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EDITORIAL

Our dear readers,

We are proud to publish the second issue of our journal for 2021 with 6 articles. In this issue, there are
3 research articles, a comprehensive review and 2 case reports. We increase the scientific quality of our
journal day by day. We have followed by a wider audience over time. Principally, we want to contribute
to international literature at an increasing level and to increase the success bar of our journal by entering
indexes such as PubMed, SCI and SCI-Expanded. I would like to thank all authors for submitting articles
contributing to both domestic and international literature with their comprehensive scientific content for
publication in our journal. We hope that this issue will be useful to our readers.

Sincerely yours,

Assoc. Prof. Dr. Alpaslan TANOGLU
Editor in Chief

EDITORDEN

Cok degerli okuyucularimiz,

Dergimizin 2021 yili 2. sayisin1 6 makale ile yayimlamaktan gurur duyuyoruz. Bu sayida 3 aragtirma
makalesi, kapsamli bir derleme ve 2 olgu sunumu bulunmaktadir. Dergimizin bilimsel kalitesini her gecen
glin arttirtyoruz. Zamanla daha genis bir kitle tarafindan izleniyoruz. Prensip olarak; PubMed, SCI ve
SCI-Expanded gibi indekslere girerek uluslararas: literatiire artan diizeyde katki saglamak ve dergimizin
basar1 ¢itasini yiikseltmek istiyoruz. Yurt i¢i ve yurt disi literatiire kapsamli bilimsel icerigi ile katki
saglayan makaleleri dergimizde yayimlanmak {izere gonderen tiim yazarlara tesekkiir ederim. Bu sayinin
okuyucularimiza faydali olacagini umuyoruz.

Saygilarimla,

Dog. Dr. Alpaslan TANOGLU
Bas Editor



CONTENTS / ICINDEKILER

Original Article / Ozgiin Makale

Viicut-kitle indeksi ile Helicobacter pylori enfeksiyonu arasindaki iliski: bir vaka
KONEIol GAlISINAST ..ueiiuviiiiiiiiiiiiiiiiiitnitttttcs ettt sttt as e s sae s a s as s be s s sa e sennes 35

The relationship between body-mass index and Helicobacter pylori infection: a case-control study

The effect of emotional labor levels on the attitudes of neonatal intensive care
nurses towards Palliative CAre ........cccevvviiiiiiiiiiiiiiinttr e a s saes 40

Yenidogan yogun bakim hemsirelerinin duygusal emek diizeylerinin palyatif bakima
yonelik tutumlarina etkisi

Evaluation of the in vitro efficacy of non-beta-lactam antibiotics in extended-spectrum
beta-lactamase-producing and non-producing Klebsiella spp. and Escherichia coli strains................. 47

Genislemis spektrumlu beta-laktamaz iireten ve iiretmeyen Klebsiella spp. ve Escherichia coli
suslarinda beta-laktam disi antibiyotiklerin in vitro etkinliginin degerlendirilmesi

Review / Derleme

COVID-19 ve palyatif DAKII ...coueiveiiiuiiiiiiiiiiiniiiniiniiiniciicstesicsessecsaessstsseessaessssssssesssessssssssesnees 54
COVID-19 and palliative care

Case Report / Olgu Sunumu

Polimeraz zincir reaksiyonu ile tanis1 konulan ve komplikasyonla seyreden bir
PNOMOKOK Menenjiti OIGUSU c...cevuuiriuiiiiiiiiriiiniiiiintcitcntsnt sttt seesae st s saessessasssssesssesanees 58

A case of pneumococcal meningitis with complication diagnosed with polymerase chain reaction

Atipik graniiler hiicreli timor: olgu SUNUMUL....cc.uciviiiiiiiiiiiiiiiintrencneeeeesessecsae st essesssesaees 62

Atypical granular cell tumour: case report



Original Article/ Ozgiin Makale

——— M E D I C I N E DOI: 10.47582/jompac.873265

PALLIATIVE CARE ] Med Palliat Care 2021; 2(2): 35-39

Viicut-kitle indeksi ile Helicobacter pylori enfeksiyonu
arasindaki iliski: bir vaka kontrol ¢calismasi

The relationship between body-mass index and Helicobacter pylori
infection: a case-control study

Suat Benek!, ®©Mehmet Zengin?, ©®Sema Zergeroglu?, ©Ahmet Baydar!, ®Murat Sevmis?

!Tekirdag Namik Kemal Universitesi, Tip Fakiiltesi, Genel Cerrahi Anabilim Dals, Tekirdag, Tiirkiye
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*Yeni Yiizyil Universitesi, Tip Fakiiltesi, Genel Cerrahi Anabilim Daly, Istanbul, Tiirkiye

Cite this article as/Bu makaleye atif i¢in: Benek S, Zengin M, Zergeroglu S, Baydar A, Sevmis M. Viicut-kitle indeksi ile Helicobacter pylori
enfeksiyonu arasindaki iligki: bir vaka kontrol ¢alismasi. ] Med Palliat Care 2021; 2(2): 35-39.

0z
Amag: Helicobacter pylori (H. pylori) enfeksiyonu diinya genelinde oldukga yaygin olan enfeksiyonlardan biridir. H. pylori ile obezite arasindaki
iliski hakkinda literatiirde farkli goriisler vardir. Bu calismada viicut-kitle indeksi (VKI) ile H. pylori enfeksiyonu arasindaki iliskiyi arastirdik.

Gereg ve Yontem: 2019 yili icerisinde Tekirdag Namik Kemal Universitesi Tip Fakiiltesi Hastanesinde endoskopik muayeneleri yapilan
hastalar arasinda kesitsel bir calisma yapildi. H. pylori enfeksiyonunun prevalansi biyopsi ile incelendi. VKI ile H. pylori enfeksiyonu
arasindaki iliski analiz edildi.

Bulgular: Popiilasyonumuzdaki olgularin %51,8’1 H. pylori enfeksiyonu agisindan pozitifti. Histopatolojik incelemede H. pylori-pozitif olgularda
akut ve kronik inflamasyon bulgulari H. pylori-negatif olgulara kiyasla daha fazla idi. VKIsi yiiksek olan hastalarda H. pylori enfeksiyonu
prevalans1 VKT'si diisiik olanlara gére daha fazla idi. Istatistiksel analizde VKI ile H. pylori enfeksiyonu prevalansi arasinda anlamh bir iligki
oldugu goriildii (p<0,001) ve bu iki parametre arasinda pozitif bir dogrusal korelasyon vardi (r=0,542). Risk faktorleri tek degiskenli olarak
incelendiginde VKI'nin H. pylori enfeksiyonu agisindan anlaml bir risk faktérii oldugu tespit edildi (p=0,008). Coklu analiz sonuglari ise
VKI'nin H. pylori enfeksiyonu agisinda bagimsiz bir risk faktorii oldugunu ortaya koydu (OR=1,32 (1,09-3,46), p=0,025).

Sonug: Bulgularimiz VK1 ile H. pylori enfeksiyonu arasinda anlamli bir iliskili oldugunu ve yiiksek VKI'nin H. pylori enfeksiyonu agisindan
bagimsiz bir risk faktorii oldugunu goésterdi.

Anahtar Kelimeler: Viicut-kitle indeksi, gastrit, Helicobacter pylori, histopatolojik bulgular

ABSTRACT

Objective: Helicobacter pylori infection is one of the most common infections worldwide. There are different opinions in the literature about
the relationship between H. pylori and obesity. In this study, we investigated the relationship between body-mass index (BMI) and H. pylori
infection.

Material and Method: A cross-sectional study was conducted among patients who underwent endoscopic examinations at Tekirdag Namik
Kemal University Faculty of Medicine Hospital in 2019. The prevalence of H. pylori infection was examined by biopsy. The relationship
between BMI and H. pylori infection was analyzed.

Results: 51.8% of the cases in our population were positive for H. pylori infection. On histopathological examination, acute and chronic
inflammation findings were higher in H. pylori-positive cases compared to H. pylori-negative cases. The prevalence of H. pylori infection
was higher in patients with high BMI than those with low BMI. Statistical analysis showed a significant relationship between BMI and the
prevalence of H. pylori infection (p<0.001), and there was a positive linear correlation between these two parameters (r=0.542). When the
risk factors were examined univariable, BMI was found to be a significant risk factor for H. pylori infection (p=0.008). Multivariable analysis
results revealed that BMI is an independent risk factor for H. pylori infection. (OR=1.32 (1.09-3.46), p=0.025).

Conclusion: Our results showed that there is a significant relationship between BMI and H. pylori infection, and high BMI is an independent
risk factor for H. pylori infection.

Keywords: Body-mass index, gastritis, Helicobacter pylori, histopathological findings
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GIRIS

Helicobacter pylori (H. pylori), diinya niifusunun yaklasik
yarisini etkileyen Gram-negatif bir bakteridir (1). H. pylori
enfeksiyonuna zemin hazirlayan faktorler kesin olarak
bilinmemekle beraber sosyoekonomik durumun ters
orantili olarak dnemli bir belirleyici oldugu gosterilmistir
(1,2). H. pylori enfeksiyonu bir¢ok hastalik (kronik gastrit,
peptik tlser, mide kanseri, mukozayla iliskili lenfoid doku
lenfomasi) i¢in risk faktorii olup (2,3) bir¢ok hastalik
tizerindeki rolii de (kardiyovaskiiler, norolojik, hematolojik
ve metabolik hastaliklar) arastirilmaktadir (3).

Obezite diinya genelinde en 6nemi saglik sorunlarindan
biri olup hipertansiyon, diabetes mellitus, uyku
apnesi, hipoventilasyon, kardiyovaskiiler hastaliklar,
gastrointestinal hastaliklar ve bircok kanser tiiriiniin
altinda yatan etkenlerden biri olarak kabul edilmektedir
(4). Son 20 yilda diinya genelinde obezite goriilme
siklig1 hizla artmis olup bu artis en ¢ok zengin iilkelerde
goriilmiistiir (5,6). Obezitenin nedenleri arasinda genetik
ve cevresel cok sayida sebep siralanmakla beraber asir
kalori alimmnin ve azalan fiziksel aktivitenin merkezi
bir rol oynadigi varsayllmaktadir (5,6). Obezitenin
degerlendirmesinde diinya genelinde en kabul goren
yontem viicut-kitle indeksi (VKI)dir.

Literatiirde artmig VKI ile H. pylori enfeksiyonu arasinda
pozitif bir iligki oldugu &ne siiriilmiis olup, VKI'si
artan bireylerin daha yiiksek bir H. pylori enfeksiyonu
prevalansina sahip olduklar1 gozlemlenmistir (7,8). Ayrica,
VKIsi artan bireylerde H. pylori enfeksiyon tedavisine
cevabin daha diigiik oldugu bildirilmistir (7,8). VKI ile H.
pylori enfeksiyonu arasindaki bu pozitif iligki, obezitenin
karakteristik bir ozelligi olan insiilin direncinin H. pylori
enfeksiyonu ile pozitif olarak iligkili oldugu goriisiini
desteklemektedir (8). Diger taraftan, bazi ¢aligmalar
obezite ile H. pylori pozitifligi arasinda ters bir iligki
oldugunu ve H. pylori'nin ortadan kaldirilmasinin VKide
belirgin bir artiga yol agtigini bildirmistir (8,9).

Literatiirdeki bu farkli sonuglar H. pylori ile VKI
arasindaki iliskinin ve altta yatan mekanizmalarin
netlestirilmesinde daha fazla ¢alismaya ihtiyag oldugunu
gostermektedir. Biz burada histopatolojik parametreleri
kullanarak H. pylori ve VKI arasindaki iligkiyi analiz ettik.

GEREC VE YONTEM

Etik Onay

Bu calisma icin Tekirdag Namik Kemal Universitesi
Girisimsel ~Olmayan Klinik  Arastirmalar  Etik
Kurulu'ndan onay alinmistir (Tarih: 13.04.2021,
Karar No: 2021.89.04.07). Caliyjmamiz sirasindaki

tim uygulamalarda 1964 Helsinki Bildirgesinin ve
ulusal/kurumsal bilimsel aragtirma komitelerinin etik
standartlarina uygun hareket edildi.

36

Verilerin Toplanmasi

Caligmamiz Tekirdag Namik Kemal Universitesi Tip
Fakiiltesi Genel Cerrahi Anabilim Dalrnda gergeklestirildi.
Hastanemizde 2019 yili igerisinde H. pylori i¢in endoskopik
biyopsi yapilan tiim hastalar (n=1600) ¢alismaya dahil edildi.
Olgulara ait klinik ve histopatolojik bilgiler arsiv kayitlarindan
not edildi. Degerlendirmeye alinan parametreler sunlardi:
yas, cinsiyet, kilo, VKI, alkol oykiisii, sigara Oykisi, ilag
oykisii, H. pylori varligy, intestinal metaplazi varligi, atrofi
varhg, akut ve kronik inflamasyon varlig.. VKI <18 olan
olgular grup 1 (zayif), VKI’si 18-24,9 arasinda olanlar grup 2
(normal), VKI’si 25-29,9 arasinda olanlar grup 3 (fazla kilolu),
VKI >30 olan olgular ise grup 4 (obez) olarak ele alind.

Histopatoloji

Fakiiltemizde biyopsi orneklerinin degerlendirilmesi
geleneksel 151tk mikroskopu (Nikon Eclipse E600,
Nikon AG Instruments, 1sviqre) kullanilarak deneyimli
patologlar tarafindan yapilmaktadir. Gastrit parametreleri
tanimlanirken genel olarak hasta bagina bir adet
hematoksilen-eozin lami ve bir adet Giemsa lam1 olmak
tizere toplam iki adet lam kesilir ve bu lamlar iizerinden
yukarida bahsedilen bes histopatolojik parametre
degerlendirilir. Bu parameterler kalitatif ve subjektif olarak
hafif, orta ve agir olmak iizere {i¢ gruba ayrilir (Sekil 1).

Sekil 1. Gastrit parametreleri acisindan akut inflamasyon, kronik
inflamasyon, intestinal metaplazi ve atrofi varlig1 degerlendirildi. A-B:
Grup 1'de genel olarak midede gastrit parametreleri (A:H&E, x10) ve
H. pylori (B: Giemsa, x40) izlenmedi. C-D: Grup 2'de genel olarak hafif
siddette gastrit parametreleri (C:H&E, x10) ve H. pylori (D: Giemsa,
x40) mevcuttu (oklar). E-F: Grup 3'de genel olarak orta siddette gastrit
parametreleri (E:H&E, x10) ve H. pylori (F: Giemsa, x40) mevcuttu
(oklar). G-H: Grup 4de genel olarak agir siddette gastrit parametreleri
(G:H&E, x10) ve H. pylori (H: Giemsa, x40) mevcuttu (oklar).

Istatistiksel Analiz

Istatistiksel analiz i¢in SPSS version 20.0 yazilimi (SPSS
Inc., Chicago, ABD) kullanildi. Tanimlayici veriler not
edilirken medyan (min-maks), frekans ve yiizde tercih
edildi. Kategorik degiskenleri karsilagtirmak i¢in Ki-kare
testi kullanildi ve p<0,05 olan degerler istatistiksel olarak
anlaml kabul edildi. Tek degiskenli ve ¢ok degiskenli
risk incelemesi, referans olarak %95 giiven aralig1 ve 1,0
risk oran1 (OR) olmak iizere lojistik regresyon analizi ile
degerlendirildi.
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BULGULAR

Genel Ozellikler

Olgularin 990 (%61,8)1 erkek, 610 (%38,2)'u kadind
Vakalarin ortalama yas1 37 (16-88), ortalama boyu 167,9
(150-195) cm, ortalama kilosu 67,5 (44-117) kg, ortalama
VKI’si 22,9 (14,0-37,3) idi. VKI'nin yiiksek oldugu olgular
daha ¢ok erkek (%75,4) ve 40 yasin {izerindeki (%68,7)
hastalar idi. VKI agisindan vakalar1 80 (%0,05)’inin grup
1;910 (%56,8)’unun grup 2, 350 (%21,8)’sinin grup 3, 260
(%16,2) i1 ise grup 4 oldugu tespit edildi. VKI'nin yiiksek
olugu olgularda dispepsi sikayetleri (%74,3), kronik aktif
gastrit bulguasu (%70,8), H. pylori enfeksiyonu (%72,5) ile
akut inflamasyon (%73,6) ve kronik inflamasyon (%68,4)
bu bulgular1 daha yiiksek oranda mevcut idi. Olgularin
830 (%51,8)u H. pylori agisindan pozitif idi. Vakalarin
540 (%33,7)1nda sigara, 70 (%0,04)’inde alkol kullanimi
hikayesi mevcut idi.

VKI ve H. pylori Enfeksiyonu Arasindaki Iliski

H. pylori-pozitif katihmcilar (20,3), H. pylori-negatif
katilimcilarakiyasla daha yiiksek (24,7) bir VKI'ye sahipti.
Tiim katilimcilar VKI'lerine gore yukarida izah edildigi
gibi zay1f, normal, fazla kilolu ve obez olmak tizere dort
gruba ayrildi. Bu gruplar arasinda H. pylori enfeksiyonun
prevalansi incelendiginde zayif (%37,3) ile normal
(%43,6) olgulara kiyasla yayginlik, fazla kilolu olgularda
daha ytiksek (%45,8)’ti ve obez olgularda yayginlik en
yiiksek (%50,7) seviyeye ulastyordu. H. pylori ile mevcut
parametreler arasindaki iligki istatistiksel incelendiginde
H. pylori enfeksiyonunun VKI (p<0.001) ile anlaml
olarak iligkili oldugu goriildii (Tablo 1). Ayrica H. pylori
pozitifligi ile yiiksek VKI arasinda pozitif bir dogrusal
korelasyon mevcut idi (r=0,542) (Tablo 2).

Tablo 1. H. pylori ile klinikopatolojik parametreler arasindaki

iliski

H. pylori H. pylori 2o
pozitif (%) negatif (%) P degeri
> 37 477 (57,4) 454 (58,9)
i <37 353 (42.6) 316(a1,1) %
. Kadin 332 (40,0) 278 (36,1)
ChBi7: Erkek 498 (60,0) 492 (639) 108
. >67  492(592) 439 (57,0)
Ll <67 338 (40,8) 331 (430) 8
.. - . 1-2 553 (66,6) 437 (56,7)
Viicut-kitle indeksi 3.4 277 (33.4) 333 (43.3) <0,001
Yok 798 (96,1) 732 (95,0)
Alkol Var 32(3,9) 38 (5,0) 0,291
. Yok 543 (65,4) 517 (67,1)
S Var 287 (346) 253 (329) 460
. Yok 735 (88,5) 665 (86,3)
L Var 95(115)  105(137) 018
Intestinal Yok 764 (92,0) 719 (93,3) 0.307
metaplazi varligt  Var 66 (8,0) 51(6,7) '
. Yok 776 (93,4) 728 (94,5)
Atrofi varlig1 Var 54 (6,6) 42 (5.5) 0,376
Akut inflamasyon Yok 565(68,0)  434(563) o,
varlig Var 265 (32,0) 336 (43,7) ’
Kronik Yok 549 (66,1) 425 (55,1) <0.001
inflamasyon varlig1 Var 281 (33,9) 345 (44,9) ’
Anlamhlik sinir1 p<0,05 olarak kabul edildi. Caligmadaki 6nemli sonuglar italik olarak
not edildi.

Tablo 2. H. pylori ile klinikopatolojik parametreler arasindaki

korelasyon

Korelasyon (%95 CI)  p value
H. pylori
Viicut-kitle indeksi r=0,542 (0,375-0,732)  p<0, 001
Akut inflamasyon varligi r=0,452 (0,351-0,691)  p<0, 001
Kronik inflamasyon varlig r=0,416 (0,338-0,656)  p<0, 001
Anlamlilik sinir1 p<0,05 olarak kabul edildi. Kisaltmalar: CI: Confidence interva

H. pylori Enfeksiyonu I¢in Risk Faktorii Analizi

Tek degiskenli analiz H. pylori enfeksyonun VKI
(p=0,008), akut inflamasyon (p=0,015) ve kronik
inflamasyon (p=0,028) olmak {izere ii¢ parametre ile
anlaml olarak iligkili oldugunu gosterdi. Cok degiskenli
analiz yapildiginda VKI ve H. pylori enfeksyonu igin
bagimsiz bir risk faktorii oldugu tespit edildi (OR=1,32
(1,09-3,46), p=0,025). Tespit edilen diger bagimsiz risk
faktorii ise akut inflamasyon varligi idi (Tablo 3).

