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EDITORIAL

We are proud of having published the 2nd volume, 3rd issue of Journal of Health Sciences and Medicine.
In this issue, we share with you four research articles including; a research article about lumbar canal stenosis
which is one of the current topics of medical literature “Compatibility of clinical presentation and imaging
for patient with multiple lumbar canal stenosis” and in relation to the current endourological treatment ap-
proach of kidney stones “Our results with flexible ureterorenoscopy in treatment of upper calyceal stones in
obese patients”, and in relation to the experience of renal transplantation “Retrospective analysis of patients
with kidney transplantation”, and with regard to diabetes “Investigation of lipid levels in patients with ges-
tational diabetes”. In addition, there were another review article “Diagnostic and therapeutic approach to
diabetic ketoacidosis”’, and there is an increasing interest in compilation of the benefits of Ramadan fasting
worship to the body “Ramadan fasting and diabetes: view with the case reports” and a case of pathology
"A rare case of adipocytic tumor in subscapular region. hibernoma” and the letter to the editor from abroad
“When the nose will become a periscope”. These articles contain detailed information and comments for
internal medicine, endocrinology and metabolism, urology and brain surgery departments as well as practi-
tioners and family physicians. In order to carry the scientific quality of our journal up to an even higher level,
we make intensive efforts, including those in the editorial board. We thank the contributors and the authors.

I hope this issue will be useful to our readers. Yours truly

Assoc. Prof. Dr. Ercan YUVANC
Assoc. Editor

EDITORDEN

Saglik Bilimleri ve Tip Dergisi’nin 2. cilt, 3. sayisini ¢ikartmis olmanin gururunu yagamaktayiz. Bu sayimiz-
da, tip literatiiriiniin giincel konularindan olan lomber kanal stenozu ile ilgili olarak yurtdisindan bir arastirma
makalesi “Multipl lomber kanal darligi olan hastalarda klinik ve goriintiileme uyumu”, bobrek taslarinin
giincel endotirolojik tedavi yaklasimu ile ilgili olarak “Obez hastalarda iist kaliks taslarinin tedavisinde flek-
sible iireterorenoskopi sonuglari”, renal transplantasyon deneyimi ile ilgili olarak “Bobrek nakli yapilan
hastalarin retrospektif analizi”, diyabet hastalig1 ile ilgili olarak “Gestasyonel diyabetli hastalarda lipit dii-
zeylerinin incelenmesi” adl1 makale olmak tizere dort adet arastirma makalesini sizlerle paylasiyoruz. Ayrica
bu sayimizda “Diyabetik ketoasidozda tani ve tedavi yaklasimi” adl derleme, ilginin giderek arttigi, orug
ibadetinin viicuda faydalar ile ilgili “Orug ibadeti ve diyabet: olgu ornekleriyle bakig” adl1 ve patolojiden
“subskapular bolgede nadir bir adipositik tiimor vakasi: hibernom” adli olgu sunumu ve “Burun periskop
olunca” adli yurtdigindan editore mektubu takdirlerinize sunuyoruz. Bu makalelerimiz dahiliye, endokrino-
loji ve metabolizma, tiroloji ve beyin cerrahisi boliimleri yaninda, pratisyenler ve aile hekimlerine yonelik
detayl bilgi ve yorumlar icermektedir. Dergimizin bilimsel kalitesini her sayida daha da yukariya tagimak
i¢in tiim editor kurulundakiler dahil olmak {izere yogun caba sarf etmekteyiz. Emegi gegenlere ve yazarlara
tesekkiirlerimizi sunuyoruz.

Bu saymin okuyucularimiza faydali olmasi iimidiyle, esen kalin. Saygilarimla

Dog. Dr. Ercan YUVANC

Yardimci Editor
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Research Article / Arastirma Makalesi

Compatibility of clinical presentation and imaging for
patient with multiple lumbar canal stenosis at Wahidin
Hospital

Andika Thehumury, ©® Ruksal Saleh, ® Jainal Arifin

Department of Orthopaedic and Traumatology, Hasanuddin University, Makassar, Endonesia

ABSTRACT

Background: The numbers of surgical procedures performed for lumbar spinal stenosis has increased steadily over the years.
Diagnosis of the patients with lumbar canal stenosis and decision for decompression was mainly with magnetic resonance
imaging (MRI). Majority of patients will end up with multilevel decompression.

Material and Method: This was a cross-sectional analytical study. Patient who was diagnosed with multiple lumbar canal
stenosis by 3 orthopedic broad certified spine surgeons based on clinical presentation and computerized tomography (CT)
myelography and MRI will undergo decompression surgery. Functional outcome was evaluated by using Japanese orthopedic
association back pain evaluation questionnaire (JOABPEQ) score. The proportion of patients who has match and unmatched
clinical presentation and imaging was evaluated with Fisher exact test.

Results: Majority of the patients (90%) who decompressed with match clinical presentation and imaging study will has to
improve JOABPEQ score 3 months follow up. Patients who decompressed with unmatched clinical presentation and imaging
study 75% will had to improve JOABPEQ score and 25 % had decrease JOABPEQ score.

Conclusions: Determining the level of decompression in patient with multiple lumbar canal stenosis should be based on
clinical presentation of the patients rather than using imaging study. However, further authentication is required by doing long
term studies.

Keywords: Multiple lumbar canal stenosis, MRI, CT myelography, decompression, Japanese orthopedic association back pain
evaluation questionnaire, JOABPEQ

INTRODUCTION lative LSS was 4.7% and absolute LSS was 2.6%,
acquired relative and absolute LSS was 22.5%, and
7.3%, respectively, for 60—69 years old population,

the relative and absolute LSS was 47.2% and 19.4%,

Lumbar Spinal Stenosis (LSS) is a disabling condi-
tion characterized by narrowing of the central and

lateral spinal canals causing back pain and neuro-
logic deficit, often leading to substantial disability
(1). It is estimated that more than 200.000 adults are
affected by LSS in the United States (2), and will
rise to 64 million elderly adults by the year 2025 (3).
The Framingham study (4) found that congenital re-

respectively. A population-based study in Japan (5)
found that the LSS incidence was increased by age;
there are about 1.7— 2.2% in 40-49 years old po-
pulation and 10.3%—-11.2% in 70-79 years old po-
pulation. Another study reported the incidence of
symptomatic LSS was about 10% (6).
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The LSS is the most common reason for more than
65 years old patients to undergo spinal surgery (7).
During 2002 to 2007, the rate of lumbar stenosis
surgery per 100,000 Medicare beneficiaries is about
135.5-137.5 persons, the mean hospital charges for
decompression alone is about $23.724 and combined
with fusion is $80.888, and in 2009, the hospital bill
for LSS for Medicare beneficiaries was $1.65 billion
(8). The narrowing factors could be the interverteb-
ral disc herniation, hypertrophy of ligamentum fla-
vum, hypertrophy of facet joint, spondylolisthesis,
osteophyte and ectopic fat tissue.

Because such diverse pathology leads to diverse
symptoms, an accurate diagnosis is important for
deciding treatment modality and predicting progno-
sis, but it is not easy to decide and confirm the main
pathology leading to symptoms especially in cases
involving multiple segments (9). Central LSS is de-
fined by measurements of the diameter or area of the
thecal sac or spinal canal based on imaging studies.
Now, magnetic resonance imaging (MRI) is accep-
ted as a primary diagnostic tool for degenerative
lumbar spine disease as a result of the development
of its technology and investigations about reader
interpretation (10). Compared with MRI, usage of
computerized tomography myelography (CTM) has
diminished, but it is usually reserved for the patients
for whom MRI results were ambiguous or techni-
cally suboptimal. Many studies compared the effici-
ency of MRI and CTM and showed diverse results

The aims of this study are to analyze the compati-
bility of clinical symptoms and radiological exami-
nation. The radiological examination is divided into
two modalities (MRI and CT myelography). In this
study, we also evaluated the level of stenosis of a
multiple lumbar canal stenosis patients. We use the
Japanese orthopedic association back pain evaluati-
on questionnaire (JOABPEQ) score to analyze the
outcome of the patient after the decompression sur-
gery based on the clinical presentation of the pati-
ents.

MATERIAL AND METHOD

We reviewed 31 patients (17 men, and 14 women)
who had undergone decompression surgery (inter-
laminar decompression for lumbar canal stenosis) at
Wabhidin Hospital from January 2018 to July 2018.
The inclusion criteria were neurologic claudication
such as numbness or burning sensation in one or
both legs. Exclusion criteria were (1) compression
fracture at the lumbar spine due to trauma or osteo-
porosis; (2) Patients with degenerative lumbar sco-
liosis; (3) Any previous lumbar spine surgery; (4)
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Patient with any contraindications to repeat MRI
such as autoimmune disorders or the use of platelet
anti-aggregates and anticoagulants; (5) Patient that
allergic to contrast.

The 31 patients underwent MRI (Spine surface coil
1.5 T (Toshiba, ExcelArt AG)) and CTM (High-
Speed Aquilion Lighting Multislice detector 10,
Toshiba). All the patients who had the symptom
of Lumbar canal stenosis would undergo MRI and
CTM examination. After the MRI and CTM 3 certi-
fied, broad spine surgeon would decide the level of
decompression for the patients based on the clinical
presentation of the patients.

Research Tools

In this research, JOABPEQ score was used and
evaluated before the surgery and 3 months after
the surgery. The JOABPEQ for assessing low back
pain was designed. It was a disease-specific tool and
contains 25 items tapping into five subscales: social
function (four items), mental health (seven items),
lumbar function (six items), walking ability (five
items), and low back pain (four items). The score
for each subscale range from 0 to 100, with higher
scores, indicated better conditions.

In this study, we tried to find the correlation between
the clinical presentation and imaging, which could
give a more precise level of stenosis. We also com-
pared the results of the MRI and CTM to diagnose
the level of stenosis in multiple lumbar canal ste-
nosis. The result of MRI and CTM was measured
using the Interclass Correlation Coefficient test, to
measure the compatibility of the test. Then, we me-
asured the compatibility of the clinical presentation
and imaging examination to diagnose the level of
the decompression in multiple lumbar canal stenosis
by using the Fisher’s exact test (11).

Ethics: Kementerian Riset, Teknologi dan Pendi-
dikan Tinggi Universitas Hasanuddin Fakultas Ke-
dokteran RSPTN Universitas Hasanuddin RSUP Dr.
Wahidin Sudirohusodo Makassar Komite Etik Pene-
litian Kesehatan, 12 December 2018, Protokol No:
UH18120969.

RESULTS

During the 6 months period, there was 31 patient
how to participate in this study. Majority of the pa-
tient were male (54.8%) and the rest were female
(45.2%) (Figure 1).
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Figure 1. Subject Distribution- Gender

With the mean age between 70 years old from 31
patient, we found that there were 3 patients who had
2 levels stenosis, 8 patients who had 3 levels steno-
sis and there were 20 patients who had more than
3 levels of stenosis. Majority of the patients had the
symptoms of stenosis for more than 1 year (Figure 2)

N
20 18
15
10 5 8
5
. B
45-59 60-69 >=70
Years Years Years

Figure 2. Subject Distribution - Age

From this study, we found that there was a different
mean result for the dural sac area between the CTM
and the MRI. Mean of the dural sac area from the
CTM and mean from the MRI. We used the interc-
lass correlation coefficient test to evaluate the com-
patibility between two radiological examinations.
From this, we found that there was a no different
value from the between two radiological modalities
for the multiple lumbar canal stenosis (Figure 3).

In this study, we also measured the compatibility of
the clinical presentation and radiological examinati-
on. We divided our patient into two categories, patient
with improve outcome and patient with no improve
outcome. Patient who had improve outcome, 90.9%
patient who has match results of clinical outcome and
radiological examination.

Besides, 75% improve outcome for patient who cli-
nical presentation and radiological examination had
unmatched result. We found higher incident of no

200

150

T T
CTscan MRI

Figure 3. Subject Distribution - Graphically
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Figure 4. The compatibility of the clinical presentation
and radiological examination

improve outcome in patient (25%) with unmatched
clinical presentation and radiological examination.
We used Fisher’s exact test to measure the different
between the parameters, and we found no correlation
between this test test (p>0,05) (Figure 4).

DISCUSSION

Lumbar canal stenosis is one of the conditions that
usually affected the elderly population. This conditi-
on causes decreased the ability to perform daily acti-
vities due to the difficulty to walk and disability. From
this study, we found that the majority of the patient
was male and most of them are more than 70 years
old. During 6 months period, we managed to find 31
patient who were compatible with the inclusion and
exclusion criteria. Patient who are compatible with
inclusion and exclusion criteria would undergo ra-
diological examination (MRI and CTM). We found
smaller result of dural sac area from CTM compared
to MRI. Our study result was different from previous
study performed by Masahiro which stated that the
result of CTM examination was wider than the MRI
(12). We also found that patient who had a smaller
canal size did not always have a worse clinical pre-
sentation. Our result of the study was similar to the
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result from the previous study from Haig et al. who
found radiological examination cannot differentiate
patient who had a symptom and those who did not
have a symptom (13).

This study revealed that more patients with impro-
ved outcome had a matched clinical presentation
and radiological examination. From 11 patients who
had matched clinical presentation and radiological
examination, 1 subject had no improvement. We
suspected that this patient had inadequate decomp-
ression surgery, incorrect level of decompression and
instability5. Patients who had unmatched clinical
presentation and radiological examination, shown no
improvement. This condition could be caused by poor
medical condition prior to the surgery, long period of
lumbar canal stenosis, patient with comorbid, and
patient who had depression and low-walking ability
before surgery (14). We also suspected that patient
who had no improvement usually came with disease
for more than 1 year. Radkliff et al. (15) stated that
patient who had symptoms more than 1 year will have
a worse outcome, operatively and nonoperatively. In
this study, we compare the clinical presentation of
the patient with multiple lumbar canal stenosis and
imaging modalities. And by comparing this two-
parameter we found that even though from the ima-
ging modalities we could see multilevel lumbar canal
stenosis, not all the level has shown symptoms for the
patient, clinical presentation and patient complaint is
the most important factor for determining the level of
decompression in patient with multiple lumbar canal
stenosis. We could treat the patient by only perfor-
ming surgical decompression at the selected level,
and we found a satisfactory result after 6 months of
treatment. A longer follows up is needed to evaluate
the long term result of the selected lumbar decomp-
ression, a bigger sample for study was also needed in
the next research.

CONCLUSION

In this study, we found that the majority of the patient
was male and most of them are more than 70 years
old. Besides, there were 31 patient who were com-
patible with the inclusion and exclusion criteria. The
patients who are compatible with inclusion and exc-
lusion criteria have undergone radiological examina-
tion (MRI and CTM). After undergoing radiological
examination, it was found that there was a smaller
result of dural sac area from CTM compared to MRI.
Hereby, the patients who had smaller canal size did
not always have worse clinical presentation. Further
research is expected to identify and conduct research
related to the patient who was diagnosed with multip-
le lumbar canal stenosis by 3 orthopedic broad certi-
fied spine surgeons based on clinical presentation and
CTM and MRI with different ways of observation
and investigation.
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Obez hastalarda (st kaliks taslarinin tedavisinde fleksible

ureterorenoskopi sonuclarumiz

Engin Koliikgii', © Bekir Siiha Parlaktag?

"Tokat State Hospital, Department of Urology, Tokat, Turkey

2Gaziosmanpasa University Faculty of Medicine, Department of Urology, Tokat, Turkey

ABSTRACT

Aim: Aim of the present study was to analyze the outcomes
of obese patients treated with ureterorenoscopy for upper
calyceal stones.

Material and Method: Data of obese patients who had
flexible ureterorenoscopy for upper calyceal stones in
January 2015-December 2018 period were analyzed
retrospectively. Demographic features, stone sizes, stent
use after the operation, operative time, hospital stay,
complications, and stone-free rate were evaluated.

Results: The study included 30 obese patients (18 male and
12 female). Average age was 52.6+12.06 years. Average
stone size was 19.46+6.6 mm. The average operative time
was 72.1£16.8 minutes and hospital stay was 1.5+1.1 days.
The success rate was 73.3%. Double J stent was placed in
76.6% of the patients after the operation. In postoperative
follow-ups, three patients had severe colic pain, five
patients had hematuria lasted less than 24 hours without
need for blood transfusion and two patients had urinary
system infection. No major complications that could lead
to morbidity or mortality were observed in any patients.

Conclusion: Flexible ureterorenoscopy is an efficient
treatment method with its higher stone-free and lower
complication rates for the treatment of upper calyceal
stones in obese patients.

Keywords: Flexible ureterorenoscopy, obesity, upper
calyceal, stone

0z
Amag: Bu ¢alismada iist kaliks tas1 tedavisinde fleksible

iireterorenoskopi uyguladigimiz obez hastalarin sonuglari
analiz edilmistir.

Gere¢ ve Yontem: Ocak 2015-Aralik 2018 tarihleri
arasinda  Ust kaliks taslarma  yonelik  fleksible
ureterorenoskopi uygulanan obez hastalarin verileri geri
doniik olarak analiz edildi. Hastalarin demografik verileri,
tas boyutlari, ameliyat sonrasi stent kullanimi, ameliyat
stireleri, hastanede kalis zamani, komplikasyon ve tagsizlik
orani degerlendirildi.

Bulgular: Calismaya 18’si erkek, 12’u kadin olmak {izere
30 obez hasta alind1. Hastalarmn yas ortalamasi 52,6412 y1l
idi. Ortalama tas boyutu 19,4+6,6 idi. Ortalama operasyon
stiresi 72,1+16,8 dakika ve ortalama hastanede kalis stiresi
1,5+1,1 giin olarak hesaplandi. Basar1 oran1 %73,3 olarak
belirlendi. Islem sonrasi hastalarm %76,6’sinda d-j stent
uygulandi. Postoperatif takiplerinde 3 hastada siddetli kolik
agri, 5 hastada kan transfiizyonu gerektirmeyen 24 saatten
kisa siiren hematiiri ve 2 hastada iiriner sistem enfeksiyonu
goriildii. Higbir hastada morbite veya mortaliteye neden
olacak major komplikasyon izlenmedi.

Sonug¢: Obez hastalarda tist kaliks taslarmin tedavisinde
yiiksek tagsizlik ve diisik komplikasyon oranlariyla
fleksible iireterorenoskopi etkin bir tedavi yontemidir.

Anahtar Kelimeler: Flexible iireterorenoskopi, obezite,
st kaliks, tas
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INTRODUCTION

Urinary system stone diseases remain the major pat-
hologies affecting public health considerably thro-
ughout the history of man. They rank third in terms
of frequency after infections and prostate diseases in
daily routine urology practice (1). Many factors such
as age, gender, chronic diseases, genetics, eating ha-
bits, climate and socioeconomic factors play roles
in its etiology. Therefore, considerable differences
are observed between regions for the incidence rates
of urinary system stone diseases. Akinci et al. (2),
carried out a study in 14 different areas of Turkey
and found 14.8 and 2.2% of yearly prevalence and
incidence rates for urinary system stone diseases. In
another study carried out in our region in Turkey,
lifelong prevalence of urinary system stone disease
was reported to be 11.42% (3).

Obesity is defined as body mass index over 30 kg/
m? and means an increase in fat tissue of body at
a harmful level. Obesity is an extremely important
public health problem of present day. Studies have
shown that obesity diagnoses have increased three
times in the last 20 years. Based on World Health
Organization data, over a billion people are overwe-
ight while 300 million people are obese (4). Along
with high obesity incidence rates, many associated
metabolic problems are also on increase. Among the
leading of these problems are urinary system stone
diseases. A number of studies indicated that obesity
is an independent risk factor for the formation of
urinary system stones through increasing uric acid,
sodium and calcium oxalate discharges in urine (5).

