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From the editors

Carpathian Euroregion was established on 14 February 1993, in Debrecen, in
order to develop cross-border cooperation the four European countries, including
Polish, Ukraine, Slovakia, Hungary and Romania. In each of these countries,
belonging to the Carpathian Euroregion can be observed a dynamic development
of the medical rescue systems. Exchange of experience, knowledge and integration
of international specialists professionally connected with these systems has
a significant impact on the current level of health safety of the population in the
areas of the Euroregion, while international research conducted in the field of
emergency medical services brings many benefits to planners and decision makers
of the system.

In this monograph “Selected aspects medical emergency in the Carpathian
Euroregion”, specialists from countries of the Carpathian Euroregion, dealing with
everyday medical emergencies presented in high level professional and scientific
way important aspects of their work, including prehospital emergency procedure in
certain clinical situations, the principles of communication, training paramedics
and their occupational burnout.

Studies presented in this position are original in its content and design.
Insignificant editorial corrections of technical character were made in some of
these papers.

Krzysztof Jakubowski

Civiliza¢na zataz obyvatel'stva, hektickd doba a mimoriadna néaroky
zohravaji klicova ulohu v stcasnej spolocnosti. Jedinec sa musi vysporiadat
S narokmi, na ktoré predtym nebol zvyknuty. V dosledku toho aj spolo¢nost’, resp.
jedinec je Casto postaveny pred ulohy, ktoré bud’ plni a splni, alebo si hl'ada
sposoby ako uniknut’ i napriek tomu, Ze si mozZe signifikantne poSkodit’ zdravie.
Neuvazuje, ze zdravie je to najcennejSie ¢o ma, a Vel'mi casto si mysli, Ze ked sa
mu poskodi, tak to napravi zdravotnictvo. Toto azda platilo v minulosti, avSak
situdcia je v sucasnosti diametralne ind. Zdravie je poklad, musime si ho chranit’
a predchadzat’ jeho poSkodeniu, ¢ize predchadzat’ rizikovym faktorom, ktoré ho
mozu Casto ireverzibilne poskodit. Ze tito premisa je signifikantna svedi aj
program WHO, ZDRAVIE 21. Tento program obsahuje tak 21 programov ako aj
cielov, ktoré smerujui k tomu, ze well being, to nie je iba akceptacia existujiceho,
ale aj nieco konat’ pre to, aby zdravie bolo pevné. Nie je mozna iba proklamacia,
ale skuto¢na praca. Je to conditio sine qua non, teda o svoje zdravie je potrebné sa
aj starat. Bohuzial, v spolo¢nosti je vela jedincov, ktori st presvedceni, Ze
0 zdravie sa musi na prvom mieste starat’ iba zdravotnictvo a oni st pasivnymi
akceptatormi pokrokov a uspechov v zdravotnictve. V neposlednej miere st 1 taki,
ktori so svojim zdravim hazarduju, podcenuju rizikové faktory, pribuda pocet
urazov a ochoreni, ktoré zvySuju morbiditu a motralitu. Tejto skutocnosti sa
vyznamnym sposobom venovalo aj medzinarodné podujatie s nazvom ,,Selected
aspects of medical emergency in the Carpathian Euroregion “.
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Vedecké publikacie, ktoré sa venovali klI'aCovym otazkam je mimoriadne
zasluzné itym, ze prednasajuci sa podelili so svojimi skusenostami zdraviu
a emegencii Vv oblasti, v ktorej zariadeniach pracuju. Som pocteny, ze mdzem
V spolupréci s kolegom uviest’ na cestu tuto publikdciu, ktorej zeldm uspech.
Citatelom Zeldm nové poznatky a skiisenosti na prospech pokroku emergentnej
mediciny v karpatskom euroregione. Som v dobrej viere presvedéeny, ze tato
publikécia, ktora posielame na cestu splni svoje poslanie a Citatelom poskytne
informacie uzitocné vich zasluznej praci na prospech svojich pacientov tak
v terapii ale najma v prevencii.

Jaroslav Stanciak



Matus Baran

FLUID RESUSCITATION IN BURN TRAUMA

Clinic of Burns and Reconstructive Surgery, 1* Private Hospital, Kosice-Saca, Slovakia

Introduction

Burn trauma in the last years represents only about 1,8% from all accidents associated with
trauma in general but is connected with a mortality as high as 3,4%. Burn shock is a specific form
of hypovolemic shock characterized by intravascular volume depletion, elevated microvascular
resistance and also impaired cardiac output.

Decompensated burn shock is responsible for 10% of all fatal outcomes but the mortality of
multiorgan failure which is unambiguously associated with shock is around 33% also nowadays [1-
3].

Pathophysiology of burn shock

Immediately after burn injury there is a loss of vessel wall integrity not only
in the thermally damaged region but also in the whole circulation. The initial
protein loss is followed by massive fluid escape into the interstitium disturbing the
fluid, electrolyte, acidobasic and oncotic equilibrium. From clinical point of view
all these changes lead to decrease of circulating volume, oedema formation,
haemoconcentration, activation of coagulation cascade, decreased glomerular
filtration and urine output [2-5]. In decompensated form burn shock is associated
with severe hypoxia and oxidative stress, too [6-7].

From pathophysiological point of view these alterations are caused by a complex interaction of

o inflammatory response to the burn trauma including the massive release of
cytokines;

o release of toxic substances from thermally damaged cells and tissues;

e  stress reaction involving sympato-adrenal and hypothalamo-pituitary-
adrenocortical axis;

o reaction of the body to the pain;



e  aggravating conditions as inhalation injury, smoke intoxication, very young

or old age and preexisting comorbities.

Thermal injury causes an immediate vasoconstirction replaced with a massive dilatation of
arterioles and venules associated with increased permeability of the vessel wall. The increased
microvascular permeability is not restricted to the damaged area, is generalized and begins very
early (in minutes) after the accident. In its first stage macromolecules up to molecular mass 350
kDa escape into interstitial space and this is followed by massive outflow of water and electrolytes
from the intravasal space. The huge amount of fluid accumulated in the extravascular space is
associated with the decrease of the circulating volume being the most important feature of the
shock condition. Normalization of microvascular permeability begins after 12 — 24 of the trauma
depending on the degree of the burn and persists up to 72 hours. The course of oedema formation is
also strongly influenced by the timing and intensity of the fluid resuscitation.

Fluid replacement in burn trauma

The ideal method of fluid replacement in burn trauma is despite intensive research and
practical evidence gathered in the last 50 years is not a fully elucidated topic. From theoretical
point of view the ideal solution should be the application of fluids containing both electrolytes
(and small molecular weight substances as glucose) and macromolecules (albumin or arteficial
ones as dextran and its derivatives).

On the other side from practical point of view which is in full accordance
with our more than 40 years of experience [8] application of electrolyte formulas
(with a small colloid addition) is the method of choice. The contradiction between
the theoretical hypothesis and everyday practice could be easily however resolved.
The aim of fluid resuscitation in the first hours after burn trauma is not the
normalization of the oncotic equlibrium between the intra and extravasular space
but the prevention of hypovolemic shock caused by the loss of circulating volume.
Application of macromolecules in this stage is probably useless because of the
persisting increased microvascular permeability. The increased permeability in
burn trauma is generalized and in patients with body surface area burned (BSAB)
> 50 % as much as the half of fluid applied in the first 24 hours is displaced in the
tissues not affected. In the pulmonary circulation increased permeability occurs in
cases complicated with inhalation injury [9-15].

Practice of fluid replacement at the Clinic of Burns and Reconstructive
Surgery, Kosice-Saca

Fluid replacement at our clinic in is indicated if:
e BSAB grade 2 > 15 % in adults;
e BSAB grade 2 > 10% in children;

e any signs of menacing or developing shock are present.

In adults in the first 24 hour we apply 4 ml of Ringer solution according to Parkland formula
(Table 1) for each kg of the body mass multiplied with BSAB percents. Half of the amount is
applied in the first 8 hours, the second in the remaining 16 hours. During the second day half of the
amount applied in the first day. If possible 500 ml of electrolyte solution is applied already during
the transport to the clinic. Special attention is devoted to the adequate fluid intake per os in all
conscious patients.



In children we proceed accoding to the Carvajal formula (Table 2) [16],
based on total body surface (BSA) because the Parkland formula in children can
underestimate the amount of fluid necessary for shock prevention [17]. The
applied fluid contains also glucose and a small amount of albumin (400 ml Ringer
lactate, 100 ml 5% glucose and 30 ml 20% albumin; final albumin concentration
1,2%) In very young children we prefer hypotonic solution instead of isotonic one.
In this case the solution contains 400 ml 5% glucose, 100 ml Ringer-lactate and 30
ml 20% albumin. Its osmolality is 285 mmol/kg and final albumin concentration
1,2 g/l.

Table 1 Example of Parkland formula application in burns

Parkland formula: 4 ml/kg* % BSAB gr 2
Example: Patient body mass = 80 kg, BSAB gr 2 = 30%
Calculation: 4*80*30 = 9600 ml

Application:

1% — 8™ hour 9600/2 = 4800 ml (speed: 600 ml/hour)
9™ — 24" hour 9600/2 = 4800 ml (speed: 300 ml/hour)
2" day 9600/2 = 4800 ml (speed: 200 ml/hour)

Target urine output at least 0,5 ml/kg/hour. = 0,5 ml/kg*80 kg = 40 ml/hour

Table 2 Calculcation and example of Carvajal formula application in children

Carvajal formula: 2000 ml/m? body surface + 5000 ml/ %BSAB in the 1st day and
1750 ml/m? body surface + 3750 ml/ %BSAB in the 2™ day

Example: child with 15 kg body mass and 100 cm height, BSAB gr 2 =30 % (or 0,3)
Body surface area estimated according Dubois chart = 0,65 m?

Calculation, 1% day: 2000*0,65 + 5000*0,3 = 2800

Application
1% — 8" hour 2800/2 = 1400ml (speed: 350 ml/hour)
9" — 24" hour 2800/2 = 1400ml (speed: 175 ml/hour)

Calculation and application, 2" day:
1750*0,65 + 3750*0,3 = cca 2250 ml (speed: 90 — 100 ml/hour)
Target urine output ar least 1 ml/kg/hour. = 15 mi/hour.

Later the procedures both in children and adults are strictly individual according the clinical
condition of the patient including his or her diuresis, blood pressure and the laboratory results whit
special attention to:

o serum osmolality and lactate;

e electrolyte concentration in serum with special attention to K and Na.

e  acidobase;

o protein and albumin concentration in serum;

markers of kidney function;

o markers of coagulation and inflammation;

o blood glucose (repeatedly if elevated at admission and in patients with
diabetes mellitus);




e  antioxidant status.

In case of preexisting comorbities (diabetes, hypertension, coronary disease,
immunological disturbances) and complications (infection, smoke or CO
intoxication) the follow up is coordinated in the frame of team work with the
specialists from other fields.

Conclusion

Parkland and Carvajal formulas are only examples of many other
possibilities used in different burn centers around the word (e.g. Evans, Slater,
Brooke, MetroHealth or Demling formulas). Differencies between are based on
different portions and concentrations of electrolyte (crystalloid) and colloid
solutes. Up to date there is no general agreement or unified guideline based on
evidence based medicine. On the other hands in most of the big burn centres the
mortality and the residual invalidity after major burn trauma is rather low [1,2] due
to the creative and felxible use of local formulas and guidelines. At our center
founded in 1971 by late general retired P. Simko [18] with more than 40 years of
experience the results [19] unambiguously justify the treatment methods described
in this paper.
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L. Dernarova ', I. Ondriova ', T. Fertalova !, B. Kollarova 2

SPECIFICS OF COMMUNICATION OF PARAMEDIC
WITH HANDICAPPED HEARING PATIENT

'Department of Nursing
2Department of Urgent Health Care University of Presov in PreSov, Faculty of Health
Care

Communication with the handicapped hearing person is a long lasting and
without the help leads to misunderstandings. During first aid provision, patients
may be in shock, disoriented, or agitated and unable to adequately explain what
happened. It is more difficult for the handicapped hearing patients, to which even
establishment of basic diagnosis is very difficult as they have a handicap. For
paramedics this may be even more demanding, because they face the situations,
where every second defines the boundary between life and death. Therefore, we
expect that effective communication will contribute to a higher quality of services
provided and satisfaction of both communicating entities involved.

"Communication is the process of exchange, understanding and mediation of
messages or information of each kind" (Krahulcova, 2003, p.12). Ways, means and
channels of communication are essential for an effective human community and
full interpersonal relationships. Any obstacle in communication skills has far-
reaching and serious consequences. Communication processes and understanding
processes are not identical. It is possible to communicate without an
understanding. In professional health care the need for effective communication
restricted by handicapped hearing disabilities leads to following tendencies:

e celaboration and use of specific communication forms, ways and means of
communication, for example by stimulating the formation of oral speech, lip-
reading sounds and speech understanding or only visually, using a specific
written language,

e creation of new and alternative forms of communication for handicapped
hearing population,
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e use of technical means to create or to compensate the lack of handicapped
hearing patient’s feedback.

"There is no single or best method, way, mean of communication, but there
is a wide range of options for overcoming of communication barriers on the basis
of individual abilities of handicapped hearing patients" (Krahulcova, 2003, p.14).

The primary form to overcome the communication berries with handicapped
hearing patient is sign language. At the beginning it is very important for the
paramedic to know how to make a correct contact with handicapped hearing
patients. According to Tarcsiova (2005) attracting of one’s attention is the best
start of communication with handicapped hearing patient. It depends on whether
we want to attract one person or a whole group.

We can draw attention of handicapped hearing patient by:

e touch - touch is officially allowed only in certain places - especially on the
hands. For handicapped hearing patient it touch on the back or touch on the
head very uncomfortable.

e waving - is used when we want to contact deaf at a greater distance, but we
should stand in the vision field of our partner.

We can draw attention of group of handicapped hearing patients by:
e vibration—by hitting the floor (trampling) and the table (knocking)
e flashes— most used is short interruptions of light to draw attention of a
number of people where it would be long lasting process to contact each
person individually.

Linhartova (2007), Janackova a kol. (2008), Beno-Tarcsiova-Capikova
(2012), sets out the principles of communication with handicapped hearing
patients, used in practice. Paramedic should stand in a good light, not for the
handicapped hearing patient to be against the light. To communicate with
handicapped hearing patient is required mutual eye contact, the breakage of eye
contact with the handicapped hearing patient means the end of communication It is
important for paramedic to speak slowly, smoothly and with good articulation.
Excessive head jarring enables lip-reading. It is recommended to use the well-
known words, simple sentences, avoiding of foreign words, dialect, and irony.
Handicapped hearing patient maintains a greater distance, for his better
understanding of lip - reading, which should be at eye level of observer. Hard
hearing patient is trying to use remains of his hearing and therefore prefers to
communicate at closer distance, which can inadvertently disrupt other’s personal
zone (Dynakova, 2005). The distance between the speaker and observer should not
be greater than 1.5 meter and not less than 0.5 meter. We should always check
given information, to make sure that handicapped hearing patient understood it
right. There should be no obstacle between speaker and observer (hand, cigarette,
chewing gum) (Dynakova, 2005).For handicapped hearing patient Slovak
language, respectively any other mother language is a foreign language and lip-
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reading is quite difficult and no one will last too long. If possible, let the
handicapped hearing patient to choose the best communication system (Dynakova,
2005). It is appropriate for health care professionals to know finger alphabet to
spell some words. If that does not help, we can use pen and paper, even though it
may not always be effective due to the fact that some handicapped hearing patient
do not have adequate or extensive vocabulary. If we are not able to communicate
and the situation permits, it is appropriate to provide an interpreter. Most
interpreters are hard hearing, but may be contacted by writing such as through
SMS or e-mail. If the patient situation is serious, most appropriate way is to get the
interpreter as soon as possible directly to the hospital. In cases where the patient
has its own interpreter with him, it is important to say that the interpreter is
primarily "'a bridge of communication, he is like an air™. Paramedic should
always speak towards the patient and not toward the interpreter. Interpreter "just”
translates expressions of doctor, paramedic and patient what mainly helps to
interpret patient’s health problems and thereby accelerates determination of
diagnosis and setting of effective treatment. We should offer sufficient time for the
interpretation because during questioning or discussion time lag occurs.

Person speaking sign language uses 3D space so called the sign area, which
is determined horizontally and vertically (Figure 1, 2).

It is an area which is bounded approximately by open elbows, over the
vertex and belt (Tarcsiova, 2005). In sign language the best is the face — to — face
position, because it would be difficult to read from from the profile gestures.
Handicapped hearing person can be observed at a glance but needs to be
understood as a whole. Hands should be in neutral and central location in the front
of the chest when using sign language (Csonka et al., 1986). For most of the
population this is incomprehensible communication and in interpersonal contact is
so useless (Slowik, 2007).

Picture 1 The sign area Picture 2 Monitoring the expressions of
handicapped hearing (Rebrova, 2007)
(Kucharova, 2005)

Frequently used expressions of rescue worker in the process of
communicating with of handicapped hearing patients:

| Hello | 1 will measure your blood pressure. |
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How did it happen?

What is your name?

Does something hurt you?
Thank you.

Good afternoon.

I want to help you.

Where are your parents?

How old are you?

Are you being cured for something?
Do not worry.

I will leave a tube in your hand

Do not worry, it will hurt a bit

I will give you splint on your hand/leg.

I will take you to the hospital.

I will pinch you.

I will help you.

My parents are on the way.

I will tear your shirt/trousers.

Are you allergic to something?

I am a rescue worker.

Does this happen before?

You are safe now.

I know you are handicapped hearing.
Do you know your parents telephone number?
My name is

I will call your parents.

Basic recommended communication scheme: paramedic — handicapped

hearing patient

For the first contact of paramedic with the patient is necessary to respect the
specificity of the situation in which the handicapped is. At the beginning of

communication we use common social

principles and general rules for

communication with handicapped hearing patients. Subsequently we modify the
communication process according to circumstances and health of the patient. An
example of a communication scheme of rescue worker with handicapped hearing
patients using sign language after the arrival to the exit point is shown below.

14




Good Afternoon

\ |

I am a rescue worker

-

What happened?

*84

What is Your name?




How old are You?

Where are the parents?

Adress

Transport

16



Department of traumatology

Pain?

Calm down

17



&

I will provide you the first aid

|
I‘
<

I will give you a painkiller

& #d

Do you have insurance card?

Thank You Good Bye
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Based on personal experience gained from working with handicapped
hearing patients we present model the situation in which we describe the process
of communication between paramedic and hearing handicapped patient. The
process of a communication is based on the situation and the patient's health
situation. For each patient, a paramedic determines his anamnesis (personal, drug,
allergies, and other). It is very important to obtain all information needed from
handicapped hearing patient and explain him all the procedures that will happen.
We added photo documentation to the model situation that illustrates the process
of communication in sign language in the pre-hospital emergency care. The aim is
to describe the communication algorithm of effective communication of rescue
worker with handicapped hearing patients.

Model situation

The Regional Operations Centre has been reported a 16 year old girl who has
pain in her leg after falling down from the stairs. Paramedics are being sent to
given destination. By the arrival, the paramedic discovers that the girl is
handicapped hearing patient. The communication is difficult for this patient, which
disables correct determination of anamnesis. Interpreter has been contacted to
come to hospital in shortest time possible.

Presentation of the communication between paramedic and handicapped
hearing patients using sign language

Table 1 Description of communication: paramedic and handicapped hearing
patients

P-patient Pictures in
R- Description of communication sign
paramedic language
R Hello, | am rescue worker? What is your name? pic. 3—6
P Laura.
R What has happened? What does hurt you? pic. 7-8
P I have felt down from the stairs and my right leg hurts
me.

19




You have it probably broken. I'll give you a splint and

R some painkillers How old are you? Pic.9- 14

P | am 16 years old.

R Where are your parents? What is your address? pic. 15 - 17

P They are at work. pic. 18

R Are your parents handicapped hearing? pic. 19

P No, they are not.
Do you have their telephone number? We will call | .

R . pic. 20 - 22
them. Do you have an insurance card?

P Yes | do.
Can you please give it to me? Thank you. I will

R measure your blood pressure and pulse. Do you have | pic. 23 - 28
any diseases?

P No I don’t. I am healthy.

R Are you allergic to something? pic. 29

P No | am not. Do | have to go to the hospital? pic. 30

R Yes, you have to. They will take you to X-ray. Pic. 31

R We will take you to the ambulance and then, we will bic. 32 - 36

take you to the department of traumatology.

Pic. 3 Good afternoon

Pic. 4 Paramedic

20




Pic. 5 What is Pic. 6 Your name?

Pic. 7 What happened?

Pic. 8 Pain?

21
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Pic. 9 You have...

Pic. 10 ... a broken leg




Pic. 12 ..

. asplint on your leg
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Pic. 13 medicine

Pic. 14 How old are You?




Pic. 15 Where are...

Pic. 16 ... parents?
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Pic. 17 Address?

Pic. 18 They are at work




Pic. 19 Handicaped hearing?

