy concerns must not be overlooked when using AI-based tools. Since large language models operate on 
cloud-based systems, there is potential risk in processing sensitive patient information. Relying on AI-driven analysis without ensu-
ring data security could raise ethical issues and lead to violations of patient confidentiality. It is therefore essential to use anonymi-
zed data and to comply fully with legal regulations concerning data sharing and privacy. 
Lastly, the accessibility of such systems is not equal for all researchers. Advanced versions of ChatGPT (such as GPT-4) require a 
paid subscription, which may raise questions about cost-effectiveness compared to open-source statistical software like R or Python. 
Furthermore, using AI-based analysis tools may still require a basic level of technical knowledge. Without fundamental statistical 
literacy, users may misinterpret the outputs generated by the model, leading to incomplete or incorrect decisions. 
Conclusıon 
While AI-powered tools such as ChatGPT offer fast and practical solutions in medical statistics, their limitations and potential risks 
should not be overlooked. Although the analyses generated by artificial intelligence can save time for researchers, they should be 
considered solely as supportive tools, and all results must be independently verified using conventional statistical methods. 
Given the limitations related to data security, error potential, and statistical modeling, it is essential to maintain a critical perspective 
to ensure scientific rigor. On the other hand, the emerging concept of "prompt engineering", a likely profession of the future, is so-
mething that we, as physicians and researchers, should not remain distant from. To make the most of the potential offered by AI 
technologies in medical data analysis, we must approach these systems with both awareness and critical thinking. 
As the digital transformation continues to accelerate in clinical and academic domains, physicians and researchers should not only 
observe but actively participate in shaping this new era. When used appropriately, AI-assisted statistical tools can enhance research 
productivity and contribute meaningfully to the advancement of medical science. However, it is imperative to operate with a clear 
understanding of their capabilities and boundaries, as this is essential for maintaining scientific accuracy and integrity. 
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5776 
The Role Of Socıal Medıa In Medıcal Educatıon And Traınıng 
Ekim SAĞLAM GÜRMEN, Mustafa YORGANCIOĞLU 
Manisa Celal Bayar University School of Medicine, Emergency Department, Manisa, Turkey 
Introductıon: 
It is obvious that social media is with us at every moment of our lives in this information and information age. Although social media 
is generally thought to be used for entertainment, it is possible to access different content in every field of education on many plat-
forms (1,2). SM, whose use is increasing in every sector today, offers great convenience and opportunities to users in the health 
sector (3). 
Materıal-Methods: 
The study was conducted on medical faculty students at XXX university and the contribution of SM to medical education was inves-
tigated. The participants were asked a questionnaire created by the researchers, which lated approximately 5 minutes. 
Results:  
In the study with 541 participants, only 9 (1.7%) of the participants stated that they did not use social media. The study was comple-
ted with 532 (98.3%) participants who reported using social media.  
63.3% of the students stated that they had received online education before their university education. While 31.1% of the partici-
pants were not satisfied with online education, 29.9% of them were undecided about their satisfaction with online education. While 
48.4% of the students preferred a system that combines classical and online education, 45% did not prefer such a hybrid system.  
70.3% of the participants thought that SM has an impact on medical education. Students stated that they felt the need to research 
interventional procedures (69.9%) and physical examination (56.6%) the second most on SM.  
318 of the students (60.6%) stated that they needed to confirm the information from the source books related to that subject.  
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Dıscussıon:  
Today, with the effect of the digital transformation in the world, there is almost no area where social media is not used. When the 
literature is examined, it can be said that social media is becoming an indispensable part of life day by day (4,5). In order to add a 
different dimension to education with the help of technology in the coming years, it will be among the main goals of educational 
institutions to increase the experiences and skills of instructors related to online education and to ensure that students can participa-
te in their education comfortably and disciplined.  
Conclusıon:  
With the impact of developing technology, social media has become an important part of information acquisition and medical educa-
tion. It should be aimed to make the use of SM a part of medical education by eliminating the barriers due to information pollution in 
SM, increasing the experience and skills of trainers related to online education. 
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5959 
Fascicular Ventricular Tachycardia Confused with Supraventricular Tachycardia: A Case Report 
Birsen Ertekin1 ,  Ali Tayyip Kömürcü1 ,  Süleyman Özcan1 ,  Ahmet Çağlar1 
1Department of Emergency Medicine, Konya Beyhekim Training and Research Hospital, Konya, Turkey 
Introduction 
Idiopathic ventricular tachycardia (VT) is defined as episodes of VT in the absence of structural heart disease as evidenced by elect-
rocardiography (ECG), echocardiography (ECHO) and coronary angiography. Idiopathic VTs are classified as outflow tract tachycar-
dias and left ventricular fascicular tachycardias (LVFTs) (1).  
Emergency department (ED) physicians may have difficulty recognising and treating VT and its subtypes. This is because supra-
ventricular tachycardia (SVT) with conduction abnormalities can result in large complex tachycardias. In addition, fascicular VT, a 
subgroup of idiopathic VT, can be confused with typical VT or SVT. The diagnosis of fascicular VT is important in terms of treatment 
and prognosis (2). Here, we aim to present a case of fascicular VT that was initially thought to be SVT and was treated, but with no 
response. 
Case Presentation 
A 27-year-old male patient presented to A&E with palpitations. He stated that he had undergone ablation with a diagnosis of SVT, 
was not taking any medication and had no co-morbidities. On presentation to the emergency department, blood pressure was 
130/70 mm/Hg, pulse rate 166/min, temperature 36°C and saturation 96% (room air). The physical examination was normal. The 
ECG showed a heart rate of 166/min, QRS segment (140 ms), extreme axis deviation and right bundle branch block (RBBB) (Figure 
1). Vagal manoeuvres, adenosine (6,12,18 mg intravenous (IV)), metoprolol (5 mg IV) and amiodarone (300 mg IV) were administe-
red according to the narrow QRS tachycardia algorithm. There was no decrease in heart rate after these treatments. ECHO perfor-
med in the emergency department was normal. Laboratory results were normal. As atrioventricular (AV) dissociation and capture 
beats were also present on the ECG, fascicular VT was considered. Diltiazem 25 mg (IV push) was administered in the emergency 
department. After obtaining consent from the patient whose heart rate did not return to normal, electrical cardioversion was perfor-
med with 50, 100, 150 joules under sedation. After all these treatments in the emergency department, the patient whose heart rate 
could not be controlled was admitted to the coronary intensive care unit and verapamil (5 mg intravenously) was administered. Nor-
mal sinus rhythm was achieved after verapamil. After a period of follow-up in the coronary ICU, verapamil and propafenone HCL 
were prescribed and the patient was discharged (Figure 2). 
Discussion 
Idiopathic LVFT is divided into three subgroups according to ECG findings: 1) left posterior fascicular VT with left axis deviation and 
RBBB, 2) left anterior fascicular VT with right axis deviation and RBBB, 3) upper septal fascicular VT with normal axis and narrow 
QRS (1).  Cardiomyopathy has been described in 6% of cases and is usually reversible after successful ablation. While most occur 
at rest, exercise, stress and catecholamine infusion may be precipitating factors (3). The most common type is fascicular VT associ-
ated with RBBB, as seen in our case. It is often seen in young (15-40 years) men without structural heart disease (4). 
Fascicular VT is a difficult arrhythmia to recognise as it can mimic both SVT and VT. On the 12-lead ECG, capture/fusion beats and 
AV dissociation may be seen, suggesting a diagnosis of VT rather than SVT (5). In contrast to VT, in fascicular VT the RS interval is 
usually <80 ms and the QRS duration varies between 100 and 140 ms. ECG findings may vary depending on the origin of the tachy-
cardia (3,6). Fascicular VT may be confused with SVT, which can lead to difficulties in diagnosis and delays in treatment (7). 
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Fascicular VT, which has a re-entry mechanism in Purkinje fibres, is also known as verapamil-sensitive VT (2). In the treatment of 
fascicular VT, vagal manoeuvres, adenosine and propanolol are generally ineffective. Amiodarone has been shown to reduce tachy-
cardia but not to restore sinus rhythm (3). Radiofrequency ablation has been reported to be successful in selected patients (6). Many 
case reports have reported that verapamil is the most appropriate treatment, but should not be used in the setting of AS (2,3,7). In 
our case, other antiarrhythmic treatments were ineffective and sinus rhythm was achieved with verapamil treatment. 
Figure 1 

 
Figure 2 

 
 
Conclusion 
Fascicular VT is an idiopathic arrhythmia that is often confused with SVT and does not respond to standard treatment. In the setting 
of ED, fascicular VT should be considered in the presence of refractory tachycardia accompanied by RBBB and left axis deviation on 
the ECG 
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6117 
Adenosine and Ventricular Tachycardia in Surgically Corrected Congenital Heart Disease: A Potential Risk? 
Dilek Atik, Boran Polat, Habib Ali Yalama, Burcu Sena Aydın, Yunus Emre Gülel, Aslıhan Onuralp 
Karamanoglu Mehmetbey University 
Introduction: 
Supraventricular tachycardia is defined as atrial rates higher than 100 beats per minute originating from tissues at the His bundle 
and above. Traditionally, all types of tachycardias, except for ventricular tachycardia and atrial fibrillation (AF), are classified as SVT 
(1). The overall incidence has been found to be 1.03 per 1,000 patient-years. Major congenital heart diseases and cardiomyopathies 
are associated with a higher incidence and increased mortality rates (2). Vagal maneuvers and adenosine play a crucial role in both 
the treatment and diagnosis of SVT, particularly in cases where the ECG findings are inconclusive (1). 
On the other hand, transposition of the great arteries (TGA) is a congenital cardiac malformation characterized by atrioventricular 
concordance and ventriculoarterial discordance. The incidence of TGA is estimated to be 1 in 3,500–5,000 live births, with a higher 
prevalence in males (3). Currently, the arterial switch operation is the preferred treatment, while the Senning and Mustard procedu-
res were formerly used for correction (4). In patients who have undergone Mustard or Senning repairs, atrial re-entrant tachycardias 
are common, and the use of antiarrhythmic medications is limited due to proarrhythmic risks (5). 
Although adenosine has been reported to induce ventricular arrhythmias in some patients, particularly in those with syndromes such 
as Wolff-Parkinson-White (WPW), its risks and associations with congenital heart diseases remain poorly understood (6,7). 
In this case report, we describe a 28-year-old patient with a history of transposition of the great arteries correction surgery who deve-
loped monomorphic ventricular tachycardia following adenosine administration. 
Case Report:  
A 28-year-old male patient presented to the emergency room with a complaint of palpitation. Due to transposition of the great arte-
ries, ventricular septal defect, and pulmonary atresia, he had corrective surgery at the age of nine. The patient has a history of pul-
monary embolism – once five years ago and most recently one week ago, which was diagnosed with segmental emboli and resulted 
in his admission and discharge two days before his presentation. He was prescribed warfarin 5 mg once daily, enoxaparin 6000U 
twice daily, and amiodarone 200 mg twice daily. However, the patient had not been using amiodarone consistently. He did not have 
any known rhythm disorder and was regularly followed by the cardiology department. 
On physical examination, the patient was distressed. He was alert and cooperative, with a Glasgow Coma Score of 15. His heart 
rate was 131, blood pressure was 126/84, respiratory rate was 18 per minute, and his oxygen saturation was 90% on room air. Apart 
from palpitations, he did not report any chest pain or dyspnea. An ECG (Figure 1) was then performed. 

 
 
His ECG was evaluated as supraventricular tachycardia, and the patient's vitals were monitored, including a defibrillator setup. Vagal 
maneuver and carotid massage started without any clinical response. Subsequently, six mg of adenosine was administered intrave-
nously. Following that, his heart rate increased, and his heart rhythm progressed to monomorphic ventricular tachycardia (Figure 2). 
A quick ABC assessment was applied, and the patient was found to be stable with a pulse, remaining conscious with a GCS score of 
15. His vital signs remained stable, with a blood pressure of 115/72. A 300 mg amiodarone infusion was started, and three minutes 
after the onset of ventricular tachycardia, it resolved. (Figure 3). 
His FBC and biochemistry panel were within reference ranges and showed no significant findings. His troponin I level was negative 
(<10). In his venous blood gas analysis, the pH was 7.354, pCO₂ was 44.3 mmHg, HCO₃ was 24.7 mmol/L, and his lactate level 
was 1.52 mmol/L. His INR was 1.60, APTT was 28.9 seconds and PT was 16.1 seconds. After the patient stabilized, he was admit-
ted to the cardiology department for monitoring, and his amiodarone therapy was continued as maintenance. During his admission, 
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he did not show any VF or VT rhythms, and his troponin levels remained stable. Also, enoxaparin was administered because the 
INR was not at the required level. Due to his arrhythmia, the patient was transferred to another hospital for ablation treatment. 

 
                                            
 

 
 
Discussion: 
In the surgical correction of the transposition of the great arteries, the Atrial Switch Procedure (Mustard or Senning operation) was 
the gold standard for years. As a result of this procedure, the morphological right ventricle supports systemic circulation. RV failure 
and tricuspid regurgitation are common in these patients. Sinus node dysfunction and atrial arrhythmias are frequent. Associated 
defects, such as abnormalities of the tricuspid valve, ventricular septal defect, and pulmonary stenosis, are present in most patients 
(8). Our patient also had a ventricular septal defect and pulmonary atresia. Due to scarring and altered anatomy, atrial re-entrant 
tachycardias are common in these patients. However, the exact mechanisms behind this phenomenon remain unknown (5). 
In cases of narrow QRS SVT, vagal maneuvers are the first-line treatment, stimulating the vagus nerve, which causes the release of 
acetylcholine and slows the heart rate (9). After that, adenosine, an endogenous purine nucleoside, is the preferred first-line drug for 
treating narrow complex SVT, even when a clear ECG-based diagnosis is unavailable (1). It prolongs AV conduction, leading to a 
transient AV block, which results in the termination of tachycardia (10). Adenosine has some absolute contraindications. It is not 
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recommended for patients with hypersensitivity to adenosine, heart block, or clinically active bronchospasm (11). In SVT cases in-
volving an accessory pathway, such as in Wolff-Parkinson-White (WPW) syndrome, extreme caution is required. Blocking the AV 
node may result in enhanced conduction from the atria to the ventricles via the accessory pathway because adenosine does not 
affect these pathways. In such cases, adenosine use can trigger severe tachycardia and even cardiac arrest (12). Ibutilide and pro-
cainamide are preferred alternatives to adenosine in AVRT patients (1). 
In our case, the reason for the progression to ventricular tachycardia after adenosine remains unclear. It is known that scar tissue 
and congenital heart diseases following surgery can contribute to reentrant tachycardias (13). However, there is limited data on the 
acute management of tachycardias in congenital heart disease patients. Differences in surgical approaches and the complex mec-
hanisms involved in reentrant tachycardias make this phenomenon even more complicated (8,13). 
We suggest that further investigations and studies should focus on this issue to establish a standardized approach for managing 
these patients. Due to the altered conduction pathways and scarring from prior surgeries, these patients may exhibit unpredictable 
responses to standard SVT treatments, potentially leading to life-threatening arrhythmias. Like WPW syndrome, a tailored risk as-
sessment should be considered before administering AV nodal blocking agents. Future studies should evaluate whether alternative 
antiarrhythmic strategies or electrophysiological mapping techniques could help prevent adverse outcomes in this high-risk popula-
tion. 
Conclusion: 
Managing SVT in patients with surgically corrected congenital heart disease is challenging due to altered anatomy and arrhythmo-
genic structure. Our case highlights the risk of unexpected ventricular tachycardia following adenosine administration, underscoring 
the need for caution. Like WPW syndrome, alternative treatments like procainamide or ibutilide may be safer in these patients. Furt-
her research is needed to establish clear guidelines for acute arrhythmia management in this high-risk group. 
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6147 
Subarachnoid Hemorrhage Presenting with Acute ST-Segment Elevation: A Neurocardiological Case Report 
Melih Yucel Sanlier 
Istanbul Medeniyet University- Goztepe Suleyman Yalcin City Hospital- Emergency Department 
Introduction 
Subarachnoid hemorrhage (SAH), a life-threatening neurological condition, is commonly due to cerebral aneurysm rupture. It acco-
unts for approximately 5% of all strokes but contributes disproportionately to stroke-related deaths and long-term disability [1]. 
Prompt diagnosis and intervention are crucial in determining outcomes. Although the hallmark symptoms of SAH include sudden-
onset severe headache, vomiting, and decreased consciousness, it may also present with systemic manifestations, including elect-
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rocardiographic (ECG) abnormalities and elevated cardiac enzymes, thereby mimicking acute coronary syndromes (ACS), compli-
cating the initial diagnostic process [2,3].  Several case reports and clinical studies have documented ECG abnormalities in patients 
with SAH, including ST-segment elevation, QT prolongation, and T-wave inversion.  According to current literature, neurogenic 
stunned myocardium, caused by excessive sympathetic activation and a spike in catecholamines, is responsible for these mislea-
ding cardiac manifestations [4,5]. 
This case report examines a complex clinical scenario involving a 60-year-old male who initially presented with anterior ST-
segment elevations consistent with acute anterior MI, underwent percutaneous coronary intervention (PCI). Subsequently, neurolo-
gical symptoms emerged, revealing underlying SAH. This case highlights the critical neurocardiac interactions and emphasizes the 
importance of recognizing SAH in differential diagnoses of acute cardiac events. 
Case Presentation 
A 60-year-old male with hypertension and coronary artery disease presented to the emergency department with sudden-onset 
syncope. His chronic medications included low-dose aspirin (Coraspirin) and clopidogrel (Plavix). On examination, he was consci-
ous and oriented. Vital signs on admission were notable for a blood pressure of 160/90 mmHg, pulse rate of 110 beats per minute, 
and oxygen saturation of 96% on room air.  An initial ECG showed significant anterior ST-segment elevation, consistent with acute 
anterior ST-elevation myocardial infarction (STEMI) (Figure 1). Laboratory evaluation revealed significantly elevated high-sensitivity 
troponin levels (10,000 ng/L; reference: 0–14) and D-dimer levels (3,007 µg/L; reference: 0–500). Based on these findings, imme-
diate admission to the cardiology department was arranged for emergent coronary angiography. The Angiography showed stenoses 
secondary to previous myocardial infarction. Percutaneous coronary intervention (PCI) was performed successfully, and the patient 
was subsequently admitted to the intensive care unit for post-procedural monitoring. 
Within hours of the procedure, the patient developed a severe, sudden-onset headache accompanied by nausea and vomiting. 
Neurological examination revealed progressive confusion. A non-contrast cranial computed tomography (CT) was performed and 
indicated a subarachnoid hemorrhage characterized by increased density in the basal cisterns, due to cerebral aneurysmal rupture, 
and the patient was consulted to neurosurgery (Figure 2a). Hydrocephalus was detected during follow-up imaging, prompting 
external ventricular drainage (EVD) (Figure 2b). In subsequent imaging after EVD, the development of acute subdural hematoma 
has been documented as a complication that is believed to be associated with heparinized angiography. Emergency evacuation of 
hematoma and decompressive craniectomy was performed afterwards. (Figure 2c). Despite these interventions, postoperative 
intensive care management was complicated by hemodynamic instability requiring vasopressor support, and the patient's condition 
deteriorated progressively, leading to his death from hemodynamic and neurological decline.  
Figure 1. ECG showing ST-segment elevation in leads V1–V5, initially interpreted as anterior STEMI. 

 
 
Discussion 
This case illustrates the complex pathophysiological interaction between acute neurological events and cardiac manifestations, often 
referred to as the brain-heart axis. SAH-induced ECG alterations, including ST elevation, QT prolongation, and T-wave inversion, are 
common yet challenging to distinguish from ACS [2,3,8]. These abnormalities are related to the abrupt release of catecholamines, 
which results in myocardial dysfunction and potential arrhythmias [4,5,9]. In SAH cases, these changes are typically diffuse and 
fluctuate significantly with neurological status, unlike the localized and consistent patterns seen in myocardial infarction [3,5]. Neuro-
genic stunned myocardium from intense catecholamine release is the accepted pathophysiological mechanism behind SAH-induced 
ECG changes [4,9].  
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Awareness of SAH is critical, particularly in atypical presentations or altered mental status, to prevent diagnostic delays [1,9]. Antith-
rombotic therapy, though standard in managing ACS, can exacerbate intracranial hemorrhage, leading to fatal complications as 
observed in this case. Thus, it is critical to maintain a high index of suspicion for SAH in any patient with unexplained neurological 
signs, especially when the cardiac picture is ambiguous or evolving. In our case, invasive cardiac procedures based on initial ECG 
findings were complicated by the subsequent discovery of SAH. The emergence of complications like hydrocephalus and subdural 
hematomas considerably exacerbates the prognosis and necessitates immediate multidisciplinary intervention [1,7].  Management 
challenges involve balancing cardiac and neurological needs. 
Conclusion 
SAH can present with ECG abnormalities indistinguishable from AMI. Clinicians should consider the possibility of SAH in patients 
presenting with cardiac symptoms and exhibit atypical neurological findings. Prompt recognition and multidisciplinary management 
are essential to improving clinical outcomes. 
 

 
Figure 2. CT scan showing subarachnoid hemorrhage, hydrocephalus, and subdural hematoma post-intervention. (a) Cranial CT 
scan showing subarachnoid hemorrhage in the basal cisterns; (b) Ventricular enlargement indicating hydrocephalus requiring EVD; 
(c) Post-EVD imaging showing acute subdural hematoma. 
 
Keywords 
Subarachnoid hemorrhage, electrocardiographic anomalies, ST-segment elevation, myocardial infarction, neurocardiology 
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6150 
A Rare Postoperative Complication: Hematoma and Abscess of the Falciform Ligament 
İsmail KARTAL1, Salih KARAKOYUN2 

1Medical Park Hospital Ordu, Department of Radiology, Ordu, Turkey. 
2Düzce University School of Medicine, Department of Emergency Medicine, Düzce, Turkey 
Introduction  
Falsiform ligament (FL) pathologic lesions were first described in 1909 [1]. Cyst, tumor, inflammation and necrosis due to omphalitis 
in infants, abscess that may occur after biliary obstruction and infection in adults, hematoma that develops after antiaggregant drug 
use or operation are among the pathologies that can be seen in the FL. Clinically, it may present with symptoms and signs such as 
right upper quadrant pain, mass, fever, obstructive jaundice and portal pyemia. FL hematoma or abscess is a rare clinical entity and 
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has only been reported in a few cases in the literature [2,3]. In this article, we aimed to present our case of postoperative FL hema-
toma and abscess with imaging findings since it is unique in the literature to our knowledge. 
Case  
A 58-year-old male patient presented to the emergency department of our hospital with epigastric pain. He had no history of drug 
use and had undergone umbilical hernia surgery three days before. Complete blood count and biochemical laboratory tests were 
normal. Physical examination revealed tenderness in the epigastric region. There was an operation-related scar in the umbilical 
region. Ultrasonography was performed after a palpable mass was detected in the epigastric region on deep palpation. Ultrasonog-
raphy (Siemens, Acuson Antares, Germany) showed a heterogeneous hyperechogenous mass lesion with a liver-related appearan-
ce extending from the epigastric region to the superior umbilicus. The patient was then evaluated with non-contrast abdominal com-
puted tomography (CT). The examination was performed with a 64 multidetector CT scanner (Toshiba, Aquilon, Otawara, Japan) in 
axial, coronal and sagittal planes. The lesion was observed as an inhomogeneous mass starting from the anterior abdominal wall at 
the level of the umbilicus and extending along the ligamentum teres into the FL between both lobes of the liver (Figure 1). A fine 
needle puncture of the mass in the epigastric region yielded a material compatible with hematoma. The patient was followed up for 
regression of FL hematoma. The patient was discharged without any complication. 
Approximately two months later, the patient underwent laparoscopic cholecystectomy at an outside center with a diagnosis of chole-
lithiasis. A few days after the second operation, he was admitted to our center again with the complaints of a painful mass in the 
epigastric region and purulent discharge from the trocar entry site. Contrast-enhanced abdominal CT scan revealed a dense fluid 
collection with air values at the site of a previous falsiform hematoma (Figure 2). Clinical examination revealed purulent discharge 
from the trocar entry site and a diagnosis of FL abscess was made. Percutaneous drainage and antibiotherapy were applied. The 
patient was discharged without any complication during follow-up. 

 
Figure 1: The falciform ligament hematoma is shown with arrows on a non-contrast abdominal CT scan 
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Figure 2: Contrast-enhanced abdominal CT scan showing a falciform ligament abscess with arrows. 
Discussion 
The FL is a ligament that suspends the liver to the anterior abdominal wall. It superficially divides the liver into two main lobes, right 
and left. It contains the round ligament (ligamantum teres hepatis) formed by the remnant of the left umbilical vein from the umbilicus 
to the left portal vein branch, paraumbilical veins and adipose tissue. The paraumbilical veins originate from the umbilical portion of 
the left portal vein within the FL and their ends are directed towards the umbilicus and periumbilical veins. In the literature, FL patho-
logies include cyst, tumor, abscess and hematoma [1-4]. Abscessation of FL hematoma is not mentioned. Our case is the first and 
only case in the literature in this regard. 
FL hematoma is a rare entity reported in only a few cases in the literature [5,6]. The etiology is related with anticoagulant drug use or 
previous surgeries. Rarely, spontaneous hemorrhage may develop within the FL [7,8]. In the patient we presented, there was no 
drug use. He was operated with a diagnosis of incarcerated umbilical hernia. We think that the maneuvers performed during this 
operation caused incision of the paraumbilical veins passing through the round ligament and led to the development of FL hemato-
ma.   
FL abscess has been reported only a few times in the literature and has been shown to develop due to ventriculoperitoneal shunt 
infection, cholecystitis, pancreatitis and umbilicus infection in children (1-3,9). In our case, FL abscess was observed as a complica-
tion after laparoscopic cholecystectomy at an external center. The contamination of a previously developed FL hematoma during the 
second operation may be the cause of FL abscess development. In these patients, we think that trocar insertion away from the FL 
may prevent contamination of the hematoma. 
The diagnosis of FL hematoma or abscess is usually based on physical examination findings and radiologic imaging modalities. 
Ultrasonography should be the first method of investigation. CT provides more detailed information about the size and location of the 
lesion. In patients with hematoma, non-contrast CT is performed first, but contrast-enhanced CT will be more useful for the differen-
tial diagnosis of abscess and mass. In our case, the diagnosis was made by physical examination, ultrasonography and CT. 
Treatment requires ligament excision depending on the size of the hematoma or follow-up for regression of the hematoma. Abscess 
treatment includes percutaneous or laparoscopic drainage, antibiotherapy and ligament excision if necessary. 
In conclusion, FL hematoma or abscess is a rare clinical entity that may present with an epigastric mass and acute abdominal symp-
toms. The diagnosis can be easily made with radiologic examinations, especially multidetector CT. It is a condition that should be 
kept in mind, especially in patients presenting to the emergency department with complaints of upper abdominal pain and swelling. 
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Percheron artery infarction: a case report on differential diagnosis with carbon monoxide and methanol poisoning  
Nurser Mutlu1, Hakkı Yüce1, Ayla Mollaoğlu1, Abidin Baran1, Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye 
Introductıon 
Percheron artery infarction is a rare type of ischemic stroke that occurs due to the occlusion of a single artery originating from the P1 
segment of the posterior cerebral artery, which supplies both paramedian thalami (1). It is characterized by bilateral thalamic infarc-
tion and, in some cases, involvement of the rostral mesencephalon. Clinically, it can present with symptoms such as sudden chan-
ges in consciousness, confusion, vertical gaze palsy, and memory impairment (2). However, since these symptoms are nonspecific, 
metabolic, toxic, infectious, and neurodegenerative causes should also be considered in the differential diagnosis. 
In particular, carbon monoxide and methanol poisoning can lead to clinical and radiological findings similar to those of Percheron 
artery infarction due to their involvement of deep gray matter structures (3,4). Carbon monoxide poisoning is associated with bilate-
ral lesions in the globus pallidus and thalamus and can cause neurological symptoms (5). Methanol poisoning is characterized by 
bilateral involvement of the putamen and thalamus, leading to symptoms such as optic neuritis, altered consciousness, nausea, 
vomiting, and abdominal pain (6). 
In this case report, we discuss a 67-year-old female patient diagnosed with Percheron artery infarction and emphasize the importan-
ce of differentiating carbon monoxide and methanol poisoning in the diagnostic process. 
Case Presentatıon 
A 67-year-old female patient was brought to the emergency department by the 112 ambulance team due to a loss of consciousness. 
According to her husband, the patient was healthy and fully conscious when she woke up at around 4:00 AM to pray, after which she 
went back to sleep. However, at approximately 10:00 AM, she could not be awakened. Additional information from family members 
revealed that the patient did not consume alcohol or tobacco, lived in a house with a central heating system, and had a medical 
history of diabetes and hypertension, for which she was taking her medications regularly. 
Upon initial evaluation in the emergency department, the patient's general condition was poor, and her Glasgow Coma Score (GCS) 
was recorded as 8. Her vital signs were as follows: blood pressure, 141/78 mmHg; pulse, 82 bpm; temperature, 37.4°C; oxygen 
saturation, 96%; and blood glucose level, 138 mg/dL. Neurological examination revealed that the patient was in a stuporous state, 
with no orientation or cooperation. Her pupillary light reflexes were normal bilaterally, with isocoric pupils. There were no signs of 
meningeal irritation, and her facial muscles were symmetric. Although a full assessment of muscle strength was not possible, she 
was observed to move all four extremities in response to painful stimuli. Laboratory tests and neuroimaging were performed. Arterial 
blood gas analysis revealed a pH of 7.35, pCO₂ of 48.8 mmHg, pO₂ of 81 mmHg, lactate of 1.6 mmol/L, HCO₃ of 23.8 mmol/L, 
and COHb of 1%. 
A brain CT scan showed hypodense areas in the bilateral thalamic regions (Figure 1). Diffusion-weighted MRI revealed hyperintense 
signals in the bilateral thalami, with diffusion restriction on the ADC map, findings consistent with acute ischemia (Figure 2). After 
consultation with the neurology and interventional radiology departments, no large vessel occlusion was identified, and endovascu-
lar treatment was not recommended. The patient was admitted to the intensive care unit for further monitoring and treatment. 
Dıscussıon 
Percheron artery infarction is a rare type of stroke caused by the occlusion of a single thalamoperforating artery originating from the 
P1 segment of the posterior cerebral artery, which supplies both paramedian thalami (1). This type of stroke is characterized by 
bilateral thalamic infarction and, in some cases, involvement of the rostral mesencephalon. Clinically, it can present with symptoms 
such as sudden changes in consciousness, confusion, vertical gaze palsy, and memory disturbances (2). However, since these 
symptoms are nonspecific, diagnosing the condition can be challenging, and a broad range of differential diagnoses should be con-
sidered. In particular, toxic and metabolic encephalopathies can mimic the clinical presentation of Percheron artery infarction. 
Bilateral thalamic involvement is not limited to vascular causes; it can also be associated with toxic, metabolic, infectious, and neu-
rodegenerative conditions. Carbon monoxide (CO) and methanol poisoning can produce clinical and radiological findings similar to 
those of Percheron artery infarction. CO poisoning leads to hypoxia-related damage, particularly affecting the globus pallidus, thala-
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mus, and white matter, and can present with symptoms such as headache, dizziness, altered consciousness, and neurological defi-
cits (3). In cases of suspected CO poisoning, carboxyhemoglobin (COHb) levels should be assessed via arterial blood gas analysis, 
and the patient's history of potential exposure should be carefully evaluated. In this case, CO poisoning was ruled out due to normal 
COHb levels. 
 
Figure 1 BT images of the patient Figure 2: MRI images of the patient 

 
 

 
Methanol poisoning, on the other hand, typically results in bilateral putamen and thalamic involvement and is associated with symp-
toms such as optic neuritis, altered consciousness, nausea, vomiting, and abdominal pain (4). The toxic effects of formic acid, a 
metabolite of methanol, can severely impact the optic nerves, leading to vision disturbances (5). In this case, methanol toxicity was 
excluded based on arterial blood gas analysis and ophthalmological examination findings. 
Other potential causes of bilateral thalamic involvement include hypoglycemia, Wernicke’s encephalopathy, herpes encephalitis, and 
prion diseases (6). Hypoxic-ischemic encephalopathy, often following cardiac arrest, can also affect gray matter structures and sho-
uld be considered in the differential diagnosis. Therefore, a thorough evaluation of the clinical history and radiological findings is 
essential. 
Diffusion-weighted MRI is one of the most valuable diagnostic tools for Percheron artery infarction. Imaging findings that demonstra-
te diffusion restriction and align with vascular distributions are particularly useful in differentiating this condition from other causes. In 
this case, the ischemic nature of the imaging findings, consistent with vascular structures, led to the prioritization of vascular causes, 
while toxic and metabolic encephalopathies were excluded. The most crucial factor in the differential diagnosis is the combined 
assessment of the clinical history and imaging findings. 
Percheron artery infarction presents a diagnostic challenge due to its nonspecific and rare clinical manifestations. In this case, after 
excluding toxic causes, radiological findings confirmed the diagnosis of Percheron artery infarction. This case highlights the impor-
tance of ruling out toxic encephalopathies and underscores the need to consider this condition in the differential diagnosis. A multi-
disciplinary approach and advanced imaging techniques are critical for an accurate diagnosis. 
Conclusıon 
As demonstrated in this case, Percheron artery infarction can present to emergency departments with altered consciousness. In 
patients with altered consciousness and bilateral thalamic involvement on diffusion-weighted MRI, Percheron artery infarction should 
always be considered in the differential diagnosis. Clinical history, arterial blood gas analysis, and ophthalmological evaluation sho-
uld be assessed collectively to exclude toxic-metabolic encephalopathies such as carbon monoxide and methanol poisoning. Early 
diagnosis and appropriate management are crucial for improving prognosis. 
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Effects Of Dark Time And Chronobiological Time On Traffic Accidents Admitted To The Emergency Department 
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1Department of Emergency Medicine, Afyonkarahisar Health Sciences University, Afyonkarahisar, Türkiye 
Introduction and Purpose: Human biology and behavior have adapted exquisitely over time to favor optimal readiness during acti-
vity and renewal and repair during rest. These alternating time states and related processes are regulated by a genetically inherited 
endogenous circadian rhythm, or biological clocks. The model derived from rodent experiments assumes that the circadian system 
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is governed by a single master biological clock, the suprachiasmatic nucleus of the hypothalamus, which contains a relatively small 
number of clock genes that coordinate the dependent peripheral clocks of cells, tissues, and organs. However, this model may be 
more complex, as several studies suggest the existence of additional autonomous brain oscillators, including those in the cerebral 
hemispheres, that exhibit circadian periods equal to and different from the 24-hour period under different experimental conditions. 
Accidents can occur at any time of day and may be more common during the day in some environments than during other work 
shifts. Furthermore, the etiology of accidents includes not only worker-centered determinants such as circadian time, which refers to 
cognitive and physical performance rhythms, or factors such as sleep propensity and recent sleep history related to fatigue, but also 
the nature of the job tasks and how they are performed. It also includes the ecology of the workplace in terms of hazards, whether 
alone or in combination with others, which can be programmed in time over a 24-hour period, all of which are interconnected. 
Simon Folkard coined the phrase “dark time” in 1997 to draw attention to the fact that, for people who are usually active during the 
day, the risk of a driving accident is greater at night than during the day. The 24-hour temporal pattern in driving accidents involves, 
at least in part, the circadian rhythms of fatigue and sleep propensity, cognitive and physical performance, and behavior, which are 
controlled by endogenous clocks. 
Accidents and accidental injuries are important public health problems that require multidisciplinary research approaches and soluti-
ons, especially as technologies that require attention become increasingly integrated into work and daily life. The variation in the 
number and risk of accidents over a 24-hour period depends on many factors, including the nature and intensity of daytime duties 
and other shifts, the characteristics of working arrangements, and the training and age of workers, so that in some environments 
accidents and injuries may be more common during the day than at night. We introduced the term dark time to warn that people who 
are usually active during the day tend to be at greatest risk of driving and work-related accidents at night, when fatigue and slee-
piness increase and cognitive and physical abilities are impaired. The risk of a car or truck driving accident actually shows two pe-
aks, a large peak between 02:00–03:00 at night and a smaller peak between 14:00–15:00. Fatigue and drowsiness play a significant 
role in night driving accidents, as previously reported, and has been repeatedly confirmed for nighttime industrial and disaster acci-
dents. 
Afyonkarahisar is a regional hub in Turkey. Since it serves as an intersection in Turkey, millions of vehicles pass through Afyonkara-
hisar every year and hundreds of accidents occur. In our study, patients between the ages of 18-100 who applied to the Afyonkara-
hisar Health Sciences University Health Application and Research Center Adult Emergency Department due to traffic accidents 
inside or outside the vehicle between 01.01.2021-01.03.2025 will be included in the study. Studies on chronobiology are important 
studies that will provide both efficiency and control in health. Considering that patients who apply to the emergency department due 
to traffic accidents exhibit chronobiological changes, making changes appropriate to this situation can reduce the emergency de-
partment load and increase the quality of the service provided. Our goal in our study is to determine the chronobiological cycle of our 
emergency department and the increase or decrease in traffic accidents applied in bad times according to years, seasons, night and 
day, make the necessary preparations and increase the quality of the service provided. 
Materials and Methods: Our study will determine which season and hour there are more accidents and we aimed to find informa-
tion about the situations to be careful about. We included 2868 patients in our study between 01.02.2021-30.12.2024. 1962 (68.4%) 
of them are male and 906 (31.6%) are female. In our study, it was found that the most frequent accidents occurred in the summer 
months with 36.20% between 2021-2024 (figure 1). It was also found that the most frequent accidents occurred on Friday (figure 2). 
It has been determined that accidents are most common between 16:00-20:00 after work (figure 3). 
Figure 1: Number of accidents between seasons by year 

 
 

0

50

100

150

200

250

300

350

2021 2022 2023 2024

Figure 1: Number of accidents between seasons by year

Spring Summer Autumn Winter

216



17-20 APRIL 2025, STARLIGHT RESORT HOTEL, MANAVGAT / ANTALYA

&

&

IN CONJUNCTION WITH

12TH INTERCONTINENTAL EMERGENCY MEDICINE CONGRESS

12TH INTERNATIONAL CRITICAL CARE AND EMERGENCY MEDICINE CONGRESS

21TH NATIONAL EMERGENCY MEDICINE CONGRESS

2025 WACEM SUMMER LEADERSHIP SUMMIT

Figure 2: Number of accidents between days by year 

 
Figure 3: Number of accidents between hours by year 
 

 
Results and Conclusion: In our study, we aimed to find solutions to the questions of how precautions can be taken and how such 
accidents can be prevented in the light of this information. Especially on Fridays and after work, inspections should be increased and 
drivers should be more careful. Due to summer vacation and more frequent use of highways, it is necessary to be more careful in 
the summer in order to prevent accidents. 
Keywords: black time ,  chronobiological time ,  traffic accidents 
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6469 
Fatal Cyfluthrin Intoxication Following Accidental Topical Exposure in a 67-Year-Old Woman: A Case Report 
Yalcin Golcuk1, Ahmet Aksakal2, Ömer Faruk Karakoyn2, Şule Yıldız Kaya1, 
1Department of Emergency Medicine, Faculty of Medicine, Muğla Sıtkı Koçman University  
2Emergency Medicine Service, Muğla Training and Research Hospital 
Introductıon: Pyrethroids such as Cyfluthrin act by modifying the gating kinetics of voltage-gated sodium channels, leading to neu-
rotoxicity in insects. These agents are considered relatively safe for humans due to rapid metabolic inactivation and low dermal 
absorption. However, in rare instances, especially in vulnerable populations, severe systemic toxicity can occur. To date, literature on 
human fatalities from Cyfluthrin exposure remains limited, particularly in cases involving dermal routes. Here, we present a fatal 
case of presumed Cyfluthrin poisoning in an elderly woman with no significant comorbidities, providing insight into the progression 
and systemic manifestations of pyrethroid toxicity. 
Case: A 67-year-old woman, a shepherd by profession, was brought to the emergency department after collapsing in a remote pas-
ture area. Earlier that morning, she had applied a Cyfluthrin-based insecticide spray to goats for flea control. Within hours, she deve-
loped acute retrosternal chest pain radiating to her back and shoulders, followed by profuse vomiting and a transient loss of consci-
ousness. Upon arrival at the emergency department, she was hypotensive (BP: 65/45 mmHg), bradycardic (HR: 65 bpm), and hy-
poxic (SpO₂: 88% on room air). Physical examination revealed no external injuries or signs of trauma. 
Initial laboratory investigations were notable for extreme hyperglycemia (glucose: 420 mg/dL), severe metabolic acidosis (pH: 6.95, 
bicarbonate: 14 mmol/L), and elevated cardiac and hepatic markers (Troponin T: 62 ng/L, AST: 2900 U/L, ALT: 2200 U/L, LDH: 
>2700 U/L). Renal function tests showed acute kidney injury (Creatinine: 2.86 mg/dL; Urea: 148 mg/dL). Coagulation profile was 
deranged with INR: 1.51 and fibrinogen: 244 mg/dL. D-Dimer was significantly elevated at 6400 ng/mL. 
A transthoracic echocardiogram revealed a 2–3 cm circumferential pericardial effusion without signs of tamponade. Chest radiog-
raph and non-contrast thoracoabdominal CT were unremarkable except for mild bilateral pleural effusions and pericardial fluid. The-
re were no radiological signs of ischemic heart disease or pulmonary embolism. Toxicology screening was not immediately available, 
but Cyfluthrin exposure was strongly suspected based on history. 
The patient was transferred to the intensive care unit (ICU) with a working diagnosis of toxic-induced lactic acidosis, ischemic hepati-
tis, and multiorgan dysfunction. She was treated with high-dose intravenous sodium bicarbonate, N-acetylcysteine infusion, broad-
spectrum antibiotics, and aggressive fluid resuscitation. Continuous hemodynamic and renal monitoring were initiated. Despite nor-
malization of blood glucose and partial improvement in acid-base status, her clinical condition progressively deteriorated. 
By ICU day 2, the patient developed disseminated intravascular coagulation (DIC), marked by thrombocytopenia (platelets: 55 
×10³/µL), elevated D-dimer (>21,000 ng/mL), and worsening liver function tests. She remained oliguric despite volume expansion, 
and hemodialysis could not be initiated due to hemodynamic instability. Hematology, gastroenterology, and cardiology consultations 
supported the diagnosis of systemic inflammatory response syndrome (SIRS) secondary to toxic exposure and advised continuation 
of supportive care. 
On day 8 of hospitalization, the patient experienced sudden cardiac arrest. Cardiopulmonary resuscitation was initiated promptly, 
and multiple doses of intravenous adrenaline were administered. Despite 45 minutes of advanced life support, return of spontane-
ous circulation was not achieved, and the patient was pronounced dead. 
Dıscussıon: This case demonstrates a rare but fatal outcome following presumed Cyfluthrin intoxication via dermal exposure. Alt-
hough Cyfluthrin is considered low-risk in humans, its toxic potential in elderly or dehydrated individuals should not be underestima-
ted. The rapid onset of symptoms and severe systemic findings—particularly lactic acidosis, hepatic transaminase surge, coagulo-
pathy, and myocardial involvement—suggest direct cytotoxic and mitochondrial mechanisms. Previous studies have linked pyreth-
roid toxicity with oxidative stress, sodium channel dysfunction, and calcium dysregulation, all of which may contribute to the obser-
ved clinical manifestations. 
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Delayed recognition and lack of specific antidotal therapy for Cyfluthrin limit treatment options to supportive care. In this case, early 
decontamination was attempted, but the systemic toxicity had likely progressed. The history of fluid restriction, NSAID use, and 
possible dehydration could have exacerbated absorption and impaired clearance, contributing to the fulminant clinical course. 
To our knowledge, this represents one of the few documented cases of fatal Cyfluthrin intoxication following topical application. Whi-
le human case reports are rare, the growing use of pyrethroids in agriculture and veterinary practice necessitates heightened clinical 
vigilance and public education regarding safe use. 
In conclusion, cyfluthrin, though typically regarded as a safe pyrethroid, can cause life-threatening toxicity through dermal absorption 
in specific scenarios. This case underlines the importance of early identification, decontamination, and aggressive supportive the-
rapy in suspected insecticide poisoning. Further studies and toxicological surveillance are essential to better understand the risk 
factors and pathophysiological mechanisms of pyrethroid-related fatalities. 
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Unexpected diagnosis in adulthood: diabetic ketoacidosis as the first symptom of diabetes 
Mehmet Kasa1, Hatice Yollar1, Osman Lütfi Demirci1, Muhammet Gökhan Turtay1, Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye 
Introductıon 
Diabetic Ketoacidosis (DKA) is one of the most serious acute complications of diabetes and is characterized by hyperglycemia, 
ketosis, and metabolic acidosis, usually because of insulin deficiency or insufficiency. Although DKA is particularly common in indivi-
duals with type 1 diabetes, in some cases it can also occur in patients with type 2 diabetes. This clinical picture, which requires ur-
gent diagnosis and treatment, may lead to mortality and morbidity in the absence of rapid intervention [1]. The basic mechanism in 
the development of DKA is an absolute or relative insulin deficiency. Insulin deficiency leads to hyperglycemia by increasing the 
process of gluconeogenesis and glycogenolysis in the liver. At the same time, the absence of insulin increased the mobilization of 
free fatty acids from adipose tissue, leading to the production of ketone bodies (acetoacetate, beta-hydroxybutyrate). As a result, 
metabolic acidosis occurs with a decrease in the blood pH [2]. DKA may be a common initial presentation in patients presenting with 
newly diagnosed diabetes . A significant proportion of patients with diabetes, especially in childhood and adolescence, can be re-
cognized directly by the development of ketoacidosis rather than by hyperglycemic symptoms [3]. The main clinical manifestations of 
DKA are polyuria, polydipsia, weight loss, nausea, vomiting, abdominal pain, weakness, dehydration, hypotension, and signs of 
metabolic acidosis such as Kussmaul respiration. Patients may also present with neurological symptoms such as confusion or coma 
[4]. The main goals for treating DKA are to restore the fluid-electrolyte balance, correct hyperglycemia, reverse ketosis, and treat the 
underlying cause. As a first step, dehydration should be corrected by intravenous fluid therapy. Usually, 0.9% NaCl solution is pre-
ferred and administered at a rate of 10-20 mL/kg in the first hour. When glucose levels drop, hypoglycemia should be prevented by 
adding 5-10% dextrose [6]. Insulin treatment is initiated as a low-dose intravenous insulin infusion (0.1 U/kg/hour). If the serum po-
tassium level falls below 3.3 mEq/L, potassium replacement should be performed before starting insulin therapy. Metabolic parame-
ters should be monitored hourly during treatment [7]. Education of newly diagnosed diabetic patients is critical to prevent long-term 
complications. Patients and their relatives should be given detailed information about insulin use, nutrition, hypoglycemia, and hy-
perglycemia management. In addition, support should be provided for regular blood glucose monitoring and lifestyle changes [8]. 
Newly diagnosed diabetes and diabetic ketoacidosis are clinical conditions that require urgent intervention. Early diagnosis and 
appropriate treatment are vital in reducing mortality and morbidity. A multidisciplinary approach should be adopted in the treatment 
process of patients, and long-term follow-up should be planned. 
Case Presentatıon 
A 27-year-old woman with no known comorbidities presented to the emergency department with complaints of anorexia, excessive 
water drinking, dry lips, difficulty in walking and weakness for the last two days. On physical examination, her pulse rate was 111 
beats/min, blood pressure was 139/58 mm Hg, and oxygen saturation was 98%. The blood glucose level was found to be 400 
mg/dL. Arterial blood gas analysis revealed pH: 6.88, bicarbonate: 5.1 mmol/L and potassium: 4.3 mmol/L. Complete urinalysis 
revealed 3+ ketone positivity. The patient was diagnosed with diabetic ketoacidosis in the emergency department, and appropriate 
fluid and insulin treatment was rapidly initiated. The endocrinology department was consulted, and the patient was hospitalized for 
further investigation and treatment. 
Dıscussıon 
Diabetic ketoacidosis (DKA) is a serious metabolic complication that usually occurs at the time of the initial diagnosis of type 1 dia-
betes mellitus (T1DM) or in existing diabetic patients with triggering factors such as infection, stress, or non-compliance with insulin 
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therapy. In this case, it is noteworthy that a 27-year-old young adult with no known comorbidities presented with DKA, although he 
had not been diagnosed with diabetes. Although it has been reported in the literature that DKA usually occurs in patients with newly 
diagnosed type 1 diabetes mellitus in childhood and adolescence, it should be taken into consideration that DKA may also be enco-
untered in the adult age group at the time of diagnosis [1]. In the literature, it has been reported that DKA is mostly seen in childhood 
and pediatric patients typically present with symptoms such as polydipsia, polyuria and weight loss [4]. However, our case is diffe-
rent in terms of newly diagnosed diabetes mellitus presenting with DKA in adulthood. In a case report published at Bezmialem Uni-
versity, it was emphasized that DKA associated with newly diagnosed diabetes mellitus is more frequently seen in young adults and 
this may be an atypical picture [5]. At this point, our case differs from other pediatric cases in the literature. Undiagnosed diabetes 
mellitus or discontinuation of insulin therapy usually plays a role in the development of DKA. In our case, the patient was newly di-
agnosed and presented with marked hyperglycemia (blood glucose 400 mg/dL). In a previously published study, it was reported that 
the mean blood glucose level in newly diagnosed patients ranged between 350-600 mg/dL and these values may be higher in seve-
re DKA [2]. 
Conclusıon 
In conclusion, the presented case demonstrates that newly diagnosed diabetic patients in adulthood may also present with DKA and 
develop severe metabolic acidosis requiring emergency intervention. Therefore, it is important to consider DKA as a differential 
diagnosis in adult patients without a diagnosis of diabetes in emergency departments 
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Bithalamic Infarction: A Report of Two Cases 
Nur Temiz1, Mümin Murat Yazıcı1, Özlem Bilir1 
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tal, Rize, Turkey 
Introduction 
Bithalamic infarction is a rare but clinically important stroke syndrome. It is most often associated with occlusion of the arteria Perc-
heron and presents with symptoms such as altered consciousness, oculomotor disturbances, loss of cognitive function or memory, 
and pseudobulbar syndrome. The paramedian region of the thalamus is supplied bilaterally by the arteria Percheron and occlusion  
of this vessel can cause bithalamic infarcts. Although the exact incidence is unknown, it is estimated to account for 0.6-2% of ische-
mic strokes. In this case report, two cases of bithalamic infarcts with two different clinical presentations will be discussed. 
Case 1 
A 69-year-old woman presented to the emergency department with complaints of diplopia and headache that started one day ago. 
She was diagnosed with hypertension, diabetes mellitus, atrial fibrillation and rheumatoid arthritis and had no history of influenza, 
fever or trauma. On physical examination, he was conscious, oriented-cooped, and had no neurological lateralizing deficit. Pupillary 
light reflex was present bilaterally and nuchal rigidity was not observed. Laboratory findings included CRP: 10 mg/L, glucose: 156 
mg/dL, creatinine: 0.62 mg/dL, potassium: 4.40 mmol/L, sodium: 139 mmol/L, lactate: 1.3 mmol/L, pH: 7.40. Vital signs, blood pres-
sure was 150/70 mmHg, fever was 36.6°C, pulse rate was 96 beats/min and saturation was 98% on room air. 
Diffusion MR imaging revealed bithalamic infarction reflected on FLAIR sequence. The patient was consulted to neurology and hos-
pitalized for follow-up and treatment was started. Visual functions improved without sequelae and the patient was discharged after 
treatment.  
Case 2 
A 61-year-old woman was admitted after a sudden loss of consciousness the night before. The patient who was diagnosed with 
hypertension, hyperlipidemia and diabetes mellitus was evaluated as nonoriented noncooperative GCS:4 and intubated. According 
to the information obtained from his relatives, it was learned that he had no history of flu infection, fever, nausea, vomiting, travel or 
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trauma in the last three weeks. No information was obtained about seizures before loss of consciousness. 
Physical examination revealed no nuchal rigidity. Pupils were middilated and light reflex was weak in both eyes. Babinski reflex was 
positive on both sides. Vital signs were stable. Laboratory tests revealed WBC: 8.000/mm³, Hb: 11 g/dL, PLT: 399.000/mm³, glucose: 
250 mg/dL, creatinine: 0.8 mg/dL, sodium: 134 mmol/L, potassium: 4.5 mmol/L, pH: 7.40, lactate: 4.4 mmol/L and CRP: 17.6 mg/L. 
MR examination showed findings consistent with bithalamic infarction on diffusion-weighted MR and FLAIR sequence. The patient 
was hospitalized in the intensive care unit and follow-up and treatment was started. He was extubated during intensive care unit 
follow-up. There was no change in the state of consciousness and right hemiparasia was observed during follow-up. He was fed with 
a nasogastric catheter. After a long intensive care unit follow-up, the patient was transferred to the internal medicine service for su-
gar regulation with his current condition.  

Figure 1: Image of bithalamic infarct on MR ADC and TRACE sequence 
 

 
 
Figure 2: Image of bithalamic infarct on MR ADC and TRACE 

 

 

  
Discussion 
The thalamus is an important region of the brain that processes and transmits sensory information to cortical areas. It also plays a 
role in many critical processes such as cognitive functions, consciousness, motor control and autonomic regulation. When a thala-
mic infarct develops, decreased level of consciousness, confusion, disruption in sleep-wake cycle, memory problems, oculomotor 
disorders, dysphasias and extrapyramidal findings may occur. It is also associated with bilateral thalamic lesions, pseudobulbar 
syndrome and apraxia.(2,6,5) 
Bithalamic infarcts are mostly associated with occlusion of the arteria Percheron. Arteria Percheron is a single artery supplying the 
paramedian thalamus and rostral mesencephalon (1,2). 
In a clinical spectrum analysis, it has been shown that the majority of bithalamic infarcts are associated with vascular risk factors 
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including atrial fibrillation, hypertension and diabetes (3). 
Imaging findings of arteria Percheron infarcts have been examined in detail in previous studies and the importance of early diagno-
sis with diffusion MRI has been emphasized (3,6,4). 
The first of these cases represented a case presenting with relatively mild symptoms and was referred for early diagnosis, whereas 
the second case presented with a more severe clinical picture and loss of consciousness. Percheron artery occlusion has a wide 
clinical spectrum and should be diagnosed with careful neurologic examination and appropriate imaging modalities. 
Treatment may vary depending on the underlying cause. In acute ischemic strokes, intravenous thrombolytic therapy or mechanical 
thrombectomy should be considered in appropriate patients. However, since arteria Percheron occlusion is usually of small vessel 
disease or cardioembolic origin, antithrombotic therapy and rehabilitation of stroke sequelae are important. 
Conclusion 
Bithalamic infarction is a rare but serious neurologic sequelae. As seen in the cases we discussed, bithalamic infarcts may present 
with different clinical presentations.  Early diagnosis and treatment are critical for the prognosis of patients. Recognition of Arteria 
Percheron occlusion is important for clinical approach and appropriate treatment strategies 
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Fırst Seızure In The Emergency Department And Contrast-Enhanced Cranıal Mrı 
Ayla Mollaoğlu1 ,  Furkan Tayiz1 ,  Emirhan Ünlü1 ,  Asiye Müminat Çap1 ,  Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye 
Introductıon 
Determining the underlying causes in a patient experiencing a seizure for the first time is critically important, especially in the elderly 
population and in patients with a history of malignancy. Seizures are clinical conditions that result from abnormal electrical activity in 
the brain parenchyma and are usually secondary to systemic, structural, infectious, metabolic, or neoplastic causes. In elderly pati-
ents presenting with seizures, cerebral metastases should be considered one of the most important structural causes, particularly in 
those with a history of malignancy. Renal cell carcinoma (RCC) is a malignancy that can metastasize to distant organs such as the 
lungs, liver, bones, and brain. Although brain metastases due to RCC are rare, these metastases often present as hemorrhagic 
lesions and may be the first sign of neurological symptoms. Therefore, seizure presentation in a patient with a history of RCC requi-
res a detailed evaluation for metastatic disease. This case discusses the evaluation, differential diagnosis, and the role of contrast-
enhanced cranial MRI in the emergency department of a 68-year-old patient with a history of RCC who experienced her first seizure. 
The presence of a malignancy history in a first-time seizure patient broadens the differential diagnosis and prioritizes the likelihood 
of metastatic disease. Brain metastases due to RCC usually present as hemorrhagic lesions with surrounding edema and mass 
effect. Such metastases may be the first indication of neurological symptoms and generally reflect advanced disease at diagnosis. 
Hence, careful evaluation of neurological symptoms in patients with a history of malignancy is crucial for early diagnosis and treat-
ment. Moreover, advanced imaging techniques play a critical role in confirming the diagnosis and assessing the structure, location, 
and characteristics of the lesion. In particular, contrast-enhanced cranial MRI has high sensitivity in differentiating hemorrhagic lesi-
ons and identifying causes such as metastasis, primary tumors, or infarcts. This case emphasizes the importance of a multidiscipli-
nary approach in evaluating neurological symptoms in patients with a malignancy history and highlights the role of advanced ima-
ging techniques in the clinical decision-making process. 
Case Report  
A 68-year-old female patient presented to the emergency department with sudden loss of consciousness and generalized convulsi-
ons. According to her relatives, the seizure lasted approximately 1–2 min, followed by a postictal confusion period of approximately 
15 min. Her medical history included renal cell carcinoma (RCC), diagnosed and treated with nephrectomy 1 year ago. She also had 
a history of hypertension and diabetes mellitus and was on regular medication. There was no known history of neurological disease 
or seizures before this event. On physical examination, vital signs were stable, and no focal findings were noted on neurological 
examination. Laboratory tests including electrolytes, blood glucose, and renal function tests were within normal limits. Because of 
her malignancy history, imaging studies were planned to exclude structural pathology. 
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Figure 1: Brain CT: A subcortical-cortical hypodense area in the right frontotemporal region with hyperdense areas consistent with 
hemorrhage was observed. (Acute hemorrhagic infarction?) 

 
 
 
Figure 2: Diffusion MRI: A hemorrhagic lesion approximately 5x4 cm in size with heterogeneous contrast enhancement was detec-
ted in the right frontotemporal region. The absence of significant vasogenic edema in the surrounding parenchyma prompted a 
recommendation for further evaluation for hemorrhagic infarct versus mass. 

 

 
To clarify the diagnosis, a contrast-enhanced cranial MRI was performed. 
Dıscussıon 
Renal cell carcinoma (RCC) is a malignant tumor with high metastatic potential, commonly spreading to organs such as the lungs, 
bones, liver, and brain. 
Although brain metastases from RCC are rare, they typically occur in advanced stages of the disease and significantly worsen the 
prognosis. Brain metastases in RCC patients may present with acute neurological symptoms or seizures. In this case, the patient 
presented with a seizure in the context of a history of RCC. 
Imaging modalities are crucial for the diagnosis of brain metastases. While CT provides a rapid assessment, it may be limited in 
differentiating between hemorrhage and mass. In this case, CT revealed a hyperdense area in the right frontal lobe but could not 
distinguish between a mass and hemorrhage. Diffusion-weighted MRI demonstrated hemorrhagic features and mass effect but was 
insufficient for a definitive diagnosis. 
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Contrast-enhanced MRI provided detailed information on anatomical features and contrast enhancement patterns, proving decisive 
in diagnosing RCC-related brain metastasis. 
 
