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Oz
Tip teknolojisi ve cerrahideki ilerlemeler, acik kalp cerrahisinde basari oranini arttirmasina karsin, yapilan calisma-
larda ameliyat sonrasi dénemde yasli bireylerin fiziksel, psikolojik ve sosyal sorunlarla karsi karsiya kaldigi belirtil-
mektedir. Kalp cerrahisi hasta ve ailesinin yasaminda énemli bir gegis dénemi olup, saglik profesyonellerinin en ¢ok
destegine gereksinim duyduklar zamanlardan birisini olusturmaktadir. Hasta ve ailesinin bu gegis sirecindeki ge-
reksinimlerini karsilamak igin literatiirde gesitli bakim modellerinin kullanildigi ve 6nerildigi goriiimektedir. Bunlardan
birisi de ‘Transitional Care Model - Gecis Bakim Modeli'dir. Bu makalede; agik kalp ameliyati gegiren 71 yasindaki

bir erkek hastanin ‘Gegis Bakim Modeli’'ne gére hemsirelik bakim ydnetimi ele alinmis ve bu modelin kullanimina
ybnelik bir 6rnek olusturmak amaclanmigtir.

Anahtar kelimeler: Gecis Bakim Modeli, kalp cerrahisi, hemsirelik bakimi

Abstract

Although advances in medical technology and surgery have increased the success rate in open heart surgery, it has
been reported that elderly individuals face physical, psychological and social problems in the postoperative period.
Heart surgery is an important transition period in the life of the patient and his family, and this is one of the times
when they need support of health professionals at most. It is seen that various care models are being used and
recommended in the literature in order to meet the needs of patient and family during this transition period. One of
them is the Transitional Care Model. In this article; nursing care management performed according to the Transitional
Care Model in a 71-year-old male patient who underwent open heart surgery was considered and aimed to set an
example for the use of this model.
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Extended Abstract

Introduction: Rate and number of successful cases in open heart surgery has been increasing due to the advances
in medical technology and surgery. To improve patient convalescence outcomes and reduce rate of postdischarge
readmissions to hospital and unplanned postdischarge rehospitalizations, home-care and follow-up process of
patients should be managed successfully. The literature suggests that the healthcare services, particularly for
elderly patients, should not be disease oriented; but to be provided within the scope of cost- effective healthcare
models aiming to support the sustainability of the healthcare and to improve patients’ compliance. One of them is
the Transitional Care Model. This model, which is basically brought to health care, has been defined as; “a wide
range of time-limited services designed to ensure health care continuity and prevent poor outcomes among at-risk
populations as they move from one level of care to another or across settings”

Aim: In this study; nursing care management of a 71-year-old male patient who underwent open heart surgery
according to the Transitional Care Model was considered and aimed to set an example for the use of this model.
Case Report: Nurse led Transitional Care Model Team was formed by interviewing with the physicians, nurses,
dieticians, physiotherapists who had already been assigned in the institution and who had already served in the unit
in which the study would be conducted. The main materials developed by the researcher in this process include:
“Open Heart Surgery Clinical Pathway”, “Patient Follow-up Forms” and “Educational Guide for Patients over 60 Years
and Their Families who Will Undergo Open Heart Surgery” With the decision to perform a surgery on the elderly
patients, the steps of ‘Transitional Care Model Protocol’ (See Annex-1) were followed, and the care applications
were carried out under the guidance of the “Open Heart Surgery Clinical Pathway” The coordinator nurse visited the
patient at home within 24 hours, at 29, 6 and 9" weeks respectively in the postdischarge period. During home visits,
the living conditions of the patient, the application of the recommended treatment and medication regimen, whether
the applications suggested in order to accelerate the patient’s recovery were realized/implemented, the problems
encountered and the recovery status were assessed and further healthcare process was planned and executed in
cooperation with the team members. In addition, the patient and the members of the caregiver family were offered
the opportunity to contact the coordinator nurse by telephone and seek counseling services in case of need. While
collecting the study data the Researcher (Coordinating Nurse) used “Introductory Information Form? “The Functional
Autonomy Measurement System’ “SF-36 Quality of Life Scale” and “Patients’ Post-Discharge Recurrent Admission
Monitoring Form”!

Functional autonomy and quality of life level of the patient were evaluated at admission to the clinic and at the post
discharge 9" week; whereas, readmission rates to the clinic, rehospitalization rates and satisfaction levels were
evaluated at post discharge, at 2™, 6" and 9" weeks and finally at 6 months.

Results: During the follow-up of the patient, in accordance with NANDA nursing diagnoses; anxiety, lack of
information, acute pain, ineffective breathing pattern, activity intolerance, fluid volume excess, sleep deprivation, risk
of infection, lack of self-care, and readiness to strengthen health management have been identified and addressed.
It has been concluded that the healthcare services offered within the scope of the Transitional Care Model: obviated
the need for readmissions / rehospitalizations, improved the functional autonomy and quality of living of the patient
and increased satisfaction of the patient, family, and the caregiver.

Conclusion: In the light of these positive outcomes, use of this model during nursing care applications is
recommended for the elderly patients who will undergo a surgical procedure.
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Girig

Diinya niifusu hizla yaslanmakta olup giinimiizde 605 milyon dolayinda olan yash niifusun 2050 yilinda iki milyara
ulasacagdl 6ngoérilmektedir (World Health Organization [WHO], 2016). Bu durumun bir sonucu olarak, hastalik ve
élimlerin dnemli oranini yasli niifus olusturmaya baslamistir (WHO, 2016). Tirkiye istatistik Kurumu (TUIK) 2017 yili
verileri incelendiginde; tim dinyada oldugu gibi Glkemizde de kalp-damar sistemi hastaliklari yaslilardaki morbidite
ve mortalitenin en édnemli nedeni olmakla birlikte, son U¢ yilda kardiyovaskiler sistem hastaliklarina bagh élimlerin
yasl grupta birinci sirada yer aldig gériilmektedir (TUIK, 2017b).

Tip teknolojisi ve cerrahideki ilerlemeler agik kalp cerrahisinde basari oranini ve vaka sayisini artirmasina karsin
yapilan calismalarda, ameliyat sonrasi dénemde yasli bireylerin fiziksel (Schulz, Zimmerman, Pozehl, Barnason ve
Nieveen, 2011a; Schulz ve ark., 2011b), psikolojik (Koster, Hensens ve Van der Palen, 2009; Schulz ve ark., 2011a,
2011b) ve sosyal sorunlarla (Abelha, Botelho, Fernandes ve Barros, 2010) karsi karsiya kaldigi belirtiimektedir. Bu
sonuglar, kalp cerrahisi dncesi ve sonrasi surrecin bireyin (6zellikle yash bireylerin) yasaminda hem kendisi hem de
ailesi i¢in bir gecis donemi 6zelligi tasimakta olduguna; taburculuk sonrasi evde bakim silirecinde de saglik bakim
profesyonellerine olan gereksinimlerine dikkat cekmektedir.

Bu baglamda, literatiirde yash gruba yonelik bakim hizmetlerinde hastalik merkezli modellerden; hasta uyumu-
nu artiran ve maliyeti disurmeye yardimci olan hasta merkezli modellerin kullaniimasi gerektigi vurgulanmaktadir
(Epstein ve Street, 2011; Lawn, 2011; Uysal, 2015). Bakimin surekliligini desteklemekte olan ve son yillarda 6zellikle
yasli hasta grubunda siklikla kullaniimaya baglayan modellerden birisi de Naylor'in “Transitional Care Model - Gegis
Bakim Modeli -GBM” olmaktadir.

Ozellikle risk altindaki yasli hastalarda olmak (izere, farkli hasta gruplarinin bakiminda kullaniimaya baslanan ‘Gegis
Bakim Modeli (GBM)’ (Feinglass ve ark., 2018; Lenaghan, 2018; Wang ve Wu, 2016; Zhang ve ark., 2017; Zhang,
Xing, Li, Wang ve Zhang, 2018); saglik hizmetlerinin surekliligini saglamak, risk altindaki popilasyonlar arasinda
Onlenebilir kétl sonuglardan kaginmak ve hastalarin bir dizeyden veya bakim ortamindan digerine givenli ve za-
maninda gegisini saglamak i¢in tasarlanmisg, zaman sinirli hizmetlerin genis bir bakis agisi olarak tanimlanmaktadir
(Naylor, Aiken, Kurtzman, Olds ve Hirschman, 2011).