Pic. 20 Cellphone

Pic. 21 To call
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Pic. 22 Insurance card

Pic. 23 Please
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Pic. 24 Thank You

Pic. 25 I will measure your...
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Pic. 26 Blood presure

30

Pic. 27 Pulse




Pic. 28 Disease

Pic. 29 Alergy

31



32

Pic. 30 Do | have to go to

Pic. 31 You have to go




Pic. 33 X-ray

Pic. 32 Examination
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Pic. 34 Ambulance

Pic. 35 Transport




Pic. 36 Department of Traumatology

We believe that knowledge of the basic attributes of a communication
between handicapped hearing patient with paramedic will improve the quality of
work of rescue teams in these sporadic, but specific and demanding situations.
Working with handicapped hearing patient has taught us that life continually offers
us more chances how we can improve our work. At the same time we are
convinced that when they decide to do something with our heart, this is usually the
right thing to do. We have learned that although a handicapped hearing patient has
any kind of problem he may not be alone in solving it. In case there is any more
interest in the given issue we have prepared more model situations that can be find
in listed publications: Manual of communication of healthcare worker with
handicapped hearing patient and Communication of healthcare worker with
handicapped hearing patient.
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Introduction

Necrotizing fasciitis in general (irrespective of location) is a soft tissue infection leading to

rapid and extensive tissue destruction and often to sepsis. If perineum and scrotum are involved, the
condition is referred to as Fournier’s gangrene. This clinical syndrome was described by Yean
Alfred Fournier, a French venerologist in 1883. The incidence of Fournier’s gangrene is rather low
but after its manifestation its development and progression is often fulminating and can rapidly
cause sepsis, multiple organ failure and death. [1-5].
Risk factors of both necrotizing ganrene and Fournier’s gangrene include old age, diabetes,
alcoholism, malignancy and immunocompromised state and many others. On this terrain a mixed
aerobic and anaerobic bacterial flora can easily settle down, acting as causative agents and the
picture is often complicated by involvement of fungi.

Pathogenesis

Pathogenesis of severe FG begins mostly with multibacterial infections including both
aerobic and anaerobic Gram-positive and negative organisms, especiall in the abdominal wall and
the perional area. Predisposing factors of FG in addition to the establised risk factors listed above
include [6,7]:

e advanced age;

e Dbadly compensated diabetes mellitus;
e malnutrition or obesity;

e chronic alcoholism and/or drug abuse;
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e decreased imunity (e.g. AIDS) and immunosupression (e.g. after long-term
corticosteroid therapy) and also in patients after organ transplantation;

chronic obstructive lung disease;

congestive heart disease;

serious trauma and

chronic venous or lymphatic insufficiency with tissue oedema.

Clinical manifestation

The infection commonly starts as a cellulitis adjacent to the site of entry, commonly in the
perineum or the perianal region. The local signs and symptoms develop in a short period
dramatically with significant pain and swelling. Crepitus of the inflamed tissues is a common
feature because of the presence of gas, formed by anaerobic microorganisms. The subcutaneous
inflammation usually worsens and necrotic patches start appearing over the overlying skin and they
progress to extensive necrosis. Systematic clinical symptoms, as hypotension, fever, tachycardia,
tachypnoe, mental disturbance, tremor, and abnormal laboratory findings as leucocytosis,
coagulopathy, and metabolic acidosis develop in a short time and can lead to sepsis and multiorgan
failure [8-9].

Treatment

The management of Fournier’s gangrene include intensive antibiotic treatment according to

the results of microbial assays, early and aggressive surgical debridement, fluid replacement and
supportive care according to the clinical signs and laboratory results.
From the surgical point of view, it is necessary to excise the infected skin, subcutaneous fat, and
fascia, and to preserve the normal tissue. Further surgical debridement is needed if residual necrotic
tissue remains in the unhealed wound. Reconstructive procedures are required for large skin and
soft-tissue defects. The commonly used reconstructive procedures include the split-thickness skin
graft, full-thickness skin graft, local advancement flap, fascio-cutaneous flap and also muscle or
myocutaneous flap if necessary [10-12].

Hyperbaric oxygenation according to our experience is an intergal part of
Fournier’s gangrene treatment. It reduces systemic toxicity, limits necrosis and
enhances the demarcation of gangrene [13]. In clostridial gangrene (and also in
suspicious cases before arrival of the microbiological results as assessed from the

crepitation) the use of HBO therapy should precede the surgical intervention.

After successful surgery treatment is continued under the conditions of an intensive care unit
including eventual mechanical ventilation in case of respiratory failure, hemodialysis in case of
renal failure and cardivascular support in decreased cardiac function.

Conclusion

The successful management and the survival of the patients with Fournier’s
gangrene which in general has a very unfavourable prognosis [14], can be
achieved through:

o Promt diagnosis with early and aggressive surgical intervention.
o Early identification of the etiological agents and immediate appropriate
antibiotic treatment.
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Hyperbaric oxygen as adjuvant therapy to surmount the anaerobic
superinfection.

Haemodynamic and other organ replacement and supportive treatment

Intensive monitoring of the clinical signs and the laboratory results of the
patient.

This is possible only through a coordinated action of a multidisciplinary team, including specialists
from the microbiological and biochemical laboratory. At our clinic in the last 10 years, we have
reported 6 cases of Fournier’s gangrene. Four of them survived this condition, including the last
patient reported by us in [15]. Both fatal outcomes were connected with advanced stage infaust
prognosis malignancies.
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Introduction

Emergencies occur daily all over the world. Both natural and human-caused
disasters can create an emergency. Events like various pandemic diseases or a
terrorist attack, as well as flood, fires, earthquakes and other natural disasters
require that the people most directly are able to communicate effectively and
efficiently with those who are trying to help them e.g. paramedics. In emergency
situations communication sometimes fails between potential victims and medical
personnel and it can have dire cosequences including unnecessary pain,
misdiagnoses, drug treatment errors, even death. These communication failures
often occur for a number of reasons. For example, a person may have difficulty in
speaking or understanding a paramedic because of a preexisting condition like
disabilities affecting hearing, seeing, speaking, understanding or talking to people
who speak a different language. Bajtos (2004) considers the language competence
as the key competence in lifelong learning. Communication may also be difficult
when people are under intense stress, which is inevitable during an emergency.
Emergencies place creates communication processes that are often significantly
different from the demands of non-emergency circumstances. Emergencies often
involve escalating and evolving events that demanding high performance and
flexibility from the systems that provide emergency communication services.
Message prioritisation, automation of communication, fast message delivery,
communication audit trails, and other capabilities are often required by each
unique emergency situation. Inadequate emergency communication capabilities
can have consequences that are inconvenient at best and disastrous at worst.
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Communication failures are common contributors to averse events (Coiera, 2006).
People in emergency situations report instances in which communication barriers
reset in feelings of anxiety, fear, flustration, unrecognized pain and overall loss of
control. Paramedics often face an especially critical need for communication. They
must accurately assess each person’s need in order to administer the proper care in
the field. Sometimes they must rely on simple, low-tech products (communication
picture boards, pocket communicators, dictionaries, etc.) or use interpreters to give
the best possible care.

Communication system

A communication system involves people, messages they wish to convey,
technologies that mediate conversations and organizational stuctures. Elements of
communication system include the following:
e Communication channels (face to face conversations, telecommunication

channels, written channels)

e Types of messages (informal messages, formal messages, computer-generated
alerts, laboratory results)
Communication policies (formal procedures, new technology)
Communication services (telephone line, fax, the Internet browsing services)
Communication devices (telephone, fax machine, personal digital assistent)
Interaction modes (ringing of a computer tone when a message arrives)

Today, modern communication tools such as smartphones, flat-panel digital
signage, GPS, and text-to-speech are changing the way in which people are
notified of emergencies. Furthermore, those instructions might even be customized
for peoples' specific and unique circumstances. For example, smart-phones may
have geo-location abilities that allow a map of safe locations to be shown.

Communication teaching

Communication teaching at universities should focuse its attention on the
actual language of the user in a particular situation in regard to the relationship of
partners and communication objectives. The aim of successful communication
teaching should be a practical training of future paramedics to communicate in
different situations. Induced situation model, the environment, as well as the
general trust, can create very good conditions for the selection and application of
modern methods and indicate personal and professional communication skills in
paramedics, which must be fully developed and practised in this type of education.
Vocational language teaching at universities should prepare students for academic
needs, but also for practical job requirements. It is vital to build them together with
other professional skills, so that they can respond promptly and properly in the
new labor market situations and solve any problems in the target language.
According to Manak (2011) in modern society theory and practice have wide,
often different background, but still exist the close connection between them.

Communication Devices
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There are primarily two major types of communication devices: those for
individual people and those for groups of people. Public communication devices
are the devices that are designed to deliver a communication to more than one
person as a single process at the same time. Examples include a digital electronic
sign, a loud speaker or a large flat panel display on a wall. A private
communication device is a device that is designed to deliver communication to one
person at a time through a single process. Typically, a single person is in control of
such a device which is usually not shared. Examples include a cell phone, a text
message on the cell phone, an email, or a message over a 2 way radio.

e Mobile phones

Mobiles phones may be considered a private communication device, because they
are usually associated with or owned by a single individual. One possible
limitation of using mobile phones for emergency communications, in a bomb-
threat situation, for example, might include the potential of cellular networks
disabled for fear that a bomb might be detonated using a cellular phone.

e Line-based phones

These phones, in whole or in part of (e.g.a cordless telephone with base station)
are physically connected to and rely upon a wire (often called a landline) to
operate. Like mobile phones they are often associated with a single person, family
or business. Regardless, this method may be considered private due to a single
phone device inherent weakness in reaching large numbers of people at the same
time.

e SMS/Text messaging

SMS text messages should be considered a type of private communication because
they are directed toward a specific mobile phone number; and thus, they are
designed to reach one person at a time without the general public knowing
anything about the message. A limitation in using SMS messaging for emergencies
might be that it doesn't meet the needs of emergency communication such as it
must be highly reliable, secure, have excellent access control, and high-speed
delivery.

o Social Media - Syndicated Emergency Communications

Twitter is an online social network and micro-blogging service utilizing SMS text
messaging. Facebook may have potential for emergency communication, as it has
a large involved user-base.

e Electronic mail

Email should be considered a type of private communication because it is sent to
a specific email address, which is associated with a person. Emails can be sent to
multiple people.

Limitations of Emergency Communication Systems

Depending on the location, time, and nature of the emergency, a large
variety of limitations could present themselves when it comes to communicating
details of an emergency and any resultant actions that may need to be taken to
protect life and property. For example, an audio public address system might be
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rendered ineffective if the emergency happens to be an explosive event which
renders most or all of those affected deaf. Common example might be the
limitation of a fire alarm’s siren component in a school for deaf students. Another
example of a limitation could be the overloading of public services (such as
cellular phone networks), resulting in the delay of vital SMS messages that may be
too late. An effective emergency communication system should arguably be able
to overcome as many of these potential limitations, as possible.

Aim of work

The objective of our work is to draw attention to the importance of
communication skills in practice in future paramedics. We focused on the future
employment level of our university graduates in health care system. We want to
ascertain whether respondents are able to use their vocational language knowledge
in practice, or have problems with its using, next we want to know which language
has the greatest practical use, and what their most motivating factors for vocational
language learning are.

Material and methods

In examining the problem we used the method of questionnaire, the return of
questionnaires was 100%. The experimental group consisted of 50 (14 women and
36 men) respondents from the Faculty of Health Care, University of Presov in
Presov, full-time and part-time students in course of emergency health care. The
survey was conducted in January 2011 - February 2012. The results are reported in
tables below.

Results

In our research we found out that almost all respondents (97%) answered
positively that during the practical training in hospitals they had already used
vocational language to communicate with patients from other cultures and only 3%
answered negatively (tab. 1).

According to answers of our respondents 17% of the respondents used the
vocational language many times in their practice, 51% used it more than once,
24% only once and 8% of the respondents did not use it (tab. 2).

Almost half of the respondents (43%) identified English language as a
foreign language the most frequently used in practice, 29% considered German
language as the most useful in practice, 22% of the respondents identified Russian
language and 6% other languages - Ukrainian, Hungarian, Polish and language of
Romes (Romany language) (tab. 3).

More than half of the respondents (57%) consider professional
communication as the most important skill in the specialized language training
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(tab. 4). Other skills followed in this order: writing (24%), reading (13%) and
listening (6%).

Table 5 shows that only 9% of the respondents are able to communicate in
their field of university study without problems, 55% of the respondents with some
small problems, 26% use only the basic specialized terminology. Our results also
showed that there was no respondent who was unable to use at least the basis of
specialized terminology in practice.

As we can see in table 6, desire to work abroad in the field of study (42%) is
the most important motivating factor to learn the vocational language. Other
motivating factors followed in this order: better financial possibilities of foreign
work evaluation (43%), ability to communicate in another language as a mother
tongue (13%), desire for higher educational level (8%) and better opportunities for
career development (4%).

The data in the table 7 shows that 60% of the respondents consider the
vocational language training as a very important part of their university study, 32%
of the respondents consider the vocational language learning not so important and
8% of the respondents do not consider it important at all.

Table 8 shows the most common causes of communication failure. 50% of
respondents consider communication barrier as the most common cause of
communication failure, 25% respondents consider failure of low-tech products,
24% consider difficulty in speaking and understanding and 1% answered that the
most common cause of communication failure is stress of a casualty.

Table 1 Vocational language using in practice

Vocational language using in practice | The number of respondents (n = 50) | Percentage %

yes 47 97

no 3 3

Table 2 Frequency of vocational language using in practice

Frequency of specialized language use in| The number of respondents (n|Percentage
practice = 50) %

many times 9 17

more than once 26 51

Only once 12 24

not at all 3 8

Table 3 The most frequently used foreign language in practice

The most frequently used foreign language | The number of respondents (n | Percentage
in practice = 50) %
English language 21 43
German language 15 29
Russian language 12 22
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Other language (Hungarian, Polish, 6
Romany)
Table 4 The most used skills in vocational language

Types of skills in specialized | The number of respondents (n =|Percentage
language 50) %
communication 28 57
writing 12 24
reading 6 13
listening 4 6

Table 5 Problems with vocational language using in practice
Problems with specialized language using in | Number of respondents (n = | Percentage
practice 50) %
no problems 8 9
small problems 29 55
only basic vocational terminology 13 26
do not speak at all 0 0

Table 6 The most important motivating factors to learn a vocational language

The most important factors motivating respondents to | Number of Percentage
learn a vocational language respondents (n =50) | %

work in the field of study 19 42

better financial possibilities 11 33
possibilities to communicate in a foreign language 9 13

desire to get a higher education 7 8

better possibilities to develop their own career 4 4

Table 7 Importance of vocational language teaching in university study programmes

Importance of vocational language teaching in|Number of Percentage
university study programmes respondents (n = 50) | %

very important 29 60

not so important 14 32

no importance 7 8

Table 8 Causes of communication failure between the casualties and respondents

What are the most common causes of Number of Percentage
. . respondents
communication failure? T %
(n=50)
casualty has difficulty in speaking and understanding | 11 24
failure of low-tech products 12 25
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casualty speaks a different language 25 50

casualty is under stress 3 1

Discussion

The globalization process in society requires a new profile of the university
graduate, including language skills. According to Bromme & Tallema (1995)
curriculum of language education is designed to create learning experience and
creative thinking skills by requiring the students to define the tasks, set goals,
establish criteria, activate basic knowledge, generate additional ideas and
questions, organize, analyze and integrate all theory into practice.

It is also important to activate an interest in language training at advanced
age, in part-time forms of university study or various specialized courses
(Farkasova et al. 2005, Hornakova 2009). It will be necessary to try to encourage
the development of master's programmes for paramedic students or other higher
education long-life learning programmmes aimed at developing the professional
and language skills. One of the most influential authors in the area of motivation
learning was Abraham Maslow (1954). In Maslow's theory (1987) all of the
factors influencing motivation are joined into one model and desire for self-
realization is considered to be one of the most important motives of language
learning (Hornakova, 2008). In our research we tried to confirm this theory by
motivating factors such as desire for developing the higher educational level and
better opportunities for career development and do well in the labour
market.According to Farkasova et al. (2005) it is important to educate health care
professionals in communication theoretically but also practically not only during
school lessons at secondary schools and universities but also in various seminars,
workshops or courses.

Practice recommendations are:

- work together with local emergency services

- educate paramedics in communication theoretically but also practically not only
during school lessons at universities but also in various seminars, workshops,
courses and other free-time activities outside the teaching process support
developing of Master study programmes and other educational programmes
focused on professional and language skills which should be developed
continuosly in long-life learning process- encourage vocational language learning
in students at higher age, e.g. part-time form of university study.Conclusions

We came to the conclusion that we agree with Bromme & Tillema (1995:
262) who presented the fact that in the highly-developed countries a professional
preparing for demanding professions is the main task which is transferred to
universities and practical training should be a part of their study programme. Our
results showed the importance to train communication skills in foreign languages
as a part of the university education. We suggest that future paramedics should be
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theoretically prepared in vocational language learning, they should continue
studying vocational language after finishing the study, they should take part in
professional seminares and conferences, read foreign professional literature and
take advantage of opportunity to be in touch with the vocational language as often
as they can. We should always remember that good communication helps improve
patient safety.

References

1.

BAJTOS J. 2004. Location of key competences for lifelong learning 21st
century. Acta Humanic of teachers in the information society. Zilina 2004; 1, s.
43-48; ISSN 1336

BROMME, R. & TALLEMA, H. 1995. Fusing experiences and theory. The
structure of professional knowledge. Learning and Instruction,1995; 5 (4),
S. 261-267.

COIERA, E. Communication Systems in Healthcare. Journal List: The Clinical
Biochemist Reviews, 2006; 27(2); s. 89-98.

FARKASOVA, D. 2005. Osetrovatel’stvo- teéria.2. vyd. Martin. Osveta, 2005;
215s. ISBN 80-8063-182-4

HORNAKOVA A. Zvysovanie motivicie na ucenie sa odborného jazyka.
Odborny jazyk na vysokych skolach V [elektronicky zdroj]: sbornik praci
Z mezinarodni konference. Praha: Ceska zemédelska univerzita v Praze; 2009:
s. 85-87. ISBN 978-80-213-1901-1.

HORNAKOVA A. Motivicia ucit sa odborny jazyk. Kvalita jazykového
vzdelavania na univerzitach v Europe 1. medzindrodné sympo6zium - zbornik
prispevkov. Bratislava: CASAJC, 2008; s. 73-80; ISBN 978-80-225-2647-0.
Prispevok vysiel aj vo forme abstraktu. Kvalita jazykového vzdelavania na
univerzitach v Eurépe II: zbornik abstraktov. Bratislava: CASAJC, 2008; s. 12-
13.

MASLOW A. Motivation and Personality (3rd edition) New York, Harper and
Row 1987; s. 306

MANAK, J. K problému teorie a praxe v pedagogice. Pedagogické orientace,
2011; 21( 3) s. 257-271.

47



B. Kollérovél, M. Gul’aéovéz, M. Rel’ovskél, L. Mizenkova®

METODIKA HODNOTENIA VYSLEDKOV LIECBY
POHYBOVEHO APARATU

'Presovska univerzita v Presove, Fakulta zdravotnickych odborov, Slovakia
“Presovska univerzita v PreSove, Filozoficka fakulta, Institat psychologie, Slovakia

Uvod

Postihnutie pohybového aparitu z urazovych aj neurazovych pricin
predstavuje zavaznq, Casta a spoloCensky vyznamnu formu postihnutia zdravia vo
vSetkych vekovych kategoriach. Na zaklade prideleného grantu Kultirnej
a edukacnej grantovej agentiry Ministerstva Skolstva, vedy, vyskumu a Sportu
Slovenskej republiky zacala vroku 2011 Fakulta zdravotnickych odborov
PreSovskej univerzity vV PreSove v spolupraci s Klinikou trazovej chirurgie
Fakultnej nemocnice J. A. Reimana v Presove realizovat’ projekt zamerany na
implementaciu vhodnej metodiky hodnotenia vysledkov liecby pohybového
aparatu. V prvom roku rieSenia sme sa zamerali na rozSirovanie a ziskavanie
novych poznatkov vo vztahu k hodnotiacim systémom postihnutia pohybového
aparatu. V Sirokom spektre r6znych hodnotiacich systémov sme sa usilovali o ich
sumarizaciu a triedenie s cielom navrhnit' efektivne metodiky pre posudenie
miery postihnutia pohybového aparatu v $pecifickych podmienkach.

Pre subjektivne hodnotenie postihnutia hornej koncatiny je v celosvetovom
meradle vSeobecne akceptovany hodnotiaci systém DASH (disabilities of the arm,
shoulder and hand - postihnutie pleca, ramena a ruky). Pre jeho pouzitie
Vv Slovenskej republike sa vyzaduje zlozity proces jazykovo-kultirnej adaptécie,
ktory sme v spolupraci s InstitGitom pre pracu a zdravie (d’alej IWH) v Toronte
zacali realizovat. Tato vedecka inStiticia sa zameriava na prakticka realizaciu
a testovanie hodnotiacich systémov.

