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Author Guidelines

Ethical issues: In cases where approval of the ethical board is needed, a document showing the approval of the board
should also be sent by e —mail. When researching on human or animal subjects, compliance with international and national
ethical guidelines, and approval of ethical boards are essential. That the research complies with the above mentioned ethical
requirements is under the responsibility of the author.

Reseach on human subjects: The journal accepts the compatibility principle, for research articles involving human
components, to the conditions articulated in “Helsinki Declaration”, “Guidelines For Good Clinical Practices”, “Guidelines For
Good Laboratory Practices”, and to the Regulations of the Turkish Ministry of Health. When research is conducted on human
subjects, a letter of permission from the Ethical Board For Clinical Research must be obtained and submitted to the journal.
The author must also mention in “Methods and tools” section of the article that a letter of approval from the Ethical Board
and “informed consent” signed by subjects participating the research have been obtained . The article shall not be published
unless a copy of the approval from the ethical board is submitted to the journal.

In case reports, "informed consent " from the patient or in case of need, from his/her legal representative, must be taken
disregarding the disclosure of patient's identity, and this should be noted in the article under the title of “case report”. The
document showing the informed consent of the patient or his/her legal representative must be sent to the journal .

In case of research on animals, it is mandatory that the approval from the Ethical Board For Laboratory Animals be obtained
and a copy of the document be sent to the journal. It should be mentioned in the tools and method section of the article that all
the animals were treated in humane way in compliance with the Guide for the Care and Use of Laboratory Animals,
(www.nap.edu/catalog/5140.html) and that also the approval report from the Ethical Board For Laboratory Animals has been
obtained. Precautions and measures that have been taken to avoid any kind of pain and discomfort during experiments should
be clearly explained. The article shall not be published unless an approval report from the Ethical Board has been submitted
to the journal.

Conflict of interest:

If there is any conflict of interest related to the article, it must be declared by the author(s). In case of any kind of direct or
indirect commercial ties (employment, direct payment, having stocks,company consulting, setting patent licences, service
payment etc.) or if there is a sponsoring institution, authors should declare that they have no relationship with the products or
medicine that are being used; or if any relationship exists, this should be explained in the report page to the editér, and also be
mentioned in the article in the “Conflict of interest” section that takes place before references.

Contributions of authorship
In multi-authored articles, contributions of co-author(s) to the research (idea generation, study design, experimental
applications , statistics , writing the article, etc. ) should be explained under signature and sent to the editor (within the scope of
the copyright transfer form). Contribution information must be declared before the references section of the article.
Financial support
If there is any financial support, grant, editorial (statistical analysis, English-Turkish evaluation) and/or technical assistance
received for the research they should be clearly noted before the references.
Authors must also declare the roles of the sponsors (if any), in the following areas: (1) study design , (2) data collection,
analysis and interpretation of results , (3) writing process of the report, (4 ) decision process for submission.
Copyright
Following the acceptance of the manuscript for publication by the journal, its final version is sent to the corresponding author(s)
for approval. If the final version is approved by the author(s) a signed copyright transfer form will be sent electronically .
Manuscripts must be submitted by clicking the "Submit your manuscript" link at www.tjfmpc.gen.tr/
Text Format
1) Manuscripts should be written in Microsoft Word (MS Word) document format, in Times New Roman, 10 font, single-
spaced, and each line must be assigned numbers.
2) Prepared within the framework of the features mentioned above, (item 1), it is recommended that the number of
pages do not exceed 6 for research articles, 10 for review articles, 2 for letters to the editor, 3 for short reports, 4 for
case reports .

3) Turkish Dictionary by Turkish Language Association (TDK) or http://tdkterim.gov.tr/bts/ link must be used as points of
reference for manuscripts in Turkish.

All abbreviations/ acronyms should be provided in brackets right after the first occurrence of the related word, and abbreviated
forms should be used throughout the text. For internationally recognized abbreviations/acronyms the following resource may be
used: Scientific Style and Format: The CBE Manuel for Authors, Editors, and Publishers, 6th ed. New York: Cambridge
University Press, 1994.
Manuscripts should include the following sections:
1.Abstracts in Turkish and English, not exceeding 300 words and having Introduction, Method, Findings and Results
sections in research articles. No such structuring is required for other types.
2.Key words between 2-5, should be provided both in Turkish and English. Turkce Bilimsel Terimler (TBT) link at
www.bilimterimleri.com should be addressed for keywords in Turkish.
For key words in English Medical Subject Headings (MeSH) link must be referred to at www.nIm.nih.gov/mesh/MBrowser.html.
Sub Headings
Research papers should be structured in the form of Introduction, Method, Results/Findings , Discussion, Conclusions,
Acknowledgements, References and Figures, Pictures and Tables.




Case reports should be structured in the following way: Introduction, Case , Discussion, Conclusions , References, Figures,
Pictures and Tables.

Review articles, short reports and letters to the editor may contain titles and subtitles, designated by author (s) and
followed by References, Figures, and Tables sections.

It is recommended that the number of charts, pictures, tables and graphs do not exceed 5 for research and review articles, and
2 for others. Charts, pictures, tables and graphs in the article should be numbered according to the order processing .
Abbreviations used in figures, tables and graphs should be defined underneath each . Written permission must be obtained for
previously published figures, pictures, tables and graphs, and this permission should be stated during the description of
figures, pictures, tables and graphs. All charts, pictures, tables and graphs must be placed at appropriate areas in the
manuscript submitted. They should be also provided in separate pages following References section.

Additionally, pictures / photos should be submitted to the system in separate jpg or .gif files ( 500x400 pixel size of about 8 cm.
width, and scanning resolution being 300) .

References

Total number of references are recommended not to exceed 25 in research articles, 50 in review articles , 10 in letters to the
editor, brief reports and case reports. References should be written in the order of appearance in the text , and symbols for
references, should be placed at the end of the sentence immediately after punctuation marks in the form of superscript.

if the number of authors in the article is 6 or less, they should all be listed; if 7 or more, the first six names should be written
and " et al ", should be added in English article or “vd "for Turkish. DOI is the only acceptable on-line reference in on-line
publications;

Examples for References ( please note the punctuation marks ) :
1.Articles:
References must include respectively, last name of the author(s), first letter of their first names, title of the article (only
the first letter of the first word is capitalized), name of the journal, (use the shorter form if it appears in Index Medicus,
otherwise full name), year, month (if applicable),volume, number and pages .

Gold D, Bowden R, Sixbey J, Riggs R, Katon WJ, Ashley R, et al. Chronic fatigue. A prospective clinical and virologic
study. JAMA 1990;264:48-53.

Ozcan S, Bozhiyilk A. Saghgin gelistirilmesi ve aile hekimlerinin rolii. Turkish Journal of Family Medicine &Primary
Care 2013 Sep;7(3):46-51.D0I:10.5455/tjfmpc.42859

Glauser TA. Integrating clinical trial data into clinical practice. Neurology 2002;58(12 Suppl 7):6-12.

2.Books:
Last name(s) of the author(s), first letters of their first names, title of the section, name(s) of the editor(s), title of the book,
edition number, place of publication, publisher’'s name, year of publication and page numbers.

Books published in a foreign language

Curren W. Youth and health. In: Neinstein LS, editor. Adolescent Health Care a Practical Guide. 4th ed.
Philedelphia:Lippincoatt Williams&Wilkins; 2002. p.1417-31.

Books in Turkish:

Akturan U, El'en A. Fenomenoloji. Sahinoglu AH, Tirker B, Akturan U, edittrler. Nitel Arastirma Yoéntemleri. 1. Baski. Ankara:
Seckin Yayincilik; 2008. p.83-98.

When author and editor are the same person: Last name of the author(s)/editor(s), first letter of their first names, title of the
section, title of the book, edition number, place of publication, publisher’'s name, year of publication and the page numbers.

Helmann GC. Cultural aspect of stress and suffering. In: Culture, Health and lliness. 5th ed. Florida: CRC Press Taylor
&Francis Group; 2007. p.288-99.

Translated books:
Carr RJ. idrar inkontinansi. Kut A, Eminsoy MG, cev.editorleri.(trans. Eds.) Current Aile Hekimligi Tani ve Tedavi. 3. baski.
Ankara: Gunes Tip Kitabevleri; 2014.p.461-71.

3.Publications in conference proceedings
Kurdak H. Bedenimiz, neredeyiz, neler yapabiliriz? Mungan NO, editér. Kadinda periyodik saghk muayeneleri. 1. Kadin
Hekimlik ve Kadin Saghgi Sempozyumu Kitabi; 10 Mayis 2013; Adana, Turkiye. Adana: Ergin Yayinevi; 2013. p. 52-5.

4 Dissertations
Yilmaz EE. Adana il merkezindeki lise 6grencilerinin beslenme ve fiziksel aktivite aliskanliklarinin degerlendirilmesi. Uzmanlik
tezi. Cukurova Universitesi Tip Fakiiltesi, Aile Hekimligi Anabilim Dali, 2013.



Yazarlara Bilgi

Yayin Politikasi

Saglik ve birinci basamagin gelismesine ve anlasiimasina katki veren yeni bilgiler iceren yazilara dergimiz agiktir. Bu
yazilar orijinal makale, olgu sunumu, derleme, editére mektup, kisa rapor vb. olabilir.

Basvuru icin ilk sart yazinin baska yerde degerlendirmede olmamasi, bagka yerde basilmamis olmasidir. Yazinin
baska bir yerde yayinlanmadigi ya da yayinlanmak tzere degerlendirmede olmadigi, herhangi bir ¢ikar ¢akismasi igcinde olunup
olunmadigi ile ilgili bilgileri iceren bagvuru mektubu degerlendirilmesi istenen yazi ile birlikte elektronik olarak génderilmelidir.

Etik konular: Etik kurul onayl gereken yazilar gonderilirken ilgili onay belgesi de elektronik olarak génderilmelidir.
insanlarda veya hayvanlarda gerceklestirilen arastirmalarda ulusal ve uluslar arasi etik kilavuzlara uyum ve ilgili etik kurullardan
izin esastir. Makalelerin etik kurallara uygunlugu yazarlarin sorumlulugundadir.

insanlar tizerinde yapilan aragtirmalar: Dergi, "Insan" égesinin icinde bulundugu tiim calismalarda "Helsinki Bildirgesi",
"lyi Klinik Uygulamalar Kilavuzu" ve "lyi Laboratuvar Uygulamalari Kilavuzu"nda belirtilen esaslara ve T.C. Saglik Bakanhgi'nin
ilgili yonetmeliklerine uygunluk ilkesini kabul eder. Insanlar (izerinde yapilan arastirmalarda, "Klinik Arastirmalar Etik
Kurul"undan izin alinmasi ve ilgili belgenin dergiye goénderilmesi zorunludur. Yazarlar, makalenin YONTEM bélimiinde ilgili etik
kuruldan ve ¢alismaya katilmis insanlardan imzal "Bilgilendirilmis gdnillu olur" (informed consent) belgesini aldiklarini belirtmek
zorundadir. Etik Kurul onayinin bir kopyasinin dergiye génderilm emesi durumunda yazi yayinlanmayacaktir.

Olgu sunumlarinda hastanin kimliginin ortaya ¢ikmasina bakilmaksizin hastalardan veya geregi durumunda yasal
temsilcisinden "Bilgilendirilmis gonulli olur” (informed consent) belgesi alinmali ve makalenin olgu sunumu baglig! altinda yazili
olarak ifade edilmelidir. Hastadan veya yasal temsilcisinden alinan "Bilgilendirilmi g gonulli olur " belgesi dergiye
yollanmahdir.

Hayvanlar Uzerinde yapilan arastirmalarda, "Deney Hayvanlari Etik Kurul'undan izin alinmasi ve ilgili belgenin bir
kopyasinin dergiye gonderilmesi zorunludur. Arastirmanin YONTEM bélimiinde, deneysel calismalarda tiim hayvanlarin
"Laboratuar Hayvanlarinin Bakim ve Kullanimi Kilavuzu"na (Guide for the Care and Use of Laboratory Animals,
www.nap.edu/catalog/5140.html) uygun olarak insancil bir muameleye tabi tutuldugu ve Deney Hayvanlari Etik Kurul onay
raporu alindigi belirtiimelidir. Hayvanlar Uzerinde yapilan ¢alismalarda agri, aci ve rahatsizlik veriimemesi igin neler yapildigi
aclk bir sekilde belirtiimelidir. Etik Kurul onayinin bir kopyasinin dergiye godnderilm emesi durumunda yazi
yayinlanmayacaktir.

Cikar cati smalari: Yazarlar, makaleleriyle ilgili cikar ¢atismalarini (varsa) bildirmelidirler. Eger makalede dolayl veya
dolaysiz ticari baglanti (istihdam edilme, dogrudan ddemeler, hisse senedine sahip olma, firma danismanhgi, patent lisans
ayarlamalari, veya hizmet bedeli gibi) veya calisma i¢cin maddi destek veren kurum mevcut ise yazarlar; kullanilan ticari Uriin,
ilag, firma v.b ile ticari higbir iligkisinin olmadigini ve varsa nasil bir iligkisinin oldugunu, editére basvuru mektubunda ve ayrica
makalede kaynaklar bélumunden dnce "Cikar ¢catismasi” baslig altinda bildirmek zorundadir.

Maddi destek: Arastirma icin alinmis finansal destek ve bagis varsa agikga makalenin kaynaklar béluminden dnce
bildirilmek zorundadir. Ayrica yazarlar asagida belirtlen alanlarda, varsa calismaya sponsorluk edenlerin rollerini beyan
etmelidirler: (1) Calismanin tasarimi, (2) Veri toplanmasi, analizi ve sonuglarin yorumlanmasi, (3) Raporun yazilmasi, (4) Yayin
icin gonderilmesine karar verilmesi.

Yayin hakki: Yazi yayina kabul edildikten sonra son haline onay verilmesi igin iletisim yazarina gdnderilir. Kabulu
halinde yazarlarca imzalanan yayin hakki devir formu elektronik olarak gonderilir. Cok yazarli makalelerde yazarlarin
arastirmaya katkilar (fikir olusturma, ¢alisma tasarimi, deneysel uygulamalar, istatistik, makalenin yazimi, v.b) agiklanmali ve
imzal olarak editére (yayin hakki devir formu kapsami icinde) sunulmalidir. Yayin hakki devir formu tffmpc@gmail.com e mail
adresine gonderilmelidir.

Yazilar, www.tjffmpc.gen.tr/ adresindeki, "Submit your manuscript" linki tiklanarak génderilmelidir.

Yazi hazirlama kurallari:
1) Yazilar, Microsoft Word programi ile hazirlanmali, metin "Times New Roman" karakteri ile 10 puntoda ve tek satir
aralikl olarak yazilmalidir. Satir numarasi verilmelidir.
2) Haazirlanan yazilarin bir Ust paragrafta belirtilen dzellikler ¢cercevesinde, arastirma makaleleri igin 6, derleme yazilari igin
10, editére mektup icin 2, kisa raporlar i¢in 3, olgu sunumlari igin 4 sayfayr ge¢gmemesi 6nerilir.
3) Tirkce yazilarda, Tirk Dil Kurumu'nun Tirkce s6zIigi veya http://tdkterim.gov.tr/bts/ adresi esas alinmalidir.
4) Metin iginde gegen kisaltmalar, kelimenin ilk gectigi yerde parantez icinde verilmeli ve tim metin boyunca o kisaltma
kullaniimalidir. Uluslararasi kullanilan kisaltmalar igin "Bilimsel Yazim Kurallar" (Scientific Style and Format: The CBE

Manuel for Authors, Editors, and Publishers, 6th ed. New York: Cambridge University Press, 1994 ) kaynagina

basvurulabilir.

Bir yazi su bélumlerden olu smalidir:

1) Baslik; 12 kelimeyi asmamalidir

2) Turkge ve Iingilizce 6zet; aragtirma yazilari igin girig, yéntem, bulgular, sonug seklinde yapilandirnimig, diger

yazilar i¢in bélumsiz olmali, 300 kelimeyi asmamalidir.

3) Anahtar kelimeler 2-5 arasi, Tiirkge ve ingilizce olmalidir. Tiirkge anahtar kelimeler Tiirkiye Bilim Terimleri

(TBT)'ne (Kaynak igin www.bilimterimleri.com adresine bagvurulmalidir) ve ingilizce anahtar kelimeler "Medical
Subject Headings"e (Kaynak icin www.nlm.nih.gov/mesh/MBrowser.html adresine basvurulmalidir.) uygun olarak
verilmelidir.

4)  Konu ile ilgili baglklar

a) Arastirma yazilari: Girig, yontem, bulgular, tartisma, sonug, tesekkur, kaynaklar, sekil, resim ve tablolar
seklinde yapilandiriimalidir.

b) Olgu sunumlari: Girig, olgu, tartisma, sonug, kaynaklar, sekil ve tablolar seklinde yapilandiriimalidir.

c) Derleme, kisa rapor, editdre mektup: Yazar(lar) tarafindan belirlenen baslik ve alt bagliklar icerebilir.
Kaynaklar, sekil ve tablolar siralamasi ile tamamlanir.

d) Sekil, resim ve tablolarin arastirma ve derleme yazilari igin 5, digerleri icin 2'yi gegmemesi Onerilir. Sekil, resim
ve tablolara makalede islenis sirasina uygun olarak numara verilmelidir. Kullanilan kisaltmalar sekil, tablo ve




grafik altinda aciklanmaldir. Daha 6nce basilmis sekil, resim, tablo ve grafik kullaniimis ise, yazil izin
alinmalidir ve bu izin aciklama olarak, sekil, resim ve tablo aciklamasinda belirtiimelidir. Tum sekil, resim ve
tablolar, metin icinde gegis sirasina gore, ilgili yerlere yerlestiriimis olarak metinle birlikte gdnderilmelidir.
Resim/fotograflar ayrica, ayri birer .jpg veya .gif dosyasi olarak (pixel boyutu yaklagik 500x400, 8 cm. eninde
ve 300 ¢ozunurlikte taranarak) sisteme eklenmelidir.

e) Kaynaklarin arastirma makaleleri icin 25, derleme yazilari i¢in 50, editére mektup, kisa rapor, olgu sunumlari
icin 10’dan fazla olmamasi 6nerilir. Kaynaklar, makalede gelis sirasina gore yazilmali ve metinde cimle
sonunda noktalama isaretlerinden hemen sonra "Ust Simge" olarak belirtimelidir. Kaynak olarak gdsterilen
makalede bulunan yazar sayisi 6 veya daha az ise tim yazarlar belirtiimeli, 7 veya daha fazla ise ilk 6 isim
yazilip "ve ark”, ingilizce makalelerde "et al" eklenmelidir. Sadece on-line yayinlar icin; DOI tek kabul edilebilir
on-line referanstir.

Kaynaklarin yazimi icin drnekler (Noktalama i  saretlerine lutfen dikkat ediniz):
1. Makale: Yazar(lar)in Coyad(lar)i ve iCim(ler)inin basharf(ler)i, makale ismi (sadece ilk harf blylk digerleri kiguk), dergi
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Letter to the Editor / Editore Mektup

Cigarette, A Child!

Sigara, Bir Evlat!

Onur Oztiirk™*

OZET

Yalnizlik, kisiyi ¢6ziim yollar1 aramaya iter. Sigara, maalesef i¢icilere soruldugunda yalnizlikla basa ¢ikma yollarindan biri
olarak goriilmektedir. Cocugu olmayan yasl bir hastamiz sigarayr kendi evladi yerine koymaktadir. Bu ylizden sigaray1
birakmay1 heniiz disiinmemektedir. Direngli vakalarda dnce sigara bagimliliginin etyolojisi saptanmali, sonra psikoterapi
destegi saglanmalidir.

Anahtar kelimeler: Evlat, sigara kullanma, yalnzlik

ABSTRACT

Loneliness pushes the person to seek solutions. When smokers are asked, unfortunately cigarette smoking is regarded as a
way to cope with loneliness. An elderly male patient without children regarded cigarette as his own child. Therefore, he
could not even think of quitting smoking. In resisting cases, firstly the etiology of smoking addiction should be determined,
then psychotherapeutic support should be provided.

Key words: Child, cigarette smoking, loneliness
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Dear Editor,

Loneliness is defined as an undesired and
unpleasant experience, which is mostly evaded and
accompanied with anxiety, anger, sadness and the
feeling of being different from other people.* This
experience causes people to look for an escape from
the feeling of isolation from life and to react.? The
person may find the escape in various ways and
cigarette smoking is one of them. Several studies
have reported a significant correlation between
cigarette smoking and loneliness.** It should be
kept in mind that this relationship could also be
vice versa.” The use of smoking for self-medication
is especially emphasized in the literature.

A 76-year-old male patient applied to our
family health center and requested painkillers and
vitamin medication in December 2016. The patient,
a retired worker and married for 58 years, had no
children. That was his first application to the clinic
for the last two years. In his medical history, the
patient said that his general health status is quite
good and he rarely goes to the hospital. Because of
the intense cigarette smoke odor, he was
immediately inquired about whether he smokes or
not. The patient said that he smokes since he was
siz years old (for 70 years). He initially smoked a
few cigarettes/day when he was young. He
increased to three boxes/year during his military
duty. Then, he continued to smoke 2-3 boxes/day
and now he smokes 10-12 cigarettes/day since the
last one year. He was rolling his own cigarettes. He
said ‘I can not speak everything with my wife. I am
feeling very lonely. | regard cigarette as my child. I
am seeking refuge in cigarette when | feel alone. |
do not want to quit smoking. | do not believe | can
quit’.

In detailed medical history, he did not
mention any complaints except for occasional
indigestion and knee pain. He was neither
diagnosed with a chronic disease nor using a long-
term medication. His wife was a 74-year-old
healthy non-smoker.  His family history was
noncontributory. The score of the Fagerstrom
nicotine dependence test (FNDT) of the patient was
determined as 8/10. Besides, University of
California, Los Angeles Loneliness Scale (UCLA-
LS) score was 57/80.

The FNDT and UCLA-LS scores of the
patient were high. These test scores showed that the
patient feels lonely and has a high level of smoking
addiction, which confirmed the medical history.
The relationship between loneliness and smoking in
certain cohorts who often feel lonely has been
studied in the literature. As loneliness increased,
smoking was observed to increase.® Mayda et al.
observed that the reason for starting smoking was

loneliness in 20.6% of college students and students
living alone were smoking more cigarettes.’
Moreover, Seyfikli et al. showed that the reasons
for starting smoking were associated with
loneliness in 17.6% of housewives.® In another
study conducted on Indian workers laboring in
Arabia, it was observed that loneliness is an
important risk factor for cigarette smoking among
these immigrant workers.”  Similarly, a study
conducted on adolescents living in orphanage
showed that the prevalence of smoking reached
almost 50%, while feeling of loneliness was higher
in smoking adolescents compared to non-smokers.*°
Chou and Chi showed that the feeling of loneliness
is significantly high in elderly people without
children.*

It was asserted by smokers that cigarette
confronts loneliness by several mechanisms.
Having a role as a pharmaceutical agent* and being
a socialising tool*® are the most stated ones among
these mechanisms. To regard the cigarette as a
replacement for a child may intensify the addiction
and therefore may cause resistance to smoking
cessation. In such cases, firstly the etiology of
smoking addiction should be determined, then
psychotherapeutic support should be provided.
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Birth Control Plans and Affecting Factors Among Women

In Western Nigeria
Bat1 Nijerya’da Kadinlarda Dogum Kontrolii Planlar1 ve Etkileyen Faktorler

Nafisat Oladayo Akintayo-Usman', Olusola John Fatunmbi?, Saheed Opeyemi Usman®", Oluwakemi Edet-Utan®,
Aminat Oluwadamilola Oluberu®, Chidiebere Azubuike Omeonu®, Abdulfatah Ibrahim’, Florence Ayeni8

OZET

Giris: Dogum kontrolii, ¢iftlerin, sahip olmay1 planladiklari ¢ocuklarin hangi yillar arasinda dogmasini planladiklar1 bir
uygulamadir. Herhangi bir dogum kontrol plani uygulamayan kisilerin uygulamaya erisimlerinin yetersiz olabilecegi ya da
kullanmada engellerle karsi karsiya kaldiklar1 yaygin olarak bildirilmektedir. Dolayisiyla bu ¢alisma, Nijerya’daki iireme
¢aginda bulunan kadinlarin dogum kontrol planlarini ve gocuklarin dogumu arasinda birakilan zamani incelemek, dogum
kontrolii uygulamalarini ve bilgilerini etkileyen degerleri ve normlari belirlemek ve dogum kontrolii uygulamalarini
gelistirmelerine yardimei olabilecek gerekli Onerilerin olusturulabilmesi igin yiiriitiilmiistiir. Yontem: Kesitsel tipteki bu
caligma, Bat1 Nijerya’da pilot bir anketin kullanilmastyla gergeklestirildi. Hedef kitle bu bolgede iireme ¢aginda bulunan
kadinlard1. Yamtlar degerlendirmek icin cok asamali 6rneklem ydntemi kullanildi. Istatistiksel olarak anlamlilik ki-kare testi
ile gerceklestirildi. Sonug¢lar: Caligsmaya 1219 katilimer katildi ve ortalama yas = SD (32.37 £ 8.95) idi. Dogum kontroliinde
secilen yontem icin temel neden giivenirlilikti, ana bilgi kaynagi devlet hastanelerinde ¢alisan saglik personeli idi, en sik
kullanilan yontem erkek kondomu (prezervatif) iken en yaygin bilinen yan etkisi ise yogun menstriiel kanamaydi. Tartiyma:
Gostergeler; egitim durumunun, din faktoriiniin ve ekonomik durumun dogum kontrolii yontemi segimlerini etkiledigini
gostermektedir; bu nedenle, modern dogum kontrol yontemleri ile bunun 6nemi, segenekleri ve yararlari konusunda toplumu
aydinlatacak daha fazla program ve en dnemlisi dini liderleri de igeren kampanyalara gereksinim bulunmaktadir ki bilgi akigi
hizlanip modern dogum kontrol yontemleri kullanimi gelisip yayginlasabilsin.

Anahtar kelimeler: dogum kontrolii, kadinlar, Nijerya, uygulama
ABSTRACT

Background: Birth control is a practice by which couples space the number of years between children they plan to have. It is
widely reported that people who do not use any birth control plan may lack access or face barriers to using it. This study is
therefore carried out to determine the birth control plans and child spacing, obtain the values and norms that influence the
knowledge and practice of contraception, among women of reproductive ages in Western Nigeria with a view to making
necessary recommendations that would help improve contraception practices. Methods: This cross-sectional study was
carried out in Western Nigeria using a pilot-tested questionnaire. The target population was women of reproductive age
group in this district. A multi-stage sampling technique was used to select the respondent. Statistical test of significance was
performed with Chi-Square test. Results: A total of 1219 consenting respondents participated in the study with a mean age +
SD of 32.37 + 8.95 years. The main reason given for choice of contraception was reliability, main source of information is
through government-owned hospital health personnel, male condom is the most widely used current method while heavy
menstrual period is the commonly known side effect. Conclusion: Indications show that educational status, religious factor
and economic status influence contraception choices, there is therefore need for more campaign and public enlightenment
programs on modern contraception methods, importance, choices and benefits, crucially including the religious leaders, in
order to fast track, the information spread and further improve the use of modern contraceptive methods.

