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Specific Treatment Approaches in Intoxication Cases
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Specialist Mehmet KOSARGELIR, MD

Ministry of Health
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Hypertension Management in Emergency Medicine
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Legal Issues and Solutions in Emergency Medicine and Family Medicine

Hakan UZUN, MD
Head of Trabzon Family Physician Association
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POSTER ABSTRACTS

Poster Presentation 01

The Appraisal Of Willis Ekbom Disease in Morbid Obese Patients Who Underwent Laparoscopic
Sleeve Gastrectomy

Burcu YORMAZ, ilhan ECE, Serdar YORMAZ

Selcuk University, Department of Surgery, Konya, Turkey

Objective: Bariatric surgery is so effective procedure for morbid obese patients to become a healthy
situation. The aim of this study is to assess the presence and severity grade of Willis Ekbom Disease
(WED) in morbid obese patients who underwent bariatric surgery for weight loss.

Methods: Consecutive morbid obese patients scheduled for bariatric surgery for resolving the morbid
obesity between the dates of January 2014 to July 2015 were enrolled in this retrospective study.
Participants completed confirmed questionnaires to evaluate the presence and severity of WED
(Cambridge-Hopkins Questionnaire 13 and International Restless Legs Syndrome Study Group Rating
Scale (IRLS).

Results: We were assessed 152 morbid obese patients who underwent laparoscopic sleeve gastrectomy
(LSG), 98 were female (64%) and 54 were male (36%). Average body mass index (BMI) was 47.24+
4.34. Baseline WED was present in 36 ( 23.6 %) patients with a average IRLS score of 15+ 4.0. Six
months following the LSG procedure, an extra 26 (17%) patients who existed for follow up had
developed WED; In 6 months period an extra 14 (53.8%) patients; also in 12 months period an extra
12(46%) had developed WED. Preoperative complete blood count and biochemical results of patients
were evaluated as hemoglobin was below 10.2 g/dL in 22 (14%) patients. In baseline, 40 (26.3%) patients
were taken a proton pump inhibitor drug and 34 (22.3%) were used a antidepressant drug. Sleep studies
were performed in 76 (50%) of patients and 48(63.1%) were diagnosed with obstructive sleep apnea
(OSA). Conclusion: LSG surgery for morbid obese patients may be a significant risk for WED (due to the
narrowed stomach volume and a bit contact to acide secretion) than the general society and their disease
may be undiagnosed. Long-term follow-up further studies would be excessive, especially given increased
risk of iron deficiency for this patient society. Routine screening for WED may be take into account for
bariatric surgery patients who underwent LSG.

Poster Presentation 02

The Outcomes of Lung Function Parameters in COPD With Obstructive Sleep Apnea in Morbid
Obese Patients Who have Undergone Metabolic Surgery

Burcu YORMAZ, llhan ECE, Serdar YORMAZ

Selcuk University, Department of Surgery, Konya, Turkey

Objective: In Chronic obstructive pulmonary disease (COPD) associated with obstructive sleep apnea
(OSA) changes in lung function are usually suggested to be related

with morbid obesity. The purpose of the this study was to evaluate the diffusing capacity for carbon
monoxide (CO) in morbid obese preoperative and postoperatively period of patients with COPD.
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Methods: This study concluded 83 morbid obese patients with COPD (average age 43.5+4.61) with
Body-Mass Index (BMI) > 40 were enrolled in the study retrospectively. OSA was evaluated by
overnight cardiopulmonary monitoring. All of the patients underwent lung CO diffusing capacity
measurement to detect the diffusion parameters (TLCO, KCO).

Results: Of 16 patients who had OSA were distributed to group A. On the other hand group B patients, 57
who had without OSA. Mean BMI was 48.2 + 4.63. KCO was found to be comparatively increased in
COPD with OSA patients. (96 (81;104) vs. 67 (54; 103), p=0.01). Expiratory, and inspiratory respiratory
parameters were negatively related with average at night oxygen saturation (r=-0.24, r=-0.51, r=-0.31,
respectively, p<0.01). At the same time positive correlations were displayed for TLCO and KCO with
AHI (r=0.25 and r=0.21, respectively, p<0.05). However this scores have significantly fixed to positively
slope according to tthe unoperated patient population.

Conclusions: Although we were inadequate to show the differences in airway resistance depending on
the accompaniment of OSA, we have detected significantly lower rates in CO diffusion in postoperatively
OSA group patients.

Furthermore we think that novel researchs which made by surgical procedures could contribute to healing
in COPD society who were morbid obese.

Poster Presentation 03

Lactic Acidosis With Broad-Anion Gap

Oguzhan OZCAN?, Ali KARAKUS?, Giiven KUVANDIK?

! Mustafa Kemal University Faculty of Medicine Medical Biochemistry, Hatay, Turkey

2 Mustafa Kemal University Faculty of Medicine Emergency Department, Hatay, Turkey

Backround: Lactic acidosis is a life-threating metabolic acidosis with a broad-anion gap. It is generally
defined as a serum lactate concentration above 4 mmol/L. It is associated with increased anaerobic
metabolism due to several condition such as decreased blood flow, drugs, toxins and septic shock.
Impaired tissue oxygenation and decreased lactate clearance primarily by the liver can lead to increased
lactate levels (Figure 1). In this study we aimed to present a case of broad-anion gap lactic acidosis and
delirium.

Case: A 36-year-old male admitted to emergency room with impaired consciousness and agitations.
Blood pressure was 90/60 mmHg, heart rate was 115 beats per minute and sinus tachycardia rhythm was
observed in the electrocardiography (ECG) examination. Clinical examination revealed a confused patient
who has a moderate clinical condition and Glasgow Coma Scale score of 9 in admission.

Medical history revealed that the patient had 3 epileptic seizures during last three-year period and has
been medicated with antiepileptics (levatiracetam 750 mg, 2x1 and carbamazepine 400 mg, 2x1).
According to statement of parents there was no past medical history included diabetic mellitus,
hypertension and any addiction of alcohol and medication.

He was given intravenous diazepam 10mg, midazolame 5mg, haloperidol 5mg and chlorpromazine 5 mg
for sedation but agitations had not been controlled. Therefore, continuous infusion of propofol
administered and intubation was performed.
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Initial laboratory investigation results included a serum glucose level of 186 mg/dL; pH, 6.9; HCO3,
6.5mEqg/L; PCO2, 33.4 mmHg; PO2, 104.6 mmHg; lactate, 24.66 mmol/L; WBC, 21,76 10"3/uL; NEUT,
13,09 1073 /p L and serum CRP level of 31.1 mg/L . Calculated anion gap was 32 mmol/L. Other serum
chemistry and hematological results were within normal limits and showed Table 1.

Patient was diagnosed with broad-anion gap lactic acidosis. Intravenous fluid (SF, 0.9%) and bicarbonate
therapy (5 flacon within 100 cc dextrose, 5%) were started immediately and the patient was transported to
the intensive care unit for monitoring. During hospitalization, proper fluid and bicarbonate treatment was
continued. Consecutive blood gas analyses results were also shown in Table 1. No significant
abnormalities were seen in cranial computerized tomography (CT) but the signs of lobar pneumonia were
observed in chest radiography. Patient was considered to be lactic acidosis seconder to pneumonia. The
patient was discharged after being treated with proper antibiotherapy for three days.

Conclusion: Lactic acidosis is a life-threatening metabolic acidosis and can be improved by appropriate
medical treatment. Arterial blood gas analysis is very important to evaluate a patient’s lactate levels and
oxygenation. Early diagnosis of these patients would help to prevent morbidity and mortality.

Keywords: Lactic acidosis, anion gap, metabolic acidosis

Table 1. Blood gas analaysis and other laboratory results of the patient

Time pH Pa0, paCoO; HCO3; SO, Lactate
(mmHg)
(mmHg) (mEg/L) (%) (mmol/L)
Initial 6,90 104,6 33,4 6,5 93,3 24,66
2"hour | 7,26 98,3 41,5 18,2 96,6 7,34
2nd day 7,38 215,2 33,4, 22,4 98,7 0,97

Lactat
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Poster Presentation 04

Aile Saghg Merkezi’nde Bir Yilda Uygulanan Enjektabl flaclarin Degerlendirilmesi
Volkan ATASOY

Kalkinma Aile Saghgi1 Merkezi, Trabzon

Amag: Enjektabl ila¢ uygulamalar1 Aile Sagligi Merkezleri’nde verilen tibbi hizmetlerin 6nemli bir
boliimiinii olusturmaktadir. Bu ¢alismada Aile Sagligi Merkezi’nde bir yil boyunca uygulanan enjektabl
ilaglar degerlendirilmistir.

Yontem: 1 Ocak 2016 ile 1 Ocak 2017 tarihleri arasindaki bir yillik stirede Trabzon Ortahisar Kalkinma
Aile Saglig1 Merkezi’nde uygulanan enjektabl ilag bilgilerine enjeksiyon kayit defterinden ulasildi. Ilaglar
jenerik isimlerine bagl olarak klinik etkilerine gore gruplara ayrilarak degerlendirildi. Toplam enjekte
edilen ilag i¢indeki pay1 %1 in altinda olan ilaglar diger grup baslig: altinda toplandi.

Bulgular: Enjeksiyon yapilan toplam hasta sayist 1499°dur. Bu enjeksiyonlarda 52 farkli jenerik ilag
toplam 1724 kez uygulanmustir. En fazla enjeksiyon yapilan ilag grubu %30,22 (521) ile analjeziklerdir.
En az enjeksiyon yapilan ilag grubu %1,04 (18) ile antipsikotiklerdir. Oteki ilag gruplar1 sirasiyla
antibiyotikler %22,79 (393), vitaminler %18,90 (326), miyelorelaksanlar %11,60 (200), kortikosteroidler
%9,33 (161), antikoagiilanlar %1,68 (29), hormon ve hormon analoglar1 %1,62 (28), antihistaminikler
%1,10 (19) ve digerdir %1,68 (29). Siyanokobalamin 323 (%18,70) uygulama ile toplam enjekte edilen
ilaclar icinde en fazla uygulanan jenerik ilactir. Enjeksiyonlar icin intramuskuler, intravendz veya
subkutan yollar kullanilmistir.

Sonug¢: Kayitlarimiza gore en sik enjektabl ilag uygulamasi analjezik, antibiyotik ve vitaminler icin
yapilmistir. Calisma dahilindeki enjeksiyonlara bagli tespit edilen veya bildirilen bir yan etki olmamustir.

Poster Presentation 05

A Case of Inflammatory Cardiomyopathy in ED

Mehmet UNALDI', Hatice ERYiGiT?

1Department of Emergency Medicine, Medeniyet University Goztepe Training and Research
Hospital, Istanbul

’Department of Thorax Sugery, Kartal Training and Research Hospital, Istanbul

Introduction: Myocarditis (inflammatory cardiomyopathy) is a common cause of dilated
cardiomyopathy. It is inflammation of the heart muscle and is frequently accompanied by pericarditis. In
this study we present a case of myocarditis in a young patient.

Case: 18-year-old male patient admitted to the ED with complaints of chest pain, myalgias. In history he
had common cold a week ago and had chest pain typically. Vital signs: tension;140/80 mm-Hg;
beat;80/min; fever;36,8. ECG of him showed normal sinus rhytm and negative T wave on D3. Laboratory
samples revealed troponin:0,89- 3 ng/ml, CRP:3,7 mg/dl (0-0,5). Echocardiographic evaluation detected
efection fraction:55%, global mild hypokinesia, mild mitral insufficiency. He was interned to cardiology
clinic as prediagnosed myocarditis.
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Conclusion: Myocarditis is discussed seperately to highlight its acute presentation and individual
therapy. It is most frequently characterized pathologically by local infiltration of the myocardium by
lymphocites, plasma cells and histiocytes. Many epizodes are mild, they do not always come to meical
attention. In severe cases, heart failure can develop. Retrosternal or precordial angina-type chest pain may
be frequent as in this case and is usually due to pericardial inflammation.

