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What is the course of secondary pancreatitis in pediatric intensive care
unit?
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Abstract

Purpose: Acute pancreatitis is diagnosed frequently in the pediatric population. Course of acute pancreatitis in
children is usually mild. However, severe pancreatitis may develop in some patients with the local or systemic
complications. Course of secondary acute pancreatitis in children in the pediatric intensive care unit is unknown.
Aim of this study is to evaluate the clinical characteristics and outcome of children who developed secondary
acute pancreatitis in a tertiary pediatric intensive care unit.

Material and methods: Children hospitalized in pediatric intensive care unit for different causes and developed
secondary acute pancreatitis were included into this retrospective study. Demographic features of the patients,
duration of hospitalization in intensive care unit, primary disease causing hospitalization, other underlying
diseases, duration of mechanical ventilation, pediatric mortality risk score Ill and nutritional status were
conducted from hospital records.

Results: Seventy-seven children (58.4%male and mean age: 6.7 years) were included in the study. The most
common underlying disease was neurological diseases (19.5%). Majority (46.7%) of the secondary pancreatitis
was severe. 68.8% of the children with secondary pancreatitis were on mechanical ventilation. Duration of
hospitalization and time on mechanical ventilator was significantly longer in patients with severe pancreatitis.
The mean pediatric mortality risk 11l score was also significantly higher in this group.

Conclusion: Although acute pancreatitis in children has a mild course, secondary acute pancreatitis is often
severe and has a high mortality rate in children in the pediatric intensive care unit.
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Oz

Amag: Akut pankreatit pediatrik populasyonda siklikla teshis edilir. Cocuklarda akut pankreatitin seyri genellikle
hafiftir. Ancak bazi hastalarda lokal veya sistemik komplikasyonlari olan ciddi pankreatit gelisebilir. Pediatrik
yogun bakim Unitesindeki gcocuklarda sekonder akut pankreatitin seyri bilinmemektedir. Bu calismanin amaci,
uclinct basamak bir pediatrik yogun bakim Unitesinde sekonder akut pankreatit gelisen gocuklarin klinik
Ozelliklerini ve sonuglarini degerlendirmektir.

Gereg ve yontem: Bu retrospektif calismaya gocuk yogun bakim Unitesine farkli nedenlerle yatirilan ve
sekonder akut pankreatit gelisen cocuklar dahil edildi. Hastalarin demografik 6zellikleri, yogun bakim tnitesinde
yatis sureleri, yatisa neden olan birincil hastaliklari, altta yatan diger hastaliklar, mekanik ventilasyon sturesi,
pediatrik mortalite risk skoru Ill ve beslenme durumlari hastane kayitlarindan alindi.

Bulgular: Yetmis yedi ¢cocuk (%58,4 erkek ve ortalama yas: 6,7 yil) caismaya dahil edildi. En sik altta yatan
hastalik ndrolojik hastaliklardi (%19,5). Sekonder pankreatitin gogunlugu (%46,7) siddetli idi. Sekonder
pankreatitli cocuklarin %68,8'i mekanik ventilatérdeydi. Agir pankreatitli hastalarda hastanede kalis siresi ve
mekanik ventilatorde gegirilen siire anlamli olarak daha uzundu. Ortalama pediatrik mortalite risk skoru Il de bu
grupta anlamli olarak daha yuksekti.

Sonug: Cocuklarda akut pankreatit hafif seyirli olmasina ragmen, sekonder akut pankreatit, cocuk yogun bakim
Unitesindeki cocuklarda siklikla siddetlidir ve mortalite orani ylksektir.

Anahtar kelimeler: Cocuk, sekonder pankreatit, pediatrik yogun bakim unitesi.
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Introduction

Acute pancreatitis (AP) is defined as
reversible inflammation of the pancreatic
parenchyma, and occurs with interstitial edema,
acute inflammatory cell infiltration, varying
degrees of cellular apoptosis and necrosis
[1]. It is characterized by an increase in
pancreatic enzymes in serum and/or urine and
sudden onset abdominal pain with radiological
changes in the pancreas [2]. The incidence
has increased in the last 30 years [3-5]. More
frequent multisystemic disorders that can cause
pancreatitis may be the reason for the increased
frequency of the disease [3, 6, 7]. However, the
main reason for this increase is thought to be
related to the increase in clinical awareness.