Figure 3: Contrast-enhanced cranial MRI: A lobulated mass lesion located cortically-subcortically at the level of the Sylvian fissure 
in the right frontotemporal region, measuring 46x41x45 mm (APxTRxCC), showing hypointensity on T1-weighted images, marked 
hyperintensity with hypointense foci on T2-weighted images, and intense heterogeneous contrast enhancement after gadolinium 
injection. Perilesional edema was noted. Dural enhancement was observed at this level. The right lateral ventricle was compressed. 
A 5 mm midline shift to the left was present. Additionally, in the medial cortex of the right temporal lobe at the hippocampus and 
parahippocampal level, an expansile, non-enhancing nodular lesion approximately 23x15 mm in size was observed, appearing 
hyperintense on T2-weighted and FLAIR sequences. In a patient with RCC history, metastasis was considered most likely, with 
ischemia as a less probable differential. 

 

 
 

Figure 4: These findings were consistent with brain metastasis due to RCC. The patient was evaluated and operated on by the 
neurosurgery department. Figure 4 shows the postoperative brain CT. 

 
 
Surgical treatment is an important option for brain metastases from RCC, especially in cases of solitary lesions and in patients with a 
good general condition. In this case, the lesion in the right frontal lobe was totally resected, and histopathological examination con-
firmed RCC metastasis. Surgical treatment alleviates mass effect and improves symptoms and quality of life. 
The prognosis of RCC patients with brain metastases is generally poor; however, a multidisciplinary approach can improve both 
survival and quality of life. 
Conclusıon 
In conclusion, although brain metastases from RCC are rare, they can cause severe clinical manifestations. This case underscores 
the importance of a careful evaluation of neurological symptoms in RCC patients. Contrast-enhanced magnetic resonance imaging 
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plays a critical role in revealing both the anatomical and physiological characteristics of metastatic lesions. This technique offers a 
significant advantage in distinguishing hemorrhagic components from tumor characteristics, guiding appropriate clinical manage-
ment strategies. 
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6679 
Self-Mutilation (Self-Harm) 
Sezen Argın 

Adana 5 Ocak Devlet Hastanesi 
Introductıon 
In psychiatry, self-mutilation (self-harm, self-injury) is defined as a behavior that causes serious harm to body structures intentionally 
and consciously without the intention of committing suicide (1) (2). Cultural environments such as chaining oneself in religious cere-
monies, stabbing oneself with a skewer, social environments where groups stabbing themselves at concerts are affected can trigger 
self-mutation, and it can also be frequently seen in mentally retarded individuals, people with borderline and other personality disor-
ders, and eating disorders (3) (4). The prevalence of self-mutilation varies between 700-750 per 100,000 people (4). It can be 
examined in three groups. The most severe form is major self-mutilation and can be seen in those with mental retardation, substan-
ce addiction, schizophrenia, and bipolar disorder. Skinning, eye removal, limb or genital organ amputation may be observed. In 
stereotypical self-mutilation, actions such as hair pulling, self-biting, head banging can be seen. It is often associated with mental 
retardation. It can be seen in schizophrenia, autism, Tourette Syndrome. The superficial-moderate type is the best and most com-
mon form. There is usually no disability. It may manifest itself as hair pulling, reddening of the skin. It is usually associated with so-
cial and cultural events and the patient aims to escape from negative emotional states by harming himself/herself with actions such 
as cutting, burning, and chaining. It can be seen in those with eating disorders, trichotillomania, and post-traumatic stress disorder 
(3) (4) (2). 
Case 
An 87-year-old male patient, immobile due to Alzheimer's, was brought to us by his relatives with the complaint of an increasing 
wound on his finger. When the anamnesis was examined, it was learned that the patient had bitten his own finger 15 days ago and 
the wound had a foul odor and was getting worse. The patient's general condition was good but his cooperation was limited due to 
Alzheimer's. On examination, the right hand 2nd finger was amputated from the middle of the median phalanx, had a necrotic appe-
arance and a foul odor (Figures 1 and 2).  There were no pathological results other than high CRP in the patient's examinations. The 
patient was consulted with the Plastic Surgery Department after direct radiography was taken. The patient was transferred to the 
Plastic Surgery Department for cleaning the wound and applying a local flap instead of amputation (Figure 3).  The patient was disc-
harged with healing after wound closure with antibiotics and his follow-up radiograph 1 week later is shown in Figure 4.  
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Dıscussıon 
Since self-mutilation is associated with many psychiatric diseases, patients should be directed to the psychiatry department upon 
discharge. In patients presenting with mental retardation and bites, attention should be paid to the oral mucosal flora and antibiotics 
should be started. Since these cases may also involve abuse, in case of suspicion, the cases may require legal action. 
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Systemic Botulinum Intoxication After Gastric Botulinum Toxin Injection: A Case Report 
Şevval AYAN1, Mehmet Emir AKÇAY1, Metin YADİGAROĞLU1, Ayhan AKÖZ1 

1Department of Emergency Medicine, Adnan Menderes University Faculty of Medicine, Aydin, Türkiye 
Introductıon 
The synaptic effects of botulinum toxin have contributed to the understanding of neurophysiological mechanisms since the mid-20th 
century and have expanded its therapeutic applications (1,2,6). Botulinum neurotoxin-induced neuromuscular transmission disorders 
are rarely encountered in clinical practice but require accurate diagnosis and effective management (1). Produced by Clostridium 
botulinum, this toxin inhibits acetylcholine release by targeting synaptic vesicle proteins, resulting in flaccid paralysis (2). Serotypes 
A, B, and E are the most commonly implicated in human toxicity (2,6). In addition to its therapeutic use in neurological and gastroin-
testinal conditions, botulinum toxin has gained popularity in aesthetic and weight management applications. 
In the fight against obesity, botulinum toxin is endoscopically injected into the gastric smooth muscle to delay gastric emptying and 
suppress appetite (3,5,10). However, this off-label application carries a risk of systemic toxin diffusion and iatrogenic botulism, ne-
cessitating caution (3,4,5,10). Such complications may present in previously healthy individuals with neurological symptoms inclu-
ding dysarthria, dysphagia, respiratory depression, ophthalmoplegia, and limb weakness. 
This report presents the diagnostic process, intensive care follow-up, EMG findings, and treatment strategy of a 27-year-old female 
patient diagnosed with iatrogenic botulism after gastric botox injection. 
Case 
A 27-year-old female patient with no known chronic illnesses or medication history presented to the emergency department with 
progressive fatigue, blurred and double vision, diffuse muscle pain, dyspnea, and urinary incontinence that had developed over 
three days. The patient reported that symptoms began four days after undergoing gastric botox injection and worsened progressi-
vely with episodes of weakness in the upper extremities and transient muscle spasms. 
Vital signs were stable. Ophthalmologic examination revealed decreased visual acuity with bilateral positive pupillary light reflexes. 
Laboratory tests including electrolytes, liver and thyroid function tests, and arterial blood gas analysis were within normal limits. No 
signs of systemic inflammation or metabolic disturbances were noted. Routine cranial CT and MRI scans showed no pathology. 
Based on the recent gastric botox procedure and progressive neurological symptoms, iatrogenic botulism was suspected. The Nati-
onal Poison Information Center (114) was contacted, and Heptavalent Botulinum Antitoxin (HBAT) was recommended. However, due 
to limited availability of the antitoxin and the patient's stable clinical status, consultation was obtained from the Neurology Depart-
ment at Istanbul Kartal Dr. Lütfi Kırdar City Hospital. The neurology specialist concluded that antitoxin therapy was not immediately 
required and recommended symptomatic and supportive care. Accordingly, the patient was started on pyridostigmine (Mestinon®) at 
a dose of 60 mg four times daily (total 240 mg/day). Our hospital’s neurology team also evaluated the patient and agreed on initia-
ting pyridostigmine and close monitoring. 
During ICU monitoring, the patient experienced desaturation to 88% during sleep, which improved to 99% with verbal stimulation. 
Therefore, mechanical ventilation was not required, and oxygen therapy was initiated via nasal cannula at 3 L/min. Stability was 
achieved without invasive respiratory support. Electromyography (EMG) revealed typical findings of presynaptic neuromuscular 
junction dysfunction, including decreased CMAP amplitude and high-frequency facilitation. 
On the third day of follow-up, full strength (5/5) was observed in the upper extremities, and the lower extremities remained stable. 
Due to ongoing dysphagia, oral intake was limited to soft R2 diet. Ophthalmology consultation was obtained for persistent visual 
complaints. Orbital MRI and neuroimaging studies revealed no abnormalities. The patient was advanced to an R3 diet on day four 
with continued improvement. 
By the seventh day, nearly all symptoms including respiratory, motor, and autonomic manifestations had resolved, except for mild 
persistent blurred distance vision. The patient had initially been prescribed pyridostigmine at 60 mg three times daily (180 mg/day), 
which was later increased to 60 mg four times daily (240 mg/day) in response to clinical improvement. She was discharged with a 
prescription for pyridostigmine 3x60 mg and referred for outpatient neurology follow-up. 
Dıscussıon 
Botulinum toxin inhibits acetylcholine release by targeting SNARE complex proteins (synaptobrevin, SNAP-25, syntaxin), thereby 
blocking neuromuscular transmission (7,8). Systemic spread of the toxin can result in cranial nerve palsies, peripheral muscle weak-
ness, and autonomic dysfunction. Iatrogenic botulism can arise from dosing errors, injection techniques, or individual susceptibility 
(3,6). 
Diagnosis relies on detailed history, symptom progression, and clinical examination, supported by electrophysiological testing. Sero-
logical tests are controversial but EMG findings are often diagnostic (1,3,6,9,10). This case highlights the rarity of iatrogenic botulism 
following gastric injection and underscores the importance of early recognition, multidisciplinary management, and individualized 
treatment strategies to prevent complications. 
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A rare thoracic trauma: Two cases of flail chest 
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Bursa, Türkiye 
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Bursa, Türkiye 
Key words: flail chest, thoracic trauma, emergency department 
Introduction and Purpose: 
Flail chest is a serious medical condition that occurs when a segment of the rib cage separates from the rest of the thoracic cage 
due to multiple rib fractures. The purpose of this case report is to examine the emergency department presentation and subsequent 
management of patients diagnosed with flail chest. 
Case 1: A 59-year-old male patient was referred to us with a diagnosis of flail chest due to a motor vehicle accident. Intubation and a 
thoracic tube were applied to the left hemithorax. Computed tomography (CT) images revealed multiple rib fractures in the left he-
mithorax, pneumothorax, subcutaneous emphysema, hemithorax and lung contusion. (Image 1) He was admitted to the intensive 
care unit. A rib plate was applied by the thoracic surgeon. After treatment, the patient was discharged. 
Case 2: A 22-year-old male patient was brought to our emergency department by 112 teams after a motor vehicle accident and was 
electively intubated due to confusion and desaturation. CT scans revealed multiple rib fractures in the right hemithorax, widespread 
contusion areas, subcutaneous emphysema, minimal hemithorax and pneumothorax. (Image 2) The patient underwent a right tube 
thoracostomy. A rib plate was applied by the thoracic surgeon. 

Image1 Computed thorax tomography image of the first case                                                       Image 2Computed thorax tomography image of the second case 

  
 
       
Discussion-conclusion: 
Flail chest has a high mortality rate and is usually caused by blunt trauma such as vehicle accidents or falls. Symptoms include 
severe pain, dyspnea, and visible deformity of the chest wall. It is usually diagnosed by physical examination and imaging tech-
niques such as X-rays or CT scans. However, in a case in shock and with shallow breathing, paradoxical movement may not be 
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evident. During examination of the chest wall, asymmetric movement of this independent area and palpation of crepitation and fric-
tion due to friction of the fracture ends are helpful in diagnosis. In addition; paradoxical breathing, dyspnea and respiratory distress, 
painful breathing, crepitation and subcutaneous emphysema, tachypnea, tachycardia findings support the diagnosis. 
 The most effective treatment method known is intermittent positive pressure mechanical ventilation. However, the indication for 
mechanical ventilation is not only the presence of paradoxical movements. If the patient is tachypneic, if PaO2 <60 mmHg and Pa-
CO2 >45 mmHg in the blood gas, mechanical ventilation should be applied. Analgesia and respiratory support are important in tre-
atment. Narcotics, epidural analgesia, local anesthetics and intercostal nerve block can be used for analgesia. 

 

6868 
Delayed Presentation of a Retained Central Venous Guidewire Mimicking a Clavicular Abscess: A Case Report from the ED 
Ahmet Aksakal1, Yalcin Golcuk2, Hatice Yiğit2 

1Emergency Medicine Service, Muğla Training and Research Hospital; 2Department of Emergency Medicine, Faculty of 
Medicine, Muğla Sıtkı Koçman University  
ıntroductıon: Central venous catheterization (CVC) via the Seldinger technique is a foundational skill in emergency medicine, pro-
viding rapid vascular access in critically ill patients. Despite its routine application, this procedure is not exempt from preventable 
complications, especially under high-stress conditions. Among the most insidious is the inadvertent retention of the guidewire—a so-
called "never event" that paradoxically continues to occur even in well-resourced healthcare systems. This case illustrates how such 
an error, committed silently during a previous emergency operation, presented a year later not as a cardiovascular complication, but 
as a localized soft tissue infection. The discovery was made not in the operating room nor during routine follow-up, but in the emer-
gency department—underscoring the role of emergency physicians not only as acute care providers but also as detectives of latent 
system failures. 
We present this case to highlight the phenomenon of procedural blindness, wherein the apparent completion of a familiar task crea-
tes cognitive closure, masking critical steps like guidewire removal. This report aims to reframe the retained guidewire not merely as 
a technical error, but as a system-level sentinel event requiring attention from emergency medicine leadership. 
Case: A 40-year-old male presented to our emergency department with a seven-day history of swelling, redness, and purulent drai-
nage under the right clavicle. He denied fever, chills, or trauma. His past medical history was notable for a massive upper gastroin-
testinal bleed one year earlier, requiring emergency exploratory laparotomy. During that hospitalization, a right subclavian CVC had 
been inserted intraoperatively. The surgical course had been uneventful, and he was discharged after stabilization. 
On physical examination, he was afebrile and hemodynamically stable. A 3x3 cm erythematous, fluctuant lesion with mild purulent 
discharge was noted in the right supraclavicular region. No systemic signs of infection were observed. Routine point-of-care ultraso-
und raised suspicion for a linear hyperechoic structure, prompting a posteroanterior chest radiograph. The radiograph revealed a 
retained guidewire extending down the right subclavian vein into the thoracic inlet. 
Laboratory values, including white cell count and CRP, were mildly elevated. Blood cultures were negative. Vascular surgery and 
interventional radiology were consulted. Given the absence of systemic involvement and stable positioning of the wire, elective sur-
gical retrieval was scheduled. The guidewire, measuring 45 cm, was successfully removed under fluoroscopic guidance. The patient 
was discharged with a short course of oral antibiotics. 
Dıscussıon: This case exemplifies how latent iatrogenic errors, originating from high-pressure procedural settings, may surface 
months or even years later in unrelated clinical contexts. Retained guidewires typically result from breakdowns in procedural safety 
steps such as: 
Skipping verbal confirmation of guidewire removal 
Absence of procedural checklists 
No post-procedural imaging 
Overreliance on experience in the absence of standardized oversight 
These vulnerabilities are amplified in emergency or operative settings, where urgency, noise, and cognitive overload can compromi-
se attention to detail. In this case, the guidewire was likely left in situ during an emergent intraoperative line placement—an envi-
ronment where confirmatory imaging is often deferred. 
The role of the emergency physician in this case is particularly notable. Presented with a seemingly routine abscess, the clinician’s 
high index of suspicion and decision to obtain imaging led to the diagnosis of a rare and dangerous complication—transforming the 
ED from a site of acute care to one of system-level error detection. This underscores the expanded cognitive responsibility of emer-
gency physicians, who often encounter complications originating from outside their department but requiring their diagnostic vigilan-
ce. 
The concept of procedural blindness, where familiarity with a procedure breeds cognitive complacency, has not been sufficiently 
addressed in emergency medicine literature. Even experienced operators may unintentionally skip essential steps when environ-
mental stressors distort perception and judgment. Cognitive forcing strategies, such as mandatory guidewire counts or visual confir-
mation prior to catheter flushing, may serve as low-cost interventions. 
Furthermore, this case invites a discussion of “safety debt”—delayed manifestations of small procedural oversights that accumulate 
risk over time. Post-procedural chest radiographs should not merely be used to confirm catheter tip placement or rule out pneu-
mothorax, but also to explicitly verify guidewire removal, particularly in emergency insertions. 
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In conclusion, in emergency medicine, time-critical decisions must be balanced with procedural safety. This case of delayed presen-
tation of a retained guidewire—discovered only because of an alert emergency physician—illustrates the dangerous intersection 
between procedural routine and systemic vulnerability. A renewed emphasis on checklists, procedural time-outs, and imaging verifi-
cation is essential. Emergency departments must institutionalize these safeguards, not only to protect patients but also to shield 
providers from the fallout of entirely preventable errors. 
This case serves as a reminder that the emergency physician is not merely a responder to crises, but a frontline gatekeeper for 
identifying—and interrupting—systemic errors long after they occur. 
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A Case of Lithium Intoxication 
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İntroduction: Lithium is a cornerstone in the treatment of bipolar disorder, known for stabilizing mood and preventing manic or de-
pressive episodes(1). However, its narrow therapeutic index makes careful monitoring essential, as small changes in blood levels 
can lead to toxicity(2). Lithium works by influencing neurotransmitter activity and ion transport across cell membranes, though its 
exact mechanisms remain unclear(2). While effective, lithium has a range of potential side effects, including gastrointestinal disturb-
ances (nausea, vomiting), weight gain, and renal impairment like nephrogenic diabetes insipidus(3). More severe effects, such as 
tremors, cognitive impairment, and motor coordination problems, can occur, particularly with higher blood levels(4). Therapeutic 
lithium levels typically range from 0.6 to 1.2 mEq/L, with toxicity risks emerging above 1.5 mEq/L. Mild toxicity (1.5–2.0 mEq/L) can 
cause nausea and tremors, moderate toxicity (2.0–2.5 mEq/L) leads to confusion and ataxia, while severe toxicity (>2.5 mEq/L) can 
result in seizures, renal failure, or even death (5,6). 
Case: A 49-year-old male patient with a known history of bipolar affective disorder and diabetes mellitus (DM) presented to our 
emergency department. The patient is unemployed and lives alone with his mother. He has a history of four previous psychiatric 
hospitalizations due to aggressive behavior, auditory hallucinations, and harm to others. 
Medications: Sodium valproate 1500 mg/day, Lithium carbonate 1200 mg/day and Aripiprazole 10 mg/day. It was noted that the 
patient had been using lithium irregularly. 
The patient initially presented with dizziness and a feeling of faintness lasting for two days. On admission: Glasgow Coma Scale 
(GCS): 15, General condition: Stable, oriented, and cooperative. No abnormalities detected on neurological examination. Laboratory 
findings: Creatinine: 1.44 mg/dL, Urea: 69 mg/dL. No other significant abnormalities were found. 
Brain CT and MRI were performed to rule out central nervous system abnormalities. The patient was treated with adequate hydra-
tion, and as his symptoms improved, he was discharged with recommendations for neurology and psychiatry outpatient follow-up. 
Second Presentation (Four Days Later): The patient was brought to the emergency department again after experiencing syncope in 
a supermarket, along with incontinence, inability to walk, altered mental status, and whole-body tremors. On examination:Conscious, 
cooperative, but unable to provide meaningful responses to questions. No focal neurological deficits. Tremors observed throughout 
the body (rhythmic and variable, not suggestive of an organic movement disorder). No fever or neck stiffness was detected. Vital 
signs:Blood pressure: 152/70 mmHg, Heart rate: 99 bpm,Blood glucose: 88 mg/dL .ECG: Normal sinus rhythm, no abnormalities. 
Laboratory findings:Creatinine: 1.76 mg/dL (increased from baseline),Urea: 113 mg/dL (elevated). Brain CT and MRI showed no 
evidence of a central neurological event. 
Neurology, psychiatry, and internal medicine consultations were requested. As lithium levels could not be measured in our facility, 
the patient’s blood samples were sent to an external laboratory, which reported a lithium level of 3.9 mEq/L. Based on this level, The 
Poison Control Center was consulted, and close monitoring of mental status and urine output was advised. Internal medicine re-
commended hemodialysis, and the patient underwent 4 hours of hemodialysis with 1000 cc ultrafiltration (UF). After dialysis, the 
lithium level decreased to 2.24 mEq/L. However, due to ICU bed unavailability, the patient had to be monitored in the emergency 
department for several days, with daily laboratory tests performed. Two days after admission, the patient’s general condition worse-
ned, GCS declined. He was entubated.  Internal medicine was consulted again. Three additional hours of hemodialysis were re-
commended. Following hemodialysis, the patient was transferred to a center where lithium levels could be monitored under 
ICU(intansive care unit) observation. 
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Discussion: Lithium toxicity is a serious condition, particularly in patients with renal impairment and poor adherence(5). In this case, 
irregular lithium use, dehydration, and chronic kidney disease likely led to lithium accumulation. The patient initially presented with 
mild symptoms, which temporarily improved, but later deteriorated with altered mental status, tremors, and syncope. Renal dysfunc-
tion impaired lithium clearance, worsening toxicity(3). Despite hemodialysis, the patient can suffer cardiac arrest, highlighting the 
neurotoxic and systemic complications of lithium overdose (6). This case underscores the importance of regular lithium and renal 
function monitoring, medication adherence, and early intervention in lithium toxicity. Hemodialysis remains the key treatment for 
severe cases, and multidisciplinary management is crucial for patient safety(7). Strict follow-up and patient education are essential 
to prevent life-threatening complications (1). In conclusion, it is a general rule that organic causes must be ruled out before making a 
psychiatric diagnosis for any patient. When evaluating psychiatric patients, the side effects of the medications they use, as well as 
the effects of their inappropriate use, should be taken into consideration. 
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Hypertriglyceridemia-Induced Pancreatitis In The Emergency Department: A Retrospective Case Series 
Mehmet Gökhan KAYA 
Emergency Medicine Service, Muğla Training and Research Hospital 
Introduction: Hypertriglyceridemia-induced pancreatitis (HTG-IP) represents a distinct and increasingly encountered etiology of 
acute pancreatitis (AP), particularly in the context of rising metabolic disorders such as diabetes mellitus, obesity, and familial 
hyperlipidemia. Unlike other common causes of AP, HTG-IP is often associated with more severe clinical presentations and may 
lead to worse outcomes if not promptly recognized and managed. In emergency department (ED) settings, early identification of 
HTG-IP is critical, as targeted interventions can significantly impact disease progression and prognosis. 
Despite its growing clinical relevance, data on the demographic and clinical profiles of HTG-IP patients presenting to the ED remain 
limited. Furthermore, the relationship between initial severity indicators and patient outcomes has not been fully elucidated. 
This study aims to characterize the demographic features and clinical presentations of patients diagnosed with HTG-IP in the ED 
and to evaluate disease severity and short-term outcomes to contribute to the timely and effective management of this patient 
population. 
Material Method: This retrospective cohort study was conducted at the Emergency Department (ED) of Muğla Training and 
Research Hospital between July 1, 2019, and January 1, 2023. Adult patients who presented with lipemic serum—suggestive of 
hypertriglyceridemia—were identified through electronic medical records and included in the analysis. 
For each patient, demographic data (age, sex), laboratory triglyceride levels, and acute pancreatitis severity scores, including 
Ranson, Imrie, and Harmless Acute Pancreatitis Score (HAPS), were recorded. The diagnosis of hypertriglyceridemia-induced 
pancreatitis (HTG-IP) was based on clinical criteria supported by laboratory findings and imaging, where available. 
The primary outcome was in-hospital mortality. Secondary outcomes included admission to the intensive care unit (ICU) and hospital 
length of stay. All collected data were analyzed to evaluate potential associations between severity scores and clinical outcomes. 
Results: During the study period, out of 419,505 emergency department (ED) visits, 10 patients were diagnosed with 
hypertriglyceridemia-induced pancreatitis (HTG-IP), corresponding to a prevalence of 2.38 per 100,000 ED visits. The cohort 
included five male and five female patients, with a mean age of 52.7 ± 18.4 years. The mean serum triglyceride level at admission 
was 1183.3 ± 1105.6 mg/dL. 
No in-hospital deaths occurred. One patient (10%) required admission to the intensive care unit (ICU), and the mean hospital length 
of stay was 8.7 days. Eight patients (80%) had mild acute pancreatitis (AP), whereas two (20%) presented with severe disease. 
Recurrent HTG-IP episodes were observed in two patients. 
Severity scoring revealed a median Ranson score of 1.0 (IQR: 1.0), a median Imrie score of 1.5 (IQR: 1.75), and a median Harmless 
Acute Pancreatitis Score (HAPS) of 0.5 (IQR: 1.0). 
Discussion: This study highlights the low prevalence yet high clinical relevance of HTG-IP among ED presentations. Although rare, 
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HTG-IP is associated with a potentially more severe course compared to other etiologies of AP. The absence of mortality and the 
limited need for ICU admission in this small cohort suggest that early identification and management may positively influence 
outcomes. 
The observed recurrence in two patients underscores the importance of long-term lipid control and follow-up in preventing future 
episodes. Severity scores were generally low, which aligns with the predominance of mild AP in this cohort, yet the variability in 
triglyceride levels reflects the heterogeneity of disease expression. 
The pathophysiology of HTG-IP is believed to involve the excessive breakdown of triglycerides into free fatty acids, which induces 
pancreatic endothelial injury, inflammation, and ischemia. Despite its low incidence, the potential for systemic complications warrants 
prompt recognition and targeted intervention. 
Conclusion: Hypertriglyceridemia-induced pancreatitis, while uncommon, remains a clinically significant subtype of acute 
pancreatitis with the potential for severe complications. Early diagnosis, supportive care, and triglyceride-lowering therapy are 
essential to optimize outcomes. The findings of this study support the need for increased awareness of HTG-IP in the ED setting and 
emphasize the importance of metabolic control to prevent recurrence. 
Further prospective studies are necessary to better define risk stratification models and to establish standardized treatment 
protocols, including the role of plasmapheresis, intravenous insulin, and novel lipid-lowering therapies. 
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Unexpected Cardiopulmonary Collapse in an Ambulatory Patient: A Case of Resuscitation-Responsive Saddle Pulmonary 
Embolism 
Hatice Yiğit1, Yalcin Golcuk1, 
1Department of Emergency Medicine, Faculty of Medicine, Muğla Sıtkı Koçman University  
Introductıon: Pulmonary embolism (PE) is a major cause of cardiovascular morbidity and mortality worldwide. Saddle PE, defined 
as a large thrombus lodged at the bifurcation of the main pulmonary artery, represents one of the most severe forms of PE, associa-
ted with a high risk of sudden cardiac arrest and death [1]. Though it comprises only 3–6% of all PE cases, its presentation may be 
insidious, and patients may initially appear hemodynamically stable, as seen in up to 45% of saddle PE cases [2,3]. This can delay 
diagnosis and treatment. 
In the ED, the challenge lies in maintaining a high index of suspicion, particularly in elderly patients presenting with unexplained 
dyspnea, tachypnea, or hypoxemia in the absence of clear pulmonary or cardiac pathology. The administration of thrombolytic the-
rapy during cardiac arrest secondary to massive PE remains debated but is increasingly supported by guideline recommendations in 
select cases [4]. 
We present the case of an elderly male who presented with subtle symptoms, deteriorated rapidly, and was successfully resuscita-
ted after thrombolysis for confirmed saddle PE. The case emphasizes the importance of timely diagnosis, rapid imaging, and ED-
based thrombolytic resuscitation. 
Case: A 79-year-old male presented to our tertiary care emergency department with worsening shortness of breath over three days. 
The symptom had persisted for more than two weeks but had notably worsened recently. He denied chest pain, hemoptysis, fever, 
or syncope. His medical history included hypertension and gallstones. He reported a long smoking history (55 pack-years) and a 
sedentary lifestyle. 
Notably, he had visited outpatient clinics four times in the preceding month for similar symptoms, where he had received symptoma-
tic treatment without definitive diagnosis. 
On presentation, his vital signs were: blood pressure 180/83 mmHg, heart rate 72 bpm, respiratory rate 30/min, SpO₂ 83% on room 
air, and temperature 36°C. He appeared agitated, with increased work of breathing and abdominal accessory muscle use. Physical 
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exam revealed diffuse bilateral rhonchi on lung auscultation. There was no unilateral leg swelling or calf tenderness. Peripheral 
pulses were equal bilaterally. Homans’ sign was negative. 
Arterial blood gas analysis showed PaO₂ of 49 mmHg on room air and respiratory alkalosis. Point-of-care echocardiography 
showed no pericardial effusion or gross right heart dilation. Due to ongoing hypoxemia and clinical suspicion of PE, emergent CTPA 
was performed, revealing a large saddle embolus occupying the main pulmonary artery bifurcation and extending into both main 
branches. 
Unfractionated heparin (6000 IU IV bolus) was initiated, followed by continuous infusion. Approximately 30 minutes later, the patient 
suddenly developed bradycardia followed by pulseless electrical activity. Immediate CPR was initiated. During resuscitation, the 
patient received 1 mg atropine and 5 mg epinephrine in total. Alteplase was administered with a 10 mg intravenous bolus, followed 
by a 40 mg infusion over 15 minutes. 
During CPR, the rhythm evolved into ventricular fibrillation, which was successfully defibrillated at 120 joules. ROSC was achieved 
after 15 minutes of CPR. 
Post-resuscitation, he remained hypotensive and hypoxic (SpO₂ 69%), requiring vasopressor support (norepinephrine infusion), 
intubation, and mechanical ventilation. Sodium bicarbonate (7 ampoules IV push followed by continuous infusion) was administered 
for severe acidosis. A brief trial of nitroglycerin infusion was discontinued due to hypotension. He was transferred to the intensive 
care unit under the care of pulmonary and critical care services. 
Dıscussıon: This case highlights several pivotal aspects relevant to emergency medicine. First, saddle PE can initially masquerade 
as a relatively benign respiratory condition, particularly in older adults with chronic comorbidities and preserved blood pressure. The 
absence of classic findings such as chest pain or lower extremity edema can lead to diagnostic delay. Up to one-third of patients 
with PE present without chest pain, and nearly 60% have no clinical signs of deep vein thrombosis [3]. 
Second, the rapid deterioration observed underscores the fulminant nature of central pulmonary embolism. Large thrombi obstruc-
ting central pulmonary circulation may cause acute right ventricular overload, ischemia, and electromechanical dissociation. Early 
imaging, particularly CTPA, remains the gold standard in diagnosis, but bedside echocardiography showing right ventricular dilation 
or dysfunction can serve as a surrogate in unstable patients [1]. 
Third, this case illustrates the feasibility and potential benefit of administering thrombolytics during CPR in massive PE. Current 
guidelines from the ESC and AHA support thrombolysis in patients with cardiac arrest due to PE if no contraindications exist [3,4]. In 
our case, thrombolysis was administered promptly following radiological confirmation, which likely contributed to successful ROSC. 
Although concerns about bleeding complications persist, meta-analyses suggest that the risk of major hemorrhage from thromboly-
sis during CPR is outweighed by potential survival benefits in appropriately selected cases [4]. Our patient experienced no immedia-
te hemorrhagic complications following alteplase. 
From an emergency medicine perspective, this case reinforces the need for timely suspicion of PE in elderly patients with persistent, 
unexplained dyspnea—especially in the absence of fever or radiographic consolidation. The ability to mobilize imaging, anticoagula-
tion, airway management, and resuscitation protocols swiftly is essential in improving survival. 
In conclusion, saddle PE poses a unique diagnostic and therapeutic challenge in the ED. This case underscores the importance of 
recognizing atypical presentations, maintaining a low threshold for imaging in high-risk patients, and being prepared to initiate 
thrombolytic therapy during cardiac arrest. In selected patients, even those presenting initially with stable vital signs, early interven-
tion may reverse an otherwise fatal trajectory. Emergency physicians play a critical role in the timely recognition and life-saving ma-
nagement of massive PE. 
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Evaluation of Clinical Parameters Associated with Interventional Treatment and Amputation in Patients Diagnosed 
with Peripheral Arterial Disease: A Retrospective Study Based on Emergency Department Admissions 
Mehmet Altuntaş¹, Ensar Topaloğlu² 
¹ Recep Tayyip Erdoğan University, Faculty of Medicine, Department of Emergency Medicine, Rize 
² Recep Tayyip Erdoğan University Training and Research Hospital, Department of Emergency Medicine, Rize 
Introduction 
Peripheral arterial disease (PAD) is a chronic vascular condition characterized by impaired arterial circulation, especially in the lower 
extremities. It develops as a result of atherosclerotic narrowing or occlusion of peripheral arteries. This condition may lead to ische-
mia, functional impairment, non-healing ulcers, and ultimately serious complications such as limb amputation [1]. It is estimated that 
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over 200 million people worldwide are affected by PAD, with prevalence increasing significantly with age—approaching 20% in indi-
viduals over the age of 70 [2,3]. 
PAD is often diagnosed at advanced stages, particularly when patients present with critical limb ischemia (CLI). This delays treat-
ment success and increases the likelihood of amputation [4]. In emergency department admissions, patients often present with acu-
te symptoms such as severe pain, skin discoloration, and absence of peripheral pulses, requiring rapid and accurate clinical evalua-
tion to guide treatment decisions [5]. 
Treatment approaches vary depending on disease stage, symptom severity, vascular anatomy, and the patient’s general clinical 
condition. Medical therapy, interventional procedures (angioplasty, stenting), and surgical revascularization are the most commonly 
employed methods. However, in some advanced cases with irreversible tissue damage or necrosis, amputation becomes unavoi-
dable. The decision for amputation is based not only on anatomical ischemia but also on tissue viability, preservation of sensory-
motor function, and capillary perfusion [4,6,7]. 
In this context, evaluating the relationship between clinical parameters and decisions regarding interventional treatment and amputa-
tion is crucial for effective patient management and optimal utilization of healthcare resources. This study aims to compare clinical 
parameters in patients with PAD presenting to the emergency department to determine which factors influence treatment decisions. 
Materials and Methods 
This retrospective descriptive study was conducted using data from patients diagnosed with peripheral arterial disease (PAD) 
who presented to the Emergency Department of Recep Tayyip Erdoğan University Training and Research Hospital between Ja-
nuary 2023 and December 2024. The study was carried out in accordance with the principles of the Declaration of Helsinki. A total of 
90 patients were included. 
Data Collection and Variables 
Demographic data (age, gender), clinical findings (capillary refill, sensory loss, motor function status), PAD staging (Stage I: 
Asymptomatic, Stage IIa: Claudication, Stage IIb: Rest pain, Stage III: Ischemia/gangrene), simplified PAD grouping (Stages I–IIa 
vs. IIb–III), Doppler flow status, and acute/chronic presentation were recorded. Treatment modality (medical vs. interventio-
nal) and amputation status (performed vs. not performed) were defined as outcome variables. Data were retrospectively collec-
ted from the hospital information system and consultation records. 
Statistical Analysis 
The normality of continuous variables was assessed using the Shapiro–Wilk test. The Mann– Whitney U test was used for 
non-normally distributed numerical variables. Categorical variables were compared using the Chi-square test or Fisher’s Exact 
Test where appropriate. Variables found significant in univariate analysis were included in the multivariate logistic regression 
model. Independent risk factors for amputation were presented with odds ratios (OR) and 95% confidence intervals (CI). A signifi-
cance level of 0.05 was considered statistically significant. Analyses were performed using the Jamovi statistical package (version 
2.3) based on the R platform. 
Results 
The study included 90 patients diagnosed with PAD in a tertiary emergency department (43 women, 47 men). The median age 
of all participants was 80 years (IQR: 72.0–86.0). Patients undergoing interventional treatment were significantly older (83.0 vs. 
78.0, p = 0.022). Nearly all patients in Stage IIb and III underwent intervention (p < 0.001). Findings such as absent capillary 
refill (59.3%), widespread sensory loss, and deep paralysis were significantly more common in the intervention group (Table 1). 
Patients who underwent amputation were significantly older than those who did not (86.0 vs. 79.0, p < 0.001). All patients in Stage 
III underwent amputation (p < 0.001). Deep sensory loss, motor paralysis, and absence of venous Doppler flow were signifi-
cantly associated with amputation (Table 2). 
According to the logistic regression model, each one-year increase in age was associated with a 9% higher likelihood of amputation 
(OR: 1.09; p = 0.0293). Although female patients had a 3.47 times higher risk of amputation compared to males, this was not statis-
tically significant (p = 0.0652). Patients classified as "chronic-on-acute" had 10.3 times higher amputation risk compared to 
those with acute presentation (p = 0.0061). Similarly, chronically presenting patients had a 4.7 times increased risk compared to 
acute patients (p = 0.0308) (Table 3). 
Discussion 
This study evaluated the association between clinical parameters and treatment decisions (intervention and amputation) in 
patients with PAD presenting to the emergency department. Our findings revealed that age, disease stage, capillary refill status, 
and the presence of sensory or motor deficits significantly influenced these decisions. The fact that all Stage III patients underwent 
amputation highlights the PAD stage as a direct predictor of treatment outcome. This is consistent with the literature, where patients 
presenting at advanced stages with tissue necrosis or gangrene are more likely to undergo amputation rather than revasculari-
zation [8–10]. 
Absent capillary refill reflects severe perfusion deficit and was strongly associated with both intervention and amputation. Simi-
larly, extensive sensory loss and motor dysfunction are indicators of the depth and duration of ischemia. 
Reported amputation rates in PAD vary between 10% and 30%; our study’s amputation rate (22%) aligns with this range [11–13]. 
Notably, patients who underwent amputation were largely in advanced clinical stages where limb salvage was no longer fea-
sible, underscoring the importance of early diagnosis and referral.  
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Table 1. Comparison of Clinical Parameters by Interventional Treatment Status 
Interventional procedure No Yes Total P value 

Gender Male 20 (64.5) 27 (45.8) 47 (52.2) 0.141 

Female 11 (35.5) 32 (54.2) 43 (47.8) 

Age Median (IQR) 78.0 (64.0 - 
82.5) 

83.0 (74.5 - 
88.5) 

80.0 (72.0 - 
86.0) 

0.022 

 Stage I 2 (6.5) 0 (0.0) 2 (2.2)  

Stage 1 Stage IIa 23 (74.2) 0 (0.0) 23 (25.6) <0.001 

Stage IIb 5 (16.1) 39 (66.1) 44 (48.9) 

 Stage III 1 (3.2) 20 (33.9) 21 (23.3)  

Stage 2 Stage I-IIa 25 (80.6) 0 (0.0) 25 (27.8) <0.001 

Stage IIb-Stage III 6 (19.4) 59 (100.0) 65 (72.2) 

 Good 9 (29.0) 1 (1.7) 10 (11.1)  

Capillary refill Slow 20 (64.5) 23 (39.0) 43 (47.8) <0.001 

 None 2 (6.5) 35 (59.3) 37 (41.1)  

 None 10 (32.3) 0 (0.0) 10 (11.1)  

Sensory loss Minimal 17 (54.8) 10 (16.9) 27 (30.0) <0.001 

Extensive 3 (9.7) 31 (52.5) 34 (37.8) 

 Deep anesthesia 1 (3.2) 18 (30.5) 19 (21.1)  

 None 21 (67.7) 8 (13.6) 29 (32.2)  
Muscle 
dysfunction 

Mild-Moderate 9 (29.0) 26 (44.1) 35 (38.9) <0.001 

Deep paralysis 1 (3.2) 25 (42.4) 26 (28.9)  

Venous Doppler 
flow 

None 16 (51.6) 59 (100.0) 75 (83.3) <0.001 

Yes 15 (48.4) 0 (0.0) 15 (16.7) 

 Yes 2 (6.5) 0 (0.0) 2 (2.2)  
Arterial 
Doppler flow 

Poor 13 (41.9) 0 (0.0) 13 (14.4) <0.001 

None 16 (51.6) 59 (100.0) 75 (83.3)  

 Acute 4 (12.9) 41 (69.5) 45 (50.0)  

Acute/Chronic Chronic/Acute 3 (9.7) 10 (16.9) 13 (14.4) <0.001 

 Chronic 24 (77.4) 8 (13.6) 32 (35.6)  

 
In our logistic regression analysis, age was found to be a statistically significant predictor of amputation (OR: 1.09, p = 
0.0293). Each additional year of age increased the risk by approximately 9%. Although amputation risk was higher in wo-
men (OR: 3.47), the result did not reach statistical significance (p = 0.0652), suggesting the need for further studies with larger samp-
les [14]. 
When comparing acute versus chronic presentations, the chronic-on-acute group had a significantly higher amputation 
risk (OR: 10.32, p = 0.0061), followed by the purely chronic group (OR: 4.72, p = 0.0308). This emphasizes the progressive nature 
of PAD and the critical importance of timely intervention [15]. 
The strengths of this study include its real-world clinical data and its focus on emergency decision-making. However, limitati-
ons include its single-center design, limited sample size, and retrospective nature. 
Conclusion 
This study demonstrates that interventional treatment and amputation decisions in patients presenting with PAD are strongly 
associated with clinical parameters such as advanced age, disease stage, absence of capillary refill, and severe sensory-motor 
deficits. 
Patients undergoing intervention were significantly older and more likely to be in advanced stages. Similarly, nearly all amputa-
ted patients were in Stage III, showing severe ischemic findings such as loss of capillary perfusion and deep motor/sensory defi-
cits. Logistic regression analysis confirmed these clinical parameters as strong and significant predictors of amputation. 
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Table 2. Comparison of Clinical Parameters by Amputation Status 

 Amputation No Yes Total P value 

Gender 
      Male       42 (60.0)   5   (25.0)     47  (52.2)   

0.012 
Female 28 (40.0) 15 (75.0) 43 (47.8) 

 
Age Median (IQR) 79.0 (68.2 

- 84.0) 
86.0 (83.2 - 
91.0) 

80.0 (72.0 - 
86.0) 

<0.001 

 Stage I 2 (2.9) 0 (0.0) 2 (2.2)  

Stage 1 Stage IIa 23 (32.9) 0 (0.0) 23 (25.6) <0.001 

Stage IIb 44 (62.9) 0 (0.0) 44 (48.9) 

 Stage III 1 (1.4) 20 (100.0) 21 (23.3)  

 Stage I-IIa 25 (35.7) 0 (0.0) 25 (27.8)  

Stage 2 Stage IIb-Stage III 45 (64.3) 20 (100.0) 65 (72.2) 0.004 

 Good 10 (14.3) 0 (0.0) 10 (11.1)  

Capillary refill Slow 43 (61.4) 0 (0.0) 43 (47.8) <0.001 

 None 17 (24.3) 20 (100.0) 37 (41.1)  
 None 10 (14.3) 0 (0.0) 10 (11.1)  

Sensory loss Minimal 27 (38.6) 0 (0.0) 27 (30.0) <0.001 

Extensive 31 (44.3) 3 (15.0) 34 (37.8) 

 Deep anesthesia 2 (2.9) 17 (85.0) 19 (21.1)  

 None 29 (41.4) 0 (0.0) 29 (32.2)  
Muscle 
dysfunction 

Mild-Moderate 35 (50.0) 0 (0.0) 35 (38.9) <0.001 

Deep paralysis 6 (8.6) 20 (100.0) 26 (28.9)  

Venous Doppler 
flow 

None 55 (78.6) 20 (100.0) 75 (83.3)  
Yes 15 (21.4) 0 (0.0) 15 (16.7) 0.054 

 Yes 2 (2.9) 0 (0.0) 2 (2.2)  
Arterial Doppler 
flow 

Poor 13 (18.6) 0 (0.0) 13 (14.4) 0.076 

None 55 (78.6) 20 (100.0) 75 (83.3)  

 Acute 40 (57.1) 5 (25.0) 45 (50.0)  

Acute/Chronic Chronic/Acute 6 (8.6) 7 (35.0) 13 (14.4) 0.004 

 Chronic 24 (34.3) 8 (40.0) 32 (35.6)  
 
Table 3. Logistic Regression Analysis of Amputation Risk Factors 
 

Variable SE OR (95% GA) p-value 

Age 0.040 1.09 (1.009 – 1.181) 0.0293 

Gender 0.675 3.47 (0.925 – 13.03) 0.0652 

Chronic/Acute – Acute 0.851 10.32 (1.949 – 54.67) 0.0061 

Chronic – Acute 0.719 4.72 (1.154 – 19.29) 0.0308 

 
These findings provide valuable guidance for emergency physicians making time-sensitive decisions. In cases where patients 
present with advanced PAD indicators (e.g., absent capillary refill, deep sensory loss, motor dysfunction, advanced stage, 
and older age), immediate consideration of amputation rather than revascularization may be warranted. 
Our study highlights the importance of early clinical assessment and appropriate risk stratification in optimizing indivi-
dualized treatment strategies for PAD. Further multi-center and prospective studies are warranted to support the findings and 
contribute to national clinical guidelines. 
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6979 
A rare case ın the emergency department: superıor vena cava syndrome 
Demet Acar1, Muhammed Sadettin İpek1, Ayla Mollaoğlu1, Yasin Yıldız1, Nurser Mutlu1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye 
Introductıon 
Superior Vena Cava Syndrome (SVCS) is a clinical condition resulting from the obstruction of superior vena cava circulation, im-
peding blood drainage from the head, neck, arms, and upper thorax into the right atrium. Numerous symptoms manifest in VCSS 
due to tumor-induced pressure. Cyanosis, dyspnea, edema and congestion in the head, neck, and extremities are the main symp-
toms observed in patients [1,2]. Intrathoracic malignancies account for 60%-85% of VCSS patients.   The superior vena cava was 
blocked in 60% of these cases before diagnosis.   The occurrence of venous blockage can be caused by a primary tumor in the 
superior vena cava, external compression by mediastinal lymph nodes, or direct penetration by the tumor. VCSS is frequently as-
sociated with non-small cell lung cancer (nearly 50%), small cell lung cancer (22%), and lymphomas (12%) [3-6]. Common rea-
sons for visiting the ED are the anticipated primary symptoms of VCSS (cyanosis, dyspnea, etc.). The purpose of this case presen-
tation is to examine VCSS for patients who come to the Emergency Department (ED) for these reasons. 
Case  
The blue code team brought a 62-year-old male patient with no known chronic illness to the chest diseases clinic after he fell ill 
while waiting in line. At first, the patient's blood pressure was 113/76, oxygen saturation was 91%, pulse was 112, and during the 
physical examination, redness, edema, jugular vein distention, and difficulty breathing were observed. The patient's history indica-
tes that she has been experiencing a persistent cough and facial redness for the past week.  The thoracic CT scan showed a mass 
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that was consistent with the superior mediastinum and a 2 cm effusion in the right pulmonary hemithorax. The patient's blood ta-
ken in the ED did not show any significant pathology. Small cell lung carcinoma was diagnosed by the patient through a fine need-
le aspiration biopsy performed in the ward where she was admitted. The patient passed away on the 13th day of hospitalization 
after experiencing a cardiac arrest following a syncope while attempting to get out of bed during ward follow-up, at the stage when 
radiotherapy treatment was planned. 
Dıscussıon 
The management of VCSS, which is considered an oncological emergency, involves both cancer treatment and alleviation of obst-
ruction symptoms.  The signs and symptoms of VCSS can include edema of the face or neck, arm swelling, engorged veins in the 
anterior chest wall, chest pain, shortness of breath, dizziness, syncope, orthopnea, and the presence of facial plethora. The avera-
ge life expectancy for patients with VCSS is six months. Studies have shown that when symptoms are alleviated with chemothe-
rapy and radiotherapy, the treatment is more effective [7]. In our case, a patient who primarily did not have an oncology diagnosis 
and presented with complaints similar to those in the literature was presented. The similar to the literature, the patient who died 
during the treatment planning phase highlights the shortness of the survey in these patients. Considering that these patients can 
suddenly deteriorate in the AS as well, it is important to be more vigilant in their follow-up and to remain alert for potential compli-
cations. 
Conclusıon  
In our scenario, VCSS can be presented to ASs in either a stable or unstable manner.   Vital signs that indicate upper respiratory 
tract infection symptoms or allergy-related face erythema and dyspnea may be present in VCSS. In the absence of a confirmed 
cancer diagnosis, VCSS should be included in the differential diagnosis of these individuals, and jugular venous distension should 
be meticulously assessed during the physical examination. The presence of erythema and edema in the upper extremities should 
be considered as a cautionary tale for this diagnosis. 
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7023 
Snakebite in Pregnancy: Compartment Syndrome and Emergency Fasciotomy 
Muhammed İkbal ŞAŞMAZ, Ekim SAĞLAM GÜRMEN  
Manisa Celal Bayar University School of Medicine, Emergency Department, Manisa, Turkey 
Introductıon: 
With the effect of tropical climate in Turkey, poisoning cases such as snake bites and scorpion stings are frequently encountered. 
These envenomations may cause serious toxic effects on healthy children and young adults and may lead to high morbidity and 
mortality (1). In cases of poisoning, local symptoms such as pain, edema, redness, bullae formation and skin necrosis may occur 
in the bitten or stung area. In addition, systemic symptoms such as nausea, vomiting, sweating, hypotension, anaphylaxis, parest-
hesia, delirium and coma may also be observed (2,3,4).  
Case: 
A 31-year-old 15-week pregnant patient was brought to our emergency department by ambulance from an external center due to 
snake bite. When the patient arrived, she was conscious, GCS was 15 and vital signs were stable. There was a hyperemic bite 
lesion on the dorsal surface of the proximal 5th finger of the right hand (Figure 1), and there was diffuse edema, hyperemia and 
tenderness in the distal part of the hand, wrist and forearm. On arrival, sensory motor examination was normal, distal pulses were 
patent, capillary refill time and other system examinations were normal. Abdominal ultrasonography showed positive fetal heart 
movements.  Tetanus prophylaxis, iv antibiotherapy and analgesia were administered without abnormalities in electrocardiography 
and laboratory tests. Elevation and ice were applied to the right upper extremity. During follow-up, edema and hyperemia spread to 
the proximal forearm and arm. The patient was asked to receive snake antivenom and the procedure and risks were explained.  
However, the patient did not accept the treatment due to her pregnancy status and possible risks. At the 18th hour of the incident, 
hypoesthesia, pallor, impaired capillary filling and subsequent limitation in motor movements developed along with severe pain in 
the right upper extremity (Figure 2). The patient was consulted with orthopedics with a diagnosis of compartment syndrome and 
was taken into emergency operation for fasciotomy. Right upper extremity fasciotomy was performed under axillary nerve block 
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(Figure 3). On the 10th day of follow-up, edema regressed and motor and sensory examinations were completely normal. The fas-
ciotomy was closed and the patient was discharged with recovery.  
Dıscussıon: 
Snake venom is especially known for its hemotoxic effects. The most effective treatment method for coagulation disorders and 
compartment syndrome related to snake venom is antivenom administration (5,6). When snake venom directly contacts the tissue, 
it immediately initiates tissue damage and triggers the ischemic process. In this process, local symptoms such as edema, redness 
and pain may develop in the bitten area. Complications such as bullae, abscesses and ecchymosis can also occur. Findings such 
as absence of pulse, coldness, severe pain, paresthesia, delayed capillary filling and pain on passive stretching may be indicators 
of compartment syndrome and these patients should be evaluated for emergency fasciotomy (7). In our case, antivenom treatment 
could not be administered because of the patient's pregnancy status. However, the patient developed signs of compartment synd-
rome during follow-up and emergency fasciotomy was performed and the patient was discharged on the 10th day with complete 
recovery. 
KEYWORDS: Snakebite, Pregnancy, Emergency fasciotomy 
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7043 
Euglycemic Diabetic Ketoacidosis Induced by Dapagliflozin: A Case Report 
Şule Yıldız KAYA1; Yalcin GOLCUK1 
Department of Emergency Medicine, Faculty of Medicine, Muğla Sıtkı Koçman University, Muğla, Turkey 
Introductıon: 
Sodium-glucose cotransporter-2 (SGLT-2) inhibitors are increasingly used in the management of type 2 diabetes mellitus (T2DM) 
due to their glycemic control and cardiorenal protective effects. However, these agents carry a rare but serious risk of euglycemic 
diabetic ketoacidosis (eDKA)—a life-threatening condition characterized by high anion gap metabolic acidosis in the absence of 
marked hyperglycemia. Because its clinical presentation is often subtle, eDKA can be overlooked in emergency department (ED), 
delaying diagnosis and treatment. 
Case: 
A 62-year-old male presented to the emergency department with complaints of nausea, vomiting, and dizziness that began two 
hours after receiving a punch to the right side of his head. His medical history was significant for T2DM, hypertension, coronary 
artery disease (status post-percutaneous coronary intervention in 2019), chronic kidney disease, peripheral arterial disease, and a 
prior hemorrhagic stroke. His prescribed medications included dapagliflozin (10 mg/day), antihypertensives (amlodipine, bisoprolol, 
perindopril), antiplatelet agents (cilostazol, clopidogrel), lipid-lowering therapy (atorvastatin), and neuropathic pain modulators 
(pregabalin, gabapentin). 
On presentation, the patient was hypertensive with a blood pressure of 200/98 mmHg, a heart rate of 90 bpm, and an oxygen sa-
turation of 98% on room air. He was alert, oriented, and cooperative. Neurological examination revealed no cranial nerve deficits or 
lateralizing motor weakness, and muscle strength was preserved bilaterally. Cardiovascular, respiratory, and abdominal examinati-
ons were unremarkable. Given the hypertensive urgency, oral amlodipine (10 mg) was administered, followed by intravenous ni-
cardipine infusion. Supportive treatment with intravenous analgesics (dexketoprofen) and antiemetics (dimenhydrinate) was initia-
ted. 
Laboratory investigations revealed metabolic acidosis with a pH of 7.30, pCO₂ of 43.6 mmHg, bicarbonate of 18.2 mmol/L, and an 
anion gap of 11.6 mEq/L. Serum glucose was mildly elevated at 247 mg/dL, and urinalysis was positive for ketones. Renal function 
tests showed a creatinine level of 1.15 mg/dL and urea of 57.7 mg/dL. Serum electrolytes, including sodium (140 mmol/L) and po-
tassium (3.53 mmol/L), were within normal limits. 
Given the presence of high anion gap metabolic acidosis with ketonemia in the absence of significant hyperglycemia, eDKA was 
suspected. Endocrinology consultation was obtained, and dapagliflozin was immediately discontinued. The patient was initiated on 
intravenous dextrose therapy (500 mL of 5% dextrose with 10 U crystalline insulin at a continuous infusion rate of 100 mL/h) to 
correct ketoacidosis while preventing hypoglycemia. 
Non-contrast brain computed tomography (CT) performed at admission and repeated at six hours revealed no acute hemorrhagic 
changes or evidence of traumatic brain injury. Chronic ischemic changes were observed in the periventricular white matter, consis-
tent with his history of cerebrovascular disease. Diffusion-weighted magnetic resonance imaging (MRI) confirmed the absence of 
acute infarction or diffusion-restricted lesions. 
Serial blood gas analyses demonstrated progressive improvement in metabolic parameters, with a pH of 7.34, pCO₂ of 39 mmHg, 
bicarbonate of 21.4 mmol/L, and a glucose level of 218 mg/dL. His nausea and dizziness gradually resolved with ongoing therapy. 
The patient remained hemodynamically stable and was discharged with resolved metabolic acidosis, strict instructions to disconti-
nue dapagliflozin, and scheduled endocrinology follow-up for alternative diabetes management. 
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Dıscussıon: 
eDKA remains an underrecognized but potentially life-threatening adverse effect of SGLT-2 inhibitors. The absence of significant 
hyperglycemia often results in diagnostic delays, particularly in emergency settings where DKA is typically suspected only in cases 
of marked hyperglycemia. 
This case highlights the potential for eDKA to develop even in the absence of clear precipitating factors, reinforcing the importance 
of clinical suspicion. The patient’s use of dapagliflozin, in conjunction with his ketonemia and low bicarbonate levels, strongly impli-
cated SGLT-2 inhibitor-induced ketoacidosis as the etiology of his metabolic disturbance. While the precise trigger remains uncer-
tain, mild trauma and transient nausea may have contributed to transient insulin deficiency and enhanced ketogenesis. 
Management of eDKA requires discontinuation of the offending agent, aggressive fluid resuscitation, insulin therapy, and car-
bohydrate supplementation. Unlike typical DKA, where insulin is titrated based on glucose levels, eDKA necessitates dextrose co-
administration to prevent hypoglycemia while resolving ketosis. Serial monitoring of acid-base status and electrolyte levels is cru-
cial for ensuring a safe and effective recovery. 
Conclusion 
This case highlights the critical role of emergency physicians in recognizing and managing eDKA, a life-threatening but often over-
looked complication of SGLT-2 inhibitors. Early identification and timely intervention are paramount to preventing adverse outco-
mes. In the ED, patients presenting with nausea, vomiting, or altered mental status and unexplained anion gap metabolic acidosis 
should be evaluated for eDKA, particularly if they are on SGLT-2 inhibitors. As the use of these agents expands, increased aware-
ness among emergency clinicians will be essential in ensuring prompt and effective treatment. 
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Revıew Of Emergency Medıcıne And Prımary Healthcare Servıces Durıng Flood-Induced Dısasters: The Example Of Hurrıca-
ne Danıel In Libya 
Fatih Cemal Tekin1, Canan Tekin2 

1department Of Emergency Medıcıne, Konya Cıty Hospıtal, Türkiye 
2department Of Famıly Medıcıne, Konya Numune Hospıtal, Türkiye 
Introductıon 
According to World Bank data, the population of Libya in 2021 was reported to be 6,812,341, with an annual population growth 
rate of 1.1%, and a life expectancy at birth of 72 years. According to the WHO's 2015 report, 22% of Libya's population lives in ru-
ral areas, and the life expectancy at birth is 75 years. The disease burden (in 2012) was composed of 77.8% non-communicable 
diseases, 9.8% communicable diseases, and 12.3% injuries. The healthcare workforce is reported to be 19 doctors, 68 nurses, 
and midwives per 10,000 people in 2009 (1,2). 
The Daniel hurricane, which began in Greece on September 5-6, affected Libya on September 10.Strong winds, heavy rainfall, and 
dam collapses affected the cities of Benghazi, Bayda, Marj, Susa, and Derna, causing a disaster of immense destruction and ca-
lamity (3). According to the latest assessments, it has been reported that 250,000 people were affected, 4,300 people died, 8,500 
people are still missing, 42,000 people were displaced, more than 11,000 buildings were damaged, and 126 healthcare facilities 
were harmed.4. In our study, it is aimed to examine the emergency and public health services that should be provided in flood-
related disasters using the example of the Libya disaster. 
Materıal Method 
In our study, the open-source EM-DAT disaster database was used, and emergency and basic health services in flood disasters 
were examined using experiences from Turkey obtained from open sources. The EM-DAT database was established in 1988 
through the collaboration of the Centre for Research on the Epidemiology of Disasters (CRED) and the WHO. Currently, the organ-
ization, which is part of Health and Society attached to the University of Louvain (UCLouvain), is supported by the United States 
Agency for International Development (USAID).This database includes cases with 10 or more deaths, 100 or more affected indi-
viduals, declaration of a state of emergency, and calls for international assistance. Data from before 2000 has been excluded from 
the study due to the possibility of bias. No sample calculation was performed, and the data from 2000 to September 2023 were 
included in the study. 
In the study, the number of disasters occurring worldwide, types of disasters, the distribution of flood disasters by regions, losses 
caused by flood disasters, and flood disasters by years and months were taken as variables. The data obtained from the research 
were transferred to a computer environment and analyzed using the IBM SPSS 23.0 (IBM SPSS Statistics, Version 23.0 Armonk, 
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NY: IBM Corp.) program.  
In descriptive analyses, frequency data are presented as numbers and percentages, while continuous numerical data are present-
ed as mean ± standard deviation, and ordinal variables are presented using median, 1st quartile, and 3rd quartile. 
Since open-source data was used, ethical committee approval was not obtained. 
Results 
The EM-DAT database contains more than 26,000 records included from the 1900s to the present day. Since 2000, 36.7% of the 
disasters that have occurred worldwide have been classified as technological, while 63.3% have been classified as natural disas-
ters (Table 1). The proportion of disasters caused by floods among all disasters is 27.5% (3,954).It has been reported that in disas-
ters related to floods, approximately 1,756,605 people were affected, 329,709 people were injured, 128,092 people died, 
3,617,172 people became homeless, and approximately 853,474,688,000 USD in damages occurred.  
Tablo 1 Natural Disasters Occurring in the World 