Poster Presentation 06

A Different Chest Pain in The Emergency Service: Kounis Syndrome

Fatma CAKMAK, Abdullah Osman KOCAK, Atif BAYRAMOGLU, Zeynep CAKIR
Atatiirk University Faculty of Medicine Department of Emergency Medicine

Introduction: Kounis syndrome is defined as the concurrence of acute coronary syndromes with
conditions associated situations including allergic or hypersensitivity reactions. It is caused by
inflammatory mediators such as histamine, proteases, arachidonic acid products, platelet activating factor
and a variety of cytokines and chemokines. This syndrom can progress to myocardial infarction and can
be fatal. This can be caused by drugs, foods, environmental factors (insect bite, bee sting, pollen, latex
touch) and intracoronary stent placement. The treatment can vary according to the clinical findings.

Case: A 61-year-old male patient applied to the emergency service for rash and redness on his face and
neck. There was no known heart disease in his story. The medication for flu started previously.
Immediately after drug administration, itching and rash formed in patiens body. At the same time the
redness of the face has developed. The rash has healed in a short time; but redness have not healed. There
was uvula edema, redness on his neck and face in the phsycal examination (figure).The vitals were stable.
ECG was not remarkable. An angioedema treatment was applied to the patient who had not specialty in
his routine. For the patient who developed chest pain during follow-up, ECG was in normal sinus rhythm.
Troponin was positive in the biochemical study; therefore cardiac consultation requested to the patient.
The patient hospitalized with diagnozis of kounis syndrom after consultation. The patient, who was
followed up with angiography as "Type 2" kounis syndrome, was discharged with healing.
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Discussion: Kounis syndrome is difficult to diagnose. You have to be skeptikal for diagnozis. Patients
with chest pain accompanying an allergic reaction should be suspected of kounis syndrome, which may
progress to MI and may be fatal. In case of doubt of kounis syndrom, the patient should be kept under
observetion until diagnosis or exclusion.

Keywords: Kounis syndrome, Allergic chest pain, Acute coronary syndromes.

Poster Presentation 07

A Rare Complication After Epileptic Seizure: Patella Dislocation

Fatma CAKMAK, Abdullah Osman KOCAK, Atif BAYRAMOGLU, Zeynep CAKIR
Atatiirk University Faculty of Medicine Department of Emergency Medicine

Introduction: Patients with epilepsy do not always come to the emergency room with seizures. They
may also apply with indirect complications of epileptic seizure. Various complications can be seen in
these patients due to trauma caused by sudden loss of consciousness. In these patients, the risk of bone
fractures or joint protrusions is higher than in other patiens with travma. Patella dislocations also are very
rare.

Case: A 23-year-old male patient applied to emergency service with complaint about pain in the left knee
and disorientation of the knee joint after an epileptic seizure. He has suffered from epilepsy for 6 years.
He has used his medications regularly. The patient had a seizure in bed in the morning, then felt severe
pain in his left knee. It was observed that the vitals were stabilized. The left patella was higher than right
patella in the physical examination. There was a dislocation of the left knee patella on the X-ray (Fig.).
There was no additional pathology. The dislocated patella was replaced in the emergency service by
emergency staff. The patient was discharged with knee pad, rest, and anti-inflammatory.

Discussion: Trauma is a common complication in epilepsy patients. Especially the patient without travma
story should be evaluated carefully in terms of travma. Detailed physical examination should be
performed in these patients. All joint movements must be evaluated.

Keywords: Epilepsy, Patella Dislocation, seizure.
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Poster Presentation 08

A Reason of Chemical Burn: Grape Vinegar

Abdullah Osman KOCAK, flker AKBAS

Atatiirk University Faculty of Medicine Department of Emergency Medicine

Introduction: It has been increasing interest in alternative medicine all over the world in recent years.
Although there is a belief among the public as completely harmless alternative methods, using these
methods can lead to risky conditions and side effects.

Case Report: 23 year-old male patient was admitted to emercency room with redness and pain in the left
leg. 1 days ago, because of pain in his left knee, he had compressed cotton wetted half a glass of water
(about 100 mL) and vinegar (grape vinegar, 5% acetic acid) on the advice of his mother, about 3 hours.
Burning and redness in the leg had began after removing the cotton. It had not passed the burning feel, it
had increased redness and pain for 1 day. He had done these types of applications before, but he said that
he had not kept longer in vinegar wetted cotton on his leg before. 12 years ago, he had been operated for
cervical and thoracic region of the giant hemangioma, since then he had drop foot on left and had
decreased sensation in the left leg. The patient was using walking assist device. Vital signs were normal,
except for fever (38,1°C). On his physical examination, he had a circular first degree burn on the left leg
which was started 10 cm above the patella and extended 15 cm below the patella. There was an increase
in temperature and minimal increase in thickness in the left leg. Peripheral pulses were palpable. There
was no abnormal laboratory findings. Before he came to the hospital, he hadn’t washed the the burned
area. Washing with water, wound care and IV analgesics were administered. He was discharged with
recommendation of leg elevation and daily wound care and precribed oral antibiotics,

Conclusion: Vinegar consists of 4-5% acetic acid. Chemical burns is often associated with strong acid
(like sulfuric, nitric and hydrochloric acids), but acetic acid is a weak acid may be the cause of such
burns. As our patient, tight bandages and long-term use is more likely to occur burns. In patients with
chemical burns, physicians should be kept in mind that one of the reasons is alternative treatment.

Keywords: Chemical burn, grape vinegar, acetic acid.

Poster Presentation 09

Late Complication Related to Abdominal Surgery: Intra-abdominal Abscess
Abdullah Osman KOCAK, ilker AKBAS

Atatiirk University Faculty of Medicine Department of Emergency Medicine

Introduction: Postoperative intra-abdominal abscess is difficult to treat, has high mortality and
morbidity. It is a septic complication of abdominal surgery. Because of its poor prognosis; prevention,
early diagnosis and treatment is important. The most important factors in the development of intra-
abdominal infections in the postoperative period are diabetes, liver and respiratory dysfunction. There are
also more at risk of intra-abdominal infections in cancer patients in the postoperative period. USG and CT
have an important role for the diagnosis. CT is superior to USG in the diagnosis with 77-98% accuracy
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rate. The treatment of postoperative intra-abdominal abscess is drainage. Appropriate antibiotic therapy
should be administered with drainage.

Case Report: 68 year-old male patient was admitted to emercency room with nausea and vomiting. 20
days ago he was underwent Whipple procedure because of the distal common bile duct tumor, he was
discharged from the hospital 10 days ago. After operation, he hadn’t have any complaints for 1 week,
abdominal pain had started 3 days ago. Nausea and vomiting had started after then. He had been suffering
from COPD for 7 years. Vital signs were normal. On physical examination, , the new operation scar
which was starting from the epigastric region and extended until the lower right quadrant of the abdomen
"inverted L" shape, was seen. He had diffuse abdominal tenderness and defence at left upper quadrant.
Laboratory findings showed a high WBC count (23200). Other laboratory findindgs were within normal
limits. In order to explain the etiology of the patient’s abdominal pain; abdominal CT was performed.
Abdominal CT demonstrated that fluid collection compatible with abscess which started the inferior of
spleen and bowel and extended to left iliac wing, 14cm x 5 cm in size.(Figure-1) It also had free air
anterior to the liver. Because of that, he was consulted general surgery clinic and hospitalized with the
diagnosis of intra-abdominal abscess.

Conclusion: Postoperative intra-abdominal abscess has a high morbidity and mortality rate, if not
diagnosed early. Therefore, in patients presenting with abdominal pain if they have recently history of
abdominal surgery, clinicians should be kept in mind that postoperative intra-abdominal abscess which is
one of late complications.

Keywords: Intra-abdominal abscess, abdominal pain, postoperative

Figure-1- 14cm x 5 cm abscess
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Poster Presentation 10

Nonsteroid Anti-Iinflamatuar fla¢ Kullanimina Bagh Gelisen Akut Urtiker: Bir Olgu Sunumu
Salih Zekeriya KARSLIOGLU, Turan SET

Karadeniz Teknik Universitesi Tip Fakiiltesi Aile Hekimligi Anabilim Dal, Trabzon

Giris: Nonsteroid anti-inflamatuar ilaglar (NSAII) toplumda ates diisiiriicii ve agr1 kesici ozellikleri
sebebiyle sik kullanilmaktadir. Sik kullanilmalari sonucunda yan etkileriyle de fazlaca karsilasilmaktadir.
Bu ¢aligmada bas agris1 nedeniyle NSAII kullanimina bagli akut iirtiker gelisen bir olgunun tartigilmasi
amagclanmistir.

Olgu: 22 yasinda erkek hasta viicudunda yaygin dokiintii ve kasint1 sikayeti ile basvurdu. NSAII aldiktan
bir saat sonra dokiintiileri baslamis. Gogiis bolgesinde, sirt bolgesinde ve en son basinda kasintili, kirmizi
renkli dokiintiileri olmus. Alerjik hastalik &ykiisii yok. Bazi NSAIi’a karsi alerjisi varmis. Fizik
muayenesinde nabiz:105/dakika disinda vital bulgular1 normaldi. Gogsiinde, gébek ¢evresinde, sirtinda ve
sacl deride yaygin, lizerine basmakla solan, eritemli yaygin papiil ve plaklar mevcuttu (Resim 1). Uvula
o0demi mevcuttu. Diger sistem muayeneleri normaldi.

Tartisma: NSAII'in birgok yan etkisi bulunmaktadir. En sik goriilen yan etikileri mide yanmasi,
dispepsi, renal toksisite, kanama siiresinde uzama, ¢arpint1 ve alerjik reaksiyonlardir. Bizim hastamizda
NSAIl kullanimindan bir saat sonra kagmtili, eritemli, yaygin papiil ve plak seklinde dokiintiiler
mevcuttu. Ayrica uvula ddemi olusmustu. Daha 6ncesinde de farkli NSAII aldiktan sonra bu sekilde
dokiintiileri olmus. Hastaya akut {irtiker tanis1 koyuldu ve tedavisi diizenlendi.

Sonug: Giinliik pratigimizde regetesiz ilag¢ kullanimi ile siklikla karsilasmaktayiz. Ozellikle NSAII
hekim 6nerisi olmadan kullanimi oldukga fazladir. Bu baglamda NSAIi’ler basta olmak iizere gereksiz
ila¢g kullaniminin onlenmesi i¢in toplumun bilinglendirilmesi 6nemlidir. Bu agidan 6zellikle birinci
basamak saglik calisanlar1 merkezi bir role sahiptir. Akilcr ilag kullanimina dikkat edilmesi bu tiir yan
etkilerin 6nlenmesi i¢in yararli olacaktir.

Anahtar Kelimeler: Urtiker, NSAII, aile hekimligi

- B 2,

3

Resim 1. Urtiker dokiintiileri
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Oral Presentation 01

The Evaluation of Clotting Parameters in Morbid Obese patients Concomitant Obstructive Sleep
Apnea Syndrome Who Underwent Bariatric Surgery

Burcu YORMAZ, llhan ECE, Serdar YORMAZ

Selcuk University, Department of Surgery, Konya, Turkey

Objective: Morbid obese patients with obstructive sleep apnea (MOSA) have a significant risk of
pulmonary diseases. The aim of present study is to evaluate the relationship between MOSA and levels of
prothrombotic markers and display possible effects of bariatric surgery.

Methods: We were evaluated 128 patients with arterial hypertension (AH), (range period 1 to 6 months).
By the cardiopulmonary monitoring, it was discovered that of 31 patients (24%) had mild OSA and 97
(76%) had moderate to severe OSA. In patients with serious OSA’s biochemical samples (clotting factors,
viscosity of whole blood) were taken at preoperative 12 hours and after 12 hours after bariatric surgery
and taken CPAP therapy (AHI< 5).

Results: Morbid obese patients with moderate and severe OSA have significant levels of D-dimer
(768.9+ 226.8 g/L vs 1119.4 + 141.2 g/L, P = 0.04), fibrinogen (5.3+0.6 ng/mL vs 3.4+0.4 ng/mL, P <
0.01), plasmin- antiplasmin complex (234.5+57.2 ng/mL vs. 165.5 £31.0 ng/ mL, P < 0.01) than patients
with mild or without OSA. After the postoperative period at 12 hours of CPAP therapy. We observed a
tendency to decrease viscosity of blood at high cutting rate (from 5.6+0.7 and 4.7+0.5 P = 0.07), but not
reached a significance proportion.

