& 1 TH
ii\/ INTERNATIONAL
\;?M MEDICINE AND

/, HEALTH SCIENCES
ITSAK  RESEARCHES

CONGRESS
27-28 AUGUST

Full Text Book

Tam Metin Kitabi

ANKARA BiLiM
AUNiVERSiTESi

www.utsakcongress.com



O O

@?/ A @?/
K K

10" International
Medicine and Health Sciences Researches Congress

10. Ul usl arar aseé
Téep ve Sajléek Bilimleri Aracxk
UTSAK
27 - 28 August2022
Ankara

Proceeding Book
Bil di ri Tam Metin Kitabeé

Editor A
Prof . Dr . Zahi de DOJANAY

A
dsS

YAYINLARI

Ankara 2022



BroadcasteCoor di nator [/ Yayén Koordinat?©
Muhammet ¥ZCAN

Gener al Publ i shi

h g Director / Yayén
Prof . Dr . Z [

n

ahide DOJANAY
Editor / Edit©or

Prof. Dr. Zahide DOJANAY

Cover Design |/ Kapak Tasarém
B¢l ent POLAT

Interior Design/ K- Tasar ém
Mahmut Sami TEMKZ

First Edition E
6 SeptembeR022- Ankara

ISBN
9786258190151

Bu kitapta yayénl anan BKiltdapr iAtTéafm Dmeztiinnil e rt
taranmaktadér

! ? !BOOKCITES

ASOS YAYI NEVK
15t Edition: 6 SeptembeR022
Address/Adres:¢ ayda- éra Mah. Hacé ¥m&r Bilginoj
Mer kez/ EIl azeée]j
E-Mail: asos@asosyayinlari.com
Web: www.asosyayinlari.com
Kn st a gtipsa//mww.instagram.com/asosyayinevi/
Facebook:https://www.facebook.com/asosyayinevi/
Twitter: https://twitter.com/Asosyayinevi

.

dS0S

YAYINLARI



http://www.asosyayinlari.com/
https://www.instagram.com/asosyayinevi/
https://www.facebook.com/asosyayinevi/
https://twitter.com/Asosyayinevi

BOARDS / KURULLAR

Supporting Institutions / Destekleyen Kurumlar

Ankara Bilim | niversitesi
Honor Board / Onur Kurulu | IV
Prof . Dr. Yavuz DEMKRReRWnkmaga bilim | niversitesi

Chairman of the Organizing Committee [/ D¢zen
Prof. Dr. Zahide DOJANAY, Kastamonu ! niversitesi

Congress Organizing Committee /| D¢zenl eme Ku

Prof. Dr. Zahide DOJANAY, Kastamonu ! niversitesi
Prof . Dr . Berkan REKORLU, Ankar a

Do-. Dr. M¢nire BABAYKJKT, Atatg¢rk Sanatoryum Eji
Do- . Dr. Selda ¢ELKK, Sajl ék Bilimleri i niversit
Do- . Dr . Ksmai | NALBANTOJLU, Lokman Hekim | niver
Dr. Ayke YILMAZ, Kastamonu | niversitesi

Dr. ¥jretim JyesmoblbuknDEBMKR|t BEabsta

Dr. ¥jretim yesi ¥zg¢r TAKKIN, Kastamonu | niver

Science board / Bilim ve Hakem Kurulu

ver sit

Dr. ¥jretim | yesi Ertan AKBAY, Bakkent | ni
itesi

Prof . Dr.. Sibel AKYiCle,r rkashtparkbau | l'ni ver s

Do- . Dr. ¢ijdem ARRCBACI ,T akr-céfo.j Iur kehir Hastanesi
Dr. ¥jretim |yesi Pelin ATALAY, Nijde ¥mer Halis
Prof . Dr . Ghas s DamagcdsKDamasdusny $ygar si ty of

Dr . M¢cnire BABAYKJKT Ke-i°ren Ejitim Araktér ma H
Dr . Far ah BRzarKaijakiMetidalkUniversity

Prof . Dr . Mur at BEKTAk, Dokuz Eyl ¢ 'niversitesi
Prof. Dr . Sandarh uBENKGAKY,si t esi , Aar hus, Dani mal
Do - . Dr . Mustafa Suat BOLAT, Samsun Gazi Devl et
Dr. ¥jretim yesi ¥nder CEREZCK, | sk¢dar | nivers
Do- .Sé®dlIrda ¢ELKK, Sajl ék Bilimler:i iniversitesi
Prof. Dr. H¢lya ¢€KC¢EK, Gaziantep | niversitesi
Dr. ¥jretim ;yesi Meltem DEMKR, Antalya Bilim | n
Do - . Dr . Necla DERELK, Ke-i°ren EJjitim ve Aracxkte
Prof . Dr . Zahi de DOJANAY, Kastamonu | niversite
Do- . Dr. Sevinj FATULLAYEVA, Azerbaijan Medical
Assoc. Prof . Dr Dani el a GEORGKEVA, University C
Dr . ¥jretim [yesi Serpil GONCA, Mer sin | niversit
Do-. Dr. Klknur G¥L, ¢ankeéeré Karatekin | niversit
DoDr . Vahi 't Onur P L, ¥zel Koru Hastanesi, Ankar
Dr . ¥jetim |yesi Fati h Mehmet G| R, Nijde ¥mer Ha
Prof. Dr . Handan G, LEC¢, Ankara Yel derem Beyazét
Do- . Dr. Aysel G} VEN, Beykent | niversitesi

Do- . Dr . Seyr an uklilLyleN¢ ,| nSivvearss i Q uenshi

Dr. ¥jretim |yesi Hafize KIZILKAYA, Yozgat Bozok
Dr. ¥jretim |yesi Kbrahim KOCAYKJKT, Sakarya !ni
Prof . Dr . Ksmai | KORAMAZ, ki kli Etf al Hami di ye A

Dr. Natalia KOROLOVA, National PirogoMemorial Medical University



DrrMust afa Aykut a#&dexadbrhug BDagmatkas | n

Prof . Dr. Sne@ana eMARK@YKIM, Prigtini, Republ i ka
Dr . Ol ena MATeSEMKIUBCI ges el Onkol oj i Mer kezi, Uk
Do- . Dr . Nevzdt MNMelmet DMUTICemi | Tak-éojlu | niver
Do- . Dr . Ksmai | NALBANTOJLU, Lokman Hekim | niver

Prof. Dr. Besim Ben NISSAN, University of Technology Sydney

Dr. ¥jretim |yesi Uf uk OK, Kstanbul Gelixkim ||Vhiv
Dr. ¥jretim yesi Sdaish akZAbhTivVNEyr sAt@&lsadem

Dr. ¥jretim |yesi Nil gegn ¥ZDAKk, Yozgat Bozok | ni
Dr . | oanni s PReBefaBh@EnetR Kanter Center, Switzerland

Prof. Dr. Liudmila ROMANOVSKA, Khmelnitsky National University

Dr . ¥Jretim | yesi G ¢4, Ankana MEdicana mternatioBaA Haktahési D

Dr. ¥jretim yesi Osman Anél SAVAk, Kstanbul LN
Dr. ¥jretim ;yesi Tuna KkKAHKN, Adnan Menderes | ni
Prof. Dr . AxhgrsoaRe§id& OrRRologic Dispensary, Ukrayna

Do- . Dr . Rami dYA, AkefodijankKVedicKl Aniversity

Prof. Dr. Muamer SULJKL, Int. Univerzitet U Gor a
Do-. Dr. Mutlu kKAHKN, ¥zel Koru Hastanesi Hast an
Do-. Dr. Sevin- kAHKN, Al anya Al aaddin Keykubat
Do- . Dr. Ahmet KEKEMRI,ve&ragiltée«siBili mler.

Prof. Dr. Roza Dzoleva TOLEVSKA, University Clinic for Orthopedic Surgeryi, Skopje

Dr . ¥jretim |yesi Deni z TURAN, Medi pol i niver sit
Do- . Dr . Faruk TURGAY, Ege ! niversitesi

Dr. Veysel Barék TURHAN, Hi t iér nan iHaesrtsa neessii Er ol

Dr. ¥jJretim |yesi Rojdan Fer man G¢gnek UYSAL,

Dr. ¥jretim | yesi Yasemin YAMAN, Ankara Medipol
Dr. ¥jretim)|yA¥WUZ Yadamr an | niversitesi

Do- . Dr. Fatih YILDIRIM, Atat¢rk | niversitesi
Dr. Ayke YILMAZ, té6last amonu | niver si

Do- . Dr . kebnem YOSUNKAYA, Necmettin Erbakan | ni
Prof . Dr . Burak YULUJ, Alanya Alaaddin Keykubat
Dr. Elkhan ZARGAROV, Armed Forces Main Clinical Hospital Baku, Azerbaycan

Dr. T¢lay ZENGKNKKNET, Kst arrad u-1é nG°%zethd pre HrParsa fa.n elri

Sekreter
Zuhal KO¢



CONTENTS/K¢ KNDEKKL ER

AdENE TONEC PUPAS | .S B e e 2

AcdServese Bak Ajérlées éBdNkevdiemnan Hast al éler&.a...G2%.r6¢nt ¢ 1 e me
Sleeve Gastrektonrze Hastada Hatal Herné-K | e M @&-rHgraepm®» E K Zamanl é
Laparoskopde O N @ L B il et eee e et e e e a e 9 | VI
Asker. Hav a M¢rettebat @énén Perivyodik Muayenes
Dej er |l endi il e S e 13

CezaEveewde Yakayan ¢ocukl ar én aBuesl 2@eitkssS. 0.18unl ar éneé

Kkhme &en Hast al aOlchayan 3tgdrale kadrdasyonun Kime Ke Kéc s@é
DeJ € raBmemBl. ... 25

COVID-19 Pozét é&AkutKerondd 8enaltr om Tanél & Hastal ar Ar asér

Sonl aném ve Kardéyak Fonk.s.éy.o.nl.ar.é.n..Kar.gléel akt ér é
D¢ K ¢-HCGDejeri (5). 61 m Regmt ¢re Ol an..Ekt.a. 87T k Gebel
Evaluation of Psychiatric Symptoms in General Medicine by Using Symptom Checkli90-R

kskemik Dilate Kardiyomiyopatili Hastalarda Trimetazidin Etkilerinin Doku Doppler
Ekokardiyografi i.l.e..DeJj.er.l.end.i.r.i.l.mes.i....47

Téerk ITnfantlkardak Maménall Ventreéeke¢l er Boyutl arée v
Dej er | e NG Bl e, S, B 55

Kaudal Regresyon Sendromu: Bir Olgu SUNUMU.......ouviieiiieiicreceee e e eeaneaeenas 6l

Piropitoz ve Nekropitoz Kt hi bi t °r ¢ Nekrosg¢l fonami' t Farel erde
Ol duju Enflamatuvar Hi.per.al..ezi.wy.i..¥Xnl.em@sktedir

Tromobotéd Trombos@&epend& Purpura(Ttp) ve Hemolaée lrkemSendroml u( H¢gs)
Preeklam®Geldc e n Ge b e (B¥ °© AGBER..S..1..E.Z.....ooiiviiiiiiiiiiiiieieneeneen B

Al't Ekstremitede ¥dem ve Dispneye Neden800l an Dev

Astéml é& Hastalarda Omali zumab Tedavi s.i....85r o mboe mb
Pament D&spersqon Sendromunda Optk S@d Bak é ve é&Makalsdkre | Er Per f ¢z
De ] € raBmemRal. ..o 90
ToraséeAorta Patolojdereyd e Endov asdsphaer.l.Be@a.V.................... 95
Kér ek U- Taz ethée e Kaypayna Gekmeghde Etkalde- Deney s el ¢tal éx
.......................................................................................................................... 104
Kastamonu K& d e Dojurganlée&Kladamlj@&mda k Kézamék-¢ek Sero
e =TT a0 1T < P 111

Total D& Artroplast&8S o n r a sé nd&&aDFemur Pedrostetde K é r é @alée®lakéve K
Kit r a me daglTedaaderad Foksaronel, Radyolojd&¢ Sonu- | ardgeAnal@e. INMér t al

Téeérk Toplumunda KBajalné lalrel aY&mnitk loipm met riein ¥1 - ¢ ml e
Norm Dejerl erini.n..Be.l..rl.enmes.i.. ... 126

Féeroptde Br onkoskopla Zor Ent @gbensywend..Ql.gusldinda Ket a

Gl obal Gonore Araktér mal.ar.e&neén.. Bi.hl.i.yomdlt ri k Ana



Gebelerde Sgara ks me Dur umunu edmEseve &g deandén Zararl aré Kon

BAGED ¢ Z € @08 BB BB .. eu i 161

Akcijer Nakl i ¥ncesi Hast al arda Tr onvomalte t / al b ¢ mi
BelirteCi Olabilir M 2 ..o e e e r et aaes 167

The Relationship Between TPE Interval and Prognostic Nutritional Index in Hypertension

PAIENES. ..t e et e e et e e e e e e e et e e e et e e e e e et e e et e e e et e e e e e e e e e —eeereraanans 171 | VI
COVID -19 Enfeksiyon Seyrinin Erkek CinsiyetileK” i K.K.l..S.doiiiiiiiiiiie 174

Akut Koroner Sendr oml u Yakl é Hastal ardiadeGlesii att ek TBen
Nedenl ere Bajl é& Mboirg.lil..t.e..Ar.as.é.ndak.......180

Saj] K oArteri®Ostiumundan Kaynaklanan Sol Kten Koroner Arterile K i Kk ki | i Ant eri ol
Yéksel mesi Mi yo.katr.d. . . Enfarnkt. S éo... 186

COVID-19 Pandeni D° nemi nde Kér méezé Re-eteli Kl a-1ara
A-éséndan Dej.er.l.endi.ri.l.mesS.io ... 190

Tép Fa¥jt @amasde Formaldehaé ToksdeEtkdera...........ccoevvveviiiiiiiincnnnnennns 195
Subklinik Hipotiroidi Hastal ar.é.nda..Hi.p.&0lhi drozis
Prepubertal &D° nkfdazy dredea e € ¥iénn.ed.a.V................... 208

Ot oi mm¢gn Hastal éklarda Gama Del.t.a..(.0.0)..201 Hicr el e

Serebral Pal#é¢ o ¢ u ka Fanks3wonel Seds e | G°vde KontrolgomkaS®!l unu
AT as CeHE AR KICEIENMES ... ... e e 217

Amyotrof & Lateral SklerozddaD& ¢ z y on MR ..B.u.l..g.ul..a.r.é.................224
He nmelédk ¥ ] deedwdKarérer Kanserlg-eve Kargrer Uyumu Kée &saé Kicelenmeg-229
Sklerozan Adenoss: Manyetdé Re zonans G°r ¢nt.él.eme....Bul.2381 ar é

Pandemi Sérasénda Cushing Hastal €j..6....0l.243 Hast al a

Toxoplasmossar Kanser Etyol0jaaidekBY €& .......c.vvuiiriiiiiie e e 247

Anevrémal Kemé K &stéve Lateral Kondd>~ K &r: é Ol g u...S.u.n.u.mu........... 251

B°brek Nakil i Hastalarda Kroni k Anti kor Araceéel é
Kal @ ml ar BtKileriz.e.f i . e 255
Frontalés Suspenséon Surgery Wéth Sélécone Rods
T o T o = T o 1 o PP 261

Kroni k Hepatit Coli H a3s4t al sazredya....S.e.r.u.m..K67er | © ki n
Bir Sporcudakz o | e Me ni s k ¢ s Kdkmetik BgdersiSncEtkisi:a/aka Sunumu 272
Larenks S k u &#éars» ot ar & Ifbdemez KR nH&topatolojgk Parameteler

Ar as edicadd De ] @@me®dn.d.....coooiiiiiiiiiii s 281
Bat é KéadeBd e De v varsBessidekit °r n Do liKidgeablarBla] ér sak Send]
Preval B&@&E ak e r ldesre| Kleasl..K.Ma......coooeeiiiiiiiiiiiniiinniennn. 291

D¢kek Ejeksiyon Fraksiyonlu Hastalardal28t ki n Kal
Koroner Yavak Ak&matkadtfalParogaredaa/ @Il bumi 8040r anénér
Depresyon, Anksiyete, Yakam DoyumuHKviec k@761 | & Tel
K a- Tas ar é &él Hallel: Pietex-Paoted Etkd> @Meréq...........coooeevevennn. 312



kark ¢ébané Merkezine BakvSuarjanélkar@dlau rTyeadzaavril éGec il
Ko KK T i Fa K e 318

SARS CoV*19Enfek8»onu Sonr as é& Praog @lgutSenuntl..a.n....S.a32k o
Spinal Ane ¥t elzd BSiolnataesréa l Tinnitus: Nadir Bir OI ¢

LT T G TR T o S O 328 Vil
Kkkel et sel A- ék KapgeSalgp Yetsetr SHa e f a h e @ CeBahbkng h a t
Tedavsey € 5 Y @E-DIGUKSUNTINUK .......cevniiniiiii e ee e 332

SARS Co\t2 Panden&sde B& Met a pralsmoWa .k.a.S.8...cccovviviiineenncennennn. 337

Femur Trokanteri k Keéerék Tedavisinde Hasta Mort:
DejJ erl endi.r il me. S 342
Geriatrik Populasyonda Akcijer Kanserl: Evre 4
.......................................................................................................................... 350

Engel I ¢ocuju Ol an Anne veK BalWakaméKaRol esdakt Av i
KP i K KKIICEBIENMESI. .. e et e e eeans 354

Statin Tedavisine Yetersiz Yanet Nst e meée Hast al
B T o T S PP PRPPT 358

Deneys el Kntestinal Ks k e mi Reperf¢é¢gzyon Model i n
Levosi mendaneén.. Ef.Ki.l.e .o, 361

Espor ve Belkll@nBes| sméd &k Oyun Kaz.anmak3d7M;mkegn M
Gebelerde Cand@BEal Vaj@i............oouiiuiiiiiiei e 378
Sezaryen Sonr agtkemdaaka Rapbeuz.e.n.t..e.fi.coeevieieiiiiinnnnn... 382

Déarabet Tedavsekdr AlternatédBé& Yol : @Hegdnie sPankr eas Uy.@8Bl amal ar &
Poli fenollerin Hast.al.ek..v.e..Salj.l.égkt.ak.i...RB82

Malatya K¥i nde G°- men Sajl éjé Merkezlerine aBakvur an
SuriyelilKa+d nKWnkléedrem Bil gi D¢deywkeri nE®kBeti el e

He meléde ¥] deedvncS a] | €] €& &bhe Beeeddradrkicelenmeg-Edpuzzle ve Vaka

LI B =T O ¢ - T < PP 406
Héonatremeéile Tetékdenen Ba&Trans&nt Global AMNeZOIgUSU..........ccvvvviiiiniininnnnn.. 415
Arcus Aort #iytar akomkaws i Kk Guatr : Sternot omi il e Tir
Anest ezi Uy ..Ul aima s B e 418
Nadir Bir Ak ulkzoleBabaldarsiy@e.b.e.b.i.iccooiiiiiiiiiiiiininninn... 423

Hi perprol akti ne mi Bul unan Kadén!l akiceleanmési4ddtt ho D¢ z e

Correlation of Syys t Reensi pco nksnef | Kanmdneaxt oand Systemic K
Kndex With Mortality in Geri at..i.c..Sev.erd®&8 Kschemi

HeréeB& Sump Sendromu Ol gus ukTedBveY &l lt aammé niérmaénns heerau -

.......................................................................................................................... 439
COVID-19 Hast al @&AtedTdoanboNmbdlé Kompl&asyonlar.......................444
Kntraoral Maksédler Molar D&stalee a sy on  Y&.n.t.e.ml..e.fioooeevviiineennnnn.... 455

Ke¢-¢k Hecreld Deké Akcijer Kanserinde N°trofill/ e



Hesokalemée Pergrodde Paral&eK | e @BREHOIgU SUNUMU.......coviiiiiiii e 473
ArgonP|l azma Koag¢l asyon Aracéléejéyla |Impakte Biliy

Bir OlgU SUNUMU ...t et e e e e e e e e e nee e een s 476
17 YawidastddaRezayen Somsanee €l Dt ravaske¢l er....K4Bhage¢l asyo
Ol gu Sunumu: Besl enme Ama-1¢é A- élireMigrdgyanze e | p,gju
.......................................................................................................................... 485
N°ral T¢p Defekti ile Komplike Gebelikld8r e Ait K
Anne Sg¢t ¢ iyellintd® @ ma rdad @-EBmIet............cooiiiiiiiii 497
Nadir Bir Olgu; Tiroid LIDOMALOZIS .....uieuuieiiiiiiiieie e et et e e e e e e eenes 502
Evréé@wsel Shé& Aj | ar é K idae aayneerl lag @8 Bg ot gk ¢ne &kayal e A
KanseréTespdev e Séneéef l.andeé.r.e.l.ma.S.6 ..., 507

Maksiller Dent al Orta Hat Asi metri si Ol an Juve
Bekeml ¢ Ark il e ¢ekiguSu@mt.o.d.a.nt.i.k..Teddl2 si

Ortodonti k Tedavi Sonrasé Beyaz Nokta .bg/zyonl ar é
Nefes Dar | K] Acd- Servds e Bakvur an Hast addgggedéan g Kramed eYet e

Platelet/lenfosi Or ané ne.n....RO.L..é i, 525
An k ar gesHekdHepatdaC V& ¢ K Kifekte Hastalarda Genole D a | € Kieefmenme®n
.......................................................................................................................... 528

Tokat K’MerkezeadekeAde HekavlgeBaanleraade ¢ al ékan Saja®é kM¢@rtoefce sy o1
ve G°- menl| eemeeSsajuimakhdld Kar kél akt é] éderd0..535u k| ar, C

Kal p BK&kedé et Kas é , poiDpkudadeenekiée Reas e paofl,rAdgsor®)d

Ekspresyonl ar é négamé-..Y.a.k.a....B.a.j.l..e...Dej..oeeeieni. 544

Hédéastan Cevzébnu K e @en lutabégelerdy Kabul Eddebdalgaéd Ar ak t .6.1583 mas é
S@emada &BaGBARrQ.j......coocoiiiii 559

Akut Diverti kel it TanésénénerKbenrul fhag @ ald an &li ayloil lo
.......................................................................................................................... 567

Sakrokoksageal Fdondadal S& ¢, s &Eykesn u S &stopamlg & Kiddleme GerekdbM aa-?
.......................................................................................................................... 570

CoOVID-19 Pandemi D°neminde 85 Yak ve !stg¢ Hastane
Hast al arén.. Knc.el. el me.S o e 573

Akut Knferiyor Mi yokard Enfarktg¢gseg Nedeni il e P
Hastada Geliken Akut BBakdrel ArErdo Vakkby®knl éT &d a

Acéd- Senas t e Endotrakeal EntaggbadDodmdid annmaspéntfar Yat

UltrasonograféK u | | ané mé.n.e.n....RQ.L. ¢, 584
Obezde Cerra®>-Sonr as é Gas tt+rMarpémad le r dndetsce@aj &en G&hpal é
T (0] =153 Y0 1 P 590

Geni K Bir Seride Kolesistektomi Spesmenl erinin
(@04 =TT LY o= o PP 600

SerumDnmt3ave EDKons ant r as yeaFerdg 2 e Bla & @ r&e.s..e.n.a..665t k
Yar démcé | reme UyguBwMRRIAOGOEa. ROETEZ.............. 610



¥Boa Akut Koroner S e n ddo@ nronkBpos Testledmar eEMadkard T

EN T ar Ko KB ... e 615

Bel Afjrésée Ol an Gen- k&seldldardHea r akvert aHiksarekaligsauy eF

o (LT Y < PP 619
S¢rder¢é¢glebilir ¢evrenin..tocuk..Saj.l.e].e..628r i n eX Et
Meme Dokusunda ReEksizyon Gereken Olgulark’ i n Ba s i t....Bi.r....¥ n.eG34

Akut Aort D &sek®ron T dna é K& h deecek l€ah Ratametreleg.......................... 639

K& s e | Uy amé BSmpr Bawn&hdpweweKEn dlay aGean Kar.k.e64akt ér mas
Prekoksageal KalgFae TENU@I .. ... ...ienieiei it ens 655
SBiHaseki Eah <¢ocuk Acil Pol i kliniklerinden Dij
KkKtemlerinin Delj.erl.endi.ci.l.mesii ... 659
tcocukluk ¢ajée @danéns akdE&nfF akwe FekaKLaktoferrégsr Yeiét
.......................................................................................................................... 679
Subkléé H ert@oaade Taoa Antéor Pozadhg-@d Kan Parametrelerére Etkése.......... 686

CoVvID-1 9 Sal géaa e DX mdamotempstlerss Stres vV e kesxry g € D¢ z €
N Q(o3=] [T ] T < PP 690

Anne ve Bebekler lzerinde Y¢regteglen Bir Di kK € ¢
Dejerl enidd rYdImesk Tak.i.p..tal.ekmas.......ccocoeeennns 701

Cova-19 Enfek®onu Zem@é de Ortaya ¢ékan | nf | am@a®@lguar Bar s ¢
Y Y oINS I 0 TV | 11 ] o - 712

Serum Tumor NdcErkes e akkadtnarucer of Apoptosés (Twe
in Chéldrent Aumé®ms B.pder. . . (As.d) ... 716

Gal et Eavels in Autésmé8peant RPamebmas.ac.r.d.efl24d Ch

Atdde Semptomlarla Temporal After@-OIgUSU........ceuiieiiiiii e eaas 731

Normal Otoakusté& Eméyonlukif ant | arda Sezeryan Doj umen Orta |
{2 PP 734

Premat ore Bebeklerde Rehospitalizasyon:!-¢ncye¢ Be
.......................................................................................................................... 739

Hemogram Parametrele@@& R e f e radm sD el] aefn Beldlenmes-.................... 746

st Ekst ketmit @deRtden Varyasyon!l ar énG@guisundneir s Pal ma
.......................................................................................................................... 754

TSH ve ST4 Ref erans Ar al &k Kitormasyoa 1$steindadbkéd ayt @itvlaar d an
a0 = Y [ (o = N 1= V=2 < PP 759

Nad&Béa-Enfekson Hast al é] é &a0MeStumiHa.s.t..a.l..8.]..6....B764
Empagliflozinin Tip 2 Diyabetes Mellituslu Hast

1= P 768
Kitraaortédk Bal on Pompasé Uygubagraféave Akddjastt adlat EER® &Ko gr a f
Y oY g Tz = 2= Ty o PN 773

Relationship Between Heart Rate Variability and Radial Artery Spasm in Patients Undergoing
Percutaneous Coronary Angiography Via Radial AXCESS.........cvvvviiiiiiiiiienceceeens 780



Khfantlarda Nadé&-B & Dehéaratasyon Nede@-Patent Omfalomezenteg Kanal Olgusu.... 783

ksebent al Ol ar KileroS\vemiCava Amémaderé-3 Olgu Sunumu..............789

Safra Yol &B&komeddnl ANomdlasa-Safra KesegAgenesé.......................098

l-¢é¢nce¢g Basamak Acil Serviste Akut B°brek Yet mezl
1Y o] =1 (ST PP 802 | XI

Taea No d ;Teatokséazla Prezente B-Gastrde N© r o &@n diggkm® r ...0.1.80@6I s u
Taropental K& Aneste®¥ d ¢ 8wopuna Rend@entand-Eklenmesna Klasé Lma (Lar éxgeal

Maske A&>way ) & ee| BRK aGetEtk®a:..)..Z. 8.5 .o, 809
Gebelijin Kntrahepati k Kolestazénda Doppler Ul tr
T o I < T 815
Koroner Anjiogr afi Sonr asé Ge - D° nemde Gel i Ke|
Yoneti mi: Ol.glU . Sl U MU e e e 822
Long/ Post COVIDbde Anosmaé& N ° é&SemptpmlarkadekesS é k| é7] é vaess¥akam Kal
== 827
Téerk Popel akiysamu iKa f At éasgdt BahndEekda @ek- gen Al anl ar én
Y [o] g (0] g Lo = 2N = =7 835

Tanénmayan Lingual Tonsi l Hi pertrof.i.s.i.88edeniyle
Dapagélozéd e B a j&skngk D&rapétde Ketoasaoz OlIgUSU.......vvveeceneenieciiiieeeneeanas 846
tene YieZereRabkéaldak - e Yoaiedludbré Vé admbPse.j..e.r849%9 n d

Deni z 1 i Huzurevinde Koah ®r¥dYdxehabBski vie Kowthkdleidm
S¢rel i Etkinlik ve..G¢v.eni.rl.i.l.i.k..¢.a.l.éex.mBs5

Olgu Sunumu: Nadd P | e v r énleKal¥éawe Fberk® z Ps e u.d.o.t..;.m%.r...860
tene E-kSpleatm v e Gece Pl ajééT¢ecHakkéndadeobar éién
De ] € rEBREERE. ..o 865

Bir Yellék S¢rede Saptanan Hév Po.z.i..i.f.8Fastal ar d
Multinodular Vacuolating Neuronal Tumor Located at Posterior Fossa........................ 880

Yél an | sér é] éBé&rorng aSeén dsrua rhd :ai Bii r OKigelemeSa84 u mu v e
Acil Serviste G°zden Ka-é&r el mama.s.é..Ger.888en Nadir

Aktif COVID -1 9 Enfeksiyonu Sérasénda Kmpl ant Oper asy (
Doku Kyil ekme Sor u.nl.aré.:..Vak.a..Sunumu...... 890

Postemdr Revergble EnsefalopaéSendromu Ke Prezente Olan Metastad Malan Melanom

Gebelékte Saptanan Adneksrel Kéaleleray Klédeve Radyoloje Ol ar ak Kar.8®| akt ér el
COVID-1 9 Pn&WeMN © Mot 0.5.a.K.Suiiiiiiiii e 908
D& dEdtetd-ade Mult@spldrerBa& Ya k!l ak ém: .0l.g.u..S.u.n.u.mu9l2

Mandésular Anteré r B ° ERixe d@dEdmesind Serbest i &steftée Ogmentasyonu:
(@] 1o T IS U 0Ty o T T PP 920

G°J ¢s Hast &iledddealnsdyr eP &layket | er Ve T @anaé k> ane a G°r e
Davranékénadme®e.j.er.l.end ... 926



COVID-19 Pandensg- D° n &md e Ast eml e H aete ave a DapmsyonA n k s

DeJ € raBmemBal.. ... e 933

¢tocuk Cerrahisi Servisinde Yatan Hastalarin Uyku
KB K i K. K Sl e 945
Vetermer AdleT e pt a Do ku v é&tolgd gnaled-.a..é.n...H.................... 953 X
Mult g | My el omdaHaP ¢t & fiets € ¢ & & € n dekstraFaka&on Olgusu ve

LB er at ¢r B e .l M. S 963

Anesthesa Management in KidneyTransplant Recipient ¢ é ¢ é 6 ¢ éééééé. . . 981
HéoparateeaeH a st al ar é n @a@PeffoPmarskégné é € é € é é € é é . 985
Genegbirlik Endoskopi k Di zgiArAmeptl easit i YCetr e mhi Kuln

,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,

ééééééécdééeecéceeeececeeececeeeeceeeeeeeee. . éeé. 990

Karacg~errFo s can aéah - Qean @dnied®éd ééééécééeéeéé .98






Presentation ID / Sunum No =4

Or al Presentation / S°zIl ¢ Sunum

ORCID ID: 00060003-35930710 | 2

Adeiné TondPupd-| as é

Uzman Dr. 'AD&k<e. Ermgi®evdad Aydén Kurna
Kstanbul Sajl ék Bilimler.i i niveristesi Kst
ve Araktérma Hastanesi

*Corresponding author: Ayke Ergin
¥zet
Adiednin tonik pupi-Yakeae,dzayesi gaekonefliekisst eé
aké@dugarl él ék, yakéna bakékta pupillada toni k kas
benign bir bozukl uktur. 33 yakénda bayan ol gu
pupillaséna g°re b¢yéekl ¢kstadakaki bagksasi yet isoil |
zayef direkt ve indirekt ekék refl eksi saptandeé.
ve tonik olarak izl enmekte idi. Seyreltilmik pi
pupilat anésé kondu. Hastada tonik pupillaya neden
ol gunun idiyopatik tonik pupilla oldujuna karar
hastal ék ol an Adiedénin tormiiknimuapiylil adse§ neérnl eknadri a ki
dijer pupilla hastaleéeklaréendan ayrémé ©°nemlidir.
Anahtar Kelimeler: Tonik Pupilla, Anizokori, Pilokarpin

Adi e dcPu@d ni

Abstract
Adi eds Tonic pupilla is a rare blighhreflexpligtneardi t i on

dissociation, regional paralysis of the iris, cholinergic hypersensitivity of the pupil, tonic contraction

and slow relaxation of the pupil during near fixation. A 33 year old female patient admitted to our clinic

with a larger puila in the left eye and light hypersensitivity for 3 years. The patient had anisocoria

and weak direct and indirect light reflexes was detected in the left pupil. Pupillary reaction was delayed

and tonic during convergence. After a positive diluted pilpikatest the diagnosis was tonic pupil.

Since no other cause of tonic pupil could be fol
is important to distinguish other pupillar disor
by the evaluation of the characteristics for the patients admitting with anisocoria.

Keywords:Tonic Pupil, Anisocoria, Diluated Pilocarpine

GKRKKk

Adie 1932 yeéeléenda, puplleatomalisaf eésakomddasydntwoeai k
tanémladéjé bir makale yayénl adeée. Bu ol gularen 9
Adi ednin tonfekéekupielflh&e&a, di &g & kClggsal payatizin kolinerjikr i st e
ak ére duyarl él ek, yakéna bagkveema pluei k & érdcklteenoinz &



benign bir bozukluktur(1Bu Kklinik tablonun, parasempatik sistemde postgangliyonik hasar neticesinde
ol uktuju d¢egkegnegl mektedir (2).

Adie pupillag , w8abn énda trlgede-ataafltargfl é da ol abil mek:
pupillaséna derin tendon r ef IHeok smeesr iSnedhed r aozmeul naad éc
bu sendromun ¢ | me s é k71/é1j 060 OyOedhdddap i 4n (pRuypnil Kk aséna otuz ye
bayanlarda(2,6 kat) daha sék rastlanéleéer (4) Ok

nropatiler, paraneopl a°st ivke stermcbn*rtﬂwblharréw,ai;ttcaldsélil?t et,
pupillaya sebep olabilr k en en sék i diyopatik olgulara rastla
Toni k pupill aneényakénr ectiés stoasnieysadsnydoan ué kyé&kpan di j er
pupill aseé, herpes zoster oftal mi kus, L-énce sin
distrofi, Par i-meayuidm u & e rddorr cs faldri, ensefalipoef kronik alklizm

de¢kenegl mAdeddim { é60i. k pupi |l | asirsteRPlsggkd €lkl al arekk tlaa

ol an kasl ar erng | masl éjveené pelgseasjitkvit erngdk énapt a
di ssosiyasyonuna neden olan dijer hastal ekl ardan

VAKA SUNUMU

Otuz ¢- yakendaki °zaypabehdzsibae b3afiéenhed §9¢ ks @l mgs &
kar ké& akeér é& hlaes slalsii ryiejti miizkeayled ik vur du. Hastanén
hastal éj &, il a- kull anémé ve tr av tmae kbskikildeyi e s i y o
Snel |l en e«k%del.0, fzli-e b-& aigeBfi °age 12 mmHg solt¢de 14mmHg olarak

tespit edildi. Glob hareketleri heP ge serbestti. Biyomikroskopik muayenede st gle pupi | | a ¢
g°zedr e daha genik izlendi ve hastada anizokori ol
idi.

Saj°z gdirekt v ee filnedkisrl eekrti  &dxod #ai Irkeeknt, vseoli ngdi r ekt

zayéeftée. (Redé mydReérSaol bgkéekt a k opnuvwe rljlaan scdeav agbescni dkan
ve tonik cevap izlenmekte idi.% (WMesarkansegment Bu b
muayenes.i do] al ddg.e rKloel nidnierrijlinke scie vaanhaéc é yl a %161 i k

%0,9NACI ile seyreltimesi ile%s0 , 1 61 i k pi | orkrmE .pi Ha déarml an affmezEa ml a

daml at el de. Damladan 30i Idaik.i k B apspitlasanraca h sledtr ah adeji e
dej i kKdzK leinlmeg ken s ol pupi I°4 lasredid@r sl M3 )g.i nH&kgt- gy 8
pupillasé tanésé kondu. -étensitolmjik @nnayenesinde ketorbbomy el o g
kraniyalmagnet i k r-erenanadydhojik incelemesinde ek b
Hast &@m@&lnhojni k muayenesinde der i n treshild /DRLIRPR,| eks | e
ELIZA),dif er enf eksiyon panel i-erem aboratovarantetemesinde kelirdine t k i k
biczel | i K bul unmade.

Resiml Hastada anizokori mevcut (sdlgpupillag s 8rfea dgaha Jze i &K e kndtpdt gl du
solpupilare n yanét vermedi]ji, sajda?®?iglemepkitpedi meaksiy



Resim2Yak é nalasboalkdé(ak konverjans ye%Zmez Ipiujpii | heav cduat geel-
cevap izlenmekte.

Resm 3Pi | okar pi n( %0, 1)puplasland¢a kg9 &kdri &ks éo |l snajz k e n, s ol
izlenmektedir.

T AR TMA

AdieSendromudnun kompl et f or muk o mwkeir jaa ncse vraga kvseir ynoen
toni k cevap ve alt ekstremitelerde bir veya dah

Knkompl et formda ise sadea@ae vteonielmdpuwpirlelfd ekatiep
sadece tendon reflekslerinde kayép izlenebilir (
Toni k pupilla genellikle tek tarafleder ve akon
gzl enir. Yakéndaki 0 b j endaeanobnamlkpapd Hijeanr kmodze geelj ags e
yavak ol arak ama daha fazla k¢-¢1 61, Konverjans

ve yavak ol ar-iadedilaté aluk(#b) B idzaikm klna st a mé z dasoltfat ul um
direkt veindireke k ek r ef |l ekakena bakéekta kemivielrg anasv &lsa ag
ve toni k ol ar ak i z9roojkmeaydnesindie derin tendtba reflelslaniéise Bonmaln

ol arak dejerlendirilmiktir.

Sempt omati k ol arodako,biAdviee apkuopmoldlaassyeoonf roett loil luen mir  bi
(7). Genellikle olgular otuzlu yaklarda bayan o
ol up klinif7i mi 2zpupBlagyned ad®epupilagor & reg v ly c&kk ckkaveag€ky e



il e bakvurdu. Bizim vakamézda seyrédbtpumi kl pdaoé
akKére yanet , kol i°nteerj mikK thiirp.er sensitiviteyi g

Bremner bilateral tonikapégpmhtalbglyghgméthd ed& oydp ty
b°l ges el fel- bul unan oik gnetalze & ro,p a w9 0 seapEdkd iafriéthed K o
PstetirmPk. Toni k pupillada,-yakkihydi sgasdgipagy® nea s
Serél megkt ¢grgl i $iolni yeasag@&n sonr aseé iris sfinkter
denervasyon gel i kt i flgelerine eakorbodatif diflerhnealnomaalswbehdbiﬁ

Psteril mi ktir. Bu duruma reinnervasyon dtanmekt e
akomodasyon sérasénda toni k kata®ikgek evnts adk omo dB s vy
sebepl e yakéndaki bir hedef e odakl anménces ér as é
ke¢-¢lecejinden ani Zzedelr Tutulantk a fatr @ nidrai sar g fman lgt er i n.
nedeniyl e ge- veér¢ylaevcaekk thirr. KYaaskélnndaa kd hedef kal d
Kekilde yavak v& deneklhierdi di | atoas ko rp lnmpgelkleanceg o1l u
denervasyonsor as & akomodatif | ifl er tad érkeeil Mmertveagyonu i

Adie pupillag s € filizde kPt lgn Argyll Robertson pupillass i | e kar ék ér . KIinik
pupil |l asé& hezrdezna ndaanh ad i i ¢eyr ¢(Akayll iR&bertson pupikesndrraat gzé | €

°re daha Ak gyd hkt Rrober t s o hilateral peimiydtildiskéo ngvesrr g lalnisk lees n a
toni k pupilladan farklé olarak hemen cevap ver.i
Robertsonpupillesnda di |l at asyon zayéft érosteril8dim ol oj i k t est

Adi edbnin tonik pupillay@grtarmr iHa sttaresa]i é,d etne rhpuareanle
artrit gi bi far kl é°ze bma k bk o jaik kansgrlarmde pdeandopsstie v e
sendrom ol ar ak gseit(i k0)b.i | £Aycre§ad a bdanridligiidowmiks al kol

periferal Rropatiler deg°r ¢ | ebi | i r ( 39]. unnBluunkal ak alspeirdéeh gdku i IVieas é
idiyopatiktir (10).Bi zi m ol gumuz da da altta yatan bakka bi
olarak dejerlendirilmicktir.

Sonu- ol ar ak, toni k pupfrlglae s ebkkd reikgm hierk puwpialfllaé
Toni k pupillaleée okgpuaitdha tndciegesagattioah meadeam hast
arakterél mal eder .

* Hastanén fotogr-afhl arénéonggpgécal anmaseeéei
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AcdServese Bak Ajerles eBdlevdeman Hast al éaleréba G°r ¢n

kanl eurfa Ejitim ve Araktérma Hast a

¥zet

Ama- Bak ajrésé, ¢l kemizde acil servis bakvurul a
bakvurusunun y¢ksek ol duju merkezlerde, anamnez
go%re¢é¢nt ¢l eme y°baewmbevi maksa#déekl Bu -al @ékmada aci
hastalarda g°r¢nt ¢l eme sékl éejé ve glrent ¢l eme yo©
servise 3 ayl ék periyotta bak ajréslé ediikl@yiet iHaislt
cinsiyet ve yaklareé kaydedil di Tri aj sonNraseé ye
kaydedildi. Ambulans ile getirilip getirilmediidji
geré¢nt ¢l emeeny °hnatnegmlleerriinndi n t erci h edildiji incel e
3158 hastanén bak ajréesé KikOyeti il e bakvurduju
(%58, 6) kadeéendé Hastal arén yaar aomré& alohmasédi 38HA8
%52, 56i vyexi l alanda, %27,96u saré alanda, %3, 506
aci l poli klinijinde muayene edil mi kti. 286 kIKiI
Hastal ar én %2, &6igeambdllam «ti. Gore¢nt ¢l eme yape
ger¢nt ¢l eme yapélan hastalar arasénda kontrastseée
%15, 8, MR anjiyograf.i %1, 3, MR venogrmfsionuws-el a&42¢
aci l servise bak ajrésée ile bakvuran hastalaré
ol dujunu ve g°re¢nt ¢l eme y°ntemlerinden en -ok Kk

-

i -inde tekrarlayan bawrkmwnuirads BTdlnam haktralraredla | dla j
Anahtar KelimelerrBak Aj r és e, Manyeti k Rezonans G°r¢gnt ¢l er

Imaging Preferences In Patients With Headache In The Emergency Department

Abstract

Objective: Headache constitutes an impottpart of emergency department admissions in our country.

In centers where daily patient admissions are high, sufficient time cannot be allocated for anamnesis
and physical examination, and imaging methods are frequently used. In this study, imagimgcfreque
and imaging method preferences were investigated in patients applying to the emergency department
with headache. Materials and Methods: All patients who applied to the emergency department with the
complaint of headache in arBonth period were includein the study. The age and gender of the
patients were recorded. The examination rooms types (green, yellow and red areas) were recorded. It
was noted whether the patient was brought by ambulance or not. It was investigated whether imaging
was performedand if so, which imaging methods were preferred. Results: It was determined that 3158
patients applied to the emergency department with headache complaints within 3 months. Of these, 1307
(41.4%) were male and 1851 (58.6%) were female. The mean agepofithei ent s was 38. 9 N
The rate of pediatric patients was 17%. 52.5% of the patients were evaluated in the green area, 27.9%



in the yellow area, 3.5% in the red area, and 16.1% were examined in the pediatric emergency outpatient
clinic. 286 people &d more than one application within 3 months. 2.8% of the patients were brought
by ambulance. The rate of patients undergoing imaging was found to be 42.4% amwhtrast cranial

CT was preferred in 95% of patients undergoing imaging. Cranial MR waserpgdfin 15.8%, MR
angiography was 1.3%, and MR venography was preferred in 2.1%. Conclusion: The results of the study
showed that approximately half of the patients applying to the emergency department with headache
are undergoing imaging, and cranial G3 the most preferred imaging method. It was observed that| 7
cranial CT was repeated in patients with recurrent admissions within 3 months.

Keywords:Emergency department, headache, Computerized tomography, Magnetic resonance imaging

1.G ri K

Bak ayakam, boyu preval ansé %9 9 6 a ul akabli | en,
Epidemiyolojik -al ékmal ar da, bak ajrésénén, aci
gesterilnfekmehbemeéeli &hebu oran ¢l keami adasédatha ¢gk
grubu migren ve gerilim tipi bak ajréséneén i-in

servislerde tanénén atlanmamasé géreken sekonder

i sayarl e tomogr afli9o72BTy)e, ekdadahanamaeégdageéendigjiid
nt ¢ eme*Bnfoddnai Ini teecsiildiger vR2POD& kallanéemamaseéemhd
€] é belirtilmik ve bu artékén sebebinin has
Artan BT kull anémé, sajl ék sistemi*Aglzevisétradmatikci ddi
yan bak ajrésé ile bakvuran hastalarda, BTOo
ri9nmeéexkt er

Bu -al ékmada acilaysaar biaxe atfr @smatiilke dlamvur an ha
sékl éejé ve g°re¢nt ¢l eme tercihlerinin incelenmesi

2. Y°ntem

Retrospektif olarak tasarl anan bu -al ékmada, bir
zaman diliminde, travmati k ol mayan bak ajréseée Ki
Hast al n cinsi yeaj vseonyraxd éa ryée kkialy,d esdarléd iv.e Tkréir me
edi kaydedil di . Ambul ans ile getirilip get]i
yap a g°re¢nteéegl eme yo°ntemlerinden (b)Y Il gi say
han nin tercih edildifi i ncel endi

n «Q o —
o

, 3 ay i-erisinde 3158 hastanén back
,4) er kek, 185106i (%58, 6) kadt@andeé. H
%1 7 i di . Hastal ar é %52, 50i yeki l al and
i il mi kKti, %16, 106i ise -ocuk i
a bakvurusu bu

orané %42,4 (n=1
oranénda tercih edi |
nNndiesén®%28)diterci h edil mikt.i

® >~
- OPFrPr TQ >SN

nu-1ar é, aci l servise bak ajreéesée il
duju ve g°re¢gnt ¢l eme y°ntemlerinden
arl ayan bakvurusu olan hastal arda
ha °nce benzer hasta sayésé ile ger -
st | arén yalnégeme Ro7i, 6 d®&alpdarnngaR mégmnd ack
hsedilen -alékma ile karkél akt ér €
taya (%6, 7) MR -ekil difji ger ¢l m
épeéddba; abysksahkhéonl duju [ [

xo® , © O
P
3
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Bak ajrélaré -ojunlukla benign durumlar ol up n
durumlaré yansétmaktadéernt Bl emek ytlotaeamdanétia oi h

dayal é r e htbeelrel neer , y °grPtregmml er i ni ancak klinik dej
sonrasénda, késeétl| & S3Faaykeadta yhaalsntéaz cia- i Tng rokni eyrenbedket ed
serviste -aleékan hekimler, kendi | eermeniy °hnatsetnal learri
bakvur mak ger®ji duymaktader.

Yalnézca maliyet a-éséndan dejil, hastalarér’8ma|
nedeni vyl e, ger¢nt ¢l eme y°ntemlerine bakvur madan
kullan é 1 mal eéder
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Sleeve Gastrektonee Hastada Hatal HerneK | e MaeaHegn&sdpd Ewr man| é
Laparoskop& Onar é meée

Uzman A@el Erg
'Fatih Sultan Mehmet Ejitim Ve Araxkteérn

¥zet

Mor gagni hernisi veya Larrey hernisi ol arak da s
nadir ol ar ak saptaneéri - iTrgdre dy alalf araegknma % h € r moir laenré
Laparoskopi k ve a-ék onaréem tekniklerinin yanenoc
yakl akéemlarla tedavi edil ebil mektedir. Genel lik
Sleeve gastre&tmi °yk¢s ¢ bul unan ve hiat al herni taneé
peroperatif insident al ol arak saptanan Mor gagni
| aparoskopi k onarémé ve mesh uygul amalsésanb alt @&h a
52 yakénda kadéen hastada kKiddetli gastro®zafagea
bulunmasé nedeniyle yapélan dejerlendirmeler son
al ende. Peroperagti f hiemsidentsalpt domag hastada kr u:
onar éméneé taki ben Mor gagni hernisine de pri mer
uygul anméexkt ér . Postoperatif d°nemde her hangi bir
Pergper at i f insident al ol ar ak saptanan Mor gagni
onar el abil ir.

Anahtar Kelimeler:Hi at al Herni , Mor gaghni Herni si, Laparo

Diafragma Hernisi

Sémultaneous Laparosceop&rnd Rdpragagmomé a Hdart mé a Hie
Gastrectomézed Pateéeent

Abstract

Retrosternal diaphragmatic hernias, also called Morgagni hernia or Larrey hernia, are very rare. It is
seen in approximately 6% of all diaphragmatic hernias. In addition to laparoscogiopen repair
techniques, it can be treated with different approaches such as primary suturation and mesh application.
It is usually detected incidentally. In this study, the laparoscopic repair and mesh application of the
Morgagni hernia, which was detedt peroperatively incidentally in a patient with a history of sleeve
gastrectomy and for whom surgery was decided with the diagnosis of hiatal hernia, simultaneously with
hiatal hernia repair, and mesh application were explained. Aé&f-old female patiet with a history

of Sleeve Gastrectomy 2 years ago had severe gastroesophageal reflux, retrosternal burning, and
regurgitation. As a result of the evaluations, the diagnosis of hiatal hernia was made and surgery was
decided. In the patient with peropenagiincidental Morgagni hernia, crus repair was performed, and
after hiatal hernia repair, Morgagni hernia was repaired with primary suturing and mesh application.
The patient was discharged without any complications in the postoperative period. Pereperativ
incidentally detected Morgagni hernias can be repaired simultaneously with the procedure to be
performed.



Keywords:Hiatal Hernia, Morgagni Hernia, Laparoscopic Diaphragmatic Hernia Repair,
Diaphragmatic Hernia

ni herniant erdiigraf dagmagadaki defektteru1 k a
dir . Mor gagni herni si veya Larrey herniosi
a nadir ol arak saptanér Konjenmdaly alk lyaak é& ke
3.3 arak tespit edilmiktir. Morg®wgdi | g&r kil enein
olukturmaktadeéer (1, 2).

e

Hi at al herniler i se saj ve sol diyafragma kr usu
abdominalypél ar @én toraks boklujuna dojru yer deji kKt.]i
olabil ecek bir-ok mekanizma tanémlanméxkteér . Bunl
°r ¢l en késal madeér (3) . Bunun vylanéadanxiddettleikr

tkunmal ara bajlé olukan stresin de freno®zaf ac
astik dokularda dejenerasyona sebep ol duju ort
| ayéséyl a dbapolbilmektadlr. her ni ye s

W Q<@

u
I
o}
u -al ékmada, Sl eeve gastrekt omi °yk¢se¢e bulunan

hastada peroperatif insidental olarak saptanan |
|l aparoskopi k onampéméantamésmewy gul a

Vaka Sunumu

50 yakénda kadéen hast a, ci ddi refl ¢ semptomlar
Ki kayetl erinin artmasé, g°j ¢s arkaseéenda y a nma
poliklinijine ba&kkurldlu.ayH&ntcenémpwalolskopi k Sl eev
°yk¢se¢e mevcuttu. kikayetlerinin ameliyat sonr aseé
Ki kayetl er. artarak devam et mekteydi . Hastane
buunmamakt aydeée. Her hangi bir ek hastaléek bul unma
tedavi si al maktayde. Bunun ¢(zerine hastaya yapée
pangastrit ve Hill Gr ade 4 hasta,tLapbroskogk Hiatal Hereis p i t

Onaréemé ameliyateée i-in hazeéerlandé. Operasyon esn
ve yaklakek 5 ¢cm Iik hiatal her ni tespit edi | di
Morgagni hernisii i nde bul unan falciform |igaman enerj.i a

alendeé. De fleckctk asl¢atnuer 3y.a0r dve méyl a kapat el de. Ar k a
def ekt alanénén ortalayacak K8KIOlI &/echbyl akaharlya
r

sabitleyici yardeméyla tespit edi | di . Bu ikl emi
a-élarak <cruslar ve ©°%9zafagus ortaya kondu. ¥zaf
°zaf agus Kk é&s méec aakb dkoenkeinlddee ksaelr b est | Henrelraenkg ib abtiérn d
olukturmamak amacéyla 46 french buji ajezdan mi
s¢tuPkafhgus arkaséndan birbirlerinme VHakhtakt @eél
zamanl & onar él mék ol du. Postoperatif d°nemde has
sonra taburculuju yapéelde. Hastanén 1. Yél kontr
Tart &K ma

Mor gagni hernileriyapgélramhdi afl raa qarka -6hhearrirEdrd ek € s m
olukturmakt adlapaldskopinin yaygénlakmaséndan °©°n
tercih edil mekteydi Bazé cerrahlar transetorasi
mi ni mal invaziv y°ntemler onarém i-in tercih edi
Di yafragma hernil eri, | aparoskopi k ve a-ék onar
uygul amaseé gi bi far kl & yakl akémlarl a tedavi

saptanmaft)adeéer (7



Laparoskopi k onarém veya video yardéemle torasik

|l aparoskopi k onar ém, |l aparoskopi k primer sg¢gtur as
| aparoskopi k @anbapmr oekogmilknégreci mer s¢gturasyon t
tekni klerini oluktur maktadeér (7, 8, 10).

Mor gagni hernisinin tr postvers orapapegadaln!| idlalha d
gerginlifji en d¢K¢k caakvioyned e méewnt mank eir-i iom dpap . dlos
gerekmektedir. Bunun yanénda falciform | igamdan,
d¢zeye kadar a-él mal édeéer . Feték kesesinin -é&karé
feték kesesi de -ékarteéelabilir.

Bizim g°r¢kegmégze g°re anteriordan posteriora tan
ve yama seril mesi bu hastalar i-in etkili ve g¢v
Sonu-

Peroperatif insidental olarak saptana Mor gagni hernil eri hiat al hern
kull anéel arak veya kullanél madan onar él abilir.
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Resim1Mor gagni herni defektinin | aparoskoj

Resim2Mor gagni hernisinin primer onarémé sont
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Ama - : Emni yetl i askeri Uu-uk i -indhbagasemgdéespeba
(PWD) atriyalf i bri |l asyon gelikme riskini temsil eder. ¢
sajlam raporu al me«k hava m¢erettebateéenda atriye
ama-1 adék. Gere- ve y°ntemler: Daha&k?eéeceoekiduper b
81 hava m¢grettebate -aléekmaya dahil edi |l di . Fi zi
yapél dé. El ektrokardi yogr afi -ekilerek PWD hes:
ortal amaseé 36, 15N8,ax7enyeéell7osidi .nakKht gé émcékl ar é
heli kopterl erde g°rev yapéyordu. Hel i kopter ve
m¢erettebatéyde. Yani, pt bpt am-dknenklrertit-dalgasd 0 € s iv e
disper$§ yon s¢r esi nakliye u-ajé m¢rettebatéendaki en
m¢erettebaté gruplarénda yack, BKI , ortalama art
hemogl obi n, serum tot al b i, lalann web aspartat ainnaetrankferad a n s i t
seviyeleri arasénda istatiksel anl aml él ek bul unn
PWD anl aml éydeé (p = 0.013). Jet pil otdbhhgéaséehel
dispersiyonuna sahipta ncak fark istatistiksel ol arak ©°nemsi

sonucu | et pilotlarénén PWD s¢relerinin daha vyy¢
gel ecekte atriyal fibrilasyon 'riskieMWltaikjeiyrmibi dbet
koymakt adér .

