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1. Anestezi Dergisi, Anesteziyoloji ve Reanimasyon Uzmanlar› Derne¤i’nin süreli
yay›n organ›d›r. Dergi üç ayda bir yay›nlan›r, dört say› ile bir cilt tamamlan›r. 

2. Dergide; Anesteziyoloji, Yo¤un Bak›m ve A¤r› ile ilgili özgün araflt›rmalar, ilgi
çekici olgu(lar›n) sunumlar›, bilimsel paneller, k›sa bildiriler, editöre yaz›lan
mektuplar, ad› geçen alanlar ile ilgili mesleki haberler, Dergi Yay›n Kurulu
taraf›ndan ›smarlanan çeviriler ile konusunda deneyimli yazarlara haz›rlat›lan
derlemeler yay›nlan›r. Editör’ün talebi üzerine yaz›lanlar d›fl›nda derleme kabul
edilmez. Bildiri olarak sunulmufl ya da özet biçiminde yay›nlanm›fl yaz›lar
genifl sunumu ile kabul edilir. Ancak daha önce sunuldu¤u veya yay›mland›¤›
not olarak belirtilmelidir.

3. Derginin yaz› dili Türkçe ve ‹ngilizce’dir. 
4. Dergide yay›mlanmak üzere gönderilecek metinler, Uluslararas› T›bbi Dergi

Editörleri Kurulu’nca haz›rlanan "Biyomedikal dergilere teslim edilecek
metinlerde aranan ortak özellikler"in üçüncü (1988) bask›s›ndaki kurallara
uygun olmal›d›r (Br Med J 1988; 296: 401-5 veya Anestezi Dergisi 1995; 3: 7-12).

5. Dergide yay›mlanmas› istenen yaz›lar, Türk Dil Kurumu’nun Türkçe Sözlü¤ü ve
Yeni Yaz›m Kurallar›’na uygun olmal›d›r. Teknik terimler Türk T›p Termino-
lojisi’nde kullan›lan flekli, metinde ad› geçen ilaçlar ise farmakolojik adlar›yla
Türkçe olarak yaz›lmal›d›r.

6. Yay›mlanmas› istenen metin daha önce baflka bir yay›n organ›nda yay›mlanm›fl
veya yay›mlanmak üzere teslim edilmifl olmamal›d›r. 

7. Dergi Yay›n Kurulu, yay›mlanmak üzere gönderilen bilimsel yaz›lar; bilimsel
yönden de¤erlendirmek üzere dan›flmana veya düzeltilmek üzere yazar›na
geri göndermek, biçimde düzeltmek veya k›saltmak, yay›n ve etik kurallara
uymayanlar› yay›mlamamak yetkisine sahiptir.

8. Anestezi Dergisi’ne baflvuruda;  
a. Çal›flman›n de¤erlendirmeye al›nabilmesi için; dergiye gönderilen

makalenin tüm yazarlarca okundu¤unu, onayland›¤›n›, yay›n eti¤ine
uyuldu¤unu ve yay›n ile ilgili telif haklar›n›n dergiye b›rak›ld›¤›n› bildiren
ve her yazar taraf›ndan imzalanm›fl olan "Yay›n Hakk› Devir Formu" ile
makale için al›nm›fl "Etik Kurul Karar Yaz›s›" kopyas› e-posta adresimize
gönderilmelidir. Aksi halde baflvurular de¤erlendirmeye al›nmaz.

b. Dergiye gönderilen tüm yaz›lar ç›kar çat›flmas› hakk›nda bir aç›klama
ile gönderilmelidir: ayr› bir sayfada tüm yazarlarca imzalanm›fl olarak
al›nan finansal destekler (araflt›rma destek fonlar›, ilaç malzeme
katk›s›, vb) aç›kça belirtilmeli ve bir ç›kar çat›flmas› olup olmad›¤›
bildirilmelidir. 

9. Yaz›m Kurallar›
a. Tüm metin Times New Roman yaz› karakteri ile, sa¤dan ve soldan 2.5,

alttan ve üstten 2.5 cm boflluk olacak flekilde, 12 punto (tablo içeri¤i ve
flekil, grafik alt yaz›lar› 10 punto), iki sat›r aral›kla, paragraf girintisi ol-
madan, her paragraf için bir sat›r boflluk b›rakarak düzenlenmelidir.
1. Birinci sayfada yaz›n›n bafll›¤›, yazarlar›n s›ras› ile aç›k adlar› ve

soyadlar›, çal›flman›n yap›ld›¤› anabilim dal› veya klinik ad› veya
kurum adlar›, yaz›n›n k›sa bafll›¤›, gönderilme tarihi, yaz›flman›n
yap›laca¤› yazar›n ad-soyad›, adres bilgileri, telefon, faks ve e-posta
adresi belirtilmelidir.

2. Özet ve Anahtar kelimeler: Araflt›rma yaz›lar›n›n Türkçe ve ‹ngilizce
özetleri; Amaç (Objective), Yöntem (Method), Bulgular (Results),
Sonuç (Conclusion) bafll›klar› alt›nda yap›land›r›lm›fl flekilde ayr›
paragraflar halinde ve en fazla 250 kelime olacak flekilde sunulmal›d›r.
‹ngilizce özet Türkçe özet ile ayn› olmal›, ‹ngilizce bafll›k da
eklenmelidir. Türkçe ve ‹ngilizce anahtar kelimeler en fazla 5 adet
olmal›, Türkiye Bilim Terimleri (http://www.bilimterimleri.com)
ve Index Medicus Subject Headings (MeSH)’e
(http://www.nlm.nih.gov/mesh/2007/MBrowser.html) uygun olarak
haz›rlanmal›d›r.

b. Metin 
Makaleler için

Girifl, gereç ve yöntem, bulgular, tart›flma, teflekkür (istenirse),
kaynaklar, tablolar ve flekiller fleklinde düzenlenmelidir. Tablo ve
flekiller kaynaklar k›sm›ndan sonra ilk sayfada liste olarak s›ralan-
mal›d›r. Grafikler flekil olarak isimlendirilmelidir. Tablo veya flekil
numaralar› (tablolar›n s›ras› romen rakam›yla, flekillerin s›ras› arabik
rakamlarla) metin içinde konunun geçti¤i yerde parentez içerisinde
belirtilmelidir. Ard›ndan her sayfada bir tablo veya flekil olacak fle-
kilde alt ve/veya üst yaz›lar›, k›saltmalar› ile birlikte yaz›lmal›d›r.
Baflka bir yay›ndan al›nt› yap›lm›fl ise tablo ve flekiller için de mut-
laka kaynak gösterilmelidir. Tablo ve flekillerde k›saltma kullan›ld›
ise uzun ifadeleri bafll›klar ile birlikte ayr› sayfada aç›klanmal›d›r.

Kullan›lan birimler (mg/kg/st) yerine (mg kg-1 st-1) fleklinde yazmal›d›r.

Olgu(lar›n) sunumlar› için

Girifl, olgu(lar›n) sunumu, tart›flma, kaynaklar (ve varsa tablo,
flekil, resim), fleklinde düzenlenmelidir.

Editöre mektup

Editöre; dergide yay›mlanan metinlerle veya mesleki konularla il-
gili olarak 750 kelimeyi aflmayan ve 5 (befl) kaynak ile 1 (bir) tablo
veya flekil içerecek flekilde mektup yaz›labilir. Ayr›ca bilimsel arafl-
t›rma niteli¤i tafl›yan ancak az veriye sahip orijinal çal›flmalar, ön
bulgular ve teknik detaylar da yay›mlanabilir. Editör bu mektubu
yay›mlay›p yay›mlamamakta serbesttir.

Bilimsel özet

Meslektafllar›m›z›n uluslararas› dergilerde (TÜB‹TAK’›n belirledi¤i
A, B ve C Grubu dergiler) yay›mlanan bilimsel makalelerin duyurul-
mas› için özetleri yay›mlanabilir. Bu amaçla; yaz›n›n fotokopisi ve
“Abstract”›n Türkçe çevirisi dergi e-posta adresine yollanmal›d›r.

c. Kaynaklar›n düzenlenmesi 

1. Süreli yay›nlar için

• Kaynak seçiminde Türkçe kaynaklardan da yararlanmaya özen
gösterilmelidir.

• Kaynaklar ana metin içinde ilk geçtikleri s›raya göre parantez için-
de numaraland›r›l›r (kaynaklar s›ra ile gelmiyorsa "," ile, e¤er iki-
den fazla ve birbirini izleyen say›lar ise parantez içindeki ilk say›
ile son say› aras›na " - " iflareti konulur, 

• Kaynak yaz›l›m›nda; s›ra ile yazar soyad› ve adlar›n›n bafl harfleri
(yazar say›s› alt› adet veya alt›dan az ise tüm yazarlar, e¤er alt›
adetten fazla ise ilk üç yazar yaz›ld›ktan sonra; "ve ark." eklenir),
makalenin ad›, varsa Index Medicus’a göre k›salt›lm›fl dergi ad›,
yay›n  y›l›,  cilt  numaras›,  parantez  içerisinde  say›s›,  yaz›n›n
bafllang›ç ve bitifl sayfa numaralar› yaz›l›r. 

Brown BR, Gandolphi A. Adverse effects of volatile anaesthetics.
Br J Anaesth 1987; 59: 14-19. 

2. Kitaplar için

• Tek yazarl› ise; s›ra ile yazar soyad› ve ad›, kitap ismi, bas›mevinin
bulundu¤u flehir, yay›nevi, bask› y›l› ve bafllang›ç ile bitifl sayfa nu-
maralar› k›saltmadan yaz›l›r (Türkçe çeviriler için örne¤e bak›n›z).

• Yabanc›, Türkçe ve çeviri kitap için örnekler

Moore DC. Regional Block. Springfield-Illions, Charles C. Thomas
1979; 155-172.
Esener Z. Klinik Anestezi. ‹stanbul, Çiftbay Matbaas› 1991; 267-275.
Pilbeam SP. Mekanik Ventilasyon: Fizyolojik ve Klinik Uygulamalar.
Çeviri: Çelik M, Besler MP, Helvac› A, Yalman A, Orhon ZM, Yayc› F.
‹stanbul, Logos 1999; 291-304.

• Çok yazarl› ise; s›ra ile bölümü yazan yazar(lar)›n soyad(lar)› ve
ad(lar)›, bölümün ad›, editör(lerin)ün soyad ve ad(lar)›, kitab›n is-
mi, bas›mevinin bulundu¤u flehir, yay›nevi, bas›m y›l›, yaz›n›n bafl-
lang›ç ile bitifl sayfa numaralar› yaz›l›r (Türkçe çeviriler için örne-
¤e bak›n›z).

• Yabanc›, Türkçe ve çeviri kitap için örnekler

Hull CJ. Opioid infusion for the management of postoperative pain. In:
Smith G, Covino BG, (eds.) 
Acute Pain, London, Butterwoths 1985; 155-179.
Sayg›n B. S›v› replasman›. (ed.) Çuhruk H,
Anesteziyoloji ve Reanimasyon Ders Kitab›. Ankara, Öncü Limited
1995; 59-73.
Kupeli I. Diabet ve Anestezi. Çeviri: Elar Z. In: Snow JC, (ed.)
Anestezi El Kitab›, Çeviri Editörü: Elar Z, ‹zmir, Güven Kitabevi
1986; 315-324

10. Dergide yay›mlanan metinlerin; etik, bilimsel ve hukuki sorumlulu¤u yazarlara
aittir. 

11. Dergide yay›mlanan metinler için ayr› bir bask› verilmez. Yay›na kabul edil-
meyen metinler geri gönderilmez. 

ANESTEZ‹ DERG‹S‹ YAZIM KURALLARI
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1. Journal of Anesthesia is the official voice of the Anesthesiology and Reanimation
Specialists Society. The Journal is published every three months and a volume consists
of four issues. 

2. This journal publishes original articles, case reports, brief reports, scientific panels,
technical news, special articles, book reviews and letters to the editor related to
Anesthesiology, Critical Care and Pain. Review articles by experts may be published
upon invitation from the journal editorial board. Except the review articles requested by
the editorial board, no review article will be accepted. Manuscripts, whose summaries
were previously presented or published may also be accepted in full form provided
that the previous publication or presentation is mentioned. 

3. The languages of this journal are Turkish and English.

4. Manuscripts must be prepared and submitted in the rnanner described in "Uniform
Requirements for Manuscripts Submitted to Biomedical Journals" by The Internati-
onal Medical Journal Editorial Board, reprinted in British Medical Journal 1988:
296: 401-5 or in Anestezi Dergisi 1995; 3: 7-12. 

5. Manuscripts in Turkish submitted to the journal should be suitable to the "Turkish
Dictionary" and "New Spelling Rules" published by the Turkish Language Institution.
Technical terms should be comformable to the "Turkish Medical Terminology" and
the drugs mentioned should be written with their generic names in Turkish.

6. The manuscript should be neither published nor be submitted in order to be published
in any other publication. 

7. The Editorial Board has the right to correct, shorten, reject or send back the paper for
revision.

8. Manuscript submission to the Anesthesia Journal,

a. In order for the manuscript to be taken under consideration for publication, the
copy of the "Publication Right Transfer Form" signed by all the authors stating
that the manuscript has been read and approved by all the authors, and that they
agree to transfer the copyright to the Journal of Anesthesia accompanied by the
copy of the "Ethical Board Judgement Document" should be sended to anestezi-
dergisi@yahoo.com web adress. The submissions without these won’t be taken
under consideration.

b. All the articles/papers should be submitted together with conflict of interest
statement: the financial support obtained from research funds, medicine or equipment
contribution, etc. should be definitely stated and signed by the authors on a separate
page to clarify any issues related to conflict of interests.

9. General Guidelines and Set-up Instructions

a. The manuscript should be written with Times New Roman type script, in 12 font
(The table content, diagram and graphic subtitles with 10 font), with margins of
2.5 cm on each side ,on top and on the bottom and double space. Paragraph indents
should be avoided and each paragraph must be separated with one line.

1. TITLE PAGE: The title page should contain,

• The title of the article

• First name, middle initial and last name of each author

• Name of departments and institutions to which the work should be attributed.

• The date of submission

• Name, address, e-mail adres, telephone number and fax number of author

responsible for correspondence concerning the manuscript

2. ABSTRACT AND KEY WORDS 

• The second page should provide a structured abstract, consisting of Objective,
Method, Results and Conclusion in separate paragraphs and of not more than
250 words.

• Key (Indexing) words: Below the abstract, provide (and identify as such) up to
5 key words in Turkish and in English from Index Medicus in alphabetical or-
der under the heading keywords, which will assist indexers in cross indexing
the article. 

b. TEXT

1. Articles

The text of observational, experimental and general articles is divided into sections
with the following headings: Introduction, Material and Methods, Results, Discussion,
Acknowledgements (if desired), References, Tables and Figures. The tables and
figures should be arranged as a list in the first page after the References. The
graphics should be named and listed as figures. The numbers of the tables and
figures should be stated within the text inside parentheses where the subject is

mentioned (Tables with roman, figures with arabic numbers). The subtitles and/or
the titles with abbreviations should be written afterwards providing at least one
table, figure and graffic per page. If another publication has been quoted, references
for those table and figures should also be stated. If abbreviations have been used
for the table and figures the full forms should be stated with the titles in another page.

The units should be given using subscripts (eg: mg kg-1 h-1) instead of (mg/kg/h).

2. Case reports

Case reports should be sub-divided as follows: Introduction, Case Report, Discussion,
References (if needed tables, figures and pictures).

3. Letters to the Editor 

Letters related to previously published articles or technical issues having no more
than 750 words, 5 references and 1 table could be sent to the editor. Preliminary
reports or short research articles as well as technical reports could also be accepted
for publication. The editor is free to publicate or not to publicate these letters. 

4. Scientific Abstracts

For scientific abstracts of articles previously published in international journals
(Turkish Scientific Research Foundation Classification A, B or C) a copy of the
original article and Turkish translation of the abstract should be submitted.

c. REFERENCES 

1. For Periodical Publications

• During  the selection of references the usage of Turkish references should also
be considered. 

• References should be numbered in parantheses according to the first time they
appear on the main text (if the references aren’t in order with ", ", and if there
are more than two and with consequent numbers a "-" is placed between the
first and last number within the parantheses )

• During writing the references, the first letters of the author’s name and surname
(if the number of the authors is six or more after writing the first three, "et all"
is added), the name of the abstract, the abbreviated name of the journal accor-
ding to the Index Medicus, year of publication, the number of the volume, the
page numbers of the first and last page. 

Example; Brown BR, Gandolphi A. Adverse effects of volatile anaesthetics. Br
J Anaesth 1987; 59: 14-19.

2. For Books

• If written by one author, first the surname and name of the author, the name of
the book, the city of the printing house , the year of printing, the number of the
first and last page are written without abbreviations in this order (For Turkish
translations look at the example).

• Examples for foreign, Turkish and translated books,

Moore DC. Regional Block. Springfield-Illio››s, CharlesC. Thomas 1979; 155-
172. Esener Z. Klinik Anestezi. Istanbul, Çiftbay Matbaas› 1991; 267-275.

Pilbeam SP. Mekanik Ventilasyon: Fizyolojik ve Klinik Uygulamalar. Çeviri:
Çelik M, Besler MP, Helvac› A, Yalman A, Orhon ZM, Yayc› F. ‹stanbul, Logos
1999; 291-304.

• If with multipl authors, the surnames and names of the authors who wrote the
chapters, the name of the book, the city of the printing house, the year of prin-
ting, the number of the first and last page are written without abbreviations in
this order (For turkish translations look at the example).
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DOES PARENTAL ANXIETY AFFECT
POST-OPERATIVE DELIRIUM IN

PRESCHOOLERS?

E.  ERKILIÇ,  E.  KES‹MC‹,  C.  DÖ⁄ER,
T.  GÜMÜfi,  O.  KANBAK

Ankara Atatürk Training and Research Hospital, Turkey

Objective: Stress and anxiety associated with surgery and
anesthesia have importance particularly in pediatric population.
The aim of the present study was to evaluate the relationship
between pre-operative parental anxiety and post-operative
delirium developing in pediatric patients undergoing surgery.

Method: A total of 30 patients undergoing elective surgery,
with ASA I-II and 3 to 7 years of age were included in the study
after obtaining approval from the local ethics committee along
with verbal and written consent of the parents. While the pati-
ents were premedicated, a questionnaire was administered to
one of the parents by an anesthesiologist. Anesthesia was in-
duced with sevoflurane via face mask, and then the patients
were administered with muscle relaxants, and endotracheal in-
tubation was performed. For post-operative analgesia, we ad-
ministered IV 15 mg/kg acetaminophen 30-45 minutes prior
the end of the operation. After extubation, the patients were
transferred to the recovery room, and modified Aldrete scoring
scale, Watcha behavior scale, pediatric anesthesia early deli-
rium scale, and VAS according to facial expression were eva-
luated.

Results: The parents with a higher anxiety score had more
concerns about surgery, anesthesia, and length of hospital stay
after the surgery, but the level of anxiety was lower for post-
operative therapy and the duration of preoperative fasting.
There was no association between parental anxiety and gen-
der. The Watcha behavior score was higher in girls. Reques-
ting information from the doctor was inversely correlated with
the education level.

Conclusion: There are numerous studies in the literature
evaluating parental anxiety and child anxiety. In this pilot study,
descriptive data and family characteristics did not signifi-
cantly affect early delirium scores and the severity of pain in
the children. We believe that larger sized studies are required
for more reliable and significant results.