Tablo 3. H. pylori igin risk analizi

Univariable Multivariable
analizi analizi
P OR P
degeri (95% CI)  degeri
.. ST 5 . 1,32
Viicut-kitle indeksi 0,008 (1,09-3,46) 0,025
Akut inflamasyon varlig 0,015 ) 0,043
Y 5 > (1,12-427)
Kronik inflamasyon varlig 0,028 22 0,084
? (0,95-4,71) >
Anlamlilik sinir1 p<0,05 olarak kabul edildi. Calismadaki 6nemli sonuglar italik olarak
not edildi. Kisaltmalar: OR: Odds ratio, CI: Confidence interval

TARTISMA

Bu ¢alismada VKI ile H. pylori enfeksiyonu arasindaki
iliskiyi inceledik ve H. pylori enfeksiyonu i¢in VKI’nin
bagimsiz bir risk faktorii oldugunu gordik. Ayrica H.
pylori enfeksiyonu akut ve kronik inflamasyonla da
anlamli olarak iliskili idi.

H. pylori enfeksiyonu, hem mide hem de mide dist
hastaliklara neden olabilen diinya genelinde en yaygin
kronik enfeksiyondur (1). Ulkeler arasinda prevalansi
degismekte olan H. pylori enfeksiyonu, kronik gastrit,
peptik dilser, MALT lenfoma gibi hastaliklarin ana
etkeni oldugu gibi, kardiyovaskiiler hastalik, diyabet ve
non-alkolik hepatit gibi hastaliklar ile de iliskili oldugu
bildirilmektedir (1-3). H. pylorinin mide asidinden
etkilenmeden gecebilmesi {ireaz aktivitesinin bir
sonucudur. Bu etki su sekilde 6zetlenebilir. Bakteri iireyi
hidrolize ederken amonyak ve karbondioksit olusturur
(10). Amonyak H:O ile birlesip amonyuma doniisiirken
cevresini alkalilestirir ve bu durum bakteriyi mide
asidinin zararh etkisinden korur (10,11). Daha sonra
bakteri salgiladig1 cesitli enzimler sayesinde mukusu
parcalayarak epitel yiizeyinde hasar yapar (11). Ayrica
epitel hiicrelerinin arasinda kolonize olur ve mide
mukozasina invaze olmadan inflamasyon yapar (11,12).
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Ek olarak bakteri trombosit aktive edici faktor (PAF)
salgilar, mukozaya notrofil ve monosit toplanmasini
saglar (12). Ve sonugta kronik aktif gastrit tablosu
meydana gelir. Calismamizda da H. pylori enfeksiyonu
olan olgularda kronik aktif gastrit bulgusu belirgin olarak
yiiksek izlenmistir.

H. pylori ile enfekte kisilerde ayni semptom ve hastalik
goriilmeyebilir. Bir kisim olgularda asemptomatik gastrit
goriiliirken, bir kisminda ise duodenal ve gastrik {ilser
veya MALT lenfoma gibi ciddi hastaliklar goriilebilir
(13,14). Ornegin bazi hatsaklarda H. pylori enfeksiyonu
mide mukozasinda kronik enflamasyona bagli mide
glandiiler hiicrelerinin kayb: ile sonuglanan kronik
atrofik gastrite sebep olarak mide kanseri i¢in 6nemli bir
risk faktiirii olusturur (14,15). Ayrica bakterinin virulan
suslar1 (cagA ve vacA pozitif) ile iilser, atrofik gastrit ve
mide kanseri arasindaki anlamli bir iliski mevcuttur (15).
H. pylori genotipleri ile ilgili arastirma calismamizin
kapsami disinda olmakla beraber bu konudaki ileri
galismalarin artmasiyla enfekte kisilerin hangi hastalik
riski ile kars1 karsiya oldugunun daha da iyi anlagilacagini
diistinmekteyiz.

Literatiirde VKI ile H. pylori enfeksiyonu arasindaki iligki
tartismalidir. Bazi ¢alismalar H. pylori enfeksiyonunun
obez hastalarda daha yaygin olma egiliminde oldugunu
ve fazla kilolu bireylerde H. pylori enfeksiyonunun 6nemli
olcide daha diisik eradikasyon egilimi gosterdigini
bildirmektedir (16-18). Diger ¢alismalarda ise obezite ile
H. pylori enfeksiyonunun ters orantili oldugunu ve H.
pylori'nin ortadan kaldirilmasinin belirgin bir VKI artigina
yol agabilecegini tarif etmektedir (19,20). Artmus VKDnin,
immiin sistem {izerindeki etkileri bir¢cok c¢aligmada
arastirtlmis olup bir¢ok ¢alismada morbid obez hastalarda
polimorfoniikleer hiicrelerdeki bakterisidal kapasitenin
ve monositlerin makrofajlara olgunlagmasinin azaldig
gosterilmistir (21-23). Ornegin Moulin ve ark. (22) ayni
yas ve cinsiyetteki saglikli bireylere kiyasla siddetli obez
hastalarda inflamatuvar hiicrelerdeki oldiiriicii hiicre
aktivitede oOnemli bir azalma oldugunu bildirmistir.
Obez bireylerde gozlenen bu bagisiklik degisiklikleri,
H. pylori enfeksiyonu igin daha elverisli bir bagisiklik
ortami olusturabilir. Nitekim Perdichizzi ve ark. (24) H.
pylori enfeksiyonunun hiperglisemik obez kisilerde artma
egiliminde oldugunu gostermistir.

Bazi ¢alismalarda ise H. pylorinin eradike
edilmesinin gastrik leptin ekspresyonunu azalttig
ve bu azalmanin VKIde bir artisa sebep oldugu
bildirilmistir (27-29). Ornegin Osawa ve ark. (27)
H. pylori eradikasyonundan sonra mide dokusunda
istahla ilgi hormon olan grelin konsantrasyonunun
onemli Olgiide arttigini gostermistir. Furuta ve
ark. (28) ise H. pylori tedavisi goren hastalarin kilo
aldigin1 belgelemistir. Ayrica literatiirde, H. pylori
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enfeksiyonun bazi interlokinleri ve proinflamatuvar
sitokinlerin (6rnegin, TNFa) asir1 salinimini uyardigy,
bu mediatérlerin saliniminin kronik insiilin direncinin
ve lipid dismetabolizmasinin daha da kotiilesmesine yol
actig1 ve bu durumun da obezitenin ortaya ¢ikmasina
katki sagladig bildirilmistir (25,26).

Ustelik literatiirdeki bazi caligmalar viicut agirlig: ile
H. pylori prevalansinda herhangi bir iliski olmadigini
bildirmigtir. Ornegin Kawano ve ark. (30) yaptigi
calisgmada asemptomatik kisilerde H. pylori enfeksiyonu
ile VK1 arasinda herhangi bir iligkili bulamamugtir. Dahast
Blaser ve ark. (31) galismalarinda H. pylorinin neden
oldugu mide enflamasyonunun grelin gibi birtakim
bagirsak hormonlarinin daha az salgilanmasina sebep
oldugunu, ve bu nedenle erken ¢ocukluk doneminde H.
pylori’ye maruz kalan bireylerde istah ve yiyecek aliminda
azalma oldugunu tespit etmislerdir.

Literatiirde gorillen bu birbirinden farkli sonuglarin
sebebi olarak kullanilan yontemlerin farkliligi, arastirma
yapilan popiilasyonlarin  ¢esitliligi ve ¢alismaya
dahil edilen hasta sayist gibi faktorler siralanabilir.
Galismamizda daha yiiksek VKI'li bireylerin H. pylori
enfeksiyonu agisindan pozitif olma olasihginin daha
yiiksek oldugunu gosterdik. Sonuglarimiza gére yiiksek
VKI H. pylori enfeksiyonu igin zemin hazirlayan bir
faktordiir. Ancak literatiirde birbiriyle ¢elisen birgok
calisgma mevcut olmasi nedeniyle bu bulgunun daha
genis calismalar ile desteklenmesi gerekmektedir.

Calismamizin kisithiliklar: arasinda katilimer sayisinin
distik olmasi, saghkli gonillilerden olusan bir
kontrol grubunun olmamasi, H. pylori genotiplerinin
calistlmamasi, metabolik belirte¢ seviyelerinin tespit
edilmemesi sayilabilir.

SONUC

Galismamiz, VKInin H. pylori enfeksiyonu ile
anlaml olarak iligkili oldugunu ve VKI'nin artiginin
H. pylori enfeksiyonu i¢in bagimsiz bir riski faktori
oldugunu gostermekte olup bu iligkinin altinda yatan
mekanizmalarin daha net olarak acgikliga ¢ikarilmasi,
hastaligin tedavisi ve oOnlenmesinde daha basarili
yontemlere 151k tutabilir.
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ABSTRACT

Introduction: Neonatal nurses, who experience many challenging emotions while providing palliative care, must empathize with the patient and their family,
maintain control, act neutrally and be understanding during the care process. Emotional labor levels of the neonatal nurses such as managing and being aware
of their emotions, taking on determined roles, and acting according to predetermined standards even though they have much different feelings, are important
in the palliative care process. The aim of this study is to determine the effect of emotional labor levels of neonatal nurses on their attitudes towards palliative
care.

Material and Method: This study was a correlational, cross-sectional and descriptive design and was conducted with 75 nurses employed in the neonatal
intensive care units (NICU) in a provincial center in the north of Turkey. The data of the study were collected by using Personal Information Form, Emotional
Labor Scale (ELS) and Neonatal Palliative Care Attitude Scale (NPCAS).The data were analyzed with SPSS 23. Descriptive statistics, non-parametric tests and
Spearman correlation analysis were used in the evaluation of the data.

Results: Among the NICU nurses, who participated in the study, 61.3% stated that they did not receive training in palliative care, and 84% did not find their
knowledge about palliative care sufficient. A statistically significant and negative correlation was found between the surface acting sub-dimension of ELS
and the resources sub-dimension of NPCAS (p=0.046); and a statistically significant and positive correlation was found between expression of naturally-felt
emotions sub-dimension of ELS and the clinicians sub-dimension of NPCAS (p=0.005).

Conclusion: In the present study, where the factors affecting the emotional labor levels of nurses were examined, it was observed that nurses suppressed
their real emotions and acted superficially while providing the palliative care services. Despite the fact that the nurses displayed a positive attitude towards
recognizing the neonatal palliative care practices and acting in cooperation, they stated that the institutional support was not sufficient.

Keywords: Nurse, newborn emotional labor, palliative care

oz

Amag: Palyatif bakim hizmeti sunarken birgok zorlayici duygu deneyimleyen yenidogan hemsireleri, bakim siirecinde hasta ve ailesi ile empati kurmasi,
kontrollii, yansiz ve anlayisli olmasi gerekmektedir. Yenidogan yogun bakim hemsirelerinin duygularini yonetip farkinda olmas, belirlenmis roller tistlenmesi
ve ¢ok daha farkli hisler i¢inde olsalar da 6nceden belirlenmis standartlara gore davranmasi gibi sarf ettikleri duygusal emek diizeyleri, palyatif bakim stirecinde

6nem tagimaktadir. Bu aragtirmanin amaci yenidogan yogun bakim hemsirelerinin duygusal emek diizeylerinin palyatif bakima yonelik tutumlarina etkisinin
belirlenmesidir.

Gereg ve Yontem: Kesitsel ve tanimlayici tipte olan aragtirma Tiirkiye'nin kuzeyindeki bir il merkezinde yenidogan yogun bakim iinitelerinde (YYBU) ¢aligan
75 hemsire ile gerceklestirildi. Arastirma verileri Kisisel bilgi formu, Duygusal Emek Olcegi (DEO) ve Yenidogan Palyatif Bakim Tutum Olgegi (YPBTO)
kullanilarak toplanmugtir. Veriler SPSS 23 ile analiz edilmis olup, verilerin degerlendirilmesinde tanimlayici istatistikler, non parametrik testler ve Spearman
korelasyon analizi kullanilmugtur.

Bulgular: Arastirmaya katilan YYBU hemsirelerinin %61,3’ii palyatif bakim konusunda egitim almadiklarini ve %84’ palyatif bakim konusunda bilgilerini
yeterli bulmadiklarin: belirtmislerdir. DEO’niin yiizeysel davranis alt boyutu ile YPBTO'niin kaynaklar alt boyutu arasinda negatif yonde (p=0,046), gercek
duygular bastirma alt boyutu ile YPBTO'niin klinik alt boyutu arasinda pozitif yonde istatistiksel olarak anlaml bir iligki bulunmustur (p=0,005).

Sonug¢: Hemsirelerin duygusal emek diizeylerinin etkileyen faktorlere yonelik yapilan bu arastirmada, hemsirelerin palyatif bakim hizmeti sunarken gergek
duygularini bastirdigi ve yiizeyel davranis sergiledigi goriilmiistir. Hemsireler yenidogan palyatif bakim uygulamalarini tanima ve isbirligi icinde olma
yoniinde olumlu tutum sergilemelerine ragmen, saglanan kurumsal destegin yeterli olmadigini belirtmislerdir.

Anahtar Kelimeler: Hemsire, yenidogan, duygusal emek, palyatif bakim
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INTRODUCTION

Medical and technological developments have led to
an increase in the survival rates in neonatal intensive
care units as well as the number of newborns in
need of palliative care (1-3). Nurses are responsible
for the care of the newborns in these units. They
are the closest health care professionals to the dying
newborn, interacting directly with the patient and
their family (2,4). Studies have demonstrated that the
care provided to the patients in the terminal period or
for the dying patients affected the nurses negatively.
Particularly, nurses have more difficulty in coping
when the dying patient is a newborn; and the negative
attitude decreases the quality of the care given to the
patient (3-6). Nurses, who provide palliative care, go
through different emotional processes, causing them
to experience feelings such as anger, anxiety, stress,
depression, helplessness, failure, inadequacy and
denial (2,4,5,7). During the care process, neonatal
nurses, who experience many challenging emotions,
have to empathize with patients and their relatives, be
controlled, objective and understanding, manage and
be aware of their emotions, undertake specified roles,
and act according to predetermined standards, even
when they have different emotions (3-5). Accordingly,
the nurses with high workloads in palliative care units,
who encounter intense human relationships and go
through many emotional processes, make an extra
effort and display emotional labor while displaying
the attitudes and emotions expected of them (8-13).
In palliative care, the increase in the conflict between
the emotions felt and expressed by the nurses also
increases the level of emotional labor spent while
caring for patients with both physical and mental
labor (4,12,14,15). Studies have demonstrated that the
emotional labor behaviors of the nurses are affected by
the personal and professional factors (age, education,
duration of professional experience, department, the
number of patients they care for, etc.). The nurses
suppress their real emotions and exhibit surface acts,
thereby spending greater emotional labor (7,12,16,18-
20). For these reasons, emotional labor behaviors of
nurses providing palliative care services have a special
importance in terms of patient relations. According
to the literature review performed in Turkey, there is
no study examining the effect of the emotional labor
levels on the attitudes of neonatal nurses towards
palliative care. Therefore, it is believed that this study
would contribute to increasing the quality of nursing
care.

The aim of this study is to determine the effect of
emotional labor levels on the attitudes of neonatal
nurses towards palliative care.
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Research Questions
1. What are the emotional labor levels of neonatal nurses?

2. What are the attitudes of neonatal nurses towards
palliative care?

3. Is there a relationship between the emotional labor
level of neonatal nurses and their attitudes towards
neonatal palliative care?

MATERIAL AND METHOD

Permission was obtained from each institution where
the study was conducted, and approval was obtained
from the Ethics Committee of the Faculty of Medicine,
Ondokuz Mayis University (Date: 26.12.2019, Decision
No: B.30.2.0DM.0.20.08/828-1043). All procedures were
performed adhered to the ethical rules and the Helsinki
Declaration of Principles.

Design

This study has a correlational, cross-sectional and
descriptive design. It was conducted between January 2020
and December 2019 in a university and a state hospital
located in a province in the North of Turkey.

Population and Sample

The population of the study consisted of 96 nurses
employed in the neonatal intensive care unit of a state and
a university hospital located in a provincial center in the
north of Turkey. When determining the size of the sample,
it was aimed to reach the whole universe without selecting
the sample from the population. In this regard, a total of
75 nurses participated in our study, reaching the 78% of
the population.

The criteria for inclusion of the nurses consisted of
minimum one year of experience in their current unit and
provision of newborn intensive palliative care (secondary
and tertiary care units). The exclusion criteria for the nurses
included employment in healthy neonatal follow-up units
within the scope of outpatient clinic service, refusing to
participate in the study, being on leave and/or sick leave
at the time of the study; filling in the forms incompletely.

Data Collection Tools

Personal Information Form, Emotional Labor Scale (ELS)
and Neonatal Palliative Care Attitude Scale (NPCAS) were
used as data collection tools in the study.

Personal Information Form

This form was developed by the researchers with the aim
of identifying the sociodemographic and professional
characteristics of the nurses such as age, marital status,
education level, institution, position, professional
experience, weekly working time and number of newborns
they cared for. The form, which consisted of 10 questions,
also aimed to determine the whether they received any
training on palliative care and whether they found their
knowledge on this subject sufficient.
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Emotional Labor Scalen (ELS)

It is a 5-Point Likert-Type Scale consisting of 11
items. It was developed by Grandey (21) based on
the study of Brotheridge and Lee (22) and translated
into Turkish by Oral and Kose (23). The scale has
four dimensions. These four dimensions were named
as surface acting, deep acting, emotion termination
and expression of naturally-felt emotions. Each
dimension of the scale is evaluated separately, and
the total score of the scale is not calculated. In terms
of the evaluation of the scale, the higher mean scores
obtained from the sub-dimensions indicate more
frequent display of the emotional labor behavior
related to that sub-dimension. In the study conducted
in our country, the mean Cronbach’s Alpha values of
the scale were calculated as 0.76 for surface acting,
0.73 for emotion termination, 0.60 for deep acting and
0.63 for expression of naturally-felt emotions. [23] In
the present study, the Cronbach’s Alpha coefficient
was calculated as 0.662 for surface acting, 0.637 for
deep acting, 0.625 for emotion termination, 0.556 for
expression of naturally-felt emotions.

Neonatal Palliative Care Attitude Scale-NPCAS
This scale was developed by Kain et al. (24) in order to
determine the factors that neonatal nurses perceived
as obstacles and facilitators within palliative care.
The scale was translated into Turkish by Akay (2).
It is a five-point Likert-type scale consisting of 26
questions. The scale consists of three sub-dimensions
including organization (5,8,15,16,19), resources
(6,7,13,14,24) and clinicians (20,21). Organization
sub-dimension measures the facilitators or barriers
found in the environment of the clinic where nurses
work for palliative care practices. Resources sub-
dimension measures the availability of resources
that support the palliative care model, such as the
appropriate environment, medical staff, sufficient
time for parents, counseling, and appropriate policies
and guidelines regarding neonatal palliative care.
Clinicians sub-dimension measures the moral/ethical
concerns of nurses caused by technological necessities
and demands of the parents. The high score obtained
from the sub-dimensions of the scale indicates that
the individual has a high level of positive attitude
towards the relevant sub-dimension. As a result of the
adaptation study, the Cronbach’s Alpha value of the
scale was 0.692 for the organization sub-dimension,
0.710 for the references sub-dimension, and 0.680 for
the clinicians sub-dimension (2). In the present study;,
the Cronbach’s Alpha value was found as 0.595 for the
organization sub-dimension, 0.796 for the references
sub-dimension, and 0.652 for the clinicians sub-
dimension.

Statistical Analysis

The data obtained from the study were evaluated in
SPSS 23.0 program (SPSS Inc, Chicagoll, USA). The
frequencies and percentages of nurses were used to
analyze their sociodemographic characteristics during
data analysis. Firstly, the Kolmogorov-Smirnov test was
used to determine whether the data was distributed
normally. Number, percentage, mean, standard
deviation and median were used as descriptive statistics;
non parametric tests (Mann Whitney-U test, Kruskal-
Wallis test and Post Hoc test-Tamhane test) were used
to analyze the data with non- normal distribution.
Spearman correlation analysis was performed to
investigate possible correlations between Emotional
Labor Scale (ELS) and Neonatal Palliative Care Attitude
Scale (NPCAS). For all the analyses, a p<0.05 was
considered to be statistically significant.

RESULTS

The findings about the distribution of socio-
demographic characteristics of nurses are presented in
Table 1. The mean age of the nurses was found to be
32.83+5.6 (min. 23, max. 46). It was found that 36% of
the nurses were between the ages of 31-35, 68% were
married and 77.3% had a bachelor’s degree. It was
determined that 38.7% of the nurses had a professional
experience of 12 years and above, 68% worked 40 hours
a week, 57% provided care for 5-6 newborns per night,
97.3% were clinical nurses working in both day and
night shifts. Looking at the educational backgrounds
of the nurses regarding neonatal palliative care, 61.3%
stated that they did not receive training in palliative
care, and 84% did not find their knowledge about
palliative care sufficient (Table 1).