Metodika
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Proces medzikulturneho prisposobenia pozostaval z viacerych etap. V prvom
Stadiu boli urobené dva pociatocné preklady dotaznika zo zdrojového (anglického)
jazyka do ciel'ového (slovenského) jazyka dvoma nezavislymi prekladatelmi
s odlisSnymi profilmi, ktorych cielovy jazyk bol materinsky. Prvy prekladatel’ mal
vedomosti 0 obsahu DASH z klinickej perspektivy a druhy tkz. naivny prekladatel’
bol bez klinického pozadia. V druhom S§tadiu bola vykonana syntéza dvoch
slovenskych prekladov do jednej verzie na zdklade konsenzu prekladatelov
s cielom riesenia a odstranenia diskrepancii v ramci jazyka a kultary. V trefom
Stadiu dvaja nezavisli prekladatelia, ktorych materinskym jazykom bola anglic¢tina
zabezpeCili spétny preklad do pociatocného jazyka, aby sme sa uistili, Ze
predkladanad verzia odraza obsah poloziek pdvodnej verzie. V nadvdznosti na
uvedené aktivity prebehlo hodnotenie celého procesu, analyzovanie
a posudzovanie vsetkych verzii a zloZiek dotaznika s cielom dosiahnut’ v§eobecnu
zhodu a vypracovat’ predfinalnu verziu dotaznika [1].

V stcasnom obdobi sme ukoncili pilotdz na skiSobnom subore pacientov.
Realizovali sme ju u vybranej vzorky respondentov z ciel'ového suboru. Do suboru
boli zaradeni pacienti starSi ako 18 rokov so zlomeninou diafyzy humeru
a zhodnou metodou liecby - antegradny zaisteny klinec (T2 Humeral nail, fy
Stryker); klince istené staticky; ramenné kosti predvftané; klince aplikované
centralnym vstupom cez hlavu ramennej kosti.

Vyltcili sme polytraumatizovanych pacientov a pacientov s patologickymi
zlomeninami. VSetci pacienti boli minimalne rok po vykonani operacného
zakroku. Oslovili sme celkom 36 pacientov, ztoho nam odpovedali 34,
1 neodpovedal, 1 pacient exitoval. Subortvorilo 9 muzov a 25 Zien s priemernym
vekom 49,15 (SD 18,81). Respondenti vyplnili 30 dotaznikovych poloziek
pracovného modulu a modulu o $porte. S kazdym respondentom bol realizovany
individualny rozhovor s cielom zistit' pripadné tazkosti pri vyplhani dotaznika.
Ukézalo sa, ze formuléacia a zrozumitel'nost’ jednotlivych poloziek v dotazniku je
pre pacientov dostatocne akceptovatel'nd a vyplnenie dotaznika im nespdsobovalo
vyraznejSie problémy.

Vysledky

Vystupy pilotaze sme podrobili skimaniu a Statistickej analyze pomocou
programu SPSS 19.0. Pri overovani vnutornej konzistencie sme pouzili
Cronbachovu alphu. Jej hodnota 0.996 poukazuje na vysoku interni konzistenciu
dotaznika. Pre overenie validity sme pouzili kriteridlnu validitu, priCom ako
kritérium vystupov dotaznika sme pouzili parcidlne vystupy vySetrenia pacientov,
konkrétne meranie pohyblivosti ramena, abdukcie, flexie a extenzie, flexie lakta
a svalovej sily, ktoré realizoval lekdr v ramci objektivneho vySetrenia pacienta.
Vysledky Spearmanovho korela¢ného koeficientu sa pre korelacie DASH poloziek
a vSetkych uvedenych kritérii pohybovali v rozmedzi 0,7983 — 0,9852 na hladine
vyznamnosti p.001. Ide o vysoko signifikantné koreldcie. Pre vypocet sensitivity
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sme pouzili Logisticku regresnt analyzu, metdédou logit model, kde nasou zavislou
premennou bolo dichotomické delenie hrubého skére DASH dotaznika: 1 pre
dobré skore, 0 pre zI¢é skore. Nezavislymi premennymi boli DASH skore, abdukcia
ramena, flexia a extenzia, flexia lakta a svalova sila. Pre vypocet sme pouzili
metodu enter. Sumarne vysledky zistené na hladine vyznamnosti p.01 preukazali,
ze modely, pre ktoré boli ocakdvané vysledky v podskupindch su dobre
kalibrované. Vo vsSeobecnosti mdézeme povedat, ze psychometrické parametre
slovenskej verzie DASH dotaznika su vyrazne signifikantné a umoziuju pouzitie
nastroja pre ziskanie generalizovanych vystupov merani na slovenskej populacii.
Vysledky tejto etapy boli sumarizované a spolu s ostatnymi materidlmi predlozené
na posudenie IWH.

Zaver

ZavitSenim procesu by mala byt dostupnost uznidvaného a vo svete
Standardne pouzivaného dotaznika DASH pre univerzalne subjektivne hodnotenie
postihnutia ktorejkol'vek Casti hornej koncéatiny odbornej verejnosti v Slovenskej
republike. Mozeme konsStatovat, Zze po kompletnom postdeni vsetkych
dokumentov, IWH udelil stihlas so slovenskou verziou dotaznika DASH a QUICK
DASH. Upravena verzia dotaznikov je zverejnend online na webovej stranke IWH
¢im je dostupna Sirokej odbornej verejnosti pre nekomeréné tcely v klinickej praxi
a vyskume [2].
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VZDELAVANIE ZDRAVOTNICKYH ZACHRANAROV
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Uvod

Slovenska republika (dalej SR) vznikla ako samostatny $tat 1. janudra 1993
rozdelenim Ceskej a Slovenskej federativnej republiky na dva samostatné §taty.
Od roku 2004 je riadnym ¢lenom Europskej tinie. Ma rozlohu 49 034 km?a pocet
obyvatelov (k 31.03.2012) 5404 555. Uzemnospravne sa Slovenska republika
¢leni na 8 krajov, 79 okresov, 138 miest a 2749 obci.

V stvislosti s reformou slovenského zdravotnictva po roku 2004 dochadza
prijatim novych legislativnych noriem k zdsadnej reorganizacii systému
poskytovania zachrannej zdravotnej sluzby. Oproti pdvodnému stavu sa takmer
trojnasobne zvySuje pocet stanic zachrannej zdravotnej sluzby (d’alej ZZS).

Siet’ poskytovatelov ZZS stanovena vynosom ministerstva zdravotnictva SR
definuje 280 sidel stanic ZZS: 155 ambulancii typu rychlej zdravotnej pomoci
(dalej RZP), 118 ambulancii typu rychlej lekarskej pomoci (d’alej RLP),
4 ambulancie typu rychlej lekarskej pomoci — mobilnej intenzivnej jednotky (d’alej
RLP/MIJ) a 7 sidel stanic pre vrtulnikova ZZS (dalej VZZS) s cielom
zabezpeCenia primeranej dostupnosti neodkladnej zdravotnej starostlivosti.
Prehl'ad po¢tu ambulancii ZZS na zdklade uzemnospravneho clenenia SR je
uvedeny v tabulke 1.

Tabulka 1. Pocet ambulancii zachrannej zdravotnej sluzby Slovenskej republiky

Kraj RLP RZP RLP/ MIJ VZZS
Bratislavsky 11 14 1 1
Tmavsky 11 11 - -
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Nitriansky 15 21 1
Trenciansky 12 14 - 1
Zilinsky 15 21 1 1
Banskobystricky 18 28 1 1
Presovsky 19 25 - 1
Kosicky 17 21 1 1
Spolu za SR 118 155 4 7
Celkovy pocet 280

(Zdroj: Ministerstvo vnutra Slovenskej republiky)

Zachrannd zdravotna sluzba poskytuje neodkladni zdravotnu starostlivost’,
t. j. starostlivost’ poskytovanti osobe pri nahlej zmene jej zdravotného stavu, ktora
bezprostredne ohrozuje jej zivot alebo niektort zo zakladnych zivotnych funkeii,
bez rychleho poskytnutia zdravotnej starostlivosti méze vazne ohrozit’ jej zdravie,
sposobuje jej ndhlu a neznesitelnil bolest’ alebo spdsobuje nahle zmeny jej
spravania a konania, pod ktorych vplyvom bezprostredne ohrozuje seba alebo
svoje okolie. Neodkladna starostlivost’ je aj zdravotna starostlivost’ poskytovana
pri porode. Sucast'ou neodkladnej starostlivosti je neodkladna preprava osoby do
zdravotnickeho zariadenia, neodkladnd preprava medzi zdravotnickymi
zariadeniami a neodkladna preprava darcov a prijemcov organov, tkaniv a buniek
urcenych na transplantaciu. Zachrannu zdravotn sluzbu zabezpecuju:

o operacné strediska tiesnového volania zachrannej zdravotnej sluzby,
e poskytovatelia zdravotnej starostlivosti na zaklade povolenia na
prevadzkovanie ambulancie zachrannej zdravotnej sluzby.

Poskytovatelia zachrannej zdravotnej sluzby vykonavaju zachrannu
zdravotnt sluzbu v zdsahovom uzemi podla pokynov koordinaéného strediska
integrovaného zachranného systému a opera¢ného strediska zachrannej zdravotne;j
sluzby. Na Slovensku je v sti€asnej dobe priblizne 26 poskytovatel'ov zachrannej
zdravotnej sluzby.

Operacné strediskd zachrannej zdravotnej sluzby zabezpecuju prijem
a spracovanie tiesnového volania. Riadia, koordinuji a vyhodnocuju ¢innost’
zachrannej zdravotnej sluzby tak, aby sa zabezpecila jej plynulost’ a nepretrZitost.
Na uzemi SR je zriadenych 8 sidel Krajskych operacnych stredisk ZZS, t.].
v kazdom krajskom meste.

Poskytovatelia zachrannej zdravotnej sluzby su sucastou zakladnych
zachrannych zlozZiek Integrovaného zadchranného systému rovnako ako aj Hasicsky
a zachranny zbor, kontrolné chemické laboratoria civilnej ochrany, Horska
zachranna sluzba a Banska zéachrannad sluzba. Osobitné postavenie v ramci
Integrovaného  zachranného systému maju tUtvary Policajného  zboru.
V Integrovanom zachrannom systéme pdsobia aj ostatné zachranné zlozky
(pravnické osoby, obcianske zdruzenia a organizéicie), ktoré sa zaoberaju
poskytovanim pomoci, zachranarskymi ¢innostami alebo humanitnou ¢innost'ou.

Pod pojmom "integrovany zachranny systém" sa chipe zdchranny systém,
Ktory zabezpeCi predovSetkym rychlu informovanost, aktivizaciu a efektivne
vyuzivanie akoordinidciu sil a prostriedkov zachranarskych subjektov pri
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poskytovani bezodkladnej pomoci v tiesni. Jeho cielom pri ohrozeni Zivota,
zdravia alebo majetku 0so6b poskytovat neodkladnt a nevyhnutnii odbornit pomoc.
Zéakladom organizacnej infrastruktiry Integrovaného zachranného systému su
koordinacné strediska zriadené na Obvodnych uradoch v sidle kraja od 1. jala
2003. Ich prioritnou ulohou je koordinacia Cinnosti Ucastnikov integrovaného
zachranného systému pri poskytovani pomoci v tiesni posobiacich v uzemnej
pOsobnosti kraja. Na ten ucel je zriadené jednotné eurdpske Cislo tiesnového
volania "112". Pouzivanie doteraz platnych cisel tiesnového volania 150, 155
a 158 sa nezrusilo.

Jadro prace

Vzdelavanie zdravotnickych zachranarov vychadza zo stcasného systému
poskytovania neodkladnej zdravotnej starostlivosti. Pripravuje kvalifikovanych
zdravotnickych pracovnikov na posobenie v zlozkach Integrovaného zachranného
systému. Odbornéa sposobilost’ na vykon povolania zdravotnickeho zachranéra sa
Vv Slovenskej republike ziskava stredoskolskym alebo vysokoskolskym stadium.

Podla nariadenia vlady Slovenskej republiky z 9. jina 2010 o odbornej
spdsobilosti na vykon zdravotnickeho povolania, spdsobe dalSiecho vzdelavania
zdravotnickych pracovnikov, sustave Specializatnych odborov a ststave
certifikovanych pracovnych c¢innosti je mozné ziskat' odborni spdsobilost’ na
vykon odbornych pracovnych C¢innosti v povolani zdravotnicky zachranar
absolvovanim:

a) vysokoskolského vzdelania prvého stupiia v bakalarskom $tudijnom programe
Urgentna zdravotna starostlivost’,

b) vyssieho odborného vzdelania v $tudijnom odbore Diplomovany zdravotnicky
zachranar,

c) uplného stredného odborného vzdelania v Studijnom odbore Zdravotnicky
zachranar.

d) Na vysokych skolach sa vyucba zdravotnickych zachranarov realizuje v stilade
s akreditovanym Studijnym programom prisluSnej univerzity. VysokoSkolské
vzdelavanie v sicasnej dobe zabezpecuje:

» Fakulta zdravotnictva v Banskej Bystrici Slovenskej zdravotnickej univerzity
v Bratislave,

= Fakulta oSetrovatel'stva a zdravotnickych odbornych $tadii  Slovenske;j
zdravotnickej univerzity v Bratislave,

» Fakulta zdravotnickych odborov PreSovskej univerzity v PreSove,

» Fakulta socidlnych vied a zdravotnictva Univerzity KonStantina Filozofa
v Nitre,

» Fakulta zdravotnictva Katolickej univerzity v Ruzomberku.

Vzdelavanie zdravotnickych zachranarov na strednych Skolach sa riadi
Staitnym vzdelavacim programom pre odborné vzdeldvanie na strednych
zdravotnickych Skolach pre studijny odbor Zdravotnicky zachranar, ktory schvalilo
MZ SR v roku 2011. Stredoskolské vzdelavanie poskytuje:
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= Strednd zdravotnicka Skola v Bratislave,

» Stredna zdravotnicka skola v Banskej Bystrici,
= Stredna zdravotnicka Skola v KoSiciach,

= Stredna zdravotnicka Skola v Roznave,

= Stredna zdravotnicka $kola v Michalovciach,

Zdravotnicky zéachrandr, ktory =ziskal odborni spdsobilost na vykon
odbornych pracovnych ¢innosti, samostatne vykonava odborné pracovné ¢innosti
v neodkladnej zdravotnej starostlivosti, zachrannej zdravotnej sluzbe, ktoré
zodpovedaju rozsahu a obsahu ziskané¢ho vzdelania. Okrem kvalifikacného Stadia
sa na zdravotnickeho zachranara vztahuje aj systém celozivotného a sustavného
vzdelavania.

Podrla druhu a stupiia dosiahnutého vzdelania st pre potreby praxe stanovené
prislusné kompetencie. V sucasnosti st v platnosti kompetencie zdravotnickych
zachranarov podla vyhlasky ¢. 334/2010 Ministerstva zdravotnictva Slovenskej
republiky z jala 2010. V zmysle uvedenej legislativnej normy delime kompetencie
na spolocné, ktoré vykondvaji vSetci zdravotnicki zachranari a Specidlne,
zodpovedajuce dosiahnutému stupiiu vzdelania, pricom rozliSujeme:

A) zdravotnickych  zachranarov SO Specializaciou  a diplomovanych
zdravotnickych zachranarov

B) zdravotnickych zachranarov s vysokoskolskym vzdelanim 1. stupnia Urgentne;j
zdravotnej starostlivosti

Statny vzdelavaci program pre odborné vzdeldvanie na strednych

zdravotnickych Skolach pre Studijny odbor Zdravotnicky zachranar stanovuje
ucebny plan, ktory zahffla minimalne 33 tyZdennych vyucovacich hodin
teoretickej a praktickej vyucby.
Podmienky prijatia ustanovuje vykondvaci predpis o prijimacom konani pre
stredné Skoly. Poziadavky na uchidzaca sa dotykaju najmid jeho zdravotnej
sposobilosti. Prijati mézu byt len uchadzaci, ktori maji dobrti funkénti schopnost’
dolnych koncatin umoziiujicu dlhSie statie a pracu vo vynutenych polohach, vol'nu
pohyblivost’ a zodpovedajicu svalova silu hornych koncatin, dobra zruc¢nost
a spravnu pohybovil koordinaciu obidvoch ruk, netrpia poruchami dynamiky
a statiky, zachvatovymi stavmi akejkol'vek etiologie.

Vysokoskolské vzdelavanie prvého stuptia bakaldrskeho Studijného
programu Vv Studijnom odbore Urgentna zdravotna starostlivost’ trva v dennej
forme $tadia tri roky a zahffia minimalny rozsah odbornej teoretickej a praktickej
vyucby v rozsahu 3 370 hodin. Z toho je praktickd vyucba minimalne 1 850 hodin.

Zéakladnou podmienkou prijatia na bakalarske vysokoskolské Studium je
ukoncenie stredoSkolského vzdelania, zdravotna sposobilost’, fyzickd zdatnost
a uspesné absolvovanie vedomostného testu z biologie. V externej forme Stadia sa
vyzaduje ukoncenie stredoSkolského vzdelania a preukdzanie odbornej praxe
Vv prisluSnom odbore (3).

Z hl'adiska obsahu Studijného programu st nosné témy jadra vedomosti
viazané na teoriu a prax v prednemocni¢nej neodkladnej zdravotnej starostlivosti.
Syntetizuji sa v nich poznatky z predklinickych, klinickych a spolo¢ensko-
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behavioralnych disciplin, ktoré napomdézu Studentom ziskat’ vedomosti a zrucnosti
umoznujuce formovat profesiondlny a osobnostny profil zdravotnickeho
zéachranara (5).

Pri priprave S$tudentov na profesiu zdravotnickeho zachranara Fakulta
zdravotnickych odborov PreSovskej univerzity tzko spolupracuje s vyucbovymi
zariadeniami, ktoré vznikli ako nevyhnutnid poziadavka na realizéciu klinickej
odbornej praxe. Vyznamné postavenic medzi nimi maji vybrané stanice
zachrannej zdravotnej sluzby.

Stucastou praktickej vyucby je ucast roznych vycvikoch, taktickych
st¢innostnych cviCeniach a Specializovanych kurzoch v rameci ktorych studenti
spolupracuju s dalSimi zlozkami Integrovaného zachranného systému, napr.
s Horskou zachrannou sluzbou, Vodnou =zachrannou sluzbou, Vrtulnikovou
zachrannou zdravotnou sluzbou, ¢i Hasi¢skym a zachrannym zborom Slovenske;j
republiky.

Pocas Studia sa vybrani Studenti prostrednictvom programu ERASMUS
zucCastiiujii zahraniénych stazi. Podielaji sa na mimosSkolskych aktivitdich vo
vztahu k poskytovaniu prvej pomoci. Uspesne reprezentuju $kolu na narodnych
a medzinarodnych sutaziach zdravotnickych zéchranarov.

Zaver

Absolventi su po ukonceni $tadia schopni vykonavat' ¢innosti a vykony
v prednemocni¢nej neodkladnej zdravotnej starostlivosti, Zivot zachranujuce
¢innosti, ku ktorym maju opravnenie vyplyvajice z obsahu u¢ebnych dokumentov
pre tento Studijny odbor a z kompetencii stanovenych vSeobecne zavdznymi
pravnymi predpismi (4). Dokédzu pohotovo reagovat, cielavedome, rozhodne
konat’, poznaju pravnu zodpovednost’ v stvislosti s vykonom svojej profesie. Su
schopni vykonavat’ zmeny, prijimat’ riziko, niest’ zodpovednost’. Uplatnit’ sa mézu
ako:
» zdravotnicki zachranari v zachrannej zdravotnej sluzbe a d’al§ich zlozkach
Integrovaného zachranného systému,
= operatori Operacného strediska zachrannej zdravotnej sluzby SR,
= zdravotnicki pracovnici na urgentnych a centrdlnych prijmoch, v riadeni, vo
vyskume, vychove a vzdeldvani.
Nasim cielom do buducnosti je neustidle skvalithovanie profesionalneho
vzdeldvania zdravotnickych zachranarov.
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Introduction

Emergency situations (“emergency conditions") in gynaecology and
obstetrics are diseases caused by the feeling of full health, or sudden worsening of
diseases that previously were held without symptoms or with only mild symptoms.
These are dangerous conditions, have a rapid course, threaten woman on life and
require urgent medical treatment. They are developing (excluding injury) based on
ilinesses of the inner genital tract - known or previously unidentified [1, 2, 3].
Acute conditions in gynaecology

» Associated with pain symptoms — e.g. acute adnextitis, torsions, genital tract
injuries...
» Associated with bleeding symptoms — e.g. menstrual disorders, genital tract
injuries.
Acute conditions in obstetrics
» Associated with bleeding symptoms — e.g. miscarriage, ectopic pregnancy,
placenta praevia...
» Embolism of amniotic fluid, of blood embolus, of air.
» Eclampsia.
Acute conditions complicating pregnancy and gynaecological diseases - e.g.
asthma bronchial, diabetes mellitus...
Other sudden abdominal situations
» Intestinal origin — e.g. acute appendicitis...
» Retroperitoneal origin — e.g. acute renal colic...
» Extra-abdominal origin — e.g. spine fracture... [2, 3, 4, 5].
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Specificity of expression is linked to the type of a sudden situation. Sudden
situation should be quickly recognized to start early with treatment. For the
treatment success is important also a correct first aid and pre-hospital care
according to the character of the sudden situation. A patient with symptoms of
asudden situation should be immediately transported accompanied to the
gynaecological department of the hospital. Care should be taken the patient does
not become hypothermic [6, 9].