Gegis Bakim Modeli (GBM) uygulamasi dokuz temel bileseni kapsamaktadir (Hirschman, Shaid, McCauley, Pauly
ve Naylor, 2015). Bu temel bilesenler; riskli yash yetiskinlerin degerlendirilmesi, uzman hemsireye gliven ortaminin
saglanmasi, bakimin koordine edilmesi, surekliliginin desteklenmesi, hasta-bakim vericisi ve ekip Uyeleri arasinda
isbirliginin saglanmasi, iligkilerin devamliligi, hasta ve bakim vericisinin siirece aktif katihmi, risk ve semptomlarin
degerlendiriimesi/yénetilmesi, 6z-ydnetime ydnelik egitim ve destek, hastaneden eve bakim hizmetlerinin devam
etmesini icermektedir (Hirschman ve ark., 2015; Naylor ve ark., 2018). Saglik ekibi tyeleri ile isbirligi halinde, kanita
dayali klinik protokollere odakli ve her bir hastaya 6zel gelistirilen bakim planlari ile hizmet sunulmasini hedefleyen
modelin bakim koordinatdra rolini uzman hemsire Ustlenmektedir (Naylor, 2012).

Modelin saglik sistemine etkin bir sekilde uyarlanmasi ve yuritilmesi igin Toles (2011) dért temel kavram tanimla-
migtir:

Yapi: Gegis bakim uygulamasi surecini destekleyen kurumsal yapiyi belirtmektedir (Kurum ve kaynaklarin belirlen-
mesini; ydnerge ve prosedurlerin olusturularak personelin egitimini, gerekli dokiimanlarin hazirlanmasini vb. icer-
mektedir).

Bakim siireci: Hasta ve ailesinin hastaneden eve gegis slrecinin giivenli ve sorunsuz olmasi i¢in saglk personel-
leri tarafindan sunulan hizmetleri tanimlamaktadir.

Bakim ciktilari: Bakim surrecindeki uygulamalarin dogrudan ya da dolayl olarak etki etmesi beklenen gdstergeleri
icermektedir.

Saglk ekibi Uyelerinin etkilesimi: Slreg icerisinde hedeflenen sorunun ¢éziimiinde basariya ulasabilmek igin
kritik noktalar (ekip Uyeleri arasindaki etkilesimde ¢ temel parametre olan; bilgi paylasimi, iletisim ve bireylerin
biligsel farklilhklarinin dikkate alinmasini) icermektedir (Toles, 2011).

Bu derlemede modelin, a¢ik kalp cerrahisi gegiren yash bir hastada kullaniimasinin olgu sunumu olarak paylasil-
masi amaglanmistir. GCalismaya baslamadan 6nce hasta ve bakimindan sorumlu yakinina ¢alisma hakkinda bilgi
verilmig, hastadan galismaya katilimi ile ilgili sézel ve yazili onami alinmistir.




Hemsirelik bakiminda gecis bakim modeli
Transitional care model in nursing care

Olgu Sunumu

Kurumsal Yapinin Hazirlanmasi: Bu calismada, GBM’'nin etkinligini degerlendirmeyi amaclayan arastirmaci ko-
ordinatdr hemsire roliinde yer almistir. Koordinatér hemsire; kurumda c¢alismakta olan ve ¢alismanin yapilacagi
birimde hizmet veren hekim, hemsireler, diyetisyen ve fizyoterapist ile gériserek GBM ekibini olusturmustur. Calis-
ma suresince kullaniimak zere “Hasta Takip Formlarr’, “A¢ik Kalp Cerrahisi Klinik Yol Haritasi’, “Agik Kalp Cerrahisi
Gegirecek Olan 60 Yas ve Ustli Hastalar ve Aileleri igin Gelistirilen Egitim Rehberi” ve “Bakim Planlar” araglan aras-
tirmaci tarafindan gelistirilerek; alaninda uzman kisiler ve saglik ekibi Gyelerinin gériis ve énerileri dogrultusunda
yeniden dlzenlenmistir. Calismada, GBM ekibi Uyelerine uygulama siireci, ydonerge ve prosedirlere yonelik egitim
verilmigtir.

Acik Kalp Cerrahisi Gegiren Olgunun Profili: Yetmis bir yasindaki erkek hasta F.Y. 1,65 cm boyunda ve yetmis
bes kilodur. Emekli ve sosyal glivencesi olan F.Y. evlidir ve ¢ocuklari ile yasamaktadir. Halsizlik, yorgunluk, nefes
darhigi ve solunum sikintisi yakinmalari nedeniyle kardiyoloji poliklinigine basvuran hasta, yapilan tetkikler sonucu
koroner arter bypass greft cerrahisi 6nerisi ile kalp damar cerrahisi poliklinigine yénlendirilmis ve kalp damar cerra-
hisi klinigine yatisi yapilmistir. Ozgegmisinde astim, hipertansiyon, alzheimer ve yaklasik on yil énce gegirilmis bir
serebrovaskdler olay 6ykusl bulunmaktadir. Sigara veya alkol kullanmamistir. Beslenme sorunu olmayip, énerilen
tuzsuz diyetini uygulamaktadir. Banyo ve giyinme sirasinda yardima gereksinimi vardir. Yapilan EKO sonucu doért
damar baypass cerrahisi karar alinmistir. Hasta okur-yazar degildir. Refakatcisi olan ve evde bakimini Ustlenen
gelini ilkokul mezunudur.

Gecis Bakim Modeli Kapsaminda Bakim Siireci Uygulamalari: Hastanin ameliyat kararinin alinmasi ile ‘Gegis
Bakim Modeli Protokoll’ (Bkz. Ek-1) basamaklari izlenerek, Acik Kalp Cerrahisi Klinik Yol Haritasi’ rehberliginde ba-
kim uygulamalan yUratalmustar. Hastaya; arastirmaci tarafindan gelistirilen egitim rehberi kitapgigi verilmistir. Egitim
rehberi igerisindeki bilgiler; hasta ve bakim vericisine koordinatér hemsire tarafindan aktariimistir. Perioperatif su-
recte; hastanin doktoru tedavi ve bakimi planlamis, fizyoterapisti preoperatif ve postoperatif ddnemlerde egzersizler
ile ilgili hasta ve yakinina egitim vermis, diyetisyeni preoperatif ve postoperatif ddnemlerde diyeti planlamis ve hasta
ve yakinina egitim vermis, hemsire hastanin bakim planlarinin rehberliginde bakiminin ytratilmesini gergeklestir-
mistir. Koordinatér hemsire ekip Uyeleri arasinda iletisim ve igbirliginin saglanmasini ve bakimin koordinasyonunu
yurttmastdr. Hemsirelik girisimlerinin olusturulimasinda ve degerlendiriimesinde, hemsirelik girisimleri siniflamasi
(NIC) ve hemsirelik bakimi sonuglar siniflama sistemi (NOC) kullaniimistir (Kapucu, Akyar ve Korkmaz, 2018) (Ba-
kim Plani Bkz. Ek-2). Hasta, taburcu edildikten sonra ilk 24 saat icinde, iki, alti ve dokuzuncu haftalarda koordinatér
hemsire tarafindan ev ziyareti ile degerlendirilmistir.

Gecis Bakim Modeli Kapsaminda Degerlendirilen Bakim Ciktilari: Olgunun hastanede toplam yatis siresi 14
glin olup ameliyattan yedi giin sonra klinikten taburcu edilmistir. Hastanin bagimsizhigini ve yagam kalitesi diizeyini
degerlendirmeye yonelik, klinige ilk yatisinda uygulanan ‘Otonomi Degerlendirme Olgegi (ODO) ve SF-36 Yagam
Kalitesi Olgegi’ puan ortalamalar dlsuk saptanirken, hastaneden taburculuktan dokuz hafta sonraki ev ziyaretinde
uygulanan her iki 6lcek puan ortalamalar ylksek saptanmigtir. Ayrica hasta ve yakininin izlemlerinde; uygulama
ve girisimlerden doyum diizeylerinin de ylUksek oldugu saptanmistir. Ameliyattan alti ay sonraki izleminde, hastanin
taburculuk sonrasi stiregte rutin kontrol tarihleri disinda saglik kurulusuna bagvurmadigr belirlenmistir.
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Acik kalp ameliyati karari verilen 71 yasindaki erkek hasta

Koordinat6ér Hemsire:
* Hasta Anamnezi
* Hastane ve Klinik Tanitimi
* ‘Otonomi Degerlendirme Olgegi’ ve ‘SF-36 Yasam Kalitesi Olgegi’
e Egitim Rehberinin verilmesi
* Herglin Duzenli Hasta Viziti
* Bakimin Koordine Edilmesi

Vaka analizi (ameliyat 6ncesi donem)
Ekip Gyeleri: hekim, hemsire, koordinator hemsire, fizyoterapist, diyetisyen, hastanin bakimindan sorumlu
yakininin hastayi degerlendirmesi

Koordinator Klinik hemgireleri: Diyetisyen: Fizyoterapist:

hemsire: *Bakim plani dogrultusunda * Hastanin * Hastanin aktivite ve

* Bakim planinin bakimin yuratilmesi beslenmesinin egzersizinin
gelistirilmesi *Klinik Yol Haritas’'nda (ameliyat planlanmasi ve planlanmasi ve egitimi