The mean scores obtained by NICU nurses in the
sub-dimensions of ELS were found to be 3.02+0.8
for expression of naturally-felt emotions, 2.138+0.7
for surface acting, 2.08+0.93 for deep acting, and
1.9740.67 for emotion termination, respectively. The
mean scores obtained from the sub-dimensions of
NPCAS were found to be 3.317+0.501 for organization,
2.350+0.558 for clinicians, and 2.349+0.809 for
resources, respectively (Table 2).

According to the results of the correlation analysis
on ELS and NPCAS, a positive, weak and statistically
significant relationship was found between the
expression of naturally-felt emotions sub-dimension
of ELS and the clinicians sub-dimension of NPCAS
(r=0.324, p=0.005). A negative, weak and statistically
significant relationship was found between the surface
acting sub-dimension of ELS and the resources sub-
dimension of NPCAS (r=0.231, p=0.046) (Table 3).
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Table 1. Socio-demographic characteristics of neonatal nurses, and

their educational background regarding palliative care (n=75)

Characteristics n %
20-25 years of age 10 13.3
Mean age:
32.83+5.58 26-30 years of age 17 22.7
E;rél)in 20, max. 31-35 years of age 27 36.0
36 years of age and over 21 28.0
. Married 51 68.0
Marital status .
Single 24 32.0
High school + associate degree 8 10.7
Edinerisoiel Bachelor's degree 58 77.3
background
Master's Degree + PhD 9 12.0
1-3 years 18 24.0
Professional 4-7 years 12 16.0
EgpEnEneE 8-11 years 16 21.3
12 years and more 29 38.7
Position at the Nursing Supervisor 2 2.7
institution Clinical Nurse 73 97.3
Weekly working 40 hours 51 68.0
time 48-56 hours 24 320
Type of Day shift only 2 2.7
employment in . .
the institution Day + night shifts 73 97.3
Number of 3-4 newborns 32 43.0
newborns cared
for during the
night shift 5-6 newborns 43 57.0
Experience of in- Yes 29 38.7
service training
on palliative care NO 46 61.3
Finding the & g .
knowledge about Finds it sufficient 12 16.0
palliative care o )
sufficient Finds it insufficient 63 84.0

Table 2. Mean scores obtained from the sub-dimensions of ELS
and NPCAS

X+sp MM Median

Ezgf:lsli;-?eﬁfemoﬁons SlPEaULE S =2
Sub. ione Surface acting 2132067 13 23
of ELS Deep acting 2.08+093 14 20

Emotion termination 1.96+0.67 1-4 1.7
Sub- Organization 3.31+0.50  2-4 3.2
dimensions Clinicians 2.350+0.55 1-5 2.4
Of NPCAS  pesources 23494080 1-4 25
X+SD: Mean + Standard Deviation

DISCUSSION

In this study, which examined the emotional labor
levels of neonatal intensive care unit (NICU) nurses on
palliative care, has found that most of the nurses did not
have any education about palliative care, did not find their
knowledge sufficient on this subject. neonatal intensive
care unit (NICU) nurses suppressed their real emotions
while providing palliative care and behaved superficially.
Besides, It was determined that they displayed a positive
attitude towards knowing and cooperating with neonatal
palliative care practices. neonatal intensive care unit
(NICU) nurses stated that the institutional support
provided to them was not sufficient. Also, it was found
that as nurses’ suppression of real emotions increased,
clinicians displayed more positive attitudes towards
palliative care in the sub-dimension, and as the state
of displaying the emotion expected by the institution
increased, attitude towards resources decreased.

In the study, the majority of the nurses stated that they
did not receive in-service training on palliative care, and
that they did not find their knowledge sufficient on this
subject. Previous studies reported that the neonatal nurses
had insufficient knowledge about palliative care, and they
perceived this insufficiency as an obstacle to providing
quality palliative care (3,25,26). In some studies, it was
found that the nurses employed in palliative care units
had better levels of knowledge compared to the nurses
working in other departments (2,27). Palliative care is
included in nursing education. Nonetheless, it is believed
that the subject of palliative care for the newborn is not
sufficiently included in both undergraduate education and
in-service training; and that the content of the education
is more oriented towards symptom management such as
pain.

This study, it was observed that the neonatal nurses mostly
suppressed their naturally-felt emotions and displayed
surface acting (displaying the emotion that the institution
expected) as the emotional labor (Table 2). This finding
shows that nurses display the emotion expected by the
institution while providing care to their patients, thereby
suppressing the real emotions they feel. In some studies,
it was observed that the nurses displayed surface acting
and deep acting (trying to avoid displaying their own
emotions) the most (7,18,19). According to the studies

Table 3. Correlations between the sub-dimensions of ELS and NPCAS

NPCAS
ELS Organization Resources Clinicians
r P r P r P
Expression of naturally-felt emotions 0.155 0.185 0.148 0.206 0.324* 0.005
Surface acting -0.070 0.553 -0.231* 0.046 0.182 0.118
Deep acting 0.167 0.152 0.074 0.222 0.217 0.185
Emotion termination 0.143 0.222 0.058 0.618 0.119 0.206
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conducted with nurses responsible for palliative care
services, witnessing death every day causes the nurses to
be exposed to a lot of emotional pressure, to spend more
emotional labor and to experience more lack of emotional
support (28-30). Certain studies demonstrated that the
emotional labor spent by the nurses could lead to personal
and professional development, and that they would
attain “a professional skill” in order to avoid long-term
negativity (29,31). Looking at the results of this study and
the literature, it was found that the sub-dimensions of the
emotional labor scale differed according to the study. It is
believed that this may be due to the socio-demographic,
personal and professional characteristics of the participants
in studies conducted with nurses.

In the present study, it was determined that the negative
attitude of nurses towards neonatal palliative care
originated from the sub-dimension of resources (a
tendency of insufficiency or a degree of disagreement
regarding the environmental conditions, sufficient staff,
sufficient time and the presence of certain policies).
Previous studies reported that the obstacles encountered
by the nurses during palliative care were the factors such
as adverse environmental conditions, technological
necessities, insufficient number of staff, ethical dilemmas
and the lack of clinical guidelines to provide palliative
care (2,3,5,30). Unlike the study, it was determined in
some studies that positive attitude towards palliative care
stemmed from the sub-dimension of resources (26,32).
It is believed that this may be due to the difference in the
resources of countries for neonatal palliative care.

In this study is the first study investigating the
relationship between emotional labor levels and the
attitudes of neonatal nurses towards palliative care. In the
study, it was determined that as the behavior of nurses
to suppress real emotions increased, they displayed
more positive attitudes towards palliative care in the
clinicians sub-dimension. Therefore, the study suggests
that the technological obligations and moral/ethical
concerns experienced by nurses regarding palliative care
mostly cause them to suppress their actual feelings. In
the previous studies, it was mentioned that nurses, who
provided palliative care, learnt emotional management
processes over time, recognized that acting as the
institution expected of them (instead of actual emotions)
might cause alienation of the self, tried to prevent grief
by restricting the emotions, and this could conflict with
their self-identities (29,33). In a study conducted on the
factors affecting the emotional labor of the neonatal
nurses, it was observed that the institutional support
provided to nurses was not sufficient. It was stated that
the recognition of emotional labor at institutional levels
helped encourage nurses to work, contributing indirectly
to patient safety (4).

In the study, it was found that as the level of surface acting
(displaying the emotion expected by the institution)
increased, the attitudes towards resources (the dimension
that measures institutional and individual opportunities
related to palliative care) decreased. Therefore, it is believed
that nurses perceive environmental factors as negative
obstacles in providing palliative care services, since they
display the emotions expected by the institutions. Due to
the barriers in the health system, the insufficiency of human
resources increases the workload of healthcare workers;
therefore, the opportunities for nurses to provide palliative
care are restricted (26,34,35). Studies demonstrated that
nurses providing palliative care often had difficulties in
finding time and place to cope with grief, and encountered
normative restrictions on expressing grief in the
institution (26,36,37). It is believed that emotional control
is professional norm, and that the normative imperatives
of emotional self-control in palliative care providers are
idealized and shaped as a professional skill (29,31). It
was reported that the corporate culture influenced their
perceptions of maintaining a “professional mood”, and
that palliative caregivers generally increased the pressure
to suppress emotionality (29,38). In addition, it was
stated that a corporate culture normalizing emotional
experiences and expression and providing time and space
for nurses to benefit from the informal and formal support
structures, thereby avoiding the examples of emotional
formation (32,39).

There are some limitations to the research. The first is,
although the majority of contacted neonatal nurses
participated in this study, the entire population could not
be reached due to some nurses being sick and some being
on a leave of absence. The second is that the participants’
responses to data collection tools are based on their
own opinions. The third is that emotional labor and
attitudes of nurses can be affected by many mental factors
(personality traits, additional psychiatric disorders,
additional medical conditions, alcohol and substance use,
etc.). Finally, the study is limited to sampling consisting
only of nurses working in the North Anatolian region,
and the findings cannot be generalized in terms of the
entire country.

CONCLUSION

It was observed in the study that most of the nurses
did not receive information about palliative care and
did not find themselves sufficient in this subject. It was
found that nurses spent emotional labor mostly in the
form of suppressing naturally-felt emotions and surface
acting. It was determined that the positive attitudes
of the nurses towards palliative care was in the sub-
dimensions of organization, clinicians and resources,
respectively. Certain sociodemographic and occupational
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characteristics were found to be associated with ELS and
NPCAS. It was found that there was a weak positive
correlation between the expression of naturally-felt
emotions sub-dimension of the ELS and the clinicians
sub-dimension of NPCAS. In addition, there was a weak
correlation between the surface acting sub-dimension of
the ELS and the resources sub-dimension of NPCAS.

Practice Implications

In line with the results obtained from the study, neonatal
nurses should be provided with training on emotional
resilience, communication and emotional labor in
order to prevent the negative effects of emotional labor.
These trainings should be implemented regularly and
continuously, and they should include creative drama,
simulation, role play methods. In-service training
should be provided for the neonatal nurses in order to
increase their awareness on neonatal palliative care, and
to teach them basic elements of care. Guidelines should
be developed to guide the palliative care specific to the
newborns. Necessary institutional arrangements should
be made in the environment and working conditions of
NICU in order to ensure the provision of effective and
qualified care services.
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ABSTRACT

Objective: Bacteria develop resistance to many antibiotics by using different mechanisms. The resistance of bacteria secreting extended-
spectrum beta-lactamases to many antibiotics limits our treatment options. In this study, we investigated the in vitro efficacies of non-beta-
lactam antibiotics in Escherichia coli (E. coli) and Klebsiella spp. strains.

Material and Method: In our study, we investigated the presence of ESBL in 97 ESBL-negative (61 E. coli, 36 Klebsiella spp.) and 54 ESBL-
positive (33 E. coli, 21 Klebsiella spp.) strains of nosocomial origin isolated from blood culture through a phenotypic confirmation test. We
determined in vitro efficacies of aminoglycoside and quinolone group antibiotics by the agar dilution method.

Results: The susceptibility rates of ESBL- non-producing and producing strains were 81.4% -48.1% to ciprofloxacin, 85.5%-50% to
levofloxacin, 81.4%-46.3% to ofloxacin and moxifloxacin, 99%-37% to gentamicin, 97.9%-57.4% to netilmicin, and 99%-96.2% to amikacin,
respectively.

Conclusion: In our study, we found that all aminoglycoside and quinolone group antibiotics showed low efficacies. Amikacin had the
highest in vitro activity in E. coli and Klebsiella spp. strains.

Keywords: Extended-spectrum beta-lactamase, aminoglycoside, quinolone, minimal inhibitory concentration

0z
Amag: Bakteriler bir ¢ok antibiyotiklere farkli mekanizmalar1 kullanarak direng gelistirmektedir. Genislemis spektrumlu beta-laktamaz

(GSBL)-tireten bakterilerin pek ¢ok antibiyotige kars: direngli olmalar1 tedavi segeneklerimizi kisitlamaktadir. Bu ¢aligmada in vitro olarak
Escherichia coli (E. coli) ve Klebsiella spp. suslarinda beta-laktam dis1 antibiyotiklerin etkinligini aragtirdik.

Gereg ve Yontem: Calismamizda kan kiiltiirtinden izole edilen nozokomiyal kékenli 97 GSBL-negatif (61 E. coli, 36 Klebsiella spp.) ve 54
GSBL-pozitif (33 E. coli, 21 Klebsiella spp.) susunda GSBL varlig: fenotipik dogrulama testi ile arastirildi. Aminoglikozid ve kinolon grubu
antibiyotiklerin in vitro etkinlikleri agar diliisyon yontemi ile belirlendi.

Bulgular: GSBL-iireten ve iiretmeyen suslarin duyarlilik oranlari sirasiyla siprofloksasin i¢in %81,4-48,1; levofloksasin i¢in %85,5-50;
ofloksasin ve moksifloksasin icin %81,4-46,3; gentamisin i¢in %99-37; netilmisin i¢in %97,9-57,4 ve amikasin i¢in de %99-96,2 olarak
bulundu.

Sonug¢: Calisiilmamizda E. coli ve Klebsiella spp. suslarinda tiim aminoglikozid ve kinolon grubu antibiyotiklerin etkinliginin diisiik oldugu;
amikasinin en yiiksek in vitro etkinlige sahip oldugu goriildii.

Anahtar Kelimeler: Genislemis spektrumlu beta-laktamaz, aminoglikozid, kinolon, minimum inhibitor konsantrasyon
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INTRODUCTION

The extended-spectrum P-lactamase (ESBL), which
is widely detected all over the world, was first defined
in 1983 (1). Regardless of the susceptibility results of
ESBL-producing bacteria, infections with these bacteria
are of clinical significance because they are considered
resistant to all penicillins, cephalosporins (except
for cefamicins (cefoxitin, cefotetan, cefmethazol,
and moxalactam)), and aztreonam. Although these
bacteria are susceptible to beta-lactam/beta-lactamase
inhibitor combinations, recent surveillance data show
that the number of strains that cannot be treated
with these antibiotic combinations is also increasing
(2). ESBL enzymes have recently been demonstrated
with increasing frequency in Gram-negative bacteria,
especially in Escherichia coli (E. coli) and Klebsiella
spp. strains. It is worrisome that an international
multicenter study determined that our country had the
incidence of Klebsiella spp. strain producing the highest
ESBL (3). There are many clinical studies showing that
carbapenems are active in ESBL-producing bacterial
infections, but the drawbacks of widespread use of
carbapenems should not be ignored (4).There are
limited studies in the literature on the susceptibility
rates of ESBL-producing E. coli and Klebsiella spp.
strains to different antibiotic classes, such as quinolone
and aminoglycoside (5).

Overall, this study aimed to determine the susceptibility
of ESBL-producing and non-producing E. coli and
Klebsiella spp. strains to aminoglycoside and quinolone
group antibiotics and to uncover the role of these
antibiotics in the treatment of infections due to ESBL-
producing bacteria.

MATERIALS AND METHOD

Ethical Approval

We obtained the relevant approval for our study from
Bagkent University, Non-Invasive Health Research Ethics
Committee (Date: 11.05.2005, Decision No: 2004/AP-
577). We strictly ensured that all procedures were carried
out in accordance with the 1964 Helsinki Declaration and
the ethical standards of national/institutional scientific
research committees.

Data Collection

We examined E. coli and Klebsiella spp. strains isolated
from non-urine samples of the patients hospitalized
in Bagkent University Hospital between 2003-2004 by
ESBL secretion. As a result, 54 ESBL-producing and 97
non-ESBL-producing strains were included in the study.

Identification of Enteric Bacteria
We used Bactec-9050 (Becton Dickinson, Maryland,
USA) automated blood culture system for blood
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cultures. Samples giving positive growth signals in the
culture system were passaged into eosin methylene
blue (EMB) and blood agar. We studied the bacteria
grown on EMB agar and determined to be E. coli
and Klebsiella spp. by their growth characteristics in
indole production test, methyl red and citrate tests,
urea hydrolysis test, and three sugar iron agar (TSI).
Bacteria included in the study were stored at -20°C
until the study day.

ESBL Test

We wused ceftazidime/ceftazidime-clavulanic acid
phenotypic confirmation test to detect ESBL-bearing
strains. (6). Accordingly, we placed discs containing
ceftazidime (30 pg)/ceftazidime-clavulanic acid (10 pg)
on MHA (Oxoid, Hampshire, England) plates where
bacterial suspensions with McFarland 0.5 density
were spread and incubated at 35°C for 18 hours. After
incubation, we measured and compared inhibition
zones around discs with and without clavulanic acid.
Bacteria were considered positive for ESBL production
when the zone diameter around the combination discs
was 5 mm. or larger than the zone diameter around the
disc without clavulanic acid.

Antibiotic Susceptibility Tests of Isolated Strains

We determined the minimum inhibitory concentration
(MIC) values of the strains included in the study by the
agar dilution method (49). Antibiotic potent powders
(Sigma, St Louis, USA) were used in the susceptibility
test. Also, we utilized E. coli (ATCC, 25922) and
Pseudomonas aeruginosa (P. aeruginosa) (ATCC,
27853) standard strains as control strains in the study.
We evaluated the MIC values of the bacteria included in
the study (Table 1) in line with the recommendations of
the Clinical Laboratory Standards Institute (CLSI) (6).

Table 1. CLSI-recommended susceptibility MIC limits for Gram-negative

enteric bacteria (ug/ml)

Antibiotic ~ Susceptible Intermediate Resistant  E. coli aeru;nosa
Ciprofloxacin 1 2 4 0.004-0.015  0.25-1
Levofloxacin <2 4 =8 0.008-0.06 0.5-4
Ofloxacin <2 4 =8 0.015-0.12 1-8
Moxifloxacin <0.5 1 >2 0.008-0.06 1-8
Gentamicin 4 8 16 0.25-1 0.5-2
Amikacin 16 32 64 0.5-4 1-4
Netilmicin 8 16 32 0.5-1 0.5-8

We calculated the amount of antibiotic required for
MIC determination by the agar dilution method using
the following formula:

Antibiotic ~ powder  weight (amount to be
weighed)=Volume (ml)xdesired concentration (pg/
ml)/Antibiotic activity (ug/mg).
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We prepared stock solutions for each antibiotic. Table
2 presents stock, solvent, and diluent liquids used in
preparing solutions for the antibiotics studied.

Table 2. Solvents and diluents of antimicrobial agents used for agar
dilution tests

Antibiotics Solvents Diluents

Amikacin Water -

Netilmicin Water -

Gentamicin Water -

Ciprofloxacin Water =

Ofloxacin Y% volume of ‘water, thep 0.1 mol/L .
NaOH is dripped until dissolved

Levofloxacin %2 volume of water, then 0.1 mol/L Water
NaOH is dripped until dissolved

Moxifloxacin Water -

We prepared serial dilutions in two-fold such that the
MIC range was 0.5-128 pg/ml for the quinolone group
antibiotics and 0.0625-32 ug/ml for the aminoglycoside
antibiotics. We utilized daily prepared Mueller-Hinton
agar (MHA) as the medium. Before the study, we
prepared bacterial suspension at 0.5 McFarland density
(108 cfu/ml) by passaging the bacteria. 10 ul of antibiotic
dilutions from this suspension were spread on MHA
plates, and plates were incubated at 35°C for 18-24 hours.
We determined the lowest concentration without growth
as the MIC value. When calculating the susceptibility
rates, strains with intermediate sensitivity were included
in the susceptible category. For the quality control of
the study, we observed that there was no growth in the
sterility control plate, all bacteria were grown in the
growth control plate, and the MIC values of the control
strains were within the CLSI-recommended MIC range.

Statistical Analyses

We used percentage and mean values while presenting
the data. We run the Chi-square test and Fisher’s exact
test for the statistical analyses of the data. Those with a
p-value of <0.05 were considered significant. We used
SPSS 22.0 (IBM Institute, North Castle, USA) program
for all statistical analyses.

RESULTS

Features of Strains

We determined that 195 (48.6%) of 401 E. coli strains
and 98 (35.5%) of 276 Klebsiella spp. strains were ESBL-
positive. We kept conducting the study on a total of
151 strains composed of 97 ESBL-negative (61 E. coli;
36 Klebsiella spp.) and 54 ESBL-positive (33 E. coli; 21
Klebsiella spp.), which were bacteremia agents among the
samples.

Antibiotic Susceptibility Results

Of the ESBL-negative (E. coli+Klebsiella spp.) strains
included in the study, 99% were susceptible to
amikacin, 99% to gentamicin, and 97.9% to netilmicin.
When quinolone group antibiotics were considered,
susceptibility rates were 81.4% to ciprofloxacin, 85.5%
to levofloxacin, 81.4% to ofloxacin, and 81.4% to
moxifloxacin. We found those rates of GSBL-positive
strains were 96.2% to amikacin, 37% to gentamicin,
and 57.3% to netilmicin, 48.1% to ciprofloxacin,
50% to levofloxacin, and 46.2% to ofloxacin and
moxifloxacin.