Keywords: Birth control, women, Nigeria, practice
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INTRODUCTION

Birth control, a method or device used to prevent
pregnancy, is a practice by which a couple space
the number of years between each child they want
to give birth to. According to the free
encyclopaedia, it is used to implement plans
including sexuality education, prevention and
management of sexually transmitted infections, pre-
conception counselling and management of
infertility." People who do not use any birth control
plan may lack access or face barriers to using it.”
The barriers include cultural factors, lack of
awareness, religious beliefs, economic reasons,
partners’ non-acceptance, fear of side effects or
risks.® Nigeria in particular has one of the highest
fertility rates in the world, promoted mainly by low
utilization of modern contraceptive methods, with
high fertility translations into high population,
raising various challenges for economic growth and
developments in the country.* A very common birth
control method in Nigeria, as reported in a research
on sexual practices and reproductive health, is
condom with 77.9% of formal sector workers in
one of the south western Nigerian states, reported to
have ever used condom.’> The outcome of a 2011
study on contraceptive practices showed that most
of the responders were in the age of 35years and
above, with 42.3% engaged in trading 50.7%
having a secondary school highest education level,
48.5% defining contraception as prevention of
unwanted pregnancy, 89.5% not having any idea of
contraceptives side effects and 52.6% having their
main source of information to be through health
personnel.® A research on contraception among
women of reproductive ages published in 2012
reported 8.8% of respondents currently  use
condom as their contraceptive method, while 3.1%
use injections, 3.0% use IUD, 3.0% use pill and
0.1% use female condom.” A 2014 study outcome
on awareness and attitude of family planning
among rural women showed that 50.5% of the
respondents were within age 30-39years, 30.9%
having senior secondary school certificate
educational qualification, 37.0% being petty
traders, 56.0% reported religious beliefs as reasons
for lack of adoption of family planning while
44.0% reported lack of knowledge as reasons.® The
authors of a 2014 published research work on
family planning services utilization reported that
49% of the respondents have their highest level of
education to be secondary school certificate, 94%
have heard about family planning services, 70%
reported religious norms as constraints to the use of
family planning practices while 60% and 65%
reported fear of side effect and husband decision as
constraint respectively.” This study is therefore
carried out to determine the birth control plans and
child spacing, obtain the values and norms that
influence the knowledge and practice of

contraception, among women of reproductive ages
in Western Nigeria with a view to making
necessary recommendations that would help
improve contraception practices. The research
hypothesis for this research include testing whether
economic status, educational status and religion
have no significant influence on the choice of
contraception

MATERIALS AND METHODS

This cross-sectional study was carried out across
Ikenne, Sagamu, Abeokuta North & South Local
Government Areas (LGAs) in Ogun State,
Olorunda, Osogho, Ifelodun, Ede North & South
LGAs in Osun State and LGAs within lbadan
metropolis in Oyo State of Nigeria. The target
population was women of reproductive age group
in these districts. In each of the South-Western
state, the estimated population of women of
reproductive age is more than ten thousand. Using
Leslie Fischer’s formula for population >10,000 via
an online sample size calculator, a minimum
sample size was obtained.'® **? With a 3% margin
of error or degree of precision and a 95%
confidence level, in a targeted population size of
>10000, the minimum of 1068, but in order to have
increased representativeness and make up for non-
response, a total of 1219 pre-tested questionnaires
were administered.

A multi-stage sampling technique was
used to select the respondent from selected local
government area in each of the three senatorial
districts in each of the states. In stage 1 from a
sampling frame of the entire number of local
government areas in each senatorial districts of
each state, one-third number of LGAs was selected
using simple random sampling method. In stage 2, a
list of areas in each of the selected LGA’s was
randomly made. In stage 3, houses in the areas were
randomly selected. The final stage involved in the
selection of consenting women of reproductive age
group within the ages 15-55 years. The
questionnaires were then administered on the
women. Scoring of outcome variables with correct
answers was done. All data were statistically
analysed, using statistical package for the social
sciences (SPSS) for Windows version 20 software
(SPSS Inc, Chicago, IL, USA). Frequency counts
were generated for all variables and statistical test
of significance was performed with Chi-Square test.
Significance was accepted p<0.05 and highly
significance is p<0.01

RESULTS
A total of 1219 consenting respondents participated

in the study. Most of the respondents are in the age
range of 26 — 35 years, 575 (47.2%), with a mean
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age £ SD of 32.37 + 8.95 years. Most of the
respondents are married, 1046 (85.8%), Christians,
705 (57.8%) and had diploma certificate, 412
(33.8%) while trading/business is the major

vocation, 313 (25.7%)

#150,001 — #200,000
#200,001 — #300,000
#Greater than 300,000

Unknown monthly income

22 (1.8)
21 (1.7)
26 (2.1)
306 (25.1)

Table 1. Socio-demographic data of respondents

Age Group (years) Frequency (%)
Less than 20 127 (10.3)
20-25 186 (15.3)
2635 575 (47.2)
36-45 252 (20.7)
46 - 55 79 (6.5)
Marital Status

Single 95 (7.8)
Married 1046 (85.8)
Separated 23(1.9)
Divorced 17 (1.4)
Widowed 22 (1.8)
Status not revealed 16 (1,3)
Religion

Christianity 705 (57.8)
Islam 497 (40.8)
Religion not revealed 17 (1.4)
Level of education

No formal education 30 (2.5)
Primary 79 (6.5)
Secondary 177 (14.5)
Diploma 412 (33.8)
Degree 392 (32.2)
Masters 54 (4.4)
Doctoral 24 (2.0)
Education level not revealed 51 (4.2)
Occupation

Farming 13(1.9)
Artisan 148 (12.1)
Trading/Business 313 (25.7)
Public Servant 153 (12.6)
Private Sector Worker 146 (12.0)
Self Employed 107 (8.8)
Teaching 207 (17.0)
Unemployed 47 (3.9)
Occupation not stated 85 (7.0)
Monthly Income (Naira)

Less than #5,000 127 (10.4)
#5,000 — #18,000 207 (17.0)
#18,001 — #30,000 177 (14.5)
#30,001 — #50,000 135 (11.1)
#50,001 — #80,000 68 (5.6)
#80,001 — #100,000 77 (6.3)
#100,001 — #150,000 53 (4.3)
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Table 2. Family planning information,
Table 3. Current family planning methods knowledge and practice
Current  family  planning | Frequency (%) Variables
Frequenc
methods Main source of information about family g)/o) Y
Injectable 111 (9.1) planning
Male condom 307 (25.2) Private hospital health personnel 232 (19.0)
Female condom 25(2.1) Mosque 22(L8)
. . Government-owned health personnel 513 (42.1)
Intrauterine Device (IUD) 92 (7.5) . -

) Not-for-profit organization 32(2.6)
Pill 68 (5.6) Church 14 (1.1)
Withdrawal 56 (4.6) Printed media (poster, handbill) 31(25)
Diaphragm 5(0.4) Electronic media (radio, television) 90 (7.4)
Not currently using family | 555 (45.5) Information not given 285 (23.5)
planning Main reason for choice of family planning method

No reason 503 (41.3)
Affordability 125 (10.3)
among the respondents, with #5,000 — #18,000 Availability 127 (10.4)
being the most common monthly income earned. Effectiveness 111 (9.1)
. . ) Reliabili 192 (15.8
In table 2, the main source of information _e'a iy ) (158)
was mainly through health personnel in the L'm_e orno s_'de e_ffem 68 (56)
government-owned  hospitals, 513  (42.1%). No information given 93 (7.6)
Majority of the respondents, 322 (26.4%) do not Main reason for not using any family planning method
har:/_(le idea of oany side zﬁectdof tt;)e contrace_pl)ltion Side effects 92 (75)
while 75 (6.2 A)_) reported con om urst or spillage Desire for more children 60 (4.9)
as a common side effect of using condom. A vast o
majority, 646 (53.0%) of the respondents reported Husband’s disapproval 54 (4.4)
that both the husband and wife together on the No reason 200 (16.4)
choice of contraception. The main reason given for Information not given 149 (12.2)
choice of contraception was reliability, 127 (10.4%) Respondents on family planning 664 (54.5)
respondents coincidentally. Most of the Suration offarv oianm
respondents have three children, 274 (22.5%), with uration of family planning use (years)
the space in between children mostly reported as 1-3 268 (21.9)
two years interval for 441 (36.2%) respondents. 4-6 132 (10.8)
_ ) 7-10 103 (8.5)
Table 3 shows the various contraceptl_on More than 10 58 (4.9)
methods currently used by the respondents, with ; ) . 038
male condom reported as the most widely used 307 Information not given 103 85)
(25.2%). Not on family planning 555 (45.5)
Table 4 shows responses of the women regarding Family planning method decider
their knowledge and practice of contraception using Both 646 (53.0)
a Likert scale, with strongly agree or strongly .

. . . Wife 114 (9.4)
disagree being the most appropriate responses.

Husband 131 (10.7)
DISCUSSION No information 328 (26.9)

) Known side effects

The outcome of thls_ study has shown that most of None 322 264)
the respondents are in the range of 26 to 35 years, Weidht gai 150 (12.3
33.8% of them have diploma certificate with 25.7% efg gain (123)
major vocation being trading or business. These Weight loss 78(6.4)
outcomes are very similar to the outcome of the Heavy menstrual period 156 (12.8)
2011 Study Wh|Ch showed that most of the |rregu|ar menstrual period 96 (79)
re;pondents were in _the age of 35ye_3ars gnd above, Condom burst or spillage 75 (6.2)
with 42.3% engaged in trading but differ in terms of Secondar infertilt 55 (45
the highest educational level with 50.7% of the econcary intertiiity (45)

No information 287 (23.5)
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respondents having a secondary school certificate.®
Also, it is

similar to another report that showed 50.5% of the
respondents were within age 30-39years and 37.0%
of them being petty traders. It however varies in
terms of highest educational level where they
reported 30.9% had senior secondary school
certificate educational qualification and another that
revealed highest level of education to be secondary
school certificate.®® More than half of the
respondents reported their monthly income to be
less than or around fifty thousand naira, which is
equivalent to about two hundred and fifty dollars.
This shows that low income definitely will have an
impact on the choice of contraception, with most
people likely to choose the cheap and affordable
methods, which has been demonstrated in this
research outcome.

Some 83.1% of the respondents believe that
contraception prevents unwanted pregnancy, which
differs from the outcome of a 2011 study that
reported 48.5% of the respondents defined
contraception as prevention of unwanted
pregnancy. © The main source of birth control
information is through health personnel in
government-owned hospitals, 513 (42.1%). This is
similar to another research outcome that showed
that 52.6% of the respondents had their main source
of information to be through health personnel. °
This is very impressive as it shows that the health
care facilities are alive to their duties and

responsibilities in sensitizing the entire populace in
this regard. A good proportion of the respondents
gave hushand disapproval, side effects & desire for
more children as major reason for not using any
contraceptive method, this is expected as decisions
on matters like this are taken based on experiences
following usage of particular method and dependent
on the family head. Contraception awareness in the
respondents is generally high among the
respondents with a vast majority aware of at least a
method of family planning though the most
commonly known are male condom, injectable and
pills. This is similar to the outcome of a previous
research work including the study that reported
very common birth control method among formal
sector workers in south western Nigeria reported to
have used condom . This is probably due to the
on-going enlightenment programme in various
quarters regarding contraception in our society but
it still appears some methods are more popular with
the citizenry than others, as only a few of the
respondents have knowledge about methods such as
implants and diaphragm possibly due to more
expensive nature of these methods as compared to
the common ones or probably because they are not
readily available. The conservative attitude typical
of Africans may be the reason why some of the
women felt contraception methods encourage
promiscuity.

Table 4. Family planning knowledge and practice

Variables Frequency (%)
Strongly Agree Neither agree nor | Disagree Strongly No

Agree disagree Disagree response
Family planning prevents unwanted 478 (39.2) 535 (43.9) 76 (6.2) 54 (4.4) 9(0.7) 67 (5.5)
pregnancy
Family planning is ineffective 54 (4.4) 143 (11.7) 210 (17.2) 490 (40.2) 220 (18.0) 102 (8.4)
Family planning is against my religious 56 (4.6) 100 (8.2) 86 (7.1) 534 368 (30.2) 75 (6.2)
beliefs (43.8)
Family is against my cultural beliefs 62 (5.1) 98 (8.0) 85 (7.0) 584 (47.9) 337 (27.6) 53 (4.4)
Family planning prevents sexually 182 (14.9) 289 (23.7) 169 (13.9) 307 (25.2) 193 (15.8) 79 (6.5)
transmitted diseases
Family planning limits family size 454 (37.2) 494 (40.5) | 105 (8.6) 63(5.2) 36 (3.0) 67 (5.5)
Family planning helps in child spacing 479 (39.3) 458 (37.6) 108 (8.9) 47 (3.9) 16 (1.3) 111 (9.1)
Family planning methods encourage 113 (9.3) 201 (16.5) 289 (23.7) 313 (25.7) 186 (15.3) 117 (9.6)
promiscuity
Family planning methods reduce 57 (4.7) 189 (15.5) 258 (21.2) 239 (19.6) 378 (31.0) 98 (8.0)
sexual pleasure
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It was also found that 25.2% of the
respondents are currently using male condom, 2.1%
use female condom, 7.5% use intrauterine device
(IUD), 9.1% use injectable and 5.6% currently
using pill. This is slightly in agreement with a
research outcome published in 2012 that reported
8.8% of respondents currently use condom as their
contraceptive method, while 3.1% use injections,
3.0% use 1UD, 3.0% use pill and 0.1% use female
condom.” This is probably due to the fact that these
methods are readily available, enjoy better
advertisement and cheaper. Most of the respondents
were favourably disposed towards contraception
with nearly three quarters of the women having a
positive attitude towards.

The rejection of the first hypothesis on
economic status influence on choice of family
planning, shows that the most common
contraception choice is determined mainly by their
affordability, availability and accessibility. The
rejection of the second hypothesis on educational
status influence on choice of contraception shows
that educational status determines their attitudes
toward the choice of contraception. For instance,
ignorance or inadequate knowledge may make
some persons not even aware of some available
methods let alone the benefits. The rejection of the
third hypothesis on religious factor influence on
choice of family planning shows that family
planning is crucially part of the two major religions
in the country, thus, influencing couple’s child
spacing and contraception.

CONCLUSION

The use of modern birth control methods especially
short-term hormonal and less effective physical
barrier methods, were found to be more common
among women of child bearing age, with
indications that educational status, religious factor
and economic status influence family planning and
choices made, there is therefore need for more
campaign and public enlightenment programs on
modern birth control plans, choices and
benefits,crucially including the religious leaders, in
order to fast track the information spread and
further improve the use of modern birth control
plans.
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Investigation of the Effect of Level of Family Needs
Coverage that Nursing Care Given to Family with
Disabled Children

Engelli Cocuklarin  Ailesine Verilen Hemsirellk Bakiminin Aile
Gereksinimini Karsilama Diizeyine Etkisinin Incelenmesi

Elif Bilsin*", Ziimriit Basbakkal*
OZET

Amag: Bu arastirma, engelli gocuklarin ailesine verilen hemsirelik bakiminin aile gereksinimini karsilama diizeyine etkisini
incelemek amaciyla yapilmistir. Yontem: Yari deneysel olarak planlanmistir. Arastirmanin evrenini Ocak-Nisan 2012
tarihleri arasinda Gaziantep ilinde bulunan Sosyal Hizmet ve Rehabilitasyon Merkezinin evde bakim hizmetine kayitli 0-18
yas arasindaki engelli ¢ocuklar ve aileleri olusturmustur. Arastirmanin 6rneklemini ise basit rastgele drnekleme yontemiyle
secilen 30 zihinsel/fiziksel/isitme/gorme engelli ¢ocuk ve aileleri olusturmustur. Caligmada ailelerin gereksinimlerini
belirlemek ve belirlenen gereksinimlere gore hemsirelik girisimleri planlamak, uygulamak ve degerlendirmek igin her aileye
ziyaretler arasinda en az bir ay siire birakilarak, en az ii¢ kez ev ziyaretleri yapilmigtir. Arastirmada "Cocuk Tanitim Formu",
"Aile Tanitim Formu", "Aile Gereksinimlerini Belirleme Araci (AGBA)" ve "Hasta Cocuk Tanilama Formu" kullanilmistir.
Bulgular: Hemsirelik bakimi 6ncesi ailelerin AGBA toplam puan ortalamasi 64.1349.79 iken hemsirelik bakimi sonrasi
51.23+7.27 oldugu saptanmistir. Sonu¢: Bu sonuclar, engelli ¢ocuklar ve ailelerine ev ziyaretleri ile verilen hemsirelik
bakiminin ailelerin gereksinimlerini azaltmada etkili oldugunu gostermektedir.

Anahtar kelimeler: Engelli ¢ocuklar, hemsirelik bakimy, aile gereksinimi
ABSTRACT

Objective: The purposes of this study are to evaluate disabled children and their parents in an integrated manner, to
determine the needs and to examine the effect of nursing care services on meeting the family needs. Method: The study was
planned as quasi-experimental. The target population of the study consisted of disabled children between 0 and 18 years of
age and their parents who have been registered to the homecare service provided by the Child and Youth Center Directorate
in Gaziantep during January to April 2012. The sample group of the study consists of 30 mentally/physically/hearing/visually
disabled children who were selected by the simple random sampling method. At least three home visits were made to each
family during the study in order to determine the needs of the family and to determine the nursing needs related with these
needs, to plan the approaches, apply and evaluate them with at least one month between each visit. Child Description Form,
Caregiver and Family Description Form, Family Needs Assessment Tool (FNAT) and Child Diagnosis Form were used
during the study. Results: The FNAT total mean score of family was found to be 64.13 + 9.79 before nursing care and
51.2347.27 after nursing care. Conclusion: These results demonstrate the effect of nursing care with home visit in reducing
the needs of families with disabled children.

Keywords: Children with disability, nursing care, family needs
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INTRODUCTION

According to the World Health Survey and the
Global Burden of Disease data; it is estimated that
15.6-19.4% of the world’s population are disabled.
Due to to these estimates, in 2010, given that the
world’s population is 6.9 billion, 5.04 billion of
whom are over 15 years of age, number of disabled
people over 15 years of age is changing between
785 to 975 million. 6.9 billion with 5.04 billion 15
years and over and 1.86 billion under 15 years with
disability.

Having a disabled child has significant effects
on family life. Studies concluded that disability in a
child has significant adverse effects on family life,
including parents and siblings* and causes various
negative effects on the mental health of parents.®*

In addition to the emotional problems the
family must confront, families with disabled
children have also various needs in other
dimensions including economic, knowledge, care,
medical, social life and homecare due to the intense
parenting responsibilities.>”

Published descriptive studies of parents of
disabled children have generally focused on their
sense of self, depression levels, styles of coping
with stress, perceived social support levels and
intra-familial harmony, family load, homecare need
as well as the difficulties faced.>*'? However,
nursing care is only mentioned in a few studies
even though its important role in health care.
Families of disabled children need support from
outside the family as well as expert advice because
of the needs of the disabled child such as care,
treatment, education and acquisition of various
social skills. The homecare service provided for
disabled children can enable family members to
spend more quality time with each other, thus
decreasing or eliminating the physical, emotional
and social problems that the children or parents
might face.® In this regard, nurses who work with
disabled children and their families both at the
hospitals and at social health centers have important
roles regarding care given to both the family and
the child. It is important to determine the family
needs and to plan and execute the nursing services
accordingly so that nursing services can be further
developed in family-centered homecare services.

Objective

The objectives of this study are to evaluate disabled
children and their parents in an integrated manner,
to determine their needs and to examine the effect
of nursing care services on meeting the family’s
need.

The study addressed the following research
questions:

Research Question 1: Does nursing care given to
families with disabled children reduce their family
needs?

Research Question 2: Is there a difference
between the mean scores of Family Needs
Assessment Tool (FNAT) and its subscales before
and after nursing care?

Methods

Design

The study was planned as quasi-experimental.
Sample and Characteristics

The target population of the study consisted of
disabled children between 0 and 18 years of age,
and their parents who have been registered to
homecare service provided by the Child and Youth
Center Directorate (CYCD) in Gaziantep during
January to April 2012. The sample group of the
study consists of 30 mentally / physically / hearing
and/or visually disabled children who were selected
by a simple random sampling method. According to
power analysis, FNAT needs to have a sample size
of 16 (¢=0.05, 1-$=0.80) in order to show 10 points
difference between before and after measurements

Inclusion Criteria

- Physically, mentally, hearing and/or visually
disabled children between 0 and 18 years of age,

- Families who agree to participate in the study,

- Families who have been registered with homecare
service provided by CYCD in Gaziantep,

- Parents not having mental, hearing and/or visual
disabilities,

The sociodemographic distribution of the
families determined that the mean age of the
mothers was 35.80+7.90 years. Of mothers, 6.7%
are secondary school graduates where as 53.3% of
the fathers are primary school graduates. In all
families, mother is primarly responsible from the
care of the disabled child. Consequently, none of
the mothers work outside the home in any of the
cases studied where as 78.6% of the fathers are
employed. Of families, 83.3% have social security;
for 53.3% the income is equal to the expenses.
Almost half (43.3%) of the parents have 4 or more
children.

Among disabled children, 30% are between
the ages of 4 and 6 years; 30% are between the ages
of 7 and 12 vyears; 53.3% are male; 80% are
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mentally unstable and also have a physical
disability; 93.3% do not have a disabled sibling;
and 80% have never attended school.

Procedure

Approvals were received from the Ethics
Committee and Ministry of Family and Social
Policies. The permission for using scale is obtained
via e-mail form the author who carried out the
validity and reliability study.

Intervention

A face to-face interview method was used by the
researcher with the participant families after the
required explanations about data acquisition forms
used in the study. The health report of the child was
used to obtain the necessary information included
in the Child Description Form. Information for the
Sick Child Diagnosis Form was obtained from the
mother and via pediatric physical examination.

The researcher who made the home visits had
a graduate bachelor's degree and was in the process
of completing a Master’s Degree in Child Health
and Disease Nursing. In addition, the researcher
had a four-month experience in child nursing and
was a child health and disease research assistant for
two years. The researcher attended lessons on a
developmental approach to disabled children and
their parents for a semester during the Master’s
education; she completed her apprenticeship at the
Children’s Hospital Neurology Clinic where
families with disabled children are monitored. The
care needs of disabled children and their families is
presented in a lesson content.

The data acquisition tool for the children was
completed in about five minutes, for the family in
about five minutes and FNAT in about 15 minutes;
the information listed in the data acquisition tool
was acquired in about 30 minutes for children who
were ill.

A meeting at CYCD was carried out during
January 1-20, 2012 to present information about the
study to the parents, to receive written and verbal
consents and to enable them to meet with the
researcher following the determination of the
addresses of the disabled children registered in the
home care service of CYCD. All home visits were
made by a single researcher. Home addresses and
phone numbers of families who agreed to
participate in the study were recorded. The day of
the home visit was determined via phone call before
every home visit. At least three home visits were
made for each family during the study to determine
the needs of the family and to determine the nursing
needs related to these needs, to plan and apply the

approach, and to evaluate the family needs, with at
least one month between each visit.

The Child Description, Family Description
Form, FNAT and Child Diagnosis Form were filled
during the first visit. Nursing diagnoses were made
based on the acquired data, proper nursing
interventions were planned and applied, and the
family was trained. Nursing diagnoses made by
NANDA according to the data acquired from the
Sick Child Diagnosis Form and appropriate nursing
interventions were planned and carried out during
home visits. A nursing care plan was made for each
family (n = 30) during the home visits.

During the second visit, an evaluation was
carried out via a nursing procedure to determine
whether the mother has been able to carry out the
required care interventions in accordance with the
training (oral care, body care, nutrition, medical
care, rehabilitation, disabled rights, for instance).
Nursing interventions were evaluated during the
last visit, and the family was reassessed by using
the FNAT.

Several families did not want to carry out
some nursing interventions due to their resistance to
change the situation of their children, assuming the
child won't recover from disability or that the
recommendations will increase the care burden of
the mother. For these reasons, some nursing
interventions have been evaluated as negative.

First home visits were made between January
23 and February 9, 2012, the second home visits
were made between February 28 and March 9, 2012
and the third home visits were made between
March 29 and April 15, 2012.

Tools and Materials

The Child Description Form, Caregiver and Family
Description Form, FNAT and Child Diagnosis
Form were used during the study.

Child Description Form

The Child Description Form was prepared by the
investigators according to relevant literature. The
description form consists of various questions
including the age, gender, number of siblings,
current health status of the child. There were also
questions to determine whether or not the child is
going to the rehabilitation center, and if so, then
what is the frequency and duration of attendence
per week. Their educational levels as well as the
factors that caused their disability were also asked.
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Caregiver and Family Description Form

The Caregiver and Family Description Form was
prepared by the investigators in line with
literature.>>™ The description form consists of the
socio-demographic data of the family as well as
their coping status, health problems that are
observed in the caregiver resulting from the child
care burden, the most needed applications during
care giving as well as what those applications are.

Family Needs Assessment Tool-FNAT

The FNAT was developed by Bailey and
Simeonsson (1988); the validity and reliability
works of the FNAT were carried out by Sucuoglu
(1995) and consists of two sections:

Section I: In this section, there are 35 items in six
subgroups to enable parents to become aware of
their needs. The first group includes seven items for
the information needs of parents, the second group
has eight items for support needs, the third group
has five items under the heading of helping to
explain the child’s condition to others, the fourth
group has five items on community services, the
fifth group has six items related to financial needs
of the family and the sixth group has four items for
needs related to general family functioning. Each
item included in this section is answered as 1
(definitely no), 2 (not sure) and 3 (definitely yes).
The total scale score is obtained by summing the
scores from each item. The total scale score has a
minimum 35 and a maximum 105 points.

Section I1: There is an open-ended question in this
section expressed as ‘“Please list the five most
essential needs of your family”. This question aims
at identifying more specific needs of families that
are not included in Section I.

The reliability of the data obtained through
this tool was explored by Bailey and Simeonsson
(1988) using the test-retest method, and the
correlation of the scores obtained at the end of these
two assessments was found to be r = 0.67 for
mothers and r = 0.81 for fathers. Sucuoglu (1995),
at the end of his factor analysis study carried out
with data obtained from 44 mothers and 45 fathers
who had mentally retarded and autistic children,
found that the Cronbach alpha internal consistency
coefficient of the tool was 0.90. The adapted
Turkish version of the FNAT has been used
previously in Turkey with families of children with
a hearing disability.

Sick Child Description Form

Various nursing case histories and family
evaluation forms were examined to create a

comprehensive database for the child and the
family. The diagnosis form includes questions
about introductory information, the birth story of
the child, sickness status, dependency level for
daily living activities, feeding, excretion, sleep,
game-activity status, physical evaluation (height,
weight, and other relevant information) as well as
findings related to the life of the child and the
family. In addition to this information, there are
also questions that evaluate the physical
examination data that covers all of the child’s body
structures, as well as questions for the evaluation of
the psychomotor, psychosocial, cognitive and
psychosexual development and communicative
ability of the child. Nursing diagnoses were made
by using International North American Nursing
Diagnosis Association (NANDA) criteria and the
data acquired from the Sick Child Diagnosis Form.
After the diagnosis  appropriate  nursing
interventions were planned and carried out.

Statistical Analysis

Sociodemographic characteristics of the family and
children, disability-related  characteristics  of
children, their care and nursing diagnosis were
evaluated in percentages and frequencies. The
Kruskall Wallis and the Mann Whitney U tests
were used to determine the relationship between
FNAT and FNAT subscale scores before and after
nursing care, according to the sociodemographic
characteristics of the family and child. Pearson
correlation analysis was used to determine the
relationship between FNAT and FNAT subscales
scores before and after nursing care according to
the mother’s time spent in daily child care and the
mean age of the mothers. One sample t-test used to
evaluate mean scores of FNAT and FNAT
subscales before and after nursing care. A paired
sample t test compare mean scores of FNAT and
FNAT subscales before and after nursing care.

RESULTS

When the families asked whether or not they knew
that their child will have a disability beforehand,
93.3% stated that they have did not expect a
disabled child. On the other hand, all participants
expressed that they could cope with the disability.
In 40% of the families, fathers also participated in
disabled child’s care in addition to mothers. More
than one-third (36.7%) of the mothers experience
lumbago and lumbar hernia resulting from the
difficulty of taking care of a disabled child. Almost
all mothers (96.7%) stated that they have anxiety
about the future. Our results showed that mothers
need help in many dimentions. Of mother in our
study, 86.7% needed help for toilet care, 83.3% for
cleaning and washing, 70% for treatment costs,
70% for social life and 66.7% for economic
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Table 1. Distribution of disability children by
their disability-related characteristics
Characteristics related to disability n (%)
Health problems besides disability*

Salivation 14 (46.7)
Constipation 6 (20.0)
Tooth decay 10 (33.3)
Epilepsy 6 (20.0)
Bronchitis-asthma 10 (33.3)
Scoliosis 1(3.3)
Myopia 2 (6.7)
Incontinence 2 (6.7)
Kidney disease 1(3.3)
Phenylketonuria 1(3.3)
The level of mental deficiency (n:25)

Mild 5 (20.0)
Moderate 3(12.0)
Severe 17 (68.0)
Enroliment rehabilitation center

(n:30)

Yes 21 (70.0)
No 9 (30.0)
Frequency of child go to the
rehabilitation center (n:21)

Once a week 14 (66.7)
Twice a week 7(33.3)
The child's diagnosis*

Mental disability 25 (80.0)
Physical disability 25 (80.0)
Hearing disability 3(10.0)
Visual disability 4(13.3)
Chronic diseases (phenylketonuria) 1(3.3)
Reasons of children’s disability

Genetic disorder 12 (40.0)
Birth trauma 7 (23.3)
Asphyxiation at birth 2(6.7)
Child's illness 8 (26.7)
Other reasons 1(3.3)
Using medication (n:30)

Yes 17 (56.7)
No 13 (43.3)

*More than one choice was marked.

concerns. When most frequently filled out
applications by mothers were examined, it was
observed that 93.3% were for cleaning-washing,
90% were for feeding, 86.7% were for care giving.
It was determined that the mean number of hours
that mothers spend for daily child care is 6.40 +
1.94.

The disability status of the child as well as the
distribution for disability in children according to
their disability-related characteristics are shown in
Table 1.

