Ultrasonda Bakmadigimiz
Taraflar



Ultrason (USG)

2008 yilindaki son guincellemeden sonra, USG hizla genislemis
ve klinik hastanin acil degerlendirmesinde standart haline
gelmistir.

Acil servis hekimleri yatak basi, klinik USG kullaniminda dlinya
genelinde liderlik rolinl Gstlenmislerdir.

USG, tip egitiminin tim basamaklarina yayilmistir, bunlar
arasinda tip egitim mufredati, asistan ve uzmanlik sonrasi

eéltlm ler... (diger kullanicilar, hemsireler, hasta dncesi kullanicilar sayilabilir.)



USG

Acil hekiminin modern stetoskopu
Kolay ulasilabilir

Kolay uygulanabilir

Ucuz

lyonizan radyasyon riski bulunmayan
Ancak kullaniciya bagiml



Sinirlamalar ve Guclukler

Yaygin cilt alti hava, asiri gaz ve obezite gortntl kalitesini belirgin
olarak azaltabilir.

Travma sonrasl tum patolojileri saptayamadigi icin klinik siphe
halinde ileri testler ve diger gorinttileme yontemleri kullaniimali

Hastaya ait anatomik farkliliklar.

Solid organ, mezenter damar, ici bos organ ve diyafram
yaralanmalarinda serbest sivi saptanamaz.

Retroperitoneal degerlendirmede yeterli degildir.



ACEP 2016 USG Kilavuzu
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Cekirdek Uygulamalar
Travma

intrauterin gebelik

BAA
Kardiyak/hemodinamik degerlendirme
Biliyer

Uriner yollar

DVT

Yumusak doku/kas iskelet
Torasik/Havayolu

Okdler

Bagirsak

Prosedurel kilavuzluk




Travma; FAST ve E-FAST

* Focused Assessment with Sonography in Trauma:

Sag ust kadran: Hepatorenal aralik,Morrison’s pouch”

Sol Ust kadran: Splenorenal aralik
Pelvik alan

Perikardiyal alan
* Extended FAST:

Plevral alan / Pnomotoraks



Girisimsel USG Uygulamalari

Santral — Periferik ven kateterizasyonu
Torasentez

Perikardiyosentez

Parasentez

Artrosentez

Lomber ponksiyon

Yabanci cisim saptanmasi ve ¢ikarilmasi
Bolgesel sinir bloklari

Abse — sellltlit odaginin saptanmasi ,ayrimi ve drenaji
Tup torakostomi dogrulanmasi
Kardiyak pacemaker takilmasi



Girisimsel USG Uygulama Avantajlar

* |slem siresini kisaltur.

Zaman kazanci, enfeksiyon riskinin azalmasi...
e Girisim sayisini azaltur.

Enfeksiyon riskini azaltir, komplikasyon azalir...
 Komplikasyon oranini azaltir.

Bizleri malpraktis davalarindan korur...



Acilde Bakmadigimiz Taraflar Neler?



Testikuler USG

Testikuler torsiyon gercek bir Grolojik acildir.
Ik 6 saatte tani almasi cok dnemlidir.
Anamnez ve FM ile torsiyon dislamak mantikl degildir.

Testisin doppler USG akut skrotal agri yonetiminde modern
kilavuzlara gére kose tasidir.

Testis doppler USG tahmin edilenden daha kolay ve
dgrenebilir bir uygulamadir.



Testikuler USG

Sekil-2: Skrotumun tranverse degerlendirmesi

Sekil-1: Skrotumun longitudinal degerlendirmesi E:Epididim
T:Testis



Testikuler USG

Sekil-3: Akut torsiyon bulgusu. Akim géziikmiiyor ama doku Sekil-4: Testis torsiyonu muhtemel ilk 6 saati gegcmis bir vaka.
Akim yok heterojen alanlar goruliyor.

homojen gorinumde. Muhtemel ilk 6 saat igerisinde
yakalanmis bir vaka.