Ectopic pregnancy

Ectopic pregnancy is the most common acute situation in gynaecology and
obstetrics. It occurs at settling the fertilized egg outside the uterine cavity (the
physiologic point). Causes are various. Ectopic pregnancy may be caused by
changes arising after the inflammation of the ovaries and Fallopian tubes or
endometriosis, or after surgery in the small pelvis [1, 14]. Slow journey of eggs
can be also caused by tubal disorders. Most often the fertilized egg settles in the
Fallopian tube (tubal pregnancy), less frequently in the ovaries (ovarian
pregnancy) or in the abdomen (abdominal pregnancy) primarily or after egg
penetrates the wall of the Fallopian tubes. After rupture of tubal pregnancy occurs
shock. It should be thought of within a woman who already has menstrual periods
or even has menstrual periods at hypotension and tachycardia without anamnesis
(denial) of pregnancy and sexual intercourse [4, 7].

Symptoms: Fertile age even without subjective indication of pregnancy, pain in the
lower abdomen, hard tabular abdomen, pale skin and mucous membranes,
hypotension, tachycardia, slow capillary refill, disorders of consciousness,
hypoxia.

The aim of first aid is to stabilize vital functions, place the patient in the shock
position and arrange transport to a medical facility as soon as possible [4, 7, 8].

Priorities of urgent first aid

Primary treatment:

» calm down, take medical and allergy anamnesis,

» monitor quality, pulse rate and capillary refill,

» place: in shock position at shock symptoms, in “relieve” position at abdominal
pain without affecting circulation,

» arrange emergency transport (preserve shock position) to medical facility
where is possible urgent gynaecological surgery [4, 5, 10, 11, 12].

Once the patient is in a safe place, start the initial examination of patient:

» evaluate state of consciousness,

» control of breathing quality (frequency, depth, breathing phenomena),

» circulation control (monitoring of ECG, blood pressure, pulse rate and quality,
oxygen saturation),

» gradually check whole body of patient [3, 4, 5].
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Secondary examination proceeds after securing the patient, if her health condition
Is good enough. It consists of the anamnesis obtained from the patient, witnesses
of situation, relatives. The basic step for further treatment is to obtain as much as
possible available anamnesis information about the patient before the actual
examination.

Secondary treatment:

+ ensure reliable vascular access,

« fluid replacement, providing crystalloids or plasma expanders, e.g. 0.9%
sodium chloride 500-1500 ml so in 10 minutes is given 500 ml,

* control blood pressure to be held at % of values normal for patient in
tranquillity,

» oxygen therapy, oxygen mask 6-8 I/min.,

« pain relief, analgesia: analgesics or antispasmodics for pain, principally
intravenous and fractionated,

» shock position (the feet cm higher than the head by 30 cm),

« monitoring P, BP, SpO2 at intervals of 5 to 10 min.,

* register values,

 targeted transport of the patient [3, 4, 11, 12, 13].

An integral part of providing pre-hospital health care is an obligation to
make a written record of the action. Out-of-hospital documentation is important
and the only document that records activity throughout the out-of-hospital service.
It is part of the legal documents of emergency medical service staff. Record must
be completed fully, clearly and truthfully. To the emergency medical service is
given the medical documentation (Record of evaluation of a person's health). The
record includes the receipt time of dispatch, exit time, place and date of the
service, description of the environment, personal data of patient, health status
evaluation, procedures, treatment, information on other procedures, transfer of the
patient, patient handover time, service end time, names of EMS team and
signatures [4, 15, 16, 17].

Casuistry

28 year old woman on maternity leave during doing housework felt a sharp
pain in lower abdomen. Her husband found her in the bathroom on the floor. She
was pale, sweaty and agitated. Husband, after finding what happened, calmed her
down, arranged her in the shock position and summoned emergency medical
service.

16:10 pm. - call regarding urgent condition received from Regional Operations
Centre (ROC). Out-of-hospital team of physician, paramedic and driver did not
have further details of the situation.

16:11 pm. — EMS team left the position.

16:14 pm. — team reported arrival to given address.

Physical examination

oY



Consciousness The patient is conscious and respond to algic and verbal stimuli

Eyes open spontaneously, mydriatic pupils, bulbs in the middle position,
photoreaction present

Kinetics responds to call

Glassgow coma scale (GCS) |8

Breathing dyspnoe, 26/min.

Cardiovascular System pulse present at the periphery also in large arteries,

P: 98/min., thready, BP: 70/40 mmHg, ECG: sinus
tachycardia

Pain in the lower abdomen sharp, severe, colicky pain
Skin bale skin, cold sweat
Abdomen signs of eritoneal irritation — stretched abdominal wall, needing to
pass urine
rectal tenesmus
Genitals bleeding from the genital tract
Vital functions
Blood pressure 70/40 mmHg
Heart action accelerated, 98/min.

Oxygen  saturation  of|reduced
hemoglobin (SpO,)

Evaluation of situation

After the arrival of emergency medical service to the event the patient was
found lying in bed, she is sleepy, complaining about the lower abdominal pain,
indicates bleeding from the genital tract, feeling anxiety and weakness. Her
husband is calming her down. EMS team found that the woman felt a sharp pain in
the lower abdomen during doing house works. Her husband found her in the
bathroom on the floor. After finding what happened, he tried to calm her down,
arranged her into shock position and summoned emergency medical service. After
evaluation of the situation and condition of the patient rescue team takes the
patient over and ensures intravenous access to the upper limb. Application of
infusion of NaCl 0.9%, 500 ml.

Patient examination
Catamnesis

Immediately after the arrival of emergency medical services in place, the
driver took anamnesis from the patient and her husband, identified were subjective
and objective symptoms of the acute situation. Concurrently with the care, we
investigated and monitored vital signs such as blood pressure, pulse, oxygen
saturation of haemoglobin in the blood. The value of Glasgow coma scale was
8 points, oxygen saturation of haemoglobin in the blood was decreased, blood
pressure 70/40 mm Hg, pulse 98 per min. Paramedic adjusted patient’s shock
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position — lower limbs raised 30 cm above the surface. Paramedic prepared
equipment for oxygen application by mask 6-8 I/min and fixed intravenous access
to the upper limb. According to the ECG report patient had sinus rhythm, sinus
tachycardia. Pulse ranged in values of 90 to 102 beats per minute. In the secondary
examination were found additional anamnesis data - the patient had the last period
7 weeks ago. Vital signs were monitored continuously in 10 minutes intervals -
blood pressure, pulse and SpO,. Patient was prepared for transport, stretcher was
fixed with safety straps, patient was covered with thermo-insulation foil and
transported by ambulances of emergency medical services to a medical facility to
gynaecological - obstetric department.

During the transport to the hospital, which lasted 10 minutes, the patient's
condition was stabilized and vital signs were stabilized.

16:55 pm. — patient in stabilized condition was handed over to gynecology -
obstetrics ward to staff on duty.

17:05 pm. — Team of Emergency medical service returns to its position and
reported completion of intervention to ROC. The rescue team is ready for next
intervention.

Case analysis

The patient was transported by ambulance of emergency medical services to
specialist gynecological - obstetric facility, where she was handed over to the staff
on duty in the stablized condition and appropriate vital signs. We found that the
patient after surgery resumed back to her life without any deficit.

The team in accordance with rules given by Decree of the Ministry of Health
of Slovak Republic left the position and executed the service within 1 minute.
Time of arrival at the place of accident was 4 minutes. After arrival, there was
performed inspection of the place and was verified the safety of the team. As there
was no danger, the crew took care of the patient and started extended pre-hospital
care and further professional medical aid.

In terms of emergency medical services has been provided to patient adequate pre-
hospital care.

Discussion and conclusion

Based on this, but also on many other cases, a great attention should be
focused especially on education and enlightenment on providing first aid in acute
conditions in gynaecology and obstetrics. In recent years the number of cases of
ectopic pregnancy is increasing. Reported is occurrence of 0.5 to 1% of all
pregnancies. Mortality from all ectopic is 1%o [3]. It is the shock condition, which
occurs after rupture of tubal pregnancy, its rapid progress may cause serious threat
to women, even to take woman'’s life [18]. In addition to prevention it is very
important to proliferate knowledge of providing first aid and in the necessary time
to know how to adequately respond. Execute preventive measures in the form of
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lectures and education in schools, driver’s education, businesses, factories, in
camps and other events, with interactive tour of the first aid [19].

For the provision of urgent pre-hospital health care to follow the regulations
of the Ministry of Health of Slovak Republic Decree of 11.03.2009 no.
10548/2009, giving the details of the emergency medical service [20], to follow
policy and procedures of urgent pre-hospital health care specified by internal
guidelines and that are developed by emergency medical services facility, to
follow ethical aspects when treating patient in urgent situation, to focus on mental
condition of event’s witness, to cooperate with other rescue units to provide
emergency care.

Human health for each individual is the most precious value that can be very
easily and quickly lost. Current world of ever-increasing pace of life demands
from a man more and more. Stress, fatigue, inattention are usually causes of
carelessness and inconsistency in the performance of general daily operations.
Work of the rescue team must be clear, precise, coordinated and well-motivated.
Mutual awareness and cooperation requires a contact of high level, as well as
labour participation of each member of the rescue team.

An important prerequisite for paramedic’s competence is a measure of education,
awareness of his abilities and values, the ability to assume responsibility for their
decisions, the ability to communicate with his family and humanity.

References

1. HOLOMAN, K. akol. 2004. Vybrané kapitoly z pérodnictva. Bratislava:
Univerzita Komenského, 2004. 212 s. ISBN 80-223-1929-5.

2. KOPACIKOVA, M. 2006. Osetrovanie pri nahlych prihoddach v gynekoldgii. In
REPKOVA, A. a kol. 2006. Gynekologické osetrovatel'stvo. Martin: Osveta, 2006.
s. 133-139. ISBN 80-8063-263-7.

3. SLEZAKOVA, L. akol. 2011. Osetiovatelstvi v gynekologii a v porodnictvi.
Praha: Grada Publishing, 2011. 280 s. ISBN 978-80-247-3373-9.

4. DOBIAS, V. 2005. Ndhle stavy v gynekolégii a Vv pérodnictve. Sestra 3, 2005,
rocnik IV. ISSN 1335-9444. s. 46-47.

5. KOLKUS, M., BERESIK, M., KOZAK, P., JACKOVA, J. 2009. Prvd pomoc
V prednemocnicnej starostlivosti. RuZzomberok: Fakulta zdravotnictva Katolicka
univerzita, 2009. 140 s. ISBN 978-80-8084-148-5.

6. Kolektiv autorov 2003. Prirucka prvej pomoci. Prvé vydanie. Bratislava:
PERFEKT, 2003. 288 s. ISBN 80-8046-223-2.

7. SUSKA, P. akol. 2003. Vybrané kapitoly z gynekolégie. Bratislava: Univerzita
Komenského, 2003. ISBN 80-223-1818-3.

8. SANTA, M. a kol. 2004. Zdklady poskytovania prvej pomoci. PreSov: PreSovska
univerzita, 2004. 134 s. ISBN 80-8068-265-8.

9. SANTA, M. akol. 2006. Prvd pomoc. Martin: Osveta, 2006. 179 s. ISBN 80-
8063-207-3.

62



10. BALL, M. CH. - PHILLIPS. S. R. 2004. Akutni medicina do kapsy. Praha:
Grada, 2004. 196 s. ISBN 80-247-0928-7.

11. DOBIAg, V. 2006. Urgentnd zdravotna starostlivost. Martin: Osveta, 2006.
179 s. ISBN 80-8063-214-6.

12. DOBIAg, V. akol. 2007. Prednemocnicnad urgentna medicina. Martin: Osveta,
2007. 381 s. ISBN 978-80-8063-255-7.

13. ERTLOVA, F. - MUCHA. J. et al. 2006. Prednemocnicni neodkladnd péce.
2. vyd. Brno: Mikadapress, 2006. 368 s. ISBN 80-7013-379-1.

14. ELIASOVA, A. akol. 2000. Pérodnicke oSetrovatelstvo. Martin: Osveta,
2000. 112 s. ISBN 80-8063-053-4.

15. Zdkon 576/2004 Z.z. o zdravotnej starostlivosti, sluzbach suvisiacich
s poskytovanim zdravotnej starostlivosti a o zmene a doplneni niektorych zédkonov.
16. Zakon 578/2004 Z.z. o poskytovateloch =zdravotnej starostlivost,
zdravotnickych pracovnikoch, stavovskych organizécidch v zdravotnictve a o
zmene a doplneni niektorych zakonov.

17. Zakon 579/2004 Z.z. o zachrannej zdravotnej sluzbe a o zmene a doplneni
niektorych zékonov.

18. STANCIAK, J. a kol. 2007. Zdklady prvej pomoci. Trnava: Oliva, 2007. 169
s. ISBN 987-80-89332-00-7.

19. Ndarodny program vzdelavania v neodkladnej zdravotnej starostlivosti a prvej
pomoci. [online]. [citované  2010-02-02]. Dostupné na internete:
<http://www.health.gov.sk/redsys/
rsi.nsf/0/631B2AF2COB4A5A5C12573DA003B44A1?0OpenDocument>,

20. Vyhlaska MZ SR z 11.3.2009 ¢. 10548/2009, ktorou sa ustanovuji podrobnosti
0 zachrannej zdravotnej sluzbe.

63



O. Lyubinets?, L. Hera?, Ya. Pylypets®

MEDICAL SUPPORT ORGANIZATION OF THE FINAL
EURO 2012 IN LVIV AS A NEW EXPERIENCE IN
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CATASTROPHES MEDICINE

The Lviv National Medical University named after Danylo Halutsky, Ukraine
’The communal establishment of the Lviv Regional Council “The Lviv Regional
Centre of the emergency medical aid and medicine of catastrophes”, Ukraine

Introduction

The holding of the final Euro Football Championship in June 2012 happened
to be significant event both as for Lviv and for Ukraine in whole. With the aim of
the proper medical support for the participants and bands including foreigners,
there was issued a number of standard law action the organization, preparing and
holding the football championship [1,2,3,4]. The Lviv Regional Center of
Catastrophes Medicine has assigned an important role in ensuring this measure.

The research purpose

Our research purpose was to consider and generalize the experience of the
work of the establishment dealing with medical support in conditions of preparing
and conducting such a scaled action. The concept of the host town has been
studied; the workers of our establishment did take part in this concept work out
job.

Results
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The activity of the communal establishment “The Lviv Regional Centre of
the Catastrophes Medicine” during the period of preparation and holding the
championship has been analyzed. To achieve the aim of the medical support of
EURO -2012 the Centre there was defined such tasks:

Participation in organization of the management system governing by the medical
recourses of the pre-hospital stage in the period of preparation and holding the
championship

Since the time when Lviv was announced a host city our establishment
began to actively prepare for the medical support service during the time of
holding the football championship. There has been set up a working group with the
task of working out a plan of measures to get ready with the system of rendering
medical aid in the city of Lviv and the Lviv region to ensure medical support for
the championship. The responsibility for the work organization management
system and medical recourses functioning in case of emergency has been put on
the Lviv Centre of Catastrophes Medicine. The frames of this task implementation
were as follows:

e  The main highways and itineraries of the medical transport movements have
been chosen; the information about the distances between the nearest
correspondent medical objects and official places of EURO -2012 have been
collected.

e  Coordination of work of the medical forces and recourses ensuring rendering
medical aid at the pre-hospital stage in the places of mass staying of people
(stadium, fan zones and others) official delegations (teams, referees, VIPs);
city transport gates (airport, railway station, auto stations), buffer zones and
so on has been set up.

e  Cooperation and mutual exchange of information among the services of the
urgent medical aid of the Lviv region especially the central regional hospitals
located on the main ways of moving for the participants and guests of the
EURO 2012 football championship and official places where the
representatives of UEFA were staying has been brought into action.

o Coordination of action with the rescue service and with the departments
ensuring safety for the championship holding has been done.

Organization of the information support of the championship measures

On the base of Centre of the Medicine of catastrophes there was created the
24 hours system of collecting, working out, exchange and analytic information
evaluation connected with championship holding, medical information about
patients asking for medical aid at all the stages of rendering medical help (the
initial place of address - a brigade of the urgent medical aid — stationary point).

Participation in the medical aid organization on the international highways of the
Lviv region
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The holding of the EURO championship in the city of Lviv was forcing a big
flow of tourists, funs, competition participants, the mass moving on the highways
of the country which in its turn was forming the enlarged risk of the probability of
appearing extreme events caused by the people factor and by technogenic reasons.
All this was calling the necessity to establish a system of rendering the emergency
medical aid on the main highways. On the territory of Lviv region together with
the polish colleagues there was successfully realized the international medical
project of the Neighborhood Programme.

The four points of the emergency medical aid were opened in the frames of
this project. Due to functioning of these points it became possible to cover the
main international roads with the emergency medical aid and to raise the safety
level due to quick reaction to the extreme situations in the region. The point’s
location ensured getting to the call place for 10-15 minutes and transportation of
the casualties to the nearest hospital in the shortest time.

Participation in the daily medical support to the championship guests

Every day the brigades of the medicine of the catastrophes were on duty in
the airport and in the places of mass sojourn of fans and city guests. Rendering
specialized prehospital medical aid and their transportation to a profile medical
establishment was the one of the main tasks. The medical service for the
participants and guests of EURO 2012 on the side of Lviv Center of catastrophes
medicine was being implemented according to algorithms of rendering medical aid
in the nonhospital conditions using the standards accepted in the EU countries.

Medical support in the places of holding mass events
Medical support at the stadium, when there was a match, was being

conducted according to “The Plan of Actions of medical workers at the “Arena-

Lviv’ Stadium and “The Concept of medical support of the “Arena-Lviv”

Stadium”.

The Lviv center of medicine of catastrophes was given the following tasks:

e  coordination of medical forces and means for the support of football
matches:

o ambulances duties to render the emergency medical aid on the people if
necessary to the profile stadium points;

o on the match days to guarantee duties of the walking medical patrols at the
stadium from the medical personnel of the Centre of catastrophes medicine.
The number of the medical patrols at the stadium was coordinated with the
UEFA and presented 18 patrols. The equipment of the pedestrian patrols
corresponds to the order of Ministry of Health No357 [5].

o revealing the persons who need some medical aid; cooperation with medical
volunteers from the students of the medical university who know a foreign
language and stewards.

o in case of necessity — rendering urgent medical aid

e taking patients to the medical room at the stadium
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o rendering emergency medical aid in the medical room at the stadium together
with the medics from regional hospitals who serve in this medical rooms
e  casualties evacuation of those who need reanimation escort

Organization of medical aid in case of emergency
Taking into consideration the main tasks of our service as a service of

catastrophes medicine, our Centre was set a task of organizing medical aid during

the time of carrying out the football matches in case of emergency. The following
directions have been worked out to provide this task implementation.

1.  Organization of work of all the services taking part in the emergency
liquidation in accordance with the coordinated and approved plan of medical
support and reaction during the time of carrying out in Lviv the final part of
EURO - 2012 championship.

2.  Determination of the possible emergency situations and their forecasted
medical results.

3. Organization of the services works during the time of appearance the
extreme events at the stadium according the algorithm of actions of medical
forces in case of emergency.

4.  Medical sorting conducting, installing the sorting square and mobile hospital
together with a special transport of the Regional Department of Ministry of
Emergency Situations.

5. Working out and endorsing the location plan of the specialized sanitary
transport, reserve transport and their number and the automobile traffic
direction.

6. If needed casualty evacuation.

Medical personnel training and voluntaries and stewards instructing

The main condition of the qualified medical support while carrying out the
football matches in the city of Lviv was the availability of the properly trained
personnel. The instruction and training of our personnel was carried out

permanently, starting from 2008.

The main ways of training was:

e instruction and training of the Centre medical workers in the Republic of
Poland within the frame of implementation of the international medical
project;

e organization, training and holding measures on the urgent medical aid
questions on the pre-hospital stage (conferences, instructions-trainings,
seminars);

e participation of the Lviv Centre of medicine of catastrophes in the medical
support of the football matches of the Ukrainian Championship during 2009-
2012.

The cycle of seminars on the questions of the urgent medical aid instruct and
train the medical workers of the urgent medical aid of Lviv region and the teams
from the regional hospitals for a work in the stadium medical rooms. Taking into
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consideration the fact that during the work about the medical support of the

football matches at the stadium, there will be present a great amount of people,

including foreigners, and also a big tourist flow, visitors and guests using the Lviv

traffic, there were such accents and emphases while having instructions and

trainings:

o personal safety in the places of extreme events;

e the main aspects of rendering medical aid to the foreign citizens and
European standards about rendering the urgent medical help;

o medical sorting rules;

e  skills to precisely and laconic give information concerning the patient service
(doses, the volume of the given medical aid, the place of the further staying);

o proper filling in the papers according to the endorsed medical documents;

. skills how to work in a team;

o practicing skills in case of breath stop and heart arrest, rendering aid in case
of traumas, bleeding, burns and immobilization.

Establishing of interaction with the accident and rescuing services taking part in
promoting security during the football matches at the stadium

The established and coordinated work of all the services played an important
role in preparing and providing security for a proper holding of the EURO 2012
football matches. Beginning from 2009 the teams of the Lviv Center of
catastrophes medicine were practicing the combined actions with all rescuing
services during the carrying out the joint actions. There have practiced the joint
exercises and trainings with other medical services of Lviv Station of the urgent
medical aid, police, army, hospital of Lviv railway. There have been carried out
the exercises with units of firemen, militiamen and the Ukrainian security service.
There were also practiced the joint actions during the road accidents on the
highway of the international importance with great number of casualties, in case of
fire in the hotel, under a treat of the terrorist act, under the plane and rail crashes
and so forth.