Besides their higher tendency for urinary system sto-
nes, obese cases also constitute major problems for
treatment approaches of clinicians because of their
elevated cardiovascular, respiratory and metabolic
comorbidities (6). Previously, open surgery methods
were considered unrivaled for the treatment of uri-
nary system stone disease, but these clinical appro-
aches involved higher costs and complication rates.
In parallel to developments in medicine and impor-
tance attached to public health, minimally invasive
methods are gaining importance for many cases pre-
senting with urinary system stone disease (7). With
its high image quality, ease and use of natural body
orifices, flexible ureterorenoscopy is among the fa-
vorable treatment modalities (6).

In the present study, obese patients who had flexib-
le ureterorenoscopy for upper calyceal stones were
analyzed retrospectively, and success and compli-
cation rates of this endourological procedure were
evaluated.
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MATERIAL AND METHOD

Data of obese patients who had flexible uretero-
renoscopy for upper calyceal stones in January
2015-December 2018 period were studied retros-
pectively. Cases with body mass index of 30 kg/m?
and over were considered obese. Only the patients
with upper calyceal stones were included. Patients
with simultaneous stones in different localizations
of urinary system were excluded. In addition, pati-
ents with kidney rotation anomaly or spinal defor-
mity were also excluded. Pre-operation evaluations
were carried out based on anamnesis forms recorded
by surgeon, physical examination findings, routine
blood tests and urine analyses. In addition, one or
more radiological examinations specific to clinical
condition of the patients were performed. Direct
urinary system X-ray, urinary ultrasonography, int-
ravenous pyelography and non-contrast computed
tomography were the imaging systems used to eva-
luate the patients.

As the first step, bladder was evaluated in detail
through cystoscopy. Then, guidewire with hydrop-
hilic tip was advanced under fluoroscopic guidance.
Semi-rigid ureterorenoscopy was performed over
guidewire both to exclude ureteral pathologies such
as ureter stone and to carry out dilatation. Then,
access sheath was advanced over guidewire under
fluoroscopic guidance (9.5 or 12 Fr) until proximal
ureter. In patients for which access sheath could not
be placed, kidney pelvis was reached by flexible
ureterorenoscopy over guidewire. As lithotripter,
energy provided by holmium yttrium-aluminum-
garnet (Ho: YAG) was employed using a Lisa Laser
Sphinx 60. Stones were fragmented using 0.2 mm
diameter holmium laser probe with 0.6-1.0 J and
5-10 Hz energy interval until they were fragmented
to a size which could spontaneously fall. Fragments
over 3 mm were removed using a basket. In this
endourological treatment modality, 7.5 Fr flexible
ureterorenoscopy (Karl Storz Endoscopy, Flex-x2s,
Germany) was used in all patients.

After the operation, a 4.7 Fr double J ureteral stent
was placed in patients who had solitary kidney, ure-
teral pathology or multiple stones. All these proce-
dures were performed under general anesthesia, in
lithotomy position, on an endourology table under
fluoroscopic control and sterile conditions. In addi-
tion, urine culture negativity was confirmed before
the procedure and 1 g intravenous first-generation
cephalosporin was administered before the opera-
tion. Balloon dilatation was used before ureterore-
noscopy in patients whose distal ureteral narrowing.
For cases in which kidney pelvis could not be re-
ached during semi-rigid ureterorenoscopy due to
ureteral narrowing, double j stent was placed and
the procedure was postponed. The patients whose
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endourological procedure were postponed, were re-
operated within a month and data from the second
operation were included in the study. Determination
of residual calculi was performed a month after the
operation through computed tomography. Complete
postoperative stone clearance or presence of resi-
dual fragments smaller than 3 mm were considered
successful.

Demographic features, stone sizes, stent use after the
operation, operative time, hospital stay, complicati-
ons and stone-free rate were evaluated. Data were
given as mean + standard deviation (minimum-ma-
ximum).

Statistical analysis were performed using SPSS soft-
ware ver. 18.0 (Statistical Packet for Social Scien-
ces, PAWS Statistics). Data of patients who did not
come to regular follow-up visits or who did not give
consent for scientific publication of their data were
excluded.

Ethics: This retrospective study involving analyses
of patient files were carried out in Helsinki.

RESULTS

The study included a total of 30 obese patients (18
male and 12 female). All patients were in adult age
group and average age was 52.6+12 years. Stones
were located on the right kidney in 19 patients and
on left kidney in 11 patients. Three of the patients
(10%) had solitary kidney. Average body mass in-
dex of the patients was 32.4+2 kg/m*. None of the
patients had stones on both kidneys. Average size of
the stones was 19.46+6.6 mm. Twenty-four patients
had one stone while four patients had two and two
patients had three stones.

A detailed analysis of patients’ anamnesis revealed
that 12 of them had undergone surgical intervention
for the stones of the urinary system in different lo-
cations over the past 10 years. In addition, seven pa-
tients had unsuccessful extracorporeal shock wave
lithotripsy (ESWL) for upper calyceal stone in the
last 30 days before the endourological procedure
of the present study. In terms of main complaints
of patients to present our clinic, 26 had flank pain,
three had hematuria and one had recurrent urinary
tract infection. Hydronephrosis was not evident in
21 patients before the procedure, while eight of them
had grade 1 hydronephrosis. Only one patient had
grade 2 hydronephrosis, and no patients had grade 3
or over hydronephrosis. Balloon dilatation was used
before ureterorenoscopy in seven patients. Access
sheath was used in 19 patients. On the other hand,
in five patients whose renal pelvis could not be ac-
cessed because of ureter stricture during semi-rigid
ureterorenoscopy, double j stent was placed, and the

procedure was postponed.

Average operative time was 72.1£16.8 minutes and
average hospital stay was 1.5+1.1 days. In post-
operational controls carried out a month after the
operation, operation was successful in 22 patients;
i.e., the patients were completely free of stones or
had some clinically negligible small residual stones.
Our success rate was 73.3%. In five of eight unsuc-
cessful cases, image was impaired due to bleeding,
whereas operation was stopped because of techni-
cal malfunction in two cases and failure of urete-
rorenoscopy to reach to stone in one case. After the
operation, double j stent was placed in 76.6% of the
cases. In post-operative follow-ups, three patients
had severe colic pain which was considered to de-
velop as a result of obstruction caused by clots in
ureteral lumen. Five patients had hematuria which
healed themselves within less than 24 hours witho-
ut needing blood transfusion and two patients had
urinary system infection. Urine culture of these two
patients were E. coli positive. They were hospitali-
zed for five days and intravenous third-generation
cephalosporin was administered. No patients had
major complications that could lead to morbidity or
mortality.

DISCUSSION

Healthy eating refers to consumption of various fo-
ods at appropriate amounts to sustain life, increase
life quality, protection and improvement of health
and support growth and development. Dietary status
of an individual is closely associated with many fac-
tors such as genetics, age, gender, physical activity
level, social and environmental factors. Individuals
with poor dietary habits have higher risks for cardio-
vascular disease, obesity and many metabolic disor-
ders such as diabetes mellitus (8). Obesity term ori-
ginated from Latin ‘obezus’ and is defined by World
Health Organization as excessive fat accumulation
in body which can impair health (9). Obesity brings
individuals many health problems difficult to cope
with. Among them is increased urinary system stone
disease. It has been linked with elevated insulin re-
sistance, high sodium uptake, hypercalciuria, lower
urine volume and changes in urine pH (6, 10). Pub-
lications in literature show urolithiasis prevalence of
10-35% in obese cases (11).

Management of urinary system stone diseases co-
uld be difficult due to various reasons. First of all,
diagnosis of urinary system stone diseases is diffi-
cult. Imaging methods have always been employed
to evaluate the pelvicalyceal anatomy, size and lo-
calization of stones. These methods are critical in
deciding the treatment planning. Due to anatomical
differences of obese people, carrying out of radio-
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logical examinations could be difficult. Excessive
abdominal fat tissue leads to attenuation of both ac-
tual depth of insonation and efficiency of ultrasound
beams during ultrasonography. This fact restricts the
quality of image, making a clear interpretation of the
data almost impossible by radiologists. Similarly,
in computed tomography evaluations, resolution
of images is seriously compromised by increasing
fat tissue. A partial solution for this problem is to
use higher dose radiation, which brings many extra
problems especially in children and reproductive-
age women. Based on 2008 data in the United States,
clinicians could not get good quality imaging results
from computed tomography in about one-fourth of
people whose weight is 159 kg and over (12,13).
Another difficulty with obese patients is their high
risk for anesthesia. Laryngoscopy and intubation
procedures are quite difficult in these patients due to
larger tongue and higher amount of fat tissue around
neck region compared to normal population. Besi-
des, clinicians experience many difficulties with all
stages of anesthesia including amnesia, excitation,
surgery and bulbar paralysis due to metabolic effects
of obesity (14). Surgical complications are also high
in obese patients. These patients have elevated post-
surgery infection risk associated with wound area
secondary to many factors such as increased strain
in suture line, changes in immune factors and impa-
irments in tissue perfusion. In addition, obese pati-
ents could have many problems such as pulmonary
emboli, deep vein thrombosis, metabolic disorders
and cardiac arrhythmias (14-16).

Along with the developments in medical science,
many open surgery methods previously used for uri-
nary system stone diseases have been replaced with
minimally invasive procedures (7). However, suc-
cess and complication rates of these minimally in-
vasive methods in obese patients are different from
those in normal population. ESWL method have
been introduced in 1950s with the idea that shock
waves could produce power which can break solid
bodies and these waves could be used for treatment
of urinary system stones. This method has been fre-
quently used in urolithiasis treatment. Basic princip-
les of ESWL is the fragmentation of urinary system
stones through directing shock waves produced with
sound waves from outside sources to these stones
(17). ESWL tables are produced so as to withstand
heavy weights. However, longer distance to skin in
obese patients considerably hamper the focusing
and impact power of shock waves. These problems
have a deterring effect on surgeons to use ESWL
approaches in obese patients for urinary system sto-
ne diseases (5). There is a limited number of studies
on this area. Dede et al. (18), carried out a study into
the success rate of ESWL in upper ureteral stones in
which they studies 40 morbidly obese and 94 normal
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weight patients. They found a success rate of 82%
for normal weight patients whereas success rate was
only 67% for morbid obese group (18). In another
similar study, Olive et al. (19) analyzed outcomes
of ESWL used in 98 patients who had body mass
index over 30 kg/m? and found a total stone-free rate
of 56.3%. In the series of Thomas and Cass dealing
with 81 morbid obese patients with nephrolithiasis,
stone-free rate in three or more months after ESWL
was 68% (20). Percutaneous nephrolithotomy is
another minimally invasive treatment modality
commonly used for kidney stones. This treatment
is based on entering through a small hole between
skin and kidney and removal of stones. It was first
described by Fernstrom and Johansson in 1976 (21).
Although this method has been commonly used in
many centers for kidney stones, its use in obese pa-
tients brings a number of undesired effects. The first
problem with the use of the method in obese pati-
ents involves general anesthesia. As a result of pro-
ne position in obese patients, considerable decreases
are observed in total lung capacity, inspiratory lung
volume and functional residual capacity. Another
disadvantage of this treatment modality is technical
limitations due to greater distance to be traversed to
reach stones and kidney as a result of increased fat
tissue under the skin (22,23).

Along with the developments in endourological
approach and laser technology, there has been an
enormous increase in clinical use of flexible ure-
terorenoscopy. Studies have shown that retrograde
intra-renal surgery is an effective treatment for sto-
nes smaller than 2 cm (24). There are various types
of lasers such as Potassium-Titanyl-Phosphate laser,
Indigo laser, Carbon Dioxide Laser, Erbium: Yttri-
um-Aluminum-Garnet laser, but Ho: YAG is the
most commonly used laser type in urology practice.
Wave length emission of 2120 nm is quite similar to
absorption peak of water, which is the main reason
why it is used as effective energy sources effectively
absorbed in water without causing major trauma to
surrounding tissues (25). Because of these charac-
teristics of it, Ho: YAG was the laser type preferred
in the present study. A careful analysis of literature
about urinary system stones would show that stu-
dies analyzing the use of flexible ureterorenoscopy
for obese and morbid patients are rare. Sar1 et al.
(26) examined 502 cases who had flexible ureterore-
noscopy and grouped the patients as normal weight,
overweight, obese and morbid obese. They found no
difference for stone-free rate among the study gro-
ups. Kiiciik et al. (6), evaluated 103 cases including
28 obese ones and found that ureterorenoscopy had
success rates of 71.2 and 70.1% in normal weight
and obese patients, respectively. They reported a ge-
neral complication rate of 7.7%. In another clinical
study, Chew et al. (27) found similar complication
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rates for obese and non-obese patients in flexible
ureterorenoscopy. Also, Doluoglu et al. (28) found
similar success rates of flexible ureterorenoscopy
in treatment of urinary system stone diseases for
normal weight and obese patients. In addition, the
authors found a stone-free rate of 85.7% in their pa-
tient follow-ups. In this study, the success rate of the
upper calyx stones in obese patients was determined
as 73.3%.

The major limitations of the present study were that
it was a single-centered and retrospective study with
limited number of cases. In addition, lack of stone
analyses, absence of calculation of length of time for
fluoroscopy and stone to skin distances were other
limitations.

Results of the present study showed that flexible
ureterorenoscopy is an effective treatment modality
with low complication and high success rates for the
treatment of upper calyceal stone in obese patients.
However, multi-centered, randomized and prospec-
tive studies are needed to support our findings.
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Bobrek nakli yapilan hastalarin retrospektif analizi

Retrospective analysis of patients with kidney transplantation

Gokhan Ertugrul

Medipol Universitesi Tip Fakiiltesi, Organ Nakli Merkezi, istanbul, Tirkiye

0z
Amac: Bobrek nakli son donem bobrek yetmezligi
gelismis hastalarda en etkin tedavi yontemidir. Bu calisma

ile merkezimiz de yapilan bobrek nakli hastalarimizi
degerlendirmeyi amacladik.

Gereg¢ ve Yontem: Nisan 2014 ile Nisan 2018 tarihleri
arasinda bobrek nakli yapilan 120 hastanin demografik
ozellikleri, nakil sonrasi gelisen komplikasyon, greft kaybi
ve mortalite oranlar1 retrospektif olarak degerlendirildi.

Bulgular: Hastalarin yas ortalamasi 37,6 (3-67) idi,
%61,7’si erkek ve %383’ kadindi. Hastalarimizin %
91,7’sine canli vericiden bobrek nakli yapildi. Ortalama
yatis stiresi 11 giindii. Hastalarin %8,3’tinde rejeksiyon
gorildii ve greft kaybi oran1 %3,3 idi. Mortalite orani
%4,2 olarak bulundu.

Sonu¢: Son donem bobrek yetmezligi gelisen hastalarda
yapilan bobrek nakli sayilari yetersizdir. Hasta sagligi
ve konforu agisindan esas amag bobrek nakli sayilarinin
arttirilmast olmalidir.

Anahtar Kelimeler: Son doénem bdbrek yetmezligi,
bobrek nakli, analiz

ABSTRACT

Aim: Kidney transplantation is the most effective
treatment in patients with end-stage renal failure. The aim
of our study was to evaluate our kidney transplant patients.

Material and Method: Between April 2014 and April
2018, 120 patients with live kidney transplantations were
retrospectively evaluated demographic characteristics,
posttransplant complications, graft loss and mortality rates
in these patients.

Results: The mean age of the patients was 37.6 (3-67)
years, 61.7% were male and 38.3% were female. Ninety-
seven percent of our patients underwent living donor kidney
transplantation. The average length of stay in hospital
was 11 days. Eight point three percent of the patients had
rejection and the rate of graft loss was 3.3%. Mortality rate
was 4.2%.

Conclusion: The number of kidney transplants in patients
with end-stage renal failure is insufficient. The main goal
in terms of patient health and comfort should be increasing
the number of kidney transplantations.

Keywords: End-stage renal failure, kidney transplantation,
analysis
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GiRiS

Baébrek nakli son dénem bobrek yetmezligi gelismis
hastalarda en etkin tedavi yontemidir. Ilk yapildigi
1954 yilindan bugiine kadar bobrek nakli sayis1 her
gegen yil giderek artmistir ancak bu yeni gelisen

hastaliklarla birlikte toplam hasta sayisini karsilar
nitelikte degildir (1).

Basarili bir bobrek nakli sonrasi hastalar fiziksel,
ruhsal ve maddi olarak diyaliz tedavisinin negatif
etkilerinden kurtulmus olurlar (2).

Glinlimiliz de immiinsiipresif tedavi protokollerin-
deki, immiinolojik testlerdeki ve cerrahi teknikler-
deki gelismeler sayesinde greft sag kalim oranlari
%90’1n lizerine ¢ikmistir. Basar1 oranlarindaki artiga
paralel olarak bobrek nakli, bobrek yetmezliginin en
etkin tedavi sekli haline gelmistir. Kadavra verici
sayisinin az oldugu iilkelerde canli vericiden bobrek
nakli 6n plana ¢iksa da, bobrek nakli sayilar yeterli
degildir (3).

Bu ¢alismada, merkezimizde yapilan bobrek nakli
olgularimiz retrospektif olarak degerlendirmistir.

GEREC VE YONTEM

Hastalar

Nisan 2014 ile Nisan 2018 tarihleri arasinda Istanbul
Medipol Universitesi Organ Nakli Boliimii’nde son
donem bobrek yetmezligi nedeniyle bobrek nakli
yapilan 120 hastanin demografik 6zellikleri, ame-
liyat 6ncesi, ameliyattaki ve ameliyat sonrasi uzun
donem takip bilgileri retrospektif olarak degerlendi-
rildi.

Nakil Sonrasi Takip

Hastalara bobrek nakli sonrasi standart immiinsiip-
resif tedavi olarak dmiir boyu kullanilacak kalsing-
rin inhibitdrleri (takrolimus veya siklosporin) , ilk
bir yil kullanilacak mikofenolat mofetil, ilk {i¢ ay
kullanilacak prednizolon baslandi.

Hastalar bobrek nakli sonrasi taburculuklarindan iti-
baren ilk bir ay haftada bir, ikinci ay on bes giinde
bir, sonraki aylarda ilk yil ayda bir, sonrasinda {i¢
ayda bir rutin kontrole geldi. Kontrolde hastalara
laboratuvar tetkiklerden hemogram, kreatininin, kan
iire azotu (BUN), sodyum, potasyum, takrolimus
diizeyi, siklosporin diizeyi ve radyolojik tetkikler-
den transplante bobrek renkli Doppler ultrasonogra-
fisi (USQG) yapildi.

Doppler USG de intrarenal rezistivite indeks (RI)
degeri yliksek gelen ve kreatinin artisi olan hastalar
rezeksiyon siiphesi ile yatirilirak takip edildi. Pol-
yoma (BK) virus nefropatisi agisindan kan ve idrar-

da polyoma (BK) virus tetkiki gonderildi. BK viriis
negatif gelen hastalarin takiplerinde kreatinin degeri
yilikselmeye devam ediyor ise USG altinda tru-cut
nakil bobrek biopsisi yapildi.