When the susceptibility rates of all ESBL-positive
and negative strains were evaluated statistically, we
discovered that those rates to all antibiotics, except
amikacin, were significantly decreased in ESBL-
positive strains (p<0.0001). The susceptibility rates of
151 strains to the mentioned antibiotics are given in
Table 3.

Table 3. Susceptibility rates of ESBL-positive and negative E. coli

and Klebsiella spp. strains to the antibiotics studied

Susceptibility Susceptibility

Antibiotics rates of ESBL (-)  rates of ESBL (+)

Klebsiella spp.and  Klebsiella spp. and

E. coli strains (%) E. coli strains (%)
Ciprofloxacin 81.4 48.1 <0.0001
Levofloxacin 85.5 50.0 <0.0001
Ofloxacin 81.4 46.2 <0.0001
Moxifloxacin 81.4 46.2 <0.0001
Gentamicin 99.0 37.0 <0.0001
Amikacin 99.0 96.2 0.131
Netilmicin 97.9 57.3 <0.0001

MIC Values of the Antibiotics

For aminoglycosides, we determined that the MIC
(inhibiting 50% and 90% of the strains in ESBL-positive
strains compared to ESBL-negative strains) increased
significantly. When the increase was considered in terms
of the MIC inhibiting 50% of the strains, we found out
that MIC was 2 dilutions higher for amikacin, 7 dilutions
higher for gentamicin, and 5 dilutions higher for netilmicin.
Considering the antibiotics in the quinolone group, the MIC
inhibiting 90% of the ESBL-negative and positive strains
were not different for ciprofloxacin and ofloxacin and were
high (32 ug/ml) in both groups and that this value increased
1 dilution for levofloxacin and 2 dilutions for moxifloxacin
in ESBL-positive strains. When the comparison was made
on the MIC inhibiting 50% of the strains, we reached
that this concentration was 6-10 dilutions higher for all
quinolone group antibiotics in ESBL-positive strains than in
ESBL-negative strains (Table 4).
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Table 4. MIC50 ve MIC90values (ug/ml) inESBL-positive and negative E. coli and Klebsiella spp. strains

ESBL-negative Klebsiella spp. and E. coli strains (n=97) ESBL-positive Klebsiella spp. and E. coli strains (n=54)
Antibiotics MIC (ug/ml) MIC50 MIC90 Antibiotics MIC (pg/ml) MIC50 MIC90
Ciprofloxacin 0.06-32 0.06 32 Ciprofloxacin 0.06-32 32 32
Levofloxacin 0.06-32 0.06 8 Levofloxacin 0.06-32 4 32
Ofloxacin 0.06-32 0.125 32 Ofloxacin 0.06-32 8 32
Moxifloxacin 0.06-32 0.125 16 Moxifloxacin 0.06-32 8 32
Gentamicin 0.5-128 0.5 1 Gentamicin 0.5-128 64 128
Amikacin 0.5-128 2 4 Amikacin 1-64 8 16
Netilmicin 0.5-128 0.5 2 Netilmicin 0.5-128 16 32
DISCUSSION positivity (16,17). In general, the ESBL production rate

Beta-lactamase production is the most common
mechanism of resistance to beta-lactam antibiotics. (7).
The genes responsible for producing these enzymes may
be located on chromosomes, transposons, or plasmids.
More than 400 beta-lactamases have been identified today
(7,8). Beta-lactamase production is rare among Gram-
positive strains and is mostly reported in Staphylococcus
aureus and Enterococus faecalis strains. It is stated that
these enzymes are highly susceptible to mutation (8).
These mutations lead to ESBL formation, which creates
resistance to many beta-lactam antibiotics, including
fourth-generation cephalosporins. The prevalence of
ESBL, which was first defined in 1983, has increased
dramatically since that date (9). The first species
determined to produce ESBL was Klebsiella spp., followed
by E. coli (10). It is reported that ESBL-producing bacteria
are more frequently isolated in special departments of
hospitals with intensive antibiotic use, such as intensive
care units, hematology units, transplantation centers,
and burn units (11,12).

Previous surveillance studies identified ESBL-producing
Enterobacteriaceae species all over the world (13). Their
incidences may differ from country to country, as well as
among hospitals. The relevant literature suggests that the
ESBL positivity rate is the highest in Eastern Europe and
South America (58.7-51.9% for Klebsiella pneumoniae
(K. pneumoniae); 28.9-18.1% for E. coli) and the lowest
in Northern Europe and North American countries
(16.7-12.3% for K. pneumoniae; 6.2-7.5% for E. coli)
(13,14). In another study examining more than 4000
ESBL-producing strains in Europe, the most common
ESBL-producing bacteria were K. pneumoniae, Klebsiella
oxytoca, P. mirabilis, and E. coli. Among the countries
included in that study, Turkey, Israel, and Greece took the
first three places (14).

Two large-scale multicenter studies, including our country,
investigated the susceptibilities of hospital-acquired Gram-
negative strains to broad-spectrum antibiotics (15,16). In
these studies, ESBL positivity was determined at a rate of
25-31% for E. coli and 35-48% for Klebsiella spp. Studies
conducted in Turkey report quite different rates for ESBL
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reaches 20% in E. coli strains and up to 50% in Klebsiella
spp. strains (15).In our study, the ESBL positivity rates in
Klebsiella spp. and E. coli strains, which are bacteremia
agents, were found to be 35.5% and 48.6%, respectively.
These ESBL rates generally comply with the data in Turkey,
but they were higher in E. coli strains (18). We think that
the higher rates in this study may be since our hospital is
a center with units where antibiotic use is intense, such as
burn, dialysis, and transplantation units (18,19). Besides,
we considered studying each strain isolated from patients
followed at different periods, but we could not determine
the genetic origins of our ESBL-producing strains using
molecular methods. Therefore, we could not suggest
whether the studied E. coli strains were epidemic strains,
which may be the reason for high ESBL production in E.
coli strains (19).

While carbapenems, beta-lactam/beta-lactamase
inhibitor combinations, aminoglycosides, and quinolones
can be used to treat infections caused by ESBL-producing
microorganisms, penicillins, cephalosporins, and
aztreonam have no place in these therapies (20,21). It
is strongly recommended to use carbapenem group
antibiotics, especially in treating severe infections with
these bacteria (22,23). It is well-known that carbapenems
are effective not only against ESBL or non-ESBL enzymes
synthesized by plasmids but also against chromosomal
beta-lactamases (23). In studies evaluating the efficacy
of carbapenems in ESBL-producing E. coli and Klebsiella
spp. strains in Turkey and abroad, researchers determined
that the carbapenem susceptibility rates of these strains
were quite high (99%) (14,15). However, intensive use
of carbapenems is always shown to cause widespread
production of metallo-beta-lactamase and serine protease
and, consequently, leads to carbapenem-resistant
Acinetobacter spp., Stenotrophomonas maltophilia, and
P aeruginosa infections (24,25). This situation rather
limits the choice of antibiotics for the treatment of severe
nosocomial conditions that develop with ESBL positive
bacteria (25). Therefore, scholars scrutinize the role of
non-beta-lactam antibiotics, especially quinolones and
aminoglycosides, in the treatment. There are few studies
evaluating the in vivo and in vitro efficacies of non-beta-



] Med Palliat Care 2021; 2(2): 47-53

Yapar Toros et al. Evaluation of the in vitro efficacy of non-beta-lactam antibiotics in Klebsiella spp. and Escherichia coli

lactam antibiotics for these bacteria (26,27). The relevant
research showed resistance to various antibiotics,
such as aminoglycosides, quinolone, tetracycline,
chloramphenicol, and trimethoprim-sulfamethoxazole,
can be found simultaneously in ESBL-producing bacteria,
depending on the presence of multiple resistance genes
(28,29).

The present study provides a general approach to
susceptibility rates of ESBL-producing strains to non-
beta-lactam antibiotic groups. The ability of this group of
antibiotics to be used in the treatment of infections caused by
ESBL-producing strains is important in terms of preserving
the efficacies of high-cost and last-option antibiotics,
such as carbapenems. In our hospital, until obtaining the
results of antibiotic susceptibility, we prefer amikacin to
carbapenem in an infection determined to produce ESBL.
Fluoroquinolones have no place in alternative treatment
for strains in our hospital. Since our hospital has units with
a high risk of ESBL (burn, dialysis, and transplantation
units), amikacin may be included in the treatment scheme
considering other factors and the possibility of ESBL in
cases where the infectious agent has not yet been identified
and empirical treatment should be initiated.

Aminoglycosides are antibiotics known to be particularly
effective against Gram-negative microorganisms, which
are the agents of nosocomial infections (30). The most
common mechanism of acquired aminoglycoside
resistance in  Gram-negative bacteria is the
modification of these antibiotics by bacterial enzymes.
Aminoglycoside resistance observed through enzymes
was previously detected against mainly kanamycin,
gentamicin, tobramycin, netilmicin, and amikacin (30).
The aminoglycoside specificities of aminoglycoside
modifying enzymes (AMEs) are different from each
other, and many Gram-negative bacteria are able to
synthesize one or more AMEs. Also, most AMEs can
inactivate multiple aminoglycosides. As a result, the
specific resistance to an aminoglycoside group antibiotic
does not provide information about resistance to others
(30,31). It is also stated that regional enzyme differences
are observed for AMEs. For example, enzyme types
inactivating gentamycin are detected more frequently in
the United States of America, whereas those inactivating
amikacin are observed in Japan (31). In a study conducted
in our country, one or more AMEs were found in gram-
negative isolates resistant to aminoglycoside, and these
enzymes were found to be frequently responsible for
tobramycin, amikacin, netilmicin, and kanamicin
resistance (31,32). Studies on ESBL-positive isolates
yielded different results regarding aminoglycoside
susceptibility. Studies showed that aminoglycoside
resistance was significantly higher in ESBL-producing
E. coli and Klebsiella spp. strains compared to non-

producing ones, and the resistance reached 70% to
amikacin and gentamicin (32). In multicenter studies
conducted in our country, resistance rates to amikacin
varied between 41-46% in ESBL-positive strains (33,34).
However, there was also a study in which the rate of
amikacin resistance in these strains was found to be very
low (1%) (34,35). Another study in our country revealed
that 94.5% of ESBL-positive E. coli strains and 83.3% of
K. pneumoniae strains were susceptible to amikacin and
that amikacin was the antibiotic least affected by ESBL
production (34,35). In studies conducted in our country,
the researchers reported that amikacin susceptibility was
high regardless of ESBL production (35). Surveillance
studies showed that the in vitro efficacy of gentamicin
was poor, although the susceptibility to aminoglycoside
antibiotics did differ significantly in ESBL-producing
microorganisms (35). Nevertheless, we could not reach
data on susceptibility rates of ESBL-producing strains to
netilmicin.

In our study, the aminoglycoside group antibiotic with
the highest susceptibility rate with ESBL-producing and
non-producing isolates was amikacin, and this result
was similar to that in the literature. Susceptibility rates
of ESBL-producing strains both to gentamicin and
netilmicin decreased significantly (p<0.05), whereas
MIC inhibiting 50% and 90% of the strains increased
significantly. On the other hand, although the MIC
values of amikacin, inhibiting 50% and 90% of ESBL-
positive strains, were found to be high, we discovered
that there was no significant difference in susceptibility
rates in these two groups. We think that this difference
observed in the resistance pattern may be due to AME
types carried by the same plasmid.

Quinolone group antibiotics are among the widely used
antibiotics. In recent years, increasing resistance has been
observed against this group of antibiotics, especially in
Gram-negative bacteria (36). ESBL production and
quinolone resistance can coexist in these bacteria. In
the literature, ESBL production was detected in 60% of
ciprofloxacin-resistant K. pneumoniae strains (36,37).
Similarly, many studies on the subject observed that
ciprofloxacin resistance increased in ESBL-producing
strains (37). The mechanism of this association has not
been fully elucidated; however, there are studies indicating
that this resistance can be explained by the coexistence
of different mechanisms, such as plasmid-mediated
quinolone resistance genes in ESBL production, outer
membrane protein changes, or active efflux pump (38,39).
Studies in the national literature reported that ESBL-
producing Klebsiella spp. and E. coli strains bear resistance
to quinolones at a rate of 30-48% (40). In our study, non-
ESBL producing strains showed a susceptibility rate of
81.4%-85.5% to quinolones (ciprofloxacin, levofloxacin,
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ofloxacin, and moxifloxacin). In contrast, we observed
susceptibility significantly decreased in ESBL-producing
strains. In addition, we determined that the values of
MIC inhibiting 90% of all strains included in the study,
independent of ESBL production, for quinolones were at
the resistance limits. We think that it stems from the high
quinolone resistance that develops because of improper
use of quinolone group antibiotics in many infectious
diseases, especially urinary system infections.

Kinikli et al. (41) and Sava et al. (42) also addressed
antibiotic resistance in their studies, and these studies
generally concludes that antibiotic resistance is an
increasingly important problem.

Since most studies with ESBL-producing bacteria focus
on the epidemiology, detection methods, and molecular
characteristics of ESBL in daily laboratory practices, there
are rather limited in vitro and in vivo data on antibiotics
to be preferred in the treatment of infections with these
bacteria. Although these data are very limited and include
local data (e.g., a single hospital), it is essential to carry out
similar studies to determine the antibiotic susceptibility
profiles of ESBL strains in cities and countries. It should
be noted that the results of a small number of centers are
presented as the data of our country in the international
studies, which hinders accessing accurate and useful data.

CONCLUSION

In our study, we determined that resistance to all studied
quinolone and aminoglycoside antibiotics, except for
amikacin, significantly increased in ESBL-producing
Klebsiella spp. and E. coli strains. This situation will
further limit our treatment options in the future if
relevant precautions are not taken. We think that the
outbreaks caused by these ESBL-producing strains will
decrease thanks to the rational use of antibiotics and the
implementation of barrier measures.
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Pozitif vaka ve 6lim oranlarinin arttigit COVID-19 pandemisinde, tibbi tedaviye duyulan ihtiyacin, saglk sistemi ve ozellikle de yogun
bakim tinitesi kapasitesini agmasi beklenmektedir. Saglik ¢alisanlari, hayatta kalma sans1 daha yiiksek olan hastalar i¢in yogun bakim
tinitesi bakimina ve ventilator destegine 6ncelik verme konusunda zor etik kararlarla kars1 karsiyadir. Palyatif bakimim COVID-19 pandemi
planlamasina entegrasyonu, saglik hizmeti saglayicilarini 6ngoriilemeyen durumlara hazirlanmak ve gereken kaynaklarla donatmak icin
onemlidir. Pandemi sirasinda palyatif bakimin roliinii inceleyen arastirmalar, hastane ortaminda yeni palyatif bakim modelleri gelistirmek
i¢in stratejilere odaklanmustir. Sinirli kaynaklar ile bakim, yararli olmayan tedavinin durdurulmasi, semptom kontrolii ve palyatif miidahaleler,
palyatif bakim sunum yontemleri, 6liim ve yas destegi gibi konularda ihtiyaglar dogrultusunda kilavuzlara ihtiya¢ duyulmaktadir.

Anahtar Kelimeler: COVID-19, palyatif bakim, yogun bakim

ABSTRACT

In the COVID-19 pandemic, where positive case and mortality rates have increased, the need for medical treatment is expected to exceed
the capacity of the health system and especially the intensive care unit. Healthcare professionals are faced with difficult ethical decisions to
prioritize intensive care unit care and ventilator support for patients with a higher chance of survival. The integration of palliative care into
COVID-19 pandemic planning is crucial to preparing and equipping healthcare providers for unforeseen situations. Research examining
the role of palliative care during the pandemic has focused on strategies for developing new palliative care models in the hospital setting.
Guidelines are needed in line with the needs in subjects such as care with limited resources, withholding non-beneficial treatment, symptom
control and palliative interventions, palliative care delivery methods, death and bereavement support.

Keywords: COVID-19, palliative care, critical care

GIRIS

Yeni tip koronaviriis (SARS-CoV-2) kaynakli COVID-19
enfeksiyonu, Cin'in Wuhan kentinde Aralik 2019 sonlarinda
ortaya ¢cikmustir. Yitksek bulagsma 6zelligi gosteren viriis kisa
siirede diinyaya hizh bir sekilde yayilmis ve Diinya Saglik
Orgiitii (DSO) tarafindan Mart 2020de pandemi ilan
edilmistir (1,2). Her giin pozitif vaka ve 6liim oranlarinin
arttigt COVID-19 pandemisinde 14 Subat 2021 tarihi
itibariyle diinyada; 108.006.680 vaka goriilmiis ve 2.378.115
oliim gerceklesmistir (3,4). COVID-19 tanisi alan hastalarin
gogu asemptomatiktir ya da hafif semptomlara sahiptir.
Bununla birlikte hastalarin %5’inin hastanede tedavi almasi
gerekirken, %1-2sinin yogun bakim iinitesi (YBU) yatigina
ve ventilator destegine ihtiyaglar1 vardir (5). Yashlarda,

kronik hastalig1 bulunanlarda ve malignitesi olan hastalarda
6lim oranlarmin yiiksek oldugu goriilmektedir (6).
Diinyada artan COVID-19’lu hasta sayisinin ve buna bagl
tibbi tedaviye duyulan ihtiyacin, saghk sisteminin, 6zellikle
de YBU yataklarinin ve ventilatorlerin kapasitesini agmasi
beklenmektedir. Saglik c¢alisanlar, hayatta kalma sansi
daha yiiksek olan hastalar igin YBU bakimina ve ventilator
destegine oncelik verme konusunda zor etik kararlarla kars
kargtyadir (7). Ayrica tedavisi YBU’lerde devam eden ve
palyatif bakim ekiplerince yasam sonu bakimu alan hastalar,
COVID-19 pandemisinden sonra saghk hizmetlerinin
ve sinirli kaynaklarin paylasilmasi ve bakim ortamlarinda
bulas riskiyle karsilasmislardir (8).
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Diinya Saglik Orgiitii (DSO) palyatif bakimi; “Yagami
tehdit eden hastaliga bagli ortaya ¢ikan problemlerle
karsilagan yetiskin ve pediatrik hastalarda ve ailelerinde;
agrininvediger problemlerin giderilmesi, erken tanilama
ve kusursuz bir degerlendirme ile fiziksel, psikososyal
ve spiritiiel gereksinimlerin karsilanmasi, ac1 gekmenin
onlenmesi ve hafifletiimesine yoénelik uygulamalarin
yer aldig1 ve yasam kalitesini gelistirmenin amaglandig1
bir yaklasimdir” seklinde tanimlamaktadir (9). Palyatif
bakim yalnizca hastanin degil hasta yakinlarinin da
ihtiyacina gore, her iki grubun da hayat kalitesini
artirmak {izerine sekillenmektedir. Palyatif bakim
doktorlarin, hemsirelerin, hasta bakim personellerinin,
sosyal hizmet uzmanlarinin ve hastane yonetiminin
multidisipliner bir ¢ercevede, koordineli bir sekilde
caligmasini gerektirmektedir (10).

Palyatif bakimin COVID-19 pandemi planlamasina
entegrasyonu, saghik  hizmeti saglayicilarini
ongoriilemeyen durumlara hazirlanmak ve gereken
kaynaklarla donatmak i¢in ¢ok oOnemlidir. (7,8).
Pandemi sirasinda palyatif bakimin roliinii inceleyen
arastirmalar, hastane ortaminda yeni palyatif bakim
modelleri gelistirmek icin stratejilere odaklanmigtir
(7,11).

Sinirli Kaynaklar ile Bakim

Yogun bakimlarda bulunan mevcut ventilator ve
kaynaklar dikkate alindiginda, saglik sisteminin
solunum vyetmezligi yasayan herkes icin yeterli
destegi saglayamayacagr oOngoriilmektedir. Tedavi
saglayicilarin, miidahalelerden yararlanma olasilig1
daha yiiksek olan hastalar i¢in YBU bakimi ve
ventilator destegi onceligi konusunda karar verme
zorunda kalacagi disiiniilmektedir (7). Oliim
oranlarinin yas ve etkilenen organ sayis: ile arttig:
acik olsa da, karar vermede yardimci olabilecek
sinirl bilimsel veri bulunmaktadir. Bu durum hasta
otonomisine, kiiratif tedaviye ve yasami uzatmak igin
teknolojik gelismelere vurgu yapan saglik sisteminde
kararlarin alinmasinda biiyiik bir belirsizlige yol
acacaktir. COVID-19 tarafindan empoze edilen ikilem,
saglik calisanlarinin bakimin dnceliklendirilmesini ele
alma bigiminde bir paradigma degisikligi yaratacaktur.
YBU ihtiyaci olan ve tedavisi YBU'de devam edecek
olan hastalar1 belirleme kararini desteklemek i¢in yerel
olarak uygulanabilir kilavuzlara ihtiya¢ vardir. Birgok
Avrupa toplumu, saghk hizmeti saglayicilarina
tedaviyi sinirlandirma kararlari vermede yardimci
olmak i¢in kriterler yayinlamistir (7,8). Bu kriterler
olanaklarin en fazla sayida kisiye ulasmasina imkan
saglayan faydacilik etik ilkesine dayanmaktadir. Saglik
hizmetleri sistemleri, etik ilkeleri kullanarak kendi
yerel yonergelerini gelistirmeli ve bilimsel arastirmalar
15181nda giincel tutmalidirlar (7,12).

