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Klinefelter sendromlu azospermik olgularda testikluler sperm ekstraksiyonu
(TESE) basarisi i¢in prediktif faktorler

Predictive factors for testicular sperm extraction (TESE) success in azoospermic
cases with Klinefelter syndrome
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0z
Amag: Kilinefelter sendromu (KS) olgularinda testikiiler sperm ekstraksiyonu (TESE) basarisi igin prediktif
parametrelerin degerlendiriimesi amaglandi.

Gereg ve Yontem: Calismamizda hastanemizde 2009-2014 yillarinda non-obstriktif azospermi (NOA) nedeniyle
TESE yapilmis 322 hastanin verileri retrospektif olarak incelendi. Bu hastalardan genetik analizi 47XXY - KS olarak
saptanan 29 hasta calismaya alinarak yas, FSH, LH, FSH/LH orani, prolaktin, T ve E2 degerleri retrospektif olarak
incelendi. Parametrelerin istatistiksel analizinde, p<0.05 degeri anlamli kabul edildi.

Bulgular: Hastalarnin ortalama yas, FSH, LH, FSH/LH orani, Prolaktin, T ve E2 degerleri sirasiyla 32 yil, 38.4
miU/mL, 18.84 miU/mL, 2.04, 11 ng/mL, 216.74 ng/dL ve 24.37 pg/mL olarak saptandi. TESE basarimiz % 37.9 idi.
TESE basarisini belirlemede etkili tek parametre yas faktortiydi (p=0.007). FSH, LH, FSH/LH orani, prolaktin, T ve
E2 parametrelerinin bagimsiz érneklem t test degerleri sirasiyla p=0.185, p=0.510, p=0.119, p=0.545, p=0.841,
p=0.139 olarak bulundu ve non-prediktif olduklari goraldi.

Sonug: KS olgularinda TESE basarisi igin biyopsi diginda tek prediktif parametre yastir. Otuz iki yas ve altinda TESE
basarisi anlamli derecede yuksektir.

Anahtar Sézciikler: infertilite, Klinefelter sendromu, TESE basarisi, prediktivite.
Abstract

Aim: It is aimed to identify the predictive factors for testicular sperm extraction (TESE) success in cases with
Klinefelter syndrome (KS).

Materials and Methods: We retrospectively analyzed 322 patients that underwent TESE operation because of non-
obstructive azoospermia (NOA) in our hospital between 2009 and 2014. Twenty-nine patients whose genetic analysis
reported 47XXY — KS were included in our study. Age, FSH, LH, FSH/LH ratio, prolactin, T and E2 values of these 29
patients were analysed retrospectively. In statistical analysis of these parameters, p value <0.05 was accepted as
significant.

Results: The mean age, FSH, LH, FSH/LH ratio, prolactin, T and E2 value of the patients were; 32 years, 38.4
miU/mL, 18.84 miU/mL, 2.04, 11 ng/mL, 216.74 ng/dL and 24.37 pg/mL, respectively. Our TESE success was 37.9
%. Age was the only predictive parameter for TESE success (p=0.007). Independent sample t test values of FSH,
LH, FSH/LH ratio, prolactin, T and E2 were p=0.185; p=0.510; p=0.119; p=0.545; p=0.841; p=0.139 respectively and
were non-predictive.

Conclusion: In KS cases, the only predictive parameter for TESE success is age, except biopsy. TESE success was
found significantly higher at 32 years of age and under.

Keywords: Infertility, Klinefelter syndrome, TESE success, predictivity.
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Giris
Klinefelter Sendromu (KS) ilk olarak 1942'de tanim-
lanmistir (1). KS hastalarinda tani ¢ogunlukla erigkin

déneminde infertilite sikayeti ile konurken, sadece %10
hastada tani 14 yasindan 6nce konur (2,3).

Tum infertil erkek hastalarin %3'l ve tim non-obstriktif
azospermi (NOA) hastalarinin %10'u KS teshisi alir (4).
KS, testikuler hipovolemi, androjenik yetersizlik ve
azospermi ile karakterizedir (1). Epidemiyolojik ¢alisma-
larda tim KS hastalarinin sadece %25'inin teshis edildigi
saptanmistir (2).

KS hastalarinda mevcut olan ekstra X kromozomu germ
hiicre dejenerasyonu yaparak infertiliteye yol agmaktadir
(5). Bazi fokal alanlarda spermatogenez saptanabilmek-
tedir, non-mozaik KS hastalarinda ejakulatta sperma-
tozoa bulunabilmektedir. KS hastalarinda sperm eldesi
cogunlukla testikiiler sperm ekstraksiyonu (TESE) ve
mikro-diseksiyon TESE yontemi ile saglanmaktadir (6).
TESE y6nteminden 6nce KS infertilitesi tedavisi mimkiin
olmayan bir durum olarak kabul edilirken TESE +
intrastoplazmik Sperm Injeksiyonu (ICSI) kullanimi
sonrasi tedavi edilebilir duruma gelmistir (7).

Literatlirde KS hastalarinda TESE ile sperm eldesi %50
olarak raporlanmistir ve normal karyotipli non-obstriktif
azospermili hastalarla benzer bulunmustur (8,9). KS
tanih hastalarda TESE ile sperm bulma basarisinin
belirtecleri Uzerinde literatirde ¢alismalar mevcuttur. Bu
calismalarda hastalarin yasi tek énemli prognostik faktor
olarak saptanmistir (9-14). Biz de bu ¢alismamizda KS
olgularinda TESE o6ncesi sperm bulma basarisini
etkileyebilecek  prediktif ~ faktorlerin  belilenmesini
amagcladik.

Gereg ve Yontem

Ocak 2009-Aralik 2014 tarihleri arasinda, Tepecik Egitim
ve Arastirma Hastanesi Tip Bebek Merkezinde NOA
nedeniyle TESE yapilmis 322 hastanin verileri
retrospektif olarak incelendi. Bu hastalardan genetik
analizi 47XXY — KS olarak saptanan 29 hasta ¢alismaya
alindi. Hastalarin retrospektif olarak anamnez, fizik
muayene (FM), testis volumd, folikil stimile edici
hormon (FSH), luteinlestirici hormon (LH), FSH/LH orani,
prolaktin, total testosteron (T) ve estradiol (E2) sonuglari
incelendi. Kan 6rnekleri sabah saat 10.00 6ncesinde ag
karna alindi. Hormon analizi Roche Cobas e601
HITACHI cihazi yardimiyla mikropartikil — enzim
immunoassay yontemiyle yapilmistir. Spermiyogram
analizleri WHO 2010 kriterleri (15) esas alinarak en az 2
kez yapildi. Kromozom analizi i¢in hastalara ait periferik
vendz kan orneklerine 72 saatlik fitohemaglitinin ile
indiklenmis hicre kultird uygulandi. Takiben konvansi-
yonel sitogenetik ydntemler kullanilarak analiz edilen
orneklerin timinde 47,XXY karyotipi saptandi.
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Testikller sperm eldesi igcin TESE ydntemi kullaniidi.
islem spinal anestezi altinda yapildi. Rapheden yapilan
vertikal insizyonla testise ulasildi. Spesimen embriyolog
tarafindan pargalanip homojenize edildikten sonra x200
biyutme ile incelendi. Tek tarafta spermatozoa
bulunmazsa diger tarafa gegildi. istatistiksel analiz igin
IBM Statistical Package for Social Sciences (SPSS)
Statistics Software 22 programi kullanildi. p< 0.05 degeri
istatistiksel olarak anlamli kabul edildi. TESE 6ncesi tim
hastalarin aydinlatiimis onami alindi.

Bulgular

Calismaya dahil edilen KS tanili ve azospermi nedeniyle
TESE yapilan 29 hastanin yas, FSH, LH, FSH/LH orani,
prolaktin, T ve E2 dizeylerinin ortalama degerleri
Tablo-1'de gosterilmistir.

Tablo-1. Hastalarin Ortalama Verileri (n=29).

Ort. Min. Maks.  Std. Sapma

Yas (yIl) 3243 23 49 6.26
FSH (mIU/mL) 384 2193 62.69 10.94
LH (mIU/mL) 18.84 8.72 28.65 6
FSH/LH orani 2.04 0.89 3.07 0.65
Prolaktin (ng/mL) 11 2.50 14.80 3.98

T (ng/dL) 216.74 2 425 145.63
E2 (pg/mL) 24.37 5 36 12.47

Hastalar TESE sonuglarina gére 2 gruba ayrildi. TESE
isleminde sperm bulunmayan hastalar grup 0 (n=18) ve
sperm bulunan hastalar ise grup 1 (n=11) olarak
belirlendi ve TESE sonuglarina goére ortalama degerler
Tablo 2'de gosterilmistir. Calismamizda TESE ile sperm
bulma oranimiz %37.9 olarak saptanmistir. Gruplar
arasinda sadece yas parametresinde istatistiksel olarak
anlamli farkhlik saptandi (Bagimsiz 6rneklem t test
p=0,007); FSH, LH, FSH/LH orani, Prolaktin, T ve Eigin
bagimsiz 6rneklem t test degerleri sirasiyla p=0.185;
p=0.510; p=0.119; p=0.545; p=0.841; p=0.139 olarak
bulundu ve gruplar arasinda istatistiksel olarak anlaml
fark saptanmadi (Tablo-2).

Tartisma

Non-mozaik KS, 47XXY karyotipe sahip olan ve NOA
nedeni olan bir durumdur. Yapilan bir c¢alismada
fazladan X kromozomunun olgularin %53’(inde paternal
mayozis |, %34’Unde maternal mayozis |, %9unda
maternal mayozis Il ve %3’'Unde ise post-zigotik
hatalardan kaynaklandigi ortaya konulmustur (16). Non-
mozaik KS hastada ilk cerrahi sperm eldesi ile gebelik
1996 yihnda (17) ve ilk canh dogum 1997 yilinda
saglanmistir (18).
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Literatirde KS olgularinda sperm bulma basarisi %44
(%16-60) olarak saptanmistir (19). TESE ve mikro-
diseksiyon TESE ile sperm bulma oranlari karsilastiril-
diginda ise TESE ile %42, mikro-diseksiyon TESE ile
%55 olarak saptanmistir. Testisten sperm eldesi,
fertilizasyon, implantasyon ve canli dodum oranlari
karyotip olarak normal olan NOA hastalarinda da benzer
bulunmustur (8,9,19). Calismamizda sperm eldesi orani

%37.9 olarak saptanmigtir. Literatirde non-mozaik
47,XXY olgularindan yapilan ICSI'nin gebelikle sonug-
landigi 200 vaka mevcuttur (3). 38 gebeligin dahil oldugu
bir calismada 34’0 normal Kkaryotipli, 2’si normal
karyotipe sahip disukle, 1'i karyotipi yapiimamis saglikh
yenidoganla sonucglanmig, 1’i de fetusta prenatal olarak
47,XXY saptanmisg (20).

Tablo-2. Ortalama Verilerin TESE Gruplarina Goére Dagihmi ve p Degerleri.

TESE Yas (yil) (mrj';] Ly | LH (miumL) FE:;’";IH ’3(:]‘;'7[]'1‘}_';‘ T (ng/dL) (nj(zj 0

N (%62.1) 18 18 18 18 18 18 18

Ortalama 34.72 41.13 17.87 2.27 10.38 209.52 18.51
0 Minimum 26 21.93 8.72 15 2.5 2 5
Maksimum 49 62.69 28.65 3.07 14.8 410 32

Std. Sapma 6.22 10.77 7.05 06 4.65 163.04 13.34
N (%37.9) 11 11 11 11 11 11 11

Ortalama 28.3 32.25 20.53 1.63 12.25 229.37 32.18
1 Minimum 23 22.8 16.85 0.89 9.63 146 25
Maksimum 35 44.5 25.64 2.12 14.42 425 36

Std. Sapma 3.88 9.81 3.82 0.59 2.42 131.11 6.24

p degeri 0.007* 0.185 0.510 0.119 0.545 0.841 0.139

*: |statistiksel olarak anlamli.

Literatirde KS olgularinda sperm bulma basarisi %44
(%16-60) olarak saptanmistir (19). TESE ve mikro-
diseksiyon TESE ile sperm bulma oranlari karsilastiril-
diginda ise TESE ile %42, mikro-diseksiyon TESE ile
%55 olarak saptanmistir. Testisten sperm eldesi,
fertilizasyon, implantasyon ve canli dodum oranlari
karyotip olarak normal olan NOA hastalarinda da benzer
bulunmustur (8,9,19). Calismamizda sperm eldesi orani
%37.9 olarak saptanmistir. Literatirde non-mozaik
47 XXY olgularindan yapilan ICSI'nin gebelikle sonug-
landidi1 200 vaka mevcuttur (3). 38 gebeligin dahil oldugu
bir calismada 34’0 normal Kkaryotipli, 2’si normal
karyotipe sahip dusukle, 1’i karyotipi yapilmamis saglkli
yenidoganla sonucglanmis, 1’i de fetusta prenatal olarak
47 ,XXY saptanmig (20).

KS hastalarinda TESE basarisi igin prediktif faktorler
Uzerine literatiirde galismalar mevcuttur. Yas, serum
hormon duzeyleri, testis volimu gibi parametreler
prediktivite agisindan hep ilgi uyandirmistir. Madgar ve
ark. (21), yaptiklari 20 hastalik ¢alismada yuksek testis
volimu ve testosteron diizeyi TESE basarisi igin pozitif
prediktif faktor olarak saptanmistir. Bu galismanin aksini
bildiren yaymnlar ¢ok daha fazladir (10,14,22-24).
Literatirde yas faktorinin TESE basarnisi igin tek
prediktif parametre oldugunu saptayan calismalar
agirhktadir (9-14). Aksglaede ve ark. (7) yayinladiklari
derlemede de, yas faktoriiniin KS hastalarinda TESE
basarisi igin tek prediktif parametre oldugu bildirilmigtir.

Cilt 55 Sayi 2, Haziran 2016 / Volume 55 Issue 2, June 2016

Greco ve ark. (25) yaptiklari calismada ise TESE ile
sperm bulunan ve bulunmayan hastalar arasinda yas
parametresinde istatistiksel anlamli farklilik saptanma-
mistir. Ferhi ve ark. (14), yayinlarinda, ¢alismada testis
hacmi, FSH, inhibin B degerlerinin KS hastalarinda non-
prediktif oldugu, sadece yas parametresinin TESE
prediktivitesi igin degerli oldugu, ayrica yasin prediktivite
acisindan ileri derecede anlamli oldugu sinir deger 32
olarak saptanmistir.

Calismamizda TESE basarisi icin prediktif parametreler
degerlendirildi. Bu amagla yas, FSH, LH, FSH/LH orani,
prolaktin, T ve E, parametreleri incelendi. Tum
hastalarin testis volum oélgimlerine ulagilamadigi igin ve
diagnostik biyopsi artik dnerilmedidi icin testis volimu ve
patoloji sonuglari prediktivite agisindan degerlendirmeye
alinmamistir. Calismamiza gére, sadece yas faktoru
TESE basarisi icin  prediktif = parametredir ve
calismamizda bu prediktivitede sinir deger 32 yas olarak
saptanmig, diger yandan serum hormon dizeylerinin
prediktif olmadigi saptanmistir.

Sonug

Calismamizin  verilerine gbre, KS teshisi olan
azospermik hastalarda TESE ile sperm bulma orani
%37.9'dur. KS hastalarinda 32 yas ve altinda TESE
basarisi istatistiksel olarak anlaml diizeyde yuksektir ve
yas, tek prediktif faktordir. Serum hormon duzeylerinin
prediktivitesi yoktur.
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0Oz

Amag: Gestasyonel diabetes mellitus (GDM) gebeligin énemli bir komplikasyonudur. Fetal ve maternal morbidite ve
mortaliteye neden olur. GDM taramasinda tek ve iki basamakli tarama testleri kullanilabilir. Bu ¢galismanin amaci bir
Universite hastanesinin  dogum poliklinigi'ne basvuran gebelerde GDM prevalansinin arastiriimasidir.
Gere¢ ve Yontem: Obstetrik klinigimize 01.01.2012 ve 31.12.2013 tarihleri arasinda bagvuran 24-28 gebelik
haftasindaki gebeler retrospektif olarak incelendi. Amerikan Diabet Birlidi kriterlerine gore tek basamakli tarama testi
ile diabet taramasi yapilan hastalar ¢alismaya dahil edildi. GDM prevalansi hesaplandi.

Bulgular: GDM prevalansi % 24.8 (383/1536) olarak tesbit edildi. GDM olan ve olmayan hastalarin yas ortalamasi
sirasiyla 31.37+6.56 ve 28.28+5.71 olarak bulundu. Her iki grubun yas ortalamalari arasindaki fark istatistiksel olarak
anlamli idi (p=0.00).

Sonug: Gebe grubumuzda GDM prevalansi yilksek bulundu. ileri anne yasi GDM icin bir risk faktdriidir. Tek
basamakli tarama testi ile GDM prevalansinin ylksek ¢iktigina inanmaktayiz. Tek basamakli tarama testi yeniden
g6zden gegiriimelidir.

Anahtar Sozciikler: Gestasyonel diabetes mellitus, prevalans, gebelik.

Abstract

Aim: Gestational diabetes mellitus (GDM) is an important complication of pregnancy. It causes fetal and maternal
morbidity and mortality. One or two step screening tests can be used for screening of GDM. The goal of this study is
to investigate the prevalence of GDM in women who applied to the maternity outpatient clinic of a university hospital.
Materials and Methods: Pregnant women who presented to our obstetrics clinic between 01.01.2012 and
31.12.2013 and those who were at their 24th-28th weeks were investigated retrospectively. The patients who were
screened with one step screening and those whose diabetes screening were done according to American Diabetes
Association criteria were included in this study. The prevalence of GDM was calculated.

Results: The prevalance of GDM was 24.8% (383/1536). The mean age of participants with and without GDM were
respectively 31.37+6.56 and 28.28+5.71.The differences between the mean ages of both groups were statistically
significant (p=0.00).

Conclusion: The prevalence of GDM was found high among our antenatal population. Advanced maternal age is a
risk factor for GDM. We believe that with one step screening test, the prevalence of GDM is high. The one step
screening test should be revised.

Keywords: Gestational diabetes mellitus, prevalence, pregnancy.

Girig GDM genellikle ikinci trimesterde artmis insilin
direncinin bir sonucu olarak gebeligin 24. ve 28. haftalan
arasinda ortaya ¢ikar (3). GDM hem anne ve hem fetus
icin zararli olmakta ve bes kat artmis perinatal morbidite
ve mortalite ile iligkilidir. Bu nedenle GDM'nin olasi en

Gestasyonel diabetes mellitus (GDM) gebelik sirasinda
baglayan veya tanimlanan karbonhidrat intoleransidir
(1,2). Gebeligin en sik gorulen tibbi komplikasyonudur.

Yazisma Adresi: Gilsah Balik erken zamanda taninmasi ve tedavi edilmesi maternal

Recep Tayyip Erdogan Universitesi Tip Fakiiltesi, Kadin ve fetal riskleri azaltacaktir. GDM’'nin bir komplikasyonu
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oranlarindaki artisa neden olmaktadir. Buna ek olarak
Oli dogum, erken dodum, disik yapma ve dogum
kusurlari  diger komplikasyonlardir. Kot maternal
glisemik kontrol %42.9 gibi ylksek oranda perinatal
mortalite ile iligkilidir (4). GDM olan kadinlarda
dogumdan sonraki 5-10 yil icinde %35-60 oranda
diyabet gelisme riski vardir (5).

Ulkemiz gibi geligmekte olan (ilkelerde ve tiim diinyada
DM ve GDMun goérilme sikhg artmaktadir. GDM
prevalansi toplumlara ve uygulanan tanisal kriterlere
gore degisir. Gestasyonel diyabetin toplumdaki sikligi
net olarak bilinmemektedir. Literatirde her toplumun
kendi Ozelliklerine ve kullanilan tani kriterlerine gore
gorilme sikhgi degismekte ve bu oran % 1 ile % 18.9
arasinda bildirilmektedir (6). ABD’de llkenin farkh
bélgelerinde 1rk, diyet, ailede diyabet oykulsl, beyaz
olmayan irk ve sosyoekonomik durum ve obezite gibi
bircok faktoére bagli olarak %7-18 gibi genis bir aralikta
GDM prevalansi bildiriimektedir (7). Amerikan Diyabet
Birligi (ADA) GDM sikhgini % 18 olarak bildirmistir (8).

Gebelerin GDM taramasi rutin antenatal bakimin énemli
bir parcasidir. Amerikan Obstetri ve Jinekoloji Dernedi
(ACOG) tim gebelerin GDM igin taranmasini
onermektedir. GDM'nin mimkin oldugunca en erken
zamanda taninmasi ve komplikasyonlarin dnlenmesi
onemlidir. Gebelerde GDM'yi tespit etmek igin tek ve iki
basamakli olarak vyapilan iki ayri tarama yodntemi
bulunmaktadir. Bu iki farkli tarama testi kullanimi farkl
GDM prevalansi sonuglarina neden olmaktadir. Tek
basamakli tarama testi (75 g OGTT) gebelerin GDM
olarak iki-i¢ kat daha fazla tani almasina neden
olmaktadir (5,9).

GDM igin en iyi tarama yontemi konusunda ulusal ve
uluslararasi bir fikir birligi yoktur. Bu nedenle bu
calismada Dogu Karadeniz Boélgesinde, Ugunci
basamak bir hastanede kadin dogum poliklinigine
basvuran gebelerde yapilan tek basamakl tarama testi
ile GDM sikliginin ne kadar oldugunu belirlemeyi
arastirdik.

Gereg ve Yontem

Klinigimiz obstetri poliklinigine 1 Ocak 2012 ve 31 Aralik
2012 tarihlerinde 24-28 gebelik haftasi arasinda
basvuran tek basamak test ile GDM taramasi yapilmis
1536 gebenin verileri retrospektif olarak incelendi.
Gebelerin yaslari kaydedildi.

Tek basamakli tarama testinde tani koymak icin ADA
kriterleri kullanildi. GDM kriterleri normal deger: Aclik
<92 mg/dL; 60 dk <180 mg/dL; 120 dk <153 mg/dL olup
bu degerlerden bir veya birden ¢ok ylksek deger olmasi
halinde test pozitif kabul edildi (7). Tek basamakh
tarama test sonuglarina gére GDM prevalansi belirlendi.
Gebelerin yaslari ve tek basamakl tarama test sonuglari
karsilastirildi.
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istatistiksel Dederlendirme

Verilerin degerlendiriimesinde SPSS 17.0 programi
kullanildi. GDM prevalansi ve hastalarin yas ortalamasi
degerlendirildi. Mann Whitney U testi ile istatistiksel
analiz yapildi. p<0.05 degeri istatistiksel olarak anlamli
kabul edildi.

Bulgular

Tek basamakl tarama testinde ile GDM taramasi
yapillmis gebelerin 378’inde (%24.6) GDM tesbit edildi.
Tarama vyapilan 1536 gebenin yas ortalamasi
27.98+5.89 (yas arahgi 15-49 yas) idi. GDM olan
gebelerin yas ortalamasi 29.94+6.19, GDM olmayan
gebelerin yas ortalamasi ise 27.3415.65 olarak tesbit
edildi. Her iki grubun yas ortalamalari arasindaki fark
istatistiksel olarak anlamli idi (p= 0.00).

Tartigsma

Tum dinyada GDM vakalarinin sayisi giin gegctikge
arttigi  dustnulmekte ve GDM igin degisebilir risk
faktorleri ile ilgili karar vermede epidemiyolojik veriler
yetersiz kalmaktadir. GDM prevalansi irk, beslenme,

obezite ve sosyoekonomi gibi birgok faktdrden
etkilenmektedir. Asyali kadinlarda yiksek oranda GDM
gOrilmesi  yeni  arastirmalara ihtiyag  oldugunu
gostermektedir  (10). Ulkemizin farkli bdlgelerinde

yapilan caligsmalarda iki basamak tarama testi kullanilan
gebelerde GDM prevalansi %3.1, %8.6 ve %8.9 gibi
farkll degerlerde bulunmustur (11-13). Ulkemizde
yapillan bir calismada hem tek basamakli hemde iki
basamakli tarama testi ile GDM prevalansini
arastirmislar. Bu galismada tek basamakli tarama testi
ile GDM prevalansi %14.5, iki basamakli tarama testi
kullanildiginda GDM prevalansi %6 olarak tespit
edilmistir. Gorlilmektedirki iki tarama testi arasindaki fark
iki kattan daha ylksek orandadir (14). Biz bu galismada
uyguladigimiz tek basamakh tani yontemi ile GDM
prevalansini % 24.5 olarak bulduk.