* Ameliyat 6ncesi oncesi gece-ameliyat glini egitimi
hasta egitimi b6lima) yer alan uygulamalarin

tamamlanmasi

Vaka analizi (ameliyat sonu dénem)
Ekip tyeleri: hekim, hemsire, koordinator hemsire, fizyoterapist, diyetisyen, hastanin bakimindan sorumlu
yakininin hastayi degerlendirmesi

Koordinator Klinik hemsireleri: Diyetisyen: Fizyoterapist:
hemsire: *Bakim plani dogrultusunda * Hastanin ® Hastanin aktivite ve
* Ameliyat sonrasi bakimin yuratilmesi beslenmesinin egzersizinin
hasta egitimi *Klinik Yol Haritas’'nda planlanmasi ve planlanmasi ve egitimi
* Gunluk hasta (postoperatif 1., 2., 3., 4., 5... egitimi
viziti glin) yer alan uygulamalarin
tamamlanmasi

Koordinatér hemgsire:
(P Hastanin taburculugu sonrasi ilk 24 saat igerisinde ev ziyareti;
* Hastanin yasam kosullari,
¢ Onerilen tedavi ve ilag rejimini anlama ve uygulama durumu,
* iyilesmesini hizlandirmaya yénelik uygulamalari gerceklestirme durumunun degerlendirilmesi,
* Bakimin planlanmasi ve uygulanmasina devam edilmesi.
(® Taburculuk sonrasi ilk bir hafta hasta ve yakinina telefon ile danismanlik hizmeti sunulmasi

Koordinatér hemgsire:
(P Hastanin taburculugundan 2 ve 6 hafta sonra ev ziyareti;
* ‘Acik Kalp Ameliyati Gegiren Yash Bireyin Taburculuk Sonrasi Ev izlem Formu’ nun doldurulmasi,
* ‘Taburculuk Sonrasi Hastalarin Hastaneye Tekrarli Basvuru izlem Formu’nun doldurulmasi,
* Saptanan sorunlara yonelik ekip Gyeleri ile is birligi halinde egitim ve danismanlik hizmeti sunumu,
® Saptanan sorunlarin izlemi

Koordinatér hemsire:
(® Hastanin taburculugundan 9 hafta sonra ev ziyareti;
* ‘Agik Kalp Ameliyati Gegiren Yasl Bireyin Taburculuk Sonrasi Ev izlem Formu’nun doldurulmasi,
* ‘Taburculuk Sonrasi Hastalarin Hastaneye Tekrarli Basvuru izlem Formu’nun doldurulmasi,
* Saptanan sorunlara yonelik ekip tyeleri ile is birligi halinde egitim ve danismanlik verilmesi,
* Saptanan sorunlarin izleminin yapilmasi
* ‘Otonomi Degerlendirme Olgegi’ ve ‘SF-36 Yasam Kalitesi Olgegi’'nin doldurulmasi.

Koordinator hemsire:
(® Hastanin taburculugundan 6 ay sonra telefonla ile iletisim
* ‘Taburculuk Sonrasi Hastalarin Hastaneye Tekrarli Basvuru izlem Formu’nun doldurulmasi.

Ek 1. Gecis bakim modeli protokolii




uejueld winjeq eiseH "z X3

{uewez JoH

-G ‘e INIS-1 ‘uszeg
-€ ‘UalIpeN-Z ‘esy

-1 :awaIpudle9aIaQ)
“Jueqny

IULIBYIUY] dwoadaab
uidi yewjeze
imksznp  slfisyuy
nanpins
imsuewdopad  |oy
“ejuerd

usjilslens aune Seq
w1 Jejwnanp 1|sais
‘lejewenBAn joluoy

-Zo 99fIsyue visey

“nuenBAn

uepdeql uajasA 9l 1walst Jopop yijpuok afswsdbusp nunwninp nBAnp uuelsey
“Jlugjz) nwninp nBAnp yedejo jusznp ulue}sey

AjipapAey apos yeoelesdey

ep uejwoydwas [9syizly oA JijUipusisbop yesejo usznp 1feznp salls ulueisey
“undeA

ewenBAn aa apmpuspbiig epunsnucy ('ga 1seweasaab sey JselBoad ‘ewje
ynos Jiwpd ‘uohsenpow ‘yiznw :uiBoulg) LspIUNS) dwesAsB I1se|le oA BISEH
SIET

wipBa by o)1 Hains oA 1Bijeysey yough suisedipus 1Baq 11Beq euiijeisey
“liuepyide Japnpasoid uning Iyep Laas|Iapassiy

epuisedlls Inpasold A 1B 199406 upjsi eedipib oA 1Aepa) ‘lue]
“Jjepizey Uejwaysis yeysap ‘1Bipewo ziuje o

‘npuegny widepjed J1q 1o119a uaanb aa uelew|o 199]908 ‘unjes

Jlue|Bes yeurjo uidl Isaulle apey IULIe|9aunsnp oA nBAnp ulueysey

"ISSULINPANS JULIBJANAIDE
I EIE]] uiue)seH «
‘Isawya|l ap|iyas Jiq unBAn
enBAnp Znswnjo
A  wiuisyadeb uluelsey .
‘Isew|nyjeze
uluayefisyue  ‘ueuejjiuey
3|l Isawdnp ajijey uepepo
uiuifeznp apahisyue  aa
uajuaisob appyes njwnAn
a|l 1kaznp suaipeladiy aa
awe Seq ‘uchsesuesuoy
‘loJoN-Z0 ‘a1ofIsyuy «

eI eyseH

(116eq sunsiBap aa upya)
apuLIBINUNIQ wia|nfe
‘nwininp yijbes ‘ainasl)

JLIJAISHNY "L

Iyue)

©
T
o
£
£
=
©
o
2
o
o
o
©
T
S
£
=
©
o
=
©
—
@
£
[
ac

Q
©
3}
()
£
2
=
=
B
=
()
°©
o
S
Q
@©
13}
o=
©
c
i)
=
(7]
=
S

ewenbAn SETIEBIES) Isiue} Y215 waH

swlipustebaq

8L'10°€0 :[HIHVL NV'1d Ad :1dV A3HI9




uejueld wnjeq eiseH ‘(weasp) z 33

Junseapedueb wnbg presedoysod/unnby yesadosld -nuofseynsuoy ushsiaiig
aunsapjadieb

winb3 Mmesadoysodunibg Mmesadoaid-nuohselnsuoy i1sidessjohzi ‘1sowI0}s0B

“JuBpED 2} JI3P{IDISYe iuiBipqeAen6An
AiuipuspiaBop uWalkeznp 1611 MilpueA sulwnpBe Yninaingel usjuaAn  ehejseH jiseu uejewe(n6An

(uewez
19H-S ‘eINIS-t ‘uszeg
- ‘UalIpeN-g ‘e|sY

-} rouuIpu?jadaleq)

-ipdeA junyBs yninainge) suisajie oa ejseH uoibo upiéin ebibeg
“Jiuejuiewe) J3P{IIsYo “ljIpa Joauoy Lejhaznp ‘Isaw)e apey
“leinBAn ewenbin wejewenBAn usnaibo ‘ikeznp 16i1g wuelsey spispatefiz eIl o | juiBipusAnb suIpusy

aA JIjiq IuLejiesel “lipapjewladl Bpunsnuoy awjigape

wizissezbo 1ueznp Wo|zisiozbo psed-ppje 131 yeled ‘unue|ny ondwolids LIPIUNDL SWIPASIP | jonuoq eA  sweIsuUOA
oA awua|saq IpIjBeS uak uoAzisul ‘awWINS}O A WNUN|os ulep :uefewenBAn Yijauoh euisewlipue|ziy nunwninp Wi bes
1110}50B oeins swse|fl “49)deleb ‘dete pejunni jessdoisod ‘Usjweiuch jonuoy be ‘ISaWya ey Iuiuspau
iuiBeoapqehenbAn ISE|O ‘UapI||9Z0 uluejsiun wijeq unbof eA sueylefijpwe ‘Uedewe wiuejny aA wiueny uLeSe|l
jiseu LejewenBAn u2Inf}e uuejde)l pjesadoaud “sjuind 1sasug yefijpwe unpba jiyesadosid uiueysey ah 1sow|iq u19aINs
unjéip ebibeg Ajuea unyBe yyelsdosid yelejiue|ny usjwauek winbe unbAn nbzo | jaepey Hppel wLIBE)SEY .
“1uaAnb auisipuay afoaiq oA |jzexdow elsey ‘Ipjepo ewnsne|l izek oA njzos ‘e Liuejueld wewez ‘enpId eysey
epUNShUOY BW|Igope wiife yats|ipuspebep nwninp ewjo aizey afswusiBo uluisioleA wnjeq oA e}sey
[oLjuOY oA swpigaeuch “diuejBes (Waqyay winb3 (nBeq
nunwninp yijBeg udIUnSIon WIS LDIBIY oA Jejeised nis() oA SeA 09 ue|Q Yeoaadey Isiyena) diey aseuepaq mesedolsod
‘Lejewen6An N13y) yeukey izef 1Basepqednyo epunBnplo 1oednyr suisionaa winjeq 8a eISeH « | aa sepnpesoad eiadoald)