Testikuler USG
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Sekil-5: Longitudinal degerlendirmede sol testisin kanlanma Sekil-8: Epididimde kanlanma artisi. Epididimit.

artisi goérunlyor. Bir orsit vakasi.



Okuler USG

7,5-10 MHz (lineer) prob
kullantlr.

GOz kapali olmahidir.

GOz kapagi tzerine bol
miktarda jel uygulanmalidir.

Kesinlikle gbze baski
uygulanmamalidir.




Okuler USG

Gorme kaybi * Glob perforasyonu
Yabanci cisim siphesi * Retina dekolmani
GOz agris * GOzde YC tespiti
GOz travmasi e Kafa ici basing artisi
Kafa travmasi * Lens dislokasyonu

(intrakraniyal basing artisi) tanilarinda ya rdimcidir.



Okuler USG
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Yumusak Doku ve Kas Iskelet Sistemi
USG

Kiriklarin,

Yabanci cisimlerin saptanmasi ve cikarilmasinda,
Yumusak doku enfeksiyonlarinin degerlendirilmesinde,
Apse ayiricl tanisinda,

Kas, tendon ve eklem yapilarinin degerlendirilmesinde
kullaniimaktadir.



Yumusak Doku ve Kas Iskelet Sistemi
USG
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Diagnostic accuracy of history, physical examination, and bedside ultrasound for diagnosis of
extremity fractures in the emergency department: a systematic review.

Joshi W', Lira A, Mehta N, Paladino L. Sinert R
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Abstract

OBJECTIVES: Understanding history, physical examination, and ultrasonography (US) to diagnose extremity fractures compared with
radiography has potential benefits of decreasing radiation exposure, costs, and pain and improving emergency department (ED) resource
management and triage time.

METHODS: The authors performed two electronic searches using Pubied and EMBASE databases for studies published between 1965 to
2012 using a strategy based on the inclusion of any patient presenting with extremity injuries suspicious for fracture who had history and
physical examination and a separate search for US performed by an emergency physician (EP) with subsequent radiography. The primary
outcome was operating characteristics of ED history, physical examination, and US in diagnosing radiologically proven extremity fractures.
The methodologic guality of the studies was assessed using the quality assessment of studies of diagnostic accuracy tool (QUADAS-2).

RESULT 5: Mine studies met the inclusion criteria for history and physical examination, while eight studies met the inclusion criteria for US.
There was significant heterogeneity in the studies that prevented data pooling. Data were organized into subgroups based on anatomic
fracture locations, but heterogeneity within the subgroups also prevented data pooling. The prevalence of fracture varied among the studies
from 22% to 70%. Upper extremity physical examination tests have positive likelihood ratios (LRs) ranging from 1.2 to infinity and negative
LRs ranging from O to 0.8. US sensitivities varied between 8§5% and 100%., specificities varied between 73% and 100%, positive LRs varied
between 3.2 and 56.1, and negative LRs varied between 0 and 0.2,

CONCLUSIONS: Compared with radiography, EP US is an accurate diagnostic test to rule in or rule out extremity fractures. The diagnostic
accuracy for history and physical examination are inconclusive. Future research is needed to understand the accuracy of ED US when
combined with history and physical examination for upper and lower extremity fractures.

© 2013 by the Society for Academic Emergency Medicine.

PMID: 23570473 DOL 10.1111/3cem. 12058
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Yabanci Cisimler

“Acustic stand Boff” ped kullanimi ylizeyel YC’ler icin kolaylik
saglar.

Su veya jel doldurulmus eldiven kullanilabilir.
Ekstremitelerde suyun icinde inceleme alternatif yontemdir.
YC her iki planda sistematik olarak aranmalidir.

En 6nemli ipuclari artefaktlardir.



Yabanci Cisimler

* 'Acustic stand Boff




Yabanci Cisimler

* Metal yabanci cisim
Hiperekoik
Reverberasyon artefakti
Kuyruklu yildiz artefakt

e Kiymik
Hiperekoik
Akustik golge olusturur.