Hiicresel rejeksiyon diisiiniilen hastalara metil pred-
nizolon ve anti human timosit globulin (ATG ), hii-
moral rejeksiyon diisiiniilen hastalara ise intravendz
immiinglobulin ( IVIG ) verildi ve plazmaferez ya-
pildi.

istatistiksel Analiz

Istatistiksel analiz icin SPSS 22.0 (Windows icin
SPSS, 2007, Chicago) kullanildi. Normal dagilim
gosteren siirekli degiskenler, ortalama+Standart
sapma olarak verildi. Parametrik degiskenler icin
istatistiksel analiz Student’s t-testi ile yapildi. Nite-
liksel degiskenler yiizde olarak verildi ve kategorik
degiskenler arasindaki korelasyon Ki-kare testi ve
Fisher’s exact testi ile arastirild. Istatistiksel anlam-
lilik diizeyi p<0,05 olarak tanimlandi.

Etik Durum: Retrospektif ¢aligmada kurum onay1
almmustir.

BULGULAR

Nisan 2014 ile Nisan 2018 tarihleri arasinda merke-
zimizde 120 hastaya son donem bobrek yetmezligi
tanust ile bobrek nakli yapildi. Ortalama takip siiresi
30,8 (11-48) aydi. Hastalarin 74 (%61,7)’ i erkek,
46 (%38,3)’s1 kadin idi. Hastalarin yas ortalamasi
37,6 (3-67) yild.

Hastalarda son donem bdbrek yetmezligi yapan ne-
denler degerlendirildiginde 42 (%35) hastada her-
hangi bir neden saptanamadi, 39 (%32,5) hastada
diabetes mellitus, 17 (%17,1) hastada hipertansiyon,
16 (%13,3) hastada kronik glomeriilonefrit, 3 (%2,5)
hastada polikistik bobrek hastaligt ve 3 (%2,5) has-
tada diger nedenler (Alport sendromu, vezikotirete-
ral reflii vb.) mevcuttu.

Bobrek nakli yapilan hastalardan 33 (%27,7) has-
taya preemptif donemde yapilmigti. Hastalardan
89 (%74,2)’una akraba olan canli vericiden, 21
(%17,5)’ine akraba dis1 canli vericiden (etik kurul
karar ile), 10 (%8.3) una kadavra vericiden bobrek
nakli yapildu.

Hastalardan 12 (%10)’si 60 yas (y1l) Gistiinde, viicut
kitle indeksi 23 (%19,2) hastanin 30 kg/m? {izerin-
de idi. Hastalardan 97 (%80,9)’si ameliyat Oncesi
ATG ile indiiksiyon tedavisi almisti. Hastalardan 7
(%5,8)’sine ameliyat 6ncesi plazmaferez yapilmisti.
Hastalardan 10 (% 8,3)’unda akut rejeksiyon gelisti.
Bu hastalardan 4 (%3,3)’linde greft kayb1 yasandi.

Greft kaybina etki edebilecek faktorler degerlendi-
85
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Tablo. Greft Kaybina Etki Edebilecek Faktorler

Greft Kaybi Var

Greft Kaybi Yok
p

n(%) n (%)

Hemodiyaliz 2 (%2,3) 85(97,7) 0,03
Preemptif 2 (%6,1) 31(%93,9)

60 Yas J 4(%3,7) 104 (%96,3) 1
60 Yas T 12 (%100)

Viicut Kitle indeksi 30 4 (kg/m?) 3 (%3,1) 94 (%96,9) 0,578
Viicut Kitle Indeksi 30 T (kg/m2) 1(%4,1) 22 (%95,7)

ATG ile indiiksiyon Var - 24 (%100) 0,583
ATG ile indiiksiyon Yok 4 (%4,2) 92 (%95,8)

rildiginde preemptif hastalar ile nakil 6ncesi diyali-
ze giren hastalar arasinda (p= 0,303), altmis yas alt1
ve Uistii hastalar arasinda (p=1,00), viicut kitle indek-
si otuzun altinda ve istiinde olan hastalar arasinda
(p=0,578) ve nakil 6ncesi ATG indiiksiyonu yapilan
ve yapilmayan hastalar arasinda (p=0,583) istatistik-
sel olarak anlamli bir fark saptanmadi (Tablo).

Hastalarda major komplikasyon olarak 6 (%5) has-
tada nakil sonrasi tekrar ameliyat gerektiren kana-
ma, 4 (%3,3) hastada girisimsel radyoloji birimi ta-
rafindan balon ve stent yapilarak tedavi edilen renal
arter stenozu veya trombozu, 8 (%06,6) hastada ken-
diliginden gerileyen lenfosel tespit edildi.

Hastalarda ilk bir y1l mortalite goriilmedi. Kirkse-
kiz aylik takip siiresinde 5 (%4,2) hastada mortalite
goriildi. Mortalite nedeni tiim hastalarda kardiyo-
vaskiiler sistem hastaliklarina bagli idi.

TARTISMA

Geriye doniisiimsiiz ve ilerleyici son donem bobrek
yetmezligi gelisen hastalar glomeriiler filtrasyon
hiz1 15 mililitre/dakika/1.73 metrekare altina inince
renal replasman tedavisi i¢in degerlendirilir.

Renal replasman tedavilerinin esasini diyaliz ve
bobrek nakli olusturur. Diyaliz tedavisi hemodi-
yaliz ve periton diyalizi, bobrek nakli ise kadavra
vericiden ve canli vericiden olmak iizere iki sekilde
yapilmaktadir (4).

Renal replasman tedavisi baglanacak hastalarin bob-
rek nakli i¢in canli vericisi yok ise kadavra listesine
kayitlar1 yapilir ve diyaliz tedavisine baglanir. Ka-
davra organ bagisindaki yetersizlik nedeniyle canli
vericisi olmayan hastalar ne yazik ki diyaliz teda-
visine zorunlu kalmakta, bu durum ise hastay1r hem
fiziksel hem de ruhsal olarak ciddi boyutta yiprat-
maktadir.

Merkezimizde de 48 aylik siire zarfinda bobrek nak-
li yapilan 120 hastadan 10 (%8,3)’una kadavra ve-
riciden bobrek nakli yapilmistir. Bu oran son derece
yetersiz olup hemen hemen {iilkemiz ortalamasini
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yansitmaktadir.

Diinya genelinde yapilan bir¢ok ¢alismada son do-
nem bdobrek yetmezligi hastalar1 i¢in en etkin te-
davi yonteminin bobrek nakil oldugu ve ozellikle
diyalize baglanmayan (preemptif) hastalarda ya da
kisa siireli ( 6-12 ay ) diyaliz uygulanmis hastalarda
yapilan bdbrek nakil sonuglarin daha basarili oldu-
gu bildirilmektedir (5-8). Preemptif hastalarda na-
kil sonrasi rejeksiyon oranlarmin %60 (9,10), sol
ven hipertrofisi, ateroskleroz ve buna bagl kardiyak
mortalite oranlariin %20 (11,12), genel mortalite
oranlarinin ise %25 daha diisiik oldugu bildirilmek-
tedir (13). Merkezimizde bobrek nakli yapilan has-
talardan 30 (%25)’u preemptifti. Greft kaybina etki
edebilecek faktorlerden preemptif hastalar ile nakil
oncesi diyalize giren hastalar arasinda istatistiksel
olarak anlaml bir fark saptanmamustir.

Bobrek nakli igin kesin kontrendikasyonlar aktif en-
feksiyon, aktif malignite, aktif madde bagimliligt

ve geriye doniisiimlii bobrek yetmezligidir. Hasta
yast tek bagina bobrek nakli i¢in kontrendikasyon
degildir. Altmis yasin tizerinde pek ¢ok hastaya, 70
yasin lizerinde ise secilmig hastalara giivenle bobrek
nakli yapilabilmektedir (14). Caligmamizda atmis
yas alt1 ve Ustii hastalarin bobrek nakli sonrasi greft
sagkalim oranlar arasinda istatistiksel olarak an-
lamli bir fark saptanmamustir.

Viicut kitle indeksi 30 kilogram/metrekare {izerinde
olan hastalara bobrek nakli yapilmakta, ancak bu
hastalarda gecikmis greft fonksiyonu, yara yeri en-
feksiyonu ve yeni baslayan diyabet gibi risklerde an-
laml1 artis olmaktadir (15-18). Calismamizda viicut
kitle indeksi 30 kg/m? altinda ve {istiinde olan hasta-
lar arasinda geligsebilecek morbidite ve greft sagka-
lim oranlar1 agisindan istatistiksel olarak anlamli bir
fark saptanmamustir.

Canli vericiden bobrek nakli sonrast 5 yillik greft
sagkalim ve hasta sagkalim oranlar1 %85-95 arasin-
dadir (19). Merkezimizde yapilan bobrek nakli has-
talarinda ilk bir yil mortalite goriilmemis, sonraki
otuz alt1 aylik takip siiresinde ise 5 (%4.2) hastada
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mortalite goriilmiistiir. Mortalite nedeni bobrek nak-
linden bagimsiz olarak tiim hastalarda, kardiyovas-
kiiler sistem hastaliklarina bagli gelismistir.

SONUC

Son donem bobrek yetmezligi nedeniyle takip edi-
len hastalar i¢in en etkin tedavi yontemi bobrek nak-
lidir. Hastalarin 6zellikle preemptif donemde bobrek
nakli olabilmeleri i¢in dondr sayilarinin arttirilmasi
gerekmektedir. Canli vericisi olmayan hastalar1 di-
yalize mahkum etmemek i¢in kadavra verici sayila-
rinin arttirtlmasi, bunun iginde gerekli toplum bilin-
cinin olusturulmasi esas amag olmalidir.
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Amac: Anormal lipit profilleri gestasyonel diabetes

mellitus (GDM) ile iligkilendirilmistir. Biz gestasyonel
diyabette lipit profilini incelemeyi amacladik.

Gereg ve Yontem: Calismamiza 127 GDM’li ve kontrol
grubu olarak benzer beden kitle indeksi (BKI), gebelik
haftas1 ve yas grubundan 30 saglikli gebe dahil edildi.
Kan ornekleri 12 saat agliktan sonra alindi. Trigliserit,
total kolesterol, yiiksek yogunluklu lipoprotein (HDL-K)
plazma konsantrasyonlari kolesterol enzimatik testlerle
olgtildii. Diusiik yogunluklu lipoprotein kolesterol
(LDL-K) Friedewald’in formiilii ile hesaplandi.

Bulgular: Trigliserit, total kolesterol ve LDL-K diizeyleri
gebelikte artmis olarak bulundu. Ancak istatistiksel
olarak anlamli degildi. HDL-K GDM grubunda kontrol
ile karsilastirilinca istatistiksel olarak anlamli bir sekilde
diistik bulundu. Logistik regresyon yapildiginda HDL nin
GDM’de kontrole gore diisiik olmast yas, BKI, gebelik
haftasindan bagimsiz olarak bulundu. ROC analiz
yapildiginda HDL < 70 mg/dl GDM’yi %83 spesifite,
%64 sensivite ile predikte ettigi gortldi.

Sonug: Diisik HDL-K konsantrasyonlart, GDM riskinde
artis ile anlamli sekilde iligkiliydi. Total kolesterol,
LDL-K, TG degerlerinde anlaml1 yiikselmeler goriilmedi.

Anahtar Kelimeler: Gestasyonel diabetes mellitus,
GDM, lipit diizeyleri, total kolesterol, HDL-K, LDL-K,
trigliserit

ABSTRACT

Aim: Abnormal lipid profiles have been associated
with gestational diabetes mellitus (GDM). We aimed to
investigate the lipid profile in gestational diabetes.

Material and Method: This study was included 127
GDM and 30 healthy pregnant women to control group,
similar body mass indeks (BMI), gestational week and
age group. Total cholesterol, high-density lipoprotein
(HDL-C) plasma concentrations were measured by
cholesterol enzymatic tests. Low-density lipoprotein
cholesterol (LDL-C) was calculated using Friedewald’s
formula.

Results: Triglyceride, total cholesterol, and LDL-C levels
were found to be increased in pregnancy. However, it was
not statistically significant. GDM compared with the
control group in HDL-C were statistically significantly
lower. When logistic regression was performed, HDL
was lower than GDM control, regardless of age, BMI,
gestational week. When Roc analysis was performed, it
was seen that HDL <70 mg / dL GDM was predicted with
83% specificity and 64% sensitivity.

Conclusion: Low HDL-C concentrations were
significantly associated with an increased risk of
GDM. Total cholesterol, LDL-C, TG values were not
significantly elevated.

Keywords: Gestational diabetes mellitus, GDM, lipid
levels, total cholesterol, HDL-C, LDL-C, triglyceride
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GiRiS

Gestasyonel diabetes mellitus (GDM), ilk kez gebe-
likte ortaya ¢ikan glukoz intoleransi olarak tanimla-
nan, gebelik sirasinda en yaygin goriilen metabolik
durumdur (1). Tim gebeliklerin yaklasik % 9’unu
komplike hale getirmektedir ve prevalansi gittik-
¢e artmaktadir (2-4). GDM, hem anne i¢in hem
de fetiis icin kisa ve uzun vadeli olumsuz sonuglar
ile iligkilendirilmistir. Annenin lipit metabolizmasi
degisiklikleri olumsuzluklarin temel nedeni olabilir
(5). Saglikli gebelikte lipit metabolizmasi gebeli-
gin 3. trimesterinden itibaren trigliserit diizeyleri 2
kat, total ve LDL kolesterol diizeyleri %30-50 artar.
Trigliserit artis1 1T hepatik lipaz ve | lipoprotein li-
paz aktivitesi ile iliskilidir. HDL kolesterol diizey-
leri baglangicta artarken, 3. trimesterde azalir (2,3).

Anormal lipit profili endotel disfonksiyonuna sebep
oldugundan aterosklerotik kardiyovaskiiler sistem
hastaliklar1 ile arasinda kuvvetli bir iliskili mevcut-
tur. GDM’de dislipidemi, hipertansiyon ve abdomi-
nal obesite (metabolik sendrom) ile iliskili olarak
kardiyovaskiiler komplikasyonlar a¢isindan da risk
tagirlar. GDM kardiovaskiiler riskin artmasi ve ate-
roskleroz ile kolerasyon gosteren lipit metabolizma
bozukluklari ile birlikte goriliir (3-5). GDM’li ka-
dinlarin plazmalarinda normal gebelere gore daha
yiiksek diizeyde trigliserit, serbest yag asidi ve hid-
roksibiitirat ve daha diisiik diizeyde yliksek dansiteli
lipoprotein (HDL) kolesterol saptanmustir (4). Seifer
ve ark. (6) GDM tanisi alan anneleri dogumdan 5-6
yil sonra incelediklerinde daha yiiksek kolesterol,
trigliserit, diisiik dansiteli lipoprotein ve yiiksek sis-
tolik kan basincinin oldugunu saptamislardir.

Dislipidemi lipoproteinlerin fazla tiretimi veya ek-
sikliginden kaynaklanan bir lipoprotein metaboliz-
mas1 bozuklugudur ve sik rastlanilan bir metabolik
bozukluk olup ateroskleroz i¢in risk faktoriidiir.
Gestasyonel diyabet, muhtemelen lipit peroksidas-
yonunu azaltip kan lipitlerini artirarak ateroskleroza
yol agabilmektedir. Bu hastalarda, kolesterol meta-
bolizmas: ve lipit degerleri gebeligin sonlanmasi ile
diizelir, dolayistyla hiperlipideminin olumsuz etkisi
ortadan kalkar (3).

Bu c¢alismanin amaci, kardiovaskiiler mortalitede
Oonemli bir yeri olan dislipidemiyi, lipit degisiklikle-
rini gestasyonel diyabette aragtirmaktir.

GEREC VE YONTEM

Bu calisma endokrinoloji ve i¢ hastaliklar1 polikli-
niklerine bagvuran gebelerin alindig1 vaka-kontrol
caligmasidir.

Gebeligin 2. ve 3. trimesterindeki gebeler arastir-
maya dahil edildi. Tiim gebelere 24-28 hafta ara-
sinda 50 gram glukoz tarama testi uygulanmistir

(3). 50 gram glukoz tarama testinde 1. saat degeri
>140mg/dl olan olgulara, 100 gram glukoz tolerans
testi yapilmistir. GDM tanisi, 100 gram oral glukoz
tolerans testi (OGTT) sonrasi Carpenter ve Coustan
kriterlerine gore 2 veya daha fazla anormal deger (0.
Saat 95, 1. saat 180, 2. saat 155, 3. saat 140 mg/dl)
saptanmasiyla konulmustur (7).

Kan glukoz seviyeleri, insiilin diizeyleri, trigliserit,
total kolesterol, diisiik dansiteli lipoprotein koleste-
rol (LDL-K), yiiksek dansiteli lipoprotein kolestreol
(HDL-K), ALT, AST (Olympus AU 2700, ABD) 61-
ciilmiistiir. Insiilin sensitivitesini gdsteren “homeos-
tasis model assessment-insulin resistance” (HOMA -
IR), aclik glukoz (mmol) X ag¢lik insiilin mU/L/22,5
formiiliine gore hesaplanmustir (8).

LDL-K = total kolesterol - HDL-K - trigliserit / 5.
formiilii ile hesaplanmistir. Plazma lipit diizeyleri-
nin tiim degerleri mg/dl olarak ifade edilir (9).

Dislanma Kriterleri: Olgular tekil gebelik olup,
cogul gebelik, gebelik Oncesi diyabet, tiroid dis-
fonksiyonu, 6nceden belirgin hiperlipidemisi olan-
lar ve bagka sistemik hastalig1 olan olgular ile bilgi-
leri eksik olan olgular ¢aligma dig1 birakilmigtir.

Istatistiksel Analiz: Analizler IBM SPSS 20 ista-
tistik analiz programi ile yapildi.Veriler ortalama,
standart sapma olarak sunuldu. Siirekli degiskenle-
rin normal dagilimina Shapiro Wilk testi ile bakildi.
iki bagimsiz grup arasindaki kiyaslamalarda normal
dagilim sart1 saglandigr durumda Bagimsiz Ornek-
lem t testi, saglanmadigr durumda Mann Whitney
U testi kullanildi. Kategorik degiskenler arasindaki
kiyaslama ise Ki-kare testi ve Fisher’s exact test ile
yapildi. Iki siirekli degiskenin kiyaslanmasinda nor-
mal dagilim sart1 saglaniyorsa Pearson; saglanmi-
yorsa Spearman korelasyon testi kullanildi. Siirekli
degiskenin tanida kullanilip kullanilamayacagini
belirlemek icin ROC analizi kullanildi. Kategorik
dikotom bagimli degiskenle bagimsiz degiskenler
arasindaki iligki ise lojistik regresyon analizi ile ba-
kildi. Sonuglar %95 giiven aralifinda istatistiksel
anlamlilik diizeyi p<0,05 olarak alindi.

Etik Durum: Tiim katilimcilardan (127 gebe kadin)
yazili bilgilendirilmis onamlar imzalanarak alindi.
Caligma i¢in yerel etik kurul onay1 alinmistr.

BULGULAR

Caligma grubunun parametre degerleri ve 6zellikleri
Tablo 1’de goriilmektedir. Calismamiza 127 GDM’li
ve kontrol grubu olarak benzer BKI, gebelik haftasi
ve yas grubundan 30 saglikli gebe dahil edildi.