REFERENCES

1. Türk Anest Rean Dergisi 2010; 38(3):208-216

2. Paediatr Anaesth 2004; 14:551-6

3. Anesth Analg 2009; 108: 822-6

CONTINUOUS RENAL REPLACEMENT
THERAPY (CRRT) IN CHILDREN

A.  IBRAHIMI,  S.  KUCI  M.  ZEKA,  E.  BEJKO,  
S.  LLAZO,  E.  BULKU,  I.  OHRI  

Anesthesiology and ICU service in cardiac
and vascular surgery

Mother "Teresa" Hospital Tirana – Albania

Objective: Continuous renal replacement therapy (CRRT)
is the preferred choice for blood purification and volume cont-
rol in critically ill children. The reported overall survival rate
for children requiring CRRT is 60%, and mortality in infants
is comparable with that of older children and adolescents. Sin-
ce 2011 in our clinic we started using CRRT in adult patients
in whom we diagnosed acute renal failure after operation.
Now we have a good experience treating this kind of patients.
We will present a case of one pediatric patient who developed
multi organ failure after cardiac surgery. 

A 13-months-old patient with Down syndrome was refer-
red to our centre with a diagnosis of Complete atrio-ventricu-
lar canal type C, and he underwent surgical repair. After ope-
ration, due to high doses of inotropes and vasoconstrictor
drugs the patient developed acute renal failure. We decided for
the first time in our clinic to do CRRT for pediatric a patient.

Method: Cannulating the right subclavian vein with double
lumen 7 Fr central vein and priming with blood and albumin
the circuit of Prisma filter AN 69 M- 60 we started therapy
with these parameters: Blood Presure – 40 ml min-1, PFR 20
ml hour-1 , Replacement 150 ml hour -1 dialyzate 150 ml hour -1,
anticoagulation with heparin keeping ACT between 150 -180
sec. Temperature of the patient was kept at 35,5 °C to reduce
the energy consumption and the work of heart. 

Result: After 24 hour of therapy the urine output started in
good flow and the dose of inotropes drugs started to reduce.
We stopped CRRT and 5 days after surgery we extubated   the
patient in good condition and transferred to general pediatric
ICU.

Conclusion: For treating renal failure we had possibilities
in order to resolve this complication: peritoneal dialysis and
CRRT.  We chose to perform CRRT because of hemodynamic
instability and presence of ascites due to cardiac failure. CRRT
is chosen as a method for for treating acute renal failure in
postoperative period in pediatric cardiac patients with severe
hemodynamic instability due to acute cardiac failure.
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COMPARISON OF LMA AND I-GEL USED
IN OUTPATIENT UROLOGIC OPERATIONS

A.  SARAÇ,  H.  YAZICIO⁄LU,  A.  ÖZGÖK  

Turkey Yüksek Ihtisas Teaching & Research Hospital,
Anesthesiology & Reanimation Clinic, Ankara, Turkey

Objective: Airway management is the most important part
of anesthesia care. Problems that arise during this phase of
anesthesia create the basics of anesthesia related complica-
tions.

Searching for alternative airway devices for airway con-
trol is still going on. Recently many supraglottic airway de-
vices (SGAD) have been developed for this purpose. It is nec-
essary to evaluate the efficiency and safety of these new de-
vices and compare them with the old ones. In this study; we
compare the frequently used SGAD s; LMA and I-gel in pa-
tients undergoing outpatient urologic surgery.

Method: Following Hospital Ethics Commitee approval
and sample size determination by our statistician  we did our
randomized, envelope method, uniblind study between
01/10/2012 and 01/04/2013. One hundred and eight, ASA I-II,
18-70 year-old patients scheduled for outpatient urologic
surgery were included in the study. Patients were randomly as-
signed into either Group I (LMA) or Group II (I-gel). Mouth
opening, thyro-mental distance and  neck circumference of the
patients were measured. Other than routine monitorization, all
patients were monitorized with BIS. Data were collected be-
fore induction and 1,2,3,5,10 min. following induction and at
the end of  the operation.

All patients received i.v 2 mcgr/kg fentanyl, 1mg/kg lido-
caine and 2.5 mg/kg propofol for induction. Loss of eyelash
reflex, extremity movement; jaw relaxation and initiation of
apnea were recorded. All of the SGAD were inserted by the
same anesthesist while the patients were apneic. Patients who
responded to the insertion of SGAD with swallowing, gaging
or movement received additional 0,5 mg/kg propofol. A second
attempt was made 30 sec after injection.

Hemodynamic data, ease of insertion, number of attempts
and airway quality were all recorded. Hiccup and limb move-
ment during insertion of the SGAD were assessed as undesir-
able responses.

Results: There was no difference between the groups with
respect to demographic, antropometric and clinical data.
There was no difference in the number of insertion attempts,
airway quality and limb movement between both groups. Suc-
cess rate for the first attempt of insertion and airway quality
was similiar in both groups.

Ease of insertion and insertion time was better in LMA
group. Hiccup was noticed more in I-gel group.

Conclusion: It seems that I-gel has disadvantages as it
has longer insertion time and more hiccup formation. This
could be related to insufficient experience with this SGAD.

Both SGADs were frequently used, safe devices. They  can
be successfully and easily used  in difficult airway scenarios
by inexperienced staff .

THE SEDATION TECHNIQUE FOR CHILDREN
UNDERGOING RADIOTHERAPY AND

LINEAR ACCELERATOR PROCEDURES. 

R.  KOTOCI,  R.  DOMI,  B.  ARAPI,  E.  BOLLANO

UHC"Mother Teresa", Albania

Objective: Radiotherapy procedure is an essential step in
the battle against cancer. A multidisciplinary team including
radiotherapy specialists, pediatricians and anesthesiologists
can guarantee the success. Children cannot always be coope-
rative depending on their age, so sedation may be useful. 

Method: Eleven children, 2.5-5 years of age, suffering
from intracranial tumors were included in the study. We used a
sedation technique based on single dose of midazolam 0.03-
0.05 mg kg-1 combined with propofol 0.1-0.15 mg kg-1. The Mo-
dified Ramsay Sedation Scale was used to monitor the sedati-
on level. The desired sedation level was 5b-6c. Monitoring
included ECG, heart rate, respiratory rate, capnography, non
invasive blood pressure and saturation.

Results: The desired sedation level was achieved and the
procedure was uneventful in all the patients. Only one child
was complicated by desaturation (SpO2 under 90%) secondary
to decreased respiratory rate (respiratory rate under 20/min).
The baby was ventilated for approximately 90 sec, not needing
mechanical ventilation and intubation. 

Conclusions: We strongly recommend the combination of
midazolam with propofol for sedation of children undergoing
radiotherapy and linear accelerator procedures.
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ANAESTHETIC MANAGEMENT IN A PATI-
ENT WITH ATAXIA TELANGIECTASIA FOR

DEEP BRAIN STIMULATION TO TREAT
DYSTONIA: CASE REPORT

G.  EMMEZ,  G.  INAN,  K.  PAMPAL,  E.  AYDIN,  
Z.  ÖZKÖSE  SATIRLAR

Gazi University Department of Anesthesiology and
Reanimation, Ankara, Turkey

Objective: Ataxia Telangiectasia is an autosomal recessi-
vely transmitted neurodegenerative disorder with progressive
movement disorders. Because of severe movement disorders in
these patients, anesthetic management for deep brain stimula-
tion requires special attention. The authors aim to present the-
ir experience  for this rare condition.

Case Report: A twenty-seven years old man with severe
dystonia was hospitalized for pallidal stimulation procedure
(Deep Brain Stimulation) in neurosurgery department. The pa-
tient had the diagnosis of Ataxia Telengiectasia for twenty-two
years. In physical examination, dystonic posture in right arm,
bilateral flexion dystonia in lower extremities,  high amplitude
muscle jerks, and truncal opisthotonus were detected. To mo-
unt the stereotactic frame to the head, scalp block was perfor-
med after 3mgr iv midazolam and 80 mgr propofol injections.
The standart monitoring and BIS monitoring were done. The
patient was intubated after propofol and remifentanyl inducti-
on without muscle relaxants since neurological monitoring by
examination was crucial for safe procedure. The BIS values
were kept between 80-100 for neurological examination. The
electrodes and the stimulator were placed properly without
any per-operative complication. Intraoperative brain CT was
also performed. The patient was transferred to intensive care
unit after extubation. 

Conclusion: The anesthetic management in surgery for
movement disorders requires special attention. The patient
must be awake in special conditions like severe dystonia in the
Ataxia Telengiectasia and in such cases BIS monitoring is ext-
remely helpful.

SPINAL ANESTHESIA IN CHILDREN WITH
CONGENITAL MUSCULAR DYSTROPHY

(CMD) RISK OR ADVANTAGE ?

S.  H.  REXHA,  A.  SHABANI,  S.  BOSHNJAKU, F.  VULA

District Hospital – Gjakove, Kosovo 

Objectives: Spinal  anesthesia  in  children  is  rare,  but
applicable. Application of spinal anesthesia in children with
congenital muscular dystrophy.  

Methods: Two cooperative siblings having congenital
muscular dystrophy with moderate contractions and good psy-
chic state were included in the study. Parents were informed
about the priorities and risks of spinal anesthesia. The first
child was 28,5 kg and at 12 years of age; the second was 32,5
kg and at 14 years of age. Creatine kinase (CK) levels were
within normal limits (80 for the first patient, 85 for the second
patient). Intrathecal anesthesia was applied with isobaric bu-
pivacaine 0.5% of  8.5 mg in the first child and 10 mg in the
second child. Monitoring included SpO2, heart rate, non-inva-
sive blood pressure and urine output.

Results: Anesthesia, especially analgesia was good in
both children who underwent relaxation of the sub-knee musc-
les from spastic pareses. Operation time in both cases was
about 40 min. 

Conclusions: Sub-minimum dosage of bupivacaine 0.3
mg/kg in this intervention with this pathology had achieved the
desired purpose. It can be recommended as a helpful method.
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CRITICAL CARE MANAGEMENT IN
PEDIATRIC TRAUMA

M.  KERCI,  B.  DAUTAJ,  E.  JAHO,  E.  SULA,
A.  GRECA,  B.  KURTI

Department of Anesthesia and Intensive Care,
University Hospital Of Trauma, Albania

Objective: Traumatic injury remains the leading cause of death
and a major cause of disability among children all around the
world. Moreover, pediatric trauma represents a difficult chal-
lenge for the physician, especially because early and aggressive
critical care management is the cornerstone for optimal treat-
ment and outcome. Blunt trauma is present in more than 95% of
cases, and a traumatic brain injury (TBI) is noted in 85% of the
cases, either isolated or associated with other extracranial inju-
ries. The preponderance of TBI explains why two of the major
goals of initial critical care management are prevention of and
protection against secondary brain damage. Secondary brain
insults, which are mainly due to systemic hypotension and hypo-
xia, worsen neurologic outcome. Therefore, in this population of
trauma patients, where a life-saving emergency surgical proce-
dure is required in less than 5% of cases, on-site stabilization,
including field tracheal intubation and hemodynamic resuscita-
tion before transportation, should be preferred rather than the
"scoop and run" policy. Following on-site stabilization, pediat-
ric trauma patients should be transported to a pediatric trauma
center rather than to the next available general hospital. After
in-hospital stabilization, in most cases, the option of conservati-
ve surgical management will be chosen.
Methods: Children aged between 0-5 years, admitted to our

hospital in the last 5 years were included in the study. All the
children have been admitted to the intensive care unit for at le-
ast one night.
Results:

Conclusions: Pediatric trauma represents no more than 15% of
overall traumatology, and fewer than 10% of the prehospital
ambulance use for trauma. It explains why few studies include a
significant number of pediatric patients and why trauma care
providers often lack a sufficient level of self-confidence and ex-
pertise. Moreover, pediatric trauma definitively differs from
adult trauma, in particular with regard to injury pattern, critical
care, and surgical management principles. Although conservati-
ve surgical management has been challenged recently, it rema-
ins in most cases the key to definitive treatment.
* Mihal Kerci and Brikena Dautaj contributed equally to this

study.

DO WE NEED TO CHECK
PSEUDOCHOLINESTERASE LEVEL

ROUTINELY BEFORE SUCCINYLCHOLINE
USE?

B.  BAfiARAN1,  M.  AYDIN2,  B.  KOZANHAN1,
S.  ÇALIfiIR2,  S.  ÖZMEN1

1Konya Education and Research Hospital, Department
of Anesthesiology and Critical Care, Konya, Turkey

2Konya Education and Research Hospital, Department
of Psychiatry, Konya, Turkey

Introduction: In psychiatric diseases which do not res-
pond to classical pharmacologic therapy, electroconvulsive
therapy (ECT) could be used as an alternative treatment regi-
men. Succinylcholine is commonly used during ECT due to its
shorter duration of action. Pseudocholinesterase hydrolyzes
succinylcholine rapidly if it presents in sufficient amount and
as a normal structure. 

Case report: 33 year-old female patient was diagnosed as
schizophrenia. Multiple antipsychotic drugs were used during
her treatment, but due to their extrapyramidal side effects
psychiatrists could not achieve an acceptable remission peri-
od.  In addition, she had suicidal thoughts. Since then she was
scheduled to undergo 10 sessions of electroconvulsive therapy.
In our clinic we do not check the level of pseudocholinesterase
in preoperative period because of concerns about cost effecti-
veness. In first ECT session routine monitoring was applied.
1mg kg-1 propofol, 1mg kg-1 succinylcholine were administered
to the patient. In apneic period she was ventilated with 100%
oxygen via face mask. After an acceptable seizure period we
noticed that she could not ventilate spontaneously although 30
minutes had passed from succinylcholine administration. So,
the patient was intubated and mechanically ventilated for 6
hours. During this time her pseudocholinesterase level was fo-
und low. At the end of the 6th hour, the  patient was extubated.
During remaining ECT sessions 0.3 mg kg-1 rocuronium, 2 mg
kg-1 sugammadex were used for muscle relaxation and reversal
of it. All the remaining ECT sessions were uneventful.

Conclusions: Although it is not warranted to check the
pseudocholinesterase levels before using succinylcholine in all
patients, in certain conditions like pregnancy, liver diseases or
therapy with antipsychotic drugs, it may prove useful for the
prevention of rare complications. However, being prepared
and having the necessary knowledge and experience to deal
with such conditions is probably more than enough.
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MASK PHENOMENON AFTER
ROBOT-ASSISTED PROSTATECTOMY:

A RARE COMPLICATION OF ANESTHESIA

E.  ERKILIÇ,  C.  DÖ⁄ER,  A.  ÖZCAN,  C.  SOYKUT,
E.  KES‹MC‹

Ankara Atatürk Training and Research Hospital

The Trendelenburg position is the most commonly used po-
sition in robot-assisted laparoscopic  prostatectomy (RALP).
The perioperative complications associated with this position
are more common with longer operation durations. In the pre-
sent case, we report a rare complication of "mask phenome-
non" occurring following extubation of a patient that has un-
dergone RALP. 

Case: A 57-year-old male patient was prepared to undergo
RALP. The patient's medical history was remarkable for diabe-
tes mellitus (DM), hypertension (HT), and coronary artery di-
sease (CAD), and the patient was using medications for these
indications. The routine work-up revealed normal findings.
The surgery lasted for 6 hours and 25 minutes and the patient
was stable during the procedure; however, the patient develo-
ped bronchospasm after extubation. The patient was adminis-
tered with 100% oxygen via face mask and 1 mg/kg predniso-
lone. Due to the persistence of bronchospasm, 200 mg/100 ml
aminophylline was administered. The general condition of the
patient and SpO2 values improved and the patient was trans-
ported to the recovery room for further follow-up. Cold vapor
application and O2 administration were continued. The vital
signs of the patient were stable during the follow-up period,
and the patient was moved to the regular ward. At postoperati-
ve 6 hours, the patient developed petechial eruptions of vari-
ous sizes in the periortibal area extending to the scalp that did
not fade on pressure. The patient did not have petechial erup-
tions or erythematous plaques in other body parts. Dermato-
logy consultation was performed. The dermatologist suggested
that the patient had "petechiae secondary to Valsalva" and re-
commended to continue follow-up. Complete blood count, PT,
aPTT, INR, and bleeding time were normal. The petechial
eruptions faded the next day.

Discussion: The facial petechiae can occur as a result of
rheumatologic, dermatologic, infectious, and traumatic factors.
In addition, few case reports of facial edema and petechiae
have been discussed secondary to cough, vomiting, and Val-
salva maneuver. This condition has been defined as a "mask
phenomenon". The present case developed petechiae in the
postoperative period due to bronchospasm and cough in asso-
ciation with prolonged Trendelenburg positioning. Although the
mask phenomenon is not considered to be a serious complication,
it must be kept in mind that it can occur in patients developing
postoperative bronchospasm as a complication of anesthesia.

REFERENCES

1. Alcalay J, Ingber A, Sandbank M. Mask phenomenon: postemesis
facial purpura. Cutis 1986; 38: 28.

2. Ozaslan E, Purnak T,  Senel E. Facial petechiae as a complication
of diagnostic endoscopy. Acta Dermatoven 2010; 19.

3. Ad›flen E, Ero¤lu N, Öztafl M, Gürer MA. A rare cause of facial
purpura: endoscopy. Endoscopy. 2007 ; 39 Suppl 1: E216.

PERIOPERATIVE SUDDEN ARREST AND
EXITUS IN A CHILD WITH MITRAL VALVE

PROLAPSUS

TT..  ÖÖCCAALL11,,  TT.. DDEEMM‹‹RRCC‹‹11,,  GG..  BBAABBAAOO⁄⁄LLUU11,,  EE.. SS..  AASSLLAANN11,,
M.  BUZ1,  S.  B.  AKINCI1,  S.  EK‹NC‹2

1Hacettepe University Faculty of Medicine Department
of Anesthesiology and Reanimation, Ankara, Turkey

2Hacettepe University Faculty of Medicine Department
of Pediatric Surgery, Ankara, Turkey

Obcective: Sudden death is defined as "death within 6 ho-
urs after symptoms occur in a patient without any symptoms".
Sudden death in children occurs mainly due to cardiomyopat-
hies. In healthy children right ventricular arrhythmias may al-
so cause sudden arrest and death. Sudden death due to mitral
valve prolapsus is very rare and is thought to be resulted from
ventricular arrhythmias.

Case Report: In this report we aim to present a case who
died unexpectedly in the perioperative period. A 12 year old
girl with familial adenomatosis polyposis was scheduled for
elective total colectomy. She had previously had inguinal her-
nia and colonoscopy operations without any anesthetic prob-
lem. There was no major finding except mitral valve prolapsus
on transthoracic echocardiography and Holter and no other
abnormal findings. Anesthesia induction was done with propo-
fol, rocuronium and fentanyl and was maintained with sevoflu-
rane and remifentanyl. Vital signs were normal during the first
5 hours of operation. On 5th hour, hypotension occurred, fol-
lowed by desaturation, bradycardia and cardiac arrest. Cardi-
opulmonary resuscitation (CPR) was started immediately. Af-
ter return of spontaneous circulation, surgery was completed
and then she was transferred to postoperative intensive care u-
nit where therapeutic hypothermia was applied for 12 hours.
She was weaned from the mechanical ventilation and was ex-
tubated on the first postoperative day. She was awake with
Glasgow coma scale of 15 and hemodynamically stable after
extubation. Eleven hours after extubation cardiopulmonary
arrest re-occurred following a convulsion and ventricular fib-
rillation. CPR was continued for 4 hours, including defibrilla-
tion and placement of an internal pacemaker without any res-
ponse. 