Anahtar Kelimeler:P-Dal ga Daj el eémé, Askeri Hava M¢irettebat €

Evaluation of Atrial Fibrillation Risk in Periodic Examination of Military Aircrew

Abstract

Objective: Aircraft aircrew must be healthy for safe militalight. The Pwave dispersion (PWD)
represents the risk of developing atrial fibrillation. In our study, we aimed to evaluate the risk of
developing atrial fibrillation in aircrews who received a healthy report as a result of an annual periodic
examinationMethods: 81 healthy aircrews were included in the study. Physical examination, imaging,
and laboratory tests were performed. PWD was calculated by performing electrocardiography. Results:
The mean age of the parti ci pa@fithe garticipantst 17 servedtinudy w:
transport aircraft, 13 in jets, and 51 in helicopters. Of the helicopter and transport aircraft crews, 51
were nonpilot aircrew. That is, of the total subjects, 50 were -pdot aircrew and 31 pilots. PWD
duration was elculated lowest in transport aircraft aircrew. There were no statistically significant
differences between age, BMI, mean arterial pressure, pulse rates, tB{iroidating hormone,
hemoglobin, serum total bilirubin, ledensity lipoprotein, alanine, andspartate aminotransferase
levels in the jet, helicopter, and transport aircraft crew groups (p>0.05). PWD was significant among



jet and transport aircraft crews (p = 0.013). Jet pilots had highevgve dispersions than helicopter
crews, but the differee was statistically insignificant (p=0.125). Conclusion: According to the results
of our study, jet pilots had significantly higher PWD values. This result showed that military jet pilots
may be at risk of atrial fibrillation in the future and should bkdwed in this respect.

Keywords:P-Wave Dispersion, Military Aircrew, Arrhythmia
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1. Girik
As ker i hava m¢erettebat e, -ekKitli mes | eki nitel
y°netmeli klerde belirtilen farzkkbamalvéedeézi hiQesree
karkélandéjendan emin ol mak i-1in, Uu-uk ekibinin
tekhisi gereklidir.
Pdal gasé dispersiyonu (PWD), -ok sayeéeda farkl e
kaydedilemn en kés a -dvael gean su¢zruensip ar aséndaki fark ol ar @
i nvaziv ol mayan elektrokar-oblailygadsoalb all gaenléenrai nti ann él
analiz edil mesi metodolojiséewnideki Kkl nkketder ymba
bakta atriyal fibrilasyon ( AF) ol mak szere ar |
kull anél maséna yol a- maktadér (2). Atriyal fibri
sek karwxiétl mikledrachem biri dir. Ayréca mevcut wuygul e
AF tanésénda ve tedavi y°netiminde rolg¢ olabilec
hi pobari k kokullar veya anbthardke®AFegibi barf akt
y ol a-ép a-madeje tam olarak bilinmemektedir. B
°zellikle AF'nin, fel- veya ge-ici bilin- kayb
gerevlierimdgr dcids kanlesi ne yol a-abileceji dojruddt
Bu -al ékmada, AF gel i ki mi a-éséndan risk ol ukxkt
ama-1|adéek.

2. Materyal and Metot

2.1 ¢alekma Populasyonu

¢tal @k ma, i kKincil bir a skklea kit isreivikmiskatjilré. k Haesrtkaenzei m
m¢erettebaténén yellék ve 5 yeéelléek periyodi k muay
mer kezdir. ¢calékmaya tamamé erkek olan toplam 81
hava m¢grettebat e, heli kopterl erde ve rkarfarma ye u-
i Kl erinde yardémcé ol an, nesnelerin takénmasé,

personel l erdir. ¢tal ek ma katnédlagrdEeé!l arad éik-mary ad &kralt
sigara i- me, kontrol alténa al énamayan hipertans
ventri kgl di sfonksiyonu (sol ventri kgl ejeksiyo
sendromlar, kap k - € k kal p hastal éj e, dojuktan kal p has
bozukluju (kreatinin > 1.5 mg/dl, aspartat amit
sénérénén > 2 kate), bilinen malargnhdaset, allékkladr .v ¢
hi zmet verdi kI eri u-ak tipine g°re jet, heli kopt
2.2 ¢alekma Protokol ¢

Periyodi k muayenelerin bir par-asé olarak fizik

Muayen el er de hi zmet wverdi kIl er. hava aracéneén tipi

ayreca tam kan sayeéme, bebrek ve karacijer fonks

hor monl ar &, el ektrokairldiiymge lad m&«l evre w&kmp&klada. ybagd
25 mm/sn ve 10 mm/mV genlikte bir elektrokardiyograf (model EI3G0K NihorKohden
Corporation) kullanélarak bir EKG yapeéel de. EKG' |
manuel ol¢ar &k deall-gpalsde daj él é me, P dal gasénén maks
ol arak hesapl ande.



2.3 Kstatiksel Anal i z
Analiz i-in I BM SPSS 24.0 paket programé kull ané
g°re ortalama N standart sapma veya medyan (-eyr
dejikkenl er uy gun K-eedti veyadManikhatmey &t | easkttieé r kmalkl ain-élnd e
dejikkenler i-in tek dejikkenli &maalei z elsuli | &rudll
Deji kkenl er araseéendaki i kkil eri de]erlendllr;sme
kul l anél de P <0.05 istatistiksel ol arak an al
3. Bulgular
Toplam 81 erkek hava m¢rettebaté ike al énde. Ar a
¢cal ékma grubunun de ndoag rgaaf isk¢ rpeasri a eweete mdedejeaviies miém b dkre
°l -¢mlerinin ortalama dejerleri Tablo 1'de g°ste

Tablol.¢al ékma grupl aré arasénda PWDOyI et kil eye

Hava m¢rettebate
Parametreler ( ONSS) Pdej e
Jet Helikopter Nakl ivye

Yak (yeéel) 38N8.0 34.08N7 34. 8N5 0.103
BKI (kg/m?) 24. 7N2 24. 89N1 25. 6 N3 0.702
Ortalama artery 103.1K: 93.08N1 91. 76N 0.176
Nabéez sayéeseée (1! 72. 4N8 76. 4N9. 78.9N1 0421
Hemoglobin (g/dI) 14. 85N: 14.72RN1 15.14N( 0.168
Serum TSH (mlU/I) 2.23N1 1.92N1. 1.75N1 0.386
LDL (mg/dl) 117. 3Nz 118. 3N2 112.5N: 0435
Serum total bilirubin (mg/dl) 0. 9NO. 0.8NO.2¢ 0.81N0 0.234
ALT (IU/ml) 36. 4N1 37.1N16 39.02N: 0.198
AST (IU/ml) 30.2R7 29. 8N8. 28. 7N6 0578

O-ortalama; SSstandart sapma; BKlbeden kitle indeksi; TSHiroid-s t i m¢ | e e di <di¢ Khedkr mo n ; LLC
dansiteli lipoprotein; ALTalanin aminotransferaz; ASBspartataminotransferaz.

on ¢ - denek jetlerde, 516i heli kopterl erde g°r
yapéyor du. Heli kopter ve nakliye u-ajé m¢gretteb.
toplam deneklerin 50'singmi | ot uU-taelbamer e edald Hapiel atitsp.erRBi yonu
m¢erettebat éndaki en d¢kek ve yegksek et pilotl a
nakliye u-aklaré m¢grettebateé gruplaréndyayackge B
hor mon, hemogl obi n, serum ¢tot al bilurubin, d¢
aminotransferaz seviyeleri arasénda istatiksel

méerettebaté arasénda PWD aarnd ahnd |éiykdogp t(epr =m¢0r. e0tlt3e)b.
pdal gasé dajélémlaréna sahipti, ancak fark 1ista

g°revierine ve tébbi durumlaréna g°re PWD karkél



Tablo2PWD' nin u-ak tiplerine ve pilot ol an veya ol
¢al ékma grubu
U- uk du Mevcudiyet  Jet pilot Helikopter Nak | i y¢ Ortalama P-
= ; PWD (ms dej
(n=13) Mer et t m((a:rl%tt (ms) ]
(n=51)
. - | 16

Jet pilot (n=13) evet 13 0 0 46. 9N1 0.038

haye 51 17 35. 7N1
Helikopter evet 51 0 38. 08N 0971
merettebi pave 13 17 37.91R
Nakliye 1 evet 0 17 33.91N: 0.062
merettebi pave 13 51 40.3N1
Pilot (n=31) evet 13 14 41.86N:0.162

hayé 37 13 37.30N:
Pilot olmayan evet 37 13 37.30N:0.162
merettebi oye 13 14 4 41.86K:
4 . Tart &K ma
Bu -al ékmada, j et pilotlaréenén nakliye u-ajé m¢
seviyelerine sahip oldujunu bul duk. Hel i kopter
olarak anlamle dejil di
Ari t mi, askerin hua-vuak ngrredvtlecbraitredneen di skal i fiye
biridir. Atriyal fibrilasyon, aritminin en sék ¢
séraséeénda akut hipotansiyon veya t rtansifelmessattipol i Kk o
ol dujundan g°z ardé edil memelidir. Atrivyal fibr
ventrike¢gllerin diyastolik dolumuna katkéda bul
yetersizlije nedamighabifliibrr.i |l BBlhonl| anaradda rdi r , a
edilemez. ¥zt¢rk ve ark. hava ekibinin periyodik
2 AF vakasé bildirmiktir (4). Asl| éndaolzdaujawnn ui,- i
yoksa rastgele bir bul gu mu ol duj-ucmmuu -v ei I%izkeK il siik
ol madéjéenée tam olarak bilmiyoruz.
Atriyal fibrilasyon ayréca hipertrofik kardiyomi
parokss mal AF' s olan bu t¢r hastalarda, egzersiz z
intol eransé varder (5, 6). Kal bin bir seferde sa
ujrakmaneéen, uzun s¢reli k aal pa ehracsbairké neag zyeorlsi &4 ne
avantajlaréené geri -evirdijine dair kanétlar ol
AF'ye sahip olan sporcular s°z konusu ol dujunda
ter soranalirlai yol
tal ekmamézda | et pilotlaréenda PWD s¢resinin dah
ortalama arteriyel baseén-, nabez hezl ar é, hemog
kuvvetl eri, devam eden hviapl cshaa rviak nkaonkewlrlaa rar &e dh i
durumlarénén jet pilotlarénda daha y¢ksek PWD de
u-ajéné u-ururken zorlu durumlarén AF ve bunun ¢
dinamik etkile i n i ortaya -éeékarmak i-in daha il eri -al ex
Hi pertiroidide ve bazé -aléxkmalara g°re hipotiro
patogenezinde hi potiroidizmin hi pertiroi.dizm k
Hi pertiroidizm ve hipotiroidizm arasénda PWD art



PWD arteéekéneéedalmpkss gmuens ipndeki artéka bajlé ol du
O zerl ¢l ¢] ¢n azdall méak smirreusjmunneb phladjilréi lomidk t i r (9 10)
i stati ksel ol ar ak anl aml é ol masa da | et pil ot
Hi potiroidizm ve hipertiroidizmin erken tanénma
hava m¢rewWbetbafendar Pnin rapor edil mesi °nemli o
Limitasyon: - al @€k ma gr ubumuz nispeten k¢- ¢kt . Genge l7 C
erkekl ere g°r daha k¢-¢k bir gruptur ve kadlén
Cinsyet farkleléklaréndan dol ayé baze tarteKmaIara
5. Sonu-

¢tal ékmamézén sonu-laréna g°re jet pilotlareée ©°ne]
durum asker. j et pilotlarénén gelecekbeéedami yak
edi |l mesi gerektijini ortaya koymaktader . P dal g
muayeneleri sérasénda di kkate alénmasé gereken ©°
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¥zet

Bu -alékmada cezaevinde yakayan =-ocuklarén dur
kull anél an divyi ol ma hali o kavramé aracéleéejeéeyl a
i nsan skgrenmaaéinda ve iyilexktirilmesinde en ©°ne
dengel i besl enme herkes i-in ©°zellikle de -ocuk

besl enme al ékkanl ékl aré yakam boyakayad¢:r glkmé&kta
Kartlaréndan dol ayée yetersiz ve dengesiz besl enn

etkilenmektedir. yeterli ve dengeld] besl enmenin
hareket, uyku gii e mel gereksini mlerinin karkél anmaseé, de:
bireylerle etkilekim ve iletikimin kurul masé gib
besl enme, barénma ve ejitimuijkamtlaaanesismjemnarys
kaynakl anan sorunlar sayéséz ve olduk-a etkilid
psi kol ojilerinin yané séra fiziksel gel i kmel erin
ceza evl er-imnadwek lyaarkéany alnes |l enme sorunl arénén geliKk
sayeda -aléekma olan bu konuyla il gild@ literatg¢¢r e
yol g°sterici niteliktedir.

Anahtar Kelimeler:Ce z a , ¢ ocukElt&&ri, ®@elsileinmme Sorunl ar é

Nutritional Problems of Children Living in Prisons Effect On Their Developments

Abstract

In this study, the situation of children living in prison is discussed through the concept ebé&imgfl,

which is used in the study diitd welfare. Nutrition is one of the most important factors in protecting
and improving human health, starting from the mother's womb. A healthy, adequate and balanced diet
is necessary for everyone, especially for children. Because the eating halgitgaiméd in this period

are maintained throughout life. However, children living in prisons are fed inadequately and
unbalancedly due to environmental conditions, and their biological, physical and psychological
development is adversely affected. It isffam meeting basic needs such as adequate and balanced
nutrition, regular health monitoring, meeting basic needs such as play, movement, sleep, supportive
physical environment, interaction and communication with family members and other individuals No
mater how good nutrition, shelter and education conditions are provided The problems arising from
the separation of the child from the mother are numerous and quite effective. It was emphasized that
this situation, which can have a traumatic effect on childrnegatively affects their physical
development as well as their psychology.
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1. Girik

Cezaevi oetnik ve ke¢lterel a-édan far ktlineve ci nsi
davranékl|l arée a-éséndan da farkl el ékl ar é olanlgir
ailesinden, evinden ve kendisi i -in ®neml.i oll n
Cezacevi ortaménda ol and&likyd eayr émsyd p &lumaukns éaz &
(beslenme, sajleéek, ejit% ¥z eslbi)k leer | xkd 2m ehvalkekréinmad es ay
besl enme gereksinimleri genel ol arak gelikimler:i
vedkngeli besl enmenin sajlanmaseé, dé¢zenlii sajl ek
t emel gereksinimlerinin karkeélanmaseé, destekl ey
etkilekim ve iletikimin hukel mansaét@inbiuzea&meélr .ger
1.1.Ceza Nedir?

Ceza, ki kil erin iszerinde -eki tli aceée veya zZa
ger-eklexktiril mesidir. Ceza ile ilgili tanéemlar a
tanéml anpallaanrdéan ®Induj 8 g°r ¢nmektedir.

1.2 Cezaevinde Yakayan ¢ocukl ar

D¢nyada milyonlarca -ocuk ebeveynlerinin tutuk]I
etkilerine maruz kal maktader. Bu konudaki ger - e
yeterince il gi g°ster memesi ile a-éeklanmaktader
tutul mamaktadeéer. Dijer taraftan, kayeéet tutul mas
ayrémcél ék ya da damgal apmmapanobkedmhfobgabil mekied
¥zg¢é¢rl ¢kten yoksun kal manén her zaman zor ol dufju
bir kadén i-in durumun daha da kar makeékl|l aktéej éne
kendi si nin hkeinr eyl ariijreirn and sél etkilenecefi konu
Annesi ile cezaevine giren bir -ocuk s°9z Kkonus.u
kullanma konusunda birbirlerini k & s @ne, psakohagikk t a d ér |
ve duygusal iyi olma halleri direk ve muhtemelen olumsuz etkifenir.

Birlekmik Milletlerdin ¢ocuk haklaré ¢zerine tem
dékénda -ocuklar anne ve babial alrewnayami yvalyeg éd Immaana
-ocuklareée tehlikeden korumak zorudthodwwjuun ammediu
birlikte cezaevine girmesiyl e, bunl ar gi bi ul us|
girer®

Ebeveynie zaevi ne giren bir -ocujun ¢zerindeki et kil
edilmektedir:

f Tutukl anan ebeveynin anne mi yoksa baba mée ol

T ¢ocujun karakteri,

T ¢ocujun t emel bakéeméné ¢(stlenebplgcekmeyguonrj i

f ¢ocujun yaké ve ailedeki pozisyonu,

T ¢ocujun, mahk¥%m ol an ebevey®nle olan ilikkisirt
Anne cezaevine girdijinde, -ocujun bakka bir bak
-ocujun yeni bi rakolkiblaa Ba klagmas évnea ,sos yal ortam
olabilmektedi®Fi | i pi nl er 6deki bir ©°rnekte, her g¢n anne:
cezaevine bérakeéel ép akkam alénan bir -oiouktan

-ocuklarénée sadece hafta sonl aff&ncyaakn|lu émag wll adm:
hepsi tartékmal édeée

0]
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Cezaevi -ocuklar i-in uygun bir ortafmnemmasaédae]
vurgul anmaktadeér . Bu nedenle cezaevlerinin -ocuk
edi |l memel i dir. G°r ¢kelen uzmanl ar bir -ocuk i -
vurgul améexkt eéer . Ne kadaegjiityim kegltdmme, smgr @amma s
annesinden ayrél maséndan kaynaklanan sorunl ar seé
yapabil en bu dur umun, psi kol ojilerinin yane S €
vurgul d&nmexkt ér | 20
Uzmanl ar , annf€siymademgraymuéel-amuQun g¢gven duygusu
sekentéelarén t¢m yakaména yanséyacajéné belirt me
depresyonudnun, -ocujun tségijél, e ksléek gseelki khiansitnai oslenkat
hatta bebek °l ¢m¢gne kadar giden sPorunlar yarattée

o Cocugun

. Cocugun

Hapishane Annenin Tutuldulukj hapiste kaldig hﬂ'.]:se g|r-:l!

yasl hiikiim stiresi . stirecteki

Sure

yazl

Bolu T tipi 35 Bay 25ay 4 yas

lzmir Kapal Kadin 37 13ay 12 ay 1,5 yas

Trabzon E Tipi Kapal 41 15ay 15ay 7 ay

Trabzon E Tipi Kapah 39 45ay 2ay 4 yag

zmir 1 Nolu T Tipi Kapal (Sakran) 40 Ayl Bay 6 ay

Trabzon E Tipi Kapal 30 25ay 25ay 3 yas

Osmaniye T Tipi 36 Gay Gay 15vyas

Sincan Kadin Kapal 34 10ay 7ay 4 yag

zmir 1 Nolu T Tipi Kapal (Sakran) 39 9ay 7ay 15 yas

Kocaeli 2 Nolu T Tipi (Kandira) 38 7yl 7ay 2 yas

Kocaeli 2 Nolu T Tipi (Kandira) 37 1,5 yil 15yl & aylik

Kocaeli 2 Nolu T Tipi (Kandira) 29 &yl * 2 yag

Van T Tipi 39 2yl 1l 2,5 yasg
Kaynak: *Bi r | e Kk mi K Mill etl er tocuk Hakl aré Komitesi,
birinci planda dikkatea | é nmasé hakkeée ile il gild@ genel gor ¢k N
H¢ekeml e kadéenlaréen déekaréda kalan dijer -ocukl ai
ceza evine girdijinde annenin -ocuklarén bakeé&me
ail el emai nridsaKfielyakadéejéné ve -ocuklareén devlet ki
gstermektedir. Ebeveynlerinden biri cezaevine
oranénén arttéej én-sosyaleorublar, depresyohk Ipaermr ek t pvi k e , sal d
kapanma, bajéml el ék, uyku ve yeme bozuklukl ar e,
karkeélakéeldéje da d¢egnya -apeéendaki -exkitli -al éxkn

Besl enme;
besl|l enmesi
sajl ekl é be

r
a
d
14Besl|l enmeni
b
n

i se ama
s| enme al

takemdktadeéer .

Knsan yakam
yetikkinlik
gel i ktiji v

énda yeter

n
iy caner, d yraklame s i
e

ve sajl e

- nor mal S

ékkanl ekl ar éenén

vV e

-ajé arasénda

e cinsiyet

deng
ge-i K

]
ajl ekl e

el i besl
d° nemi

korunmaseé@e

b¢yé me

enmeni
sayéel an

n

Vv

pekieknt i r il

b

nkeamniadkitre.r i Ad o |keaszaann dde° née naddeo |

[



ve v¢cut gereksinimlerine uygun ol masé -ok °neml
tutumun gelikme -abasénén yojunlaktéje bir s¢re-
sosyalojunl uja hazérl afma s¢recini de i-erir.

15Ceza Evlierinde Yakayan ¢ocukl arén Besl enme Sor

Besl enme, vecudun fizyolojik dengesinin sajl anme
dengeli beslehgbidmgé&ti ni@angaz (- ana, iki ata °
diyetin iki ©°J¢n ve daha az ol mas*®tm&mu kmetra@mo Ifii zr
ve ruhsal olarak sajl éklé gel ixktbddamre.l edacukliar &b
uygun, sajl ékl & beslenmelerinin vYyesamklbahkkhe haijii,
anl aména ge-lomekjtuendiyrg kvsee ki pair hkeéseRegayker BEmhési

Yetersiz ve dengedan dbdrsiekmet kobreménakrém i se ce
-ajéndaki -ocuklar ol maktadeéer. Bu durum °zell ikl
dojrudan etPi]Jemektediftan, yaklaréna uyglann bes|
-ocukl ar -ojunlukl a anneleriyle ayne yemej i p
y°netiminin inisiyatifine bajlé olarak, s¢t, yu
kal an ihtlya-larénén h apimkhégam ei skea nd e nb un ddeunr u nednma n
gelir d¢zeyi °nem arz etmektedir. D¢gkegk gelire s
sorun yakamaktader .

Ancak hapi shane kokullarénda -ocukl areénveannel er
annelerin yemeklerini paylakmak zorunda kal déekl a
hazér gedalar (uzun °m¢grl ¢ s¢t, yapay meyve suyu
anneler i-in vel/lveya dmzeisrimei hitliey alce&r adlueyra nmaaman etl
ol madéj é saptanméxkt ér .

Ma ma , kahval teéel ek gedal ar , meyve Vvb. gedal are |
zorunda kal mékl ardér . Bazé hapishane etneyent i ml er
annelerin bebeklerine gelikimsel olarak uyumlu o
mahpusl ara bebek mamasé veril mesi yasaklanméxkt ér
Oy s a il gili 5275 sayeéel e yasaneéen 65. Maddesinirt
vurgulama k't ad ér ifAnal aréenén yanénda kalan -ocukl ar
yiyecek ve i-ecek verilir.o

Cezaevlierinde beslenme -ocukluk ve ergenlik d°ne
°nemli kroni k hastial éhlalzeerd ra yalbu d mas é mHaayzaamboyu s
ergenli k d°neminde yerlexkir. Bu °nemli d°nemde k
daha seéekteér Genelde besl enme «kKekl: vreErgenlike r i J i )
d°neminde yetersiz beslenme ya da k°t¢, besl|l enme

Ki kmanl ek, hi perl i pi demida mairnshealstodl|éikd iamdEe vge ckia
olarak karemeéza -eéekar

Yetersiz ve degesi z besl enen ceza -g&i ndmé&l er-iociurk| ak €a
s¢relerinin kéesaldéje, algélamal aréné&netnerasidel ie]j
devam ederse |lineer b¢yeéemede duwrkaals@ma av evyea dy § w
parametreleri fde gerllik goer ¢l ¢r.

Yetersiz ve dengesiz beslenme sonucu b¢gyéegme ve ¢
sérasénda sék karkélakeéelan sorunl ar danl ébmeérdiésri. d
Adol esan d°nemde «kKekerl: ve yajlé gedalaren faz
olur.®

Ceza evinde yakayan -ocuklarén beslenme konusun
akéré beslenmenin de ehimgpe yendeakamkislie cisji inni
besl enme yetersizlifiJi durumundan, akKéreé besl enme
toplumlarda ender olarak g°r¢len hastal éklar én
beslenmem nedenl er i araktereldéjeéenda, ceza evlerinec



besl enme Dbilgilerinden yoksunlujun b¢yeék

°nem

besl enmenin °nlenmesinde besl enmkazgndémél malsee s

°nem t ak®hakt ader .

Hapishanelerde Annelerinin Yamnda Kalan Cocuklarm Ivi Olma(ma) Haline
Iliskin Gosterge Setleri

. | 22
Hapishanelerde Annelerinin Yamnda Kalan Cocuklara Iliskin (0-6
Alan
vas) Gistergeler
Kendine ait besik/vatak, calisma masasi kiyafet. dolap. biberon,
Madd1 Yoksunluk oyuncaga erisim. 1age bedeli. veterli beslenme, emzirme. ek gida.
mama.
Kromk hastalik gecirmek, asilanma, bez. temmzlik aliskanlig. yikanma,
Saglk fiziksel aktivite/parka ensim, giinesten yararlanma, duygusal saglik
ve cocuk dlimler:, psikolog ve cocuk doktoruna erigim.
Estim Kreg ve anaokulu olanaklan
Annesiyle birlikte kalan cocuk sayist, koti muamele, dalga gecilme.
Risk ve Giivenlik zorbalik gorme, infaz koruma memurlarmn ve &gretmenlerin
davramst, diger mahpuslarla ve cocuklarla iliskilerde givenlik.
Cocugun ebeveyni, diger mahpuslar ve mfaz koruma memurlan
Mliskiler tarafindan denetlenmesi. kogus/oda igindeln mahpuslarla iliskiler.
cocugun babaya ve kardese olan dzlemu, akranlarla thiskiler.
Oznel Iyi Olma Hali (ocugun yasamindan memnun olmasi/olmamasi.
Kavnak: Uyan Semerci ve digerlen aragtirmasindaki géstergeler hapishanelerde annelermin yanmda
kalan ocuklara yonelik tarafinuzca uyarlanmugt. Bkz. Pmar Uyan Semerct ve dierlers.
Esitsiz Bir Toplumda Cocukluk: Cocugun Ivi Olma Halini Anlamak Istanbul Ornegi, 1.b.
Istanbul: Istanbul Bilg: Universites: Yaymlari, 2012
fi¢cocuk hemen hemen bizimle ayné yeme]j. yi yor
geliyordu. 6¢ocuju da d¢ke¢gnerek fazla verdi ki
bizimle ayné yemej.i yiyordu. Ancak hapishanen
i-in -oju zaman -ocujum bajérsak problemleri vy
iSemaverin i-inde yemek yapéyordum. ¢torba g
semaverde yeni y eme k yaratéeyor dum. Ekmej in
kezartéyordum yal amc-€olpixeavigy dridw. u@elremn .piOhna
s¢tla- yapéyor dumo
fécezaevinde (Kadén Kapalée Ceza Knfaz Kur umu
yiyecek verdikleri oluyordu. ¢ij yumurta, et
23
AfHapidéhanecujunuzl a birlikte kal mak nasél hiss
sorumuza bir annenin verdiji yanét ol duk-a -arpeée
n¢caresizlik. Ben kéezémé kateé gédaya al éxt ér me

ama yemekl er @i kadhaer e°yaydgyde
esilivyor

yemi yordu, bazen s¢tem Kk du, a -

yeékayéep yed

kal éyor



de a- kaldée diye sonra saymayeé béeraktem, al éckt
2020).

Yumurta ve kg
bir kxekil de geld]
ol mukt u, kanat ey

k s¢t, onun haricinde hi-bir K
rdu haklanmaktan. Kakéekl ar t e
du aj zé&meéeznd .z i¢ docedjla ydoar |baurnloar |

| 23

- ¢
y o
or

uja ayré yemek vermiyorlardé, bir ki ki 0
na d¢kenden -ocuja vermek durumunda, bi zi
kl ar i-in kahvalté gel nkeygethiarkillaemé Kkt egy,, ym
bi ske¢vi, meyve suyu falan, onl aré zater
orduk herkeyi, yojurt mayal amaya bakl adée]
k yemiyordu. o

MAyré yemek vermiyorlwmapékopBuyom aredd k!l et i mi k
yemekl erden zaten veremiyorsunuz -ocuj a. Ar ad
kuruyemi kK gi bi kKeyl er veriyorl ardé. Herge¢n b
yemi yordu zaten, 0 Yumurtoky &€ i gdri meg/ke mes tpe miby e
Orada 5 kilo verdim bakl arda. Emzirdijim i-i.:
yetmiyordu, ek géda vermem gerekiyordu. o

2.Sonu-

Sonu- olarak, ceza evinde yakayanet-loicuikd eriélni kkis
°nerilerini ol uktumak ogerekir. ¢cocukl ar én besl e
y°netiminin inisiyatifine bérakeél mamal édeéer . Bes|l
i htiyacéena g°r e elka zhéarpliasnhmnaanleél deérrd.e G@Gennel erinin y:
hapi shane dékar ésénda bekl eyen -ocukl ar én besl
gelikimlerine olumlu etKki olukt éracak anlayéek -e
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Khme @&en Hastal ar da Séqat Fébkdasgonud Krmmeedy an&adat
Dej e radmesd

Uzman Dr. " Yegd@atn Dak 2 mmg Tack
'Mani sa kehir Hastanes.i
’Manisa Merkezefendi Devlet Hastanesi

*Corresponding author: Sedat Tack
¥zet
Ama - : ¢a|éKmamézéhaamabér|dam8<,gekirmokmayan atri
i -in bir °ng°rd¢greéegceg ol abilecejini ortaya koya
al énmaséna yardém cé ol mak. Gere- ve y°ntemler: ¢

velMayés 2020 tarihleri aras

sénda
yatéréelan ve kardiyolojik deje

gereé¢nt ol eme yont
I

r endi rmesinde e k

i zI|l e mi yapél mék ol an hasthlgrubae- mimeak®°dal YRkt
ekl exktiril mik, i nme K¢phesi il e dejerlendirilinpyg
hastalar alénde. AF ya da SVO tanésé °nceden me\
12- derivasyonlu daktrokardiyografi, 24s a a t hol ter EKG ve ekokardiyoa
Ardéndan 2 grup arasénda dejikkenler kar Kkél akt é
grubuna kéyasla NSAF oranée (%42.2dawnwa iygkiseahbaul

(p=0.014; p<0.001). Ek ol ar ak, i nme ge-iren has

i ndeksi (LAVI) anlamleée ol arak daha b¢gyek saptanc
olarak daha d¢ke¢keasltpitfandeot GlmkoZRP)C, rferritin

d

grubunda aha y¢ksek saptanér ken-koledtesol $IDLYOu m v e

anl aml é ol arak daha d¢k¢k saptande. Sonu- : Knme
sorunudi r . Bu nedenle inmenin °nlenmesine y°nelik ©°
artmaktader . Knme gesaatnhdlasce¢en|l BEKGadyap@&ptanad
biri olabilir ve inmenin °nilneérnmedsil iir-in bir ©°ng?
Anahtar Kelimeler:At r i y al Fibrilasyon, Knme, Hol ter El ektr

The Evaluation of the Relationship of Nonsustained Atrial Fibrilation and Stroke in Patients With
Stroke

Abstract

Purpose: The aim of our study is to show that-sostained atrial fibrillation (NSAF) can be a predictor

for stroke in patients who have had stroke, and to help take measures to prevent stroke in the early
period. Material and Methods: Our study is a @pective study. Patients diagnosed with stroke by
imaging methods between January 1, 2019 and May 1, 2020 and followed up by echocardiography and
holter electrocardiography (ECG) in the cardiology clinical evaluation were screened retrospectively.
As thecontrol group, patients matched for age and gender, who were evaluated with the suspicion of



stroke and were found to be free of stroke by imaging techniques, were included. Patients with a pre
existing diagnosis of AF or SVO were excluded from the sti@dech patient's lkead
electrocardiography, 24our Holter ECG, and echocardiography data were collected. Then the
variables were compared between the 2 groups. Results: NSAF rate (42.2%) and resting heart rate were
found to be significantly higher in sie patients compared to the control group, respectively (p=0.014;
p<0.001). In addition, left atrial volume index (LAVI) was found to be significantly higher and Left
ventricular (LV) E/A was found to be significantly lower in the stroke group compatée tontrol | 26
group. While glucose, @2active protein (CRP), ferritin and white blood cell (WBC) were found to be
higher in the stroke group, calcium and higénsity lipoproteircholesterol (HDEC) were found to be
significantly lower. Conclusion: Stroke & public health problem with high morbidity and mortality.
Therefore, the importance of predictive markers for stroke prevention is increasing day by day. NSAF
detected in 2dour Holter ECG performed in stroke patients may be one of these markersrabd ca

used as a predictor for stroke prevention.

Keywords:Atrial Fibrillation, Stroke, Holter Electrocardiography

1. GKRKKkK

Atrial fibrilasyon (AF) inmenin iyi bilinen nede
ve paroksi smal ol masé tekhis edi |l mesi ni zor | aki
sénérl amaséna rajmen AFraahasendawmadai Bulrl adgrl
daha y¢ksek tané koyma y°ntemleri hem girikimsenm
rutin olarak kull anéma uygun dejildir. (3) Knme
cdd sekell er bérakéer. Ameri kan NHLBI verilerine
bek yeél i -inde yar éya vy a kaplangsalvkea yebkeodni d nmekk t ae-dé dra n( 4
yék oluktur maktader B u tnael daernél ne , p rAoFg nnoi znu neur k°enne il €
ve genel sajléek hizmet. maliyetlerini de¢gkerer. |
premat ¢re kasélmalaréen ve s¢rekli ol mayan atriyze
bildirmi Kkt i r . (6, 7) Biz bu -alékma ile literatg¢rde
i ncel emeyi ama-1adék. tal ékmamézén keseéetl é ver

d¢kegnmekteyi z
2. GERE¢ VE Y¥NTEMLER

Bu retrospekaliédkmasa, kdetsiohki Bil dirgesi ne uyg
Ve kur umsal bir etik k Ocaki PO19Maayréasf e adad0A oeaayhhan
geré¢nt gl eme yonteml er i il e tanéseé koakartyolaji ve i ni
klinik dejerlendirmesinde holter EKG izl e mi Ve
y°nel ik tarande. Kontr ol gr ubu -sadt dolter EKGt v n°r ol
ekokardiyografi ile dejgpahehdstBHbhanalbhcakéet amel s
verilerini,24s aat ritim holter ve ekRiktairdilymlgtrerf ii rbaid Igaid
atémdan fazla ve 30 saniyeden az s¢ren deéegzensi oz
s¢éerekli ol mayan AF (NSAF) ol arak kabul edi | di

aritmiler ise paroksi smal AF ol arak kabul edil d
al mameéck hastal ar -al exmayacidjaéri | hedtidlde]. é,Kraanti
hi potiroidi, guatr ve dijer tiroid hastaleéeklareée,
ve gebeliji olanlar -alékmaya al énmadeée. Hastal ar
edilen veriler 2 grup arasénda karkeélaktereéel de.
Verilerin analizi: ¢ al ékmanén istatiksel anal i zi SPSS 21 (
istatistik programeé kullanélarak yapél de. Temel
parametrelerin °9zetlenmesinde aritmetik ortal ama
y¢zde dejerl eri kull anel dé. Karkél akt é&rmal ar da
KolmogorovS mi r now t est i uygulPasneé.enNdreimalk kdnanj ét éen g
daj él ém g°st er epnardeeme tkrkiekn liesrtdaet insotni k s e | yenteml e

Student T Test.i (I'ndependent Sample T Testi) kul



i seazaprabl o
olarak kabul edildi.

i statikatrieRl erTig mk winlad n &ll ¢& deKii st ati s

3. BULGULAR
t¢al ékma grubumuz 212 hastadan olukmakta ve hast
[2038.2] erkek, 131 [%61.8f adén) ve hastalarén yaklaréenén ort a
hastalarénén, inme ge-iren hasta grubuna g°r 27si
Knme ge-iren hasta grubu kontr ol Kkgirtulbeu nian dge°krsei ndea
sahipti Ancak bu farklar istatiksel ol arak anl :
kan basénce (SKB) ve diyastolik kan basénceé (DK
Kstirahat kel gprhdahnamaée ansdamilmemol arak daha y¢ksek
grup arasénda anlaml é fark yoktu. Hastalareéen Kkl
Tablol:Ba z al klinik ve demografik ©°zelll]i
Knme gr utk Kontrol(n:122) p value
Cinsiyet ( ka 51/56.7 80/65.6 0.187
Yak (year) 67. 1N17 66. 6 N15 0.81F
BKK (Akg/ m 29. 3N4. 29. 0N4. 058
Kalp heze (b 91. 7N13 81. 6 N14 <0.00P
SKB (mmhg) 129. 2N9 130. 2N7 0.38%
DKB (mmhg) 79. 7K8. 80. 7N8. 0.394
Sigara (n,%) 30/33.3 25/20.5 0.035
HL (n, %) 26/28.9 42/34.4 0.393
DM (n, %) 23/25.6 27/22.1 0.562
HT (n, %) 30/33.3 37/30.3 0.642
* Chi-squaretestD | n d e pteensdte,n tB KK : Beden kitle
HT: Hi pertansiyon, DM: Di yabetes mel
kan baséncé, HL : Hi perl i pi demi, HT:
Laboratuvar verilerar as é nd a ; Kan glukoz ve aspartat ami not
hastalarénda anlamlée olarak daha y¢ksek saptand:é
anlamlé olarak inme grubunda -dathazgykegubundas € undu
anlaml é olarak daha d¢ke¢egk bulundu Dijer | abor ¢
g°ster medi (Tabl o 2)
Tablo2:Knme ve kontr ol grupl ar & aarkeéd arkd & rilnmamalscér a
Knme gr ubi Kontrol (n:122) p valué’
Glukoz 142N64. € 12340N51. 5 0.015
Kreatinin 0. 88NO. 0.86NO0. 0435
Ca 9. 01NO. 9. 19NO0. 0.033
Mg 1.90N0. 1.96N0. 0.090
AST 88. 0N10 56. 0ON83 0.013
ALT 34. 4N38 29. 2N34 0.301



Knme gr ubit Kontrol (n:122) p valué®
HDL-K 42 . 5N12 47 . 2N13 0.012
CRP 49.8N62 31.0N53 0.018
Al b¢min 3.9N0. 4. 0NO. ¢« 0.124
Ferritin 244, 9N1: 176. 7N1° <0.001 | 28
WBC 12. 2N4. 9. 9N4. <0.001
RBC 4. 6N0. ¢ 4. 7NO0. 7 0551
PLT 256. 3N8 258. 3N7 0.856
NLR 6. 74N7. 4. 04N4. 0.002
MHR 0. 03NO. 0.02N0. 0032
MPVLR 7. 22N5. 5.81KN2. 0.018
O | n d e ptest) GRE:Q teaktif protein, HDIK : Y¢eksek dan-sit
kol esterol, RBC: Kérmezeée kesHDE-K WB@:nn e
Netrofil l enfosit orané, MP V: -lénfoditad ra
NLR NPenbdbbslit or ané, PLT: Trombosit
Aspartat aminotransferaz, ALT: Alanin aminotransferaz
Knme ge-iren hastalarén NSAF orané (%42.2) k ont
(p=0.014)Ekokar di yografik veriler i-inde, LAVI ve E/
farkl el ék g°sterdi Knme grubunda daha b¢yek dej
Tablo3:Knme ve kontrol gr uplvaritién halteraveriéerinia ekokar d
kar kél akt er masé
Knme gr ub Kontrol(n:122) p val
LVEF (%) 62. 3N2. 62. 0N2 0.466
LAVI 40. 3N11 36.5N1: 0.002
E/A 1.06N0. 1.17N0. 0.008
E/Em 11. 1K4. 10. 2N3 0.084
DT 178. 784 170.5N3 0.176
PAT 119. 0N2 124.1N1 0.058
RV (cm) 3.65KN0. 3.52RKN0. 0.124
TAPSE 2. 33N0. 2.25N0. 0.739
NSAF (n, %) 38/42.2 32/26.2 0.014
O | n d e ptesh ®& might wentricle, LVEFLeft ventricular ejectior

fraction, LAVI: Left atrium volum index, TAPSE: Tricuspid annular pla
systolic excursion, DT: Decelaration time, PAT: Pulmoner Accelaration
E: Early peak of mitral inflow velocity, A: Late peak of mitral inflow veloci
Em: Early diastolic mitral annular velocity, Am: Late diastolic mitral ann
velocity, E/AratioRatio of early (E) to late (A) peak of mitral inflow velocit
E/Em: Ratio of early (E) peak of mitral inflow velocity to early (Em) diast
mitral annular velocity.

Bold values indicate statistical significance (p<0.05)




4. TARTI k MA

¢al @k mameéz

én e me | sonu-1laré «kxunlardeéer: (a) Knmi
g°re daha vyg¢

ar

és

t
ksek ol dujunu s apK avdee kk a I(shi)y uKm nte¢ zgeey-|
k e

d¢kKegk sapt n, gl ukoz vdee KAS T( cd)¢ zKekyil egrriunpi adraahsaé r

veriler a- éndan LAVI ve E/ A dékénda anl aml é bi
Knme, kalp hastal éjée ve kanserden sonra ¢-¢1 829

inmelerin %152 0 kadar énéere mblod Kk tkurinnmrmeve -ojunlukla AF |
bir-ok -alékma ile g°sterilmiktir (9,120). Bununl
ve |literatg¢grde farkl é gor ¢kl oer me v cnurt sbnucunda Kal pt
emboli k olaylara neden ol abilecek exik AF s¢resi
Yapteéekl ar e -al exmada kéesa s¢reli AF atakl ar éne
atmal ar éndan sonria dii taerrtaméikrtdéer .b uC akpouncucyia ve ar ka
atklarénén iskemik inme ile bajémséz olarak iliHKk
ve arkadaxkl!l ar e, subklini k atriyal iskemikinneereyd mi | er |
sistemi k embol. riski ile ilikkild@ ol dujunu ©°ne
benzer ol arak inme ge-iren hastalaréméeézda NSAF

tal ékmaméza benzek. KkEEAFderawveném vekami k i nme

grubuna g°re anlamlé olarak daha y¢ksek ol dujun
Registry -al ékmasénda késa AT/ AF epizodl ar é,

kar K €l adkat éirnénhed édj aéhni | klinik olay riskinde artécx

5. SONU¢

NSAF inme riskinde arteéexkla ilixkkkil:@ ol abilir. B L
ve klinik durumlareéen iyl kont reonmt ut avkeé ntaekdtaavdi ésri. k o
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Ama-: QOVIipbzitif akut koroner s ed%Ynegatih AKSAIENS) t an
hastal ar arasénda akut d°nem sonlaném, komorbid
veril er.i kar kK €l ak % ponité& kRastaladh uakutykorbnerasend@dinVdeyminin ve
sonu-1ar en® nn &€PatliDf AKS hastal aréndan farkl aréné
sistem etkilerini sapt amak. Gere- ve y°ntemler:
Temmuz 2021 tarihlerar asénda kardi yol oj i -1RI iemifjeikred yb akv ure
| aboratuvar verileri ile kesinlekmik ve akut k o
Kontr ol grubu olarak ta AKS tanéesé koauzd an 31C
derivasyonlu elektrokardiyografiler:i -ekil di, k
ama-1€é& kateter salonuna aléndée. Kklem sonrasé t ¢
demografik verilerir,é,kolmolrdriadt uhvaasrt avl ee ke koorkaanrl dai y o
al énde. Ardéndan 2 grup arasénda -dejpeakieni £r AK
hastal arén yak ortalamasé kontrol grubuna keéeyas|l
92; p=0,005). Cinsiyet daj e l-1® pozitflgastalapdh lEpertaasiyaans € n d a
(HT) or aneé, di yabetes mellitus (DM) orané séras
p<0, 001) . s ol ventri kgl (aLal}semzqizekbeylerd}]JQa((sizg)p
pozitif hastalarda LV E/Em (p=0, 045) anl amleée ol
kontr ol grubuna g°re anlamleé ol ar ak -ti9apoztf geni K
hastalarda komdrahl|l amludbuobharg&k daha y¢ksekti (p
anl aml & olla9 apko zGAMIfD grupt a daha #£1a9z lhaa sitdail €(jpé<nOg, n(
organl ar & nd adamab gistennidirdGOVIEL &1 hast al €] &, AK Sén | hasH
sonl anéemlar ve kardiyak performans ¢(zerine ek ol
k°t¢lektiren bir g°sterge olarak kullaneéel abilir

Anahtar Kelimeler: Akut Koroner Sendrom, Cal#19, Koroner Anjiyografi

The Comparison Short Terr@utcomes and Cardiac Functions Between Patients With COMI®
Positive and Negative Acute Coronary Syndrome

Abstract

Purpose: Comparing short term outcomes, frequency of comorbid diseases, laboratory and
echocardiographic data between patients with COYMD positive and negative acute coronary
syndrome (ACS). In this way, to understand the differences of the course and outcomes of acute coronary



syndrome in COVIEL9 positive patients from COWID9 negative ACS patients and to determine the
short term effeils of COVID19 on cardiovascular system Material and Methods: Our study is a-cross
sectional study. Twengeven COVIBL9 positive patients who applied to the cardiology clinic with
acute coronary syndrom between April and July, 2021 were included. éarinel group, 310 patients

with ACS were included. At the time of admissiorga® electrocardiograms and blood samples of the
patients were obtained, and then coronary angiography was performed for each patients. After the
coronary angiography, all pa&nts underwent echocardiographic evaluation. Baseline and| 32
demographic data, comorbid disease rates, laboratory and echocardiographic findings were recorded.
Then the variables were compared between the 2 groups Results: The mean age of patients with COVID
19 positive ACS was significantly higher than t
Gender distrubition was similar between the groups. Hypertension and diabetes mellitus rate were
found significantly higher in COVH29 positive patients, spectively (p=0,015; p<0,001). Left
ventricular (LV) ejection fraction was similar between the two groups (p=0,554). In CO¥|wsitive
patients, LV E/Em (p=0.045) was significantly higher and right ventricular diameter (p=0.003) was
found significantlyarger than the control group. Troponin values were significantly higher in COVID

19 positive patients compared to the control group (p<0.001). Furthermore, the mortality rate was
significantly higher in the COVIE19 positive group (p<0.001) Conclusion: #vascular system is

one of the target organs of the COVID disease. COVIE19 disease may have additional adverse
effects on short term outcomes and cardiac performance in patients with ACS. Therefore, it can be used
as an indicator that worsens ACsudts

Keywords:Acute Coronary Syndrome, COVID®, Coronary Angiography

1. GKRKK

Coronavirus hasf18)éej] Ma20120QCOUED beri ke¢eresel |
kadar 500 milyondan fazla hasta, -d¢annyaan -kaipdededtal i
solunum sendr omu k@V-2Nn aeinf gk s i2y o(nARIS d oJ9r ul a me i

°ncelikle akcijerleri et kiorgaet helecgpgpbshlirveKackt
sistem de akcijer hRabadebl maganidar dnud®n higisgiadiem.
kapsayan bir metanal i z, hastalarén en az %8'inde akut n

prezentasyonu ol an hastalarda miyokard hasareée ri
Ekol arak, bazeée -1alermakar , MCONI £k ibnCOVIDLAd@kald €] € n é
tutul umunun fizyopatoIOJ|S| tam olarak anlakel a
mekani zmayé i-erdij i ne ardyakitutilunmanisorumil enekaniziBadaodane r v e
birinin k¢-¢k damar iltihabé, yaralanmasé ve ikl
ne s¢rmekter (7). Kardiyak tutulumu a-éeéklayan
e koad¢nl ohpeamt immi kr o hem de makro °| -ekte miyokar
i
I
u

o

jer me k a nti &Zlmap iarea saérnzd a Kk i dengenin bozul maseéed
aklare destabilize edebilirkkar, divialklt anlashial ark
-alékmamézda kardiyak tutuld®m Yhaptajl &€] €éak ack ki
bakvuran akut koroner sendromlu hastalardaki k a
i ncel emeyi ama-1| adék

2GERE¢ VE Y¥NTEMLER

ékmaméz prospekt ilf NKessint s2e0l2 1bivre -lal TekmmauwzEr 2 0
kardiyol oj i k1l i fAi9] iemd etk&a K wwoman g@ovirdi J i |l abor at

t koroner sendanon? 7( AhKaKsptnat maolEBésngdréd.b nu bl ar ak t a
hasta aléendé. Yukaréda belirtilen d°nemde h
nen demografik verileri ve vital bilngi |l eri
] ile uyumlu klinik semptomlar ol ar ak
), aksi takdirde NSTEMI 12% derivassgoBlu k o nu |
di yografiler:i -ekatdivr/ 2kapePkpelaEahekior
ini ji

a
e
I
t
| mi zde koroner aKilieyno g arfri a saémat- 4 2
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u
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yatakbaké ekokardiyografi yapéldé. Bazal ve demo

ve ekokardiyogan f i k ver il eri kayet alténa aléndée. Ardénd.
3. BULGULAR
¢tal ékma grubumuz 337 hastadan oluxkmakta ve hast
[ %29, 3] kadén, 238 [ %70, dilter&mas éveo- Q@psza aBéenc
AKSOI i hastal arén yak ortalamasé kontrNIl7g4 |RB$|na
57, 9N 9,)2.; Bpr=Ke KOI0OkLidn poorzané fCooMigdul ar da daha y¢ ks
grubunakyasl a anlamle depitdf. AKS8GI d hastal ar, k oni
beden kitle indeksine (BKK) sahipt-i9apocakti 6t AKE
hastalar kontr ol gr ubuna gamnrcea ks iagraardaa kii - niea rokrl aarr é
(p=0,1127; p=0,390). Benzer «kxekilde sistolik kan
kalp hézlaré a-éeéséndan da 2-19poztifphastalardashipertanaiyom n 1 a ml
(HT) oran &, di yabetes mellitus (DM) orané séraseéeyl a
p<0,001). Hastalarén klinik ve demografik ©°zelli
Tablol:Baz al , klinik ve demografik ©°zell
COVID-19 (n:27) Kontrol (n:310) p value

Cinsiyet (ka9/333 90/29.0 0.612

Yak (year) 62.2N7.4 57.9N9.2 0.009

BKK (®kg/ m 32.3N4.8 31.5K3.4 071%

Kalp heze (bh98.3N14.7 95.3N13.6 051%

Sigara (n,%) 11/40.7 110/35.4 0.480

DM (n, %) 16/59.2 92/29,6 <0.001

HT (n, %) 10/37.0 75/24.1 0.01%

* Chi-squaretestD | n d e pteensdte,n tB KK : Beden kitle
HT: Hipertansiyon, DM: Diyabetes mellitus

Covidkl 9 pozitif AKSOI I hastal arén glukoz (p=0,003)
(p<0,001) dejerleri kontr ol grubuna g°re anl aml é
olarak Covid19 pozitif grupta daha fazla idi (p<0,00{Jablo 2).

Tablo 2:COVID-19 (+) MIve COVID19(¢) MI grupl aré arasénda | abor

verilerinin karkeéel akteér maseé
COVID-19 (n:27) Kontrol (n:310) p value

Glukoz 197 8 5 15N 5 5 0.00%

Kreatinin 1.65N1.2 0.95N0.9 0.008

CRP 95.3N14.8 31.0N9. 4 0018

Al b¢min 3.1N0. 4 4. 6N0. 6 0.00P

Troponin 12.6N8.8 8.2K6.7 <0.00P

Mortalite (n, %) 12/44.4 15/4.8 <0.001

O I n d e ptesty @RP:Q teaktif proteimil: Myocardial infarction




Sol ventri kgl (LV) kiej gksipy car afseaklsai ybbonpazigfr d i (p
hastalarda LV E/Em (p=0,045) ve RVMPI (p=0.003)
(p=0,003) kontrol grubuna g°re anlamleé ol arak da
Tablo 3:COVID-19 (+) MIve COVID19() MI grupl aré arasénda ekokai
karkél akt &r mas é | 34

COVID-19 (n:27) Kontrol (n:310) p val

LVEF (%) 41.2N2. ¢ 43.0N2. 0.659

E/Em ratio 12. 7R4. ¢ 10. 9N2. 0.045

RV (cm) 3.95N0. 4 3.14N0. 0.003

RVMPI 0.62N0. 3 0. 43NO0. 0.003

TAPSE 2.33N0. 2 2.25N0. 0.739

O | n d e ptesh,R¥:nRight ventricle,, LVEFLeft ventricular ejection fractign
TAPSE: Tricuspid annular plane systolic excursion, MPI: Myocardial performance
MI: Myocardial infarction

4 TARTI k MA
COVID-19" un akut fazénda kardiyovask¢l er kompl i kas:s

seyirlidir. Danimarka'da COVIEL9 ' | u t ¢m hastalarén ¢l ke -apénda |
bir - al ek ma8'd wkiben @GKuW iypkard enfat ¢ s ¢ r i s ki bek kat art
Pandemi d°nemi nde AMI nedeni ile d¢e¢nya -apénda
mortalitesinde arték ol muktur. Hastanel ere bakvu
bir kardiyor a s k ¢ | er hastal ek sékléejénda azalma ol abil e
mesafe gibi kaygélarla hastaneye bakvur mama Kek.|I
olarak bizim -al-BEExmpmeztdiaf dAKEONDODDhbhatsaladradankh
fonksiyonlar ve mortalite daha y¢ksek idi. Bu -
kendisinin ya da neden ol duju inflamatuvar ve tr
BudurumCOVID1 9 6g ¢° zbir durum dejildir ve dijer corona
ger ¢l megkt ogr (N9 dadaAnkkwmkr iCOWIIMD daha fazla ol duju
a-éklamak i -in bir-ok mekanizma ©°ne fségrtélnnmagsket) r
Vvire¢gsen endot el h¢creleri iczerindeki dojrudan et
aktivasyonu, péehtélakmaya olan meyilin artmaseée
yar al anma, i K1 ev yboolzuuykllau ] kua rvdei yaopvaapstkoizl)er ol ayl ar
1315) . Altta vyatan nedenden baj émse zpoaliaridk AKiS

hastalarda ek olarak koroner tromb¢s yeée¢keneg daha
taitek kardiyovask¢l er hastal ékila®r dpao zk u li If a nhéal sat ne
anlamlé olarak daha

: yé¢ksek bul duk. ¢al ekmaméza
-al exkxmal arénda, y¢ksekl1l9riop®thadnaddueyadrall éd56 kn i vne, 9%8C
ile mortalite ile ilikkil.@ ol dujunu °ne s¢grdel er

ek ol arak b°brek f onksli9y oMK & lé bhoazsutka | amlradma @@V | ni
anlamlée olarakdujalhmu ygkstekr di | er (1719 BKZ30Idie
hastlarda b°brek fonksiyonl arénéen dahad9rdefatify ol du
AKSOI i hastalarda mortalite or anl al® pozitif AKtSebrlat ¢ r d
hastalarda bu orané Il iteratg¢rdeki -al exmBl ara (
pozitif AKSOI I hastal arémézén exli k eden hastale



5. SONU¢

Sonu- ol arak, Bizi tikeden@QVIDIL8r Bmér aABSEénéneprognoz
ve mortaliteyi arttérdéjéné °ne s¢rmektedir. Bu
i-in daha fazla arakxteérmaya ihtiya- wvardeéer.
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A Case of Ruptur ed Ec tHegpMaloe (3.6 reigm)s&hod yitleWowHtg Low C
Ectopic Rupture

Abstract

Ectopic pregnancy is defined as the implantation of the fertilized ovum anywhere other than the
endometrial cavity, most commonly in the fallopian tubes. Rarely, ectopic preghancy rupture can be
encount er e dHc@values. éour caseptivere @as-Heg value of 51.6 mlU/ml. Our patient

is 28 years old, and two previous pregnancies ended uneventfully with normal vaginal delivery. The
patient had a copper intrauterine device (IUD). The patient came to the emergency room with a new



onset ofexcructai ng abdomi nal -ldcg value, whiclhveas ghecked ie the emergeiy
room, was found to be 51.6 mliU/ml. In the-W8G performed in our clinic, IUD was seen in the
endometrial cavity and the endometrial thickness was measured as 10-inem @& free fluid was
observed in the deepest part of the abdomen. While the patient's present hemoglobin (Hgb) value was
12.8 g/dl, the control Hgb value was 9.5 g/dl. The patient with acute abdomen and diffuse intra
abdominal fluid was evaluated as a ruptdiectopic pregnancy and underwent emergency laparotomy.