Yabanci Cisimler
kirdan




Artrosentezde USG

Kicuk ve zor eklemlerde kullanishdir.
Karsi saglam eklemle karsilastirma olanagi saglar.
USG eklem eflizyonlarini saptamada oldukc¢a basarilidir.

Ayak bilegi, omuz ve diz gibi buytk eklemlerde eflizyonun
tespitinin yaninda eflizyonun bosaltilmasi veya ornek
alinmasina kilavuzluk eder.



Pediatrik Kafa Travmasinda USG

 TBH ile acil servise en sik basvuran yas grubu 0-4 yas arasi
cocuklardir.

» Bilgisayarli tomografi (BT) TBH’I saptamada standart tani
yontemidir.

* Minor kafa travmali her cocuk hastada BT ile gortuntileme
yapmak gerekli olmayabilir ve radyasyon maruziyeti agisindan
da zarar verici olabilir



Pediatrik Kafa Travmasinda USG

 Acil serviste minor kafa travmali cocuk hastada yuksek
frekansh probla, travma lokalizasyonuna en yakin yerden
yapilacak intrakraniyal USG ile hastayl radyasyona maruz
birakmadan hizlica bir 6n degerlendirme yapilabilir, ajite ve
hareket halindeki cocugun sedasyonuna gerek kalmayabilir.

e Major kafa travmasi olup, ilk etapta goruntilemeye
gidemeyecek hastalarda da kanamanin boyutu hakkinda fikir
saglayip hekime erken entibasyon kararinda destek olabilir ve
eslik edebilecek hemoraji/ kontlizyon acisindan BT ile ileri
goruntileme karari aldirabilir.



Pediatrik Kafa Travmasinda USG
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Pediatr Emerg Care. 2017 Jan;33(1):18-20. doi: 10.1087/PEC.0000000000000515.

Point-of-Care Ultrasound for the Detection of Traumatic Intracranial Hemorrhage in Infants: A
Pilot Study.

@ Author information

Abstract

OBJECTIVES: Computed tomography is the criterion standard imaging modality to detect intracranial hemorrhage (ICH) in children and
infants after closed head injury, but its use can be limited by patient instability, need for sedation, and risk of ionizing radiation exposure.
Cranial ultrasound is used routinely to detect intraventricular hemorrhage in neonates. We sought to determine if point-of-care (POC) cranial
ultrasound performed by emergency physicians can detect traumatic ICH in infants.

METHODS: Infants with ICH diagnosed by computed tomography were identified. For every infant with an ICH, 2 controls with symptoms and
diagnoses unrelated to head trauma were identified. Point-of-care cranial ultrasound was performed by an emergency physician on all
patients, and video clips were recorded. Two ultrasound fellowship-trained emergency physicians, blinded to the patients' diagnosis and
clinical status, independently reviewed the ultrasound clips and determined the presence or absence of ICH.

RESULTS: Twelve patients were included in the study, 4 with ICH and 8 controls. Observer 1 identified ICH with 100% sensitivity (95%
confidence interval [Cl], 40%-100%) and 100% specificity (95% CI, 60%-100%). Observer 2 identified ICH with 50% sensitivity (95% CI,
9%-98%) and 87.5% specificity (95% Cl, 47%-99%). Agreement between observers was 75%, K = 0.4 (P = 0.079; 95% CI, 0-0.95).

CONCLUSIONS: Traumatic ICH can be identified with POC cranial ultrasound by ultrasound fellowship-trained emergency physicians.
Although variations between observers and wide confidence intervals preclude drawing meaningful conclusions about sensitivity and
specificity from this sample, these results support the need for further investigation into the role of POC cranial ultrasound.

PMID: 26308609 DOI: 10.1097/PEC.0000000000000518

[Indexed for MEDLINE]



Pediatrik Kafa Travmasinda USG
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Sekil 1: Normal kontrol hastalarinda lineer prob kullanilarak gekil 2: 2 aylik hastada kronik (kalin ok) uzerine akut (ince ok)
alinmig Transvers (sol) ve sagittal (sag) kraniyal ultrason subdural hematomlari (SDH) gdsteren koronal BT ve ona

gorintileri, karsilik gelen kraniyal USG gortntusu.