Conclusion: Although sudden cardiac arrest and death
are seen very rarely in seemingly normal children with no pre-
vious symptoms, preoperative diagnosis of asymptomatic pati-
ents can be difficult. Preoperative anesthesia assessment is
important regarding previous sudden death history in family
members. Also in perioperative management, early treatment
of excessive bleeding, electrolyte imbalances, hypercarbia,
hypoxia and acidosis are essential. Therefore an anesthesiolo-
gist should always be prepared for these uncommon but devas-
tating conditions. 
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TRANSVERSUS ABDOMINIS PLANE
BLOCK AS A PART OF MULTIMODAL

ANALGESIA IN LAPAROSCOPIC
CHOLECYSTECTOMY CASES

M.  OKSAR1,  O.  KOYUNCU1,  S.  TURHANO⁄LU1,
M.  TEM‹Z2,  M.  C.  ORAN1

1Department of Anesthesiology and Reanimation, 
Mustafa Kemal University, Faculty of Medicine, Hatay,

Turkey
2Department of General Surgery, Mustafa Kemal
University, Faculty of Medicine, Hatay, Turkey

Objective: The aim of the present study was to evaluate
intercostoiliac transversus abdominis plane (TAP) block and
oblique subcostal TAP (OSTAP) block as parts of multimodal
analgesia in laparoscopic cholecystectomy cases.

Methods: A total of 60 patients were randomly and equally
assigned to three groups: control group (PCA alone) (n=20),
TAP (intercostoiliac TAP block+PCA) group (n=20), and
OSTAP (oblique subcostal TAP block+PCA) group (n=20). All
patients were given volatile anesthetic, oxygen in 50% air mix-
ture, and remifentanyl infusion to obtain bispectral index (BIS)
of 40-60 during the operations. Blocks were performed in
USG guidance before the peritoneal insufflation with 20 ml
(5mg/ml) lidocaine solution for each side. At the end of the
operation, paracetamol (1 g) and diclofenac (75 mg) injecti-
ons were given. Intravenous tramadol PCA was set (7 ml PCA
boluses, 15 min lackout time with no basal infusion rate). VAS,
PCA demand and total analgesic consumption during the first
24 h were recorded.

Results: Control group had a higher demand frequency
than TAP and OSTAP groups at T1, T6, and T12, and higher
demand than TAP at T7 (p<0.01). It had also a higher demand
frequency than OSTAP group at T2 and T3 (p<0.05 and
p<0.01 respectively). OSTAP group had lower VAS scores
than TAP and control groups at T1 (Chi-square:
10.116;p<0.05), T2 (Chi-square:12.014;p<0.05), T4 (Chi-square:
9.273;p<0.05), T6 (Chi-square:13.894;p<0.05). OSTAP group
had lower VAS scores than control group at T3 (Chi-square:
7.849;p<0.05), and had lower VAS scores than TAP and control
groups at T5 (Chi-square:8.573;p<0.05). There was a positive
correlation  between  VAS  and  total  analgesic  consumption
among groups at T3 (r:+0.381;p<0.05), T4 (r:+0.464;p<0.05), T5
(r:+0.331;p<0.05), T6 (r:+0.332;p<0.05). There was a negative
correlation between VAS scores at T6 and total intraoperative
remifentanyl use (r:-0.336;p<0.05). There was a significant
difference  among  groups  in  total  analgesic  consumption
(Chi-square:20.078; p<0.05). Control group had a higher
total analgesic consumption than TAP and OSTAP groups.

Conclusion: OSTAP block added benefits to postoperative
analgesia in laparoscopic cholecystectomy cases with lower
VAS scores and reduced total analgesic consumption. It can be
considered as a part of the multimodal pain therapy in these
patients.

INGUINAL HERNIOPATHY IN TURKISH
POPULATION

B.  Baflaran1,  R.  DO⁄AN2

1Konya Education and Research Hospital, Department
of Anesthesiology and Critical Care, Konya, Turkey

2Başkent University School of Medicine, Department of
Anesthesiology and Critical Care, Konya, Turkey

Objective: Chronic pain is defined as pain arising 6
months after inguinal hernia repair. Chronic pain reported in-
cidence varies from 0-63%. The aim of this study was to assess
the risk factors of chronic pain seen after open inguinal hernia
repair in Turkish population.

Methods: Prospective study was conducted in 296 patients
undergoing open inguinal hernia repair. Self administered
questionnaires were given to the patients who would have
inguinal hernia operation on the operation day, 30 days and 6
months after operation. The first questionnaire established the
incidence of preoperative pain, it’s characteristics and duration.
The  second  characterized  acute  pain  and  it’s  duration.
Questionnaire administered at six months after the operation
defined characteristics of pain and treatment modality that
was administered to patients suffering from pain.

Results: Preoperative inguinal hernia associated  pain
was reported by 75.7% of the patients who filled in the 1st

questionnaire. There was no significant relationship between
pain and age-gender (p>0.05). Preoperative pain had mostly
neuropathic characteristics. 67.9% of second  questionnaire
repliers suffered from acute early postoperative pain. This
pain sensation did not have a significant relationship with age
and gender, as well (p>0.05). Among patients who filled in the 3rd

questionnaire, 25.7% had chronic pain that  was significantly
seen in younger age and early postoperative pain sufferers
p< 0.05). From these patients who had a chronic pain, 56.5%
sought further medical help from their general practitioner or
surgeon. 15.7% attended their surgeon for further surgery.

Conclusion: Pain is commonly seen six months after open
inguinal herniography. Early postoperative pain and younger
age are major predictors of chronic pain that patients’ suffer
six months after open inguinal hernia repair.
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ANAESTHETIC MANAGEMENT OF A LOW
BIRTH WEIGHT INFANT PRESENTING WITH

INTRAPERICARDIAL IMMATURE
TERATOMA

D.  KARA,  M.  KANBAK,  B.  ÇELEB‹O⁄LU

Hacettepe University Medical School, Anesthesiology
and Reanimation Department

Introduction: Teratomas are rarely seen primary cardiac
congenital tumors often present with symptoms by exerting
pressure on the structures of the cardiovascular and/or respi-
ratory system at birth and can potentially be fatal. A case of
intrapericardial immature teratoma in a low weight premature
neonate diagnosed with fetal echocardiogram and its success-
ful surgical and anesthesia managements are presented.

Case Report: A 30-year-old healthy woman, primigravida,
delivered at 32 weeks of gestation (WOG) a female baby weig-
hing 1.95 kg. At 22 WOG the fetal ultrasound confirmed a 3-
cm cystic intrapericardial heterogeneous mass in the mediasti-
num, originating from the left atrium and causing pericardial
effusion. Because of prematurity and intrapericardial lesion,
she was intubated and monitored in the neonatal intensive ca-
re unit (NICU) before the operation. It was shown on compu-
ted tomography angiography that the teratoma was standing
above all of anterior mediastinum and covering the pericardi-
um. The baby was operated on the 3rd day of her life. The pre-
operative heart rate was 165 beats/min and systolic blood
pressure was 56 mmHg. The oxygen saturation before the in-
duction was 89%. General anesthesia was maintained with
oxygen, sevoflurane, 1 mg midazolam, and 1 mg vecuronium.
The pericardium was opened via a midsternotomy and the
mass was completely removed without cardiopulmonary by-
pass. The extracted lesion was approximately 4x4x3.5 cm in
size, located on the great vessels, covering the larger part of
the left atrium and pressing on the left superior lobe of the
lung. Post-operatively she was transported to NICU, intubated
and in normal sinus rhythm without any vasoactive drug sup-
port. She was extubated on the postoperative 2nd day. The pat-
hological examination revealed the diagnosis of immature te-
ratoma, grade II. 

Conclusions: In this patient, the teratoma was present on
a critical area. Surgical removal was not only potentially life-
saving, but also diagnostic. Even in the premature newborns
like this patient, general anesthesia can be maintained in a sa-
fe way with a successful team of anesthesiologists and surge-
ons in a multidisciplinary manner. 

TRANSCUTANEOUS ELECTRICAL NERVE
STIMULATION OF LUMBAR PLEXUS AND
SCIATIC NERVE THROUGH ANATOMICAL
LANDMARKS FOR POSTOPERATIVE PAIN
THERAPY IN FRACTURED HIP SURGERY

CASES

M.  OKSAR1,  O.  KOYUNCU1,  N.  ÜSTÜN2,
A.  KALAYCI3,  S.  TURHANO⁄LU1

1Department of Anesthesiology and Reanimation, Mustafa
Kemal University Faculty of Medicine, Hatay, Turkey

2Department of Physical Medicine and Rehabilitation,
Mustafa Kemal University Faculty of Medicine, Hatay,

Turkey
3Department of Orthopedics and Traumatology, Mustafa

Kemal University Faculty of Medicine, Hatay, Turkey

Objective: The aim of the present study was to evaluate
the effect of transcutaneous electrical nerve stimulation
(TENS) on postoperative acute pain, comparing surgical field
and surface of anatomical landmarks for lumbar plexus and
sciatic nerve stimulation in fractured hip surgery cases.

Methods: Sixty-nine patients (39 male and 30 female)
scheduled for hip surgery were randomly enrolled into lumbar
plexus+sciatic nerve landmarks TENS (LS-TENS); surgical
wound TENS (SW-TENS); or PCA alone. All patients received
combined spino-epidural anesthesia and epidural fentanyl P-
CA. TENS was standardized with a modulated frequency, in-
tensity as high as the subject could tolerate, and electrodes
placed on either lumbar+sciatic nerve tracing unilaterally or
on either side and parallel to the surgical wound, and applied
every 2 hours for 30-40 min for 48 hours postoperatively. VAS,
Ramsey sedation scores, frequencies of PCA demand and deli-
very counts, and total analgesic consumption were compared
among groups at T0 (end of the operation), T1 (15. min), T2
(30. min), T3 (1. h), T4 (2. h), T5 (6. h), T6 (12. h), T7 (24. h),
T8 (48. h).

Results: VAS and PCA demand were greater in the control
group when compared with SW-TENS group at T2 (p<0.05).
VAS was lower in the LS-TENS group than SW-TENS group at
T7 (p<0.05), and PCA demand was lower in the LS-TENS gro-
up than SW-TENS group at T6 (p<0.05). Total fentanyl con-
sumption was significantly lower in LS-TENS group than the
control group (p<0.05).

Conclusion: TENS of the anatomical landmark of lumbar
plexus and sciatic nerve can significantly reduce postoperative
acute pain and add a significant contribution to reduce opioid
consumption in the postoperative period in fractured hip sur-
gery.
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REVIEW OF EFFECTIVITY OF
POSTOPERATIVE PERIPHERAL NERVE
BLOCKING ON POSTOPERATIVE PAIN
SCORES OF ORTHOPEDIC SURGERY

PATIENTS AT PEDIATRIC AGE

G.  ARGUN,  G.  ÇAYIRLI,  G. TO⁄RAL,  fi.  GÜNGÖR,
S.  ÜNVER

1Department of Anesthesiology, Oncology Training and
Research Hospital, Ankara, Turkey

2Department of Orthopaedics and Traumatology,
Oncology Training and Research Hospital, Ankara, Turkey 

Objective: Peripheral nerve blocks (PNB) can be used to
provide adequate surgical anesthesia, and/or postoperative
analgesia of pediatric patients. It causes less physiological
stress and is associated with rapid recovery and early dischar-
ge from hospital. During peripheral nerve blocks, ultrasound
(USG) guidance enables the practitioner secure and accurate
needle positioning and the monitoring of local anesthetic dist-
ribution in real time. It provides direct visualization of nerves
which are located superficially at pediatric age, and offers a
high success rate of nerve blocking with less side effects. The
aim of this study was to evaluate the efficacy of ultrasound gu-
ided peripheral nerve blocks, used for postoperative analgesia
after orthopedic surgery of pediatric patients.

Methods: Twenty-seven patients (ASA 1-2), between the
ages of 2-18 years, who were scheduled elective orthopedic
surgery under general anesthesia were included to the study.
Sensory and motor nerve blockades were assessed on the fe-
moral (n=8), sciatic (n=4), supraclavicular (n=7), interscale-
ne (n=5) and brachial (n=3) nerves with  2 % bupivacaine +
1% prilocaine  (0,1-0,4 ml/kg). Visual analogue scale (VAS),
nausea, vomiting, pain relapse and possible complications we-
re recorded at 1, 2, 6, and 24 hours  after completion of the
block and in the recovery room.

Results: In all cases and in all types of nerve blocks, VAS
scores were increased steadily over the controls (p<0,001). No
significant differences in postoperative pain levels were detec-
ted between the first and the second hour, than the baseline (0
th hour). Median onset time of pain and 1st-2nd-6th-24th h VAS
did not differ between nerve  block groups. Median onset time
of pain was 9 hours at all groups. Nausea and vomitting was
reported at 41.7% of all patients. VAS scores at 1st-2nd-6th-24th h
did not differ within the same nerve block group (p>0,001).  

Conclusion: In this study, postoperative ultrasound gu-
ided peripheral nerve blocks were effective in the prevention
of postoperative pain of orthopedic patients at pediatric age.
USG guidance in nerve blocks seems to be improving the qu-
ality and success of the blocks. 

REFERENCES

1. Marhofer P, Greher M, Kapral S. Ultrasound guidance in regional
anaesthesia. Br J Anaesth 2005; 94: 7-17.

2. Rapp  HJ,  Grau  T.  Ultrasound-guided  regional  anesthesia  in
pediatric patients. Tech Reg Anesth Pain Manage 2004; 8: 179-198.

EFFECTIVENESS OF INTRAARTICULAR
PULSED RADIOFREQUENCY NEUROTOMY

FOR THE TREATMENT OF SACROILIAC
JOINT PAIN 

‹.  ANDAN1 S.  AKIN  TAKMAZ2,
H.  BAfiAR1,  B.  BALTACI1

1Ankara Training and Research Hospital, Ministry of
Health, Anesthesiolgy and Reanimation Department,

Turkey 
2Ankara Training and Research Hospital, Ministry of
Health, Anesthesiolgy, Reanimation and Algology

Department, Turkey

Objective: In this study, we aimed to retrospectively evalu-
ate the effectiveness of pulsed radiofrequency (PRF) intraarti-
cular and L5-dorsal ramus (L5DR) neurotomy to treat intrac-
table sacroiliac joint (SIJ) pain. 

Methods: The medical charts of thirty-six patients with
intractable SIJ pain who underwent treatment with PRF intra-
articular and ipsilateral L5DR neurotomy were indentified.
Patients were selected for treatment based on physical exami-
nation and positive response (≥50% pain relief) to an intraar-
ticular SIJ block. PRF was applied to the SIJ and L5DR for
15min at 2Hz with a pulse width of 10ms and 65V under flo-
uroscopy. Visual analog scale (VAS) pain scores, medication
usage and quality of life were retrospectively evaluated before
and, 3 weeks, 3 and 6 months after the treatment. After 6
months, patients’ satisfaction levels were determined.

Results: A significant decrease in mean VAS scores from
baseline was observed in all follow-up periods, as follows:
7.6±1.4 to 2.3±1.1, 1.6±1.0, and 2.1±1,1 respectively
(p<0.001).  3 weeks, 3 and 6months after the treatment, pati-
ents’ quality of life rates were as follows; for "much improved"
86.1%, 86.1%, 86.1%, for "improved" 8.3%, 13.9%, 11.1%,
and for "same" 5.6%, 0%, 2.8% respectively. Patient satisfac-
tion was very high (97.2%). No serious adverse effects or
complications were encountered. 

Conclusions: PRF intraarticular and ipsilateral L5DR ne-
urotomy appears to be an effective and safe intervention treat-
ment with lower complication rate for intractable SIJ pain.
Randomised controlled studies should be carried out to con-
firm these results.

1OP - II 2OP - II



Balkan States Anesthesia Days Pediatric Anesthesia and Intensive Care

9

EVALUATION OF TWO DIFFERENT
MORPHINE DOSES WHICH ARE ADDED

TO LOCAL ANAESTHETIC USED IN SPINAL
ANAESTHESIA FOR CAESAREAN BY

COMPARING WITH THE CONTROL GROUP 

V.  BAYTAfi,  S.  ÇAKAR  TURHAN,  G.  E.  ÖZGENC‹L,
A.  UYSALEL

Ankara University Medical Faculty Anesthesiology and
ICU Department, Ankara, Turkey

Objective: The current study aimed to evaluate analgesic
effectiveness of intrathecally administered two different morp-
hine doses as 0.05 and 0.1 mg and to determine the morphine
dose that provides the most effective analgesia with the mini-
mal postoperative side effects. 

Method: This prospective, randomized and double-blinded
study includes 165 ASA I-II patients undergoing elective ca-
esarean section. The patients were divided into three groups as
Group I, intrathecal 10 mg of heavy marcaine, Group II,
morphine 0.05 mg added to 10 mg of heavy marcaine (bupiva-
caine) and Group III, morphine 0.1 mg added to 10 mg of he-
avy marcaine (bupivacaine). Intramuscular diclofenac sodium
75 mg twice daily was administered to all patients. Patients
with VAS scores of 5 and above were administered meperidine
50 mg in each time, not exceeding a daily total dose of 200
mg. Patients were monitored for 24 hours postoperatively. In
rest and motion VAS scores, the postoperative first analgesic
request time and total analgesic doses were recorded. Side ef-
fects such as nausea-vomiting, itching, and respiratory depres-
sion were recorded.

Results: Postoperative VAS values, the first analgesic re-
quest time and total analgesic dose in rest and motion were
significantly low in morphine administered groups in compari-
son with the control group. No significant difference between
two morphine doses of 0.05 and 0.1 mg were observed in
terms of these parameters. In the morphine 0.1 mg group, na-
usea-vomiting and itching incidences were significantly more
than the morphine 0.05 mg group. No respiratory depression
was observed.

An intrathecal 0.05 mg of morphine provided the same
analgesic effectiveness with 0.1 mg of morphine. Morphine in-
duced side effects like itching, nausea-vomiting were observed
less in 0.05 mg morphine group when compared with 0.1 mg
morphine group.

Conclusion:  There are studies which show that use of int-
rathecal morphine provides an effective analgesia after sur-
gery and lowers the use of additional analgesics. At these stu-
dies, the minimal analgesic dose with minimal side effects was
found as 0.1 mg(1). In the current study the ideal dose with
minimal side effects was found as 0.05 mg.

REFERENCES

1. Nakamura T. Combined intratechal morphine and bupivacaine for
elective post-caesarean pain. Masui. 2009; 58: 416-421.

THE EFFECT OF TWO DIFFERENT LOCAL
ANESTHETIC VOLUMES ON RESPIRATORY

FUNCTION IN ULTRASOUND-GUIDED
INFRACLAVICULAR BRACHIAL PLEXUS

BLOCK

H.  V.  ACAR,  H.  YARKAN  UYSAL,  E.  TEZER,
Z.  ERCAN,  H.  BAfiAR

Department of Anesthesiology and Intensive Care,
Ankara Training and Research Hospital of Ministry of

Health, Ankara, Turkey

Objective: Hemidiaphragmatic paresis (HDP) is one of
the well-known side effects of interscalene brachial plexus
block. Studies showed that HDP may also occur following
supraclavicular and infraclavicular blocks (ICB). In this s-
tudy, we aimed to compare the respiratory effects of two diffe-
rent volumes of local anesthetics (LA) during ultrasound-gu-
ided ICB. 