A ruptured ectopic focus around 3x2x2 cm was observed in the left infundibulum tuba uterina. 800|c88
clotted hemorrhagic fluid was observed in the abdomen. The patient underwent salpingostomy and
primary repair. In addition, the IUD was removed and dilatation curettage was performed. There was
no decrease in the patient' sHcgwogwasofbunddogbe 260 1 u e .
miU/ml. The pathology result was ectopic pregnhancy ruptieopic pregnancy rupture can be
encount er ed <#eogevaue & varyelaw ort elea neGative. Care should be taken in the
selection of treatment in cases of ectopic pregnancy and patients should be informed about these
possible conditions. Possikblepture should be kept in mind, especially in vaittsee approaches.

Keywords:Ectopic Pregnancy, Ruptured Ectopic Pregnancy, Betaman Chor i oni ¢ Gonad
Hcg)

INTRODUCTION

An ectopic pregnancy is defined as the implantation of a fertilizedhamuany place other than the
endometrial cavity. The incidence of ectopic pregnancy varies betw&eA.000 in all pregnanciés.

History of previous tuba uterine surgery, infection or congenital tubal uterine damage, pelvic
inflammatory disease (PIH), @sence of an intrauterine device (IUD), and previous ectopic pregnancy

are among the most important risk factotlthough there has been an increase in the incidence of

ectopic pregnancy in recent years, treatment approaches have shifted from emleaotymy to

medi cal therapy and ev é@G valoes. JHisdsnbdchuge of theeincragsed i n
sensi t irh€G measurerhentdused in diagnosis and fellpwand ultrasonographic folleup

has an important place in folleup’ Interventional procedures should be avoided as much as possible,
especially in patients with a continuing desire for fertility. For this reason, thesg@#pproach is more

valuable in patients with appropriate indications. Although tubal rupture is freqeemstlg n i -n  hi g h
hCG values in ectopic pregnancy @Q vialeen.tEstgpic i t ca
pregnancy rupture is rar el yhC@ vauobelow 160 dWminn t he |
this case report, a lograde ruptured pint with acute intraabdominal hemorrhage was discussed.

CASE

Our patient is 28 years old and has a history of two previous pregnancies. All pregnancies resulted in
normal vaginal delivery. There is no additional disease. Our patient applied to therapelmartment

with a new onset of agonizing abdominal pain. In the anamnesis taken from the patient, it was learned
that she did not know the exact date for contraceptive purposes and that she had a copper IUD inserted
2-3 years ago. A week ago, she coaipéd of vaginal bleeding. In the physical examination of the
patient, the entire abdomen was tende-Hcgwaluel r ebou
which was checked in the emergency room, was found to be 51.6 miU/ml (Figure 1)-USGV
performed in our clinic, IUD was seen in the endometrial cavity and the endometrial thickness was
measured as 10 mm:-7cm free fluid is observed in the deepest part of the abdomen. The patient's
initial hemoglobin (Hgb) value was 12.8 g/dl, while the cohiigb value was 9.5 g/dl. The patient with

diffuse intraa b d o mi n a | f | u-Hed wes avdluaeed as @ euptuzed ect@pic pregnancy. The
patient with acute abdominal findings was taken for emergency laparotomy. Under general anesthesia,
the abdomemwvas entered with a Pfannenstiel incision. Approximately 800 ccs of fresh uncoagulated
hemorrhagic fluid were seen in the abdomen. In addition, ruptured ectopic focus around 3x2x2 cm was
observed in the left infundibulum tuba uterina (Figure 2). It wasrelesl that there was active bleeding

from the existing ruptured ectopic focus. Irrigation was aspirated with 1000 cc sterile warm saline in the
abdomen. Considering the patient's age and fertility status, salpingostomy and primary tubal injury
repair wergperformed. Since the patient underwent a salpingostomy, a removal drain was placed in the
abdomen for bleeding control. Also, the patient's IUD was removed and dilatation curettage was



performed. The patient's c oiHdtgvatue medsyred 24 holrsilater di d n
was found to be 26.01 mlU/ml. The patient, whose general condition was stable, was discharged to be
foll owed up from t he o uldcgeliuds wanetnegativa. The final pathaogyl v  u n
result was ectopic pgmancy rupture (Figure 3).

DKSCUSSKON

Ectopic pregnancy is one of the most important causes oftriitstster mortality and morbidity. | 39
Significant changes have been experienced in the fallpand treatment of ectopic pregnancy. Today,
conservative appaches are more prominéiwhile the medical treatment protocol with methotrexate

is preferred i nHcylaveld, smaltgsestationat sacs, b im &lmom Surgical treatment

is not possible. A Conservative waihdsee approach may be preeerd i n pat iHegnahds wh o s
progesterone levels are low and tend to regress spontaneously, the gestational sac cannot be detected
ultrasonographically, and is suitable for close foHop®° In our case, the diagnosis of ectopic
pregnancy was not madbefore. The patient evaluated the vaginal bleeding one week ago as a menstrual
cycle. It is understood that our case would have been a good candidate fanaset therapy had it

been diagnosed before. -23% of ectopic pregnhancies regress spontamgonih the waitsee
approach. However, there is no consensus on which patients should use-Seewwgiproach and how

much followup is required. This approach is mostly recommended for patients with small gestational
sacs, unstabl y -HcgvaluedA letdh o uagnhd al dibg d@ing vaitandséen C
therapy is a good prognostic parameter, it is not sufficiently reliable. There are cases of ruptured tubal
pregnancy,Hcgwalees regidss oeaven Become negdtit?d herefore, onshould be very

careful during the waiandsee treatment. The patient should be warned and informed in detail about
this issue. Several mechanisms have been proposed to explain the persistence of ectopic pregnancy at
| owHcCg Vv al u elcglmecomenéghtieer Thé&se are the cessation of hormone production due

to trophoblast degeneration, the decrease in the volume of the hepnomlueing villus, the
undet ectabl e i ncHcg ramcdhe inceased tieararices of thd hor@one from the
circulaion® Al t hough t her e -Hegavalue mmur patieaty theofacisthatGhe patient's
abdominal pain had just started and he had no previous symptoms suggested that the rupture occurred
at new, t hallcgvalsies. Ay @resylt, tleadmedgqithms should be arranged according

to the patient in patients with ectopic pregnancy diagnoses. If thesea#pproach is to be chosen as

the treatment, the patients should be followed very carefully and closely. Ectopic pregnancy rupture can
alsobbe encount e r-ldcdvalads. If the nupgure lhas develbped, the type of operation should

be decided together with the patient, taking into account the patient's condition.
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Figure 2: Ectopic focus

Figure 2: Ectopic focus

TAHI

1-SEKRETUAR ENDOM ET_RI"r’UI'n.n'I (ENDOMETRIUM, KURETAJ MATERYALI)
2-TUBAL EKTOPIK GEBELIK, riptire ektopik gebelik materyali.
3-PARATUBAL KIST (PARATUBALIPARAOVARIAN KIST EKSIZYONU)

Figure 3: Pathology result
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90-R
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Abstract

The Symptom CheckH80-Revised (SCO0-R) is a psychiatric screening tool that measures the level

of psychological symptoms in individuals. The S0OIR is a widely used symptomatic distress
guestionnaire. The SER0-R can be also used for the epdtierts to define psychiatric symptoms and
evaluate psychological problems. The scale is arsplirt questionnaire SGR0O-R consisting of 90

items and 10 subinits answered in a-point Likerttype scale between 'never' and 'too much'. These
subunits are somiiation, obsessivecompulsive, interpersonal sensitivity, depression, anxiety, anger
hostility, phobic anxiety, paranoid thought, psychotic and additional items (reflecting symptoms related

to sleep disorders, appetite disorders, guilt). Somatization suitenis contain features related to

bodily functions. Obsessive compulsive subunit items are related to unwanted thoughts and behaviors
that the person cannot stop thinking or doing. Interpersonal sensitivity subunit items are related to the
individual's £elings of selhumiliation or inadequacy. Depression subunit items contain general
pessimism, lack of motivation, suicidal thoughts and decreased interest in life. Anxiety subunit are
related to extreme anxiety. Angaostility subunit items contain feetjs of aggression and anger.

Phobic anxiety subunit items are related to the persistent fear response of the individual to a specific
object or situation. Paranoid thought subunit contains articles on skeptical and hostile thoughts and
fears. Psychotic swinit includes items related to introversion, alienation from social life, and schizoid
lifestyle. Additional substances subunit contains sleep disorders, appetite disorders anelajaiit

items. Each item in psychological symptom screening list is apdveecording to the expression
options as not at all (0), very little (1), moderately (2), quite a lot (3), extremely (4). Each item is scored
on a scale from 0 to 4 based on how much an individual bothering and is evaluated by giving 0, 1, 2, 3,
4 points respectively. The score of the subunits in the symptom screening list is found by dividing the
scores obtained from the questions containing that subscale by the number of questions. Subscale scores
are calculated from the weighted averages of the itdw@g cover. Three different overall scores are
calculated from the Symptom Checkf$tR scale as Global Symptom Index, Positive Symptom Total

and Positive Symptom Distress Index. The average of the scores given to all items except the ones left
blank int he scal e gives the AGI obal Symptom I ndex?o
obtained from all questions and dividing by the number of questions. Average score of responses given
for all items. The higher the score the individual gets from thke sthe more advanced the individual

has psychological symptoms. The scale also has subscales reflecting 9 different symptom groups. It is
the index that best indicates the depth and current level of the disorder, and if it is above 1, it indicates

thepepsence of a psychopathologi cal condition. i Po
sum of other items (between 0 and 90), excluding the ones with no option. The PST value is an indicator

of how many types of psychiatric symptoms the individualeperge e s i n hersel f/ him
Symptom Distress Indexo (PSDI) is the mean val u

responses given to the other items, except for none option by the Positive Symptom Total. Positive
Symptom Distress Indexeates the weighted average of the symptoms that the person perceives to exist
in herself/lhimself. The PSDI value is the weighted average degree of distress experienced by the



individual from the symptoms she/he perceives to be present. TH)SEA sychiatric screening tool

that measures the level of reactions elicited by the compulsion or negative stress that the individual is
exposed to. This instrument is used by psychiatrists, psychologists, mental health and medical
professionals for monitorinthe patient's progress or treatment outcome.

Anahtar Kelimeler: Keywords: Symptom Checki@f-R, Questionnaire, Psychiatric Screening,

Mental Health, Psychiatry | 43

Introduction

The Symptom Checklif90-Revised (SCEI0-R) is a psychiatric screening tool and is a widely used
symptomatic distress questionnaire in general medicine. The Symptom Che@isvised represents

a multidimensional psychological test instruments for $sessment of psychological symptoms and
psychological distressSCL-90-R is the revised version of the S@D questionnaire. The revised
version is almost identical; two questions with slightly different wording.

The Symptom Checkli€20-Revisedtcan be ao used for the otiatients to define psychiatric symptoms

and evaluate psychological problerisis instrument is used by psychiatrists, psychologists, mental
health, medical professionals for monitoring the patient's progress or treatment outcomeLTgte S

R is also available sensitivity to pharmacologic, psychotherapeutic, and other treatment interventions,
as well as to clinically meaningful variations in psychopathology and psychological distress levels. The
SCL-90-R provides endorsement for thessts instruments as effective for both psychiatric screening
functions and clinical outcomes measurement.

The Symptom Checkli€20 was evolved most directly frokmown as Hopkins Symptom Checklist
(HSCL), which determines the level of psychological symmamindividuals and the areas where they
spread. TheSymptom Checklisf0 (SCL-90) scale was developed by Leonard R. Derogatis and
colleagues fromlohn Hopkins University Psychometric Research Wsing the HSCL inventory
(Derogatis et al, 1973; Derogatet al, 1976). The Symptom Checkli¥Revised (SCE90-R) is the
revised version of thB8CL-90 questionnaire. The revised version is almost identical; two questions with
slightly different wording.

The many versions of the Symptom Checklist are evaluateseveral criteria (e.g., factor stability,
factor loadings, proportion of variance, etd.he psychometric properties of the SBQ-R scales and
the scales of its short versiomgere appliedas Brief Symptom Inventory3 (BSH53), Symptom
Checklist27 (SCL-27), Brief Symptom Inventory8 (BSF18), Symptom Checklist4 (SCL-14), and
Symptom Checklist short versigh(SCL-K-9) in patients with affective disorden8r{nz, 2013)

The SCL90-R is one of the most comprehensive and widely used scales adgrésisi purpose
internationally. The scale was translated into Turkish language. Tinkish versionvalidity and
reliability studies were conductetihe SCL-90-R has been extensively utilized.

Definition and Measurement ofPsychologicalSymptoms

Thesympom checklist90-revised E§CL-90-R) questionnaire is used afinstrument usingdentifing
symptoms and evaluation psychological problems eowributes the relatively unigue capacity to
obtain clinician ratings on the same symptom constructs the pagts on. This test is also used for
monitoring the patient's progress or treatment outcome.

The scale is a seteportquestionnair&sCL-90-R consisting of 90 items and 10 subits answered in

a five-point Likert scale between 'never' and 'too much'. These subunits are somatization, ebsessive
compulsive, interpersonal sensitivity, depression, anxiety, dnggility, phobic anxietyparanoid
thought, psychotic and additional items (reflecting symptoms related to sleep disorders, appetite
disorders, guilt) (World Health Organisation).

Somatization subunit items contain features related to bodily functions. Obsessive compulsive subunit
items are related to unwanted thoughts and behaviors that the person cannot stop thinking or doing.
Interpersonal sensitivity subunit items are related to the individual's feelings -dfugdlfation or
inadequacy. Depression subunit items contain gepessimism, lack of motivation, suicidal thoughts



and decreased interest in life. Anxiety subunit is related to extreme anxiety.-ifosgity subunit

items contain feelings of aggression and anger. Phobic anxiety subunit items are related to & persist
fear response of the individual to a specific object or situation. Paranoid thought subunit contains articles
on skeptical and hostile thoughts, and fears. Psychotic subunit includes items related to introversion,
alienation from social life, and scloirl lifestyle. Additional substances subunit contains sleep disorders,
appetite disorders and guiktlated items.

The measurement tool of symptom checldiBtrevised SCL-90-R), which consists of ten parts | 44

including nine main symptom scales and additiotreans andincludes90 symptomswith five-point
Likert-type responses. Each itempsychological symptom screening listanswered according to the
expressioroptionsas not at all (0), very littl¢l), moderately2), quite a lot (3), extremely (4ach

item is scored on a scale from 0 to 4 based on how much an individual botediig evaluated by

giving 0, 1, 2, 3, 4 points, respectivelyjhe higher the score the individual gets from the scale, the more
advanced the individual has psychologicampyoms. The score of the subunits in the symptom
screening list is found by dividing the scores obtained from the questions containing that subscale by
the number of questionSubscale scores are calculated from the weighted averages of the items they
cower.

The measurement method of SBQR including 90 symptoms that evaluates ten symptomatic
dimensions: somatization, obsessoampulsive disorder, interpersonal sensitivity, depression, anxiety,
hostility, phobic anxiety, paranoid ideation, psychoticeamd additional items are listed in Table.

The score of the subunits in the symptom screening list is found by dividing the scores obtained from
the questions containing that subscale by the number of queSidrscale scores are calculated from
the weidnted averages of the items they cover.

Three different overall scores are calculated from the Symptom Chedkigtscaleconsists of 90
guestions in totalThe scores are;

- General Symptom Level (Global Symptom Index, GSI) is an average score of responses given
for all items.The score is obtained by summing the scores obtained from all questions and
dividing by the number of questions. The scale also has subscales reBatiffiegent symptom
groups.

- Positive Symptom Total (PST) is a raw number sum of other items (between 0 and 90) except
none option.

- Positive Symptom Distress Index (PSDI) is the mean value obtained by dividing the sum of the
scores of the responses giventhe other items, except for the none option, by the Positive
Symptom Distress Index (PSD).

General symptom level (Global Symptom Index) indicates the presence of a psychopathological
condition and indicates the depth and current level of the disdrterincrease in the overall mean
score of the scale, which entitled GSI, is the most determining index pointing to the increase in the
distress of psychiatric symptoms in individudlge higher the score the individual gets from the scale,
the more advanckthe individual has psychological symptoms.

The positive symptom total, which entitl€&ST, is an indicator of how many types of psychiatric
symptoms the individual perceives in himself/herself.

The positive symptom distress index value, which ent&MDI, is the weighted average degree of
distress experienced by the individual from the symptoms he/she perceives to be phes&8DI
index creates the weighted average of the symptoms that the person perceives to exist in herself/himself.

Scores of 6% and above indicate the presence of a severe mental problem. Scores between 38% and
62% indicate that a high degree of psychopathological findings. Scores of 37% and below indicate that
no pathological finding was detected.

Conclusion

Reliability analysis is a concept that reveals the consistency of all questions in a survey and their
homogeneity in measuring the formation under consideration. In the reliability analyzes performed, the
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Symptom Screening Scale and its slimensions used in the study were generally sufficient.
A variety of psychological features has been evaluated, including-netaddd factors, personality

traits, attiudinal factors and coping strategies. The pathological course and treatment periods in disease

can trigger a series of psychopathological reactions such as panic disorder with anxiety, phobias,

obsessiveeompulsive disorder, pestaumatic stress disordadepression everugide.l n G¢ z e | l? 25n o

study conducted with patients who had coronary artery bypass surgery, it was evhkiegttionship
between gender and coexisting anxiety (Guzelhan, 20i&notherG ¢, z e | h a pghysicabandi d y
mental domais of quality of life were measured using thei®6n Medical Outcomes SheForm
Health Survey selddministered questionnaire, and anxiety symptoms were assessedthgsing
Spielberger Stat&rait Anxiety Inventory (STAI) in patients undergoing open hsargery Guzelhan,
20208.Whi | e i n anot h evestiGated thelefficat of drietyswithuadverse outcome with
healthrelated quality of lifein surgical treated patients haviegronic occlusive vascular disease
(Guzelhan, 2020b Also they als® emphasized the several sociodemographic, psychological, physical
factors were associated with depression and anxiety in surgical disease.

In conclusion, SCI90-Revised is a psychiatric screening tool that measures the level of reactions
elicited by thecompulsion or negative stress that the individual is exposethts.is important for
planning mental health provisions and for lelegm impact of the disease in general medicine.
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Table.Subscales of Symptom Checldi6tRevised

Subscales Related ltems

Somatization 1, 4, 12, 27, 40, 42, 48, 49, 52, 53, 56, 58
ObsessiveCompulsie 3,9, 10, 28, 38, 45, 46, 51, 55, 65
Interpersonal Sensitivity 6, 21, 34, 36, 37, 41, 61, 69, 73
Depression 5, 14, 20, 22, 26, 29, 30, 31, 32, 54, 71, 79
Anxiety 17, 23, 33, 39, 57, 72, 78, 80, 86
Anger-Hostility 11, 24, 63, 6774, 81

Phobic Anxiety 13, 25, 47, 50, 70, 75, 82

Paranoiddeation 8, 18, 43, 68, 76, 83

Psychoticism 7, 16, 35, 62, 77, 84, 85, 87, 88, 90

Additional Items 19, 44, 59, 60, 64, 89
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kskemik Dilate Kardiyomiyopatili Hastalarda Trimetazidin Etkilerinin Doku Doppler
Ekokardiyografi il e Dejerlendiril

UzmanDr.Cennet },Pfred fder B3aPéewnf ¥Bf i mMa&ki m Mutl u
‘Bakéerk°y DrEj$dadim Kenwk akt é&r ma Hastanes

Kstanbul | niversitesi ¢Cerrahpaxka Kardi
Kstanbul i ni versitesi Cerrahpaka Tép

¥zet
Ama-: Bu -al ékamanén amacé iskemik dilate kardiy
Doppler parametrel eri czerine olan etkilerinin d
kardiyomi yopati tanéser aksmeposwl|l adeanémi &lot erdake
sonu -apé 55 mm ¢(zerinde °I1-¢len 40 hasta -al éx
hasta) veya geleneksel tedavi ve trimetazidin t
¢alk ma baklangécée ve alte ayléek periyod sonraseée
yapél mmék ve ilk veri ile karkeélakteéereéelde. Sonu-
s ol ventri kgl di yassiost slonsonwmwp€apeas,ol swlenatri kyl
arasénda fark g%zl enmedi. Alteé aylék trimetazidi
relaksasyon zamané ve ge- diyastolik miwmka&rdiy:
olarak y¢ksek saptandeée. Sept al ve inferiyor duv
ol arka d¢k¢k saptanérken anteriyor ve | ateral E
Knferivyor ve | ateralalduy &) fbegtafriék t mdaokarsdnr
saptanérken, sept al S hezé anlamlé ol arak d¢kek
anlaml é& fark g°stermedi. Buna karkén kontrol gr
lateral duvar S hézénda anlamlé d¢k¢k dékénda bir d
dil ate kardiyomi yopat. hastal arénda kull anél abil
Nott Bu bildiri Cennet Yeéldéez'én Kstanbutezindeni ver si

sretil mi ktir.

Anahtar Kelimeler:Tr i met azi di n, Doku Doppler Ekokardivyogr

The Effect of Trimetazidine Treatment On Tissue Doppler Parameters in Patients With Ischemic
Dilated Cardiomyopathy

Abstract

Introduction: The aim of this study was to evaluate the effects of additional trimetazidine treatment on
Tissue Doppler parameters in patients with ischemic dilated cardiomyopathy. Material and Methods:
Fourtypatients with ischemic DCM (left ventriculaeejion fraction (LVEF) <40% left ventricular end
diastolic diameter (LVEDD) >55 mm) were studied. Patients were randomized into either conventional
therapy plus trimetazidine (n:20 patients, 20 mg three times daily) or conventional therapy alone (n:20
patients). After 6 months of follemp, tissue Doppler echocardiographic analyses of the patients were
reviewed and compared with the initial data. Results: There were no significant differences between two
groups with respect to sex, height, weight, bodyaserfarea, LVEDD, left ventricular ergystolic



diameter, left atrial and right ventricular diameter. After 6 months of trimetazidine treatment,
isovolumetric relaxation time and late diastolic myocardial velocities were decreased and E/A ratios
increased gnificantly from all measured territories. Although early diastolic myocardial velocities (E)
from septal and inferior walls decreased significantly, anterior and lateral E velocities did not show
any statistically significant difference. Systolic myodalr(S) velocities form inferior and lateral walls
increased significantly, while septal S velocity showed a significant decrease. Anterior S velocity did
not show any statistically significant difference after 6 months of trimetazidine treatment. stontr | 48
no changes were found in tissue Doppler parameters of control group after six months except for a
significant decrease in lateral S velocity. Conclusions: Trimetazidine is an effective adjunctive treatment
in patients with ischemic dilated cardiomydima

KeywordsTr i met azi dine, Tissue Doppler Echocardiogra
Girick

Trimetazidin(1-[2,3,4trimethoxybenzyl]piperazin dihydroklorid), hemodinamik etkileri olmayan ve
kardiyak enerji me t a b o kkili zenyatslege edjlenéoir anin s &k eeni ki i ¢§ & s t
(1-3). Mitokondriyal uzun zincirli & et oa s i | koenzim A thiolozé inhib

azaltér ve glukoz kull an&m&reani karmgicy &k el greer gll airk @
i-i sodyum ve kalsiyum konsantrasyonlaréné azalt¢t

h¢cre yapésénén korunmaséna neden ol ur (5). Bu
fonksiyonu ¢zerine poziydrné edé&rid,erter inmateanz iod iarii n
durumlarda hg¢cr e |-| potasyum iyonu kaybéne ve
antioksidatif et kil s koge®nsi tke rkdai rfd i ysoanp tyaorprnaétkit €hra s(t
vazodilatag 0 n u arttérdé]é gesteril miktir (7). Tri me
semptomlaré d¢gzelttifi, s ol venr i k¢l di yast ol S C
°l ¢m oranlarénée azalttéeje belirtilmiktir (8).
Kal p yetadresni dl¢infjyiadla en °nemli °1 ¢m nedeni ol may:
kroni k, il erl eyen bir hastaleéektéer ve y¢ksek mor
i ntervansi yonael tedavilere rajéerhemaka@@d@gnl(dK, m@r
dilate kardiyomiyopat. (I DKMP) , kalp yetersizli
tedavi si anjiyotensin den¢gktereégceg enzim inhibito6e
betablokerler, aldosteronenat agoni st | er i vV e di ¢retikler ol ar ak
| DKMP tedavisine eklenen trimetazidin tedavisini
Doppler ekokardiyogr afi (DDE) il e dejerlendirilmn
Materyal ve Metod

Kér3kl (erkek 9 kadén) | DKMP hastasé -aleékmaya al
ejeksiyon fraksiyonunun (SVEF) %40 alténda ol mas:c
mm ¢sté¢nde ol masé ve koroner ialngi koguamude ukr i
yetersizIlifJi olan new york kalp birlifji ( NYHA) ¢
hastal éej e, aktif mi yokardit veya miyokardit hi l
peri kardighbnhaditadbBPptes mellitus,, ppimonangarda kar ac |
endokrin hastaléjé olan, koroner anjiografide kr
Té¢ém hastal ara koroner anjiografi yapél méxkteér
Té¢m hast al akraéyne snie dviek asle mipit oml ar é kaydedi | mi ktir.
Sequoia cihaze ve 3.5 MHz transduser il e sol | at
Simpson metoduna g°re °1-¢l mgkt¢gr . sdSmd -aapéd yudw g
ve saj ventr ¢l o1l -¢mleri pa-mastgPnalkemuzuheeRs$enl
ger¢nt gl em il e miyokardiyal hezlar septal, | ater
ve ki bok!l uk éegktrérn.t ;Hegtdelnaradmnear ken di yastolik
(S6) doku heéezlarée ve izovolumi k relaksasyon zame
az 6 °l-¢megn ortalamasé al énmékt ér .onkGiyohdadak 1 ve |
kabul edi |l mi ktir. T ¢ molokeraACEldA kdavaset al malklivéeir k @ &dNY|



hastalar sprinolHd&soal dre@dmv280dsianenég¢ @d 3 kez
dijer 2006si i g@a kk ad témonlé « geddvalbvu Adtsteodn a g le & ekokarc
dejerlendiril mesi tekrarl anméxt ér .

Kstatistiksel Y°%ntem

Nor mal daj el ém g°steren parametreler ortal amaN
karkel akt éer €l maesé&@ndaku3tlwmhendtmesxkt er . Tedavi °lMe e s
ekl exktirilmik ©°r neOk|0end die nt eksgt-i¢ kk upl ldaerj éelrmeé katnd ra.ml

Sonu-1ar

Teda
ar as
(SV)
par a

<

ve kontrol grupl ar énéén or.t4adl apedkidyegpk € s ér
da yak, boy, kil o, vegecut kitle indeksi, v
apl ar & ar as étnadl aé kfnear kv eg °kzol netnrnoel mi gkrtuiprl.ar énén
trel eriilTmaibktoi rl.6de g°ster

M

n baklangé-taki DDE bulgularé Tablo 20d6de
fark g°zlenmemi ktir. Hastalarén mitral
nlaré bakéhagedr emmBa@adismnr ad&wairs i S 0n
em °1 -¢:m bl gel eriBde magakamédiy &6/ A z I
duvarlarda belirgin ol ar ak azanlneé k , a
ksel deji ki kl ik g%zl enmemi Kt ir. SO mi
septal miyokardiyal héz ise anlamleée o
k1 iBu n@g°® Zlag ikmegmikkotninia DDE par ametrel eri
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¢cal ek manmdéaz tsttaeedavi ye ekl enen trimetazidin t
iyilektirdijini gestermiktir. | VRZ, ge- d
ol arak atméexkt ér . Ayréeca infenligwomré vel dradle
karkén kontrol grubunda anlamlé dejikikIlik g°z

| DKMP, en sék g°r¢l en karidyomiyopati =-exkididirtr
bozukluju ile karakterizeadierr.i Meediikare,s icner rraljimev
mortalite ve morbidite nedeni olmaya devam etmektedir (13).

Trimetazidinanti skemi k et kil erini kan baséncé ve kalp he
h¢cresel bazda ener jliermetdaemmo |gil zunkaoszéan éyn° nyl agfn messii t
mitokondriyal uzurzincir 3k et oa s i | koenzim A thiolaz aktivites

Trimetazidinin kardiyak fonksivyonlYapeélaeribmne eante
anal zde trimetazidin tedavisinin toplam egzersiz

SVEDG¢ , SVES, sol ventri kgl sistol sonu hacmini V
i se azallté] eBak&kmt abnmé katbeark d{aldsa)t.edame si nin NYKC
egzersiz kapasitesini, hayat kalitesini ve SV fo
BNP seviyelerinde belirgin d¢k¢egk sajlamexktér (10
arars@&nloarda asSalmbe&ewstéryaflda)s.i di kull anéeméndan gl
yetersizIliji tedavisi-h8f. eKkdbhi kbkalp°npeemrelabi
hastalarda trimetazidin tedavisinin SVEF ve fonksiyorabdsiteleriniar t é ] € g@®.Be nmi Kt i
tedavi esnasénda g°zIlenen kardiyovaske¢l er deji ki
Ve kardi yomi yosit h¢cr e metabolizmasé daki dej
hastal aaj@&kdat r3d metazidin tedavisinin istirahat «
fonksiyartnnhialreénbdiarlikte oll,dsjlielmlbikajlipiyenémsiizrli(]2i1]
42 hasta ¢zerinde yapél an bi res-aafleéskinmid ak ésrailnmett éajz
(22) Bakka bir -aIéKmada kroni k kalp yetersizli
nedenl er e velkaljyled e¥Isiml i Jine bajlé hastane yatéke
dur umuntui ridyiijliekg®z!l enmi ktir (23). Uzun d°nem trir



hastalaréenda t¢m nedenl ere bajlé °l ¢m¢ ve kalp
Sséerél megktegr (15).

Bizim -alékmamézda dateadasaysisrirrensdlri menarei dgh
fonksiyonl ar éne i yBU ekstoinrudiljair syaapjt aamé ki érmet ab
met aboli zmaseéna ge-i Ki sajl ayan trimetazidini
desteklemektedir. | 50
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Tablol:Hast al arén klinik ve ekokardiyograf
Kontrol Grubu ¢tal ékma (dp
Yakyeéel) 58. NK44N 58. P80 N AD
K a dré(%) 4 (20) 5 (25) AD
Erkekn, (%) 16 (80) 15 (75) AD
Boy (cm) 166.55N9.84 165.77N9.63 AD
Kilo (kg) 702N 11, 09 72. M625N AD
Véecocut ye z| 1.784N0.17 1.81N0.20 AD

(mj)

SVDS¢ (cn6. 6078N 7.04 NO. 7| AD
SV S Sotn) 5.63 NO. 85. 835N AD
SA (cm) 4.53N0.64 4,92N0.72 AD
SV (cm) 2.84N0.44 2.91N0.51 AD
EF (%) 30.5N7.14 30.31N6.7 AD

SVDS¢: sol ventrikygl di yastol sonu -apé, SVSS¢:

saj ventrike¢l, EF: ejeksiyon fraksiyonu
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kontrol g

rupl ar enén

¢al ék ma (Kontrol Grubu p
IVRZsep(ms) [109. 25 NZ7111.95N23AD
E' sep (cm/s) 11,50 N2,12.60N3. 7AD
A’ sep (cm/s) 13,65 N4,14.20N5. {AD | 52
E'/A' sep 0.89N0O. 2 3 0.98N0. 471AD
S' sep (cm/s) 11.90 N3.,10.60N3. ¢AD
IVRZ lat (ms) 104. 05N19¢106. 94N234AD
E' lat(cm/s) 12.95 N3 [11.73N4. 9AD
A' lat (cm/s) 14.25 N3 [12.68N6. (AD
E'/A' lat 0.93 NO.471.05 NO. 4AD
S' lat (cm/s)
IVRZant(ms) [118. 55N21123. 15N4(AD
E' ant (cm/s) 11. 95N #12. 55N3. §AD
A" ant (cm/s) 13.80N3. 715. 80N4. {AD
E'/A' ant 0.88N0.140. 85N0. 24AD
S' ant (cm/s) 11.52N3.411.05N4. ]AD
IVRZ inf (ms) 110. 05N2§112. 95N24AD
E' inf (cm/s) 10. 95N2.912. 65N5. §AD
A’ inf (cm/s) 12.50N3.(015. 00N7. {AD
E'/A" inf 0.88N0.210.97N0.5]AD
S'inf (cm/s) 9. 75N2.5310. 50N4. 4AD
erken divyastgd-i kdimjiaysotkaalridk h(éAo6e), midy.okar d he
| VRZ: izovolumik relaksasyon zamané

bakl ang



Tablo3:¢ al @ Kk ma

grubunun tedavi bakl angé- ve tedavir
Bakl angeé-6.ay p

IVRZsep(ms) [109. 25N2492. 30 N1|0.004

E' sep (cm/s) 11.50N2.¢12.85N1. |0.04

A' sep (cmi/s) 13.65N4.18. 45 N2. |0.001 | 53

E'/A' sep 0.88N0.2J1.58 NO. |0.001

S' sep (cm/s) 11.90N3.29.90 N3. |0.003

IVRZ lat (ms) 104. 05N19¢92. 55N9. |0.03

E' lat(cm/s) 12.95N3. 713.50 N2|NS

A' lat (cm/s) 14.25 N3,/8.50 N2. |0.001

E'/A' lat 0.93 NO.J1.64 NO. |[0.001

S' lat (cm/s)

IVRZant(ms) |118.55N2789. 25N12]0.006

E' ant (cm/s) 11.95N2.912. 2N2. 5|NS

A' ant (cm/s) 13.80N3. 78. 15N1. 7/0.001

E'/A' ant 0.88NO.1¢1. 7NO. 41]0.001

S' ant (cm/s) 13. 85N3. §13 23N2. 5{NS

IVRZ inf (ms) 110. 05N2¢90. 70N9. |0.006

E' inf (cm/s) 10. 95N2. 413. 20N2. |[0.01

A’ inf (cm/s) 12.50N3. (8. 40N1. 7/|0.001

E'/A' inf 0.87N0.2J1.57N0. 5/0.001

S'inf (cm/s) 9. 75N2.5310. 40N3. 2{0.001

erken diyastgd-i kdimy aysotkaalridkShéA d),i smai@yloikka r ndi
hezée, Il VRZ: i1 zovolumi k relaksasyon



Tablo4:Kontrol grubunun tedavi baklangé- ve tedavi |
Bakl angeé-6.ay p
IVRZsep(ms) |111.95N23111. 10N19AD
E' sep (cm/s) 12.60N3.712.25N3. ¢AD
A' sep (cmi/s) 14. 20N5.418. 05N22 |AD | 54
E'/A' sep 0.98N0.411.01N0. 54AD
S' sep (cm/s) 10. 60N3. 49 85N2. 92|0.009
IVRZlat(ms) |106. 94N23106. 36N17AD
E' lat(cm/s) 11.73N4.911.05N3. JAD
A' lat (cm/s) 1288 N6.00[12. 05 N5.AD
E'/A' lat 1.05 NO.41.03 NO. 3JAD
S' lat (cm/s)
IVRZant(ms) |123. 15N4(0119. 65N3¢AD
E' ant (cm/s) 12.55N3. §12. 00N3. 4AD
A" ant (cm/s) 15. 80N4. 9¢15. 00N4. 7AD
E'/A' ant 0.85N0.240. 79NO. 3¢AD
S' ant (cm/s) 11.05N4. 111.53N4. ¢AD
IVRZinf(ms) [112.95N24113. 30N24AD
E' inf (cm/s) 12.65N5. 11. 35N4. 1AD
A’ inf (cm/s) 15. 00N7.912. 45N4. 1AD
E'/A' inf 0. 97NO. 5109N0. 48 AD
S'inf (cm/s) 10. 50N4. 49. 80N3. 45AD
erken diyastoddik amityd k &r d Alod z éni yAdk:ar d h
hezée, | VRZ: i zovolumi k relaksasyon
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¥zet

AmaBu -al édthadchay, adasé sajléklé infantlarda man
kull anél arak kraniyal ventri kgl boyutl aré ve or
Gere- vetaYl°enktnreaimé zda 230 i nf ant336ay)eldoedileraklanyala y a K
MRG tet ki kI eri 1.5. T MRG si st emi kull aneéel arak r
grubuna ayreéeldé. Maksi mum frontal horn geni kIl if7Ji
(1rcw), maksiemami Kk<éngenv ekl ifJi (TVW) ve maksi mum
aksiyel T2 ajerl ékl e g°r¢nt(;lerde ol - ¢l dg . Evans
TVW/ I CW) da hesapl ande. ¥l - ¢ml eri n endiBuigulag:® r e 3.
FHW, I CW, TVW ve FVW medyan2tleR&8rl169ri 1m2|58sé)alral
114.7) , 3. 5. (@ ave k9. BlL10&F)almrk ;i Bi..54Evans oraneé
oran i-in medyaf@. 28] €OR3-afF Ky € v a s @Q3PD0405) (dakrH®W| € k ;

| CW, TVW, ve FVW yakla birlikte anlamleé ol arak a
yakla il ikkild/ dej il di (p=0.606 ve p=0akdais,; Sér
y ¢ k sSeokntlBu: - al € Kk ma, MRG tabanl e kraniyal ventri kg
dilatasyonu ol an infantlarén takibinde yararl e b
Anahtar KelimelerBeyi n Ventrike¢ll eri, Mr g, Knfantl ar, Hi

MRI - Based Assessment of the Normal Intracranial Ventricular Dimensions and Ratios in Turkish
Infants

Abstract

ObjectivesThe present study aimed to report the normal ranges for the cranial ventricular dimensions

and ratios in healthy infants aged between 0 and 12 months using magnetic resonance imaging (MRI).
Methods:The c¢cr ani al MR I exami natSDondg .adf6 N3B.i3Gf anomng h
using a 1.5. T MRI system were retrospectively e
The maximum frontal horn width (FHW), the maximum transversal intracranial width (ICW), the
maximum third ventricle witit(TVW), and the maximum fourth ventricle width (FVW) were measured

on axial T2weighted images axial plane. Evans ratio (FHW/ICW), and the third ventricular ratio (TVR

= TVW/ICW) were calculated as well. The 3rd, 25th, 50th, and 97th percentiles ofdbareaments

according to age were produceldesults:The overall median (IQR) values for the FHW, ICW, TVW,

and FVW wer e 286h1028 (0021.1314a 7), -8.0) (3a®éll9mt, (8. 54
respectively. The overall median (IQR) valuestfa Evans ratio and the third ventricular ratio were
0.25(0.23-0. 26) and -0.05) fespdctively0 Thé FHW, ICW, TVW, and FVW increased
significantly with age (p < 0.0001for all). The Evans ratio and TVR were not associated with age
(p=0.606 and p=0.054; respectively). The FHW values were significantly higher in boys compared to



girls.Conclusions:This study reports the MRBlased measurements of the cranial ventricular system,
which might be useful in the follewp of infants with ventriculariktation.

KeywordsBr ai n Ventricl es, Mr é, Knfant s, Hydrocephal

1. INTRODUCTION | 56

Increased intracranial pressure resulting from an imbalance between cerebrospinal fluid production and
absorption causes abnormal enlargement of the cerebral ventricles and hydrocephalus with consequent
brain damagé2 Neonatal hydrocephalus affects 1n11000 live human births with fatality rates of
nearly 50% in children who havendt undergone sht
and followup of infants with hydrocephalus are mainly based on imaging techniques such as cranial
ultrasonogaphy (US), cranial computed tomography (Cand cranial magnetic resonance imaging

(MRI) 3 In preterm infants, head US is easy to perform andeftesttive. However, MRI is likely to

be more accurate for older infants due to its-imwasiveness andonionizing radiation exposure To

date, the normal MRIbased measurements of the brain ventricular system have not been reported for
Turkish infants aged between 0 and 12 months.

The present study aimed to report #matomic measurements of thental horn width (FHW), third
ventricle width (TVW), fourth ventricle width (FVW), Evans ratio, and third ventricular ratio in normal
infants aged up to 12 months.

2. MATERKALS AND METHODS

Our retrospective crossectional study was performed over a peribd gear from January 2021 to
January 2022. Data were obtained from 587 pediatric patients who underwent cranial magnetic
resonance imaging (MRI) in our hospital for various reasons. The exclusion criteria were preterm
neonates [n=63]; cerebral ventriculegaly [n=31]; asymmetry of the lateral ventricles [n=92];
microcephaly [n=12]; macrocephaly [n=4]; craniosynostosis [n=9]; enlargement of the subarachnoid
spaces [n=84]; enlargement of the subdural spaces [n=23]; previous brain surgery [n=2]; and oor imag
quality [n=37]. The following inclusion criteria were defined: term neonates, infants up to 12 months of
age, and no evidence of brain abnormality on MRI. Finally, 230 infants were included in the present
study.

Cranial MRI examinations were performads i n g a 1. 5 (ToshibeR Dapas).y Bhé e m
measurements were obtained by a single boaedr t i f i ed r adi o l-veeightesl turbd E. ¢)
spinecho images (TR/TE 6206/105 ms) with-Bpn section thickness The following parameters were
measured: th maximum frontal horn width (FHW), the maximum transversal intracranial width (ICW),

the maximum third ventricle width (TVW), the maximum fourth ventricle width (FVW), Evans ratio
(FHW/ICW), and the third ventricular ratio (TVR = TVW/ICW) (Figure 1).

Figure 1.Axial T2weighted cranial MRI images of the-frionthold boy show (A)he maximum
frontal horn width (FHW) and the maximum transversal intracranial width (ICW) measurements; (B)



the measurement of the maximum third ventricle width (TVW); (Chtkasurement of the maximum

The data were distributed narmally (KolmogorovSmirnov test, P >0.05) and the statistical
differences between the groups were obtained by Kriadlis test and onwvay analysis of variance

fourth ventricle width (FVW).

(ANOVA). Categorical data were presented as frequencies, and continuous data as median (interquartile
range, (IQR)). SPSS statistical software system 20.0 was used for calculations. Results were considlege/d
05.

significantatapr a |l u e

3. RESULTS
Infantsage varied fron® to 12 monthy me a n

of

<

0.

age

N SD,

Group 5(8 - 9 months; n = 28)Group 6(10- 12 months; n = 24).

The overall median (IQR) values for thHeontal horn width (FHW), the maximum transversal
intracranial width (ICW), third ventricle width MW), and fourth ventricle width (FVWjvere25.4
(21.3- 28.6), 102.8 (90.2 114.7),3.7(3.0- 5.0), and9.9 (8.5 - 11.3) mm, respectively. The overall
median (IQR) values for tHevans ratio (FHW/ICW) and the third ventricular ratio (TVR=TVW/ICW)

were0.25(0.23- 0.26) and).04(0.03- 0.05), respectively.
TheFHW, ICW, TVW, FVW increased significantly with age (p < 0.0001 for all). The Evans ratio and

TVR were not associated with age (p=0.606, p=0.#spectively. TheFHW values were significantly
higher in boys compared to girls (25.5 vs. 24.1, p=0.0248.TVW, FVW, Evans ratios and TVRid

4 .

46

N 3.36
of 131 (57%)oys and®9 @3%) girls. Infants were stratified into six age groupsoup 1(0 - 1 month;
n = 56),Group 2(2 - 3 months; n = 55)Group 3(4 - 5months; n = 33)Group 4(6 - 7 months; n = 34),

not showgenderrelevantdifferenceqp=0.080, p=0.281, p=0.249, and p=0.1%&pectively.

Data for theFHW, TVW, FVW, Evangatio, and TVRaccording to age are presented in Tabl€He

mont

agespecific 3rd, 50th, and 97th percentiles of the measurements and ratios are presented in Figures 2

and 3.

Table 1.The median values for tlieHW, TVW, FVW, Evans ratio, and TVE&carding toage.

Age FHW (mm) TVW (mm) FVW (mm) Evans ratio TVR
(months)

P25 | P50 | P75 | P25 | P50 | P75 | P25 | P50 | P75 P25 P50 P75 P25 | P50 | P75
0-1 179 | 202 | 21.7| 21 2.5 3.2 7.1 8.1 8.9 0.21 0.23 0.25 | 0.02 | 0.03 | 0.04
2-3 199 | 232 | 255 | 29 3.4 4.1 8.2 9.3 10.1 | 0.22 0.25 0.27 | 0.03 | 0.04 | 0.04
4-5 239 | 27.2 | 28.8| 3.9 4.9 5.8 9.6 105| 11.3 | 0.23 0.25 0.27 | 0.04 | 0.05 | 0.06
6-7 256 | 279 | 29.2 | 3.7 4.3 5.3 9.9 10.4 | 11.7 | 0.23 0.25 0.26 | 0.03 | 0.04 | 0.05
8-9 269 | 288 | 316 | 3.7 4.9 5.7 106 | 121 | 12.8 | 0.24 0.25 0.26 | 0.03 | 0.04 | 0.05
10-12 274 | 289 | 31.7 | 34 4.4 5.5 104 | 119 | 126 | 0.24 0.25 0.27 | 0.03 | 0.04 | 0.05

Data are presentededian (interquartile range [IQR]).

P25, 25th percentile; P50, 50th percentile (median); P75, 75th percéotifal horn width (FHW); transversal intracraniaidth (ICW);
third ventricle width (TVW); fourth ventricle width (FVW); Evans ratio (FHW/ICW); third ventricular ratio (TVR = TVW/ICW)
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Figure 2. Comparison of the 3rd, 50th, and 97th Percentiles ofteatal Horn Width (FHW),
Transversal Third Ventriel Width (TVW), and Fourth Ventricle Width (FVW) According to Age
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Figure 3. Comparison of the 3rd, 50th, and 97th Percentiles oEthens ratio (FHW/ICW) and Third
Ventricular Ratio (TVR = TVW/ICW) According to Age Groups.

4. DISCUSSION

Cranialultrasonography is an acceptable method for analyzing the brain ventricular system in preterm
infants due to its reproducibilityack of radiation, and nemvasiveness®. However, cranial MRI is



likely to be more accurate for older infants when a hdfidsound is not available or applicaBte
Accurate diagnosis and folleup of infants with ventricular dilatation depend on the availability of
appropriate data for normal measurements of the ventricular system. The current study is the first to
repat the MREbased measurements of the frontal horn width (FHW), third ventricle width, and fourth
ventricle width (FVW) in normal Turkish infants aged between 0 and 12 months. Moreover, we have
reported the normal values for the Evans ratio and third eatdriratio in our infants aged up to 12
months. | 59

Poland et al. have reported the cranial ventricular measurements in 67 newborns born between 28 and
48 gestation weeks using ultrasoundn this study, the mean frontal horn width was 26.5 mm and
Evans rab was 0.32. In the present study, the frontal horn width (FHW) was significantly higher in
boys compared to girls (25.5 vs. 24.1, p=0.010) with a median value of 25.4 mm. The median value for
the Evans ratio in our infants was 0.25. The ethnic and gpbigr factors, the differences in the
diagnostic tool, and the age of the study population may have contributed to the differences between our
findings and previous study. The FHW values increased significantly with age which is in agreement
with the prevous study.

Polat et al. have performed the MBAsed brain ventricle measurements in 265 healthy Turkish adults
aged between 18 and 87 yearshe mean values for the FHW, TVW, and FVW were 33.14, 3.37, and
12.40 mm in females, respectively, and 34.85, 3.91, and 12.81 mm in males, respectively. The mean
Evans ratio was reportes 0.280N0 . 172 in femal es &Ouwdataw@&iedrNO. 161
10-30% lower than those reported for Turkish adults by Polat eflhé reasons fahe discrepancy

between the studieuld be attributetb the demographic characteristics of the study participants.

In the study by Brouwer et al. the ventriauladex (VI), anterior horn width (AHW), and thalamo
occipital distance (TOD) were measured on cranial US images in 625 healthy neonates born between
24 and 42 weeks gestati&rhe AHW andTOD werenot greater than 4 and 24 mm, respectively. The

right ard left ventricular index (VI) was measured on a coronal plane between the falx and the lateral
wall of the anterior horn of the lateral ventricle. The VI has not exceeded 11 mm in term and 13 mm in
preterm infant§. These ventricular measurements in itdaincreased significantly with age which is

in agreement with the previous stufei/°.

The limitation of this study is that it was a singlenter, retrospective study. Intemd intraobserver
agreements were not calculated. In our study, the antaviorwidth, thalamaccipital distance, and

right and left ventricular index were not measured, thus, these topics may be of interest for future MRI
base studies.

In conclusion, this study is the first to report the MiRlsed measurements of the frontadrhwidth,

third ventricle width, fourth ventricle width, Evans ratio, and third ventricular ratio in normal Turkish
infants aged between 0 and 12 months. Our results might be used as a useful tool in the diagnosis and
follow-up of infants with ventriculadilatation.
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AMA¢ Kaudal regresyon sendromu (KRS) terminal S
neral t ¢psi npdiorgiemi diadt eml er i ve alt ekstremitele
deji ki k tip amodarsphdl segmemtimdgdnezisimmailsple visseral anomaliler ve kas
i skel et sistemi anomal il eri g°r ¢l mektedir. Bu se
arasénda olup erkek/ kéez oranée 2.7/ héal amal!l keirl d
gebel ik eshasénda diabetik ol dukl are tespit ed
radyol ojik bulgularénén zenginliiji nedeniyle sun
soy ge-mi Kinde beliratml® zalkliipd elful wramay ama,méaxnt e
kal -a ajresé ve ara ara idrar ka-érmal aré Ki kay
grafilerinde alt sakral ve koksigeal agenezi il e
gomt ¢l eme ( MRG) tet ki ki i stenmi kKtir. BULGULAR
kaudal i nde sakral hipoplazisi ve koksigeal agene
konus medull arisin S1 vertahda&]lkoli guendrt a Skpe sianm

L4L5 di sk araléje d¢zeyinde yaklakéek 25x2,5mm bo

ajéerl ekl e serilerde hiperintens |l ezyon g°r ¢l de.
bulgularvek | i ni k °yk¢se¢e ekl ijinde KRS tanésé konul du.
gebeli k haftasénda vertebral agenezi nedeni vyl e
bacajéna benzer pozisyon g°r¢nt gadetlii e KRGk na,
(sirenomelik fetus) t& 9 haftalarda transvajinal ultrasonog
takipleri yapél mamék ise KRSOH6I i hastal arén tane

yakl ar da a - enjlaasonuéukaaywlojik iecatgmeelerle konulabilir.
Anahtar Kelimeler:Kaudal Regresyon Sendromu (Krs); Sakral Agenezi; Gergin Spinal Kord

Caudal Regression Syndrome: A Case Report

Abstract

OBJECTKVE Caudal regression syndrome (CRS) i's a
affection of the terminal spinal segments, caudal vertebrae, neural tube, urogkgdstive systems,

and lower extremities. Different types of anorectal malfoiomat agenesis of the spinal segment,

multiple visceral anomalies, and musculoskeletal anomalies have been reported as well. The incidence

of CRS is between 1 and 5 per 100,000 live births, and the male/female ratio has been reported as 2.7/1.
Nearly 16% & mothers of children with CSR were diabetic during pregnancy. The present paper aimed



to present the radiological findings of a rare case of CRS. MATERIALS AND METHOD&8afA®3d

male, with no specific personal and family history, was referred to @pitabwith hip pain and urinary
incontinence. The pelvic-bay showed lower sacral and coccygeal agenesis. A magnetic resonance
image (MRI) has been recommended. RESULTS Vertebral MRI showed sacral hypoplasia and
coccygeal agenesis.A tethered spinal derhinated at the level of the middle part of the S1 vertebra.

At the level of the L4L5 disc space, an approximately 25x2.5 mm hyperintense lesion was observed in
the T1 and T2 weighted images compatible with terminal filum lipoma. Left pelvic ectopey Wds | 62
also observed. A diagnosis of CRS coordinated the assembling of clinical and radiological findings.
CONCLUSION Prenatal diagnosis is possible using ultrasonography at the 20th gestational week
showing a sudden cut of the spine due to the vertelgethesis and a frelike position of the lower
extremities. However, in cases with severe CRS (sirenomelic fetus) diagnosis can be made at the 16th
gestational week by transvaginal ultrasonography. The postnatal diagnosis of CRS can be made at
advanced ageby can be made by MRI if antenatal foloprhad not been performed.

Keywords:Caudal Regression Syndrome (Crs); Sacral Agenesis; Tethered Spinal Cord

AMA¢C

Kaudal regresyon sendromu (KRS) terminal spinal
irogenintdalrim sistemleri ve alt k®8ur smibtedll er idre ]
anorektal malformasyonlar, spinal segmentin agesi, multiple visseral anomaliler ve kiskelet
sistemi anomal /Pl eBu geénditomunhedPr |l me sékl &j 1

e
araséenda olup erkek/ kéez oranée 2.7/ 1 olarak bilc
gebelkesnasénda diabetik ©l dOkbganantebpbt aledj @ mi n!
radyol ojik bulgularénén zenginliij n

i edeniyle sun
GERE¢ VE Y¥NTEM

¥zge-mi Ki ve soy ge-mi kKinde belirgdgimanPéxel [3i ky abkué
erkek hastanén kal-a ajreéesé ve ara ara idrar k
Hastanén pelvis grafilerinde alt sakr al ve Kkoks

manyetik rezonans igkRir ¢ing toé emiek t( IMR.G) t et k
BULGULAR

MRG tetkikinde S1 vertebra korpusu d¢gzeyi kaud:e
saptande. Medul | a spinaliste gergin kord ile uyu
d¢zeyinde sonlnardd&jaa ail z-LLi® redriiisski Sadiea ILe4 € d¢zeyi nde
boyutlu filum terminale |lipomu ile uyumlu T1 vVve
(Resim 1). Sol pelvik ektopik b°br eke ikzlienn ki °(yRe;,
ekl ijinde KRS tanésé konul du.



| 63

Resm1T 2 aj ér | é k Isakralshipaplazisiakoksigé&l &yenezisedulla spinaliste gergin
kord vefilum terminale lipomu izleniyor.

&

\
-

Resim2T 2 aj ér | ek |selpevik skiopika® b rAERKRY.