Ulkemizde oldugu gibi GDM tanisini koymada Avrupa,
ABD ve diger bircok ulkede farkli yaklasimlar uygulan-
makta ve tek bir goris birligi olmadigi bilinmektedir.
International Association of Diabetes in Pregnancy Study
Group (IADPSG) vyaptidi aciklamada tek basamakl
yaklagimla GDM prevalansinin %15-20 gibi ylksek bir
oranda bulundugunu bunun iki basamakli testtin yaklasik
2-3 kati oranda oldugunu, aksine iki basamakli tarama
testinde bu oranin %5-6 olarak daha az oldugunu
belirtmislerdir. Ayrica bu calismada I|ADPSG esik
degerlerine gére GDM olan hastalar ile GDM
olmayanlarin gebelik prognozlarinin farkl olmadigi tespit
edilmistir. Bu nedenle IADPSG iki basamakli tarama
testine devam edilmesine karar vermistir (3,15). AGOC
ve ADA iki basamakli taramaya devam edilmesini
tavsiye etmektedir (5,7). Buna karsilik Avrupa Diabetik
Gebelik Calisma Grubu ve Diinya Saghk Orgiiti,
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ingiltere’de National Institute for Health and Clinical
Excellence 75 g test kullaniimasini 6nermektedir
(17,18,8). American National Institutes of Health
uzmanlar ise Mart 2013'de yayinladigi kararda iki
asamali tani testlerine devam edilmesini (50 g glukozlu
On tarama testi ve arkasindan 100 g glukozlu 3 saatlik
OGTT) énermiglerdir (19). Ulkemizde Tiirk metabolizma
ve Endokrinoloji Dernegi, iki basamakh testin
yapilmasini 6nermektedir (20). GDM tani ve tarama

testlerindeki farkli yaklasimlar i¢cin birgok neden
s6zkonusudur. GDM komplikasyonlarinin  ciddiyeti,
ozellikle perinatal mortaliteye neden olmasi,

epidemiyolojik ve kultirel farklar ve lokal uygulama
aligkanlklari tani ve taramadaki farkli yéntemlere neden
olmaktadir. GDM taramasinda Ulkemizde her iki tarama
testi kullanilmakta ve bunun sonucu olarak GDM sikligini
arastiran  galismalar  birbirinden farkli  sonuglar
vermektedir. Son yillarda uygulanmaya baslanan tek
basamakli tani testi ve kullanilan son kriterler ile GDM
tanisi koymanin ¢ok kolay olmasi, bunun sonucu olarak
GDM tanisi alan gebe sayisinin ¢ok artmasi bu durumun
ekonomik ve emosyonel sorunlari artirabilecedi
asikardir. Bu nedenle tek ve iki basamakli tarama
yéntemlerinin karsilastirilacagi klinik prospektif
calismalara ihtiyag vardir. Glnimuzde birgok saglk
kurumu ve Turk Diyabet Dernegi kanita dayah bulgular
elde edilene kadar iki basamakli (50 g glukozlu 6n
tarama testi ve ardindan 75 g glukozlu OGTT) tani
yaklasimina devam edilmesini benimsemiglerdir (20).

GDM etnik nedenlere bagl olarak belli toplumlarda
neden arrtigi ¢ok iyi anlasilmamistir. Gelismekte olan
Ulkelerde GDM prevalansinin artmasinda kentlesmenin
artigl, fiziksel aktivitenin azalmasi, diyet aliskanliklarinin
degismesi ve artan obezite sorumlu tutulmaktadir (21).
Diger bir durum son yillarda GDM prevalansinin

Kaynaklar

maternal vyastaki artigla ilgili olarak arttigr ileri
surulmektedir. GDM gérilme sikhgini etkileyen énemli
bir faktérde anne yasidir. Yapilan ¢alismalarda 25 yas
altt kadinlarda insidans %0.4-0.8 iken, 25 yas ustl
grupta bu oran % 4.3-5.5 olarak bulunmustur (8,19).
Calismamizda literatlirii destekler bicimde yasla birlikte
GDM gérilme sikliginin arttigini bulduk. Diger énemli
risk faktorli obezitedir. Ancak c¢aligmamizin bir
sinirlamasi  olarak  gebelerin  vicut agirliklarinin
bilinmemesi ve obezite varliinin tartigilamamasi séz
konusudur.

Calismamizin diger bazi sinirlamalari bulunmaktadir.
Calisma grubumuzdaki gebeler 75 g OGTT ile taranmasi
sonucu GDM prevalansi oldukga yliksek oranlarda tespit
edilmistir. Klinigimizde GDM taramasinin 75 g OGTT ile
yapiimasi egilimi oldugundan bu verileri kiyaslayacak
100 g OGTT testi ile taranmis yeterli gebe sayisi yoktur.
Bu sebeple bu galismada tek basamak ve iki basamak
glukoz tarama testlerini karsilastirma sansimiz
olmamistir. Bu limitasyonu literatirde sunulan tlkemizde
daha o6nce yapilmis c¢alismalardan tartisma kisminda
s6z ederek yenmeye caligtik.

Sonug

Bu calisma Turkiye'nin kuzeydogusunda tek basamakl
tarama testi yapilan gebelerde GDM prevalansini
arasgtiran ilk galismadir ve ulkenin farkh bdlgelerinde
yapilan calismalarda bulunan sonuglari karsilastirma
imkani saglamaktadir. Bu nedenle bu verilerin daha
sonra devam eden c¢alismalarla tekrar irdelenmesi
gerekir. GDM prevalansinin arttigi bir gergektir. GDM'nin
uygun taranmasi ve yodnetimi maternal ve perinatal
sonuglari iyilestirmektedir. Dikkatli bir degerlendirme ile
ulusal kabul géren tarama yéntemi belirlenmelidir.
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Abstract

Aim: Aim of this study was to compare the rates of residual neuromuscular block in patients at different postoperative
body temperatures. We also investigated incidence of early postoperative residual neuromuscular block with
intermediate acting neuromuscular blocking agents and the factors affecting early postoperative residual
neuromuscular block with intermediate acting neuromuscular blocking agents.

Material and Methods: Two hundred and sixty-eight patients who underwent surgery under general anesthesia were
enrolled in this study. Patients were monitored with an acceleromyograph from the moment of admission to post
anesthesia care unit. In addition to Train of Four (TOF) measurements, patients' clinical findings (tongue depressor
test, hand squeezing, existence of diplopia, ability to swallow, ability to lift head and legs for 5 seconds) were
monitored and recorded. Patients body temperatures are measured with a tympanic thermometer and residual
neuromuscular block at different body temperatures were compared.

Results: The incidence of residual neuromuscular block was 48.9%. Univariate analysis of the data showed that
surgical duration, maintenance dose administration, administration of reversal agent and body temperature were
significantly relevant with residual neuromuscular block. There weren't any statistically significant difference between
TOF values of patients with body temperatures lower or higher than 35°C who were administered either one of the 3
neuromuscular blocking agents utilized in this study.

Conclusion: We conclude that choice of intermediate acting neuromuscular blocking agent has no influence on
residual neuromuscular block in patients with both intraoperative and postoperative mild hypothermia.

Keywords: Residual neuromuscular blockade, body temperature, acceleromyography.

0Oz
Amag: Erigkin hastalarda postoperatif élgiilen farkli viicut sicakliklarinda orta etkili kas gevseticilerin residiiel

néromuskliler blok oranlarinin kargilastirlmasidir. Ayrica orta etki siireli kas gevseticilerine bagli erken postoperatif
rezidiiel nromuskiiler blok insidansini ve buna etki eden faktérleri arastirmaktir.

Gereg ve Yéntem: Calismaya genel aneztezi altinda opere olan 268 hasta dabhil edildi. Hastalar derlenme (initesine
giris anlarindan itibaren akseleromyografi teknigi ile degerlendirilmistir. Yapilan “train of four” (TOF) dlgtimlerine ek
klinik bulgular kaydedilmigtir. Ayrica hastanin demografik verilerinin yanisira cerrahi tipi, siresi, ek doz uygulanip
uygulanmadigi, deklirarizasyon yapilip yapilmadigi, uygulanan inhalasyon anestezigi ve diger anestezik ajanlar
kaydedilmigtir. Hastalarin viicut isilari timpanik isiblger ile O&lgiilerek, farkli viicut sicakliginda orta etkili kas
gevseticilerin rezidiiel n6romdiiskliler blok oranlari karsilagtiriimigtir.

Bulgular: Calismamizda rezidiiel n6romuskdiler blok orani % 48.9 olarak saptandi. Tek-degiskenli analizlerde cerrahi
siresi, kas gevsetici tekrari, deklirarizasyon ve viicut isisi ile rezidiiel néromiiskiiler blok arasinda anlamli fark
saptandi. Cok-degdiskenli analizde ise cerrahi sliresi, deklirarizasyon ve viicut isisi ile rezidliel néromiiskiiler blok
arasinda anlamli fark saptanirken, kas gevsetici tekrari ile rezidiiel néromdiskiiler blok arasinda anlamli fark
saptanmadi. Hastalar 35 derecenin altinda ve Ustiinde iki grupta degerlendirilerek ¢alismamiz dahilinde kullanilmis
olan li¢ n6romuskuler bloker arasinda ortalama TOF degerleri agisindan istatistiksel anlamli fark saptanmad.
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Sonug: Kullanilan néromdiskiiler bloker ajanin intraoperatif ve postoperatif ilimli hipotermisi olan hastalarda rezidiiel

néromdiskdiler blok lizerine etkisi olmadidi sonucuna varildl.

Anahtar Sézciikler: Rezidiiel nromliskliler blokaj, viicut sicaklidi, akseleromyografi.

Introduction

Postoperative residual neuromuscular block is a major
problem in post-anesthesia care units caused by
neuromuscular blocking agents which are used to
produce intraoperative relaxation and appropriate
conditions for tracheal intubation (1,2). Postoperative
residual neuromuscular block, which was a problem
caused by the use of long-acting neuromuscular
blocking agents in the past, is still observed frequently
with the use of intermediate-acting neuromuscular
blocking agents 3). Postoperative residual
neuromuscular block, which is defined as a ratio of train-
of-four (TOF) lower than 0.9, is related with
postoperative mortality and morbidity and especially with
respiratory complications (4). Although recovery of
neuromuscular function is evaluated with clinical findings
in daily practice, it is widely accepted that an objective
and quantitative assessment of recovery could and
should only be made by monitoring neuromuscular
transmission.

Postoperative residual neuromuscular block continues to
be a major problem in postoperative care despite
preventive measures such as clinical assessment, TOF,
use of reversal agents, preferring short and
intermediate-acting neuromuscular blocking agents
instead of longer-acting ones.

In this study, we investigated the rate of postoperative
residual neuromuscular block following the use of
intermediate-acting neuromuscular blocking agents and
factors affecting the rate of postoperative residual
neuromuscular block.

Materials and Methods

This study was conducted in accordance with the
principles of Helsinki Declaration with the permission of
local ethics committee and with written and informed
consent from volunteers. Patients between the ages of
20-60, and in American Society of Anesthesiologists
(ASA) physical status score I-1l, who were scheduled to
receive general anesthesia with intermediate-acting
neuromuscular blocking agents, were enrolled in this
prospective observational study. Without being informed
about the study anesthetists performed general
anesthesia within their routine practice. 268 patients are
arranged into three groups according to randomly used
neuromuscular blocking agents which are atracurium
(A), vecuronium (V) and rocuronium (R).
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Two hundred and sixty-eight patients without a history of
neuromuscular  disease, malignant hyperthermia,
phospodiesterase enzyme deficiency, type | or type I
diabetes mellitus, pulmonary disease, psychiatric
disease, hepatic or renal disorders, hypothyroidism or
hyperthyroidism  were operated under general
anesthesia between April 2011-December 2012 were
enrolled in this study.

Patients' hemodynamic parameters including
electrocardiography (ECG) on standard DIl derivation,
heart rate per minute (HR), non-invasive systolic arterial
blood pressure (SBP), diastolic arterial blood pressure
(DBP), mean arterial blood pressure (MAP) and
peripheral oxygen saturation (SpO;) were monitored in
post-anesthesia care unit and measurements of 1st, 5th,
10th and 30th minute were recorded. Area for TOF
(acceleromyograph-TOF-Watch-SX Monitor, Organon
Teknika, Dublin, Ireland) electrodes to be placed in the
wrist was cleaned with alcohol. Distal electrode
(Neotrode ® Neonatal ECG Electrode, USA) was placed
on the possible path of ulnar nerve, 1cm proximal to the
wrist on the volar face. Proximal electrode was placed 2-
3 cm proximal to the distal electrode. Acceleration
transducer was placed on thumb with a finger adapter.
Acceleromyographic measurements of the stimuli (40
mA current, 2 Hz frequency 0.2 milliseconds stimulus
interval) applied to adductor pollicis muscle were
recorded at 1st, 5th, 10th, 30th minutes alongside the
hemodynamic measurements.

Patients' dermal and tympanic body temperature
measurements were recorded at the same time with
TOF and hemodynamic measurements. Clinical findings
such as tongue depressor test, hand squeezing,
existence of diplopia, ability to swallow, ability to lift head
and legs for 5 seconds were assessed and recorded.
Type of surgical intervention (head-neck surgery,
laparoscopic abdominal surgery, open abdominal
surgery, extremity surgery and other surgeries), duration
of the surgery, whether an additional neuromuscular
blocking agent is administered, whether a reversal agent
is administered, volatile and non-volatile anesthetics
administered were recorded.

During post-anesthesia care unit stay patients whose
peripheral oxygen saturation dropped under 93% were
administered 2-3 L/min oxygen.
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Data was analyzed using computer program SPSS
ver.18 (Statistical Package for Social Sciences for
Windows, Ver. 18.0 New York, USA). Data was
expressed as mean, = standard deviation and
percentages (%). Shapiro-Wilk Test was used in addition
to graphical methods as normality tests, to determine if
the data is well-modeled by a normal distribution.
Student's-T test and Mann Whitney-U test were used to
analyze numerical data. Assessment of residual
neuromuscular block risk factor rates and rate of clinical
findings according to type of neuromuscular blocking
agent was made either with chi-squared test or Fischer's
exact test as it fits. Parameters that were found to be
relevant for prolonged residual neuromuscular block in
univariate analysis were assessed with multivariate
analysis using logistic regression model. Pearson
product-moment correlation coefficient was used to
analyze linear correlation between numerical data.

Results

Patients’ demographics are presented in (Table-1).
Eighty-three patients underwent head-neck surgery, 73
patients underwent laparoscopic abdominal surgery, 34
patients underwent open abdominal surgery, 16 patients
underwent extremity surgery and 63 patients underwent
other surgical interventions (perianal surgeries, breast
surgery, plastic surgery) under general anesthesia.

One hundred and seven patients (39.9%) were
administered a repeat dose neuromuscular blocking
agent and 187 patients (69.8%) were administered a
reversal agent.

Table-1. Demographic Characteristics of the Patients*.

Gender F/M (n) 155/113
Age (mean * SD) (years) 43.9+11
BMI (mean + SD) 26.8+4.8
ASA 1/ASA 2 (n) 197/71

Surgery Duration (mean * SD) (min) 102 + 48

* SD: Standard deviation, BMI: Body mass index, ASA: American
Society of Anesthesiologists Physical Status Score

When patients are evaluated in terms of residual
neuromuscular block, we determined that mean TOF
values were low in early term and increased
proportionally with postoperative time passed. Number
of patients with TOF values lower than 90 at 1st, 5th,
10th and 30th minutes were 131(48.9%), 99 (36.9%), 43
(16%) and 9(3.4%) respectively.

Risk factors' relevance with early term residual
neuromuscular block was investigated with univariate
analysis. Among those investigated mean age and body
mass index, gender, type of surgery, type of induction
anesthetic administered, type of volatile anesthetic
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administered and type of neuromuscular blocking agent
administered was not significantly relevant with a change
in risk of early term residual neuromuscular block,
whereas surgical duration, mean body temperature,
additional neuromuscular blocking agent dose and
administering reversal agents were significantly relevant
with changes in risk of residual neuromuscular block
(Table-2).

Table-2. Evaluation of Cases for Risk Factors*.

No Residual Residual
Block Block P

Age 43.6+10.9 44.2+11.1 0.704
BMI* 26.914.8 26.7+4.7 0.679
Surgery Duration 91137 118155 <0.001
Body Temperature 35.5+0.7 35.2+0.7 <0.001
Gender (female/male) 75162 80/51 0.295
Type of Surgery
(Wi/a/elo) 42/36/13/11/35  41/37/21/5/27  0.281
Neuromuscular
Blocking Agent

80/31/26 64/37/30 0.292
(v/alr)
Induction Anesthetic
(thiopenthal/propofol) 119/18 122/9 0.081
Inhalation Anesthetic
(sevoflurane/desflurane) 56/81 64/67 0.189
Repeating Dose of
Neuromuscular
Blocking Agent 94/43 67/64 0.004
(nolyes)
Reversal (nol/yes) 29/108 52/79 <0.001

* BMI: Body mass index, h: head and neck surgery, |: laparoscopic
surgery, a: open abdominal surgery, e: extremity surgery, o: other
surgery, v: vecuronium, a: atracurium, r: rocuronium

Parameters that are shown to be significantly relevant
risk factors for residual neuromuscular block with
univariate analysis are also investigated with multivariate
analysis with logistic regression model. Results are
shown in Table-3.

Table-3. Multivariate Analysis of the Risk Factors for Residual
Neuromuscular Blockade.

Odds Ratio 95%

Cl
Beta  Wald P Odc_is

Ratio | ower  Upper

Limit Limit

Surgery 0722 104 0001 2059 1.330 3.190

Duration

Repeat Dose -0.06 0.03 0.858 0.941 0.484 1.830

Reversal -0.91 9.89 0.002 0.401 0.227 0.709

Body -0.28 552 0.019 0.753 0.595 0.954
Temperature
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Evaluation of risk factors showed every one hour
increase of surgical duration increases risk of early term
residual neuromuscular block by two folds (Odds ratio 2;
95% CI 1.3-3.1; P<0.01), administering reversal agents
decreases risk of early term residual neuromuscular
block by two and a half folds (Odds ratio 2.5; 95% CI
1.4-4.5; P<0.01), every 1°C drop in dermal body
temperature increases risk by one and a half folds (Odds
Ratio 1.5; 95% CI 1.1-1.6; P=0.019). Although additional
neuromuscular blocking agent dose was found to
increase residual neuromuscular block in univariate
analysis, we failed to demonstrate this relevance in
multivariate analysis (P>0.05).

Assessment of clinical findings of patients with TOF
values lower than 90% are stated in Table-4.

Table-4. TOF Values According to Clinical Findings*.

TOF290%  TOF<90% p

1 min Diplopia 13 (9.5%) 68 (51.9%)  <0.001
1% min Swallowing 137 (100%) 122 (93.1%)  0.002
1% min Head Lift 128 (93.4%) 69 (52.7%)  <0.001
1% min Leg Lift 125 (91.2%) 72 (55%) <0.001

st .
1" min Hand 128 (93.4%) 85 (64.9%)  <0.001
Squeeze

st .
1" min Tongue 134 (97.8%) 112 (85.5%) <0.001

Depressor Test

* TOF: Train of four.

There were no statistically significant difference in mean
TOF values between different type of neuromuscular
blocking agent groups for patients with a body
temperature over or under 35°C (p= 0.205; p=0.330).

Discussion

Postoperative residual neuromuscular block has been a
major problem for anesthetists. While existence of
postoperative residual neuromuscular block was
searched only with clinical findings such as muscle
weakness in the past, it is currently known that clinical
findings cannot always successfully rule out residual
paralysis and that quantitative monitoring is necessary to
this end (4,5). Studies evaluating neuromuscular
transmission in general anesthesia applications with
objective monitoring methods such as acceleromyography
or mechanomyography has found that postoperative
residual neuromuscular block incidence related with non-
depolarizing neuromuscular blocking agents is
considerably high (3). Residual neuromuscular block
rate of 48.9% independent from agent type found in our
study suggests that it might be a crucial mistake to
ignore this risk in general clinic practice and puts forward
the importance of neuromuscular monitoring. A study by
Tsai et al. (2) where 308 patients are evaluated in in
post-anesthesia care unit suggests that neuromuscular
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monitoring for neuromuscular block with intermediate
acting neuromuscular blocking agents is a cheap, non-
invasive, evidence based technique which is an
invaluable tool to be used in operating rooms before
extubation. High rates of postoperative residual
neuromuscular block in our clinic could be explained by
absence of routine use of TOF monitoring, a high patient
load and with the fact that TOF monitoring is not used
until transfer to in post-anesthesia care unit in 268
patients. Previous studies stated necessity of
neuromuscular acceleromyographic monitoring as a part
of routine monitoring in operating room (6,7).

Some receptors in neuromuscular junction may still be
bound with neuromuscular blocking agent if the end of
effect is decided based upon clinical assessment. A
wrong judgement of recovery based on clinical
assessment and early transfer to recovery room may
lead to respiratory failure due to weakness in respiratory
muscles induced by an insufficient reversal of
neuromuscular block. It is suggested that postoperative
hypoxia is closely related with residual neuromuscular
block (8), patients could raise their heads for 3 seconds,
open their eyes, stick their tongues out even when their
TOF values are 60% nevertheless their vital capacity
remains low (9). Surveys show that clinicians rely on
clinical assessment for detection of residual
neuromuscular block (10). Eikerman et al. (11) stated
that patients could raise their heads for 5 seconds even
with a TOF value of 0.5. Recently, a cohort study by
Murphy et al. (12) where 149 patients are monitored in
post-anesthesia care unit with acceleromyography
technique suggested that the group with lower initial
TOF values had significantly higher incidence and
severity of symptoms and findings related to muscle
weakness. Similarly in our study diplopia rate at the 1st
minute in the group with a TOF values were significantly
lower than 0.9 and rate of positive clinical findings
(swallowing, head raising, leg raising, hand squeezing,
tongue depression test) were also significantly lower.

While some studies comparing residual neuromuscular
block rate of different intermediate acting neuromuscular
blocking agents (13,14) found no difference, Khan et al.
(15) found that risk of residual neuromuscular block was
higher after rocuronium block rather than vecuronium.
While no significant difference was observed in rate of
postoperative residual neuromuscular block with several
different neuromuscular blocking agents in temperatures
both more and less than 35°C, a statistically significant
increase in rate of PORB was noted in correlation with
body temperature drops. This suggests that preserving
body temperature in optimal values plays a more
effective role in preventing postoperative residual
neuromuscular block than choice of the neuromuscular
blocking agent.
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Risk of early term residual neuromuscular block
increases by two fold with every 1 hour increase in
surgery duration, it is increased by one and a half fold
with every 1°C drop in body temperature and it is
decreased by two and a half fold with administering
reversal agent. As a consequence it is very important to
preserve optimal body temperature in cold operating
room environment during a prolonged surgery. Although
it is found that repeat doses of neuromuscular blocking
agent increased the risk of residual neuromuscular block
in univariate analysis, this finding was not backed in
multivariate analysis of the data (P>0,05). This probably
is related with a stable cumulative plasma concentration
due to administration of repeat dose nearly when the
effect of the initial dose of neuromuscular blocking
agent.

Duration of anesthesia is one of the important factors
that affects residual neuromuscular block incidence yet
there are controversies about this effect in several
studies. In studies where only one dose of intermediate
acting neuromuscular blocker used for tracheal
intubation and surgery duration is relatively shorter (16),
anesthesia duration is determined as a risk factor for
residual neuromuscular block, whereas anesthesia
duration is not determined to be a risk factor in other
studies (17) where surgery and anesthesia durations are
relatively longer (P>0,05). It is stated that when
anesthesia duration is longer and frequency of
maintenance doses of neuromuscular blocking agent is
increased, the risk of residual neuromuscular block
increases in a dose dependent fashion (17). In our study
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Amag: Insan dmriiniin uzamasi ile birlikte toplumlarda yasli niifus oranlari da artmaktadir. Yasl niifustaki artis
toplumda saglik politikalari ve sosyal politikalarin sekillenmesinde énem tasimaktadir. Bu ¢alismada izmirin Bornova
ilcesinde yasayan yaslilarda ginlik yasam aktiviteleri (GYA) ve yardimci gunlik yasam aktivitelerini (YGYA)
degerlendirerek fonksiyonel bagimhlik durumunun saptanmasi amaglanmistir.

Gereg ve Yontem: Orneklem Bornova ilgesinin Atatiirk, Erzene ve Kazimdirik Mahallesinde oturan yaslilardan kota
orneklemesi ile segilmistir. Yaglilara demografik ve kategorik 10 sorudan olugan anket uygulanmistir. Fonksiyonel
bagimlig saptamak icin Barthel indeksi ve Lawton ve Brody'in YGYA élgegi kullaniimistir. Tiim veriler bu konuda
egitim almig Universite 6grencileri tarafindan yiz yiize gérisme ile alinmistir.

Bulgular: Galigmaya alinan 152 yaslinin yas ortalamasi 72.9+ 5, %57.9'u (n=88) erkek, %67.8'inin (n=103) yasi 65-
74 arasindadir. Vakalarda en sik gorilen kronik hastalik hipertansiyon olup %37.5 (n=57) oranindadir. Yashlardaki
bagimlilik puanlar Barthel indeksine gére 79.64+16.92 (orta derecede bagiml), Lawton ve Brody YGYA'ya goére
14.7914.56 (yar bagimh) bulunmustur. Barthel indeksine gore erkekler, bagirsak bakimi agisindan kadinlara gére
daha bagimsizdir. Lawton ve Brody YGYA goére erkekler aligveris, mali isler konusunda kadinlara gére daha
bagimsiz iken camasir, ev temizliginde kadinlarin daha bagimsiz oldugu saptanmistir.

Sonug: Yaslilar, Barthel’'e gore orta derecede bagimli, Lawton ve Brody’e gore yari bagimli bulunmustur.
Anahtar Sozciikler: Yaslilik, yasli nifus, bagimlilik.

Abstract

Aim: The elderly populations of societies are increasing proportionately as a result of increased life expectancy. The
increase in the elderly population is important in shaping the health and social policies of society.This survey aims to
determine functional dependency by assessing the activities of daily living (ADL) and the instrumental activities of
daily living (IADL) of elderly people living in the Bornova district of izmir.

Materials and Methods: Samples were selected by quota sampling from the elderly people living in Atatiirk, Erzene
and Kazim Dirik neighborhoods of Bornova district. A questionnaire consisting of demographic and categorical 10
questions was administered to the elderly. Barthel Index and Lawton and Brody's IADL scale were used to determine
the functional dependence. All data was collected by face to face interviews by college students trained in this regard.

Results: The average age of the 152 elderly participants in the study was 72.9+ 5.09. Of them, 57.9% were male,
and 67.8% were between the ages of 65 and 74. Their most common chronic disease was hypertension, which
affected 37.5% of them. The dependency score of the participants was 79.64+16.92 according to the Barthel Index
(an intermediate dependency level) and 14.79+4.56 (semi-dependent) according to Lawton and Brody’s IADL. When
assessed according to the Barthel ADL Index males scored higher on the question about bowel care. According to
Lawton and Brody’s IADL men were more independent about shopping and financial affairs, while women were found
to be more independent about washing and home cleaning.