Disaster Type n (%) Disaster Subtype n (%) 

Technological Disas-
ters 5658 (36.7) 

Transportation Accidents 887 (15.7) 
Industrial Accidents 904 (16) 
Others 3867 (68.3) 

Natural Disasters 9750 (63.3) 

Biological 920 (9.4) 
Climatological 690 (7.1) 
Extraterrestrial 1 (0.01) 
Geophysics 784(8) 
Hydrological 4395 (45.1) 
Meteorological 2960 (30.4) 

 
The numbers of people affected by flood disasters worldwide by region are given in Table 2. The disaster in which the most people 
were affected by a flood event occurred in China in 2003, affecting 150,000,000 people. Between 2020 and 2023, the median num-
ber of people affected per flood disaster was 10,800, with the 1st and 3rd Quartile values being 1,500 and 59,449, respectively. A 
minimum of 1 and a maximum of 6,054 people have died per incident related to these disasters. 
Tablo 2 Flood Disaster Incidence Rates by Region 
Regions n % 
Africa 933 23.6 
America 856 21.6 
Asya 1595 40.3 
Europe 469 11.9 
Oceania 101 2.6 
 
It has been observed that the most flood-related disaster in the world occurred in 2006, and between 2020 and 2023, flood disasters 
were most frequently reported in the 6th, 7th, and 8th months (Figure 1). 
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Figure 1 The Frequency of Flood Disasters by Year and Month 
In Libya, 97.1% (67) of the disasters published in the EM-DAT database are of technological disaster type, while 2.9% (2) are natural 
disasters.In Libya, two flood disasters were reported before the recent catastrophe, the first of which occurred in 2013, affecting 
2,000 people and resulting in 16 deaths, while the second occurred in 2019, affecting 20,000 people, injuring 30, and causing 4 
deaths. 
Dıscussıon 
In our study, as mentioned in the literature, it has been observed that hydrological disasters and meteorological disasters related to 
weather conditions have increased recently (6). In our study, numerical data on the magnitude of the impacts of disasters and data 
on the consequences of flood disasters have been presented.Considering that disasters are preventable, the importance of a mo-
dern and integrated disaster management system is better understood (7). 
Flooding is a disaster dependent on geographical features and seasonal transitions.Therefore, the regions and temporal characteris-
tics of the flood disaster identified in our study are important for predicting and taking precautions against the areas and times where 
the disaster may recur.One of the largest flood disasters in recent years occurred in Libya.Floods are classified based on their for-
mation speed as slow, fast, and sudden; and in terms of their formation location as coastal, urban, dam, and river floods.The flood 
that occurred in the city of Derna, Libya, emerged as a sudden water overflow affecting areas close to the coastline after heavy 
rainfall and a dam burst (8). 
Floodwaters are also carrying sand, causing homes and gardens to be filled with sand, buildings to collapse, and vehicles to be 
swept away, making it difficult to reach people and living beings.Search and rescue operations are important in this regard and sho-
uld be services that start early.Our country has also supported Libya with trained and experienced search and rescue personnel and 
equipment (9). 
The ongoing turmoil in Libya has also weakened the healthcare system.Considering that the flood disaster is the largest flood that 
has occurred in Libya according to EM-DAT data, it is foreseeable that the capacity to cope with the incident would be inadequa-
te.The Ministry of Health of the Republic of Turkey announced that, as an initial step, they provided support to those affected by the 
flood disaster in Libya with a team of 159 healthcare personnel, field hospitals, medical equipment, and other supplies (10,11). Vac-
cination (Recommended vaccines: Measles-Mumps-Rubella (MMR), Diphtheria, Tetanus, Pertussis, Chickenpox, Polio, and annual 
flu vaccine) (12) was carried out by travel health teams before the trip, and the journey took 2 days by ship departing from the port of 
Izmir.Within Libya, the city of Derna was reached by road. 
In disasters, basic health services and emergency health services are services that should be provided starting from the zero hour of 
the disaster. 
The most common early health impact of a flood disaster and the leading cause of death is drowning.The most common early health 
impact of a flood disaster and the leading cause of death is drowning.Other significant causes are electric shock, injuries related to 
being swept away by floods or dragged by floating objects, and deaths associated with these.Bites from aquatic creatures and indi-
viduals contaminated with chemical, biological, or radioactive substances, psychological conditions, and suicide attempts are also 
other issues that may be encountered.Emergency medical services primarily combat the effects in this area.At the same time, they 
must also be prepared for acute situations that may arise in the field teams.The teams working in this field can be divided into pre-
hospital (field medical teams, injured or patient transfer teams) and hospital teams.Those working in field and transfer teams should 
be prepared and experienced in hypothermia, hypoglycemia, arrhythmias, and advanced life support.At the same time, they should 
not forget that field personnel may encounter smoke and dust exposure, which can be confused with airway disease exacerbations, 
heat/cold strokes, and traumas.Those working in hospital emergency medical teams should be careful with triage, as saving more 
patients with fewer resources is one of the fundamental principles of disaster medicine.They should be prepared and have reviewed 
their medical equipment and supplies in relation to the situations and patients mentioned above.When evaluating patients, triage 
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and examination cards, as well as the recording of information related to the procedures performed, are points that should not be 
overlooked in terms of preventing repeated treatments and follow-up.In resuscitated patients, body temperature should be targeted 
in the range of 32-35 °C. It should not be forgotten that in the subacute period, there will be an increase in cutaneous infections, 
aspiration pneumonia, viral infections, and gastroenteritis conditions (13-16). The equipment and personnel sent by the Ministry of 
Health have provided services in this context regarding emergency healthcare services (10). 
With the flood disaster, areas of focus for public health and basic health services include the provision of sufficient and clean water 
in a short period, difficulties in accessing safe food, the establishment of safe shelter areas for displaced persons, an increase in 
infectious diseases (especially cholera, cryptosporidiosis, nonspecific gastroenteritis, polio, rotavirus, typhoid-paratyphoid outbre-
aks), and nutrition problems, primarily malnutrition.Therefore, public health services and community information efforts are extremely 
important from the moment of the disaster.In these areas, floodwaters should not be used, contact with these waters should be avoi-
ded, food contamination should be prevented, attention should be paid to consuming packaged water, efforts should be initiated 
early for chlorination and the provision of clean water sources, water analyses should be conducted promptly, and a surveillance 
system should be implemented.After the incident, it is important to focus on combating pests and rodents, as well as houseflies and 
mosquitoes, which may increase in the area.An important matter is the proper storage and burial of corpses, as well as waste collec-
tion and management services (17,18). Routine public health services, such as childhood vaccinations, monitoring of non-
communicable diseases, and child-adolescent-reproductive health services, should be reinstated as short- to medium-term goals 
(19). 
Conclusıon 
The Libya flood disaster is an important catastrophe that causes serious destruction and demonstrates the extent to which dam-
related flood events can reach.Without a doubt, the most important step in the management phase of the flood disaster is to ensure 
that urban planning is conducted away from riverbeds and dam/reservoir drainage areas.In disaster management, emergency medi-
cal services and primary healthcare services are important healthcare services that need to be carried out simultaneously.Although 
the disasters experienced have painful consequences, the organization of health services in disasters is of vital importance, and 
each incident should be evaluated as a lesson to prevent the repetition of mistakes.The Libya flood disaster, being a dam-related 
flood event and considering the serious consequences that emerged, should be addressed in detail. 
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Immature Granulocyte Levels and Clinical Severity in Acute Coronary Syndrome: A Preliminary Study 
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Introduction 
ST-segment elevation myocardial infarction (STEMI) remains a major cause of morbidity and mortality worldwide(1, 2), despite con-
siderable advances in reperfusion strategies and modern pharmacological therapies . Early risk stratification is critical in managing 
patients with acute coronary syndromes (ACS), especially in the emergency setting. Traditionally, prognostic tools have included 
troponin levels, N-terminal pro-brain natriuretic peptide (NT-proBNP), and scoring systems such as the GRACE and TIMI scores (3, 
4). However, increasing evidence supports the central role of inflammation in the pathophysiology of myocardial infarction (MI), par-
ticularly in STEMI, where excessive inflammatory responses occur due to ischemic injury (5). 
The immature granulocyte (IG) count, easily measurable via automated complete blood count (CBC) analyzers, reflects the presen-
ce of early myeloid precursors in peripheral blood and serves as a surrogate marker of systemic inflammation(6, 7). Although the 
diagnostic and prognostic utility of inflammatory markers such as neutrophil-to-lymphocyte ratio (NLR) and C-reactive protein (CRP) 
have been previously reported, recent studies have explored the potential of IG levels as a predictor of disease severity and short-
term mortality in various critical conditions including STEMI (6, 8, 9). 
In a study by Korkut et al. (6), elevated IG levels measured at emergency department admission were significantly associated with 
in-hospital mortality among patients with STEMI. The authors reported that an IG cut-off value of 0.65 predicted mortality with 72.2% 
sensitivity and 77.8% specificity (AUC: 0.740, 95% CI: 0.635–0.846, p<0.001)1. Furthermore, IG was found to be an independent 
predictor of mortality, alongside age, ejection fraction, anemia, and Killip class. 
Despite its practicality and low cost, the IG count remains underutilized in routine clinical risk assessment for ACS patients. Given its 
potential role in reflecting the inflammatory burden and early prognostic implications, further investigation into its clinical relevance is 
warranted. The current study aims to evaluate the relationship between IG levels and clinical severity parameters in patients diagno-
sed with acute coronary syndrome, with a focus on their potential prognostic significance. 
Methods 
This retrospective, single-center observational study was conducted in the Emergency Department of Ondokuz Mayis University 
Faculty of Medicine between January 1, 2022, and January 1, 2023. 
Patients presenting to the emergency department with a diagnosis of acute coronary syndrome (ACS) during the study period were 
screened for eligibility. Inclusion criteria consisted of being 18 years of age or older, having a diagnosis of ST-elevation myocardial 
infarction (STEMI) or non-ST-elevation myocardial infarction (NSTEMI) based on clinical and electrocardiographic findings, and 
having a complete set of laboratory and clinical data available at the time of presentation. Specifically, the availability of immature 
granulocyte (IG) count, high-sensitivity troponin I (hs-TnI), liver enzyme levels (AST, ALT), and echocardiographic left ventricular 
ejection fraction (LVEF) was required for inclusion in the study. 
Patients were excluded if they were under 18 years of age, had an active systemic infection unrelated to ACS, or if their clinical or 
laboratory data were incomplete. 
Demographic data, comorbidities (such as hypertension, diabetes mellitus, history of coronary artery disease, chronic heart failure, 
smoking status, and family history), vital signs, and relevant laboratory parameters were retrieved from electronic health records. IG 
and IG% values were automatically reported as part of the complete blood count using a standardized hematology analyzer. Elect-
rocardiogram findings at admission were used to classify patients as STEMI or NSTEMI, and Killip class was also recorded as an 
indicator of clinical severity. 
All statistical analyses were performed using IBM SPSS Statistics for Windows, Version 21.0 (IBM Corp., Armonk, NY, USA). Conti-
nuous variables were presented as medians due to non-normal distribution, which was tested using the Kolmogorov–Smirnov test. 
Categorical variables were expressed as frequencies and percentages. Pearson’s chi-square was employed for categorical variab-
les where appropriate. Receiver operating characteristic (ROC) curve analysis was used to evaluate the diagnostic performance of 
IG and IG% in identifying high-risk clinical presentations, with STEMI serving as a surrogate marker of increased clinical severity. A 
p-value of less than 0.05 was considered statistically significant. 
Results 
A total of 83 patients diagnosed with acute coronary syndrome (ACS) were included in the final analysis. The median age was 68 
years (range 38–91), and 61.4% of the patients were male. ST-elevation myocardial infarction (STEMI) was present in 30.1% 
(n=25), while 69.9% (n=58) were diagnosed with non-ST-elevation myocardial infarction (NSTEMI). Age, hs-troponin, IG, IG%, AST, 
ALT, and ejection fraction (EF) were presented as medians with minimum and maximum values. 
IG levels ranged from 0 to 1.2 (median 0.0), and IG% ranged from 0.1% to 4.5% (median 0.4%). The median hs-troponin level was 
1565 ng/L, and the median EF was 50% (Table 1). 
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Table 1. Baseline Clinical and Laboratory Characteristics of the Study Population 

 Median (min-max) 
Age 68 (38 - 91) 
HsTroponin 1565 (2 - 25000) 
IG 0 (0 - 1,2) 
IG% 0,4 (0,1 - 4,5) 
AST 31 (10 - 586) 
ALT 21,2 (5 - 143) 
EF 50 (30 - 69) 
 
Hypertension was the most prevalent comorbidity (80.7%), followed by diabetes mellitus (45.8%) and coronary artery disease 
(45.8%). The prevalence of chronic heart failure was 36.1%, and 26.5% of patients reported a positive family history of cardiovascu-
lar disease (Table 2). 

Table 2. Distribution of Demographic Features and Comorbid Conditions 
Gender   

Male  51 61.4 
Female 32 38.6 

ACS   
NSTEMI 58 69.9 
STEMI 25 30.1 

HT   
Yes 67 80.7 
No 16 30.1 

DM   
Yes 38 45.8 
No 45 54.2 

Dyslipidemia   
Yes 13 15.7 
No 70 84.3 

CAD   
Yes 38 45.8 
No 45 54.2 

Smoking   
Yes 41 49.4 
No 42 50.6 

Family History   
Yes  22 26.5 
No 61 73.5 

CHF   
Yes 30 36.1 
No 53 63.9 

 
A statistically significant association was found between Killip classification and MI type (p = 0.008). Killip class II and IV were more 
frequently observed among STEMI patients, whereas class III was exclusive to the NSTEMI group. This finding suggests a higher 
clinical severity in STEMI presentations (Table 3). 
Receiver operating characteristic (ROC) analysis showed that IG had a modest but statistically significant diagnostic performance in 
predicting STEMI. The area under the curve (AUC) was 0.665 (95% CI: 0.536–0.794, p = 0.018). At a cut-off value of 0.35, IG de-
monstrated a sensitivity of 76.0% and specificity of 56.1% (Table 4) (Figure 1). 
Discussion 
In recent years, it has become increasingly clear that inflammatory mechanisms play a key role in the pathophysiology of acute 
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coronary syndromes (ACS), especially in ST-elevation myocardial infarction (STEMI). The intense inflammatory response triggered 
by ischemic injury in STEMI has been shown to impact infarct size, healing dynamics, and overall clinical outcomes (5, 10). Given 
this, there is growing interest in identifying inflammatory biomarkers that may aid in early risk stratification in patients with ACS. 
Immature granulocytes (IGs), which represent early-stage myeloid precursors, tend to appear in peripheral circulation in response to 
systemic inflammatory stimuli. IGs can be quantified automatically through standard complete blood count testing, making them a 
convenient and cost-effective biomarker (6, 7). Several previous studies have investigated the prognostic significance of IG levels in 
critically ill patients, including those with sepsis (8), intracerebral hemorrhage (9), and various intensive care conditions (7). 
A recent study by Korkut et al. demonstrated that higher IG levels on admission were significantly associated with in-hospital morta-
lity among STEMI patients. They identified a cut-off value of 0.65 for IG, which predicted mortality with an area under the curve 
(AUC) of 0.740, achieving sensitivity and specificity rates of 72.2% and 77.8%, respectively (6). Although our study could not per-
form a mortality-based analysis due to the limited number of fatal cases, IG levels were found to be significantly elevated in the 
STEMI group when compared to NSTEMI patients. This observation suggests a potential link between IG elevation and increased 
clinical severity in ACS. 

Table 3. Association Between Killip Classification and ACS Type 
    ACS     
    NSTEMI STEMI Total p value* 

Killip Classification 

I 29 (80.6) 7 (19.4) 36 

0.008 
II 19 (54.3) 16 (45.7) 35 
III 9 (100.0) 0 (0.0) 9 
IV 1 (33.3) 2 (66.7) 3 

*Pearson Chi Square test 
 
 

 
Figure 1. Diagnostic Performance of IG for Identifying STEMI (ROC Analysis) 

Table 4. Diagnostic Performance of IG for Identifying STEMI (ROC Analysis) 
AUC (95% CI) 0.665 (0.536-0.794) 
p 0.018 
Cut off value 0.35 
Sensitivity: 76.0 % 
Specificity: 56.1 % 
 
Moreover, our ROC analysis confirmed that IG levels provided a modest yet statistically significant ability to distinguish STEMI pre-
sentations (AUC = 0.665; p = 0.018). While these findings alone may not establish IG as an independent prognostic factor, they are 
consistent with the idea that higher IG levels reflect a more intense systemic inflammatory burden, which often correlates with worse 
clinical status in ACS. 
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Inflammatory markers such as the neutrophil-to-lymphocyte ratio (NLR) and C-reactive protein (CRP) have been widely studied in 
relation to ACS outcomes (3, 4). IG, however, may offer unique advantages due to its real-time availability, minimal cost, and auto-
matic reporting from routine hematological panels. The relevance of systemic inflammation in cardiovascular disease progression 
has also been highlighted by Mozos et al., reinforcing the importance of incorporating inflammatory markers into clinical decision-
making frameworks (5). 
Additional studies have validated the role of IG as a marker of physiological stress. For instance, Lima et al. showed its utility in 
detecting infection in ICU patients (7), while Sinaga et al. found a significant association between elevated IG levels and 30-day 
mortality in septic patients (8). These results, taken together with our own, support the hypothesis that IG could serve as a general 
indicator of disease severity across various acute pathologies. 
However, our study is not without limitations. Being retrospective and conducted at a single center, the generalizability of our findings 
is limited. Furthermore, the relatively small sample size and low incidence of adverse events, particularly mortality, restricted our 
ability to explore the prognostic utility of IG in depth. Although patients with known systemic infections were excluded, undiagnosed 
or subclinical inflammatory conditions might have influenced IG levels in some cases. 
This investigation should be viewed as a preliminary study aimed at evaluating the possible role of IG in the clinical assessment of 
ACS patients. Due to the limited sample size and lack of mortality data, definitive conclusions regarding its prognostic value could 
not be drawn. Nevertheless, the significant association between IG levels and STEMI presentations provides a rationale for future 
prospective research. Upcoming studies with larger sample sizes and more advanced analytical approaches are warranted to de-
termine whether IG can serve as a reliable biomarker for both short- and long-term outcomes in ACS. 
Conclusion 
In this preliminary study, immature granulocyte (IG) levels were found to be significantly higher in patients presenting with ST-
elevation myocardial infarction (STEMI) compared to those with non-ST elevation myocardial infarction (NSTEMI). Although mortality 
analysis could not be performed due to the limited number of fatal cases, the association between elevated IG and STEMI suggests 
that IG may reflect increased clinical severity in acute coronary syndromes (ACS). 
Given its rapid availability, low cost, and potential link to systemic inflammation, IG represents a promising candidate for further 
investigation as a clinical marker in ACS. Future prospective studies with larger cohorts are needed to evaluate its prognostic value, 
particularly in relation to short- and long-term mortality outcomes. 
References 
1.Omer MA, Tyler JM, Henry TD, Garberich R, Sharkey SW, Schmidt CW, et al. Clinical characteristics and outcomes of STEMI 
patients with cardiogenic shock and cardiac arrest. Cardiovascular Interventions. 2020;13(10):1211-9. 
2.Cui Y, Hao K, Takahashi J, Miyata S, Shindo T, Nishimiya K, et al. Age-Specific trends in the incidence and in-hospital mortality of 
acute myocardial infarction over 30 years in Japan—Report from the Miyagi AMI registry Study—. Circulation Journal. 
2017;81(4):520-8. 
3.Kong T, Kim TH, Park YS, Chung SP, Lee HS, Hong JH, et al. Usefulness of the delta neutrophil index to predict 30-day mortality 
in patients with ST segment elevation myocardial infarction. Scientific reports. 2017;7(1):15718. 
4.Tanik VO, Cinar T, Arugaslan E, Karabag Y, Hayiroglu MI, Cagdas M, et al. The predictive value of PRECISE-DAPT score for in-
hospital mortality in patients with ST-elevation myocardial infarction undergoing primary percutaneous coronary intervention. Angio-
logy. 2019;70(5):440-7. 
5.Mozos I, Malainer C, Horbańczuk J, Gug C, Stoian D, Luca CT, et al. Inflammatory markers for arterial stiffness in cardiovascular 
diseases. Frontiers in immunology. 2017;8:1058. 
6.Korkut M, Bedel C, Sivil R, Arslan MA, Selvi F, Kuş G, et al. Usefulness of immature granulocytes as a prognostic factor in ST-
elevation myocardial infarction. Brazilian Journal of Cardiovascular Surgery. 2022;37(06):893-9. 
7.Lima LR, Cunha GS, Nogueira KS, Comar SR. Automated immature granulocyte count in patients of the intensive care unit with 
suspected infection. Jornal Brasileiro de Patologia e Medicina Laboratorial. 2019;55:267-80. 
8.Sinaga RH, Utariani A, Wardhani P, Hardiono H. Immature granulocyte and mean platelet volume as a predictor of 30-day posto-
perative mortality in patients with sepsis caused by peritonitis. Bali Journal of Anesthesiology. 2020;4(4):166-71. 
9.Bedel C, Korkut M, Selvi F, Zortuk Ö. The immature granulocyte count is a new predictor of the 30-day mortality in intracerebral 
haemorrhage patients: preliminary study. Indian Journal of Neurosurgery. 2021;10(02):114-20. 
10.Gul I, Cerit L, Senturk B, Alkan MB, Kemal H, Cerit Z, et al. The importance of intra-aortic pulse pressure after anterior ST-
segment elevation myocardial infarction. Brazilian Journal of Cardiovascular Surgery. 2018;33(6):579-87. 
 
7180 
Transfusion-Related Acute Lung Injury (TRALI) and Concurrent Acute Coronary Syndrome in the Emergency Department: A 
Multidisciplinary Case Report 
Şevval AYAN1, Ahmet KAPLAN1, Ahmet Melih SAVAŞ1, Ayhan AKÖZ1 

Adnan Menderes University Faculty of Medicine, Department of Emergency Medicine, Aydin, Türkiye 
Introductıon 
Blood transfusion is a vital and frequently employed intervention in emergency medicine. While it serves as a critical therapeutic 
measure in patients with severe anemia or acute hemorrhage, it is not devoid of potential complications. Among these, Transfusion-
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Related Acute Lung Injury (TRALI) represents one of the most severe and life-threatening adverse reactions. It is a clinical syndrome 
characterized by the sudden onset of non-cardiogenic pulmonary edema within six hours of transfusion and is associated with high 
morbidity and mortality rates (1,2). The clinical presentation typically involves acute hypoxemia and bilateral pulmonary infiltrates 
without evidence of circulatory overload or pre-existing cardiac dysfunction. Despite advancements in transfusion safety protocols, 
TRALI remains underdiagnosed due to its overlapping symptoms with ARDS, pneumonia, and cardiogenic pulmonary edema (3,4). 
This case report illustrates a complex scenario where TRALI developed simultaneously with Acute Coronary Syndrome (ACS), 
complicating the diagnostic approach and necessitating prompt, multidisciplinary intervention. It highlights the importance of early 
recognition, accurate diagnosis, and integrated management strategies in optimizing patient outcomes (5). 
Case 
A 66-year-old female patient with no known chronic medical conditions presented to the emergency department with a four-month 
history of persistent abdominal pain. Over the past three months, she also reported significant weight loss of approximately 15 kilog-
rams and progressive anorexia. Upon presentation, she was alert, oriented, and cooperative, with a Glasgow Coma Score of 15. Her 
initial vital signs revealed tachycardia (heart rate: 110 bpm), normotensive blood pressure (120/73 mmHg), and normal oxygen satu-
ration on room air. On physical examination, abdominal tenderness was present, but no defence or rebound tenderness was obser-
ved. 
Initial laboratory analysis demonstrated a hemoglobin level of 6.5 g/dL, consistent with severe microcytic anemia. Abdominal compu-
ted tomography (CT) imaging showed a thick-walled hypodense lesion in the left adnexal region suggestive of a possible ovarian 
mass, heterogeneity of the uterine cervix, several small pelvic lymph nodes, and a moderate pleural effusion in the right hemithorax 
measuring up to 3 cm. The patient was consulted with gynecology and urology departments. Surgical intervention was not conside-
red. 
The patient was transfused with two units of erythrocyte suspension. Approximately 30 minutes following completion of the second 
transfusion, she developed acute respiratory symptoms including palpitations, tachypnea, and a significant drop in oxygen satura-
tion. She also exhibited an altered level of consciousness. An electrocardiogram revealed atrial fibrillation with rapid ventricular res-
ponse. Intravenous metoprolol was administered to the patient and sinus rhythm was successfully achieved. However, clinical dete-
rioration continued with bilateral coarse pulmonary crackles, reduced Glasgow Coma Score (11), and blood gas analysis confirming 
both hypoxemia and hypercapnia. Noninvasive ventilation was started, but this was not tolerated adequately and endotracheal intu-
bation and mechanical ventilation were required. 

 
 
Post-intubation thoracic CT scan demonstrated bilateral pleural effusions, total collapse of the left upper lobe, diffuse ground-glass 
opacities in both lower lobes, and nodular infiltrates in the right upper lobe. These radiographic findings, in conjunction with the clini-
cal context and timing of symptom onset, were deemed highly suggestive of TRALI. The patient was promptly transferred to the 
intensive care unit (ICU), where she was sedated with continuous propofol infusion. Subsequent laboratory investigations revealed a 
dramatic rise in serum troponin levels, increasing from 2200 ng/L to 50000 ng/L over several hours. Given the marked troponin ele-
vation and hemodynamic instability, urgent cardiology consultation was sought. Coronary angiography demonstrated complete occ-
lusion of the right coronary artery, and a successful percutaneous coronary intervention (PCI) was performed. The patient continued 
to be monitored in the intensive care unit for multidisciplinary approach and treatment. 
Dıscussıon 
TRALI represents a serious and potentially fatal complication of blood transfusion, characterized by the acute onset of respiratory 
distress, non-cardiogenic pulmonary edema, and bilateral chest infiltrates. It is now recognized as one of the leading causes of 
transfusion-related mortality, surpassing hemolytic reactions in some surveillance reports (1,9). Pathophysiologically, TRALI is un-
derstood to involve a two-hit mechanism: a predisposing clinical condition that primes the pulmonary endothelium, followed by expo-
sure to transfused mediators such as antibodies or bioactive lipids that trigger an inflammatory cascade (10).The resulting capillary 
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leak leads to pulmonary edema and severe hypoxemia. 

 
 
In the presented case, the diagnosis of TRALI was established based on the temporal relationship between transfusion and symp-
tom onset, the absence of cardiac dysfunction, and characteristic imaging findings. Notably, the simultaneous occurrence of ACS 
posed significant diagnostic and therapeutic challenges. The elevation in cardiac biomarkers and coronary artery occlusion further 
complicated clinical management, necessitating urgent revascularization in addition to respiratory support (5,8). 
Management of TRALI is primarily supportive, focusing on oxygenation, hemodynamic stability, and cessation of further transfusi-
ons. While pharmacologic interventions such as corticosteroids and diuretics have been proposed, evidence supporting their efficacy 
remains limited and inconclusive (11). Early identification and intervention are crucial to improve patient prognosis. The presence of 
comorbid conditions, particularly cardiovascular compromise, may exacerbate the clinical severity of TRALI and should prompt a 
collaborative treatment strategy involving emergency physicians, intensivists, pulmonologists, and cardiologists (3,12). 
This case underscores the importance of heightened clinical suspicion for TRALI in patients presenting with acute respiratory deteri-
oration post-transfusion, especially in the emergency department setting. It also reinforces the need for rapid differentiation from 
other causes of pulmonary compromise, including cardiogenic pulmonary edema, aspiration, and sepsis-associated ARDS. Multidis-
ciplinary management and adherence to evidence-based protocols should always be important for the clinician to improve outcomes 
in such complex clinical presentations. 
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7244 
A rare complication of abdominal pain after upper gastrointestinal endoscopy: iatrogenic gastric perforation 
Yasin Yıldız1, Esra Elif Turğut1, Abdülaziz Doğan1, Vahdet Işıkoğlu1, Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye 
Introductıon 
Gastric perforation is an emergency surgical condition resulting from a breach in the gastric wall, leading to the leakage of gastric 
contents into the abdominal cavity, which can cause serious complications. This condition creates a clinical picture known as “acute 
abdomen,” which is life-threatening and requires immediate medical intervention. Gastric perforation typically presents with acute 
peritonitis and free air in the abdominal cavity. Life-threatening complications such as intra-abdominal infection,peritonitis,sepsis, and 
multi-organ failure may develop.Therefore, these patients require prompt diagnosis and treatment. 
The most common cause of gastric perforation is peptic ulcer disease. Other causes include excessive alcohol consumption, NSAID 
use, trauma, malignancies, and, rarely, certain infections. Iatrogenic gastric perforation, though rare, is also a significant cause, 
usually occurring because of upper gastrointestinal endoscopy. 
Upper gastrointestinal (GI) endoscopy is a diagnostic procedure used to evaluate diseases of the esophagus,stomach, and proximal 
duodenum. Endoscopy is primarily used for diagnostic purposes. 
However, with technological advancements, its use for therapeutic purposes has also become more widespread(1). Upper GI en-
doscopy is generally considered a safe procedure; however, all endoscopic procedures are invasive and carry a risk of iatrogenic 
perforation. Although rare, perforation during upper GI endoscopy is a serious complication(2,3). While the risk of perforation is low, 
procedural difficulties, anatomical locations of perforations, and the experience of the endoscopist can increase the likelihood of this 
complication(3). Perforations most commonly occur in the esophagus but can also be seen in the stomach and duodenum(1). Iatro-
genic endoscopic perforations may require emergency surgery and can occasionally be fatal. Early diagnosis and treatment can 
prevent mortality and morbidity. Early detection is crucial because the leakage of contaminated food or fluids into the thoracic or 
abdominal cavity can lead to fatal infections. In cases of acute iatrogenic perforation diagnosed early, endoscopic clips can be used 
to close the defect, allowing for rapid healing. However, late diagnosis can lead to progressive inflammation around the area, making 
endoscopic closure more challenging(3). 
Case Report 
A 63-year-old male patient presented to the emergency department with worsening abdominal pain that started 3 h after endoscopy. 
On physical examination of the abdomen, diffuse tenderness, guarding, rebound, and a board-like rigidity were detected on palpa-
tion; bowel sounds were decreased on auscultation. Laboratory tests showed elevated WBC (11,000) and CRP(22.18), but no other 
abnormalities. X-ray showed a double-contour air image under the diaphragm, and abdominal CT with contrast revealed the fol-
lowing: “Free fluid was observed in all quadrants of the abdomen. Free air findings were present in the abdomen. The appearance 
was interpreted as being consistent with the perforation. The edematous appearance of the distal gastric wall was noted. The perfo-
ration site may be located here. Clinical correlation is recommended.” The patient was diagnosed with “Acute Abdomen and Gastric 

Perforation” and underwent emergency surgery by the General Surgery department. The patient, who was followed up in the Gene-
ral Surgery intensive care unit, was discharged with recovery on the 7th postoperative day. 
Figure 1: Abdominal X-ray: A double-contour air image was observed under the diaphragm. 
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Figure 2: In abdominal CT with contrast, free fluid and free air are observed in all quadrants of the abdomen. The image also high-
lights an edematous apperance of gastric wall distal to the stomach. 
Dıscussıon 
Gastrointestinal endoscopy plays a crucial role in the diagnosis and treatment of many GI disorders. It is a fundamental procedure 
for obtaining biopsy samples and assessing digestive system diseases, with its applications continually expanding(1,3). Although 
rare, complications such as perforation, which can lead to morbidity and mortality, have been reported in the literature(1-3,5). 
GI perforations can occur due to peptic ulcer disease, trauma, iatrogenic causes, foreign bodies, appendicitis, inflammation, tumors, 
and other conditions. Peptic ulcer disease is the most common cause of gastric perforation(4). Although rare, iatrogenic GI perfora-
tion can result from endoscopic interventions(1-3,5). The most frequent iatrogenic cause is upper GI endoscopy(3,5). Iatrogenic 
perforations are more common in patients with pre-existing gastric pathology(6). Early diagnosis and treatment are crucial for saving 
lives(3). Patients should be closely monitored for potential complications after endoscopic procedures. 
After upper GI endoscopy, patients should be monitored for bleeding and perforation-related complications. Those scheduled for 
discharge should be adequately informed about possible complications, both for themselves and their caregivers(7). 
Conclusıon 
This case presentation involves the evaluation of a patient who presented to the emergency department with a gastric perforation 
following an endoscopic procedure. Abdominal examination and advanced imaging play a critical role in the early diagnosis and 
treatment of gastric perforation. In patients presenting with anacute abdomen, early surgical intervention is necessary. Early diagno-
sis, appropriate surgical intervention, and postoperative care are crucial for minimizing complications and mortality. 
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Diplopia: A Rare Side Effect of Hyponatremia: A Case Report 
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Introduction 
Hyponatremia, defined as a serum sodium concentration of less than 135 mEq/L, is the most common electrolyte disorder encounte-
red in patients presenting to the emergency department (1). In daily clinical practice, hyponatremia, which we frequently encounter, 
can occur due to a decrease in sodium intake from the diet, diseases that cause excessive water retention in the body, or conditions 
that cause excessive sodium loss from the body. Depending on the rate and severity of the decrease in serum sodium concentra-
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tion, patients with hyponatremia may be asymptomatic or symptomatic with various complaints such as nausea-vomiting, headache, 
weakness, lethargy, muscle cramps, dysarthria, seizures, loss of consciousness, and coma (2). Treatment of hyponatremia varies 
depending on the underlying cause and the severity of the hyponatremia.  
Idiopathic intracranial hypertension (IIH) is a syndrome characterized by increased intracranial pressure of unknown cause. Although 
the underlying pathophysiological mechanisms of the increase in intracranial pressure in idiopathic IIH are not fully understood, it 
has been reported that it may develop due to an excessive increase in the production of cerebrospinal fluid (CSF), a decrease in 
CSF absorption, or increased cerebral venous pressure (3). IIH diagnosis is made by measuring CSF pressure with lumbar punctu-
re, an invasive procedure. In cases where lumbar puncture cannot be performed, the diagnosis is based on the patient's complaints, 
eye examination findings, and findings on imaging methods. 
Upon reviewing current literature, we observed cases of transient blindness due to postoperative acute hyponatremia (4), vision 
impairment due to ophthalmoplegia following acute hyponatremia in a patient with nasopharyngeal cancer (5), and neuromyelitis 
optica associated with acute hyponatremia (6). However, to our knowledge, there are no reported cases of diplopia resulting from 
intracranial hypertension in a hyponatremic patient. The purpose of presenting this case is to emphasize that hyponatremia, a com-
mon electrolyte disorder, is a potential risk factor for intracranial hypertension.  
Case  
A 51-year-old male patient presented to the emergency department with complaints of throbbing headache, dizziness, and double 
vision for the past 4-5 days. His medical history revealed diagnoses of Diabetes Mellitus and Hypertension 3 months prior, for which 
he was started on an antihypertensive agent (ACE inhibitor) and an antidiabetic agent (Metformin). Further history revealed that the 
patient had been adhering to a salt- and water-restricted diet since his hypertension diagnosis. His vital signs upon arrival to the 
emergency department were: Temperature: 36.5° C, Heart rate: 80 bpm, Blood pressure: 125/75 mmHg, Respiratory rate: 16 bre-
aths/minute, and Oxygen saturation: 97% on room air. The patient was cooperative and oriented, with no motor deficits and a musc-
le strength of 5/5 in all four extremities. Deep tendon reflexes and plantar responses were normoactive. When asked to walk, he 
exhibited an ataxic gait. He walked normally when one eye was covered. The remainder of the patient's systemic examination was 
normal. 
During the eye examination of a patient consulted for double vision due to eye diseases, the light reflex was bilaterally ++/++, eye 
movements were free in all directions bilaterally, visual acuity was normal in both eyes (70%/80%, +2.00/+2.00), intraocular pressure 
was within normal limits in both eyes (15/17 mmHg), and fundus examination revealed blurred optic disc margins and peripapillary 
hemorrhage in both eyes, along with papilledema and horizontal diplopia.  
The ophthalmologist recommended ruling out increased intracranial pressure (ICP), and we wanted to perform a Lumbar Puncture 
(LP). However, the patient refused LP in the emergency department, so a cranial Computed Tomography (CT) scan of the brain was 
performed to detect increased intracranial pressure. The cranial CT scan showed no findings suggestive of increased ICP (İmage 1). 
To better visualize increased intracranial pressure in this case with a normal cranial CT, non-contrast brain T2-weighted Magnetic 
Resonance (MR) imaging was performed. Axial and sagittal sections of the non-contrast T2-MR revealed findings suggestive of 
intracranial hypertension (increased bilateral optic nerve tortuosity and perioptic CSF space, flattening of the posterior aspects of the 
bilateral globes, partial empty sella) (İmages 2-3-4). The patient's laboratory data are provided in detail in Table 1. 
After receiving two doses of 3% hypertonic saline solution within 24 hours in the emergency department, the hyponatremic patient 
was admitted to the nephrology service. The nephrology service permitted a lumbar puncture (LP). The LP revealed a cerebrospinal 
fluid (CSF) pressure of 42 cmH2O (normal range: 9-16 cmH2O). During the patient's stay in nephrology, they received three additio-
nal doses of 3% hypertonic saline solution along with diuretic therapy. On the 5th day of treatment, the patient's plasma sodium 
concentration returned to normal reference levels, and their diplopia resolved. Detailed investigation revealed that the patient's hy-
ponatremia was due to decreased dietary sodium intake. The patient, with resolution of their symptoms, was discharged with re-
commendations for outpatient follow-up.  
İmage 1: CT image within normal limits. İmage 2: Bilateral optic nerve tortuosity and increased perioptic CSF space. 
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Image 3: Bilateral flattening of the posterior aspect of the eyeballs. İmage 4: partial empty sella 

  
 
Table 1.Patient's laboratory results upon admission and on the 5th day 

Tests Results at the Time of Application Results from Day 5 Reference Ranges 
WBC (103/uL)  13.5 12,02 4.49-12.68 
Hemoglobin (g/dL) 15.5 14,3 13.5-16.9  
Plateletes Count (103/uL) 428 403 173-390  
Sodium (mEq/L) 116 137 136-145  
Potassium (mEq/L) 3.9 4,01 3.5-5.1  
Chlorine (mEq/L) 81 99 96-107  
Calsium (mg/dL) 9.5 9,61 8.6-10.0  
BUN (mg/dL) 13 12 6-20  
Kreatinin (mg/dL) 0.76 0,82 0.7-1.2  
GGT (U/L) 45 37 10-71  
ALT (U/L) 60 17 0-41  
AST (U/L) 30 37 0-40  
Amylase (U/L) 46 48 28-100  
Lipase (U/L) 28 30 13-60  
CPK (U/L) 129 131 39-308  
LDH (U/L) 237 223 135-214  
Glucose (mg/dL) 174 142 70-110  
Laktat (mmol/L) 2.0 1.5 0.4-1.4  
Baz exces (mmol/L) 0.8 1.2 2-3  
Total Bilirubin (mg/dL) 0.45 0,22 0-1.2  
Direct Bilirubin (mg/dL) 0.18 0,11 0-0.3  
CTn-I (ng/L) 7.79 5.67 0-47.3  
Protrombin time (second) 11.9 11.4 10-14  
Activated Partial Throm-
boplastin Time (seconds) 

32.6 31.5 25.1-36.5  

International normalized 
ratio (INR) 

1.03 1.08 0.85-1.15 

Arter Blood Gas 
     pH 
     pO2 (mmHg) 

       pCO2 (mmHg) 
     HCO3 (mmol/L) 

 
7.42 
96 
39 
25 

 
7.40 
96 
38 
24 

 
7.35-7.45 
  83-108  
32-48  
 22-26  

Discussion 
Diplopia can occur due to dysfunction of the extraocular eye muscles or conditions that cause increased intracranial pressure (ICP), 
such as intracranial mass lesions (brain tumor and hematoma), cerebral edema, obstructive hydrocephalus, multiple sclerosis, neu-
ro-Behçet's disease, pseudotumor cerebri, venous sinus thrombosis, increased cerebrospinal fluid (CSF) production, and decreased 
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CSF absorption. The most important characteristic of diplopia caused by increased intracranial pressure is that the diplopia present 
with both eyes open disappears when one eye is closed (7). Our patient also stated that diplopia was present when walking with 
both eyes open but disappeared when walking with one eye closed. Therefore, we suspected that the cause of the diplopia was a 
central neurological reason (intracranial hypertension) and, to confirm this suspicion, we wanted to measure CSF pressure by per-
forming a lumbar puncture (LP) in the emergency department. However, because the patient did not consent to LP, we could not 
measure CSF pressure and instead used non-invasive diagnostic methods (fundoscopic examination findings, cranial computed 
tomography (CT), and cranial magnetic resonance imaging (MRI)) to demonstrate the increase in intracranial pressure. 
In our patient's eye examination, findings suggestive of increased intracranial pressure were detected, such as papilledema, peripa-
pillary hemorrhage, blurring of the optic disc margin, and horizontal diplopia. To further strengthen our diagnosis, we performed a 
cranial CT scan. However, the CT scan did not reveal any findings suggestive of increased intracranial pressure (İmage1). Sub-
sequently, a non-contrast T2-weighted cranial MRI was performed. The T2-weighted cranial MRI revealed findings suggestive of 
increased intracranial pressure, such as bilateral optic nerve tortuosity and increased perioptic CSF space, flattening of the posterior 
aspect of the bilateral bulbus oculi, and a partial empty sella (İmages 2-4). 
Patients with increased intracranial pressure most frequently present to the hospital with headaches, and less frequently with nau-
sea-vomiting, dizziness, tinnitus, visual complaints, altered consciousness, and weakness in the extremities. A characteristic feature 
of headaches caused by increased intracranial pressure is that the severity of the headache changes with position, and photophobia 
accompanies the pain (8). Our patient presented to the emergency department with headache and diplopia, but the headache was 
not accompanied by photophobia. Although headaches due to increased intracranial pressure may subside after analgesic administ-
ration, it has been reported that the pain persists for a long time in some cases (9). Our patient's headache regressed after parace-
tamol treatment but did not completely disappear. 
Although many neurological disorders secondary to hyponatremia have been reported in the literature, cases of visual disturbances 
are quite rare. We believe that the patient's double vision and headache developed due to increased intracranial pressure, and that 
hyponatremia is responsible for this increase in intracranial pressure. We can say that intracranial hypertension in hyponatremia 
develops due to the osmolarity difference between CSF and blood. Indeed, after our patient's hyponatremia was corrected, the int-
racranial pressure returned to normal and the horizontal diplopia disappeared. 
A study of 65 patients with sodium imbalance revealed an association between sodium disorders and increased optic disc diameter, 
suggesting that optic disc diameter measurement may be useful in predicting hyponatremia diagnosis and prognosis (10). 
Conclusion 
It should be remembered that patients with hyponatremia presenting to the emergency department with visual complaints should be 
evaluated for intracranial pressure. Hyponatremia should be considered in the differential diagnosis of intracranial hypertension 
etiology. 
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Introductıon: 
Leriche syndrome, or aortoiliac occlusive disease, is a rare but serious manifestation of chronic atherosclerotic occlusion of the distal 
abdominal aorta and/or iliac arteries. It typically presents with a classic triad of claudication, absent femoral pulses, and impotence in 
male patients. However, acute presentations resembling vascular catastrophes, including paraplegia and severe limb ischemia, have 
also been reported. Early recognition and rapid vascular consultation are crucial, especially in emergency department (ED) settings, 
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where diagnostic delays may result in irreversible ischemic damage or death. This case series highlights four patients—three males 
and one female—diagnosed with Leriche syndrome, with varied acute and subacute presentations. 
MATERIALS AND METHODS: 
We retrospectively reviewed four patients diagnosed with Leriche syndrome between January 2019 and January 2024 in a tertiary 
ED. The cohort consisted of three men (ages 81, 61, 80) and one woman (age 72). Clinical presentation, physical examination, 
imaging, treatment strategy, and disposition were extracted from the medical records. 
RESULTS 
Case Series Presentation 
Case 1: An 81-year-old male presented to the ED with sudden-onset thoracolumbar pain and a syncopal episode earlier that after-
noon. He developed acute paraplegia shortly afterward. On examination, he was alert, oriented, and hemodynamically stable. Motor 
and sensory function were absent in both lower extremities. Femoral, popliteal, and pedal pulses were nonpalpable bilaterally, and 
both limbs were cold and pale. Emergency computed tomography angiography (CTA) showed no dissection flap in the thoracic aorta 
but revealed a thrombus causing total occlusion of the abdominal aorta distal to the renal arteries. Given the clinical picture of acute 
Leriche syndrome with spinal cord ischemia, urgent surgical intervention was recommended. After discussing the high perioperative 
risks with the patient and family, vascular surgery was consulted and the patient was admitted to the cardiovascular surgery intensi-
ve care unit (CVS-ICU). He underwent emergent revascularization with an aortobifemoral bypass. 
Case 2: A 61-year-old male was referred from an outside hospital after sudden-onset severe abdominal pain in the morning. CTA 
performed at the referring center revealed total occlusion of the infrarenal abdominal aorta. His medical history included coronary 
artery bypass grafting (CABG) performed four years earlier, at which time he was advised of the need for future abdominal aortic 
revascularization. He had longstanding bilateral claudication with walking limitation at 30 meters. In the ED, he was alert and hyper-
tensive (BP 165/100 mmHg). His abdomen was distended and diffusely tender. Bilateral femoral pulses were absent, and both lower 
limbs were cool with nonpalpable distal pulses. Despite no neurological deficit, the severity of ischemia prompted an urgent vascular 
consultation. He was admitted to the CVS-ICU for emergent operative management and underwent successful open aortic throm-
bectomy. 
Case 3: An 80-year-old male was evaluated in the ED due to low back pain and bilateral foot pain. He had a known history of hyper-
tension and a sedentary lifestyle. On arrival, he was hemodynamically stable, oriented, and cooperative. Femoral and distal lower 
extremity pulses were present bilaterally, though diminished. CTA performed during ED observation revealed a mega aorta with 
diffuse mural thrombus along the entire thoracoabdominal aortic trajectory. There was no evidence of dissection flap, rupture, or 
extravasation. The vascular surgery team concluded that this was a chronic degenerative process with no indication for emergency 
intervention. Medical optimization was recommended, including strict blood pressure control, antiplatelet therapy, and outpatient 
follow-up for aortic aneurysm surveillance. Given poor oral intake and generalized weakness, the internal medicine service was 
consulted, and the patient was admitted for supportive care and further evaluation. 
Case 4: A 72-year-old female with poorly controlled diabetes and hypertension presented to the ED with progressively worsening 
bilateral lower extremity pain and rest pain over the past 48 hours. She reported difficulty ambulating and numbness in her toes. On 
physical examination, her legs were mottled and cool. Femoral pulses were weak, and distal pulses were absent bilaterally. Labora-
tory tests revealed elevated lactate and mild acute kidney injury. CTA of the aorta and lower extremities demonstrated chronic total 
occlusion of the distal abdominal aorta extending to the common iliac arteries, consistent with Leriche syndrome with acute-on-
chronic ischemia. After consultation with vascular surgery, the patient was admitted for close hemodynamic monitoring and un-
derwent staged revascularization using hybrid endovascular techniques. Limb viability was preserved. 
Dıscussıon 
Leriche syndrome is a rare but critical vascular condition that may present acutely in the ED. While traditionally described as a chro-
nic occlusive disease in middle-aged men, its clinical spectrum includes acute ischemia, spinal cord involvement, and multiorgan 
compromise, particularly in elderly patients. The first two cases in our series involved complete occlusion of the abdominal aorta, 
resulting in acute ischemia requiring emergency surgery. The third patient reflected a more indolent, nonoperative presentation of a 
mega aorta with diffuse thrombus, managed conservatively. The final case highlights acute-on-chronic limb ischemia in a woman—
an underrepresented demographic for Leriche syndrome—requiring staged intervention. 
Timely diagnosis depends on a high index of suspicion in patients presenting with bilateral lower extremity ischemia, absent femoral 
pulses, or acute paraplegia. CTA remains the gold standard for anatomical assessment. Emergency physicians play a crucial role in 
early stabilization, pain management, hemodynamic optimization, and rapid vascular consultation. Delay in diagnosis or intervention 
can lead to permanent neurological deficits, limb loss, or death. 
Conclusıon  
This case series underscores the heterogeneity of Leriche syndrome presentations in the ED. Emergency physicians should be 
vigilant for this diagnosis in patients with sudden lower extremity symptoms, spinal cord findings, or unexplained vascular collapse. 
Early CTA imaging and multidisciplinary coordination are vital to optimize outcomes. While surgical revascularization remains the 
cornerstone of treatment in acute presentations, medical therapy and close surveillance are appropriate in selected chronic cases. 
Recognizing the full clinical spectrum of this rare syndrome can significantly improve patient prognosis and functional recovery. 
References: 
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7339 
Ischemic Infarction In The Young Patient Group 
Deniz Tanrıverdi, Mustafa Said Acar , Emre Gökçen, Levent Albayrak, Sevilay Vural, Mikail Kuşdoğan, Güneş Seda Albayrak 
Yozgat Bozok Üniversitesi 
Introduction: 
Ischemic infarction is a cerebrovascular event that occurs due to a reduction in blood flow to the brain. Although it is more commonly 
seen in older age groups, it can rarely occur in young patients and may result in significant morbidity.In the general population, is-
chemic strokes are primarily associated with atherosclerotic processes, whereas in young patients, the etiology encompasses a 
broader spectrum and requires a detailed evaluation.The most common causes of ischemic infarction in young patients include 
cardioembolic events (e.g., patent foramen ovale, arrhythmia), arterial dissections, thrombophilic conditions, and rare genetic disor-
ders. Infections, migraine-related vascular events, and substance use may also play a role in the etiology. Clinically, young patients 
often present with sudden-onset hemiparesis, dysarthria, altered consciousness, and visual disturbances. Diagnosis is established 
through brain imaging modalities (CT, MRI) and additional tests to determine the underlying cause. Acute-phase treatment includes 
thrombolytic agents and mechanical thrombectomy, while long-term management focuses on risk factor control and secondary pre-
vention strategies. 
Case Report: 
A 23-year-old female patient presented to our emergency department with a complaint of persistent headache for three days. She 
described it as the most severe headache she had ever experienced vital signs:  
•Blood pressure: 120/90 mmHg 
•Heart rate: 89 bpm  
•SpO₂: 97%  
•Temperature: 36.5° 
On physical examination, bilateral horizontal nystagmus was noted. The rest of the neurological examination was unremarkable. 
Diffusion-weighted imaging (DWI) and susceptibility-weighted imaging (SWI) were performed. 
Radiology report:A subcentimetric diffusion restriction was observed in the periventricular area of the right frontal region.The patient 
was admitted to the neurology service for further evaluation and treatment. Appropriate therapy was initiated. 
Conclusion: Although ischemic infarction is rare in young patients, its etiology is diverse and requires a comprehensive evaluation. 
While early diagnosis and appropriate treatment generally lead to a better prognosis, long-term rehabilitation and risk factor man-
agement are crucial. Therefore, young patients who experience a stroke should be assessed with a multidisciplinary approach. 
KEYWORDS: emergency department, ischemic infarction, stroke 
 

7397 
Cement Material in the Vena Cava, Right Atrium, and Pulmonary Artery: A Rare Case Presentation From an Emergency 
Medicine Perspective 
Selin Gül1, Ahmet Melih Savaş1, Ayhan Aköz1, Mehmet Emir Akçay1 
1 Department of Emergency Medicine, Aydın Adnan Menderes University, Aydın, Turkey 
Introductıon 
Vertebral compression fractures (VCF) are common in osteoporotic patients. (1) Percutaneous kyphoplasty (PKP) is a minimally 
invasive technique for treating painful VCF, involving the percutaneous injection of Poly Methyl Meth Acrylate (PMMA) bone cement 
into the vertebral body (VB). (2,3) This case report presents a patient in whom PMMA cement migrated via the perivertebral venous 
plexus to the inferior vena cava (IVC) and right atrium (RA), causing pulmonary cement embolism (PCE), as detected by ultrasonog-
raphy and computed tomography (CT). 
Case  
A 72-year-old female with a history of PKP for an osteoporotic vertebral fracture at L2 four months ago presented with intermittent 
palpitations, blood pressure irregularities and fatigue. She denied chest pain, shortness of breath, hemoptysis or fever. Her medical 
history included hypertension, percutaneous coronary angiography and atrial fibrillation (AF). The patient was on multiple medicati-
ons including clopidogrel and acetylsalicylic acid. 
On physical examination, the patient’s heart rate was 110 beats per minute, respiratory rate was 16 breaths per minute, oxygen 
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saturation was 99% on room air and blood pressure was 143/89 mmHg. Respiratory examination revealed diminished breath so-
unds at both lung bases. Bilateral grade 1 pretibial edema was noted. Other system examinations were normal. 
The electrocardiogram showed a heart rate of 117 beats per minute and was interpreted as rapid ventricular response AF. 
Point-of-care ultrasound (POCUS) revealed an ejection fraction of 60%, normal right-sided structures, no evidence of a D-shaped 
left ventricle, mitral regurgitation grade 2, tricuspid regurgitation grade 2-3 and a pulmonary artery pressure of 50 mmHg. A hype-
rechoic, long, thin structure extending from the IVC to the RA was observed. (Figure 1) 
Laboratory results showed normal troponin-I levels, normal blood gas analysis, normal prothrombin time, normal creatinine, hemog-
lobin of 9,2 g/dl and D-dimer of 8600 ng/ml.  
A posteroanterior chest X-ray revealed radio-opacity in the right hilar region (Figure 2). 
The patient underwent pulmonary angiography CT and thoracoabdominal aorta CT. Imaging revealed metallic cement in the L2 VB, 
extending into the paravertebral region. A tubular dense structure was seen extending from the left paravertebral venous tract to the 
IVC and RA, terminating within the RA. Similar dense structures were observed in the right main pulmonary artery, interlobar artery, 
and most segmental branches, suggesting PCE. (Figures 3,4) 

  
Figure 1: A hyperechoic, thin, elongated structure (arrows) extending from the inferior vena cava to the right atrium, as 
observed on transthoracic echocardiography. 

 
Figure 2: A radiopaque area (arrow) observed in the right hilar region on the posteroanterior chest X-ray. 
 
A pulmonology consultation was obtained and anticoagulation therapy along with a cardiology consultation was recommended. A 
cardiology consultation was also obtained and the patient was hospitalized for treatment planning. 
Dıscussıon  
PKP is a minimally invasive method used to treat VCF in osteoporotic patients. (2) PKP uses PMMA, a bone cement used in ortho-
pedic procedures since the 1960s. (2) Complications after PKP can include hypotension, PCE, acute respiratory distress syndrome, 
spinal cord compression and infection. Cement migration to the IVC and PCE is a potential risk, occurring in 3.5% to 23% in various 
studies. (3,4) 
What is interesting in our case is the migration of the cement to the IVC and RA via the paravertebral venous plexus, and the PCE 
occurring with mild symptoms. This may be due to the patient’s use of anticoagulants for chronic conditions. Based on the patient's 
medical history and examination findings in the emergency department, POCUS and CT imaging may shed light on rare complicati-
ons that could have a fatal outcome. 
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Figure 3: A tubular dense structure (arrow) extending from the left paravertebral venous tract to the inferior vena cava and 
right atrium on CTPA imaging. 
 

