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Cok Degerli Okuyucularimiz,

Turk Kadin Saghgi ve Neonatoloji Dergisi (Turkish Journal of Women'’s Health and Neonatology) dérdiincii
sayistyla huzurlarinizda.

Bu sayimizdaki iki 6zglin arastirma, iki derleme, bir olgu sunumunu zevkle okuyacaginizi imit ediyoruz.

Bir calismamizda mezuniyet sonrasi yapilandiriimis egitim programlarina olan ihtiyag dile getirilmistir. Bir
baska calismada ise Cin'in Hubei bolgesinin baskenti olan Vuhan'da ortaya cikan, tiim diinyayi etkisi altina
alan COVID-19 pandemisinin maternal ve neonatal etkileri literatlr bilgileri esliginde derlenmistir.

Digital Object Identifier'in kisaltmasi olan DOl numarasi bir makaleyi kalici olarak tanimlamak veya interne-
te baglamak icin kullanilan elektronik bir numaradir. Bu sayimizdan itibaren makalelerimize DOI numarasi
tanimlamaya basliyoruz.

Bir sonraki sayimizda yeni ve ilging makalelerle bulusmak dilegiyle,

Saygilarimla,

Prof. Dr. Yaprak Ustiin
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" Original Article

Improving the educational level of gynecologic oncology nurses via
dedicated workshops

Ozellikli calistaylar ile jinekolojik onkoloji hemsirelerinin 6§renim
dlizeyinin arttirilmasi

*jlker Selcuk® @, Ebru inan Kirmizigiil* @, Oguzhan inceli?@, Burak Ersak?d, Sule Ozel?®,
Yaprak Engin-Ustiin? &

! University of Health Sciences, Zekai Tahir Burak Woman’s Health Education and Research Hospital,
Department of Gynecologic Oncology, Ankara/Turkey

2 University of Health Sciences, Zekai Tahir Burak Woman’s Health Education and Research Hospital,
Department of Obstetrics and Gynecology, Ankara/Turkey

Abstract

Aim: To evaluate the educational level of nurses through a pre and post-test after a gynecologic oncology workshop.

Material and method: During the ‘Basic and Advanced Nursing Activities in Gynecologic Oncology’ workshop, pre and
post-test were applied to 33 nurses. The lessons consisted of patient care before and after basic surgical procedures
in gynecologic oncology; pelvic and paraaortic lymphadenectomy, radical hysterectomy, radical vulvectomy with
inguinofemoral lymphadenectomy, with the additional patient care managements for bowel operations, stoma
formation, chemotherapy administration, radiotherapy and brachytherapy applications. Additionally, enhanced recovery
after surgery and palliative care options were also discussed. Nurses scaled their pre and post-course knowledge ranging

between 1-5 points. The post-course evaluation was held at the end of the first month after the workshop.

Results: Attending nurses were from all servicing parts of the hospital irrespective of their previous experience, education
level or employment in gynecologic oncology. There was a statistically significant improvement of knowledge in all aspects

of the course (p<0.05).

Conclusion: There is a need for a structured post-graduate educational program specific for nurses, and the dedicated

workshops will achieve this.

Key words: Nurse; education; gynecologic oncology; workshop; surgery
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SELCUK etal.
Educational level of gynecologic oncology nurses

Amag: Jinekolojik onkoloji ¢alistayl sonrasi hemsirelerin 6grenim seviyelerinin 6n ve son-test ile degerlendirilmesi.

Gereg ve Yontem: ‘Jinekolojik Onkolojide Temel ve ileri Hemsirelik Uygulamalari’ calistayi sonrasi toplamda 33 hemsireye

on ve son-test uygulandi. Dersler; jinekolojik onkolojide pelvik ve paraaortik lenfadenektomi, radikal histerektomi, radikal

vulvektomi ile inguinofemoral lenfadenektomi gibi temel cerrahi prosediirler dncesi ve sonrasi hasta bakimi; ve barsak

operasyonlari, stoma olusturulmasi, kemoterapi, radyoterapi ve brakiterapi uygulamalari sonrasi hasta bakim yénetimini

icermekteydi. Ek olarak, cerrahi sonrasi hizlandirilmis iyilesme ve palyatif dénem bakim segenekleri de tartisildi.

Hemsireler, kurs dncesi bilgi diizeyini ve kurs sonrasi 1. ayda bilgi diizeyini 1-5 puan arasinda degerlendirdiler.

Bulgular: Kursa katilan hemsireler daha énceki tecriibe, egitim seviyesi ve jinekolojik onkolojide ¢alisma durumlarindan

bagimsiz olarak hastanenin tiim ¢alisma alanlarindan gelmisti. Kursa ait dersler igin, yapilan 6n ve son test arasinda bilgi

durumunda istatistiksel olarak anlamli bir artis mevcuttu (p<0.05).

Sonug: Hemsirelere 6zgli mezuniyet sonrasi yapilandirilmis egitim programlarina ihtiyag vardir ve bu ihtiya¢ odaklanmis

calistaylar ile karsilanabilir.

Anahtar kelimeler: Hemsire; egitim; jinekolojik onkoloji; ¢calistay; cerrahi

1. Introduction

Gynecologic oncology is a structured discipline that aims to
improve the well-being of women. Gynecologic oncology
fellowship is a sub-speciality training after the residency of
obstetrics and gynecology in which the surgical expertise covers
the procedures of radical and reconstructive abdominal surgery,
gastrointestinal, genitourinary and retroperitoneal surgery
beyond the basic pelvic surgeries (1). Besides, during the clinical
practice, administration of chemotherapy and management of
side-effects are also included in the daily job of gynecological
oncologists in many clinics.

Ovaries, fallopian tubes, uterus, cervix, vagina and vulva are the
main potentially malignant sites that are practised in gynecologic
oncology, however, due to the tumor burden, the area included
inpatient care extends, like in patients with metastases to the
abdominal structures, thorax or brain. The multi-disciplinary
approach and collaboration of many disciplines (radiation
oncology, medical oncology, surgery, radiology, pathology) let
the nurses be an integral part of patient-based management
in gynecologic oncology. Nurses assist each step of patient
management during the daily hospital life from the diagnosis to
the active management of illness (surgery, chemotherapy and
radiotherapy) and follow-up; in that perspective, clinical nursing
is the cornerstone of quality in patient care. Since the nurses
prepare the patient to the procedures or provide primary care in
the postoperative period, or frequently communicate with the
patients; specialized nurses, educated in gynecologic oncology

nursing may provide comprehensive care at the inpatient and
outpatient clinics (2).

The literature changes in years, so far, the concept of nurse-led
assistive management should be improved through the updated
scientific workshops (3). This study evaluates the pre-, and post-
course educational level of nurses concerning an educational
workshop focused on gynecologic oncology nursing.

2. Material and Method

In April 2018, at University of Health Sciences, Zekai Tahir
Burak Woman’s Health Education and Research Hospital,
the workshop of ‘Basic and Advanced Nursing Activities in
Gynecologic Oncology’ was held to improve the knowledge of
nurses in the field of gynecologic oncology practice. A total of
33 nurses attended the workshop and gave informed consent
for their participation. The local committee approved the study.
The one-day workshop was based on theoretical lessons, video
demonstrations and patient management discussions (Table
1). The lessons consisted of patient care before and after
basic surgical procedures in gynecologic oncology; pelvic and
paraaortic lymphadenectomy, radical hysterectomy, radical
vulvectomy with inguinofemoral lymphadenectomy, with the
additional patient care managements after bowel operations,
stoma formation, chemotherapy administration, radiotherapy
and brachytherapy applications. Additionally, enhanced
recovery after the surgery and palliative care options were also
discussed. Video demonstration of the surgical procedures and
interactive discussions on the proper patient care methods

were the critical points of the workshop.
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Radical hysterectomy procedure and patient care

Enhanced recovery after surgery in the perspective of nurses
Chemotherapy administration and patient care

Radiotherapy and brachytherapy applications and patient care
Hospitalization and care of patients during the terminal period
Palliative care and gynecologic oncology patients

Proper nutrition choices for gynecologic oncology patients
Psychological support for gynecologic oncology patients

Pelvic and paraaortic lymphadenectomy procedure and patient care

Vulvectomy and inguino-femoral lymphadenectomy procedure and patient care
Stoma formation and bowel resection-anastomosis procedure and patient care

Menopause and symptom control for gynecologic oncology patients

15m
15m
15m
15m
15m
15m
15m
15m
15m
15m
15m
15m

The prepared pre-course and post-course questionnaires
aimed to evaluate the knowledge of nurses about the topics of
demonstrated surgical procedures and patient care modalities.
Nurses scaled their pre-course knowledge ranging between 1
(minimum)-5 (maximum) points and the post-course knowledge
at the end of the first month. The participated nurses evaluated
the contribution of the workshop to their knowledge.

Statistical analyses were performed with SPSS software version
21 for Mac (SPSS, IL, Chicago). Demographic values were
identified with proper analytical tests, and the Wilcoxon test

was used to compare the scores of pre and post-course test. A
p-value <0.05 was set as the statistically significant result.

3. Results

A total of 33 nurses participated in the questionnaire. Attending
nurses were from all servicing parts of the hospital irrespective
of their previous experience, education level or employment
in gynecologic oncology. Most of the nurses were working at
the inpatient clinic (n=27, 81.8%), with a broad experience of
more than 15 years (n=22, 66.7%) and an educational level of
university degree (n=27, 81.8%) (Table 2).

Demographic characteristics (n=33) Number (%)

Level of education

Active working service

gynecologic oncology

Previous attendance to a nurse education workshop dedicated on

3(9.1)
27 (81.8)
3(9.1)

High-school
University
Post-graduate mastery

Inpatient clinic 27 (81.8)
Outpatient clinic 4(12.1)
Operating theatre 2 (6.1)

13 (39.4)

Yes
No 20 (60.6)
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The level of technical knowledge about the procedures
and patient care methodologies for pelvic and paraaortic
lymphadenectomy, radical hysterectomy, radical vulvectomy

and inguinofemoral lymphadenectomy, bowel resection-

SELCUK etal.
I Educational level of gynecologic oncology nurses

anastomosis and stoma formation were evaluated with a pre
and post-test. There was a statistically significant improvement
of knowledge in all aspects of the course (p<0.05) (Table 3).

Post-course
Mean + SD | Median

Pre-course
Mean £ SD | Median

p values

Knowledge level of pelvic and paraaortic lymphadenectomy patientcare | 3.0+ 1.14 4.52+0.71 <0.001*
Knowledge level of radical hysterectomy patient care 3.18+1.10 4.55+0.75 <0.001*

Knowledge level of vulvectomy and inguino-femoral lymphadenec-

tomy patient care

4, Discussion

Nurses represent the most critical assisting medical staff for
the patient care, and with the advancing improvements in the
field of medical sciences, it is clear that continuing education
programs should be developed for the patient care providers.
This study revealed that a well-organized educational workshop
would improve the level of technical knowledge of nurses both
for surgical and medical interventions and also for the patient
care activities.

The reader should notice that the limited number of participants
as a heterogeneous group and subjective grading of the measured
topics were the shortcomings of this study. Therefore, an
objective-criteria to evaluate the long-term results of improved
knowledge and patient care management is needed.

The educational degree of nurses influences their vision and
attitudes during working hours. The study conducted by Aiken
et al. (4) revealed that the educational level of nurses is directly
related to patient survival outcomes. A bachelor’s degree of
nurses will provide a significant survival advantage for patients,
and this will enable more comprehensive care for the patients,
especially in whom with complications. Within this background,
this study also showed that the experience of nurses was less
important than the educational degree; because there was a lack
of scientific knowledge that the median pre-course knowledge
degree was not higher than ‘3’ over ‘5’ points, which was not
correlated with the experience. On the other hand, another
critical issue to be emphasized for patient care is the patient to

2.94+1.17 4.45+0.79 <0.001*

Knowledge level of stoma formation and bowel anastomosis patient care | 2.97 + 1.04 4.45+0.83 <0.001*

nurse ratio; whenever the ratio gets higher, the survival period
of patients decreases. Blegen et al. (5) found that the working
period of nurses is also proportional to the adverse outcomes,
and as the number of registered nurses increases, the rate of
adverse outcomes decreases dramatically. Even though that the
working climate is associated with adverse patient outcomes,
maintaining highly educated nurses is one of the fundamentals
of patient care (6). Nevertheless, this is not feasible all the
time; in that condition, one of the government policies towards
quality in patient care should be an integration of educational
workshops into nurses’ postgraduate curriculum.

Recently, cancer is one of the leading public health problems,
and researches are focusing on not only curing the cancer but
also on improving the quality of life. In this respect, providing
high standards of care for the patients who are suffering from
cancer will be achieved by dedicated educational programs and
abandoning the gaps between the patients and care providers.
Integration of cancer education programs to the nursing college
curriculum had started from the early 1950s in the United States
(3). Standard educational programs should be improved with
continuous professional education to conquer the challenges
those met while servicing. In this study, we found that 33.4%
of nurses had never attended a post-graduate educational
workshop. During this continuous professional education, the
needs of the nurses should be well-observed before organizing
a structured program. Because getting the right information
about the courses, access to the courses, funding and support
to adjust the working days while attending the course are the
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main obstacles to overcome. Langton et al. (7) evaluated the
deficiencies of oncology nurse education that the technical
knowledge about cancer, palliative care nursing and the
communication skills were the significant requests of nurses
for post-graduate education. Within this context, a national
framework program will ensure a core curriculum to maintain a
competency level (8). In Turkey, a well-designed and structured
palliative care nursing program exists; however, for the issues
of surgery, chemotherapy and radiation therapy, there is a
need for technical courses in the perspective of patient care
methodologies. As far as our knowledge, this workshop was the
first hospital-based course in Turkey that was held to improve
the knowledge of nurses in the field of gynecologic oncology.