Method: After Ethical Committee approval and informed
patient consent, 36 adult patients undergoing hand, forearm
and elbow surgery were included in the study. Twenty five ml
(12 ml of 0.5% levobupivacaine + 12 ml of 2% lidocaine + 5
mcg of (1 ml) epinephrine) or 35 ml (17 ml of 0.5% levobupi-
vacaine + 17 ml of 2% lidocaine + 5 mcg of (1 ml) epinephri-
ne) of LA solution was used for the study. An U-shaped LA
spread was aimed during ultrasound-guided ICB. Spirometric
assessments (FEV1, FVC ve PEFR) were done at baseline and
at 10., 20, and 30. minutes following block.

Results: Demographic data of the groups were comparab-
le (p>0.05). No significant differences were found in FEV1,
FVC ve PEFR values between groups in any measurement pe-
riods (p>0.05). Time to first analgesic requirement, duration
of motor blockade, patient satisfaction, block success and re-
quirement of general anesthesia were also similar between
groups (p>0.05).   

Conclusion: Two different LA volumes (25 ml and 35 ml)
have similar respiratory effects in ultrasound-guided ICB
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INTRACRANIAL ACUTE SUBDURAL HE-
MATOMA AFTER SPINAL ANAESTHESIA

H.  Y.  UYSAL1,  M.  TARHAN1,  H.  V.  ACAR1,
‹.  SERTBAfi2,  B.  BALTACI1

1Ministry of Health, Ankara Training and Research
Hospital, Anaesthesiology and Reanimation Clinic,

Ankara, TURKEY.
2Ministry of Health, Ankara Training and Research Hos-

pital, Neurosurgery Clinic, Ankara, TURKEY.

Introduction: Intracranial subdural hematoma is a rare
but important complication of spinal anaesthesia. Because the
initial symptoms are similar to post-dural puncture headache,
its diagnosis is difficult and often missed. In this case report,
our purpose was to draw attention to the probability of  int-
racranial hematoma  after spinal anaesthesia. 

Case: A 26 year-old male patient was admitted to emer-
gency room due to severe headache for four days, since the ti-
me he had had pilonidal sinus surgery with spinal anaesthesia.
His headache was not postural and was resistant to analge-
sics. His neurological examination revealed no pathologic fin-
dings. His CT scan showed a subdural hemorrhage of 4 mm
on the thickest side in the extraaxial space of the right cereb-
ral hemisphere . The patient was observed  by Neurosurgery
Department for 2 days without any surgical intervention. One
week later the patient had no neurological dysfunction on the
outpatient clinic control.

Conclusion: Post-dural puncture headache is usually
postural and relieves with symptomatic therapy such as anal-
gesics, hydration and bed rest in a few days. Subdural hemato-
ma should be suspected in the case of prolonged headache re-
sistant to analgesics after dural puncture. 

IS ADMINISTERING GENERAL ANESTHESIA
FOR CAESAREAN SECTION SAFE FOR A
PREGNANT PATIENT WITH TAKAYASU

ARTERITIS?

V.  BAYTAfi,  S.  ÇAKAR  TURHAN,  P.  KARABAK,
G.  BAYRAMOVA,  A.  UYSALEL  

Ankara University Medical Faculty Anesthesiology and
ICU Department

Introduction: Patient immobilization is important in radi-
otherapy (RT), especially because the treatment times can be
lengthy. General anesthesia or deep sedation is generally re-
quired for pediatric patients during RT. Endotracheal intubati-
on or laryngeal mask can be used to ensure the safety of pati-
ents. However, repeated applications can cause laryngeal,
tracheal and oropharyngeal complications. These complicati-
ons are less common in deep sedation because laryngeal mask
or endotracheal tube is not placed. In this case, spontaneous
breathing and airway reflexes should be protected during RT.
Some complications such as desaturation, hypoxia, laryngos-
pasm may occur in patients undergoing deep sedation. In this
report, it is aimed to discuss the anesthetic approach to 54 pe-
diatric patients who are administered repeated sedation un-
dergoing RT.

Method: Data were collected from patient records betwe-
en 2010 and 2014. Demographic data, diagnosis of primary
disease, anesthetic technique and medications, complications,
and RT dose were recorded. 

Results: Fifty four patients were administered 871 sessi-
ons of sedation. RT was applied to 49 patients in the supine
position. Four patients were in prone position and one patient
was in flank position. None of patients were intubated. Thirty
four patients received ketamine and midazolam for sedation.
Ketamine was used in nine patients. Other methods were app-
lied for thirteen patients. Sedation related complications were
observed in eight patients. Six patients had transient oxygen
desaturation and increased secretion. Shivering was seen in t-
wo patients. 

Conclusion: We have not encountered serious complicati-
ons in any of our patients except for transient oxygen desatu-
ration and increased secretion. We believe that, sedation wit-
hout intubation can be used in pediatric patients who undergo
repeated RT sessions.
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REPEATED SEDATION IN PEDIATRIC
PATIENTS UNDERGOING RADIOTHERAPY

S.  MUSLU,  T.  AfiKIN,  T.  KANDEM‹R,  Y.  KILIÇ,
O.  E.  SOLMAZ,  E.  KARAKAYA,  S.  ÜNVER  

Oncology Training and Research Hospital, Department
of Anesthesiology and Reanimation, Ankara, Turkey

Objective: Stress and anxiety associated with surgery and
anesthesia have importance particularly in pediatric populati-
on. The aim of the present study was to evaluate the relations-
hip between pre-operative parental anxiety and post-operative
delirium developing in pediatric patients undergoing surgery.

Method: A total of 30 patients undergoing elective sur-
gery, with ASA I-II and 3 to 7 years of age were included in
the study after obtaining approval from the local ethics com-
mittee along with verbal and written consent of the parents.
While the patients were premedicated, a questionnaire was ad-
ministered to one of the parents by an anesthesiologist. Anest-
hesia was induced with sevoflurane via face mask, and then
the patients were administered with muscle relaxants, and en-
dotracheal intubation was performed. For post-operative
analgesia, we administered IV 15 mg/kg acetaminophen 30-45
minutes prior the end of the operation. After extubation, the
patients were transferred to the recovery room, and modified
Aldrete scoring scale, Watcha behavior scale, pediatric anest-
hesia early delirium scale, and VAS according to facial exp-
ression were evaluated.

Results: The parents with a higher anxiety score had more
concerns about surgery, anesthesia, and length of hospital stay
after the surgery, but the level of anxiety was lower for post-
operative therapy and the duration of preoperative fasting.
There was no association between parental anxiety and gen-
der. The Watcha behavior score was higher in girls. Reques-
ting information from the doctor was inversely correlated with
the education level.

Conclusion: There are numerous studies in the literature
evaluating parental anxiety and child anxiety. In this pilot s-
tudy, descriptive data and family characteristics did not signi-
ficantly affect early delirium scores and the severity of pain in
the children. We believe that larger sized studies are required
for more reliable and significant results.

REFERENCES
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MATERNAL NEAR-MISS –A CASE REPORT
ON SUCCESSFUL MANAGEMENT OF

POSTPARTUM HEMORRHAGE DUE TO
ATONY

B.  KOZANHAN,  Z. CEBEC‹,  B.  BAfiARAN,
S.  ÖZMEN

Konya Education and Research Hospital, Anesthesia
and Intensive Care, Konya, Turkey

Objective: Maternal near-miss case refers to a woman
who nearly dies but survives either by chance or because of
receiving good care at the health facility, due to a complication
during pregnancy, childbirth  or within the postpartum 42
days of termination of pregnancy (1). The most important
causes of near-miss maternal morbidity are complications
related to obstetric hemorrhages, and hypertensive diseases of
pregnancy.  In this study we present  a case, who reported to
the hospital in a condition of  hemorrhagic  pre shock with a
history of  postpartum hemorrhage due to atony, which was
succesfully treated and discharged home in a hemodynami-
cally stable condition.

Case report: 40 year old woman with  fourth pregnancy
was brought to our hospital in an unconscious state, with a
history of postpartum hemorrhage due to atony after caesare-
an  operation. The patient was intubated  and emergency
hysterectomy, bilateral salphingo-oophorectomy and hypo-
gastric artery ligation were performed. Her initial blood in-
vestigations revealed Hemoglobin 3 gr/dl and she received to-
tally 4 units of  whole blood, 12 units of erytrocyte suspension,
17 units of fresh frozen plasma and 2 units of single donor pla-
telet during the first 24 hours of  intraoperative and postope-
rative period. The patient was considered to have postpartum
hemorrhagic shock, massive transfusion and postoperative
maternal near miss. She was discharged on 10th postoperative
day with no further complications.  

Conclusion: Maternal mortality has been used traditi-
onally as a measure of quality of health care. Postpartum
hemorrhage  is still the most common direct cause of maternal
mortality  in the world.  Atonic  postpartum severe hemorrhage
which may result in maternal death is assessed as maternal
near-miss. Mortality rates can be reduced with early diagnosis,
accurate and prompt surgical intervention and appropriate
replacement therapies in these patients.

REFERENCES
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Geneva: World Health Organization; 2009.

7OP - II 8OP - II



Balkan States Anesthesia Days Pediatric Anesthesia and Intensive Care

12

PROGNOSTIC VALUE OF NATRIURETIC
POLYPEPTIDES IN THE PATIENTS WITH
RESPIRATORY FAILURE IN INTENSIVE

CARE UNITS

B.  ULUGÖLGE1,  H.  BAfiAR1,  S.N. MURAT2,
N.  ÖZCAN1,  A.  KURTUL2,  A.  ÖZCAN1,

M.  YARLIO⁄LUEfi2,  Ç.  KAYMAK1

1Department of Anesthesiology and Reanimation,
Ankara Training and Research Hospital, Ankara, Turkey

2Department of Cardiology, Ankara Training and
Research Hospital, Ankara, Turkey

Objective: N terminal-proBNP (NT-proBNP) is a B type
natriuretic peptide which plays an important role in the blood
pressure, the volume homeostasis, determination of the myo-
cardial function, and the prognosis and the mortality of the
patients in the intensive care units (ICUs).

Method: In our prospective study, 50 patients without res-
piratory support on their first admission to the ICUs were inc-
luded (mean age of 70,54 ± 12,91 years).Within the first 24
hours of admission, NT-proBNP and ejection fraction (EF) %
and pulmonary artery pressure (PAP) were measured. Patients
<18 years and who stayed <24 hours were excluded. 

Patients’ age, gender, initial diagnosis of respiratory failu-
re (cardiac / non-cardiac), reason for admission, co-morbid
pathologies, infections improved or not, ventilation require-
ment during follow, vasopressor requirement, whether acute
renal failure (ARF) improved or not, and APACHE II scores
were recorded. At the end of the 7th and the 28th days, pati-
ents were searched for mortality and survival rates.

Results: The presence of co-morbid pathologies, use of va-
sopressors, and development of ARF were found to have an ef-
fect on the 7 and 28-day mortality; NT-proBNP of the first 24
hour (NT-proBNP1), NT-proBNP of the 7th day (NT-proBNP7)
and the PAP values were effective prognostic factors in 7 day
mortality; NT-proBNP1, NT-proBNP7, EF % and PAP values
were effective prognostic factors in 28 day mortality. When
NT-proBNP7, PAP, EF % were compared; NT-proBNP7 value
was found as a predictive factor for the 7-day mortality. When
NT-proBNP1, PAP, EF % were compared; NT-proBNP1 and
PAP values were found as predictive factors for the 28-day
mortality. After statistical multivariate adjustment, NT-proBNP1,
use of vasopressors, and PAP in orderly were identified as
predictive factors for 28-day mortality.

Conclusion: As a result; the factors that affect the mortality
and the survival of the patients having respiratory failure in
ICUs are, high NT-proBNP values and comorbid diseases, use
of vasopressors, development of ARF and high PAP values. We
arrived at the conclusion that NT-proBNP is a prognostic marker
that is easily accessible, reliable and can be easily repeated in
intensive care units.

COMPARISON OF THE EFFECTS OF TWO
DIFFERENT PROPOFOL SOLUTIONS ON
REPRODUCTION RATE, TIME AND TYPE

OF MICROORGANISMS

‹.  H. ERTAfi1,  T.  ÇAKAN1,  A.  PEHL‹VAN2,
M.  YÜCEL2,  ‹.  ANDAN1,  H.  BAfiAR1,  B.  BALTACI1,

A.  K.  AD‹LO⁄LU2

1Ministry of Health Ankara Training and Research
Hospital, Anesthesiology and Reanimation Department

2Ministry of Health Ankara Training and Research
Hospital, Microbiology Department

Objective: We aimed to compare the reproduction rate of
different microorganisms in experimental medium under the
effect of two agents, propofol and propofol  lipuro which are
widely used for  anesthetic management.

Method: Metisilin resistant Staphylococcus aureus (MRSA),
Metisilin sensitive Staphylococcus aureus (MSSA), Staphylococcus
epidermidis, Escherichia coli, Klebsiella pneumonia, Pseudomonas
aeruginosa, Serratia marcescens were chosen because they
were shown as the most frequently isolated anesthesia based
infection factors in former studies and they represent different
groups. The microorganisms were incubated in 5% sheep blo-
od growth medium for 24 hours at 36 C. At the end of the incu-
bation, the plagues were evaluated for one type (pure repro-
duction). Then microorganism suspensions were prepared at
104 CFU/ml dilutions. The microorganisms were implanting in
three different medium:

Group 1-Sterile serum physiologic (control group)
Group 2-Propofol lipuro 
Group 3-Propofol
After addition of microorganisms, implanting process was

done. Suspensions were preserved at 20 C. Implanting processes
were repeated at 4th -8th -24th -48th hours. After incubation of
implanted sheep blood growth medium at 36 C for 24 hours,
reproduction amount was quantitatively evaluated. 

Results: There were statistically significant differences
based on CFU values between times (p=0.0001). There were
also differences in CFU values between times in groups.  

When the groups were compared according to their CFU
values, there were significant difference between group1 and
group 2 and between group 1 and group 3 (p =0.020 and
p=0.002), but no significant difference was observed between
group 2 and group 3 (p=0.259).

Comparison of CFU values according to time and coloni-
zation; 4th and 8th hour values were not statistically significant
(p=0.428) but at other measurement times, there were significant
differences in respect to beginning values. 

Conclusion: All the microorganisms were similarly repro-
ductive in mediums which included propofol lipuro or propo-
fol. According to our findings propofol and propofol lipuro
act as suitable growth mediums. For this reason, we suggest
aseptic methods and usage as recommended in the literature
while applying propofol and propofol lipuro to patients.
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TRACHEAL STENOSIS AFTER
PERCUTANEOUS DILATATIONAL

TRACHEOSTOMY

AA..  ÖÖZZCCAANN,,  HH..  BBAAfifiAARR,,  ÇÇ..  KKAAYYMMAAKK,,  DD..  AA..  SSAA⁄⁄LLAAMM,,
NN..  ÖÖZZCCAANN,,  NN..  ÖÖZZDDEEMM‹‹RR,,  BB..  BBAALLTTAACCII

Anesthesiology and Reanimation Clinic, Ankara
Training and Research Hospital, Ministry of Health,

Ankara, Turkey

Objective: Percutaneous dilatational tracheostomy (PDT)
is a common, safe and cost-effective procedure which can be
performed at bedside in intensive care unit (ICU) with lower
complication rates. Although the early complications related
to PDT have been well described and compared with surgical
tracheostomy, there is less information about late complicati-
ons. Here we report a case of tracheal stenosis developed after
PDT. 

Case: Thirty-five years old female patient was admitted to
ICU with diagnosis of sepsis. A PDT was performed on the
22nd day of ICU stay and she was decannulated before disc-
harge to ward after follow-up for 57 days in ICU. She develo-
ped dyspnea 10 days after discharge to the ward and was ad-
mitted again to ICU. At admission, she had fever, tachycardia
and bilateral rales, and arterial blood gas analysis was
pH:7.34, pCO2:41mmHg, PO2:55mmHg, HCO3:21, BE=-3,
SpO2 %85, and WBC count was 24400/µL. Piperacillin-Tazo-
bactam and clarithromycin were the antibiotherapy. The day
after admission, dyspnea was progressed, suprasternal and
supraclavicular retractions were remarkable and she was con-
sulted to Ear-Nose-Throat clinic. Physical examination reve-
aled no supraglottic obstructive pathology. As severe dyspnea
continued, surgical tracheostomy was planned under general
anesthesia. After the induction of anesthesia, even an endot-
racheal tube of number 4.0 could not be placed in the trachea.
A three dimensional computed tomography of nasopharynx,
oropharynx, larynx and trachea revealed stenosis and a web
just above tracheal cannula compared to proximal and distal
parts of trachea. A tracheal resection and reconstruction was
considered risky because of a second tracheostomy in Thora-
cic Surgery consultation. A progressive closure of tracheos-
tomy using a bored silver cannula was suggested by Ear-Nose-
Throat clinic but it was unsuccessful.  Laser excision of the
stenosis was also unsuccessful. She is still tracheostomized.

Conclusion: Tracheal stenosis is the most common late
complication of PDT and it usually occurs at the subglottic
region. Tracheal ring fracture has been noted during PDT
techniques and protrution of the fractured part into the tracheal
lumen is characteristic and induces tracheal stenosis. As a
conclusion, in order to reduce tracheal stenosis, pretracheal
blunt dissection to identify tracheal rings and bronchoscopic
guidance is especially recommended during PDT.

OUR EXPERIENCE WITH SPINAL
ANESTHESIA IN 143 PEDIATRIC PATIENTS

ÇÇ..  ÜÜNNAALL  KKAANNTTEEKK‹‹NN11,,  MM..  YYAALLVVAAÇÇ22,,  MM..  KKAARRAAYYAANNIIKK
DDEEMM‹‹RROO⁄⁄LLUU22,, T.  EVRAN2,  Y.  YEN‹GÜN2,  B.  BEGER3

1Bozok University, Faculty of Medicine, Department of
Anesthesiology and Critical Care

2Ağrı State Hospital, Department  of Anesthesiology
and Critical Care

3Ağrı State Hospital, Department of Pediatric Surgery

Objective: Spinal anesthesia is an alternative to general
anesthesia especially at  adolescent age not only for high risk
patients but also for the other  patients who have general sur-
gical, urological and orthopedic surgery. In clinical practice,
it is not used as widely as it is used in adults.

Methods: The data of 143 children aged between 7-14 ye-
ars who had been operated with spinal anesthesia  in A¤r› Sta-
te Hospital were evaluated retrospectively. The demographic
characteristics, type of operation, length of surgery, time to
regression of motor block and complications were recorded. 

Results: Fourty seven of the patients were girls, 96 of the
patients were boys and the mean age of the patients was 10.6
±1.9 years. Ninety eight percent of patients had succesful block
at the first attempt. Adequate sedation level had been achieved
with midazolam at 88.8 % of patients, intermittent boluses of
propofol for sedation was needed for 16 patients. Mean length
of surgery  was 45.7 ±5.2 min, mean length of motor block was
62±12.1 min. The main important complication that was obser-
ved was high spinal block in which cardiovascular stability was
maintained. It was observed  in 2 patients aged 8 and 10 years
old. Drop foot occured in a 9 year-old patient but treated with
medical and physical theraphy. Cardiovascular collapse, total
spinal block, intravascular injection or other severe were not
observed in our patients. The most frequent indication for spinal
anesthesia in our patients was emergency laparatomy for acute
abdominal pain (102 patients).