Conclusion: The clotting stuation of blood is increased in severe and moderate OSA patients. These
outcomes may explain the higher prevalence of pulmonary vascular diseases in this patient society. We
were found no significant effect of short-term CPAP therapy on these parameters after the surgical
process.

Oral Presentation 02

Is Mean Platelet Volume (MPV) Predict The Course of Painful Crisis in Patient With Sickle Cell
Anemia?

Oguzhan OZCAN’, Sumeyya H. KOKACYA?, Giil ILHAN®, Abdullah ARPACI*

'Mustafa Kemal University Faculty of Medicine, Department of Medical Biochemistry, Hatay,
Turkey

*Mustafa Kemal University Faculty of Medicine, Department of Family Medicine, Hatay, Turkey
*Mustafa Kemal University Faculty of Medicine, Department of Hematology, Hatay, Turkey

Objective: Sickle cell disease is caused by a genetic abnormality in the gene of hemoglobin. It is very
important in preventive family medicine because it is most common genetic disorders in Turkey
especially in Hatay province. Painful crises are most striking clinical manifestation and related to
patient’s mortality, morbidity and quality of life. Besides, it is also most common reason for applying to
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emergency department. MPV reflects the average size of platelets and higher MPV values mean larger
and more active platelets. In this study we aimed to investigate the relationship between MPV values and
painful crisis in patients with sickle cell anemia.

Method: This is a retrospective study carried out in patients with sickle cell anemia and control subjects
who applied to university hospital between 2014 and 2016. Patients were excluded if they had another
type of hemoglobinopathy, vasculitis, bleeding disorders and received transfusion in three months prior to
admission. Every application with or without crisis were considered separate cases. Demographic
information, hospital stay, application frequencies and MPV values of patients were collected from
Hospital Information System (HBS) and Laboratory Information System (LIS). During the study period,
venous blood samples were collected in hemogram tubes with dipotassium EDTA and analyzed by an
automated blood counter analyzer (Sysmex® XN-series Automated Hematology analyzers). Age and
gender matched controls data also recorded.

Subjects were divided into three groups, Sickle cell patients wih crysis, sickle cell patients without crysis
and healty controls. Data were analyzed using SPSS® software, version 14.0 (SPSS Inc., Chicago, IL,
USA) for Windows. MPV and other hematological parameters of groups were compared with Kruskal
Wallis test and correlation between MPV and other parameters including duration of hospital stay were
also analyzed. A P-value <0.05 was considered statistically significant.

Result: We studied 857 applications (m, 430; f, 427) and 412 control subjects (m, 201; f, 211). Baseline
characteristics and hematological parameters were summarized in Table 1. The MPV values were
significantly higher in sickle cell with crisis group (n=350, median=8, min= 4.92, max=17.8) than sickle
cell without crisis (n=507, median=7.48, min= 5.42 max=17.3) (Figure 1). Besides there was poor but
significant correlation between MPV values and duration of hospital stay (r=2.66, p<0.01). WBC,
neutrophil, RBC and lymphocyte counts also different between these two groups.

Conclusion: MPV values is related to painful crisis and duration of hospital stay and can be useful
marker for evaluating the course of disease in patients with sickle cell anemia.

Table 1. Comparison of whole blood parameters among groups.

Group comparisons

Grup | (n:507) Grup Il (n:350) Grup Il (n:412) p value
Gender (f/m) 257/250 170/180 211/201 p>0.05
Age 31 (18-63) 32 (18-63) 33 (18-63) p>0.05
RBC (x10%/pL) 2,96 (1,05-6,96) 2,78 (0,99-6,28) 4,85 (3,93-5,8) 1-2(0,008)
1-3(0.000)
2-3(0.000)
Hb (g/dL) 9,04 (4,47-12,4) 9,1(4,68-15,3) 14,1 (11,9-16,4) 1-2(0,239)
1-3(0,000)
2-3(0,000)
Htc (%) 27 (8,41-49) 26,3 (13-46,6) 42,6 (9,1-49,4) 1-2(0,563)
1-3(0,000)
2-3(0,000)
MCV (fL) 92,2 (59,1-140) 93,2 (60,7-145,5) 87,9 (81,7-96,9) 1-2(0,121)
1-3(0,000)
2-3(0,000)
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MCH (pg) 32,2(19,6-51,1) 32,9 (19,1-52,8) 29,1 (25,7-35) 1-2(0,035
1-3(0.000
2-3(0,000

MCHC (pg/dL) 34,7 (29,2-45,1) 34,9 (29,5-40,4) 33 (30,2-35,4) 1-2(0,352
1-3(0,000
2-3(0,000

RDW (%) 21,3 (12-54) 20 (10,1-45,3) 12,7 (10,7-21) 1-2(0,083
1-3(0,000
2-3(0,000

PLT (x10°/uL) 461 (50,7-1498) 450 (86,8-1421)  261,5 (159-462) 1-2(0,195
1-3(0,000
2-3(0,000

MPV (fL) 8(4,92-17,8) 7,48 (5,42-17,3) 10,7 (8,4-16,2) 1-2(0,000)
1-3(0,000)
2-3(0,000)

WBC (x103/pL) 16,7 (3,65-48,62) 11,1(2,1-29,3) 7,41 (4,49-11,76) 1-2(0,000)
1-3(0,000)
2-3(0,000)

Neu (x10/pL) 8,47 (0,96-34,1) 5,67 (0,34-23,9) 4,32 (2,1-8,17) 1-2(0.000)
1-3(0,000)
2-3(0,000)

Lym (x10°/pL) 5,08 (0,33-19,6) 4,13 (0,49-11,7) 2,31 (1-44,3) 1-2(0,000)
1-3(0,000)
2-3(0,000)

Eos (x10°/uL) 0,29 (0-3) 0,215 (0,01-2,3) 0,14 (0-1,33) 1-2(0,027)
1-3(0,000)

2-3(0,000)

)
)
)

)
)
)
)
)
)
)
)
)
)
)
)

Bas (x10°/uL) 0,25 (0-3,63) 0,21 (0-3,21) 0,04 (0,01-1) 1-2(0,444
1-3(0,000
2-3(0,000

Mon (x10%/pL) 1,34 (0,12-5,53)  1,01(0,04-4,81) 0,56 (0,27-1,46) 1-2(0,000)
1-3(0,000)
2-3(0,000)

Group |, Sickle cell anemia with crisis; Group Il, sickle cell aenmia without crisis; Group lll, control;
Values are given as median (min-max); * P<0.017 is significant (Bonferroni correction)
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Figure 1. WBC (a) and MPV (b) distribution between sickle cell anemia with crisis and without crisis
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Oral Presentation 03

Intoxications in Intensive Care; Cost and Bed Occupancy According to Glaskow Coma Score

Sedat SAYLAN!, Bilal SENGU?, Giilgiin Elif AKCALI®, Verda DINAR TUNA®, Engin ERTURK"
'Department of Anaesthesiology and Reanimation, Karadeniz Technical University Faculty of
Medicine, Trabzon, Turkey

’Department of Anaesthesiology and Reanimation, Silifke State Hospital, Mersin, Turkey
%Department of Anaesthesiology and Reanimation, Kanuni Training and Research Hospital,
Trabzon, Turkey

Introduction / Purpose: Intensive care units (ICU) are the units in which critical care and follow-up are
conducted. About 5-30% of YBU beds are used for intoxication. In ICU, intoxications may be mortal or
can be discharged only by observation without any complication. The necessity of hospitalization of all of
these patients to ICU should be discussed in terms of bed occupation and cost. In our study, it was aimed
to determine the necessity and cost of hospitalization of ICU patients who were admitted to an intensive
care unit from the emergency service with intoxication diagnosis.

Materials / Methods: This study was conducted by reviewing the files of 205 intoxication patients who
underwent more than 24 hours of follow-up and treatment at 2nd and 3rd level ICU. Patients were divided
into two groups according to Glasgow Coma Score (GCS) 15 (Group= 15) and below 15 (Group <15)
admitted to ICU. The patients' age, gender, GCS, poisoning cause, humber of days spent in the ICU, and
the need for mechanical ventilation (MV) were recorded and the ICU costs of the groups were calculated.
In addition, the cost that would be generated if the patients in Group = 15 were followed in the service
environment rather than in the ICU.

Findings: Of the 205 patients examined, 145 were GCS: 15, while 60 were below GCS 15. The number
of patients with GCS = 15 and the incidence of suicide intoxication were higher in females. The number
of intoxications with cardiovascular system drugs and analgesic drugs was greater in group = 15, while
the number of intoxications with carbon monoxide and drug substances was greater in group <15. The
number of days spent in ICU, MV requirement and ICU costs were higher in Group <15 (Table 1). If the
patients in group = 15 had been followed in the service environment, the cost would have been lower than
the cost in YBU (Table 2).

Discussion / Conclusion: As GCS is Specific and easy to administer, it can be used to determine the need
of intoxication cases for admission to ICU units. It is widely believed that intoxications that are life
threatening with organ insufficiency should be followed in 2nd and 3rd level ICUs. The fact that ICU
beds in our country are not used according to the criteria is a big problem, which may increase the cost of
use and cause an increase in mortality. Adhering to the criteria for accepting patients to high cost units
which require specialist and technological equipment such as ICUs, will prevent unnecessary bed
occupation and ensure proper use of resources. According to our study, close follow-up of patients with
GCS = 15 admission to ICUs at an equipped service would reduce cost and bed occupancy.

Keywords: Intoxication, GCS, cost, bed occupation
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Table 1. Demographic data and patient characteristics

Group =15 Group <15

(n=145) (n=60) P
Age (year) 26.249.6 35.9+14 4 <0.0001
Arrival GCS 15 10.8+2.9 <0.0001
Gender (F/M) 93/52 19/41 <0.0001
The cause of poisoning
Psychiatric medicine 64 (%44.1) 31 (%51.6) 0.325
Neurological medicine 15 (%10.3) 6 (%10) 0.858
Analgesic medicine 37 (%25.5) 1 (%1.6) 0.0001
Carbon monoxide 0 7 (%11.6) 0.0001
Cardiologic medicine 17 (%11.7) 0 0.003
Drugs 10 (%6.8) 15 (%25) 0.0007
Pesticides 2 (%1.3) 0 1
Hospitalization day 1.97+1.1 6.2+22.9 <0.0001
Mechanical ventilation
requirement (number of 0 16 (%26.7) <0.0001
patients)
ICU Cost (TL) 4124290 1238+1363 <0.0001

Table 2. YBU and Servicing Costs of Group = 15

Group=15 ICU At service p

Cost (TL) 4124290 147457 <0.0001
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Oral Presentation 04
Tetanoz Immiinizasyonu Yeterli Mi?

Firdevs AKSOY?, Serhat ATALAR?, Sedat SAYLAN? Yunus KARACA® Turan SET*,

Seluk KAYA! Giirdal YILMAZ, iftihar KOKSAL!

! Karadeniz Teknik Universitesi, Tip Fakiiltesi, Enfeksiyon Hastaliklar1 ve Klinik Mikrobiyoloji
Anabilim Dal, Trabzon

% Karadeniz Teknik Universitesi, Tip Fakiiltesi, Anesteziyoloji ve Reanimasyon Anabilim Dali,
Trabzon

¥ Karadeniz Teknik Universitesi, Tip Fakiiltesi, Acil Tip Anabilim Dali, Trabzon

* Karadeniz Teknik Universitesi, Tip Fakiiltesi, Aile Hekimligi Anabilim Dali, Trabzon

Giris: Tetanoz, giiniimiizde Onlenebilir bir hastalik olmasina ragmen, halen mortaliteye neden olan
hastaliklar arasinda bir halk saglig1 sorunudur. Tan1 ¢ogunlukla klinik belirti ve bulgularla konulmaktadir.
Laboratuvar bulgular1 tanida her zaman yol gosterici degildir. Dogru zaman ve uygun sekilde yapilacak
olan immiinizasyon hayat kurtaricidir. Bu nedenle hastalarin yaralanma sonrasi immiinizasyonlar1 dogru
zamanda planlanip tamamlanmalidir. Immiinizasyonu eksik olan hastalarda risk faktdrleri dnceden
belirlenmeli mortalitenin 6niine gegmek i¢in tedavi planlanmalidir.