Those educational workshops maintain a high level of knowledge
and improve the skills in the light of recent literature. Edwards
et al. (9) evaluated the knowledge of nurse practitioners about
the hereditary colorectal cancer with pre and post-course tests,
and after the course, there was a significant improvement in the
knowledge of nurses. By the way, the nurses got familiar with the
syndrome and gained the skills to identify the patients who are at
risk for hereditary colorectal cancers. Here, we also demonstrated
similar results and obtained a significant improvement in the
knowledge of nurses for gynecologic oncology. Furthermore,
collaboration with nurses will also customize and facilitate patient
management. After the implementation of an educational program
on genetic cancer risk assessment, nurse practitioners successfully
managed risk assessment, triage and coordination (10). The
perspective of Enhanced Recovery After Surgery (ERAS) improves
postoperative patient outcomes at inpatient clinics. However,
this could be achieved by a team play, and the nurses are the
complementary part of this approach. The study by Wickenbergh
et al. (11) showed that educational programs for the nursing staff
regarding the ERAS protocols improved adherence with the ERAS
principles. It should be kept in mind that special courses should be
designed for nurses to improve their communication skills, so to
obtain the right level harmony with the patients.

In most of the countries, nurses get a comprehensive education
both theoretically and practically. However, some issues need
to be improved by particular tasks. Since nurses have close
contact with patients and follow their situations, especially in
the inpatient wards; specific courses in the field of oncology
dedicated on pain management, psychosocial care and
communication will achieve the collaboration in the triangle
of patient, nurse and doctor (12). While considering those
parameters, the balance between the workload of nurses and

nurse per patient ratio must always be preserved (13).

88

In conclusion, a structured post-graduate educational program
which will be achieved by dedicated workshops may improve
the knowledge and skills of nurses, achieve the collaboration
between the nurses, doctors and patients, and consequently
facilitate the patient care.
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Gebelerde Hepatit B, Hepatit C ve HIV Seroprevalansi: Alti yillik deneyim
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'University of Health Sciences, Umraniye Training and Research Hospital, Department of Gynecology and
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Abstract

Aim: To determine the seroprevalence of hepatitis B (HBV), hepatitis C (HCV), and human immunodeficiency virus (HIV) in
pregnant women who presented to the pregnancy outpatient clinic at Umraniye Training and Research Hospital between
January 1, 2014, and December 31, 2019, and to reveal the distribution of cases by year.

Material and method: Hepatitis B surface antigen (HBsAg), hepatitis B surface antigen-antibody (Anti-HBs), hepatitis C
virus antibody (Anti-HCV), and HIV antibody (Anti-HIV) results from blood samples taken from pregnant women admitted
to our hospital’s pregnancy outpatient clinic were retrospectively scanned. The results of the line immunoassay validation
test performed on patients with Anti-HIV reactivity were obtained from hospital records.

Results: Anti-HBs values were examined in 11,263 pregnant women, and positive results were found in 3,898 (34.61%).
HBsAg values were examined in 55,639 pregnant women, with positive results in 822 (1.48%). Anti-HCV values were
examined in 47,990 pregnant women, and the results were positive in 159 (0.33%). Anti-HIV values were examined in
44,107 pregnant women, and the result was found to be reactive in 40 (0.09%). HIV infection was confirmed in 5 pregnant
women (0.01%). The seropositivity rates by year between 2014 and 2019 were 26.16%, 28.94%, 32.20%, 34.82%, 39.66%,
and 41.73% for Anti-HBs; 1.54%, 1.52%, 1.46%, 1.53%, 1.45%, and 1.36% for HBsAg; 0.25%, 0.40%, 0.32%, 0.39%, 0.29%,
and 0.32% for Anti-HCV; and 0%, 0.07%, 0.13%, 0.07%, 0.15%, and 0.17% for Anti-HIV.

Conclusion: During the antenatal period, pregnant women should be screened for HBV, HCV and HIV. Early diagnosis
and treatment of HCV and HIV in pregnancy is vital to prevent long-term complications of infections and to reduce the
transmission from the mother to the infant.

Key words: Antenatal screening; pregnancy; Hepatitis B virus; Hepatitis C virus; Human immunodeficiency virus
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Hepatitis B, Hepatitis C and HIV in pregnant women

Oz
Amag: 01 Ocak 2014 ile 31 Aralik 2019 tarihleri arasinda Umraniye Egitim ve Arastirma Hastanesi’nin gebe poliklinigine

basvuran gebelerdeki Hepatit B (HBV), Hepatit C (HCV) ve insan Immun yetmezlik Viriisii (HIV) seroprevalansini belirlemek
ve yillara gore vakalarin dagihimini ortaya gikarmaktir.

Gereg ve Yontem: Hastanemizin gebe poliklinigine basvuran gebelerden alinan kan 6rneklerinden c¢alisilan Hepatit B
ylizey antijen (HBsAg), Hepatit B ylizey antijen antikoru (Anti-HBs), Hepatit C viris antikoru (Anti-HCV) ve HIV antikoru
(Anti-HIV) sonuglari hastane kayitlarindan retrospektif olarak tarandi. Anti-HIV reaktivitesi olan hastalara yapilan Line

Immunassay dogrulama testi sonuglarina hastane kayitlarindan ulasildi.

Bulgular: 11,263 gebede Anti-HBs bakilmis, 3898 gebede sonug pozitif olarak gelmistir (%34,61), 55,639 gebede HBsAg
bakilmis, 822 gebede sonug pozitif olarak gelmistir (%1,48), 47,990 gebede Anti-HCV bakilmis, 159 gebede (%0,33) sonug
pozitif olarak gelmistir. 44,107 gebede Anti-HIV bakilmis, 40 gebede sonug reaktif olarak gelmistir (%0,09). Anti-HIV
reaktif gelen 40 gebede dogrulama line immunassay yontemi ile yapilmistir ve 5 gebede HIV enfeksiyonu kesin olarak
dogrulanmistir (%0,01). 2014 ile 2019 yillari arasinda yillara sirasi ile gore seropozitiflik oranlari Anti-HBs i¢in %26,16,
%28,94, %32,20, %34,82, %39,66, %41,73; HBsAg icin %1,54, %1,52, %1,46, %1,53, %1,45, %1,36; Anti-HCV igin %0,25,
%0,40, %0,32, %0,39, %0,29, %0,32 ve Anti-HIV icin %0, %0,07, %0,13, %0,07, %0,15, %0,17 olarak tespit edilmistir.
Sonug: Antenatal donemde gebeler HBV, HCV ve HIV agisindan taranmalidir. HCV ve HIV igin gebelikte erken tani ve tedavi
enfeksiyonlarin uzun dénem komplikasyonlarinin 6nlenmesi ve anneden bebege olan gecisin azaltilmasi icin 6nemlidir.

Anahtar kelimeler: Antenatal tarama; gebelik; Hepatit B Viriisii; Hepatit C Viriisii; insan immun Yetmezlik Viriisii

1. Introduction

Hepatitis B virus (HBV), hepatitis C virus (HCV), and human
immunodeficiency virus (HIV) are viral agents known to cause
significant health problems around the world and in our country.
HBV and HCV infections may progress from active hepatitis
to chronic hepatitis, to liver cirrhosis and hepatocellular
carcinoma. HIV may suppress an individual’s immune system,
giving way to various opportunistic infectious agents that may
cause illness or death.

According to the World Health Organization (WHO) records, 257
million people were living with chronic HBV infection, and 71
million people were living with chronic HCV infection in 2015.
In the same vyear, viral hepatitis, in general, resulted in 1.34
million deaths worldwide, with 720,000 caused by cirrhosis
and 470,000 by hepatocellular carcinoma (1). Besides, in 2019,
38 million people were recorded as living with HIV or acquired
immunodeficiency syndrome (AIDS), and 690,000 people died
of HIV-related illnesses (2).

Countries are divided into three groups in terms of the
prevalence of HBV infection: high (28%), moderate (2%—7%),
and low (<2%) endemic countries. Our country is considered
to be in the middle endemic group in terms of HBV carriers.
According to current data, approximately 3.3 million individuals

are reported to be infected with chronic HBV (3). In our country,
a routine HBV vaccination program for newborn babies began
in 1998. Previously, between 70% and 90% of babies born from
an HBeAg-positive pregnant woman would have been infected
with HBV, and 90% of the cases of babies with hepatitis would
have resulted in chronic infection. Currently, infection in 85%
to 95% of newborns can be prevented with HBV vaccines and
immunoglobulins, which are administered to babies born of
mothers who are HBV carriers (4).

HCV infection is a significant public health problem, but most
people are unaware of the ongoing infection (5). According to
2016 data of the Ministry of Health, the HCV antibody (Anti-HCV)
was found in 3.8% of hemodialysis patients, 1.7% of peritoneal
dialysis patients, 1.96% of patients with kidney transplantation,
and 7.6% of patients with liver transplantation. As of 2013, it was
estimated that 514,000 individuals were infected with HCV (3).

In our country, HIV and AIDS are included in the list of reportable
diseases, and surveillance has been carried out by the relevant
departments of the Ministry of Health since the first case was
reported in 1985. Between 1985 and June 30, 2019, there
were 20,202 HIV-positive cases and 1,786 cases of AIDS, 89
of which were in the 0-age group, whose verification test was
determined and reported. There were 676 HIV-positive cases in
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our country in 2011, but this number increased more than five
times in 2018, with 3,678 positive cases (6). HIV infection, which
is increasingly seen among women in their reproductive years,
is a siginificant risk factor for the proper course of pregnancy
and newborn health.

The purpose of this study was to determine the seroprevalence
of HBV, HCV, and HIV in pregnant women who presented to our
hospital for their pregnancy follow-up between 2014 and 2019
and to reveal the distribution of cases by year during this period.

2. Material and Method

In this study, hepatitis B surface antigen (HBsAg), hepatitis
B surface antigen-antibody (Anti-HBs), hepatitis C antibody
(Anti-HCV), and HIV antibody (Anti-HIV) results, sampled from
pregnant women who presented to the obstetric outpatient
clinic at Umraniye Training and Research Hospital in their first or
second trimester between January 1, 2014, and December 31,
2019, were obtained retrospectively from the hospital records.
Blood samples taken from the patients were studied using the
Abbott Architect i1000SR device using the chemiluminescence
the
manufacturer’s recommendations. The limit value for Anti-HBs

microparticle immunoassay method, according to
was 9.99 mlU/mL, and values of 10.0 mlU/mL and greater were
considered positive. The limit value for HBsAg, Anti-HCV, and
Anti-HIV was 0.99 S/CO; values of 1.00 S/CO and greater were
considered positive. For reaffirmation, results that showed
reactive Anti-HIV were studied twice, as were blood samples
obtained from patients whose results showed reactive Anti-HIV.
The blood samples were rechecked with the line immunoassay

method, and HIV positivity was confirmed.

This study was reviewed by the appropriate ethics committee
and was performed in accordance with the ethical standards
described in an appropriate version of the 1975 Declaration
of Helsinki, as revised in 2000. Administrative approval for
the usage of medical data was obtained from the Umraniye
Training and Research Hospital Ethics Committee (No:

B.10.1.TKH.4.34.H.GP.0.01/250).

Statistical Analysis

The data were analyzed using SPSS 25.0 (IBM Corp., Armonk,
NY). While evaluating the study data, frequency values and

percentage distributions of these values were calculated as the
descriptive statistics.

3. Results

During these six years, Anti-HBs values were examined in a total
of 11,263 pregnant women, and the results were positive in
3,898 patients (34.61%). Anti-HBs seropositivity rates by year
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from 2014 to 2019 were determined as 26.16%, 28.94%, 32.20%,
34.82%, 39.66%, and 41.73% (Table 1). HBsAg was examined in
55,639 pregnant women, and the results were positive in 822
(1.48%). HBsAg seropositivity rates by year from 2014 to 2019
were determined as 1.54%, 1.52%, 1.46%, 1.53%, 1.45%, and
1.48% (Table 2). Anti-HCV was examined in 47,990 pregnant
women, and the results were positive in 159 (0.33%). Anti-HCV
seropositivity rates by year from 2014 to 2019 were determined
as 0.25%, 0.40%, 0.32%, 0.39%, 0.29%, and 0.32% (Table 3). Anti-
HIV was examined in 44,107 pregnant women, and the results
were reactive in 40 (0.09%). Confirmation of Anti-HIV results
which were found to be reactive in 40 pregnant women, was
made using the line immunoassay method, and HIV infection was
confirmed in 5 pregnant women (0.01%) (Table 4).

| Anti-HBs Positive | Anti-HBs Negative | Total |
2014 | 231 | 2616 | 652 | 7384 | 883 |

2016 | 757 | 3220 | 1,594 | 67.80 | 2,351 |
2018 | 945 | 3966 | 1438 | 6034 | 2,383 |

3,898

Total 34.61 7,365 65.39 11,263

| HBsAgPositive | HBsAgNegative | Total |
2014 | 98 | 154 | 6258 | 9846 | 6356 |
2016 | 159 | 146 | 10710 | 9854 | 10869 |
2018 | 148 | 145 | 10049 | 9855 | 10,197 |

822

Total 1.48 54,817 98.52 55,639

| Anti-HCV Positive | Anti-HCV Negative | Total |
2014 | 14 | 025 | 5542 | 9975 | 5556 |

2016 | 33 | 032 | 10442 | 99.68 | 10475 |
2018 | 24 | 029 | 8264 | 9971 | 8288 |

Total 159 0.33 47,831 99.67 47,990
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_ Anti HIV Reactive Line Immunoassay Positive Anti HIV Negative
204 | o | o | o | o 8,274 100.00 8,274

2006 | 8 | o013 | o | o | 6206 | 9987 | 6284 |

Total 40 0.09 5

0.01

44,067 99.91 44,107

4, Discussion

Both acute and chronic HBV infections in pregnancy are similar
to those in the general adult population. HBV infection during
pregnancy does not increase the maternal mortality rate and
does not cause a teratogenic effect in the fetus (7). It is known
that HBV can infect all types of cells in the placenta (decidual,
trophoblastic, villous mesenchymal, and villous capillary
endothelial cells). Maternal HBeAg-positive serological status,
along with a high viral load, is the leading risk factor regarding

the occurrence of HBV intrauterine infection (8).