The first test of the service of Lviv Centre of catastrophes medicine for
a medical support took place at the stadium. It was a ceremony of the Arena-Lviv
Stadium opening on 29 of October, 2011. Further our establishment was servicing
all the test football matches. The Lviv Centre of catastrophe medicine has coped
with its tasks.

Conclusion

Gaining the priceless and grand experience concerning the work of the
medical service of pre-hospital stage in organization, preparing and ensuring
measures having a big amount of people present a principal consequential result of
the work of the Lviv Centre of catastrophe medicine while carrying out the EURO
2012 football matches. Raising the qualification level of the medical personnel
which was taking part in the medical support of the event, their getting
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acquaintance with the standards of rendering medical aid under the non-hospital
conditions and raising the work prestige in the service of the urgent and extreme
medical aid makes a good positive during time of preparing for the football
championship holding. Deepening collaboration with the neighboring services,
establishing the vectors of transmission and mutual exchange of information the
skills how to work together in a single medical space and how to render medical
aid by the defined standards are also an important factor. By the conclusion of the
leadership of UEFA while carrying out the EURO 2012 in the city of Lviv the
medical support of this event occupied the high end qualified level.
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Uvod

Vychadzajic z vyhlasky 334/2010 Ministerstva zdravotnictva Slovenskej
republiky z 9. jala 2010 st kompetencie zdravotnickeho zachranara rozdelené na
spolo¢né, vykondvané vSetkymi zdravotnickymi zachranarmi a Specidlne.
Specidlne sa delia podla dosiahnutého stupiia vzdelania na kompetencie
zdravotnickeho zachranara so Specializaciou, diplomovaného zdravotnickeho
zachrandra a kompetencie zdravotnickeho zachranara s vysokoskolskym
vzdelanim bakalar (d’alej Bc) urgentnej zdravotnej starostlivosti. Zdravotnicky
zachrandr v ramci neodkladnej zdravotnej starostlivosti v zachrannej zdravotnej
sluzbe (d’alej ZZS) ako ¢len posadky ambulancie Rychlej lekarskej pomoci (d’alej
RLP), Rychlej zdravotnickej pomoci (d’alej RZP) mobilnej intenzivnej jednotky
(dalej MIJ) alebo vrtulnikovej zachrannej zdravotnej sluzby (dalej VZZS)
samostatne bez rozdielu na dosiahnuté vzdelanie vykondva ¢innosti, medzi ktoré
patri aj zaistenie periférneho zilového vstupu, vratane intraosealneho a podava
fyziologicky roztok na udrzanie priechodnosti Zzilového pristupu. Specifické
materialno - technické vybavenie pre jednotlivé typy ambulancii zachrannej
zdravotnej sluzby definuje Vynos ministerstva zdravotnictva Slovenskej republiky
z 11. marca 2009, ktorym sa ustanovuji podrobnosti o zachrannej zdravotnej
sluzbe. Vybavenie na intraosedlny pristup je pre ambulancie rychlej lekarskej
pomoci, mobilnej intenzivnej jednotky a vrtul'nikovl zdchrannti zdravotnl sluzbu
povinné. Pre ambulancie rychlej zdravotnickej pomoci je vybavenie na
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intraosealny pristup v kategorii odporacanych poloziek vo vybranych typoch
ambulancie.

Podl'a najnovsich odporucani eurdpskej resuscitacnej rady z roku 2010 je
v pripade obtiaznej, alebo nemoznej kanylacie periférnej zily, odporacané
zabezpecit’ pristup do rieCista intraosedlnou cestou. Tento spdsob je porovnatelny
s podavanim liekov prostrednictvom centralneho venozneho katétra. Intraosealny
pristup je vhodny tak pre deti ako aj dospelych. Medzi obrovské vyhody pouzitia
tohto pristupu obzvlast’ v casovej tiesni, patri moznost’ jeho rychleho zavedenia, ¢o
je podmienené jednoduchou lokalizaciou miesta vpichu. Pri pouziti tejto metody je
kontakt s krvou chorého minimalny (Stétina a kol., 2000). Popisovana
problematika nas viedla k spracovaniu prieskumu v tejto oblasti.

Problém prieskumu

Vyuzivaji zdravotnicki zachranari intraosealny pristup v prednemocnicnej
neodkladnej zdravotnej starostlivosti? Aké st ich vedomosti o intraosealnom
pristupe?

Ciele prieskumu

o Zistit Groven vedomosti zdravotnickych zachranarov o intraosedlnom
pristupe.
o Zistit’ mieru vyuzivania intraosealneho pristupu zdravotnickymi zachranarmi
v prednemocniénej neodkladnej zdravotnej starostlivosti.
o Zistit moznosti nacviku praktickych zruc¢nosti zdravotnickych zachrandrov
S vyuzitim pomocok na zabezpecenie intraosedlneho pristupu.

Metodika a charakteristika vzorky prieskumu

Prieskum bol realizovany v mesiacoch marec — april 2012 formou dotaznika.
Dotaznik sme distribuovali medzi zdravotnickych zachranarov Zachrannej sluzby
KoSice a zdravotnickych zachrandrov Zachrannej zdravotnej sluzby Falck
zachranna a.s. Nami zostaveny dotaznik obsahoval tdaje o respondentoch: vek,
dizka praxe v zichrannej zdravotnej sluzbe, vzdelanie, typ posadky
a poskytovatel'a zachrannej zdravotnej sluzby. Dotaznik tvorilo 17 poloziek (12
zatvorenych, 4 polootvorené, 1 otvorend). Celkovo sme distribuovali 50
dotaznikov, navratnost bola 80%. Prieskumny stbor tvorilo 40 (100%)
respondentov (zdravotnickych zéachrandrov) pracujicich na ZZS KoSice (20
respondentov) a ZZS Falck Zachranna a.s. (20 respondentov) v Kosickom
a PreSovskom kraji. Najpocetnejsiu skupinu tvorili respondenti s vysokoskolskym
vzdelanim prvého stupnia 19 (48%), pomaturitné nadstavbové vzdelanie ukoncilo
10 (25%) respondentov, Specializacné vzdelanie ukoncilo 7 (18%) respondentov.
Najmensie zastipenie 4 (10%) tvorili respondenti s vysokoSkolskym vzdelanim
druhého stuptia. I§lo prevazne o respondentov s dizkou praxe do 5 rokov 26 (65%).

71



S dizkou praxe viac ako 5 rokov bolo 8 (20%) respondentov a s dizkou praxe viac
ako 10 rokov 6 (15%) zdravotnickych zachranarov pracujucich v ambulancii RZP
26 (65%) a v ambulancii RLP 14 (35%).

Vyhodnotenie a vysledky prieskumu

Dotaznikové polozky boli zamerané na vedomosti zdravotnickych
zéachranarov o intraosedlnom pristupe (1, 5, 7, 8, 9, 10, 11, 14), o vyuZivani
intraosealneho pristupu v prednemocni¢nej neodkladnej zdravotnej starostlivosti
(2, 3, 4, 6, 15), a 0 moznostiach nacviku praktickych zruénosti zdravotnickych
zachranarov s vyuzitim pomdcok na zabezpecenie intraosedlneho pristupu (12, 13,
16). Na spracovanie vysledkov prieskumu sme pouzili matematicko — Statistické
metoddy: triedenie Udajov, spracovanie udajov, vypocet pocetnosti (n)
a percentualnych hodndt (%), spracovanie tabuliek a grafov.

Vedomosti zdravotnickych zdachrandrov o intraosedlnom pristupe

Otazka 1. Ktortl z uvedenych pomocok na zabezpecenie intraosealneho pristupu
poznate?
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Graf. 1 Pomécky na zabezpecenie intraaosedlneho pristupu

Z celkového poctu 40 (100%) respondentov pozna systém BIG najviac
respondentov 38 (95%), EZ - 10 Power driver 8 (20%), Cookovi manualnu ihlu
traja (8%) respondenti, intraosealnu pomocku FAST 1 Styria (10%) respondenti
a FAST x je rovnako zndmy ako Jamshidiho manudlna ihla jednému respondentovi
(3%). Dvaja respondenti (5%) oznacili EZ - IO manualnu ihlu za im znamu
intraosedlnu pomdcku.

Otazka 2. Poznate indikécie intraosealneho pristupu?
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Graf. 2 Indikdcie intraosedlneho pristupu

Na zaklade vysledkov prieskumu sme zistili, ze indikacie intraosealneho
pristupu poznaju vsetci (100%) respondenti.

Otéazka 3. Medzi kontraindikacie intraosealneho pristupu patri:
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Graf. 3 Kontraindikacie intraosedlneho pristupu

Z uvedenych moznosti z celkového poctu 40 (100%) respondentov vicSina
oznacila odpovede spravne. 35 (88%) oznacilo odpoved’ zlomenina prisluSnej
kosti, 30 (75%) predchédzajicu punkciu tej istej koncatiny, 29 (73%) osteoporozu,
27 (68%) popaleninu v mieste vpichu, 21 (53%) kozné afekty v mieste vpichu
a9 (23%) respondentov uvadza poranenie dolnej dutej Zzily pri aplikacii do
dolnych koncatin. Ostatni 4 (10%) respondenti oznacili nespravnu odpoved..

Otazka 4. Oznacte miesto aplikacie intraosealneho pristupu
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Graf 4. Miesta aplikacie intraosedlneho pristupu

40 (100%) respondentov oznacilo za miesto aplkikacie proximalnu tibiu, 21
(53%) respondentov sternum, 20 (50% ) hlavu humeru. Distalny radius povazuje
za miesto aplikéacie intraosedlneho pristupu 12 (30%) respondentov, medialny
maleolus 9 (23%) a distalny femur len 6 (15%) respondenti.

Vyuzitie intraosedlneho pristupu v prednemocnicnej neodkladnej zdravotnej
starostlivosti

Otazka 5. Pouzili ste uz v praxi intraosedlny pristup?
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Graf. 5 Poutzitie intraosedlneho pristupu v praxi
ZabezpecCenie intraosealneho pristupu pouzilo v praxi z celkového poctu
respondentov iba 15 (37,5%). ZvySnych 25 (62,5%) zdravotnickych zachranarov

intraosealny pristup v praxi este nikdy nepouzilo.

Otéazka 6. Ak ste pouzili intraosealny pristup, uved’te kol’kokrat?
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Graf. 6 Pocet poucziti intraosedlneho pristupu
Z celkového poctu respondentov 15 (38%), 8 (20%) znich pouzilo
intraosealny pristup iba raz, 4 (10%) respondenti 2 — 5 krat a 3 (8%) respondenti

udavaju zavedenie intraosealneho pristupu viac ako 5 krat.

Otazka 7. Ak ste pouzili intraoseélny pristup, aky druh ste pouZzili?
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Graf. 7 Druh pouZitého intraosedlu

Vysledky prieskumu ukazuju, Ze najcCastejSie bol pouzity BIG 15 krat
(100%) z celkového poctu 15 respondentov s osobnou sktsenostou, zaroven
z celkového mnozZstva pouzitych pomocok 18 je to 83,3%. EZ-10 power driver bol
pouzity 3 krat o tvori 16.7% z 18 pouziti. Z 15 zachranarov EZ-10 power driver
pouzili traja zachranari (20%).

Otazka 8. Privitali by ste, aby intraosealny set bol povinnou vybavou ambulancie
RZP?
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Graf. 8 Intraosedlny set vwbava ambulancie RZP

Zo 40 (100%) opytanych respondentov 27 (67,5%) udava, ze pomocka na
zabezpecenie intraosedlneho pristupu by mala byt povinnou vybavou ambulancie
RZP. 8 (20%) respondentov odpovedalo nie, a 5 (12,5%) respondentov to nevie
posudit’.

Moznosti nacviku praktickych zrucnosti zdravotnickych zachrandrov s vyuzitim
pomocok na zabezpecenie intraosedlneho pristupu

Otazka 9. Trénovali ste aplikaciu intraosedlneho vpichu na trenazéri? Ak ano,
uved’te kol’ko krat?
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Graf. 9 Aplikacia intraosedlneho vpichu na trenazéri
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Graf. 10 Kolkokrat ste trénovali aplikaciu intraosedlneho pristupu na trenazeri?

Vysledky prieskumu ukazuju, Ze 40 (100%) respondentov uZ trénovalo
aplikaciu intraosealneho pristupu na trenazéri. Z celkového poctu respondentov ich
7 (17,5%) trénovalo 1 — 2 krat, 13 (32,5%) 3 — 4 krat , 14 (35%) respondentov 5 -
9 krat a 6 (15%) respondentov trénovalo uvadzanu aplikéciu na trenazéri viac ako
10 krat.

Otazka 10. Privitali by ste pravidelné tréningy tykajuce sa zabezpeCenia
intraosealneho pristupu?

100

80

60 .
Wano

40 .
M nie

20

0 - T

n %

Graf. 11 Privitanie tréningu zabezpecenia intraosedlneho pristupu

Vysledky prieskumu ukazuju, ze 37 (92,5%) respondentov by privitalo
pravidelné tréningy tykajice sa zabezpecenia intraosedlneho pristupu. Nezaujem
0 tieto tréningy uvadzaji vo svojich odpovediach 3 (7,5%) respondenti.

Diskusia

Vychadzajiuc z vysledkov prieskumu mozeme konstatovat, ze zdravotnicki
zachrandri maju potrebné vedomosti tykajice sa pouzivania intraosealneho
pristupu. Zistili sme, ze vicSina z nich pozné indikacie, kontraindikécie, miesto
aplikacie ako aj pomocky potrebné na jeho zabezpecenie. NajcastejSie pouzivanou
pomdckou na aplikaciu intraosedlneho pristupu, ktortt zdravotnicki zéchranri
v svojej zachranarskej praxi vyuZzivaji je intraosealny set BIG, ktory poznaju
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vsetci 40 (100 %) respondenti, 8 (20 %) z nich pozna aj EZ — 10 Power driver.
Prekvapujuci bol fakt, ze 4 (10 %) respondeti poznaji FAST 1 a 3 (8 %)
repondenti aj manualnu Cookovu ihlu, ktord bola vo vybave ambulancie RLP eSte
pred par rokmi. Podl'a Deboera (2005) sa na trhu nachadzaju rézne pomocky na
zabezpecenie intraosealneho pristupu, pricom kazdd ma svoje Specifika, vyhody
a jednotlivé zachranné zlozky si vybert pomoécky podla vlastnych kritérii. Day
(2011) povazuje za povzbudzujice, ze mame k dispozicii niekol’ko roéznych
vyrobkov a vyvoj v intraosealnych zariadeniach nad’alej pokracuje.

Aj naprieck tomu, Ze spdsob =zavedenia intraosealneho pristupu je
zdravotnickymi  z&chranarmi v prednemocni¢nej neodkladnej  zdravotnej
starostlivosti malo pouzivany, ¢o povrdzuju aj vysledky nasho prieskumu, predsa
viacSina respondentov by privitala skutocnost, aby sa intraosealny set stal
povinnou vybavou ambulancie RZP. K danej problematike mohli respondenti
vyjadrit’ svoj nazor. Vac¢sina z nich uvadza: ,,Niekedy je dojazd RLP dlhy a tento
postup moze zachranit’ pacientovi zivot, ak ho do prichodu tejto posadky pouzije
posadka RZP“, ,,v pripade skolabovanych zil hlavne u deti je veI'mi obtiazne
zabezpelit' vendzny pristup®, ,,pre urychleny pristup v pripade nemoznosti
napichnutia intravenoznej linky.“, ,je to v kompetencii zdravotnickeho
zachranara®, ,kazdy zachranar vie ako to pouzivat, je na to Skoleny“. Na zaklade
uvedenych vypovedi mo6zeme konstatovat, Ze zdravotnicki zachranari sa dostavaja
do situacii, kedy zavedenie intraosealneho pristupu je rozhodujucim a jedine¢nym
rieSenim. Aj Dobids (2007) v pripade, Ze sa nam nedari zabezpecit' inravendzny
pristup odportca zmenit' formu aplikacie a prejst na intraosedlny pristup ako
d’al$iu moznt vol'bu. Podl'a Eurdpskej resuscitaénej rady (Europen Resuscitation
Council) (2010), aj pri obtiaznom zabezpeceni venozného pristupu pocas
kardiopulmonalnej resuscitacie novorodenca alebo diet’at’a, alebo ak nie je mozné
zabezpecCit’ 1.v pristup dlhSie ako jednu minttu je potrebné aplikovat’ intraosealnu
ihlu. Dalej zdoraziiuje, Ze inraosealny a intravendzny pristup si uprednostnené
pred intratrachedlnym podanim.

Vysledky prieskumu nam potvrdzuji aj osobnu skisenost’ respondentov SO
zabezpecenim intraosealneho pristupu v praxi. Zo 40 (100%) respondentov uvadza
tato skusenost” 15 (38%) respondentov, pricom vsSetci 15 respondenti pouzili
intraosealny set BIG, ztoho traja ztychto respondentov maju skusenost’ aj
s pouzitim EZ — 10 Power drive. Prekvapujice je, ze 8 (20%) z nich zavadzalo
intraosedl iba raz, 4 (10%) 2 — 5 krat a 3 (8%) respondenti viac ako 5 krat. Dalsich
25 (63%) respondentov nema praktickii skusenost’ ani s jednym zuvadzanych
sposobov zavedenia. Svoje teoretick¢é vedomosti ako aj praktické sktsenosti
S pouzitim intraosealneho pristupu upeviiuji vSetci zdravotnicki zachranari
nacvikom na trenazéri. 7 (17,5%) z nich absolvovalo tréning 1 - 2 krat, 13 (32,5%)
3 — 4 krat, 14 (35%) 5 — 9 krat a 6 (15%) respondentov absolvovalo tréning viac
ako 10 krat. Trénovanie prebieha najCastejSie s pouzitim intraosealneho setu BIG.
Vysledky prieskumu potvrdzuji fakt, ze aj napriek tejto skutocnosti, by vécsina
Z nich privitala ich pravidelnost. Intraosealny pristup je malo pouzivany, ale
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vysoko ucinny spOsob parenteralnej aplikacie lieciv. Je to vykon jednoduchy,
vyzadujuci si vSak nacvik a prekonanie psychickej bariéry Kecskeméthy (2011).

Zaver

Intraosedlny pristup je akymsi Zolikom v prednemocni¢nej neodkladnej
zdravotnej starostlivosti, hlavne v situaciach, kedy je potrebné spravne sa
rozhodnut’ a rychlo konat. Prave jeho pouzitie v takejto situdcii moze vyrazne
zvysit' Sance dospelého, ako aj detského pacienta na prezitie a jeho nasledné
zaClenenie sa do spolo¢nosti.
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SYNDROM VYHORENIA ZDRAVOTNICKEHO
ZACHRANARA
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Uvod

Povolanie zdravotnickeho zachranara je a bude nielen fyzicky ndrocné, ale
predovsetkym nesie so sebou vel'ka psychick zataz, ktora vyplyva zo samotnej
podstaty profesie, tak ako aj zo socialnych interakcii, komunika¢nych a inych
problémov, ku ktorym v kazdodennej praxi dochadza. Od zdravotnickych
zachranarov sa o€akava, Ze zvladnu obsluhu modernej techniky, administrativu,
odborné vykony, starostlivost o pacienta. Ocakava sa, Ze unesu fyzické
a psychické naroky svojej prace a rovnako sa dokdzu vysporiadat’ s pracovnymi
arodinnymi problémami. Tieto poziadavky st velmi ndrocné a ak ma
zdravotnicky zachranar vSetko €o sa od neho o€akava zvladnut’, musi byt’ schopny
ucinne regenerovat svoje fyzické a psychické sily, priebezne kompenzovat
I nadmernt psychicka zataz. Pri zanedbani preventivnych opatreni moze dojst
k vyskytu syndromu vyhorenia.

Zdravotnicki zadchrandri st Casto vystavovani stresu, s ktorym sa bezni l'udia
nikdy nestretni. Denne st konfrontovani so stresovymi podnetmi ako su zvuky,
pachy, optické podnety. Stretavaji sa so zvukom sirén, vykrikmi, placom,
strachom, utrpenim, zlostou, nepriaziiou pocasia, nevlidnymi lud'mi,
nasilnickymi zivotnymi partnermi ¢i rodi¢mi, vSetko v stazenych pracovnych
podmienkach (Aehlert, 2010; Aehlert 2011).

Hlavnymi zdrojmi stresu v praci zdravotnickeho zachranéra su:
o smrt alebo resuscitacia pacienta, najma mladych l'udi a deti,
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. hromadné a zavazné dopravné nehody vratane nehody sanitnych vozidiel
a vlastnych postihnuti,

pracovné pret'azenie, nepravidelny spanok a zivotosprava,

negativna kritika a nedostato¢na pochvala za pracu,

nie prili§ bezpecné pracovné prostredie, problémy so vztahmi na pracovisku,
vel'kéd zodpovednost, nemoznost konzulticie, neochota zdravotnickych
zariadeni prevziat’ pacienta (Vargova, 2007).