 
Figure 4: A tubular dense structure (arrow) in the right main pulmonary artery on CTPA imaging. 
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7437 
A Rare and Easily Overlooked Diagnosis in a Pediatric Trauma Case: Traumatic Asphyxia 
Yasin Yıldız, Hüseyin Özenç, Canan Küçükyılmaz, Fatih Cemal Tekin, Emin Fatih Vişneci, Mehmet Gül 
Konya City Hospital, Emergency Medicine Clinic, Konya, Türkiye 
Introductıon: 
Traumatic asphyxia is a clinical syndrome characterized by cervicofacial cyanosis, edema, petechiae, subconjunctival hemorrhage, 
and neurological symptoms following sudden, severe, compressive blunt thoracoabdominal trauma (1). This syndrome is also refer-
red to as acute thoracic compression syndrome, ecchymotic mask, or Perthes syndrome (2). It was first described in 1837 by Oliver 
d’Angers based on autopsy findings, and its exact incidence remains unknown (3). 
The clinical findings associated with traumatic asphyxia can involve the skin, eyes, brain, gastrointestinal system, airway, and chest. 
The hallmark of the syndrome, cervicofacial cyanosis, is typically accompanied by petechiae, which are generally observed in the 
head, neck, and upper chest. Morbidity and mortality are related to concurrent cardiovascular, neurological, and pulmonary injuries 
and their severity (4). 
Blunt trauma is particularly common in forensic cases and is a primary cause of crushing injuries to the upper chest. Following trau-
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ma, diffuse petechiae may appear in the face and neck regions, giving the patient’s face a livid appearance. This condition is termi-
nologically known as an "ecchymotic mask." Although patients with an ecchymotic mask may present with a visually alarming appea-
rance, their clinical condition is often not as severe as it seems (5). 
This article presents a case of traumatic asphyxia developing as a result of severe thoracoabdominal trauma. 
Case Report: 
A previously healthy 9-year-old male patient was brought to the emergency department (ED) after falling from the trailer of a tractor. 
The patient landed face-down, striking his chest against the ground. Upon arrival at the ED, his vital signs were within normal limits. 
He was conscious, cooperative, and oriented, with a Glasgow Coma Scale (GCS) score of 15. Numerous petechiae were observed 
on the scalp, face, neck, and upper chest wall. Bilateral eyelid edema, bulbar conjunctival hemorrhage, and edema in both eyes 
were noted. No petechiae, purpura, or ecchymosis were found on other parts of the body (Image). 
The airway was patent, and there were no signs of respiratory distress. Laboratory test results were within normal limits. Physical 
examination of other systems was unremarkable. Radiographs of the extremities, along with computed tomography (CT) scans of 
the cranium, chest, and abdomen performed due to the high-energy trauma, were also reported as normal. 
During observation in the ED, the patient's vital signs and clinical condition remained stable. Ophthalmology consultation ruled out 
any acute pathology. The patient was monitored in the ED for 24 hours and discharged with recommendations after no worsening of 
symptoms was observed. 
Dıscussıon: 
The most common cause of traumatic asphyxia in children is motor vehicle accidents (e.g., traffic collisions). Traumatic asphyxia can 
also occur in situations involving being crushed under heavy machinery or furniture and/or being trapped between two objects (6). 
Non-traumatic conditions such as epileptic seizures, severe vomiting, whooping cough, and asthma exacerbations may result in 
similar clinical presentations (7). In these cases, the underlying mechanism is not trauma-related but rather asphyxia induced by the 
disease, leading to comparable clinical outcomes. 
In adults, the frequency of traumatic asphyxia is approximately 1 case per 18,500 accidents. It is exceedingly rare in children, and its 
actual incidence remains unknown. The true frequency in pediatric cases is uncertain, likely due to underrecognition or underrepor-
ting by pediatricians (5). 
The treatment process for traumatic asphyxia depends on the severity and duration of compression. While heavy loads may be 
tolerated for short durations, prolonged exposure to moderate loads can result in fatal outcomes (7). The characteristic features of 
traumatic asphyxia include petechiae, cranio-cervical cyanosis, subconjunctival hemorrhage, and facial edema involving the upper 
body, neck, and face. Petechiae usually appear 2-3 hours after the incident and are more prominent in the conjunctiva and oral 
mucosa. This results in a livid appearance of the patient’s face (8). This clinical condition, known as an "ecchymotic mask," was 
consistent with the diagnosis in our case. 
The underlying mechanism of these clinical findings is the increased blood flow from the right atrium to valveless brachiocephalic 
and jugular veins due to positive pressure generated in the mediastinum following blunt thoracic and upper abdominal trauma. The 
sudden rise in venous pressure results in petechiae. Petechiae are absent in the lower body because venous valves in the lower 
extremities control the increased venous pressure. Additionally, if the inferior vena cava is compressed or obstructed, elevated 
airway pressure may further protect the lower body (5). 
Depending on the severity of the trauma, rib fractures, pulmonary contusions, pneumothorax, hemothorax, solid organ lacerations, 
and neurological sequelae may occur. A study conducted in adults recommended cranial, abdominal, and pelvic CT scans, along 
with Doppler ultrasonography of the neck and upper extremity vessels and echocardiography, to identify these injuries. However, 
there are no specific recommendations for children (8). Considering the anatomical and physiological differences between children 
and adults, performing all these tests in pediatric patients may be unnecessary. Diagnostic workups should be planned based on the 
severity of the trauma, the patient’s GCS, and pediatric trauma score (5). 
The prognosis of traumatic asphyxia is generally favorable with effective and timely treatment. Prolonged thoracic compression can 
lead to cerebral anoxia and neurological sequelae. Therefore, in patients with blunt thoracoabdominal trauma, a detailed trauma 
history should be obtained, and appropriate diagnostic and therapeutic plans should be implemented (5). 
Treatment is generally conservative and recovery is closely related to associated injuries. In uncomplicated cases, the head should 
be elevated to 30 degrees, and oxygen therapy should be administered to reduce intracranial pressure. In cases with complicated 
organ injuries, advanced life support measures should be applied according to the patient’s clinical condition, and cervical spine 
immobilization should be ensured (9). In our case, the patient was monitored in the emergency department for 24 hours and disc-
harged with outpatient follow-up recommendations after no worsening of symptoms was observed. 
Conclusıon: 
In conclusion, the diagnosis of traumatic asphyxia should be considered in pediatric and adult patients with blunt thoracoabdominal 
trauma. Despite its catastrophic appearance, it is typically a benign condition. 
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Image. Petechiaes on the face and bilateral eyelid edema, bulbar conjunctival hemorrhage. 
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Old Enemy At New Address: From Lıver Cyst Hydatıd To Pulmonary Localızatıon 
Ceren Şen Tanrıkulu1 ,  Yusuf Farea1 ,  Muhammed Sadettin İpek1 ,  Osman Lütfi Demirci1 ,  Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital 
Introductıon 
Hydatid disease is a zoonotic parasitic disease caused by Echinococcus granulosus. It is more common in people who have close 
contact with animals in endemic areas and is most frequently located in the liver (65%) and lung (25%). The liver is the most com-
monly affected organ because it is the first barrier through the portal vein; however, in some cases, the parasite can progress to the 
lungs and cause pulmonary hydatid cyst formation. The cyst usually grows slowly and patients may remain asymptomatic for a long 
time (1). The most common symptoms in pulmonary hydatid cysts are cough, dyspnea, chest pain and hemoptysis. The enlarged 
cyst may open into the bronchi and develop a complicated pulmonary hydatid cyst characterized by air-fluid levels. Ruptured or 
infected cysts may cause severe inflammation and suppurative complications (2). Imaging methods and serological tests are of 
great importance in the diagnosis of hydatid cyst. Medical (albendazole) and surgical (cystectomy, capitonnage) methods are prefer-
red in treatment according to the patient's clinic (3). Especially in patients with a history of hepatic hydatid cyst, if there is new chest 
pain or respiratory complaints, pulmonary hydatid cyst should be included in the differential diagnosis. 
Case Report 
A 33-year-old female patient applied to the emergency department with a complaint of stabbing pain under her left breast. The pati-
ent stated that the pain had been worsening for a few days and was occasionally accompanied by dyspnea. She had a known his-
tory of asthma and had undergone surgery for a hepatic hydatid cyst approximately three years ago. It was learned that the patient 
did not complain of cough or sputum production, but occasionally felt mild chest tightness. On physical examination, the patient's 
general condition was good and he was conscious. Body temperature was 37.8°C, pulse 95/min, blood pressure 120/80 mmHg and 
respiratory rate 22/min. Auscultation revealed a significant decrease in breath sounds in the lower zone of the left lung. Laboratory 
tests revealed high infection markers. C-reactive protein level was 201 mg/L and white blood cell count was 17,000/mm³. First, the 
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patient underwent a chest X-ray and a large cystic lesion was detected in the lower lobe of the left lung. Thoracic computed tomog-
raphy was performed to clarify the diagnosis and a lesion measuring approximately 4x6 cm in size and with a wall thickness of 4 mm 
and an air-fluid level were detected in the superior lower lobe of the left lung. The findings suggested a complicated pulmonary hyda-
tid cyst opening into the bronchi. The patient was consulted by thoracic surgery and surgery was planned by thoracic surgery. 
 
Figure-1: Axial section of hydatid cyst in the left lower lobe of the 
AC         

Figure-2: Coronal section of hydatid cyst in the left lower lobe of 
the AC 

  
 
Dıscussıon 
Hydatid cyst is one of the most common parasitic infections, especially in the liver and lungs. In patients with a history of hepatic 
hydatid cyst disease, pulmonary hydatid cyst disease should definitely be considered in the differential diagnosis in newly develo-
ping respiratory system symptoms (4). This case has similar characteristics to complicated pulmonary hydatid cyst cases described 
in the literature. Recurrent pulmonary hydatid cyst development is not uncommon in patients who have previously undergone liver 
hydatid cyst surgery. In our case, the patient's history of liver hydatid cyst suggests that the pulmonary cyst developed as a second 
focus (5). Most pulmonary hydatid cysts are asymptomatic and are usually detected incidentally during radiological examinations. 
However, as in our patient, when the cyst opens into the bronchi, it can become complicated with air-fluid level and infection can be 
added. In this case, patients may present with chest pain, dyspnea, cough and fever (6). Unlike previously reported cases, our case 
had bronchial dilatation and infection. Similar cases have been described in the literature, and localization in the lower lobes of the 
lung and bronchial fistulization have been reported to be among the most common complications (7). Treatment options include 
medical and surgical methods. Surgery was preferred in our case because the cyst opened into the bronchi, became infected, and 
caused symptomatic deterioration in the respiratory system. Medical treatment (albendazole) is usually recommended in addition to 
surgery and is helpful in preventing recurrence (8). 
Conclusıon 
In conclusion, pulmonary hydatid cysts should be considered when chest pain and respiratory symptoms develop in patients with a 
history of liver hydatid cysts. Prognosis is very good with early diagnosis and appropriate treatment. 
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Introduction 
The World Health Organization (WHO) predicts that by 2030, one in six people will be 60 or older. By 2050, there will be 1.4 billion 
people over 60, up from 1 billion in 2020. In 2050, about 2.1 billion people are expected to be 60 or older. According to the 2011 
Census, India has 104 million geriatric population (aged 60+) or 8.6% of the population. According to WHO, the annual global suici-
de rate of 10.5 per 100,000 people accounts for approximately 800,000 suicide deaths each year. Suicide among older people gene-
rally receives less attention compared to suicide among younger age groups. In 2017, the suicide rate was 16.17 per 100,000 peop-
le aged 50 to 69 years, compared to 27.45 per 100,000 people aged over 70 years. In 2019, the suicide rate for people aged 50 to 
69 was 14.25 per 100,000, compared to 24.53 per 100,000 for people aged 70 and over. In recent decades, improvements in health 
care, longer life expectancies and changes in social patterns have led to a significant increase in the elderly population. With this 
demographic shift, challenges have emerged, such as rising suicide rates among older adults.  
Health is defined by the World Health Organization (WHO) as follows: Health is a state of complete physical, mental and social well-
being, not merely the absence of disease or infirmity. This definition indicates that health is a multidimensional construct and inclu-
des various factors that affect the overall quality of life of the individual. This case was written to draw attention to mental and social 
well-being in the World Health Organization's definition of 'health'. 
Physical health is a contributing factor in most suicidal behaviors in late life [1] . Vascular disease can predispose to late-onset dep-
ression, which often has antecedents in middle age, such as hypertension, smoking, diabetes and metabolic syndrome. A case-
control of suicides over 50 years of age found that cerebrovascular risk factor scores were significantly higher in suicide cases [2] . 
Older people are more likely to have access to firearms in rural areas. It has been discovered that a higher percentage of suicide 
attempters in elderly patients come from rural areas than urban areas [3]. 
Case 
A 68-year-old man with known hypertension, atrial fibrillation, heart failure, plegic legs after a traffic accident 33 years ago, who was 
hospitalized and operated for subdural hematoma and right renal hematoma after a traffic accident 1 year ago, Our patient, who was 
discharged 3 days ago from the chest diseases service where he had been hospitalized after intensive care unit due to pneumonia 
and respiratory failure, was on rivoroxaban, atorvastatin, metoprolol, amlodipine, fursosemide and proton pump inhibitors.  There 
was no suicide attempt in his history. She had no diagnosed mental illness. It was learned that the patient did not receive any psyc-
hiatric support and resided in a town approximately 100 km away from the city center. 
The patient was brought to our clinic after a suicidal gunshot wound. On physical examination, he was and agitated. Two bullet entry 
holes were observed on the left anterior chest wall, one at the xiphoid level and the other at the level of the posterior costal arch. 
Two bullet exit holes were observed in the left posterior posterior costal arch and lumbar midclavicular line. 
Vital values blood pressure: 99/65 mmHg pulse: 98 beats/min saturation was 95% with supplemental oxygen, temperature: 36.3 
degrees Celsius. The patient was disoriented. 
Laboratory findings: creatinine: 0.79 mg/dl urea: 69 hemoglobin: 8.1 g/dl, hct: 26.3%, plt: 378 u/L, apt: 19.7 s, pt: 14.1, inr: 1.20, ph: 
7.28, base deficit: -6.3, lactate: 1.7 mmol/L ethanol: less than 0.1 promil 
The patient was disoriented with a GCS of 14. He was electively intubated. Tetanus and antibiotic prophylaxis and hydration were 
performed. Erythrocyte suspension preparation was done. Bedside Focused Assessment with Sonography for Trauma (FAST)" 
evaluation was performed. Free fluid in the hepatorenal and perisplenic area was evaluated in favor of bleeding. The patient was 
consulted to thoracic surgery, general surgery, cardiovascular surgery and urology units. A left pneumothorax was detected and a 
chest tube was inserted. After the patient was evaluated in the emergency department, interned to the relevant surgical branches, 
his treatment in the emergency department was completed and tomography imaging was performed, the patient was immediately 
taken to the operating room for surgery. The pathologies on the imaging scans are summarized in the figures below. 

Figure 1. 10cm pleural fluid in the right hemithorax, 6cm pleural fluid in the left hemithorax and atelectatic changes in the adjacent 
parenchyma, approximately 25mm pneumothorax appearance in the left hemithorax, air density and heterogeneity in the subcuta-
neous fat planes in the left anterior, air density under the skin in the muscle planes of the anterior abdominal wall at the left upper 
quadrant level, heterogeneity in the fat planes partially adjacent to the anterior abdominal wall and linear daniste increases, irregu-
larities in the diaphragmatic face on the left. 

  
Discussion 
Each year on 10 September, attention is drawn to the issues, stigma is reduced and awareness is raised among organizations, 
government and the general population, while sending a clear message that suicide prevention is possible. The theme of World 
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Suicide Prevention Day for the three years from 2021 to 2023 is "creating hope through action". The core message of this theme is 
to instill optimism and positivity by emphasizing other options besides taking one's own life. 

Figure 2. Heterogeneous hypodense area of 6x4cm in the subcapsular area in the anterolateral mid-section of the splenic pa-
renchyma (subcapsular hematoma and parenchymal contusion?). Air densities and free fluid are seen in the abdomen. 
Splenectomy was performed, diaphragmatic damage was repaired and the patient was followed up in the intensive care unit, and 
then he was interned to the ward and discharged in the following days. Necessary referrals for psychiatric support were made 
before discharge. 

 
Conclusion 
In conclusion, due to the aforementioned distinguishing variables, the risk of suicide is high in the geriatric population aged 60 years 
and older. An important cause for public concern is the need for focused preventive measures and treatments. It is essential that 
health care providers and family members identify warning signs in older adults and provide support and resources to prevent suici-
de attempts. Significant mobilization of health professionals, policy makers and the community is critical to prevent suicide in older 
adults. Reducing negative perceptions associated with mental health problems, improving the availability of mental health care, 
effectively managing resources and providing support are necessary steps to help older adults maintain their autonomy and social 
relationships. By implementing a comprehensive and interdisciplinary plan, we can help reduce the suicide rate in the geriatric popu-
lation and promote healthy aging. 
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Introduction 
Lung abscess is a necrotizing infection of the lung parenchyma that leads to a pus-filled cavity, often visible on imaging as an air-
fluid level (1,2). It typically arises as a complication of aspiration pneumonia or severe pneumonia that undergoes liquefactive necro-
sis, though a variety of pathogens (bacteria, fungi, even mycobacteria) can be responsible (1,2). Before the antibiotic era, lung abs-
cess carried a mortality as high as 75%, but even today it remains a serious illness with mortality rates of ~10–20% in many series 
(2). Prompt antibiotic therapy has dramatically improved outcomes – specialized centers report mortality as low as ~4% when agg-
ressive treatment is instituted early (3). Patients with compromised immune systems are at particular risk: those with end-stage renal 
disease (ESRD) on dialysis have well-documented immune dysfunction in both innate and adaptive immunity (4, 5). Uremia and the 
dialysis process lead to impaired neutrophil and lymphocyte function, chronic inflammation, and malnutrition, all of which increase 
susceptibility to severe infections (4, 5). Consequently, infections in dialysis patients tend to progress rapidly and are prone to comp-
lications. Delays in diagnosing and treating infections such as lung abscess in this population can therefore be especially devasta-
ting, leading to higher morbidity and mortality (3). Early recognition and management are critical in improving outcomes. 
In this presentation, we report the case of a young immunosuppressed patient on hemodialysis who developed a large lung abs-
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cess. We highlight her clinical presentation, imaging findings, pathophysiology and risk factors, microbiological considerations, 
emergency department (ED) management, definitive treatment, and clinical course. The case underlines the pivotal role of ED phy-
sicians in promptly identifying such life-threatening infections and coordinating multidisciplinary care to achieve a successful outco-
me. 
Case Presentation 
Patient: A 20-year-old woman with a history of chronic renal failure on hemodialysis for the past two years presented to the emer-
gency department with a 5-day history of high fever, severe cough, and progressive shortness of breath. She noted generalized 
weakness and could barely perform her usual activities due to breathlessness. Her cough was productive of thick, yellowish sputum, 
but she denied hemoptysis. She did not report any recent loss of consciousness, vomiting, or choking episodes. There was no his-
tory of diabetes, HIV infection, or chronic lung disease. Her only known medical issue was end-stage kidney disease requiring thrice-
weekly dialysis via an arteriovenous fistula; she had no indwelling dialysis catheter. 
Initial Vital Signs and Exam: On arrival, the patient appeared ill and in moderate respiratory distress. Her temperature was 38.5°C, 
blood pressure 95/60 mmHg, heart rate 118 beats/min (sinus tachycardia), respiratory rate 24 breaths/min, and oxygen saturation 
91% on room air. She was alert and oriented. Lung examination revealed decreased breath sounds and prominent crackles (rales) 
over the right upper chest. There were no obvious wheezes. Percussion of the right upper lung field was slightly dull. No egophony 
or significant pleural friction rub was noted. The left lung and other system examinations (cardiac, abdominal, neurological) were 
unremarkable. The patient did not have peripheral edema or jugular venous distension. Her arteriovenous fistula site was clean with 
no signs of infection. 
Laboratory Findings: Initial laboratory tests showed a marked leukocytosis (WBC 15,170/µL) with neutrophil predominance, indica-
ting an inflammatory response. C-reactive protein (CRP) was elevated at 173.7 mg/L, consistent with severe infection. Procalcitonin 
was not immediately available, but erythrocyte sedimentation rate (ESR) was elevated (value not specified). Electrolytes revealed no 
significant abnormalities aside from those expected in a dialysis patient (her blood urea nitrogen and creatinine were elevated due to 
ESRD). Arterial blood gas on room air showed a mild hypoxemia (PaO₂ in the mid-60s mmHg) with no significant hypercapnia, and 
a slightly elevated lactate consistent with early sepsis. Two sets of blood cultures and a sputum sample were obtained in the ED 
prior to initiating antibiotics. 
Imaging: Given the patient’s fever, cough, and focal exam findings, a chest radiograph was obtained immediately. The chest X-ray 
suggested a right upper lobe opacity with possible cavitation, prompting further imaging. A contrast-enhanced chest computed to-
mography (CT) scan was performed, which revealed a large cavitary lesion (~8 × 6 cm) in the right upper lobe with a visible air-fluid 
level, surrounded by areas of consolidation (Figure 1). No frank pleural effusion or empyema was evident on CT. These imaging 
findings were diagnostic of a lung abscess in the right upper lobe. The left lung was clear.  

 
Figure 1: Chest radiograph and axial CT images from the patient demonstrate a large cavity in the right lung containing fluid and air, 
consistent with a lung abscess.  
The thick wall of the cavity and internal air-fluid interface (seen on CT) are hallmark features. Importantly, the CT helped distinguish 
this intrapulmonary abscess from a loculated pleural empyema or other masses by showing the cavity within lung parenchyma and 
the absence of significant pleural collection (1). The imaging also confirmed there were no additional abscesses or significant bronc-
hial obstruction. 
Pathophysiology and Risk Factors 
A lung abscess results from focal infection of lung tissue that undergoes necrosis, creating a walled-off cavity filled with pus. The 
primary mechanism in most cases is aspiration of oropharyngeal contents into the lung (1). Aspirated bacteria (often anaerobes 
from the oral cavity) infect dependent portions of the lung and can lead to a necrotizing pneumonia and abscess formation. Over 
time, communication with airways can lead to a bronchopulmonary fistula and the classic air-fluid level on imaging as the pus parti-
ally drains into the bronchial tree (1). In our patient, the abscess was in the right upper lobe, which is slightly atypical for aspiration 
(aspiration abscesses classically involve dependent segments of the right upper lobe when supine, or right lower lobe superior seg-
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ment when upright). This raised the consideration of other contributing factors to abscess formation in her case, such as an unusu-
ally aggressive organism or impaired host defenses. 
Predisposing risk factors for lung abscess include any condition that increases aspiration risk or reduces pulmonary clearance of 
infections: 
Altered consciousness and aspiration: Alcohol intoxication, illicit drug use, general anesthesia, seizures, or stroke can lead to 
aspiration of oral secretions or gastric contents into the lungs, seeding an infection (1,3). Poor cough reflex or dysphagia (for examp-
le, in neurodegenerative diseases) also falls into this category. In one large series, 78.6% of lung abscess patients had a history of 
loss of consciousness (often due to alcohol abuse) preceding the infection. 
Poor oral hygiene or dental disease: Periodontal infection or dental abscesses provide a rich source of anaerobic bacteria that 
can be aspirated. In the same series, over 80% of patients had significant dental disease (3). 
Immunosuppression: Patients with compromised immunity are less able to contain a nascent infection, allowing it to progress to 
abscess. This includes people with HIV/AIDS, those on chronic corticosteroids or chemotherapy, transplant recipients, uncontrolled 
diabetics, and patients with ESRD on dialysis (4, 5). ESRD patients have defects in neutrophil phagocytosis, T-cell dysfunction, and 
hypogammaglobulinemia, along with a chronic inflammatory state (5). These factors make them vulnerable to unusual and severe 
infections. Notably, renal failure requiring dialysis has been identified as an independent predictor of higher mortality in 
patients with severe lung abscess – in one ICU study, patients on renal replacement therapy had over three times the odds of 
death compared to others (6). Our patient’s only major risk factor was her immunosuppressed status from ESRD; she did not have a 
history of alcohol use or recent anesthesia, suggesting that her impaired immunity allowed a routine infection to advance unchec-
ked. 
Chronic lung diseases or obstruction: Conditions like chronic obstructive pulmonary disease (COPD) or bronchiectasis can im-
pair normal clearance of secretions. Bronchial obstruction by a tumor or foreign body can lead to post-obstructive pneumonia that 
may cavitate. 
Bacteremia with septic emboli: Another pathophysiological route is hematogenous seeding of the lungs. Staphylococcus aureus 
bacteremia (from IV drug use or infected catheters, for example) can produce multiple lung abscesses via septic emboli to the pul-
monary circulation. Infective endocarditis of the tricuspid valve similarly can shower the lungs with bacteria, causing abscesses. 
These mechanisms are considered secondary lung abscesses (as opposed to primary from aspiration) (1). Our patient had an 
arteriovenous fistula for dialysis and no central catheter, making staphylococcal sepsis less likely, but this remains an important 
consideration in dialysis patients generally, as catheter-related bloodstream infections are common in that population. 
In summary, the pathogenesis in this case appears to be a primary lung abscess developing from an acute pulmonary infection 
that progressed due to the patient’s immunosuppressed state. The patient’s chronic kidney disease and dialysis-dependent status 
created a perfect storm: impaired immune defenses (4, 5) allowed a lung infection to necrose and form an abscess, whereas a he-
althier individual might have cleared a similar pneumonia before cavitation occurred. 
Microbiology 
Lung abscesses are often polymicrobial infections, especially those resulting from aspiration (1,7). Anaerobic bacteria from the oral 
flora are classically the predominant pathogens in community-acquired lung abscess. Common anaerobes include Bacteroides, 
Prevotella, Fusobacterium, and anaerobic streptococci (7). These organisms are frequently implicated when a patient has risk 
factors like poor oral hygiene and aspiration. A hallmark of anaerobic lung abscess is foul-smelling sputum; indeed, about two-
thirds of patients will produce putrid, offensive sputum when anaerobes are involved (3,7). In our patient’s case, the history of pro-
ductive cough raises the question of whether her sputum was foul-smelling – unfortunately this detail was not documented, but its 
presence would strongly point toward an anaerobic infection (7). 
Aerobic bacteria can also cause lung abscesses. Streptococcus pneumoniae (particularly certain serotypes) and Staphylococcus 
aureus (especially post-influenza or in IV drug users) are known to cause necrotizing pneumonias that can evolve into abscesses. 
S. aureus is a common culprit in lung abscess secondary to septic emboli. Klebsiella pneumoniae is a notable cause of aggressive 
necrotizing lung infections, classically in diabetics or alcoholic patients, leading to abscess formation (often with thick, currant-jelly 
sputum). In the modern ICU setting, Gram-negative organisms have emerged as significant pathogens: one recent multicenter study 
of ICU patients found Enterobacteriaceae (such as Klebsiella and E. coli) in 31% of lung abscess cases, S. aureus in 22%, and 
Pseudomonas aeruginosa in 19% (6). Pseudomonas and other nosocomial Gram-negatives are especially relevant in immuno-
compromised hosts and hospital-acquired cases. Our patient likely acquired her infection in the community, but her immunosupp-
ression puts these less typical organisms on the differential. In fact, immunocompromised patients (e.g. with HIV or on immunosupp-
ressants) can develop lung abscesses from opportunistic organisms that rarely cause abscess in healthy people. For instance, No-
cardia (an aerobic actinomycete) is notorious for causing cavitary lung abscesses in patients on chronic steroids or with advanced 
HIV; Aspergillus or other fungi can occasionally form fungus balls or abscess-like lesions in immunosuppressed lungs. Mycobacte-
rium tuberculosis can produce cavitary lesions in the upper lobes that mimic lung abscess, although technically these are termed 
tuberculous cavities rather than pyogenic abscesses. In our patient, sputum was tested for acid-fast bacilli and Pneumocystis (given 
her immunocompromise), and these were negative. Ultimately, no organism was immediately isolated from sputum cultures – this is 
not uncommon, as anaerobes are difficult to grow from expectorated sputum due to contamination with oral flora and oxygen sensi-
tivity (2). Blood cultures in the ED remained negative, likely because we initiated antibiotics early. Thus, the causative organism in 
this case was presumed based on clinical context. Given the combination of an upper lobe abscess and a patient with suppressed 
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immunity but no classic aspiration risk factors, a reasonable inference is that a mix of anaerobes and facultative bacteria from the 
upper airway were involved, potentially including viridans streptococci and anaerobes – essentially an aspiration-related polymic-
robial abscess facilitated by her immune impairment. 
Emergency Department Management 
In the emergency department, rapid recognition and supportive management were crucial. The patient was placed on supplemental 
oxygen by nasal cannula to address her hypoxemia, improving her O₂ saturation into the high 90s. IV access was secured, and 
empiric broad-spectrum antibiotics were started immediately after cultures were drawn. An urgent consultation with the on-call pul-
monologist (chest specialist) was obtained as soon as the chest CT confirmed a lung abscess. The empiric antibiotic regimen 
chosen was IV ceftriaxone 2 g daily plus IV moxifloxacin 400 mg daily, a combination that provides broad coverage of both 
aerobic and anaerobic organisms. Ceftriaxone (a third-generation cephalosporin) was aimed at common Gram-positive and Gram-
negative aerobes (e.g. Streptococci, Enterobacteriaceae), while moxifloxacin (a fluoroquinolone) has activity against anaerobes (as 
well as atypical organisms) and achieves good lung penetration. This regimen was selected in accordance with the pulmonology 
recommendation, tailored to cover the likely polymicrobial nature of the abscess in a community-onset but immunocompromised 
setting. Broad-spectrum antibiotic therapy is the cornerstone of lung abscess management, as recommended by current literature 
(1). ED physicians must initiate such therapy without delay because any postponement in treatment can allow the infection to prog-
ress or complications (like empyema, sepsis, or hemorrhage) to develop (3). In classic teaching, either clindamycin or a beta-
lactam/beta-lactamase inhibitor (e.g. ampicillin-sulbactam) is first-line for aspiration lung abscess, due to excellent anaerobic 
coverage (8, 9). Our choice of ceftriaxone plus moxifloxacin was an alternative broad approach; literature suggests that fluoroquino-
lones with anaerobic activity can be effective options in lung abscess, especially when combined with a beta-lactam to cover a wide 
spectrum (2). It is important to note that in hospital-acquired cases or those with risk factors for resistant organisms, empiric covera-
ge might need to be escalated (for example, using piperacillin-tazobactam or a carbapenem to cover Pseudomonas and other 
resistant Gram-negatives). In this ED case, however, the team appropriately targeted the likely community-acquired pathogens and 
her treatment was initiated within an hour of the diagnosis – a rapid response that likely prevented further clinical deterioration. 
Supportive care in the ED included IV fluids for sepsis (a 1–2 liter normal saline bolus was given due to her relative hypotension and 
tachycardia, with careful monitoring because overhydration is a concern in dialysis patients), antipyretics for comfort, and analgesics 
to relieve pleuritic pain from the inflamed lung. The patient was closely monitored for any signs of respiratory failure or shock. Her 
respiratory status remained stable on low-flow oxygen, and blood pressure improved modestly with fluids (BP ~100/65 mmHg). She 
did not require intubation or vasopressors. Given the large size of the abscess, the ED and pulmonology team also considered 
whether any invasive intervention might be needed. At presentation, there were no signs of abscess rupture or massive hemoptysis, 
and the decision was to manage conservatively with antibiotics first. A plan was made to admit the patient to the hospital for further 
care under the pulmonary service, with early involvement of infectious disease specialists and thoracic surgery if needed. The ED 
team’s prompt actions – early imaging, immediate broad-spectrum antibiotics, culture procurement, oxygen and fluid sup-
port, and specialist consultation – exemplify the critical role of emergency physicians in initiating care for complex infections like 
lung abscess. By expediting the diagnosis and treatment, the ED set the stage for the patient’s recovery before irreversible compli-
cations could occur. 
Treatment and Clinical Course 
After admission, the patient remained on IV antibiotic therapy with ceftriaxone and moxifloxacin as the mainstay. Over the first 48–72 
hours, she showed significant clinical improvement: her fevers subsided by the third hospital day, and her cough and work of breat-
hing improved. She was able to wean off supplemental oxygen as her oxygenation normalized. Serial examinations noted that her 
crackles diminished over time. Inflammatory markers trended down (by day 5, WBC count had decreased to ~9,000/µL and CRP 
was markedly lower, reflecting treatment response). 
No organisms grew from the sputum culture (likely due to prior antibiotic exposure and the difficulty of culturing anaerobes), and 
blood cultures remained negative. Despite the lack of a specific isolated pathogen, the broad empiric regimen was continued given 
the patient’s clear clinical response. After one week of IV antibiotics, a repeat chest X-ray showed some improvement in the right 
upper lobe opacity. By the end of the second week of treatment, the patient’s condition had improved to near-baseline – she was 
afebrile, breathing comfortably on room air, and eating well. A follow-up chest CT was obtained at around two weeks to assess the 
abscess cavity. The CT demonstrated that the cavitary lesion had significantly decreased in size (the cavity diameter reduced from 
~8 cm to approximately 4 cm) and the surrounding consolidation had largely cleared. There was no evidence of new fluid collection 
or empyema. This radiologic improvement corroborated the clinical impression that the infection was responding. 
Given her progress, the medical team transitioned the patient to oral antibiotic therapy to complete a prolonged course. Typically, a 
total of 4–6 weeks of antibiotic therapy is recommended for lung abscess to ensure complete resolution (2). In this case, after 14 
days of IV antibiotics, she was switched to oral moxifloxacin (which has excellent bioavailability and penetration) to continue therapy 
for an additional four weeks as an outpatient. High-dose amoxicillin-clavulanate was considered as an oral step-down option as 
well, to maintain anaerobic coverage, but since quinolone therapy had been effective and the patient tolerated it, moxifloxacin was 
continued orally. The patient was discharged home with instructions to finish the antibiotic course, with close follow-up arranged. 
She was educated on the importance of medication adherence and instructed to watch for any recurrence of fever, cough, or respi-
ratory distress. Arrangements were made for her to follow up in the pulmonary clinic and also to continue her thrice-weekly dialysis 
sessions (coordinating to avoid antibiotic-dialysis timing issues). 
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Over the next weeks in follow-up, the patient did well. She reported gradually increasing energy and no return of her respiratory 
symptoms. A repeat chest X-ray one month after discharge showed only a residual scar in the right upper lobe with no fluid level. By 
the end of the full antibiotic course, the lung abscess had effectively resolved. The multidisciplinary management – involving emer-
gency medicine, radiology, pulmonology, infectious disease, and the patient’s dialysis team – resulted in a cure without the need for 
surgical intervention or percutaneous drainage. This favorable outcome in a young dialysis patient underscores how effective early 
and appropriate therapy can be, even in an immunocompromised host. Of note, had the patient not improved sufficiently on antibio-
tics, the next steps would have included consideration of image-guided percutaneous drainage of the abscess or even surgical 
resection (lobectomy) if necessary, as about 10–20% of lung abscess cases ultimately require invasive drainage or surgery when 
medical therapy fails (1,8). Fortunately, in this case, the timely antibiotic treatment obviated the need for any invasive procedures. 
Conclusion 
This case highlights the critical importance of early recognition and aggressive management of lung abscess in immunosuppressed 
patients. A young woman on dialysis developed a life-threatening lung abscess, yet prompt action in the emergency department – 
including high clinical suspicion, swift imaging, and immediate initiation of broad-spectrum antibiotics – led to a successful 
outcome. Emergency physicians serve a pivotal role as the first point of contact for such patients; their decisions can dramatically 
influence the prognosis. In an immunosuppressed or dialysis patient presenting with fever, cough, and respiratory distress, one must 
maintain a broad differential and a high index of suspicion for severe infections like lung abscess. Delayed or inadequate treatment 
of a lung abscess can result in complications such as empyema, bronchopleural fistula, sepsis, or hemorrhage, and can significantly 
increase mortality (3). Conversely, as demonstrated here, early intervention can lead to clinical cure and prevent the need for surgi-
cal management. 
Multidisciplinary collaboration is often necessary to achieve the best outcomes. In this case, the emergency physician, radiologist, 
pulmonologist, and infectious disease specialist each contributed to rapid diagnosis and tailored therapy. The patient’s dialysis sta-
tus added complexity (in terms of immune status and antibiotic dosing considerations), illustrating the need for coordination with 
nephrology as well. By expediting consults and treatment, the ED set in motion a chain of care that minimized complications. Recent 
studies emphasize that even among critically ill patients, those who receive timely appropriate antibiotics and supportive care have 
markedly better survival. Emergency providers should be especially vigilant for lung abscess in high-risk groups – for example, an 
ESRD patient with “pneumonia” not responding to standard treatment – and advocate for definitive imaging (such as CT) to confirm 
the diagnosis. 
In conclusion, early recognition and management of lung abscess is lifesaving, particularly in immunosuppressed populations 
like dialysis patients. A proactive approach in the emergency setting, coupled with broad-spectrum antimicrobial therapy and attenti-
ve supportive care, can eradicate the infection and improve patient outcomes. This case reinforces the adage that in emergency 
medicine, maintaining a high clinical suspicion for serious etiologies of common symptoms (fever, cough, dyspnea) is essential. By 
promptly identifying a lung abscess and initiating proper therapy, we can significantly reduce morbidity and mortality, even in vulne-
rable patients (3,6). Ongoing awareness, education, and a multidisciplinary approach are key to managing such complex infections 
successfully. 
References 
Kuhajda I, Zarogoulidis K, Tsirgogianni K, et al. Lung abscess – etiology, diagnostic and treatment options. Ann Transl Med. 
2015;3(13):183. 
Yazbeck MF, Dahdel M, Kalra A, Browne AS, Pratter MR. Lung abscess: update on microbiology, management, and outcomes. 
Chest. 2015;148(6):1801-1808. 
Moreira Jda S, Camargo Jde JJ, Felicetti JC, et al. Lung abscess: analysis of 252 consecutive cases diagnosed between 1968 and 
2004. J Bras Pneumol. 2006;32(2):136-143. 
Kato S, Chmielewski M, Honda H, et al. Aspects of immune dysfunction in end-stage renal disease. Clin J Am Soc Nephrol. 
2008;3(5):1526-1533. 
Betjes MG. Immune cell dysfunction and inflammation in end-stage renal disease. Nat Rev Nephrol. 2013;9(5):255-265. 
Montméat V, Bonny V, Urbina T, et al. Epidemiology and clinical patterns of lung abscesses in ICU: a French multicenter retrospec-
tive study. Chest. 2024;165(1):48-57. 
Bartlett JG. Anaerobic bacterial infections of the lung and pleural space. Clin Infect Dis. 1993;16(Suppl 4):S248-S255. 
Levison ME, Mangura CT, Lorber B, Bartlett JG. Clindamycin compared with penicillin for anaerobic lung abscess. Ann Intern Med. 
1983;98(4):466-471. 
Allewelt M, Schuler P, Bölcskei PL, Mauch H, Lode H. Ampicillin-sulbactam vs clindamycin ± cephalosporin for the treatment of 
aspiration pneumonia and primary lung abscess. Clin Microbiol Infect. 2004;10(2):163-170. 

 

7776 
Cerebral Fat Embolism Syndrome-Case Report 
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Introductıon  
Fat Embolism Syndrome (FES) is a rare complication, typically presenting with respiratory insufficiency following orthopedic trauma. 
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The classic presentation includes a triad of respiratory distress, petechial rash, and neurological changes (1).  When neurological 
symptoms dominate, the condition is referred to as Cerebral Fat Embolism Syndrome (CFES) (2). Early recognition is crucial, espe-
cially in orthopedic trauma patients showing sudden neurological decline. Diagnosing CFES is challenging due to the lack of univer-
sal criteria; instead, it relies on clinical assessment and the patient’s medical history (3). 
Case Report   
A 21-year-old male was brought to the Emergency Medicine department complaining of back and leg pain after a traffic accident. 
There was no history of drug use other than psychiatric medication. Upon arrival at the emergency department, his vital signs were 
stable, and his Glasgow Coma Scale score was 15. He was conscious, oriented and cooperative, and pupils were isochoric with 
bilateral positive light reflexes. Abdominal and respiratory examinations were normal. No obvious pathology was observed in the 
cranial nerve examination. Multiple bone fractures were present in the right lower extremity and muscle strength was not clearly 
assessed; no obvious muscle strength loss was observed in the other extremities. The patient's imaging showed right femur, fibula 
and tibial shaft fractures (fig 1), lung contusion, and C6 corpus fracture. Laboratory results were normal, there was no decrease in 
hemoglobin count. Toxicology results were normal.  
The patient, who did not need urgent surgery from the thoracic and neurosurgery departments, had a long leg splint applied to his 
right lower extremity and was followed up with the operation plan. During the follow-up, the patient's vital signs remained stable. 
However, a few hours after admission, he suddenly developed confusion and agitation followed by rapid decline in level of conscio-
usness. Thereupon, an emergency bedside ultrasound was performed. Upon the detection of hyperechogenic structures on the 
echocardiogram (fig 2), CT and diffusion MRI were performed, revealing multiple infarct areas on the diffusion MRI (fig 3) and no 
hemorrhage on CT. With supportive treatment, intensive care follow-up was planned with a preliminary diagnosis of fat embolism. 

  
 Figure 1. Femur, fibula and tibial shaft fractures  

  
 Figure 2. Hyperechogenic structures at Echo 
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Dıscussıon  
Fat Embolism Syndrome (FES) is an uncommon disorder primarily characterized by respiratory insufficiency, that occurs as a rare 
complication of orthopedic trauma. (1)  Typically occurring within 1-2 days following trauma involving long-bone fractures or orthope-
dic surgery, it presents with a petechial rash, progressive respiratory insufficiency, and declining mental status.(4) However, only a 
small subset of patients, comprising 0.9% to 2.2%, develops Fat Embolism Syndrome (FES), which is classically characterized by a 
triad of respiratory symptoms, petechial rash, and alterations in mental status. (3) The term “Cerebral Fat Embolism Syndrome” 
(CFES) is used to describe cases where neurological symptoms are the predominant features. (2) Cerebral FES (CFES) is a rare 
variant of FES characterized by isolated neurologic symptoms including ischemic and hemorrhagic strokes, seizures, convulsive and 
non-convulsive status epilepticus, autonomic impairment, acute encephalopathy, and coma.(1,3) Also, literature reviews and case 
reports have shown that CFES is common in men with bilateral femur fractures in their early 30s.(5) 
 

 
Figure 3. Multiple infarct areas on MRI  
 
This diagnosis should be considered in trauma patients with long bone fractures who were found to have confusion or focal neurolo-
gic deficits. CFE should also be considered in patients with a history of remote trauma -such as in this case- who present with new-
onset neurologic symptoms (5). 
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The hypothesized mechanism is that fat globules enter arterial circulation either through an intracardiac shunt such as patent fora-
men ovale, or, more commonly, microglobules may filter directly through lung capillaries to reach arterial circulation (3). 
Magnetic Resonance Imaging (MRI) utilizing either diffusion-weighted imaging or susceptibility-weighted imaging sequences offers 
the greatest sensitivity for confirming the diagnosis (6,7).  While there are no pathognomonic imaging findings, the 'starfield pattern' 
observed on MRI is the most prevalent and recognized manifestation of Cerebral Fat Embolism Syndrome (CFES) (8). 
Also, in the study by Maghrebi et al., transthoracic echocardiography showed the "snowstorm" appearance of numerous hype-
rechoic particles in the inferior vena cava (9).    
There are no definitive or specific treatments for FES; therefore, management is entirely supportive (6).  
Considering the multifactorial etiology of fat embolism syndrome, although it cannot be prevented in all patients, it is argued that 
early operative fixation of long bone fractures reduces the incidence of FES (10,11).  
In our case, we discussed a patient who was admitted to the hospital after a traffic accident who developed a change in conscious-
ness during follow-up. The diagnosis of Cerebral Fat Embolism Syndrome (CFES) is challenging due to the non-specific nature of 
the symptoms and the frequent normality of computed tomography scans. High suspicion should be maintained in patients with 
orthopedic injuries who experience sudden neurological decline. There are no universal diagnostic criteria for CFES, making the 
diagnosis dependent on the patient's medical history and clinical manifestations (3). 
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Pres In The Emergency Servıce (Posterıor Reversıble Encephalopathy Syndrome) 
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Mugla Education and Research Hospital 
Introductıon: Posterior reversible encephalopathy syndrome (PRES) is an acute-onset neurological disorder characterized by a 
variety of neurological symptoms, including headache, visual disturbances, disturbances of consciousness, confusion, seizures, and 
focal neurological deficits1. Posterior reversible encephalopathy syndrome (PRES) is a neurological disorder characterized by a 
spectrum of neurological signs and symptoms and prominent neuroimaging findings reflecting vasogenic edema. Computed 
tomography (CT) imaging of the white matter of patients reveals edema, especially in the posterior system. The only advantage of 
MRI is its ability to detect small, focal abnormalities beyond the resolution limits of CT. 
Case: A 46-year-old male had chronic kidney disease and was on dialysis 3 days a week. It started with complaints of headache, 
dizziness, nausea, and vomiting the day before, and he was brought to the emergency room the day after unconscious. At the 
time of first admission to the emergency room, GKS: 5 (M3, V1, E1), blood pressure: 220/110 mmHg, pulse: 110 beats/min, spo2: 
98, blood sugar: 125 mg/dL. Intubation was performed electively. Nicardipine was administered to the patient IV. Laboratory 
findings were as follows; Glucose: 260 mg/dL, Urea: 111mg/dL, Creatinine: 11.3mg/dL, Potassium: 3.4mmol/L, AST: 9 U/L, ALT: 
8U/L, Hemoglobin: 10.5g/dL, Platelet: 115000 microg/L. No hemorrhage or mass was detected in brain tomography. Low-density 
hypodense areas were observed in both cerebellar hemispheres in brain tomography (Figure 1). No diffusion restriction 
suggesting acute ischemia was observed in diffusion MRI. High signal areas with ADC response were observed in occipital and 
cerebellar regions in diffusion MRI (Figure 2). Considering the clinical findings and imaging findings in the patient, PRES was 
considered in our case. The patient, who received dialysis and IV nicardipine in the intensive care unit, was extubated two days 
later. Clinical improvement was achieved in the normotensive patient who received nicardipine for another seven days. He was 
discharged with full clinical improvement after being followed up for approximately one month. 
Conclusıon: This case is important in showing that PRES, which develops on the basis of renal failure accompanied by 
hypertensive crisis, is completely reversible with early diagnosis and appropriate treatment. PRES must be considered in the 
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differential diagnosis in emergency services and intensive care practice. 
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Introductıon 
Emergency medical services (EMS) consist of a continuum that begins in the pre-hospital setting and extends through to in-
hospital emergency care. Within this continuum, the two principal components are the 112 pre-hospital ambulance services and 
the hospital emergency departments (EDs). One of the significant challenges affecting the efficiency and sustainability of EMS is 
the inappropriate utilization of ambulance teams and EDs by patients with non-urgent medical conditions (Yıldırım et al., 2020). 
As the demand for emergency care continues to grow, healthcare systems are compelled to implement strategies that optimize 
resource allocation and response efficiency. 
Triage has emerged as a critical method in addressing this challenge. According to the Regulation on Emergency Health Services 
in Türkiye, triage is defined as "a rapid selection and coding process conducted at the scene and at all healthcare facilities where 
mass casualties are present, aimed at identifying those requiring urgent treatment and transfer" (Ministry of Health of Türkiye, 
2023). 
Pre-hospital triage focuses on making the most efficient use of limited resources by rapidly assessing patients, identifying medical 
priorities, and referring them to appropriate care centers, sometimes after administering basic interventions. In contrast, triage in 
the ED setting is a structured classification system that determines the priority of medical evaluation and treatment based on the 
urgency of each patient's condition (Başpınar et al., 2022). 
Therefore, the aim of this study is to evaluate the necessity of transferring patients to the emergency department by 112 
Emergency Medical Services, to assess the knowledge and attitudes of 112 EMS personnel regarding triage, and to determine 
the appropriateness of emergency department and ambulance utilization in order to enhance the effective use of emergency 
healthcare services both in the pre-hospital and in-hospital phases. 
Materıal Method 
This study was designed as a descriptive and cross-sectional study and was conducted prospectively. The study population 
consisted of patients who were admitted to the emergency department via 112 Emergency Medical Services and had a 
corresponding case record documented in the ASOS (Emergency Health Automation System). The study covers patients who 
were admitted to the emergency department during March 2025. A total of 1,026 patients who met the inclusion criteria were 
evaluated. 
Patient data were obtained from the 112 EMS Case Report Forms and the Hospital Information Management System (HIMS) of 
Tekirdağ Dr. İsmail Fehmi Cumalıoğlu City Hospital. These data sources were used to assess the appropriateness of emergency 
department referrals, analyze triage-related decisions, and evaluate EMS personnel's documentation practices. 
Results 
A total of 1,026 patients who were admitted to the emergency department via 112 Emergency Medical Services were included in 
the study. Of these patients, 54,10% were male and 45,90% were female. The mean age was 55,1 ± 23,9 years. 
According to the 112 Emergency Medical Services, out of 1,026 patients, 612 were categorized as green code, 379 as yellow 
code, 28 as red code, 6 as social indication, and 1 as black code. It was observed that the patient categorized as black code was 
evaluated as red code at Tekirdağ Dr. İsmail Fehmi Cumalıoğlu City Hospital. 
Tekirdağ Dr. İsmail Fehmi Cumalıoğlu City Hospital accepts all patients arriving by 112 Emergency Medical Services ambulance 
into the red zone. As a result, 1,019 patients are classified as red code, and it was observed that 7 patients were categorized as 
black code. Among these 7 black code patients, the triage codes in 112 Emergency Medical Services were as follows: 4 were 
classified as red code, 2 as yellow code, and 1 as green code. 
According to the 112 Emergency Medical Services diagnosis codes and the initial diagnosis codes from Tekirdağ Dr. İsmail Fehmi 
Cumalıoğlu City Hospital, 6 out of 1,026 patients were diagnosed with cardiac arrest.  
The tables below present the following: In Table 1, the initial diagnoses of patients in the red zone with more than 20 patients at 
Tekirdağ Dr. İsmail Fehmi Cumalıoğlu City Hospital are listed, with the remaining diagnoses categorized as 'Other'. In Table 2, the 
final diagnoses of patients in the red zone with more than 20 patients are listed, with the remaining diagnoses categorized as 
'Other'. In Table 3, the diagnoses of patients with more than 20 cases in 112 Emergency Medical Services are listed, with the 
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remaining diagnoses categorized as 'Other'. 
 
Table 1. Initial diagnoses of patients brought by ambulance to the red zone at Tekirdağ Dr. İsmail Fehmi Cumalıoğlu City 
Hospital 
Dyspnea 80 
Chest Pain 70 
Soft tissue injury 63 
Fall 40 
Nausea and Vomiting 38 
Vertigo 36 
Abdominal Pain 35 
In-vehicle Trauma 33 
Primary Hypertension 30 
Acute Upper Respiratory Tract Infection (AURTI) 30 
Anxiety 30 
Motorcycle Accident 25 
Cerebrovascular Disease (CVD) 24 
Syncope 20 
Other (Fever, Chronic Obstructive Pulmonary Disease (COPD), pneumonia, anaphylaxis, alcohol and 
drug use, gastrointestinal diseases, cardiovascular diseases, general condition disorders, etc.) 

472 

 

Table 2. Final diagnoses of patients brought by ambulance to the red zone at Tekirdağ Dr. İsmail Fehmi Cumalıoğlu City 
Hospital 
Soft tissue injury 100 
Dyspnea 90 
Chest Pain 74 
Nausea and Vomiting 41 
Fall 39 
Acute Upper Respiratory Tract Infection (AURTI) 37 
Abdominal Pain 31 
Myalgia 31 
Anxiety 30 
In-vehicle Trauma 29 
Vertigo 29 
Cerebrovascular Disease (CVD) 25 
Primary Hypertension 21 
Other (Fever, Chronic Obstructive Pulmonary Disease (COPD), pneumonia, gastrointestinal 
diseases, cardiovascular diseases, general condition disorders, etc.) 

449 

 
In Table 1, the initial diagnoses in the hospital's red zone consist of a total of 88 subgroups, while the final diagnoses in Table 2 
consist of 87 subgroups. Since the subdiagnoses of 112 Emergency Medical Services total 136, the number of 'Other' diagnoses 
is higher. 
Dıscussıon 
This study provides a comprehensive analysis of triage categorizations and diagnostic consistency for patients transported to 
Tekirdağ Dr. İsmail Fehmi Cumalıoğlu City Hospital via 112 Emergency Medical Services. One of the most striking findings was 
the high proportion of patients who were classified as green or yellow code in the pre-hospital setting, yet were admitted directly 
to the red zone upon arrival due to institutional policy. This systematic overtriage may lead to inappropriate allocation of 
emergency department resources. However, it also reduces ambulance occupancy time and provides the opportunity for the 
prompt intervention of actual emergency patients. 
The frequent diagnoses among red zone admissions—such as dyspnea, chest pain, and soft tissue injuries—reflect common 
chief complaints seen in emergency departments. A notable observation was that the most common final diagnosis was soft 
tissue injury, whereas dyspnea and chest pain were more dominant in the initial assessments. This shift may suggest overtriage 
or challenges in initial assessment accuracy, possibly due to limited pre-hospital diagnostic tools. 
The number of diagnosis subgroups in the 112 EMS records (136) was higher compared to hospital records, which may reflect 
the broader diagnostic coding practices in pre-hospital settings. Additionally, the variation observed between the initial and final 
diagnoses supports the need for continuous education of EMS personnel in triage and diagnostic reasoning. 
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Table 3. Diagnoses of patients taken to the red zone by ambulance at Tekirdağ Dr. İsmail Fehmi Cumalıoğlu City 
Hospital according to 112 Emergency Medical Services. 
Chest Pain 82 
Dyspnea 81 
Fall 72 
Nausea and Vomiting 48 
Cerebrovascular Disease (CVD) 36 
Unspecified mood [affective] disorder 34 
Motorcycle Accident 31 
Abdominal Pain 31 
Syncope 25 
Vertigo 22 
Hypotension 21 
Other (Hypertension, Fever, Chronic Obstructive Pulmonary Disease (COPD), pneumonia, 
anaphylaxis, alcohol and drug use, gastrointestinal diseases, cardiovascular diseases, general 
condition disorders, epilepsy , In-vehicle Trauma etc.) 

543 

 
 

Table 4. Patient's Final Status 
Outpatient Discharge 668 
Orthopedics Department 27 
Coronary ICU 26 
Internal Medicine Department 20 
Level III Adult ICU 19 
Referral 14 
General Surgery Department 12 
EX 11 
Neurology Department 11 
Pulmonology Department 11 
Surgical ICU 11 
Level II Neurology ICU 9 
Obstetrics and Gynecology Department 9 
Psychiatry Department 7 
Neurosurgery Department 5 
Level II Adult ICU 5 
Palliative Care Department 4 
Infectious Diseases Department 3 
Refusal of Treatment 3 
Pediatric Surgery Department 2 
Pediatrics Department 2 
Cardiology Department 2 
Nephrology Department 2 
Level III Pediatric ICU 1 
Hematology Department 1 
Geriatrics Department 1 
Cardiovascular Surgery Department 1 
Medical Oncology Department 1 
Prisoner Service 1 

 
Another remarkable finding is the presence of 7 patients evaluated as black code in the hospital, 6 of whom had been categorized 
with different triage levels in the pre-hospital setting. This discrepancy underlines the importance of dynamic reassessment and the 
critical nature of continuous monitoring during patient transfer. 
Furthermore, a significant portion of these patients were ultimately diagnosed with non-urgent conditions such as soft tissue injuries, 
anxiety, vertigo, or acute upper respiratory tract infections. This pattern suggests considerable inappropriate use of both ambulance 
services and emergency department resources. Literature indicates a rising trend in the utilization of EMS for non-urgent cases, 
which contributes to overcrowding in emergency departments and reduces the overall efficiency in handling critically ill patients 
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(Booker et al., 2014; O'Cathain et al., 2010). 
The mismatch between initial and final diagnoses also underscores the challenges of rapid clinical assessment in the field and the 
necessity of reassessment at the hospital. Nonetheless, the use of emergency services for non-emergent complaints may reflect 
broader issues such as limited access to primary care, lack of public awareness about EMS use, or sociocultural tendencies to over-
rely on emergency systems for convenience (Lowthian et al., 2011). 
Despite its contributions, the study is limited to a single center and lacks a long-term follow-up of patient outcomes. Future multicen-
ter studies involving qualitative assessment of triage decision-making processes could provide broader insights into improving 
emergency care efficiency. 
Ultimately, this study highlights the need for improved public education on the appropriate use of emergency services, stricter triage 
adherence, and more effective triage mechanisms (etc. to increase on-site intervention) at both the pre-hospital and hospital levels. 
Conclusıon  
The findings of this study emphasize several critical challenges in the organization and utilization of emergency healthcare services. 
The observed discrepancies between EMS and hospital triage codes, combined with the frequent admission of non-urgent cases to 
the red zone, point toward systemic overtriage and inefficiencies in patient prioritization. However, it also reduces ambulance occu-
pancy time and provides the opportunity for the prompt intervention of actual emergency patients. 
Establishing a more widespread use of on-site intervention systems and promoting interinstitutional communication may contribute 
to more accurate resource use, improved patient safety, and better emergency service planning. In this context, regular audits and 
evidence-based policy adjustments will be vital to optimizing the emergency care system in Tekirdağ, Türkiye. 
Additionally, the variation between initial and final diagnoses emphasizes the necessity of ongoing training for EMS personnel, as 
well as the need to harmonize triage standards between the pre-hospital and in-hospital environments. 
Moreover, the diverse final statuses of patients, while patients with specialized care needs were effectively transferred to the approp-
riate departments, the volume of non-urgent admissions emphasizes the necessity of improving pre-hospital triage to reduce unne-
cessary emergency department visits and optimize resource allocation. 
As a result, improving pre-hospital triage systems, enhancing public education on the appropriate use of ambulances and emer-
gency services, and optimizing hospital admission processes are crucial steps in reducing unnecessary emergency department 
visits and improving resource allocation. By implementing more efficient triage systems and ensuring timely interventions, the he-
althcare system can better allocate resources for truly critical cases, ultimately leading to improved patient outcomes and system 
sustainability. 
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Silent killer and the visual impairment they cause: a rare face of carbon monoxide exposure 
Fatih Cemal Tekin1, Tuba Arslan1, Muhammed Sadettin İpek1, Mustafa Nurullah Çekiç1, Mehmet Gül1 