Particularly in regions with high endemicity in terms of HBV,
those with chronic infections acquire the infection during the
perinatal or early childhood period (7). Our country has been
reported as a moderately endemic country in terms of HBV;
HBsAg seropositivity has been reported between 1.2% and 5.7%
in studies among pregnant women (9, 10). Owing to the region
where our hospital is located, our facility serves a population
with low socioeconomic status, particularly refugees from Syria.
In our study, we found that the HBsAg seropositivity among
pregnant women was 1.54%, 1.52%, 1.46%, 1.53%, 1.45%, and
1.36% for the years from 2014 to 2019. During these six years,
a total of 55,639 pregnant women were tested for HBsAg in the
pregnancy outpatient clinic of our hospital. HbsAg positivity
was found in 822 pregnant women, and HBsAg seropositivity
was determined to be 1.48% overall.

The detection of women who are not immune to HBV before
pregnancy and the administration of HBV vaccines is essential
for preventive healthcare. Meanwhile, antenatal screening is
vital in terms of detecting HBsAg-positive pregnant women,
determining viral load, and determining antiviral treatments.
Antiviral therapy with nucleoside reverse transcriptase
inhibitors starting between 28 and 32 weeks of gestational age is
recommended to reduce the risk of HBV perinatal transmission
among HBsAg-positive pregnant women with an HBV
deoxyribonucleic acid level of greater than 106 copies/mL (11).
Besides, as soon as HBsAg-positive mothers are identified, their

babies should receive passive and active immunoprophylaxis

at birth to reduce vertical HBV transmission. The combination
of hepatitis B immune globulin and HBV immunization, given
within 12 hours of birth, has effectively reduced the rate of
perinatal transmission from greater than 90% to less than
10%. Despite appropriate neonatal postexposure prophylaxis,
however, perinatal transmission still occurs in approximately 2%
of infants. Most of these cases occur in HBeAg-positive women
with very high viral loads (12).

When invasive prenatal diagnostic testing is required for HBsAg-
positive pregnant women, it is crucial to avoid a transplacental
approach. The rate of neonatal HBV infection induced by
amniocentesis may range up to 1.4% in newborns born of mothers
positive for HBsAg, and 16% for hepatitis B e-antigen (13). In two
meta-analysis studies that compared elective cesarean delivery
with vaginal delivery in terms of the prevention of mother-to-
child transmission (MTCT) at birth, it was determined that elective
cesarean section significantly reduced the rate of maternal
transmission of HBV (14, 15). In contrast, according to another
meta-analysis published in 2019, vaginal delivery did not increase
the MTCT incidence after immunoprophylaxis at six months or
more, and the existing evidence does not support the conclusion
that cesarean section can prevent MTCT in HBsAg-positive
mothers after immunoprophylaxis (16). Cesarean delivery should
not be performed only to prevent perinatal transmission, as the
benefits have not been established in well-conducted controlled
trials (12). Even though HBV DNA can be detected in breast milk,
breastfeeding does not pose an additional risk of HBV infection.
Mothers with chronic HBV infection who wish to breastfeed
should be encouraged to do so (17). In our hospital, unless there
is an obstetric indication, we do not encourage pregnant women
who are HBV carriers to deliver by cesarean to avoid MTCT.

In studies conducted in various regions of our country, Anti-HBs
seroprevalence has been reported between 3.7% and 45.8% in
pregnant women (18-20). In this study, Anti-HBs was evaluated
in a total of 11,263 pregnant women who presented to the
pregnancy outpatient clinic of our hospital in a-six year period.
Anti-Hbs was detected as seropositive in 3,898 of these pregnant
women (34.61%). Between 2014 and 2019, we determined the
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Anti-HBs seroprevalence by year to be 26.16%, 28.94%, 32.20%,
34.82%, 39.66%, and 41.73% (Table 1). The increase in Anti-HBs
seroprevalence and the tendency of HBsAg seroprevalence to
decrease over the years may indicate that the HBV vaccine is
effective in preventing disease (Figure 1).
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50,00%

40,00% 32,20%
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30,00% e —
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0,00%
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Figure 1. Distribution of Anti-Hbs and HBsAg seropositivity by years.

As many as 8% of pregnant women are known to be infected with
HCV worldwide (21). Maternal well-being, MTCT, and the impact
of maternal infection on pregnancy outcomes are the primary
considerations regarding pregnancies with HCV infection. It has
been reported that maternal HCV infection has been significantly
associated with fetal growth restriction and low birthweight (22).
The standard test used for HCV screening during pregnancy is Anti-
HCV. Anti-HCV antibodies usually develop within 2 to 6 months
after exposure. Therefore, even if the result in the first trimester
is negative in pregnant women who are at risk for HCV, it is
recommended that the test for Anti-HCV be conducted again in the
later months of pregnancy (21). Anti-HCV was evaluated in 47,990
pregnant women in our outpatient clinic between 2014 and 2019,
and the seropositivity was found in 159 patients (0.33%). The
distribution of Anti-HCV seropositivity by years is shown in Figure
2. Other studies conducted in Turkey show Anti-HCV seropositivity
rates ranging between 0.1% and 1.1% (10, 18-20, 23).
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Figure 2. Distribution of Anti-HCV seropozitivity and Anti-HIV reactivity by years.

When an active HCV infection is confirmed in a pregnant woman,
a quantitative HCV ribonucleic acid test should be performed
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to determine the baseline viral load. The risk of vertical
transmission of HCV is 5.8% in women with chronic HCV infection
who are HIV-negative, whereas the rate increases to 10.8% in
HIV-positive women. The increased risk of vertical transmission
in HIV-positive pregnant women may be the result of increased
HCV viral load, issued by HIV-mediated immunosuppression (21).
Should an invasive prenatal diagnostic testing be requested,
amniocentesis is recommended rather than chorionic villus
sampling. Amniocentesis does not appear to increase the risk of

vertical transmission in Anti-HCV-positive pregnant women (13).

Studies have shown that there is no difference between vaginal
birth and cesarean birth in terms of vertical transmission
of HCV. It is recommended that obstetricians should avoid
internal fetal monitoring, prolonged rupture of membranes,
and episiotomy in managing labour in HCV-positive women. It
has been stated that breastfeeding is safe in women with HCV
infection. However, women should abstain from breastfeeding
if there is preexisting nipple bleeding or cracked nipples (21). In
our hospital, unless there is an obstetric indication, we do not
encourage cesarean delivery for pregnant women who are HCV
carriers only to avoid MTCT.

In our country, a total of 89 HIV-positive case reports were found in
the 0-age group, whose validation test was determined between
1985 and 2019 (6). In most of these cases, HIV transmission
occurred as MTCT. MTCT of HIV can occur during pregnancy,
labour, delivery, or breastfeeding. A large prospective cohort study
demonstrated that effective interventions such as performing
antiretroviral therapies during pregnancy, planned pre-labor
cesarean sections, and avoidance of breastfeeding would reduce
the risk of MTCT of HIV from 20% to 1% (24). In light of such
findings, it is feasible that antenatal screening for HIV is the proper
course of action regarding the prevention of MTCT of HIV.

In a study conducted in Ankara, in 2007 by Madendag et al. (4) to
determine the Anti-HIV seropositivity in pregnant women, the
authors detected Anti-HIV reactivity in 3 out of 60,562 pregnant
women (0.004%). However, in 2017, a study conducted by
Altuglu et al (25), the authors detected Anti-HIV reactivity in
12 (0.1%) out of 8,803 pregnant women. In the current study,
Anti-HIV was evaluated in 44,107 pregnant women between
2014 and 2019, with reactive Anti-HIV detected in 40 patients
(0.09%). The distribution of Anti-HIV reactivity by year is
shown in Figure 2. Forty patients with Anti-HIV reactivity were
validated using the line immunoassay method, and only five
patients had a positive result (0.01%). At our hospital, the Anti-
HIV test is studied using the chemiluminescence microparticle
immunoassay method. However, in Anti-HIV testing techniques,



some non-HIV-related proteins may be identified as HIV-specific
antibodies, potentially leading to false-positive results. As a
matter of fact, in our study, 35 of the 40 patients, whose Anti-
HIV were found reactive, were also found to be false-positive.
Particularly in societies where HIV prevalence is low, such as our
country, false-positivities are one of the most common problems
encountered concerning the identification of new HIV cases. It
has been reported that pregnancy itself, or infections such as
malaria, schistosomiasis, and human African trypanosomiasis,
along with vaccines such as influenza, viral hepatitis, and
rabies may be the cause of Anti-HIV false-positivity (26). Short
confirmation of the newly detected Anti-HIV positivity in the
near-term period may also prevent the newborn from receiving
antiretroviral drug prophylaxis in vain.

If an diagnostic testing is requested,
infected with HIV under the

therapy does

invasive prenatal
amniocentesis in women

antiretroviral not appear to significantly
increase the risk of MTCT, mostly if the viral load is found to
be undetectable. However, concerning women who are not
taking antiretroviral therapy, the risk of MTCT has been found
to increase with the performance of amniocentesis (13). In non-
breastfeeding populations, the majority of MTCT of HIV occurs
during late pregnancy and the intrapartum period. This issue
indicates that appropriate intrapartum obstetric care is vital
in HIV-positive pregnancies. In a randomized controlled trial,
published in 1999, the MTCT rate for HIV was reported as 1.8%
far planned cesarean section and 10.5% for vaginal delivery (27).
Also, the level of maternal viral load at delivery was determined
to be a primary factor in MTCT. Although cesarean section
remains an essential strategy for those with untreated or poorly
controlled HIV, vaginal delivery is now the recommended mode
of delivery, as there is no obstetric indication for cesarean
section concerning women with a viral load of fewer than 50
copies/mL (28). Concerning the breastfeeding of HIV-positive
mothers, and considering the WHO guideline updated in 2016, it
is recommended that mothers living with HIV should breastfeed
for at least 12 months and may continue breastfeeding for up
to 24 months or longer while being fully supported with anti-

retroviral therapy adherence (29).

There were some limitations in the current single-center, the
retrospectively designed study that should be noted. First, the
inability of knowing the HBV vaccination status in pregnant
women, the impossibility of distinguishing whether Anti-HBs
positivity is the result of vaccination or a natural immune
result obtained as a result of HBV infection, and the inability
of knowing the immune status of babies born to pregnant
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women with positive HBsAg, Anti-HCV, and HIV verification
results. Another limitation of our study is that the numbers
of pregnant women examined for HBsAg, Anti-HBs, Anti-HCV,
and Anti-HIV, respectively, was different. Although HBsAg is
routinely requested from pregnant women who present to our
hospital for pregnancy in the first or second trimester with the
recommendation of the Ministry of Health, other examinations
are requested by experts in the outpatient clinic.

In conclusion, pregnant women who present to the pregnancy
outpatient clinic for antenatal care should be screened for HBV,
HCV and HIV. For HCV and HIV, for which there is no vaccination,
early diagnosis and taking necessary precautions during
pregnancy is essential.
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Oz

Coronaviriis hastaligi, SARS-Cov-2 viriisiiniin neden oldugu solunum yolu hastaligidir. insanlar arasinda hizli bir yayilim
gosteren bu virtis pandemi olarak ilan edilmistir ve tim diinya sagligini tehdit etmektedir. Damlacik yolu ve kontamine
ylzeyler ile temas sonrasi bulasabilen viris riskli gruplarda 6limcil olabilmektedir. Bu nedenle gebeler ve yenidoganlar
lizerinde hassasiyetle durulmasi gereken gruplardandir. Gebelikte ortaya ¢ikan anatomik ve fizyolojik degisiklikler,
yenidoganin immatir olmasi COVID-19 pandemisinin ele alinmasini énemli hale getirmistir. COVID-19 pozitif olan
gebelerin intrapartum ve postpartum dénemde yakin izlemi ve koruyucu ekipmanlar ile dogumun gercgeklestirilmesi
gerekmektedir. intrapartum dénemde mutlaka elektronik fetal monitdrizasyon izlemi yapilmalidir. Kullanilan tim
ekipmanlarin dezenfeksiyonu, en az sayida saglik ekibi ile dogumun gerceklestiriimesi ve multidisipliner bir yaklasim ile
siirecin yonetilmesi gerekmektedir. Ayrica yenidoganin ilk bulgulari ve APGAR skoru yakindan izlenmeli, enfekte anne ile
bebegi arasindaki mesafenin korunmasina 6zen gosterilmelidir. Yenidoganin resisitasyon ihtiyaci belirlenmeli, COVID-19
semptomlari incelenmeli ve yogun bakima transferine karar verilmelidir. Transfer sirasinda kullanilan ekipmanlarin
dezenfeksiyonuna 6zen gosterilmelidir. Yogun bakimda izlenen bebeklerin, anne ile birlikte negatif basingl odada izole
edilmesi 6nerilmektedir. COVID-19’un emzirmeye engel olmadigi, koruyucu énlemler altinda emzirmenin en erken siirede
baslatiimasi gerektigi belirtiimektedir. Taburcu edilen olgularin on dort giin izlenmesi 6nerilmektedir. Virlisiin maternal ve

neonatal etkileri g6z 6nline alinarak etkili bicimde yonetilmesi gerekmektedir.
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Abstract

Coronavirus disease is a respiratory disease caused by the SARS-Cov-2 virus. Rapidly spreading among people, this virus
has been declared as a pandemic and threatens the health of the whole world. The virus that can be transmitted by
droplets and after contact with contaminated surfaces can be fatal in risk groups. For this reason, pregnant women and
newborns are among the groups that should be emphasized sensitively. The anatomical and physiological changes that
occur during pregnancy and the immature of the newborn have made it essential to handle the COVID-19 pandemic.
Pregnant women who are COVID-19 positive should be monitored closely during the intrapartum and postpartum period,
and delivery should be performed with protective equipment. Electronic fetal monitoring must be performed during the
intrapartum period. Disinfection of all the equipment used, delivery with the least number of healthcare teams and the
process should be managed with a multidisciplinary approach. Besides, the first signs of the newborn and the APGAR
score should be closely monitored, and care should be taken to maintain the distance between the infected mother
and her baby. The need for resuscitation of the newborn should be determined, the symptoms of COVID-19 should be
examined, and its transfer to intensive care should be decided. Care should be taken to disinfect the equipment used
during the transfer. It is recommended that babies monitored in intensive care are isolated in a negative pressure room
together with the mother. It is stated that COVID-19 does not prevent breastfeeding and breastfeeding should be started
as soon as possible under protective measures. It is recommended to monitor the discharged cases for fourteen days. The
virus needs to be managed effectively, taking into account maternal and neonatal effects.