Conclusion: Elderly were found intermediate dependent according to Barthel ADL Index and semi dependent
according to Lawton and Brody’s IADL.

Keywords: Senility, elderly population, dependency.
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Girig

Saglik ve sosyal politikalarin olusturulmasinda toplumsal
ihtiyaclarin  6ngérilmesi 6nemlidir. Ortalama yagsam
suresinin artmasi ve dogurganlk oranlarinin azalmasi ile
toplumdaki yash nifus oranlari da artmaktadir. Tim
dinyada oldugu gibi ulkemizde de dogumda beklenen
yasam sureleri artmig, kadinda 79 yil, erkekte ise 75 yila
ulagmistir (1).

Tirkiye Istatistik Kurumu (TUIK) 2014 verilerine gére
Ulkemizde 65 vyas Uzeri niUfus toplumun %8ini
olusturmaktadir Literatirde yash nifus orani %7’yi
asinca o toplum yasl toplum sinifina girmektedir. Bu
tanimlamaya gore Ulkemiz artik yasl bir toplumdur. Bu
gercekten daha da énemlisi ise ¢ok hizli yaglanmaya da
devam edecektir. 2050 yilinda ulkemiz nifusunun %20
sinin 65 yas Uzerinde olacagi 6n goérilmektedir (1).

Yash bireylere saglik hizmeti sunan tim saglk
profesyonellerinin temel amaci, yasam surecinin bir
evresi olan yaslilikta kisinin yasam kalitesini yukseltmek
olmalidir. Yasam kalitesinin  gdstergelerinden  biri
yashinin  bir baskasina bagmli olmadan bagimsiz
yasayabilmesidir  (2). Bagimsiz birey, yasamini
surdirebilmek igin glinlik yasam aktivitelerini (GYA) tek
basina karsilayabilen, toplum iginde yasamanin
gereklerini yerine getirebilen bireydir.

Temel gunlik yasam aktiviteleri (TGYA) ile ev iginde
hareket, yemek yiyebilme, banyo yapabilme, kontinans
gibi  bireyin evin icinde, tek basina yasayip
yasamayacagini gosteren fonksiyonlar kastedilmektedir.
Toplum icinde tek basina yasayip yasayamamasi ise
siklikla yardimci (enstrimental) gunlik yasam aktiveleri
(YGYA) ile ifade edilir. YGYA ile evini temizleyebilmek,
ilaclarini alabilmek, ev disinda aligveris yapabilmek,
aragla transferini saglamak gibi karmasik aktiviteler
kastedilmektedir.

Yaslilarda fonksiyonel bagimlilik, otonomiyi azaltmakta,
yasam kalitesini disirmekte, morbidite ve mortaliteyi
arttirmaktadir. Bu nedenle ileriye donuk politikalarin
belirlenmesinde toplumumuzdaki badimlilik oranlarinin
ve bununla baglantili beklentilerin saptanmasi 6nemlidir.

Fonksiyonel bagimsizligimizi ancak sagliklh yaglanma ile
koruyabiliriz. Bununla birlikte, yasa bagl o6niline
gecemedigimiz dejenerasyonlar, kronik hastaliklarin
komplikasyonlari veya 6n géremedigimiz diger faktorler
kismi veya tam bagimliga neden olabilmektedir (3).

Yaslilarda fonksiyonel bagimsizligr tehdit eden risk
faktorlerinin tespit edilmesi, gerekli 6nlemlerin alinmasi
acisindan énemlidir. Temel amag, yasam kalitesi tGzerine
etkili olan fonksiyonel badimlilk durumunu ortadan
kaldirarak yashnin kaliteli yasamasini saglamak
olmahdir. Yaglilarda diger bir saglik durumu ise yataga
bagimli olma durumudur. Yataga bagmh yashlarin
saglik hizmetine ulagmalari da sikinti yaratmaktadir.
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Tam bagimli yagh bireylerde saglik hizmetinde bakim
Ozellikle de evde bakim 6n plana c¢ikmaktadir. T.C.
Saglhk Bakanhigi Tedavi Hizmetleri Genel Mudurliginin
29.09.2010 tarihli ve 38961 sayili Evde Saglik Hizmetleri
Uygulamasi genelgesi ile evde saglik hizmeti sunumuna
baslamistir (4). Bu gergevede izmirde aylik 4500-5000
arasinda birey hizmet almaktadir (5). Bununla birlikte
ilimizde evde saglik hizmetine ihtiyaci olan yaglilarin tam
sayisi bilinmemektedir.

Bu c¢alismada, Bornova ilgesinde yasayan yaglilarda
gunlik yasam aktiviteleri ve yardimci ginlik yasam

aktivitelerini  degerlendirerek fonksiyonel bagimlilik
durumunun belirlenmesi amaglanmigtir

Gereg ve Yontem

Arastirmada kota 6rneklemesi yodntemi kullaniimistir.

Bornova ilgesinde rastgele segilen ti¢ mahalle arastirmaya
alinmistir. Mahallelerin nifus dagihmi; Atatirk Mahallesi
n=25723, Erzene Mahallesi n=30128, Kazimdirik Mahallesi
n=31261 olup toplam sayi n=87112 kisidir. Orneklem
olglimiinii n=(z° pq) / B>=(1.96)%(0.5)(0.5) / (0.08)2=152
olarak hesaplanmisgtir.

Buna goére 152 kisi( 65 yas Uzeri) 6rnekleme segilmistir.
Mahallelere goére secilen Orneklem sayisi: Atatlrk
Mahallesi n=45, Erzene Mahallesi n=53, Kazimdirik
Mahallesi n= 54 kisi seklinde hesaplanmigtir. Arastirma,
Haziran 2014'de gerceklestirilmigtir. Calismada,
tanimlayici istatistikler hesaplanmistir. Verilerin normal
dagilima uygunlugu Shapiro-Wilk testi ile arastiriimis ve
normal dagilima uygun olmadigi saptanmistir (p<0.05). Ki

kare analizi Mann-Whitney U testi ile grup
karsilagtirmalari  yapilmistir.  p<0.05 anlamlhi  kabul
edilmigtir.

Yaslilarda, yas, cinsiyet, egitimi, kiminle oturdugu, ¢cocuk
sayisl, kronik hastaliklar, dislerinin dzellikleri (kendi disi,
protez var, yok), sosyal glivence, hanenin ortalama aylik
geliri, idrar kagirma sikayeti, son bir yil icerinde disme
Oykusunun olup olmadigini iceren on soruluk bir anket
uygulanmistir.  GYA’y1 degerlendirmek icin Barthel
indeksi ve YGYA degerlendirmek igin Lawton ve
Brody'in YGYA Olgegi kullaniimistir.

Barthel Indeksi: Toplam on grup sorudan olusan 1967’de
tanimlanmistir (6). Tirkce gecerlilik ve guvenligi 2000
yiinda Kugukdeveci ve ark. (7) tarafindan yapilmigtir.
On soru grubu beslenme, tekerlekli sandalyeden yataga
ve tersi tarafa gegis, kisisel bakim, tuvaleti kullanabilme,
dizgin yuzeyde yirime, tekerlekli sandalyeyi
kullabilme, merdiven inip ¢ikma, giyinip soyunma, idrar
ve gaita kontinansinin yapilabilmesi, yikanabilmeyi
icermektedir. Toplam puan 100 dir. 0-20 puan: Tam
bagimli, 21-61 puan: ileri derecede bagimli, 62-90 puan:
Orta derecede bagimli, 91-99 puan: Hafif derecede
bagimli, 100 puan tam bagimsiz olmayi, ifade eder.
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Lawton ve Brody YGYA: Lawton ve Brody tarafindan
1969 yilinda gelistirilmistir. Telefon kullanma, para
islerini idare etme, yemek yapma, evi temizleme,
camagir yikama, ulasim aracini kullanmayi sorgulayan
iceren sekiz sorudan olugsmaktdir. YGYA 0lceginde 0-8
puan badimli, 9-16 puan yari bagimh, 17-24 puan ise
bagimsiz olarak tanimlanmistir (8). Olgegin Tirkge
gecerlilik ve guvenilirligi yapilmamis olmasina ragmen
Ulkemizde  geriatrik  populasyonda ¢ok  yaygin
kullaniimaktadir (9,10).

Calisma icin 1975 yilinda yayinlanan ve 2000 yilinda
revize edilen Helsinki Deklarasyonuna uygun olarak Ege
Universitesi Etik Kurulundan izin alinmistir (Tarih:
11.06.2014 Karar Numarasi: 14-5.1/3). Calismaya
katilan tim yashlardan sézel ve yazili onam formu
alinmigtir.

Bulgular

Calismaya alinan 152 yaslinin yas ortalamasi 72.9 +
5.09 yil, %57.9'u erkektir, %67.8'sinin yasi 65-74 yas
arasindadir, %52.6’s1 esiyle yasamaktadir, %35.5 ilkokul
mezunudur (Tablo-1). Vakalarda en sik gorilen kronik
hastalik hipertansiyon %37.5 (n=57) sonra sirasiyla
diyabetes mellitus 9%30.9 (n=47) ve osteoartroz % 27.6
(n=42) gelmektedir (Tablo-2).

Tablo-1.Yasghlarin Demografik Ozellikleri.

Cinsiyet % (n)
Kadin 42.1 (64)
Erkek 57.9 (88)

Yas arahgi
65-74 67.8 (103)
75-84 30.9 (47)
> 85 1.3(2)

Kiminle yasiyor
Esiyle 52.6 (80)
Esi ve cocuklaryla 20.4 (31)

Yalniz 13.2 (20)
Cocuklariyla 11.2 (17)
Diger akrabalariyla 2.6 (4)

Sosyal giivence
Var 89.5 (136)
Yok 10.5 (16)

Egitim Duizeyi
Okur-yazar degil 2.6 (4)
lkokul 35.5 (54)
Ortaokul 27 (41)
Lise 14.5 (22)
Universite ya da yiiksekokul 13.8 (21)

Haneye ayda giren ortalama gelir (TL)

Asgari Ucret 17.8 (27)
1000-2000 62.5 (95)
22000 19.7 (30)

Kronik hastaliklarin cinsiyetler iligkisine bakildiginda
depresyon ve osteoporozun kadinlarda istatistiksel
olarak daha yiksek oldugu gorilmistir (sirayla
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p=0.001<0.01, p<0.001). Yashlarda idrar kagirma sikhgi
%12.5 (n=19), son bir yil icinde disme orani ise %6.6
(n=10) saptandi. Yashlarin sadece %10.5’inin (n=16)
kendi disi oldugu, %57.9'unun (n=88) protez kullandigi
ve %31.6’sinin (n=48) disinin olmadigi ve protez de
kullanmadigi goérulmustar.

Tablo-2. Kronik Hastalik Sikligi.

Hastalik %, (n) EI:I?:I:(]n) p

Hipertansiyon 37.5 (57) 27-30 0.31
Diyabetes Mellitus 30.9 (47) 18-29 0.53
Osteoartroz 27.6 (42) 23-19 0.051
Kalp Damar Hastaliklari 19.7 (30) 9-21 0.13
Osteoporoz 11.8 (18) 17-1 0.00
Depresyon 9.2 (14) 12-2 0.001
Kronik Bébrek Hastaligi 6.6 (10) 2-8 0.19
Kalp YetmezIigi 5.3(8) 2-6 0.47
Anemi 5.3 (8) 4-4 0.72
Alzheimer Hasatlidi 3.9 (6) 3-3 0.69
Kanser 2.6 (4) 2-2 1

Kronik Akciger Hastalig 2(3) 2-1 0.57

Barthel indeksine gére bagimhilik puanlari 79.64+16.92
(orta derecede bagimh) saptanmistir ve %90.8’i orta
derecede bagimli bulunmustur (Tablo-3) Cinsiyete gore
bagimlilik oranlari arasinda fark bulunmamistir (p=0.21).

Tablo-3. Barthel GYA Indeksi Yiizdelik Dagilim.

Frekans (%)
Tam Bagimli 6 3.9
ileri Derecede Bagimli 2 1.3
Orta Derecede Bagimh 138 90.8
Hafif Derecede Bagimli 2 1.3
Tam Bagimsiz 4 2.6
Toplam 152 100.0

Lawton ve Brody YGYA gore ortalama puan 14.79+4.56
(yart bagimli) saptanmis ve yaslilarin %52’sinin tam
bagimsiz oldugu bulunmustur (Tablo-4). Cinsiyete gére
bagimlilk oranlari arasinda fark bulunmamigtir
(p=0.894).

Tablo-4. Lawton Brody YGYA Yuzdelik Dagilhmi.

Frekans (%)
Bagimh 13 8.6
Yari Bagimli 60 39.5
Badimsiz 79 52
Toplam 152 100
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Tablo-5. Barthel indeksinin Cinsiyete Gére Degerlendiriimesi*.

&
= x _ - ) - E Q o =>c c © o
g 8 E SE <c£E B £ E Sgg 338 2 ge £ £
3 - S S T = S o D3 52> 8 3 S £ s c
c ] 0w 3 5= @ SNS XSg o 5 O X >
o @ =0 v =2 o 9> Qfck = = = o
0
Kadin
Medyan 10 10 5 10 10 15 12.5 12.5 10 5 10
Min. 0 0 0 0 0 0 0 0 0 0
Max. 10 10 5 10 10 15 15 15 10 5 10
Erkek
Medyan 10 10 5 10 10 15 12.5 10 10 5 10
Min. 0 0 0 0 0 10 0 0 0 0 0
Max. 10 10 5 10 10 15 15 15 10 5 10
p 0.0083** 0.404 0.411 0.369 0.532 0.771 0.696 0.965 0.123 0.134 0.678
* Baglantili sorulardir, kisinin yardimli veya yardimsiz yiriiyisiine gére biri dikkate alinmistir.
** [statistiksel olarak anlamli.
Tablo-6. Lawton ve Brody YGYA Olgeginin Cinsiyete Gére Degerlendirilimesi.
) — [
)m bl S
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Kadin
Medyan 3 2 1 4 2 3 1 2
Min. 0 0 0 0 0 0
Max. 1
Erkek
Medyan 3 2 1 4 2 3 1 2
Min. 0 0 0 0 0 0 0 0
Max. 3 2 1 4 2 3 2 2
p 0.645 0.001* 0.061 0.003* 0.011* 0.151 0.104 0.001*

* [statistiksel olarak anlamli.

Barthel Indeksine gére TGYA degerlendirildiginde
bagirsak bakimini ifade eden soruda erkeklerin
skorlarinin  kadinlara gére daha yiksek oldugu

gorilmistiir (p=0.0083<0.05) (Tablo-5).

Lawton ve Braden YGYA’larinin cinsiyet acgisindan
degerlendiriimesinde aligveris (p=0.001<0.05), mali
isler(p=0.001<0.05) konusunda erkeklerin skorlari daha
yuksek bulunurken, camasir (p=0.011<0.05) ve ev
temizliginde (p=0.003<0.05) kadinlarin  skorlarinin
yuksek oldugu gortlmustir (Tablo-6).

Tartisma

Yasli nlfusun artigtyla birlikte yaslida fonksiyonel
bagimhlik oranlari da yillar itibariyle artis gdstermektedir
(11). Bu oran, 1940’ de 6.5'ten 1970’te ylizde 8.2'ye
yukselmis ve 2010 yilinda 10.8 olmustur (12).
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Calismamizda yashlarin %67.8’'si genc yasl olarak
tanimladigimiz 65-74 yas grubundaydi. Bu dagilim
Tirkiye istatistik Kurumu (TUIK) 2013 verilerine gore
Ulkemizdeki toplam nlfusun 65-75 vyas oranina
paraleldir. Yas gruplarinin cinsiyete gére dagilimlar
arasinda anlamli fark saptanmamistir. Yasllarin %73
gibi blylk ¢ogunlugu ya esiyle ya da esi ve ¢ocuklariyla
birlikte yasiyordu, ¢ocuklariyla yasayan yaslilarin orani
%11.2 idi. Yalniz yasayan yasglilarin oraninin %13.2
olmasi yazarlar tarafindan ¢alismaya dahil olan yaslilarin
%67.8 ‘inin gen¢ yasl olarak tanimlanan 64-75 yas
grubuna dahil olmasi ile agiklanmistir.

Calismamizda en sik saptanan kronik hastaliklar;
hipertansiyon, diyabetes mellitus, osteoartroz ve kalp
damar hastaliklari olarak bulunmustur. Sik goérilen
osteoporoz ile daha az gérilen depresyonun kadinlarda
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istatistiksel olarak anlamh dizeyde fazla oldudu
gOrulmustir (p<0.001,p=0.001<0.05). Turhanoglu ve
ark. (13) da 510, 55 yas Uuzeri bireyde yaptiklari
calismalarinda benzer sonuglari saptamiglardir (13).
Cankurtaran ve ark. (14) ¢ok merkezli 1708 yaslinin
katildigr huzurevi tarama g¢alismalarinda da benzer
sekilde en sik gorilen hastalik hipertansiyon ardindan
diyabet ve osteoartroz saptanmistir (14).

Yaglilarda idrar kacirma sikligi %12. 5 (n=19), son 1 yil
icinde diisme orani ise %6.6 (n=10) olarak saptanmistir.
idrar inkontinasi geriatrik sendromlardan bir tanesidir ve
literatiirdeki sikligi %30 olarak belirtiimektedir (15).
Yaslida dismeler de diger geriatrik sendromlardan bir
tanesidir ve 65 yasin Uzerindeki bireylerde bir yil i¢cinde
disme riski %30-40 olarak belirtiimektedir (16).
Calismamizda gerek idrar inkontinansi gerekse diusme
riski literatlire oranla disik bulunmustur.

Yaslilarin sadece %10.5’inin (n=16) kendi disi oldugu,
%57.9unun (n=88) protez kullandigi ve %31.6’sinin
(n=48) disinin olmadigi ama protez de kullanmadigi
goérildu. Hi¢ disi olmayan protezi de olmayan yasllarin
oraninin yiksekligi dikkat ¢ekicidir. Literatirde digsizligin
onemli nedeni olarak agiz ici sekeli rezidiel kemik
sirtinda meydana gelen azalma ve buna bagli protezlerin
tutuculugunun azalmasi olarak gosterilmektedir (17).
Bizim ¢alismamizda dis eksiligin nedeni sorgulanmadigi
icin yorum yapilamamistir. Bu alanda yiksek vaka sayili
detayli calismalara ihtiyag vardir.

Calismamizda yaslilar GYA'larinda Barthel indeksine
gére orta derecede bagimh (bagimliik puanlari
79.64+16.92), YGYA'larinda Lawton ve Brody’'e goére
yart ~ bagimh  (bagimhhk  puanlari  14.79+4.56)
bulunmustur. iki bulgu birbirini desteklemektedir.

Benzer amagla, 2000 yilinda Civi ve ark. (18) tarafindan
planlanan calismada 302 kisinin alti glnlik aktivitesi
sorgulanmigs ve tam bagimsizlik oranini  %71.2
bulunmustur. Bagimlilik oranlarinin yasla birlikte arttigini
saptayan otérler cinsiyet arasi fark gérmemislerdir (18).
Ucku ve ark. (19) 1993'deki makalesinde ise cinsiyet
acisindan bakildiginda erkeklerde bagimsizhgi ifade
eden yuksek skorlar bulunmustur.

Kaynaklar

TGYA ve YGYA'larinin cinsiyetler arasindaki farkina
bakildiginda, Ulusel ve ark. (20), Izmir Balgova ilgesinde
2004 wyilinda 177 yashya ulasilarak yaptiklar
calismalarinda Barthel indeksi ile TGYA’larinda erkekler
lehine yiksek skorlar saptamislardir. Calismalarinda
kadinlar merdiven kullanma, banyo ve mesane
kontroliinde erkeklere oranla daha bagimli bulunmustur.
Bu calismada fonksiyonel badimlilik icin risk faktori
olarak cinsiyet disinda kronik hastalik sayisinin fazlaligi,
bilissel fonksiyonlarda bozukluk, ileri yas saptanmis
ancak depresyon yalniz yagsamanin etkisi gorulmemistir.
Sahbaz ve ark. (21) calismasinda da benzer sekilde
hem TGYA hem de YGYA puaninin kadinlarda daha
dislk oldugu saptanmistir. Ayni arastiricilar, YGYA
karsilagtirdiklarinda para idaresi, telefon kullanabilme,
ulagim araci kullanma, aligveris gibi aktivitelerde
erkeklerin daha yuksek puan aldigini, yemek pisirme,
¢amasir, ev isleri gibi aktivitelerde ise kadinlarin daha
yuksek puan aldigini saptamislardir.

Sonug
Calismamizda TGYA  Barthel Indeksine gére
degerlendirildiginde sadece bagirsak bakimini ifade

eden soruda erkekler lehine yuksek skor oldugu
gorulmustar. Erkekler, bagirsak bakiminda kadinlara
oranla daha bagdimsiz saptanmislardir. YGYA'larinin
cinsiyet acgisindan degerlendiriimesinde Ulkemizdeki
diger calismalara benzer sekilde aligveris, mali isler
konusunda erkeklerin skorlari daha yuksek bulunurken
camasir ve ev temizliginde kadinlarin skorlarinin yiksek
oldugu gorilmastir. Bu sonugta, toplumsal yapida
tanimlanan kadin ve erkek rollerinin etkili olabilecegini
disinilmustir.  Calismamizin ~ kisithliklarindan  en
dnemlisi vaka sayisinin azhigidir. Ulkemizde yagh
nufusta bagimhlik oranlarini gésterecek toplum tabanl
genis calismalara ihtiyag vardir.

Tesekkiir: Calismanin veri toplama asamasinda gorev
alan Dora Elibol, Ali Riza Sertkaya, Ozlem Akarcay,
Semih Mermer, Ibrahim Giintag, Hediye Gencay, ilayda
Turkeli'ye tesekkur ederiz.
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Abstract

Aim: Studies conducted in large cities of Iran showed a tendency to prefer Cesarean section (CS) among women.
On the other hand, there is a lack of studies investigating the thoughts of women about CS in small cities. The aim of
this study was to investigate the knowledge and attitudes of women living in a small city in the Northwest of Iran
regarding CS.

Materials and Methods: This descriptive study was carried out in four health centers in Bonab, a city in the
Northwest of Iran. There were 189 women participating in this study. A questionnaire on their background,
knowledge, attitudes and the reason for the selection of CS was used for data collection. Data analysis was
performed using SPSS version 17 software (version 17).

Results: The results of this study showed that fear of pain, prevention of genital tears and fear of vaginal exams are
the most important reasons for selecting CS. This study also showed that participants had a limited knowledge and
positive attitude regarding CS.

Conclusion: Positive attitude of women in combination with their limited knowledge about CS, show the need for
educating women on the complications of CS.

Keywords: Cesarean section, attitude, Bonab, Iran.

0Oz

Amag: lran’in biiyik gehirlerinde yapilan aragtirmalarda kadinlarin sezeryan ile dogumlara edilimin arttigini
gostermektedir. Ancak, kiigiik sehirlerde kadinlarin sezaryen konusunda arastirma bulunmamaktadir. Bu ¢alismanin

amaci, lran’in Kuzey Batisindaki kiigiik bir sehirde, kadinlarin sezaryen hakkinda gériislerini ve edilimlerini
arastirmaktir.

Gereg ve Yontem: Bu arastirma, Iran’in Kuzey Batisindaki Bonab sehrindeki 4 saglik ocaginda yapildi. Toplam 189
kadinin gériis ve egilimleri arastirildl. Bu amacgla, bir soru kitap¢igi hazirlandi ve kadinlarin sezaryen ile dogumu
tercih etmeleri konusundaki gériisleri alindi. istatistik veriler SPSS programi (versiyon 17) ile degerlendirildi.

” o«

Bulgular: Kadinlarin sezaryen ile dogum yéntemini se¢gmedeki en énemli nedenler; “dogum agrisi korkusu”, “genital
yirtiklarin 6nlenmesi” ve “vajinal muayene korkusu” olarak tespit edildi. Ayrica kadinlarin bilgi kisithligi ve sezaryene
egilimleri oldugu gérdld(i.

Sonug: Kadinlarin sezaryene egilimleri oldugu gériilmektedir. Bilgi kisithgindan dolayr bu konuda sezaryenin yan
etkileri hakkinda kadinlar daha fazla bilgilendirmek gerekmektedir.

Anahtar Sézciikler: Sezaryen, egilim, Bonab, fran.
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Introduction

Pregnancy is a physiological phenomenon including
many dimensions like physical, social, physiological,
cultural and mental aspects. The end of pregnancy with
parturition is a spontaneous process without any
intervention (1). The role of the obstetrician and the
midwife are fundamental to the successful antenatal
management and performance of safe delivery and birth
of the healthy infant with preservation of the mother's
health (2). Delivery by Cesarean section (CS) also has a
negative impact on the health care system due to its
higher cost and requirement of additional resources (3).
Although a CS could be lifesaving, it is not risk free (4).
Several studies confirmed higher rate of maternal and
neonatal mortality and morbidities in Cesarean delivery
compared with vaginal delivery (5). Like other surgical
operations, CS carries the risk of infection, including
local wounds, pelvic, respiratory tract and urinary tract
infections, as well as pulmonary embolism, venous
thrombosis and complications of anesthesia (6). CS may
also increase the fetal risks of respiratory distress
syndrome, persistent pulmonary hypertension, preterm
infants, transient and fetal lacerations (7-9). An
unnecessary CS is also costly, consuming scarce health
care resources (4).