AP is classified as mild, moderate and
severe in the guideline published by the North
American Society of Pediatric Gastroenterology,
Hepatology and Nutrition (NASPGHAN) [8].
Mild AP typically resolves within a week without
regional or systemic involvement. Moderate AP
is associated with organ dysfunction lasting less
than 48 hours. Severe AP is defined as multiple
organ failure that lasts longer than 48 hours [8].
Acute pancreatitis is usually mild in children [9,
10]. However, severe AP may develop in some
patients with the development of regional or
systemic complications. As the severity of the
disease increases, the course worsens and
the morbidity rate increases. In a multicenter
study, children in the pediatric intensive care
unit (PICU) with AP were evaluated and the
majority of these children (84%) found to have
developed secondary pancreatitis associated
with another underlying disease [11]. In these
children with secondary pancreatitis, the course
of the disease was worse and the mortality
rate was higher than children with primary AP
[11]. In another recent study, children with AP
in the PICU were evaluated; severe AP had
been demonstrated in a significant proportion of
children with secondary AP [5].

In a study from Turkey conducted by Sag
and colleagues [12], children hospitalized due
to AP were evaluated and severe pancreatitis
has been shown in 17.4% of the patients with
the mortality rate of 4.8%. But in this study,
there was no data about the children followed
up in PICU due to AP.
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Aim of this study is to examine the clinical
characteristics and outcome of children who
developed secondary AP in a tertiary PICU in
Turkey and to determine the factors affecting
the course of the disease.

Material and methods

Children between one month and 18 years
old hospitalized in PICU of Health Sciences
University Antalya Training and Research
Hospital, between September 2017 and May
2020 were examined retrospectively. Our unit
provides tertiary intensive care with 12 beds, 10
mechanical ventilators (MV) and two pediatric
intensive care specialists.

The study is approved by Antalya University
Training and Research Hospital Clinical
Investigations Ethical Committee.

AP is diagnosed in children with the presence
of two of these three criteria; (i) AP related
symptoms such as abdominal pain, nausea and
vomiting, (ii) elevation of serum levels of lipase
and/or amylase 3 times or more than the upper
normal limit, (iii) presence of imaging findings
consistent with acute pancreatitis [13]. Diseases
causing amylase and/or lipase elevation like
peptic ulcer perforation, peritonitis, intestinal
obstruction, and burns were excluded. Patients
who were hospitalized with the diagnosis of
primary AP in the intensive care unit were also
excluded.

Demographic features of the patients,
duration of hospitalization in intensive care unit,
primary disease causing hospitalization, other
underlying diseases, duration of mechanical
ventilation and nutritional status were recorded
from hospital records. Also, pediatric mortality
risk (PRISM) Il scores were recorded within the
first 24 hours of hospitalization [14]. The PRISM
score shows estimated mortality rate due to
disruption of normal physiology by the diseases
is calculated based on different measurements
including vital signs, mental status, pupil reflex,
measurement of blood gases and biochemical
values. Severity of acute pancreatitis is classified
as mild, moderate and severe according to the
guideline of NASPGHAN pancreatitis committee

[8].

The data were evaluated in the SPSS 21.0
(SPSS Inc, Chicago, IL) statistical package
program. As descriptive statistics, continuous
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variables were presented as mean and standard
deviation (SD). For comparison of two groups,
Independent Two Sample t test was used for
variables with normal distribution, and Mann-
Whitney U test was used for variables without
normal distribution. In case of more than two
groups, ANOVA test was used for variables with
normal distribution and Kruskal-Wallis test was
used for those without normal distribution. Chi-
square test was used to compare categorical
variables. Spearman correlation analysis
was used for correlation. A p value <0.05 was
considered as statistically significant.