Bu calismada tetanoz tanili hastalardaki immiinizasyon durumu ve risk faktorlerinin mortalite {izerine
etkisinin degerlendirilmesi amaclanmistir.

Metod: Bu c¢alismada klinigimizde izlenen 1992-2016 tarihleri arasindaki tetanoz olgular1 retrospektif
olarak irdelendi. Hastalara ait demografik ve klinik 6zellikleri; hasta dosyalar1 ve enfeksiyon hastaliklar
ve klinik mikrobiyoloji hasta izlem formlarindan elde edildi. Tetanoz gelisimindeki risk faktorleri
irdelendi. Istatistiksel analizde anlamlilik degeri p<0.05 olarak kabul edildi.

Bulgular: Calismamizda 55 tetanoz olgusu incelenmistir. Hastalarin %80'i 40 yas ve iizerinde idi, yas
ortalamasi 54,9+15,5 olup, %67,3’1 kadindi. Hastalarin %67.3'inde min6r travma olarak kabul edilen
ekstremitelere ¢ivi, odun parcasi batmasi, ezilme, kesi gibi yaralanmalar; %41,8’in de toprakla kontamine
yaralanma vardi. Hastalarin %87,3’li asilama Oykiisiinii bilmezken, %9,1’inin de son 10 yil i¢inde
asilamasi yoktu. Hastalarm %61,8’ine yaralanmadan 3,1+4,1 giin sonra as1 yapilmisti. Immiinglobulin
yapilma oranlar1 beyana dayali anamnez oldugundan net degerlendirilemedi. Hastalarin %80’inde
trismus, %76,4’inde yutma giicliigli, %58,2’sinde tiim viicut kasilmasi vardi. Ortalama yatis siiresi
13,1+13,4 (1-78) giin olup, 27 (%49,1) hasta mortal seyretti. Oliimlerle hastalarin ek hastaliklar1 (DM,
KKY, HT..) arasinda iliski yokken, yas ytiksekligi ile iliskili idi (P=0.019).

Sonu¢: Calismamamizda, toplumumuzda erigkin immiinizasyon konusunda halen yeterli hassasiyet
gosterilmedigi hastalarin asilanma durumunu bilmemeleri ile ortaya konulmustur. Yaralanma 6ncesi
ve/veya sonrast hekime miiracaat edenlere tetanoz proflaksisinin tam olarak yapilmasi mortalite ve
morbiditeyi etkilemektedir. Bu nedenle; tetanoz riskii yaralanmalarda uygulanmasi gereken proflaksi
hakkinda saglik personeli ve toplumun gerekli hassasiyeti gostermesi ile bu vakalarin mortal
seyretmesinin Oniine gecilebilecektir.
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Oral Presentation 05
Ilkégretim Cagidaki Cocuklarda Obezite Sikhg ve iliskili Risk Faktorleri

Ciineyt ARDIC?, Sibel GOK INECIKLIi? Esma OMAR!

! Recep Tayyip Erdogan Universitesi Tip Fakiiltesi, Aile Hekimligi Anabilim Dal, Rize, Tiirkiye
?Rize Halk Saghg Miidiirliigii, Rize, Tiirkiye

Amag: Rize ilinde 68renim goren 6-11 yas grubu cocuklar arasindaki obezite ve fazla kilolu olma
durumu ve iligkili faktorleri saptamaktir.

Yontemler: Poliklinigimize bagvuran 2006 ile 2010 dogum tarihli 86 s1 kiz 94 i erkek 180 cocuk hasta
dahil edilmistir. Cocuklarin ve ebeveynlerinin yas, boy, kilo ve cinsiyetleri, ¢cocuklarin istah durumu,
hazir yiyecekleri (atistirma) tiiketme sikliklari, ebeveynlerin egitim ve gelir durumlar1 ve cocuklarin
televizyon basinda gegirdikleri siire degerlendirildi. Katilimcilarin beden kitle indeksleri hesaplanarak
sosyo-demografik 6zellikleri ile karsilastirildi.

Bulgular: Calismaya katilan tiim Ogrencilerin %12.2'inde obezite, %15'inde ise kilo fazlaligi tespit
edilmistir. Anne ve baba VKI(vucut kitle indeksi),televizyon basinda 2 saaten daha fazla kalma, fast-food
tarz1 beslenme ve fiziksel aktivite azligi ile fazla kilolu veya obez olma durumu arasinda iligki saptarken;
anne ve babanin egitim diizeyi, bebegin ek gidaya baglama zamani ile toplam anne siitii alma siiresi
arasinda anlamli bir iligki bulamadik.

Sonuc¢: Cocukluk c¢agi obezite sikligindaki artig 6zellikle obezite ile iligkili risk faktorlerini tespit edip
erken donemde bunlarla miicadeleyi 6nemli kilmistir. Hastalarin ilk temas noktasi olan aile hekimleri
cocukluk c¢agi obezitesini Onlemede saglik sisteminin en Onemli parcasidir. Literatiirdeki diger
caligmalara oranla ¢cocukluk ¢agi obezite prevalansinin yiiksek saptanmasi obezitenin giderek daha yaygin
bir sorun haline geleceginin gostergesi olabilir.

Anahtar Kelimeler: Obezite, cocuk, VKI (viicut Kitle indeksi)

Oral Presentation 06
Beklenmeyen Bir Durum: Lityum Intoksikasyonu

Hiiseyin SAHIN®, Sultan Tuna AKGOL GUR?

! Namik Kemal Universitesi Acil Tip Anabilim Dal. Tekirdag. Tiirkiye

2 Erzurum Bolge Egitim Arastirma Hastanesi, Erzurum, Tiirkiye

Giris: Lityum tuzlar1 1940 lardan beri bipolar affektive bozuklugu tanisi alan pisikiyatrik hastaliklarin
tedavisinde ve profilaksisinde kullanilmaktadir. Lityumun etkinligi kanitlanmis olmakla birlikte, terapotik
indeksi ¢ok dardir. Idame Lityum tedavisi alan hastalarin cogunda, tedavi siirecinde bir noktada toksisite
olusur. Lityum intoksikasyonunun siddeti ile en iyi korelasyonu klinik semptomlar gosterirler. Lityum
zehirlenmesinden her zaman artmis alim ya da azalmis atilim sorumludur. Bu sunumda, diistik lityum
diizeylerine ragmen, siddetli semptomlar gosteren bir olgunun klinik tablosu ve tedavisi literatiir 15181nda
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tartisilmaktadir. Olgumuz, lityum intoksikasyonu tedavisinde kararlarin, serum lityum diizeylerinden ¢ok
klinik parametrelere dayali olmasi gerektigini desteklemektedir.

Olgu: 41 yasinda erkek hasta acil servise halsizlik, yorgunluk, ates, eklem agrisi, suur bulanikligi,
bulanti, kusma sikayetiyle acil servise basvuruyor. Yaklasik alt1 ay 6nce psikiyatri polikliniginde bi-polar
affektif bozuklugu teshisi konularak lityium (Lithuril 300 mg.) 4x1 baslanmis. Benzer sikayetlerle iki giin
once aile hekimine bir giin dnce de acil servise bagvuruyor. Vital bulgulari; TA: 100/70 mmHg, Nabiz:
110/dak, Parmak ucu SAT: %80, Ates 38 oC, Yapilan fizik muayenede agiz icinde oral aftlar ciltte
pigmentasyon degisikligi konugmada zorluk tesbit ediliyor. Laboratuar tetkiklerinde WBC: 12.89, HGB:
13.5mg/dl, PLT: 124, sedimantasyon: 30 mm/h, glukoz 181mm/dl, BUN:11mg/dl, Kreatinin: 1,17 mg/dl,
Na:132 mmol/l, K:4,5 mmol/l, CRP: 11,9mg/dl, Lityum: 1,346 mol/l tesbit ediliyor. Goriintiilleme
tetkiklerinde anormallik arz etmeyen hasta, intoksikasyona bagli solunum sikintis1 nedeniyle anestezi
yogun bakim klinigine yatis1 yapiliyor. Yaklasik 1 hafta sonra hastaya uygulanan uygun tedavi sonrasi
salah ile taburcu edildi.

Sonug: Literatiirde, lityumun kan degerinin akut yiiksekliginde olgumuza benzeyen, ve daha da yiiksek
kan Lityum diizeylerinde semptom goriilmeyen iki olgu yer almaktadir. ilk olguda, ilk tesbitte 22.500 mg
Lityumun asir1 alimi ile akut intoksikasyondan 13 saat sonra, 10.6 mEq/L kan Lityum diizeyi ile
komplikasyon saptanmamis ve konservatif tedavi ile tam iyilesme saglandig bildirilmistir. Ikinci olguda,
45.000 mg Lityum ile intihar girisiminden 16 saat sonra, 8.64 mEq/L serum Lityum diizeyinde, hafif
bulant1 disinda semptom goriillmemistir.

Literatiirde daha sik olarak, o6zellikle kronik intoksikasyonlarda ve olgumuza yakin serum Lityum
diizeylerinde kardiyak komplikasyonlar ve sekel de birakabilen siddetli norotoksisite olgulari yer
almaktadir. Olgumuzdakine kiyasla daha diisiik serum Li diizeylerinde c¢esitli komplikasyonlarin
bildirildigi olgular da mevcuttur. Serum Li diizeyleri i¢in; 1.2 mEq/L’de ortaya ¢ikan kardiyak
komplikasyon, 0.94 mEq/L’de ortaya ¢ikan ve diizeyin 0.72 mEqg/L’ye inmesiyle ortadan kalkan
koreiform bozukluk, 1.8 mEq/L diizeyinde ndrotoksisite, 2.86 mEq/L ile siddetli ndrolojik semptomlar,
status epileptikus ve 6liim bildirilmistir.

Lityum zehirlenmesi diisiik mortalite oranina sahiptir. Lityum zehirlenmesi bir¢ok orgam etkiler, ancak
asil etkiyi merkezi sinir sistemi iizerine gosterir. Asemptomatik fazla tedavi gerektirmeyen durumdan
konflizyon, ataksi veya nobet gecirmeye uzanan cesitli klinik durumlarla ortaya ¢ikabilir. Bu durumdan
akut veya kronik zehirlenme olup olmamasina baglidir.

Oral Presentation 07
Henoch Schonlein Purpura Presenting With Coin Lesion: Case Report

Abdullah Osman KOCAK', Meryem BETOS KOCAK?, Zeynep CAKIR', Yasemin CAYIR*

! Atatiirk University Faculty of Medicine, Department of Emergency Medicine

2 Atatiirk University Faculty of Medicine, Department of Family Medeicine

Introduction: Henoch schonlein purpura (HSP) which involves small vessels is the most common
vasculitis in childhood, and its etiology is not precisely known. At first, it manifests itself with palpable
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purpuric skin rashes. Also, symptoms associated with joints, renal and gastrointestinal system may be
seen. In %50 of the cases, there is a history of upper respiratory tract infection before the disease
manifests itself. It is reported that HSP occurs most frequently between 5 and 15 years, with the mean age
around 5-6 years. Patients usually present with classic purpuric rash, colicy abdominal pain and signs of
arthritis. Despite very rarely, there may be skin rashes which are not purpuric. Cases with HSP who
present with coin lesions are rarely seen. Herein, a case who was admitted with coin lesion will be
presented.

Case: An eight-year old girl patient was admitted to our clinic with pain, redness and movement
restriction in the legs. It was found out from her medical history that she received pharmacological
treatment due to the complaints of upper respiratory tract infection which started two days before
admission. On the physical examination of the patient who had normal vital signs, the oropharynx was
hyperemic. There were round lesions approximately 2-3 cm in diameter which did not raise from the skin,
did not blanch with pressure and a few millimetric pinky red purpuric rashes which did not blanch with
pressure over the lower extremities (Figure 1). The examinations of other systems were normal. In the
laboratory analyses, CRP was 13.5 mg/L (normal range: 0-5 mg / L) and other parameters were normal.
The patient was internalized in our pediatric clinic for follow-up. During clinical follow-up, the coin
lesions blanched and were replaced by classical purpuric rashes of HSP. The patient was diagnosed with
HSP with atypical presentation. The patient whose clinical condition improved during follow-up was
discharged.