55

Yararli Olmayan Tedavinin Durdurulmasi

Wuhan ve Washington Eyaleti raporlarina gore
entiibasyon ve mekanik ventilasyon gerektiren COVID-19
hastalarinda %86’ya varan o6liim oranlar1 yasandigini
gortilmektedir (13,14). Yiiksek 6liim oranlar1 goz éniine
alindiginda, birgok yasl ve ilerlemis kronik problemi olan
hastanin entiibasyon ve mekanik ventilasyonu yasam sonu
bakim ilkesiyle uyusmamaktadir. Invaziv miidahalelerin
fayda saglamaktan ¢ok zarara ve rahatsizliga neden olma
ihtimalinin ytiksek oldugu durumlarda, zarar vermeme
etik ilkesi uygulanabilir. Yasam kalitesine yasamin
uzunlugundan daha ¢ok 6nem veren hastalarda, yararli
olmayan tedavinin durdurulmas: kararinda saglik
hizmeti saglayicilarina yardimci olabilecek cergevelerin
olusturulmasi ihtiyactir (7).

Semptom Kontrolii ve Palyatif Miidahaleler

Yasam sonu bakimi alan hastalarin yasadigi dispne,
agr1 ve deliryum gibi semptomlarin etkili bir sekilde
kontrol altina alinmasi gerekmektedir. Bu durum YBU
tedavisine ihtiya¢ duyan hasta sayisini azaltacag: gibi,
palyatif bakimin amaglarindan olan yagsam kalitesini de
artiracaktir. Yetersiz semptom kontrolii, dispne i¢in non-
invazif mekanik ventilasyon, ajite veya deliryumdaki
hastalar igin fiziksel sinirlayicilarin yerlestirilmesi gibi
gereksinimler saglik ¢alisanlarina hastalik bulagsma
riskini ~artirabilecek miidahalelere neden olabilir.
Semptom kontroliiniin uygun sekilde yapilmas: hastalar:
rahatlamasina katki saglarken, saglik ekip dyeleri
ve hasta yakinlarinin da tiikenmislik ve merhamet
yorgunlugunu ortadan kaldiracaktir. Semptom kontrolii
konusunda saglik ¢alisanlarinin egitiminin gerekliligi
vurgulanmaktadir (15).

COVID-19 hastalarinda yogun bakim yaklasgimi ve
palyatif bakim yaklasimi birkag farklilik gostermektedir.
YBUde bakim alan COVID-19’lu bireylerin mortalite
oranlarinin yiiksek olmasi nedeniyle hastalarin bakimina
her iki yaklasiminda entegre edilmesi 6nemlidir (7).

Palyatif bakim planlamasina dahil edilmesi gereken
onemli bir diger husus ise, her giin kayiplarla karsilasan
saglik hizmeti saglayicilarina  verilmesi  gereken
destektir. Bulas ve 6liim oranlarinin ytiksek oldugu saglik
calisanlart meslek grubunun, meslektaslarinin tedavi
ve bakimini yapmalar1 ve Olimlerine tanik olmalari,
yasadiklar1 sorunlar1 ve tiikenmisliklerini artirmaktadir
(7,16).

Palyatif Bakim Sunum Yontemleri

COVID-19 pandemisi, yasam sonu bakima ihtiyag
duyan hastalarda palyatif bakim hizmetleri kapasitesini
agabilecek gekilde artisa neden olmaktadir. Palyatif bakim
programlarinin, palyatif bakim ekip tyelerinin sagligini
korurken, bu artigla basa ¢ikabilecek sekilde hazirlanmasi
gerekmektedir. Palyatif bakim saglayicilarinin etkili



] Med Palliat Care 2021; 2(2): 54-57

Aydin N. Covid-19 ve palyatif bakim

semptom kontrolii ve iletisim stratejileri konusunda
birincil ekipleri egitmede liderlik etmelerinin 6nemi
vurgulanmaktadir. Pandeminin ortaya ¢ikardigi bir
baska zorluk, biitiinciil interdisipliner palyatif bakimin
etkili bir sekilde saglanmasini olumsuz etkileyebilecek
izolasyon ve sosyal mesafe prosediirleridir (7). Ozellikle
saglik hizmetlerinin kisisel koruyucu ekipman gibi sinirli
kaynaklar1 korumaya c¢alistigt ve bu nedenle hastanin
odasina girebilecek personel sayisimin sinirlandirilmasi
bakimda olumsuz etkilere yol agmaktadir. Palyatif bakimin
saglanmasinda, teletip, teledanigmanlik kullanimina
iliskin kanitlar ve 6neriler sunulmaktadir. Teletip; hastalar,
aileler ve bakim saglayicilar arasinda COVID-19 bulasin
azaltmaya caligirken, hastalara tibbi bakim saglamak icin
kritik bir teknoloji olarak fayda saglamaktadir (17). Ancak
akut bakim ortaminda etkili bir sekilde uygulamak icin
yeterli hazirlik ve teknik uzmanliga ihtiya¢ duyulmasi, bazi
teknolojik zorluklar ve hastalarin teknolojiokuryazarliginin
degisiklik gostermesi goz ardi edilmemelidir. Palyatif
bakim ekiplerinin hastalara ve ailelere hizmet sunmak
i¢in en uygun platformu belirleme, uygulama ve egitim
konusunda proaktif olmalar1 gerekecektir (7,17).

Oliim ve Yas Destegi

COVID-19dan hasta ya da hasta yakini olarak etkilenen
bireylerde 6liim ve yas siirecinde gesitli sorunlar ortaya
¢ikabilir. Yogun bakim siirecinde hasta ziyaretlerinin
tamamen yasak olmasi nedeniyle bu kritik dénemde
sevdikleriyle birlikte olamayan hasta yakinlari, belirsizlik
ve endise icinde yiiksek risk altindadir. Yogun bakim
ortaminda tek bagina kalmak ve tek bagina 6lmek hastalar
ve yakinlar1 i¢in zordur. Oliimden sonra enfeksiyonun
yayllmasini Onlemek i¢in cenazenin 0Ozel bir sekilde
ele alnmasi gerekecektir. Cenazenin goriilememesi,
dini ritiiellerin ve geleneklerin yerine getirilememesi,
cenazenin gomiilmesi sirasinda bulasmayr 6nlemek igin
bazi uygulamalarin pandemi Oncesi rutinlerinin disinda
saglik acisindan uygun sekilde yapilmas: gerekliligi hasta
yakinlart i¢in kaybi kabullenmelerinde giigliik yasamalarina
sebep olabilecektir. Tiim bu gereksinimler, kendilerinin
de karantinaya alinma ihtimali olan hasta yakinlar
icin yas siirecini daha da karmagik hale getirecektir. Bu
kisilerin izlemi ve erken dénem yas danigmanlig1 verilmesi
koruyucu olabilir. Yas danigmanligi sunmaya yonelik
miidahaleler, gevrimici ve sanal gergeklige dayal yontemleri
icermelidir. Bu sosyal izolasyon zamanlarinda, sanal destek
gruplar1 kederli aile iiyelerine deneyimlerini paylagsma ve
umut bulma konusunda yardimcr olabilir. (7,18,19).

SONUC

COVID-19 pandemisinin saglik hizmetleri sisteminin
kapasitesini agmasi ile pandemi planlamasinda palyatif
bakimin entegrasyonuna ihtiya¢ duyulmaktadir. Saglik
hizmeti saglayicilarinin palyatif bakim ilkeleri ve

kaynaklar dogrultusunda hastalara nasil triyaj yapilacag:
konusunda egitimi ile giincel ve yerel kilavuzlara
gereksinim vardir. Palyatif bakim saglanmasi igin
teknolojik yontemler, teletip, tele-danigmanhk ve
cevrimici yas destek gruplari gibi alternatif yontemler
kullanilabilir. Pandemi sirasinda palyatif bakimin kanita
dayali uygulamalar ile yapilabilmesi i¢cin COVID-19%
iliskin verilerin, arastirma sonuglarinin belgelemesi
gerekmektedir. Ayrica, saglik hizmeti saglayicilar1 igin
yenilik¢i bakim egitimlerine ihtiyag vardir.

ETiK BEYANLAR

Hakem Degerlendirme Siireci: Harici ¢ift kor hakem
degerlendirmesi.

Cikar Catismast Durumu: Yazarlar bu c¢alismada
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etmislerdir.

Finansal Destek: Yazarlar bu calismada finansal destek
almadiklarini beyan etmislerdir.

Yazar Katkilar:: Yazarlarin tiimii; makalenin tasarimina,
yuriitiilmesine, analizine katildigin1 ve son siirimiini
onayladiklarini beyan etmislerdir.
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Polimeraz zincir reaksiyonu ile tanis1 konulan ve
komplikasyonla seyreden bir pnomokok menenjiti olgusu

A case of pneumococcal meningitis with complication diagnosed with
polymerase chain reaction
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Bakteriyel menenyjitlerin erken tanisi ve tedavisinde kiiltiir sonuglar1 en erken 24-48 saatte ¢iktigindan otiiri, klinik bulgularla birlikte beyin
omurilik sivis1 (BOS)’nda hiicre sayimi, BOS’un biyokimyasal 6zellikleri ve BOS'un Gram boyama ile incelenmesi biiyiik 6nem tagimaktadir.
Ozellikle menenjitlerin infeksiyon acili olmast nedeniyle kiiltiir icin BOS ve kan 6rnegi alinmadan ampirik tedavinin erken baslandig1 veya
hastalarin 6nceden antibiyotik tedavisi aldig1 durumlarda kiiltiirde etkenin saptanma olasilig1 azalir veya ortadan kalkar. Bu gibi durumlarda
BOSun Gram boyamasi, BOSda bakteri antijenlerinin arastirilmasi yani sira son yillarda polieraz zincir reaksiyonu ile de bakteri DNA’s1
aragtirilarak da taniya gidilebilmektedir. Burada, menenjit 6n tanistyla BOS 6rnegi alinmadan seftriakson tedavisi baglanan bu nedenle
kiiltiirde etkenin saptanmadigi, ancak; multipleks PZR yontemiyle BOSda Streptococcus pneumoniae pozitif saptanan 46 yasinda bir kadin
hasta sunularak literatiir gozden gegirildi. Olguda uygun antimikrobiyal tedaviye ragmen, pndmokok menenjiti komplikasyonu olarak
superior sagittal siniis ve bilateral transverslerde yaygin serebral trombiis gelisti.

Anahtar Kelimeler: Menenjit, bakteriyel etkenler, Streptococcus pneumoniae, multipleks-PZR

ABSTRACT

Culture results that allow diagnosis and treatment of bacterial meningitis are at the earliest 24-48 hours. Therefore, cell count in cerebrospinal
fluid (CSF), biochemical properties of CSF and examination of CSF by Gram staining are of great importance for early diagnosis together
with clinical findings. Since the meningitis is an emergency in terms of infection, especially in cases where the empirical treatment is started
early without CSF and blood sample collection, or if patients have already received antibiotic treatment, the probability of detection of
the agent in culture is reduced or disappeared. In such cases, diagnosis can be made by gram staining of CSE investigation of bacterial
antigens in CSE and investigation of bacterial DNA by polymerase chain reaction. In this study, a 46-year-old female patient was presented
and the literature was reviewed. In the case, ceftriaxone treatment was started without a CSF sample due to a preliminary diagnosis of
meningitis. Therefore, no agent was detected in culture, but Streptococcus pneumoniae was found to be positive in CSF by multiplex PCR.
Althoug apropriate antimicrobial treatment, the superior sagittal sinus and diffuse cerebral thrombus in bilateral transverses developed as a
complication of pneumococcal meningitis.

Keywords: Meningitis, bacterial agents, Streptococcus pneumoniae, multiplex-PCR

GIRIS

Santral sinir sistemi (SSS) enfeksiyonlar;; menenyjit,
ensefalit, meningoensefalit, beyin apsesi, subdural
ampiyem, epidural apse vb. farkli klinik tablolari igerir.
Menenjit, ¢esitli mikroorganizmalarin neden oldugu
meninkslerin inflamasyonu olup, subaraknoid mesafede

gelisen pia-araknoidittir. Menenjitler infeksiyon acilleri
icerisinde yer alir. Menenjitlerde tani ve tedavide
gecikme ciddi mortalite ve morbiditeye neden olabilir,
bu nedenle menejitlerin erken tani ve tedavisi gerekir.
Akut piriilan menenjitler genellikle bakteriyel, akut
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aseptik menenjitler ise genellikle viral etkenlere baglh
olarak gelisir. Menenjitlerin etiyolojik dagilimi, yas,
cografi farkliliklar, altta yatan hastaliklara bagl olarak
farkliliklar gosterir. Akut bakteriyel menenjit olgularinin
%80-85 kadarindan Streptococcus pneumoniae  (S.
pneumoniae), Neisseria meningitidis (N. meningitidis)
ve Haemophilus influenzae (H. influenzae) sorumlu
olmasina karsin, belirli yas gruplarinda ve bazi altta
yatan hastalik durumlarinda (6rnegin kafa kaidesi kirig
olanlarda pnomokok menejitinin sik goriilmesi, gebe
ve immunsiipresif hastalarda Listeria monocytogenes
menenjitinin stk goriilmesi gibi) goériilme sikliklar
degisebilir (1,2) . Cogu kez etiyoloji saptanamayan
aseptik menenjit olgularinin biiyiik kismindan (%80-95)
polio dis1 enteroviruslarin sorumlu oldugu bildirilmistir.
Giiniimiizde bakteriyel ve viral (aseptik) menenjitlerin
tanisinda polimeraz zincir reaksiyonu (PZR) yaygin
olarak kullanilmaktadir (1,3,4). Bu yazida, daha 6nce
tek doz tedavi baslanmasi nedeniyle BOS kiiltiiriinde
tireme olmayan, ancak; BOSda real time yontemiyle S.
pneumoniae menenjiti tanis1 konulan ve komplikasyon
olarak venoz trombiis gelisen bir olgu sunuldu.

OLGU

Kirk alt1 yasinda kadin hasta bir giin 6nce baslayan bas
agris1, kusma ve sonrasinda ortaya ¢ikan biling bulaniklig:
sikayetleri ile hastaneye bagvurdu. Anamnezinden bir
haftadir devam eden gribal semptomlari, ates, oksiiriik
ve balgam ¢ikarma yakinmalarinin oldugu 6grenildi. Acil
servisteki fizik muaynesinde; ates: 36,7°C, TA: 120/70
nabiz: 92/dk, O: saturasyonu: %96 olarak belirlendi.
Genel durumu orta, bilinci konfiize, oryantasyon ve
kooperasyonu yoktu. Ense sertligi, Kernig ve Brudzinski
bulgular1 negatif olarak saptands, diger sistem muayeneleri
de normaldi.

Laboratuvar incelemesinde; 16kosit sayis: 21.000/mm?,
periferik yaymada %92 pargali, %2,6 lenfosit vardi.
Sedimentasyon hizi 8 mm/saat, CRP:19,4 mg/L (normali:
0-5mg/L), diger biyokimyasal degerleri normaldi. Hastaya
acil serviste menenjit on tanisiyla 2x2 gr seftriakson
intravenoz (I.V) tedavisi baglanmisti. Hastaya lomber
ponksiyon yapildi. Beyin omurilik sivisi incelemesinde
bos basinci artmig, hiicre sayis:  6400/mm® (%80
polimorfoniikleer 16kosit) yeni eritrosit 1120/mm?, BOS
glukozu: 76 mg/dL (es zamanli kan sekeri: 110 mg/dL)
protein 2770 mg/L, klor 112 mmol/L idi. Gram boyamada
mikroorganizma goriilmedi. Hasta menenjit tanisiya
enfeksiyon hastaliklar1 servisine yatirildi. Seftriaskon 2x2
gr IV tedavisine asiklovir 3x750 mgIV eklendi. BOS ve kan
kiiltiirlerinde tireme olmadi. BOS multipleks polimeraz
zincir reaksiyonu (PZR) sonucu S. pneumoniae olarak
rapor edildi, bunun tizerine asiklovir tedavisi kesildi,
seftriakson tedavisine devam edildi. Tedaviden yaklagik 48
saat sonra bilinci agild1 genel durumu diizeldi.
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Tedavisinin 3. giiniinde sag kol ve bacaginda giigsiizlitk
his kaybi meydana geldi. Hastanin beyin bilgisayarl
tomografi (BT) incelemesinde patoloji saptanmadi,
Noroloji tarafindan hastaya 300 mg asetilsalisilik asit
baslandi, difiizyon manyetik rezonans goriintiileme
(MRG) ¢ekilmesi  onerildi.  Difiizyon =~ MRGde
‘pakimeningeal ve leptomeningeal menenjit lehine
yaygin kontrastlanmalara ek olarak superior sagittal
siniiste ve transvers siniislerde olmak {izere dural venéz
trombozis’ rapor edildi. Noroloji tarafindan yeniden
degerendirilen hastaya trombiis tedavisi i¢in enoksaparin
sodyum subkutan yolla 2x0,6 mL baslandi, aspirin
tedavisi kesildi. Cekilen MR venografide ‘superior
sagittal siniis ve bilateral transverslerde yaygin serebral
trombiis’ izlendi. Takiplerinde hastanin sag bacaginda
gligstizligi geriledi. Sag elinde minimal giigsiizlitk
devam etmekteydi, atesi olmadi. Antibiyoterapisi 14 giine
tamamlandi. Hasta trombiis tedavisi acisindan noroloji
servisine devredildi.

TARTISMA

Bakteriyel menenjitlerde hizli tan1 ve erken tedavi
baslanmasi klinik sonuglarda olumlu etkiye, mortalite ve
morbiditede azalmaya neden olur. Son yillarda bakteriyel
menenjitlerin erken tanisinda molekiiler yontemler de
yayginolarakkullanilmaktadir (4,7).Sundugumuzolguda,
BOS kiltiirti alinmadan 6nce menenjite yonelik olarak
seftriakson tedavisi baglanmasi nedeniyle kiiltiirde tireme
olmadi. BOSun Gram boyamasinda etken saptanmadi.
BOSda multipleks PZR sonucunda S. pneumoniae
pozitif olarak rapor edilmesi {izerine seftriakson tedavisi
14 gin siireyle uygulandi. Albuquerque ve ark. (4)
bakteriyel menenjit (S. pneumoniae, N. menengitidis, H.
influenzae ve herhangi bir bakteriyel etken) etkenlerine
yonelik gelistirdikleri multipleks PZR kiti ile yaptiklar:
calismada, 447 BOS oOrneginin 40’ inda (27si kiiltiir
pozitif, 13’0 kiiltiir negatif) multipleks PZR testini pozitif
saptamuslardir. Yazarlar, ozellikle antibiyotik ntedavisi alan
hastalarda bile testin bakteriyel menenjit etkenini hizli ve
dogru olarak saptadigini, klinik tani1 ve epidemiyolojik
onlemleri iyilestirdigini bildirmislerdir (4). PZR gibi
molekiiler yéntemlerin bakteriyel menenjite yonelik erken
antibiyotik tedavi baslanan, tedavi 6ncesi kiiltiir i¢in 6rnek
alinmadigindan tedavi baslandiktan sonra alinan kiiltiirde
tireme saptanmayan olgularda pozitif sonug¢ vermesi
avantajidir (5). PZR yonteminin kiiltiirden daha once
sonuglanmasi da bir diger avantajidir (6).

Seth ve ark. (7) 125 BOS Orneginde multipleks PZR
yontemiyle Gram boyama, kiiltiir ve lateks agliitinasyon
testinin duyarlihik ve ozgilliklerini aragtirmiglardir.
Calismada toplam 39 olguda (%31,2) klinik ve
BOSnin biyokimyasal analizine dayanarak akut
bakteriyel menenjit tanisi konmustur. Test edilen ¢
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mikroorganizma (S. pneumoniae, H. influenzae tip B ve
N. meneingitidis) i¢in sadece 10 olguda (10/39) pozitiflik
saptanmistir. Multipleks PZR yontemi S. pneumoniae
ve H. influenzae tip bnin her bir ilave izolatin1 daha
tespit edebilmistir. Altin standart olarak multiplex PZR
ile karsilagtirildiginda, kiiltiir ve lateks agliitinasyon
testleri ayni duyarlihiga (%80) ve ozgiilliige (%100)
sahipken, Gram boyamanin disitk duyarlilik (%40),
yiksek ozgiilliige (%95) sahip oldugu saptanmustir. S.
pneumoniae ve H. influenzae tip B igin tespit oranlar1
multipleks PZRde daha yiiksek belirlenmistir. Sonug
olarak, multipleks PZR yonteminin kiiltiir veya antijen
testinden daha duyarli oldugu ve patojenin dogru ve hizl
tanimlanmasini 6nemli 6l¢lide arttirdig: bildirilmistir.