1Department of Emergency Medicine, Konya City Hospital, Türkiye 

Introductıon 
Carbon monoxide (CO) poisoning occurs when CO, an invisible, odorless, and flavorless gas produced by the incomplete combus-
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tion of carbonaceous fuels, is inhaled. Carbon monoxide (CO) form carboxyhemoglobin (COHb) by exhibiting an affinity for hemog-
lobin that is roughly 200-250 times greater than that of oxygen. This condition inhibits the dissociation of oxygen from hemoglobin, 
resulting in hypoxia. Simultaneously, carbon monoxide binds to oxygen-transporting proteins such as cytochrome oxidase and 
myoglobin, resulting in metabolic disturbances at the cellular level. Carbon monoxide poisoning is a prevalent form of harmful gas 
exposure globally, primarily linked to stoves, barbecues, generators, and vehicle exhaust emissions in confined areas. The intensity 
of symptoms is determined by the duration of exposure and the ambient carbon monoxide concentration. Mild exposure results in 
nonspecific symptoms such as headache, dizziness, and nausea, whereas severe exposure can lead to confusion, loss of conscio-
usness, coma, and death (1-3). Neurological symptoms often emerge following the acute phase of carbon monoxide intoxication. 
Neuroimaging results, including cerebral edema, necrosis in the basal ganglia, and cortical infarcts, were directly correlated with the 
exposure period. While a direct association between carboxyhemoglobin levels and clinical manifestations is absent, COHb levels 
>20% are typically associated with symptoms. Late neurological signs include Parkinson’s disease, cognitive problems, psychosis, 
and sensory deficits. Nonetheless, vision impairment resulting from carbon monoxide exposure is a rare problem (4-6). We aim to 
report this case, which was brought to our Emergency Department (ED) because of blindness, to underscore the significance of 
obtaining a comprehensive history and performing laboratory investigations for carbon monoxide exposure in patients presenting 
with visual problems. 
Case  
A 49-year-old male patient was referred to us from another center with no medical history. It was learned that he was found in a state 
of unconsciousness but could be awakened by the strong smell of soot. An extinguished fire was found in the scene, and evidence 
suggested that the patient had been exposed to carbon monoxide gas for an extended period. In the patient's initial examination, 
GCS: 14, Temperature: 36.7 oC, Pulse:76/min TA:133/77 mm Hg. Conscious, oriented, and cooperative, but he was slightly drowsy. 
When the patient presented to our ED, the GCS was 15, and the other vital signs were normal. ECG: NSR, and there was no chest 
pain. It was learned that patients experienced difficulty seeing because of their complaints. The initial central imaging performed at 
the First Center revealed an ischemic infarct area in the left occipital lobe. This condition was evaluated by neurology as a hypoxic-
ischemic event due to prolonged CO gas exposure. In the brain MRI performed in our ED, infarct areas were detected in the bilateral 
occipital, cerebellar, and PCA watershed areas. The lesions were evaluated by neurology as hypoxic-ischemic events due to CO gas 
exposure. The patient was referred to a cardiology specialist due to troponin levels above the reference range. His ECG results were 
normal, and acute coronary syndrome was not considered. It was concluded that the elevation of troponin was secondary to hy-
poxia. The patient, whose initial COHb level was 25%, had a normal COHb level in the control blood gas analysis in our ED. Fol-
lowing hyperbaric oxygen therapy, the patient was monitored in the toxicology intensive care unit, and HBOT was administered. After 
5 sessions of HBO treatment, the patient’s follow-up showed a significant reduction in the number of visual disturbance complaints. 
On the 10th day after discharge, an evaluation by the ophthalmology department revealed a significant improvement in the patient’s 
visual function, and the patient was called for a follow-up outpatient clinic appointment 1 month later. 
Dıscussıon 
Visual impairment due to carbon monoxide poisoning is a rare outcome in the literature. Limited examples have been documented in 
the literature (4). This situation also requires consideration of methanol poisoning and caution in this regard. The best way to clarify 
this situation is to carefully review the data ontained from the scene and for the physician to focus on these details in the medical 
history. Moreover, laboratory tests are undoubtedly important tools, especially in cases where evidence is insufficient. 
Following carbon monoxide exposure, bilateral occipital brain infarction occurred, causing significant visual impairment in the patient. 
Visual impairment due to carbon monoxide exposure can occur in various ways. Carbon monoxide can directly affect the optic ner-
ve, causing neuropathy, retinal ischemia, or ischemic damage to the occipital brain. Optic neuropathy, central scotoma, visual field 
deficits, and cortical visual abnormalities associated with CO exposure have been described in the literature. The high oxygen con-
sumption of the occipital brain may make it more vulnerable to carbon monoxide-induced hypoxia (5-7). 
In some previously documented cases, neurological outcomes in patients who did not receive hyperbaric oxygen therapy (HBO) 
have been shown to be irreversible. In our patient, immediate initiation of HBO therapy resulted in significant improvement in visual 
function. This further confirms that HBO is an extraordinarily effective therapeutic intervention for CO poisoning associated with 
visual impairment. In carbon monoxide poisoning, hyperbaric oxygen therapy rapidly reduces the half-life of carboxyhemoglobin, 
facilitating the elimination of carbon monoxide from the body and increasing oxygen delivery to the tissues. Furthermore, it inhibits 
the formation of free radicals, thereby preventing oxidative stress and aiding in the recovery from hypoxic damage (4, 5, 7, 8). In our 
case, the patient's COHb level returned to normal, but vision loss persisted. Consequently, HBO therapy was promptly initiated, 
resulting in a significant improvement in visual function (9). Our patient was transferred to our Emergency Department from another 
facility and arrived at our hospital after an estimated 8- to 10-hour drive. The HbCO level was within normal limits in our Emergency 
Department. This is important because it demonstrates the potential advantages of HBO therapy for individuals who have missed 
the early stages of severe neurological disorders and life-threatening illnesses. 
Conclusıon  
Carbon monoxide poisoning is a severe toxic disease affecting multiple systems.   Neurological complaints are among the most 
common problems. Visual impairment is a rare condition after carbon monoxide poisoning, with limited cases documented in the 
literature. HBO therapy, applied 8-10 hours after exposurre and repeated, was advantageous in significantly restoring visual function 
in our patient. The literature suggests that visual effects may be permanent in patients who do not received HBO therapy. This case 
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highlights the potential importance of HBO therapy for those with visual problems resulting from CO poisoning. 
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A Rare but Serious Complication of Therapeutic Botulinum Toxin: A Case of Iatrogenic Botulism 
Ahmet Çağlar1 ,  Feyza Sandal1 ,  İlknur Şahin1 ,  Birsen Ertekin1 
1Department of Emergency Medicine, Konya Beyhekim Training and Research Hospital, Konya, Turkey 
Introduction 
Iatrogenic botulism is a rare adverse reaction that can occur after the administration of botulinum toxin injections for medical or cos-
metic purposes, particularly in cases of overdose or improper application. Botulinum toxin causes muscle relaxation and temporary 
paralysis by blocking the release of acetylcholine at the neuromuscular junction. Because of these effects, it is widely used in the 
treatment of neurological disorders, muscle dystonia, chronic migraine, and for aesthetic purposes. However, incorrect dosage, 
inappropriate injection sites, or systemic spread of the toxin may result in severe side effects such as dysphagia, dysarthria, ptosis, 
and respiratory muscle weakness. Here we present a patient who developed iatrogenic botulism after therapeutic botulinum toxin 
injections. 
Case Presentation 
A 49-year-old female patient presented to the emergency department with nausea, vomiting, shortness of breath, dysphagia, hyper-
salivation, and hoarseness. Her medical history revealed that she had been receiving botulinum toxin type A (BoNT-A) injections into 
the neck, masseter muscle, base of tongue, and tip of tongue every other day for one week for the treatment of acute dystonia, with 
the last injection administered 12 hours prior to presentation. On admission, her vital signs were within normal limits. Physical 
examination revealed intermittent blurred vision. Ocular and lid movements were normal. There was no uveal edema. Increased 
lacrimation and accumulation of saliva in the larynx were observed. The patient had dysphonia and dysarthria. Pharyngeal reflex 
was absent. Bilateral lung sounds were normal on auscultation, but use of accessory respiratory muscles was noted. Intravenous 
hydration and antiemetic therapy were initiated. The poison control center was consulted and administration of BoNT-A antitoxin was 
recommended. The patient was admitted to a tertiary intensive care unit for close monitoring. Supportive care, including hydration 
and symptomatic management, was provided in addition to antitoxin treatment. On the fifth day of ICU admission, the patient was 
discharged on medical advice with full recovery. 
Discussion  
Although rare, iatrogenic botulism is a potentially life-threatening complication of botulinum toxin therapy. The increasing use of 
botulinum toxin type A (BoNT-A) for both therapeutic and cosmetic purposes has heightened awareness of the importance of app-
ropriate dosage, injection technique, and patient selection. This case highlights the clinical manifestations of iatrogenic botulism, 
which may mimic other neurological conditions and therefore requires a high index of suspicion for timely diagnosis. 
The patient's symptoms-including dysphagia, dysarthria, blurred vision, hypersalivation, and respiratory distress-are consistent with 
a systemic effect of botulinum toxin. These manifestations result from widespread inhibition of acetylcholine release, not only at the 
targeted neuromuscular junctions, but also in unintended muscle groups and autonomic pathways (1). The absence of fever, normal 
inflammatory markers, and lack of structural abnormalities supported a toxin-mediated cause rather than an infectious or structural 
etiology. 
Diagnosis of iatrogenic botulism remains largely clinical, relying on a detailed patient history and neurological examination, as labo-
ratory confirmation (e.g., mouse bioassay or serum toxin detection) may not always be available or timely (2). In this case, the tem-
poral relationship between toxin administration and symptom onset, as well as the distribution of symptoms, were key to making the 
diagnosis. 
Treatment is primarily supportive, including airway management, nutritional support, and symptom-specific interventions. In severe 
cases, as seen here, administration of botulinum antitoxin is indicated to neutralize circulating toxin and prevent further progression 
of symptoms. Although antitoxin does not reverse existing neuromuscular blockade, early administration can significantly reduce 
morbidity and hasten recovery (3). The patient's favorable outcome in this case reflects prompt recognition, appropriate supportive 
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therapy, and timely use of antitoxin. 
This case highlights the need for strict adherence to dosing guidelines and injection protocols, especially when multiple anatomical 
regions are involved. In addition, healthcare providers must be properly trained to recognize early signs of systemic botulinum 
toxicity. As the use of botulinum toxin becomes more widespread, particularly in non-hospital settings, public health strategies should 
include practitioner education and clear reporting mechanisms for adverse effects (4). 
Conclusion 
In this case, the symptoms that developed after multiple injections for the treatment of acute dystonia were consistent with iatrogenic 
botulism, and the patient was successfully treated with antitoxin therapy and supportive care. This case highlights the importance of 
a thorough history and physical examination for the clinical diagnosis of iatrogenic botulism. Early diagnosis and appropriate suppor-
tive care are essential to prevent complications. When botulinum toxin is administered, factors such as dosage, injection sites, and 
individual risk factors must be carefully considered, and healthcare professionals should receive adequate training to minimize the 
risk of misuse. 
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Idiopathic Pulmonary Vein Thrombosis Treated With Rivaroxaban 
Zeynel Emin Altunköprü, İsmail Ataş 
Recep Tayyip Erdoğan University Faculty of Medicine Training and Research Hospital, Emergency Medicine Department, 
Rize, Turkey 
Introductıon 
Pulmonary vein thrombosis (PVT) is a thrombotic event that occurs in the pulmonary veins. It is usually observed in patients with risk 
factors such as immobilization, surgical interventions, cardiovascular diseases and diabetes. In elderly individuals, a sedentary 
lifestyle significantly increases the risk of developing thrombosis. Since PVT often presents with nonspecific symptoms, accurate 
diagnosis can often be difficult. However, early recognition of the disease can ensure that the treatment process is successful. In this 
article, we describe the diagnosis and management of pulmonary vein thrombosis in an elderly and immobile patient. 
Case 
A 96-year-old woman presented with a history of diabetes mellitus (DM), immobilization and percutaneous endoscopic gastrostomy 
(PEGfeeding after a right hip fracture. It was stated that the patient was receiving prolonged oxygen therapy (USOT). The case 
started with complaints that developed suddenly at night; the patient had shortness of breath, bruising, shivering, impaired 
consciousness and high fever. On examination in the emergency department, the patient's general condition, blood pressure arterial 
89/54 mmHg, oxygen saturation 94% (oxygen support was provided with 4 lt/min nasal cannula), pulse 56 beats/min, respiratory 
rate 20/min and tachypnea were observed. A decrease in respiratory sounds was observed and an increase in the diameter of the 
right foot was observed. Blood gas analysis showed pH: 7.49, PCO2: 48.3, PO2: 49, SO2: 84.9 and HCO3: 35.3, indicating 
hypoxemia and metabolic compensation. Further investigations confirmed the diagnosis of pulmonary vein thrombosis (PVT). 
Echocardiography showed normal left ventricular function, but no clear conclusion about the presence of thrombus could not be 
obtained due to imaging failure. However, after a definitive diagnosis of PVT was made, the patient was interned to the 3rd level 
intensive care unit after consultations with pulmonology, cardiology, cardiovascular surgery and anesthesia. In the intensive care 
unit, heparin infusion was started and the patient was followed up there. After clinical stabilization was achieved, the patient's 
treatment process continued in the ward. Rivaroxaban was started and the patient was discharged when his condition stabilized. 
Dıscussıon 
Pulmonary vein thrombosis (PVT) is a rare and serious thrombotic condition that usually develops in patients requiring 
immobilization and bed rest. In elderly individuals, factors such as diabetes mellitus, cardiac diseases and surgical interventions 
constitute important risk factors for the development of PVT. This case demonstrates that elderly patients are at high risk for 
thrombus formation and the treatment of this condition requires a multifaceted approach (1). 
The clinical manifestations of PVT are often nonspecific and may be confused with other cardiovascular and pulmonary diseases. 
Findings such as shortness of breath, bruising and fever may be confused with pulmonary embolism, cardiac failure and infection. 
Therefore, in the diagnosis of pulmonary vein thrombosis, clinical suspicions as well as advanced investigations including blood gas 
tests, pulmonary imaging and laboratory analyzes are of great importance (2). 
However, the patient's course of treatment was successfully managed with anticoagulation therapy (heparin infusion followed by 
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rivaroxaban). A multidisciplinary approach and the collaboration of cardiology, pulmonology and intensive care specialists stabilized 
the patient's condition. The treatment process in elderly patients usually carries a high risk and a very careful evaluation should be 
performed before initiating treatment (3). Anticoagulation is primarily applied in the treatment of pulmonary vein thrombosis. 
Treatment is usually started with heparin infusion and then continued with oral anticoagulants such as rivaroxaban (4). In the case of 
larger and more dangerous clots, thrombolytic therapy may be preferred, which provides rapid clot dissolution and can be effective 
within a few hours to a few days (5). However, in some cases, especially in the presence of large clots or in the absence of response 
to other treatments, surgical embolectomy may be necessary. This procedure aims to physically remove clots from the pulmonary 
artery (6). Percutaneous interventional methods can be used in patients with a high risk of bleeding or in patients who cannot 
receive thrombolytic therapy; with this method, the clot can be removed mechanically with the help of a catheter. In addition, vena 
cava filters may be preferred in patients with lower extremity deep vein thrombosis who cannot receive anticoagulant therapy or who 
are at risk of recurrent pulmonary embolism. These filters placed in the inferior vena cava reduce the risk of embolism by preventing 
clots that may break off from the legs from reaching the lungs (4). 

 
Figure 1. Thrombus material in the pulmonary vein (yellow arrow) 
 
conclusıon 
Early recognition, prevention of complications and treatment management of pulmonary vein thrombosis in elderly and immobilized 
patients is vital. Anticoagulation, oxygen therapy and a multidisciplinary approach are critical. Prognosis can be improved with early 
diagnosis and appropriate treatment. 
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Isolated cerebral fat embolism after long bone fracture: A case report. 
Ahmet KAPLAN,DOĞUKAN KAYAÖZ,Ahmet Melih SAVAŞ, Ayhan AKÖZ 
Adnan Menderes University Faculty of Medicine, Department of Emergency Medicine 
Introduction 
Fat embolism syndrome (FES) is a clinical phenomenon characterized by the spread of fat emboli in the systemic circulation. The 
spread of fat emboli disrupts the capillary vascular bed, affecting the microcirculation and causing a systemic inflammatory response 
syndrome (1).  
Fat embolism syndrome occurs after long bone fractures and total hip arthroplasty, and is less commonly associated with burns and 
soft tissue injuries (2). The most common clinical findings are respiratory system findings such as hypoxemia and dyspnea, while 
neurological disorders such as impaired consciousness are the second most common findings (3). 
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Rarely, some cases present with predominantly neurological findings, and in this case, isolated cerebral fat embolism syndrome is 
diagnosed (4). In a study examining cases of cerebral fat embolism after traumatic bone fracture, 268 case reports were examined, 
and the relationship between acute central involvement and patent foramen ovale (PFO) was not clearly understood (5). In a case 
report in 2022 in which cerebral fat embolism was seen after multiple traumas, patent foramen ovale was seen in the patient, and 
elective closure was deemed appropriate after discharge (6). In a case report we reviewed, it was emphasized that the presence of 
PFO as an embolization route is a situation that clinicians should consider in the case of cerebral fat embolism (7). Neuroimaging is 
a critical tool in the evaluation of cerebral fat embolism, and five distinct brain MRI patterns have been reported in the acute, subacu-
te, and late stages: diffuse cytotoxic edema, referred to as the “Star Field” pattern, diffuse cytotoxic edema in the white matter, vaso-
genic edema lesions that may develop, petechial hemorrhages in the white matter, and chronic sequelae (8) 
In our article, we presented our approach to a 21-year-old patient who had bilateral displaced femoral shaft fractures after a traffic 
accident and experienced acute neurological deterioration approximately 24 hours later. In our case, the presence of PFO was 
shown in further examinations, and although there are similar studies in the literature, sufficient research has not been conducted. 
During the clinical course and treatment, intravenous albumin treatment was applied to correct hypovolemia and increase the bin-
ding of fatty acids, and benefit was shown. 
Case  
A 21-year-old female patient was admitted to an external center due to a vehicle traffic accident. The patient, whose imaging findings 
at the external center showed bilateral femoral shaft fractures and whose central imaging findings were normal, was referred to us 
within the first 24 hours of her observation due to acute changes in consciousness and seizures before surgery. A 21-year-old fema-
le patient was admitted to an external center due to a vehicle traffic accident. The patient, whose imaging findings showed bilateral 
femoral shaft fractures and whose central imaging findings were normal, was admitted to the hospital for surgery by orthopedics and 
traumatology. She was referred to us within the first 24 hours of her observation due to acute changes in consciousness and seizu-
res. At the time of presentation to us, the patient with Glasgow Coma Scale 7, positive direct and indirect light reflexes, no evidence 
of meningeal irritation, and decerebrate posture was electively intubated with sedation (intravenous ketamine 50 mg and paralyzing 
agent (intravenous rocuronium 25 mg). The patient did not have deep venous thrombosis, and no pathology was detected in bedsi-
de focused traumatic ultrasonography. There were no right ventricular overload findings in the transthoracic echocardiography. The-
re were petechiae, mostly in the neck, and widespread in the upper extremities. The patient, who had no medical history, underwent 
contrast-enhanced brain magnetic resonance imaging with preliminary diagnoses of diffuse axonal damage and cerebral fat embo-
lism. The patient, who had scattered multiple punctate infarct areas in the brain magnetic resonance imaging and no pulmonary 
embolism in the thoracic tomography, was accepted as having isolated cerebral fat embolism and was referred to emergency inten-
sive care. was taken into care. 
During the treatment process, the patient was monitored under sedation and in addition to supportive treatment, subcutaneous 
enoxaparin 4000 units twice daily for 8 days and intravenous albumin 100 mg once daily for 3 days were started. The patient who 
had a witnessed tonic-clonic seizure was started on levetiracetam 500 mg 2*1. In the follow-up, the patient had fever and high acute 
phase reactants, and official echocardiography and blood culture were studied. Ampicillin sulbactam was given prophylactically. The 
patient had gram-positive clustered cocci and yeast growth in his culture, and PFO was detected in his transesophageal echocardi-
ography. Vancomycin 1 gram 2*1 and caspofungin 70 mg 1*1 were started for antibiotics. During the intensive care follow-up period, 
he was immobilized with an external fixator by orthopedics. In our follow-ups, the patient who was clinically stable had his sedative 
agents revised and reduced. At the end of the fifth day, the patient's Glasgow coma score showed eye movements of 4, motor mo-
vements of 5, and he was intubated. The patient, who was stated to have an operation planned by orthopedics and traumatology, 
was transferred to the anesthesiology and reanimation department on the 8th day of his follow-up, consciously. The patient, who 
was followed by us for approximately 8 days, was transferred to the anesthesiology intensive care unit for pre-op preparation and 
follow-up, consciously. The patient, who was followed by anesthesiology for approximately 25 days, was transferred to the ward by 
orthopedics and underwent bilateral femur surgery in two different sessions. The patient was discharged 7 days after the operation 
without any neurological or orthopedic sequelae. 
Dıscussıon 
Fat embolism syndrome is a rare syndrome that occurs within 24-48 days after trauma and is clinically characterized by confusion, 
respiratory distress, and petechial rash. Its pathophysiology includes the obstructive effect of fat globules entering the circulation 
after the fracture. History, clinical suspicion, and imaging are at the forefront in diagnosis. In our case, the patient who was followed 
up with bilateral femur fractures after trauma had symptoms of impaired consciousness and respiratory distress. The patent foramen 
ovale found in the patient who was intubated during follow-up supported the theory and diagnosis of fat embolism syndrome. 
The patient, who was monitored in intensive care, was given low-molecular-weight heparin and albumin during the treatment. The 
patient's general condition improved during the follow-ups, and neurological and respiratory symptoms improved. The patient, whose 
GCS increased, was transferred to the relevant departments for follow-up and operation purposes. The patient, who was extubated 
on the 27th day after intubation, was discharged with recovery on the 36th day after the operations were completed. 
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8152 
Allergic reaction to pigeon meat consumption: a rare case 
Ayşe Işık1, Dilara Aykurt1, Emin Fatih Vişneci1, Demet Acar1, Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye 
Introductıon 
Food allergies are immune-mediated reactions that can occur through different immunological mechanisms and may present with 
systemic symptoms ranging from mild skin reactions to anaphylaxis. Although poultry meat allergy is rare, cases involving chicken 
and turkey meat are more frequently reported. Pigeon meat allergy, however, is documented in only a few cases in the literature 
(1,2). 
In this case report, we present a patient with no prior history of food allergy who experienced an anaphylactic reaction after consu-
ming pigeon meat for the first time. 
Case 
Our patient was a 34-year-old male. He reported consuming pigeon meat for the first time during lunch and developed symptoms of 
widespread itching, facial redness, lip swelling, wheezing, and shortness of breath within approximately 30 minutes. The patient had 
no known chronic diseases, was not taking any medications, and had no history of atopic conditions, such as asthma, atopic derma-
titis, or allergic rhinitis. He stated that he had previously consumed chicken, turkey, and other poultry without any adverse reactions. 
Upon arrival, his vital signs were as follows: blood pressure (BP), 100/60 mmHg; pulse rate (PR), 110/min, respiratory rate, 
22/min, and oxygen saturation, 96%. Physical examination revealed widespread erythematous rash on his face and 
trunk. Auscultation revealed bilateral wheezing and prolonged expiration. Laboratory findings were unremarkable except for elevated 
serum total IgE (350 IU/mL) and eosinophil counts (450/mm³). 
The patient was treated with one dose of intramuscular adrenaline (0.3 mg, 1:1000). Antihistamine (IV pheniramine) and corticoste-
roid (IV methylprednisolone) therapy was initiated, and oxygen support was provided. He was monitored until his symptoms resol-
ved. The patient was advised to avoid pigeon meat and pigeon-derived products. He was referred to the allergy and immunology 
outpatient clinic for further evaluation and testing regarding poultry meat consumption. 
Dıscussıon 
The patient’s anaphylactic reaction to pigeon meat consumption suggests IgE-mediated food allergy. The absence of cross-reactivity 
with chicken and turkey meat indicates a sensitization mechanism specific to pigeon muscle proteins (3). 
Allergic reactions to poultry meat are generally associated with IgE-mediated sensitization to proteins such as serum albumins, 
muscle troponins, and parvalbumins (4). 
Bird-egg syndrome: This condition is linked to cross-reactivity between chicken meat and egg proteins (5). 
IgE sensitization specific to pigeon muscle proteins: This mechanism has been poorly studied in the literature, and it has 
been suggested that sensitization to unique epitopes may play a role in meat allergies (6). 
Conclusıon 
This case highlights a rare case of pigeon meat allergy that has been documented in the literature. The lack of cross-reactivity with 
chicken and turkey meat suggests the development of an immune response specific to pigeon meat. Since pigeon meat is rarely 
consumed, such allergic reactions are challenging to identify. 
Specific immunoglobulin E (IgE) and provocation tests play critical roles in diagnosing rare allergies. In cases of allergy and atopy, 
clinicians should consider rare meat allergies and educate patients about emergency treatment and preventive strategies. 
References 
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8161 
Altered Mental Status In A Gerıatrıc Patıent: Delırıum Or Encephalıtıs? 
Ekim SAĞLAM GÜRMEN, Deniz ŞİMŞEK 
Manisa Celal Bayar University School of Medicine, Emergency Department, Manisa, Turkey 
Introductıon 
Meningitis is an inflammatory disease of the meninges and cerebrospinal fluid (CSF). It can be caused by infectious agents (bacte-
ria, viruses, fungi, parasites) or non-infectious factors. There is no specific history, physical examination finding, or scoring system 
for diagnosis. Clinical suspicion and experience are crucial. CSF evaluation via lumbar puncture is the gold standard. Most viral 
meningitis cases are idiopathic, but polymerase chain reaction (PCR) has improved the identification of rare causes. Human herpes-
virus 6 (HHV-6) is usually latent and widespread worldwide. Most people get infected in childhood, but it is generally asymptomatic. 
Case 
A 73-year-old female patient presented to the emergency department with complaints of altered mental status, disorientation, urinary 
incontinence, reduced oral intake, and inability to recognize relatives for the past two days. One week before symptom onset, she 
had been hospitalized in intensive care following an angiography. She had previously been diagnosed with delirium and received 
treatment at another hospital. On examination, she was confused, with limited orientation and cooperation. Her vital signs were 
stable. Glasgow Coma Scale score was 11. Neck stiffness was questionable, and muscle strength assessment was limited, but 
spontaneous movement was observed in all four extremities. Laboratory results: GFR: 34, Creatinine: 1.51 mg/Dl, Urea: 183.8 
mg/dL, Uric acid: 12.53 mg/dL, CRP: 0.61 mg/dL, WBC: 7.1 x 10³/µL, Neutrophils: 56.1%, ABG: pH: 7.45, pO₂: 55.4 mmHg, pCO₂: 
33.7 mmHg, sO₂: 88%, lactate: 1.92 mmol/L. Cranial imaging showed no acute pathology. The patient was monitored in the emer-
gency department, and cranial MRI revealed diffuse subcortical-periventricular diffusion restriction in both cerebral hemispheres. 
With a preliminary diagnosis of encephalopathy, lumbar puncture (LP) was planned. The CSF PCR panel detected HHV-6 positivity. 
After neurology and infectious disease consultations, the patient was started on Ganciclovir (2x2.5 mg/kg IV) and Levetiracetam 
(2x500 mg IV). She showed dramatic clinical improvement and was admitted to the infectious diseases department. 
Dıscussıon 
Reactivation of HHV-6, whether primary or latent, can rarely lead to meningitis or meningoencephalitis with a poor prognosis. Few 
cases of HHV-6 encephalitis have been reported, most of which had fatal outcomes. Due to the widespread nature of the virus and 
the frequency of childhood infections, HHV-6 infections and reactivations are rare in adults, particularly with central nervous system 
involvement. Reported cases have shown clinical improvement with intravenous ganciclovir or valganciclovir treatment. 
KEYWORDS: Human Herpesvirus 6, Lumbar Puncture, Meningitis 
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Elevated CK and Kidney Failure: An Overlooked Detail in Medication Use? 
Ekim SAĞLAM GÜRMEN, Ahmet TERİM  
Manisa Celal Bayar University School of Medicine, Emergency Department, Manisa, Turkey 
Introductıon: 
Creatine Kinase (CK) was first defined as a biochemical marker in 1966. (1) Elevated CK levels are a sensitive and reliable indicator 
of muscle damage, and this increase is directly proportional to the extent of muscle damage and the severity of the disease. (3) CK 
levels can rise due to direct muscle damage in trauma or ischemia in peripheral artery diseases. In addition, heart diseases, some 
central nervous system disorders, sepsis, thyroid disorders, and certain pharmacological agents can also cause an elevation in CK 
levels. (2,3) Muscle breakdown can lead to a wide spectrum of problems, ranging from asymptomatic elevated muscle enzymes to 
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life-threatening electrolyte imbalances, acute kidney failure, multiple organ failure, and even death. Therefore, early diagnosis and 
treatment are of great importance. (3,4) 
Case: 
A 47-year-old male patient presented to the emergency department with abdominal pain that had been ongoing for two days. On 
systemic examination, widespread abdominal pain was noted, but no signs of guarding or rebound tenderness were observed. The 
patient's medical history includes a recent diagnosis of diabetes. For the past 10 days, the patient has been taking Diamicron MR 30 
mg twice daily. Laboratory results showed a GFR of 54, creatinine of 1.54 mg/dL, urea of 37 mg/dL, uric acid of 5.4 mg/dL, CK of 
2797 U/L, AST of 77 U/L, LDH of 306 U/L, WBC of 9.47 x 10³/µL, pH of 7.33 and lactate of 1.64 mmol/L. The patient's ECG showed 
sinus rhythm. There is no recent history of exercise, trauma, or additional medication use. Given the elevated CK levels, the patient 
was started on fluid resuscitation in the emergency department. Following a decrease in CK levels, the patient was advised to incre-
ase fluid intake, avoid strenuous physical activity, and potentially undergo a medication change. He was also recommended to follow 
up with the endocrinology department, where he is being monitored, and was discharged. 
Dıscussıon: 
Trauma, exercise, muscle diseases, heart diseases, some central nervous system disorders, sepsis, thyroid disorders, and certain 
pharmacological agents can also cause elevated CK levels. (2,3) Diamicron MR is an oral antidiabetic drug from the sulfonylurea 
class that lowers blood sugar levels. Diamicron MR is used in adults for the treatment of insulin-independent (type 2) diabetes when 
diet, physical exercise, and weight loss alone are insufficient to control blood sugar. It is used in patients with mild to moderate renal 
insufficiency, but only with careful monitoring, similar to its use in patients with normal kidney function. (5) 
Considering this information, in elderly patients with borderline kidney function and reduced oral intake who are using Diamicron, the 
patients' CK levels should be carefully monitored. It should be emphasized that these patients need to pay attention to their fluid 
intake and avoid strenuous physical activities. 
KEYWORDS: Creatine Kinase, Oral Antidiabetics, Sulfonylurea Class Antidiabetics   
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Acute Maras Powder Intoxıcatıon – Case Report 
Hatice Şeyma Akça, Boran Polat 
Karamanoglu Mehmetbey University 
Introductıon 
Smokeless tobacco has become more prevalent worldwide and is known by different names in various cultures(1). A type of smoke-
less tobacco known worldwide as Aztec tobacco and in Turkey as “Maras Powder (Otu)” is generally made by mixing the dried lea-
ves of the Nicotiana Rustica plant with the ashes of trees such as oak, although its production methods may vary (2). About a teas-
poon of the powder is used either alone or wrapped in cigarette paper and placed on the upper or lower labial mucosa, where it is 
held for 5 to 10 minutes. The frequency of use varies depending on the level of addiction and the individual (3). In regular cigarettes, 
the amount of nicotine absorbed per cigarette ranges from approximately 0.05 to 2.5 mg, whereas the amount of nicotine absorbed 
from Maras Otu ranges from 7 to 9 mg. This indicates that it delivers nearly 10 times more nicotine compared to cigarettes (4). 
Use of Maras Powder has been observed to be more common among married men with low educational and income levels. Additio-
nally, its use is more prevalent among individuals over the age of 46 who have previously smoked. These data suggest that younger 
users may turn to Maras Powder over time as an alternative to cigarettes to enhance satisfaction (5). It is also known that Maras 
Powder is preferred as a means of quitting smoking (6). Due to its high nicotine content, Maras Powder is a substance that can 
cause severe toxicity and must be promptly recognized and treated in cases of acute intoxication (7).  
Objective: In our case report, we aim to describe the clinical presentation of confusion and syncope resulting from Maras Powder 
use. 
Case Report 
A 48-year-old male patient was brought to the emergency department with complaints of syncope and confusion. Apart from a his-
tory of coronary angiography three years ago, he had no other medical history and was using a beta-blocker and acetylsalicylic acid 
(100 mg). Upon admission, his general condition was moderate, he was confused, and his Glasgow Coma Scale (GCS) score was 
assessed as 12. During the intervention, he exhibited agitation and purposeless movements.  
On physical examination, there was no nuchal rigidity, and Kernig and Brudzinski tests were negative. His body temperature was 
36.6°C, heart rate was 78 bpm, respiratory rate was 15 breaths per minute, and blood pressure was 105/60 mmHg. His electrocar-
diogram (ECG) showed a sinus rhythm. A brain computed tomography (CT) scan revealed no signs of acute bleeding, and diffusion 
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MRI showed no findings suggestive of acute ischemic stroke. 

 
Image 1: Nicotiana Rustica (Wikipedia contributors. Nicotiana rustica (Aztec tobacco, wild tobacco) [Internet]. [cited 2025 Feb 2]. 
 
Laboratory tests showed a pH of 7.24, PCO₂ of 45 mmHg, HCO₃ of 19.5 mmol/L, and lactate of 7.70 mmol/L. Aspartate aminot-
ransferase (AST), alanine aminotransferase (ALT), creatinine, blood urea nitrogen (BUN), and troponin-I levels were within normal 
limits. His glucose level was 100mg/dl. No findings suggestive of anemia were detected.  
A history obtained from the patient’s relatives revealed that he had been using Maras Powder regularly for the past two weeks to quit 
smoking. The patient was started on intravenous 0.9% NaCl (1000 mL), 5 mg midazolam, and nasal oxygen at 2 L/min. He was 
monitored in the emergency department and continued receiving supportive treatment.  
Three hours after admission, arterial blood gas analysis showed pH: 7.37, PCO₂: 42 mmHg, HCO₃: 23 mmol/L, and lactate: 0.78 
mmol/L. As his blood gas values returned to normal, his confusion improved, and his GCS score increased to 15. After 24 hours of 
observation, he was discharged from the emergency department. 
Dıscussıon: 
Nicotine intoxication has become more common in recent years, particularly with the increasing use of e-cigarettes, which often 
include oral nicotine pouches. It exhibits a bimodal distribution, with accidental ingestion being more frequent in children under the 
age of 10, while intentional use for suicide is more common in adults (8). Similarly, in our country, cases of Maras Powder intoxica-
tion among pediatric patients presenting to the emergency department, particularly in Kahramanmaraş and its surrounding areas, 
have been reported as accidental consumption (7). In our case, however, intoxication resulted from the unintentional overuse of 
Maras Powder due to a lack of awareness regarding its high nicotine content. 
Acute nicotine intoxication presents with a biphasic pattern due to its ability to both stimulate and inhibit cholinergic receptors. Initi-
ally, it may manifest with symptoms such as excessive salivation, nausea, vomiting, diarrhea, and sweating. Additionally, vasoconst-
riction can lead to pallor and increased blood pressure. Tachycardia and, in some cases, cardiac arrhythmias (such as atrial fibrilla-
tion) may also occur (9). After a certain period, nicotine-induced desensitization of acetylcholine receptors can result in confusion, 
somnolence, muscle weakness, and, in severe toxicity, respiratory depression and cardiac arrest (10). The literature also reports 
delirium associated with oral nicotine gum use and chest pain due to nicotine-induced coronary vasospasm (11). In cases of Maras 
Powder intoxication observed in the pediatric population in our country, symptoms such as vomiting, somnolence, metabolic acido-
sis, and convulsions have been reported (7). In our patient, the presence of hypotension and confusion suggested that these symp-
toms were primarily due to the acetylcholine-related effects of Maras Powder. 
Nicotine's half-life varies depending on factors such as gender and genetic influences. It ranges from approximately 90–150 minutes 
in non-smokers and 100–200 minutes in smokers (12). Consequently, symptoms tend to resolve quickly, with most patients achie-
ving full recovery within 12 hours (9). In our case, symptom improvement and normalization of blood gas levels were observed within 
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3 hours, and the patient was discharged in a fully recovered state at the 24-hour mark. 
 

 
Image 2: Maras Powder (Maras Avucumda. Maraş Otu [Internet]. [cited 2025 Feb 2]) 
 
Cotinine, a metabolite of nicotine, is considered the most sensitive and specific biomarker for assessing nicotine exposure. It can be 
measured in blood, saliva, or urine and has a longer half-life than nicotine (13). However, studies in the literature have shown that 
cotinine levels do not always correlate with clinical presentation. This discrepancy may be due to the varied causes of nicotine in-
toxication or liver damage in severe cases affecting nicotine metabolism (10). Additionally, cotinine levels can increase with chronic 
exposure, meaning that elevated levels do not necessarily indicate acute intoxication. Therefore, routine cotinine measurement in 
acute poisonings remains debatable (9). There is no specific antidote for Maras Powder/nicotine toxicity. Treatment is primarily 
symptomatic and supportive. The first priority is to secure the airway and provide respiratory support. Atropine is used to manage 
parasympathetic symptoms such as excessive salivation, wheezing, and bradycardia. In cases of severe poisoning, endotracheal 
intubation may be required for airway protection and ventilation support. Seizures should be treated with benzodiazepines. Hypoten-
sion is initially managed with fluid boluses and 0.9% NaCl infusion; if unresponsive to volume resuscitation, a vasopressor such as 
norepinephrine should be administered. Cardiac arrhythmias should be treated according to standard advanced cardiac life support 
(ACLS) protocols. Nicotine elimination is accelerated in acidic urine, but due to the risks outweighing the benefits, this method is not 
recommended (9,14). Oral rinsing with water may be advised upon initial presentation. In pediatric patients or cases involving suici-
dal ingestion of Maras Powder, gastric lavage and activated charcoal administration within the first hours may be beneficial (15). 
However, in adult intoxication cases, nicotine absorption occurs primarily through the oral mucosa, making these interventions the-
rapeutically ineffective. In our case, due to the patient's agitation upon arrival, intravenous administration of 5 mg midazolam was 
required. 
This case report is, to our knowledge, the only documented case of a smokeless tobacco product or Maras Powder intoxication in 
the adult population in the literature. Given the broad clinical spectrum of Maras Powder-related intoxication, it should be considered 
with a high index of suspicion in regions where this product or similar products are commonly used, and patient history should be 
carefully assessed. Further research is needed to determine the exact amount of Maras Powder consumption that leads to intoxica-
tion, its effects on nicotine and metabolite levels, and the rate at which these changes occur. Additionally, studies should investigate 
the potential impact of other components in Maras Powder, such as wood ash, on nicotine metabolism. 
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Portal Vein Thrombosis in a Patient Presenting with Abdominal Pain: A Case Report 
Ahmet Dursun Demir¹, Yavuz Selim Güzel¹, Hızır Ufuk Akdemir¹ 
¹Department of Emergency Medicine, Faculty of Medicine, Ondokuz Mayıs University, Samsun, Türkiye 
Introduction 
Abdominal pain is one of the most common reasons for visits to the emergency department, encompassing a broad range of underl-
ying etiologies. Therefore, the evaluation of abdominal pain requires a meticulous clinical approach and diagnostic process. One of 
the rare but potentially serious causes of acute abdominal pain is portal vein thrombosis (PVT), a condition characterized by the 
formation of thrombus within the portal vein. It typically results from disturbances in portal venous blood flow due to mechanical 
obstruction, inflammation, or a hypercoagulable state. 
The clinical spectrum of PVT ranges from asymptomatic presentations to severe abdominal pain, bowel ischemia, or portal hyper-
tension. Early diagnosis and treatment of acute PVT are crucial to prevent intestinal necrosis and other life-threatening complicati-
ons. The etiology of PVT is diverse, involving inherited or acquired thrombophilias (e.g., Factor V Leiden mutation, protein C or S 
deficiency), intra-abdominal infections (e.g., appendicitis, diverticulitis), malignancies, and prior surgical interventions. 
With the widespread use of imaging modalities and advancements in diagnostic technologies, earlier and more accurate detection of 
PVT has become possible. However, in patients presenting with abdominal pain, thorough evaluation of the underlying cause and a 
multidisciplinary approach remain essential. In this report, we present the case of a patient admitted to the emergency department 
with abdominal pain who was subsequently diagnosed with portal vein thrombosis, and we discuss the clinical features, diagnostic 
process, and treatment strategies involved. 
Case Presentation 
A 32-year-old male patient with no known chronic illnesses presented to our emergency department with complaints of persistent 
abdominal pain lasting for one week. On admission, he was alert, oriented, and cooperative, with stable vital signs. Physical exami-
nation revealed normal breath sounds, a soft and non-tender abdomen, and no signs of guarding or rebound tenderness. Electro-
cardiography demonstrated a sinus rhythm at 77 beats per minute. Laboratory results did not reveal any acute pathological findings. 
Abdominal ultrasonography showed mildly heterogeneous liver parenchymal echotexture and a main portal vein diameter of 14 mm. 
No Doppler flow was visualized within the portal vein, and a thrombus obstructing the lumen was suspected. Absence of flow in the 
portal vein and its branches was noted, consistent with the diagnosis of portal vein thrombosis. The patient was subsequently refer-
red to gastroenterology, cardiovascular surgery, and general surgery departments for further evaluation. He was admitted to the 
gastroenterology service for follow-up and treatment. 
Discussion 
Portal vein thrombosis (PVT) is an uncommon but clinically significant condition characterized by thrombus formation within the 
portal venous system. In this case, PVT was diagnosed in a young adult with no known comorbidities who presented to the emer-
gency department with abdominal pain. This case highlights that due to its rarity in differential diagnosis, PVT can often be overloo-
ked. However, a multidisciplinary approach and advanced imaging techniques play a vital role in early diagnosis and treatment plan-
ning. 
Although most cases of abdominal pain in the emergency setting are caused by benign conditions, the possibility of underlying seri-
ous and potentially life-threatening causes must always be considered—especially when the pain is unexplained or persistent. In 
this case, the absence of pathological findings on abdominal examination and normal laboratory tests made it difficult to initially 
suspect PVT. However, ultrasonography and Doppler studies revealed hallmark findings, such as enlargement of the portal vein, 
absence of flow, and the presence of an intraluminal thrombus. Ultrasonographic assessment, due to its non-invasive nature and 
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widespread availability, remains the first-line imaging modality for early detection of PVT in emergency settings. 
The etiology of PVT is often multifactorial, commonly associated with genetic or acquired thrombophilic disorders, malignancy, portal 
hypertension, intra-abdominal inflammation, or prior surgical history. However, as in the present case, the absence of known risk 
factors may complicate the diagnostic process. In such situations, further evaluation including genetic testing and thrombophilia 
screening is necessary to determine the underlying cause and assess long-term prognosis. In young patients without known comor-
bidities, unexplained PVT should prompt investigation for hypercoagulable states. 
This case also underscores the importance of a multidisciplinary approach. Following the diagnosis of PVT, the patient was evalua-
ted collaboratively by specialists in gastroenterology, cardiovascular surgery, and general surgery, and was admitted for appropriate 
treatment. This coordinated care was crucial in preventing complications and improving the patient's clinical outcome. Anticoagula-
tion therapy constitutes the cornerstone of treatment, aiming to resolve the thrombus and restore portal venous flow. In selected 
cases with complications, surgical or interventional procedures may also be necessary. 
In conclusion, portal vein thrombosis is a rare yet critical diagnosis that should be considered in the differential workup of patients 
presenting with abdominal pain. Early diagnosis and prompt treatment are essential for preventing complications and improving 
long-term quality of life. Emergency physicians should maintain a high level of suspicion for PVT, especially in patients with unexpla-
ined abdominal pain and unremarkable physical or laboratory findings, and advanced imaging should be employed when appropria-
te. This case demonstrates the value of early recognition and multidisciplinary management in improving outcomes for patients with 
PVT. 
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Sudden Development Of Intraparenchymal Hemorrhage In A Middle- Aged Patıent With A Normal Neurologıcal Examınatıon 
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1Department of Emergency Medicine, Konya City Hospital, Türkiye 
Introductıon 
Intracerebral hemorrhage (ICH) is a subtype of stroke characterized by hematoma formation within the brain parenchyma, with or 
without extension into the ventricles. Non-traumatic ICH accounts for 10–15% of all stroke cases and is associated with high morbi-
dity and mortality. 
Risk factors for ICH include chronic hypertension, amyloid angiopathy, anticoagulant use, and vascular malformations. Brain injury is 
typically classified as primary (direct damage from the hematoma) or secondary (resulting from complications such as increased 
ICP). 
Management of ICH ranges from medical treatment to surgical hematoma evacuation, with ongoing research into less invasive the-
rapies. Non-traumatic ICH can be classified as either primary or secondary. Primary hemorrhages (85% of ICH cases) are primarily 
related to chronic hypertension or amyloid angiopathy. Secondary hemorrhages are associated with bleeding disorders (iatrogenic, 
congenital, or acquired), vascular malformations, neoplasms, hemorrhagic transformation of ischemic stroke, and drug use. 
Primary or spontaneous ICH accounts for over 85% of hemorrhagic strokes. Diagnosis is often made by exclusion, supported by a 
history of chronic hypertension, advanced age, and the location of the hematoma. In patients with chronic arterial hypertension, 
lipohyalinosis and degenerative changes in penetrating arterioles can lead to Charcot-Bouchard aneurysms. More than 60% of pri-
mary hemorrhages are related to hypertension, commonly occurring in the posterior fossa, pons, basal ganglia, and thalamus. 
Lobar hemorrhages in elderly patients are typically due to cerebral amyloid angiopathy, a degenerative disease characterized by 
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amyloid deposition in vessel walls and a possible link to apolipoprotein E alleles. 
ICH can also result from structural abnormalities such as vascular anomalies or malignancies (secondary ICH). Vascular lesions 
include AVMs, cavernous angiomas, cerebral aneurysms, and arteriovenous fistulas, which often affect younger, otherwise healthy 
individuals. Hematomas can also develop due to hemorrhagic transformation of recent ischemic infarcts or neoplastic lesions. Both 
congenital and acquired bleeding disorders are significant contributors to ICH. The increasing use of anticoagulant and antiplatelet 
therapies has also led to a rise in ICH cases. 
Studies have identified various risk factors for ICH, classified as modifiable and non-modifiable. Non-modifiable factors include non-
white ethnicity, advanced age, familial apolipoprotein syndromes, and male sex. Radiological features of cerebral amyloid angio-
pathy increase the risk of lobar and recurrent ICH. Poorly controlled or untreated hypertension doubles the risk of ICH in elderly 
individuals. Modifiable risk factors include substance abuse (alcohol, nicotine, cocaine). 
Globally, the incidence of both ischemic and hemorrhagic stroke was estimated at approximately 33 million in 2010. Hemorrhagic 
stroke accounted for one-third of all strokes but caused more than half of all stroke-related deaths. While the global incidence of 
stroke is approximately 20 per 100,000 people annually, ICH rates are twice as high in low- and middle-income regions compared to 
high-income countries, largely due to a lack of preventive education and limited access to healthcare. Stroke remains the fourth 
leading cause of death in the U.S., with ICH accounting for 20% of all cerebrovascular events. ICH is more frequently diagnosed in 
individuals over 55 years of age and is more common in African and Asian populations. In Japan, the ICH incidence reaches 55 per 
100,000, likely due to high alcohol consumption and prevalent hypertension. 
Case Report  
A 50-year-old male patient with no known medical history presented ambulatory to the emergency department's green zone with 
complaints of headache and dizziness. The patient also reported experiencing a presyncope episode approximately 30 minutes 
prior, accompanied by involuntary body contractions resembling a seizure. This episode lasted for approximately 5–10 minutes and 
did not result in loss of consciousness. Vital signs revealed markedly elevated blood pressure (192/110 mmHg). Physical examina-
tion showed no pathological findings. Pupils were isochoric, consciousness was intact, GCS was 15, and muscle strength was nor-
mal in all four extremities. Urgent brain imaging was requested. A cranial CT scan revealed a large intraparenchymal hemorrhage in 
the right parietal lobe of the cerebral hemisphere. The patient was diagnosed with hypertensive intraparenchymal hemorrhage and 
was promptly referred to neurology and admitted to the stroke intensive care unit. 
Dıscussıon 
This case describes a 50-year-old male with no known medical history. One of the most striking aspects of this case is that the pati-
ent had fully preserved consciousness and a completely normal neurological examination. He presented in a stable condition, ambu-
latory, and reported only non-specific mild headache and dizziness. At first glance, these symptoms might have been considered 
indicative of a tension-type headache or a mild systemic issue. However, the most critical detail was the seizure-like event that oc-
curred before the presentation. 
If this seizure-like episode had been overlooked or not reported by the patient, the evaluation would have been based solely on 
headache symptoms, potentially missing a life-threatening hemorrhagic stroke. This could have led to irreversible consequences for 
the patient and a critical oversight for the medical team. 
This case underscores that a neurological examination alone is insufficient and that a detailed patient history is essential. Patients 
may not always report clear or specific symptoms, and in neurological diseases, seemingly minor complaints may mask serious 
conditions. Therefore, thorough history-taking is crucial, and even subtle clinical clues should be carefully evaluated. 
Conclusıon 
Hemorrhagic stroke carries a high risk of morbidity and mortality. In patients with preserved consciousness and a normal neurologi-
cal examination, it is crucial to identify underlying causes. Advanced diagnostic evaluations should not be overlooked to ensure 
accurate diagnosis and appropriate treatment. 
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8413 
A Hidden Brake Lever in the Leg: Unexpected Foreign Body 
Fulya Köse, Aslıhan Onuralp, Dilek Atik, Burcu Sena Aydın, Boran Polat 
Karamanoglu Mehmetbey University 
Bursa Specialized Training and Research Hospital 
Introductıon 
Penetrating injuries and suspected foreign bodies in the soft tissue are common reasons for emergency room visits.In addition to its 
high incidence, retained foreign bodies are responsible for 14% of medical lawsuits and 5% of legal settlements. (1) The search for 
embedded soft tissue foreign bodies relies heavily on radiological imaging. Detection of these objects is critical because foreign 
bodies can cause serious infection, abscess, and/or tissue loss.(2) In this case, we present a patient who had a bicycle brake lever 
without his knowledge and it was removed from his thigh in emergency settings. 
Case Report 
An 11-year-old male patient was brought in to ED after falling while riding a bicycle. The patient, who had no head trauma, came 
with only a description of pain in the leg.  
The patient had a 1 cm incision on the anteromedial area of the left thigh and did not describe any foreign body involvement. It was 
assumed that only a simple incision had occurred during the trauma. 
Physical Examination: Inspection revealed a 1 cm wide incision on the anteromedial area of the left thigh. The patient had clear 
peripheral pulses and no neurovascular deficit was observed and the musculoskeletal examination was evaluated as normal. X-rays 
were taken for the patient who described tenderness on the midline of the femur on palpation but no foreign body was palpable. A 
radiopaque foreign body was seen at the level of the greater trochanter on the X-ray. (Fig.1) 
Figure 1 

 
 
CT angiography was performed to evaluate for vascular-nerve injury. 
CT Angiography Report: Hyperdense appearance compatible with foreign body was observed on the anterior neighborhood of musc-
le planes located approximately 3 cm deep under the skin at the level of the femoral head in the anterior left thigh. Millimetric air 
densities accompany this section. No findings in favor of hematoma were detected in this section. (Fig2) 
The patient was consulted with an orthopedic specialist. The foreign body was removed under local anesthesia in the emergency 
department in collaboration with the orthopedic specialist. 
After the foreign body was removed, a control radiograph was taken of the patient and no foreign body was seen. (Fig3) 
The patient was discharged with the recommendation of an orthopedic outpatient clinic check-up. 
Dıscussıon 
Foreign bodies should be removed during the primary wound management phase whenever possible. Metallic fragments can be 
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detected and localized by conventional radiography, computed tomography (CT), and ultrasonography (3)(4). Foreign bodies can be 
of various shapes and sizes and usually consist of wood, glass, and metal splinters (5). 
 
Figure 2 

 
 
 
Figure 3 

 
 
Foreign bodies are one of the most common reasons for early or late emergency room visits (6). Foreign bodies can be found in soft 
tissue accidentally or iatrogenically. (7) Ultrasonography may be preferred for imaging non-opaque materials. In our case, the opa-
city of the foreign body helped us reach a conclusion by taking X-rays (8). However, in recent years, it has been observed that ultra-
sonography, which has become widespread in diagnosis, has replaced radiography. (8),(9) In addition, magnets have also been 
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used in the literature for metallic foreign bodies. Magnets can be used not only for the removal of foreign metallic objects but also for 
detection in the emergency room in the presence of a suspicious foreign object. (10) When using magnets, the risk of vascular and 
nerve injuries should be kept in mind and they should be generally preferred for superficial injuries. 
Conclusıon 
Although emergency room patients can often provide guidance regarding their condition, the patient in this case was unable to 
comprehend what had occurred due to the immediate impact of the accident. The individual was visibly astonished when the foreign 
body was extracted. This case underscores the crucial role of physical examination and imaging, highlighting their significance 
alongside patient history in accurate diagnosis and management. 
References 
Gui, H., Yang, H., Shen, S. G., Xu, B., Zhang, S., & Bautista, J. S. (2013). Image-guided surgical navigation for removal of foreign 
bodies in the deep maxillofacial region. Journal of Oral and Maxillofacial Surgery, 71(9), 1563-1571. 
Campbell EA, Wilbert CD. Foreign Body Imaging. 2023 Jul 30. In: StatPearls [Internet]. Treasure Island (FL): StatPearls Publishing; 
2025 Jan–. PMID: 29262105. 
Veselco M, Trobec R. Intraoperative localization of retained metallic fragments in missile wounds. J Trauma 2000;49:1052. 
Öztürk AZ, İbrahim A. Late diagnosed nasal foreign body. Tr J Emerg Med 2005;5:86–8. 
KadishHA,CorneliHM.Removelofnasalforeignbodiesinthepediatricpopulation. Am J Emerg Med 1997;15:54–6. 
Tok S, Kadioglu E. Ultrasonography in soft-tissue foreign-body detection: a phantom study. Pol J Radiol. 2021 Aug 21;86:e496-e499. 
doi: 10.5114/pjr.2021.108879. PMID: 34567296; PMCID: PMC8449557. 
Joyce S, Rao Sripathi BH, Mampilly MO, Firdoose Nyer CS. Foreign body granuloma. J Maxillofac Oral Surg. 2014 Sep;13(3):351-4. 
doi: 10.1007/s12663-010-0113-9. Epub 2011 Mar 25. PMID: 25018614; PMCID: PMC4082545. 
Mohammadi A, Ghasemi-Rad M, Khodabakhsh M. Non-opaque soft tissue foreign body: sonographic findings. BMC Med Imaging. 
2011 Apr 10;11:9. doi: 10.1186/1471-2342-11-9. PMID: 21477360; PMCID: PMC3079678. 
Rooks VJ, Shiels WE 3rd, Murakami JW. Soft tissue foreign bodies: A training manual for sonographic diagnosis and guided remo-
val. J Clin Ultrasound. 2020 Jul;48(6):330-336. doi: 10.1002/jcu.22856. Epub 2020 May 8. PMID: 32385865; PMCID: PMC7754500. 
Dolderer JH, Kelly JL, Morrison WA, et al. Foreign-body retrieval using a rare earth magnet. Plast Reconstr Surg 2004;113:1869–70. 
 
8451 
A case of hemothorax due to aortic injury following blunt trauma 
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Gursu Cuneyt Yildiz State Hospital 
Introduction  
Blunt traumatic aortic injury (BTAI) is a rare but fatal complication of thoracic trauma. Although it occurs in approximately 1% of 
trauma cases, it is the second most common cause of death (1-4). A large proportion of patients with BTAI (up to 80%) die without 
receiving adequate treatment (5). BTAI is most commonly caused by sudden deceleration, and motor vehicle accidents are the pre-
dominant identified mechanism (2, 3, 5-7). The age distribution of BTAI is wide, with a mean age of 35 to 45 years, and there is a 
male predominance (1-3, 7). 
A four-degree classification system is published for traumatic aortic injuries (8). (Table 1) 
With the development of thoracic endovascular aortic repair (TEVAR) and the advancement of devices over the last decade, endo-
vascular treatment has replaced open surgery and has resulted in lower mortality rates (9–12). The 2017 European Society for Vas-
cular Surgery (ESVS) guidelines for the management of descending thoracic aortic diseases recommend TEVAR as the first-line 
treatment for BTAI in patients with favorable anatomy, except for minimal aortic injuries presenting with intimal tears that can be 
managed conservatively (6). 
Guidelines also recommend intervention within 24 hours if high-risk factors such as a large mediastinal hematoma, left-sided hemo-
thorax, aortic coarctation, pseudoaneurysms, abnormal outer wall contours, systolic blood pressure <90 mmHg, or traumatic brain 
injury are present, otherwise delayed TEVAR is recommended (13). 
Case Report 
A 25-year-old male driver applied in emergency service for a traffic accident. The four-wheeled car lost control while turning at an 
intersection, resulting in a frontal impact. 
The patient has no known additional disease or history of medication use. There is no alcohol or drug use. 
General condition is good. GCS is 15. Neurological examination is normal. 
On physical examination, there are severe abrasions on the anterior thorax. There is a left femur deformity. There are superficial 
cuts and abrasions on the forehead and various parts of the head. 
Vital signs TA 90/60, SpO2 92, pulse 115. 
Laboratory findings: Hb 14.2, ALT 125, AST 162, other routine tests are normal. 
In the imaging tests performed, Brain CT is normal. Thorax CT shows aneurysm and rupture at the level of the aortic arch, accom-
panied by left hemothorax and hemomediastinum. (Figure 1-2) Abdominal CT shows laceration in the right kidney. 
The patient was admitted to cardiovascular intensive care for TEVAR. 
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Figure 1 

 
Figure 2 

 
 
Table 1 
1. Degree Intimal Injury 
2. Degree Intramural Hematoma 
3. Degree Pseudoaneurysm 
4. Degree Rupture 
 
Conclusion  
Hemothorax usually occurs due to lung injuries. In cases of blunt trauma with hemothorax without rib fractures, aortic injury should 
be considered. 
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8526 
A cerebrovascular event mimic in the emergency room: vitamin B12 deficiency 
Şenol ARSLAN1, Nazım Onur CAN1, Halil İbrahim DORU1, Sadık ADIRBELLİ1 
1S.B.Ü Erzurum Şehir Hastanesi Acil Tıp Ana Bilim Dalı 
1.Introduction and Purpose 
Vitamin B12 is a water-soluble vitamin that is necessary for cell division and proliferation, as a coenzyme in important reactions in 
the body, and is involved in DNA production. Vitamin B12 works together with folic acid in many processes including DNA synthesis, 
erythrocyte production and myelin sheath synthesis (1). The most common finding in vitamin B12 deficiency is anemia, and fatigue, 
palpitations and shortness of breath may be observed in patients following anemia. In vitamin B12 deficiency, neurologic symptoms 
may also be observed in addition to anemia symptoms (2). Neuropathy is one of the most common complications. Paresthesia and 
numbness primarily start in the feet and legs, accompanied by loss of reflexes, superficial sensory deficit and loss of vibration sense. 
Later, similar sensory changes start in the hands and weakness in the distal leg muscles is added (3). In this case, we aimed to 
emphasize the neurologic manifestations of vitamin B12 deficiency. 
2.Materials and Methods 
A 22-year-old male patient was admitted to the emergency department with complaints of numbness in the right face and right arm 
and lisping in speech. The patient had no history of any disease and his vital signs were normal and stable. Neurologic examination 
revealed no motor or sensory deficit and no nuchal rigidity. Minimal ecchymotic areas were observed on the anterior chest wall and 
dorsal surface of the right arm. Neurologic imaging of the patient revealed no intracranial pathology on brain tomography, and diffu-
sion MR imaging showed no restricted diffusion in the cerebral and cerebellar hemispheres on DAG ADC mapping. Laboratory va-
lues of the patient were as follows: WBC: 4.12 10^9/L, HGB: 9.0 g/dl, MCV: 101.0 Fl, PLT: 18 10^9/L and pancytopenia was present. 
In addition, LDH value was 750 U/L and indirect dominance of bilirubin was increased. A peripheral smear was sent and the patient 
was consulted to the hematology unit. Hypersegmented neutrophils (figure-1) and macrocytes were observed in the peripheral 
smear and the patient was interned to the internal service with the diagnosis of megaloblastic anemia. 

 
Figure 1: hypersegmented neutrophils seen in peripheral smear 
3.Results and Conclusion 
Vitamin B12 deficiency may present with neurologic, hematologic, gastrointestinal or psychiatric symptoms. Neurologic findings may 
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include peripheral neuropathy, myelopathy (subacute combined degeneration), optic neuropathy, encephalopathy, eye movement 
disorders and extrapyramidal syndrome (4). This may lead to evaluation of this patient group as cerebrovascular events and incor-
rect treatment regimens in crowded emergency departments. In patients in whom pancytopenia is detected as a result of hemogram 
performed for any reason, it is extremely important that a peripheral smear is performed after a careful anamnesis and physical 
examination and further investigations are planned and performed according to the results.  
Keywords: Neuropathy, Pancytopenia, Vitamin B12 deficiency 
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The deadly consequence of uncontrolled diabetes: emphysematous pyelonephritis 
Hilal Çıralıoğlu1, Ayşe Göksu1, Metehan Mete1, Nazire Belgin Akıllı1, Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye 
Introductıon 
Emphysematous pyelonephritis (EPN) is a rare, necrotizing, and suppurative kidney infection characterized by gas formation within 
the intrarenal or perirenal regions, with a high mortality rate. Diabetes mellitus, immunosuppression, obstructive uropathy, and a 
history of urinary tract infection are risk factors for emphysematous pyelonephritis. In the pathogenesis of emphysematous pyelo-
nephritis, four main factors may play a role, including gas-producing bacteria, high tissue glucose levels, impaired tissue perfusion, 
and an inadequate immune response. Particularly in diabetic patients, high blood glucose levels create a more suitable environment 
for gas formation. The fact that anaerobic bacteria contribute to gas production is significant in the selection of anaerobic antibiotic 
therapy. Among the gas-producing microorganisms, Escherichia coli is the most commonly identified pathogen.The symptoms of 
emphysematous pyelonephritis are non-specific, with flank pain, nausea, and fever being the most common manifestations. 
However, emphysematous pyelonephritis may present insidiously and progress to sepsis and septic shock. Although there are no 
specific distinguishing features in the physical examination compared with other urinary tract infections, costovertebral angle tender-
ness is a common finding, and in severe cases, crepitus may be detected due to the spread of gas into the subcutaneous tis-
sue.Emphysematous pyelonephritis is diagnosed through imaging. Computed tomography is the most valuable diagnostic tool for 
emphysematous pyelonephritis. It is undeniably the best imaging modality for detecting renal gas and its spread to surrounding 
tissues.Treatment options for emphysematous pyelonephritis include medical therapy, drainage procedures such as ureteral stenting 
or percutaneous nephrostomy, and surgical treatment with nephrectomy. Antibiotic selection should target common bacteria such as 
Escherichia coli, Klebsiella pneumoniae, and Proteus mirabilis. Patients with kidney stones, renal colic, and flank pain frequently visit 
the emergency departments. With this case report, we aim to highlight that in patients presenting with these symptoms, especially 
those diagnosed with diabetes mellitus, emphysematous pyelonephritis should be considered as a potential diagnosis. 
Case  
A 56-year-old female patient presented to the emergency department with complaints of right flank pain and nausea persisting for 
approximately 10 days. During this period, she had previously visited the emergency department with the same complaints. At that 
time, no specific findings were detected in her physical examination or laboratory tests, and she was diagnosed with renal colic and 
discharged.The patient's medical history revealed a diagnosis of type 2 diabetes mellitus. On physical examination, tenderness was 
noted in the right costovertebral angle. Her vital signs were as follows: body temperature of 36.8°C, blood pressure of 135/72 
mmHg, and pulse rate of 85 beats per minute. Laboratory tests showed a white blood cell count of 11.92/mm³, creatinine level of 
0.65 mg/dL, C-reactive protein level of 71 mg/L, and blood glucose level of 595 mg/dL. Urine microscopy revealed abundant leu-
kocytes and erythrocytes.Computed tomography (CT) imaging demonstrated focal caliectatic dilations at the upper, middle, and 
lower poles of the right kidney, with air images observed within the calyces. Additionally, a hazy appearance was noted in the perire-
nal fat tissues surrounding the right kidney. The patient was diagnosed with emphysematous pyelonephritis and was consulted with 
the urology department for further evaluation and treatment. The patient was subsequently hospitalized, and antibiotic therapy was 
initiated. 
Dıscussıon 
Emphysematous pyelonephritis is a life-threatening condition if not diagnosed and treated early. The treatment of emphysematous 
pyelonephritis depends on the extent of kidney involvement and whether renal function is affected, with both medical and surgical 
approaches available. According to the Huang and Tseng classification, emphysematous pyelonephritis can be categorized into four 
classes: 
Class 1: Gas is present within the kidney but has no external extension. 
Class 2: Gas extends into the perinephric region. 
Class 3A: Renal and perirenal abscess formation is present. 
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Class 3B: The infection extends into the pararenal space. 
Class 4: Bilateral kidney involvement and renal dysfunction are present. 