When the total and subscale scores of FNAT
examined according to sociodemographic data, it
was observed that the total mean score of FNAT in
the families with children aged between 4 and 6
years (70.88 = 9.0) was higher when compared with
other age groups. It was determined that the
“Financial Need” subscale score was higher for
families with children between the ages of 0 and 3
years, the “Information Need” subscale score was
higher for families with children between the ages
of 4 and 6 years, and the “Support Need” and
“Explanation to Others Need” subscale scores were
higher in families with children between the ages of
7 and 12 years. A statistically significant difference
was determined between the child age and the
FNAT total score, “Information Need” and
“Support Need” subscale score means (p<0.05). It
was determined that the mean total FNAT scores
and information need of the families with children
aged between 4 and 6 years is greater, whereas the
support need of the families with children aged
between 7 and 12 years is greater.

The FNAT total scale score for families with
girls is 66.5049.58, and for families with boys is
62.06+9.80. In families with girls, FNAT total
score, “Information Need”, “Support Need”,
“Explanation to Others Need”, “Financial Need”
and “Family Functioning Need” scores are higher.
On the other hand “Social Service Need” subscale
score means are higher in families with boys. But
only “Support Need” subscale score differed at a
statistically significant level with respect to gender
(p<0.05). It was determined that families with girls
have a greater need for support.

The mean total FNAT score of families with
low economic status (67.80+5.05) were greater than
the mean total score. There was a statistically
significant difference between the total FNAT and
“Financial Need” subscale scores regarding
economic status of families (p<0.05) indicating the
need for financial support of families with
inadequate economic status is higher.

There were no correlation between the number
of hours that mothers spent for taking care of the
child and the total FNAT scores and the FNAT
subscale scores (p>0.05). A negative and
statistically significant correlation was determined
between the mean age of the mother and the
“Information Need” subscale score (p<0.05),
whereas a highly significant and negative
correlation was also determined with the “Support
Need” subscale score (p<0.001). Information and
support needs of young mothers are higher.

A statistically significant difference was
determined between the FNAT total scores,
“Information Need”, “Support Need”, “Explanation
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Table 2. Families’ mean scores of FNAT and FNAT subscales before and after nursing care

Scales M+£SD T-test P Value
Total FNAT score

Before nursing care 64.13£9.79 15.736 0.001*
After nursing care 51.23+7.27

Need for information

Before nursing care 15.30+2.62 18.073 0.001*
After nursing care 8.06+1.11

Need for support

Before nursing care 18.20+2.67 20.931 0.001*
After nursing care 15.30+£2.23

Help explaining to others

Before nursing care 6.46+2.06 6.546 0.001*
After nursing care 4.70+1.14

Community services

Before nursing care 7.9642.74 2.626 0.014*
After nursing care 7.60+2.44

Financial assistance

Before nursing care 10.73+3.60 1.000 0.326
After nursing care 10.66+3.56

Family functioning

Before nursing care 5.46+2.01 2.664 0.012*
After nursing care 4.90+1.49
*p<0.05

Table 3. Distribution of the nursing diagnoses

Nursing diagnoses* n (%)

Fear 30 (100.0)
Deficient knowledge 28 (93.3)
Feeding, oral, dressing and bathing self-care deficit 23 (76.7)
Imbalanced nutrition: less than body requirements 13 (43.3)
Ineffective respiratory tract cleaning 13 (43.3)
Constipation 12 (40.0)
Readiness for enhanced knowledge 7 (23.3)

Trend risky health behavior 5 (16.7)
Disturbed sleep pattern 5 (16.7)

Delay in growth and development 4(13.3)
Readiness for enhanced relationship 3 (10.0)

Risk for other-directed violence 2 (6.7)
Impaired physical mobility 2 (6.7)
Imbalanced nutrition: more than body requirement 1(3.3)
Interrupted family processes 1(3.3)

Chronic sorrow (mother) 1(3.3)

Risk for aspiration 1(3.3)
Readiness for enhanced fluid balance 1(3.3)

Risk for self-directed violence 1(3.3)

Anxiety 1(3.3)
Caregiver role strain 1(3.3)

*More than one choice was marked.
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to Others Need”, “Social Service Need”, “Family
Functioning Need” before and after nursing
care(p<0.05). It was determined that FNAT total
scores, information, support, explanation to others,
social service and family functioning needs of the
families decrease after nursing care (Table 2).

The needs expressed by the mothers as
answers to open-ended questions were sorted and
examined according to the priority levels. Medical,
psychological ~ support, care, rehabilitation,
education and social life needs are high, especially
prior to nursing care. The priority levels of
knowledge, psychological support and homecare
need decreased.

The nursing diagnoses made according to the
data acquired from the Child and Family
Introduction Form and Sick Child Diagnosis Form
are shown in Table 3. The most frequent diagnoses
are “Fear”, “Deficient Knowledge”, “Feeding”,
“Oral, Dressing and Bathing Self-Care Deficit”,
“Imbalanced  Nutrition: Less Than Body
Requirement”, “Ineffective Respiratory Tract

LR RT3

Cleaning”, “Constipation”.
DISCUSSION

In our study, almost all of the families did not know
in advance, that they would have a disabled child.
All participants stated that they could cope with the
condition of their children. This suggested that
families, most of whose children are above the age
of 4 years, had passed through the denial, anger and
depression stages of bereavement following the
diagnosis of disability, and that they are currently in
the acceptance stage. A study showed that the
negative emotions experienced by the parents when
their children are diagnosed with a disability are
replaced with positive, optimistic and accepting
emotions in time, and that they strive to enhance the
care of their child.?

In our study, the primary caregiver for the
disabled child was the mother in all cases. A study
carried out on physically disabled children found
that 91% of the caregivers are mothers; another
study also showed that in families with mentally
disabled children that this ratio is 80.5%." The
results of our study are concordant with these
studies.

Many studies showed that parents of disabled
children experience psychological®>**® and physical
problems (such as hypertension, fatigue, pain) more
than parents of normal children.’® In our study,
many mothers complain about lumbago and lumbar
hernia as a result of the physical difficulties
involved in taking care of the child. Future anxiety

is also very prevalent among the mothers in our
study.

In our study, mothers were lacking in
knowledge of oral care, feeding, toilet, cleaning-
washing and many other issues involved in caring
for a disabled child. They demanded aid in areas of
education, social support, economic and social life.
Altug Ozsoy et al.* carried out a study on families
with mentally disabled children and found that
45.5% of the families experience difficulties in the
treatment stage of their children, 43.6% experience
disappointment and 54.5% experience continuous
anxiety related to the future. The study carried out
by Kilig'® on the families of physically disabled
children found that, children require help from their
caregivers for the daily activities such as walking,
eating, sitting down and standing up, taking a bath,
wearing clothes and taking clothes off and going to
the restroom. As a result of the study carried out by
Yavuz and Cimen," children with cerebral palsy are
lacking in self care in areas including sleep-resting-
having fun, cleaning, oral care, toilet and eating.
Abelson®® determined that families need help
related with issues such as preparing the food for
the children, giving medications, bathing, oral care,
feeding, putting on diapers, going to toilet, putting
on clothes, protecting the child from danger and
self-injuries inflicted by the children. The results of
our study are in accordance with this literature.

It was determined that problems such as
mental retardation, epilepsy, visual and aural
disabilities, speech disorders, nausea, vomiting,
dysphagia,  chronic  pulmonary  aspiration,
gastroesophageal reflux (GOR), chronic
constipation, eating disorders are physical and
mental  disabilities in  children.®  Whereas
complications such as difficulty with chewing
(dysphagia) and difficulty with swallowing,
aspiration pneumonia, constipation, abdominal
distension,*” epilepsy, difficulty in feeding’® are
seen frequently. It was observed in the study carried
out by Erdoganoglu and Giinel™ on children with
cerebral palsy that problems related to with vision,
speaking and hearing as well as epileptic seizures
were observed in the children. Cokpekin et al.”’
determined that oral care is insufficient in disabled
children. Durduran® determined that 5% of
disabled children have asthma or bronchitis and
7.4% have health problems such as epilepsy. In
concordance with the literature, our study showed
that children with disabilities have additional health
problems such as drooling, caries, bronchitis-
asthma, epilepsy, and constipation as well.

It was determined in our study that 70% of the
disabled children continue going to the
rehabilitation center. Another study showed that
78.1% undergo physical therapy.’® The reason for

Bilsin and Bagbakkal, TIFMPC www.tjfmpc.gen.tr 2017; 11 (1) 16



http://www.tjfmpc.gen.tr/

this high ratio is thought to be related to the fact
that physical therapy and rehabilitation are offered
free of charge to disabled children in our country.

Late or premature births, hypoxia and trauma
due to difficult labor, genetic and chromosomal
disorders, prenatal infections, diseases and
accidents experienced by the mother during
pregnancy, drugs, and toxins are among factors that
cause disabilities in children.?? The children of
families participated in our study have become
disabled because of genetic disorders, diseases,
birth trauma and hypoxia. Thyen et al."* determined
that the most frequent reasons for disability in
children are inflammatory brain injuries, perinatal
brain traumas and genetic malformations.

It was determined that almost half of the
children who participated in the study take
medicine regularly. Yavuz and Cimen' found in
their study that 27.1% of the children take medicine
regularly.

A statistically significant difference was
determined in the total FNAT score, “Information
Need” and “Support Need” subscale scores with
respect to child’s age (p<0.05). Children between
the ages of 4 and 6 and 7 to 12 years comprised the
majority of the study participants. These are
preschool and school age groups. The preschool
period is important for preparing the child for
school attendance. It is thought that means of
“Information Need” and “Support Need” subscale
scores are high because families do not have
enough knowledge as to whether their disabled
child will be able to go to school or not, or to which
school the child should go based on the type of
disability. In the meantime, it is thought that the
mean “Explanation to Others Need” subscale score
is high in 7 to 12 age group in which children start
school, they take a more active social role and start
asking more questions of the family members. The
reason of higher mean “Financial Need” subscale
scores for the families of 0 to 3 year age group
children can be explained by children in this age
group requiring more treatment and rehabilitation.
Moreover, additional financial loads imposed by as
diapers and special infant formula. It was
determined in the study carried out by Akcamete
and Kargin® on children with hearing disability that
the needs of families change according to the age of
the child.

In our study mean “Support Need” subscale
scores differed significantly with respect to child’s
gender. Families with girls need more support
(p<0.05). This is thought to be because families
believe girls with disabilities are more prone to
abuse, and thus their parents tend to feel more
anxious. However, contrary to our study results,

Akcamete and Kargm® determined in their study
that mothers with boys need more support.

A negative correlation was determined
between the age of the mother and “Information
Need” and “Support Need” subscale scores
(p<0.05, p<0.001). This result can be explained by
the fact that young mothers lack knowledge about
child rearing and child care and thus need more
support with these issues.

Visits to the homes of the disabled children
and their families enable monitoring the interaction
between the family members,? evaluation of the
family in general, determination of the behavioral
problems of the child at an early stage, receiving
knowledge about the child’s development, health
and care in their own home; these visits also enable
health officials to provide support to the family thus
making it easier for them to have access to health
services.?

Nursing care carried out with these home
visits enables the required nursing care to be given
to the families based on their specific needs,
determine the problems of individual family
members with the strengths of the child and family
members and to utilize these strengths. It enhances
the communication between the child, family and
team members, while also ensuring the continuity
of care.® It was determined in our study that the
area in which families need the most support prior
to nursing care is “Support Need” followed by
“Information Need”. A statistically significant
difference was determined between the total and
subscale scores of FNAT before and after nursing
care except “Financial Needs” subscale score
(p<0.05). It was determined in the study carried out
by Akgamete and Kargin® that the first need of
mothers is “Information Need”, the second is
“Financial Needs”; another study also determined
that families have economic needs.® Other studies
carried out determined that families need social
services, information,® psychosocial consulting,
care coordination** and home care.®

The information, psychological support and
homecare needs of families decreased after nursing
care. It is thought that the reason for the change in
the priority list of needs is the training given during
home visits by the nurse, as well as the homecare
given.

How might this information affect nursing
practice?

Disabled children need nursing care in every
moment of their lives. Homecare nurses play an
important role in decreasing the load on families
with sick children. Nurses help in the application of
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homecare for the child as well as with the
adaptation of the family to the child’s condition by
establishing a positive communication with the
family. The homecare nurse plans nursing practices
in accordance with the needs of the family and
child, carries them out and evaluates the results
obtained from their interaction with the family.
Nurses provide training and consultancy about the
different fields of knowledge that the family needs
while also providing a family-centered and holistic
care service.”® They establish support groups
consisting of families with similar problems and
help families to cope with stress. They give
information to the families about the sources
regarding practices they can access and put into
practice. These support practices carried out by the
nurse decrease the stress on the family ensure the
continuity of long term care while increasing its
quality.?®

Limitations and Difficulties

The study was conducted with only a small group.
We were unable to choose an equal number of age
groups because the families of children in some age
groups did not accept participation in the study and
did not recognize some disability (such as mental
retardation) among children in the 0 to 3 year age
group. We also had difficulty finding the addresses
of the family during a home visit.

Conclusions

The needs of families decreased at a statistically
significant level following nursing care except the
“Financial Need”. These study results showed that
the nursing care provided for disabled children and
their families via home visits is effective in
reducing the needs of the families. Based on these
findings, it is suggested that:

e The health needs of disabled children and their
families are evaluated at regular intervals and that
the health services required are provided by the
nurses at the homes of the disabled children.

e A free-of-charge homecare system only for
disabled children should be established.

e The established homecare system is provided
by a team of nurses, doctors, dentists, physical
therapists and psychologists who have received the
relevant training on children.

It is suggested that a multidisciplinary health
team including a nurse who can give training on
child care and health requirements to families shoul
be present in institutions provide physical therapy
and rehabilitation services to disabled children.
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The Determination of Epilepsy Prevalance in Adana City
Center and Relationship with Sociodemographical Factors

Adana il Merkezinde Epilepsi Prevalansi ve Sosyodemografik Faktorlerle
Miskisi
Mehmet Balal*', Turgay Demir®, Kezban Aslan', Hacer Bozdemir*

OZET

Amagc: Bu ¢alismada, Adana il merkezinde epilepsi prevalansi, hastalarin demografik verileri ve epilepsi gelisimindeki risk
faktorlerinin belirlenmesi amaglanmigtir. Gere¢ ve yontem: Calisma, toplum temelli kesitsel olarak planlandi ve Adana il
merkezi niifusu iizerinden ‘'orantili tabakali 6rneklem yontemi" kullanilarak hedef niifus 7052 kisi olarak belirlendi.
Toplumun, sosyoekonomik diizeyini yansitacak sekilde rastgele 6rneklem ydntemi ile iic mahalle belirlendi. Hazirlanan
anket formlar1 bir doktor ve iki anketor tarafindan yiiz yiize goriisme yontemi ile dolduruldu. Hedef niifus olan 7052 kisiye
ulagildiginda ¢aligma sonlandirildi. Daha dnceden epilepsi tanisi almig olan veya dykii 6zellikleri ile epilepsi olabilecek olan
grup, hazirlanan diger anket formlarinin doldurularak ileri tetkiklerin yapilmasi i¢in klinigimize davet edildi. Bulgular:
Anket formu doldurulan 7052 kisinin, 3577'si erkek (%50,7), 3475'1 (%49,3) kadindi. Taranan niifus igerisinde 52 kisi
epilepsi olarak tanindi ve aktif epilepsi prevalanst  %0,7 olarak bulundu. Epilepsi tespit edilen grubun 31'1 (%59,6) erkek
21'1 (%40,4) ise kadindi. Sosyoekonomik durumu yiiksek olan mahallede prevalans %0,3 sosyoekonomik durumu orta
diizeyde olan mahallede %0,7 ve sosyoekonomik durumu diisiik olan mahallede ise prevalans %1,4 olarak bulundu.
Sosyoekonomik diizey diistiikce, epilepsi prevalansinda artis saptandi ve bulgular istatiksel olarak anlamli bulundu
(p<0,001). Sonug: Elde ettigimiz veriler, daha 6nce ililkemizde ve diinyada yapilan prevalans ¢alismalarin1 destekler nitelikte
bulunmustur. Sosyoekonomik diizey yiikseldik¢e prevalansta diisme saptanmistir. Bu durum, diisiik sosyoekonomik diizeye
sahip kisilerin yasam kosullar1 nedeniyle prenatal donemde ve ¢ocukluk caglarinda daha az tibbi bakim almalari, ¢alisma
sartlar1 nedeniyle daha ¢ok travmaya maruz kalmalari ile aciklanabilir. Ulkemizde epilepsi prevalansi ile ilgili yapilan
caligmalar arttikca, hastaligin gelisimine katkida bulunan faktdrler daha iyi taninarak toplumda epilepsi farkindaliginin
artacagi kuskusuzdur.

Anahtar kelimeler: Epilepsi, prevalans, Adana

ABSTRACT

Objective: In this study, identification of epilepsy prevalence, epilepsy patients’ demographical data and epilepsy risk
factors in the Adana city centre is aimed. Methods: This is a community-based cross-sectional study, and by using
“proportional stratified sampling method”, target population of 7052 people was identified with considering Adana city
center population. Three districts, reflecting general socioeconomic status, are identified by using random sampling method.
One doctor and two pollisters filled survey forms by face to face interviews. When the target population of 7052 people was
reached, the study was terminated. Pre-diagnosed epilepsy patients and participants who are more likely to be diagnosed with
the epilepsy in the future, because of their history features, are invited to our clinic for further surveys and investigations.
Results: Out of 7052 participants who were face to face interviewed, 3577 of them were male (50,7%) and 3475 were female
(49,3%). 52 of the participants were epilepsy patients and active prevalence of the epilepsy was found as 0,7%. 31 of the 52
patients were male (59,6%), 21 of the 52 patients were female (40,4%). Prevalence of the epilepsy in the high, medium and
low socioeconomic status districts were 0,3%, 0,7% and 1,4% respectively. As the socioeconomic level decreased, the
prevalence of epilepsy increased and the results were statistically significant. (p<0,001) Conclusion: Our findings support the
results of thp reviously conducted prevalence studies in our country and in the world. As socioeconomic status increases,
prevalence of the epilepsy decreases. This result can be explained with worse living conditions, inadequate prenatal and
childhood medical care and more traumatic working conditions of low socioeconomic status people. As the studies related to
the prevalence of epilepsy in our country increase, it is obvious that the factors contributing to the development of the disease
will be better known and the awareness of the epilepsy in our society will increase.

Key words: Epilepsy, prevalence, Adana
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GIiRiS

Epilepsi, en sik goriillen norolojik hastaliklardan
biridir. Tim  diinyada yapilan prevalans
calismalarinda epilepsi sikliginin %4-18,5 arasinda
oldugu  bildirilmektedir.">  Gelismekte  olan
tilkelerden, gelismis Ttlkelere gittikce epilepsi
prevalansi diismektedir.> Bu farkhihigin altinda
sosyal, kiiltiirel ve ekonomik olmak {izere pek ¢ok
neden  bulunmaktadir. Ulkemizde  yapilan
calismalarda da benzer sonuglar almmistir.”** Bu
calismada, Adana il merkezinde epilepsi prevalansi,
hastalarin ~ demografik  verileri ve  epilepsi
gelisiminde  risk  faktorlerinin  belirlenmesi
amaglanmistir.

GEREC VE YONTEM

Cahisma grubu ve hedef niifus: Adana, lilkemizin
giineyinde ve Akdeniz Bolgesi'nin dogusunda
bulunan verimli tarim alanlar1 ve gelismis sanayi ile
yogun go¢ alan bir sehirdir. Pek ¢ok farkli etnik
kokeni barindirmaktadir. Bu nedenle Adanamin
sosyokiiltiirel ve ekonomik diizeyini yansitacak
sekilde ii¢c farkli mahalle belirlendi ve "orantili
tabakali orneklem yontemi" ile hedef niifus 7052
kisi olarak hesapland1 (Tablo 1).

Yontem: Calismanin planlanmasi esnasinda etik
kurulu onayi alindi. Calismaya alinacak katilimeilar
icin, herhangi bir diglama kriteri belirlenmedi.
Katilimeilar Helsinki Deklarasyonu normlarina
gore hazirlanmis “onam formu” ile
bilgilendirildikten sonra ¢aligmaya alindi. Karaagag
ve arkadaglarmin hazirlamig oldugu anket formu
(ek-1), bir doktor ve iki anketor tarafindan yiiz yiize
goriisme yontemi ile dolduruldu®. Toplam 7052
kisiye anket formu dolduruldugunda, hedef niifusa
ulasildig igin ¢alisma sonlandirildi. Sorulara cevap
veremeyecek  yasta  olan  ¢ocuklar  igin
ebeveynlerden, kognitif bozuklugu olanlar igin ise
aile bireylerinden bilgiler alindi. Hazirlanan anket
formunda adres ve telefon bilgilerinin yani sira,
sosyo-demografik ozellikleri yansitacak sekilde;
yas, cins, dogum yeri, 6grenim durumu, meslek,
medeni durum ve anne baba akrabalig1 sorgulandi.
Daha oOnceden epilepsi tanisi almig veya anket
formlar ile epilepsi giiphesi uyandiran hastalara bir
sonraki agsamada hazirlanan

ikinci bir anket formu dolduruldu. Bu ikinci formda
nobet baslama yasi, nobet siiresi, tan1 yili, ndbet
baslangic1 ile tani arasinda gecen zaman, ailede
epilepsi Oykiisii, etiyolojik faktorler, nobet tipi
sorgulandi. Daha 6nceden epilepsi tanis1 almis veya
her iki anket formunda epilepsi siiphesi uyandiran
elli dokuz kisi Oykiiniin derinlestirilmesi, ayrintili
ndrolojik  muayenenin ve hemogram, kan
biyokimyasi, elektroensefelografi (EEG) ve
serebral manyetik rezorans goriintiileme (MR) gibi
ileri tetkiklerin yapilmasi amaci ile Cukurova

Universitesi Tip Fakiiltesi Noroloji Anabilim
Dali'na davet edildi. Elli dokuz kisinin elli altist
ileri incelemeler i¢in bagvurdu ve elli iki tanesi
epilepsi olarak tanindi. Dort kiginin nobetleri ise
pseudondbet olarak degerlendirildi.

Verilerin degerlendirilmesi: Verilerin istatiksel
degerlendirilmesinde, SSPS 18,0 paket programi
kullanildi. Kategorik dl¢limler say1 ve yiizde olarak,
stirekli Ol¢limler ise ortalama ve standart sapma
olarak ozetlendi. Veriler sayi, yiizde ortalama ve
standart sapma olarak verildi. Epilepsi prevalansi
ile yas, cinsiyet, sosyo- ekonomik durum, anne
baba akrabaligi, anne ve babanin egitim diizeyi,
ailede epilepsi Oykiisii, ailede febril konviilsiyon
Oykiist, epilepsi ile ilgili risk faktorleri ve ¢ocukta
febril konviilsiyon 6ykiisii Ki-kare testi ile analiz
edildi. Istatistiksel 6nemlilik diizeyi p<0,05 olarak
alind1.

BULGULAR

1. Demografik ozellikler: Katilimcilarin yas
ortalamas1 30,43 (£17,36), epilepsisi olan 52
hastanin yas ortalamasi ise 25,04 (+14,47) olarak
saptandi. Niifusun 3577'si (%50,7) erkek, 3475'i
(%49,3) kadindi. Aktif epilepsi prevalansi %0,7
olarak hesaplandi. Epilepsi tespit edilen grubun 31'i
(%59,6) erkek, 21'i (% 40,4) ise kadind1 (Tablo 2).
Erkeklerde epilepsi prevalansi, kadinlara gore 1,43
kat fazlayd: ve istatiksel olarak anlamli bulunmadi
(p=0,197).

2. Sosyoekonomik durum: Taranan niifusun
%34,1'i sosyoekonomik olarak {ist, %35,8'i orta ve
%30,1'1 alt grubu olusturuyordu. Epileptik
hastalarin %55,8'1 alt, %32,7'si orta ve %11,5'1 st
gruptandi. Prevalans alt grupta %1,4 orta grupta
%0,7 ve 1ist grupta ise %0,3 olarak bulundu.
Sosyoekonomik diizeye gore epilepsi prevalansi
kargilastirildiginda; alt grupta epilepsi prevalansi
ist gruba gore 4,22 kat, orta grupta ise iist gruba
gore 2,62 kat daha fazlaydi (Tablo 2). Elde edilen
veriler sosyoekonomik durumu kotii olan grupta
epilepsi  prevalansinin  dahanyiiksek  oldugunu
gostermis olup veriler istatiksel olarak anlaml
olarak kabul edildi (p<0,001).

3. Nobet baslama yasi, tam1 yas1 ve nobet siiresi:
Nobet baslama yas1 13,85 (£13,74), tan1 yast 15,06
ise (£14,12) olarak tespit edildi. Nobet siireleri g6z
online alindiginda, ortalama hastalik siiresi ise
11,13 (£9,07) y1ld1.

4. Anne baba akrabalhgl: Toplam niifusun
%10,1'inde  anne baba akrabaligit  varken,
%89,9'unda anne baba akrabaligi yoktu. Epileptik
grupta ise, anne baba akrabaligi %36,5 iken anne
babasi akraba olmayanlar %63,5 idi (Tablo 2).
Anne baba akrabalig1 olanlarda, olmayanlara gore
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epilepsi prevalanst 4,59 kat daha fazla idi ve
istatiksel acidan anlamli bulundu (p<0,001).

Tablo 1. Sosyoekonomik duruma gire katihmei sayisi ve oranlari

Yerlesim birimi Sosyoekonomik durum Yerlesim Katihmca Katilimex
birimi niifusu sayis1 yiizdesi
Giilpinar Mahallesi Alt 16453 2404 34,1
Yurt Mahallesi Orta 41935 2527 35,8
Giizelyali Mahallesi Ust 42957 2121 30,1
Toplam 7052 100

Ek-1. Karaaga¢ ve arkadaslari tarafindan hazirlanan ve goriismeler esnasinda doldurulan anket formu®

Anket sorulari Evet Hayir

1. Hayatinizda hi¢ suur kaybi yasadiniz mi1 ?

2. Zaman zaman suur kayb1 yasadiginiz oluyor mu ?

3- Hig sara nobeti gegirdiniz mi?

4- Hig "havale", "boncuk" ya da " tutarcik" ge¢irdiniz mi ?

5- Zaman zaman dalma nobetleri gegiriyor musunuz ?

6- Zaman zaman saskinlik ve korku dénemleri yasiyor musunuz ?
7- Hig hocaya gittiniz mi? Neden?

8- Herhangi bir nedenle uzun siireli tedavi aldiniz m1 ? Neden ?
9- Hi¢ EEG ¢ektirdiniz mi ? Neden ?

10- Zaman zaman uykuda idrar kacirdigimniz oluyor mu ?

11- Zaman zaman uykuda bacaklarimizin kasildigi, dilinizi 1sirdiginiz
oluyor mu ?
12- Ailenizde epilepsisi olan kimse var m1 ?

13- Ailenizde atesli havale geciren kimse var mi1 ?
14- Uyku ile ilgili probleminiz var m1 ?
15- Zaman zaman kol ve bacaklariizda sigrayict hareketler oluyor mu ?

Tablo 2. Katihmcilarin ve hastalarin demografik verileri ve prevalans orani

Yas Yas ortalamasi Standart sapma p OR
Toplam Niifus 30,43 +17,36
Epilepsi 25,04 +14,46
Cins Kadin Erkek
Toplam Niifus 3473 (%49,3) 3575 (%50,7) 0,197
Epilepsi 21 (%40,4) 31 (%59,6)
Prevalans Hasta sayisi %
Ust 6 0,3 0,001 1
Orta 17 0,7 0,001 2,62
Alt 29 1,4 0,001 4,22
Anne baba Var Yok
akrabah@ Toplam niifus 713 (%10,1) 6339 (%89,9) 0,001 1
Epilepsi 19 (%36,5) 33 (%63,5) 0,001 4,59
Dogum yeri Adana Adana dis1
Toplam niifus 5765 (%81,8) 1287 (%18,2) 0,02 1
Epilepsi 34 (%65,4) 18 (%34,6) 0,02 2,29
Ailede  epilepsi Aile dykiisii(+) Aile dykiisii (-)
oykiisii Ust 0 6(%2100) 0,05
Orta 7 (%41,2) 10(%58,8) 0,05
Alt 11(%37,9) 18(%62,1) 0,05
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5. Dogum yeri: Niifusun %81,8'1 Adana dogumlu
iken, %18,2'si ise gocle Adana'ya gelmisti. Epilepsi
hastalarinda ise, dogum yeri Adana olanlarin orani
%065,4 iken gocle gelenlerde bu oran %34,6 idi
(Tablo 2). Adana disinda doganlarda Adana’da
doganlara gore epilepsi prevalansi 2,29 kat daha
fazla idi ve istatiksel olarak anlamli bulundu
(p<0,02).