CS rate is among the indicators of poor performance of a
health care system. There is a great difference between
the prevalence in Iran and Western countries. Australia,
UK and Italy have higher rates (10,11). In Latin America,
the rate of Cesarean deliveries in 1998 were reported to
be about 38.1% of all childbirths. In Brazil the rate of CS
shows difference among regions and it is estimated to
be approximately 20% to 52% with a higher rate in
educated women and those with better financial situation
(12). The rates of CS in most countries are very high.
For example, it has been reported to be 32.9% in the US
in 2009, 39.8% in Italy in 2007, 30.6% in Australia in
2007, 35.3% in Korea in 2008 and 37.7% in Turkey in
2006 (13). The rate of CS in Iran has increased by six
fold over the past three decades (14). CS rate was 14.3,
22.7, 35, 40 and 85.3% in a public hospital in Tehran in
1978, 1988, 2000, 2005 and 2008, respectively (6).
Results of a study in the Southwest of Iran in 2010
showed a rising trend of CS rate as high as 50% (5).
However, WHO states that only 5-15% of deliveries
need CS (15).

Several reasons could explain the increase in CS.
Empirical evidence reveals a positive relationship
between CS and the patient's socioeconomic status.
Detailed analysis of the profiles of patients undergoing
CS in most countries, including Brazil and America,
indicated that private patients and women with a high
educational level are typical candidates for a surgical
delivery (16,17).
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Some reasons for the increase in CS in Iran have been
suggested. Maternal Health Office in the Iranian Ministry
of Health and Medical Education believes that pregnant
women and physicians are both involved in this regard.
The factors include emphasis of medical staff for
choosing Cesarean delivery (18), viewpoint of women
that Cesarean delivery is an easy and painless way for
delivery (19), women's fear of natural childbirth (20) and
women’s insistence on performing CS (21). In addition,
economic and social issues are especially important in
the decision to perform a CS. The cost of Cesarean
delivery is much higher compared with vaginal delivery
and it induces doctors to perform CS (17,22).

However, in some countries, including Nigeria, due to
economic problems, one fourth of women do not accept
performing CS even in emergency situations (23). A
study showed that only 2.5% of deliveries in the USA in
2003 were performed using CS based on women’s
request (24).

In Iran, some studies have investigated the viewpoint of
health care workers and women (3,17,22) about
willingness to CS and related factors. However, most of
these studies have examined the views of women in
large cities and women's perspectives in this field have
not been studied in small towns. Therefore, the aims of
this study were to investigate the knowledge and
attitudes of women about CS living in a small city in the
Northwest of Iran.

Materials and Methods

This descriptive study was carried out from June to
October of 2012 in Bonab, a city in East Azerbaijan
Province. This city has 15 health care centers (seven
rural and eight urban centers) and for this purpose two
urban and two rural health centers were selected
randomly  (Gharachopogh, Revesht, Asgharabad,
Akbarabad; on average 50 people visiting per day).

The target population included all women who received
medical care from Bonab health care centers during the
study period. The sampling method was convenience
sampling and all women who referred to the selected
centers during the study period were invited to
participate. The inclusion criteria for these women were
being at least 18 years old, a previous pregnancy or
pregnancy during the study, and acceptance to
participate in the study. After conducting a pilot study on
30 women with similar characteristics, a sample size of
180 was calculated. To cope with the possible non-
response of the participants this sample size was
increased to 220 women (Cl 95%). Finally, the data were
collected from 189 women.

A questionnaire was used for data collection. This
questionnaire was designed based on literature review
and had four parts. The first part was a check list that
assessed some demographic characteristics of
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participants. The second part investigated the
knowledge of participants about advantages (12 items)
and disadvantages (24 items) of CS. The participants
were able to select more than one advantage or
disadvantage in each part. For each item the participants
were expected to select yes when they agreed with that
item and choose no when they disagreed with it. The
third part was a 16-item questionnaire investigating the
viewpoint of participants about CS. Each item was based
on a 6-item Likert scale ranging from completely
disagree (score 1) to completely agree (score 5). The
fourth part investigated the reasons of women for
selecting CS.

The content validity of the questionnaire was determined
based on comments from 12 academic staff from Bonab
Azad Islamic University and Tabriz University of Medical
Sciences. In addition, the reliability of the questionnaire
was measured based on a pilot study on 20 women who
met the inclusion criteria of the study. The Cronbach’s
alpha coefficient for all parts of the questionnaire was
more than 0.89.

Data analysis was performed using SPSS software
(version 17). Descriptive statistics including frequencies,
percentages, means and standard deviations were
prepared for demographic characteristics of participants,
their knowledge and attitude about Cesarean section
and their reasons for choosing Cesarean section as a
delivery method. A p value of <0.005 was considered as
statistically significant.

Results

The demographic characterstics of partcipants are
reported in Table-1. Most of the partcipants were aged
between 25-29 years, housewifes, educated at high
school level, and under 20 years in the time of marriage.
The husbands of most participants were educated at
high school level and aged between 30-34 years. The
main source of information about Cesarean section was
relatives and private physician.

The results showed that low pain and prevention of
genital tears and low need for physical examination were
the predominant advantages of CS from the viewpoint of
participants and pain after surgery, back pain after
surgery, and anesthesia risk were mentioned as the
predominant disadvantages of CS. The responses of
women to all items regarding advantages and
disadvantages of CS are shown in Table-2.

The responses of women to all items of the attitude
questionnaire are reported in Table-3. The results
showed that inappropriate behavior of the hospital
personnel during labor cause a tendency to CS, if a
woman wishes tubal ligation, CS is a good way and CS
prevents pelvic organ prolapse items received the
highest mean scores. Also, many of the women believed
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that Cesarean was a modern method of delivery. On the
other hand, because of insurance, it is best to do
Cesarean, cost of Cesarean section compared with
vaginal delivery is higher and CS can prevent death of
the newborn received the lowest attitude scores.

The reasons for selection of CS as a delivery mode by
partcipants are reported in Table-4. Fear of pain,
prevention of genital tears and fear of vaginal medical
exams are the most important reasons for selecting
Cesarean as a mode of delivery. Also, for tubal ligation,
unpleasant experience of previous vaginal delivery, and
shorter delivery time are the less frequent reasons.

Table-1. Demographic Characteristics of the Participants.

Characterstics Subgroups n (%)
15-19 23 (11.4)
20-24 45 (22.4)
Age (years) 25-29 74 (36.8)
30-34 37 (18.4)
235 22 (10.9)
Job Housewife 161 (85.2)
Out of home job 28 (14.8)
lllitearate 6 (3.0)
Primary 20 (9.9)
Education Guidance school 46 (22.8)
Diploma 100 (49.5)
University degree 30 (14.9)
<20 105 (52.8)
Age at marriage 20 - 24 71(35.7)
(years)
225 23 (11.6)
20-24 27 (13.6)
Age of husband (years) 25-29 80 (30.2)
30-34 74 (37.2)
235 38(19.1)
llliterate 8 (4.0)
Primary 21 (10.4)
Education of husband Guidance school 54 (26.9)
Diploma 75 (38.8)
University degree 40 (19.9)
Book and magazine 30 (14.9)
Media 33(16.3)
- ) Private physician 102 (50.5)
soucg e Oth%rr'g\‘fizg‘scare 33 (16.3)
Relatives 127 (62.9)
e ™" 099
* CS: Cesaren section
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Table-2. Knowledge of Participants About Advantages and
Disadvantages of Cesarean Delivery.

Advantages n %
Low pain 154 76.2
Prevention of genital tears 153 75.7
Low n_eed_ for vaginal 151 748
examination

Prevention of bladder and rectal 146 723
prolapse

Precise choice of delivery date 126 62.4

Prevention of urinary

incontinence after childbirth 102 505
Less damage to the

genitourinary tract 92 455
Prevention of incontinence after

childbirth 89 44.1
Low rate of infant mortality 87 43.1
To maintain sexual function and

appearance 6 37.6
The absence of fractures in

infants during CSs 60 29.7
More clever infant 45 22.3
Disadvantages

Back pain after surgery 183 91.6
Pain after surgery 179 88.6
Perioperative Pain 137 67.8
Anesthesia risks 119 58.9
Prolonged hospitalization 114 56.4
Increased hospitalization days 111 55.0
Rreturn to normal life 110 54.7
Need more help in the care of

infants and breastfeeding 106 525
P_ostop_eratlve abdominal 87 431
distention

Need for more medication after 84 416
Cesarean

Probability of dehiscence in 78 38.6
sutures

Possible delay intercourse after

childbirth 4 36.6
Inc_reased risk of premature birth 60 29.7
of infants

The probability of remaining gas

or scissors in the abdomen after 53 26.2
surgery

Uterine infection 48 23.8
Abdominal infections 40 19.8
Intra-abdominal adhesions 40 19.8
Increased risk of respiratory

problems in infants 39 19.3
Increased risk of maternal

mortality 30 14.9
The risk of ute_rlne rupture in 23 114
next pregnancies

thrombosis 16 7.9
Infertility after surgery 15 7.4
Damage to the urinary tract 13 6.4
The risk of placenta previa in 11 54

next pregnancies

* CS: Cesaren section
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The relationship between attitudes toward CS and
women’s selected demographic characteristics like
maternal age at marriage, spouse's age, level of
education and job are reported in Table-5.

Discussion

The aims of this study were to investigate the knowledge
and attitudes of women about CS living in a small city in
the Northwest of Iran. To our knowledge, it is one of the
first studies investigating this issue in the Iranian health
care system. CS may save the life of the mother and
newborns, but the results of many studies showed that
without supervision this method may lead to many
unwanted complications in women (6). In general, CS
without medical reason is a concern in modern obstetrics
(25).

The results of this study showed that relatives and
private physicians are the main sources for obtaining
information by women and media and other health
professionals, including midwives, are sources used less
frequently by women. The results of some studies in Iran
showed that gynecologists were the main source of
information for women about CS (22,26). One reason for
the increase in CS without medical indication is the
invalid source of information used by women.
Interestingly, some researchers even considerek
gynecologists as an invalid source of information for
women regarding CS. Hopkins (27) believes that
physicians have a role in persuading patients to select
CS and indirectly increase the CS rate. Undoubtedly,
today more gynecologists accept the request of women
for CS (24). Some studies reported that one of the main
reasons of the high prevalence of CS among Iranian &
other-country women is its recommendation by
gynecologists (22,28). Our results indicate that Iranian
women did not use valid sources of information on CS
and that they did not consult other health care
professionals, especially midwives.

About our results on the viewpoint of women about the
advantages and disadvantages of CS, we found that
participants were not aware of the exact and dangerous
complications associated with CS. These results are
consistent with the results of other previous studies. For
example, Fenwick et al. (29) showed that fear of pain,
health of mother and infant, and getting rid of physical
examination were the most important reasons for
requesting CS by Australian women. Eynsheykh et al.
(30) showed that 38% of pregnant women desired to
select CS as their delivery method and their most
important reason was fear of labor pain. Johnson et al.
(31) also reported that most women were afraid of CS
but that they preferred Cesarean to vaginal delivery.
Poikkeus et al. (32) stated that womens’ preference for
elective CS is based on their unrealistic fear of pain
during vaginal delivery and misconceptions about their
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inability to perform vaginal delivery. One of the possible
reasons for this viewpoint is their unawareness about the
methods of painless delivery (33). Previous studies in
Iran approved that most Iranian women had less
information about CS and its short and long
complications (1,34). It was also reported that educating
women will decrease their tendency for CS (35).

Regarding the attitudes of women regarding CS, our
results showed that preventing pelvic organ prolapse
and inappropriate behavior of health personnel and tubal
ligation were the main positive attitudes of women. On
the other hand, preventing the death of the newborn by
CS were the most negative attitudes of participants. In
addition, participants had relatively positive attitudes
towards Cesarean delivery. Seyed Nouri et al. (36)
showed that the attitude of women toward CS is
moderate, but Sharifirad et al. (34) reported that most
participants had a relatively positive attitude. Therefore, by
instructing women on the disadvantages of Cesarian
delivery, the rate of this type of delivery could be
decreased. Some Iranian studies have already shown that
educating women about CS reduces their willingness to
this method (3,17,34).

In this study, the association between maternal age at
marriage and the age of spouses and level of education,
occupation and other demographic characteristics and
choosing Cesarean delivery was significant. In Brazil,
highly educated women and those from high
socioeconomic class had a significantly higher
preference and also experienced a higher rate for CS. A
previous study from Iran reported that higher level of
education was associated with preference for CS (3).

Conclusion

The results of the present study have many implications
for decreasing the rate of Cesarean delivery in Iranian
health care system, especially in small cities and rural
areas. The results of this study also approve that even in
small cities and the rural setting women have a relatively
positive attitude toward CS. In addition, this positive
attitude is based on misconceptions. So, providing valid
information about complications associated with CS and
providing better care in maternity period could decrease
its rate. As another implication, the main sources of
information on Cesarean for Iranian women in small
cities are their relatives or gynecologists. So, there is a
need for providing information to these women from
more valid sources, including midwives.

Table-3. The Attitude of Pregnant Women About Benefits and Detriments of CS*.

Strongly ; . Completely

disagree Disagree No idea Agree agree Mean  SD
Parameters n (%) n (%) n (%) n (%) n (%)
Cesarean delivery is generally easier than
vaginal delivery 13 (6.4) 26(12.9) 12(5.9) 102(50.5) 49 (24.3) 37 11
Children born by CS are more clever 22 (11.2) 60 (30.5) 71 (36) 34 (17.3) 10 (5.1) 2.7 1.0
Cesarean operation will cause complications 15 (7.5) 48 (23.9) 65(32.3) 62 (30.8) 11 (5.5) 3.0 1.0
CS will cause the abdominal deformity 23 (11.5) 58 (29) 40 (20) 74 (37) 5(2.5) 29 11
Elective CS are for those in higher social class 48 (24.2) 74 (37.4) 23(11.6) 44 (22.2) 9(4.5) 29 11
ﬁ.Zite?f CS compared to vaginal delivery is 54(27.6)  73(372) 25(128) 32(163)  12(61) 24 12
CS can prevent death of newborn 7 (3.5) 43 (21.5) 62 (31) 54 (27) 34 (17) 2.3 1.2
My relatives are satisfied with CS, so | like this
way of delivery 27 (13.4) 60(29.9) 27(13.4) 66 (32.8) 21 (10.4) 33 10
g;rt‘zrc’f women during Cesarean delivery is 1(0.5) 7(36) 28(142) 126(64) 35(17.8) 29 12
Inappropriate behavior of the hospital
personnel during labor cause a tendency to CS 26 (12.9) 49 (24.4)  49(24.4) 67(333) 100 3.9 0.7
Inappropriate behavior of the hospital staff in
natural childbirth 26 (12.9) 53(26.4) 51(25.4) 61(30.3) 10 (5) 28 11
Because of insurance, it is best to do CS 74 (36.6) 84 (41.6) 20(9.9) 21 (10.4) 3(1.5) 1.9 1.0
Cesarean delivery is a modern method 5(2.5) 41 (20.6) 26 (13.1) 72 (36.2) 55 (27.6) 3.6 11
CS is not a natural way for delivery 28 (14) 69 (34.5) 30 (15) 62 (31) 11 (5.5) 2.7 11
Since the situation of mother in vaginal birth is
unpleasant, CS is preferred 18 (9) 52 (25.9) 61(30.3) 55 (27.4) 15 (7.5) 29 10
If you wish to tubal ligation, CS is a good way 2() 20 (10.1) 22(11.1) 79 (39.7) 76 (38.2) 4.0 0.9
CS prevents pelvic organ prolapse 3(1.5) 8(4) 57 (28.8) 47 (23.7) 83 (41.9) 4.0 1.0

* CS: Cesaren section
1: Strongly disagree, 2 : Disagree, 3: No idea, 4: Agree, 6: Completely agree
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Table-4. Reasons of Cesarean Delivery Selection Among Women Who Referred to Health Care Centers.

Effective factors n %
Fear of pain 140 63.6
Fear of vaginal examination 126 70.7
Fear of labor )
Stress and anxiety 99 50
Unpleasant experience of previous vaginal delivery 42 21.2
Prevention of genital tears 133 67.2
Mother health . . o .
Prevention of Deformation and relaxation in genital system 119 60.1
Embryo health Embryo health 7 38.9
Relatives and friends offer 98 49.7
Offers Doctor & midwife offer 83 42.1
Husband offer 79 40.1
Tubal ligation Tubal ligation 38 19.2
Precise choice of delivery date 102 51.5
Other cases Not getting the quality of sexual function 64 32.3
Shorting of delivery time 49 24.7

Table-5. The Relationship Between Attitudes Toward Cesarean Section With Women Demographic Characteristics.

. Score
Variable Subtypes p
Average SD
Housewife 425 14.8
Job . 0.001
Practitioner 60.0 16.7
llliterate 421 9.5
Education Primary 39.3 14.2
Guidance 395 15.1 0.001
Diploma 45.2 16.6
Collegiate 56.9 12.7
<20 years 45.7 16.9
Age at marriage 24-20 years 43.2 15 0.48
Aged = 25 47.0 16.7
24-20 years 43.1 151
25-29 years 41.5 16.2
Husband age 0.13
30-34 years 47.5 15.8
Aged 235 46.7 17
llliterate 45.2 11.3
Primary 39.3 13.8
Husband education Guidance 40.9 14.8 0.012
Diploma 45.9 17.2
Collegiate 51.5 16.1
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Abstract

Aim: The prevalence of congenital heart disease (CHD) was reported as 40-60% in patients with Down syndrome
(DS). As the prevalence and distribution of congenital heart defects in DS varies according to population and
ethnicity, we aimed to investigate CHD in patients with DS in Southeastern Anatolian Region.

Materials and Methods: DS cases who were followed-up in neonatal intensive care unit between 2011 and 2013
were included. An experienced pediatric cardiologist examined all cases by transthoracic echocardiography using GE
Vivid 3 device. Hospital records of all patients were reviewed.

Results: A total of 87 neonates (53 males) were evaluated. The mean age of the presentation was 8.6+5.2 days
(range 0-30 days). The number of patients with CHD was 57 (65.5%); one defect in 37 cases (64.9%), two defects in
16 cases (28%), and three defects together in 4 cases (7%). The distribution of CHD in patients revealed
atrioventricular septal defect (AVSD) in 23 patients (29.8%), ventricular septal defect (VSD) in 22 patients (28.5%),
secundum atrial septal defect in 18 patients (23.3%), patent ductus arteriosus in 11 patients (14.2%), and tetralogy of
Fallot in 1, univentricular heart in 1, and intermittent aortic arc in 1 patient.

Conclusion: To the best of our knowledge, this is the first study performed only on neonates with DS. The most
common defect was AVSD although incidence of VSD was higher than expected. Performing CHD screening during
neonatal period is more reliable in patients with DS. The variation in the prevalence and distribution of CHD indicates
regional and ethnic variability among patients with DS.

Keywords: Congenital heart disease, Down syndrome, neonate.
0z
Amag: Down sendromlu (DS) hastalarda konjenital kalp hastaligi (KKH) sikligi %40-60 arasinda dedismektedir.

Down sendromlu hastalarda KKH sikligr ve dagilimi toplumlara ve etnik kékene gére farklilik gésterebildiginden bu
calismada, Giineydogu Anadolu Bélgesi’nde DS olan yenidoganlarda KKH sikligini ve dagilimini incelemeyi amagladik.

Gereg ve Yéntem: Calismaya 2011-2013 yillari arasinda yenidogan yogun bakim (initesine izlenen DS olgular
alindi. Deneyimli pediyatrik kardiyolog, tiim olgulari GE Vivid 3 cihazi ile transtorasik ekokardiyografi ile incelendi.
Tiim hastalarin hastane dosyalari degerlendirildi.

Bulgular: Calismaya 53’ erkek toplam 87 yenidogan alindi. Olgularin yas ortalamasi 8.6+5.2 giin (0-30) idi. Elli yedi
olguda (%65.5) KKH saptandi; 37 olguda (%64.9) tek defekt, 16 olguda (%28) iki defekt, 4 olguda (%7) ise (¢ defekt
birlikte bulundu. Defekt sikligi olarak 23 (%29.8) atrioventrikiiler septal defekt (AVSD), 22 (%28.5) ventrikliler septal
defekt (VSD),18 (%23.3) sekundum atriyal septal defekt, 11 (%14.2) patent duktus arteriosus, 1 Fallot tetralojisi, 1 tek
ventrikil ve 1 kesintili aortik ark saptand!.

Sonug: Bilgilerimize gére, yenidogan déneminde DS hastalarda yapilan ilk ¢calismadir. AVSD en sik gériilen defekt
olmakla beraber VSD beklenenden daha yliksek bulundu. DS hastalarda KKH taramasinin yenidogan déneminde
gerceklestiriimesi daha gdvenilirdir, KKH sikligi ve dagiliminin varyasyonu bélgesel ve etnik farkliliklar
gostermektedir.

Anahtar Sézciikler: Konjenital kalp hastaligi, Down sendromu, yenidogan.
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Introduction

The prevalence of congenital heart defects in patients
with Down syndrome (DS) has been reported as 40-60%
(1,2). The most common pathology is atrioventricular
septal defect (AVSD) (3). However, studies performed in
different populations indicated a wide variability in the
distribution of congenital heart defects. While the most
prevalent pathology in the western countries is AVSD,
ventricular septal defect (VSD) has been reported as the
most common congenital heart defect in the Asian
societies (3,4). In the present study, we aimed to
investigate the prevalence and distribution of congenital
heart defects in neonates with Down syndrome (DS) in
Southeastern Anatolian Region of Turkey.

Materials and Methods

In the study, we included 87 cases at the age of 0-30
days with DS stigmata who admitted to Diyarbakir
Children’s Diseases Hospital between 2011 and 2013.
Data were retrospectively collected from the hospital
records. All patients were screened for congenital heart
disease (CHD) in pediatric cardiology clinic. Down
syndrome diagnosis was confirmed by karyotype
analysis from peripheral blood samples. All cases were
examined by transthoracic echocardiography using GE
Vivid 3 device by an experienced pediatric cardiologist.
AVSD was described as complete in the presence of
inlet VSD and primum atrial septal defect (ASD) with a
single atrioventricular (AV) valve, and incomplete in the
presence of primum ASD with two valves without an
interventricular shunt (4-5). The cases found to have
patent ductus arteriosus (PDA) within the first three days
of life, were re-examined two weeks later.

Statistical analyses were performed using SPSS 16.0 for
Windows statistical software. Data was presented as
meanSD. Ratio were compared using chi-square test.
A p value <0.05 was considered statistically significant.

Results

A total of 87 neonates (53 males) were enrolled in the
study. The mean age of the presentation was 8.6+5.2
days (range 0-30). Echocardiographic evaluation
showed CHD in 57 out of 87 cases (65.5%) from whom
37 cases (64.9%) had one, 16 cases (28%) had two, and
4 cases (7%) had three defects. There was no
statistically significant difference between the frequency
of CHD in females (73.5%) and males (60.4%)
(p=0.208). In total, 77 congenital heart defects were
detected in 57 cases. The most prevalent CHD was
AVSD (n=23; 29.8%) followed by VSD (n=22; 28.5%),
secundum ASD (n=18; 23.3%) and PDA (n=11; 14.3%)
(Table-1).

Discussion

Down syndrome is the most common chromosomal
abnormality occurring in neonates with an incidence of
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1/660 (5). Congenital heart defects have been reported
at a rate of 40-60% (3,6). Association of CHD is one of
the most important predictive factor affecting morbidity
and mortality in these patients (5). AVSD has been
reported as the most common congenital heart defect in
children with DS (3). On the other hand, studies reported
that prevalence and distribution of CHD among children
with DS varies by regions and ethnic groups (3-5). The
studies from western countries reported AVSD as the
frequent defect in DS (3). The studies performed in the
US reported CHD prevalence as 44-48% in DS. In these
studies, prevalences of four common congenital defects
were informed as AVSD (38.8-60%), VSD (15.6-35%),
secundum ASD (9.6-28.6%) and tetralogy of Fallot (TOF)
(3-7.3%) (4,6,7). In the studies from Europe, the prevalence
of CHD was 44.6%, and AVSD was the predominant defect
with a prevalence of 41.9-59%.

Table-1. Distribution of congenital heart disease in patients
with Down syndrome*.

Defect type n cog)s?;s dZ?e?ts
AVSD 23 40 29.8
VSD 22 38.5 28.5
ASD secundum 18 315 233
PDA 11 20 14.2
TOF 1

UVH 1

1AA 1

* AVSD: Atrioventricular septal defect, VSD: Ventricular septal defect,
ASD: Atrial septal defect, PDA: Patent ductus arteriosus, TOF: Tetralogy
of Fallot, UVH: Univentricular heart, IAA: Intermittent aortic arc

The prevalence of CHD in Asian countries differed between
46.4 to 65.5% (Table-2). In contrast to the western
countries, the most prevalent pathology is VSD in Asian
countries with the rates of 39.2-52.9% (3). The prevalence
of AVSD in Asian countries decreases to 11.8-22%,
whereas secundum ASD and TOF were found as 11-
23.4% and 3.5-13.4%, respectively (3,8,9). In a study
reporting a large cohort of 385 patients from Singapore,
PDA was reported as the second most common lesion
preceded by VSD with a rate of 34.3% (3). However,
secundum ASD was informed to be the most common
defect with the prevalence of 40% in Latin America (10).

The only study conducted on the prevalence and
distribution of CHD in Turkish patients with DS was
reported by Nisli et al. (5). In this largest cohort assessing
CHD in DS patients, Nisli et al. evaluated 1042 cases with
DS and reported the prevalence of CHD as 39.5%. Single
defect was detected in 77.6% of the cases, and the others
were found to have multiple defects. Besides, AVSD was
the most common pathology followed by secundum ASD
and VSD, and there was a remarkable low rate of TOF
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that was detected in only two cases (1/160) in this study

(Table-2).

Table-2. A Summary of Studies Evaluating the Congenital Heart Defects in Down Syndrome*.