SONUC¢

Prenat al tane, ultrasonogr afi il e 20. gebel i k he
ve alt ekstremitelerin kurbaja bacajéna benzer |
Kiddetl i KRSO6I ilk fetusy a6l1 ®r. dah af ¢ iad emame transvajinal
konabil mektedir. Ant enat al takipl eri yapél maméck
tutul umun «kiddetine g°re il eri yakl ardarlea- €] a

konulabilir.
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¥zet
Bu -al ékmpmaga,l i sakkari't (LPS) ile farelerde ol uck
gasdermin D (GSDMD) ve karekeéek k°kenl:i k-ikeaz ben
pseudokinase; MLKL) inhibit?©r ¢ sters K6 depitopitozva mi t  (
nekropitoz ¢zerindeki etkisinin demiyelinizasyon
ama-|l anméekteéer . Deneyl erde kull anélan fareler 8 ¢

(3) SF+dikaimg4) SF+NSa (0I0X nog/kg), (5) LPS+NSA (0.001 mg/kg), (6) LPS+NSA (0.01
mg/kg), (7) LPS+NSA (0.1 mg/kg) ve (8) LPS+NSA (1 mg/kg). NSA (10 ml/kg) SF (10 ml/kg) ya da LPS

(10 mg/ kg; 10 ml/ kg) ile birlikte eénjpksiyorupdarr6i t on e a
saat sonra farelerin 30 saniye i-inde ter mal uy a
sonunda ol d¢r ¢l en farel erin beyinl eri Ve omu
homoj enatt¢lbasrld anllip2@, p3@GSalxMD , interl °k-Lb, (nohilityk r | eu ki
groupb o X ( HMGB) 1, resept?®or il e et ki |-iatgracting s er i n,

serine/threoningrotein kinase; RIPK) 1, fosforile RIPK1, RIPK3, fosforile RIPK3, MLKL, fosforile
MLKL, seméorin (SEMA) 3A ve miyelin proteolipit protein (PLP) ekspresyonu immunoblotting
y°ntemiyle ©°1 -¢l mgktgr . LPS uygul anmaséndan 6 s
s¢relerindek
. 0

[ azal ma 0. 01, 0.1 ve 1olnmg/ kegn ddo¢izu ¢a

dozunda (O 1 mg/ kg) uygul anddjp®dnpdaSDMD,PLS'bni n ne
HMGB1 ve SEMA3A ekspresyonunun yaneé sér a, RI PK1
mi yelin PLP ekspresyonundakiNSaz smléeéma LO°PrSI' exn mi knte dr
enfl amatuvar hi peraljeziylil/ GSDIM®yY i cair acét leiks iéne
RI PK1/ RlI PK3/ MLKL nekr ozomu araceéel ekl e nekropi t
ekspresyonundaki azal manénbryaannéén shéarkal,é c &8S X'ideeKn
ekspresyonundaki artmanén kat kéda bulunabil ece
iniversitesi Bili msel Ar adTRama3 PPopgkerNumBr a

destekl enmi ktir).

Anahtar Kelimeler:Lipopolisakla r i t , Nekrosg¢l fonamit , Enfl amatu
Nekropitoz.



Pyroptosis and Necroptosis Inhibitor Necrosulfonamide Prevents Lipopolysacchdridaced
Inflammatory Hyperalgesia in Mice

Abstract

This study aimed to investigate the effeagdermin D (GSDMD) and mixed lineage kinase domain

like pseudokinase (MLKL) inhibitor, necrosulfonamide (NSA), on pyroptosis and necroptos|s66
concerning demyelination and remyelination in the central nervous system (CNS) in lipopolysaccharide
(LPSYinducedinflammatory hyperalgesia model in mice. Mice were divided into 8 groups: (1) Saline,

(2) LPS, (3) saline+dimethyl sulfoxide, (4) saline+NSA (0.01 mg/kg), (5) LPS+NSA (0.001 mg/kg), (6)
LPS+NSA (0.01 mg/kg), (7) LPS+NSA (0.1 mg/kg), and (8) LPS+NSA Kh)miSA (10 ml/kg)
administered simultaneously with saline (10 ml/kg) or LPS (10 mg/kg) intraperitoneally. Reaction time
to thermal stimuli within 30 seconds was evaluated in mice that received either saline or LPS after 6
hours. Mice were euthanized aetend of the experiments, and brains and spinal cords were collected
from all ani mal s. Ti ssue homo g etobalin,easpasdd p2d, used
p30-GSDMD, interleukin  (IL)1 b, -nhobilgyfgroup-box (HMGB1), receptemteracting
seline/threonineprotein kinase (RIPK) 1, phosphorylated RIPK1, RIPK3, phosphorylated RIPK3,
MLKL, phosphorylated MLKL, semaphorin (SEMA), and myelin proteolipid protein (PLP) expression
by using the immunoblotting method. It was observed that 6 hours &teradministration, the
response time of mice to thermal stimulation was prevented with 0.01, 0.1, and 1 mg/kg doses of NSA.
When NSA was administered at the lowest effective dose (0.01 mg/kg), it preventedititiddRiS
increase in expression of caspdsk p20, p36GSDMD, IL-1 b, HMGB1, and SEMA3A
activity of RIPK1, RIPK3, and MLKL associated with decreased expression of myelin PLP in the tissues
of LPStreated mice. Our findings suggested a decrease in the caspASEDMDmediated
pyroptosis, RIPK1/RIPK3/MLKL necrosommediated necroptosis, and remyelination inhibitor,
SEMASA, as well as increased expression of the main protein of the CNS myelin membrane, PLP, in the
CNS of mice patrticipates in the protective effect of NSA against inflamrhgmeyalgesia induced by

LPS. (This study was supported by the Research Fund of Mersin University in Turkey with Project
Number 20241-TP2-4393).

Keywords:Lipopolysaccharide, Necrosulfonamide, Inflammatory Hyperalgesia, Pyroptosis,
Necroptosis.

1. GKRKK

Apopitoz ve nekroz i ki deNekirkhz hpat el ®jli¢gkme k obki
ger -eklekirken, apopitoz hem fizyolojik hem de p
bir deyi kKl e, apopitoz hem saaj g€k} Eebhielmrmede e diars
antimikrobiyal yanétén bir par-asé olarak, sékl g
derecede enflamatuvar ©°zellikte olan I|litik prog
nekrozuerPpeltakéyan nekropitoz i e, rreceptopt °r i |

s

interacting serine/threoninproteinkinase RI1 PK) 1 taraf éndan et kinl exkti
ki naz benze mixedfire®gekihask domanzigeéudokinase ML KL ) ' ye baj éml é
kaspaza baj éeml e ol mayan, i tiKk t ¢rde bir he¢cr
kardi yovask¢l er pul moner , renal , hepati k, ner
patojenezindeiteh BYRPKAdEREPKBY MLKL nekrozomunun
bajl é olarak nekt’®@&pPKaz RgRK3 kkeKit edekr ozomu ar a

pl azma membranénén zedel enmesi sonucunda yértel.
azd ma s & \igh-mbbéity-groap-box (HMGB) 1gibizedel enmeyl e il i kkil:@ m
ol mak izere sitopl azma i-erijinin sal éveril me
g°r ¢ mERlLUipepdlisakkarit (LPSYollb e n z e r i toli-likesrecgptoP r T R) 4 veya t
nekr ozl ack ttuemor @ec®sis ffaatgrt TINFJ / TNF i | TNF iedeptaraksociated f a kt °
factor, TRAF) sinyal yolunun etkinl ekmesi sonucund:;

MLKL gibi deubiquitinazlarta af endan p&ELItCE ,i rkhniskpiatz®°r protein v
alané taraféndan ise fFEYnei yaydande WHDRSeyndt ename&t e



sistemi (SSS)' gel i ken enfl amasyonun patojenez
iIiKkinnwyoapaéleagrmalaré&ﬁAy;lageae padéjenezinde nekr
bakteriyel sepsi s, akusolakrcu mes é kéeerdted =@ mes ndrveen
RI PK'"l eri hedefl eyen az sayéda klinik -al ékma bu
Yoj un bakém EbcheridhientoB(E.ical)dgihi, Gramnegat i f bakterilerde
endot oksi nla&kr eg el d jkleen «lian emi k enfl amatuvar ?ne
yetmezliji sonucunda g°r ¢l en n?%nz‘YAtyalelctaenanPsy&ﬁi
uyaranl ar a yaneét ol ar ak supraspinal vtie ile splnal
dejerlendirildijinde supraspinal d¢zeyde kontr
bi |l di r*®|Buniaratek olarak,ar el er de ol ukturulan | et al pol i
GSDMD aracél ekl e piropitomazuwnr sSRdpPsKi3dsi anr agcedll iéxknhess
enflamatuvar sinyalde rol oynadéj e % Ragentldrdek u zed
ol ukt ur u®, comurilils ecoladennse$i® ve Al zhei nfemodhedsitearlienjdée y a
-al éexkxmal arda Di {e5SDNB¥ dearrmicrel ékl & piropitoz il e
katkésénén arakteéeréldéjé hastal ék modell erinde
gosterilmiktir. Bunl ariavive-ka |10d kamaalka r oirsdedfeglerdeneé zdcea
LPS ile olukturulan sepsis modelindé&¥tHShxamé@anye
NSA kull anéelhhr@&DMbDa spraaceéel ékl é piropitoz vV e RI
aracel ékl e nekropitozunatluPvSa'rni hi pneerdaelnj eai g e] uk at
ol abil eceji ne invivo-kaK iérk mae rbhud rughimahmiarkt ad ér .

Daha ©°nce yaptéejeéeméz -al ékmal ar da, sistemi k yol
hi peraljezinin farel eda ni nbde¢ykilne nveeb iolmurr iniitkr idko koukl
NOS, -%z¢é¢nebilir epoksit hidrol az, kaspaz birik
oligomerizasyon a |caspaseaecrbinant and i activatiers @omair? contaifing
nucledide binding oligomerization domaidike receptor NLRC) 3 ve peroksizom
et ki nl ekt iab/gelkesnp rreessyeopntu® rve/ veya et kinliji#tde azal
¥Ayréca, LPS uygulanmasé TtT@nedhenighkl eeyih bajodmyme
zengin yinelenen protein 3/apopitozla ilikkil:@
(apoptosisassociated spedike protein containing a caspase recruitment domai8C)/prokaspaz

1, NLRC4/ASC/prokaspazl ve kaspad 1 i nf |l ammasoimhatlt 6jt TLERAKI el acxk

(myeloid differentiation factoMyD)/d ®° n¢ Kt ¢r ¢c ¢ b¢eyéme f akt/onreek | be eirl e
fakt°mrucolBe a(r ; NRecB)o/rs i &B-»wNERX]LTemAFRz6 ko Base i nhibit?©
i nhi BINEEBBry;,ol | ar e il e ni kot i namit adenin ding¢gkle
enflamatuvar sitokinlerin d¢zeyl erhde artma ve

Géncel | iterat¢r den ndceer |yeanpnti é] ébniélzgi-laelré kintael ad adhaan
birlikte dej*LIPeSndniirni | 9I$S'icheaet et i k|l edli/gSDMDo | ay | a |
aracel ekl e piropitoz vV e RI PK1/ RI PK3/ MLKL nekr

demiyelinizasyonunal ekl i k ettiji enflamatuvar hiperaljezi
NSA gi bi inhibit°rlerin yararl é ol abileceji d¢ K¢
olukturulan enflamatuvar hipera®rjége zNSAlodéen i midreqg p
nekropitoz ¢zerindeki etkisinin demiyelinizasyon
ama-lanméxt er .

2. MATERYAL VE Y¥NTEM
2. 1. Deney Hayvaneé

Deneyl erde 12 saat aydénl ék/dden2a@&tg kajramll &@jke pea
erkek Balb/c fare kullanéel mékteéer . Deney hayvanl
t @érma Mer keBiundean éxanjaldan m&k tagad ar ¢zerinde vy
ersiteeiyldayvarrBénEti k Kurulundan onay al é&
/ 31 sayéle karare).



2.2. Enflamatuvar Hiperaljezi Modeli

Bu -al éeékmada, e n fmbdalinfardleve ¥Oamg/kgkintrgperitoaedl j[i.p.dozda LPS

uygulanarak dah@ nce t ar af émézdan yapélan -aléexkma¥arda Kk
%%¥IPaha °nce yapelan - aPeNkSmd mameénl soeyel aedera g
ile olukan hiperaljeziyi ° n-l &ly@mrmimaelna rdé;nkésnk yeat pkéilln
far el er akajéda belirtilen gruplara ayrélméKtl%sr:

Grup 1: Serum fizyolojik (SF) (10 ml/kg; i.p.) (kontrol grubu) (n= 10)

Grup 2: LPSE. coliLPS) (10 mg/kg; 10 ml/kg; i.p.) (enflamatuvar hiperaljezi grubu) (n= 10)

Grup3: SF (10 ml/ kg; i . plOm¥kd;iph@tS) | s¢l foksit ( DMS(
Grup 4: SF (10 ml/kg; i.p.)+NSA (0.01 mg/kg; 10 ml/kg; i.p.) (n=5)

Grup 5: LPS (10 mg/kg; 10 ml/kg; i.p.)+NSA (0.001 mg/kg; 10 ml/kg; i.p.) (n= 10)

Grup 6: LPS (10 mg/kg; 10 ml/kgpi.)+NSA (0.01 mg/kg; 10 ml/kg; i.p.) (n= 10)

Grup 7: LPS (10 mg/kg; 10 ml/kg; i.p.)+NSA (0.1 mg/kg; 10 ml/kg; i.p.) (n= 10)

Grup 8: LPS (10 mg/kg; 10 ml/kg; i.p.)+NSA (1 mg/kg; 10 ml/kg; i.p.) (n= 10)

LPS ve NSA (saf DMSO i -i ndrek&kséeylcaz ¢dRrve]geyO®l tm
[ haci m/ haci m]; SF i-inde son DMSO deri ki mi 0.07
veya LPS enjeksiyonundan 6 saat sonra farelerin
Ol - ¢l megkt ¢re. eBki smbdalrdhkt érél an NSA farelere SF
uygul anméexkt éer . Deneyl er sonunda boyun disl okas)
ardendan farelerin beyinleri ve omurilikleri alé
2.3 Protein Eksgresyonunun ¥I| -¢1m

Beyin ve omurilik dokul aftemhdidaparlg20ep3dcaDM®,AL- h o moj e

16, HMGB1, RI PK1, %)0RIFAK®, fosfdrile RIRK3RIEH), MLKS e fosforile
MLKL (Ser®®), SEMA3A ve miyelin PLP proteinlerinin ekspresmu daha ©°nce tanéml

immunoblottingy ° nt emi y | e #¥%®9 Go%rl gmetkglcernen i mmegnor eakt i f [
anal i zi bi r Midimage softwane;rintaged A58l Wdyne Rasbliadional Institutes

of Health, Bethesda, MD, USM ul | anél arak yapél mékter. Kmm¢gnor
tée¢beéelininkine oranlanarak hesaplanméxkt ér .

2.4. Sonu-larén Dejerlendirilmesi ve Kstatistiks
Sonu-lar ortalamaNortal amal arén stan@sétnhialtasief
edi |l mi ktir. Veril erin nor mal dajéel é&ma uygunluju
dajéel éma uygunluju g%z °©°n¢nde bulundurul ar ak,
Student'st testi veya MantWhitney U t es t i |, i ki den -ok sayeéedaki g
karkélaktérmalar ise tek y°nl¢ ANOVA ve ardénda

Kstati ksel ol Rdreajke r0l.e0r5 ' taennl akmgl-¢&:; kk a b u | edi | mi ktir
3. BULGULAR

3.1.KontrolveEndot oksemi k Farelerin Ter mal Uyaréya Yan
NSA'nén Et ki si

SF veya LPS ile birlikte 0.001, 0.01, 0.1 veya
uyaréya tepki ver me s¢relerindleikn el dwwli&d i kekrT
veril mi ktir. LPS uygulanmaséndan 6 saat sonra fa

grubundakil ere g°re Bah® .azL PoS'dnuijnu ngedresnl no¢l kdtuegjru (|
ve 1 mg/kg dozlarda NSAie °nl| €rxmMdkt i Dbollayéséyl a, NSA' nén et
0.01 mg/ kg ile deneylere devam edil miktir. SF
uygulandéejénda farelerin ter mal uyar éeyarPyp@net v
0.05 . Ayr éca, farel ere SF, LPS, DMSO ve/veya NSA
mortalite g°zIlenmemicktir.
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keki KoBttol ve endotoksemi k farelerin ter mal uy

etkisi. n=510."Kontro,?L PS dej er |l eri nden i st ¢Studeststiviyaddan ol ar a
Whitney U testi; P < 0.05).

3.2. Kontrol ve Endotoksemik Farelerin Beyinleri ve Omuriliklerinde Kaspaz11 p20,p30-
GSDMD,IL-1 b ve HMGB#&i n EkspresA'oméan |Etekiisnide NS

Farelere SF velveya LPS ile birlikte DMSO ya da
izole edilen beyinve mur i | i k d o k-Lllpa0; @BeG8RMDKIlalshp aze HMGB1 pr ot
ekspresyonundaki deji k3 .k2,i kheki li 13. 3,] gkdki Ibud.gd I

LPS uygulanan farelerden izole edilen dokularda kagiap20, p36GSDMD, IL-1 b ve HMGB1
protein ekspr esyonRBa0d8). LRS'nin kagpal] p20,IpGSDME, tL-L b ¢ e
HMGBl protein& s pr esyonunda neden ol duF<w.0x. Sk ilmbirlikeSA i1 e
DMSO veya NSA uygulanan farelerden izole edilen dokularda kakp@20, p36GSDMD, IL-1 b v e
HMGB1 protein ekspresyonu kontR>0I05.grubu dejerl er

A 4820 kDa . e e = Kaspaz-11 p20 B 4820 kDa ——— Kaspaz-11 p20
55 kDa B-Tubilin 55 kDa B-Tubilin
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k e k i KontBol v edotoksemik farelerin (A) beyin ve (B) omuriliklerinde kasphp20protein
ekspresyonu cekig. nd4nKoetrolNLISFAS neenf er | eri nden i stati st
f a r(&tddent's t veya MarWhitney U testi; P <0.05).



B 53 kDa <« . A |,3)_GSDMD
A 53 kDa < S am— e 3()-GSDMD

55 kDa B-Tubilin
55 kDa S — o _Tiibiilin
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k e k i KontBol v8 edotoksemik farelerin (A) beyin ve (B) omuriliklerirgB0-GSDMDprotein
ekspresyonu cekig nd4nkKostrolNLSFAS ncEenj er |l eri nden i stati st
f a r(&tudent's t veya MarWhitney U testiP < 0.05).

3.3. Kontrol ve Endotoksemik Farelerin Beyinleri ve Omuriliklerinde RIPK1, RIPK3 ve MLKL

Protein Ekspresyonu ve Fosforilasyonu | zerinde N
Farelere SF ve/veya LPS ile birlikte DMSO ya da
izole edilen beyin veomur i | i k dokul arénda RIPK1, RI PK3 ve
fosforilasyonundaki dej i ki kIl i8KIlder vielra | imli gitliir . b Wl

farelerden izole edilen dokularda RIPK1, RIPK3 ve MLKL protein fosforilasyonu ile fosforile

RI PK1/ RI PK1, fosforile RIPK3/RIPK3 ve f&sxforile
0.05), fosf or iRIPE3veMnKaLmepkr oRlIeR Kl ,ekspresyo@@aenda de
0.05). LPS'nin RIPK1, RIPK3 ve MLKL protein fosforilasyonu ile fosforile RIPK1/RIPK1, fosforile

RI PK3/ RI' PK3 ve fosforile MLKL/ MLKL or aProdia nede
SF ile birikte DMSO veya NSA uygulanan farelerden izole edilen dokularda RIPK1 ve RIPK3 protein
ekspresyonu ve fosforilasyonu ile fosforile RIPK1/RIPK1, fosforile RIPK3/RIPK3 ve fosforile
MLKL/ MLKL oranénda kontrol gP>0by). dejerl erinden f

A 31 kDa c— IL-1B B 31 kDa e — IL-1B
55 kDa S ———— T (ibiilin 55 kDa B-Tubdilin
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k e k i KontBol vé edotoksemik farelerin (A) beyin ve (B) omuriliklerindellLfprotein
ekspresyonu cekig. nd4nKoetrolNLISFAS neenf er | eri nden i stati st
f a r(&ddent's t veya MaAwhitney U testi; P < 0.05).
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k e k i KontBol v& edotoksemik farelerin (A) beyin ve (B) omuriliklerinde HMGBdtein
ekspresyonu cekig nd4nkKostrolNLSFAS ncEenj er |l eri nden i stati st
f a r(&tudent's t veya MarWhitney U testi; P < 0.05).

3.4. Kontrol ve Endotoksemik Farelerin Beyinleri ve Omuriliklerinde SEMA3A ve Miyelin PLP

Protein Ekspresyonu | zerinde NSA' nén Etkisi

Farelere SF vel/veya LPS ile birlikte DMSO ya da
izole edilen beyin veomuriik dokul ar énda SEMA3A ve miyelin PLP
deji ki klikler ile ilgild@ bul gul ar kekil 3.9 ve

edilen dokularda SEMA3A protein ekspresyonunda artma, miyelin PLP protein ekspresyonimda aza
gezlenftmsa@t®%) . ( LPS'"nin SEMA3A ve miyelin PLP pr
deji ki klikIl er IRSAO05). BFreile Birlikle ®MSOi veya NSA uygulanan farelerden

ole edilen dokularda SEMA3A ve miyelin PLP pro
J

iz
de] i P>0i05). (

A TEkDa — A c—— o sforile RIPK1 B TE kDo ——- e Foczforile RIPK1
76 kDa RIPKA T6 kDo e ——————— DK
55 KD S [T ii bilin 55 kDa S [}-T iibiilin
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k e k i KontBol vé edotoksemik farelerin (A) beyin ve (B) omit#rinde RIPK1protein
ekspresyonu il e f osfekisiindda EKontohuP 3 zeeji edlee NISAd @@ ni
ol ar ak a n(Stadent'sé@ veyadarivhitaey U testi; P < 0.05).



B 53kDa K- — 2 Fosforile RIPK3

A 53kDa - Fosforile RIPK3

53 kDa RIPK3
53 kDa “— DK 3

55kDa B-Tubiilin
55 kDa -  C_Tiibiilin

1.8 1 | 72

1.2

protein orani

0.6 1

protein orani

Beyin fosforile RIPK3/RIPK3
Omurilik fosforile RIPK3/RIPK3

k e k i KontBol v& edotoksemik farelerin (A)eyin ve (B) omuriliklerinde RIPK@rotein
ekspresyonu il e f osfekisiinddaKontmhuP 3 zedej eadlee NISAId @@ ni
ol ar ak a n(Stademt'sé veyaaviarkvhitaey U testi; P < 0.05).

4. TARTI k MA

Bu -al éeékmadaar,elleR S ei lod ukt urul an enflamatuvar hip
inhibit°r¢ NSA'nén piropitoz ve nekropitoz ¢zer.i
ilikkilendirilerek il k kez enflamatuvdr dipeéall méekzti &ri. ©°Bd |

et kisine beyin vV e omur i Hlilk GSDMDu | ar arcced é k( E)
RI PK1/ RI PK3/ MLKL nekr oz omue nmairyaecl & |néikzlaés y @&k rionphiitbo
ekspresyonundaki azalmave £3S'deni y el i n me mb r ennoBnPLPoeksprésyonuadakh i | e k
art maamttlméeda budyrRabidk.emeki i

: — e — ;
A 54kDa e S S mm—— [ osforile MLKL B 54 kDa Fosforile MLKL
54 kDa “————— VLKL

54 kDa MLKL

e o e e o -Tiibiili
55 KD “———————————— (. Tibiilin et B Tubhn

2.4 0.9 *

1.6 1

protein oran
protein orani

0.8 1

Beyin fosforile MLKL/MLKL

0.0

Omurilik fosforile MLKL/MLKL

k e k i KontBol v8 edotoksemik farelerin (A) beyin ve (B) omuriliklerinde MLtbtein
ekspresyonu il e f osfekisiindda EKontwhuP 3 zeeji edlee NISAd @@ ni
ol ar ak a n(Stadent'sé@ veyadarvhitaey U testi; P < 0.05).



A 95 kDa e <  SEMAZA B 95 kDa w— I — - M AA
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protein ekspresyonu

(goreceli yogunluk/g-tiibiilin)
Omurilik SEMA3A
protein ekspresyonu
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k e k i KontBol v@ edotoksemik farelerin (A) beyin ve (B) omuriliklerinde SEMAB#ein
ekspresyonu cekig nd4nkKostrolNLSFAS ncEenj er |l eri nden i stati st
f a r(&tudent's t veya MarWhitney U testi; P < 0.05).

Bu -alékma kapsaménda yapélan -al é&kmalarén sonu-
(1) Farelere SF, LPS (10 mg/kg) ve/veya NSA (0.001, 0.01,0.1veyagmg/lkuygul anmas énda
ge-en 6 saat s¢re i-inde mortalite g%zl enmemiKkt
dozda wuygulanan LPS'"nin mortaliteye neden ol man
uyumludur®**®® ¥t e yandan, bu modelde kontrol ve endot
dozl arénda mortaliteye neden ol madéejé ilk kez bu

(2) Farelere LPS uygulanmaséndan 6 saat sonra hi
neden ol duju hiperal | ezlDmgk§ dozda lygulasan LP&'mnehipérdljengek t e d i

neden ol masé, daha ©°nceki - aP¥%kvad aya@meEae,n BwW nm
NSA'"nén O0.01, 0.1 veya 1 mgs/ ekngi k d ofzal raerl éenrdea  ukyognu
mortaliteye de yol a-maksézéen LPS'nin neden ol
g°ster NEAi gt br. GSDMD ve MLiKdt @mihk bydleddreruawnguml ar
ge-ebil diklerinhulbun n&%eend &-yaeiskgyuhbahateané 2 ncea yapél
LPS'" nin neden ol duju supraspinal d¢zeyde al g
°nl eyebil einwdp-i aleé Kk ma lk&krien sond®l aré ile de uyuml
A 30kDa WD e ams s S i PLP B 30 kDa S < D D @S \iyelin PLP
55 kDa S ——— . Tiibiilin 55 kDa B-Tubilin
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k e k i | Kor@rol tendotoksemik farelerin (A) beyin ve (B) omuriliklerinde miyelin Pkétein
ekspresyonu cekig nI4nKoetrolNLISFAS nceenf er | eri nden i stati st
f a r(&tddent's t veya MarAwhitney U testi; P < 0.05).



(3) Farelere LPS uygul anmasénddhp2@Gprotiaekspresyanar a b e
artmaktadeéer . Bul gul ar émeé z a -14 920eprotein. dkspresyonundaki e d e n
artmayé NSA °nl emektedir. E RS'nin dayin e wmuailikte Kaspgze r a | | €
11 p20protein ekspresyonundar t maya neden ol maseé, daha ©°nceki
uyumludur®***¥t e yandan, bu modelde NSA'nén bey-iln ve or
p20 protein ekspresyonundakir t ma ¢ zer i ndeki etkisi il k kez bu -

(4) Farelere LPS uygulanmasén@SDMD@rotsiraekspresyonunr|a74be
artmaktadeér. Bulgul aréemé-c8DYyDrproLPBhnekspedsygoa

NSA °nl emektedir. Enfl amatuvar hiperaljezi mo d e
omurilikte LPS' nGSxDMD dernotoelidnujeik spp3rOesyonundaki a
kez bu -alékmada g°sterilmiktir.

(5) Farel ere LPS ugngaubeyinnverarsudliktel Binb 6pr ®a &@i ns ekspr
artmaktadeéer . Bul gul aréme-th pgPokeei hPSkaapnesngderwnnd
°nl emektedir. Enfl amatuvar hi peraljeXbprot@mmodel i nc
ekspresyonundar t maya neden ol masé, daha ©°ncek¥®%tal ek mal
yandan, bu model de NSA' nén beyin vleb  opmuortieliink
ekspresyonundaki artma ¢zerindeki et ki si il k kez
(6) FarelereL, PS uygul anmaséndan 6 saat sonra beyin ve
artmaktadeéer. Bul gul ar éméza g°r e, LPS'"nin neden

NSA °nl emektedir. Enfl amatuvar hiper al ipneeai mo d ¢
omurilikte LPS"nin neden ol duju HMGB1 protein ek
-al éexkxmada g°steril miktir.

(7) Farelere LPS uygulanmaséndan 6 saat sonra be
protein ekspresyonu artmak&d . Bul gul aréméeza g°°r e, LPS'"nin ned:¢
protein fosforilasyonundaki artmayé NSA °nl emekt
gerekse NSA'"'nén beyin ve omurilikte LPS"nin ne
fosfor i l asyonundaki artma ¢zerindeki et ki si il k ke
( 8) Farelere LPS uygulanmaséndan 6 saat sonra b

olarak °1-¢1l en SEMA3A protein ekspr enseydoennu oalrdtunjauk
SEMA3A protein ekspresyonundaki artmayée NSA °nl ¢
LPS'nin beyin ve omurilikte SEMA3/rotein ekspresyonundar t maya neden ol masé,
-alékmalaremezén §&ne- lymamadmolbe lbdguMNMSAHunEn beyin
LPS" nin neden ol duju SEMA3A protein ekspresyonun
gesteril miktir.

(9) Farelere LPS uygulanmaséndan 6 saat sonr a &
|

ol arlak,l|%n miyelin PLP protein ekspresyonu azal
ol duju miyelin PLP protein ekspresyonundaki azal
modelinde, LPS'nin beyin ve omurilikte miyelin PpPotein ekspresyonundaz al maya neden o
daha ©°nceki -al ékmal ar @méeréeryandanm; | @dué molde | dgu N
omurilikte LPS"nin neden olduju miyelin PLP pro
kez bu -alékmada g°sterilmiktir.

Bu |I-eak ma kapseaméen#dadhr enfl amatuvar hiperalijezi

mekani zmal aré ayrénteéelé olarak arakteér el amaméck

NSA' nén dojrudan ol duju k-214G8xMDd ocalraaycleél é &l ar apki r
RI PK1/ RI PK3/ MLKL nekr ozomu aracel ekl e nekropitoc
proteinlerinin ekspresyonrnBunamekbpdN8AT ne&bi LRS'efhiind
ol duju enflamatuvandéi pelt abyeaiyapasojpngaéz il et

nedeniyl e de yar ar |l é e tAknicsaikni bgu® shepebéetmesin
kanétl anabil mesi i-in ek -aléexkxmalar yapeéel mal edeér



5. SONU¢

Bu -al eékmada, fdaarne | ey eu I sainsatne mMe XKDMDolve MLKL i nhi
kaspazl 1/ GSDMD aracél ekl e piropitoz, RI PK1/ RI PK3/ VM
demiyelinizasyonu °nleyerek LPS'"nin neden ol duj
gester(idenkiklt id. 1) . Bul gularéméz, sistemik yol dan
GSDMD ve MLKL inhibit°rlerinin bakteriyel enf7%ks
et tifji akut enflamatfizyopamiojisihchsiaaiEamasﬁeunlyaneo € DY
ajrel e duruml ar én ° nleaemariejsé zi ké anteidearvfi Isa madteu vd e
olabil ecekl erini dekegnder meg Kt ¢r . Bu -al ékmad
analjezi k/antienfl almméesvaamatcay!| ol pap&l agedk Kol ai
araxkteérmal ara katkéda bulunabileceji bekl enmekt e
BAKTERIYEL LPS
| oo ™ l l’
Kaspaz-11p20 T F— : 9 : SEMA3AT F— MiyelinPLP | F—
| (e ]®) | F—
l | (TP |
GSDMD —> p30-GSDMD T I—\"“s'“"
p30-GSDMD MLKL
ocligomerizasyonu T F— oligomerizasyonu T F—
IL-1pve HMGB1 T FH— HMGB1 T F—
ENFLAMATUVAR HIPERALJEZI
keki Fabellerde LPS ile olukturulan enfl-amatuvar
11/ GSDMD aracel ekl e piropltoz, RI PK1/ RI PK3/ ML
demiyelinizasyon ve remiyelinizasyo rPnleIrelleIankl
mekanizmaz, LPS i), aNsAecrl ed
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Uzman Duygu Akyol
'BakakkehBakteam kehir Hastanesi

¥zet

TTP; mikroanjiopatik hemolitik anemi, trombosito
de exli k edebil eceji bir sendromdur. Taneée klini
tedavisindzeyirombhb®»s1@9MdIlgcd nin ¢zerine -ékana dek
koage¢l opat i durumunda tedaviyi akut ve hézleée y¢
nedeniyle ROTEM (rotasyonel t r omb o e | peesktamoptie t r i )

gebede acil sezeryan sonrasé kanamaya bajlée reop
Ol gu 28 yack, 26 haftalek gebe ol gunun bak ajreées
(90x109/1), Hb: 7.7 gt/ dlrepedirhemigkdyaymkmaedat kink
TTP+H] S+preekl ampsi °n taneélaré al arak, pl azmaf €
°Trenil di Preekl ampsi nedeni vyl e antihipertansi1
hipertasts i yonu ol an ol gu acil operasyona al éndeé. Ha s |
idi . Genel anestezi sonrasé radial arterden i nv;
hastaya 2 gr fibrinojen, 2 | rBSs,yoh soThhswuepltas
Takiplerinde batén distansiyonu, vajinal kanama,
al endeé Hasta baké ROTEM -al éxkél de; FKBTEM A10 <
mg/ d| ol ar ak itteespES, exddidrdif.i Ari¢gnnoj en, 4 ¢nite TELC
sézma tarzénda kanamasé devam edip A10 EXTEM<A45

replasmané yapéel de. Hi st er ekt omi sonr aopetatif k a n a ma
yojun bakéem ¢nitesine devredilen ol guya, pl az ma
servise -ékarélde. Tartékma Yapeéelan -al éxkmal arda
ROTEM6 in erken ve hedef e&lynne&l iskonwy dwlr@mailyadrekt
Kanama ve koag¢l opati si ol an obstetrik hastalar
créenleri transf ¢gzyonlarénda ameliyathane kartl ar
kul anél masé ©°nemlidir.

Anahtar Kelimeler:Tt p , H¢ s, Preekl| amsi , Rot em

GKRKKk

TTP; mikroanjiopatik hemolitik anemi, trombositopenia t e k , nb°or zoul kol juikk v e bot
yetmezlijinin de exlik edebil eceji bir sendr omd

koyulur. Akut tedavisYyiln@enitmogbersiine d-yagled aan EGdkl )
Kanama veya Kkoadg¢eldoapva tyii dakkruu muwnedsah @z b@a K g° kloeé mgi Kk
ol masé nedeni yl e ROTEM (rotasyonel tromboel ast
preekl ampti k gebede acil sezeryan sonrasé kana
sunmama- | adeéek.



AMA¢C

TTP, HI'S ve preeklampti k gebede acil sezeryan s
kan ve kan ¢regnl eri replasmané y°%°netimini s unma

OLGU SUNUMU

Yirmi sekiz'yakéndhaaf 21l €Kk gebe ol gunun b /A0 mmHg), € s & )
trombositopeni (90x109/1), HQ:re?.2L7gr/mcgll,dlpc13?l?irfe
mg/ dl bul gularée ile TTP+H] S+preekl ampsi °n taneé
(CVVHD) uygul andeéej é& ©°7] iyle aniihlpettansif vé> mageekyuna mfpzgon n e d ¢
tedavisine rajmen diren-11: hi pertansiyonu ol an
Ta: 160/ 112 mmHg , spo2: %99 idi . Genel anestezi
monitorizasphpemaperagt ahmdieastaya 2 gr fibrinojen,
operasyon sorunsuz tamamlandée. Takiplerinde bateé
gr / dl olan hasta reoperasyona al énd®a&m(Resansl), a b akeé
konvansi yonel fibrinojen: 136mg/ dl ol arak tespit
replasmané yapeéelde, bat éndan sézma tarzéenda kan
sonucunu g°r¢nce 1 ¢ni tagp éd fdeéer. e Hitst emlekd iotmir esplna |
operasyon sonlandéreéel dé. Postoperatif yojun bak:
Ol gu 2. gén extegbe edil er ek, 4 . gén servise - éka
TARTI k MA

Yapél an - al ékmal ar daal aohdsat ettrrainks f kyarnyaoma | ye® ntea 9 tmi n d
hedef e y°nel ik uygul amal ar il e klinik sonu-1 a
koag¢l opati si ol an y ¢ ksek riskl: obstetrik has
transf ¢zwOmdtair minrede , ameliyathane «kKkartlaréenda Kkoc
tedavi uygul amal aréné sajlayan ROTEM gibi y°nten
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Mersin kehir EjJjitim Arakteérma Hast al
¥zet
Liposarkomlar genellikle ekstremitelerde, retrop
en sék g°r¢len yumukak doku sar koenlialriémidawne bs e k
nadir te¢egmePrlerdir. Spesifik ol mayan ve genel |l ikl
b¢yeéek boyutlara ul akabilirler Karén ajrése, kus
nefes darl éejbEeern%eoboji kkbelremtie °deme neden ol
tedavidir. Retroperitoneal | iposarkomlar, tekrar
rezeksiyonu dahill ol mak ¢zere dahaned qarsd qaizf i misn d
%7 dir . Bu yazéeda, diyafram ve b¢ye¢gk damarl ara b
°demine neden ol an dev retroperitoneal l i posar ko
Anahtar Kelimeler:Dev Retroperitoneal Lip@asr k o m, Ng¢ k s, Di spne, ¥dem, Ce

Giant Retroperitoneal Liposarcoma, Which Causes Dyspnea and Edema in the Lower Extremities:
A Case Report

Abstract

Liposarcomas are one of the most common soft tissue sarcomas encountered in adulthood, often seen
in the extremities, retroperitoneum, and inguinal region. Liposarcomas are rare tumors with a high
tendency for local recurrence. They may reach a large size due to nonspecific and often delayed
symptoms before they are diagnosed. The tumor may cause vonhitdioinal pain, abdominal mass;

it may also compress adjacent structures and cause dyspnea, neurological signs, and lower extremity
edema. Surgery resection is still the main treatment, Retroperitoneal liposarcomas require a more
aggressive surgical approbcincluding multiple resections of recurrent lesions and resection of
multiple organs. The incidence of distant metastases is 7%. In this paper, we repgrta-dii man

with a giant retroperitoneal liposarcoma causing dyspnea and bilateral lower aitredema due to
compression of the diaphragm and great vessels.

Keywords:Giant Retroperitoneal Liposarcoma, Recurrence, Dyspnea, Edema, Surgery

Introduction

Liposarcomas are one of the most common soft tissue sarcomas encountered in adulthood, often seen in
the extremities, retroperitoneum, and inguinal region (1). The incidence of retroperitoneal liposarcomas
ranges between 0.07% and 0.2% of all retroper@btuamors, and 85% of these tumors are malignant

(2). Retroperitoneal liposarcomas may reach a large size due to nonspecific and often delayed symptoms
before their diagnosis is made (3). Retroperitoneal liposarcomas require a more aggressive surgical



appioach including multiple resections of recurrent lesions and resection of multiple organs. The
incidence of distant metastases is 7% (4).

In this report, we present a48arold man with a giant retroperitoneal liposarcoma causing dyspnea
and bilateral lower extremity edema due to compression of diaphragm and great vessels.

Case report
A 48-yearold man presented to our outpatient clinic with excessive abdominal distention, dyspnea, alnﬁ1

bil ater al | ower extremity ede nganthe Bbidagngmrfa abbuta 2 ) . I
year, for which coil embolization had been performed to the vessels feeding the mass to reduce its blood
supply several times by interventional radi ol ogy

count 511.000, butther laboratory parameters were within normal range. On physical examination he

was found to have a mass filling the entire abdomen, bilateral lower extremity edema due to compression

of great vessels, and dyspnea due to diaphragmatic compression. Hiso@&d a giant lesion

measuring 42x40x33 cm, which had fat density but also contained solid dense areas. Having been
primarily considered a liposarcoma, the lesion was originating from the left retroperitoneal area and
filling the entire abdominal cavitynarkedly pushing the spleen superiorly while completely encasing

the | eft ki dney and pushing it towards the righ
retroperitoneal mass filling the ent i restwasbdomen
administered 6 units erythrocyte suspension and 3 units of fresh frozen plasma. The coils placed
previously in the vessels supplying the lesion were visualized. The patient was discharged uneventfully

on the 10th day of admission (Figure 6. Postaiig. The pathology examination of the lesion was
reported as fAMalign mesenchymal neoplasm, 100x60
histomorphological and immunohistochemical findings primarily suggest "Liposarcoma".

Fi g ¢ (Preopdratif Fi g ¢ (ABBGR

Fi g ¢ (Ca: Csil.embolization) Fi g ¢ (Ca: Géant retroperitoneal Mass)
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Fi g ¢ (Peropbratif) Fi g ¢ (Pestoperatif)

A PET CT performed 1 month after surgery was reportethiés F-18 FDG uptake with patchy
heterogenous character observed in a lesion with an approximate size of 13x9 cm, located in the
anteromedial neighborhood of the spleen in the left part of the abdomen (SUVmax: 1.27), and a more
distal, lowrdensity mass lésn with a size of 6.7x6 cm, located in the left pelvic region, laterally to the

psoas muscle (SUVmax: 1.07) (recurrence? residue?). Despite having received chemotherapy for 4
mont hs postoperatively, the pati enatedpsratibnesi on pr o

Discussion

Liposarcoma is a fat malignancy that frequently develops in the retroperitoneum. Retroperitoneal
liposarcomas usually develop in adults ageeb@0/ears and have a slight male predominance. Our
patient was a 48earold man. Tumos in this anatomic location may be lakade and well
differentiated or higlgrade with a dedifferentiated component. \Adidferentiated tumors are typically
silent and do not metastasize while dedifferentiated ones are more aggressive and haveitidgoten
metastasize (5,6).

The tumor may cause vomiting, abdominal pain, abdominal mass; it may also compress adjacent
structures and cause dyspnea, neurological signs, and lower extremity edema. Edema is present in 17
20% of cases and neurological signs3D% (4). Our patient had a giant mass, dyspnea, and lower
extremity edema but no neurological sign. In a series of 500 patients reported by Lewis et al., the tumor
had a diameter greater than 5 cm in 94% of patients, greater than 10 cm in 60%, anthgredtecm

in 20-50% (7). Although the tumor may weigh 10 kg or more in some cases, giant rolls exceeding 20 kg
are extremely rare. Some authors have reported tumors weighing 46.6 kg, 42 kg, and 18 kg (8,9,2).
Patients with giant retroperitoneal liposama usually manifest with malnutrition, hypoproteinemia,

and anemia as a result of tumor wasting. Our patient had a giant tumor with a size of 42x40x33 cm and
an approximate weight of 30 kg, completely filling abdomen, and he also had anemia.

An ongoing poblem for the first local recurrence after resection is the management of multiple
recurrences. Multiple local recurrences may emerge 8089 of cases recurring for the first time,

posing an important management problem for the sarcoma team (10,11pldlué pretreatment

biopsy is controversial. Biopsy may be considered in equivocal cases, and to confirm the presence of
sarcoma and determine the histological subtype to choose between the systemic palliative treatment and
radiotherapy (12).

Histologicd classification is important for liposarcoma since thgear diseasspecific survival rate is
93% for welldifferentiated tumors, 782% for myxoid/round cell tumors, 59% for pleomorphic
tumors, and 44% for undifferentiated forms (13). Local recurrandedistant metastases occur in 83%
and 30% of patients with undifferentiated liposarcoma, respectively (14).

An initial CT is recommended in the first 4 months to detect residual disease (15). This is done to
examine tumor behavior, assess its growth eatd monitor the progression of multiple disease regions.
The Al cm per montho rule is a useful tool to m



slow growth rate, and select suitable surgical candidates (10). In the present case, weaiaitial

control CT 1 months after the surgery, and detected a residual tumor with a size of 13x9 cm. The
technical difficulties of local recurrence resection are usually secondary to the loss of original planes,
distorted anatomic relationships, arabeular invasion (16).

Surgical resection is still the main treatment, and combined resection of relevant organs is necessary for
RO resection in many cases. However, although radiotherapy or chemotherapy may reduce |ﬂé%
recurrence of higigrade liposarcomahey provide no benefit for overall survival (17). Although there

are many systemic therapy options including cytotoxic chemotherapy, targeted agentsdevargte
compounds, and immunotherapy, the tumor response rates are generally low (18). Radiotiasr

provide a better local control rate, but its true benefit in retroperitoneal liposarcoma is controversial (19).

Recently, complete resection rates have been reported between 67% and 95%. The main factor
determining the resection rate is tumoralaision of adjacent organs and the degree of fixation.
Complete resection may not be achieved due to an extremely large tumor size and complex adjacent
tissue anatomy, the lack of guarantee that small tumor foci would not remain after complete resection
of lobulated tumors under naked eye, and potential tumor implantation and metastasis during surgery.
In order to achieve complete resection, the tumor resection border should be far from the visible tumor
borders, tumor envelope should not be left behind,esmbloc resection should be applied to adjacent
organs and blood vessels. In tumors that could not be resected completely, partial resection can be
carried out to reduce abdominal distention, relieve organ compression, lengthen survival, and improve
quality of life (20).

Conclusion

Retroperitoneal liposarcomas are rare tumors with a high likelihood to recur and may prove difficult
cases for surgeons. Surgical resection is the main treatment method. Postoperative radiotherapy may
improve local control.Multidisciplinary collaboration and rigorous preoperative preparation are
particularly important throughout the entire process in order to assess the risks and potential benefits of
a morbid procedure.
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¥zet
Girik ve ama-: Omal i zumab kontrols¢z orta ve aj
ger - ek yakam bual egthalviar énndea tr omboembol i gel i K1
gesteril mixktir. Bu t ek mer kezl i -al exmada omal
artteéermadéejé ve trombosi't sayésé ¢zerine etkis
omd i zumab tedavi si alan (-alékma grubu) ve al ma
hastal ar retrospektif olarak dejerlendirildi. D
tedavi S¢éresi ve dozu, trombeembol it edalVi si p®°getkE
trombosit dejerl er.i kaydedildi ve karkél aktéreld
ve yak ortalamasé 56.63N12.41 yél ) ve 95 omal i :
yak: 50. 71N1o6p.134m ylé6l8 )ast éml @& hasta -7Talp@santipya da
omal i zumab ted@8vb)sagydsei Kba¢(861l grubunda hi- bir
omal i zumab grubunda 2 olguda (%2.7) trmeibdamnteslii
ve sonrasé ortalama trombosit sayéel aré benzerdi
p=0.087). Sonu-: Omalizumab tedavisi sonrasé tro
omal i zumab kull anémé ile tromboembol. gel i kme ri
Anahtar KelimelerrOmal i zumab, Ast ém, Tromboembol i

Is There a Relation Btween Omalizumab Treatment and Development of Thromboembolic Events
in Asthmatics'

Abstract

Introduction and Aim: Omalizumab is indicated for the treatment of uncontrolled moderate and severe
allergic asthma. The lonterm reatlife studies showed that imay result in an increase in
thromboembolic events. This singienter study was planned to evaluate whether the use of omalizumab
was related to the development of thromboembolism. Materials and Methods: Adult patients with
moderate and severe asthmaated with (study group) and without omalizumab (control group) for at

least 12 months were evaluated retrospectively. Data for demographic and clinical characteristics,
duration of omalizumab treatment, number of thrombocytes before and after omalizamdab,
development of thromboembolic events were examined and compared between the two groups. Results:
A total of 168 patients;73 were treated with omalizumab (13/73 male (17.8%), the mean age was
56. 63N12.41 years) and, 9 530/96 enale (31t6%0)e thetneah age wash o u t
50. 71N16.34 years) wer e i nc | «athe gercentike) omdlizimal t udy .
treatment duration was 52(388.5) months. None of the controls but two (2.7%) of the cases in the



study group developed throwdgmbolism (p=0.187). The mean number of thrombocytes was similar
before and after the treatment ( P=D.68%)7ConclBsiboiN4 786 9.
Although there were sporadic cases with thromboembolic events following omalizumab treiatment,

was not related to a significant increased risk for thromboembolism.

Keywords:Omalizumab, Asthma, Thromboembolism.
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Introduction

Omalizumab treatment is effective in improving disease control in moderate and severe allergic asthma
patients (13). Thedrug was reported to be safe in several studiesg2hut longterm reallife studies

showed that it may result in an increase in thromboembolic events (7). Thisca@ntge study was
planned to evaluate whether the use of omalizumab changes theeparipiood thrombocyte count,
and/or it was related to thromboembolic complications.

Methods
The study included adult patients with moderate and severe allergic asthma that were treated according
to GINA guideline (8) with and without omal i zume

Training and Research Hospital pulmonology outpatikmicdetween January 1, 2010, and January 1,
2022. The study was approved by the local ethics committee. (Umraniye Training and Research
Hospital,

Approval date and number: April 21, 2022 and, B10.1.TKH.4.34.H.GP.efr)ographic and, clinical

data, dgelopment of thromboembolic events, pulmonary function test (PFT) parameters at the time of
asthma diagnosis, and, number of thrombocytes on the last routine-tgileigit were collected from

the medical files. The patients were divided into two grospsaalizumab group and the control group.
Demographic and clinical characteristics and, development of thromboembolic events (TE) were
examined and compared between the two groups. In the omalizumab group, the thrombocyte counts
before and after omalizumaieatment were also compared.

The patients with a body mass index (BMI) over 30 Kg/history of the hematological disease,
malignancy, previous thromboembolic disease, TE developed following CQ¥]Rardiac disease,
hyperlipidemia were excluded.

Resuts

Table 1. Demographic, clinical data, and development of venous thromboembolism in two groups.

Omalizumah Control =
group n(%) group n(%)
Female 60 (82.2) 65(68.4)
Sex 0.043
Male 13 (17.8) 30(31.6)
Allergic rhinitis 28 (38.4) 22(23.2) 0.033
Comorbidities Hypertension 17 (23.3) 17(17.9) 0.388
Diabetes Mellitus 14 (19.2) 9(9.5) 0.07
) Nonsmoker 62 (84.9) 78(82.1) 0.9
Smoking status
Exsmoker 11(15.1) 17(17.9) 0.78
Moderate 12 (16.9) 31(32.6)
Asthma grade 0.009
Severe 59 (83.1) 64(67.4)
Venous thromboembolism 2(2.7) 0(0) 0.187




Table 2.Age,clinical data, and pulmonary function test parameters of two groups.

Omalizumab group Control group

MeanNSD or"78fedi MeanNSD ort78fedi gqP

percentile) percentile)
Age(years) 56. 63N12. 41 50. 71N16. 34 0.004
BMI(kg/m?) 25. 86N2. 61 25. 86N2. 5 0.983 | 87
IAsthma duration(years)1 5. 37 N6 . 8 7 12.62N3. 53 0.001
Pormanmana - 52036769 : -
(Trzzal‘mi’:;g‘?e 300(300450) . :
Smoking(package. . -
ears) 14. 89N8. 31 15. 56N7. 32 0.8
FEV1 (L) 1.52N0. 43 1.83N0. 73 0.003
FEV1 % 49. 22N12 54.62N13.29 0.004
FVC(L) 1.96N0. 53 2. 09N0. 84 0.534
FVC % 56. 42N11. 54 52.92N13.67 0.049
FEV1/FVC (%) 77. 09N8. 84 88. 43N11. 6 %. 0.001

SD: Standarddeviation, **: Data that were abnormally distributed. BMI: Body mass index,
FEV1:Forced expiratory volume in the first second, FVC: Forced vital capacity.

The mean number of thrombocytes was similar befo
294356. 16N72351.26 and, p=0.087). Among the 73 <c
was > 4°8))dne wiada 45 years old nonsmoker man without any comorbidities and, the other was

a 65 years old nonsmoker woman with DM. Both cases werailtedsat a hematology clinic and,

treated with hydroxyurea; the male discontinued the omalizumab treatment at' tmerii®, but the
thrombocytosis persisted, and the female continued to receive omalizumab because when she quit the
treatment she sufferdotbm severe asthma attacks. She developed CVE in thgeh®d of the treatment.

The other patient who developed pulmonary thromboembolism was a 65 years old nonsmoker female
with moderate asthma, treated with omalizumab for 35 months, who had no cotiewlaidd normal
thrombocyte count and, developed unprovoked pulmonary embolism in the third year of treatment.

Discussion

Omalizumab is a monoclonal atgE antibody that was reported to be effective in improving disease
control and quality of life in urantrolled moderate and severe allergic asthma patiet®s {Ihe most

common adverse events were headache, fatigue, and injection site reaction; anaphylaxis and, venous
thromboembolism (VTE) were also reported in a few cases (4,9). In most studiesgtrenéry of the

adverse effects was reported to be similar between omalizumab and placebo and it was used safely and,
widely for the treatment of not only allergic asthma but also chronic urticaria and allergic rhinitis (2,5).
VTE was reported as a rare adse effect of omalizumab in the literature but aligabktudy including

5007 patients revealed a higher rate of cardiovascular and cerebrovascular events in the omalizumab
versus the neoomalizumab cohort with a hazard ratio of 1.32 and, it was exgdhat an increase in

risk for TE related to omalizumab treatment cannot be excluded (7). It was suggested that this increase
might be related to increased systemic inflammation in severe asthma and also to exposure to chronic
systemic corticosteroids Q).

In the study only two cases developed TE following omalizumab treatment, both were 65 years old
nonsmoker females, one with moderate asthma and no comorbidities, the other with severe asthma, DM,



and, essential thrombocytosis. The sample size otuldyg was small but still, this result may be striking

to show the risk of thromboembolism related to the omalizumab use. In the EXCELS study, 201/5007
(4%) cardiovascular and cerebrovascular events and 49/5007 (0,97%) PE were reported in orpalizumab
treatedasthma patients which were significantly more frequent than in the@matizumab group. In

our study, the frequency of CVE and PE was 1.35% but there was no significant difference between the
control and omalizumab groups probably due to the small sasizele

The role of high platelet count in the occurrence of VTE was shown in several studies in patients vv]itﬁ8
malignancy and a cud f f | ev el %Lonvbs réparted td be telited to an increased risk of
developing VTE during hospitalization ({14). Also, a populatichased study revealed that an
increased mean platelet volume was identified as a predictor for VTE, in particular VTE of unprovoked
origin.

There are few studies evaluating the effect of omalizumab on peripheral blood cell counts. Acer et al.
(16) reported that there was a significant increase in mean platelet volume with omalizumab treatment
in chronic urticaria patients. In another studlywas reported that omalizumab did not alter the
hematological parameters except for an increase in basophil counts in chronic urticaria patients (17).

Conclusion

As a result of this study, it was concluded th#tt@igh there were sporadic casethobmboembolic
events following omalizumab treatment, it was not related to a significant increased risk for
thromboembolism.
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Mujla Sétké Ko-man | niversitesi Tép Fakg¢l
¥zet
Girik/ Ama- : Glokom tanésé konul maméck pi gment di
koherend omogr afi anjiyografi (OKTA) kull anar ak, ma k
kantitatif dejixkikIlikIleri dejerlendirmek ama-1| an
G°z Hastal ékl aré ABD Glokom mpdoridrmd ithangée naywyl g i tgank
hastanén 17 g°z¢ (-aléxkma grubu) ve rutin g°z hc:
bir patoloji saptanmamék 22 sajléklée olgunun 22
bakée ve emdkeglyeorn pej i ki kIl i kIl eri ni dejerl endir mel
ger¢é¢nteéegleri retrospektif olarak analiz edildi. Y
derin makuler damar dansiteleririvledif.ovkadl aama sk
di abetes mellitus ve sistemik hipertansiyon gi bi
°nceki katarakt ameliyatée dekénda ok¢l er cerrahi
hast al égleomety®az gdl mayan optik n°ropat.i varl eje i
grubunda 56.47N9. 99, kontr ol grubunda 56.91N12. (
ortalama g°z i-i basén-1I|aré —alédKama14gr0LBUQL2n05a7 Imdm k
(p=0.676) . Yi ne i ki grup arasénda ortalama ret
bul unmamaktaydé (-al é&ékma grubu: 102.88N4. 64, kon
baké b°l gesinde,r diaki lil-er vdea npaerr iypaajpunlluvek!| ar é& ( C
grubuna g°re anlamlé olarak d¢kegk bulunurken (i k
ol arak anlamleée farkleleék g°stermedi (p=@nsda&ao) . I
yézeyel veya derin foveal CDéde anlamlé farkl él
-al @Kk ma grubunda 0.262N0.009 mm2 i ken, kontr ol
i statistiksel ol arak anl aml é kder itladnié s(ép =0-.i817 23 n
fizyolojik testlerin yeterl:i ol madéjeée durumlar d:
mi krovaske¢ler perfg¢gzyon bozukl ukl aré, yakén zama
olabilir.