Conclusion: As it is  easily performed, has fast onset of
action and severe hypotension, bradycardia and pulmonary
complications are rare, we preferred spinal anesthesia especi-
ally for emergency surgical procedures. Our complication rate
is compatible with the previous reports (1,2).

Especially for emergency operations, spinal anesthesia is
a preferable technique compared  to general anesthesia in
children. Further investigations and reports about complicati-
ons and affirmative results are needed for safe and efficient
performance.

REFERENCES
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paediatric patients: a single centre experience with 1132 cases.
Paediatr Anaesth 2004; 14: 564-567.

11OP - II 12OP - II



Balkan States Anesthesia Days Pediatric Anesthesia and Intensive Care

14

FOOT-DROP AFTER SPINAL ANAESTHESIA
IN PEDIATRIC PATIENT: A CASE REPORT

ÇÇ..  ÜÜNNAALL  KKAANNTTEEKK‹‹NN11,,  BB..  BBEEGGEERR22

1Bozok University, Faculty of Medicine, Department of
Anesthesiology and Critical Care

2Ağrı State Hospital, Department of Pediatric Surgery

Introduction: While the reports about complications of
spinal anesthesia are rare, there are many reports about safety
and effectivity of spinal anesthesia in children. In this case re-
port, we discussed the management in a child who had appen-
dectomy under spinal anesthesia and developed weakness on
the left leg at the postoperative follow up. 

Case Report: A 9 year old, 20 kg and 126 cm girl had be-
en  planned to have emergency appendectomy. At preoperative
evaluation, she did not have any known medical problems.
Spinal anesthesia was performed in sitting position between
L4-L5 interspace with 26G atraumatic pediatric spinal needle
(Atraucan, 50 mm BraunMelsungen AG, Germany). Free flow
of cerebrospinal fluid was observed at the first attempt and 0,2
mg.kg-1 hyperbaric bupivacaine was administered to the suba-
rachnoid space. The block level was T8 and the operation was
non-problematic. On the 6th hour postoperatively, the patient
had complaint about weakness at left ankle. In neurologic exa-
mination, there was 1/5 weakness at dorsal flexion, 1/5 weak-
ness at ever flexion and 3/5 weakness at plantar flexion on left
ankle; 1/5weakness at dorsal flexion and 3/5 weakness at
plantar flexion on left toe. Vitamine B and gabapentine  25
mg/kg/day was given as treatment. After treatment of 20 sessi-
ons, at control evaluation, walking of the patient recovered.
The patient was discharged from the hospital with an unsup-
ported, independent, functional state.

Discussion: Spinal anaesthesia complications are very ra-
rely reported in the literature. Llewellyn et al, reported that
there were severe radiculopathy/neuropathy in five cases but
they had been recovered after 4 to 10 months medical treat-
ment(1). Apillio¤ullar› et al, reported the usage of hyperbaric
bupivacaine either  0.2 mgkg-1 or 0.4 mgkg-1 in their study (2). 

Conclusion: As reported  in our case, neurologic damage
can occur without paresthesia during lumbar puncture or pain
during injection. It must be kept in mind that these symptoms
are frequently transient. A full neurological examination befo-
re the operation will be helpful in differential diagnosis of pos-
sible complications.

REFERENCES

1. Llewellyn N.The national pediatric epidural audit. Pediatr Anesth
2007; 17: 520–533.

2. Apilio¤ullar› S. Spinal anaesthesia in children:A Single- Centre
Experience of 371 cases. J Turk Anaesth Int Care 2010; 38: 339-347.

FREQUENT ANESTHESIA IN CHILDREN
WITH STURGE-WEBER SYNDROME FOR

EYE EXAMINATION

AA..  HHAAMMAAMMCCIIOO⁄⁄LLUU,,  GG..  GGÜÜNNGGÖÖRR,,
TT..  DDUURRAAKKOO⁄⁄LLUUGG‹‹LL,,    PP..  SSÜÜTTAAfifi  BBOOZZKKUURRTT

Istanbul University Cerrahpasa Medical Faculty
Department of Anesthesiology and Reanimation

Introduction: Sturge -Weber syndrome is a rare central
nervous system disease involving skin, brain and eye lesions.
This syndrome causes congenital hamartomatous malformati-
ons that effect eyes, skin and central nervous system. This
syndrome characteristically consists of "port wine" hemangi-
omas on face and vascular lesions in brain on the same side
with the port wine hemangioma. Hemi-cerebral atrophy, convul-
sion, mental-motor retardation may be seen after ischemias ca-
used by the vascular lesions. Congenital glaucoma, retinal de-
tachment, retinal vascular lesions, choroid hemangiomas, sep-
tal defects, valvular stenosis, transposition of great arteries
are some other problems seen with the syndrome. Vascular an-
jiomas found in the oral cavity and airways may rupture, ble-
ed and cause difficulty in ventilation, laryngoscopy and intu-
bation.

Cases: Three male patients aged 12 (GK, anesthesia n=8
times), 6 (BO, n=3) and 6.5 (SB, n=2) years had been follo-
wed for congenital glaucoma. All patients had "port wine" sta-
in on their faces. Patients other than GK who had mental mo-
tor retardation, had no chronic systemic diseases except the
syndrome. GK had epileptic seizure under anti-epileptic treat-
ment and operated for intracranial lesion. SB had been taking
beta-blocker agent. 

All patients were ventilated with 80% O2 and 6-8%  sevof-
lurane. Intravenous line was introduced after sevoflurane in-
halation and its concentration decreased gradually. Patients
were ventilated with 2% sevoflurane and 40% O2 during gla-
ucoma examination. GK had developed peroperative brady-
cardia in 6th examination and was treated with 0.5 mg atropi-
ne. Patients emerged postoperatively without any problem,
and were sent to service after being watched in the emergence
room for pproximately 20 min. 

Conclusion: Anomalies associated with syndrome should
be evaluated carefully for these patients. Although anesthesia
was tolerated well by the patients; angiomas in oral cavity,
larynx and trachea might cause difficult intubation by causing
bleeding into the cavity. Endotracheal intubation should be
performed with soft, unguided and lubricated tubes. Careful
tracheo-bronchial aspiration should be performed. Agents and
events (coughing, gag) causing increase in intraocular and
intracranial pressure should be avoided. Anesthesia manage-
ment should be planned in a way that secures the airway, pre-
vents hemangioma lesions and an increase in intraocular and
intracranial pressure.
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NEUROBRUCELLOSIS: A CASE REPORT
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1Ankara Training and Research Hospital, Ministry of
Health, Anesthesiology and Reanimation Clinic Ankara

2Ankara Training and Research Hospital, Ministry of
Health, Pediatric Neurology Clinic, Ankara

Introduction: Central nervous system involvement is seen in
2-3 % of brucellosis cases. Clinical findings of neurobrucellosis
are variable. Menengitis, ensefalitis, epidural abcess, granuloma,
demyelinization and meningovascular syndromes can be seen.
Here we report a case of neurobrucellosis complicated with
subarachnoid hemorrhage.

Case: A fourty-nine years old male patient was referred to
the neurology clinic with complaints of headache, dizziness,
concentration difficulty, joint pain, sweating and fever 6
months ago. Cranial computed tomography and magnetic re-
sonance imaging (MRI) were assessed as normal. Agglutinati-
on was positive in cerebrospinal fluid (CSF) and in blood cul-
tures, protein level in CSF was 96 mg/L. The diagnosis was
"Brucellosis" and treatment was started. He was discharged
with recommendation of policlinic controls. Two months ago,
he applied to the emergency department with headache, na-
usea and vomiting. His Glasgow Coma Scale (GCS) was 13,
cranial computed tomography showed hydrocephalus of the
3rd and 4th ventricles, hyperdensity consisted with subarach-
noid hemorrhage in both occipital horns of lateral ventricles
and the 4th ventricle. An intracranial shunt was placed imme-
diately for external drainage. He was admitted to intensive ca-
re unit with GCS 5 and was mechanically ventilated. An ane-
urysm was excluded with cerebral angiography performed the
day after surgery. A week later, a permanent intracranial shunt
was placed and cranial MRI revealed subarachnoid hemorr-
hage, diffusion limitations in anterior part of corpus callosum
and contrast signal which was  considered as a sign for infection.
Also cervical and thoracal MRI showed contrast signal along
with spinal cord which was inconsistent with vascular structu-
re and this was  also considered as a sign for infection. The
patient is still being followed-up in our intensive care unit.

Conclusion: Subacute/chronic menengitis is common in
neurobrucellosis but different neurological findings can also
occur. Since classical triad (fever, neck stiffness, altered cons-
ciousness) of menengitis secondary to brucellosis is rarely se-
en, brucellosis should be considered among differential diag-
nosis in patients with neurological signs in endemic areas. No-
netheless, as in our case subarachnoid hemorrhage accom-
panying neurobrucellosis is a rare complication.

PERCUTANEOUS TRACHEOSTOMY: A
RETROSPECTIVE ANALYSIS OF 

62 PATIENTS.

SS..  AALLTTIINNEELL11,,  MM..  SS..  AAKKDDEEMM‹‹RR11,,  EE..  DDOO⁄⁄AANN22,,
AA..  YYIILLDDIIRRIIMM11,,  SS..  KKAAYYAA11

1Diyarbakir Education and Research Hospital,
Department of Anesthesia, Diyarbakir, Turkey
2Dicle University, Department of Anesthesia,

Diyarbakir, Turkey

Objective: In the ICU, the most common indication for
tracheostomy is a need for prolonged mechanical ventilation.
This need may arise from pneumonia refractory to treatment,
severe chronic obstructive pulmonary disease, acute respiratory
distress syndrome, severe brain injury, or multiple organ system
dysfunctions. Since Ciaglia et al. introduced the percutaneous
dilatational tracheotomy (PDT) in 1985, percutaneous trache-
otomy (PCT) has become increasingly popular and has gained
widespread acceptance in many ICU. In 1990, Griggs and col-
leagues reported the guide-wire dilating forceps (GWDF) met-
hod. Below we present our two –years- experience in trache-
ostomy with GWDF in our intensive care unit.

Method: In our experience 62 patients who had undergo-
ne percutaneous tracheostomy by Griggs method in the inten-
sive care unit between April 2011 - February 2013, were
analyzed retrospectively. Demographic data and diagnoses of
patients, and percutaneous tracheostomy complications were
evaluated.

Results: The average age of 62 patients was 58.3 (Mini-
mum 16 - Maximum 86) .41 patients (66.1%) were male, 21
patients (33.9%) were female. Patient’s diagnosis was 25
COPD, 6 trauma, 10 ARDS, 11 hypoxic encephalopathy and
10 due to other diseases. During the percutaneous tracheos-
tomy on 19 (30.8%) patients minimal bleeding occurred wit-
hout any need for an intervention, wound haemorrhage occur-
red in 3 (4.8%) patients and pneumothorax was developed in
two patients (3.2%). They were treated by a tube inserted into
the pleural space. No mortality complications were developed. 

Conclusion: Percutaneous tracheostomy has already rep-
laced the surgical route in several intensive care units and it is
indeed the procedure of choice in the majority of cases. 

We believe that percutaneous tracheostomy with guide wi-
re dilating forceps (GWDF) method, in experienced hands, is
safe, easy and quick, and there is no need to move the patient
to the operating room. 
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CARBON MONOXIDE INTOXICATION:
CASE REPORT 

Ç.  KAYMAK,  H.  BAfiAR,  A.  ÖZCAN,  
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N.  ÖZDEM‹R,  B.  BALTACI

Ankara Training and Research Hospital,
Ministry of Health, Ankara

Anesthesiology and Reanimation Clinic

Introduction: Poisoning with carbon monoxide (CO),
which is a colorless, odorless and non-irritating gas, is a common
cause of mortality and morbidity. A wide spectrum of clinical
symptoms, ranging from headache to coma, can be seen after
exposure to CO. Early diagnosis and hyperbaric oxygen therapy
are important points of treatment. In this report, we discussed
the management of a case of CO intoxication admitted to
intensive care unit (ICU) with Glasgow Coma Scale 3.    

Case: Twenty-six years old male patient was found un-
conscious at home, in a room heated with stove and suspected
of CO poisoning. He was admitted to ICU, he was unconscious,
had tachycardia and regular respiration. Cerebral hemorrha-
ge was excluded by cerebral computed tomography. Treatment
protocole including, acetylsalisilic acid 300 mg, metoprolol
100 mg, enoxaparine 6000 IU and nasal oxygen  was ordered.
A cerebral magnetic resonance imaging (MRI) was performed
on the second day of ICU stay and revealed diffusion limitati-
ons in frontoparietal regions and centrum semiovale. Hyper-
baric oxygen therapy was applied for 7 times in a week. His
level of consciousness improved daily and he was mobilized
with a wheelchair on the 9th day of ICU stay. A control MRI
was performed on the 17th day and showed regression in are-
as with diffusion limitation. He was conscious, oriented, co-
operated on the 19th day and was discharged home.

Conclusion: Coma, loss of consciousness, alterations in
conscious state,  regardless of CO levels, are the primary indi-
cations of hyperbaric oxygen therapy. These groups of patients
benefit most from  hyperbaric oxygen therapy if applied in the
first 6 hours. Long-term neurological sequela is reported 18-
55 %. As hyperbaric oxygen therapy can be applied easily
with low complications, it  is recommended in these patients
despite no clear effect on long-term neurological sequela has
been shown.

A RETROSPECTIVE ANALYSIS OF PATIENTS
WITH COPD EXACERBATION IN

INTENSIVE CARE UNIT

M.  S.  AKDEM‹R1,  S.  ALTINEL1, E.  DO⁄AN2,
A.  ‹.  SERT1,  A.  YILDIRIM1,  S.  KAYA1,  Z.  B.  YILDIRIM  2,

M.  B.  YILDIRIM3, A.  DEDEO⁄LU1

1Diyarbakir Education And Research Hospital,
Diyarbakir, TURKEY

2 Dicle University Medical Faculty, Diyarbakir, TURKEY
3 Diyarbakir Children Hospital, Diyarbakir, TURKEY

Objective: It is important to choose the best treatment for
patients with chronic obstructive pulmonary disease (COPD)
because of complications due to invasive mechanical ventilation.
Our aim is to compare the effect of noninvasive mechanical
ventilation (NIMV) and invasive mechanical ventilation on
patients with COPD exacerbation.

Method: The case records of 149 patients with acute res-
piratory failure due to acute exacerbations of COPD in ICU
between October 2010-February 2012 were retrospectively re-
viewed. Age, gender, hospital stays, type of treatment, morta-
lity values were obtained from the records. Diagnosis was con-
firmed by using Thoracic Society’s diagnosis and treatment
criteria.

Results: The average pH values of the intubated patients
in admission were 7,14±0,8, while those of patients treated
with NIMV were 7,21±04. Before discharged from ICU, Ph
values of the patients, intubated and treated with NIVM were
7,34±0,7 and 7,39±0,7, respectively. In the first follow-up, p-
CO2 values of patients intubated were 97 ± 33, while those of
patients treated with NIMV were 81 ± 14. In admission,
PO2/FiO2 values were calculated. In both the intubated and
NIVM patients, the median PO2/FiO2 values were 106±35 and
159 ± 34, and before they were discharged from ICU, the me-
dian PO2/FiO2 values were calculated as 156±55 and
236±43, respectively. One hundred and twelve patients were
smokers.

Average duration of smoking was found to be 39 ± 8 ye-
ars. 53 patients died (35%), 36 patients were male. There was
no significant difference between survival and gender.

Conclusions: It may be concluded that; NIMV can be the
initial treatment for patients having the acceptance criteria for
NIMV, since it is a tolerable and safe way to reduce costs and
decrease morbidity in patients with acute exacerbations of
COPD. 
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COMPARISON OF DIFFERENT MORTALITY
SCORES IN MECHANICALLY VENTILATED

PATIENTS

S.  KENC,  S.  KES‹C‹,  B.  BAYRAKCI

Hacettepe University Pediatric Intensive Care Unit,
Ankara, Turkey

Objective: The most well-known mortality scores are
PRISM and PIM scores. A good scoring system should be reli-
able and applicable in different patient groups and units. Ven-
tilation parameters are not included in PRISM III score while
taking part in PIM2 score. The aim of this study is applying
standardized mortality scores in mechanically ventilated pati-
ents and determining whether they are appropriate to predict
the risk of mortality. 

Material and Methods: PRISM III-24 and PIM2 scores
were calculated in mechanically ventilated 150 patients bet-
ween April 2011 to April 2013. 

Results: The area under the ROC curve was 0.66 and p-
value calculated by goodness-of-fit test was 0.002 for PRISM
III-24 score. The discrimination and calibration of score was
assessed as poor. Standardized mortality ratio (SMR) was 0.85
at cut-off point (72.5) determined by 51.2 % sensitivity and
75.2 % specificity. SMR values showed that observed mortality
was less than expected mortality. PRISM III-24 score missed a
significant portion of patients in observed mortality. 

The area under the ROC curve was 0.52,and p-value cal-
culated by goodness-of-fit test was 0.68 for PIM2 score. A
standart ROC curve couldn’t be obtained for PIM2 score.
SMR could not be evaluated since there was no ideal cut-off
point. The score was unable to discriminate survivors and
non-survivors, the observed and expected mortality was not
compatible. 

Oxygenation index (OI) was calculated at 0, 12, 24, 72 ho-
urs of ventilation to asses oxygenation. OI-12 and OI-72 were
found to be higher in non-survivors than survivors. In additi-
on, high mortality rate in patients who needed HFO was asso-
ciated to higher value of OI-72. 

Conclusion: PRISM III-24 and PIM2 scores failed to pre-
dict mortality risk in ventilated patients. Standard scoring sys-
tems should be reconsidered in this respect. OI can be used to
predict the degree of respiratory failure and mortality risk.
Therefore, future studies can be done with larger groups of
ventilated patients to asses whether OI estimates mortality risk
independently. Thus OI may be included in standart mortality
and organ failure scoring systems and validity can be evalu-
ated.

FULMINANT HEPATIC FAILURE AFTER
EXPOSURE TO SEVOFLURANE

C.  BAYHAN,  S.  KES‹C‹,  B.  BAYRAKCI

Hacettepe University Pediatric Intensive Care Unit,
Ankara, Turkey

Introduction: Sevoflurane is a halogenated volatile anest-
hetic like halothane, enflurane, isoflurane and desflurane.
They are metabolized to produce trifluoroacetylate (TFA)
which is able to bind with amino groups of proteins. TFA-liver
proteins can act as haptens and take a role in immune-medi-
ated hepatotoxicity. However sevoflurane doesn’t form TFA-li-
ver proteins Theoretically, patients sensitized to either halot-
hane, isoflurane or desflurane could be safely anesthetized
with sevoflurane. However, there are reports about postopera-
tive hepatic injury due to sevoflurane in children  and elders.
Here we report a case of acute liver failure in a patient who
needed liver transplantation.