Podla Andrasiovej (2007, s. 559) je ,,vyhorenie (burn-out) stav telesného, citového
a dusevného vycerpania, sposobeny dlhodobym zotrvavanim v situdcidach, ktoré su
emocionalne mimoriadne narocné. Tato emociondlna zataz je najcastejSie
sposobena spojenim neprimeranych alebo neredlnych ocakavani s chronickymi
situacnymi stresmi“. Vonkajsie faktory, ktoré prispievaju k vyskytu syndromu
vyhorenia sa tykaju situacie a kontextu, v ktorom sa ohrozeny jedinec nachadza.
Jedna sa o podmienky v zamestnani, kde pracuje, situacii v osobnom zivote, jeho
rodinu, spolo¢nost’ v ktorej travi vacSinu Casu a podmienky, ktoré st naitho
kazdodenne kladené. Vnutornymi faktormi médzeme nazyvat' rézne osobnostné
charakteristiky dané¢ho jedinca, ktoré podporuji vznik vyhorenia, stav organizmu
predovsetkym fyzicky stav a nasledne i sposoby spravania a reagovania v réznych
situaciach, ktoré jedinec pouziva (Matousek a kol., 2003).

Syndrom vyhorenia byva oznacovany ako ,,fenomén prvych rokov v zamestnani®,
po vysokych ocakdvaniach, entuziazme a ,profesijnej mytoldgii“ nastiva
sklamanie, frustracia, beznadej a rezignacia. Aku rolu pri vyhoreni hra osobnostna
premena, je zatial nejasné. Mnohi experti vSak za hlavnli pri¢inu vyhorenia
povazuju podmienky na pracovisku, okruh spolupracovnikov a d’alSie sociologicke
faktory. Syndrom vyhorenia nevyhnutne patri k poméhajicim profesidm. Takmer
uUkazdého pracovnika sa po wurCitej dobe prejavia niektoré =z jeho
charakteristickych prejavov. Nasledne na to syndrom vyhorenia bud’ prepukne
alebo sa ho podari zvladnut’ prostrednictvom zlepSenych podmienok organizacie
alebo vlastnymi silami ohrozovaného jedinca (Stock, 2010).

Material a metodika

Cielom nésho prispevku je prezentovat’ vyskyt syndromu vyhorenia a zistit’
index frustracie idedlov vo vybranej vzorke zdravotnickych zachrandrov. Za
ucelom dosiahnutia stanoveného ciela sme zvolili Standardizovany dotaznik
BURNOUT — MEASURE od autorov A. Pines a E. Aronson (1980). Dotaznik
pozostava z 21 tvrdeni, ku ktorym respondent zaujima postoj na 7-stupiiovej Skale
odpovedi od ,,nikdy* az po ,,vZzdy*“. Odpovede st nasledne spracované podla kl'aca
vypoctu celkového skore, ktoré je vyjadrené BQ indexom. V tab. 1 je uvedena
interpretacia zistenych hodndt skore, na zéklade ktorého je mozné hodnotit’ stav
respondenta.

Tab. 1 Vyhodnocovacia skdla standardizovaného dotaznika BURNOUT — MEASURE
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Hodnota BQ indexu | Miera vyhorenia

Menej ako 2 Dobry vysledok

2-3 Jedinec nema vazne problémy

3-4 Jedinec preziva vycCerpanie az vyhorenie, je treba konat’
4-5 Stav vykazuje vyhorenie

Viac ako 5 Akutna kriza

Na zéklade dostupnej literatiry sme rovnako pouzili Index frustracie idedlov
(Koudela, 2006), vktorom nas zaujimal rozpor medzi povodnymi idealmi
S ktorymi nastupovali respondenti do zamestnania a sti€asnou situdciou v praci.
Detekovalo sa v iom 7 oblasti (celkové idealy, vyuZitie znalosti v praxi, celkova
napln prace, pracovny kolektiv, platové podmienky, pristup vedenia, pristup
pacienta k respondentovi), v ktorych mohli zachranari citit’ isté disproporcie medzi
povodnymi predstavami a realitou. Respondenti mali odpovedat na ciastkové
otazky na Skdle od 1do 7 (1 bola minimalna frustracia, 2 — nizka frustacia, 3-
mierna frustracia, 4 — stredna frustracia, 5 - vysSia miera frustracie, 6- vysoka
miera frustracie a 7 maximalna frustracia, nenaplnenost’ povodnych predstav)
a nasledne sa z odpovedi vypocital priemer.

Prieskumnu vzorku tvorilo 44 respondentov ztoho 21 Zien a 23 muzov
pracujucich ako zdravotnicky zachranar, vodi¢/zdravotnicky zachranar. Z toho 16
respondentov pracovalo na RLP a28 respondentov na RZP. Prieskum bol
realizovany v okrese Rimavskd Sobota ato na nasledovnych staniciach RLP
Tornala, RZP Tornala, RLP Rimavska Sobota, RZP Rimavska Sobota, RZP
Velky Blh, RZP Hostice, RZP Rimavska Se¢ v ¢ase od 15. 1. 2012 do 20. 2. 2012.

Vysledky

Prieskumu sa zucastnilo 44 respondentov. V skimanej vzorke boli zastipeni
zdravotnicki zachranari, z ktorych najviac je vo veku 41-50 rokov, t.. 41%
z celkového poctu 44 respondentov, 25% je vo veku 31-40 rokov, 16% vo veku
21-30 a 51-60 rokov, nad 60 rokov tvoria len 2% zo skimanej vzorky. Najviac
respondentov (46%) ma vysSie odborné vzdelanie, 27% mé stredoskolské
vzdelanie, 27 % ma ukoncené vysokoSkolské vzdelanie 1. stupfia a2 % ma
ukoncené vysokoskolské vzdelanie 2. stupna. 42% zo vSetkych respondentov
pracuje 6 az 10 rokov, 39% ma prax do 5 rokov, 18% pracuje 11 az 20 rokov.

Prezentacia vysledkov standardizovaného dotaznika BURNOUT — MEASURE

Dotaznik bol zamerany na zistenie miery ohrozenia syndromom vyhorenia
U pracovnikov v zachrannej zdravotnej sluzbe a ststred’oval sa na pocity tnavy,
depresie, telesného a psychického vyc€erpania, pocity $t’astia, optimizmu a energie,
pocity uzkosti, starosti a pod.
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Tab. 2 Hodnotenie miery syndromu vyhorenia zdravotnickeho zdachrandra podla
Standardizovaného dotaznika BURNOUT-MEASURE

BQ skore n % Vysledok

1,9 a menej 8 18 Dobry vysledok

2az29 27 62 Uspokojivy nema vazne
problémy

3az 3,9 9 20 Zamysliet sa nad zivotom a
pracou

4az4,9 0 0 Je pritomny syndrém vyhorenia

5aviac 0 0 Havarijny stav, nutnd okamzita
pomoc.

Celkovy pocet | 44 100%

Z vysledkov vyplyva, Ze 62% respondentov zo vSetkych nema vazne problémy
vo vztahu k syndromu vyhorenia a vysledok je uspokojivy, 20% respondentov by sa
malo zamysliet’ nad Zivotom, pracou, ujasnit’ si svoj rebri¢ek hodndt a zapojit’ sa do
preventivnych stratégii, 18% respondentov neprejavuje znamky vyhorenia, teda
vykazuje podl’a Burnout-measure dobry vysledok (tab.2).

Tab. 3 Hodnotenie miery syndromu vyhorenia podla pohlavia

BQ Skore Muzi Zeny
. n %

1,9 a menej 8 34 -

. n % n %
2az2,9 13 56 14 67

N n % n %
3az3,9 2 10 7 33
4az4.9 - -
5aviac - -
Celkovy pocet 23 21

Z vysledkov vyplyva, Ze z celkového poctu respondentov je 23 muzov a z toho
56% vykazuje uspokojivé znamky, 34% ma dobry vysledok a 10%-tadm sa odporaca
ujasnit’ si rebricek hodnét. Z celkového poctu respondentov je 21 Zien a z toho 67%
vykazuje uspokojivé znadmky a 33%-tdm sa odporuca ujasnit’ si rebricek hodnot
(tab.3).

Prezentdcia vysledkov Indexu frustrdcie idealov

Tab. 4 Hodnotenie miery frustracie v oblasti celkovych idedlov

Skala indexu frustracie od 1-7

Pocet
respon
dentov
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Z vysledkov vyplyva, ze 35% respondentov oznacilo na Skéale 4 — stredni mieru
frustracie a 25% oznacilo 3 — teda miernu frustraciu z nenaplnenia povodnych
predstav a celkovych ideélov, s ktorymi nastupovali do zamestnania (tab.4).

Tab. 5 Hodnotenie miery frustrdacie v oblasti vyuzitia znalosti v praxi
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Na zéklade vysledkov moZzno konStatovat,, Ze tretina respondentov (34%) oznacila
na Skale 3, ¢o znamend miernu frustraciu a d’alSia tretina (32%) signalizuje nizku
frustraciu s vyuzitim svojich znalosti v praxi (tab.5).

Tab.6 Hodnotenie miery frustrdacie v oblasti celkovej ndplne prace

Skala indexu frustracie od 1-7

responde

Pocet
ntov

84



ySSia

miera
maximaln

a
frustracia
Celkom

minimaln

a
frustracie

frustracie
7

frustracia
6

frustracia
nizka
frustracia
mierna
frustracia
stredna

5

v

vysoka
miera

1

% 9% 11% 32% 43% 0% 0% 5% 100

Vysledky poukazujii na fakt, ze menej ako polovica respondentov (43%) je v
strednej miere frustrovand z celkovej naplne prace a tretina (32%) na Skale
oznacila miernu frustraciu (tab.6).

Tab.7 Hodnotenie miery frustracie v oblasti pracovného kolektivu

> . . , .
S Skala indexu frustracie od 1-7
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Z celkového poctu respondentov 32% znich oznacilo na Skale vys§iu mieru
frustracie arovnaky pocet respondentov (16%) detekovalo stredni mieru
frustracie, nizku mieru frustracie a minimalnu uroven frustracie v oblasti
subjektivnych predstdv pred ndstupom do zamestnania ohl'adom pracovného

kolektivu (tab.7).

Tab.8 Hodnotenie miery frustracie v oblasti platovych podmienok
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Pocet respondentov

Skala indexu frustracie od 1-7
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Viac ako polovica (65%) respondentov je maximalne frustrovanych ohl'adom
svojho platového ohodnotenia a 23% oznacilo na Skale frustracie 6 ¢o znamena
vysoku mieru frustracie (tab.8).

Tab.9 Hodnotenie miery frustrdcie v oblasti pristupu vedenia

Skala indexu frustracie od 1-7
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Tretina respondentov 33% je vo vySSej miere frustrovand s nenaplnenim
povodnych predstdv pred nastupom do zamestnania v oblasti pristupu vedenia.
Rovnaky pocet respondentov (23%) je vo vysokej a maximalnej miere
frustrovanych v tejto sledovanej oblasti (tab.9).

Tab.10 Hodnotenie miery frustrdacie v oblasti pristupu pacienta k zdravotnickemu

zachranarovi
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n 2 4 15 5 7 6 5 44

% 5% 9% 34% 11% 16% 14% 11% 100

Tretina respondentov (34%) signalizuje miernu frustraciu z pristupu pacientov
k respondentovi a 16% je vo vy$sej miere frustrovanych (tab.10).

Tab.11 Priemer Indexu frustrdacie vo vybranych oblastiach
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Spriemerovali sme jednotlivé polozky a mézeme konstatovat,, Zze vysokou mierou
frustracie trpia zdravotnicki zadchranari najmi v suvislosti s vySkou finan¢ného
ohodnotenia a pristupom vedenia k svojej osobe. Strednou mierou frustracie trpia
hlavne v suvislosti s pristupom pacientov vo¢i osobe zdravotnickeho zachranara,
prezivanim celkovych idedlov v porovnani s realitou a fungovanim v pracovnom
kolektive. Nizku mieru frustracie pocituji vo vztahu k vyuzitiu svojich znalosti
v praxi. Celkova napli prace zdravotnickych zachranarov ich napiiia o nieco viac
ako minimalnym pocitom frustracie (tab.11).

Diskusia

Mozeme konstatovat, ze 62% zdravotnickych zachrandrov naSej vzorky
nema vazne problémy vo vztahu k syndromu vyhorenia, avSak 20% by malo
vazne prehodnotit’ svoj postoj k Zivotu i praci a realizovat’ ¢innosti zamedzujice
rozvinutiu syndromu vyhorenia. Index frustracie idedlov nas nepriamo navadza
k zamysleniu sa nad suvztaznostou medzi rozvijajucim sa syndromom vyhorenia
a vyskou finanéného ohodnotenia vratane pristupu vedenia k osobe zdravotnickeho
zachrandra. Nemozno opomenut’ ani pridruzenu suvislost’ s pristupom pacientov
vo¢i osobe zachrandra a vSeobecné nenaplnenie ocakavani celkovych idealov
Vv porovnani s realitou a fungovanim v pracovnom kolektive.

Okrem vyssie spomenutého sme iniciovali s vybranou vzorkou respondentov
aj diskusiu na témy obsiahnuté v dotazniku. Respondenti sa vyjadrili, Ze z dovodu
prezivania stresovych situdcii suvisiacich s osobitne naroénymi vyjazdmi
k detskym pacientom a dopravnym nehodam povazuji svoju pracu za velmi
naro¢nu. Zhodne sa vyjadrili, Ze prezivaju v praci vel'ka neistotu (tender konajuci
sa kazdé 4 roky a skutoCnost, ze pripadny novy zamestnavatel ich moéze no
nemusi prijat do zamestnania). Za dalSie faktory, ktoré moézu prispievat
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k syndromu vyhorenia identifikovali nedostatok voI'ného ¢asu (Castokrat ustiaci do
vyCerpania), nedoveru zamestnavatela prejavujicu sa ¢astymi kontrolami a tiez
nedostatok kladného ocenenia zo strany zamestnavatel'a. Rovnako sem priradili aj
stazent spolupracu pri odovzdavani pacienta v nemocnici a prejavy neucty,
nereSpektovania zo strany pracovnikov nemocnic. Nespravna indikacia vyjazdov
a zneuzivanie tiesiiovej linky ma pravdepodobne podl'a subjektivneho vyjadrenia
diskutujucich respondentov vyrazny vplyv na prezivanie frustracie a nasledny
rozvoj symptémov syndromu vyhorenia ztoho ddvodu, Ze laicka verejnost
nedostatocne ocenuje a vazi si pracu zachranarov. V ramci rozoberania klimy
pracovného prostredia konsStatovali nezdujem zamestnavatel'a oh'adom problému
syndromu vyhorenia, zl¢ medziludské vztahy, problematicki komunikaciu
(povySovanie nadriadeného, ,.,rieSenie problémov za chrbtom®), nepriame nutenie
zamestnanca do nieCoho ¢o sam nechce (spol. akcie, sut'aze a pod.) a nasledné
neuznanie kreditov, strhavanie prémii. Rovnako vtomto kontexte respondenti
spomenuli aj Casté sluzby v 24 hod. intervaloch bez dostato¢ného odpocinku
a nedocenenie kontinualneho vzdelavania.

Dalej mozeme konstatovat, Ze aj napriek zisteniu miernej frustracie
u respondentov vo vyuziti svojich znalosti v praxi sa Vv diskusii potvrdilo, Ze
ojedinelé S$pecifické stavy, ktoré vicSina respondentov poznd len teoreticky
(hromadné nestastia) a vyskytuju sa sporadicky, prindSaju so sebou aj vysoki
mieru frustracie z dovodu absencie osobnej sklisenosti s tymto ojedinelym stavom.
Rovnaku frustraciu prezivaji aj vo vzt'ahu k obCasne problematickej spolupraci
zloziek Integrovaného zachranného systému.

Zaver

Je vhodné, aby zamestndvatelia investovali do programov zniZujicich
psychicky a fyzicky stres, v ¢oho dosledku dochadza k redukcii nakladov na
nemocenské davky a fluktudciu zamestnancov. Intervencie zo strany zamestnavatel'a
modzu spocivat’ vo zvyseni participacie zamestnancov na rozhodovani ¢i vytvorenim
socidlne citlivého prostredia. Pozitivnym faktorom poukazujicim na spokojnost
Vv zamestnani je spokojnost’ s nadriadenymi a spolupracovnikmi, spokojnost
s postupom a finanénym ohodnotenim. Kazdy ohrozeny jedinec by mal zvladnut
zékladné pravidla zachovania zdravia a nepodliehat’ stresu (Kebza, Solcova, 2003).
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CASOVE SNIMKY PRACE ZDRAVOTNICKEHO
ZACHRANARA

'Katedra urgentnej zdravotnej starostlivosti, Katedra oSetrovatel'stva, Fakulta
zdravotnickych odborov PU v Presove, Slovakia

Uvod

Zdravotnicky zéachranar tvori neodlucitelni sucast prednemocnicnej
neodkladnej zdravotnej starostlivosti a urgentnej mediciny. S ¢oraz pokrocilejSou
technikou, obohacovanim poznatkovej zakladne a rozvijajicou sa spolo¢nostou,
stupaju aj naroky na pracu zdravotnickeho zachrandra. VA¢Sim poctom vyjazdov
V porovnani s minulost'ou stipa aj psychické a fyzicka narocnost’ tohto povolania.
Vyuzitie Casu v praci zdravotnickeho zachranara do znacnej miery ovplyviiuje
viacero faktorov. Casové $tadie sii zamerané na skimanie vyuZitia asu pri
pracovnej ¢innosti so zamerom skimat’ Struktiru a velkost’ jednotlivych zloziek
spotreby Casu. Zistovanie doby trvania jednotlivych pracovnych cinnosti
zdravotnickeho zachrandra meranim casu slizi ako podklad pre potreby
planovania, organizovania a riadenia prace. Snimka pracovného dia je zaloZena na
nepretrzitom pozorovani jednotlivca, skupiny pracovnikov alebo vlastnom
pozorovani pracovnej c¢innosti pocas celej zmeny, pricom sa tieto udaje
zaznamenavaju a nasledne hodnotia (Dud’ak, 2012; Szombathyova, 2010; Aehlert,
2010; Aehlert, 2011).

Material a metodika

Cielom nasho prieskumu bolo kvantitativne postdenie jednotlivych ¢innosti
realizovanych  zdravotnickym  zachranarom pocCas vykonu povolania
zZ nasledujtcich uhlov pohladu:
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1. Zistit' percentudlnu mieru vytazenosti zdravotnickeho zachranara pocas 12
hodinovej sluzby (dennej i no¢nej) v ¢innostiach rozdelenych do 4 skupin, a to:

1. skupina (sanitaéné, dokumenta¢né, kontrolné a zasobovacie ¢innosti
zdravotnickeho zachranara) - preberanie sluzby, kontrola sanitného vozidla
a liekov, dopliovanie liekov a pouzitého materialu, zapisovanie vyjazdov, sanita
stanice a sanitného vozidla,

2. skupina (Cinnosti zdravotnickeho zachranara v ramci vyjazdu, transportu
a oSetrenia pacienta) - vyjazd, transport, oSetrenie pacienta, ndvrat na stanicu
Z vyjazdu,

3. skupina (regeneracia, stravovanie, sledovanie televizie a praca s internetom
zdravotnickeho zachrandra) - oddych, stravovanie, pitny rezim, sledovanie
televizie, internet, Citanie,

4. skupina (samos$tadium, edukacia, kurzy, nacvik postupov a modelovych
situdcii) - edukécia, samostadium, kurzy, nacvik modelovych situécii a postupov.
2. Zistit rozdiely vo vytazenosti zdravotnickych zéachranarov pocas sluzby na
stanici rychlej lekarskej pomoci (RLP) a rychlej zdravotnej pomoci (RZP).

Na dosiahnutie stanoveného ciel’'a sme si zvolili metodu casovych snimok —
snimok pracovného dna, ktord sa zakladé na nepretrzitom zaznamenavani celkove;j
spotreby pracovného Gasu v priebehu celej smeny. Uéelom snimky bolo zistit’ druh
a velkost” spotreby casu pri jednotlivych cinnostiach. Nasledne sa vykonala
sumarizacia rovnakej ¢innosti do rozboru spotreby ¢asu zmeny za jednotlivé
pozorovania apotrebné druhy casov sa sumarizovali do skutocnej bilancie
spotreby casu zmeny. Skuto¢na bilancia vyjadruje kolko ¢asu v minutach
a percentach Casu zmeny pripadd na jednotlivé kategorie skiimaného Ccasu
pracovnej zmeny. Respondenti zapisovali v zazname druhy jednotlivych ¢innosti
so zaciatkom ako aj koncom trvania pocas 12 hodinovej pracovnej smeny
v minutach. Formulér, ktory neobsahoval udaje o straveni kazdej mintty pocas 12
hodinovej smeny bol z prieskumu vyradeny. Na vyhodnotenie ¢asovych snimok
prace zdravotnickeho zachranara sme pouzili 400 zaznamov od 20 zdravotnickych
zachranarov (1 zdravotnicky zachrandr = 20 zdznamov), pricom 1 zdznam bol
zhotoveny podas 12 hodinovej sluzby. Casové snimky boli zhotovované podas 20
sluzieb vdennej anocnej smene na staniciach RLP aRZP urdznych
poskytovatel'ov prednemocni¢nej neodkladnej zdravotnej starostlivosti v réznych
oblastiach Slovenska. Celkovo sme mali 580 zaznamov, z ktorych pre nase ucely
bolo pouzitel'nych 400.