Anahtar Kelimeler: Pigment Dispersiyon Sendromu, Glokom, Optik Koherens Tomografi Anjiyografi

Evaluation of Optic Nerve Head and Macular Microvascular Perfusion in Pigment Dispersion
Syndrome

Abstract

Purpose: It was aimed to evaluate the microvascular quantitative changes in the macula and optic disc
regions by using optical coherence tomography angiography (OCTA) in cases of pigment dispersion
syndrome (PDS). Methods: Seventeen eyes (study groufd) petients who were followed up with
pigment dispersion syndrome in Mujla Training a



Glaucoma clinic, and 22 eyes (control group) of 22 healthy patients who applied to our clinic due to
routine eye diseases and pathology was found (control group) were included in the study. Previously
applied OCTA images were analyzed retrospectively to evaluate optic nerve head and macular perfusion
changes. Age, intraocular pressures, optic disc, superigalp macular vegl densities and foveal
avascular area (FAZ) were evaluated. Exclusion criteria were systemic vascular diseases such as
diabetes mellitus and systemic hypertension, being an active smoker, history of ocular surgery other

than previous cataract surgeryxétion deficiencies, any retinal disease or fgfaucomatous optic | 91
neuropathy. Resul t s: The mean age (NSD) was 56.
years in the control group (p=0.904). Iéstudye t he
group at the time the images were taken, it was

was no difference between the two groups in terms of mean retinal nerve fiber layer thickness (study
group: 102.88N4.64,5F0@mrop=@Q.ro4dp). 110B.19HN50ptic
disc and peripapillary capillary vessel densities (CD) were found to be significantly lower in the study
group than in the control g r o uipage GD3d@l .ndx thow a0 r bot
statistically significant difference (p=0.380). There was no significant difference in superficial or deep

foveal CD between the study and control groups in the macular region (p=0.654, p=0.970, respectively).
While FAZ was 0.262N0, 0i9t mm®2s i . 25 2NG.t WA ymm2 oiump
this difference was not statistically significant (p=0.872). Conclusion: In cases where anatomical or
physiological tests are not sufficient for the diagnosis of glaucoma in PDS, microvascular perfusion
disorders that can be detected in the optic nerve head with the help of OCTA may be a predictor of
glaucomatous damage that may develop in the near future.

Keywords:Pigment Dispersion Syndrome, Glaucoma, Optical Coherence Tomography Angiography

Girixk/ Ama -

Gl okom tanéeésé konul mamék pigment dispersiyon sen
anjiyografi ( OKTA) kull anar ak, makul a vV e opti k
deji ki kliklIler:i dejerl endirmek ama-1|lanméxkt ér .
Y°ntem

Muj |l a Ejei tArmakt ér ma Hastanesi G° z Hastal ekl ar e
di spersiyon sendromu tanéséyla takip edilen 17 h
nedeniyle KklinijJimize bakvur muk, |herohlagnugnunbi22 p
(kontr ol gr ubu) -al ekmaya dahil edi |l di . Opti k
dejerl endirmek i-in daha °nceden uygul anmék OKTA
-ekim esnasénda g%z s k; i-defimamlgleridanzar dansiteleripve fokeal
avaske¢gler alan (FAZ) dejerlendirildi. Dexklama kr
sistemik vaskg¢l er hastaleéeklar, akti foks¢glgerr acdar-ria
°yk¢se¢e, fiksasyon yetersizlikleri, her hangi bir
varl ejée idi

Bulgular

Ortalama yak (NSD) -alékma grubunda 56.47N9. 99,
G°r¢nt sdéfénsarada ortalama g°z - basén-1ar e
grubunda 14.09N2.67 mmHg idi (p=0.676) . Yine ik
kal éenl ejé a-éséndan fark bul unmaodakdrayhe: (&3 .e%k]
Om, p=0.544) . Optik sinir bakeé b°lgesinde, di sk
-al ékma grubunda kontrol grubuna g°re anlamleée ol
imaj CD'si istatistiksel olarae nl aml &€ f ar kl él ék g°%ster medi (p=0.3
kontrol grubu arasénda y¢zeyel veya derin foveal
p=0.970) . FAZ -alékma grubunda 0. 262RNDidiedu mm2 i k
farkl el ék istatistiksel olarak anlamle dejil di (



Sonu-

PDSd6nda, glokom tanésé i-in anatomik veya fizyo
yardeméyla optik sinirtr bakénda sap@anpdbkémcel mai
gelikebil ecek glokomat®°®z hasarlarén °n belirteci
Purpose | 92

It was aimed to evaluate the microvascular quantitative changes in the macula and optic disc regions by
using optical coherence tomography angiography (OCTA) in casegroept dispersion syndrome
(PDS).

Methods

Seventeen eyes (study group) of 17 patients who were followed up with pigment dispersion syndrome
in Mujla Training and Research Hospital Opht hal
(control group) of 2Zhealthy patients who applied to our clinic due to routine eye diseases and no
pathology was found (control group) were included in the study. Previously applied OCTA images were
analyzed retrospectively to evaluate optic nerve head and macular perhesiges. Age, intraocular
pressures, optic disc, superficddep macular vessel densities and foveal avascular area (FAZ) were
evaluated. Exclusion criteria were systemic vascular diseases such as diabetes mellitus and systemic
hypertension, being an aotivsmoker, history of ocular surgery other than previous cataract surgery,
fixation deficiencies, any retinal disease or 1gewucomatous optic neuropathy.

Results

The mean age (NSD) was 56.47N9.99 years roln the
group (p=0.904). While the mean intraocular pres
i mages were taken, it was 14.09N2.67 mmHg in t he
between the two groups in terms of meanretinalreer f i ber | ayer thickness (s

control group: 103.91KR5.57 Om, p=iSc.afddpdipapilatyn t he
capillary vessel densities (CD) were found to be significantly lower in the study group than intthe co

group (p 0.01 for b dintade CD eid hod shew a statistically signifigdnio | e
difference (p=0.380). There was no significant difference in superficial or deep foveal CD between the
study and control groups in the macular region (650, p=0.970, respectively). While FAZ was
0.262N0.09 mm2 in the study group, it was 0. 257
was not statistically significant (p=0.872).

Conclusion

In cases where anatomical or physiological tests areufiiitient for the diagnosis of glaucoma in PDS,
microvascular perfusion disorders that can be detected in the optic nerve head with the help of OCTA
may be a predictor of glaucomatous damage that may develop in the near future.
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¥zet
Torasi k eadovaskamer.i ( TEVAR) torasik aort pato
y°ntemidir. Bu araktérmada TEVAR tedavisinin m
faktorl eri araktérmayé ama-I|adek. Retvreo sp d letsii f |,
Fak¢l t esi Radyol oj i Anabilim Dal éeédédnda Ocak 2009
torasi k aort patolojileri ol an hastalar dahil e
kompli kasyonl ar weltigkrinldibaKara&kt@&lraraalen °r nekl e
hastadan ol ukmuktur - . (%16, 2) hasta kadénde, y a kK
acil TEVAR endi kasyonu vardé. TEVAR endi B@syonl a
StanfordtipB di seksiyonu, %12, 1 travmati k transseksiyo
bakaré orané séraséeyla %98,3 ve %100 idi. Kl k 30
TEVAR tedavisine bafjilzél eenndiaz Ebni rs ékko ngpPlri¢kl aesny okno mp
(%10, 3) idi. Akut semptomati k ol gul arén, iinme ve
il e anlamlé olarak ilikkil:@ bulunduju saptanmeéxk!
Te¢rkiye' deki i.-¢é¢hce¢ basamak bir merkezin on yéll
bakvuran ve iklem sonrasé inme ve akut b°brek ye
il kkii bulunmasé nedeniyle dikkatle izlenmelid
Anahtar Kelimeler:Tor asi k Endovaskg¢l er Aort a Tamiri, Aor

Sonu-1| ar, Mortalite, Kompli kasyon
Outcomes of Endovascular Treatment of Thoracic Aorta Pathologies
Abstract

Thoracic endovascular aortic repair (TEVAR) is aesahd effective treatment method for a variety of
thoracic aortic pathologies. We aimed to investigate the mortality and complication outcomes and
associated factors of TEVAR treatment from Turkey. In this single centered retrospective study, patients
with thoracic aorta pathologies treated with TEVAR at Gazi University School of Medicine Department

of Radiology between January 2009 and January 2020 were included. Perioperative, early, late
mortality; complications and technical success were the outcomesample comprised of 58 patients

with 68 TEVAR interventions. Eleven (16.2%) pati
Emergent TEVAR was required in 20.7% of the patients. Main indications of TEVAR were intact
descending aorta aneurysmis 37.9 % of the sample; 31.0% Stanford tfelissection, 12.1%



traumatic transections. Technical success rate of primary and secondary interventions was 98.3% and
100% respectively. Mortality rate in the first 30 days was 8.6%. Seventeen (29.3%) chaéetehat

one complication related to TEVAR treatment. The most common complication was Type 1A endoleak
(10.3%). Having acute symptoms, stroke and acute renal failure were associated with mortality (p =
0.020, 0.049 and 0.009 respectively) significarithis study reported the outcomes of TEVAR treatment
from a tertiary medical center in Turkey over a decade. Patients presenting with acute symptoms, and
who developed stroke and acute renal failure after the procedure should be carefully followed up |a86
these factors were found to be associated with mortality.

Keywords:Thoracic Endovascular Aortic Repair, Aortic Aneurism, Aortic Dissection, Outcome,
Mortality, Complication

1.INTRODUCTION

Thoracic aorta pathologies are a spectrum of diseases composedigfsans, dissections, traumatic
injuries, penetrating atherosclerotic ulcers (PAU) and intramural hematomas. Thoracic endovascular
aortic repair (TEVAR) is a safe and effective treatment method described and used in increased
frequency. Lower rates of cotigations like renal failure, paraplegia, stroke, lower blood transfusion
requirement and lower mortality rates as well as shorter hospitalization time makes TEVAR a successful
treatment alternative to open surgery regarding thoracic aortic pathofddiE8/AR has become the
treatment of choice for descending aortic aneu§Sogmplicated type B dissectiohsnd traumatic
transection$.

While TEVAR has been used widely around the world, mortality and complications such as endoleak,
stroke, renal failte, myocardial infarction, hemorrhage; thrombus, migration and loss of graft integrity
have been reported during follow &ip** This study aimed to investigate the mortality and
complication outcomes in the first year after the TEVAR procedure andiatgesbfactors in patients

with a variety of thoracic aorta pathologies.

2.METHODS
2.1.Study design and participants

Patients with thoracic aorta pathologies treated with TEVAR between January 2009 and January 2020
at Gazi University Department of Radiojogere included in this single centered retrospective study.
Computed tomography angiography (CTA) and digital subtraction angiography (DSA) and images were
obtained to evaluate the primary aortic pathology, vertebral artery dominancy and cerebraioeirculat

in all patients before the treatment and TEVAR indication is established with consensus of Interventional
Radiology and Cardiovascular Surgery after clinical and radiological evaluation.

Gazi University Ethics Committee approved the study (approvaé: da0.11.2014, decision
number:509). Informed consent was not obtained from participants as the study design was
retrospective. The research was conducted in accordance with the principles of the Declaration of
Helsinki.

2.2 Procedures

TEVAR procedure waperformed under general anesthesia in all cases with multidisciplinary approach
by a team composed of interventional radiologist, cardiovascular surgeon and anesthedioldgist.
general anesthesia, vascular access was provided by femoral arteriotomy for delivery of the stent graft
system over a stiff guide wire under fluoroscopy and 5000 IU heparin was given intravenously to the
patient. The stent graft delivery system wasiponed to cover the proximal part of the aortic lesion.

The stent graft was released after the correct localization is obtained using the angiography images
obtained via catheterization of brachial artery. Angiographic images were obtained to verify the
localization of the stent graft, reevaluate the aortic lesion after treatment, control the patency of adjacent
branches and check whether there was an endoleak. After the delivery system was removed, full
expansion of the graft was achieved with a complialloon catheter if necessary. Arteriotomy access

was closed with the proper surgical procedure. The average systolic blood pressure was kept in the range
of 100 mmHg (76120 mm Hg) for 24 hours. After the procedure, all cases were followed in intensive



care unit and were heparinized (5000 IU/hour, for 24 hours). Antiaggregant treatment was given to all
patients starting immediately after procedure (clopidogrel 75 mg/ day, acetylsalicylic acid 100 mg /day).
Technical success was defined as succesdivkedeof stent graft on the predefined correct segment of
the aorta.

The angiography images of all cases during the procedure were evaluated. Computed tomography
angiography examinations and clinical evaluation at 1, 6 and 12 months after the procedure wI 97
planned. For the planned follow up evaluations, serum creatinine, blooditroggen and estimated
glomerular filtration rate valuesre obtained. The MSCT angiography examinations of the cases were
performed with Light SpeeCT (GE Medical Systams, USA) and DSA examinations during the
procedure were performed with Innova 3100 (GE Medical Systems, USA). Images were evaluated on
"Advantage Windows Volume Share 2 (AW 4.4)" (GE Medical Systems) workstation.

Follow up of TEVAR patients after dischargvere planned as'month, 6 month,  year and annual
visits for 5 years as a part of the routine clinical practice with physical examination and CTA.

TEVARSs within 24 hours of admission were defined as emergent intervention. Symptoms were defined
as acute if the onset was within 24 hours of admission. Information regarding mortality [perioperative
mortality (during the procedure), early mortality (from the end of the procedure to 29 days after the
procedure), late mortality (within 280 days aftethe procedure)], pogirocedure complications (acute
renal failure, neurological dysfunction, stent graft thrombosis, infection, wound healing complications,
as well as stent graft misplacement, migration, buckling, endoleak, loss of graft integritgotedned

from patient files andollow up CT examination findings. MIP images were used to evaluate the
relationship between stent graft and aortic branches, integrity, migration of the stent graft and endoleaks.
Endoleaks were classified in this studyfiire types as Type 1 endoleak if occurred due to incomplete
proximal seal; Type 2 if due to sac centripetal reperfusion via side branches with inverted flow; Type 3
if it was a result of dislodgement of the various graft components, Type 4 if due tesetpEaosity of

the graft material, and Type 5 was used for endoleaks that do not fit any other classffigatibngs
detected in MRP, MIP and virtual reconstruction images were confirmed with axial images in a single
session by 2 radiologists. Seconddntervention was defined as required additional endovascular
intervention required during follow up.

2.3.Data analysis

Statistical analyses were done using IBM SPSS 20.0 (SPSS Inc., Chicago, IL, USA) package program.
The ShapiréVilk test and histognas were used to determine whether the data were normally
distributed. Numerical variables were expressed as mean and standard deviation (SD) if distributed
normally; median and interquartile range (IQR) values if the distribution was not normal. Mamality
complication rates were given as numbers, frequencies and percentages. Comparative analysis between
two groups were performed with Studesiest for normal distributing continuous variables or Mann
Whitney U test for variables which are not distrimubt®rmally. Chis qguar e t est and t he
test were used for bivariate analysis of mortaldi
sex, symptom duration (acute and chronic), procedure type (elective and emergent), need for
revasallarization surgery, complications and diagnosis of descending aorta aneurysms, StaniBrd type
dissections and traumatic transections. Odds Ratios (OR) with 95% confidence intervals (Cl) were
provided. The results were considered statistically signifiasduein p< 0.05.

3.RESULTS
3.1.Sample characteristics

In the 1tyear study period, 58 patients comprised the sample; 11 (16.2%) patients were female, 57
(83. 8%) were male. The mean age of the sampl e wa

In this period, 21 patients (36.2%)ere presented with acute symptoms and 12 (20.7%) required
emergent TEVAR intervention while the rest were treated electively. Indications of TEVAR are
summarized in Tabi&. Of the 10 secondary intervention cases, 4 were initially treated for Stanford
Type B dissections. Two of these patients had type 1A endoleak on the follow up CT examinations. One
of these patients who was treated for type 1A endoleak required a third intervention for patent false
lumen compression and narrowing of true lumen. Otherti2mia required réntervention for patent



false lumen compression and narrowing of true lumen. Two patients who were initially treated for
descending aorta aneurysm requiredntervention in the follow up due to type 1B endoleak in one

case and increase aneurysm diameter without evident endoleak in other case. Last case was initially
treated for PAU and associated descending aorta aneurysm and needed reintervention for increase in
aneurysm diameter without evident endoleak.

Tablel. Indications of thracic endovascular aortic repair procedures %8
Indications n %
Aneurysms

Intact descending aorta 22 37.9

Intact ascending aorta 1 1.7

Ruptured 3 5.2
Dissections

Stanford typeB 18 31.0

Stanford typeA 2 3.4
Traumatic lesions

Transections 7 12.1

Focal traumatic dissection 1 1.7
Penetrating atherosclerotic ulcers 3 5.2
Aorto-esophageal fistulae 1 1.7

Total (N) 58 100.0

Indications for secondary intervention

Patent false lumen compression 4 40.0
Endoleak 3 30.0
Increase in aneurysdiameter 2 20.0
Hemotoma around treated aneurysm 1 10.0
Total (N) 10 100.0

Eleven patients (19.0%) required revascularization or surgical debranching before TEVAR while one
patient with the diagnosis of Stanford tyBedissection underwent leftaroticosubclavian bypass

surgery after TEVAR due to requirement of occlusion of left subclavian artery secondary to retrograde
aneurysmal filling after implantation of the stent graft during the proceBefere TEVAR treatment,

8 patients required letaroticesubclavian bypass and 3 patients required aortic surgical debranching.
Of these 11 patients that needed operation (19.0% of the total sample), the diagnosis were aortic
transections in 5 patients, Stanford i elissections in 4 patients, traatit pseudoaneurysm in one
patient and fistula between descending aorta and esophagus in one patient.

3.2.0utcomes of TEVAR
Outcomes of TEVAR are summarized in TaBle
3.2.1.Technical success

Technical success of primary and secondary TEVAR treatmentes@ectively as 98.3% (57/58) and
100% (10/10). During one procedure of a patient presenting with acute symptoms and ruptured
descending aorta aneurysm, iliac vein was ruptured while performing femoral arteriotomy which
resulted in perioperative mortality



Table2. Outcomes of thoracic endovascular aortic regaioceduregN=58)

Overall DAA SBD TT RAA
(N=58) (N=22) (N=18) (N=7) (N=3)

Outcome variables N % n % n % N % n % | 99
Mortality
Perioperative mortality 2 3.4 0 0 0 0 0 0 1| 333
Early mortality 3 5.2 1 4.5 1 5.6 1 143 | 0 0
Late mortality 1 1.7 0 0 1 5.6 0 0 0 0
Total mortality 6 10.3 1 4.5 2 111 1 143 | 1| 33.3
Complications
Having any complication 17 29.3 8 364 | 3 16.7 2 286 | O 0
Endoleak (Type 1A) 6 103 | 4 181 | 1 5.6 0 0 0 0
Stroke 4 6.9 1 4.5 1 5.6 2 286 | O 0
Wound healing complications | 4 6.9 1 4.5 1 5.6 0 0 0 0
Acute renal failure 2 3.4 0 0 1 5.6 1 143 | 0 0
Hospital infection 2 3.4 0 0 0 1 143 | 0 0
Thrombus 2 3.4 1 4.5 0 0 1 143 | 0 0
Myocardium infarct 2 3.4 1 4.5 1 5.6 0 0 0 0
Femoral artery dissection 1 1.7 0 0 0 0 0 0 0 0
Aortic rupture 1 1.7 0 0 0 0 0 0 0 0
Endoleak (Type 1B) 1 1.7 1 4.5 0 0 0 0 0 0
Paraplegia 0 0 0 0 0 0 0 0 0 0
Migration 0 0 0 0 0 0 0 0 0 0
Loss of graft integrity 0 0 0 0 0 0 0 0 0 0
Buckling 0 0 0 0 0 0 0 0 0 0

DAA: Descending aorta aneurysms SBD: Stanford typd3 dissection

TT: Traumatic transections RAA: Ruptured descending aortic aneurysm

SAD: Stanford typeA dissection 2°: Secondary interventions

3.2.2.Mortality

Perioperative mortality rate was 3.4% (2 cases). First case was described as technical failure and the
second mortality resulted from aortic rupture during TEVAR for Stanford type B dissection after
surgical debranching. Early mortality rate was 5.2% (3esa Myocardial infarction during
hospitalization resulted in early mortality in two other cases treated for Stanford type B dissection and
intact descending aorta aneurysm. Third early mortality case, treated for traumatic transection, was
resulted fromischemic stroke during hospitalization. When perioperative and early mortality are
considered together-rhonth mortality rate was 8.6%. Late mortality rate3(tnonths) was 1.7% (1

case). The case treated with TEVAR for Stanford Type B dissection repeatestent increase of false

lumen diameter on follow up CT and referred to open surgery and during hospitalization after surgery,
patient presented ischemic stroke which resulted in mortality in second month after TEVAR. In terms



of 11 patients who needébypass and debranching surgery, mortality was seen in 2 (18.2%) patients
(both with aortic dissections). One had early one had late mortality.

3.2.3.Complications

Seventeen (29.3%) cases had at least one complication related to TEVAR. The most common
conplication was endoleak in 7 (12.1%) patients; including 6 (10.3%) type 1A and 1 (1.7%) type 1B
endoleak. These endoleak were managed as follows: Five patients with type 1A endoleaks and stph@0
CTA findings did not require additional intervention duringdal up periods. Two patients with type

1A and type 1b endoleaks required secondary intervention with TEVAR. The highest complication rate
was observed in patients treated for descending aortic aneurisms whereas the highest mortality rates
were seen in paits treated for ruptured aortic aneurysms. In terms of 11 patients who needed bypass
and debranching surgery having at least one complication rate was 27.3% (in three patients). These
complications were endoleak, acute renal failure and hospital infection

Bivariate analysis of mortality and having at least one complication with the patient and procedure
related variables are given in TaleHaving acute symptoms and complications of stroke and acute
renal failure were associated with mortality (p = @,02049 and 0.009 respectively) significantly.

Table 3. Factors associated with mortality and complications

Mortality Having any complication

Factors OR 95% CI P OR 95% ClI P
Female 2.75 0.4317.61 0.274 1.04 0.244.61 0.615
Acute symptom 11.25 1.21-104.24 0.020 1.92 0.60-6.09 0.268
Emergent procedure 4.78 0.8327.61 0.096 1.27 0.334.95 0.733
Revascularization surgery  2.39 0.3815.10 0.318 2.43 0.639.43 0,173
DAA 0.30 0.032.71 0.392 1.71 0.545.42 0.532
SBD 1.13 0.196.78 1.000 0.37 0.091.50 0.217
TT 1.28 0.1312.70 1.000 2.85 0.62-13.05 0.216
Endoleak 0.89 0.81-0.97 0.507

Stroke 12.5 1.37113.81 0.049

Acute renal failure 14.0 5.4435.99 0.009

DAA: Descending aorta aneurysms SBD: Stanford typd3 dissection TT: Traumatidransections

Neither mortality nor having at least one complication was associated with age (mean age in patients
with mortality was 58. 17N17. 62, surviving patier

with at | east onelb5co3nmp,| ipcaattiieonnt swavsi t5h9 .n0OoN c omp | i ¢
0.705).
4.DISCUSSION

This study reported the outcomes of TEVAR treatment from a tertiary medical center from Turkey over
ten years. Mortality occurred more frequently in patients who underwent REM#e to ruptured
aneurysms than patients treated with TEVAR secondary to intact descending aortic aneurysms,
traumatic transections and Stanford Type B dissections. Having acute symptoms, stroke and acute renal
failure after the treatment were associatdith mortality.

In the literature, mortality rates after TEVAR differ according to the aortic pathology. Our results
showed that for the treatment of various pathologies, overall mortality was 10.3% in the first 3 months
and 8.6% in the first month. Few studies addreskedmortality in various aortic pathologies. In a
comprehensive study on TEVAR outcomes of more than 11000 patients with intact and ruptured



aneurysms, dissections and traumas; perioperative mortality rate wa&’ Trd&ocecent single center

study from Grmany, Fiorucci et &ireported outcomes of 208 patients with various etiologies including
dissections, thoracic aneurysms, PAUs, intramural hematomas and traumatic ruptures treated with
TEVAR over 8 years in which thospital mortality was 7.7% similéo our study.

When mortality rates are compared with the literature on TEVAR for different etiologies for intact
descending aortic aneurysms our mortality findings are similar to recent reports from US which reporﬁeglo1
30-day mortality as 5.3% (4), 5.2% (1@.2942 from Sweden as 4.1%nd 90days mortality as 8.2%.

Long term follow up reveals higher mortality as shown by a comprehensive study on intact descending
thoracic aorta aneurysm patients including 2470 cases treated with TEOARstudy included only 3

ruptured descending aortic aneurysms with one perioperative mortality. It is difficult to compare with
other studies as we have limited number of cases whereas our perioperative mortality rate of ruptured
aneurysms seems highdrah the previous reports between 18490%%%*® For Stanford Typé&
dissections 4dnonth mortality was 5.6%,-Bonth mortality rate was 11.1% which are similar with
literature reported respectively as 92%nd 8%*

Having acute symptoms, stroke aetal failure after TEVAR were associated with higher mortality in

our study. A study which included only symptomatic aneurysms treated with TEVAR reported much
higher 12.7% in hospital mortality that is similar to our findifgowever, Fiorucci et &l reported that
perioperative mortality was not different between symptomatic and asymptomatic patients undergoing
TEVAR. Stroke has shown to be associated with higher moftalityilar to our findings. Increasing

age was not found to be associated with &ighortality in our study as opposed to the previous reports

on TEVAR outcome$,however our sample was relatively younger when compared to other studies.
Mortality rates and complication rates were more frequent in women, however there was no syatisticall
significant difference between genders in our report. There are conflicting reports on gender and
mortality. Some studies showed higher mortality in wothevhereas some showed no difference
between genders.

Our technical success was high and compmtibprevious studies from different countrté$The rate

of having at least one complication related to TEVAR was 29.3% in our study. Complication rate was
16% in Fiorucci et al . 6s s t'rdisymaye expldined bgfteremi c h | o w
baseline chronic diseases between study samples.

Our endoleak rate was 12.1% which was the most common complication in our study. Although five

types of endoleaks have been defiféave have encountered only type 1 endoleaks which is the most
prevelant type according to the literatdfetevious studies report endoleaks after TEVAR between 6 to
349211141818t should be noted that endoleak rate can change with the type of imaging modality used

for endoleak detection. At 60 months, the hijhaetection rate (91%) was observed using a combined
approach of DUS, CTA, and MRY.However, most of the centers similar to our center, adopt the use

of CTA with delayed i mages as -effdetive singleomodialitysfdr a n d a r c
endoleak detection. We have performed CTA and found a relatively low rate of endoleak as our follow

up duration was much lower.

Managements of endoleak require customized and relevant approach which may change from a
conservative observational approacttéonplex interventional radiology technigu@sesearch shows

that new stent grafts may limit the incidence of endoleaks if correctly chosen for the specific’patient.
The endoleaks in this study were managed mostly by observational follow up as thmdiigsfwere

stable in the four follow up visits during the first year. Acute renal failure was observed in 3.4% in our
sample and was consistent with previous repoitsour sample, the rate of stroke observed during the
follow-up is 6.9%. Complicatiansuch as paraplegifretrograde dissection, stent graft migration, loss

of graft integrity? and post implantation syndrofeeported in the literature after TEVAR were not
observed in our sample. Our results showed that the technical success, ynarmdmortality of

TEVAR procedures are mostly similar with the literature.

In our study one fifth of the patients were applied a bypass or debranching surgery. The mortality rate
in these patients was much higher than the overall sample. A study byi Eaéf' evaluated the
consequences of intentional left subclavian artery occlusion in 37 patients with Stanfell type
dissection and thoracic aneurisms with short proximal neck. In this study no immediate complications



occurred and while 4ear followup, complications such as perfusion related symptoms of left arm,
visual impairment, and endoleak had obserlédortality was reported as 16.2% similar to our results
(18.2%). During the followup, a Type 2 endoleak originating from retrograde blood fiovithe

excluded LSA via subclavian steal phenomenon was observed in 10 of the 37 patients (27.0%) while in
our study the endoleak rate in patients with intentional left subclavian artery occlusion was 12.5% (1/8
patients). However, the mean follow up dioa was 4 years in the study by Fanelli et al much higher

than the one year follow up in our study. | 102

Our study has some limitations. Firstly, the patients and data comprised the sample in the study was
obtained from a single tertiary medical centeryefere may hinder the generalizability. In addition,

low number of cases in some aortic pathology types like PAUs and ruptured aneurysms restricts
assumptions about mortality and complication rates. We also think that long term follow up for
morphologicalchanges in aorta after TEVAR treatment is important. In a unique study, the authors
followed the patients treated with TEVAR for aortic dissections for 3 years aiming to assess aortic
remodeling® This study reported that aortic remodeling consistingatgef lumen thrombosis and
shrinkage was more prominent in acute than in chronic dissections, especially within the first 18 months.
As higher survival has been reported in the patients who achieved aortic remodeling. We think
prospective long term followpustudies exploring the morphological changes that occur in the stented
segment and in the adjacent aorta in the long term follow up examinations is important for future studies.

In conclusion, in various thoracic aortic pathologies, TEVAR is applied kgh technical success
although mortality and complications have been reported in the first year folld®atignts presenting

with acute symptoms, and who developed stroke and acute renal failure after the procedure should be
carefully followed up as tlee factors were found to be associated with mortality.
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AMAZC : Rat tibia kaynama geci kmesi model i nde, ker
veya ESWTO6nin sonu-4d-alr@&@de&ek kaGkKRE @ KY E r YndDgwiely M:m 3 0
cinsi rat ¢- gruba ayréelde. T¢gm ratlarda saj tib
kaynamasé model i ama-1é& intramed¢ll er tespit so
Haftanén sonun t¢gm grupl ardaki prolen spacer - €k
(Grup D) sadece dinamizasyon uygulandé. Keéreéek u-
keréek wu-lare tazelendirdduwn .24&SWSaatriurboduenda5 dk ¥ ¢
uygulande. 12. haftanén sonunda sakrifikasyonun
incel emeye al énde. BULGULAR: Radyol oji k ve histc
kontr ol ge ubohamigé derecede y¢ksekti (P=0.001) .
kaynama skoru a-éséndan anlamlé farkleéelek yoktu
Fbye g°re anlamlée derecede y¢ksekti hdrlelibde 0 0 1) .
di nami zasyona, kerék u- tazeleme veya ESWT ekl e
daha ivyi radyol ojik ve histopatolojik sonu-1ar
-alekma |iteratg¢r a-éséndan katké sajlayacakter.
Anahtar KelimelerK ér ék Kyi | ekmesi ; Ti bia Kéerékl ar é; Kntr e

Ef fécacy -Bbrid FRagdmnaereat eéon Or Extraco
Dynamézat éon in Delayed T
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Abstract

OBJECTKVE: The purpose of the present study was
ESWT added to the fracture dynamization procedure in the rat tibia delayed union model. MATERIALS
AND METHODS: A total of 30 female SpragDawley Rats werdivided into three groups. Right tibia
transverse diaphyseal fractures were created in all rats. After the intramedullary fixation for delayed
fracture union model, the fracture line was distracted with a prolene spacer, which was removed in all
groups atthe end of the 6th week, and the fracture line was dynamized. Only dynamization was applied

to the Control Group (Group D). The fracture ends were regenerated during dynamization in the
fracture-end regeneration group (Group F). In the Extracorporeal SWgeke Therapy (ESWT) group,

15 kV 500 shock waves were applied at the 24th hour of dynamization. After the sacrification at the end



of the 12th week, all right tibiae were taken for radiological and histopathological examinations.
RESULTS: Radiological ankistopathological union scores were found to be significantly higher in
Group F and Group E than in the Control Group (P=0.001). No significant differences were detected
between Group F and Group E in terms of radiological union scores (P=0.254). Histbpgical

scoring was significantly higher in Group E than in Group F (P=0.001). CONCLUSION: The addition

of fractureend regeneration or ESWT to dynamization in the rat tibia delayed union model allowed us

to obtain better radiological and histopathologiaesults when compared to the dynamization group | 105
alone. A clinical comparative study will contribute to the literature.

Keywords:Fracture Healing; Tibial Fractures; Intramedullary; Fracture Fixation

1. GKRKKkK

Tibia cisim kéreékltaanm kyiakyigreinn gétrkiilleenn dhiejri  ykaékr é k |
yakl akéek ¢-te birini ol ukt dr ugeékvieé kb ua gyreukpsteak eemn e
birliktelik g°ster mekte oIdUJundan geci kai kK k a\y
gelebilmektedi. Ayréca uzun kemi k kéréklaré i-erisinde
yokluju g°rf¢len kemi ktir

Kér ék kaynamasenén geci kmesi veya kaynamama h a
hareketsizIlije biajya&k&mlloalvietreeaneme medati f et ki |
bir-ok sorun me'ydBuaugeyvyaneme&tadioklu ameliyatl a
de y¢ksek ek mali yeelcdark mil @] kkragankatmead éwre kay na ma

dinami zasyon, keréek u- tazeleme ve fiksasyon, 0
kullanéeménén yanéseéra elektrik stim¢glasyon, d¢ K
tedavisi (ESWT) gibi altdéfrnatif y°ntemlerde kull
Ekstrakorporeal Kok dal galare il k olarak 1984 vy
kull anéel may'da ©Bawnlakinéktédrl arda omuzda kal sifik t
avaske¢l er nekrozukakagmamgogéaoaj kmesedavesi gi bi g
hastal ején tedavi si'hd& ST Ihen&lf may& uldak Imakd &@ do | ¢
artter, aktive ol muk inflamasyon hipervaelkal er
eder®, Ek ol arak mezenki mal k°k h¢gcre migrasyonu Vv
kemi k ke¢gtl esini ve dayanéekl él ejéenén artmaséna )
ol gularénda t¢m bu mekani znnea liayri lielket ikréttcéik ehtaktitséin
Biz bu -alékmamézda tibia diafizer geci kmi k kayn
ekl enen cerrahi kéreék u- tazeleme veya ESWT y°nt
2. GEREC¢C ve Y¥NTEM

2. 1. Cad @xanme t

¢al é Kk ma, Trakya iniversitesi Téep Fak¢gltesi Et
Laboratuvaré' ndan izin alénarak ger-eklexktiril mi
Deney Hayvanlaré ve Arakt értmadiLibbh®&ptawaeg&- adan
ayl ek, ortalama ajérléejée 250 gram) el de edil di

l'ibitum olarak besl endi Té¢ém hayvanl ara i ki akan
2. 2. 1. Cerrahi Kkl em:

Téem ceremlheir itkdk cerrah (M. K.) taraféendan yapé
intraperitoneal 50 mg/ kg Ketamin HCL (Ketalar,

Ger ekl i baticon boyama ve °rt¢l mesyadehasgehda. a
kesici mot or (Small Battery drive 2, DePuy Syntt
ol ukturul du. Fibula ell e b¢keél enreOlBmkTEST Mddidae v e i n
Kstanbul, T¢diki ylegr ek ehastatbén | gear i ostu seyréel deée v
yer |l ekt iKrirlidgiasyon sonrasé katlar anatomi k plana
hareket kesétl amasé uygul anmadeéri IKhmikk taime.|l i Klak &



sonra sé-anlar alté hafta boyunca takip edil di
radyografil eri g°stermektedir.
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kekiAl) 1Sit andar d, tr answveerlsi ttiebsipai tsihnadf@) dkikee réeg &ek;t el

u-l aré arasénda yerlexktirilen propyl
kekiA) 2.. cerrahi sonrasé gruplarén herhangi bi
di strakte kéréek u-laré g°r¢l ¢yor B) 1. amel i yse

thianén yandan g°r¢negme, geci kmi Kk kaynama

2.3 2. Cerrahi Kkl em
Ayné anestezi ademlarénén ardéndan 6. haftaneén
girilerek distrakte b°l geye ul.akkdy\anIMervcmuds tpge
gruplara ayreéel de. Grup 1'"in (Dinamizasyon) Kont i
yapél madan ker ék u-I|lare t emas edecekkemwekil de
rejenerasyonu) raikstur-dlagiéynen yreatittemed& i -in minik
daha sonra kérék wu-lar birbirine temasESwilecek «
her hangi bir ek i klem yapél madan ké&r ékl nie-kl avrea 2t4e
saatte floroskopik kontrol alténda ve anestezi
ESWT (Stonelith-PCK, E8Wkarcahader kiye) 15 kV g¢
uygul a*hmesket-@aml ara herhanggubanmadéek &t upéegetdkam
sonra bir sé-an Dbilinmeyen bir nedenle °ld¢ ve -



2. 4. Radyoloji k dejerl endir me

12. haftanén sonunda sakrifikasyon i Kl eml erin
Radyogr afmal egr, up-l alré&wmdan haber si z-Sarghur Radyotojkky o | o g
Skorlama'ya g°te keé&«jiérlIendher! di- grubun tibia

gestermektedir.
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keki2l. 3amel iyattan 6 hafta gd&mrtagerndtelrar, dan &lréarmpa
C: Grup Il

. 5. Hi stopatolojik dejerl endir me

-anlarén t¢m tibialareé sakrifikasyon ve radyol
seke edil di ve -evre kas dhb&udiagtéealdacdche agmrteil d&l.

bia °rnekl eri -ékarel dé ve fiksatif materyal,
Hemat oksilen ve Eozin (H&E) boyamaséndan sonra -
taraféendaénleejCem ke kesitl er hazérlandé ve Allen
b¢yeéet mel i ékék mikro8Skobu alténda dejerlendirild

2
Se
di
Ti

2.6. Kstatistiksel dejerl endir me

Gruplar arasénda histolojik ve MalisyoTeogti ik lkklolrdr
¢okl u karkél akt é&r mal ar i-Whnt rBeoyn f &r rToersit i D ¢kzud Il tanm
dejerl endiril mesi "Mi crosoft Excel ™ ve "SPSS 20C¢C
kull aneéel arak yapél mékotarakkabul&dildi. a ml el ék d¢zeyi p<o0.

3.BULGULAR

Radyol oji k skorlama sistemine g°r e, Grup 2 ve Gt
Grup 1'e g°re anlaml é derecede y¢ksekti (p=0,002
Grup2veGrup3tRadyol oji k kaynama skorlaré Grup 1'e g°

Grup 3 arasénda anlamleée fark saptanmadeée. Radyol c
Grup 16e g°re anlamlée daha y¢kselktiGuplGleGrup32 ve C
arasénda toplam radyolojik skorlarda istatistik:
Grup 3 araséeénda anlamle fark bulunmadé. Tabl o 1

gestermektedir.



TablelT ¢ mughkarén radyol oji k skorl ama sonu

Meary SD Grup 1 Grup 2 Grup 3
(min-max) (n=10) (n=9) (n=10) P
0.60 1.07 2.11v 1.05 2.700 0.95
Kemi k ol ukum ©03) (0.4) (1.4) 0.002
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0.60 0.97 2.001.0 2.40 0.84
Kaynama skoru 0.002
(0-2) (0-4) (2-4)
0.400 0.83 1.56 1.33 2.200 1.13
Remodelingskoru 0.006
(0-2) (0-4) (0-4)
1.60 2.75 5.6 3.16 7.300 2.75
Toplam radyolojik skor 0.002
(0-7) (0-12) (3-12)
SD: Standard deviation
Level of statistical significance was regarded as p<0.050
Histopatolojk d ej er | endi r mel er , All en ve ark.'nén skor

analizde, Grup 2 ve Grup 3
Grup 206den anlamlé daha vy
sonu-laréené g°stermektedir

e histopatol ojik skc
S

ot
¢ ks ek tslgilpincalencelérinin Tabl o

Table2T¢m grupl arén histoplPBatolojik skorl a

Me a &ON Grup 1 Grup 2 Grup 3
(min-max) (n=10) (n=9) (n=10) B
0.80NC 1.56NKCc 2.70N1
Histopatolojik skor 0.002
(0-2) (0-3) (2-4)

SD: Standard deviation

Level of statistical significance was regarded as p<0.050

4. TARTI k MA

Geci kmi Kk kaynama ve kaynama yoklujunda son zaman
yontemlerden daha®s &k ttrearsmeiidly, | éideigluektaend iurz un ke mi

geliken geci kmi k kaynama ve kaynama yokl uWunda d
Fakat klinik wuygulamada her hasta i-in erken d
-al exmialmenrzidlat e karkél aktéejéméez hasta modeline uy
geci kmi k kérék model.i ol ukturduk ve t¢egm grupl ar
dinami zasyon wuygul adeék. Di nami zadydrg émgnée Gsaean
dinami zasyonun 24. Saatinde ESWT uygul adéjéeméz G
16ye g°re anlamlée y¢ksek radyolojik ve histopato
Kerék u- tazel eme bi yol ogeicki kunyiakr akna yonlaantaa kv eeytak ik a
olan hastalarda uygul @nabhoenhkivei ayknt adl endek i
nonunionuna y°nelik uyguladéklaré kéréek u- tazel

ayl ek eskngestegm hastal ar da ?b 8Mukhopashaga vesarka 8- el d
semptomati k geci kmi k kaynama veya kaynama yokIl u
otogreftleme ve fiksasyon yaparken 8Méxndar sadedAwy
sonunda t¢m hastalard®a Baymama a¢lekenamémdal @i dchiar



tazel emeyi ekl eyerek sadece dinamizasyon yapeél a
oranlaré bul duk.

ESWT bir dijer kayned maluy @k lupj,u btiedaki deneysel

iyilekmesi ve kékérdak rejenerasyoniiCheavwarknde ol
segmental femur defekti olan sé-anlarda tek ESWT
TGF-C1 ve VEGF ekspre§5yon(Lazagr°Isarermlbmlleg«tecllqaa‘rred g 9
kavkaj énda mezoblast birikiminin, ESWT kul | a'né@mée
kritik bir adém ol dujunu beIilkalynalreakg'ecé(rdeisirolanlar‘dalIems
%8 6 , kaynamamal arda %73, amel iyat sonrasé Kkayn:
kaynama ve kaynamamalarda etkili® vé@uge¢waeémlikimahbiar

di nami zasyon wuygul anreandiknoamtirzoals ygmuwab u2Znda. gsPaatt e |
derecede bakareéelée radyolojik ve histopatolojik s

¢tal ékmamézén bazé késétl él éklaré varder . Deneyse
ile birebir uyumg® st er memekt edir . Elde edilen sonu-1I|arée
kal maktadér. Ayréca -alékmamézda radyol ojik ve
doku kalitesinin mikret o mogr a f i il e vV e bi yomekaami k Kleij mir k
karkélaktérmal & bir -alékma | iterate¢r a-éséndan
5. SONU¢
Sonu- olarak, tek bakéna dinamizasyo geci kmi k Kk
yont emi ol makla birlikte yapt &jéegm&z uderteayzsedlemealv
ile birlikte uygulanmaseéeyla daha ivyi kaynama sol
keréek u- tazeleme ekl enen gruba g°re daha bakar é
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Giri Rubella virus kezamek-ék hastaléejénéen ve Kk
konjenital mal f or masyonlara nddem alerhdsé&redan bdaoa
et mektedir. Bu -al ekxkmada Kastamonu i linde doj
seroprevalansénén retrospektif Y6:lDaak20k8Oamk2022y a k on
tari hl eri araseéenda tlkastaa nioansut akhjeisti inre \oerudellaaa n 58
I g M, 2612 -habebhhanlgtianti kor dej-25 2685ve3649ncel en
ol mak ¢zere ¢ - yack-rupallaillgpGuva antrubella IgM testier Abbott Archifentt |
i 2000SR cihazénda kemiluminesans mikropartike¢l i
firmanén ©°neril eri d o j Bulgdlat: Argi-tubetladgMd/e gnteubdlleelgGd i r @ | mi
pozitiflijJi séraséeyl a3®®B,/261Ry1 2D/ A8 &EK) twes-phal. edi
rubell a | gG pozit2bl iyjak Y92 bTndaasapitlheaméist ér .
rubella 1 gG pozitiflik orané bakéemBéndanmuanladnmlkén
sonundh Kastamonu ilinde dojurganl ék -ajéndaki kadeée
bakéméndan risk alténda ol duju tespit edilmiktir
seropreval ansénén belirl enmeaié ve° ndwnyeaer | €e korli &Ki
°neril mektedir
Anahtar KelimelerrKk @ z amé k - é k , Rubella Virusu, Seropreval ar

Determination of Rubella Seroprevalence in Childbearing Age Women in Kastamonu Province,
Turkey

Abstract

Introduction: Rubella virus is the causae agent of rubella (German measles) and congenital rubella
syndrome. The virus presents a dangerous concern for susceptible pregnant women because it causes



congenital malformations in the fetus. This study aimed to reveal the rubella seroprevalence in
childbearing age women in Kastamonu province, Turkey, retrospectiwetiiods The results of 5846
anti-rubella IgM and 2612 artiubella IgG of childbearing age women who applied to Kastamonu
Training and Research Hospital between January 2018 and JanR@22 were investigated
retrospectively. The childbearing age women were separated into three age gro@ps: 2835, and

36-49. Antirubella 1gG and antrubella IgM tests were studied using the chemiluminescence
microparticle immune assay method in tigbott Architect i2000SR instrument, and the results were | 112
assessed following the manufacturer's instructid®esults: Anti-rubella IgM and antirubella 1gG
positivity were found to be 0.2% (n=12/5864) and 91.4% (n=2386/2612), respectively. The highest an
rubella IgG positivity was in the 185 age group with 92.7%. There was no significant difference among
age groups for antiubella IgG positivity (p>0.05)Conclusion:Based on the results, it was considered

that 8.6% of childbearing age women in Kamstanu province were at risk for congenital rubella
syndrome. As a result, it is suggested to determine rubella seroprevalence in women who are planning
pregnancy and to encourage those who are susceptible to being vaccinated.

Keywords:Rubella, Rubella Virs, Seroprevalence

1. GKRKKkK

Rubella virus,Togaviridaef a mi | yRavieusgeennusunda bulunan zarfl e, 1

virusudur . Knsanlarda rubella (kézamék-eéek) ve K
genelinde yaytén olarak bulunur

Rubellavirug er at oj en bir virg¢gstegr., ¥zellikle duyarl e ¢
viremi vV e fetal enf eksiyon sonuctindBunkiamj edd It a
-ocuklujunda kézamék- ekk gektiamelyemumgrdseé et nemlkied
en i yi korunma y°ntemi ise gebelik planéndan en
kabakulakk @ zamé k - €k) akéséder

Hasta serumunda rubell a virusa akmerkk & ko It lmknmalske are
hakkénda bil gi ver mesi a-éséendanr dmelm 4 alkk@mM . p Hai
veyaantr ubel l a 1 gG anti kor titrelerinde serokonvers
antirubella 1gG pozitif i | i kazanéel mék bajekékl ej é-rulgeRadgMer i r
pozitiflifji serumda umbfltalg@y,eraetrmtadlalbaIIeg:MJp02|t||nf
tespit edil dirfubedurau mlgaG daav iadnietiee kti @ st iYrpikrs eka méa/li i
edi |l mesi kazanél mékK|l bapénbhlrakérgbet baivirusun t
anttr ubel la 1 gG anti korlaré orga'ni zmada -ok uzun vy
Kezaméek- ék il e -idlgédd mal saaudagdrdeavaar tgi®s yaygén ol ar
parametredir. ¥zell ikl e dejubredadml elkg G ad netnidkaokri ke
taranmasé ve duyarl é& olanlarén gebeli k ©°ncesi nc
g mektedir. Literatg¢rde T¢e¢rkiye' nion Karadeni z b
seropreval anséna il i kkin bir V2OR2 btlawunhmama kt ac
Kastamonu Ejitim ve Araktér ma Hasuragaersli &@kne- ajKars
kadéenlaréen kéezamék-ék seropreval ansénén belirlen

2. MATERYAL VE METOD

Ocak20180cak 2022 tarihleri arasénda Ka srabalalgvhu EAHG
2612 hasnwame&lnl anlt G atnnt 6 ke k tdieff eadll ®rak redej erl enc

serum ©°rneji g°nderil en hastal ar én i Ik sonu- 1| a
°rnekl er-iubelthégeveaminubel | a I gM testl eri Ab(Bbbdttt Ar c hi
Labordories, Chicago, IL, ABDk e mi | umi nesans mi kropartikygl i mmu n
sonu-lar ¢retici firmanén °nerqdlulelil dofg@lituismund

negatif, 500 9, 9 |1 U/ mL sénér da d&ejbeurl, e('m]j(l,,mballtlll/amu ot Zi i- ti i
indexnegatif, 1,21, 6 i ndex sénérda dejer, O1,6 index pozi



Hastalar 185, 2635ve 3649 ol mak ¢zere ¢- yak grubuna- ayr él n
rubell a | gGdapoézlieeméf | Wijndaows tabanlée SKR®®sti23. 0 p

kull anélarak incelenmicktir. Kstatistiksel anl aml
3. BULGULAR

Anti-r ubel l a I gM testi -al exkeéel an -ribells Ig@ teari € n- ayl 2k € b
hastalarén yak ortal amasé -r2Bb eIN5a 8| gNM atr ekt ihpKalp
%0, 20si (n=12) pozitif, %0, 106i (n=6) sénérda dej
hastalaréen %66 .,k7 d®m=e8ni cnsdlenlonl daugrhueblsih paah &K tt &rs.t i
hastalaréen %91, 406¢ (n=2386) pozitif, %3, 906u (n=1
edi Il miktir (Tablo 1)

Tablol.Doj ur ganl ék - a] é-rudedadgM vikaaitd @ bled t da | gt ser opr e

Test Pozitif [n (%)] Senér dej Negatif [n (%)] Toplam
[n]

IgM 12 (%0,2) 6 (%0,1) 5828 (%99,7) 5846

lgG 2386 (%91,4) 103 (%3,9) 123 (%4,7) 2612
Anti-r ubel la 1 gG pozitiflijimakeéelya&] @mdan ap @aniat igf r te
(n=906) 152 5 , %90, 76835 (nel®W82)9@8 aAax24H8u bBd&d da bul u
yéksekubatlia |1 gG po2btiyflaki jgir upvwa2da7)Xt espi edi |l m
araseéemnubala angG pozitiflik orané a-éséndan istati:

(p>0,05) (Table 2).

Tablo2.Doj urganl ék - ajéendaki k adarbledrl cha IyyaGk poprzu gli &l
Yak gr Hast a sz Pozitif [n (%)]

1525 977 906 (%92,7)
26-35 1359 1232 (%90,7)
36-49 276 248 (%89,9)

4. TARTI k MA

Konjenital rubel | a, akeé ile ©°nlenebB.i |Bundkaomijcnlia
kezamék-éja duyarl e dojurganl ék -ajeéendaki kadeée
konjenital rubell a ol gusunun °n¢ne ge-il mesi a- @
Bir toplumdaki anne adayl ar énidmd&kre zdhanekk ékl mag§ & K
konjenital rubella g°r¢lme ri&kiHastygsocksekbkmohad
aviditeliantir ubel |l a 1 gG varl ejé kézamék-é&ja Tkearrkkiéy ebdad e K
on y €l da k do-jajréegmadna kei kadeénl ar da veya gebel er (
dejerlendirildifji -al ekxmalar Tabirab2dtaea 9g&t lporein
%76,0098, 3 (ortal ama %92,8N4f %% ) Meerveacluétg ise satrabetlarial dd i r i
I gG pozitiflifji %9 1, 4 oraneénda t e s-pubetia Ig&di | mi kK
pozitiflijinin ¢l ke ortalamasénda bulundujunu g°©
Bu -alékmada yakrgbapl ar BEgé&r ps2ndiarf Bfnd ri k ab welsiemmnaal
Keézamék-ék akésé T¢grkiyedde ul usal akée takvimine
sonunda ve ikinci dozu 48. ayen sonunda (Temmuz
birinci sénéfta (Teamrmhwz 201 69daon nfarkc e, zcka € i ki (
kabakulakk @ zamé k- eék) ¢-1 ¢ ake’$ée Swekilliamde- adyegudaadramatket



rubel | a lgG pozitiflijinin (%91, 4) be¢yeék -ojur
d¢ K¢ n gdirmekt

Hasta serumundaubltelkl abalkggM at esngiit edil mest akut
T¢erkiyeodode smombeolnl vy éll g moziiti f1iji orta%®*ama %0,
1113161831~ Mevcut - alrégoelnea dlag M s o zainttiif | i Ji %0, 2 or ané.
Kastamonudda tespit edil en akut kézamék'ékuﬁ"

gestermektedir.

Tablo3.T¢r ki yedbnin -exkitli-2022prdopdergeatenl gafi@dandde
ser séen |

gebel erdeki kéezamék-eéek opreval an én

Ar akt ér macée 1gG (%) IgM (%) Y él Kl Y°ntem
Kirik Satél méek 94,0 0,1 20122013 Yozgat ELFA

Bakacak vd® 93,2 0,2 20122013 Ka hr a ma r Micro-ELISA
Iraz vd.1° 95,8 0,5 20122014 Kst anbul EIA

Sajl allm vd. 98,2 0,3 20122014 Kayseri CMIA
¥zcan &aj vd. 0915 - 20122014 Ker é k k al ELISA

ki mkex vd. 94,5 2,5 20122015 Afyon EIA
Akpénar Ve Akp975 4,9 2013 Isparta MacroELISA
¢tetin¥ol vd. 76,0 0,9 2013 Ordu CMIA
G¢e¢ndem e Afir 928 1,0 2013 Konya CMIA

Aynali vd.1® 96,8 1,8 20132014 Isparta ELFA
Ge¢lcén vd. 93,9 - 20132015 Konya ELFA
¢téenar Tanrréever 962 0,8 20132017 Erzurum Micro-ELISA
Altunal vd.*® 93,2 0,0 20142015 Kst an b ul Micro-ELISA
Kasap vd?° 89,5 0,8 20142015 Muij | a NA

G¢l serrlen vd. 96,1 0,5 20162019 Konya ELFA

G¢ 2% | 94,3 0,7 20132018 Kst an b ul CMIA*

kay Cokkun v& 983 0,7 20162014 Tokat CMIA

Obut vd 24 94,1 0,1 20162018 Di yar bal EIA

Kahr aman®ve Sa887 0,9 20162021 ¢or um ECLIA ve CMIA
Temo-in?®ve K°s920 1,3 20172018 Yozgat CMIA
Madend&j] vd. 97,3 0,6 20172018 Kayseri ELISA

Gonca vd® 91,7 0,5 2018 Mersin ELFA

Al a- a%h vd. 89,1 0,3 20182019 Kst anbul CMIA

¢ u b wdk® 87,9 0,3 20182019 Sivas EIA

Kul ve Turarf* 87,9 0,8 20182019 Hatay ECLIA

Bu -al ékma 91,4 0,2 20182022 Kastamonu CMIA
CMI A*: Carbonyl metall o i mmun assay y°ntemi, CMIA: Ke

ECLIA: Elektrokemiluminesans immun assay, ELFA: Enzyme linked fluoresent assay, ELISA: Enzyme linked
immunosorbent assay, EIA: enzimimmun assay, ¢ al é Kk €l madé .