1Siueiaep yi|Bes eiseq “uipualiaBap 14aznp 16119 upiSil awnsuIb 1yeLao UlUISIOLAA WINjeq 9A BlseH 1D1TAISHI 197718 "2

Iyle}

=
©
o
£
E
4
©
o]
@
On
Q
(o))
©
o
c
£
=
©
o]
=
g
(24
£
()]
I

o
©
(&)
[®))
£
o
S
(=
S
=
()
ks}
o
S
o
]
(&)
o
©
c
S
...h
(7]
c
m

swupusabag ewenbAn Jo|usuy Isiue] jieiisway

8L'10°E0:[HIHV.L NV1d ‘A’d 1AV A3HId




uejueld wnjeq eiseH ‘(weasp) z 33

“AHipusBlg

epunsSnuoy Haji2 uek an pie uusjwajuoh yilojoyeuue) ueuenBAn isajie aa e)seH
-liue|nBAn 1siaepa) yizaljeue unbBAn a1 1wWaYsI JopjoQ

“liue|Bes 1wijiyey gpfe uluIsIoUaA Wnjeq aA elsey aulwnauok njosuoy LBy

11112460 auisiolaA winjeq fejsey

‘Isewjeze uiuappls

aA Jiugpjalsep ualeblog uoAzisul epuiselis L9jZIsiezba YNInNsyo 8A wnunjos uuag uLs|IS 1o0)1A usue|ZoB

Jjunded ewenBAn aa aiuipuapbpig JuBIIPIIY apuLazn

epunsnuoy (fesew ‘ewenbin ynBos jeois ‘swyed suok eyseq nexpjip ‘isireps) sejuokisyuoy Wnjuns

Niznw ‘ewpe |ehey ‘ounon-dije sejou Niwd ‘Uejzisiozbo swesneb ‘zoudly ‘sNIL Yseweze

:uBauig) Jojwapuoh yifojoyewel-uou spawiapib 1ABe IsioaA wDjeq oA ejseH

(uewez 1o ujunReppIs usu9|zob

IS e Jiipe jonuoy (nynunb aa ewnejuipAe ‘1Bieals JusluIplg  uiBiZisieye:
-£ ‘UalIpeN-g ‘e|sy

-1 :owuIpus|edala()

epo ‘uiBaulg) Joloiye} loseindd yooejigefeppie 1uispdey eBizisijeyes uiueyseH [osyizly ep eA [eusy -

“njea uofsizod unbAn efejsey “souwo apey

“1luajasul apjIHIg 9|1 B}sey Ja[IoP e} URIIME aA uejeze 1ALIBY wibipewjo  puiBipjeze

“Jijigape Jodel
nunjoJjuoy uby “nipuapiaBap (‘ga LA ‘Iley ynt ‘winanp jassig uluisuBe uluejse »
“qee ‘suaie ‘yerdt ‘mjAn :uiBeudg) LDl eulezn IsaMley weseA uuiwifousp LBy JLRIP)IS B)SBH

UaIgpel 12183jUQ “lue|we|zoB LiejuIjeq yijZzisieyes uefew|o |9Z0S
A1[1gqapa yley lHipusjieBep (Beq abijzi1sionaley
wobuedeq wuuby epepijele  jusznp uspunezn eeys Jiq YnLol-0 1Bizisjeyelssube uueysey oA awa|$l Iyela)
‘LejewenBAn -Aijuipuajiebap Jajiopje) uenye

njodjuoy ubBe ejseH 1fuBe aa neppid ‘nBnjunBok 4Biapu 1BipIs ‘Isaans f1oiBuelseq ‘1B9z0 ‘e wuby IHOY LNMY '$

Iyue)

<
]
o
£
£
=
©
o
2
o
]
o
©
T
S
£
=
©
2
=
©
—
@
£
o
ac

Q
©
3}
()
£
2
=
=
B
=
()
°©
o
S
Q
@©
13}
o=
©
c
i)
=
(7]
=
S

auupuspebBaq ewenbAn 9IS Isiue] yijadiSwaH

81'10°0L :IHIHVL NV'1d A’ f1dV A3dIg




uejueld wnjeq eiseH ‘(weasp) z Y3

(uewez 1o

-G ‘epfIplis-y ‘uszeg
-¢€ ‘UslIpeN-g ‘e|sy

-1 :ouMIpuseIIaq)
“A1191s06

nsnunio  wnunjos
Heje apInes
aig Siwuejpuey
alhisawle

weasp umBipide
njofeaey ‘isewewjo
UIUISIJUIYIS
wnunjos ‘uepewdes
uspjewdou LenBing
wesel e)seH
‘19j9Baa1s0B nwininp

wnunjos uiuejsey

“11ud}s1 nuoAseynsuoy isidesajohzi «
“liuenBAn 1sinepa) yokiqrue us|ipe wajs| .
“uenBAn 1sinepay ualisyo «
10180 1wiue|ny ap|yas unBAn ulusaeYY| «
‘nueinBAn apjiyes unbAn HapiQleIPOYUOI] UB|IPS WR)S|
-nue|Bes nuoAsezijiqow epjiyis 161pjIgopo 812]0) UIUE]SEY 9A USYIT o
juipuayiBligq oA Jiusjuaznp 1wije IA1s uid yewunab apey 141 ue juisebusp IAIS «
“ANNaIB0 Iwnue|Iny MOjIL «
-ne4Bo Isswapielsap 8|l njaey ojnd
ep eh ysedk i yndny uluish uoAzisu) epuisedis Bl S9JBU UMSP A SULINSHQ e
“nundeA wajzisiezbe (zoy |
ajees Nyl 1ay) sawinsyo ‘(zey o1-5 15kq JeesS Jay) wnunjos uLap epepjipis unbin «
Ana1Bo uajzisiazBa swWINSYQ @A WNUNJOS ULB( «
“AI|M8A
oAn JieuBo uodsizod yeoeupe 1uiseysedey uofseusa yeoeyeze 1Asudsiq .
1lua|z1 uepodel 1siyelb 1aBioyy .
“Jlug|z| uejucAsanas WNUN|os .
Ajipa dpjey uejzeb uey [pALaUy «
-1usjzi uepunuoh 1Bijde eaey aa sjpfisyue Ynjznsinzny LISY «
“1Iu9|zZ1 ap|as unbBAn uenBing [eyp -

“11US|Z] LI9INUNIQ WNUNJOS 3A ISkeged wnunjos 1Bijulap ‘Iw ‘1IZIY UNWNUN[OS »

‘ISEW|O BpJeliuls [euriou
uiure|nBing feanjeloqe| on
U2)59] UOAISHUO} WNUN|OS «
‘Isew|o
epuibiele Jopabap [euniou
uiuenBing |eswese ) »
‘ISBW]O ZIWD) dA
yide unjoh jefisuoigesyen
uid

iwisiBop BARH

THeIId elseH

(16eq afouninsyo
zishjia ajkluapau nBnpinénp

iliaua oA ynjunbBiop)

NSNLINNYQ
ANNNTOS ZISPILT 't

=
©
o
£
E
4
©
o]
@
On
Q
(o))
©
o
c
£
=
©
o]
=
g
(24
£
()]
I

o
©
(&)
[®))
£
o
S
(=
S
=
()
ks}
o
S
o
]
(&)
o
©
c
S
...h
(7]
c
m

awipuslieBeq

Iyue)

ewenBAn

wise

Isiue) IS woH

gL'10'0L ([HIHV1 NV1d

'A'd fIdV A3dlg




uejueld wnjeq eiseH "(weasp) z 33

(uewez 1oH

-S ‘epfIMIS-p ‘uszeg
-€ ‘UalIpeN-Z ‘e|sv
-] :ewlIpusjasala()
“19|uUazZNp JajejAInE
nanAnioy ilisug
“JipijeBusp epuisese
QWU UIP A SUAINY
jig epius ibiaug
‘19|abiesob
nunBnpunioy

uiuisifiaus eyseH

JAipided 1811419 81 @)1 J919119A
wijeq popad unisi) sulPAIpe weseh ynjunb aa sunjoyojoid zisiezb] «
-liuejGes newije}
yninaingel 1ized yieueh auvjzisiszbe nbnpje unbBAn uuisewded uluesey .
RILETF]
1pueA [asAa|$1 an Jajmysenolipiey ‘fesnbBAnp sunjoyoloid zisiezbs ulueiseH «
“jijejdeq Lajwiaug Josjuoy Lbe 1seoug zis1ezb3 .
pe dpjel eysey uapunuoA LIBe oA Yijzisieyes epuIsells SHAIDE 1o}oleH «
nmninA usjzisiazbe wol psed aa ppje apiyas Jig qweldboud oa quezng «
Jdiuepide ueld zisiezba on 19eWwe ule|zIsiozba suIsa|ie oA B)SEH »
~jidef 1By §1 911 isidessjofzy) epeuanyénio iwelboud zisiozB3 .«
Ipuajjaiesas afawnink yesejo ziswibeq elsey apuIsLadl LEMIUIS JIJUSANK) «
Ap?
wiptef uidl 1sswapjeq Jejsihe 1593106 spuissjessw uohselnque ehe)seH .
“NneaBo uapiuN9) uofsenguie jjuaAnb euludjef oA ejseH »
ANj1pe Yiase) efewinio
apofjepues ep eA ‘epuneudy ‘epuid wibeef epndjo 1BIpgepe a19|0] B)SEH