Current Nisli et al. Tan et al. Hoe et al. Hijiietal. | Freemanetal. | Stolletal. Pradat
study 2008 ‘ 2013 1990. 1997 1998 1990 1992
Turkey Singapore | Malaysia Japan USA France Sweden
Study period 2011-2013 | 1994-2007 | 1996-2010 | 1986-1987 | 1971-1994 1989-1995 1979-1987 | 1981-1986
Number of cases (n) 87 1042 588 34 373 227 139 167
Cases with CHD (%) 65.5 39.5 65.5 50 46.4 44 44.6 -
Types of CHD (%)
AVSD 29.8 34.2 15.6 118 22 45 419 59
VSD 285 16.5 39.2 52.9 45.1 35 29 31.7
Sec. ASD 233 16.7 234 0 11 26 N/A N/A

* CHD: Congenital heart disease, AVSD: Atrioventricular septal defect, VSD: Ventricular septal defect, ASD: Atrial septal defect.

To the best of our knowledge, the present study is the
first study including only neonates with DS. The
prevalence of CHD in our study (65.5%) was extremely
higher than the rate in the study published by Nisli et al.
from Turkey, and studies from western countries such as
US and Europe (Table-2). However, it was similar to the
prevalence reported in the study from Singapore (3). In
addition, the distribution of CHD revealed a similar rate
of AVSD (29.8%) and VSD (28.5%) in our study whereas
ASVD was predominant in western countries and in the
study of Nisli et al., and VSD was predominant in Asian
countries (5). We detected TOF in one patient which was
similar to Nisli et al. (5). These results suggested a
marked variability in the prevalence and distribution of
CHD in DS arising from ethnic and regional differences.

On the other hand, it is well known that patients with DS
have higher rates of morbidity and mortality compared to
the general population (11). In the presence of CHD,
relative mortality risk depending on age differed from 1.5
to 5.8 in patients with DS (12). Therefore, we suggest
that investigating the prevalence of CHD during the
neonatal period could be more reliable and provide more
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Myastenia gravis tanili hastada sugammadex kullanimi
Sugammadex use in a patient with myastenia gravis
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0z

Myastenia gravis néromuskuler kavsagi tutan otoimmuin bir hastaliktir ve bu taniyi alan hastalarda operasyon sonrasi
solunum yetmezligi gelisme riski vardir. Ayni sekilde kronik obstriktif akciger hastaligi varliginda da postoperatif
solunum yetmezliginin gelisebilecedi bilinmektedir. Ancak steroid yapili nondepolarizan kas gevseticiler ve bu kas
gevseticilerin etkilerini geri dondirmek icin kullanilacak sugammadeks olasi postoperatif solunum yetmezligi riskini en
aza indirmektedir. Bu olgu sunumunda, acil laparotomi igin rokiironyum ile genel anestezi uygulanan myastenia
gravis ve kronik obstriktif akciger hastaligi tanilari olan hastada sugammadeks ile postoperatif solunum yetmezIliginin
Onlenebildigi basarili bir genel anestezi uygulamasini sunmak istedik.

Anahtar Sozcukler: Myastenia gravis, sugammadex, rokiironyum.

Abstract

Myastenia gravis is an autoimmune disease involving the neuromuscular junction and patients receiving this
diagnosis have a risk of developing postoperative respiratory failure. Similarly, the presence of chronic obstructive
lung disease is known to be associated with postoperative respiratory failure. However, steroidal non-depolarising
muscle relaxants and sugammadex to reverse their muscle-relaxing effects minimize the risk of postoperative
respiratory failure. In this case report, we wanted to present a successful application of general anesthesia with
rocuronium for emergency laparotomy in a patient with myasthenia gravis and chronic obstructive pulmonary disease
in whom postoperative respiratory failure could be prevented by using sugammadex.

Keywords: Myastenia gravis, sugammadex, rocuronium.

Giris Sugammadeks modifiye y-siklodextrin yapida bir ilag
olup enkapsilasyon ile steroid yapili néromuskuler

Myastenia gravis ~ (MG), ~ noromiiskiller kavsakia blokerlerin etkilerini ortadan kaldirmaktadir (3).

postsinaptik asetin kolin reseptdrlerine karsi antikorlarin
varli§i ile karakterize bir hastaliktir. Néromuskuler son
plakta sinyal iletiminin bozulmasi yorgunluk ve kas
gucsizltgu ile kendini gdsterir. Bu nedenle néromuskuler
blokaj uygulanan bu hastalarda postoperatif donemde
solunum yetmezIigi riski yuksektir. MG tanili hastalar
operasyon sirasinda ve derlenme suresince néromuskiler

Olgu Sunumu

On bes yildir myastenia gravis tanili olan 50 yasindaki
kadin hasta (agirlik 75 kg, boy 158 cm) akut batin tanisi
ile acil servise basvurdu. Anamnezinde hastaliginin aktif
oldugu doénemde jeneralize kas gugsuzligid oldugunu
tanimhyor, 3 yil dncesine kadar pridostigmin 60 mg

monitdrizasyonla izlenmeli olasi bir rezidiel bloga karsi
hazirlikh  olunmahdir (1). MG’de depolarizan kas
gevseticilere kargi direng gozlenir. Non-depolarizan kas
gevseticiler ile ise uzamisg néromuskiler blokaj olusabilir
(2). MG tanili hastalarda néromuskiler bloker ajan
seciminde steroid yapih olanlarin (vekironyum ve
roktronyum) tercih edilmesi néromuskuler etkinin ortadan
kaldinlmasinda sugammadeks kullaniimasi agisindan
Onemlidir.
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tablet 4x1/gun kullanma Oykusu mevcut, klinik olarak
dizelmesi Uzerine ilaci kullanmayi kendi istegi ile
birakmis. Ayni zamanda 10 yildir KOAH nedeniyle
diizensiz olarak inhaler 2 sempatomimetik kullanmis.
Operasyon Oncesi nérolojik muayenesinde; biling agik
koopere, pupilleri izokorik, periferik kas gucu tam,
yuzeyel duyulari normal, serebellar testler normal
bulundu, patolojik refleks saptanmadi. Solunum sistemi
muayenesinde her iki hemitoraksta yaygin kaba raller
duyuldu. Laboratuvar tetkiklerinde Idkositoz (notrofil
hakimiyeti) mevcuttu. Akciger grafisinde bronkoalveoler
dallanmada artis ve alt zonlarda infiltratif gorinim
izlendi. Yaklasik 5 saatlik aglik slresi olan hasta acil



sartlarda operasyon odasina alindi ve EKG, pulse-
oksimetre, noninvaziv tansiyon arteriyel ve train of four
(TOF) ile monitorize edildi. Kalp atim hizi 90/dk, TA:
130/90 mmHg, SpO2 %94 olarak dlglilen hastaya sol el
Uzerinden damaryolu acildiktan sonra 2 mg/kg propofol
ile anestezi indliksiyonuna basglandi. Sol dnkol ulnar sinir
trasesi Uzerine yerlestirilen elektrotlar ile néromuskuler
fonksiyonlar izlemek icin TOF kalibrasyonu yapildi ve
roktironyum 0.6 mg/kg ve fentanil 100ug iv uygulandi.
TOF degeri 0 oldugunda entiibe edildi. Anestezi idamesi,
desfluran %4 ve 02-N.O %50-50 konsantrasyonlarda
saglandi. Intraoperatif ddnemde aminofilin 240 mg iv
uygulandi. Operasyonda batin eksplorasyonu ve
apendektomi yapildi. Operasyonun 40. dakikasinda TOF
degeri %45 olarak 0lglldu ve ek doz 10 mg roklronyum
iv uygulandi. Postoperatif analjezi amaciyla 2 mg/kg
tramadol iv yapildi. Bir saat 5 dakika sliren operasyonun
bitiminde TOF degeri 0 olarak Olglldi ve 2 mg/kg
sugammadeks iv uygulandi. %90 TOF degerine 242
saniye sonra ulagildi. Yeterli kas tonusuna ulasildiginda
ve solunum eforu yeterli oldugunda hasta ekstiibe edildi.
Bilinci acik ve koopere idi, basini 5 saniye slre ile
kaldirabildigi go6zlendi. Operasyon sonrasi gozlem
amaciyla yogun bakimda 24 saat izlendi. Oda havasinda
SpO2 degerleri %94-97 arasinda degismekteydi. Vital

bulgularinin  ve kas tonusunun normal olmasi,
komplikasyon yasanmamasi Uzerine genel cerrahi
servisine nakledildi.

Hastadan tibbi verilerinin yayinlanabilecegine iligkin

yazili onam belgesi alindi
Tartisma

MG tanili hastalar anestezi uygulamalarinda kas glict ve
postoperatif solunum yetmezligi agisindan 6zellikli
hastalardir. Bu hastalarda uzamis postoperatif solunum
yetmezligi gorulebilir (4). Preoperatif degerlendirmenin
yaninda peroperatif anestezi yonetimi ve postoperatif
bakim dikkat ve yakin monitdrizasyon gerektirmektedir.

Kaynaklar

Hastamizda, hem MG hem de KOAH tanisi nedeniyle
postoperatif ddnemde solunum yetmezlidi gelisebilecegi
on gorulmekteydi. Myastenik hastalarda néromuskuler
monitdrizasyon uygulamasinin uzamig ndéromuskuiler
blokaj agisindan gerekli oldugunu disinmekteyiz.
Pridostigmin  tedavisi alan hastalarda operasyon
sonunda uygulanacak pridostigminin ndéromuskiler
blogun geri déndirilmesinde basarisiz olabilecegi
disUnilmektedir. Bu da asetilkolin reseptérlerinin
maksimum baskilanmasina baglanmaktadir (5). Steroid
yapili  nondepolarizan kas gevseticilerin  etkilerini
literatirde  sugammadeksin  myastenik  hastalarda
glivenle uygulandigi gosterilmistir (6). Steroid yapih
néromuskdler blokerleri myastenik hastalarda indiksiyon
dozunun altinda dozlarda uygulayip, TOF degerlerini
kontrol ederek aralikh dozlarla indiksiyonu tamamlayan
olgu sunumu literatiirde mevcuttur (7). Bu olguda biz
hastanin aglik suresinin sinirda olmasi nedeniyle hizl
entiibasyon amaciyla 0.6 mg/kg dozda rokironyum
kullandik. Acil hizl entiibasyon ic¢in roktronyumu 0.9-1.2
mg/kg dozlarda uygulanmasini tavsiye eden yayinlar da
mevcuttur (8). Kas gevseticisiz entlibasyonun uygulan-
digi MG olgusu da vardir (9). Ancak sugammadeksin
anestezi pratigine girmesi ile birlikte kas gevseticisiz
entiibasyona gerek kalmadigini disinmekteyiz. Bizim
uygulamamizda oldugu gibi 2 mg/kg sugammadeks ile
yeterli noromuskiler ileti saglayan ve postoperatif
komplikasyon gdzlenmeyen olgular da izlenmistir (6,10).
Sugammadeksin MG tanili hastalarda guvenle kullanil-
masina ragmen, rezidlel blok acgisindan postoperatif
dénemde hastalarin yogun bakim sartlarinda takip
edilmesi 6nerilmektedir. Sonug olarak, myastenia gravis
ve KOAH tanili hastalar postoperatif solunum yetmezligi
riski tagimaktadirlar ve genel anestezi uygulanacak bu
hastalarda néromuskiler bloker olarak rokironyum,
néromuskuler blokajin tersine dondiriimesinde ise
sugammadeks kullanilmasinin  postoperatif solunum
yetmezIigi riskini en aza indirdigini distinmekteyiz.
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Duodenocolic fistula

Duodenokolik fistul
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Abstract

Most of the gastrointestinal fistulas appear in connection with inflammatory bowel disease, malignancy, peptic ulcer
and pancreatitis, but acute or iatrogenic gastrointestinal fistulas can also develop in the aftermath of surgical
interventions. In this case report, the examination of the 7-year-old male patient admitted with symptoms of vomiting,
diarrhea and malnutrition showed that he had duodenocolic fistula. Fistula considered to be connected with previous
appendectomy operation or may also be associated with duodenal ulcer which may develop before appendectomy or
with stress after the operation. The patient was treated by an operation to clear off the duodenocolic fistula and by
support of appropriate nutrition. Therefore, gastrointestinal fistulas should be considered as diagnosis for the patients
who have a history of previous operation and admitted with symptoms of malnutrition and malabsorption.

Keywords: Fistula, duodenocolic, appendectomy, malnutrition.

(074

Gastrointestinal fistiillerin ¢ogu inflamatuvar barsak hastaligi, malignite, peptik (lser ve pankreatit ile iligkilidir, fakat
akut veya iyatrojenik gastrointestinal fistiiller cerrahi girisimler sonrasinda da geligebilir. Bu olgu sunumunda kusma,
ishal ve malndiitrisyon bulgulari ile basvuran 7 yasinda erkek hastada duodenokolik fistiil saptandi. Fistiiliin 6nceki
apendektomi ile iligkili olabilecegi veya apendektomi éncesi veya stress nedeni ile operasyon sonrasi gelismis bir
duodenal lilsere badli olabilecegdi diisiiniildii. Hastada duodenokolik fistiil cerrahi olarak kaldirildi ve uygun beslenme

ile desteklendi. Bu yiizden, operasyon 6yklisii olan, malnl(itrisyon ve malabsorpsiyon bulgulari ile bagvuran hastalarin
tanisinda gastrointestinal fistiiller diistiniilmelidir.

Anahtar Sézciikler. Fistiil, duodenokolik, apendektomi, malnditrisyon.

Introduction His body weight was 16.7 kg (<3 p) and body length was
114 cm (3-10 p). On physical examination, he was
severely malnourished, had abdominal distention,
hyperactive bowel sounds and transverse incision scar
in the right lower quadrant. The complete blood count,
biochemical values and electrolytes were all in normal
limits. Acute phase reactants, autoantibodies and
tuberculin skin test were negative. Test for fecal occult
blood and parasitological examination of feces were
negative. He had no steatorrhea and his ophtalmoscopic

Gastrointestinal fistulas may result from complication of
many diseases, but may also develop consequent to
surgical interventions (1, 2). Development of fistula from
the caecum to other bowel segments is more often
observed following appendectomy, but duodenocolic
fistula is an extraordinary complication (3). The losses
caused by the fistula lead rapidly to malnutrition and
thus, the risk of mortality is high for these patients (4).

Case Report

Seven-year-old male patient admitted because of his
ongoing complaints for 3 months. He was vomiting
whatever he had eaten for 1 to 3 times and suffering
from watery defecation for 6 or 7 times a day.
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examination was normal.

Celiac serology was negative, sweat test was normal
and there was no cystic fibrosis mutation. He had no
history of foreign body ingestion. Three months ago, the
patient had had an operation of appendectomy at
another hospital and his complaint of vomiting had
started one week after the operation. We started
nasojejunal nutrition for the patient, who was vomiting
and could not get oral feeding. Double contrast
abdominal computerized tomography scan showed an



enhanced duodenal wall thickness, an image of bulk at
duodenum, an extension with high liquid density at
surrounding soft tissues at second part of the
duodenum. Barium swallow study revealed coarsening
at second and third part of the duodenum, and defective
storage that could be connected to the existence of
mass within the lumen of second part of the duodenum.
Permission was obtained from the child's parents for the
endoscopic procedure. Endoscopy of the upper
gastrointestinal system revealed a polypoid mass in the
second part of the duodenum and the pathological
examination of the mass showed an inflammatory
process that resulted in vanishing of the villus of the
duodenum and flattening of the mucosa. The
colonoscopy confirmed an image of a mass in hepatic
flexure of the colon, pathological result of the biopsy was
concordant with hamartomatous lesion. Abdominal
exploration was performed to the patient as massive
lesions were noticed at the duodenum and colon. The
exploration proved common intestinal adhesions
between ascending colon and duodenum. When
adhesions were removed, fistula was detected between
duodenum and distal part of ascending colon, and
polypoid structures had developed towards both
duodenum and colon inside the fistula (Figure-1a).
Fistula tract was separated from the duodenum with a
sharp dissection (Figure-1b). Duodenal wall was sutured
primarily. Resection and anastomose was performed to
the 15 cm long colon segment on the colon side of the
fistula tract due to narrowness. Following the operation,
the patient's vomiting and diarrhea improved and he
began to gain weight.

Written informed consent was obtained from the patient
for publishing the individual medical records.

Figure-1. a. Duodenocolic fistula detected during the operation.
b. Macroscopic view of the duodenocolic fistula after
surgical resection (the plug passes through the fistula
tract).

Discussion

It is known that enterocutaneous fistulas associated with
appendicitis are rarely observed in adults and extremely
rare in children (3). Recently, a 53-year-old man was
reported with a duodenal fistula associated with
periappendiceal abscess (4). However, duodenocolic
fistula which is secondary to appendectomy operation
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has not been previously reported in English language
literature.

Certain diseases such as inflammatory bowel disease,
celiac disease, cystic fibrosis, tuberculosis, amebiasis,
colonic and duodenal diverticulum that may cause
malnutrition together with fistula were excluded by
laboratory findings and histological manifestations. In
these patients, it is important to consider the presence of
a fistula and confirmation of the diagnosis is quite difficult.

The most observed complications of appendectomy are
infection, intraabdominal abscess, intestinal obstruction
and fistula formation. Post-operative fistulas may develop
generally in connection with cancer surgery, adhesions at
operations where bowel cleaning could not be made for
emergency reasons, at repeating operations, and in cases
when wounding is not noticed during trauma surgery. In
addition; malnutrition, sepsis, shock, circulatory failure,
vasopressor treatment, corticosteroid treatment,
associated diseases and technical difficulties during
surgical anastomosis, may be predisposing factors in the
formation of fistulas (5). In this case, we were unable to
obtain detailed information about the surgical operation as
appendectomy was performed at another hospital. In
addition, we could not be able to get information about the
situation of the appendix as it was not sent to the
pathology laboratory for examination. In our operation,
fistula was detected between the second part of
duodenum and hepatic flexure of colon and there was no
problem at the stump or around of the appendix. On
physical examination, he had no drained scars on the
abdomen. Fistula that is thought to be iatrogenic may be
associated with the appendectomy. On the other hand, it
may also be associated with duodenal ulcer which may
develop before appendectomy or with stress after the
operation.

Small intestine fistulas generally have high outflow and
fistulas resulting from colon have low outflow (6).
Malnutrition is a characteristic of high outflow fistulas, and
it could particularly ease the formation of sepsis. Our
patient was also diagnosed to have duodenocolic fistula,
and considered to have high outflow which was thought to
be the reason of malnutrition. Liquid and electrolyte
balance, nutritional support and sepsis control should be
performed carefully for the patients having fistula (7).
Some fistulas can be closed spontaneously if there is no
anatomic reason to remain open. If a fistula does not get
closed in 30 or 40 days, then surgical intervention should
be considered (8). Post-operative, low outflow fistulas that
are related to partial anastomosis leakages may be closed
with appropriate conservative approaches (5).

Fistulas that are possible to develop in gastrointestinal
system should be taken into account in the etiology of
cases admitted with symptoms of malnutrition and
malabsorption, and with a history of operation.
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Erigskinde kalin filum terminale nedeniyle gelisen akut gergin omurilik
sendromu
Acutely presenting adult tethered cord syndrome due to thick filum terminale
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0Oz

Daha o6nceleri bir cocukluk hastalidi olarak kabul edilen gergin omurilik sendromu (GOS) ile yetiskin hastalarda da
karsilagilabilir. Normal yerlesimli konus medullarisi olan, ancak filum terminalesi kalin olan bir hasta alt-grubu
mevcuttur. Tek radyolojik bulgusu kalin filum terminale olan ve akut olarak gelisen radikller bel agrisi olan olguyu
sunmaktayiz. GOS’un lumbar radikilopatiyi taklit edebilecegi ve normalden asagida yerlesimli konusun GOS tanisi
icin tek manyetik rezonans goriintiileme bulgusu olmadidi akilda tutulmalidir. Kalin filum terminale de GOS bulgular
ile ortaya ¢ikabilir.

Anahtar Sozciikler: Filum terminale, bel agrisi, konus medullaris, gergin omurilik sendromu.

Abstract

Tethered cord syndrome (TCS) once considered as a disease of childhood, also might be encountered in the adult
patients. There is a subgroup of patients with normal lying conus medullaris, but thicker filum terminale. We present
an acutely presenting case with radicular low back pain having thick filum terminale as the sole radiologic finding. It
should be kept in mind that TCS might mimic lumbar radiculopathy and low-lying conus should not be considered as

the sole MRI finding for the diagnosis of TCS. Thick filum terminale may also present with the symptoms of TCS.

Keywords: Filum terminale, low back pain, conus medullaris, tethered cord syndrome.

Girig

Gergin omurilik sendromu (GOS) bir gocukluk hastalig
olarak kabul edilmektedir, ancak manyetik rezonans
gorintilemenin (MRG) yaygin kullanimina paralel olarak
erigkin olgularda da insidental bir anomali olarak
karsimiza ¢ikmaya baslamistir. Bu sendromun gorilme
sikligi hakkinda literatirde herhangi bir veriye rastlan-
mamistir ve erigkin hastalarda oldukga nadir bir durumdur
(1). Bu yluzden geg fark edilebilir. Van Leeuwen ve ark.
(2), MRG’nin yaygin kullanimina ragmen tanida ortalama
7 yilhk bir gecikme oldugunu goéstermiglerdir. Siklikla,
GOS'u olan erigkin hastalar “iyilesmeyen bel agrisi” veya
diger spinal problemler ile yanlis tani alir (3). Asagi
yerlesimli konus degerli bir radyolojik bulgudur, ancak
¢ocukluk déneminde asemptomatik olan bir hasta alt-
grubunda kalin filum terminale tek radyolojik bulgudur.
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Istanbul, Turkiye
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Tek radyolojik bulgusu kalin filum terminale olan ve akut
olarak gelisen radikiler bel agrisi olan olguyu
sunmaktayiz.

Olgu Sunumu

46 yasinda erkek hasta fizik tedavi ve rehabilitasyon
poliklinigimize son tg¢ gindir olan sol tarafli bel agrisi ile
basvurdu. Gorsel analog skalasina gére hasta agrisini
10/10 olarak tanimladi. Agrisinin sol bacaga uzandigini
ifade etti. Uriner veya fekal inkontinansi yoktu.
Muayenede diiz bacak kaldirma testi sol tarafta negatifti,
ancak 90 derecelik kalga fleksiyonunda agri ve gerginlik
tanimhyordu. Lomber hareketler fleksiyon ve ekstansi-
yonda belirgin olmak Uzere tim vyoOnlerde sinirli ve
agriliydi. Nérolojik muayenede sol basparmak ekstan-
sorlerinde ve kalca abdiktérlerinde hafif dizeyde
zayiflama gorildu. Alt ekstremite refleksleri normaldi ve
Babinski bulgusu negatifti. MRG incelemesi 0.5 Tesla
sistemde (Siemens, Erlangen, Almanya) ile gergekles-
tirildi. Aksiyel ve sagital planlarda T1 ve T2 agirlikh
kesitler ile koronal short-tau inversion recovery (STIR)
sekansi elde edildi. Hastanin MRG’sinde skolyoz ile
normal yerlesimli (D12-L1) konus géruldu, ancak filum
terminale normalden kalindi (8 mm) (Sekil-1 a,b).
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Hastadan beyin cerrahisi ve sinir hastaliklar
konstltasyonu istendi, ancak hasta sonrasinda takibe
gelmedi.

Hastadan tibbi verilerinin yayinlanabilecegine
yazili onam belgesi alindi.

iliskin

Sekil-1. a,b. Sagital T1 (a) ve T2 (b) agirlikli MR imajlarinda L1
dizeyinde normal yerlesimli  konus medullaris
gorilmekte.  Filum terminale L5-S1  dizeyinde
normalden kalindir (8 mm).

Tartisma

Kalinlasmis (>2 mm) veya yagh filum terminale ve asagi
yerlesimli konus medullaris GOS tanisinda ana radyolo-
jik bulgulardir (4). Eger konus L2 vertebra dizeyinin
asagisinda sonlanirsa, radyolojik tani asagi yerlesimli
konustur (5). Eskiden asagi yerlesimli konus GOS tanisi
icin zorunluydu, ancak son zamanlarda bazi klinisyenler
kuguk bir hasta grubunun bu kriteri karsilamadigini kabul

Kaynaklar

etmistir (6). GOS’u olan gocuk ve eriskinlerin % 18’inde
spinal kordun kaudal ucu normal yerindedir (7). Ek
olarak, normal gorinimli filum terminalesi olan GOS

hastalarinda patolojik somatosensoriyel uyariimig
potansiyeller tanimlanmigtir (5). GOS’da ndrolojik
bulgular  siklikla  spesifik  myotomal/dermatomal

Bunun sebebi
kordun cesitli

paternlere uymaz.
lezyonlarin  spinal
olmayan bir sekilde dagimasidir (8). Bu tanida
zorluklara yol acabilir ve bazi hastalar Iumbar
radikulopati veya dider spinal bozukluklar tanisi alabilir.
Gergek radikller agri nadirdir. Mesane fonksiyonunda
bozulma sik bir bagvuru gikayeti olarak bildirilmistir,
ancak bizim hastamizda inkontinans yoktu. Skolyozu
olan veya ilk belirtisi bacak/bacaklarinda agrisi olan
hastalarda mesane disfonksiyonu olmadigi daha 6nce
bildirilmigtir (9).

biyik olasilikla
seviyelerinde esit

Bulgu ve belirtilerinin slresi daha az olan hastalarda,
gergin omuriligin serbestlestirimesi sonrasi agrida
belirgin rahatlama ve motor, sensoriyal ve mesane
fonksiyonlarinda hizla iyilesme gorilir (8). Uzun surel
sonuglarin degerlendirildigi bir calismada, bel agrisi ve
bacak agrisi ile bagvuran hastalarin gogunda (sirasiyla
% 78 ve % 83) diizelme tanimlanmistir (10).