5. SONU¢

Kastamonu EAH il imizdeki mer kez hastanecdikr-.€kBu n
seropreval anseéené yanseét maktadér . Bu -al éxmanén
kadéenlarda kézamék-ek duyarl el éje %8, 6 olarak b
enfeksiyonu bakéméndan risk dotaynwdagebduik pPgnli
kéeézamék-éek seroprevalansénén belirl enmesi vellfisuy
°neril mektedir.
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AMAZC : Tot al di z artropl asfteimsuir (pTeDA)prosrredas &k elr
tedavisinde kull anélan y°ntemlerin sonu-1areée |
ol arak dejerlendirilebilmicktir. Bu -al ékmada mi
retrogradi ntramed¢!l | er - 0w ( KM¢) tedavilerinin fonl
oranl aré da di kkate al arak kar kel &lisan20d7tdrimesi s € a ma
arasénda TDARemomabhacl tLiewi 8 DFPK) ge¢yaenetvreod&rrad
hasta) tedavilerinden biriyle tek merkezde teda\
Hastal arén ortalama -2aR)pagccidsi Yak (arabhéhkhmabkd
(aral-8g&) wvwe&l, dkhkMN8grhwbb-d(Ba)r ay &lk : i di4. KP ve KMt g
sonu-larée fonksiyonel skorl ar , dizilim, kaynama
karkél aktéeréelde. Dejerlendirmede teadcaviki®rwyéamdic; d
grafilerden faydal aneéel dé. V etesii VeKaplatd® b eg¢ssapn &ah
anali zi kull anél arak incelendi. BULGUL AR: Son koc
66. 4N15.6 iken | MN(pzrobéasada GBuBpNS&8r 2didilim yo°on
i statistiksel anlaml é& farkleéelék saptanmadeée [ all
aPDFA(anatomi k posterior distal f emor al a-é@e), p
3. 6N0Oi.kéenayl MN grubunda 3.8N0.7 ay idi (p=0.42).
kaynamama g°r ¢l ¢rken KM¢ grubunda kompli kasyon
mortalite oraneée 1. ayda %5. 3, 6 . ary dM®1l@r. &b urd.
séraséyl a %0, %0 , %11.1 ve %44. 4 idi (séraseéeyl a;
tedavi met odu da fonksiyonel skorl ar , dizilim v
Daha d¢keée¢k kompli kasyamlara@&nlig&rzée °wneg nrder thbaill iutned ur u

bul gul aré KM¢ tedavisinin TDA sonrasé DFPK tedav

Anahtar Kelimeler:T ot a l Diz Artroplastisi, Periprostetik
Mortalite



Periprosthetic Distal Femur Fractures Following Total Knee Arthroplasty: A Functional,
Radiological, and Mortality Analysis of Minimally Invasive Plating Or Intramedullary Nailing

Abstract

Objective: Controversial treatment results have begromed in terms of functional and radiological
outcomes, complications, and mortality rates for periprosthetic distal femur fractures (PDFF). Thip 118
study aimed to compare the outcomes of minimally invasive plating (MIPO) and intramedullary nailing
(IMN) treatments considering the mortality rates in patients with periprosthetic distal femur fractures
(PDFF) following total knee arthroplasty (TKA). Methods: Tweeight patients with PDFF following

TKA who were treated with either MIPO (n = 19) or IMN (n =v@re included. The mean follayp

period was 59 (24252) months. The mean age was 70.69 (rang&6}6/ears in the MIPO group and
68.56 (range: 6478) years in the IMN group. The functionality, alignment, bone union time (BUT),
complications, and mortalit rates were compared between the groups. Data were analyzed using
Student's-test and KaplarMeier survival analysis at 95% confidence intervals. Results: The mean
Knee Society Score was 66.4 N 15.6 and (3.5 N 8
0.44). There was no significant difference between the groups in alignment (anatomic lateral distal
femoral angle, p = 0.26; anatomic posterior distal femoral angle, p = 0.92) and BUT (p = 0.42). No
complications were observed in the IMN group, whsr@nfection was detected in one patient and
nonunion in two patients in the MIPO group (p < 0.01 and p < 0.01, respectively). In the MIPO group,
the Emonth mortality rate was 5.3%, thenfonth mortality rate was 10.5%, they&ar mortality rate

was 26.3%and the Syear mortality rate was 47.4%, whereas these values were 0%, 0%, 11.1%, and
44.4%, respectively, in the IMN group (p < 0.01, p < 0.01, p = 0.44, and p = 0.89, respectively).
Conclusion: MIPO and IMN were similar in terms of functional outconadignment, and BUT.
Considering the lower complication and mortality rates, IMN seems to be more advantageous than
MIPO.

KeywordsTot al Knee Arthroplasty, Periprosthetic Fra
Mortality

1. GKRKK

Periprostetikk e r e k i nsi dansénén primer total diz artropl
revizyonu sonrasé ise %l.6 %2Ggn®we8 gmnasarémaolgd
keréején tipine, f emor al kompanght eh*d ®tAa slolir taesséi
periprostetik di st al f emur kerékl areéneéen ( PPDK)
d¢kenel nfdIDtAediomr asé@ PPDK'nén tedavisinde, stabil
ve VY¢i¢ksek rioplrel maksebéhen hastalar i -1 n mini
intramed¢l | er -ivil eme”AKNMEaX pemol ad ik @Im@ o g e h mi
depl ase kéreéeklar i-in fonksiyonel venlrardé od-o0§sié&n
tartékmal @ tedavi®®sfynruéclaar €° Ibsimh domanlmame i di kkat
sonu-larénén karkél akt ér &l ma’Badirtilen heslenierle gu durimurs € n é r |
y°netimindg°indeali ni ed&avimek zordur .

Bu -al ékmada, TDA sonrasé DFPK geliken hastalar
sonu-1|l ar énén i Kl evsel l ik, di zil i m, k emi k kayn.
karkél aktérél masé venkRuetd&daweirli @aiinmnmomtcal ehenegi
2. HASTALAR VE Y¥NTEM

2.1. Hastalar

¢talékma i-in Kstanbul Tép Fak¢l tesi KI'int k Ar ack
29624016050.99876723)k ubat 1992 il e Ni san 20de/l iakears eMKIRRQ VT
KM¢ il e tedavi edil en hastalar retrospektif ol a
sonu-Mewc udta h-aa |°énkcnea ,y a’ynecnd kain me & |
@rfjédkndeadiprl.er i¢rail é smRuldetka nd ér m

I
16" sénén tedavi n
tamaml ayéecéseé nit ekl



senéflandeér ma si*Btedmirrntddreny sréearélfdmédadl@a. tip | fer
) t

nondepl ase kéreéeje, tip 11 fedephbs&kokmpoagpdii hipt

komponentin instabil olduju deplase keéereéeje ifade

dahi | edi | di T¢mor protezl eri il e tedavi edil e

hastanén (21 kadeén eripreskek)k2Bedepeadahemuedpl

yak ortalamalaré 70 N 9 -2BR)idydeO(Tabbmal)akinp
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Tablo1:Di st al Femur Periprostetik Kerék Ta

Deji kken MK PO KM¢ Genel pdej et

Yak ortalamas 70.69 N 68.56 70 N 8. 0.56

Cinsiyet (K/E) 14K/5E TKI2E 21K/ 7TE

Cerrahi sayeées 19 9 28

Taraf (R/L) I0R/9L 3R/6L 13R/15L

Takip sé¢resi 68.06 (a: 24252) 40 (a:36-192)  59.04 (a: 24852) 0.43

ASA skoru 2.37 N 256N 0, ! 0.37

Modifiye Charlson 3.16 N 3.11N0. 7 0.9

Komorbidite K

Zaman araleje 5.74N5.01 5.63 N 0.96

MK PMinimal invaziv kilitli plak ile osteosenteX M&nt r amed ¢ |l daearal-éikvi | e me;

*dej er, MKPO grubu ile KM¢ grubu araséndaki k

**dejer total di z artroplastisinden kéréja ka

Dort hasta dékeéndaki t¢em hastal ar ckat éTDA - p rhiansetre

inflamatuar artropatiye sekonder gonartroz, bir hastada ise hemofilik artropatiye sekonder gonartroz

tanésé ile TDA uygul anméexkt é.

2. 2. Dejerlendiril me Parametrel eri

Hastalarén demografi k °zell ikl erleri,byve fikiio muayeney o n e |

bul gul arée dejerlendirildi. Takip s¢resi boyunca

bul gul arée kullanél de. Kalan 15 hasta son muayene

Soci ety Skoru- (KIS i Kul®lla-nsentldeér. tReaddayv i sonr asé

radyografiler kullanéelarak yapeéel deé. Kemi k kaynan

dejerlendirildi. Dizilim dejerlendirmaadstali - i n e

f emor al a-é& (aLDFA) ve anatomi k posterior di st a

cinsiyet, taraf, il k cerrahi il e kéréek arasénda

olarak kaydedildi (Tablo 1). Komplikasybna r ve eklem hareket a- ekl éj

parametreleri olarak kaydedildi.

2.3. Tedavi

Aci | servise bakvuru sonraseénda antiembol ik -ora

i-in 4000 I U (0,4 ml)/ g¢nepmaorziumd@Cldexarke Bno |ielkk, |

sonrasé 3 hafta boyunca s¢re ile uygulandé. Hast

Synt hes, Zuchwi |, Ksvi-re) veya retrograd KM¢ (1T

TN, ABD) ileosteoset ez uygul anarak tedavi e di |-baxfemprile k i | 1

komponent mevcut di . MKPO veya KM¢ se-imi, fer

tercihine g°re belirlendi. MKPO | ateratemdinn?® zi

artrot omi kull aneéel de. Dizil i m, postoperatif i ki

il e tedavi edil en hastal ar é&n t amaménda dr en ku



(CefazolinE 56 mg/kgdglkbandant Hasyaltar aposiop 1.
edi | di ve i kinci gen drenl er i -ekil di Takipte i
sonra tam y¢k vermeye i zin veril di
24, Kstatistiksel Analiz
Tanémlayécé istabrsal ksnal meéewoadhat sapma) il e ni
Student t testi ve exlexktirilmik °rneklem-t [fl1eGt
Mei er sajkaleém analizinden yarpar0l. a@rbélodé.r ako nde-jlea
Ver i anal i zi ve arkivleme i-in MedCalcE (17.9.7
yazél eme kull aneéel dé.
3. BULGULAR
3. 1. Fonksiyonel Dejerl endir me
Son takipte elde edilen veraheee QPteal amam K&St aV
66.4 N 15.6 ve KM¢ grubunda 73.5 N 8.2 idi (p= O
Tablo2:Tedavi Sonu-1ar e

Deji kken MKP O KM¢ pdej er

KSS 66.4N15.57 73.5N8.23 0.44

Erken postop 86.95N3.4 86.96N3.67 0.63

aLDFA(U)

Ge- postop 86.24N3.96 84.29N4.34 0.26

aLDFA(U)

Erken postop 84.02N2.02 84.09N1.91 0.87

aPDFA(U)

Ge- postop 83.5N1.98 83.4N2.76 0.92

aPDFA(U)

Kaynama s¢res 3.57N0.56 3.78N0.67 0.37

Kaynamama 2 - <0.01

Enfeksiyon 1 - <0.01

MK P Minimal invaziv Kilitli plak ile osteosentez{ M&Knt r a me d ¢ | KS8Knee-

Society SkoraLDFAanat omi k | at er aPDFAlahasomik posteria dista

femoral a- @
3. 2. Radyoloji k Dejerlendir me
Ortalama KKS, MKP@®ygwebKMdagBubuNda. 8.8 N 7 ay

1).
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kekiDl¢klnme Sonrasé Sol Di z Distal Femur Periprost e
Preop ve Postop Er ken \agPreemDiz ADéropesteridiafisi. @)kPteopGr a f i |
Diz Lateral Grafisi. (c) Postop Erken D°nem Diz
Later al Grafisi. (e) Postop Erken D°nem Femur A

Femur Lateral Grafisi. (g) Postop 28. Ay DAnteroposterior Grafisi. (h) Postop 28. Ay Diz Lateral
Grafisi.

Amel iyat sonrasé erken d°nemde MKPO grubunda ort
N 2A idi KM¢ grubunda ortalama aLDFA 87A N 3. 7A
hem de aPDFA °|l -¢mlerine g°re dizilimde gruplar
(séraséyla p=0.63 ve p=0.87; Tablo 2).

Son takipte MKPO grubunda ortalama aLDFA 86.2A
grubunda ortalama aLDFA8A3 N 4. 3A ve ortalama aPDFA 83.4A N
aPDFA °I|l -¢mlerine g°re dizilimde gruplar araseée.
(séraséyla p=0.26 ve p=0.92; Tablo 2).

3.3. Komplikasyonlar

MKPO grubunda birgehlaskttada ,enfkeik shgothada kaynama
amel i yat sérasénda drilin kéréldejé tespit edi |

yakénma ol madejeé g°r ¢l dg. KM¢ grubunda ise herha



3. 4. kaSagfm anal i zi

Ul us al ¥l ¢m Bildirim Sistemi'"nden el de edilen ve
ve 5 yéllék °l ¢m oranlaré hesaplandé (Tablo 3).

Table3:Mor t al i te Oranl ar i
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Deji kken MKP O KM¢ pdejer

1. ay (%) 5.3 0 <0.01

6.ay (%) 10.5 0 <0.01

1. yél (%) 26.3 11.1 0.44

5. yél (%) 47.4 44.4 0.89

MK PMinimal invaziv kilitli plak ile osteosentez M&nt r amed ¢ | |
MKPO grubunda °l ¢m oranlaré 1. ayda %5.3, 6. ayd
grubunda 6 ayl ék d°Pnemde exitus g°r ¢l medi ancak
i di (p <0.01, p <0.01, p=0.44 ve p=0.89, séraseéy
4 TARTI k MA
TDA sonrasé DFPK tedavisinde ama- kemi k ttaynama
riskini artérmadan ajreéséz, staBPTDA fomrkrsd y@ nRFF
tedavisinde cerrahi tedavinin daha ¢steén ol duju
hedeflere ulakmak i-imdei de&l rcérirahiPredaniama mag
bakl éca avantajlaré, yumukak dokunun ve periostu
daha késa ameliyat®?®Vé¢s innen galjiep &l marsnpladrt aj & i
ol masé sayesinde erken mobilizasyona ol anak safj
nedeni yl e keésmi Yyé¢k ver meyi bakaramayan hastal a
closedbox veya posterior stabilize femoral kompone i olan hastal arda, pr ok
artroplastisi veya intramed¢ll er -0 vi gi bi ortop
me mken ol ¥fdKyiabitlliir . pl akl ar, bu teknik zorlukl areéer
ol abilir. Kilitl: pl akl ar uzun s¢redir b¢e¢yek i
teknije uygun kilitli plaklarén t d&s9Kitapekmaseée i |

tedavisinin dezavantaijg&2i saftha beyawvdiaet dmstyak:
verilmemesidir®

Large ve ark. MKPO' nun fonksiyonell ik, uzunl uk
kaynama oranl ar e a- éséndan KM¢E' Wiecnk ¢vset ¢ ar ko.l'dlue
-al ekxmal arénda osteoporotik kemiklerin fiksasyor

d¢kKek revizyon cerrahi si F¥ael gm@adansabiagéol al @t
ve KM¢' nin ekl eimzihlairmkwee lkenmikk ef@&@ynama s¢resi a -
ol duj u bé"Birtmetaam ltiizde Shin ve ark. TDA sonr a
kompr esyon pl akl ar é veya KM¢ tedavisinin benzeé
bildir mi k €YYdizra.r | ar én -al ékmalaréna benzer «kekil de
modal itesi benzer fonksiyonel, radyol ojik sonu-|
TDA sonrasé DFPK tedavisinde MKPO awetENMmahénsbkhaoan
bil diril mitakntailri.z dek ibumetteadavi | eri n her i kisinin d
ol duju bi*FPMari owmi ktve.ark. KM¢'nin daha y¢ksek Kk
bil dirmikl er diirm -Baulnéuknmaankészidnae ,ulbaikzél an bul gul ar a
MKPO ile karkeélaktéréeldeéejénda KM¢ i He’Agabkaadck
-al éxmamézda MKPO grubunda bir hastada ( %6) en
g°anli e ken, KM¢ grubunda kompli kasyon g°r ¢l memesi



Streubel ve ar k. primer distal femur keéeréklareée i
oranl aréné karkélaktérdeklaré -aleamatarendagene
periprostetik kéereéeje ol an h%Eskt adlaarrdaak ,i say n%2 4- ad |¢
femur kér éklarénén kal-a kéréeklaréena benzer «kxeki
mortaliteyelsahi’®Bmolkeéwjem| ee TDA sonrasé DFPK' né
modalitelerinin mortalite riskleri de g°z °n¢gnc
DFPK' Il & hastalarda 6 ayl ék mortal i treakorbd d*&n &| g8k
Larsen ve ark TDA sonrasé DFPK'l é& 84 hastayeée i -
1 yélléek mortalite oBinzéinng -%ill5e konhaan éazkd ab iilsdei r MK KQ
edilen hastalwbedar 8nay¥%ek4d mottwpélil ek mortalite o
%4 7. 4 idi. ¢tal ekxmamezdaki 6 ayl ék ve 1 yéll ék mo
aral ekt dayde.

G¢ncel l'iterat¢rde sadese@ DFPKalé -hhaekalaadal DiAe
czerindeki etkileri dejerlendirilmiktir %% hi-hbi
Hastal aréen MKPO il e tedavi edi | diji -al ékmal ar &
olarak bildirirken, Leino ve ar k. *¥Hoywlalkkdsk mor t ¢
MKPO veya KM¢ il e tedavi edilen hastalarén 6 ayl

bil di PBiixitmr-.al &k mamézda,e dVWKR® ihlaesttad arda ©°nceki
daha d¢ke¢k kekilde 6 aylakymbi ekl mbetatane ®wianb

ildirilen 1 yeél ¥kt enoyamdan e- alr BundndkB@&ndca ble
i I

e bi r

ayda exitus g°r ¢l mezken, 1 yellék mortalite orar
grubuna g°re daha y¢ksek 1 ayl ék ve 6 aylék mort
y ¢ ksek ol duju d¢ kK ¢é¢gmaulbdugnjdéan dreorltilal hast ai ski ni da
fonksiyonel ve radyolojik sonu-larée olan tedavi
Bu -alékmada ul akél an-Rbuhbekar Ti pD2 OH&EPKase bawt
avantajl é bir y°ntem oldujunu d¢kegndegr mektedir .

Bu -al ékmanén bakl éca késetl é y°nleri, retrospel
ve mortalite analizi i-in kontrol grubunun ol man
252 ) ayl ek bir takip sRaoresbecikl et iTpDA2 sbhPK sié- iLrew
i mplantlarla MKPO ve KM¢' nin tedavi sonu-1laré et
kull anélan r es mi bir ar diiv i sni sStiesrhiemoloan haGlikt ad al
gevenilir veriyi sajl amékteéer. ¢al ékmamézén bir d
Charl son komorbidite indeksi skorlaré a-éséndan

5. SONUC¢

MKPO ve KM¢ teedviskeriatonkemy&nkaynama s¢resio v
DFPK tedavisinde benzer d¢zeyde bakarélé sonu-1 a
bulundurul dujunda, TDA sonrasé DFPK geloaakn hast
°n plana -ékmaktader. Bu tedavilerin ekdejer ol
al ékmamézda el de edilen bulgular KM¢' nin daha
neri mi z, f emor al kompomeatdaasdibAméeonzasée vbFBRK]
edavisinde MKPO yerine KM¢'nin tercih edilmesid

o
t
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Antropometrik °l - ¢ml er , i nsanl ar én yapeé vV e b i
Antropometr.i °l - ¢ml er yetdekksianklaetrldeek Ihaerm ic-iidnd;i bhe
al t ve ¢st ekstremite uzunluklIl ar é, di z, bal dér |
hakkénda bil [ sahi bi ol maméza yardémceé ol an et
antropometr k  ° | - ¢ ml inin fizyoterapi ve rehabilitas)
edi ci r bul unamaméktér. Buradan hareket/|
= 30, : 418) antropometii Kedhkti oOmlder,i i ©
St Tinett.i Denge ve Y¢regme Testi 6nde n
: ékmada O' Connor Par mak Becer.i Testi
er ik diejiemr | eeai sone korelasyon analizi, i
u ve diz -ape, Tinetti Denge ve Y¢r ¢ me
eri dejerl endirmek i-in BaékaBlpelagikna;

anméektér. Sonu- ol ar abk0 byua k- aalreaksnga d3a0 Ts¢ar] ki étkol
opometrik °l-¢mlerin Ob6Connor Par mak Becer.i
e ve Y¢é¢regme [Mesitidmtdey aokonnudlefnext ur. O6Conno
el bil ej i -apé arasénda zayef korelasyon (r
u ile el uzunl uju ar aséh,dlal 5)s eb wnlewrn@airkft wre. zL
[ skorlaré ile uyluk uzunluju ve diz -apeée at
, ayak wuzunluj u, kil o arasénda korelasyon bul
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Anahtar KelimelerrAnt r opometri k ¥ -¢:mler, Nor m Drlingtte r , O'
Denge ve Y¢é¢reéegyeéeme Testi, Lift and Carry Test.i

Determination of Norm Values of Some Scales by Anthropometric Measurements in Healthy Adult
People in Turkish Society

Abstract

Anthropometric measurements include measurements of people's structure and form characteristics.
Anthropometric measurements for both serious illness and disability in adults; It is an effective tool that
helps us to have information about body composhiypmeasuring the diameter of places such as waist
and chest circumference, lower and upper extremity lengths, knees and calves. In the literature,
satisfactory results of the anthropometric measurements of the adult age group were not found in the
scalesused in physiotherapy and rehabilitation. From this point of view, this study, it is aimed to reveal



the norm values of anthropometric measurements in the O'Connor Finger Dexterity Test, Lift and Carry
Test and Tinetti Balance and Gait Test in the adué aggr oup ( mean age = 30.66
addition; in this study, Pearson correlation analysis was performed to evaluate the relationships
between O'Connor Finger Dexterity Test scores and hand length and wrist diameter; Spearman's
correlation analysis &s performed to evaluate the relationships between Lift and Carry Test scores
and thigh length and knee diameter, and between Tinetti Balance and Gait Test scores and height, waist,
foot length, weight, with significance set at 0,05. As a result, inttldy, snorm values of anthropometric | 127
measurements in O'Connor Finger Dexterity Test, Lift and Carry Test and Tinetti Balance and Gait Test

in 30 healthy adult individuals aged-BD years in Turkish society were revealed. A weak correlation
(r=0.133) was fand between O'Connor Finger Dexterity Test scores and wrist diameter, while a
negative and weak correlation (¥6.115) was found between O'Connor Finger Dexterity Test scores

and hand length. A correlation was not found between Lift and Carry Test soardisigh length and

knee diameter, and between Tinetti Balance and Gait Test scores and height, waist, foot length, weight.

Keywords:Anthropometric Measurements, Norm Value, O'connor Finger Dexterity Test, Tinetti
Balance and Gait Test, Lift and Carry Tes

1. GKRKK

Antropometrik °1-¢,mler vegcudun invaziv ol mayan
-evr e, uzunl uk, -ap ve yaj dokusu gi bi antropon
olarak sajléek ve gel i kme- idurbuansuintun udceljzerve nylayg
yontemlerdir.

Yetikkinlerde beslenme durumunun, gel i kim evr el
tahminl eri de dahi l ol mak ¢(zere erkeklerde ve Kk
d¢zl eml er deki har eket séneérl ar éneén e$¥apenoaknt al
-al exmal arda dojru vV e ser.i °l -¢ml er , antropon
dejerl endirmeler antropometri k t©talgméer birewnl erei
durumunun yanl ék séenéeflandérél maséna neden ol abi
gerejinden fazla °neme ved%a hafife alénmaséna se
AntropometriKk 0I—¢,mleri y okrau md ea ncaikn sii-yi ent ey agp®érl ea nr
karkeéel akteérél mal éedeéer. T¢grk toplumundaBhbhi dopkudnbnu
sajl ekl e bireylerde bazé °|l-eklerin antropometr.
gerl-exkkt i r di k.

Antropometrik °Il-¢mlerin sajléklée insanlarda bel
T¢rk toplumunda antropometri k ©°1 -¢gmlerin Ob8Connc
ve Tinetti denge veewkbegimeekebkinde Bor medehnl e,
grubunda ger-eklexktirilmik ol up; bireylerin, 006 (
Tinetti denge ve y¢r¢egme testine bakél arafge norm
ve Yy¢ireéeme testi skorlaré ile bel, kil o, ayak uz
Carry test skorlare ile uyluk uzunluju ve diz -
par mak beceri t esti s klmirll @ajrié and as éenld a u ZPueralr usjown
kull anél mékt ér .

2.MATERYAL VE METOT

Bu -al exmada kull aneéel an bireyl er, Ant al ya Kepe
sajl anméxkt ér .

2. 1. Hasta Tanémé ve Sayéseé

2045 yak ar ase, 1 50 | kneadké n¢, z1le5r ee r3kOe ka dbeitr esyaj | ékl & b
sajl ekl é& bireyler ile ger-eklextirildiji 1-in ko
Ar akt érmaya dahil edi Il me kriterleri; °l -¢ml erin
sorunuolmayaalr , kontr ol alténda ol an hipertansiyon, d



bir sene i-erisinde cerrahi operasyon ge-ir memi
O6Connor parmak beceri t edteinmie, ylkirfety ¢aknd eGarirny  tt
°l -¢mlerin sajléekl é dejerlendiril mesini engel | e
ol mayan hipertansiyon, di yabet gi bi kroni k safjl
oper asyohbireyer - i r mi K

Arakt érmanén seyr.i (y°ntemin uygul and
r

jé ve g
bir kere dejerlendi liééy

e
il mik sonrasénda bir izllem
¥l -¢mler ve Uygul anan ¥I| -ekler

e ¥I|-¢mleri; g°] ¢mer eb;el G° jk¢asl ;- aAy abkatl ad,é r k ool | I ear
a seviyesinden, arkada skapula alt wucundan g
eden avyakt a, koll ar yana a-ékken, Kal - a: ¥nc
dan, Balder Gastrokinemi sun en geni kK késmeéer

Uzunl uk ¥I -¢;mleri; kol , °n kol , el , uyl uk, bacak
Olekranondan radial stiloide, El: Radial stiloidden 3. parmak ucuna, Uylukt Patel¢, st ucundan i
|l i gament e, Bacak: Tibial pl atodan tabana, Ayak:
ile ©°1-¢l megkt ¢r .

cap ¥l -¢mlerig omu z, bi akromial , i
iki koldakienk i Kk ki n késémlaréna kaliper:i l arée yerl e
serbest yanlarda iken posteriordan, Bi akr omi al
kaliperin kollaré, akr omieoknunEll aBielrejli :n ofkd dail lasr é\
-ékénteéelaré araséndaki uzakl ek °I -¢1 er ek, Bitrok
yerl ekt ibir, bu b°lgede de yumukak doku fazl e
uygulanaa k Di z: Ki ki, bacakl ar é masadan sar ket él me
anter. rdan kaliperin ol Il ar e, femurun medi al v
uzakl e °]l - ¢l er ek Ay a Bi | egfkil:arD¢azr absiérn dml &tafl o ra
a-ékl e n ol masé g ekir ve wv¢gcut ajéerl ejeée iki é
mal | eo arén en - @& nt € noktal aré arasénda pos
k

b

e ej i, bitr
i n u r
n

—— =<0 -

é
Dirsekl er ekstansiyonda, k C
k|

Der i eefem Kal erl
non d €] én orta noktaseéndan

ol ekr a araseéen
Ol - ¢l mekKt g,

O'Connor Parmak Beceri Testi;

k e k iOlConhar ParmakBeer i Testi Taht asé

Hasta sandalyeye oturtul muxktur. ¥n¢egndeki masaya
akajéedaki y°nerge okunmuxktur ;



6Burada 300 adet k¢-¢k pim bulunmaktadér . Taht ¢
yerl exkxtirmeniz gerekmektedir. Kkl e mi ol abil dijir
daha hézl é& bitirebil ir sisadec solelnidicuel |saandaeccaek sséarf e ze.l G
Hastanén teste alékabilmesi i-in 30 kadar pimi vy
tekrar kutuya konul muxktur . Hasta hazér ol dujund
Pimyuvayaydrekt i Ji anda baxklanan sg¢re sayZ2méywjoa ém
pim yerlexktirmd, pem ah mhasel aeanid tolerans [
verilerek test tekrarlanméexktéer

Lift and Carry Testi;

e e —— 4’3 metre —————

(/Lﬂum"v B o e T
;
« &4 .)
A
'
b e e e e e e e e e e e e e e W "

2,7 metre

k e k iLift and Carry Test Platformu

Hastadan baklangé- -izgisinde durmasé ve 2.7 met
nesneyi al ép ger.i d°nmesi ve 4.35 metre geridek
seviyesindeki rafb ér ak masé i stenmi ktir (kekil 2''de g°°st el
kronometre bakl atél mékt ér . Yéke béraktejé an Kkrc
belirl enmixktir

Tinetti Denge ve Y¢regme Test i
¥zelliklekmakréb&idandpel irl enmesinde tercih edi

maddeden ol ukmakt a-+tZrk € Ki'laibn de lpuarloamérar Maksi mu
ve maksimum 9 puanl ék y¢r ¢gme skorbu thiers.a pTl esntéirn T

farkl e kekilleri mevcuttur. Biz 1986 yeéeléna ait
Tablol.Ti net t i Denge ve Y¢gregme Test Anket
Hasta Adeé: Tarih:

DENGE TESTK

Normal (2puan) Adaptif (1 puan) Anormal (0 puan)
1) Oturma dengesi Sajlam ve g Dik durabil mek Kaykeél éeyor ,
tutunuyor kayéeyor
2) Sandalyed Koll arené kul Kal kmak i -in Pek -o0ok kere (g
harekettekalkabiliyor kull anéyor (vy ya da bir ins
da baston ben ihtiyace

araca tutunuyor) ve/veya
kal kmadan °©°nc
°n¢gne dojru h

3) Ani dik durma dengesi(lk | Her hangi bir y Sajlam dengesi Bir destek ng¢

3-5sn.) araceéna eya yé¢réeme yardemg tutunmak, sen
duymadan safjl desteje ihti|] yerini dejJ i kKt
vardér . belirgin sall 4

durum varl




Hasta Adé: Tarih:
DENGE TESTK
Normal (2puan) Adaptif (1 puan) Anormal (0 puan)
4) Ayakta durma dengesi Her hangi bir Sajlam denge| Yukar & dwten herbangi
aracéna tutunn ayakl aréné yari bir nesneye tutunmak
yana sajlam
5) G°zl er k ap| Ayaklaryan yana iken herhang Sajlam denge Kki yukar édak
bir nesneye tu ayakl aréné yai ilavetenherhangibir nesneye
dengededir. tutunmak
6) D°nme den Hi -bir keye Adéml ar kesinr 1 - yukarédaki
sendel emeden, ayajéneé t amanmn ilaveten herhangi bir nesneyg
d°ner . sonra dijeri tutunmak
7) Sternumutad Denge sajlam Hasta ayajén D¢kmeye baxkl g
ayakl ar m¢ mkg kuvvete kark zorunda kal érfuygul ayécésé t
yana ayakta dururken test korur kale r .

uygul ayéceéesé
ittirir.)

8) Boyunu
ayakl ar

- ev
m¢ mk ¢

Her 2 taraf servikal rotasyonu
en az yar éseén

Her 2 taraf servikal rotasyu,
ve ekstansiyonu yapar ama

Kafaséné -ev
durumlardan b

yana ayakta dururken her 2 bakar; tutunmak zorunda hareket késeét ol ukur .
yana ve tavana bakar) kal maz, serse zorunda kalmaz, sersemlik
olmaz. hissi, ajr §
9) Tek ayak ¢ d Birnesneyetutunmadan5 sn Yapamaz.
boyunca tek a
durabilir. -
10) Geriye Bir nesneye tutunmadan geriyy Ger i ye dojru Denemez, ejil
dojru yeterl benzer yak gr sendeler
ejilebili|azdér ya da bi
11) Yukareé uz Bir nesneye tutunmadan Nesneyi y ¢ k s § Yapamaz, dengesini koruyamg
u-laréna yg¢ks nesneyi Yy¢ksg alabilir ancak bir nesneye
al abil eceji bi alabilir. tutunmasé g
almak)
12) Yer e ef| Yerdeki kdemitek seferde bir Yerdeki kalemi tek seferde Ejilemez ya d
ara- ya eller alabilir anc]| bir -ok kez
kullanmadan alabilir. el l erini kal k
13) Oturmak Tek seferde Oturmak i -in Sandal yeye dg¢
K e k i turabiér. o sandalyeye tutunur ya da hesaplayamaz
hareket pek d
Toplam Den@é)PuananiAnnnnni
Y, R, ME TESTK
Normal (1puan) Anormal (0 puan)
1) Y¢r ¢gmeni b a Hastas e r i bir Keki.l ¢cekinir, birden -o
yé¢r ¢meye backl d¢zgen dejild
2) Adém y¢ksek Ayak yere temaseé Ayak ya yere s¢rte
5cmbden fazl a fazla y¢kseldl
3) Adém uzunl Bakpar majéen temasg Adém uzunluju ayak
yere dejinceye kad
uzunlujundan f
4) Adém si met ¢toju zaman her 2 al Adém mesaf esi térafheb
ya da benzerdir. ayne «kekil de K
5) Adém devaml| Bir ayajén topuju Bir ayajéné kal dér
topuk yere temas e tamamen yere basa
yoktur, mesaf el dejikkendir
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Y 'RI ME TESTK
Normal (1puan) Anormal (0 puan)
6) Y¢iréegme hatteé Arkadan bakénca d| Y¢r¢egme hatté ya ad
da bir y°ne do]j
7) G°vde stabi Gevde kaymaz, den G°vde kayar, diz g
koll ksi lebilir.
abdiksiyona ge ollar abduksiyona gelebilir |131
8) Y¢r¢gme duryd Adém atarken ayak Adéml arée ayreée ay
dejecek kadar 'y
9) Y¢reéegrken d° Yigregmeye devam edel Sendel er d°nmeden
d°ner . devadmeljé | di r .
Toplam Yg¢r game: Pufaffen { A A0/
2. 3. Kstatistiksel Anali zl er
¢tal ekxmamezda veriler I BM SPSS STATKSTKCS 25.0
dajéel ém uygunl uju Kol mogorov Simiredivl miestir ve
Sajl éekl e bireylerde Tinett:i denge ve yg¢r¢egme toe
Spearman's korelasyon analizi, Lift and Carry
Spearman's korelasgomalknhéecer i Dé6€bnnekopl ar é
arasénda Pearson korelasyon anali zi kull aneél méxk
3. BULGULAR
Boy, yak, kilo, VKK, g°j é¢s, bel, kal - a, bal dér ,
bileji, bit rymkanh ielr @ jki, , dti rzi,ceg s °l -¢mlerinin t
veril miktir
Tablo2Ant ropometrik ¥ -¢mlerin Tanémlayéc
Statistic Std. Error
Mean 170,8333 1,73410
95% Confidence Interval for -OWer Bound  167,2867
Mean Upper Bound  174,3800
5% Trimmed Mean 171,0370
Median 172,0000
Variance 90,213
Boy Std. Deviation 9,49803
Minimum 152,00
Maximum 185,00
Range 33,00
Interquartile Range 18,50
Skewness -,311 427
Kurtosis -1,083 ,833
Mean 30,6667 1,24044
Y a K
Lower Bound 28,1297

-~ — =0 (O

0y



Statistic Std. Error

Cinsiyet

Kilo

95% Confidence Interval for

Mean Upper Bound

5% Trimmed Mean
Median

Variance

Std. Deviation
Minimum
Maximum

Range
Interquartile Range
Skewness
Kurtosis

Mean

95% Confidence Interval for -ower Bound

Mean Upper Bound

5% Trimmed Mean
Median

Variance

Std. Deviation
Minimum
Maximum

Range
Interquartile Range
Skewness
Kurtosis

Mean

95% Confidence Interval for Lower Bound

Mean Upper Bound

5% Trimmed Mean
Median

Variance

Std. Deviation
Minimum
Maximum

Range
Interquartile Range
Skewness

Kurtosis

33,2037

30,3333

29,0000

46,161

6,79418

22,00

46,00

24,00

10,50

,639 A27
-,481 ,833
1,5000 ,09285
1,3101

1,6899

1,5000

1,5000

,259

,50855

1,00

2,00

1,00

1,00

,000 A27
-2,148 ,833
71,1333 2,59917
65,8174

76,4492

70,9815

70,0000

202,671
14,23627

51,00

94,00

43,00

28,25

,149 A27
-1,485 ,833
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Statistic Std. Error
Mean 24,2000 ,62746
95% Confidence Interval for -ower Bound 22,9167
Mean UpperBound 25,4833
5% Trimmed Mean 24,1278
Median 23,8500
Variance 11,811
VKI Std. Deviation 3,43672
Minimum 18,40
Maximum 31,00
Range 12,60
Interquartile Range 5,73
Skewness 324 427
Kurtosis -, 795 ,833
Mean 97,0333 1,55621
95% Confidence Interval for L-ower Bound 93,8505
Mean Upper Bound  100,2161
5% Trimmed Mean 97,1481
Median 98,0000
Variance 72,654
G°j ¢s Std. Deviation 8,52373
Minimum 80,00
Maximum 111,00
Range 31,00
Interquartile Range 16,25
Skewness -,118 427
Kurtosis -1,098 ,833
Mean 85,5333 2,53560
95% Confidence Interval for -Ower Bound 80,3474
Mean Upper Bound 90,7192
5% Trimmed Mean 85,2963
Median 89,0000
Bel Variance 192,878
Std. Deviation 13,88806
Minimum 63,00
Maximum 115,00
Range 52,00
Interquartile Range 24,50
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Statistic Std. Error
Skewness ,098 427
Kurtosis -,875 ,833
Mean 101,0000 1,28475
95% Confidence Interval for L-ower Bound 98,3724 | 134
Mean Upper Bound  103,6276
5% Trimmed Mean 100,7593
Median 100,0000
Variance 49,517
Kal - a Std. Deviation 7,03685
Minimum 86,00
Maximum 121,00
Range 35,00
Interquartile Range 9,00
Skewness ,622 427
Kurtosis 1,379 ,833
Mean 35,0000 ,53391
95% Confidence Interval for -ower Bound 33,9080
Mean Upper Bound 36,0920
5% Trimmed Mean 34,8889
Median 35,0000
Variance 8,552
Bal deér Std. Deviation 2,92433
Minimum 29,00
Maximum 43,00
Range 14,00
Interquartile Range 2,50
Skewness ,620 427
Kurtosis 1,860 ,833
Mean 33,4167 ,40406
95% Confidence Interval for -ower Bound 32,5903
Mean Upper Bound 34,2431
5% Trimmed Mean 33,4444
Kol Median 33,0000
Variance 4,898
Std. Deviation 2,21314
Minimum 28,00
Maximum 38,00



Statistic Std. Error
Range 10,00
Interquartile Range 3,00
Skewness -,221 A27
Kurtosis ,182 ,833
Mean 27,0833 ,44080
95% Confidence Interval for L-ower Bound 26,1818
Mean Upper Bound 27,9849
5% Trimmed Mean 26,9444
Median 27,0000
Variance 5,829
¥n_kol Std. Deviation 2,41434
Minimum 23,00
Maximum 35,00
Range 12,00
Interquartile Range 4,00
Skewness 1,094 427
Kurtosis 2,504 ,833
Mean 20,1900 ,26869
95% Confidence Interval for -ower Bound 19,6405
Mean Upper Bound 20,7395
5% Trimmed Mean 20,1741
Median 20,0000
Variance 2,166
El Std. Deviation 1,47165
Minimum 17,00
Maximum 24,00
Range 7,00
Interquartile Range 2,00
Skewness ,230 427
Kurtosis AT7 ,833
Mean 37,6667 ,47966
95% Confidence Interval for -ower Bound 36,6856
Mean Upper Bound 38,6477
Uyluk 5% Trimmed Mean 37,6111
Median 38,0000
Variance 6,902
Std. Deviation 2,62722
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Statistic Std. Error
Minimum 33,00
Maximum 44,00
Range 11,00
Interquartile Range 4,63
Skewness ,275 427
Kurtosis -,140 ,833
Mean 39,8333 ,47906
95% Confidence Interval for L-ower Bound 38,8535
Mean Upper Bound 40,8131
5% Trimmed Mean 39,8519
Median 40,0000
Variance 6,885
Bacak Std. Deviation 2,62394
Minimum 35,00
Maximum 45,00
Range 10,00
Interquartile Range 4,00
Skewness -,280 427
Kurtosis -, 701 ,833
Mean 25,3167 42446
95% Confidence Interval for Lower Bound 24,4486
Mean Upper Bound 26,1848
5% Trimmed Mean 25,2963
Median 25,5000
Variance 5,405
Ayak Std. Deviation 2,32484
Minimum 21,00
Maximum 30,00
Range 9,00
Interquartile Range 4,00
Skewness -,026 427
Kurtosis -,862 ,833
Mean 35,8800 ,46385
95% Confidence Interval for -ower Bound 34,9313
Omuz Mean Upper Bound 36,8287
5% Trimmed Mean 35,8815
Median 36,1000
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Statistic Std. Error

Biakromial

Bitrokanterik

Variance

Std. Deviation
Minimum
Maximum

Range

Interquartile Range
Skewness

Kurtosis

Mean

95% Confidence Interval for -ower Bound

Mean Upper Bound

5% Trimmed Mean
Median

Variance

Std. Deviation
Minimum
Maximum

Range
Interquartile Range
Skewness
Kurtosis

Mean

95% Confidence Interval for Lower Bound

Mean Upper Bound

5% Trimmed Mean
Median

Variance

] Std. Deviation

Minimum
Maximum

Range

Interquartile Range
Skewness

Kurtosis

Mean

95% Confidence Interval for Lower Bound

Mean Upper Bound

6,455

2,54062

31,20

40,50

9,30

3,08

-,005 A27
-,567 ,833
38,4667 ,61122
37,2166

39,7168

38,3278

38,0000

11,208

3,34781

33,20

46,20

13,00

3,83

,693 A27
,310 ,833
4,0700 ,11921
3,8262

4,3138

4,0500

4,0000

426

,65292

3,00

5,50

2,50

1,00

,586 A27
-,339 ,833
33,1700 ,44168
32,2667

34,0733
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Statistic Std. Error

Diz

Ayak _bil

Triceps

5% Trimmed Mean
Median

Variance

Std. Deviation
Minimum
Maximum

Range
Interquartile Range
Skewness
Kurtosis

Mean

95% Confidence Interval for -ower Bound

Mean Upper Bound

5% Trimmed Mean
Median

Variance

Std. Deviation
Minimum
Maximum

Range
Interquartile Range
Skewness
Kurtosis

Mean

95% Confidence Interval for Lower Bound

Mean UpperBound

5% Trimmed Mean
Median

Variance

Std. Deviation
Minimum
Maximum

Range
Interquartile Range
Skewness
Kurtosis

Mean

32,9907

33,0000

5,853

2,41920

30,00

41,20

11,20

3,63

1,154 A27
2,757 ,833
5,7467 ,13660
5,4673

6,0261

5,7444

5,6500

,560

, 74821

4,50

7,00

2,50

1,05

,365 427
-, 776 ,833
4,3367 ,09643
4,1394

4,5339

4,3000

4,2000

,279

,52816

3,50

6,00

2,50

,50

1,439 A27
2,426 ,833
18,9000 ,61653
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Statistic Std. Error

95% Confidence Interval for -ower Bound 17,6390
Mean Upper Bound 20,1610
5% Trimmed Mean 18,8704
Median 18,5000
Variance 11,403
Std. Deviation 3,37690
Minimum 12,00
Maximum 26,00
Range 14,00
Interquartile Range 5,25
Skewness ,098 427
Kurtosis -,291 ,833
Mean 10,2717 ,44584
95% Confidence Interval for -oWer Bound  9,3598
Mean Upper Bound 11,1835
5% Trimmed Mean 10,0304
Median 9,9300
Variance 5,963

Ob6 c onn or Std. Deviation 2,44199
Minimum 7,25
Maximum 18,45
Range 11,20
Interquartile Range 2,84
Skewness 1,608 427
Kurtosis 3,539 ,833
Mean 17,6183 ,43870
95% Confidence Interval for -ower Bound 16,7211
Mean Upper Bound 18,5156
5% Trimmed Mean 17,6461
Median 17,2150
Variance 5,774

Liftandcarry
Std. Deviation 2,40286
Minimum 11,42
Maximum 22,20
Range 10,78
Interquartile Range 2,97
Skewness ,096 427
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Statistic Std. Error

Kurtosis 474 -,833

3. 1. Tinett. Denge ve Y¢re¢egme Test Skorl aré Korel
Veri setindenormatl aj él eém t est i ger-eklexktirilmik olupgige
Bu y¢zden veri setinde Spear man's korelasyon ana
skorlaré ile boy, bel , kil namanweEk tuezu nlTujbu oa r3as é
bireylerle -alékélmasé nedeniyl e; tinetti denge
ol arak hesaplanmeéexteéer . Verilerin korelasyon gr a
gesteril miktir

Tablo 3 Tinetti Denge ve Y¢re¢egme Test Skorl aré ile |

Correlations

Boy Bel Kilo Ayak Tinetti

CorrelationCoefficient 1,000 ,661" 740" ,876"

Boy Sig. (2tailed) . ,000 ,000 ,000
N 30 30 30 30 30
CorrelationCoefficient ,661" 1,000 ,876" ,669"

Bel Sig. (2tailed) ,000 . ,000 ,000
N 30 30 30 30 30
CorrelationCoefficient , 740" ,876" 1,000 ,696"

Spearman'srho Kilo Sig. (2tailed) ,000 ,000 . ,000

N 30 30 30 30 30
CorrelationCoefficient ,876" ,669” ,696" 1,000

Ayak Sig. (2tailed) ,000 ,000 ,000
N 30 30 30 30 30

CorrelationCoefficient
Tinetti  Sig. (2tailed)
N 30 30 30 30 30

**_Correlation is significant at the 0.01 ley@-tailed).

190,00

[e]5]

150,00

0 CCC 000

170,00

Boy Uzunlugu (cm)

160,00-]

00C 0 C 0 0 C

[e]

150,00

T
3500

Tinetti Denge ve Yiiriime Test Skoru

keki | TiBnett. Denge ve Y¢reéegme Test Skoru i1 e
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3.2. Lift and Carry Test Skorlaré Korelasyon Ana

Ver i setinde nor mal dajéel ém testi ger -ekl exktiri
Bu y¢zdseent ivnedrei Spear man's korelasyon anali zi ger
ile uyluk wuvzunluju ve diz -apé araseéenda korelas
grafifji akajéda keki l 7 ve kxekil 8'de g°steril mi
| 142
Tablo4Li ft and Carry Test Skorlaré ile Uyluk Uzunl
Correlations
Liftandcarry Diz Uyluk
Spearman'srho Liftandcarry CorrelationCoefficient 1,000 ,047 ,033
Sig. (2tailed) . ,807 ,862
N 30 30 30
Diz CorrelationCoefficient ,047 1,000 ,399
Sig. (2tailed) ,807 . ,029
N 30 30 30
Uyluk CorrelationCoefficient ,033 ,399 1,000
Sig. (2tailed) ,862 ,029
N 30 30 30
*, Correlation is significant at the 0.05 levetiled).
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3.3 0O6Connor Parmak Beceri Testi Skorlare ile EI
Korelasyon Anali zi Bul gul ar é
Verisetinden or mal daj él ém test.i ger-eklexktirilBui k ol uf
yé¢zden veri setinde Pearson korelasyon anali zi
skorlaré ile el uzunl uju we easlonhiclusmjdia; arOds®@mdaki
testi skoru il e el bil ej i -apeé arasénda zayef kc
testi skoru ile el uzunl uju -G&arlalsE)ndhlaulnwermgmu K tfurv e
Verilerinkorelagy on gr afiJji akajéda «kekil 9 ve kKekil 10'd
Tablos O6 Connor Par mak Becer.i Testi Skorl aré il e

Korelasyon Analizi

Correlations

Oconnor ElI _bil El

Oconnor PearsonCorrelation 1 ,133 -,115

Sig. (2-tailed) ,484 ,544

N 30 30 30
El _bi | €PearsonCorrelation ,133 1 ,499"

Sig. (2tailed) ,484 ,005

N 30 30 30
El PearsonCorrelation -,115 ,499” 1

Sig. (2tailed) ,544 ,005

N 30 30 30

**_Correlation is significant at the 0.01 ley@-tailed).
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4. TARTI kKMA VE SONUC¢

Antropometrik °I-¢mler, vecudsma]j Fegekaelaseéndhl i
kantitatif °l -¢mlerdir. Sajl ekl e bireyl erde ° 1 -
hastaléeklarén tekhisleri a-éseéndan gevenilirlik
kullanéelan 9®boeakltei deRil -amter yaygén ol arak has-
nedenle sajléeklé bireylerde antropometrik ©°1 - ¢ ml
ger-eklektirilmik olup; saj |l ekl éftabhd Gamryytdstme vie n , 006
Tinetti denge y¢reéeyek testine bakélarak norm de
O6Connor parmak beceri test skorlareée ile el uzun
test skordzaaurel ujl e we | duikz -apée, Tinetti denge ve
uzunluju araseéndaki ilikkiler dejerlendiril micktd.i
O6 connor parmak beceri test skorlareéyla el bil
zayeéef ivfe ynemglag bir il i kKki |l iterat¢rdeki sonu-1ar
aletl eri mont aj é, Ki ke dol durma ve k¢g-¢k torna
faydal & bir -aléxkmadeér . diBeemgeirzviduruyleog ekl ar éve
kuru ve eéeslak kokull ar i -in O06 connorfEldvenr mak b



takmanén O' Connor test.i i -in yaklakek %12 perfor
°ncleatd8l masénén%ll oranénda artérdéejéné bildir mi
el becerilerini karkeéel akteérdéeklareée -al éekmal ar énc
hareket y°r¢ngesi gerebirreegkabepmmaglakehantda g
daha ivyi performans g°sterdijini, -ok ince manda
erkekl erden daha iy p er f 8 Bunaaktadan ghareketle rindel @l i n i k
becerilerind e el boyutu be¢gyéekl ¢ énegn dezavant aj ol|u4dt 1
¢al eékxkmaméezda Lift and Carry Test skoru ile wuylu
dej il di Literat¢grde bu °1 -ekte antr ctekstremiter i k - a
ozellikleri ve fonksi’fJtnledtliiki ip erlfeorinha nkskiv ee nbda w a
yapélan -al ékmal ar da; bel irli veceout czellikleri
avantaj sajleded@utvet ibmikaareasdnda g d¥%Keqgghwlir il i
yaptéklaré -alékmada daha bakar él eajérl ek kal dé
daha b¢yc¢ck kas -evresine ve karstAmpinkt améaadsahiap &
Késa v¢gcut tipinin ajérl ék kal dérécélara avant aj
Bireylerde mobilite ve fonksiyonelliiji et kil eyert
kas k¢tlesidir. ¢Coju dukasmdmi Ktazrn & ke |lodas dic ey
Artan yajJ orané, kas k¢tlesi ve kal%Ftagesia kzéoi ad
kasl ar czerindeki ol umsuz et kil eri i se bireyl e
i | lendikilinektedir'*Denge ve y¢r¢yek test bakareéelareée, -oju
il i kkil ehWzelillinklke i ayakt aki en Kk¢-¢k dejixki klif]g
dekenegl MeEktedat ¢rde boy gzenlopueuki da dedgpu bi
kesa boylu sporcu bireylerin dengelerini sajl am
tespit kialkmirkteicre. kekil de -al ékmamézda sajl ékl é
uzunluju °1-¢mleri il e Tinett.i Denge ve Y¢gr gyeék o
Sonu-laréeméze etkileyen faktorler arasénda yar d:i
akla gel mektedir. Yapeéel abengkbkéevxmakgrgaeckofaskez
Denge Skal ase, Modi fiye Fonksiyonel Uzanma Test
bireylerde ve sadece yetikkin yak grubunda vyapeéel
elde et i mi z sonu-1ar di kkatl e yorumlanmal é vV e di
genellektiril memelidir.

Tamaml anan bu -al @k ma, kat él emcél aré ve konusu ¢k
tanesi dir. Bu nedenl e °mewnd it b4 al eéekknsai kll ii fj € r aktagpra
-alekxmader . Antropometrik °l-¢gmlerin fizyoterapi
skorl aréneén, °]l -¢m dejerl er. ile ilikkilendiril:
a-éktét-elBluere ek olarak yaygén kullanélan di]j
belirl enmesi, l'iterate¢grde 11 gili eksi klijin gide
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Féeropt&«Br onkoskopl a Zor Ent ¢ beDeneg@amaeOl gusunde

Uzman Dr. Uj'ur ¥zg¢rbez

IKKe)] Atate¢grk Ejitim Araktérma Hast ar
¥zet
¥zet : Ama- : Zor hava yolu anestezistler i-in en
hastayé solhdtikmdma sonu-I|lar dojurabilir. Zor en
dejerl endirme ve teknik ekipmanla hazérl &k yapme
uygun bir yaklakéem «kekIl idir. Bi zyolmu gel-guca ek
ent ¢basyon hastaséna, fiberoptik uygul amasénda
Y°nt em: Yazél & anestezi onamé alénmék ,59 yakeén
edildikten sonra, ketaminin yan etkilegin k ar K € n iv 0.5 mg atropin ve
edi |l di . Hastanén sedasyonunu sajlamak ve solunun
/' kg verilerek anestezisi sajl ande Bul gubhaen Aj
anestezi si sajlandéktan sonra fiber opti kle orc
hastanén spontan solunumu ve refleksleri mevcut
ge-irilmik 7,5 numar a reankdeoatyraa kbeaakla rtéslpe iblierr Ikeetkiille
taraféendan operasyonuna bakl anél maséna izin ver
uygul amasénda, ketamin kull anéménén, hasta g¢ven
Anahtar KelimelerAnaht ar S°zc¢kl er: Fi beropti k Bronkoskoy

Our Experience with Ketamine in a Case of Difficult Intubation with a Fiberoptic Bronchoscope

Abstract

Objective: Difficult airway is one of the biggest challenges for anesthetists. Unsuco#asfation and

inability to ventilate the patient can have dangerous consequences. Management of difficult intubation
requires preanesthetic evaluation and preparation with technical equipment. Fiberoptic intubation is
an appropriate approach in such sitions. In this case, we shared our experience of using ketamine in
fiberoptic application to a patient with difficult intubation who will undergo an operation due to an
intraoral tumor. Materials and Methods: A 5%earold ASA Il male patient with writteconsent for
anesthesia was premedicated with IV 0.5 mg atropine and 2 mg midazolam after intravenous access
was established and monitordd.order to provide sedation and protect respiratory tract reflexes, the
patient was anesthetized by intravenous iattration of 1g/kg of ketamin®esults: After anesthesia

of the patient with limited mouth opening due to intraoral tumor, a sensitive access to the oropharynx
was made with fiber optic. Meanwhile, the patient had spontaneous breathing and reflexesh&Vhe
vocal cords were seen, the 7.5 endotracheal tube, which was previously placed with fiber optic, was
advanced and successfully placed into the trachea. The ENT team was allowed to start the operation.
Conclusion: We experienced that the use of ketammiriiber optic application in difficult intubation

cases is ideal in terms of patient safety.