Results

The mean age of 77 children with secondary
pancreatitis in the pediatric intensive care unit
was 6.7 years and 58.4% (n=45) of them were
male. 30 children (38.9%) had at least one
chronic disease related or unrelated to AP. The
most common underlying primary diagnosis
was neurological diseases (19.5%) (Table 1).

Patients diagnosed with secondary AP had
46.7% severe, 40.2% moderate and 12.9%
mild pancreatitis. The average hospital stay of
the patients were 18.6+14.7 days, the duration
of their stay in the PICU was 15.4£11.3 days.
Duration of stay in hospital and PICU were
significantly longer in children with severe

pancreatitis (Table 2). Of the children who
developed secondary pancreatitis in the pediatric
intensive care unit, 53 (68.8%) needed MV
(mean time 10.6+4.5 days). Duration of patients
on MV with severe pancreatitis was longer than
that of mild and moderate pancreatitis. Although
initiation of enteral nutrition in children with
moderate and severe pancreatitis was later
than the mild pancreatitis, the difference was
not statistically significant. Children with severe
pancreatitis received more intravenous nutrition
(Table 2).

The mean PRISM Il score of the children
with acute pancreatitis in the intensive care unit
was 17.318.9. The PRISM Il score of patients
with severe pancreatitis was higher than with
moderate and mild pancreatitis (Table 2). There
was a positive relationship between the severity
of acute pancreatitis and the PRISM III score
(r=0.54, p<0.01).

Fifteen patients (19.4%) died in this period.
The primary diagnosis of these children was
respiratory failure in five (34.7%), shock in three
(20%), motor vehicle accident in three (20%),
sepsis in two (13.3%), heart failure in one
(6.7%) and epilepsy in one (6.7%). Children
who died had a higher PRISM Il score than
children who survived (20.8+9.3 and 12.4+5.7,
p=0.01, respectively).

Table 1. Primary diseases of patients developed secondary pancreatitis

Secondary acute pancreatitis (n=77)

Primary diagnosis, n (%)

Infectious diseases, 7 (9.1)
Respiratory disorders, 14 (18.2)

Cardiovascular diseases, 11 (14.3)

Neurological diseases, 15 (19.4)
Endocrinological diseases, 2 (2.5)
Gastrointestinal diseases, 1 (1.3)
Renal diseases, 13 (16.9)

Individual diagnosis, n (%)

Bacteremia and sepsis, 7 (9.1)
Respiratory failure, 7 (9.1)
Pneumonia, 7 (9.1)

Shock, 8 (10.3)

Cardiac failure, 3 (3.9)

Epilepsy, 15 (9.4)

Diabetic ketoacidosis, 2 (2.5)
Gastrointestinal bleeding, 1 (1.3)

Associated chronic
diseases, n (%)

Cerebral palsy, 11 (14.3)
Developmental disorders,
4 (5.2)

Seizure, 5 (6.5)

Metabolic diseases, 3 (3.9)
Muscular dystrophy, 4 (5.2)
Congenital cardiac
diseases, 3 (3.9)

Hemolytic uremic syndrome, 5 (6.5)

Acute renal failure, 6 (7.8)
Acute tubular necrosis, 2 (2.5)

Traumalintoxication, 14 (18.2)

Traffic accident, 8 (10.3)

Traumatic brain damage, 3 (3.9)
Toxic substance ingestion, 3 (3.9)
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Table 2. Distribution of the patients according to the severity of the pancreatitis
Mild Moderate Severe p value
pancreatitis pancreatitis pancreatitis
(n=10) (n=31) (n=36)
Total days of hospitalization, mean+SD 9.8+4.3 12.9+8.4 21.5+13.6 <0.01
Hospitalization day in the PICU, mean+SD 5.243.6 9.7£6.1 18.7£12.4 <0.01
Number of patients on mechanical ventilation, n (%) 3(20.0) 21 (67.7) 29 (80.5) <0.01
Duration of mechanical ventilation, mean+SD 1.8+0.9 6.5+3.2 14.6+8.7 <0.01
The day enteral feeding started, mean+SD 1.1£0.7 2.8+1.4 3.943.1 0.09
Number of patients started enteral feeding before the 10 (100.0) 26 (83.8) 27 (75.0) 0.42
third day, n (%)
Number of patients started enteral feeding in the first 10 (100.0) 31 (100.0) 33 (91.6) 0.62
week, n (%)
Number of patients given parenteral nutrition, n (%) 1(10.0) 12 (38.7) 21 (58.3) 0.02
PRISM Il score, mean+SD 10.5+4.2 13.245.3 21.5+8.9 <0.01