6. Hastalarm egitim durumu: Toplam niifus ve
tespit edilen epilepsi hastalari, egitim durumuna
gore karsilastirildiginda ise; niifusun %6,6's1 okur
yazar degilken, bu oran epileptik hastalarda %11,5
idi. Nifusun, %4,1'1 0-6 yas grubunda iken,
epileptik hastalarda ise bu oran %11,5 idi. Sekiz
yillik egitim alanlar, toplam niifusun %36,5'ini
olustururken, bu oran epileptik hastalarin
%42,3'inli olusturuyordu. Nifusun %401 12 yil
egitim alms iken, epileptik hastalarda bu oran %25
idi. Universite mezunlari, toplam niifusun %12,8'ini
olustururken, epileptik hastalarda ise bu oran %9,6
olarak tespit edildi (Tablo 3). Egitim diizeyi
yiikseldikce, epilepsinin daha az goriildiigl dikkati
¢cekmis olup, bulgular istatiksel olarak anlamli
kabul edilmistir (p<0,05).

7. Hastalarin anne baba egitimi: Epilepsi
hastalarinin, anne baba egitimleri sorgulandiginda
ise annelerin %19,2'si okur yazar degildi, %63,5'i
sekiz y1l egitim aldigi, %17,3'iniin ise oniki yil
egitim aldig1 tespit edildi. Hastalarin, higbirinin
annesi Universite mezunu degildi. Baba egitimleri
irdelendiginde ise %9,6'st okur yazar degildi,
%48,1'1 sekiz yil egitim aldig1, %34,6's1 oniki yil
egitim aldig1 ve %7,7'si ise liniversite mezunuydu
(Tablo 3). Egitim diizeyi ile, nobet goriilme sikligt
karsilagtirildiginda ise anne baba egitim diizeyi
arttikca nobet gorilme sikliginda azalma oldugu
tespit edildi ve bulgular istatiksel olarak anlamli

kabul edildi (p<0,05).

8. Nobet etiyolojisi: Epilepsi hastalarinin, nobet
etiyolojisi degerlendirildiginde %46,2’si idiopatik
iken, %53,8'1 sekonder nedenlere (%17,3°i febril
konviilzyon  %9,6’s1, %7,7'st  serebrovaskiiler
hastalik, %7,7’si santral sinir sistemi enfeksiyonu,
%1,9'u metabolik nedenler) bagliydi. Etiyolojik
faktorler sosyoekonomik durum ile
karsilastirlldiginda ise; iist grupta idiopatik epilepsi
orant %66,7 iken etyolojik neden saptananlarin
orant ise %33,3 olarak tespit edildi. Orta grupta
idiopatik epilepsi oran1 %52,9 iken etiyolojik neden
sapatanabilenler %47,1 olarak tespit edildi (Tablo
4). Alt grupta idiopatik epilepsi oran1t %37,9 iken
etiyolojik neden saptanabilen grubun orani ise
%62,1 olarak saptandi (p=0,346).

9. Nobet tipi: Hatalarin ~ nobet  tipi
degerlendirildiginde  %63,4'i  parsiyel nobet

gecirirken, %36,6's1 jeneralize nobet paternine
sahipti. Nobet tipi ile, cinsiyet karsilagtirildiginda
ise erkeklerde parsiyel nobetlerin kadinlara gore
biraz daha fazla (%67,7'ye karst %57,1) oldugu
tespit edildi (Tablo 5). Elde edilen veriler istatiksel
olarak anlamli kabul edilmedi (p=0,212).

10. Nobet baslama yas ile cinsiyet iliskisi: Nobet
baslama yas1 ile cinsiyet beraber
degerlendirildiginde anlamli bir fark tespit edilmedi
(p=0,702).

11. Postiktal donem: Hastalarin postiktal donemi
sorgulandiginda olgularin = %32,9'u  yorgunluk,
%25,3'0 bas agrisi, %17,7'si konfiizyon, %11,3"i
kas eklem agris1 tanimliyordu. Olgularin %12,6 s1
ise herhangi bir postiktal bulgu tanimlamiyordu.

12. Ailede epilepsi oykiisii, sosyoekonomik
durum ve nébet prognozu: Epileptik grubun
%34,6'sinda ailede epilepsi Oykiisii vardi. Ailede
epilepsi Oykiisii olanlar ile. sosyoekonomik durum
karsilastirildiginda sosyoekonomik durum
yiikseldik¢e ailede epilepsi Oykiisiiniin daha az
oldugu saptand:r ve istatiksel olarak anlamli kabul
edildi (p<0,05). Nobet goriilme siklig1, aile oykiisi
ve sosyoekonomik durum karsilagtirldiginda; ailede
epilepsi Oykiisii olmast nobet goriilme sikliginda
belirgin  bir etki olusturmazken (p=0,345),
sosyoekonomik durumu yiiksek hastalarda nobet
goriilme sikliginin daha az oldugu tespit edildi
(p<0,05). Bulgular sosyoekonomik durumu kotii
olan hastalarin ailesinde epilepsinin daha sik

goriildigiini gostermistir. Aile Oykiisii,
sosyoekonomik durum ve nébet prognozu
karsilastirildiginda nobet prognozunun

sosyoekonomik durumu koétii olanlarda daha koti
oldugu ve nobet kontroliiniin saglanmasinin daha
zor oldugu tespit edildi (Tablo 6).

13. Epilepsi hastalarinda norolojik muayene:
Epilepsi hastalarinin ileri inceleme i¢in hastanemize
cagrildiginda yapilan ayrintili noérolojik muayene
sonucunda;  hastalarin  %73,1'inin  norolojik
muayenesi normal iken, % 26,9'nun ndrolojik
muayenesinde ¢esitli anormallikler saptandi.

14. EEG bulgular:: Elektroensefelografi bulgulari
degerlendirildiginde hastalarin %36,5nin EEG'si
normaldi, %32,6 hastada ise epileptiform aktivite
bozuklugu tespit edildi. Hastalarin %5,8'inde
primer jeneralize Ozellikte epileptik aktivite,
%S5,8'inde sekonder jeneralize Ozellikte epileptik
aktivite saptanirken %19,3'inde EEG sinde
yavaglama tespit edildi. Hastalarin ndbet tipleri ile
EEG bulgulan karsilastirildiginda istatiksel olarak
anlamli sonug elde edilemedi (p=0,426).

15. Serebral goriintiilleme: Serebral Manyetik
Rezonans ve Bilgisayarli Beyin Tomografisi (BBT)
bulgular birlikte degerlendirildiginde hastalarin
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Tablo 3. Katihmcilarin, hastalarinin ve hasta anne babalarinin egitim diizeyi

0-6 yas Okur yazar  Sekizyll veya  Onikiyilhk  Universite p
degil daha az egitim egitim mezunu
alanlar alanlar olanlar
Katihmcilarin 288(%4,1) 466 (%6,6) 2572(%36,5) 2820(%40) 906(12,8) 0,05
egitim diizeyi
Hastalarin 6(%11,5) 6(%11,5) 22(%42,3) 13(%25) 5(%9,6) 0,05
_egitim diizeyleri
Hasta - 10(%19,2) 33(%63,5) 9(%17,3) 0 0,05
annelerinin
egitim diizeyi
Hasta - 5(%9,6) 25(%48,1) 18(%34,6) 4(%7,7) 0,05
babalarinin
_egitim diizeyi
Tablo 4. Sosyoekonomik durum ve etiyolojik faktorler iliskisi
Alt Orta Ust Toplam
Idiopatik 11(%45,8) 9(%37,5) 4(%16,7) 24(%46,2)
F.K. 7(%77,8) 2(%22,2) 0 9(%17,3)
Kafa travmasi 3(%60) 1(%20) 1(%20) 5(%9,6)
SSS Enfeksiyonu 2(%50) 2(%50) 0 4(%7,7)
SVH 3(%75) 0 1(%25) 4(%7,7)
Metabolik 0 1(%100) 0 1(%1,9)
Diger 3(%60) 2(%40) 0 5(%9,6)
Toplam 29(%55,8) 17(%32,7) 6(%11,5) 52(%100)
F K; Febril konviilzyon, SSS; Santral sinir sistemi, SVH;Serebrovaskiiler hastalik
Tablo 5. Nobet tipi ve cinsiyet iliskisi
Kadin Erkek Toplam p
Parsiyel nobet 21(%67,) 12(%57,) 33(63,4)
Jeneralize nobet 10(%32,3) 9(%42,9) 19(36,6)
0,212
Toplam 31(%100) 21(%10) 52(%10)
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Tablo 6. Aile oyKkiisii, nobet prognozu ve sosyoekonomik durumun karsilastirilmasi

Nobet prognozu Toplam p

Nobet yok Azalmis Ayni
Aile dykiisii (+) 4(%22,) 9(%50) 5(%27,) 18
Aile bykilsii () 9(%26,) 19(%55,8) 8(%17.8) 34 0,345
Toplam 13(%23,1) 28(%53,8) 13(%23,1) 52

Nobet yok Azalmis Ayni Toplam p
SED Alt 8(%27,5) 11(%37,9) 10(%34,6) 29
SED Orta 6(%35,2) 6(%35,2) 5(%29,6) 17
SED Ust 4(%66,6) 1(%22,2) 1(%22,2) 6 0,05
Toplam 18(%34,6) 18(%34,6) 16(%30,7) 52

SED: Sosyoekonomik durum

%30,8'nin goriintiilemesinde ise ¢esitli bozukluklar
tespit edildi.

TARTISMA

Epidemiyolojik  caligmalar  hastaliklarin  risk
faktorlerinin  belirlenmesi, seyri ve topluma
getirdigi ekonomik yiiklerin belirlenmesi agisindan
oldukga  6nemlidir.® Epilepsi i¢in  yapilan
epidemiyolojik ¢alismalar bu hastaligin dogasini
anlamamizda Onemli c¢ikarimlar elde etmemizi
saglamistir. Diinyada, epilepsinin prevalansini
belirlemeye yonelik pek ¢ok g¢alisma yapilmustir.
Ancak ilkemizde yapilan ¢aligmalar halen
yetersizdir. Yeni ¢alismalar ile hastaligin sikligi ve
risk faktorlerinin belirlenmesi ile epilepsiye karsi
farkindalik aratacak birincil koruma ydntemlerinin
gelistirilmesi saglanacaktir.

Taranan niifiisiin yas ortalamas1 30,43
(x17,36) iken, epileptik grupta yas ortalamasi 25,04
(x14,47) idi. Epileptik grubun daha disik yas
ortalamasina sahip olmast bu hastaligin hayatin ilk
yillarinda daha sik goriilmesine baglanabilir. Bu
bulguyu destekler nitelikte nobet baslama yasi
13,85 (£13,74) olarak bulundu. Cinsiyete bagh
prevalans farkliliklar1 belirgin olmamakla beraber
bazi c¢alismalarda dikkati cekmektedir.™*™® Birgok
calismada, erkeklerde epilepsi goriilme sikligi,
kadinlardan 1,1-1,4 kat daha yiiksek bulunmustur.
Ulkemizde yapilan bir caligmada ise, epilepsi
prevalanst kadinlarda 4,5/1000, erkeklerde 7/1000
tespit edilmistir."” Calismamizda da benzer sekilde,
aktif epilepsi prevalansi, erkeklerde kadinlara gére
1.43 kat daha fazladir. Calismamiz, erkeklerdeki bu
mevcut risk artisin1 destekler nitelikte ekonomik
nedenlerle go¢ edenlerde (ki bu durum
sosyoekonomik diizeyi daha diisiik olan grupta daha

fazla bulunmustur) epilepsi prevalansi, Adana'da
doganlara goére 2,29 kat fazla bulunmustur. Bu
durum her ne Kkadar istaiksel olarak anlamli
bulunmasa da, erkeklerin ¢alisma ve sosyal yasama
daha aktif katilmalar1 ve daha ¢ok travmaya maruz
kalmalari ile agiklanabilir.*®

Aktif epilepsi prevalanst %0,7 olarak
saptanmustir. Elde edilen prevalans hizi, gelismis
iilkelerde yapilan c¢aligmalardaki verilere yakin
olarak bulunmustur.®? Tiim diinyada gelismekte
olan iilkelerden, gelismis iilkelere gittikce prevalans
hiz1 diismektedir.?** Calisgmamizda
sosyoekonomik diizeyi iist olan grupta prevalans
%0,3, orta grupta %0,7 ve alt oran grupta %1,4
olarak  hesaplandi.  Elde ettigimiz  veriler,
sosyoekonomik  diizey  yiikseldikce epilepsi
prevalansinin diistiglinii géstermistir.

Taranan niifusun sadece %10,1'inde anne
baba akrabaligi varken, bu oran epileptik grupta
%36,5 olarak bulundu. Anne baba akrabaliginin
epilepsi gelisimini 4,59 kat arttirdigi saptanmustir.
Ulkemizde yapilan bir calismada, epilepsi
hastalarinda birinci derece akrabalik %10,3, ikinci
derece akarabalik ise %35,9 olarak bulunmustur.?
Diisiik sosyoekonomik diizeye sahip toplumlarda
akraba evliligi daha yiiksektir. Bu durum genetik
kadar, ¢evresel faktorlerin de epilepsinin ortaya
cikisindaki 6nemine isaret etmektedir.?®

Egitim durumu g6z Oniine alindiginda,
epilepsi prevalansi egitimsizlerde daha yiiksek iken,
ikinci siray1 sekiz yil egitim alan grup izlemektedir.
En diisiik prevalans hizi ise, lise ve yiiksek okul
egitimi  alanlarda tespit edidi. Bu durum
sosyoekonomik diizeyi daha diisiik olanlarin
yeterince egitim alamamalarina baglanabilir.
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Anne baba egitimi géz Oniine alindiginda,
hastalarin anne ve babalarinin ¢ogunlugu okur
yazar degildi veya ilkdgretim mezunuydu, ayrica
hicbirisinin annesi niversite mezunu degildi.
Babalarin ise sadece %7,7'si liniversite mezunuydu.
Mevcut bulgu, diisikk sosyoekeonomik diizey ve
disiik egitim seviyesine sahip anne babalarin
¢ocuklarinda, epilepsinin daha sik goriilmesi ile
iligkilendirilebilir.

Diinyada ve iilkemizde yapilan
caligmalarda elde edilen verilere ile
kiyaslandiginda, ndbet etiyolojisi ¢calismamizda da
benzer sekilde bulunmustur. Sosyoekonomik durum
yiikseldikge, idiopatik formun daha ¢ok gorildiigi
dikkat ¢ekmistir. Nobet tipi ile etiyolojik faktorler
arasinda benzer oranlar tespit edilmistir. Erkeklerde
parsiyel ndbetlerin, kadinlardan daha fazla oldugu
dikkati ¢ekmistir. Erkeklerde parsiyel ndbetlerin
daha sik goriilmesi, erkeklerin sosyal yasama daha
stk katilmasi ve travmaya daha c¢ok maruz
kalmasina baglanabilir. Tim epileptik grup g6z
oniine alindiginda, vakalarin %63,4'i parsiyel nobet
geciriken, %36,6's1 jeneralize nobet gegirmektedir.
Bu agidan bakildiginda, ¢aligmamizda tespit
ettigimiz oran gelismis iilkeler ile benzerdir.”>!
Hastalarin ndrolojik muayeneleri
degerlendirildiginde, hastalarin %73,1'inde
norolojik muayene normal iken, %26,9'unda gesitli
anormallikler saptanmustir. Etiyolojik faktorler,
sosyoekonomik durum ile karsilagtirildiginda ise;
sosyoekonomik durumu iyi olan grupta idiopatik
epilepsi  %66,7 iken etiyolojik  nedenler
saptananlarin orani ise %33,3 olarak tespit edildi.
Orta grupta ise, idiopatik epilepsi oran1 %52,9 iken,
etiyolojik neden sapatanabilenler %47,1 olarak
tespit edildi. Alt olan grupta idiopatik epilepsi orani
%37,9 iken, etiyolojik neden saptanabilen grubun
orant ise %62,1 olarak saptandi ve bulgular
istatiksel olarak anlamli kabul edildi. Diinyada
yapilan ¢esitli ¢alismalarda, SVH, kafa travmasi,
SSS enfeksiyonu gibi nedenlerin, epilepsi ile
iligkileri arastirilmis ve vakalarin ancak %17-57
sinde herhangi bir etiyolojik neden
saptanabilmistir.*** Bizim ¢alismamiz da, diinyada
yapilan ¢aligmalarla benzer sonuglar vermistir.

Epilepsi hastalarinin aile oykiileri g6z
online alindiginda, hastalarin %34,6'sinda aile
oykiisii varken, %65,4'tinde epilepsi Sykiisiine
rastlanmadi. Bu bulgu istatiksel olarak anlamh
kabul edildi. Yapilan ¢aligmalar, epileptik kisilerde
pozitif aile Oykiisiiniin 2,5-4 kat daha yiiksek
oldugunu gostermektedir.®  Elde ettigimiz veri
diger caligmalar1 destekler niteliktedir.

fleri incelemeler i¢in, hastaneye cagrilan
hastalarinin %63,5'inde EEG'de gesitli bozukluklar
saptandi. MR ve BBT bulgularnt birlikte
degerlendirildiginde hastalarin %69,2'sinde

goriintiilemesinde ozellik saptanmazken,
%30,8'inde goriintiilemesinde ise gesitli
bozukluklar tespit edildi.

SONUC

Caligmamizda elde ettigimiz veriler, diinyada ve
iilkemizde yapilan ¢aligmalardaki verilere benzer
olarak  bulunmustur.  Sosyoekonomik  diizey
yiikseldikce, hastaligin daha az goriildigi dikkati
¢ekmistir. Bu durum pek ¢ok faktorle agiklanabilir;
diisiik sosyoekonomik diizey beraberinde calisma
sartlarinda zorluklari, travmaya daha ¢ok maruz
kalmayi, tibbi hizmetlerden daha az yaralanmay1
beraberinde getirir. Calismamizda, sosyoekonomik
durumu kotii olan grupta anne baba akrabaliginin
ve ailede epilepsi Oykiisiiniin daha sik oldugu
dikkati c¢ekmistir. Elde edilen bulgular 1s1ginda,
sosyoekonomik durumu koétii olan grupta cevresel
faktorlerle birlikte genetik faktdrlerinde hastaligin
daha sik goriilmesine katkida bulundugunu
diistindiirmiistiir. Ulkemizde toplumun
sosyoeckonomik  diizeyinin  yiikselmesi,  is
giivenliginin  arttirilmasi, c¢alisma  sartlarinin
iyilestirilmesi ve tibbi hizmetlere daha kolay
ulagilmas1 ile bu Onemli hastaligin daha az
goriilecegi kolaylikla dngoriilebilir.

Bu c¢alisma, 2010 yilinda Nevsehir'de
yapilan 7. Ulusal epilepsi kongresinde sozel bildiri
olarak sunulmustur.

Cikar c¢atismasi: Yazarlar arasinda herhangi bir
¢ikar ¢atismasi bulunmamaktadir.
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The Use of Simulation in Continuing Professional
Development: A Comparison of Family Physicians’

Awareness in Mersin and in Ann-Arbor

Siirekli Mesleki Gelisimde Simiilasyon Kullanimi: Mersin ve Ann-Arbor Aile

Hekimlerinin Farkindaliginin Karsilastirilmasi
Ibrahim Bashan**, Deborah Moulton Rooney?, James Matthew Cooke®

OZET

Giris: Tiirkiye’de, Siirekli Mesleki Gelisim (SMG) de simiilasyon kullanimini tesvik etmek amaciyla, Tiirkiye’nin Mersin ilindeki
aile hekimleri ile Amerika’nin Ann-Arbor bdlgesindeki aile hekimlerinin egitimlerinde simiilasyon kullaniminin, hangi egitim
metodlarinda ve konu alanlarinda fayda saglayabilecegini belirlemek igin SMG programlarinda simiilasyon ve kaynak kullanim
aligkanliklart aragtirlldi. Yontem: Mersin (MAHDER) ve Ann-Arbor (AFMRD) aile hekimleri derneklerine mail yoluyla
degerlendirme anketleri génderildi. Katilimeilarin tamamladiklari anket, demografik verileri ve ti¢ alan1 kapsayan (SMG sebepleri,
tercih edilen kaynaklar, 6grenim modaliteleri) 5 lik skalada degerlendirilen (5= en yiiksek) 10 soruluk 2 kisimdan olusmustu.
Katilimcilarin iilke, cinsiyet, ve kariyerlerine gore temel faktdrler ve puanlama farkliliklart many-facet Rasch teknigi kullanilarak
degerlendirildi. Bulgular: 273 aile hekimi anketi tamamladi. Mersin ve Ann-Arbor daki aile hekimlerinin herikisi i¢in de, SMG’ye
katilmda en Onemli faktér “yeni seyleri denemeye isteklilik’’ idi. “Simulasyon temelli egitimi’’ bir 6grenme sekli olarak,
Mersin’deki aile hekimleri, “Ann-Arbor’’ daki aile hekimlerine gore daha onemli bulduklarini, ancak SMG’de daha az
kullandiklarimi belirttiler. Diger sonuglar ve uygulamalar tartisildi. Sonu¢: Bu bulgular, Mersin’deki aile hekimlerinin SMG’de
simulasyon kullaniminin 6nemli bir egitim sekli oldugunun farkinda olduklarini ancak yaygin olarak kullanmadiklarini géstermistir.
Bu durum Mersin’deki ve diger gelismekte olan iilkelerdeki aile hekimlerine yonelik yeni, simiilasyona dayali SMG miifredatinin
gelistirilmesi i¢in firsatlar oldugunu 6nermektedir.

Anahtar kelimeler: Simulasyon, SMG, aile hekimligi

ABSTRACT

Introduction: With the intent to promote using simulation in Continued Professional Development (CPD) in Turkey, we examined
Turkish Family Medicines (FM) in Mersin and United States FMs in Ann-Arbor attitudes toward simulation and resources used in
CPD programs to identify preferred teaching methods and subject areas that might benefit from the use of simulation for training.
Method: A survey-based needs assessment was disseminated via email to FM Associations in Mersin (MAHDER) and in Ann-
Arbor (AFMRD). Participants completed the 2-part survey that included demographics and 10 items across three domains (reasons
for CPD, preferred resources, learning modalities) rated on 5-point rating scales (5=highest). Top factors and rating differences
across participants’ country, gender, stage in career, were evaluated using a many-facet Rasch model. Results: Two-hundred,
seventy-three FMs completed the survey. Top reason for participation in CPD was “Willingness to try new things” for both FMs in
Mersin and Ann-Arbor. FMs in Mersin indicated “Simulation-based training” had higher importance as a learning modality than
FMs in Ann-Arbor, but reported less use of simulation for CPD. Other detailed findings and their implications are discussed.
Conclusions: Findings suggest that FMs in Mersin feel that simulation is an important educational modality for CPD but it is not
widely employed. This suggests that there are opportunities for the development of novel, simulation-based CPD curricula targeted
to FM physicians in Mersin. with potential expansion to other developing countries.

Key words: Simulation, CPD, family medicine
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INTRODUCTION

Over the past two decades, there has been an
exponential and enthusiastic adoption of simulation
in healthcare education world-wide, with a focus in
undergraduate and gradual educational programs.
Increased demands on teaching faculty, expanding
content, increased focus on patient safety and the
increased technical expertise and expectation of
students have led to a new paradigm of education in
healthcare that increasingly involves technology
and innovative ways to provide a standard
curricula. Simulation using is rising in medical
education to teach cognitive, psychomotor, and
affective skills to individuals and groups, also
allows for training in a controlled environment,
with opportunities for planned practice and
assessment for family medicines and also for all of
the physicians.!

Medical education in Turkey has a rich
history. Currently, there are over 60 Medical
Schools in Turkey, yet, most of them lack clinical
simulation centers. Over the last decade, there has
been increased interest in simulation, and some
Turkish  medical training programs have
implemented simulation-based education, although
the paucity of available literature indicates
simulation is yet to be commonly practiced.
Clinical simulation applications are being used for
the purpose of improving the technical skills of
students, residents and even trainers at private
Universities.?® Simulation-based programs have
also been adapted for training practicing physicians
of hospital-based Emergency and Anaesthesiology
departments, and adapted for in-house training on
CPR (Cardiopulmonary Resuscitation).® In spite of
some interest in employing simulation-based
training applications within Turkish academic
medical centers for the benefit of basic and
postgraduate medical programs, simulation-based
training has not extended to continuing professional
development programs.

CPD spans the period following basic
medical and post-graduate training and continues
throughout a doctor's professional career.” CPD
primarily focuses on three key points; life-long
learning, continuous performance improvement,
and qualifications lasting throughout the career,®®
and is a critical tool for maintaining best practices
in patient care across a nation’s healthcare
system.’®™* CPD prioritizes self-directed learning,

professional self-awareness, learning developed in
context, multidisciplinary ~ and multilevel
cooperation, and an inquiry-based concept of
professionalism. It also promotes physicians’
awareness and accountability to patients, the
community, managers and administrators, and often
includes assessment which is internal, participatory
and cooperative rather than external and objective.?

Many countries are now moving from a
‘knowledge and skills based’ CPD system, towards
a system that promotes lifelong learning and
continuous  professional  development.™®  For
example, the United Kingdom Department of
Health identifies CPD as a way of maintaining
standards of care, improving the health of the
public, and hiring, motivating, and keeping high
quality staff.* The national Canadian guide to
essential physician skills for optimal patient safety,
the CanMEDS Physician Competency Framework,
encompasses such CPD subjects as doctor-patient
communication, multidisciplinary team skills and
risk management, all of which are considered
“Skills for the New Millennium’>."® In spite of
growing interest in CPD, there has been tremendous
debate regarding the value of continuing medical
education programs. Most concerns surround the
potential bias and influence pharmaceutical and
medical equipment suppliers may have on medical
decision making.'®"" Ineffective CPD may account
for the misalignment between evidence and practice
and, perhaps, create significant delays between
publication of evidence and change in standard of
care. In Turkey, the Turkish Medical Association
(TMA) has worked for a number of years to
improve the quality of continuing professional
education, and with that intent, has formed the
Continuing  Medical Education  Accrediation
Committee (CMEAC) to raise the perceived value
and appeal of CPD activities for Turkish
physicians.’® In order to identify the preferred CPD
tools and techniques for the dissemination of best
clinical practices is critical to improving CPD. In
this context, it is important to gauge medical
professionals’ opinions toward the professional
development practices. Inquiry may also help gain a
deeper understanding of learners’ motivation for,
and preferred resources used in, their own
professional development. Using this information,
we might develop more engaging curricula that are
better targeted to medical professionals’ training
needs.
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Following a professional exchange
program between Turkish and US physicians and
medical education experts, authors from the two
countries wished to gain a better understanding of
family medicine physicians’ educational needs,
interests and use of simulation due to its adoption
by other professional organizations for CPD.
Despite many differences in medical practice
identified through the exchange, most notably the
significantly higher daily patient volume in Turkey
and significantly higher documentation and
regulatory requirements in the US, CPD needs were
thought to be similar based on the common need for
accurate and rapid data gathering, physical
examination, medical decision making and
coordination of care. The survey and analysis
focussed on three domains;

a) Why family physicians participate in continuing
professional development,

b) What preferences exist for CPD, and

c) Whether simulation is a viable option for CPD
among practicing physicians.

METHOD
Study Design

Following exempt determination by University of
Michigan’s Institutional Review Board, we
performed a needs assessment across two Family
Medicine Associations in Mersin-Turkey and Ann-
Arbor-US. In independent but parallel studies,
participants were recruited via the American Family
Medicine Residency Directors (AFMRD) listserv in
Ann-Arbor, and mass email via the Association of
Family  Physicians  Association in  Mersin
(MAHDER).

The survey (Appendix A) consisted of two
parts. Part | included five demographics questions,
including participant’s gender, age (a proxy for
stage in career), professional role and specialty
training. Part Il consisted of two questions used to
identify reasons for participating in CPD and
preferred topics (with prompts to “select all that
apply”), one question about the importance of
learning modalities for CPD [rated from 1 (not
important) to 5 (most important)], and additional
four questions regarding continuing professional
development, where participants were asked to rate
their level of agreement with each statement using
5-point Likert rating scales ranging from 1
(strongly disagree) to 5 (strongly agree).

Statistical analysis

We summarize demographic information, reasons
for participating in, and preferred topics in CPD, as
frequencies. We analysed rating differences across
participants’ country, gender, stage in career, and

self-reported simulation participation level using
the many-facet Rasch model which is a
psychometric model for analyzing categorical data,
such as answers to questions on a reading
assessment or questionnaire responses, as a
function of the trade-off between the respondent's
abilities, attitudes or personality traits and the item
difficulty.” Analyses were performed using the
Facets Software, v3.68.2.%

RESULTS

A total of 276 participants completed the survey.
With a response rates of 26.3% and 9.7%, in Mersin
and Ann-Arbor, respectively. 208 FMs from Mersin
in Turkey and 68 FMs from Ann-Arbor in US
participated. Demographic information is displayed
in Table 1.