Jijipe wipied eunuoAse|nquie y|i UIUR)SeH «

‘Isewuning apwajis yijeuoh
afouundepedieb esziswbeq
Nedeue|nyj/uepewue|ny Sele
IDwipled ULBPNANYE wjeq
|19SISD] oA LI9|S1 |9SYIZI} [OWD] «

‘1Isowia)sob
Siue

yeuoplb  uiLIsuel9|o)

alopunIpie  uelded  uewez
19y 1Bipapyeq uualebia)sob
IqiB wpjeq zo oA awuajuip
‘ihoua  Jojowoyisd  ‘Iaznp
ynjunBioA ‘nwnunioy I1lBus
Syipjiuefep ‘Isuelajo} SHAINY «

IHeIId elseH

(1Beq eBnjunbioh aa yizisiey

‘ue wauop peladolsod)

ISNVHITOLNI
AUAINMY S

<
]
o
£
£
=
©
o
2
o
]
o
©
T
S
£
=
©
2
=
©
—
@
£
o
ac

Q
©
3}
()
£
2
=
=
B
=
()
°©
o
S
Q
@©
13}
o=
©
c
i)
=
(7]
=
S

swipuspebeqg

Iyue)

ewenbAn

lojuidurn

Isiue) JipaIway

8L'L0°0L (IHIHV.L NVd

A'd:1dV A3dIE




uejueld wnjeq eysey ‘(weasp) z 43

(uewez JoH

-G ‘eIMIS-¥ ‘uszeg
-€ ‘UJIPEN-¢ ‘BIsY
-1 :3wdipus|avelaq)
1e|nBAn

1jusznp H9|zisiezbe
ua|IauQ B)SeH
Hidieq

iniBipejue wuedey
uaipa a)edal ejsey
“1IHIjay 1uBipejue
IuLe|eWERIYSY

194Ip 1AIS BISEH
Apjew.lou

1Bi1Be nanAp
“1ipepabuap
epuisede igfey aa
wije IAIS YIjIees g
‘119jab91506
1sebuap

IAIS UlUe)seH

-nBe 1unjeA aa ejsey epunsnuoy uoAsizod unbAn .
idef wiedbo

aulsa|le/elSEl EpUNSNUOY WS|IAEPa) 9A Hajuapau ‘idy uiunByzisabusp HjoIp9|3 «
“AijHipus|iBig

epunsnuoy lwaeuo aA 1BieseB 1sewpipe} euley de ynunbB ununsojny elseH .
ueybes

Isewua|saq Iusn uepwnfipos ubuaz uepuisjoud epuibiaig S uahsnefiq.

*AIUS|USZNP ISIABPS) Je|l YijaInIq -

“AiueinBAn uoisn|os zouanejul U] LISIHIODS]O UI[IPS WILS| »

“aded asjzisiazba psed ppje an lundiBop uohsizod epepjele Jis «

“Jluspjejsep 1wiuejny desod yijoquanuy «

~liulje BUCASBAS|S SMLISIISYS UBUI|N I8 WS yawunsieb nSnuop zouap .«
Jipua|iBlig BpUNSNUoY J9|WajuQ aA Bpunsnuoy Ja[IMijoq

yljough euisewinzog ununBnjuning Kap 15D njwnios uepuiwnjeq efaa 1seAn |y «
“11u9|z] uepuiside

uopHIleq uofisyajue Jejuee jwspe ‘opipiiSiBep Djepseezoynw 9A MA( .

“Juajz) uepunjef 1sefines wndsejod wnias uuelsey ueje ynainip aa (eubiq »
“11u9jzi (LienBing Jeanjesoqe| Ynjunbjop spunsjuai

unfoq ‘wepo ‘dao ‘19jjed ‘uibauig) Lie|obialsob uofisuelal aa IsswUSPNA IAIS .

-ided 1wojzi 1Bipseyid 1Biple ¥njuns .«

“1uajzi einBing repa ‘ijided 1weajzi Jouuow yeAipiey| «

IejoaAle @A

Isew|o njwnAn
a1 sek aa 12AIsuld ‘Aoq 1uelo
BeA aa sey ‘IBiBe nonp
‘Isew|o epJelIuIS

[eudou wuenBing  [BYA -
‘Iseuljo apabuap
ululiejuOA SelUBSUOY

uohi wniasg «
‘Isew]o
oA uluiundiBep uslisyo
oA ysyolpuoquey aphaznp
unupwnjoA

uey Uuei}e  USPJI|INHUIUSA «

HeIpId elsey

(spJajepwalxe

)e 11Beq shaunqowwy)

DY 1Zv4d
AWNTOA IAIS "9

=
©
o
£
E
4
©
o]
@
On
Q
(o))
©
o
c
£
=
©
o]
=
g
(24
£
()]
I

o
©
(&)
[®))
£
o
S
(=
S
=
()
ks}
o
S
o
]
(&)
o
©
c
S
...h
(7]
c
m

swJipuspebeq

yuey
ewenbAn

J2|usIIY

1s1ue] Jipai$woH

81'10°0L 'IHIHVL NY1d

‘A4 fIdV A3HId




uejueld wnjeq eiseH ‘(weasp) z 33

-liue|nBAn 1siaepa) dej1 epunsnyniBop 1wejsi uniopjoQ
"Isewue||ny
(ga lesew ‘uoAselpaw
A Isewejwiue)
‘ewnyo depy “Yiznw ‘Snp yeass ‘SpAnunk ‘ewfe ynjos yiwgu) npuea 1Bpg By ey
a|wajue yeoeliue
1sideaa) zistozBa uapIuya) swasaaly LapIuya) suLpuadnb ninyAn aj1 I1sa|Ie oA viSEH
iawuauip  an  myAn
‘(oo oadl uiasey ‘oayey ‘Aed) Jjuoug Isewuidey
‘IsswipMijaq
uepJdejung ya49|Man 16)1q epunpiey Jopasedl aa MeooAIA uejo uspau ebnjznsnyAn
wibBipejyeyes (ynjunbiok
~pdef wnaiBo epunpiey (‘g Jopopie} |asalinad ‘Ipjas weseh yilojoyisd ‘|asyizy
an  Jjnpjnzoq |esibje
‘wBauwlo) Japiopie} yaosqgelo uapau ebijzisjeyes spunsmundo NjAn auissjie aA ejseH
(uewez JoH Ywosios opudl unb
“ideA ewepjide . )
-G ‘eplIplIS-t ‘uezeg ojolisyue  ‘uoAznjuoy
epunsnuoy 16929|1qopassIy Jo[ou epuiselis Ja|wal$l dA J9|WoIS! suIsd|le 9A eISEH (|
-¢ ‘UBIIPEN-T ‘BISY ‘mBsulg)  wunBIMIRg
-liue|Bes 16]1q 1330186 unjsip ezouBoud aa 1nepe) ‘lue) auisa|ie oA B}seH
-1 :auLIpuajeoataq) nBnjunsyok myAn ¢
Ainesynk 2
e Isewejwiue)
15eq yeeh oa Jdiided JejewenBAn yieugh efew|ning epune [04U0y Unununios auds)

nunBnpnAn 141 8995 4= _ | ! Aysug IyFRpHIE ooy i M3llope] uejo  uapau

1506 uopzoh ISowa|uaZnp JeeS UUISIARPS) SB[l UR|O UdpoU duIsowunioq nyAn

-119)sob awsapfi eunBnjunsjoi nqAnN

~nuejueld apies unBAn s106 sunsnBuop yipjiueAn /myAn Iwnjeq uiue}sey

Nilojoxqisd oA [asyizi4 (LRI elseH

WU “1IUS|WINZOY s WAGA UDfie aA djUipusjabap 1sube ulueysey

LIS WaJUQ UBle “njning ypje yeseue|Bes isewdeAf 1ajauae uefew|o noantoh spuidl unb eysey (16eq eAewnzoq
n&nyAn an swusjuig Juajuaznp (ueBioh HNejeh ‘st ‘ses Wid1) wepo urd yewunsdieh nAnyAn epiojuoy oA LIBe
‘19]0619)50B 1119)s0B “ijiejue jwauo ununyin j4e30A uid swise|iAl aouisains 1Bije)sey wauop mesedo}sod)
nunBnpnAn ulueisey Juejdes yedendnuoy o)1 elsey JopoRe) UR|O USPSU BUNUNIOS NYAN