PICU: pediatric intensive care unit; PRISM: pediatric mortality risk

aln comparison of the groups, for continuous variables, ANOVA test was used for variables with normal distribution,
Kruskal-Wallis test for those not showing normal distribution, and chi-square test for categorical variables

Discussion

In our study, children who developed
secondary pancreatitis in PICU were evaluated
retrospectively. According to our results, (i)
severe pancreatitis developed in the majority
of these children, (ii) severity of secondary
pancreatitis positively correlated with the PRISM
Il score, (iii) children with severe pancreatitis
have longer duration of intensive care and
hospitalization, (iii) patients with severe
pancreatitis spent more time on mechanical
ventilation.

It has been shown previously that AP had
a mild course in the majority of the cases in
children [9, 10, 12]. The course of the disease
is better in children than in adults, and mortality
due to AP is less than 10% in children [1, 9, 10].
However, Goday et al. [11] have shown children
with secondary pancreatitis had more severe
disease than with primary pancreatitis in PICU.
On the other hand, in the study of Cole et al.
[5], severe pancreatitis had been observed in
50% and 81% of the children with primary and
secondary pancreatitis respectively. In our study,
we have found out that severe pancreatitis was
more common in patients with secondary AP.
In addition, children with severe AP had higher
PRISM Il scores.

Severe pancreatitis is defined as the
presence of regional complications such as
pseudocyst formation or systemic complications
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such as organ failure. However, it is difficult
to determine if the organ deficiencies in
children developed as a result of AP in both
our study and previous studies. Circulatory or
renal deficiencies in our patients may also be
developed due to multisystemic diseases.

In the study of Goday et al. [11] the mortality
rate in children with primary and secondary
pancreatitis had been shown to be 0.3% vs
6.8% respectively. Cole et al. [5] also had
demonstrated a total mortality rate of 18.5%
in children with AP in PICU while this rate was
23.8% in secondary pancreatitis. Similarly, in
our study, the mortality rate in children with
secondary AP was 19.4%. However, it is difficult
to assess the deaths associated only with
secondary AP. Because, a significant portion
of our mortality were children with respiratory
failure and shock. These children also had
higher PRISM Il scores compared to surviving
children. For this reason, the cause of death
in these children may be due to the underlying
medical condition rather than AP.

Another result of our study was that the
severe AP was more common in patients with
MV. Mechanical ventilation, especially high
positive end-expiratory pressure (PEEP), may
increase intrathoracic pressure and cause a
decrease in venous return [15]. This decrease
in venous return may cause hypotension by
decreasing cardiac output and decreased
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internal organ blood flow. Mechanical ventilation
also causes sympathetic activation, because of
which renin-angiotensin-aldosterone activation
occurs and catecholamine levels increase [16].
Pro-inflammatory cytokines can affect many
organs and trigger some biochemical events.
This uncontrolled process can cause excessive
activation of the inflammatory cascade and
overproduction of proinflammatory mediators
and end organ damage [17, 18]. As a result of
all these mechanisms, ischemic damage occurs
in the pancreas and this may explain the more
severe course of pancreatitis in patients with
MV.

Another important point affecting the
frequency of severe pancreatitis in patients with
MV might be that intubated patients frequently
receive sedation, as a result of which they
are unable to specify the presence and the
location of the abdominal pain. Therefore,
mild pancreatitis may be underdiagnosed by
healthcare professionals. We think that the
actual secondary AP frequency in the PICU may
be higher than diagnosed.