Pediatrik bakteriyel menenjit olgularinda yapilan bir
calismada toplam 2025 BOS érneginde PZR yontemiyle
S. pneumoniae DNA’s1 saptanmasinin kiiltiir yontemiyle
karsilastirilmasi yapilmistir. Caligmada, PZR yontemiyle
S.  pneumoniae DNAs1 saptanmasinin  kiltir ile
karsilagtirilmasinda; PZR yonteminin %100 duyarliliga
ve %98 ozgilliige sahip oldugu belirlenmistir. Yirmi
sekiz kiltiir negatif/PZR pozitif olgunun 25 (%89)i
olasi menenjit olarak degerlendirilirken, sadece 3
(%11)tinde yanlis pozitif sonugdan stiphelenilmistir.
Sonug olarak, S. pneumoniae igin BOS 6rneklerde PZR
testinin kiilttirle karsilastirildiginda; daha yiiksek oranda
duyarlilik ve spesifiteye sahip oldugu saptanmuigtir.
Ozellikle PZR testinin antimikrobiyal tedavi dncesinde
BOS orneklemesi yapilmayan, kiiltiir negatif olgular1
tespit etmekte yararlh oldugu bildirilmistir (8).
Sundugumuz olguda da ampirik tedavi dncesinde BOS
ornegi alinmamasi, BOS kiiltiiriintin tedavi baglandiktan
sonra alinmasi nedeniyle kiiltiirde iireme olmazken,
BOSda multipleks PZR yontemi ile S. pneumoniae tespit
edildi. Bagka bir ¢aligmada, klinik ve BOS bulgulari ile
menenjit tanist konan ancak kiiltiir negatif saptanan 40
BOS orneginde real time PZR yontemiyle 36 6rnekte
(%90) S. pneumoniae saptanirken, H. influenzae veya N.
meningitidis saptanmamistir. Dort (%10) drnek real-time
PZR yontemiyle negatif olarak belirlenmistir (9).

Olgumuzda tedaviye ragmen S. pneumoniae menenjiti
komplikasyonu olarak venéz trombiis gelisti. Pnémokok
menenyjitlerinde bildirilen baglica komplikasyonlar; beyin
6demi, hidrosefali, arteriyel ve vendz serebrovaskiiler
komplikasyonlar, intrakraniyal —kanama, beyinde
infarktus, myelit, isitme kaybidir (10,11) .

Kastenbauer ve ark. (10) 87 eriskin pndmokok menenjiti
olgusunun incelendigi bir c¢alismada; menenjit ile
iligkili intrakraniyal komplikasyonlar %74,7, sistemik
komplikasyonlar %37,9 olarak saptanmistir. Calismada
diffiz beyin 6demi %28,7, hidrosefali %16, arteriyel
serebrovaskiiler komplikasyonlar %21,8 ve venoz
serebrovaskiiler komplikasyon %9,2 olarak belirlenmistir.

Ayrica, olgularin  %9,2’sinde spontan intrakraniyal
kanama gelismis; olgularin %2,3’tinde miyelit, %19,5inde
isitme kaybi1 saptanmistir. Hastane i¢i 6liim orani %24,1
olarak saptanmistir. Kot  sonugla iligkili faktorler;
Glasgow skorunun <4 olmasi, bagvurudaki fokal nérolojik
defisitler, diistik BOS 16kosit sayisi, pnomoni, bakteriyemi
ve menenjitle iligkili kafa i¢i ve sistemik komplikasyonlar
olarak belirlenmistir. Diigitk BOS 16kosit sayis1 ayrica
menenjitle iliskili kafa i¢i komplikasyonlarin gelisimi
ile iliskili saptanmuigtir. Sundugumuz olgusa BOS lokosit
say1st (6400/mm?®) disiik degildi.

Altmis yas ve lizeri pnémokok menenjiti olan hastalarda
mortalite orani daha yiiksek saptanmustir. Oliim
nedenleri; yasli hastalarda sistemik komplikasyonlar,
gen¢ hastalarda ise serebral komplikasyonlara bagh
olarak gelismistir.

Pnomokokal menenjitli ¢ocuk hastalarin incelendigi
bir ¢alismada; pnomokokal menenjit hastalarinin
316’sinda mortalite oran1 %9,5 iken, olgularin %23,1’i
komplikasyon (apse, koma, hemodinamik yetmezlik,
serebral tromboflebit veya sagirlik) bildirilmistir.
Toplamda 108 (%34) c¢ocuk hastada risk faktorleri
saptanmus, bu risk faktorleri; 70 (%22,8) olguda beyin
omurilik sivis1 kagagi veya fistiil seklinde anatomik
bozukluk, 55 (%17,9) olguda ise primer veya edinsel
yetmezlik olarak belirlenmistir (12).

Pnomokok menenjitinden o6len 16 hastanin beyin
dokusunun incelendigi bir ¢aligmada, hastalarin
%38’inde fokal norolojik defisit saptanmistir. Otopside
9 (%56) serebral infarktiislii hastada serebral infarktiisii
olmayan hastalara gore arteriyel trombozis orani daha
fazla oranda saptanmustir (13).

Kortikal ven trombozu gelisen hastalarin incelendigi
bir ¢alismada, kortikal ven trombozu sikligi menenyjitli
hastalarda 790 olgunun %1’inde bildirilmistir (14).

Sundugumuz olguda taninin BOSda PZR pozitifligi ile
konmasi ve tedavide gecikme olmamasina ragmen vendz
trombiis komplikasyonu gelismesi yoniiyle de ilgingtir.

SONUC

Sundugumuz olguda oldugu gibi BOS kiiltiirii alinmadan
ampirik olarak bakteriyel menenjit tedavisi baslanan
hastalarda molekiiler tani1 yontemleri ile bakteriyel
menenjit etkenleri aragtirilmali ve hastalar menenjit
komplikasyonlari agisindan yakindan izlenmelidir.
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Aydinlatilmis Onam: Bu caligmaya katilan hasta(lar)
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Cikar Catismast Durumu: Yazarlar bu c¢alismada
herhangi bir c¢ikara dayali iligki olmadigini beyan
etmislerdir.

Finansal Destek: Yazarlar bu ¢alismada finansal destek
almadiklarini beyan etmislerdir.

Yazar Katkilari: Yazarlarin timi; makalenin tasarimina,
yiriitiilmesine, analizine katildigin1 ve son siiriimiinii
onayladiklarini beyan etmislerdir.
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0oz

Graniiler hiicreli tiimér (GHT), nadir goriilen mezenkimal bir neoplazmdir. Cogunlukla bas-boyun bolgesinde ozellikle de dilde yerlesim
gostermekte olup nadiren rekiirrens gosterir. Bu ¢alismada 6 ay igerisinde niiks gosteren bir GHT olgusu sunduk. 53 yasinda erkek hasta,
sirtta yavas biiyiiyen kitle GHT olarak rapor edildi, timérde pleomorfizim, mitoz, nekroz ve atipi mevcut degildi. Olgunun 6 aylik takibinde
lezyon niiks etti ve tekrar eksize edildi. Niiks lezyon eskisi ile ayn1 6zellikleri gostermekte idi ancak daha diizensiz sinirli ve etraf dokulara
infiltratif goriiniimde idi, ayrica yiiksek Ki- 67 oranina (%10) sahipti. Belirsiz davranish kabul edilen olgumuzun 3 yillik takiplerinde lokal-
uzak yayilim saptanmadi. GHT genellikle benign gidisli stromal bir tiimér olmakla beraber 6ngoriilemeyen agresiv davranma potansiyeli
nedeniyle tiim olgular takip altinda tutulmaldur.

Anahtar Kelimeler: Graniiler hiicreli tiimor, niiks, sirt

ABSTRACT

Granular cell tumour (GHT) is a rare mesenchymal neoplasm. It is mostly located in the head and neck region, especially in the tongue,
and it rarely recurs. In this study, we present a case of GHT recurring within 6 months. A slow-growing mass on the back in a 53-year-old
male patient was reported as GHT, the tumour did not have pleomorphism, mitosis, necrosis or atypia. During the 6-month follow-up of
the case, the lesion recurred and was excised again. The recurrent lesion had the same features as before, but with a more irregular border
and infiltrative appearance to surrounding tissue, and a high Ki-67 ratio (10%). No local-distant spread was detected in the 3-year follow-up
of our case, which was considered to have uncertain behaviour. Although GHT is generally a benign stromal tumour, all cases should be
followed up because of its unpredictable potential for aggressive behaviour.

Keywords: Granular cell tumour, recurrence, back

GIRIS

Graniiler hiicreli timoér (GHT), genellikle bas-boyun  ve genellikle diizensiz sinirhdir (3,4). Mitoz, nekroz,
bolgesinde rastlanan nadir bir yumugsak doku timérdiir.  niikleer aitipi ve plemorfizm icermezler (5). Bu lezyon
Genellikle kiigtik, sinirlar1 belirsiz, tek veya multipl bir
nodiil seklinde izlenmektedir (1). Lokalizasyon agisindan
dil 6n plana ¢ikmakla beraber deri, solunum vyolu,
meme, gastrointestinal sistem gibi viicudun herhangi bir
yerinde de goriilebilir (1,2). GHT benign bir tiimordiir ve
Schwann hiicrelerinden kaynak aldig1 diigiiniilmektedir dil diginda lokalize olan ve niiks eden bir GHT olgusu
(3). Histopatolojik olarak tiimor eozinofilik-graniiler tanimliyor ve ayirici tani ve progresif davranis ipuglarini
sitoplazmal1 poligonal hiicrelerin birikiminden olusur tartisiyoruz.

siklikla yiizey epitelinde psddoepitelyomatdz hiperplazi
ile birliktelik gosterir ve iyi gozlenmezse skuamoz hiicreli
karsinom olarak yanlis bir yoruma yol agabilir (6,7).
Tedavisi timoriin tam eksizyonudur. Bu c¢aligmada,
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OLGU SUNUMU

Elli i¢ yasinda erkek hasta, ilk olarak sirtinda 6 aydir
yavas biiyliyen Kkitle sikayetiyle bagvurdu. 1cm ¢apinda
nodiiler sekilli bu kitle tan1 amaciyla eksize edildi.
Makroskobik olarak belirgin bir 6zellik gostermeyen
lezyonun ~ mikroskobik  incelemesinde  dermis
yerlesimli, belirgin diizensiz sinirli, yer yer ince fibroz
septalarla ayrilmis seritler olusturdugu icin infiltran
goriinimlii lezyon izlendi. Lezyon biiyiik poligonal
sekilli, eozinofilik-graniiler sitoplazmali, egzantrik
yerlesimli kiiciik hiperkromatik nukeoslu ve belirgin
nukleoluslu hiicrelerden olustugu gortldi. Hiicre
sitoplazmalarinda yuvarlak sekilli, eozinofilik-graniiler
goriinimli sitoplazmik birikintiler dikkati ¢ekti (Resim
1,2). Uygulanan immiinohistokimyasal ¢aligmada

tiimoral hiicrelerde panCK (-), vimentin (+), S-100 (+),
sitoplazmik graniiller ise PAS (+) (Resim 4), diastaz (-)
olarak bulundu. Cerrahi sinirlarda tiimoriin devam ettigi
lezyon GHT olarak rapor edildi. Pleomorfizm, mitoz,
nekroz ve atipi izlenmeyen vaka 6n planda benign olarak
degerlendirildi.

[

Resim 2. Graniiler hiicreli timoriin bityiik bityiitmede biiyiik
poligonal sekilli, eozinofilik-graniiler sitoplazmali, egzantrik
yerlesimli nukeoslu hiicreleri (x20, H&E)
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Hastanin ilk 6 aylik takibinde lezyonun niiks ettigi
gortildii ve tekrar eksize edildi. Niiks lezyonun eskisi ile
ayni Ozelliklere sahip ancak daha diizensiz sinirl ve etraf
dokuya infiltran oldugu goriildii. Cerrahi sinirda tekrar
timor izlenen nitks GHT olarak degerlendirildi. Niiks
lezyonda pleomorfizm minimal (Resim 3), mitoz, nekroz
ve atipi mevcut degildi. Ki- 67 orani ise %10 olarak
saptandi. Olgu bu haliyle atipik GHT yani davranisi
belirsiz olarak kabul edildi ve takibi uygun gorildi.

Resim 3. Nitks Graniiler hiicreli timérde seyrek artmus niikleus/
sitoplazma oranina sahip bityiik nukleoluslu vezikiiler nukleuslu
hiicreler (oklar) ve hafif siddette pleomorfizm izlendi (x40, H&E)

___ll ; 5 :‘_'#,‘- %
Resim 4. Graniiler hiicreli tiimoérde sitoplazmik grantillerin PAS (+)
boyanmas: (x40, PAS)

TARTISMA

GHT’yi ilk olarak Abrikossoff 1926da tanimlamistir.
Abrikossoff, tiimorii mikroskopik olarak kas fibrillerine
benzetmesi nedeniyle graniiler hiicreli miyoblastom
olarak adlandirmustir (1). GHT, viicudun herhangi bir
yerinde goriilebilen nadir bir mezenkimal neoplazidir.
Kadinlarda iki kat daha fazla rastlanmakta olup, en
sik dordiinciti ve altinci dekatlar arasinda ve zencilerde
gorilir. Olgularin yaklagik yarisi bag-boyun bolgesinde
lokalize ve bunlarin biiyiik ¢ogunlugu da dil sirtinda
agrisiz, sesil, nodiiler yapi olarak karsimiza ¢ikmaktadir
(1, 2). GHT nin diger yerlesimleri arasinda dudak, agiz
mukozasi, maksilla, trakea, bronslar, gastrointestinal
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sistem, meme, norohipofiz ve goz sayilabilir (3). GHT
%30-35 oraninda 2 cmden kii¢itkk bir nodil, %10-15
oraninda multiple nodiiller ve %1-2 oraninda malign
olarak prezente olur (3-6). Olgumuz sirt yerlesimli olup
2 cir’lik nodiiler bir lezyon seklinde prezente olmustur.

immﬁnohistokimyasal olarak GHT, S-100 protein,
vimentin, myelin basic protein igin pozitif, miyojenik
markerlar i¢in ise negatiftir. Hiicre sitoplazmalarindaki
graniiller PAS (+) ve diastaz (-) boyanmaktadir (7).
Histokimyasal olarak biiylik oranda asid fosfataz
gibi hidrolitik enzimler iceren bu graniiller elektron
mikroskobunda lizozom goriintiisiine sahiptir. Bu
bulgular ve bazi GHT’nin kiigiikk sinirlerle birlikte
olmast Schwann hiicreleri ile iligkisini desteklemektedir
(7,8). Graniiler hiicreler tipik olarak yiizey epiteline
dogru yayilim gosterdiginden epitelde  belirgin
psodoepitelyomatoz hiperplaziye neden olur. Bu goriiniim
skuamoz hiicreli karsinomla karigtirilmamalidir (8,9).
Olgumuzun morfolojik goriiniimii literatiir bilgileri ile
uyumlu olup epitelde psddoepitelyomatéz goriiniim
izlenmemistir.

Malign-benign GHT ayirimi genelde zordur ve malign
GHT bazen sadece metaztaz ile saptanabilir. Malign
GHT ilk olarak Ravich ve arkadaslar1 (10) tarafindan
tanimlanmigstir.  Yapilan bir ¢alismada 73 malign
vakada malignite kriterleri ve prognostik faktorler
arastirilmis ve alt1 adet histolojik kriter tayin edilmistir.
Bunlar; nekroz, igsilesme, biiyiik nukleoluslu vezikiiler
nukleus, artmis mitotik aktivite (10 biiyiik biiyiitme
alaninda 2den fazla), yiiksek niikleus/sitoplazma
orani ve pleomorfizmdir (11). Bu kriterlerden ti¢ yada
daha fazla kriteri tasiyan lezyonlar malign, bir yada
iki kriteri tagiyanlar atipik, sadece fokal pleomorfizm
olan ancak diger kriterleri tasimayanlar benign olarak
smiflandirilmistir (11,12). Histolojik bulgulara ek olarak
niikleer proliferasyon belirleyicileri olan p53 ve Ki-67
oranlar1 da malign davranis ile iligkili bulunmustur.
Literatiirde Ki-67malign olgularda %10-50 oraninda,
p53 ise %50den fazla ornada pozitif izlenmistir (13,14).
Imminprofil i¢in yapilan immiinohistokimyasal
calismada ise malign timorlerin %100’tinde vimentin
(+), %98’inde S-100 (+), %98’inde NSE (+), %69 unda
CD57 (+) ve %65'inde CD68 (+) boyanirken alfa diiz
kas antijen, desmin, EMA, sitokeratin, kromogranin ve
HMB45 ile boyanma izlenmemistir (12,14). Olgumuzda
malignite kriterlerinden sadece hafif pleomorfizm
mevcuttu. Ancak olgunun alti ay ara ile tekrarlamis
olmasi, Ki-67 indeksinin %10 gibi yiiksek sayilabilecek
oranda saptanmasi, cerrahi sinirlarda lezyonun
mevcut olusu ve literatiirde malign ve oOzellikle ara
formda timorler ile ilgili bilgilerin az olusu 6z 6niine
alindiginda vaka atipik GHT olarak degerlendirilmistir
ve hasta takibinin uygun olacag: disiiniilmiistiir.

GHT’nin diger iyi huylu tiimorlerden ayirici tanisi
genellikle kolay olarak yapilabilmektedir. Graniiler
sitoplazmanin bulunmasi, ¢apraz ¢izgilenme ve glikojen
ihtiva etmemesi ile rabdomiyomdan, yag damlaciklarinin
bulunmamasi ile hibernoma ve fibroksantomadan
ayrilmaktadir (12,13). Tedavide en iyi yontem genis lokal
eksizyondur. Eger timor hizli biiylime gosterir veya
cap1 4 cmyi gegerse bolgesel lenf nodu disseksiyonu ve
metastaz agisindan radyolojik inceleme Onerilmektedir.
Koti huylu olgularda kemoterapi ve radyoterapinin
etkinligi heniiz kanitlanmamigtir (13,14).

SONUC

GCT’ler yavas bilyiiyen benign stromal tiimorler olarak
distiniilmekle beraber potansiyel olarak kotii huylu
davranma ozelligine sahip olabilirler ve olgumuzda
tarif edildigi gibi beklenmeyen agresiv davranislar
sergileyebilirler. Bu nedenle tiim olgularin takip edilmesi
gerektigini diislintiyoruz.
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and graphics. The article should be passed by the authors for academic plagiarism prevention program. The picture /
photo should be in jpeg and at least 300 dpi resolution.

Text Sections: The text samples to be sent for publication are as follows.

Editorial Comment / Discussion: It is the evaluation of the original research articles published by the expert other
than the authors. It is published before the articles in the journal.

Research Article: Prospective-retrospective and all kinds of experimental studies can be published. Introduction,
Materials and Methods, Results, Discussion, Conclusion. Abstract (approximately 200-250 words; aim, material
and method, findings and conclusion sections in Turkish and English), Introduction, Material and Method, Results,
Discussion, Conclusion, Acknowledgments, References.

Review: Can be prepared by invited authors or directly. It can be prepared to include the latest medical literature for
any subject that has medical characteristics. Abstract (about 200-250 words, unpartitioned, Turkish and English),
titles, references.

Case Report: These are rare or different articles in diagnosis and treatment. It should be supported with sufficient
number of photographs and diagrams. Abstract (about 100-150 words; no section; Turkish and English), Introduction,
Case report, Discussion, Conclusions.

Letter to the Editor: The articles that are published in the journal within the last year include a maximum of 500 words
containing various opinions, experiences and questions of the readers. There are no Title and Abstract sections. The
number of references is limited to 5. It should be indicated which article (number, date) is dedicated and at the end
there should be the name, institution and address of the author. The answer to the letter is given by the editor or the
author (s) of the article and published in the journal.

Education: Scientific articles supported by the latest clinical and laboratory applications that send messages to readers
on current issues within the scope of the journal. Abstract (about 200-250 words; no section; Turkish and English),
related titles, references.

Book Evaluations: Evaluations of national or internationally accepted books of current value within the scope of the

journal.

WHAT SHOULD BE INDICATED BEFORE THE RESOURCES
ETHICAL DECLERATIONS

Ethics Committee Approval: The study was carried out with the permission of local Ethics Committee (Permission
granted ............. , Decision No. ............ ).