Trigliserit, total kolesterol ve LDL-K diizeyleri
gebelikte artmis olarak bulundu ancak istatistiksel
olarak anlamli degildi. HDL-K degerleri GDM gru-
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Tablo 1. Calisma grubunun parametre degerlerini ve 6zellikleri

GDM
N 127
Yas (yil) 29,59+4,95
BKi (kg/m?) 30,45+5,2

Trigliserit (mg/dL) 203,74+221,42

Glukoz (mg/dL) 94,01+34,55%

HDL-K (mg/dL) 48,57+9,99*

LDL-K (mg/dL) 117,7£41,1

Total-K (mg/dL) 192,74+46,9

ALT (U/L) 20,6+10,1

AST (U/L) 4,87+7,07
*P<0,05

bunda kontrol ile karsilastirilinca istatistiksel olarak
anlaml bir sekilde diisiik bulundu (p=0,000).

Lojistik regresyon yapildiginda HDL-K’iin GDM’de
kontrole gore diisiik olmasi yas, BKI, gebelik hafta-
sindan bagimsiz olarak bulundu (Tablo 2).

Tablo 2. GDM'de HDL-K'y1 etkileyen faktorlerin regres-
yon analizi

I

HDL-K -0,080 0,001*
Yas 0,093 0,097
BKi 0,116 0,124
Gebelik haftasi -0,047 0,798

*P<0,05
Roc analiz yapildiginda HDL < 70 mg/dl GDM’yi

%83 spesifite, %64 sensivite ile predikte ettigi go-
riildii (AUC %76; p=0,000, Sekil 1).

ROC Curve

1,0

Sensitivity
9

o
i
|

0,2+

0,0 0,2 0.4 06 0,8 1.
1 - Specificity

Sekil 1. GDM'yi predikte eden HDL-K'tin ROC egrisi
20

Kontrol Grubu ‘ P
30

27.59+5.84 0,06
28,03+4.23 0,051

181,83+£57,93 0,6
76,6+7,8* 0,000
50,02+13,1% 0,000
121,2+36,2 0,78
193,3+44,4 0,09
23,6143 0,12
3,83+4,98 0,34

TARTISMA

Biz bu calismamizda GDM olan bayanlarda lipit
profillerini degerlendirdik. Bu ¢alismadaki ana bul-
gumuz, trigliserit, total kolesterol ve LDL-K diizey-
leri GDM’de artmis olarak bulundu ancak istatistik-
sel olarak anlaml degildi. HDL-K GDM grubunda
kontrol grubu ile karsilastirildiginda istatistiksel ola-
rak anlamli bir sekilde diisitk bulundu.

HDL’nin GDM’de kontrole gore diisiik olmasi yas,
BMI, gebelik haftasindan bagimsiz olarak bulun-
du. HDL < 70 mg/dl GDM’yi %83 spesifite, %64
sensivite ile predikte ettigi goriildii. Kontrole gore
diistik HDL-C konsantrasyonlar1 ile GDM riskinde
artisa rastlandi.

Kiziler ve ark. (10) ¢alismalarinda Kan sekeri, in-
siilin, HOMA-IR, HbA ¢, total kolesterol, LDL-K,
plazma malondialdehit, serum Fe ve Cu konsantras-
yonlarinin GDM’li grupta kontrol grubuna gore an-
lamli olarak yiiksek oldugunu saptamiglardir.

GDM anne ve bebek i¢in mortalite ve morbidite-
de artis, gebelik boyunca gebelik hipertansiyonu,
preeklamsi i¢in bir risk faktoriidiir. Anormal lipit
profilleri GDM ile iligkilendirilmistir. Lipit seviye-
leri kalp ve damar hastaligiyla istatistiksel olarak
anlaml bir sekilde pozitif korelasyon gdstermekte
ve diizeltilebilen risk faktorleri arasinda anahtar rol
oynamaktadir (8,12).

Normal gebelikte gestasyonel yagla birlikte, plaz-
ma LDL ve VLDL diizeyleri progresif olarak artar.
Bu artis total kolesterol ve TG’deki artigla gdsteri-
lir. 16. gebelik haftasindan itibaren baglayan serum
lipit artis1 terme kadar siirer ve term gebelikte TG
diizeyinde %250, kolesterol diizeyinde %25 oranin-
da artig izlenir. Artan lipit diizeyleri dogumdan sonra
eski diizeylerine geri doner. Gebelerde goriilen bu
lipoprotein diizeylerindeki degisikliklerin olusma-
sinda ostrojenin biiylik rol oynadigi, LDL-K’nin ise
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artan strojen ve progesteronun kombine etkisinden
etkilendigi diistinilmektedir. Ayrica, term gebelerde
plasental lipoprotein lipaz aktivitesindeki artis, fiz-
yolojik adaptasyonla maternal yaglarin fetusa trans-
ferini hizlandirmaktadir (12,13).

Wiznitzer ve ark. (14) ¢aligmalarinin sonucuna gore,
lipit seviyelerinin gebelik sirasinda biiyiik 6l¢ii-
de degistigini ve anormal TG diizeylerinin gebelik
komplikasyonlari ile iligkili oldugunu belirtmisler-
dir.

Normal gebelik siiresince, serum lipit ve lipoprotein
diizeylerinde degisiklikler olur. Serum TG, koleste-
rol ve az oranda fosfolipit miktar1 aratarak fizyolojik
hiperlidemiye yol acar. Lipit diizeylerindeki bu de-
gisiklikler anne organizmasindaki artmis metabolik
gereksinimi yansitir. Bu degisikliklerin nedeni tam
olarak bilinmemektedir, fakat gestasyonel hormon-
lar sorumlu tutulmaktadir (15,16). Bizim hastalari-
mizda lipit diizeyleri herhangi bir medikal tedaviye
ihtiya¢ duyulacak kadar yiiksek degildi.

Olusan hipertrigliserideminin lipit peroksidasyonu-
nu ve serbest radikal olusumunu artirdig: bilinmek-
tedir. Artan lipit peroksidasyonu ve serbest radikal
olusumunun vaskiiler disfonksiyona neden oldugu
ve bunun da preeklampsinin fizyopatolojik meka-
nizmasima katkida bulundugu kabul edilmektedir

(17).

Bizim g¢alismamizda total kolesterol, trigliserit ve
LDL-K diizeyleri GDM’de istatistiksel olarak an-
lamli olmayacak sekilde artmig olarak bulduk.
HDL-K GDM’de kontrole gére anlamli bir sekilde
diisiik bulundu. HDL-K’un kontrole gore diisiiklii-
giiniin GDM olusumunu predikte ettigi goriildd.

Caligma benzer ¢aligmalarla kiyaslanmamis

MADDI DESTEK VE CIKAR iLISKiSi

Calismayr maddi olarak destekleyen kisi/kurulus
yoktur ve yazarlarin ¢ikara dayali bir iligkisi yoktur.
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Diyabetik ketoasidozda tani ve tedavi yaklasimi

Diagnostic and therapeutic approach to diabetic ketoacidosis
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0z

Diyabetik ketoasidoz, hizli tan1 ve tedavi gerektiren tip 1
ve tip 2 diyabetes mellitusun ciddi komplikasyonlarindan
biridir. Genellikle tip 1 diyabet ile birlikteligi vardir. Bunun
yaninda tip 2 diyabet hastalarinda katabolik strese yol
acan ciddi enfeksiyon, travma, kardiyovaskiiler veya diger
acil durumlarda diyabetik ketoasidoz tablosu goriilebilir.
Hiperglisemi osmotik diiireze yol agar. Osmotik diiirez
elektrolitten gok stvi kaybu ile karakterizedir. Intravaskiiler
hacim azalir. Bu durum ilerledik¢e bobrek perfiizyonu
azalwr, idrarla glukoz atilimi azaltilir, hiperosmolarite
giderek artar. Hiperozmolarite >330 mOsm/kg’1 asarsa
merkezi sinir sistemi depresyonu ve koma durumu
ortaya ¢ikabilir. Taninin erken konulup tedaviye hemen
baslanmast mortalitede ciddi oranda azalmalara yol
acmaktadir. Tedavide en 6nemli sivi replasmani, sonra
insiilin tedavisi ve ardindan ketoasidoza yol agan nedene
yonelik tedavidir. Diyabet siklig1 giderek artmakta oldugu
icin, her hekimin pratikte karsilagabilecegi ve mortal
seyredebilecek bu komplikasyona dikkat ¢gekmek istedik.

Anahtar Kelimeler: Diyabet, ketoasidoz, komplikasyon

ABSTRACT

Diabetic ketoacidosis is one of the serious complications
of type 1 and type 2 diabetes mellitus which require
prompt diagnosis and treatment. It is usually associated
with type 1 diabetes. In addition, diabetic ketoacidosis can
occur in severe infection, trauma, cardiovascular or other
emergencies that lead to catabolic stress in type 2 diabetic
patients. Hyperglycaemia leads to osmotic diuresis. The
osmotic diuresis is characterized by very fluid loss from
the electrolyte. The intravascular volume is reduced. As
this condition progresses, kidney perfusion decreases,
urinary glucose excretion decreases, hyperosmolarity
progressively increases. If hyperosmolarity exceeds
330 mOsm / kg, central nervous system depression and
coma may occur. The early introduction of the diagnosis
and the onset of treatment immediately lead to a serious
decrease in mortality. Treatment is the most important
fluid replacement, followed by insulin therapy followed
by treatment for ketoacidosis. As the frequency of
diabetes is increasing, we would like to draw attention to
this complication that every physician may encounter in
practice and in mortality.

Keywords: Diabetes, ketoacidosis, complication
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Diyabetik ketoasidoz

GiRiS

Diyabetik ketoasidoz (DKA) hizli tan1 ve teda-
vi gerektiren tip 1 diyabetes mellitus (DM) ve tip 2
DM nin ciddi komplikasyonlarindan birisidir. Genel-
likle tip 1 DM ile birlikteligi vardir. Bunun yaninda
tip 2 DM hastalarinda katabolik strese yol agan ciddi
enfeksiyon, travma, kardiyovaskiiler veya diger acil
durumlarda da diyabetik ketoasidoz tablosu goriile-
bilir (1,2).

Epidemiyoloji: ABD’de her y1l 145.000 DKA vakasi
goriilmektedir (3). Her 1000 hasta yili i¢cin DKA in-
sidans1 4,6-8’dir (4). DKA, genglerde yaslhlara gore
daha sik goriiliir (5). Cocuklar ve DKA’l1 yetigkinler
arasinda kaydedilen genel 6liim oran1 %1 in altinda-
dir (1).

PATOGENEZ

Diyabetik ketoasidozun patofizyolojisi insiilin eksik-
ligi ve kontrregiilatuvar hormonlarin (glukagon, kor-
tikosteroidler, katekolaminler ve biiylime hormonu)
kombine etkilerinden olusmaktadir. Insiilin eksikligi
ile viicut dokularinin hiicrelerinin glukoz alimi ve
kullanimi azalirken, kontrregiilatuvar hormon yani-
timn artmast ile karacigerde glikojenoliz, glukone-
ogenez ve bobrekte de net glukoz iiretimi (glukone-
ogenez) artmaktadir. Insiilin seviyesinin diisiikliigii
ile ayn1 zamanda kas proteinleri katabolizmaya ugrar,
aminoasitler olusur. Olugsan aminoasitler daha fazla
glukoneogenez icin substrat ve uyaran etkisi yapar.
Boylelikle plazma glukoz konsantrasyonu (PGK)
artmis olur. PGK >170 mg/dl oldugunda glukoziiri

goriilmektedir. Glukoziiri ile birlikte osmotik dilirez
(elektrolit ve su kaybi) da olmaktadir. Osmotik di-
iirez, siv1 kaybinin elektrolitlerden daha fazla olmasi
ile karakterizedir. Olusan dehidratasyon asidotik orta-
min olusmasina katkida bulunur (Sekil 1) (6-8).

Insiilin yetersizligi protein fosfataz aktivitesini azalta-
rak, kontrregiilatuvar hormonlar ise protein kinaz ak-
tivitesini artirarak, hormona duyarli lipazi aktive eder.
Boylelikle lipoliz hiz1 artar ve artan lipoliz neticesin-
de trigliserit yikimu ile agiga ¢ikan gliserol glukone-
ogenez yolagina gider. A¢iga ¢ikan diger metabolit
olan serbest yag asitlerinin oksidasyonu sonucu, asiri
miktarda asetil koenzim A (asetil CoA) tiretimi olur.
Asetil CoA tretimi artarken, nikotinamid adenin di-
niikleotid (NAD) havuzu baskilanir, nikotinamid ade-
nin diniiklotid hidrojen (NADH) artar. Artan NADH
trikarboksilik asit (TCA) siklusunu yavaglatir. TCA
siklusunun yavaslamasiyla ortamda asirt miktardaki
asetil CoA birikir. Bu asetil CoA’larin birlesmesiyle
olusan asetoasetil CoA, zorunlu olarak keton cisim-
ciklerini olusturur (9).

Diyabetik ketoasidozun seyrinde insiilin eksikligi ve
glukagon artis1 bizzat malonil koenzim A (malonil
CoA) diizeyini disiiriir. Azalmig malonil CoA, karni-
tin agil transferaz 1 enzimini ve ketogenezin hiz kisit-
layic1 basamagini aktive ederek keton cisimciklerinin
dretimini arttirir. Bu nedenlerle DKA gelisimi i¢in
insiilinopeni tek basina yetmez, beraberinde mutlaka
glukagon artis1 da olaya eslik etmelidir (9,10). Ayrica
insiilin yoklugunda, glukoz ve ketonlarin periferik
kullanimi azalir. Varlik iginde yokluk hali vardir. Ar-
tan liretim ve azalan kullanim ile bu maddelerin kan-
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Sekil 1. DKA Patogenezi (American Diabetes Association (ADA) Clinical Practice Recommendations. Diabetes Care 2004;
27:94-102 & Turkiye Endokrinoloji ve Metabolizma Dernegi (TEMD) Diabetes Mellitus ve Komplikasyonlarinin Tani, Tedavi
ve izlem Kilavuzu 2018. Diyabette Akut Komplikasyonlar: 119-126. dan kaynak alinarak hazirlanmustir.)
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daki birikimiyle glukoz konsantrasyonu>300 mg/dL
ve lizerine, plazma ketonlar1 ise 8-15 mmol/L ve
tizerine ¢ikar. B-hidroksibiitirat baslica mevcut olan
ketondur ve asetoasetata orani 1:1°den 5:1°e kadar
¢ikabilir (10).

Hiperglisemi osmotik diiireze yol agar. Osmotik di-
irez elektrolitten ¢ok sivi kaybi ile karakterizedir.
Intravaskiiler hacim azalir. Bu durum ilerledikce
bobrek perflizyonu azalir, idrarla glukoz atilimi
azaltilir, hiperosmolarite giderek artar. Hiperosmo-
larite >330 mOsm/kg’1 asarsa merkezi sinir sistemi
depresyonu ve koma durumu ortaya ¢ikar (10).

Hidrojen iyonlarinin azalan renal atilimi, keton asit-
lerinin [B-hidroksibiitirat (pKa:4) ve asetoasetat]
birikimi sonucu ortaya ¢itkan metabolik asidozu sid-
detlendirir. Ketonemi kusmay1 tetikler, intravaskii-
ler hacim azalir. Asidozun uzamasi, kardiyak ¢ikis
olumsuz etkiler ve vaskiiler tonus azalir. Sonug ola-
rak laktik asit tiretimi ile birlikte ciddi kardiyovas-
kiiler kollaps ortaya ¢ikabilir, bu da mevcut metabo-
lik asidozu daha da derinlestirir (9,10).

HAZIRLAYICI FAKTORLER

DKA gelisim siirecinin olusmasi insiilin eksikligine
baglidir. DKA vakalarinin %20-25’ini olusturan du-
rum yeni tani alan tip 1 DM hastalaridir. Hastanin
insiilin tedavisini kesmesi, yetersiz dozda insiilin en-
jeksiyonu, yanhs teknikle insiilin enjeksiyonu, son
kullanma tarihi ge¢mis insiilin kullanimi, insilin
pompasinin bozulmasi, enfeksiyonlar, hipertiroidi,
feokromositoma, akromegali, serebrovaskiiler olay-
lar, alkol, miyokard infarktiisii, travma, yanik, major
cerrahi, karbonhidrat toleransini bozan ilaglar (kor-
tikosteroidler, tiyazid grubu diiiretikler, adrenerjik
agonistler), atipik antipsikotikler (klozapin, olanza-
pin, ketiapin, risperidon), kokain kullanimi, yeme
bozukluklari, ozellikle tekrarlayan DKA Oykiisii
olan tip 1 DM’li geng kizlarda kilo alma korkusu,
hipoglisemi korkusu DKA gelisim siirecini hazirla-
yan etkenlerdendir (11-14).

SEMPTOMLAR VE FiZiK MUAYENE

DKA, ayni giin ya da birkag¢ giindiir siiren poliiiri
ve polidipsiye eslik eden halsizlik, bulanti ve kusma
ile birlikte ortaya ¢ikar. Dispne goriilebilir. Mental
stupor olusur ve komaya ilerleyebilir. Fizik muaye-
nede; Kussmaul solunumu, uyumaya meyilli hasta-
da miikéz membranlarin kurulugu, deri turgorunda
azalma ve ¢iirik meyvemsi aseton kokusu ketoasi-
dozu diigiindiiriir. Tasikardi ile birlikte postural hi-
potansiyon asir1 sivi ve elektrolit kaybini gosterir.
Abdominal agr goriilebilir. DKA nedeni enfeksiyon
ise, enfeksiyona ragmen vazodilatasyondan dolay1
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pek ¢ok vakada ates goriilmez. K6tii prognozlu has-
talar hipotermik bile olabilir (7,10,15).

LABORATUVAR BULGULARI VE KLiNiK SEYiR

Diyabetik hastalarda DKA’ya giden siiregte karaci-
gerin yag asitlerini karbondioksit (CO2)’e okside
etme giicli asildiginda B-hidroksibiitirat ve asetoa-
setat birikimine bagl olarak baslangicta diyabetik
ketoz geligir. Diyabetik ketozda laboratuvar deger-
leri plazma glukoz diizeyi >300 mg/dl (gebelik-
te >250 mg/dl), serum ketonu >3 mmol/L, idrarda
keton >1+’dir. Metabolizma, bu asitlerin birikimini
baslangicta akcigerlerden CO2 atilmasinin arttirarak
denetimi altina almaya ¢aligsa da, insiilin uygulama-
st ile durum kontrol altina alinmazsa ketoz tablosuna
metabolik asidoz tablosu eklenir. Bu durumda labo-
ratuvar bulgularinda ketoz bulgularina ek olarak kan
pH <7.30, serum bikarbonat (HCO,-) diizeyi <15
mEq/L, idrarda keton >2+ serum osmolalitesi <320
mOsm/L ve anyon ac1g1 >12 (genellikle) olarak bek-
lenir (7,16).

Dehidratasyon ve asidoza bagl olarak hafif ya da
orta derecede 16kosit sayisi artabilir (10.000-15.000/
mm?). Eslik eden enfeksiyon 16kositozu artirabilir.
Nadiren serum amilaz ve lipaz diizeyleri normal {ist
smirin 2-3 katin1 agsmayacak sekilde ylikselebilir
(7,17).