Key words: COVID-19; pandemic; maternal effects; maternal management; neonatal effects; neonatal management;

breastfeeding; isolation

1. Giris

Coronavirls hastaligl, hayvanlari ve insanlari enfekte edebilen,
insandan insana yaylhm gosterebilen bir solunum vyolu
hastaligidir (1, 2). insan coronavirisleri, soguk alginligi benzeri
hafif semptomlar gosterirken, SARS (Severe Acute Respiratory
Syndrome) ve MERS (Middle East Respiratory Syndrome) gibi viris
tiirevleri daha agir seyredebilmektedir (1). COVID-19’a neden olan
SARS-Cov-2 viriisii ise ilk olarak Cin’de ortaya ¢ikmis ve hizl bir
yayilim gostererek tiim diinyayi etkilemistir. COVID-19 ile enfekte
kisilerin Okstirmesi veya hapsirmasi ile olusan damlaciklarin

insandan insana bulasmasi ile yayihm gerceklesmektedir (2).

COVID-19 virlisi asemptomatik seyredebildigi gibi siddetli akut
solunum yolu semptomlarina yol agabilmektedir (3). Semptomlar
arasinda siklikla ates, kuru oksuriik, nefes almada giliik ve nefes
darligi yer almaktadir. Bazi vakalarda daha az olmakla birlikte
konjonktivit, yorgunluk, bas agrsi, bulanti/kusma ve diyare
gibi semptomlar gorilebilmektedir (3, 4). Siddetli seyreden
vakalarda ise pnémoni, akciger yetmezligi ve 6lim gorildigi
belirtilmektedir (1, 2). Hastaliga iliskin semptomlarin ortaya ¢ikisi,
virlise maruziyetten sonraki 2-14 giinii kapsamaktadir (2, 5).

Tum yas gruplari COVID-19 agisindan risk altinda olmasina
ragmen bazi gruplar ylksek riskli olarak kabul edilmektedir.

Ozellikle ileri yasta olanlar ve kronik hastaligi bulunanlar
(diyabetes mellitus, hipertansiyon, HIV, kalp hastaliklari vb.)
riskli gruplardir (4, 6). Diinya Saglik Orgiitii (DSO) ve UNFPA
(Birlesmis Milletler Nifus Fonu) bu gruplar disinda, gebelerin
veya dogum yapan kadinlarin COVID-19 enfeksiyonu agisindan
yiksek risk grubunda olmadiklarini belirtmektedir. Ancak gebelik
doneminde ve postpartum donemde meydana gelen fizyolojik
degisiklikler nedeniyle (bagisiklik, oksijen ihtiyacinda artis vb.)
komplikasyon riski artmaktadir. Anatomik degisiklikler, torasik
kavitedeki degisiklikler ve diyaframin yikselmesi hipoksiye
olan maternal toleransi azaltmaktadir (4, 6, 7). Bu nedenle
maternal agidan gebelik, dogum ve dogum sonu déneme iliskin
hassasiyet gdsterilmesi ve pandemi agisindan gerekli dnlemlerin
alinmasi 6nemlidir (6-8). COVID-19’un vertikal gegisine ve
konjenital enfeksiyona yol actigina iliskin verilerin kisith oldugu
belirtiimektedir (9-12). Fetlsin ve yenidoganin COVID-19
enfeksiyonuna karsi duyarh oldugunu gosteren veriler sinirhidir.
Ancak dogustan gelen bagisikhk fonksiyonlarinin immatir
olmasi bu grubu enfeksiyona karsi duyarli hale getirmektedir
(7, 10). Bu nedenle maternal-neonatal degerlendirme, fetis ve
yenidogana yonelik énlemlerin alinmasi ve bolimler arasinda

entegre bir yaklasimin benimsenmesi dnemlidir (6, 13, 14). Saglik
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ekibinin konu ile ilgili glincel bilgiye ve onerilere erisebilmesi
enfeksiyon ile miicadelede etkili olacaktir. Bu nedenle COVID-
19’un maternal ve neonatal agidan etkilerinin belirlenmesi ve

yonetilebilmesi amaciyla literatir bilgileri derlenmistir.
2. COVID-19’un Maternal Etkileri
Gebelikte COVID-19 enfeksiyonu ile ilgili sinirli sayida vaka oldugu

ve bunlarin blyik bolimindn ciddi bir komplikasyon olmadan
taburcu edildigi belirtiimektedir (9, 15). Yapilan bir sistematik
incelemede 108 gebenin yer aldigi vakalara yer verilmistir. Bu
gebelerin yas ortalamasi 29-32 ve blyik boliminin Gglnci
trimesterde oldugu belirlenmistir. Erken gebelik haftasinda
basvuran gebeler komplikasyon olmadan taburcu edilmistir.
diyabet,
problemler gibi komorbiditeler nedeniyle hastaneye basvuran

Preeklampsi, gestasyonel hipotroidi ve plasental
gebeler oldugu belirtilmistir. Olgularin %92’si sezaryen dogum
ile sonuclanmis ve endikasyon olarak biyik olctide fetal distres
gosterilmistir (7). Maternal pnémoni ile iliskili olarak erken
membran rlptirl, preterm eylem ve intrauterin fetal 6lim
gorulebildigi belirtiimektedir (16). Dokuz gebelik bir olgu serisinde

dort hastanin preterm eylem gerceklestirdigi ifade edilmistir (17).

COVID-19 enfekte gebelerde siklikla yiksek ates ve kuru
oksurik klinik belirti olarak ortaya ¢ikmaktadir. Bunlarin yani sira
halsizlik, dispne ve diyare diger belirtilerdendir (7). Cin'de dokuz
gebenin yer aldigi calismada dort kiside oksurik, Gglinde miyalji,
ikisinde bogaz agrisi ve halsizlik belirtileri gérilmistir. Ayrica (g
hastada aminotransferaz konsantrasyonunda artis, bes hastada
lenfositopeni oldugu belirlenmistir (17). Ayrica bazi olgularda

yuksek C-reaktif protein konsantrasyonu gérilmustir (7, 17).

Gebelik olgularinin yer aldig bir derlemede Ug¢ gebenin yogun
bakim Unitesine alindigl ancak hi¢ 6lim gerceklesmedigi ifade
edilmektedir (7). Yine iran ve Cin’i kapsayan, COVID-19 ile
enfekte otuz bir gebenin yer aldigi bir sistematik incelemede
iki annenin solunum komplikasyonlarina bagh olarak 6ldigu
belirtilmektedir (16). Cin’de dokuz olgunun yer aldig calismada
hic pnomoni ve oOlim olmadigl, timinin canli dogum
gerceklestirdikleri belirtilmistir (17).

COVID-19’un klinik bulgulari ve maternal etkileri gz Oniine
alindiginda intrapartum ve postpartum donemin etkili bicimde

yonetilmesi buyik 6nem kazanmaktadir.
3. intrapartum ve Postpartum Donem ve Yonetimi

COVID-19’un gebeler (izerine olan yonetimi MERS veya

SARS'In etkileri ile kiyaslanarak ya da su an mevcut veriler
1Isiginda enfekte ancak gebe olmayan birine benzer klinik tablo
gostermesi Gizerine kurulu yaklasimlar seklindedir. Fakat gebelik
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sirecindeki degisimler dogrultusunda daha multidisipliner bir

yaklasim izlenmesi 6nerilmektedir (6-8,18).

3.1. intrapartum dénemde yénetim: COVID-19 gibi pandemi
boyutuna ulagsan enfeksiyon hastaliklarinda 6ncelik tedaviden
cok, korunma olmasi nedeniyle saglik personeli, gebe ve
yenidoganin koruyucu 6nlemleri alinmalidir. Bu konuda saglk
kuruluslarinda genelde poliklinik ve acil servis basvurularinda
uygulanan triajin, dogumhane gebe kabuliinde de yapilmasi
onerilmektedir. Gebenin semptomlarindan sliphelenildigi
durumlarda mimkiinse negatif basingh bir odada izole edilmesi
onerilmektedir. Bunun mimkin olmadigi durumlarda tek
basina izlem yapmaya elverisli bir odada, dogumhaneye kabul
edilmeden 6nce triaj yapilmaldir (19). COVID-19 pozitif gebenin
takibi ve dogumu mumkiinse negatif basingli odalarda, degilse
izole etmeyi saglayan tek kisilik odalarda gerceklestirilmelidir.
Saglik personeli triajin yapilamadigi acil olgularda; gebenin
temasli, olasi pozitif hasta olup olmadigina bakmaksizin maske,
gozlik, onlik, eldiven, siperlik gibi kisisel koruyucu ekipmanlari
eksiksiz kullanmalidir. Aerosol bulasin en sik bulas yolu oldugu
disunuldigiinde gebenin maske kullanmasi, tanili hastalarda ise
personelin N95 maske kullanmasi 6nerilmektedir (20). COVID-19
virlsiiniin bazi ylizeylerde 24-72 saat yasayabildigini gosteren
bulgular nedeniyle, 6zellikle gebe ile temasi olan tibbi cihazlarin
ve ylzeylerin hijyenine 6zen gosterilmelidir (21). COVID-19
tanist almis gebelerin dogum eylemi sirasinda yapilacak
takibinde, yonetimi etkileyecek en 6nemli parametrelerden
biri maternal hipoksidir. Buna yonelik olarak gebenin yasamsal
bulgularinin &lgiimlerine ek olarak oksijen saturasyonu ve
solunum sayisi yakindan izlenmelidir. Bu parametreleri iceren
MEOWS (Modifiye Erken Obstetrik Uyari Skorlamasi) skorlamasi
takip sirasinda kullanilabilir. izlemde oksijen saturasyonu %95 ve
Uzerinde, solunum hizi dakikada 20 ve altinda, ates 38.5 °C’nin
altinda olmalidir. Fetal etkilerin izlenmesi amaciyla Non-Stres
Test (NST) takibi dikkatli bigimde yapilmali, uteroplasental
oksijenizasyonu daha iyi saglamasi nedeniyle gebe sol lateralde

dekubit pozisyonunda takip edilmelidir (22).

COVID-19 pandemisinde sinirl verilerle gosterilmekle birlikte
genel olarak viral enfeksiyonlarin etkilerinden biri gebeligin son
trimesterinde preterm eylemdir. Preterm eyleme yonelik olarak,
COVID-19 tanili gebelerde kullanilacak tokoliz ajanlarinin etkinligi
ve olasi yan etkileri ile ilgili caismalar devam etmekte olup, celiskili
sonuglar da mevcuttur. Fakat COVID-19 pozitif gebe preterm eylem
nedeniyle dogumhaneye kabul edildiginde ozellikle fetal akciger
maturasyonu icin steroid kullanimi sonrasi zaman kazanmak

amagli tokoliz uygulanmamasi konusunda goris birligi mevcuttur



(23). Bazi galismalar steroid kullanimini, yogun bakim olgularinda

uygulanan kortikosteroidlerin genel etkilerini gbéz Oniinde
bulundurarak 6nermemektedir. Ancak yapilan antenatal steroidin
betametazon olmasi, yogun bakim olgularinda uygulanan dozun
1/15-1/80’i arasinda olmasi ve tek doz uygulanmasi nedeniyle

kullanimini 6neren ¢alismalar mevcuttur (24).

3.1.1. Dogum sekli: Dogum sekline gebenin takipleri ve
maternal-fetal etkiler gbz 6niinde bulundurularak ve obstetrik
endikasyonlara gore multidisipliner bir yaklasimla karar
verilmeli, kararlar hastaya 6zgi olmalidir (25). Fetal strese yol
actigl dusinilen durumlarda sezaryen dogum endikasyonu
konusunda daha esnek karar verilebilecegi belirtilmektedir (23).
Vajinal dogumileilgili 6zellikle vertikal gegis ve viicut sivilarindan
bulas olabilecegine vyonelik stpheler mevcuttur. Yapilan
¢alismalar sonucunda kanitlanmis vertikal gegis olmamasi
nedeniyle olasi veya tanilanmis COVID-19 gebelerde vajinal
dogum kontrendike degildir (22). Ancak yeterli kanit olmamasi
nedeniyle sezaryen ile dogum tercih edilebilmektedir (6, 11-13).
Vajinal dogum sirasinda gebenin maske kullanimi, ikinci evrede
etkin ikinmayi olumsuz etkileyeceginden saglik personelinin tim
koruyucu ekipmanlari kullanmasi gerekmektedir. Saturasyonun
%95 ve Uzerinde olmasi saglanmali, gerekliyse oksijen destegi
verilmelidir. Saturasyonu disiik olan gebelerde olasi pulmoner
odeme yonelik olarak hidrasyon destegi kontrolli yapilmali
ve bolus uygulamalardan uzak durulmaldir (26). Dogum
indiksiyonu amaciyla dinoprost veya oksitosin kullaniminda
bir kisitlamama olmamakla beraber kritik olgularda asiri sivi
yuklemesi ve kardiyovaskiiler dekompansasyon riski nedeniyle
yiuksek doz veya bolus seklinde oksitosin kullanimindan
kacinilmalidir (22). Erken membran riptird nedeniyle eylem
takibine alinan gebelerde veya eylem sirasinda membranlarin
acilmasi durumunda Penisilin G veya Ampisilin profilaksisi
rutinde kullanilabilmektedir. Ayrica sekonder bakteriyal
pnémonide profilaksi amach Seftriakson tercih edilebilir (27).
intrapartum dénemde trombositopeni yoksa, agrilarla olusacak
hiperventilasyonu oOnlemek ve acil sezaryen gerektiginde
genel anestezi uygulama ihtiyacini azaltmak amaciyla epidural
anestezi Onerilmektedir (28). Eylemin ikinci evresinde aktif
tkinmanin maske takili durumda zor olmasi, bu siregte
aerosol partikillerin dogumhane personeline bulasma riskinin
artabilecegi goz onlne alinarak ikinci evreyi kisaltilmak igin
midahaleli vajinal dogum dusinilebilir (23). Postpartum
donemde rutin prosediirler uygulanmali, yasam bulgular
ve dikkatli

saglanmalidir. Kanama kontroliinde uterotonik olarak uygun

yakindan izlenmeli bicimde kanama kontroli
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doz ve siurede uygulanmak Uzere oksitosin tercih edilebilir.
Misoprostol, prostoglandin E2 ve karbetosin tercih edilmekle
birlikte,
edilebilir. Bildirilen akut solunum yetmezligi vakalari nedeniyle

hemostaz saglamak icin traneksamik asit tercih

metilergometrin  kullaniminin  tercih edilmemesi 6neriler
arasindadir (29). Maternal hipoksi nedeniyle olusan fetal
sikinti ve artan yogun bakim takip ihtiyaci nedeniyle COVID-19
tanili gebelerde sezaryen dogum oranlarinin yiksek oldugu
belirlenmistir (25). Sezaryen dogum gergeklestirilecek olgularda
(acil veya elektif), stipheli veya pozitif hastalar icin 6énceden
belirlenmis negatif basingli ya da HEPA filtreli odalarda dogum
gerceklestirilmelidir. Anestezi, cerrahi ve yenidogan ekibi uygun
koruyucu ekipmanlari kullanmaldir. Ayrica genel anestezi
uygulanacak vakalarda orofarengeal bolgeye midahalede
bulunan personelin N95 maske ve siperlik kullanimi konusunda
(30).