Intravenous fluid therapy is the basis of AP
therapy to prevent hypovolemia. Hypovolemia
causes the impairment of the microcirculation
of the pancreas, and increment of capillary
permeability and formation of microthtombuses.
Fluid therapy while correcting hypovolemia also
provides adequate perfusion, prevents possible
microthrombus formation and thereby prevents
complications and helps to maintain pancreatic
microcirculation. The introduction of enteral
nutrition maintains the integrity of the mucosa,
protects the microbiota and prevents bacterial
translocation. For this reason, itis recommended
to start enteral feeding early in adults to
decrease AP complications and increase
survival [19, 20]. For children with pancreatitis,
early enteral feeding is recommended in mild
cases [21], while there is no sufficient data in
severe cases. In the study of Abu El Haija et al.
[22] early enteral feeding has been shown not to
increase abdominal pain and affect the length of
hospital stay and to be feasible in children with
AP. However, they did not include the children
with severe AP. Carreazo et al. [23] reported that
two children with severe AP in the PICU were
successfully treated with nasojejunal nutrition.
However, it is uncertain whether early enteral
feeding in children with severe AP can prevent
complications. In our study early enteral feeding

was initiated in children with mild and moderate
AP but not with severe AP.

Although this is the first study in Turkey
evaluating the children with secondary AP in
PICU, there are some limitations. First this is a
retrospective study. Second, the study is single-
center with a relatively small sample size. In
addition, AP may be underdiagnosed especially
in children with MV because they cannot define
pain to alert the health care professionals for the
laboratory studies and / or radiographic imaging.

In conclusion, although AP is mild in
children, secondary AP is often severe and has
a high mortality rate in children in the PICU.
Mortality rate might be often related to the
underlying condition. Secondary AP might be
underdiagnosed especially in patients with poor
general condition on MV, since they cannot
explain the abdominal pain. For this reason,
these children should have a careful physical
examination. In the case of abdominal pain,
AP diagnosis can be made easily by laboratory
tests.
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Amag: Denizli 112'de calisan saglik personelinin afete hazirlik durumlarini, bazi iligkili etmenlerle ortaya
koymaktir.

Gereg ve yontem: Kesitsel nitelikte analitik bir arastirmadir. Arastirmanin evreni Denizli 112’de 410 kisilik
saglik personelinden olusmaktadir. Evrenin %87’sine (358) ulasiimistir. Bagimh degisken olan genel afete
hazirlik dlcegi ile afete hazirlik dizeyleri 45 sorudan olusan anket ile degerlendirilmistir. SPSS 11.0 ile yapilan
analizlerde kikare testi, korelasyon analizi, lineer regresyon analizi kullanilmistir. Doktorlar ve afet brosurlerini
okuyanlar daha yliksek afet hazirligi seviyelerine sahipti.

Bulgular: Denizli 112'de saglik ¢alisanlarina uygulanan anketi yanitlayanlarin sayisi 358 kisidir. Saghk
personellerinin yas ortalamasi 32,30+8,14; ortancasi 30,00, minimum 20, maksimum 61’dir. Genel afete
hazirlik 6lgegi toplam puani etkileyen etmenleri inceledigimizde; meslegi doktor olanlarin (p=0,032), afet konulu
herhangi bir kitap veya broglr okuyanlarin (p=0,001), mezun UMKE temel egitimini alanlarin (p=0,015) afetlere
hazir olma durumlari daha yiksek saptanmistir. Calismamizda genel afet hazirlik diizeyine etki eden etmenleri
inceledigimiz regresyon analizinde (R?=0,04) degeri %4 olarak saptanmistir.

Sonug: Calismaya katilan Denizli 112’de saghk ¢alisanlarinin afete hazirlik durumlari degerlendirilmis, afet
hazirlik diizeyleri orta diizeyin Gzerinde bulunmustur. Afet durumlarinda aktif calisan saglik personelleri igin orta
dizeyin Ustl yeterli olmayip arttirilmasi gerektigi distnilmektedir.