DKA’daortalama 5-7 litre (100 ml/kg) kadar sivi agigi
vardir. (TVS: Total viicut suyu, SOsm: Serum osmo-
laritesi, BUN: Kan fire nitrojen) Su defisiti=Normal
TVS-Mevcut TVS litre formiiliiyle hesaplanir. (Nor-
mal TVS=Yagsiz beden kitlesi x %60 litre, Mevcut
TVS=Normal SOsm x Normal TVS / Mevcut SOsm,
SOsm=2x[Na+K]+Glukoz/18+BUN/2,8 mOsm/kg)

(7

Ketoasidemi ve ketoasidiirinin degerlendirilmesi
icin nitroprusid testleri kullanilmaktadir. Bu testler
keton cisimlerinden asetoasetat ve asetonu Olger.
Ancak aseton i¢in bu ayiraglarin duyarliligi oldukga
diistiktiir. Aseton seviyesi 10 mmol/L’yi gegtiginde
bu ayiraglar 6l¢cebilmektedir. Ketoasidotik hastalarin
plazmalarinda bu yiikseklikte aseton diizeyleri-
ne rastlanmasi nadirdir. Idrarda aseton seviyesi
¢ogunlukla 10 mmol/L’nin {izerinde saptanmaktadir.
Bu yiizden, ketotik hastalarin plazmasinda yalnizca
asetoasetat bu ayiraglarla olgiilii. DKA’da baskin
olan keton bilesigi B-hidroksibiitirat (B-OHB)’tir.
Bu nedenle tercih edilen yontem kanda direkt ola-
rak B-OHB o6l¢iilmesidir, fakat daha yaygin olarak
kullanilan nitroprussid yontemi B-OHB’1 6lgmez;
sadece asetoasetik asit ve asetonu olg¢er. Bu durum
dolagim kollapst durumunda laktik asidoz ile artan
redoks potansiyelinin etkisiyle asetoasetatin yiiksek
olmasina eslik edecek sekilde B-OHB’1n da yiiksel-
mesi agisindan 6nemlidir. Bu nedenle 6l¢iim ¢ubuk-
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lariyla hasta basinda yapilan keton testleri B-OHB’n
asidoz olusumunda temel etken oldugu durumlarda
giivenilmezdir, asidoza ragmen ketonemi olmadi-
g1 sonucunu verebilirler. DKA seyrinde tedavi ile
B-OHB, asetoasetik asite doniistiigiinden, takipte nit-
roprussid yontemi kullanildiginda, DK A hatali olarak
agirlagmis izlenimi verir. Sonug olarak nitroprussid
yontemiyle keton tayini yalnizca tanida tercih edilme-
lidir. Tedavi takibinde kullanilmas1 6nerilmemektedir
(2,10).

Diyabetik ketoasidozda genellikle primer anyon
acikli asidoz goriiliir. Anyon a¢1g1=[Na-(CI+HCO3)]
formiilii ile hesaplanir. Anyon ag¢iginin diizelmesi ke-
toasidozun diizeldigini gosteren giivenilir bir takip
parametresidir (Normal deger: 12+2 mmol/L) (7).

S1v1 aci1g1 sadece %0,9°luk NaCl ile replase edilirse
tedavinin ilk 8 saatinde bazi olgularda hiperkloremik
metabolik asidoz gelisebilir, BUN ve serum kreatinini
dehidratasyondan dolayi artabilir (7,10).

Serum sodyumu (Na), sik idrara ¢ikma ve kusma ne-
deniyle sodyum iyon kaybina (7-10 mEq/kg) bagh
olarak azalabilir. Hiperglisemi nedeniyle su ekstra-
selliler alana yer degistirir. Serum sodyum diizeyi
baslangicta azalabileceginden “diizeltilmis sodyum”
diizeyi dikkate almmalidir. Diizeltilmis Na=Olciilen
Na+1,6x[(Glukoz-100)/100] mmol/L formiilii ile he-
saplanir (7,10).

Diyabetik ketoasidozda total viicut potasyum (K)u
eksiktir, fakat; agir insiilin eksikligi, hiperosmola-
rite ve metabolik asidoz nedeniyle K ekstraseliiler
alana gecebilir ve baglangigta hiperpotasemi bulu-
nabilir. Total viicut K ac181 yaklasik 3-5 mEq/kg’dir.
flk dlciilen K diizeyinin normalin alt simirmda veya
diistik bulunmasi agir bir hipokalemiyi akla getirme-
lidir (7,10).

TEDAVI

Diyabetik ketoasidoz hastalarmin pH ‘s1 7,25 ile 7,30
arasinda ise hafif DKA olarak kabul edilir. Hafif DKA
hastalar1 uyaniktirlar. Orta DKA’s1 olan hastalariin
pH degerleri 7,0 ile 7,24 arasindadir. Uyanik veya ha-
fif uykuludurlar. Agir DKA’da hastalarimm pH degeri
7,0’nin altindadir ve hastalar stupor durumunda olur-
lar. Hafif DK A’s1 olanlar acil serviste tedavi edilebilir,
ancak orta veya agir DKA’s1 olanlarda hastalar yogun
bakim {initesi veya bir ara iinitede tedavi edilmeleri
gerekmektedir (10).

Diyabetik ketoasidozda tedavi hedefleri, dolagim hac-
mini ve doku perfiizyonunu yeniden diizenlemek; kan
glukozunu ve osmolaliteyi yasamla bagdasir seviye-
ye getirmek; asidozu diizeltmek; elektrolit kayiplarimi
replase etmek ve metabolik durumu bozan faktorleri
ortaya ¢ikarmak ve bu durumu tedavi etmektir (7).
Bilinci kapali diyabetik ketoasidoz hastasinda sik

olarak gastrik atoni komplikasyonu ortaya cikabilir.
Bu durum hastada kusma ve aspirasyona neden olur.
Hava yolunun kapanmamasi i¢in gastrik entiibasyon
onerilmektedir. Bilinen kalp veya bobrek yetmezligi
olan hastalarda veya ciddi kardiyovaskiiler kollaps
gelisenlerde, hipovolemiyi degerlendirebilmek ve
svi tedavisinin yanitini gdrmek igin santral vendz
basing (CVP) kateteri veya Swan-Ganz kateter ta-
kilmalhdir. Baslangi¢ tedavi siiresince saatlik plazma
glukoz takibi, en az 2-3 saatte bir elektrolitler ve pH
kaydedilmelidir. Insiilin dozunu ayarlayabilmek igin;
yatak bag1 glukometre bulundurulmalidir (10).

Sivi Tedavisi

Diyabetik ketoasidozlu erigkinde siv1 tedavisi ile intra
ve ekstraselliiler voliimiin artirilmasi ve renal perfliz-
yonun diizeltilmesi amaglanir. Soka egilimli olan ve
kardiyak bir sorunu olmayan hastalarda, tedavinin ilk
saatinde %0,9’luk NaCl 1000-1500 ml(veya 15-20
ml/kg/st) verilebilir. Bu tedaviyi izleyen ilk 2-4 saatte,
hastanin aldigi/¢ikardig (hidrasyon/idrar ¢ikist) sivi
tedavisinin gidisat1 hakkinda bizi yonlendirir. Hasta
hipovolemik sok durumunda ise %0,9’luk NaCl 20
ml/kg/st hizinda verilmelidir. Hasta kardiyojenik sok
durumuda ise, hemodinamik monitorizasyon yapil-
malidir. Hastada hafif hipotansiyon mevcut ise, dii-
zeltilmis serum sodyumu hesaplanmalidir. Diizeltil-
mis serum sodyumu, normal diizeyde ya da yiiksekse,
%0,45’lik NaCl, 4-14 ml/kg/st hizinda verilmelidir.
Diizeltilmis idrar sodyumu diisiikse, %0,9NaCl 4-14
ml/kg/st hizinda verilmelidir. Saatlik kan sekeri ta-
kiplerinde plazma glukoz diizey <250 mg/dl ise, %5
dekstroz tedaviye eklenmelidir. Her 2-4 saatte hasta-
dan hastadan iire, kreatinin, elektrolitler, kan gazi ve
glukoz ¢alisilmalidir. Plazma glukoz diizeyi 150-200
mg/dL diizeyinde tutulmalidir (5,7,8).

S1v1 tedavisi yapilirken ilk 4 saatte en az 500 ml/st hi-
zinda s1v1 verilmelidir. Su agigi=Normal TVS - Mev-
cut TVS formiilii ile verilmesi gereken sivi miktar
hesaplanmali, sivi a¢ig1 24-36 saatte tamamlanmali-
dir (Sekil 2) (5,7).

insiilin Tedavisi

Insiilin tedavisine baglanmadan &nce serum potasyum
diizeyi kontrol edilmelidir. Baglangicta potasyum
normalden diisiik (<3,5mEq/L) ise 6nce K diizeltilir,
sonra insiilin verilir (5,7,8).

Hafif seyirli vakalar diginda, insiilin eksiginin yerine
konulmasi i¢in siirekli intravendz (i.v.) insiilin infliz-
yonu tercih edilmelidir (7). Stvi replasmanina baslan-
masini takiben, 0,10-0,15 {inite/kg regiiler (kisa etki-
li) insiilin hizli bolus, intravenoz olarak verilmelidir.
Boylece doku insiilin reseptorleri uyarilir. Hem glu-
koneogenez hem de ketogenez inhibe olur. Glukoz
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Na*p Na* normal Na*
¥ N ¥
260.45 NacCl 260.9 NacCl
(4-14 ml/kg/st) (4-14 ml/kg/st)
¥

v

Glisemi <250 mg/dl ise, %5 dekstroz ekle

Hedef glisemi: 150-200 mg/dl, 2-4 st’te

v

bir BUN, kreatinin, elektrolit ve glisemi izle

Sekil 2. Sivi Tedavisi. (American Diabetes Association(ADA) Clinical Practice Recommendations. Diabetes Care 2004; 27:
94-102 & Tirkiye Endokrinoloji ve Metabolizma Dernegi (TEMD) Diabetes Mellitus ve Komplikasyonlarinin Tani, Tedavi ve
izlem Kilavuzu 2018. Diyabette Akut Komplikasyonlar, s119-126'dan kaynak alinarak hazirlanmistir.)

ve ketoasitlerin kullanimini uyarilir. Verilen bolus
dozu takiben, 0,1 iinite/kg/saat dozunda insiilin in-
flizyonu baglanir (7,8,10).

Insiilin tedavisinin ilk 2 saatinde plazma glukoz
konsantrasyonunda 50 mg/dl (veya baslangi¢ plaz-
ma glukoz degerine gore %10) diislis saglanamazsa
ve hidrasyon durumu iyi ise insiilin dozu iki katina
artirtlmalidir. Insiilin dozu, glukoz konsantrasyo-
nunu saatte 50-70 mg/dl digiirecek sekilde ayar-
lanmalidir. Plazma glukozu 250 mg/dl’nin altina

i.V Reguler (kisa etkili) in

N

indiginde i.v. insiilin dozu 0,05-0,10 IU/kg/st (veya
2-4 1U/st)’e azaltilir ve diger taraftan %5-10 deks-
troz(150-250 ml/st) inflizyonuna baglanir. DKA du-
rumu diizelinceye kadar, plazma glukoz diizeyi 150-
200 mg/dl civarinda tutulmaya caligilarak, dekstroz
ve insiilin dozlar1 ayarlanarak, insiilin infiizyonuna
devam edilmelidir. Oral beslenmeye baslandiginda
subkutan (s.c.) insiilin yapilmali, insiilin infiizyonu-
na 2 saat daha devam edilmelidir (7,8,10) (Sekil 3).

stlin, 0.10-0.15 IU/kg bolus

v

0.1 1U/kg/st1.V. infUzyon

~

v

ilk 2 st PG 50 mg/dl diismezse, insilin dozunu 2 kat artir

v

Glisemi <250 mg/dl ise %5 dekstroz (150-250 ml/st) ekle

l

insilininfizyonunu disir (0.05-0.1 1U/kg/st)
DKA diizelinceye (pH>7.3, HCO5 >15 mmol/l oluncaya) dek inflizyonu strdr
Oral beslenmeye gecince ciltalti insitline basla, ilk 2 st inflzyona devam et
Predispozan faktorleri arastir ve varsa tedavi et

sekil 3. insiilin Tedavisi. (American Diabetes Association(ADA) Clinical Practice Recommendations. Diabetes Care 2004;
27:94-102 & Tiirkiye Endokrinoloji ve Metabolizma Dernegi (TEMD) Diabetes Mellitus ve Komplikasyonlarinin Tani, Tedavi
ve izlem Kilavuzu 2018. Diyabette Akut Komplikasyonlar, s119-126'dan kaynak alinarak hazirlanmistir.)
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Potasyum Replasmani

DKA hastalarinda 6nce potasyum diizeyine bakilir.
Potasyum diizeyi 3,5mEq/L’nin altindaysa, insiilin
tedavisi verilmez. Potasyum diizeltilir, daha sonra
insiilin tedavisine gecilir. DKA hastalarinda politiri
ve kusmadan dolay1 potasyum kaybi1 200 mEq diize-
yinde olabilir. Hiperkloremik asidozla birlikte hipo-
fosfatemi de vardir. Hipofosfateminin diizeltilmesi
icin, potasyum replasmaninda kullanilan potasyu-
mun 2/3’liniin KCI, 1/3’iiniin de K, PO, formunda
verilmesi Onerilmektedir. Ancak Tiirkiye’de K, PO,
bulunmamaktadir. KCI preparatlart potasyum rep-
lasmaninda kullanilmaktadir (7,10).

Diyabetik ketoasidoz tedavisinde serum K+ diizeyi
2-4 saatte bir 6l¢lilmelidir. Gerektiginde EKG moni-
torizasyonu yapilmali, intraselliiler potasyum diize-
yi izlenmelidir. EKG’de yiiksek pik yapmig sivri T
dalgalar1 hiperkaleminin, diizlesmis T dalgalar1 ile
U dalgalart hipokaleminin bir belirtecidir. Serum
K+ diizeyi normal(3,5-5 mEq/L) ise 20-30 mEq/L,
diisiik(<3,5mEq/L) ise 40 mEq/L KCI replasmani
saglanmali, K+ diizeyi yliksek(>5 mEq/L) ise rep-
lasmana ara verilmelidir. K+ replasmani, hastanin
genel durumu, vital bulgular stabillesinceye ve oral
beslenmeye baslayicaya kadar devam edilmelidir.
Insiilin inflizyonu, devam ettikce potasyumun hiic-
re icine gecmesinden dolay1 serum potasyum diize-
yi monitdrizasyonu hususunda uyanik olunmalidir.
Hasta oral beslenmeye basladiginda potasyum ige-
riginden zengin(domates suyu, muz gibi) besinler
verilmelidir (7,10).

Glukoz infiizyonu

Plazma glukoz diizeyi 250 mg/dl’ye indiginde hi-
poglisemiyi Onlemek i¢in, glukoz infiizyonu da
baslanmalidir. NaCl ¢ozeltisine 5-10 g/st hizinda
glukoz eklenebilir veya ayr1 damar yolundan %5-10
dekstroz 100 ml/st hizinda verilebilir (7).

Bikarbonat Tedavisi

DKA tedavisinde bikarbonat tedavisi tartigmalidir
(18). Alkali destegi ile asidozu diizeltmenin bazi
zararl etkileri vardir. Bunlar hipokalemi gelisimi
(asidoz hizli diizeltildiginde K’un hizla hiicre igi-
ne girisinden dolay1), doku hipoksisi (asidoz hizla
tersine dondiigiinde hemoglobin-oksijen dissosi-
asyon egrisinde sola kayma nedeniyle) ve serebral
asidoz(serebrospinal sivi pH’sinin diismesi) sonu-
cudur. Ancak siddetli asidoz durumunda (arteriyel
pH <7) bu durumlar géz ardi edilebilir. Arteriyel
pH <6,9 ise_ 100 mmoINaHCO,, 400 ml su i¢inde ve
200 ml/st hizinda, pH 6,9-7,0 ise 50 mmol NaHCO,,
400 ml su iginde ve 200 ml/st hizinda verilir. Tedavi
takibinde 2 saatte bir pH olciiliir. pH 7,0 oluncaya

dek NaHCO, inflizyonu devam ettirilir, pH >7,0 ise
NaHCO, verilmez (7,10,19).

DiYABETiK KETOASIDOZDAN SONRA
DiYABETiIN iDAME TEDAVISi

DKA hastasinda plazma glukozu <200 mg/dl, pH
>7,30, HCO,>18 mEq/L ve anyon a¢131 <12 mEq/L,
osmolarite<320 mOsm/L oldugunda hastada oral
beslenmeye ve subkutan enjeksiyonlara gegirilebilir.
Insiilin desteginde bir kesintiye yol agmamak icin
ilk s.c. insiilin dozundan 1-2 saat sonraya kadar i.v.
insiilin inflizyonuna devam edilmelidir. Bu sayede
DKA relaps1 6nlenebilir. Eger hasta yeni baglangi¢h
tip 1 DM hastast ise s.c. insiilin dozu 0,3-0,5 U/kg/
giin olarak uygulanmalidir. Eger hasta yeni baglayan
tip 2 DM hastasi ise en az birkag ay insiilin tedavisi
stirdiiriilmelidir (7).

DiYABETiIK KETOASIDOZ
KOMPLIKASYONLARI

Asirt insiilin verilmesine bagli hipoglisemi, insii-
lin tedavisine ve asidozda HCO, verilmesine bagli
hipokalemi, subkutan insiiline baglanmadan i.v. in-
stilin inflizyonunun kesilmesine bagl hiperglisemi,
relaps DKA, izotonik NaCl’nin asir1 miktarda ve-
rilmesine baglh gelisen hiperkloremi ve gecici hi-
perkloremik asidoz(anyon acig1 olmayan metabolik
asidoz) DKA’nin en sik rastlanan komplikasyonlari-
dir. Daha nadir olarak, fazla kristaloid inflizyonuna
bagli kardiyak orijinli olmayan pulmoner 6dem, pul-
moner emboli, aspirasyon, akut bobrek yetersizligi,
inme, hipokalsemi, akut respiratuvar distres sendro-
mu ve beyin 6demi gorilebilir (7).

Beyin Odemi

Beyin 6demi DKA’nin sik olmayan, ancak olus-
tugunda ¢ogu kez fatal seyreden bir komplikasyo-
nudur. Daha ¢ok ¢ocuklarda goriiliir ve hemen he-
men tiim etkilenen hastalar 20 yasindan kiiciiktiir
(20). Yeni tan1 tip 1 DM tanili hastalar olgularin ¢o-
gunu olusturur. Kisa siirede gelisir ve beyin sapinda
herniasyon olana dek ilerleyebilir. Beyin 6demi-
nin semptomlari; bas agrisi, tekrarlayan kusmalar,
bradikardi, hipertansiyon, oksijen satlirasyonunda
azalma, dispne, norolojik degisiklikler(huzursuzluk,
irritabilite, uyuklama, inkontinans), spesifik noro-
lojik degisiklikler (konviilziyonlar, kraniyal sinir
felcleri, pupilla reflekslerinde bozulma ve postiir de-
gisiklikleri), suur bozuklugu, letarji ve uyarilmada
azalmadir (7,20).

Beyin 6demi patogenezi kesin olarak bilinmemekle
birlikte, DKA tedavisinde plazma osmolalitesinin
hizli bir sekilde azalmasim takiben suyun osmotik

97



J Health Sci Med

QO

§ ?
Diyabetik ketoasidoz =

7s,, €D

i ai ve N

“rgyg; m@

olarak merkezi sinir sistemine kaymasi ile agiklan-
maktadr. Insiilin tedavisinde membran Na kanalla-
11 aktive olur ve bu durumun sorunu agirlastirdig:
diisiinilmektedir (7).