AU9deqg nsnunio Q-_>_§¢.=._v_>= uiuejseH NMOATNNSHOA NMAN

Iyue)

<
]
o
£
£
=
©
o
2
o
]
o
©
T
S
£
=
©
2
=
©
—
@
£
o
ac

Q
©
3}
()
£
2
=
=
B
=
()
°©
o
S
Q
@©
13}
o=
©
c
i)
=
(7]
=
S

sulpuspebag ewenBAn SETET TS Isiue)] yijaJ1SWwaH

8LLO°LL :|HIHV.L NV1d ‘A4 C1dVY A3HIg L




uejueld wnjeq eiseH "(weasp) z 33

(uewez Jay

-G ‘ePlIPIS-+ ‘uszeg
-€ ‘UadipeN-g ‘e|sy

-1 :ewdipuajedalaq)
‘Zouwe)sohb

e nBing

aA IMIjaq uohisyajul
“1e|Bes

alned a1l ziwag
~einbAn uueilejens
Joduoy  uoAisyeug
-fejunuel iuenBing
aA 1MIjaq uohisysjul
‘LejewenBAn
njonuoy

ysu uluelsey

~nuenBAn 1siaepa) ynofligiue unbAn a1 Iwaysi Jopjog

“Juepnuis isifes 131aaef1z unbin

npdek iwjeq unBAn alspjiuye) yidese ujunelablog undnb alzeau,

‘uszy uspunugk ugnbBing ea 14118q uokisyejus uejablog wisnb alzeau|

*11u9|zi LeinBing Jenmelogen

~pidef iweaBoud sawus|saq unBAn a1 1IsUauQ uaksialig

“JIjIJE|UE [WAUQ UlUISaWUa|Saq ljuaznp aA ljabuag

“l[1p@ YiASa)

widl 1sewded jquaznp 1ulBZIsIozZBe swINsS)O oA awlaa-dife sajou ullep elseH
“Al[1pa dpje) wiue|ny

unBAn “nipus)iBlig epunpjey wiue|ny uluIgelod sHeA aA 9SI0Y IS9|Ie oA BISEH
“1juipuaibjiq epunsnuoy Jeepjou 16asaps

1pjip apuisabloq uoAzisul epuiselis oAueq aa Iuewez ewded ofueq eyseH
AinaBo Lepjiuy e} eweyIA |9 unBAn eulunjed oA e)SRH

A ipuaiBliq epunpjey LenBing oA IMIjeq UNuoAISyajus ISa|ie oA BISeH

*Ilipe aA8]e oA AlIIpusjuIp 8610q yelejo Ipjijete (as) epjeseq) Iseblog uohisu)
“Alue|Bes isewning niny oA Ziwa} uiuisabloq uofzisu)

annanpans iwjeq unBAn asepiuyel yiydese jjuaznp uiuiseblog uoAzisu

“AijipapAey aA Jiuajzi ljusznp nwnuniob ‘nBnpinAng ‘uek uiuisabloq uokzisu|

‘Isswjigefe|wiue)
luenbing

8A  1yeq  uofisyeus
‘Usliopfe} ueuning epnjey
auis1deb

‘Isewjo apuidl Jepiuls

uofisyaug «

[eWwlOoUu UNUNWNINP Wa)sIs
ulWWn 9A Wa)sIS Jauun
-opjuab  ‘welsis wnunjos
‘wolsis  |eUIISSUI-OAISEY) o
‘Isewia)sob
waklly [osAallg 119194 «
‘Isawoulalsob uenbing
8A 1Mo uokIsyejug
IRIIS B)seH
(11Beq efew|nzoq

apunBnjumng Waq)

IMSIH NOAISMIINT ‘8

swapuaebeq

1yue)

ewe|nbBAn

wisHn

Isiue) yiaJiSwoH

=
L°]
o
£
E
4
©
o]
@
On
Q
(o))
©
o
c
£
=
©
o]
=
g
(24
£
[})
I

o
]
(&)
[®))
£
o
S
(=
S
=
()
ks}
o
S
o
o
(&)
o
©
c
S
...h
(7]
c
m

eL'L0'0L [IHIHVL NV1d

"A’dF1dV AJdig




uejueld wnjeq eiseH "(weaap) z Y3

(uewez JaH

-G ‘eINIS-+ ‘uszeq
-¢ ‘UalIpeN-g ‘eIsy
-1 reuLIpua|avaIa(])
~1ep1B e el
ofueq aA JoeAn]
b ziwe |

e

uIsSaq aA IAIS 14818 A
ipgefeisiey
uajwiuISsy 2196
wnjeq

zo ap|nes ziswbeg
“J19pa [ngey

1Ba)sep uepuijese)
ualan wnjeg
‘LejewenBAn

wiyeq zo ulue)sey

“Al[HIpUsuQA
algpwziy |eAsos uldl 169)sap winjeq 2pAd 1S3|le aA elsey apulbipjaley .
“pa qiada) efewded $nAninA oA zisiozho 19111 JOAANY BISEH
ajidef wiyiBe (*qa ewueny Jojunin %9 aA nonfAnioy 1961p
‘ewue|ny ns ualadl puonjy ‘ewualsaq I4e1eA ‘eweleyed ziBe ‘ewejedny
S1p “lunueny 1di $1p n6zo suiwauop widieb uuelsey (wbBauwig) epunpiey
Isayey oa 1BIpis uuiwnjeq 16iBes zBe auissje uluejsey o elseH
Aljiueliny waay 1j6ek
unBAn wid yauluipusjwau LIsezo)nwW z1IBe aA LIePEPNp UlUB)SEY 95IDjaldY)
JiuejBes 1sswns$eyadiab inwineq zi6e uiny
“uspjaysep ‘inube yijeueh erejewenbAn [9zo efeysey epunsnuoy
Iseweisiey lusjwiuisyaleB wnjeq zo uluelsey IsiolaA wineq eiseH
nunioy nafiweiyew uaytepdiey jusjwiuisyalab wnjeq zo uluejsey
Jipaugh Jopijzisioleh
[os$illq Neseimn} jJiseq oA BSD Jo|UPadIp |9z0s apwidne|l 9|l ejseH
-AIjipe wipted epdejwninp 1ya496 eoziued ‘ijips
NiAsa) widl 1sewjo ziswibBeq epewendiey lusjuwuisyalsb wneq zo eiseH
-ipuapieBep ‘nusjwejzeb 1Gausied swwmiib

dUIPUSY 1pUsY ‘NWnRInp ewepdiey an UajwIuIsyaIebB wiyeq zo ulue)seq

“Iseulje
yolsap

wd) yewelBes wnAn oBipiSi16ep

USpUISIOUSA  WIqeq

|suofisyuo} uwbnjeg uasieb

néeq  swBiyebus  |esyizid .
‘“isawigeisjuaznp nunwnuniob

SIp 8A Issw|igainpins

nBiziwey 9sidny eozisunbeq

uepewuE||NyMeleue|ny

dele IDWIpJEA «
‘Isswiqapa }9yaley eoziswibeq
uepewue|ny peleue|ny See
1punpiel alek i uspush g

“asswpiqedAnioy isabuap 1nonp .«

eI BlseH

(11Beq efew|nzoq

apayliqow [asyizl} oA L1By)

IDITZISHALIA WIMVE Z0 76

©
]
o
£
£
=
©
o
2
o
]
o
©
T
S
£
=
©
Rl
=
©
—
@
£
o
ac

Q
©
3}
()
£
2
=
=
B
=
()
°©
o
S
Q
@©
13}
o=
©
c
i)
=
(7]
=
S

sulipuaebeq

IyLe)

ewenBAn

lojuisun

Isiue) yijaJISwoy

8L'LO'LL - |HIHVL NVd

‘A "4 :1dv A3dIg




uejueld wieq eiseH ‘(weasp) z Y3

(uewez Jay

-G ‘eplIPIS-t ‘uszeg
-¢ ‘UdJIpeN-g ‘e|syY

-1 :awMipuajadala()
"19]21 8A Jejuiilue)
uejwesboad

yi Bes SlwueuQ
appq uapipiéibep
mbp on Jejwoldwes
aullg|puofsajoid
Hijbes

“ninpans
IuLE|NASpUEL

al 1i9jjeuohsajoud
HijGes
~eae 1A1Big
epunpjey
lue|

Jjusaanb
1nepa) EY\
‘ajabiaysob wipney
wnjeq
AiBes an Siueiaep

euleeley

njwnAn elseH

“niuejueld nasefiz As epuleuBWEZ

unlos [eswninp eAan |aswisieb yifejesys Iseluos yYninainge) elelseH .