Anahtar kelimeler: Afet, afete hazir olma, 112, acil saglik hizmetleri.
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Abstract

Purpose: To reveal the disaster preparedness of the health personnel working in 112 with some related factors.
Materials and methods: This is a cross-sectional analytical study. The population of the study consists of 410
health personnel in Denizli 112. 87% (358) of the universe has been reached. General disaster preparedness
scale, which is the dependent variable, and disaster preparedness levels were evaluated with a questionnaire
consisting of 45 questions. In the analyses performed with SPSS 11.0, chi-square test, correlation analysis,
linear regression analysis were used. Doctors and those who read disaster leaflets had higher levels of disaster
preparedness.

Results: The number of respondents to the questionnaire applied to Denizli 112 healthcare workers was 358.
46.6% of the healthcare personnel are male and the average age is 32.30+8.14, the median is 30.00, minimum
20, maximum 61. When we examine the factors affecting the total score of the general disaster preparedness
scale; Those who were physicians by profession (p=0.032), read any book or brochure about disaster (p=0.001),
graduated from UMKE basic education (p=0.015) were found to have higher levels of disaster preparedness
compared to the disaster preparedness scale. In the regression analysis (R?=0.04) in which we examined the
factors affecting the level of general disaster preparedness in our study, its value was found to be 4%.
Conclusion: The disaster preparedness status of the healthcare workers in Denizli 112 participating in the
study was evaluated, the disaster preparedness levels were found to be above the medium level, it is thought
that above medium level is not sufficient for healthcare professionals working actively in disaster situations and
should be increased

Key words: Disaster, disaster preparedness, 112, emergency health services.
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Afet “Toplumun tamami veya belli kesimleri
icin fiziksel, ekonomik ve sosyal kayiplar
doguran, normal hayati ve insan faaliyetlerini
durduran veya kesintiye ugratan, etkilenen
toplumun bas etme kapasitesinin yeterli
olmadigi doga, teknolojik veya insan kaynakli
olay” olarak tanimlanmaktadir [1]. Kiresel
¢ag ile birlikte afete bagli can ve mal kayiplari
¢ogunlukla yasanilan olaylardir. Hizhi nifus
artisi ve kentlesme, dogasi bozulan cevre,
iklimdeki farkhliklar, kaos, catismalar, teror ve
savas gibi nedenlerle ilerleyen c¢aglarda da
giderek blylmesi beklenen sorun olacaktir
[2]. Afet, etkileme alaninda yasam bulunmasi
sebebiyle sosyolojik sorun olarak degerlendirilir.
Afet savunma kapasitesi bulunmayan Kkisilere
iliskin tehlike olustur ve toplumun afet karsisinda
tepkisine gore zararin diizeyi degisir [3].