The majority of Turkish participants self-
identified as general practitioner, while the majority
of US participants were FMs. Mean participant ages
were 39.3 and 46.3 years old for Turkish and US
participants, respectively. The majority of all
participants (89.9%) were early- to mid-career
physicians.

Additionally, US FMs in Ann-Arbor had
more experience in simulation-based education for
CPD, with a majority (54%) self-reporting their
experience as Sometimes or Often. Fewer Turkish
participants in Mersin (24%) self-reported their
simulation-based experience in these higher
categories, while 26% and 38% of US and Turkish
participating FMs reported no simulation-based
education experiences in CPD, respectively.

Why do FMs Participate in CPD?

As summarized in Figure 1, when asked
why physicians participate in CPD, physicians’ top
two rated reasons were “Willingness to try new
things,” [Mersin, n = 165 (79%), Ann-Arbor, n = 63
(95%)] and “Training to provide a new
service/procedure,” [Mersin, n = 154 (74%), Ann-
Arbor, n = 45 (68%)].

“Employment requirement” was the least
endorsed reason to participate in CPD for Turkish
FMs in Mersin Relatively few Turkish FMs [38
(18%)] selected this reason when compared to 38
(58%) of US FMs in Ann-Arbor. Inversely, “Extra
income” was the least endorsed reason to
participate in CPD for US FMs. Relatively few US
FMs in Ann-Arbor 5 (8%) selected this reason
when compared to 79 (38%) of Turkish FMs in
Ann-Arbor. Six (3%) of Turkish physicians added
“Other” reasons to engage in CPD, including “to
remember medical knowledge that | don't use
frequently,” “to be notified of updated
applications, “adapting to change,” and “to network
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with other health professionals.” 9 (14%) US
respondents’ added similar reasons included “keeps
Table 1. Summary of participant characteristics by country

me sharp as a teacher,” “desire for

Mersin Ann-Arbor

Characteristic n =208 n =68

Sex
Male 125 (60 %) 30 (44 %)
Female 85 (40 %) 35 (52 %)
Undesignated 3(4%)

Age (years)

Mean Age 39.3(7.9) 46.3 (12.6)
Early (<34) 56 (27%) 8 (12%)
Early-Mid (35-44) 90 (43%) 23 (34%)
Mid (45-54) 58 (28%) 13 (19%)
Mid-Late (55-64) 4 (2%) 16 (23%)
Late (>65) - 2 (3%)
Undesignated - 6 (9%)

Professional Role
Family Medicine Resident 25 (12 %) -
Family Medicine Physician - 30 (44 %)
Family Medicine Academic 7 (3 %) -
Family Medicine Specialist 19 (9 %) 15 (22 %)
General Practitioner 157 (76%) -
Undesignated - 23 (34%)
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Training / new service/procedure ?
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Figure 1. Mersin in Turkey and Ann-Arbor inUnited States FMs’ reasons to engage in CPD by
frequency

Preferred CPD Topics

Simulation

Medical Law
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Communication Skills

Scientific Research Methods
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Information lications
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Conflict Management
Other
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Figure 2. Mersin in Turkey and Ann-Arbor inUnited States FMs’ preferred CPD topics

Bashan et al., TIFMPC www.tjfmpc.gen.tr 2017; 11 (1) 33



http://www.tjfmpc.gen.tr/

excellence,” and “ability to network with
colleagues.”

When reviewing differences across all
participants’ stage in career there were differences
identified for two items, both p = .001. For mid-to-
late stage career FMs (n = 20, age ranging from 55
to 64, Mean = 60 years old), 50% cited
“Employment requirement” for reason to engage in
CPD, while only 11.3% of all others (n = 256, age
ranging from 20 to 54, Mean = 48 years old) cited
this as a reason, p = 0.001. Reflexively, only
11.7% of the mid-to-late stage career family
physicians cited “Training to provide a new
service/procedure” for a reason to engage in CPD,
while 65% of all others cited this as a reason to
engage in CPD.

Importance of CPD for professional
proficiency. When participants were asked how
important CPD was for professional proficiency,
opinions varied across nationality. A higher
percentage of Turkish participants believed that
CPD is necessary for professional proficiency, with
64% participants endorsing Highly important or
Most important, compared to US participants,
where 17% of participants endorsed Highly
important or Most important. 71% of US
participants rated CPD Less important or Somewhat
important for professional proficiency.

In spite of this difference, Turkish and US
respondents did agree that receiving updates related
to current best practices during CPD benefitted
clinical practice with 90% of participants from both
countries agreeing with Highly important or Most
important.

What are FMs Preferences Regarding CPD?

Preferred Topics. When asked, which topics should
be included in  continuing  professional
development, there were differences in countries’
preferences. The top three topics for Turkish
respondents were “Simulation application in
clinical education,” “Medical law,” and “Technical
skills development” with at least 145 (70%)
participant selection for all. The top-rated topics
for US respondents were ‘“Technical skills
development,” “Communication  skills,” and
Information management” with 49 (60%), 39 (57%)
and 38 (56%) respective selection rates (Figure 2).

The least preferred topic for Turkish
participants was “Conflict management skills,” with

80 (38%) Turkish FMs believing the topic should
be included in CPD. The least preferred topic for
US participants was “Scientific research methods”
(n =19, 28%).

Preferred Resources. When asked to rate the
resources FMs used for their own continuing
professional development, there were significant
differences found across the two countries. Turkish
participants indicated “Online Magazines/Books,”
“Meetings/ Courses/ Seminars,” and “Specialist
Opinion” were at least Sometimes used, with Mean
ratings of 3.6, 3.4 and 3.3, respectively. US
participants  indicated  “Clinical = Simulation,”
“Web/Computer-based Simulation,” and
“Textbooks” were most utilized resources, and
Often used, as with Mean ratings of 4.0, 3.8 and
3.5, respectively (Table 2).

A small number of participants from
Mersin (n = 4, 2%) and Ann-Arbor (n = 6, 9%) self-
reported high levels of personal participating in
simulation (Often or Mostly wused). These
participants, indicated statistically higher usage
ratings for “Web/Computer-based simulation” (n =
10, M = 3.5, SD = 0.7) than all other participants (n
=263, M = 2.6, SD = 1.2), p =0.01. There were no
other significant differences found for the resources
used for CPD.

Preferred delivery mechanism. When
asked to rate the importance of six delivery
mechanisms employed in CPD, there was mixed
agreement across countries.  Turkish and US
participants indicated “Simulation-based training”
was at least Somewhat important, with mean ratings
3.3 and 3.9, respectively. In spite of this agreement
about simulation, the countries’ participants did not
agree on the top-rated learning mechanism in CPD.
Turkish physicians rated ‘“Medical congress/
symposium” as the most important delivery
mechanism [M = 3.9 (0.8)], while US participants
considered “Drug company meetings” as Most
important [M = 4.7 (0.9)] (Table 3).

Preferred retraining frequency. When
asked how often should CPD courses be repeated,
there was reasonable agreement across countries,
with largest percentage of Mersin FMs (59, 29%)
and Ann Arbor participants (25, 42%) selecting
“Every 2 years” as their preferred CPD frequency.
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Table 2. Comparison of Mersin and Ann-Arbor FMs use of resources used during CPD, scored on a 5-

point scale (1=none, 5=mostly).

Mersin Ann-Arbor
Mean (SD) Mean (SD)

Resource (n=208) (n=68) P-value
Published periodical (magazine) 2.4 (1.1) 2.3(0.8) 0.52
Textbooks 25(1.2) 3.5(0.9) 0.01
Online magazines/Books 3.6 (0.9) 2.5(0.9) 0.01
Clinical simulation 2.6 (1.1) 4.0(1.1) 0.01
Web/Computer-based simulation 2.3(1.1) 3.8(1.3) 0.01
Meetings/Courses/Seminars 3.4 (1.0) 2.4 (0.9) 0.01
Specialist opinion 3.3(0.7) 2.9 (0.9) 0.01

Table 3. Comparison of Mersin and Ann-Arbor FMs’ ratings of CPD delivery mechanisms, scored on 5-

point scale.
Mersin Ann-Arbor

Mean (SD) Mean (SD) P-value
Delivery Mechanism (n =208) (n=68)
Simulation-based training 3.9(0.91) 3.3 (1.00) n.s
Medical congress/ Symposium 3.9 (0.78) 2.9 (1.00) 0.004
On-unit training 3.8 (0.76) 2.6 (1.02) 0.001
Conference 3.8 (0.76) 2.2 (0.89) 0.001
Web-based training 3.7 (0.79) 3.0 (1.04) 0.004
Drug company meetings 3.0 (0.85) 4.7 (0.93) 0.001

What are FMs Opinions toward Simulation in
CPD?

When asked to rate their agreement with two
statements, there was high agreement across
countries. When asked to rate their agreement with
the statement “Training programs that employ
simulation applications are important for patient
safety,” Mersin and Ann Arbor participants’ mean
ratings were 4.1 (SD = 0.89), and 3.9 (SD = 1.18),

respectively, both aligning with Highly important.
Similarly, Mersin and Ann Arbor FMs thought
“Clinical simulation should be included in CPD
programs,” with mean ratings of 3.9 (SD = 0.95),
and 3.8 (SD = 0.99), respectively. No statistical
differences were found across nationality, gender,
or stage in career.

DISCUSSION
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Findings from our work offer insights on FMs in
Mersin and Ann-Arbor opinions toward CPD. We
highlight findings from the three overarching
domains, and the possible implications from these
findings.

Why do FMs Participate in CPD?

Although participating physicians’ motivation to
engage in CPD seemed to be founded on their own
willingness to try new things, there are differences
to consider regarding motivators and incentives to
engage in CPD. First, perceived value of CPD
seemed to vary across nationality. The majority of
Turkish FMs (64%) felt that CPD was highly
important for professional proficiency, while a
majority of the US FMs (71%) rated CPD as less
important or somewhat important for professional
proficiency. Second, stage in career seemed to
influence FMs’ motivation to engage in CPD,
similar to Pool and colleagues’ findings from their
study of nurses’ opinions toward CPD.* Most
notable, later stage physicians (> 55 years old) from
both Mersin and Ann-Arbor cited “Employment
requirement,” while early-middle stage career
physicians cited “Training to provide new
service/procedure” as the top reason to engage in
CPD, suggesting that some CPD curricular content
and/or delivery methods could be better targeted to
later-stage physicians to improve relevance and
perhaps, overall value. Finally, our findings
indicate that motivation to engage in CPD in
Mersin could be tied to pay incentives, different
from Ann Arbor, where CPD is an employment
requirement.

What are FMs Preferences Regarding CPD?

Findings indicated Turkish FMs prefer to use
conferences, peer-specialists, and web-accessed
periodicals as resources, while US FMs prefer to
use web-based and simulation-based resources.
When reviewing differences across self-reported
simulation participation levels, the few participants
who self-reported higher level of simulation
participation in CPD had higher ratings toward
“Web/Computer-based simulation” than all other
participants. They also reported their use of
web/computer-based simulation higher than clinical
simulation-based education. These ratings were not
significantly  different from those for less
“simulation savvy” physicians, likely stemming
from American Board of Family Medicine
requirement for regular computer-based simulation,
called Simulation Activity Modules or SAMs, that
are linked to recurring Maintenance of Certification
requirements.” This may also be due to the lack of
skill-based clinical simulation activities available to
family physicians for CPD. Regarding preferred
delivery mechanism, Mersin FMs rated “Medical

congress/ symposium” as the most important
delivery mechanism, while Ann Arbor participants
considered “Drug company meetings” as most
important. Regardless of nationality, participants
prefer “every 2 years” as their preferred CPD
frequency.

What are FMs Opinions toward Simulation in
CPD?

Turkish and US participants agreed that training
programs that employ simulation applications are
important for patient safety, and clinical simulation
should be included in CPD programs. No statistical
differences were found across nationality, gender,
or stage in career.

There are limitations related to the

inferences we make of the study’s findings. First, in
spite of our efforts at maximizing the sample by
capturing data via nationally-recognized family
medicine associations, the sample size was still
relatively small. The associations targeted for the
purpose of the survey sampled family physicians,
residents and general practitioners in Mersin
compared with family physician educators involved
in residency education among the Ann Arbor
cohort. This difference was also represented in the
relatively older mean age and self-description as
family physician specialist of Ann Arbor cohort
compared with the younger and higher proportion
of general practitioners among the Mersin cohort.
Other differences may have included licensing and
certification requirements, regional credentialing
requirements and general educational expectations
and traditions, but the sample was geographically
broad enough to represent CPD perspectives and
trends for the two countries. For the purpose of this
study, the smaller sample size may not fully reflect
the opinions of FMs in Mersin and Ann Arbor.
Therefore, the inferences we make in this research
are limited given the scope of the available
evidence.
Despite the limitations, there are some telling
themes with potential implications for CPD design.
Although the evolving motivations to participate in
CPD throughout the stages of a medical career is
similar among FMs in Mersin and Ann Arbor,
preferred resources and CPD delivery methods
were significantly different, though skill-based and
computer-based simulation were preferred methods
by both groups.

With the mounting evidence for simulation
as a superior method for knowledge, skill, behavior
outcomes as well as a growing body of evidence for
improved patient outcomes, both educational
efficacy and desirability must be considered by
those producing CPD programs and for certification
and licensing bodies requiring CPD. As is the case
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with all education, understanding the goals or
desired outcomes, understanding the audience,
harnessing optimal delivery methods, utilizing self-
assessment and continuous improvement of the
intervention are all critical for long-term success.

Although the motivations to participate in
CPD throughout the stages of a medical career was
similar among the sampled FMs from Mersin and
Ann Arbor, preferred resources and CPD delivery
methods were significantly different. Capturing
opinions of targeted physicians can improve our
understanding of learners’ targeted goals, desired
outcomes, and preferred delivery methods. This
knowledge can be used to apply readily-accepted
best practices in CPD, and facilitate continuous
improvement of CPD programs in Mersin and other
developing countries.
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Brief Report/ Kisa Rapor

Retrospective Analysis of Green Coloured Prescriptions
Isuued in A Family Medicine Unit

Bir Aile Hekimligi Biriminde Diizenlenen Yesil Regetelerin Geriye Doniik
Incelenmesi

Onur Oztiirk™*, Giilsah Oztiirk?
OZET

Amag: Yesil regete sistemi, psikotrop madde ve miistahzarlarinin, tedavisinde ihtiya¢ duyulan hastaya, doktor tarafindan
yazilarak kontrollii kullanimini saglamak amaciyla uygulanmaktadir. Bu ¢alismada, aile hekimligi biriminde belirli bir zaman
araliginda diizenlenen yesil recetelerin analiz edilmesi amaglanmistir. Gere¢ ve Yontem: Calisma kesitsel, tanimlayici ve
retrospektif olarak tasarlanmis olup, bir aile hekimligi biriminin Agustos 2015- Aralik 2016 tarihleri arasindaki yesil regete
kayitlar1 incelenmistir. Bulgular: Biitiin hastalarin 8/1000’ine yesil recete diizenlenmis olup, yazilan biitiin recetelerin
7/1000°1 yesil recetedir. En cok yesil recete diizenlenen ilag Klonazepam olup regete basina en ¢ok kutu yazilan ilag
Fenobarbital’dir. Sonug: Yesil recete ciddi sorumluluklar tagiyan bir sistemdir, takibi 6nem arz etmektedir.

Anahtar kelimeler: Yesil recete, psikotrop, takip
ABSTRACT

Objective: Green Coloured Prescription system is carried out in order to ensure the controlled use of psychotropic
substances and patent-medicines by issuing them only by a physician to the patient for his/her treatment. In this study, it is
aimed to analyze the green coloured prescriptions which are arranged at a certain time interval in the family medicine unit.
Methods: The study has been designed as a cross-sectional, descriptive and retrospective study and the green coloured
prescription records of a family medicine unit between the dates of August 2015 — December 2016 were investigated.
Results: Among all patients 8 out of 1000 were prescribed with green coloured prescription while among all issued
prescriptions 7 out of 1000 were green coloured prescription. The medication which was mostly prescribed as green coloured
prescription was Clonazepam. Phenobarbital was the most-prescribed medication per prescription. Conclusion: The green
coloured prescription is a system bearing serious responsibilities, therefore, its tracking is highly important.

Key words: Green coloured prescription, psychotropic, tracking
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GIiRiS

Yesil regete sistemi uygulamasina; psikotrop madde
ve miistahzarlarinin, tedavisinde ihtiya¢ duyulan
hastaya, doktor tarafindan yazilarak kontrollii
kullanimini saglamak amacuyla, Saglik
Bakanliginca ¢ikarilan tamimlerle 1986 yilinda
baslanm1$t1r.1 Ulkemizde, tibbi amacla kullanilmak
tizere, yasal ticarette bulunan psikotrop madde ve
miistahzarlarmm  kotiiye  kullanilma  potansiyeli
bilinmektedir.?

Tirkiye’deki yonetmeliklere gore ilaclar,
yesil, kirmizi, mor, turuncu veya normal (renksiz)
recetelerle tedarik edilmektedir. Yesil receteler,
kendinden kopyali ii¢ niishali ve seri numaralidir.
Sadece Saglik Bakanligi tarafindan bastirilmakta
olup; il  Saghik Midirliklerinin talepleri
dogrultusunda, ilag ve  Eczaciik  Genel
Miidiirligii’nce  tahsisat  verilmektedir.  Yesil
regeteye tabi ilaglarin tiim formlarmin (ampul,
tablet, damla) regetelendirilmesinde, her bir yesil
receteye, ayni etken maddeyi igeren ilaglardan en
fazla 2 kutu yazilabilmektedir. Bu miktarin
iizerindeki ilaglarin regetelendirilmesi, hastalik
tanis1 ve ila¢ kullanim doz semasini igeren ilgili
(Klinik/Bilim Dali/ Anabilim Dali) saglik kurulu
raporunun receteye eklenmesi suretiyle
yapilmaktadir.?

Tirkge literatiirde, yesil regete ile ilgili
yeterli arastirma yazist yazilmamis olmasi, konunun
spesifikligini gostermektedir. Bu caligmada, aile
hekimligi biriminde belirli bir zaman araliginda
diizenlenen yesil recetelerin analiz edilmesi
amaglanmistir.

YONTEM

Bu caligma kesitsel, tanmimlayict ve retrospektif
olarak tasarlanmistir. Samsun ili, Asarcik ilgesi
5503006 no’lu aile hekimligi biriminin, Agustos
2015- Aralik 2016 tarihleri arasindaki yesil regete
kayitlar1 incelenmigtir. Calismanin evrenini ilgili
aile sagligr merkezi biriminde niifusa kayith 3444
kisi olusturmaktadir. Arsivdeki gerekli belgeler
incelendiginde, ilgili tarihler arasinda 69 adet yesil
recete diizenlendigi gorilmiigtiir. Yesil recete
diizenlenen hastalarin, isim, T.C kimlik numarasi,
protokol numarasi, yesil recete numarasi gibi 6zel
verileri paylasilmamis olup, recete edilen ilaglarin
piyasa isimleri de belirtilmemistir. Kullanilan
parametreler ise, hastalara ait yas, cinsiyet, tani,
recete edilen ilag/ilaglarin  icerdikleri etkin
maddeler ve kutu sayisi ile sinirhidir. Veriler, SPSS
20.0 istatistik paket programi kullanilarak
degerlendirilmistir. Bulgularin tanimlanmasinda
siklik degerleri, nitel verilerin karsilastirilmasinda
ki-kare testi kullanilmigtir, p degeri yiizde 5’in

altinda olmas: halinde iliski anlamli kabul
edilmigtir.

Caligmaya baglamadan 6nce, Samsun Halk Saglig:
Midiirligii’nden gerekli izin alinmus, etik kurul izni
ise, 22.12.2016 tarihinde Ondokuz Mayis
Universitesi  klinik arastirmalar etik kurulunca
¢ikartlmustir.

BULGULAR

Mevcut aile hekimligi biriminde, ilgili zaman
araliginda genel toplamda 3183 farkl kisiye, 8891
adet regete diizenlenmistir. Bunlar arasinda 26
farkli  kisiye toplam 69 adet yesil regete
diizenlenmistir. Bu verilere gore; biitiin hastalarin
8/1000’ine yesil recete diizenlenmis olup, yazilan
biitiin regetelerin 7/1000°1 yesil regetedir.

Olgularin, %34,6’s1 (n=9) erkek, %65,4’
(n=17) kadindi. Erkeklerin yas ortalamast 32,00 £
18,11 (min 4- max 61), kadinlarin yas ortalamasi
ise 39,05 £ 25,62 (min 1- max 75) idi ve
aralarindaki fark 6nemsizdi (p=0,471).

En ¢ok yesil recete diizenlenen ilag,
%38,0’l1ik oranla Klonazepamdi. Yine, kutu sayisi
olarak en ¢ok yazilan ilag, %53,9’luk oranla
Klonazepamdi. Yesil regete basina, en c¢ok kutu
yazilan ilag ise, 6,6 kutu ile Fenobarbital olmustur.
Yesil recete edilen biitiin ilaglara ait, regete ve kutu
sayisi bilgileri Tablo 1°de gosterilmistir.

Yesil recetelerde en sik belirtilen tani,
%46,1’lik  oranla Epilepsi olmustur. Bunu,
%23,0’lik oranla kronik agrilar takip etmektedir
(Tablo 2).

Anksiyete  bozuklugunda  alprazolam,
depresif  bozuklukta alprazolam, epilepside
klonazepam, kronik agrida tramadol, kronik
Okstiriikte kodein + dionin, serebral palside
klonazepam, sizofrenide biperiden HCI ve uyku
bozuklugunda alprazolam en sik regetelenen
ilaglardir (Sekil 1).

TARTISMA

Samsun 11 Saghk Miidiirliigii’'nden edinilen bilgiye
gore, 2015 yili igerisinde Samsun’da toplam 39271
adet yesil regete diizenlenmistir. Tiirkiye Istatistik
Kurumu’ndan edinilen bilgiye gore ise, 2015
yilinda Samsun’da toplam 2649 hekim ¢alismustir.®
Mevcut verilere gore, Samsun’da 2015 yilinda
hekim bagma diisen yesil recete sayis1 15,2 olarak
hesaplanmaktadir. Bu sayi, ¢aligmamizdaki yesil
regete sayisinin (n=69) oldukca altindadir. Bunun
nedeni ise hekimlerin bransi ve g¢alistiklart kuruma
gore hasta gorme sayilarindaki farkliliktir. Aile
hekimligi  sistemi, doktorla hastayr sikca
gorlstliren, kronik hasta takibini odak nokta haline
getiren bir uygulamadir.
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Tablo 1. Yesil recetelerdeki ilaglarin recetelenme ve kutu sikhig

Regete sayist Regete Kutu Kutu Regete
yiizdesi sayisi yiizdesi basina kutu
adedi
Alprazolam 10 14.2 13 5,1 13
Biperiden HCL 3 4.2 6 2,3 2,0
Diazepam 1 1,4 1 0,3 1,0
Fenobarbital 10 14.2 66 26,1 6,6
Ilag Klonazepam 27 38,0 136 53,9 5,0
Kodein +Dionin 1 1.4 1 0,3 1,0
Tianeptin 1 1,4 1 0,3 1,0
Tramadol Hcl 18 25,3 28 11,1 15
Tablo 2. Yesil recetelerdeki tamlarin sikligi
Say1 Yiizde
Anksiyete bozuklugu 5 6,4
Depresif bozukluk 7 8,9
Epilepsi 36 46,1
Serebral palsi 8 10,2
Tam Kronik agri 18 23,0
Kronik Oksiiriik 1 1,2
Sizofreni 2 25
Uyku bozuklugu 1 1,2
Tablo 3. Yesil receteye tabi ilag:lar5
Biperiden Zopiklon
Alprazolam Ketamin
Lorazepam Klidinyum + psikoleptikler

Diclofenak kombinasyonlari
Tramadol ve kombinasyonlari

Kodein ve kombinasyonlari
Midazolam

Diazepam

Tiyopental

Etomidat

Diger antispazmodikler + psikoleptikler

Fenobarbital
Klonazepam
Mefenamik acit
Tianeptin

Potasyum klorazepat
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Sekil 1. Yesil recetelerdeki tam ve ilag iliskisi -

Yesil recete sistemi, Tablo 3’te gdsterilen
ilaglarin daha rasyonel ve bilingli kullanimini
saglamak, amag dis1 kullanimini, kagaga kaymasini,
bagimlilik yapmasint onlemek iizere
olusturulmustur. Tablo 3’teki ilaglar bir¢ok kez
giincellenmistir, tedavi ve takipteki gelismeler
dogrultusunda giincellenmeye de devam edecektir.
Ornegin; amitriptilin, barbeksaklon gibi birgok
ilacin daha yesil regete kapsamina alinmasi
gerektigi ile ilgili goriisler meveuttur.*

Demircan ve arkadaslarmm Istanbul’da
kontrole tabi ilag kullammmini  arastirdiklari
calismaya gore, yesil recete yazilan hastalarin
%S55,4’1 kadind1 ve hastalar agirlikli olarak 45-64
yas arasinda idi. Psikiyatristler %37,6 ‘lik oranla en
stk yesil regete yazan hekim  grubunu
olusturmaktadir. Aile hekimleri ise bu listede
%1.9’liik bir oran1 kapsamaktadir. Yesil recetelere
yazilan tim ilaglarin dagilimma bakildiginda
psikoleptikler %56,1 ile ilk siradadir, ikinci sirada
ise %13.2 ile antiepileptikler bulunmaktadir.®

Akic1 ve ark’nin, cerrahi
kontrole tabi regeteleri

operasyonla

iliskili degerlendirdigi
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calismalarinda, kadin regete sahibi orani %58,8
bulunmustur, ayrica %55,5 ile en sik yazilan ilacin
tramadol oldugunu saptamislardir.”

Cinsiyet yiizdesi bakimindan,
calismamizdaki vaka grubu diger caligmalar ile
benzerlik gostermektedir, fakat ¢alismamizdaki yas
ortalamasi daha diisiik bulunmustur. Daha az vaka
olmasi ve ¢ok kiigiik yaslardaki hastalarin fazlalig
bunun sebebi olabilir. Calismamizda, en sik regete
edilen ilacin ise bir antiepileptik olan Klonazepam
oldugu tespit edilmistir. Hiperkinetik bozukluklarin,

cocukluk doneminde, anksiyete ve depresif
bozukluklarin da eriskin donemde daha sik
kargilagilan  yesil  recete  tamilar1  oldugu

bilinmektedir.® Calismamizdaki regetelerde, en sik
girilen tani olan epilepsi hastalig1 da kendisini sik¢a
hiperkinetik siireglerle gostermektedir. Yesil regete
basina en ¢ok kutu yazilan ilacin Fenobarbital
oldugunu tespit ettik. Recete basina yazilan kutu
sayisini, ilacin raporlu  olup olmamasi ve
yazilabilecek maksimal dozu etkilemektedir.

Ingilizce literatiirdeki “Green
Prescription”, Tiirkiye’deki yesil regetelemeyi ifade
etmemektedir.  “Green  Prescription”  genel
pratisyenler tarafindan, fiziksel aktivitedeki artisi
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tesvik etmek i¢in, sedanter hastalara verdikleri bir
regetedir. Hastanin yiiriiylis yapmak igin, haftada
ka¢ giiniinii ve ka¢ dakikasini1 ayirmasi gerektigini
belirtir.®** Bu vyiizden, ilgili konudaki ulusal
calismalarimizi  Ingilizce’ye  “Green Coloured

Prescription” olarak ¢evirmek daha uygun
goziikmektedir.
Yaptigimiz  ¢aligmanin, tek merkezli

olmast ve yesil regete hastasi popiilasyonunun gok
genis olmamasi, en biliyliik kisitliligimizdir. Buna
ragmen, Tirkce literatiirde, hele ki birinci
basamakta benzer g¢alismanin c¢ok nadir olmasi,
konuya ilgiyi arttiracaktir.