GOS’un lumbar radikilopatiyi taklit edebilecegi ve
normalden asagida yerlesimli konusun, GOS tanisi igin
tek MRG bulgusu olmadigi akilda tutulmahdir. Kalin
filum terminale de GOS bulgulari ile ortaya gikabilir.
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Komplike Fournier gangreninde multidisipliner yaklagim
Multidisciplinary approach for complicated Fournier gangrene
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Fournier gangreni perineal ve genital boélgelerden baslayarak fasya boyunca yayilan enfeksiy6z bir hastaliktir.
Tedavide gecikme ve yetersiz debridmanlar hastaligin 6limcil seyretmesine sebep olabilir. 23 yasinda erkek hasta,
gluteal ve skrotal bolgeyi tutan kétu kokulu, akintili lezyon nedeniyle basvurdu. Sol bacadinda renk degisiklidi vardi.
Hasta basvuru aninda septik sokta idi. Gluteal ve skrotal bolgeyi iceren debridman sonrasi hastanin genel durumu
dizelmedi. Bacaktaki lezyonun Fournier gangrenine bagh oldugu disinilmesinin ardindan, skrotumdan ayakucuna
kadar yapilan ¢ok genis bir debridman sonrasi iyilesme g6zlendi. Daha sonra rekonstriktif girisim uygulandi. Fournier
gangreninde ana lezyondan uzakta bile olsa tim lezyonlarin debridmani ve bu hastalarin, anesteziyoloji ve
reanimasyon, Uuroloji, kadin hastaliklar, plastik ve rekonstriktif cerrahi uzmanlari ile birlikte multidisipliner bir
yaklagimla tedavisi gerekir.

Anahtar So6zciikler: Fournier gangreni, nekrotizan fasiit.
Abstract

Fournier gangrene is an infectious disease originates from perineal and gluteal region spreading throughout the
fascia. Life threatining results can be seen due to insufficient debridation or delay in treatment. A 23-year-old male
patient admitted to hospital with an effusive lesion around gluteal and scrotal area which has a bad smelling. There
was a color change at the left leg. He was in septic shock status. General condition of patient didn’t change after
debridation of gluteal and scrotal region. Consideration of the lesion as Fournier gangrene, wide debridation from
scrotum to toe secondary was performed and improvement was observed. Afterwards reconstructive approach was
applied. Debridement of all lesions even if they are apart from Fournier gangrene area is essential and these patients
should be treated with multidisciplinary approach including general surgery, anesthesiology and reanimation, urology,
gynecology, plastic and reconstructive surgery specialists.

Keywords: Fournier gangrene, necrotizing fasciitis.

Girig Bu makalede, septik bir tabloda bagvuran, yapilan
yetersiz cerrahi girisim sebebiyle durumunda diizelme
olmayan ve sonrasinda tekrar opere edilen yaygin
tutulumlu bir Fournier gangreni olgusu sunulmaktadir.
Genel cerrahi, plastik ve rekonstriuktif cerrahi,
anesteziyoloji ve reanimasyon uzmanlarinin multidisipliner
yaklasimi ile hastaya yapilan girisimler aktariimaktadir.

Fournier gangreni perineal bdlgeden baslayarak fasya ve
cevresindeki yumusak dokunun nekrozu ile karakterize
enfeksiydz bir hastaliktir (1). Hizli ilerleyebilen ve 6lumcdil
seyredebilen bu hastalikta erken tani ve erken cerrahi
girisim c¢ok o6nemlidir. Hastallk perineal ve genital
bélgelerden baslasa da tiim fasya boyunca ekstremiteye,
intraabdominal alana ve retroperitoneal alana uzanabilir.  Olgu Sunumu
Tedavide gecikme veya tam olmayan debridmanlar

hastaligin 6limcul seyretmesine sebep olabilir (2,3). 23 yasinda erkek hasta 1-2 glndur olan ates, genel

durum bozuklugu, kalga agrisiyla bagvurdu. Hastanin
6zgec¢misinde herhangi bir hastalik, cerrahi girisim ya da

Yazigma Adresi: Burhan Mayir travma yoktu. Bagvuruda TA: 70/50 mmHg, Nabiz
Antalya Egitim ve Arastirma Hastanesi, Genel Cerrahi Klinigi, ~ 110/dk, Ates: 39.6°C idi. Sol gluteal bdlgeden

Antalya, Tarkiye - baslayarak skrotuma kadar uzanan, kot kokulu,
Makalenin Gelig Tarihi: 01.02.2015  Kabul Tarihi: 20.04.2015
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nekrotik alanlar iceren akintili lezyon izlendi. Laboratuvar
incelemelerinde patolojik olarak BUN 62 mg/dL, kreatinin
1.5 mg/dL, LDH 270 U/L, I6kosit 6900/mm? (ntrofil
%92.3), CRP 341 mg/L olarak bulundu. Fournier
gangrenine bagl septik sok tanisiyla operasyona alindi.
Gluteal ve skrotal bdlgedeki tim nekrotik dokular
testisler acikta kalacak gsekilde cikarilarak genis
debridman uygulandi. Anlis ¢evresinin korunmus olmasi
sebebiyle kolostomi agilmadi. Yara yeri pansumanla
kapatilarak yogun bakimda takibe alindi. Yogdun
bakimda entlibe olarak takip edilerek, norepinefrin,
dopamin, dobutamin tedavisi baslandi. Enfeksiyon
hastaliklari  6nerisi  dogrultusunda ampirik olarak
daptomisin 1x350 mg/giin iV, meropenem 3x500 mg/giin
iV, klindamisin 4x600 mg/giin baslandi.

Sekil-1 a.Fournier Gangreni igin kasiktan ayak ucuna kadar

yapilan genis debridman, b. Skrotum ve bacaktaki
yaralarin rekonstriiksiyon sonrasi gérunumda, c. Bacaktaki
yaralarin rekonstriiksiyon sonrasi gérinimdi.

Yodun bakimda ameliyat sonrasi birinci gin I6kosit
2800/mm?®, PLT 63000/mm?3, D-dimer 1270, fibrinojen
476, BUN 58, kreatin 1.35, albiimin 1.8 olarak saptandi.
Hastanin septik sok tablosunda belirgin dizelme
izlenmedi. Ates yuksek seyrederken, inotrop destege
ragmen TA dislk seyretti. Takiplerde trombosit
11000/mm*e kadar geriledi. Debridman yapilan bdlgede
nekrotik doku izlenmemekle birlikte sol alt ekstremitede
uyluktan ayak dorsaline kadar uzanan renk degisikligi
izlenmeye baslandi. Hastanin takiplerde atesi 40°C'ye
kadar yukseldi. Derideki renk degisikliginin deri nekrozu
sekline doénlismeye baglamasi sonrasi, bu durumun
nekrotizan fasiite bagl oldugu duslintlerek hasta ilk
operasyon sonrasi 5. gun tekrar opere edildi.
Operasyonda sol bacak uyluk i¢ kisimdan baslayarak
ayak parmaklarina kadar uzanan fasyal nekroz izlendi.
Tdm nekrotik dokular cikarilacak sekilde cok genis
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debridman yapildi (Sekil-1a,b,c). Ikinci operasyon
sonrasi yodun bakim izlemlerinde hastanin genel
durumunda diizelme izlendi. Besinci giin inotrop destegi
tamamen kesildi, 10. giin ekstlbe edildi. Takiplerde yara
yerinde belirgin iyilesme gozlendi.

Servis izleminde tamamen enteral beslenebilen hastaya
glnlik kuru gazli bez ile pansumanlar devam edildi.
Antibiyotik tedavisi 21 gun sirdiruldi. Daha sonra
seftriakson 2x1 g/giin baslandi. Genel durumunun iyi
olmasi ve yara yerinde belirgin granllasyon gelismesi
Uzerine, yara yeri rekonstriksiyonu amaciyla Plastik ve
Rekonstriktif Cerrahi klinigine devir edildi. Rekonstrik-
siyonda Oncelikle testislerin kapatiimasi planlandi.
Testisler Uzerindeki fibrotik, graniile dokular debride
edildikten sonra sad uyluk medialinden yapilan medial
sirkimfleks femoral arter bazli ada flep kaldirilarak
testislerin tzeri kapatildi. Flep dondr alani primer onarildi.
Ayni seansta bacaktaki fibrotik granile alanlar kirete
edildi. Derinin dekole oldudu yerlerde deri alti ve alttaki
kas Uzeri kurete edildi ve bodylece derinin tabana
yapismasi saglandi. Acik yaralar suturlerle daraltilabildigi
kadariyla daraltildi. Operasyon sonrasinda uyluk ve
bacaktaki doku defekti alanlarina gunlik antibiyotikli
meslerle glnlik pansuman yapildi. Flebin testislere tam
olarak yapismasi icin 1 hafta beklendi. Ikinci seansta
saglkl sag uyluk ve bacaktan dermatomla deri grefti
alindi. Greftle uyluk medial stperioru hari¢ tim alanlar
greftlendi. Operasyon spinal anestezi altinda yapildidi ve
anestezik alanda greft alacak yer kalmadigi icin uyluk
sliperiomediali agik birakildi. Greft donér alani
iyilestikten sonra, 3. operasyonda uyluktan daha 6nce
greft alinarak epitelize olmus dondér alandan tekrar greft
alindi ve uyluk medial suUperiorundaki acgik alan
greftlendi. Takibinde hastanin tim greftleri sorunsuz
olarak iyilesti.

Hastadan tibbi verilerinin yayinlanabilecegine
yazili onam belgesi alindi.

iligkin

Tartisma

Hastaligin mortalitesi ginimizde teshis ve tedavi
yontemlerindeki gelismelere ragmen %16-40 arasinda
degismektedir (4). Tedavide, agresif hemodinamik
stabilizasyon, parenteral genis spektrumlu antibiyotikler ve
acil ve agresif cerrahi debridman uygulanmaldir (10).
Fasyal nekroz hizinin saate 2-3 cm kadar ylksek
olabildigi dustnuldugiinde erken cerrahi girigsimin ne kadar
6nemli oldugu anlagiimaktadir (5). Hastamizda da ilk
cerrahi girisimin erkenden yapilmasina karsin bacaktaki
fasiitin ilk operasyonda gorilmemesi, sonrasinda bunun
tim bacada hizla yayilmasi sebebiyle hasta septik sok
tablosundan gikamamig, ancak ikinci operasyondan sonra
diizelme saglanmistir. Canbaz ve ark. (4) ¢alismalarinda,
tedavi dncesi gecen slrenin dlimcul seyreden olgularda
anlamli sekilde uzun oldugunu ve bu sure bes gunu
astiginda mortalitenin arttigini bildirmektedirler.

Ege Tip Dergisi



Cerrahideki amag tim nekrotik dokular ¢ikarmak, bdylece
nekroz ve enfeksiyonun ilerlemesini durdurmak, sistemik
toksisiteyi azaltarak sepsisi 6nlemektir. ilk debridmandan
sonra hastanin klinik-laboratuvar bulgularinda dizelme
saptamazsa halen nekrotik dokunun bulundudunu ya da
intraperitoneal, retroperitoneal yayillim olabilecegi dusu-
nulmelidir. Bizim olgumuzda ilk debridman sonrasi
hastanin durumunda beklenen dizelme olmamis,
sonrasinda bacaktaki patolojinin saptanmasiyla gerekli
girisimin yapiimasi ile hastanin durumunda belirgin
diizelme izlenmigtir. Olgumuzdaki gibi erken dénemdeki
belirgin olmayan deri lezyonlari taniyi zorlastirarak
hastaligin atlanmasina yol agabilmektedir. Bu ylzden
esas patolojik bélgeden uzakta bile olsa deride saptanan
lezyonlarin  Fourneir gangrenine bagli olabilecegi
dusunulmeli, genis debridanman yapiimalidir.

Fournier gangreninde, anorektal boélge ve sfinkter
tutulmussa, ¢ok genis perineal yaralar varsa veya fekal
kirlilik varsa kolostomi agilmasi dnerilmektedir (1). Oztiirk
ve ark. (6), kolostomili veya kolostomisiz olgularin benzer
klinik sonuglara sahip oldugunun bildirmigtir. Hastamizda
anal bdlgenin korunmus olmasi sebebiyle kolostomi
acllmamigtir. Yara yerinde iyilesme sonrasi o bdlgenin

Kaynaklar

rekonstriksiyonu 6nemlidir. Kiguk vyaralarin sekonder
iyilesme ile kapanmasi mumkin olmakla birlikte buylk
caph yaralarda greft uygulanmasi gerekebilmektedir. En
cok tercih edilen yontem split-thickness deri greftleridir (7).
Skrotum rekonstriiksiyonu igin ise i¢ uyluk flebi, pediklli
derin inferior epigastrik perforatér flep, anterolateral uyluk
flebi, medial sirkumfleks femoral arter perforatér flebi gibi
farkli flep gesitleri kullanilabilir. Medial sirkumfleks femoral
arter perforator flebinin, diger perforator fleplere gore
skrotuma kolaylikla uzatilabilme, skrotal kivrimlarin uygun
sekilde yapilabilmesi, donér alaninda minimal iz birakmasi
gibi avantajlani vardir (8). Yara kapanmasinda diger
segenekler vakum yardimli kapama ve hiperbarik oksijen
tedavisidir (9,10). Sonug olarak, hizh ilerleyen, olimcil
seyredebilen hastalikta erken ve genis debridman
uygulanmalidir. Bu hastallk sadece gluteal ve skrotal
bolgeyi tutan basit bir enfeksiyonu olarak gorilmemeli,
sUphelenilen tim lezyonlarin agilarak goérulmesi, radikal
debridmani saglanmalidir. Bu hastalarin genel cerrahi,
plastik ve rekonstriiktif cerrahi, Uroloji, kadin hastaliklari,
anesteziyoloji ve reanimasyon uzmanlari ile birlikte
multidisipliner bir yaklagimla tedavisi yapilmalidir.
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Akut apandisiti taklit eden primer omentum torsiyonu
Primer omental torsion mimicking acute appendicitis
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Primer omentum torsiyonu (POT), genellikle obez erkeklerde rastlanilan akut batinin az goérilen bir nedenidir.
Cocukluk déneminde c¢ok nadir karsilasilan bu durum, akut apandisite ¢ok benzedigi icin preoperatif tani koymak
zordur. Bu yazida, iki ginden bu yana devam eden karin agrisi, ates ve kusma nedeniyle hastaneye basvuran 11
yasinda bir erkek ¢ocugu sunulmaktadir. Fizik muayenede, sag alt kadranda hassasiyet mevcuttu. Beyaz kiredeki
yukselme diginda, ayakta direk batin grafisi ve karin ultrasonografisinde 6zellik yoktu. Apandisit 6n tanisi ile sag alt
kadrana yapilan transvers kesi ile yapilan laparotomide, apendiksin normal oldugu ancak sag iliak fossada
omentumun dénmus oldugu tespit edildi. Batin i¢i serbest sivi diginda bagka bir patolojik patolojinin olmadigi tespit
edildikten sonra hastaya apendektomi ve omentektomi yapildi. Postoperatif komplikasyon yasanmadi. Her ne kadar
nadir rastlanan bir durum olsa da, akut apandisit i¢in laparotomi yapilan hastalarda, apendiks normal ise, omentum
torsiyonu olabilecegi g6z ardi edilmemelidir.

Anahtar Sozciikler: Primer omentum torsiyonu, akut apandisit, cocuklar.
Abstract

Primary omental torsion (POT) is a rare cause of acute abdomen usually seen in the obese men. It is very rarely
seen in the childhood, and as it mimicks acute appendicitis, preoperative diagnosis is difficult. In this report, we
present a eleven-year-old boy admitted to the hospital with abdominal pain, fever and vomitting lasting for two days.
Physical examination revealed tenderness in the right lower quadrant. White blood cell account was raised, whereas
direct abdominal graphy and ultrasonography were normal. The patient was prediagnosed as acute appendicitis, and
a transverse laparotomy incision was made. Appendix was normal but omental torsion was seen in the right iliac
fossa. There was not any pathologic lesion other than free fluid in the abdominal cavity. Appendectomy and
omentectomy was performed. No postoperative complication was noted. Although torsion of the omentum is a rare
cause of acute abdomen; it must not be abscent of the surgeon mind when the patients undergoing laparotomy for
acute appendicitis, t should not be kept in mind.

Keywords: Primary omental torsion; acute appendicitis; children.

Girig Hastalidin ge¢ ddnem komplikasyonlari ise abse, adezyon
ve sepsisdir. Klinik Ozellikleri ve laboratuar bulgulari
bakimindan akut apandisite ¢gok benzedigi igin gocukluk
caginda, preoperatif tani koymak zordur (3,4). Bu ylzden
tani, cogu zaman laparatomi esnasinda konulur. Obezite,
POT'a yatkinhgi artiran en 6nemli risk faktori olarak kabul
edilebilir (4). Her ne kadar bazi yazarlar tarafindan
konservatif yaklagimin basarili olacagi ileri strdlmis olsa
da, POT'da iskemik omentumun eksizyonu ideal tedavidir

Akut batinin az rastlanan bir nedeni olan primer omentum
torsiyonu (POT), ¢ogu zaman yasaminin doérdincd,
besinci dekadindaki obez erkek hastalarda gérdlir (1).
Cocuklarda ise son derece nadirdir (2). POT, omentum
majusun kendi uzun ekseni boyunca dénmesi sonucu
gelisen, hemorajik iskemik infarkt ve yag nekrozu ile
karakterize bir hastaliktir. Omentum infarkti, tam olarak
inflamatuar  slrecin  retraksiyon, fibrozis, komplet

rezoliisyonu ya da kendiliginden amputasyonuna denir. (5.6). Bu calismamizda akut apandisit nedeniyle
laparotomi yapilan bir ¢ocukta primer omentum torsiyonu

olgusunu literattir ile birlikte degerlendirdik.
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devamli ve yayillim gdstermeyen sag alt kadran agrisi
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nedeniyle kabul edilen 11 yasindaki erkek cocugun
semptomlarina, yatisinin 24. saatinde ates, bulanti ve
kusma sikayetleri de eklendi Fizik muayenede sag alt
kadranda hassasiyeti mevcut olup, diger sistem muaye-
neleri dogaldi. Agirlik 59 kg (>97p) boy 148 cm (75p)
Olculdli. Ayakta direk karin grafisi ve ultrasonografide
(USG) patolojik bulguya rastlanmadi. Beyaz kire
14X10° CRP 0.68 idi. Apandisit 6n tanisi ile sag alt
kadrana transvers kesi ile yapilan laparotomide,
intraperitoneal seroz igerikli sivi  aspire edildi.
Eksplorasyonda, nekrotik sert kitle gorinimindeki
omentumun 720 derece torsiyone oldugu, distalinden
herhangi bir yere yapisik olmadigi gorildi (Sekil-1a,b).
Apendiksin normal oldugu, ek baska patolojik lezyonun
olmadigi tespit edildikten sonra apendektomi ile nekroze
olan omentumun vaskiler pedikuline klemp konularak
parsiyel omentektomi yapildi. Peritoneal kiltirde Greme
tespit edilmedi. Histopatolojik degerlendirmede, omental
kitlenin vaskuler konjesyonu, hemorajik iskemik nekrozu
ve non-spesifik inflamasyonu ile normal apendiks
vermiformis tespit edildi. Postoperatif komplikasyon
yasanmayan hasta, yatiginin dérdlinct gunlnde taburcu
edildi.

Hastanin ebeveynlerinden tibbi verilerinin yayinlanabile-
cegine iligkin yazili onam belgesi alind1.

Sekil-1. a.Torsiyone omentumun nekrotik gori-
ndma. b. Omentumda  hemoraji,
konjesyon ve non-spesifik inflamasyon
izlenmekte (H&E x40).
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Tartigsma

Omentum torsiyonu, omentum majusun perfiizyonunun
bozulmasi sonucu gelisen bir durum olup ilk kez 1889’da
tanimlanmistir.  Primer ya da sekonder olabilir.
Omentumun, batin iginde bir patolojik durum olmadan
kendi ekseni etrafinda dénmesine ise POT denir ve
vakalarin {gte birini olusturur. Insidansi yaklasik %0.18
olarak kabul edilir. Olgularin sadece %15’ pediatrik yas
grubundadir. Etiyolojisi tam olarak netlik kazanmamig
olmasina ragmen; omentum pedikilinin anatomik
varyasyonu ve bifid ya da aksesuar omentum gibi
malformasyonlari, 6zellikle de obez hastalardaki
omentumun yagd dagilimindaki lokal degisiklikler,
omentumun vaskiler anomalileri, travma, asiri yemeye
bagl peristaltizmindeki artis, fazla efor sarfetme, ani
pozisyon degisikliginden kaynaklanan karin i¢i basing
artisi, patogenezde vyer aldigi disundlen faktorler
arasindadir. Obezite, hastalarin yaklasik %70'inde bu
hastaliga yatkinlik olusturan nedendir (4). Sekonder
torsiyon, primer olana gére daha yaygindir. Bu durum
altta yatan kist, adezyon, herni kesesi gibi karin igi
patolojinin bir sonucu olarak meydana gelir (7). POT'u
olan bir hasta, genellikle aniden baslayan sag alt
kadranda agdri ve hassasiyet ile basvurdugu igin akut
apandisiti taklit ederler. Adri lokalizasyonunun, torsiyone
olan omentumun boyutuna bagl olduguna ve fizik
muayenedeki hassasiyetin ise omentumun tutulan
segmentinin lokalize oldugu saha ile uyumlu olduguna
inanilir. Bizim olgumuzda da sad alt kadran agrisi
tabloya eslik etmekteydi ve literatlirle uyumlu olarak
obezdi. Orta derecede |6kositozu mevcuttu. Klinik tablo
akut apandisite ¢ok benzedidi igin preoperatif tani
koymak cok zordur (8). Ayirici tanida yer alan diger
hastaliklar kolesistit, over kist torsiyonu ve perfore peptik
Ulserdir. USG ve BT tani koymada bazen basarili olup,
konservatif tedaviye olanak saglayabilir (9).

USG'de ozellikle de hassasiyet olan bdlgede, karin 6n
duvarinin hemen altinda, komprese edilemeyen, oval
sekilli, hiperekoik solid kitle ve bunu cevreleyen
hipoekoik bir halka saptanabilir. Yine USG'de apendiks
normal saptanirken minimal asit bulunabilir. Bizim
olgumuzda ise USG’'de minimal asit diginda patolojiye
rastlanmamigti. BT'de asendan ve transvers kolon
seviyesinde hiperintens genis ovoid yag tabakasi ve
cizgisel hiperintens gorinim saptanabilir. Klinigimizde
olguya BT cekilmedi. Apendiks normal iken, batin ici
serbest sivi olmasi, primer omentum torsiyonu olasiligini
distndlirmelidir. Omentum torsiyonunun esas olarak
tedavisi tutulum gdOsteren omentum segmentinin
rezeksiyonudur. POT komplikasyonlari; omental nekroz,
peritonitis, barsak tikanikligi, adezyon ve sepsistir (10).
POT tedavisinde goris birligi henliz saglanamamigtir.
Bazi yazarlar, gelisebilecek komplikasyonlar nedeniyle
cerrahi tedavi yapilmasi gerektigini distnurken, bazilari
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da, gec komplikasyonlarin aslinda zannedildigi kadar
fazla olmadidini ve konservatif tedavinin basarili olacagini
savunmaktadir. Ancak, cerrahi rezeksiyonda agrinin
giderilmesi daha kolaydir ve iyilesme daha hizlidir.
Hastanedeki yatis slresi daha kisa olup, sepsis gelisme
olasihgi da daha dusuktir. Medikal tedavide ise sepsis,
abse ve karin igi adeziv bant gelisme riski cerrahi

tedaviden daha yiksektir. Son yillarda laparoskopik
yaklasimin POT'un hem tani hem de tedavisinde etkili
oldugu kabul edilmektedir. Omentum torsiyonu, gocuk yas
grubunda akut batinin her ne kadar nadir rastlanan bir
nedeni olsa da, akut apandisit igin laparotomi yapilan
hasta da apendiks normal ise, omentum torsiyonu
olabilecegdi g6z ardi edilmemelidir.
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Pseudomonas aeruginosa as a cause of septic arthritis after a sewing needle
injury

Dikis ignesi ile yaralanma sonrasi gelisen septik artrit nedeni olarak pseudomonas
aeruginosa
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Abstract

We report the case of 12 years old healthy boy with septic arthritis after a sewing needle injury on his knee.
Radiological examination revealed a metallic foreign body in the medial femoral condyle. The case was diagnosed as
septic arthritis according to clinical, radiological and laboratory findings. The patient immediately underwent
arthroscopic debridement and needle was removed. As the culture result revealed Pseudomonas aeruginosa at the
second day postoperatively, antibiotic treatment was started and continued for six weeks. The postoperative course
was uneventful and joint function returned to normal.

Keywords: Septic arthritis, knee, arthroscopy, treatment.
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Bu yazida 12 yasinda saglikli erkek bir olguda dikis ignesi ile yaralanma sonucu dizde gelisen septik artrit
sunulmaktadir. Olgunun radyolojik incelemesinde femur medial kondilde metalik yabanci cisim gézlendi. Olguya
klinik, radyolojik ve laboratuvar incelemeleri sonucu septik artrit tanisi konuldu. Hemen artroskopik debridman
yapilarak yabanci cisim ¢ikartildi. Cerrahi sonrasi ikinci glinde kliiltlir sonucu Pseudomonas aeruginosa seklinde

bildirilen olgunun antibiyotik tedavisi baslandi ve 6 hafta devam edildi. Postoperatif dénem sorunsuz seyretti,
hastanin eklem hareketleri normale dénd(i.

Anahtar Sézciikler: Septik artrit, diz, artroskopi, tedavi.