Conclusion: The rashes of HSP patients are usually small, red, purpuric rashes which are like pinhead,
mildly raised from the skin. However, although it is rare, patients with HSP may also present with coin
lesion as in our case. In our case, typical HSP lesions also manifested during follow-up. Patients with
HSP may not always present with classical symptoms. HSP should definitely be considered in the patients
who have coin lesions and accompanying joint signs.

Oral Presentation 08
Multiple Poisoning Caused by Generator

Abdullah Osman KOCAK, ilker AKBAS

Atatiirk University Faculty of Medicine, Department of Emergency Medicine

Introduction: The most common causes of CO poisoning are heaters, automobile exhausts, coal stoves
and generators. Because CO poisoning have a wide range of clinical and nonspecific symptoms, diagnosis
and so treatment delay. Because of nonspesific symptoms, it can be misdiagnosed. The smokers who has
around 5-6% COHb values may be diagnosed incorrectly. Suspicion and medical history are very
important for diagnosis. In this case series, we tried to show the importance of a good anamnesis. In
addition, as one of the causes CO poisoning, we want to remind the use of generators.
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Case Report: 4 male patients who were between the ages of 20-26 and was working in construction, was
admitted to emercency room with headache, dizziness, nausea and vomiting. These complaints had
started after lunch, 2 hours ago and had worsen. They didn’t have a medical history about any systemic
disease or drug use. For every patients; vital signs were normal and physical examination was normal. At
their laboratory findings; CoHb levels were %9,3, %11,8, %13,2, %13,3, respectively. Other laboratory
findings were normal. Because of the high of CoHb levels; patients were asked about smoking habits.
They had been smokers for many years, but had not smoked last 2-3 hours. More questions about their
medical history and the reasons that might have caused CO poisoning was asked. They said that they had
been working in construction and the electrical wiring had not installed yet. Because of that, they had
used generator. That day, to dry the new wall, they run the concrete dryer with generator for 3 hours.
They were diagnosed with CO poisoning and was administered normobaric oxygen therapy. They were
discharged after treatment.

Conclusion: As in all other clinical disciplines, anamnesis is the most important step for emercency
medicine. Sometimes, patients doesn’t tell some details which seems insignificant for them. So they can
be misdiagnosed and wrong or unnecessary treatment can be administered.

Keywords: Carbon monoxide poisoning, generator, anamnesis.

Oral Presentation 09
Post-Traumatic Opaque Hemithorax: Is This Hemothorax?

Abdullah Osman KOCAK, ilker AKBAS

Atatiirk University Faculty of Medicine, Department of Emergency Medicine

Introduction: Opaque hemithorax is a term which is defined as “a hemithorax looks opaque completely
at posterior-anterior chest radiography”. It is a radiological definition and not specific to any disease.
Massive pleural effusion, fibrothorax, pneumonia, atelectasis, diaphragmatic hernia, malignancies, and
destroyed lungs are the reasons that cause opagque hemithorax. The most common cause of one-sided
opaque hemithorax is massive pleural effusion. Posttraumatic opaque lungs are often suggestive of
massive hemothorax. In addition, main bronchus intubation of hemithorax causes opaque hemithorax at
other side.

Case Report: Four-year-old female patient was admitted with the loss of consciousness after she had
fallen on her head from a height of about 5 meters. Vital signs were normal. On her physical examination,
there was a 10 cm x 5 cm subgaleal hematoma at the occipital region of the head. Respiratory sounds and
other system examinations were normal. Glasgow Coma Scale score was 7 (E2, M2, V3) and the patient
was intubated. After intubation, to perform computed tomography and plain radiography, the patient was
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taken to the radiology unit. Pulse oxygen saturation decreased 81% when the patient came back again and
tachypnea (32 / min) was developed. The auscultation revealed no respiratory sounds in left hemithorax.
In her posterior-anterior chest X-ray, the left lung was seen as opaque.(figure-1) When the patient’s
intubation tube was controlled, it was found that the tube was further level than it should be. After
correction of the level of the tube, the respiratory rate became normal and her pulse oxygen saturation
99% again. On her second chest X-ray; both lungs found to be normal.(figure-2) The patient who had
generalized brain edema and skull base fracture was admitted to neurosurgery department and was
discharged at 10th day of hospitalization.

Conclusion: Posttraumatic opaque lungs is often suggestive of massive hemothorax. In intubated trauma
patients, unilateral main bronchus intubation can mimic hemothorax. In this condition, endotracheal tube
placement and depth control should be made, if necessary, endotracheal tube should be placed to the
proper position. Especially in the first place, even though during intubation, tube is placed right, patients
moved reasons such as radiography and if this condition is improved, control of tube placement should be
done first.

Keywords: Opaque hemithorax, trauma, endotracheal intubation

Figure 1a-b

Figure-1a the left lung was seen as opaque.

Figure-1b Normal chest X-ray
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Oral Presentation 10
Hereditary Angioedema Associated with Laryngeal Attack

Mehmet YiGIT?, Ozgiir SOGUT!, Hazar LISAR?, Eda YIGIT?

! University of Health Sciences, Haseki Training and Research Hospital, Department of Emergency
Medicine, Istanbul, Turkey

2 Midyat State Hospital, Emergency Service, Mardin, Turkey

% University of Health Sciences, Sisli Hamidiye Etfal Training and Research Hospital, Department
of Emergency Medicine, Istanbul, Turkey

Objective: Hereditary angioedema (HAE) is an inherited deficiency or dysfunction of the C1 esterase
inhibitor (C1-INH) protein manifested by abdominal pain due to visceral swelling of the gastrointestinal
tract, cutaneous angioedema and/or oropharyngeal swelling without urticaria. Cutaneous angioedema
presents by non-pitting and non-pruritic swelling of the skin which usually affects the face, limbs or
genitals. Oropharyngeal swelling is a much less frequent manifestation result in laryngeal swelling for
fewer than 1% of acute attacks. Laryngeal edema has been defined as a rare but potentially fatal clinical
manifestation of HAE.

We report a case of upper airway swelling and laryngeal edema accompanied by swelling of the the uvula
and the tongue related to an inherited deficiency in the protein C1-INH.

Case Report: A 48-year-old woman presented to the emergency department (ED) with a severe edema
of the upper lip and swelling of the soft palate, including the uvula and the tongue (Figure 1). The patient
had a feeling of tightness in the throat. She did not have shortness of breath or difficulty breathing and
suffered only from dysphagia. There was no history of trauma, food allergy, and similar complaints in
family and drug intake, such as an angiotensin-converting—enzyme inhibitor or an angiotensin Il-receptor
antagonist. The patient received immediate intramuscular epinephrine, as well as intravenous (IV) fluids
and supplementation with 1V antihistamines and steroids. But no clinical response or diminish in the size
of the edema were noted. She experienced mild dyspnea approximately 2 hours later in the ED. A dose of
1000 U of human C1-INH protein concentrate (reconstituted in 10 ml) was then given intravenously at a
rate of 1 mL per minute over 10 minutes. Clinical manifestations including oropharyngeal swelling
rapidly improved and then resolved completely within 60 minutes following treatment with this medicinal
product. Laboratory investigations including complement C4 and C1 esterase inhibitor levels
demonstrated a level of C4 at 12.7 mg/dl (normal levels: 16-38 mg/dl), and of C1 esterase inhibitor at
14.3 normal levels: 18-32 mg/dl). A final diagnosis of HAE resulting from a deficiency in C1-INH
protein was made. The patient was followed up in the ED and no recurrence of the edema was noted.

Conclusion: The administration of 1,000 U C1-INH protein concentrate is an effective and safe
medicinal product for the management of HAE related to C1-INH protein deficiency in subjects presented
with laryngeal attack in the ED.

Keywords: Hereditary angioedema, C1 esterase inhibitor (C1-INH) protein, oropharyngeal swelling
laryngeal edema
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Figure 1. Direct visualization of the upper airway showed edema of the upper lip, uvula and the tongue.

Oral Presentation 11
Aile Hekimligi Poliklinigine Basvuran Hastalarda Sigara I¢me Oranlari ve Nikotin Bagimhlik
Diizeyleri

Volkan ATASOY
Kalkinma Aile Saghgi1 Merkezi, Trabzon

Amac: Aile hekimligi poliklinigine herhangi bir nedenle basvuran hastalarda sigara i¢gme oranlari ile
sigara i¢genlerde nikotin bagimlilik diizeylerinin tespit edilmesi.

Yontem: Kesitsel olarak planlanan bu ¢alismada 2017 yili Ocak ayinda herhangi bir nedenle aile
hekimligi poliklinigine basvuran 15 yas ve iizeri tim hastalara sigara icip igmedikleri soruldu. Sigara
ictigini beyan edenlere Fagerstrom Nikotin Bagimlilik Testi (FNBT) uygulandi. Hastalarin cinsiyet, yas,
medeni durum, egitim diizeyi, ¢alisma durumu ve sigarayi birakmak isteyip istemedigi sorularina verdigi
yanitlar demografik veriler olarak not edildi. Bu veriler ile nikotin bagimlilik diizeyi arasindaki
korelasyon Mann-Whitney U testi ile incelendi. FNBT sonuglarina goére toplam skor 0-2 ise ¢ok az
bagimlilik, 3-4 ise az bagimlilik, 5 ise orta derecede bagimlilik, 6-7 ise yiliksek bagimlilik, 8-10 ise ¢ok
yiiksek bagimlilik olarak kabul edildi.

Bulgular: Calisma siiresince poliklinige bagvuran 15 yas ve tizeri 489 kisiden (307 kadin, 182 erkek)
sigara i¢tigini beyan edip FNBT uygulanan kisi sayist 57 idi (19 kadin, 38 erkek, yas ortancasi 34,
minimum 17, maksimum 70). Sigara igme oram1 %]11,6 idi (kadinlarda %6,1, erkeklerde 9720,8).
Calismaya katilanlarin FNBT toplam skorlarina gére ortanca degeri 4 idi (minimum 2, maksimum 8).
Katilimcilarin %56,1’inde az bagimlilik (n=32), %24,5’inde orta derecede bagimlilik (n=14), %8,7’sinde
yiiksek bagimlilik (n=5) tespit edildi. Cok az bagimlilik %7 (n=4), ¢cok yiliksek bagimlilik %3,5 (n=2)
oranindaydi. Demografik veriler ile nikotin bagimlilik diizeyi arasinda korelasyon saptanmada.

Sonuc: Tespit edilen sigara icme oranlar1 Tiirkiye ortalamasinin altindadir. Sigara igenlerin yarisindan
fazlasinda nikotin bagimlihig az veya c¢ok az diizeyindedir. Aile hekimlerinin sorumluluk almalar
ozellikle bu kisilerde sigara birakma basarisini artiracaktir.

34
International Emergency & Family Medicine Symposium, 6-9 April 2017, Batumi, Georgia



Oral Presentation 12
Weight Loss Suggesting Malignancy Resulted with Thyrotoxicosis

Elif ATES', Turan SET, Ozgiir TATLI
! Karadeniz Technical University Medical Faculty Department of Family Medicine, Trabzon, Turkey
Karadeniz Technical University Medical Faculty Department of Emergency Medicine, Trabzon, Turkey

Objective: In some cases mood, history and relatives of patients can make difficult to think us unbiased.
Our aim was to aware physicians for differential diagnosis with a woman admitted with weight loss.

Case: A woman aged 63 admitted to the family physician outpatient clinic with loss of appetite,
weakness, nausea and vomiting. Approximately 20 days ago she got some symptoms about upper
respiratory tract infections. She has started to have nausea and vomiting. She mentioned that she has fever
at that time. She had a weight loss about 7 kilos in 20 days. Her relatives mentioned that she has to look
after her mother who is bedridden for a long time and she affected from this situation worse and worse
every day. Her muscle and inguinal pain got worsen in the last few days. She admitted for these
symptoms at another unit, 5 days Gentamicin IM for and one single dose of fosfomycin was given for
urinary tract infection. At physical examination she looks fallen and anxious, her blood pressure was
110/70 mmHg, pulse 120/min, dehydrated. She had severe nausea. Because of her general impairment the
patient has consulted to emergency department. After evaluation of the patient, in definitive diagnosis,
feeding disorders as a result of depression, malignancies and thyrotoxicosis have been thought. While
rehydrating her, laboratory tests resulted which can be seen at Table 1. Hemogram parameters and blood
gas analyze were normal. With the diagnosis of thyrotoxicosis and acute renal dysfunction, the patient
was admitted to the endocrine service. According to the records this patient has another application to
emergency service department with the same symptoms, but after improving general situation, this patient
has discharged without definitive diagnosis. Even the patient has warned to apply to outpatient clinic, she
could not do this. She neglected her situation and came to emergency department with worsen status.