PnOmoni

* Pnomoni de akciger dokusundaki enflamasyona ikincil gelisen
alveoler konsolidasyon olduguna goére; elbette USG konsolide
olmus dokuyu normal parankimden ayirt edecektir.

* Alveoler konsolidasyonda bir cok alveol siviyla dolar
(transuda/ eksuda), interlobller septalar kalinlasmis ve siviyla
cevrilmistir; bu goruntu akciger dokusunda ‘hepatizasyon’
gorunumaune yol acar.

* |ste bu ‘doku-benzeri’ gériintii; USG konsolide akciger
dokusunu yuksek duyarhlikla yakalamasinin nedenidir.



PnOmoni
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Ultrasonda plevral eflizyonun altinda gorilen konsolide akciger Ay hastanin diiz akcig

parankimi.



CVP Yerini Dogrulamada USG

Acil serviste, kritik hasta bakiminda CVP yerlestirilmesi sik yapilan
bir islemdir.

USG esliginde CVP yerlestirilmesi basari oranini artirdigi gibi, girisim
denemelerinin sayisini da azaltir.

Basarili bir CVP yerlesimi kateter ucunun sag atriyuma yakin bir
yerde olmasini gerektirir.

Subklaviyan ve 1)V kateterizasyonunda optimal kateter ucu yeri
distal VCS'dir. Subklaviyan ve 1)V kateterizasyonunda olusabilecek
komplikasyonlardan bazilari arter kanilasyonu, ven kateterinin 1JV,
subklaviyan ven, IVC, ya da sag atriyuma ilerlemesidir.

Dliz gogus grafisi CVP yerlesiminin yerinin dogrulamasinda gincel
olarak kullanilan standart gorinttleme yontemidir. Grafinin
cekilmesi ve yorumlanmasi zaman almakta, hastayi radyasyona
maruz birakmakta ve ek masrafa neden olmaktadir.



CVP Yerini Dogrulamada USG

& NCBI Resources & How To (¥

P'-lblmed-gob' Fubed ¥ ||Central Vascular Catheter Placement Evaluation Using Saline Flush and Bedside Echoc
e Create RSS Create alet Advanced
Format: Abstract - Send to -

See 1 citation found by title matching your search:
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Central vascular catheter placement evaluation using saline flush and bedside echocardiography.
Weelkes AJ", Johnson DA, Keller SM, Efune B, Carey C, Rozario NL, Norton HJ.
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Abstract

OB.JECTIVES: Central venous catheter (CWC) placement is a commeon procedure in critical care management. The authors set out to
determine echocardiographic features during a saline flush of any type of CWVC. The hypothesis was that the presence of a rapid saline swirl
in the right atrium on bedside echocardiography would confirm correct placement of the CVC tip, similar to the accuracy of the postplacement
chest radiograph (CXR).

METHODS: This was a prospective convenience sample of emergency department (ED) and intensive care unit (1CU) patients who had
CVCs placed. Investigators used subcostal or apical four-chamber echocardiography windows to evaluate the onset and appearance of
turbulent flow in the right atrium when the distal port of the CVC was flushed with 10 mL of saline. Onset was rated as "immediate"” (within

2 seconds), "delayed” (2 to & seconds). or "absent” (did not appear within & seconds). Appearance was rated as "prominent,” "speckling,” or
"absent." Digital video review was used later to objectively determine precise timing of turbulence onset. The rapid atrial swirl sign (RASS)
was defined as the echo appearance of turbulence entering the right atrium immediately (within 2 seconds) after the saline flush of the CVC
distal port. The observance of RASS ("positive”) was considered "negative” for CVC malposition. Echocardiographic results were compared
to CWC tip locations within predetermined zones on the CXR. Superior vena cava (SWVC) region was considered the optimal CVC tip position
for subclavian and intemal jugular CWVC. Left CVC tips within the mid left innominate vein were also considered appropriately placed.