trombositopeni yoksa anestezi uygulamasinin rejyonel anestezi

ozenli olmasi gerekmektedir Sezaryen dogumda,
seklinde yapilmasi onerilmektedir. Fakat bazi vakalarda hizli
hipotansiyon gelisebildiginden uygulama sirecinde dikkatli
olunmalidir (31). Genel anestezi uygulamasindan mimkin
oldugunca kaginilmasi, maternal solunum fonksiyonlarinin
bozulmasi veya acil sezaryen dogum s6z konusu oldugunda
tercih edilmesi 6nerilmektedir. Bu durumda personelin kisisel
koruyucu onlemleri almasina ek olarak yliz maskesi ile solunum
devresi arasina filtre vyerlestirilmesi ve video-laringoskopi
kullanimi tavsiye edilmektedir. Sezaryen sonrasi anne ve bebege
yonelik uygulamalar ve yapilmasi gerekenler vajinal dogum

sonrasi uygulamalarla benzer niteliktedir (28).

3.2. Postpartum dénemde yonetim: Dogum sonrasi hastalarin
degerlendirilmesi multidisipliner bir ekip tarafindan yapilmaldir.
Yogun bakim ihtiyaci, COVID-19’a yonelik uygulanacak medikal
tedavi gerekliligi ve uygun tedavi protokoliine karar verilmelidir.
Postpartum takip siirecinde hastalarin analjezi ihtiyacina yonelik
NSAID uygulamasina yonelik farkh yaklasimlar mevcuttur.
Erken donemde yapilan ¢alismalar uygulanmamasi gerektigini
belirtmekte, giincel ¢alismalar uygulanmasina engel olmadigini
ifade etmektedir. Opioidanaljeziklerdenolasisolunumdepresyonu
etkisi nedeniyle kaginilmasi 6nerilmektedir (32). COVID-19’a bagh
olarak tromboemboli riski nedeniyle dogum sonrasi profilaktik

antikoagilan tedavi kullanilabilecegi belirtiimektedir (33).
4. COVID-19’un Neonatal Etkileri

COVID-19’un
yenidoganlarda virlsiin  gorilme

iliskili  olarak

arttig

diinyadaki  yayilim  hiziyla

sikhginin ancak
verilerin sinirh oldugu belirtiimektedir (13). Ayrica maternal

COVID-19 enfeksiyonunun vertikal gecisine iliskin veriler de
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kisithdir. Yapilan arastirmalarda maternal pnémoni ile iliskili
olarak intrauterin gelisme geriligi, intrauterin fetal 6lim
ve neonatal mortalite olabilmektedir (11, 16). Sinirli olan
veriler dogrultusunda bir olguda vertikal gegis oldugu, bir
olguda intrauterin o6lim gerceklestigi belirtilmektedir (7).
Ayrica COVID-19 pozitif annelerin bazilarinda preterm eylem
gorilebildigi ancak bunlarin enfeksiyon ile iliskisinin acik
olmadigi ifade edilmektedir (34).

Cin’de retrospektif bir calismada iki vakada fetal distres
gorilmustdr. Canli dogum ile sonuglanan bu olgularda neonatal
asfiksiye rastlanmamustir. Birinci dakika APGAR skorlari 8-9,
5. dakika skorlari 9-10 olarak belirlenmistir. Ayni olgulardan
bir yenidoganin myokard enzimlerinde hafif bir artis oldugu
ancak herhangi bir semptom goérilmedigi belirtilmistir (17).
Yine retrospektif bir ¢calismada COVID-19 testi pozitif olan on
alti gebe ile negatif olan kirk bes gebenin sezaryen sonrasi
neonatal sonuclari incelenmis; fetal distres, mekonyumlu
amniyotik mayi ve neonatal asfiksi agisindan anlamli bir farklilik
COVID-19 enfekte annelerin
dogum sonuglarina bakildiginda sinirl sayida olguya dayanarak;

olmadigi belirlenmistir (35).

yenidoganlarda baslangic semptomlari olarak solunum
sikintisi, siyanoz, tasikardi, ates, beslenme intoleransi ve kusma
gorildugi belirtiimektedir (7, 13). iran’da 15 giinliik neonatal
bir olgu ates ve letarji semptomlari ile klinige kabul edilmis ve
Oksirik ve gastrointestinal herhangi bir bulgu goézlenmedigi
belirtilmistir. Bu olguda tasikardi, tasipne, hafif subkostal
retraksiyon goriilmis ve oksijen saturasyonunun %93 oldugu
belirlenmistir (14). Genel anlamda yenidoganda gorilen bu
semptomlarin siklikla hafif seyrettigi, ancak bir olguda multipl
organ yetmezligi ve DIC (yaygin damar ici pihtilasma) nedeniyle
neonatal 6lim gerceklestigi belirtiimektedir (7, 13). Literatlirde
SARS-CoV-2 IgM antikorlari yiksek olan {i¢ yenidoganin bogaz
sirintl orneklerinde pozitif bulguya rastlanmadigini gésteren
olgular da yer almaktadir (36). VirGsin anne situ ile gegip
gecmedigine yonelik kanit olmadigi, emzirme sirasinda damlacik

yoluyla yenidogana bulasabilecegi ifade edilmektedir (16, 37).
COVID-19’un klinik bulgulari ve neonatal etkileri géz oniine
alindiginda bu doénemin ve semptomlarin etkili bicimde
yonetilmesi bluyik 6nem kazanmaktadir.

5. Neonatal Dénem ve Yonetimi

COVID-19’un yodnetimi gebelik strecinde, dogum sirasinda ve

dogum sonrasinda olmak Uzere Ui¢ asamada ele alinmalidir.

5.1. Gebelik siireci: Ozellikle gebelik siirecindeki fizyolojik
ve anatomik degisikliklerle iliskili olarak virlise hassasiyet
gelisebilmektedir. Gebeligin son trimesterinde klinik bulgular
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gorildiginde COVID-19 slphesi ile yaklasiimalidir. Annenin
pozitif oldugu durumlarda uygulanan tedavi vyaklasimlari
multidisipliner olarak ele alinmalidir. Uygulanan tedavinin
fetal agidan etkileri g6z 6niine alinmali ve doguma yonelik
olarak neonatal hazirliklar vyapilmalidir. Yenidoganin ilk
miidahalesini yapacak gerekli ekipmanlar hazirlanmali, fiziksel
kosullarin izolasyona uygun bicimde hazirlanmasi saglanmalidir.
Ayrica anne pozitif olgularda yenidogana mutlaka stpheli

yaklasiimalidir (10, 13, 37).

5.2. Dogum siireci: Doguma yonelik neonatal yonetim, 6ncelikle
dogum kararinin dogru bicimde alinmasi ile baslamalidir.
Dogum eylemine yodnelik adimlar atilirken neonatolog,
perinatolog ve anesteziyolog is birligi saglanmali, hemsire ve
ebelerin bu siregteki tim uygulamalarinda multidisipliner bir
yaklasim benimsenmelidir (13). Elektronik fetal monitorizasyon
yapiimal ve fetal kalp atimlari yakindan izlenmelidir (38).
Fetal

kullaniminin COVID-19 agisindan risk olusturdugunu gosteren

akciger maturasyonu saglamak amaciyla steroid
kanit olmadigindan, preterm dogum olgularinda gerektiginde
steroid verilebilmektedir. COVID-19 testi pozitif olan olgularda
maruziyeti en aza indirgemek amaciyla az sayida personel ile
dogumun gergeklestirilmelidir (6, 39). Dogum sekli ve zamani
konusunda UNFPA endikasyon ve annenin dogum tercihi goz
dniine alinarak karar verilmesini 6nermektedir (6, 37). Ugiincii
trimesterde negatif bir test sonucuna ulasana kadar neonatal bir
engel yoksa ve mimkiinse dogum ertelenmelidir (34). Dogum,
izole negatif basing 6zelligi bulunan bir alanda gergeklestiriimeli
ve tim koruyucu ekipmanlarin kullanimi saglanmalidir (13, 37).
Tim midahalelerden 6nce eller su ve sabun ile yikanmahdir.
Supheli ve pozitif anne varliginda yenidoganin resusitasyon
ihtiyaci belirlenmeli, APGAR skorlari dikkatlice degerlendirilmeli,
saturasyon ve vital bulgular yakindan izlenmelidir. Dogumda,
yenidoganin termoregilasyonu saglandiktan sonra yikanmasi,
kurulanmasi 6nerilmekte ve hasta anne ile yenidogani gegici
sire ayri tutmak ve izole etmek gerekmektedir (13, 37, 39).
Dogum masasi ile radyant isitici arasinda en az iki metre
mesafe olmalidir. Neonatal resisitasyon gerektiginde en
az sayida saghk calisani ile N95 maske dahil tim koruyucu
ekipmanlar kullanilarak midahale gerceklestirilmelidir (37).
Kord klempleme suresine iliskin herhangi bir kanit olmamakla
birlikte, vertikal gecisin goéz ardi edilmemesi ve kordun vakit
kaybetmeden klemplenmesi 6nerilmektedir. Ayrica ten tene
temasin engellenmesi diger oneriler arasindadir (13, 37).
COVID-19 testi pozitif annelerin bebeklerine, dogum sonrasi 24-

48 saatte test yapilmasi gerektigi belirtiimektedir (10).



5.3. Dogum sonrasi dénem: Yenidoganin genel durumu stabil
ise, damlacik izolasyon onlemleri alinarak anne ile birlikte ayni
odada olacak bicimde servise transfer edilmesinde sakinca
olmadigi belirtiimektedir. Budurumdabes gliin boyunca hemsire/
ebelerin gbzetiminde tutulmasi ve sonrasinda en erken sirede
evde izolasyonun saglanarak taburculugun gerceklestirilmesi
onerilmektedir. Yenidoganin resisitasyon ihtiyaci varsa,
ventilasyon saglandiktan sonra tekrar degerlendirilerek yogun
bakim ya da 6zel bakim ihtiyaci belirlenmelidir. Yogun/o6zel
bakim ihtiyaci olmayanlarin stabilizasyon sonrasinda anneleri
ile birlikte serviste izole edilebilecegi belirtilmektedir (10, 14,
37, 39). Anne ve bebegi rutin olarak izole etme ve birbirlerinden
ayirma uygulamasindan kaginilmasi ve emzirmenin uygun

bicimde baslatiimasi gerektigi vurgulanmaktadir (40).