The knee is the most common site of septic arthritis,
followed by the shoulder, hip and ankle (3). The many
treatments advocated to date include repeated non-
operative needle aspiration, open surgical synovectomy
and arthroscopic management by joint lavage with or
without synovectomy. The indications of arthroscopic
treatment in septic arthritis of native joints remain ill-

Introduction

Septic arthritis (SA) is relatively uncommon in childhood.
The most common causative organism for SA is
Staphylococcus aureus, with a prevalence of
approximately 50% (1). This bacterium is the most
commonly found in all age groups, with the exception of

children younger than two years of age. Pseudomonas ~ defined, most notably regarding the criteria for
aeruginosa rarely causes SA. SA caused by Performing repeat arthroscopic lavage (4). We report the
Pseudomonas  aeruginosa  usually occurs in case of a twelve-years-old healthy boy, who was
immunocompromised  patients,  intravenous drug ~ admitted three days after being injury by a sewing

abusers, patients who have suffered traumatic events or ~ needle.

in those undergoing invasive procedures (2). Case Report

A twelve-year-old healthy boy was admitted to the

Corresponding Author: Alper Cirakli pediatric emergency department with fever, pain and
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swelling in his right knee. His mother was a tailor and
she reported that three days prior to admission he had
tripped over a bunch of cloths. At that time minimal pain
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and swelling has been observed in the area of his right
knee, then last two days he had fever over 38 °C with
limping caused by severe knee pain increased gradually
with movement and swelling. Physical examination on
admission showed a febrile patient in a good condition.
His right knee was warm, swollen and tender
considerable limitation of active (45°) and passive (35°)
range of motion was noted. Blood leukocyte count was
11.4x10° cells/mL with 76% neutrophils. Erythrocyte
sedimentation rate was 124 mm/h. Radiographs of the
knee showed a metallic foreign body in the medial
femoral condyle (Figure-1a). An arthrocentesis yielded
110 mL of purulent, viscous and yellowish fluid. Direct
microscopic examination of the fluid revealed many
polymorph nuclear leukocytes but no bacteria.
Laboratory examination of the joint fluid showed 100.2 x
10° leukocytes/ml with 79% neutrophils. Biochemical
analysis of the joint fluid showed increased, glucose
level compared to blood glucose level and increased
lactose dehydrogenase (LDH) level.

Figure-1. a. Radiography of the knee showed a metallic foreign
body, b. an arthrocentesis yielded of purulent fluid, c.
the removed foreign body.

The case was diagnosed as SA. The patient underwent
arthroscopically joint debridement with joined irrigation
up to 3 L and foreign body was removed (Figure-1b,c).
Vancomycin 40 mg/kg/day and Piperacillin/Tazobactam
200 mg/kg/day were given to patient intravenously as an
empiric antibiotic therapy. The patient remained febrile
till to postoperative 48 hours. Swelling decreased but
there was still a limited range of motion and no further
clinical improvement. As the culture result revealed
Pseudomonas aeruginosa at the second day
postoperatively, antibiotics  were revised as
Piperacillin/Tazobactam and continued to 6" week. The
patient remained hospitalized for one further week. The
postoperative course including eight week follow-up
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examination was eventful and joint functioning returned
to normal.

Written informed consent was obtained from the parents
of the patient for publishing the individual records.

Discussion

Balabaud et al. (4) described a significantly higher
treatment success rate in patients treated with
arthroscopy, but the effect was linked to a shorter delay
in surgery. The study which compared open and
arthroscopic treatment of septic arthritis of the wrist also
found a significantly higher treatment success rate in the
arthroscopy group (5).

SA often occurs in children younger than 5 years of age
and the male to female ratio is approximately 2:1 for this
disease. The majority of bone and joint infections
resulted from hematogenous dissemination; it less
frequently follows penetrating wounds or various medical
and surgical procedures (arthroscopy, prosthetic joint
surgery, steroid injection into joint cavity and various
orthopedic and surgical interventions) (6). Arthritis
caused by foreign body is a well-known medical
emergency especially among children (7). It has been
described following injuries from several kinds of plants
in tropical areas, but a sewing needle was not described
(8).

Pseudomonas aeruginosa thrives not only in normal
atmospheres but also in hypoxic atmospheres and thus,
has colonized many natural and artificial environments.
Inappropriate growth media and inaccurate identification
methods could be the reason for negative results in
culture identification (9). Therefore the use of methods
capable of recognizing Pseudomonas aeruginosa is
recommended when a history of any metallic object
penetration through the joint exists. Being suspicious is
always preferable when a penetration joint with a foreign
body exists. Although on ultrasound or magnetic
resonance imaging examination should be used identify
and locate suspected foreign non-metallic bodies but X-
ray imaging must be done when metallic foreign body
suspected. Removal of the foreign body by arthroscopy
combined with intravenous antibiotic therapy seems to
be the most effective and appropriate treatment to
achieve complete recovery.
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Sox2 proteini, farkllasmamis erken embriyo kok hicrelerinin ve cesitli yetiskin kok hicrelerinin  gelisimi ve
devamliliginin diizenlenmesinde rol oynayan bir transkripsiyon faktéridir. Sox2, diger pluripotensi faktorleri gibi post-
transkripsiyonel ve post-translasyonel degisimlere ugramakta, boylece DNA’ya baglanma aktivitesi degisebilmektedir.
Sox2, kanser hicrelerinin gogalmasi, invazyon, gé¢ ve metastazinda, timér hiicre ve kok hiicre statlisiinin
devaminda, hiicresel programlama, apoptoz ve kemodireng gelisimi gibi pek ¢ok kanser asamasinda yer almaktadir.
Bazi farkli bulgulara karsin c¢ogunlukla Sox2’nin kanser hicrelerinde anti-apoptotik bir faktér olarak calistig
konusunda uzlagsma vardir. Bu derlemede, Sox2'nin kdk hiicre devamlilgi, farklilasmasi ve sinyal iletimindeki
rollerini, bunun yaninda gen c¢ogalmasiyla onkojenik 6zelligi kazanmasini ve molekiiler hedef olarak kullaniima
potansiyelini de kapsayan ¢ok yonli 6zelliklerini kisaca tartisacagiz.

Anahtar Sozciikler: Sox2, kanser.

Abstract

Sox2 protein is a transcription factor which is important for the maintenance and regulation of the permanence of
undifferentiated embryonic and adult stem cells. Like the other pluripotency factors, Sox2 can be regulated by post-
transcriptional and post-translational modifications which affect its binding ability to DNA. Sox2 involves in many
cellular events in the initiation and progression of tumorigenesis such as proliferation of cancer cells, invasion,
migration, metastasis, maintenance of stem like state of cancer stem cells, cellular programming, apoptosis and
chemoresistance. Although there is a confliction, it is generally accepted Sox2 is an anti-apoptotic factor in cancer
cells. In this review, we discuss the roles of Sox2 in the presence of cell stemness, differantiation and signal
transduction. Also, we underline its multifunctionality with discussing Sox2 gaining oncogenic properties by
amplification therefore having the potential to be used as a molecular target.

Keywords: Sox2, cancer.

Sox2 Geni ve Proteini Sox2, SOX2 overlapping transcript (SOX20T) denilen
SRY-iliskili HMG-box (SOX) ailesinin bir (iyesi olan bagka bir genin intronu iginde yer alan, intronsuz (tek
ekzondan olusan) bir gendir (6,7). SOX20T, protein

Sox2, hicre farkhlagsmasinin ve embriyo gelisiminin
kodlamayan ve Sox2’nin transkripsiyonunun diizenlenme-

dizenlenmesinde rol oynayan bir transkripsiyon ) N ) ) X
faktoridar (1). Omurgalilarda temelde B, C, D, E ve F sinde roli olabilen bir IncRNA (long non-coding RNA)
olusturur (8). SOX20T'nin agik okuma gercevesi (ORF)

olmadigi ancak birkag mRNA benzeri transkripte
donustigu bilinmektedir. SOX20T ve Sox2’nin kdk hiicre
ve bazi kanserlerde benzer ifadelenme paternlerinin
oldugu, hatta SOX20Tnin Sox2 transkripsiyonunu
dizenledigi ileri surdlmustar (9).

seklinde siniflandinimig ve tanimlanmis 21 farkli Sox
geni vardir (2,3). Metazoanin disindaki hayvanlarda
belirlenmis olmasi Sox gen ailesinin, hayvanlarin
orijininde ortaya gikmis oldugunu géstermektedir (4).

Sox2 geni, Sox gen ailesinin B grubunda yer alir ve
insan genomunda 3¢26-39g27 gen bdlgesinde bulunur

(5).

intronsuz genler prokaryotik hiicrelerin karakteristik bir
Ozelligi olmasina karsin, insan genomunda 900 kadari
belirlenmis tek ekzon igeren gen bulunmaktadir (10).
intronsuz genlerin en bilyiik grubunu sinyal iletimiyle ilgili
proteinleri kodlayan genler olusturur (11). Bunlarin

Yazisma Adresi: Irem Dogan Turagli yaklasik yarisi kadari G-proteine bagl reseptor genleridir
Ufuk Universitesi, Tibbi Biyoloji Anabilim Dali, Ankara, Tiirkiye (12).
Makalenin Gelis Tarihi: 26.05.2015 Kabul Tarihi: 31.07.2015
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Sox2 proteini, 317 amino asitten olusan 34.3 kDa’luk bir
transkripsiyon faktéridur (5), Oct4 ve Nanog ile birlikte,
insan embriyo hiicrelerinde bazi hedef genlerin ifadesini
dizenlemektedir. Sox2 proteini, N (amino) ucu, C
(karboksil) ucu ve HMG (high mobility group) olmak
Uzere (¢ bolgeden olusur. HMG boélgesi tirlerde
evrimsel olarak korunmus, Sox2'nin diger proteinlere ve
DNA’'ya baglanma bdlgesidir. N-ucunda hedef genlerin
aktivasyonu ya da baskilanmasina yol acan promoter
baglanmasindan sorumlu bdlge olarak is goéren
transaktivasyon bdlgesi bulunur (13,14) (Sekil-1).
SOX2'nin transkripsiyonel dlizeyde aktivasyonu igin
Nanog, Oct4 gibi diger pluripotensi elemanlari ile birlikte
DNA’ya baglanmasi gerekmektedir (15).

Sqlﬁ.iJ
(NN TENDC I

A Sox2 gen lokusu

Diger proteinlerle

x Trans-aktivasyon bdlgesi
etkilesme

DNA’ya baglanma Promotere baglanma
holgesi hilgesi

B Sox2 proteini

Sekil-1. Sox2 gen ve protein yapisi.

Sox2’nin Post-Transkripsiyonel ve Post-Translasyonel
Diizenlenmesi

Sox2 geninin ifadesi transkripsiyonel ve translasyonel
dizeyde degisiklerle denetlenebilmektedir. miRNA’lar ile
Sox2 ifadesinin baskilanabildigi gdsterilmistir (16).
Ornegin, miR126 (17) ve miR9 (18) Sox2 ifadesini 3'-
untranslated bdlgeye baglanarak inhibe etmektedir.
Sox2 protein aktivitesi 6zgiin amino asitlerinden sumay-
lasyon, asetilasyon, metilasyon, ubiquitinasyon gibi
modifikasyonlarla degisebilmekte ve DNA’ya baglanma
kapasitesi etkilenmektedir. Sox2'nin lizin 247’den
sumoylanmasiyla, DNA’ya baglanma 6zelligi degisebil-
mektedir (19). Sox2'nin DNA baglanma bdlgesindeki lizin
47 aminoasitinin asetillenmesi, nukleusdan disari
cikmasini saglamaktadir. Asetillenmis Sox2, ubiquitinas-
yonun ardindan proteozomal degredasyona ugramak-
tadir (20). Akt, Sox2'yi treonin 118’den fosforilleyerek,
fosforillenmis Sox2'nin stabilitesini ve transkripsiyonel
aktivitesini  arttirabilmektedir (21). Embriyonik kdk
hicrelerde Cdk2’'nin Sox2'yi serin 39 ve serin 253'den
fosforile ettigi, bu fosforilasyonun yeniden programla-
mada pluripotent konumun sirdirilmesinde 6nemli
olurken, kok hicrenin kendini yenilemesine veya hiicre
dongusunuin ilerlemesine katki saglamadigi belirlenmistir

Cilt 55 Sayi 2, Haziran 2016 / Volume 55 Issue 2, June 2016

(22). Set7, Sox2yi lizin 119dan metilleyerek
transkripsiyonel aktivitesini baskilayabilmektedir. WWP2-
E3 ligaz ise lizin 119dan metillenmis Sox2yi
ubiquitinleyip, degrede olmasina neden olmaktadir (23).
CARM?1 proteininin de Sox2’yi arjinin 113’den metilledigi
bilinmektedir (24).

Sox2’nin Kok Hicre Potansiyelliliginin Surdural-
mesindeki Rolii

Pluripotent kdk hucreler, ¢oklu-potansiyelliligini ve
farklilasmamis konumunu Oct-3/4, Sox2 ve Nanog gibi
transkripsiyon faktdrlerinden olusan bir molekdiler ag ile
surdurtrler (25,26). Oct-3/4 ve Sox2 proteinleri, cesitli
pluripotent-bagimli genlerin enhancer bolgeleri Uzerin-
deki baglanma motiflerine yakin olarak baglanirlar ve
transkripsiyonu sinerjik sekilde uyarirlar (27,28). Oct-3/4
ve Sox2 genlerinin KIf4 ile birlikte, insan ve fare
farkhlagsmisg somatik hicrelerin iPS hicrelerine (induced
pluripotent stem cells) yeniden programlanmasinda
gerekli oldugu goérilmustir (1,29). Sox2'nin transkripsi-
yonel ifadesinin baskilanmasina timor baskilayici p27
proteinin katildigi belirlenmistir (30).

Sox2'nin civciv omurilik gelisiminde de Sox1 ve 3 ile
birlikte kendini-yenileyen 6ncll hiicrelerde ifade edildigi
ve noronal farklilagsmayi baskiladidi (31), bunun yaninda
farede tat duyu hdcrelerinin gelisiminde roli oldugu
belirrlenmistir  (32). Sox2  mutasyonu  sporadik
anoftalmi’ye neden olmaktadir (33). Heterozigot Sox2
mutasyonu tasiyan hastalarda mikroftalmi, trakea-
Ozefagal fistll, isitme kaybi ve beyin anormallikleri
gOsterilmigtir (34,35).

Sox2’nin Tiimoér Baglamasinda ve Geligsiminde Rolii

Diizensiz ifadelenen Sox2’nin gesitli sinyal yolaklarini
etkileyerek pek c¢ok timér olusumu, ilerlemesi ve
prognozuyla iligkili bir “onkogen” olarak etki gosteren
transkripsiyon faktorii oldugu gdsterilmistir. Ornegin,
Ozefajiyal skuamdz hicreli karsinomda AKT sinyal
yolagini kullanarak biylimeyi ve hepatosellller kanserde
invazyonu uyarirken, akciger kanserinde MAP4K4-
survivin sinyal yolagi (zerinden hicreleri apoptoza
gO6turmastir (36-38). Ayrica Sox2, WNT/B-catenin sinyal
agini dizenleyerek epitelyal-mezensimal gecisi uyarmis
ve metastaza neden olmustur (39). Sox2'nin pozitif,
Oct3/4’nin negatif ifadesinin insan gastrik kanseriyle
baglantili olabileceg@i 6ne surdlmustir (40). Sox2 protein
ifadesinin hipofarinks  ve larinks  timorlerinin
baslamasinda etkili olmasina karsin, ilerlemesinde rolu
olmadigi belirtimektedir (41). Sox2 amplifikasyonu
glioblastoma, kugik hicreli akciger kanseri ve pek ¢ok
farkh tip skuamoéz hicreli kanserlerde gosterilmistir (42-
45). Baska bir calismada, CDC20-APC’nin, insan
glioblastoma kok hicrelerinde invazyon ve kendini
yenileme 6zelligini Sox2 ifadesini kontrol ederek
dizenledigi belirlenmigtir (46).
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Farelerde, skuam6z deri timoriindeki kanser kok/6ncil
hicrelerinde Sox2’'nin bir transkripsiyon faktorl olarak
dlzeyinin artmis oldugu ve Sox2 ifadesinin hem timor
baslatiimasinda hem de ilerlemesinde rol oynadigdi
gorilmistiir (47). insanda glioblastomadan tiiretilen
timor baglatici hicrelerde Sox2'nin etkisizlestiriimesi,
hiicre godalmasinin inhibisyonuna ve bagisiklik sistemi
eksik farelerde timorijenik olusumun kaybolmasina yol
acmasl, Sox2’nin timor bagslatan hiicrelerde kendini-
yenileme yeteneginin surdurtlmesinde rol oynadigini ve
glioblastoma tedavisinde hedef olabilecegini gostermek-
tedir (48). Ayni sekilde osteosarkomda Sox2 bir
sagkalim faktoridir ve kendini yenilemede yeni bir biyo-
belirte¢ olabilecedi 6neriimektedir (49). Ote yandan,
insan bas-boyun kanser orneklerinde azalmig Sox2
ifadesi vimentin proteinini upregile ederek, timor hiicre
goclnd arttirmistir (50). Bas-boyun kanserleriyle ilgili
meta-analiz sonuglari gostermistir ki, Sox2 ifadesi, timor
TNM evreleme, invazyon derinligi ve lenf nodul
metastazi gibi klinik parametrelerle iligkilidir (51).

Sox2 normal pankreatik asiner ya da duktal hlcrelerde
ifade edilmezken, insan pankreas timorlerinde varligi
gézlenmistir. Sox2'nin insan pankreas hucrelerinde
sessizlestiriimesi, p21 ve p27 proteinlerinin aktifleg-
mesini saglayarak, hlicre dongisinun durdurulmasina
neden olmustur. Bununla birlikte Sox2 ifadesi ALDH1,
ESA, CD44 gibi kanser kok/oncul hicre belirteclerinin
artmis ifadeleri ve EMT ile iligkilendirilmigtir (52).

Sox2’nin Akciger Kanseri Geligsimindeki Rolii

Oct/4, Sox2 ve Nanog transkripsiyon faktorleri, embriyo
kok hicrelerinin kendini-yenileme 6zelligini strdiren
temel transkripsiyon faktorleridir (53). Sox2 normalde
Ozefagus, trake ve brons gibi genis hava yollarinin epitel
hicrelerinde ifadelenen (54) ve distal hava yollarinda
Clara, silli ve goblet hiicrelerinin varhginin sirdarilme-
sinde gerekli olan bir transkripsiyon faktortidar (55).
Sox2, embriyonik akciger gelisimi sirasinda normal
farkhlasmay! inhibe etmekte, ancak akciger kanser
kok/oncil hicre devamliiginda ve kendini yenileme-
sinde de rol oynamaktadir (56). Sox2’nin onkojenik
oldugu, asin ifade edilmesiyle, fare akciger kanser
modelinde ve gen c¢ogdalmasiyla insan akcider ve
Ozefajiyal skuamoéz hicreli karsinomlarda gosterilmistir
(42,57,58). Kanser kék hiicrelerinde Sox2'nin transkripsi-
yonunun engellenmesiyle akciger kanserinin gelisimi ve
metastazi baskilanmistir (59). Akciger kanserinin énemli
bir alt tipi olan, kiglk hucreli disi akciger kanseri
(KHDAK) hastalarinda myc ve Sox2 genlerini iceren
farkli DNA bdlgelerinde iglev kazandiran mutasyonlar ve
gen amplifikasyonlari belirlenmistir (60). insan KHDAK
hicrelerinde Sox2 geni sessizlestirildiginde, 06lim
reseptdr yolagi ve mitokondrial sinyal yolagi aktive
edilerek apoptozis indiklenmigtir  (36).  Ayrica,
KHDAK’de Sox2 amplifikasyonu, FGFR1 ve PIK3CA gen
kopya sayisinin artigi ile iligkilendirilmigtir (61). Yine
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KHDAK'de Sox2'nin EGFR-Src-Akt sinyal yolaginda
6nemli bir hedef oldugu ve kanser kok hicrelerinin
kendini yenileme &zelliginin dizenlenmesinde etkin rol
oynadigi gésterilmistir (56).

Ote yandan, akcigerin skuaméz hiicreli karsinomunda,
Sox2'nin BMP4 promotoruna baglaranak onu negatif
sekilde dlzenledidi ve Sox2 inhibisyonunun, BMP4
protein ifadesini arttirarak, hicre proliferasyonunu
arttirdigi gosterilmistir (62).

Sox2’nin ilag Direncindeki Rolii ve Anti-Apoptotik
Ozelligi

Bulgularin yetersizligi ve calisma zorluklari nedeniyle
antineoplastik uygulamalarda kok hicrelerin  6zglin
diren¢ mekanizmalarina yeterince 6nem verilmemek-
tedir. Asimetrik hilicre boélinme yetenedi gostermeleri,
yavas bdlinme kinetigi, bazi ila¢ digari-atim pompalarini
ve DNA onarim proteinlerini ifade etmeleri, kok

hicrelerinin - 6nemli  kagis mekanizmalari arasinda
bulunmaktadir (63-65).
Anti-hormon  tedavisi  uygulanan  hormon-duyarli

timorlerde siklikla direng gelisebilmektedir. Ornegin ER-
pozitif meme kanserinde 6strojen uygulamasi, kék/6ncul
hiicreyle ilgili Nanog, Oct4 ve Sox2 genlerinin down-
reglilasyonuna bagli farklilagsmayi indiikleyerek kanser
kok hlcre sayisini azaltabilmektedir (66). Kanser kok
hicre/éncil hicrelerde tamoksifen direncinin, Wnt sinyal
yolaginin Sox2-badimli aktivasyonuyla olusturuldugu
One surllmektedir (67). Sox2, insan prostat DU145
kanser hicrelerinde timor olusumunu destekleyip,
apoptozisten kurtulmayi saglamistir. Prostat kanserinin
ilerlemesinde artmig Sox2 ifadesinin bir biyo-belirte¢
olabilecegi ve bu kanserin tedavisinde molekdiler hedef
olabilecegi belirlenmistir (68). EGFR mutasyonlu NSCLC
TKI direngli timorlerde Sox2’i inhibe etmek igin PI3K/Akt
inhibitérlerinin ~ kullaniimasinin ~ yararli  olabilecegi
distndlmektedir (69). Bazi farkhliklar olsa da Sox2'nin
farkh timo6r modellerinde kanser hicrelerinin  anti-
apoptotik  6zelliginin  olusmasina katki  sagladig
aciklanmigtir (38,59,68).

Gastrik AZ-521 kanser hucrelerinde, Sox2 inhibisyonu
hicre proliferasyonunu ve goglni azaltmig, apoptozis
oranini arttirmistir (70). Yine gastrik kanser hicreleriyle
yapllan bir baska c¢alismada, siRNA aracili Sox2
sessizlestiriimesi, sferoid olusumunu azaltmis ve sfer
hicrelerinde apoptozisi induklemistir (71).

Sonug ve Gelecege Bakis

Son zamanlarda Sox2 proteininin embriyonik gelisimde
o6nemi kadar, onkolojik programlamada da énemli oldugu
gOsterilmistir. Sox2; meme, serviks, kolorektal, 6zefagus,
gastrik, glioblastom, hepatoselliler, melanom, over,
pankreas, prostat, akciger gibi pekgok farkli tip timor
gelisiminde, sagkalimda, metastazda ya da kanser
kok/oncil  hicrelerinde rol oynadidi, bu sayede
timdrigeneze katildigi bilinmektedir. Sox2, hicrede
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EGFR gibi pekgok sinyal yoladini etkilemekte ya da
PI3K/Akt gibi sagkalim yolaklarindan etkilenmektedir. Bu
nedenle, gelecekte kanser tedavisinde 6nemli bir hedef
olacagini disinmek oldukga rasyoneldir. Ancak bu
bakis acisi geligtirilerek diger pluripotensi faktorleri igin
de calismalar yapilmali ve karsinogenezde kdk/6ncll
hiicrenin 6nemi ortaya konulmalidir.

Ozetlersek, Sox2 kanser kdk/énciil hiicrelerine, kanser
gelisim mekanizmalarina ve kanser tedavisine yeni bir
bakis acgisi saglamistir. Sox2; intronsuz bir gen olarak,

normal kok hdcrelerin gelisimi ve devamliliginda rol
oynayan, ancak mutasyonuyla gelisim anormalliklerine
ve kanser olusumuna neden olabilen bir gendir. Bdylece
katki yaptigi basta akciger kanseri gibi ¢esitli kanserlerin
prognozunda bir belirte¢ olabilecegdi gibi tedavilerinde de
molekuiler hedef potansiyeli tagsimaktadir.

Finansal destek ve gikar gatismasi: Bu derlemenin

yaziminda finansal destek alinmamistir.  Higbir
kisi/kurumla gikar gatismasi bulunmamaktadir.
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YAZARLARA BILGi

AMAC ve KAPSAM

Ege Tip Dergisi, Ege Universitesi Tip Fakiiltesi'nin yayin
organi olup, U¢ ayda bir yayimlanir ve dort sayi ile bir cilt
tamamlanir. Dergi; tum tip alanlanyla ilgili nitelikli klinik ve
deneysel arastirmalari, olgu sunumlarini  ve editére
mektuplari yayimlar.

Ege Tip Dergisi, bilimsel yayinlara agik erisim saglar. Dergi
basimindan hemen sonra, makalelerin tam metinlerine
Ucretsiz ulagilabilir. Yazarlardan makale yayimi icin herhangi
bir icret talep edilmez.

Dergide yayimlanmak Uzere gonderilen yazilarin daha 6nce
baska bir yerde yayimlanmamis veya yayimlanmak Uzere
gonderilmemis olmasi gerekir. Daha o©nce kongrelerde
sunulmus caligmalar, bu durum belirtimek kosuluyla kabul
edilir. Makale, yazar(lar)n daha O6nce yayimladigr bir
yazisindaki konularin bir kismini igeriyorsa bu durum
belirtiimeli ve yeni yazi ile birlikte 6nceki makalenin bir
kopyasi da Yayin Birosu’na gonderilmelidir.