Keywords:Fiberoptic bronchoscope; Ketamine

Girick
Zor hava yolu anestezistler - i nb ¢ k zorlukl ardan biridir Ba kK
solutamama tehlikel: sonu-1ar dojurabilir | 1487 C
dejerl endirme ve teknik ekasnaahanhajzezllediIaapyna
i Al uygun olup ol madej e, kull anél acak ndotrakea
solunum yolunu ag-g,évseémldeana-BaubeiMlkrhqdldnanIaren i -inde f
ayreée bir °nem taker. K ksimlertdigilir. ¢ v ar dér , sert ve es
11Ri jit bir laringoskop uc un dganellikle hastaydrken, tnestezil ens | i
altendayken kullaneéel ér . k ¢didliglt aH ais-fi&m é nbookj ak o nyfaoprél st
trakeaséna zarar verebilir.

k e KLiRIjit Laringoskop
12Esnek fiber optik |l aringoskop ucundladta kyamee k
ol dujunda kull anél éer . Esnek fiber optik Il aringo
vV e hastaknferllublrscéahaAmlerste2|st i -1in kullanemé dal
maliyetlidir.(k e k) |

k e k iEbnek2Laringoskop



2A7j ez i-i yer kaplayan ol ukuml ar:

Aj éz kanserleri, yanaklarén ve dudakria,r éanj @z tygh
damak ve yir mi yak diklerinin arka tarafé dahil
bojaz b°l ¢m¢g ol an or ofBaur itnékrs i h adset ail -airnee uaylua bralki ri
yapmak - ok kzd3) lol abilir. (

| 149

Dil sag tarafta skuamoz hucreli kanser odag)

kel3iAlf ez i -i yer kaplayan ol ukum

Bu t¢r hastalarda bir takeéem rjisx WKarkg €rrll exiiylvearid
de¢ K¢ ntodteaon, al kol vV e i nsan papivdrod@ar .viHagstia n(éH
muayenesindeb unl ar da s OAjoeuzl ammal eklier | e sebebiyl e r
yapamayacajéméz d¢kegnde]éeémegz bu hastada, en uyog
durdur madan fl exible bronkoskop yardémée akl e ent
ketaminad|l € i | a- lam editsexzds iyPatDiefmsepnbsi gt inhdagkhkestezi ,
gi bi g°r¢nen ancak hastanén bilin- durumunun |

ol mak ¢zere hi-bir acedleksénkaybwh maznt 8mi halkét a
karar verdik.

Ger e - ve Y°ntem

Yazél @ anest eeskisiognaarmeé ia-liécninséik ,59 yakénda ASA 1|1

monit©orize e dicledkéiddihiesne ksroensryao, n usinasyogyraén wed khdlelr i ne

iv 0.5 mg atropin ve 2 mg midazolam ile premedike edithha sonra iseahst anén sedasyo
sajlamak ve solunum yolu r ef | erkg9dKg gerilerekianestegisi kK or u m
sajlandeé.

Bulgular

Aj éz °P+i stehbmbiyl e ajéz a-éekléje kéesétleée hast
orofarinkse hassagkekijBuk akialdde hgistiak wpapélt ééi a |
spontan solunumu ve refleksleri mevcuttda st anén |wirtéals thawliduy her hangi

g°zl emnedi .vokaller g°r¢l ¢nce daha ©°nce fiber op
ilerletilerek trakeaya bakarelé bir kekilde yerl
izinverild.Oper asyon bakl adéjénda standart genel anest
bir Kekilde sonlaneéep , bitiminde hasta ekstg¢be
servise g°

nder i | di
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kekiFli bfropti kl e Ent ¢basyon Kkl emi
Sonu-

Sonu ol arak, ajer kintlbaseglioabiofriggpskapnydaqu Ifigithees € opt i
y°ntem ol duju kabul &kdthambhl kol | 8o0é ne ndamigedlb adé a
ol dujunu deneyiml emi kK ol duk.
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A. D. , KéréekkalFakihit e &0G19;2D@)&H7Z T € p
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¥zet
Ama - : Bu -al ekxmada gonore ile il gili yapeéel an
dejerl endiril mesi ama-l anmaktadeéer . Y°nt em: Me v c |
amacgamrée- ekl ektirmek i -in Web of Science (WoS; €
kull anél méekter . AiNei sseria gonorrhoeaed0 fAgonorr |
kel i mel eri aranarak makal el er t ar alnénkéma éd° n eBmwil gi
4. 250 makale tespit ed019i yeMahanéebhensBnda] yage
Makal el er 84 farklé& disiplinden olup en il k ¢-
Hastal éeklarée (n=1664, %%3E79833) %8. BBEM)ngler al ma
-al ekxkmayée yapan ¢l ke Amerika Birlekik Devletler
Kanada, Ksve- ve Avustralya izlemiktir. T¢grkiye
yamék ol up, H indeks ortalamaseée 11706ydi At éf s
Bul gul aréméz gonore konusundaki araktérmal ar én ¢k
uzmanl ék al anlaréené kapBhdeakeh& ol malka¢s; koeryeamalkma
ol kel er i bu al andaki en ¢retken ¢l keler ol arak d

Anahtar Kelimeler:Neisseria Gonorrhoeae, Bibliyometrik Analiz, Gonore.

Bibliometric Analysis of Global Gonorrhea Research

Abstract

Objective: Thistudy offers a systematic and comprehensive picture of the field, which researchers may
use to assess the characteristics of articles involving Neisseria gonorrhoeae. Materials and Methods:
In the current bibliometric analysis study, the Web of Science&s{\éomerly Web of Knowledge)
database was used to accomplish the objective of the study. The keywords "Neisseria gonorrhoeae"
"gonorrhoeae” or "N. gonorrhoeae" or "gonorrhea” were used in the search, using "title" as the search
item. The article categorwas referred to as the document type in this study. Results: In the WOS
database, 4250 articles were retrieved for the entire study period. Most of the articles were published
between the years 20019 (27.506%). The articles were from 84 different studgis. Most of them

from Microbiology (n= 1829, 43.035%), Infectious Diseases (n=1664, 39.153%) and Immunology
(n=793, 18.659%) areas. The topnked country was the USA (n=1931, 45.435%) in this field. Also,
England, Canada, Sweeden, and Australia waeerhost productive countries on this topic. Turkey



ranked 46th. 4.250 articles were cited 106,469 times, H index average per item was 117. The number
of citations increased over the years. Conclusion: Our findings revealed that current research on the

subect of gonorrhea has increased dramatically, as expected, and has covered a wide range of

specialties. With a focus on the USA, American and European institutions are by far the most influential

regions of the globe in terms of study in this field.

Keywords: Neisseria Gonorrhoeae, Bibliometric Analysis, Gonorrhea. | 152

INTRODUCTION

Scholars perform bibliometric analysis for different purposes, including spotting recent trends in the
quality of publications, collaboration trends, and research themes, as ar#lgsing the essence of a
certain topic in the current literatdr@ hrough weldesigned bibliometric analyses, scholars can acquire

a onestop overview, identify knowledge gaps, develop new research ideas, and establish the future
contribution in the #Id, forming the basis for furthering a subject in innovative and creativeatays

Neisseria gonorrhoeaés an intracellular gramegative diplococcus bacterium responsible for a
sexually transmitted infection (STI) named gonorrhea, in huniiawas first isolated in 1979 by Albert
Neisser'. After Chlamydia trachomatigfection, gonorrhea is the world's 2nd most frequent bacterial
STI. In addition, multidrugesistaniN. gonorrhoeasstrains have been detected worldwide

The World Health OrganizatiofWWHO) currently recommends ceftriaxeaeithromycin dual therapy

for this infection®. Nevertheless, azithromycin and ceftriaxone resistance is on the rise, and treatment
failures are becoming more common. As a result, innovative approaches to redadiegdtopment

of antimicrobialresistantN. gonorrhoeaeby enhancing the detection and treatment of resistant
infections are definitely needed. Molecular assays to predict resistance are being developed, greater
doses of ceftriaxone are being used, older antibiotics are being repurposed, and newer aatiiotics
being developed. Furthermore, due to the epwstectivity of theN. meningitidisvaccine, the
opportunity to produce a vaccine fldr gonorrhoeadnas resurfaced in recent years, employing a range

of techniques and targets. Despite tremendous advathees is still substantial effort to be done
internationally to prevent antimicrobiagésistaniN. gonorrhoeaé”’.

This study provides a systematic and comprehensive picture of the field that researchers can use to
evaluate the characteristicsanticles on gonorrhea.

Methodology
Database

In the current study, the Web of Science (WoS; formerly Web of Knowledge) database was used to
accomplish the objective of the studyhe WOS database provides subscribers with access to a number
of databases thagive detailed citation data for a variety of academic areas. It was created by the Institute
for Scientific Information in the first place. Clarivate (formerly Thomson Reuters' Intellectual Property
and Science unit) currently owns it. Originally crealbgdhe Institute for Scientific Information (ISl),

the service is now maintained by Clarivate Analytis& online databases make up the WOS Core
Collection; Bocial Sciences Citation IndéSClI),Science Citation Index Expand€siCIE),Emerging
SourcesCitation Index(ESCI), Arts & Humanities Citation Inde¢@&HCI or AHCI), Book Citation
Index(BCI) andConference Proceedings Citation Ind&PClI)] 8.

This database has two search options: a simple search and an advanced search, which allows you to
creak complicated and extensive search gqueries to achieve your goal with high validity. Consumers can
access terms in titles, abstracts, journal/authors names, and affiliations in this database.

The keywords Neisseria gonorrhoedeor "gonorrhea” or N. gonorhoeaé were used in the search,
using "title" as the search item. The article category was referred to as the document type in this study.

The search time range was up to December 31, 2021, which was the maximum time range of the WOS
database. Finally, theollected literature was carefully reviewed for relevance to the current article's
research.



Mapping

To visualize collaboration networks and keywords, the VOSviewer 1.6.18 for the Microsoft Windows
systems program was used. We createébamurrence netwé&s from the obtained publications'
bibliographic metadata.

Results

A. General information, countries, affiliations | 153

Throughout the whole study period, the WOS database yielded 4250 articles on gonorrhea. Most of the
articles were published between the ye1$02019 (27.506%) (Figure 1).

Record Count

1970-1979 | 480

1980-1989 | 906

1990-1999 N 623

2000-2009 | 746

2010-2019 | 1088
2020-2021 [ 326

0 200 400 600 800 1000 1200

= Record Count

Figure 1. The number of articles according to time periods.

The articles were mostly written in English (96.682%). French (1.388%), German (0.8%), and Spanish
(0.471%) were the other most preferred langua@®81(50.847%) of the articles were published as
Open Access (OA).

The articles were from 84 different study areas. Most of them from Microbiology (n= 1829, 43.035%),
Infectious Diseases (n=1664, 39.153%) and Immunology (n=793, 18.659%) areas (Table 1).

Table 1.Top 10 research areas of the articles.

The WOS categories Record Count % of 4.250
Microbiology 1829 43.035
Infectious Diseases 1664 39.153
Immunology 793 18.659
Pharmacology Pharmacy 461 10.847
Biochemistry Molecular Biology | 348 8.188
Public Environmental| 290 6.824
Occupational Health

Medicine General Internal 187 4.400
Dermatology 176 4.141
Obstetrics Gynecology 123 2.894




The WOS categories

Record Count

% of 4.250

Multidisciplinary Sciences

116

2.729

*Showing 10 out of 84 entries

The most of the articles were publishedhie SCIEXPANDED indexed journals (Table 2).

Table 2.The articles according to Web of Science Index

The WOS Index Record Count % of 4.250
SCI-EXPANDED 4126 97.082
SSCI 139 3.271
ESCI 74 1.741
CPCIS 56 1.318
BKCI-S 36 0.847

IC 3 0.071
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The topranked country was the USA (n=1931, 45.435%) in this field. Also, England, Canada, Sweeden,

and Australia were the most productive countries on this topic. Turkey ranked 46th (Table 3).

Table 3.Top 15 countries.

Countries/Regions Record Count % of 4.250
The USA 1931 45.435
England 488 11.482
Canada 330 7.765
Sweden 288 6.776
Australia 242 5.694
Germany 151 3.553
Peoples Republic of China 138 3.247
Japan 130 3.059
France 121 2.847
Netherlands 118 2.776
India 93 2.188
South Africa 68 1.600
Belgium 62 1.459
Norway 62 1.459
Scotland 61 1.435

48 record(s) (1.129%) do not contain data in the field being analyzed

2.426 articles (57.082%) of the articles did not have a funder sponsor. The United States Department Of

Health and HumaBervices (24.824 %) funded most of the studies (Table 4).

Table 4.Distrubition of main funding agencies.

Medical Sciences

Funding Agencies Record Count % of 4.250
United States Department ( 1055 24.824
Health Human Services

National Institutes of Health USA 990 23.294
National Institute of Allergy 855 20.118
Infectious Diseases

European Commission 108 2.541
National Institute of Generg 105 2.471




Wellcome Trust 63 1.482

National Health And Medica 61 1.435

Research Council of Australia

National Center For Resear( 60 1.412

Resources

Centers For Disease Contn 55 1.294

Prevention USA | 155
United States Public Healf 55 1.294

Service

*Showing 10 out of 1.217 entries

The University of North Carolinand the Centers For Disease ConRodvention (CDC) was the lead
affiliations on gonorrhea research (Table 5).

Table 5.The list of top affiliations.

Affiliations Record Count % of 4.250
University of North Carolina 248 6.964
Centers for Disease Contr| 244 5.741
Prevention, USA

University of California System | 170 4.000
Orebro University 165 3.882
University of Washington 128 3.012
University of Washington Seattle| 128 3.012
US Department Veterans Affairs| 122 2.871
Veterans Health Administration | 122 2.871
Emory University 114 2.682

Showing 10 out of 2.826 entries; 49 record(s) (1.153%) do not contain data in the field being analyzed

Magnus Unemo (n=168, 3.953), William M. Shafer (n=85, 2%) and H. Steven Seifert (n=74, 1.741%)
was the most productive author. Most of the artics wer e publ i shed in the
Di seasesd and 6|l nf ec(fable6). and | mmunityd journals

Table 6.Top 10 journals with the most articles.

Journals Record Count % of 4.250
Sexually Transmitted Diseases | 331 7.788
Infection and Immunity 286 6.729
Journal of Clinical Microbiology | 258 6.071
Ant émi crobi al 191 4.494
Chemotherapy

Journal of Bacteriology 188 4.424
Journal of Antimicrobial 144 3.388
Chemotherapy

Bréteésh Jour ng 119 2.800
Déseases

Journal ofinfectious Diseases 115 2.706
Sexually Transmitted Infections | 102 2.400
Mol ecul ar Mécr g97 2.282

*Showing 10 out of 621 entries



B. Citing analysis

4.250 articles were citeti06,469times H index average per item was 117. The numbecit#tions

increased over the years (Figure 2).
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Figure 2. The number of articles and citations over the years.

The top cited articles, the avaraaed totalnumber of citationsvere given in Table 7.

Table 7.Top cited articles, the avaragand totalnumber of citation§*®,

Journal, Author, Article, Year, Reference number

Average citations per
year

Total

Nature. Pohlner J, et al®. Gene structure an
extracellular secretion of Neisseria gonorrhoeae
protease. 1987

14.86

535

Antimicrob Agents Chemother. Ohnishi M, et'alls
Neisseria gonorrhoeae initiating a future era
untreatable gonorrhea?: detailed characterization g
first strain with highlevel resistance to ceftriaxon
2011

38.58

463

Antimicrob Agents Chemother. Unemo M, etf?a
High-level cefiximeand ceftriaxon&esistant
Neisseria gonorrhoeae in France: novel penA mo
allele in a successful international clone cau
treatment failure. 2012

38.91

428

Cell. Stern A, et &F. Opacity genes in Neisser
gonorrhoeae: control of phase and antigenic varial
1986

9.22

341

J Infect Dis. Brotman RM, et 4l Bacterial vaginosi
assessed by gram stain and diminished colonizg
resistance to incident gonococcal, chlamydial,
trichomonal genital infection. 2010

16.4

328

J Exp Med. Ram S, et*al A novel sialic acid binding
site on factor H mediates serum resistance of sialyl
Neisseria gonorrhoeae. 1998

12.56

314

suonend
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https://www.webofscience.com/wos/woscc/citing-summary/4474094?type=refid
https://www.webofscience.com/wos/woscc/citing-summary/416492710?type=refid
https://www.webofscience.com/wos/woscc/citing-summary/428592104?type=refid

Lancet. Ashford WA, et & Penicillinaseproducing
Neisseria gonorrhoeae. 1976

6.66

313

Proc Natl Acad Sci U S A Shafer, et’aModulation
of Neisseria gonorrhoeae susceptibility to verdéd
antibacterial peptides due to a member of

resistance/nodulation/division efflux pump fami
1998

12.44

311

Proc Natl Acad Sci USA. Goodman SD, etéa
Identification and arrangement of the DNA seque
recognized in specific transformation odfeisseria
gonorrhoeae. 1988

8.34

292

Antimicrob Agents Chemother. Poole!X Efflux-
mediated resistance to fluoroguinolones in gr:

negative bacteria. 2000

10.21

286

C. Mapping
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Figure 3. Authors minimum 25 documents
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https://www.webofscience.com/wos/woscc/citing-summary/5973414?type=refid
https://www.webofscience.com/wos/woscc/citing-summary/5984439?type=refid
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Figure 4. Collabaraitons between top affiliations.
Discusson

Gonorrhea is a highly prevalent disease, particularly among young people between the ages of 15 and
24 in the USA and globally. The most comprehensive picture of STls in the USA to date comes from
the CDC. According to the CDC data, over 20% of the USAlfatjpni or one for every five persons

T had an STI on almost any particular day in 2018, with STIs costing the American healthcare system
approxig)]ately $16 billion in healthcare costs alone. Gonorrhea infection is also the keacting cause

of STIs.

The importance of research in a country's development and advancement cannot be overstated. The
publication of an investigator's project allows the knowledge to be shared with the scientific community,
and original publications allow investigators to anmmicate their scientific observations. Publications

are frequently used to assess the success of research projects. In recent years, there has been arise in
interest in developing scientific metrics that might assist with the analysis of study t€8higsstudy

aims to make a systematic and comprehensive picture of the articles on gonbighsemilar
bibliometric study on the gonorrhea topic was found in the published literature. The articles regarding
gonorrhea in English were collected from theS\iatabase between 1970 and 2021 for statistical and
bibliometric analysis. After text mining operations, effective organizations, authors, and countries on
the gonorrhea topic were shown using graphs. Figures were also used to depict the distribution of
publication numbers according to the number of authors and the change in publication numbers over
time from 1970 to 2021. The top cited articles in this field were listed in a table at the conclusion of the
data analysis.

The WOS database is a commonly ulsiiadiometric database that provides free output for visualization
or mapping using various visualization programs. In this study, we also used visualization or mapping
technologies.

The USA (n=1931, 45.435%) like in prior bibliometric analyst&, hasby far the most publications

on gonorrhea research. Also, the most productive countries on this topic were England, Canada, Sweden,
and Australia. In addition, developed countries were in the first place. This may be due to both advanced
scientific activites and the high number of reported cases of gonorrhea in these developed countries.

Furthermore, the vast majority of the most referenced publications are from American or European



institutions, with only a few from other continents. The University ofth@arolina (USA)xnd CDC
(USA) published the most articles.

The times cited count is used to determine tiedlex value, which is based on a list of articles ranked

in descending order. An index of h indicates that there are h papers in the colleatioof ehich has

been cited at least H times. Theirdlex is calculated using the number of years of your product
subscription and the time period you choose. Items that are not included in your subscription will P?[SQ
excluded from the calculatiéh The nunber of articles and citations has increased numerically over the
years.

In conclusion, to the author's knowledge, this is the first study to assess gonorrhea research with the
bibliometric method. Our findings revealed that current research on the saobjgohorrhea has
increased dramatically, as expected, and has covered a wide range of specialties. With a focus on the
United States, American and European institutions are by far the most significant in terms of research
on this topic.

Limitations: Howeve, there are several limitations to this research. Some articles may have been
missing and the number of citations was overestimated because the data was gathered from a single
database (WOS), although the authors believe this is improbabée.content amlyses did not
implement.

CONFLICTS OF INTEREST : No conflict of interest was declared by the authors.
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Abstract

Objective:Considering the fertility status, one out of every ten pregnant women smokes. In our study,
the level of knowledge about the evaluation of smoking status in pregnant women and the harms of
smoking were measured.

Method: It consisted of pregnant women whpplied to family medicine departments affiliated to
Erzurum provinci al public health directorate an
and gynecology outpatient clinic and clinic. The sample size was calculated as 500 individuals at the

99% confidence interval, taking the smoking prevalence of 9%.

Results:When the smoking status of 500 pregnant women participating in the study was questioned, 60
(12.0%) were active smokers, 26 (5.2%) had quit smoking before pregnancy, and 414 (82.8%) It was



determined that he did not smoke. When the knowledge levelggnaptevomen about the harms of
smoking on mother and baby were questioned, it was observed that 176 pregnant women (35.2%) stated
that they had no idea or that smoking did not harm the baby. It was observed that 12 (20%) of the
pregnant women who smokedperenced the threat of premature birth or miscarriage. When the
education levels of pregnant smokers were compared, it was observed that 25 (41.6%) of them had a
university or higher education level. It was observed that pregnant women whose spousés smoke
smoked at a statistically higher rate than remokers (p<0.001). | 162

Discussion:Smoking, which is extremely important for fetal and maternal health, was observed more
frequently in pregnant women with a high sociocultural level and smoking spousesstaadyyiit was
observed that pregnant women who smoked did not have sufficient knowledge about the harms of
smoking. In our country, studies should be organized to raise awareness before and during pregnancy
in pregnant women who do not have sufficient kedge about the harms of smoking.

Keywords:Pregnancy, risk, smoking

1.Girik

Sigara kullanémé, d¢nyadaki °l ¢m nedenl eri ar aseé
mi |l yon KkiKi si garl nCededrkinyilke tfolpmheuknileadridra si gar a
yakaneér ken, gel iiksnmee kstieg aorlaa nt ¢eklekteilneir dgei der ek ar t m
kadeéenl ar d¢kek refah degzeyine sahip kadénlara d
durumu g°z °n¢ne al éndéj énda, hal en?2).@etoppmdal an he
kadéen pop¢l ©syonunda sigara t¢egketiminin artmaseé,
artmaséna n€g3.en ol maktadeéer

Gebeli k sérasénda sigara i-imi sadece dojum °nce
sonrasé sorunlar iile de ilgilidir. Pek -o0ok kadén
olan pekn-dk Kagfum sonrasénda sigara i-meye tek
sajl ejénée olumsuz y°nde etkiley@n -ok °nemli anc
Bu araktérma ve son d°nemlerde yapeélan dijer baz
Il kemi zde gebe kadeéenl ar arasénelae salgamnmaseée i gnémek
Kadénl ar arasénda gebeli kte veya gebelik ©°ncesi
ol masé ciddi bir hal k sajl éjé sorunu olup yeni
-al ekxmal aréengedakr&ktaktinfi @lPmdee mektedir Gebel ikt
ejitim dur umu, eKinin gsliegn@ga akukl| &remé i khet enih
konusunda bilgi d¢BepylEé¢die eldi klkenl eeditelmi gfie Kk
ne gi bi npuarklommrusuadd yeterl.i bilgiye sahip ol
benzerl ik go°st@rdiiji gzl enmiktir

¢al ekmaméz verileri dojrultusunda gebelikte sig
danékmanl|l ék hizmetl er. ve ejitimler verilemek; S
anneye, bebeje ve gebelije olan riskleri azaltel
2. Materyal ve Metot

21.Arakt érmanén kekl:

Erzurum KI Hal k Sajl éje M¢cgderl ¢J¢bne bajlée aile
Kadén Hastal ekliamie] ivev eDoK luimnipjoilne I m¢gr acat eden ¢
tanemlayéecé ve analitik bir anket -al ékmasédeér.
22Arakt érmanén Evreni ve ¥rnekl emi

Erzurum KI Hal k Sajl éejée M¢gdegrl ¢ ¢dbne bajl ée aile
KadéHastal éklaré ve Dojum polikliniji ve klinifiji
b¢e¢yekl ¢ ¢ sigara i -me prevelansé %9 al énar ak, %
(Epi I nfo programe) . Ar aktyemarnya ¥ade&lk mariyép kad-ull



beyekl ¢ ¢néegn tamamlanmaseé hedefl enmektedir. Ar a
bakvuran, araktérmaya al énma °| -¢tlerine uyan ge
23 Araktérma Verilerinin Toplanmasénda Kzl enen Yo
Ver i toplamada izl enen akamal ar ; Hastanenin poli
sajl ejé merkezine bakvuran gebel er ile tanékel d
kadénlar dejerlendirildn. kAdarnt arncmayasRaeél| oagsen
arakteérmacé tarafeéndan y¢z yéze g°re¢kme tekniji
kadén i-in ortalama 10 dakika s¢rdye.
24Ar akt érmaneén Etik Y°ng

Araktérma i-in Atatg¢rbBeKarnlvejrsdndcasn ITT@E.pl 1k a2k0ell?2t ¢
numar al &, eti k kurul onayeé al énde. Arakteéerma ya
pol ikl inifiJi sorumlu hemkiresi, -alékma konusu v
Ayr &caurum KI Hal k Sajléeje M¢cgderl ¢ ¢ Bili msel At
al endeé tal ékxkmanén ama- ve i-erifji gebe kadeénl a
eden g°n¢ll ¢ gebe kadénlardan onam al éndeé.
25Veril eishi Ksebat A-édan Dejerlendiril mesi
Araktéerma verisi ASPSS (Statistical Package for
I L) o araceéel éejeyla bil gi sayar ortaméena yé¢kl end
ort al amaNst atandaaminimusneapknsai , muam) frekans daj él emée v

Kategorik dejikkenl erinKareg eTd tnidi uyngewsli anddeé .Pear s
26Ar akt @érmanén B¢t -esi

Her hangi bir kiki ya da kurumdan destek al énmame
3. Bulgular

¢al ek mameéezkad Esazjuréukm M¢derl ¢j ¢ne bajlé aile sajl é
l'niversitesi Kadén ve Dojum Hast a30@ gebeyea anketp ol i k|
uygulandé. Arakteéermaya kat él aSosybdemog laéi kn°yak | okt
bakéeldejénda 3126sinin (%62, 4) | i se vetada&hkanay ¢ k
durumlaréna bakeéeldéejéenda 3376sinin (%67, 4) ev

3396unun (%67, 8) kKehmigh diper lAe aikn e Mmagyra kajte& |l @gh g e
sosyal g¢vencesinin olduju, ortabka8améd Paehd& gel ir
2999 TL arasé gelir d¢gzeyi ol duju g°or¢lde.

Kat él emcél aréen sigara i -6medéediernu nil%lr2e 09 o ragku li af n dséi]
266séenén (5, 2) gebeli k °ncesi sigara i-meyi béer
bakéldejénda 186d6séenén (%37,2) birinci gebelifji

Sigara i-enler i | e yaaikg aorra ail -amay eamléerararsa&aqnamdas i ¢
ol mak ¢zere istatistiksel olarak anlamleée fark te
Kat él emcél arén gebelik ©°nces8i3b6sin®hanb6aé) -gepbeéel mked
sigara i-tijGebgelri¢kl nferkd esii ddi gara i -en katél @ mc
sigara i-meye devam ettiiji, .- kikinin de gebeli
Kat él emcélarén eklerinin sigara i-me duramfmdi sor
gzl endi EkKl eri sigara i-en gebelerin i-meyenle
i-tiji g°zlendi (p<0,001).

Kat el émceéel arén d¢kegk tehdi di veya erken dojum te
(%6, 8) eddgkdk veya erken dojum tehdidi yakadej e

erken dojum tehdi di yakamadejée veya il k gebelif]i
tehdi di yakayép yakamadeée] e h &igkainednal efridler i% oll5mad
i-meyenlerde ise bu oKah & Poé ric éoll aarréank d oejsupm t kK eekdliil
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4. T a Ktm&a

Sigarakullanmaor anéné ve il ikkild:@ faktorl eri belirl eme
czerindeki et kil eri a-éséendan gebelerin bilin- ¢
sigara i-en bireylerle yeakayaenmiyylhxdlake] iptoipm!| d g
sigaranén zararl aréna dair bilgisin olmaséna raj
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yada

| kemi zde sigara bajémleléje -ok cidd
dilir °l ¢mlerin en bakta gelen sebe
e bir sosyal zehirlenme ve neden ol d
apma °zellijuriume dleampak k@aJgarink a b ma k
l enmesi uygulanan sajl ék politikala
elikmekte olan ¢l kel erde uygulanan
Buwiart ekl ari t9 zelolliakrlaek hgeedhe-fl er i ve kad
r Kadénlarda ortaya -ékan sigara baj
Yapélan -al ekmal a-tdaosagandabggekel EKk
s¢rd@mnde] ¢ g%zl enmi ktiir

Gebeli kte sigara kull anél masé gebenin yané sér a
sorunu haline gelmekted{d.0). Gebeli k d°neminde sigara i-il mesi
ol mak eétzéesréen fgel i ki mine ve gebelijin b¢gten safha
Ayréca gebelikte i-ilen sigaranén uzun vadede - ¢
sorunlar,alkclu y ukt ur ucu kuIIanémé,squlemIIerhe d°'h|epn|21dcb|)k
-ocukluk d°nemi kanserleri ve j(31% hast al

ol
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Sigara i-en kadénl ar én gebeliklerl s¢resion
-aléextéekl ar é, ancak bu d°nemde IResBenhdagede
-al éxasnilgaarréan éin- en gebe kadénlara yardémceée ol
daha sonra kadénl arén sigarayé bérakmal aréna y?°
Sigara i-en kadénl arén gebenlciiklter ibmersitiektdee ©Ab 1d &
trimesterde %62 oranénda artma g°zlendiji ve dc
%506sinde sigara ii-meye tekrar baklama ejil i mi:
sigaranén ann& y=zerbierbee ke tskaijslieji l e il gil i bil gil
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zgebel erde sigara kullanémé ve sigaran 18
-al ecemahamidh dogzgwi d¢kKeéek ol an gebeleI ge
gzl enmi ktir. Ayréca Mbhardguijler d¢ganépydadaenada
mi ktir. Sigara i-en gebelerin yerlexkximyer
é oranda sigara kull an jée g°zlenmiktir. ¢a
olan gebelerimmr ané daha y¢ksek k g°zlemlendi,
mesl|l ek gruplaréna nazaran a Yy¢ksek siga
karkél aktérmasénda ise mevc eski aker veerl
pazarénén ©°zellikle ulaxkxmak istedi]i kitle
temas edebildijini g°stermekteydi
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i
'l kemi zde gebelerin sigaranén fetus éZ

e
- alnadakda %4846 9, 2 ar asénda bil gi sahi bi ol madej é g
%1506e kadar geril emik ol arak g°zlendi. Bu durum

artan ancak buna rajmen iekomeye kdedvamyedegnrg klsekt Hé
karkéya olundujunun en acé somut bir g°stergesi

Sigaranén gebelerde kullanél masénén en ©°neml:i n
Yapélan -alékmalarda si giamadeé -eingagreédeil etriijni %gsdl
verilerinde sigara i-en gebelerin %8506inin exini
i-iminin engell emesinde sadece gebelere uygul ana
birl i kte uygulanmasé gereklilijinin en °nemli g°st
Gebenin sigara i-iminin fetg¢gs ve kendi sajl ejeée

mutl aka gebeli k boyunca sigara i-1i mi davme&neéKken:
tedavi si daha ajérl ékta ol mal éder . Aj ér i -icil
ol maktader. Ayné evde yakayan t¢,m Kkikilerin siga
tcal eékmamézén evreni ©°zelli kl e kErpzsuarduénj € lii--ivne a-ielve
ekonomi k d¢gzeyleri ve ejitim sewekgpoemi godgrkyova
seviyesinin keérsal ve kent sel pop¢l asyondaki ge
sahip -al ékunadlamaktishdé&ry.a- d

Sonu- olarak fet¢s ve anne sajléejeée i-in °nemli

-al éexkxmal aré artérélmale ve ©°zellikle gebelik pl a
farmakol oji k tedawvl duhubbi kadaupkasentceden bér ak
edilmelidir.
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AkcijJer Nalalsit aMmaasai Trombosit/ al b¢gmin Oran
Mortalite Belirteci Olabilir Mi’

Dr. Pénar Atage¢n Geney
'Kokuyolu Y¢gksek Khtisas E. A.H

¥zet

GKRKKk : Son yéell arda t¢m tedavi se-enekl erinirt
transplantasyonss aj kal émé artérabilecek bir tedavi se-el
karkél amal aréna rajmen, akcijer nakl:@ adayl ar é& h
bek yéll ek sajkal éma sahiptirasyBwmu- dl-@kmadredg e rd e
d°nem akciijer hastal é] & ol an hastalarda trombos
tahmin g¢cecegneg dejerl endir mek. Y°nt eml er : Retrosy
araseéenda ¢ - ¢ nacset abnaesdaemadk9 baikrc ihf er nakl| i vakaseé i n¢
ve °len olarak gruplandeér él mexkteér . Grupl ar ; y aKk
Kndeksi), Albe¢gmin (g/dl), BUN (Kaar !¢tER0R2z/t@D) ,( ml
( 103 [ OL), Pl at el eAl b(ulmdi3n ORAt i oP)AOp & rPd me terl eelte r |
analizine g°re kesme dejeri, PAR 7. 6' Hhagentesta | t & v
kull anél de tek | cdejpiriokgeamlisit i kndlakzlPr |l er.i anal i z ¢
Bul gul ar : 59 denej i n nbebd)y amne yearkkee k4 8c i(n%9iby eGA: %/8
°l enl er vakal ar én %4 4, 1" i ni ol ukt ur uyablotde . ¢al e
°czetl enmi ktir. Saj kal éme et loiflfeye/n 6f) akdterelrdr diarha
anl amlé bir parametre bulunamadé. ¢ok deji kkenl:i
saptanmadé. Sonu-é¢ VYARal bgmmbokombismag&egonu,; anc:
prognostik fakt®©or bul amadeék. Ancak mevcut -al e
-al exmase ol maséeder . Daha fazl a hast a sayése

dée¢kKenegyoruz.

Anahtar Kelimeler:Ak ci J er Nakl i, Prognosti k Fakto°rler, Saj

Can Platelet/albumin Ratio Be a Indicator of-Year Mortality PostTransplantation in Patients
Pre-Lung Transplantation’

Abstract

INTRODUCTION: In recent years, lung transplantation has bezca treatment option that can

increase survival in lung diseases where all treatment options have been exhausted. Although meeting
these general criteria, lung transplant candidates still have loweryae survival than other solid

organ transplant reipients. The aim of this study; To evaluate the predictive power of
thrombocyte/albumin ratio on survival outcomes in patients withstéage lung disease who were
evaluated for lung transplantation. Methods: The retrospective cohort study, 59 lung darsnsgses

in a tertiary hospital between December 2016 and January 2020 were examined. Groups were grouped

into living and dying within 1 year. Groups; age, gender, underlying diseases, BMI (Body Mass Index),
Albumin (g / dI), BUN (Blood Urea Nitrogen )¢gm / d|I ) , creatinine (mg [/ d



Lymphocyte ( 103/ OL), P-Albumie Raid) patamdeds/wéré jgomparBdd O ( P |
The cutoff value by ROC analysis was PAR 7.6 below and abovesdDare test was used to compare

the graips. Cox regression was used to analyze prognostic factors with multivariate analyses. Results:
The median age of 59 subjects was 48 (95% Cb&8and male gender was 76.3%. Those who died
within one year were 44.1% of the cases. Demographic and clfegtaires of the study are summarized

in Tablel. When the factors affecting survival were examined, no clinically significant parameter was
found, including the PAR cufff (7.6) value. In the multivariate analysis, PAR score was not detected 168
as an indepedent risk factor. Result: PAR, the combination of platelet count and albumin; although we
could not find a strong prognostic factor in our study. However, the most important limitation of the
current study is that it is a small sample study. We thinkvieabeed to conduct prospective studies

with a larger number of patients.

Keywords:Lung Transplantation, Prognostic Factors, Survival

Girik

Son yéllarda akcifjer nakl i, tem tedavi se-enek
artérabetteani bse-enefNakiall i waep glethamd xa,i r2 vyel -0
°l ¢m ol aséléejénén %50'den fazla ol mase, nakil de
ol masé durumunda hastalar akéAntfak né&aklijei-nakhid
sajlanan b¢ten gelikmel ere kar kén, BBl a- apleékk maonke |
amacé; son d°nem akcijer hastal aréeneén akcijer

trombosi t/ al bksantiénm osroannue-niéanh Bsiagjzg¢ ¢ pdekdejerl endi |
Materyal-Metod

Bu -al ékma retrospektif kohor-tOcak20P08acimesirsl€Kamal a r a k
Kokuyolu Y¢gksek Khtisas Ejitim vesiArdaex td k ania] eHa s
yapélan hastalarén dosyalarée incelenerek veriler
yatan hastal ék gruplaréna g°re Kronik obstrukt

hastaléklaré (SiAjHgr, Kadtealséaklsaryel ( KAH) ve idiopa
( KPAH) ekl inde k¢gmelendirildi. Gruplar yakayan
y aKk, C|nS|yet, altta yatan hastal ékl(@o@&UreaVKK (V
Nitrogen) ( mg/ d1 ), kreat i ni¥nOLOmg/ AN @ loxsli °t kPoffsalde)l,e1 P AQL O

(PlateletAl b u mi n Orané) paramaterelernanéséhdanekagstk
ROC anal i zdfnfe dy€jredr.ic UBlred plrd reénrd k &kraw @l dwetsé@ i é lkmd 4 @&n
e

dejikkenl: i ve -0k dejikkenli analizler il genel
i -in Cox regresyonu kullanel deé.

Bulgular

59 ol gunun ort anc5),egrakek 48Bi ns¥%9ybe tGA%7 .83 i di . Bir
% 44. 106 I idi.Altta yatan hastalék gruplaréena g
%33. 96unu SAH grubunu, %44. 16¢,¢ KAH grubu ve bir
VKK de@®#i6.384, albuminind4dmédiapldepbet #tedd{ an6d:
(212.2 x1§ O331.7 x1& OL) idi . ¢tal ékmanén demogtade k ve
°czetlenmi ktir., Sajkalemé etkileyedarn alkdrkélean daé]
cinsiyet,yak, VKK, BUN, kreatinin, |l °kosit,|lenfosit

fark bulunamadéeée. Mul t i v ard)ivecti en sd ryaeltri izZtskg @Ras& 2Asrkeo r a
saptanmade.

Sonu-

Trombosve alalygmiénin kombinasyonu olan PAO; infl a
olan bir belirte-tir.Her nekadar -al éeékmaméezda gy¢
trombosit sayeésé ve serum al bumpammeraerdaAn@ala bul un
mevcut -al ékmanén en °neml:i sénérl amasé spesifik



bir arakKkteéer ma
d¢kegnmekteyi z.

ol mas éeikeédleriyedPalg& tatleamhhat ayapimases

Tablo1:AlttaYat v | I adlF f Pl DNXzLI | NPyl 31 NB 5SY23NJI T
Toplam:59 KOAH (n=12, SAH(n=20, IAH (n=26, PVH (n=1, 1.7%)
20.3%) 33.9%) 44.1%) | 169
Yak, med75%)n| 48(2856) 56 (5458) 28 (2338) 52 (4658) 25 (2525)
Cinsiyet,male, n(%) 45(76.3) 9 (20) 11 (24.4) 25 (55.6) 0 (0)
VKK 3k g/ m 24(19.726.8) 25.5(23.826.1) 19.8 (16.522.4) 26.3 (22.228.6) 16.6 (16.616.6)
median(25%75%)
Mortalite, n (%) 26(44.1) 7 (26.9) 10 (38.5) 9(34.6) 0 (0)
Albumin(g/dl), 3.8(3.64.2) 4.0(3.7#4.2) 3.7 (3.54.0) 4.0 (3.74.3) 2.6 (2.62.6)
median(25%75%)
BUN (mg/dl), 26(2032) 26 (19.531.5) 24 (15.527.5) 27 (2336) 89 (8989)
median(25%75%)
Kreatinin (mg/dl), 0.69(0.460.78) 0.56 (0.530.71) | 0.48 (0.460.70) 0.78 (0.720.88) 0.38(0.380.38)
median(25%75%)
L°kos¥i ®L()1L,0 9.1(6.910.6) 7.8 (6.48.8) 9.4 (6.510.7) 9.7 (7.511.4) 9.1 (9.19.1)
median(25%75%)
Lenfosit(16/ OL ) , 1.6(1.32.5) 1.4(1.62.3) 1.6(1.42.5) 2.0 (1.32.7) 2.3(2.32.3)
median(25%75%)
Platelet (16 OL ) , 259,5(212.2331.7) | 297 (228365) 244 (206331) 275 (231331) 181 (181181)
median(25%75%)
PAO, median(25% 6.7(5.38.6) 6.9 (5.68.6) 8.3 (5.811.4) 6.3 (4.87.6) 17.1(17.117.1)
75%)
PAR(>7.6 x18), n(%) 7 (22.6) 13 (41.9) 10 (32.3) 13.2)
VK: VKcut e Kndeksi; BUN: KAhbtmenA@obanog; PKOAHP|I Kt ehek Obsf{
Sup¢ratif Akcijer Hastaleéejé; | AH: Il nterstisial Akcijer H{
Tablo2:Saj kal emé Etkileyen Faktorl er
1vyel K-inde ¥ Yakayan( n=33| Pvalue
44.1%)
Cinsiyet, male, n(%) 20 (44.4%) 25 (55.6%) 0.579
Yak, med7b%)n| 54(2857) 46 (3355) 0.418
VKK, 3, kg/ m | 23.8(2027) 24 (1826.3) 0.431
median(25%75%)
BUN, (mg/dl), 27 (2432) 24 (2032) 0.210
median(25%75%)
Kreatinin, (mg/dl), 0.68 (0.490.76) 0.73 (0.450.78) 0.551
median(25%75%)
L°kos#tOL) (, 1| 8.5(6.99.8) 9.6 (7.010.9) 0.275
median(25%75%)
Lenfosit, (1¢ OL) , 1.6 (1.22.5) 2.1(1.32.4) 0.284
median(25%75%)
PAO (>7.6x10), n(%) 15 (44.8%) 15 (55.2%) 0.290
VK: Vgcut Kitle Kndeksi; B-BANbukKan pPranéAzot u; P
Ki-kare
Table 3:¢ a | € Kk ma-Regrasyo@ Analizi
HR %95 CI P value
Cinsiyet 8.4 7.09.9 0.885
PAO (>7.6 x10) 7.5 7.09.6 0.357
HR: Hazard Ratio, Cl: Confidence Interval, PAO: Platéddt b u mi n  Or an é
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The Relationship Between TpE Interval and Prognostic Nutritional Index in

Hypertension Patients

Uzman Dr. 'Sdvman ¥Rrer Nurgt®mmhnkbnt ¢ EkUzmanDrAy d é n
Dile Cahide Haznedar Keérceé
TrabzonKanun Ej i tim ve Araxktérma Hastanes|
*Corresponding author: Savak °zer
¥zet
Ama- e Tapr al €] e, ventrike¢l er repol arizasyonu g°s
dal gasénén tepe noktasé ile sonu arasemdakky¢lagrs
aritmilerin invazif ol mayan bir belirleyicisi C
albgmin ve | enfosit dejerleri kardiyak parametr
hesaplanan bir parameéeki &di kIl BNKioi anli &ki @dcdd dej i
yeterl i edebi yat dejildir. ¢al @ékmamézda, mal i gn
aralejé, hipertansiyon kardiyak et kil ebirietkisil e il g
olup ol madejéené dejerlendirmek i-in plan yaptek.
ile takip edilen kardiyol oji poli klinijine bakvu
e araléeje, T dzml—gaasasteelpﬂakmolmteasiéelIodaarak t anéeml
(g/ dL)) + (0.005 x toplam |l enfosit ayeéese)] for
Ortanca PNI dejeri 47 ol ar ak bedalafahéekjeareladir&ik |
karkél akteéerel de. Bul gul ar : ¢al ekxmaya dahil edi
czelli keearahvek Tperel eri Tablo 1'"de g°%°steril mikt
PNI dejeri 47 ol arak7hesaphhdadndéanPdlrapéhejarases
i statistiksel ol arak anlamleée bir il i kKki yokt u.
belirteci olarak kabul edilen @ ar al éj énda PNI dej er.i anl amlé bir

Anahtar Kelimeler:Pr ognosti ¢ NutEr iKtnitcemavlal Kn dHeyxp,erTtpensi on.

The Relationship Between TFg Interval and Prognostic Nutritional Index in Hypertension Patients

Abstract
Background:

Tee interval is the interval between the peak and the end of thav& measured on

electrocardiography (ECG), which shows ventricular repolarization, and the deceleration of its interval

is considered a nemvasive predictor of malignant ventricular arrhythmias. Prognostic nutritional
index (PNI), is a parameter thas icalculated using the values of albumin and lymphocyte decline in
cardiac parameters in patients with hypertension PNI is not enough literature about arrhythmias that
may develop secondary to changes in rates of PNI.In our study, taenigrval, whichis known to

cause an increase in the risk of malignant arrhythmia, was measured by measuring the PNI values
associated with cardiac effects in patients with hypertension, we planned to evaluate whether it has an
effect on arrhythmia. Material and methodgpproximately 65 patients with a low PNI and 65 with a



high PNI were included in the study who were admitted to the cardiology outpatient clinic who were
followed up with a diagnosis of hypertension. ThesTipterval was defined as the distance between th
T-wave peak and endP N | [ (10 T serum albumin (g/dL)) + (0.
laboratory values were calculated using the formula. The median PNI value was determined as 47 and
the Tpe interval Dec determined between the two groupsvétees were compared. Results: The
demographic, laboratory characteristics and-&nterval duration of the patients included in the study

were as shown in Table 1. The prognostic PNI value obtained by median analysis was calculated as| 4772
There was notatistically significant relationship between -Egnterval between the groups with a PNI

value <47 and >47. Conclusion: The PNI value does not make a significant difference in-¢he Tp
interval, which is considered to be markers of arrhythmia in patieittsarterial hypertension.

KeywordsPr ognosti k BesH eArnmael enéd e kHsiip,erTtpansi yon.

Background

Tp-e interval is the interval between the peak and the end of the T wave measured on electrocardiography
(ECG), which shows ventular repolarizatn, and the eceleration of its interval is considered a non
invasive predictor of malignant ventricular arrhythmias. Prognostic nutritional index (PNI), is a
parameter that is calculated using theueal of aloumin antymphocytedecline in cardiaparameters

in patients with hypertension PNI istrenough literature about arrhythmias that may develop secondary

to changes in rates of PNh our study, the Ty interval, which is known to cause an increase in the

risk of malignant arrhythmia, was neaed by measuring the PNI values associated with cardiac effects

in patients with hypertension, we planned to evaluate whether it has an effect on arrhythmia.

Material and methods

Approximately 65 patients with a low PNI and 65 with a high PNI were iecluid the study who were
admitted to the cardiology outpatient clinic who were followed up with a diagnosis of hypertension. The
Tp-e interval was defined as the distance betweend&aTve peak and end PNI
(g/dL)) + (0.005 x totalymphocyte count)] with laboratory values were calculated using the formula.
The median PNI value was determined as 47 and the ilfiferval Dec determined between the two
groups the values were compared.

Results

The demographic, laboratory characteristicgl Tpe interval duration of the patients included in the
study were as shown ifable 1 The prognostic PNI value obtained by median analysis was calculated
as 47. There was no statistically significant relationship betweeanimigrval between the gips with

a PNI value <47 and >47.

Conclusion

The PNI value does not make a significant difference in the perval, which is considered to be
markers of arrhythmia in patients with arterial hypertension.

Table 1.Demographic characteristics and electrocardiographic data of PNI groups

Variables PNI< 47 (n:65) PNI> 47 (n:66) P value
Age (years) 6 3N5 59N4 0.215
Gender, female (%) 43 (%66.2) 37 (%56.1) 0.236
Glucose (mg/dL) 97N17 101N21 0.231
Creatinine (mg/dL) 1. 1N0. 2 1. 0N 0. ] 0.960
Total protein (g/dl) 73N4 76N10 0.000
Albumin (g/dl) 44 N2 49N10 0.000
Whc (mcL) 10. 2N3 9. 3N4 0.320
CRP (mg/L) 5< 5< 1.000
Neutrophils (mcL) 4. 4N1. 7 4. 6N1. 4 0.217
Lymphocyte (mcL) 2.3N0. 7 2. 6N0. 8 0.018




Variables PNI< 47 ( n:65) PNI> 47 (n:66) P value
EF 6 0N2 61N2 0.968
PNI 44N1. 6 49N1. 8 0.000
Tp-e intervale 64N8 62N7 0.637
Numeri cal dat a

(%).Wbc: White blood cells CRP: C-reactive proteinEF: Ejection Fraction, PNI: Prognostic

ar e

expressed

nutritionalindex, Tp-e: T wave peak and end point interval.

as

mean

N

standar
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COVID -19 Enfeksiyon Seyrinin Erkek CinsiyetileK* i kK ki s i

Uzman Dr. Aysima Bulca Acar

SB! AnHjailtyiam ve Arakteérma Hastanesi, Aile
¥zet
Ama - : a0OVielmfeksiyon seyrinde yack, kardi yovaskyg¢l
di yabet gi bi komorbiditeler olumsuz progrdaost i k f
erkekl erde hastal ék seyrinin daha kiddetli ol duj
Bu -alékmada ayné aile i-indeki erkek bi-i%yl er de
enf eksiyon seyrindeiknmerkol gma- lialnimékitre r f i Ki°mt e oh:
hastanemi zde 15.03.2020 ile 1.10. 2020t amadél atlt o
dojrulanan kikiler oluxkturdu. Bu kikilerden 18 vy
ki Kimayaa eékahi I edi | di . Hayatéené kaybeden hast al
ailesinde en az bir b|rey|n daha tané alma dur ul
pozitif hastadan hayaténé kaWheédeéni Rénk &t él & mc é 0
%53, 96u (n=41) erkekt:. Hastal arén cinsiyet ve s
°l ¢m¢ne kadar ge-en s¢gre araseénda i statistiksel
¢al ekxkmada Kk enadmasnil éi lod ae@ ak ojlu veya erkek torun
d°n¢k klinik seyri arakteéer él de Hastalardan 3606¢
ol duj u; 16inin ise erkek torununutnakiog |adciulnmiog | a
belirlendi. Sonu-19 arfweklsaryomészs (;C@¥liDmortalite i
erkek aile bireylerinin de enfeksiyon seyri a-@€s

Anahtar Kelimeler:Cinsiyet, COVIDB19, Erkek, Mortalite.

Clinical Course of COVID19 Infection in Male Gender

Abstract

Purpose: Comorbidities such as age, cardiovascular diseases, malignancies, diabetes are stated as
negative prognostic factors in the course of the COWlisease. In adddn, studies have shown that

the course of the disease is more severe and the death rate is higher in men. In this study, it was aimed
to get an idea about the role of male gender in the course of CO¥libfection by examining the

course of the disease inale individuals in the same family. Materials and Methods: The population of

the study consisted of people who were confirmed to be diagnosed with-COWOPCR test between
15.03.2020 and 1.10.2020 in our hospital. Among these people, 76 peopleBagrears and older,

whose course of infection resulted in death, were included in the study. The patients who lost their lives
were analyzed according to their gender and the diagnosis status of at least one other member of their
family simultaneously. Relsst In the study, the mean age of 76 participants who lost their lives from
4490PCRposi tive patients was 71.3N12.8, while 46. 1"
There was no statistically significant correlation between the time from PCRvpgsit death
according to gender and smoking status of the patients (p=0.770; p=0.985). In the study, clinical course
of 4 male patients, whose son or grandson was infected simultaneously, was investigated retrospectively.



It was determined that the sohtbree of the patients had a history of hospitalization in the service or
intensive care unit and the grandson (son of his son) of one patient's was followed up at home with the
complaint of shortness of breath. Conclusion: Our results support that araity fmembers of male
patients whose COVHR9 infection process resulted in death are also at risk for the course of infection.

Keywords:Gender, COVIB19, Man, Mortality.
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Betacorainlagsirgde yer al an-Co\e2 hwiyragsée négerhdn éd erd el d
19 enfeksiyonuna ilikkin -aléexkxmalar ¢l kemizde ve
seyrinde gastrointestinal ve n?®sel djei khasiadtée nmee t
vakalar -oju zaman solunum si st &kmularak dnfeksiyiotum k k i | i
neden ol duju koage¢lopati, septik Kok ve nfetabol.i
Hastal é]J én ksaerydriiynodvea sk gk er hastal ekl ar, hi pert a
komorbiditeler olumsuz progflAgté&afakte&kmerlrarnda
enfeksiyonu insidansénén her i ki cihsiget hasudeal
seyrinin daha «kiddet/|| ol duj u, hastanede yateék s
ol duju bel% ' rtil mektedir.

Géenegmegzde cinsiyetl9dentimbaugolROVYERrine et kisini
cinsi yeetper obganffjost i k farkl él ékl ar ve olasé nedenl e

Bu -alékmada ayné aile i-indeki erkek bid®eyl erde
enf eksiyon seyrindeki rol ¢ne i likkin fikir edinn

Materyal ve Metot

¢al ékma Grupl ar e

Bu retrospektif ve kesitsel -aléekxkmaya 15.03. 20z
l'niversitesi Antalya Ejitim ve AdaktafmksHgshan
aldejé dojrubbnbhneddbdi ki Bu Hikilerden 18 yak Vv
sonu-lanan 76 kikinin cinsiyet durumu ve kendi si
az bir bireyin daha tané al ma dureylermmdeaanazbirimincel end

daha tané aldejé 16 vefat eden kikiden erkek cin
cinsiyet durumu ve enfeksiyon seyri incelerliu 6 ki ki den 26sinin enfekte
cinsiyetntealeomli made -alékmadan déklandée ve hayat €
enfekte olan erkek aile bireylerinde enfeksiyonun klinik seyri incelendi.

4490 PCR pozitif hasta

!

76 dliim

!

16’sinun ailesinde es
zamanl pozitiflik 6’51 erkek

l

4 erkegin aile
icinde erkek yakim
es zamanh pozitif

lo’u kadin

keki¢lalle.k manén akék tasar émeé



¢tal éekmaya baklamadan °-6#8&eBbbaj] méembBR&karwk o mubOYRED
k Bil

Kl Sajl ék M¢cgder 7771y rad/eers e( 43 @99 47 Sajl é i ml e
Araktérma Hastanesi Kl'ini k Araktérmal ar Eti k Ku
ger ekl i ivei hleere &l ésdgl ék Megderl ¢j ¢ sajl ek hizme
Kstatistiksel Anali z
Kategorik dejikkenler frekans (n) ve y¢zde (]%96,
medyan(mimima ks ) dejerl eri il &l@Mstvanmrislamiémtiei Shalonr ma W
edi |l mi ktir. Cinsiyete g°re PCR pozitiflij-inden ¢
Whitney U test vV e sigar a kull anéména g°re PCR
kar kél akt @&gkad@Waralsiésn dtaeskir kul |l anél mékt éer . Yak il e
s¢re araséndaki ilikki Spearman korelasyon testi
programée (I BM Corp., Ar monk, N Y, erléiBstaijstikselolaraky a p € | m
anlaml é kabul edi |l mi ktir.
Bulgular
tal ékmada 4490 PCR pozitif hastadan7HagBdtl@n & Kk &\
%46, 10i (n=35) kadén; %53, 96u (n=41) er kektii
uIaKeIamazken -ojunlujunun sigara kullanmadeéej é& b
TablolHast al ademogosayok °zellikleri

Deji kkenler n=76

Yak (yel), ortNSS 71,3N12, 8

Cinsiyet, n(%)

Kadén 35(46,1)

Erkek 41(53,9)

Sigara (n=71), n(%)

Kull anméyor 59(83,1)

Kull anéyor 7(9,9)

Bér akméck 5(7)

PCR pozitiflijinden 15(1-64)

(ge¢n), maemndkg)an ( min

¢tal ékmada enfekte ol an hast Iarén °l ¢m orané %l
kullanéem durumloziéndl|l gfredR@R°1 ¢ m¢gne kadar ge- el
anlamleé ilikki bulunmadé (Tablo 2).
Tablo2Hast al arén cinsiyet ve sigara kullaném dur ut
ge-en sg¢re

Dejikkenler Medyan (min-maks) p

Cinsiyet

Kadeén 15(1-64) 0,770

Erkek 15(1-33)

Sigara (n=71)

Kul l anméyor 15(1-64) 0,985

Kull anéyor 18(1-24)



Deji kkenler Medyan (min-maks) p

Bér akmecx 13(531)
Sigara (n=71)
Kull anméyor 15(1-64) 0,969
Kull anéyor/ B¢ 16(1-31) | 177

MannWhitney U test, KruskalWallis test.