Conclusion: Differential diagnosis is certain for all situations. Even if you think physiological problems,
you should exclude all organic diagnosis for making a healthy decision.

Table 1. Laboratory tests results

Results Normal range
Glucose (mg/dL) 106 74 — 106
BUN (mg/dL) 44 6-20
Creatinin (mg/dL) 1.35 0.51-0.95
GFR (mL/min/1.73 m?) 42 90 - 125
ALT (U/L) 109 0-35
AST (U/L) 83 0-55
GGT(U/L) 28 0-55
Alkaline phosphatase (U/L) 86 30-120
Amylase (U/L) 135 28 —100
Total calcium (mg/dL) 10.7 8.8 -10.6
Na (mEg/L) 139 136 — 146
K (mEqg/L) 4.3 35-5.1
Mg (mg/dL) 2.25 1.7-255
TSH <0.01 0.41-6.80
Free T3 23.81 2.97 — 4.46
Free T4 5.42 0.57-1.24
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Oral Presentation 13
Epileptik Nobeti Takip Eden Vertebra Kompresyon Fraktiirleri: Olgu Serisi

Miirteza CAKIR

Atatiirk Universitesi Tip Fakiiltesi Beyin Omurilik ve Sinir Cerrahisi Anabilim Dal, Erzurum

Giris ve Amag: Epilepsi hastalarinda olusabilecek iskelet sistemi kiriklar1 riskinin normal populasyona
gore daha fazla oldugu bilinmektedir. Uzun siire antiepileptik ila¢ kullanimina ve diger sebeplere bagh
olarak epileptik hastalarda minor travmalarla bile kemiklerde kirik riski daha fazla olmaktadir. Ancak
epilepsiye bagl vertebral kemik kiriklari literatiirde nadir olarak bildirilmistir. Bu ¢alismada epileptik
nobet sonucu gelisen vertebra kompresyon kirigi olan ii¢ hasta sunulmaktadir.

Olgu 1: Cocuklugundan beri antiepileptik tedavi goren ve sekiz yildir kullandigi karbamazepin adli
antiepileptik ilac1 yaklasik 45 giin dnce biraktigini ifade eden 37 yasindaki erkek hasta uykusunda nobet
gecirdigi ve ardindan cok siddetli sirt ve bel agrisi oldugu yakinmasiyla acil servise basvurdu. Fiziki
bakida vertebral kolon iizerinde hassasiyet disinda pozitif bulgusu olmayan, norolojik bakisi da tamamen
normal olan hastaya siiphe lizerine cekilen torakolomber spinal MRG’de, T12 vertebra korpusunda
yiikseklik kayb1 gelistigi tespit edildi (Resim 1a). Hastaya noérolojik muayene bulgularinin normal olmasi
kirigin stabil kirik olarak yorumlanmasi nedeni ile cerrahi girisim planlanmadi. Destekleyici tedavi ile
taburcu edildi.

Olgu 2: Adin1 hatirlamadig ikili antiepileptik ilag kullandigi Ogrenilen, 54 yasindaki kadin hasta
gecirdigi jenarilize tonik klonik nobet sonrasi postiktal donemde acil servise getirildi. Yiiksekten diisme
Oykiisli olmayan, postiktal doneme bagl suur geriligi olan ve fiziki bakiya tam uyum saglayamayan
hastanin cekilen torakolomber spinal MRG'de L1 vertebrada kompresyon fraktiiriirii tespit edildi (Resim
1b). Norodefisiti olmayan hastaya vertebroplasti uygulanarak sifa ile taburcu edildi.

Olgu 3: Norosirurji poliklinigine ayaktan bagvuran 45 yasinda erkek hasta alt1 yildir epilepsi tedavisi igin
fenitoin kullandigini, bir glin 6nce uyku esnasinda nobet gegirdigini, o zamandan beri bel ve sirt agrilar
oldugunu ifade etmekteydi. Fiziki ve norolojik bakisinda 6zellik olmayan hastanin torakolomber spinal
MRG’sinde T 4-6,8,9 ve vertebralarinda multipl kompresyon fraktiirleri mevcut(Resimlc) olan hastaya
T6 ve 8 vertebroplasti uygulanarak taburcu edildi.

Sonuc: Epilepsi hastalarinin ndbet sonrast gelisen vertebral kolon agrilarimin noérolojik ve radyolojik
olarak 1yi degerlendirilmesi ve gerekiyorsa BT ve/veya MRG gibi ileri goriintileme yoOntemlerine
bagvurulmas1 uygun olacaktir. Ayrica antiepileptik ilaglar, osteoporoz ve beraberinde kemik kiriklar
riskini artirabildiginden bu hastalarin periyodik olarak tetkik edilmesi ve gerekirse tedavilerinin
planlanmasi onerilebilir.
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Resim 1la Resim 1b [ Resim 1c

Resim la-1b-1c de ¢esitli seviyelerdeki vertebra kiriklar1 goriilmektedir.

Oral Presentation 14
The Association of Menengitis and Spontanean Pneumocephaly

Mehmet Ediz SARIHAN, Hakan OGUZTURK

Faculty of Medicine, Emergency Medicine Department, inonu University, Malatya, Turkey

Introduction: Pneumocephaly is an important radiological finding that can be one of the signs of severe
pathologies. The most common cause of pneumocephaly is trauma, and also iatrogenic may be due to
tumors or infections. In this study, we present a case admitting the emergency department with the
pneumocephaly detected in computerized tomography. The case has no trauma or no history of surgical
intervention, and the headache.

Case: A 66-year-old female patient was admitted to the emergency room with a severe headache
complaint of 2 days. In addition, the patient with 20 days of cough and postnasal discharge during this
period received treatment for upper respiratory tract infection. CRP 15,1 mg / dL and WBC 13.500/mm3
were detected in the laboratory examination of the patient who was found to have frontal tenderness on
physical examination, left ear otitis (tympanic membrane hyperemia, buckling), nuchal stiffness and
postnasal discharge. The pneumocephaly was present in the tomography of the patient; a decrease in
leukocyte and brain spinal fluid glucose was detected in the lumbar puncture examination performed with
acute meningitis and encephalitis. The patient was hospitalized in infection intensive care unit with the
preliminary diagnosis of acute bacterial meningitis. The patient with streptococcus pneumonia
proliferation in blood culture and brain spinal fluid was discharged with recovery after about 1 month of
antibiotherapy.

Conclusion: In the presence of nontraumatic (spontaneous) pneumococcal disease, central system
infections should be considered in differential diagnosis.
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Evaluation of Bone Demineralization in COPD Phenotypes
Burcu YORMAZ, Hasan KAHRAMAN, Nurhan KOKSAL
KSU Medicine Faculty, Department of Chest Disease, Turkey

Abstract

Objective: Diminished bone mineral density in patients with chronic obstructive pulmonary disease have
increased risk for osteoporosis and its associated fractures. Even though the relationship between different
phenotypes of chronic obstructive pulmonary disease and bone mineral density was not fully understood.
The aim of this study was to evaluate bone mineral density in different phenotypes of chronic obstructive
pulmonary disease and compare these outcomes with an age-correlated control group.

Methods: In this retrospective study 100 patients (emphysematous, chronic bronchitis and healthy
control group) were participated. Participants underwent DXA absorptiometry to evaluate bone mineral
density. Spirometric pulmonary function tests, 6-minute walk test, Bode index, and modified medical
research council dyspnea score, body mass index and levels of calcium, vitamin D and parathormone
were also evaluated. Comparative assessment of the findings was performed and statistical analysis was
applied in present study.

Results: Patients with the emphysematous phenotype had significantly lower femur bone mineral density
(P = 0.05), body mass index (P < 0.05), than chronic bronchitis phenotype. Inverse correlations were
revealed between lumbar bone mineral density and modified medical research council dyspnea score.
Statistical analysis was performed by the multivariate logistic regression analysis model test and Tukey
tests (p<0.05). ANOVA analysis, the emphysematous group have two fold higher risk of osteoporosis
and lower bone mineral density detected than other groups (OR 1.947, 95%CI (1.009-3.792), P=0.081,;
OR, 1.863, 95%CI (1.027-3.274), P =0.037).

Conclusion: The evaluation of bone loss rate among groups, emphysematous phenotype had more risk in
developing osteoporosis, low bone mineral density and a little less osteopenia than other groups.

Keywords: Bone Mineral Density; Body Mass index; Osteoporosis; phenotype, COPD

Introduction

Chronic obstructive pulmonary disease is interrelated with many comorbidities, osteoporosis has
more importance in this disease group. Decrease in bone mass density (BMD) and the presence of
possible fracture risk is a common symptom in patients with chronic obstructive pulmonary disease. Risk
factors interrelated with these complications including smoking, calcium deficiency, and treatment with
corticosteroids. Also osteoporosis and its related fractures are common and significantly destroy the
quality of life and even respiratory function in patients with chronic obstructive pulmonary disease (1,2).
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The prevalence of osteoporosis in patients with chronic obstructive pulmonary disease is higher than
healthy individuals. This difference has been binded to the use of corticosteroids and lower ability to
exercise in this population. The national osteoporosis risk assessment study has confirmed that the risk of
fracture increases with decreasing of BMD, some recent studies reported a rate of osteoporotic fracture of
18 % and a small number of osteoporotic fracture cases can be occurred in the osteopenia group with long
follow up periods. Also these studies have suggested that decreased bone mineral density (BMD) and
destroyed bone quality lead to fractures in patients with chronic obstructive pulmonary disease. The gold
standard for measuring bone density is dual energy X-ray absorptiometry (DXA). DXA is a two-
dimensional method of measuring BMD; therefore, superimposed tissue can cause artifacts and inaccurate
measurements. Osteoporosis is diagnosed when BMD is in standard deviations or more below the young
adult mean (T-score < —2.5), according to the evaluation criteries of World Health Organization (WHO)
(3,4).

Chronic obstructive pulmonary disease is related to decreased BMD and increased risk of fracture, and
also most related studies have been conducted on this disease. Individuals with chronic obstructive
pulmonary disease has many risk factors for osteoporosis disease, including sedentary lifestyle, older age,
vitamin D and calcium (Ca) deficiency. It is important for pulmonologist to be aware of prevalence in
osteoporosis among chronic obstructive pulmonary disease patients and to evaluate these patients for
possible fracture risk. Osteoporosis and other comorbidities can be overlooked when chronic obstructive
pulmonary disease is evaluated only as a pulmonary disease (5-8).

In present study we evaluated the prevalence of osteoporosis in patients with two different phenotypes of
chronic obstructive pulmonary disease (emphysematous versus chronic bronchitis) and compared these
groups with an age-matched control group.

Material and Methods
Diagnostic criteria

The diagnosis of osteoporosis was based on WHO-recommended criteria: T-score less than —2.5
for bone density of the lumbar vertebrae on DXA [T = standard deviation of (measured value — peak bone
mass)/(normal adult bone density)] (9).

Patient selection

This study was performed on followed COPD patients and healthy volunteers in the department of
chest disease. Participants were divided into three groups: emphysematous, chronic bronchitis, and
control. We were defined these phenotypes by applying high resolution CT (collimation of 1 to 2 mm)
which have greater sensitivity and specifity.

Subjects and sample collection

Serum samples and DXA results were obtained from consecutive patients in the department of
chest disease at the tertiary care Hospital from January 2011 through May 2014. All participants provided
informed consent (n=100: 30 in the healthy control group, 30 in the emphysematous group, and 40 in the
chronic bronchitis group.