Vysledky

Sanitacnou, dokumentacnou, kontrolnou a zdsobovacou ¢innostou (30%),
rovnako ako aj oSetrovanim pacientov pri jednotlivych vyjazdoch (36%) vratane
regeneracnych aktivit (29%) stravia zdravotnicki zdchranari priblizne rovnaky
percentudlny podiel &asu v 12 hodinovej dennej sluzbe. Cinnostiam ako je
samoStudium, edukécia, kurzy, nacvik postupov a modelovych situdcii venuje
zdravotnicky zachranar priemerne 5% casu (tab.1).
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Tab.l Mnozstvo casu straveného jednotlivymi druhmi ¢innosti v dennej sluzbe

Priemerizovany
Cinnost’ zdravotnickeho zachranira | Minuty Hodiny |percentuilny podiel
V 12h dennej sluzbe
Sanrltacna, _dovk_umen,tacna, kontrolna 43 625 727.08 | 30%
a zasobovacia ¢innost
Vyjazd, transport a oSetrenie pacienta |53 437 890,62 |36%
Regerne.:rama,s’traquanle, sledovanie 42 600 710 29%
televizie a praca s internetom
Samostadium, eduka,ma, kurzy, nacvik 7037 11728 |5%
postupov a modelovych situacii
SPOLU 146 699 |2 444,98 | 100%

V noc¢nej

sluzbe zdravotnicki zachranari venuju priblizne rovnaky podiel

sanita¢nej, dokumentacnej, kontrolnej a zdsobovacej ¢innosti (20%) v porovnani
s vyjazdom a ofetrenim pacientov (24%). Casu na regeneraciu, stravovanie,
sledovanie televizie a praci s internetom venuju zdravotnicki zachranari viac ako
v dennej sluzbe (55%). Samostudium, edukacia, kurzy, nacvik postupov
a modelovych situacii tvori len 1%-ny podiel celkového ¢asu v nocnej sluzbe
(tab.2).

Tab.2 Mnozstvo casu straveného jednotlivymi druhmi c¢innosti v nocnej sluzbe

Priemerizovany
Cinnost’ zdravotnickeho zachranara Minuty Hodiny |percentuilny podiel
V 12h nocnej sluzbe
Saqltacna, .dovlfumen’tacna, kontrolna 29 442 490.7 20%
a zésobovacia ¢innost
Vyjazd, transport a oSetrenie pacienta |35 039 583,98 24%
Rege’rle;rac1a,§traquanle, sledovanie 80 460 1341 5504
televizie a praca s internetom
Samostadium, eduke}ma, .kufzy’, nacvik 1768 29 47 1%
postupov a modelovych situdcii
SPOLU 146 709 |2 445,15 |100%

Obdobna situacia ako v pripade popisu dennej sluzby bez rozliSenia stanice
nastava aj pri popise percentudlnych podielov ¢innosti zdravotnickych zachranarov

na staniciach RLP (tab.3).

Tab.3 Mnozstvo casu straveného jednotlivymi druhmi ¢innosti v dennej sluzbe na

staniciach RLP
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Cinnost’ zdravotnickeho zachranara

Priemerizovany

(RLP) Minuty |Hodiny |percentualny podiel
Vv 12h dennej sluzbe

Sagltacna, .dovlfumen’tacna, kontrolna 26 306 438 43 30%

a zasobovacia ¢innost

Vyjazd, transport a oSetrenie pacienta |31 451 524,18 36%

Regep§ra01a,§traquan1e, sledovanie 25 796 42993 29%

televizie a praca s internetom

Samostadium, eduka}ma, .kufzyl, nacvik 4809 80,15 506

postupov a modelovych situacii

SPOLU 88 362 1472,69 |100%

Na stanici RLP zdravotnicki zadchranari venuji priemerne 20% ¢asu nocnej sluzby
sanitacnym, dokumenta¢nym, kontrolnym a zasobovacim ¢innostiam, podobne st
na tom aj ¢innosti spojené s vyjazdom, transportom a oSetrenim pacienta (21%).
Viac ako polovicu pracovného ¢asu travia zdravotnicki zdchranari regeneraCnymi
aktivitami (57%). Nizky podiel (2%) pracovného Casu je spojeny s ¢innostami ako
su samostudium, edukacia, kurzy, nacvik postupov a modelovych situécii (tab.4).

Tab.4 Mnozstvo casu straveného jednotlivymi druhmi ¢innosti v nocnej sluzbe na

staniciach RLP

. . . . Priemerizovany

9
Cinnost’ zdravotnickeho zichransra Mindty Hodiny |percentuslny  podiel
(RLP) IO

V 12h noénej sluzbe

Sar%ltacna, .dovkumen,tacna, kontrolna 16 805 280,08 20%
a zasobovacia ¢innost
Vyjazd, transport a oSetrenie pacienta |17 491 291,52 21%
Regernqama,s’traquame, sledovanie 49 017 816.95 5704
televizie a praca s internetom
Samostadium, eduka}ma, -kufzy,, nacvik 1338 223 204
postupov a modelovych situacii
SPOLU 84 651 1410,85 |100%

Opétovne moézeme konstatovat’, Ze percentudlne zastipenie jednotlivych ¢innosti
zdravotnickych zachrandrov pocas dennej sluzby na stanici RZP je takmer totozné
so situaciou zdravotnickych zachranarov na stanici RLP a popise dennej sluzby

bez rozliSenia stanice (tab.5).

Tab.5 Mnozstvo casu straveného jednotlivymi druhmi ¢innosti v dennej sluzbe na

staniciach RZP

Cinnost’ zdravotnickeho zichranara
(RZP)

Minuty

Hodiny

Priemerizovany
percentuilny

podiel
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V 12h dennej sluzbe

Sar}ltacna, .dovkumen,tacna, kontrolna 17 521 292,02 30%
a zasobovacia ¢innost

Vyjazd, transport a oSetrenie pacienta | 22 096 368,27 37%

Regeneracia,stravovanie, sledovanie

.. , . 17194 286,57 29%
televizie a praca s internetom

Samostudium, eduka}ma, kurzy, nacvik 2920 37 4%
postupov a modelovych situacii
SPOLU 59 031 983,86 100%

Cas na regeneracné aktivity po¢as noénej sluzby v posadke RZP je v rozsahu 50%,
¢o je menej ako je na staniciach RLP. Aj zachranari na stanici RZP venuju
minimalny ¢as edukacnym aktivitdm (1%). Sanita¢né, dokumentacné, kontrolné
a zasobovacie c¢innosti tvoria 21% podiel pracovného ¢asu a viac Casu stravia
vyjazdom a oSetrenim pacienta (28%) (tab.6).

Tab.6 Mnozstvo casu straveného jednotlivymi druhmi cinnosti v nocnej sluzbe na
staniciach RZP

Priemerizovany
Minity |Hodiny |percentualny podiel
V 12h nocnej sluzbe

12 380 206,33 |21%

Cinnost’ zdravotnickeho zichranira
(RZP)

Sanitacna, dokumenta¢na, kontrolna
a zasobovacia ¢innost’

Vyjazd, transport a oSetrenie pacienta |16 780 279,67 28%

Rege’ngrama,straquame, sledovanie 29333 488,88 50%
televizie a praca s internetom

Samostadium, eduké?(na, 'kufzy’, nacvik 426 71 1%
postupov a modelovych situacii

SPOLU 58919 981,98 100%
Diskusia

Cielom nasho prieskumu bolo kvantitativne postudenie jednotlivych ¢innosti,
ktoré¢ zdravotnicky zachrandr realizoval pocas vykonu povolania v sluzbe.
Pomocou ¢asovych snimok, ktoré zdravotnicki zachranéri zapisovali nepretrzite
pocas sluzby, sme mohli vyhodnotit’ percentudlnu mieru vytazenosti jednotlivych
zachranarov v Cinnostiach rozdelenych do 4 skupin (vid. vysSie) pocas 12
hodinovej sluzby. Na zdklade vysledkov prieskumu sme nasledne porovnali
percentudlny podiel jednotlivych ¢innosti na staniciach RZP a RLP, denné a no¢né
sluzby.

Spotreba Casu po kvalitativnej 1 kvantitativnej stranke byva zvycajne
rozdielna v dennej a no¢nej sluzbe, rovnako ju ovplyviiuju aj iné faktory, ¢i uz je
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to mnozstvo vyjazdov v sluzbe alebo dojazdové vzdialenosti na adresu pacienta
a do nemocnice. Dalsi faktor ovplyviiujuci spotrebu ¢asu je umiestnenie stanice.
Rozdielna spotreba Casu byva na stanici, ktora je umiestnena v oblasti s va¢Sim
poctom obyvatelov ako na stanici umiestnenej v odlahlej lokalite. Nemozno
rovnako opomenut’ aj osobnostny vplyv na efektivne vyuzitie pracovného Casu.
S vys$$im poctom vyjazdov stipne aj mnozstvo casu straveného sanitaciou,
dokumentacnou ¢innost'ou a dokladanim materidlu. To zaroven ovplyvni tiez ¢as
na oddych, regeneraciu asamostudium, ktorého bude menej. Okrem uz
spominanych faktorov v dennej sluzbe, je o sa noc¢nej sluzby tyka, jeden dolezity
fakt ato, Ze l'udsky organizmus je v no¢nych hodinach nastaveny na oddych.
Pravdepodobne z toho dovodu boli detekované najvyssie percentualne hodnoty
prave pri ¢innostiach regenerdcie a oddychu. Ak porovndme stanice RLP a RZP
nendjdeme takmer ziadne rozdiely. Sanitacnymi, dokumenta¢nymi a odkladacimi
¢innostami stravia zachranari dennej sluzby 30% celkového Casu sluzby ako na
stanici RLP, tak aj na stanici RZP. Rovnaké to je s Cinnostami spojenymi
s regeneraciou, oddychom, stravovanim a sledovanim televizie. Nimi zachranari
strdvia na oboch typoch stanic 29% casu v sluzbe. Minimélny rozdiel je
vV mnozstve Casu stradveného na vyjazdoch, transportoch a oSetrenim pacientov.
Na stanici RLP je to 36% ana stanici RZP 37% celkového casu v sluzbe.
Najmenej Casu stravia zachranari samostidiom a edukéciou. Na stanici RLP je to
5% a na stanici RZP 4% casu v sluzbe. Ako je uz zrejmé z porovnania, typ stanice
nerozhoduje vo vyuziti ¢asu zdravotnickym zachrandrom v sluzbe. Pri porovnani
noc¢nych sluzieb na staniciach RLP a RZP sme detekovali vicsie rozdiely. Cinnosti
ohladom vyjazdov tvoria 21% ¢asu v sluzbe na stanici RLP, na stanici RZP je to
28%. Edukacii a samoStudiu venuji najmenej Casu zachrandri v sluzbe na stanici
RZP 1% casu ana stanici RLP 2%. Najviac ¢asu venuju zachranari na oboch
typoch stanic oddychu, regeneracii, stravovaniu a sledovaniu televizie konkrétne
57% c¢asu na stanici RLP a50% casu na stanici RZP. Sanitaénym,
dokumentaénym a kontrolnym c¢innostiam sa venuju zachranari na oboch typoch
stanic skoro rovnako. Na stanici RLP je to 20% c¢asu a na stanici RZP 21%. Pri
celkovej spotrebe casu pocas jednotlivych ¢innosti nerozhoduje podla néasho
prieskumu ani v no¢nej ani dennej sluzbe typ stanice. Rozhodujuce ¢innosti su tie,
ktoré¢ sa tykaju vyjazdu, transportu a oSetrenia pacientov a ktoré nésledne
ovplyviluji ostatné aktivity vratane ich Casového trvania. Zaujimavé vysledky
vysli pri porovnani dennych ano¢nych sluzieb zéachranarov. V dennej sluzbe
najvyssie percentudlne zastipenie bolo pri ¢innostiach ako je transport a oSetrenie
pacienta, konkrétne 36% celkového Casu, ktoré v no¢nej sluzbe klesa na 24% cCasu.
Pocas nocnej sluzby najviac Casu zéachrandri travia aktivitami spojenymi
s regeneraciou a oddychom, ato 55% z celkového Casu nocnej sluzby, pocas
dennej sluzby je to iba 29%. Pri tomto porovnani je zrejmé, Ze viac €asu v sluzbe
venuju zachranari samostadiu a edukécii pocas dennej sluzby (5%) ako pocas
sluzby nocnej (1%). Sanitacni, dokumenta¢nd a zasobovacia Cinnost’ je tiez
rozdielna. V nocnej zabera 20% Casu a pocas dennej sluzby 30%. Tieto vysledky
boli pravdepodobne ovplyvnené tym, Ze v noci je ¢as pokoja a vacsina l'udi spi, je
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mensia premavka na cestach, a tym padom je v no¢nej sluzbe menej vyjazdov ako
pocas dennej sluzby. VicsSia snaha vzdelavat’ sa pocas dennej sluzby je zrejme
ovplyvnena circadidannymi rytmami.

Zaver

Analyza snimok pracovného dna vedie ku kvantifikacii jednotlivych ¢innosti
vyjadrenych spotrebou c¢asu, k rozboru Struktury spotreby pracovnej doby,
K rozboru stratovych ¢asov podla pri¢in a ma potencial skvalitnit’ organizaciu
prace zdravotnickeho zachranara a pracoviska, ¢o v konecnom ddésledku mébze
viest’ k zlepSeniu kvality poskytovanej prednemocni¢nej neodkladnej zdravotnej
starostlivosti (Dud’ék, 2012; Szombathyova, 2010).
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Marian Santa

INTERNATIONAL FIRE & EMS MOTORCYCLE
RESPONSE UNIT ASSOCIATION

Panstwowa Wyzsza Szkota Zawodowa im. Jana Grodka w Sanoku, Polska,
Kosicka zachranka, a.s., KoSice, Slovakia

Koncepcia zachrany na motocykli vychadza z myslienky ,, najlepsia pomoc
je rychla pomoc“. Nespornou vyhodou je jej rychlost arelativne vysoka
dostupnost’ aj na miestach s naronym, ¢i komplikovanym pristupom pre iné
prostriedky, aj rychlejsi pristup v predimenzovanej a prehustenej mestskej
doprave. Hoci zachranar na motocykli nedokaZe transportovat’ pacienta, mozZe
priniest’ lieky, defibrilator, aj d’alSie prostriedky na zachranu zivota ¢i zdravia.
Skoleny personal dokaze rychlo zhodnotit situiciu, zasiahnut na mieste
a zhodnotit’ potrebu d’alSej pomoci alebo transportu.

Historia vyuzitia inych dopravnych prostriedkov ako automobilov sa datuje
priblizne od 20. rokov minulého storocia. Ako jedna z prvych tuloh vyvstala
potreba prevozu ranenych z bojového pola arychlej dostupnosti zdravotnika
V nedostupnom teréne (Obr. 1). NajpouzivanejSimi sa stali motocykle, ktoré uz
V tomto obdobi zacali sluzit’ hasiCom hlavne na prepravu jednoduchych hasiacich
zariadeni, kontrolu hydrantov a ako dopravny prostriedok pre poziarne hliadky.
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Obr. 1 Historickd fotografia transportu zranenych vojakov (pouZité z www.motorkari.cz)

V sucasnosti s motocykle stdle viac vyuzivané v zachrannych zlozkéach
v roznych krajinach, vratane Slovenska, kde je hasi¢sky motocykel nasadeny pri
tuneli Branisko v Beharovciach, v okrese PreSov. Zachrannd zdravotna sluzba
v Londyne v ramci skracovania Casu od priatia tiesnového volania do zasahu
vyuziva dokonca aj zachranarov na bicykloch alebo skateboardoch (first
responders).

IMRUA (International Fire & EMS Morocykle Response Unit Association)
vznikla zjednotenim dvoch suborganizacii European Fire & EMS Motorcycle
Response Unit Association (EMRUA) a North American Fire & EMS Motorcycle
Response Unit Association (NAMRUA) ako spojenie nadSencov pre dve kolesa,
ktori pracujii v zachrannych sluzbach a motorky sa zaroven stali pre nich aj
pracovnym nastrojom. Ciel'om oboch organizécii v uzkej spolupraci s podobnymi
organizaciami v poziarnych sluzbach je zjednotit’ Standardy pouzivania motoriek
v zachrannych sluzbach a realne zhodnotit’ ich efektivitu v roli first reponders.
V diioch 13.- 15. septembra sa konal uz II. Svetovy kongres IMRUA v Koperi
v Slovinsku.

Existujuce motocyklové zachranné sluzby vo svete

Madarsko

Orszagos Mentdszolgalat Mentdmotoros (OMSZ, Motorcycle Response
Unit) ako zachranna sluzba oficidlne vznikla v auguste 2005, kedy zahajila
skasobnu prevadzku v oblasti juzného Balatonu. Posadku tvorili lekari
Specializovani v odbore urgentnej zdravotnej starostlivosti. Uz pocas prvych 6 vikendov
boli na motocykloch privolani k 40-tim zivot alebo zdravie ohrozujicim stavom,
z toho aj k uspesnej kardiopulmonalnej resuscitacii. Nasledne ich pocty zasahov
stipali od 314 vroku 2006 az k 649, ktoré vykonali vroku 2010. Najviac
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pouzivanym motocyklom v OMSZ je Honda ST 1300, ale v Budapesti uz tspesné
fungujt zdravotnicki zachranari aj na malych mopedoch.

Obr. 2 Motocykle OMSZ

Turecko

Motocyklova zéachranna sluzba uspesné funguje od r. 2005 v tretom
najviéSom meste Turecka, v Izimire. V beznej sluzbe maju 5 lekarov na
motorkach a 5 d’alSich pohotovostnych motoriek k inym zasahom. V roku 2010
vykonali motorkari - zachranari 1150 zasahov, zktorych bolo takmer 50%
Kk traumatickym poskodeniam. V priebehu roka 2011 tento pocet stapol — od
januara do mdja 2011 vykonali na motorkdch 927 zéasahov. Motocyklové
zachranné sluzby v Izmire maju priemerny ¢as dojazdu 6 min. a 8 sek, ktory sa
Vv priebehu vyjazdov v roku 2011 znizil na 5 min. a 48 sek. Okrem motoriek
disponuju turecké zachranné sluzby Sirokou paletou dopravnych zachrannych
prostriedkov. Zakladné ambulancie maji rozdelené na BLS (tzv. transportné)
a ALS (lekarske). K dispozicii maji Specidlne ambulancie pre novorodencov,
automobil pre hromadné nestastia, rychle osobné vozidla pre lekarov pri pouziti
randevi-systému, pre blizke miesta zdsahov dokonca pouzivaju bicykle. Turecko
disponuje 17 stanoviStami zachrannych helikoptér, ale pouZivaji aj zachranné
lietadl4, lode a automobily pre narocné terény.
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Obr. 3 Lekar tureckej zachrannej motocyklovej sluzby

Mexiko

MI VIDA ES SALVAR VIDAS (mdj zZivot je aj vas Zivot) je heslo
motocyklovej zachrannej zdravotnej sluzby v Guadalajare v Mexiku, ktora bola
zalozend v r. 1995. Toto velkomesto ma totiz vel'mi komplikovanu automobilova
dopravu, aut je vraj viac ako v hlavnom meste Mexika. Motorky ako transportny
prostriedok k pacientovi pouzivaji okrem lekarov aj paramedici a hasi¢i. V sluzbe
st motocykle rozmiestnené tak, aby ich maximalny dojazd k pacientovi bol 6 km
a dojazdovy Cas nie viac ako 4 min. Motorky slizia len v dennych hodinéch.
V prvom polroku 2010 vykonali 4572 vyjazdov, zktorych bolo na mieste
osetrenych 2794 pacientov, to znamena, Ze stacilo vyslat’ na pomoc zachrandra na
motocykli alen 1778 pacientov vyzadovalo nasledny prevoz do nemocnice
ambulanciou. Pri zdsahoch mexickych motorkérov — zachranarov prevazuju trazy
(u mladych Tudi do 29 rokov v Mexiku je smrt’ nasledkom urazu na I. mieste
Statistik). Okrem beznych zasahov pouzivaju motorky aj na prevoz liekov, krvi, pri
Specidlnych prilezitostiach  (diplomatick¢ konvoje, koncerty, nabozenské
zhromazdenia a pod.) a vel'mi Gspesne ich pouzivaju aj pri edukaénych aktivitach.

Holandsko

Zdravotnicke zachranné sluzby st v Holandsku rozdelené na tzv. A1 — high
priority, t.j. s uréenym dojazdom do 15 minut, ¢o je 92% vSetkych vyjazdov. Do
kategérie A2 patria tzv. medium priority, s ur¢enym dojazdom do 30 min.
V kategorii Al sa pouzivaju v Haagu aj niektorych dalSich vacSich mestach
Holandska tzv. rapid repsonders, ¢o st motocykle = motorambulancie. Pouzivaju
ich od roku 1997. Podla statistiky v Utrechte za rok 2010 wvykonali
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motorambulancie 7100 vyjazdov z celkovych 106 000 tiesnovych volani. Ich
ulohou je predovsetkym skratit’ cas dojazdu k pacientovi. Podla holandskych
Statistik je na vzdialenost’ 6,7 km v beznej premavke motorka rychlejSia o 2 min.
all sek. ako klasickd sanitka, najmd vo frekventovanych centrach miest.
Holandské zachranarske guidlines pre tychto motozachranarov urcuju aj d’alSie
ulohy, napr. starat’ sa 0 pacienta az do prichodu ambulancie s lekarom, triedit’ na
mieste pri vd¢Som pocte postihnutych, pomahat' paramedikom pocas zasahov,
poméhat’ praktickému lekdrovi alebo domécej sestre pri poskytovani urgentnej
zdravotnej starostlivosti, pripravit’ pacienta na transport, pripadne pomdct’ pri jeho
transporte a d’alsie. Od r. 2005 zaznamenali 19 havarii motozachranarov, pricom
len jedna z nich sa stala vlastnou vinou zachranara, ktory nezvladol motorku na
zl'adovatenej ceste. VSetky ostatné sa stali najcastejSie popoludni, za svetla a na
suchej ceste nedanim prednosti v jazde, pri predbiechani a na krizovatkach. Ako
najrizikovejSich udavaji holandski motozachranari muzov, vodi¢ov vo veku viac
ako 45 rokov.