RESULTS: A total of 142 patients enrolled, yielding 152 CVCs. Two CWVCs were excluded from analysis due to incomplete data. Both CXR
and echocardicgraphic images for 107 internal jugular CWVCs and 28 subclavian CVCs were available for analysis. Saline flush echo
evaluations were also performed on 15 femoral CVCs. Either 16-cm triple-lumen or 20-cm PreSep CVCs were used. CVC malposition was
discoverad on CXR in four of 135 (3.0%) of the subclavian and internal jugular CWVCs. RASS for subclavian and internal jugular CWVC
evaluations versus CXR results for CWVC tip malposition yielded 75% sensitivity, 100% specificity, positive predictive value (PPWV) 100% (95%
confidence interval [Cl] = 29.24% to 100%), and negative predictive value (NPWV) 99.24% (95% Cl = 95.85% 10 99.98% ). Mean (+5D) time for
onset of saline flush turbulence was 1.1 (+0.3) seconds for subclavian and internal jugular CVC tips within the target CXR zone.

CONCLUSIONS: The rapid appearance of prominent turbulence in the right atrium on echocardiography after CVC saline flush serves as a
precise bedside screening test of optimal CWC tip position.

20173 hy fhe Sociehr for Academicr Emernency Maedicins
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Tup Torakostomi Dogrulamasinda USG

Acil serviste aninda girisim gerektiren kritik hasta grubunun énemli bir
bolimint pnomotoraks ve hemotoraks hastalari olusturur.

Major travmalarin %25’inde tup TT endikasyonu bulunmakta ve bu
vakalarin da %20’sinde tup hatali yerlestirilmektedir

Bir cok kez tupln yerinin dogrulanmasi icin hastanin bilinci yerindeyse
Oksurtulerek, entiibe ise BVM ile solutularak su alti drenaj sisteminde
su kabarcigi olusmasina veya tup limenindeki sivi osilasyonuna
bakilarak suboptimal bir 6n degerlendirme yapilir.

Kabarcik veya osilasyonun olmamasi, tliptin gogus duvari icinde olup
olmadigini kesin olarak gostermez.

Tap goégus duvari icinde oldugu halde kendi etrafinda katlanarak
kivrilmis, akciger parankimine girmis, veya mediastene penetre olmus
da olabilir.



Tup Torakostomi Dogrulamasinda USG
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West J Emerg Med. 2012 Sep;13(4):305-11. doi: 10.5511/westjerm_2011_10.65630.

Sonographic Identification of Tube Thoracostomy Study (SITTS): Confirmation of Intrathoracic
Placement.

Abstract

INTRODUCTION: Thoracostomy tubes (TT) are commenly placed in the management of surgical, emergency, and trauma patients and chest
radiographs (CXR) and computed tomography (CT) are performed to confirm placement. Ultrasound (US) has not previously been used as a
means to confirm intrathoracic placement of chest tubes. This study involves a novel application of US to demonstrate chest tubes passing
through the pleural line, thus confirming intrathoracic placement.

METHODS: This was an observational proof-of-concept study using a convenience sample of patients with TTs at a tertiary-care university
hospital. Bedside US was performed by the primary investigator using first the low-frequency (5-1 MHz) followed by the high-frequency (10-5
MHZz)} transducers, in both 2-dimensional gray-scale and M-modes in a uniform manner. The T Ts were identified in transverse and longitudinal
views by starting at the skin entry point and scanning to where the TT passed the pleural line, entering the intrathoracic region. All US images
were reviewed by US fellowship-trained emergency physicians. CXRs and CTs were used as the standard for confirmation of TT placement.

RESULTS: Seventeen patients with a total of 21 TTs were enrolled. TTs were visualized entering the intrathoracic space in 100% of cases.
They were subjectively best visualized with the high-frequency (10-5 MHEz) linear transducer. Sixteen TTs were evaluated using M-mode. TTs
produced a distinct pattern on M-mode.