Inclusion criteria
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Inclusion criteria were determined before review of abstracts and articles. The inclusion criteria
for the present study were as follows: female sex, post-menopausal, age over 40 years, and diagnosis of
COPD (with the exception of the control group) as per to the criteria of the Global Initiative for Chronic
Obstructive Pulmonary Disease (GOLD) and DXA examinations. Sixty patients had received inhaled
steroids for more than 2 years as part of their therapy and 40 had not received inhaled steroids, all patients
were ex-smokers and Turkish.

Exclusion criteria

Patients were excluded from the study based for the following criterias: (i) known comorbidity
affecting bone mineral status, such as hemiplegia resulting from stroke, severe diabetes mellitus, and
endocrinopathies such as thyroid and parathyroid disease, (ii) known malignancy with long-standing
systemic steroid therapy, and (iii) autoimmune disease such as rheumatoid arthritis. Antiosteoporotic
treatment was not given to any of the patients.

Ethical review

The present study was approved by the local ethics committee. Patients and volunteers provided by
written informed consent for their attendant before enrollment.

DXA examination

DXA examination of the lumbar spine (L1-L3) was performed in a Hologic discovery QDR series
densitometer (Hologic Inc, Bedford, MA). Patients were scanned in the supine position, with their knees
held high and bent at a right angle and their calves resting on a cushion to reduce normal spinal lordosis,
as proposed by the manufacturer. Patients wore light clothing during the examination. The device was
calibrated daily, according to the manufacturer’s instructions for quality control, and had a coefficient of
variation of 1.0% for the spine phantom.

The examinations were reviewed by an experienced radiologist. Zones of sclerosis or wide
osteophytes were excluded from the analysis. BMD was expressed in gr/cm2, and patient’s T-scores were
estimated using the national health and nutrition evaluation survey database, provided by the
manufacturer. Vertebrae were classified by the WHO classification as normal if the T-score was —1.0 or
higher, as osteopenic between —1.0 and —2.5, and as osteoporotic —2.5 or lower.

Clinical And Functional Assessment
Pulmonary function tests (spirometry)

Pulmonary function tests (PFTs) were done for all patients in the clinic. FEV1 and FVC were
evaluated by a calibrated spirometer, PFTs were evaluated by an experienced technician in pulmonary
laboratory with a ZAN500 spirometry device (SpireHealth GmbH, Oberthulba, Germany).All pulmonary
function tests were performed with patients seated upright. Patients were directed by trained staff on
proper use of the spirometer. Each measurement was repeated three to five times, with at least 1 min
between inhalations. The best value from three successive tests was sustained. FEV1, FVC, and
FEV1/FVC were measured by ATS criterias. COPD staging was done by GOLD criterias.

All participants with a forced expiratory volume in 1 sec (FEV1)/ forced vital capacity (FVC) ratio
< 0.70 at screening spirometry underwent a bronchodilatation reversibility test performed with 0.4 mg of
inhaled salbutamol (or equivalent) followed by spirometry 15 minutes later. The spirometry variables
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evaluated included FEV1 (%, L), FVC(%, L), and FEV1/FVC(%) after this period.COPD was diagnosed
according to internationally recognized guidelines based on clinical history, symptoms, and a FEV1/FVC
ratio<0.70. The patient’s disease status was classified according to predictive FEV1 values as mild
(FEV1>80%), moderate (50%=< FEV1< 80%), severe (30%=< FEV1< 50%), or very severe (FEV1<30%).

Six-Minute Walking Test (6MWT)

All patients applied the 6MWT by current guidelines. Heart rate proportion (HR) and instant
oxygen saturation (SpO2) evaluated by pulse oximetry (Nellcor™, N-65™, Covidien AG, USA) were
evaluated in baseline and repeated every minute until minute 6. The pulmonary therapist checked that the
pulse oximeter device had an inception signal before beginning the tests. Patients already taking oxygen
support in rest time after performing the 6MWT. 6MWT was defined as the maximal reached walking
distance in room air (10).

Modified Medical Research Council (mMRC) dyspnea score

The mMRC, is a scale that rating a patient, include five stages that describe the total range of
respiratory disability from none (Grade 0) to almost complete (Grade 4). Symptom evaluation to
determine GOLD groupings (A-D) was carried out in each patients.

Measurements of BODE index for patients with COPD

The multidimensional BODE parameters (body mass index, degree of obstruction, dyspnea,
exercise capacity) were calculated. Total score was evaluated, with 0 to 3 points assigned for each
parameter.

Biochemical analyses

Venous blood samples were collected and centrifugated for PTH and Ca level testing. PTH levels
were evaluated with an immulite 2000 systems device and Ca levels with an advia 1800 chemistry device.
The average values were standardized and accepted (10-65 pg/mL for PTH and 8.60-10.00 mg/dL for
Ca).

Statistical analysis

ANOVA analysis of variance was used to measure the overall differences between groups and
Tukey’s test was used to detect which differences were significant. The X2 test was performed to confirm
the prevalence rates of osteopenia and osteoporosis in each group. A multiple logistic regression analysis
model was used to compare the risk of developing osteopenia and osteoporosis in study groups according
to age, BMI, Weight, pulmonary function results, smoking pack years, Ca, PTH, physical activity, Length
of hospital stay, Number of hospital visits, Inhaled and systemic corticosteroid. Statistical analyses were
performed with SPSS, version 20.0 (statistical package for the social sciences, Apple OS). Data are
expressed as mean + SD unless otherwise stated. All hypothesis tests were two sided. P values less than
0,05 were considered statistically significant.

Results
Subject characteristics

One hundred participants were enrolled in this study, and underwent DXA examination of the
lumbar vertebrae (L1-L3). The mean age + standard deviation of our patients was 63.1 £ 8.4 years (age
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range: 42-66 years). Based on FEV1, 5 patients were classified as GOLD stage |, 35 as stage Il, 18 as
stage Il1, and 2 as stage IV (Table 1).

Significant differences in, and FEV1(%), FEV1/FVC, were observed among the groups. Although
it was not statistically significant, patients in the emphysematous group also had lower Ca and PTH
levels, tended to be older, longer smoking history and statistically significantly poorer pulmonary
function results than chronic bronchitis and control groups ((p= 0,034, p= 0,027 and p= 0,041,
respectively), P<0,05). Differences in other characteristics among the groups are shown in (Table 1).

BMD and T-scores and differences in prevalence rates of osteopenia and osteoporosis in groups

The mean femur, femur neck and lumbar BMD values were lower in the emphysematous phenotype than
other groups (Table2), T-scores (femur, lumbar) were used to diagnose osteopenia and osteoporosis. The
emphysematous group had lower T-scores in mostly parts (femur, lumbar areas), and tended to have
lower T-scores in mostly parts than other groups. The osteopenia prevalence rates in the control,
emphysematous and chronic bronchitis groups were respectively 48.7%, 49.1% and 55.3%; the
osteoporosis prevalence rates were respectively 14.2%, 26.4% and 21.7% (P <0.05) (Figure).

Odds ratios of osteopenia, osteoporosis and low BMD among the groups

The chronic bronchitis phenotype group had more risk in developing osteopenia than other groups.
The odds ratio (OR) for osteoporosis tended to be high in all models. No difference in the risk of
developing

osteoporosis was observed between the control and chronic bronchitis groups, However significant
difference detected between the emphysematous and chronic bronchitis groups (Table 3). The
emphysematous group had a higher risk of low BMD than other groups, even after adjusting for age,
smoking pack year history, vitamin D, Ca, PTH and FEV1 (OR 1.863, 95% confidence interval [CI]
1.027-3.274, P = 0.037). There is no difference in risk was detected between the control and chronic
bronchitis groups and between the emphysematous and chronic bronchitis groups for low BMD (Table 4).

On a per-patient basis, according to the mean T value of the DXA measurements for lumbar,
femoral neck, and femur, the emphysematous phenotype group had significantly higher prevalence of
osteoporosis than the other groups. In contrast, the chronic bronchitis phenotype group had the same
higher prevalence in osteopenia than the other groups (p < 0.05; Table 2).

Our analysis showed a relationship between demographic and clinical measurements in COPD
phenotype. There were no significant differences in patient age or blood Ca levels among the groups.
However there were statistically significant differences in BMI, FEV1, and FEV1/FVC results among the
groups (Table 1).

Discussion

In the present study, we aimed to investigate the prevalence of osteoporosis in patients with two
different phenotypes of COPD. We correlated our findings with DXA measurements, which are
considered the gold standard for osteoporosis diagnosis (11-13).

Patients with the emphysematous phenotype had a higher proportion of prevalence in osteoporosis
than osteopenia. On the other hand the prevalence of osteopenia was higher in chronic bronchitis
phenotype. These results are in accordance with a published meta-analysis, which reported an
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osteoporosis prevalence of 43.7% and an osteopenia prevalence of 56.3% among patients with COPD.
Most of the studies included in that meta-analysis used DXA measurements. A recent publication by
Jaramillo et al. confirms our finding that COPD and smoking-pack years are combined risk factors that
may influence negatively affect BMD (14-16).

According to our results, there is a high prevalence of low BMD according to DXA measurement
among our patients. Our findings showing the clinical difference of emphysematous phenotype from
other groups in agreement with previous studies and support the importance of this phenotype.

In the present study, severity of osteoporosis according to femoral neck T-score increased in
emphysematous phenotype. In other words, reduction of FEV1 in patients was related with low levels of
bone mineral density. The etiology of osteoporosis and osteopenia in COPD is complicated and may
subscibe to its physio-pathogenesis. Also systemic inflammation can play an important role in detecting a
progressive BMD decreasing. Also systemic inflammation is especially related to the activation of
osteoclastogenesis by way of osteoprotegerin/receptor activator of nuclear factor. kB (RANK)/ RANK
ligand (RANKL) system (17).

Moreover, some novel in vitro and in vivo experimental researchs have noticed that the
noradrenergic activation in beta-2 receptors ready on osteoblasts cause to production of RANKL with
increased osteoclastogenesis and diminished bone mineral density (18). Although, two comprehensive
studies have excluded an higher risk of decreasing in bone mineral density in patients who were treated
with inhaled beta-2 agonists, suggesting that the seriousness of the underlying causes in pulmonary
disease, rather than the use of beta-2 agonists, may play a role in the aetiology of fracture (19,20).

Also Watanabe et al. approached to this disease by pulmonary function tests, found that
FEV1/FVC was the predictor for existence of bone fracture in COPD, and also lower FVVC, higher FEV1
was significantly associated with bone fractures and BMD decrease. Also they trust that these findings
point out a potent relationship among COPD and osteoporosis. On the other hand, we were evaluated the
osteporosis and osteopenia by the evaluation of phenotypes like a bit diferent angle of the same trigon,
our findings are correlate with its results (21).

Graat-Verboom et al. researched and compared the society of COPD patients with osteoporosis to
COPD patients without osteoporosis and found that decreasing in BMI and increasing in RV%TLC
(residual volume as the rate of total lung capacity) results have increased the risks for osteoporosis, also
overweight and obese BMI values were found protective for osteoporosis. According to our results its
outcomes correlate with our outcomes partially however we were determined the different pulmonary
parameters of FEV1, FVC, FEV1/FVC and approached to this disease by these phenotype outcomes (22).

In present stiudy, a significant relationship was found between BMI and osteoporosis in femoral
neck based on T-score, such that a reduction in BMI was shown to be associated with increased severity
of osteoporosis. As a result of this relationship BMD is directly associated with BMI and patients with
higher BMI have higher BMD. Nuti and his colleagues also found similar results and showed that BMD
in COPD patients was low and correlated pulmonary disease severity (23-25). At the same time Bon et al.
detected that patients who have diagnosed solo radiographic emphysema with COPD is the strongest
predictor and has highly significant relationship with low BMD in smoker society with various grades of
airway obstruction and inflammation. This outcomes are compliance with our findings (26).
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The mechanism of the relationship between low BMI and osteoporosis is not fully understood in
patients with COPD. It is probably due to the increase in inflammatory processes, the decrease in
physical activity and using inhaled and oral corticosteroids. Therefore, osteoporosis is considered as a
major problem in patients with COPD. This can cause multiple fractures, reduce pulmonary capacity and
trigger the adverse effects of COPD in patients. Therefore identifying the commmon risk factors for
COPD is essential (27-30).