5.4. Yogun bakima transfer karari verilen yenidogan: Bu

sirecte ebeveynleri ile temasinin Onlenmesi, temas ve
damlacik izolasyon 6nlemleri altinda ilgili tniteye transferinin
gerceklestirilmesi 6nerilmektedir (10, 14, 37, 39). Transfer
sirasinda yenidoganin mutlaka transport kiivoz ile taginmasina,
ambulans kullanimi gereken durumlarda ise ventilator,
monitdr ve tasima ekipmanlarinin bulundurulmasina 6zen
gosterilmelidir. Gorevli saglk ekibinin bu surecte koruyucu
ekipmanlari  eksiksiz kullanmasi ve transfer 0©ncesinde-
sonrasinda kiivoz, ambulans ve diger ekipmanlarin mutlaka
dezenfeksiyonu saglanmalidir (13). COVID-19 ile enfekte ya da
sipheli yenidoganin yogun bakima kabull sirasinda sorumlu
ekip tyeleri koordinasyonu saglamalidir. Hasta kabul edilirken
koruyucu ekipman kullanilmal ve aksesuar kullanmaktan
kacinilmalidir. Ayrica kullanilan ekipmanlari, giysileri ve diger
esyalariyogun bakim disinda kullanmamaya 6zen gosterilmelidir
(13). Servise alinan yenidogan mimkiinse negatif basingh
odada izole edilmeli, degilse ayri bir odaya alinmalidir (14, 37,
39). Yogun bakim Unitesinde kullanilan ekipmanlarin hastalar
ve servisler arasinda yer degistirmesi kisitlanmalidir. Kullanilan
tim malzemeler, cihazlar (USG, EKG cihazi vb), kivozler
hastadan hastaya gecmeden 6nce dezenfeksiyon isleminden
gecirilmelidir. Tam invaziv islemlerden ve numune almadan
once el yikama ve N95 maske kullanimina 6zen gosterilmelidir.
Alinan numuneler 6zenle ve dogru bigcimde etiketlenmeli,
saklanmali ve koruyucu 6nlemler altinda laboratuvara transfer
edilmelidir (13). Tedavi planlamasi neonatalog, pediatrist,
hemsire, dezenfeksiyon personeli ve diger saglik ekibi Gyeleri
ile multidisipliner bir yaklagim icerisinde yapilmalidir. Oksijen
antibiyoterapi, enteral/

tedavisi, sivi replasman tedavisi,

parenteral beslenme destegi, slirfaktan ve nitrik oksit
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uygulamasi, mekanik ventilasyon gibi tedavi yaklasimlari tercih
edilebilmektedir. Ancak COVID-19’a iliskin etkili bir tedavi
yontemi henliz bulunmamaktadir. Bu nedenle semptomatik ve
olgu bazinda tedavi uygulamalarinin benimsenmesi ve genis
spektrumlu antibiyotiklerin gereksiz kullanimindan kaginilmasi
onerilmektedir (13). Antiviral tedavi yaklasimina iliskin olarak
klorokin, hidroksiklorokin, kortikosteroid veya intravendz gama
globilin gibi ilaclarin karsilastirilmasina yonelik yeterli klinik
calisma heniiz bulunmamaktadir. Enfekte olgularda heniz
klorokin/hidroksiklorokin kullanilan neonatal vaka bulunmadigi,
destekleyici tedavi yaklasiminin uygulandigi belirtilmektedir
(37).

ebeveynleri COVID-19 pozitif ise yogun bakima girmelerine

Yogun bakim (nitesinde izlenen yenidoganlarin
miisaade edilmemelidir. Eger yenidoganda COVID-19 pozitif
ise anne ve bebek izole edilmeli ve ziyaret¢i kisitlamasi
yapilmahdir. Bu izolasyon negatif basingli bir odada olmall
ve annenin eldiven, maske, gozlik kullanmasi saglanmaldir.
Eger anne ve bebegin ayri kalmasi gerekli ise bu durum aileye
acitklanmali, sosyal ve ruhsal destek unsurlari strece dabhil
edilmelidir (14, 37). COVID-19 pozitif olan ve yogun bakimda
izlenen yenidoganlarda taburculuk 6ncesi testlerin negatifligi
dogrulanmali ve ebeveynler konuya iliskin olarak egitilmelidir.
Taburculuk sonrasinda evde izolasyon devam ettirilmeli ve aileye
temas izolasyonuna iliskin bilgilendirme yapilmalidir (14). Bulas
riski olan yenidoganlarin taburculuk sonrasi 14 ginlik strede
telefon, yiiz ylize gorisme gibi yontemler ile yakindan izlenmesi
onerilmektedir (10). Ayrica 14 giin sonra yenidogandan kontrol
amagli farengeal siiriintli 6rnegi alinmali ve sonug negatif gelirse

28. giinde izlem sonlandiriimalidir (40).

5.5. Emzirme: Virlisiin anne siti ile gecisine iliskin veri olmadigi
ve damlacik yoluyla bulagsmasi nedeniyle koruyucu oénlemler
altinda emzirmenin sirdlrdlmesi tavsiye edilmektedir.
Yapilan arastirmalarda enfekte annelerin sitiinde virlise
rastlanmadigi ve anne sitlinlin yenidogan icin antikor kaynagi
olmasi nedeniyle emzirmenin tesvik edilmesi ve en kisa siirede
baslatiimasi 6nerilmektedir (10, 34, 37). Cin’de COVID-19 pozitif
annelerin emzirmelerine tercihen donoér sit kullanimi veya
formdl kullanimini 6neren yaklasimlar yer almakla birlikte bu
gorisl destekleyen kanitlara ulasilamamistir. Bu nedenle WHO
(Diinya Saglik Orgiitii), CDC (Hastalik Kontrol Onleme Merkezi)
ve RCOG (Royal College of Obstetricians and Gynecologists)
emzirmeyi desteklemektedir. Ayrica anne sutlinlin pastorize
edilmesinden kaginilmasi gerektigi ifade edilmektedir (40).
Emzirme sirasinda annenin el hijyeninin ve eldiven, maske,

gozlik/siperlik kullanmasinin 6nemli oldugu belirtilmektedir.
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Eger anne sltl pompa ya da elle sagilacaksa el yikama ve sit
saklama konusunda hassas olunmasi tavsiye edilmektedir. Stt
sagma aparatlarinin her kullanim sonrasinda sicak su ve sabun
ile dezenfeksiyonu yapilmalidir. Ayrica ebeveynlere bulas ve
koruyucu 6nlemler konusunda bilgilendirme yapiimalidir (10,
34, 37, 39). Annenin COVID-19 testi pozitif oldugu durumlarda
semptomlar ve maternal tedavi yaklasimlari dogrultusunda
izolasyon yaklasimlari izlenmelidir. Annede siddetli solunum
yolu semptomlari ve ates mevcut ise gecici slire ile anne ve
bebek ayrilmali ancak hijyenik kosullarda siit sagma yoluyla

beslenmenin surdirilmesi saglanmalidir (40).

5.6. Ziyaret¢i uygulamasi: Anne ve yenidogan igin hastanede
kaldiklari silrecte tek bir ziyaret¢ci olmasi ve ziyaretginin
servise alinmadan 6nce COVID-19 semptomlari agisindan
degerlendirilmesi onerilmektedir. Ayrica ziyaret dncesi ellerin
temizligi, koruyucu 6nlik, maske kullanimi ve oda igerisinde

temas kurallarina uyulmasinin 6nemi vurgulanmaktadir (39).
6. Sonug

Maternal ve neonatal olgularda COVID-19 pozitif veya siipheli
pozitif durumlarda anne, bebek ve saglk ekibini koruyucu
yaklasimlar benimsenmelidir. Maske, eldiven, gozlik ve onlik
gibi koruyucu ekipman kullaniminin yani sira etkili izolasyon
onlemleri alinmalidir. Dogum eylemi negatif basingli izole
odalarda ve en az sayida saglik personeli ile gerceklestirilmelidir.
Dogum ve dogum sonu dénemde anne ve bebegi mimkin
oldukca birlikte izole etmek, buna uygun fiziki kosullari saglamak,
semptomlarin seyrine gére emzirmeyi baslatmak ve stirdirmek
gerekmektedir. Tum asamalarda multidisipliner olarak
perinatolog, neonatolog, mikrobiyolog, hemsire, ebe, radyolog
ve diger saglik calisanlarini kapsayan bir ekip olusturulmaldir.
Bu ekip Uyelerinin izolasyon egitimleri glincellenmeli ve kisisel
koruyucu ekipmanlar tedarik edilmelidir. Tedavi yaklasimlari
belirlenirken 6ncelikle semptomatik ve destekleyici tedavi
adimlari izlenmelidir. Bu sirecte kullanilan tim arag-gereg ve
tibbi ekipmanlarin dezenfeksiyonu saglanmalidir. Ayrica bireyler
hastaneye kabul sirecinden baslayarak, taburculuk ve evde
izlem siirecine kadar tiim asamalarda anne, baba ve diger bakim
verenler koruyucu yaklasimlara, izolasyona, hijyene ve temas
kurmaya iliskin egitilmelidir. Ayrica taburculuk sonrasi evde izlem

surecinde saglik ekibinin yakin izlem yapmasi gerekmektedir.

Cikar ¢atismasi: Bu yazi tamamen bilimsel amagla yazilmis olup,
yazarlarin buyaziile herhangibir ¢cikar catismasi bulunmamaktadir.
Calismay1 maddi olarak destekleyen kisi/kurulus yoktur.
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Canli bir gebeligin devami icin yardimci Greme teknikleri ve tedavi yontemlerinde gelismeler saglansa da, in vitro

fertilizasyon (IVF) sonrasi tekrarlayan implantasyon basarisizigi (TiB) ve tekrarlayan gebelik kayiplar (TGK) biyiik

problem olusturmaktadir. Son yillarda yapilan calismalarda TiB ve TGK nedeni olarak immunolojik faktérlerin iizerinde

durulmaktadir ve bu hasta gruplarinda immun sistem hicreleri olan; CD4+ T-helper (Th1, Th2, Th17, Treg) ve periferik

natural killer (pNK) ve uterin natural killer (uNK) hiicrelerinin aktivitelerinde dengesizlikler gésterilmistir. Bu nedenle, bu

hasta gruplarinda basarili bir implantasyon ve gebelik devami icin glukokortikoidler, intraven6z immuinoglobulin ve TNF-a

blokerleri gibi immunosipresan ilaglarin kullanimi ve etkinligi arastirilmistir. Ancak ilaglarin etkinligi ile ilgili net bir sonug

elde edilmemistir. Sonug olarak, immunoloji ile infertilite iliskisi asikar olmasina ragmen, bu konuda daha katedilmesi

gereken uzun bir yol vardir.

Anahtar kelimeler: infertilite; immunoloji; IVF; Tekrarlayan gebelik kaybi; Tekrarlayan implantasyon basarisizliklari

1. Introduction

Infertility is defined as the inability of a couple to achieve a viable
pregnancy after a year of unprotected regular sexual intercourse.
Between 10 to 15% of couples of reproductive age suffer from
infertility (1, 2). Despite recent advances in assisted reproductive
methods and treatments in sustaining fetal viability, recurring
implantation failure (RIF) and recurring pregnancy loss (RPL) still
pose significant problems in the context of in vitro fertilization
(IVF). RIF is defined as the failure of a woman under the age of
40 to achieve a viable pregnancy after the transfer of at least
three fresh or frozen embryos (3). RPL is defined as three or more
consecutive miscarriages that occur before 20 weeks of gestation
(4). Previous studies investigated genetic causes and uterine
structural anomalies, whereas recent studies focused on the role
of immunological factors in both RIF and RPL.
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The field of reproductive immunology established by Madewar
who, in 1953, asked why the semi-allogeneic fetus is not rejected
by the maternal immune system (5). Pregnancy is a unique
condition that allows the toleration of the embryo, a semi-
allogeneic tissue, by the maternal immune system. In order
for the mother to be able to tolerate the father’s alloantigens,
the maternal immune system must develop a balance between
tolerance and immunity. Immune imbalance contributes to
endometrial implantation failure and miscarriage. Research
suggests that infertile patients may suffer from dysregulated
immune system cell activities, including CD4+ T helper (Th1,
Th2, Th17, and Tregs), peripheral natural killer (pNK), uterine
natural killer (uNK) cells (6). These cells and their cytokines
participate in blastocyst implantation (Figure 1).

This review aims to discuss studies demonstrating an association
between NK and T cell counts and ratios, and infertility.

™ Fagremy

Figure 1. Hormones, oxygen, cytokines, growth factors, and immune system cells effective in blastocyst implantation and placenta formation
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2. Methods

Using online databases, we carried out a systematic literature
review on the role of immunologic factors in both RIF and
recurring pregnancy loss (RPL). The major relevant studies were
retrieved mainly from PubMed, Google Scholar, MEDLINE and
Web of Science using the keywords ‘immunologic factors and
infertility’, ‘immunologic factors and recurrent implantation
failure’, ‘immunologic factors and recurrent pregnancy loss’ and
‘treatment of immunologic problems for recurrent implantation
failure and recurrent pregnancy loss’. Only English-language
publications were included in this review.

3. Natural killer cells

A regular functioning immune system is essential for the successful
implantation of an embryo (7). Natural killer (NK) cells play a
central role in the innate immune system (8, 9). The pNK and uNK
cells are phenotypically and functionally different cell types and
are distinguished according to their receptor expression intensity,
particularly surface CD56 (10). A minority of pNK cells (10%)
resemble uNK cells whereas 90% are CD56dim (i.e. highly cytotoxic)
and CD16+, while 80% of uNK cells are CD56bright (less cytotoxic)
and CD16- (11). The reason why peripheral NK cells are more
cytotoxic is twofold: first, the type of surface CD56, and second,
the downregulation of CD16 expression by uNK cells, which in turn
triggers NK cell antibody-dependent cell-mediated cytotoxicity
(11, 12). Hence, uNK cells play a more prominent regulatory role
in early implantation. The initiation of embryo implantation is
associated with the production of progesterone and interleukin
15 (IL-15) and the stimulation of uNK cells during the luteal phase
of the menstrual cycle (11, 13). These cells promote vascular
remodelling via endothelial growth factor and are also responsible
for trophoblast remodelling and cytokine secretion (10, 14, 15).

The NK cell
determination, including an endometrial biopsy or lavage

literature contains different methods for
sampling, menstrual blood sampling, or placental/decidual
sampling (16, 17). NKT cells constitute an important subgroup
of lymphocytes that demonstrate both T cell and NK cell-like
characteristics (18). NKT cells have two distinct functions in
immune responses: pro-inflammatory and tolerogenic (19),
leading researchers to speculate that NKT cells may play an
important role in implantation and immune intolerance to the
fetus (20). Zhou et al. investigated whether peripheral blood NKT-
like cells were in any way associated with IVF treatment outcome
and showed that patients with higher peripheral NKT-like cell
counts had better IVF outcomes (i.e. higher pregnancy and live
birth rates). Yuan et al. found elevated pNK cells to be correlated
with unexplained recurrent spontaneous abortions (18).

In contrast, one study reported that pNK cell counts were
not significantly different but that uNK cells were reduced in
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patients with RIF (21). In a comparative analysis, Hosseini et al.
evaluated NK cell subsets in peripheral and menstrual blood
samples of recurring spontaneous abortion patients and found
more prominent population differences in NK cell subgroups in
the peripheral blood (17). Also, several studies that investigated
the efficacy of uNK cells in predicting implantation success
after IVF conclude that uNK cell count was not effective in
predicting IVF success (22, 23). In reference to these studies,
it could be argued that immunomodulatory treatments may be
unnecessary in the context of IVF treatments and may only be
applied for carefully selected patients. Some studies similarly
report no difference in uNK (CD56 and CD16) counts of fertile
and infertile women (24), and also that elevated CD16 levels
may predict poor prognosis (25). Kofod et al. emphasized that
increased CD56 and decreased CD16 levels may predict viable
pregnancy outcome in IVF treatment (26). Multiple studies
did not find a significant correlation between pNK cell level and
pregnancy loss and IVF outcome. On the other hand, the available
results on uNK cell levels are contradictory. Regardless, recent
studies associate elevated uNK cells with improved IVF outcomes
(Table 1). Further studies are needed to elucidate the impact of NK
cells on pregnancy loss and IVF outcomes.