Beyin 0demi tedavisinde, hasta entiibe edilmelidir,
mannitol 0,26-1 g/kg dozunda zaman kaybedilme-
den baglanmalidir. Mannitol bulunmadigi durumlar-
da alternatif olarak hipertonik %3’liikk NaCI 5-10 ml/
kg/30 dk dozunda kullanilabilir. Beyin 6deminden
kag¢inmak i¢in su ve sodyum agiklarmin hizl sekil-
de yerine konmasindan kagmilmalidir. DKA teda-
visi sliresince, bas agrisinin baglamasi veya mental
durumda bozulma, bu komplikasyonun gelisebile-
cegini hekime diisiindiirmelidir. Serum osmolalite-
si saatte en fazla 3 mOsm/kg azaltilmalidir. Plazma
glukozu <250 mg/dl oldugunda dekstroz inflizyonu
baslanmalidir (5,7,10,20).

DIYABETIK KETOASIDOZ GELISiMiNi
ONLEME

Diyabetik ketoasidoza yol ac¢an bir¢ok durum daha
iyi hasta egitimi, hastaliklarda daha iyi hasta-doktor
veya diyabet hemsiresi haberlesmesini saglayarak,
hastaneye yatisa gerek kalmadan diizeltilebilir. Bii-
tiin hastalarla ¢esitli hastaliklar sirasinda (6rnegin;
bir iist solunum yolu enfeksiyonu, gastroenterit, id-
rar yolu enfeksiyonu gibi) diyabet tedavisinin nasil
diizenlenmesi gerektigi, hastalara belli zamanlarda
egitim olarak verilmelidir. Bu hasta egitimlerde has-
talara ne zaman doktorla iletisime ge¢meleri gerek-
tigi, kan sekeri hedefleri, kan sekeri regiilasyonu i¢in
ek kisa etkili insiilini nasil uygulayacaklari, nasil
beslenebilecegi, nasil sivi alimini arttiracagi ve asla
insiilini kesmemesi gerektigi muhakkak anlatilmali-
dir. Aile bireyleri de egitime alinmalidir. Bu sayede
diyabet hastasi hasta oldugu giinleri rahat bir sekilde
asabilecektir. Baz1 glukometre cihazlari uygun ¢u-
buk ile kanda keton cisimcigi de (B-hidroksibiitirat)
Olcebilmektedir. Bu sayede diyabetli insiilin doz
titrasyonunun uygun olup olmadigini, doktorla ile-
tisime gecip gegmeme durumunu degerlendirebilir.
Siddetli DKA tekrarlamasi insiilin tedavisine uyum-
suzlugu gosterir. Bu hastalar yogun sekilde danis-
malik almalidir (2,4,8,21).
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A rare case of adipocytic tumor in subscapular region:

hibernoma

Subskapular bélgede nadir bir adipositik timér vakast: hibernom

Mehmet Zengin

Kirikkale University, School of Medicine, Department of Pathology, Kirikkale, Turkey

ABSTRACT

Hibernoma is a uncommon, benign adipocytic neoplasia
that arise from persistent of brown adipose tissue.
Hibernoma is similar in clinical presentation of malignant
tumors as liposarcomas, however they have not been
associated with malignant potential. Hibernomas are
usually painless, encapsulated and yellow-tan colored soft
tissue neoplasie, generally viewed in adults. They consist
of big cells that have centraly nuclei and acidophilic-
granular cytoplasm. In this article, the histologic and
clinical properties of a hibernoma arising from subscapular
region was described

Keywords: Hibernoma, adipocytic tumor, subscapulary
region

INTRODUCTION

Hibernomas are a unusual, benign lipocytic neopla-
sias arising from persistent of brown fat resembling
to the certain hibernating animal species (1). The
brown adipocytic tissue has a position of thermo-
genesis in the early years of life, but it recedes with
age. Remnant of brown fat in adults is generally lo-
calized at the scapular region, thigh, retroperitone-
um, mediastinum and head and neck (2). Usually,
this remnants of brown fat has no impact on the ho-
meostasis and still remains asymptomatic. Rarely,
the remnants fat can grow slowly, causing to form

0z

Hibernom kalinti kahverengi adipoz dokudan ortaya
¢ikan, nadir goriilen iyi huylu adipositik bir neoplazidir.
Hibernom, klinik prezentasyonda liposarkomlar gibi
malign tlimorlere benzer, ancak bu tiimdr malignite
potansiyeli ile iliskilendirilmemistir. ~ Hibernomlar
genellikle agrisiz, kapsiillii, siklikla yetiskinlerde
goriilen, sart renkli yumusak doku neoplazileridir.
Santral ¢ekirdek ve asidofilik-graniillii sitoplazmasi olan
biiyiik hiicrelerden olusurlar. Bu yazida, subskapular
bolgeden kaynaklanan bir hibernomun histolojik ve klinik
ozellikleri tanimlanmustir.

Anahtar Kelimeler: Hibernom, adipositik tiimor,

subskapuler bolge

a lipocytic neoplasia. Therefore, hibernoma cases are
well described in abdominal cavity, chest and head
and neck in the current literature (3,4). In this case,
we reported a rare hibernoma case at the subscapular
region with a painless mass and reviewed the current
literature about clinical process and treatment.

CASE REPORT

Thity-three year old male patient. Ultrasonography
performed at a center with a complaint of swelling on
the right subscapular region for about one year sho-
wed a lesion compatible with lipomas. A spinal com-
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putered tomography scan of the back has described
a mass lesion that may be compatible with lipoma
or conglomerate lymphadenomegaly. On the mac-
roscopic assessment of the mass excision, one soft
tissue material was observed, measuring 7x5 cm in
its largest size, with occasional encapsulated appea-
rance, mostly in areas with brown, somewhat dirty
yellowish fatty tissue. Microscopic examination
showed the tumor that composed of vacuolar, granu-
lar and eosinophilic cytoplasmic cells with diffuse
patern or cord structures. Some of the tumoral cells
that oval-round nuclei located in the centrally, and
some of them in the peripheral. Tumor contains nu-
merous small capillary vessels, and the lobules divi-
ded by fibrovascular septa (Figure a-c). Atypia and
mitotic activity were not observed and tumoral cells
were stained with S-100 stain (Figure d). The case
was diagnosed as Hibernoma with these findings.

Hibernoma is characterized by the arrangement of
cells, resembling normally brown fat tissue. a. Hi-
bernoma formed diffuse patterns or cords structures
(H&Ex200) b-c. Hibernoma composed of cells with
vacuolar, granular and eosinophilic cytoplasm, cent-
rally or peripherally localized small, round nuclei,
were observed (H&Ex200/400) d. Positivity of tu-
moral cells for S-100 antibody (X400).

DISCUSSION

Hibernomas are unusual benign lipocytic tumor ori-
ginating from persistent of brown fat tissue (1). This
tumor was defined by Merkel just about a hundred
years ago firstly who called as “pseudolipoma”. In

1914, Gery gived the name of hibernoma to this tu-
mor because of its similarity to hibernating animals
brown fat (1,6). Hibernomas regard as about 2% of
all benign lipomatous neoplasia (2). Thus far, app-
roximately 170 case reports and series were repor-
ted. Hibernomas are less common seen in females.
Fourth and fifth decads are the typical presentation
times. It is usually painless tumor with slowly de-
veloping, presenting as a mobile palpable mass or
incidental at imaging (3). Hibernomas may arise
with locally increased skin temperature because of
the hypervascularity. The compression symptoms to
adjacent structures may developed becouse of they
can reach very large size as 20 cm (4).

The molecular basis of hibernoma is less demons-
trated and the aetiology is unknown. In this tumor,
chromosome 11 which encodes the MEN 1 suppres-
sor gene show deletions (5). Initially, the occurrence
of this benign tumor was reported to associate with
persistent brown fat and so that commonly localized
in the interscapular area, retroperitoneum, mediasti-
num and chest wall. Whereas, clinical studies sho-
wed that in 30% of the cases the thigh to be a prefe-
rential localization (6,7). Most hibernomas (82%)
present as a typical features that three cell subtypes
are differentiated (eosinophilic, pale staining and
mixed cells). Other variants such as spindle-cell
variants, lipoma-like variants, and myxoid variants
are less common (7). Hibernoma is commonly good
diagnosed with imaging exhibiting hyperechoic sig-
nal and regular borders, except retroperitoneal and
intrathoracic hibernomas. Biopsy is not proposed
for hibernomas, but the diagnosis is not confirmed

Figure. Representative examples of hematoxylin and eosin (H&E) and S-100 with Hibernoma
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before the biopsy in various imaging modalities (8).

Hibernoma is benign lipomatous neoplasia with no
any risk of transformation to malignancy or metas-
tases. If the recognition is confirmed in asympto-
matic hibernoma, surgical resection is not required
(9). But, similar histological presentes in atypical
lipomatous tumors as well as in well-differentiated
liposarcomas with hibernomas are described. Thus,
identification of hibernoma with biopsy does not
exclude the similar features of hibernoma in lipo-
sarcomas. Surgical excision of hibernomas cures the
disease whereas incomplete excision carries the risk
of recurrence (9,10).

The final diagnosis must be made after the complete
resection. The histopathological findings in hiberno-
mas as; 1) small, eosinophilic, regular, cytoplasmic
vacuoles, 2) round, small regular nuclei and 3) deli-
cate branching capillaries. The color of hibernomas
is given from abundant mitochondria and hypervas-
cularization (11). Concerning the distinction with
liposarcoma, some histopathological properties such
as mixture of uni-multivacuolated lipomatous cells
and delicate, rich capillary are remove to a misdi-
agnosis. Today, hibernoma can be diagnosied by
histological typical features such as the existence of
uni-multivacuolated fat cells similar to brown tissue.
We have not detected recurrence or metastases in
our 3 year follow-up of our patient that seems to be
in appropriate with the reported cases (11).

CONCLUSION

Hibernomas are uncommon benign lipomatous tu-
mors but can mimics several malignant adipocytic
lesion such as liposarcoma. Imaging plays a crucial
role in the distinction from the other benign and ma-
lign diagnosis. The complete resection correspond
to the gold standard for the choose the appropriate
treatment. Until now, the malignant transformation
or recurrence case are not defined in the literature.
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Ramadan fasting and diabetes: view with the case reports

Merve Lehimcioglu', © irfan Karahan',

Askin Giinglines?,

Aydin Cifci

'Kirikkale Universitesi Tip Fakiltesi I Hastaliklari Anabilim Dali, Kirikkale, Tiirkiye
2Kirikkale Universitesi Tip Fakiltesi I¢ Hastaliklari Anabilim Dali, Endokrinoloji Bilim Dali, Kirikkale, Trkiye

0z

Islamiyet diginda Hiristiyanhk, Yahudilik gibi semavi
dinlerde ve Hinduizm, Budizm gibi daha pek ¢ok dinde
oru¢ ibadeti vardir. Hiristiyanlarda da Islamiyet’te
oldugu gibi yilin belli dénemlerinde farz ibadet olarak
gecmektedir. Tiim diinyada Ramazan aymda 1,5 milyar
kisinin oru¢ tuttugu tahmin edilmektedir. Ulkelere ve
orug tutulan mevsimlere goére oruglu olunan siire 9-21
saat arasinda degisebilmektedir. Bazi hastalar hekime
danisip hekim kontroliinde orug¢ tutmakta veya bazi
hastalara da hekim tarafindan oru¢ tutmamas: gerektigi
sOylenmektedir. Ama en 6nemlisi bazi hastalar hi¢ hekime
danigsmadan orug tutmakta ve ciddi saglik problemleriyle
karsilagsmaktadirlar. Orugla ilgili yapilan caligmalar
arttikca pek ¢ok hasta grubunun hekim kontroliinde ve
diizenli takiplerine gelerek giivenle orug tutabildigi pek
¢ok calismada gosterilmistir. Biz de bu yazida kendi
istegi ile orug tutacagimi beyan eden ve orug tutan ¢ tip
2 diyabet hastasinin takip sonuglarimi paylasmak istedik.

Anahtar Kelimeler: Ramazan, orug, diyabet

GiRiS

Islamiyet disinda Hiristiyanlik, Yahudilik gibi
semavi dinlerde ve Hinduzim, Budizm gibi daha
pek cok dinde orug ibadeti vardir. Hiristiyanlarda
da Islamiyet’te oldugu gibi y1lin belli dénemlerinde
farz ibadet olarak gegmektedir. Tiim diinyada Rama-
zan ayinda 1,5 milyar kiginin oru¢ tuttugu tahmin
edilmektedir. Tiirkiye’de 2018 yilinda yaklasik 17
saat orug tutulurken, Iskandinavya iilkelerinde bu
siire 21 saat civari ile ¢ok uzun ve Arjantin’de ise 9

ABSTRACT

Apart from Islam, Christianity, Judaism, and many other
religions such as Hinduism, Buddhism have fast worship,
and Christians also have worshiped in certain periods of
the year as in Islam. It is estimated that 1.5 billion people
fasted all over the world during Ramadan. According to
the countries and the fasting season, the period of fasting
can vary between 9-21 hours. Some patients are told that
they should not consult fasting physicians and fasting
under physician control, or that some patients should
not fast by the physician. But most importantly, some
patients are fasting without medication consultation and
face serious health problems. As the studies about fasting
increase, many studies have shown that many patients can
safely fast by physician control and regular follow-ups.
We also wanted to share the follow-up results of three
types of diabetic patients reporting fasting and fasting in
this article at their own discretion.

Keywords: Ramadan, fasting, diabetes

saat 20 dakika ile gok kisadir. Ulkemizde toplumun
yaklasik 2/3’{iniin orug tuttugu tahmin edilmektedir

(1,2).

[slamiyet’te dinin sartlar1 arasinda yer almakta ol-
dugundan dolay1 bazen kisiler kendini zorlayarak
ve saghigini riske atarak ne pahasina olursa olsun
oru¢ tutmaktadirlar. Bazi hastalar hekime danisip
hekim kontroliinde oru¢ tutmakta veya bazi hasta-
lara da hekim tarafindan oru¢ tutmamasi gerektigi
sOylenmektedir. Artik oral antidiyabetik kullanan ve
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komorbit ciddi hastalig1 (serebrovaskiiler olay, ciddi
kalp yetmezligi, aritmi, ileri bobrek yetmezligi gibi)
olmayan, kan sekeri kontrol altinda olan tip 2 diya-
betes mellitus (DM) hastalarmin orug tutabilecegi
pek cok kilavuzda belirtilmektedir. Ayrica insiilin
kullanan ve dnemli komorbiditesi olmayan uygun
hastalarin da gerekli tedbirler alinmak ve yakin takip
altinda tutulmak sartiyla giivenle orug tutabilecegine
dair kanitlar giderek artmaktadir (3,4).

Tip 2 DM’li hastalar1 6zelliklerine gore riskleri be-
lirlemek yonetim i¢in ilk yaklasim olabilir. Ramazan
Oncesindeki son 3 ay icerisinde diyabetik acil durum
gelismesi, hipoglisemiyi algilayamama, kotl glise-
mik kontrol, insiilinle tedavi edilen pregestasyonel
DM veya gestasyonel DM, evre 4-5 bobrek KBH,
makrovaskiilerkomplikasyonlarin varligi, geriatrik
ve kirilgan hastalar ¢ok yiiksek riskli olarak deger-
lendirilebilir (5-7). Orta derece hiperglisemi (ortala-
ma kan sekeri 150-300 mg/dL veya HbA1C degeri
%7,5-9 arast), iyi kontrollii Tip 1 DM, coklu doz
karigim insiilinlerle iyi kontrol altindaki tip 2 DM,
diyetle kontrol altinda olan pregestasyonel DM veya
gestasyonel DM, evre 3 KBH, stabil makrovaskiiler
hastalik varligi, asirt fiziksel aktivite gerektiren bir
iste calisanlar, yalniz yasayip insulin veya siilfoni-
liire ile tedavi edilenler, ek risk faktorii olabilecek
ko-morbid hastaliklar1 olanlar, mental durumu etki-
leyen ilag kullananlar yiiksek riskli olarak degerlen-
dirilebilir (5,7).

Yasam tarzi degisikligi, metformin, yeni kusak siil-
foniliire, kisa etkili insulin sekretagoglari, akarboz,
tiazolidinedionlar, SGLT-2 inhibitorleri, inkretin
bazl ilaclar veya bazal insiilin tedavilerinden bir
veya birkagi ile kan sekeri kontrol altinda olan ve
ek komorbiditeleri olmayan tip 2 DM’liler  diigiik
derecede riskli olarak kabul edilmektedir ve pek ¢cok
hekim bu hasta grubunun oru¢ tutmasinda sakinca
gormemektedir (7)

Biz de bu yazida kendi istegi ile orug tutacagini be-
yan eden ve orug tutan ii¢ tip 2 diyabet hastasinin
takip sonuglarii paylasmak istedik.

Tablo 1. Hastanin orug 6ncesi 3 guinlik kan sekeri profili

OLGULAR

Olgu 1

Elli dokuz yasinda bayan hastanin 15 yildir
tip 2 DM ve hipertansiyon tanist mevcuttu. Ilk
poliklinik bagvurusunda 16 U/giin detemir insii-
lin, vildagliptintmetformin 50/1000 mg 2x1/giin
ve irbesartant hidroklortiyazid 1x1/giin kullanimi
mevcut idi. Hastada diyabetik noropati, retinopati
ve kalp yetersizligi yoktu. En son yapilan ekokardi-
yografisinde (EKO) EF %60 idi. Hastanin gelisinde
HbAI1C: %6,9, aglik kan sekeri: 133 mg/dl, iire: 23
mg/dl, serum kreatinin: 0,62 mg/dl, TSH: 1,17 pU/
ml, sT4: 1,33 ng/dl idi. Daha 6nce gittigi doktoru
tarafindan insiilin kullandigi i¢in orug¢ tutmasinin
uygun olmayacagi soylenen hasta, insiilin kullan-
may1 birakip orug tutmak istegi ile poliklinigimize
basvurdu. Disiik risk grubunda olarak degerlendi-
rilen hastaya vildagliptintmetformin 50/1000 mg
2x1/gilin devam edildi, insiilin detemir kesilerek ye-
rine dapagliflozin 10 mg 1x1 tb/giin eklendi. Hentiz
orug tutmuyor iken 3 giinliik kan sekeri takibi ile po-
liklinige kontrole geldi (Tablo 1).

Insiilin tedavisi kesilmesi sonrasi diizenlenen tedavi
ile kan sekerlerinin istenen araliklarda gittigi gorii-
len hastada uzun aclik siiresi de diisiiniilereck orug
tutacagi donem i¢in dapagliflozin kesildi ve sadece
vildagliptin+ metformin 2x1 seklinde kullanmasi
Onerildi. Hastaya orug¢ tutarken 6glen ve iftardan
hemen Once olmak tizere aglik, iftar sonrasi tokluk
olmak tizere 3 giinliik kan sekeri takibi ile kontrol
onerildi. Hastanin oruclu iken takiplerinde kan se-
kerleri diizenli seyretti (Tablo 2). Daha sonraki vi-
zitlerinde aclik kan sekerleri 100 civarinda tokluk
kan sekerleri 100-150 mg/dl civarinda seyrettigi ve
hi¢ hipoglisemisinin olmadig1 goriildii.