SONUC

Birimimize ait kayitlarin incelendigi bu arastirma
ile, suistimale ¢ok agik olan bazi ilaglarin kontrol
altina alinmasi igin gelistirilen yesil receteye dikkat
¢ekilmistir. Yesil recete, hemen her klinisyenin
diizenledigi, ciddi sorumluluklar tasiyan Dbir
sistemdir. Uygun sekilde diizenlenmesi ve
muhafazasi 6nem arz etmektedir.
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Aile Hekimligi ve Bazi Rapor Verme Uygulamalari
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ABSTRACT

Reports occupy important places in our lives. The word “report” can be classified as "An examination of a subject, the results of research,
reporting detections, thoughts, or writings in any work™. In daily life, the physician's reports (doctor reports) come to mind. The dictionary
definition of physician’s reports is "diagnosis of the disease, showing the patient's condition rest, etc, the doctor or doctors writing given by
the board". Family physicians are authorized and mandated for the submission of reports by legislation, except specified reports. Family
physicians are faced with a wide variety of reporting requirements. Requirements vary by geographic and population structure. With the
influence of recent legislative changes, the Health Reports for driver candidates and drivers, Premarital Health Reports, Mental Faculties’
reports demands are more often than others. On editing Health Reports for Driver Candidates and Drivers, the details of legislation should
be well known, examination should be carefully carried out; and if necessary, investigations and tests should be ordered. The report should
be issued for the applicant, if there are no obstacles. In cases regarding the declared or suspected diseases, consultation should be
requested. The applicants’ ages should be carefully inquired in Premarital Health Reports physical examination must be carried out.
Counseling about sexually transmitted and hereditary diseases should be given. In case of suspicion of a disease that constitutes an obstacle
for the marriage prescribed by law, ordering necessary tests are mandatory, otherwise, these tests can be done voluntarily. Relevant
legislations for the aim and scope of the investigation should be followed carefully. Identity information must be reviewed; the physical
examination must be done carefully. Doctors shouldn’t hesitate to administer necessary tests and consultations, but should also avoid doing
unnecessary tests.

Every procedure should be recorded.

Key words: Family medicine, physician reports, medical reports for driver candidates and drivers, premarital health reports

OZET

Hayatimizda, raporlar ¢ok onemli yer iggal etmektedir. Rapor kelimesinin “Herhangi bir iste, bir konuda yapilan inceleme, arastirma
sonucunu, diisiinceleri veya tespit edilenleri bildiren yazi, yazanak™ gibi genis anlam1 vardir. Giinlilk yagsamda rapor denilince siklikla akla
gelen hekim raporlari dir. Sozlikk tanimi; “hastaligin tanisi, hastanin dinlenme durumu vb.ni gdsteren, doktor veya doktorlar Kurulu
tarafindan verilen yazi” seklindedir. Yasal diizenlemelerle belirtilen 6zel durumlar disindaki raporlarin verilmesi i¢in, aile hekimleri
yetkilendirilmis ve gorevlendirilmislerdir. Aile hekimliginde ¢ok cesitli rapor talepleriyle karsilagilmaktadir. Talepler, cografi ve niifus
yapisi ile degisebilir. Son yapilan yasal degisikliklerin de etkisiyle, en sik siiriicii adaylar1 ve siiriiciiler igin saglik raporlar1 (SASSR),
evlilik 6ncesi saghik raporlari(EOSR), akli meleke ve hukuki muamele yapabilir rapor talepleri digerlerinden daha siktir. SASSR’1
diizenlerken mevzuattaki ayrintilar iyice bilinmeli, titizlikle muayene edilmeli ve gerekli durumlarda tetkik ve testler yapilmalidir. Engel
durum yoksa rapor diizenlenmelidir. Beyan edilen veya siiphelenilen hastaliklarla ilgili, gerekli durumlarda diger brang uzmanlarindan
konsiiltasyon istenilmelidir. EOSR’de, kimlik bilgilerinden yas 6zellikle gdzetilmelidir. Muayene mutlaka yapilmalidir. Cinsel yolla
bulasan ve genetik gecisli hastaliklar hakkinda danigmanlik verilmelidir. Yasada belirtilen, evlenmeye engel teskil eden hastaliklardan
stiphe edilmesi durumunda gerekli tetkikler zorunludur, bunun disinda bireylerin istemeleri halinde tetkik yapilabilir. Rapor diizenlerken,
konu ile ilgili mevzuatin istedigi amag¢ ve sekle uygun hareket edilmelidir. Kimlik bilgileri kontrol edilmeli, muayene mutlaka titizlikle
yapilmalidir. Gereksiz tetkik ve islemlerden kacinilirken gerekli durumlarda yapilmasindan ve konsiiltasyon istenmesinden
¢ekinilmemelidir. Yapilan her islem mutlaka kayit altina alinmalidur.

Anahtar kelimeler: Aile hekimligi, hekim raporlari, siiriicii adaylari ve siiriiciiler igin saglik raporlari, evlilik 6ncesi saglik raporlar
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GIiRiS

Hayatimizda, raporlar ¢cok 6nemli yer isgal eder.
Resmiyette, her durum raporlarla
belgelendirilmektedir. Resmi ve hukuki islemleri
raporsuz yiritmek hemen, hemen imkéansizdir.
Rapor kelimesi, dilimize Fransizca “rapport”
kelimesinden ge¢mistir. Tiirk Dil Kurumu (TDK)
sozligiinde; “Herhangi bir iste, bir konuda yapilan
inceleme, arastirma sonucunu, diisiinceleri veya
tespit edilenleri bildiren yazi, yazanak”, “Anlatim”
gibi ¢ok genis genel anlamlar1 vardir. Bunlarin
yaninda “Hastaligin tanisi, hastanin dinlenme
durumu vb. ni gosteren, doktor veya doktorlar
kurulu tarafindan verilen yaz1” olarak da
tammlanmaktadir.! Bu son tanim, daha ¢ok bizim
konumuzu olusturan giinlik yasamda rapor
denilince siklikla akla gelen hekim raporlarim
(doktor raporlari) tarif etmektedir.

Hayat, resmiyette bu doktor raporlarindan
biri olan “dogum raporu” ile baglar, niifus
hizmetleri kanununa gore “tecilin usiilune ve
ornegine uygun olarak diizenlenmis belgelere
dayandirilmast  zorunludur”.? Niifusa bildirim,
dogumu gosteren resmi belge ile yapilabilir.® Spor
yapma, ise baslama, is gorememezlik, ehliyet alma,
silah bulundurma, evlenme, dogum &nce Oncesi,
dogum sonrast, yaglilikta hukuki igslem yapma gibi
hayatin her énemli evresinde bu raporlara ihtiyag
duyulur. Hayatin sona ermesi ve sonrasinda, defin
ruhsati vermeye kanunun yetki verdigi kisi ve
kurumlar arasinda, varsa resmi tabipler yer
almaktadr.’

Raporlarin kigilere yonelik asil amaci,
onlarin sagliklar ile ilgili olasi riskleri tespit edip
onlemektir. Ama¢ bu olunca, raporlarin sekil ve
icerik bakimindan ¢ok farkliliklar gosterecegi
anlagilabilir. Bunun i¢in 6zenli bir muayenenin
yaninda, gerekli tetkik ve testlerin titizlikle
yapilmasi gereklidir. Biitiin bu uygulamalar1 yapip
degerlendirirken, konu ile ilgili mevzuatin tam
olarak neler istedigini bilerek hareket edip usuliine
uygun rapor  diizenlemek  gerekir.  Rapor
diizenlerken diger brang hekimlerinden
faydalanmak imkan dahilindedir. Titiz davranilarak,
gerektigi gibi diizgiin ve eksiksiz hazirlanan
raporlar, kisiyi olas1 risklere karsi korudugu gibi,
raporu diizenleyen hekim veya hekimlere de yasalar
karsisinda giivence saglar.

flgili Mevzuat “birinci basamak saghk
kuruluglart ve resmi tabiplerce dilizenlenmesi
ongoriilen her tiirli rapor, sevk evraki, regete ve
sair belgeler, aile hekimligi uygulamasina gecilen
yerlerde aile hekimleri tarafindan diizenlenir”
demektedir.> Aymi mevzuatta “rapor ve diger
kullanilacak belgelerin sekli ve igerigi, kayitlarin
tutulmasi ile calisma ve denetime iligkin usul ve

esaslar, Saglik  Bakanliginca
yonetmelikle diizenlenir’denmektedir.”

¢ikarilacak

Hekimlere gelen rapor talepleri, kisinin
saglik durumunun belirlenmesi gibi kismen daha
basit olan “Durum Bildir Raporu” olabilecegi gibi,
¢ok daha karmasik ve spesifik olan kisi ya da ilgili
kurum tarafinca belirlenmis olan durumala ilgili
saglik acisindan uygunlugunun istendigi raporlar da
olabilmektedir. S6z konusu spesifik raporlar,
hekimlerin en zorlandig1 raporlardir. Cogu kez
istenilen durumla ilgili sartlarin, hekim tarafindan
tam bilinmesi miimkiin olamayabilmektedir. Her
konu ile, ayrintili resmi dokiiman bulmak da
oldukca gii¢c veya miimkiin degildir.

Bu durum, raporlarin ¢ok spesifik konulari
icermesi nedeniyle olabildigi gibi, ¢ok g¢esitli
konularla ilgili rapor taleplerinin gelmesinden de
kaynaklanmaktadir. Raporlarin, hangi amagla
istendigi ve degerlendirme oOlgiitleri net degildir.
Boyle durumlarda gerek kisi gerekse hekim gesitli
hukuki risklerle kars1 karsiya gelmektedirler. Rapor
talep eden kisiler, basvuru sirasinda bunun bir
formalite ve bir imzadan ibaret oldugunu
distinmektedir.  Ancak, olumsuz hukuki bir
durumla karsilasildiginda, kimse hata veya eksikligi
mazur gormemektedir. Halbuki raporlar kisiye
saglik garantisi vermezler. Rapor verilirken ilgili
diger brans hekimlerinden konsiiltasyon
istenilebilir, sonu¢ normal olsa dahi, tespit
edilebilinecek  durum atlandi ise  sorumlu
olunabilinecegi unutulmamalidir.

Aile hekimlerinden talep edilen raporlar;
Siirlicii Adaylar1 ve Siiriiciiler i¢in Saglik Raporlart
(SASSR), Evlilik Oncesi Saglik Raporlar1 (EOSR),
Ileri Yasta Hukuki Ehliyet, Akli Meleke Raporlart
Hukuki Muamele Yapabilir Raporu, Ugak ile
Seyahat Raporlari, Yivsiz Av Tiifegi Raporlari,
Sporcu Lisans Raporlari, Okula baglama Raporlari,
Ise girebilir Raporu, Askerlige Elverislilik Raporu,
Adli Raporlar, Dogum Raporlari, Oliim bildirim
Raporlar;, Is goremezlik Raporlari gibi ¢ok
gesitlidir. Rapor bagvurulariin bir kismi yazili ve
usuliine uygun formlarla, bir kismida soézel olarak
yapilmaktadir. S6zel olarak yapilan bagvurular, aile
hekimlerinin islerini gii¢lestirmekte, zaman, zaman
basvuru sahipleri ile gerginlik veya tartismalara
neden olabilmektedir.

Rapor talep sayilari, yer ve zamana gore
degismekle birlikte, genel olarak SASSR, EOSR,
Akli Meleke Raporlar1 daha agirlikli yer tutar.

Siiriicii adaylar1 ve siiriiciiler icin saghk
raporlari

Siiriicii adaylar1 ve Ssiiriiciilerde aranacak saglik
sartlart ve muayene usiilleri c¢esitli yasa ve
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yonetmeliklerle belirlenmis olup, gerektikce giiniin
ihtiyaclarina gore degistirilmektedir.  “Siiriicii
Adaylar1 Ve Siriiciilerde Aranacak Saglik Sartlari
ile Muayenelerine Dair Y&netmelik”, Igisleri ve
Saglik Bakanlifinca yasa kapsaminda miistereken
hazirlanmustir .*" 2013 yilinda Kanunda yapilan
degisiklik kapsaminda “Motorlu Tasit siiriicii
Kurslart ~ Yonetmeligi” 05/12/2015  tarihinde,
Karayollar1  Trafik  Yonetmeligi  17/04/2015
tarihinde,“Siiriici  Adaylar1 Ve  Siiriiciilerde
Aranacak Saghik Sartlari ile Muayenelerine Dair
Yonetmelikte  Degisiklik ~ Yapilmasina  Dair
Y onetmelik” 29/12/2015 tarihinde
yaymmlannustir.>*1%* Bu ii¢ Yonetmeligin yiiriirlik
tarihi 01/01/2016 dir.

S6z  konusu  yonetmelik  degisikligi
kapsaminda, SASSR diizenlenme isleminin
yiriitilmesi, Saglik Bakanligi’nin resmi yazisi ile
ayrmtill  sekilde anlatilmaktadir.® Buna gore
“Saglik Bakanhg ve Universitelere ait saghik
tesisleri, aile sagligi merkezleri ve Saglk
Bakanliginca  ruhsatlandirilmis  6zel — saglik
kuruluslarinda (6zel hastane, 6zel tip merkezi, 6zel
poliklinik ve o6zel muayenehane) c¢alisan
tabip/uzman tabiplerce diizenlenebilecektir.
Emniyet Genel Midirligi ve Jandarma Genel
Komutanliginca verilen, egitim sonrasinda siiriicii
belgesi alacak personelin saglik raporlart kendi
kurum tabipliklerince diizenlenebilecektir”.

Siiriicii belgesi siniflar1 asagidaki sekilde yeniden
gruplandirilmstir;

a) Birinci grup: M, Al, A2, A, B1, B, BE ve F
smiflari,

b) Ikinci grup: C1, C1E, C, CE, D1, D1E, D, DE ve
G siniflar.

Saglik raporu sablonu ilgili kurumlar (Saglik
Bakanligi ve Igisleri Bakanhigi Emniyet Genel
Midiirligii) tarafindan uzlasi ile hazirlanmis olup,
dort ayri kisimdan olusmaktadir®®*01t:

I Kisim:  Siriicii/sliriici  adaymin  kimlik
bilgilerinin ve fotografinin oldugu kisimdir.

ILKisim: Saglik tesisleri, aile sagligi merkezleri
veya Ozel saglik kuruluslarinda goérevli pratisyen
tabip/aile hekimi tarafindan doldurulacak kisimdir.

IIL.Kisim: Saglik tesisleri/6zel saglik kuruluslarinda
gorevli ilgili uzman/uzman tabipler tarafindan
doldurulacak kisimdir.

IV .Kisim: Ozel tertibatli motorlu ara¢ kullanilmasi
gereken durumda il/ilge saghk midirligi
blinyesinde ~ kurulan  komisyon  tarafindan
doldurulacak kisimdir.

Siiriici raporuna iliskin muayenede, hekim
muayenesinde siirlici  veya siirlici adayinin
asagidaki sorunlarinin olup olmadigini
degerlendirmekle yitkimlidiir'®:

a. Isitme kaybu,

b. Denge problem (giinliik hayati kisitlayan),
c. Uyku apnesi gibi uyku bozuklugu,

d. Malignite 6ykiisii,

e. Ekstremite noksanligi,

f. Kas, kiris ya da bag lezyonlari,

g. Diabetes mellitus hastaligt  (regiile
olmayan, hipoglisemiye neden olabilecek
ilag kullanan),

h. Kardiyovaskiiler Sorunlar (akut kroner
sendrom, kalp yetmezligi, ritim
bozuklugu, kalic1 pil implantasyonu v.b),

i. Organ yetmezligi (Kronik Bdbrek
Yetmezligi ve diger dekompanze organ
yetmezlikleri),

j. Santral Sinir Sistemi hastaliklari,

K. Periferik Sinir Sistemi Hastaliklari,

I.  Epilepsi, Kas hastaliklari,

m. Psikyatrik Sorunlar,

n. Alkol ve Psikotrop madde bagimlilig. ™

Ozetle, hekime yapilan ilk basvuru
sirasinda, yukarida sayilan durum ve hastaliklarin
taranmasi ve liizumu halinde ilgili uzmanliklara,
komisyonlara, siiriicii ya da siiriicii adaylarinin
gonderilmeleri gerekmektedir. **

SASSR almak igin, ydnetmelikte ifade
edilen saglik tesislerinde gorevli pratisyen tabip/aile
hekimine beyan formunu doldurduktan sonra
bagvuruda bulunmak miimkiin olacaktir. Basvuruda
bulunulan hekim, beyan formunu incelemek ve
muayenesini yapmak kosuluyla saglik raporunu
tanzim etmektedir. Beyan formunda beliritilen
durumlara sahip olan ya da muayenesinde patoloji
saptanan bireylerde de ilgili uzmanlik dallarindan
goriis almak kosuluyla, II. Kisim doldurtulacaktir
ve uygun ise saglik raporunun diizenlenmesi
miimkiin olacaktir. **

Muayene  olunan  yerde,  hekimler
stiriicli/siiriici adayinin muayenesinde ek tetkikler
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talep ederek, saglik raporunun III. Kismim
doldurmaktadirlar. Siiriicti belgesi, smifi ya/ya da
kisithiliklarina iligkin kod numaralar1 eklenerek
stiriicii/stiriicii = adayt  saghk raporu tanzim
edilmektedir. **

Strlicli, ya da siiriici adaymin 6zel
tertibatli ara¢ kullanmasina iliskin gereksiniminin
olmasi durumunda, birey 11 Saghk Miidiirliigii
nezdinde kurulan komisyona havale edilmektedir.
Muayene formuna eklenecek olan kodlar ise, bu
uygulama i¢in hazirlanmis kod tablolarindan
edinmek miimkiindiir. 11 Saghik Miidiirliigii niin
kuracagi komisyonda idareciler, ilgili brang
uzmanlari ve meslek oda  temsilcileri
bulunmaktadir. Kurulan komisyon tarafindan,
ongoriilen 6zel tertibat kod numarasi ile siiriicii ya
da siiriici adaymnin alabilecegi ehliyet sinifi
belirlenmektedir.™

Muayene g¢ercevesinde, Ozellikle kirilma
kusurlarmmin =~ ve  diger gérme  sorunlarinin
degerlendirilmeleri  6nem  arz  etmektedir.
Yonetmelikte “Siiriicii/siiriicii adayinin motorlu bir
araci kullanmak i¢in gerekli olan yeterli gérme
keskinligine sahip olduklarindan emin olunmasi
icin uygun degerlendirilme yapilir. Kisilerin gérme
keskinliginin yetersiz olduguna ve/veya goze ait bir
hastaliga dair bir sliphe s6z konusu oldugunda,
uzman tabip tarafindan muayene edilir” hitkkmii yer
almaktadir. Muayenede, kirtlma  kusurunun
saptanmasinda (gérme derecesi tayininde) snellen
eseli Onerilmektedir. “Birinci grup siiriiciilerde
diizeltmeli veya diizeltmesiz olarak bir goziin
gormesi 0,1’den asagi olmamak sartiyla her iki
g0zlin gérme derecesi toplami 1,0 (tam) olmalidir.
Ikinci  grup  siiriiciilerde  diizeltmeli  veya
diizeltmesiz olarak az gdren goziin gormesi 0,6 ve
iyi goren goziin gérmesi 0,8’den asagi olmamali
veya sag goz 0,7 ve sol géz 0,7 olmalidir.
Monokiiler siiriiciilerde gdrme giicli goren gozde
1,0 (tam) olmalidir” denilmektedir.'®

Siiriicii ya da siiriicii adaylarindan “iki
g0zl de goren ve beyan formunda belirtilen renk
korligi, gece korliigi (tavukkarast), goz kapaginda
disme, ¢ift gorme veya sasilik, blefarospazm,
katarakt, afaki veya progresif gz hastalig
bulunmayan kisilerin pratisyen tabip/aile hekimi
tarafindan goérme keskinligi yoniinden muayenesi
yapilir.” GOz muayenesi neticesinde, gozlik
kullanimi  lizum ederse, “gozlik kullanmak
kaydiyla” ara¢ kullanabilecegine iliskin rapor
hazirlanmasi miimkiindiir. Pratisyen tabip ya da aile
hekimleri, siiriici muayenelerinde, sadece gozliik
(01.01), ya da gozlik veya kontakt lensle (01.06)
ara¢ kullanabilir kodlarmi kullanabilmektedirler.
Gorme muayenesi sirasinda karar verilememesi ya
da ileri degerlendirme gerektirmesi durumunda,
siriici ya da siiriici adayr g6z hastaliklarn

uzmanina sevk edilmektedir .*?

Bunlardan anlasilmaktadir Ki, SASSR’nin
verilmesi mevzuattaki ayrintilarin iyice bilinmesini,
muayenenin titizlikle yapilmasini ve gerekli tetkik
ve testlerin yapilmasini gerektirmektedir.

Degistirilen yonetmelige gore, “M, Al,
A2, A, B1, B, BE, F ve G smuft siiriicii belgeleri 10
yil; C1, CIE, C, CE, DI, DIE, D ve DE sinifi
siiriicii belgeleri ise 5 yil gegerlidir”.® Bunun
yaninda, maddenin yiiriirliige girdigi tarihten once
verilmis olan ve 2918 sayili Kanuna gore
“degistirilmesi zorunlu olan stiriicii belgelerinin
degistirme islemleri bes yil igerisinde tamamlanir.
Gerekmesi halinde bu siire Icisleri Bakanhiginca
uzatilabilir”  denilmektedir.’” Tirkiye’de, TUIK
2014 rakamlarina gore 25 972 519 siiriicii belgesi
mevcuttur .*® Bu kadar yiiksek sayida belgenin
degisecek olmasi, hekimlerin is yogunlugunu bir
hayli arttiracak olup, giinliik mesailerinden 6nemli
bir zaman dilimini alacaktir.

Evlilik Oncesi Saghk Raporlar

Evlenmden o©nce, evlenecek Kkisiler evlendirme
memurluklarina basvurduklarinda, kendilerinden
gerekli belgeleri tamamlamalart istenir. Bu
belgelerden biri EOSR’dir. Mevzuata gore,
evlenecek kisilerden evlilik Oncesi muayene
olunmast ve rapor istenmesi yasal bir
zorunluluktur.'*?°

7/8/1931 tarih ve Bakanlar Kurulu karar
ile yiriirlige konulan, Evlenme Muayenesi
Hakkinda Nizamname’de, evlilik oncesi
muayenelerin ne sekilde yapilacagt
agiklanmaktadir. Bu Nizamnamenin 2. maddesinde
“Hususi tabiplerin ve hiikiimet tabibinden gayr1
etibbay1 resmiyenin verdigi sihhat raporlart mahalli
hiikiimet tabipligi veya vekili tarafindan tasdik
edilmedik¢e muteber olmaz. Hiikiimet tabipleri, bu
raporlari tasdik etmezden evvel, mevcut kuyudattan
hakkinda sihhat raporu verilen evlenme namzedinin
Umumi Hifzissthha Kanununun 123. ve 124.
maddelerinde mezkir evlenmege mani
hastaliklardan biriyle malul olup olmadigim
arastiracaklardir.  Hilkiimet tabipliginin = resmi
miihiiriinii ve tabibin imzasin1 havi olmayan sthhat
raporlart muteber degildir.” diizenlemesi yer
almaktadir.

1985 yilinda yaymlanip yiiriirlige giren
evlendirme yonetmeligi, hangi hallerin evlenmeye
méni oldugunu belirtmektedir.?* Saglik raporunun
olmamasi, evlenme engelleri arasinda sayilmustir.
Raporlarin, Toplum Sagligi Merkezlerinde ve bagl
Ana Cocuk Saghigi ve Aile Planlamasi
Merkezlerinde diizenlenmesi esastir. Bu iglemlerin,
hastaneler ve 6zel saglik kurumlar tarafindan da
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yapilmas1 miimkiindiir. Bu raporlar, Toplum Saglig:
Merkezi tarafindan onaylanmadan gecerli degildir
2 Aile Hekimligi Kanununa gbre, aile hekimleride
bu raporlari vermekle gorevlendirilmislerdir .

Aile hekimine bagvuran Kkisilere, Once
evlilik dncesi muayene ve danismanlik hizmetleri
ile ilgili bilgi verilir. EOSR Basvuru Formu ve Risk
Degerlendirme Formu verilip formun birlikte
doldurulmas: istenir, niifus clizdanlar1 mutlaka
incelenir. 17 yasindaki kisilerin hem kendilerinden,
hem de veli veya vasilerinden imza alinir. 16
yagindakiler hakim karart olmadan evlenemez.
Form incelenir, anemnez alinir, fizik muayene
yapilir, genel psikiyatrik muayene yapilir. Evlilik
oncesi yapilan muayenenin amaglart arasinda,
bulagict hastaliklar, genetik gecisli hastaliklar,
ireme sagligi, olasi riskler, bu risklerden korunma
yollar1 konusunda kisilere danigmanlik verilmesi
olmalidir. Distan acgik¢a goriilebilen muayene
bulgusu yoksa, hastalik yoksa danigmanlik
verildikten sonra EOSR diizenlenmelidir. Halen
yiiriirliikte olan Umumi Hifzissihha Kanunu(UHK)
123. maddeye gore frengi, belsoguklugu, yumusak
sankr, clizzam ve bir akil hastaligina miiptela
olanlarin evlenmesi yasaktir.

Cinsel yolla gecen bulasici hastaliklar,
cinsel davranislar, tiiberkiiloz, akil hastaligi, Hepatit
C ve genetik hastaliklarin  sorgulanmalari
beklenmekte ve siliphe lizerine kan grubu, HIV-
Eliza, HBsAg, VDRL-Sfiliz ve Hemoglobin
elektroforezi gibi tetkikler, icretleri kendilerince
karsilanmak suretiyle istenebilmektedir. Mevzuata
gore, evlenmeye engel olabilecek bulasict
hastaliklar tarif edilmigtir (6rn. sifiliz, gonore,
yumugsak sankr ya da lepra). Tiiberkiilozun,
tedavisinin iyilesmenin olmadigi ikinci alti aylik
tedaviden sonra, ya da evlenmeye engel olmayan
bulasict hastaliklarda rapor diizenlenebilmektedir
(6rn. AIDS, Hepatit B ve Hepatit C). Tetkikler,
sadece evlenmeye engel teskil eden durumlarda
zorunlu olmaktadir, diger hastaliklarda bireyin
istegine bagli olmaktadir.

Hastalik olmadigi  durumlarda rapor
diizenlenir. Evlenme engeli teskil eden bulasict
hastalik stiphesinde, hastaligin bulastiriciligi sona
ermeden rapor diizenlenmez. Akil ve ruh hastaligi
siphesinde, kisi degerlendirilmek iizere tam
tesekkdillli bir hastaneye sevk edilir. Evlenme engeli
teskil etmeyen bulagict hastaliklarda, danigmanlik
verilerek kisi ve kisilerin isteklerine gore davranilir.
Hemoglobin elektroforezi sonucu, ¢iftin her iki
bireyinde Talasemi tasyiciligr tespit edilmisse,
bunun evlilige engel olmadigini ancak olasi riskleri
anlatarak, prenatal ileri tetkik imkanlarinin
kullanilmast ve ona gore karar verip hareket
edilmesinin uygun olacagi kendilerine
soylenmelidir. Testin, diger sonuglarinda risk

bulunmadigr kisilere ifade edilmelidir. Rapor
diizenlenirken en c¢ok dikkat edilmesi gereken iki
husus;  kimlik  bilgilerinin, dolayistyla  yas
kontroliiniin mutlaka yapilmas: ve yapilan veya
yapilmayan her seyin kayit altina alinmasidir.

Diger raporlar
Gebelerin ucak seyahat raporlari

Yirmi sekiz haftalarint heniiz tamamlamamis
gebelerin, ugak seyahati i¢in rapora gereksinim
duyulmamaktadir. Ancak 28-36. haftalar arasinda
aldiklar1 “ugakla seyahatinde herhangi bir sakinca
yoktur” ibaresi bulunan saglik raporlartyla ugmalari
miumkindir. Otuz altt hafta ve sonrasinda ise,
doktor raporu olsa dahi hamile yolcularin
seyahatine izin verilmez.

Cogul gebeliklerde ise, 28-31. haftalar
arasinda raporla seyahat etmeleri miimkiindiir. Otuz
iki hafta ve sonrasinda seyahatlari
yasaklanmaktadir. Raporun yeni hazirlanmig olmasi
(en fazla yedi giin) ve hekimin adi-soyad, diploma
numarast ve imzast bulunmasi beklenmektedir.
Rapor Ingilizce ya da Tiirkge tanzim edilmis
olmahidir.”®

Hava yolculugunun yapilmamasi gereken
durumlar

Bir haftadan kiigiik yenidoganlar, istirahatte bile
g0giis agrist olan coroner arter hastaligi olanlar,
herhangi bir sebepten dolayr kafa i¢i basing artisi,
sinus ya da kulak burun bogaz enfeksiyonu olanlar,
yeni gecirilmis myokart enfarktiis 6ykiisii olanlar,
ileri diizeyde solunum yetmezligi olanlar,
pnomotorakst olanlar, orak hiicreli anemi gibi
hematolojik sorunlart olanlar, sistolik kan basinci
>200 mmHg olanlar, hipertansiyonu regiile
olmayanlar, yeni gecirilmis cerrahi ve viicut
bosluklarinda gazin  biriktigi  (gastrointestinal
system, beyin, gbz i¢i vb.) durumlarda ugus
kontrendikedir. Aletli dalis yapan dalgi¢larin da
ucus icin bekleme siirelerine uymalidirlar (Bir veya
daha fazla giin simirsiz dalis yaptiktan sonra en az
24 saat, 2 saat dalig yaptiktan sonra en az 12 saat.)**

fleri yasta hukuki ehliyet

Mevzuatimizda, 65 yasinda olan her kiginin, hukuki
islemde bulunabilmeleri i¢in saglik raporuna
gereksinimleri bulunmamaktadir. Ancak yapilan bir
hukuki islem neticesinde, gecerli hak sahipligi
edinebilme ya da bor¢lanabilme ihtimali karsisinda,
hukuki  iglem  ehliyetinin  degerlendirilmesi
gerekmektedir. Medeni Kanunumuza gore, fiil
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ehliyeti kosullar1 belirlenmistir. Fiil ehliyetinin
varligindan bahsetmek i¢in, bireyin resit olmasi ve
temyiz kudretine sahip olmasi ve kisitlanmamis
olmas1 beklenmektedir.”® Yani 65 yas ve iizeri ile
ilgili mevzuatimizda bir kisitlama
bulunmamaktadir.