 
Figure 1: Air images in the right kidney on non-contrast abdominal CT. 
 
The general approach to treatment includes broad-spectrum intravenous antibiotics, glycemic control, fluid and electrolyte balance 
management, and supportive treatment for hypertension and shock if necessary. Interventional procedures such as percutaneous 
drainage may be required, and in severe cases, nephrectomy may be necessary.A study conducted by Joris et al. reported a 70% 
success rate with medical treatment, while interventional treatment had a 30% success rate. In Class 1 and Class 2 cases, intrave-
nous antibiotic therapy is generally effective, whereas in more advanced stages, percutaneous drainage may be necessary. In seve-
re cases, nephrectomy is an option. For Class 3 or 4 cases, where gas formation extends beyond the renal capsule, abscess forma-
tion is present, or there is bilateral involvement, treatment decisions should be based on risk factors such as thrombocytopenia, 
acute renal dysfunction, shock, and altered mental status. If a patient presents with two or more risk factors, nephrectomy is prefer-
red over conservative management. In our case, air images were observed within the calyces of the right kidney, but renal function 
remained preserved. The patient’s general condition was moderate to good, and his vital signs were stable. Therefore, conservative 
management with antibiotic therapy was chosen. Emphysematous pyelonephritis is a life-threatening condition with a mortality rate 
ranging from 40% to 90%. The most critical factors influencing mortality are early diagnosis and treatment. Therefore, even in cases 
where stone-related follow-up seems sufficient and poses minimal risk, imaging should not be avoided in patients with predisposing 
factors, particularly diabetic patients and female patients, to ensure early detection and appropriate intervention. 
Conclusıon 
This case emphasizes the importance of the early diagnosis and treatment of emphysematous pyelonephritis. Particularly in patients 
with a diagnosis of diabetes mellitus, this condition may initially be misinterpreted as renal colic and overlooked. However, it should 
not be disregarded. With early diagnosis, even medical treatment can be effective, whereas delayed recognition may lead to the 
need for nephrectomy. Emphysematous pyelonephritis can result in acute kidney failure, sepsis, and septic shock, ultimately leading 
to death. 
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8739 
Toxic Hepatitis Following Oral Ingestion of Ferula communis (Giant Fennel): A Case Series 
Orhan  Delice1   Sadık Adırbelli1 , 
Erzurum şehir hastanesi acil tıp kliniği 
Introduction 
Toxic hepatitis is an inflammatory liver injury resulting from exposure to various chemical agents, drugs, herbal products, or toxins. In 
this report, we present cases of toxic hepatitis associated with ingestion of Ferula communis (Figure 1), commonly known as giant 
fennel. This plant, native to the Mediterranean region, is traditionally consumed for its presumed medicinal and aphrodisiac proper-
ties. However, some species contain hepatotoxic compounds. Patients typically present with symptoms such as fatigue, anorexia, 
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nausea, vomiting, and jaundice. In this case series, we aim to discuss the clinical spectrum of Ferula communis poisoning in three 
patients who presented with nausea, vomiting, and headache following ingestion of the plant, and subsequently developed hepato-
toxicity. 
Case Series 
Three members of the same family consumed a plant they identified as giant fennel (Ferula communis), which they had foraged one 
day prior to presentation. All three presented to the emergency department with complaints of nausea, vomiting, and headache. 
Case 1: A 44-year-old male with no known comorbidities. Vital signs on admission: BP 120/74 mmHg, HR 90 bpm, SpO₂ 99%, RR 
17/min, Temp 36.3°C. Laboratory findings: ALT 113 IU/L, AST 126 IU/L, GGT 123 IU/L, ALP 139 IU/L, CK 216 U/L, LDH 307 U/L, PT 
13 s, INR 0.98. 
Case 2: A 67-year-old male with a known history of hypertension. Vital signs: BP 170/114 mmHg, HR 110 bpm, SpO₂ 93%, RR 
27/min, Temp 36.1°C. Laboratory tests showed ALT 441 IU/L, AST 607 IU/L, GGT 19 IU/L, ALP 126 IU/L, Total Bilirubin 1.3 mg/dL, 
Direct Bilirubin 0.4 mg/dL, CK 95 U/L, LDH 636 U/L, PT 19.5 s, INR 1.51. 
Case 3: A 48-year-old female with no known comorbidities. Vital signs: BP 108/67 mmHg, HR 95 bpm, SpO₂ 99%, RR 26/min, Temp 
36.7°C. Laboratory results: ALT 495 IU/L, AST 438 IU/L, GGT 61 IU/L, ALP 83 IU/L, Total Bilirubin 1.0 mg/dL, Direct Bilirubin 0.5 
mg/dL, CK 319 U/L, LDH 750 U/L, PT 17.9 s, INR 1.38. 
Table 1: Clinical and Laboratory Data of the Cases 
Parameter Case  1 - 44 male Case  2 - 67 male 

(HTN) 
Case 3 - 48 female 

Blood Pressure (mmHg) 120/74 170/114 108/67 
Heart rate (bpm) 90 110 95 
SpO₂ (%) 99 93 99 
Respiratory rate (/min) 17 27 26 
Body Temperature (°C) 36.3 36.1 36.7 
ALT (IU/ml) 113 (0–50) 441 (0–50) 495 (0–50) 
AST (IU/ml) 126 (0–50) 607 (0–50) 438 (0–50) 
GGT (IU/ml) 123 (12–64) 19 (12–64) 61 (12–64) 
ALP (IU/ml) 139 (40–150) 126 (40–150) 83 (40–150) 
Total Bilirubin (mg/dl) 0.7 (0.2–1.2) 1.3 (0.2–1.2) 1.0 (0.2–1.2) 
Direct Bilirubin (mg/dl) 0.2 (0–0.5) 0.4 (0–0.5) 0.5 (0–0.5) 
CK (U/l) 216 (46–71) 95 (46–71) 319 (46–71) 
LDH (U/l) 307 (120–246) 636 (120–246) 750 (120–246) 
Prothrombin time (sec) 13.0 (10.9–15.0) 19.5 (10.9–15.0) 17.9 (10.9–15.0) 
INR 0.98 (0.80–1.30) 1.51 (0.80–1.30) 1.38 (0.80–1.30) 
 

 
Figure 1: Ferula communis. 
Abdominal ultrasound showed no abnormalities in any of the patients. The national poison control center was consulted. Elevated 
liver function tests in all three cases were evaluated as consistent with a toxidrome. All three patients were admitted to the emergen-
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cy intensive care unit (ICU) for monitoring and supportive treatment. Intravenous hydration was initiated. During approximately three 
days of follow-up, clinical symptoms gradually resolved. The patients were alert, oriented, and cooperative with stable vital signs and 
normalized liver function tests by discharge. 
Discussion 
Ferula communis (giant fennel) is a plant traditionally believed to possess therapeutic properties, although some chemotypes con-
tain toxic compounds. Reports of its toxicity are limited in the literature. In our case series, three patients presented with gastrointes-
tinal and neurological symptoms after ingestion of the plant, and laboratory testing revealed significant hepatic enzyme elevation. 
One case showed elevated INR suggesting significant hepatotoxicity, while the other two showed increased levels of AST, ALT, and 
LDH. Although the exact mechanism of toxicity remains unclear, coumarin and furanocoumarin components are suspected to be 
responsible for hepatotoxic effects. Previously reported cases have documented severe complications such as hemolysis and coag-
ulopathy. 
This case series highlights the potential hepatotoxicity of Ferula communis and underscores the risks associated with the unregulat-
ed use of herbal products. Early recognition and supportive management of suspected poisonings are crucial to prevent serious 
outcomes. 
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Acute mesenteric ischemia 
Murat Gur, Halil Kaya, Mehmet Oğuzhan Ay, Melih Yüksel, Yeşim İşler 
Unıversıty Of Health Scıences, Bursa Yuksek Ihtısas Traınıng & Research Hospıtal 
Introduction:Although acute mesenteric ischemia (AMI) is rarely encountered in our emergency departments,it is a diagnostic pos-
sibility that should always be kept in mind in the differential diagnosis of abdominal pain.Because its mortality rate can reach 60-
70%. Here,we present a 92 year old male patient who presented to our hospital with epigastric and diffuse abdominal pain. 
Purpose:Our aim in this study is to draw attention to acute mesenteric ischemia,which is a rare but high mortality case in patients 
presenting with abdominal pain without any examination findings (defence rebound). 
Case: A 92 year old man was admitted to the emergency department with complaints of epigastric pain for five days and sudden 
new onset of diffuse abdominal pain.He had a history of congestife heart failure and hypertension.Blood pressure was 
130/85,saturation:98%,fingerstick blood glucose:120,ECG:salvo waves were present.On abdominal examination,there was diffuse 
tenderness but no defense and rebound.The fact that lactate was 6 in the laboratory values of our patient alerted us in terms of 
vascular ischemia.Contrast enhanced abdominal angio tomography imaging revealed superior mesenteric artery embolism. 
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Discussion: As is well known,AMI is a highly mortal condition resulting in ischemia,cellular damage and necrosis due to sudden 
interruption of small intestinal blood supply.Although the first thing that comes to mind is the cardioembolic process in patients with 
atrial fibrillation (AF),this definition of AMI is not limited to this.Until proven otherwise,severe abdominal pain should be considered as 
AMI regardless of physical axamination findings,because newly developing acute mesenteric ischemia may cause pain but may not 
give any axamination findings.In our case ,although there were no sings of defense and rebound on abdominal examination ,acute 
mesenteric ischemia with high mortality was diagnosed. 
Keywords:Acute mesenteric ischmeis(AMI) 
References:Bala M,Kashuk J,Moore EE,et al.Acute mesenteric ischemia:guidelines of the World Society of Emergency Sur-
gery.World Journal of Emergency Surgery.2017;12(1),doi:10.1186/s13017-017-0150-5 
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Behind The Curtain: The Dark Side Of Embolic Obstruction 
Ayla Mollaoğlu1 ,  Fatih Düzyol1 ,  Demet Acar1 ,  Muhammet Gökhan Turtay1 ,  Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye 
Introduction  
One of the most important causes of retinal artery occlusions is a thrombus that develops due to atherosclerosis. These thrombi 
associated with atheroma constitute approximately 80% of central retinal artery occlusions, and the risk of occurrence increases in 
individuals with diseases such as hypertension or diabetes (1). One of the important factors that cause occlusion is the embolism. 
Embolisms vary according to their origin. Carotid embolisms are usually cholesterol, fibrinoplatelet, or calcific. Cardiac embolisms 
may be calcific or may originate from vegetations coming from heart valves in endocarditis or from wall thrombus formed in atrial 
fibrillation. Aortic diseases, including dissection, are also considered as sources of embolism. Inflammatory diseases may also play a 
role in retinal artery occlusions. Temporal arteritis (giant cell arteritis), polyarteritis nodosa, systemic lupus erythematosus (SLE), 
granulomatosis with polyangiitis, Takayasu arteritis and pancreatitis are included in this group. Some thrombophilic disorders are 
also associated with retinal artery occlusion. Diseases such as antiphospholipid antibody syndrome, protein S deficiency, protein C 
deficiency, leukemia, and lymphoma are among these disorders. Infectious agents can also cause occlusion in the retinal vessels. 
Examples of these infections are toxoplasmosis, mucormycosis, and syphilis. Pharmacological factors include oral contraceptive 
drug use and substances such as cocaine. Ocular factors such as severe elevation of intraocular pressure, trauma, or optic nerve 
drusen can also cause retinal artery occlusions. Rare causes include retinal migraine (vasospasm). This condition usually occurs in 
younger individuals when all other causes have been excluded (2). Retinal damage becomes irreversible over time. Although the 
period during which treatment may be effective has not been precisely determined, it is thought to be approximately 90-100 minutes. 
Some sources extended this period to 105 min. However, it is generally recommended that a treatment attempt be made within 24 to 
48 hours of the onset of obstruction (3). 
Central retinal artery occlusion is a condition that develops because of blockage of the central retinal artery just after it exits the optic 
nerve. This blockage causes sudden and unilateral painless vision loss. Although the disease is rare, it is estimated to occur in ap-
proximately 1 in 100,000 people per year. It mostly occurs in individuals over the age of 60 years and is usually associated with 
heart valve disease in younger patients. The incidence is slightly higher in men than in women. The most obvious symptom of cen-
tral retinal artery occlusion is unilateral and painless vision loss that develops within a few seconds. In the vast majority of cases, 
vision decreased to the level of counting fingers only. In more severe cases, it is thought that the ophthalmic artery may also be 
affected. Some patients may report a history of temporary vision loss (amaurosis fugax) before the event occurs. Such temporary 
attacks occur before the occlusion in approximately 10% of patients. In rare cases, vision loss may occur in both eyes, but it is usu-
ally not of equal severity. During examination, the retina takes on a pale appearance, while afferent pupillary defect and thinning of 
the vessels are noticeable. In cases where the blood column shows segmentation, a 'cattle truck' appearance can be observed in 
the arteries. A distinct cherry-red spot is seen in the macula because the central region is fed by the intact choroid due to retinal 
edema that develops after occlusion. This is one of the characteristic findings of central retinal artery occlusion. During systemic 
evaluation, auscultation should be performed for the presence of a murmur in the carotid arteries, heart sounds should be listened 
to, the radial pulse should be checked for signs of atrial fibrillation, and blood pressure should be measured. Detection of underlying 
systemic diseases is of great importance in determining possible embolic sources (1). Other diseases that may cause a similar clini-
cal picture to central retinal artery occlusion should also be considered in the differential diagnosis. Retinal detachment, vitreous 
hemorrhage, retinal vein occlusion, acute glaucoma, and acute optic neuritis are among these diseases. A detailed eye examination 
and systemic evaluation are necessary to make the correct diagnosis (4). 
Case 
A 56-year-old male patient noticed significant vision loss in the central visual field of his left eye when he woke up in the morning. 
When he applied to the emergency department, severe vision loss was detected in his left eye. Laboratory examinations included 
hemogram, biochemistry, CRP, sedimentation, and cardiac enzyme tests. Brain and carotid CT angiography, PA chest X-ray, and 
ECG were requested for imaging. The patient had hypertension and coronary artery disease in his medical history. Coronary angi-
ography had been performed before, but no stent had been placed. The systemic examinations were evaluated within normal limits. 
The medications he was using were Beloc 50 mg, Coraspin 100 mg, Ator 10 mg, and Norvasc 5 mg. Vital signs, laboratory results, 
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and brain-carotid CT angiography examination were reported as normal. A normal sinus rhythm was observed on the ECG. In the 
emergency department, intravenous mannitol was administered to reduce the intraocular pressure, and ocular massage was per-
formed with repeated sudden interruptions of 10-15 seconds. His condition was quickly reported to the ophthalmology and underwa-
ter and hyperbaric medicine consultant physicians. Hyperbaric oxygen treatment was planned, and he was admitted to the ophthal-
mology ward. In the eye examination, a distinct cherry red spot was detected in the center of the left macula in the posterior segment 
examination. In the optical coherence tomography (OCT) examination, edema was detected in all layers of the left eye retina. Fun-
dus fluorescein angiography showed signs of central retinal artery occlusion. Paracentesis was applied from the anterior chamber to 
reduce the intraocular pressure. In the cardiology evaluation, the sinus rhythm was observed as 55/min in the ECG. The ejection 
fraction was measured between 60% and 65% in the echocardiography and cardiac functions were evaluated as normal. Although 
the patient had dyspnea, heart failure was not considered, but coronary artery disease could not be excluded. With the diagnosis of 
central retinal artery occlusion, the patient received a total of 12 sessions of hyperbaric oxygen therapy over 12 days (double ses-
sions on the first two days, with a two-day break on the weekend). At the end of the treatment process, the patient stated that the 
"cloudy image" in his left eye did not disappear completely, but it decreased by approximately 30%. 

 
Figure-1: OCT (Optical Coherence Tomography) image of the patient 
Discussion  
The diagnosis of central retinal artery occlusion is usually made by clinical evaluation, and the examinations performed are mainly 
aimed at excluding underlying diseases. One of the most important causes of this occlusion is giant cell arteritis. When diagnosed 
early, vision loss can be reversed with appropriate treatment, and the other eye can be prevented from being affected. Therefore, if 
there is clinical suspicion, fluorescein angiography and optical coherence tomography are among the important examination meth-
ods that support the diagnosis. Especially in patients over the age of 60 years, ESR and CRP values should be measured urgently 
to exclude giant cell arteritis. In addition, coagulation tests and complete blood, and vasculitis screening tests should be performed 
to detect coagulation disorders. In the long term, the patient's cardiovascular risk factors should be evaluated and the fasting blood 
sugar and lipid profile should be examined. Central retinal artery occlusion is an extremely urgent clinical condition in which irre-
versible retinal damage begins within minutes. According to animal experiments, the time to irreversible damage to retinal cells is 
approximately 90-100 minutes, and therefore an aggressive treatment protocol should be applied within the first 24 h following acute 
vision loss. One of the main goals of treatment is to rapidly reduce the intraocular pressure, increase perfusion, and ensure the 
progression of the occlusive embolism (5). For this purpose, first, ocular massage is applied for 10-15 seconds, repeated with sud-
den interruptions, to mechanically support blood flow. In addition, lowering the intraocularular pressure with anterior chamber para-
centesis, systemic acetazolamide treatment, and intravenous mannitol administration are among the most commonly used methods 
(6). If the obstructs are considered due to giant cell arteritis, high-dose intravenous corticosteroid treatment should be started early. 
It is recommended to administer 100% or 95% oxygen from the surface to ensure oxygenation of the inner layers of the retina by 
diffusion from the choroid. If possible, hyperbaric oxygen treatment started early may be beneficial in terms of preserving visual 
function (6-8). When using systemic antifibrinolytic agents, caution should be exercised in terms of systemic side effects. It has been 
shown that interventional methods such as selective intra-arterial fibrinolysis with urokinase and tissue plasminogen activators do 
not provide superiority over traditional treatments. Other treatment approaches aimed at regulating retinal circulation include aspirin 
use, calcium channel blockers, retrobulbar and systemic vasodilator drugs, intravenous bolus administration of high-dose 
methylprednisolone, isovolemic hemodilution, vitreoperfusion, and local hypothermia. In addition, excitotoxin blockade, antioxidant 
therapy, and free radical scavenging agents are also considered among the treatment options to protect the retina from toxic meta-
bolic damage (9,10). Complications that may occur in the later stages of the disease should also be managed carefully. Panretinal 
photocoagulation, intravitreal injection, and antiglaucoma treatment can be applied in patients with rubeosis iridis, optic disc, and 
retinal neovascularization. Intraocular surgical interventions may be inevitable in some cases. In addition, the diagnosis and treat-
ment of systemic diseases underlying central retinal artery occlusion should not be neglected. In this process, a multidisciplinary 
approach should be adopted between ophthalmologists and cardiologists, hematologists and rheumatologists. Rapid recognition of 
central retinal artery occlusion in the emergency department and prompt intervention are critical for preventing vision loss. Timely 
treatment can directly affect the patient’s quality of life by minimizing irreversible retinal damage. Therefore, when faced with this 
disease, systematic evaluation and the creation of a rapid treatment plan are one of the cornerstones of preventing permanent vi-
sion loss. 
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Conclusion 
In conclusion, central retinal artery occlusion is a condition that requires urgent intervention and may be associated with serious 
systemic diseases. Despite early diagnosis and aggressive treatment, the prognosis is generally poor and permanent vision loss is 
common. However, these patients should be carefully evaluated not only for eye diseases but also for cardiovascular diseases and 
coagulation disorders. Early detection and management of systemic risk factors are critical not only to prevent vision loss but also to 
improve the life expectancy and quality of life of patients. 
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An Endoscopic Nightmare: Esophageal Rupture and Subcutaneous Emphysema 
Zeynel Emin Altunköprü, Mümin Murat Yazıcı 
Recep Tayyip Erdoğan University Faculty of Medicine, Training and Research Hospital, Department of Emergency 
Medicine, Rize, Turkey 
Introduction 
Endoscopic procedures are minimally invasive procedures widely used in the diagnosis and treatment of gastrointestinal diseases. 
However, significant complications can occur during these procedures, albeit rarely. Esophageal rupture is one of the most serious 
complications after endoscopy and can lead to serious morbidity and mortality (1). Esophageal ruptures usually occur during 
endoscopic procedures and patients frequently present with symptoms including severe abdominal pain, hypotension, tachycardia 
and subcutaneous emphysema. Any traumatic procedure that may occur during endoscopy may lead to the development of rupture 
(2). Subcutaneous emphysema occurs as a result of leakage of gas from the esophageal wall and spread to the subcutaneous 
tissue and this may be an important sign for early diagnosis of esophageal rupture. This case focuses on the management of a case 
of esophageal rupture and subcutaneous emphysema after endoscopy. 
Case 
A 41-year-old woman, scheduled for endoscopy with a prediagnosis of gastric ulcer, presented to our hospital with severe abdominal 
pain, low blood pressure (60/30 mmHg), tachycardia (115 beats/minute) and tachypnea after the endoscopic procedure. No 
complications were observed during the endoscopic procedure. However, the patient's condition deteriorated rapidly after the 
procedure. Physical examination revealed subcutaneous emphysema in the neck and the patient's general condition deteriorated 
severely. Computed tomography (CT) scan with oral administration of contrast material revealed esophageal rupture and 
subcutaneous emphysema in the neck. A multidisciplinary approach was adopted, thoracic surgery, general surgery and 
gastroenterology consultations were obtained and the treatment process was initiated. Hemodynamic status was stabilized and the 
patient was referred to an external center for surgical intervention and follow-up. Since the patient was unstable at the first 
emergency admission and the clinic was risky, surgery was planned in an external center and the ruptured area was repaired 
primary. The patient with stable hemodynamics was transferred to the thoracic surgery service after intensive care unit follow-up and 
was discharged without complications. 
Discussion 
Esophageal rupture is a rare complication after endoscopic procedures that requires urgent surgical intervention. Esophageal 
perforation usually presents with severe pain, respiratory distress, hypotension, bleeding and subcutaneous emphysema. 
Subcutaneous emphysema occurs as a result of the spread of gas to the subcutaneous tissue and this finding is an important 
adjuvant factor in the diagnosis of esophageal rupture (3). Advanced imaging techniques such as CT and endoscopy are frequently 
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used in the diagnosis of esophageal rupture. CT is very useful in determining the severity of the disease and early detection of 
complications. Early surgical intervention can improve the patient's prognosis. Surgical intervention is usually necessary in the 
treatment of esophageal rupture. However, it is critical to stabilize the patient before surgical intervention. A multidisciplinary 
approach provides effective management in the treatment process (4). Collaboration of thoracic surgery, general surgery and 
gastroenterology specialists may help to achieve favorable results in the treatment process of the patient. This case once again 
emphasizes the importance of a multidisciplinary approach in the treatment of esophageal rupture. 

 
Figure 1. Esophageal contrast agent leakage (orange arrow) and subcutaneous emphysema (purple arrow) 
 
Conclusion 
Early diagnosis, surgical intervention and multidisciplinary approach improve the prognosis of patients and increase the 
effectiveness of the treatment process. This case demonstrates that esophageal rupture is a rare but critical complication after 
endoscopy and with appropriate treatment, survival rates can be increased. 
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Isolated Cerebral Fat Embolism Following a Femoral Shaft Fracture: A Detailed Case Report 
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1Department of Anesthesiology and Reanimation, Kahramanmaras Sutcu Imam University Medical Faculty, 
Kahramanmaraş, Türkiye 
2Department of Emergency Medicine, Niğde Ömer Halisdemir Training and Research Hospital, Niğde, Türkiye 
Introduction 
Fat embolism syndrome is a clinical condition that typically arises within 12–72 hours after traumatic injury, especially fractures of 
long bones. Its pathophysiology involves the release of fat globules from the bone marrow into the venous system, which may travel 
to the lungs or bypass the pulmonary circulation to affect the central nervous system. The syndrome's hallmark triad includes respir-
atory distress, petechial rash, and neurological symptoms, yet not all cases present with this classic constellation. Isolated cerebral 
fat embolism, devoid of pulmonary or dermatologic involvement, presents a diagnostic dilemma due to its rarity and nonspecific 
symptoms such as confusion, seizures, or coma. Recent advances in neuroimaging, particularly the use of diffusion-weighted MRI, 
have enhanced the ability to detect microembolic lesions characteristic of this condition. Herein, we report a case of isolated CFE 
diagnosed through MRI in a young male patient with a femoral shaft fracture, who exhibited rapid neurological decline. 
Case Report 
A 27-year-old male with no known comorbidities was brought to the emergency department by emergency medical services follow-
ing a high-energy motor vehicle accident. The patient had been struck as a pedestrian and was found conscious at the scene. Initial 
assessment revealed stable vital signs: heart rate of 68 bpm, blood pressure of 130/70 mmHg, and peripheral oxygen saturation 
(SpO₂) of 99% on room air. Glasgow Coma Scale (GCS) was 15. Physical examination showed no signs of cranial trauma or exter-
nal bleeding. Systemic and neurological evaluations were unremarkable. Musculoskeletal assessment revealed an isolated left fem-
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oral shaft fracture, confirmed radiographically. A long leg splint was applied for stabilization, and the patient was admitted for further 
observation and orthopedic consultation. 
Approximately two hours after admission, the patient developed sudden-onset confusion followed by a generalized tonic-clonic sei-
zure. The seizure was managed with 2 mg of intravenous midazolam and oxygen supplementation via face mask at 4 L/min. Pos-
tictally, the patient remained somnolent. Arterial blood gas analysis revealed mild respiratory acidosis (pH 7.32, pCO₂ 47 mmHg, 
pO₂ 91 mmHg, SpO₂ 95%). A differential diagnosis including trauma-related cerebral thromboembolism, fat embolism, and hypox-
ia-induced seizure was considered. Emergency non-contrast computed tomography (CT) of the brain and thorax yielded no patho-
logical findings. Due to persistent altered mental status, a diffusion-weighted cranial MRI was performed. 
DW-MRI demonstrated multiple hyperintense foci in the bilateral basal ganglia, occipital lobes, and parietal cortices, consistent with 
a 'starfield' pattern typically observed in cerebral fat embolism. No hemorrhagic transformation or mass effect was noted. Neurologi-
cal examination revealed absent verbal, auditory, and visual responsiveness. Pupillary light reflexes were preserved bilaterally, while 
corneal and gag reflexes were absent. The patient exhibited aphasia and right-sided decerebrate posturing to noxious stimuli. Based 
on clinical and radiological findings, a diagnosis of isolated cerebral fat embolism was established. 
Following neurology consultation, the patient was initiated on a treatment regimen including high-dose corticosteroids (predniso-
lone), osmotic diuretics (mannitol), antiepileptic therapy (phenytoin), and prophylactic anticoagulation with low molecular weight 
heparin. The patient was transferred to the intensive care unit (ICU) for close neurological monitoring and supportive care. 
Discussion 
Isolated cerebral fat embolism is a diagnostic challenge due to the absence of respiratory or dermatological features commonly 
associated with FES. It is hypothesized that fat globules enter the systemic circulation either via a right-to-left intracardiac shunt, 
such as a patent foramen ovale, or through intrapulmonary arteriovenous malformations. These emboli then lodge within the cere-
bral microvasculature, causing endothelial damage and local ischemia. Clinical manifestations range from mild cognitive dysfunction 
to coma and seizures, as seen in the current case. 
Imaging plays a crucial role in confirming the diagnosis. The 'starfield' pattern on DW-MRI, consisting of multiple punctate hyperin-
tensities scattered throughout the white matter and deep gray structures, is considered pathognomonic. Although CT imaging is 
often the first-line modality in acute trauma settings, it lacks sensitivity for detecting microembolic cerebral lesions. The time course, 
clinical deterioration, and MRI findings in this patient strongly supported the diagnosis of isolated CFE. 
There is no specific therapy for CFE; management is largely supportive. Corticosteroids may reduce cerebral edema and inflamma-
tory responses, while mannitol helps manage intracranial pressure. Antiepileptic drugs are used for seizure control. Prophylactic 
anticoagulation is recommended in immobilized trauma patients to prevent venous thromboembolism. Prognosis varies depending 
on the extent of neurological involvement, but early recognition and ICU-level supportive care may significantly improve outcomes. 
Conclusion 
Isolated cerebral fat embolism should be considered in trauma patients with long bone fractures who develop sudden neurological 
deterioration in the absence of cranial injury. Early use of diffusion-weighted MRI can facilitate prompt diagnosis. Multidisciplinary 
management involving intensive care, neurology, and trauma surgery teams is essential. Future research should focus on improving 
risk stratification and exploring potential targeted therapies. 
Keywords: Fat embolism syndrome, cerebral fat embolism, long bone fracture, diffusion-weighted MRI, neurological deterioration 
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Bibliometric analysis of articles in emergency medicine for 2022-2024, Research Trends and Global Collaboration 
Sefa Yurtbay*, Yusuf Kenan Tekin*, Şimşek Çelik*,  İsmail Kıvanç Cebecioğlu*, İlhan Korkmaz* 
*Sivas Cumhuriyet University, Faculty of Medicine 
Introduction 
Emergency medicine is a field of health that is undergoing rapid development and transformation. Consequently, a thorough analysis 
of extant research in this field is imperative to ascertain prevailing trends and future studies. Bibliometric analyses are utilised to 
elucidate the quantitative and qualitative characteristics of the extant literature within the pertinent field, thereby illuminating its de-
velopmental trajectory and the requisite research areas. Bibliometrics is the analysis of the characteristics of academic publication 
types, including author, subject, publication information, and citation sources. In recent years, bibliometric analysis studies have 
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become increasingly prominent, with software such as SciMAT, Gephi, Biblioshiny, Leximancer and VOSviewer being utilised in this 
field. The existence of scientific databases such as Scopus, Web of Science and Pubmed in the field of medicine, in conjunction with 
the accessibility of the studies contained therein, has resulted in the application of bibliometrics in the field of health (1). 
In a bibliometric analysis study in the field of emergency medicine, the journals in which research in this field was published were 
classified from Q1 to Q4 (2). The analysis revealed that the keywords "resuscitation" and "trauma" predominated in Q1 and Q2 jour-
nals, respectively, while "covid-19" and "pediatrics" emerged as prominent themes in Q3 and Q4 journals. Furthermore, an analysis 
of the most frequently cited subjects revealed that cardiac arrest, disaster, burns and trauma were the most prevalent. The findings 
of this study indicated that research in emergency medicine exhibits variation in accordance with the journal in which it is published. 
In a further bibliometric analysis of Trauma and Emergency Surgery in the field of emergency medicine up to 2023, it was estab-
lished that the most prolific publishing institution was the University of California, the most publishing country was the USA, and the 
most prolific journal was the Journal of Neurotrauma and Brain Injury. It has been documented that the majority of the studies under 
review pertain to the consequences of paediatric traumas, neurological diseases and sports injuries (3). A study was conducted in 
which the WoS database was used to evaluate studies in the field of emergency medicine in Turkey (4). The analysis revealed a 
total of 4,048 scientific studies published in four different journals, of which 3,681 were articles. The most cited study was identified 
as 'User's guide to correlation coefficients', and the majority of the studies were conducted in Turkey, Iran and India. 
These studies facilitate comprehension of the evolution of research trends and foci in emergency medicine across different geo-
graphical regions. In this context, a bibliometric analysis covering the last three years is of great importance to identify current trends 
in the existing literature, research gaps and future research needs. 
Materials and Methods 
In the context of bibliometric analysis, the initial step entails the selection of a database. The present study utilised the Scopus data-
base as its primary research tool. Bibliometric indicators such as citation counts, h-index and co-citation networks are utilised by 
Scopus to assist academics in estimating the impact of scientific articles and authors (5). The identification and analysis of research 
trends and patterns of collaboration across fields, institutions and nations can be facilitated. In addition, rigorous data validation 
techniques are employed by Scopus to ensure the accuracy and completeness of bibliographic information, thus making it a reliable 
source for bibliometric analysis (6). The information is then filtered from the database. 
Search Strategy, Inclusion and Exclusion Criteria 
A comprehensive search of the extant literature on "emergency medicine" was conducted in Scopus, yielding a total of 96436 data 
points. When the publication period of the literature was constrained to 2022-2024, 15,763 studies were identified. Subsequently, 
5410 data items were incorporated into the study, with the restriction imposed that they should be categorised as 'medicine', 'article', 
'English', 'journal' and 'open access'. Consequently, letters to the editor, theses, conference presentations, books and publications 
retracted by authors were excluded from the study. 
The articles related to emergency medicine in the Scopus database were analysed with the R application. The application under 
discussion features software designed for bibliometric analysis that does not require any coding, with an interface that runs on the 
internet (7). The software program VOSviewer was utilised for the purpose of constructing keyword networks (8). Consequently, a 
comprehensive bibliometric analysis was performed on the relevant articles in the field of "emergency medicine" listed in the Scopus 
database, utilising quantitative techniques such as Biblioshiny, VOSviewer, Bibliometrix, and R package. 
Results 
In the analysis of the data, a detailed descriptive analysis of the publications, the status of the institutions/organizations, the status of 
the countries, the status of the journals, and the cooperation of the countries were evaluated first (Figure 1). 
Figure 1: Main information 

 
 
Figure 1 provides a bibliometric analysis summary of academic publications related to "emergency medicine" during a specific time 
period (2022-2024). Timespan: This indicates that the period under analysis is 2022-2024. Despite its brevity, this 3-year period is of 
consequence in terms of evaluating the trend following the pandemic caused by the novel coronavirus (SARS-CoV-2). The fact that 
data was obtained from 1409 different sources demonstrates that information was collected from a wide range of sources. A total of 
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5,410 documents demonstrate that it is a highly comprehensive data set. The findings of the study indicated that there had been a 
year-on-year decline of -13.27% in the growth rate of academic publications. This finding suggests that there has been a decline in 
publications in this field following the pandemic. The mean age of the documents (2.09 years) indicates that the data is fairly recent. 
The mean number of citations per document (4.66) indicates that each document has received more than four citations, thus sug-
gesting that the academic impact of the documents under scrutiny is quite strong. The total number of references (162,585) clearly 
indicates that an extensive literature review was conducted in the studies. The total number of authors is 35,045. This finding sug-
gests that there is a relatively substantial number of researchers in this field. A total of 106 authors work individually, indicating that 
collaborative academic production is the predominant mode. The mean of 7.99 authors per publication indicates a high level of col-
laboration. It is evident that 18.85% of the documents were produced through international cooperation. It is evident that global con-
nections are robust; nevertheless, there is a possibility for their enhancement to a greater extent. 
Figure 2 illustrates the annual publication rate of articles in the domain of "Emergency Medicine" from 2010 to 2025. A decline in the 
number of articles was observed after 2022. A decline in the number of articles was observed from 2042 to 1536 in 2024. The year 
2021 has been identified as the one with the highest number of articles. This phenomenon may be indicative of a more general 
upward trend in scientific publications that has been observed in the aftermath of the global pandemic caused by the severe acute 
respiratory syndrome (SARS-CoV-2) virus. The rationale behind the incorporation of this extensive range within the scope of our 
study is to elucidate the advancements that have transpired in this domain over the years, with a particular emphasis on the reper-
cussions of the pandemic caused by the severe acute respiratory syndrome (SARS-CoV-2). It is noteworthy that there has been a 
steady increase in the production of scientific articles, unaffected by the pandemic. 
Figure 2: number of articles published by year 

 

 
The ranking of the journals with the highest number of articles published on "emergency medicine", along with the number of articles 
published in each source, is presented in Table 1. It is evident that BMJ Open (453 articles) is the publication with the highest num-
ber of articles published. This finding indicates a substantial congruence between the research topics and the scope of this journal, 
thereby underscoring its pioneering contributions within the field. AEM Education and Training is in second place, but there is a sig-
nificant gap with the first. It is evident that the Western Journal of Emergency Medicine has made a substantial contribution to the 
field. 
Table 1:The most published journals for emergency medicine 
Sources Articles 
BMJ Open  453 
AEM Educatıon and Traınıng  143 
Western Journal of Emergency Medıcıne  113 
BMJ Case Reports  91 
JACEP Open  85 
BMC Emergency Medıcıne  82 
Journal of Clınıcal Medıcıne  69 
Internatıonal Journal of Envıronmental Research and Publıc Health  68 
BMC Health Servıces Research  59 
Internatıonal Journal of Emergency Medıcıne  59 
 
The authors who published the most articles in the field of "Emergency medicine" and the organisations or affiliations of the authors 
who contributed to the studies are shown in Table 2. It is evident that Zhang Y, JR, Gottlieb M and Wang Y are highly active and 
contributing authors in their field, making a substantial contribution to the existing literature. The University of Toronto is at the van-
guard of this field, as evidenced by its 314 institutions. This demonstrates its leadership and academic influence in this domain. The 
preponderance of institutions from the United States and the United Kingdom within the top 10 reflects the predominant influence of 
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these nations in the field of research under discussion. 
Table 2: Publication status of the authors and Relevant affiliations that have contributed to research 
Author Articles Affiliation Articles 
Zhang Y 27 Unıversıty of Toronto 314 
JR 24 Harvard Medıcal School 294 
Gottlıeb M 23 Unıversıty of Bırmıngham 293 
Wang Y 23 Unıversıty of Calıfornıa 283 
Lıu Y 19 Monash Unıversıty 208 
Chen Y 17 Unıversıty of Ottawa 192 
Lı X 17 Mcmaster Unıversıty 191 
Zhang X 17 Mayo Clınıc 166 
Lı Y 16 Unıversıty of Pennsylvanıa 165 
Wang H 16 Unıversıty of Calgary 164 
 
Figure 3 shows the countries with the highest number of publications in the field of “Emergency medicine”. The map shows the 
countries that have published the most articles, the countries that have published the fewest articles and the countries that have 
published no articles. 
Figure 3: Country scientific production 
 

 
The USA has published 1452 articles, thus establishing itself as the leader in this field. This is indicative of the research capacity, 
funding and academic intensity of the US in this field. The leadership of the United States can be attributed to a number of factors, 
including its extensive academic network, substantial research funding, and its leading position in the medical field. Turkey (161 
articles) is positioned eighth. This finding indicates that Turkey has a higher level of productivity in this field than many European and 
American countries. This table reveals the international nature of the research field and the intense academic effort from different 
regions. 
The paper that is most productive is the one which has received the highest cumulative number of citations. The ten most productive 
papers are presented in Table 3. 
With 1568 citations, the article titled “2023 Alzheimer's disease facts and figures” published in Alzheimer's and Dementia in March 
2023 ranks first. With 361 citations, the article “SCAI SHOCK Stage Classification Expert Consensus Update: A Review and Incorpo-
ration of Validation Studies” ranks second. With 290 citations, the article titled “Global Initiative for Asthma Strategy 2021: Executive 
Summary and Rationale for Key Changes” by Reddel et al. (2022) published in the American Journal of Respiratory and Critical 
Care Medicine ranks third. 
With VOSviewer software, “Overlay visualization” keywords were colored differently according to the year of publication and the time 
intervals in which they appeared in the literature were determined. In our study, the average (yellow) publication year for the re-
prominent terms is 2023. The visual obtained as a result of the organized analysis is given in Figure 4. 
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Table 3: Most Global Cited Documents 
Paper DOI Total Citations 
Na, 2023, Alzheımer's Dementıa 10.1002/alz.13016 1568 
Naıdu Ss, 2022, J Am Coll Cardıol 10.1016/j.jacc.2022.01.018 361 
Reddel Hk, 2022, Am J Respır Crıt Care Med 10.1164/rccm.202109-2205PP 290 
Shanafelt Td, 2022, Mayo Clın Proc 10.1016/j.mayocp.2022.09.002 287 
Kaplon H, 2022, Mabs 10.1080/19420862.2021.2014296 274 
Rossaınt R, 2023, Crıt Care 10.1186/s13054-023-04327-7 270 
Suvereın Mm, 2023, New Engl J Med 10.1056/NEJMoa2204511 262 
Hodkınson A, 2022, Bmj 10.1136/bmj-2022-070442 259 
Pıerce Rp, 2023, J Telemed Telecare 10.1177/1357633X20963893 189 
Shapıro Nı, 2023, New Engl J Med 10.1056/NEJMoa2212663 179 
 
 
Figure 4: Keyword timeline 
 

 
 
Months 6-7 of 2022 in Figure 4 (blue shades): In this period, keywords such as covid-19, sars-cov-2, health policy come to the fore 
due to the pandemic effect. Research Orientation in this Period: The impact on emergency departments and care of patients with 
trauma, stroke, surgery in the covid 19 pandemic.  
Late 2022 and early 2023 (shades of green): Research appears to cover a wide range of topics, including the main topics of emer-
gency medicine. This period is characterized by studies on medical education, ultrasound, sepsis, diagnosis and mortality of disea-
ses.  
First months of 2023 (Yellow tones): A period in which new technologies and studies on artificial intelligence intensify. While studies 
on the use of concepts affecting the world such as artifical intelligence, machine learning and telehealth in emergency medicine 
come to the fore. Cardiopulmonary resuscitation and trauma-related studies seem to intensify again.  
The word cloud representing the important medical researches in the field of “Emergency medicine” in the last 3 years is given in 
Figure 5. 
We can categorize the word cloud in Figure 5 into different categories according to their content.  
Demographics: Human (4758), Female (3831), Male (3568): The words in the top 5 of the most frequently occurring words in these 
studies show that the studies generally discriminate on the basis of gender. The word human indicates that the studies are about 
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people. Adult (3276), Aged (1617): These words indicate a focus on age groups and reveal that studies are generally conducted in 
the adult age group. 
 
Figure 5: Word Cloud 

 
 