Tablo 2. Hastanin oruclu iken 3 glinlik kan sekeri profili

iftardan 2 saat

Oglen ag Aksam a¢ sonra tokluk
1.gln 132 134 165
2.giin 142 123 153
3.giin 110 105 141

Sabaha¢ | Sabahtok | Oglen ag
1.gln 130 129 139 147
2.giin 124 155 158
3.glin 132 160 165 142

Oglen tok

iftardan 2 saat Sahurdan 2 saat

Aksam a¢

sonra tokluk sonra tokluk
110 135 145
95 162 122
103 162 144
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Olgu 2

Altmis yasinda erkek hastanin 2 yildir tip 2
DM ve 5 wyildir hipertansiyonu vardi. Hasta
valsartan+hidroklorotiyazid 160/12,5 mg tb/g,
metformin+sitagliptin 1000/50 mg 2x1 tb/g, dapag-
liflozin 10 mg 1x1 tb/g kullaniyordu. Diyabetik reti-
nopatisi olmayan, diyabetik polindropati nedeni ile
alfa lipoik asit 6 aydir kullanan hasta oru¢ tutmak
istedigi i¢in poliklinige basvurdu. En son Olciilen
HbA1C: %6,7, tre: 35 mg/dl, kreatinin: 1,17 mg/
dl, eGFR 54 ml/dk olan hasta evre 3 kronik bob-
rek hastaligi (KBH) idi ve yiiksek riskli olarak de-
gerlendirildi. Hastanin Ramazan Oncesi kan sekeri
takipleri 82-168 mg/dl arasinda degismekteydi. Ra-
mazan bagladigi zaman dapaglifiozin tedavisi kesil-
di, metformin+ sitagliptin sadece iftarda 1 tb alacak
sekilde ayarlandi. Daha sonraki vizitlerinde aglik
kan sekerleri 90-120 mg/dl civarinda; tokluk kan
sekerleri 100-150 mg/dl civarinda seyrettigi ve hig
hipoglisemisinin olmadig1 goriildii (Tablo 3).

Tablo 3. Hastanin oruglu iken 3 giinliik kan sekeri profili

iftardan 2 saat

Oglen ag Aksam a¢ sonra tokluk
1.gln 105 134 125
2.gun 102 143 133
3.gun 95 105 111

Olgu 3

Elli yasinda bayan hasta, 12 yil dnce tip 2 DM ta-
nist almis. Kendisi doktor gozetimi olmadan orug
tuttugunda parmak ucu kan sekerini 90 mg/dl ola-
rak Olgmesi iizerine, doktor gézetimi altinda orug
tutmak amaciyla poliklinigimize bagvurdu. Hasta
insiilin glarjin 24 U/giin, insiilin aspart 9/9/9 U/giin
seklinde giinde 4 kez insiilin kullantyordu. Orug tu-
tarken sahur ve iftarda bolus insiilinlerini yapmaya
devam etmis. Hastanin tetkiklerinde HbA1C: %13,
aclik kan sekeri: 199 mg/dl, total kolesterol: 239 mg/
dl, LDL kolesterol: 143 mg/dl, trigliserit: 279 mg/dl,
tire: 20 mg/dl, serum kreatinin: 0,62 mg/dl olarak
geldi. Bazal-bolus insiilin tedavisi kullanan ve kont-
rolsiiz kan sekeri olan hasta ¢ok yiiksek riskli olarak
degerlendirildi. Orug tutmamasi gerektigi soylenme-
sine ragmen orug¢ tutmak istedigini bildirdi. Glarjin
ve aspart insiilinleri kesildi, metformin-+sitagliptin
1000/50 mg 2x1 tb/giin, I-deg/aspart iftarda yeme-
gin baginda 30 U/giin olacak sekilde baslandi. Hasta
oruclu iken 3 giinliik kan sekeri takibi (Tablo 4) ile
geldi.

104

Tablo 4. Hastanin oruclu iken 3 guinliik kan sekeri profili

Sahurdan2 | Oglen | Aksam | iftardan 2 saat

saat tokluk ag ag sonra tokluk
1.glin 228 143 79 235
2.gun 150 102 104 133
3.giln 176 920 105 211

Hastanin aglik kan sekerlerinin en fazla 79 mg/dl
civarma kadar diistiigii dikkati ¢ekti ama hasta sor-
gulandiginda hi¢ hipoglisemik semptom tariflemedi.
Tokluk kan sekerleri ise bazi dl¢iimlerde 200 mg/
dl tizerine ¢cikmisti. Aglik kan sekerlerindeki diigiik
degerler nedeniyle bazal insiilinin azaltilmasi dii-
stiniildii ve Ideg-aspart 18 U/g olarak diizenlendi.
Ideg-aspart dozu azaltilinca kisa etkili insiilin dozu
da azalmis oldugundan, tokluk kan sekerini kontrol
altina alabilmek i¢in dapagliflozin 10 mg tb 1x1/giin
olarak iftarda almas1 sdylenerek tedaviye eklendi ve
3 giin sonra kan sekeri takipleri ile (Tablo 5) tekrar
gorildi.

Aclik kan sekeri diizeylerinin 90-130 mg/dl
civarinda seyrettigi ve daha iyi gittigi, dapagliflozin
etkisi ile hastanin tokluk kan sekerlerinin de diizene
girdigi goriildi.

Tablo 5. Hastanin 3 guinliik kan sekeri profili

Sahurdan 2 saat | Oglen | Aksam | iftardan 2 saat

sonra tokluk ac ac sonra tokluk
1.gln 158 130 94 242
2.gun 177 110 98 188
3.gln 133 11 89 140

TARTISMA

Tip 2 DM hastalarinin orug¢ tutmasi konusu bir¢ok
tartigmaya neden olmustur. Farkli ekollere gore di-
yabetik hastalarda oru¢ tutulmasi goriisii tamamen
farklilik gostermektedir. Ancak bu durum dini bir
realite olup toplumdan soyutlanmasi miimkiin de-
gildir. En son kilavuzlar bu durumun hekim camiasi
ve dini otoritenin ortak karariyla hareket edilmesini
Onermistir. Bu durumda hekime diisen risklerin be-
lirlenmesi, uygun hasta se¢imi ve takibin yapilmasi
olmalidir. Amerikan Diyabet Dernegi’nin yayin-
ladig1 bir raporda hastalarda risk degerlendirmesi
yapilarak hipoglisemi, hiperglisemi, diyabetik keto-
asidoz, dehidratasyon ve tromboz gibi istenmeyen
durumlarin 6nlenmesi hedeflenmesi Onerilmistir.
Bunun i¢in hastalarin bireysellestirilerek muhakkak
Ramazan oncesi egitimlerinin tamamlanmasi, nut-
risyonel ve egzersiz planlamalarinin yapilmasi, ilag
yonetiminin yapilmast ve ¢ok siki kan sekeri takibi
yapilmasi dnerilmektedir (3).
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El Toony ve ark. (§)’nin yapmis oldugu ve egitimin
Oonemini vurgulayan bir ¢alismada 320 tip 2 DM’li
hastada egitim alan grupta egitim almayan gruba
gore anlamli glisemik ve metabolik kontrol saglan-
dig1 goriillmiistiir.

Bashir ve ark. (6)’nin yaptig1 giincel bir ¢alismada
aktif yasayan tip 2 DM’li hastalarla sedanter yasa-
yan hastalar orug siiresince devamli glukoz moni-
torizasyonuyla takip edilmis, aktif grupta glisemik
kontrol daha iyiyken, hipoglisemi daha fazla goriil-
muistir.

Hejaili ve ark. (9), calismalarinin sonuglarina gore
KBH (hafif-orta derecede) ve renal transplantli has-
talarin orug tutabilecegini ve bobrek fonksiyonlarin-
da bozukluk veya progresyon olmayacagini belirt-
misler, Boobes ve ark. (10)’nin yaptig1 ¢alisma da
bunu desteklemistir.

Bizim 3 olgumuz irdelendiginde, 1. olgumuz diisiik
risk, 2. olgumuz yiiksek risk, 3. olgumuz ¢ok yiik-
sek risk grubunda olarak degerlendirildi. Hastalari-
miz kendi istekleriyle orug tutmak istediklerini ve
uygun tedavi almak istediklerini beyan etmislerdi.
Hastalara riskleri anlatildi, egitimleri verildi ve kan
sekeri yakin takibiyle kontrole ¢agrildi. Hastalarin
profilleri incelendiginde orug esnasinda herhangi bir
istenmeyen olay yasanmadi. Kan sekerleri diizenli
seyretti. Olgu 3’iin kan sekerleri Ramazan 6ncesin-
den daha diizenli seyretti. Bu durum yakin takibe,
uygun hasta se¢cimine ve hasta egitimine bagl olabi-
lir. Bu durum hasta motivasyonu ve tedavinin deva-
mi1 i¢in de 6nemli olmaktadir.

Son donemde yaygin olarak kullanilan sodyum glu-
koz ko-transporter 2 (SGLT-2) inhibitorleri ile ya-
pilan calismalarda giivenli olabilecegi, hastalarda
ketonemi, asidoz ve hipogliseminin artmadigi giin-
cel bir calismada gdsterilmistir (11). Ancak diger bir
calismada SGLT-2 inhibitorlerinin insiilin tedavisiy-
le birlikte kullanilmasinin hastane yatis1 gerektirme-
yen hipoglisemilere yol agabilecegi ve bu konuda
dikkatli olunmasi gerektigini gostermistir (12). Te-
davi yonetiminin en 6nemli kismini hastaya uygun
tedavi se¢cimi ve doz ayarlamasi olusturmaktadir.
Bununla ilgili doz ayarlama semalarin1 6neren yeni
kilavuzlar yayimlanmaya baglamistir (7).

Mohsen ve ark. (13) koroner arter hastaligi, metabo-
lik sendrom ya da serebrovaskiiler hastalik dykiisii
olan 38 erkek ve 44 kadin, 29-70 yas (ortalamasi
54.0=10 yi1l) olan 82 goniillii tizerinde yaptiklari
caligmada, takiplerde bu kisilerin Ramazan ayinda
orug tutmalari sonrasi kardiyovaskiiler morbidite ve
mortalitelerinde artis olmadig1r gorilmustir. Hatta
calisma sonucunda, daha 6nce kardiyovaskiiler has-
talik Oykiisii olan olgularda 10 yillik koroner kalp
hastaligi risk skoru ve lipid profili, sistolik kan ba-
sinci, kilo, viicut kitle indeksi ve bel cevresi gibi

diger kardiyovaskiiler risk faktorlerinde anlamli bir
iyilesme oldugunu tespit etmislerdir.

Tibbi agidan orug tutabilecek veya oru¢ tutmasi
Onerilmedigi halde oru¢ tutmak isteyen hastalar (di-
yabet basta olmak iizere, hipertansiyon KBH, kalp
yetmezligi, gastrointestinal sistem problemi olanlar
vs.) Ramazan 6ncesinde ve Ramazan siiresince kar-
silasabilecegi problemler konusunda egitilmelidir-
ler. Kan sekeri 6l¢limiiniin gerekli oldugu ve orucu
bozmayacag1 vurgulanmali, diyet, egzersiz ve ilag
dozlarinin oruca goére ayarlanmasi gerektigi konu-
sunda bilgilendirilmeli, kan sekerinin asir1 diismesi
(<70 mg/dl) veya asirt yiikselmesi ( > 300 mg/dl)
halinde hayati tehlike dogacagindan tibbi ve dini
acidan orucunu bozmasi gerektigi konusunda bilgi-
lendirilmelidir (7,8).

Sonug olarak; oruglu olunan siire 8 saatten 20 saa-
te kadar uzayabilmekte, baz1 kisiler bu siireyi evde
serin ortamda gecirirken bazi kisiler sicakta ve aktif
fiziksel aktivite altinda olabilmektedir. Bu nedenle
orug i¢in hastalarin kisisel 6zellikleri, ek hastalikla-
11, yasantilari, fiziksel aktiviteleri de dikkate alina-
rak, orug tutmak isteyen kisilerde hekimler tarafin-
dan bireysel karar verilmelidir.

MADDI DESTEK VE CIKAR iLISKiSi

Calismayr maddi olarak destekleyen kisi/kurulus
yoktur ve yazarlarin ¢ikara dayali bir iligkisi yoktur.

ETiK DURUM

Helsinki ilkeler Deklarasyonu etik ilkelerine uyul-
mustur, hastalardan onam alinmustr.
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When the nose will become a periscope
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Dear Sir,

The rhinologists all over the world are absolutely
aware of the importance of the theoretical knowl-
edge on the anatomy of the nose. But, it seems quite
reasonable to start to observe this anatomy, partic-
ularly the anatomy of the nasal septum, through
the prism of the medicine as a whole, not strictly
being focused on the local problem, which in most
of the cases is just a matter of the surgical proce-
dure. The medicine as a whole lies over the sea sur-
face, and the particular knowledge connected to the
specializations and sub-specializations are just the
submarines of various colors, living their lonesome,
isolated, constrained life under the sea surface, in
the darkness of the sea depths. The garrison mem-
bers of the each particular submarine believe they
are satisfied and content with their daily routine, al-
most proud of their professional life, but some of
them have the problem because, from time to time,
they simply start to think wider, over the given, well
established frontiers. And because of their curiosi-
ty and their personal intellectual level, that allows
them the productive reverie, they can easily get to
some unusual ideas, previously unknown to the oth-
er colleagues, sailors in their submarine or to the
sailors of the ships floating up there, on the sea sur-
face. Someone has a new idea that doesn’t embed at
all with already strongly and well established creeds

on the cargo their submarine has been carrying
around for decades? The upset commander of such
a submarine immediately contacts the commanders
of the closest submarines as to check with them the
new situation he found himself in. The big question
mark appears in commander’s mind: “What to do
with such individuals? Are they desirable as a gar-
rison member at my submarine?” However, neither
the other commanders have any clear answer, but
usually complain they have the same problem with
some members of their submarine crew. Finally, the
commanders make a consensus that everyone of
these weird people will be kept under the radar, the
commanders will not be paying any further atten-
tion to their fantasies and their weird, eccentric and
embarrassing way of thinking. Problem solved! Is
it really? No, it’s not! There is a problem for com-
manders which permanently continues to exist and
usually remains unrecognized. It is not at all fore-
seen by the commanders. It goes for the deep, al-
most indigenous willingness, strong wish, which
live in the mind of this “weird” people. It goes for
their willing to take a look over the sea surface, to
see what’s going on over there. The commanders,
however, as in rule forget that every submarine, just
like this one they are commanding with, has the
periscope for this purpose. And, furthermore, they
don’t want even to imagine a theoretical idea that
the periscope will be, most probably in a secret, un-
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dercover way, used by the “weird sailors” sooner or
later. They have a strong portent than from this very
moment when the “weird ones” finally will take a
look through the periscope, which is sticking out
over the sea surface, everything in their submarine
will start to change. The philosophy and the faith of
their submarine will start to tear down. Day by day,
week by week, month by month...They know every
rule connected to the philosophy of their submarine,
everyone of the crew members knows the rules as
well, and nobody needs any changes, particularly
not the substantial ones. So, why to look through the
periscope unless there are the signs of approaching
danger? Just for fun? No, not at all! Thanks, but no,
thanks! But still, there is the question here, bother-
ing most of them: what lies behind the local finding
during the anterior rhinoscopy and the endoscopy of
the nose? How and why this what we can see in the
nose has aroused? Where did it come from? What
are the roots? What are the roads leading to these
roots and vice versa? Are we capable to portend any
relationship of the structures we are looking at in
the nose with their close anatomical neighbors or re-
mote anatomical structures? Personally, I am afraid
that in this very moment we mostly are not. Simply
because we are not interested in at all. Still, because
of the inevitable first beam of the morning sun, re-
gardless whether or not the sky is or suddenly will
be covered or just veiled by the clouds, there is a
very first hope that the light of this first sun’s beam
is approaching, the first completely new thought or
idea maybe is approaching as well. One should be
ready to see it and accept or decline it, sooner or
later. The readiness depends on many unpredictable
factors and, and, I believe, requires also four main
prerequisites to portend possible relationships be-
tween the anatomy of intranasal structures and other
anatomical structures in the same body:

1) Willingness to scientifically consider this possi-
bility! (this is the first, crucial prerequisite)

2) Individual mental and intellectual capability to
portend and foresee (this is the second crucial
prerequisite).

3) High level of the knowledge of both anatomy of
the human body and its physiology

4) High degree of the knowledge on human pathol-
ogy

But, first of all, the ocular and objective of the en-
doscope (periscope?) should be properly cleaned. If
there is anything in front of the objective, or if the
ocular is not perfectly clean, the image will not be
clear at all. For instance, if the doctor enters some-
one’s nose with the endoscope, the image that can be
seen could look like this one of the Figure 1. What’s
that? Draggled objective? What a surprise!
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Figure 1. Typical endoscopic appearance of the arachnoi-
dal rhinitis or cobweb rhinitis (rhinitis arachnoidalis) in the
left nasal cavity

It’s obvious that the sailors of the submarine finally
caught the occasion to get the periscope in their own
hands, but they see only the formation resembling a
cobweb, something that is full of subtle filaments.
They checked both objective and ocular, they were
not draggled at all! One of them fortunately knew
what’s going on. He knew it was the “plantation” of
two species of the intranasal moulds: Paecilomyces
and Fusarium sp. (Figure 2 and 3). The most im-
portant fact from the clinical point of view regard-
ing these two intranasal moulds is that they produce
specific toxins, named paecilotoxins and fumonisins.
The most important effect of these two mycotoxines
is local anesthetic effect on the nasal mucosa be-
cause of which the patient has a subjective feeling
of impaired nasal breathing! It goes for an absolute-
ly new and so far scarcely internationally accepted
diagnosis, but it seems that it plays an important role
in everyday nasal pathophysiology (1).

Figure 2. Microscopic appearance of Paecilomyces sp. cul-
ture
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Figure 3. Mlcroscoplc appearance of Fusarium sp. culture

Fortunately, it’s quite simple to remove this obstacle
as to continue searching for a good sight through the
periscope. The sterile (saline) water nasal spraying
applied several times a day will help to remove to-
tally these organisms, and the way and the sight will
both be clear!

After cleaning the periscope once more time (for
any case) and the field around it using the surgical
suction, the brave and curious sailors expect to fi-
nally see what’s going on over the sea surface. But,
unexpectedly, just before emerging the head of their
periscope above the sea surface, they saw an image
like this (Figure 4). They were convinced they were
faced to some shallow reef, overgrown by nice, red
corals...

To be continued in the next issue of this journal.

Figure 4. The image seen by curious sailors just before
emerging the head of their periscope above the sea sur-
face
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Derginin Yayin Sikhigi

Journal of Health Sciences and Medicine yilda dort kez olmak (Mart, Haziran, Eyliil, Aralik) yayimlanan
ulusal hakemli bir dergidir. Saglik Bilimleri ve Tip Dergisi duyurusu dnceden yapilmak kosuluyla 6zel sayi-
lar ¢gikarabilir.

Acik Erisim Politikasi

Journal of Health Sciences and Medicine agik erigimi olan bir dergidir. Kullanicilar yazilarin tam metnine
ulagabilir, kaynak gosterilerek tiim makaleler bilimsel ¢alismalarda kullanilabilir.

Asagidaki rehber dergive gonderilen makalelerde aranan standartlari gostermektedir. Bu uluslararasi
format, makale degerlendirme ve basim asamalarinin hizla vapilmasim saglayacaktir.



Yazarlara Bilgi

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

Dergi Adimin Kisaltmasi
Ingilizce: J Health Sci Med / JHSM

Yazisma Adresi

Yazilar e-posta yoluyla sorumlu yazar tarafindan, DergiPark’a kayit olunduktan sonra http://dergipark.gov.
tr/journal/2316/dashboard veya http://dergipark.gov.tr/jhsm linkine girip gonderilmelidir.