4. T-helper cells

Cytokines play an important role in successful implantation and
the continuation of pregnancy. CD4 T helper cells differentiate
into two major subtypes as Thl and Th2 that are distinguished
based on the cytokines they secrete. Th1l cells typically secrete
pro-inflammatory cytokines, such as interferon-gamma (IFN-y),
tumor necrosis factor-alpha (TNF-a), and interleukin-2 (IL-2) (27)
whereas Th2 cells secrete anti-inflammatory cytokines, such as
IL-4, IL-6, and IL-10, and appear to have immunosuppressive
effects that are important for the healthy continuation of
pregnancy (28). The balance of pro- and anti-inflammatory
cytokines depends entirely on the ratio of Thl and Th2 cells
(29). It is possible to measure cytokine levels from serum,
plasma, placenta, or endometrial lavage samples (30).

Although the available results on Th cells and cytokines are
contradictory, the general opinion is that Th2 dominance is
required for successful implantation and pregnancy. Most of
these studies included RIF and RPL patients and emphasized the
ratios of Th1/Th2 and their cytokines.

It has been demonstrated that the ratios of pro-inflammatory
and anti-inflammatory cytokines (i.e. IFN-y/IL-4, IFN-y/IL-
10, IFN-y/TGF-B1, IL-6/IL-10, IL-6/TGF-B1, IL-1B/TGF-B1, and
TNF-a/TGF-B) in the peripheral blood are increased in RIF
patients. These results suggest that the Th1/Th2 ratio may
predict prognosis in IVF (31). Kalu et al. similarly demonstrated
that Th2 dominance is associated with improved IVF outcomes
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STUDY SAMPLE TYPE METHOD VARIABLES RESULT

Uterine and

Tohma et al., 2020 (25) .
peripheral

Kofod et al., 2017 (30) Uterine

Uterine lavage- peripheral
blood-flow cytometry

Endometrial biopsy-
immunohistochemistry

uNK counts were lower in RIF patients; no

D56, CD16 statistical difference in pNK counts

Better IVF outcomes with increased CD56

CD56, CD16
levels

Matteo et al., 2007 (28) Endometrial biopsy-flow D56, CD16 No differences between infertile and fertile
cytometry women
. Peripheral blood-flow |CD56, CD16, | Elevated CD3, CD56, and CD16 levels are

STUDY SAMPLE TYPE VARIABLES RESULT

Liang et al., 2015 (35) Plasma

Plasma and endometrial
tissue

Comba et al., 2015 (34)

Lee et al., 2013 (38) Plasma

Th1 and Th2 cells and pro/anti-
inflammatory cytokines

Pro/anti-inflammatory cytokines

Th1 and Th2 cells and pro/anti-
inflammatory cytokines

The ratios of pro-inflammatory and anti-inflam-
matory cytokines were higher in the RIF patients

Higher IL-12, IL-18, and INF-y and lower
LIF and MIF in RPL patients

The Th1/Th2 ratio was higher in RPL patients

among RIF patients (32). IFN-y/IL-4 and TNF-o/IL-4 and Th1/
Th2 rates were reported to be increased in RIF and RPL patients
(33, 34). Results of decidual and endometrial samples were
comparable to those of plasma samples. In RPL patients had
elevated decidual IFN-y levels, and reduced decidual IL-4 and
IL-10 levels (18). Another study reported elevated IL-12, IL-18,
and IFN-y levels and reduced leukemia inhibitory factor (LIF)
and migration inhibitory factor (MIF) levels in the plasma and
endometrial samples of RPL patients (30) (Table 2).

5. Human leukocyte antigen (HLA)

The MHC cluster located on chromosome 6 encodes HLA
molecules, including HLA Classes |, Il and Ill. HLA Class | proteins
are divided into classical antigens (HLA-A, HLA-B and HLA-C) and
nonclassical HLA Class Ib antigens, including HLA E, F and G (35,
36). The HLA Class ll region contains the HLA-DR, HLA-DQ and HLA-
DP loci. HLA and NK cells are the most prominent immunological
factors in fertility and might play a crucial role in the incidence
and establishment of pregnancy. They can influence pregnancy-
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related processes and actors, including embryonic aggregation,
gametes, blastocyst formation, fetal growth, trophoblasts,
transplantation, and embryonic survival (37).

HLA class I molecules are expressed in all nucleated cells whereas
HLA Class Il molecules are expressed only in antigen-presenting
cells (e.g. dendritic cells, macrophages, B cells) and some
non-APC cells (T cells, endothelial cells). On the other hand,
trophoblasts have been shown to express the non-classical
HLA-G molecule (38). HLA-C molecules, and to a limited degree,
the HLA-A, HLA-B, HLA-G and HLA-E molecules, appear to play
an important role in pregnancy by binding to the "activating/
inhibitory" ligands on the NK and T cell surfaces (39).

The interaction between the "killer immunoglobulin-like receptor
(KIR)" molecules on maternal immune cells (UNK/NK and
cytotoxic T cells) and the paternal antigens [Human Leukocyte
Antigens (HLA)] can determine the course of the pregnancy (38).
The literature on the relationship between HLA and non-classical
HLA molecules and pregnancy indicates that polymorphic HLA-G
derivatives are associated with recurrent pregnancy loss (40).

6. Immunomodulatory Treatment

Researchers have investigated the use and efficacy of
immunosuppressant drugs such as glucocorticoids, intravenous
immunoglobulin, and TNF-a blockers in achieving successful
implantation in infertiie women but the efficacy of these

treatments remains to be fully established (41).
6.1. Intravenous immunoglobulin

A systematic review and meta-analysis by Li et al. found that

intravenous immunoglobulin (IVIG) was associated with
increased implantation, clinical pregnancy, and live birth
rates in women with unexplained infertility or IVF/ICSI failure
when compared to a placebo (42). However, a 2014 Cochrane
review, including eight randomized studies on 303 women with
recurrent pregnancy loss, concluded that IVIG treatment did

not improve live birth rates (43).
6.2. Corticosteroids

The efficacy or utility of corticosteroids in RIF patients is
not clearly established (44). Meta-analyses emphasize that
corticosteroids do not increase live birth rates in RIF patients
(45). However, some studies report better IVF outcomes
when corticosteroids are combined with heparin, aspirin, or
progesterone (46, 47). It is not clearly understood how these
treatments affect immune cells (Thl, Th2, NK) or cytokine
release. Further studies that investigate pre- and post-treatment
changes in immune cells and cytokines are needed.

6.3. TNF-a blockers

TNF-a blockers (e.g. adalimumab) inhibit TNF-a and reduce the
inflammatory response. Despite studies indicating increased
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pregnancy rates when aspirin or IVIG treatments are combined
with TNF-a blockers, this treatment does not significantly
increase live birth rates (48). These drugs are thought to act by
altering cytokine ratios. It was reported that Th1/Th2 and TNF-a/
IL-10 ratios were reduced after TNF-a blocker treatment (49).

6.4. Tacrolimus

The immunosuppressive activity of tacrolimus is achieved by
the inhibition of calcineurin, resulting in reduced inflammatory
cytokines, including TNF-a, IL-1B, and IL-6 (50). Nakagawa et al.
applied tacrolimus therapy to patients with a history of RIF starting
two days before embryo transfer until a positive pregnancy test. They
reported increased pregnancy and live birth rates in patients who
received treatment (51). On the other hand, it was observed that
patients with reduced Th1 levels did not have significantly different
clinical pregnancy or live birth rates. However, pregnancies were
more likely to progress into the second trimester in patients who
were treated with tacrolimus and had lower Th1 levels (52). A study
of 100 pregnant women with a history of organ transplantation and
tacrolimus therapy reported that four fetuses developed congenital
anomalies such as meningomyelocele, urogenital defects, hearing
defects, hypospadias, multicystic dysplastic kidneys, and cleft palate
(53). Further and more extensive and detailed studies are needed
concerning tacrolimus treatment applications.

7. Conclusion

Inconclusion, numerous articles have recently been published on
the relationship between immunology and infertility, resulting
in a better understanding of the effects of immunology on
implantation failure and recurrent miscarriage. However, there
are still many unknowns, and, as of yet, there are no effective
treatment methods for any potential immunological problems.
Therefore, well-designed randomized controlled trials are
needed to determine relevant immunological conditions and to
develop treatment modalities for potential problems.
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Successful cervical cerclage in a pregnant woman with a large cervical myoma

Dev servikal myomu olan gebelikte basarili servikal serklaj uygulanmasi
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Abstract

Cervical insufficiency or early cervical dilation is a fundamental cause of second-trimester pregnancy loss. Cervical
cerclage is the principal treatment for women with cervical insufficiency. Uterine myoma is the most common benign
gynaecologic tumour, occurring in approximately 20% of reproductive age women, whereas uterine cervical myoma
is rare and constitutes 5% of all myomas. One of the most important aetiological factors for premature labour is
cervical insufficiency. Emergency cerclage can be effective, although according to the literature cerclage placement as a
means of prolonging the duration of pregnancy has provided conflicting results. Here, we aimed to present successful
implementation of cerclage process in a pregnant patient with a large cervical myoma.

Key words: Emergency cerclage; cervical myoma; cervical insufficiency

Oz

Servikal yetmezlik veya erken servikal dilatasyon ikinci trimester gebelik kaybinin énemli bir nedenidir. Servikal serklaj
servikal yetmezlik olan kadinlar igin temel tedavidir. Uterin myom Greme ¢agindaki kadinlarin yaklasik %20'sinde gorilen
en sik benign jinekolojik timordir, servikal myom ise nadirdir ve tim myomlarin %5'ini olusturur. Prematiire dogum
icin en onemli etiyolojik faktorlerden biri servikal yetmezliktir. Literatlire gére serklaj uygulamasinin gebelik strelerini
uzatmadaki sonuglari geliskili bildirilmekle birlikte, acil serklaj hamilelik sliresini uzatmada etkilidir. Bu olguda, bliyik
servikal myomu olan gebede basarili bir sekilde serklaj uygulanmasini sunmayi amacladik.

Anahtar Kelimeler: Acil serklaj; servikal myom; servikal yetmezlik
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1. Introduction

The concept of cervical insufficiency classically refers to a
painless cervical opening in the second trimester. Cervical
insufficiency or early cervical dilation is a predominant factor in
second-trimester pregnancy loss and preterm birth (1). Cervical
cerclage is the principal treatment for women with cervical
insufficiency; it is recommended to perform a cerclage in high-
risk women when transvaginal sonography shows cervical
shortening <25 mm (1). There are two types of cerclage, the
McDonald and Shirodkar. There is no consensus on how late the

procedure can be performed during pregnancy (2).

Uterine myoma, also known as a leiomyoma or fibroid, is
the most common benign gynaecologic tumour occurring
in approximately 20% of reproductive age women, whereas
uterine cervical myoma is rare and constitutes 5% of all
myomas (3). Cervical myomas are classified as type 8 according
to the International Federation of Gynecology and Obstetrics
classification, arising from the muscular structure of the
cervix instead of the uterine corpus. These can grow into both
the parametrium and vagina (4). Myometrial prevalence in
pregnancy usually ranges from 0.1% to 3.9%, butin some studies
is reported as high as 10.7% (5, 6). Although leiomyomas can
cause awidevariety of symptoms, they are mostly asymptomatic.
Symptoms depend on the location, size and number of
leiomyomas (7). Uterine leiomyoma is associated with preterm
delivery, stillbirth and ectopic pregnancy. If a leiomyoma is close
to the placental region, the incidence of pregnancy-related
complications increases. Complications include bleeding, pain,
premature labour and postpartum haemorrhage. Small fibroids
in pregnancy do not usually cause symptoms, and there is no
need for surgery. However, successful myomectomy procedures
during pregnancy have been reported (8).

In this case report, we report the use of cerclage in a pregnant woman

with a large cervical myoma and discuss the current literature.
2. Case report

A 25-year-old woman was admitted to our clinic with a history
of inguinal and abdominal pain in the 21 week of her first
pregnancy. The patient permitted her medical data and images
to be used if needed. She had experienced pain and brown
vaginal spotting for two days. She had no systemic disease or
history of surgery but was previously known to have a cervical
myoma. Transvaginal ultrasonography detected a large cervical
myoma approximately 10 x 11 cm in size (Figure 1). Fetal

measurements were consistent with a 21-week pregnancy on
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obstetric ultrasonography. Fetal movements and cardiac activity
were positive. The amniotic fluid was normal. The cervical canal
length could not be clearly evaluated due to the cervical myoma.
On vaginal examination, the cervix was 3 cm dilated and 50-60%
effaced. Biochemical and urinalysis tests were within normal
limits. No fetal anomaly was detected on ultrasonography, and
it was decided to perform an emergency cervical cerclage. The
major problem was the large myoma in the cervical canal. A
McDonald cerclage technique was performed; the cervix was
sutured with a mersilene type cerclage suture at the 4-7-12
positions. Prophylactic antibiotherapy was initiated, tocolysis
was administered, and the patient was hydrated. At about 33
weeks gestation, the patient started the early stages of labour,
and because the birth canal was closed by the cervical myoma,
caesarean section was performed, with the safe birth of a 2250
g baby. The myoma was not removed due to its location and the

risk of bleeding during the caesarean section.

Figure 1. Ultrasonographic image of a 10 x 11 cm myoma in the cervix.