Pratikte ise bu durum farklidir. Genellikle
65 yas ve lzerindeki bireylerden, bir rapor talep
edildigi i¢in toplumda bu ydnde bir kanaat
olusmustur. Tapu satislarinda bagislama, ipotek,
rehin vb. gibi islemlerde, basvuranlarin medeni
haklarin1  degerlendirme  ehliyetlerinin  olup
olmadiginin arasgtirtlmasinin gerekliligi
vurgulanmaktadir. Bu hususta kuskuya diistildiigi
taktirde, tapu sicil midiirliigiince hekimden rapor
istenecegi  bildirilmektedir.”®  Yash bireylerde
yukarida belirtildigi gibi mutlaka bir rapor kosulu
bulunmamaktadir, ancak siiphe iizerine ya da bu
hususta intikal eden bir ihbar ya da sikayet iizerine,
akli melekeleri bir doktor araciligiyla ile
saptanmahdlr.27

SONUC

Giinliik aile hekimligi pratiginde, ¢ok gesitli saglik
raporu talepleri ile karsilasilmaktadir. Her raporun
kendine has  &zellikleri  vardir.  Insanlarin
hayatlarinda yer tutan énemli belgelerdir. Hukukun
karar  verirken  yararlandigi, en  Onemli
referanslardandir. Yanlis veya eksik diizenlenen
raporlar kisiyi zor durumda birakabilecegi gibi,
raporu diizenleyen hekimi de sikintiya sokabilir.
Bazi istisnalar disinda, 6zellikle sik talep edilen
raporlarin sekil ve igerik olarak nasil diizenlenecegi
ilgili mevzuat tarafindan belirlenmistir.

Rapor diizenlerken, bu bilgiler 1s18inda,
hukuki sorunlarla karsilagsmamak, magdur etmemek
ve olmamak i¢in konu ile ilgili mevzuatin istedigi
ama¢ ve sekle uygun hareket edilmelidir. Kimlik
bilgileri  kontrol edilmeli, muayene mutlaka
titizlikle ~ yapilmahdir.  Gereksiz ~ tetkik  ve
islemlerden  kacimilirken, gerekli  durumlarda
yapilmasindan ve konsiiltasyon istenmesinden
¢ekinilmemelidir. Yapilan her iglem mutlaka kayit
altina alinmalidir.
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Review Article / Derleme

The Breastfeeding in Adolescent Mothers

Adolesan Annelerde Emzirme

Giilsen Isik*", Nuray Egelioglu Cetisli*

OZET

Diinya Saghk Orgiitii, addlesan donemini 10-19 yaslar1 arasindaki donem olarak tanimlamakta ve diinyada her alt1 kisiden
birinin addlesan oldugunu bildirmektedir. Bu donemde gerceklesen fiziksel ve psikolojik degisiklikler, madde bagimlilig1,
korunmasiz cinsel iliski ve istenmeyen gebelikler gibi bazi riskli davraniglara neden olabilmektedir. Hem gelismis, hem de
gelismekte olan tilkelerde addlesan gebelikler 6nemli bir saglik sorunudur. Adélesan gebeligin risk faktorleri, cok yonlii ve
karmagiktir. Abortus, erken dogum tehditi, gebelikte hipertansiyon, anemi, diisiik dogum agirligi, konjenital anomali riski,
artmis neonatal mortalite ve emzirme problemleri bunlar arasinda sayilabilir. Birgok agidan riskli bir donemde olan addlesan
anneler arasinda emzirmeye baslama, emzirmeye devam etme oranlarinin az olmasi da, anne ve bebegin sagligini olumsuz
etkileyen ve goz ardi edilen 6nemli sorunlardandir. Diisiik sosyoekonomik durum, partner yoklugu, sosyal destek yetersizligi,
olumsuz anne ve es destegi, agri, kiiltiirel etkiler, bilgi eksikligi, olumsuz deneyimler, emzirme niyeti, emzirmeye iligkin
tutum ve 6z-yeterlilik emzirmeyi etkileyen faktorler olarak belirtilmektedir.

Anahtar kelimeler: Adolesan, annelik, emzirme

ABSTRACT

World Health Organization defined the adolescent period between the ages of 10-19 and declared that one out of every six
people are adolescent. Physical and psychological changes in this period might cause risky behaviors such as drug abuse,
sexual intercourse with no protection and unwanted pregnancy. Adolescent pregnancies are an important health problem in
both developed and developing countries. Risk factors of adolescent pregnancy are complicated and miscellaneous. Abortus,
threat of premature birth, hypertension in pregnancy, anemia, low weight of the newborn, congenital anomaly risk, increased
neonatal mortality and breast feeding problems are some of them. For adolescent mothers, who are in a risky period for many
aspects, low rates of starting and continuing breast feeding is another important and neglected problem affecting mother's and
newborn's health negatively. Low socio-economic condition, absence of partner, inadequate social support, negative support
of parents and couple, pain, cultural factors, lack of knowledge, negative experiences, breast feeding intention, manner
regarding breast feeding and self-sufficiency were reported as factors affecting the breast feeding.

Key words: Adolescent, motherhood, breastfeeding
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GIiRiS

Diinya Saglik Orgiitii (DSO) ve Birlesmis Milletler
Niifus Fonu (UNFPA), adolesan donemini 10-19
yaglar1 arasindaki donem olarak tanimlamakta ve
diinyada her alt1 kisiden birinin addlesan oldugunu
bildirmektedir."?® ~ Amerikan Psikiyatri Birligi
(APA, 2002) ise; addlesan donemini fiziksel,
biligsel, davranigsal ve bireysel otonomi diizeyinin
arttig1 cocukluktan yetiskinlige gecilen bir donem
olarak belirtmektedir.*** Bu dénemdeki fiziksel ve
psikolojik  degisiklikler, madde bagimliligy,
korunmasiz cinsel iligki ve istenmeyen gebelikler
gibi bazi riskli davranislara neden olabilmektedir.®

Hem saglik nedenleri, hem de sosyal
nedenlerden dolayr adélesan dogurganlik konusu
dnem tasimaktadir. Diinya Saglik Orgiitii, 15-19
yaslar arasinda yaklasik 16 milyon kiz oldugunu,
her yil 15 yasin altindaki bir milyon kizin dogum
yaptigini  bildirmistir. Diinya c¢apindaki tiim
dogumlarin, %]11°1, 15-19 yaglart arasindaki
adolesanlar  tarafindan  yapilmaktadir. Bu
dogumlarin %95°1, diisiik ve orta gelirli iilkelerde
meydana gelmektedir.” Tiirkiye Niifus ve Saglik
Arastirmast  (TNSA) 2013  verilerine gore,
Tirkiye’de  addlesanlar  genel  popiilasyonun
%26’s1n1 olusturmakta, bunlarin %16,2” si evli,
%235’1 ise ¢ocuk sahibi olmaya baslamugtir.? Tiirkiye
Istatistik Kurumu (TUIK) 2015 verilerine gére ise,
15-19 yas grubundaki her bin kadin bagina 25
dogum diismektedir.®

Erken dogum, abortus, disiik dogum
agirhigl, konjenital anomali, eklampsi gibi gebelik
ve dogum sirasinda meydana gelen
komplikasyonlar, adolesan gebeliklerin  riskli
gebelikler  olarak  kabul edilmesine neden
olmaktadir. Maternal ~ Olimlerin ~ %13’{inii
adolesanlar olusturmakta ve addlesan gebeliklerde
neonatal mortalite oran1 artmaktadir.’®***2 Adélesan
annelerden dogan bebeklerin, 20-24 yaslarindaki
kadinlardan dogan bebeklere gore hastalik ve 6liim
riskleri daha fazladir.” Adélesan annelerin
bebeklerinde  diigiik dogum agirhikli  olma,
prematiirite, gelisimsel ve 6grenme zorluklar1 ve
beslenme problemleri daha fazla goriilmektedir.****
Adolesan annelerden dogan bebeklerin beslenme
ihtiyaglar1 son derece 6nemlidir."® Anne siitiiniin,
yenidogan i¢in kisisellestirilmis ila¢g oldugu ve
adolesan annelerin prematiire ve diisiik dogum
agirlikli dogma riski olan bebekleri igin ayrica
onemli oldugu bildirilmektedir.’® Bir ¢ok agidan
riskli bir donemde olan adolesanlar arasinda,
yenidogani emzirme uygulamasinin eksikligi ve
emzirme oraninin az olmasi da bilinen kiiresel halk
sagligt  sorunlarindandir.  Adodlesan annelerin
bebekleri igin emzirme ¢ok Onemli olmasina
ragmen, yenidogan beslenmesi adolesanlar igin
kompleks bir olay olabilmektedir."” Bu derlemenin

amaci, adolesan annelerdeki emzirme durumunu ve
emzirmeyi etkileyen faktorleri incelemektir.

Adolesan Annelerde Emzirmenin Yararlar

Emzirme; anne, bebek ve c¢ocuk 6liim oranlarini
azaltmada en Onemli faktdrlerden biridir ve hem
anne, hem de yenidogan i¢in bircok faydasi
bulunmaktadir.®® Cesitli rahatsizhiklara karsi, anne
sttt benzersiz bir koruma saglar. Bagisiklik
sistemi, sindirim sistemi ve beyin gelisiminin yani
sira, solunum yollar1 ve gastrointestinal sistem
enfeksiyonlarmin goriilmesini azaltir ve genel
biliylimeyi igeren yenidogan sagligina iliskin bir¢ok
yarar  saglar.®¥%%?2  Tarismasiz  addlesan
kadmlar da, emzirmeden  biiyiik fayda
saglamaktadirlar. Ornegin, diisiik gelirli olmaya
egilimli ad6lesan anneler i¢in ekonomiktir ve saglik
giderlerini azaltmada katkis1 vardir. Ayrica
tekrarlayan gebeliklerin yiiksek oldugu bu grupta,
emzirmeyle birlikte olan laktasyonel amenore
dogum araliklarmin artmasina yardimer olarak
fayda saglayabilmektedir. Annelerin, gebelik 6ncesi
kilolarina hizla dénmelerini saglar ve obez ya da
¢ok kilolu olmalarini 6nler. Annelerin, annelik 6z
giivenini ve anne-bebek baglanmasimi artirip,
depresyon riskini azaltir ve emzirme siiresinin
uzamasindaki kararlarimi  da  olumlu olarak
etkilemektedir,'"2%-21,22324

Adolesan Annelerde Emzirme Oranlari

Tim iilkelerde, addlesan annelerin emzirmeye
baslama ve emzirmeyi devam ettirme orani,
yetigkin annelere gore daha diistiktiir ve bir¢ok
adolesan 6 haftadan daha az siire emzirmeyi devam
ettirmektedir."2>%627 Amerika’da (2014)
yaymlanan emzirme raporunda, genel emzirme
oran1 %79,2, ilk 6 ayda sadece anne siitii verme
oram ise %18,8 olarak belirtilmistir.”® Center for
Disease Control (CDC) 2011 raporuna goére ise, 20
yas ve altindaki annelerin yalnizca %19,3’1, 20-29
yas arasindaki kadinlarin %36,4°1, 30 yas ve iizeri
kadinlarin ise %45°1 3 ay boyunca sadece anne siitii
vermektedir.®  Yetiskinlerle  kiyaslandiginda,
Ontorio’daki addlesanlarda taburcu oldugunda
sadece anne siitii ile emzirme oram %27’dir.3%*
Ingiltere’de yapilan postpartum, ilk alti haftada
annelerin  emzirme oranlarinin  karsilagtirtldigt
calismada, yetiskin annelerin 20 yas altindaki
annelere gore 5 kat daha fazla emzirdigi
belirlenmistir.* Santo ve ark. (2007)'nin® yaptig
caligmada, Brezilya’da addlesan annelerin yetiskin
annelere gore, 6 aydan Once bebeklerine sadece
anne siitii vermeyi terk etmelerinin 1.5 kat daha
fazla oldugu bulunmustur.®® Literatiirde, ad6lesan
gebelerin  %81-84’iiniin, gebelikleri  boyunca
emzirmeye niyetinin  oldugu belirtilmig®**3*3°
olmasina ragmen, gergek emzirmeye baslama orani
%39 ile %69 arasinda degismektedir,3*3%%7:383940
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Ayrica yapilan c¢aligmalara goére, emzirmeye
baslayan adolesanlarin yarisindan fazlasi, ilk ay
icinde emzirmeyi birakirken®**"*°, sadece %18,7-
22,6’s1 6 ay emzirmeye devam etmektedir.***?

Adoélesan Annelerde Emzirmeyi Etkileyen
Faktorler

Bebeklerini emzirme olasiligi az ve dzel bir grup
olan addlesan annelere iliskin bilgi azdir. Adélesan
annelerdeki emzirmemenin nedenlerinin, yetiskin
anneler ile ayni olup olmadigi belirsizdir.”***%
Literatiirde adolesan annelerde ekonomik durum,
evlilik durumu, sosyal destek, anne ve es destegi,
agr1, kiiltlirel etkiler, bilgi eksikligi, olumsuz
deneyimler, emzirme niyeti, emzirmeye iliskin
tutum ve 6z-yeterlilik emzirmeyi etkileyen faktorler
olarak belirtilmektedir."’*°

Amerika’da, diigiik gelirli adolesan anneler
arasinda yapilan calismada, annelerin %75’i hig
emzirmemis ya da sadece bir hafta emzirmislerdir.*’
Adolesan annelerin, emzirmeye baglamalariyla
iligkili faktorleri tespit etmek amaciyla Ohio’da
yapilan retrospektif kohort ¢alismada, 19 yas ve alt1
30.402 addlesan ile 19 yas iizeri 257.840 yetigkinin
emzirmeye baglama oram1  karsilastirilmistir.
Adolesan annelerin %44°1, yetiskin annelerin ise
%65’1  emzirmeye  baslamigtir.  Calismada,
emzirmeye baglamamaya neden olan en Onemli
faktorler; partner yoklugu, saglik sigortasinin ve
sosyal destegin olmamasi olarak belirtilmistir.*’
Santo ve ark (2007)’n1n33 caligmasinda da, diisiik
sosyoekonomik durum, emzirmeyle ilgili agn
sorunlari, meme ucu hasart ve mastit, partner
yoklugu, negatif ailesel etki gibi faktorlerin
adolesan annelerde emzirmenin erken
birakilmasiyla iliski oldugu bildirilmistir.* Anne
siitiiniin  yetersiz olduguna iliskin algi, sagma
problemleri, emzirme tekniklerinde sorun yasama,
meme ve meme ucu agrisi, okul ya da ise ayrilmasi
gereken zaman, bunalmis ve hayal kirikligina
ugramig  hissetmek addlesanlarda emzirmeyi
birakma nedenleri olarak ifade
edilmigtir, 174648495051 Ulkemizde yapilan,
uluslararasi literatirden fakli sonuglarin elde
edildigi Yilmaz ve ark. (2016)’nin> ¢alismasinda,
15-19 yas grubu 200 addlesan annenin emzirmeye
baslama zamani, ilk 6 ay boyunca sadece anne siitii
verme orani ve anne siti vermeyi etkileyen
faktorler incelenmistir. Dogum sonrasi, ilk bir saat
icerisinde emzirmeye baglayanlarin orani %45,5
olarak bulunmusgtur. Anne yasi, annenin egitim
diizeyi, annenin ¢alisma durumu, aylik geliri, aile
yapisi, sigara igme, diizenli antenatal bakim alma,
yenidoganin agirligt ve meme ucu problemleri ile
emzirmeye erken ya da ge¢c baglama zamani
arasinda fark bulunmamugtir. Ancak emzirme
egitimi alan, planli bir gebeligi olan, vajinal dogum
yapan ve erkek bebegi olan anneler emzirmeye

anlamlt  olarak daha erken baslamiglardir.
Emzirmeye erken baslayan kadinlar, iki saat
icerisinde emzirmeye baslayan kadinlara gore daha
uzun siire sadece anne siitli vermisler ve daha uzun
siire bebeklerini emzirmislerdir.>

Annenin, emzirme niyetinin  olmasi
emzirme i¢in ¢ok donemli bir itici giictiir. Leclair ve
ark. (2015)" tarafindan Ontorio’da  yapilan
retrospektif ~ kohort  g¢aligmada  (n=22.023)
adolesanlarin emzirmeye baslama oranlart ve
emzirme niyetlerini etkileyen faktorler
incelenmigtir.  Annelerin, %48,8’inin  taburcu
olurken bebeklerini sadece anne siitii ile
besledikleri, ileri yagtaki addlesanlarin emzirme
oranlarmin daha yiiksek oldugu, prenatal sinifa
katilma, yiiksek gelirli ¢evrede yasama, spontan
vajinal dogum yapma, sigara igmeme, gebeliginde
madde kullanmama, gebelige iligkin komplikasyon
olmamasinin emzirme niyetini olumlu etkiledigi
bildirilmistir. Calisma sonuglarma gore, riskli
gruplarda olan addlesan annelerin emzirme oranini
artirmak i¢in multidisipliner bakimin 6nemli oldugu
vurgulanmaktadir.®

Hall-Smith ve ark. (2012)* tarafindan
yapilan calismada ise, addlesan annelerin
emzirmeye iliskin negatif diisiincelerinin, pozitif
diisiincelere agir bastig1 ve emzirmeye iliskin bilgi
eksikliginin bu olumsuz diigsiince ve davraniglarin
olusmasina neden oldugu bildirilmistir.”® Ad6lesan
annelerin emzirmeyle ilgili pozitif deneyimlerinin,
hastanede ve erken postpartum donemde
emzirmeye baglamalarinda 6nemli bir faktor oldugu
bulunmus, hastaneden ¢iktiktan sonraki
deneyimlerinin ise emzirmeye devam etme
konusunda 6nemli oldugu belirtilmistir. Emzirmeye
iligkin  kiiltirel  etkiler, toplum igerisinde
emzirmekten utanma duygusu addlesan annelerin
emzirmelerini olumsuz etkileyen faktorler olarak
belirtilmistir.'” Diger ¢alismalarda da, adélesanlar
emzirmenin kigisel 6zgiirliiklerinin kaybi oldugunu,
annelik ve emzirmenin yasamlarini bozdugunu
belirtmislerdir. *6°%%*

Emzirmeyle iliskili olan faktdrlerden bir
digeri de, emzirme Oz-yeterliligidir. Diisiik
emzirme giliveni ve 0z yeterlilik, emzirmeye hazir
hissetmeme adolesan anneler arasinda
yaygmdir.®***  Oz-yeterlilik  algis1;, bireyin
istenilen davraniglar1 basariyla yerine getirebilme
konusunda kendisine olan inancidir. Bu algi ne
kadar giiclii olursa, birey amaca ulagmak ic¢in o
kadar ¢ok caba sarf edecektir.”®® Emzirme oz
yeterliligi, emzirme siiresini ve sadece anne siitli
vermeyi tahmin etmektedir. Mossman ve
arkadaslar1 (2008)®° adglesan annelerin emzirme
giiven ve tutumlarinin emzirmeyi baglatma ve
stiresi lizerine etkisini degerlendirmek amaciyla
yaptiklart ¢alismada (n=100), prenatal donemdeki
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emzirme tutum puani yiikksek olan annelerin
emzirme oranlarimin daha yiiksek ve emzirmeye
devam etme stirelerinin daha uzun oldugu
belirlenmistir.®

Adolesan annelerin, kendi anneleriyle
birlikte yasamasi emzirme agisindan Onemlidir.
Kendi anneleriyle Dbirlikte yasayan addlesan
anneler, emzirmeyi erken birakma konusunda risk
altindadirlar. Adolesan annelerin, kendi anneleri
¢ogunlukla torunlarinin  beslenmesiyle iligkili
kararlara katilmaktadir. Anneannelerin emzirme
hakkinda deneyimleri ve kisisel disiinceleri
emzirme uygulamalarint zorlagtirabilir, ya da
kolaylagtirabilir. Brezilya’da yapilan ¢aligmalarda,
kendi anneleriyle birlikte yasayan adolesanlarda,
sadece anne siitii verme siiresinin azaldig1
gosterilmistir.®*® de Oliveira ve ark., (2014)"
tarafindan yapilan addlesan anneler ve onlarin
annelerine  saglanan  emzirme  danigsmanlik
oturumlarinin, sadece anne sitii verme siiresi
lizerine etkisinin incelendigi ¢aligmada (n=323);
emzirme danigmanlik oturumlarinin, anneleriyle
birlikte yasayan addlesan annelerde 67 giin,
anneleriyle birlikte yasamayan addlesan annelerde
ise 46 gin sadece anne siitii verme siiresini
arttirdigi bulunmustur.**

Adoblesan babalarin, emzirme konusundaki
bilgi ve diisiinceleri de onemlidir. Literatiire gore,
babalarin  bilgi  sahibi  olmalari, annelerin
emzirmeye devam etme potansiyelini artirmak igin
gereklidir. Chang ve arkadaslar1 (2012)% erkeklerin
emzirme hakkinda bilgilerinin az oldugunu,
kadinlara gore yapay beslenme konusunda daha
pozitif oldugunu  bildirmistir.®*  Sheriff ve
arkadaslari  (2009),*  Susin  ve  Giugliani
(2008)’nin®  caligmalarinda anne ve babalar
emzirmenin  dogal olarak  gergeklesecegini
beklediklerini  ve  genellikle  bir  zorlukla
karsilastiklarinda da sasirdiklarini ifade etmiglerdir.
Bu c¢alismalardan elde edilen sonuglara gore,
emzirmenin baglamasi ve devam etmesine yardimci
olan baba destegi olumlu bir emzirme tutumudur ve
babalar icin yapilacak planli egitimler, emzirme
oranini artirmaya katki saglamaktadir.*®® Sipsma
ve ark., (2013)® tarafindan yapilan calismada,
esinden siddet goren addlesan annelerin daha kisa
siire emzirdigi belirtilmistir.”® Universite dgrencileri
ile yapilan baska bir ¢alismada da, erkeklerin kiz
ogrencilere gore emzirme konusunda daha az bilgili
oldugu ve emzirme konusunda negatif bir tutuma
sahip oldugu bulunmustur. Ogrenciler branslarina
gore incelendiginde ise, saglikla ilgili branglarda
olan Ogrencilerin bilgi diizeyinin yiiksek oldugu
ancak emzirme tutumlarimin farklilik gdstermedigi
bildirilmistir.®®

Adolesan  Annelerde Emzirmeyi Arttiran
Uygulamalar

Adodlesan anne popiilasyonunda, emzirmeyi
baslatmak ve devamliligini saglamak i¢in anneyi
desteklemede c¢esitli miidahaleler bulunmaktadir.
Bunlar, medya kampanyalari, danigmanlik, akran
rol modelligi, grup oturumlart ve egitim
aktivitelerini iceren antenatal programlar, hemsire
ve ebelerin yaptig1 postpartum ev
ziyaretleridir.®” %% Brown ve arkadaslar1 (2011)*
tarafindan 17-24 yas arasindaki 138 addlesan anne
ile emzirmeye baslama ve siiresi ile iligkili
faktorleri incelemek amaciyla yapilan retrospektif
calismada, en az 6 ay boyunca emzirmenin;
emzirme destek gruplarina katilma, emzirmenin
kolay olacagina inanma, emzirmenin normal oldugu
bir ¢evrenin parcast olma ve digerleri tarafindan
emzirme konusunda tesvik edilme ile pozitif olarak
iligki oldugu bildirilmistir. Addlesan annenin
emzirme hakkinda ne diisiindiigiinii bilmek de uzun
sire emzirmeyi tesvik edebilmede onemlidir.”®
Monterio ve ark. (2014)" tarafindan yapilan
calismada addlesan annelerin ¢ogu; caligmama, tek
gocugunun olmasi, dogum sonu ilk saatte emzirme
gibi faktorlerin emzirme i¢in uygun kosullar
olusturdugunu belirtmistir.

Grassley’in (2010)", addlesan annelerin
erken postpartum donemde emzirmeyi baslatmada,
hemsirelerden ihtiyag duyduklari sosyal destekleri
belirlemek amaciyla yaptigi caligmada, iletigim
desteginin emziren anneler ic¢in gerekli oldugu
bildirilmistir. Hemsgirelerin, addlesanlara erken
postpartum donemde emzirmeye baglamalar
konusunda sosyal destek vermesi, addlesanlarin
uzun doénem saghigim desteklemesi agisindan
onemlidir. Bu nedenle, hemsireler addlesan
annelerin emzirmeye iliskin pozitif deneyimlerini
desteklemelidirler.””  Yapilan  bir  sistematik
derlemede, incelenen arastirmalarda katilimcilar;
duygusal destek, takdir etme ve iletisim
desteklerinin emzirme i¢in daha fazla yardimci
oldugunu belirtmislerdir. Katilimeilar, annelerinden
aldigi destegin kismen daha giiglii oldugunu
belirtmistir. Adolesanlarla Dbirlikte c¢alismis ve
laktasyon desteginde yetenekli kigisel uzmanlarin,
adolesanlar {izerinde etkisinin Onemli oldugu
bildirilmistir. Adolesanlar igin, planli emzirme
egitim programlarinin, emzirmenin baslatilmasinda
ve devam ettirilmesinde yararli oldugu ifade
edilmistir.”® Emzirmeyi tesvik etmenin, addlesan
kadmlar ve ailelerinin gelistirilmesi i¢in dnemli bir
adim oldugu ifade edilmistir.”* Pentecost ve
Grassley’in yaptigi ¢alismada (2014),” addlesan
anneler hemsgirelerden, ne zaman emzirmeleri
gerektigini aciklamalarini, sorularini
cevaplandirmalarint ve siirekli bilgi saglamalarini
beklediklerini ifade etmislerdir. Adolesanlar ayrica,
hemsgirelerin ~ kendileriyle emzirme hakkinda
konusmalarindan ve zaman gecirmelerinden
mutluluk  duyduklarin belirtmislerdir.”®  Giiglii
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sosyal destek, ad6lesan annelerin emzirme siiresini
belirgin olarak etkiler. Bilgi paylasimi, emzirmeyi
kolaylagtirict  teknikler ve emzirmeyle ilgili
duygusal destek adolesanlar igin gereklidir. Ilk
hafta ve ilk ay icerisindeki duygusal destek
emzirmeyi Ogrenmedeki yetenek ve cabalarini
artirmay1 saglar.'"?*5*’"" Randomize kontrollii bir
caligmada ise, ikinci trimesterde baslatilan ve
postpartum 4 hafta siiren akran destegi ve
profesyonel destegin emzirme siiresini pozitif
olarak etkiledigi bulunmustur.* Cesitli
caligmalarda, adolesanlarin emzirme oranlarini
artirmak igin ek olarak destek ve egitimin gerekli
oldugu gosterilmistir.®® Ayrica addlesanlarin,
anne siitlinlin ~ yenidogan saghigmna iliskin
faydalarin1  algilamalarinin, emzirmeye karsi
motivasyonlarinin  artmasina neden  oldugu,
emzirmeye baglama orani ve emzirme siiresini
arttirdig1 belirlenmistir.""*

Gelismekte olan {ilkelerdeki addlesanlar
arasinda, erken gebelikleri ve kotli iireme
sonuglarimt  6nleme ile ilgili Diinya Saghk
Orgiitii’niin, 2011 yilinda yaymladig1 rehberde 6
sonug¢ bildirilmistir. Bu kapsamda; 18 yasindan
once olan evliliklerin azaltilmasi, 20 yasindan
onceki gebelikleri azaltmak igin anlayis ve destek
olusturulmasi, kontrasepsiyon kullaniminin
artirllmasi, addlesanlar arasindaki istek dis1 zorla
gergeklesen cinsel iligkinin azaltilmasi, giivenli
olmayan diisiikleri azaltmak ve nitelikli antenatal,
dogum ve postpartum bakim oranini artirmak
amag:lanmls‘ur.7g Adolesan gebeliklerin 6nlenmesi
acisindan yapilacak c¢aligmalar birincil, ikincil ve
iiclinciil koruma seklinde planlanabilir. Birincil
koruma  kapsaminda; politikacilarla  igbirligi
icerisinde erken evliliklerin yasalarla Oniine
gecilmesini saglama, kizlarn bilgilendirilmesi ve
giiclendirilmesi, kiz ¢ocuklarinin okula devam
oranint artirma, erken evliligi destekleyen kiiltiirel
normlara etki etme ¢aligmalar1 yapilabilir. Ayrica,
adolesanlar arasinda gebeligi onleme programlari
desteklenmeli, kiz ve erkek cocuklarna cinsellik
hakkinda egitim planlanmali, kontrasepsiyon
kullanimin1 ~ artirmak amaciyla okullarda aile
planlamasi ve iligkili konular1 igeren egitimlerin
yapilmasi, hayir deme hakk: iizerine egitimlerin
verilmesi gerekmektedir.”®° Bu konuda adélesanin
kendisi, akran gevresi, ailesi, saglik profesyonelleri
ve devlet isbirligi icerisinde ¢alismahdir.®® Ikincil
koruma, addlesanin dogum kontrol igin saglik
perofesyonellerine bagvurmasi durumunda verilen
egitimleri ve hizmetleri kapsamaktadir.
Kontrasepsiyon ile ilgili olan egitimlerde aile ile
isbirligi  yapilirken, addlesanin verdigi tepki
dikkatle izlenmelidir. Ebeveynlerin, bu rehberlige
katilmas1 addlesanin  merkezlere basvurmasini
onleyip, bu konuda cesaretinin kirilmasma yol
acabilir.””®®  Ergenlerin, gebelikten  korunma
hizmeti alabilmesi igin olanaklart artirma,

adolesanlar icin kontraseptiflerin maliyetini azaltma
ya da tcretsiz temin etme ve bu konuda yasama
yapilmasi saglanabilir. Ugiinciil koruma ise, gebe
olan addlesanlar1 hedeflemekte ve gebe adolesanlar
arasindaki kotii {ireme sonuglarin1 Onleme ile
ilgilidir. Adolesanlarin, giivenli kiiretaj ve kiiretaj
sonrasi  hizmetlere  erisimini  etkinlestirmek,
adolesanlar1 yasal kiiretaj hizmetlerini nereden
edinecekleri konusunda bilgilendirmek, giivensiz
kiiretaj tehlikelerine iliskin toplum bilincini
artirmak Onemlidir. Nitelikli antenatal, dogum ve
postpartum  bakim  kullanimimin  artirilmasi
konusunda adoélesanlart bilgilendirmek ve erken
prenatal takip uygulamak gebeligin olumsuz
sonuclarinin ~ Onlenmesinde yararli ve etkili
olabilmektedir.” Adélesan annelerin ve anne
adaylarinin, ihtiyaglarina karsi hassas ve duyarli
olmak gerekir. Hem fiziksel, hem de psikolojik
durumlariin tam gelismemis olmasi ve degisken
duygusal durumlari nedeniyle, addlesanlarda erken
prenatal bakimin 6nemi bir kat daha artmaktadir.
Postpartum bakimda, adélesanlari erken ve sik
takip etmek ve emzirme konusunda desteklemek
emzirme oranlari agisindan da katki
saglayabilmektedir. Bu agidan, birinci basamak
saglik hizmetleri kapsaminda emzirme konusunda
egitimler diizenlemek, postpartum ev ziyaretleri
yapmak ve emzirme danismanligi saglamak
onemlidir.