Research Types and Methods: Atricle (4156), Major clinical study (1694), Controlled study (1590): Indicates that the studies conduc-
ted were large-scale clinical trials and prospective randomized trials.  
Medical and Emergency Services: Emergency medicine (1769), Emergency ward (1705), Hospitalization (869), Hospital emergency 
service (810): Indicates that studies on emergency health services and inpatient treatment planning are ongoing. 
Discussion 
A bibliometric analysis of research in the field of "Emergency Medicine" between 2022 and 2024 reveals significant findings and 
trends in this domain. Despite encountering a decline in growth rate of -13.27% due to the lifting of the impact of the pandemic, the 
fact that 5410 quality articles were obtained in a 3-year period demonstrates the efficacy and prestige of the studies in this field. It is 
evident that articles published in 2024 exhibit a notable dearth of citations. This is likely attributable to the temporal requirement for 
new studies to gain a sufficient place in the literature. However, the average citation rate of 4.66 is noteworthy, especially when con-
sidered alongside the average publication age of 2.09. This suggests that the field is generating significant interest, which is a positi-
ve indicator for future research and development.  
The leadership of esteemed journals such as BMJ Open and AEM Education and Training in this field demonstrates their pivotal role 
in publishing high-quality research. In addition, it is evident that prolific authors such as Zhang Y, JR, Gottlieb M and Wang Y. have 
been instrumental in establishing the field's foundation. It is evident that institutions such as the University of Toronto, Harvard Medi-
cal School and the University of Birmingham occupy a central position in the realm of academic innovation and collaboration. Whilst 
the present study demonstrates the significance of international collaboration (18.85%), there is an opportunity to enhance these 
collaborations to even higher levels in order to facilitate research of a higher quality that incorporates diverse perspectives. 
The majority of studies in this field are of the prospective, randomised, controlled, clinical trial type, and are conducted on human 
subjects rather than experimental studies on animals. The extant studies have focused on age groups (elderly and middle-aged) and 
have also differentiated between male and female participants. The evaluation of outcomes frequently entailed the measurement of 
survival, mortality and treatment success. 
A close examination of the literature reveals that the research agenda can be subject to change, even over brief periods of time, as 
evidenced by both keyword analysis and thematic focuses. In 2022, the focus was on the impact of the pandemic on emergency 
departments. In recent years, however, studies on main topics such as trauma, sepsis, technology integration in emergency depart-
ments and the impact of artificial intelligence have continued. For instance, the fields of artificial intelligence and machine learning 
are evolving as innovative technologies that are fundamentally altering the delivery of emergency healthcare services. This de-
monstrates that the field of emergency medicine is undergoing a transformation into a multidisciplinary research domain, underpin-
ned by technological advancements aimed at enhancing clinical diagnosis and treatment modalities. 
Conclusions 
This bibliometric analysis reveals the vibrant and multidisciplinary nature of research in emergency medicine over the last three 
years. The findings reveal the impact of the pandemic in the number of publications and the variation in thematic focus over the 
years. The present study has underscored the pioneering status of BMJ Open and the significant contributions of authors such as 
Zhang Y to the field. Furthermore, institutions such as the University of Toronto are distinguished as pivotal hubs of innovation and 
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collaboration within this domain. 
The decline in the citation rates of papers published in recent years is a natural consequence of bibliometric measurement and sho-
uld not be taken as a sign of poor quality. It is anticipated that the number of citations of these publications will increase over time, 
and that they will be incorporated into a broader academic discourse. 
The transition from clinical and experimental research to a research agenda encompassing artificial intelligence (AI) and public he-
alth perspectives demonstrates the field's responsiveness to changing health needs. In the future, the integration of artificial intelli-
gence (AI) technologies into emergency services, the increasing prevalence of multidisciplinary studies, and the prioritisation of 
global equity are likely to contribute to enhanced outcomes for research in emergency medicine. 
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Pancreatic Pseudocyst with Oral Intake Disorder Due to Gastric Compression: Case Report 
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Department of Emergency Medicine, Recep Tayyip Erdoğan University Training and Research Hospital, Rize, Turkey 
Introduction 
Pancreatic pseudocyst is a localized collection of fluid rich in amylase and other pancreatic enzymes, surrounded by fibrous tissue 
not covered by epithelium (1). Pseudocysts are a common clinical entity complicating the course of chronic pancreatitis in 30% to 
40% of patients (2). The etiology of pseudocysts is very similar to the causes of pancreatitis (3). The most common causes are acu-
te or chronic pancreatitis, gallbladder stones, alcohol use and trauma (4). It usually presents with complaints including abdominal 
pain, nausea, vomiting, weight loss, anorexia and sometimes jaundice (5). Enlargement of pseudocysts may lead to more prominent 
clinical findings by compressing the surrounding tissues. Especially large pseudocysts may cause obstruction or vascular damage 
by compressing the stomach, intestines or vessels. Pancreatic pseudocysts are diagnosed by a combination of clinical symptoms 
and imaging techniques. Imaging techniques are used to assess the size and shape of the pseudocyst and its relationship to other 
organs. In the laboratory, amylase and lipase levels are usually elevated, but may be within reference ranges (6). Transabdominal 
Ultrasonography (TUS), Computed Tomography (CT), Magnetic Resonance Pancreatography (MRCP), Endoscopic Ultrasonography 
(EUS) are used in imaging. Treatment is drainage of the pseudocyst. The main indication for drainage is the presence of complicati-
ons such as infection, bleeding, gastric outlet obstruction due to compression of the stomach or duodenum and biliary obstruction 
(7). 
Case 
A 75-year-old man presented to the emergency department with nausea and vomiting after feeding for 3-4 days. He had a history of 
dementia, diabetes, hypertension, hyperlipidemia, coronary artery disease, heart failure, chronic kidney disease, surrenal adenoma, 
benign prostatic hyperplasia and biliary pancreatitis. On physical examination, vital parameters were stable, consciousness was 
clear, oriented and cooperative. The abdomen was distended, there was tenderness in the upper quadrants with palpation, and no 
defense or rebound was detected. Total bilirubin: 0.46mg/dl, direct bilirubin: 0.16mg/dl, ALT: 54U/L, AST: 55U/L, GGT: 261U/L, ALP: 
532IU/L, GGT: 261IU/L, amylase: 184U/L, WBC: 10.38(x10⁹/L), CRP: 139mg/L. A nasogastric catheter was inserted and it was seen 
that bile fluid was coming. Abdominal CT was performed to clarify the differential diagnosis due to elevated acute phase reactants 
and bile content coming from the nasogastric catheter. Loculated fluid was seen adjacent to the stomach, extending to the perisple-
nic area surrounding the large and small curvature. It was evaluated as pancreatic pseudocyst with a size of 11 cm above the large 
curvature and 7 cm below the small curvature. Absence of free fluid in the duct suggested that the fluid was in the retroperitoneal 
space. Gastroenterology and interventional radiology consultation was requested. Percutaneous cyst drainage was performed by 
interventional radiology. She was hospitalized in the gastroenterology ward after the procedure. 
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Figure 1. Pancreatic pseudocyst compressing the stomach in CT coronal and sagittal sections 
Discussion 
Pancreatic pseudocysts are a very common complication of pancreatitis. However, a few cases of giant pancreatic pseudocysts with 
a maximum diameter of 10 cm or more have been reported in the literature (8). Due to the widespread use of advanced diagnostic 
and therapeutic methods, large pancreatic pseudocysts are rarely seen today. In the past, it was only possible to detect cysts large 
enough to cause morphologic abnormalities in adjacent visceral organs using methods such as clinical examination, barium exami-
nations, laparotomy and angiography (9). Today, transabdominal ultrasonography (TUS) is the first imaging method commonly used 
in the diagnosis of pseudocysts. They are usually seen as round or oval smooth contoured lesions with hypo- or anechoic wall flare. 
There are signs of acute and/or chronic pancreatitis in the pancreatic parenchyma. Its sensitivity is lower than CT. Abdominal CT can 
diagnose pseudocyst with 90-100% accuracy. Although MRI is a more sensitive method, it does not provide extra information in the 
diagnosis. However, MRCP and EUS are very valuable in demonstrating the connection of the cyst with the duct (7). The treatment 
approach varies depending on the size of the cyst, symptoms, complications and general health status of the patient. Asymptomatic 
cysts are approached conservatively as long as they are asymptomatic and there is no increase in size. Cysts smaller than 4cm in 
diameter often resorb spontaneously and rarely cause complications. In general, however, larger cysts are more likely to become 
symptomatic or cause complications. Without early diagnosis and treatment, giant pseudocysts can have many complications. The-
se complications include massive hemorrhage into the pseudocyst, sepsis with splenic infarction, splenic vein thrombosis, gastroin-
testinal bleeding and peritonitis with cyst rupture, obstructive jaundice with obstruction of the common bile duct by a large cyst in the 
head of the pancreas, portal hypertension with cyst compression of the splenic vein or portal vein (10,11,12). Since patients with 
abdominal pain, nausea, vomiting and impaired oral intake frequently present to the emergency department in the acute period, the 
role of the emergency department is important in early diagnosis and prevention of complications. Especially in patients with a his-
tory of pancreatitis as in our patient, pancreatic pseudocysts should be considered in the differential diagnosis in the absence of 
elevated pancreatic enzymes but persistent symptoms. 
Conclusion 
When patients with a known history of pancreatitis present with signs of gastrointestinal obstruction and impaired oral intake, abdo-
minal tomography without delay will be a useful approach to make a rapid diagnosis and initiate treatment before complications 
develop. In addition, determination of cyst size by tomography is helpful in determining the treatment procedure. 
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Kayseri State Hospital 
Introduction 
Proximal femur fractures are defined as fractures of the bony structure that includes the femoral head, neck, and the lesser trochan-
ter up to five cm distal. Proximal femur fractures are particularly common in the geriatric population, and the mortality rate within 1 
year has been reported as 5% to 20% (1–3). In the FRACTURK study conducted in Turkey, the lifetime probability of hip fracture 
after the age of 50 was reported as 3.5% in men and 14.6% in women (4). 
Our study aimed to determine early-term in-hospital mortality rates and risk factors affecting mortality in patients diagnosed with 
upper-end femur fractures in the emergency department. 
Materials and Methods 
Our study was conducted prospectively on patients admitted to the emergency department trauma unit between 01.11.2022 and 
31.05.2023, whose proximal end femur fracture was detected by radiological examinations and whose diagnosis was confirmed by 
the orthopedic specialist. The performance of age, systolic and diastolic blood pressure, pulse, respiratory rate, shock index, and 
hospital stay in predicting mortality was evaluated by Receiver Operating Characteristic (ROC) Curve analysis. AUC value (the area 
under the ROC curve), sensitivity, specificity, and 95% confidence interval (CI) values were given as descriptive statistics. Multiple 
binary logistic regression analysis was also used to determine risk factors affecting 28-day mortality. Statistically significant value 
was accepted as p<0.05. 
Results 
112 patients with upper/proximal end femur fractures were included in our study. The average age of the patients was 79.6±12.3 
years, and 59.8% (n=67) were women. 86.6% of the patients had at least one comorbidity, and the three most common comorbidi-
ties were hypertension at 60.7%, diabetes at 27.7%, and coronary artery disease at 19.6%. The median length of hospital stay was 
seven days. 65.2% of the patients were admitted to the intensive care unit (ICU). The 28-day mortality of the patients is 14.3% 
(n=16), in-hospital mortality is 11.6% (n=13), out-of-hospital mortality is 2.7% (n=3) in the first 28 days, and 29-90 days mortality is 
1%. It was .8 (n=2). 84.8% of the patients had at least one chronic drug use, and 24.1% had anticoagulant/antiplatelet drug use. 
While 50% of the patients had an intertrochanteric fracture, 49.1% had a femoral neck fracture. Only one patient had a subtrochan-
teric fracture. Univariate analysis was performed to identify risk factors for 28-day mortality. Univariate analysis of age, systolic and 
diastolic blood pressure, heart rate, respiratory rate, shock index, length of hospital stay, and ICU admission variables were signifi-
cant. In these variables' multiple binary logistic regression analysis, heart rate, and hospitalization duration were statistically signifi-
cant (p values 0.016 and 0.023, respectively). As the heart rate increased by one unit in the hospital, the risk of mortality increased 
by 1.24 times, while as the length of stay increased by one day, the risk of mortality increased by 1.65 times. When we examined the 
ROC analyses in predicting mortality, the shock index had the highest AUC value (AUC= 0.988 p=<0.001). When the shock index 
was >0.76, its sensitivity in predicting mortality was 100%, and its specificity was 90.6%. When we evaluated heart rate performance 
in predicting mortality, the AUC value was 0.975 and was statistically significant (p<0.001). When the heart rate was >99 beats/min, 
sensitivity was 100%, and specificity was 84.37%. 
Discussion 
Risk factors for hip fractures include advanced age (>75 years), lack of basic daily living activities, cognitive impairment, malnutri-
tion, high ASA (American Society of Anesthesiologists) score, time of operation and presence of anemia before the operation, as 
well as factors such as vitamin D deficiency, muscle strength and hyperparathyroidism, which are important risk factors for 1-year 
mortality after hip fracture (5). 
Proximal femur fractures are a serious complication and a major health problem, especially in elderly patients. With the increase in 
life expectancy in the general population, the number of trauma patients, especially in the elderly, is also increasing. Studies have 
estimated that femur fractures will double worldwide from 1990 to 2025 and will double again by 2050, with an interval of 7.3 to 21.3 
million fractures worldwide. Proximal femur fractures, in particular, have high morbidity and mortality, as well as very high direct 
costs due to long hospital stays and rehabilitation. Detailed epidemiological assessment provides a valuable resource for stakehol-
ders in the health system to determine risk factors affecting morbidity and mortality, determine therapeutic procedures and preven-
tion strategies, and predict future developments (6). 
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Conclusion 
In our study, elevated heart rate and prolonged hospital stay were risk factors for mortality. The shock index had the highest ability to 
predict mortality. Our study is a guiding study for emergency department physicians who make the initial evaluation of patients with 
upper-end femur fractures. Additionally, our study is a pioneering study conducted in the emergency department to determine the 
types of proximal femur fractures. 
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Introductıon 
Portal vein thrombosis (PVT) refers to the partial or complete occlusion of any segment of the portal vein. The most common underl-
ying mechanisms contributing to PVT include hypercoagulopathy in patients with liver cirrhosis, malignancy, acquired prothrombotic 
disorders, or inflammatory conditions. The estimated overall prevalence of PVT is low (approximately 1%); however, studies indicate 
that patients with cirrhosis or underlying malignancy are at increased risk, with some studies reporting PVT prevalence between 
10% and 26% in this population (1,2). Nevertheless, in cases of chronic, gradual thrombus development or limited thrombus exten-
sion, PVT may remain asymptomatic.The pathophysiology of PVT is related to the disruption of Virchow’s triad, where increased 
venous stasis, endothelial injury, and hypercoagulable states predispose patients to thrombus formation. PVT can also be categori-
zed based on its etiology as acute or chronic and as cirrhotic or non-cirrhotic (1).Various local or systemic etiologies can contribute 
to the development of PVT, often involving multiple factors. The clinical presentation of PVT differs depending on whether it is acute 
or chronic and on the extent of collateral circulation development. Common symptoms of acute PVT include abdominal pain, diarr-
hea, rectal bleeding, abdominal distension, nausea, vomiting, anorexia, fever, lactic acidosis, sepsis, and intestinal ischemia with 
obstruction. In contrast, chronic PVT may be entirely asymptomatic or manifest with splenomegaly, pancytopenia, varices, and ra-
rely, ascites (3). 
Case Presentatıon 
A 42-year-old male of foreign nationality was referred to our emergency department for anemia. The patient had no known medical 
history or prior medical follow-up. He initially presented to another emergency department with a complaint of scrotal swelling that 
had persisted for 3 days. Ultrasonographic imaging performed at the external center revealed physiological levels of scrotal fluid and 
edema of the scrotal skin and spermatic cord. His complete blood count showed hemoglobin at 5.5 g/dL, prompting referral for furt-
her investigation and treatment of anemia.Upon admission, the patient’s vital signs were within normal limits. Physical examination 
revealed pretibial edema (+2) in both lower extremities, widespread ascites, scrotal edema, and basal crackles in both lungs. The 
complete blood count results were as follows: hemoglobin (HGB): 5.5 g/dL, platelet count (PLT): 108 × 10^3/μL, white blood cell 
count (WBC): 3.84 × 10^3/μL, mean corpuscular volume (MCV): 102 fL, and mean corpuscular hemoglobin (MCH): 30 pg. Coagula-
tion tests showed INR: 1.49, PT: 16.7 s, APTT: 22.8 s, and D-dimer: 9.29 μg/mL. Biochemical parameters were within normal ranges 
except for an albumin level of 19 g/L. Contrast-enhanced abdominal CT revealed a normal-sized liver, splenomegaly, and ascites. 
Given these findings, the patient was hospitalized for further evaluation and treatment.During hospitalization, a detailed ultrasound 
examination of the portal system was performed, revealing the following: "The main portal vein measured 16 mm. Findings consis-
tent with chronic thrombosis with cavernous transformation were observed in the right and left portal vein branches." Consequently, 
the patient was referred for gastroenterological management. 
Dıscussıon 
The presented case involves a 42-year-old male patient. One of the challenges of this case was the patient's refugee status, which 
limited communication. Even with secure communication, the absence of any medical history further complicated the case. While 
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obtaining a thorough anamnesis is crucial, its feasibility in the emergency department is debatable. Another important consideration 
is the holistic assessment of the physical examination findings. In this case, the initial presenting symptom of testicular swelling led 
to scrotal ultrasonography, which had limited diagnostic value. Laboratory findings revealed pancytopenia, initially suggesting a 
purely hematological condition. However, a broader multidisciplinary approach was essential, making this case a valuable example. 
Although portal vein thrombosis may seem rare, its prevalence among cirrhotic patients ranges from 4.4% to 15% and accounts for 
approximately 5% to 10% of all portal hypertension cases (4). While PVT can be asymptomatic, it has been associated with compli-
cations such as pancytopenia, as documented in the literature (3). Although rare, pancytopenia has also been observed in pediatric 
patients with PVT (5). These findings suggest that pancytopenia should be carefully considered in patients with portal vein thrombo-
sis. 
Conclusıon 
Anemia is a common finding in emergency departments and can have numerous etiological causes. The diagnosis and treatment 
should not focus solely on anemia but require a comprehensive evaluation of all clinical and laboratory findings. Pancytopenia, defi-
ned as a reduction in all three blood cell lines, may present with symptoms related to anemia, leukopenia, or thrombocytopenia; 
however, it can also be asymptomatic. It is not a disease itself but a manifestation of an underlying condition affecting the bone mar-
row or peripheral blood cells (6). Thus, evaluating pancytopenia should include not only hematological but also systemic considera-
tions, as illustrated in this case. Although extensive diagnostic testing may seem resource-intensive, the primary concern should 
always be the patient’s well-being. 
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Concurrent ischemic stroke and st-elevation myocardial infarction: a lethal confluence in stroke-heart syndrome – case 
report and clinical implications 
Ömer Jaradat1, Özgün Yağmur2 
1 Kırşehir Training and Research Hospital, Emergency Medicine Clinic, Kırşehir, Türkiye 
2 Kırşehir Ahi Evran University, Faculty of Medicine, Department of Emergency Medicine, Kırşehir, Türkiye 
Introductıon 
Stroke is a clinical syndrome caused by the interruption of blood flow to a specific region of the brain. It is caused by 85% vascular 
occlusion and 15% vascular rupture (hemorrhage, direct cellular trauma, mass effect, increased intracranial pressure, and/or release 
of biochemical toxins) (1). Cardiac complications are frequent in the initial few days following ischemic stro-
ke, and patients develop signs of myocardial injury, cardiac dysfunction, and arrhythmias, which are frequently overlapping (2). 
This has been termed SHS (3). We present a case of concurrent AIS and STEMI. 
Case 
A case of an 83-year-old female with diabetes, hypertension, and a prior ischemic stroke was taken to the district emer-
gency room following syncope. The patient with a Glasgow Coma Scale score of 6 was intubated and transferred to a tertiary emer-
gency center. Blood pressure on arrival was 170/100 mmHg and pulse 70/min. The ECG showed ST-segment elevation in inferior 
leads, ST depression in lateral leads, and T-wave inversion in V4-6 leads. Computed tomography of the brain revealed no hemorr-
hage, but diffusion-weighted MRI (DWI) showed extensive acute diffusion restriction in the left cerebral hemisphere. This was a 
diagnostic of left MCA infarction with myocardial infarction. Laboratory results were creatinine 1.69 mg/dL, high-sensitivity troponin 
3583 pg/mL, and CK-MB 121 ng/mL. Coronary angiography later revealed LAD occlusion. The patient was monitored in the intensi-
ve care unit but passed away on the seventh day. 
Dıscussıon 
AIS and its cardiac complications, together constituting SHS, highlight the intricate bidirectional interplay between cerebral and car-
diovascular pathophysiology. SHS occurs in the form of myocardial injury, arrhythmias, or cardiac dysfunction days to we-
eks following stroke and carries a mortality of as high as 20% (1,2). The pathophysiology of SHS is multifaceted, with roles 
for autonomic imbalance, neurohormonal activation, and systemic inflammation (3). One primary mechanism is the hyperactivation 
of the sympathetic nervous system via ischemic damage to brain regions regulating autonomic function, such as the insular cortex 
(4). This results in a catecholamine surge with consequent myocardial stunning, microvascular dysfunction, and arrhythmogenic 
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substrates (5). The elevated serum troponin level, as in the case of our patient (3583 pg/mL), is a marker for SHS-related myocardial 
injury, though the failure to distinguish between primary acute coronary syndrome and neurogenic injury remains a challenge (6). 
In this case, the concurrent STEMI and AIS highlighted the severity of SHS. Coronary angiography confirmed LAD occlu-
sion, either because of pre-existing atherosclerotic disease worsened by stroke-induced sympathetic stress or de novo plaque ruptu-
re due to systemic inflammation (7). The overlap in timing of these events is in accordance with the fact that cardiovascular compli-
cations are most common in the first month following stroke, peaking in the second week (8). This timing coincides with maximal 
inflammatory cytokine release and autonomic instability, both of which render the heart vulnerable (9). 
Early SHS diagnosis is crucial. The 2019 AHA/ASA guidelines highlight dual evaluation for cerebral and coronary ischemia in pati-
ents who have overlapping symptoms (10). Therapeutically, there is difficulty because anticoagulants or antiplatelets for secondary 
stroke prevention may increase the risk of bleeding with coronary interventions. Our patient's fatal result , despite revascularization, 
underscores the prognostic severity of SHS, particularly in elderly patients with comorbidities like diabetes and hyperten-
sion that exacerbate both cerebrovascular and cardiovascular risk (2). 
Due to the high incidence and mortality of SHS, AIS patients must be subjected to aggressive cardiac monitoring 
and examination for stroke-heart syndrome to prevent adverse outcomes. 
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Atrial Fibrillation Complicated by Spleen Infarction Due to Suboptimal Anticoagulation With Aspirin 
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Introduction 
Atrial fibrillation is a significant risk factor for thromboembolic events, particularly in elderly populations. Several clinical scoring sys-
tems have been developed to guide prophylactic management, with the CHA₂DS₂-VASc score being one of the most widely used. 
The CHA₂DS₂-VASc score takes into account various factors such as Congestive heart failure, Hypertension, Age ≥75 years, Dia-
betes mellitus, Stroke, Vascular disease, Age 65–74 years, and Sex category. Each of these risk factors contributes to the patient's 
overall risk score, which helps guide anticoagulation therapy decisions. A higher CHA₂DS₂-VASc score indicates a greater risk of 
thromboembolic events, influencing treatment strategies and patient management. It is endorsed by both the European Society of 
Cardiology (ESC) and the American College of Cardiology/American Heart Association (ACC/AHA) for guiding anticoagulation deci-
sions (1,2). 
The role of aspirin in the prevention of thromboembolic events in atrial fibrillation remains clinically limited and is primarily reserved 
for patients at low risk, defined as CHA₂DS₂-VASc ≤ 1 (3). While early trials, such as SPAF-1, provided the initial rationale for aspi-
rin use in prophylaxis (4), recent studies have demonstrated its limited efficacy. In a recent metanalysis, aspirin has been associated 
with only a non-significant one-fifth relative reduction in atrial fibrillation-related stroke risk when compared to placebo, highlighting 
its diminished role in contemporary stroke prevention strategies (5).  
The spleen receives a substantial blood supply, accounting for approximately 5% of the total cardiac output (6). Its inherent vascular 
architecture also predisposes it to thromboembolic events, similar to other highly perfused organs such as the kidney and brain.  
Embolic events resulting in splenic infarction can arise from a wide range of aetiologies, including decreased perfusion, hypercoagu-
lable states, and infectious causes such as infective endocarditis or sepsis (7). Additionally, malignant conditions, such as pancreatic 
tumours invading the splenic artery, may also contribute to embolism (7).  
This case report presents an elderly patient with a history of atrial fibrillation and multiple comorbidities who developed an acute 
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thromboembolic event, resulting in partial splenic infarction. Notably, the patient was under rate control with the non-dihydropyridine 
calcium channel blocker diltiazem, which is also classified as an antiarrhythmic agent for atrial fibrillation, and was receiving an-
tithrombotic therapy with aspirin. An external cardiology evaluation conducted two months prior to the event had maintained this 
management approach. This case underscores the limitations of aspirin as monotherapy for the prevention of thromboembolic 
events in patients with atrial fibrillation, highlighting the need for more effective anticoagulation strategies in high-risk individuals. 
Case 
An 81-year-old male presented to the emergency department with a three-day history of left-sided abdominal pain. The patient re-
ported that the pain differed from his previous episodes of abdominal discomfort in both intensity and localisation. He had a history 
of chronic constipation, which typically caused milder pain and was effectively managed with conservative, medical and minimally 
invasive interventions, including dietary regulation, high enemas, motility-regulating treatments, and lactulose. Of note, the severity 
of the pain led to a marked reduction in the patient's oral intake of both food and fluids. There were no additional gastrointestinal 
symptoms such as diarrhoea, acute constipation, or vomiting. The patient also denied any urinary symptoms, including dysuria, 
haematuria, or a history of nephrolithiasis. 
His medical history included hypertension, type 2 diabetes mellitus, atrial fibrillation, benign prostatic hyperplasia, and chronic con-
stipation. Furthermore, he underwent hip arthroplasty approximately 7 years ago and cholecystectomy 30 years prior. His regular 
medications consisted of diltiazem, amlodipine, metformin, dutasteride, and acetylsalicylic acid. 
On admission, physical examination revealed an alert patient (Glasgow Coma Scale score: 15/15) who was haemodynamically 
stable. His vital signs were as follows: 
Blood pressure: 200/103 
Heart rate: 91 
Temperature: 36,1 
Oxygen saturation: 98 
Respiratory Rate: 21 
Cardiac auscultation revealed normal heart sounds, and pulmonary examination was unremarkable. Abdominal and lower extremity 
examinations demonstrated a soft, non-tender abdomen and calves. Notably, even with repeated deep palpation, no discomfort 
suggestive of guarding or rebound tenderness was elicited. This absence of peritoneal signs, despite patient’s own expression sig-
nificant pain, raised concern for ischemia-related aetiologies, prompting us for early imaging for further evaluation.  
Laboratory results demonstrated a normal leukocyte count of 8.48 x 10^9/L, haemoglobin level of 12.86 g/dL, and platelet count of 
211 x 10^9/L. The patient's biochemistry panel, including kidney and liver function tests, was unremarkable. Blood glucose levels 
were well-controlled. Amylase and lipase were within normal limits, effectively excluding the possibility of spontaneous pancreatitis 
Although the patient did not report typical infectious symptoms, such as fever or malaise, his C-reactive protein (CRP) level was 
elevated at 59.9 mg/dL. Considering the possibility of an atypical cardiac aetiology, an electrocardiogram (ECG) and troponin-I levels 
were also obtained. The ECG revealed findings consistent with atrial fibrillation, while troponin-I levels were within the normal range, 
effectively ruling out acute myocardial injury. Urinalysis was also normal. As an initial imaging modality, an abdominal erect X-ray 
showed no significant pathologies. To exclude lower lobe parenchymal and pleural pathologies that could contribute to abdominal 
pain, a posteroanterior chest X-ray was performed, which revealed no significant findings.  
The patient’s initial management included the administration of the antihypertensive amlodipine 10 mg orally and intravenous hydra-
tion with 0.9% saline. Given the non-specific laboratory findings, unremarkable initial imaging results, and the disproportionate pain 
experienced by the patient in relation to physical examination findings, a contrast-enhanced abdominal CT scan was ordered for 
further evaluation. During the wait for the imaging results, the patient’s hydration was continued. Upon receipt of the initial CT report, 
a diagnosis of splenic infarction was confirmed.  
Early consultation with the on-call surgical and cardiology teams was conducted, and the anaesthesia team subsequently accepted 
the patient for admission to the general intensive care unit (ICU). Anticoagulation, antihypertensive, and antiarrhythmic therapies 
were promptly initiated. Bedside echocardiography revealed biatrial dilatation, predominantly affecting the left atrium, with a 60% 
ejection fraction. Enoxaparin sodium was administered for anticoagulation, while blood pressure control was achieved through the 
use of furosemide and glyceryl trinitrate. Diltiazem was continued as a rate-controlling agent, and pantoprazole was prescribed as a 
proton pump inhibitor. Further detailed radiological evaluation identified peripheral fat stranding in both kidneys, along with bilateral 
renal cysts. Additionally, a contralateral renal calculus was noted, indicating concurrent nephrolithiasis, which was considered an 
incidental finding. Given the potential concern for pyelonephritis, antimicrobial therapy with ceftriaxone was initiated following a con-
sultation with the urology team. 
A significant finding on subsequent detailed radiological reassessment was the tortuous course of the splenic artery, accompanied 
by calcifications at the arterial level. Furthermore, calcified atheromatous plaques were identified in the coronary arteries. These 
vascular abnormalities may have contributed to the embolic event, further emphasising their potential role as risk factors for splenic 
infarction in patients with atrial fibrillation. 
On the fifth day of hospitalisation, the patient was transferred to the general ward from ICU. Initially, during the emergency examina-
tion, the patient did not report any chronic orthopaedic or rheumatological conditions. However, during follow-up, he developed cellu-
litis on his right ankle and swelling in his toe, prompting the addition of colchicine into his discharge medication list by the internal 
medicine team. After an additional five days of inpatient management, the patient was discharged with a revised long-term treatment 
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plan. His anticoagulation therapy was transitioned to rivaroxaban 20 mg daily. Torsemide was introduced to optimise blood pressure 
control, complementing his pre-existing antihypertensive regimen. Acetylsalicylic acid was discontinued. 
Discussion 
The patient presented to our emergency department with progressively worsening left-sided abdominal pain, with splenic infarction 
historically considered a rare aetiology for such a presentation (7, 8). Prior to the advent of modern diagnostic techniques, previous 
studies reported that up to 90% of splenic infarction diagnoses were made post-mortem (9). However, with the increased availability 
of CT imaging and a lowered threshold for its use in acute settings, splenic infarction is now recognised in a broader range of clinical 
presentations and pathogenic processes (7). Despite these advancements, no standardised clinical guideline or consensus exists 
regarding the diagnostic pathway for splenic infarction (10). This lack of a clear diagnostic approach not only complicates detection 
and treatment but also highlights the need for improved strategies to prevent and reduce risks associated with this condition.  
Atrial fibrillation is a significant comorbidity and a notable risk factor in elderly patients with concurrent underlying conditions. It may 
contribute to splenic infarction, which is primarily associated with thromboembolic events (9), though other causes should also be 
considered (11).  In our case, the patient had a history of atrial fibrillation and was found to have splenic artery deformation, along 
with calcific plaques in both the splenic and coronary arteries. The aetiology of splenic infarction is typically multifactorial, with con-
tributing factors rather than a singular event being the primary cause (7). Therefore, in this case, the thromboembolic infarction of 
the spleen was likely aggravated by the patient's comorbidities, including atrial fibrillation and vascular abnormalities. 
Aspirin has been utilised as a long-term therapeutic agent for centuries. Initially employed for its antipyretic and anti-inflammatory 
properties due to its inhibitory effect on prostaglandin synthesis, its role expanded in the 20th century following the discovery of its 
antiplatelet effects (12). This discovery led to aspirin’s widespread adoption in the prevention and management of cardiovascular 
and cerebrovascular diseases. Historically, it has even been referred to as a 'wonder drug' in early medical literature, highlighting its 
perceived therapeutic significance (13).  However, as with all pharmacological agents, alternative antiplatelet therapies have been 
developed to address the limitations of aspirin, once regarded as a 'miracle drug,' in clinical practice.  
In patients with atrial fibrillation, the initiation of anticoagulation therapy is typically guided by an individualised assessment of throm-
boembolic risk using the CHA₂DS₂-VASc scoring system. Concurrently, the risk of major bleeding complications should be evalu-
ated utilising validated tools such as the HAS-BLED score, a widely established instrument for evaluating haemorrhagic risk in this 
population (14). This score incorporates several key clinical factors: Hypertension, Abnormal renal/liver function, Stroke history, 
Bleeding tendency or predisposition, Labile international normalized ratio (INR), Elderly status, and the concurrent use of Drugs or 
alcohol. The HAS-BLED score provides a comprehensive risk assessment, guiding clinicians in balancing the benefits of anticoagu-
lation therapy with the potential for bleeding. A higher HAS-BLED score is indicative of an increased bleeding risk, prompting closer 
monitoring and, in some cases, reconsideration of anticoagulation therapy. 
Patients deemed eligible for anticoagulation are typically initiated on either direct oral anticoagulants (DOACs) or warfarin therapy 
(14). Of particular relevance, aspirin is no longer recommended as a first-line agent for thromboembolic risk reduction in atrial fibrilla-
tion. When compared to warfarin, aspirin demonstrates reduced efficacy due to the unique haemodynamic characteristics of the left 
atrial appendage, which, despite being classified as an arterial structure, exhibits venous-like flow patterns that promote fibrin-rich 
thrombus formation, rendering aspirin less effective (3). In a Japanese trial, aspirin (150–200 mg/day) was associated with worse 
outcomes, showing a primary outcome rate of 3.1% per year compared to 2.4% per year in the control group with no therapy in atrial 
fibrillation patients (15). In our case, the use of aspirin likely failed to prevent thrombus formation, potentially allowing migration of 
atrial-originated emboli, which led to partial tissue necrosis in the spleen. While calcified plaques in the splenic and coronary arteries 
may have contributed to the embolic event, they are unlikely to have been the primary cause, given their complex and controversial 
role in cardiovascular pathology. Although calcium scoring is positively correlated with cardiovascular disease, the stabilised nature 
of plaques may confer some protective effects, as evidenced by the inverse correlation observed between plaque density and cardi-
ovascular risk (16). Furthermore, isolated splenic infarction attributable solely to splenic arteriosclerosis has been infrequently re-
ported in the literature, with most cases involving additional contributory factors (7). This makes it highly unlikely that splenic calcifi-
cation alone accounted for the embolic event observed in our case. 
The newer generation of anticoagulants has shown significant potential to replace warfarin in the management of thromboembolic 
events (14). These agents offer improved safety profiles and exhibit more predictable pharmacokinetics, reducing the need for rou-
tine monitoring (17,18). These advancements position newer anticoagulants as promising alternatives for long-term anticoagulation 
therapy (3). However, in this context, aspirin no longer remains a strong contender. Some meta-analyses suggest that aspirin may 
no longer offer broader cardiovascular benefits and, in some cases, might even cause harm, particularly when evaluating its overall 
net risk-benefit ratio in terms of cardiovascular protection (19). 
Conclusion 
This case highlights the limitations of aspirin monotherapy in preventing thromboembolic events in patients with atrial fibrillation, 
emphasising that it should not be considered a primary prophylactic strategy, particularly in high-risk patients. Current evidence 
indicates that aspirin offers minimal, if any, protective benefit in reducing stroke risk in atrial fibrillation and may be associated with 
an unfavourable risk-benefit profile, given the growing body of evidence highlighting its insufficiency and potential contribution to 
embolic complications. This underscores the necessity of guideline-directed anticoagulation therapy, particularly in patients with 
elevated thromboembolic risk, to ensure optimal stroke prevention and patient outcomes. 
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Evaluatıon Of Gdf-15 Bıomarker And Heavy Metal Levels In Acute Ischemıc Stroke Cases 
EsmaBulut, Emre Gökçen, Levent Albayrak, Sevilay Vural, Mikail Kuşdoğan, Güneş Seda Albayrak 
Yozgat Bozok Üniversitesi 
Introductıon And Objectıve: 
Ischemic stroke is a major public health concern due to its high mortality and morbidity, necessitating rapid diagnosis and treatment. 
Currently, no universally accepted biochemical marker exists for stroke diagnosis. Growth differentiation factor-15 (GDF-15), also 
known as macrophage inhibitory cytokine-1, is a cytokine from the TGF-β superfamily. GDF-15 levels rise in pathological conditions 
and are linked to hypoxia, inflammation, oxidative stress, and oncogene activation. Previous studies suggest that serum GDF-15 
levels may predict atherosclerotic events and are involved in tissue repair after cardiac injury. Additionally, imbalances in heavy me-
tal concentrations may disrupt physiological homeostasis and contribute to stroke pathogenesis. This study aimed to evaluate the 
association between GDF-15 and heavy metal levels in acute ischemic stroke patients and assess the potential of GDF-15 as a 
prognostic biomarker. 
Materıals And Methods: 
The study enrolled 128 participants: 64 acute ischemic stroke patients and 64 healthy controls. Blood concentrations of 10 heavy 
metals were measured using inductively coupled plasma mass spectrometry. Serum GDF-15 levels were determined via ELISA 
(Elabscience, USA). 
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Results And Conclusıon: 
There were no significant differences between groups regarding age, sex, or comorbidities. GDF-15 levels were significantly eleva-
ted in stroke patients (p<0.001). Lead (Pb) and mercury (Hg) concentrations were also higher in the stroke group. A positive correla-
tion was found between NIHSS scores, GDF-15, and Pb levels. GDF-15 levels varied by age, sex, and stroke subtype. These fin-
dings indicate that GDF-15 is elevated in acute ischemic stroke and correlates with stroke severity and age. Certain heavy metals 
may play a role in stroke development. GDF-15 could serve as a valuable biomarker for evaluating stroke prognosis. 
Keywords: 
Acute Ischemic Stroke, GDF-15, Heavy Metals, NIHSS Score, Biomarker 

 
9498 
From Vision Loss To Death: The Dark Side Of Methanol Intoxication 
Abdülaziz Doğan1 , Ahmet Gümüş1 , Yasin Yıldız1 , Nurser Mutlu1 , Mehmet Gül1 
1Department of Emergency Medicine, Konya City Hospital, Türkiye 
Introduction 
Methanol is an alcohol obtained by distilling wood and is widely used as an industrial solvent due to its organic solvent properties 
(1). It is a colourless, toxic liquid at room temperature. Methanol poisoning primarily occurs through oral consumption of illegally 
produced alcoholic beverages, but can also occur accidentally or intentionally (2). Although methanol itself is not very toxic, it is 
metabolized in the body by alcohol dehydrogenase to toxic metabolites such as formaldehyde and formic acid, resulting in high 
anion gap metabolic acidosis. Formic acid also inhibits cytochrome c oxidase activity in mitochondria, causing cellular hypoxia and 
damage to retinal ganglion cells (3,4). 
Symptoms of methanol poisoning usually appear within 12-24 hours after ingestion due to the slow metabolism of methanol to its 
toxic metabolites. Early symptoms include vision disturbances, abdominal pain, dizziness, nausea, vomiting, and headaches. If left 
untreated, it can lead to coma, blindness, gastrointestinal bleeding, putaminal hemorrhage and death in later stages. Some visual 
disturbances may improve, but permanent vision loss may also occur. 
Case Report 
Our patient was admitted to the emergency room with blurred vision approximately 36 hours after alcohol consumption. Based on 
history and clinical presentation, methanol poisoning was suspected. The patient's Glasgow Coma Scale (GCS) score was E4M6V5, 
blood pressure was 110/70 mmHg, pulse was 85 bpm, and temperature was 36.5°C. Laboratory findings showed that venous blood 
gas values were pH: 7.10, PCO2: 24 mmHg, PO2: 52 mmHg, HCO3: 12 mmol/L, lactate: 1.8 mmol/L, and base deficit -20.5; This 
indicated a high anion gap metabolic acidosis. Biochemical parameters were normal and the ethanol level was <10 mg/dl. 
There was no pathology in central imaging. The patient was referred to related departments for consultation. During the insertion of 
the dialysis catheter in the emergency room, respiratory arrest developed. He was intubated and placed on mechanical ventilation. 
After respiratory arrest, his GCS score decreased to E1M1V1, his metabolic acidosis worsened and he became hypotensive, requir-
ing admission to intensive care. Medical treatment included bicarbonate replacement, ethanol therapy via nasogastric tube at a 
loading dose of 1.8 cc/kg, and maintenance therapy at 0.45 cc/kg/hour due to the patient's history of chronic alcohol use. Ethanol 
levels were monitored and kept at therapeutic levels. Vasopressor doses were adjusted based on noninvasive blood pressure moni-
toring and folic acid was administered at a dose of 1 mg/kg. 
Blood pressure regulation continued to be difficult despite vasopressor support. Hemodialysis was initiated but discontinued one 
hour later due to persistent hypotension despite high-dose inotropic agent support. The patient remained hypotensive and was pro-
nounced dead 12 hours after admission to the intensive care unit. 
Discussion 
Methanol generally goes through a latent period ranging from 1 to 72 hours before showing its toxic effects. The onset of symptoms 
varies depending on the route of methanol intake. Methanol metabolism begins with its oxidation to formaldehyde by alcohol dehy-
drogenase, followed by oxidation to formic acid by aldehyde dehydrogenase. Although methanol itself is not toxic, its metabolites 
(particularly formic acid) cause permanent neurological damage. The toxic dose of methanol ranges from 20 to 250 ml. High mortali-
ty rates in methanol poisoning cases are often caused by delayed hospitalization and delayed diagnosis. Another difficulty is the lack 
of methanol level analysis in many hospitals in Türkiye, which leads to further delays in diagnosis. Symptoms usually appear within 
12-24 hours and usually include central nervous system, gastrointestinal system and visual disturbances. 
Since our hospital does not have the capacity to measure blood methanol levels, the patient's history is very important in detecting 
methanol poisoning if the patient is conscious. Treatment involves correcting metabolic acidosis, administering an antidote to pre-
vent the formation of toxic metabolites, and using hemodialysis to remove methanol and its toxic byproducts from the blood ( 5 ). 
Prognosis is significantly affected by the patient's pH at the time of admission (6,7). Severe acidosis, coma, hypotension, and brady-
cardia are late findings and indicate a poor prognosis (7,8). Patients who present with preserved consciousness and hyperventilation 
tend to have better outcomes. Clinical outcomes are more closely related to the severity of acidosis than to methanol concentration. 
Concomitant ethanol intake may delay the onset of symptoms. The general therapeutic approach for methanol poisoning includes 
gastric irrigation, ethanol administration, fomepizole, hemodialysis, folate supplementation, and thiamine administration. Ethanol is 
the classic first-line treatment for methanol poisoning and can be administered orally, intravenously, or via nasogastric tube (9). Eth-
anol has 10 times greater affinity for alcohol dehydrogenase than methanol and prevents the formation of toxic metabolites. Addi-
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tionally, frequent blood sugar monitoring is necessary to prevent hypoglycemia in these patients. 
Conclusion 
If left untreated, methanol toxicity can be fatal. Methanol poisoning continues to be an important cause of death in our country due to 
its easy availability and use in counterfeit alcoholic beverages. Physicians should suspect methanol poisoning in patients with al-
tered consciousness and unexplained high anion gap metabolic acidosis, even if there is no clear history. Rapid and effective treat-
ment significantly reduces mortality and morbidity. 
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Hidden Threats of Motor Vehicle Accidents: First Rib Fractures 
Dr. Ekim SAĞLAM GÜRMEN, Dr. Mehmet TAŞDEMİR 
Manisa Celal Bayar University School of Medicine, Emergency Department, Manisa, Turkey 
Introductıon: 
First rib fractures are relatively rare compared to other rib fractures due to the rib’s well-protected anatomical position in the upper 
thoracic cavity. These fractures are typically associated with high-energy trauma and may accompany multisystem injuries, including 
subclavian artery and aortic damage. Given their association with significant morbidity and mortality, early diagnosis and proper 
management of first rib fractures are essential. In this case report, we present an isolated traumatic first rib fracture without any 
major thoracic organ injury, aiming to emphasize its clinical importance. 
Case Presentatıon: 
A 56-year-old male was brought to our Emergency Department with ambulance following a motorcycle accident. Upon arrival, his 
vital signs were stable, and he was conscious, oriented, and cooperative. The patient reported severe pain in the left shoulder re-
gion. Physical examination revealed a 3x2 cm area of dermabrasion on the forehead and restricted range of motion in the left shoul-
der joint. Emergency imaging identified bilateral pulmonary contusions and non-displaced anterior and posterior fractures of the left 
first rib, without any other pathological findings. The patient was evaluated by the thoracic surgery team, admitted for observation, 
and subsequently discharged from the emergency department. 
Dıscussıon: 
The anatomical location of the first rib provides substantial protection and stability, making its fracture a critical indicator of high-
impact trauma. Most first rib fractures are linked to motor vehicle accidents and are often accompanied by intrathoracic injuries such 
as pulmonary contusion, pneumothorax, or hemothorax. Although rare, first rib fractures may signal the presence of severe thoracic 
and extrathoracic injuries. Due to the overlapping structures in this region, these fractures are often difficult to detect on plain radiog-
raphs. Therefore, computed tomography (CT) remains the most sensitive and specific imaging modality for identifying first rib fractu-
res. Emergency physicians must recognize the potential severity of first rib fractures. A multidisciplinary approach, including early 
diagnosis, appropriate management, and close monitoring—especially in an intensive care setting when necessary—can signifi-
cantly reduce the risk of complications and mortality. 
KEYWORDS: First Rib Fracture, Isolated İnjury, Motorcycle Accident 
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9630 
Deep Neck Infection: A Case Report 
Ahmet Dursun Demir¹, Hızır Ufuk Akdemir¹ 
¹Department of Emergency Medicine, Faculty of Medicine, Ondokuz Mayıs University, Samsun, Türkiye 
Introduction 
Deep neck infections (DNIs) are defined as bacterial infections of the soft tissues located within the fascial compartments of the 
neck. Due to their potential for life-threatening complications, they require urgent medical intervention. DNIs commonly develop 
secondary to upper respiratory tract infections (URTIs), dental infections, trauma, or post-operative complications following neck 
surgery. The etiology of these infections is often complex and typically polymicrobial, involving a combination of aerobic and anaero-
bic bacteria. 
The anatomy of the neck, containing multiple vital structures within a compact area, predisposes to rapid spread of infection. Fascial 
planes and spaces in the neck allow for progression of infection into deeper tissues and even into the mediastinum. DNIs can mani-
fest in various clinical entities such as retropharyngeal abscess, parapharyngeal abscess, prevertebral abscess, and Ludwig’s angi-
na. 
Clinical presentation of DNI typically includes neck swelling, pain, fever, dysphagia, and trismus. However, the symptoms are often 
nonspecific and may overlap with other more common causes of neck pain, making early diagnosis and treatment challenging. Hen-
ce, a high index of clinical suspicion and appropriate imaging modalities—such as ultrasound, contrast-enhanced computed tomog-
raphy (CT), or magnetic resonance imaging (MRI)—are critical for accurate diagnosis. 
This report presents the case of a 51-year-old male who developed a deep neck infection three days after experiencing symptoms of 
an upper respiratory tract infection. 
Case Presentation 
A 51-year-old male patient with no known chronic illnesses presented to our emergency department with complaints of neck swelling 
and dysphagia. The patient had received treatment for an upper respiratory tract infection three days prior. On examination, he was 
conscious, oriented, and cooperative, with stable vital signs. Physical examination revealed mild restriction of mouth opening, full-
ness of the posterior right lateral oropharyngeal wall, diffuse tenderness and erythema in the neck, no fluctuance, limited right-sided 
neck movements, and the presence of torticollis. 
Laboratory findings showed leukocytosis with a white blood cell count of 26.32 × 10³/µL, neutrophils at 24.23 × 10³/µL, hemoglobin 
at 15.1 g/dL, and a markedly elevated C-reactive protein (CRP) level of 266.88 mg/L. No other significant pathological findings were 
noted. 
Contrast-enhanced CT of the neck and thorax demonstrated a deep neck infection characterized by soft tissue edema and air densi-
ties extending from level 2 through levels 3, 4, and 6 on the right side of the neck, adjacent to the hypopharynx. The lesion extended 
posteriorly to the submandibular gland and prevertebral space, with involvement of the carotid neurovascular bundle at level 2, and 
reached medially and anteriorly to the right thyroid lobe. The infected area measured approximately 4 × 2 cm in its largest axial 
dimension and extended over a segment of roughly 9 cm. No well-defined abscess formation was observed. No thrombus or wall 
thickening was seen in the right jugular vein. 
The patient was diagnosed with a deep neck infection and consulted with the otorhinolaryngology (ENT) department. He was admit-
ted to the ENT service for further management and treatment. 

 
 
Discussion 
Deep neck infections are serious infections with high potential for morbidity and mortality due to their location within the complex 
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anatomical fascial compartments of the neck. The polymicrobial nature of DNIs typically involves both aerobic and anaerobic bacte-
ria. Common predisposing factors include URTIs, dental infections, trauma, and surgical procedures involving the neck. 
Early diagnosis is crucial for effective management. However, clinical signs and symptoms such as neck pain, swelling, fever, and 
dysphagia are often non-specific and may initially be mild. As the infection progresses, these symptoms become more pronounced. 
Therefore, a high clinical index of suspicion, thorough physical examination, and prompt laboratory and imaging assessments are 
essential. 
Inflammatory markers such as leukocytosis and elevated CRP are common laboratory findings that support the presence of infec-
tion. Imaging techniques—particularly contrast-enhanced CT and MRI—are indispensable in evaluating the extent of infection and 
involvement of critical anatomical structures. These modalities also help determine the need for surgical intervention. 
First-line treatment of DNIs involves empirical administration of broad-spectrum intravenous antibiotics. Antibiotic therapy plays a 
key role in controlling the infection and preventing complications. However, if abscess formation occurs or if the infection progresses, 
surgical drainage may become necessary. A multidisciplinary approach involving emergency medicine, infectious diseases, radio-
logy, and otorhinolaryngology specialists is essential for optimal management. 
The prognosis of DNIs largely depends on early recognition and appropriate treatment. Given the potential for rapid progression and 
life-threatening complications, clinical awareness must be heightened. In patients presenting with neck swelling and pain following a 
recent upper respiratory infection, the possibility of DNI should always be considered. Prompt diagnosis and timely intervention can 
significantly reduce morbidity and mortality. 
In conclusion, the management of deep neck infections requires early diagnosis, rapid initiation of treatment, and a multidisciplinary 
approach. Enhancing clinical awareness and utilizing advanced diagnostic techniques are critical to preventing complications and 
improving patient outcomes. As demonstrated in this case, with early recognition and proper management, DNIs can be effectively 
treated. 
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Retained foreign body not detected by imaging methods 
Mustafa Çifçi1, Muhammet Gökhan Turtay1, Naim Hikmet Kalkan1, Furkan Tayiz1 
1 Emergency Medicine Clinic of Konya City Hospital, Konya, Türkiye 
Introduction 
Retained foreign body accounts for 7% to 15% of emergency department visits, and it has been found that 38% of these foreign 
bodies are overlooked during the initial evaluation (1). In the United States, 37% of malpractice lawsuits related to emergency de-
partments have been linked to foreign bodies (2). Materials such as wood, acrylic, and some plastics have densities similar to the 
surrounding soft tissues, making them difficult to visualize, and it has been reported that only 15% of wooden foreign bodies are 
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detected in plain radiographs (3). 
In this case presentation, we aimed to present a case of a retained foreign body in the gluteal region of an 11-year-old male child 
that was overlooked in imaging methods. 
Case report 
An 11-year-old male child was brought to the emergency department by his family after reporting that a splinter had entered his left 
inner hip area while sliding on a slanted board they had placed to play. The patient's general condition was good, with clear con-
sciousness, cooperation, and orientation. His vital signs were as follows: blood pressure 130/70 mmHg, pulse 76/min, respiratory 
rate 18/min, body temperature 36.5°C, and SaO2 99%. A lesion potentially corresponding to the point of entry was identified at the 
site of pain, as indicated by the patient, in the left inner hip region (Figure 1). However, no foreign body or hardness was felt upon 
examination. A superficial ultrasound (US) examination showed no pathology at the lesion site or in the surrounding area. As the 
patient’s severe pain persisted, a pelvic computed tomography (CT) scan was performed. The pelvic CT scan revealed air densities 
in the region of the skin lesion (Figure 2), but no other pathology was found. Later, as the patient’s complaints continued, the area 
was re-examined along the tract of air densities starting from the skin lesion. During this examination, a palpable hardness was 
found under the skin on the upper outer side of the right hip. A superficial US examination was requested at the site of the palpable 
hardness, but no pathology was identified again. Despite the lack of pathology detected in imaging methods, the palpable hardness 
and the patient's severe pain prompted a small incision to be made at the site of the hardness (Figure 3). Upon finding a foreign 
body, the child was consulted to the pediatric surgery department. A foreign body measuring approximately 35x0.8 cm was removed 
during the procedure performed by the pediatric surgery team (Figure 4). The patient was followed and subsequently discharged. 
Figure 1. In the initial examination, the area where the 
patient reported pain, which was considered as the possible 
entry site, was identified. 

Figure 2. The pelvic CT scan revealed air densities in the region of 
the skin lesion. 

  
 
Figure 3. The incision made over the area with hardness during 
the examination. 

Figure 4. Removed foreign body. 
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Discussion 
In patients presenting with suspicion of a foreign body, a detailed history and physical examination are crucial during the initial as-
sessment. Metals, glass, and wood are the most commonly encountered foreign bodies (4). Metal objects are easily detected in 
plain radiographs. However, glass and wood are difficult to visualize on radiographs, and glass alone accounts for 50% of foreign 
bodies that are overlooked despite physical examination and radiography (5). In our case, the foreign body was a piece of wood, 
which was not detected through imaging methods at the initial stage but was diagnosed later based on suspicion following a careful 
physical examination. 
In cases of injury within the first 24 hours, the entry site can usually be easily seen, and intervention is more straightforward, making 
the ideal time for diagnosis and treatment within the first 24 hours (6). Delayed treatment can lead to complications such as infec-
tion, delayed wound healing, and loss of function (7). Therefore, early diagnosis is essential; failure to make a diagnosis may lead to 
malpractice claims and compensation lawsuits (5). In our case, the patient presented to the hospital 2 hours after exposure to the 
foreign body, and the intervention was performed. 
Bedside US is an easily accessible, radiation-free, inexpensive, and safe imaging method commonly used in emergency department 
practice. Since most wooden foreign body insertions result from low-energy trauma, they are typically superficial. US is one of the 
best imaging techniques for diagnosing superficially located foreign bodies (8,9). However, in our case, the foreign body could not 
be detected using US. 
For detecting deeper foreign bodies CT may be used. CT has been shown to be the best imaging method for plastic, glass, and 
stone foreign bodies (10). In our case, following the failure to identify the foreign body on USG, a CT scan was performed based on 
the patient's history and physical examination findings. However, the initial interpretation of the CT scan was normal, with the excep-
tion of air densities. Afterward, a foreign body was detected during incision at the site of the palpable hardness, and the foreign body 
was removed.  
Conclusion 
In cases of retained foreign body, although imaging methods such as US and CT are important for diagnosis, it should be remem-
bered that in rare cases where imaging methods are not helpful, a thorough history and physical examination remain the most effec-
tive approach. 
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A Case Of Hyperlıpıdemıa Developıng Pulmonary Embolısm Durıng Plasmapheresıs 
Yasemin PİŞGİN 
Malatya Training and Research Hospital, Emergency Department 
Malatya, Türkiye 
Introductıon 
Venous thromboembolism (VTE), clinically manifesting as deep vein thrombosis (DVT) or pulmonary embolism (PE), is the third 
most common acute cardiovascular syndrome worldwide after myocardial infarction and stroke (1). Epidemiological studies report 
annual incidence rates for PE ranging from 39 to 115 per 100,000 population (2). While major risk factors include lower extremity 
fractures, atrial fibrillation, heart failure and major trauma, moderate risk factors comprise blood product transfusions, intravenous 
catheters, hormone replacement therapies, infections, obesity and hypercholesterolemia (3). 
In cases of resistant hypercholesterolemia, plasmapheresis may be employed as a therapeutic modality (4). However, reports re-
garding the risk of thrombosis during plasmapheresis are limited. İn this article, we present a case of pulmonary embolism that deve-
loped during plasmapheresis in a patient with hyperlipidemia. 
Keywords: Pulmonary embolism, Hypercholesterolemia, Plasmapheresis 
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Case Report 
A 56-year-old female patient was referred to the emergency department by the cardiology department after pulmonary embolism 
was detected on coronary computed tomography angiography (CTA). The patient was asymptomatic at the time of admission. One 
month earlier, she had been hospitalized in the endocrinology department due to hyperlipidemia. During hospitalization, therapeutic 
plasmapheresis was planned using 10 units of fresh frozen plasma. According to the patient’s history, a brief episode of syncope 
occurred during the sixth unit of the plasmapheresis session, leading to the termination of the procedure. 
Subsequently, a coronary CTA was performed by the cardiology team. Twenty days later, the patient returned to the outpatient clinic 
for the evaluation of the CTA results, which revealed a pulmonary embolism involving the left main pulmonary artery (Figure 1). The 
patient was then referred to the emergency department by the cardiology physician. 
The patient who applied to the emergency department has no active complaints. Her past medical history included diabetes mellitus, 
hypertension, and hypercholesterolemia. She was on regular medications including Galvus Met, Jardiance, Ecopirin, Tansifa Plus, 
and Lipanthyl. Vital signs were stable; blood pressure 133/85 mmHg, heart rate 80 bpm, oxygen saturation 95% on room air, and 
respiratory rate 16 breaths/min. Electrocardiogram (ECG) showed normal sinus rhythm. 
Laboratory results revealed blood glucose of 306 mg/dL, pH 7.37, pO₂ 39.7 mmHg, pCO₂ 43.7 mmHg, bicarbonate 24 mmol/L, and 
lactate 2.3 mmol/L  with normal troponin and other parameters. 
A bilateral lower extremity venous doppler ultrasound was performed, revealing no evidence of DVT. A repeat pulmonary CTA was 
requested, which showed; “A filling defect consistent with an embolism allowing flow is noted in the left main pulmonary artery and 
its branch leading to the lower lobe. The main pulmonary artery diameter is increased.” (Figure 2). Compared to the previous ima-
ging, signs of recanalization were evident. Echocardiographic evaluation revealed normal right heart function. The patient was sub-
sequently admitted to the chest diseases service for further management and follow-up. 

 
Figure 1: Pulmonary CTA following plasmapheresis 

 
Figure 2: Pulmonary CTA at emergency admission 
Dıscussıon 
Hyperlipidemia may lead to acute thrombotic events by promoting atherosclerosis and hypercoagulability. Conditions such as hyper-
lipidemia and diabetes mellitus are known to increase susceptibility to venous thromboembolism. These risk factors can indepen-
dently precipitate embolic events; however, blood product transfusions may further enhance this risk. Although there is limited evi-
dence in the literature supporting this association, clinicians should be vigilant for new symptoms in patients receiving blood product 
transfusions. 
In patients undergoing plasmapheresis for hyperlipidemia, syncope may be an initial manifestation of pulmonary embolism. Therefo-
re, it is important to pursue further diagnostic evaluation when necessary, particularly if symptoms worsen or new clinical findings 
emerge. 
Conclusıon 
In patients undergoing blood product transfusion, any new symptoms should be carefully evaluated. In patients with hyperlipidemia, 
the development of syncope during or after plasmapheresis may suggest pulmonary embolism. A thorough anamnesis and approp-
riate additional investigations are critical for timely diagnosis and management. 
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Introduction 
Disulfiram has been extensively used in clinical practice as an aversive pharmacologic agent for alcohol dependence. Its principal 
mechanism is irreversible inhibition of aldehyde dehydrogenase, causing acetaldehyde accumulation when alcohol is consumed. 
This biochemical interaction provokes an aversive reaction known as the disulfiram-ethanol reaction (DER), typically characterized 
by flushing, nausea, vomiting, hypotension, and tachycardia (1, 2). 
Although considered safe under appropriate monitoring, disulfiram may occasionally induce severe adverse events. Reported seri-
ous complications include hepatotoxicity, peripheral neuropathy, psychosis, encephalopathy, and cardiovascular complications such 
as arrhythmias, myocardial ischemia, and in rare cases, myocardial infarction (3-6). Cardiovascular manifestations primarily result 
from vasodilation, hypotension, and autonomic dysregulation due to the DER (5, 6). Moreover, these hemodynamic changes can 
lead to transient myocardial ischemia even without underlying coronary artery disease (4, 7). 
In this report, we present a unique case of a patient who exhibited diffuse subendocardial ischemia, elevated cardiac biomarkers, 
and widespread ST-segment depression secondary to DER. This case emphasizes an uncommon but critical cardiac complication 
associated with the disulfiram-ethanol interaction. 
Case Presentation 
A 47-year-old male, with no known history of cardiovascular or chronic diseases, presented to the emergency department following 
the ingestion of a full box of disulfiram tablets (approximately 20 tablets, 250 mg each) together with substantial alcohol consumption 
at midnight. He was first assessed in a peripheral hospital, where gastric lavage was performed. Due to borderline elevation of tro-
ponin levels, he was transferred to our center with an initial suspicion of non-ST elevation myocardial infarction (NSTEMI). 
On admission, he was somnolent with a Glasgow Coma Scale (GCS) of 14. Vital signs were: blood pressure 110/70 mmHg, heart 
rate 76/min, respiratory rate 26/min, temperature 36.4 °C. Physical examination revealed no abnormal cardiopulmonary findings, 
abdominal tenderness, or focal neurologic deficits. Laboratory findings included elevated serum troponin I (0.143 ng/mL, reference 
<0.04 ng/mL) and serum ethanol level of 124 mg/dL. Other biochemical parameters, including renal, hepatic, and electrolyte panels, 
were within normal limits. Blood gas analysis revealed pH 7.43, PCO₂ 39.2 mmHg, and HCO₃⁻ 25 mmol/L. ECG demonstrated 
diffuse ST-segment depression (Figure 1). Transthoracic echocardiography showed preserved left ventricular ejection fraction (65%) 
and concentric left ventricular hypertrophy, without regional wall motion abnormalities. 
Discussion 
Disulfiram-ethanol reaction (DER) typically manifests as unpleasant systemic reactions resulting from acetaldehyde accumulation. 
Although cardiovascular events during DER are uncommon, several reports indicate potential cardiac involvement, including 
arrhythmias, myocardial ischemia, and hemodynamic instability (1, 4-6). The cardiovascular effects are predominantly attributed to 
sympathetic stimulation, peripheral vasodilation, and hypotension resulting in myocardial oxygen supply-demand mismatch (4, 5, 7). 
In our patient, widespread ST-segment depression and troponin elevation, in the absence of significant coronary artery obstruction 
or left ventricular dysfunction, strongly suggest transient subendocardial ischemia secondary to DER. This pathophysiology is con-
sistent with other case reports and studies, where disulfiram-alcohol interaction caused cardiac ischemic presentations without un-
derlying coronary artery disease (4, 7, 8). Fuller et al. previously emphasized the importance of careful patient selection for disulfi-
ram therapy due to possible cardiovascular risks in predisposed individuals (4). Furthermore, Chick et al. described rare cardiovas-
cular collapses secondary to DER, reinforcing the significance of careful monitoring and patient education regarding potential reacti-
ons with alcohol ingestion (5). Skinner et al.'s meta-analysis underlines that supervised disulfiram therapy improves abstinence rates 
but emphasizes vigilance due to possible severe reactions from non-adherence and unsupervised alcohol intake (1). Similarly, Car-
roll et al. and Petrakis et al. reported cardiac and systemic complications in patients inadequately supervised during disulfiram tre-
atment, highlighting critical safety issues surrounding disulfiram's clinical application (8, 9). 
Our case uniquely illustrates transient subendocardial ischemia explicitly linked to DER, enriching clinical understanding and emp-
hasizing the potential cardiac hazards inherent in disulfiram-alcohol co-ingestion scenarios. It also underscores the necessity of 
multidisciplinary management—cardiology, psychiatry, and toxicology—to optimize patient outcomes in DER-related clinical presen-
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tations. 

 
Figure 1. Electrocardiogram (ECG) demonstrating diffuse subendocardial ischemia following disulfiram-ethanol interaction 
Cardiology consultation attributed the ECG abnormalities and troponin elevation to secondary non-coronary etiologies, recommen-
ding serial cardiac enzyme and ECG follow-up. The National Toxicology Consultation Center (114) advised supportive treatment, 
including monitoring of glucose, liver, and kidney function. During hospitalization, psychiatric evaluation revealed intermittent alcohol 
use spanning over two decades and recent psychological stressors contributing to increased alcohol consumption. The patient ad-
mitted impulsively ingesting disulfiram tablets without suicidal intention. Psychiatric diagnosis of adjustment disorder with depressive 
mood was made, and treatment with sertraline 50 mg daily was initiated. The patient’s clinical status progressively improved within 
48 hours. Serial cardiac enzymes remained stable, ST-segment depression resolved spontaneously, and consciousness fully norma-
lized. He was discharged on the second day with a diagnosis of hypertension and recommendations for outpatient cardiology and 
psychiatric follow-up. 
Conclusion 
Clinicians must be aware of potential cardiac complications, including transient subendocardial ischemia, associated with disulfiram-
ethanol interaction. Early recognition, prompt supportive treatment, and multidisciplinary collaboration can mitigate severe outcomes, 
reducing unnecessary invasive procedures. Additionally, rigorous patient education, adherence monitoring, and psychiatric follow-up 
remain pivotal components in safely prescribing disulfiram. 
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The Diagnostic and Prognostic Value of BUN/Albumin and BUN/Creatinine Ratios in Patients with Gastrointestinal Bleeding 
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Introduction       
Acute gastrointestinal bleeding (GIB) is a frequent and serious condition in emergency departments (EDs), associated with signifi-
cant mortality if not promptly managed. GIB is classified into upper gastrointestinal bleeding (UGIB) and lower gastrointestinal blee-
ding (LGIB). UGIB typically presents with hematemesis, melena, and shock, whereas LGIB often manifests as hematochezia [1-3]. 
Reported mortality rates for UGIB range from 4.5% to 10%, while LGIB has a lower mortality rate of 1.9% to 2.3% [4-6]. Rapid diag-
nosis and intervention are essential to prevent hemodynamic instability and organ failure [2-4]. 
Blood urea nitrogen (BUN) is a byproduct of protein metabolism and reflects both renal function and nutritional status. Albumin ser-
ves as an indirect marker of nutrition, oxidative balance, and inflammation [7-10]. Combining these parameters results in the 
BUN/Albumin (B/A) ratio, an accessible and non-invasive indicator of physiological reserve. Prior studies have demonstrated the 
prognostic utility of the B/A ratio in conditions such as sepsis, pneumonia, COPD, and heart failure [9,10]. 
Similarly, the BUN/Creatinine (B/Cr) ratio is often used to differentiate between UGIB and LGIB and to predict outcomes [7,8,11,12]. 
However, the relationship between these ratios and in-hospital mortality, active bleeding, and GIB type in ED patients remains unde-
rexplored. 
This study aimed to assess the associations of the B/A and B/Cr ratios with in-hospital mortality, active bleeding, and GIB types in 
patients presenting with gastrointestinal bleeding. 
Material and Methods 
This retrospective observational study was conducted in a tertiary ED. Ethical approval was obtained (2024-BÇEK/204), and the 
study adhered to the STARD guidelines [13]. 
Between June 1, 2019, and June 30, 2024, adult patients presenting with GIB who underwent endoscopy and/or colonoscopy within 
24 hours were reviewed. Inclusion criteria were patients aged ≥18 years, with blood biochemistry results within 30 minutes of admis-
sion and complete medical records. Exclusion criteria included pregnancy, chronic kidney disease, gastrointestinal malignancy, 
transfer from other centers, and incomplete data. 
Demographics, comorbidities, vital signs, laboratory results, and endoscopy/colonoscopy findings were recorded. GIB type (UGIB or 
LGIB) and the presence of active bleeding were determined endoscopically. B/A and B/Cr ratios were calculated from initial blood 
tests. In-hospital mortality (death during hospitalization) and active bleeding (visible hemorrhage during endoscopy/colonoscopy) 
were defined as poor prognostic outcomes. 
All data obtained during the study and recorded in the study form were analyzed using IBM SPSS 20.0 statistical software (Chicago, 
IL, USA). The normality of the distribution for discrete and continuous numerical variables was assessed using the Kolmogorov-
Smirnov test. Descriptive statistics were presented as the median (IQR25-75) for continuous variables and as counts (percentages) 
for categorical variables. Categorical variables were analyzed using the Chi-square test, while continuous variables were evaluated 
using the Mann-Whitney U test. 
Receiver operating characteristic (ROC) curves were generated to determine the threshold values of B/A and B/Cr ratios for predic-
ting in-hospital mortality, active bleeding, and distinguishing upper/lower GIB, and the area under the curve (AUC) was calculated 
[14]. Results with a p-value of <0.05 were considered statistically significant. 
Results 
Out of 1126 reviewed patients, 864 met the inclusion criteria. Of these, 66.2% were male, and the median age was 64 years (IQR 
49–74). 
The median B/A ratio was 7.4, and the median B/Cr ratio was 24.7. Based on endoscopic findings, 84.5% were diagnosed with 
UGIB and 15.5% with LGIB. Active bleeding was observed in 16.3% of patients. In-hospital mortality occurred in 7.1%, and 20% of 
patients required ICU admission. 
Patients who died or had active bleeding had significantly higher B/A and B/Cr ratios (p<0.001 for all comparisons). UGIB patients 
also had higher ratios than those with LGIB. 
ROC analysis revealed that the B/A ratio had strong prognostic value for mortality prediction (AUC: 0.822, 95% CI: 0.771–0.873, 
p<0.001), with a cutoff of 10.15 yielding 72.1% sensitivity and 80.33% specificity. The B/Cr ratio had a lower AUC of 0.694 for morta-
lity prediction. 
For active bleeding prediction, the B/A ratio showed an AUC of 0.720 and the B/Cr ratio 0.690. In differentiating UGIB from LGIB, the 
B/Cr ratio showed slightly better performance (AUC: 0.612). 
Discussion 
This study demonstrates that the B/A and B/Cr ratios are valuable markers for predicting poor outcomes in GIB patients. The B/A 
ratio was superior in predicting mortality and active bleeding, while the B/Cr ratio showed better utility in distinguishing UGIB from 
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LGIB. 
Dehydration, malnutrition, and renal dysfunction are critical factors worsening GIB outcomes. Blood loss induces hypovolemia, en-
hancing BUN reabsorption, while albumin levels decrease due to inflammation and hemorrhage. The B/A ratio combines these ef-
fects, serving as a non-invasive composite marker [15,16]. 
Previous studies linked the B/A ratio with adverse outcomes in sepsis, pneumonia, COPD, and cardiac diseases. A study among 
elderly GIB patients identified a B/A cutoff of 15.1 for mortality prediction [16]. Our study, including a broader age range, determined 
a lower but highly predictive cutoff (10.15), reinforcing the B/A ratio’s applicability across different age groups. 
Both ratios also demonstrated significant value for active bleeding prediction. The increase in BUN, due to digestion and absorption 
of blood in the GI tract, alongside hypoalbuminemia, likely explains these findings. 
In terms of GIB type differentiation, B/Cr ratio showed a slight advantage. Prior studies have suggested higher B/Cr ratios in UGIB 
compared to LGIB [11,12,19]. In our cohort, the B/Cr ratio cutoff of 20.09 showed reasonable sensitivity (68.22%) and specificity 
(53.73%) for UGIB identification. 
Identifying high-risk patients early using simple laboratory markers like the B/A and B/Cr ratios can optimize resource allocation, 
guide early resuscitation efforts, and improve patient outcomes. 
Conclusion 
The B/A and B/Cr ratios are practical, reliable markers in the early risk assessment of GIB patients. The B/A ratio demonstrated 
superior accuracy for predicting mortality and active bleeding, whereas the B/Cr ratio showed better performance for UGIB differen-
tiation. Incorporating these ratios into clinical decision-making may enhance patient stratification and management in emergency 
settings. 
References 
Tokar JL, Higa JT. Acute Gastrointestinal Bleeding. Ann Intern Med. 2022 Feb;175(2):ITC17-ITC32. doi: 10.7326/AITC202202150.  
Gaiani F, De'Angelis N, Kayali S, Manfredi M, Di Mario F, Leandro G, et al. Clinical approach to the patient with acute gastrointesti-
nal bleeding. Acta Biomed. 2018 Dec 17;89(8-S):12-19. doi: 10.23750/abm.v89i8-S.7861. 
 Emektar E, Dağar S, Çorbacıoğlu ŞK, Uzunosmanoğlu H, Uzman M, Karaatlı RH, et al. Predictors of Mortality in Geriatric Patients 
with Upper Gastrointestinal Bleeding. Eurasian J Emerg Med. 2020;19(4):197-202. doi: 10.4274/eajem.galenos.2020.98853.  
Hearnshaw SA, Logan RF, Lowe D, Travis SP, Murphy MF, Palmer KR. Acute upper gastrointestinal bleeding in the UK: patient 
characteristics, diagnoses and outcomes in the 2007 UK audit. Gut. 2011;60(10):1327-1335. doi:10.1136/gut.2010.228437. 
Lanas A, García-Rodríguez LA, Polo-Tomás M, Ponce M, Alonso-Abreu I, Perez-Aisa MA, et al. Time trends and impact of upper 
and lower gastrointestinal bleeding and perforation in clinical practice. Am J Gastroenterol. 2009 Jul;104(7):1633-41. doi: 
10.1038/ajg.2009.164.  
Venkatesh PG, Njei B, Sanaka MR, Navaneethan U. Risk of comorbidities and outcomes in patients with lower gastrointestinal blee-
ding - a nationwide study. Int J Colorectal Dis. 2014;29(8):953-960. doi:10.1007/s00384-014-1915-x. 
Wang J, Ren H, Gu B, Zhang Y. Differential Analysis of Blood Routine Examination Parameters in Patients with Upper Gastrointesti-
nal Bleeding and Lower Gastrointestinal Bleeding. Altern Ther Health Med. 2024 Nov;30(11):98-102. PMID: 38430141. 
Tomizawa M, Shinozaki F, Hasegawa R, Shirai Y, Motoyoshi Y, Sugiyama T, et al. Laboratory test variables useful for distinguishing 
upper from lower gastrointestinal bleeding. World J Gastroenterol. 2015 May 28;21(20):6246-51. doi: 10.3748/wjg.v21.i20.6246.  
Shi Y, Duan H, Liu J, Shi X, Zhang Y, Zhang Q, et al. Blood urea nitrogen to serum albumin ratio is associated with all-cause morta-
lity in patients with AKI: a cohort study. Front Nutr. 2024 Feb 20;11:1353956. doi: 10.3389/fnut.2024.1353956.  
Lin Z, Zhao Y, Xiao L, Qi C, Chen Q, Li Y. Blood urea nitrogen to serum albumin ratio as a new prognostic indicator in critical patients 
with chronic heart failure. ESC Heart Fail. 2022 Apr;9(2):1360-1369. doi: 10.1002/ehf2.13825.  
Machlab S, García-Iglesias P, Martínez-Bauer E, Campo R, Calvet X, Brullet E. Diagnostic utility of nasogastric tube aspiration and 
the ratio of blood urea nitrogen to creatinine for distinguishing upper and lower gastrointestinal tract bleeding. Emergencias. 2018 
Dic;30(6):419-423. English, Spanish. PMID: 30638348. 
Zia Ziabari SM, Rimaz S, Shafaghi A, Shakiba M, Pourkazemi Z, Karimzadeh E, et al. Blood Urea Nitrogen to Creatinine ratio in 
Differentiation of Upper and Lower Gastrointestinal Bleedings; a Diagnostic Accuracy Study. Arch Acad Emerg Med. 2019 Jun 
2;7(1):e30. PMID: 31432040; PMCID: PMC6637801. 
Cohen JF, Korevaar DA, Altman DG, Bruns DE, Gatsonis CA, Hooft L, et al. STARD 2015 guidelines for reporting diagnostic accu-
racy studies: explanation and elaboration. BMJ Open. 2016 Nov 14;6(11):e012799. doi: 10.1136/bmjopen-2016-012799.  
Çorbacıoğlu ŞK, Aksel G. Receiver operating characteristic curve analysis in diagnostic accuracy studies: A guide to interpreting the 
area under the curve value. Turk J Emerg Med. 2023 Oct 3;23(4):195-198. doi: 10.4103/tjem.tjem_182_23. 
Bae SJ, Lee SH, Yun SJ, Kim K. Comparison of IVC diameter ratio, BUN/creatinine ratio and BUN/albumin ratio for risk prediction in 
emergency department patients. Am J Emerg Med. 2021 Sep;47:198-204. doi: 10.1016/j.ajem.2021.03.081.  
Bae SJ, Kim K, Yun SJ, Lee SH. Predictive performance of blood urea nitrogen to serum albumin ratio in elderly patients with gastro-
intestinal bleeding. Am J Emerg Med. 2021 Mar;41:152-157. doi: 10.1016/j.ajem.2020.12.022.  
Ugajin M, Yamaki K, Iwamura N, Yagi T, Asano T. Blood urea nitrogen to serum albumin ratio independently predicts mortality and 
severity of community-acquired pneumonia. Int J Gen Med. 2012;5:583-9. doi: 10.2147/IJGM.S33628.  
Ryu S, Oh SK, Cho SU, You Y, Park JS, Min JH, et al. Utility of the blood urea nitrogen to serum albumin ratio as a prognostic factor 
of mortality in aspiration pneumonia patients. Am J Emerg Med. 2021 May;43:175-179. doi: 10.1016/j.ajem.2020.02.045.  