CONCLUSION: Bedside US can visualize the TT and its entrance into the thoracic cavity and it can distinguish it from the pleural line by a
characteristic M-mode pattern. This is best visualized with the high-frequency (10-5 MHZ) linear transducer.

PMID: 22942927 PMCID: PMC3421967 DOl 10 5811/westiem 201110 6680
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Up Torakostomi Dogrulamasinda USG

Left. transverse view of the thoracostomy tube (TT) using the linear transducer. The TT appears as a thinly curved echo with shadowing
(double white arrow). A rib can be seen adjacent to the TT with a hyperechoic curved echo with shadowing (thick white arrow). In this
image, a pleural effusion 1s also seen (thick short arrow) as well as the visceral pleura (thin white arrow). Right, longitudinal view of the TT
using the linear transducer. The TT appears as a linear anechoic structure that courses through the subcutaneous tissues and into the pleural
space (double white arrow). The visceral line 1s also seen (thin white arrow)

M-mode images with the linear transducer. Left, the thoracostomy tube appears in transverse view as an anechoic circular structure with
shadowing (double white arrow). With the cursor to the lateral aspect of the tube a stratosphere sign is present (indicating pneumothorax).
The visceral pleura is also seen (thin white line). A pleural effusion can be seen just above the visceral pleura. Right, when the cursor is
placed on top of the tube there 1s a distinct absence of waveform. We have named this the black-out sign.



Lomber Ponksiyonda USG

Ozellikle kilolu ve anatomik yapilari belirgin olmayanlar ve
cocuklarda kullanishdir.

Bu yontemde en cok kullanilan prob yuksek frekansli lineer
prob, ama obez hastalarda daha derini gdsterebilen disuk
frekansli abdominal prob daha iyi sonuc verebiliyor.

Goruntulemede iki ana pozisyon kullaniliyor;
transvers ve longitudinal.

* Transvers: goruntude spinoz cikinti baz alinarak orta hat belirlenirken,
* Longitudinal: dizlemde spinal bosluk belirlenerek yatay bir cizgi ciziliyor.

Cizilen iki ¢cizginin kesisme noktasi bize girisim yerini belirlemis
oluyor.




Lomber Ponksiyonda USG




Lomber Ponksiyonda USG




USG Yardimli Endotrakeal Entubasyon

e 2015 AHA ACLS kilavuzunda ETE dogrulama yontemlerinden
biri olarak hak ettigi yeri buldu.

 ETE dogrulanmasinda yasanabilecek sorunlardan biri, vokal
kordlarin gérilememesidir.

* Duz grafiyle dogrulama vakit kaybettiren bir yontem olmasinin
yaninda cogu acil serviste mimkin degil.



USG Yardimli Endotrakeal Entubasyon

USG dogrulama yonteminin en dnemli avantaji, 6zefagusun
trakeanin hemen saginda gorulebilmesi.

Yiksek frekansli lineer prob (genelde tercih edilen) veya duistk
frekansli konveks prob trakea orta hattina transvers diuzlemde
verlestirildiginde, endotrakeal tibun yansiyan golgesi trakea
icinden gecerken gorulebilir.

Lateralde 6zefagus icinden gectigi gorullrse, kaf sisirilip tekrar
indirilmeden aninda duzeltmeye gidilebilir.

Bu yontem entubasyon es zamanli dogrulanabildigi icin dinamik
dogrulama olarak kabul edilmekte.

Statik dogrulamada ise prob entlibasyon sonrasi suprasternal
centigin hemen Uzerine transvers olarak konuldugunda trakea
veya Ozefagus icindeki tip gorintisu alinabiliyor.



USG Yardimli Endotrakeal Entubasyon




USG Yardimli Endotrakeal Entubasyon

Fig. 2. Image A demonstrates an esophageal intubartion with the typical ‘tube within a
tube’ appearance. Image Bdemonstrates a tracheal intubation where the esophagus is
not visible because the endotracheal tube is within the rachea. T = trachea,
endotracheal tube.