-ijunselejoy apyes unbAn apjipig of1 Jopop HapyiSiBap dej| .
“njunsejfejoy an

Jluapijeq 1unénsa|l pepuisele Lejwniny wnjeq yijfes uluisiolsA wijeq oA BISEH e
196 awidne) apjiyes unbBAn a1 Isaie aA elsey epuiseluos

Annainge) wid) yewejpueh uenios ea yewsiyel Hsjesipus 1By o)1 1siaepe) dej| .
“ijaA winbe epunpiey 18as|1qekalnye

ISEU  NWNINp IN9ASW  dA lwiueny uuejde  usAswlipessb  919dsy »

“1inelBo Lan}e uakawua)sl an UsUSP|a( UISR|l SUISI|IE A BISEH »

Ana4Bo apias unBAn lunsueAk ewenBAn e|l suisajie oA B)SEH .
“NjuaA 1B]1q [9s106 oA 1j1IZeh ap|iyes

unBAn widl yowunsieb uuejewenbAn depl aulsIpuay IPUSY SUISS|IR SA BISEH o

“Alue|Bes yoa1sep oA 1B)1q epewe Lejleley 1116]1 epjijBes auis|oleA wieq aA elSeH «
(qn dep ‘z1Is192be

“9fAip fwig) Jiuipuspsbep nwnAn euuejwelbold yifes uepieug uluesey .
“AuipuaieBap 1s16]1g

by sp 1weuoh woydwas aa 1sewun$i et wibBes uluIsI218A WNEY A B)SEH »

‘1sown$iBop
oA Isows|uaznp
alob auHa|IBUQ
uuEejuBUNS s wziy
yiBes wweiboid yybes .

‘(qa zis19zbe “19AIp ‘ulQ)
ISOWa|ZI @A ISBWE|WIUER)
uejuelbord
yiBes SlwHouQ
‘IsauLpliq HapiIpyiSiBep

nsim - ep wondwes

supe|suofsajoud yibes .
‘IsewInNpINs ULeNASpUE)
o)l uajpuofisajord yibes .
“sewede 1A1G[1g Jippuaanb
uid

ISIABP3)  OA  IUej «

LeII1S B)seH

=1111Te)
lizey efawpus|iny

lulumeugA  Yibes ‘ol

=
©
o
£
E
4
©
o]
@
O
Q
(o))
©
o
c
£
=
©
Qo
=
g
(24
£
()]
I

o
©
(&)
[®))
£
o
S
(=
S
=
()
ks}
o
S
o
]
(&)
o
©
c
S
...h
(7]
c
m

swlipuaieBeq

1yLe)

ewenbAn

lojwidug

Isiue} yijoa$way

8L'L0°0L [HIHVL NVd

‘A4 -1V A3HI9




Hemsirelik bakiminda gecis bakim modeli
Transitional care model in nursing care

Tartisma

Bu calismada acik kalp ameliyati geciren 71 yasindaki erkek bir hastaya GBM kapsaminda verilen bakim hizmeti-
nin etkinligi; hastanin hastaneye tekrarli bagvuru/yatis orani, fonksiyonel durum ve yasam kalitesi, hasta ve bakim
vericisinin doyum dulzeyleri Gzerinden degerlendirilmigtir.

Aclik kalp ameliyati sonrasi hastalar ortalama 4-10 giin i¢erisinde hastaneden taburcu edilmektedir (Dirimese, 2018).
Olguda sundugumuz hasta, ameliyat sonrasi yedinci giin taburcu edilmis olup taburculuk sonrasi alti aylk izlem
surecinde kontrol randevular diginda bir saglhk kurulusuna basvuruda bulunmamistir. Literatirde modelin farkl
yash hasta gruplarinda kullanildi§i ¢calismalarda da benzer hasta sonuglar elde edilmistir (Franks, 2015; Nabagiez,
Shariff, Molloy, Demissie ve McGinn, 2016; Naylor ve ark., 2009; Stauffer ve ark., 2011). Diger taraftan literatiirde,
perioperatif slirecte tedavi ve bakimlarina yénelik yeterli desteklenmeyen ve uyum siireci sorunu yasayan hastalarin
postoperatif dénemde dnlenebilir cesitli komplikasyonlar yasadiklari, sadlik kuruluslarina bagvuru ve hastaneye tek-
rarli yatis yaptiklar gérulmustir (Fox ve ark., 2013; Gelsomino ve ark., 2011; Hannan ve ark., 2011). Hastanin klinikte
yatisi stresince ve sonrasinda herhangi bir komplikasyon gelismemis olmasi da bakim slrecinin etkin yirataldagu
ve hastanin stregte uyumlu oldugunun énemli kaniti olarak degerlendiriimektedir.

Literatlrde kardiyovaskiiler cerrahi sonrasi yasli hastalarin en sik; insizyona bagh agri (Schulz ve ark., 2011a; 2011b),
enfeksiyon, g6gus ve bacak insizyonunda 6dem, yorgunluk, gligstizluk (Schulz ve ark., 2011b), uyku sorunlarn (Han-
nan ve ark., 2011; Schulz ve ark., 2011a; 2011b), solunum sikintisi (Schulz ve ark., 2011b) ve ¢arpinti (Fox ve ark.,
2013; Gelsomino ve ark., 2011) yasadiklar saptanmistir. Agik kalp ameliyati sonrasinda yasanan bu sorunlar, yasli
bireylerin fonksiyonel bagimsizliklarini kisitlayarak giinlik yasam aktivitelerini yerine getirmede glglik yasamalari-
na neden olmakta (Abelha ve ark., 2010; Mullen-Fortino ve O’Brien, 2009) ve yasam kalitelerini diistrebilmektedir.
Olguda hastanin; taburculuktan dokuz hafta sonraki ev ziyaretinde, sadece banyo yaparken destek aldig, diger gin-
I0k yasam aktivitelerini bagimsiz gerceklestirebildigi, yasam kalitesi ve otonomi degerlendirme dlgek puanlarininda
yuksek diizeyde oldugu saptanmistir. Bu sonuglar GBM uygulamalarinin benzer diger ¢alismalarda oldugu gibi yasli
hastalarin yasam kalitesi ve fonksiyonel otonomi diizeyleri Uizerinde etkin bir uygulama oldugunu gdstermektedir
(Lenaghan, 2018; Zhang ve ark., 2017; Zhang ve ark., 2018; Wang ve Wu, 2016).

Olguyu modelin etkinlik gdstergelerinden bir digeri olan hasta doyumu agisindan irdelendiginde ise hasta ve ailesi-
nin, strecte diizenli araliklarla desteklendikleri, yasayabilecekleri ya da yasadiklar sorunlara kargi yénlendirildikleri
ve slrecte kolaylikla saglk personeline ulasip danismanlik alabildikleri i¢in doyumlu olduklar belirlenmistir.

Calismada, GBM’nin en 6nemli asamasi olmakla birlikte en zor kismini, saglik ekibi profesyonellerinin isbirliginin
saglanmasi ve taburculuk sonrasi hasta izlem sirecinin devamliliginin olusturmasi oldugu gérilmustar. Modelin
saglik sistemine veya topluma uyarlanabilmesi i¢in dncelikle modelin dederinin paydaslara etkili bir sekilde iletiimesi
gerekmektedir. Gelistirilen rehber ve formlarin ekip Uyeleri tarafindan etkin olarak kullaniimasi ve yol haritalarina
uyum i¢in kurumun ydnetim sureci i¢erisinde yer almasi, bu stregte yénetici hemsirelerin etkili rol Ustlenmesi, kalite
izlem ve gelistirme ekibi tarafindan sirecin yakindan izlenmesi gerekmektedir. Turkiye'de evde bakim hizmetleri
ile verilmekte olan veya hedeflenmekte olan uygulamalar g6z éniinde bulunduruldugunda (Evde Bakim Hizmetleri
Sunumu Hakkinda Yénetmelik, 2005) gerek aile hekimleri ile gerekse hastaneler blnyesinde kurulan evde saglik
hizmet birimleri ile isbirligi halinde modelin sisteme uyarlanmasinin aslinda oldukga kolay bir yaklasim oldugu du-
stintimektedir.

Sonuc ve Oneriler

Bu olgu sunumunda; acik kalp ameliyati olan yash hasta grubunda, GBM ile yasl hasta ve bakim vericisinin sureci
basariyla gegirdikleri, hastaneye tekrarli basvuru/yatis gézlenmedigi, hastanin fiziksel saglik, fonksiyonel durum
ve yasam kalitesinde gelisme oldugu, hasta, ailesinin ve bakim vericisinin aldiklari hizmetten doyumlarinin yiiksek
oldugu sonugclan elde edilmistir. Bu olumlu ¢iktilar dogrultusunda modelin cerrahi igslem gecirecek olan yasli has-
ta grubunun hemsirelik bakim uygulamalarinda kullaniimasi énerilmektedir. Bu noktada, modelin saglik sistemine
uyarlanabilmesi icin saglik ¢alisanlarina bu konunun énemine ydnelik farkindalik kazandiriimasi, evde bakim hiz-
metlerinde kullaniimasi i¢in saglik politikalarinda ve bakim isleyis proseduirlerinde gerekli dizenlemelerin yapiimasi
onerilebilir.