In a research study applied by Vrieze et al, found that low BMD is oftenly existence in COPD. In
addition to sophisticated stage of COPD, low BMI and low FFM (fat free mass) are the most important
predictors and risk factors for the presence of low BMD. We were reached to similar decisions by
assessing the subtypes of COPD, with a different point of view (31). On the other hand Chubachi et al.
approached genetically to this disease by the way of LRP5 A1330V (low-density lipoprotein receptor-
related protein 5) polymorphism which was an independent risk factor for low BMD in emphysematous
COPD patients, found that the genetic efficacy of LRP5 A1330V polymorphism in COPD patients is
related to low BMD. These results are helped us to look by a new perspective (32).

Our results show that emphysematous phenotype had mostly lower T-scores than others; the
osteoporosis prevalence rates were two-fold higher in emphysematous phenotype patients than others,
even after adjusting for PFT, 6BMWT, MMRC, BODE, PTH, and DXA. A different point of view by Silva
DR et. al. assessed the prevalence of osteoporosis in COPD patients, found that significant positive
relationship between femoral-neck T-score with pulmonary function test results, BMD and BMI, on the
other hand found a significant opposite connection between femoral-neck T-score and BODE index.
Whereas in our research femur, femur neck, lumbal BMD and T score of this parameters were studied
with phenotypes of COPD. We have believe that both of these studies indirectly reached the similar
results (33).

The use of corticosteroids in these patients is also considered as another cause of low bone density
(34, 35). This was examined in the present study as well, and a significant relationship was observed
between the osteoporosis in femoral neck based on T-score. In other words, by increasing the systemic
corticosteroid use, resulting as a increased risk in osteoporosis. In the TORCH study carried out by
Ferguson et al, is similar with us and detected no significant effect on bone mineral density for inhaled
corticosteroids (36).

Moreover Jaramillo et al. found in their cohort study of smoker population with or without COPD
that, emphysematous phenotype of COPD is related with lower vBMD (volumetric bone mineral density)
and lead to diminished bone density. As a result of this, they decided that smoking increase the risk for
decreasing bone mineral density. However we did not approached to this disease by the way of smoking
also our statistic outcomes are not significant in smoking (16). In contrast, Nuti et al. showed that both
severity of COPD and using inhaled glucocorticoid therapy increase the risk of vertebral fractures (25). In
a similar study of Dam et al. found that patients with COPD or asthma using inhaled corticosteroid had
the lowest amount of BMD, and the risk of osteoporosis in their bones was two times more compared to
those without COPD and asthma (37).

In present study, a significant relationship was found between BMI and osteoporosis in femoral
neck based on T-score, such that a reduction in BMI was shown to be associated with increased severity
of osteoporosis. However, no association was observed in T- score of femur and lumbal regions.

44
International Emergency & Family Medicine Symposium, 6-9 April 2017, Batumi, Georgia



Cifuentes et al. and Ozalevli et al, were found that lower BMI values were associated with higher
osteoporosis rates among patients (38,39), its results are similar with us.

Another study by Yang et al. concluded that proximal femur fracture risk and osteoporosis in
postmenopausal women who walked at least 4 hours per week was lower than walked 1 hour per week.
When we compared the groups according to osteoporosis prevalence, the emphysematous group had the
highest prevalence, consistent with the findings of Yang et al. due to shorter walking distance capacity
(40). On the other hand Bolton et al reported that the different anthropometric sizes (BMI, %IBW (ideal
body weight)) which show the patients nutritional situation is informative and when it is diminished it
leads more risk for osteoporosis in COPD society (41).

Comparison of groups according to DXA measurements accurately predicted osteoporosis and
osteopenia risks. The classification of our patients into groups according the GOLD stage showed
osteoporosis findings similar to those of the TORCH study (Towards a Revolution in COPD Health),
which included 6112 patients with COPD by Heijdra et al (42).

Our findings indicate that COPD phenotype and BMI correlated with the prevalence of
osteoporosis, consistent with previous findings in the literature. The TORCH study demonstrated a higher
prevalence of osteoporosis and osteopenia at baseline in patients with spirometrically confirmed COPD.
As with the DXA measurements, which were related to the COPD phenotypes evaluated in this study, the
parameters differed significantly between the two clinically identified COPD phenotypes. A significantly
lower BMI and more destroyed pulmonary function were more common in the emphysematous group.
The study of Cote et al. found similarly that the BODE index is a sensitive method to evaluate COPD
phenotype and progression which evaluates the PFT, 6MWT, mMRC parameters (43).

However present study has some limitations. Firstly, recall bias and incorrect diagnosis cannot be
ruled out, but misdiagnosis of COPD was minimized by including only patients who had been diagnosed
with COPD before the age of 40 years so the number of participants remained limited. Secondly, the use
of inhaled corticosteroids (ICS) and systemic corticosteroids (SCS) as possible cause for decrease in
BMD could not be confirmed. ICS remains controversial as a risk factor for osteoporosis, however SCS
are clearly a risk factor, as the study was retrospective and individuals were surveyed using a
questionnaire, the use of ICS and SCS could not be accurately evaluated. Although this may affect the
results, the findings are important, as they confirm that decrease in BMD on emphysematous group more
severe than others. And lastly, we could not confirm the clinical outcomes (e.g,fractures or death) of a
severe decrease in BMD in emphysematous group patients; however, these patients may be assumed to
have similar outcomes with chronic bronchitis group. Follow-up studies are needed to verify our results.

Conclusions

Differences in BMD were found among the phenotypes. Patients with emphysematous phenotype
had lower T-scores than those with other phenotype. Osteopenia and osteoporosis prevalence rates were
higher in emphysematous group patients than other groups. Especially, emphysematous group patients
had approximately two-fold higher risk of developing osteoporosis and low BMD than chronic bronchitis
group patients. Further studies need to be performed and these results indicate that clinicians managing
COPD patients should actively assess and manage decrease in BMD.
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Figure: Prevalence rates of osteopenia and osteoporosis in obstructive lung diseases

Table 1. Demographic and clinical data according to COPD phenotype

Emphysematous | ChronicBronchitis | Control P
n:30 n:30 n:40 Value

Age* (years) 65,3+10,13 63,13+9,62 63,10+£7,54 0,836
BMI* (kg/m>) 22,6+4.32 26,7+4,09 27,7+4,39 0,028
Weight, kg 60.4+7.91 61.8+10.47 60.72+ 9.34 0,691
FEV1(%) 88,2+16,42 89,8+17,82 98,5+17,77 0,034
FVC (%) 92.2+ 8.34 90.7+12.64 82.75+£15.99 0,027
FEV1/FVC*(%) 58,6+11,27 58,4+8,63 79,3+6,94 0,041
Smoking pack years 42,06+£18,83 35,16+16,50 13,12+10,46 0,758
(pear year)*
Ca (mg) 8,96+0,46 9,42+0,63 9,15+0,42 0,592
PTH (pg/ml) 58,66+27,98 62,65+19,15 65,14+20,55 0,707
Vitamin D, ng/ml 18.44+ 4.97 20.82+7.68 24.19+ 6.53 0.375
Physical activity (MET- | 8.7 (4.4-17.5) 11.2 (6,7- 23.7) 15,3(8,4-28,6) 0,037
hours/week)*
Length of hospital stay | 51.4 +22.5 41.4+16.2 0,035
(days) = SD
Number of hospital | 48.2 +25.7 358+ 154 0,024
visits + SD
Inhaled 25 (28.3%) 42 (43.7%) 21 (23,4%) 0.42
corticosteroid(ICS)
Systemic 2 (2.4%) 4 (4.2%) 3 (3.5%) 0,69
corticosteroid(SCS)
COPD/Stage 1(mild) 2/6,6 % 3/30 %

Stage 17/ 56,6% 18/60 %
2(moderate)

Stage 3 (severe) 10/ 33,3% 8/26,6 %

Stage4(very 1/3,3 % 1/33%
severe)

p < 0.05, statistically significant

BMI: Body mass index; Ca: Calcium; PTH: Parathormone, MET = Metabolic equivalent hours,
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Table 2. Bone mineral density of COPD patients and controls

Emphysematous | Chronic Control P value
n:30 Bronchitis n:30 | n:40
mean + SD mean + SD mean + SD
Femur BMD 0,86+0,18 0,91+0,12 0,94+0,16 0, 329
Femur neck BMD 0,72+0,15 0,78+0,10 0,75+0,15 0,034
Lumbar BMD 0,84+0,17 0,90+0,14 0,87+0,17 0,294
Femur BMD Tscore -0,67+0,39 -0,46+0,92 0,41+0,15 0,117
Femur neck BMD T score -1,37+1,18 -0,98+0,79 -1,31+1,08 0,027
Lumbar BMD T score -1,24+1,12 -1,22+0,81 -1,04+1,05 0, 324
Table 3 ORs for osteopenia and osteoporosis among the obstructive lung disease groups
Osteopenia Osteoporosis
OR(95%CI) P value OR(95%CI) P value
Model 1
Control 1 1
Chronic bronchitis | 0.584 (0.252-1.250) 0,115 0.432 (0.246-1.083) | 0,077
Emphysematous 1.561 (0.918-2.861) 0,082 1.267 (0.657-2.766) | 0,482
Model 2
Control 1 1
Chronic bronchitis | 0.689(0.348-1.386) 0.348 0.691 (0.277-1.712) | 0.394
Emphysematous 1.931 (1.095-3.344) 0.047 1.677 (0.733-3.574) | 0.202
Model 3
Control 1 1
Chronic bronchitis | 0.728 (0.345-1.384) 0.343 0.797 (0.355-2.023) | 0.569
Emphysematous 1.946 (1.112-3.402) 0.038 1.892 (0.854-4.276) | 0.148
Model 4
Control 1 1
Chronic bronchitis | 1.152 (0.326-3.921) 0.837 0.342(0.038-4.497) | 0.397
Emphysematous 2.067 (1.047-3.842) 0.046 2.045 (1.076-3.829) | 0.041
Model 5
Control 1 1
Chronic bronchitis | 1.181 (0.327-4.039) 0.784 0.349 (0.024-4.995) | 0.349
Emphysematous 2.081 (1.071-3.828) 0.048 1.931 (0.661-5.486) | 0.257
Model 6
Control 1 1
Chronic bronchitis 1.232 (0.347-4.286) 0.757 0.264 (0.034-3.948) | 0.364
Emphysematous 1.947(1.009-3.792) 0.043 2.283 (0.761-7.343) | 0.157
50
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Table 4 ORs for low BMD among the obstructive lung disease groups

OR (95%ClI) P value

Model 1  Control 1
Chronic bronchitis 0.547 (0.286-1.052) 0,142
Emphysematous 1.561 (0.894-2.481) 0,167

Model 2  Control 1
Chronic bronchitis 0.632 (0.341-1.320) 0.271
Emphysematous 1.892 (1.077-3.281) 0.045

Model 3 Control 1
Chronic bronchitis 0.671 (0.317-1.369) 0.324
Emphysematous 1.928 (1.103-3.422) 0.042

Model 4  Control 1
Chronic bronchitis 1.137(0.311-3.486) 0.881
Emphysematous 1.976 (1.101-3.859) 0.041

Model 5  Control 1
Chronic bronchitis 1.117 (0.358-3.813) 0.864
Emphysematous 2.145 (1.077-3.901) 0.048

Model 6  Control 1
Chronic bronchitis 1.203 (0.317-4.131) 0.801
Emphysematous 1.863(1.027-3.274) 0.037

Model 1*Adjusted for PFT
Model 2* Adjusted for PFT,6MWT

Model 3* Adjusted for PFT,6MWT,mMRC
Model 4* Adjusted for PFT,6MWT,mMRC,BODE

Model 5* Adjusted for PFT,6MWT,mMRC,BODE, Vitamin D, PTH

Model 6* Adjusted for PFT,6MWT,mMRC,BODE, Vitamin D, PTH, DEXA
OR=0dds ratio; Cl=confidence interval; COPD=chronic obstructive pulmonary disease;

PTH = parathyroid hormone; PFT=Pulmonary function test, exact p value is = 0.05
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Figure: Prevalence rates of osteopenia and osteoporosis in obstructive lung diseases. COPD=chronic
obstructive pulmonary disease.
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