Case Report: A 14-month-old girl weighing 9 kg was ope-
rated for isolated cleft palate under general anesthesia using
sevoflurane and rocuronium. She was discharged three days
after surgery with uneventful course. Nearly eight hours later
discharge she was admitted to our emergency service because
of vomiting, fatigue and jaundice. Mild icteric appearance
was present and liver was palpable approximately 2 cm, sub-
costally in midclavicular region. In her laboratory examinati-
on there was significant hypertransaminasemia with alanine
aminotransferase (ALT) 6347 IU/ml and aspartate aminot-
ransferase (AST) 6482 IU ml-1 and coagulopathy with interna-
tional normalized ratio (INR) 9,53, although her pre-operative
evaluation was in normal range. The patient was transferred
to intensive care unit and N-acetyl cysteine infusion (100
mg/kg/day) was started. Eight hours after admission ALT and
AST levels increased to 11396 IU/ml and 14000 IU/ml. As a
result of the exclusion of other possible causes of liver failure,
it was thought to be related to anesthesia. The patient was
transferred to a liver transplantation center where she under-
went living related liver transplantation with an uneventful co-
urse. 

Conclusion: Sevoflurane progressively replaces halothane
in pediatric anesthesia in most developed countries. TFA is
thought to be involved in the etiology of immune-mediated he-
patitis developed during postoperative course. Unlike the ot-
her anesthetics, sevoflurane isn’t metabolized to TFA. In our
patient we considered sevoflurane anesthesia as the reason of
ALF, because she was previously healthy and had second
anesthesia in four months. Also other conditions leading to he-
patic failure was excluded.
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COCKAYNE SYNDROME; MANAGEMENT
OF ANESTHESIA AND INTENSIVE CARE  

FF..  YYAAMMAANN11,,  II..  GGEENNÇÇAAYY11,,  AA..  HHEELLVVAACCIIOO⁄⁄LLUU11,,
FF..  GGÜÜLLEERRMMAANN22,,  ÜÜ..  BBÜÜYYÜÜKKKKOOÇÇAAKK11

1Kırıkkale University, School of Medicine, Department
of Anesthesiology and Reanimation

2Kırıkkale University, School of Medicine, Department
of Pediatric Gastroenterology

Introduction: ‘Cockayne Syndrome’ (CS) is a rare auto-
somal recessive multisystem disorder characterized by micro-
cephaly, growth failure, cutaneous photosensitivity, dental
anomalies, pigmentary retinopathy, cataracts and enophtal-
mia. Fatality occurs in early adolescence, the general reasons
for death from CS are respiratory infections, pneumonia and
renal failure. We aimed to report a 13-year-old girl with CS
who was consulted for implantation of peritoneal dialysis cat-
heter under general anesthesia and recovery in intensive care
unit (ICU) postoperatively.

Case: A 13-year-old girl with CS who had several charac-
teristic features including growth failure, weighing only 16 kg,
malnutrition, cataracts, bird-like face, microcephaly, kyphosis,
limb ataxia, tooth malposition, anhidrosis, thin and dry hair
was taken to the operation room without premedication for
implantation of peritoneal dialysis catheter. We prepared devi-
ces such as different size blades and Miller blade, laryngeal
mask, gum-elastic bougie for management of difficult airway.
Mask ventilation was not difficult and the patient was intuba-
ted successfully in first attempt. Anesthesia was maintained
and extubated without any complications. One day later, we
admitted the patient with respiratory distress to ICU. The
analysis of arterial blood gas showed metabolic acidosis and
hypoxemia (PH: 7.28, PCO2: 27.3, PO2: 57.7 HCO3: 14.8,
BE: -10.8). She was intubated and mechanically ventilated
with pressure support mode. Her biochemical parameters we-
re normal such as electrolyte, urea, creatinine. Uric acid level
was elevated. She had 38.5° fever with leucocytosis (WBC:
21.6 103 / u). Antibiotherapy with ceftriakson and amikacine
was performed. She was oliguric and hypotensive. Fluid resus-
citation with 0.5 mcg/kg/m dopamine infusion started. Despite
all these supportive therapies, resistant cardiopulmonary ar-
rest occurred with no response.

Conclusion: Cockayne Syndrome is a progressive mul-
tisystem disorder characterized by a specific cellular defect in
transcription-coupled repair related DNA transcription. Gast-
rointestinal, urinary and respiratory systems were affected in
this case. Well-disciplined approach should be followed in
multisystem disorders such as Cockayne Syndrome.

REFERENCES

1. Cockayne Syndrome with recurrent acute tubulointerstitial nephritis.
Satoshi Funaki, Shori Takashi, Hitohiko Murakami et al. Pathology
International 2006; 56: 678-682.

2. Cockayne Syndrome: The expanding clinical and mutational
spectrum. Vincent Laugel. Mechanisms of Ageing and Development
2013; 134: 161-170.

EVALUATION OF NON-INVASIVE HB
MONITORING DURING RADICAL

PROSTATECTOMY SURGERY

Z.  TAfi,  Y.  GÜRKAN,  S.  Ç‹FÇ‹,  K.  TOKER,  M.  SOLAK

Medical Faculty of Kocaeli University, Department of
Anesthesiology and Reanimation, Kocaeli, Turkey

Objective: Prostate cancer is the most frequently diagnosed cancer
in men, and it is also the second most common cancer causing deaths
after lung cancer. Radical prostatectomy (RP) operation is the ideal tre-
atment method for clinically local stage prostate cancer with life expec-
tancy. The most common complication of RP surgery is massive intra-
operative bleeding that may require blood transfusion. During surgery
because urine washing solution and blood are suctioned to the same ca-
nister, it is difficult to assess correct amount of blood loss. Beside con-
ventional techniques; recently developed non-invasive monitoring met-
hods are also available for perioperative bleeding control.

The aim of the study was to evaluate the reliability of non-invasive
monitoring technique. 

Methods: After approval was obtained from the University of  Ko-
caeli, Turkey, 10 patients, 20-65 years of age, ASA I-III, undergoing
elective radical prostatectomy surgery were included in the study. After
premedication; patients were taken to the operating room monitored
with ASA standard monitors plus invasive arterial monitoring and/or
central venous monitoring as part of their standard care. For noninvasi-
ve hemoglobin monitoring, Rainbow adult ReSposable™ sensors (rev
E) were attached to the ring or middle fingertip of the subject and then
connected to a Radical-7 Pulse CO-Oximeter  (Masimo Corporation,
Irvine, CA). The sensors were covered with black plastic shields to pre-
vent optical interference. Before the start of the surgery, blood samples
were obtained and analyzed for total hemoglobin  (tHb)  by both central
laboratory  and  blood gas analyzer  (Radiometer, Copenhagen Den-
mark) and at the same time  Hb value at  non-invasive Hb monitoring
were recorded. The same process was repeated when the most severe
bleeding occurred in the venous plexus during dissection and at the end
of surgery. Hb values taken at three different times (preoperative, intra-
operative, postoperative) and by three different methods were analyzed
to assess Hb monitoring accuracy compared to laboratory and blood gas
analyzer results. Kruskal-Wallis test was used for statistical analysis.

Results: Non-invasive Hb monitor values were similar and in good
agreement with laboratory and blood gas analyzer values at intraopera-
tive and postoperative time (P<0.05). There was difference in Hb values
taken at the beginning of the operation (Table 1, Graph 1).

Conlusions: In conclusion, except the preoperative values there
was a good correlation with continuous non-invasive hemoglobin
measurement and laboratory and blood gas analyzer Hb values dur-
ing critical moments of surgery. We believe that more reliable results
could be obtained from larger series of patients.
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Tablo1. Hemoglobin concentration values using Non-invasive monitor
compared with laboratory and blood gas analyzer  (n=10), (Mean±SD).

Noninvasive Laboratory Blood Gas P
(g/dl) (g/dl) (g/dl)

Preop. Hb 12±0,8 13±1,3 13,6±1,2* <0.05

Intraop. Hb 10,7±1,2 11±1,1 11,1±1,0 >0.05

Postop. Hb 10,6±1,2 10,5±0,9 11,1±0,9 >0.05

Preop.: Preoperative,  Intraop:  Intraoperative  Postop:  Postoperative,
Hb:Haemoglobin
*There was a significant difference between the preoperative values of different
monitoring systems. 
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PULMONARY EMBOLISM IN A YOUNG
ADULT REQUIRING VENA CAVA FILTER 

H.  BAfiAR,  Ç.  KAYMAK,  A.  ÖZCAN,
R.  YARIMO⁄LU,  D.  A.  SA⁄LAM,  B.  BALTACI

Ankara Training and Research Hospital, Anesthesiology
and Reanimation Clinic

Introduction: The most common cause of thromboembo-
lism (80-90%) is deep vein thrombosis of lower extremities.
Age of the patient, previous thromboembolism and co-morbi-
dities are important in etiology and scoring the risk of pulmo-
nary embolism. In the present case we discuss the manage-
ment of wide-spread thrombosis and pulmonary embolism de-
veloped in a young female with no co-morbidity. 

Case: A nineteen years old, non-smoker female, referred to
hospital with dyspnea and tachypnea. She received heparin
with supportive therapies. D-dimer level was found 1327
ng/ml and venous doppler ultrasound of bilateral lower extre-
mities revealed thrombosis and cessation of flow in right su-
perficial and deep femoral veins and external iliac vein. No
hemodynamic agent was needed. Heparin treatment was chan-
ged to warfarin, but INR value became too high (7,06-7,67),
and anemia was remarkable (Hb: 6.3 g dl-1). She was admitted
to intensive care unit for an advanced intervention to her
thrombosis. She was conscious, tachypneic but had no symp-
tom of heart failure. In venous blood gas analysis pH:7,48,
PaO2:35, PCO2:27, HCO3:21 and BE:-3 were found. Warfarin
was stopped, INR was followed and enoxaparin 0.6 ml twice a
day was started. In echocardiography no thrombus was seen
and cardiac functions seemed normal. Pulmonary angiog-
raphy revealed findings of thromboemboli at distal part of
right inferior lobe, pulmonary infarct in the right inferior lobe
and total occlusion of inferior pulmonary vein’.The patient re-
ceived calcium channel blocker, anticoagulant, intermittant
oxygen therapy and was followed for 7 days. Before referral to
hematology, she was consulted  to cardiology for placement of
a vena cava filter’ to prevent recurrence of new thromboembo-
li. D-dimer and INR levels were normal on the 7th day of ICU
stay and she was discharged to cardiology ward. The day after
discharge a vena cava filter was placed without any complica-
tion (Figure1).   

Conclusion: In pulmonary embolism cases, if hemodyna-
mic parameters are stable with anticoagulation and supporti-
ve therapy, thrombolytic therapy is usually not preferred. Vena
cava filter plays like a barier for thrombus to reach lungs in
cases under risk of recurrence of thromboembolism. As in our
case, placement of vena cava filter is an appropriate approach
for preventive therapy  in deep vein thrombosis cases.

CARDIAC ARREST AFTER LAPAROSCOPIC
MYOMECTOMY OPERATION

‹.  S.  fiEKER,  G. SEZEN,  Y.  DEM‹RARAN,  O.  ÖZLÜ

Duzce University Medical Faculty, Department of
Anesthesiology, Duzce, Turkey

Introduction: Arrythmia, electrical storm and cardiac ar-
rest during laparoscopy are coincided in literature because of
vagal stimulation  by rapid insuflation of carbondioxide or int-
rauterine drug injections. A patient who survived cardiac ar-
rest evolved out of atropine injection for bradycardia and int-
rauterine high-concentrated adrenaline injection for hemorr-
hage control is presented in this case.

Case Report: A 37 year-old, 71 kg body weight, ASA-2
status woman was admitted gynecologia department because
of menometrorrhagia. Laparoscopic myomectomy  was plan-
ned under general anesthesia. She had had thyroidectomy and
two C/S operations under general anesthesia without ha-
emodynamic complications before. Hb:10.23 gr.dL-1, Htc:32
%, platelet:287.000 u.L-1, glucose: 99 mg.dL-1, sodium: 138
mEq.L-1, potasium:4.53 mEq.L-1, albumin: 3.3 gr.dL-1, creati-
ne:0.51 mgr.dL-1, alanine transaminase:14U.mL-1, aspartate
transaminase:28U.mL-1, BUN:13 mgr.dL-1 were measured pre-
operatively. Non invasive blood pressures were maintained
between 120/60-100/55mmHg, heart rate:60-62 min-1,
sPO2:98-100 %, EtCO2:29-34 mmHg during the procedure.
After the induction  with propofol, rocuronium and fentanyl
intravenously, anesthesia was maintained using sevoflurane,
fentanyl and oxygen 50% in air. When 3L carbondioxide was
insuflated through the trocar, bradycardia and hypotension
were observed. 0.5 mg atropine was injected intravenously so-
on after the bradycardia. After releasing  intraabdominal ad-
hesions 1 mg adrenaline in 20ml serum physiologic was injec-
ted to the myometrium in order to decrease hemorrhagia. App-
roximately 2 min. After the adrenaline injection Vt and VF and
then asystole occured suddenly.  After the successful CPR for
three minutes, the patient was extubated using 70 mg sugam-
madex and was then transferred to the ICU. She was fully
awake, responsive to stimuli, sPO2: 87%, glaskow coma scale
15 and breathing spontaneously. Ejection fraction 45%, pul-
moner artery presure 16 mmHg and hypokinetic basal segment
were observed with echocardiographic investigation. Cardiac
enzymes were increased (CK:78-322, CK-MB:53-370, Tropo-
nin:0.01-1.81 levels were detected on 1st and 24th hours posto-
peratively). Her medication was acetylsalicylic acid 300mg
(1x1) orally, Clexane 0.8 IU (1x1) subcutenously, furasemid
20 mg (1x2), atorvastatin 40mg, plavix (1x1) orally. She was
transferred to ward at the  24th hours of ICU.

Conclusion: Insuflation rate and carefully cardiac stimu-
lant and vasoconstrictive agents usage should be essential in
our anesthesia practice during laparoscopic surgery.
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USAGE OF SUGAMMADEX IN AN INFANT
WITH CHARGE SYNDROME

AA..  GGÖÖKKTTUU⁄⁄11,,  HH..  ZZ..  ÇÇAAPPAANN11,,  AA..  TTÜÜZZÜÜNNEERR22,,
MM..  YYAALLÇÇIINN11,,  HH..  BBAAfifiAARR11

1Ankara Training and Research Hospital, Ministry of Health,
Anesthesiology and Reanimation Department, Ankara

* Ankara Training and Research Hospital, Ministry of Health,

Ear Nose and Throat Department, Ankara

The term Charge was created to describe a number of birth
defects in 1981.  The letters stand for Coloboma of the eyes, He-
art defects, Atresia of choana, Retardation of growth, Genital
hypoplasia, and/or Ear abnormailties. In this case, the problems
confronted maintaining the airway and anesthetic approaches
in a child with Charge syndrome are discussed.

Case: A 2,5 months old and 3 kg. weighed girl with CHAR-
GE  syndrome was scheduled for an operation for  choanal at-
resia. Dysmorphic face appearance, trigonocephalia, ambigious
genitalia and genu varum were detected in her preoperative
physical examination. She was dyspneic, O2 saturation was 75-
80%, on the auscultation lung sounds were natural but there
was a 2/6 systolic ejection murmur, due to secundum atrial sep-
tal defect. Her other findings did not show any abnormalities so
she was accepted as ASA II and transferred to operating room.

After monitoring the patient,10 ml/kg h-1 5% dekstroz-2%
NaCl mixed solution was started for infusion. Considering diffi-
cult intubation, a selection of pediatric difficult airway equip-
ment was prepared and she was started to be pre-oxygenated
with 100% O2. The mask ventilation was maintained by two
hands hardly. After being sure of the maintenance of the airway,
anesthesia was induced with propofol, rocuronium and fentanyl.
In the first intubation attempt the patient was estimated as Cor-
mack Lehane Grade IV. The first attempt was unsuccessful.
Mask ventilation was becoming more difficult with an extended
period of mask ventilation expected.

After three attempts made by experienced 3 anesthesiolo-
gists, intubation was hardly made, at the 15th minute of inducti-
on by a No.3 intubation tube. Surgical procedure lasted for 50
minutes. As the neuromuscular block persisted, a discussion to-
ok place about the potential role of sugammadex. It was decided
to administer 2 mgkg-1 in the first instance. The block success-
fully reversed on the 30th min. of administration. Mask ventila-
tion was maintained by 100% O2, 3L/min. After being sure of
full recovery she was transferred to the clinic where she was tre-
ated and followed.

Conclusion: In the extubation stage of the maintenance of
difficult airway, "awake extubation" is recommended making
sure that all the protective airway reflexes are returned. At this
point using sugammadex in adults is inarguable. While in the
babies elder than 2 years, the recommended dose of sugamma-
dex is 2mg kg-1, it is  lower in younger infants and some featured
patient groups.

We conclude that; in the infants with a possibility of difficult
airway management, sugammadex could be successfully and sa-
fely  used to antagonize  rocuronium.

POSTOPERATIVE COMPLICATIONS IN A
LYNCH SYNDROME

A.  ÖZCAN, Ç.  KAYMAK,  H.  BAfiAR,  D.  A.  SA⁄LAM,
D.  EB‹LO⁄LU,  M.  BEKTAfi,  B.  BALTACI

Ankara Training and Research Hospital, Ministry of
Health, Ankara

Anesthesiology and Reanimation Clinic

Introduction: Lynch syndrome is an autosomal dominant
condition that has a high risk of colon cancer as well as other
cancers including endometrium (secondary most common up
to 50 %). Here we report a case of Lynch Syndrome in whom
pulmonary embolism and sepsis developed following major
surgery for endometrium cancer.

Case: Thirty-nine years old female patient had surgery for
rectum cancer 3 years ago and endometrium cancer was diag-
nosed. She was operated for endometrium cancer and was
hypotensive postoperatively. Physical examination and ultra-
sound of abdomen was normal. Hemoglobin values were
13.4-12.5 g/dl.  Blood pressure (BP) was measured 60/30
mmHg, heart rate:130/min, and dopamine infusion was star-
ted. Arterial blood gas (ABG) analysis showed hypoxia and
hypocarbia, pulmonary embolism was suspected and enoxapa-
rine dose was 0.6 ml twice a day. On the second postoperative
day, respiratory sounds were bilaterally decreased and crack-
les were heard on the right base. BP was 90/60 mmHg under
dopamine infusion, heart rate, respiratory rate and SpO2 were
151/min, 44/min and 88%, respectively. She was admitted to
intensive care unit (ICU) with diagnosis of acute renal failure,
pulmonary embolism and sepsis. She was mechanically venti-
lated, receiving inotropes, and hemodiafiltration was started.
Laboratory findings were Plt:223000/µL, INR:2.6, aPTT:58sn,
Procalcitonin :15.5µg/L, Na:147mmol/L, K:2.9mmol/L,
Cl:115mmol/L, Ca:6.6mg/dl, Mg:0.5 mmol/L, Alb:2.2g/dl.
ABG analysis showed  metabolic acidosis with a lactate level
of 7.12  and 5.25 mmol/L. On the second day of admission, her
platelet count decreased to 11.000/µL and INR was 3.13.  Two
units of erythrocyte suspension, two units of fresh frozen plas-
ma and 4 units of platelets were infused. She was hypotensive
during follow-up, fluid administration and hemodiafiltration
went on and doses of inotropes were increased, but on the se-
cond day of ICU stay she had a cardiac arrest and did not res-
pond to cardiopulmonary ressuscitation. 