327



17-20 APRIL 2025, STARLIGHT RESORT HOTEL, MANAVGAT / ANTALYA

&

&

IN CONJUNCTION WITH

12TH INTERCONTINENTAL EMERGENCY MEDICINE CONGRESS

12TH INTERNATIONAL CRITICAL CARE AND EMERGENCY MEDICINE CONGRESS

21TH NATIONAL EMERGENCY MEDICINE CONGRESS

2025 WACEM SUMMER LEADERSHIP SUMMIT

Ernst AA, Haynes ML, Nick TG, Weiss SJ. Usefulness of the blood urea nitrogen/creatinine ratio in gastrointestinal bleeding. Am J 
Emerg Med. 1999  
Table 1. Demographic and Clinical Characteristics of the Patients 
Gender, n (%) 
Male 

 
572 (66.2) 

Age, median (IQR¹ 25-75) 64 (49-74) 
Comorbidities, n (%) 
Hypertension 
Diabetes mellitus 
COPD² 
CAD³ /CHF⁴ 
Liver Failure 
Malignancy  
ASA⁵ / Antiplatelet Use 
Anticoagulant Use 

 
450 (52.1) 
193 (22.3) 
66 (7.6) 
310 (35.9) 
43 (5) 
46 (5.3) 
255 (29.5) 
115 (13.3) 

Laboratory, median (IQR 25-75) 
Hemoglobin (g/dL) 
Hematocrit (%) 
BUN⁶ (mg/dL) 
Creatinine (mg/dL) 
Total protein (mg/dL) 
Albumin (g/dL) 
B/A⁷ ratio 
B/Cr⁸ ratio  

 
9.4 (7.6-12.1) 
29.7 (24.1-36.8) 
26.2 (18.2-37.4) 
1 (0.8-1.2) 
6.2 (5.6-6.6) 
3.5 (3.2-3.9) 
7.4 (5.1-11.5) 
24.7 (17.7-33.7) 

Endoscopy/Colonoscopy Findings, n (%) 
Active bleeding 
UGIB⁹ 
LGIB¹⁰ 

 
141 (16.3) 
730 (84.5) 
134 (15.5) 

Intensive Care Unit Admission 
In-Hospital Mortality 

173 (20) 
61 (7.1) 

IQR¹: Inter Quartile Range, COPD²: Chronic Obstructive Pulmonary Disease, CAD³: Coronary Artery Disease, CHF⁴: Chronic Heart 
Failure, ASA⁵: Acetylsalicylic Acid, BUN⁶: Blood urea nitrogen, B/A⁷: Blood urea nitrogen-to-albumin, B/Cr⁸: Blood urea nitrogen-to-
creatinine, UGIB⁹: Upper gastrointestinal bleeding, LGIB¹º: Lower gastrointestinal bleeding 
Table 2. Comparison of B/A and B/Cr Ratios by Mortality, Active Bleeding, and GIB Types 

 Non-survivors, n=61 Survivors, n=803 P value 
B/A¹ ratio 7.1 (4.9-10.7) 15.3 (10.8-22.5) <0.001 
B/Cr² ratio 24.1 (17.2-33.1) 31.7 (26.1-40-7) <0.001 
BUN³ (mg/dL) 25.2 (17.7-35.5) 41.1 (27.5-57.9) <0.001 
Albumin (g/dL) 3.6 (3.2-3.9) 2.6 (2.4-2.8) <0.001 
Creatinin (mg/dL) 0.9 (0.8-1.2) 1.4 (0.9-1.7) <0.001 
 Without Active Blee-

ding, n=723 
With Active Bleeding, 
n=141 

P value 

B/A ratio 7.1 (4.7-10.4) 11.5 (7-18.2) <0.001 
B/Cr ratio 23.4 (17.1-32.1) 31 (25.1-44.1) <0.001 
BUN (mg/dL) 24.7 (17.2-35) 35.5 (25.2-50.4) <0.001 
Albumin (g/dL) 3.6 (3.3-3.9) 2.9 (2.6-3.5) <0.001 
Creatinin (mg/dL) 1 (0.9-1.2) 1.1 (0.9-1.4) 0.052 
 LGIB⁴, n=134 UGIB⁵, n=730 P value 
B/A ratio 6.6 (4.6-9.5) 7.7 (5.3-11.8) 0.003 
B/Cr ratio 19.4 (15.2-28.9) 25.6 (18.5-34.5)  <0.001 
BUN (mg/dL) 21.9 (15.8-30.9) 27.1 (18.7-38) <0.001 
Albumin (g/dL) 3.5 (3.1-3.8) 3.5 (3.2-3.9) 0.382 
Creatinin (mg/dL) 0.9 (0.8-1.2) 1 (0.9-1.2) 0.272 
B/A¹: Blood urea nitrogen-to-albumin, B/Cr²: Blood urea nitrogen-to-creatinine, BUN³: Blood urea nitrogen, LGIB⁴: Lower gastrointes-
tinal bleeding, UGIB⁵: Upper gastrointestinal bleeding 
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Figure 1. a. ROC analysis to determine B/A and B/Cr ratios threshold between non-survivor and survivor groups b. ROC analysis to 
determine B/A and B/Cr ratios threshold between those with and without active bleeding c. ROC analysis to determine B/A and B/Cr 
ratios threshold between upper and lower GIB 
Table 3. The prognostic values for B/A and B/Cr ratio levels to prediction of mortality, active bleeding and UGIB. 

Variables A
U

C
¹ 

(95%
C

I) 

C
ut-O

ff Value 

Sensitivity  
(95%

C
I) 

Specificity  
(95%

C
I) 

PLR
² 

(95%
C

I) 

N
LR

³ 
(95%

C
I) 

A
ccuracy  

(95%
C

I) 

For mortality        
B/A⁴ ratio 0.822 

(0.771 -
0.873) 

 
*10.15 

72,1 
(68,86 -
75,18) 

80,33 
(68,16 - 
89,4)  

3,67 (2,21 
- 6,11) 

0,35 (0,3 
- 0,41) 

72,69 
(69,58 - 
75,63) 

B/Cr⁵ ratio 0.694 
(0.640 -
0.748) 

 
*28.53 

64,51 
(61,09 -
67,82) 

72,13 
(59,17 - 
82,85) 

 2,31 (1,54 
- 3,47) 

0,49  
 (0,41 - 
0,59) 

65,05 (61,76 
- 68,23) 

For active blee-
ding 

       

B/A ratio 0.720 
(0.673 -
0.767) 

 
*10.05 

74 (70,64 
- 77,16) 

61,7 
(53,15 - 
69,76) 

1,93 (1,56 - 
2,39) 

0,42  
(0,35 - 
0,5) 

71,99 (68,87 
- 74,96) 

B/Cr ratio 0.690 
(0.644 - 
0.736) 

 
*26.48 

60,58 
(56,91 - 
64,16) 

71,63 
(63,43 - 
78,9) 

2,14 (1,64 - 
2,8) 

0,55 (0,48 
- 0,63) 

2,38 (59,06 - 
65,63) 

For UGIB⁶        
B/A ratio 0.580 

(0.527 -
0.633) 

 
*7.27 

53,97 
(50,28 - 
57,63) 

61,19 
(52,4 -
69,48) 

1,39 (1,11 - 
1,74) 

0,75 (0,64 
- 0,88) 

55,09 (51,71 
- 58,45) 

B/Cr ratio 0.612 
(0.558 -
0.667) 

 
*20.09 

68,22 
(64,7 - 
71,59) 

53,73 
(44,92 - 
62,38) 

1,47 (1,22 - 
1,78) 

0,59 (0,49 
- 0,71) 

65,97 (62,7 - 
69,13) 
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* The best cut-off value calculated according to the Youden index. AUC¹: Area under curve, PLR²: Positive likelihood ratio, NLR³: 
Negative likelihood ratio, B/A⁴: Blood urea nitrogen-to-albumin, B/Cr⁵: Blood urea nitrogen-to-creatinine, UGIB⁶: Upper gastrointesti-
nal bleeding 
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Right Adrenal Hemorrhage Masquerading as Nephrolithiasis: A Case of Atypical Presentation and Diagnostic Challenges 
Burak Şahin1, Senem Koca2, Ömer Jaradat1 

1 Kırşehir Training and Research Hospital, Emergency Medicine Clinic, Kırşehir, Türkiye 
2 University of Health Sciences, Etlik City Hospital, Emergency Medicine Clinic, Ankara, Türkiye 
Introductıon 
Adrenal hemorrhage is a rare but potentially life-threatening condition that may be caused by either traumatic or non-traumatic 
(spontaneous) etiology. Traumatic adrenal hemorrhage most frequently occurs after high-impact trauma, such as motor vehicle 
accidents or falls, and is typically associated with multi-organ injury (1). Conversely, spontaneous adrenal hemorrhage (SAH) is less 
frequent, accounting for less than 0.3–1.8% of adrenal disease in clinical series, and is usually related to predisposing factors such 
as anticoagulant therapy, sepsis, coagulopathies, or pre-existing adrenal neoplasms (2,3). SAH may be accompanied by nonspecific 
symptoms such as flank or abdominal pain, hypotension, fever, or lethargy; the diagnosis is challenging (4). 
The clinical significance of adrenal hemorrhage is its potential to induce adrenal insufficiency, hemodynamic instability, or hemorrha-
gic shock if left undiagnosed (5). Even though a computed tomography scan is the diagnostic gold standard, the absence of classic 
risk factors or overt trauma typically leads to diagnostic delays (6). This is a case report of a 42-year-old man with no known medical 
history presenting with colicky abdominal pain initially suspected to be due to nephrolithiasis but later discovered to be secondary to 
right adrenal hemorrhage. The atypical presentation and absence of typical risk factors emphasize the diagnostic pitfalls and the 
importance of having an adrenal hemorrhage as part of the differential diagnosis of flank pain. 
Case 
A 42-year-old male with no past medical history presented to the emergency department with abdominal and back pain. He had 
visited another emergency department two days prior with the same complaint. Due to his colicky pain, nephrolithiasis was suspec-
ted, and he was discharged after analgesic treatment and a follow-up with an outpatient urologist. 
The patient did not have a history of alcohol consumption, intake of medication, or trauma. His Glasgow Coma Scale (GCS) score 
was 15. His vital signs were as follows: blood pressure 110/70 mmHg, oxygen saturation 98%, heart rate 91 beats per minute, and 
body temperature 36.6°C. On examination, there was no guarding and rebound tenderness; however, he had colicky pain in the 
right upper and lower quadrants extending to the flank area. The right costovertebral angle was positive for costovertebral angle 
tenderness and no sign of gastrointestinal bleeding on digital rectal examination. 
Laboratory findings were remarkable, with 13.99 × 10³/μL white blood cell count, hemoglobin 11.5 g/dL, and elevated C-reactive 
protein (CRP) 20.4 mg/L. Renal and liver function tests were within normal limits, and urinalysis was negative for any significant 
finding. After the stoppage of oral intake and the start of analgesic symptomatic management, a non-contrast abdominal computed 
tomography (CT) scan was performed, demonstrating densities of perinephric fat surrounding the right kidney compatible with he-
morrhage (Figure 1). 
Figure 1. CT imaging of the patient shows hyperdense perinephric fat stranding consistent with right adrenal hemorrhage 

 
The patient, whose hemoglobin was stable and never decreased, was diagnosed with right adrenal hemorrhage. After the urology 
consultation, he was sent to the urology service for analgesia and observation. His status did not alter much, and with adequate pain 
control, he was discharged on day six of his stay with an outpatient follow-up suggestion of urology.  
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Dıscussıon 
Adrenal hemorrhage, either traumatic or spontaneous, is a clinically significant condition requiring immediate recognition. The trau-
matic variety is most often encountered in the context of polytrauma. It is more common in the right adrenal gland due to its anato-
mical compression on the spine by blunt trauma (1). Spontaneous hemorrhage of the adrenal gland is less well documented and 
typically presents with predisposing conditions. Anticoagulant therapy, particularly with heparin or warfarin, causes 50–60% of SAH, 
while sepsis (for example, Waterhouse-Friderichsen syndrome), adrenal tumors, or stress-induced adrenal hyperemia are other 
etiologies (7,8). 
This case is noteworthy because there were no typical risk factors. The patient was not on anticoagulants, suffered from trauma, or 
experienced recent infections, and laboratory evaluation ruled out coagulopathy. His presentation with isolated colicky pain and 
hemodynamic stability is distinct from SAH presentations where hypotension, fever, or laboratory evidence of adrenal insufficiency 
are typical (9). The initial misdiagnosis as nephrolithiasis also demonstrates the similarity of symptomatology between renal colic 
and adrenal disease. Colicky pain, in turn classically secondary to ureteral obstruction, can mimic the referred patterns of retroperi-
toneal hemorrhage and thus present a challenging diagnosis (10). Imaging played a central role in this case. Abdominal non-
contrast CT revealed hyperdense perinephric fat stranding secondary to hemorrhage, confined to the right adrenal region. CT rema-
ins the imaging of choice because it can delineate hemorrhage and exclude differential pathologies (11). Of note, in this case, the 
absence of contrast enhancement avoided confounding factors, as extravasation of contrast can mimic acute bleeding (12). The 
patient's stable hemoglobin levels during hospitalization also distinguish this case. Most adrenal hemorrhages, particularly larger 
hemorrhages, are accompanied by a reduction in hemoglobin secondary to continued bleeding (13). Small hemorrhages confined to 
the adrenal gland or perinephric fat may not significantly impact systemic hemodynamics, as in this case. This agrees with the evi-
dence that small adrenal hemorrhages can resolve spontaneously with conservative management, and larger hemorrhages require 
intervention (14). This case contributes to the literature because it presents an atypical presentation of SAH without typical risk fac-
tors or laboratory derangements. Simon et al. (2020) retrospectively reviewed 45 cases of SAH and reported that 78% had identifi-
able risk factors, predominantly anticoagulation (15). Our patient's benign course and lack of hemoglobin decline challenge the usual 
association of SAH with active bleeding or hemodynamic instability, demonstrating variability in disease severity. Adrenal hemorrha-
ge management is based on hemodynamic stability and adrenal function. While our patient merely required monitoring and analge-
sia, patients with adrenal insufficiency or expanding hematomas will need steroid replacement or surgery (16). Follow-up over the 
long term to exclude underlying neoplasms is also necessary, although the absence of mass lesions on CT, in this case, reduced 
concern for malignancy (17). 
This case raises the diagnostic dilemma of adrenal hemorrhage when the patient lacks typical risk factors. Initially diagnosed with 
nephrolithiasis through shared symptoms, hemorrhage was confirmed by non-contrast CT. Stable hemoglobin and lack of adrenal 
insufficiency mirror its inconstant presentation, with a focus on small hemorrhages in idiopathic flank pain. It supports clinical aware-
ness, prompt imaging, and investigating biomarkers for uncommon cases. 
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The Role of Peripheral Perfusion Index in Predicting Biphasic Reactions in Anaphylaxis Patients  
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Ataturk Sanatoryum Training and Research Hospital, Emergency Department¹ 
Konya City Hospital, Allergy and Immunology Department2 

Introduction 
Anaphylaxis is a sudden, potentially fatal hypersensitivity reaction that affects multiple organ systems. Common triggers include 
food, insect stings, and medications [1,2]. Although most patients respond well to early epinephrine administration, a subset expe-
riences symptom recurrence or refractory anaphylaxis—persistent symptoms despite appropriate treatment [3,4]. Additionally, bip-
hasic reactions, where symptoms recur after complete resolution, pose management challenges and necessitate prolonged emer-
gency department (ED) observation, increasing healthcare costs and patient dissatisfaction [4-7]. 
The Peripheral Perfusion Index (PPI), derived from pulse oximetry, reflects tissue perfusion by measuring the ratio of pulsatile to 
non-pulsatile blood flow. A value under 1.4 is considered indicative of impaired peripheral perfusion [8-10]. Given that anaphylaxis 
involves vasodilation, vascular permeability increases, and myocardial depression [1-3], PPI could potentially serve as a non-
invasive marker of hemodynamic instability. However, evidence supporting this is scarce. This study aimed to evaluate PPI as a 
predictor of biphasic reactions in anaphylaxis patients. 
Material and Methods 
This prospective observational study was conducted between September 2023 and September 2024 at Ankara Atatürk Sanatoryum 
Training and Research Hospital. Ethical approval was granted (2012-KAEK-15/2765). The study adhered to STROBE guidelines 
[11]. 
The study included patients aged 18 years and older who were diagnosed with anaphylaxis in the emergency department between 
September 1, 2023, and September 1, 2024, and who agreed to participate in the study. The diagnosis of anaphylaxis was based on 
the clinical criteria established by the National Institute of Allergy and Infectious Diseases and the Food Allergy and Anaphylaxis 
Network (NIAID/FAAN) [2]. Pregnant women, those who did not consent to participate in the study, and patients who received epi-
nephrine before arriving at the hospital via ambulance were excluded from the study. 
Clinical data included demographics, vital signs, triggers, treatments, and outcomes. PPI was measured with a Masimo Radical 7 
device at baseline (0 min, before epinephrine), and at 10, 20, and 30 minutes post-treatment, as well as after full symptom resolu-
tion. Refractory anaphylaxis was defined as requiring three doses of intramuscular epinephrine and/or an infusion [4]. Patients were 
observed for at least 6 hours in the ED and monitored for biphasic reactions or return visits within 48 hours. 
All data obtained during the study and recorded on the study form were analyzed using IBM SPSS 20.0 (Chicago, IL, USA) statisti-
cal program. The distribution of discrete and continuous numerical variables was evaluated using the Shapiro-Wilk test, histogram, 
and Q-Q plot graphs. Descriptive statistics were presented as mean±standard deviation (SD) or median (minimum - maximum) for 
discrete and continuous numerical variables, and categorical variables were presented as frequency counts and percentages. Cate-
gorical variables were evaluated by chi-squared and continuous variables by t-test or Mann-Whitney U test. The diagnostic accuracy 
of PPI for predicting biphasic reactions was evaluated using the Receiver Operating Characteristic (ROC) curve analysis [12]. Statis-
tical significance was considered at p<0.05. 
Results 
A total of 104 anaphylaxis patients were included (52.9% female, median age 45 years). Allergies were previously known in 49%, 
and 9.6% had a prior history of anaphylaxis. Analgesics were the most common triggers (36.5%). 
The median baseline PPI was 2.20, rising to 4.20 after symptom resolution. Biphasic reactions occurred in 10.6% of cases, refrac-
tory anaphylaxis in 2.9%, and Kounis syndrome in 2.9%. No patients returned with recurrent symptoms during 48-hour follow-up. 
Patients who developed biphasic reactions had significantly lower PPI values at all measured time points (p<0.05). ROC analysis 
identified a PPI cutoff of ≤2.17 for predicting biphasic reactions, with a sensitivity of 57% and specificity of 91% (AUC = 0.753). 
Additionally, PPI initially decreased at 10 minutes after epinephrine administration, followed by increases at 20 and 30 minutes, 
reflecting systemic improvement. 
Discussion 
Our study found a biphasic reaction rate of 10.6%, aligning with existing literature [4-7,13]. Patients with lower PPI values were more 
likely to develop biphasic reactions, suggesting that PPI could serve as a prognostic tool. 
Anaphylaxis-related hypoperfusion results from systemic vasodilation and capillary leak, culminating in distributive shock and decre-
ased cardiac output [1-3,14]. Rapid recognition and treatment are essential to prevent organ dysfunction [14-17]. PPI, being a non-
invasive, continuous, and easily obtainable measure, offers valuable hemodynamic insights in acute settings. 
Previous research supports PPI’s association with critical illness outcomes, including shock, sepsis, and even scorpion envenoma-
tion severity [8-10,18]. Consistent with these findings, our study demonstrated that lower PPI values at baseline and early follow-up 
correlated with biphasic reaction development. 
However, while the specificity of PPI was high (91%), its sensitivity was relatively low (57%). Thus, although low PPI should raise 
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suspicion for biphasic reactions, normal PPI values do not exclude risk. PPI trends, rather than absolute values, may offer better 
clinical utility, emphasizing the importance of serial measurements over time. 
Interestingly, PPI values dipped at the 10-minute mark post-epinephrine, likely reflecting transient exacerbation of hypoperfusion due 
to initial vasoconstrictive effects. Subsequent increases likely represent therapeutic improvement, illustrating how PPI dynamically 
mirrors hemodynamic changes during treatment. 
Given individual variability in baseline PPI values, fixed cutoffs may be less reliable. Tracking changes within individual patients may 
better assess evolving clinical status and response to treatment. 
Thus, while PPI alone should not dictate clinical decisions, it remains a valuable adjunct for monitoring treatment response and 
detecting early signs of deterioration in anaphylaxis patients. 
Conclusion 
Low PPI values may indicate a higher risk of biphasic reactions in anaphylaxis patients. Although not sufficiently sensitive to serve 
as a standalone predictor, PPI offers a rapid, non-invasive, and cost-effective tool for monitoring hemodynamic changes and treat-
ment responses. Integrating PPI monitoring into anaphylaxis management protocols may help identify high-risk patients who require 
closer observation. 
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Table 1. Demographic and clinical characteristics of the patients 
Demographic and clinical characteristics, n(%) All patients (n=104) 
Gender, n(%) 
Female  

 
55 (52.9%) 

Age median, (IQR¹, 25-75) 45 (35-55) 
Time to onset of symptoms (minutes), (IQR, 25-75) 30 (20-45) 
Vital signs, (IQR, 25-75) 
Pulse 
Saturation 
Systolic BP², 0th minute 
Systolic BP, 10th minute 
Systolic BP, 20th minute 
Systolic BP, 30th minute 
PPI³ value, 0th minute  
PPI value, 10th minute 
PPI value, 20th minute  
PPI value, 30th minute 
PPI value, when symptoms regress 

 
93 (84-105.75) 
96 (92.25-98) 
90 (80-110) 
110 (96-130) 
115 (106-130) 
120 (110-130) 
2.20 (1.52-3.67) 
1.90 (1.10-3.10) 
3.00 (1.91-4.60) 
3.51 (2.49-5.46) 
4.20 (3.10-6.35) 

History of allergy 
History of anaphylaxis 

51 (49%) 
10 (9.6%) 

Possible allergen, n(%) 
Analgesics 
Antibiotics 
Unknown 
Proton pump inhibitors 
Multidrug 
Bee stings 
Food 
Contrast agent 
Hair dye 
Pastille 

 
38 (36.5%) 
35 (33.7%) 
8 (7.7%) 
7 (6.7%) 
5 (4.8%) 
4 (3.8%) 
3 (2.9%) 
2 (1.9%) 
1 (1%) 
1 (1%) 

Clinical findings, n(%) 
Skin/mucosal tissue involvement  
Respiratory compromise  
Reduced BP  
Gastrointestinal symptoms 
Syncope  

 
103 (99%) 
40 (38.5%) 
66 (63.5%) 
50 (48.1%) 
6 (5.8%) 

Treatment administered, n(%) 
1 dose of epinephrine 
2 doses of epinephrine 
3 doses of epinephrine 
Epinephrine infusion 

 
81 (77.9%) 
22 (21.2%) 
1 (1%) 
2 (1.9%) 

Clinical outcome, n(%) 
Refractory anaphylaxis 
Biphasic anaphylaxis 
Koinus syndrome 

 
3 (2.9%) 
11 (10.6%) 
3 (2.9%) 

IQR¹: Inter Quartile Range, BP²: Blood pressure, PPI³: Peripheral perfusion index 
 

Table 2. Comparison of patients with and without biphasic reaction  
 Patients with biphasic 

reaction (n=11) 
Patients without biphasic 
reaction (n=93) 

p 

Age median, (IQR¹, 25-75)   52 (40-61) 45 (34-53) 0.206 
Time to onset of symptoms (minutes),  (IQR, 25-75) 30 (15-60) 30 (20-45) 0.742 
Vital signs, (IQR, 25-75)    
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Pulse 
Saturation 
Systolic BP², 0th minute 
Systolic BP, 10th minute 
Systolic BP, 20th minute 
Systolic BP, 30th minute 
PPI³ value, 0th minute  
PPI value, 10th minute  
PPI value, 20th minute 
PPI value, 30th minute 

90 (82-104) 
96 (91-99) 
80 (80-90) 
90 (89-113) 
100 (90-116) 
110 (104-120) 
1.60 (1.10-1.90) 
1.10 (0.70-1.90) 
1.60 (1.20-2.30) 
2.20 (1.70-3.60) 

93 (84-108) 
96 (92.5-97.5) 
90 (80-110) 
110 (98.5-130) 
116 (108-130) 
120 (110-130) 
2.30 (1.66-3.78) 
1.95 (1.10-3.25) 
3.40 (2.10-5.06) 
3.70 (2.60-5.75) 

0.394 
0.492 
0.065 
0.023 
0.006 
0.012 
0.006 
0.013 
0.001 
0.012 

Possible allergen, n(%) 
Analgesics 
Antibiotics 
Unknown 
Proton pump inhibitors 
Multidrug 
Bee stings 
Food 
Contrast agent 
Hair dye 
Pastille 

 
4 (36.4%) 
5 (45.5%) 
0 (0%) 
1 (9.1%) 
0 (0%) 
0 (0%) 
0 (0%) 
1 (9.1%) 
0 (0%) 
0 (0%) 

 
34 (36.6%) 
30 (32.3%) 
8 (8.6%) 
6 (6.5%) 
5 (5.4%) 
4 (4.3%) 
3 (3.2%) 
1 (1.1%) 
1 (1.1%) 
1 (1.1%) 

 
 
 
 
0.699 

Clinical findings, n(%) 
Skin/mucosal tissue involvement  
Respiratory compromise  
Reduced BP  
Gastrointestinal symptoms 
Syncope 

 
11 (100%) 
3 (27.3%) 
10 (90.9%) 
4 (36.4%) 
1 (9.1%) 

 
92 (98.9%) 
37 (39.8%) 
56 (60.2%) 
46 (49.5%) 
5 (5.4%) 

 
0.894 
0.524 
0.053 
0.529 
0.498 

Treatment administered, n(%) 
1 dose of epinephrine 
2 doses of epinephrine 
3 doses of epinephrine 

 
3 (27.3%) 
8 (72.7%) 
0 (0%) 

 
78 (83.9%) 
14 (15.1%) 
1 (1.1%) 

 
 
0.001 

IQR¹: Inter Quartile Range, BP²: Blood pressure, PPI³: Peripheral perfusion index 
 
Table 3. Diagnostic features of peripheral perfusion index measurement to determine to predict biphasic reaction (PPI cut-
off value is ≤2.17). 
 Result 95% CI 
Sensitivity 
Specificity 
Positive Likelihood Ratio 
Negative Likelihood Ratio 
Prevalence 
Positive Predictive Value 
Negative Predictive Value 
Accuracy 

56.99% 
90.91% 
6.27 
0.47 
89.42% 
98.15% 
20% 
60.58% 

46.31%-67.22% 
58.72%-99.77% 
0.96-40.97 
0.35-0.63 
81.86%-94.6% 
89.02%-99.71% 
15.63%-25.22% 
50.51%-70.02% 

 
Table 4. PPI values according to time in patients with biphasic reaction 
Patient 
number 

0th minu-
te 

10th minute 20th minute 30th 
minute 

When symp-
toms regress 

When biphasic 
reaction develops 

1 0,91 0,65 1,30 1,70 1,90 0,71 
2 1,75 1,10 1,20 2,75 3,10 1,30 
3 1,20 0,60 0,70 2,10 3,70 1,20 
4 1,40 1,10 2,60 3,70 4,90 1,30 
5 1,10 0,70 1,40 1,52 1,59 0,90 
6 1,90 1,60 1,80 2,10 3,10 1,70 
7 1,10 0,90 1,20 1,60 1,90 0,90 
8 1,90 1,10 1,60 2,20 2,90 1,70 
9 2,83 2,26 4,56 5,70 6,10 2,10 
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10 1,60 2,80 2,30 3,60 4,20 1,80 
11 2,10 1,90 2,20 3,20 3,10 1,90 
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Can the Wells Score Predict Severity in Confirmed Pulmonary Embolism? A Retrospective Study Based on PESI and sPESI 
Classification 
Mustafa Selçuk Ayar1, Ahmet Dursun Demir2, Alper Yaşar3, Fatih Çalışkan4 
1Terme State Hospital, Emergency Clinic 
2Ondokuz Mayıs University Faculty of Medicine, Department of Emergency Medicine 
3Turhal State Hospital, Emergency Clinic 
4Ondokuz Mayıs University Faculty of Medicine, Department of Emergency Medicine 
Introduction 
Pulmonary embolism (PE) is a potentially life-threatening cardiovascular emergency caused by the obstruction of pulmonary arte-
ries, typically due to thromboembolism originating from deep veins of the lower extremities (1). PE presents with a wide spectrum of 
clinical manifestations, ranging from mild symptoms to hemodynamic collapse, making early risk stratification essential for appropria-
te management and prognostic evaluation (2). 
Several clinical tools have been developed to assess both the probability of PE and its associated mortality risk. Among these, the 
Wells score is one of the most widely used clinical decision rules for estimating the pre-test probability of PE in suspected cases (3). 
It incorporates variables such as signs of deep vein thrombosis (DVT), recent surgery or immobilization, tachycardia, hemoptysis, 
active cancer, and clinical judgment, and stratifies patients into low, intermediate, or high probability categories (3, 4). 
In contrast, the Pulmonary Embolism Severity Index (PESI) and its simplified version (sPESI) were specifically developed to predict 
short-term mortality in patients with confirmed PE (5). PESI incorporates age, comorbid conditions, vital signs, and laboratory fin-
dings to classify patients into five risk categories, which have been validated as predictors of 30-day mortality (5, 6). sPESI, derived 
from PESI, retains prognostic accuracy while simplifying clinical application by using fewer variables (6). 
Although the Wells score is primarily designed to estimate the likelihood of PE, its potential association with PE severity or mortality 
risk as defined by PESI or sPESI has not been thoroughly studied. Investigating the relationship between these tools may offer valu-
able insights into the clinical utility of the Wells score beyond diagnostic probability alone. Therefore, this study aimed to explore the 
association between Wells scores and PE severity as stratified by PESI and sPESI, and to evaluate the ability of Wells scoring to 
predict higher-risk PE in confirmed cases. 
Methods 
Study Design and Population 
This retrospective observational study was conducted in the Emergency Department of Ondokuz Mayis University Faculty of Medici-
ne between January 1, 2022, and January 1, 2023. Adult patients (aged ≥18 years) who were diagnosed with acute pulmonary em-
bolism (PE) via computed tomography pulmonary angiography (CTPA) were included. The diagnosis of PE was confirmed by the 
presence of a thrombotic filling defect in the pulmonary arteries on CTPA. Patients with incomplete clinical data or non-thrombotic 
embolic etiologies (e.g., fat, air, or tumor embolism) were excluded from the study. 
Data Collection 
Patient data were obtained from the hospital’s electronic medical records. Collected variables included demographic characteristics, 
presenting symptoms, initial vital signs, comorbid conditions, laboratory test results, and radiologic findings. For each case, the 
Wells score, Pulmonary Embolism Severity Index (PESI), and simplified PESI (sPESI) were calculated using clinical and laboratory 
parameters recorded at the time of admission. 
Patients were categorized into three PE severity groups based on the original PESI classification: 
Low risk (PESI Class I–II), 
Intermediate risk (Class III), 
High risk (Class IV–V). 
Statistical Analysis 
All statistical analyses were performed using IBM SPSS Statistics version 21.0. Descriptive statistics were presented as medians for 
non-normally distributed continuous variables. The Kruskal-Wallis test was applied to compare Wells scores among the three PESI-
based risk groups. Where a significant difference was observed, post hoc pairwise comparisons were conducted using the Dunn test 
with Bonferroni correction. The relationship between Wells and PESI scores was examined using Spearman rank correlation analy-
sis. In addition, Receiver Operating Characteristic (ROC) curve analysis was employed to assess the discriminative ability of the 
Wells score in identifying high-risk PE patients. Area under the curve (AUC), sensitivity, specificity, and optimal cut-off values were 
reported. A p-value of less than 0.05 was considered statistically significant. 
Results 
The Wells scores of patients were compared across three pulmonary embolism severity groups defined by PESI score: low risk 
(Class I–II), intermediate risk (Class III), and high risk (Class IV–V). Median Wells scores were 1.0 (0.0–4.0), 2.0 (0.0–5.0), and 3.0 
(0.0–5.0) for the low-, intermediate-, and high-risk groups, respectively. The Kruskal-Wallis test indicated a statistically significant 
difference between groups (p = 0.001). 
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Post hoc analysis using the Dunn test revealed that the Wells score was significantly higher in the high-risk group compared to the 
low-risk group. However, no statistically significant difference was observed between the intermediate group and either of the other 
groups. 
These findings suggest that as PE severity increases according to PESI classification, the Wells score also tends to increase, indica-
ting a potential relationship between clinical probability and disease severity (Table 1). 

Table 1. Comparison of Wells Scores According to PESI-Based Pulmonary Embolism Risk Groups 

  Low Risk Intermediate Risk High Risk Test Statistic p* 

Wells Score 1.0 (0.0-4.0)a 2.0 (0.0-5.0)a,b 3.0 (0.0-5.0)b 14.601 0.001 
a-b:There is no statistical difference between groups with the same letter (Dunn test), *Kruskal Wallis test 
 
Table 2 presents the results of Spearman correlation analysis between Wells and PESI scores. A statistically significant moderate 
positive correlation was found between the two scores (r = 0.519, p < 0.001). 
This correlation implies that patients with higher Wells scores, which reflect a greater pre-test probability of pulmonary embolism, 
also tend to have higher PESI scores, which reflect greater clinical severity and mortality risk. This finding supports the hypothesis 
that the Wells score may carry prognostic value beyond diagnostic estimation alone. 

Table 2. Correlation Between Wells Score and PESI Score 

  
  Wells Score PESI Score 

Wells Score r 1,000   

p     

PESI Score 
r 0,519 1,000 

p <0,001*   
*Spearman Correlation 
 

 
Figure 1. Receiver Operating Characteristic (ROC) Curve for Wells Score in Identifying High-Risk Pulmonary Embolism 
Table 3 summarizes the results of the ROC curve analysis evaluating the performance of the Wells score in predicting high-risk 
pulmonary embolism as defined by PESI Class IV–V. The area under the ROC curve (AUC) was calculated as 0.780 (95% CI: 
0.638–0.922), indicating good discriminatory ability. A Wells score cut-off value of ≤2.5 was found to yield a sensitivity of 85.2% and 
a specificity of 73.9% for predicting high-risk PE. These findings suggest that the Wells score, although originally developed for es-
timating PE probability, may also provide useful prognostic information in identifying patients at greater clinical risk (Figure 1). 
Discussion 
Pulmonary embolism (PE) is a significant contributor to morbidity and mortality worldwide and represents a diagnostic and prognos-
tic challenge due to its variable clinical presentation and potential for rapid deterioration (1). Clinical decision tools such as the Wells 
score have been widely implemented to estimate the pre-test probability of PE, thereby guiding diagnostic imaging and initial mana-
gement (3). Separately, scoring systems such as the Pulmonary Embolism Severity Index (PESI) and its simplified version (sPESI) 
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have been developed and validated as reliable tools for risk stratification and mortality prediction in confirmed PE cases (5, 6).  
In the present study, a statistically significant relationship was identified between the Wells score and PE severity as classified by the 
PESI. Patients categorized as high-risk by PESI tended to have higher Wells scores, and a moderate positive correlation between 
these two scores was observed. These findings suggest that the Wells score, while not originally developed for prognostic purposes, 
may provide some degree of predictive insight into PE severity and short-term clinical outcomes. While some studies have sugges-
ted that the Wells score may serve as a predictor of poor clinical outcomes in patients with pulmonary embolism, other studies have 
found no significant prognostic utility, indicating that the score may be limited to diagnostic use rather than risk stratification (7, 8). 
Although the Wells criteria do not incorporate hemodynamic status or comorbidities—as PESI does—they include several variables 
indicative of disease burden, such as tachycardia, history of malignancy, and clinical signs of DVT, which may indirectly reflect the 
severity of embolic burden (3). 

Table 3. Diagnostic Performance of the Wells Score in Predicting High-Risk Pulmonary Embolism 
  Wells Score 
Cut Off ≤2.5 
AUC (%95CI) 0.780 (0.638-0.922) 
Sensitivity 85.2 % 
Specificity 73.9 % 
p value 0.001 
 
The ROC curve analysis in this study also supports the potential prognostic value of the Wells score. An area under the curve (AUC) 
of 0.780 was found for predicting high-risk PE based on PESI classification, which demonstrates fair to good discriminative capacity. 
This diagnostic performance, particularly with a cut-off of ≤2.5 yielding both high sensitivity and specificity, reinforces the hypothesis 
that Wells scoring may have clinical utility beyond diagnostic triage. It is also noteworthy that while PESI and sPESI have consis-
tently shown high prognostic performance, they require a confirmed diagnosis of PE and access to full clinical data for calculation (5, 
6). In contrast, the Wells score is designed for use at the bedside during the initial assessment, potentially offering earlier insights 
into both diagnostic and prognostic considerations. If future research validates this finding, the Wells score could be integrated into 
early-stage risk stratification algorithms, potentially improving triage and disposition decisions in emergency settings. 
Our findings complement existing literature and highlight a clinically relevant hypothesis: that diagnostic and prognostic tools are not 
mutually exclusive, and that early clinical judgment (as embedded in the Wells score) may inherently capture elements of disease 
severity. While this study does not propose replacing PESI or sPESI with the Wells score for prognostication, it supports the idea 
that high Wells scores should raise not only diagnostic suspicion but also clinical vigilance for complications and deterioration. 
Limitations 
This study has several limitations. First, the sample size was relatively small (n=50), which may limit the statistical power and gene-
ralizability of the findings. The study’s retrospective design also introduces the possibility of selection and information bias, as data 
were collected from patient records rather than through prospective observation. Additionally, while the Wells score was calculated 
using standard criteria, interobserver variability in its application was not assessed. Importantly, this study focused solely on the 
correlation between scoring systems and did not include clinical outcomes such as mortality, ICU admission, or thrombolysis rates, 
which would provide further insight into the prognostic utility of the Wells score. 
Conclusion 
In conclusion, this study suggests that the Wells score, while traditionally used for estimating the likelihood of pulmonary embolism, 
may also reflect the clinical severity of PE as determined by PESI and sPESI classifications. A statistically significant association 
between Wells and PESI scores was identified, and ROC analysis demonstrated good discriminatory ability for identifying high-risk 
patients. These findings support the hypothesis that the Wells score may offer additional prognostic value in emergency department 
settings, particularly during the early stages of evaluation when comprehensive scoring tools such as PESI may not yet be feasible. 
Further large-scale prospective studies are warranted to validate these observations and to explore the integration of diagnostic and 
prognostic scoring tools in the comprehensive management of PE. 
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Investigating the Therapeutic Potential of Facet Injections for Lower Back Pain 
Sinan Sağıroğlu1,  
1Department of Neurosurgery, Kızıltepe State Hospital, Kızıltepe, Mardin, Turkey 
Introduction 
Worldwide, debilitating lower back pain is the leading cause of disability, with a reported prevalence of 7.3%, the majority of cases 
being found in middle-to-low income countries (1). Although there are few epidemiological studies covering the overall emergency 
admissions in Turkey, a regional study showed that lower back pain accounts for approximately 6.5% of emergency department 
visits among patients aged 18–64. Moreover, in patients aged 45–64, lower back pain was the most common complaint (2). 
The mere radiological demonstration of facet osteoarthritis is not sufficient to determine the cause of a patient’s lower back pain; in 
fact, these findings can be incidentally observed in patients without lower back pain (1,3). Despite numerous clinical and radiological 
methods historically described for identifying facet-mediated pain, their sensitivity and specificity remain low (3). 
Facet Joint as a Cause of Lower Back Pain 
The facet joint is a synovial joint located between the superior and inferior articular processes of adjacent vertebrae in the spine. It is 
lined with hyaline cartilage, enclosed by a fibrous capsule, and lubricated by synovial fluid. Its orientation varies by spinal region: 
cervical joints are angled obliquely to allow rotation, while lumbar joints are aligned sagittally to restrict rotation and support 
flexion/extension. These joints limit excessive spinal movement, distribute mechanical loads, and contribute to stability (4). 
Key stabilizing ligaments include the ligamentum flavum, the interspinous and supraspinous ligaments, and the joint capsule, which 
prevents hypermobility. The facet joint is innervated by the medial branch of the dorsal ramus from the spinal nerves, receiving dual 
innervation from adjacent levels (e.g., the L4–L5 joint is supplied by the L3 and L4 nerves). This innervation transmits pain signals 
and provides proprioceptive feedback (4). 
Among the many causes of lower back pain are the intervertebral discs, facet joints, ligaments, sacroiliac joints, myofascial pain, and 
spinal nerves (3–6). While discogenic pain can be readily distinguished by clinical examination and imaging findings, provocation 
tests and the absence of midline pain are informative in differentiating sacroiliac and facet joint pain. Increased uptake on SPECT 
(single-photon emission computerized tomography) of the facet joints is regarded as the only reliable imaging method for facet joint–
mediated pain; however, this imaging technique is expensive, involves considerable radiation exposure, and is not recommended as 
a first-line diagnostic tool (3,6). 
Method  
With the patient in the supine position on a radiolucent table, the joints identified via clinical examination and MRI are targeted using 
an anteroposterior (AP) imaging view. A 22-gauge, 90-mm spinal needle is advanced to the lateral upper quadrant of the facet joint 
so that the needle makes subcapsular contact with the superior articular process. A syringe is prepared by mixing 2.5 cc of betame-
thasone solution (Cales, Koçak Pharmaceuticals, Turkey) with 7.5 cc of bupivacaine solution (Marcaine 0.5%, Eczacıbaşı Pharma-
ceuticals, Turkey). This mixture is then injected—0.2–3 cc is administered into the capsule, after which the needle is slightly retract-
ed to the extracapsular space and an additional 1 cc is applied. The estimated injection time per joint is 1–5 minutes. 
This method is an amalgamation of two techniques: intra-articular injection and median nerve block, aimed at addressing multiple 
sources of pain generation within the facet joint. The goal is not to pinpoint the exact source of the pain but to relieve it, since further 
radiofrequency ablation is not planned for the selected patient group. The modified Oswestry Disability Index (ODI) scale was com-
pleted by all patients before the injection and one month afterward. In addition to the standard test, a body diagram was used to 
record the location of pain, the patients’ history of lumbar surgery, medication usage, and the number of emergency department or 
outpatient clinic visits. 
The assumption of normal distribution for quantitative variables was verified using the Shapiro–Wilk test. Descriptive statistics for 
normally distributed quantitative variables were presented as mean ± standard deviation. For categorical variables, frequencies were 
shown (%). For independent group comparisons, an independent samples t-test was applied to normally distributed variables. The 
relationship between groups and categorical variables was examined using the chi-square test. Repeated measures were analyzed 
with repeated-samples ANOVA. A p-value of <0.05 was considered statistically significant. 
Patient Selection 
The criteria for patient selection were as follows: 
The presence of pain radiating from the lower back to the hips and further down; 
The patient’s ability to indicate with a finger the point of maximum pain in the lower back, which also triggers the pain; 
MRI findings demonstrating facet degeneration and synovial dehydration;  
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Superimposition of the degenerative facet seen on MRI with the area indicated by the patient. 
After achieving pain control, all patients were advised to perform back muscle strengthening exercises. 
Results 
This study included 23 patients. The ODI scores before the facet joint injection were a mean of 63.22 ± 16.25 (range 32–98), and 
one-month post-injection the mean was 16.00 ± 15.29 (range 0–54), with the change being statistically significant (p < 0.001). (Fig. 
1) When comparing medication usage before and after the procedure, the frequency of analgesic use due to lower back pain chan-
ged from 3–4 times per week to no use within one month, and this difference was statistically significant (p < 0.001). (Fig. 2) Altho-
ugh the frequency of outpatient clinic visits for lower back pain varied between 1 and 3 per month, the number of visits in the one-
month period following the procedure approached zero (p < 0.001). (Fig. 3) Pain intensity, described by the patients as severe to 
very severe prior to the injection, was evaluated as mild to very mild one-month post-injection, with this difference also being statisti-
cally significant (p < 0.001). (Fig. 4) The ODI scores of patients with a history of surgery (73.43 ± 12.84) were higher than those of 
patients without a history of surgery (58.75 ± 15.84) (p < 0.44). Approximately 79.3% of the patients stated that if their symptoms 
recurred, they would be willing to undergo another facet joint injection. 
Discussion 
A study conducted by the World Health Organization (WHO) demonstrated that needle insertion into the painful area may play a role 
in pain control, albeit with a low to very low level of evidence. In addition, theories such as the gate-control theory of pain, endoge-
nous opioid release, and local physiological changes in blood flow have been suggested as contributing factors (7). 
In another WHO study on low back pain, it was indicated—with moderate certainty evidence—that exercise is therapeutic in terms of 
pain control and functional improvement in both adults and older adults (8). 
In our study, appropriate patient selection led to the immediate resolution of pain in individuals presenting with lower back pain, with 
this effect lasting for at least one month. This not only enhanced the patients’ quality of life but also enabled them to initiate early-
stage exercise programs, thereby contributing to the overall therapeutic effect. The injection technique, through the dispersion of the 
medication into surrounding tissues, targets multiple anatomical structures that could contribute to facetogenic pain, thus exhibiting a 
therapeutic benefit. 
Meta-analyses have indicated, with level III evidence, that facet joint injections can have long-term efficacy (9). The long-term out-
comes of the current study are being monitored and will be reported in future research. 
Significant pain control was achieved in patients presenting with severe lower back pain. A notable reduction in ODI scores was 
observed, and the procedure substantially improved quality of life. Consequently, both the use of analgesic medications and the 
frequency of outpatient clinic visits due to lower back pain significantly decreased. Among patients with lower back pain, those with a 
history of lumbar surgery exhibited higher disability scores compared to those without such a history; however, pain control was 
achieved in this subgroup as well. No side effects related to the injection or the administered medications were observed in any of 
the patients. 
The strength of our study lies in the fact that the described procedure is performed in a very short time, employs simple MRI indica-
tion parameters, involves minimal radiation exposure, and prevents the prolonged use of prescription analgesics—thereby reducing 
recurrent hospital visits. This, in turn, decreases loss of workforce and reduces the burden on the healthcare system. 
Conclusion 
Lower back pain is one of the most frequently debilitating symptoms worldwide. In patients without a pathology requiring surgery, or 
in those who continue to experience lower back pain despite improvement in neurogenic symptoms after surgery, facet joint injection 
not only enhances the patient’s quality of life but also reduces the burden on the healthcare system. In this context, with appropriate 
patient selection, facet joint injections can be considered a therapeutic option. This study serves as a stepping stone for future rese-
arch. 
References 
1. Hartvigsen J, Hancock MJ, Kongsted A, et al. What low back pain is and why we need to pay attention. The Lancet. 
2018;391(10137):2356-2367. doi:10.1016/S0140-6736(18)30480-X 
2. Aslan EÇ. Acil servis kullanımının değerlendirilmesi: kesitsel bir çalışma. Mersin Univ Saglık Bilim Derg. 2023;(16-1):1-13. 
doi:10.26559/mersinsbd.1068956 
3. Manchikanti L, Kaye AD, Soin A, et al. Comprehensive Evidence-Based Guidelines for Facet Joint Interventions in the Manage-
ment of Chronic Spinal Pain: American Society of Interventional Pain Physicians (ASIPP) Guidelines Facet Joint Interventions 2020 
Guidelines. Pain Physician. 2020;23(3S):S1-S127. 
4. Van den Heuvel SAS, Cohen SPC, de Andrès Ares J, Van Boxem K, Kallewaard JW, Van Zundert J. 3. Pain originating from the 
lumbar facet joints. Pain Practice. 2024;24(1):160-176. doi:10.1111/papr.13287 
5. Park JY, Kim DH, Seo DK, et al. Predictors of Response to a Medial Branch Block: MRI Analysis of the Lumbar Spine. JCM. 
2019;8(4):538. doi:10.3390/jcm8040538 
6. Han CS, Hancock MJ, Sharma S, et al. Low back pain of disc, sacroiliac joint, or facet joint origin: a diagnostic accuracy systema-
tic review. eClinicalMedicine. 2023;59:101960. doi:10.1016/j.eclinm.2023.101960 
7. Yu H, Wang D, Verville L, et al. Systematic Review to Inform a World Health Organization (WHO) Clinical Practice Guideline: 
Benefits and Harms of Needling Therapies for Chronic Primary Low Back Pain in Adults. J Occup Rehabil. 2023;33(4):661-672. 
doi:10.1007/s10926-023-10125-3 

340



17-20 APRIL 2025, STARLIGHT RESORT HOTEL, MANAVGAT / ANTALYA

&

&

IN CONJUNCTION WITH

12TH INTERCONTINENTAL EMERGENCY MEDICINE CONGRESS

12TH INTERNATIONAL CRITICAL CARE AND EMERGENCY MEDICINE CONGRESS

21TH NATIONAL EMERGENCY MEDICINE CONGRESS

2025 WACEM SUMMER LEADERSHIP SUMMIT

8. Verville L, Ogilvie R, Hincapié CA, et al. Systematic Review to Inform a World Health Organization (WHO) Clinical Practice Guide-
line: Benefits and Harms of Structured Exercise Programs for Chronic Primary Low Back Pain in Adults. J Occup Rehabil. 
2023;33(4):636-650. doi:10.1007/s10926-023-10124-4 
9. Manchikanti L. A Systematic Review and Best Evidence Synthesisof Effectiveness of Therapeutic Facet JointInterventions in 
Managing Chronic Spinal Pain. Pain Phys. 2015;18;4(4;18):E535-E582. doi:10.36076/ppj.2015/18/E535 
Figures 
 

 
Fig.1: ODI score markedly decreased one month after injection. 
 

 
 
Fig.2: Number of drugs used per week for lower back pain markedly decreased one month after injection. 
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Fig.3: Outpatient/emergency service visits per month markedly decreased one month after injection. 
 
 

 
Fig.4: Pain intensity markedly decreased from severe/very severe to mild/very mild one month after injection. 

 

9965 
One CT, One Chance: Rapid Neurological Collapse from a Spontaneous Acute-on-Chronic Subdural Hematoma in an El-
derly Patient on Clopidogrel  
Şule Yıldız Kaya1, Yalcin Golcuk1, Selin Kışla1, Ahmet Aksakal2 

1Department of Emergency Medicine, Faculty of Medicine, Muğla Sıtkı Koçman University  
2Emergency Medicine Service, Muğla Training and Research Hospital 
Introductıon: Spontaneous acute-on-chronic subdural hematoma (SDH) in elderly patients without a history of trauma remains a 
rare yet life-threatening entity. In the emergency department (ED), the absence of trauma and the presence of non-specific symp-
toms often delay recognition. This case report presents an uncommon clinical course in which an elderly woman on clopidogrel, 
initially neurologically intact, suffered rapid deterioration and was diagnosed with a surgically significant acute-on-chronic SDH on 
her first cranial CT—emphasizing the role of early suspicion and decisive imaging in emergency medicine. 
Case: An 87-year-old female presented to the emergency department with dizziness, nausea, vomiting, and generalized weakness 
over the past three days. On the morning of admission, she experienced a transient episode of slurred speech lasting approximately 
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six hours, followed by apparent improvement. Her family reported increasing confusion and somnolence over the hour preceding 
arrival. 
Her past medical history included hypertension, atrial fibrillation, congestive heart failure, prior ischemic stroke (one year ago), and 
left hip arthroplasty (six months ago). She was taking clopidogrel 75 mg daily, escitalopram 5 mg, betahistine 24 mg twice daily, and 
perindopril 5 mg. There was no reported history of trauma or head injury. 
On arrival, vital signs were: blood pressure 132/72 mmHg, heart rate 72 bpm (irregular), respiratory rate 16/min, temperature 
37.1°C, and oxygen saturation 96% on room air. The patient was initially alert and oriented, with a GCS of 15. Cranial nerve exam 
was unremarkable, motor strength was 5/5 in all extremities, reflexes were symmetric, and no ataxia or meningeal signs were pre-
sent. Initial labs revealed potassium 2.59 mEq/L, calcium 7.94 mg/dL, INR 2.4, and elevated CRP (156 mg/L). ECG showed atrial 
fibrillation with controlled rate. 
While being monitored in the ED, the patient’s mental status deteriorated rapidly within an hour. GCS dropped to 9 (E3M4V2). She 
developed dysarthria and intermittent dystonic posturing of the left arm. Blood pressure acutely rose to 200/100 mmHg. A single 
emergent non-contrast cranial CT revealed a right-sided crescentic, mixed-density subdural collection consistent with acute-on-
chronic SDH, causing marked mass effect, effacement of the right lateral ventricle, and a midline shift to the left. Hyperdense laye-
ring in the frontal region suggested subacute hemorrhagic components. Notably, this diagnosis was established on the first CT, per-
formed only after acute neurological decline. 
Neurosurgery was urgently consulted. ED management included head elevation, intravenous mannitol, dexamethasone (4 mg every 
6 hours), levetiracetam (500 mg twice daily), ceftriaxone 2 g for prophylaxis, and blood product preparation (2 units erythrocyte sus-
pension, 2 units fresh frozen plasma). The patient was swiftly transferred for emergent burr-hole evacuation. Postoperative recovery 
in the intensive care unit was uneventful, with improving consciousness and imaging-confirmed hematoma reduction. 
Dıscussıon: This case highlights a rare but critical emergency medicine scenario: a spontaneous, non-traumatic acute-on-chronic 
subdural hematoma in an elderly patient on clopidogrel, diagnosed on the first CT scan obtained following rapid clinical deterioration. 
Subdural hematomas typically present insidiously in the elderly, and clinical suspicion may be low in the absence of trauma. 
However, antiplatelet therapy and cerebral atrophy create a physiologic environment prone to spontaneous hemorrhage, even from 
minor unnoticed events or without any precipitating factors. In this case, the hematoma likely developed chronically and re-bled 
acutely, leading to sudden decompensation. 
What makes this case distinctive is the absence of trauma, the subtle prodromal symptoms, and the fact that diagnosis was made 
on a single CT, timed precisely after deterioration. Many such patients are misdiagnosed with metabolic encephalopathy or transient 
ischemic events, especially when early imaging is unremarkable or delayed. This patient's outcome hinged on the emergency physi-
cian's clinical vigilance and swift action. 
Additionally, the patient's use of clopidogrel and elevated INR significantly increased the risk of bleeding. The combination of atrial 
fibrillation, a history of cerebrovascular disease, and recent surgery further complicated her risk profile. 
Emergency physicians must maintain a high index of suspicion in elderly patients with fluctuating neurological symptoms, even in 
the absence of trauma. The decision to obtain neuroimaging should not be deferred, especially in patients on antiplatelet agents. 
This case serves as a reminder that in emergency care, timing is diagnosis, and one CT can change everything. 
In conclusion, this case illustrates a dramatic neurological collapse due to a spontaneous acute-on-chronic subdural hematoma in 
an elderly woman on clopidogrel, diagnosed on a single CT following a rapid clinical change. In the absence of trauma, such presen-
tations can easily be missed. Emergency physicians must remain alert to subtle red flags and act decisively. Early imaging, approp-
riate neuroprotective measures, and timely surgical intervention were critical in altering the trajectory of this patient’s outcome. This 
case reinforces the need for aggressive evaluation of neurologic changes in elderly, anticoagulated patients—where one opportunity 
for diagnosis may be all that exists. 
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8637 
A Rare Case: Brain Abscess Presenting to the Emergency Department with Drowsiness 
Ayşe IŞIK GÜVEN, Başar CANDER 
BezmiAlem Vakif University Emergency Department 
Introduction: 
Brain abscess is a rare diagnosis in patients presenting to the emergency department with nonspecific symptoms such as headac-
he, altered consciousness, and drowsiness. It is a local bacterial infection of the brain parenchyma surrounded by a central purulent 
infection, potentially requiring urgent neurosurgical intervention. Neurological imaging is crucial for diagnosis. As in our case, cont-
rast-enhanced MRI studies, which can be confused with acute ischemic infarction, facilitate definitive diagnosis. 
Case Report: 
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A 65-year-old male presented with a 3-day history of headache and excessive but easily arousable sleepiness. His medical history 
included coronary artery disease, hypertension, and hyperlipidemia. He had no history of antibiotic use in the last 2 months, no di-
agnosed dental infection, or dental intervention. He reported a recent upper respiratory tract infection that resolved without medica-
tion about a month prior. 
On emergency admission, his vital signs were normal except for elevated blood pressure. His ECG showed no signs of acute isc-
hemia. Neurological examination revealed suspicious neck stiffness and mild right hemiparesis. Blood tests showed elevated inf-
lammatory markers (WBC 21,250 mg/dL, CRP 19.60 mg/dL, ESR 46). Brain CT and MRI diffusion imaging were performed to rule 
out intracranial ischemic and hemorrhagic pathologies. 
MRI DWI showed a lesion with restricted diffusion, corresponding to findings on FLAIR and CT, with no signal change on SWI, 
extending from the medial right temporal lobe to the posterior lateral ventricle. Contrast-enhanced cranial MRI was performed due to 
the difficulty in differentiating the space-occupying lesion as a mass or abscess. He received analgesic treatment and 2 grams of 
ceftriaxone IV in the emergency department. His blood pressure was reduced to 165/80 and stabilized. Neurology, infectious disea-
se, and neurosurgery consultations were obtained. He was scheduled for hospitalization for abscess drainage, further examination, 
and treatment by neurosurgery. 
Discussion: 
This case highlights a rare presentation of brain abscess and a challenging clinical scenario. Brain abscess should be considered in 
patients presenting with atypical symptoms like drowsiness. Contrast-enhanced MRI is essential for differentiating brain abscess 
from other pathologies and for definitive diagnosis. 

Figure-1:A hypodense area is observed in the area where the brain abscess is located. 

 
Figure-2: In the area where the brain abscess is located, diffusion binding is observed 

 
Figure-3: Peripheral contrast enhancement is observed in the area where the brain abscess is located. 
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