Gonderilen yazilar; Editor, Editér Yardimcisi ya da Yayin
Kurulu Uyesi tarafindan incelenir. Editér, Editér Yardimcisi ya
da Yayin Kurulu Uyesi, yayin kosullarina uymayan yazilari
yayinlamamak, diizeltmek Uzere yazar(lar)a geri gdndermek,
bicimce duzenlemek veya reddetmek vyetkisine sahiptir.
Editér, Editér Yardimcisi ya da Yayin Kurulu Uyesi, uygun
gordigu yaziyr incelenmek Uzere danigman(lar)a goénderir.
Gerekli oldugu durumlarda, yazar(lar)dan diizeltme istenebilir.
Yazardan dizeltme istenmesi, yazinin yayimlanacagi
anlamina gelmez. Bu duzeltmelerin en ge¢ 21 gun icinde
tamamlanip dergiye gonderilmesi gereklidir. Aksi halde yeni
basvuru olarak deg@erlendirilir. Sorumlu yazara yazinin kabul
veya reddedildigine dair bilgi verilir.

Dergide vyayimlanan yazilarin etik, bilimsel ve hukuki
sorumlulugu yazar(lar)a ait olup Editor, Editér Yardimcisi ve
Yayin Kurulu’nun géruglerini yansitmaz.

Dergide yayimlanmasi kabul edilse de edimese de, yazi
materyali yazarlara geri veriimez. Dergide yayimlanan yazilar
icin telif hakki 6denmez. Bir adet dergi, sorumlu yazara
génderilir.

Derginin Yazi Dili

Derginin yazi dili Tirkge ve Ingilizcedir. Dili Tirkge olan
yazilar, Ingilizce 6zetleri ile yer alir. Yazinin hazirlanmasi
sirasinda, Turkge kelimeler igin Tirk Dil Kurumundan
(www.tdk.gov.tr), teknik  terimler igcin  Tark  Tip
Terminolojisinden (www.tipterimleri.com) yararlanilabilir.

Yazarlik Kriterleri

Makalenin yayimlanmasi uygun bulunduktan sonra, tim
yazarlardan “Yayin Hakki Devir Formu’nu imzalamalari
istenir: “Biz, asagida isimleri olan yazarlar, bu makalenin
yazilmasi yaninda, c¢alismanin planlanmasi, yapilmasi ve
verilerin analiz edilmesi asamalarinda da aktif olarak rol
aldigimizi ve bu g¢alisma ile ilgili her tiirlii sorumlulugu kabul
ettigimizi beyan ederiz. Makalemiz gecerli bir ¢alismadir.
Hepimiz makalenin son halini gbzden gegirdik ve
yayinlanmasi igin uygun bulduk. Ne bu makale ne de bu
makaleye benzer igerikte baska bir g¢alisma higbir yerde
yayinlanmadi veya yayinlanmak (lizere génderilmedi.
Gerekmesi durumunda makale ile ilgili biitiin verileri editérlere
gbndermeyi de garanti ediyoruz. Ege Tip Dergisi’nin bu
makaleyi degerlendirmesi ve yayinlamasi durumunda,
makale ile ilgili tim telif haklarimizi Ege Tip Dergisine
devrettigimizi beyan ve kabul ederiz. Yazarlar olarak, telif
hakki ihlali nedeniyle lglincii sahislarca istenecek hak
talebi veya agilacak davalarda Ege Tip Dergisi Editér,
Editér  Yardimcilari  ve  Yayin  Kurulu’nun  higbir
sorumlulugunun olmadigini  yazarlar olarak taahhiit
ederiz. Ayrica, makalede higcbir su¢ unsuru veya kanuna
aykiri ifade bulunmadigini, arastirma yapilirken kanuna
aykiri herhangi bir malzeme ve yéntem kullaniimadigini,

calisma ile ilgili tim yasal izinleri aldigimizi ve etik
kurallara uygun hareket ettigimizi taahhtit ederiz.”

Ege Tip Dergisi, Uluslararasi Tip Dergileri Editorleri
Kurulu'nun (International Committee of Medical Journal
Editors) “Biyomedikal Dergilere Gonderilen Makalelerin
Uymasi Gereken Standartlar: Biyomedikal Yayinlarin Yazimi
ve Baskiya Hazirlanmasi (Uniform Requirements for
Manuscripts Submitted to Biomedical Journals: Writing and
Editing for Biomedical Publication)” standartlarini kullanmayi
kabul etmektedir. “Ege Tip Dergisi Yazarlara Bilgi” igerigi, bu
surimden vyararlanarak hazirlanmigtir. Bu konudaki bilgiye
www.icmje.org adresinden ulasilabilir.

Etik Sorumluluk

Ege Tip Dergisi, etik ve bilimsel standartlara uygun
makaleleri yayimlar. Makalelerin etik kurallara uygunlugu
yazarlarin sorumlulugundadir. Tim prospektif ¢calismalar igin,
c¢alismanin yapildigi kurumdan Etik Kurul onayr alinmali ve
yazinin iginde belirtiimelidir. Olgu sunumlarinda; etik ve yasal
kurallar geregi, hastanin mahremiyetinin korunmasina 6zen
g0sterilmelidir. Hastalarin kimligini tanimlayici bilgiler ve
fotograflar, hastanin (ya da yasal vasisinin) yazih
bilgilendirilmis onami olmadan basilamadigindan, “Hastadan
(ya da yasal vasisinden) tibbi verilerinin yayinlanabilecegine
iliskin yazili onam belgesi alindi” cimlesi, makale metninde
yer almalidir.

Ege Tip Dergisi, deney hayvanlari ile yapilan ¢alismalarda,
genel kabul géren ilgili etik kurallara uyulmasi zorunlulugunu
hatirlatir. Ainmig Etik Kurul Onayi, makale ile birlikte sisteme
yuklenmelidir.

Yazar(lar), ticari baglanti veya galisma igin maddi destek
veren kurum varhginda; kullanilan ticari Grdn, ilag, firma vb.
ile nasil bir iligkisi oldugunu sunum sayfasinda Editére
bildirilmelidir. Bdyle bir durumun yoklugu da yine ayr bir
sayfada belirtiimelidir.

YAZI TURLERI

Yazilar, elektronik
adresine gonderilir.
Orijinal makaleler, 3000 sézciik sayisini asmamal, “Oz (250
sozclikten fazla olmamali), Giris, Gere¢ ve Yontem, Bulgular,
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Yazinin Basghgi

Kisa, kolay anlagilir ve yazinin igerigini tanimlar 6zellikte
olmalidir.

Ozetler

Tirkge (Oz) ve ingilizce (Abstract) olarak yazilmali, Amag,
Gereg ve Yontem, Bulgular ve Sonug¢ (Aim, Materials and
Methods, Results, Conclusion) olmak lizere dort bélimden
olusmal, en fazla 250 soézcuik icermelidir. Arastirmanin
amaci, yapilan islemler, gozlemsel ve analitik yontemler,
temel bulgular ve ana sonuglar belirtiimelidir. Ozette kaynak
kullanilmamalidir. Editére mektup igin 6zet gerekmemektedir.

Anahtar Sozciikler

Tirkge Oz ve ingilizce Abstract bélimiiniin sonunda, Anahtar
Sozcukler ve Keywords bashgr altinda, bilimsel yazinin ana
basliklarini yakalayan, Index Medicus Medical Subject
Headings (MeSH)'e uygun olarak yaziimis en fazla bes
anahtar s6zcik olmaldir. Anahtar sézciklerin, Turkiye Bilim
Terimleri’nden (www.bilimterimleri.com) segilmesine 6zen
g6sterilmelidir.

Metin

Yazi metni, yazinin tirine gbére yukarida tanimlanan
bélimlerden olugsmalidir. Uygulanan istatistiksel yontem,
Gereg ve Yontem bolimunde belirtiimelidir.

Kaynaklar

Ege Tip Dergisi, Turk¢e kaynaklardan yararlanmaya o6zel
onem verdigini belirtir ve yazarlarin bu konuda duyarh
olmasini bekler.

Kaynaklar metinde yer aldiklari sirayla, cimle iginde atifta
bulunulan ad veya o6zelligi belirten kelimenin hemen bittigi
yerde, ya da cimle bitiminde noktadan 6nce parantez icinde
Arabik rakamlarla numaralandiriimahdir. Metinde, tablolarda
ve sekil alt yazilarinda kaynaklar, parantez icinde Arabik
numaralarla nitelendirilir. Sadece tablo veya sekil alt
yazilarinda kullanilan kaynaklar, tablo ya da seklin metindeki
ilk yer aldigi siraya uygun olarak numaralandiriimalidir. Dergi
basliklar, Index Medicus’ta kullanilan tarza uygun olarak
kisaltiimalidir. Kisaltimis yazar ve dergi adlarindan sonra
nokta olmamalidir. Yazar sayisi altt veya daha az olan
kaynaklarda tim vyazarlarin adi yaziimali, yedi veya daha
fazla olan kaynaklarda ise (i¢ yazar adindan sonra et al. veya
ve ark. yaziimalidir. Kaynak gosterilen derginin sayi ve cilt
numarasi mutlaka yazilmalidir.

Kaynaklar, yazinin alindigi dilde ve asagidaki o6rneklerde
g6rildugu sekilde duzenlenmelidir.

Dergilerdeki yazilar

Tkacova R, Toth S, Sin DD. Inhaled corticosteroids and
survival in COPD patients receiving long-term home oxygen
therapy. Respir Med 2006;100(3):385-92.

Ek sayi (Supplement)

Solca M. Acute pain management: Unmet needs and new
advances in pain management. Eur J Anaesthesiol
2002;19(Suppl 25):3-10.

Heniiz yayinlanmamis online makale

Butterly SJ, Pillans P, Horn B, Miles R, Sturtevant J. Off-label
use of rituximab in a tertiary Queensland hospital. Intern Med
J doi: 10.1111/j.1445-5994.2009.01988.x

Kitap

Bilgehan H. Klinik Mikrobiyoloji. 2. Baski. izmir: Bilgehan
Basimevi; 1986:137-40.

Kitap bélimi

McEwen WK, Goodner IK. Secretion of tears and blinking. In:
Davson H (ed). The Eye. Vol. 3, 2" ed. New York: Academic
Press; 1969:34-78.

Internet makalesi

Abood S. Quality improvement initiative in nursing homes:
The ANA acts in an advisory role. Am J Nurs [serial on the
Internet] 2002 [cited 12 Aug 2002]. Available from:
www.nursingworld.org/AJN/2002/june/wawatch.htm

Web Sitesi

Cancer-pain.org [homepage on the Internet]. New York:
Association of Cancer Online Resources [updated 16 May
2002; cited 9 July 2002]. Available from: www.cancer-
pain.org

Aciklamalar

Varsa finansal kaynaklar, katki saglayan kurum, kurulus ve
kisiler bu bélimde belirtiimelidir.

Tablolar

Tablolar metni tamamlayici olmali, metin icerisinde
tekrarlanan bilgiler igermemelidir. Metinde yer alma siralarina
gore Arabik sayilarla numaralandirilip tablonun Ustiine kisa
ve agiklayici bir baghk yazilmalidir. Tabloda yer alan
kisaltmalar, tablonun hemen altinda agiklanmaldir.
Dipnotlarda sirasiyla su semboller kullanilabilir: *, 1, £, §, .

Sekiller

Sekil, resim, grafik ve fotograflarin timu “Sekil” olarak
adlandiriimali ve ayri birer .jpg veya .gif dosyasl olarak
(yaklasik 500x400 piksel, 8 cm eninde ve 300 dpi
¢Ozinurlikte) sisteme eklenmelidir. Sekiller metin iginde
kullanim siralarina goére Arabik rakamla numaralandiriimali ve
metinde parantez icinde gdsterilmelidir.

Sekil Alt Yazilan

Sekil alt yazilar, her biri ayrn bir sayfadan bagslayarak,
sekillere karsilik gelen Arabik rakamlarla cift aralikli olarak
yazilmaldir. Seklin belirli bélumlerini isaret eden sembol, ok
veya harfler kullanildiginda bunlar alt yazida agiklanmalidir.
Bagka yerde yayilanmis olan sekiller kullanildiginda, yazarin
bu konuda izin almis olmasi ve bunu belgelemesi gerekir.

Olgiimler ve Kisaltmalar

Tdm olgimler metrik sisteme (Uluslararasi Birimler Sistemi,
Sl) gére yaziimahdir. Ornek: mg/kg, pg/kg, mL, mL/kg,
mL/kg/h, mL/kg/min, L/min, mmHg, vb. Olciimler ve
istatistiksel veriler, cimle baginda olmadiklari siirece rakamla
belirtiimelidir. Herhangi bir birimi ifade etmeyen ve dokuzdan
kuguk sayilar yazi ile yazilmalidir.

Metin igindeki kisaltmalar, ilk kullanildiklar yerde parantez
icinde acgiklanmalidir. Bazi sik kullanilan kisaltmalar; iv, im,
po ve sc seklinde yazilabilir.

ilaglarin yaziminda jenerik isimleri kullanilimalidir.
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Kontrol Listesi

e Tiirkge ve Ingilizce baslk

e Tiirkge ve ingilizce 6zet

e Tirkge ve ingilizce anahtar sézciikler (En fazla 5 sézciik)
o ki satir aralikl yazilmig metin (Arial, 10 punto)

o Kurallara uygun hazirlanmis tablo ve sekiller

e Kurallara uygun yazilmis kaynaklar

e Imzali “Yayin Hakki Devir Formu” (makale yayin icin kabul
edildikten sonra istenmektedir)
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INFORMATION FOR AUTHORS

AIMS AND SCOPE

Ege Journal of Medicine is the official journal of Ege University
Faculty of Medicine with four issues published quarterly. Its
purpose is to publish high-quality original clinical and
experimental studies, case reports and letters to the editor.

Ege Journal of Medicine provides open access for academic
publications. The journal provides free access to the full texts of
all articles immediately upon publication. The journal does not
request any charges for article processing or article submission.
There is no charge for readers to download articles, case
reports and reviews for their own scholarly use. The journal is
free to all at any time. To provide this the journal relies on
financial resources of Ege University, the voluntary work of its
editorial team and advisory board, and the continuing support of
its network of peer reviewers.

The Journal will not consider manuscripts any that have been
published elsewhere, or manuscripts that are being considered
for another publication, or are in press. Studies previously
announced in the congresses are accepted if this condition is
stated. If any part of a manuscript by the same author(s)
contains any information that was previously published, a
reprint or a copy of the previous article should be submitted to
the Editorial Office with an explanation by the authors.

All manuscripts are reviewed by the Editor, Associate Editor or
a member of the Editorial Board. The Editor, Associate Editor
and the member of the Editorial Board have right not to publish
or send back to author(s) to be amended, edit or reject the
manuscript. For further review, the Associate Editor or Editorial
Board member sends the article to the refree(s). If necessary,
author(s) may be invited to submit a revised version of the
manuscript. This invitation does not imply that the manuscript
will be accepted for publication. Revised manuscripts must be
sent to the Editorial Office within 21 days, otherwise they will be
considered as a new application. The corresponding author will
be notified of the decision to accept or reject the manuscript for
publication.

Statements and suggestions published in manuscripts are the
authors’ responsibility and do not reflect the opinions of the
Editor, Associate Editors and the Editorial Board members.

The manuscript will not be returned to the authors whether the
article is accepted or not. Copyright fee is not paid for the
articles published in the journal. A copy of the journal will be
sent to the corresponding author.

Language of the Journal

The official languages of the Journal are Turkish and English.
The manuscripts that are written in Turkish have abstracts in
English, which makes the abstracts available to a broader
audience.

Authorship Criteria

After accepted for publication, all the authors will be asked to
sign “Copyright Transfer Form” which states the following: “We,
all the authors certify that, we have all participated sufficiently in
the conception and design of this work and the analysis of data,
as well as the writing of the manuscript to take public
responsibility for it. We declare that the manuscript represents
valid work. We have all reviewed the final version of the
manuscript and approve it for publication. Neither this
manuscript nor one with substantially similar content under our
authorship has been published or being considered for
publication elsewhere. Furthermore, we declare that we will
produce the data upon which the manuscript is based for
examination by the editors or associates if requested. In
consideration of the action of Ege Journal of Medicine in
reviewing and editing this submission (manuscript, tables and

figures) all copyright ownership is hereby transferred, assigned
or otherwise conveyed to Ege Jounal of Medicine, in the event
that such work is published by Ege Journal of Medicine. We
also warrant that Editor, Associate Editors and the Editorial
Board members of Ege Journal of Medicine will not be held
liable against all copyright claims of any third party or in
lawsuits that may be filed in the future. We acknowledge that
the article contains no libellous or unlawful statements, we did
not use any unlawful method or material during the research,
we obtained all legal permissions pertaining to the research,
and we adhered to ethical principles during the research.”

Ege Journal of Medicine has agreed to use the standards of the
International Committee of Medical Journal Editors. The
author(s) should meet the criteria for authorship according to
the "Uniform Requirements for Manuscripts Submitted to
Biomedical Journals: Writing and Editing for Biomedical
Publication. It is available at www.icmje.org.

Ethical Responsibility

Ege Journal of Medicine publishes papers conforming ethical
and scientific standards. It is the authors' responsibility to
ensure compliance to ethical rules. For all prospective studies,
Ethics Committe approval should be obtained from the local
instution and it should be stated in the manuscript. In case
reports, according to ethical and legal rules, special attention is
required to protect patient’'s anonymity. Identifying information
and photographs cannot be printed unless disclosure is allowed
by a written consent of the patient (or his/her legal custodian).
Case reports should include a statement such as: “Written
informed consent was obtained from the patient (or from his/her
legal custodian) for publishing the individual medical records.”
Any experiments involving animals must include a statement in
the Materials and Methods section giving assurance that all
animals have received humane care in compliance with the
Guide for the Care and Use of Laboratory Animals
(www.nap.edu/catalog/5140.html) and indicating approval by
the local institutional Ethics Committee.

Note also that for publishing purposes, the Journal requires
acknowledgement of any potential conflicts of interest. This
should involve acknowledgement of grants and other sources of
funds that support reported research and a declaration of any
relevant industrial links or affiliations that the authors may have.

TYPES OF MANUSCRIPT

Manuscripts should be submitted online via the journal’s
website: www.egetipdergisi.com.tr.

Original Articles should not exceed 3000 words and should be
arranged under the headings of Abstract (not more than 250
words), Introduction, Materials and Methods, Results,
Discussion, Conclusion and References.

Case Reports should not exceed 1000 words and 10
references, and should be arranged as follows: Abstract,
Introduction, Case Report, Discussion and References. It may
be accompanied by one figure or one table.

Letter to the Editor should not exceed 500 words. Short relevant
comments on medical and scientific issues, particularly
controversies, having no more than five references and one
table or figure are encouraged. Where letters refer to an earlier
published paper, authors will be offered right of reply.

Reviews are not accepted unless written on the invitation of the
Publication Committee.

PREPARATION OF MANUSCRIPTS

All articles submitted to the Journal must comply with the
following instructions:


http://www.icmje.org/
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a) Submissions should be doubled-spaced and typed in Arial 10
points.

b) All pages should be numbered consecutively in the top right-
hand corner, beginning with the title page.

c) The title page should not include the names and institutions
of the authors.

d) The manuscript should be presented in the following order:
Title page, Abstract (English, Turkish), Keywords (English,
Turkish), Introduction, Materials and Methods, Results,
Discussion, Conclusion, Acknowledgements (if present),
References, Figure Legends, Tables (each table, complete with
titte and foot-notes, on a separate page) and Appendices (if
present) presented each on a separate page.

Title

The title should be short, easy to understand and must define
the contents of the article.

Abstract

Abstract should be in both English and Turkish and should
consist “Aim, Materials and Methods, Results and Conclusion”.
The purpose of the study, the setting for the study, the subjects,
the treatment or intervention, principal outcomes measured, the
type of statistical analysis and the outcome of the study should
be stated in this section (up to 250 words). Abstract should not
include reference. No abstract is required for the letters to the
Editor.

Keywords

Not more than five keywords in order of importance for indexing
purposes should be supplied below the abstract and should be
selected from Index Medicus Medical Subject Headings
(MeSH), available at www.nIm.nih.gov/mesh/MBrowser.html

Text

Authors should use subheadings to divide sections regarding
the type of the manuscript as described above. Statistical
methods used should be specified in the Materials and Methods
section.

References

In the text, references should be cited using Arabic numerals in
parenthesis in the order in which they appear. If cited only in
tables or figure legends, they should be numbered according to
the first identification of the table or figure in the text. Names of
the journals should be abbreviated in the style used in Index
Medicus. The names of all authors should be cited when there
are six or fewer; when seven or more, the first three should be
followed by et al. The issue and volume numbers of the
referenced journal should be added.

References should be listed in the following form:

Journal article

Tkacova R, Toth S, Sin DD. Inhaled corticosteroids and survival
in COPD patients receiving long-term home oxygen therapy.
Respir Med 2006;100(3):385-92.

Supplement

Solca M. Acute pain management: Unmet needs and new
advances in pain management. Eur J Anaesthesiol 2002;
19(Suppl 25):3-10.

Online article not yet published in an issue

Butterly SJ, Pillans P, Horn B, Miles R, Sturtevant J. Off-label
use of rituximab in a tertiary Queensland hospital. Intern Med J
doi: 10.1111/j.1445-5994.2009.01988.x

Book

Kaufmann HE, Baron BA, McDonald MB, Waltman SR (eds).
The Cornea. New York: Churchill Livingstone; 1988:115-20.

Chapter in a book
McEwen WK, Goodner IK. Secretion of tears and blinking. In:
Davson H (ed). The Eye. Vol. 3, 2nd ed. New York: Academic
Press; 1969:34-78.

Journal article on the Internet
Abood S. Quality improvement initiative in nursing homes: The
ANA acts in an advisory role. Am J Nurs [serial on the Internet]

2002 [cited 12 Aug 2002]. Available from:
www.nursingworld.org/AJN/2002/june/wawatch.htm

Website

Cancer-pain.org [homepage on the Internet]. New York:

Association of Cancer Online Resources [updated 16 May
2002; cited 9 Jul 2002]. Available from: www.cancer-pain.org
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Tables

Tables should be complementary, but not duplicate information
contained in the text. Tables should be numbered consecutively
in Arabic numbers, with a descriptive, self-explanatory title
above the table. All abbreviations should be explained in a
footnote. Footnotes should be designated by symbols in the
following order: *,1, 1, §, 1.

Figures

All illustrations (including line drawings and photographs) are
classified as figures. Figures must be added to the system as
separate .jpg or .gif files (approximately 500x400 pixels, 8 cm in
width and at 300 dpi resolution). Figures should be numbered
consecutively in Arabic numbers and should be cited in
parenthesis in consecutive order in the text.

Figure Legends

Legends should be self-explanatory and positioned on a
separate page. The legend should incorporate definitions of any
symbols used and all abbreviations and units of measurements
should be explained. A letter should be provided stating
copyright authorization if figures have been reproduced from
another source.

Measurements and Abbreviations

All measurements must be given in metric system (Systéeme
International d'Unités, Sl). Example: mg/kg, pg/kg, mL, mL/kg,
mL/kg/h, mL/kg/min, L/min, mmHg, etc. Statistics and
measurements should always be given in numerals, except
where the number begins a sentence. When a number does not
refer to a unit of measurement, it is spelt out, except where the
number is greater than nine.

Abbreviations that are used should be defined in parenthesis
where the full word is first mentioned. Some common
abbreviations can be used, such as iv, im, po, and sc.

Drugs should be referred to by their generic names, rather than
brand names.
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EGE TIP DERGISI
YAYIN HAKKI DEVIR FORMU

Makalenin Bagligt:

Sorumlu yazarin;

Adi, soyad:

Adresi:

Tel: E-posta: imza:

Biz, asadida isimleri olan yazarlar, bu makalenin yazilmasi yaninda, c¢alismanin planlanmasi,
yapilmasi ve verilerin analiz edilmesi asamalarinda da aktif olarak rol aldigimizi ve bu c¢alisma ile
ilgili her turlt sorumlulugu kabul ettigimizi beyan ederiz. Makalemiz gegerli bir galismadir. Hepimiz
makalenin son halini gézden gecirdik ve yayinlanmasi icin uygun bulduk. Ne bu makale ne de bu
makaleye benzer icerikte baska bir calisma hicbir yerde yayinlanmadi veya yayinlanmak Uzere
gonderiimedi. Gerekmesi durumunda makale ile ilgili butlin verileri editérlere géndermeyi de
garanti ediyoruz.

Ege Tip Dergisi’nin bu makaleyi dederlendirmesi ve yayinlamasi durumunda, makale ile ilgili tim
telif haklarimizi Ege Tip Dergisi’'ne devrettigimizi beyan ve kabul ederiz.

Yazarlar olarak, telif hakki ihlali nedeniyle Uglncl sahislarca istenecek hak talebi veya
acllacak davalarda Ege Tip Dergisi Editér, Editdér Yardimcilari ve Yayin Kurulu’nun higbir
sorumlulugunun olmadidini yazarlar olarak taahhit ederiz. Ayrica, makalede higbir su¢ unsuru
veya kanuna aykiri ifade bulunmadigini, arastirma yapilirken kanuna aykiri herhangi bir
malzeme ve yontem kullaniimadigini, g¢alisma ile ilgili tim yasal izinleri aldigimizi ve etik
kurallara uygun hareket ettigimizi taahhat ederiz.
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public responsibility for it. We declare that the manuscript represents valid work. We have all
reviewed the final version of the manuscript and approve it for publication. Neither this
manuscript nor one with substantially similar content under our authorship has been
published or being considered for publication elsewhere. Furthermore, we declare that we
will produce the data upon which the manuscript is based for examination by the editors or
associates if requested.

In consideration of the action of Ege Journal of Medicine in reviewing and editing this
submission (manuscript, tables and figures) all copyright ownership is hereby transferred,
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