Conclusion: Lynch Syndrome is a type of cancer syndro-
me. The increased risk for cancers is due to impairment of D-
NA repair. As these patients underwent major surgery, clinici-
an must be aware of the risk of several complications like sep-
sis, pulmonary embolism and acute renal failure.
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SEPSIS FOLLOWING ABDOMINAL
SURGERY

H.  BAfiAR,  A.  ÖZCAN,  Ç.  KAYMAK,  D.  A.  SA⁄LAM,
B.  BALTACI,  M.  TARHAN,  B.  ULUGÖLGE

Ankara Training and Research Hospital,
Ministry of Health, Ankara

Anesthesiology and Reanimation Clinic

Introduction: Mortality and morbidity of sepsis is still
high in intensive care unit (ICU). Here we report a severe cli-
nic of a sepsis case secondary to a surgical complication.

Case: Thirty-five years old, female patient was admitted to
ICU with diagnosis of sepsis developed on the 5th day of lapa-
roscopic ovarian cyst operation. She was concious, tachypneic
with blood pressure: 92/59 mmHg, heart rate: 147/min, tempe-
rature: 37.5°C and had abdominal discomfort. Arterial blood
gas   (ABG)   analysis   was   pH:7.47,   PaCO2:28mmHg,
PaO2:129mmHg (O2 6L min-1 with face mask), HCO3:20, BE:-3,
Lactate:3.02 mmol/L. She had undergone surgery because of
intestinal perforation. After insicion, solid and liquid intestinal
content and perforations in rectosigmoid junction and uterus
were observed. In ICU, antibiotherapy, fluids and vasopres-
sors were given postoperatively. Urine output was below 0.5
ml kg-1 h-1, laboratory findings were found as WBC:2800,
BUN:91, Creatinine:1.2, AST:292, ALT:157, PT:21.8,
INR:1.98, aPTT:33.3. The patient was mechanically ventila-
ted, and plasmapheresis was applied during 3 days. Labora-
tory findings were Plt:84-49000, INR:1.97-1.56, AST and ALT:
600-1400 on the 2nd-5th postoperative days. On the 3rd pos-
toperative day, in ABG analysis PaCO2 was 118 mmHg and
we suspected of ARDS with signs of chest X-ray (Figure 1) and
the ventilation mode was changed to APRV (Airway Pressure
Release Ventilation) with parameters of Phigh:20 cmH2O,
Thigh:4 sec, Plow:5 cmH2O, Tlow:1.5 sec, PSV:15 cmH2O,
FiO2:60%. PaCO2 was controlled in three days of APRV venti-
lation. The trachea was extubated on the 19th day of ICU stay.
After extubation, PaCO2 was 115mmHg despite noninvasive
ventilation, and she was re-entubated on the 20th day and a
percutaneuos dilatational tracheostomy was performed on the
22nd day of ICU stay. During follow-up, she was mobilized
with a "Walker", orally fed and decannulated on the 55th day
and was discharged to the ward 48 hours after decannulation. 

Discussion: Mortality of ARDS secondary to sepsis was
reported as 30-85%.  In previous reports it was shown that
early use of APRV mode could prevent progression of ARDS,
provide alveolar stability and decrease pulmonary edema.   In
our case APRV mode was found appropriate as requiring less
sedative and muscle relaxant and  providing effective CO2 eli-
mination. 

BRADYCARDIA DURING TUMOR
RESECTION BY TRANSSPHENOIDAL

APPROACH: TRIGEMINOCARDIAC REFLEX
O.  OZLU,  O.  KILCI,  A.  E.  YILDIRIM,  M.  ZENGIN,  T.  BARUT

Ankara  Numune Training & Research Hospital,
Ministry of Health, Anesthesiology & Reanimation

Department, Turkey 

Introduction: Trigeminocardiac reflex (TCR) is first defined in
cerebellopontine tumor surgery in 1999 (1). After stimulation of one of
the sensory branches (pathways) -the trigeminal nerve, the signals are
transferred to the Trigeminal sensory nuclei via the Gasser ganglion.
The afferent pathway –by the reticular formation- anastomose with the
efferent ways of the Vagus nerve motor nucleus (2). It is characterized
by sudden parasympathetic dysrythmia, sympathetic hypotension, ap-
nea and gastric hypermotility. Its incidence in transsphenoidal surgery
is 7.5-18% (1,2). 

In this case report, we aimed to present two TCR cases that we
observed during transsphenoidal craniopharyngioma and hyphophysi-
al adenoma surgeries. 

Cases: Both patients recieved 200 mg propofol, 100 mcgr fentanyl
and 50 mg rocuronium in induction and maintenance was done with a
gas mixture of 50% O2/air in 2% sevoflurane and 0.1 mcgr/kg/min re-
mifentanyl infusion. Invasive radial artery blood pressure measure-
ment and standart monitorization were done in the patients. Patients
were all extubated at the end of the procedure and transferred to the
postanesthesia care unit. 

Case 1: Twenty four years old male patient with a body mass in-
dex (BMI) 32.62 who was assigned to ASA I risk group underwent
transsphenoidal adenoma resection. 

On the 90th minute of the operation we observed bradycardia at-
tacks (35-40 beats/min) resolving on withdrawal of the traction. He-
modynamic parameters didn’t change. Operation time was 3 hr 10
min. and anesthesia time was 4 hr 15 min. 

Case 2: Thirtyfive years old ASA I risk group male patient with a
diagnosis of recurrent craniopharyngioma underwent transsphenoidal
tumor resection. 

We observed bradycardia attacks five times during the operation
(30-40 beats/min) without hemodynamic changes. Anethesia time was
3 hr 30 min. and operation time was 2 hr 45 min. 

Conclusion: Trigeminal nerve runs toward the petrous apex and
enters the middle fossa in Meckel’s cavity (3). In our patients we ob-
served bradycardia attacks during resection in the Meckel’s cavity at
the medial-inferict or of cavernous sinus. We conclude that continuous
hemodynamic monitorization is essential to detect rhythm changes in
transsphenoidal procedures. Interested surgeons and all anesthesists
should recognize TCR.

REFERENCES
1. Cavallo LM, Solari D, E SPOS‹TO f. Trigeminocardiac reflex: A
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cardiac reflex during skull base surgery:  mechanism and manage-
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Figure 1: Cranial MR of Case 1 Figure 2: Cranial MR of Case 2
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ANESTHESIOLOGICAL APPROACH TO
ANGELMAN SYNDROME PATIENT:

CASE REPORT

C.  DOGER1,  E.  ERKILIÇ1,  S. TAfiTAN1,  A.  BUT2,
E.  KES‹MC‹3

1Anesthesiology and Reanimation, HM Ankara Ataturk
Education and Research Hospital, Ankara, Turkey

2Anesthesiology and Reanimation, Yildirim Beyazit
University Education and Research Hospital, Ankara, Turkey
3Anesthesiology and Reanimation, HM Ankara Ataturk

Education and Research Hospital, Ankara, Turkey

Introduction: Angelman Syndrome is a maternally inherited
neurogenetical disorder which is characterized by the micro-
deletion of 15q11-13 zone. The signs and symptoms include
developmental delay, mental retardation, speech impairment,
epileptic seizures, and frequent laughter/smiling also known as
the "Happy Puppet Syndrome". This case will discuss a patient
with Angelman Syndrome who was operated for the removal of
a foreign body from his nose in line with the literature. 

Case: A male Angelman Syndrome patient, 24 years old
was planned to undergo an operation to remove the foreign
body from his nose. Patient’s medical history did not include
any other disorders. Physical examination showed separated
teeth, large tongue but no other maxillar or mandibular ano-
malies. Preoperative routine results did not show any anomali-
es. Due to continuous movement of the patient and not being
able to establish cooperation, vascular access cannulation
was concluded to be difficult, so 3mg/kg ketamine, 0,05 mg/kg
midazolam and 0,5 mg atropine were injected intramuscularly.
This stopped patient’s involuntary movements. Vascular access
was cannulated. Deeply penetrated foreign body was removed
via endoscope. No complications occurred. Anesthesia level
and post-operative recovery duration was normal.

Discussion: Angelman Syndrome patients pose many
anesthesiological risks. 80% of patients exhibit epileptic seizu-
res, microcephaly, and scoliosis. Sudden cardiac arrest due to
vagal hypertonicity, possible difficulty in intubation, and vomi-
ting are the main problems in terms of general anesthesia app-
lications. Involuntary movement of the patient complicates
application of regional anesthesia and sedation. In addition,
the deletion zone in Angelman Syndrome patients is also rela-
ted to the synthesis of GABA-A receptors. Therefore, response
to anesthesilogical medication is not predictable. Thus, keta-
mine, which is an antagonist for NMDA receptor was prefer-
red for the patient, who does not have epileptic history. Atropi-
ne was also added in order to prevent a possible vagal hyper-
tonicity. No complications occurred. 

In conclusion, we believe the anesthesia procedure applied
to our Angelman Syndrome patient is a reasonable approach
to non-epileptic subjects with minor surgical procedures.

RELATIONSHIP BETWEEN RED CELL
DISTRIBUTION WIDTH,

ADENOTONSILLAR HYPERTROPHY AND
INCIDENCE OF LARYNGOSPASM

B.  BAfiARAN1,  H.  U.  PINAR2,  B.  KOZANHAN1,
S.  ÖZMEN1

1Konya Education and Research Hospital, Department
of Anesthesiology and Critical Care, Konya, Turkey

2Başkent University School of Medicine, Department of
Anesthesiology and Critical Care, Konya,Turkey

Objective: Adenotonsillectomy is one of the most common
indications in children for management of obstructive sleep
apnea syndrome. We aimed to evaluate and describe the relati-
onship between pediatric adenotonsillectomy, adenotonsillec-
tomy related laryngospasm and red cell distribution width
(RDW).

Method: The medical records of 306 patients that under-
went adenotonsillectomy (Group I) with a diagnosis of adeno-
tonsillar hypertrophy  between 2010 and 2013  and 347 he-
althy  controls (Group II) were evaluated. White blood cell co-
unt , platelet count, hemoglobin levels, mean platelet volume
and red cell distribution width of all cases and incidence of
laryngospasm, patient characteristics, anesthesia and surgery
related data of adenotonsillectomy cases were collected.

Results: Red Cell Distribution Width values were
16.1±1.4, 15.8±1.3 in Group I and Group II respectively. It
was found that RDW values in group I were significantly hig-
her than control group. (p=0.004). We performed ROC curve
analysis to determine a cut off value from RDW values of ton-
silloadenoidectomy cases  to predict the occurence of laryn-
gospasm. Accordingly,  16.85 was accepted as a cut off point
which had given a sensitivity of 87% and specificity of 77%.
Twenty  three  laryngospasm  cases (7.5%) were identified and
20 patients had RDW>16.8. All were postoperative and one of
them was reentubated. Compared to the patients RDW<16.85
with laryngospasm, there was no difference in age, weight,
American Society of Anesthesiologist (ASA) degree, length of
surgery. 

Conclusion: Adenotonsillar hypertrophy caused OSAS is
associated with high RDW. In addition,  among patients un-
dergoing adenotonsillectomy RDW is an easy and simple pre-
dictor of laryngospasm.
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ANESTHETIC MANAGEMENT OF AN
INFANT WITH RUBENSTEIN-TAYBI

SYNDROME: A CASE REPORT

B.  KANTAR,  D.  BULUT,  E.  DEN‹ZC‹,
A.  ANKAY  YILBAfi,  N.  ÇELEB‹

Hacettepe University School of Medicine, Department
of Anesthesiology and Reanimation

Introduction: Rubinstein-Taybi syndrome (RTS) was diagno-
sed in 1963 by Rubinstein and Taybi (1). This rarely seen autoso-
mal dominant genetic disorder is characterised by growth retarda-
tion, severe learning difficulty with progressive blindness and de-
afness, gastro-oesophageal reflux (GOR), congenital heart dise-
ases and cranio-fascial abnormalities (hypertelorism, broad nasal
bridge, micrognathia with narrow mouth opening) (2). These pati-
ents are prone to compromised airway (2,3). One-third of patients
with RTS have cardiovascular abnormalities that have been asso-
ciated with complex arhythmias (3).

Case: Our patient was diagnosed as RTS at 3 weeks of age,
after unremarkable term delivery. The manifestations of RTS were
right renal agenesia, left multicystic renal displasia, bilateral ca-
taract and congenital hypothyroidism. Her echocardiogram sho-
wed patent foramen ovale and ventricular septal defect with nor-
mal ventricular function. Physical examination revealed micro-
retrognathia, broad nasal bridge, low set ears, short neck and
high-arced palate, There were no suggestive features of compro-
mised airway.

At the age of four months and 3300 grams she presented for
ocular examination under general anesthesia for bilateral cata-
ract. Before induction we were ready to manage a difficult airway.
Pediatric fiberoptic broncoscope, laryngeal mask airways (no:1-
1.5), oral-nasal airways, ETT guides were available in the opera-
ting room.

Anesthesia was induced by face mask with 50% N2O/O2/se-
voflurane (8%). A venous cannula was obtained and 3 mg/kg pen-
tothal sodium was administered. Mask ventilation was sufficient to
ventilate the patient and we continued to do so. The procedure
lasted approximately 20 minutes. We discontinued N2O/sevoflura-
ne and the patient was fully awake without any complications in
5-7 minutes.

Conclusion: Scoping the literature we found that RTS mani-
festations vary widely. Managing airway and the cardiovascular
stability are the most challenging parts in anesthetic management
of patients with RTS. The manifestations of the syndrome -mostly
the craniofascial abnormalities- are the main concern related to
compromised airway. In our patient we were prepared in opera-
ting room (OR) and we let our patient breathe spontaneously thro-
ugh facial mask. It was a challenge though because GOR is also
associated with RTS. In our patient the planned procedure and
anesthesia time was very short and so we decided to take the risk
which we thought was lower than the risk of difficult airway. We
are concluding that -especially in short procedures- mask ventila-
tion is an adequate option especially for the RTS patients with
manifestations resembling difficult airway providing that neces-
sary equipment to manage difficult airway are immediately ava-
ilable in OR.
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UPPER RESPIRATORY AND
GASTROINTESTINAL INJURY BY

CORROSIVE INGESTION; A CASE REPORT

F.  YAMAN1,  M.  K.  ASLAN2,  S.  ÇOLAK1,  G.  ATEfi1,
Ö.  BOYBEY‹2,  Y.  DERE  GÜNAL2,  Ü.  BÜYÜKKOÇAK1

1Kırıkkale University School of Medicine Department of
Anesthesiology and Reanimation

2Kırıkkale University School of Medicine Department of
Paediatric Surgery

Introduction: Ingestion of corrosive agents by children is still
a common problem in children. It is a potentially serious problem
especially in developing countries which may result in respiratory
distress. Some corrosive agents present in household materials are
detergant, bleach, sterilising tablets, oven cleaner, disinfectant,
etc. We presented a case of corrosive injury with a drug used for
callus treatment which includes  trichloroacetic acid, monochloro-
acetic acid, dichloroacetic acid in solution form. 

Case Presentation: A 3 year-old boy was admitted to intensi-
ve care unit with severe respiratory distress from emergency de-
partment. He accidentally ingested approximately 5 ml of corrosi-
ve agent. He was suffering from pain, respiratory distress and ha-
ematemesis. Laboratory tests revealed leucocytosis (26.300/U) ,
anemia (hemoglobin 8.8 g/dl) and replacement was performed
with erythrocyte suspension 20 ml / kg. The chest X ray was nor-
mal.  He was desaturated and successfully entubated in spite of
damaged upper airway with epiglottic and glottic edema. Central
venous catheterization was performed through internal jugular
vein and upper GI endoscopy was performed in emergency condi-
tion by pediatric surgeons. A nasogastric tube was positioned in
the stomach with endoscopy guidance and there was no perforati-
on with grade IIa and IIb for esaphagus, and grade IIIa for sto-
mach. We used a combination of antibiotic therapy, correction of
electrolyte disturbance, total parenteral nutrition, and  respiratory
therapy were applied. Also mycostatin, omeprazole, oral sucralfa-
te and systemic steroids were ordered. He was sedated with remi-
fentanyl infusion. Weaning was successful on day 3 in intensive
care unit. On day 7 he was discharged to pediatric surgery ward. 

Discussion: Children with severe respiratory complications of
corrosive ingestions have been described before but significant
respiratory symptoms were uncommon. In our case, the patient
was required intubation for respiratory distress including stridor
and oxygen requirement. Mucosal damage to the superior surface
of the epiglottis produced severe respiratory compromise. In conc-
lusion, ingestion of corrosive substances may cause respiratory
distress requiring long term intubation. In our case the duration of
mechanical ventilation was short. The duration of mechanical
ventilation should be as short as possible in such cases to cause
further mucosal damage in upper respiratory tract.
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AIRWAY MANAGEMENT OF A 14-DAY-OLD
NEWBORN WITH CONGENITAL

MAXILLO-MANDIBULAR FUSION 

Ö.  CANBAY,  F.  ÜZÜMCÜG‹L,  N.  ÇELEB‹,
G.  BABAO⁄LU,  B.  AYHAN,  S.  ÖZGEN

Hacettepe University School of Medicine, Department
of Anesthesiology and Reanimation 

Introduction: Congenital maxillo-mandibular fusion
(syngnathia) is an anomaly characterized with limited mouth
opening, leading to airway and feeding difficulties. Our aim is
to present the airway management during tracheostomy proce-
dure of a newborn diagnosed to have syngnathia.

Case: Our patient was born to a 22-year-old G1P1 mot-
her, via cesarean section at 37 week of gestation, with birth
weight of 2354 gr. Immediately after birth, patient was admit-
ted to ICU due to congenital anomalies of face and jaw. Radi-
olgraphic examinations revealed a small mouth opening, oral
cavity, maxilla-mandibular fusion, hypoplasic mandible and
maxillary bone dysplasia. The right nasal passage was narro-
wing throughout vomer, whereas the left was patent. On ad-
mission to ICU, blood gas analysis revealed pH: 7.03, PCO2:
92 mmHg, PO2: 70 mmHg and HCO3: 23.4 mEq L-1. nIMV
was applied via nasal cannula. During follow-up period, pati-
ent had respiratory insufficiency leading to bradyarrhythmia.
In the end of 3 min CPR, the hemodynamic parameters impro-
ved,  and remained within normal ranges. The patient was re-
ferred to our hospital for further examination and treatment.
In our hospital, the patient was followed up with CPAP mode
via nasal cannula. Respiratory functions deteriorated gradu-
ally and indicated tracheostomy on 14th day of birth.

On arrival to operating room, the patient was mechani-
cally ventilated via nasal cannula in incubator. Due to conge-
nital anomalies of face and jaw, oral cavity was not accessib-
le. The 2.8mm FOB was prepared, however, did not pass thro-
ugh endotracheal tubes of 2.5-3.0mm ID. In order to advance
tube into trachea, bronchoscope was advanced up to vocal
cords. 0.038 F guide wire was advanced through vocal cords
via irrigation lumen. 0.5 mg.kg-1 rocuronium was administered
and bronchoscope was gently pulled out. 3.0 mm endotracheal
tube was advanced over guide wire into trachea. Tracheos-
tomy was performed without complications. In return of spon-
taneous breathing and adequate emergence, patient was trans-
ferred to ICU. Three days after the operation a surgical proce-
dure was scheduled to provide access to oral cavity through
bone and soft tissue. In post-operative period patient did not
need oxygen supplement.