Informed Consent: Written informed consent was obtained from all participants who participated in this study.
Referee Evaluation Process: Externally peer-reviewed.

Conflict of Interest Statement: The authors have no conflicts of interest to declare.

Financial Disclosure: The authors declared that this study has received no financial support.

Author Contributions: All of the authors declare that they have all participated in the design, execution, and analysis
of the paper, and that they have approved the final version.

Acknowledgements: If any, it should be written before references.
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References: References should be written according to the order of arrival. If the number of authors in the source is 6
or less, all authors (surname and first name should be the first letter, the names of the authors should be separated by
commas) should be specified; (et al ”), the name of the article (only the first letter of the sentence and the first letter
of the special names will be capitalized), short journal name, year, volume, short page number (15-8, not 15-18) and a
space between the punctuation marks. The format used for the manuscript submission should be as specified in Index
Medicus (www.icmje.org). The list of references should only include studies that have been published or accepted for
publication or have a Doi number. Journal abbreviations should follow the style used in Cumulated Index Medicus
(http://www?2.bg.am.poznan.pl/czasopisma/medicus.php?lang=eng.). The number of references should be limited to
40 in research articles, 60 in reviews, 20 in case reports and 10 in letter to the editor. References should be given in
parentheses at the end of the sentence just before the period. For example (4,5). The author (s) is responsible for the
accuracy of the references. Importance should be given to the synthesis of domestic and foreign sources.

4. Figures and Table Titles

Titles should be written after the references. Each must be submitted as a separate image file (at least 300 dpi resolution,
jpg)-

After the article is accepted for publication, the first copy of the string will be sent to the responsible author by e-mail.

In this text, only the spelling errors will be corrected and no additions or substitutions will be made. The responsible
author will notify the editorial center by e-mail of the corrections within 2 days.

SOURCE WRITING EXAMPLES
Excerpt from journals;
Cesur S, Aslan T, Hoca NT, Cimen E Tarhan G, Cifci A. Clinical importance of serum neopterin level in patients with

pulmonary tuberculosis. Int ] Mycobacteriol 2014; 3: 15-8 (not 15-18).

Excerpt from the book;

Tos M. Cartilage tympanoplasty. st ed. Stuttgart-New York: Georg Thieme Verlag; 2009.

Excerpt from the book, which is the only author and editor;

Neinstein LS. The office visit, interview techniques, and recommendations to parents. In: Neinstein LS (ed). Adolescent
Health Care. A practical guide. 3rd ed. Baltimore: Williams & Wilkins; 1996: 46-60.

Excerpt from the book with multiple authors and editors;

Schulz JE, Parran T Jr.: Principles of identification and intervention. In: Principles of Addicton Medicine, Graem AW.
Shultz TK (eds). American Society of Addiction Medicine, 3rd ed. Baltimore: Williams & Wilkins; 1998: 1-10.

If the editor is also the author of the chapter in the book;

Diener HC, Wilkinson M (editors). Drug-induced headache. In: Headache. First ed., New York: Springer-Verlag;
1988: 45-67.

Excerpt from PhD / Undergraduate Thesis:;

Kilic C. General Health Survey: A Study of Reliability and Validity. phD Thesis, Hacettepe University Faculty of
Medicine, Department of Psychiatrics, Ankara; 1992.

Excerpt from an internet site;

Site name, URL address, author names, access date should be given in detail.

Giving a Doi number;

Joos S, Musselmann B, Szecsenyi J. Integration of complementary and alternative medicine into the family market in
Germany: Result of National Survey. Evid Based Complement Alternat Med 2011 (doi: 10.1093/ecam/nep019).

For other reference styles, see “lCMJE Uniform Requirements for Manuscripts Submitted to Biomedical Journals:
Sample References”.

Eder I hereby declare that all or part of the material in this study has not previously been published in any place and
is not currently being evaluated elsewhere for publication. electronic submissions and all kinds of pre-declarations.
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CHECKLIST / CONTROL LIST
The checklist must be complete.

What should be in the article;

—Editor to Presentation Page
—Title Page
o FEthical Status,

“Conflict of Interest”

o Orcid numbers and author information should be on this page.
—Main Text

—Copyright Transfer Form

1.

Presentation page to the Editor: It should be written by the responsible author addressed to the editor. Phone
and E-mail must be added. The title, short name of the submitted article, mamis Unpublished previously, has not
been sent to any journal for review and is the original work of the authors “should include a Conflict of Interest
Statement".

. Title page: Turkish and English Article titles / Short titles, Authors and Institutions, Corresponding Author’s

postal address and telephone, Orcid no (mandatory since 2019) and E-mail addresses of all authors. Special
names and lowercase letters should be used in the title.

Main pages of the article: Turkish and English Article Titles / Short Titles, Turkish and English Abstract and
Keywords, Article Text, References, Table and Figure Titles, Tables. This page will not contain author names or
institution information.

Font: Titles should be “Times New Roman 12 and 12 pt, with 11 pt, double-spaced line spacing and 2.5 cm
indentation in all areas.

Abstract: Turkish abstract should start with OZ; “Giris / Amag, Gereg ve Yontem, Bulgular ve Sonug”. The
English abstract should begin with the titte ABSTRACT and include the sections “Introduction / Aim, Material
and Method, Findings / Results, Conclusion”.

Keywords should be added under the abstract in “Keywords”, under “Abstract”. Keywords should be at least 3,
at most 6 words / words, separated by commas, and should be MeSH-compliant.

Material and Method section should indicate the approval of the Ethics Committee (it is recommended to
include the place, date, ethics committee number). In articles that do not require Ethics Committee Approval, it
should be stated that the Approval / Permission of the Institution has been obtained (in order to avoid Conflict
of Interest). Related documents should be sent on request. It should be noted that the author (s) is responsible for
ethical problems.

Statistical terms (such as p, r, a) should not be used in the discussion.

“Financial Support/ Conflict of Interest Status”; should be stated before the bibliography and “Acknowledgment”
should be written before the bibliography.

10.References Representation; should be as detailed in the spelling rules. Journal’s number number “(2)” is not in

bibliography. In articles with up to six authors, the names of all authors should be written (with the first letter of
surname and first name), and for articles with seven or more authors, the first three authors should be cited as
et al (et al.). The name of the manuscript should be in the form of sentence usage (except for special names and
first letter). The journal should be given a short name. A space must be left between the punctuation marks
after the journal name.

11.Tables, Graphs, Pictures and Figures should be placed under a separate title after the bibliography. Figures /

Images (at least 300 dpi resolution, must be jpeg file) and Tables should be submitted as one or more separate
files.

12.Copyright Transfer Form: Must be filled in the original language of the manuscript. It must be signed by all

authors. In the absence of the signature of all authors, the Corresponding Author may take responsibility and
sign on behalf of all authors.
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YAYIN KURALLARI, YAYIN POLITiKASI, GENEL iLKELER VE GONDERME KURALLARI

YAZARLARA BIiLGIi

Journal of Medicine and Palliative Care (JOMPAC) hakemli, agik erisimli, periyodik olarak ¢ikan bir dergidir.
Dergi yazim kurallarina gore diizenlenmis makaleler DergiPark sistemi iizerinden kabul edilmektedir. https://
dergipark.org.tr/tr/pub/jompac/archive web adresinden ve Dergipark web sayfasindan tiim sayilara iicretsiz olarak
erisilebilmektedir. Amacimiz uluslararas: bir tabanda hastaliklarin teshis ve tedavisinde yenilikler iceren yiiksek
kalitede bilimsel makaleler yayimlamak ve bilime katk: saglamaktir. Yilda dort kez (Mart, Haziran, Eyliil, Aralik)
yayimlanmaktadir. Hakemli bir dergi olarak gelen yazilar biyomedikal makalelere ait Uluslararas1 Tip Dergileri
Editorleri Komitesi (www.icmje.org) tarafindan tanimlanan standart gereksinimler ile ilgili ortak kurallara
uygunlugu agisindan degerlendirilmektedir. Dergimizde yayimlanmis makalelerin tamamina elektronik ortamdan
ulagabilir, DergiPark web sitemizden (https://dergipark.org.tr/en/pub/jompac) okuyabilir, indirebilirsiniz. Amacimiz
siz meslektaslarimizin géndermis oldugu yayinlarin karar ve yayimlanma siirecini en kisa siirede sonuca ulastirmaktir.
Dergimizin kalitesini yiikseltmek i¢in her zaman Onerilere ve yapici elestirilere agik oldugumuzu ve bu konudaki
bildirimlere gereken hassasiyeti gosterecegimizi belirtmek isteriz. Makale isletim sisteminde ve atiflarda derginin
Ingilizce ad1 kullanilacaktir.

Journal of Medicine and Palliative Care (JOMPAC) kapsam olarak tibbin ve tipla ilgili saglik bilimlerinin her
brang: ile ilgili retrospektif / prospektif klinik ve laboratuvar ¢aligmalari, ilging olgu sunumlari, davet {izerine
yazilan derlemeler, editére mektuplar, orijinal goriintiiler, kisa raporlar ve teknik yazilar1 yayimlayan bilimsel,
hakemli bir dergidir. Derginin dili Ingilizce ve Tiirk¢edir. Makaleler hem Tiirk¢e hem de Ingilizce olarak kabul
edilmektedir. Tiirk¢e gonderilen makalelerde ayrica Ingilizce Baglik, Abstract, Keywords olmall, 1ngilizce olarak
gonderilen makalelerde de ayrica Tiirkge Baslik, Oz, Anahtar Kelimeler olmalidir. Bagka bir dergide yayimlanmis
veya degerlendirilmek {izere gonderilmis yazilar veya dergi kurallarina gore hazirlanmamis yazilar degerlendirme
i¢in kabul edilmez. Editor, yardimct editor ve yayinci dergide yayimlanan yazilar i¢in herhangi bir sorumluluk kabul
etmez. Dergimizde yayimlanmis makalelerin tamamina elektronik ortamdan ulasabilir, https://dergipark.org.tr/tr/
pub/jompac web sitemizden okuyabilir, indirebilirsiniz. Yazilarin tiim bilimsel sorumlulugu yazar(lar)a aittir.

DERGI ADI

Journal of Medicine and Palliative Care

DERGI ADININ KISALTMASI
J Med Palliat Care / JOMPAC / jompac

YAZISMA ADRESI

Yazilar e-posta yoluyla sorumlu yazar tarafindan, DergiPark’a kayit olunduktan sonra DergiPark tizerinden https://
dergipark.org.tr/tr/journal/3258/submission/step/manuscript/new linkine girilerek génderilmelidir.

MAKALE GENEL YAZIM KURALLARI

Yazilarin tiim bilimsel sorumlulugu yazar(lar)a aittir. Editor, yardimci editdr ve yayinci dergide yayimlanan yazilar
i¢in herhangi bir sorumluluk kabul etmez.

EDITORIYEL ON KONTROL DEGERLENDIRMESI

Journal of Medicine and Palliative Care (JOMPAC)e gonderilen yazilar format ve intihal agisindan degerlendirilir.
Formata uygun olmayan yazilar degerlendirilmeden sorumlu yazara geri gonderilir. Bu tarz bir zaman kaybinin
olmamasi i¢in yazim kurallar1 gozden gegirilmelidir. Basim i¢in gonderilen tiim yazilar iki veya daha fazla yerli/
yabanci hakem tarafindan degerlendirilir. Makalelerin degerlendirilmesi, bilimsel 6nemi, orijinalligi goz Oniine
almarak yapilir. Yayima kabul edilen yazilar editérler kurulu tarafindan igerik degistirilmeden yazarlara haber
verilerek yeniden diizenlenebilir. Makalenin dergiye gonderilmesi veya yayima kabul edilmesi sonrasi isim sirasi
degistirilemez, yazar ismi eklenip ¢ikartilamaz.
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BILIMSEL VE ETiK SORUMLULUK

Journal of Medicine and Palliative Care (JOMPAC)’in yayin ve yayin siiregleri, Diinya Tibbi Editorler Dernegi
(World Association of Medical Editors (WAME)), Yayin Etigi Komitesi (Committee on Publication Ethics (COPE)),
Uluslararas: Tibbi Dergi Editorleri Konseyi (International Council of Medical Journal Editors (ICMJE)), Bilim
Editorleri Konseyi (Council of Science Editors (CSE)), Avrupa Bilim Editorleri Birligi (EASE) ve Ulusal Bilgi
Standartlar1 Organizasyonu (National Information Standards Organization (NISO)) kurallarina uygun olarak
sekillendirilmistir. Dergi, Bilimsel Yayincilikta Seffaflik ve En Iyi Uygulama Ilkelerine (Principles of Transparency
and Best Practice in Scholarly Publishing (doaj.org/bestpractice)) uygundur.

Klinik aragtirma makalelerinin protokolii Etik Komitesi tarafindan onaylanmis olmalidir. Insanlar izerinde yapilan
tim c¢aligmalarda “Gereg ve Yontem” boliimiinde ¢aligmanin ilgili komite tarafindan onaylandigi veya ¢aligmanin
Helsinki ilkeler Deklarasyonuna (https://www.wma.net/what-we-do/medical-ethics/declaration-of-helsinki/)
uyularak gerceklestirildigine dair bir cimle yer almalidir. Caliymaya dahil edilen tiim kisilerin Bilgilendirilmis
Onam Formu’nu imzaladig1 metin iginde belirtilmelidir. Journal of Medicine and Palliative Care (JOMPAC)’e
génderilen makalelerdeki ¢aligmalarin Helsinki Ilkeler Deklarasyonu’'na uygun olarak yapildigi, kurumsal etik
ve yasal izinlerin alindig1 varsayilacak ve bu konuda sorumluluk kabul edilmeyecektir. Calismada “Hayvan” 6gesi
kullanilmis ise yazarlar, makalenin Gere¢ ve Yontem bolimiinde hayvan haklarini Guide for the Care and Use of
Laboratory Animals (https://www.nap.edu/catalog/5140/guide-for-the-care-and-use-of-laboratory-animals)
prensipleri dogrultusunda koruduklarini, ¢alismalarinda ve kurumlarinin etik kurullarindan onay aldiklarini
belirtmek zorundadir. Olgu sunumlarinda hastanin kimliginin ortaya ¢ikmasina bakilmaksizin hastalardan
“Bilgilendirilmis riza” alinmalidir. Makalede Etik Kurul Onay1 alinmasi gerekli ise; alinan belge makale ile birlikte
gonderilmelidir. Makale yazarlar tarafindan akademik intihal 6nleme programindan gegirilmelidir. Makalenin etik
kurallara uygunlugu yazarlarin sorumlulugundadir.

Tiim makale bagvurulari intihal aragtirilmast i¢in taranmali ve sonrasinda dergi sistemine yiiklenmelidir. Intihal, atif
manipiilasyonu ve gercek olmayan verilerden stiphelenilmesi veya arastirmalarin kotiiye kullanilmas: durumunda,
yayin kurulu COPE y6nergelerine uygun olarak hareket eder. Bakiniz: Guidance from the Committee on Publication
Ethics (COPE).

Yazar olarak listelenen her bireyin Uluslararast Tip Dergisi Editorleri Komitesi (ICMJE - www.icmje.org)
tarafindan onerilen yazarlik kriterlerini karsilamasi gerekir. ICMJE yazarligin asagidaki 4 kritere dayanmasin1 dnerir:
(1) Caligmanin tasarimi, verilerin elde edilmesi, analizi veya yorumlanmasi(2) Dergiye gonderilecek kopyanin
hazirlanmasi veya bu kopyanin igerigini bilimsel olarak etkileyecek ve ileriye gotiirecek sekilde katki saglanmasi
(3) Yayimlanacak kopyanin son onayi (4) Caligmanin tiim boliimleri hakkinda bilgi sahibi olma ve tiim béliimleri
hakkinda sorumlulugu alma.

Bir yazar, yaptig1 calismanin bélimlerinden sorumlu olmanin yani sira, ¢alismanin diger belirli boliimlerinden
hangi ortak yazarlarin sorumlu oldugunu bilmeli ayrica yazarlar, ortak yazarlarinin katkilarinin biitiinligiine
giivenmelidir. Yazar olarak atananlarin tiimi yazarlik i¢in dort kriteri de karsilamali ve dort kriteri karsilayanlar yazar
olarak tanimlanmalidir. Dort kriterin tiimiinii karsilamayanlara makalenin baslik sayfasinda tesekkiir edilmelidir.
Yayin kurulu yazarlik sartlarini karsilamayan bir kisinin yazar olarak eklendiginden siiphe ederse yazi daha fazla
incelenmeksizin reddedilecektir.

Journal of Medicine and Palliative Care (JOMPAC)e gonderilen bir ¢alisma igin bireylerden veya kurumlardan
alinan mali hibeler veya diger destekler Editér Kurulu'na bildirilmelidir. Potansiyel bir ¢ikar ¢atigmasini bildirmek
i¢cin, ICMJE Potansiyel Cikar Catismasi Bildirim Formu, katkida bulunan tiim yazarlar tarafindan imzalanmali ve
gonderilmelidir. Editorlerin, yazarlarin veya hakemlerin ¢ikar ¢atigmasi olasilig, derginin Editor Kurulu tarafindan
COPE ve ICMJE yonergeleri kapsaminda ¢oziimlenecektir. Derginin Editér Kurulu, tiim itiraz durumlarint COPE
kilavuzlar: kapsaminda ele almaktadir. Bu gibi durumlarda, yazarlarin itirazlari ile ilgili olarak yaz: isleri biirosu ile
dogrudan temasa ge¢meleri gerekmektedir. Gerektiginde, dergi icinde ¢oziilemeyen olaylar1 ¢6zmek i¢in bir kamu
denetgisi atanabilir. Bag editor itiraz durumlarinda karar alma siirecinde alinacak kararlarla ilgili nihai otoritedir.
Yazarlar, dergiye bir makale gonderirken, yazilarin telifhaklarini Journal of Medicine and Palliative Care (JOMPAC)e
devretmis olmay1 kabul ederler. Yaz1 yayimlanmamak iizere reddedilirse veya herhangi bir sebepten geri ¢ekilirse telif
hakki yazarlara geri verilir.Sekiller, tablolar veya diger basili materyaller de dahil olmak {izere basili ve elektronik
formatta daha once yayimlanmis igerik kullaniliyorsa yazarlar telif haklar1 sahiplerinden gerekli izinleri almalidur.
Bu konudaki hukuki, finansal ve cezai yiikiimliiliikkler yazarlara aittir. Journal of Medicine and Palliative Care'de
(JOMPAC) yaymmlanan makalelerde belirtilen ifade veya goriisler, editorlerin, yayin kurulunun veya yaymcinin
goriislerini yansitmaz; editorler, yayin kurulu ve yaymnci bu tiir materyaller icin herhangi bir sorumluluk veya
yikiimliiliik kabul etmez. Yayinlanan icerikle ilgili nihai sorumluluk yazarlara aittir.
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MAKALE “BASKA BiR YERDE YAYIMLANMAMISTIR” iBARESI

Her yazar makalenin bir boliimiiniin veya tamaminin bagka bir yerde yayimlanmadigini ve ayni anda bir diger
dergide degerlendirilme siirecinde olmadigini, editére sunum sayfasinda belirtmelidirler. Kongrelerde sunulan sozlii
veya poster bildirilerin, baslik sayfasinda kongre ads, yer ve tarih verilerek belirtilmesi gereklidir. Dergide yayimlanan
yazilarin her tiirlit sorumlulugu (etik, bilimsel, yasal, vb.) yazarlara aittir.

YAYIN HAKKI DEVIR FORMU

Telif Hakki Devir Formu (https://dergipark.org.tr/tr/journal/3258/file/3177/show) linkinden temin edilebilir.
Makalenin ana dilinde (makalenin dili Ingilizce ise, Ingilizce olmalidir, makalenin dili Tiirkge ise, Tiirkge olmalidir)
doldurulmali, makale (https://dergipark.org.tr/tr/journal/3258/submission/step/manuscript/new) adresi {izerinden
yiiklenirken on-line olarak gonderilmelidir 1976 Copyright Acte gore, yayimlanmak iizere kabul edilen yazilarin her
tiirlii yayin hakki yayimcriya aittir.

YAZIM DiLi KONTROLU

Derginin yayin dili Tiirkge ve Ingilizcedir, makaleler hem Tiirkce hem de Ingilizce olarak kabul edilmektedir. Tiirkge
yazilan yazilarda diizgiin bir Tiirkge kullanimi 6nemlidir. Bu nedenle Tiirk Dil Kurumunun Tiirkce sozliigii veya
www.tdk.org.tr adresi ayrica Tiirk tibbi derneklerinin kendi branglarina ait terimler sézliigii esas alinmalidir. Ingilizce
makaleler ve Ingilizce Abstract génderilmeden once profesyonel bir dil uzmani tarafindan kontrol edilmelidir.
Yazidaki yazim ve gramer hatalari icerik degismeyecek sekilde Ingilizce dil danismanimiz ve redaksiyon komitemiz
tarafindan diizeltilmektedir.