Afetlerin meydana gelmesi ile buna maruz
kalan toplumun tiim bireyleri farkli derecelerde
zarar yasamaktadir. Afet zararlarinin duizeyini
etkileyen birgcok etmen bulunmaktadir. Afet
konusunda yapilmis olan birgok arastirmanin
bakisi bu paydada birlesmektedir [4]. Afetin
zarar verici hallerini en alt seviyede tutmak igin
toplumun afetler konusunda bilinglendiriimesi
gerekmektedir. Toplumun her basamaginin,
bilinglendiriimesi  ¢alismalarinin  ne kadar
zor oldugu bilinmektedir [5]. Afetlerde ilk
saniyelerinde bireyler kendisiyle bas basadir;
kisinin afet konusuyla ilgili bilgisi afeti
icsellestirmesive bireysel farkindaligi kisiyi afetin
zararh etkilerinden Kigiyi koruyacaktir ¢unki
dinyanin en gelismis ulkesinde dahi afet ve
saglik ekiplerinin tim bireylere aninda miidahale
etme sansi yoktur [6]. Afet hazirlik ve uygulama
calismalarina sokaktaki tum bireylerin etkin
katilimiyla zararin en aza indigi gorulmektedir.
Afet egitimi toplumda yasayan her bireyin afete
hazirlikli bireyler olmasi adina dnemlidir. Dogal
afetlerde son durum konuya olan ilgiyi arttirdigi
gorulmektedir [4]. Ancak afetle ilgili calismalar
tum dinyada halen yetersiz kalmakta ve
tim Ulkeyi kapsayan “acil durumlara/afetlere
bireysel hazirlik yapma” Uzerinde c¢alisma
bulunmamaktadir. Ulkemizde genel olarak
hastane ve kamu kurumlarinda “Hastane
Afet Plani” (HAP) bazli ¢alismalar veya sicak
alanlarda calisan gruplara yapilan arastirmalar
digindaki arastirmalar yetersiz kalmaktadir. Bu
c¢alismalarin uygulamalari ise masa basinda
dokiiman seklinde ve uzun doénemlerdeki
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veriler halindedir [7]. Afet halinde insanlarin
etkilenme dereceleri en aza indirgemek toplum
bilincinin arttirlmasi ile saglanir. Bunun igin
en yarar saglayici yéntem egitimdir [5]. Ayrica
zararlarin ( finans, nufus, yerlesim, tabiat vb.)
azaltiimas! ve kabul edilebilir dlizeyde olmasi
icin egitim gerekmektedir [8]. Afetler dogal ve
beseri olarak iki boyutta incelenir, Turkiye'de
en fazla yagsanan dogal afet %45 heyelan,
%18’ini deprem, %14’UnU su baskini, %10’unu
kaya dusmesi olusturmaktadir. Heyelan en sik
gorulen afet turi olmasina ragmen, en c¢ok
zarara ugratma orani %55 depremdir [9]. Bu
oranlar egitim konulari icin dnemlidir [9]. Toplum
bireylerinin  yasadiklari  cografyada dogal
sebepli vakalardan haberdar olmasi, olusan
bu vakalari nedenleri ile tanimlayabilmeleri ve
yasanan afetlerin tekrar yasanmasi durumunda
etkilenmeyi azaltmasina ya da ¢ok az oranda
etki olusturulmasina imkan saglayan programli
calismalar olmasi gereklidir; bu programlara da
“Afet Yonetimi” tanimi kullaniimaktadir [10]. Bu
calismadaki amag; Denizli 112'de galisan saglik
personelinin afete hazirlik dizeylerini, bazi
iligkili etmenlerle saptamaktir.

Gereg ve yontem

Bu arastirma analitik kesitsel arastirmadir.
Arastirmanin evrenin Denizli 112’de bulunan
410 kisilik c¢ahsan saglik personelleri
olusturmaktadir. Evreni olusturan 410 kisinin
timine ulasilmasi amaglanmig, 385 kisiye
calisma anketi uygulamaya koyulmus, evrenin
%87’sine (358) ulasiimistir. Arastirmaya dahil
edilme kriterleri, arastirma slresince Denizli il
Ambulans servisinde arastirma suresince aktif
calisan (doktor, ATT, AABT, saglk memuru,
hemsire, ebe, s6for) ve arastirmayi kabul eden
saglik personelleridir. Arastirmadan dislanma
kriterleri: gebelik izni, askerlik durumu, saglk
raporu nedeniyle arastirmaya katilamayan ve
katilmayi kabul etmeyen saglik personelleri
idi. Arastirma c¢alismasi 02 Eylil-07 Ekim
2019 tarihleri arasinda gergeklestiriimistir.
Veri toplama hedeflenerek; Sosyo Demografik
Ozellikleri iceren anket Formu ve “Saglk
inang Modeli” ne dayali Acil Durumlara/
Afetlere Bireysel Hazirliga iliskin Olgek Taslag!
kullaniimigtir.

Arastirmanin  bagimhi degiskeni: Afetlere
hazirlik  durumu, Denizli 112’de c¢alisan
personellerin afete hazirlik diizeyleri 45 sorudan
olugan anket ile degerlendirilmistir.