SONUC ve ONERILER
Arastirmacilar i¢cin Oneriler

Literatiirde, adodlesan anneler ile yapilan
caligmalarin  genellikle addlesan annelerdeki
emzirme oranlarini, emzirmeye baslamaya engel
olan ve emzirmeyi kolaylastiran faktorleri
belirlemeye yonelik oldugu gorilmiis, addlesan
annelerde  emzirmeye  baglama, emzirmeyi
sirdirme ve yenidogani sadece anne siitii ile
besleme oranlarinin diisiik oldugu bulunmustur.
Adolesan annelerin, emzirme 06z yeterliligi
konusunda yapilan arastirmalar ise sinirhidir. Bu
konuda ¢aligsmalar yapilarak literatiire katki
saglanabilir.

Saghk Calisanlari i¢in Oneriler

Dezavantajli bir grup olan addlesan annelerin,
emzirme  konusunda  saghik  profesyonelleri
tarafindan desteklenmesi gerekmektedir. Ozellikle
adolesan annelerin, dogum Oncesi donemde
bagvurabilecekleri doguma hazirlik simiflarinin
olmast ve bu smiflarda emzirme egitimlerinin
verilmesi, bu grupta emzirme oranini, siiresini ve
emzirme Oz yeterlilifini arttirmaya  katki
saglayabilir.

Adélesan Anneler ve Yakinlari i¢in Oneriler
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Saglik profesyonelleri

disinda, aile igerisinde

emzirme dayanigmasini artirmak i¢in, babalarin da

bu

konuda desteklenmesi gerekir. Addlesan

babalarin, olumlu emzirme tutumlari, annelerin
emzirme davraniglarini etkilemektedir. Babalarin
bilgi eksikliginin giderilip, anneleri bu konuda

desteklemeleri

emzirme oranlarinin artmasina

katkida bulunabilir.
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y Care

Case Report / Olgu Sunumu

PFAPA Syndrome (Periodic fever, Aphthous stomatitis,
Pharyngitis and Adenitis)

PFAPA Sendromu (Periyodik Ates, Aftoz Stomatit, Farenjit ve Adenit
Birlikteligi)

Ayse Nur Topuz, Selin Kizilgok**, Mahir Serbes?, Nafiz Bozdemir®

OZET

PFAPA sendromu; tekrarlayici, aftdz stomatit, farenjit ve servikal lenfadenopati ataklarinin eslik ettigi etyolojisi heniiz tam
olarak bilinmeyen atesli bir hastaliktir. Benign karakterde olup bes yasindan kiigiiklerde ve erkek cinsiyette daha sik goriiliir.
Uzun donemde sekel gelismez. Hastaligin klinik tablosu spesifik olmasina ragmen laboratuvar bulgularinin non-spesifik
olmasi nedeniyle tanisi giictiir. Bu olgu sunumunda klinige bagvuran ve PFAPA tanisi konulan iki hasta tartigildi.

Anahtar kelimeler: PFAPA sendromu, aftéz stomatit, farenjit, lenfadenit

ABSTRACT

PFAPA syndrome is a febril disease with unknown etiology which is characterized by reccurrent aphthous stomatitis,
pharyngitis and servical adenitis. It has a benign clinical course and frequently seen in male patients under five-year-old.
Although the clinical findings of PFAPA is specific, its diagnosis is often diffucult due to non-specific laboratory findings. In
this report, we discuss two patients diagnosed with PFAPA syndrome.

Key words: PFAPA syndrome, aphthous stomatitis, pharyngitis and adenitis
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GIiRiS

PFAPA (Periodic Fever, Aphthous Stomatitis,
Pharyngitis, Adenitis) sendromu 1987 yilinda
Marshall ve ark. tarafindan tanimlanan periyodik
ates, aftéz stomatit, farenjit ve servikal adenitin
eslik ettigi tekrarlayici, etiyolojisi tam olarak
bilinmeyen ve kalitsal olmayan bir sendromdur.’
PFAPA sendromu genellikle 6 ay ile 5 yas arasi
cocuklarda goriiliir. Klinik olarak yiiksek ates ve
bogaz agrist ile seyreder. Yiiksek ates 40-41 °C’yi
bulabilir ve yaklasik bes giin devam eder. Atesle
beraber %75 vakada farenjit ve stomatit, %66,6
vakada ise servikal reaktif lenfadenopati ve diger
mindr semptomlar (bas agrisi, bulanti, kusma,
titreme ve halsizlik) goriilebilir.” Hastahga ait ates
ataklar diizensiz araliklarla yineler ve ortalama 3-4
giin siiriip, kendiliginden diizelir.?

Kesin nedeni tam olarak bilinmemekle
birlikte,  etiyolojide  viral ve  otoimmiin
mekanizmalar ve immiin sistemde disregiilasyon
oldugu ileri siiriilmektedir (TNF-alfa, IFN-gama,
IL-6 ve IL-2 seviyelerinde artig, IL-4, IL-10
seviyelerinde ise azalma).*’ Ayrica PFAPA
sendromunda enfeksiyon ajanlarinin antijenlerine
ya da epitoplarma karst immiinolojik cevapta
beklenmeyen asir1  bir yanit olabilecegi One
siriilmiistiir.” Hastalardaki yiiksek atesin  ates
diistiricii (parasetamol, ibuprofen, asetil salisilik
asit) tedavilerden etkilenmemesi; tek doz
prednizolon tedavisinden (1-2 mg/kg/giin) ya da
yart Omri daha uzun olan betametazon (0,3
mg/kg/giin) kullanimindan sonra 2-4 saatte
dramatik olarak klinik diizelme olmasi taniy1
destekler. Bu klinik yanit aym zamanda PFAPA
sendromunda inflamatuvar siirecin 6nemli bir rol
aldigini da destekler niteliktedir .° Tedavide steroid
esastir, bu tedaviye ragmen ataklar devam ederse
tonsillektomi uygulanmasi dnerilir.

OLGULAR
Olgu 1:

Iki yas dokuz aylik kiz hasta ates, bogaz agrisi ve
boyunda sislik yakinmast ile genel ¢ocuk
poliklinigine basvurdu. Yapilan fizik
muayenesinde; viicut sicakligit 39,1°C, tonsiller
hiperemik ve hipertrofik, farinks hiperemik ve
submandibiiler bolgede ve on servikal zincirde
bilateral, mobil, en biiyligli yaklagik 1x0,5 cm
capinda ¢ok sayida lenf bezi palpe edildi. Fizik,
motor ve mental gelisimi yasa gdre normal olan
hastanin diger sistem bulgular1 dogal saptandi.
Hastanin laboratuvar bulgularinda hemoglobin:
12,2 g/dL, beyaz kiire: 18.500/mm3 (% 79 segment,
% 13 lenfosit, % 8 stab), trombosit: 335.000/ mma3,
eritrosit ¢okme hizi: 78 mm/saat ve C-reaktif
protein: 16,9 mg/dL o6l¢iildii. Biyokimyasal

parametreler normal olarak saptandi. Tam idrar, PA
akciger ve siniis grafileri normal smirlarda idi.
Idrar, kan ve bogaz Kkiiltiirlerinde iireme olmadi.
Hastanin  atak  esnasinda  alinan  serolojik
incelemesinde Ebstein-Barr Viriis (EBV), ve
Sitomegaloviris  (CMV)  serolojisinde  akut
enfeksiyonu gosteren bulgu saptanmadi. Atopi
yoniinden arastirma igin yapilan deri testi ve
phadiatop testi negatif olarak degerlendirildi.
Hastanin Oykiisiinde ayni sikayetlerle bes giin 6nce
basvurdugu dis merkezde antibiyotik tedavisi
baglanmasina ragmen atesinin diismedigi, bu
semptomlarin son bes ay icinde alt1 kez tekrarladigt
ve her seferinde aileye hastanin bogaz enfeksiyonu
gecirdigi bildirilmisti. Ataklar sirasinda yiiksek ates
yakinmasiin yaklagik 4-5 giin kadar siirdiigii, ates
distiriiciic. ve  ¢esitli  antibiyotiklere ragmen
diismedigi ve hastamin ataklar arasinda tamamen
saglikli oldugu &grenildi. Ogrenilen anamnez
dogrultusunda ve bogaz Kkiiltiiriinde {ireme
olmamasi lizerine hastada tekrarlayan yiiksek ates
ve tonsillo-farenjit ataklarimin PFAPA sendromu
oldugu dusiintilerek, hastaya tek doz oral prednizon
(1 mg/kg) verildi. Steroid tedavisini takip eden
sekiz saat i¢inde ates dramatik olarak diistii. Genel
durumu diizelen hastanin yakinlar1 bilgilendirilerek
kontrole ¢agirildi.

Olgu 2:

Dort yas bes aylik erkek hasta dort giindiir devam
eden yiiksek ates, bogaz agrisi, boyunda sislik
sikayeti ile genel ¢ocuk poliklinigine bagvurdu.
Yapilan fizik muayenesinde viicut 1sist 38,2°C.
Tonsiller bilateral hiperemik ve hipertrofik, iizeri
yaygin kirli-beyaz eksudatif membran ile kapli,
submandibiiler bolgede, on ve arka servikal
zincirde bilateral, mobil, en biiyiigi 1x1 cm ¢ok
sayida lenfadenopati mevcuttu. Fizik, motor ve
mental geligimi yasa gore normal olan hastanin
diger sistem bulgulart normal saptandi. Hastanin
laboratuvar bulgularinda beyaz kiire: 17,500/mm3
(Periferik Yayma: % 80 segment, % 12 lenfosit, %
8 stab), hemoglobin: 12,5 g/dl, hematokrit: %36,2
trombosit: 342.000 /mm3, eritrosit ¢okme hizi: 80
mm/saat, C- reaktif protein: 19 mg/dl. Diger
biyokimyasal parametreler normal olarak saptandi.
Tam idrar tetkiki normal olan hastanin idrar
kiiltiirtinde tireme olmadi. Bogaz Kkiiltiirli normal
bogaz florasi olarak saptandi. Akciger grafisi ve
siniis grafileri normal olarak degerlendirildi. Atak
sirasinda alinan EBV, CMV, Herpes Simplex Viriis
ve toksoplazma 1gG ve IgM negatif bulundu.
Hastadan alinan anamnezde benzer sikayetleri son
7-8 aydir 4-5 hafta araliklarla tekrarladigi ve
yaklagik bes giin dnce dis merkezde tonsillit 6n
tanist ile amoksisilin tedavisi baslandig1 6grenildi.
Atesi diismemesi ve sikdyetlerinin gerilememesi
iizerine klinige bagvurmuslar. Sikayetleri 4-5 giin
strdiikten sonra diizeliyor ve 4-5 hafta siiresince
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tamamen saglikli oluyormus. Hastada viral
enfeksiyon yada periyodik ates

sendromu olabilecegi diisliniilerek antibiyotik
tedavisi kesildi. Hasta iki giin sonra kontrole
geldiginde atesi diismiis ve semptomlar1 gerilemisti
ve bir hafta sonraki kontroliinde bilateral tonsil
dokusu dogal ve boyundaki lenfadenopatileri
oldukca kiiclilmiisti. Hastaya bu durumun
periyodik ates sendromu olabilecegi anlatilarak Ates 100 100
sikdyetlerinin  tekrarlamast durumunda tekrar
poliklinigimize bagvurmasi sdylendi. Hasta ii¢ hafta

Tablo 1. PFAPA sendromunda gozlenen Klinik
bulgularin sikhig

Semptom Thomas kriterleri Padeh
(%) kriterleri (%)

sonra tamamen ayni klinik tablo ile poliklinigimize Tonsillit 2 100
tekrar basvurdu. Tekrarlayan yiiksek ates, aftoz
stomatit, membrandz tonsilit ve  servikal Kiriklik - 100
lenfadenopati ile basvuran hastada PFAPA
sendromu olabilecegi diisiiniildii. Hastadan bogaz Servikal 88 100
kiiltiiri alindiktan sonra ates diisiliriicii Onerilip, lenfadenopati
ertesi giin kontrole ¢agrildi. Kontrol muayenesinde Aft 70 63
hastanin yiiksek atesi (40°C) ve bulgulari devam
etmekteydi. Bogaz kiiltiiriinde normal bogaz florasi Bas agrist 60 18
tireyen hastaya PFAPA sendromu 6n tanisi ile tek
doz oral prednizon (1mg/kg) verildi. Hastanin Karmn agrist 49 18
annesi tedaviyi takip eden sekiz saat iginde ateginin
diistiigiinii ve tekrar yiikselmedigini belirtti. Yirmi Atralji 79 11
dort saat sonraki muayenesinde hastanin atesinin
niiksetmedigi ve iki giin sonra tim bulgularinin Usiime hissi 80 -
geriledigi goriildi.

Oksiirme 13 -
TARTISMA

Bulanti 32 -
Birinci basamak aile hekimligi pediatrik hasta
popiilasyonunda yiiksek ates, farenjit, tonsillit ve Ishal 16 -
adenit sik¢a karsilagilan klinik tablolarin basinda
yer almaktadir. Her iki olguda vurgulamak Urtiker 9 -

istenilen; PFAPA sendromu gibi kolayca tanisi
atlanabilecek klinik birliktelik sendromlarinda
birinci basamakta hizmet veren hekimlerin tan
stirecinde daha dikkatli davranmasi gerektigidir.

PFAPA sendromu igin spesifik laboratuvar
testleri olmadigindan, cocuklarda  nedeni
bilinmeyen atesin ayirict tamisinda PFAPA
sendromu g6z Oniine alinmalidir. PFAPA tanisi
dikkatli bir oykiiye ve detayli muayeneye
dayanmalidir. Simdiye kadar yayimlanmis en genis
serilerde (Thomas ve Padeh ve ark.) saptanan Klinik
bulgular Tablo 1°de 6zetlenmistir.

PFAPA sendromunda, ates her epizotta
bulunmakla birlikte birinci olguda oldugu gibi diger
ii¢ bulgu olan farenjit, aftoz stomatit ve servikal
lenfadenopati ayn1 epizotta goriilmeyebilir. PFAPA
sendromu tanist tekrarlayan atesin diger olasi
nedenleri ekarte edildikten sonra konulur (Tablo 2).

Hastalarin %70’inde ise aftdz stomatitin
gozlendigi bildirilmistir. Aftoz iilser en sik gdzden
kagan bulgudur. Mindr aft karakterinde olup
genellikle hafif agrilidir ve iz birakmadan iyilesir.*
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PFAPA sendromuna ait en Onemli
bulgulardan birisi atesin yliksek olmasina karsin
gocugun genel durumunun cogunlukla
bozulmamasidir. Bu iki olguda oldugu gibi
hastalarin ¢ogunda tipik bir kriptik tonsillit tablosu
vardir. Alinan bogaz kiiltiirii ve hizli streptokok
testleri negatiftir. Tonsillit tablosu antibiyotik
tedavisine yanit vermezken, kortikosteroid tedavisi
sonrast kriptler hizla kaybolur.®® Diger belirtiler
arasinda bas agrisi, karn agrisi, bulanti, kusma,
terleme, titreme, kranial ndrit ve nadiren artralji
goriilebilir. PFAPA’l1 ¢ocuklarda artralji ya da
miyalji benzeri kas-iskelet sistemine ait yakinmalar
goriiliirken artrit bulgusuna hi¢ rastlanmaz.® Diger
temel Ozellik ise ataklar arasinda hastanin tamamen
saglikli olmasidir.’® Periyodik atese neden olan
tablolar arasinda PFAPA sendromu, Hiper Ig D
sendromu (HIDS), Tiimoér nekroz faktori ile iliskili
periyodik sendrom (TRAPS), Ailevi Akdeniz Atesi
(FMF), ailesel soguk iirtikeri (FCU) ve Muckle-
Wells sendromu (MWS) ve siklik n&tropeni
sayilabilir. * Atesin belirli zaman araliklariyla (en
az yedi giin ve altt ay boyunca >3 atesli donem)
tekrarladig1 ve sebebinin anlasilamadigt durumlarda
periyodik ates sendromlar1 diistiniilmelidir. Biz her
iki vakada PFAPA 6n tanist ile sistemik steroid
uyguladik ve hastalarda dramatik iyilesme
gozlemledik. PFAPA atagi olustugu anda
uygulanan 1-2 mg/kg/doz prednizolon tedavisinin
ardindan ¢ok yiiksek olan ates diizeyi normale
doner. Bu bulgu hastaligin sistemik enfeksiyonlarla
ayirici tanisinin yapilmasinda ayrica yararlidir. 6

Yaymlanmig vaka serilerinde 1-2 mg/kg
intravendz puse sonrasi uygulanan 0,5-1 mg/kg
ikinci doz vakalarda atesin alt1 saatten diger
semptomlarin  ise 48 saatten kisa siirede
gerilemesini  sagladigi  gosterilmigtir.  Eger
semptomlar 48-72 saat iginde gerilemez ise doz
tekrart  yapilabilir.®’®"  Literatirde =~ PFAPA
sendromlu yetigkin hastalarin alindig1 bir ¢alismada
giinliik 60 mg prednisolon tedavisi ile hastalarin az
bir kisminda atak sikliginin arttigi gosterilmis olsa
da, literatirde ozellikle ¢ocuk  hastalarda
kortikosteroid tedavisi sonrasi ataklarin belirgin
derecede azaldigi gosterilmis ve gilinlimiizde
steroidler ilk basamak tedavilerin i¢erisinde kilavuz
bilgisi olarak yerini almustir.'%*

Diinyada, PFAPA sendromunda steroid ile
tedavi ya primer olarak uygunsuz ataklarin 6niine
geemek icin siirekli ya da bu iki hastada planlandig1
gibi sadece ataklarin oldugu dénemde kullanilabilir.
Y Nitekim her iki vakamizin yaklasik bes aylik
takiplerinde  herhangi bir PFAPA ataginin
olugsmadig1 saptanmustir.

Ategsiz  ara  donemlerde  hasta  tamamen
asemptomatiktir. Hastaliga 6zgii belirli laboratuvar
parametreleri bulunmamaktadir. Gerek birinci olgu
gerekse ikinci olguda oldugu gibi atak sirasinda

hafif artmis lokosit sayisi (tipik olarak <13000
mm3) ve eritrosit sedimentasyon hizi (genellikle
<60 mm/saat) mevcut iken, ataklar arasinda bu
tetkikler normale dénmektedir. '° Diger taraftan
PFAPA sendromu olan ¢ocuklarda febril epizotlar
sirasinda CRP diizeylerinde artig olmasi inflamatuar
mekanizmalarin siirece dahil oldugunu
gés‘termektedir.15 Hastalarin  ¢ogunun tonsillit
nedeniyle calisilan streptokok i¢in yapilan bogaz
kiiltiirleri  negatiftir.’®  Serum IgD ve IgE
seviyelerinde hafif artis goriilebilir. Ayirict tani
acisindan ayrica Ig’ler, IgG alt gruplari, antiniikleer
antikor, C3, lenfosit CD4/CD8 orani, EBV ve
adenoviriis serolojisi ¢alisilmalidir.

Sonu¢ olarak; aile hekimliginin 6nemli
ilkelerinden diigiik prevalans hekimligine 6rnek
teskil eden PFAPA sendromu, periyodik ates
yiiksekligi, farenjit ve adenit tablosuyla birinci
basamaga bagvuran ¢ocuklarda ayirict tanida
mutlaka diisiiniilmelidir. Bu nedenle bir aile hekimi
her hastaya biitiinciil yaklagmali ve hasta takibinde
stirekliligi  saglamalidir. Atlanmug bir PFAPA
sendromu c¢ocugu gereksiz tetkiklere maruz
birakacak ve hem ¢ocuk hem de ailenin
anksiyetesini artiracaktir. Ailelere cocukta sekel
kalmayacagi, gelisiminin etkilenmeyecegi ve
hastaligin kendiliginden iyilesecegi anlatilmalidir.
Yine boyle bir durumda aile hekimliginin giiclii
ilkelerinden olan savunmanlik roliiniin bilincinde
olunmalidir.

Tablo 2. PFAPA sendromu tanmisinda kullanilan

kriterler

1. Erken yasta (<5 yas) baslayan, diizenli araliklarla

yineleyen ates ataklari

2. Ust solunum yolu enfeksiyonu olmadan asagidaki klinik

bulgulardan en az birinin olmasi

a) Aftoz stomatit

b) Servikal lenfadenit

c) Farenjit

3. Siklik nétropeni tanisinin elenmesi

4. Ataklar arasinda tamamen asemptomatik bir aralik

bulunmasi

5. Biiyiime ve gelismenin normal olmasi
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Case Report / Olgu Sunumu

Perianal Tuberculosis in A Male Patient with Diabetes
Mellitus

Diyabetli Erkek Bir Hastada Perianal Tiiberkiiloz

Murat Ozgz'jr Kzllg*l, Cemile Saglamz, Cevat Can®

OZET

Perianal tiiberkiiloz (TB) tiiberkiiler enfeksiyonun nadir bir formudur ve akut apse, kronik iilser, nodiiler lezyon ve fistiil gibi
degisken klinik sekilleri vardir. Ulseratif, verriikdz, lupoid ve miliyer formlarda prezente olmasina karsin, yiizeysel iilser en
stk bildirilen morfolojik tiptir. Crohn hastaligi, herpetik iilser, malignite ve diger graniilomatdz hastaliklar perianal
tiiberkiilozun ayirict tanisinda diistiniilmelidir. Tan1 esas olarak histolojik ve/veya bakteriyolojik incelemelere dayanir. Alti
aylik anti-tiiberkiiloz tedavisi standart tedavidir, ve cerrahi sadece fistiil ve apsede endikedir. Burada, diabetes mellituslu bir
erkek hastada nadir bir perianal tiiberkiiloz olgusu sunuldu.

Anahtar kelimeler: Diyabet, erkek, perianal tiiberkiiloz, tani, tedavi

ABSTRACT

Perianal tuberculosis is a rare form of tubercular infection, and has variable clinical pictures such as acute abscess, chronic
ulcer, nodulary lesion, and fistula. Although it can be presented in ulcerative, verruous, lupoid and miliary forms, superficial
ulceration is the most commonly reported morphological type. Crohn’s disease, herpetic ulcer, malignancy, and other
granulomatous diseases should be considered in the differential diagnosis of perianal tuberculosis. The diagnosis mainly
depends on histologic and/or bacteriologic examination. Six-month anti-tuberculous therapy is the standard treatment, and
surgery is only indicated for fistula and abscess. Herein, a rare case of perianal tuberculosis in a male patient with diabetes
mellitus was presented.

Key words: Diabetes, diagnosis, male, perianal tuberculosis, treatment
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INTRODUCTION

Gastrointestinal TB constitutes about less than 1%
of all TB cases." Perianal involvement is an
extremely rare form, and has variable clinical
pictures such as acute abscess, chronic ulcer,
nodule, and fistula. The diagnosis can be easily
confused with several benign and malignant
diseases such as Crohn’s disease, herpetic ulcer,
and anal squamous cancer. In this paper, a rare case
of perianal TB in a male patient with diabetes
mellitus was presented.

CASE

A 60-year-old man presented with long-standing
perianal nodular lesions. He had undergone open
drainage for perianal abscess three months ago, and
had received multiple antibiotherapies. In physical
examination, chronic nodular lesions with indurated
area were found on the perianal region (Figure 1).
Digital rectal examination was normal, and no
abnormality was found on colonoscopy. Since the
colonoscopy was normal, and the lesion was long-
standing and resistant to therapy, a punch biopsy
was taken for a pre-diagnosis of tuberculosis or an
atypical infection.  Histopathology  showed
epithelioid granulomas and Langhans’
multinucleated giant cells, with caseous necrosis
(Figure 2). Tuberculous (TB) skin test was positive;
however, chest X-ray revealed no abnormality. The
patient was treated with isoniazid (5 mg/kg day)
and rifampicin (10 mg/kg day) for 6 months. In the
first 2-month period, pyrazinamide (30 mg/kg day)
and streptomycin (15 mg/kg day) were
administered. After the treatment, the lesion has
disappeared. No recurrence was observed during
18-months follow-up.

Figure 1. The view of perianal verrucous lesions
(arrows) and indurated area.

DISCUSSION

Although perianal TB can be presented in
ulcerative, verrucous, nodular, lupoid and miliary

Figure 2. Histopathological appearance of
granulomas containing Langhans giant cells (white
arrow) and caseous necrosis (black arrow) (HE x
10).

forms, superficial ulceration is the most common
reported morphological type 2, patients rarely
present with acute perianal abscess as in our case.
Various  underlying  diseases  related to
immunocompromised conditions including
diabetes, cancer, and human immunodeficiency
virus positivity, can be found in these patients.’
Similarly, our patient had diabetes mellitus for a
long time. Active pulmonary TB can be also
accompanied with perianal TB, therefore such
patients should be evaluated by chest radiography.®
Our patient had no active, past or contact history of
TB. Crohn’s disease, herpetic ulcer, and
malignancy should be considered in the differential
diagnosis of chronic perianal ulceration. Therefore,
colonoscopy and biopsy from the lesions should be
a part of the diagnostic work-up. The diagnosis
mainly depends on histologic and/or bacteriologic
examination. The presence of epithelioid and giant
cells with caseous necrosis is the typical
histopathologic finding. Culture is gold standard
diagnostic method; however, requires a lot of time
that may lead delay in the treatment. Polymerase
chain reaction is a rapid test with high sensitivity
and specificity but high cost limits its general use.?
Standard anti-TB therapy for six months is the
mainstay treatment with high success, and surgery
is only indicated for fistula and abscess.”

In conclusion, perianal TB should be considered in
the differential diagnosis of long standing anal
lesions, particularly in patients from endemic areas
of TB. Medical therapy should be the mainstay
treatment modality, and surgery should be only
considered in cases of fistula and abscess.
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