Although the procedure was complicated due to the large
cervical myoma in this patient who had developed cervical

insufficiency, the McDonald cerclage procedure was successful.
3. Discussion

Reviewing the literature, cerclage procedures for the treatment
of cervical insufficiency have varying success rates. A shortened
cervix is a strong indicator of preterm delivery in women
with singleton and twin pregnancies; the shorter the cervical
length, the higher the risk of spontaneous preterm delivery was
reported (9). In a systematic review, the perinatal results after
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cerclage were more successful in women who did not have a
previous history (10). When cerclage results were evaluated,
there was an 86% success rate with elective cerclage in 2662
patients in 22 studies (11). In a study conducted by Owen et
al. (12), approximately one-third of pregnant women gave birth
before 35 weeks gestation, and fewer surgical complications
were observed. As Karl and Katz (13) stated that it was vital to
place the sutures as high as possible and tight into the cervical
stroma. In the presence of a cervical myoma, it becomes
challenging to perform the procedure. Tilting the operating
table head down and inflating the bladder with 600 mL of saline

via a Foley catheter can facilitate the procedure.

the risk of

spontaneous abortion. In a study by Buttram and Reiter (7) the

Uterine leiomyoma significantly increases
rate of abortion was 41% in uterine leiomyoma patients, and this
rate decreased to 19% after myomectomy. Uterine leiomyomas
tend to grow in pregnancy, display involution in the third
month postpartum, and usually return to their pre-pregnancy
dimensions (14). Leiomyomas can cause an obstruction and a
dysfunctional birth process, leading to presentation anomalies.
Postpartum severe bleeding may be seen with submucous
leiomyomas, and a hysterectomy may be necessary for control
of the haemorrhage. It is crucial to keep in mind that adhesions
can cause infertility. Therefore, myomectomy should be
performed in selected cases such as spontaneous abortions
and premature births if this is considered a cause of infertility
(15). In our patient, myomectomy was not performed due to
the risk for the patient before pregnancy. However, successful

myomectomy operations in pregnancy have been reported (8).

Differences in outcome may be due to inaccurate assessment
of the gestational weeks, the selected cerclage technique,
timing of the procedure and infection of the amniotic cavity
(16, 17). Despite the difficulty of this procedure, cerclage was
successfully performed in this 21 weeks pregnant woman at
high risk of preterm delivery.
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Yazim Kurallari

Amag/Aim

“Tiirk Kadin Saghgi ve Neonatoloji Dergisi — Turkish Journal of Women’s Health and Neonatology” Saglik Bilimleri
Universitesi, Etlik Zibeyde Hanim Kadin Hastaliklari Egitim ve Arastirma Hastanesi’nin siireli bilimsel yayin organi olup,
ingilizce/Tiirkge yayin kabul eden hakemli, acik erisimli, ulusal bir dergidir ve yilda dért sayi olarak yayimlanir. Kadin
dogum ve neonatoloji disiplinleri ile ilgili olabilecek ve tip glindemini belirleyen glincel konulari iceren yiiksek kalitede
bilimsel makaleler yayimlamak 6ncelikli hedefimizdir.

Kapsam/Scope
Baska bir yerde yayinlanmamis, orijinal, glincel konulari iceren tiim calismalar dergi kapsaminda degerlendirilir.

Prospektif/retrospektif klinik-cerrahi ve laboratuvar calismalari, olgu sunumlari, davet lGizerine yazilan derleme, editére
mektuplar, kisa raporlar, cerrahi teknik yazilari dergide degerlendirilir.

Bilimsel Sorumluluk

Tip dergilerine gonderilecek makalelerin standart gereksinmeleri ile ilgili bilgiler bilimsel yayincilik standartlari agisindan
Uluslararasi Tibbi Dergi Editorler Kurulu (ICMJE), www.icmje.org internet adresinde bulunabilir.

1. Gonderilecek makalelerde arastirma ve yayin etigine uyulmasi zorunludur. Yazilarin tim bilimsel sorumlulugu
yazar(lar)a aittir.

2. Makalelerin daha 6nce hicbir yerde yayinlanmamis ve/veya yayinlanmak tzere degerlendirme siirecinde olmamasi
gereklidir. Sorumlu yazar bu ibareyi editdre sunum sayfasinda belirtmelidir.

3. Makalenin degerlendirme sirecinin baslamasi igin, tim yazarlar tarafindan imzalanmis Telif Hakki Devir Formu
gonderilmelidir. Yazar siralamasi icin Telif Hakki Devir Formu’ndaki imza sirasi dikkate alinir.

4. Sorumlu yazar, tiim yazarlar adina makalenin son halinin sorumlulugunu tasir.
Etik Sorumluluk

1. “insan” dgesini iceren tiim calismalarda Helsinki Deklerasyonu Prensipleri'ne (https://www.wma.net/what-we-do/
medical-ethics/declaration-of-helsinki/) uygunluk aranir. Bu tip calismalarda yazarlar, gerec ve yontem boéliminde,
¢alismayi bu prensiplere uygun yaptiklarini, etik kurul onaylarinin bulundugunu ve ¢alismaya katilmis insanlardan
“bilgilendirilmis olur formu” (informed consent) aldiklarini paylagsmalidirlar.

2. Deney hayvani calismalarinda yazarlar gereg ve yontem bolimiinde Guide for the Care and Use of Laboratory Animals
(https://grants.nih.gov/grants/olaw/guide-for-the-care-and-use-of-laboratory-animals.pdf) prensipleri dogrultusunda
hayvan haklarini koruduklarini ve etik kurul onaylarinin bulundugunu belirtmelidirler.

3. Etik kurul onayi gereg ve yontem bolimiinde kurul adi, onay tarih ve sayisi bilgileri paylasilarak belirtilmelidir.

4. Olgu sunumlarinda hastalardan kendileriyle ilgili bilgi, belge ve resimlerin isim belirtilmeksizin paylasilacagina dair
“bilgilendirilmis olur” (informed consent) alinmahdir.

5.Yazarlareditére sunum bilgisinde calismada her hangibir kurum, kurulusile ticariiliskilerinin olmadigini belirtmelidirler.
Calismada ticari baglanti veya maddi destek veren kurum mevcut ise kullanilan ticari trin, ilag, firma vb. ile nasil bir
iliskisinin oldugunu (konsiltan, diger antlasmalar) belirtmelidirler. Yazarlar ¢alisma ile iliskili olarak kisisel ve finansal
tim iliskilerin bildirilmesinden sorumludurlar. Cikar ¢atismasi olmadigina dair beyan mutlaka belirtilmelidir.

6. Makalelerin bilimsel ve etik kurallara uygunlugu yazarlarin sorumlulugunda olup, editor dergide yayinlanan yazilar
icin herhangi bir sorumluluk kabul etmez.

Dergi Yazim Kurallari

Yazarlara Bilgi ve On-line makale génderimi: Tim yazismalar ve yazi génderimleri DergiPark izerinden yapilmaldir. Yazi
gonderimi icin detayli bilgi DergiPark Gzerinden verilen internet adresinden edinilebilir. Yazilar sorumlu yazar tarafindan
e-posta araciliglyla DergiPark’ta yer alan linke girilip kayit olunduktan sonra génderilmelidir. Gonderilen her yazi icin
Ozel bir numara verilecek ve yazinin alindig1 e-posta yolu ile teyid edilecektir.

Derginin yayin dili Tiirkge ve ingilizce olup calismalar Tiirkge veya ingilizce olarak génderilebilir. Dergide yayimlanmak
Uzere prospektif/retrospektif, klinik ve laboratuvar ¢alismalari, olgu sunumlari, davet lzerine yazilan derleme, editére
mektup, kisa raporlar ve cerrahi teknik yazilar degerlendirilir. Tiirkge génderilen ¢alismalarda ayrica ingilizce Baslik,
Abstract, Keywords; ingilizce olanlarda ise Tiirkce Baslk, Oz, Anahtar Kelimeler bulunmalidir. ingilizce makaleler dergiye
gonderilmeden 6nce profesyonel bir dil uzmani tarafindan kontrol edilmelidir. Tiirkge yazilarda yazim dilinde Turk Dil
Kurumu S6zIik ve Yazim Kilavuzu esas alinarak diizgtin-duru bir Tarkge kullanimi 6nemlidir.

Klinik ve laboratuvar arastirma yazilari giris, gere¢ ve yontem, bulgular, tartisma, kaynaklar, tablolar, resimler ve
altyazilari seklinde siralanacak sekilde diizenlenerek génderilmelidir. Oz sayfasindan sonraki sayfalar giris sayfasindan
itibaren numaralandirilmalidir. On sayfada yazinin bashig, kisa baslig), yazar adlari (iinvan belirtmeksizin), yazi kategorisi
(arastirma yazisi, olgu sunumu, derleme, editére mektup, teknik yazi, kisa rapor) makalenin gonderildigi kurumun acik



adi, siraslyla yazarlarin Gnvanlarinin Gst baslikla belirtildigi agiklamalari, yazisma yapilacak yazarin bilgileri (iletisim
adresi, telefon, elektronik posta bilgileri), kelime sayisi verilmelidir. Yazinin daha 6nce herhangi bir toplantida sunumu
gerceklestirildiyse, toplantinin adi, tarihi ve yeri ayrica belirtilmelidir.

C’)z;TUrk(;eveingilizceolarakenf@zla 250kelimesinirinagore diizenlemeyapilarakgdnderilmelidir. Blitiin makaIesekiIIerindeTUrkge
ve Ingilizce 6z gonderilmelidir. Oz, arastirma makalelerinde amag, gereg ve yontem, bulgular, sonug seklinde diizenlenmelidir. Oz
olgu sunumlarinda olgu sunumunu 6zetleyecek sekilde, sunulma nedenini ve olguyu agiklayici sekilde yazilmalidir.

Tiirkce ve ingilizce dzetlerin hemen ardindan hem Tiirkce hem ingilizce Index Medicus (http://www.nIm.nih.gov/mesh/
MBrowser.html) “Medical Subject Headings”e uygun en az 3 anahtar kelime verilmelidir.

Olgu sunumu: Giris, olgu sunumu, tartisma basliklari altinda olgu sunumlari hazirlanmalidir.

Yazilar Microsoft Word programi ile ¢ift satir aralikli ve 12 punto olarak, her sayfanin iki yaninda ve alt ve Ust kisminda
25 mm bosluk birakilarak yazilmalidir. Yazi stili Times New Roman olmalidir. “System International” (SI) birimler
kullaniimahdir. Sekil, tablo ve grafikler metin icinde refere edilmelidir. Kisaltmalar, kelimenin ilk gectigi yerde parantez
icinde verilmelidir, sonrasinda kisaltma seklinde aciklamasi olmaksizin kullanilmalidir. Tirkge’de ondalik sayilarda virgdl
kullanilmali (45,5), ingilizce yazilarda nokta (45.5) kullaniimalidir. Derleme 4000, orijinal ¢alisma 2500, olgu sunumu
1200, editére mektup (Oz ve Abstract icermemelidir ve kaynak sayisi 10'u gegmemelidir) 500 kelimeyi gegmemelidir.
Metinde gecen anatomik olusum, hastalik ve sendrom isimleri 6zel isim degillerse, Turkce okunuslariile yazilmalidir.

Maddi destek & Cikar iliskisi: Yazarlar editore sunum bilgisinde galismada herhangi bir kurum, kurulus ile ticari
iliskilerinin olmadigini belirtmelidirler. Calismada ticari baglanti veya maddi destek veren kurum mevcut ise kullanilan
ticari Grln, ilag, firma vb. ile nasil bir iliskisinin oldugunu (konsiiltan, diger antlagsmalar) belirtmelidirler. Yazarlar ¢alisma
ile iliskili olarak kisisel ve finansal tim iliskilerin bildirilmesinden sorumludurlar. Cikar ¢atismasi olmadigina dair beyan
editére sunum bilgisinde ve makale sonunda “Calismayr maddi olarak destekleyen kisi/kurulus yoktur ve yazarlarin
herhangi bir ¢ikar dayali iliskisi yoktur” seklinde mutlaka belirtilmelidir.

Kaynaklar

Kaynak gosterirken en yeni ve glincel yayinlar tercih edilmelidir. Yararlanilan kaynaklar yazidaki kullanim sirasina gore
numaralandirilmali, numaralari ciimle sonunda, nokta isaretinden 6nce parantez iginde yazilmahdir. Tim kaynaklarda,
yazar sayisl alti ve altinda ise tiim yazarlarin isimleri yazilmali, yazar sayisi altidan fazla ise, ilk Ui¢ yazarin ismi yazildiktan
sonra Ingilizce makalelerde ‘et al’, Tirkce makalelerde ‘ve ark’ eklenmelidir. Kaynaklar derleme ve 6zgiin makalede en
fazla 30, olgu sunumlarinda en fazla 10 olmalidir. Dergi isimleri Index Medicus ve Ulakbim/Tirk Tip Dizini’nde belirtildigi
sekilde kisaltilmalidir. Kaynaklar listesi yazinin sonunda ayri bir sayfaya yazilmalidir. Kaynaklarin dogrulugundan yazarlar
sorumludur. Farkh yayin tirleri igin kaynak gosterme bigimleri asagidaki 6rneklerde gosterilmistir.

Dergiden yapilan alinti: Yazar(lar)in soyadlari ve ad(lar)inin bas harf(ler)i, makale ismi, dergi ismi, yil, cilt, sayi ve sayfa
numarasi belirtilmelidir.

Schiroli C, Carugati M, Zanini F et al. Exogenous reinfection of tuberculosis in a low-burden area. Infection 2015;
43:647-653.

Kitaplardan yapilan alinti: Yazar(lar)in soyad(lar)i ve ad(lar)inin bas harf(ler)i, kitabin adi, kaginci baski oldugu, basim
yeri, basimevi, basim yili belirtilmelidir.

Kleinman CS, Seri I. Hemodynamics and Cardiology. Neonatology Questions and Controversies. 2 nd ED. Philadelphia,
PA Elservier, 2008.

Kitap Boliimii:

Bolum yazar(lar)inin soyad(lar)i ve ad(lar)inin bas harfi, bolim bashgi, editoriin(lerin) soyad(lar)i ve ad(lar)inin bas
harfi, kitabin ismi, kaginci baski oldugu, basim yeri, yayinevi, baski yili, bélimin ilk ve son sayfa numarasi belirtilmelidir.
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