Conclusion: A flexible guide wire can be used through ir-
rigation lumen of fiberoptic bronchoscope, when endotracheal
tube cannot be advanced over bronchoscope itself. 

FIBEROPTIC NASAL INTUBATION IN
A PATIENT WITH SEVERE KYPHOSIS AND

ANKYLOSED CERVICAL SPINE

H.  V.  ACAR,  H.  Y.  UYSAL, M.  BEKTAfi,  A.  ORAK
GÖKTU⁄,  A.  G.  KAYA,  H.  Z. ÇAPAN, B.  BALTACI

Department of Anesthesiology and Intensive Care,
Ankara Training and Research Hospital of Ministry of

Health, Ankara, Turkey

Introduction: Difficult intubation is among the most chal-
lenging conditions for anesthesiologists. To be familiar with
the tools to handle with difficult-to-intubate patients is an im-
portant concern. We hereby report a case of severe kyphosis
and ankylosed cervical spine in which we performed fiberoptic
nasal intubation (FNI). 

Case Report: A 69-years-old male patient who complained
of no defecation and gas passage for 1 week was referred to
our hospital. General surgeons decided to perform  an emer-
gency laparotomy after detailed laboratory and clinical exa-
minations. In the operating room, the patient's general appe-
arance was somnolent. He had difficulty in breathing and co-
uld not lie down supine. A severe thoracic kyphosis and anky-
losed cervical spine was noted while his Mallampati score was
3. Laboratory values were as below: white blood count
23.800, glycemia 171, urea 74, creatinine 2.1, sodium 127, po-
tassium 4.6. Arterial blood gas analysis on room air showed
the following: pH 7.092, PCO2 79,8, PO2 32, SaO2 44,2. A fi-
beroptic nasal intubation was planned for the patient. Follo-
wing preoxygenation for three minutes, topical nasal vaso-
constriction was achieved with cotton swabs soaked with epi-
nephrine in both nostrils. Topical anesthesia of the larynx was
performed with lidocaine spray. One mg of midazolam was gi-
ven for sedation. During FNI, supplemental oxygen was given
through a facemask. After a successful intubation, the patient
was given propofol, fentanyl and rocuronium. The duration of
bilateral inguinal herniorrhaphy and omentum resection sur-
gery leaving the abdomen open was 150 minutes. 

Conclusion: Choices for difficult intubation are limited in
the patients with limited neck movements. A successful FNI
may serve as a lifesaving option in these patients.
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ANESTHETIC APPROACH TO PATIENTS
WITH SPINAL MUSCULAR ATROPHY
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ÖÖ..  KKEERREEMMOO⁄⁄LLUU,,  EE..  KKEESS‹‹MMCC‹‹,,  MM..  AAKKSSOOYY

Ankara Atatürk Training and Research Hospital

Introduction: Spinal muscular atrophy (SMA) is an auto-
somal recessive neuromuscular disorder characterized by the
degeneration of the motor neurons located in the anterior
horn of the spinal cord. The disorder results in lower motor
neuron lesion. Intercostal and accessory muscles can be affec-
ted in the later stages of the disease. The diagnosis is based on
the clinical findings, electromyography, and muscle biopsy.
The aim of this case report was to examine the anesthetic ma-
nagement of a patient with SMA undergoing thyroidectomy
operation and to review the current literature.

Case: A 25-year-old female patient was examined in the
anesthesia outpatient clinic before undergoing thyroidectomy.
It was found that the patient had been diagnosed with SMA 15
years ago. The patient's medical history was not remarkable
for drug use. The neurological examination revealed bilateral
loss of muscle strength (4/5) in the upper and lower extremiti-
es. The laboratory tests were normal. When the patient was
moved to the operating theater, soda lime in the anesthesia
circuit was replenished, and dantrolene was obtained. The in-
duction of anesthesia was achieved by low doses of lidocaine,
propofol, and rocuronium. The anesthesia was maintained by
the infusion of propofol/remifentanyl  and mixture of O2 and
air. The patient remained stable during the operation, and the
procedure was completed in 60 minutes without any complica-
tions. The muscle relaxant effect was reversed with 100 mg su-
gammadex, and the patient was extubated when the respirati-
on was sufficient. The postoperative analgesia was achieved
with intravenous tramadol administration. The patient's vital
findings were stable in the recovery room, and she was trans-
ported to the regular ward.

Conclusion: Anesthetic management is challenging in pa-
tients with SMA. Muscle weakness, respiratory complications
caused by the anesthesia, hypersensitivity to non-depolarizing
neuromuscular blockade, hyperkalemia induced by succinylc-
holine, rhabdomyolysis, and malignant hyperthermia can be
encountered. In conclusion, the anesthetic management of the
patients with SMA should be carefully and rigorously planned
and conducted.

VENTRICULAR ASSIST DEVICE AND
TRANSESOPHAGEAL ECHOCARDIOGRAPHY 

Ü.  KARADEN‹Z,  E.  ‹NCE,  R.  KOÇULU,  A.  ÖZGÖK

Türkiye Yüksek İhtisas Training and Research Hospital, Ankara

Introduction: Mechanical circulatory support, with a left
ventricular assist device (LVAD) is used in increasing number of
patients for treatment of advanced heart failure as bridge-to-
transplant. Transesophageal echocardiography (TEE) is spe-
cially used to monitor right ventricular and left ventricular
function, correct position of the cannulas and response to phar-
macological treatment. Two patients diagnosed as cardiomyo-
pathy with therapy resistant heart failure, undergoing Heart
Ware LVAD implantation are intraoperatively monitored using
TEE. In these two cases we describe the usefulness of TEE for
optimal perioperative management for LVAD insertion.

Cases: Case 1: 58 years old, ischemic cardiomyopathy,
EF%: 35%, diabetic and hypertensive patient, TEE diagnosed
2° Tricuspit insufficiency, global hypokinesia. Correct position
of cannulas and adequate right and left ventricular function
were monitored by TEE (Fig1). 

Case 2: 34 years old, dilated cardiomyopathy, EF%: 25%,
TEE diagnosed PFO, 2° Tricuspit insufficiency. PFO was clo-
sed before device insertion. Correct position of cannulas and
adequate right and left ventricular function were monitored by
TEE (Fig 2).

Adequate pump function and titration of vasopressor and
inotropic agents, RV contractility improved and thereby the filling
of the LV. Two patients could hemodynamically be stabilized
before transport to the intensive care unit.

Conclusion: The complex interaction of the RV and LV
functions and correct positioning of the cannula, during LVAD
implantation in patients with end-stage cardiac failure is imp-
roved by simultaneous visualization of cardiac performance of
both ventricles and cannula positioning by means of intraope-
rative multiplane TEE.
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Fig1: 4 Chamber, IFC: Inflow cannula

Fig 2: As Aort,Long axis, OFC: Outflow cannula
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INTRAOPERATIVE TRANSESOPHAGEAL
ECHOCARDIOGRAPHY IN PEDIATRIC

CARDIAC SURGERY: OUR EXPERIENCE

T.  KUDS‹O⁄LU,  Z.  TUNCEL,  R.  DEDEO⁄LU,
F.  COfiKUN,  N.  YAPICI,  N.  AYDEM‹R,  ‹.  K.  YÜCEL,

Z.  AYKAÇ

Siyami Ersek Thoracic and Cardiovascular Surgery
Center, Istanbul-Turkey, Department of Anesthesiology
and Reanimation, Department of Pediatric Cardiology,

Department of  Pediatric Cardiac Surgery

Introduction: The usage of transesophageal echocardiog-
raphy (TEE) as an intraoperative management tool for pediatric
cardiac surgery has increased (1). Anesthesiologists can utilize
TEE to assess hemodynamic status, intracardiac shunting, and
ventricular function, thereby guiding fluid management, anesthetic
drug selection, and the use of inotropic agents. In addition,
TEE is used to facilitate cardiac de-airing after the bypass
period. In this study, we want to present the TEE findings
before and after cardiac surgery procedure.

Method: In the absence of formal contraindications, TEE
has been used in our institution between 2012 and 2013 years
for 280 patients requiring surgery for congenital heart disease,
provided that the patient’s weight exceeds 4 kg in the operating
room. TEE probe (Esaote Biomedica, Florence, Italy)was pla-
ced after the intubation. Different investigations, according to
the patients’ particular pathologic conditions, were also per-
formed in addition to standard TEE studies before bypass and
after bypass periods. Our findings were confirmed by a pediat-
ric cardiologist. All patients completing the surgical intervention
underwent postoperative TEE.

Results: Surgical alterations of management were reported
in 5.3 % of cases and  the need for a repeat bypass run was
reported in 7.1 % because of residual defects identified by
postoperative TEE and successfully treated. Complications
related to TEE were not  seen in any patients.

Conclusion: TEE can confirm preoperative diagnoses and
can help acquire the relevant missing information. TEE has
been shown to be beneficial in assessing the sufficiency of the
surgical repair and in the detection of residual defects, shun-
ting, valvular regurgitation, and stenosis after bypass period.
Intraoperative TEE is also a safe hemodynamic monitoring in
pediatric congenital cardiac surgery. 

REFERENCES

1. Derek A. Fyfe, J. Geoffrey Stevenson, David J. Sahn, Luciana T.
Young, L. Luann Minich, MD, Thomas R. Kimball, Tal Geva,
Frank C. Smith, and Jack Rychik. Indications and Guidelines for
Performance of Transesophageal Echocardiography in the Patient
with Pediatric Acquired or Congenital Heart Disease, J Am Soc Ec-
hocardiogr 2005;18:91–8.

THE COMPARISON OF PRISM AND
APACHE II SCORING SYSTEMS FOR

MORTALITY RISK IN PEDIATRIC CARDIAC
SURGERY INTENSIVE CARE UNIT
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Objective: To compare Pediatric Risk of Mortality (PRISM) and
Acute Physiology and Chronic Health Evaluation II (APACHE II)
scores which is modified for pediatric patients in predicting hospi-
tal  mortality in pediatric cardiac intensive care unit (ICU).

Method: One hundred and twenty four patients were admitted
to the pediatric  ICU from December 2005 to November 2011 with
born transposition of the great arteries (TGA). Babies, who were
0-30 days old,  were enrolled in this study. The Jaten operation
was performed in all cases. Their PRISM and modified  APACHE
II scores at admission and the highest score during hospitalization
were retrospectively  recorded and collected with regard to  mor-
bidity and mortality.

Results: The PRISM and modified APACHE II scores were
calculated on  admission, at  postoperative 1., 3. and 7. days until
ICU discharge. Of the 124 patients, 22 died (mortality rate
17.7%). Patients’ mechanical ventilation and ICU stay duration
was 8.9 and 13 days. Higher PRISM and APACHE II scores  on
the 1. day was found correlated with the duration of mechanical
ventilation  time but on 7. day of ICU no correlation was establis-
hed. PRISM scores on 1. and 3. days were significantly higher in
exitus cases (p>0,05). All days APACHE II scores  were not statis-
tically significant in exitus cases.

Conclusion: Scoring systems are arrived at evaluation of the
patient’s mortality risk in the ICU by assigning a score to the patient
and predicting the outcome (1). PRISM  and modified  APACHE II
scores provide the clinician with important information on mortaliy
risk in pediatric intensive care units. To determine the mortality
risk in pediatric cardiac surgery intensive care unit, suffient and
efficient score systems are needed. The PRISM score shows ade-
quate discriminatory capacity and calibration and thus constitutes
a useful tool for the assessment of prognosis for pediatric patients
admitted to a tertiary Pediatric Intensive Care Unit. We conclude
that; to predict the  mortality risk in pediatric cardiac surgery,
PRISM score is significantly correlated than modified  APACHE II
score. We believe that there is a need for further studies for pedi-
atric cardiac intensive care units.
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Figure 1:  Mortality –exitus variance between two scores 
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TRACHEAL RUPTURE AS A COMPLICATION
OF OUT-OF-HOSPITAL EMERGENCY

TRACHEAL INTUBATION
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Introduction: Tracheobronchial rupture is rare, but the
most life-threatening complication of the emergency tracheal
intubation (ETI) with an incidence of 0.005%. The most com-
mon clinical manifestations are subcutaneous emphysema,
dyspnea and hemoptysis. Radiological findings include pne-
umomediastinum and pneumothorax. Our aim is to present a
patient diagnosed to have tracheal rupture as a complication
of out-of-hospital emergency endotracheal intubation. 

Case: The EMS was activated for a 78 year-old woman,
for deterioration in level of consciousness at home. She had
hypertension, diabetes and COPD. On arrival to the scene, the
patient was unconscious and had no pulse. The EMS person-
nel started CPR, and performed endotracheal intubation with
ETT of 8.0 mm ID immediately. On the 4th minute of CPR, the
spontaneous circulation returned with sinus rhythm. The pati-
ent was unconscious with no spontaneous breathing. She was
transported to our hospital for post-resuscitation care. On ar-
rival, there was subcutaneous emphysema. Pneumomediasti-
num and pneumothorax was detected on chest X-ray and CT s-
can. Tracheal rupture was detected and emergency surgery
was indicated.

On arrival to operating room, the patient was intubated,
and unconscious. The vital parameters were within normal
ranges. Arterial blood gas revealed respiratory acidosis.
Anesthesia was induced by thiopental and midazolam. For ne-
uromuscular blockade, vecuronium; and for maintenance, se-
voflurane and remifentanyl infusions were used. On normot-
hermic cardiopulmonary bypass, tracheal repair was started
with tube exchanger inside, which was placed before the ETT
was pulled out. Large defects were observed on posterior wall
of trachea. On completion of anastomosis, 6.5 mm ID flexible
tube was placed over exchanger. Location was confirmed with
FOB. To avoid necrosis, related to pressure, in the site of
anastomosis, cuff was not inflated. Cuff leak was confirmed.
Ventilation of both lungs was confirmed before discontinuing
of CPB. Intraoperatively, 5 units of packed red blood cell and
3 units fresh frozen plasma were used. The patient was trans-
ported to ICU, intubated and on vasopressor support. On the
4th postoperative day, the patient died due to multiple organ
failure.

Conclusion: In conclusion, for repair of tracheal rupture,
exchanger can be used safely during cardiopulmonary bypass
without any complications. Aside from management during re-
pair of tracheal rupture, it is vital to prevent such fatal comp-
lications. During CPR, ventilation should be provided by bag-
mask or supraglottic airway devices. ETI should only be at-
tempted by trained and experienced personnel.

ANGIOTENSIN II RECEPTOR
ANTAGONISTS AND ANESTHESIA

A.  ORAK  GÖKTU⁄,  H.  V.  ACAR,  T.  KAVASO⁄LU,
B.  BALTACI,  H.  BAfiAR

The Ministry of Health Ankara Education and Research
Hospital

In the  treatment of hypertension, there has been an incre-
asing trend to the widespread use of Angiotensin II receptor
antagonists (AIIRA) due to its positive effects on morbidity
and mortality. However, the observation of severe hypotension
in patients treated with AIIRA in anesthesia induction has ca-
used controversy related to the termination time of the use of
these drugs in the preoperative period. 

In this paper, the case of a patient with hypotension resis-
tant to treatment,and taking AIIRA and calcium channel bloc-
kers, is discussed relevant to the information in the literature.

Case: Elective surgery was planned for a 58-year old fe-
male for L2-5 lumbar spinal stenosis. The patient had a his-
tory of rheumatoid arthritis, Type 2 diabetes mellitus and
hypertension and was taking metformin, sulfasalazine, irbe-
sartan-hydrochlorothiazide and amlodipine. On the morning
of the operation, the patient was given anti-hypertensives and
was accepted into the operating room, where following routine
monitorisation, blood pressure was measured non-invasively
as 160/85mmHg. Heart rate was 80 beats/min and blood su-
gar was 100mg/dl. Following problem-free induction with
200mg propofol, 100mcg fentanyl and 60mg rocuronium, en-
dotracheal intubation was applied without any problems.
Anesthesia was maintained with 1% sevoflurane in a 50% O2-
N20 mixture. 

After intubation, as blood pressure was 60-70/30-40
mmHg rapid fluid infusion and repeated adrenalin bolus were
administered. After waiting for 45 mins for a response to the
treatment, as the blood pressure had not improved, the patient
was woken and extubated. When the blood pressure values we-
re 120/65, the patient was transferred to the clinic. The antihy-
pertensive treatment was stopped and 2 days later the patient
was again admitted to the operating room. After induction was
made in the same way, the patient again did not respond to the
treatment and on the observation of hypotension, the patient
was woken and he was not allowed to be operated. 

Conclusion: According to the ESC guide, although the
continuation of antihypertensive treatment is recommended in
non-cardiac surgery of patients with chronic hypertension,
there is no consensus on patients using AIIRA. While some re-
searchers recommend the use of medication on the morning of
the operation, the majority of researchers advocate the neces-
sity of stopping the medication 24 hours preoperatively. In the
case presented here, the treatment in use had continued on the
first occasion, but on the second admittance for  surgery the
treatment was stopped 24 hours preoperatively. However, des-
pite this, severe hypotension occurred on both  occasions.

It should be kept in mind that even when medication is
stopped in the preoperative period in patients with AIIRA
hypertensive treatment, severe hypotension may be encounte-
red. We believe that it may be necessary to change the medica-
tion in the preoperative period for these patients who are to
undergo elective surgery.
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A CASE OF IATROGENIC
PNEUMOTHORAX CAUSED BY

THE RUPTURE OF SUBPLEURAL BULLAE

A.T.  DUMANLI  ÖZCAN,  E.  ERLKILIÇ,  E.  EK‹MC‹,
M.  AKSOY

Ankara Atatürk Training and Research Hospital

Introduction: Pneumothorax is the collapse of the lung
due to the collection of air in the pleural cavity. The incidence
of iatrogenic pneumothorax due to subclavian vein catheteri-
zation varies from 1,5 - 3,1 % (1). We present a case of pne-
umothorax, which developed intraoperatively during subclavi-
an catheterization. 

Case: A 59-year-old female patient, who was scheduled
for surgery due to intracranial tumor, had complained of co-
ugh during her preoperative visit.  The pulmonologist found
no evidence of any lung disease after evaluation. The patient
was admitted to the operation room and was monitored.  An
intravenous catheter was inserted. The patient was intubated
after the induction of anesthesia and mechanical ventilation
was administered. Invasive arterial monitoring was establis-
hed. Subclavian vein was catheterized on second attempt by
Seldinger technique and with manual ventilation. At this time,
an increase in the airway peak pressure and absence of breath
sounds were detected in the right hemithorax.  A chest tube
was placed after draining the air with an injection at the se-
cond intercostal space by the thoracic surgeon.  Peak pressure
values went back to normal, breath sounds and hemodynamic
parameters improved.

Conclusion: Before deciding on the location of the cathe-
ter in the preoperative period, existence of apical bullae, rib
and clavicle anomalies and chronic obstructive pulmonary di-
sease should be investigated by careful examination of chest x-
rays (2).  In this case, the development of pneumothorax due
to the rupture of subpleural bullae in the right apex was ob-
served while comparing the preoperative and the control chest
x-rays. Although the existence of bullae couldn’t be determi-
ned preoperatively, the pneumothorax was identified at an
early stage and it was successfully treated.  

In this report we have emphasized the importance of deta-
iled and careful preoperative evaluation of the patient on the
prevention of the development of iatrogenic pneumothorax. 
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