USG Yardimli Krikotiroidotomi

Zor havayolu her acil tip hekiminin karsilastigi oldukca stresli bir
durumdur.

Krikotiroid zarin (KTZ) palpasyonla belirlenmesi, elektif kosullarda

bile, goéu zaman zordur. (Gzellikle morbid obezite, boyunda hematom, cilt alti
amfizemi, timor gibi boyun anatomisinin bozuldugu durumlarda, palpasyonla zarin
yerini belirlemek olasi degildir.)

Iste ultrason, bu gibi zor durumlarda KTZ’nin yerini belirlemede
oldukga yardimcidir.

Longitudinal B-modun yanisira Doppler modu da kullanilarak
tiroid dokuyu besleyen arter ve venler gériuntilenebilir.

Trakea halkalarinin bittigi yerde hiperdens KTZ gorular.



Pacemaker Yerlestirmede USG

* Acil durumlarda korleme yapillir.
 USG pace ucunun yerini lokalize eder.

* Transkutan pacing uygulanan hipotansive
hastalarda myokardiyal pacingi tespit eder.



Pacemaker Yerlestirmede USG




Sinuzit Tanisinda USG

* A-mod USG farkli akustik karakteristigi olan iki ortamin
birlesim dizleminde dalgalarin geriye yansimasi prensibine
dayanir.

e Egersinus icinde sivi mevcutsa kemik duvar arkasinda USG'de
bir eko izlenecek, buna karsin sintis normal havalaniyorsa ses
dalgasi tamamen yansiyacak ve sadece dn duvarin ekosu
izlenecektir.

* Teorik olarak USG degerli olabilecek gibi goziikse de yapilan
calismalarda %55-60 dolaylarinda spesifite ve sensitivite elde
edilebilmistir.



Sinir Bloklarinda USG

« Ust Extremiteye ait kirik ve cikiklarin rediiksiyon isleminde ve
yaralanmalarda analjezi amach kullanilir.

* USG ile sinir blokaji; etkin ve kolay uygulama saglar
— Interskalen Blok
— Aksiller Sinir Blok
— Supraskapular Blok
— Infraskapular Blok
— Suprakonduler Radial Sinir Blok
— Femoral Sinir Blok...



GIS Kanamasinda USG

FIGURE 1: The distended stomach with the heterogeneous
internal echogenicity.



Omuz cikigi USG

Low frequency probe was put horizontally on the posterior rim of shoulder joint with its marker pointing towards
patient’s lateral.
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Distal Distal

Normal alignment of glenohumeral joint. The black arrow Anterior dislocation of glenohumeral joint. As it is shown
shows glenoid articular surface and the white arrow shows the humerus head (white arrow) is displaced anteriorly
the head of humerus. and it is not in the glenoid fossa (black arrow).
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Figure 2. Completed ultrasound-guided peritonsillar abscess task trainer and corresponding ultrasound image.




Sonuc

Acil hekimleri tarafindan uygulanan, yorumlanan ve klinik pratige entegre
edilen USG, acil tip uygulamalarinda temel bir beceridir.

Acil USG uygulama kapsami; resusitasyon, tanisal, semptom veya bulgulara
dayali, girisimsel kilavuzluk ve izlem/terapotik olarak kategorilere ayirilabilir.

Acil tip asistan programlarindaki acil USG egitimi, mufredat ve hasta bakimi
deneyimi icine tamamen entegre edilmelidir.

Acil USG; anamnez, FM ve medikal karar vermeden bagimsiz, geri 6denebilir
ve paha bicilebilir olmasi gereken bagimsiz bir prosedurdur.

Gelismis USG deneyimine sahip acil hekimi; bolim, kurum, sistem, ulusal ve
uluslararasi seviyede klinik USG’ye katki saglamalidir.

Gelisen teknolojik, egitim ve uygulamalar; acil hasta bakiminda yeni
yaklasimlar, verimlilik ve yontemler saglayabilir.



TESEKKURLER...