Hemsirelik bakiminda gecis bakim modeli
Transitional care model in nursing care

Cikar Catigsmasi: Bildiriimemistir.
Finansal Destek: Yoktur.
Katilimeir Onami: Katihmcidan sézli ve yazili onam alinmistir.

Conflict of Interest: Not applicable.
Funding: None.
Exhibitor Consent: Verbal and written consent was obtained from the participant.

Kaynaklar

Abelha, F. J., Botelho, M., Fernandes, V. & Barros, B. (2010). Quality of life and mortality assessment in patients with
major cardiac events in the postoperative period. Brazilian Journal of Anesthesiology, 60(3), 268-284.
https://doi.org/10.1016/S0034-7094(10)70035-0

Dirimese, E. (2018). Kalp damar sistemi hastaliklar. icinde S. Celik (Eds.). Giincel yéntemlerle cerrahi hastaliklarda
bakim (pp. 223-251). Antalya, Turkiye: Cukurova Nobel Kitabevi.

Epstein, R. M. & Street, R. L. (2011). The values and value of patient-centered care. Annals of Family Medicine, 9(2), 100-3.
https://doi.org/10.1370/afm.1239

Evde Bakim Hizmetleri Sunumu Hakkinda Yénetmelik. (2005). http://www.mevzuat.gov.tr/Metin.Aspx?MevzuatKod=
7.5.7542&Mevzuatlliski=0&sourceXmlSearch=evde%20bak%C4%B1m. (Erisim 23.04.2019).

Feinglass, J., Mallama, C. A., Rogers, A., Teter, C., Hurt, C. & Schaeffer, C. (2018). Using hospital use trends to
improve transitional care. Healthcare, 6(4), 259-264.
https://doi.org/10.1016/j.hjdsi.2017.08.001

Fox, J. P, Suter, L. G., Wang, K., Wang, Y., Krumholz, H. M. & Ross, J. S. (2013). Hospital-based, acute care use
among patients within 30 days of discharge after coronary artery bypass surgery. The Annals of Thoracic Surgery,
96(1), 96-104.

https://doi.org/10.1016/j.athoracsur.2013.03.091

Franks, S. (2015). Transitional care to reduce 30-day heart failure readmissions among the long-term care elderly
population. Doctor of Nursing Practice Final Projects. Seton Hall University.

Gelsomino, S., Lorusso, R., Livi, U., Masullo, G., Luca, F., Maessen, J., et al. (2011). Cost and cost-effectiveness of
cardiac surgery in elderly patients. Journal of Thoracic and Cardiovascular Surgery, 142, 1062-1073.
https://doi.org/10.1016/j.jtcvs.2011.02.013

Hannan, E. L, Zhong, Y., Lahey, S. J., Culliford, A. T., Gold, J. P,, Smith, C. R., et al. (2011). 30-day readmissions after
coronary artery bypass graft surgery in New York State. JACC: Cardiovascular Interventions, 4(5), 569-576.
https://doi.org/10.1016/j.jcin.2011.01.010

Hirschman, K., Shaid, E., McCauley, K., Pauly, M. & Naylor, M. (2015). Continuity of care: The transitional care model.
OJIN: The Online Journal of Issues in Nursing, 20(3), 1
https://doi.org/10.3912/0OJIN.Vol20No03ManO01.

Kapucu, S., Akyar, i. & Korkmaz F. (Ed.). (2018). Pearson hemsirelik tanilan el kitabi. Ankara, Tiirkiye: Pelikan Yayinlari.

Koster, S., Hensens, A. G. & Van der Palen, J. (2009). The long-term cognitive and functional outcomes of
postoperative delirium after cardiac surgery. The Annals of Thoracic Surgery, 87(5), 1469-1474.
https://doi.org/10.1016/j.athoracsur.2009.02.080

Lawn, S. (2011). Compliance, concordance, and patient-centered care. Patient Preference and Adherence, 5, 89-90.
https://doi.org/10.2147/PPA.S17822

Lenaghan, N. A. (2018). Transitional care and empowerment of the older adult. Geriatric Nursing, 00, 1-6.
https://doi.org/10.1016/j.gerinurse.2018.07.005

Mullen-Fortino, M. & O’Brien, N. (2009). Caring for a patient after coronary artery surgery. Nursing 2009 Critical
Care, 4(1), 128-131.
https://doi.org/10.1097/01.CCN.0000343231.17320.e5




Hemsirelik bakiminda gecis bakim modeli
Transitional care model in nursing care

Nabagiez, J. P., Shariff, M. A., Molloy, W. J., Demissie, S. & McGinn, J. T. (2016). Cost analysis of physician assistant
home visit program to reduce readmissions after cardiac surgery. The Annals of Thoracic Surgery, 102(3), 696-702.
https://doi.org/10.1016/j.athoracsur.2016.03.077

Naylor, M. D., Aiken, L. H., Kurtzman, E.T., Olds, D. M. & Hirschman, K. B. (2011). The care span: The importance of
transitional care in achieving health reform. Health Affairs, 30(4),746-754.
https://doi.org/10.1377/hlthaff.2011.0041

Naylor, M. D., Feldman, P. H., Keating, S., Koren, M. J., Kurtzman, E. T., Maccoy, M. C., et al. (2009). Translating
research into practice: transitional care for older adults. Journal of Evaluation in Clinical Practice, 15(6), 1164-70.
https://doi.org/10.1111/j.1365-2753.2009.01308.x

Naylor, M. D. (2012). Advancing high value transitional care: The central role of nursing and its leadership. Nursing
Administration Quarterly, 36(2), 115-26.
https://doi.org/10.1097/NAQ.0b013e31824a040b

Naylor, M. D., Hirschman, K. B., Toles, M. P, Jarrin, O. F., Shaid, E. & Pauly, M. V. (2018). Adaptations of the evidence-
based Transitional Care Model in the U.S. Social Science & Medicine, 213, 28-36.
https://doi.org/10.1016/j.socscimed.2018.07.023

Schulz, P. S., Zimmerman, L., Pozehl, B., Barnason, S. & Nieveen, J. (2011). Symptom management strategies used
by elderly patients after coronary artery bypass surgery. Applied Nursing Research, 24(2), 65-73.
https://doi.org/10.1016/j.apnr.2009.03.001

Schulz, P. S., Lottman, D. J., Barkmeier, T. L., Zimmerman, L., Barnason, S. & Hertzog, M. (2011b). Medications and
associated symptoms/problems after coronary artery bypass surgery. Heart Lung, 40(2), 130-138.
https://doi.org/10.1016/j.hrting.2010.03.003

Stauffer, B. D., Fullerton, C., Fleming, N., Ogola, G., Herrin, J., Stafford, P. M., et al. (2011). Effectiveness and cost of
a transitional care program for heart failure. Archives of Internal Medicine, 171(14), 1238-43.
https://doi.org/10.1001/archinternmed.2011.274

Toles, M. P. (2011). Transitional care in a nursing home (Doctor of Philosophy). Duke University, United States.

Turkiye Istatistik Kurumu (TUIK) (2017a). istatistiklerle Yashlar. www.tuik.gov.tr/PreHaberBultenleri.do?id=27595
(Erisim: 01.01.2019).

Tiirkiye istatistik Kurumu (TUIK) (2017b). Oliim Nedeni istatistikleri. http://www.tuik.gov.tr/PreTablo.do?alt_id=1083.
(Erigim: 01.01.2019).

Uysal, H. (2015). Gunimizde hemsire liderliginde kardiyovaskiler hastalik yénetim programlari. Tirk Kardiyoloji
Dernegi Kardiyovaskdler Hemsgirelik Dergisi, 6(9), 1-14.
https://doi.org/10.5543/khd.2015.001

Wang, X. & Wu, X. C. (2016). Application of transitional care model in cancer pain management after discharge: a
randomized controlled trial. Chinese Nursing Research, 3(2), 86-89.
https://doi.org/10.1016/j.cnre.2016.06.003

World Health Organization (WHO) (2016). Health statistics and health information systems: Definition of an older or
elderly person. hitp://www.who.int/healthinfo/survey/ageingdefnolder/en/. (Erisim: 01.01.2019).

Zhang, P, Hu, Y. D., Xing, F. M., Li, C. Z., Lan, W. F. & Zhang, X. L. (2017). Effects of a nurse-led transitional care
program on clinical outcomes, health-related knowledge, physical and mental health status among Chinese patients
with coronary artery disease: A randomized controlled trial. International Journal of Nursing Studies, 74, 34-43.
https://doi.org/10.1016/j.ijnurstu.2017.04.004

Zhang, P, Xing, F. M., Li, C. Z., Wang, F. L. & Zhang, X .L. (2018). Effects of a nurse-led transitional care programme
on readmission, self-efficacy to implement health-promoting behaviours, functional status and life quality among
Chinese patients with coronary artery disease: A randomised controlled trial. Journal of Clinical Nursing, 27(5),
969-979.

https://doi.org/10.1111/jocn.14064