Obr. 4 Zachranar holandskej motocyklovej sluzby pri vycviku

Anglicko

MRU (Medical response unit - motocyklova zachranna zdravotna sluzba)
bola zaloZzena v Londyne v roku 1991ako reakcia na vyrazné zhustenie dopravy
v Londyne, rastuci pocet volani na tiesiiové linky a potrebu rychlejSej medicinskej
reakcie, predovsetkym pri nahlych zastavach srdca. Uz prvé vysledky boli
prijemnym prekvapenim pre zriadzovatelov, ked zasahy na motocykloch sa
uplatnili rychlost'ou a efektivitou najma pri cestnych nehodach.
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Obr. 5 Zachranar londynskej motocyklovej sluzby, vybavenie zachranarskeho motocykla

Hong Kong

EMS Motorcycle & Fire Motorcycle posobi od roku 1982 na izemi mesta,
ktoré ma 7 milionov obyvatel'ov. Zriadena bola najmi kvoli enormnému narastu
dopravy na uzemi mesta a narastu dopravnych nehdd. V 70% pripadov dorazi na
miesto nehody motorka skor ako klasickd ambulancia. Motocyklova zachranna
sluzba pracuje len v 12 hodinovych smenach pocas dia a v r. 2010 absolvovala
54 817 vyjazdov.

Obr.6 Motocykel zachrannej sluzby v Hong Kongu

Slovinsko

Motorcycle response unit Maribor posobi okrem uzemia Mariboru aj
v Cubl'ane a v Koperi od r. 2001, ale pracuju len od méja do novembra, kedy su
priaznivé podmienky pre jazdu na motocykli. Priemerny dojazdovy ¢as na miesto
nehody maja slovinski zachranari (reSevelac) na motocykloch 5 minat a 53 sek.
v porovnani s klasickou sanitkou, ktorej ¢as byva priemerne 10 min. 8 sek.
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Obr.7 Motocykel slovinskej zachrannej sluzby

Nemecko

Bundes-Motorradstaffel Deutschland — Die Joanniter maji po celom
Nemecku rozmiestnenych 5 stanic so 65 morokami, na ktorych vyrdza s pomocou
pre postihnutych 250 zachranarov. Ako dobrovolna organizacia sa ststred’uju
predovSetkym na asistenciu profesionalnym zlozkdm pri zachrane, dokazu
poskytnut’ kvalifikovanii prvii pomoc, monitoruji sitdcie najmd na cestach
s hustou premavkou, spolupracuju s policiou pri nehodach na cestach a podiel'aju
sa aj na ochrane zivotného prostredia.

Obr.8 Kolona nemeckych Die Johanniter

Norsko
V Norsku bola zalozena motocyklova zdchranna sluzba pdvodne ako
experiment na verifikaciu c¢asového a finan¢ného zisku v porovnani
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s ambulanciami pozemnej zachrannej sluzby v r. 2007. Zachranari na motorkéach
boli v roku 2010 operatormi odoslani na 703 vyjazdov. Z nich 585 bolo plne
realizovanych a 58 odvolanych, 293 vyjazdov prvotnym ani druhotnym
vySetrenim nezistilo Ziadne odchylky zdravotného stavu ani traz, u ostatnych Slo
najmé o situdcie, v ktorych bol pacient z hl'adiska vitadlnych funkcii stabilny —
trauma alebo neurologicky problém. Primarny ¢as dojazdu bol 6 minut 24 sekind,
¢o je Statisticky vyznamny rozdiel ¢asu v porovnani s dojazdom ambulancie.
V 282 pripadoch, ktoré vyzadovali simultanne vyslanie motorky aj ambulancie,
posadka na motorke prisla skor v 244 pripadoch. V 107 pripadoch vyslania
motoposadky bolo cielom zhodnotenie aktudlnej potreby zdravotného zésahu,
celkovo tak bolo odvolanych 138 vyjazdov ambulancii.

Portugalsko

Motocyklova pozemna zachranni sluzba existuje v dvoch najvéacsich
mestach Portugalska od jula 2004, pocas hodin s najvicSou premavkou na
pozemnych komunikéaciach, t.j. od 8.00 do 24,00 hod. Tieto oblasti aj cas
posobenia boli vybraté podl'a pomerne velkého poétu ntidzovych volani v tejto
dobe. Priemerny ¢as dojazdu motoriek na miesto zasahu bol 4,4 + 2,5 mintty.
Skusenosti z Portugalska ukézali, Zze az v 63% vsetkych vyjazdov motocyklovej
zachrannej sluzby bola posadka motocyklov na adrese skor, ako posadka sanitky.
18% vyjazdov nevyzadovalo transport pacienta do nemocnice (stacilo oSetrenie na
mieste) — z nich 11% pre zneuzitie, 6% pre umrtie pacienta, 3% pre medicinske
rozhodnutie, a 63% pre odmietnutie transportu pacientom.

Obr. 9 Motocykel portugalskej zachrannej zdravotnej sluzby

Rakiisko a Luxemburg

V oboch Statoch funguji motocyklové zachranné sluzby na dobrovolnej
béze apracuji najmi v sfére posobenia Cerveného kriza oboch krajin. Ich
najvacsim prinosom je pravidelné hliadkovanie na autostradach pocas silnej
prevadzky, napriklad zaciatok turistickej sezony a dovoleniek aucast na
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masovych podujatiach (koncerty, ndbozenské zhromazdenia, navstevy osobnosti
a podobng).

Vybavenie motocykla motocyklovej zachrannej sluzby

Vybavenie motoriek motocyklovych zachrannych sluzieb je v podstate vo
vSetkych krajinach, ktoré ich pouzivajt, identické a 1iSi v jednotlivych zlozkach
len v detailoch. Uloznym priestorom pre materidlno technické vybavenie na
motocykli su najmi pravy alavy kufor motocykla, horny kufor za sedadlom
spolujazdca a vyuzit’ sa da aj prisposobené sedlo spolujazdca. Na l'avej strane st
zvycajne ulozené pomocky urcené pre zivot zachranujuce vykony: dychaci vak
s ventilom, tvarové masky, supraglotické pomdcky na zabezpecenie priechodnosti
dychacich ciest, vybavenie na inhalaciu kyslika, manualne odsavacie zariadenie,
katéter na odsdvanie dychacich ciest, laryngoskop, kanyly na vstup do Zilového
systému, striekacky, spojovacie hadicky, vybava na pretlakovu infaziu, vybavenie
na intraosealny pristup, adhezivny fixaény material. Do veka kufra sa umiestiiuje
vybavenie na zdkladnu diagnostiku: tlakomer s r6znymi manzetami, fonendoskop,
teplomer, diagnosticka lampa, glukometer, sterilné rukavice, noznice na
vyslobodenie z bezpe¢nostnych pasov. Pravy bo¢ny kufor obsahuje set na
oSetrenie popalenin, set na oSetrenie krvacania, dlahy, ndhradny obvézovy
material, ¢elova lampu, prevézové noznice, termoizolacné folie. Veko pravého
kufra obsahuje lieky v sulade s liekovym vybavenim pozemnych ambulancii.
Horny kufor za sedadlom spolujazdca obsahuje automaticky externy defibrilator,
transportny defibrilator so zobrazenim EKG, pulzny oxymeter, kréné goliere,
kratku chrbticovii dosku, vrecko na zber odpadu, triediace karty a zaznam
0 zhodnoteni zdravotného stavu osoby. Hasiaci pristroj a prenosna tlakova naddoba
s kyslikom byvaji umiestnené pred oboma bo¢nymi kuframi motocykla, kde su
dostato¢ne chranené pred poSkodenim. Motocykel musi byt vybaveny na
Specificki premdvku na pozemnych komunikacidch podobne ako ambulancie
vystraznymi svetlami a sirénou. K Standardnej vybave motocykla zachrannej
sluzby patri GPS navigacia akvalitné komunikaéné =zariadenie, ktoré je
namontované stacionarne do prilby.

Personilne poZiadavky na motocyklovi zachrannu sluzbu

Personalne naroky kladené na zachranara na motorke zohl'adiiuji narocnost’
poslania, ¢i v zdravotnickej zlozke, ale aj v dokonalom ovladnuti vedenia
dvojkolesového motorového vozidla, ktorého konstrukéna rychlost’ je viac ako 45
km/hod., alebo ktoré¢ho zdvihovy objem valcov motora je vicsi ako 50 cm®
(motorové vozidla skupiny A). Vo véc¢Sine na motorkach zasahujucich skupinach
vo svete st nasledujuce poziadavky:

e Minimadlna 3 - Sro¢na skusenost’ vo vedeni motorového vozidla skupiny A,
e Absolvovanie 80 hodinového kurzu vo vedeni motocykla v $pecifickych
situdciach (vyhybanie sa prekazkam v prehustenych komunikaciach, jazda vo
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vysokych rychlostiach, jazda pri znizenej viditeI'nosti, jazda vo forméciach
a iné),

e zdravotnicky zachranar so Specializaciou v odbore urgentnd zdravotna
starostlivost’ alebo absolvent niz§icho vysokoskolského s$tadia v odbore
urgentnd zdravotna starostlivost,

e minimalne 3 - 5 ro¢na prax v prednemocni¢nej urgentnej starostlivosti,

e ochota kontinualneho vzdeldvania a doskolovania sa, vratane praktickych
nacvikov jazdy.

Zaver

Cas dojazdu je mnohokrat rozhodujiici nielen pre preZitie pacienta, ale aj pre
dlhodobé nasledky a kvalitu zivota pri urgentnych medicinskych situdciach. Tato
doba je nezriedka predizena v ¢ase dopravnej $picky, ale je dané aj rozmiestnenim
a poc¢tom ambulancii pozemnej zachrannej zdravotnej sluzby. Prave motocyklova
zdchrannd zdravotna sluzba sa vyznaGuje kratsim Gasom dojazdu. Dalsou
nespornou vyhodou zichrany pomocou motoriek je aj ekonomicka efektivita.
Najvhodnej$iu skupinu vyjazdov pre motocyklové zachranné sluzby su urgentné
medicinske situdcie pocCas najhustejsej premavky v mestskych komunikaciach,
v situaciach, ked’ hrozi vyrazné zhorSenie zdravotného stavu z oneskoreného
zasahu, Ci v situdciach, ked plne postauje oSetrenie na mieste, bez potreby
transportu do nemocni¢ného zariadenia.
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Introduction

Trauma and injuries are recently the most severe problems in modern
society.They are on the first place between the reasons for morbidity and mortality
in all age groups under the 60 years of age. And they are one of the main reasons
for death in the population under 40 years of age.

The incidency of death connected to injuries varies between 60-80 per
100000 inhabitants per year [1,5,8,9,10]. Injuries belong to five main reasons for
death together with coronary heart disease, malignancy, stroke and pulmonary
diseases. Especially traffic injuries are very frequent and they will soon become
the ,,epidemy* of this century.

YPLL (years of potential life lost) is an international accepted score for
death rate assessment. YPLL is equal to number of years between the year of death
and 65th year of age. According to YPLL about 30% of all the lost potential years
of life is caused by trauma. It is more then then number of years lost by
cardiovascular and malignant diseases together [2-7, 8,9,10,12,14,17,19].

However, the costs of diseases caused by trauma are high. There are not
only thousands of deaths and health damages, but also economic consequnces.
Trauma was defined as accidental unexpected injury.However, better
understanding of reasons and mechanisms of trauma in last years changed this
opinion. Nowadays, trauma is considered to be a relatively expected thong.
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The prevention - timing, intensive care and economic support etc. - did still
not improve mortality, morbidity and invalidity. It is caused, on the other side, by
more frequent opportunities for having an severe injury.

The concequences of such an injury should not be so tragic when there
would be given an adequate first aid and emergency care. These facts are
responsible for lower mortality, morbidity and health care costs [2,13,14,15].

Health care system organisation in foreign countries

European health care model used in German and French has two types of
emergency — with trained health care staff without doctor (RZP) and another one
with the doctor (RLP). The RLP/RZP ratio is 3:1. According to oragisation of the
system, every emergency can reach it’s target place in 15 minutes. Patient can be
continuously treated on the place and during the transport. In 80% of the patients
the arrival time is 10 minutes, in 95% of the patients 15 minutes. Another type of
emergency health care is Randezvous system. To precise number of emergency
unites there is acar with the doctor available. There is mostly an emergency
without doctor in action, emergency unit with the doctor is available on request in
severe cases [1,2,16,18,20,27,28,29].

Table 1 Comparison of the organisation of emergency health care model (Ambulance
service) in Slovak republic and in foreign countries

Response time (Arrival|Number of inhabitants/1 Emergency care
Country . .

time) unit
Slovak .
Republic 11 min 20 458
Czech . unavailable 23 255
Republic
Poland 15 min 32 013
Germany 10-15 min 10 250
Denmark 9 min 10 800
Finland 5-7 min 15 142
Sweden 15 min 14 126
Norway unavailable 8 226

Health care system organisation in Slovakia

Emergency care is apart of pre-hospital care. Since 1972 there were
emergencies organised close to the hospitals of 2nd and 3th grade. Later there
were emergency care units in every district hospital. In 1972 there were 72
emergencies in Slovakia under the supervision of the departments of
anaesthesiology and intensive care. Since the reorganisation of health care system
in 2002 some changes were done in emergency care, too. Integrated rescue system
was established by law, which have to coordinate all parts of rescue chain. One
universal number 112 for emergency calls was established in the whole European
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Union. Some changes in law about health care system, health care staff and health
care organisations were done in 2004. According to these changes there were
established some private emergency care organisations, so the number of
emergecy care units raised to 264 [16,20,21,22,23,25,26,27,30].

Changes in the emergency care system

In 2005 some changes were done to provide an adequate emergency care in
15 minutes since call for the patients in 95% of the country. According to the
change of the geografic availability there was a need of 219 emergency units.
Considering the fact one emergency is able to provide the health care for
maximum 25 000 people the number of emergencies was definitely 264. 112
ambulancies is with the doctor, 144 works without doctor and 8 of them are mobile
intensive care units. General health care operative centre of the Slovak republic
has it’s regional operative centres in each region of Slovak republic (KOS ZZS)
[16,25,28,30,31,32,33,34,36,37].

The aim of the present study is (1) to survey and describe epidemiological
situation in West Slovakia region during the period of 2007-2009 and (2) to assess
the quality of pre-hospital trauma care.

Material and methods

This is a retrospective study situated in Trnava region. Data were collected
in a period of three years from january 2007 to december 2009. The data recource
is documentation of the emergency care ambulance and other documentation
according to the department where patient was situated after first emergecy
treatment. The study has a descriptive character and it’s aim is to describe the
epidemiologic situation what about injuries and trauma in Trnava region. Main
demographic characteristics were basic characteristics as age, gender etc and
arrival time of the ambulance to the patient. The assessment of availability of
emergency care in case of trauma was based on the time of arrival. Arrival time is
defined as the period since the call with the information was registered in regional
operation centre to the arrival of the ambulance to the accident.

Results
Arrival time analysis in 2007-2009

In 2007 454 interventions were realised by Trnava University Hospital
Ambulance because of injury. On average the arrival time was 10,0 minutes.
Arrival time in 15 minutes limit was achieved in 82% of interventions. Only in
18% of all the interventions arrival time was more then 15 minutes. The best
achievement in 2007 was in march, june and july. January, september and october
were the worst.
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In 2008 482 interventions were realised. On average the arrival time was
10,8 minutes. Arrival time in 15 minutes limit was achieved in 79% of all
interventions. In 21% of interventions arrival time was more then 15 minutes. The
best achievement in 2008 was recognised in january, march and april. May, june,
july, november and december were the worst.

In 2009 441 interventions were realised, on average the arrival time was 12,9
minutes. Arrival time in 15 minutes limit was achieved in 62% of interventions, in
32% of interventions arrival time was more then 15 minutes. The best achievement
in 2009 was in may, june and july, the worse in february, october and november.

In the whole period 2007-2009 achievement of emergency health care
according to the rules was adequate in 76,6% in 15 minutes, 23,4% interventions
had an arrival time more then 15 minutes. In some countries of European Union
there is an arrival time limit for ambulance 8 minutes and according to this rule, an
adequate arrival time was achieved in 36,4% of the interventions, 63,6% were
realised later then in 8 minutes.

The worse arrival times were observed in the evening between 5 p.m. anad
9 p.m. in the whole period observed. In 2007 the average arrival time in these
hours was 10,5 minutes, in 2008 it was 11 minutes and in 2009 13,1 minutes.

Discussion and conclusion

The aim of our work was to describe epidemiologic situation of injuries in
Western Slovakia Region between the years 2007 and 2009. We analysed the data
according to age, gender and the cause of injury. Another aim of the work was to
assess the quality of the health care in this situations, especially the achievement of
emergency health care. Achievement was analysed according to arrival time of the
ambulance. We wanted to compare the achievement of the emergency health care
before and after the reorganisation of the health care rules. We analysed different
types of injury and it’s characteristics. The source of all the data was the
documentation of the ambulance in Trnava University Hospital. Detailed analysis
was realised only by the injuries caused by falling down, by traffic injuries we
tried to check the places with the highest frequency of car accidents in Trnava
region. In 2007 3755 interventions were realised by Trnava University Hospital
Ambulance, in 2008 it was 4321 interventions and in 2009 4674 interventions. The
number of interventions becouse of injury did not change in the observed period,
in 2007 it was 454 interventions, in 2008 482 interventions and in 2009 441
interventions. Injuries cuased by falling down and traffic injuries were highest in
number. This is similar to World Health Organisation data [1,35,36]. Falling down
was the reason for 60% of all the injuries and traffic accidents were the reason for
31% of the injuries [1,2,38,39].

One of the most important factors in the whole healing process is the time between
the injury and the first treatment. One retrospective study from North Staffordfire,
United Kingdom analysed the cause of death in injuries out of the hospital. In two
thirds of these patients with trauma airway obstruction was described and trauma
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itself was not severe enough to be the reason for the death. It shows the importace
of first aid in such a situation and the importace of arrival time. In United
Kingdom some corrections were done in guidelines for Emergency and Urgent
Health Care. There was a rule for ambulance to arrive in 50% of all cases in 8
minutes, in 95% in 14 minutes in the city and in 19 minutes in the country. In 2000
categories were made according to the severity of emergency call. E.g. in the
category A for life threatening emergencies arrival time have to be 8 minutes in
75% cases [10,11,14,15,20,29,34].

The organisation of rescue system and first treatment guidelines are the most
controversal parts of pre-hospital care in the world The main difference between
american, british and european system is the presence of the doctor in the
ambulance. In european system paramedics are cooperating with the doctor, who is
the part of the team or is present in mobile intensive care unit, which can be send
to the patient, too. Paramedics are usually able to manage the recuscitation. The
presence of the doctor gives the possibility to the team to act more sophisticated in
treatment. On the other side, there exist no randomised study for the assesment of
the effect of pre-hospital care in patient with trauma.

In 2007 the best achievement of emergency services was in march and june,
when 94% of intervencies were realised in 15 minutes. On the other side, the
worse achievement in 2007 was in january, when only 73% interventions were
realised in 15 minutes. The best achievement in 2008 was in april — 95% of
interventions were realised in 15 minutes. In may, july and august 2008 the
achievement was the worse — 76% of intervencies were realised in 15 minutes. In
2008 the best achievement of emergency services was in may — 81% of all
interventions were realised in 15 minutes, in october only 51% of all interventions
were realised in 15 minutes.

However, although the numer of interventions in case of injury did not
change, the duality of emergency services decreased — more interventions were not
realised in 15 minutes limit. The responsibility for emergency services
coordination is not in the hands of local centres, but the regional cantres are
responsible for this. Mobility and coordination of ambulances is much better. But
the place of intervention for ambulance is not the region now, but the whole
country and there are some situations, when the place of intervention is far from
the emergency and urgent care centre. This could be the reason for long arrival
time and the ambulance is not present in the center for a long time. Rendezvous
systétm could improve this status — there could be more ambulances with
paramedic start and the doctor could be available for them. Of course, there is
a need of further education of paramedics in this case.

Trauma is aproblem for the whole society, it has a negative effect on
economic and social aspect of life. Injuries were considered to be ,,accidental®, but
nowadays we describe it as preventable event. Education is one of the methods
how to organise prevention. National Center for Health Informations presents an
information about trauma development in Slovakia in years 1999 — 2009:
"Functional monitoring system based on epidemiological principles (surveillance)
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is essential for controlling the effectivity of prevention of the health damage (with
potential invalidity), but mainly for controlling the mortality caused by injuries.
However, there are countries with an adequate system of monitoring, but the
question is, if there is any possibility to use integrated information system in health
status surveillance in Slovak population [32,34,38,39].
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