Hayaténé kaybeden hastalarén °l ¢m yakéna g°re de
frekans artéké olduju belirlendi (kekil 2).
Mean = 71,28
125 '\5312.7[)6ev. =12841
10,0
g
4 75
v
=
50
25
00
40 60 80 100
Yas
kekiHas2.al ar én yaka g°re dajél éme
Yak ile PCR pozitiflijinden i°le;nies tkaatdiasrt i kes-edn osl
il i Kk bulunmadeée (p=0, 169)
100
e : ,=-‘= .
Py 60 ...:".
40 ’ .
‘ =-0,160; p=0,169
I 20 40 an
PCR pozitifliginden 6liime kadar
gecen siire (giin)
kekiYlak3.il e PCR pozitiflijinden °Il ¢ me kadar
Kat el emcélardan 166sénén ailesinde kan bajénén
66sémé&n odrduj u belirlendi. Bu kikilerden kendi si
olan 4 erkek hastanén seyri i n elé énéeksigonu neddra itet a |l ar ¢
servis ya da yojun bakeéem yaetré&kke& o oomruansuén utna bl wrjd w r
nefes darl éejée kikayeti ile takip edildijJi belir]l
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Bu -aléekmdd®da iC@Vielhf ekte ve klin
cyelerinin de enfeksipbdufeybely €
sigara kullaném durumlaréna g°re PC
l arak anlamleée ili«kKki bulunmaméxkt eéer .
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éekmada hayaténé kaybeden 76 haisntdaenné n° |c¢immgsni ey ekt
ge-en s¢re arasénda ise istatistiksel ol arak anl
n

i k kokull9 amoernt aQQMleDsi ¢zeri ndeki prognosti k
b¢yeéek °1-¢de dejJikKtCQVID-19e °bdmyaarkk ngaerbiedndea gi n
belirtiimektedir***2

¢tal eékmamézda hayaténé kaybeden 76 katél emcéneéen
kaybeden hastalar ©°1 ¢ éna e dejerlendiri
0 u

ger
belirgin bir frekans arte | duj saptanméext

M

r

olumsuz prognostik fakt°rler olarak dejerlendiri
ve yaka bajlée olarak azbhkemasékkmuht emélabi mmoun Ba
pozitiflijinden ©°1 ¢ me kadar ge-en s¢re incelen
bul unmaméxt eéer

Literatg¢rd tet e 9kihlalsa mé g e nCOVIdE i y e tini ve °]
| é

e e
inceleyen -aléxkmalarda t¢ten kull anéménén hast al
-al ékmalarén yemBludejad exdmaglamenkatyeadiérn.é kaybeden
durumlaréna g°re PCR koddartidgeié¢mndegne®°igmeghendi ]
°]l ¢me kadar ge-en zaman arasénda istatistiksel o
¢tal ékmamézda 15.03.2020 i | e-Cdv-21 0Ov.i2r0s2s0¢, tialrei hé et ¢
hastal ar ani kilnicneilke nane wt i r . Bu d°nem d¢gnyada hen.
et kinlifJi kanéetl|l anmék -19p eean ff @ ks i hyeornh atnegd a vhisri nC 0O



d°nemdir . Bu nedenl e -al é@ékmamézda y ékileyelilkcekn hast
tedavilerin olmadéjé d¢kegnegl erek kl'inik sonu-1a
dekenegl mektedir . Bu -aléekmamézén ¢stenl ] ¢der .
Buna rajmen -alékmada hayaténé kaybeden rlr&kek hi;
enfekte olan yalnézca 4 hasta ol masé nedeni il e
Bu -al ékmamézén kéesétl el éklaréndandeéer . | 179
tal exmamezda &OVélDsi yon seyri mortalite ile sol
bireylerinindeerd k si yon seyri a-éséndan risk alténda ol dt
ge-er | bilgilerel@l afadkd i mganisewnr COVI® cinsiye
bilimine dayanan analizl erlve yaoKélnen,k ezdha -qd ik
varder .
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Akut Koroner Sendromlu Yakl e Hadehtardhe GeEy
Nedenl ere Bajlée Mbdirklail i te Arasénda

Uzman ¥zge ¢ak m&ibf.DK @rhaa Madén n
'Ankara kehir Hastanesi

*Corresponding author: ¥zge ¢akmak Ka

¥zet

Girik Akut koroner sendromlu yakl é hastalar, g e
riski altendadeéer. Geriatrik besl ekinmel & iisrkd é lndierke
besl enme durumunu dejerlendirmek i-in basitlexkti
koroner sendromlu yakl é& hastalarda GNRI il e ty¢
dejerlendirdi k. aY?tertembepekt Bl ga&k&é&rmsel ol arak t
2020 arasénda, akut koroner sendrom il e bakvur an
il e hesapl anan kabul GNRI seviyelerigogm medenlterrd
bajl é ©°lI'¢m olarak belirlendi Bul gul ar : Medyan (
105) . Daha d¢k¢k GNRI seviyelerinde hastalar il e
Takip s¢resi -Meoyeurnrciaj, r itkleaeptl ialnl e r arasénda °l ¢m o
farkl el ek g°stermiktir ( GNRI <97 :-rankop 3.0.0001). 97 il ¢
Uni variate regresyon analizinde d¢ke¢egk GNRI, t ¢m
olarak bulunduar d é@éndan mul tivariate analizinde yack, di
dejerl eri il e kardiyovaske¢ler risk faktorleri i-
bajl ée °l ¢megn bajémseéz bir °ngNRId ¢ gkaris ¢y @l lagd atka 9
nedenl ere bajlée mortalite ile ilixkkiliydi. GNRI '
yakl e hastalarda terap®tik yaklakéma yardéemcé ol
Anahtar Kelimeler:Ger i atri k Bes | enme, ARutKkokoneKSeddem s i , Yak!| & |

Relationship Between the Geriatric Nutritional Risk Index and Allause Mortality in Elderly
Patients With Acute Coronary Syndrome

Abstract

Background: Elderly patients with acute coronary syndrome are at higher risk of mouaality

morbidity than younger patients. The geriatric nutritional risk index (GNRI) was developed as a
simplified screening tool to assess nutritional status based on serum albumin and body mass index. We
evaluated the relationship between GNRI angtalisemortality in elderly patients with acute coronary

syndrome. Methods: This study was designed as retrospective observational. Between March 2019 and
August 2020, elderly patients presenting with acute coronary syndrome were stratified according to

their adnission GNRI levels calculated by serum albumin and body mass index. The primary endpoint

was defined as altause death. Results: Median GNRI values were 101 (interquartile range 97 to 105).

At lower GNRI levels, patients were older. Mean follgmtimewa 335 N 117 days. Ov ¢



up period, KaplarMeier curves showed continued variation in mortality among tertiles (GNRI <97:
13.1%; 97 to 105: 8.6%; >105: 4.1%; le@nk p < 0.0001). In Univariate regression analysis, low

GNRI was found to be an inglendent predictor of altause mortality. In the Multivariate analysis, low

GNRI was found to be an independent predictor etalise death, after adjusting for cardiovascular

risk factors such as age, diabetes and left ventricle ejection fraction v&loleslusion: The GNRI score

was associated with alause mortality in elderly patients. Evaluation of the GNRI carries significant
prognostic information and may assist therapeutic management in elderly patients. | 181

Keywords:Ger i at r i ¢ Nu tHderty Patiemt, ARUtesCloronidra Slyredrome

1. INTRODUCTION

Malnutrition is quite common in particularly elderly patients and is associated with increased mortality
(1,2). With an ageing populatn, malnutrition, which has a prognostic significance in various diseases,

is a common problem in developed count(igs Diagnosis of malnuttion is difficult due to many
different underlying mechanisms. Therefore, various clinical scores and indexes have been developed
for the direct or indirect diagnosis of malnutriti@f). In particular, there is no axact criterion for the
evaluation of malnutrition and associated risk in the elderly. Geriatric nutritional risk index (GNRI),
which is connected with serum albumin and body mass index (BMI) has been recently indicated as a
straightforward and practicébol to evaluate the nutritional status in different diseases such as heart
failure, chronic renal failure, stroke and canc@®). It has been demonstrated that the GNRI was
associated with adverse clinical outcomes in coronary artery di§eA®) patients after percutaneous
coronary intervention (PCI), the prognostic significance of nutritional status in elderly patients with
acute coronary syndrome remains unclear. We aimed to evaluate the relationship between GNRI and
all-cause mortalityn elderly patients with ACS.

2. METHODS

I n the present study, 760 consecutive patients a
Department of our hospital were enrolled, between March 2019 and August 2020. Patients with known
acute or chroniénflammatory disease, active infection, neoplasm, liver disease, arstagelrenal

disease or missing clinical data, were excluded from this study.

This study was approved by the local ethics committee of our institution in accordance with the
Declaraton of Helsinki.

The diagnosis of ACS was defined in accordance with current guidelines. The GNRI was calculated
based on the serum albumin level and BMI: GNRI=14.89 x albumin level [g/dl] + 41.7 x [actual body
weight / ideal body weight]. Actual body weigh / i deal body weight was se
body weight exceeded the ideal body weight. The ideal body weight in the present study was calculated
using a BMI of 22kg/rh because of its validit{10), instead of the value calculated using theentr

formula in the original GNRI equatigd). Patients were divided into 3 groups according to the GNRI

level.

The primary endpoint was defined asallse death during the follewp time. Median followup time
was12+ 4 months. Mortality data were gathered from the National Mortality Database.

The baseline clinical characteristics and laboratory values of the patients were obtained from the
intuitions' database. Peripheral blood samples from the antecubital ves getten utilising
standardized EDTA tubes within 10 minutes of admission to the hospital.

2.1. Statistical analysis

All data was studied usage the SPSS 22.0 Statistical Package Program for Windows (SPSS; IBM,
Armonk, New York, USA). Cases were separdted tertiles based on GNRI levels. The categorical

data between groups were compared usage theqohare test. The Kolmogoridsmirnov test was

empl oyed to evaluate the normality of distribut.i
standardl evi ati on or medi an N inter qguartile ranges,
number of patients and percentages. Continuous variables across tertiles were compared-wsiyng one



analysis of variance or the Kruskal Wallis test. Univaréaté multivariate logistic regression analyses
were performed to assess the predictors of all
utilized to investigate the relationship between GNRI and other variables. Cumulative event rates
estimates wre calculated by the Kaplavieier method and the legank tests were used for comparison.

A value of p< 0.05 (using a two sided test) was confirmed as statistically significant.

3. RESULTS

The final population of the study consisted of 760 elderly patiaith ACS. Patients were separated

into tertiles based on GNRI I evels. The mean age
with a low GNRI value were older. There were no differences in terms of gender, LVEF, hypertension
prevalence, diadies prevalence, dyslipidaemia rates, known CAD and SVO rates, glucose level and
creatinine level. Tertild patients had lower serum albumin levels, total cholesterol -CD&vels and

BMI than other tertiles patients. There was no difference in medichigtween the patients after
discharge, except for insulin use (Table 1).

| 182

Effects of GNRI levels on atause death were established using univariate and multivariate logistic
regression analysis (Tablei23). Multivariate logistic regression analysisosim that GNRI was an
independent predictor for all cause death (odds ratio: 1.92; 95% confidence internvial2183% p <
0.001) after adjustment for age, diabetes and LVEF (Table 3).

Correlations among GNRI levels and age, glucose, -KDand triglyceride were significant but not
strong (Table 4).

The medianfollomup ti me was 12 N 4 months. Cumulative ev
Kaplari Meier method and the legank tests were used for comparison. The cumulative incidences of
all-cause dath increased obviously with lower tertiles of GNRI {l@mk test, p <0.001). The Kapkan

Meier analysis for altause death demonstrated significant differences in the incidencecaiusé#

death rates between the lowest GNRI and other tertiles (Figure 1

4. DISCUSSION

The present study offered that patients with a low GNRI showed a significantly higher incidence of all
cause mortality than patients with a high GNRI.

GNRI was first suggested by Bouillanne et al. for the evaluation of the nutritionationgaf elderly
hospitalized patients and was formulated as a straightforward examination tool to assess nutritional
status according to BMI and albumin lev@ly Yamada et al. demonstrated that GNRI was a beneficial
tool for the evaluation of the nutritional status of-atalge renal disease patiefit$). The GNRI allows

patient monitoring when adverse changes occur in both weight and visceral proteins. In elderly patients,
the association of the GNRI with mgral complications is suitable, while its association with death is
even stronge(3,12,13) It has been reported that malnutrition has been associated with the progress of
atherosclerosis and a highacidence of cardiovascular mortality in elderly pati€t®). In this study

of 760 elderly ACS patients, we showed that GNRI wagraficant predictor of alicause death.

Normal or obese patients have a lower incidence of cardiovascular adverse events compared to
underweight patients; this has been referred to as the obesity pét&d®) Malnutition is common

in elderly patients, it has been shown that approximately 55% of elderly patients admitted with STEMI
are malnourished17). Malnutrition has been known to bdrangly associated with increased
inflammatory status and progression of atherosclerosis, which shows that malnutrition, may be strictly
associated with the progression of cardiovascular dig&8%e

Previous reports have demonstrated that in haemodialysis patients, chronic inflammatitipres

may causally connect underweight to high mortality prevalence through malnuti@prit has been
established that inflammation status may cause a commonly catabolic condition, boosting protein
degradation and suppressing protein synthesis. This effedjenayate proteienergy malnutrition and

thus a more inferior body mass ind@0-22). This key pathway has also previously been documented

in patients with atherosclerotic cardiovascular dis€23g

Assessment of nutritional status may have major clinical importance on risk stratification and treatment
individuation. Recent studies have been shown different indexes such as prognostic nutritional index



(PNI), controlling nutritional status (CONUT), gfyceridestotal cholesterebody weight index (TCBI)

were associated with adverse cardiovascular evEin®4,25) CONUT and TCBI require lipid
parameters including triglyceride and/or total cholesterol levels for assessment of nutritional condition.

It should be considered that advised and widespread utilized statin medicine in coronary artery diseases
patients would have coiaerable effect on triglycerides and total cholesterol levels.

The present analysis had several limitations. This was a retrospectivecgingks observational study.
The present study evaluated the GNRI value at admission and did not evaluatesithraitghout the
follow-up period.
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The GNRI includes of straightforward practical clinical parameters that can be easily acquired. Our
results shown that the GNRI was associated withalke death in elderly ACS patients.
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Table 1 Comparison of baseline characteristics and demographic characteristics between groups

Total Tertile 1 Tertile 2 Tertile 3 P defj e
(n=760) <97 (n=273) | 97-105(n=253) | >105 (n=234)

Age 75.8N1377.5N1376.5N12)73. 4N14 <0.001
Male 522 (68) 188 (69) 169 (67) 165 (70) 0.789
LVEF 50 N 2050 N 2250 N 1850 N 2d0.754
HT 456 (60) 169 (62) 147 (58) 140 (60) 0.618
DM 279 (36) 101 (37) 96 (38) 82 (35) 0.994
Dislipidemi 476 (63) 177 (65) 152 (60) 147 (63) 0.596
Known CAD 290 (38) 98 (36) 96 (38) 96 (41) 0.148
Known stroke 70 (9) 27 (10) 22 (9) 21 (9) 0.456
Glucose 115 N 4118 N 110 N 37113 N 40.781
Creatinine 1.0 N do.9 N 0d1.1 N oO0J]o.9 N do.181
Albumin 36 N 530 N 4 (36 N 3 41 N 4 |<0.001
Total cholesterol 185 N 3176 N 3186 N 37193 N 3<0.001
LDL-C 113 N 3109 N33113 N 37116 N 3<0.001
BMI 24 N 4 [23 N 4 (25 N 4 25 N 3 |<0.001
GNRI 99.9 N|[92.2 N|[101.7 N[107.6 N<0.001
Discharge medicatior,

ASA 714 (94) 251 (92) 234 (94) 219 (94) 0.381
B-blocker 570 (75) 196 (72) 177 (70) 170 (73) 0.346
Statin 494 (65) 166 (61) 161 (64) 155 (66) 0.547
ACEi/ARBs 669 (88) 232 (85) 220 (87) 208 (89) 0.048
Knsul in 84 (11) 41 (15) 28 (11) 19 (8) <0.001




Table 2 Univariate regression analysis for athuse mortality

All cause death OR 95%ClI P dejeri
Medi um and hi|l75 1.3571 2.39 < 0.001
Low GNRI (<97) 3.94 3.031 5.19 <0.001

Table 3. Multivariate regression analysis for atlause mortality (After adjust for age, DM, LVEF)

Téem nedenl er el OR 95%ClI P dejeri
Orta ve y¢ikse|158 0.981 2.31 0.051
D¢ kKeéek GNRI ( <] 1.92 1.351 2.83 <0.001
Table 4 Correlation between GNRI and clinical parameters
Age -0.418 <0.001
Glucose -0.183 <0.001
LDL-C 0.058 0.009
TG 0.320 <0.001
- Overall log-rank p <0.0001
Low vs. intermediate GNRI tertile; p <0.0001
40 Low vs. high GNRI tertile; p <0.0001
Intermediate vs. high GNRI tertile; p = 0.008 Low tertile
30 Intermediate tertile
High tertile
20

Time in months

Figure 1. Kaplan-Meier curves for allcause death.
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¥zet
61 Ya«rhelk hast a, d°rt saat ©°nce baxklayan tipik
Hastada koroner arter hastaléjé risk fakt°rg¢ ol
°yk¢sende ani kardiyak ©°1 ¢m olkmarnanseérn ab yrpad snse na n
ge-irmikKti. El eNbr dlieai diapggogmnhfarédemdel ST segment
akut anterior STEMK tanésé kondu ve Judkins tek
uygul andéeé. RCA oasnt% uln® Od atné kkaalyén alkAant espit ettik
Judki#dAs kedapvuz kateter yerlextirildi. DELKKANLI
ol arak disket telin ¢zerinden 2.0x15 nketetdri k bir
destejinin zayéef ol masé nedeniyle bakareéel é ol am
mm' |l ik bir balon ile ge-irildi ve predilatasyon
predil at asyon t e klatasyohdanmsong infrakoeoker hitratZznjekte édlitdievd LAD
i -indeki l ezyona 2.5x28 mm'lik bir ila- ka-€eran
nedeniyle |l ezyon 2.5x28 mm stent ile g&5bmmhemedi
i di vV e Ampl at z kateterinin koroner angaj maneéné
kateterlerine bajlé LAD ostium diseksiyonu riski
kateteriyle s¢rdegrmeye leamark verndi ki fKatett ¢ des
karar veril di. Kkinci bir tel ol ar ak, Son 6 del.i
mm' |l ik bir stent ge-irilmeye -aleéekéldeée,daadkncak i K
stentin implantasyonu planlandé ve 2.5x18 mm Ve
°rt¢kecek kekilde bitikik olarak implante edil d
gel i kmedi (kekil 3) K gendllikiesiyi huglu, asemiptonaatikovengatlirenl e r |
ger¢len konjenital hastal ekl ardéer. RCA veya Val s
0.0:0. 03 i di Literate¢rde bildirilen -ok az vaka
Caa20 ehasta ¢zerinde yapélan bir -al ékmada, sade
gzl endi . Pri mer perk¢gtan koroner girikim ger e
I

karkél aktéejéemez zorlukl aré (inl-einf ts éstaessretn dsat rneaetde
zorunda ol dujumuzu vurgul ayarak) tam revaskg¢l ari
nadir ol mal aréna raj men, °1 ¢ mc ¢ | sonu-1laré neden

Anahtar Kelimeler:Koroner Arter Anomal | er i ; Sol ¥n Knen Arter; Saj I



Anterior St Elevation Myocardial Infarction Associated With Left Descending Coronary Artery
Originating From the Right Coronary Artery Ostium

Abstract

A 6lyearold male patient was admitted to the emergeteyartment with the complaint of typical

chest pain that started four hours earlier. The patient had diabetes mellitus and smoking history [a$87
coronary artery disease risk factors. Although there was no sudden cardiac death in his family history,
his brothe had undergone coronary bypass operation at48. Electrocardiography showseg8iEnt
elevation in VAV6 derivations. The patient was diagnosed with acute anterior STEMI and underwent
emergency CAG via the Judkins technique and right femoral artery pandile determined 100%
occluded LAD originated from the RCA ostium (Figure 1). A 6F Judkins-4ighitiding catheter was

placed in the RCA ostium. The lesion in LAD, originated from RCA, was passed by floppy wire. First,
we tried to pass the lesion with &0215 mm balloon over the floppy wire, but it was not successful due

to the weak catheter support. Thereupon, the lesion was passed with a 1.5x15 mm balloon over the
floppy wire, and predilatation was performed. A 2.0x15 mm balloon was passed througgidhednd
predilatation was repeated (Figure 2). After predilatation, intracoronary nitrate was injected, and we
decided to implant a 2.5x28 mm dralyiting stent to the lesion in the LAD. Due to the weak catheter
support, the lesion could not be passéiththe 2.5x28 mm stent. The distance of LAD ostium to RCA
ostium was approximately 5 mm, and we thought that the coronary engagement of the Amplatz catheter
might be more. We decided to continue the procedure with the right Judkins catheter consiéering th
risk of LAD ostium dissection due to Amplatz catheters. It was decided to perform a double wire strategy
to increase catheter support. As a second wire, the Ultimate 6 was passed through the LAD. A 2.5x28
mm stent was tried to be passed through the resiger the floppy wire, but the process was
unsuccessful. Therefore, implantation of two stents in shorter sizes was planned, and 2.5x18 mm and
2.5x15 mm drugpluting stents were implanted adjacently that one overlapped to the other. TIMI 3 flow
was achieed, and no complication was developed (Figure 3). Coronary artery anomalies (CAA) are
generally benign, asymptomatic, and rarely seen congenital diseases. The incidence of LAD originating
from the RCA or right sinus of Valsalva was 00Q3%. Few cases perted in the literature refer to
STEMI. In a study on 20 patients with the acute coronary syndrome (ACS) and CAA observed that only
one patient had LAD originating from RCA. We aimed to present the difficulties we encountered
(emphasizing why we had toitsl from a singlestent strategy to a doubktent strategy during the
procedure) in the current rare coronary anomaly case requiring primary percutaneous coronary
intervention, under the intention of complete revascularization. In conclusion, althoaghrérare,

CAA should be approached with care due to its fatal consequences.

Keywords:Coronary Artery Anomalies; Left Anterior Descending Artery; Right Coronary Artery

A 61-yearold male patient was admitted to the emergency department with the aanagblaipical

chest pain that started four hours earlier. The patient had diabetes mellitus and smoking history as
coronary artery disease risk factors. Although there was no sudden cardiac death in his family history,
his brother had undergone coronarypags operation at48. Electrocardiography showedegjment
elevation in V1V6 derivations.

The patient was diagnosed with acute anterior STEMI and underwent emergency CAG via the Judkins
technigue and right femoral artery puncture. We determined 100%deccLAD originated from the

RCA ostium (Figure 1). A 6F Judkins rightguiding catheter was placed in the RCA ostium. The lesion

in LAD, originated from RCA, was passed by floppy wire. First, we tried to pass the lesion with a 2.0x15
mm balloon over th8oppy wire, but it was not successful due to the weak catheter support. Thereupon,
the lesion was passed with a 1.5x15 mm balloon over the floppy wire, and predilatation was performed.
A 2.0x15 mm balloon was passed through the lesion, and predilatei®nepeated (Figure 2). After
predilatation, intracoronary nitrate was injected, and we decided to implant a 2.5x28 metuding

stent to the lesion in the LAD. Due to the weak catheter support, the lesion could not be passed with the
2.5x28 mm stent. fie distance of LAD ostium to RCA ostium was approximately 5 mm, and we thought
that the coronary engagement of the Amplatz catheter might be more. We decided to continue the



procedure with the right Judkins catheter considering the risk of LAD ostiunttiissdue to Amplatz
catheters. It was decided to perform a double wire strategy to increase catheter support. As a second
wire, the Ultimate 6 was passed through the LAD. A 2.5x28 mm stent was tried to be passed through
the lesion over the floppy wire, bthe process was unsuccessful. Therefore, implantation of two stents

in shorter sizes was planned, and 2.5x18 mm and 2.5x15 mrreliting stents were implanted
adjacently that one overlapped to the other. TIMI 3 flow was achieved, and no complicasion wa
developed (Figure 3). Coronary artery anomalies (CAA) are generally benign, asymptomatic, and rarel}88
seen congenital diseases. The incidence of LAD originating from the RCA or right sinus of Valsalva
was 0.010.03%. Few cases reported in the literateferrto STEMI. In a study on 20 patients with the

acute coronary syndrome (ACS) and CAA observed that only one patient had LAD originating from
RCA. We aimed to present the difficulties we encountered (emphasizing why we had to switch from a
singlestent $rategy to a doubistent strategy during the procedure) in the current rare coronary
anomaly case requiring primary percutaneous coronary intervention, under the intention of complete
revascularization.

In conclusion, although they are rare, CAA shouldjeroached with care due to its fatal consequences.

Figure 1: Total occlusion of LAD originating from RCA; right caudal vie

Figure 2: Postpredilation image of acute lesion in LAD; right caudal view
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Figure 3: Image after stent implantation to the LAD lesion; left cranial view
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¥zet

Bu arakt éflfa ,pa@@wvlmD °ndeéesemivede,anidleimker yeéll ék
psi kotrop ila- sénéeféna olan ilgiye odakl anmakt a
jeneri k isimli ila-lar anahtar kelime ol arak kul
bui |l a-1 ara olan il giyi belirlemek i-in ger-iye d°
19 pandemi sinin bakladéejeée Mart 2020 t ar-2020i nden
yellar e, belirlenen ila-ftaril dil.anAyrnagi gt k&krmar mnat
(Metil fenidat) Concerta ve Ritalinin, pandemi 0
ar anma ranéna sahip olduju g°re¢ldeg (p<0.05). M c
azal dej r ap.oQoviBhd ép d p&kdmi0 d° ne mi ve °ncesinde,
arama motorlarénda artan veya azalan arama hacir
tahmin et mek, il a- sui sti mal i r i s Wincie veitoplumsdl ar t € K r
davranékén incelenmesinde °nemli veriler sajl aya
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Evaluation of the Interest to Red Prescription Medications in Terms of Drug Abuse Duthny
COVID-19 Pandemic Period

Abstract

This research focuses on the interest in the psychotropic drug class-aedwdime intervals, both
before the COVIEL9 pandemic and during the pandemic period. A retrospective analysis was
performed to determine ¢hinterest in these drugs on Google Trends, a Google website, using the most
used generic drugs 'Morfia', 'Concerta’ and 'Ritalin’ as keywords. The time period from March 2020,
when the COVIEL9 pandemic started in Turkey, to the present, and the yea8222D were chosen

to compare the interest in the selected drugs. Concerta and Ritalin, which have the same active
ingredient (Methylphenidate), were found to have a higher search rate after the pandemic period
compared to the prpandemic period (p<0.05)t was reported that the search volume of morphia
decreased during the pandemic period (p<0.05). Observing how the increasing or decreasing search



volumes of addictive drugs change in search engines, estimating their causes, discussing the risks of
drug ause during and before the COVI® pandemic period can provide important data in the
examination of social awareness and social behavior towards these types of drugs.

Keywords:Psychotropic Drugs, Addictive Drugs, Google Trends, COYID

1. INTRODUCTION | 191

The COVID19 pandemic has affected the lives of millions of people, and the associated social
disruptions have had a disproportionate impact on drug and/or alcohatt$€hanges in drug supply
routes lead to a more toxic and unpredictable drug gupbile causing more people to use drugs alone
due to physical distanéé.

The psychotropic drug group was included in our study to evaluate substance abuse. Three of the red
prescription drugs in Turkey were selected according to the search rategls fyjends and presented

with their active ingredient contents. Morfia (Morphine) is a strong opioid analgesic and its use is
increasing. Concerta and ritalin (Methylphenidate) are a central nervous system stimulant used in the
treatment of attentionedicit hyperactivity disorder in children and aduitsViethylphenidatés in the

form of dextroamphetamine, an isomer of amphetafine

Google Trends is one of the freely available tools in digital epidemidfbdyis used to analyze the
popularity of top search queries in different languagesl geographic regions with Google. Google
Trends monthly score is expressed in Relative Search Volume (RSV). A value of 100 for one or more
keywords represents the maximum Google search volume and is disjplayraphical fornt™.

In this study, the relationship between psychotropic drugs and CQYlIbat can be searched by the
public on Google was analyzed with Google Trends.

2. MATERIAL METHOD
2.1. Data collection

The data were obtained by using threehaf tommonly used red prescription drugs in the society of

Turkey. Generic names were used for these drugs except for Morfia. Since Morphine is more widely
known than Morphi a, we searched as morphine. Th
caegory in Google Trends. The ' Subject' field was
from March 2018 to February 2022.

2.2. Study design

In this study, two time periods were specified based on the d@vghndemic in Turkey. The initial

interval was called the pit@ovid-19 period (March 20E81arch 2020). The second interval was named

the Covid19 period (March 2028ebruary 2022). The date that separates this study into two different
time interval is March 2020, when the first CoMifl case in Turkey was officially published. Google

RVS values for three keywords searched in Turkey since 2018 were evaluated and the interest in these
drugs was compared in two different time periods. The selected keywords and their active ingredients
were given in Table 1.

Table 1 The Selected Keywords and Active Ingredients of the Selected'Prugs

No | Selected Keywords Active Ingredients
1. Morfia Morphine

2. Concerta Methylphenidate
3. Ritalin Methylphenidate




2.3. Statistical analysis

GraphPad Prism 6.0@raphPad Software, USA) was used for data analysis. An unpaiest Was
applied because the collected data were by the r
standard deviation. P values lower than 0.05 were considered statisticaifigaig.

3. CONCLUSION

The keywords searched in Turkey were searched in Google Trends from March 2018 to February 262]2?2
Besides evaluating the interest 6Morfiad, 6Conce

The RSV valuesf o r Mor phia (Morphine) from March 2018
38. 66 N18. 62, respectively. According to the peri
shown in Figure 1(a).

When we considered RSV values for Concerta t he i niti al period was 23
period was 38. 27N18.41. The distribution of inte
periods is given in Figure 1(b).

According to RSV values for Ritalin from March 2018 to the presenwer e 3 7. O0ON17.°
42. 41N18. 44, respectivel y. I nterest in Ritalin i

While Concerta and Ritalin drugs increased during the 2022 period compared to 202820
(p<0.05), a decrease was observed in Mdhflarphine) during the Covidl9 period.
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Figure 1. Comparison of the Google trends RSV score of the selected keywords in Turkey between
20182022 in terms of two different periods. (a) Morfia, (b) Concerta, and (c) Ritalin

The Google trends relative searclo | ume scores are given as the mea



4. DISCUSSION

When substance use disorders are evaluated during the COV{2riod, the opioid crisis and its
management are among the most discussed tdpitse COVID-19 pandemic, thegsitive aspects of

opioids were the need for analgesia to facilitate intubation and their use as an adjunct in the management
of acutantensificationof pain.Indiscriminate use, presence of human immunosuppressor response, and
increased side effects dte higher doses of the drug were the negative effects of the drug. With it? 193
morphine content, morfia is opioid analgesit©piate addicts faced some problems due to difficulties

in accessing health services during the pandemic, the closure of add@tters and the increased risk

of life-threatening withdrawalf'.

Concerta and Ritalin with methylphenidate active ingredients are used for attention deficit/hyperactivity
disorder’®. Regional elevations in brain dopamine induced by methylphenidate esaif in both

efficacy in attention deficit/hyperactivity disorder and abuse potéfitiétl may have been misused to
increase academic performance, especially in high school and college aged students during the pandemic
period.

The increasing or decreagi search volumes of red prescription drugs before and after the-Tvid
pandemic revealed that some issues such as accessibility to these drugs, providing social security for
substance addicts, prevention and treatment of addiction should be follonedanefully.
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¥zet

Girik: Anat omi derslerinde bir-ok ejitim y°ntemi
pratikler anatomi derslerinin merkezindeyed ma kt adér . Formal dehit (FA) €
ol arak kadavra hazérl ama ikKleminde &kull anél makt
formal dehit buhare, °Jretim el emaneé vV e sajl e
etkileyebilmektedrF A6i n akut ve kronik sajlékla ilgild@i S0
konmuktur . FAbe maruz kalan °jrencilerin ¢zerin
.l kel erde yapélan araktérmal ar s € n @ mhiarézdkalan Bu -
°Jrencilerin ¢zerindeki etkilerini dejerlendir me
maij °r koruyucu °nl emi °nermek ama-lanméxkteér Ge
Ni san ve Mayés ayhdanendai yapejani mnkapiel Bn prati
yanétl adé Bul gul ar : ¢al exmaya kateéel anlaréen %55
Ki kilerin % 33,99 u daha °nce canséz ins@duveicud
formal dehit kokusunu rahatséz edici bul muktur |
g°zl erde kakénté, kezaréekl ék, salgé arteéexké, g°rm
kurul uk, Yyéz ve bogamlda] edogichmit ¢ sempt omif @& s %5 0 6 (
G°zl erde, burunda ve <ciltte semptom g°steren Kk
belirtmiklerdir. Tartékma ve Sonu-: Kadavra fik
formaldehit maruz y et i nin et kil eri, °fJretim el emanl aré v
Et kil erin klinik duruml ar é, maruziyet S¢é¢resine
formal dehitten daha az zararl e bir- mk ey° mztaemr s e
olan doymuk tuzlu su -°zeltisi kull aneéel abil ir. f
ise etkilerin azaltélmasé i-in iyl haval andeér me
getirilmik | aboratuvarlar kull anél mal édeéer

Anahtar KelimelerrFor mal dehi t | Kadavr a, Anat omi , Tép Fakygl

Tox&¥Effects of Formaldehyde On Medal Faculty Students
Abstract

Introduction: Although many training methods are available in anatomy lectures, cadaver practice is
at the heart of anatomy lessons. Formaldehyde (FA) is most commonly used as a tissue preservative in



cadaver preparation. FA emitted from the cadaver malgasenful to the instructor and the student in

the health field. Studies have shown that FA causes acute and chronic health problems. Despite these
effects on students exposed to FA, research in developing countries is limited. This study aimed to
evaluatethe effects on students exposed to FA through cadavers. It is also intended to recommend major
preventive measures against its effects. Materials and methods: 186 students who attended the cadaver
training answered the survey conducted in April and Mahatniversity of Health Sciences. Results:
55.4% of the participants in the study were female and 44.6% were male. 33.99% stated that they h486
never seen a lifeless body before. 69% of the participants found the smell of FA irritating. Symptoms
such as nee dryness, runny nose, excessive thirst, itching in the eyes, redness, increased secretion,
visual disturbance, headache, nausea, fatigue, dryness in the throat, rashes on the face and neck, and
shortness of breath were found to be less than 50%. Patitspvith eyes, nose, and skin symptoms
stated that these symptoms lasted less than 1 hour. Discussion and Conclusion: Exposure to FA, the
most used preservative in cadaver fixation, causes problems for instructors and students. The clinical
manifestationsof the effects vary according to the exposure duration. There are many methods for
cadaver fixation that are less harmful than FA, such as saturated saline solution which is the most
harmless among fixation methods. When using cadavers with FA, instrusttould head for
laboratories with good ventilation that fit the harmful substance regulations, to reduce the effects.

Keywords:Formaldehyde, Cadaver, Anatomy, Faculty of Medicine

1. Introduction

Anatomy is a branch of science studied during the piiealiperiod of medical school that investigates

the normal shape and structure of the body, the organs that comprise the body, and the structural and
functional relationships between these organs (1). Although there are many educational methods used
in andomy lessons, cadaver practices are at the heart of anatomy lessons (2). This information prompted
a study of medical faculty students' attitudes toward cadavers.

For centuries, human cadaver dissection has been used as a fundamental teaching toohyn anato
Despite the fact that technology has revolutionized the teaching of basic anatomy in recent decades,
research highlights the importance of dissection in the anatomical sciences (3). The most important
requirement for using cadavers in educationalrggtis that they be properly protected. The cadaver's
safety against damage, destruction, or deterioration must be ensured. As a result, mummification of
cadavers with special chemicals such as formaldehyde (FA) is used all over the world (4). Anatomy
cadaver examination studies expose participants to chemicals used in the cadaver preparation process.
FA is most commonly used as a tissue preservative in cadaver preparation (5).

FA is a cheap and widely available stabilizer. At the same time, it has thg tbdpread quickly to

tissues and provide lortgrm protection (6). FA vapor emitted by a cadaver in the dissection room may
be harmful to the health of faculty and medical students (7,8). It has been reported that FA causes both
acute and chronic hehltissues (9). It is well known that the negative effect of FA increases with
concentration (10). FA enters the body systems through inhalation or contact with the skin (11). FA is
an irritant to the mucous membranes of the nose, throat, and eyes. Madiealts are particularly
vulnerable to the toxic effects of FA exposure (12).

Despite the negative effects of FA on medical students, research in developing countries is limited.
Furthermore, a small study found that medical students work in the dissecdtiomnwithout fear of side

effects (13). The purpose of this study was to assess the effects on students who were exposed to
cadavers preserved with FA. It is also meant to recommend major preventive measures against toxic
effects.

2. Methods
2.1. Study Paticipants

In this study, we included medical faculty students who gave informed written consent and received
dissection training at the University of Health Sciences Anatomy laboratory. There were no restrictions
on the participants' gender, nationalibgcupation, or socioeconomic level. The survey was completed



by 186 students who attended practical classes with cadavers at the University of Health Sciences,
Hamidiye Faculty of Medicine, and International Hamidiye Faculty of Medicine in April and May.

2.2. Questionnaire and Data Collection

The questionnaire, which was administered to first and segemd students at Health Sciences
University, Hamidiye Faculty of Medicine, and International Hamidiye Faculty of Medicine. Students
who agreed tparticipate in the study were asked 23 questions under three headings that corresponpd@7
to the research's purpose.

The first section of the questionnaire contains four questions about the participantdesocgraphic
information, the second section cainis sixteen questions about the symptoms caused by FA in medical
school students, and the third section contains three questions about the duration of symptoms.

2.3. Statistical Analysis

Statistical analysis of the collected data was used in SPSS vaBsibrirrequency and ratio values were
used for the descriptive statistics of the data.

2.4. Ethical Approval

Ethics committee approval was obtained for the study from the Health Sciences University, Hamidiye
Scientific Research Ethics Committee (22/214).

3. Results

A total of 186 medical students, 55.4% female and 28.0% foreign completed the survey. 86.3% of them
did not have any allergic disease. All participants take anatomy courses in the second year of medical
school at the university of health sciendestailed demographic data are reported in Table 1. The first
three reported symptoms of exposure to cadavers treated with FA were smell (69.0%), itching of the
eyes (30.1%), and pain or dry nose (28.6%) (Table 2). Most of the students who developethsympt
recovered from most of the symptoms within 1 hour (Table 3).

Table 1.Age, gender, and demographic information of the participants.

n %
Female 103 55.4%
Gender
Male 83 44.6%
Turkey 134 72.0%
Country of Birth

Other Country 52 28.0%
Hamidiye Medical Faculty 84 45.2%

Department
Hamidiye International Medical Faculty 102 54.8%
Seeing a corpse beforYes 123 66.1%
gacorp No 63 33.9%




Table 2.Symptoms after exposure to formaldehyde

| agree % | am undecided % | don't agree %
Smelling 69.0% 17.4% 13.6%
Pain or Dry 28.6% 19.5% 51.9%
Runny Nose 19.1% 15.3% 65.6%
Thirsty 12.4% 20.0% 67.6%
Itch in the Eye 30.1% 18.8% 51.1%
Red Eyes 24.7% 21.0% 54.3%
Extreme Secretion 17.3% 29.2% 54.1%
Defect of Vision 7.5% 14.5% 78.0%
Headache 22.6% 18.3% 59.1%
Nausea 23.7% 18.3% 58.1%
Dizziness 15.8% 18.5% 65.8%
Dry Throat 11.9% 16.2% 71.9%
Itch in the Hand 4.8% 11.8% 83.3%
Skin Rashes 4.3% 9.1% 86.6%
Shortness of Breath 7.5% 12.4% 80.1%
Sleeping Disorder 6.0% 6.0% 88.0%
Table 3.The duration of the symptoms.
n %
0,
Less than 1 hour 66 po-57%0
0,
A few hours 12 6.6%
0,
Eye Symptoms Between 6 hours and 1 day ° 2.8%
0,
More than 1 day 2 1.1%
0,
There are no symptoms % 53.0%
52 28.9%
Less than 1 hour °
0,
A few hours 16 8.9%
0,
Nose Symptoms Between 6 hours and 1 day 6 3.3%
0,
More than 1 day 4 2.2%
102 56.7%
There are no symptoms
0,
Less than 1 hour 18 9.9%
3 1.7%
A few hours °
0,
Skin Symptoms Between 6 hours and 1 day 2 1.1%
0,
More than 1 day 2 1.1%
156 86.2%

There are no symptoms

| 198



2 13.7%
Yes 5 3.7%

Allergic Disease

0
No 157 86.3%

4. Discussion andConclusion | 199

In this study, we evaluated and discussed the effects of formaldehyde (FA) usage on medical students’
anatomy learning.

FA evaporation from cadavers can expose studentsrstaictors to high levels of FA (14). FA
exposure has a negative impact on faculty, staff, and students (15). The clinical states of the effects
differ depending on the duration of exposure (16). Acute exposure can cause dryness of the eyes,
problems withthe nasal and oral mucosa, and headaches, whereas chronic exposure can cause cancer
(17). According to the findings of this study, the negative effects seen in students due to FA vapor
primarily affected the senses of smell and sight. This discovery aigphahe significance of using

masks and glasses in anatomy cadaver studies. This finding appears to support the previous studies on
FA vapor and the importance of using protective equipment. Many countries have imposed limits on the
concentration of FA1 the working environment and working hours with FA due to its acute and chronic
harmful effects (17). It is well known that health educators are routinely exposed to FA vapors. Cancer
cases caused by chronic exposure to FA in the workplace are thobghaddressable in occupational

health and safety studies. It is anticipated that the findings of this study will be useful in studies aimed
at increasing employee productivity.

FA is a neurotoxic compound that has been linked to memory loss, reduced pésioimduction, and

cortical deterioration (18). Our research also looked into the effects of using FA on the efficiency of
cadaver anatomy studies. It was discovered that 69% of the students who took part in the study were
bothered by the smell of fordsehyde. This discovery may be useful in studies aimed at improving
efficiency in the field of anatomy education.

Personal, indoor, and outdoor FA concentrations are higher in summer than in winter, according to
studies conducted in urban areas of the ddh@&tates (19). Season, weather conditions, temperature, and
humidity can all cause differences in these concentrations (20,21). As a result, the results of the studies
may vary depending on environmental conditions and seasonal changes.

A limitation of this study is the small sample size of subjects who were occupationally exposed to FA.
To obtain more accurate results, it is recommended that an FA neurotoxicity assessment be designed in
animal studies or in a larger formaldemyalgosed population.
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Subklini k Hipotiroidi Hastalaréenda Hipe

Uzman Dr. ¥mer Yavuz
'Bakakkehir famiveH8akaneasi

¥zet

Ama - : Subklinik hipotiroidinin hiperhidroz oper
anali zi ama-1|ande. ¢al eékxma pl ané: kubat 2013 il
nedeniyle opere edilen hastalaret r ospekt i f ol arak incelendi. Hast
el ektronik veri taba®éngar alFraséehda. otahéxwmaHar
82 hasta dejerlendirild di Ha st al swyonuna$ahiphgstalah a ayr
Grup 2: Subklinik hipotiroidisi olan hastal ar. i
anketi uygul ande. Anket , hastal ar én ge-irdikl el
hakkénda sor ul ars ésnodraa rmeekmn ugnri uypeltara-aérsaendan i st at
olup ol madéjénée tespit et meyi hedefl emekt eydi
ol ar ak; tanémlayécé analizl er (frekansSmithav]j €1 & ml
nor mal | i k daj el @ me uygul ande Tekrarl é °l - ¢ ml e
Greenhouséseisser), KiKare testi ve 9T e s t kull anel de. Bul gul ar : ¢ a
uygul ande. Hi perhidrozis I3%Ingevsair,]| éf @mpvaen svaatrusvaa r k
derecesi ile ge-irilen ameliyattan duyul an gene
karkél aktéerélmalé olarak sorul dujunda; ge-irile
amel i yatofnasesgi aveséndan grup fark etmeksizin an
kompansatuvar hiperhidrozise ilikkin sonu-1arda
anl aml é bir fark tespit edi | e meird éndodkqpik @oradik3 ) . Sc
sempat ekt omi sonu-1ar éna, hasta memnuniyet. a-@€s

Anahtar Kelimeler: Hiperhidroz, Subklinik Hipotiroidizm, Postoperatif Memnuniyet, Analiz, Anket.

Hyperhidrosis Surgery Response in Subclial Hypothyroid Patients

Abstract

Background: It was aimed to analyze the effect of subclinical hypothyroidism on patient satisfaction
after hyperhidrosis operation. Methods: Patients who were operated for primary hyperhidrosis between
February 2013 andahuary 2017 were retrospectively analyzed. The hospitalization information of the
patients was obtained from the electronic database of the hospital. In the study, 82 patients aged between
18-65 years and meeting the Hornberger criteria were evaluated p@itients were divided into two
groups: Group 1: Patients with normal thyroid function, Group 2: Patients with subclinical
hypothyroidism. A patient satisfaction questionnaire was applied to all patients in the postoperative
period. The questionnaire aiméd determine whether there was a statistically significant difference
between the groups in terms of satisfaction by asking questions about the daily lives of the patients after
the operation. As a statistical method in the analysis of research dataipdiescanalyzes (frequency
distributions, mean, standard deviation), Kolmoge&mirnov normality distribution were applied.
Two-way analysis of variance (subgroup analysis; Greenh@imsigser), ChiSquare test and-Test



were used for repeated measuretseResults: A questionnaire was applied to 82 patients. Questions
regarding the area of hyperhidrosis, the presence of compensatory hyperhidrosis and the degree of
acceptability, if any, and general satisfaction with the operation, revealed that theagsaiesfaction

with the surgery was significant, regardless of the group. But there was no significant difference between
the groups in terms of preand postoperative results regarding the hyperhidrosis region and
compensatory hyperhidrosis (p=0.13). ri@tusion: It was concluded that subclinical hypothyroidism

had no effect on endoscopic thoracic sympathectomy results in terms of patient satisfaction. | 202

Keywords:Hyperhidrosis, Subclinical Hypothyroidism, Postoperative Satisfaction, Analysis,
Questionnaire.

1. Introduction

Sweating is a part of the thermoregulatory system. Hyperhidrosis is defined as excessive sweating and
eccrine sweat glands working more than norldalhe most common form is primary hyperhidrosis

and its clinical presentan is mostly localized as palmoplantar, axillary and facial in order of
frequency? Its exact incidence is not known, but it is thought to affect 0.6 to 2.8% of the popdlation.

Topical and systemic medical therapies can be used in the treatment as wplioas such as
iontophoresis and Botox, but surgical treatment, specifically védsisted thoracic sympathetic nerve
surgery (endoscopic thoracic sympathectdiBy S, aka vide@ssisted thoracoscopic surgery (VATS))
is the gold standartf

Thyroid gland is intimately related to thermoregulation via its influence on the basal metabolic rate in
all cells. Hence its disorders should be considered including subclinical variants. Overt thyroid disorders
may clearly be the cause of secondary hyperhidrosiseil as asymptomatic subclinical diseases.

We hypothesized that if thyroid disorders affect basal metabolic rate and manifest evidently, a disguised
thyroid disordernamely subclinical hypothyroidisnmay also present in some level.

2. Materials and Methods
2.1.Patient Characteristics and Data Collection

The study aimed to evaluate the link between hyperhidrosis and subclinical hypothyroidism regarding
the patientsdé overall p o-sutgeop singlaenter vetrospediveisty f act i o
included all patients who underwent endoscopic thoracic sympathectomy between February 2013 and
January 2017 at Sultan Abdulhamid Han Training Hospital in Istanbul, Turkey. The data of 82 patients
who met Hor nBwereqmlyzéd The exdionernterisawere: 1) being out of 5% age

span, 2) abnormal preoperative thyrstimulating hormone (TSH) values, and 3) indications other than
hyperhidrosis for surgery. Patients were divided into two groups based on The American Association of
Clinical Endocrinologists and The American Thyroid Association (ATA/AACE) Guidelines for
Hypothyroidism in Adul Group 1 was the patients with normal thyroid functions and Group 2 was the
patients with subclinical hypothyroidism.

Preoperative TSH values ofealpatients were evaluated within the framework of the reference range of

the biochemistry department of our hospital (64384 mIU/L). Demographic information and hospital

records such as operation reports were completely availablelospital study ariables. Patients were

contacted by phone between January 3rd, 2018 and January 9th, 2018, ardbawebd ( Googl e
Formsi ) questionnaire was administered, and the survey results were recorded. The questionnaire was
taken from the pulkl o€aguahi iQuestil oherain patient
was applied in Turkisi? The applied questionnaire is gbint Likert Type scale, and the reliability

coefficient Cronbach's Alpha value was found to be 0.93 before surgery and 0.96.ajezy. The

scale is highly reliableThe Institutional Ethical Committee approved the study protocol (HNEAH

KAEK 2017/551). The study conformed to the principles of Declaration of Helsinki.



2.2.Surgical Technique

All operations were performed withdecassisted thoracoscopic surgery (VATS) technique. Although

there is a rising trend of singfort approach, we used tvwport approach in all our patienfsThe

patients underwent double lumen intubation after appropriate premedication. First rigtdrsidden

left sided sympathetic nerves were intervened. The operations were performed with a 5 rfneangle

videot hor acoscope (Olymppsiwps asddaonnente sympa]tzd%et
Clipad Auto Sutur@).

2.3. Statistical Analysis

| BME SPSSE Statistics Subscripti o@Exgaefiwerdusdd. 0. 0. 8
to analyze the data. As statistical method in the analysis of research data; descriptive analyzes (frequency
distributions, mean, standard deviation), KolmayeBmirnov normality distribution were applied.

Two-way analysis of variance (subgroup analysis; GreenhGedsser), ChBquare test and-Test

were used for repeated measurements. The results were evaluated at a 95% confidence interval and
p<0.05 signiftance level.

3. Results

The survey results of 82 patients were examined. In the "Comparison with preoperative" section, the
mean score obtained from the survey was found 8.
val ue was 37. 3ptratide sthté. THe Ralué of the poiotsdiven in the survey shows that
dissatisfaction increases as it approaches 100 points for preoperative state, and satisfaction increases as

it approaches 20 points for postoperative state. The distribution of this ttafable 1 and the graphical
representation is in Graphic 1.

Graphic 1: Graphical Representation of Survey Data
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The data were found suitable for their normal distribution as a result of the Kolmegimionov test
(p>0.05). According to the-Testresult, the difference between the pre and-ppstrative scores was
found statistically significant (p<0.0001). Only four patients stated that they were not satisfied with the
outcome of the surgery.

Group 1 (89%) of 73 euthyroid patients and Group 2 (1df% patients with subclinical hypothyroidism
were statistically compared in terms of hyperhidrosis region, presence of compensatory hyperhidrosis
(CH), acceptability of CH and degrees of satisfaction.



Hyperhidrosis region (p=0.69), presence of CH (p&)).8cceptability of CH (p=0.96) and degree of
satisfaction (p=0.38) in patients were not statistically significant between the gwhbps.the ones

who marked the "very satisfied" and "satisfied" option in the satisfaction distribution of the pattents an
those who selected the "regularly satisfied" and "unsatisfied" option were evaluated together; 16 out of
73 patients in Group 1 were dissatisfied with the outcome of the surgery, but there was no dissatisfied
patient in Group 2, however the result wak svt statistically significant (p=0.13).

The effect of the survey results on patient groups was investigated twatyvanalysis of variance in | 204
repeated measur ement s. The average score of 73
13.7andte average after surgery was 37.85 N 17.03. 7
the surgery was 86.22 N 9.35 and the average af
between before and after surgery was statistically significamrehhous&eisser test; p<0.0001), the

effect of patient groups was not statistically significant (Greenh@Gessser test; p=0.27).

4. Discussion

The effect of subclinical hypothyroidism on the postoperative process has been investigated in various
surgcal branches, but no study has yet been conducted on the effect of hyperhidrosis after surgery. The
relationship of hyperhidrosis surgery results and TSH has not been investigated before. In our study
group, there was no difference in terms of patiensfgatiion in both patient groups and it was concluded

that subclinical hypothyroidism does not affect ETS results.

According to the 46¢tase study by Comendador et al., investigating the relationship of the risk of
developing postoperative atrial fibrillati (AF) with subclinical hypothyroidism in patients undergoing
aortic valve replacement; while the rate of AF development in patients with subclinical hypothyroidism
was 57%, this rate was found to be 30.3% in patients without hypothyroidism (p =.001).

According to a study of 260 cases who underwent coronary artery bypass procedure by Park et al.,
patients with subclinical hypothyroidism had a higher risk of developing AF in the postoperative period
(p = 0.026)"3

According to the study of 65 cases bjoBna et al., investigating the relationship between frozen
shoulder development after arthroscopic shoulder surgery and subclinical hypothyroidism and diabetes,
postoperative frozen shoulder development was observed in the entire group of patientsolisticau
hypothyrloidism or diabetes, and it was reported that hypothyroidism posed a serious risk of dullness (p
=0.001)*

According to a 47fase study conducted by Kim et al. Investigating the effect of subclinical
hypothyroidism on bone healing aftép fracture, it was concluded that subclinical hypothyroidism had
no effect on bone healirg.

There are no studies in the literature evaluating the relationship between thyroid functions and
hyperhidrosis to our knowledge. According to the ATA/AACE liites for Hypothyroidism's Adults
guideline published by Garber et al. in 2012, subclinical hypothyroidism is defined as a combination of
normal sT4 level and TSH above the reference limit, but the ongoing discussion of the TSH reference
limit is also metioned?® According to the said guide, the TSH reference limit was specified as 4.12
mIU/L by National Center for Health Statistics (NHANES) Ill, while it was specified as 2.5 mIU/L
according to The National Academy of Clinical Biochemistry (NACB) data.

We accepted the upper limit of TSH as 2.5 mIU/L in accordance with NACB data. We classified TSH
values above this limit as subclinical hypothyroidism. However, as we mentioned above, there are some
conflicts regarding this issue in the literature.

Another Ilimitation is that we might have not reveal the difference between the two groups due to the
retrospective nature of our study and the relatively low number of patients. As a result, we can say that
large series of multicenter studies can help illuminatesdhgect.
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