Makale Dili

Derginin dili ingilizce ve Tiirkee’dir. Makaleler hem ingilizce hem de Tiirkce olarak kabul edilmektedir.
Ingilizce makaleler génderilmeden dnce profesyonel bir dil uzmam tarafindan kontrol edilmelidir. Yazidaki
yazim ve gramer hatalar1 icerik degismeyecek sekilde Ingilizce dil danigmani tarafindan diizeltilebilir. Tiirk-
¢e yazilan yazilarda diizgiin bir Tiirk¢e kullanimi 6nemlidir. Bu amagla, Tiirk Dil Kurumu S6zliikk ve Yazim
Kilavuzu yazim dilinde esas alinmalidir.

Makalenin “Baska Bir Yerde Yayimlanmamistir” ibaresi

Her yazar makalenin bir boliimiiniin veya tamaminin baska bir yerde yayimlanmadigini ve ayn1 anda bir
diger dergide degerlendirilme siirecinde olmadigini, editore sunum sayfasinda belirtmelidirler. Kongrelerde
sunulan s6zlii veya poster bildirilerin, baglik sayfasinda kongre adi, yer ve tarih verilerek belirtilmesi gerek-
lidir. Dergide yayimlanan yazilarin her tiirlii sorumlulugu (etik, bilimsel, yasal, vb.) yazarlara aittir.

Degerlendirme

Dergiye gonderilen yazilar format ve intihal acisindan degerlendirilir. Formata uygun olmayan yazilar
degerlendirilmeden sorumlu yazara geri gonderilir. Bu tarz bir zaman kaybinin olmamasi i¢in yazim kurallari
gozden gecirilmelidir. Basim i¢in gonderilen tiim yazilar iki veya daha fazla yerli/yabanci hakem tarafindan
degerlendirilir. Makalelerin degerlendirilmesi, bilimsel 6nemi, orijinalligi goz 6niine aliarak yapilir. Yayima
kabul edilen yazilar editérler kurulu tarafindan igerik degistirilmeden yazarlara haber verilerek yeniden
diizenlenebilir. Makalenin dergiye gonderilmesi veya basima kabul edilmesi sonrasi isim siras1 degistirilemez,
yazar ismi eklenip ¢ikartilamaz.

Basima Kabul Edilmesi

Editor ve hakemlerin uygunluk vermesi sonrasi makalenin gonderim tarihi esas alinarak basim sirasina alinir.
Her yazi i¢in bir doi numarasi alinir.

Yayin Hakki Devir Formu

Telif Hakki Devir Formu, makalenin ana dilinde (makalenin dili Ingilizce ise, Ingilizce olmahdir,
makalenin dili Tirkge ise, Tiirk¢e olmalidir) doldurulmali, http://dergipark.gov.tr/journal/2316/dashboard
veya http://dergipark.gov.tr/jhsm adresi tizerinden online olarak gonderilmelidir. 1976 Copyright Act’e
gore, yayimlanmak tizere kabul edilen yazilarin her tiirlii yaym hakki yayinciya aittir.

Makale Genel Yazim Kurallari

Yazilar Microsoft Word programi ile ¢ift satir aralikli ve baslik yazilar (makale adi, 6z, abstract, giris, ma-
teryal metot, bulgular, tartigma, kaynaklar vs.) 12 punto olarak, makalenin diger kisimlar1 11 punto olacak
sekilde, her sayfanin iki yaninda ve alt ve {ist kisminda 2,5 cm bosluk birakilarak yazilmalidir. Yazi stili
Times New Roman olmalidir. “System International” (SI) unitler kullanilmalidir. Sekil, tablo ve grafikler
metin i¢inde refere edilmelidir. Kisaltmalar, kelimenin ilk gectigi yerde parantez iginde verilmelidir. Tiirkge
makalelerde %50 bitisik yazilmali, ayn1 sekilde Ingilizcelerde de 50% bitisik olmalidir. Tiirk¢e’de ondalik
sayilarda virgiil kullanilmali (55,78) Ingilizce yazilarda nokta (55.78) kullanilmalidir. Derleme 4000, orijinal



calisma 2500, olgu sunumu 1500, editére mektup 500 kelimeyi gegmemelidir. Oz sayfasindan itibaren say-
falar numaralandirilmalidir.

Yazinin Boliimleri
1. Sunum Sayfasi

Journal of Health Sciences and Medicine”de yayimlanmak iizere degerlendirilmesi isteginin belirtildigi,
makalenin sorumlu yazari tarafindan dergi editdriine hitaben gonderdigi yazidir. Bu kisimda makalenin bir
boliimiiniin veya tamaminin baska bir yerde yayimlanmadigini ve ayni anda bir diger dergide degerlendiril-
me siirecinde olmadigini, maddi destek ve ¢ikar iliskisi durumu belirtmelidir.

2. Baslik Sayfasi

Sayfa basinda gonderilen makalenin kategorisi belirtilmedir (klinik analiz, orijinal ¢alisma, deneysel calis-
ma, olgu sunumu vs). Tiim yazarlarin ad ve soyadlari yazildiktan sonra iist simge ile 1’den itibaren numara-
landirilip, ¢alistiklar1 kurum, klinik, sehir ve iilke yazar isimleri altina eklenmelidir. Bu sayfada “Sorumiu
Yazar” belirtilmeli isim, acik adres, telefon ve e-posta bilgileri eklenmelidir (Dergimizin format1 geregi Ad-
res bilgileri, kurumlar1 makale dili Tiirkge ise Tiirkce olarak, Ingilizce ise Ingilizce olarak belirtilmelidir).
Kongrelerde sunulan sézlii veya poster bildirilerin, baslik sayfasinda kongre adi, yer ve tarih verilerek belir-
tilmesi gereklidir.

3. Makale Dosyasi
Yazar ve kurum isimleri bulunmamalidir, bu bilgiler sadece bashk sayfasinda olmahdir).

Baslik: Kisa ve net bir bashk olmahdir. Kisaltma icermemeli, Tiirkge ve Ingilizce olarak yazilmalidir.
Oz: Tiirkge ve Ingilizce (Abstract) yazilmalidir. Orijinal calismalarda Oz; Amag, Gereg, Ydntem, Bulgular ve
Sonug boliimlerine ayrilmali ve 400 kelimeyi gegmemelidir. Derleme, olgu sunumlari ve benzerlerinde Oz;
kisa ve tek paragraflik olmali, derlemelerde 300, olgu sunumlarinda 250 kelimeyi gegmemelidir.

Anahtar Kelimeler: Tiitkge Oz ve Ingilizce Abstract sonlarinda bulunmalidir. En az 3 en fazla 6 adet
yazilmalidir. Kelimeler birbirlerinden noktali virgiil ile ayrilmalidir. Ingilizce Anahtar Kelimeler (Keywords)
“Medical Subject Headings (MESH)”’e uygun (www.nlm.nih.gov/mesh/MBrowser.html) olarak verilmelidir..
Tiirkge Anahtar Kelimeler “Tiirkiye Bilim Terimleri’ ne uygun olarak verilmelidir (www.bilimterimleri.
com). Bulunamamasi durumunda bire bir Tiirkge terclimesi verilmelidir.

Metin Bolimleri: Orijinal makaleler; Giris, Gere¢ ve YoOntem, Bulgular, Tartisma, Sonug¢ olarak
diizenlenmelidir. Olgu sunumlari; Giris, Olgu sunumu, Tartisma, Sonug¢ olarak diizenlenmelidir. Sekil,
fotograf, tablo ve grafiklerin metin i¢inde gectigi yerler ilgili climlenin sonunda belirtilmeli metin igine
yerlestirilmemelidir. Kullanilan kisaltmalar altindaki agiklamada belirtilmelidir. Daha 6nce basilmis sekil,
resim, tablo ve grafik kullanilmis ise yazili izin alinmalidir ve bu izin agiklama olarak sekil, resim, tablo ve
grafik aciklamasinda belirtilmelidir. Tablolar metin sonuna eklenmelidir. Resimler/fotograf kalitesi en az 300
dpi olmalidir.

Etik Kurallar: Klinik arastirmalarin protokolii etik komitesi tarafindan onaylanmis olmalidir. Insanlar
tizerinde yapilan tim calismalarda “Gere¢ ve Yontem” boliimiinde ¢aligmanin ilgili komite tarafindan
onaylandig1 veya ¢alismanin Helsinki lkeler Deklarasyonu’na (www.wma.net/e/policy/b3.html) uyularak
gerceklestirildigine dair bir cimle yer almalidir. Caligmaya dahil edilen tiim insanlarin “Bilgilendirilmis
Onam Formu”nu imzaladigi metin i¢inde belirtilmelidir. “Journal of Health Sciences and Medicine’e
gonderilen makalelerdeki ¢aligmalarin Helsinki Deklarasyonu’na uygun olarak yapildigini, kurumsal etik
ve yasal izinlerin alindigini varsayacak ve bu konuda sorumluluk kabul etmeyecektir. Calismada “Hayvan”
Ogesi kullanilmis ise yazarlar, makalenin Gere¢ ve Yontem bolimiinde Guide for the Care and Use of
Laboratory Animals (www.nap.edu/catalog/5140.html) prensipleri dogrultusunda calismalarinda hayvan
haklarini koruduklarini ve kurumlarimin etik kurullarindan onay aldiklarini belirtmek zorundadir.

Tesekkiir Yazisi: Varsa kaynaklardan 6nce yazilmalidir.

Maddi Destek ve Cikar fliskisi: Makale sonunda varsa ¢alismay1 maddi olarak destekleyen kisi ve kurulus-
lar ve varsa bu kuruluslarin yazarlarla olan ¢ikar iligkileri belirtilmelidir. Olmamasi durumunda da “Calismay1



maddi olarak destekleyen kisi/kurulus yoktur ve yazarlarin herhangi bir ¢ikar dayali iliskisi yoktur” seklinde
yazilmalidir.

Kaynaklar: Kaynaklar makalede gelis sirasina gore yazilmalidir. Kaynaktaki yazar sayisi 6 veya daha az ise
tiim yazarlar belirtilmeli, 7 veya daha fazla ise ilk 3 isim yazilip ve ark. (“et al”) eklenmelidir. Kaynak yazi-
mu1 i¢in kullanilan format Index Medicus’ta belirtilen sekilde olmalidir (www.icmje.org). Kaynak listesinde
yalnizca yayinlanmis ya da yaymlanmasi kabul edilmis veya DOI numarasi almis ¢alismalar yer almalidir.
Dergi kisaltmalari “Cumulated Index Medicus” ta kullanilan stile uymalidir. Kaynak sayisinin aragtirmalarda
40, derlemelerde 60, olgu sunumlarinda 20, editére mektupta 10 ile sinirlandirilmasina 6zen gosterilmelidir.
Kaynaklar metinde ciimle sonunda nokta isaretinden hemen énce parantez kullamlarak belirtilmelidir. Orne-
gin (4,5). Kaynaklarin dogrulugundan yazar(lar) sorumludur. Yerli ve yabanci kaynaklarin sentezine 6nem
verilmelidir.

4. Sekil ve Tablo Bashklari

Bagliklar kaynaklardan sonra yazilmalidir. Her biri ayr1 bir goriintii dosyasi (en az 300 dpi ¢oziiniirliikte,
jpg) olarak gonderilmelidir.

Makalenin basima kabuliinden sonra “Dizginin ilk diizeltme niishas1” sorumlu yazara e-posta yoluyla gon-
derilecektir. Bu metinde sadece yazim hatalar diizeltilecek, ekleme ¢ikartma yapilmayacaktir. Sorumlu yazar
diizeltmeleri 2 giin i¢inde bir dosya halinde e-posta ile yayin idare merkezine bildirecektir.

Kaynak Yazim Ornekleri
Dergilerden yapilan alinti;

Cesur S, Aslan T, Hoca NT, Cimen F, Tarhan G, Cifci A. Clinical importance of serum neopterin level in
patients with pulmonary tuberculosis. Int J] Mycobacteriol 2014; 3: 5-8.

Kitaptan yapilan alinti;
Tos M. Cartilage tympanoplasty. 1st ed. Stuttgart-New York: Georg Thieme Verlag; 2009.
Tek yazar ve editorii olan kitaptan alinti;

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

Coklu yazar ve editirii olan kitaptan alinti;

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

Eger editor ayni zamanda kitap icinde bolitm yazari ise;

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

Doktora/Lisans Tezinden alinti;

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

Bir internet sitesinden alinti;
Sitenin adi, URL adresi, yazar adlari, ulagim tarihi detayli olarak verilmelidir.
DOI numarasi vermek;

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



Diger referans stilleri icin “ICMJE Uniform Requirements for Manuscripts Submitted to Biomedical Jour-
nals: Sample References” sayfasini ziyaret ediniz.

Bilimsel Sorumluluk Beyani

Kabul edilen bir makalenin yayinlanmasindan 6nce her yazar, arastirmaya, igeriginin sorumlulugunu paylas-
maya yetecek boyutta katildigin1 beyan etmelidir. Bu katilim su konularda olabilir: 1. Deneylerin konsept ve
dizaynlarinin olusturulmasi, veya verilerin toplanmasi 2. analizi ya da ifade edilmesi 3. Makalenin taslaginin
hazirlanmasi veya bilimsel igeriginin gdzden gecirilmesi 4. Makalenin basilmaya hazir son halinin onaylan-
masl.

Bu caligmanin i¢indeki materyalin tamami ya da bir kisminin daha 6nce herhangi bir yerde yayimlanmadigini
ve halihazirda da yayin i¢in baska bir yerde degerlendirilmede olmadigini beyan ederim. Bu, 400 kelimeye
kadar olan 6zler harig, sempozyumlar, bilgi aktarimlar, kitaplar, davet {izerine yazilan makaleler, elektronik
formatta gonderimler ve her tiirden 6n bildirileri igerir.”

Sponsorluk Beyani

Yazarlar asagida belirtilen alanlarda, varsa ¢alismaya sponsorluk edenlerin rollerini beyan etmelidirler: 1.
Caligmanin dizayni 2. Veri toplanmasi, analizi ve sonuglarin yorumlanmasi 3. Raporun yazilmasi

Kontrol Listesi
Kontrol listesindekiler eksiksiz yapilmahdir.

Makalede mutlaka olmasi gerekenler: Editore Sunum Sayfasi, Bashk Sayfasi (Etik Durum, Cikar Catis-
mas1 Durumu” belirtir climle, Orcid no, Yazar bilgileri), Ana Metin, Telif Hakki Devri Formu

1. Editore Sunum Sayfasi: Sorumlu Yazar tarafindan editore hitaben yazilmis olmalidir. Telefon ve E-posta
eklenmelidir. Gonderilen makalenin adi, kisa ad1, “Daha 6nceden yayimlanmamig, su an herhangi bir dergiye
degerlendirilmek iizere gonderilmemistir ve yazarlarin kendi orijinal ¢aligmasidir” ibaresi, “Cikar Catigmasi
Beyan1” icermelidir.

2. Baghik sayfasi: Tiirkce ve Ingilizce Makale basliklar1 / Kisa basliklar, Yazarlar ve Kurumlari, Sorumlu Ya-
zar posta adresi ve telefon, tim yazarlarin Orceid no (2019 yilindan itibaren zorunludur) ve E-posta adresleri.
Bashkta o6zel isimler ve ilk harf disinda kiiciik harf kullamlmahdir.

3. Makalenin Ana Metin sayfalari: Tiirkce ve Ingilizce Makale Basliklar1 / Kisa Basliklar, Tiirkge ve Ingi-
lizce Oz / Abstract ve Anahtar Kelimeler / Keywords, Makale Metni, Kaynaklar, Tablo ve Sekil Bashklari,
Tablolar. Bu sayfada yazar isimleri, kurum bilgileri olmayacaktir.

4. Yazi: Basliklarda “Times New Roman” ve 12 punto olmali, makalenin diger kisimlarinda 11 punto, ¢ift
bosluklu satir aras1 ve tiim alanlarda 2,5 cm girinti ayartyla yazilmalidir.

5. Oz / Abstract: Tiirkge 6zet OZ ile baslamali; “Giris / Amag, Gereg ve Yontem, Bulgular ve Sonu¢” ki-
simlarmi igermelidir. Ingilizce 6zet ABSTRACT basligiyla baslamali “Introduction / Aim, Material and
Method, Findings / Results, Conclusion” kisimlarini igermelidir.

6. Anahtar Kelimeler / Keywords: Tiirkge Oz kisminin altina Anahtar Kelimeler, Ingilizce “Abstract” kis-
minin altinda “Keywords” (birlesik) halde eklenmelidir. Anahtar kelimeler en az 3, en ¢ok 6 kelime / sdzciik
olmaly, birbirlerinden virgiille ayirilmali ve MeSH’e uygun olmalidir.

7. Etik Durum: Gerec¢ ve Yontem kisminda Etik Kurul Onay1 alindig1 (Alindigr yer, tarih, etik kurul no
olacak sekilde yazilmasi 6nerilir) belirtilmelidir. Etik Kurul Onay1 gerektirmeyen makalelerde Kurum Onay1
/ Izni alindig1 (Cikar Catismasi olmamast igin) belirtilmelidir. {lgili belgeler talep edildiginde gonderilmelidir.
Etik problemlerde sorumlulugun yazar(lar)da oldugu unutulmamalidir.

8. Makale istatistik yoniinden gézden gecirilmelidir. Tartigmada istatiksel terimler (p, r, o gibi) kullanilma-
mahdir.



9. “Maddi Destek/ Cikar Catismast Durumu” kaynakc¢adan dnce belirtilmeli, “Tegekkiir Yazist” varsa kay-
nakg¢adan 6nce yazilmalidir.

10. Kaynak Gosterimi; yazim kurallarinda detayli anlatildigi gibi olmalidir. Derginin say1 numarasi “(2)”
parantez i¢inde olacak sekilde bizim kaynakca gosterimimizde bulunmamaktadir. Alt1 yazara kadar yazari
olan makalelerde biitiin yazarlarin adi yazilmali (Soyadi ve Adinin ilk harfi olacak sekilde), yedi ve daha
iistll yazarli makalelerde ilk ii¢ yazar, et al (ve ark.) seklinde kaynak gosterilmelidir. Makalenin ad1 Tiimce
kullamim1 seklinde (6zel isimler ve ilk harf disinda kiiclik harf kullanilmalidir) olmalidir. Derginin kisa adi
verilmelidir. Dergi adindan sonraki noktalama isaretleri arasinda birer bosluk birakilmalidir.

11. Tablo, Sekil ve Resimler ayr1 bir baslik altinda kaynak¢adan sonra yerlestirilmelidir. Sekil / Resim (En
az 300 dpi ¢oziiniirlikkte, jpeg dosyasi olmalidir) ve Tablolar ayri bir veya daha fazla dosya halinde gonde-
rilmelidir.

12. Telif Hakki Devri Formu: Makalenin asil dilinde doldurulmalidir. Tiim yazarlar tarafindan imzalanma-
lidir. Tim yazarlarin imzasmin olmadigi durumlarda Sorumlu Yazar tiim yazarlar adina sorumlulugu
alarak imzalayabilir.

Yazisma Adresi

Dog. Dr. Aydin Cifci

Kirikkale Universitesi Tip Fakiiltesi, I¢ Hastaliklar1 Anabilim Dali, 71450, Yahsihan, Kirikkale, Tiirkiye
Tel: +90 318 333 50 00/ 53 33

E-posta: dr.aydin.71@hotmail.com