ISTATiISTiK DEGERLENDiRMESi

Tim prospektif, deneysel ve retrospektif aragtirma makaleleri istatistik yoniinden (gerekirse istatistik uzmani
tarafindan) degerlendirilmeli ve uygun plan, analiz ve raporlama ile belirtilmelidir.

YAYIMA KABUL EDILMESI

Editor ve hakemlerin uygunluk vermesi sonrasi makalenin gonderim tarihi esas alinarak yayim sirasina alinir. Her
yaz1 i¢in bir Doi numaras: alinir.

MAKALE YAZIM KURALLARI

Yazilar Microsoft Word programiu ile ¢ift satir aralikli ve baglik yazilar1 (Makale Adi, Oz, Abstract, Giris, Gereg ve
Yontem, Bulgular, Tartigma, Kaynaklar vs.) 12 punto olarak, makalenin diger kisimlar1 11 punto olacak sekilde,
her sayfanin iki yaninda ve alt ve iist kisminda 2,5 cm bogluk birakilarak yazilmalidir. Yazi stili Times New Roman
olmalidir. “System International” (SI) unitler kullanilmalidir. $ekil, tablo ve grafikler metin iginde refere edilmelidir.
Kisaltmalar, kelimenin ilk gegtigi yerde parantez iginde verilmelidir. Tiirk¢e makalelerde %50 bitisik yazilmali,
ayni sekilde Ingilizcelerde de 50% bitigik olmalidir. Tiirk¢ede ondalik sayilarda virgiil kullanilmal (55,78) Ingilizce
yazilarda nokta (55.78) kullanilmalidir. Derleme 4000, arastirma makalesi 2500, olgu sunumu 1500, editére mektup
500 kelimeyi gegmemelidir. Oz sayfasindan itibaren sayfalar numaralandirilmalidir.

Yazinin Boliimleri

1. Editore Sunum Sayfast

Journal of Medicine and Palliative Care (Tip ve Palyatif Bakim Dergisi)de yayimlanmak iizere degerlendirilmesi
isteginin belirtildigi, makalenin sorumlu yazari tarafindan dergi editoriine hitaben gonderdigi yazidir. Bu kisimda
makalenin bir bélimiiniin veya tamaminin bagka bir yerde yayimlanmadigi ve aynmi anda bir diger dergide
degerlendirilme siirecinde olmadigi, “Maddi Destek ve Cikar Iliskisi” durumu, dil ve istatistik kontroliiniin yapildig:
belirtilmelidir.

2. Baslik Sayfasi

Sayfa basinda gonderilen makalenin kategorisi belirtilmedir (klinik analiz, arastirma makalesi, deneysel ¢alisma, olgu
sunumu, derleme vs). Tiim yazarlarin ad ve soyadlar1 yazildiktan sonra tist simge ile 1'den itibaren numaralandirilip,
calistiklar1 kurum, klinik, sehir ve {ilke yazar isimleri altina eklenmelidir. Baslik sayfasinda her yazarin Orcid no
bilgisi, e-posta adresi olmalidir. Bu sayfada Sorumlu Yazar belirtilmeli isim, agik adres, telefon ve e-posta bilgileri
eklenmelidir (Dergimizin formati geregi adres bilgileri, kurumlar1 makale dili Tiirkge ise Tiirkge olarak, Ingilizce ise
Ingilizce olarak belirtilmelidir). Kongrelerde sunulan Sézlii veya Poster bildiriler baslik sayfasinda kongre ad, yer ve
tarih verilerek belirtilmelidir.


https://dergipark.org.tr/tr/journal/3258/file/3177/show
https://dergipark.org.tr/tr/journal/3258/submission/step/manuscript/new

3. Makale Dosyast
Yazar ve kurum isimleri bulunmamalidir, bu bilgiler sadece baslik sayfasinda olmalidir.

Baglik: Kisa ve net bir baglik olmalidir. Kisaltma icermemeli, Tiirkge ve Ingilizce olarak yazilmalidir. Oz: Tiirkge ve
ingilizce (Abstract) yazilmalidir. Arastirma makalelerinde Oz; Amag, Gereg, Yontem, Bulgular ve Sonug boliimlerine
ayrilmali ve 400 kelimeyi gegmemelidir. Derleme, olgu sunumlari ve benzerlerinde Oz; kisa ve tek paragraflik olmals,
derlemelerde 300, olgu sunumlarinda 250 kelimeyi gegmemelidir.

Anahtar Kelimeler: Tiirk¢e Oz’iin ve Ingilizce Abstract'in sonlarinda bulunmalidir. En az 3 en fazla 6 adet yazilmalidir.
Kelimeler birbirlerinden noktal virgiil ile ayrilmalidir. Ingilizce Anahtar Kelimeler (Keywords) “Medical Subject
Headings (MESH)" uygun (www.nlm.nih.gov/mesh/MBrowser.html) olarak verilmelidir. Tiirk¢e Anahtar Kelimeler
“Tirkiye Bilim Terimleri’ ne uygun olarak verilmelidir (www.bilimterimleri.com). Bulunamamas: durumunda bire
bir Tiirkce terciimesi verilmelidir.

Sekil, Fotograf, Tablo ve Grafikler: Metin icinde gectigi yerlerde ilgili ctimlenin sonunda belirtilmeli, metin igine
yerlestirilmemeli, kaynaklardan sonra metin sonuna eklenmelidir. Kullanilan kisaltmalar altindaki agiklamada
belirtilmelidir. Daha 6nce basilmis sekil, resim, tablo ve grafik kullanilmis ise yazili izin alinmalidir ve bu izin agiklama
olarak sekil, resim, tablo ve grafik agiklamasinda belirtilmelidir. Makale yazarlar tarafindan akademik intihal 6nleme
programindan gegirilmelidir. Resim / fotograf jpeg ve en az 300 dpi ¢oziiniirliikte olmalidir.

Metin Boéliimleri: Yayimlanmak iizere génderilecek yazi 6rnekleri su sekildedir.

Editériyel Yorum / Tartisma: Yayinlanan orijinal arastirma makaleleri ile ilgili, arastirmanin yazarlar1 disindaki, o
konunun uzmani tarafindan degerlendirilmesidir. Dergide makalelerden 6nce yayimlanir.

Arastirma Makalesi: Prospektif-retrospektif ve her tiirlii deneysel ¢aligmalar yayimlanabilmektedir. Giris, Gereg ve
Yontem, Bulgular, Tartigma, Sonug olarak diizenlenmelidir. Oz (yaklasik 200-250 kelime; amag, gere¢ ve yontem,
bulgular ve sonug béliimlerinden olusan Tiirkge ve Ingilizce), Giris, Gereg ve Yontem, Bulgular, Tartigma, Sonug,
Tesekkiir, Kaynaklar.

Derleme: Davet edilen yazarlar tarafindan veya dogrudan hazirlanabilir. Tibbi 6zellik gésteren her tiirlii konu i¢in son
tip literatiiriinii de i¢ine alacak sekilde hazirlanabilir. Oz (yaklasik 200-250 kelime, boliimsiiz, Tiirk¢e ve Ingilizce),
konu ile ilgili Baghiklar, Kaynaklar.

Olgu Sunumu: Tan1 ve tedavide farklilik gésteren veya nadir goriilen makalelerdir. Yeterli sayida fotograflarla ve
semalarla desteklenmis olmalidir. Oz (yaklasik 100-150 kelime; boliimstiz; Tiirkge ve Ingilizce), Giris, Olgu sunumu,
Tartigma, Sonuc olarak diizenlenmelidir.

Editére Mektup: Dergide son bir yil iginde yayimlanan makaleler ile ilgili okuyucularin degisik goriis, tecriibe ve
sorularini iceren en fazla 500 kelimelik yazilardir. Baglik ve Oz boliimleri yoktur. Kaynak sayisi 5 ile sinirlidir. Hangi
makaleye (sayi, tarih verilerek) ithaf olundugu belirtilmeli ve sonunda yazarin ismi, kurumu, adresi bulunmalidir.
Mektuba cevap, editor veya makalenin yazar(lar)1 tarafindan, yine dergide yayimlanarak verilir.

Egitim: Derginin kapsami icinde giincel konularda okuyucuya mesaj veren son klinik ve laboratuvar uygulamalarin
da destekledigi bilimsel makalelerdir. Oz (yaklagik 200-250 kelime; boliimsiiz; Tiirkce ve Ingilizce), konu ile ilgili
Bagliklar, Kaynaklar.

Kitap Degerlendirmeleri: Derginin kapsami iginde giincel degeri olan ulusal veya uluslararasi kabul gérmiis kitaplarin
degerlendirmeleridir.

KAYNAKALRDAN HEMEN ONCE BELIRTILMESI GEREKENLER
ETiK BEYANLAR

Etik Kurul Onay1 (Eger gerkeiyorsa): “Calisma igin ........... Etik Kurulu'ndan ........ tarih ve ...... say1 /karar no ile etik
kurul onay1 alinmustir” ifadesiyle yazarlar tarafindan belirtilmelidir.

Aydinlatilmis Onam: Bu caligmaya katilan hasta(lar)dan yazili onam alinmigtir (Olgu sunumlarinda ve kisilerle
yapilan prospektif calismalarda mutlaka olmalidir. Eger ¢alisma retrospektif ise: “Aydinlatilmis Onam: Caligma
retrospektif olarak dizayn edildigi i¢in hastalardan aydinlatilmis onam alinmamigtir” ifadesiyle yazarlar tarafindan
belirtilmelidir.

Hakem Degerlendirme Siireci: “Harici ¢ift kor hakem degerlendirmesi” ifadesiyle yazarlar tarafindan belirtilmelidir.

Cikar Catismasi: “Yazarlar bu ¢alismada herhangi bir ¢ikara dayali iliski olmadigini beyan etmislerdir” ifadesiyle
yazarlar tarafindan belirtilmelidir.

Finansal Destek: “Yazarlar bu ¢aliymada finansal destek almadiklarini beyan etmislerdir” ifadesiyle yazarlar tarafindan
belirtilmelidir.

Yazar Katkilar:: “Yazarlarin timii; makalenin tasarimina, yiritiilmesine, analizine katildigini ve son stiriimiini
onayladiklarini beyan etmislerdir.” ifadesiyle yazarlar tarafindan belirtilmelidir.

Tesekkiir Yazis1: Varsa kaynaklardan 6nce yazilmalidir.


www.nlm.nih.gov/mesh/MBrowser.html
www.bilimterimleri.com

Kaynaklar: Kaynaklar makalede gelis sirasina gore yazilmalidir. Kaynaktaki yazar sayisi1 6 veya daha az ise tiim
yazarlar (soyad1 ve adinin ilk harfi olacak sekilde olmaly, yazar isimleri birbirinden virgiil ile ayirilmali) belirtilmeli, 7
veya daha fazla ise ilk 3 isim yazilip ve ark. (“et al”’) eklenmeli, makale ismi (Ttimce seklinde sadece ciimlenin ilk harfi
ve 0zel isimlerin ilk harfi biiyiik olacak), kisa dergi ads, y1l, cilt, kisa sayfa no (15-8. seklinde olacak, 15-18 olmayacak)
eklenmeli ve noktalama isaretleri arasinda birer bosluk birakilmalidir. Kaynak yazimi i¢in kullanilan format Index
Medicus’ta belirtilen sekilde olmalidir (www. icmje.org). Kaynak listesinde yalnizca yaymlanmis ya da yayinlanmasi
kabul edilmis veya Doi numarasi almis ¢alismalar yer almalidir. Dergi kisaltmalar1 Cumulated Index Medicus’ta
kullanilan stile uymalidir (http://www2.bg.am.poznan.pl/czasopisma/ medicus.php?lang=eng.). Kaynak sayisinin
arastirma makalelerinde 40, derlemelerde 60, olgu sunumlarinda 20, editére mektupta 10 ile sinirlandirilmasina 6zen
gosterilmelidir. Kaynaklar metinde cimle sonunda nokta isaretinden hemen 6nce parantez kullanilarak belirtilmelidir.
Ornegin (4,5). Kaynaklarin dogrulugundan yazar(lar) sorumludur. Yerli ve yabanci kaynaklarin sentezine énem
verilmelidir.

4. Sekil, Grafik, Resim ve Tablo Basliklar:
Bagliklar kaynaklardan sonra yazilmalidir. Her biri ayr1 bir gortintii dosyasi (en az 300 dpi ¢oziiniirliikte, jpg) olarak

gonderilmelidir.

Makalenin basima kabuliinden sonra Dizginin ilk diizeltme niishasi sorumlu yazara e-posta yoluyla gonderilecektir.
Bu metinde sadece yazim hatalar1 diizeltilecek, ekleme ¢ikartma yapilmayacaktir. Sorumlu yazar diizeltmeleri 2 giin
icinde bir dosya halinde e-posta ile yayin idare merkezine bildirecektir.

Kaynak Yazim Ornekleri

Dergilerden yapilan alints;

Cesur S, Aslan T, Hoca NT, Cimen E Tarhan G, Cifci A. Clinical importance of serum neopterin level in patients with
pulmonary tuberculosis. Int ] Mycobacteriol 2014; 3: 15-8 (15-18 degil).

Kitaptan yapilan alinty;

Tos M. Cartilage tympanoplasty. 1st ed. Stuttgart-New York: Georg Thieme Verlag; 2009.

Tek vazar ve editérii olan kitaptan alinti;

Neinstein LS. The office visit, interview techniques, and recommendations to parents. In: Neinstein LS (ed). Adolescent
Health Care. A practical guide. 3rd ed. Baltimore: Williams&Wilkins; 1996: 46-60.

Coklu yazar ve editorii olan kitaptan alint;

Schulz JE, Parran T Jr: Principles of identification and intervention. In:Principles of Addicton Medicine, Graham AW.
Shultz TK (eds). American Society of Addiction Medicine, 3rd ed. Baltimore: Williams&Wilkins; 1998: 1-10.
Eger editér ayn1 zamanda Kitap i¢inde béliim yazari ise;

Diener HC, Wilkinson M (editors). Drug-induced headache. In: Headache. First ed., New York: Springer-Verlag;
1988: 45-67.

Doktora/lisans tezinden alinti;

Kilig C. General Health Survey: A Study of Reliability and Validity. phD Thesis, Hacettepe University Faculty of
Medicine, Department of Psychiatrics, Ankara; 1992.

Bir internet sitesinden alinti;

Sitenin adi, URL adresi, yazar adlari, erisim tarihi detayli olarak verilmelidir.

Doi numarasi vermek;

Joos S, Musselmann B, Szecsenyi J. Integration of complementary and alternative medicine into family prac- tice in
Germany: Result of National Survey. Evid Based Complement Alternat Med 2011 (doi:10.1093/ecam/nep019).

Diger referans stilleri i¢in “lCMJE Uniform Requirements for Manuscripts Submitted to Biomedical Journals: Sample
References” sayfasini ziyaret ediniz.

“Bu ¢aligmanin i¢indeki materyalin tamami ya da bir kisminin daha 6nce herhangi bir yerde yayimlanmadigini ve
halihazirda da yayin icin bagka bir yerde degerlendirilmede olmadigini beyan ederim.” Bu 400 kelimeye kadar olan
ozler harig, sempozyumlar, bilgi aktarimlari, kitaplar, davet tizerine yazilan makaleler, elektronik formatta gonderimler
ve her tiirden 6n bildirileri igerir.


www.icmje.org
http://www2.bg.am.poznan.pl/czasopisma/medicus.php%3Flang%3Deng.

Sponsorluk Beyani

Yazarlar asagida belirtilen alanlarda, varsa ¢alismaya sponsorluk edenlerin rollerini beyan etmelidirler:

1. Calismanin dizayni 2. Veri toplanmasi, analizi ve sonuglarin yorumlanmasi 3. Raporun yazilmasi

KONTROL LiSTESI

Kontrol listesindekiler eksiksiz yapilmalidir.

Makalede mutlaka olmasi gerekenler;

—Editore Sunum Sayfasi

—Bagslik Sayfasi

o Ftik Durum,
« “Cikar Catismast Durumu” belirtir ciimle,

o Orcid numaralari ve yazar bilgileri bu sayfada olmalidir.

—Ana Metin
—Telif Hakk: Devri Formu

1.

Editore Sunum Sayfasi: Sorumlu Yazar tarafindan editére hitaben yazilmis olmalidir. Telefon ve E-posta
eklenmelidir. Gonderilen makalenin adi, kisa adi, “Daha 6nceden yayimlanmamis, su an herhangi bir dergiye
degerlendirilmek iizere gonderilmemistir ve yazarlarin kendi orijinal ¢aligmasidir” ibaresi, “Cikar Catigmasi
Beyan1” icermelidir.

Baglik sayfasi: Tiirkce ve Ingilizce Makale basliklar1 / Kisa bagliklar, Yazarlar ve Kurumlari, Sorumlu Yazar posta
adresi ve telefon, tiim yazarlarin Orcid no (2019 yilindan itibaren zorunludur) ve E-posta adresleri. Baglikta 6zel
isimler ve ilk harf disinda kiiciik harf kullanilmalidar.

Makalenin Ana Metin sayfalar:: Tiirkce ve Ingilizce Makale Bagliklar1 / Kisa Bagliklar, Tiirk¢e ve Ingilizce Oz
/ Abstract ve Anahtar Kelimeler / Keywords, Makale Metni, Kaynaklar, Tablo ve $ekil Bagliklari, Tablolar. Bu
sayfada yazar isimleri, kurum bilgileri olmayacaktir.

Yazi1 tipi: Bagliklarda “Times New Roman” ve 12 punto olmali, makalenin diger kisimlarinda 11 punto, cift
bosluklu satir arasi ve tiim alanlarda 2,5 cm girinti ayariyla yazilmalidir.

Oz / Abstract: Tiirkge 6zet OZ ile baslamals; “Giris / Amag, Gereg ve Yontem, Bulgular ve Sonug” kisimlarini
icermelidir. Ingilizce 6zet ABSTRACT basligiyla baglamali “Introduction / Aim, Material and Method, Findings
/ Results, Conclusion” kisimlarini icermelidir.

Anahtar Kelimeler / Keywords: Tiirkge Oz kisminin altina “Anahtar Kelimeler”, Ingilizce “Abstract” kisminin
altinda “Keywords” (birlesik) halde eklenmelidir. Anahtar kelimeler en az 3, en ¢ok 6 kelime / s6zciik olmal,
birbirlerinden virgiille ayirilmali ve MeSHe uygun olmalidir.

Gereg ve Yontem kisminda Etik Kurul Onayi alindig1 (Alindig yer, tarih, etik kurul no olacak sekilde yazilmas:
onerilir) belirtilmelidir. Etik Kurul Onay1 gerektirmeyen makalelerde Kurum Onay: / Izni alindigi (Cikar
Catigmast olmamast icin) belirtilmelidir. Ilgili belgeler talep edildiginde gonderilmelidir. Etik problemlerde
sorumlulugun yazar(lar)da oldugu unutulmamalidir.

Tartismada istatistiksel terimler (p, r, a gibi) kullanilmamalidir.

“Maddi Destek / Cikar Catigmas1 Durumu” kaynak¢adan dnce belirtilmeli, “Tesekkiir Yazist” varsa kaynakgadan
once yazilmalidir.

10.Kaynak Gosterimi; yazim kurallarinda detayli anlatildig: gibi olmalidir. Derginin say1 numarasi “(2)” parantez

icinde olacak sekilde bizim kaynak¢a gosterimimizde bulunmamaktadir. Alti yazara kadar yazar1 olan
makalelerde biitiin yazarlarin adi yazilmali (Soyad: ve Adinin ilk harfi olacak sekilde), yedi ve daha tstii yazarl
makalelerde ilk {i¢ yazar, et al (ve ark.) seklinde kaynak gosterilmelidir. Makalenin adi Téimce kullanimi seklinde
(ozel isimler ve ilk harf disinda kiigiik harf kullanilmalidir) olmalidir. Derginin kisa ad1 verilmelidir. Dergi
adindan sonraki noktalama isaretleri arasinda birer bosluk birakilmalidir.

11.Tablo, Sekil ve Resimler ayr1 bir baglik altinda kaynak¢adan sonra yerlestirilmelidir. $ekil / Resim (En az 300 dpi

¢Oziiniirliikte, jpeg dosyasi olmalidir) ve Tablolar ayri bir veya daha fazla dosya halinde gonderilmelidir.

12.Telif Hakki Devri Formu: Makalenin asil dilinde doldurulmalidir. Tiim yazarlar tarafindan imzalanmalidir. Tim

yazarlarin imzasinin olmadig1 durumlarda Sorumlu Yazar tiim yazarlar adina sorumlulugu alarak imzalayabilir.



